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Blood groups and paternity, 9 - 
Certification of mental Patients, 824 - 
Chemists’ shop not a ‘* factory,” 1398 
Child k killed by cough hnctus, 196 
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MeEDICO-LEGAL (continued): 
Circumcision: Death after anaesthetic at opera- 
tion, 956 


— Dermatitis and workmen's com mpensation, 647 


Gestation „period, prolonged, 
Hospitals 
to proceed, I 
History and evel ment of forensic medicine 
< ee Sydney Smuth),’599 (O); correspondence, 


. Hospitals: Responsibility of hospital manage- 


ments, 480, correspondence, 761 
Industrial medicine: Damages for injured fingers, 


Insanity defence in divorce, 143 2 
— — in murder, 765 g 
Medico-Legal Society, 47, eer 
Nationalization and chari 
Paraldehyde death after ee of, 1210 3 
Perucillin, Fatal hypersensitivity, 1269 J 
Pregnancy: Fatal missed pregnancy, 421 
Surgeon finally cleared of negligence, 44 
Tnichiniasis from infected pork, 592. 


Media h ng development. and use of, 
Mrzcs, J V’, and STURGIS, S Bid (Editors). Progress 
in Gynecology, Vol 2, 143. 
Y, Hi See MLY, ae 51 


me r D : Tuberculosis of liver treated with 
streptomycin, 1187 (O) 
Meningitis due to Leptospira cantcola (Evelyn D 
Watkins), 22 
— Lymphocyue chonomeningits; associated human 
mouse infections (E H. R Smithard and 
A D. Macrae), 1298 (O) ` 
— tuberculous; ‘results of treatment with strepto: 
mycin and intrathecal sulphetrone (W 
Sie an, J Rubie ,and A F Mohun), 792 (oy: 
— — treated with streptomycin; prea of 
survivors for a minumum of 24 y 
Cainan, J Rubie, and A F Mohun), n), 794 (Oy; 
806-(A); correspondence, 1081, 1265 
— — treatment with streptomycin, indications for 
discontinuing, 316 
Meningococcal infection: Graphs, 1149, 1212, 
1272, 1338, 1401 
Meniscectomy, traumatc aneurysm ate d a 
Menstruation. Amenorrhoea, ated 
with asthma, case (M Frohlich), | 1488 O 
=- Premenstrual tension state, 1068 (A), corre- 
~spondence, 1208 - 
Mental defectrves awaiting admission to institutions 
arliamentary note), 1024 
— — cause of death in, 887 
— — children, accommodation for (parliamentary 
note), 957 
——m institutions, 872 (A) 
— — licensing from institutions, 1086 ` 


MENTAL DISORDERS" | 
by eae of mental patients (medico-legal note), 


Depression and jts treatment, 698 

Insanity defence in divorce (medico-legal note), 143 

Insanity defence in murder, 765 Š 

M ent of the acute mental case (D. Curran), 
11 correspondence, 1393 

Mental breakdown among- students, 1131 (A) 

Mophenetn for relaxation in anxiety states, 132, 


8 E 
Berry shag mental breakdown in old age (F Post), 
Restordtion of mental health, 631 (A); 639 
Thyroid activity in mental patients, evaluation by 
Tadioactive tracer methods (M, Reiss, R E. 
: Hemphill, R Maggs, S Smith, C. P Haigh, 
~ and M. Reiss), 1181 (0) 
Treatment of psycho Neurosis ; odified 
abreactive technique (W L Milligan), 1426 s) 


Mental health and the community; Jont s conference 
of clinical workers and admunustrato’ 
by National Association for Mental Te th, 693 

— — conference, 201 

— — Foundation of mental health, 1373 a 

— — restoration éf, 631 (A); 639 

Mepacrine, eruptions due to, 812 

Mephenesin in anxiety states, be (A); 248 

Mepyramine maleate in acute > nephritis; 1423 

— — u whooping-cough, 10 

Mercury, eruptions due to, $10 

Merit awards See Distinction awards 

MERIVALE, W H H, and FORMAN, p: Case of 
rn oat onal ter 560 (O); correction, 763 


MERSKEY, C.: Hi emophulia associated with normal, 
coagulation time, (0). 

“ Mesontoin ® See Methom 

MEssenT, J J . Chloroquine, 818 - 


‘ Messent, P S., conferment of knighthood on, 1383 


Mesmirz, WwW *Chioramphenxo!l in persistent dysen- 


Ty, 1265 
Metabolism Water and Salt Depletion HE L 
Marriott), 75 
Metatarsal beads, displacement of pads, 1008 


j Dodors action against hospital board 


Metatarsalgia, 1008 
W K See Yorrey,] M , 660 


Methaemdéglobinaemia due to absorption of para- . 


arminopropiophenonoe, 1276 
Methoin, eruptions due to, 812 


— in treatment of epilepsy (D P Jones), 64- O; . 


correction, 204, correspondence, 301 
Meno COMPOUNDS 


phot ls fri treated by penta- and hexa-- 
r 


salts; 150 tests on hypertensives of 

varied d soley A P patients treated for 
periods of 2~14 months 
Alstad), 1217 (0); O (L) ahy (C) 

contraindications to, 584, 1032 

Decamethonnim, action of, 974 

— iodide in modifying E C.T ; comparison 
p-tubocuranne chloride and’ « Faxedil a" S 
Thompson and A Norton), 857 (O), corre- 
spondence, 1142, 1263 

Hexamethontum bromide, dangers of, 


H Smirk and K. S. 


584 
— = drug erupnon induced by (J ‘Sommerville’ - 


andJ Allan), 864 

— — effects on stomach (A H Douthwaite and 
M G Thorne), 111 (0) 

—- — failure of respons to, 10 hypertension due 
to renal ischaemia, 1079 

— — in arterial hypertension, 1217 

~ — 1n coeliac disease and steatorrhoea, 1032 

— — in hiccup, 948, 1143 

— e In hypertension, 778 

~~ — side effects, 113 

— compounds, paralytic deus due to, 1205, Bal. 
1514 


— effects ta man, T16 z a : 

— ganglion-blocking wit 

— hemiplegia as side-effect, 1262 

m „producion of controlled hypotension for’ 
heemorrhage (R. P W 


ue Shackleton), 10 (O); 1069 (A), correspond- ~ 
ence, 1262, 144 

in treatment of hypertension (S Locken P ay 
Swann, and w Aa Grieve), 778 (O), a); 
corresponden: 

Tolerance tome! methoniam salts following repeated 


administration, 1223 5 
Pentamethontum bromide, dangers of, 5 84 
— — in hypertension, 778, 1217 a 
— m surgical emergencies, 1262 


’ 


á a-Methoptenn ın treatment of acute leukaemia 


Daue, E Dresner, D.L Mollin, and J C. 
ten 784 {0); 873 (A) 


Methyl phthalate, 488 P 


a-Methyl-g-alanme, 523 
Methyleno-blue test of ice-cream, 137, 1084 
Metric system: Report of the Committee on Weighis 
and Measures Legislation, 1195 
Metropolitan Police Surgeons Amorlaon, change of - 
Maver. Hise F See ALLIRSON, BB, 4 
BYER, ee NSO! 
Meyer, P C ,and Sact, H B ao ani high blood = 


- sugar in boy, 171 


MEYNELL, M -J See BLACK, A B, 1430 
Mick Lorna E See SHATTOCE, F Mis , 886 
Microbio! mng of In o: 

eniro Tor Fe eer Microbiology 11 Rome, 


1402 
PES for General Miro biology, 10] 
crosco spot microscope 
Mictufinen, control ~of, after spinal on mare 
Midi a Roo, as 16 (O) ita ble 
esex . Hospital 
nationalization (medtco-legal note), 


net and 


r 


Ms, J.A R See LYELL, À ,912 * 

Military medicine; 13th International Congress, 651 

Malk Consumption of quid milk (parhamen tary ` 
P note), 708 


~ — vegetable substitutes for, 241. 


Smallpox and ucla sacrifice,-250 
‘Potassium permanganato as aborti- 


L Lung abscess after člectro- 
modified CO, 


MILLARD, 

Mater, J Cc.’ 
facient, 526 

MILLIGAN, W. 


— Treatment of psychone' oniro 
abreactive technique, 1426 (O) 

Mus, A : Fatal shock under anaesthetic, 418 

MILNE, J A See RENNE, J B , 38 

MILNE, M. D . Effects of yntravenous c citrate, 248 

Minder, Ts Leitfaden fur Prostatiker, 22 

Mmers: X-ray examunation for diagnosis of pneu- | 
rmoconosis (parliamentary note), 707 

Minstry of Food Hygiene in Catering Establish- 
ments, 1951, 345 ; parliamentary note, 360 


MINISTRY OF HEAL’ 

Changes 1n funstions (parliamentary note). 484 

Memorandum on precautions against anaesth 
explosions in operating theatres, 1324 

Remuneration: of gene practitioners, 523, See 

eunn 
Re ifiary Marquand, 175 (L); pie 251, 355° 
Retirement of Sir Wiliam Douglas, 40 


Minton, J, d Çor, Pauline: Retrolental fibro- 
plasa, 450 (O) 466 (A); correspondence, 700 

Mrr, G © Dr Ricketts, 1205 

MITCHELL, Godtrey Wilham, obituary of, 764 

MITCHELL, Jean Congenital syphilis ‘with acute 
_ nephritis, 396 2 
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R, P. H , appointed Deputy Vice- chancellor, 
“University of Léndon, 1518 
~ Mitoms, 803 53 
‘— im transplanted tumours, 498 
— Prevention by waste products, 953 ~ K 
— Relation of shock, carbohydrate utilization, aad 
cortisone to mitotic activity in the epidermis of 
` the adult male mouse N Green and F N 
- Ghadially), 496 (O); 803 (L) . 
Mitral stenosis, pathogenesis of (F. R. Magarey), 


MoLLIN, D Le See DACE, Iv 
^ Moniflethrix,'488 
Mononucleosis, infectlous See Glandular fever 
NRO, I C : Smallpox and human 
Monsters: Tschiopagus, with male and female 
components, 1291 
‘ Montana Hall for sale, 313 oe 
Montessori Congress, 1030 i 
Moore, E See ALLINSON, B P , 414 
': . Moore, H., Jessop, W J E, O'DONOVAN, D 
C. > Barry, A P., Quinn, Brigid, aad Daury, M : 
Cortisone in treatment of toxzemia of pregoaneys 
study of 8 cases, 841 (O); 370 (L): corre- 
spondence, 1146 
MORGAN, A. See Hari, F. D , 
Moraan, H. B W., on the Native Health Service 
@arliamentary note), 1023 





MORLEY, Cancer of the colon, 5 
MOLN, A dunet E.: Cleft Palate pon Speech, 2nd 


Morphine; effects on pancreatic secretion, 1392 

| ` —ım rheumatic carditis"in children; contraindica-: 
tions, 542 
— on trains (parliamentary note), 957 

~ — prevention of vomuung after, 372, 3587 
© ~ — subcutaneous or Intravenous; ‘advantages and 
: casadvanta: 372 
i . Mosrr,I B- Normal clotting ume, 248 
| Mortality sex ratios, 814 
| Morton, H J V : Apparatus for demonstrating the 
`~ . explosive properties iof anaesthetic gases and 


! vapours, 298 , i 
| — Paralysis after ee 
t Morton's metatarsalgia, 
Morora: G: Problems be in Cerebellar Physiology, 
. Moms, M F ; Diigo of aortic stenosis, 417 
M itoes: Unopheles and Malaria in the Near East 
S Leeson and others), 1125 
—D age of anopheline bites among different 
ago. o R. C Munrhead-Thomson), 1114 
Mots (Ò) TTA: Se roulremen aoe a 
otor cars; licensing requirements for dual-purpose 
k vehicles (parliamentary note), 5 
' MOURANT, A E. See Coorp, H I, 109 
. ,— See IKN, Elizabeth W., 456 
Pag ” MOUFIQUAND, G., and Savove, J: Pneumonie et 
ote ES Aigues de l'Enfant, 1191 
z Mouth: Side effects ‘of chloramphenicol and aureo- 
, zin, with reference to oral lesions 
i), 388; correction, 531; corre- 


642 
s for extensive burns, 1510 
ditòr): Diagnostic Procedures 


and Reagents as ed, 5 
l- , Mucus catheters (M. S Fraser), 165 (0) 
UIRHEAD-THOMSON, Distribution of 


oe ered eg a bia among different age 
proups stor m malaria epidemiology, 
114 Os 11315 A); correspondence, 1266 
7 MuLKERN, P D :, Premenstrual tension sale 1208 
, Multiple sclerosis See dissemina 
Murder (K. Simpson), 815 
— insanity as defence, 765 - 4 
MUkRAY, E F., appointed Emeritus Professor of 
f Midwifery, U. alerts of Durham, 708 
MURRAY, I : Diet 1D 1 diabetes, J 


USCLES: \ 
Contraction, physiology of, 873 (A) 

— role of acetylcholine in, 652 

` Dystrophy | in ii pisocaton win with bone, dystrophy 


D. Wulams, 
1 Smith, fase oS 


P pseudo-hypertrophic, 430 
- Muscle building by physical culture methods, 1524 
Neurophysiology, 967 
p Relaxants, See also Gallamine tnethlodide; 
Methonium com ne ' 
— aac prob! » 352, 


\ 


[i 
„Museums: L of edical useums of Great 
` Britan (1345-50) 3 Hackett), 1380 - 
Myalgia, spades (7 Gon 1185 (0) 
“ Myanesin.” See Mephenesin 
S ; Mycobacterium tuberculosis , resistance to penicillin, 


> Myelomatosis, mulu le, eryoglobulinaemia n (A.N 

Blades), 16 169 (O) ; 

‘ YERS, Gi Etiquette, 1021, 

t Myers, J A (Editor): The Chest and the Heart. 
Vol 1: The Chest, 460 , ` 

, Myocardial infarction; prognosis and treatment, 

survey of 200 M patients (C Papp and K‘S Smith), 


1471 TO): ‘ 
MYRBACK, See 17 B, 1493 
Myrmecia; a study of usion bodies in warts 


Lyell and J. ok R Mies), 912 (0); 933 (A); 
34 (A); correspondence, | 1206 
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NABARRO, D : Guard against congenital huis, 415 
NABARRO, J. D_ N. Treatment of barbiturate 


poisoning, 137 
Neevi, cavernous, spontaneous disappearance of, -356 


Ls tenn «treatment with thorium X 
(R. wera), 121 (O); correction, 302; 
356 ©), ESN ©, 701 (C) 
-= 1n children, 612 . ` 


— spontaneous disappearance of, 701 
Nagiey, M. M : Thiacetazone, 355 
Nails, soft, treatment of, 262 

See Yorrey, J M , 660 
: ecg ton oe iS 
correspondence, 
LISTER, 


2 prac ctlce, 863 
Nason 
National Association for- Maternity and Child 


—~-—for Mental Health: 
“ Community mental health ın practice,” 693 
—Ż for Prevention of Tuberculosis: Design for 
Sanatoria, 1314 (A) 
Handbook of Tuberculosis aoe in 
creat Britain’and the Commonwealth, 1 ed, 
National Formulary , 


amendmenis 101 


NATIONAL HEALTH SERVICE: J 

Admunistration;- total numbers of staff officers 
(parlamentary note), 535 

Administrative problems conference gp 
by Institute of Public Administration, 

Allowances to committee members (parliamentary 
note), 534 

„Arbitration, method of, 1372 (L); 1438 (A) 

“Bill; committee stage age (parliamentary note), 1085; 
second reading, ‘linmentary note) 

Budget and the jealth Seek 871 (L); 891 

— effect on the NH S 808 (A) 

Cha for dentures pe g > STI, 891, 896, 
957, 1023, 1213 

— for foreigners (parliamentary note), 1085 

Tom a 070 (A); 1085 (parkamentary “` 
no 

Chemists, payment of (parlamen note), 534 

Chest clinics (parliamentary note). 485 

Civil estumates (parliamentary note), 534 

Consultants and ‘specialists; a co aidiaated 


7 
coe et heath servicés, 422, 1283 
mere ie supplied since 1948 (parlhamentary note), 


Distinction awards (parliamentary note), 36 
+ — for- professors, 400 (L), 477, S28; i, 534, 


642 
Doctors’ lists, ie hat (parlamentary note), 592 
Economic as ane 
Estimates, 746 (L); 454 ' 
Erpendituro; 462 ©); ae TS o a 
-= in Wales (parliamen' note), 
. Hearing-aids (parliamentary note), Si, 647, 957, 


1024, 1455 

Medical auxiliares and national istration, 
867 D 877, 957 (parilamentary note. 

Natlonat ‘Health Service (R Ormrod and H. 
Walker), 127 N 

On the air, 807 (A) 3 

Ophthalmologists’ fees, 178 (A 

Prescribing, excessive, 1 

Registrars, reduction 1n number of, 41, 188 

tatement of Joint Committee and ‘Ministry of ` 
Health, 179 (A) 

Remuneration, 515 (L), $23, 1249 (L),'1446 . 

~~ method of arbitration, 1372 (L); 1438 A), 

— Speech of Chairman of General Medical 
Services Committee at Annual Representative - 
Meeting, 1435 

Bead ree ents; fees for attendance (parliamentary 
note, 

Spectacles šupplied - since « 1948 (parliamentary 

\ note), 1024 

-m Trade mer matk on N H S. glasses (parliamentary 
note; 

Staff ale blahments {parliamentary n note), 647 

Surgical appliances, 769 

Travelling expenses of patients (parliamentary 
note), 

RARAN and the health service, 39, 92 

Wigs; conditions for prescriptibn, 712 


National Hospital ` Servico Reserve (parhamentary 
note), 

National Service-medical officers. Marriage ‘allow. 
ances (parliamentary note), 422 

National University of Ireland See Universities: 
Lre » National University of \ 

Nationalization and charity (medico-legal note), 533. 

Naturopajhy, satis of, 414 ~ 

Naval Medical Compassionate Fund, 165 a 

NAYLOR, E G: Laurence-Moon~Bled! syndrome in 
Central A fiican native, 624 

Needle, Intraveno modification of Gordh type 

Neal Blatchi¢y), 470; 585 (C) 


şurgeon finally exonerated (medico- 
Negro child of apparéntiy white parents, 598 


legal note), 44 
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Negroes:- Rare blood group antigen occurring in 
ges (Elizabeta Ws Ikn and A E Mourant), 


Ne NA E „ elected President of British Association 


ae Otolatyngologists 

Nephritis, acute; antıbistamine treatment (D. 
Lawson), 14 ) 

— — in congestal syphilis (Jean Mitchell), 396 - 

— chronic, eri he hyperparathyroldism 
(D GB Richards) 1 (0) 

Nephrosclerosis, 


malignant, role of soniatoironh 
hormone In production of (H, Selye), 263 (O); 


285 (L 
Nervo blocking, 967 
— sixth cranial; 
and spinal a a(R Bryce-Smith and R R 
Macintosh), 275 (O); ~correapondence, ee 

Nervous system. Paralysis oe autonomic 
_ With special reference to thera) a ects eat 
i ION: 80 moe drugs (W. M. Paton), 

oo am thetic, hormones of (U. S. von Euler), 

105 (O); 128 (L) 

Netherlands ‘Free medical eee of. Prsh 

subjects (parhlamentary note, te), 5' 

NEUBERGER, A., elected F R S , 632 Gy: 640 
eurolabyrinthts idemica, 1391 
ecrology Cassel Hospital for Functional Nervous 

Disorders; Medical Director's Report, 1948-50, 


60 
— Modin -Trends in Neurology (Editor: A Felling), 12 
432 


_Ph nology of neuromuscular transmission and 
nepronescular block (W Feldberg), 967 (O) 
. Moruzzi), 


— Ereb al of Cerebellar Physiology 


, Neuropathology’ Fundamental problems in the 


pathology of multiplo sclerosis and allied 
diseases 


(C. -E. ~ Lumsden), 
(L) 


Visual hallucination of the self 
431 (O); 464 (L); correspond- 


a 
t 1035(O), 


Noga 


2, 948 
Neutonurgen Pre-frontal Leucotomy (M. Part- 


NEUSTATTER, L : How to get to , 589 
NR noe chrome; case treated y splenectomy 


1300 (OV 
New peed Armstrong), work; recruits required, 
1266, 1449 
New Year Honours, 32, 101 
New York Academy of Medicine: The Future in 


Medicine, 744 


` New Ser a University See Ushesiis New! 


Zealand 
Newborn. See Infant, newborn 
Ne Royal Victoria, Infirmary, bicentenaty of, 


N A L., BECROAARD, P , and Bana, 
s Low salt det SY trennen e of congestive heart 
ure, 1 

Nigeria: Medical ead eld d units; Meit functions and 
work (J C. Chartres), 85; 78 (L) 

NNaRD, B : Twneurs du foie, 3 399 

Nipple. diseases ae (Sur Cecil ‘Wakeley), 468; corre- 
spon 

— ielzaclian, prevention-and treatment of, 644 


— spasm; treatment, 430 
Nipple shield: as cause of lead-porsoning in children, 


Nitrogen ivatards in treatment of glomerulo- 

NIKON. ILM: o perating theatre technicians, 1330 

NIKON, John Alexander, obituary of, 704 

NIKON, W C.W See BEATTIE, A. D., 816 

— See BOURNE, A W, 1370 a § 

North of England Secrest and ecological, 
Society, 201, 1029, 1090, 1521; gso 


Nowe; effect on the ear, 94 
3 

Norther Ireland Health records (vital statistics), 
I1 


— — Registrar-General’s quarterly report (vital 
statistics), | 1337 
‘Norton, A See Fuomrson, O S$ , 857 


Norway: Campaign against tuberculosis, 1151 
— ee ery in Norway, 235 (A) ar 
F W See BaLrOUR, M C, 229 


Ae ET VETERA* 

Anatomy: Short History or Anatomical Teachıng 
in Oxford, H M foe and A H T. 
Robb-Smith Aie 758 

van 2 Deventer, Hendrik (1651-1724) (W. R. Bett), 


Essays in the History of Medicine, by George Gask 
(E A Underwood), 187 

Eternal Eve, by H Graham (C Singer), 242 : 

he Life of Dr. John Radcliffe (1652-1714), Bene-' 

sy oes “of the Unversiiy of Oxford, by C. R 
Hone (C Singer), 4 

Life and Tunes of Gaspare Tagliacozdi, by Martha 
T. Gnudi and J P Webster oa Singer), 1011 


Noyes,,A_: Voltaire’s character, 7. 
Nuffield Foundation Dental Feliowabl ed 1522 - 
— grant, University of Cambridge, 12: 


. 2 
4 agen (R after lumbar puncture 
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audits Orthopaede Centre, Oxtord a Trueta), 940 
lupercaine, 8 
Nunes ae nurseries (pasnenary notes), 535, 


NURSES ,AND NURSING: Š 
District Nursing in the Metropolitan Police 4 Area, 61, 


National inenranco con! durmg trainmg 
Nurses oe ee Hiamentary note), 708 
Supervision of Nurses’ Heian Sas 


Training cor Sommutioes pooner n by Ministry of 
„— iù i Bercuiosis nursing, 240 


NUTRITION: See also Food 
Biology of Human Starvation A Keys and-others), 


Clinical significance of vitamin-A deficiency (Z A 
penne) 1110 13,1 correspondence, dence, 1393 ' 
of, ale, 2 1205 
Aue 47 (A); 527, 704 


Pro and -vegetable; comparative 
ried Nutrition Society conference), rs 


“ + Nutrition Society, 4 
Co: 


s 


thera 
- — thera 


nference oa the comparative’ merits of 
anımal and vegetable foods in nutrition, 241 


NYE E.R: Frequency of mosquito bites, 1266 
Nylon underwear, aspects, 771 
Nystagmus Pikia streptomycin administration, 


L6) a 
OAKES, Lois (Com iler): Illustrations of Bandaging 
and First-aid, th ed , 399- 
Osestry : -r 


Cavs and treatment ( (A. H Douthwaite), P 
Exercises for protuberant beli 
Slimming by television, 627 ty 64i, 712 

OBSTETRICS | See ge Abortion; Labour; 
Baths for maternity mty patients, %4 


Chordoma as ,cause of disproportion (Audy 
Freeth and J aia $12 


Preg- 


090, 1321 
n in, 1412 
Thirteen! ian Cansen of Obstetrics and 
ee 313 


Transactions of the XIlth British Congress of | 


Obstetrics and Gynaecology (Editors A. W. 
Bourne and W C. W. Nixon), 13 
Two canes of locked twins (1. D ne and 


t Com- 


Occupational medicine See Industrial medicine 
— psychology, 1308 (L) 
pists, registration of, B67 RU 
in mental hospitals, 144 
— — mobile units, 1445 


‘Woolwich Group Hospital 
mittee, maternity report for 1949, Ta 


— — two-day conference rif Association of Occu- 


patronal Therapists, 144 
Opp, R. Samples (and nish eine 1146 
O'DONOGHUE, D° See LAVERY, F S , 1285- 


O'DONOVAN, D K See Moore `H., “B41 5 


Oedema in beart faflure, value of low salt diet, 1500. 


Oesophagus; spontaneous rupture (T. A. D), 
— ulceration and spasm of, treated with antihista- 
munics, 1017 
Oav, A C See Funan, Sir*Alexander, 543 
Oawvi, Str “Heneago: Presidential address to 
ane, 18 s Proctology, Royal Society of Med: 
cine, 
Pliage in Binocular Vision, 1190, 
Ou for tood- frying, 10 


OD AGE: - 

Sus A smd porsons oaittncnuaitacy note), 956; 
Employing the elderly (parliamentary ‘note), 891 
Hospital accommodation for aged sick (parfia- 


mentary note), 1397 
Irish Gerontological 
-King ing Edward's Hospital A homes Yor aged 
“Outcome of mental breakdown E pat), 436 (0) 


Preference for the term “ eugenia,” 
Second Leshan Gerontological Congress, 539 
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Operating heats technicians, 80 (A); 417, 525,820, 
Ophthalmia neonatorum.. Graphs, 1457, 1520 
use of cortisone in, 


sympathetic, 1287 
Ophthalmological Society of the United Kingdom; 


annual congress, 879, correction, 1146 


- OPHTHALMOLOGY + See.also Blindness; 


. Orris root, allergy 


Vision _ 
Essentials of Ophthalmology R i, Bnin), 398 
Faculty of Ophthalmo : Officers elected, ist 
Fourth Pan-American ngress (1952), 370 - 

International Counci of Ophthalmology; appoint- 


ments, 1402 
Manuel d'O; mialnalogte (P Bailliart and A, 
Magitot) : 
ate 178 (A), , 


Ophthalmo 
“Salley ts 
ology; 4th ed” (sit 


Opticians’ pay 
Recent pF ge A Sone 
Some impr phthalmologist (A. W. S. 
Stchely 1403 (Os 14 wep £ 
Southern Ophthalmo! ocłety, 1213 
Undergraduate and postgraduate training, 140 
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ERER OF THE SPHENOIDAL SINUS WITH 
_- ` > CEREBROSPINAL RHINORRHOEA >- SE 
BY as ote . 

= "> WALPOLE LEWIN, “MS, FRCS: | 


Sir HUGH CAIRNS, K.B.E. DM, ERGS. SNA 


—- ‘(From ue ‘Division of, Surgery, Radcliffe Infirmary, Oxford, and the ae Hospital “for Head, Injuries, Wheatley) 


x 7 ` - æ- . ' 


It is now kacai accepted- -that cerebròspinal fluid sphenoid. Fig. i drawn from a necřopsy specimen with _ 
(CSF) rhinorrhoea following a head injury indicates a the dura intact, shows’that the sinus extends forward 
dural tear in relation to a fracture-involving the para- into the anterior fossa, and ‘also laterally beneath the - 
nasal sinuses, and that a fascial repair of the torn dura optic foramina, The sphenoid sinus may therefore be 


‘ıs required as an insurance against intracranial infection implicated by fractures running across ‘the posterior 


in the future.’ Most of the fractures involve the frontal part of the anterior fossa as well as by fractures of the 
or ethmoid sinuses * “In this paper we consider only the middle fossa. The close relationship of the sinus to the 
relatively uncommon group in which the rhinorrhoea optic nerves and chiasm, to the pituitary body, and 
was due‘to fracture of the sphenoidal sinus. Such frac- Jaterally to the carotid arteries is apparent. And in 
tures are not always detected by radiological examina- front of the optic chiasm and the upper part of the 
tion, and a full exploration of this region involves special subjacent’ pituitary body is the cisterna chiasmatica, 
problems of exposure’ and accessibility. It seems that which is\continuous on. each side with the arachnoid 
there are-certain clinical characteristics which may lead sheath of the optic nerves. 


d tò their. detection preoperatively. > ‘ ° . 


` z a ‘Tiaia a 


i; Anatomy ~ In the years 1938-46, at the Radcliffe ina 
' The sphenoidal air sinuses lie in the body. of the Oxford, and the Military Hospital for Head Injuries, 


g sphenoid bone and are usually asymmetrical and Oxford, ‘we have seen 84 patients with cerebrospinal 


7 ` rhinorrhoea following closed head injury. In 11 there 
was demonstrated at operation or necropsy a dural tear 
in relation to a fracture of the sphenoidal sinus. Six 
of these,- however, must be excluded from. the present 
‘examination because they also had other dural tears in 
relation to the frontal or ethmoidal- sinuses, and it was 
- therefore not possible to say ‘with certainty which tear 
was responsible for the ‘Thinorrhoea. 

In the other five patients the dura-was torn only over 
the sphenoidal sinus, and these cases are examined in . 
closer detail. -Three patients. underwent a fascial repair 

_*and have remained well since, nearly four, years after 
the operation. The other two patients died of pneumo- 
coccal meningitis, both in the days before penicillin 
therapy: „One of these was-admitted moribund and died 

-- within 24 hours of admission; the other developed 

Fic, 1—The outline of the sphenoidal sinus s Gnterrupted line) ia meningitis on the day- before operative repi was 


T CANOE t0, Shae De aky : cae and he died nine days later. 
ipaa from one another by a’ bony septum. - : ` 
They vary considerably in size and may extend into ` The Fracture 


a well-marked Jateral recess in the great wing of the The sphenoidal sinus may be fractured in several ways 

following head injury. - 

ee pilona) cir o the dose BY r of the petrous 4. After a blow directed to the side of the head, the . 

ear and-Eustachian tube (Cairns and Lewin, to be published). aoe breaks in the coronal plane, either sa ra 
/ - Š i . 


a ; x Ñ 
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coronal suture, which is splayed, or just behind the suture 

„and anterior to the parietal eminences. The fracture 
runs down into each temporal fossa and then across the 
middle fossa to involve the wall of the sphenoidal sinus 
at the tuberculum sellae or in the anterior wall of the 
` sella turcica (two cases). 

2. A head-on blow produces a severe central frontal 
fracture with comminution of both walls of the frontal 
sinuses, from which fracture lines run backwards to 
involve the- ethmoid and occasionally sphenoidal 
sinuses. In some of these cases there is a large 
central block fracture involving the whole paranasal 
sinus area of both sides (two cases). 

3. The head-on blow may be taken lower down, so 
that the bony injury is predominantly facial, resulting 
in a central block fracture of the maxilla,-and in some 
cases a fracture of the mandible as well. The overlying 
cribriform plate may be comminuted. This is a frac- 
' ture which on routine radiography may seem to be 
entirely extracranial: the extent of the damage to the 
cribriform ‘plate and sphenoidal sinus may not be fully 
appreciated unless special radiographic projections of 
the paranasal sinuses are taken through the orbit, as 
recommended by Davies (Calvert, 1942) and Johnson 
and Dutt (1947) (one case). 

4. The above are the ways in which the fractures 
occurred in our series. In addition it is possible that 


_ there may be discrete fractures of the skull limited to 


the roof of the sphenoidal sinus, similar to those which 
have been seen on the roof of the ethmoidal cells at 
operation and necropsy (Johnson and Dutt, 1947; 
Cairns, 1949, Fig. 8). 

The Dural Tear —This may be extensivé, but we have 
had to exclude from this series cases in which the gap 





Fia. 2 —Case 2. Radiograph taken 26 days atter the accident, showing air in cisterna‘ chiasmatica. 
anterior horn of lateral ventricle, and subdural space. 


- 2 ` 


- cycle accident. 


in the dura involved the ethmoidal as well as the 


sphenoidal roof. In the five cases in wbich the dural, 


tear was limited to the sphenoidal sinus area, the tear 
was usually only. a few millimetres wide and was situ- 
ated over the tuberculum sellae or the anterior wall of 
the sella turcica. It probably resulted from splintering 
of the thin bone in this region. 


The Cerebrospinal Fluid Rhinorrhoea 


The outstanding feature of these sphenoidal cases 1s 
the nature of the rhinorrhoea. It is characteristically 
profuse. In these five patients it was so described, and 
that it should have been 'so recorded by different clini- 
cians renders what is an essentially qualitative observa- 
tion the more reliable, In all patients the rhinorrhoea, 


once begun, continued unabated until operation or | 


death, in one case for six months. 


The following case record gives a typical description’ 
of the rhinorrhoea. 


Case 1.—This patient sustained a coronal fracture of the 
skull at the level of the coronal suture following a motor- 
C.S.F. rhinorrhoea was present from the 
time of injury, and a note made 15 days later reads: “ This 
soldier continues to have profuse C.S.F. rhinorrhoea when- 
ever he sits up and leans over. For the, last few days it 
has been coming down the left nostril only, though hitherto 
it has sometimes been from the right and sometimes from 
the left nostril. When the patient is lying in the dorsal 
recumbent position he feels fluid passing, dowr his naso- 
pharynx and has fo swallow from time to timè. During 


the night, when he is asleep, it tends at times to get into — 


his larynx and he is awakened with fits of coughing, some- 
times severe. The patient was sat up this morning, and 


within a few moments watery fluid began to drip from the > 


left nostril—about a drop 


lected 4 ml. for examina- 
tion and then let him lie 
down. I think the drip 
would have contimued in- 
definitely in the sitting 
position. 


a profuse rhinorrhoea 
began one week after the 
injury, at the same time 
as pneumococcal men- 
ingitis. The meningitis 
was treated with intra- 
thecal penicillin, but 
showed a marked ten- 
dency to relapse. The 
C.S.F. escaping from the 
nose contained a con- 
siderable amount of peni- 
. cillin, and it is not un- 
likely that the two re- 
lapses of meningitis, 
which occurred at two 
and four weeks after the 
accident, were associated 
with inadequate concen- 


trations of penicillin 
within the meninges 
owing to its continual 


escape with C.S.F. from 
the nose. We have seen 


every second or less. I col- ` 


In one patient (Case 2) 


a similar “leakage” of. 


- 
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penicillin from the subarachnoid into the subdural 
space in an infant after head injury (Smith et al., 
1946, Case 8). 


How common is such profuse rhinorrhoea ? In our 
79 cases of cerebrospinal fluid rhinorrhoea not due to 
sphenoidal sinus injury the rhinorrhoea was profuse in 
only four cases. These patients had large tears’ in rela- 
tion to the frontal or ethmoidal sinus. The explana- 
tion of the high incidence of profuse rhinorrhoea in 
sphenoidal sinus tears must be anatomical and due to 
the fact that the dural tear establishes a communication 
between the cisterna chiasmatica and the nose. By con- 
trast, the subarachnoid spaces over the frontal pole are 


- small, so that profuse rhinorrhoea from tears further 


forward is correspondingly uncommon, 

The time of onset of the rhinorrhoea after injury in 
these five patients was variable. It came on at once in 
two cases, but was delayed seven to ten days`ın two 
cases and nine weeks in the remaining case. Such vari- 
ability is seen in all groups of traumatic rhinorrhoea. 
The onset of rhinorrhoea depends not only on the type 


_ of fracture but also on whether the dural tear is tem- 


porarily sealed by blood clot or brain tissue. For this 
reason rhinorrhoea after anterior fossa fractures may 
begin seven to’ten days after injury, when the oedema 
of the surrounding brain, tissue is subsiding, the pulped 
brain is liquefied, and the blood clot is undergoing organ- 
ization. Other factors are necessary to explain the very 
delayed onset which is sometimes met with. 


Aerocele—With such a ready access to the basal 
cisterns, air may enter the cranium and be seen on 
x-ray examination of the skull. In one case, for the 
first month after injury air was seen in the subdural 
space, ventricle, and cisterna chiasmatica, but not in 
the brain. Fig. 2 shows the air in this cistern, and such 
localization should suggest that the dural tear is in 
relation to the sphenoidal sinus. 


Other Signs 


Preservation of Smell—Theoretically, if the bony 
damage is confined to the sphenoidal sinus region and 
does not extend into the ethmoids, the sense of smell 
should be preserved, and this was in fact so in two of 
the four patients whom we have had under investiga- 
tion. Nevertheless, no absolute reliance can be placed 
on this observation, for not only may severe frontal 
sinus fractures occur without disturbance of smell, but 
in apparently isolated sphenoidal cases the olfactory 
filaments may be damaged extracranially, particularly 
when the brunt of the injury is borne facially. 


Injury to Neighbouring Structures——Clinical evidence 
of damage to the hypothalamus and: pituitary gland 
(diabetes insipidus, inverted sleep rhythm, glycosuria, 
or obesity), to the optic chiasm, or to the carotid artery 
was present in two of the five cases. One patient had 


Paranasal Sinus Fractures in Closed Head Injury (200 Cases) 
Incidence of Damage to Parasella Structures - 





sphenold 
With fracture of the 
sphenoid . 








* Six patientsfhad a combination of these symptoms. 





diabetes insipidus ; thecother had a visual field defect 
due to damage to the optic chiasm and also a carotid 
aneurysm. The accompanying Table, cdmpiled from 
our 200 cases of paranasal sinus fracture following 
closed head injury, shows that, though these neighbour- 
hood signs are commoner in the presence of a sphenoid 
fracture, they are by no means rare with fractures 
involving the other paranasal sinuses. 


Risk of Intracranial Infection 


Three of our five patients developed meningitis, in all 
instances pneumococcal, two within a week of injury 
and the other eight months later. Two of these cases 
occurred before penicillin was available, and were fatal. © 
The third patient was treated with penicillin, recovered 
from the_meningitis, and subsequently underwent a suc- 
cessful fascial repair of his dura (Case 2). 


. In our total series of 84 cases of cerebrospinal rhinor- 
thoea the incidence of intracranial infection was 19% 
‘Thus it would seem that the risk of meningitis is greater 
with sphenoidal sinus fractures than with fractures of 
the other paranasal sinuses. , 


The close proximity of the basal cisterns renders 
patients with sphenoidal sinus fracture particularly 
liable to meningitis, and dural repair should be done 
“as soon as possible. Another reason for early opera- 
tion is that if meningitis supervenes and the rhinorrhoea 


_ is profuse, it may be difficult to establish an adequate 


concentration of penicillin in the C.S.F. by intrathecal 
injections. 


Diagnosis and Operative Treatment 


The difficulties of obtaining a satisfactory repair of a 
dural tear over the sphenoidal sinus may be consider- 
able, but they can be overcome if beforehand the pos- 
sibility that the tear is over the sphenoidal sinus has 
-been suspected and the operation has been planned to 
provide a good exposure of the sella turcica region. 
Radiographic demonstration of a fracture of the 
sphenoidal sinus may be extremely difficult, but this 
lesion should be suspected when, in the absence of radio- 
logical evidence of a gross fracture of the posterior wall 
of the frontal sinus or of the roof of the ethmoid, there 
is profuse rhinorrhoea. Additional evidence in favour 
of the sphenoidal location of the trauma is the pres- 
ence of air in the cisterna chiasmatica, as shown by 
radiographs. 7 i 

Faced with the possibility that the C.S.F. is escaping 
through the sphenoidal sinus region, the surgeon must 
be prepared to make a full bifrontal exposure and, if 
need be, to divide olfactory tracts which are functioning 
normally. 

The intradural approach for dural repair, as used by 
Julian Taylor (Eden, 1942), is the only way by which 
these sphenoidal tears can be fully demonstrated. A 
bifrontal flap is turned. The dura is then opened along 
the anterior limb of the flap on each side of the sagittal 

- Sinus, and the inner surface of the dura covering the 
frontal andeethmoid sinuses is inspected for tears, first 
on one side and then on tbe other. If no gross tear, 
sufficiént to account for the- profuse rhinorrhoea, is 
found, the anterior fossa must be widely exposed. The 
anterior end of the sagittal sinus, the falx, and one or 
both olfactory tracts must be divided. It is then possible 
to retract both frontal lobes freely and thus to obtain a 
good view of the optic groove and sella turcica (Fig. 3). 


4 Jan. 6, 1951 





SPHENOIDAL SINUS FRACTURE WITH RHINORRHOEA 


BRITH 
MEDICAL JOURNAL 

















\ i : 7 
Fig. 3.—Case 2, Operation sketch Bıfrontal flap, division of falx and sagittal sinus, retraction of both frontal lobes.’ (a) Hole in 


anterior wall ot sella visible after removal of arachnoid of cisterna chiasmatica. 


fascia lata applied - 


For full inspection of the anterior wall of the sella it 1s 


necessary to open widely the arachnoid of the cisterna 
chiasmatica. 


The dural tear may be quite small and easily missed, 
and the proximity of the optic nerves and chiasm, and 
of the carotid artery, adds to the difficulty of the explora- 
tion and of the repair. In two of the three cases in this 
series that were repaired, the tear was found in the 
anterior wall of the pituitary fossa beneath one of the 
optic nerves; in the third case it lay over the tuber- 
culum sellae. In each case the hole in the dura was 
repaired with a stamp of fascia lata which lay snug and 
was allowed to adhere by natural processese We prefer 
fascia lata to temporal fascia because it is uniform in 
thickness, more pliable, and more likely to remain and 
adhere where it has been placed. 


This method effectively stopped the rhinorrhoea in 
our, three cases. Four years after the operation all were 
well and working; there had been no recurrence of 
rhinorrhoea and no post-operative meningitis. 


(b) Hole plugged with fibrin foam.. (c) Patch of 


The mam features of the operation are illustrated by 
the following case. 


Case 2- 

An officer agéd 32 was involved in a car accident in 
Germany on May 10, 1945, and sustained severe facial 
injuries, including corrosive burns of both eyes, a central 
block fracture of the maxilla, fracture of the nose and 
of the right malar and left petroys bones, and fracture of 
the 6th thoracic vertebra. He also had paralysis of the 
left sixth and seventh cranial nerves. He bled from both 
nostrils, and for some hours there was a profuse discharge 
of blood-stained C.S.F. from his left ear. Smell was grossly 
impaired at each nostril. 


The facial fractures were splinted, after a prophylactic 
intrathecal injection of 20,000 units of penicillin. Six days 
later the patient developed profuse bilateral rhinorrhoea 
and pneumococcal meningitis. He was treated with systemic 
and intrathecal penicillin and with sulphadiazine, and, after 
two relapses of his meningitis, finally improved. 


The only skull fracture seen on x-ray examination was a 
fissure in the sella turcica. Several radiographs taken during 


x 
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the first month after injury showed intracranial air at vari- 
ous times in the subdural space, ventricle, and the cisterna 
chiasmatica (Fig. 2). The significance ‘of this latter finding 
has already been mentioned. 


Operation’ to repair the dural tear and. stop the rhinor- 
rhoea could not be undertaken for some weeks. The patient 
was, flown to Oxford from Germany two weeks after the 
accident, and at that time he had a relapse Of his menin- ~ 


egitis, and was developing collapse of his right lung with . 


bronchopneumonia, which persisted for some weeks. When- 
ever he was turned on one or other side C.S.F. escaped 
from one or both nostrils, and it was easy to collect samples 7 
for penicillin studies at two-hourly intervals. 


By June 22 his general condition was satisfactory for 
operation and his C.S.F. normal, though the rhinorrhoea 
was still present. Because radiographs suggested a fracture 
into the sphenoidal sinus and had also shown air in the 
cisterna chiasmatica, a wide exploration was carried out, 
after a preliminary lumbar intrathecal injection of 10,000 
units of penicillin. A bifrontal bone flap was turned to the 
left. -The anterior fossa was explored intradurally, and the 
dura covering the frontal sinuses, orbital ‘roofs, and the 
ethmoidal regions looked quite ‘normal. The olfactory 
bulbs -and tracts also ‘looked normal, and, though at this 
stage of his illness smell had partly řecoveied on the right 
side, it was clearly necessary to sacrifice them, divide the 
anterior extremity of the sagittal sinus and the falx cerebri, 
and retract both frontal lobes in order to examine thoroughly 
the sellar region (Fig. 3), At first nothing abnormal could- 
be seen, but when ‘the’ arachnoid of the cisterna chiasmatica 
was separated from the anterior wall of the sella an area ` 
of bare white bone (0.4 cm. in diameter) was disclosed on 
the right side below the optic ‘groove and above the 
diaphragma eellae. .In the right edge tof this bare area, 
under the medial edge of the right optic nerve, was a hole 
through’ which passed a sleeve of arachnoid containing 
abundant C.S.F. When the arachnoid: was cleared a probe 
could be passed through this hole into the sphenoidal sinus. 

The bony hole was plugged with fibrin foam and then 
covered with a stamp of fascia lata. A’ second patch of 
fibrin foam was placed on the anterior wall of the sella 
between the right optic nerve and internal carotid artery 
(Fig. 3). -The falx was then stitched back into place, and 
the dura, bone, and scalp were repaired in the usual way. 

Subsequent’ progress was uneventful: The rhinorrhoea 
céased immediately and did not recur. The maxillary frac- 
ture, which had been treated by internal splinting, healed 
in good position. The left facial palsy recovered spontane- 
ously and completely, but there remained considerable = 
deafness of the left ear and a scarred but intact ear 
drum. The spinal fracture,’which was treated by a spinal 
jacket, consolidated with a wedge deformity. His left 
external rectus made no recovery, and subsequent opera- 
tions on his extraocular ,muscles in order to banish the 
diplopia were only partly successful. £ 

When seen four years after the accident the patient was 
well and fully employed in administrative work. 


. In this case the dural tear was limited to the anterior 

- wall of the sella, and, so far-as we were able to ascer- 
“ tain, so was the fracture. The rhinorrhoea did not 
” come on until six days after the accident, and was accom- 
panied by pneumococcal- meningitis, which relapsed on 
two occasions in spite of energetic treatment with peni- 
‘cillin°and sulphonamides, Much C.S.F. escaped from 
the nostrils, and with it penicillin. The patient’s general 
condition did not permit of operation until six weeks 
after the accident, because of his jaw fractures, menin- 
gitis, and bronchopneumonia. . Anything short of an 
extensive bilateral intradural exploration of the anterior 
fossa would have failed “to reveal the dural tear, and 
this operation entailed sacrifice of his: already partly 
damaged sense of smell The indications-for such an 
extensive operation were the profuse chatarte? of, the 
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rhinorrhoea in the absence of radiographic signs of gross 
fracture of-the frontal or ethmoidal sinuses, and the 
presence of air in the cisterna chiasmatica. The. final 
`~ result may be regarded as highly satisfactory in view 
of the toes and ‘severe nature of his injuries py 

Tears in the dura may be multiple, hence the surgeon . 
must. always satisfy himself that the tear which he finds 
is the one which is responsible for the rhinorrhoea and 
that a’dural defect further back is not being overlooked. 


Such a possibility at operation can be. envisaged by > 


studying the ne case record; 
\ 
Case 3 

In 1938 a youth aged 18 was involved in a, motor-cycle 
accident and sustained a compound depressed right fronto- 
parietal fracture, comminuting -both walls of the frontal 
sinus and the anterior ethmoids on the right side. Special 
orbital views were not taken, and from the routine views 


‘there was no suspicion that the spbenoidal sinus. was ` 


involved. 2 


The fracture was aie at another hospital on the day 
of the accident. Cerebrospinal fluid rhinorrhoea_ was 
observed from the right nostril on the day after the acci- 
dent, and it continued for five weeks and then stopped. But 
a month later profuse rhinorrhoea began from the lefi nostril 
and continued for six months.- The patient was admitted to 
the Radcliffe Infirmary and exploratiori was advised, but the - 
day before operation the patient developed pneumococcal 
meningitis, from which he died 10 days later - 

At necropsy, in addition to the signs of meningitis, two’ 
distinct fractures were demonstrated. One linear fracture 
ran down.the back, of the right frontal sinus, where part of 
the bone was missing and the dura was adherent to the q 
mucosa ; but there was no actual tear of the dura. A second 
fracture ran across the left optic groove, and here the dura 
was torn and a hole 0.4 cm. in diameter—led into the 
sphenoidal sinus. 


We may assume that ‘the rhinorrhoea from, the right 
nostril followed the fracture behind the right frontal ` 
sinus, and healing finally occurred by the dura and sinus 
mucosa becoming adherent “The left rhinorrhoea was 
due to the sphenoidal sinus fracture Owing to septal 
variations and injury, rhinorrhoea from one side may 
on occasion result from a contralateral dural tear ` 
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It would have been easy to miss this sphenoidal >. 


tear with operative exploration limited to the side of 
the known’ fracture. We do not advocate bilateral 
exploration in all cases of traumatic-rhinorrhoed There , 


. are some cases of frontal, and ethmoidal fracture in 


which the clinical and radiographic signs provide clear- 

cut evidence of a unilateral lesion.. But whenever there . 

is suspicion that the leakage is through the sphenoidal 

sinus the exploration should be bilateral : 
d Summary 

In a series of 84 cases of CSF. rhinorthoea following 


~ closed head injury, a dural tear over the sphenoidal sinus 


was found in 11 (13%) and was the only tear tn relation 
to the paranasal sinuses in 5 (6%). 

The main clinical characteristic of these five cases was 
the profuseness of the rhinorrhoea, due to the fact that 
the tear involved the overlying cistern chiasmatica Another 
sign which may be helpful in diagnosis 1s the radiographic, 
demonstration of air in the cisterna chiasmatica, as in one. 
of these cases. 

Neighbourhood signs, such as evidence of damage to the 
hypothalamic region, opfic chiasm, or carotid artery, were 
present in nearly half the sphenoid cases, but by themselves - 
they do not necessarily indicate a‘ fracture involving the 
sphenoid sinus. The preservation or loss of sense of smell 
is likewise to clinical guide. , 
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Operative repair is urgently indicated. The risk of spread, 


of infection intracranially into the basal cisterns is appreci- 
ably higher than with fractures. involving the other paranasal 
sinuses, 

- Operative repair is difficult and requires a bifrontal flap, 
usually- with division of the falx and sacrifice of one or 
both olfactory tracts. Three patients underwent successful 
dural repair and have since been followed for nearly four 
years. There has been no further rhinorrhoea or intracranial 
infection, and all are well and working. 


` 
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The treatment of azoospermia due to a blockage in 
the system of efferent ducts by which the spermatozoa 
reach the posterior urethra is admittedly very unsatis- 
factory. The commonest situation for such a blockage 
is the epididymal canal, and when we consider the small 
calibre of this canal, its length, and the prevalence of 
epididymitis, the frequency with which it becomes 


‘occluded can easily be understood. The next com- 


monest site for an obstruction is in the ejaculatory ducts, 
and this is generally the result of recurrent attacks of 
prostatitis and vesiculitis. Although the vas deferens 
may also be involved in the infection which brings 
about an epididymitis, a post-inflammatory stricture of 
it is uncommon. Genital tuberculosis is an exception 
to this generalization. ` In this disease the lumen of the 
vas is often obliterated, but as the epididymis’ is still 
more seriously affected this is of no practical import- 
ance. When the vas is obstructed it is usually from 
trauma, and the commonest cause is damage inflicted 
on it during the course of an operation such as 
herniotomy. 

To diagnose the exact site of the blockage is not 
always an easy task. Should there be a clear history 
of bilateral epididymitis and additional evidence in the 
shape of areas of induration at the lower poles of both 
epididymides, then it may be assumed with confidence 
that the blockage is in these organs. But if there is 
no such history, and if no areas of induration are found 


_ on palpating the epididymides, then it is quite possible 


that the ejaculatory canals are at fault.’ 

How is this supposition to be confirmed or refuted ? 
Textbooks suggest that catheterization of the ejaculatory 
ducts should be carried out for this, purpose. But 
unfortunately this advice is much easier to give than to 
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follow. The openings of the: ducts on the slopes of 
the verumontanum may be so placed that even when 
clearly seen it is‘ mechanically impossible to pass a 


~ filiform bougie along them. One of us (K. W.) remem- 


bers witnessing an expert at catheterization at work 
and was not impressed with the-results of his skill. A 
probe was-forced into the lumen of the’ ducts through 
a direct-vision posterior urethroscope employing ait 
distension, but such a- manœuvre as this was far more 
likely to produce a stricture than dilatation. Trauma 


. of the ducts must be rigorously avoided. - z 


. Another method of diagnosing an obstruction in an 
ejaculatory duct is to expose the vas at the neck of the 
scrotum and to inject into it a solution of indigo- 
carmine, noting afterwards whether this has passed into 
thé posterior urethra or not. Some urologists have 
recommended injection of the vasa also, as a therapeutic 
measure. They believe that the ejaculatory ducts can 
be opened up thereby, just as the Fallopian tubes are 
opened up by insufflation. We have never seen a block- 
age removed in this way, and dislike puncturing vasa 
purely for diagnostic reasons, not only because-of the 
damage inflicted on a delicate structure but also because 
of the risk of provoking a descending epididymitis 


If a case of azoospermia is due to blockage of the 
-epididymal canals, the only possible remedy is to carry 
out a vaso-epididymostomy. Although the results of 
this operation are very discouraging, we cannot afford 
vto discard a‘method which in 10% of cases leads to the 
birth of a child and in 25% to the reappearance of 
spermatozoa in the semen. If the patient is prepared 
to accept the gamble and a biopsy has revealed active 
spermatogenesis in the testes, this operation is justifiable. 
It can do no harm even if it does no good. Some 
patients on whom we have operated had previously 


heard that an alternative method of treatment was avail-. 


able. This was to puncture the testes, withdraw 
spermatozoa ,from them, and inseminate with the 
aspirated fluid. Such treatment is, for reasons into 
which we do not propose to go, utterly useless. It need 
not even be considered. 


Vaso-epididymostomy 


It is ‘useful, but not essential, to give a month’s pre- 
liminary treatment with gonadotropic hormone in order 
to stimulate spermatogenesis and to ensure that the 
epididymal tubes are filled with secretion at the time of 
operating. After the testicles have been delivered from 
the scrotum and carefully inspected, the vas deferens 
is separated from surrounding structures at the level 
of the head of the epididymis, but great care should be 
exercised not to imperil its blood supply. The vas is 
next incised and some 5 to 6 in. (12.5 to 15 cm.) of 
nylon thread passed down it to demonstrate its patency. 
This thread is left in situ to act as a guide, and attention 
is then directed to the epididymis. An oval area- of the 
tunica covering the underlying distended tubules -is 
removed, and when the tubules are incised a drop of 
whitish fluid exudes. This is smeared on to a sterilized 
‘coverslip and the presence of. spermatozoa confirmed. 
The finest round-bodied straight needle, carrying 
40-gauge ‘steel wire, is passed through the wall of the 
vas at the lower end of the incision into it and then 
through the exposed epididymal tubules. Having taken 


r 


a good bite of these, the needle passes through the vas ` 


again, but at the upper end of the incision. It finally 
emerges through the skin of the scrotum near the root 
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of the penis (see illustration). When pulled upon, this cutting into it a creamy fluid exuded, as though the 
wire invaginates the tubules into the lumen of the vas. . i 
.-. During the subsequent healing it also acts as an excellent: 

splint to the juncture between the vas and the epididymal 


canal. The lips of the vasal incision are finally united 
to the epididymis on each side by two lateral sutures 
of 0.005-in. tantalum wire. The operation is completed 
by returning the testicles into the scrotum and closing 
the latter, without drainage. . The steel splinting wire is 
pulled out on the ninth day. ao i 

The real object of this paper is not so much to describe 
the details of the operation of vaso-epididymostomy--as 


to call attention to anomalies of the vas-which may be , 


accidentally discovered in the course of performing it. 
Steel Suture - 
S 


5 Epididymis a 





Method of insertion of splinting suture in the operation of 
ay vaso-epididymostomy. 


In about 10% of the patients operated on by us either 
no vas at all was found, or else the vas was reduced to a 
thread-like structure devoid of any lumen. Theoreti- 


` cally, absence of'the vasa might be due to one of two 


causes—congenital absence, or disappearance- as -the 


result of some previous disease. Reference to embryo-- 


logical and anatomical literature suggests that the 
former cause ig an uncommon one. ` as 
That the second cause<disappearance through 
disease—is the ‘more likely-explanation is supported by 
what we found’in three or four cases. At the level ‘of 
the neck of the scrotum a vas was discovered, but on 
tracing it downwards it gradually narrowed, and 2 in. 
(5 cm.) before it should have joined the epididymis it 
disappeared altogether. It was noted that where it 
existed the vas was tortuous, solid, and very friable. On 
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. before he came to us for operation. 
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vas was in a state of coagulative necrosis. Sometimes 
an opaque line marked_the previous position of the vas” 
in that part of its course from which it was absent, 
There was nothing in the patients’ clinical history to 


. throw light on the nature of the disease which had - 


attacked the vasa and had led to their disappearance. 
In two patients a somewhat similar condition was 
found in the epididymal canal: When seen through the 


“tunica covering them the epididymal tubules had a light 


yellowish colour, and’when cut into they were found 


to besolid: On préssure a fluid exuded, sometimes con- . - 
taining a few spermatozoa and sometimes without them. - 


Again it looked as though some form of coagulation 
or fatty necrosis was-in progress. In yet another two 
cases the vas ended abruptly 2 in. above the epididymis 
in‘a kind of corkscrew, recalling the terminal portion of 
the normal vas. Heré, Congenital malformation may 
„well have been the explanation. © ~ ` a 


Conclusion s 
What is the moral to be drawn from these observa- 
tions? The first and most obvious is that in all cases 


` of obstructive azoospermia, and particularly if án opera- `, 


tion is about to be undertaken to remedy ‘it, the vasa 
must be very carefully palpated through the scrotum. 


Evéry effort must be exerted to make sure that they- ` 


actually join the epididymides. “Through neglect of 


this precaution one of our patients had been submitted - 


to two years of useless hormone treatment by a specialist 

It is true that, 
in some cases it is difficult to trace the whole course 

of the vasa until they meet the epididymides, but if 

the preliminary examination had been more careful 

some of these exploratory operations might have been” 
avoided. The second lesson to be learnt'is that sterility 

is occasionally the result of some pathological condition 

of the vas the nature of which is still obscure. It is 

to be hoped that further research will throw light on 

this interesting problem. _ i 








The commercial production of adrenocorticotropic 


hormone in Britain has been in the stage of planning and” 
organization for some time uñder the aegis ‘of the National, 
Research Development Corporation, the Government agency 
set up three years ago to undertake commercial exploitation 
of Government-owned patents and other technical projects. 
The three Government departments involved are the Ministry 
of Health, Medical Research Council, and Ministry of Food, _ 
which has organized the collection of some thousands of 


_sheep, cow, and pig pituitary glands weekly from slaughter- 


houses up and down the country, solved the problem of their 
preservation, and delivered them to the five pharmaceutical 
firms who are co-operating in the_attempt to produce 


_ A.C.T.H. to the required standards of purity and activity. 


One of these firms, Organon Ltd., has just delivered its first , 
batch of product to the Ministry of Health, which is rigidly 
controlling distribution since supply is far short of demand, 
and likely to continue so unless the efficiency of the manufac- 
turing process-can be greatly raised or a synthetic substitute 


discovered. An annual_production of 800 g. seems the . 


probable maximum. “There is no likelihood of cortisone 
being made ine Britain, since its manufacture in about thirty 
complicated low-yield stages from ox-bile is covered by._ 
American patents, and in any case there is probably not 
enough British ox-bile available to start with. It will be 
recalled that the Ministry of Health recently began monthly 
distribution to 50 hospitals (24 teaching hospitals and 26 
other hospitals nominated by regional boards) of -6 g. corti- 
sone and 3 g. A.C.T.H. imported from the U.S.A. at about 


$50 a gramme. 
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Modern genetics dees from the work, publistied in 
1866, of the Augustinian monk Gregor Mendel, who 
occupied his leisure by growing edible peas in the 
monastery garden. Mendels work went almost un- 
noticed by his contemporaries, and it was not until 
1900, after the ground had been prepared by the great 


advances in cytology during the eighties and ‘nineties, ^ 


that its importance was recognized more or less simul- 
taneously by de Vries, Correns, and Tschermak. For 
just half a „century now genetics has made rapid’ and 
constant progress and has found application to the whole 
range of living organisms, from viruses and bacteria to 
man himself. It 1s with the latter that medical genetics 
has hitherto been mainly concerned, though the former 


* will probably occupy an increasingly important place - 


in the subject. 

It is the purpose of this article both to indicate 
the scope and importance of medical genetics and to 
emphasize the unique opportunities which exist for 
` doctors to collect and use genetical data. The main 
fields of application will be covered, with particular 
reference to the practical use to be made of genetical 
theory. Special attention will be given to methods of 
recording data so as-to ensure that the maximum 
amount of information can-be extracted from them ; 
and some of the special uses of family pedigrees will 
also be mentioned. 

There is no need to do more than make a passing 
reference to the elementary principles on which practi- 
cally the whole of genetics is based. Both of Mendel’s 
laws may be summarized under the single heading of 
“ particulate inheritance,” according to which the basic 
units of heredity are material particles—the genes— 
which are transmitted unchanged from generation ‘to 
, generation, The first law, the law of segregation, states 

that characters are controlled pairs of genes which 
segregate or separate from one another during the 
formation of germ-cells and pass into different gametes, 
which contain only half the full (diploid) quota of 
chromosomes and are therefore termed haploid. The 
pairs are restored at fertilization. Thus the genes are 
shuffled by segregation and redealt to the next genera- 
tion Characters controlled by genes tay also segre- 
gate, and different types will appear amongst the 
offspring ın certain definite proportions. The second 
law, the law of independent assortment, states that when: 
two,or more pairs of genes segregate simultaneously they 
do so independently of each other. This law has had 
` to be modified by the existence of linkage. Briefly, 
chromosomes, and therefore genes in different chromo- 
somes, are shuffled independently ; but “genes in the 
same chromosome, in which they are arranged in a 
lunear order, tend to be handed on together, segregating 
and recombining,’ however, to an extent which depends 
on their distance apart. 

Owing to the random element introduced by the 
shuffling process the analysis of genetical data must 
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inevitably appeal to the ideas of uncertainty and prob- 
ability associated; for example, with poker or bridge. 
With experimental plant or animal breeding the element 
of uncertainty can often be considerably reduced ‘by 
using large progenies. In man, on the other hand, not 
only are families small but it is often difficult to find 
marriages between individuals of the appropriate genetic 
constitution. However, special methods are available 
for dealing with these difficulties, and a surprisingly large 
amount of useful information can often be extracted 
from apparently unpromising data. 

There is another fundamental genetic phenomenon 
which must be mentioned ; that is, the occurrence of | 
mutations. Mutation is perhaps most’ satisfactorily ^ 
defined ag- the beginning of a heritable variation -It 
can be applied to either genes or chromosomes A` 
gene may suddenly, though with extreme rarity, undergo 
a spontaneous change to a different form, and this 
change may be reflected in the characters which the 
gene controls. Again, chromosomes may be present 
in abnormal numbers, or a piece of ‘one may break off 
and either be lost (deletion), or become reattached the 
wrong way round (inversion) or even joined on to a 
different chromosome (translocation). The word “ muta- 
tion ” should be applied only to the act of change in a 
hereditary unit. New genes which suddenly appear 
through mutation are called “mutant genes”'’ and 
the characters to which they give rise “mutant 
characters.” j x 

Much of the early work on genetics was carried out 


. by T. H. Morgan and his school, who bred ‘the fruit- 


fly Drosophila melanogaster literally by the million. 
Though these studies may seem somewhat remote from 
medicine, the hereditary mechanisms thus elucidated 
have in fact proved to be of universal application 


Contributions to Plant and Animal Breeding ; 


Substantial contributions have been made by genetics.» 
towards increasing the production of food, particularly | 


in the cereal group Considerable increases in the yield 
of maize were obtained by using breeding techniques 
designed to produce new varieties of “hybrid corn.” 
Again, the manufacture of textiles has been aided by 
producing cotton plants with longer and stronger fibres, 
and by breeding sheep with heavier and finer fleeces. 
Useful .work has also been done on the resistance of 
plants and animals to pests and disease. Further 
examples of advances in both plant and animal breeding 
could be given almost indefinitely. 


Medical ‘Applications 


It is well known that the rare phenomenon of muta- 
tion can be considerably speeded up by x-ray irradiation. 
Various strains of the mould Penicillium were irradiated 
and a search was made for high-yield mutants. The 
process was then repeated, with the result that in less 
than a year a fivefold to sevenfold increase in the yield 
of penicillin was obtained under standard growth 
conditions. 

Genetics’ has also something to say about afiother 
aspect of antibiotic therapy. The genetic study of bac- 
teria indicates that strains resistant to penicillin, strepto- 
mycin, and sulphonamide drugs may originate through 
mutation. The antibiotic eliminates the susceptible 
bacteria and gives:the resistant mutants a chance to 
survive and multiply. A thorough understanding of 
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the clinical use of antibiotics in such a way as to muni- 
mize the risk of the development of resistant strains. 


Although one of the essential ingredients of the evolu- 
tionary process is the variability provided by mutation, 
most mutations are deleterious for ‘organisms which 
are fairly well adapted’ to a steady environment. Under 
ordinary conditions it can be shown.that most fully 
recessive mutant genes that are capable of-detection will 

~lie latent for thousands of years before becoming mani- 

fest. However, heavy irradiation of the germ- -plasm can 

occur through faulty technique in radiology and is an 

even greater danger-with the use of atomic energy in, 

< peace and war. This may result i in a very great increase 

in the natural mutation rate, producing an appreciable 

deterioration i in human heredity. It is a sobering thought 

to consider that an atomic bomb falling in a highly 

populated region will probably cause more deaths in 

succeeding generations by genetic damage than it will 

`, at the time of the’ explosion by blast, heat flash, and 
irradiation. 


A word should be said about the possibility of using more ‘likely. 


experimental animals for the study of comparatively rare 

inherited defects. For example, canine haemophilia, 1s 

“a sex-linked recessive cordition, as 1s human haemo- 

philia, and it is also very ‘similar: clinically,’ Again, 

haemolytic disease of the newborn, due-to incompati- 
bility between the bloods of mother and offspring, also 

Occurs in certain, animals; notably mules, horses, dogs. 

and rabbits. But so far the analogy with man is hot 

complete, injury in animals occurring only after birth 
through the ‘absorption of maternal antibody fròm the 
colostrum. When genetic and climcal conditions are 
sufficiently close in both man and.a suitable experi- 
mental animal, it is to be hoped that the far greater 
numbers of the latter available may simplify research 

p- and lead to substantial advances. , 

; Much of the fascinating work in medical genetics 
"has been done on rare abnormalities -such as haemo- 
philia or Huntihgton’s chorea. -The number of different 
conditions that have been studied is very large indeed, 
and ıt ıs most unlikely that the average student or 
clinician will ever personally encounter more than a 

small proportion of them. However, several characters; 
particularly serological . ones, are 
uncommon. 4,55 


There are now eight main blood group systems : 


w 


ABO, MNS, P, Rhesus, Lutheran, Lewis, Kell, and ‘positive evidence of paternity. , 


Duffy, which are apparently inherited independently of 
. each other. 
and the ability or inability to, taste phenylthiocarbamide 
(P.T.C.), we may have as many as 10 of the haploid 
number of 24 chromosomes of man distinctly marked. 
In searching for linkage these are the characters most 
“worthy of examination. It is difficult to over-emphasize 
the importance of genetics in serology, and the extreme 


bloods of the six persons involved were as follows : 


Group ‘Genotype Group Genotype 
Mr. B. AB .. °GAGB Mr W. O°... gg 
‘Mrs. B. -0 2g Mrs. W... O A BB o> 
Baby “W” O gg ~| Baby “B” A . GAGA 
~ or GAg 


In this table G denotes a dominant gene and g a recessive one. 
-When the pair are identical, they are said to be homozygous, when ` 
different (as GAg) they are ‘called. d heterozygous. A recessive gene 
ts one which cannot make its influence felt in the eee when 
present with a dominant, but which after segregation (separation 
from its dominant partner) may have the chance to Dani est itself- 
in the offspring. ~ 


~ 


There had clearly been an accidental interchange of , 
babies before the mothers" went home.” This is doubly 
proved, for Mr. B could-.not have had an O child, nor 
could Mr and Mrs. W, both of group O, have produced 
an A baby. In this extreme- case no recourse to any, 
‘other group is necessary The same kind of principie 
applies to disputed paternity Although a decisive result 
is by no means always the case, the use of as many, 
blood groups as possible makes such a result very much | 
In this country extensive use of the avail- . 
able knowledge about‘the inheritance of blood groups 
has not yet been made, -although- considerable steps 
have been taken towards this in the United States Only 
recently a court refused to accept quite definite évidence 
which clearly disproved paternity It seems likely that 
about 50% of the meu against whom affiliation orders.“ 
have been made have been wrongfully accused, I[t-can - 
be shows that by recourse to the full series of eight 
blood groups now available about 62% of those wrongly -; 
accused could be exonerated. As about 7,200 affihation 
orders are made every year and 2,000 men go to prison , 
for non-payment, it seems that preventable injustice is 
occurring on an appreciable scale - 


- It is usual for most textbooks to say that paternity 
tests can only be negative--that they can only on occa- 
sion disprove paternity, and can never provide positive 
evidence in 1ts favour. This was the`case when know- 
ledge of blood groups was in its infancy, but is no longer 
true with the existence of rare antigens or combinations 
of antigens For example, suppose a woman of rhesus 
_constitution cde/cde has a baby with the extremely rare 
genotype C¥de/cde, while the putative father is also 


_— | 


.by no means C¥de/cde. The conclusion would be irresistible—though - 


perhaps not in a court of law: In a similar manner a, 
number of rare abnormalities might occasionally give 
‘In 1921 there was 
reported in Norway a paternity” case in which a normal 


Thus, with these and the attribute of sex , mother had ‘given birth to a brachyphalangic child. 


Brachyphalangy is inherited as a rare simple dominant, 
and the court accepted the fact that: the putative father Py 
was brachyphalangic as evidence of his paternity. 

Now evidence concerning blood groups may be. 
required by either.party in divorce or kindred proceed- 
ings, and a doctor called as an expert witness may find 


relevance of’ this field to everyday problems confronting himself exposed to the following criticism. He may be 


practitioner and specialist ake. Common applications 
are to problems of aia and disputed ‘paternity. 


Medico-legal Work 


One of the best-known elementary cases is that of 
Mrs. W, who found on returnmg home from hospital 
that her baby had on its back a piece of adhesive tape 
bearing ‘the name “B.” The baby at the “ B” house 
was labelled “W” Had the babies been interchanged 


\ 


1 S 


~ 


asked, “ Is it not true that genetic factors are subject to 
sudden and unpredictable changes, called mutations, and é 
is not evidenge depending upon their inheritance there- 

fore suspect ? Can it be asserted that the genetic factor . ; 
in question has not in fact changed in this way ?”_ It ‘ 
ıs essential to be prepared for such opposition, and it is 

worth while giving a correct reply here in some detail. 

It would run something like ‘this. £ 


The hereditary Mechanism of’ all higher organisms is .of 
the particulate or Mendelian type, which depends for its 


> small. 
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operation upon the extreme permanence of the hereditary 
factors themselves. Were these to change or mutate in as 
many as one individual in even a few thousand, the system 
would break down. A study of such mutations throughout 
the widest selection of living organisms demonstrates that 
a mutation rate of as high as 1 in 50,000 individuals is 
extremely rare, and this frequency is hardly ever exceeded. 
Inheritance in man is of the same type, and these conclu- 
sions are strictly applicable to him. However, it is urf- 
necessary to depend on mere analogy for a knowledge of 
human mutation rate. It has been possible to study this 
in several instances in which it proved to be, when most 
frequent, of the same order of rarity as in other animals. 
The error introduced into blood grouping by mutation is 
very unlikely to be greater than | in 50,000, and is probably 
less. i ` 

Few legal cases can have been decided in the present 
century in which the possibility of mistake was not 
considerably greater than this. 


The Rhesus Group and Haemolytic Disease 


The importance of avoiding serological incompati- 
bility in blood transfusion is well known. With the 
ABO group one merely has to ensure that the transfused 
erythrocytes are not agglutinated by the recipient’s anti- 
bodies. With the rhesus group, on the other hand, the 
danger is that a rhesus-negative woman may become 
immunized by transfusion or pregnancy, with the con- 
sequent risk of haemolytic disease of the newborn in 
her offspring. The practical implication that every 
female requiring transfusion, or who has or who may 
become pregnant, sliould be rhesus-tested does not of 
itself involve genetics. But in the case of a rhesus- 


negative woman for whom one wishes to assess possible - 


risks the invocation of genetical principles is essential. 

It should be noted that the great majority of cases of 
thesus incompatibility are in connexion with the antigen 
D, although the others (C,E ; c,d,e, etc.) may very occa- 
sionally stimulate the production of antibody. 

When a rhesus- negative woman marries a rhesus- 
negative man there is no danger, as all the children will 
be rhesus-negative. (The mating is of type dd x dd.) 
Even if she marries a rhesus-positive man (dd x Dd or 
dd x DD) the risks are still small, in spite of the con- 
trary assertions of newspaper articles. Provided the 
woman has never been transfused or injected with even 
minute amounts of rhesus-positive blood the chance of 
the first child suffering from haemolytic disease is almost 
zero, and the chance for the second child still extremely 
The combined chance of disease in the first four 
or five children is uncertam, but is perhaps no greater 
than 5% if the husband's genotype is unknown. With 
homozygous (DD) hisbands this chance would be about 
9%, and with heterozygous husbands (Dd) it would 
be only 2%. 

If, however, the woman has already given birth to 
an affected infant, further rhesus-positive children are 
very likely to be diseased and only rhesus-negative 
children will be healthy. If the father is heterozygous, 
then there is an even chance of a healthy child at each 
subsequent pregnancy. On the other hand, if the father 
is homozygous, all future children are ‘likely to be 
affected ; but, even so, there is still some-chance that 
a child diseased at birth will respond to treatment and 
eventually be healthy. 


A . 
Collecting Data and Preparing Pedigrees 
It is a peculiar characteristic of genetic data that they 
are often collected only incidentally during the course 
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of work primarily concerned with some other depart- 
ment of medicine. More pedigrees of rare inherited 
abnormalities have been placed on record by physicians 
in the course of their ordinary work than have been 
amassed by research workers making special efforts to 
obtain such material. A Jot of information of a genetical 
nature normally arises in clinical, pathological, and 
socio-medical investigations. 


Carefully and properly collected genetic data have a 
certain permanence about them which is not so charac- 
teristic of other branches of medicine where new 
methods of observation and experiment frequently make 
older work obsolete. Although the systematic and 
detailed construction of pedigrees is of fairly recent 
origin, it is likely that they will be of immense value 
for centuries to come. 


Desiderata for Good Family Record 


Let us consider some of the special points to be 
observed in keeping a good family record. Clinical 
histories of individuals are usually perfectly adequate 
for their immediate purpose. But when their informa- 
tion on hereditary factors is later extracted and collated 
it is only too common to find that vital links in the 
chain of inference are missing because their relevance 
was not apparent at the beginning. 

While there is already in existence a vast but relatively 
untapped mine of information in the records of general 
practitioners which could be made to_ yield valuable 
results if systematically investigated, it is also certain 
that a great deal of promising data would in fact be 
found to be of little use because of the failure to 
observe one or two elementary precautions in the 
original compilation. 

Obviously, in reporting an abnormaljty or disease 
of any kind it is essential to have a full clinical descrip- 
tion, including such items as the age and sex of the 
patient, age at onset of the disease, variations in severity 
and frequency of attack, and so on. Some indication of 
the patient’s social background should also be given ; his 
social and economic status, the type of work he does, 
efc. It is also important to have this sort of informa- 
tion about near relatives, especially parents, brothers 
and sisters (sibs), and children. It is these near relatives 
that are the most important—data should always be 
obtained about more distant relatives if available, but 
this is not quite so essential. i 

The usefulness of a famıly history is naturally depen- 
dent on the firm establishment of the clinical diagnosis, 
and in the case of the patient through whom the pedigree 
first comes to be noticed (called the “ propositus ”) this 
will normally have been obtained at first hand. It 
often bappens that the doctor will be able to see the 
close relatives himself and record his own direct impres- 
sions—this is much the most satisfactory state of affairs. 
But sometimes it is possible to secure quite good second- 
hand information from the patient himself or other 
relatives—for example, about members of the family 
whom the doctor is unable to see himself. In an exten- 
sive study it might be useful to classify the individuals 
in some such grouping as: “certainly affected,” “almost 
certainly affected,” “ possibly affected,” “almost cer- 
tainly unaffected,” “ certainly unaffected,” “ unknown,” 
etc. But in any event there should always be notes on 
each individual giving the exact evidence itself. Should 
it prove impossible to obtain information about any 
particular relative of the generations and degrees of 


JAN. 6, 1951` 





kinship studied, the reason for the failure should’ always 
be stated. à 

When PE TE data on oai related per- 
? -sons im this manner one should clearly+indicate who 
is\the propositus—the individual who first brings the 
family to notice, or primar} case in the genetic sense. 
Failure to do this may sdriously affect the interpreta- 
tion of genetical data, particularly in the sib method of 
analysis, which is discussed below. 
- Another vital piece of information which must not 


re escape the ‘record is the existence of a consanguineous 


marriage. -Positive or negative information on. this 
point is equally valuable. In many- cases it is not 
„sufficient merely to state that husband and wife are 
related, that they are cousins, for example : one wants 


` / to’ know in greater detail, for instance, whether the 


mother of the husband and the father of the wife are 
brother and sister. ~Cases.of twins should also be care- 
fully noted, together with any positive or negative infor- 
mation on whether they are identical or not. 


It is useful to be able to Jay out an interesting pedigree- 


so that the Salient characteristics may be seen at a glance. 
_ There aré-various ways of doing this, and some of the 
main symbols in common use are shown i in the accom- 


panying Table In come pedigrees, especially 


adler Symbols in Common Use” 
@ MA @ Atected 
OAD Condition Gakara 


D Li K & Dies before a 


Specified age 
Number of Individuals a 


oa 


O Femalg 
O Mite oa 


~ A Sex unknown 


Er 


shown collectively e Stilftertt 
“Af Proposieus ot ` Carriers ‘ 
LAL HL sessen, “Generations - ou 
EA Sereereeny Indika: In a given generacion 7 od 


Port of a paiia of Parc - 


m 


v 


~ 





those involving the inheritance of two or more 
characters, special symbols may have to be employed. 
For further suggestions, reference may be made to 
Ruggles Gates’s Human Genetics, vol: t, p. 4. ` 


ANE ak Ascertainment 


The modern methods employed for interpreting gene- 
tical data normally involve some kind of statistical 
analysis. The reliability of these analyses depends on 
a knowledge of the way in which the material was col- 
lected—-what is usually called the “ method of ascertain- 
ment.” Uncertainty about ascertainment will affect the 
validity of the results. Sometimes it is possible to make 
some allowance for ignorance of the method of_ascer- 
tainment, but naturally there is an inevitable loss of 
certainty. - 

One might in theory collect all the cases of a parti- 
cular condition in a given, neighbourhood ot district. 
Such a procedure would Teadily lend itself to simple 
interpretation, but would in general be exceedingly . 
troublesome to carry out. It is usually possible to gain _ 
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experience of only a certain proportion of all the avail- - 
able cases. If. one collects consecutive cases of a 
condition, then the correct proportion of affected indi- 
viduals among sibs (which is the most informative figure) 
is obtained by calculating the proportion among the 
remainder of' each“sibship, ignoring the propositus. If 
two members of a single sibship present themselves 
independently then that sibship must be counted twice 


. over, For example, if a sibship consists of four normal 


and three affected individuals, of whom two of the 
affected persons appear for examination independently 
-while the third is found only as a result of a family’ 
inquiry, then that sibship is counted twice, each time 
as four normal. and two affected. 


Two points “stand out: First, that the/right method 


`of analysing the data must be employed. Second, that 


useful information can be-obtained from a study of- 
sibs only. It follows, therefore, that there‘is no need, . 
to be discouraged because of the difficulty of secing or 
gaining information about distant relatives. It is worth 
making a special effort to obtain detailed information 
about parents, sibs, and children, but less than this can 
be of use. The same thing is true of data which are _ 
collected in the hopes of finding a genetic linkage. There 
is not space to go into these methods now ; suffice- it 

a -to say that the general principle i is to test 
the propositus, together with his sibs and 
parents if available, for the possession of 
suitable characters other than the one 
used for selection—say, the individuals’ 


Habad md wi blood groups or their ability to taste 
Tes. marriages P- T.C., ete. - i 
` Eugenic Prognosis i 
„Fanm wlos | A few comments on the-practical value 
EAE of a knowledge of linkage may be men- ° - 
aes tioned here. Unfortunately such know- ‘ 
> ledge, is still somewhat rudimentary in - 
. , Man, but. with the increasing number of 


marked chromosomes, especially those .~ 


- due to the discovery of new blood groups, 
` quite -extensive data on human linkage 

are potentially within our grasp. 
ae ” Many serious human defects are 
$ -. heterozygous conditions, and some of 
them do not become apparent until 
-after the normal agé-of marriage, as in’ Huntington’s 
chorea. Children whose father or mother has developed 
‘that disease may wish to marry. . Though they are 
apparently healthy it is ‘probably undesirable for them 
to do so if between the ages of 30 and 40 they are 
‘destined to develop a progressive mental deterioration 
leading to insanity, which they will moreover transmit 
to half their offspring. At present such indivi- 
duals can only’ be told that the chances are exactly 
equal: they may be afflicted in this way, or they 
and their descendants may remain perfectly normal. 


_ If, however, we knew of a number of genes controlling 


ordinary ‘characters, such as eye colour, blood groups,- 
P.T.C. tasting, attached ear lobes, etc., which were linked 
with Huntington’s chorea, then the situation would be _ 
much clearer. We could say perhaps whether the chances 
of developing the disease or not were very, remote or, 
very considerable, ‘and this might -have far-reaching” 
effects on the decisions of ‘the patients concerned. ‘Simi- 
larly, in families with sex-linked disease it would be 
invaluable to know whether a woman was carrying a 
Tecessive gene or not. 


` 


\ 


r 
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It is commonly said that in families harbouring a 
serious recessive defect no one should marry a near 
Telative, that marriages between cousins should be pro- 
~ hibited, While the ethics of this sort of problem are by 

no means easy, an assessment of the probabilities in- 

volved may well provide useful guidance. If there is 
any doubt about how to do this the advice of a com- 
petent geneticist should be sought. 
Suppose, for example, a man has had a brother who 
died of juvenile amaurotic idiocy, which is due to an 
. autosomal recessive gene (one not on asex chromosome), 
and that he wishes to marry his first cousin. ` If there 
are no other cases of the disease in the family then the 
chance that both the man and his cousin are hetero- 
zygous is 1 in 6. The chance of a single child from 
such a marriage being an idiot is therefore 1 in 24, The 
couple. may be prepared*to accept this risk, but it ts 
desirable that they should know what it is. The chances 
~ of having an affected child are greater if they have more 
than one; and the probability of producing a hetero- 
zygous child, which though itself unaffected is capable 
of transmitting the gene, is considerably higher. 
any case a consanguineous marriage always increases 
the likelihood of bringing to light an undesirable 
recessive gene: 
- To take another case, consider a woman who has a 
brother who dies of true haemophilia; which is a sex- 
linked recessive. What are the prospects both for her 
and for another brother who is unaffected? The 
unaffected brother cannot carry the gene at all and his 
descendants will all be free of it. The woman, on the 
i other band, has a 50% chance of carrying a gene’ for 
haemophilia. If this is so she. will transmit the disease 
to half her sons, and half her daughters will be carriers, 

It is interesting to note that the linkage of the loci 
(gene positions) for haemophilia and colour-blindness 
has already been used‘ for eugenic prognosis in families 
exhibiting both these defects. In a certain Dutch family 
it was possible to say that the colour-blind daughter had 
a 90% chance of carrying a haemophilia gene, where 
her normal sisters had only a 10% chance Proba- 
„bilities like these are clearly of much greater value than 
the more usual 50%-chances, as in the previous example, 
No doubt when the human germ-plasm is as well charted 
as that of Drosophila melanogaster, this kind of argu- 
ment will be used as a matter of course in the preven- 
-tion of congenital aknormalities. 


Aids to Diagnosis and Preventive Medicine 


The discovery of a hereditary factor in the aetiology 
of a disease by no means implies that further medical 
progress is impossible. Heredity and environment intef- 
act and determine jointly the condition of a person. 
Thus-an ailment which depends to.some extent on 
heredity may be ameliorated; cured, or even entirely 
avoided by stitable treatment or alteration ın living 
conditions 

There are occasions when a knowledge of hereditary 

. background can be used as an aid to diagnosis. For 
instance, a man was admitted to hospital having lost 
- considerable blood by haematemesis. The ‘diagnosis lay 
between gastric ulcer, cirrhosis of the liver’ with oeso- 
phageal varices, and Banti’s disease. One physician, 


however, happened to know that the man’s father had, 


suffered from a muld telangiectasis, and had had’ the 
typical spider’s-webbing of the nasal mucous membrane, 


Now, multiple telangiectasis, or Osler’s disease, is due tox 


l 


In.’ 


‘negative mothers. 


` cedures in preventive medicine. 


a dominant gene, and it was suggested that perhaps 
the patient in question also had the disease—with a 
telangiectatic spot in the gastric mucosa. The surgeon 
explored, found a large telangiectatic focus and excised 
it. 
haemorrhage. If a dominant gene always has full 
expression then it is true that? no treatment will prevent 
the bearers from exhibiting the: abnormality ; neverthe- 
less some form of treatment may be available, as in 
the surgical treatment of polydactyly. f 

In other circumstances genetic knowledge may help 


to detect hereditary diseases in their preclinical stages, 


when full advantage can be taken of preventive 


measures to forestall the appearance of manifest disease. | 


Thus familial acholuric jaundice is a dominant condi- 
tion for which splenectomy is a common prophylactic 
measure. Moreover, it can always be recognized pre- 
clinically by certain laboratory tests. Although it would 
not be feasible to examine whole populations of indi- 
viduals, special examination can be made of the relatives 
of known sufferers. When laboratory tests show an 
individual to be carrying the gene, the spleen can be 
removed, if. indicated, and clinical disease probably 
averted i a 7 
Conclusion 

-It can be said with full justification that a deeper 
understanding. of the genetical basis of a disease will 
often help to fill in the gaps in a purely clinical approach 
and may make material contributions to both treatment 
and prevention. Jhe field of application of genetics 
to medicine is a wide one. There is the study of muta- 
tion, which has been applied to the advancement of 
antibiotic therapy and which has also emphasized some 
of the dangers attached to x-ray irradiation and the 
use of atomic energy. There is the study of the 
inheritance of blood groups and other 
characters as an aid to identifying individuals, parti- 
cularly ın paternity cases. The rhesus blood groups 
are of special interest, and genetical theory is parti- 
cularly valuable in estimating the risks run by rhesus- 
The possibility of gaining new 
insight into various diseases in ‘man by an investigation 
of closely similar diseases in experimental animals 1s 
also worthy of consideration. Genetics can be used as 
an aid to diagnosis, and for suggesting certain pro- 
Another important 
application is to eugenic prognosis, when one wishes 
to assess some of the dangers attached to parenthood 
where there is the possibility of heritable disease. 

There can be no doubt that medical genetics has 
a very real contribution to make to the cause of suffer- 
ing humanity, and that its power and scope will greatly 
increase and spread in the years ahead. 


In his annual report for 1949 Dr_Hugh Paul, medical 
officer of ‘health for Smethwick, writes: “It is unfortunate 
that many of these [investigational] facilities are only avail: 
able to the practitioner through a senior member of the 
hospital staff; for example,’ the general practitioner may 
find great difficulty in getting the result of an examination 
of the patient’s blood, a bacteriological examination, or a 


radiograph, except by making an appointment with the’ 


appropriate consultant in the hospital. This may be excellent 
hospital etiquette, but it is deplorable medical practice, and 
the technical facilities: of the hospital, particularly those 
associated with bacteriology and biochemistry, should be 
immediately available to the general practitioner without the 
intervention of a third: person except when the general 
practitioner asks for an opinion as well as for a test.” ' 


. 


Symptoms dısappeared and there was no recurrent 


common’ 
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en is ` as “the induction was, started, as the patient was being lifted on 
i AN INVESTIGATION - to the table, he gave a slight cough and his colour changed 


OF THE PROPERTIES OF ‘ISOPROPYL to ashen grey; he was found to have complete cardiac 








y 


arrest. Controlled respiration with oxygen was continued 


- CHLORIDE -. - o throughout the attempts to restore him.- Cardiac massage 
P : jy with intracardiac injections of adrenaline and procaine were 
ners BY : given, and after 45 minutes the heart was restarted, but he ~- 
et JOHN E. ELAM, B.A., MR.C.S., mi died a few hours later (Roualle, 1950). ; - 3 
i ¥ After this experience it was decided that electró- / 
' "A thetist, B t G L'H ; 
; ket l riaesthe arier General Hospital ey! cardiographic records should be obfained, during the - 
A . . AND ` i administration of that anaesthetic. For this, two healthy 
, 7 M L. NEWHOUSE, M.B., unas young men were chosen. Only_nitrous oxide, oxygen, 
i Assistant Physician, Barnet General Hospital . S (and isopropyl chloride were used. 


Case 1.—The patient. was a man aged 31, and the opera- ` 
MacDonald (1950) has: described the anaesthetic pros) tion waš for the removal of a,semilunar cartilage. , The 
perties of isopropyl chloride (“ Proponesin *). This -preliminary, record was normal (Fig. 1); thereafter records A 
agent has now been~used by one’ of us (J. E.) in, were taken at approximately five-minute intervals, and more , 
approximately 50 cases and has been found to have all’ Often when the pulse was ot cared (Fig. 2). After five 
the properties that anaesthetists have dong been waiting minutes Lead I showed a regular rhythm, but with suppres- 


A $ <> ‘sion of P waves and depression of the'S-T interval; at 11 
for. The induction was pleasant foy both anaesthetist minutes a curious rhythm had developed with dissociation 


and patient, and with only a gas-oxygen-isopropyl- of the ‘auricular and ventricular elements. The P waves | 
chloride sequence the most resistant: patient could be _were.absent for several beats and then appeared with no. 

_ smoothly led to the deepest plane of anaesthesia with- constant relation to the QRS complex; there was a high 

S out cough or struggle. This anaesthetic seemed to be degree of A-V block and possible.nodal rhythm. At 17 
equally successful for both major and minor surgery ; minutes the rate was 200 a minute, and there were multi- 

good muscular relaxation was provided and recovery focal’ ventricular extrasystoles; at 19 minutes the rate was 

was both rapid and pleasant. It was noticed'that cardiac 100 and irregular, with absent P waves, suggesting auricular’ 


irregularities occurred, but, as these are not uncommon’ *brillation. : A continuous .record was then taken, which 


ss ; ing me 5 showed variations between multiple ventricular extrasystoles S 
with sodium) thiopentone, " trilene,” and cyclopropane, to-a coarse auricular fibrillation. Five minutes later he 
they were disregarded. In order to avoid these irregu- reverted’ to'a normal anyon which continued to the end. 


Idrities, several patients were induced with gas, oxygen, of the operation. -~ 
Hind ether, and then a change was .made to isopropyl ‘Case 2.—This patient was a man aged 25, and es operą- 
chloride, but cardiac’ irregularities were still, noticed in tion. was for the repair of the flexor tendons of the right 
each case, though the patient suffered no ill effects. -hand. A‘ normal record (Fig. 3) was a 
Unfortunately, a case’ of eoraplete: circulatory failure obtained before the administration of F 
occurred. the anaesthetic? Under the- anaes- 


The patient, a man aged 48, was a:case of moderately thetic he showed ‘less severe changes [t* a 
severe thyrotoxicosis. Before operation he had had five than the ‘first patient, but (Fig. 4) at”. 
weeks’ rest in bed ‘and thrée weeks’ premedication with five minutes the rate was 120 a j.. 
Lugol’s' iodine. . Electrocardiograms taken: three weeks minute, with multiple extrasystoles, 

-- before operation showed sinus tachycardia but no evi- ®0d° depression of S-T intervals in 
‘dence of myocardial damage. Under treatment he had ‘Some complexes. Extrasystoles were | 
gained 5 Ib. (2.3 kg.) in. weight and his pulse rate, fell Still appearing in the record -taken at- 
from a range of 120-110 to 90-80.--For the induction Seven minutes, At 10 minutes the _ 
of anaesthesia the nitrous-oxide-oxygen-isopropyl-chloride pulse rate had dropped to 60 and was . 
sequence was used.’ The induction was very-smooth and— still slightly irregular, but there were ' 

“quiet, The p&tient’s colour was good throughout and normalscontractions. At 25 minutes ! : 
at no time was there any indication that some difficulty - and at the end of the operation, after’ _ Fic. Peper 2 
might arise.. An endotracheal tube was passed very easily 45 minutes’ anaesthesia, the myin gere renaosihene 
and the patient taken into the theatre. Just 10 minutes after was normal, tracing. | i 


+ 





ve 





aes ve Fia. 2—Cass 1, Consecutive roids while under anaesthesia. (a) Depression of S-T interval and / 
Fie. 1.—Case. l. absent P waves, (b) Dissociation of P wayés and QRScomplexes. Possible nodal rhythm. (c) Multi- 

Pre-anacsthetic > focal ventncular extrasystoles; rate 200, (d) Auricular fibrillation; rate t00 (e) Ventricular systoles, 

record, normal with two: beats showing increasing P-R interval, ' Q) Coarse auricular fibrillation. (£) Reversion to 


tracing. ` . - normal rhythm. , 
>» x $ P . . 3 ‘ ` ka , i 1 
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Fic, 4.—Case 2. Consecutive records while under anaesthesia. 
(a) Ventricular extrasystoles with depression of S-F intervals in 


some complexes; rate 120 (6) Ventricular extrasystoles with 
suggestion of coupling. (c) Normal rhythm. (d) Patient “light ” 
Recurrencé of extrasystoles, without depression of S-T intervals. 
(e) Normal rhythm. Q) Normal rhythm. 


S 


There is felt to be evidence that isopropyl chloride 
exerts a direct toxic action on the myocardium) and 
extreme caution should be shown in its use. Flagg 
(1939) reminds us that too many people have tried too 
often to avoid the use of ether, and it is open to ques- 
tion whether, perchance, in casting out the admittedly 
unpleasant devils of ether and chloroform we are not 
making way for seven other far worse devils. 


Summary 

The pleasant qualities of isopropyl 
emphasized. 3 ` 
- The high incidence of cardiac irregularities are noted and 
a death under this anaesthetic is recorded. — 

Electrocardiographic studies showing severe though tem- 
porary changes during the administration of the anaesthetic 
have been made. 


chloride are 


Flagg, P. J. (1939). The Art of Anaesthesia. Philadelphia. 
MacDonald, T. J. C. (1950). Brit. J. Anaesth , 22, 92. 
Roualle, H. L. M. (1950). British Medical Journal, 2, 712. 








Dextran has already received some notice as a possible 
substitute for plasma in transfusions. It is a complex 
gummy carbohydrate synthesized by certain bacteria from 
glucose, and according to a recent press report plans are now 
going forward for its commercial production, Meanwhile 
laminarin, a polysaccharide from seaweed, is also under 
Investigation as a plasma substitute and as a replacement 
for the talc of surgical powder. It is extremely similar to 
ordinary starch in ‘chemical composition, being largely com- 
posed of glucose units linked in chains, but the points of 
.glycosidic linkage differ in the two substances. There are 
five possible points on the glucose molecular ring at which 
other glucose molecules can be attached: in ordinary starch, 
positions 1 and 4 on opposite sides of the ring are so used, 
whereas in laminarin it is positions 1 and 3 which form the 
links. Dr. F."M. Woodward, director of the Institute of 
Seaweed Research, estimates that, if all the 200,000 tons of 
brown seaweed. annually available round Scottish coasts 
were harvested, there could be a yearly production of 40,000 


tons’ of laminarin. At the same time about 30,000 tons, 


of mannitol would ‘be ‘available, and roughly the same 
amount of “alginic acid, used for making synthetic fibres 
for the textile industry. ; an 
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Ketosis ıs a familiar early complication of severe and 
uncontrolled diabetes mellitus : its causation is under- 
standable, but the steps by which, unchecked, it pro- 
gresses to coma and shock are not all understood 
Usually the standard treatment with insulin and fluids 
will rapidly resuscitate a patient from diabetic coma . 
but recovery may be slow or even fail to take place if 
treatment has been delayed. Prolonged severe diabetic 
ketosis is evidently complicated by functional distur- 
bances other than those reversible by insulin. One such 
complication which has recently been clarified is the 
depletion of potassium and phosphates in the tissues 
(Guest, 1942 ; Martin and Wertman, 1947): That dis- 
ordered carbohydrate oxidation may be another is sug- 
gested by the recent finding of a raised pyruvic acid 
level in the blood in diabetic acidosis (Markees and 
Meyer, 1948; Markees, 1949). ; , 
Pyruvic acid is believed to occupy a central position. 
in the metabolism of carbohydrates ; it is an intermediate 
product in the body’s oxidation of these and other meta- 
bolites. The first step in the oxidation of pyruvic acid 
is effected by the pyruvic oxidase enzyme system, which 
is active only in the presence of certain co-enzymes, 


including cocarboxylase (Banga, Ochoa, and Peters, 


1939). Accumulation of pyruvic acid in the blood 
suggests a failure of this enzyme system, as is the 
case, for example, in aneurin deficiency, which results 
in lack of cocafboxylase (vitamin B, diphosphate). 
Markees and Meyer (1949) and Boulin et al, (1949) 
have suggested that the administration of cocarboxylase 
may be a useful supplement to the standard treatment 
of diabetic coma. They have claimed that the addı- 
tion of cocarboxylase hastens the recovery from diabetic 


coma in alloxan-diabetic rabbits (Markees, 1949) and ` 


in some human cases (Markees and Meyer, 1949 ; Boulin_ 
et al., 1949), but control data are not given. 

This report presents the results of testing the above 
claims both in alloxan-diabetic rabbits and in . four 
acidotic diabetic patients. Contro} observations of the 
rate of recovery under standard treatment have been 
compared with the` results obtained when this treatment 
is supplemented by cocarboxylase and riboflavin as 
advocated by Markees and Meyer (1949). 


` Method 
L Animals . 
Plan—After the induction of- alloxan diabetes the 
rabbits were observed for the development of diabetic 
acidosis. Eight to ten days after the administration 
of alloxan a number of the rabbits which had become 
diabetic gradually passed into a phase.of progressive 


r 


~ 
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diabetic acidosis with ketosis and a raised blood pyruvic 
acid level. The first signs were usually the presence 
of acetone in the urine (FeCl, test) and in the breath, 
and a slowing of respiration. When, usually 12 to 
24 hours later, the animals were clearly noticed to be 
ataxic or unable to stand, they were classed as being 
in “diabetic precoma.” Pairs of rabbits were selected 
that had reached approximately the same stage of pre- 
coma at about the same time after alloxan admunistra- 
tion; the treatment to be tested was then instituted. 
Observations were carried out over an eight-hour period. 
If one of a pair died during that time the pair. were 
rejected from further observation. Each pair received 
identical general treatment : 10 to 50 units of soluble 
insulin intravenously, repeated subcutaneously after 
two hours, and 100 ml. of normal saline intravenously 
two-hourly for the first four hours. In addition, one 
of each pair was given two-hourly 25 mg. of cocar- 
boxylase intravenously and 10 mg. of riboflavin sub- 
cutaneously. Blood samples were withdrawn by cardiac 
puncture every two hours after the onset of treatment 
The collection of blood from an ear vein was found 
to be too slow and unreliable for frequent sampling 
(Fnedemann and Haugen, 1943). 


Preparation of Diabetic Animals —Rabbits weighing 
~between 2,000 and 2,500 g. were used in all experi- 
ments. They were kept in metabolic cages and were 
fed on a constant diet with water ad lib. Diabetes 
was induced (Duffy, 1945) by giving the rabbits 200 mg. 
of alloxan per kg. body weight in a 4% solution intra- 
venously, the solution being almost neutralized with 
NaOH immediately before use. A 5% glucose drink 
was offered for the subsequent 24 hours and given by 
stomach tube when hypoglycaemic symptoms were 
noted 

II. Patients 

Four patients in diabetic acidosis were tested—two 
were mildly acidotic and two moderately to severely 
acidatic, though not actually comatose. All four patients 
were dehydrated ; the two more acidotic patients were 
vomiting and one was drowsy. The breath of each of 
the patients contained acetone, and the urine was loaded 
with sugar and acetone (FeCl, test). 

The two severely acidotic and the two mildly acidotic 
patients were paired and each pair was given identical 
treatment. The severely acidotic patients received sub- 
cutaneously 50 units of soluble insulin four-hourly and 
the less acidotic patients 20 units of soluble insulin four- 
hourly with saline in addition as required. One? of 
each pair was also given 200 mg. of cocarboxylase 
(vitamin B, diphosphate) intravenously and 10 mg. of 
riboflavin subcutaneously every two hours. 

The blood samples from the two mildly acidotic 
patients were estimated only for pyruvic acid. 


_ IH. Estimations 


The blood samples from both rabbits and pattents 
were analysed for the alkali reserve by the method of 
Van Slyke and Cullen (1917), for blood sugar by the 
Harding modification of the Schaffer-Hartmann method 
(King, 1947), and for pyruvic acid by the method of 
Friedemann and Haugen (1943). 


Results 


Rabbits.—No difference was observed in the rate of 
recovery from acidosis between rabbits treated with 


cocarboxylase and riboflavin and those not so treated. 
All the rabbits that survived lost their ataxia and be- 
came more lively, and fed themselves by the conclusion 
of the eighth hour of the experiment. There was no 
observable difference between the pairs in these clinical- 
respects, Data of blood pyruvic acid, alkali reserve, 
and blood sugar are shown in Fig. Í 


INDIVIDUAL 
OBSERVATIONS 


MEANS 


BLOOD SUGAR mg/100 ml. BLOOD PYRUVIC ACID mg /i00 mi. 





CO2C.P. VOLS. % 


-0 2 4 6 8 
HOURS 


Fic. | —Fall ın level of pyruvic acid and blood sugar, and 
rise in alkali reserve in individual rabbits, as well as the means of 
observations on cocarboxylase-treated and on control animals. 


24 6 8 





x x = control animals; @———-@® = 
treated animals 

In non-acidotic diabetic rabbits the mean blood pyruvic acid 
level was found to be 1.32 mg. per 100 mi., with a range of 
ares mg. (12 obs.), which compares well with a mean of 
OSB), and a range of 0. 3-2.2 mg reported by Markees and Meyer 


cocarboxylase- 


Patients —The observations on the rate of recovery 
in the four patients are shown in Fig. 2. No difference, 
either clinically or in the measurements, was observed 
in those given cocarboxylase and riboflavin. This might 
conceivably have been because our patients were not 
comatose 


Discussion 


Although in controlled diabetes mellitus both the 
blood pyruvic acid level (Bueding ef al., 1942) and the 
cocarboxylase level (Goodhart and Sinclair, 1940) are 
normal, our findings corroborate those of Markees and 
Meyer (1948, 1949), that the blood pyruvic acid level 
is raised in diabetic acidosis both in alloxan-diabetic 
rabbits and in diabetic patients. But we have been 
unable to confirm their claim that the giving of 


` 


% 


BLOOD PYRUVIC ACID 
mg,/l00 mi 
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cocarboxylase and 
riboflavin, in the 
treatment 
diabetic acidosis 
hastens the rate 
of clinical re- 
covery and the 
return to normal 
level of the blood 
pyruvic acid and 
alkali reserve. We 
found the rate òf 
improvement, to 
be similar to’ that 
seen in paired 
controls given 
identical treat- 
ment with fluids 
and insulin with- 
out the addition 
of cocarboxylase 
and riboflavin ; 
neither in the 12 
alloxan - diabetic 
rabbits nor in the 
4 acidotic diabetic 
patients was there 
any difference in 
the rate of clini- 


. INDIVIDUAL OBSERVATIONS 


BLOOD SUGAR mg,/!00 mi, 


CO2C.P, VOLS. % 


fall in blood 
pyruvic acid and 





Q, ; blood sugar, or 
] gar, 
Cay ra i the rise in alkali 
HO reserve. 
Fie. 2—Fall in pyruvic acid levels in The test of 


four. patients and fall m blood sugar and 
a ip avau reserve in S90 patients ın such a treatment 
WUC: ese re iolow x x i i nts 
= control patients; @————@ = cocarb- n human patie 
oxylase-treated. patients. is, of course, more 
difficult, since 


comparisons are valid only when comparable cases are 
contrasted ; this was ‘more easily achieved with the 
rabbits than with the patients. Thus, while we have 
confirmed the evidence of defective pyruvic acid oxi- 
dation in diabetic acidosis, we found no evidence that 
this was due to a deficiency of cocarboxylase. Normal 
pyruvic acid metabolism requires not only cocarboxy- 
lase and other co-enzymes but also the integrity of the 
enzyme protein ; it may- be~that in diabetic acidosis the 
protein component of the ‘enzyme System is inhibited or 





, partially inactivated as it is in sodium arsenite poison- 


ing (Peters, Sinclair, and Thompson, 1946). 


l Summary i 
The blood pyruvic acid level was found raised during 
diabetic acidosis in 12 alloxan-diabetic rabbits and “4 acidotic 
diabetic patients. > 
Supplementing a standard treatment for diabetic acidosis 
by cocarboxylase (vitamin B, diphosphate) and riboflavin 


did not appear to accelerate further the recovery from ' 


diabetic acidosis, as measured by the rate of the fall of the 


raised blood pyruvic acid level, the fall of the blood sugar, . 


~ the rise of the alkali reserve, or the observed cliniaal aUpEIe 


ment. 


We wish to express our thanks to Dr. Russell Fraser for his 
help and advice, to Dr. F. Wrigley for suggestions, and to 
Miss Shirley Looker for her assistance with the biochemical esti- 
mations. We-are also indebted to the Diabetic Association’ for 
the grant of.a Lund Research Fellowship to one of us The 
cocarboxylase used in the investigation was kindly supplied by 
Roche Products Ltd - 


x 


~ 


of. 


cal recovery, the. 


RBFERENCES 
Banga, I, Ochoa, S., and Peters, R. A. (1939). Biochem. J., 33, 


Bouin, R. “hy P., Meyer, F. W., and Bonfils, S. (1949). 

m 

Bueding, E., Wortis, H. I., Fein, H. D., and Esturonne, D. (1942). 
Amer. J med. "Scr., 8 

, E (1945). J. Path. Bact., ` 57, 199 

Fru emann, T. E. and Haugen, G. 
147, 415. 

Goodhart, Re and Sinclair, 


E 1943), J. biol. Chem., 
M. (1940). Ibid, 132, 11. 
64, 401° 


ph ook 1942). Amer. a Dis. Child., 

King J. ` A947). Microanalysis in Medical Biochemistiy. 
rehi, London. 

Mark S. (1949). Z. klin. Med., 145, 354. 

— Meyer, F. W. (1948). Ex ene, 4, 31, 195 

— (124): Schweiz. med. ig 931. 

Martin, H. E., and Wertman, M. (1947). Ae Invest., 26, 217. 

Peters, R. A., pt, H. M, and ones R. H. $. “Cis. 
Biochem. J , 40,516. 

Van Slyke, D Jp! and Cullen, G. E. 0917. J. biol. Chem., 30, 








ORAL PENICILLIN = ‘IN Soe 
d BY 


S. A. ‘DOXIADIS, MD. - 
Senior Lecturer in Child Health, University of Sheffield 


JOHN L. EMERY, M.D. D.C.H. 
Clinical Pathologist ; Lecturer in Pathology, University 
of Sheffield 
SHEILA M. STEWART, B.Sc. 
Bacteriologist ; Demonstrator in Bacteriology, University 
of anus 


(From the. Children’s Hospital, Sheffield) 


It has been shown that satisfactory bacteriostatic blood 
levels are attamed in infants by the oral administra-- 
tion -of penicillin (Henderson and McAdam, 1946; 
Buchanan, 1946 ; Husson, 1947; Moseley, 1948). The 
oral use of penicillin in infants has therefore been 
(widely adopted. In older children pnd adults the condi- 
tions for absorption of penicillin from the gastro- 
intestinal tract are not equally‘ favourable, probably 


` because of the higher gastric acidity. 


Charney et al. (1945) suggested the use of an antacid, 
and it was shown (György et al., 1945; Burke et al., 
1945 ; Cohlan et al., 1948; Hildick-Smith et al., 1950) 
that the combination of penicillin with an antacid is 
effective in maintaining a bacteriostatic blood level. 
Hoffman et al. (1948) were unable to confirm this. They 
obtained satisfactory results by giving penicillin three- 
hourly in a dose of 1,400 units per lb. (450 g.) of body 
weight. All authors agree that penicillin should be given 
on an empty stomach to ensure maximal! absorption. - 

Owing to the conflicting reports on the oral dose 
required and on the value of antacids it was felt that a 
study of these points was necessary before penicillin 
could be used by mouth for therapeutic purposes. 


é _ Methods i 


Seventy-six children aged 2-15 years were given peni- 
cillin two or more hours after a light breakfast. It 
was in tablet form, each containing 200,000 units. The 
dose given varied from 1,060 to 7,000. units per Ib. of: 
body weight. Sodium citrate, 3 g. in 1 oz. (30`ml.) of 
flavoured’ water, was used as antacid. It was given ` 
immediately, before or after the penicillin. 
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The blood and penicillin serum levels were estimated 
by the capillary-tube method described by Fleming 
(1943), using whole blood inoculated with Richard’s 
strain of Streptococcus pyogenes. The serum used for 
assay was from capillary blood collected in Wright’s 
capsules. Blood was taken before’the penicillin was 
given and three hours later. In many children blood 
was also taken at other intervals. A total of 208 test 
doses were given, involving 632 penicillin assays. 


Results 


The Table shows the number of children grouped 
according to the penicillin dosage and the use of 
antacid, with the numbers in each group having a serum 
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penicillin for only a fèw hours every day may have 
therapeutic effects, the aim of most penicillin regimens 
in clinical practice is still the attainment and main- 
tenance of a bacteriostatic blood level for the whole 
period of treatment. On this basis the results of the 
present work are discussed. 

Hoffman et al. (1948) claimed satisfactory results with 
unbuffered penicillin with single doses as low as 1,400 
units per lb. of body weight, and they recommend this 
dose at three-hourly intervals ; but a study of their data 
reveals that of 137 children aged 1 to 12 years 41 had 
a blood level of less than 0.03 umt per ml. three hours 
after the oral dose. With a slightly higher dosage this 
level was found in 11 out of 85 children. 


Number of Children with Serum Penicillin Level of 0.06 unit/ml. or More at Various Times after Ingestion of the Drug 


Without Antacid 





Hours After Ingestion of Penicillin 


Waith Antacid 











peniculin level of 0.06 unit per ml. or over at various 
times after the ingestion of the drug. 

The level of 0.06 unit per mi. of serum was considered 
the minimum necessary for satisfactory therapy in con- 
ditions usually treated with penicillin. In this, as in 
previous works, the serum level three hours after the 
ingestion of the drug was arbitrarily chosen for the 
evaluation of this method of penicillin administration. 

It can be seen that in the groups of children receiving 


Jess than 4,000 units per Ib. of body weight without. 


antacid, only 22 of 40 (55%) had an adequate bacterio- 
static level at three hours. Of the 40 children receiving 
4,000 to 5,999 units per Ib. of body weight without 
antacid, 32 (80%) bad a bacteriostatic level three hours 
after the administration of the drug. Finally, in the 
group without antacid, 29 of the 30 children (97%) who 
received 6,000 to 6,999 units per Ib. of body weight had 
a level of 0.06 unit per mi. on over at three hours. 

When antacid was given together with the penicillin, 
9 of 18 children (50%) receiving 1,000 to 1,999 units 
per lb. of body weight, 35 of 40 children (87%) receiv- 
wg 2,000 to 3,999 units’ per Ib. of body weight, and 
38 of 40 (95%) receiving 4,000 to 5,999 per lb. of body 
weight had a bacteriostatic level three hours after taking 
the penicillin tablets. 

Fifty-seven children received the same dose of peni- 
cillin on two occasions, the first time without antacid 
and the second time some days later with antacid, all 
the other conditions of the test being exactly the same. 
In 42 children the bactertostatic level at three hours was 
the same on both occasions—namely, either above or 
below 0.06 unit per ml. (m 3 below, in 39 above) Four- 
teen children had a level less than 006 unit per ml. 
at three hours without antacid and a level of 006 unit 
per ml. or more when antacid was given, One child 
had a level of 0.06 without antacid and a lower level 
with antacid. . - 


Discussion 


Although it has been suggested (Tompsett er al., 1949) 
that the maintenance of bacteriostatic blood levels of 





Sumilar results with unbuffered preparations and doses 
of approximately 1,500 to 3,000 units were obtained by 
Reisman et al. (1947), Cohlan et al (1948), and Hildick- 
Smith et al (1950). è 


In this investigation an attempt has been made to 


„estimate the amount which had to be given in order to 


obtain a serum level of at least 0.06 umit per mi. three 
hours after penicillin was taken. The results show 
that even when the dose given by other investigators was 
doubled (4,000 to 5,999 units per lb. of body weight) 
8 of 40 children (20%) had at the end of three hours 
a serum level of less than 0.06 unit per mi. 

It was only when 6,000 to 6,999 units per Ib. of body 
weight were given orally that the desired effect was 
achieved in all but-one of 30 children (97%). It would 
seem that doses smaller than 6,000 units per Ib. without 
antacid cannot be relied upon to maintain a bacterio- 
static serum level of at least 0.06 unit per ml. over a 
period of three hours. i 

According to Reisman et al. (1947) and Coblan et al 
(1948) the addition of antacids did not improve the 
results when 50,000 to 100,000 units were given to 
children aged 2-12. Hildick-Smith et al. (1950), admuinis- 
tering a dose of approximately 3,000 units per Ib. of 
body weight with an antacid, obtained blood levels of 
0.08 unit per ml. or over in all 10 children at the end 
of three hours. i 5 

The experience from the present series demonstrates 
the value of simultaneous administration of an antacid 
With a dose of 2,000 to 5,999 units of penicillin per Jb. 
of body weight a blood level of 0.06 unit per mil. or 
over was obtained in only 54 of 80 test doses (67%) 
without antagjd, compared with 73 of 80 test doses 
(91%) when antacid was given. 

The comparison in individual cases of the results witb 
and without ‘antacid, but on the same dose, further 
demonstrates this point. Of 57 children thus compared, 
14 had a satisfactory level at three hours only when 
an antacid was given, but in one the effect was the 
opposite. 


i N oral use. 
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It is difficult to estimate the magnitude of the economy 
in penicillin achieved by the addition of an antacid. 
The results show that, when no antacid is given, at least 
6,000 units of penicillin per lb. of body weight must be, 
administered to ensure a level of 0.06 unit per ml. or 


over at three hours in more than 90% of the children. ', 


When an antacid i is given the minimal dose likely to have 
a similar effect, as it appears from the ‘table, is 3,000 
units per lb. of body weight. On this basis, the addition 
of an antacid would permit a reduction of approxi- 
mately 50% in the dosage of penicillin. 
Jt is generally advised that if penicillin is given orally 
the dose should be three to five (Poncher and Unna, 
. 1950 ; György and Lee, 1947) or four to eight (Herrell, 
1949) times larger thar the parenteral dose. As the 
recommended single dose for parenteral use in mild 
and nioderate infections is 500 units per Ib. of body 
_. Weight (or 4,000 units per 1b. per 24 hours in eight doses) 
. even an eightfold increase in dose is inadequate for 
When no antacid is given nothing short of 
12 times the parenteral dose can be trusted to produce 
satisfactory blood levels in most children. This would 


mean that a 10-year-old child would‘need more than’ 


3,000,000 units of penicillin a day, or more than 1,500,000 
units if an antacid were given at the same time. Another 
disadvantage is the three-hourly administration. ` This 
method of giving penicillin must therefore be weighed 
against the parenteral injection of ‘a slowly absorbed 


preparation such as procaine penicillin in 2% aluminium . 


monostearate, which is effective if given once every 
24 or 48 hours (Emery et al., 1949). . 
Summary 

Blood levels of penicillin after oral administration of the 
drug. ‘with and without an antacid have been estimated in 76 
children, who were given 208 test doses. 

To attain a reliable bacteriostatic level of 0.06 unit per 
ml. three hours after the ingestion the single dose of penicil- 
lin should be not smaller than 6,000 units per Ib. of body 
weight—that is, 48,000 units per lb. of body weight in 24 
hours. 

7 Simultaneous administration of an antacid may allow a 
reduction of this dose! by approximately 50%. 


We would like to thank Mrs. E. L. Henderson, matron of Ash 
Honse Hospital School, and her nursing staff for their co-opera- 
tion and assistance. The penicillin tablets were kindly supplied 
by Glaxo Laboratories Ltd., Greenford, Middlesex. 
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INSTILLATION OF STREPTOMYCIN 
INTO. THE PERICARDIAL SAC IN ` 
TUBERCULOUS PERICARDITIS 


BY f 
'R. P. K. COE, MD, MRCP. 
Consulting Physician, West Middlesex Hospital ; Late 
Medical Registrar, St. Helier Hospital, Carshalton 


Several çases of tuberculous pericarditis treated with 
streptomycin by the intramuscular route have been 
reported in the literature. Reference is made in a report 
of the Medical Research Council (1950) to one case of 
tuberculous pericardial effusion in which streptomycin 
was injected into the pericardial sac, but no, details or 
dosage were given. Tapie et al. (1950) also report the 
case of a man of 44 with chronic pulmonary tuberculosis 
who developed a pericardial effusion. They: gave five 
injections of streptomycin, totalling 1.15 g., into the 
pericardial sac without obvious improvement. 


The following case is recorded because it shows that 
streptomycin injected into the pericardial sac, in con- 
junction with streptomycin by the intramuscular route, 
constitutes a safe and rational form of treatment in 
tuberculous pericarditis with effusion, and that it may 
be beneficial, especially in cases characterized by rapid 
reactumulation of fluid after paracentesis. 


i. - Case Report ` f 
, A Post Office electrician aged 20, whose brother was suffer- 
ing from a pleural. effusion, was found to have enlarged 
hilar glands on mass radiography in September, 1948. He 
was asked to attend for furtber radiological examination, 
but did not do so. On January 8, 1949, he developed sub- 


sternal pain, malaise, fever, and vomiting, and two weeks, 


later was admitted to hospital. 
Examination on admission on January 22 revealed a well- 


‘built, pale, ill man, moderately dyspnoeic, and with a tem- 


perature of 103.2° F. (39.5° C.). There was pulsus paradoxus 
and moderate engorgement of the neck ‘veins, the apex beat 
was just palpable in the fifth left space in the mid-clavicular 


- line, and cardiac dullness extended from 1 in. (2.5 cm.) out- 


side the right sternal border to the mid-axillary line. Peri- 
cardial friction was heard over a’ wide area of the prae- 
cordium. ` There was ‘an‘area of dullness with. bronchial 
breathing and increased vocal resonance ‘over the left lower, 
chest posteriorly near the midline. The blood pressure was 
130/70. í 

Diagnostic pericardial paracentesis on January 26 yielded 
dark straw-coloured fluid which grew Mycobacterium 
tuberculosis on guinea-pig inoculation, but direct examination 
and Lowenstein culture, were negative. | 


On January 30 he developed cardiac tamponade, and 


32 oz. (907 ml.) of fluid was aspirated, with immediate relef 
of symptoms. Signs of tamponade returned, however, in- 
24 -hours, and a further 22 oz. (624 ml.) was aspirated the 
following day. Within the next two months recurrent 
tamponade necessitated five further aspirations, and amounts 
varying from 14 to 32 oz. (397 to 907 ml.) were removed 
on each occasion. - 


Intramuscular streptomycin, 0.5 g. twice daily, was started 
on February 12, and, although tbis resulted i in some lowering 
of the temperature, the pericardial effusion continued to 
accumulate at about the same rate as before. It was there- 
fore decided to give streptomycin into the pericardial sac. 
On March 24-1 g. dissolved in 2 ml. of water was injected. 
into the effusion. The procedure was repeated weekly for 
another five weeks. ‘No adverse’ effects occurred , and after 


the third injection there was a considerable drop in fever. 


i 
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The fluid re-formed very slowly, only 6 oz. (170 ml.) being 
aspirated on two occasions after beginning treatment (see 
Chart). ; 

On April 21 he developed a ‘left-sided pleural effusion, 
which was aspirated several times. Intramuscular strepto- 
mycin was stopped on May 2 because of toxic symptoms, 

On May 3 there were signs of superior mediastinal obstruc- 
tlon and a large mass of enlarged mediastinal glands was 
seen on radiological~examination. Two weeks later ascites, 
oedema of the legs, and enlargement of the liver to 3 in. 
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Chart showing maximum daily temperatures, EETA iii and amounts 


of pericardial effusion aspirat 


(7.6 cm.) below the costal margin were present. All these 
manifestations were unaccompanied by any notable recur- 
rence of fever or toxaemia, and they slowly subsided with 
rest in bed over the course of the next six months. 

When last seen (May 6, 1950) the patient was extremely 
well and back at full work, and was able to walk five to 


six miles (8 to 9.7 km.) at a brisk pace without dyspnoea.. 


Radiologically there was moderate enlargement of the 
cardiac. shadow, with slightly diminished cardiac pulsation, 


‘ and still some enlargement of the hilar glands on the right: 


side, The blood sedimentation raté was.2 mm. per hour 
(Westergren, 200 mm.). ran 


I wish to ‘thank Dr. J. B. Harman for permission to publish 
this case. , 
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Perforated Peptic Ulcer of Meckel’s 
_ Diverticulum 


A case of Meckel’s diverticulum! containing gastric 
mucous membrane and presenting with perforation 
of an-associated peptic ulcer is described. The salient 
features are discussed, with special reference to the occur- 
rence of peptic ulceration in these cases. 








CASE REPORT 


A girl aged 7 was admitted to the children’s ward of 
Grantham General Hospital at 1 p.m. on Nóvember 14, 
1948. She had always been healthy until three days before 
admission, when she began to complain of diffuse vague 
abdominal pain. It was noted that the stool soon after the 
onset of the pain was dark red. . On the, day before admis- 
sion two small stools, of similar colour were again passed, 
and on that night, the pain became more Severe and was 
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‚definitely colicky in nature, doubling the patient up and 
preventing sleep. A small amount of ‘yellow fluid -was__ 
vomited two hours before admission, and the pain then 
continued as a dull” central abdominal ache. There were’ 
no urinary symptoms: ‘The bowels had been regular before 
the onget of the pain. 

On examination the temperature was 101° F. (38.3° C). 
pulse 140, and respirations 24. The abdomen showed 
generalized rigidity, maximum over the lower right rectus 
and right iliac fossa. Tenderness was present over the 
central part and right side of the abdomen, 
but there was no hyperaesthesia. Rebound 
tenderness was also present. There was 
‘dullness to percussion in both flanks, and 
shifting dullness could be demonstrated on 
moving the patient to one side or the other. 
. Peristaltic sounds were present. There was 
no tenderness on rectal examination, but a 
a smear of dark-red blood-stained faeces 

; (benzidine +++) was'seen on the examin- 
ing finger. The Hess capillary ‘fragility test 
was negative, and bleeding and clotting 

a ys times were normal. „A tentative diagnosis 
` of perforation of Meckel’s diverticulum was 
‘made and operation arranged. 

At operation, performed by Mr. F. J 
Jauch,.the peritoneal cavity was found’ to 
contain a large quantity of dark-red blood. 
Flecks of fibrin were adherent to the lower 
ileum, and a small Meckel diverticulum 
measuring 3 by 1, cm. was found arising 
from the antimesenteric border of the ileum 
about 18 in. (46 cm.) from the ileo-caecal valve. The’ 
diverticulum was adherent to the antimesenteric wall of 
the intestine for the whole of its length: except for the tip, 
and was covered with flecks of fibrin. At its base there was 
a small punched-out lenticular perforation measuring } in 
(0.6 cm.) in diameter. The ileum distal to the lesion was 
slightly distended and the coat was bluish im colour. The 
appendix was normal. No other lesion was detected’ in the 
abdomen. The diverticulum was then excised, together with 

,& diamond-shaped cuff of intestinal: wall surrounding it. 
Free dark-red! blood waS present in the intestinal lumen. 
The gap was sutured transversely, the excess blood mopped 
away from the peritoneal cavity, and the abdominal wall 
closed in layers without drainage. 

The patient made a satisfactory recovery from the opera- 
tion, being allowed up on November 16. A barium meal 
examination carried out on December 1 showed no abnor- 
mality and no delay in the passage of the meal through the 
small intestine. When last seen, on January 6, 1949, the 
patient was in good health, eating well, and ready to go 
„back to school. 

Pathological Report——Section shows typical gastric mucosa 
with numerous well-defined oxyntic cells. At the base of! 
the diverticulum encroaching on both ileal and gastric 
mucosa there is a subacute type of peptic ulcer which 
, bas pee ' 

This case is typical in many ways. It falls into the 
usual age group: 85% of the cases reviewed by Johnston ° 
and Renner (1934) were under 16, The perforation was 
preceded by haemorrhage—this is a common occurrence, 
70 to 80% of such perforated ulcers having been asso- 
‘ciated with haemorrhage. The blood passed per rectum 
was said to ġe unmixed with mucus, and this was con- 
firmed by rectal, examination. Schullinger and Stout 
(1934) stress this point in the differential. diagnosis from 
intussusception. The ulcer found at operation was mar- ` 
ginal—this is the usual site of ulcer associated with 
Meckel’s diverticulum—and there was an early attempt 
-at walling off the process, a point stressed by Vaughan 
and „Singer (1932). 
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However, incertain aspects the case differs from the 
typical picture. Thus, it occurred in a girl: of the cases 
recorded, only, 10 to 15% have occurred in females. 
There was an immediate preceding history of abdominal 
pain of three days’ duration: though this does occa- 
sionally occur, it is not common. The acute colicky pain 
complained of on the night before admission was prob- 
ably due to haemorrhage into the bowel with distension 
of the ileum. Gray stréssed that there is a sudden 
change from relative well-being to an acute illness in any 
acute lesion of Meckel’s diverticulum. In my case there 


XN 


was no sudden change and it is difficult to state when 


the perforation occurred. ` 
4 


My thanks are due to Mr. F. J. Jauch for permission to Publish 
this case and for helpful criticism and advice, to Mr. John Bruce, 
„and to Dr. R- B. T. Baldwin for the pathological report. 


Donap M. Hancock, M.B., Ch.B. 
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Reversible Papilloedema in 
Pernicious Anaemia 


' It 18 recognized that anaemia may be a factor in the 
causation, of papilloedema, yet reports of its occurrence 
in Addisonian pernicious anaemia are extremely rare.. 

ae Case REPORT 

A ship’s boatswain aged 58 was admitted to hospital on 
February 1, 1949, with severe pernicious anaemia of one 
month’s duration. In July, 1946, he first became ill, but 
was inadequately treated. His vision had been blurred, for 
three weeks, and three days before admission he noticed 

_ swelling of the arikles. . 7 
- On admission he was gravely ill, grossly anaemic, and 

_slightly jaundiced. There was slight pitting oedema over 

the sacrum. Enlargement of the liver, spleen, or lymph 
nodegs was not observed. The nutritional state was good 
and no source of blood loss’ was discovered. The. blood 
pressure was 120/50. There was no abnormality of the 
heart, lungs, abdominal organs, or nervous system. The 
urine contained an excess of urobilinogen but no bile salts 
or pigments and no albumin. 

A blood count on February 2 was: red cells, 1,030,000 
per c.mo.; haemoglobin, 4.9 g. per 100 ml.;° M.C.H., 
37.7 yy; white cells, 3,000 per cmm. Films showed macro- 
cytosis, poikilocytosis, polychromasia, reticulocytes 0.2%, 
and no malaria parasites. , 

“ Anahaemin ” produced a dramatic clinical and haemato- 
logical response with a reticulocyte “ crisis" of 29.2% nine 
days after the beginning of treatment. On March 19 his 

` blood count was: red cells, 4,880,000 per c.mm.; haemo- 
globin, 14 g. per 100 ml.—a gain of 3,850,000 red cells and 

, 91 g. of haemoglobin in 45 days, On February 27 a 

thrombocyte count was 533,170 per c.mm., with coagula- 

tion time 5 minutes 10 seconds and bleeding time 2 minutes 

15 seconds. “The sacral oedema had disappeared by the 

twelfth day of treatment. Serial blood pressures were nor- 

mal after the first week, and the Hess test for capillary 
resistance was consistently negative throughout his stay in 
hospital. He was discharged on April 4 for repatriation 

to England. i 


g _ OPHTHALMIC REPORT, 3 

On admission both pupils were contracted, ocular move- 
ments and intraocular tension were normal, and visual 
acuity (right 6/24, left 6/36) was not improved by lensés. 
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„Bilatera] papilloedema was more marked on the right than 
on the’ left; venous engorgement and multiple retinal 
haemorrhages were observed. The arteries seemed to be 


normal. In both fundi, haemorrhages overlapped the disk- 


margins and, more peripherally, multiple flame-shaped 
haemorrhages in the nerve-fibre layer were scattered in the 


nasal and-temporal areas. A deep oval-shaped haemor- ° 


rhage with clearly defined edge was seen one disk diameter 
supertemporally from the right optic disk. An inverted- 
comma-shaped haemorrhage projected anteriorly from the 
lower margin of the left macula, and one disk diameter 
below this a circular haemorrhage was seen in the deeper 
retinal layers.. ` ey . 

During the next month the papilloedema gradually sub- 
sided. On March 1 visual acuity was: right, 6/18, witb 
+2.25 D correctable to 6/6; left, 6/12 not improved with 
lenses. The haemorrhages were being absorbed on both 
sides and the swelling of the nerve heads had almost 
subsided. l N 4 

On March 15 the patient complained of blurred vision 
with the left eye. Examination next day revealed a fresh 
macular haemorrhage. Papilloedema had subsided and the 
disks were pale. 


On March 31 visual acuity was: right, 6/12, correctable i 


to 6/6; left, 6/24 not correctable by lenses. Nearly all i 


the haemorrhages originally seen had been absorbed and 


their previous sites were discovered with difficulty. The ' 


more recent left macular haemorrhage was being absorbed 
but was still evident, and the pallor of the disks was more 
pronounced on the right side’ than on the left. 


: / COMMENT > 

The pathogenesis of papilloedema, as of most`patho- 
logical types of oedema, -is obscure, Watkins et al. 
(1941) reported three cases of thrombocytopenic purpura 
and a case of anaemia due to bleeding gastric-ulcer in 
all of which papilloedema was noted. In discussing the 
mechanism, they postulated a local reaction of the tissues 
of the optic nerves to anoxaemia. A general oedema of 
the brain due to the same mechanism is also mentioned 
as a possible factor. They did not enlarge on this, 
‘but presumably increased capillary. permeability due to 


oxygen lack is responsible for the abnormal accumula- 


tion of extracellular fluid. It is not clear why this pro- 


- cess should affect one optic nerve more than the ‘other 


(in their fourth case the left, showed elevation of 4 to 
5 dioptres, the right only 1). 

Simpson (1948) reported three cases .of emphysema 
with papilloedema. 


cerebrospinal fluid pressure from cerebral vasodilatation 


_ due to oxygen lack and carbon dioxide accumulation 


in the arterial blood. It is possible that such a mechanism 
may operate in anaemia. However, these theories imply 


a threshold level of anoxaemia and cerebrospinal fluid - 


pressure beyond which one would ‘expect papilloedema 
to occur. Yet C.S.F. pressure may be high and many 
cases of severe anaemia may be seen without papill- 
oedema being obseryed. Furthermore, the swelling may 
-be much more prominent on one side than on the other 
It would seem, therefore, that there must be some local 
factor the nature of which is not apparent. 


This paper is submitted by permission of Mr. A. C. Turner, 
OBE, FRCSEd., Chief Medical Officer, Anglo-Iranian * Of) 


-Co ; 
TE i H. A. Rew, M.B., M.R.C.P.Ed. 
W. Harris, M.R.C.S., D.0.M.S 
Anglo-Iranian Oil Company. ‘ oo 
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DEVELOPMENT OF VISUAL RESPONSES / `- 


Vision. Its Development in Infant and Child. By 
- Arnold -Gesell, M.D., F. L. Ilg, M.D., and G: E. 
l Bullis. Assisted by V--Ilg, O.D., and G. N. Getman, 
O.D. (Pp. 329; 72 figures. £2 2s.) London: Hamish 
Hamilton. 1950. 
This book is unique in the literature and. therefore must 
excite- interest. Its genesis lies in the Yale Clinic of 
Child Development, which since 1911, has been con- 
ith the development of early human: behaviour. 
By an elaborate series of carefully controlled observa- 
. tions—much of it in photociné records through one-way 


. vision screens which leave the child and his attendants 


(when present) unembarrassed—the behaviour of. the 
child and his reactions to various visual stimuli . have 
been recorded and charted from birth at periodic inter- 
vals until school age. The study has even included the 


~ “ foetal infant ”—-the prematurely born infant—from the 


age of 28 weeks after conception. The research includes 
an astonishing number of observations relating not only 
to visual responses but to the whole system of tonic’and 
kinetic reflexes concerned in postural activities, in which 


the eyes are important agents. The study is a fascina-' 
‘ting one for the physiologist, the paediatrician, the. 


psychologist, and the ophthalmologist. The authors 
conclude that éven in his ocular equipment’ the infant 
‘or child is not a miniature adult, but is qualitatively,a 
different organism, constantly changing, “and théy hope 
that, if the techniques described are further elabor- 
“ated, an appraisal and supervision of the efficiency and 
development of the visual (and other) functions should 
be possible from the earliest stages of life. 

e book is interesting to read, but to appreciate 
it the reader must understand the-American language 
Moreover, he must understand that much of the exuber- 
ance—whereby the eye is described as the jewel- of 
organic evolution and Tarsius as leaping around -with 
suprasonic speed—is truly American in its delightful 
enthusiasm. : 


~ 
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RHEUMATIC DISEASES — 


Manual of. Rheumatic Diseases. By W. P. Holbrook, 

M.D., and D. F. Hill, M.D. (Pp. 182; illustrated. 
_ $4.25.) Chicago: The Yearbook Publishers-Inc. 1950. 
This book is dedicated to the general practitioner and 
justifies the intentions of its authors. They do not 
‘attempt to present a documented scientific treatise or to 
cover all aspects of the subject, but to provide a practi- 
cal guide to diagnosis and treatment, eSpecially in home 
practice. They give a timely warning against waiting 
for miracle drugs and cures while neglecting the simple 
methods directed to preventing the development of 
crippling and, deformity and raising resistance by atten- 
tion to the general health. They describe a basic routine 
line of treatment which will have a psychological effect, 
improve,.the general health, and serve as-a basis for such 
other methods as may be desirable. The authors hold 
that the most valuable physiotherapy is training’ the 
patient’s own muscles through carefully directed exer- 
cises, thus maintaining muscle tone and range of joint 
moverient and helping the circulation. They- warn 
against éxcessive use of heat treatments, for while 
t y 
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comforting.at the time they tend to keep the disease ` 


active and do more harm than good in the long run. 
, Transfusion is often helpful, but vaccines and many 
other procedures. which have been used in the past are 


. condemned as mainly worthless. Gold treatment has 


béen, found beneficial in’a large proportion of cases but 


~ demands careful supervision, signs of toxic effect being 


r 


sought and frequent blood examinations made. - Clear . 


instructions for its use dre given. A valuable feature 
of the book is the attention given to prevention of 
deformity, especially in home treatment. Tables of 


“4 


appropriate exercises are included, and the authors , 


emphasize- the importance of rest and avoidance of 
any exercise entailing over-use of inflamed or “painful 
joints. They recognize the. importance of trauma, 
postural and occupational strain, and general wear and 
tear in the aetiology of osteoarthritis. Excellent illus- 


trations guide the’ reader in the use and application of, 


splints, supports, crutches, and the like. 

_ The authors discuss the most. recent developments 
clearly but briefly. Cortisone and A.C.T.H., the adreno- 
corticotropic hormone, are fully described from their 
own practical experience. This is a. book which the 


general practitioner will find most helpful and which 


the specialist may read with pleasure and profit. 
va i Í- < 
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MEDICINE IN BULK 


The Practice of Medicine.~ By J. C. Meakins, C.B.E., 
MD, LLD., D.Sc. Fifth edition. (Pp. 1,558. £4 15s.) 
London: Henry Kimpton. | 1950. ` : 


Gravimetrically considered, this 


# 


is probably > the 


weightiest textbook of medicine yet published in’ 


one volume, and of its 1,500 pages over 1,000 come 
. from the pen of Professor Jonathan Meakins ‘himself 
It is a monument to his erudition, to the range of his 
knowledge, ‘and to his industry. -Yet the reviewer can- 
not do otherwise than ask himself to whom this huge 
volume is addressed. Is it intended as a companion 
to the student’s-medical studies or is it meant as a work 
of reference for the practitioner? It is too long, too 
detailed, and too much concerned with uncommon 
diseases for the first; for the opposite reasons it 
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.cannot play ‘the second róle. Perhaps: its handsome ~ 


format and. its wealth of illustrations may beguile the 
clinical tyro into expending £4 15s. on its purchase, 
but it is certain that no hard-driven student in his final 
year would make it the handbook for his qualifying 
examination. For all this, its success is proved by the 
demand for five editions in four years. fay 

These observations ‘are engendered by the increasing 
bulk of all the current textbooks of medicine, which 
reaches a critical level with the present work. There is 
need for an author who will write for students ; who 


will limit himself to essentials and principles, seeking- 


what he may omit rather than: what he may include ; 


and who will avoid the méretricious lure of “ encyclo- . 


_paedism.” No textbook can take the place of the great 
systems of medicine, and those who require information 


on rare diseases will always need to consult original — 


papers and monographs. - 

The individual sections in this book are excellent. Per- 
haps those on the respiratory and cardiovascular systems 
by Professor Meakins, and-that on the nervous systems 
by the late Dr. Peterson, deserve particular mention, 
The introductory chapter entitled “ An Introduction to 


~ the Practice of Medicine” reveals the boad view and Van 


f £ 


f: ~ 


\ 


` 


` 


t 


-p 


22 Jan. 6, 1951 
mature wisdom which mark the approach throughout 
the book. It is perhaps inevitable that the space’devoted 


to some diseases should seem excessive and to others ` 


inadequate ; thus three pages are occupied by the section 
on acute ‘diffuse lupus erythematosus, three-quarters of 
a page by the description of Bouchet’s disease, while 
the common and important complaint glandular: fever 
is allotted less than one page.. Although it approaches 
the limits of portability, this book has many excellences : 

not the least of these are its numerous illustrations and 


its fine printing. R. Boptey Scotr 


THE ELDERLY PROSTATE 


Leitfaden fir Prostatiker. By Professor J. Minder, 
M.D. (Pp. 68 ; 7 diagrams. M. 4.80.) Stuttgart: Georg 
Thieme? 1950. 
Most British doctors would probably agree that the less 
a patient knows about his complaint the better. It is 


ži just because of our knowledge that we doctors as a 


class are sometimes so troublesome to those to whom 
we appeal for advice on our: own poor bodies. “But 
here is a book which deliberately sets out to tell every 


. Man what may happen to his prostate. Anything more 
‘likely to make him a prey of the quack it is difficult to 


imagine. 

Yet for those-for whom it is -not intended, young 
doctors starting in practice, the book would be simply 
invaluable. The author gives a short and clear account 
of the anatomy of the prostate, of the mechanism of its 
enlargement, and of the way in which’ this may cause 
trouble. He draws a useful distinction between the 
troubles which age invariably brings and actual pro- 


- static disease, and carefully explains the means by which 


tbis can be recognized. With clarity and precision he 
describes the pathological changes in the bladder which 
giadually develop, the means by which to some extent 
they may be avoided, and the later effects of back 
pressure on the ureters and. kidneys. 

There is an admirable chapter on instrumentation and 
especially on the art of passing a catheter. Whether a 
patient could be expected to take such precautions is 
questionable, but there is no doubt that a doctor should, 
and many a doctor would be grateful for the hints given 
here. The author gives a full account of medical methods 
of maintaining asepsis in the bladder and of combating 
sepsis, should it arise, with the most modern methods of 
drug therapy. Operative methods are naturally only 
referred to briefly, but every surgeon will agree with the 
remark that, whatever new methods may be Introduced, 
“The best method is that in which the surgeon is most 
skilled and with which he has obtained the best results.” 


This little book is written in very.simple German and | 


with a clarity that is rare. It is full of really useful 
hints and will amply repay’ perusal. 
HENRY SOUTTAR. 
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: CHILDREN IN. COURT 

The Child and the Magistrate. By J. A. F. Watson. 

(Pp. 367. 12s. 6d.) London: Jonathan Cape. 1950. 
Although Mr. Watson is not a doctor, dis book can 
be safely recommended to any medical man who is 
clinically minded. This second edition of his well-known 
book, largely rewritten and brought up to date, must be 
studied as a textbook by every magistrate of a juvenile 
court, but it is written in such a way that \anyone who 
has to do with children can thoroughly enjoy it from 
beginning to end. Those of us who do not exclude 
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’ doctor. 


. readers. There is a gap in management left by the 
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psychological cases from our, out-patient clinics will 
recognize on every page the children with whom we 
‘are concerned, and it is very important for us to, be 
able to see these same children through the eye, the 
buman and kindly eye, of this magistrate. 

\If the book gives one qualms at all, it is by making 
one realize what a great deal depends, in the manage- 
ment of the delinquent who has arrived at the stage of - 
court proceedings, on the clinical sense and the human 
understanding of the magistrates, and there cannot be 
many in whom are combined (as they are in Mr. Watson 
and’ his colleague Mr. Basil Henriques) a love of children 
with a knowledge of the law and of court procedure. 
Sentimentality will not do. The complexities of the 
Education Act, 1944, the Children Act of 1948, the 
Criminal Justice Act of 1948, and the Justices of the 
Peace Act of 1949 have to be known to the magistrate « 
as anatomy and physiology have to be known to the 
Moreover, magistrates need to -keep in mind 
that it is “the public interest which, as a court of 
justice, must always be their paramount consideration.” 

I think that general practitioners as well as psychiatrists 
should know what to expect of the juvenile court, and 
there can be no better way of getting,this knowledge 
than through the enjoyment of this book. Incidentally, 
there are plenty of amusing tit-bits to help the reader 
along. ` 

There is one- thing which will come as new to many 


2 


serious attempt which is being made to eliminate cor- 
‘poral, punishment, This gap is to be filled by attendance 
centres, provision for which is laid down in the Criminal . 
Justice Act of 1948. However, only one exists as yet | 
Mr. Watson has great hopes from: this new provision, 
but one feels that their success will depend not only on 
the way they are run but on their being used by the 
magistrates for the right kind of case—that is to say, 
for the child who is able to make use of a limited 
corrective. 

D W. Winnicott. 
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PROGNOSIS OF FOETAL ASPHYXIA 


Doubts about the ultimate prognosis of severely 
asphyxiated infants at birth constantly assail those 
who are responsible for their resuscitation. Methods 
of obtaining information lack precision. The usual 
and less satisfactory one has been to correlate the 
clinical findings in a group of children, which is 
usually specially ‘selected, with the birth history. 
Schreiber? * inquired into the birth history of 900 
patients seen by him because of defects such as 


cerebral palsy and mental deficiency and found a- 


history of apnoea at birth in 70%. Faber’ investi- 
gated 99 children with mental deficiency, spasticity, 
or convulsions—in all of whom cerebral atrophy was 
demonstrated—and discovered there had been pro- 
longed apnoea or cyanosis at birth in 22. He thought 
that nitrous oxide anaesthesia, when given to the 
mother with less than 15% oxygen, carried with it a 
particularly grave risk of asphyxia to the foetus. 
Belnap and his colleagues,* examining 419 defective 
children aged 8 months to 14 years, ascribed 52% 
to birth injury and anoxia. Rosenfeld and Bradley® 
studied 673 children admitted to a psychiatric hos- 
pital for behaviour disorders in order to determine 
the effect of asphyxia in infancy on subsequent 
behaviour. There were 28 children with a history 
of difficult resuscitation at birth and 126 who had 
had severe whooping-cough. The authors found that 
the children with a history of asphyxia showed ‘a 
characteristic syndrome of unpredictable variability 
in mood, hypermobility, impulsiveness, lack of atten- 
tion, varying inability to recall material previously 
learhed, and conspicuous difficulty with arithmetic. 
A syndrome consisting of at least five of these six 
traits occurred more than eight times as frequently 
as in the control group. 

Preston’ reviewed the prenatal and natal history 
of a group of children, some of whom were chosen 
for study because of difficulty at birth. This, group, 
SAL Amer med, Ars, 1938, 111, 1263. OO 


a7 Pediat., 1940, 18, 297. 
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in which anoxia had occurred in 132 cases, was 
therefore a selected one. Those who had had lesser 
degrees of asphyxia were hyperactive and hyperexcit- 
able; those in whom the asphyxia had been more 
severe were apathetic and readily lost emotional 
control. Convulsions occurred in 28% of all these 
patients. The intelligencé quotient was within nor- 
mal limits in 74%. The children tended to lack 
concentration, to be difficult to discipline, to play 
badly with others, and to be slow to learn from 
experience. Gesell and Amatruda’ carried out a 
different form of investigation. In the course of 
their developmental examinations they picked out a 
group of infants with slight abnormalities in the 
pattern of movement, and with clumsiness and 
incoordination in finer manipulation. They were apt 
to have hyperactive reflexes, an exaggerated re- 
sponse to noise, early speech difficulties, and per- 
sonality deviations. All recovered completely without 
sequelae. They ascribed this to minimal birth injury, 
arguing, quite rightly, that the history of normal 
delivery by no means excludes the possibility of birth 
injury and asphyxia. 

A much more satisfactory method of observation 
is a longitudinal study, from birth onwards, of chil- 
dren who were known to have suffered asphyxia at 
birth. Darke? watched the development of 19 chil- 
dren who had severe asphyxia at birth and compared 
their 1.Q. with that of siblings or parents. Their 
mean LQ. was 88, and that of the controls was 100. 
Two of the 19 children had a higher I.Q. than the 
controls. Stevenson and Studrt® kept under observa- 
tion, 226 children who were in a poor physical con- 
dition at birth as a result of asphyxia, prolonged 
labour, prematurity, or maternal toxaemia. They 
found a-highly significant relationship between this 
poor physical condition and childhood maladjust- 


‘ment. In animal experiments Windle and Becker!’ 
submitted pregnant guinea-pigs to the effect of 


asphyxia. The offspring showed not only various 
motor disorders but such deviations from normal 
as feeding difficulties and unusual quiescence: histo- 
logical changes in the brain were demonstrated in 
65% of the animals at necropsy. Different results 
were reported by Keith and Norval,’? who followed 
216 children born after prolonged labour. One hun- 
dred and eleven had asphyxia livida or pallida, or 
delayed respiration for more than a minute. There 
were more deaths among the asphyxiated infants in 
the newborħ period than among the controls, but 
those who survived developed normally over a four- 
year period. Even severe asphyxia with delay of 
several minutes in the onset of respiration did not 
seem to have any effect on the survivors., The 
same authors described their results in more detail 
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, in another paper. Twenty-four out of 25 full-term 
babies who began breathing after a delay of 1-5 
“minutes, 15 gut of 16 who began after 6-10 minutes, 
and all. five who began after 11-15 minutes-were 
“normal at the age of 1 year and remained so. Simi- 
larly, McPhail and Hall," who tested the intelli: 
gence and behaviour of 34 children of school age 
who had been apnoeic at birth, found no abnor- 
malities among them. 
. Finally an informatiye report has ‘ant aopean 
from Belfast, where Campbell, Cheeseman, and Kil- 
. patrick™* examined the records of the Royal Mater- 
.nity Hospital in that city for the years 1938-41, and 
` selected for study all the infants who had been born 
in a condition of asphyxia pallida or asphyxia livida 
lasting for a stated period of over two minutes. In 
the end they were able to trace 61 out of 89 “ asphyxi- 
ated” infants and to compare them with’ a control 
group of 134 infants born at the same time. The 
examination of the children was so arranged that the 
clinicians did not know from which group a child 
came. The authors found no significant differences 
in the average physical measurements of the two 
groups of children, in haemoglobin levels, or in intelli- 
gence (assessed from Raven’s matrices). They con- 
clude that the results of their investigation do not.sup- 
port the hypothesis that asphyxia neonatorum: is a 
common cause of later physical, or mental retardation. 
There’ are great difficulties in the interpretation of 
these reports. It seems clear that those who are‘con- 


sulted about defective children are apt to obtain a ` 


too pessimistic view of the outconle of ‘foetal 
asphyxia. There’ can be little doubt that asphyxia 
can and does cause spasticity, convulsions, and 
mental deficiency, but it is not clear how often 
it does so; and it is still less clear whether it leads 
to behaviour disorders. A mentally or physically 
defective child is more likely to develop psychologi- 
cal disorders than other children, and any study 
designed to determine the relation of asphyxia at 
- birth to subsequent behaviour disorders should ex- 
clude such defective children. A special- difficulty 
is the absence of a yardstick by which to’ measure 
behaviour disorders. Behaviour which some would 
consider abnormal, others, with greater knowledge 
of normal child psychology, would consider normal. 
A child’s behaviour depends largely ón his inheritéd 
_ character and on environment, in particular the 
parental attitudes and management, and this might 
be related to the circumstances of his bifth. Elderly 
primiparae are more likely to have obstetrical diffi- 
culties than others, and the emotional background 
of an only child of elderly parents, particularly if 
there were severe obstetrical difficulties or other 
factors which might render another’ pregnancy 





impossible, could well lead to ‘overprotection and 
behaviour disorders. A further possibility is that a 
child may be cyanotic at birth because of cerebral 
agenesis, with its widespread effects on the nervous 
system, so that the subsequent defects need ‘not be 
the result of the asphyxia at all. t- g 

The answer to some of these problems can come 
only from the study -of larger series of cases, but 
here again there are difficulties. The higher the stan- 
dard of obstetrics the lower is the incidence of foetal 
asphyxia.’ Darke could find only 49 cases of: severe 


asphyxia out of 25,261 deliveries, and ‘only 19 of ` 
, these could be traced. ‘The investigation, which must 


be: adequately controlled, should include a standard. 
method of measuring the degree of asphyxia, such- 


as that of Flagg.** The development of the infant 


should be assessed by Gesell’s standards and by the: 


other accepted methods at later ages. The psycho- 


| 


\ 


logical examination should be undertaken by a physi-. ~ 


, cian or psychologist who is thoroughly conversant 
with normal child psychology and who does not. 


know, the birth history of the children whom he is 
examining. The results of such studies might do 
much to lessen the widespread pessimism about the 
outlook for these children, and they would certainly 
help doctors to give a sounder opinion to the parents. 





REGULATION OF BODY TEMPERATURE: 


The war gave great impetus to réséarch on the rela- 
tion of man to his working environment, and many 
of the observations have added to our store of bio- 
logical knowledge. Much attention- has been given 


` to the effects of changes in-the environmental tem- 


perature on the body temperature, and Glaser’? has 
recently reported the results of some of this work. 
When lightly clad men were subjected to an environ- 
mental temperature of 0° C. for 14 hours the rectal 
and skin temperatures decreased. The rectal tem- 
perature fell steadily to about 1° C. below the initia] 
level. 


the hand, was much more marked, though the course 


of the temperature change and the amount of the fall / 


were different in the two-skin areas, The forehead 
temperature decreased rapidly during the first 15 
minutes, then more slowly, until after 30 minutes 
it remained fairly constant at an average of 4° C. 
below the original reading. The hand temperature, 
„however, did not reach a steady value but fell pro- 
gressively by about 11°C. After the 14-hour period 
of cooling, the subjects were allowed either to rest at 


room temperature (17° C.), to do alternate periods’ 


of exercise and rest at room temperature, or to rest, 
_in a warm room (30°C.). Again the temperature’ 
( é 


t 


As might be expected, the reduction in Skin , 
temperature, as measured on the forehead and on ` 
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pattern varied between the different regions. The 
rectal temperature, surprisingly, continued to fall for 
about 15 minutes and then gradually rose over a 
period of one hour, when it became stable. The level 
at which ìt became stable, however, was always below 
. the reading taken before cooling, and, in the case of 
those subjects who had rested at room temperature, 
was actually below the last reading in the cold. On 
the other hand, the forehead and the hand tempera- 
tures immediately began to increase rapidly, and within 
14 hours settled down either distinctly above the first 
observation of the day if the subject sat in a warm 
environment, or regained the pre-experimenta] level 
if the subject remained at room temperature. 

In general the results show that the rectal and skin 
temperatures become fairly constant after about 1} 
hours’ warming. At this point it is presumed that a 
balance has been struck between heat production and 
heat loss, though the body temperature as measured 
in the rectum was not restored. This seems to indi- 
cate that the establishment of thermal balance takes 
precedence over the maintenance of a constant body 

temperature. If this is generally true, then perhaps 
the statement that man has efficient mechanisms to 
maintain a constant temperature should be modified 
to read that he has efficient mechanisms for the main- 
tenance of thermal balance. It is interesting to note 
that all of Glaser’s subjects felt comfortable within 
30 minutes of leaving the cold—some time before 
heat balance had been achieved—and they often had 
no sensation of cold even with a rectal temperature 
lower than that at which they had shivered or felt 
cold before. It is thus apparent that the sensation 
of warmth must be differentiated from the total heat 
content of the body. For instance, a person may feel 
warm when the body temperature is falling, provided 
that the skin temperature is such as to arouse a sensa- 
tion of warmth in the skin, and, in reverse, a person 
in thermal balance may feel cold because of a low 
skin temperature. Glaser therefore concludes that a 
satisfactory state of body temperature depends on 
balance or near balance between heat production and 
heat loss and a range of skin temperature which is 
subjectively comfortable. He found no relationship 
between recta] temperature and shivering or sweating. 
Shivering did not appear to depend on a fall of the 
rectal or the skin temperatures to any particular 
leve]. It usually began ?-1 hour after cooling had 
commenced, and its onset slowed down the fall of 
rectal temperature or even caused a slight rise, due no 
doubt to increased metabolism. The rectal tempera- 
ture at which shivering began varied from subject to 
subject and in any one individual from time to time. 
As Glaser points out, a relationship between rectal 
temperature and shivering appears highly improbable, 


REGULATION OF BODY TEMPERATURE 


Menica Jovina 25 





sınce there is no evidence that receptors which initiate 
shivering lie in the wall of the rectum. The sweating 
that occurred during warming was not related to the 
attainment of any particular rectal temperature: 
sometimes it occurred at a lower rectal tempera- 
ture than that at which the subject began to shiver 
on the same day. 

The unexpected finding that rectal temperature falls 
initially during warming may be due to'the peripheral 
vasodilatation that occurs immediately on entering a 
warm environment, increasing heat loss at the expense 
of deeper tissues. Another suggestion made by Glaser 
appears unlikely—that the temperature in the rectum 
may be affected by the temperature or quantity of 
blood returning from the lower limbs through the 
haemorrhoidal venous plexus to the inferior mesen- 
teric vein. The only connexions described are 
anastomoses between the veins of the buttock and 
the rectal veins. The rest of the blood returning from 
the lower limbs could perhaps affect the temperature 
of the blood in the rectum indirectly by cooling the 
blood in the iliac arteries. Glaser also points out that 
various parts of the body may change their tempera- 
ture within comparatively wide limits, while the body 
as a whole remains in a state of thermal balance or 
achieves a balance at a new level, and he suggests that 
the balance is maintained by the appropriate move- 
ment of blood between the periphery and the internal 
organs. Previous work*“ has shown that the reduc- 
tion of peripheral blood flow which is a consequence 
of cooling is accompanied by an increased intra- 
abdominal and cerebral blood flow, and that the oppo- 
site happens as a result of warming. It has also been 
suggested that blood may be diverted from the peri- 
phery to the lungs and vice versa during the redistri- 
bution process." In another paper Glaser’ has demon- 
strated that in a cold environment the vital capacity 
of the lungs is decreased as well as the volume of the 


arm, and in a hot environment both are increased. It 


seems reasonable to suppose that the cooling resulted 
in “movement” of blood from the limbs to the 
lungs, so reducing the vital capacity, while warming 
caused movement in the reverse direction with an 
increase in the vital capacity. Further evidence of 
this redistribution has been given by Grayson,® who 
has shown, as a result of a study of the temperature 
of the intestine exposed by colostomy or ileostomy, 
that within certain limits cooling causes an increased 
intestinal blood flow as well as a reduced peripheral 
blood flow and that warming has the opposite effect. 
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CHOREA 


It cannot be said that we know much more about chorea 
than did our grandfathers. It remains a puzzle that a 
disease apparently due to a profound disturbance of the 
central nervous system should fail to show histological 
changes in the nervous system and should leave no per- 
manent neurological defects. Nor is the nature of the 
connexion between chorea and rheumatism yet under- 
stood. A recent study from Scandinavia seeks once 
more to shed light on this. Lewis-Jonsson! surveyed 
all cases of chorea known to have occurred over a 
35-year period from 1910 to 1944 in a county in the 
south of Sweden. Out of 704 choreic patients whose 


fate was partly known there were 467 cases which at ‘ 


one time or another showed rheumatic signs—poly- 
arthritis, carditis, erythema annulare, or nodules. In 
22 cases the chorea was deemed secondary to another 
disease such as hemiplegia, cerebral neoplasm, encepha- 
litis, or Huntington’s familial chorea. There remained 
215 cases of cryptogenetic chorea. 

Analysis of the 467 cases of rheumatic chorea gave 
similar results to those reported by other authors: 
females were more than twice as common as males; 
the age of the youngest patient was 3 years, and most 
cases came within the 6-14 years age group; the onset 
was more often between November and May than at 
other times of the year, the seasonal incidence following 
a similar trend to that of rheumatic fever in the same 
region, In the group of patients with chorea of 
unexplained origin the seasonal incidence and the age 
of those affected were much the same as in the group 
of rheumatic choreics, and Lewis-Jonsson concludes that 
most of these cases are due to monosymptomatic rheu- 
matic infection. This view is supported by the fact 
that the proportion of those who are found to develop 


rheumatism rises as the period of observation is, 


lengthened. Thus Sutton and Dodge? found that, of 


- 91 cases of initially uncomplicated chorea, heart disease 


was present in 10% after 3 years, in 15% after 6 years, 
and in 40% after 10 years. Nevertheless there remains 
‚a large proportion of patients, probably over 50%, who 
never develop any other form of rheumatism.. 

If a patient has chorea with no past or present evi- 
dence of rheumatism, is it possible to tell whether or 
not he will eventually develop rheumatism ? According 
to Kagan and his colleagues? * the erythrocyte sedimen- 
tation rate enables this to be done, for after observing 
165 patients with chorea they concluded that a normal 
E.S.R. during a first attack indicated that rheumatism 
was not the cause. However, this conclusion is at vari- 
ance with that of Lewis-Jonsson, who found a normal 
E.S.R. in nearly half of a series of 150 cases of rheu- 
matic chorea. The experience of most clinicians is that 
if the E.S.R. is raised in chorea then some other rheu- 
matic sign, such as carditis, is usually present ; but that 
in uncomplicated chorea, even if the patient later 
develops rheumatism, the E.S.R. is usually normal. ‘Evi- 
dently the factor in rheumatic infection which causes 
a raised ES.R. is not the same as that which gives 
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rise to choreic symptoms. Chorea is a well-recognized 
complication of pregnancy. These patients are older 
than the average choreic, and the disorder tends to take 
a severe form, but in otber respects it does not differ 
from ordinary chorea. In particular, rheumatism is 
equally common, and in 7 out of 18 pregnant choreic 
patients in Lewis-Jonsson’s series rheumatic infection 
had preceded the chorea. The part played in chorea 
by emotional disturbance is another problematic feature. 
This is present to some degree in most cases, while in 
a minority the disease seems to have followed directly 
upon some mental trauma. This occurred in 59 of the 
215 cases of rheumatic chorea in LeWis-Jonsson’s series. 
As an alternative to this author’s view that uncompli- ` 
cated chorea is monosymptomatic rheumatism, .chorea 
might perhaps be regarded as a psychosomatic symptom 
which rheumatic subjects are peculiarly liable to develop 
and which can be‘provoked by a variety of stresses— 
emotional, metabolic, or infective, the commonest infec- 
tive factor being rheumatic fever itself. 

The facts known about this disease provide some ‘basis 
for its treatment. Clinical evidence of active rheu- 
matism, such as carditis, will of course mean that the 
patient needs rest in bed: in its absence strict physical 
rest will not necessarily be indicated, though hospital 
care, with or withoutjfull bed rest, may well have a part 
to play in helping the child to overcome its disorder. It 
is difficult for the patient's family to maintain that healthy 
neglect of the main symptom which may be an essential 
part of ‘treatment. Mild sedation apart, drugs have no 
part in treatment, while the little use that is now made 
of pyrotherapy—whether by the use of protein shock, 

* nirvanol,” or the “ hot-box "—indicates the ineffective- 
ness of such methods. 
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FATAL INTESTINAL OBSTRUCTION , 


There has been a steady fall in the mortality rate of 
intestinal obstruction treated surgically. In one series 
of cases in which the obstruction was uncomplicated by 
strangulation or carcinoma the mortality was as low as 
1%,! but in another series in which gangrenous bowel 
was found at operation over half the patients died.? 
Nemir and his colleagues? have tried to find out why 
the presence of strangulated gut should Have such an. 
adverse effect. By surgical means they induced total 
obstruction in dogs, with strangulation of part of the 
small intestine.. After the animals had recovered from 
the anaesthesia it was possible to ‘give continuous intra- 
venous infusions as they walked about the cage. Two 
different types of fluid were f8und to be extruded by 
the strangulated gut. A pink fluid came off the peri- 
toneal surface ; large quantities might collect within the 
peritoneal. cavity, and death occurred from oligaemic 
shock. When this loss of fluid was counteracted by 
intravenous infusion, death was postponed for only a 
few hours. The animals died suddenly soon after the 
first appearance in the blood of another pigment which 
was also found in the black fluid secreted within the 
lumen of the strangulated gut. It appeared that as soon' 
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as this fluid left the gut and was absorbed into the 
general circulation, where it could be identified spectro- 
scopically, the animal collapsed and died. Separate 
experiments showed that the pink fluid from the external 
surface of the gut was non-toxic to normal dogs, whereas 
the dark fluid was very toxic. The authors point out 
that the black pigment ts useful only for identifying this 
particular exudate, and they do not assume that the pig-, 
ment itself is toxic. Although cultures were made and 
were positive for a number of. organisms, they do not 
discuss the possibility that the factor responsible for 
death might be bacterial in origin. It would be interest- 
ing to repeat the experiments in dogs that have been 
given large quantities of penicillin. Although the toxic: 
factor remains unidentified, its source seems to have 
been established. Further support is given—if, indeed, 
any is needed—for early surgery, but it also behoves the 
surgeon to handle the strangulated gut with care to 
prevent any further dissemination of its poisonous 
contents. ` 
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A.C.T.H. TREATMENT OF ACUTE RHEUMATISM 


The interest aroused by the successful treatment of rheu- 
matoid arthritis with cortisone and pituitary adreno- 
corticotropic hormone (A.C.T.H.) has perhaps rather 
overshadowed the claim first made by Hench, Kendall, 
Slocumb, and Polley! that cortisone also favourably 
influenced acute rheumatism. If some method of treat- 
ment could be found which effectively arrested the course 
of acute rheumatism and rheumatic heart disease it 
would be not only of profound interest in the study of 
the disease but of inestimable value in eliminating an 
important cause of death among young people. A valu- 
able report on the effect of A.C.T.H on rheumatic fever 
and rheumatic carditis has come from Massell and his 
colleagues? in Boston. They studied 10 patients aged 
from 7 to 21 who between them showed most of the 
clinical manifestations of rheumatic fever. The first 
case reported is perhaps the most impressive. This was 
a girl, aged 11, admitted to hospital about a month after 
the onset of acute polyarthritis. She was severely ill, 
with a pericardial friction rub and extensive sub- 
cutaneous nodules—in fact, she belonged to that group 
of patients who are nearly always left on recovery with 
a severe cardiac lesion. She received A.C T.H for 51 
days in doses diminishing from 36 mg. to 2 mg. daily. 
Fever and joint pain disappeared in 24 hours dnd the 
pericardial friction in three days. Mitral and aortic 
murmurs could then be heard Improvement, however, 
continued, and at the end of the treatment her heart was 
normal clinically, electrocardiographically, and radio- 
logically. In the other cases the response was less 
dramatic. Reporting on the results obtained with cor- 
tisone or AC.T.H. in 11 cases of acute rheumatic fever, 
Hench and his colleagues? state that it will take months 
or years to determine whether these hormones will pre- 
vent the initial development or aggravation of rheumatic 
carditis. , 

It ıs important to remember that patients with rheu- 
matic fever as il] as`the first child can make, ‘though 
Clin , 1949, 24, 277 
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rarely, a complete clinical recovery. From these 10 cases 
it is clear that A.C.T.H. will control the fever and the 
arthritis of acute rheumatism in 24-48 hours, but so 
also will salicylates. :The difficulty is notorious of assess- 
ing the effect of any form of treatment in acute rheu- 
matism, which in different patients runs such a varying 
course, The only patient with chorea treated by Massell 
and his colleagues improved immediately, but choreic 
movements persisted for 30 days. Subcutaneous nodules 
were observed in three children under treatment; they 
remained present for 45 and 50 days in two and were 
still present at the time the report was written in the third. 
The sedimentation rate, too, remained raised for any- 
thing from 6 to 87 days. On withdrawal of the drug 
there was a return in some cases of fever and joint pain, 
which cleared up again when an increased dose of the 
drug was given. This phenomenon is of course well 
known during salicylate treatment. The tendency of 
A.C.T.H. to cause retention of fluids sometimes led to 
an exacerbation of congestive heart failure; this, how- 
ever, could be controlled by diuretics and restricted salt 
int@ke. Side-effects of the hormone treatment included 
the development of acne in six cases, roundness of the 
face in six cases, and striae in two. 

From these studies it appears that stimulation of the 
adrenal cortex by A.C.T.H. can certainly benefit acute 
rheumatism, though of course this does not necessarily 
mean that an endocrine defect is concerned in the aetio- 
logy. It is not clear from the report of the Boston 
workers whether A.C.T.H. arrests the rheumatic pro- 
cess or whether it merely controls some of the clinical 
manifestations of the disease. Many consider that the 
latter is all that can be claimed for salicylates. While 
the effect of A.C.T.H. on acute rheumatism is of very 
great importance in the study of the disease, it may in 
the end prove to be comparable to that of salicylates. 


SMALLPOX EPIDEMIC E 


Eleven cases of smallpox, including one death, had 
been reported in the Brighton area up to January 1 
(6 p.m.) (see page 48). The usual precautions are being 
taken to stop the spread of the disease, but cases 
may appear elsewhere, especially among people who 
have been in direct or indirect contact with the R.A.F. 
officer who introduced the infection from Karachi. In 
December this man made three train journeys between 
R.A.F. stations in Scotland and Brighton. Doctors 
throughout Britain should therefore bear in mind the 
possibility that smallpox may occur in patients unaware 
of any contact with a suspected case. Notable features 
of this epidemic are the lack of diagnostic signs and 
symptoms in the initial case, with consequent late diag- 
nosis, and the spread of infection to laundry workers 
by means of contaminated clothing. 
N e 


i 


We record with regret the death on December 30 of 
Mr. G. R. Girdlestone, who had an international repu- 
tation as an orthopaedic surgeon and was Nuffield 
Professor of Orthopaedic Surgery in the University of 
Oxford from 1937 to 1940. He was 69 years of age. 
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Most fungus infections of the skin involve only the desirable to examine scrapings before treàtment 1s | 
epidermis and its appendages, the hair and the nails, started so that the diagnosis may be assured. All too | 
with comparatively /little reaction of the underlying often this examination is left until a preliminary period 
‘tissues. For this reason they are not a very potent of treatment has failed, and the fungus may then be 
cause of serious disability except when complications Very difficult to find even though it was originally present i 
arise. Their increasıng prevalence, however, gives this and the cause of the trouble. For this examination a 
group of infections importance. I propose to deal with few scales or the roof of a vesicle are removed from 
them in roughly their order of Bequeney a in this“ country the margin of the affected area, placed on a microscope 
at the present time. slide, and flooded with 10% liquor potassae. ‘After 

- five or ten minutes the preparation is sufficiently softened - 

Tinea Pedis z to flatten out under pressure of thé coverslip and is then 


r 


‘This occurs in two very different clinical forms, which ‘ 
are, however, often associated together either simul- 7 : i 
taneously or at different times in the same patient. The 
vesicular form nearly always starts in the centre of the 
sole, under the arch of the foot, as a group of perhaps 
half a dézen watery vesicles of large pin-head size which 
after a few days become superficial pustules. At this 
stage irritation may be considerable, but the thickness 
of the corneous layer is usually sufficient to kern: the 
vesicles intact in spite of scratching. 

2 


The pustules gradually dry up and, as they N 80, 
'- take on a brownish colour so that they are eventually 
shed in the form of thick brown,scales a quarter of an 
inch or so across. It is a‘week or ten days before these 
scales are formed, and by this time fresh vesicles are 
often forming near by. This process.may continue for 
some weeks, eventually appearing. on the sides of 
the feet’and toes and even on the dorsum of the foot. 
Even without treatment, however, the process eventu- 
~ ‘ally seems to burn itself out and the attack subsides 
for a time. 

. The interdigital form develops more: insidiousty and 
may consist of no more than a maceration of the skin 
between the fourth and fifth toes, which the patient 
attributes to moisture. The eruption is usually a little 
more extensive, affecting the under surfaces of the fourth: 
and fifth toes and the skin between the third and fourth 

. toes as well. Thick white sodden scales are formed, and, 
with any unaccustomed walking, painful fissures are - 
likely to appear between and under the affected toes. 
Once this interdigital form of ringworm starts it seems 
to continue almost indefinitely, and probably forms a 
reservoir Of infection from which attacks of vesicular Skin scales showing fungus: unstained preparation, high power. 
ringworm on the sole periodically originate. . From a case at the Middlesex Hospital. 

A generation or so ago this kind of, ringworm was 
chiefly to be found in the Tropics and was spread in 
this country in the public schools and sports clubs. It 
has now become so widespread that the name “ athlete’s 
foot” is no longer merited. Dr. Jacqueline Walker 
has’ recorded that National Service men, on entry ‘to the 
Army, showed a 3.8% incidence of foot ringworm. ; 

The diagnosis is not always easy, and I believe that the Complications 
clinical appearances of both types of the disease may be . It is the complications of foot ringworm far more than 
mimicked by other affectiotis. For this reason it is most the disease itself which cause incapacity. They are 
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examined unstained with the high-power objective; In / 
an untreated case, fungus is usually easy to find after 
two or three minutes’ search (see Figure); if it is not 
found quickly it is better to take fresh scrapings rather 
than to spend a long time over any individual slide. 
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nearly always due to secondary infection with pyococci Zg 


or to contact dermatitis resulting from'the prolonged use po Tinea. Unguium a ace a 
of antiseptics and fungicides. : ` It is my impression that ringworm of the nails has ’ 
Was / become a good deal mére common in recent years 


Chuuically, the most constant physical sign is separation 
of the distal part of the nail from the nail bed with a 
-dirty yellow or orange discoloration. The nail usually 
becomes brittle, and may be ridged or furrowed. These 


In my experience,-the old-fashioned Whitfield’s oint- 
ment is still as good as anything. Now that ¢Coco-nut - 
oil is again available the original formula can be ‘used : 


B changes are, of course, produced by the fungus” growing 
Salicylic acid, I5 gr. (1 g) ` in the substance of the nail, the nail having been origin- 
Benzoic acid, 25 gr. (1.65 g.) ally well formed. ‘For this reason the changes of ring- 
Coco-nut oul, 6 drachms (21 ml.) 7 worm are usually confined to the distal balf of the nail 
Soft paraffin to one ounçe (30 g.) and the proximal part remains normal, This is perhaps 


The ointment should be liberally applied twice daily and the -most useful differential diagnostic point, since most 
the foot enclosed in a thin cotton sock or a single-layer’ Other affections of the nails are true dystrophies and 
of calico held: in place by normal socks or stockings. affect the mail matrix so that the irregularity of the nail is 

In recent years a good deal of research has been ' present from its first formation. Another useful diag- - 

, , carried out into fungicides, and several elegant prepara- nostic point is the fact that ringworm of the nail nearly 
tions are now on the market. There can be no d oubt always starts in one finger or toe and others are affected 

` . that most ‘of them are very effective, perhaps more so one by One et random. True dystrophies often affect 
‘than Whitfield’s ointment, but most of them are more all the nails simultaneously or, if they do not, are at : 
liable to cause contact sénsitivity and a severe form of an saat ti oe saci ra ad 
dermatitis which may be far worse than me original eens reacuon I0 tue s0 Oe TORPO AN 

jisease -4 , DO symptoms other than the ugly appearance and 


\ , lly. suffi awkwardness resulting from brittleness and discolora-, 
Three or four weeks’ treatment is usually: sufficient, ton, For this reason the patient will usually complain 


and during this period the patient must be schooled to of ringworm in a finger-nail, but an infected toe-nail 


the regimen which he, should adopt if he is to avoid may go unheeded, particularly if it is one of the smaller 
“recurrence. Recurrences are, of course, all too frequent. toes. 


In some cases they seem to be definitely related to re- 
infection by saak bare-foot in a club changing-room „Ringworm of the nails is caused by the same organ- 
or hotel bathroom. It is known that the organism may isms as those which may- give rise to ringworm on the: 
remain for months on an infected floor and that it may feet and elsewhere on the skin. ` An infected nail. may 
survive the ordinary process of washing with soap and therefore constitute a reservoir of infection from which 
_warm water. Once the patient has shown that he is tinea of’ the foot or groin may repeatedly develop. - 
` susceptible to this infection it is important that he | Although the diagnosis can often be made, with 
should get into the habit of never putting the bare foot: ‘Teasonable certainty on clinical grounds alone, it is 
to the floor even in his own home. Socks should be essential to make sure by finding the ftingus before, 
„sterilized either in the autoclave or by soaking for twelve embarking on the long and tedious treatment which. is’ 
“hours in 3% cresol before they are washed.. This, period necessary. Clippings of nail and the debris beneath are 
! of sock sterilization should continue for a week -or so steeped in 20% liquor potassae until macerated and 
after the akin has returned to normal, Bedroom slippers examined in the same way as scales. The fungus may - 
in which bare feet are placed should be either thrown be difficult to find, and repeated careful search may be 
away or packed with formalin swabs and enclosed inan necessary. F 
„airtight box for three days. Shoes which are worn with pE ‘ l 
‘socks need not be dealt with. . Treatment ; 

Sometimes, there is no history of reinfection, and in Sir Norman Walker referred to ringworm of the nails 
these ‘cases attacks often seem to follow unaccustomed as “a calamity which no decent person would wish on 
exercise in which the feet have perspired more than his worst enemy.” Treatment is difficult and exacting. 
‘usual. There is little doubt that excessive perspiration ‘and, to most patients, seems at first out of all proportion 
predisposes to infection, and it is impossible to say to the severity of the disease. It must be pointed out, 
whether the organism has been lying dormant in the skin however, and the patient must understand, that with half- 
during months of quiescence or whether there is, in measures the affected nails will never clear up ; they will. 
addition, a fresh infection from without. ‘remain a source of infection for the rest of the skin, | 

NOC It is therefore important for the, patient to avoid ‘and, as the years pass, more finger. and toe-nails dre- 
those things which are apt to lead to excessive per- likely to be involved. The great difficulty in treatment 
spiration of the feet. He should wear light shoes, arises because, the fungus grows in the substance of the 
avoiding rubber soles, and in summer open sandals are nail, the ‘solid: tissues of which protect the micro- 
helpful. Thin cashmere socks are usually ‘best. The organism from ‘fungicides. “X-ray treatment is without 
feet should be washed every day with soap “and water, effect. The problem,,therefore, is to remove the infected 

. gwabbed with industrial spirit, and. powdered with zinc nail and thus to expose the fungus to attack with anti- , 
. oxide and starch powder to which 2% of boric acid may | septics. 
be added. When recurrence takes place ‘the patient Conservative treatment consists + ‘in cutting away the 
should be carefully questioned in order to ascertain, if separated nail, as far as possible, with pointed scissors. 
possible, why the relapse occurred. A search should’ The nail plate must then be systematically scraped as 
also be made for ringworm infection elsewhere on the thin as can be borne; the best instrument for.the purpose 
skin, particularly in the naiis. i is a piece of broken glass of suitable size, and the 
4 : e] 
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scraping should occupy at least ten munutes every day. 
After the patent has scraped away as much as he can 
bear, a suitable application is 1:2,000 perchloride of 
mercury in 50% spirit. This treatment needs to be 
continued for two or three months. It is a treatment 
which requires a great deal of determination and perse- 
‘verance on the part of the patient. It is seldom possible 
to carry it out properly on any toe-nail except that of 
the big toe, and, since it is time-consuming, it is not 
likely to be successful if more than one or two nails are 
affected. -For these reasons I advise conservative treat- 
ment with any confidence only for an intelligent adult 
with one or two finger-nails affected. 


The alternative is removal of the affected nails. In | 


this way the bulk of the inaccessible fungus is removed, 


“ but it myst be remembered that the organism remains 


on the nail bed and will infect the new nail if it is not 
dealt with. The affected nails are therefore avulsed 
under local or general anaesthesia and the nail bed 
lightly curetted to remove debris. A, dressing of tulle 
gras may then’be applied and need not be changed for 
a few days. After four or five days the tenderness of 
the nail bed rapidly diminishes and the area may then 
“be dressed with Whitfield’s ointment twice daily. In 
the case of toe-nails, rest in bed will be necessary for 
a few days, but normal shoes can usually be worn after 
a week or so. Fingers must be kept covered With a 
finger-stall, preferably of leather : it’is not satisfactory 
for a rubber glove or finger-stall to be worn for long 
periods. Treatment with Whitfield’s ointment should 
continue for two or three months, by wh time the 
new nail will be growing up. 

Even this drastic treatment, with its Suc of. the 
normal life of the patient,-is not always successful, and 
it should be explained to the patient at the outset that, 


although this method is far more satisfactory than. 


conservative treatment, there is nevertheless a substan- 


_ tial risk of recurrence. If this occurs the more drastic 


step of excision of the nail matrix may be considered. 
On the toes, particularly the small toes, this involves 
little disfigurement, but many patients do not like the 
idea. However, the permanent loss of toe-nails con- 


- ¡stitutes no disability, and excision of the nail bed is 


probably wise in recurrent tinea of toe-nails if finger- 
nails are not already affected. Permanent removal of 
finger-nails constitutes as much disfigurement as tinea ' 
and some degree of disability as well. For this reason 
{ would advise repeated avulsion of finger-nails, if 
necessary, rather than coniplete excision. | | i 


Tinea Tonsurans a 


Had this article been written, four or five years ago 
scalp ringworm would have taken first place. It became 
very common during the war, but, as soon as more 
normal conditions were restored and treatment could be 
better organized, the disease was brought under control. 
` It is now comparatively uncommon. The clinical prob- 
lem has been -epitomized by Darier : “ Any multiple 
scaly patches or dry eczema localized to the scalp in 
children impose the need for a meticulous, search tor 
broken hairs. ... ” 

This type of ringworm is very seldom seen in adoles- 
cents or adults and affects principally children, espe- 
cially boys between 'the ages of 5 and 10. ‘The 
well-outlined scaly. patches are not truly bald, since 
ithe hairs do not fall out by the roots but snap off, 
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leaving the affected area covered with stumps.’ 
this is the characteristic picture, some ‘patients present 
no more than a scaling patch and’the hairs do not seem 
to become brittle. In nearly all types of scalp ring- 
worm the affected hairs fluoresce in ultra-violet light ; 
this is best seen with a, mercury vapour lamp screened 


‘with Wood’s glass, which cuts off most of the. visible 


rays. When this is shone on an affected scalp in a 
darkened room individual hairs containing the fungus 
shine conspicuously with a green fluorescence. In this 
way an ‘infected child can be picked out in a few 


v 
While. 


moments’ examination, and even single infected hairs > 


can be found at a stage when the disease could not 
be clinically diagnosed. For this reason a lamp to pro- 


vide Wood's light is essential for the examination of ` 
contacts, the prevention of epidemics, and the detec-.’ 


tion of relapses. The fluorescence produced by soft 
paraffin should be carefully distinguished ; it is of a blue 
colour, and of course can be removed by cleaning the 
hair with ether. 

Characteristic fluorescence with Wood’s light is patho- 
gnomonic. In cases of doubt, or if Wood’s light is not 
available, the diagnosis of ringworm should be con- 
firmed by examining a hair in the same way as scales. 
The fungus appears as a close mosaic of regular 
rounded spores encircling the hair-shaft. A proportion 
of cases of scalp ringworm are due to the organism of 
cat or dog Tingworm. Unlike ringworm ef the human 


type, these cases seldom occur in epidemics, since’ the - 


infection does not readily pass from gne human to 
another. 
_ only by culturing the organism. r 


Treatment 


The treatment of ringworm of the scalp presents a 
problem similar to that of ringworm of the nails, The 
organism is protected bythe relatively impervious 
material—in this case the hair-shaft—in which it grows 


The search for a fungicide and for a vehicle which ` 


would penetrate into the hair-shaft was being actively 
pursued in this country a year or two ago. Now, how- 
ever, the disease has become comparatively rare, and it 
seems as though these researches are likely to come to a 
standstill. Since, up to now, no certain way of reaching 


the fungus has been found, successful treatment depends ` 


on the removal of the infected hairs. They cannot be 
removed manually, since they are brittle and break off, 
and the only successful method which has stood the test 
of time is epilation with x rays., When, carried out 
by an experienced operator this’ procedure is absolutely 
safe.’ The hair usually falls from the whole of the scalp 
about a couple of weeks after the x rays have been given 
and gradually grows again after a further lapse of three 
or four weeks. ` X rays have no effect on the fungus 
itself, and during the period of baldness Whitfield’s 
ointment should be rubbed into the whole of the scalp 
twice daily. 

This may seem a drastic treatment, but parents should 
be urged to adopt it without delay ; conservative treat- 
ment is exacting, time-consuming, and most uncertain 
in its results: 

A child with scalp ringworm should, so far as possible, 
be isolated from other children until after x-ray epilation 
is complete. Throughout this period he should wear a 
washable linen cap in order to minimize the spread of 
infection. The detection of a case of ringworm imposes 


a 


The distinction can be made with certainty 
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the need of routine examination of his brothers and 
sisters, playmates, and schoolfellows. For this purpose 
Wood's light is indispensable, 


Tinea Cruris 

This is usually caused by organisms which may also 
infect the feet or the nails. Known as dhobie itch, 
it was formerly chiefly familiar as a tropical infection 
contracted by wearing clothing which had been infected 
during laundering. The eruption appears as a bright 
red itchy disk on the inner aspect of the thigh two or 
three inches below the crutch. The affected area is 
scaly and sometimes there are a few tiny vesicles at the 
margin ; very often the margin is a little raised and 
palpable, with a tendency for the patch to clear up 
spontaneously in the centre. As the patch enlarges it 
extends to the inguinal region, thigh, perineum, or 
scrotum. In differential diagnosis this form of ringworm 
is to be distinguished from intertrigo ; the latter always 
starts exactly in the gfoin fold and not a few inches 
down on the thigh. Extending from the fold, it usually 
affects opposing surfaces symmetrically. At the margin 
of a patch of intertrigo follicular lesions are very often 
to be seen : tinea of the thigh is never follicular. Unless 
the clinical diagnosis is quite certain it is always best 
to remove a scale, preferably from the margin of the 
patch, and examine it microscopically. The fungus is 
easy to find. 


Treatment 


This form of ringworm responds well to treatment. 
Whitfield’s ointment may be rubbed into the affected 
patch twice daily for a fortnight or three weeks, and 
seldom fails. Recurrences are not very unusual and are 
probably most often due to a reservoir of infection on 
the feet or nails. In order to avoid reinfection from 
clothing, underwear should be boiled during the period 
of treatment. 


Pityriasis Versicolor 


It is difficult to say how common this type of ring- 
worm is; very often it is found on patients who are 
being examined for another purpose, and, although some 
patients complain of slight irritation, many people do 
not notice its presence. The eruption appears princi- 
pally on the back and front of the trunk and is made 
up of patches or sheets of a faint fawn or brownish 
colour. It is usually only when the patches are scraped 
that a fine adherent branny scaling becomes evident. 
The patches are well outlined, but there is no erythema 
‘or other alteration of the skin. When scales are 
examined microscopically, fine filaments of fungus can 
be seen together with clusters of spores. 

From the absence of any inflammatory change it is 
clear that this infection is extremely superficial. Symp- 
toms are negligible, and it is not easy to persuade 
patients to use messy ointments over a wide area of the 
body for such a trivial complaint, since there are indeed 
no complications. Because of this I usually give a 
lotion consisting of 50% spirit containing 1:2,000 
mercury perchloride to be swabbed over the affected 
areas twice daily. Underclothes should be boiled during 
the period of treatment. In practice, the eruption is 
rather resistant to treatment, and shows a strong ten- 
dency to relapse ; I suspect this is largely because it is 
so difficult to ensure that treatment is effectively carried 
out. 
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LORD HORDER 80 


Lord Horder, who is 80 years old on January 7, can look 
back on a life of unrivalled service to the profession and 
the public. Still having the physical energy and mental — 
alertness of a man many years younger than himself, he can, — 
too, look forward to giving—and we to receiving—many 
years of active and pertinent counsel in all those various 
aspects of life and medicine which have engaged and held 
his unflagging interest. As was said of him in the Sunday 
Times a year ago, “ The societies of which he is either presi- 
dent or chairman are mainly those which support the right of 
an individual to decide for himself those matters which con- 
cern only himself.” Some men prominent in public life come 
to assume a public mask. When on the public stage they 
play a part which has been carefully studied and rehearsed. 
But Lord Horder, on public and private occasions, has 
always been himself, forthright and direct in speech that at 
times has the precise sharpness of the etcher’s tool. He 
has been and is an individualist in the best meaning of this 
word. It is surely this, addedsto his brilliant qualities of 
mind and unusual capacity to observe what he sees, which 
has made him the supreme clinician of his day. It was an 
almost uncanny observation that led him to supply a criti- 
cal piece of evidence when he was called in during one ‘of 
the illnesses of Edward VII. 


It is just over forty years ago that Dr. Thomas Horder -~ 


(as he then was) published his classical description of sub- 
acute bacterial endocarditis. He was the first to isolate a — 
streptococcus from the blood in this disease and establish | 
it as an infective condition. This was the fruitful outcome 
of his early awareness of the importance of clinical 
pathology, the subject of his first published book in 1910. 
In the early years of his consulting practice he “did” his 
own pathology, with the help of what came to be known as 
“ Horder’s box,” containing test-tubes, culture tubes, blood- 
counting apparatus, and a blood-culture syringe. He brought 
clinical pathology to the bedside at a time when too many 
were content to bring only the bedside manner. Lord 
Horder’s clinical exemplar was that great Bart's physician 
and teacher to whom he was house-physician, Samuel Gee, 
and Bart's holds in grateful memory Gee’s house-physician 
who in the course of time also became a great physician and 
teacher in an institution which for over 800 years has been 
an active witness to the continuity of medical history. 








The Interrf&tional Hospital Federation’s News Bulletin 
reports some differences from British practice noted in a 
tour of Swedish hospitals. Bedpans are never sterilized, a 
good dousing in cold water being considered sufficient. 
Creeping plants in pots and boxes are often trained up the 
inside walls of wards and hospital rooms ; the patients like 
it, and doctors and nurses see no harm in it. 
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At a pathological meeting of - the eal Medical gh 
Institution on Thursday, December 14, Dr. R-E. Rewell; 
pathologist to the London Zoo; read a paper on “The 
Pathology of Captive- Wild Animals.” He said: that the 


size, shape, and metabolism of cells was limited and cone $ 
trolled by factors-independent of ‘the ‘dimensions and struc- 


ture of the whole animal. Thus a. granulosa-celled tumour. 
of the ovary had the same structure and might show the 


same variations in a small monkey as inia woman, or aş, 


in a gigantic whale. However, such tumours could: be 
found only in animals with Graafian follicles. 
in the structure. of organs conditioned local 
the results produced ‘by disease. Inflammatio) 
of a reptile, which has no. closed’ spaces, prod 
tion comparable. to enteritis in’ mammals; the. jung of a 
bird, with its “through and through” arrangement, became 
completely solid; while the numerous. blind ‘ends of a 
mammalian lung gave rise to the characteristic lobular 
consolidation. Differences in metabolism: must. be re- 
sponsible for such things asthe high incidence ofo 
Laennec’s cirrhosis of the liver in the Arabian camel. 
not seen in the closely related Bactrian camel, 
both are usually on the same diet while ina zoo. f 
boils in ungulates were due to a corynebacterium;: while- 
in Equidae arterial aneurysms were caused by the worm: 
Strongylus vulgaris... Some: of these pathological: con ; 
tions. might be useful in the selection of suitable experi- z 

mental animals -outside the range: of those cornmionly, 
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oo feeorded as due to influenza. 
“studied cases of pneumonia and other respiratory diseases 
“admitted to hospitals in Sheffield between . October, . 1947, 
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ROYAL SOCIETY OF MEDICINE 
AETIOLOGY OF PNEUMONIA 


The subject of pneumonia was discussed by the Section of 
Epidemiology and State Medicine of the Royal Society of 
Medicine on Friday, December 15, 1950. 

Dr. W. H. BRADLEY, from the chair, said that. the 


comparative mortality index of pneumonia {all forms), - 


taking 1938 as 1.0, had been 1.76 in 1911-15 and 
was 0.5 in 1948. There had been’some fall even before 
the introduction.of the sulphonamides in 1935, Deaths from 
all forms of pneumonia were 26,786 in 1935 and 20,792 in 
1949. Notifications were 46,401 in 1935 and 34,538 in 1949, 
Pneumonia remained a very sérious problem. 

Dr. J. G. Scappinc pointed out that it was impossible to 
classify pneumonias purely on an aetiological basis. Certain 
pneumonias were due primarily to a breakdown of the 
defences of the respiratory tract. -When this happened 
Organisms in’ the upper respiratory system not normally 
pathogenic might gain access to the alveoli and there cause 
an inflammatory reaction. He therefore divided pneumonias 
into two broad groups, the acute specific pneumonias and 
the aspiration ‘pneumonias. In the former group were 
cluded ‘pneumonias due to specific ‘bacteria, viruses, 
- rickettsiae, fungi, plasmodia, ‘chemical substances, and 
allergy. .He also included in this group pneumonias associ- 
ated with viruses such as those of influenza.and measles and 
due to the combined action of viruses and bacteria. Aspira- 
tion pneumonias were preceded by an upper respiratory tract 
infection or by bronchitis. Commonly the illness began 
insidiously and respiratory symptoms were prominent, in 
contrast to the typical virus pneumonia in ‘which constitu- 
tional symptoms predominated’; but it was admitted that in 
‘Mary..cases the clinical differentiation was difficult. i 
; Dr. Scadding gave an account of aetiological studies 
~ carried out by his group at the Postgraduate Medical School 
of London since October, 1949. There were 110 cases of 
pneumonia. He contrasted the low incidence of pneumo- 
coceal pneumonia (26%) in 1949-50 with the much higher 
incidence (68%) at the same hospital in 1938-9. Most 
«pneumococcal pneumonias. occurred during the winter 
c0 months, but they continued sporadically during the summer. 
SAN 10 staphylococcal pneumonias were seen. between 
October and April. There were eight cases with cold 
T agglutinin titres of 1: 256 or above, and these were all much 

younger than the average age for the series ; there were no 

constant clinical features and the cases were distributed 
throughout the year. There were.a few cases with serological 
` evidence of ornithosis or Q fever. The influenza B cases 
occurred from January to April, 1950, and were associated 
with pneumococcal or staphylococcal pneumonias, or with 
those of undetermined aetiology. In no fewer than 27 cases, 
which had had no chemotherapy before admission, no 
“aetiological agent could be identified. Eighteen were 
scattered lobular or segmental pneumonias, and most of the 
patients either had had a preceding upper respiratory 
“tract infection or were chronic bronchitic subjects. It there- 
fore seemed likely that some at least were essentially 
aspiration pneumonias. 

Professor C. H. Stuart-Harris considered that the 
majority of infections of the lung were due to hacteria, but 
he stressed the frequent association of pneumonia with 
upper respiratory tract infections at all ages, He had found 
a fairly close relationship between the pneumonia death rate 
from season to season and the deaths in the great towns 
With his colleagues he had 





and. April, 1949; He contrasted two phases within this 
period. The first phase extended ‘from October, 1947, to 
December, 1948, during which time anly two sporadic infec- 

tions with infidenza A virus were reci rded | among some 85 








cases studied. 


‘different clinical diagnoses, suggesting a Jack of any w 






_ Seventy 








epidemic of "i iflieasa A: 
studied ; there were 70 cases of. pn 
There was some contrast in faclenste 
phases ; staphylococcal infections were 
the second phase. Of nine cases, from wh 








































































with alea | in six. Durg this phase serol ygi 
for infuenza A were positive in 27 out of 57. cases | 
respiratory tract infection, in tt of 5 ses of non- 
pneumonia, and even in four out of seven case 
heart failure. Though some cases of cae a! 





ing a symbiotic attack by the two orga 
bined infection with pneumococci 
no more ill than those, infected wi 


cases of serait infection aiher 
Between June, 1949, and May. 1950, 24%. of 
clinically diagnosed as “influenza” or 
were positive for influenza B; 
pneumonia were positive and 16% of cases of 
pneumonia.” Twenty-one per cent of cases diag 

“atypical pneumonia ” had positive cold agglutini 
5.6% were positive for Q fever. The 26 cases serologic: 
diagnosed as ornithosis were evenly -distributed between 





defined clinical picture. Of these cases less than half 
any clear evidence of contact with pigeons, chicke : 
parrots. 

In this series cases positive to serologi 
thosis and Q fever were evenly distribut 
year. The influenza B cases occurred between Janua an 
April, 1950. Cases with cold agglutinins were seen. 
seasons but. were more frequent between December 
April. Positive titres for streptococcts MG occurred 
in those having significant titres of cold agglutin 

Dr. Marmion discussed the significance of th 
agglutinins. This test was positive in a high 
volunteers infected by the American Commission 
Respiratory Infections with filtered material from 
atypical pneumonia.” It was clear, therefore, 
reaction was associated with a virus ‘infectio 
brought forward. good evidence in favour of his co : 
virus being the infecting agent responsible, but thë € 
could not yet be regarded as conclusive. The positio: 
streptococcus MG was uncertain. It was not clear whet 
the organism caused pneumonia itself; or whether it 
symbiotic with a virus, in the same manner as‘ in swin 
influenza ; or whether the streptococcus MG share 
antigen with the causative virus. 





WHAT IS GENERAL PRACTICE? 


The first regular meeting of the newly formed. Ge 
Practice Section of the Royal Society of Medicin 
held on December 20, 1950, under the chairma 
Dr. G, F. ABERCROMBIE, when there was a disc 
“What is ieg practice ? ” 
Dr. G. BARBER (Great Dunmow), honorary 
of the Ses said that when the Section. was be 
this question was asked again and again, sô 
logical at the first meeting to face it and to defi 
as practised by the family doctor in $0- far as 
from hospital and specialist practice, 
He recalled an incident of 20. years ag 
doctor and the old. practitioner was. dy: 
in a little room, combined waiting- 
behind a partition of wood ai 
woman who was: p waiting. ‘say 




















at is wrong with them.” It had taken him 
: yi rs to realize that that good lady was right. Not 
-that one should not examine one’s patients and keep records 
. oofethem, but. what had been borne in upon him was that 
the good practitioner, in living constantly among his patients, 
sharing their life in village or town, knowing them and their 
work, the conditions under which they lived, their pursuits, 
vices, love affairs, and so on, got so intimate a knowledge 
of them that long and detailed examinations became 
superfluous in a number of cases. 





The Jungle and the Zoo 


‘The general practitioner, Dr. Barber went on, was a 
“oonaturalist, pursuing his quarry and studying its habits in 
< the jungle; the specialist observed only the specimens: in 
“the zoo, To put it in another way, the study of the one 
„Was in-vivo and. of the other in vitro. The essence of 
general practice was the study of ‘man in his natural 
environment. The specialist was handicapped by having 
“to take- a one-sided answer to his questions, whereas the 
general practitioner knew many of the answers automatic- 
ally. He knew his patient's heredity as well as his environ- 
ment, and that was often helpful, for instance, when 
the stress syndrome began to develop. One observed 
different members of a family tending to break down 
under the same stress or under different stresses in the 
same way. 
As medicine and surgery and the allied specialties became 
more complicated and their technique more and more a 
matter for experts who were at the same job all the time, 


many believed that the general. practitioner was doomed to. 
the role of an intelligent signpost. He believed directly the- 


. opposite. The patient could not be divided, and if any 
: special. aspect of: him had to be investigated it was the duty 
so the utmost limit of his understanding and to ensure that 
the ‘specialty was applied to the patient in full knowledge 
of -the..patient’s. circumstances. The general practitioner 
must.not.send his patient to hospital and forget all about 
him until he came back again. 
Responsibility in general practice was continuous, and 
sometimes took the practitioner a considerable distance away 
from general medicine.. General practice involved the treat- 
ment not so much of the. possible triviality which had.caused 
anxiety im the home, and perhaps in the neighbourhood, as 
of the herd panic itself. It was for the practitioner to allay 
that anxiety as well as actually to diagnose and treat the 
Tease 









Birth and Death 


At: no: time was this more marked than on the two great 
.--voceasions of birth and death. -At a birth there were more 
oo in the house than the mother and the child. There 
a “were: ‘the expectant father and grandparents, and their treat- 
ment could:be as great a trial to the general practitioner as 
the handling of the confinement itself. Death, again, was 
jomething which was the concern of general practice: there 
‘was not only the dying patient, who was usually the least 
L conscious of the concern he aroused, but his family and 
friends. The way in which the death was handled by the 
general. practitioner might make all the difference. In an 
age which must regretfully be described as irreligious, there 
often fell to the general practitioner on such occasions 

. something of the function of the priest. 
In chronic cases it was often said that nothing could be 
done. But general practice consisted in doing something 
“to make life as bearable as possible for the patient, and 
make him live as comfortably as he could*with his dis- 
ty. On the research side there were various matters 
ich might engage the practitioner’s attention, such as the 
‘vation of seasonal epidemics, not necessarily the serious 
lemics, but the minor cases, the transieat vertigo, nausea, 
ting, the epidemic myalgia, the occurrence at cer- 
a series of cases of acute backache or pain 



























doctor... They say he examines people: 





Dr. Barber said. in cdnclision that general practice s was 
still, and always would be, jast what the individual general 
practitioner made it. It was not a question of. definition 
by any medical body, but it was the general practitioner's 
own conception of service to his patients, exemplified by 
the standard of his work and his willingness to accept 
responsibility. It was the whole care of his patient in the 
normal environment and to the utmost extent. 


Experts in Environment . , 


Dr. J. D. Stmpson (Cambridge) said that the general 
practitioner knew but little of elaborate techniques ia 
diagnosis and treatment; he accepted them, and used 
them to advise or treat the patient in relation to his or 
her background, and it was of this environment that the 
general practitioner should have special knowledge. . 

Dr. Simpson gave instances in which the question of fit- 
ness for athletics came before the general practitioner, 
especially in a university town. On such. occasions he 
must rely on his knowledge of the patient, the game itself, 
and his own immediate judgment. 

Another problem was “fits and faints.” Just as one 
swallow did not make a summer, so one transient loss 
of consciousness did not justify a diagnosis of epilepsy. 
In these days of the worship of scientific investigation 
practitioners were often asked to have tests carried. out. 
An electroencephalogram: would in these circumstances, im 
9 cases out of 10. only confuse the issue, and so would the 
administration of phenobarbitone “ to stop any further fits,” 
unless the orginal attack had been seen by a really reliable 


witness and there was no question at all of the diagnosis. ~ 


A quick reference to “fits” in a medical students’ text- 
book would soon convince the patient that he had epilepsy 
with all its concomitant misery. How much better and 
more courageous to tell the patient that it was a “faint,” 
and to wait, without giving drugs, until the next attack, 
which might never occur. Sometimes, of course, the doctor 
would be wrong, and there might even be tragedy, but he 
maintained that the number of patients saved from the fear 
of a disease which they had- not got would amply justify 
this action. 


Research in General Practice 


Dr. Simpson added a word about research in -general 
practice. The opportunities for research were twofold. 
There was first the long-term collection of cases of a 
particular disease. When planning a definite investigation 
of this kind the practitioner should seek statistical advice 


at the outset and use a special form for his notes so that 


they might-be of real value. Nothir was more maddening 
than to’ look up a past case and. find that the notes were 
incomplete, so that the case could not be included in a series. 


His second. opportunity for research. was in the recogni- 


tion of clinical syndromes when these occurred in epidemics. 
For example, the speaker had recently had a group of cases 
of gastro-enteritis with such violent intestinal «colic. that 
heavy sedation had been necessary. 
cases within four days. Description of such outbreaks at 
meetings of the Section would be of the greatest value, 
In conclusion he summarized his views of the special 
responsibilities of the general practitioner as follows: 
(1) he should be expert in the environment of his patients ; 
(2) he should have the courage of his’ convictions and not 
be afraid ef accepting responsibility when this would save 
his patients fear and anxiety; (3) he should bring to the 
new Section of General Practice notes of the pattern of 
common diseases so that general practitioners could learn 
by discussion in the same way as their specialist. colleagues. 


“Only a G.P.” 


Dr. E. P. Scorr (Marylebone) declared that. general practi- 
tioners. were the backbone of the medical profession. There 
had -been-a slightly. ‘derogatory feeling about people who 
were in general ‘Practice—they were only G.P.s "—but 





He had had 10 such. 
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this- was. unjustified. There were certain attributes which 
every practitioner who wanted to be successful must possess. 
‘The most important was personality; the second, a know- 
dedge of his work. Perhaps the third should be luck, and 
‘the fourth a combination of a warm heart and warm hands. 
He quoted Lord Dawson of Penn as having said to him, 
“The treatment of patients is 50% the treatment of the 
relatives.” On the question-of research in general practice 
he mentioned the achievement of Sir James Mackenzie, who 
did all his research work in Birmingham as a general 
practitioner. 


Dr. C. H. Bitiincton (Haileybury) spoke of the interest 
of general practice at a public school; it was the more 
stimulating because it was concerned with health rather 
than with illness. Dr. Rayner (London) said that general 
practitioners very often did not pass on sufficient informa- 
tion when their patients went to the hospital or the specialist. 
Dr. Lawrence Duake (Reigate) said that the work of a 
general practitioner depended so much on the neighbour- 
hood in which he lived, the kind of practice he followed, 
_-and his individual personality that generalization was diffi- 
cult. Patients often expressed a desire to see a “ proper 
doctor.” -The general practitioner was a “ proper doctor.” 
All the rest were incomplete doctors. Doctors had some- 

_ “times been divided into- two categories—the “ tut-tutters ” 
-and:the “ pooh-poohers.” _ He specially deprecated the “ tut- 
ters,” for they somehow communicated their own real 
anxiety to the patient. At least half of the patients coming 
to his surgery suffered from some psychiatric upset. Some- 
times this was an overlay, but very often it was the main 
trouble. 


The Bottle of Medicine 


Dr. E. T. Huges (West Wales) said that when he looked 
at Sir Luke Fildes’s picture “The Doctor” (the original 
was in the Tate Gallery) it made him feel very humble. 
‘There was much that they, the younger men, could learn 
from the old family practitioner. He himself aerate a 
dear old country doctor of 83, and he learn@#: lesson a 
very few days after entering the practice. A’ Woman came 
in for a bottle of medicine, and with some pride he dis- 
pensed it quickly and deftly from the bottles on the shelf. 
The woman looked at it with suspicion. She evidently 
thought he had left something out. Later on he had an 
opportunity of watching how his old principal did it. He 
fingered the bottles carefully, choosing one and then another 
with great deliberation, and the pipe in his mouth added 
a certain leisurely dignity to the procee Probably 
the impression it made on the patient wa 
than the ingredients themselves. General® > , $ 
Dr. Hughes, was the practice of doctoring. Thëpecialist 
¿went into medicine as an intellectual pursuit, and thereby 
lost some of the sense of vocation. 






Telling the Patient 


Dr. L. W. Barren (Hampstead) said that general practi- 
tioners were the only people in the profession who looked 
after the whole person, and he did not think this could be 
done by teams. One of their jobs was to try tgyexplain to 
‘the patient what was the matter with him, a thing which he 
was not told in hospital. A cause of the frequent dis- 
‘satisfaction with hospital treatment was that, although the 
patient received proper attention, he often came out without 
ever learning the nature of his illness, and accordingly felt 
that he had been deprived of something. People sometimes 
spoke as if it was easy to persuade patients to be well. 
‘General practitioners knew how difficult it was. It was as 
big a sin to start an imaginary disease as it was to overlook 
the beginnings of a serious one. The general practitioner 
had not only to introduce the specialist to his patient, but 
in a sense to protect the patient from the specialist. Sad 
would be the lot of the patient in the hands of the specialist 
without the general practitioner in the background. 

Dr. M: C. ANprews (Wembley) said that it was not quite 
fair to suggest that the consultant treated the patient in the 


-lower than that found at the last Olympiad in Berli 














“zoo” .whereas the general 
“field,” A great deal could ) 
tant to come. as often as possible to 
and for that reason he tried- 
sultants he called in, and thus they: 
the patients, but- himself and his owr 
his patients. Dr. Andrews thought that 
such as the “ Radio Doctor,” and also articles 
So-and-So” in women’s journals, could well be dis 
with, but that much good might be done by brin 
groups of people who were suffering from: tl 
ability, as was already done in some cases with the 
or the partially blind. 

Dr. E. M. Diımock (Broxbourne) said that ge 
tioners by the way they handled the family. preve 
great deal of ill-health. He considered that the 
were making heavy weather with: lo! 
might have been picked out and dealt w 
tioners had had better encouragement 
schools. Dr. A. TaLBot RoGERS (Bromle y) spi 
general practitioner in committee work andin pla: 
medical service locally and centrally. Dr. $t. G. | 
Gray (Walthamstow) said that one of the troubles 
general practice was that the young met in Ospi 
not know what general practice was. The impo 
was that young men, before they specialized, 
something about what general practitioners did in 4 
of their work. All men before they went into a speciali 
should spend 6 to 12 months in general practice 

Dr. BARBER, in replying on the discussion, said ‘that 
course he had not suggested. that- the: general practi 
should refrain from examining his patient, but withou 
case history the examination might be futile. He agree: 
with Dr. Hughes about the value of the bottle of medici 
It should be borne in mind that the practitioner..when 
came into a home in which there was,sickn i 
therapeutic influence, or should do so, but ‘there was likely 
to be a return of anxiety after*he had left. The bottle 
medicine served as an emblem of his continuing autho: 







































































The annual report of the Government Chemist a M: 
1950, price Is.) contains many matters of medica e 
The department.acts as a kind of national public 
has to solve such problems as how to detect horse! 
sausages or wax in sweets, and to watch over the qua 
national flour and dried milk, which it reports to 
taining a high level. Indeed, the milling of the flour has 
slightly improved, since there is a drop in its fibre con’ 
the vitamin B, continues at just under 3ng./g., and: 
chalk is added per sack. But research is also. carriec 
During the Olympic Games, 1948, diet analyses of the for 
eaten by 28 competitors of eight natjonalities showed t 
the daily calorie intake of the athletes was on the’ 


Mexican was taking only 2,100 calories, while. on 
competitor had over 4,600. A suggestion that old 
out gravel pits should be filled up with dust. sie 
household refuse was studied to see whether’ lan 
thus be reclaimed, but analysis showed the dust to be: 
53% organic matter and experiment yielded a polluted 
Some of the investigations are more adventurous. Ain 
the calculus found in the gastro-intestinal tract of | 
whales which have been feeding on cuttlefish, is : 
on behalf of the Discovery Committee. By the an 
of fluorine in fossil bones it is possible to. go 
towards dating the skeletal remains of prehisto 


stead about 2,000 years old was. mad 
inconclusive; the x-ray diffra tio 1 pi 
were studied, and trace elemen 
comparisons or the compos 
clay, 
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Appendicitis 


Sir,—I read the article by Sir Cecil Wakeley and 
Mr. Peter Childs (December 16, p. 1347) with much interest, 
but with all respect I feel I must comment on one or two 
points, first out of fairness to my late chief, James Sherren, 

By and secondly as a result of my own experience. 
seco ©. [tis correctly stated that the number of deaths from acute 
appendicitis rapidly fell from 3.027 in 1938 to 1,970 in 1941, 
This was followed by a stationary period for three years. 
In’ 1945: a further fall began which is continuing, and the 
‘latest available figure (1947) shows 1,491 deaths. They also 
State that the two periods of improvement were due to the 
“introduction of sulphonamides and penicillin respectively. 
H so, why the three-year mid-war period when there was no 
~ lack of supplies of antibiotics 2? A more likely explanation 
is that evacuated children were scattered over the country, 
commonly away from parental supervision, under the care of 
overworked and often elderly practitioners, and with only 
cottage hospital facilities in many cases. Sulphonamides 
and penicillin have doubtless helped, but other factors are 
of importance in this welcome reduction in mortality, as I 
have already suggested in a recent article (Clin. J., 1950, 

79, 182). 

_“ Parents, practitioners, and surgeons all played a part in 
achieving this welcome improvement-—parents because they now 
but rarely pour castor oil into unwilling stomachs, practitioners 
on account of earlier diagnosis and a greater sense of urgency, 
and ‘surgeons ‘because the danger of the rule-of-thumb method 
of immediate operation on all cases. is increasingly appreciated, 
and expectant treatment is rightly considered in cases who are 
“too late for the early operation, and too early for the late one.’ 


Sulphonamides and penicillin also deserve credit in helping to 
control infection.” 








It is stated, “If the diagnosis is appendicitis, and if it is 
clearly not. chronic, Operation is urgent. There is no place 
for expectant treatment.” Also we are reminded that, since 
T advocated expectant treatment in an article in 1937, “the 
following have been added to the surgeon’s armamentarium: 
sulphonamides, penicillin, intravenous drip therapy, and 
gastric suction.” It is obvious that these new additions are 

just as valuable in cases treated expectantly as for those 
operated on at any time. The three cases, referred to in the 
‘article, in which the expectant treatment of “appendix 
Mass.” failed were certainly unfortunate, but over a large 
_ series of cases at least 90% were found to subside with the 
recent additions to the surgeon's armamentarium. 
< As admitted in the article, appendicectomy is now always 
possible if an immediate operation is performed. It is 
stated, “ Where an abscess was found surrounding the appen- 
dix the appendix was removed whenever possible ” ; also, in 
the case’ of an appendix abscess “ the appendix was not 
removed unless it was readily accessible,” These patients, 
aving ‘survived the exploratory operation, presumably 
mitted to a second operation for appendicectomy. 
There are. many ‘other points one would like to raise, but 
- Space forbids, so I conclude with and endorse the statement 
“of James Sherren, who after twenty years’ experience at the 
London Hospital: wrote in one of his last Papers (British 
Medical Journal, 1925, 1, 727), “ The only change I have 
“Made has been to greater conservation and more patience in 
dealing with cases of appendix abscess.”—{ am, etc., 
London, W.1, R. J. McNeuL Love. 
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_. SR.—Sir Cecil Wakeley and Mr. P, Childs are to be con- 
-gratulated on their 217. cases of appendicitis without a death 

‘December 16, p. 1347). A benign gremlin must be looking 
after their cases, for in combining a recommendation of the 
split incision with a condemnation of expectant treat- 
n fate. cases they are surely doing a disservice to 













Admittedly the most important adverse factorin morbidity 
and mortality in acute appendicitis is late diagnosis.” The 
next most important adverse factor. is the -indiscriminate 
employment of the muscle-split incision. This incision has 
been taught in our medical schools and practised all over the 
country since operation first became recognized as the correct 
treatment for acute appendicitis. Yet it is a bad incision, 
with little to recommend it. 


The commonest canse of death in acute appendicitis is intestinal 
obstruction. This“is duc to peritonitis, either localized or 
generalized, and now happily amenable to considerable control is 
by chemotherapy, gastric suction, and intravenous drip therapy. 
But the tendency to intestinal obstruction is aggravated by trauma, 
to the oedematous tissues in the ileo-caecal angle at the time of- 
operation, especially to the last inch of the ileum. In the presence . 
of acutely swollen and oedematous tissues it is often very. dith- 
cult to deliver the appendix from the retro-caecal or pelvic 
Positions (the commonest) through the limited exposure of the 
miuscle-split incision, and even if the incision is enlarged by the... 
Rutherford Morison muscle-cutting method the decision to do 
so is made only after considerable trauma has occurred, The’ 
mere skilful the surgeon the less is the trauma, but no surgeon of 
experience can look back over his career and not recollect many 
difficult struggles to deliver an appendix through a muscle-split 
incision. Moreover, the operation for acute appendicitis is par 
excellence the training operation for house-surgeons and registrars 
all over the country, and so long as they are taught to make this 
incision they too will struggle and learn by bitter experience, and 
the mortality rate from acute appendicitis will not improve, 

It is not sufficient to make a diagnosis of acute appendicitis, 
The surgeon should assess in his mind as far as possible the 
position of the appendix and the probable extent of oedema and 
induration. of surrounding tissues, the length of history being the 
Most important factor to bear in mind. The incision should be 
planned accordingly. In 90% of cases it will be found that the 
right. paramedian incision, extending from- the- level of the 
nee as to one inch above the pubis, will give an. easy and 
adequate exposure through which the caecum and terminal ileum ` 
can be gently eleveied and drawn towards the. midline with a 
minimum of trauma, and the appendix removed no matter in what 





Dositirit may be. Gentleness in the handling of acutely 
inflamed nes is the key to the further reduction in mortality 


in acute appendicitis. It is also the key to the reduction of 
wound infection, which is more common in muscle-split incisions, 
which require retraction, sometimes forceful, than in paramedian 
incisions, which require none. If a localized appendix abscess in 
the right iliac fossa requires drainage, a muscle-split incision over 
it is the best approach. Similarly, in a late case in which the 
appendix is judged to lie in the high retrocaecal or paracolic 
Positions, a Rutherford Morison incision ab initio is the best 








approach. In a! other instances the paramedian incision is the 
best, partic 30 for the pelvic appendix, in which. correct” 
diagnosis often delayed. f 

The mu split incision as a routine must go. It is a relic of 


the past, of thé bad old days of indifferent anaesthesia, 


* 


The recommendation of the muscle-split incision for acute 
appendicitis is debatable. Its recommendation for chronic 
appendicitis is bad surgical teaching. The authors admit 
in Table IV that in 12 out of 39 cases so treated the 
appendices were normal on pathological examination. Why, 
then, the muscle-split incision, and what was wrong with 
these 12 patients? In all cases of co-called chronic appendi- 
citis the paramedian incision should be made, so that the 
pelvic ans and terminal ileum and mesentery can be 
examined and the gall-bladder and kidney palpated. Many 
patients who have subsequent operations for pain in the right 
side of the abdomen already bear the tell-tale small scar in. 
the right iliac fossa of which they and their surgeons were 
once so proud but with which they are now so disappointed, 
—I am, ete.; 


Amersham, Buçr- ROBERT STRANG. 


Six,—Sir Cecil Wakeley and Mr. Peter Childs (December 
16, p. 1347) have again focused attention. on this important 
subject. I do nof think it is sufficiently realized how 
ignorant the sineral public is of the symptoms of 
appendicitis, and how prevalent-is the pernicious custom of 
taking a pawgative, particularly castor oil, when abdominal 
pain comes on. - Four recent cases have shown me hew even 
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-among intelligent well-educated people this dangerous trust 


in the castor-oil bottle persists, sometimes with disastrous 
results. 


hii Case 1.—A woman, 75 years of age, had a central abdominal 
“pain, accompanied by vomiting. The pain moved to the right iliac 
fosga next day. Her daughter, a school teacher, gave her a large 
dose of castor oil on the following day, and the symptoms 
became much more severe; her doctor, however, was not called 
in till the day after, A few hours later I removed her gangrenous 
perforated retrocaecal appendix; a faecolith was lying near by in 
_ the poorly walled-off abstess cavity in the right iliac fossa, ahd 
“peritonitis was spe Drainage of the abdomen was neces- 
sary. Severe ‘paralytic ileus ensued, and her condition was pre- 
carious in the extreme for a fortnight. Fortunately, with chemo- 
therapy, gastric suction, a blood transfusion, and intravenous 
fluids, she rallied, and eventually made an excellent recovery, 
Case, 2——-A man aged 48 had “ crampy pains” in the 


A appef abdomen following a hearty dinner. Next day the pain had 


uted to the right side, He took a large dose of castor oil, 
nd, though his bowels moved, the pain grew steadily worse. He 
called: in “his doctor on the afternoon of the day following. 
By this time he was feeling pretty ill and was extremely tender 
in the right iliac fossa, At operation that evening I removed a 
perforated retrocaecal appendix from a well-walled-off abscess in 
the right iliac fossa, and drained the abdomen with a strip of 
corrugated rubber down to the appendix site. He made an 
uninterrupted. recovery, after a full course of penicillin and 
sulphonamides. e i 

Case 3.—A woman, aged 72 and extremely obese, had central 
abdominal pain and vomiting. Next day she took a large dose 
of castor oil. The pain became worse, and she was admitted to 
hospital late that evening. Her urine was loaded with pus cells, 
and she was observed for some hours as. a possible case of right 
pyelitis, Tenderness and resistance increased in the right iliac 
fossa, and } operated on her on the following day. At operation 
a gangrenous perforated retrocaecal appendix was removed, and 
the abdomen and abdominal wall drained. She made an 
uninterrupted recovery. 

Case 4.—A man aged 69 had central abdominal pain at 
3 a.m. following a dinner party. He vomited; and in the morn- 
ing he took a large dose of castor oil. The pain moved to the 
right iliac fossa, and became severe. His doctor was called in 
that evening at 7 p.m. Two hours later I removed an appendix 
lying in the subcaecal position, 6 in. (15 cm.) long, black the whole 
way, with a faecolith blocking it atthe base, and the lumen full 
~ of dark fluid. Local peritoneal reaction was slight. Fortunately 
the removal of the appendix was easy, and recovery was 
uneventful. 


These cases illustrate what has been noted frequently — 


before : that castor oil, taken for abdominal pain which 


=< happens to be the start of an acute obstructive appendicitis, 


acts in the abdomen like a match applied toa powder maga- 
“zine. It stimulates a vigorous peristalsis and so accelerates 
the progress of necrosis of the appendix wall at the site of 
the obstruction (usually a faecolith), with consequent per- 
foration and discharge of the highly infected contents into a 
peritoneal cavity which sometimes has not had time to 
prepare effective barriers. 

As no one can tell if colicky central. abdominal pain is 
not the commencement of an attack of acute appendicitis, the 
administration of a purgative, particularly castor oil, in such 
a complaint is obviously an extremely risky and unwise 
procedure. There would seem. to be considerable scope 
here, therefore, for members of the medical profession to 
enlighten and educate their patients, and so help to lessen 
the dangers of this disease, and also give the surgeon a 
chance to remove the appendix before it has perforated. 
—I am, etc., 

Edinburgh. J. A. Ross. 


Economics and Medicine 


Sir,—-In the many discussions that preceded the introduc- 
tion of the National Health Service, speakers rarely talked 
finance. and when they did were not infrequently rebuked 
that we were rightly more deeply concerned with ethics and 
high prificiples. Some of- us felt that in the course of time 
economics would enter the picture. Hopes were pitched 
high on the prospect of bigger and better hospitals, fine 
‘equipment, great opportunities, and no financial restrictions. 
All this might have been possible in an expanding and 











flourishing national economy. However, for many reasons, 
including inflation and the cost of defensive rearmament; the” 
funds have not been available. Boards of governors. 
been placed on a restrictive budget, new buildings: and 

ive preparations 



















equipment have been deferred, and expensi 
such as penicillin and hormones curtailed to e 
As to general practitioners, financial terms of: € 
produced hardships, and serious negotiations ‘are afoot 
inflation proceeds, these hardships will increase.’ Ev 
socialist medical association has sent a telegram’ to 
Minister: ‘‘ We want increased salaries and better worki 
conditions.” As to. consultants, those who have look 
entirely or largely to a fixed salary, by the week or by session, 
do not find financial conditions easy. Those who still | 
largely to private practice may have noted that “ Harle: 
Street,” as always, tends to reflect general: economic condi 
tions and that higher fees proportional to inflat 
popular. Consultant trainees are finding few-s! 
as the hospital service has not been able t 
initially hoped. 
_ What does the future hold ? Current articles in eco 
and financial journals take the view that adequate increase: 
taxation to meet the Government's financial burden is not: 
feasible and is apt to defeat its own purpose. They turn to- 
the question of cutting Government expenditure (although 
it is more realistically a problem of stopping it automatically. 
rising), and they end: “ How in these circumstances. can the: 
Welfare State survive?” Some point: more direct! 
National Health Service. No one knows- the f , but 
all the trends point to the danger of a lower economic status” 
for the doctor unless some reorientation. is-possible. 1 would 
suggest the need for a permanent economic advisory c 
mittee, including economists, to study these problems... 
My own reflections are as follows: financial conditions for 
hospital residents and registrars were determined by`-the 
existence of a large body of ex-Service men, They should 
now revert, after an appropriate interval-of notice, to those 
of the order believed adequate in pre-war days. Marriage 
for the young doctor could reasonably be deferred until the 
age of 30 unless special circumstances determine otherwise. 
Moderately senior consultants might consider whet 
could give up some of their hospital sessions to mak 
for a proportion of the trainee consultants, -2 
involve some temporary hardship, but a return to. 
balanced proportion of private work would in the 
period prove generally beneficial and prudent, 
It may be that sufficient private work would not 
all, and some reduction of fees instead of augmentatiot 
might call temporarily for harder work and less reward. In 
my view, under these circumstances there will always bs 
number of patients who are willing to pay for such private 
consultations, and the argument that there are not enough 
consultants for the national health scheme no longer holds: 
This might also be the-trend ‘of events in general practice. 
Interest in insurance and provident schemes for meeting ill- 
ness should be revived and encouraged. The.pendulum. 
swung too far and too fast, as the late Lord Dawson fe 
it might ; and its correction will relieve the burden’ of the 
Government and the hospitals, and leave, the profession: 
a more prudent position to maintain their proper economi 
and social status, and to meet the adversities of economies 
as well as relentless economics.—I am, etc., Pape 





































London, W.1. S. LEONARD SIMPSON. 





A Co-ordinated Policy 


Sir,—The qptcry which has been aroused by the reduc 
of the registrar establishment seems to me to show up tt 
inconsistencies of our own attitude to medicine to-day and 
to the National Health Service” On the one hand w 
that over-specialization is diminishing the se 
ifig the status of the general practitioner, ani 
that more and more s sts a q 























ye 
; e? Is it not more likely ior. any increase of the 
` allotment for the above purposes would have to come by 
.Teadjustment of the present rate of remuneration? Ought 

; we not to have a co-ordinated policy, with priorities ? 

“We deplore the gap between general practice on the one 
hand and hospital and specialist practice on the other, but 
any ‘attempt at, or suggestion for, bridging the gap is 
effectively opposed not by the administrative side of the 
Service but by one side or other of the profession. 

It is said, too, that the hospitals cannot function without 
‘ i nt number of registrars. But do they function 
“any ‘more ‘efficiently than they used to do with smaller 
: gumbers ? In spite of a medical and clerical staff greater 

me ever before it would appear to be usual for at least a 
“week to elapse after the discharge of a patient from hospital 
before a letter-is sent to his or her doctor. Investigations 
are necessarily more searching than they used to be, but 
much time and money are being wasted by blunderbuss 
investigations and by patients proceeding from one specialist 
to another. (Is it necessary for a physician to refer an 
asthmatic to an allergist for skin tests ?) There seems to be 
a tendency for consultants to hold appointments at as many 
hospitals as possible, with the natural result that they are 
unable adequately to supervise the work at any of them. 
How rare, too, it would appear to be in some clinics for an 
out-patient to get beyond the registrar. and yet it is often for 
the consultant’s experience and opinion that the patient is 
sent by the general practitioner. Is not the term specialist 
becoming more appropriate than that of consultant ?—I 
am, etc., 














K.C. 





7 B.C.G. and Sarcoidosis 


Sir—I was interested in Dr. F. E. Crawley’s report 
(December 16, p. 1362) of three cases of erythema nodosum 
as a manifestation of Boeck’s sarcoidesis. 

- The recent availability of B.C.G. gives the physician addi- 
tional help in proving a diagnosis of sarcoidosis. Sulzberger 
and his co-workers- (J. invest. Derm., 1949, 13. 24S) have 
shown: the differences in local response to B.C.G. in cases 
of congenital and acquired tuberculin anergy. Secondly, 
B.C.G, vaccination will not convert the positive anergy of 
sarcoidosis to normal tuberculin sensitivity (normergy).—I 
‘am, ete., 

Edgware, Middlesex. 





C. D. CALNAN. 































Erythema Nodosum 


; Sr—Dr. F-E. Crawley’ s interesting paper (December 16, 
pe 1362) once more raises the question of the aetiology 
of this disease. Perhaps my experience may throw some 
light on this. Since 1945 I have been treating erythema 
ns “nodosen: with vitamin. K, with the result that the condition 
has cleared up in from one to three days. The dose of the 
vitamin appears to have little influence: 10 mg. of the 
synthetic vitamin twice daily appears to be as effective as 
arger doses:- Those cases seen in the first few days cleared 
up within 24 hours. Those who had been ill for weeks or 
; ths took up to three days. Unfortunately I have only 
eleven. cof these cases in five years, and up to a few 
mon hs ago ‘was not in a position to obtain accurate 
prothrombin: estimations —I am, ete., 
Belfast. 








T. A. KEAN. 


Waiting-lists for Tonsillectomy 


Sm,—It is a matter of concern how the’ many children 
“waiting to have their tonsils and adenoids removed are to be 
‘treated in view of the lack of hospital beds in which to 
put them. In many localities the waiting-list runs into 
thousands, and children have been waiting so many years that 
w may expect to see their offspring appearing in the E.N.T. 

es soon. Some I have seen grow out of- their disability, 
and doubtless many children could be better treated by con- 

ent atment in ithe country with proper diet and 


environment: but. this ‘seems to be obtainable. 








< New 
Zealand, L read, has arranged these facilities, ‘and I think if 
we had them we could save a lot of hospitalization, with its 
greater cost. I would like to put in a plea fora consideration 
and development of this type of treatment for patients: before 
they become in-patients—I am, etc., š 


London, W.1. C. HAMBLEN-THOMAS. 


Introducer in Blood: Transfusion 


Sir,—Since we have used polythene ping for blood trans- — 
fusion or other intravenous work it has been found that: the 
introduction ‘of a needle into a vein and threading polythene 
tubing through it is a thoroughly clumsy procedure, Ihave. 
therefore designed an introducer, which is illustrated here.. 

The handle of the introducer is about the size of a S-ml. 
hypodermic syringe and has the same feelirig when han ‘ed. — 
It gives complete control of the needle. The male end'c! 
the introducer is a Record. size to fit the ordinary’: 








M.R.C. donor needle, through which either size 1 or 2 poly- 


thene tubing can be inserted. The handle of the introducer 
is grooved (which is not seen in the photograph), and the 
tubing lies in it. When the handle is gripped the tubing is 


therefore prevented from slipping backwards and forwards 


in the needle. When the needle has been inserted into the 
vein the introducer is disconnected, and the polythene tubing 
introduced as far as necessary through the needle. The 
needle is then removed, leaving the polythene tubing in the 
vein, and is taken off the other end of the tubing so that the 
tubing can then be connected to the giving apparatus. This 
polythene introducer was made for me by Allen and. 
Hanburys, and has been thoroughly tested and found to be 
extremely satisfactory.—lI.am, etc., 


ALEC E. BLAXILL, 


Colchester, Biood Transfusion Officer. 


Death from Exsanguino-transfusion 


Sm,—From a study of the literature of exsanguino- 
transfusion in adults, and from correspondence with its chief 
exponent, Dr. M. Bessis, it would appear that the manceuvre 
is almost entirely free from risk. We consider, therefore, 
that a fatality arising from this operation should be reported. 


In a woman of 44 suffering from acute monocytic leukaemia an 
exsanguino-transfusion calculated to replace 95% of the patient’s 
blood was planned. Careful physical and radiological examination 
prior to the operation failed to reveal any concurrent disease. 

Thirty-five pints (19.6 litres) of blood were exchanged at á single 
session over the course of six hours, the patient being heparinized 
and the blood given into both arms, while withdrawal was effected. . 
by a wide-bore polythene cannula in the left femoral vein... Prior 
to the operation the patient had received six pints (3.4 litres) of 
packed cells, which had raised her haemoglobin to 13 g. %. 


_ During the course of the transfusion the patient. developed 


symptoms of tetany, which were promptly relieved. by intravenous 
injections of calcium gluconate. These symptoms: recurred. on 
three occasions, and each time required a larger dose of calcium 
gluconate intravenously to effect relief... At the end. of the 
exsanguino-transfusion’ symptoms of tetany ‘again. became 
manifest, and, although they slowly subsided after administering 
a total of 120 ml» 10%. calcium gluconate, the patient died: 
Post-mortem €xamination confirmed the diagnosis of acute 
monocytic leukaemia, but also revealed tuberculous infiltration at 
the apex of the right hing, with very early miliary tubercles in the 


i kidneys and spleen. No other notable rae were found. 









ie 
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¿o We believe ‘that this patient died a “ biochemical ” death due 
> to the transfusion, and that tuberculosis played little or no part 
in. the outcome. The biochemical changes resulting from perfu- 
sions of large quantities of citrated blood have not been 
adequately worked out. Certainly the amount of calcium 
required may be very much greater than the literature would 
suggest; and until more accurate knowledge is available we feel 
that a warning should be given of the possible dangers of 
exsanguino-transfusion in adults. 
We are indebted to Drs. A. H. T. Robb-Smith, H. B. M. 
Lewis, and V. T. Pearce for their willing co-operation. 


—We are, etc., 
Oxford, 


P. D. BEDFORD. 
L. G. LATHA. 





-Salicylates in Post-tonsillectomy Analgesia 


Sir,—-In view of.the fact that salicylic compounds reduce 
the blood prothrombin level, S. L. Fox and G. B. West 
(Ann. Otol., etc., St. Louis, 1948, 57, 1032) state that the use 

_ of acetylsalicylic acid is a major factor in secondary tonsillar 
bleeding following tonsillectomy. Furthermore, the haemor- 
aooo o rhagie complications following the administration of sali- 
: cylates may involve the escape of hypoprothrombinaemic 
blood through capillary walls damaged by C-hypovitamin- 
osis, since salicylic. compounds combine with and hasten the 

excretion of vitamin C. 

Earlier this year I had my tonsils dissected, and the resulting 
severe pain and discomfort were rapidly dispelled by sucking 
tablets. containing acetylsalicylic . acid, “‘ menaphthone,” and 
ascorbic acid (“ ekammon ”), which were recommended by the 
E.N.T. specialist, and no haemorrhagic complications developed. 

S. Shapiro (J. Amer. med. Ass., 1944, 125, 546) estimated that 
1 mg..menaphthone will counteract the prothrombin-reducing 
action of 1 mg. acetylsalicylic acid, and therefore these: tablets can 
be employed, even in massive doses if required, without the risk 
of inducing hypothrombinaemia and C-hypovitaminosis. 

I am relating my personal experiences with the sole inten- 

a tion that others may be able to benefit from the analgesia 
poe afforded by salicylic compounds and at the same time be 
~> -free from secondary haemorrhagic complications.—I am, ete., 


Haslingden, Lancs. H. Leary. 


Tuberculosis and the Health Service 


Sm,—Professor F. R. G. Heaf indicates (December 16, 
p. 1353) an approach to the problém of tuberculosis of great 








application at this present time. However, I think there is 
a solution which is not only more economical, but one which 
will improve the whole standard of medical care beyond the 
local problem of tuberculosis. It is for the general practi- 
tioner to practise more medicine. 

The specialists in all branches, looking at the small field of 
their own specialty, continue to press for more buildings; 
‘more clerks, more equipment, and a great deal more money, 
as hospital finances show. And still they proclaim that 
the general practitioner is “ the backbone of the profession.” 
The general practitioner alone can integrate this health 
service, which the clinical. specialties, the local health 
authority, the county health authority, and all the other 
highways and byways of medicine are disrupting through 
their specialism. 

The home treatment of tuberculosis, indeed the home treat- 
ment. of any disease, is the job of the general practitioner 
and the district nurse, the two most economical units of the 
Health Service. My principal and I have already three cases 
under treatment with para-aminosalicylic acid and dihydro- 
streptomycin, in consultation with the chest clinic. One, as 
Professor Heaf points out, has probably avoided sanatorium 
treatment completely, and has had her disease cut short by 
months. With more time the general practitioner could do 
far more artificial pneumothorax (A.P.}. refills, for example. 
Now this could be applied to many other aspects of medicine, 
All. antenatal work should be done by the general practi- 
tioner ‘and the abnormal case sent for consultation with the 
consultant. obstetrician’; all child-health work is in the general 
practitioners province, and the difficult case can be referred 

















value, but since his methods require extra clinics, extra. 
. medical staff, lay staff, and ambulances they will find little 
























































to the pasdiatic consultant ; ilany. with varicose veins, 
asthma, the rheumatic diseases, venereal diseases, etc. There 
is no need for a separate doctor, separate building, hordes 
of nurses, typists, and clerks. This could lead to general: 
practitioners fully occupied in medicine and true consultants, 5 
rather than to’ the half-world of small-tim 

In this instance of tuberculosis the chest phy 
be a consultant, preferably of all diseases of the 
tract, with hospital beds under his care. He sees the 
advises on treatment (which the general practitioner 
out at home), and admits the patient for short. perio 
special treatment, induction of A.P., phrenic crush, etc, 
need for ambulances—the general practitioner already’ Ñ 
them available; no need for the “staff of the chest cli 
to pay frequent visits ”—the general practitioner: doe: 
too. Health visitors I am very sceptical about. A gene 
practitioner with time to spare can give much better-info 
advice in this highly technical phase of medicine 

My solutions, then, are: 


1. A much-reduced maximum list carrying 
the present. This, of course, will mean more general practitio ers 

2. A reduction in the public health and special clinic se: 
These are responsible for much duplication we. can ill ‘afford, 

3. A discouragement of some. of the nonsense in. genera 
practice, A scheme similar to the Australian, where a list of abo! 
170 urgent and effective drugs are prescribed free, and the rest, are ; 
paid for. 


4. This is not essential, but just a personal view: ‘a sa 
service. Away with the cannibalism. I think this would mz 
general practice much happier, and would help one to tr 
patients as one thinks they should be treated, and not with 
eye to gaining or losing * heads.” 
—tI am, ete., eee ae 

Pontypridd. P. M. ~ VASEY, : 

Smr,—All members of the B.M.A. must E he 
publication of the Tuberculosis and Diseases: of the Chest 
Committee's report (December 16, p..1382). It is a good 
report, but it does not go far enough in my opinion on: the 
side of prevention, although Professor F. R. G. Heaf’s and 
Dr. G. F. B. Page’s articles (December 16, pp. 1353 and-1380 
help to fill the gap. 

The scheme under the N.H.S. is uncoordinated 3 
unbalanced: it is not that there is too much. treatment 
there is too little prevention. The link between the.two is 
all but severed. Itis the duty of the Ministry of Health t 
produce a co-ordinated scheme ; this it is not doing. 
stated at the B.M.A. deferred Annual Meeting; the 
is being made to fight tuberculọsis on the cheap, and, whi 
this is so, little progress can be made. Payments. urgently 
needed, have to be fought for in regional boards and manage- 
ment committees against all other interests, from tonsils and 
adenoids to geriatrics, and in the final allocation betw 
treatment and prevention the claims of the latter may easil 
be overlooked. If a special tax of 10% or so were placed o 
the sale of television sets, a sheer luxury, and definitely. allo- 
cated to tuberculosis services, it would go far toward 
providing the needed funds. 

The preventive or epidemiological aspect should be given 
the first consideration ; it pays double dividends. If small- 
pox or diphtheria had been regarded in the fatalistic way. 
that tuberculosis is we should never have vanquished them, 
and, mutatis mutandis, we shall only cut the incidence of 
tuberculosis by one-tenth if we attack it epidemiologically. 
by locating the source, and preventing the spread, of 
infection, and by increasing specific resistance. Every new 7 
case has contacts, who should at least be tested radiologically 
and by tuberculin, and if negative offered B.C.G. A child 
with a primar} infection is often such a case, oe uo 

It is true that we do not know the éxact value or duration ; 
of the increased resistance conferred by B.C.G. i 
but is that a reason for denying to contacts the protection, 
‘such as it is, that such inoculation indubitably affords ? The 
fatality rate of tuberculosis in the first ife i f 
high, 36% according to Wallgren, and 
puberty, when there is: again a shár] 








has been shown. 











one of the principal causes of infantile deaths, can be 
virtually stamped out, As Professor Gaisford once said to 
me of gastro-enteritis, “ The children die and nobody cares.’ 
¿lt is not only the 400 weekly deatht:—though the Home 
Office would not pat`itself on the back if the police had 
“<-geduced the weekly number of murd-rs from 400 to, say, 390 
—-there is also the immense loss of health and of working 
hours’ involved. Leaving humanity aside, prevention of 
tuberculosis on an adequate scale would be well worth while. 
The process of contact hunting and inoculation is time- 
consuming and requires enthusiasm. It-is not being ade- 
quately done and cannot be done with existing staffs, medical 
and. other; these should be trebled to reach the Danish 
standard. Sir Robert Philip, as Dr. Page points out, taught 
that tuberculosis was preventable and that the dispensary was 
_« the centre of any integrated system of treatment and preven- 
tion. The present N.H.S. scheme is quite inadequate on the 
preventive side. With an adequate preventive system fewer 
“beds would-be needed. Is it merely insular prejudice that 
prevents us from using B.C.G. adequately ? 
The..resolution of the B.M.A. Annual Representative 
“Meeting last September condemning the existing arrange- 
ments for tuberculosis was passed unanimously, At the 
summer scientific meeting Professor Heaf, perhaps cur high- 
est. authority, stated that we must “press for an amending 
Act... that would enable a service to be developed that 
could reduce the morbidity and mortality of this disease to 
an insignificant figure. . Until this is done we shall proceed 
in. a wasteful, discontented, and disorderly manner without 
hope of any real progress.” As the Scottish Committee’s 
report said, this crisis must be met in the spirit of a crusade. 
What can we do to ronse the Ministry out of its complacency 
to tackle this national scandal —I am, etc., 


C. O. STALLYBRASS. 








Heswall, Cheshire. 


Heart Cases in Mass Radiography 


Sin,—Dr: Peter O. Leggat’s article (December 15, p. 1364) 
raises points of considerable interest to medical directors of 
mass radiography units. One of the most surprising things 
in reading large series of miniature films is the extraordinary 
. variation in the size, shape, and position of the cardiac 
silhouette: most of these cases are regarded as within normal 
Hits, but numerous examples of considerable enlargement 
nd abnormality of the cardiac outline are encountered. 

In the past, cases regarded as grossly abnermal were 
recalled and. examined by the medical director, who sub- 
mitted a report to.the patient's doctor. It has been felt, how- 
ever, that this procedure was inadequate, and recently we 
veestablished a liaison with the cardiovascular unit in 
Newcastle General Hospital, where these cases can be 
ly investigated. In all cases a report is sent from 
vascular clinic to the patient’s doctor, with a copy 
e medical director of the mass radiography unit. In 
ses. of dextrocardia where the abnormality was not 
own a letter is sent to the volunteer in order to show it 
S not been overlooked.—I am, etc., 


Newcastle-upon-Tyne. 


Atelectasis and Bronchiectasis 


SmI was interested to fearn that Dr. B. Mann 
(December 9, p. 1331) had found in cases of “ rever- 
sible ” bronchiectasis that the intrapleural pressure was not 
appreciably. lowered, contrary to what would have been 
expected from a perusal of Lander and Davidson’s (1938) 
paper. [ also observed this puzzling feature not only in 
cases of “reversible” bronchiectasis, but in permanent 
atelectatic bronchiectasis as weil.” F hope shortly to publish 
account of work on this mulgects but briefly I came to the 
wing conclusions: 


essence of Lander and Davidson’ s important article was 
pulmonary collapse. due to bronchiolar occlusion 
is a loss of space in the affected hemithorax, and 
‘or this there is compensatory emphysema and a 











































W. H. DICKINSON. 








, particularly Copenhagen, that by v ccination of E compensatory dilatation of the brönchi in the collapsed portion 


-infant contacts with B.C.G. tuberculous meningitis in infants, 


“cations during or following E:C.T., insuli 





of lung. Intrapleural pressures are readings of the pas pressures 


in a small artificial pneumothorax, and give a measure. of the 


mean elastic tension of the lung. H- occurred to me that if, 
following collapse of a ‘portion of the lung, the resulting increase: 
in elastic tension were largely localized to the affected part, the 
contained bronchi might be dilated without the intrapleural 
pressure, which measures the mean tension of the lung, being 
necessarily markedly lowered, as Lander and Davidson believed it 
was. I later read the excellent article by Andrus (1937) in which 
he stated that following pulmonary collapse the increased lung 
stresses are in fact largely localized to the affected area. There- 


fore, though I do not believe that a low intrapleural pressure has... 
anything to do with the production of bronchiectasis, or is even a 


necessary accompaniment of atelectatic bronchiectasis, I see no, 


reason to doubt the essential features of Lander and Davidson’s. 


work. 


Artificial pneumothorax was employed on an experimental. 
basis, and not solely for its therapeutic effect: The affected 
bronchi were not constricted as Dr. Mann feared. The lung: 
was relaxed until the calibre of the dilated bronchi had: 
returned approximately to normal as shown by broncho- 
graphy. This was thought to be adequate to allow escape of 
secretion ; otherwise one would have to suppose that, the: 
more marked the bronchiectasis in a collapsed lobe, the: 
better the prospects of re-expansion. 


I have no intention of generalizing from. the results of my _ 
series of pertussis cases. but I was most interested to find ` 


that Dr. Franklin. (December 9, 1950, p. 1331) has noted a 
similar low incidence of residual respiratory trouble... I 
entirely agree with him that it is unsatisfactory to blame 
pertussis for bronchiectasis on the strength-of a history taken: 
often years after the beginning of symptoms ;.at the same: 
time I have encountered a few cases, out of scores. in which 
the connexion is too clear cut to be seriously doubted. 
Experience of bronchiectasis convinces me that- Dr. Franklin 
is correct when he says that the prognosis of ‘bronchiectasis: 
in childhood is much better than is commonly stated. 
Nevertheless I still think that there are unilateral cases in 
which the affection will be at best a recurring nuisance; at 
worst a disabling affliction, and in which surgery holds:out- 
the only reasonable prospect of complete cure—I am, etc., 


Glasgow., A. W. LEES. 
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Lung Abscess after Electro-convulsive Therapy — 


Siz,—I have read with interest your annotation (December 
16, p. 1377), but I think that it-would be unwise to assume 
that a 1% incidence of this complication is. universal. 


Pulmonary abscess is indeed a serious complication, and it 
seems strange that if one case in every hundred is liable to-. 
be affected so little attention has previously been focused’. 
on it. Conway and Osmond (1948) report one case, and?” 


quote Kalinowski (1946) as stating that ‘there is only one 
other case in the literature. In-his comprehensive review of 
shock therapy Wilcox (1948) states that “pulmonary abscess. 


has> been a complication in seme. clinics,” but citesno-. 


references in British. or American’ literature, In articles: 
dealing with the technique. complications, and results of 
electro-convulsive therapy. (E.C.T.), Palmer (1948) and Dax. 
(1949) make no mention of this. specific complication, 


In over 5,000 cases treated by E.CT.—i Ey double the number 
quoted by Kwalwasser et al—-I have encountered an abscess. 
in only one patient, and eyen in this- case it was not possible: 
to attribute it entirely to ECT., asthe patient had hada 
dental extraction under general anaesthesia a week before admis- 
sion to hospital. Almost. without’ exception, every case in: this» 
series was followed up for at least a year; Atropine was “not 
used, but the patient: was: turned on his lef 
clonic stage terminated... Temperature charts 









re kept, and, if-any” 


suspicious rise was noted or any respiratory. symptoms: exhibited; 
ithe patient was seen by the consultant physician. and the chest: 


x-rayed. 
‘There seems tittle doubt thatthe incidencë of lung: compli 








ide as soon. as the- 


shock therapy, or- 
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of nursing, In one mental hospital in this country it was 
found that, following these treatments, pneumonia had 
occurred in six men, whereas no such complication had 
arisen during the same period in treating twice as many 
women. When specially trained male nurses were allocated 
to the centre the incidence of pulmonary complications fell 
rapidly. à 

As the last paragraph of your annotation raises much 
wider issues, may I as one who has-used E.C.T. fairly exten- 
sively since its inception, in this country be permitted to 
a express my personal views? On the basis of experience in 

` treating a large number of patients, I feel that out-patient 
treatment should be given only in exceptional cases, and that 





sending them home in a fortnight or so is to be deprecated, 
Even when few treatments are given, a mild cumulative con- 
fusional state may occur during the early convalescence 
period. The patient is perplexed and worried for.a day or 
two, ‘but if medical reassurance is not immediately available 
‘a relapse often results. It is well worth while to retain 
» patients in hospital for at least three weeks after the last 
electrical treatment “has been. given. The highly charged 
< emotional aura’ surrounding E.C.T. has in the past prevented 
.. @ balanced:and unbiased general evaluation of this form of 
therapy. The late Dr. C. C. Burlingame (1947), that notable 
| advocate of tolerance and mutual understanding among 
psychiatrists; has, however, summed up the situation as 
follows: “ Only a stupid person would decry shock therapy 
as an instrument in helping the mentally ill...” but “to 
proceed as if shock therapy, any more. than any other 
psychiatric technique, can usurp the place of all other 
therapies is psychiatric nonsense.”—I am, etc., 3 
Morpeth, W. LIDDELL MILLIGAN. 
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Treating the Ruptured Uterus 


: Sir,—I have read and re-read the article by Dr. A. H. C. 
Walker (November 25, p. 1205) describing his method 
of dealing with a ruptured uterus occurring in labour. It 
“appears that he inserted his hand through the rupture, 
carried out a podalic version in the abdominal cavity, and 
then dragged out foetus and’ placenta through the vagina. 
- A Vaginal hysterectomy was then performed, and the patient 
. died after three days. ; 

» Dr. Walker states that he carried out these procedures 
«because he suspected that the uterine artery had been 
` ruptured, and that the patient could not survive until theatre 
facilities were available—a matter of two hours. Here L 
disagree with him. It was clear that the uterus had ruptured 
some three hours before Dr. Walker saw the patient—i.e., 
_ when the pains suddenly ceased. In rupture of the lower 
= segment, bleeding occurs from.torn sinuses and occasionally 
>. from the uterine vein, but tarely-from tearing of the uterine 
< artery; and, if any sizeable vessel is torn, then bleeding is 
“profuse, the systolic pressure falls to 50 to 60 mm. Hg in 
“about half an hour, and the patient is exsanguinated within 
-one and a half to two hours unless the bleeding has been 
dealt with surgically. This is in contrast with rupture in 
the upper segment through the scar of a classical caesarean 
section, in which case the uterus acts as its own. haemostat 
when its contents have been extruded into the abdominal 
cavity. and time can be spent in resuscitation. 

In the case reported the. blood pressure was 80/40 three 
hours after rupture; therefore she had obviously not 
ruptured any major vessel but was suffering more from peri- 
toneal shock than from actual blood loss. If rupture of the 
-uterus had been diagnosed from. the history and the 
abdominal findings, and. vaginal examination had been 














“prolonged narcosis is inversely proportional to the standard 


the practice of admitting patients to hospital for E.C.T. and- 


















avoided, then the patient couk 
with morphine for the next 
abdominal delivery of the foetus and pla cal 
followed by a subtotal hysterectomy. F assume tha 
is available in Ibadan.—I am, ete, 


Church Village, 
near Pontypridd. 
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Manubrio-sternal Joint in Rheumatoid 
Sir,—-Experience with Dr. W. S. Tegner’s pa 
Department of Physical Medicine of the London 
confirms the views of Drs. A. Bogdan and J. Cl 
(December 16, p. 1361) and supports the statement 


Conybeare that “in rheumatoid arthritis any jo 
affected.” i ` 


Since September, 1949, 11 cases have been 
of the manubrio-sternal joint in patients kn 
from rheumatoid arthritis. Of these ont 
in a man. There appeared to be.a: 
cases were first observed in Septembe 
in November, 1949, two in January, 
May, 1950. ek 

As the authors point out, the pain 
other causes of chest pain, and on ; 
submitted to cardiovascular investigations; a 
hernia had been considered. In this region n 
which are tender are necessarily-due to rheumatoid 
occasionally in patients with juxta-articular panniculitis: ; 
tender fatty swelling may be found lying over the manubrio. 
joint. pas 

Two further points of interest were noted in’ our cases. Se’ 
out of the 1f patients gave a history of cough; and five of th 
patients also. had involvement of certain of the costochondrak 
junctions, with local pain and tenderness and swelling... In’th 
cases the left third costochondral junction was princip: 
affected. In another youngi woman with active rheumat 
arthritis but with no involvement clinically of the 
sternal joint there developed such a marked swelling 
ness of the left third costochondral junction that i pati 
was afraid she had a growth and was only reassured when 
swelling subsided in about seven weeks. 4 


—I am, ete, 
London, E,1. 






















































































































M. Q. Birks 


Registrars as 

Sin,—Why has no one stated in the controve 
registrars that the vast majority of these jobs were 
created in order to provide experience for young doct 
had grown rusty in the Forces? The appointments 
made, not to meet the need of the hospitals, but simpl 
remedy rustiness. Surely, therefore, many of them. oui 
to be abolished five years after the war? The appoint 
ments of house-surgeon ahd house-physician will. then : 
more instructive and responsible —I am, etc, ar a 


Colchester. M. E. LAMPARD 


SR, —Only a short time ago (although long enough: foi 
all to realize the truth of what was said at the'time) y. 
leading article wisely pointed out—one might almost’ 
pontificated—the unsatisfactory terms of the National He 
Service both in administration and in the doctors’ role. 
letters also filled your columns on the matter, but nevertheles: 
as the appointed day drew near a sudden scurry for cover. W 
made by all but a very few who remained outsid 
Service. How history repeats itself. Once again 
leaders pontificate on the dastardly behaviour of the M 
with regard to the registrars, and wise letters appi 
the registrars’ encouragement I -should like to ass 
that unless firm, coherent, cohesive, and coerciv 
their part is forthcoming 1,100 of them will fin 
in the street very soon. Į would further 
unless the consultants choose to support them. 
themselves facing a similar unpleasant. 
months’ time, when they will pro 
degree of comforting editorials an 


Burton-on-Trent. 
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; Sir PHILIP PANTON, M.B. B.Chir. 
‘' Sir Philip Panton, consulting pathologist to the Ministry 
of Health, died at Bourne End on December 27. 
Philip Noël- Panton was born at Wareham, Dorset, 
and was educated at Harrow; Trinity College, Cam- 


bridge; and St. Thomas’s Hospital. He qualified in 
1903 and graduated M.B., B.Chir. a year later. After 
holding the posts of house-physician at St. Thomas’s 
and house-surgeon at Addenbrocke’s Hospital he 
l a Louis Jenner research scholarship in patho- 
“his own old teaching school and a Gibson 
arch oanp at the Society. of .Apothecaries. 
He was then -appointed 
-assistamt director of the 
clinical laboratories at St. 
Thomas’s, but — shortly 
afterwards joined the staff 
of the London» Hospital, 
“where for many years he 
was- clinical pathologist 
and director of labora- 
tories. He published a 
number ..of . important 

























. papers .and wrote the 
well-known © textbook 
« Clinical: Pathology, the 


| authorship of. which he 
Shared in later editions 
with Professor J. R.” Mar- 
rack. - During and after 
the. second -world war 
Paii advised the ey of Health on the 





k Walter ‘Stoneman, Leadon] 


as ce went about the country served him in 
ood stead when plans had to be made for the National 
‘Health Service. Many medical men, as well as laymen 
concerned with hospital administration, must have met 
_. Sir Philip Panton on his: visits to hospitals and labora- 
tories and been impressed by his cultured urbanity and 
:his attention to detail even at the end.of a long and tiring 
day, “He served on several important committees of 
the BM. A., including the Central Emergency Com- 
fee, the Central" ‘Medical War Committee; and the 
tgraduate. Education: Committee. For his services 
e Ministry of Health Panton was knighted in 1946. 
fessor J. R. Marrack writes: I have seen the 
growth of the clinical laboratory of the London Hos- 
al under Sir Philip Panton’s direction from 1909 until 
1 1946. He had found very haphazard arrange- 
when he came, but he quickly had organized a 
boratory that‘ was able to cope with any demands 
that clinical medicine made at that time. . Under his 
guidance it has continued to meet the ever-growing 
demands and to undertake research over a wide field. 
Sir Philip's interest was. in međicine as a whole; 
laboratory work to him was an aid in. the. understand- 
ing and diagnosis of disease and the dreatment of 
patients. His book -Clinical Pathology, which first 
‘appeared in 1913, ‘showed his outlook ; it did not, as 
most books. of that time, include a multiplicity of 
; good and bad,,,but only ‘those that he “had found 
il. It was compiled almost. wholly from. his. own 
ice-—-written, as he told me, in bed in the early 





























In those days; with- a less crowded course, hidon 
who wished to could take a post as clerk in the clini- 
cal laboratory. I took this post in the hot summer of 
1911. Panton made those three months most interest- 
ing and valuable. -Like many others, I have owed a 
great deal both then and in the years after tø. his 
interest and encouragement.’ He was unusually ‘able to 
appreciate other people’s points of view in scientific 
matters and to-realize the value and importance of work 
that was not in his line and had no-immediate appli- 
cation in diagnosis or treatment. This.and his general 
interest in medicine made him an excellent intermediary 
between the more specialized laboratory workers and 
clinicians and between medical men and laymen. 





` Sir LEONARD PARSONS, M.D., F.R.CP., 
FRCOG.FRS. | 
Professor Hilda Lloyd, P.R.C.O.G., writes: Sir Leoni 


Parsons’s interests in the medical world were so wide 


that there is no branch of medicine that will not feel © 
his loss. His contributions to paediatrics. were so well 
recognized by the Royal College of Obstetricians. and 
Gynaecologists that he was admitted to the Fellowship © 
of the College in 1944, and at that time. delivered an 


outstanding lecture on antenatal paediatrics... His interest 


in the care of the newly born during the. time he was in’ 
charge of them at the Maternity Hospital, Birmingham, 
laid the foundation upon which the present department 
has been built up. Although his tastes in medicine were 
catholic, perhaps none of them were of greater worth 
than this, his own particular choice. He had an uncom- 
mon facility for picking out young promising juniors, 
and many owe a great deal of their success to his help 
and encouragement in the early days of their careers. 
So passes a great friend of youth and, not unnaturally; 
one who retained his youthful outlook in ripening age. 


J.C.S. writes: Leonard Parsons’s life was like a race 
well run. Quietly, steadfastly, and modestly it went on 
from success to success. He saw early that paediatrics 
could make great contributions to the teaching and prac- 
tice of medicine, that it was one of the bulwarks against . 
excessive specialism, and he designed his career to those 
ends. In one of his rare but delightful moments of self- 
confession he told me that it was on a return journey 
from America, where he ‘had learned so much, that he 
saw how an English hospital might design its work. to 
combine research, teaching, and practice in an atmo- 
sphere of comradeship. Those who worked with 
in Birmingham will know best how quickly he d 
to make his hospital one of the most famous and happy 
paediatric centres in the world. But it was obvious to 
all of us who knew him that the success of his designs. 
was achieved as much through the warmth of his charity. 
as through the eagerness of his mind. He was truly both. 
a great physician and a beloved man. In 25 years. of 
ripening friendship I never heard him speak ill of any 
man, nor any man say ill of ‘him. In these ways he- 





went on gathering fame, and always a little surprised z ; 


that it came as it did. So many memories of Parsons 


crowd the mind that-it is difficult. to choose, but Ishall . 
cherish always the spontaneous kindness of his remarks. — 


to a younger man at the last meeting of the British 
Paediatric Association. In that frankness of: discussion 
which has characterized the Windermere meetings the . 
young man had been somewhat roughly handled, and 
Parsons sprang to his. defence with -words of praise, 
advice, and encouragement that enriched the day. He 
endured unfalteringly, so that none of us could believe 
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his age. It was therefore fitting, though tragic, that his 
life should end suddenly on a Sunday morning when 
he came home from his chapel, warmed himself at the 
fire, and died. 


HENRY MacCORMAC, C.B.E., M D., F.R.C.P 


Dr G. N. Meachen writes: I had not long been 
appointed to the staff of the Blackfriars Skin Hospital 
(then in the old premises in Stamford Street) when a 
tall, pleasant-looking young man came one afternoon 
to my clinic and asked, somewhat diffidently, if he might 
be allowed to sit with me to “ see some skins.” I quickly 
discovered that here was no casual postgraduate hoping 
to pick’ up a few crumbs of dermatological knowledge 
but a real student of what was then almost a neglected 
specialty, anxious and willing to learn all that he could. 
It was not long before I felt sufficient confidence in my 
new clinical assistant to leave him in charge of an occa- 
sional clinic. Thereafter I watched his upward progress 
with the greatest interest, and I rejoiced to see him mount 
the staff ladder at the Middlesex Hospital. He was 
indeed a “loyal and lovable friend.“ 


L K. writes: 
“ Steel true and blade straight, 
The Great Artificer made my mate.” 


Henry MacCormac and I were close friends before 
the first world war, and ıt was sheer delight to me at 
Wimereux, where I was in charge of a hospital in 1914, 
to find that he was establishing a skin hospital at 
Hardelot-Plage some 20 miles away. His work there 
was almost superhuman and was greatly praised, especi- 
ally as he was able to send up to the front in a short 
time many hundreds of patients who would otherwise 
have had to come to England to be treated. He will be 
much missed, for not only was he a brilliant dermato- 
logist but a most amusing companton, sparkling with 
that Irish humour which is mborn and cannot be 
acquired. He certainly had the courage of his convic- 
tions, and his great enthusiasm to carry a point was 
always admired. His quet personality was Irresistible, 
and his smile at times insidiously enchanting: he was 
indeed a Jovable gentleman. 


Dr ALEXANDER DALRYMPLE McQueEN, who was for many 
years in practice in Blackheath, Birmingham, died at his home 
in Birmingham on November 23, aged 74 years. McQueen 
entered Aberdeen University at the age of 16, and graduated 
MB, Ch.B. in 1898. Before establishing himself at Black- 
heath, where he remained for 50 years, he practised for a 
short time in Oldhill, Staffordshire. He lived to see very 
great advances in medicine and surgery, and could recollect 
when major surgery was performed in the homes of the 
patients He was interested in the work of the St. John 
Ambulance Brigade, and was the first divisional surgeon 
and lecturer to the Rowley Regis Division. Well known as 
an examiner at competitions in the West Midlands, he was 
recently awarded the long-service medal. He was a skilful 
and conscientious practitioner to whom the welfare of his 
patients was his only concern. His somewhat austere 
manner cloaked great kindliness and benevolence. The 
“ Black Country” has lost one of its oldest and most able 
practitioners, and he will be greatly missed in the district 
where he worked for so many years Dr. McQueen leaves 
a widow and three daughters —J. R. 


Dr. TimotHy GERRARD Dempsey died in Dublin on 
November 25, 1950. He graduated M.B., B.Ch. at the 
National University of Ireland in 1941, and held various 


hospital appointments until 1943, when he joined the staff 
of the Grove Park Hospital, London. It was here that his 
interests became centred on tuberculosis, and he quickly 
showed an aptitude in the field of clinical research. This 
led to his being associated with the first clinical trials in 
Britain of P.A.S., and it 1s in connexion with this form 
of therapy that bis name is best known. Thereafter he 
devoted most of his time and energies to the study of this 
new weapon in the fight against tuberculosis He was 
invited to visit the Continent, America, and India, where 
he delivered addresses on his experience with P.A.S. Io 
1948 he joined the staff of the Mayday Hospital, Croydon. 
Here, with his special knowledge of the chemotherapy of 
pulmonary tuberculosis, he instituted a new regime of treat- 
ment, and inspired his co-workers with fresh enthusiasm 
in therr difficult task. He never spared himself at any time 
in his efforts for the welfare of his patients and constantly 
overtaxed his own limited physical strength on their behalf. 
Finally his own health broke down in November, 1949, 
During long months of illness he never lost heart, and 
his own keen mterest in medicine did not diminish. His 
characteristic humour never failed him, and when he knew 
the end was in sight his courage was an inspiration to all, 
His charm and sympathetic manner endeared him to his 
patients and colleagues, and his death at the early age of 
34 1s a loss to the medical profession as a whole and the 
tuberculosis field in particular. His many friends will wish 
to express their deep sympathy with his widow and two 
young children.—L. M. K 


Dr. GILBERT Joun KinG Martyn, consulting physician to 
the Royal Mineral Water Hospital, Bath, died at Paignton 
on December 5, aged 81 years. He studied medicine at 
Cambridge and the Middlesex Hospital, graduating M.B. 
BCh. in 1894 Three years later he proceeded M.D., and 
also took the D.P.H. After qualifying, he became a house- 
physician at his own hospital, and was later resident medi- 
cal officer at Queen Charlotte's Hospital. King Martyn 
went to Bath in 1898 and was in partnership for a short 
time with Dr. S P. Budd, who died the following year 
For nearly 25 years he carried on a large residential and 
spa practice. In 1913 he was appointed physician to the 
Royal Mineral Water Hospital, a post that he held until 
his retirement in 1922. During the first world war he was 
so over-worked that his health broke down, and, although 
tt was completely restored by a sojourn in the Balearic 
Isles, he returned to, Bath for a short period only, and finally 
retired from practice in 1922, when he went to live at 
Draguignan ın France. King Martyn was a member of 
the B.M A., and was president of the Bath and Bristol 
Division in 1920-1 One of the eight founders of the Bath 
Clinical Society in 1908, he became 11s president in 1913. 
He was a keen fisherman, and was interested in the arts, 
especially painting and music. Of distinguished presence 
and courteous manners, he was popular with both his 
colleagues and his patients. He was twice married, his 
first wife dying about 30 years ago.—R W. 


Dr. ARrHUR EDWIN Rame, medical superintendent of 
Bishop Auckland General Hospital and part-time assistant 
senior administrative medical officer to the Newcastle- 
upon-Tyne Regional ‘Hospital Board, died suddenly on 
December 1] ın the hospital for which he had done so 
much since July, 1948. He was the son of R. W. Raine, 
JP., of Middleton-in-Teesdale, and he studied medicine 
at Newcastle-upon-Tyne, graduating M B, B.S. in 1916 after 
a distinguished academic career, in which he obtained 
honours tn all his professional examinations. Soon after 
graduation he was on active service in Salonika, and in 
1918 he was invalided out of the R.A.M C. suffering from 
malarial fever. After this he spent a few years in Sunder- 
land in general practice—an excellent preparation for his 
future career with the Durham County Council and with 
the Newcastle-upon-Tyne Regional Hospital Board. For 
23 years he gave able and devoted service to the county 
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medical officer in charge of its public assistance medical 
services. “ After the National Health Service Act came into 
force in 1948 Raine bad two- outstanding professional 
interests. In his capacity as medical superińtendent of 
Bishop Auckland General Hospital he did more than any 


other individual to turn this hospital, within that short time, - 


from a poor-law institution and infirmary into an active and 
well-staffed general hospital of about 300: beds which 1s 
already dealing with a major share of the acute hospital 


work of the 100,000 people who live in and around Bishop, 


Auckland. Jt was a great joy to Dr. Raifhe to see this 
„apid development and to have the Bishop Auckland 
-General ` Hospital recognized by the General Nursing 
Council as a complete general training school for nurses. 
Many òf his plans must now’ be. completed by others, but 
his wisdom has assured the future success of the hospital 
which held such a strong place in his affections. Raine was’ 
t proud of his unique appointment ds part-time assistant senior 
administrative medical officer to the regional hospital board 
“and was grateful for the opportunity which it gave him to 
continue his service for the whole of County Durham. His 
wisdom and knowledge were of the highest value to the 


` board in the planning of the hospital service, for his 


complete and intimate knowledge of the county and his 
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SURGEON FINALLY .CLEARED OF 
‘ NEGLIGENCE 


[From our MEDICO-LEGAL CORRESPONDENT] 
In 1942 Mr. J. F. Whiteford, an American consulting’ 


, engineer of 65, was declared by Mr. Jobn Hunter to be 


suffering from cancer of the base of the bladder. On the 
strength of this diagnosis he returned to America, gave up 
his practice, put his affgirs in order, and. prepared to die, 
but Dr. Benjamin Barringer, an American surgeon who saw 
him several months later, found that his disease was not in 
fact malignant. Mr. Whiteford accordingly sued Mr. Hunter 


_ for damages, alleging negligence in not using a cystoscope 


friendship with innumerable people in it gave to the - 


board in its early years something which no other doctor 
in the region could have given. His own clinical interests 
` were in the care of the aged sick, and in this clinical 
fleld he was developing a good service in Bishop Auck- 
land and expected to see much more accomplished in the 
next few years. In addition to his other onerous duties 
Raine was also one of the original memberg of the Bishop 
Auckland Hospital Management Committee, which owed to 
him a great debt for his wise guidance in the development 
of the other hospitals in the group. He was a man of 


great physical_and mental energy who did not spare himself ` 


tn the course of his duties, but who found recreation in 
music and happiness in his church. His severe illness a 
few weeks' ago was therefore a great surprise to his 
colleagues, and his sudden death, when he appeared to be 
getting over the illness, was a great shock. Dr. Raine 
thought seldom of hiniself and always of others, especially 
the “aged sick, and his friends and colleagues sympathize 
with his widow and his two brothers and two sisters in 
` their loss.—W. G.P. - T 


Dr. Jonn RUSSELL Lowe, who died at sea on December 12 
while medical officer of the City of Chester, was a graduate 
of Trinity College, Dublin, and was himself the son of a 
doctor. A good sportsman, he had played rugby for his 
school, Campbell College, Belfast, and his university, and 
he had also rowed for Trinity., He was only 28 years of 
age when he died, having been qualified four years. In all 
his house appointments he not only won far himself the 


or performing a biopsy. Mr. Justice Birkett, trying the case 
at first instance in 1948, awarded heavy damages, but the 


‘Court of Appeal next year reversed this judgment and gave 


Mr. Whiteford leave to appeal to the House of Lords. Both 


hearings, were fully reported, and some comment on the- 


case was made in a leading article in this Journal’ Their 
lordships’ House has ‘now given judgment dismissing 


„Mr. Whiteford’s appeal.” ` 


Lord Porter stated in his opinion that Mr. Whiteford’s 
argument was not that the diagnosis was negligent but that 
the resemblance between real and simulated cancer was so 
close that no diagnosis of cancer should be accepted without 
a pathological examination. A surgeon must exercise the 
degree of skill and care reasonable for one in his posi- 


tion, and if charged with negligence could clear himself . 
by showing that he had acted in accordance with general 


and approved practice. Mr. Hunter, had given evidence, 
supported by two eminent surgeons, that his action had 
conformed to the skilled practice of the profession.- On 
the other hand Dr. Barringer had said that to verify, a 


„diagnosis of a cancerous -growth a complete examination 


by means of a cystoscope and through the open bladder, 
and a pathological examination of any questionable area, 
should have been made, that he took those steps himself, 
that they were the ordinary and usual steps, and that there 
was no difficulty or danger in either operation. 

Lord Porter, however, did not think Dr: Barringer meant 


` that Mr. Hunter -should have taken those steps in March 


warm esteem of his chiefs but the very real gratitude of-his - 


patients. His loyalty and generosity to his friends were, 
perhaps, his most outstanding qualities. ~- Only those who 
_knew him well learned how genuine and unostentatious were 
“his many acts of kindness. His tragic death at the outset of 
a most promising career comes as a great shock to his 
unusually many friends.—R. W. M. S. 


G. B; writes: A member of a family who owe'much to 
the skill and care of Dr. Robert Young Aitken (wHose 
obituary notico appeared in the Journal of November 4, 
1950) would like to record that many patients will remember 
him no less for his kindness and generosity-equalities often: 
hidden by a gruffness of manner. In remembering him as 
he went about Blackburn and the surrounding. district in 
those hard-pressed days during and after the first world 
war, a Vivid .picture springs to mind of the tall, alert Scot 
leaping from car to door.and back again. For those in 
real need, Dr. Aitken put himself to endless trouble. There 
must be many who will think of him with gratitude. 


or April. The appearance and state of the bladder at that 
timé did not seem to have been disclosed to Dr. Barringer, 
whose answers did not suggest that he had in mind the 
“indurated mass covered with thickened mucous membrane 
abnormal in colour” described by Mr: Hunter, but a condi- 
tion like-the very different condition he. himself had found 
in New York. Moreover, even if his evidence could be 
accepted in full, a specimen could have been taken only 
with a cystoscope fitted with a rongeur attachment, an instru- 
ment very rare’ in -England in 1942 and not pdssessed by 
Mr. Hunter. All the English medical witnesses had asserted 
that it was against approved practice in England to use a 
cystoscope where there was acute urinary retention, and 
that when the bladder was drained and collapsed it was 
difficult or impossible to use effectively a cystoscope not 
of the flushing type. This instrument also had been rare 
in England at the material time, and Mr. Hunter had not 
possessed one. 
vote of their lordships. 
11948, 2, 537; 1949, 1, 595, 669. 
= The Times, November 1 17, 1950. _ 
` á 2 
“ Persons without a settled way of living” (vagrants or 
casuals) in December, 1949, averaged 2,367 in reception 
centres of the Ministry of National Insurance. This was 
the first time since the war that there has been a decrease, 
though’ all the post-war figures are low compared with 
formerly. 
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UNIVERSITY OF CAMBRIDGE 

in Congregation on December 16, 1950, it was decided to establish 
a University Lectureship in the Department of Medicine. 

The following degrees ‘were conferred on December 16, 1950: 

M.A—W. J. St. E.-G. Rhys, M.B., B.S., Janet E. Bottomley, 
M.D., FRCS, MR.C.O.G. 

The following candidates have been eal at the examina- 
don indicated : 

Emar M.B.—'R. H. Adrian, 7*W. V. Agnew, ?P. T. Annesley, 


‘av Armett, "L J. H. Arthur, 1N., B. Atkin, 'R. S. Atkinson, . 


‘A. M. Baker, *7J. A. C, Bamford, 1G. S. Banwell, '*A P 


“Barclay, ° *M. E. Barton, *A. C. Beatty, IR. J. Bennison, 14A, P. 


Blower, **M. H. S. Bound, !?J. W. Bradbeer, °S. D. Bradley, 
`M. Brambridge, “J. S. N. Briggs, *°G. S. Brindley, è ‘P. L 
Broadhead, 7 "I. M. Brown, > ‘W. M. Browne, **K. Brown- 
Grant, **A. A, F. Bryson, +7*“W. E. G. Buckley, ° ‘D. M, J. 
Burns, 'N. P. Burns, °A. S. F. Butcher, 1?E P Cadbury, 
1M. D. Cameron, °C. McG Campbell, * +P. B. Clark, +7E. H 
Coats, "R. A. Cooper, 1234P, H. Crosskey, +°J. C. M. Curne, 
11W G. Davies, ““D. G. Dickson, * “J. H. Dickson, ?7J. M, H. 
Dickson, *“W. Dorrell, *‘G D Downes, 'M. F. Downey, 
‘2B O. L. Duke, "F. P. D. Easby, *3J. Fairgrieve, 1R, T: D: 
FitzGerald, * °R. M. F. Fox, IR. T. Gaukroger, **A. E. Gibbs, 
'*D. C. Gibbs, "P. C. Glynn-Jones, *L. Golberg, * +P. Goodall, 
‘ap, H. Gorodi, ‘H. Gough-Thomas, 'D, M. Grant, “I. H 
Grant, 77 “VY. A. Grimshaw, '7I. M. Guiver, '*A. T. G. Gunn, 
12B. M. H. Hardman, 1A. M. Harington, *‘A. S. Harris, 
tD. S. Harry, *%*G. Harvey Evers, °‘M. W. A. Hawaid, 
J.M. Heaton, *4J_ F. Higgins, !°U. M. P. Hill, >>? +G. Hirst, 
14M. 'Hobsley, * ‘C. A. Holborow, 74M. L. House, *4R. L 


, Huckstep, * °P. E. Huddy, 'R. G. Huntsman, **J. Hurst, 2A. W. 


fohnston, **E. W. Jones, 11W. R. Juckes, *R. Keeley, ‘J. C. 


Kelsey, %‘M. H. King, 'R. G P. King, ? ‘I. Kinross, + °C. D> ~ 


Lacey, ? "A. B. McGrigor, '*K G. P. Mackenzie, ‘R. E. Mackie, 
J, J. McMullan, C. R. Maddock, * ‘V. J. Marmery, 'S. E 
Marmion, *Mrs. C. M. Maxwell, * 41. H. Mills, K. H. G. Milne, 
1J, F. Moor, 7‘D. B. Murray, 77J. H. Newton, 7G. McK. J 
Nicholl, *‘D. S. H. W. Nicol, "E. M. Orton, '‘A. Paneth, 
34G G. K. Parsons, "F. S. Perry, '7J. R. H. Pinkerton, 
uH, F. W. Pribram, **E. J. Purcell, *°P. J. Randle, 
J, R. Rees, "R. H., Reynolds, * J. M. G. Ritchie, 
H, M. Roseveare, sH, B Russell, **F. C. Rutter, 
“4y, J H. Rymer, ?>“H. A. Sanford, 1G. E. Sayce, ?4J. R 
Seale, *J H. Sewart, * *C. Shaldon, * ‘Mrs. E. C. Shore, *‘P. H. 
Shorthouse, * "I. M. Simmonds, 1***H S.-K Singha, ?74G. W. 
Smallcombe, * ‘D. W. Smith, I. Smith, 1J. L. Somervell, * ‘ESM. 
Sproston, **C. M. Stafford, **P. C. Steel, 7*‘E Stokoe, 
"47. D. E. Strong, * ‘H. Sunderland, *‘P H.\Swinhoe, 'G. A 
Taylor, 7K. A. Taylor, ?*B. E. L Thompson, * ‘G. S. Thompson, 
1234P, W, Tucker, ‘B. V, Tyman, ? ‘I, M. Watts, 'W. G. Wenley, 
* Mrs. J. M. Weston, °P. H. Wheeler, > “Mrs. M P. Whitehouse, 
‘47, H. Williams, *J. A Wiliams, ?7*‘R A Wiliams, 'R. T 
Wiliams, °D. H. M. Woollam, '°°G. H Wright. 

1Passed in pathology and pharmacology. Passed in principles 
and practice of physic *Passed ın principles and practice of 
surgery. ‘Passed in midwifery and gynaecology. 


1 : 
UNIVERSITY OF EDINBURGH 
At a Graduation Ceremonial held on December 15, 1950, the 
following medical degrees and diplomas were conferred: 

M D.—E. D, Caldwell, T. M. Chalmers, E. N. Moyes, °C S. 
Russell, J. T. R. Russell, 3J, J. “Stevenson. 

M.B., Ca B.—H. F. Acheson, W. D. A. Biroh, G. Y. Cheyne, 
Phyllis Connor, B S. Dorfman, I. A. Fraser, A. D. Gentle, J. 
Grant, E. R. Henry, Brenda M. Johnson, Hazel M. Lazarus, 
Margaret E. Loudon, A. Macaulay, A R. Manners, W. P. Mazur, 
J. A, Mitchell, P. T. Monard, R. Renton, P. F. F. Rushforth, 
T. M. N. Salvesen, L. E. S Sandison, G. A Steele, J F. Stephen, 
E. B Tagoe, Nancy M, Tweedie-Stodart, Mary B. Watson, J. S 
Whittaker, T. W. Wilkinson. 

DipLoMa IN MepicaL RADIOTHERAPY —J. D. Abbatt. 

The following awards were made: Crichton Research Scholar- 
ship, A. D. Robertson, M B., Ch B. Erhicon Research Fellowship, 
S. R. Mukherjee, M.B., B.S. George Guthrie Research Fellow- 
ship in Child Health, H. S. Provis, M.B, Ch.B. Hasulow 
Research Scholarship in Rheumatism, B Cruickshank, M B., 
ChB. Paterson Travelling Scholarship in Surgery, A. B Wallace, 
M B., ChB. Andrew Graham Ritchie Bursaries, D. B. Eaton 
and N. L. M. Browne. Russell-Crighton Prize, K. Wood. 


In absentia "Commended for thesis. 





UNIVERSITY OF DUBLIN 
ScHOOL oF Puysic; Trintry COLLEGE 


The following candidates have been approved at the examinations 
indicated : 


M.D—R. W. Barter, M. T. S. Conradie, B. V. Earle, H. Fitz- 
Gibbon, J. M. Johnston. 

M A O.—C. L. S. Archer, M. B Flanagan. 

M.B.—*L. Tarlo, P. J. Myles, T. H. Bewley, A. C. Allen, H. A 
Devlin, R. W. Mitchell, J. P. B. Tuohy, R. S. W. McLarnon, 
D. L. Cowan, N. Furlong, Sara K. Mitchell, D. D. Macdonald. 
N. R. McNutt. 

B.CH.—*A. T F. ffrench O° Carroll, Helen M. Hackman, 
P. E A. Blake Knox, Anna J. Hendly, M. J. Sweeney, J. N 
Cockrill, J. O. Hunter, A. W. `L. Pollock, A. Rosenthal, F H 
Moore, E. W. Lilie, R W. Mitchell, L. Tarlo, D. Romney. 
W. G. Hutchinson, D. D. Macdonald, 3. P. B. Tuohy. 

B.A.O.—*Grace M. F. Yorke, *R. V. Lea, *W. McC. Wilson, 
H. J. Neethling, Sara K. Mitchell, A W. L. Pollock, N. R 
MeNutt. 


The following medical degrees were conferred on December 7. 
[950: a 

M D.—R. W. Barter, H. FitzGibbon, J. M. Johnston. 

M.A.O.—C. L. S Archer, M. B. Flanagan. got 

M B., B.Cu., B.A.O.—A. C. Allen, T. H. Bewley, J. N. Cockrill 
H. A. Devin, N Furlong, Helen M. Hackman, Anna J. Hendly, 
J. O. Hunter, W. G. Hutchinson, P E. A. Blake Knox, R. V. Lea, 
E. W. Lillie, D D. Macdonald, N. R. McNutt, Sara K. Mitchell, 
F. H. Moore, H. J. Neethling, A. T. F. ffrench O'Carroll, D 
Romney, A. Ross, M. J. Sweeney, J. P B. Tuohy, Grace M F 
Yorke. 

*With second-class honours. 


UNIVERSITY OF DURHAM, 


In Congregation on December 15, 1950, the following medica) 
degrees and diplomas were conferred: 


M.B., B S.—Meryl A. Christian, J. A. Eykelenboom, J. R. J 
Glavina, G. St. J. E. Harding, Marjorie Hepple, D. D. Hobbs. 
Shirley McTaggart, B. Metcalfe, Shirley M. C. Nuttall, Lola V 
Stafford, Anne W. Watts. 

D.P H.—3. F. McGarity (in absentia). 

Henry Harvey Evers, M S.,,F.R.C S: Lecturer in Midwifery and 
Gynaecology in the University, has been appointed to the Chau 
of Midwifery and Gynaecology at Newcastle-upon-Tyne. 


UNIVERSITY OF LONDON 
Dr. Vernon Frederick Hall has been appoimted Dean of King’s 
College Hospital Medical School as from January 1, in succession 
to Mr Harold C. Edwards, who has resigned, and Mr. Alexander 
John Heriot has ‘been appointed Vice-Dean. 

Mr. F. Bergel, Ph.D., D.Sc., will deliver two lectures in the 
physiology theatre, University College, Gower Street, W.C., on 
Thursdays, January 18 and 25, at 5.15 pm. His subject is 
“* Physico-chemical Properties and Pharmacological Activity of 
Drugs.” 

Two lectures on “Cell Metabolism and Chemotherapeutic 
Activity” will be delivered by Mr. T S, Work; Ph D., in the 
physiology theatre of University College on Fridays, February 2 
and 9, at 5.15 pm. 

All the above lectures are open to members of the public, 

Mr. W. J. Corlett will deliver a lecture on *" Population 
Trends” in the anatomy theatre, University: College, Gower 
Street, W.C., on Thursday, February 15, at 1.15 p.m. 

A lecture on “ Counting Heads—The Taking of the Census. 
1801-1951 ” will be delivered by Mr A. J. Taylor in the anatomy 
theatre of University College on Thursday, March 1, at 1 15 pm 

Dr. E. Ashworth Underwood will deliver a lecture on ‘‘ John 
Wesley and his ‘ Primitive ‘Physick *” in the anatomy theatre of 
University College on Thursday, March 8, at 1.15 p.m. 

Admission to the above lunch-time lectures 1s free, without 
ticket 

The title of Professor of Clinical Pathology in the University 
has been conferred on Montague Maizels, M D., M R.CP. 

The following candidates have been approved at the examina- 
tions indicated: 


ACADEMIC POSTGRADUATE DipLoMA IN MEeEDIcaL RADIOLOGY 
(Diacnosis).—M. M. Craig. 

AcADEMIC POSTGRADUATE DIPLOMA IN MEDICAL RADIOLOGY 
(THerapy) —H. S. Ali, R. J Dickson, A. W. Reghers. 


Professor A W. Downie, professor of bacteriology in the 
University of Liverpool; will deliver a special University Lecture 
on “ Infection and Immunity in Smallpox ” at the London School 
of Hygiene and Tropical Medicine, Keppel Street, Gower Street, 
London, W.C., on Friday, January 26, at 5.30 pm. 
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A course of two special University Lectures on “* The Isolation, 
Properties, and Functions of the Vitamins B,,” will be delivered 
by. Dr. E. Lester Smith at the School of Pharmacy, 17, Blooms- 


bury Square, W.C., on Wednesday and Thursday, February qand | 


8,-at 5.30 p.m. 

A special University Lecture on * Folic Acid and Growth of 
Tumours, especially Rous Sarcoma” will be delivered by Pro- 
fessor J. Engelbreth-Holm, professor of pathological anatomy 
in the University of Copenhagen, at the London School of 
Hygiene and Tropical Medicine on Monday, February 26, at 


5.30 pm. 


AJI the above lectures are addressed to students of the Univer- 
sity and to others interested in the subjects. Admission is free, 


~ without ticket. 


Medical News 





Research on Tuberculosis 

The annual report for 1950 ofthe British Tuberculosis 
Association’s research committee records a small pilot trial 
using thiosemicarbazone on advanced pulmonary tubercu- 
losis. Although very popular in Germany, this drug does 
not appear from published reports to be anything like as 
effective as streptomycin. The trial confirmed these papers 
to the-extent of suggesting that thiosemicarbazone might find 
its real use as an adjunct with streptomycin when para- 
aminosalicylic acid could not be given. A fuller controlled 
investigation is planned. The committee is also making a 
survey among students of London medical schools and in 
chest clinics to determine whether histoplasmosis is endemic 
in Britain, ' 


Financial Aid to Private Patients : 

The ,Hospital Sérvice Plan, in existence for many years, 
has been modified to suit present-day conditions. Anyone 
subscribing to this insurance fund and who is a private 
ward in-patient may recover the whole cost of hospital and 
professional fees up to a maximum of £210 in any year. 
Refunds are also made against the cost of full-time home 
nursing, and contributors who are general ward N.H.S. 


-patients are also entitled to certain benefits. The annual 


subscription varies from £2 10s. to 10 guineas, depending 
on the degree of cover, and full details may be obtained 
from the London Association for Hospital Services, 
Tavistock House South, Tavistock Square, London, W.C.1. 


Mass Radiography in Eire 


According to a report in the Jrish Times, the ‘Department i 


of Health has just created a limited non-profit-making 
company, called the National Radiography Association, 
which will provide a number of miniature mass radio-- 
graphy mobile units to operate throughout Eire wherever 
the local health authorities desire them and contribute to 
the finances of the association. It is hoped that eventually 
all areas will wish to take advantage of the service, which 
is modelled on that working in Sweden. ‘At the moment 
mass radiography is already conducted in Dublin and in 
County Cork. 


‘A’Dominion Lecture Tour 


At the invitation of the Postgraduate Federations of 
Australia and of New Zealand Dr. W. N. Pickles, of 
Aysgarth, Yorkshire, is during the first half of this year 
giving a series of lectures in these two Dominions. 
Dr, Pickles will be away from January 18 to June 20. 


In Brief 

The new president of the Zoological Societ? of London, 
in succession to the late Duke of Devonshire, is Field- 
Marshal Lord Alanbrooke. 

Professor T. Ferguson Rodger is chairman, Dr. A, Dick 
vice-chairman, Dr. Hunter Gilles secretary, and Dr. M. M. 
Whittet treasurer of the Association of Psychiatrists of the 
Scottish Western Region for the session 1950-1. 

At the annual genera] meeting of the British Association 
of Plastic Surgeons on November 24, 1950, Mr. A..B. 
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Wallate (Edinburgh) was elected president; Mr. R. J. V. 
Battle (London) vice-president, Mr. R. P. Osborne (Liver- 
pool) treasurer, Mr. J. P. Reidy (ondon) secretary, and 
Mr. A. B. Wallace editor. The members of the counci? 
are Mr. J. N. Barron, Mr. G. M. FitzGibbon, Professor 
T. P. Kilner, Sir Archibald McIndoe, Mr. J. S. Tough, and 
Mr. Rainsford Mowlem.. 

On December 11 the University of Nancy conferred on 
Dr. Brock Chisholm, Director-General of the World Health 
Organization, the degree of doctor honoris’ causa of the 
University and of the Medical Faculty. 

The Royal College of Physicians has prepared a list of alk 
the serial publications, including year books, contained’ in 
its library, which specializes in the history of medicine. 


Wills 

Dr. A- G. N. Weatherhead, of Stretford, Lancs, left. 
£11,548 ; Dr. H. G. Morris, late M.O. to Walsall and West 
Bromwich districts schools, left £18,731 ; Dr. W E. Audland, 
of Oxford, £24,959 ; Dr. H. Dodgson, of Shoreham- ~by-Sea, 
£24,910; Dr. John Milne, ‘of Sunderland, £14,455; and 
Dr. John Clarke, late of Rotherham, £24,172." 


i 


COMING EVENTS 


Robert Campbell Memorial Oration 

A Robert Campbell Memorial Oration will be given by 
Lieutenant-General Sir William MacArthur in the Great 
Hall of Queen’s University, Belfast, on Thursday, January, 
11, at 8.30 p.m. His subject is “ A Medical Survey of the 
Irish Famine of 1846.” 


Goulstonian Lectures 


Dr. H. J. Anderson will deliver the Goulstonian Lectures. ` 


before the Royal College of Physicians of London (Palt 
Mall East, S.W.) on Tuesday and ‘Thursday, January % 
and 11, at'5 p.m. His subject is “ Tuberculosis of the 


Pericardium.” 
[i 


British Postgraduate Medical Federation 
The British Postgraduate Medical Federation (2, Gordow 


. Square, London, W.C.) has arranged a number. of lectures 


on “The Scientific Basis’ of Medicine,” comprising the 
second half of the sèries which began in October, 1950.. 


‘to be delivered -at the London School of Hygiene and 


Tropical Medicine, Keppel Street, Gower Street, W.C., on 
Tuesdays and Thursdays, from January 9 to March 20, at 
5.30 p.m. The lectures are designed especially for research: 
workers and specialists in training, and admission is free, 
without ticket. Details will be published in the “ Societies. 
and Lectures” column of the Journal week by week. 


Psychiatric Aspects of Acromegaly 

A public lecture will be delivered by Professor Manfred 
Bleuler, of the University of Zurich, at the Institute of 
Psychiatry, Maudsley Hospital, Denmark Hill, London, S.E., 
on Wednesday, February 14, at 2.45 pm. His subject is 
“ Acromegaly and Acromegaloid : Psychiatric and Genetic 
Aspects.” : 


Lettsomian Lectures 
Dr. S. Cochrane Shanks will deliver the Lettsomian Lec- 
tures before the Medical Society, of London (11, Chandos 


Street, Cavendish Square, W.) on February 19 and 28 and 


March’S at 8.30 p.m. / 


Osler Clab of London 

The next meeting ‘will be held at the Medical Society of 
London, 12, Chandos Street, W.1,'0n Friday, January 19, 
1951, at 7.45 for 8 p.m. The meeting will be in honour of 
Sir James Cantlie, the centenary of whose birth falls on 
January 17. It will be opened with a biographical account 
by Lieutenant-General Sir Neil Cantlie, Director-General, 
Army Medical Services. The discussion will be opened 
by Sir Philip Manson-Bahr and Mr. E. D/ D. Davis. 

There will be a meeting on Friday, March 30, 1951, when 
Dr. Hugh Sinclair will read a paper on the history of 
nutrition. 
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Heberden Society i i Rea Pacurar OF PHYSICIANS AND crap oF Gen, 242, 
A clinical meeting of the Heberden Society will be held meent Street, ow.——January p.m., “ Fg el 
in the Meyerstein Theatre, Westminster Medical School, in Cardiac Diagnosis,” Finlayson Memorial Lecture by S ir Joha 


Horseferry Road, London, S .W., on Wednesday, January 24, ROYAL MICROSCOPICAL SOCIETY, Tavistock House South, Tavistock 


at 4 p.m, when mani of the cases 'shown previously will - Square, London, W.C.—January 10, 6 p.m., meeting of Blo- 
y P y logical Section. “ Micro-dissection Studies on Amoebae,” by 


‘be deėmonstrated again after one year’s progress, together Dr. Joan Lorch 


with new cases. Dr. J. H. H. Glyn, for Dr. W. $. C. RoyaL SANITARY INSTITUTE, 90 Buckingham Palace Road, 
Copeman and Dr. Oswald Savage, will show a. short film London, S.W.—January 10, 2.30 p.m., discussion: “ The Heaghi 


on “The Therapeutic Effects of Cortisone.” of Rooms in Dwellings in Relation to Health and Comfort,” 
to be opened by Professor G. P. Crowden. - 
Nutrition Society ` SOCIETY OF CHEMIGAL INDUSTRY: Foop Grour—At Medical 


A meeting of the Nutrition Society will be held at the zona H, aan mesg of the Micrcbiolguical 


London School of Hygiene and Tropical Medicine, Keppel ` Panel with the Socey for Applied Bacteriolo on 
Street, Gower Street, W.C., on Saturday, January 20, at “ Me © ZORI of aoe T by, Br. C oes Ta : 
10.30 a.m., when there will be a discussion on “The Com- ett, @00 rs 

parative Merits of Animal and Vegetable Foods in Nutri- Protesior R. FV. " Palvertaft will op en, the, discussion. 
tion.” The speakers will be: Dr. Tristram (St.i Andrews), Thursday 


Dr. Carpenter (Rowett Institute), Dr. Blaxter (Hannah Dairy Paana „SETE AL 1 P Specie Pd 


Research Institute), Dr. Yates (Rothamsted Institute), Dr. `, Behaviour,” by Dr. M. G. Good. Discussion to be opened by 
Lucy Wills (Royal Free Hospital), Dr. Harriette Chick . boty James Moore. P Fio ieee ae 
‘Cam Cam TISH PosTGRADUATB ICAL FRDERATION.—-At London Schoo 
( bridge), and Dr.. Deane. ( bridge). - : oi & ene ànd hg ical Medicas Keppel acre gerien 
British Asgoctation of Physical Medicine ` anuary Í H al Problems o. emical. 

A two-day meeting of the British Association of Physical  2ransmlsslon of Nere E ects by 4 deen choline, Adrenaline, and 
Medicine (45, Lincoln's Inn Fields, London, W.C.) will be Doncaster MepicaL Socrety,—At the’ Danum Hotel, Doncaster 
held on Friday and Saturday, April 20 and 21, with the January 11, Tetor. tA pm, annual inner and dance to be held 

ini igi . s Juncüon wI e ncaster ion. 

Pw provisional programme : April 20, 11.30 am, ©Instirum: of D To Lisle Street, „Lejcester_Square, 
ecture-demonstration on “Micro-waves,” by Dr. A. C, London, W.C.—January 11, 5 p,m., “ Pathology,” by Dr. J. O. 
Boyle ; 2.15 p.m., meeting at Headley Court Rehabilitation Oliver. A 
Centre, Epsom ; 7 for 7.30 p.m., annual dinner at the Royal ecg ie op Lanvuaotooy som JY oy 330, Gray's Inn Road, 
College of Surgeons of England. April 21, 9.30 a.m., annual Air Commodo E D.D. Dikon.’ f aratrauma, by 
general meeting ; 10.30 a.m., short papers; 2 p.m., demon- LIVERPOOL MEDICAL, INaTTUTON, 114, Mount Pleasant, Liver- 
stration on “Ultrasonics.” Further information may be pool—January 1 papers: “ Chemotherap 4 


obtained from the y honory secretary of the association at g ubereulozis, by Bre OFF F. Thomas, R. M. Todd, and 


es Tins or oon re Groep At t, Lond La 
E stitute o p molo uU tree: ndon, 

Medico-Legal Soclety January 11. 5 p.m. 57th Science Meeting., Colour Vision 

The annual dinner of the Medico-Legal Society will be Characteristics of Egyptian Parone by Dr.’ L. G. H 


held at the Savoy. Hotel, Strand, London, W.C., on Thursday, ` Ishak (Ibrahim Pasha Had Pia aoe 


QUEEN’S Be ig tie (GREAT Belfast.—January 1 


January 11, at 7.15 for, 745 p.m. , 8.30 “A Medical Survey of the Insh Famine of 1846,” 


RŽ Li eutenant-General Sir Wi ie M T Seha i 

OYAL ARMY MEDICAL COLLEGE —. ece eatre, John Islip 

SOCIETIES AND LECTURES Street, London, S.W., January 11, 5 p.m., “The Significance 

A feo is charged or a ticket is required for attending lectures of Anaemia,” by Sir Lionel Whitby. 

marked @. Applicaton should be made first to the institution ROYAL COLLEGE OF PHYSICIANS OF TE ONDON, Pall Mall East, 

concerned, London, S W.—January 11, 5 p.m., “ Tuberculosis of. the Peri- 
Monday Rae Ew A sca gag Lecture by De H. Pa Soi be à 

OYAL Eye HOSPITAL, corge’s Circus, war ndon. 

INSTITUTE pa PSYCHIATRY, penises Hospital, Denmark Hull, ` ct ~ 
Lon don, SE— January $, 5 0 pm, | leere denonstrition by ae oeoa ae 5 pm., “Methdéds of Examination,” by 


E Bengel St. Guorcg’s HosrrraL MEDICAL SCHOO; 
L, Hyde Park Corner, 
MeT eae OF' goron, 11, Chandos Strtet, Cavendish _ London, S.W.—January 11, 4.30 p.m., lectare-demonstration on, - ' 
Square, London, W.—January 8, 8.30 a o be introduced * psychiatry. 
br expected. a. Following Operation,” t introduced Torquay aD A ca Se Socrzry.—At Torbay Hospital, 
Roya Eye HOSPITAL, St. George’s Circus, Southwark, London, - January 11, jai Pme meeting. 
S.E.—January 8, 4 pm., “ Optics (Revision), by Mr. H. N. 
Reed, @Royvar Eve Hosrrrat, St. ony Ci ircus, Southwark, London, 
@RovaL Eys Hosprrat, St. George’s Circus, Southwark, London S.E.—January 12, 5.30 Pm, hystology of the E Eye) 
S.E.—January 8, 5.30 p.m., “ Anatomy of the Eye and Orbit,’ RoyaL MEDICAL SOCIETY, , 7, oume Place, inburgh.— 
by Professor . Nicol. , January 12, 8 pm., “ Myocardial Ischaemla,” * dissertation by 
: x Tuesday . ; . Mr. Philip ’Kessly, i 
ae POSTGRADUATE] pial Medicine, Ker At London S Schoo! 
(o) ygiene tropica cine, ' Keppel Street, ndon, 
See d T S80 The r pal eet, London, BIRTES, MARRIAGES, AND DEATHS 
choline as a Chemical Franimitter of the Effects of Nerve, BIRTHS, 
Impulses,” by Sir Henry Dale, O.M., F.R.S. May.—On parbi 17, 1950, at Costa, Kent, to Dr Madeleine 
INIcAL Socrery.—At South Kensington Hotel, 47, (formerly MacKenzie), wife of Dr. G. A. John) May, a son. 
Queens Gate Terrace, London, S W., January 9, 7 for 730 p.m., ieee AGES 
coloured cinematograph film: * Danish Exploration in Cammock--Faweett.—On December 18,. 1950, at Newcastle-upon-Tyne, 


Northern Greenland,” to be demonstrated by Mr. Ebbe Munck.. Taam Camm Margare 
@INSTITUTE OF DERMATOLOGY, nse Street, Leicester Square,, Danses w ock. 1. Rut CRAVEN Me Poe 


London, adi ariel a 9. 5 “The Pyogemce Cocci in Fit-“pams.—On Novémber 30, 1950, at the South Parish Church, St. 
Dermatology,” by Dr. J. O. O Finbarr, Cork,“John Felim Brian Hill, M.B., B.Ch, 347, High Road, 
RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, Leyton, London, E., to Kathleen Burns, Douglas Street, Cork. : 
London, S.W.—January 9, 5 pm., “ ‘Tuberculosis of the Peri . + \, DEATHS 
cardium,” Goulstonian Lecture by D J. Anderson. Morray.—On December 15, 1950. at Stratford-on-Avon Hospital, Donald 
ROYAL EYB Host A ee Circus, gees London, | Sutherland Murray, M.D , ‘own Cottage, Stratfordom Avon, ai aged 75 
S E.— Jan “ Surgery of the Epiphora,” _by Neil—On December 17, {950° Bees Loudon Neil, O.B-E., LR.CP.& 
Mr. T. Me tyre: S.Ed., L.R F P.S Glas., of Mayfield, Horbury, Wakefield. 
Newhy.—On December 14, 1950, at 28, Fairfieid d Road Croydon, Surrey, 
Wednesday v |] Gervase Edward Newby, OBE, F.R.CS., aged 
‘@lnstiruTe oF DERMATOLOGY, Lisle Leicester Square. Pantoa.—On December 27, ee By ad home, Ones: Pool, Bourne End, 


ic uy. Bucks, Sir No#l Pa 
‘London, WW icKenee 10, 5 p.m. re ray Technique,” by Vases On December Lar 1850, a At Sally Hospital, Glamorgan. Arthur 
Roya Eve HosrrmaL, St. George’s Circus, Southwark, London, EN dat aged Toulmin: Vaughan, MBa ees 3e ONEN s ee 
S.E.—January 10, 5.30 p.m., “ Retrolental Fibroplasia,” by  Whie.—On Sn Deemer 17, 1950, at his home, Jobn Simpson White, O.B.E., 
Mr. R. P. Crick. M B.’ BCh., 3, Park Place, Molesworth, Plymouth 
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EPIDEMIOLOGICAL NOTES’ 
Smallpox at Brighton 


Up to January 1 (6 p.m.) 11 cases of smallpox, including 
one death, have been reported in the region of Brighton. 
The infection is thought to have been introduced by an 
R.A.F. officer who flew fron Karachi to Leuchars, Fife- 
shire, landing there on November 27, 1950. He had been 
vaccinated in October, 1950. Two days later he travelled 
to Brighton by’ rail and felt ill during the journey, suffer- 
ing from rigors. No signs or symptoms characteristic of 
smallpox developed, though he is said to have had a sparse 
rash not seen by a doctor, and he was treated at Brighton 
for malaria. He visited friends at Brighton, returned to 
Leuchars on December 12, went to Kinloss, Morayshire, 
on December 14, ‘and then returned to Brighton on 
December 21. s 

Meanwhile, on December 12 a woman aged 27, whom 
he, had been visiting, fell ill. She had had conjunctivitis 
for two days, and went off duty on December 12, thinking 
tbat the malaise that started on that day was due to the 
conjunctivitis. She stayed at home until December 18, when 
a few spots developed and she was sent to hospital. - Small- 
pox was diagnosed on December 28. The rash was atypical 
and the symptoms were mild. On December 27 her father, 
aged:53, was admitted to hospital, very ill, with an erythema- 
tous and haemorrhagic rash; he died on December 29. 
Father and’ daughter had been vaccinated only in infancy. 

On December 29 two more cases were diagnosed—a 
woman friend of the daughter, aged about 25, who had 
a helped to nurse her at home, and a man who had been, 


visiting the family. ‘On December 30 one of the nurses . 


at the hospital developed smallpox, and so on the same 
~ day did a woman sorter working at a laundry to which 
the officer’s clothes had been sent on December 13. On 
December 31 three more cases were diagnosed—two women 
- -sorters from the samé laundry and another nurse at the 
/* hospital. On January 1 smallpox was diagnosed in a third 
’. nurse. Two of these nurses had never been vaccinated, 


and the third once only in childhood.‘ 


Poliomyelitis 


` Notificatións i in the week ending December 23, 1950, were: 

v5 paralytic 38 (82); non-paralytic, 15 (25); total, 53 (107). 
The figures in parentheses are those for the previous week. 
Uncorrected notifications for the corresponding week in 
1947 and 1949 were 60- and 81 respectively. Total un- 
corrected noufications for 1950 to and including the week 
under review are 8,643. The corresponding figures for 1947, 
1948, and 1949 were 9,147, 2,356, and 6,791 respectively, 
County areas with the largest number of notifications weré 
London 6 and Essex 6. The marked fall in the figures, 
equivalent to a 50% reduction compared with the previous 
~ week, is- very satisfactory. 


Influenza 


Mae There has been a marked prevalence of -influenza in/ 
Scandinavia, from cases of which a virus has been isolated 
not unlike the “A aera a strain which occurred in this 
country in 1949. The distase has been of a mild type but 
with a high attack rate. High incidences of influenza have 
also been reported within recent weeks from certain parts 
of the U.S.A, Northern Spain, Sardinia, Persia, and 
elsewhere. R 
In the-absence of notification of influenza, the incidence 
r, of. pneumonia , cases and deaths from pneumonia and 
influenza are used as a guide to the prevalence of the 
disease, ‘and the following figures may be of interest. 


` 


` 


Pneumonia Including Primary I Tafluenza 







‘Great Towns * 


Week ending December 9 .. 


4 
+ Weck ending December 16 .. 33 
Week ending December 23 .. 
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England and Wales 






Week ending December 9 .. 
Week ending December 16 .. 
Week ending December 23 .. 


Cities and towns with the largest number of pneumonia 
notifications for the week ending December 23 were: 
London, 42; Sunderland, 24; Newcastle, 23; Birmingham. 
20; Manchester, 17; Sheffield, 15; Liverpool, 14. 

Although these statistics afford no evidence of any serious 
outbreak of influenza in this country up to December 23. 


in the last week or more the disease has been very prevalent ` 


in the north-east, and a number of large towns have been 
hit, including Sunderland, Durham, and Newcastle-upon- 
Tyne. It'seems likely that the disease has spread to this 


area from Scandinavia, and, laboratory studies may show . 


the virus strain to be identical with that in Scandinavia. 

The disease in the north-east appears to be distinct from 
the so-called influenza at present widespread in other parts 
of the country. The infection may spread southwards in 
the next few weeks, 


, 


Road Accidents 


According to the Ministry of Transport, 483 people were 
killed in road accidents in October, 1950, as compared with 
380 in October, 1949.. Those injured in road accidents in 
October, 1950, numbered 4,346 seriously injured and 12,870 
slightly injured. Corresponding figures for October, 1949. 
are 3,738 and 11,514. October, 1950, had’ the highest 
number of road casualties for any Octobér since the war 
In November, 1950, the provisional figure for deaths is 484 


Week Ending December 16 ” 


For eight consecutive weeks the incidence of dysentery 
has risen in England and Wales, and during the week end- 
ing December 16 a new record was established with 1,214 
notifications. A further rise in the number of notifications 
of measles and whooping-cough was recorded, and both 
these diseases are at an exceptionally high level for this 
period of the year. A rise was recorded in the incideitce 
of scarlet fever and acute pneumonia, but the seasonal 
trends of these diseases are unusually low. Of the 50 cases 

, of diphtheria in England and Wales, 14 were notified in 
Lancashire. 

The fall in the notifications of äcüte poliomyelitis was 
checked ; a rise of 3 was recorded, and the total was the 
largest number notified during any fiftieth week. The largest 
of the local rises of acute poliomyelitis during the week 
were 5 in Surrey and 4 in Kent; in the latter county 8 
of the 10 cases were notified in Orpington U.D. 


y Dysentery 5 > 5 i 
‘ The largest returns of dysentery during the week in 
England and Wales were: Lancashire 262 (Southport C.B. 


52, Oldham C-B.-28, Rishton U.D. 28, Iram U.D. 26. `' 


Salford C.B. 23, Great Harwood U.D. 21, Liverpool,C.B. 
20, Middleton M.B..16); Leicestershire 239 (Leicester C.B. 
196, Market Harborough R.D. 13, Barrow-upon-Soar R.D. 


10);-Yorkshire West Riding 132 (Earby U.D. 48, Saddle- 


worth U.D. 20, Leeds C.B. 10, Sheffield C.B. 10, Bradford 
C.B. 9); Shropshire 53 (Shrewsbury M.B. 20, Whitchurch 
‘U.D. 10); London 52 (Islington 14, St. Pancras 11); Surrey 
47 (Malden and Coombe M‘B. 20, Esher U.D. 18); Durham 
40 (Darlington C.B. 14); Middlesex 40 (Edmonton M.B. 
29); Monmouthshire 40 (Abercarn U.D. 20, Newport C.B. 
15); Warwickshire 39 (Birmingham C.B. 33); Yorkshire 
East Riding 37 (Kingston-upon-Hull C.B. 34); Cheshire 34 
(Macclesfield M.B. 9); Staffordshire 25 (Cheadle R.D. 9); 
Yorkshire ‘North Riding 23 (Middlesbrough C.B. 15); 
Northamptonshire 19 (Corby U.D. 13); Essex 15 (Rom- 
ford M.B. 12); Wiltshire 14 (Marlborough and Ramsbury 
R.D. 8); Cumberland 12; Glamorganshire 12; Gloucester- 
shire 11. - \ , k 


Ww 


ta ~ ¢ ~ 


Jan. 6, 19511 . EPIDEMIOLOGY SECTION Barra 49 





` 


No. 30 
INFECTIOUS DISEASES AND VITAL STATISTICS Q 4 
We print below_a Summary of Infectious Diseases and Vital Any uestions ? 


Statistics ın the British Isles during the week ended December 16. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) and and Wales (London tncluded. (b) 
Condon (admnusstrative county) (c) c) Scotland (d {(d)Elre (e) Norther Ireland. Correspondents should give their names and addresses {not 

ye tasers i O Brih ana 7a Deal nand el De recorded unt unae fach Infernais for publication) and include all relevant details in their 
Londoni. (O b) London {administrative county).' (c) The 16 principaliownsin questions, which should be typed. We publish here a selec- 
Scotland td) The 13 principal towns in Eire (o) The 10 principaltownsin fion of those questions and answers which seem to be of 


A dash — denotes no cases; a blank space denotes disease not notifiable general interest. 
at no return available. = 


































0 1950 1949 (Correspondmg Week) Alcohol after Head Injary 
(eo) | (a) (d)| (ce) . Q.—How soon is it advisable to resume moderate drinking 
Menlngoococal lafo Ao head injury ? 
pee, SEE N 29 aH S —Drinking may be harmful to a patient who has had 
a head injury, in two ways: (1) In cases of open skull 
Di haonar x EEE 31 fracture with penetration of the cerebrum post-traumatic 
ee epilepsy may appear as a complication. If it does, heavy 
pgs a AG E ‘consumption of beer, by causing hydration, may precipi- 
tate fits. (2) A patient’ who ‘has sustained a severe and 
So. — diffuse injury to the brain, followed by a long period of 
unconsciousness, will often exhibit such symptoms as 
pelas ” B disturbance -of memory, power of concentration, or 
ee mood, In the presence of such symptoms drinking: of 
infective enteritis ot i . Spirits is best avoided. Finally, anything likely to pro- 
2 years duce headache in a patient with this symptom should be 
Deaths .. avoided. This in itself indicates care in the matter of 
Measles* E 156 alcoholic intake. . 
Deathst E ` 
Ophthalmia neons- Treatment of Malignant Hypertension 
jae. = i E mae of 55, with ae iodi Agentens (BE 
g 50), had a stroke three months ago from which he 
Paratyphold forsk: | 4 E Z recovered; one month ago he awoke with a paresis of the 
—— left leg which rapidly improved, but 12 hours later he 
sr gc said 14 suddenly lost the sight of both eyes. Examination showed \ 
Deaths tbs (fom in- _ pallor of the retinae and constriction of the arteries, and 
there was loss of peripheral vision; objects and colours 
Ene oe piinay Pager | alae] 27A z: could, however, be distinguished with difficulty. Now (one 
month later)’ there is slight improvement in vision, the 





retinae are less pale, and the disks appear normal. What 
are the diagnosis, treatment, and prognosis ? Would hexa- 
methonium bromide or venesection be of value in this case ? 


Poliomyelitis, acute a 











A.—This man appears to be suffering from malignant 

Pascal prea a hypertension with episodes of severe ‘vascular spasm. He 
Relapsing fover should improve with rest in bed, 'a low-sodium diet, and 
Deat "3 hexamethonium bromide. Venesection should not be under- 
Bearlet fever taken, because it would do no lasting good and might well 
Deat prove dangerous. In” these cases the patient should be' 
PET thoroughly examined first, particularly with. regard to 
pre cardiac and renal function. The effect of sedation should 
ETET hak then be ascertained. Hexamethonium bromide may then 
eaths be administered subcutaneously or intramuscularly in an 
-initial dose of 20 mg., preferably with the patient in the 

Typhus levee propped-up position in bed. A fall in blood pressure may 
Whoopia yR cause dizziness,’ but this can be promptly overcome by 


removing one or two pillows or, if necessary, by laying 
the patient flat The second dose may be increased or 
reduced according to the initial response. Injections may 
then be given twice daily. As soon as satisfactory con- 
trol,is obtained, hexamethonium bromide may be given by 
mouth up to a maximum of about | gœ three times a day. 
Note.—In reply to a question on the immediate treat- 
ment of an attack of hypertensive encephalopathy (“ Any 
Questions ? ”, November 25, 1950, p. 1235) the intravenous 





Deaths Deaths (O-1 year). | ze) 27) ah at| 17] 281] 30] 44] 20 ii aay? 
Deaths ico 
Peak death rato 
(per 1,000 por- 
sons living) 


Live births. 








living administration, over a period of. two minutes, of penta- 
Stillbirths .. methonium iodide or hexamethonitim iodide in doses of 
Rate per 1,000 30-40 mg. waswrecommended. The injection should be given 
total births ‘Qn- x A . ae i 

cluding stillborn) with the patient propped up; the onset of dizziness is a 

* Measles 1s a notifiable in Scotland, and the roturas are therefore an Signal aad the Pipa ae to et ol HPE flat, 

a imation because this means that a satisfactory fall of blood pressure 
(a ee geet ca Tongoni, has been obtained and the full dose is unnecessary and ` 
eye 9g punary forin. Tor England and Wales, London (administrative may provoke too severe a reaction. The hexamethonium 
LDA i death | from poliomyelitis and polid-encephalitus for Eng: , compounds should not be given lightly in general practice, 

tend and Wales, London (administrative county), are combined “their successful administration requiring considerable know- 


Includes puerperal fever for England ard Wales aad Eire 
Vines Primary pneumonia no longer notifiable in Eire ledge and experience. 
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/ , Intrapleural P.AS. ro 9 
Q.-Has. intrapleural para-aminosalicylic acid (P.AS.) 


“been tried in the treatment of. pulmonary tuberculosis ? , 


If so, with what results ? 


A.—Solutions of para-aminosalicylic acid nae been used 
extensively in the treatment of tuberculous empyemata. 
P.A.S. is given intrapleurally usually in the form of a 20% 
solution of the sodium salt, 20 to 40 ml. being injected 


‘weekly, according to the severity of the case. The results , | 


are variable and\depend on thé degree of thickening, of thè 


. pleura and the chronicity of the lesion. The presence of a 


“brorchopleural fistula, although not an absolute contra-. 
indication,’ will have: a serious adversè effect on the 
treatment, , N 

To obtain the best’ results all pus must be aspirated from 


the pleural cavity, and the cavity washed out with normal “ 


saline, before the injection of the P.A.S. solution. ‘In cases 
with secondary infection this should be treated with penicil- 
lin before using P.A.S. Local anaesthetics containing para- 
_ aminobenzoic acid should not be used with B.AS., as 
‘‘para-aminobenzoic acid antagonizes PAS, 

In this country the, most favourable results have been 
recorded by T. G. Dempsey and M. H. Logg (Lancet, 1947, 
2 871; Tubercle,, Naa 29, 216). 


Aho 


' 0 V.D. Prophylaxis 


Q.—What are the best measures of personal prophylaxis . 


apainst venereal disease ? 


A.—A condom, carefully put on and carefully removed, 
will almost certainly prevent infection of the parts covered, 
but not, of course, of the surrounding skin. 

Thorough washing of the whole genital area with soap 
fad water, followed by the application of calomel cream 
(containing a. sulphonamide or mercury oxycyanide), will 


` prevent infection in the vast majority of cases if carried 


out immediately after exposure..  ' 

Penicillin tablets (300,000 units) swallowed within a few 
hours, of 'exposure arè said to prevent infection in a high 
proportion of cases. à 

Sulphgdiazine, one or two grammes taken at once followed 
by a similar dose next morning, is likely to prevent the 
development of gonorrhoea but hot of, syphilis. 

A few capsules of “ aureomycin,” each of 250 mg., swal- 
lowed. soon, after exposure will probably prevent infection 


/ with either gonorrhoea or syphilis, but few investigations 


with this antibiotic have yet been reported. - 

` It will be clear from the foregoing that the sooner and 
more thoroughly prophylaxis is applied the greater will be 
the chances of preventing the development of infection. 


Amphetamine and Cardiac Arrhythmia 
Q.—Is amphetamine likely to lead to ‘auricular fibrilla- 


" don in a healthy person, or in a person who suffers from’ 


mitral ‘stenosis of rheumatic origin and has a history of 


. several bouts of auricular fibrillation ? 


A.—Amphetamine is unlikely to lead to auricular fibrilla- 
tion in a healthy person. But on the whole it is wise not 
to use such drugs for patients who have a tendency to 
cardiac arrhythmias, and certainly not for one who suffers 
from mitral stenosis’ and who has had several bouts of 
paroxysmal auricular fibrillation. 


Lupus PTE 


Q.—W hat is.known of the aetiology of lupus erythema- 
tosus? “What is the treatment of the acute disseminated 
and the chronic localized. varieties respectively? ` 


A.—Chronic and acute lupus ‘erythematosus are thought 
by most authorities’ to be related, and occasionally the one 
is seen to pass into, the other, though more often the types 
retain their identity throughout their course. Their aetio- 
logy is unknown,’ but is associated with a: disturbance of 

i d 2 
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ANY. QUESTIONS? ` ma 


EF ` ` we A : 
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' 


eal aidan and sometimes to the adjustment of this 





‘ to climatic conditions. Focal sepsis,, drug. therapy, and 


sometimes other disorders may act as predisposing factors. 


Empirical treatment with gold injections is at present.the - 


most helpful measure in the management of the chronic. 
form of Jupus erythematosus. 
In the “cute type, adrenocorticotropic hormone (ACTH) » 


and cortisone produce dramatic results,: but the disease - 
returns as badly as ever'on their withdrawal. Some cages ' 


have now been reported in which prolonged administration, 
‘of these substances has, maintained iniprovement. In some 
cases this improvement has lasted for periods ° of months , 


i after the cessation of therapy. 


, Chronic Otitis Externa 


Q.—A girl of 21 has had bilateral chronic otitis externa 
for 18 months. The condition began as a series of boils in 


the external meatus, and has proved resistant to orthodox, . 


measures. What treatment is suggested? n, 


A.—It-would be worth trying irradiation, either by xrays, 
the appropriate dose being determined bya radiologist, or , 
.by-the local application of an alcoholic solution or varnish* 


containing thorium X. 


Light-headedness in Elderly Diabetic `, ` 


oe > 


Q. =A bachelor, aged 72, with a mild degree of diabetes 


mellitus controlled by diet, complains of a sensation of light- 
headedness immediately after. evacuation of the bowels every 
morning after breakfast. This persists for two or three 


' hous.- His blood pressure is only slightly raised. He also 
What: is” the cause of anis 
- sensation, and is there any treatment? - 


‘suffers from angina of effort. 


A.—It seems probable that this symptom is related to 


“ transient’ disturbance of the cerebral circulation, particu- ` 


larly as'the presence of angina indicates’ arteriosclerosis. 
It is advisable to ensure that defaecation ‘should be as 
nearly effortless as possible, and to this end liquid paraffin 
should be prescribed to- keep the’ intestinal contents soft. 
If possible the patient should breakfast before he has 
dressed, and, after the, bowels have been evacuated, he 
should return to bed for 15-30 minutes. ‘On first waking 


` he should take 4 gr. 62 mg.) of- phgnpbarbitone. 


é 


` ' ' Sterilization of Syringes : X 


QW hat antiseptic miscible with oil could be recom- ‘ 
mended for adding to the lubricant of an injection syringe ?, 
What concentration would be necessary to guarantee the 
sterility of the syringe? 


A.—It is ‘impossible to sterilize a syringe by this method. 
Even germicides in solution in water do not penetrate the 
„ crevices, and all. chemical methods of sterilizing, syringes 
“ have been found ineffective. 
by an aqueous solution would be even more inaccessible 
to-a viscous‘oil. Lubrication and sterilization (by dry heat 
or autoclaving) should be separate processes. Full instruc- 
tions, and substantiation of the statements made, will be 
found i in The ‘Sterilization, Use and Care of Syringes (Medi- 
cal Research Council War- Memorandum No. 15, H.M. 
Stationery Office, 1945). 
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STUDY OF THE TEETH OF 5-YEAR-OLD CHILDREN IN- 
RESIDENTIAL HOMES AND DAY SCHOOLS, . — 


BY 
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"AND ee 


MP 2. 


t HELEN MELLANBY, MD. PhD. , 
< . , With the Assistance of JOAN JOYNER, B.Sc, and MARION KELLEY 
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It was brought home to one of us in 1929, when examin- 
ing the teeth of some 5-year-old children in London 
County Council schools, that there ‘was a great differ- 
ence between the condition of their teeth and those of 
children living jn orphanages in the Midlands. Among 
‘the L.C.C. pupils at this tıme there were only 4.7%* with 
caries-free or almost caries-free deciduous dentitions, 
.whereas it was obvious at a glance that the number of - 
orphanage children ‘with caries-free teeth was much 
higher. In 1943 the chance arose of making a limited 
_ number of systematic inspections of the teeth of children 


ie living under different conditions. It was decided, inthe 


first place, to see whether any changes had occurred in 
the teeth of L.C.C. pupils between’ 1929 and -1943. The 
wunprovement. was so great (the 4.7% of 1929 had 
increased to 24.2% in 1943) that similar inspections were 
made in 1945, 1947, and 1949 (Mellanby and Coumoulos, 
1944, 1946; Mellanby and Mellanby, 1948, 1950). 

It was not until 1945 that an opportunity arose of 
seeing whether there was any real connexion between 
living conditions and dental health ir orphanage and 
L.C.C. children. Concurrently, a similar inquiry was ~ 
made among pupils -attending private (fee-paying) day 
schools ; like the L.C C. children, they lived with their 
own families. Meanwhile various workers had observed ' 
a tendency for children brought up in orphanages. to 
suffer little from caries, while others, including Collett 
(1935) and Schidtz (1939) in Norway, and Anderson 
et al. (1934), in Toronto, had published a few figures 
relating-to mixed age- groups indicating that there was 
less caries among such children than among the general 
- + population. The threefold survey of 1945 (Coumoulos 

and’ Mellanby, 1947) showed: that children living in , 
homes had the worst dental structure, suggesting poor 
calcifying diets during tooth development, and yet had 
the least caries—less than the children of comparatively 
well-to-do families and much less than’ the L.C.C. group. 
It would have been instructive had we been able to, 
- parallel every survey in L.C.C. ‘schools with similar 
. inspections among residential homes and private-school 
children, but this was not possible. Early in 1950, 
however, the two groups in question were reinvestigated. 
This seemed especially urgent, since the present policy 
of boarding-out dnd adoption is removing nearly all 
5-year-olds from homes. i 
_ In this paper we are using the term “ home” or } resi- 
dential home ” to cover residential nurseries and schools 
administered by the State or by voluntary bodies ; pre- 
viously we called them institutions. These are maintained 


EE ta ae Re Sg ee a ee 
*This figure of 47% included children with up to three teeth 
with very slight caries (C, ‘cavities) since the number’ of caries- 


free individuals was negligible. E 


—~ ee 


for children deprived of a normal home, life for a variety ` 
‘of reasons, such as the death, prolonged illness, or prison 
sentence of one or both parents, Yanai or lack ` 
of suitable housing facilities. Formerly such children 
weré accommodated in orphanages, or institutions of 
‘various ‘types, including workhouses. - Sey 


‘Clinical Material and. Methods 
So far as possible the same homes and schools were ` 


-included'in the 1950 survey- as previously, but, others 


from near-by districts were added to increase the size. 
of the sample. In all, 55 homes (mainly situated in |, 
London and the surrounding country, with a few in the 
Midlands) and 32 private and independent schools (in 
London and adjacent counties) Were visited, the total n 
‘numbers of children dentally inspected being. 542 in the 
former and 560 in the latter group. ~In 1950, as in 1945, 
the average age of both groups of children was approxi- i 
mately 54 years. : 
The- standards adopted for hypoplasia and caries in 
the clinical examination, and the methods used in cal- 
culating the-results, were the same as those employed 
on many previous occasions, The, degree of hypo lasia 
was estimated with a right-angled probe: and the 
rougher the labio-buccal surfaces the greater the degree 
of M-hypoplasia: For diagnosing caries an illuminated 
mirror and sharp rat-tailed dental explorer of standard 
size were used.” The teeth were neither dried nor 
x-rayed, since, although these aids to detection would - 
have resulted in more caries being seen, the findings 
would not have been comparable with those of past 
surveys ; moreover, the diagnosis of the presence and 
extent of caries by any known method often comes in for 
criticism. For this type of work the important thing is 
to have ‘agreement on the standards to be adopted, fol- 
lowed by adherence to these standards on the part of | 
the investigators, who must Work in’close collaboration. `‘ 
The method of presenting the findings, especially those eer 
relating to caries, is also open to enticism. We have 
considered the arguments for and against our system > 


’ 


‘and the schemes adopted by some other workers, but 


for various reasons we prefer to retain our own. Most ~ 
dental research workers concentrate mainly on thè 
incidence of disease, including evidence of past decay, in 
recording the dental status of any given group o the 
population. They often ignore the strucfure of the 
teeth, apart from the grosser forms of defect, and its 
bearing on the liability to caries. We, however, feel. 
strongly that both should be considered, and that, in 
‘accordance with the precepts.of preventive medicine, the - 


emphasis should be on the well-calcified and the oe 
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> free teeth rather than merely on the incidence of defect 
“or disease. In giving the results of the surveys, there-. 
fore, we mention first the more ideal state, which it 
is hoped more children will ultimately attain. 


In assessing the quality of the teeth, division was made 


into those which were externally smooth (no hypoplasia) 
and those with varying degrees of roughness of the labial 
or “buccal surfaces. M-hypoplasia (King, 1940) was 
graded M-Hy, to M-Hy,, according to the increasing 
severity of the, defects, while teeth with certain well- 
defined types of surface irregularity were, as before, 
classified separately as gross or “ textbook ” hypoplasia. 
The numbers of teeth in the various categories of:-hypo- 
plasia are expressed in the tables as percentages of the 
total number of teeth examined. Any teeth which were 
so carious or had such heavy deposits of tartar that the 
surface structure could not be gauged were omitted from 


this classification, and thus from the tables dealing with. 


structure. The average extent of surface texture defects 
of the M- ~type is represented by the average hypoplasia 
figure (A.H.F.); this, in conjunction with the percen- 
tages of hypoplastic teeth, is, we believe, useful in 
assessing the improvement or otherwise in the dental 
structure of successive samples of children—for 
example, 5-year-ald L.C.C. pupils examined between 
1943 and 1949. 

Caries is expressed both as aaae and as extent for 
each ‘type of tooth, and for the sum of all types, in 
each group of children. The incidence of decay by 
itself, whether given as a percentage or as the D.M.F. 
(decayed, missing, and filled) figure, can be misleading, 
since a group of individuals with small cavities would 
appear in: the table to have the same amount of caries 
as a group in which the cavities were large. For this 


reason the extent of caries in each decayed tooth is, 


described as being of grade 1, 2, or 3, according to the 
_ estimated size of the cavity in relation fo the sizé of the, 
tooth. The, average caries figure (A.C.F.), like the 
A.HF., is some fraction of 3, and measures the esti- 
mated average extent of caries in the teeth. In our 


opinion the advantage of this method as against those ` 


involving tooth surfaces is its relative simplicity ; also 


the results so expressed | are comparable with those’ 


previously given in this series of reports and those pub- 
lished by others using the same method (Deverall, 1936 ; 
Davies, 1939-; King, 1940; Coumoulos, 1946; Stones 
et al., 1949). ` 
In all the surveys made since 1943 it has been possible 
to calculate from the published figures the D.MF. 
.values. For instance, the percentage of carious teeth, 
as expressed in Table IV and in earlier papers, is equi- 
, valent to the D.M.F. per 100 deciduous teeth, while the 
total number of carious ;teeth divided by the number 
of children and then multiplied by 100 gives the D.M:F. 
per 100 children. Since the deciduous incisors are .in 
process of being shed between the ages of 5 and 6 years, 
the missing ones are considered, in all our surveys, to 
have been lost naturally, and are therefore omitted from 
the tables, On the other hand, any absent canines and 
molars would almost certainly have been extracted for 
caries at this period ; they are therefore inctuded in the 
caries totals (grade C,). It will be seen from Table I 
that the majority of missing incisors in this age group 
are lower centrals, in which there is very seldom any 
decay, so that the total number of decayed teeth which 
might have been present in those counted as “shed” 
must be small. It is obviously more difficult to analyse 
caries figures for children of mixed age groups, espe- 





of the two groups of children separately. 
` results for the residentjal homes and the private-school. 


TABLE I.—Percentages of Teeth Present at Time of Inspection 






Residential Homes 
1945 


Private Schools 
1945 1950 


` 


< Type of Tooth` 















\ 

Upper: 
k ntrals 94:0 93-5 94-9 
Laterals 97-8 99-2 98-7 
« Canines 99-8 1000 100-0 
ist molars 995 98-2 98-1 
2nd molars ‘99-8 99-5 99-2 

Lower: 
Centrals 85-7 76-0 163 
Laterals 98-5 974 97:7 
Canines 100 0 99-9 100-0 
Ist molars 98-6 ' 95-4 95-5 
2nd molars 99-2 4 98-2 

' AU types 3 





cially those between 7 and 12 years, because the times 
of eruption and shedding vary widely. For the 
5-year-old children the task is relatively sumple. From 
Table I it is also seen that nearly all the teeth are still 
dn situ, with the exception’ of the lower central incisors, 
which are normally shed relatively early. 

7 a ' Results 

Table II shows, the percentages of children in the 
two groups who were caries-free and those who were 
nearly so, together with the numbers of D.M.F. teeth 
per 100 children. 


Taste Il.—Children Caries-free, or Almost So, and the DMF 
Values Per 100 Children in Residential Homes (R.H.) ‘and 
Private Schools (P.S ) 





1945 1950 


1945 1950 





204 , 139 
275 | 246 





Although the figures for caries-free children are given 
here to conform with the reports of all the earlier sur- 
veys of the series, it has throughout been realized that 


where the differences between the various groups under . 


review are not spectacular a better picture is gained by 


considering teeth rather than dentitions. Thus some 


10% more private-school children had dental decay in 
1950, yet the total percentage of caries-free teeth (C,) was 
actually greater than in 1945. In other words, the 
disease was more widespread at the time of the later 
survey, but, was of a milder form (see Tables II and IV). 

The findings relating to the teeth as opposed - to the 
whole dentitions of the children are given in Tables U1 
to VI. 
made between the 1950 and the 1945 results for each 
Then the 


groups will be compared. Passing references to the 
‘findings in L.C.C. schools in 1949 and 1945 will also be 
made, although the interval between examination was 
six months less for them than for the other groups. 


{ ' Surface Structure of the Teeth ' 


Residential Homes in 1950 and 1945 —It will be seen : 


from Table HI (column 4) that 42.0% of all the teeth 
were perfect or nearly perfect in structure—that is, 
hypoplasia-free—in 1950 as compared with 32.3% in 
1945. This improvement was found in all types except 
the upper first molars, which remained the same as 
before, and the upper second molars, where the 


1945 1950 


Ip considering them, a comparison will first be. 
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percentage decreed. (It is realized that tartar deposits 
found on a propértion of upper molars, especially 
second molars, may mask the actual surface texture, 
thus making it. difficult to dssess the structure and there-. 


“s fore any‘change. This applies to all our surveys.) There 


was Very little M-hypoplasia . of the most severe grade 


(M-Hy, Jin any type of tooth in 1950, less than 1% of 


all the: teeth examined falling into this Category, as 

compared with the slightly higher figure of 1.7% in 1945. 
The A.H.F. had decreased for every type of tooth 
except- apparently the upper second molars, the total 
; having fallen ‘from 0.92 to 0.76. Gross: hypoplasia, 
age. relatively low in both series, was dower in’) 


` 









” 


(1) Type of Tooth ‘an y 


ist molars 


2nd molars 
bi 


323, 420 39-5 


“Totals 
` » 540°, 523 31-0 


R.H. | 6,277 "10 426 
PS. 7,036 110,674 


(3) Slightly 
Defective Struc- 
ture (M-Hy:) 


1950 than previously, 1.7% of all teeth, as compared 
with 4.8% in 1945, being pected by ,this form: of 
defect. 


Private Schools in 1950 and “1945. —Among: ‘these ` 


children the dental structure was substantially the same 
in 1950 as in the earlier survey. There were 52.3% of 


the total teeth free from hypoplasia as compared with . l 
54.0% previously (Table II, column 4). Some, such as - 


the upper incisors and canines, showed improvement jn 
the five-year-period, while others, notably the. molars, 
were not as good as formerly. ` 


As in the ċase of the residential homes, very few . 


teeth had really severe structural defects (M-Hy,), the 


moe 


TABLE, 1T Comparisòn of Tooth Se in Residential Homes (R.H.) and Private Schools (P.S.) , 











169 
361 121 411 


+ i N + 
: lasia figure) = ‘ : Total hypoplasia fi 
EF. (a s hypop A ) Total No. of teeth examined for structure (excluding those with G-hypoplasia or unciasmfied hypoplasia) 


A few'of the teeth included in column 3 could not be classified into any of the grades shown In this tablo. ' Thorofore the perceritagea do not add,up to 


„100 in all 


\ 7 


os TABLE IV. —Caries Incidence and pee in Residential Homes (R.H.) and Pı ivate Schools (P.S.) 


Y z t 


. (8) Total 
enn, (3) Total No. |} (4) Ne Caries « (5) Slight  |' (6) Moderate |, (7) Severe Carious Teeth || 9) acre 
: Í 3 ie C Le, D.M F. Si 
(1) Type of Tooth Sone of Teeth Co oR Gann (C9 _ eka » ( per 100° Teeth) i 
: Í 1945 1950 n CEE 1950 | 1945' 1950 | 1945 1950 ||'1945 1950 





Upper: ` ; 
Central incisors 1,011 
z 694. 1, 
Lateral incisors | R.H 636 ' ios 
nines. yer 1,084 
fi o = ; 1,120 
Ist mòlars 
2nd molars ,. 
Central incisors 
Lateral naar \ RAL ‘323 
Canines 650 
H i „S. 142, 
650 
. ist molars .. ; 742 


z p | 650 
2nd molars al 3 742 


6,344 
7,169 


x 


10,539 


~Alltypes `., 10.837 
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Bgure 
: * ACF. (average caries ore) ‘Total No. of tesih (includi Samoa 


Total caries 
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' proportion being 0.1% of all the teeth examined, as com- 
pared with 1.2% in 1945. The only teeth coming within 
this grade in the more recent survey were the molars. 





` 


' ` Caries of the Teeth 


Residential Homes in 1950 and 1945.—Table IV 


There was very little variation in the A.H.F. for the .(column 4) shows that, in spite of the fact that a large 

different types, and the figures for all types together were percentage of the teeth were caries-free in 1945, there 

the same. Gross hypoplasia was again very uncommon was an improvement during thé five years between in- 

in either year, the total amount in 1950 being 0.3%’ of all spections, the respective figures being 89.5% and 92.8% 

teeth examined—I % less than in 1945. . of the total number examined. | This improvement was 

- . Comparison of Homes and Private Schools—it will ‘eflected in each type of tooth, but especially in the 
be seen from Table II that the children in the residential molars, and in particular in the upper molars. With _ 

” homes in 1950 still had worse dental structure than those regard to disease incidence, there were very few carious 
in the private schools, 58.0% of all teeth as compared teeth in these residential-home children in 1950, only , 

with 47.7% showing some degree of hypoplasia (A,H.F 7.2% of the total number being affected, as compared 

0.76 as against 0.59). Since; however, in the former With the previous: figure ‘of 10.5%, which was in any 

1, group there had been an improvement during the past Case very low. In passing, it may be noted how small 


five years—that is, the percentage of hypoplastic teeth Was the proportion of carious teeth graded C,, remem- , 


Y" had fallen from 67.7 to 58.0, a 14% reduction—whereas bering that this category includes extractions. The extent 


< in the latter group there had been none, the disparity of caries, as expressed by the A.C.E., fell ın 1950 for 
was less, every individual type of tooth, the figure for all types 


L.C.C. Schools—Among the L.C.C. group examined 
in 1949,- although the percentage of hypoplastic, teeth 


together being 0.12, as compared with 0.19 ın 1945. 


Private Schools in 1950 and 1945.—The private-school i 


had increased somewhat since 1945, being 68.0% as com- ‘children showed a slight improvement in the five-year 


z pared with 62.0%, the A.H.F. was much the same, 0.88 


interval. The total percentage of cariés-free teeth rose 


compared with 0.91. from 85.8 to 87.3, and each type, with the exception of 

As regards dental structure, therefore, these observa- the lower second. molars, showed ‘improvement. The 
tions indicate a general improvement arnong the residen- Percentages of carious teeth at the two inspections were 
tial homes population since 1945, but little change arnong thus 14.2 in 1945 and 12.7 in 1950. The A.C.F. for 
private schools or the L.C.C. group. The private-school °h type of tooth in 1950 was the same as or, lower 
“children had on each occasion ‘he best-formed teeth, than before, so:that the total A.C.F. showed a slight 


„at the_time of the second inspection, the residential 


while the positions of the other two groups were reversed eduction (0.28 to 0.22). 
: Comparison of Homes and Private Schools.—The 


homes £ group having better calcified teeth than the L.C.C. figures given in Table IV indicate that, as in ‘1945, 
_ group, though not reaching the standard of the private- . the teeth of the residential-home children examined in- 
` 4 school children. 1950 ‘still had less disease than those of the private- 


~ TABLE V.—Incidence of Caries in Teeth with Varying Grades of Structure 


























































(3) Incisors (6) All Types 
(1) Grade of | (2) | Total N6 % Total No Toral No 
Structure Group be Examined Carious Examined Examined 7 so 
L 1945 1950 1945 1950 1945 1950 1950 
i Good (Hya) ' RH 1,261, 2,603 05 09 518 1,224 2.029, 4,381 0-3 
PS 1,970 3,142 08 14 1,071 1,749 0-8 06 30 17-0 3,799 5,581 13 5. i 
> iar (vee defective RH 891 1,134 27 5-7 630 831 21 y 86 13:3 2,477 3,991 4-8 8-7 
soos -Hy,) PS 523 841 8-8 87 330 457 64 206 226 2,183 3,855 156 173 8 
Defective (M-Hy,)| RH 185 211 246 14-7 3 61 fis: 7 & a 298° 127 1315 1,775 | 278 ; 12-5 
IP S 149 83 | [30-2] [96] 36 10 3} "568 347 854 1,188; 514 ’ 330 
Very defective RH 13 4 3] [25 0] 3 0 0-0 — fas 2] {45 2 17 Le 81 54-2 n3 
-(M-Hy+) PS 8 0 75-0 — 2 0 00 — 896] [42-9 14 | [862] {42-9 
Gross (G-Hy) RH » 80 4 esl Eral 24 po pa 12 198 12-5 -301 180 | 233 13-3 
PS 34 382 250 12 00 00] 42 [38-1} [60 0] 88 29 | [330} {241} 























4 


Note —For some grades of structure the numbers of teeth were relatıvely small. The percentages based on these probably have'lictle significance, and are 


therefore given in brackets 




















TABLE VI.—Extent of Caries in Teeth with Varying Grades of Structure : 
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‘(3) Molars (6) All Types 
1) Grade of (2) Total No | 
i Structure Group Examined ACF 
Good (Hy RH. K 0004 0- 
(ya P.S 1,970 3,142 001 0-04 0-24 
ae ith S defective | RH 891 1,134 004 0 02 956 2,026 O12 021° 
PS. 523 841 OTL 007 1,330 2,557 | 0-36 0-36 
Defective (M-Hy,)] R H te 33 00 1,057 1,503 0-51 0 20 
: PS. 075) (090 669 1,095 1-11 0:59 
Very defective. R HL be 6 00 91 TI B 194 ES 
(M-Ry,) PS. 0-00} 000 n 14 | {2:17] [093 
Gross (G-Hy) . RH. 80 44! ets fo 30] 197 112 |' 0:39 O18 
PS 34 16 | [076] [0-50] A2 5 | [0R6] [i 20] 

















Note.—For some grades of structure the numbers of testh were eine small. The A.C F based on these probably have little significance and are 
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school. children, 72% in the former group compared 
with 12.7% in the latter being candus. Though in both 
cases there had been an improvement in the five years, 
this was proportionately greater in the former (a drop 
from 10.5% to 7.2% of carious teeth—a reduction of 
32.0%-——compared/ with a drop from 14.2% to 12.7% 
in the private-school group—a reduction of 10.5%), so 
that the gap between the groups had widened slightly. 

L.C.C. Schools-—In contrast‘to the slight improvement 
in the above-mentioned groups, the 1949 survey of 
L C.C. school-children showed no improvement ın the 
caries position as compared with 1945. The proportions 
of carious teeth in the two years were 26.5% in 1945 
and 26.7% ‘in 1949, while the corresponding average 
caries figures were 0.55 and 0.54. 

So far as caries is concerned, then, the children of 
the residential homes had fewer diseased teeth than those 


„of the private schools and many fewer than those of 


the L.C.C. schools at both inspections. “It must be 
emphasized again that the caries incidence and extent 
both in residential homes and in private schools are so 
low that improvements are inevitably small. 


Relation between Structure of Teeth and their 
Susceptibility to Caries in 1950 ` 
It was found in the latest survey, ds in 1945 and all 
other surveys of .this series, that within each of the 
groups of children the better-formed teeth—that’ 1S, 
those with no hypoplasia—were less liable to caries than 
the M-hypoplastic ones, and that the more severe the 
defect the greater the liability to the disease (see Tables V 
and VI). This is true for individual types (incisors, 


fcanines, and mo lars) as well as for all teeth taken 


together. To demonstrate this point figures are given ~ 
for three grades of structure in Table VII. 
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siderable Canes 





There were Jesuits numbers of M-Hy, teeth to give a statistical result 
for this group 
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In all cases it will be seen that for a given grade of 
structure -there was less caries among the children 
from residential homes than among those in the private 
schools. Further reference to this point is made in the 
discussion. 

Filling and Extraction-of Carious Teeth 

Table VIII shows the considerable increase in 
treatment for both residential homes and private-school 
children over the past five years,-especially as regards 
fillings. Much more treatment was recorded in both 
surveys among the private-schools group than ,among 
the children in the homes, approximately three times the 


TABLE VII.—Percentages of Carious, Teeth Extracted and Filled 


6A TSA 
1,019 1,378 





Note —The fow teeth treated with silver nitrate are omitted from this table 
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number of “fillings being „present. It must be ‘pointed 
out, however, that slightly over 50% of the carious 
cavities in the residential homes were very small (C, 
grading), while fewer (38%) of the pnvate-school cavities 
were graded as C,. ; j 


' ; Staining of the Surface Enamel 

_The superficial stainmg of deciduous teeth, which is 
often confined to the gingival margin and molar fissures, 
has been commented on py several workers In past 
surveys a note was made of this condition and ıt was 
found that those children with definite black or brown 
staining on few or many teeth had less caries than 
children with none, or children whose teeth showed defi- 
nite green staining. In this most recent survey there 


as very little difference between the carfes susceptibility 


TABLE [X.—Amount of Caries in Relation to Superficial Staining 
i of Teeth - 
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of mouths with black and brown stain and those with 
none (Table IX); but in this connexion it must be 
remembered that there is very little caries anywhere. 
Mouths with green stain appear more susceptible, but 
the numbers of‘children with this stain are “small, Indeter- 
minate varieties of colour were omitted from the calcu- 
lations. An interesting point was the large proportion 
of residential-home children—about 33% at each inspec- 
tion—who showed brown or black stains, as compared 
with less than 7% of private-school children. 


“Arrest of the Carions Process 

There was an apparent decrease in arrested caries 
among both groups compared with 1945, but this may 
have been due partly to the personal factor in examuina- 
tion. Arrest is a gradual process, and itis not always 
easy to agree on a specific standard and maintain it 
from year to year. The difference between the two 
groups, on the other hand, is real, the children in the 
residential homes showing more teeth with arrested 
“caries, 13.5% of all the untreated carious teeth, com- 
pared with only 2.9% in the private-school group. So 


far as théy go, therefore, these figures also indicate 


greater resistance to the carious process in the residential- 
home children. 


Discussion 

The object of the 1950 survey among children in resi- 
dential homes and private schools was twofold: (1) to 
find out if the differences observed in 1945 between the 
two groups were still evident; and (2) to see whether 
there had been any change in dental status. in either 
of the groups, over five years. 

In both 1945 and 1950 the'structure of the deciduous 
teeth of the residential-home children was not as good 

as that of the private-schools group, while their caries 
trcidence was lower. Since 1945 there had been improve- 
ment in their dental structure (42.0% of the teeth were 
“perfect in structure, compared with 32.3% in 1945—an 
improvement of nearly one-quarter) and decrease in, 
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caries (from 10.5% to 7.2% carious teeth), in spite of 
the fact that at the time of the earlier survey the total 
incidence and extent of the disease were already very 


- low. The ptivate-schools group, on the other hand, 


which had comparatively good tooth structure in 1945, 


- showed no improvement, while the’ decrease in caries 


in 1950 was very small (14.2% of the teeth were carious 
in 1945 and 12.7% in 1950). Thus the number of carious 


. teeth found in homes children was reduced by nearly 


one-third, that in private schools by only one-tenth. 


“Whether the’ results given in this report are merely 
periodic fluctuations cannot be stated.’ No examinations 
of these two groups were made in 1947, which was the 
peak year for caries-free teeth in L.C.C. school-children : 
it is possible, although unlikely, in view of the already 
small incidence’of the disease, that the findings might 
have been still better then. 


What are the reasons for these differences 7. A com- 


‘parison between the two surveys does not suggest that 


the reduction in decay is due to any variation in the 
sugar content of the diets or to the amount‘of dental 
treatment given. The strict rationing of sweets and sugar 
during the war ensured little difference'in this respect- 
throughout the post-eruptive period for the two groups 
examined in 1945, and those inspected in 1950 would' 
have had, if anything, more sugar and sweets in their 
diet. Again, there was more treatment‘in ‘both the 
groups seen in 1950 than in 1945, but for both years 
the percentage of carious teeth treated was much greater 
in ‘private-school children than it was in the Homes 
children. 


There may be many contributory factors, tie: in dis- 


, cussing the-differences between the two groups examined 


in 1945 it was suggested on the basis of, experimental 
and clinical investigations previously made (Mellanby, 
1923, 1934) that “ the calcifying properties of the respec- 


tive ‘diets at different periods, both pre-éruptive and 


post-eruptive, are ‘an important key to the situation.” 
It was pointed out that, as a whole, the relatively well-to- . 
do mothers were more likely (from financial and other 
considerations) to follow medical advice, then becoming 
commoner, to take plenty of milk and, some source 
of vitamin:D during pregnancy and lactation, than were 
the poorer mothers of the ‘children who later entered 
the homes. - 

It also seemed -likely that the mothers in better cir- 
cumstances would.continue to give their children such 
foods in the months immediately after weaning. Dur- 
ing both-of these periods the deciduous dentition would 


‘be developing and erupting. In the post-eruptive stage, f 


however, there would often be a change in the respec- 
tive positions of the children from this point of view. 
Dietary discipline would tend to be relaxed in the case 
of children living in their own homes, especially where 


. likes and dislikes of such things as eggs, milk, and cod- 


liver oil were concerned. In the communal life of the 


. residential homes, on the other hand, fads and fancies 


would be much less,in evidence and regular meals of 
high nutritional and calcifying quality, including an 
ample allowance of milk and a daily dose of cod-liver, 


‘oil, were the routine, as was ascertainedein the course 
‘of ‘the survey. 


Thus it seemed probable that the post-eruptive diet 
of the relatively well-to-do child might not be as good 
for the teeth as the pre-eruptive diet, whereas the later 


-diet of the residential-homes child would in all prob- 


ability be much better than that given during the period 
of tooth development; in this way the resistance to 
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caries of the teeth of the private-schools group would : 
tend to be weakened, and, that of the homes group i 
strengthened. , 

In general ‘these ‘same relative conditions would, in > 


FH}. 


examined in 1950; but whereas the pre-eruptive and ` 
post-eruptive diets of the private-school children had : 
probably remained on much the same level in the interim 

(thus resulting in a rather similar ‘dental condition), there 4 
had been certain important modifications, especially in ği 
the pre-eruptive period, in the dietary of the homes | t 
children. The uncertain quality of diets taken by expec- 
tant and nursing mothers and weaned infants in 1938—41 
(affecting the structure of the teeth of children seen in 
1945) had given place to the rationing of important 
foods, plus a system of' special food priorities for these 
vulnerable. groups, by 1943-6 (when the teeth of the 
children examined in the later survey were developing 
and erupting). This priority scheme should have been ` 
of especial benefit to the poorer mothers, the section 
of the population from which the majority of residential 
homes children are derived. These priorities were avail- 
able on ration books, and would in many cases be taken i 
as a matter of routine, especially as the milk could be. 
obtained at a reduced price, or even free, and the cod- 
liver oil and vitamin tablets were issued free to all. Í 


In addition, more was being done than formerly 
through maternity and child-welfare services to dis- 
seminate knowledge of better nutrition. Some of the 
children entered the homes at the age of a few weeks 
or months, and in these cases there would be time for the 
excellent infant and weaning diets: given there to exert 
their effect on calcification, especially of the deciduous 
molars. In such homes feeding had become even better A 
than in the-early war period, owing to stricter planning, i 
and supervision, thus increasing, if anything, the favour- . 
able post-eruptive influences of such diets. ' 

The work of Schidtz (1939) and Collett (1935), and a, - ¢ 
small investigation by King (1946), suggested that the . 
earlier in life the children were admitted to the orphan- j. 
ages and the longer the period of residence, the less the ee: 
incidence of decay. There was evidence of this nature 
in the data ‘obtained in the 1945 survey, though it was ' 
not published ; the: results, obtained ‘in 1950 are now 
being analysed from this point of view. ‘ 
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The impraved ‘dental structure observed in’ the resi- . £ 
dential-home children in 1950 can therefore largely: be x 
attributed to the better nutritional status in the period y 


of early tooth development as compared with the similar  ” 
period for the 1945 group. This would of itself tend to j 
Tegult in a reduced caries incidence ; but in regard also 
to the post-eruptive diet these children leading a com- 
munal life would appear to benefit greatly. Not only! Si 
are the diets in residential nurseries and homes well Pi 
planned, but under the British rationing scheme there i is, r 
and has been since 1942 (Ministry of Food, 1947), actu- 
ally more of the important foods available per’ child 
in these homes than can be obtained for children living 
with their families. Moreover, in the latter case any 
special allocation for the children may be all, too often 
pooled with the food for the rest of the household. 
Furthermore, these children have far more say than ae 
those in the’ homes in regard to what they will or will > 
not eat, and in many instances they are able to spoil 
their appetite ‘by eating food of low nutritional value 
between meals. 

In our opinion, few families in Britain, whatever their ' 
economic status, provide for their children diets which 
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are as good in their calcifying properties as those served' 
in children’s residential homes to-day, and in few is the 
intake of cod-liver oil and even milk likely to be nearly 
so regular or. so long maintained. It seems to us, there- 
fore, that the excellent diet given in these homes is 
responsible for their low caries incidence. The reduc- 
tion noted since the previous survey five years ago is no 
doubt partially the résult of improvement in dental struc- 
ture, but it may have been enhanced by the even better 
diets provided for these children in recent years. 

It is a challenging thought that, on the whole, children 
brought up in orphanages and other public institutions 
have a better chance of remaining free from caries 
{at least ‘up to the age of 5 years) than children of the 
same age brought up ih private families. 


x ‘ Summary f 

The new results given in this paper are compiled from the 
individual dental charts of a survey in 1950 of 542 children 
aged 5 years living in homes (orphanages and institutions) 
and 560 children of the same age attending independent and 

. private day schools, mainly in London and surrounding 
counties. 

These two groups of children are competed with similar 
groups examined in 1945 and with each other, as regards 
both dental structure (according to the standards originally 
set up by May Mellanby) and caries incidence and extent. 
Reference is also made to surveys among L.C.C. school 
children in 1945 and 1949, 

Among the children in the homes, tooth structure was 
found to have improved since 1945, there now being 42.0% 
of the teeth free from both gross and M-hypoplasia as 
compared with 32.3% previously. Concurrently there was 
also a reduction in caries incidence from 10.5% to 7.2%. 

The private-school group showed much the same average 
structure in 1950 as before, while the caries incidence had 
declined only slightly, 12.7% of all teéth being carious as 
compared with 14.2% previously. 

The average dental structure of the residential-home 
group still lagged behind that of the private-school children,‘ 
but the difference between the two groups was not as great 
as before. 

In spite of worse dental structure, the children’ in the 
residential homes had a lower caries incidence and extent. 

The relationship between dental structure and caries in 
both groups in 1945 and 1950 was such that the greater the 
degree of M-hypoplasia the greater was the liability- of the 
teeth to caries, but for each grade of structure the residential- 
home children had less decay than the others. This relation 
between structure of the teeth and liability to decay has 
been observed in all similar surveys where the same standards 
have been adopted. 

In each group of children there was an incréase in the 
amount of dental treatment, both fillings- and extractions, 
but particularly the former. At each inspection the percen- 
tage of filled teeth among the private-school group greatly 
exceeded that among the residential-home children. 


Approximately 33% of the children from residential - 


homes showed black or-brown staining on their teeth in both 

years, as compared with only 6.7% and 4.8%: in the two 
groups of the private-school children. 

* Suggestions are made to account for the differences found 
in both structure and caries incidence between residential 
homes and private schools, and for the change occurring 

“between 1945 and 1950. , 


We would like to put on record our grateful thanks to the’ 


many people who have so generously assisted us, and without 
whose help this survey would not have been possible. Particularly 
we acknowledge our indebtedness to the medical officers and 
governing bodies for permission to examine the 5-year-olds in 
children’s homes, and to the superintendents, matrons, and 
teachers, who helped with the actual inspections. In tho`case of 
the private-school children we thank sincerely all the principals 
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and teachers who so willingly gave us time and assistance to 

further our researches. “We also much appreciated the help giyen 

by Miss Irene Allen, of the Medical Research Council’s Statistical 

Department. i 
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POSTERIOR GASTRO-ENTEROSTOMY 
IN PEPTIC ULCER: LONG-TERM 
: , RESULTS .. 


BY - 


DOUGLAS H. CLARK, Ch.M.; F.R.C.S.Ed., F.R.F.P.S. 
{From the Peptic Ulcer Clinic, Western Infirmary, Glasgow) 
Gastro-énterostomy in the treatment of peptic ulcer has 
been the subject of many reports, often conflicting and 
in’ recent years seldom favourable. Although to-day 
abandoned by many, there are still some who champion 
its cause. In this country Sir James Walton (1950), 
on careful and complete follow-up of a large series of 
cases, has found a constant incidence of stomal ulcer of 
only 2%, but’ most other workers put the figure much 
higher, even as high as 40%: The, results obtained by 
Heuer (1944) agree with the experience of the majority 


; of recent writers. In his series of 159 cases followed . 


periods of 3 months to 10 years (85 followed from 
a years) 21.4% developed recurrent symptoms. 

In comparing the’ end-results of gastro-enterostomy 
and gastrectomy, Heuer found on both short-term and 
long-term follow-up that the outcome was 10% in 
favour of gastrectomy; but, as he pointed out, this 
advantage is refluced by the lesser immediate mortality 
of gastro-enterostomy. To the debit side of the gastrec- 
tomy will have to be added a still undetermined but ‘ 
probably considerable percentage of unsatisfactory results 
in the form of “ small-stomach ” syndromes. It is also 
probably fair criticism of the more extensive procedure 
that when medical men, and especially surgeons, COD- 
template operation as a personal issue gastro- -enterostomy~ 
is given more than fleeting consideration. 

With such thoughts in mind, it was felt that a further 
report on the results of gastro-enterostomy, stressing the 
long-term results, would be of interest. 

Clinical Material 

The material in this review consists of 330 patients 
subjected to gastro-enterostomy for peptic ulceration 
during the 14 years between January l; 1924, and ` 
December 31, 1937. All cases were under the care of 
one surgical unit in the Western Infirmary, Glasgow. 
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` All came from Glasgow and adjacent districts. The 
majority were cases of elective operation. In six cases 
gastro-enterostomy was performed at the time of closure 
‘ofa perforation. In two cases gastro-enterostomy with 
ligation of vessels was performed for haematemesis. 

/ 


f F own ` 


An attempt was made to trace all the survivors and 
recall them for examination. Altogether 165 patients 
were traced and were interviewed ; 21, now at a distance 
im the U.K. or abroad, could be contacted only by 
letter-questionary. With the aid of the almoner, Red 
Cross workers, and other voluntary organizations, 50 
were traced and found to have died. The information 
available.from their records, relatives, family doctors; 
and death certificates allowed of some assessment, albeit 
second-hand. The remaining 70, despite all effort, 
remained untraced. Many of these patients had lived in 
an area which had suffered from enemy ‘action. The 
total number of cases traced, including 24 operative 
deaths, was 260 out of 330—that is, 78.7%. The inves- 
tigation was carried out during 1948 and 1949. . 

It is probably inaccurate to claim this study as a 
follow-up. Recapitulation would be a more apt term, 
since many of the cases were being seen for the first 
time 11-22 years after the event. Where patients were 
-known to have reported to other hospitals at home or 
abroad, information was obtained from these hospitals. 

The distribution of the cases by operation year and 
their appropriate places in this follow-up are shown in 
Table I. Table H lists the cases according to diagnosis 


 TaBLe L—Distribution of Operation Survivor by Yea: of 
Operation } 
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` TABLE H.—-Distribution of Operation Survivors by Diagnosis 





Pyloric stenosis .. 


Duodenal ulcer .. 
Gastric ulcer 





Assessment of Results —The results have been divided 
into (a) satisfactory—those entirely free from symptoms 
—and (b) unsatisfactory—those who at apy time since 
operation (1) have had pain of ulcer type; (2) have 
suffered from haematemesis or melaena ; (3) have been 
treated in hospital for medical or surgical treatment of 
peptic ulceration ; (4) have had x-ray evidence of stomal 
ulcer or reactivation' of the original ulcer. 

Grades of Severity.—The cases grouped-as unsatisfac- 
tory were not all-poor results. Many, though not cured, 
benefited by the operation. Accordingly, these results 


A 
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were further graded into: (a) severe—pain as severe as or 
more severe than before operation ; those who had com- 
plications or who had required further operation because 
of peptic ulcer. (b) Moderate—pain less severe and 
more easily controlled by food and alkalis. (c) Mild— 
pain slight, infrequent, and with dyspepsia (flatulence, 
heartburn, etc.) which required diet restrictions and 
alkali therapy amounting to some limitation of the 
normal mode of life. 

Failuré Curve —The onset of symptoms after opera- 
tion has been dated as accurately as possible. The per- 
centage of unsatisfactory results for each follow-up 


“year, for the entire series of patients traced (excluding 


the immediate post-operative deaths) was calculated and 
plotted in a faiure curve. 
separately for severe, moderate, and mild relapses. It 
should be noted that, for this study, any patient who had 
symptoms which amounted to an unsatisfactory result 
was considered as such from the onset of the recurrence 
through the remaining years of follow-up: that is, the 
curve was charted on the basis “once a recurrence, aways 
@ recurrence.” There was no modification of the curve 
for those who, for example, had only four years’ symp- 
toms in 18 years of follow-up. Similarly, those cases 
modified by further surgical or medical treatment were 
regarded as failures from the onset of symptoms. This 
method no doubt represents a more gloomy picture than 
a year-to-year assessment would, but in view of the years 
that had elapsed since operation it was thought that the 
more simple method was a sufficient tax on the memory 
of the patient and limited the scope of his imagination. 


pa Results ; 
The relapse rates for years 1-20 have been calculated, 
but only those of the first five years and for the 10th, 


15th, and 20th years are listed in Table III. The failure 


curves for total, severe, moderate, and mild relapses are 


_ shown in Fig 1. . - 
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Fie. 1.—Incidence of total, severe, moderate; and mild relapses. 
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Taste II.—Cumulative Incidence of Relapses 
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“Year of Percentage Relapses 


Follow-up 
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It will be seen that the incidence of relapse is most 
marked in the first five years, 35% having relapsed at 
the, end of that period.’ Thereafter there is a slower but 
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Similar curves were plotted | 
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steady increase in incidence. ~In approximate figures it 





on the whole were Jess severe, in marked contrast to the 


may be said that after a period of between.15 and 20 ‘duodenal.and gastric ulcer groups, in both of which the. 


“ years 50% have remained symptom-free. Compared 


with their pre-operative state, 12.5% were markedly _ 
improved ; 12.5%, though improved, still suffered con- ~ 
siderable disability, and 25% were no better or worse. 
In other words, in 37.5% the results left much to be 
desired. . - ' 


Factors Influencing Results 


t 


The total relapse rates and the cumulative incidence 
of severe, moderate, and mild relapses were calculated 
separately (1) for duodenal ulcer, gastric ulcer, and 
pyloric stenosis ; (2) for males and females ; (3) accord- 
ing to age at time of operation; and (4). according to 
length of pre-operative history. 


1. Duodenal Ulcer, Gastric Ulcer, and Pyloric’ Stenosis. 
—Of the cases traced, 186 were duodenal ulcer, 24 were 
gastric ulcer, and 26.were pyloric stenosis. It is neces- 
sary to define the last-named’ group, for there are many 
degrees of pyloric stenosis and it may -be organic or 
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Fio. 2.—Comparison of total relapses in duddenal ulcer, gastric, 
ulcer, and pyloric stenosig,- 


spasmodic or both. In this paper cases were assigned 


to this group when.there was x-ray evidence of consider- 
able retention, and when copious vomiting, characteristic 
of gastric delay, was present. Pain was not a marked 
feature of these cases. The total relapse rates are com- 
pared in Fig. 2. In the duodenal group the relapses 
mount rapidly to 35% in five years. ' In the subsequent 
15 years a further 27% recur In the gastric ulcer group 
the large failure rate in the first five years is partly 


explained by six cases of carcinoma of stomach, ‘the. 


operation having been performed in the belief that these 
ulcers were simple. In the group with obstruction, 
though considerably better, the relapse- rate is sur- 
ptisingly high approximately 25%. However, it was 
noteworthy that in Gases of pyloric stenosis the ‘relapses 
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. Fto. 3:—Comparison of total and severe relapses ın males and 


females t 





incidence of severe relapses wàs considerable Oe at 
the tenth follow-up year). | 


2. Sex.—In the series traced there were 200 males 


and only 36 females. In Fig. 3 the incidence of total - 


and severe relapses is plotted. In view of the disparity, 
of numbers fair comparison cannot be drawn ; however, 
the impression is gained that whereas the total relapse 
rates are similar the incidence. of severe relapses in 


' 


females is markedly less. i 


3..Age at Operation .—The cases traced were placed 
in the following age groups: under 30 (44), 30-39 (81), 
40-49 (60), and 50 and over {51). 


are compared in Fig. 4. The\findings show that the 

results of gastro-enterostomy are better in the older age 

groups. Though not recorded in Fig. 4, it was noted that 

the incidence of mild and moderate relapses was much 

the same in all age groups. The better results in older 

patients represent a lower incidence of severe relapses. 
p \ 





Fra. 4.—Total relapse rates according to age group at time of 
operation 


1 
4. Duration of Pre-operative ‘Ulcer History.—In order 
to study the relation of the end-results to the pre- 
operative history, the cases have been allotted to four 
groups, according to the duration of symptoms prior 
to operation. The number of cases in these groups is as 
follows: 1-4 years, 66 ; 5-9 years, 76 ; 10-14 years, 57; 
and 15 years and over, 37. The result 1s shown in Fig. 5, 


from which it will be seen that the total relapse rates ` 


are closely similar in the different groups. Although not 
shown in Fig. 5, it was’noted that the incidence of 
severe relapses was considerably higher in the f-4 years 
roup than in the group of 15 years and over. As an 
example, at the tenth year the short-duration group 
gave 30% severe relapses compared with 11% in the 


long-duration group. The better results in the last group ' 
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Fig. 5:—Total relapse rates according to years of duration of 
pre-operative history ~ 
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The total relapses . 


1 


60 Jan. 13, 1951 


are probably due to the fact that it contains a higher 
proportion of older patients, of women patients, and of 
patients with pyloric stenosis. The. results in the 5-9 
year and 10-14 year groups are similar and intermediate 
—for example, the severe relapse rates at the tenth year 
being 27% and 23% respectively. 
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Incidence of Major Complications, and Late Deaths 


Over the total follow-up period, gastro-intestinal 
haemorrhage occurred in 20 patients (122%). There 
were five perforations in four patients, an incidence of 
2.1%. Nine patients (3.8%) found it necessary to 
undergo further. operation for relief,of symptoms. Four 
of the patients already noted as having sustained a 


- haemorrhage also elected to undergo a further opera- 


+ 


- of malignant change. 


tion. Thus the “hard core” of recurrences amounted 
to 18.1%. Almost two-thirds of these severe relapses 
occurred within the first five years. No case of gastro- 
jejuno-colic fistula was encountered in the series traced. 

Fifty of the patients traced were found to have died. 
In the majority the cause of death was unrelated to 
peptic ulcer. Four patients died from causes directly 
attributable to peptic ulcer—two as a result of gas- 
trectomy for ‘stomal ulcer, and two as a result of 
haemorrhage. 

In six of the gastric ulcer cases traced the cause of 
death was carcinoma_of the stomach. In only two.of 
these was necropsy performed ; in one, malignant change 
had supervened on a simple gastric ulcer. In the other, 
case necropsy ‘details were not available. Three died 
within three years, the remainder 'within- five years. 
Gastro-enterostomy, by leaving the ulcer, carries an 
immediate nisk of mistaken diagnosis and a, later risk 
Carcinoma of the stomach was 
the cause of death in three cases of duodenal ulcer, 


' death occurring at 10, 12, and 17 years after the 


operation. ' 
t 


Discussion 


The results of this investigation confirm the higher 
relapse rates reported in the literature. It must be 
stressed, however, that the method of assessment used 
has presented the results of the operation in the worst 
possible light. A year-to-year assessment would no 
doubt present a more pleasing prospect. Many, though 
not “ cured,” were considerably improved. Among those 
were several who had suffered a complication as an inci- 
dent in an otherwise uneventful post-operative history. 
These cases, according to the criteria used, were noted 
as severe relapses. Similarly, a few cases had a total of 
only about four years’ stomach trouble in as many as 
15 follow-up years. Viewed from the vantage-point of 
“cure” of peptic ulcer by operation, the present results 
assume a proper perspective. In round figures, after a 
period of 15-20 years 50% remained symptom-free, 
and 12.5% whose symptoms were slight were markedly 
improved. In the remaining 37.5% the operation had 


‘failed. 


In view of this high failure rate, it seems pertinent to 
try to obtain a true'assessment of the value of the opera- 
tion. To do so it is necessary to compare the results 
obtained with those expected without treatnfént and with 
those obtamed by other methods of operation—for , 
example, gastrectomy. Furthermore, since gastro- 
enterostomy possesses the cardinal ‘advantage of low 
initial mortality, the question’ arises how cases likely to 
gain permanent benefit by this procedure might be 
selected. pre-operatively. av 
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Comparison with Untreated Cases 


Obviously it is not now possible to obtain for study l 


as a control an untreated group of cases strictly com- 
parable with those reported above. -Information regard- 
ing a somewhat similar group of cases is, however, avail- 
able from the follow-up studies of Illingworth et ah 
(1946). These studies refer to the progress after per- 
forated peptic ulcer and relate to patients from the same 
region and of the same social class. The age and sex 
distribution in the two series are remarkably similar, 
and by a coincidence the proportion of gastric to 
The. two are 
similar also in that after discharge from hospital their 
dietary control and anti-acid treatment were generally 
haphazard. Patients in the gastro-enterostomy group 
with pyloric stenosis have been excluded, since obstruc- 
tion is not a factor in the perforation series and would, 
by inclusion, improve the results of the present series 
They differ, of course, in that in the Illingworth series 
the sole criterion for inclusion was the fact of perfora- 
tion and in only a small proportion had the symptoms 
before perforation been severe enough to warrant surgi- 
cal treatment. These two differences would seem to 


imply a better prognosis as regaids relief of symptoms, >, 


and so in comparing the results the scales would be 
weighted against the present series. 

In Table IV the incidence of relapses in the present 
series and that after perforation are compared at the 
end of the fifth follow-up year. Fig. 6 shows the year-by- 
year comparison for the first five years. In Table V and 


Tanie IV.—Five-year Relapses: Comparison with Perforation ` 
© Series 
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Tame V.—Five-year Incidence of Major Compliċations: 
Comparison with Perforation Series 
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Fig. 7 the incidence of major complications is similarly 
compared. Here, however, it should be noted that 
Illingworth et al. (1946) arrived at their estimate on the 
basis of 166 patients followed for the full five years, 
but used additional information from patients followed 
for shorter periods. Rc i 

Compared with the untreated group, 
enterostomy has halved the relapses 
complications. ~ 


gastro- 
and the 


Comparison with Cases Treated by Gastrectomy 

Though the results reported for gastrectomy vary, it 
seems clear that recurrent ulceration is infrequent, not’ 
more than 4% (Lancet, 1950), and in more extensive 
ablation of the stomach (Visick, 1948) this complication 
has been reduced to nil. Comparison on this score 
alone leaves no doubt about which operation is prefer- 
able. The position becomes less clear, however, when 
assessing the importance of those disturbances of ali- 
mentary function which are the sequelae of gastrectomy. 
There is no unanimity in the reported results as regards 
the incidence, severity, and duration of these complica- 
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, tions. Muir (1949) found that 75% of patients in his 


series suffered at some time from the dumping syndrome 
and that in 34% the patients were considerably handi- 
capped. According to the same author, although this 
complication sometimes disappeared within three months, 
not infrequently it persisted for years. That they are 
better off with their dumping syndromes than with their . 
peptic ulcers is readily admitted by most patients—but 
not by all (M.D., 1949). : 

Comparison on the basis of recurrent ulcer is in favour 
of gastrectomy by a wide margin. How much this 
margin will be reduced by small-stomach syndromes is 
as yet unknown. ; 


Selection of Cases for Gastro-enterostomy { 
The occurrence of good results in at least half the 
cases has encouraged previous authors to inquire into 
methods of selection.. For example, many surgeons have 
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advocated the use of gastro-enterostomy, particularly in 
elderly patients with a long history, in women, and in 
patients of either sex with severe pyloric stenosis. Refers 
ence has been made above to the results to be expected 
in these different categories of cases. « 

The pre-operative gastric acidity has been used as a 
criterion by some surgeons on the hypothesis that stomal 
ulcer is less likely to occur if the acid level is low: 
Several workers have found this criterion Mnreliable, 
For example, Holman and Sandusky (1938) and Nicol 
(1942) found little relation between the reduction in the 
acid concentration and the clinical improvement pro- 
duced by the operation. High'pre-operative and post- 
operative levels of free HCI were consistent with good 
results, On the other hand, severe relapses were encoun- 
tered in patients with low acid levels before and after 
operation. 

' Taylor (1944) has based selection on gastroscopic 
appearances and has succeeded in reducing the incidence 
of recurrence to a low figure. Where the mucosa is very | 
vascular and the rugae exaggerated, relapses tend to 
occur after gastro- -enterostomy. Gastrectomy is advised 
in these cases. 

Walton (1950) is convinced that certain people are 
more prone to develop gastro-jejunal ulceration. Such 
patients tend to develop duodenal-ulcer symptoms early 
in life ; there is a high free acid response to a test meal, 
and both radiography and gastroscopy reveal hyper- 
trophy of the mucosal folds. 

Visick (1948) carefully examined stomachs removed 
because of recurrent ulcer. Abnormally extensive 
mucosal folds were not a noteworthy feature. 


Conclusion > d 


In gastric ulcer, in view ofxthe high relapse rate and 
the possibility -of mistaken diagnosis and malignant 
change, the operation of choice 1s gastrectomy. 

In duodenal ulcer, the present investigation suggests 
that the short-circuit procedure-has a place in the elderly, 
in women, and in organic pyloric stenosis. These factors, 
however, carry no guarantee of permanent cure. With 
regard to the large proportion of duodenal ulcers requir- 
ing operative treatment, until some means of selection 
is forthcoming, gastric resection will remain the most 
certain method of cure, an opinion which may require 
some modification when the true incidence, severity, 
and’ duration of post-gastrectomy syndromes are better 
known. 

I am indebted to the late Mr. Roy F. Young‘and to Mr. George 


Dalziel for permission to use,their records I also wish fo thank 
Professor C. F. W. Illingworth for his helpful criticism. : 
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The problem of refractory microcytic hypochromic 
anaemia has been satisfactorily solved in many cases 
“by the intravenous administration of an iron-sucrose 
complex (Nissim, 1947). Nevertheless, iron by intra- 
venous injection and even by mouth is not entirely 
without risk. Iron-poisoning was quite common for, 
some years after Pierre Blaud introduced his famous 
pill in 1832. No further cases were reported -until 
recent years, when, after a period of neglect, the prac- 
tice of giving inorganic iron salts in large doses +by 
mouth became established again as useful treatment for 
hypochromic anaemia. Recently, ferrous sulphate by 


mouth has caused acute gastritis and death from hepatic 
failure. x 


Cerebral symptoms following oral iron medication in 
man are rare. Hurst (1931) reported the case of a very 
anaemic woman of 58 (Hb 18%) who took 40 gr. (2.6 g.) 
of iron and ammonium citrate a day. On the 22nd day 
of treatment (her Hb having risen to 51%) she com- 
plained of severe headache and had nine convulsions 
within 24 hours. Between the attacks she was semi- 
conscious and had twitching of the right side of 
the face. She made a good recovery. Beyond saying 
that the cerebral symptoms resembled those of lead 
encephalopathy, Hurst gave no opinion on their 
mechanism, and his title “iron encephalopathy” 
seems hardly justified on the data published. 

Napier (1936) reported a case of spresumed iron 
encephalopathy in an Indian man aged 30 who, after 
receiving 468 gr. (30 g.) of ferrous sulphate in 26 days 
for a simple hypochlorhydric anaemia (Hb 18%}y had 
a series of seven fits during a day. He also refers to 


the case of a woman who had fits following a daily - 


dose of 12 gr. (0.8 g.) of ferrous ammonium citrate for 
‘33 days. Whether the-iron had been responsible or not 
seems doubtful, as the Wassermann reaction was 

Mooney (1950) mentions intense headache following 
an intravenous injection of 100 mg. of saccharated iron. 


In the recorded below severe cerebral symptoms 
occurred after the intravenous administration of iron. 


fr 
Case Report 

A housewife aged 54, of average mental capacity, attended 
hospital on January 12, 1949, with a history of increasing 
dyspnoea and lassitude for three years and of oedema of 
the ankles’ and soreness of the tongue for two months. 
She had: no dysphagia. Her menses had been heavy until 
September, 1947, when they ceased. There was no other 
history of blood loss. Her diet had been inadequate, though 
she had not lost weight. There had beén no previous 
illnesses, and, she had had two normal pregnancies. 

On admission the patient appeared pale. There was no 
glossitis. The pulse was regular, the blood pressure 160/70. 
The heart was not enlarged. A soft systolic bruit was 
audible over the praecordium, but was not thought to’ indi- 
cate valvular disease. No-abnormality was found in the 
lungs, abdomen, pelvis, or central nervous system. 
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Investigations —Hb, 41% (6 g.%); R-B.C., 3,400.000 per 
emm.; colour index, 0.6; reticulocytes less than 1% ; 
W.B.C., 7,300 per c.mm.—differential count normal, A 
fractional: test meal showed histamine-fast achlorhydria. 
A radiograph of the chest was normal, The urine was 
normal. “A „diagnosis of hypochromic microcytic (iron- 
deficiency) anaemia was made. 


Progress and Treatment 


Intravenous iron therapy was begun, using a solution of 
saccharated iron oxide (containing 100 mg. of iron in 10 ml.). 
On .the ‘assumption that each 100 mg. of iron should raise 
the haemoglobin by 4% the total requirement for this patient 
was 1,500 mg. 

On January 14 and ‘15, réspectively, 20 mg. and 50 mg.” 
were given, the injections being made slowly into a vein in 
the antecubital fossa. On the 17th, after receiving 40 mg. 
of the iron, the patient complained of dizziness and of 
tingling in ‘the hands. She also stated that ‘ everything 
appeared “stripy.” She then vomited. The injection 
was discontinued. After this, injections were continued 
daily, none of them being greater than 75 mg. Only 
minor complaints of nausea and general malaise were 
made. t 


By January 23, the ninth day after the injections were 
started, a total dose of 380 mg. of iron had been adminis-` 
tered. On this day the patient complained of headache and 


‘appeared to be very anxious. She later vomited twice. No - 
At 7.30 p.m. the nursing staff noted , 
_that she seemed strange in her manner and somewhat drowsy. 


injection was given. 


At 9.30 p.m. she had a convulsion, after which she remained 
deeply unconscious. Her limbs were flaccid and her eyes 
deviated to the right. Her pulse r rate was 120 a minute and 
the rhythm irregular. There was no pulse deficit. Further 
convulsions then occurred at intervals of about 20 minutes. 
Each of these began in the left band and Spread to include 
the left side of the face, the left leg, and finally became 
generalized The C.S.F. pressure was 230 mm., and routine 
laboratory examinations showed no abnormality. The 
Wassermann reaction ‘was negative in both the C.S.F. and 
the blood. Large doses of paraldehyde.(16 ml. in all) were 
given intramuscularly, but the convulsions, became more: 
frequent until at 1 a.m. on January 24 they were recurring 
at five-minute intervals. Thereafter they became less fre- 


‘quent and were confined to the left side of the body. ay 


finally ceased at 4 am, 


The patient remained unconscious during the next 2 
hours, but responded to pinching by groaning or by moving 
one or other leg. Many minute petechiae were visible over 
the chest and arms, and bruising had occurred at the sites of 
pinching. A mild left hemiplegia, affecting the arm more 
than the leg, was present: this gradually improved during 
the next three days, Her bleeding-time was 40 seconds; 
and , the clotting-time five minutes; platelets numbered 
135,000 per c.mm.; the’ capillary resistance test (Rumpel- 
Leede) was positive ; and the urine was normal, 

By January 28 the patient was conscious and rational, 
She was able to’ write and to read a few words correctly, 
but unable to understand what she read. At 5.45 p.m. she 


. suddenly lapsed into a dreamy state. She sat up in bed and 


appeared to be completely detached from her surroundings, 


. Making no response to the spoken word or to painful 


stimuli. The few words she uttered (which often included 
“green” and “ yellow”) indicated a gross dysphasia. 
Although this speech defect was associated with a left 
hemiparesis, she was not left-handed. The only other sign 
of note was the presence of spontaneous nystagmus. This 


‘dreamy state' lasted for 36 hours. 


By March 8 she was able to read accurately, but a 
tendency, previously noticed, to read only the right half 
of printed lines persisted, , Her visual fields were appar- 
ently full, but co-operation! was poor. Her general condi- 
tion was good, and she was ablé to walk with assistance. 
She complained intermittently of occipital headache. The 
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haematological response to thé iron was excellent. There 
‘had been a good reticulocytosis, and the haemoglobin rose 
steadily to 82% (12.1 g.%) on February 2, 

She was discharged from Topin on April 1 and returned 
as an out-patient on April 3 Her haemoglobin was then 
92% (13.6 g.%). There were no abnormal physical find- 
ings, but she still complained of headache. She was very 
anxious, and she easily “ panicked.” Though able to carry 
out simple household duties, she could not cook a full meal 
ar do any shopping, and ‘was quite ‘unable to make any 
calculation or to count ‘change: She has remained more 
or less in the same condition ever since, but has become 
„increasingly depressed at the persistence of her disability, 
of which she ‘seems fully aware. Her haemoglobin level 
on June 1, 1950, was 106%. 

When last seen on June 24, 1950, she was a little unsteady 
on her feet. She was depressed at times and tended tobe, 
muddled over money. These’symptoms were less ‘marke 
than they were originally. An electroencephalogram ‘at ‘this 
timè showed evidence of bilateral damage in the temporo: 
parieta] regions. i 


Discussion 


Two well-known proprietary preparations have been 


“used many times in other cases without serious mishap. 


On this occasion both were out of stock, and ampoules 
of a privately made.prepargtion were offered instead by 
the pharmacist and accepted for use. It,was not fully 
realized by all concerned that this preparation was other 
than had been safely used before.. It was a solution . 
of saccharated iron oxide. prepared from ferri oxid. 
sacch. equivalent to 100 mg. of elemental iron (Fe) ! 
and —‘apyrogen” (pyrogen-free distilled water) to 
10 ml. The saccharated iron oxide was dissolved in 
the dpyrogen with the aid of heat, and the solution 
was filtered through filter paper while still hot. It was 
filled into ampoules and autoclaved at a pressure of 
10 Ib. per sq. in. (0.7 kg. per cm.”) for half an hour. 
Subsequent analysis of the“ preparation showed that it 
contained the correct’ amount of elemental iron (Fe) 
and 21.6% of sucrose; the pH being 8.7. ; 

Compatibility with serum in vitro was demonstrated 
by mixing 2 ml. of the solution with 2 ml. of normal 
horse serum, and 0.1 ml. of the solution with 5 mil. of 
normal horse serum. These mixtures were incubated 
at 37° C. for one hour and gave no macroscopic or 
microscopical evidence of coagulation or precipitation. 
Similar tests with the patient’s serum and that of normal 
human controls were negative. It must not be assumed, 
however, that precipitation would not occur in vivo, 
and Nissim and Robson (1949) found evidence in mice 
that a gradual precipitation of proteins did occur in 
vivo and suggested that the compound was broken down 
gradually as the sugar part of it was metabolized. The 
_ LDSO of the sample administered intravenously to mice 
“was approximately 118 mg. per kg., whereas the most 
suitable preparations were found by Nissim and Robson 
(1949) to have an LD50 of 300 mg. per kg. ., 

The available evidence does not satisfactorily explain: 
the production of cerebral symptoms. The importance 
of using pure chemicals in making saccharated iron 
oxide is emphasized by Robson and Keele (1950), who 
point out that some of the more transient reactions'can 
be avoided by using analytical grade reagents—for 
example, “analar” sucrose. Somers (1947) showed 
that very large doses of iron preparations given by 
mouth would kill animals, resulting in convulsions and 
coma for which. no adequate organic basis could be 
found. Cappell (1930) studied the fate of intravenous 


r 


injections of colloidal solutions of saccharated iron 
oxide in mice and rats. They did not cause floccula- 


` 


tion in contact with plasma, and so pulmonary embolism , 


did not occur. The iron was taken up by the cells 
of the reticulo-endothelial system, and later formed & 
loosely bound compound with plasma proteins, through 
which it was distributed to otHer organs, notably the 
liver. Some iron was deposited ın the walls of the brain 
capillaries, but it was rapidly removed, and thereafter 
no iron was -found in the nervous tissues. It is con- 
ceivable; however, that capillary damage, sufficient to 
lead to subsequent injury to the brain, might be caused 
by some iron preparations 

Polson (1928), in attempting to produce haemo- 
chromatosis in rabbits by injecting dialysed iron intra- 
venously, found that pulmonary embolism, presumably 
from flocculation, was easily caused by long or rapid 
injections. Ledofsky (1924) injected a 33% solution of 
saccharated iron‘ several times into eight moribund 
patients, but no iron. could be demonstrated in the 
brain tissue histologically.” Goetsch et al. (1946) attri- 
buted the toxic effects of iron to a “ heavy metal effect,” 
but this term is usually understood to mean the forma- 
tion of a nfétallic protemate when a soluble, metallic 
salt is mixed with a solution of protein, We know that 
in the present case the. preparation used did not pro- 
duce’ a proteinate with the patient’s plasma. 

The analogy of “lead encephalopathy ” 
ful, since the pathology of this state is unknown apart 
-from the findings `of arteriosclerosis and meningeal 
fibrosis in chronic cases ; 


* 


Summary and Conclusions © 


A case is reported of severe cerebral symptoms ın a 
woman aged 54 after the intravenous administration of 
380 mg. of\iron in nine days. The symptoms are tenta- 
tively ascribed to iron encephalopathy, but the mechanism 
of their production remains in doubt. Thè use of certain 
proprietary preparations of iron for intravenous use is 
known to be valuable and fairly free from toxic effects 
if these preparations have an LD50 for mice of 300 mg. or 
more per kg. and if dosage is kept below 100 mg. of iron 
a day. The danger of using unproved preparations is 
emphasized. : a Le 
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On May 31, 1950, the Royal College of Obstetricians and 


is not help-_ 


\ 


Gynaecologists comprised 837 Members and 322 Fellows. ` 


Seventy-three of the Fellows belonged to the London divi- 
sion, and Liverpool and Manchester together contained 20, 
the greatest concentration outside London. Out of 31 
Scottish Fellows, Edinburgh contained’11 and Glasgow 14; 
“tm Ireland, 9 were in Belfast and 13 in Dublin; while 
Melbourne and Sydney (Australia) and Montreal (Canada) 
had 10 Fellows each. 
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_ METHOIN IN ‘THE TREATMENT OF 
>.. - EPILEPSY. 


H BY 
D.. P. JONES, M.D., MLR.C.P. 
Medical Registrar, Maida Vale Hospital for Nervous 


Diseases ; late Medical Registrar, Maudsley’ Hospital 


" During the past five years several! new anti-epileptic 
~“ drugs have become available for clinical use: of these 
troxidone (“ tridione ”) is well known in the treatment 
of. petit mal.. This paper ‘is a report on a trial of 
-methoin (“ mesontoin ” 3-methyl-5,5- phenylethy! - 
~ “hydhntein, a, preparation mainly effective against 


other varieties of epilepsy. The drug is chemically 


. allied to phenytoin, and is also related to the toxic drug 
phenylethylhydantoin (“ nirvanol”) and to troxidone 
(Ruskin, 1948}—a fact of some significance when con- 
_ sidering its toxic effects. It is dispensed as a pink tablet 
of 0.1 g. 

, Clinical trials were first made in 1937 by Boller (1943), 
‘who regarded it as valuable but potentially toxic. Results 
were first published in America in 1945, ‘since when 

, numerous reports upon its use have been made, though 
no detailed study has appeared in the literature of this 
‘country. 

.4 Loscalzo (1945, 11946, 1947, 1948), using sodium 
diphenylbydantoinate (“ dilantal ”) in a four-year study, 
reported-a 60% reduction, of fits in patients suffering 
from major and minor epilepsy. Toxic effects were few, 
‘and. the absence of gum hypertrophy and ataxia (com- 

_ mon toxic symptoms with phenytoin) was notable. Kozol 
(1946, 1947, 1950), using doses of up to 1.8 g. a day, 

treated 200 patients for periods of up to four years, and 

found a 90% reduction in frequency of fits even though 

-` the majority of cases were ‘resistant to phenytoin. Most 

` of his cases suffered from major epilepsy, but the drug 


' was also of use in psychomotor seizures, though not in, 


petit mal. Methoin and phenytoin were sometimes given 
together, with apparently a synergistic effect; pheno- 
-barbitone was not ‘used, as niethoin alone exerted a 
well-marked .soporific effect. Harris and Otto (1947) 


treated 20 cases of psychomotor epilepsy and found ` 


that 13 were rendered attack-free. Fetterman and Weil 


` (1947), Fetterman ef al. (1947), and Fetterman and . 


. Vietoroff (1949), in a trial with 150 patients, considered 
methoin to be highly effective in major epilepsy, valu- 
able in Jacksonian epilepsy, and of occasional use in 

psychomotor attacks. They stressed that good results 
‘were-achieved when other remedies had failed. In petit 
mal the drug was not of use. Aird (1948) reported a 
, group of 75 patients resistant to other measures, and 
‘found almost complete control in more than half 
the cases of major,’ psychomotor, and Jacksonian 
epilepsy. 

‘Although valuable, it soon became apparent that 
methoin was also sometimes toxic, and that its use 
. called for the. same careful supervision as with troxidone. 
Gibbs (1947) found that toxic reactions developed in 
10% of patients, while of Lennox’s (1946) cages 14% 
had a rash. Kozol (1947) reported a 6% incidence of 
morbilliform rashes during the first month of treatment, 
but thought that reactions were made less likely by’ the 
use of small initial doses.’ Loscalzo (1948) stated that 
a history of previous sensitization reactions was common 
in patients developing a rash, and stressed the need for 
a careful history in this respect. 


Drowsiness was commonly reported as a " side-effect, 
of methoin, but gum hypertrophy and ataxia, which so: 
often occur during phenytoin treatment, were rarely 
seen, i zi 


. Minor blood changes were found in 18% .of Fetterman 
and Victoroff’s (1949) cases, and Lennox (1946) reported 


a relative lymphocytosis in 40% of his. series. Other - 


authors often commented on the occurrence of a relative’ 
lymphocytosis and also of, eosinophilia, the latter par- 
ticularly in, the presence of dermatitis. 

Serious reported toxic effects included aplastic anaemia 
and exfoliative dermatitis. In the American literature’ 


there are reports of six fatal cases of aplastic anaemia : 
and, of eight cases ‘that recovered. The reactions occurred ,, 


three to eighteen months after Starting methoin therapy 
Abbott and Schwab (1950), in reviewing the problem, 
thought that serious blood disorders were-not of sudden 


_onset as was held by some, but represented ‘the sudden 


culmination of .a progressive process. They thought it 
possible that patients developing a sensitization der- 


‘matitis were less likely to suffer a serious. toxic effect 


subsequently. 


Exfoliative dermatitis is'reported in four cases, two ` 


‘being fatal (Ruskin, 1948 ; Kozol, 1950)., +’ 


Hepatic disease was found in two fatal cases: one 
treated with methoin had a central lobular, necrosis, and 


„one developed a fatal hepato-renal syndrome following 
‘treatment with methoin, troxidone, and phenurone (Levy 


+ 


et al., 1950). : Ruskin (1948) states that methoin and - 
troxidone are both potentially toxic, and that both ares 
related to the toxic substance phenylethylhydantoin ; 
combined use of the drugs is therefore dangerous. 


` " Present Investigation i 

Cases v were selected for methoin treatment only after 
other remedies had been proved ‘ineffective in full 
tolerated dosage. Patients Suffering from petit mal 


' were not given methoin, ‘as" published results were so 


-uniformly discouraging. Altogether, 41 patients were 
„treated, but only 24 (13 female, 11 male) were con- - 
sidered suitable for assessment ; the others either failed 


to take the drug regularly’ or omitted to keep adequate 


records of the numbers of their attacks. The average | 


age was 30, the youngest being 10 years old., 

A detailed history was taken in order to determine the 
type of epilepsy, and careful reference was made, to 
previous drug sensitivity or other form of allergy. Treat- 
ment was usually begun with ‘0.1 g. twice daily, ‘this’ 
being increased by 0.1 g. ‘a day at weekly or fortnightly 


` intervals until the necessary amount was being taken. - 


The number of attacks and the type were recorded 


at each ‘interview, the frequency: being later compared + _ 


with that before’ methoin therapy, and improvement 
being calculated on a percentage basis’ thus: 


average number of attacks a month after treatment 


100 — | average number a month before treatment 


Sonie difficulty was experienced in obtaining exact - 


figures of ,both incidence and, type of fit, as most of the 


patients suffering from major epilepsy had “ warnings,” 
or minor psychomotor phenomena, in addition to attacks 
of grand mal, and tended to neglect the smaller attacks 
in making their report. Similarly, patients with psycho- 
motor epilepsy were not always conscious of their 
attacks, or could’ not be persuaded to keep a list of 
them other than in their heads. The results are there- 
fore only approximate. í ' 


x 100] * 
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Taare I.—Results of Treatment 



























Duration of | Main- Result 
Case Sex Type of Methom tenance (Percentage 
No |and Age Epilepsy Treatment Dosage Improve- 
(Months) (G /Day) ment) 
I F 36 | Major 4 09 70 
2 F 40 in 7 21 No change 
3 F 46 a 10 0-9 70 
4 F 26 » 6 08 100 
5 F 29 ” 9 09 90 
6 M 35 e 2 0-9 No change 
7 M 24 Be 4 1-2 50 
8 M 30 is 4 09 50 
9 M 33 m 3 0-3 No change 
10 M 25 ü 5 12 
u F 24 | Major and 7 1-2 70 + 50 
12 F 48 Bena 8 09 50 hango 
o +no ¢ 
13 M 24 a 4 09 50 + 50 
14 M 24 ” 2 0-6 No change + 
F no change 
15 | M19 | Mbjor and focal 5 09 100 + 50 
sensory 
16 F 40 | Psychomotor 9 06 80 
17 F 27 i 9 1-5 Slight 
18 F 41 i 7 09 No chongo 
19 F 10 Se 3 ot s 
20 F 23 as 8 06 50 
21 F 22 K 9 0-2 100 
22 M 3I 5 1 09 95 
23 M 21 m 10 1-2 
24 M 26 " 10 0-9 80 
i 
Results 


The results are shown in Table I. The degree of 
response to treatment has been divided into three 
(Table ID: much improved, indicating a 70% or more 
reduction in the frequency of attacks; improved, a 
50-70% reduction ; and no change if less than a 50% 
reduction. 


TaBLe IJ.—Degree of Response to Treatment 















Much Improved Improved "No Change 
Major epile à 409 339 279 
Psychomotor epilepsy j 318 | 318 30 





2 

It will be seen that best results were obtained with 
cases of grand mal, but, even so, they are less impressive 
than most of those reported in the literature. It is pos- 
sible that selection is to some extent the cause of this: 
the cases were chosen from amongst a large number of 
epileptics, the bulk of whom had been attending hospital 
for some years. Thus there had been every opportunity 
for a trial of control by other means, and only those 
in obvious need of something better were given methoin. 


A further point is that a certain number of patients, 
although their attacks were not fully controlled by 
methorn, stated that the fits were shorter in duration 
and milder in degree, or that a larger proportion of 
them did not progress beyond the aura stage. 


Illustrative Cases of Successful Treatment with Methoin 


Case 4—A woman aged 26 developed major and minor 
epilepsy at the age of 10. There was no significant past 
or family history, and no abnormal signs were observed on 
examination. She was an unstable person, much upset by 
her attacks, and had twice attempted Thicide. With pheny- 
toin, 0.5 g. a day, and phenobarbitone, attacks were not 
controlled, and she became ataxic. With methoin, 0.8 g. a 
day, she was free of attacks and considerably more equable 
in her behaviour. 

Case 15.—A man aged 19, of epileptic stock, had his first 
attack at the age of 6 months, and by the time he was 11 
years old frequent fits were occurring, usually preceded by 
paraesthesiae spreading up from the right leg to the right 
arm, There was a left parietal electroencephalographic 
focus, but air studies were normal. Before methoin treat- 
ment he was experiencing one to three major convulsions 
a week, with also frequent abortive sensory attacks. Pheno- 


barbitone, 4 gr. (0.26 g), with phenytoin, 6 gr. (04 g.), daily, 
was ineffective and caused ataxia and severe acne. With 
methoin, 0.9 g. a day. and dextro-amphetamine, 20 mg. a 
day, no further major attacks occurred, and focal sensory 
attacks were reduced by half. His behaviour, which for 
‘some years had been aggressive and sometimes violent, was 
not improved. 

Case 21 —A woman aged 22 first developed epilepsy at 
the age of 10, the attacks then consisting of sudden nausea, 
a bad smell at the back of her nose, and clouded conscious- 
ness. In later years she had had up to eight attacks a 
month of an epigastric aura followed by pallor, semi- 
purposive hand movements, and sometimes complete 
amnesia, At times attacks were followed by an indescrib- 
ably bitter taste, but there were no convulsions. No abnor- 
mal neurological signs were found, but there was a right 
anterior temporal electroencephalographic focus. Pheno- 
barbitone, phenytoin, and troxidone were all ineffective, but _ 
only one attack occurred after methoin was given, and com- 
plete control has been maintained with 0.2 g a day. Her 
eosinophil count rose to 20% during the foarth month of 
treatment, but she was at that time suffering from a 
recurrence of hay-fever. 

Case 24.—A man aged 26 was knocked out in a boxing 
match and had his first uncinate attack four weeks later 
He was at that time’ drinking rather heavily. Since then 
he has continued to have attacks associated with a sweet 
taste, a sensation of déjà vu, and lip-smacking. He can 
continue working or speaking during an attack, but usually 
checks his work afterwards to ensure that no mistake has 
been made. Phenytoin could not be increased beyond 0.6 g. 
a day, but with methoin, 0.9 g. a day, there is almost full 
control. 


In Cases 2{ and 24 methoin exerted its effect rapidly, 
and it has been noticeable also in other cases of the 
series that control was achieved early in those respond- 
ing to treatment, while in those failing to respond large 
doses were little more effective than small. 


Cases Not Responding to Methoin 


Case 2.—A woman aged 40 developed epilepsy at the age 
of 19, the day after her first child was bom. There was no 
family history of epilepsy or any neurological abnormality 
on examination. The attacks have not been adequately con- 
trolled by phenytoin or by methoin, 2.1 g. a day, and the 
two drugs given together are not more effective. * 

Case 12—A woman developed major epilepsy when aged 
21. Now, at the age of 48, she has up to 12 attacks a week 
and there is severe deterioration of personality. Complete 
investigation, including air studies, has shown no gross 
abnormality. Some of her present attacks are undoubtedly 
hysterical, though nearly all are associated with urinary 
incontinence. With methoin the grand mal attacks are 
possibly Jess frequent, but improvement is minimal. 

Case 17—This patient, a woman aged 27, weighed 13 Ib. 
(5.9 kg.) at birth and was cyanosed during the first week of 
life. She developed normally, however, until the age of 8, 
when a generalized convulsion occurred. Since then she 
has continued to suffer occasional grand mal attacks, but 
now has mainly psychomotor episodes, usually several each 
day. In them an epigastric aura is followed by a desire to 
run away, and then masticatory movements occur, she may 
rub her hands together, and is sometimes incontinent. She 
cannot speak during an attack. X-ray examination revealed 
a small calcified area in the left temporal lobe, and a slow- 
wave electroencephalographic focus was present in the same 
site. Phgnobarbitone, phenytoin, or methoin up to 1.5 g. 
a day has not materially influenced the attack rate. 


Electroencephalographic Changes 


Little (1949) studied the effect of methoin on the 
electroencephalogram (E.E.G.) in 26 patients. In 62% 
an increase in fast activity occurred, and in 58% alpha 


7 


~ peutic response. 
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activity was decreased. With continued dosage these 
effects became more pronounced, though there was no 
correlation between the E.E.G. changes and the thera- 
Fetterman and Victoroff (1949) found 
that in some of their cases the alpha activity became 


' very regular, but they likewise observed no correlation 


between the E.E.G. pattern and the clinical state Bercel 

„and Ziskind (1950) stated that methoin led to an increase 
in_fast activity in the E.E.G., and stressed its likeness 
to the barbiturates in this respect. 


In the present series the E.E.G. changes were studied , 


in 18 cases. In 15 there was an increase in fast (20 c/s) 
activity, sometimes to a marked extent; this did not 


“seem to depend’ on the duration of treatment, ‘though it 


disappeared rapidly in one case after withdrawal of 
methoin. 


In eight cases a apadesble effect was the development 
ofa tmiform amplitude of all the frequencies. In some 
the E.E.G. became strikingly regular in appearance, par-. 
ticularly so when 6 c/s activity was prominent in the 
record. The finding is presumably related to the regular 
alpha activity reported by Fetterman, though in the 
present series this frequency was not affected more than 
others 


‘A decrease in slow-wave activity was seen in three 
cases, all of which’ also developed the increased regu- 


‘arity of pattern. 


‘ 


uy ‘supply ‘of tablets. 


There was no correlation between the E.E.G. changes 
and the clinical state. This confirms previous reports, 
but is none the less surprising in view of the degree of 
change sometimes produced by methoin. The effect, of 
barbiturates is to some extent comparable ın that fast 
activity may occur during light sedation, but may also 


persist during coma from barbiturate poisoning. Pos-~- 


sibly methoin and the barbiturates have this effect in 
common because of their related chemical structure, as 
Bercel and Ziskind suggest, but it seems that the changes 
àre not related to their therapeutic effect. 


; a 


Methoin Toxicity 


In order to avert toxic reactions so far as possible 
methoin was started in small doses (0.1 g. twice daily) 
and gradually increased, whilst previously administered 
‘drugs were progressively withheld. Phenobarbitone, 
however, was usually stopped quickly owing to the 
soporific effect of methoin. 


A strict system of control was used, regular. blood 
counts and visits being enforced by giving only a limited 
Patients were told to beware of sore 
throats, fever, skin rashes, malaise, and spontaneous 
bruising. They were instructed to report any such ill 
effects:at once- 


Mild Toxic Effects —In 83% of eicae \the patients 


_> complained of drowsiness, which m some continued 


throughout the period of treatment. In the majority 
small doses of dextro-amphetamine controlled the symp- 
tom fully. Other complaints were.dizziness, indigestion, 
headache, canstipation, frigidity, and gain in weight. 

The last-named occurred in two female patients to a 
quite marked degree, ‘Gum hypertrophy and ataxia— 
commonly occurring with phenytoin—were not seen> 
One patient had’ had acne before treatment with methoin, 

and this became worse, A relative lymphocytosis, with 
or without eosinophilia, occurred in eight patients, and 
it may be of some significance that four of these gave 
a history of some form of allergic reaction in the past 


3 
\ - 


Acute Reactions.—An acute febrile reaction with mor- 
billiform rash occurred -in five patients (21%)}—two 
occurred during the first week of treatment, two in the 
first month, and one in the fourth month One of these 
had had an attack of urticaria in childhood, one had 
had infantile eczema and also developed a rash with 
phenytoin (but not with troxidone), and one developed 
a rash with troxidone ; two did not give a history of 
previous sensitivity. Two patients not included in the 
series also developed rashes. one had had nettlerash 
once as a child, and the other had suffered from 
Raynaud's disease of the fingers. 

It does seem, therefore, that patients with a history of 
previous sensitivity should be observed closely for a 
simuar response to methoin, particularly during the early. 
weeks of treatment In alf these patients methoin- was 
temporarily stopped, but was gradually resumed with- 
out ill effect except in the case reported below. 


Severe’ Reactions ' 
` There were three severe reactions, one. terminating ° 
fatally i 


Case 19.—This patient suffered from frequent and severe 
psychomotor attacks and had failed to”respond to troxidone 
or to phenytoin. With the latter drug a severe dermatitis, 
progressing almost fo exfoliation, occurred, and was still 
evident when methoin was started in small doses. The 
rash resolved satisfactorily, but methoin could not be 
continued owing to a progressive degree of leucopenia 


Another patient (not included in the series) was taking 
1.2 g of methom a day in his fourth month of treatment 
when he complained of malaise and fatigue. The cervical 
lymph nodes were enlarged, and there was a petechial erup- 
tion over the shoulders. The red blood cell.and platelet 
counts were normal, but there was a relative lymphocytosis 
of 58%. After methoin had been stopped the rash subsided 
and the blood picture became normal 


Case 16 


A woman aged 40 first-had epilepsy at. puberty with attacks 
resembling faints. After several years diurnal and nocturnal 
grand mal developed, but became infrequent during the last 
five years, when her main complaint was of distressing 
psychomotor-attacks ‘occurring in series. She had no signifi- 
cant past history, but there was a history of epilepsy in the 
family. Neurological examination revealed no abnormality. 

On October 26, 1949, methoin, 0.2 g. daily, was started, 
but the pati¢nt stopped taking the tablets four days later 
because of a dazed feeling, this being followed in two days 
by malaise and a morbilliform rash. On November 9 the 
drug was resumed and was gradually increased to 0.6 g. a 
day. This dosage controlled her attacks well and without ill 
effect except for drowsiness, which responded to dextro- 
amphetamine, 

On January 11, 1950, the patient was well but complained 
of a gain in weight. On March 11 she complained of sore- 
ness inside the mouth, but there was no apparent ulceration 
and the blood count was normal. ~ 

When seen on June 26 she was quite well, but on the 
night of June 30 she complained of ulceration of the mouth 
and difficulty in swallowing. The next day a blood coynt 
at another hospital revealed 700 white-cells per c.mm., all 
being lymphocytes. She was admitted to that hospital, "and 
examination showed haemorrhagic ulceration of the gums, 
bruising on the limbs, and a positive tourniquet test: Fresh 
blood transfusions, penicillin, and ‘‘aureomycin” were 
given, and the condition of her mouth improved. Later, 
however, severe menorrhagia and a high temperature 
developed, these continuing until her death on July 9 
Serial blood examinations revealed a persisting complete 
agranulocytosis with scanty or absent blood platelets. 
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At necropsy the bone marrow was found to be aplastic. 
There were generalized visceral petechiae and also a recent 
basal subarachnoid haemorrhage. 


It is not known exactly when the blood picture in this 
case became abnormal, as the illness began when the 
monthly blood count was due. Previous examination 
had not shown any abnormality, ın particular no lympho- 
cytosis or eosinophilia. When the patient was admitted, 
however, the granulocytopenia was already severe. She 
therefore developed a fatal aplasticanaemia eight months 
after starting metho therapy The symptoms were 
rapid in onset, though it is possible that significant blood 
changes would have been recognized had more frequent 
examinations been carried out. There are, however, 
practical Jimits to this procedure. 

Abbott and Schwab (1950) suggested that serious toxic 
effects were perhaps less likely to occur in patients 


developing a hypersensitive reaction early in the course- 


of treatment, but such was not so in this case. It has 
also been maintained (though not specifically with 
methoin) that regular blood examinations are fruitless: 
that by the time changes are evident in the peripheral 
blood it 1s probably too late to attempt treatment An 
alternative supposition is that blood dyscrasias are of 
sudden onset and therefore not subject to discovery by 
regular counts Abbott and Schwab discounted this, 
however, and the safest course must remain that of 
examining the blood as regularly as possible during 
treatment. 


Discussion 


As has happened with other new preparations in 
recent years, methoin proves to be a valuable but some- 
times toxic drug. This study confirms its usefulness in 
major and also in psychomotor epilepsy, and shows that 
dramatic results may sometimes be obtained. It is, how- 
ever, a drug of definite toxicity, and its use may be fatal. 


Clearly, methoin should be used only when every 
attempt to obtain control by other means has failed. 
As beneficial effects usually appear quickly, it is better 
not to persist with it in patients who are resistant; on 
the other hand, a short therapeutic trial may be made 
with little danger. , 

If methoin is used certain precautions must be routine: 
(1) Instruction of the patient and relatives on its pos- 
sible dangers, with the warning that they must report 
any suspicious symptoms at once. The patient's own 
doctor ought also to be notified that the drug is in use. 
(2) It should not be used in conjunction with other drugs 
likely to cause similar reactions. It should not be used 
with troxidone, though a number of resistant cases seem 
to demand this very combination. (3) The patient must 
be seen and blood examinations carried out regularly 
throughout the period of treatment. 


Summary 


The results of methoin treatment in 24 cases of major 
and psychomotor epilepsy are described. A reduction of 
70% or more tn fits occurred in 40% of major epilepsy 
cases, and in 31% of patients with psychomotor epilepsy. 

Details of E.E.G. changes due to the drug are given. 

Toxic effects. including a fatal aplastic anaemia in one 
case, are described. 

The value and limitations of methoin are discussed. 


It is a pktasure to record the help of Dr Denis Hill, at whose 
suggestion the inal was undertaken I am also indebted to 
Dr T V Mendelsohn for his detailed report on the fatal case, 


` 


and to the Department of Clinical Pathology at ihe Maudsley 
Hospital for carrying out the large number of routine blood tests 
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i Details of the Survey 


A tuberculosis survey of Kenya Colony was made 
between February, 1948, and February, 1949. Jn 
default of mass minature radiography, the method of 
the survey was limited to tuberculin-testing, physical 
examination, and the examination of sputa. It was 
possible to get only a single specimen of sputum from 
each suspect, the likeliest-looking part of which was 
smeared on a slide, dried, and subsequently examined 
at the Government Laboratory in Nairobi by the Ziehl- 
Neelsen method. The usual methods of physical exam- 
ination were employed, but care was taken to exclude 
all cases except those with definite and persistent signs. 
Unequivocal signs of cavitation were taken as a proof 
of tuberculosis; bronchial breath sounds and post- 
tussic crepilauions were, unless there was evidence of 
recent acute infection, classified as suspicious of the 
disease. 

Although limited in method, the survey was of con- 
siderable extent. Africans were examined at 34 differ- 
ent places, chosen as giving a fair sample of the more 
populous parts of the colony In all, 49,812 intra- 
dermal! injections of 0.1 ml. of I in 1,000 old tuberculin 
were given, and a reading was obtained 48 hours later 
in 42,492 instances An indurated area more than 
5 mm. in diameter, palpable 48 hours after the injection, 
was taken as constituting a positive reaction A total 
of 2,889 physical examinations were made, and 1,298 
specimens of sputum were examined for tubercle bacilli 


7 Control Series 


Some attempt was made to rule out non-specific 
allergy to old tuberéulin, which might be supposed to 
occur in the African, prone as he is to helminth and 
protozoal infections Ninety-eight hospital patients 
were given an intradermal injection of 0.1 ml. of 5% 


- 
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glycerin broth together with the Mantoux test. Fifty- 
four reacted to the tuberculin, and one of these, whose 
Mantoux test resulted in’ blistering, reacted to- -the con- 
trol solution with what appeared to be a typical tuber- 
culin reaction. Later, 89 school-children were tested 





` with old tuberculin and at the same tıme with an equiva- - 


lent dose of P.P.D. (Park, Davis and Co.). Forty-eight 
hours later 46 showed a reaction to the old tuberculin 
and 50 to the P.P.D. solution. 

Occult leprosy has been suggested as a possible cause 
of false positive tuberculin reactions (d’Arcy Hart, 
1932). In a'recent survey of the colony Ross Innes 


_ (1948) found an average incidence of 10 lepers per 1,000 


of the population. However, his figures bear no rela- 


. tion to the tuberculin-sensitivity rates: of the same. dis- 


tricts. A-small leper colony at Msambweni, on the 
coast, contains 34 cases of far-advanced leprosy., These 
were_tuberculin tested, and 29 reactors were found, or 


-85.3% ; a comparable age group of 909 of the general 


- population of Msambweni gave 748, or 82.4% reactors. 


Of the five non-reactors, two were far-advanced lepro- 
matous eases and three had tuberculoid leprosy: 

` This ‘small control series suggests that the general 
results obtained are not significantly affected by non- 


Z specific reactions to tuberculin. 


Tuberculin Sensitivity Rates 


; a ' The results of the survey are shown in Tables I and U. 
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Table II shows the low sensitivity- rates found by | 


Burrows (1935) among the southern Sudanese of the 
Bahr-el-Ghazal province. It is here that Lyle Cummins 
(1939): in 1902 found no evidence of, waberculosis 
“among the natives, cattle; and wild game.” 
MacLennan’s (1935) figures for Palestinian Arabs are 
also considerably lower than those of the Kenya survey, 


He tested 11,303 urban school-children “of 5-13 years - 


of age and found 1,823, or 16.2%, reacted to 1 in 1,000- 


old tuberculin. Of 3,660 rural school-children, 483, or 
13.2%, reacted. The figures for children of the 7-12 
years age group in Kenya are 37. 5% and 22. 4%. respec- 
tively (Tables I and TI, last column). 

On the other hand, a recent survey of ‘the Gold Coast 
by Todd (1948) showed “ no virgin areas, but high rates 
of tuberculinization at all ages; tests with rising 
strengths showed’ nearly 100% positive by, adult age.” 
The South African Mines Report (1932, ‘pp. 205, _ 206) 
showed that 72% of-recruits, who came from various 
native .termtories, reacted ‘to 1 in 5,000 old tuberculin 
on engagement at the mines, and y 
stronger dilutions would probably give 90% reactors.” 

In England the Prophit Survey (1948)-records that 
“the young adult population studied shows an incidence 
of tuberculin sensitization of the order of 85% for malés 
and... 82% to 83% for females.” 


men “and 63.3% for women (Table I). 


Tans I. —Tuberculin Sensitivity Rates in 3,132 African Males and 937 African F. dia Resident in Mombasa oad Nairobi, 
y Kenyd (May and December, 1948 : Mantoux 1 in 1,000). Urban Rates 
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` Tame IL—Tuberculin Sensitivity Rates in 17,078 African Males and 16,313- African Females Resident in Native Reserves, 
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There is a.close similarity between these results and 
those recorded’ by Wilcocks (1938, p.44), who made a 


_ somewhat similar survey of Tanganyika fifteen. years 


ago. . His many tables cannot be reproduced here. The 
Kenya rates are rather higher except for the younger 
age groups. This is also the main difference between 
the Kenya findings and those of Matthews (1935), who 
, made a survey of Zanzibar. Comparison is’ difficult: in 


~ this case because of the more complicated technique he 


used. 


` The Kenya survey demonstrates the marked differ- 
ence in reactor rates between males and females and 
between those living in town and those in country dis- 


- tricts. Kenya, in common with other colonies, suffers 


froma lack of vital statistics, and there are no figures 
of the tuberculosis incidence in the different parts of 
the colony. It does seem likely, however, that the 
tuberculosis attack rate is higher in ‘the towns, or at 
least in the two largest, Nairobi and Mombasa, than 
in most country districts. : 
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TABLE Il.—Tuberculin Sensitivity Rates (Burrows, 1935) in 2,369 Sudanese Males and 1,293 Sudanese Females Resident 
in Bahr-el-Ghazal Province {Old Tuberculin 1 in 500) ° 


No 

Tested Tested 

5 `~ 201 n5” 
5-10 585 261 
10-25 973 475 
Over 25 .. 610 332 
All ages 2,369 1,293 





Men often work for a spell in the towns and return 
to their wives in the Reserves when they have earned 
a little money. When adult males were tested in the 
Reserves they were asked if they had ever worked in 
Nairobi or Mombasa: of the'5,007 men tested, 3,029 
who answered “Yes” showed an 83.1% reactor rate, 
while those who answered “No” gave a 72.3% reactor 
rate. i 


“Disease Incidence 


_ It was not practicable to examine more than a small 
proportion of tuberculin reactors. An attempt was 
made to examine all those with chest complaints, child- 
ren who reacted and their contacts, and contacts of 
suspected cases of the disease, and also to collect a 
specimen of sputum from these people. So, besides the 
cases missed by physical examination—which, having 
regard to the type of disease the African gets and the 
ease with which the tubercle bacillus is recovered from 
his sputum, may be fewer than would be expected in 
European practice—it. is probable that some cases of 
tuberculosis escaped examination altogether. 

It was found necessary to divide those diagnosed as 
tuberculous into “proved” and “suspected” cate- 


gories according to the criteria already described. The ~ 


number falling into the former group for all the places 
surveyed averaged 4.6 per 1,000. It is felt that a closer 
approximation of the true state of affairs would be 
reached if both “ proved” and “suspected” cases are 
combined, in which case the average incidence amounts 
to 11.1 per 1,000. The 1948 census gives an African 
population of 5,252,753. If we take the incidence of 
only “proved” cases found during the survey as an 
average for the whole colony, then there are 24,000 
cases of tuberculosis in Kenya. The figure of 11.1 per 
1,000 gives a total of 58,000 cases of tuberculosis, and 
it is felt that this is more likely to approximate to the 
true number. 

It is interesting to find that Wilcocks estimated the 
incidence in Tanganyika as 11.55 per 1,000. In Southern 
Sudan, Burrows diagnosed tuberculosis in 173 cases, 
which in an estimated population of 156,300 gives an 
incidence of 11.1 per 1,000. In Palestine, MacLennan 
estimated the incidence at 5 per 1,000. 

It must be made clear that the Kenya estimate is 
based on the number of cases actually diagnosed among 
the general population examined in the native Reserves. 
No account is taken of the few cases lying in the native 
hospitals of the colony. Hospital figures give no indica- 
tion of the incidence of the disease. Although cases of 
bone, joint, and glandular tuberculosis were seen fairly 
commonly, there is no doubt that pulmonary tuber- 
culosis ts by far the most prevalent and most important 
manifestation of the disease in Kenya. 

As can be seen from Tables I and II, for the purpose 


. of tabulation the sexes are divided and each sex is classi- 


o 








Females 
Reactors 
No. % 
14 60 
4l 15-7 
156 328 
136 41-0 
347 26 8 





fied into eight age groups. In comparing the reactor 
rates found in different districts, it is necessary to select 
one age group. Adult males are often used, but, as has 
been shown, their reactor rate varies with their experi- 
ence of the towns. Children in the 7-12 years of age 
group have been chosen here. Large numbers were 
tested. Sexual differentiation in tuberculin sensitivity 
rates, at least, is not marked, and males and females 
may for this purpose be combined. Their peripatetic 
habits are free but local, and when they become infected 
they probably do so within their own district. Table IV 
compares the sensitivity rates of this age group by dis- 
tricts. Tests which were made at various places within 
the same district and tribal] area have been combined. 
The disease incidence, computed on “proved” and 
“suspected ” cases found in the whole sample of popu- 
lation tested for the corresponding districts, is also 
shown. - 


Tastes IV.—Incidence of Tuberculosis per 1000 (“ Proved” and 
“ Suspected ” Cases) in Both Sexes and at All Ages Related 
to Tuberculin Sensitivity in Both Sexes at Ages 7-12 Years 













Both Sexes: 
All Ages 


9 Tuberculosis 
% Reactors |R ate(per 1,000) 


Both Sexes: 7-12 Years 


District 
No Tested 







Urban Rates 
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Nairobi and Mombasa .. 












Kapkatet (Ki } 73 155 
Mber: and Cramberi 96 85 
Kisu (S. Nyanza) 10-1 59 
Embu a P 7 16 3 61 
Siaya (C. Nyanza) = 164 77 
Maragoli (N. Nyanza) .. 166 9-5 
Kahiado (Masai an 184 11-6 
Kangundu (Machako’s) .. 221 143 
Kerugoya .. ee ais 225 89 
Teita as 29-9 84 
Fort Hall .. i4 35-8 pes 
Taveta `. ae ie 36-2 160 
Likon, Kisauni, and Cham- 
gamwe sa à 38-4 BO 
97 
23-5 
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It will be seen that the highest percentage of reactors 
(39.8%) occurs in Kitui. The Kitui Reserve is dry and 
infertile (typical groundnut country), and the Wakamba 
living there are in a miserable state of poverty. They 
suffer from endemic malaria, schistosomiasis, and 
helminth infestauon. They seem to be dirtier and to 
have a greater incidence of scabies than other Africans 
met with on the survey. The greatest number of 
nf proved * and “suspected” cases (235 per 1,000) was 
diagnosed here. 

After Kitui, the highest reactor rates were found at 
Msambweni, 35 miles south of Mombasa, and at 
Likont, Kisauni, and Chamgamwe, all on the‘coast in 
the neighbourhood of Mombasa, In these places a com- 
paratively low disease incidence rate of 9.7 and 80 per 
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1,000 respectively was found.: Next come the colony’s 


two principal towns, Nairòbi and Mombasa. For 


various~reasons, no estimate of disease incidence was | 


_ possible here. Africans living in the towns are usually 


- at work, and if they fall sick either go to hospital or, 


in the case of pulmonary tuberculosis, more often return 
to their Reserves. Thus, although it is likely that tuber- 
culosis often develops in the urbanized ‘African, it is 
not expected that a véry high disease incidence would 
be found except among the indigenous population. 
Wilcocks (1932) found that reactor rates and disease 
incidence in Tanganyika vared ın direct proportion and 
that the former could be taken as a measure-of the 
Jatter. This generalization is partially true of Kenya. 
Obvious discrepancies are the low sensitivity rates but 
relatively high disease incidence found at Kapkatet, 
Mberi,:and Ciamberi—all remote and rather isolated 
_up-country areas ; while the coastal districts, as exempli- 


- fied by Msambweni, Likoni, Kisauni, and Chamgamwe, 
‘ show the reverse tendency with very high reactor rates 


-and comparatively low disease incidence. It is suggested 
that the first phenomenon denotes a recent introduction 
of tuberculosis, while the second indicates a more pro- 
longed exposure to the disease. 


Type of Tuberculosis Seen in the African 


Most observers are agreed that Africans suffer from 
a more acute and fatal type -of tuberculosis than 
Europeans.. Thus Vint (1937); in an analysis of 1,000 
“consecutive necropsies in Nairobi, found tuberculosis 
to be the cause of death in 132 cases. “ The post-mortem 


. findings are those of a low septicaemia, resembling acute 


' miliary fuberculosis in European children” 


; while 
Wilcocks (1938. p 52) finds “a preponderance of cases 
of acute galloping consumption. . . . These natives lie 
midway between the completely primitive races and our 
relatively resistant selves.” Mine workers on the Rand 
were found to develop an acute form of pu'monary 
tuberculosis characterized by glandular involvement and 


- miliary dissemination (South African “Mines Report, 


1932, p. 258). Post-mortem evidence from Mu'ago Hos- 
pital, Uganda, leads Davies (1947a) to suppose that 
“pulmonary tuberculosis as -met with in Uganda is 
rarely of the ‘adult’ reinfection type but, in the vast 
majority. of cases; is the result of primary infection lead- 
ing to the development of a ghon focus, and this does 
not heal, but leads to dissemination of the infection with 
resulting death.” 


‘Gelfand (1944), writing of the Southern Rhodesian 
native, says he has never seen an African recover from 


» pulmonary tuberculosis; and Davies (1947b) quotes 


> Trowell as “having an equally depressing experience in 


Uganda... Oswald (1946) had the opportunity of study- 
ing the disease in 416 Africans who developed pulmon- 
ary tuberculosis while serving.in the Army in the Medi- 
terranean area. Forty-seven cases which came to 
necropsy had a`history of illness for an average of 5.4 
months. He describes the “usual destructive’ caseous 
pneumonic lesions, and found glandular en'argement 
in 96% of these cases. Caseation was present in 66%, 
and in 92% the mediastinal glands were invelved. 
The contrary opinion, that a chronic form of pulmon- 
ary tuberculosis is not rare in Africans, is less usually 
expressed, but Wilson (1928) believed it true of Kenya, 
and Burrows (1935) of the Sudan. Fennel (1932) writes 
of cases in the Butterworth area of South Africa: 


“Many were fairly chronic, lasting at least three years, 
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and over, showing that the natives, under their own 
conditions, had a'‘considetable power of resistance.” 
Allan (1932), who made,an extepsive survey of the native 


Reserves in South "Africa, found that most of the cases, 


with pulmonary tuberculosis were “more or less 
chronic.” 

It will be noticed that pathologists, basing their 
opinion on necropsy reports, are agreed on the extreme 
acuteness and short duration of pulmonary tuberculosis 
in Africans Clinicians and field workers tend to be less 
pessimistic, and some believe that the ‘consumptive 
African may survive some years under the conditions 


he is'used to. The difference is to be explained by the ` 


extreme degree of selection in the material available to 
the pathologists. Cases of pulmonary tuberculosis are 
not popular in overcrowded native hosp.tals, facilities 
for treating them are not usually availab!e, and proper 
accommodation is lacking. The sick African is unwill- 


‘ing ‘to spend long periods in hospital, especially when 


no active treatment is being carried out and he feels 


little benefit to his health. For this-reason, only those. 
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pulmonary tuberculosis subjects who are too ill to be ` 


discharged or to drag themselves from hospital are likely 
to die there Such cases comprise the post-mortem 
material of the pathologists. 

During the Kenya survey a definite history was 
obtained from 70 of the 106 “ proved ” cases of pulmon- 
ary tuberculosis diagnosed. No great reliance can be 
placed on this, but the average duration of the disease 
was given ag 19 months. In four cases some proof of 
the length of history was forthcoming, for these men 
had been discharged from hospitals as proved cases of 
pulmonary tuberculosis. Their“*histories were of 53, 
524, 48, and 37 months. . i 

The very fact that infection, as demonstrated by the 
tuberculin test, is so widespread would seem to favour 
the existence of at least some chronic infect:6us perambu- 
latory cases. For how could the majority of the popu- 
lation be infected by those acute pneumonic cases, 
prostrated by toxaemia and dying after a few months, 
which the pathologists describe ? - - 

The fact that cases of pneumonic phthisis do so badly 
with collapse therapy would also seem to indicate that 
such cases are not without exception. For Davies (1946), 
after 20 years’ work at Kuiborigoto, in Tanganyika, 
reports an encouraging survival rate in 560 cases of 
pulmonary tuberculosis treated with artificial pneumo- 
thorax and ancillary measures: 42% alive after 3 years 
and 22% after 10. = 


These observations show that the fulminating type of ` 


disease, described by the pathologists as resemb ing 
progressive primary infection, is not without exception, 
Anyone who has had experience of tuberculosis in East 
Africa would agree that its usual course is much shorter 
and more acute than that seen in European practice. 


The Kenya survey, and indeed every tuberculin-test- 


“ing survey mate in Africa in recent years, shows Davies's 


(1947a) assertion, that the African never recovers from 
his primary tuberculous infection, to be wrong. The 
majority of\adult Africans have been infected and show 
no evidence of the disease.” 


So far as this factor is con- _ 


cerned, the state of affairs is like that in Europe. How- ' 


ever, it is probable that adult primary infection not 
infrequently leads to progressive tuberculosis in Africans 
when they are exposed to a tuberculous environment. 
Stott’s (1950) investigation at Nakuri gaol, where tuber- 
culosis is rife, shows that an undue mortality falls on 
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the small group who enter (the gaol tuberculin-negative. 
It is likely that uninfected adult Afrıcans, coming from 
their reserves to work in the towns, also are liable to 
develop progressive primary disease. 


In view of the high tuberculin-sensitivity rates found 
all over the colony, it hardly seems possible to explain 
the extremely severe and fatal type of tuberculosis which 
is most commonly seen solely in. terms of adult pro- 
gressive primary tuberculosis, although this might in 
part account for the observation that tuberculosis in 


Africa tends to be more severe in the towns than in the 
reserves. 


It is usually supposed that the chronic fibro-caseous 
type of disease commonly seen in Europe results from 
a partial immunity conferred by childhood infection. 
Many children have been found to be tuberculin-sensi- 
tive in Kenya, but only a few-adults develop the chronic 
apical disease of Europe. It would seem that a healed 
primary infection may not have the same immunizing 
power in the African as is usually ascribed to it in the 
case of the European. This contention is supported by 
the findings of the South African Mines Report (1932, 
p. 97) on tuberculosis among African gold-miners on 
the Rand. These Africans were graded into -four cate- 
gories on engagement at the mines, according to their 
reactions to serial tuberculin tests—‘ positive plus,” 
“ ordinary positive,” “ weakly positive,” and “ negative ” 
reactors. It was subsequently found that the incidence 
of tuberculosis was 2.9 per 1,000 for “negative” 
reactors, 4.5 per 1,000 for “weakly positive,” 6.5 per 
1,000 for “ordinary positive,” and 103 per 1,000 for 
“positive plus” reactors, In South Africa Professor 
Lyle Cummins (1932) found that “ fully 50% of healthy 
natives arriving at Johannesburg were capable of react- 
ing to 1 in 1,000,000 tuberculin dilution, whereas in 
tests carried out by me on clinically non-tuberculous 
adults in Wales only 25% were found to react positively 
to a dilution of 1 in 100,000.” In Kenya serial tuber- 
culin-testing was not done, but of 37,460 Mantoux tests 
made on the general population 1,969 showed vesicula- 
tion—that is, 53% of the total tested and 11.8% of all 
reactors. In England d’Arcy Hart (1932) found less 
than 1% of the total tested and 2.3% of the positive 
results vesiculated. Wilcocks (1938, p. 31) found that 
in ‘Tanganyika comparable percentages were 3.2% 
and 6.1%. ve ; 

It does appear, therefore, that Africans are more 
sensitive to tuberculin than are Europeans, and it seems 
likely that this factor is associated with the distinctive 
type of disease they are liable to get. 


If the same significance attaches to the tuberculin 
test in -Africans as it does in Europeans—and there is 
no reason for believing otherwise—then it seems that 
both races are able to sustain a primary infection almost 
equally well. This observation is of fundamental 
importance, for “ racial immunity ” is usually thought 
to condition this ability. May ‘it not be rather that 
racial immunity is a reflection of the power, not of 
sustaining the primary infection, but to form antibodies 
to the invader and so modify an aftercoming infection ? 
It is not pertinent to this thesis whether the infection be 
endogenous or exogenous. , i 

The African, when infected, develops a high degree 
of allergy to tuberculo-protein, as demonstrated by his 
extreme sensitivity, to tuberculin, but little concomitant 
immunity, as exemplified by the acute infantile type of 
disease to which he is prone The hyperallergic state 


a 


renders him liable to an acute and destructive type of 
tuberculosis on reinfection, while fack of immunity 
deprives him of the power of confining the lesion, as in 
European phthisis, but leaves a “ secondary ” infection 
unmodified except by purely allergic factors, so that ıt 
often assumes the characteristics which We are accus- 
tomed to attribute to progressive primary disease in 
Europeans. 


Summary 

A description is given of a tuberculin-testing survey in 
Kenya. : oie 

A small control series did not show any significant 
tendency for non-specific factors to interfere with „the 
results. 

The sensitivity rates were found to be high in Kenya, 
and are compared with those of other surveys. i 

A greater percentage of men than women were found to 
be sensitive.to tuberculin. Urban residence was associated 
with an increased sensitivity rate. 

The disease incidence ts thought to be about 11 cases per 
1,000. If this is correct there are 58,000 cases of tubercu- 
losis outside the hospitals in Kenya. z 

A degree of correlation is demonstrated between the 
reactor rate and the disease incidence in the various districts 
surveyed. Exceptions are discussed. 

Reasons are given for supposing that, although the acute 
fulminating type of tuberculosis, resembling a progressive 
primary infection, is undoubtedly very common in Kenya, 
it is not without exception, especially in the rural areas. 

An attempt is made to correlate high tuberculin allergy 
with the African type of pulmonary tuberculosis. 


* I am indebted to the Director of Medical Services, Kenya 


Colony, for permission to publish this précis of my report.to him 
on a tuberculosis survey of that colony. i 
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During th® period October 15 to November 6, 1950, 570 
U.S. Navy medical reserve officers arrived at Brooke Army - 
Medical Centre, San Antonio, Texas, for assignment to 
active duty with the Army. These officers were interviewed 
by a staff officer fron the office of the Surgeon General 
for professional classification and’ assignment. They were 
given one day's “processing” in connexion with their 
entrance on active duty and received a three-day intensive 
orientation.course before leaving for their units. 
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‘SUPPURATIVE:  THROMBOPHLEBITIS 
_ TREATED WITH AUREOMYCIN 
BY me. 


`- . D. MacG. JACKSON, F.R.CS. 
> (From the! Medical Research Council Burns: Unit, 
é Birmingham Accident Hospital) 


` Of the various types of thrombophlebitis, the infectious 


and suppurative cases ~form ‘only 3% (Barker, 1934), 


- They are often fatal, however,-owing to the development ` 
- of pyaemia and metastatic foci. 


The following case of > 
ilio-femoral thrombophlebitis is of -particular interest 
for three reasons : (1) the prognosis was made worse 
by the infecting organism being a penicillin-resistant 
Staphylococcus aureus, (2) a mistake was probably made 
in” discontinuing the chemotherapy too early, and 


(3). a successful Tecovery was nevertheless obtained’ with . 


“aureomycin ” without vein ligation proximal to _the 
S 


Case Report ``" 


` 


A boy aged 3 years -fell into a bath of hot water and_ 
- received scalds of his back, thighs, and left’arm. The 


extent of the scalded area was 2A of the body surface, 


_ 2% being whole-skin loss. 


On admission he was treated for tek with 850 ml. of 
plasma during the first 27 hours. The. dressing was done * 
seven hours after. admission, and the bacteriological swabs 
from the séalded surface at that „time grew micrococci only. | 
Systemic penicillin was begun with an initial dose of 250,000 
units, and then 30,000 units four-hourly. Further swabs on 
the fourth day ‘showed the presence of. Staph. aureus and 
Pseudomonas pyocyanea. 


AUREOMYCIN 


AUREOMYCIN 
SOOMG, DAILY 


DISCHARGED | 


TEMPERATURE °F 


DAYS SINCE INJURY 





_ Temperature chart during J the treatment of thrombophlebitis with 


aureomycin. - 
w 


- be thrombosed, though it had been impalpable. 
opened and some of the yellow thrombus smeared ona 
the external- iliac’ vein. was ' 


r 


Onset of Thrombophlebitis —On the sixth day the child's 
haemoglobin was 69%, and:a bottle of. blood: was given 


. ‘after. cutting down on the right great saphenous vein at the 


ankle. Four. days later his temperature rose to 105° .F. 


-(40.6° C.Y (see Chart) and the pulse to 160: the right calf 


was grossly swollen, hot, and tender; and the drip incision . 


was inflamed. Systemic penicillin was increased to 150,000 


units six-hourly, and a course of sulphadimidine was started 


~ (2/5 g. initially, then 0.5 g. four-hourly). On the following 


day (13th) a small abscess was incised over the upper end 
of the tibia, arid from the pus a pute growth of penicillin- . 
resistant Staph. aureus was grown. The local inflammatory 


lesion subsided during the next three days, but as- the - 


temperature remained at 102° F. (38:9° C) and the pulse 
-at 160, aureomycin was begun on the [6th day (375 mg: 
initially, then 125 mg. six-hourly). On the 19th day tender; 
indurated, thrombosed superficial veins appeared on the_ 
medial side of the right thigh, extending to within 2 in. 

{S cm.) of the junction with the femoral vein, which was’. 
not palpable. The course of sulphadimidine was stopped, 
after a total dosage of 21.5 g., the white cell count being 
5,030 per c.mm. 


~ Operation on the Femoral Vein-—On the 21st day it was 
decided to tie the right saphenous vein, since the local signs 
suggested involvement of the superficial veins only. ~ At 
Operation the saphenous vein arid its tributaries «were. 
collapsed and empty, but the femoral vejn was found to 
It was 


slide and taken ‘for culture: 
not explored, and was too small for an attempt at sucking 
out the clot. The femoral vein was tied, but the thrombus 
was palpable at least + in. (1.25 cm.) proximal to the. liga-" 
ture. The smear showed well-stained Gram-positive cocci; 
` and the culture grew penicillin- -resistant` Staph. aureus.. 

Blood cultures taken on the day of operation and. the 


‘next two days (21st, 22nd, ‘and 23rd) were all sterile after 


48 hours. An operation to tie the iliac vein above the 
thronibus was decided against because the child’s condition 
was improving, thè organism was known to be sensitive to. 


4 aureomycin, blood cultures were negative, and there was no 


sign of metastatic spread. By the 24th day, eight days after 
aureomycin was started, his clinical condition was much 
better, and the Staph. aureus had entirely disappeared from 


the scald. On the 33rd day penicillin and aureomycin were - 


stopped after total dosages of 24,160,000 units and 9,375 mg. 
respectively. 


Skin-grafting Operations-—The granulating “areas were. 
covered- with split skin grafts on the 27th and 39th days; 
and by the 48th day healing was complete and there was- 
no oedema of the leg or any palpable veins. 

First Recurrence of Pyrexia -—Three days later, however, 
the child became ill again with a temperature swinging 
between 99 and 103° F. (37.2 and 39.4° C.). Clinical’ exami- 


nation and investigations revealed ` no cause; $o that after ` 
-three days a recurrence of the previous. infection’ was pro- 


sumed in spite of a sterile blood culture; and'aureomycin | 
was restarted.” There was a rapid response, and the drug. 
was discontinued after nine days (total 4,500 mg.). i 


Second Recurrence of Pyrexia—After a further eight days 
the child’s temperature again rose to 102.5° F. (39.15° C), - 
and again it was impossible to confirm: the diagnosis, A- 
further exacerbation of the thrombophlebitis was presumed, 
and a 28- -day course of aureomycin was beguh. The tempera- 
ture became normal in a week and did not rise again. The 
boy was discharged at the end of this course (14,000 mg.) 
perfectly fit, and during the next 10 “weeks showed ‘no sign 
of further Tecurrence. 


ae: Comment _~ 


The three lines of treatment in general use for this 
condition are antibiotics, proximal ligation of the throm- , 
bosed vein, and anticoagulant therapy. i 


4 


~ 


—_— 


a 


Jan. 13, 195] 


AUREOMYCIN IN SUPPURATIVE THROMBOPHLEBITIS 73 


BRITISH 
MEDICAL JOURNAL 








There is no controversy about the use of chemo- 
therapy : the most powerful drug against the particular 
organism isolated should be given as soon as possible, 
in adequate dosage and for a sufficient period. The 
recurrence of the clinical picture of sepsis with too early 
cessation of the drug has often been noticed—for 
example, Hyman and Leiter, 1944. Lyons (1941) 
reported two consecutive cases of staphylococcal 
cavernous sinus thrombophlebitis treated with sulpha- 
thiazole and heparin, with recovery. Each of these cases 
had a bacteraemia which lasted six and eight days 
respectively, and he advised continuing the sulpha- 
thiazole for three months in a dosage sufficient to main- 
tain the blood level at 5 mg. per 100 ml. Schall (1941) 
reported three further cases of staphylococcal cavernous 
sinus thrombophlebitis successfully treated with sulpha- 
thiazole and heparin. “There ts little doubt that if control 
of the pyaemia can be obtained by chemotherapy for a 
sufficient time, this is likely to be successful in curing 
the thrombophlebitis, For staphylococcal infections the 
antibiotic of choice is now aureomycin (Long, 1950), and 
Spink and -Yow (1949) have reported five cases of 
staphylococcal bacteraemia treated with aureomycin, 
with four recoveries. 

According to Van Duyn and Van Duyn (1940), the 
idea of trying to stop the spread of infection from a 
diseased vein into the general circulation originated with 
John Hunter in 1793, when he advised putting a com- 
press on the vein just above the suppuration. Since 
then, and until the development of chemotherapy, the 
mortality of suppurative thrombophlebitis has been pro- 
portional to the maccessibility of the septic focus and 
the difficulty of eradicating ıt (Rosenow and Brown, 
1938). Before the advent of sulphonamides vein liga- 
tion was the only rational therapy, but the mortality was 
still high : septic thrombophlebitis of the neck, for 
example, had a mortality of 20-30% even with operation 
(Iglauer, 1942), 

The present value of proximal ligation of the throm- 
bosed vein ıs more debatable. Kern and Berman (1945) 
reported a case of ilio-femoral thrombophlebitis follow- 
ing pneumococcal lobar pneumonia, empyema, and 
septicaemia, which proved resistant to sulphonamides 
and dicoumarol ; the patient was cured, however, after 
ligation of the infertor vena cava above the thrombus 
and a course of penicillin. Which one of these pro- 
cedures played the major part in the patient's recovery 
it was impossible to say, but they felt justified in stating 
that the convalescence was very definitely shortened by 
the surgical intervention, and the danger of embolism, 
minor or fatal, was eliminated. In contrast, a case 
described by Kirk (1947) illustrates that proximal liga- 
tion without control of the pyaemia is likely to be 
fatal. His case of suppurative iho-femoral thrombo- 
phlebitis due to Aerobacter cloacae was temporarily 
controlled with streptomycin, but drug resistance deve- 
loped, and when infection spread to the opposite side 
the inferior vena cava was tied. In spite of this the 
patient developed septic meningitis on the sixth post- 
operative day and died two days later. 

In practice few would doubt the wisdom of proximal 
ligation when the vem was easy of access, when there 
was a positive blood culture, and when the organism 
was resistunt to the drugs available. Again, there is 
unlikely to be disagreement in adopting a conservative 
attitude if the site of the proximal end of the thrombus 
is inaccessible, it repeated blood cultures have been nega- 

«tive, if the organism is sensitive to the antibiotic, and 





there is serious concomitant disease. Between these 
two extremes it may be difficult to come to a decisiog, 
but the chief indication for vein ligation is inability to 
control the bacteraemia with antibiotics. 


Anticoagulant therapy is of less importance, but as 
it may prevent extension of the thrombus it should be 
given when possible. An open wound such as was 
present in the case described is of course an absolute 
contraindication. It ıs interesting that both cases 
described by Lyons (1941) developed pulmonary infarcts 
while receiving heparin. 


Summary 


A case of suppurative ilio-femoral thrombophlebitis arose 
from a transfusion incision infected with penicillin-resistant 
Staph. aureus, and this was treated with aureomycin. At 
Operation the diagnosis was confirmed, but because of the 
organism's sensitivity to aureomycin, the repeated negative 
blood cultures, and the sustained clinical improvement 
proximal ligation was not performed. Failure to give the 
aureomycin for a sufficient period initially is believed to 
have resulted in two recurrences, but after 125 mg. had 
been given six-hourly for 28 days (total 14,000 mg) the 
condition was finally cured. The treatment of suppurative 
thrombophlebitis has been considered briefly 
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Case of Ovarian Pregnancy 


The occurrence of an ovarian pregnancy is still rare 
enough to excite interest. It is estimated to occur in 
0.7-1% of all ectopic pregnancies. In recent years the 
subject has often been reviewed (Isbell and Bacon, 
1947 ; Bolton, 1949; Deweese, 1949), and the numbers 
of authentic cases have been variously calculated as 
approximately 60 (Curtis, 1941), 52 (Way, 1941), and 
50 (Novak, 1947). 


Case Report 


A woman aged 21, married for one month, was admitted 
to hospital on October 20, 1949, complaining of pain in the 
abdomen. Four months before admission (three months 
before marriage) she first had coitus. Her next menstrual 
period was 14 days late but otherwise normal The follow- 
ing period, which occurred 28 days later, was normal. She 
then married and engaged tn coitus, but the menstrual period 
which was imminent did not occur. Seven days after her 
marriage she suddenly collapsed in the street and complained 
of dizziness, tow abdominal pain, and vomiting. There was 
no vaginal bleeding. 

She was admitted to another hospital believed to be 
suffering from acute food-poisoning, but was discharged 
after three days, though still complaining of intermittent 
abdominal pain, and she stayed in bed at home 

A week later a profuse vaginal haemorrhage occurred 
associated with abdominal pain localized to the left side. 
Large clots were passed, and the bleeding lasted three days. 


` 


P 


t; 


# 
x 


74 Jan: 13, 1951 





`The pain still persisted. Apart from an “ interval ” appendic- 

ectomy two years ;previously she had been. quite healthy. 
Menstruation began at 14 and had been quite regular, with 
normal loss. 

On admission her general condition was good ; the mucous 
Membranes were of normal colour; pulse 92, temperature 
97.8° F. (36.55° C.), respirations 20, blood pressure 118/70. 
The abdomen was not distended, the wall moved freely, 
the umbilicus was not discoloured. There.-was slight 
tenderness ın the left iliac fossa, but rigidity or free fluid 
was not detected. Examination per vaginam showed healthy 


‘vulva and urethra, softish, mobile cervix. There was no 


- ¢ The urine was normal. 


‘ 


“enlargement of the uterus, which was anteverted, but any 


attempt to move it caused great pelvic pain. A tender ill- 

defined solid mass about 2 in. ($ cm.) in diameter was 

palpable in the pouch of Douglas, apparently continuous 

-with the left adnexa. The right appendages were normal. 

Per speculum a healthy nulliparous cervix was seen. 

A blood count showed: leuco- 
cytes, 8,100; erythrocytes, 4,000,000; haemoglobin, 90%. 
A tentative didgnosis of a left ectopic pregnancy was made. 

On the sixth day after admission a profuse vaginal 
haemorrhage occurred with moderate pain in the left ihac 
fossa. Exploratory laparotomy was then decided upon. 

Operation.—This was carried out by one of us (L. G.) on 
October 26. On opening the abdomen the peritoneum was 
normal in colour, and no free blood was seen. Uterus, 
tubes, and right ovary were normal in appearance. The 
omentum was adherent to the posterior aspect of the uterus 
and left broad ligament by filmy adhesions which separated 
readily, revealing the left ovary, to which was attached 
a mass of blood clot the size of a tennis ball. Adjacent 
loops of adherent bowel were peeled off easily and the mass 
and about half of the ovary were removed. No corpus 
luteum was seen on the right ovary, nor was there macro- 
scopic evidence of endometriosis. The abdomen was then 
closed in layers. 

Convalescence was uneventful ; the patient was ambulant 
on the fourth day and was discharged on the ninth post- 
operative day. Salpingography performed on November 26 
ahowed patency of both tubes. 

Pathological Report (J.E..—‘ The specimen consists of 
about half of an ovary, to the free surface of which is 
attached a firm laminated egg-shaped mass of blood clot 
4 cm. in diameter. On the cut surface of the ovary a 
corpus luteum of pregnancy.1.5 cm. in diameter is visible. 
On breaking away: fragments of blood clot, villi are seen 
in the-neighbourhood of the corpus luteum and adjacent 
ovarian tissue. No foetus was found. , Sections show 
syncytial masses and chorionic villi embedded in the 
ovarian tissue ‘and invading the corpus luteum. Many of 

. the villi are already degenerated. The ovarian stroma is 
exceedingly vascular, but no pseudo-decidual cells are evi- 
dent ; the zonal layer 1s heavily infiltrated with polymorphs, 
plasma cells, and macrophages, but this reaction is not seen 


`a elsewhere in the ovary. The histological picture of the 


z 


corpus luteum coincides with that of an early pregnancy, 
with the central core occupied by a recent organizing clot. 
There is no evidence of ovanan endometriosis.” 


We wish to thank Professor E. Farquhar Murray for his help- 
ful suggestions and for permission to publish this case, and 
Mr. D. Harland for his technica! assistance. ' 


L. Ganz, F.R.C.S Ed., M.R.C.P.I., 
6 Senior Registrar, Department of Gynaecology. 
a J. E. Ennis, M.B., B.S., 
Consultant Pathologist. 


Dryburn Hospital, 
urham. 
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Strangulated Spigelian Hernia 
Spigelian hernia occurs along the semilunar line, usually 
near the level of the arcuate ligament. It penetrates the 
broad fascial band by which the internal oblique and 
transversalis muscles are inserted into the rectus sheath, 
but lies under the aponeurosis of the external oblique 
muscle. This tense aponeurosis obscures the tumour 
and makes it difficult to palpate. The hernia has a tough 


rigid neck and is often covered by a thick layer of 
extraperitoneal fat. 


Case REPORT 


A stout woman aged 65, with a lax pendulous abdomen, 
had a history- over several years of periodic abdominal 
distension and vomiting, sometimes with icterus of the skin 
and typical gall-bladder colic. Cholecystectomy was per- 


formed 'in August, 1947. The gall-bladder was small and 


packed with stones‘ the common duct was ‘free of stones. 


. Colic and icterus were immediately relieved, but the attacks 


of distension and vomiting continued unabated, and became 
more frequent as time passed. 

On May 20, 1949, she developed sudden severe pain in 
the right iliac fossa. “ This pain travelled slowly to the 
epigastrium, and then became generalized. The most severe 
pain was constantly in the right iliac fossa. Vomiting began 
12 hours after the onset of symptoms and became very 
frequent and voluminous. She was admitted to Mr. J. 
Campbell’s surgical unit in the Southport Promenade 
Hospital 20 hours after the onset of symptoms. On 
admission her temperature, pulse, and respiration were 
normal, Dehydration was obvious and proclaimed the 
violence of the vomiting. Tenderness in the right iliac 
fossa was extreme. The patient winced when the examin- 
ing hand had done little more than touch the skin. A ténse 
oval swelling about 3 by 2 in. (7.5 by 5 cm.) was palpated 
in the rgbt iliac fossa, lying within the substance of the 
abdominal wall, parallel with the inguinal ligament and 
about 24 in. (6.25 cm.) above it. 

Strangulated Spigelian hernia was diagnosed. An inci- 
sion was made over the swelling and the hernia was revealed 
after the externa] oblique aponeurosis had been incised. The 
sac contained omentum and strangulated loops of small 
intestine, which were kinked. and bound together by ‘tough 
adhesions, suggesting a fairly prolonged tenancy in rather 
inadequate quarters. The neck was rigid and grasped the 
sac tightly; it was big enough to admit two fingers. The 


worst of the adhesions were divided, and the intestine was . 


returned to the abdomen, where normal colour was rapidly 
regained: The layers of the abdominal wall were defined 
and the wound repaired. Recovery was uneventful. 


$ 


COMMENT 


This, case is interesting, as the apparent continuation 
of symptoms following cholecystectomy were ascribed 


‘to some residual liver damage for which she had been 


treated. The onset of acute strangulation at first closely 
imitated acute appendicitis. The correct diagnosis was 
given by the development of intestinal obstruction with 
the presence and site of the tumour. 


Reid (1949) reports a case of Spigelian hernia which 


imitated an acute appendicitis to perfection. The above 


casé illustrates how-deceptive this rare hernia can be and ` 


the advisability of bearing it in mind when abdominal 


- symptoms of an obscure nature are found. 


We thank Mr. John Campbell for permission to publish details 


of this case.. 
D. Watson, M.B, Ch.B. 
Berry Scotrrer, M.B., BS. 
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” BLOOD GROUPS 


By R. R. Race, Ph.D., 
M.R.C.S., and Ryth Sanger, Ph.D., BSc. (Pp. 290. 
ee Oxford: Blackwell Scientific Publications. 


Ostensibly, blood ‘groups and clinical medicine have 
been living together harmoniously for some 40 years. 
However, the discovery some 20 years ago that there were 
human blood groups (M, N, and P) of negligible i impor-? 


tance in clinical medicine was a: warning sign that the © 


ways might part sooner or later, though the discovery 
of the Rh groups at first suggested that after all the 
subjects might develop most rapidly if they worked 
together. 

Since then great efforts have been made by both 
sides to pretend that their interests are ‘really the 
same. “This has led’ to great concessions by clinicians. 


p Clinical pathologists have struggled first with CDE, then 


with C", D*, and EX. This book should persuade them 
that the time has ‘come to abandon the chase. 
useless tó pretend any longer that what is interesting 


and even fundamental in the field of blood groups’ 
is necessarily of the slightest -interest in Panat 


medicine. 

` It may come as a shock to some elinjcians to find that 
it is possıble to write a really first-class book on blood 
groups without giving. any definite description of a 
compatibility test.’ This omission seems entirely 
proper in-a--book which -is not ‘written primarily for 
clinicians, 


From now on the clinical pathologist with a special 


interest in blood grọups must recognize that he cannot 
aspire to more than amateur status in the subject. His 
daily | work requires’ a knowledge of. only small, dis- 
connected parts of it. 
Le(a— b—) is no more important to him than a know- 
ledge of the rarer poisonous fungi. On the other band, 
to the geneticist each blood-group system is of approxi- 
mately equal interest. 


This book is written by two people who have done. 


more than any others to advance this subject in the last- 
few years, and therefore every workér in this field should 
study it closely. However, this will prove far from 
being a burden to anyone: the whole work is enlivened 
by a discreet gaiety and is the easiest possible reading. 

There are very few criticisms-to make. It is a little 
surprising to find that haemolysis by anti-Rh sera—a 
phenomenon very difficult to demonstrate—is mentioned 
twice, whereas œ and 8 haemolysins are not mentioned 


at all. The authors have been a little too respectful - 


of some published work. It is unavoidable that a good 


many bad papers have been published on blood groups, ` 


and if these are to be quoted the reader should be given 
some clear indication that the conclusions are open, to 
doubt, ` 


These are very minor reservations: The book will 


+ save blood-group workers untold hours of hunting 


through the literature. Even more important, it-will 
make them familiar with the methods, statistical ~and- 
otherwise, Which Race and Sanger have used to deter- 


mine the pattern < of so many new blood- -group systems. 
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Acquaintance with the phenotype > 


This monograph is‘a reprint of Dr. Marriott’s Croonian - 


Lectures of .1946, which were first published, in this 
Journal. The text has been revised to bring it up to 
date. He sets out, ın the lucid, dogmatic fashion we 


water metabolism, with the causes and effects- of the 
body’s depletion of each separately and of the two com- 
biried. The diagnostic and therapeutic precepts which 
follow are simple and practical and have already estab- 
lished their value. 
Dr. Marriott has clearly made valuable use of his war- 


‘time experience in India, and there are few points at 


which anyone will cavil. No comment is made on the’ 
view, held by many, that the urinary excretion of chloride 


after operation and injury bears little relation to the” 


plasma levels, and that the Fantus test is a fallacious 
guide to treatment in such cases. His suggestion that 
salt depletion aggravates pyloric stenosis by super- 
imposing pylorospasm is interesting and explains the 
unexpected improvement which sodium chloride will 
often bring about in these patients. His insistence on 
the prior claim of the oral and rectal routes for adminis- 
tration of fluid is salutary in these days of uncritical 
intravenous medication. 

With this little book in their hands, the junior resi- 
Marriott’s distress, the 
management of salt and water depletion so often 
devolves, will be well equipped to meet these emergencies 

R. BODLEY Scorr. 


MICROSCOPIC DIAGNOSIS OF „MALARIA 


Studies from the Institute for Medical Research, 
Federation of Malaya. No. 23. The Microscopic 
Diagnosis of Human Malaria, Part I. A short 
descriptive atlas of thick-film diagnosis. -By John W. 
Field. [llustrated by Yap Loy Fong. (Pp. 1163 
illustrated. No price.) Federated Malay States: 
Institute “for Medical Research. 1948. 
In the early days of malaria research technique was 
practically restricted to making the wet blood film, a 
delicate operation not to be attempted except in the 
seclusion of the hospital ward. Later with increasing 
convenience and usefulness came the driéd film, watery 
Romanowsky, Leishman stain, and Giemsa. But 
‘meanwhile more and more was demanded from the . 
‘malaria research officer. Theré came the i increasing use 
of the “ “thick film” with its added difficulties in inter- 
pretation, “ counts ” were required for certain kinds of 


, 


work, diagnosis of the parasite became increasingly more , -7 
` important as drug treatment became more precise and’ 


specific, and in wartime examination of blood films had 
to be made. on a very large routine scale. Many 
beginning such work found there’ were troubles and 
difficulties to be surmounted, and advice of the detailed 


“and practical nature required was not easy to get. 


- This helpful publication is designed to meet just such 
needs. Dr. J. W., Field has set out in the simplest and ~ 
most direc manner, and in full detail with ` copious ~ 
illustrations, a description of practical requirements in 
the making and examination of blood films by the 
malariologist. After a brief account of the forms and-. 
appearances of the. malaria parasites and points regard- 


ing parasitaemia and other mattérs’ of ‘importance in 


the examination of the blood’ in malaria, there is a 
chapter on the thick film and one on interpretation of 
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what is shown in such films. This is followed by a 
description -of various techniques now used by the 
‘malariologist:in the making and examination of blood 
films, information on. the various Romanowsky stains, 
the making of films for routine or special. usage, methods 
of counting, practical details of Giemsa staining for 
different purposes, labelling of slides, and other useful 
practical hints. The value of the work lies not only in 
the very full detail given; but in the extent to which 
‘the author's own intimate experience is .incorporated. 
The reviewer knows of no work quite comparable and 
has no hesitation in saying that it willbe a useful work 
of reference and guidance not only to the beginner but 
to all engaged in work of the ‘kind which the author 
discusses. RICKARD. CHRISTOPHERS. 


-ADLER’S PSYCHOLOGY 
Adler's Place in Psychology. By Lewis Way. (Pp. 334. 
18.) London: George Allen and Unwin. 1950. 
` Alfred Adler’s name is often mentioned. To the majority 
he is one of three—Freud, Jung, and Adler. With him 
> are associated a few catchwords that have become part 
of our- daily language, among them inferiority complex, 
will- -to-power, masculine protest. The extent to which 
the.principles of his “ individual psychology ” Have been 
absorbed into current ‘psychiatric thought is indicated 
‘only by the frequency with which they are rediscovered, 
with and without acknowledgment.’ 
Mind is an abstraction, and those who would reduce 
its manifestations to terms of planes of space, of levels 


and depths, must guard against semantic confusion lest 


their psychogram become all symbol and no mind. It 
-is for this reason that Adler’s work has ‘often attracted 
the physician who doubts the validity of the Freudian 
blueprint of mental life. The origina] works have lost 


a good deal in translation, and, since they have never . 


been presented as more than sober advances in medical 
science, - they have been read mainly by specialists, 
Infallibility has not been claimed for the author. Cer- 


~“ tdinly Adler’s principles are ‘relevant to the present pre- 


occupation with psychosomatic ‘medicine and social 
psychiatry... Mr. Way has achieved more than a restate- 
ment of them, though he has done this faithfully. He 
` has attempted the difficult task of finding their sources 
and relationships and of tracing the development of 


_ Adler’s theories through the life of the man himself,- 


AS a personal friend of Adler’s, and no mean student 
of philosophy, he is well qualified to do this. His 
description of the uneasy collaboration between Adler 
and Freud in the early days of the psycho-analytic move- 
' ment, and-how the attitude of each, admirable-in his - 
own way, was moulded by his own personality, makes 
. fascinating reading. In-his hands the historical approach 
to the tangled web of present-day theory in- psycho- 
pathology brings some order into -the situation. This 
book is no Adler Without Tears, nor is ‘it a synopsis. 
It is not all- easy reading, but it is a reasoned and 
“scho'arly presentation of the implications of “ individual ' 
psychology ” in many fields, including that of medicine, . 
` and there is here little to which the physician could take 
` exception. E 
- This is an ampoent book, which chalfenges much 
that is accepted by many, psychiatrists. Not only will 
it be a valuable companion to Adler’s worR, but it is an 
admirable book for the mature physician whose-experi- 
ence has taught him that to know<the natural history 
of illness ne must study not only disease but màn. 
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CHEMICAL PHYSIOLOGY 


Grundriss der chemischen Physiologie. By Dr.- Fr. N. 
Schulz.. Second edition. (Pp. 234. M. 7.50.) Jena: 
Gustav Fischer. 1950. 
The author of this book on the outlines of ena 
~ physiology treats the subject from the physiological 
aspect rather than the chemical. Thus he gives -oùly 
an elementary account of the chemistry of carbohydrates, 
fats, and proteins under the heading digestion. He gives 
more details under intermediary metabolism, where the 
reader may find described (1) the scheme of. the phos- 
phorylation of glucose and its conversion to lactic acid , 
in muscle and to alcohol and carbon dioxide by yeast, 


' (2) the B-oxidation of fats, and (3) at-some length the N 
‘older knowledge of the conversion of amino-acids to 


amines and of tryptophan to mdican. , The dehydrogena- 
tion processes with various co-ferments is scantily 


described. ' Only Warburg's respiration ‘ferment is con- ° 


sidered. Cytochrome is not mentioned, nor is secretin- 
under digestion, but some of Pavlov’s work is discussed: 
The account of total metabolism- is that of Voit and . 
Pettenkofer ; there is nothing about the work of Atwater. 
and Benedict, nor the simpler ways of studying oxygen , 
intake and carbon dioxide output. The work of physio- 
logists outside Germany is omitted. 

The best chapter is that on blood. The author regards 


. haemophilia as due to a disturbance ‘of thrombin and 


antithrombin formation. He often describes the com- 
parative physiology in other animals, which adds some | 
interest. The last page is devoted to a very short actount’ 
of the use of radio-active isotopes. The book is dis- 
appointing, yet may be of value to German students. 
Our English books on biochemistry and physiology are 


preferable, R. H. A. PLIMMER. 


a BOOKS: RECEIVED í 
Review is nöi precluded by notice here of books recently received 


Problem Families ~in Bristol, By R. .C. Wofinden, M.D. 
D.P.H. (Pp. 60. 2s. 6d.) London: Cassell. 1950. 


The National Health Service Acts, 1946 and 1949. -By J. A. 
Scot, O B.E„ M.D.. D.P.H., and others. - (Pp. 1,192. 55s.) 
London: Eyre and Spottiswoode. 1950. + a 


The Biochemistry of B Vitamins. 
others. (Pp. 741. 80s.) London: Chapman and Hall. 1950. . 


Therapeutic Radiology. By-G. Winslow Holmes, M.D., and 
M. D. Schulz, M.D. (Pp. 347. 52s, 6d.) London: 
1950: . 


Medical Treatment. By G. Evans, M.D; F.R.C.P. (Pp. ~1,398. - 
105s.) London: Butterworth. 1951. E 


Die Funktionellen Sexualstörungen. By W Kemper. (Pp. 102, ` 
M. 5.70 or $1.35.) Stuttgart: Georg Thieme. 1950. 


Lettfaden für den Geburtshilflichen’ Operationskurs. 
the late Professor A. Doderiein;. revised by Professor G. 
Doderlein. (Pp. 272. M. 7.50 or oa Stuttgart: Georg 
1950. . 


Praktikum der Wichtigston Infektionskrankheiten. By the 
late Professor C. Hegler; revised by Professor H. E Bock. 
(Pp. 277. M. 14.70 or $3.50.) Stuttgart: Georg Thieme. 1950: 


Amputierte und Prothesen, By Dr. R. Elle. Pp. ane 
M. 3.40.) Jena: Gustav Fischer. 1950. 


Grundlagen der Gynäkologie 
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MEDICINE IN AUSTRALIA ` 

On January 1, 1901, the Commonwealth of Australia 
was inaugurated by the union of the six Colonies, 
which had each had a separate Government up to 
that time. It is fitting, therefore, that our contem- 
porary, the Medical Journal of Australia, should for 
its first issue of 1951 publish a jubilee number which 
reviews the status of medicine in Australia at the 
beginning of the century and its progréss and develop- 
ment in the last 50 years. The 14 papers in this 
special issue are not only eminently readable, but 
together they make a useful contribution to Austra- 
lian domestic history. 

During the nineteenth century the medical practi- 
titioners of Australia had come from abroad, having 
been trained in England, Scotland, Ireland, and, more 
rarely, on the Continent of Europe, but towards the 
end of the century medical schools had been estab- 
lished in Sydney, Adelaide, and Melbourne, from 
which already a limited number of practitioners quali- 
fied each year. In the towns the family practitioner 
held a position of trust similar to that of the family 
solicitor and banker, and his advice was asked about 
many matters of importance to the family, apart from 
illness, Consultants in the capitals of the States 
visited patients with the family practitioner, and also 
saw them at their consulting-rooms. In the country 
conditions were different, largely because modern 
transport had not broken down the isolation of rural 
communities ; it was not unusual for a doctor to ride 
on horseback to visit a patient some 20 miles from 
his home or to drive in a horse buggy. Motor-cars 
came in during the first decade of the new century ; 
but the country roads were as a rule bad, and it was 
often impossible most of the year to approach the 
farms in a car. 

*At the present time half the population of Australia 
is concentrated in the State capital cities, and most 
of the remainder live in the more fertile coastal areas 
of Southern Queensland, along the borders of New 
South Wales and Victoria, and on the south coasts 
of South and Western Australia. Conditions in the 
big cities are much the same as in other well- 
populated countries, the treatment of illness being 
’ undertaken by the family practitioner with the assis- 
tance of a hospital easily available. The centres of 
medical work and teaching are the hospitals. These 
were built in the early days mainly for the destitute 


MEDICINE IN AUSTRALIA 


Brivis 
MEDICAL JOURNAL 77 


AOE, a 





sick, the visiting doctors giving their services free. In 
the country towns hospitals were often built, as in 
this country, as memorials to some person in the dis- 
trict. During the past 50 years hospitals in Australia 
have grown in importance, and their function has 
been enlarged to include not only treatment of the 
sick poor but other seriously ill patients. Small 
private hospitals in the suburbs and country towns 
were established, especially for maternity and minor 
surgical cases, but gradually these have had to give 
up through being unable to meet increasing costs. 
New hospitals in the big centres have been built on 
modern lines (there are some impressive photographs 
of these in the Commonwealth Jubilee Number of 
the Medical Journal of Australia), and accommoda- 
tion has been provided for the practice of many 
specialues. All this of course means that more nurses 
and auxiliary staff are required. The cost of build- 
ing, too, has increased, for it used to be possible to 
build a hospital for £200 or £300 per bed, but now it 
may be ten times as much. The expense of providing 
accommodation for nurses and other staff is equally 
heavy, and the Government has therefore had to step 
in and help to build, equip, and maintain hospitals. 
. Naturally with the growth of population there has 
been an increasing demand for doctors and for a 
standard of medical care equal to the best obtainable 
in other parts of the world. This has been hastened 
by the impact of two world wars on Australia. 
Gradually medicine became a more attractive pro- 
fession, and many more doctors were trained locally. 
Some of the best of these came to Great Britain and 
settled in various posts; others, having been over 
during the first world war and having taken a higher 
qualification, returned to raise the standard of prac- 
tice in their own home towns. No great local dis- 
coveries were made in these early days, but no time 
was lost in applying in Australia the results of world- 
wide advances in medicine and surgery. It was 
during the second world war that rapid progress was 
made by Australian research workers, especially in 


«solving the many problems arising in tropical war- 


fare. New knowledge of malaria. and dysentery 
proved of the greatest value to the medical services 
of the British and United States Forces. The impor- 
tance of medical research in Australia has just been 
fittingly recognized by the award announced in the 
recent Birthday Honours of a knighthood to Professor 
F. M. Burnet, of Melbourne. The standard maintained 
in the medical schools of Australia has always been 
high. Nearly all the early professors who went to 
teach the basic sciences were Fellows of the Royal 
Society with international reputations. The stimulus 
these men gave to their students was carried on into 
their hospital training, where the teachers were, first 
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and foremost, practising physicians and surgeons. 
Shortly after the first world war postgraduate train- 
ing was arranged, and this has now become a well- 
developed part of medical teaching; not only are 
there courses in medica] centres for practitioners, but 
small groups gather together in the country towns and 
are given instruction by experts from the, teaching 
centres. Professors and teachers from Great Britain 
and the United States go by invitation tọ lecture and 
demonstrate. 
The geographical position of Australia has been 
responsible for some special developments. The 
proximity of Australia to South-east Asia, with its 
many diseases, necessitated strong quarantine laws, 
and arising from this a tropical diseases institution 
was founded in Townsville and continued under the 
_ control of the Commonwealth public health services. 
Public health services, too, have played their part in 
` promoting maternal and child health and in lessening 
infectious diseases. The infant death rate has fallen 
from 81.1 per 1,000 births in 1907 to 25.36 in 1949 ; 
the deaths from typhoid fever in Queensland fell 
during 1900-48 from 29.5 to 0.1 per 100,000; and 
the deaths from tuberculosis have been reduced by 
more than 50%. The second special development 
has been in bringing medicine to the sparsely popu- 
lated inland of Australia. Owing largely to the initia- 
tive and broadmindedness shown by the Presbyterian 
Church in its Inland Mission activities, the “ flying- 
doctor ” service was inaugurated, and aeroplanes now 
carry medical officers on visits to widely scattered 
stations, and flying ambulances bring patients to hos- 
pital. This service and the practicability of giving 
medical advice by radio through a series of linked 
bush stations are easing the problem of the settlement 
of the “ dut-back.” , 

Australian medicine during the past 50 years has 
made much progress, contributing men and know- 
ledge to the old world and receiving strong stimulus 
from the exchange of ideas, which was specially pro- 
ductive during the two world wars. The five medical 
schools now in being in the Commonwealth and the 
Royal Australasian Colleges of Medicine and of Surgery 
are inspired by those same ideals which in the past 
brought the profession of medicine into high honour. 
But the former days of individualism have passed, 
and there is increasing interest in the social aspects 
of medicine, in the prevention of disease and the pro- 
motion of -health. The development of knowledge 
entails the increase of specialism, and the*cost of the 
health service rises proportionately. Funds for all 
these needs can be provided only by the State, and 
this means that medical policy must come to some 
extent under political control. The problem of the 
future is to keep the status of the family practitioner 


in its former position of dignity and importance. 
There must be freedom for that individual initiative 
which is so characteristic of the true Australian. . 





COLONIAL MEDICAL SERVICE 
In a recent publication of the Colonial Office the pur- 
pose of the Colonial Medical Service is defined in these 
words: “ To deal scientifically with the host of killing 
and debilitating endemic diseases in the Colonies and 
to combat the mass ill-health of the colonial peoples.”? 
There can be no quarrel with this ideal, and the nearer 
it comes to attainment the greater will be the inter- 
national prestige of British colonial administration— 
a matter of increasing importance in the world to-day. 
The term “ mass ill-health ” unfortunately is no exag- 
geration. Elsewhere in this issue Dr. W. S. Haynes, 
describing the results of an extensive survey of the 
incidence of tuberculosis in Kenya, concludes that 
there are probably about 58,000 patients with tuber- 
culosis not receiving hospital treatment in that coun- 
try. Despite the gloomy view that some have taken 
about the chances of an African ever recovering from 
pulmonary tuberculosis, Haynes concludes that the 
evidence shows no difference betweeri the ability of 


Africans and Europeans to sustain a primary infec-- 


tion. Also in this issue there is a description by 
Dr. J. C. Chartres of the medical field units which 
are now working in the vast “ rural ” areas of Nigeria. 
Here about 20,000,000 people have until recently been 
dependent on very slender medical resources, but the 
field units are to be a mobile medical force which 
will not.only help in the control of major endemic 
and epidemic diseases but will “ assess the incidence 
and relative importance of diseases . . 
measures against those which are causing most 
damage to the public health.” The survey findings 
"briefly mentioned by Dr. Chartres clearly prove the 
necessity for taking medical care to the people in 
this way—a conclusion also reached by B. S. Jones? 
as a result of his observations on pulmonary tubercu- 
losis in the Nigerian African. 

In all branches of medicine there is interesting and 
rewarding work to be done in the Colonies. The 
posts available in the Colonial Medical Service 
for medical practitioners registered in the United 


Kingdom number about 800, but nearly 200 of these ` 


posts are unfilled in Malaya’ and East and West 
Africa. It is generally thought—not perhaps always 
with justification—that this shorfage of doctors is 


1 Appointments in His Majesty's Ne rags Service, 1950, H.M.S O., London 
2 British Medical Journal 1949, 
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due primarily to unsatisfactory rates of pay, but an 
equally powerful reason for.lack of recruits may be 
a lingering suspicion that out-of-date methods of 
medical administratiow are still to be found in some 
places. Professor G. Macdonald? has pointed out 
how shortage of doctors in some Colonies leads to a 
heavy emphasis on routine work, a consequent lessen- 
ing of interest in research, which in its turn again 
impairs recruitment. Much was hoped of the en- 
couragement to medical research which would come 
from the establishment in 1949 of the Colonial Re- 
search Service, but so far these hopes have not had 
much to justify them. 

About three months ago the House of Lords de- 
bated the subject of medical man-power,‘ and several 
speakers took the view that the best way of overcom- 
ing the shortage of doctors in the Forces and Colonial 
Service was to enable men and women to transfer 
freely, without loss of pension and other rights, from 
one service, including of course the N.H.S., to another. 

. The natural corollary was, as Lord Haden-Guest 
pointed out, that the payment received by medical 
officers in the three Services and in the Colonial Medi- 
cal Service should be equal to that received in the 
National Health Service. The Government spokes- 
man in this debate, Lord Shepherd, was obviously 
impressed by the arguments put forward, and told 
the House that he hoped something good would come 
from the deliberations of the interdepartmental com- 
mittee which was considering the co-ordination of 
medical services. The thin end of what is hoped will 
eventually be a large wedge has already enabled 
doctors in the N.H.S. to transfer for a limited period 
. to the Colonial Medical Service without loss of super- 
annuation rights* (and with the grant of a gratuity 
at the completion of their service); and in West 
Africa young doctors accepting certain Colonial 
Office posts are thereby able to discharge their 
liability to military service. ` 

For many months past the Colonies and Depen- 
dencies Committee of the B.M.A. has been negotia- 
ting with the Colonial Office “to achieve a broad 
equality of reward ... not the same figures in 
pounds, shillings, and pence, but the same real return 
for services rendered in each territory, a return which 
is comparable with the remuneration of doctors in 
the National Health Service.” From tume to time 

agreement has been reached on revised scales of pay 
in certain Colonies,” è and, though much remains to 
be done, it is clear that the Colonial Office is as 
anxious as the B.M.A. that Colonial Governments 
will take sensible steps to attract good medical men 
to their service. In East and Central Africa, for 
instance, the salary of a medical officer in the ordinary 
grade used to rise from £865 to £1,320. Under a new 
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agreement it now rises to £1,590. This may be 
compared with the salary of £850 rising to £1,150 
awarded by the Industrial Court to assistant medical 
officers in the public health service-in this country. 
Further, the income-tax payable by a single man at 
the beginning of the assistant-medical-officer scale 
in this country is about £200. In East Africa it is 
about £75. 

In the past complaints have been made that 
the information given to applicants for posts in the 
Colonies has been inadequate, or even on occa- 
sion misleading. The Colonia! Office has recently 
taken steps to remove this cause of dissatisfaction. 
There are of course still many anomalies and unsatis- 
factory features about conditions of service for 
doctors in the Colonies. The thorny problem of pri- 
vate practice by colonial medical officers remains un- 
solved. The position of the clinical specialist vis-à-vis 
the administrator may not always be happy—bad 
“ man-management ” is still sometimes responsible for 
much bitterness. In general, specialists are recruited 
from men already in the service, but a concession has 
recently been made to men with higher qualifications 
who may be thinking of joining the Colonial Medical 
Service, for in some Colonies they may begin their ser- 
vice higher up the salary scale than less well qualified 
entrants. Though no guarantee can be given that a 
young medical officer will be employed in his specialty, 
the Colonial Office states that directors of medical ser- 
vices would see that such a man was given as much 
work in his own subject as possible. 

The attraction of medical work in the Colonies has 
always, of course, appealed only to relatively few of 
those who qualify, and this was so even in the days 
when remuneration was much better than that obtain- 
able by doctors in civil practice in this country. To 
some life in a particular Colony may have attractions 
which more than counteract poor conditions of ser- 
vice, and to others no financial inducement could pos- 
sibly overcome their dislike of living abroad. Any- 
one who joins a service knows fairly well the sort of 
disadvantages which are inescapable in even the 
most ‘benign of hierarchies. It is unlikely that any 
single disad vantage—separation from home and often 
from families, the inadequacy of salaries in some 
Colonies, the expense of educating children at home, 
early retirement—would deter doctors who might be. 
attracted to the work, but the total effect of these 
doubts is discouraging. However, there are signs 
that Colortia} Governments which wish to build up 
medical services comparable to those in this country 
realize that they must provide for their medical officers - 
conditions of service at least the equal of those obtain- 
able in Britain, and some practical steps have already 
been taken to this end. 
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- VALUE OF GASTRO-ENTEROSTOMY at > 


The paper by Mr. D. H. Clark. elsewhere -in this issue 
. Taises once more.the problem of relapse rate in’ patients 
` who have had a gastro-enterostomy. for peptic ulcer. 
He has’ studied a group of -330 patients subjected to 
` gastro-enférostomy during the 14 years, 1924-37, all 


‘performed electively by one surgical unit at- Glasgow. 


Nearly four-fifths were traced, a remarkable feat, and 
the threé-dimensional graphs givé an ‘admirable repre- 
sentation of the results. Ih’ round figures, after 15-20 


‘years, half- the patients remain.entirely free from ulcer - 


symptoms, but in over one-third the operation had failed 
to prevent appreciable relapses. The majority of patients 
i in the series had duodenal ulcer. 
: “How do these figures compare with the medical 
' management of peptic ulcer ? From a composite curve 
‘ derived from various series, the corresponding relapse 
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rate would have been reached within 3-4 years, and- 


the medical relapse rate after 15-20 years. would be 
of the order of 90%. Gastro-enterostomy certainly ` 
modifies the natural history of duodenal ulcer, and 
further -statistical evidence for this well-known clinical 
impression comes from a comparison of Clark’s series 
with the cases of perforation treated by Illingworth in 
the same city by simple ‘suture. Both the relapse rate ~ 
and the complication rate were halved in five. years 
in those who had had`a gastro-enterostomy, though 


admittedly the two’ series are not strictly comparable. - 


In those who have had a gastro-enterostomy the- load 
“of peptic juice is divided between the duodenum and the 
stoina, and the threshold for the development of ulcer 
may no longer be-reached.: This division of the burden 

. may be sufficient to arrest the ulcer-forming tendency, 
_ particularly. in women, who are constitutionally less 
prońe to ulcer, and in the elderly, and in those who 
have developed pyloric stenosis. Clark's series suggests 
that gastro-enterostomy alone still has a place in these 
groups. 

Although the “emphasis has ‘very. rightly moved to 
` partial gastrectomy as the most certain method of cure 
~ for gastric ulcer, for duodenal ulcer many surgeons, and 

indeed physicians too, have a secret ‘longing for, gastro- 
enterostomy (preferably without: vagotomy), and wel- 
` come any encouragement to undertake it in patients ` 
__ whose general condition is well below the average or who 
~ may be less’ prone to stoma! ulcers. Partial gastrectomy 
for duodenal ulcer leads, to a low incidence of jejunal 
ulcer, ‘but, there is a proportion of cases troubled by 
~ the dumping syndrome, and, although they may gain 
weight initially, most will return to their reduced pre- 
operative weight by the end of five years, while- their 
-* sense of well-being and general nutritional state are 
_ often. below par and their liability to infections is 
_ probably ‘increased. The more extensive the gastrectomy, 
the greater | is the risk of loss of weight and° well-being. 
Partial ‘gastrectomy is, however, undoubtedly the oper- 


| ation ‘of choice in those who afe economically- en- 





1 Ivy. C3 Grossman, M T, and Bachrach, W. R, Peptic ee 1950, 
p. 917 Paitedetania: Blakiston, ~ 
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dangered by their duodenal ulcer, but ‘should be per-` 


. formed only: when thorough medical treatment has 
failed. sd t 
-Research is still heeded for possible methods ‘of com- 
parison between those who do well and those who 
relapse quickly after > gastro-enterostomy. Hermon 
Taylor? is guided by the degree of rugosity of the 
gastric mucosa, and reserves gastrectomy for those’ with 
exaggerated Tugae,-and his follow-up results will be 
awaited with interest. One patient out of two entirely 
freé from symptoms 15-20 years after a gastro-entero- 
stomy, with low mortality and freedom from nutritional 
disturbances, as Clark has found, should be a spur- 
to further investigation in -this field. 7 ; ; 


- OPERATING THEATRE TECHNICIANS 
Modern advances in operative surgery require complex ` 3 
and expensive theatre equipment and the means to main- i 
tain these precision tools in the best possible condition 
Surgeons generally have not the time or inclination. to 
give their instruments the maintenance care they require, 
while ‘nurses have no training in the cutler’s art and 
often lack the engineer’s respect for precision tools. -A 
new member of the theatre team has now become essen- * 
tial—the operating theatre technician—a craftsman às` 
necessary to the operating theatre as he has long been 
to production engineering. For over 50 years some lead: ` 
ing hospitals have employed men to’ care for the tools 
of surgery, to assist the surgeon at operations, and to | 
help maintain the precise organization of a modern-oper- 


. ating theatre. This service has expanded as its uséfulness 


became apparent, and the number of well-trained theatre 
technicians has now justified the formation of the- Asso- - 
ciafion of Operating Theatre Technicians. The associa- 
tión, under its President, Sir Cecil .Wakeley, has now. 
organized a four-year course of' practical training’ in 
order to safeguard the high standard of craftsmanship ` 
essential. to ,the technician’s work. Applications from . 
-suitable candidates already outnumber the vacancies © s 
available at the few training schools now open, and 
there is no doubt that a number of men.desire to make 
this work a life’s career. : 
As with all new „bodies, the association has met -its 
difficulties, due chiefly to'misunderstandings ‘of its aims 
and objects. The theatre technician is, not the tool 
setter that industry knows’ or the instrument curator of 
large hospitals, nor is he the theatre orderly or theatre 


N 


an 


porter familiar in most hospitals. His aim is not-to -. i 


supplant any member of the theatre nursing staff, but 
he is a logical and intimate member of the modern ` 
operating team and joing it as a highly-trained craftsman 
in his own right. The nursing profession should wel- 
come this association. as a help to its already strained: 
resources, though’ theatre technicians will never remove 
the need for. theatre sisters and nurses. Hospital adminis- 


r 


_trators should not look upon the theatre technician as -~ 


an expensive addition to their staff, for the efficient 
maintenance. of -surgical ` equipment quickly shows a 
saving. in repair bills and.in the purchase òf “ spāres ” 
‘essential to meet breakdowns.. From the surgeon's- 
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suiridpoiat he will have as’part of his team a member 
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and Joseph Lister, who carried out his famōus experi- 


who out-stays the ever-changing theatre staffs and-a. “ments on antisepsis while he was professor. of surgery— 


craftsman who by learning each surgeon’s fads and, 
habits eliminates minor frictions- and produces. the right 
tool in good condition at the right-fime, thus leading to 
the development of a partnership of trust and efficiency 
essential to the quiet work of good surgery. In order 
to attract the right type of man the high standard of 
training set by the association itself must be maintained 
and recognized, and the-association is now engaged in- 
negotiation with the Whitley ‘Council on this issue. Its 
work deserves the full support of the medical profession, 
for if operating. theatre technicians dre graded in the 
same category as theatre porters or orderlies the whole 


` aim and object of the association will be lost: 


~ ` 


QUINCENTENARY AT GLASGOW 


l Just 500 years ago, in January, 1451, William Turnbull, 


the medical school. 


Bishop of Glasgow, founded a university, the fourth to 


be established in the British Isles. On that date-Pope | 


Nicholas V issued the bull granting permission for its 
formation and for its students to be licensed to téach 
_anywhere in the-civilized-Christian world ; but for many 


years after the foundation was extremely poor, and 
‘indeed Turnbull’s original purpose was probably little 


more than to train clergy for his own diocese. It was - 


only the faculty of arts that flourished, and its college 
began building in 1453 in the High Street near the 
Cathedral, at a time when Glasgow’s total population 
was no more than 3,000 or so. 


From such small beginnings, through years of 


` obscurity, the ecclesiastical crisis ‘of the Reformation, 


and the struggles between Presbyterianism and Epis- ~ 
copacy in the seventeenth century, 
struggled on and grew and began to flower in the Age 
of Enlightenment, the, eighteenth century, despite the 
nepotism and small personal feuds that were then so, 
rife. Glasgow was growing too, as a Tesult of trade 
with the American colonies, from 14,000-in 1712 to 
83,000 in 1801, and the foundation of the Royal 
Infirmary in 1794 provided a hospital on which to base 


elected as early as 1637, but the chair lapsed in 1646 
and was re-established “in 1713, -to be followed in 1720 
by a chair of anatomy with botany. The duties of the 
professors were’ to give lectures if five students pre- 
sented themselves, and to examine candidates trained 
elsewhere- for the M.D. degree. 

It was the vigour and enthusiasm of the famous 
Cullen which set the medical school on its feet. After 
lecturing in his own private school he was brought into - 
the university in ‘1746, and from this time and that of 
his pupil.and successor Joseph Black; who discovered 


carbon dioxide and made Glasgow an important chemi- _ 


cal centre, there was nearly always an annual enrolment 
of 100-200 medical students, among them such men as 
William Hunter arid Smellie the obstetrician. The nine- 
teenth century saw a further vast-expansion and con- 


_solidation, under such--men as Thomas Graham, the 


physical chemist, who first studied osmosis and colloids, 


` 


_the university - 


-A professor of medicine had been - 


_ at the suggestion of the then professor of chemistry, who - 


knew: of -Pasteur’s work. .To-day on its 500th birthday 
the university -which -has done so much to’ shape 
Scottish life is one of the leading academic centres of 
Britain, and educates 7,000 students-annually to play 
their part in scholarship and teaching, in ‘government 
and law and medicine. May it in due course celebrate 
a bracts millennium. , 


7 Pad, - 
COMMITTEE TO STUDY GENERAL PRACTICE 
The Central Health Services Council has appointed a 


committee to, study general practice under the National - 
~. Health Service. 


Its terms of reference are to consider 
and make’a report on whether the existing arrangements 
for’ engaging in general practice under the National 
Health Service’‘are such as to’enable general medical 
practitioners to provide the best possible standard .of 
service and, in particular, to advise tpon (1) the range 


of work and standards of practice which. should be — 


expected from the general practitioner by the public 
and medical profession; (2) types of: general practice ; 


(3) mode of entry into general practice ; (4) non-medical . 


help; (5) equipment and’ environment. (6). method of 
remuneration ;- (7) liaison with hospital and specialist 
services ; (8) liaison with local authority services. 

The members are: Professor Sir Henry Cohen (Liver- 
pool), chairman’; Dr. G. O. Barber (Dunmow); Dr. $. C 
‘Barnes (Wirral); Mr. N. F. Baylis (Clerk, Nottingham 
County and City Executive Council); Dr. W. Russell 
Brain, P.R.C.P.; Dr. J. A. Brown (Birmingham) ; Dr. 
B. Cardew (General Secretary, Medical Practitioners 
Union); Dr. H. Guy Dain (Birmingham); Sir Allen 
Daley (Medical Officer of Health and School Medical 
Officer, L.C.C.) ; Dr. E. A. Gregg (Chairman of Council 
of B.M.A.); Dr. W. V. Howells (Swansea) ; Dr. Enid 


Hughes (Ruthin) ; Alderman Mrs. V. F. King (chair- ` 


man, Southampton Executive Council) ; Professor Hilda 
Lloyd, P.R.C.O.G.; Dr. 
Dr. A. Talbot Rogers (Bromley, Kent); Mr. E. W. 
“Scorers (member of Sheffield Regional Hospital Board) ; ; 
Dr. Stephen Taylor (London) ; Dr. J. S. Thomas (Manor 
Park, London); 


P.R.C.S.; Dr: C. W. Walker (Cambridge), The secre- 
tary is Mr. H. N. Roffey, of the Ministry of Health. 

Any person or body wishing to submit evidence to 
the committee should first give notice to the secretary, 
Room 358, Ministry. of Health, Caxton. Hoe Tothill 
` Street, London, S. W. 1. 


~ 


e - k 

` We record with regret the death on January 3 of Sir 
Arthur Hall in Sheffield, at the age of 84. He was - 
emeritus professor of medicine in ‘the University of 
Sheffield, with the foundation of which ih 1905 he: was 
closely concerned. - 


`W. N. Pickles (Aysgarth) ; - 7 


Mr. H. P. Travis (Secretary, Bolton . 
~ Hospital Management Committee); Sir Cecil Wakeley, 
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x . ACUTE BRONCHITIS 


BY 


‘A. B. CHRISTIE,- MA, M.D. D.P.H., D.C.H. ` 


The English wmter, 
August,” affords practitioners one doubtful recompense 
for its ardours—namely, that all have opportunity to 
become closely acquainted witb at least one of the com- 
mon conditions they are asked to treat. Fog, damp, and 
cold seem especially damaging to the bronchial epi- 
thelium, and many people in fact regard an attack of 
bronchitis as almost ,a normal winter incident, from 
which recovery will equally normally take place in due 
course. Yet acute bronchitis is not always a trivial 
disease. In young children and infants it is often serious, 
carrying a considerable mortality, and ın the elderly and 
debilitated ıt may well give rise to anxiety. 


2 , Pathology and Aetiology ` 
Ií the earliest stage of the disease; when the cough is 


“ending in July to recommence HY 


dry and’ hacking, there is hyperaemia and congestion of ` 


the mucous membrane ; soon the mucous glands pour 
-out a thick tenacious secretion which is expectorated 
-with difficulty ; later, the secretion becomes more watery 
and the sputum more copious and easier to cough up. 
These inflammatory changes may affect any part of’the 
respiratory tract from the larynx to the bronchioles, and 
tracheitis, bronchitis, and bronchiolitis are pathologi- 
cally one disease. The severity of the illness depends 
largely on what part of the tract is mainly involved and 
on’ fhe age of the patient. Tracheitis in the adult can 
produce considerable discomfort ; in the infant it may 
produce dangerous obstruction to the respiration. At 
all ages bronchiolitis is serious and is scarcely distin- 
guishable in severity from pneumonia ; in the infant it 
may be a rapidly fatal disease. 

Both climate and, infection are important in the aetio- 
logy of acute bronchitis, though the extent to which 
either 1s causal cannot be determined. Bronchitis. is 
rare in dry atmospheres, whether the climate be arctic 
or tropical ; it is also less common in our summer than 
in our winter.. But the connexion may not be so direct 
as it seems, for on foggy, damp, and cold days people 
tend to congregate in underventilated surroundings, and 
this is favourable to the spread of infection ; this may 
well be more important than any property of the climate 
itself. Moreover, there may be a difference of bacterio- 
logical enVironment in different climatic conditions— 
haemolytic streptococci, for example, tend to disappear 


“ from the throats of rheumatic subjects when they go to 


subtropical climates and to reappear on return to a 
temperate zone—so that, again, what seems to be a 
climatic factor may in fact be largely a bacteriological 
one. . 

On the other hand, in bronchitis no uniform bacterio- 
logy has been established—Micrococcus ¢atarrhalis, 
staphylococci, pneumococci, and streptococci, among 
others, may all be found. Infection seems to play an 
overwhelming part in infants, the baby often, having 
very little resistance to organisms to which in later life 
he will become more adapted. In the adult it is 
possible that both factors play a part. 


Physician-Superintendent, Fazakerley Hospital, ‘Liverpool ° i 


Clinical Manifestations in Infants 

Infection of the respiratory tract'in infants is always 
serious. The reason is probably both anatomical and 
immunological. The calibre of the respiratory passages 
is very small, so that even a moderate amount of 
inflammatory congestion and secretion is apt to cause 
grave respiratory embarrassment. Thus inflammation 
of the trachea is almost certain to give mse to some 
degree of stridor, and in many instances the condition 
will be one of emergency. Even when only the 
larger bronchial tubes are involved the diminution 
in respiratory volume may still be sufficient to 
cause symptoms which would occur only in pneumonia 
in the adult. 

When the finer bronchioles are involved the condi- 
tion is invariably desperate, and acute bronchiolitis is 
a not uncommon cause of sudden death in infancy. The 
part played by immunological factors is largely a matter 
of conjecture, but against at least one organism—the 
staphylococcus—the infant seems to have very little 
resistance, and deaths due to staphylococcal pneumonia 
or bronchiolitis are relatively common, whereas in the 
adult the staphylococcus only occasionally breaks com- 
pletely through the body’s defences. Infection usually 
results from exposure to an adult suffering from a rela- 


.tively minor condition—for example, the common cold 


—and quite often the adult has no clinical symptoms at 


-all but is a nasal or throat carrier of staphylococci or 


other organisms. 


x 


Acute Laryngo-Tracheo-Bronchitis 


This is a new name for an old condition—“ croup.” 
The symptoms are well known, and it is not proposed 
to deal with them in detail. Only a few of the cases 
are: now caused by diphtheria, but a relatively slow 
onset, with stridor increasing gradually over 12 to 24 
hours, should still make one think of it. On the other 
hand, if a child awakes during the night in the grip of 
sudden croup the cause is unlikely to be diphtheria 
Staphylococci are fairly often isolated from swabs taken 
from the trachea after tracheotomy, but in many cases 
no pathogenic organisms are found and the cause may 
then well be a virus. 

It is always difficult, to assess the prognosis, -and it is 
therefore- safer to admit most cases to hospital. A few 
cases will require tracheotomy, and in these delay is 
dangerous: the decision to operate will be based on the 
amount of recession of the soft parts of the chest during 
inspiration, the pulse, and the genéral condition—a child 
who struggles and puts up a fight.may get through on 
its own, but the pale, listless, croupy- child usually 
requires tracheotomy. 

Most of the moderate cases get-well on their own, 
and this makes-it difficult to assess the value of any 
remedy. Our routine is to give a mixture containing 


5 mg. of pethidine three times a day and 250,000 units -- 
On this regime very few- 


of penicillin every six hours. 
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enses require.» -tracheotamiy, but whether recovery is due 
to the treatment, or not it'is difficult’ to say. We. have 
also used chloramphenicol in: quite a few cases, and in 
some dramatic improvement has been „apparent. In 
‘hospitals where croup is.a-common cause of admission 
there will probably be more scepticism about the value 
“ofsthe drug than in hospitals where only the occasional 
urgent case is admitted.. At the moment it is probably 
advisable, to try the drug in all serious cases. With 
regard to.steam treatment, the tendency is to use this 
less and less, but in the „well-chosen “dry” case its 
effect can be Nery satisfactory. ‘ 


ane chee Bronchitis 


This is not always an easy disease to diagnose in very 
young infants: apart from the fact that the baby is 


- obviously ill, there may be very little to go on. The, conditi 


temperature is often raised to 102-103° jE: (38.9- 
39.4° C.) and respiration may be noticeably increased. 


’ On the other. hand, symptoms may be’ referred to other 


systems: diarrhoea and, vomiting are quite often the 
presenting features; or restlessness and irritability may 


-be so pronounced as to suggest the possibility of menin- 


gitts. Examination of the chest may be of little help: 
a few moist sounds may be heard, but noises are 
frequently referred from the nasopharynx. In fact, 
diagnosis will .often be conjectural and will depend 
largely on excluding other causes of pyrexia. In the 
older infant, as the time of teething is approached, the 
disease tends to be less acute and the symptoms more, 
typical of bronchial infection. š 

The severe’case is a medical emergency and in most 
instances is probably better in hospital. The social 
background in many cases is important, but the prime 
cause in, nearly all is infection, and it is therefore 
rational fo use anti-infective ‘agents. Penicillin is often 


„effective, and can .be given orally to infants under 3 


months old: 50,000 to 100,000 units dissolved in a’ few 
millilitres of normal saline can be added. to each feed, 


-or in the case of a breast-fed infant can be given by 


spoon after the feed, either in saline or added to a httle 
expressed breast milk; this dosage may. be excessive 
but it guarantees therapeutic concentrations. To older 
infants, because of the destructive action of gastric 
acidity on the drug, penicillin should be given by 
repeated intramuscular injection; if done skilfully this 
is not so upsetting ‘as might be supposed. Sulphon- 
amides in the form of a sweetened suspension are often 
of value. r 
‘nation of sulphadiazine, sulphamerazine, and sulpha- 
thiazole in one tablet—can™ be given four-hourly to 
a young infant for the first 24 hours, and thereafter 
0.25 g. four-hourly for the next three’or four days: it 
is not often necessary to give the drug for a longer 
time. Cough mixtures of any’ kind are ‘undesirable in 
infancy, as they may upset digestion. without affecting 
the bronchitis. 


So far as is possible the: feeding of ‘the child should * 


not be interfered with, and if a breast-fed baby is 
admitted to hospital the mother ought to be admitted 
too ; breast-feeding ‘by a mother visiting the hospital 
for each feed is rarely successful unless the home is 
very near the’hospital. If the mother cannot be admitted 
the infant should if possible be treated at home. The 
child must be kept warm and must not be disturbed 
unnecessarily, arid bathing, except to remove soiling, 
should be forbidden. Many of the more_severe: cases 


‘will require oxygen, and the only satisfactory ways of 
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One tablet (0.5 g.) of sulphatriad—a , ‘combi- , 


~ infection or, whether mouth-breathin 


te 


Sune it to: babies are in an oxygen tent or better still, 
* perspex ” Oxygen box. ` : are 
n The above treatment is’ that required’ for a severe 
case, and a: large proportion of” the (younger cases are 
severe. » For: less, acute cases’ careful” nursing, ‘feeding, 
and warmth will bé puMcient, 2 i 
Aċute' Břonchiolitis “H5 7 7" 


In infants this is’ usually’ a' ‘sla ‘condition, 
death ` occurring- within-a few. hours. ° The* diagnosis 
is ofte made’ only at necropsy, when the sole macro- 
scopic finding is that thin mucopis can ‘be’ expressed 
from some ‘of the finer bronchioles: on “section, some 

‘ bronchioles will be seen to'be packed ‘with pus cells 
and the ‘surrounding alveolar spaces may contain fibrin 
with or without some pus cells. Pathologically, ‘the 

on is, therefore, not readily distinguishable from 
early bronchopneumonia’ except | that death has prevented 
the full development of the pathological picture. ‘We 
have seen the condition develop in infants already in 

‘hospital for other conditions, but most cases arrive in 

extremis and death occurs shortly after’ admission. 

Abnormal physical signs are not ‘usually ` present, and 
the condition can be suspected only in an infarit who 
within a ‘matter of ‘hours becomes" desperately ill, 
‘possibly with evidence of ‘acute respitatory distress. 
Emergency treatment “with. oxygén and warmth is 
obviously required, and, if the child can’ be brought 
through the first few hours, treatment as outlined for 
acute bronchitis ‘must then be energetically pursued’ 


wi 


Clinical Manifestations in. Older Children ; 


-In toddlers ‘and school-children there is a; marked _ 
change in the aetiology and clinical manifestations of 
acute bronchitis. The disease loses much of its immedi- 
ate severity, and death due to-uncomplicated bronchitis 
is rare. -Acute laryngo-tracheo-bronchitis still occurs, 
but it is less common, and in the older child the condi- 
‘tion is less-severe. There are no cases of acute bronchio- 
litis corresponding to: the .fulminating type seen in 
infancy ; when the inflammatory condition extends, the 
clinical manifestations tend to be rather those of defi- 
nite bronchopneumonia. Onr the other‘hand, bronchitis 
‘causes much of the minor illness: of. childhood and is 
responsible for much debility ‘and poor health. In a 
proportion of oases bronchitis may represent. the early 
stages of later chronic conditions suchas bronchiectasis. 

While acute bronchitis! quite oftem occurs in perfectly 
healthy children, frequently it arises ‘apparently by 
extension from chronic sources of. infection in the 
upper respiratory ‘tract: ‘The problem of what: are 
and what are mot unhealthy tonsils and’ adenoids is 
a question one“:has. no, desire. to discuss ;- but most 
practitioners -have: seen at least some children in whom 
‘a ,succession’ of olds -and , attacks .of bronchitis .have 
stopped only after the: removal of the tonsils and 
adendids. Whether in the ‘successful cases the tonsils 
and adenoids have themselves been. acting as sources of 
has been more 
responsible for the bronchitis. one cannot say. Chronic 
nasal, catarrh, often associated..with enlarged adenoids, 
also seems, to. be causally related to repeated attacks of - 
_bronchitis, «as does: chroni¢ infection of the sinuses. 
“What, the precipitating factors are ‘and whether climatic 
conditions. are as.important/as they appear are matters 
for conjecture. The :bacteriology., is/always difficult ta 
establish; but -in „some, cases at least there is evidence 
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that one , dominant pathogen which has been responsible 
in’ the past’for an acute upper respiratory ‘lesion—say, 
acute sinusitis—appears again and again to be 
responsible’ for succeeding attacks of acute bronchitis. 
Moreover, in such cases the usé of a drug to which 
the organism is sensitive may again and again abort 
these attacks, but this is a line of therapy which can 
be successful only in individual cases. , 

Acute bronchitis occurs as'a complication of many 
infectious diseases, of which measles and whooping- 
cough are the commonest. In all but the mildest cases 
bronchitis might in fact be regarded as. part of the 
disease rather than as a complication. 

‘The clinical manifestations of acute bronchitis in 
older children do not differ substantially from those 
seen in adults. ` 


Bronchitis in Adults i 


‘There is no factor in the aetiology or, pathology of 
the, condition which has not already been discussed: 
upper respiratory foci of infection may still play a part, 
just as in childhood, but it is now a less obvious 
part. It would seem that in the adult the bronchi 
dre, as it were, “conditioned” to the various assaults 
that can be made on them. Adults in this country can 
almost be divided into two groups—those who with 
distressing regularity suffer from attacks of acute 
bronchitis winter after winter, and those in whom 
bronchitis ig a rarity. If properly treated the disease 
is not serious except in the aged or in sufferers from 
cardiac disease. Repeated attacks may lead to chronic 
bronchitis, and possibly to bronchiectasis. But, apart 
from these possibilities, the only danger is neglect -to 
treat the condition early, thereby incurring the risk of 
pneumonia. 


The onset is usually acute, with a feeling of chilliness . 


and malaise: often mild headache and sore throat are 
present, and there may have been coryza for a day or 
two. Pain behind the sternum, accompanied by a dry, 
hacking, and-often painful cough, is common: sputum 
at this stage is scanty and thick. Sometimes laryngitis 
with hoarseness occurs. The temperature is usually 
raised to 99-100° F. (37.2-37.8° C.). The patient may 
be a little flushed, with bright watery eyes, but there is 
no real distress, and many patients persist in going about 
at this stage in the belief that they will shake off the 
attack: the ‘usual result is a severe illness. After the 
first day, in most cases, the sputum becomes more pro- 
fuse and the cough easier. Headache and malaise dis- 
appear, and After two or three days in bed the patient 
begins to féel quite well, although still troubled with 


- a cough. Most patients are up and about again within 


seven to ten days. ' 

~ Examination of the chest will reveal nothing beyond 
some harshness of the breath. sounds and probably 
diffuse moist rales. There are no areas of dullness, 
and vocal fremitus is not affected. 


` 


General Treatment 


In most. cases the illness will ‘eventually ‘clear up 
without any special treatment, but only at*the cost of 
several weeks’ ambulant illness, during which time the 
patients are a nuisance and danger to themselves and 
to other people. There is no such, thing as “ shaking 
off an attack,” and there can be no doubt tha: the most 
essential thing in treatment is,to confine the-patient to 
his house and, if possible, to keep him in bed for a day 
or two. This measure alone will abort many of the 
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milder cases, In the more acute cases.the patient will 
himself. take to. bed. Warmth is essential, and hot 
bottles and hot. drinks are best; it is easy to prescribe 
an optimum temperature for the sick-room, but in many 
houses it is not so easy tó attain. The patient will 
usually adjust his own diet, and in the first day or two 
he will probably desire. only fluids. ‘Sedatives and 
hypnotics may be required ; codeine phosphate, + ‘to 
1‘ gr. (32 to 65 mg.), may be given in tablet form— 
this has a mild ‘hypnotic effect and will also tend to 
suppress the cough—but-any of the common hypnotics: 
may be used. .On this regime alone patients will lose 
their acute symptoms within a day ot two. 


Treatment of Congh 


‘The cough: reflex may be stimulated by any abnor- 
mal condition of the bronchial tract: afferent sensory 
impulses are conveyed from the area of irritation, 
possibly via the „sensory fibres of the vagus nerve, to 
the cough centre in the medulla, where the motor 
side of the cough mechanism is controlled. In acute 
bronchitis three: factors may play, a part: (1) spasm 
of the bronchial musculature; (2) inflammation and 
congestion of the mucous membranes -setting up 
afferent impulses as a result of irritation of sensory- 
nerve endings ; and (3) mucus or mucopus lying on the 
walls or in the lumen of the bronchi and acting as 
a foreign body. We must consider whether we have 


any remedies for these three factors. 


l Spasm of the Bronchial Muscalatare 


The parasympathetic nerve supply to the muscles, through 
the vagus, causes bronchial constriction, and ‘anything 
which antagonizes the action of the parasympathetic sys- 
tem should produce relaxation. Belladonna and atropine 
both have this action and when spasm is a prominent feature 
they may'bring great relief. ~ A very useful pill is one con- 
taining extractum belladonnae viride;-} gr. (16 mg. J and 
codeine phosphate, 4 gr. ‘(32 mg.); this preparation is also 
excellent when a dry distressing “throat” cough causes 
sleeplessness. Stimulation of the sympathetic also causes 
relaxation of bronchial muscles; and ephedrine, 4 gr. 
(16 mg.), three times a day may be used instead of atro- 
pine or belladonna. ; 


inani of Mucous Maaa 


In every case inflammation is present ; and in many cases 
the most prominent feature is substernal soreness with a 
dry distressing cough and little sputum. The traditional pre- 
scription of a stimulant expectorant in order to promote 
secretion and so, as it were, lubricate and soothe the inflamed 
area is of doubtful use. Much more effective is the inhala- 
tion of steam, medicated with tincture of benzoin. The moist 


warmth tends to allay the irritation dnd’ probably promotes, 


secretion more effectively than any expectorant. In young 
children the vapour can be administered only by some form 
of steam-kettle ; older children and adults can inhale from 
an orthodox inhaler or from a jam-jar. When these 
methods are not successful, codeine either as a tablet or in 


Mucus in the Bronchi 


The use of an expectorant or cough mixture to influence 
the secretion of the bronchial glands is very much hallowed 
by tradition, and a wide, or even wild, variety of drugs has 
been used. These drugs are said to act in one of three ways. 


Those in the first group act as gastric irritants—for example, ' 


ipecacuanha, ammonium carbonate. In large doses these 
drugs cause vomiting, and with the vomiting there is often 
copious expectoration, the bronchial mucous glands being 
reflexly stimulated through the vagus centre: their use as 
expectorants is based on the assumption that sub-emetic doses 
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will still excite secretion in the bronchial mucous glands. 
The second type of expectorant is exemplified by potassium 
iodide. This drug is excreted partially by the bronchial 
mucous glands and in passing through them stimulates secre- 
tion, This certainly occurs in patients hypersensitive to 
iodide, but whether there is any such action in normal indi- 
viduals is doubtful. Drugs in the third group of expec- 
torants, of which tolu and benzoin are examples, are excreted 
by the bronchial mucous membrane, where by irritation they 
are said to excite secretion ; drugs in this group also act as 
gastric irritants. 


There is a tendency to divide expectorants into two groups 
—stimulant and sedative expectorants—although the only 
possible pharmacological effect of an expectorant is to pro- 
Mote secretion, At least three different interpretations of 
the term “stimulant expectorant” can be found in the 
literature: most commonly it means that the expectorant 1s 
one which induces a copious flow of secretion in the early 
“dry” stage of inflammation; it may also be applied to 
expectorants such as squill and ammonium carbonate, which 
have a secondary stimulating effect on the heart ; and, thirdly, 
it is used to indicate that certain expectorants apparently 
stimulate repair of the bronchial mucous membrane. The 
term “ sedative ” is usually applied to a cough-mixture rather 
than to a single expectorant drug and indicates that the 
mixture contains both an expectorant to promote flow of 
secretion and a drug such as codeine or heroin to allay the 
patient's cough—a combination which does not sound com- 
pletely logical. When the word “sedative ” is applied to the 
expectorant drug itself it has no clear meaning, unless it be 
that the drug, in being excreted through the bronchial 
mucous membrane, at once stimulates the glands into activity 
and soothes the mucous membrane by some other property 
but is there any evidence of such activity ? 


Often both stimulating and sedative expectorants are com- 
bined in the same mixture reminding one, perhaps not 
unjustly, of the tragi-comical classification of Polonius. Is 
there any real justification for the use of expectorants ? 
Is it really justifiable to flood the system with gastric irritants 
in order to treat a cough? Jt will be argued that cough- 
mixtures are often effective: this is true, but is their action 
. due to anything more than the sedative effect of chlorodyne, 
codeine, or heroin ? 

Secretion from the bronchial glands can be stimulated 
effectively by simpler means. Copious hot fluids by mouth 
will almost certainly be effective, with or without the addi- 
tion of alkalis: the fluid and the heat are probably the 
essential constituents in the many recipes for gruel and also 
the varieties of alcoholic hot drinks. Inhalation of steam 
will also aid secretion, often very rapidly. It is doubtful 
if any combination of expectorant drugs can produce an 
effect comparable with that obtained by these two simple 
measures. 

In many cases the mucous glands secrete abundantly, and 
the problem is to reduce secretion. The parasympathetic 
system controls secretion from the glands, so that atropine 
and belladonna, by antagonizing the parasympathetic, will 
tend to reduce secretion. 


In an attempt to allay cough, then, we have seen 
that atropine or belladonna will allay spasm and dry 
up secretions if excessive: a painful, dry hacking cough 
can be soothed by steam inhalations, and these, along 
with copious hot drinks, will also help to promote 
secretion if this is thought necessary. In many cases 
cough can be relieved along these lines, but when it 
is specially persistent or distressing codeine should be 
given. Syrupus codeinae phosphatis B.P.C, contains 
4 gr. (16 mg.) of codeine phosphate in 1 dr. (4 ml.), 
and to an adult 2 dr. (8 ml.) three times a day for 
several days is not excessive—the B.P. dose of codeine 
is 4 to ] gr. (11 to 65'mg.). Small doses are not effec- 
tive. There is the theoretical objection that cough 
should not be repressed when there are secretions to 


- 


be coughed up, but in a disease such as acute bronchitis 
there is no danger, except in very debilitated patients 
and young children. Linctus codeinae B.P.C. contains 
+ gr. (8 mg.) of codeine phosphate in 1 dr. (4 ml.). It 
is really the syrup of codeine diluted with the syrups 
of wild cherry and tolu, and there is no advantage in 
its use. The pill already mentioned, containing codeine 
phosphate, + gr. (32 mg.), and extract of belladonna, 
4 gr. (16 mg.), brings great relief. 


Specific Therapy 

It has been pointed out that a variety of organisms 
may be isolated from cases of acute bronchitis—pneumo- 
cocci, streptococci, Micrococcus catarrhalis, and so on 
—and it cannot be claimed that any are responsible 
for the condition. Moreover, in a disease in which 
acute symptoms tend to subside so quickly there is 
little chance of bacteriological investigation, so that 
any treatment aimed at a causal organism must be a 
chance affair. Nevertheless the use of sulphonamides 
or penicillin often seems to produce good results, 
although it must be emphasized that improvement may 
be due to the general treatment of the patient. In 
children of school age who suffer from recurrent attacks 
sulphonamides do sometimes abort the attack if given 
at the onset; their repeated use requires caution. 

Penicillin is best given by inhalation if possible: an 
electric atomizer is the ideal method, but there are avail- 
able several small plastic inhalers which are satisfactory , 
these are usually charged with 100,000 units of penicil- 
lin, as powder in some and as liquid in others, and this 
treatment is carried out every three or four hours, one 
charge being enough for three or four treatments. If 
injections are given, then the best preparation is a mix- 
ture of plain penicillin and procaine penicillin, and injec- 
tions need be given only once every 12 hours. There is 
no indication for any of the newer antibiotics, and it 
must be emphasized that the use of any anti-infective 
agent is entirely empirical. In most cases confinement 
to bed and simple methods of treatment will prove 
effective, 

—_—_—_—_—_ 


MEDICAL FIELD UNITS, NIGERIA: 
THEIR FUNCTIONS AND WORK 


BY 


J. C. CHARTRES, B.M., B.Ch. 
Medical Officer, Colonial Medical Service 


This article may not contribute any new knowledge to 
medicine, but it is intended to give a picture of a rela- 
tively new field in the work of the Colonial Medical 
Service. In Nigeria a system of hospitals, dispensaries, 
and their ancillary services has been established and is 
being expanded in the larger cities and towns, and a 
considerable amount of preventive work has also been 
accomplished, again largely in the cities and towns. In 
the rural areas, which are vast and have a population 
of some 20,000,000, much remains to be done. Until 
recently the staff available consisted of Government or 
native administration dispensary attendants and sanitary 
inspectors, who were given what supervision was pos- 
sible by a medical officer already more or less fully 
occupied with the curative and preventive work at 
his headquarters station. The sole exception was the 
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.* ‘fever, relapsing fever, smallpox, and.cerebrospinal fever. 


l - which, are causing most damage’ to,the public” health. 
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‘Sleeping Sickness Sevic Government service fully i f ad 

y described ‘by’ Lester (1938), Harding (1940), dnd: ` ‘| Survey Organization DN ia a eae 
. McLetchie (1948)—which, by a programme ‘of mass ‘This i is ‘best described’ by. outlining the’ “background of. 
surveys, repeat surveys, dispensary treatment, chemo- .a survey done. bythe Benue unit during the, 1950, dry 
prophylaxis, and anti-tsetse clearance, has ‘in the last season -The.administrative district of. Chinkai was chosen 
20 years brought human trypanosomiasis undér control by consultation: with local- administrative Officers. The 
- This service, although it undertook a variety of duties ‘aims of the survey were to examine quickly for-sleeping Ţ 
in rural areas, confined its activities to the éndemiic sickness, scabies, ulcers, yaws, and other easily diagnosed 
sleeping-sickness arcas in the central northern provinces. conditions every man, woman, and-child ‘in the district, ` 

In ‘1946, as part of the 10-year development plan for and, at the same time, tò make a more detailed exami- 
Nigeria, a new rural ‘service’ was formed to deal with nation of about 300 people living in‘ two hamlets i near 
major endemic and epidemic diseases-on similar lines. Chinkai town. In obtaining attendances a ‘variety of 
Originally called the “epidemic teams,” the new service local native administration officials’ assistéd—district 

. is now known as the Medical Field Units, and is adminis- head, Emir's ‘representative, tax census scribe, -N ‘A. 
tered jointly with the: older: Sleeping Sickness Service. Policemen, and village and hamlet heads. No previous. 
The intention was to have 18 provincial: units, one for full survey had been made, but surveys for sleeping sick- 
each of the larger provinces. Each field unit should Dess had been done. Attendance -for sleeping sickness 
have a medical officer, a superintendent (ex-R.A.M.C.)/ examination is obligatory, but: for, other work -tact.and- 
18 to 24 dressers, and drivers, clerks, messengers, and persuasion have to be grent to ensure- full Voluntary 
other junior staff. co-operation. 

- At present eight units have been trained and six are 
at work. The field of operations covers almost every. ©" the north by the Benue River, the main tributary of 
type of: country and climate of tropical Africa. In the the Niger. Chinkai town is ‘on the river at least three 
extremé north, the Sokoto and Bornu units may work 
in’semi-desert conditions : parts of Bornu still have'excel- Obvious supply route was by river in canoes and: poling 
lent shootirig. The Plateau Province unit operates partly barge, downstream some 30 miles from Ibi, the “port” 
on the tin-bearing high plateau with its rocky outcrops, for Wukari.’. The unit worked in two sections.. “A” 
_and partly beyond the escarpments in the foothills, where ‘section had been, trained by the medical officer in the 

‘sleeping sickness and resettlement schemes are major technique of detailed surveys ; “ B” section, under the 
problems. In the so-called “ Middle Belt,” farther south; Superintendent, did general surveys. 
the Benue unit works in undulating well-watered orchard As usual there was no building ‘suitable, for survey 

7 country ; its work is described below. To the west a work, and a temporary examination shelter of grass mats 
unit-has been! established in Abeokuta Province, north and poles -was erected to the units’ standard pattern 
of Lagos, and to’the east the Cameroons unit alternates (Fig. 4). For dry-season work a flimsy’ flat roof is suffi- . 
-between-the coastal rain forests and the tsetse-free high- cient; during the rains the roof is gabled and „thatched. 

. lands of Bamenda, where fine herds of. cattle are pas- At the” entrance, people assemble household: by house- 
tured. The two new units will go to Warri and to Rivers hold and hamlet by hamlet according to) their. tribal. 
Provinces in the Niger delta to lead~ an amphibious _ groupings, and when called by the census’ scribe “enter p 
life, i waiting shade-shelter No. 1, which has a shade roof 


A primary duty tof. fhe: ‘units is, as their örizinal di “only and no walls. The unit’s scribe then records in 
suggested, to assist local staff in, controlling epidemics. _ his register each person by “name, household, age, and 


Since 1946 they have been called on to deal with yellow 
numbér, of pregnancies, number of children alive,’ etc 


In 1949 and 1950 a-total of 100,000 cases of cerebro- «The medical officer then takes over: He. éxaimitles”éach 
_ spinal fever were reported, and in the former’ year the person for signs of vitamin deficiency, trypanosomiasis, . 
Benue’ unit was ‘transferred a distance of 800 miles to `Yaws, ‘scabies, leprosy, 'ulcers, eye diseases, evidénce of | 
assist’ in the emergency. Transport is. mainly in the ’ Previous vaccination, etc. 'He gives each: a card.’ with 
medical officer’s car, with lorries and kit-car for staff directions for laboratory investigations and’ ‘treatment, 


and equipment, but may ‘be: by rail, river, cycle, horse, 


traders,“ were examined, in’ privacy behind: a spiralļed 
‘mat' screen ; all adult males were examined for venereal 
disease behind a similar screen. ‘After seeing the’ ‘medi-_ 
cal officer: the _ People . „wait in d second waiting-room, 
where vaccination and revaccination are’done.-,' o>, 
The second waiting-room leads to the largest shelter, 
over 40 ft. (12.2 metres) long. This is’ divided,’ into 
"laboratory and. treatment sections; the latter «subdivided 
into a” “‘clean ” injection section:and a * dirty ” dressing 
and: general section. Laboratory: investigations: are neces- 
sarily réstricted to what: is practicable under -field’ con- 


and the trek completed by moonlight or in early morm- 
ing, is probably the most erfjoyable, for those who find 
delight in the countryside, which abounds in interest to 

. the- nature lover. - 
The other principal function of the units is to assess 
- the incidence ‘and relative importance of diseases in the 
rural population and to devise measures against those ,’ 


. As in most parts even of the civilized world, our know- 
ledge of disease incidence is faulty, and is based mainly~ 

/ on hospital in-patient and out-patient attendances. Tru 
.incidence can be, gauged only by examination of the ` 
.. whole population or of an adequate sample ; such a sur- 
. vey is described here. This. information is of first impor- , specimens, 
‘tance to the economics of. a-cotintry 95% of whose At a detailed survey the’ raithe investigations;anade’ 
' population are peasant farmers producing groundnuts, -on all attending are : wet blood film,*10 minutes ;:stained 
‘palm oil, cocoa, beniseed, etc., on which the wealth of ‘thick film (Field’s or Giemsa), 10 minutes ; - stoal ; urine 
the country depends. - : eet —testéd~for albuminuria * if ‘positive the ‘specimen ris 


temper, to aseptic si ai and to the: preparation ; of 


CO 
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uy ar or] - G ; A, 
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. Chinkai district occupies a trihngle ‘oftland Bordéréd 


s 


sex, and ‘for women of child-bearing age data such as ~ 


if required. Purdah women, of whom there were afew - 
or on foot., The last method, if an early start is: made “at Chinkai, the wives of the more, prosperous Moslem __ 


‘ditions. . Dust, heat, and flies can prove trying to. the ~ 


days’ trek from divisional headquarters at, Wukari. The - 
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Fre, rE aay fa Nigeria covered by medical field units. Note.—Nigeria in area is - 
taly, and Belgium combined ; in population greater than populations . 


ce New Zealand combined. 
_/ centrifuged and examined “for red cells and schistosome 
ova ; haemoglobin—thé Sahli method is ‘now teplacing 
, the Talquist. n 

In addition, in those with suspected glands, skin lesions, 
signs, or symptoms, gland juice is examined for trypano- 


somes, skin snips and nasal smears for leprosy, sputum ` 
. for tuberculosis, and urethral smears for gonococci. Red . 


and‘ white cell counts; ‘erythrocyte sedimentation rates, 
Ide ‘tests, and examination of cerebrospinal fluid may 
algo be ‘done. On a busy, day six ‘microscopes may be 
manned continuously. 

In the therapy section standardized treatment is given 


for. trypanosomiasis, yaws, schistosomiasis, scabies, etc; 


snd. a good. deal of ‘general 
} ‘medical work. is ‘done. Dental 


‘and one~soon realizes what:a 


ZA 


“ surveyees ” for the day, there 
is usually an out-patient clinic of 
" strangers,” tly canoemen 
and traders, and of villagers 
from areas not yet: surveyed. 
_ The cases seen at these oyt- 
; patient gatherings are _ most 
varied , and interesting.’ 


‘At ‘thé back of the clearing i in 
which ‘stands the examination 
: shelters isa ‘row of- in-patient 
-huts, where the seriously ill are 


amides ‘for meningitis or -pneu- 
monia—the latter ‘being surpris- 
ingly conimon in the cold dry 
season—others on penicillin for 
osteomyelitis ; while at Chinkai 
- we had a series of cases of acute 
amoebic dysentery which re- 
quired emetine’ under supervi- 
sion. One of the huts i is gener- 
ally reserved for minor oper- 
' ations, performed on a tubular 
-steel stretcher raised on’ two 
‘boxes ; this makes’ quite a useful 
operating table. ° 

`” At the conclision, of a survey 
two reliable dressers remain be- 


tréatment. These are made as 


short as ible to reduce ab- 
sentecism.. e interisive one-day 
A po halarsing n ‘or. “ maphar- 


l side” treatment of yaws is effi- 
- cient ` and’ noh-toxic ; trial ris 
being made of “miracil-D™ in 
schistosomiasis; daily - : pent- 


(* ‘antrypol ”) ‘in trypdnosomia- 


' tryparsamide'; . scabies is effec- 
tively dealt with by “ tetmosol ” 


in palm oil. . 


ing amount of propaganda ‘and 


extraction is a popular sideline, . ' 


treated: Some are on sulphon- 


‘hind to complete the courses, of | 


amidine is replacing suramin 


sis, although, all cases still’ get ` 


| Before starting a survey a vary- 


fallacy it is that the ‘African has . + 
, good teeth,’ , Apart from the ' 


‘explanation is required. The’: 


medical officer or saperinendent makes a preliminary 


propaganda visit to meet village heads and elders. Dut- ` 
ing the survey specimens of vectors, such .as tsetse fly, - 


lice, and snails, and magnified coloured pictures of try- | 


- panosomes, itch mites, filaria, etc., are’ shown and ex- | 


plained ; chiéfs and elders are shown the larger parasites, 
filaria, and- schistosome miracidia under the microscope ; . 
and a good ‘deal of simple health propaganda is done.:” 
In the near “future a section of the unit will be stationed 
in a-special development drea after an intensive sur-. 


vey, and.an attempt ‘will be made to’ control the more . 


common and eee soopmi diseases in 'this limited 


` area. aon ; Oho d 


~ 
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` The: -Chinkai Survey Findings 


At the special survey done by the medical officer, 271 
people- from a. Jukun fishing village. and: from 'a Tiv 
farming: community, two distinct cultures and tribes, . 
were exarhined. - The-diseases in which.they showed a. 
possibly. significant difference. in incidence were: 


` 
4 


’ 
Paipai 


‘Dien ' Jukuns Tiv 
i vb % % 
ñosomiasis ©.. 2° 47 
h ria, Spleen rate + E. y 29 
, » average enlarged spleen ae p75 1-5 
Yews eA S 16 
Gonorrhoea, adult maies a4 By A -mm 7 
Schistosom ae Vt; 39 
Ankylostomasis: r ts ae e PT OX} 29 © 
Filariasis xa e ae 64 2953 ; 
Avicaminolis’: © diay Se ee y ‘Low j Moderate 
Anaemia 6 a et 22 86 


Other. éondinone! ‘noted ‘were leprosy (0.5 %), skin | 
diseases .(2:5%), ascariasis (2.6%), previous . smallpox 
(14.4%), and’ goitre (0.5%). - 

- At the'general survey of the diss B 638 people were 
examined. Figures which are -reasonably comparable 
Decausa of Metr straightforward er are: ! 


s 


X Speci Chinkai 
' re + Survey” em) Distre (4,939) uh 

Trypabosomiasis eo axe) 17 
Yaws } ee, 123 8:8 
Gonorthoea, adult maies, ` ; 4-0 3-2 x 
Ulce ‘ ` -Nil 0-3 
Skin "liseases 25 38° 
Eye diseases ' E Seas Nil 1-7 
Previous smallpox . +444 11-9 

» t vaccination 1g 69 


“In 1937, 13% 'of the ilio of Ċhínkäi had ae 
somiasis. By. 1944 -the incidence had been reduced to 
4.4% -and'is now 1.7%. The ‘principal public health 
problems throughout the district are malaria;. trypano- 
somuasigs, leprosy, yaws, venereal diseases; and, smallpox,” 
with schistosomiasis ese a,local problem. oan 

dard bs 
> ae ‘ Sites ! 

‘The ftinctions and thé work of the Nigerian Medical Field 
Units are described; and some of the findings of a field 
survey ‘of. Chinai District, io Benue Province, are giyen. 


This, oper is published by permission of the Director of | 
Medical- Services, Nigeria! I wish to acknowledge the help 
received from Dr. J. L= McLetchié; ‘senior medical officer, and, 
in the field, from Mr. J.. G.sMessenbird, field units superintendent, 
and the staff, of the Benue Field Unit. 
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` Dr. J. 'Gréenwood Wilson, medical officer of’ health for 
' Cardiff, writing in the December 29 issue of the Municipal 
Journal, comments on the cautious start made with B.C.G. 
' vaccination’ in Britain. Only selected tuberculosis contacts 
are inoculated, and every child so treated must have been 
Mantoux tested, and-must be away from all risk of tubercu: 
lous infection for the six weeks before inoculation and the 
six weeks after. For this ‘ reason local authorities have been 
very busy ' staffing and opening the necessary .residential 
hostels wheré the children can be, kept for twelye weeks. 
But, although’ the B.C.G. scheme ‘is their responsibility to 
plan and operate, the vactine is kept and distributed by the 
hospital boards, and ‘almost any medical man‘ can ‘obtain 
some and give it, ‘without ‘even being ‘obliged to keep any‘ 
records. He believes it would be much better if B C.G. were 
made wholly the responsibility of one body to administer 
and record, as is at present the case with immunization 
against diphtheria. = 
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‘LIVERPOOL ` MEDICAL’ INSTITUTION  ; 
At an ordinary meeting of fhe Liverpool Medical Institu-' 
tion held on, November 30, 1950, with the president, 
Dr: Davip Josnston, in the chair, Mr. R. Marcus read: 
a paper on “Tracer and Therapeutic Studies with Radio- ‘ 
isotopes.” i 

Mr. Marcus discussed the application of nuclear physics 
in medical and biological research. He described tracer’, 
and therapeutic studies done with Professor Rotblat and! 
in collaboration with the staff of the Radium Institute and‘ 
clinicians in Liverpool, EN pii l 
; A 


i Radio-isotopes in Malignant’ ' Disease ar 


The first application was to find a reliable test for doubt- 
ful superficial carcinomata of the breast. ; Diagnostic experi- 
ments were made after injecting 100 microcuries of “P | 
venously. The method consisted in measuring simultane-. 
ously the activity over the carcinomatous breast and of a 


i a 
i 
s 


corresponding area in the, normal breast by means of two | ; 
Geiger-Milller counters. 


In most of the cases investigated 
the uptake over the carcinoma was found to be much faster | 


©, and folle ved by a faster rate of decay than on the normal; 


side. It ‘vas established, however, that this type of uptake | 
was not specific for carcinoma and was in. some cases due'y 
J 


to increased vascularity. ` ` ie BN 


The second application was in the ‘atu of multiple’. 
melanomatosis. The results showed that radioactive coppe i 
(“Cu),and di-iodotyrosine labelled with 1 weré not prefer-|" 
entially taken up by the tumours: But ‘radioactive phos-} 
phorus CP) was taken up in sufficient amounts to justify!: 
treatmént with this isotope. A case treated with 20 milli-|" 
curies of "P was reported. Remarkably few changes were!‘ 
noted in the blood, liver, kidneys,-and bone marrow whichi 
could be directly attributed to internal radiation. Nae : il 
a 1 è 
H 


it 


i Ra active Iodine and Thyrotoxicosis l 
The third appcation was in the’ diagnosis of doubtful, 
cases of thyrg&cicosis, especially in caseg following partial i 
thyroidectomy” Out of 40 cases studied 21 fell into this,; 
category.. It was possible in all but one case to establish’ | 
a diagnosis, which was confirmed by the results of therapy 
‘or further observations made on the patient. The method 
adopted was to estimate the- uptake in the. thyroid, ithe © 
urinary excretion, and changés in the: '*'I content of the! 
blood. An attempt was made to devise a ‘simple method | 
which would give å reliable result within an hour. So far 
this had not been accomplished, but the investigations were 
proceeding. Nor had it proved possible to con ithe 
reliability of' easy methods published recently from val ‘ious 
other sources. ij 
11I was shown to be.of.value in locating the position’ and 
size of functioning thyroid tissue in abnormal positions." In! 
the post-operative cases investigated, recurrences were shown ‘ 
to occur in the pyramidal lobe, lateral lobes, in frontiand‘! — 
behind the trachea, and in the mediastinum. . . ,, i 
Three cases of thyrotoxicosis each treated with 2 milli;. 
curies of '*] were investigated. , The first patient had recur- | 
rent thyrotoxicosis many years ‘after thyroidectomy. Twos 
months after treatment, tracer experiments were repeated, 
The thyroid tissue had shrunk and the urinary excret joni, 
had’ increased, showing that the thyroid function had bee 
beneficially affected: The findings corresponded’) to the 
cliniċałl- improvement. The second patient hadra’. toxit! 
adenoma- which caused cardidc failure. She didnot tolers; 
ate thiouracil. I was given pre-operatively:-with-' gould! 
effect. The third patient also had cardiac failure, due,{to 
thyrotoxicosis. She tao had benefited from’ ‘ treatment with; 





"I, although it was too early to judge if the effect would | 


be permanent. 
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is "Knightsbridge Plague Hospital anra” 

. Sig,-7At the: moment of writing contractors are. busy with 
excavations and stonework at Knightsbridge Green, half- 
way between Harrod’s stores,and the tp. of Sloane ‘Street. 
A notice exhibited’ on one of’ the ‘trees ‘intimates that, a ` 
~- garden «is ‘being . constructed -there « for ‘ the benefit’ of, 
Londoners. ‘This small ‘triangular open space“ is „exactly: 
opposite ‘the establishment: of Messrs. Tattersall}, the mart 
for horse-sales.. The tradition connected" with it is that on’ 
the’site ‘of “ Tattérsall’s ™ there existed ‘in ‘ancient’ times’ a 
lazar: ‘house; or lepér hospital. 
of ' London, ‘in King Charles IT's reign, this leper hospital, 
then well Outside London, was éither wholly. or partly empty’ 
owing’ to':the’ fact ‘that. leprosy was” a ‘disappearing | ‘disease: 

i „in England.: It-was accordingly made usé of as an’ emer- 
' gency ‘hospital 'for plague cases’ from 'Lóndon. Most ‘of 
the patients -died, and theif: corpses`-were .disposed’ of iby- 
digging’ a ‘huge’ pit outside the front door and’ ‘shovelling 


l Correspondence ` ma 


At the'time ofthe Plague ‘ 








paper, we. said: 


`% But’ perhaps more misleading than the voiditions 'alréady: 
mentioned is va transient (bronchapineumonia’ which. apparently 
, Rives rise to very little constitutional disturbance and may cause a’ 
positive. reaction- persisting, for two months or longer., Particular , 
attention was drawn to ‘this. condition by -Fanconi (1936), who, 
reported ; positive /tedctions in three © undernourished ” school- 
children, and ond convalescent from measles, who were suffering , 
from what was’ described’ as “‘ hilifugal bronchopneumonia "in" 


which radiographs showed a “streaky infiltration of the lang, The . 


serum reactions ‘persisted until ‘the radiographic appearances had: 
become norma!—that is, for a number ofiweeks.” -Fancom qu oted 
Forssman. (1932) as having- -found: ‘only five false positives in 7,711. 
general clinic cases, but three in. 633 cases- of pneumonia, ‘and 
Pockels (1933) - - found, four false positives,.in’ 206 convalescent, 
mensles casés. Fancohi’s’ “Observations were later confirmed DY, 
Hegghin ` and Grumbach (1941) , and by Jatinel” (1941). ‘Hegatin’ 
and’ Grumbach-had 18 „Cases of atypical, almost ` ‘afebrile, pnen-* 
monia with the ‘streaky’ infiltration mentioned “by Fanconi ‘and’ 
positive syphilitic serum reactions, and Jahnel reported- {1 similar, 
cases, Both his.and Hegglin and. Grumbach's cases had a high 
proportion’ of Pfeiffer's. influenza bacilli, in, „the, sputim, and, ‘their , 
sera stron, 

Pfeiffer’s. ba may be capable ‘of provoking pide ris, 

serum.” 


serum reactiohs m, ‘patients, with labile i 


y agglutinated this organjsni. Tt, seems ' possible that, š 


them!in with ‘quicklime. When’ the’ plague died. ois Nt was: . Both, ‘Fanconi's.and. Hegglin. and: Grumbach’s articles are 
firey? 







otdained”that this’ burial’ pit «should ‘remain ver’ un- illustrated" by fadiographs:—I am, etc. “a Oan 
disturbed for' fear ‘of starting ‘off the epidemic Hain ;: and ia Ie e ee se ae _W. “HLARBSON. 
so it-has remained- unbuilt upon to this: pres j.. anon, 4 W.. eee ees eee 


more” 'than ‘280° years ‘it ‘is improbable ‘that 
remain’ in tthe soil, though conceivably ather may “be rats? 
- in-Messis: Tattérsall’s pretnises by whom-the infection might: 
bè spread, if theré were! any. The inhabitants of Knights-' Hegelin, Ri rand Grum 
bridge can be assured, therefore, "that they run-no risk from: Postel i (1941)~. -Klin Wschr., 20, 1089 2 nto z ig 
the* dignitbanct’ of this- ‘once plague-inseminated: soil ? in =: N ae. Kiin. Wschr. i a, I S 


any ‘case the shallow diggings do not;sċem to`have reached? |’ $ I ne 7 
to the sttatum* where the bones may be “presumed to exist.» As ‘Treatment, of Lombar: Disk. nee a 


` Fancdni, G. 00; " USchwelg.med Wschr., 68, 821. mpr t 
rons (1932). r Acta ‘Soc. Med: “ Duodecim.” 4, Ser. As 18, 1, oot 


ee d'Omionä, 15.1943). Brit. Si vener Dix.. 18, íos ` 
Harpon Resend Grumbach, A. (1941). Schweiz- med. Wachi, T1; 578. 


-—I am; ete," te Roe tae Sons PP a sawWe mus tall be _Siateful’, to, Dr. “James Cyriax 
“fabs Wats a ee _ HENRY Koene ` “ (December 25.. 1950, Po- * 1434) for, bringing some sort ‘of , 
cc > a -~ light and” ‘order’. ‘to: clarify: „our. ideas- about lumbar disk 
hau je ow. lesions, -I-h his remarks ‚on ‚the im rtance ‘of, lumbar, 
ae ae sy - Exercises iw ihe. Bath Er ; ope, 4 $ 


1950, p. 1494) does not enable: :me to le my’ opinion 
of the’ energy value‘of exercise with tl-4:.dteménts' in: his: 
„article (November. 18, 1950, p; 1153) to whichsI ‘took: excep- 
tion. 
Mr. Togna,'the Originator of the exercises, I feel it only. 
_ tight toʻobserve that I would not have ventured to criticize 


` Sm,—I regret’ that Sit Leoriard Hill's ni r fJecémber 30, 


‘an eminent “physiologist ‘ without, preliminary careful con-_ 


sideration of the subject-at issue. I was one of .the very. ; 
first to whom this\pamphlet: was .submitted, arid Mr. Togna 


himself: demonstrated his ‘exercises to, me- eight. -years-ago.— 


I am; etċ, - À ' te ` rh, 
Londoa, W.1. A 
. o. z 
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` Atypical Pneumonia 
sir :—Tn' “the articles. (December 30, 1950; pp. 


wy 


1457-63) 


by Professors C. H:Stuart-Harris and S.-P. Bedson, no~ the gown: exerts pressure on the thorax. In practice this is? 
mention seems’ to-have been made of the: fact that some 


sufferers from atypical pneumonia, though non-syphilitic, 
give .positive -syphilitic ‘serum reactions.’ 


, 
? 


But since he expects me to study the pamphlet of’ 
be placed’ underneath ‘the buttacks. 


AnoLra Agpisams. eo 


One would , have; 


lordosis will be widely noted and followed. “Here. I just 
want to mention one way in which they are, a present, 
often’ “flagrantly ‘ flouted: `’ 

I do“ not now- ‘frequent latge’ hospitals, ‘but x find ‘that 
‘Surgeons-still ‘have a habit.of directing that where a patient 
‘is being anaesthetized for'a “laparotomy ‘the hands should" 
This reverses ‘ the’ 
normal’ lumbar curvé, Under tHe’ anaesthetic the spinal. 


muscles. ‘relax, and, 80 the: lumbar spine goes into’ marked | ` 


flexion. ` This `s,‘ Ú believe, the reason that numbers‘ ‘of. 
patients after operation—and especially when they get home. 


where ~they* “speak More: freely :than ‘in hospital—comiplain, ‘ 


It is of course aul 
at i] na, 


- of backache ‘more than: anything else.” 
more common: after the’ lithotomy- position. 

: Physiologically I.think. that; the: right place for the arin 
is across the ‘chest; or if this gets’in the way of the ‘surgeon~ 


they should -be crossed in- ‘the’ operation’ gown and: ‘allowed `> 


or made tò drop | back towdrds‘ the sides in ‘such’a way- that 


gasy to arrange. Surgeons seem invariably., to gay that this 
will impede breathing, but the fact’ is. that inspiration. is 
caused by active muscular. action,- which ` ‘gan easily lift, the 


thought the fact worth mentioning, because every- now and. weight-of the arms, ‘while expiration is almost entirely 


then’ a recent sufferer from this respiratory disease happens 
to, have his (or her) blood tested for- syphilis, and. the : 
development or not of pecks of worry for the sufferer 
depends on: whether the medical -attendants in .the case, 


know this ‘cause of non-specific reactions to syphilitic serum’ 


tests. -Diffidently I suggest also that the syphilitic serum 


tests: might be/a means of. differentiating some Š, the group, < anaesthetic. . ; 
-1 cannot claim to be an. expertion this subject. but I have- 


of’ conditions now classed as atypical pneumonia. 


I have 
butted in here because the description. by Professor Stuart-,” 


passive, so ‘the’ weight of- ‘the arms on the chest tends to 
make it more ‘effective “and ‘helps .to. counteract -the extra’ 
inefficiency - of expiration’ caused “by”: ‘relaxation under- the 
anaesthetic: The-net result is to improve and not, to inter: 
fere with respiration. A. small cushion * should be .placed . 
wunder the, lumbar spine to prevent it! flattening. under. the 


yet to hear any refutation of the- simple -mechanical.-and: 


Harris’ seems rather closely similar to some: cases, quoted. physiological pririciples orf which my remarks’ are’ based or 


G 


Society for the Study of Venereal- Diseases in-June, 1943, 


entitled * The- Uses and the Limitations of the Serum*Tests 


by_Osmond and myself in a paper ‘read before the- Medical 


to see any willingness to carry out thé simple changes . in’ 
technique, which they suggest. =a am, gte.,' 
Winsford, Cheshire, bee i . pes ds 


. W.N. Lear, 


a 


p 
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‘without further trouble. 
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Sir,—In his recent article Dr. Cyriax (December 23, 1950, 
p. 1434) emphasizes the value of manipulation as a thera- 
peutic procedure. Manipulable diseases are common in 
general practice, and in a practice of average size about 
100 cases of such diseases are to be seen each year, if we 
include under this head most cases of fibrositis, acute torti- 
collis, intercostal neuralgia, pseudo-angina, lumbago, and 
low backache, and also certain common types of neuritis, 
notably ilio-hypogastric neuritis, and certain painful condi- 
tions affecting the limb joints. Anyone who has to drive a 


car all day, every day, can sympathize with: the indictment _ 


of the car-driver’s seat; but the sagging bed can, I think, 
take priority as the commonest aetiological factor in the 
production ‘of structural weakness in the lower part of the 
back. We spend one-third of a lifetime splinted into ‘an 
awkward shape by bed-springs so designed as to ignore the 
fact that the hips are heavier than the feet and therefore sag 
much below the level of the feet in most Dest ee any 
practitioner may observe on his rounds. l 


The contention that manipulation should normally be ‘carried 
out without anaesthesia is undoubtedly a sound one, for, while 
there is a small group of cases in which manipulation under 
anaesthesia is the procedure of choice, there is no good reason 
for manipulating under an anaesthetic a joint which can be pain- 
lessly and safely manipulated withoùt one. By using skill rather 
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than force manipulation becomes one of the safest of procedures. - 


To discuss the, theoretical aspects of manipulable diseases is 
to venture on dangerous ground. It is not at all self-evident that 
the lumbago and low backache so commonly met with in general 
practice should regularly be attributed to a prolapsed disk. Pro- 
lapsed disks undoubtedly exist and give rise to certain symptoms, 
but' it is a far cry from this proposition to the claim that they 
are the usual cause of such symptoms. On the prolapsed disk 
theory it is difficult to explain the tendermess over the sacro-iliac 
joints in the common type of low backache one meets., Lumbago 
and low backache are usually bilateral, and, when treated by 
manipulation (see my letter, Journal, 1949, 2, 710), one side is 
manipulated and then the other. After one side has been 


manipulated successfully, the pain remains on the other side of 


the body only. This observation appears to be quite incompatible 
with a disk aetiology-for the condition, but it would be explained 
if a bilateral structure, such as the sacro-iliac joint, were to be 
incriminated as the source of the pain. 


Joint manipulation has been, and still is, a somewhat 
empirical study ; though the theory tentatively advanced by 
J. Mennell (Joint Manipulation, vol, 2) postulating the occur- 
rence of an intra-articular “adhesion” (a seizing-up of 
articular surfaces opposed to one another) would seem to 


` 


account for most of the phenomena met with in this field.— 


I am, etc., , 
Lowestoft. i f N. B. Eastwoop. 
Sir,—In his interesting article (December 23, 1950, 
1434) Dr. J. Cyriax offers useful advice on how to avout 
the condition and how to prevent recurrence. 


Surgeons are themselves sometimes affected. I have had one 
attack of sciatica considered by an orthopaedic surgeon to have 
been probably due to a‘disk protrusion, and many attacks of 
tumbago which I now believe were not produced by local! chilling 
or other such causes, but were also of disk origin. Following 
some months off duty, I got sudden twinges of an attack of 
lumbago during the course of one of the first operations which 
[ performed, an operation lasting more than an hour and which 
inevitably involved a considerable degree of spinal flexion. This 
unpleasant occurrence made me suspect that the strained position 
had caused the partial backward displacement of a nucleus 
pulposus. I was thoroughly alarmed, for I feared that a further 
period of incapacity was about to begin. I decided to try the 
effect of extension of the spine by weight. A folded towel was 
placed on the top of a door, and, hooking my fingers over this, 
I hung for a few minutes, and thereafter completed the operation 
This made me reflect how useful it 
would be if every surgeon’s dressing-room had in it a three-foot 
length of horizontal bar. At! the end af a moming’s operating 
a short swing from this might well give a disk which had become 
partially compressed a chance to readjust itself. I\wonder if 
Dr. Cyriax considers that such a simple piece of equipment might 
find favour with industrial medical officers. Since the date of 
my experience I have been careful when doing similar operations 
to pause from time to time and to stand in a very erect position, 


2 


` 
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best described as making an attempt while one’s heels are on 
the floor to touch the ceiling with one’s head. And as I have now 
enjoyed an exceptionally long period without ‘any attacks of 
lumbago I am inclined to believe that both diagnosis and treat- 
ment have been correct. None the less, I would welcome a piece 
of horizontal] bar, and this would also save the door hinges, 


—I am, ete., 


London, N.W.1. R. Oor Warp. 


\ Heart Disease and Mass Radiography 
Peter Leggatt’s experience: ‘(December 16, - 


Sm,—Dr. 
1950, p., 1364) of cardiological case finding by means of 
miniature mass radiography is of considerable interest to 
chest physicians and others who may “have to make a pre- 
liminary diagnosis from an x-ray film without first examin- 
ing the patient.” He points out how an abnormal cardiac 


outline may be produced by rotation of the patient or by ‘ 
thoracic scoliosis, either cause being usually evident on the . 


thiniature film. A not infrequent cause of abnormal promi- 
nence of the pulmonary cone, which he does not mention 
and which shonld always be borne in mind, is depression, 
of the sternum. . Recently two patients have been referred 
to me by units with a report that, in addition to minimal 
tuberctigcsis,. the x-ray film showed ‘a “cardiac outline 
characteris of mitral stenosis.” 
healthy rts, but funnel-shaped depression -of the 
sternum. ‘ur diagnostic fluoroscopy clinic we have 
ample opporaity of confirming. Dr. William Evans’s teach- 
ing on the characteristic appearance of the heart shadow 
produced by sternal depression. One notices in particular 


the displacement of the heart to the left, and its rotation 


on the long axis, so that little if'any cardiac shadow appears 
to the right of the vertebral column, and the left border 
of the heart is straighter than normal owing to prominence 
of the pulmonary cone. There is no increase in the trans- 
verse diameter of the cardiac shadow. The appearances, 
I believe, are sufficiently characteristic for the presence of 
a depressed sternum to be predicted with confidence, .even 
though it is Jt usually visible on the antero-posterior film. 
My reason for _ drawing atténtion to these appearances, which, 
are well know sardiologists, is that. the effect of this’ 
relatively comm oracic malformation on the shape and 
position of the heatt shadow would not seem to be ‘fully 
appreciated by all physicians in charge of mass radiography 
units—I am, etc., 


Southend-on-Sea, E. G: Srra LUMSDEN. ` 


/ 


-The many cardiovascular abnormalities encountered 


win She day-to-day work of the Glasgow mass radiography 


unit sô impressed us that a survey of their significance was 
commenced in Septsmber, 1945, and contjnued till March, 
1947. Our results were published in the British Heart 
Journal, FMY, 11, 264. We were surprised, therefore, to 
note Dr. a O. Leggatt’s comment (December 16, 1950, 
p. 1364) thi “no one-so far has attempted to assess the 
potentialities of this method for disclosing the presence of 
cardiac abnormalities.” i 
tion not only those who gave an abnormal radiological 
picture but in addition all those who gave a history sugges- 
tive of previous rheumatic infection, or of believing they 
had heart disease. It was hoped in this way, with the mini- 
mum of inconvenience, to ensure the detection’ of cardiac 
abnormalities in patients unaware of an existing heart lesion. 
Only: the relationship between the radiograph and clinical 
findings is relevant to Dr. Leggatt’s article. The most 
common causes of recall on account of x-ray abnormalities 
were general cardiac enlargement; prominence of the pul- 
monary artery,’ straightening of the left’ heart border, 
prominent nus, unfolding of the aorta, broadening of 
the base of the heart, and dextrocardia ; of these. the 
commonest were cardiac enlargement, prominence of the 
pulmonary artery shadow, and prominence of the conus. 
Of the 34,918 routine x-ray pictures of the chest in the 
period under review, 877 with no history of heart disease 
were examined because of one or other of these latter x-ray 


Both patients had, 


We recalled for clinical examina- ' 


i 


“ 


to» 
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abnormalities, and of these, 44 were found to_have organic 


_ valve disease and 8 congenital heart disease,,a higher inci- 


r underlying @ neurosis. 


dence than thè 5’cases bf organic: Valve disease and 1 of 
congenital heart disease-found in the:Liverpoo] survey. On 
the other hand the higher ‘incidence in ‘our investigation 


“may be influenced -by the’ fact ‘that a history of previous ’ 
. rheumatic infection was also, taken- into -account. Indeed, 
3 gave such a ` 


of the 44 cases of.-organic. valve disease, 

history. We have considered cardiological case-finding by 

mass miniature radiography to be sufficiently worth while? 

to continue with this part of the service.—We are, etc,  ~ 
_ ALEX. MACLEAN. 


Glasgow A S. ROGEN. 


A -} Emotions and the Skin — 

Sm, —The criteria for the selection ‘of patients with skin 
disorders for treatment by abreactive techniques (December 
9, p. 1300) would serve equally well for the seléction of 
‘patients for any psychiatric treatment. The skin conditions 
described by Dr. H. J. Shorvon and his colleagues were 
manifestations of psychosomatic illness and called for. treat- 
ment by normal psychiatric methods. ‘The fact that'abreac- 
tive techniques were used is neither here nor there. Certainly 
there is, so far. no indication for the treatment of psycho- 
logically determined skin disorders by a specific form of 
psychiatric therapy. 

Abreactive technique is a form of psychotherapy and not 
a manceuvre, divorced from narco-analysis, Patients should 
not be abreacted merely in the’ hope of relieving them of 
tension. Tension is relieved by giving them an opportunity 
of expressing their emotions: They then :become more 


_ capable of discussing theit problems and ` viewing them 


objectively. Narco-analysis is a useful method of gaining a 
more rapid insight into personality and the possible factors 
In 1941 I discussed (Langer, 1941, 

‘1, 507) the management of excessive abreaction in the course 
-of narco-analysis. and I do not yet advocate uncontrolled dis- 
charge of emotional tension. Shorvon and Ris colleagues, 
on the other hand, emphasize the degree of excitement pro-~ 
duced under drugs as the item of greatest therapeutic value, 

and they endeavour to- excite their patients. even beyond 
the natural and spontaneous release of inhibitions which 
occurs during narco-analysis. An opportunity to let off steam 
will relieve tension, and relief of tension‘ may help a 
variety of skin conditions, but/lasting benefit can be brought 
about only by the scientific -application of abreaction. 
Deliberately to distort events “in the patient’s past history 
to produce greater excitement or anger appears to me to be 
very unjustifiable and possibly dangerous. Shock tactics 
may have to be adopted in some cases but surely should not 
\be advocated as a routine practice. ` | 

I am surprised that some of the Cases referred `to in 

Dr. Shorvon's article were treated by prolonged and deep 
‘sedation before the abreactive method was attémpted. Heavy 
sedation is invariably toxic in some degree, and as a treat- 
ment is usually ‘contraindicated in psychological skin 


7 disorders. The case histories were most interesting, “but 


demonstrated the value of narco-analysis more 
than that of abreactive technique.—I am, etc., 
_ London, W.1 ELis Stonco. 
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Containers for Syringe Sterilization 


Sm.—The sterilization of syringes by dry heat as recom- 
mended by the M.R C. Report of 1942 is still, in this ‘ country, 
the method of choice when conditions permit. In running 
‘a hospital syringe service the biggest problem is the means of 
packing, syringes for sterilization. distribution, and return. 
It contains the answer to the question’ of’ “breakages: 

The method given in the MRC. Report is unsatisfactory. It 
consists in “putting a syringe into a glass test-tube so that its 
‘flange rests on the lip of the tube and is retained by some form , 


of wrapper. Once used -the syringe cannot ‘be retained in its 


‘tube. Tt is a‘common sight where this method is used to see 
dishes with a jumbled mass of syringes and empty tubes ready to 


be returned ‘for servicing. The hability to breakages is mcreased 


by this. procedure. 


The writer has made an’ “extensive trial’ of“ packing syringesin- ~ 


a 


glass tubes made to size, so,that each size of syringe is contained 
within its tube, retained by a cotton-wool plug and.with a guara 
over its nozzle. . Each. syringe, afier use, is replaced in 
„container And. retained by its cotton-wool plug. It is us 
protected until returned for servicing. 

_ The disadvantages of this method are: 7 


“4, The e; cessive cost of tubes made fo order. P 

2. Cott n-wool/ is generally a nuisance where syringes are 
concerned. Strands of the fibre can cause jamming of a well- 
fitting plunger, and can prevent the air-tight fit ‘of a needle, Plugs, ` 
' if used more than a few times, create a ‘cloud of fine dust on 
disturbance, as shown by blood films made at the time. : They 
are a small but .continuous item of cost. 

3. Allt*containers made of glass are liable to- break. 

- These objections are met bythe use of the extruded aluminum 
containers illustrated here., 


Each syringe is retained by' malleable clips fixed toa thin- 


~ gauge sheet of alumihium which is a 'sliding-fit in the body 


of the box. A needle can be fitted before removing the 
“syringe from the clips, so 
providing a stand until 
required. This is a -great 
advantage on an anaesthetic 
trolley. z 
There is no cotton- Kool 
The lid-of the box is sealed 
by adhesive tapé, which can _ 
be quickly wrapped round $ 
the middle of the box after 
use, retaining the contents 
and indicating that they have ` 
been used. The boxes, hot being cylindrical, cannot roll. 
_ they are much lighter than glass tubes of a comparable size ; 
they are practically indestructible; and they are compact, 
being: little longer than the size of syringe for which they 
zare designed. The ability to sterilize a syringe with needle 
fitted is sacrificed, but this is, anyway, only satisfactory on 
metal nozzles, and leaves -the operator without a choice of 

needle. Where dry-heat sterilization is riot available these 
containers can be used in an autoclave. For this purpose 
holes are drilled, asin the illustration, and can be afterwards 
.closed by turning the lid round. 

While these boxes are very much cheaper than glass tubes 
made to order-they cost'a little more than those of standard 
sizes, but- this is outweighed by their advantages and the 
fact ‘that they -do.not break» They are made in four sizes, 
for 1 and 2 ml., 5 ml., 10 ml., and 20 ml. syringes._ These 





- boxes can be obtained from Messrs. Edwards Surgical 


Supplies Ltd., 83, Mortimer- Street, Vondon, W.1.—I am, etc’. 
< Hemel Hempstead, Hers.‘ G. AS MATTBEWS. 


E Anaesthesia of the Newbom ri 


Smr—I was most interested in Dr. G. Jackson Rees’s 
-excellent article (December 23, 1950, sp. 1419). By ignor- 
ing the relative Jengths of trachea involved, however; l 
feel that his figure of 256x for the infant's resistance: is 
excessive.. Referring to Macintosh and Mushin’s Physics. 
for the Anaesthetist (p. 117). following the experiment which 
confirms Poiseuille’s law, the authors halve the length of 
the tube involved and so double the flow. - Taking- the 


i 


average glottis- to-bifurcation length in the adult as 4 in. / 


“(10 cm.) and in the infant as 2 in. B cm), this would: pee 





although still high is a slightly less alarming ae ne 
the original.—l am, etc, `” 
Dewsbury, Yorks. 
> Bacteria in Ice-cream ’ 


Sm,—Your annotation (December 23, 1950, p. 1341) refers 
to-the ‘practice common among retailers ‘of keeping serving- 
spoons immersed.im jars of water~which may easily becdme 
contaminated in warm weather, thereby undoing the good, 
work which has ‘gone into preparing a hygienic'procuct. As“ 
this is á fatter which ‘concerns medical officers of health, 


D., F. Rees. 
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sanitary inspectors, and all those whose responsibility it is to 
advise people on hygienic practices, | have thought that it 
might be interesting to mention a simple but effective safe- 
guard which we have adopted in our stores throughout the 
country as the result of a fairly intensive study of the 
problem over the past two years. 

Wetting the serving-spoon or scoop is a necessary pre- 
liminary to serving in order to prevent the ice-cream from 
sticking, and, as running water is quite often not available 
at the serving point, a container or “dipper well" of tap 
water is kept at hand for this purpose. Our bacteriological 
records show that, provided the water is discarded every 
20-30 minutes and replaced by fresh cold tap water, the 
danger of contamination is practically eliminated, and we 
recommend this practice to all concerned. No antiseptics 
or detergents are used. Containers and serving tools are 
sterilized daily. 

We also apply a simple test which gives a rough but quite 
useful check on whether or not the water is being changed 
every 20 minutes. By measuring the total solids content of 
the water in the “dipper well” at appropriate times of the 
day, we get a pretty good indication of the state of hygiene 
discipline at the serving point. It is, of course, a truism 
to add that the best guarantee of good hygiene discipline 
is conscientious people who appreciate the importance of 
hygiene and who carry out the rules. . 

For those who are interested, we shall be glad to provide 
‘details of our investigations.—I am, etc., 

ALEC LERNER, 


Chairman, Hygiene Committee, 


London, W I i Marks aod Spencer Limited 


Poliomyelitis in London in 1949 


Sir,—The interesting article by G. E. Breen and B. 
‘Benjamin (December 30, 1950, p. 1473) unfortunately does 
not state in figures the cases in each borough on which the 
mathematical results have been worked. If, however, the 
map which is labelled “1949 poliomyelitis epidemic: 
corrected notifications" is taken as the basis for the 
figures I can only say that for Lewisham this basis appears 
to be wrong. I have counted the dots on the map and they 
come to 50 for this borough. In Lewisham, however, in 
1949 there were 35 confirmed cases of poliomyelitis, and 
there were also 6 cases which ended up with a diagnosis 
of lymphocytic meningitis (presumed non-paralytic polio-' 
myelitis). If the figure of 50 has been taken as the basis 
for Lewisham this shows, compared with the correct figure, 
a discrepancy of 20% or 40% according to whether the 
presumed cases are not or are respectively considered as 
‘confirmed cases. The above probably indicates one of the 
difficulties inherent in aggregating indirectly the figures of 
a number of epidemiological authorities. 

There is just one other point in the article on which I 
should like to comment. That is the statement that the 
week ending Juze 18 is taken as the first week of “ epidemic 
rise.” In that week there were two cases in this borough, 
in sibs, and since their dates of onset were on consecutive 
-days it is assumed they must have been infected from a 
third person earlier. Following them our next cases were 
reported on June 24, July 7, and two cases on July 11, 
these last from a Jocal institution 

Perhaps it would be as well for me, here and now, to 
give the corrected figures for the last four years, including 
the one which has just ended. They are: 





The last confirmed case notified in 1950 was on November 7, 

and therefore it is unlikely that any rediagnosis will be 

made.—lI am, ete., 
London, S.E 6 


E. H. R. SMITHARD, 
Medical Officer of Health 
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Tuberculosis and the Health Service 


Sm,—When-Or. J. Brailsford (December 30, 1950, p. 1493), 
a successful radiologist, eyes the report of the B.M.A. 
Tuberculosis Group Committee with suspicion, asking 
whether the dominant note is not self-interest, his com- 
ments should be scrutinized with the closest attention. - 


He italicizes sentences from your leading article of December 16 
(p. 1373), but veils their significance. He appears to welcome the 
small reduction in the mortality from tuberculosis in recent years, 
but does not say that it is largely due to the short extension of 
lfe which chemotherapy has given to moderately advanced cases. 
In other words, chemotherapy delays death in many instances, 
and the graph of mortality is assuming a new shape. “That the 
average age at the time of infection with tubercle bacilli is 
rising” is not a sentence meriting excited italics but one to 
arouse the sober thought that parents and wage-earners are 
acquiring a chronic disease and becoming potential infectors of 
young and old. “That the expectancy of life of tuberculous 
persons is lengthening * ıs quoted as if it ımpled a major advance, 
whereas in sad truth ıt only means we have yet another problem 
to face in the case of the tuberculous. And Dr. Brailsford does 
not choose to underline, “that the number of new cases is 
increasing,” presumably because it proclaims unanswerably the 
inadequacy of the present tuberculosis service. 

On the other band, the proposals of the B.M.A. Committee 
for the provision of properly equipped chest clinics, of hospital 
and sanatorium beds, and for increases in medical, nursing, and 
clerical personnel are based on knowledge gained by experience. 
A large part of the work required in the tuberculosis field is not 
being done, and cannot be done until the staff and equipment are 
provided. In one clinic in this capital of the world it takes up to 
three weeks to get an x-ray picture taken, and longer to achieve 
a bronchoscopy. There are insufficient health visitors to investu- 
gate the basic problem of contacts, and there are insufficient 
clerks to permit letters to go out to family doctors with proper 
dispatch. Shortage of beds in hospitals and sanatoria has forced 
on chest physicians the method of domiciliary treatment. This 
is only a second-best when compared with the advantages of 
investigation and treatment in hospital. It 1s an interim measure 
urgently devised to circumvent the shortage of beds, the feverish 
need for which it can never lessen. 

But it is unfortunate that the B M.A. Committee did not deal 
more critically with the sources from which working-class 
tuberculous patients can obtain financial assistance. Indeed, 
from the way they express themselves in your issue of December 
16 (p. 1385) the impression is gained that plentiful aid can be 
obtained from a variety of sources. Jn actual fact a tuberculous 
patient who has to rely on the National Assistance Board and 
other agencies can support his family on only a very low standard 
of living, while renewal of clothing or household goods is rarely 
feasible. In other words, a mbn is, in’ effect, penalized for 
contracting tuberculosis. Many doctors speak disparagingly of 
what is called the Welfare State, implying it is altogether too 
bountiful. J have not yet sighted the coast of this mythical Jand. 
On the other hand, I am appalled daily by the parsimony of such 
aid as my patients can obtain 


I can agree if Dr. Brailsford believes that good housing 
and nourishing food are fundamental in the control of 
tuberculosis. But equally so are all the other factors men- 
tioned in the B.M.A, report. May I, then, ask what steps 
are now proposed by the B.M.A. to achieve the realization 
of its recommendations ?—I am, etc., 

London NW8 a 


Electric Blanket Rash 


Sır—The patient was an elderly lady, aged 78, who was 
complaining of intense irritation on the extensor surfaces of 
the legs and arms. There was a papular rash over these 
areas. The papules appeared to be due to inflammation of 
the hair follicles. Tt was thought that she was suffering 
from some allergic reaction, possibly to a chemical soap 
used in the laundry. 

The rash was resistant to all the usua} treatments and the 
state of the patient was giving rise to some alarm, as she was 
getting no sleep. During one of the frequent examinations, 
a spark was seen to pass between the patient's shin and a 
loupe. On running the hand over the shin, several small 
shocks were felt. Only then was it discovered that the 


patient had acquired an electric blanket, which afforded her 
? 


L. N. GRUNBAUM. 
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much comfort. There was obviously a defect in the wiring 
of the blanket, with the result that the patient was shorting 
through a heavy blanket, which was directly in contact with 
the parts affected and which was also touching the iron 
framework of the bed. ‘ 

The rash cleared completely when the electric blanket was 
banished.—I am, etc., 


Weymouth ELLIS PARKINSON 


Long Umbilical Cord 


Sir,—A few months ago I attended a patient in her third 
confinement, Everything was normal. The umbilical cord 
measured from its root in the placenta to the baby's navel 
4 ft. 8 in. (142 cm.). There was one twist completely 
round the body, up over the front of the body, over the 
shoulder, under the same axilla, then up and twice round the 
neck, and a good bit to spare afterwards. Jellett's Midwifery 
says that the cord can be as short as five inches and as long 
as five feet, just in a general way. I think that this case must 
be more or less a record.—I am, etc., 

Valparano, Chile, South America S. M. WELLS 


Helping the Newly Blind 

Sm,—May we, as administrators respectively of 
St. Dunstan's and the National Institute for the Blind, draw 
tho attention of those of your readers who may be asked 
for advice by patients losing their sight to the proper course 
newly blinded people should follow if they wish to take full 
advantage of the Blind Welfare Services ? 

If a person's loss of sight has been caused or aggravated 
by war service (including civil defence), he or she should 
get in touch with St. Dunstan's, 191, Marylebone Road, 
London, N.W.1, which is responsible for such cases. 

Responsibility for all those whose loss of sight is not 
attributable to war service—that is, the civilian blind—is 
borne by the local authorities and the local voluntary 
agencies for the blind, in co-operation with the National 
Institute for the Blind. Newly blinded civilians should 
therefore get in touch with the local Blind Welfare 
Authority or, should there be any doubt about the identity 
of that body, with the National Institute for the Blind, 
224, Great Portland Street, W.1, which gladly provides 
applicants with any information or advice they may require 


—We are, etc., W. ASKEW, 
Secretary, St. Dunstan's. 
J. C. COLLIGAN, 
Secretary-General, 
London, W.1 Natonal Insutute for the Bind 


2. 
POINTS FROM LETTERS 


Unusual Presentation 

Dr. A. J, Mactzop (Lochmaddy, Isle of North Uist) writes: 
Delay in a recent labour in a primupara, which appeared straight- 
‘forward, was caused by limitation of flexion of the foetal head. 
This proved to be due to the right forearm being across the 
throat, under the chin, bound down there by the cord, which was 
tight round forearm and neck. At birth the right hand was 
below and behind the left ear, the back of the hand next the 
meck. The descent of the head was slow, but delivery presented 
no difficulty. 


Mercy Administrator ? 

Dr. B. D. Jounson~(Leicester) writes: We seem to live in an 
age when it is becoming increasingly unfashionable to call a spade 
a spade. I find in Dr. C. K. Millard’s letter (December 23, 
p. 1447) on euthanasia such terms as “ euthantsors " and “* mercy 
administrators " advanced as suitable for those who, it is pro- 
‘posed, are to be licensed to kill patients suffering from “ incurable 
iliness.” I would have a far greater respect for Dr. Millard and 
his society (with whose views I profoundly disagree) if he 
„expressed his meaning in simple terms such as “ patient killers” 

. . rather than hide his meaning in unhappy euphemisms or 
ill-conceived neologisms. 


Correction.—In Mr. McNeill Love's letter on` appendicitis 
(January 6, p. 36) the first line of the penultimate paragraph 
should read, “As admitted in the article, appendicectomy is not 
always possible... .” 
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G. R. GIRDLESTONE, D.M. F.R.C.S. 


Mr. G. R. Girdlestone, who played a leading part in 
the advancement of orthopaedic surgery in this country, 
died on December 30, aged 69 years. 

Gathorne Robert Girdlestone was born in Oxford in 
1881 ; his father was Canon R. B. Girdlestone, of Christ 
Church, Oxford. From Charterhouse he went on to 
New College, Oxford, and at St. Thomas's Hospital, 
where he continu his medical education, he was 
University Scholar. He qualified M.B., B Chir. in 1908, 
and, after serving as casualty officer and house-surgeon 
at St. Thomas’s, he went to Oswestry as a partner in a 
surgical practice, and there he immediately came under 
the influence of Sir 
Robert Jones, who regu- 
larly visited the hospital i 
for crippled children 
which Dame Agnes Hunt 
had established at Bas- 
church. It was as Sir 
Robert’s lieutenant that 
he played such an impor- 
tant part in the founding 
of the Central Council for 
the Care of Cripples. In 
1911 Girdlestone became 
a Fellow of the Royal 
College of Surgeons, and L 
not long after the out- 
break of the first world 
war he was appointed, while a captain in the R.A.M.C., 
to take charge of a unit for the treatment of bone and 
joint injuries at Oxford. Those few huts at Headington 
were the origin of the world-famous Wingfield-Morris 
Orthopaedic Hospital. It was Girdlestone’s enthusiasm 
and skill as a surgeon which were largely responsible for 
Lord Nuffield’s immensely practical interest in pro- 
moting this hospital. No less valuable than the hospi- 
tal itself was the system of clinics which linked it to 
towns and villages in Oxfordshire, Buckinghamshire, 
and Berkshire. Girdlestone travelled widely to explain 
the advantages of this method of organizing orthopaedic 
care, and it was after a visit to South Africa that Lord 
Nuffield established an orthopaedic trust there similar 
to the trust he formed for the development of ortho- 
paedic work in Great Britain and Northern Ireland. 

Though the Wingfield-Morris Hospital was the main 
interest in Girdlestone’s life, he built up a large ortho- 
paedic practice and was on the staff of many hospitals, 
including the Radcliffe Infirmary, the King Edward VII 
Hospital at Windsor, the Royal Buckinghamshire Hospi- 
tal at Aylesbury, the Savernake Hospital at Marl- 
borough, and the Robert Jones and Agnes Hunt Hos- 
pital at Oswestry. The American Orthopaedic Associa- 
tron elected him a corresponding member. In 1937 he 
was appointed to the first chair of orthopaedics to be 
established in this country, the Nuffield professorship of 
orthopaedics at Oxford. He did not remain professor 
long, however, for he resigned in 1940 and became a 
consultant to the E.M.S. and to the Ministry of Pen- 
sions. In 1942 he was elected President of the British 
Orthopaedic Association. He wrote many articles in 
journals and textbooks, and his book, Tuberculosis of 
Bone and Joint, was published in 1940. - 
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We are indebted to Professor A. D. Gardner for the 

_ following appreciation: Wherever in the world ortho“ 
paedic surgery is practised. the ngme- of -Girdlestone 
is known. He was prominent in the small group of 
pioneers who developed, improved; and popularized in 


Great Britain and the Dominions the principles and: ~ 


methods of “the prime originators of this ‘practical 
science, which has transformed the lives of jinnumer- 
“able deformed and injured human beings. His special 
teacher and example was Sir Robert Jones, whose 


‘ „methods he studied in collaboration when he was thé 


surgical partner in a firm of doctors in Oswestry.” Much 
also he owed to Dame Agnes Hunt, whose hospital at 
- Baschurch provided him with an early model of what 


he was eventually ‘to create himself in Oxford; It was., 


by. no means only the important advances that he 
learned there in the treatment of crippled limbs, but 
„also the spirit of devotion and selfless love of humanity 
with which in later years he inspired all his associates. 
He himself was a born surgeon, with strong, sensitive 
‘hands and an imaginative insight into the distresses of 
the living ‘structures. he was handling. Never-ceasing 
stidy and perpetual contact with experts in all-branches 
of medicine made and kept him a master of his .sub- 
ject, to which he made many notable contributions. 
These included descriptions of. original ° operative 
methods, systematic - clinical observations, and an 
important monograph on tuberculosis .of the knee- 
joint. On the organization of orthopaedic: work in 
> hospital and clinic, and‘on the spirit in which it should 
be done, he spoke and wrote continually: and it is 
perhaps in this aspect of orthopaedic surgery that, his 
-most massive and original contribution lay. The organ- 
ized system of satellite clinics, surrounding and served 
-from the central hospital, which he created in the 
Oxford region will long remain the model not only 
for orthopaedics but for all forms of specialist regional 
services, 
seems to see “ the Wingficid “ growing like magic around 
him, and spreading its healing influence further and 
further into the counties. Jt was not long before Lord’ 
Nuffield fell under his spell and gave the splendid aid 
which transformed the temporary hutments of the 
nineteen-twenties into the famous Wingfield-Morris 
Hospital. of to-day. A further recent benefaction has 
secured Girdlestone House, for many years his home 
on the outskirts of the hospital, -as a valuable residential 
annexe and.a permanent memorial to his name. 
“G.R.G.’s” many-sided character gained him 
innumerable friends. He was a superb golfer,. who 
might, well have been amateur champion if he ‘had 
not had better things to do, and he excelled at all 
games requiring a keen eye and accurate control. On 
‘his professional side. he became in due course President 
of the Orthopaedic Association. When Lord Nuffield’s 
great medical benefaction came to Oxford in the 
nincteen-thirties he was the only possible, choice for 
the -chair of orthopaedic” surgery, which he occupied 
. with much distinction. But after some years of incrgas- 
ing strain he found it necessary to return to the life_ 
of clinical. practice and hospital organization which he 
loved and of which he had made such a brifliant success. 
His. loss as a person is irreparable, but his 69 years of 
life have. been very. full of achievement and will long 
remain an example and enduring influence. f 
H. J. S writes : Girdlestone’s life was the Wingfield- 
- Morris,. Hospital. 
other achievements and his many talents. “This, generous 
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and affectionate man was childless; and so he cherished 
with parental’ care the ‘miserable collection of huts in 
which he' started: his career as an orthopaedic surgeon 
until, in the fullness of time and -with the ‘inspired aid 
of Sir William Morris, as he then was, it blossomed ‘out 
as one of the premier orthopaedic hospitals _ of Great 
Britain. His golicitude extended to every member of. 
the staff ; ; in sickness, in family troubles, and in financial 
difficulties he was ready to help, and no dne can cata: 
‘logue his many acts of kindness. There was a remark- 
able atmosphere about the place that made for happiness 


~and efficiency, and the best witnesses are ‘the host of 


old patients who are deeply attached. to the ‘hospital 
and to its staff. At the beginning of the second world 
war it was proposed that-a large number of E.M.S. huts — 
‘should be added to the Wingfield, and the plans were ' 


, actually drawn. .The.moment Girdlestone learned how 


much some hospitals had suffered as a result. of enforced 
expansion he never rested until he had found a way of 
getting the additional beds without detriment to his own 
hospital. He explored every plot of open land in Head- ` 
ington; he found a good site; he. prevailed on the 
Ministry of Health to build a decent-looking emergency 
hospital in brick ; and he worked with the architect on 
every detail of the plans. The result was that Oxford 
was given a new hospital—the Churchill—which has ` 
proved invaluable since as well as during the war, 
Then came the question, who was to work there ? That 
excellent corps of volunteers called the American Hos- 
pital in Britain was’ first housed a little uncomfortably ' 
at Park Prewett, near Basingstoke. Why not' give them 
a whole new hospital to themselves? So they came to 
Oxford. .The Stars and Stripes and the Union Jack 
_ Were run up one day in a. driving. snow-storm, “and, 
“thanks to Girdlestone, that very gallant compdny ‘of ~ 
Americans, who came here during the darkest period of 
the war, was able to work in congenial surroundings. 


Looking back over the contracting years one / This was but one instance of Girdlestone’s creative 


ability and tenacity of purpose. Whatever he did was 
be important a clash was inevitable, for there was no 


` done with all his might. When he encountered colleagues 


who differed from him on some matter that seemed to 
possibility of compromise ; but even in the heat of ‘battle 
it was impossible not to admire so staunch a fighter. 
And it/was a great privilege to have worked with him. 


Professor J. Trueta writes : The, hazards of my life 
have brought me in contact with many men, but I cannot 
recall any who. apart from my father, had more influence 
on my life than “'G R.G.“ When we first met shortly 
after my arrival in England almost twelve years ago he 
extended tò me his protective arms, brought me to- 
Oxford, and watched attentively all my steps until he’ . 
saw me taking roots in this country and, in the hospital 
he had founded. This intimate friendship dnd- daily 
contact gave me the opportunity of discovering one of 
the most extraordinary personalities of the - medica} 


“world of to-day. - He was a man of whom any country, 


at any time, might be proud. As in all men of reat 
genius -his great qualities seemed to be his only salient 
defects. By his simplicity he failed to impress super- 
ficial observers, and by his modesty and retiring disposi- 


‘ tion he never attained the recognition to which his great 


deeds entitled him. His modesty was apparent to the 
end by his refusing to have a memorial service dedicated 
to him.’ His directness, unfailing purpose, and sincerity, 
together : with his incanacity for dissimulation, were a 
source of suffering, to him and sometimes to. others. But 
all these attributes were like small gems implanted in a 
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golden heart. Here lay his strength and the outstanding 
feature of his personality. 

Girdlestone bas been an example of a man who lived 
to love. He loved God and all that comes from Him. 
He loved his country, his friends, his patients, his pro- 
fession, and his hospital. As a summation of all his 
other great affections he concentrated his tenderness on 
his wife, Ina, the faithful companion of his lıfe. The 
stream of crippled and infirm children who came under 
his care for more than forty years were as their children, 
and he nursed them with the tenderness of a father. 
‘Love brings forth love and also fruit. In 1919 the pages 
of this Journal were honoured with the publication of an 
article on “ The Cure of Crippled Children,” signed by 
Sir Robert Jones and G. R. Girdlestone. There an 
almost Utopian plan for the prevention, treatment, and 
_ education of children suffering from orthopaedic condi- 
tions was expounded by the master and the young 
reformer. Now, thirty years later, the Wingfield-Morris 
Orthopaedic Hospital and the orthopaedic organization 
of the Oxford Region stand as a lasting monument to 
the memory of the genius who made Utopia a reality. 
He imparted to this hospital so much of his Jove that he 
leaves behind in it what is known as a “ Wingfield 
spirit.” The only recompense for which he sought was 
the affection of his patients and of those who surrounded 
him, and in that-he was amply rewarded. We, his 
intimate friends, have suffered an irreparable loss, his 
patients lose a great comforter, and England a great 
social reformer. 


` 


Sir LENTHAL CHEATLE, K.C.B., C V.O., F.R.CS. 
One of the few remaining personal links with Lister is 
broken by the death, on January 2, of Sir Lenthal 
Cheatle, who had been identified with King’s College 
Hospital—Lister's London hospital—for well over half 
a century. When he was surgical registrar at King's 
from 1889 onwards he came into close association with 
Lister, who occupied the chair of surgery at the College 
until 1892, and in fact Cheatle assisted him in the last 
operation that he performed. 

George Lenthal Cheatle was born in 1865. He 
received his education at Merchant Taylors’ School 
and at King's College and Hospital, qualifying in 
medicine ın 1887. He was already a member of the 
Medical Society of King's College in the session 1885-6, 
and by 1889 he had become vice-president. He held a’ 
number of posts successively in his own hospital, which 
was then in the neighbourhood of the Strand—demon- 
strator of anatomy, house-surgeon, house-physician, 
surgical registrar, and, from 1892 to 1894, demonstra- 
tor of surgical pathology. His appointment as assistant 
surgeon at King’s dated from 1893, and in 1900, the 
year he obtained the F.R.C.S., he was made full 
surgeon and teacher of surgical pathology. 

In the early days of the Boer War he went out to 
South Africa with his former chief, Sir Watson Cheyne 
(the house-surgeon whom Lister had brought from Scot- 
land), both of them receiving a great send-off from 
King's students at Waterloo. Cheatle was appointed 
consulting surgeon to H M. Forces: he was mentioned 
in dispatches, received the campaign medal and four 
clasps, and was made Commander of the Bath. In the 
European war of 1914-18 he gave his services to the 
Royal Navy; holding the rank of surgeon rear-admiral 
and serving at Haslar and in a hospital ship during the 
Gallipoli campaign. At the end of the war he was 
made K.C.B. He continued for many years to be a 
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member of the Consultative Board of the Royal Naval 
Medical Service and of the Admiralty Departmental 
Committee. Sir Lenthal Cheatle also took an active 
part in the creation of a medical branch of the Naval 
League. 

On his return from naval duties his work for King’s 
College Hospital was resumed, and in 1923 he became 
senior surgeon and one of the Jecturers on-surgery. He 
retired from the active staff in 1930, and was appointed 
consulting surgeon to the 
hospital and emeritus lec- 
turer on clinical surgery 
in the medical school. 
Among other appoint- 
ments which he had held 
were those of surgeon to 
the Florence Nightingale 
Hospital, and consulting 
surgeon to the Hospital 
for Paralysis and Epilepsy, 
the Surrey Dispensary, and 
the Sevenoaks and Bur- 
ford cottage hospitals. He 
had also held the office 
of president of the Sec- 
tion of Surgery of the 
Royal Society of Medi- 
cine. Honours were bestowed on him by the Italian 
and French Governments; by the former he was 
made an Officer of the Grand Cross of Italy, and by 
the latter Chevaher of the Legion of Honour. The 
American College of Surgeons made him an Honorary 
Fellow in 1932. In the previous year he had received 
the Walker Prize from the Royal College of Surgeons 
of England for his work on the pathology and thera- 
peutics of cancer. 


To the end of his life Lister was his great hero, though 
his personal association with him had been limited to 
the last few years of Lister's reign at King’s. He spoke 
often of Lister’s devotion to work and of his courtesy 
to all who assisted him, and was fond of telling how to 
Lister the operating theatre was a temple, of whose 
sanctity he would permit no infringement. One occa- 
sion he recalled was when Lister brilliantly performed 
an operation in 32 seconds, and when thé onlookers 
broke into a subdued cheer he turned round and said, 
“ Gentlemen, remember where you are.” One outstand- 
ing characteristic of Lister which Cheatle strove success- 
fully to emulate was scrupulous accuracy and attention 
to detail. He once told Cheatle that he could not recall 
ever having made an inaccurate statement, that there 
was nothing he had ever said or written which he wished 
to retract. 

It was his association with Lister and Watson Cheyne 
that gave Cheatle his special interest in pathology. He 
was one of the most careful of investigators. Early in 
his career he recognized the importance of cutting and 
examining sections of an affected organ, and for this 


particular purpose he devised the large microtome. 


sometimes associated with his name. This method of 
investigation he applied in particular to carcinoma of 
the breast, on which subject, in collaboration with 
Dr. M. Cutler, he wrote a textbook, Tumours of the 
Breast. He also wrote the section on inflammation and 
diseases of the breast in Sir James Walton's Surgical 
Diagnosis and the article on suppuration in Choyce's 
System of Surgery. He was one of the earliest to give 
injections of tetanus antitoxin to patients with wounds 
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contaminated by dirt. His earliest noté on that subject 
was published in 1910. 

For many years‘ Sir Lenthal Cheatle was president of 


. the King’s College Hospital Lawn Tennis Club, to which . 


z 


-sons and one daughter. 


he presented a cup for the singles championship open 
to students of the school. In the eighties he was for- 
several years one-of the most successful cricketers that 
King’s College—never backward in sport—could put in 
the field. ` ; 

He married Miss Clara Jopp in 1902, and had three 
Lady Cheatle died “in 1942. 
His brother, the late Arthur Cheatle, F.R.CS., one of 
the leading otologists of his time, was his colleague at 
King's. 


C.P. GW. writes: It' was while Cheatle was 
surgical régistrar that he came in contact with Lord 


. Lister, and he never missed a ward yisit that Lister 


undertook. He was well versed in the Listerian method 
of dressing wounds, and he always remained a staunch 
antiseptic surgeon, using 1 in 40 carbolic for all his” 
instruments. Lenthal Cheatle had a’great personality : 

he was charming, suave, and good-looking, and he was 
a great favourite with the students, nurses, and patients. 
He always came to hospital wearing a morning coat 
and a top hat. Twenty years of retirement has meant 


that few of the younger generation of surgeons have. 


heard of his work. 


` got ‘ is 


‘THOMAS FRASER, C.B.E., D.S.O., LL.D., M.B. `- 


Dr. Thomas Fraser, one of Aberdeen’s most notable 
medical men,-died at his home on January, 3 at the age 
of 78 years. -Blessed by good health for the greater 


- .. part of his life, he was able to carry on his large practice 


until just about a year before-his death. ; 
Thomas Fraser’s father was the late Provost T. Fraser, 

of the ancient Royal Burgh of Kintore) within a short 

distance of Aberdeen. He was educated at Robert 


Gordon’s College, Aberdeen, whence he proceeded to . 


the University. ‘As was the custom at ‘that time, he 
entered the Faculty of Arts and graduated M.A. in 
1894. Four years later he completed the medical course 
and graduated M.B., Ch.B. He then spent a short time 
in general practice in Leeds, returning to ‘Aberdeen in 


_ 1900, in which year he obtained the diploma of public 


. self in general practice. 


health with credit. About this time he established him- 
One of his earliest appoint- 
ments was in the old Aberdeen Dispensary, at which 
attendance by, medical students was compulsory: they 
not only had to attend out-patient clinics but also visited 


` patients in their own homes. Some time thereafter began 


his Iong association-with the Aberdeen Royal- Infirmary 
by his~“appointment as assistant anaesthetist, - ‘then the 
recognized stepping-stone to the honorary staff. ` Later 
he became assistant physician, and in 1919 ful! physician 
and lecturer in clinica! medicine to the University. 
Finally, on his retirement from the hospital in 1932 he 
was appointed consulting physician. At one time he also 
held the post of obstetric physician at the Maternity 
Hospital., At‘an early period in his career he became 


attached to the materia medica department of the. 


University, first as assistant and later as Jecturer to the 
late Professor’ Cash. He became interested in’ the 
problems of diabetes, and collaborated with the late 
Dr.-John, Rennie, of the natural history department, 


_ carrying out some important researches on the Aetiology 


of this disorder. Rennie had pointed out that in certain 


of tHe. teleostean fishes the islands of Langerhans formed ` 
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an almost separate organ. Extracts of these were 
made and fed to diabetic patients, and to one at least 
the extract was given’ by injection. This may quite 
truly be said to have been the precursor of insulin, but 
neither biochemistry nor the ancillary sciences were 
sufficiently advanced to allow of the development of this 
brilliant hypothesis. 

As his practice was increasing he was compelled to 
‘give up some of his uni- 
Always a 
keen Territorial, be served 
in the first world war as 
a lieutenant-colonel, com- 
mafiding “the 89th (Ist 
Highland) Field Ambu- 
lance, and he was present 
at the landing. at Hellas. 
Tovalided from ,Gallipoli 
in 1916, he was, later 
transferred to France as 
officer commanding 51 
(Highland) Casualty Clear- 
ing Station, -In 1918 he- 
was appointed A.D.M.S. 
47th (London) Division, 
with the rank of colonel. 
The war , years ` had 
brought to light his great 
capacities as an administrator, and the brilliance of 
his wartime service is attested by five mentions in 
dispatches, and by the award of the D.S.O. in 1918 , 
and’ the C.B.E. in 1919.’ In addition he held . the ` 
Territorial Decoration. 

In the immediate post-war years the demands of his 
large practice and his hospital teaching left him with 
little leisure, and such spare time as he did allow | himself 
was ‘given over to the work of the British Medical. 
Association and of local medical affairs.. He was 
honorary- secretary of the Aberdeen Branch from 1905 
to 1927. In 1914 as joint secretary he was largely 
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responsible for the success of the Annual General Meet- . 


ing in Aberdeen. Besides serying on a number of the 
major committees, he was a member of Council from 
1927 to 1939. He was elected President of the Associa- 
tion in 1939, and he retained this office until 1942. -In 
addition, from: 1941-to 1946 he was a member of the 
“General Medical Council. The City of Aberdeen con- 
ferred upon him the distinction of Deputy Lieutenant. 
Of none of the many honours which came to*him: 


was he more proud than the LL.D. degree which the ~ 


University conferred upon him in 1939—a fitting tribute 


to one who ‘for so many arduous years had been: 1 a’ 


devoted and loyal son of his alma mater. 

Perhaps he was the last survivor of a genération in 
which it was possible for a man to conduct the arduous 
duties of a general practitioner and at the same time be. 
an outstanding teacher in a medical school, and to-day 
many of his former students will ‘look back with grati- - 
tude on all they learned from him and will remember his 
courtesy, his dignity, his humanity, and the example of 
one who conducted all his work on the highest ethical 
standards. He is survived by his ‘widow and two sons, to 
.whom much sympathy is extended.—A. G. A. - 


W--C..S. writes: The passing of Dr. Thomas’ Fraser 
is not only the passing of a well- beloved family doctor 
bnt the passing of an era in general practice so fat as the 
North of Scotland is concerned. Dr. Fraser’s claims - 
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foundations. He was a fine example to the medical youth 
at the Aberdeen Dispensary of the combination of the 
bedside manner par excellence and the shrewd clinical 
observation that stamped him through all his wide prac- 
tice. Always thinking of the patient—early or late, far 
or near, poor or rich—if the needs of the case were 
there so was he. Never did any physician spend him- 
self more unselfishly for his patients. Whenever an 
operation was performed on any of them he made it his 
business to be there, so that he would know exactly 
what was ‘present and what was done in each case. In 
this way he kept a very close watch and ward over all 
his cases and was thus able to assess more fully future 
developments from past experiences. For many years 
he enjoyed a fine reputation as an accoucheur, and his 
help was prized by many colleagues as well as by the 
patients. It was difficult to see how he could stand up 
to so much night work when his daily visiting lists were 
so long, particularly when one remembers how generous 
he was at any call—no hurried in-and-out for him In 
all his professional dealings he was most correct and 
proper—indeed, even fastidious by modern standards— 
but he clung to etiquette and enjoyed great kudos for 
that. In the earlier days his voice was heard at medical 
festive occasions in song and, on more serious occasions, 
in speeches that were always well prepaied and carefully 
delivered in the Asquithian manner. He was a voracious 
reader of all sorts of literature, and kept himself informed 
on all matters of current medical and general interest, 
while spending all day and often part of the night on 
his daily task, his patients. He was a student of the art 
and craft of prescribing and therapeutics, and elegance 
added to his courtesy at the bedside made him indeed 
the beloved physician; no trouble was too much—in 
fact, he wiped the word trouble out of his dictionary. 
Quiet dignity and efficiency inspiring confidence, delight- 
ful easy friendliness, and courtesy abounding combined 
to make him “a perfect gentle knight,” and his memory 
will be long cherished by the laity and by the profession 
he did so much to adorn. 


HERBERT STANLEY FRENCH, C.V.O., C.B.E. 
D.M., F.R.C.P. 


Dr. Herbert French, formerly physician to His Majesty’s 
Household, died in London on January l at the age 
of 75. He was at the time of his death consulting 
physician to Guy's Hospital, to Queen Alexandra's Mili- 
tary Hospital, and to the Royal Hospital at Chelsea. 
Herbert Stanley French was born in Newcastle- 
upon-Tyne, where his father was a merchant. He was 
educated at Dulwich College and Christ Church, Oxford, 
to which he gained an open scholarship. It was at 
Christ Church that he met the son of Sir James Sawyer, 
a physician of Birmingham, whose daughter, Amy, he 
married in 1904, After obtaining a first-class in the 
National Science School he came to Guy’s Hospital with 
a university scholarship in 1898, and there won the 
Beaney Scholarship, the Beaney prize for pathology, and 
the Gillson Scholarship of the Society of Apothecaries. 
He graduated B.M., B.Ch. in 1900, and. after holding 
the post of house-physician at Guy’s, he held a Rad- 
cliffe Travelling Fellowship from 1902 to 1904, the 
year he proceeded DM. In 1906 he was appointed 
assistant physician to Guy’s Hospital and in 1917 full 
physician. He was admitted F.R.C P. in 1907 and was 
Goulstonian Lecturer in 1908, choosing as his subject 
“The Medical Diseases of Pregnant Women.” For 
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many years he was physician to H.M. Household. 
During the ‘first world war he served as honorary 
lieutenant-colonel in the R.A.M.C. and was appointed 
consultant to a large military hospital at Aldershot. He 
also became consultant physician to the Queen Alex- 
andra Military Hospital, Millbank, the Royal Hospital. 
Chelsea, the Radium Institute, the Enfield Hospital, and 
the Surrey Dispensary. He was made a C.B E. im 1919 
and a C.V.O. in 1930. In 1928 he was president of the 
Harveian Society. Early in his career he examined in 
medicine for the Society of Apothecaries, and later for 
the University of Oxford and the Royal College of 
Physicians. He was the author of many articles in 
journals and textbooks, but im this field he achieved 
most fame as editor of An Index of Differential Diag- 
nosis of Main Symptons, which first appeared in 1912 
He retired from professional life in 1929, when still in 
active middle-age, and devoted himself to his property 
in Surrey, where he turned with whole-hearted enthu- 
siasm to fruit farming and cider and chutney making. 
His first wife died in 1946, and in 1948 he married Nora, 
widow of Edward McDonald. He leaves a widow, son, 
and daughter. 


A. H. D. writes: French appeared never to have any 
doubts about his decisions or the goal for which he was 
making. His determination to succeed was evident in 
his student days, and as he passed through the successive 
phases of house-physician and registrar to assistant 
physician his quite extraordinary power of mtense 
industry became more and more apparent. As a house- 
physician he started collecting notes, sketches, and photo- 
graphs of cases of interest, thus providing the core of 
the book which was later to make him famous. Soon 
after election to the staff at Guy’s he developed pulmo- 
nary tuberculosis and went for some months to Corn- 
wall, where he devoted his time to sailing and fishing 
Within a few months he was back at work, clearly 
recovering in spite of the most exiguous treatment as 
judged by modern standards. He delighted in later 
years to demonstrate his health and strength “ in spite,” 
as he said, “of 16 positive sputa.” 

He was a most impressive teacher, partly because of 
his Jove of the dramatic and of simile, partly because 
of the emphasis he would lay on the practical side of 
therapeutics. He was just as ready to teach the best 
way to insert a bed-pan as he was to discuss the latest 
development of the focal-sepsis theory. His post- 
mortem demonstrations and reports were a model of 
lucidity and an example to those who followed him 
His clinical lectures always secured him a_ packed 
theatre, where he would without apparent effort speak 
and illustrate on the blackboard for an hour without 
notes and without. hesitation. 
a teutonic meticulousness which made ıt possible for 
him to edit An Index of Differential Diagnosis of 
Main Symptoms. The index alone took a year to com- 
plete and entailed the making of over half a million 
entries. Most of this work was done when travelling 
in his car to consultations, for which he was in ever- 
growing demand. His other most important contribu- 
tion to medicine was a description of influenza as it 
appeared in the 1918-pandemic. During these years he 
conunued to extend the scope of his clinical experience 
while fostering an ever-increasing consulting practice, 
whicb by the end of the war was probably one of the 
largest in the kingdom. His health was now robust, and 
he was able to enjoy a full social life in addition to 
his professional activines By 1920 the strain on his 


He prided himself on - 


mo 
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capacity for work had reached ‘fabulous proportions, and 
he had come to the-stage of success when not only doc- 
tors but also laymen would ask for his help.. He was 
a strict observer of etiquette in relation to professional 
work and never allowed the patient to consult him with- 
out the knowledge of the general practitioner. 

With a characteristically dramatic gesture he retired 
at the age of 55, sold his house and everything in it, 
even to his stethoscope, and retreated to Néwdigate in 
Surrey. Here he was able_to enjoy the delights of 
country life and holidays on his yacht. He had taken 
his master’s certificate, and grasped with his usual clarity 
of mind the intricacies of navigation. His health and 
strength seemed imperishable. The. death of his wife 
a few years ago was a great blow to him, but he faced 
this with, the same indomitable courage which he showed 
in his final illness. His happiness was restored when he 


“married again some two years.ago, but a painful and 


fatal illness struck him last autumn, and he ended his 


days in the hospital he loved-and served so well. 


+» GEORGE C. CATHCART, M.D. 


d 


Dr. George Clark Cathcart, who died in a nursing-home 
at Broadstairs on January 4 in his 91st year, practised 
as an ear, nose, and throat specialist for many years 
in Upper Wimpole Street and in his day had one of the 
best consulting practices in the West End of London. 
Cathcart belonged to an old Edinburgh family, his 
elder brother Charles being a well-known teacher of 
surgery at Edinburgh, and he went to school at Edin- 
burgh Academy and Loretto. He graduated M.A. at 
Edinburgh in 1883, and thereafter went to Australia and 
back ın a sailing ship and was a pupil at Naples of 


Searfati, one of the last teachers of the old Italian bel - 
` canto, 


in order to cure a stammer. He returned to 
Edinburgh to study medicine, graduating M.B., C.M. 
in 1891 and proceeding to M.D. in 1908. He came to 
London as a resident at the Children’s Hospital, Great 
Ormond Street, as did many Edinburgh graduates of 
those days, and then became resident house-surgeon at 
the old London Throat Hospital (later amalgamated- 
with the Throat Hospital, Golden Square), to which 
he was later appointed honorary surgeon. After the 


` amalgamation he became consulting surgeon to the 


` 


* 


Throat Hospital, Golden Square, and he was also con- 
sulting laryngologist to Mount Vernon Hospital, in the 
days when it was still a hospital for tuberculosis. 
During and after the first world war he was a member 
of the Special Aural Board of the Ministry of Pensions. 

In his earlier days Dr. Cathcart was greatly interested 
in problems of the voice, and at that time his contribu- 
tions to medical literature were mainly on such subjects 
as voice production, stammering, and tonsillectomy. It 
was directly because of this interest that in 1894 he 
founded the famous Promenade Concerts at the Queen’s 
Hall, London. He insisted that in order to prevent 
vocal strain the orchestral instruments should be tuned 
to French pitch and not to the higher concert pitch, as 
was then usual; and he also insisted that his young 
friend and “discovery,” Henry Wood, should be the 
conductor of the series of concerts. Then a young 
bachelor of independent means, Cathcart was quite con- 
tent, in order to prove his thesis, to lose several thousand 
pounds in starting the concerts, and when-they began 
to pay their way he gave place to others. In his later 
days he became more and more interested in deafness 
and its prevention. He revised and largely re-wrote his 
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friend Hunter Tod’s Diseases of the Ear in 1926, and 
in 1931 published a-small book, The Treatment ‘of 
Chronic Deafness, which weit into a second edition. 
Not infrequently the victim of his own kind heart, he 
was also ever sympathetic towards the unorthodox in 
medicine—homoeopathy, ostedpathy, the electrophonoide 
method of Ziind-Burguet. He had always a current 
favourite among such methods and their practitioners 
He was an ardent freemason, having been a Past Master 
of the University of Edinburgh Lodge and a member of - 
Grand Lodge. 

Dr. Cathcart never married, but he. had many nieces -~ 
and other relatives to whom he was devoted, and there 
can have been few men more beloved by more friends 
in every walk of life.—R. S. S. 


Dr. ALMA’ Percy Forp, who from 1919 devoted his life - 
to the care of patients suffering from tuberculosis in the 
county of Hertford, died suddenly on December 18, 1950. at 
the age of 60. Born at Spalding, Lincolnshire, he was the 
son of Alderman A. Ford, J.P. After.leaving the Mercers” 
School, he studied medicine at the London Hospital, where 
he qualified in 1914. On the outbreak of the first world way 
he volunteered for service in the R.A.M.C, and was sent to. 
France in August, 1914, where he served until he was 
demobilized early in 1919. He took the D P.H. in 1920, and 
after a short period as assistant school‘ medical officer in 
Huddersfield he was appointed tuberculosis officér in Hert- 
fordshire and also deputy county medical officer. He 
became the driving forcé behind the great development of 
the tuberculosis service -in the county, and his work was 
recognized in his appointment as one of the two representa- 
tives of the British Medical Association on the Joint 
Tuberculosis Council. At the time of his death he was 
honorary treasurer of the Council, a position which he had 
held for many years. At the inception of the National- ` 
Health Setvice Ford was chief clinical tuberculosis officer in 
Hertfordshire. and medical superintendent of Ware Park 
Sanatorium. After July, 1948, he became a consultant chest 
physician and physician-superintendent of Ware Park Sana- 
torium. Always a keen member of the British. Medical 
Association, he was honorary secretary of the East Herts 
Division from 1931 until 1938, and was chairman of the 
Division from 1939 until 1944, guiding the members through 
the difficult war years with outstanding clarity of judgment. 
and tact. None of his friends and colleagues in the Joint 
Tuberculosis Council and British Medical Association will 
forget his forthright personality radiating from his powerful, 
well-built figure. His interests were wide-—-at one time he 
wag captain of the London Hospital association football ~ 
team ; he held a lifelong passion for cricket ; he was a keen 
golfer. holding the Ledward Cup for’several years ; andhe ` 
was an active supporter of the Amateur Dramatic Society of 
Hertford. Ford contributed a number of papers to medical 
journals on various aspects of the treatment of tuberculosis 
and was joint author, with the late Dr. Hyslop Thomson, of 
Tuberculosis of the Lungs, pubhshed in 1927. His loss will 
be widely felt not only, by his med cal and nursing colleagues. 
and his many’ friends, but by innumerable patients all over- 
the country who have known his sympathy and dynamic 
energy. In 1915 he married Lilla Robeson, who with their ` 
two daughters survives him.—C.P.C. 
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The London Gazette has announced the following awards: 
Bar to Air Force, Cross.—Wing_Corimander H. P. R. Smith. 
A.F.C.) RAF: 
Air Force Cross—Squadron Leader J. 8. Howitt, R.A.F. 
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‘. °° UNIVERSITY OF OXFORD 


In Convocation of January 16 it will be proposed to confer the 
honorary degree of D.C L. on the Rt. Hon. Sir Godfrey Martin 
Buggins, P.C., C.H., K.C.M.G, -F.R.CS., Prime Minister of 
Southern Rhodesia. 


. 


UNIVERSITY OF SHEFFIELD ‘ ` 


-The Cotineil of thè University has ‘decided that the new Hall .of 
Residence for Men. which is being erected in Oakholme Road 
shall be named Stephenson Hall in honour of members of that 

- family who have served the University and ,its forerunners in 
successive generations. 


“Dr. D. E. Price has been appointed Honorary Lecturer in 
"Pathology. « x 


‘ 








~ ` EPIDEMIOLOGICAL NOTES `` - 
Smallpox at. Brighton 2 Se 


Up to noon on. January. 9 there were 17 patients believed - 


-to be suffering from smallpox in Brighton county borough, 
or in the immediate vicinity of these cases. Two have died, 
and the diagnosis in three was still-in doubt. During thé 
previous week the infection had been confined to the two 
original foci—the laundry, to which the clothing of the 
initial case, an R.A.F. officer, was sent, and the hospital, 
in which the. second case was notediagnosed for .10 days. . 
Among the laundry employees there have been six cases, 
_ Two of these worked at a receiving branch and the 


` remainder in the main establishment. The laundry bas- 


„now. stopped work. The hospital is in quarantine, and 
“members of its staff admitted- to the smallpox hospital 
consist of five nurses and one domestic. All these persons 
were employed-on the ward to which the second case was 
admitted and nursed in a cubicle. 


The vaccinal state of the nursing and domestic staff at 


the infectious disease hospital was. unsatisfactory, 27 out 
“of 113, never having been vaccinated. On investigation 
among nurses and domestics attached to the ward con- 
cerned, it was found that seven were unvaccinated. Of 


these, three had very little contact- with the patient and’ 


did not get the disease. . All the remainder had intimate 
contact, and one died and three are in a serious condi- 
` tion. The ether two nurses now in the smallpox hospital 
„have a good vaccinal history, and in their cases there is 
“still some doubt about the diagnosis, 


` ~ Poliomyelitis SR 


Poliomyelitis notifications in the concluding week of 1950 
were: paralytic, 36 (38); 'non-paralytic, 17 (15); total, 53 
53). The figures for the previous week are in parentheses, 
The total uncorrected notifications for 1950 are 8,696, com- 
pared with 9,195 in 1947, 2,379 in 1948, and 6,857 in 1949. 


There were no notifications in the week under review - 


from 35 county’ areas, and in the remainder notifications 
- were more or less evenly distributed, no county nontyiog 
more than four. 


The incidence of poliomyelitis in 1950, after correction of ~ 


_ notifications, is hardly likely to be much less than that in 
1947, when it was 4f times greater than in any previous 
year since compulsory notifications began in, 1912. 


1 $ m 
Influenza 
_The statistics given below for England -and “Wales and 
the Great Towns do not indicate any serious epidemic of 
influenza up to, the end -of the year. Any increases in 


- * pneumonia cases and deaths and influenza ‘deaths are>not 


-much, more than’ normal for the time of year. 
form. of influenza, but of a very infectious type, has been 
epidemic in the north-east of the country, “including 


a 








A mild 


Newcastle-upon-Tyné and -elsewhere, in parts of Lanca- 


“shire, including Liverpool;.and in -Birkenhead (Cheshire), 


But in these districts the epidemic has probably passed 
its peak. Serological - investigations have shown that the 
epidemic in Tyneside is due to-virus A; it may be identical’ 
with that -in the Scandinavian outbreaks—virus A prime, 


_ The results of further laboratory investigations are awaited: 


There is at present ‘no evidence of spread of the epidemic 
to the Midlands and South. But in many areas there are 
local outbreaks of a mild-disease with symptorns not unlike 
those of influenza ; they have not yet- been shown to be 
due to an influenza virus. : 

There is serological evidence that i in Sardinia cases of 


- influenza have been due to Virus B. P 


The following cases òf. and deaths from pneumonia and 


influenza have been reported in the Great Towns: ^. _ 


Totals from the first week of the year in the Great Towns 
compared. with the preceding two ycars are as follows: 








The- following Table shows notifications of pneumonias 
primary and influenzal—in Englând- -and Wales; F 


The following cities and large towns “had the lina 
numbers, of pneumonia. notifications in the week ending 
December 30, 1950: London 64, Birmingham 38, Sunder- 
land 32, Sheffield- 24, Manchester 23, Hiverposl: 18, Gates- 
head 15, Salford 14, Newcastle 14. 

The following weekly claims have been pade on the ` 
Ministry of National Insurance: Week ending ‘October 28, 
1950, 127.245 ; November 4, 144,446; November. 11, 148,497; 
November 18, 147,415 ; November 25, 145,783 ; December 2. 
142,011; December 9, 141,403 ; December 16, 128,842; 
December 23, 87,277 (four days only). . i 

Regional totals of influenza deaths in the. Great Towns in - 
the week ending December 30, 1950, were : Greater London 
(included in London and South-east) 22, Northern 34, East ` 
and West Ridings 4, North-western 30, North Midland 1, 
Midland 6, Eastern 1, “London and South-east 24, Southern 
2, South-western 3, Wales i? total 106. 


$ 
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. Infections Diseases 
-A large fall occurred in the number ‘of notifications of- 


most infectious diseases in England and Wales during the ~ 


week ending December 23, 1950. The“ falls included 
whooping-cough 768, scarlet ‘fever 242, dysentery 190, and 


“acute poliomyelitis 54. The only large exception to the 


general decline was-a rise of 105 in the notifications of 
measles. The notifications of acute poliomyelitis were 7 
fewer than in the corresponding week of 1947 and 18 fewer 
than in 1949. One-third of the cases of acute, poliomyelitis 
were notified in London and the asics couities during 
the week. Z 
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During the Sist and 52nd weeks of 1950, 54 and 102 
deaths were attributed to influenza in the Great Towns of 
England and Wales. These are about twice the numbers . 
registered during the corresponding weeks of recent years. 

. Notifications of influenza usually rise to a maximum towards 
the end of the first quarter, and it is possible that the 
present outbreak will be larger than those that have occurred 
in the last few years. The disease is now prevalent chiefly 
in, the northern cities. m8 


Dysentery _. o 

The notifications: of dysentery were 190 fewer than in 
the preceding week, but with this exception they were the 
highest ever recorded. The chief features of the returns 
during, the. week were large falls in Leicestershire 138 and 
Lancashire 89 and rises in Staffordshire 49 and Middlesex 29. 
- The. largest returns were Lancashire 173 (Southport C.B. 
~53, Oldham C.B. 25, Salford C.B. 20, Manchester C.B. 20) ; 


Leicestershire 101 (Leicester C.B. 89); Yorkshire West - 


~ Riding 136 “(Earby U.D. 58, Bradford C.B.. 19, Sheffield ` 


. C.B. 14); Staffordshire 74 (Stoke-on-Trent C.B. 44, Stafford 


' M.B. 11, Cheadle- R.D. 10); Middlesex 69 (Edmonton M.B. | 


` 54); London 60 (Poplar 13, Islington 12); Shropshire 48 
-(Shrewsbury M.B. 26, Whitchurch U.D. 12); Warwickshire 
34 (Birmingham C.B. 30); Cheshire 29 (Wirral R.D. 8); 
Essex 26 (Romford M B. 15, West Ham C.B. 9) ; Glamorgan- 
_ shire 23; Monmouthshire 23 (Newport C.B. 9); Surrey -22 
(Esher _ U. D. 9); Yorkshire North Riding 17 (Middles- 
rough C.B, 17); Northumberland 16.(Glendale R.D. 9); 
Devonshire 16 (Exeter C B. 10); Durham 15; Norfolk, 15 
(Mitford and Launditch R.D. 15); Kent 13; Somersetshire 
12; Sussex 11; Southampton 10; Northamptonshire 10 
(Kettering M.B. 9); Gloucestershire 10. ‘ 


- 8 - Week Ending December 30 a 


. The „notifications of infectious diseases in England. and 
-Wales during the week included: -scarlet fever> 1,026, 


whooping-cough 3,690, diphtheria 41, measles 17.468, acute, 


pneumonia 962, acute poliomyelitis 53, dysentery 691, para- 
typhoid fever 6. Four cases of smallpox, including two 
imported cases, were notified! In the “Great Towns the 
number of deaths from influenza was 102. 


pa 


Quarterly Returns for Scotland 


- The birth rate during the third quarter of 1950 was 173 
per 1,000, being 1.7 below the average of the five preceding 
September quarters. The infant mortality was 33 per 1.000 
registered live births, and this rate was 2 “below the rate 
for the third quarter of 1949 and 10 below the five-years 
average. The stillbirths were ‘equivalent to a rate of 27 
-per 1.000 total births. The general death rate was ‘10.2 
per .1,000: population and was 0.1 below the five-years 
average. - 

The death rate from all forms of tuberculosis was 43. . 


~ per 100,000 and that from respiratory tuberculosis was 37._ 


/The former rate is 16; and the latter 14, below the rate for 
~ the corrésponding quarter of 1949. Of the 36 deaths attri- 


‘buted. to the principal epidemic diseases, 13 were due to ° 


“influenzà, ’9 to measles, and 9 to whooping-cough; 38 deaths 
. Were registered from acute peliomiyentie 


~ Industrial Accidents and Diseases 


According to the Ministy of Labour Gazette (December, 
. 1950) thé number of workpeople other than seamen in the 
United Kingdom who_died from accidents in the course of 
“their employment in November, 1950, was 151, compared 
with 112 (revised figure), in October, 1950, and 123 (revised 
figure) in November, 1949. There were 33 deaths under- 
ground in coal mines, and 18 in the railway service.. The 
deaths of 11*seamien were reported. 

The following cases of industrial diseases were reported 
in November, 1950: lead poisoning, 4; anthrax. 6 (5 of 
these were in the handling and sorting of hides and skins); 
f epitheliomatous ulceration, 9 (pitch 2, tar 5, oil 2); and 
chrome ulceration, 10; total, -31. fo me 
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INFECTIOUS DISEASES AND VITAL STATISTICS -. 


We print below’a Summary of Infectious Diseases and Vital 
" Statistics in the British Isles during the week ended December 23 
. Figures of Principal Noufiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) and and Wales (London included) (b) 
London (administrative county) (c)Scotland (d) Eire. (e) Northern Ireland. 
Figures of Births and Deuths, and of Deaths recorded under euch infectious 
- disease, are for: (a) The 126 great towns in England and Wales (including 
London) (b) London, (administrative county). (c) The 16 principal towns in`- 
Scotland. (d) The 13 principal towns in Hire. (¢).The 10 principal towns in 
Nonhern Ireland. 
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A dash — denotesno caseg; & blank space denotes diseate not notiable-or ye 


no return available 
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° Measles is not nottfiable~ in Scotland, and the returns are therefore an _ 


apptorimation only. 5 
Death« from measles an scarlet fevar for En: and and Wal Léndon: 
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Includes puerneral fever for England and Wales and Eire. ` 
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T O Medical News. Cmime events - 
mMM Royal Institute of Public Health and Hygiene ~ 


i f i Whole-time and part-time courses for the Certificate and - 
_ New Year Honours i \2 ` Diploma in Public Health and for the ‘Diploma i in Industria] 
Inthe New Year Honours a Knighthood was conferreä on Health begin on various dates on'and`after January 26. Full 


“Mr. Percy Barter, C.B., Chairman of the Board of Control, ' details may be: obtamed from: the’ secretary, 28, Portlandi 


and on Mr. Thomas Dalling, M.R.C.VSS., Chief Veterinary Piace, London, Wal: 25 7 

‘ Officer, Ministry of Agriculture and Fisheries, Mr. Barter i ans 

rs T fs ith, Board of Control and Under Sec- Radiology Coates oes a 

retary, istry of Health, since 1945, having been previously The Faculty of Radiolo; 

secretary of the Board from 1930 to’ 1939 and Principal week-end cours on sdo Ete ine postgraduate 

Assistant Secretary, Ministry of Health, from 1940 to 1945. strations will be given on (1) diagnostic radiology and 
- Mr. Dalling has undertaken important work, on canine .‘(2) radiotherapy. Full particulars “may, be obtained, fron’ 


t 


. distemper and on problems conñected with immunization the honorary secretary, Faculty of Radiologists, 45, Lincoln's ` 


against other animal diseases, _ including tuberculosis, . Inn Fields, London, W.C2. 


acne National Formulary - Social and Preventive Paediatrics i 5 pami 
e second amendment list, dated 1950, bas just -been 
issued. The main change is the introducfion of dexampheta- Reo a eT ome mee oo Sick. 
mine (the official name for the proprietaries “ dexedrine ” Children, Great Ormond Street, London, W.C., on 
; and ‘ ‘dexamed ”) as Tabellae Dexamphetaminae Sulphatis, January 8, when` Sir- James ' Spence spoke on “The 
. Cae are each containing” 5 mg., to be dispensed: unless Influence of. Environment on Disease’ in Childhood.” 
otherwise directed. . 2 `The remaining lectures ‘will be delivered - weekly ‘on 
Profits from Strept P Mondays, at 5 p.m., until March 12, and- details will be 
` Dr. ee Saa ape Y K $ d published in the “ Societies -and Lectures” column of the 
DE Sciman ich a te fo WO was iis ent of Journal. The fee for the course is £3 3s. (single lectures, 
n when streptomycin- was discovered, 73, 6d.), and applications for tickets of admission, accom- 
recently brõught a successful court action against Dr. Waks- panied by a remittance, should be sent to the secretary of _ 
_, man for recognition as co-discoverer and a share in the the Institute of Child Health af the hospital. 7 
royalties. He will Teceive 3%_ of royalties accruing after - j on 
_ October 1, 1950, and $150,000’ dollars {about £43,500) for Psychopathology of Cerebral "Diseases A g 


. telin uishin foreign rights in th tibi ti Th t- 
q E- gn rigb e ARTAN eae Professor Manfred Bleuler, of the University of Zurich, 


royalties up to this date are estimated at’ ‘som 360.000 - 
Ghent E43 000), but Dr. Waksman ENE will deliver a lecture on “ The Psychopathology of Cerebral 


only about $350,000 (£125,000). The remainder went to Diseases ” at the Institute of Neurology, National Hospital, 
` the Rutgers Research and Endowment Foundation; to which Queen Square, London, W.C., on Tuesday, February’ 13, 
- Dr. Waksman made over`part“of the rights. It is qot 8t 5 p.m. - 
‘directly connected with Rutgers University, where-the drug 
was discovered. ` Under’ the new settlement 7% of the:net Polish Doctors in Great Britain’ : 
royalties will be divided among 13 other graduate students ` An Assembly of Polish Doctors in Great Britain will- 
i of.Rutgers and cash bonuses will be paid to 12 assistants. take place at B.M.A. House, Tavistock Square, London, : 


1 
a 7 


streptomycin: royalties, and. Dr. Waksman will receive 10%. \ January 19 the proceedings, which begin at 11 a.m., include 
Originally Dr: Waksman received 20%, but when the an address by” Sir Alexander Fleming, F.R.S., on “The 

22S royalties began to mount up to big figures he asked the Search for Antibiotics,’ and, in the afternoon, a paper by 
-Foundation to cut his share by half. Dr. L. Surzynski on “Social and Professional Problems ` 

Facing Emigré Polish Doctors.” Full particulars may be 


New Journal of Therapentics a i < obtained from ` the chairman “of the, Polish ` Medical 
bes “The publication of a, new-monthly journal, Antibiotic Association, 14, Collingham Gardens, London, S.W.5: 
~. > and Chemotherapy, is announced by the Washington Insti- . ; ee NE a 


tute of Medicine. Early contributions will include reviews 
-of the present status of antibiotic therapy, A.C.T.H., corti- 
sone, the'chemotherapy of tuberculosis, And. details of newer i Mondi 
antibiotics. The journal is published. from 1708, Massachu- U ‘ALR se A toria Infirma , Newcastle” 
~ setts Avenue, Washington, at a subscription of $10 per sea S Janar 15: sisom * Experiments in eT eaine 
annumbi ; F 7 z Rutherford. rd Morison ‘Lecture y Brofessor J. Z. Young, pinag 


ESA AND ae 


E 


The Foundation will still continue to receive ‘80% of the W.C., on Friday .and Saturday, January 19 and 20. On ` 


4 


_ HUNTERIAN SocieTy.—At ‘the Mansion House, London, B.C. . 


In Brief i Az : 7 a January 15, 8 30 `p m, pe Ancona hic ieee roach to -the 
t of Arteriti: Rs rofessdr rban 
Dr. Edith Summerskill, Minister of National Insurance, is eiua? 0% Or Cutty Heaton Hospital for Sick Children, Great 
' visiting Egypt, January 14-21, to study the ‘development of Ormond ‘Street, wih Sy Be 15 S np “The 
i conomics o ealth,?” Kershaw. ~- 

ies RN Mers ' è 3 INSTITUTE oF UroLOGY.—At sis Hospital, Endel! Street, ` 
` Wils i j © London, W.C, January Is ‘io a.m., “Calculous Disease of 

' : ge AR as  * Bladder and Urethra,” by Mr. F.J F Barrington; 11.30 a.m., 


7 


í 


‘ 


r 


Dr.: Herbert Morley Fletcher, formerly consulting physi- “ Marton’s Disease and Diverticulum of Bladder,” by Mr. H. K- ~~ 


$ a Vernon; 2 p m,“ Congenital Defects of Bladder dnd Urethra,” 
cian, St. Bartholomew’s Hospital, London, left £21,196, inclu by Mr. y R's, 13.30" me ‘demonstration: Endosco 


ding £100 ‘to the Royal ‘Medical Benevolent Fund. Dr. Instruments, iy Mr.A RC g fadminisirat on 
. Arthur Stanbury | Cobbledick, formerly of Trevone, near of Sulphonamides and Kibet ey Bek Harkness. 
Padstow, Cornwall, left £11,738, including £100 to the Royal ROYAL Eve HosprvaL, St. Oe Gon. Cire Souihwark. London, 
Eye Hospital, St George's\Circus, London, SE. Dr. Doug- | S.E.—January 15, 4 p.m., tics (Reviston),” by Mr. H. N. 
‘las Craig, of Corringham, Essex, left £27,000. Dr. Robert OROYA. Eve Hosprrat, St. George’s Circus, Southwark, London, 
Percy McDonnell, late chief medical adviser, ‘Department of S.E.—January 15, 5.30 p.m., “ Anatomy of the Eye and Orbit, 


by Professor T. Nicol. 
Loca] Government and Public Health, Ireland, left £11.838., Pa Babi Fay A snein ON MEDICAE COM s—At Royal 


a He left £50 for Masses and £25‘each to the Dublin branches 
Medici 1, Wi fe Street, London; W., Jan 
~ of the NS.P.CC. and S.P. Cià, g ~ +- 3p. m Films On Child "Health will be shown and discussed. 
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“Tuesday d 

` BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School 

of Hygiene..and Tropical Medicine, Keppel St London, 

W.C., January 16, 5.30 p.m., “ Observations on the he Circulation 

in the Human ‘Limbs, ” by Professor H Barcroft. - 

Eugenics Socitty.—At Royal Society. Burlington House 
Piccadilly, London, W. January 16, 530 p.m., Congenital 
Malformations,” by Dr. C. O. Carter. 

@instirurs or DERMATOLOGY, Lisle Street Leicester Square, 
London, W.C.— January 16, 5 p-m., “ Zoonoses {Parasitic 
Infections),” by Dr. M. S. Thomso 

or Urotocy.—(1) At St. Paul's Hospital, Endell Street, 
London, W C.. January 16, 10 a.m., “ Injuries, Benign Growths, 
re Foreign Bodies in the Bladder” by Mr. Harland Ros; 


30 a.m. New Growths of the Bladder (1), by Mr. J. G. 
Saati pm., “New. Growths of the Bladder (2) ” by 
Mr.3.G aie (2) At St Peter’s Hospital, Henrietta Street, 


London, WC., 330 pm, ward round b Mr Harland Rees; 


5 p.m,“ Histology of Bladder Growths.’ by Dr.C E. Dukes, 
© RoyaL Eve HosritaL, St. George’s Circus, Southwark, London, . 
QA Se anua 16, 5 p-m., “ Surgery of the Iris,” by Mr..T. M, - 


SOCIETY FOR THE STUDY oF ADDICTION.—At Medical Society of 
London, 11, Chandos Street, Cavendish 


uare, 
Jenuary 16, 4 p “ Clinical Experiences in the Treoment of 


Alcoholism,” by "Dr. J. A. Hobson, A discussion will ee 
y e 


5 Wednesday 
“HARVEN ‘Soctery or Lonpon, 11, Chandos Street, London, wo 


January 17, ee annua Fras! meeting; 8.45 p.m.,” 
“The e Continuing roblem of Phthisis,” presidential address by 
Dr. R. Trail. ; S 3 
' einen or DERMATOLOGY, Lisle Leicester 
`o London, W.C.—January 17, 5 p.m., “ Medical M 


lecture-demonstration by Dr. R. W. Riddell. 

- - - Instrrure or UroLooY.—At St. Pauls Hospital, Endell Street, 
* London, W.C, January 17 ey am., “A Survey of, the 
Methods of Treatment in B erie Prostatic Enlargement by 
-Mr. A Morson; 2 pm, ‘ ydrone hrosis,” nky 

Hok Yamon; 


Winsbuy Wh ite; 330 p.m., “ X-rays,” z Mr. H 
- -S p.m useum Demonstration, by Mr. D. I. Wiliams 

: s Circus, Southwark London, 
Retinoblastoma,” by Mr. R. P. 


Royal Eve HosrrraL. St. Geo 
eee 17, 5.30 p.m., 

Roya MicroscopicaL Socrery, Tavistock House South, Tavistock 
Square, London, W C.—January 17, 5.30 pm. annual general 
“meeting: 6 p m~ “ The Virus and the Cell,” presidential address 
by ‘Dr. G. . Findlay, 

: E Thutsday 

BRITISH Insntoie. oF RapioLocy, 32, Welbeck Street, London, 
W.-—January 8.15 p.m, joint meeting with Radios 

~, logical oe koyal 1 Society of Medicine, and Facul 
Radiologists. posium: “The Reticuloses,” 

Drs. W. St. C. Symmers, R. Bodley Scott, and F "aes 


OSTGRADUATE MEDICAL FEDERATION.—At London School 
of af seen and Tropical Medicine, ‘Keppel Street, London 
anuary' 18, 5 30 p.m., “ Cerebral Responses to Pertphera} 

3 winch in Man,” by Dr. G. D. Dawson. 
. Epinsurcu Cimicat CLus.—At B.M-A, Rooms, 7, Drumsheugh 


x Gardens, Edinburgh, January 18, 8 p.m., “ Sinusttis and Nasal 


Catarrh,” by Dr. J. F. Birrell. 

Institute oF UroLooY —At St nents Hospital, Endel Street, 
London, W.C., „January 18, 10 a “ Retropubic Operations 
“on the Prostate,” by Mr. A. W. Badenoch. H.30 a.m., “ Endo- 
scopic Operatións on the Prostate,” by Mr. A. W. Badenoch ; 
2 p.m., ~“Transvesical Operations on the Prostate” D.T 


oM A. R. C. Higham; 3.30 p.m., ward round by Mr. 
_¢ Saas 5 pm,“ Radiotherapy ‘and Radium,” by Dr..8 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, “Liverpool. 


January, 18, 8 p.m., “ Inguinal ’ Hernia,” ‘by Mr. John A 
“Shepherd - 
RovaL Eve Hosprvat, St. George's Circus, „Southwark, London, 


S.E.—January 18, 5 p.m., “ Ocular Palsy,” by, Di ..S Nevin. 
Roya, Socyrry op TROPICAT Mepicne ano Hyaiene.—At 26 
Portland Place, London, W., Jan 
Fonds Reine Elisabeth ' pour Assine. Médicale aux 
ndigènes) in. the Belgian Congo, by Professor René Mouchet. 

- Sr. Grorge’s Hosprra. MepicaL Scnoor, Hyde Park Corner, 
¥ London, S W.—January 18, 430 p.m, lecte demonstration: 


on neurology. 
.. UNIVERSITY COLLEGE 1OLOGY THEATRE), Gower Street 
London, W.C.—January 18, 5.15 pm, “ Physico-chemical 
Properties and Pharmacological Activity of Drugs,” by Mr. F 


_ Bergel, Ph.D., ‘DSc. 
Friday 


BRITISH INSTITUTE OF Rapioroay.—January 19, jotnt meetin 
., With Radiological Section, Royal Society of Medicine, an 
Faculty of Radiologists continued. (1) At Roval Society of 
Medicine, 1, Wimvole Street, London, W., 

um: ¥ The Reticuloses,” speakers, Dr. Brian Russell, 
è festor R. McWhirter, Drs. D G Galton, J D. N 
and John Boland; (2) At Royal College of 


- Royal MEDICAL 


18, 7.30 p-m., ream i 


10.30 a.m., sym- | 


MEDICAL NEWS sis = ‘sero Tn > | 


England, Lincoln's Inn Fields, London, W.C., 2.15 pm, 

a eee ‘The Rerlculoses, a a speakers, Drs W M Levitt, 
Gwen Hilton,-and Geoffrey Boden; GY At Dorchester Hotel; 
-London, W., 7.30 p.m., dinner. ` 


_ Brirish INSTITUTE OF RapIoLogy, 32, Welbeck Street; London, - 


of medical members. 
ul’s Hospital, Endell Street, 
ae alignant Disease of the 


W.—January 19, 5 pm., meetin 
INSTITUTE OF Urovocy —At St. 
London, wG: Januar 19, 10 am mM., 


Prostate,” by, Fe 11.30 a,m., “ Stricture of” 
the Urethra» by Mr. D: E. mole- £ p-m., “ Infertility of the 
Male,” by Mr A. R. C. Higham; 3.30 p.m., Museum Demon- 
stration, by ae J. E. Semple. 


LONDON SOCIATION OF THE MEDICAL WOMEN’S FEDERATION. —- 
At Royal Free Hospital School of Medicines 8, Hunter Weer 
Brunswick, Square, London, W.C., Januáry 19, 8 30 
“ Recent Developments in Cardiac Surgery at Guy's Hospital’? 3 
by Mr. Lawrence Whytehead 


“@Rovar Eve Hosprzat, St. Geor, e’s Circus, Southwark, London,” 


SE.—January-19, 5 30 p. m, ‘Physiology of the Eye.” 


CIETY, Melbourne _ Place, Edinburgh—= 
January 19, 8 “The Giron Effects of Carbon Monoxide 
_ Poisoning, a dress by Dr. J, K. Slater. 


, - Saturday : 
NUTRITION Socrery.—At London School of Hygiene and Troncal 
Medicine, Keppel! Street, Gower Street, London, W.C 
20, 10.36 a.m., “The ‘Comparative Merits: of aaa and 
Vegetable Foods in Nutrition” Discussion, speakers, 
Dr. Tristram (St Andrews). Dr. Carpenter (Rowett Institute), 
Dr. Blaxter annah Dairy oN esearch Institute), Dr Yates 
(Rothamsted Institute), Dr L Wills (Royal Free Hosnital), 
Dr. Harriette Chick (Cambridge , and Dr. Deane (Cambridge). 
Sourn-zast METROPOLITAN REGIONAL TUBERCULOSIS SOCIETY — , 
At Chest Clinic, Health Department, Town Hall, Walworth 
Road, London. S.E., January 20, 10.30 for 11 a.m., general 
meeting. Clinical programme as follows: “ Tuberculous Con- 
ditions’ of the Skin.” by Dr W. G. Tillman; “ Oral Conditions 
ii ey Tuberculosis,” by Dr G. E. Kina-Turner; discus- 
-“ Domiciliary Treatment of Pulmonary Tuberculosis” 
Dr. E K. Pritchard At Brunswick Tavern, Old Kent Road, 
London, S.E., 130 p.m., luncheon. 








A BIRTHS, - MARRIAGES, AND DPATHS 


BIRTHS 


January 5, 1951, at Hartwell House, Hertfeld, Sussex, to ° 


‘Bulstrode.—On 
Jacqueline (formerly Kent). wife of Dr J C Bulstrode, a son 
Habfhis.—On December 23 1950. to Stclia Murray, M.B, BS, DCH, 
wife of De H S. Habibis, a son. 
Hingkes.—On January 1, 1951, at Torbay Hosprtal, Torquay, to Joy 
aged Laxton), wife of Dr. D. R Hughes, a second son—Richard 


E: On December 20 1950 to Ynez, wife of De. E F. Murphy, 
Northowram Hall, Halifax. a daughter. 

Seara.—On December 31. 1950 at Hammeremith Hosmtal. to Dr._ Janet 
Sears (formerly Conn), wife of Dr. H T. N. Sears, a daughter. 

Thorstoa.—-O2' January 3, 1951. tn Trmidad, to Gay, wife of Dr John V, 
Thurston, a ser for Gra 

Wells.—On’, January 1, 1951, at Cardi. “to Barbara (formerly Sharratt), 
es Albert‘ L. Wells, M.B.. DCP., Landough House, Penarth, 

- a aon. 


MARRIAGES 


Goodson—Tnaytor.—On December 26, 1950. at the ila Church, Tacoma, 
Washington, U.S A, Michael Piers Goodson, M MB, B Chir., _to 
Leonora Taylor, S.R.N, both of London, 


DEATHS z 


Bertram.—On December 16, 1950, at bis home, * Masons,” Titon. Taner z 
k BS... 


Drummond Rewcastle Forbes Bertram. OBE, 
DMR, Surgcon Commander, RN., retired, aged 47 - 
Cathcart, —On January 4, 1951 at South Court Nursing Home, Broadstatre, 
Genis qok Cathcart, M.D, of 11, Upper Wimpole Street, London, 


A ar A December 21. 1950. William Francis Cooper, M.B., B Ch., 
late ot Hencombt. Coombe Warren, Kingston, Surrey 

n December 19, 1950, at 47. Rouge Boutllon. St_ Heller, Jersey, ` 

C.L, —— tts, M.D., F.R.C.0.G., Lieutinant-Colonel, 1M 8S.. 


retred 
Frast —On D E 22, 1950, at “Pitlochry, Donald, Alexander Fraser, 
) at 16, Albyn Place,- Aberdeen, Thomas 


. 1951 at Guy's Hospital. London, S'E., Herbert 
Stanley French. C V O.. CBE, M.D, F.R C.P., of Cudworth Manor, 
Newdigate — Surrey aged 76 

Gtrifiestove.On December 30, 1940, Ganon Robert Girdlestone, DM, 

7 FRCS. of Frilford Heath, Berks, aged 6 
Gotty.—On December 28, 1950. 
Cullum Guliy. M.D., formerly of St. George's Road, Southwark, 
. London, S E. 
Barris:—On December 26. 1950, at 105, Whipps Cross Road, Leytonstone, 

*Sampeon George Victor ae M D.. D.P.H., aged 85. 

Heath:—On December 23. 1950, at 
Heath MRCS. LRCP, aged 63 

Liston.—Or December. 22, 1950. at a nursing-home, Glasgow, Robert 
Fenwick Linon. M B., Ch B.. Lunan Lodge. Renfrew 

.—On December 24, 1930, Hugh Agnew Macmillan, M.C., MD, 
‘ot The Carnons. Mechu.” Fife. . $ 

Martin.—On Decémber 27, 1950, at Elford,- - Douglas Avenue, Exmouth, 
Clande Buit Martin, C.M.G., M.B.. CM; Colond, AMS., reagi; 
aged 81. . ‘ 


January ~ 
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Any Questions? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest, 


Treatment of Psychoses with A.C.T.H. or Cortisone 


Q.—Is treatment with adrenocorticotropic hormone 
(A.C.T.H.) or cortisone likely to help a patient suffering 
from a manic-depressive psychosis ? 


A.—Treatment of manic-depressive psychosis by A.C.T.H. 
or cortisone is still in the experimental stage. It has been 
observed that in mentally healthy people injection of large 
amounts of these substances produces undesirable mental 
changes. It would therefore be risky to treat those already 
mentally ill by this means unless full precautions were 
taken, and it would be unjustifiable except as part of a 
controlled experiment. A number of psychotic patients 
have, however, with due regard for these points, been 
treated in the United States by investigators primarily con- 
cerned with the response of the adrenal cortex to stress 
m certain mental disorders. M. D. Altschule’ and his 
colleagues ın Boston have found that patients with schizo- 
phrenia and severe depression show greater than normal 


changes in carbohydrate metabolism after the injection of - 


A.C.T.H., and their eosinophil count, uric acid, and 17- 
ketosteroid excretion are not diminished as they would be 
in non-psychotic persons given A.C.T.H. These investiga- 
tors record unsatisfactory results from the climical stand- 
point: in a depressed elderly woman the A.C.T.H. caused 
hallucinations to develop, and she was still extremely 
agitated and depressed after the administration of 570 mg. 
of A.C.T.H. spread over 17 days; a younger woman, also 
depressed, became rather worse after 900 mg. of A.C.T.H. 
spread over J0 days; others became more tense and rest- 
less In Montreal another group of workers,’ headed by 
R. A. Cleghorn, has administered AC.T H. to manic as 
well as to depressed patients, chiefly to study abnormalities 
of adrenal cortical function in manic-depressive disorders. 
In the depressed patients a slight initial improvement in 
their mental state was followed by some increased tension: 
any improvement disappeared quickly when the injection of 
A.C.T H. was stopped. A manic patient treated by Cleghorn 
with cortisone for two weeks improved, so long as the 
cortisone was being given, but it could not safely be con- 
cluded that the cortisone was directly responsible for this. 
In an investigation in New York City, J. J. Smith* likewise 
found that A.C TH. in large quantities had not effected 
any clinical improvement in a few patients with agitated 
depression and mania whom he treated. 
REFERENCES 


2 Arch, Neurol Psychiat., Chicaga, 1950, 64, 641. 
§ Canad mrd Ass. J , 1950 83 325 and 329. 
3 Quart, J. Stud. Alcohol, 1950, 11, 190. 


Persistent Urethral Discharge 


Q.—A patient of mine has had a sero-purulent urethral 
discharge for the last five months. Repeated bacterto- 
logical examunation confirms- the absence of gonococci, 
but there is a mixed flora of non-haemolytic streptococci, 
diphtheroids, and small Gram-negative bacilli. Penicillin 
and the sulphonamides have failed to clear up the dis- 
charge. What further investigations and treatment would 
you suggest, and ts there any likelihood of a subsequent 
urethral stricture developing ? 


-A.—Before answering the query it should be emphasized 
that thorough cleansing of the meatus with spirit should 
precede the taking of specimens for microscopical examina- 
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tion. Most non-gonococcal urethral discharges are abacterial, 
but inadequate cleansing often leads to the mistaken diag- 
nosis that one or more of the normal saprophytic flora is 
responsible for the infection. A bacterial (non-gonococcal) 
urethritis is extremely rare, such cases as there are being 
either due to mechanical causes (usually the insertion of 
foreign bodies) or secondary to infections of the upper 
urinary tract. 

The patient in question is in all probability suffering 
from an abacterial urethritis. In these cases there is often 
a history of intercourse during or near a period. A possible 
explanation of this is that at such times the cervical canal 
opens up and becomes more vascular, and thus allows much 
more epithelium (containing the infective agent) to be 
desquamated into the vagina. Such infections are always 


_ resistant to penicillin and the sulphonamides, but “ aureo- 


mycin “ 0.5 g. eight-hourly by mouth for three days effects 
a cure in at least 80% of cases. Urethral stricture is a 
common sequel when the disease is of long standing. Stric- 
ture, which is never serious, can be diagnosed only by 
urethroscopy (it is called “ urethroscopic stricture "), as there 
is no diminution in the calibre of the urethra. On the other 
hand, if the infection is bactemal, hard strictures, as in 
gonorrhoea, may occur. If further laboratory investiga- 
tions show that the condition is bacterial in origin a thorough 
investigation of the upper urinary tract should be carried out 
by a urologist. 


; Haemolytic Disease of ihe Newbom 


Q.—I would be glad of your advice on the following 
case: the mother is Group O, Rh negative; the father is 
Group O, homozygous, Rh positive {type Rh Rh,—CDe/ 
cDE). The only child is Group O, Rh positive (type Rh,rh— 
cDEjcde)}. The second pregnancy proceeded normally, anti- 
bodies developing in low titre at the 26th week. The titre 
gradually rose until the 35th week, when they were 1/512 
in serum-albumin. No blocking antibodies ever developed. 
At the 36th week the titre doubled, but induction of labour 
was not carried out. A few days later the child died in 
utero. The patient has been told that in all future preg- 
nancies the child will be affected and may die in utero, or 
if born alive will require exsanguination transfusion. If this 
is correct, can anything be done to prevent an antibody 
response? Is hapten of any use? If-treatment will not 
prevent foetal damage, should the patient be allowed to 
become pregnant again? 


A.—The question does not give as full details as 
would be desirable. If the parents concerned have 
the commonest genotypes of the phenotypes stated—i.e., 
that the mother is rhrh (cde/cde) and the father Rh,Rh, 
CDe/cDE) and that the anubody is anti-D—then any future 
pregnancy must be expected to yield a child suffering from 
haemolytic disease. 7 

At the present time no method is known by which the 
maternal antibody response can be prevented or the foetus 
protected from the antibodies. The extracts which it was 
thought might have contained Rh hapten have not given 
satisfactory results in clinical trials, and their action in 
vitro is thought to be non-specific. Such other substances 
as have been tried have been ineffective, with the possible 
exception of methionine, which was thought to be of value 
by N. W. Philpott, M Hendelman, and T. Primrose (Amer. 
J. Obstet. Gynec., 1949, 57, 125). Their results have not 
as yet been confirmed by other workers. 

The procedures which should be considered in a future 
pregnancy are induction of labour and replacement trans- 
fusion. The table below shows the results of such treat-, 
ment in 46 Rhb-positive pregnancies in which the mothers 
had- borne at least one previous child affected with haemo- 
lytic disease. The plan of treatment was to induce labour 
surgically at 36 weeks or as soon afterwards as the foetus 
was considered large enough, a minimum weight of 5 to 
54 pounds (2.26 to 2.48 kg.) as estimated by the obstetrician 
being required before induction was allowed, All except 





the mildest cases of. haemolytic disease received a replace- 
ment transfusion of one pint of compatible- blood within 
a few hours of birth, The jndications for replacement 
transfusion ‘cannot as yet be laid down clearly, but as a 
general rule-any child with a positive direct Coambs test 
_ and a cord haemoglobin level of under 154 g. per 100 mi. 


‘ ghould receive one. ‘Although the series quoted is small, 


‘it shows that the prognosis for such a pregnancy is not 
hopeless. - 















Stillborn Reeth Survived 


Results of aiast pregnancies of 19 

mothers whose previous affected infant A 
stillbom ... 

` Rosala of latest pregnancies of 27 

tnothers whose previous affected tafant j 

was born alive 





4 * Includes one case of kernicterus è 


The problem of allowing further pregnancies is one for 
‘the parents to consider after they have been informed of 


the probable risk. If, as is generally the case, they decide- 


that a further pregnancy is undesirable, then advice on 
contraception should be ‘given. In the uncomplicated case 
there are no grounds for advising either sterilization or 
termination oF pregnancy. 

À : 


4 Os Dupuytren’s Contracture 


Q.—How should Dupuytren’s contracture be pete 2 ‘Is 
vilamin E of value in this condition ? 


A.—The treatment of Dupuytren’s contracture is’ still 
entirely an operative one. The classical methods of sub- 
. cutaneous fasciotomy and excision of the affected fascia 
are still the two, basic procedures. In the past, it was 


customary to use ‘fasciotomy for the mild cases and exci-- 


~sion of the fascia for the severe cases. The present atti- 
tude is the reverse.- The mild or moderate cases are those 
, best suited to excision of the fascia, and in these an 
excellent result can be expected. In the severely. con- 
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columns, ‘and broadly speaking involves three lines of’ | 
approach: dieting, and the use of appetite depressors and 

diuretics. Thyroid is of limited value, and there is no ’ 
hormone known which Eeey, catabolizes fat. 


` 
a 2 
Po 


> Urticaria in S-week-old, Twin: 


Q.—I have under my care a baby "of 8 Weeks, one of 
identical twins. He was quite well until two weeks ago,- 
when an urticarial rash developed and he began vomiting; 
he was also constipated.‘ Examination showed that the’ 
colon was loaded with hard faeces, and treatment ‘of the 


* constipation cured the pomiting. However, the urticaria’ 


, has continued, the. hands have been grossly swollen, bs 
“huge weals have appeared on the face and trunk. 

the assumpuon that the urticaria might be due to tales 
clothes or to the detergent these were washed in, the child 
was given cotton underclothes washed in soapflakes only 


P 


Yin spite of this the condition has persisted, and now, one , 
deg is grossly swollen. The other twin, although „having ` - 


the same food (national dried milk)-and living in the same 
environment, is quite’ well and is now two pounds heavier’: 


-than his brother. Can you tell. me: (1) What is the youngest `. 


age at which urticaria occurs ? (2) Does the fact that one 
twin has reacted differently to the same-.condition prove 
that the twins are not identical? (3) Is it safe to give anti- 
histamine drugs to children of 8 weeks, ane, if so, what is | 
the dosage? a a 


, ae 


A.—The answers to the three questions are: (1) Urticaria, - 
may appear at any age, 4nd has been reported in the new- 
born. (2) A different reaction to the same condition in 
twins’ does not prove that they are not identical, because 


* other factors may not be the same, but in general one would N 


tracted cases fasciotomy is performed to explore the possi- - 


> bility'of treatment by excision. In most of them excision is 
of noovalue, as the joints of the finger are commonly stiff 


or subluxated., If.a tentative fasciotomy shows. this to be- 


.the case no „operative treatment other than amputation is to 
be advised. . In the operative excision of the fascia it is 
imperative to remove all skin which is involved in the 
Dupuytren process. Closure of the skin by means- of a 
Z-plasty is a very valuable adjunct to the operation. 


It is almost certain that vitamin E is valueless in this 
condition. Various writers have réparted success with heavy . 


doses of this vitamin (see British Medical Journal, 1949, 2, 
1399), while others (for example, A. R. King, J. Bone Jt 
Surg., 1949, 3T B, 443) have reported equal failure. Many 
of the improvements were of subjective type, the patients 
_ saying that the hands felt softer or the fingers felt straighter, 
and that the aching pain had gone. Some observers have 
reported objective improvement in the ‘extension of the 
„fingers, others have reported failure of improvement in 
. objective signs. One writer comments that in 12 cases out 
of 13 no value was seen with treatment at full dosage for 
six to eight weeks at a cost of approximately £5 per week. 


ra ` 


a Adiposis Dolorosa 


Q.—Is anything known of the aetiology and treatment of 
adiposis'dolorosa? 
S A.—There is no pathological basis for the differentiation 
of adiposis dolorosa from other forms of- adiposity, although 
clinically the name is used if the adipose-deposits tend to be 
a painful and the patient depressed or melancholic. 


The question. therefore involves discussion. of the whole 


complex problem of adiposity.. This also applies to treat- ‘ 
ment, which has been dealt with many times in these ` 


$ 


expect identical twins ‘to react, in the same way. G) The 
-antihistamine drugs at present on the market can safely “be 
given to infants, who seem to tolerate them better than most 
adults. The dose varies according ‘to the drug used, ; 
those for which’a single’ adult dose is .25 mg. can be given ., 
in 10-mg, doses up to a total daily maximum equal to` 
about 3 mg. per pound (0.45 kg.) of body weight. -. : 
It is rather unusual for an allergic reaction to cause such 
persistent swelling of the limbs. Is it possible that some- 
other condition is present as well as an allergic reaction _ 
with urticaria ?- Vomiting and urticaria in a bottle-fed- 
baby suggest a milk allergy, ‘although colic and loose, fatty, 
or undigested stools would be expected rather than constipa-_ 
tion. It is important to find the allergeri ‘before exhibiting 
antihistamine drugs, .and.it would be best to place the child 
on a boiled water, or glucose-water,y diet for a couple of 
days to see:if the symptoms disappear. ..If they do, then. 
it would be wise to feed the child upon a soya-bean prepara- 
tión before attempting to desensitize him to cow’s milk’ 


as 


i 


The delay, in the appearance of symptoms does not rule » ` 


out the possibility of sensitivity to cow’s milk. = 
Y e 


oe ` \ 


: NOTES AND COMMENTS 


Correction.—In the obituary notice ‘of Sir’ Leonard Parsons,” 
which was published in the Journal of December 30, 1950. it was - 
wrongly“stated that Sir Gilbert Barling was co-editor with Sir, 
Leonard Parsons of Disease in Infancy and Childhood. It was’ 
Mr. Seymour Barling who was co-editor. of this textbook. 
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HORMONES -OF THE SYMPATHETIC NERVOUS SYSTEM. AND TRE 
ADRENAL MEDULLA* > 


BY 


The substances which deterrñine the action of adrenergic 
nerves and of the internal secretion of the adrenal 
medulla are of equal interest from the physiological and 
the pharmacological point of view. In the elucidation 
„of this problem as a whole, pharmacological methods of 
analysis have largely been used, and with considerable 
success, demonstrating the value of pharmacological tools 
in solving physidlogical and even chemical problems. 

The’ concept of a neurohumoral transmission of nerve 
impulses takes us back to Elliott (1905) in England, who, 


U. S. von EULER, M.D. 
(From the Department of Physiology, Karolinska Institute, Stockholm) 
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‘interaction of the, mediator and constituents of the 


on account of the similarity of action of sympathetic- 
nerve stimulation and adrenaline, propounded’ the hypo- | 


_ thesis that such nerve impulses became effective. by 
liberating adrenaline at the nerve endings. To prove 
this was not so easy, however, and in spite of several 
attempts it was not until 1921 that Loewi, in Graz, and 
_ Cannon and Uridil, in Boston, demonstrated the release 
'' of an active adrenaline-like substance as a result of 
‘sympathetic nerve stimulation. It was, as in Elliott’s 
day, considered almost self-evident that this substance 
was adrenaline. At a time, however, when everybody 
else seemed to be satisfied with the identity of the actions 
of adrenaline and sympathetic nerve stimulation, Barger 
and Dale (1910-1 1), in theit classical study on sympatho- | 
mimetic amies, noted significant differences in this , 
respect, and also pointed out that better agreement was. 


found with the non-methylated ethanol-amino base, | 


noradrenaline. This most,important recognition was, 
however, overlooked for a long time, and as-.late as 


1939 Cannon and his co-workers believed that adrenaline ' 


was the mediator of the adrenergic nerves. 1 


OH .OH 

/ NOH OH aj 

CH(OH)CH,.NH(CH,) CH(OH)CH,.NH,, 
Adrenalin Noradrenalıne 

(methylaminoethanolcatechol) 


` On the other hand, Cannon and Rósénblueti (1933). 
discovered that stimulation of sympathetic nerves pro- 
duced actions which necessitated the assumption of two 
different active substances, which were called sympathin I 
and E owing to their inhibitory and excitatory actions. 
These substances were: believed to be formed by the 











*Lecture 
St. Mary’s 


a on 
en by cavitation’ of the University of London at 
ospital on October 17, 1950. 


\ 


‘reacting cells. 


With increasing knowledge of the action 
of sympathomimetic amines the idea gradually developed, 
however, that noradrenaline. might be responsible for 
the excitatory reactions and adrenaline for the inhibi- 
tory ones (Bacq; 1934; Melville, 1937 ; Stehle and 
Ellsworth, 1937 ; Greer et al., 1938), although these con- 
cépts. did not seem to become generally accepted. 


r 


À closer analysis of the sympathomimetic action of : 


suitably purified extracts of organs and nerves, under- 
taken in our laboratory in 1944-6, revealed, however, 
that the responsible substance or substances differed diš- 
tinctly from adrenaline in several respects (Euler, 1946). 

. The suspicion that the’ activity might be due to nor- 
adrenaline proved fruitful, and it could be shown by 
various biological and chemical tests that there was a 
close agreement between the actions of the extracts and 
noradrenaline. Holtz ef al. (1947) demonstrated inde- 
pendently ‘the probable presence of noradrenaline in 
urine and in suprarenal extracts. In the same year 
Gaddum and Goodwin (1947) showed that the substance 
liberated on electrical stimulation of sympathetic nerves 
could be noradrenaline, and shortly afterwards Folkow 


and Uvnis (1948) obtained evidence for the liberation 
Tullar. 


of noradrenaline in vascular reflexes in the cat. 
(1948) succeeded in resolving racemic synthetic nor- 
adrenaline, or, “ arterenol,” into its optical isomers, and 
L-noradrenaline became available. By biological and 
chemical methods the’active sympathomimetic principle 


‘in. nerves and L-noradrenaline were” shown to have a 


close agreement, strongly supporting their identity. . 


The pharmacology of noradrenaline then naturally’ 


aroused great interest, and some of its more important 
actions are mentioned below, especially in comparison 


‘with its more time-honoured and well-known homologue, 


adrenaline. 


` 


Action on Smooth-muscle Organs 


As already noted by Barger and Dale, noradrenaline 
has a rather weaker inhibitory effect than adrenaline on 


smooth-muscle organs, such as the uterus and intestine ° 


of the cat. Large variations in the effects occur, however, 
on different organs. Thus thé’ relative effects on the 
intestine dohot differ much, adrenaline being only about 
twice as active at: most. On the rat’s uterus, on the 


other hand, the inhibitory action of adrenaline may be 
; 4698 


z 
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as thuch as 300 times stronger than that of noradrenaline. 


Other organs, such as the iris, the cat’s uterus, bronchial 
muscles, and the fowl’s rectal caecum, are intermediate 
in their responses. 

An interesting feature in the response to the two 
catechol , derivatives has been observed by Burn and 
Hutcheon (1949): after denervation of the nictitating 
‘membrane in the cat the sensitivity is increased only 
moderately for adrenaline but up to nine times for nor- 
adrenaline, I shall not enter into a discussion of this 
remarkable change jn action. It has been suggested that 
it is’ due to the possible removal by denervation of 
normally occurring inactivating enzymes. 

In contracting the uterus of the pregnant cat nor- 
‘adrenaline is more active than adrenaline. 


Action on Heart and Circulation. 


Some of the most conspicuous actions of noradrenaline 
and adrenaline are their circulatory effects. Whereas 
adrenaline produces the well-known rise in systolic blood 
pressure, it has only little action on the diastolic preš- 
sure ; 
pressure almost unchanged. The minute-volume of the 
heart is increased. Again, the unaltered level of mean 
blood pressure in conjunction with the increased minute- 
volume signifies that the sum total of the vascular effects 
of adrenaline is a vasodilatation: This is-in sharp con- 
trast to the effect of noradrenaline, which produces an 
almost parallel rise. in systolic and diastolic blood pres- 
sure and also bradycardia (Barcroft and Konzett, 1949 ; 
Swan, 1949; Kappert et al., 1950). Noradrenaline in 
moderate doses produces no change in the minute-volume 
of the heart, and since the mean blood pressure rises 
one must infer a general vasoconstriction (Goldenberg 
et al., 1948). 

The only vascular areas which so far have been found 
to respond to noradrenaline with vasodilatation are the 
coronary arteries and possibly the intestinal vessels when 
small doses are employed. Noradrenaline also has a 
smaller constrictor action on the renal blood flow than 
adrenaline (Burn and Hutcheon, 1949). 

It is not surprising that noradrenaline has been linked 
with hypertension, since many features in hypertension 
seem to be consistent with an action of noradrenaline. 
Goldenberg et al. (1948) have measured the blood- 
pressure-raising effect of a constant infusion of nor- 
adrenaline in various doses on -normotensive and 
hypertensive patients and observed a rather stronger 


-, response in hypertensives. The reason for this differ- 


ence, which has salso been noted by Moeller and 
Koppermann (1950), has not yet been elucidated, how- 
ever If the reason were a relative insufficiency in the 


inactivation of noradrenaline one might expect to find 


an increased output of the catechol amines in the urine; 
but this does not seem to be the case, in essential 
hypertension at least. 


Action on the Metabolism 


The calorigenic action of adrenaline has been known 
for a long time, and has been demonstrated not only 


- on the total oxygen-consumption in animals and man 


_ man. 


but also on isolated organs and minced tissues. In man 
a dose of 0.01 mg. per kg. given subcutaneously will 
increase the oxygen consumption by some 25%. .Nor- 
adrenaline is much less active in this respect, as borne 
out by a series of recent investigations in animals and 
Goldenberg and his associates found hardly any 


4 


in fact, this may be lowered, leaving the mean” 


action at all on infusion of'0.15 ug. of noradrenaline . 


per kg. per minute in man, in contrast t6 adrenaline, 
which in the same dose increased oxygen consumption 
by some 25%. Bigger doses of noradrenaline had a, 
moderately stimulating effect on the metabolism. 

The glycaemic effect of noradrenaline is likewise much 
less marked: than that of adrenaline, and the relative acti- 
vity has been estimated at about 1:10. Also, nor- 
adrenaline is less active in the formation of lactic acid. 

The recent increase in interest in the pituitary-adrenal 
system, in connexion with the use of cortical hormones 
and A.C.T H. in the treatment of chronic arthritis and 
other conditions, has directed attention to the mechanism 
of the release of these hormones. It has been shown 
that adrenaline is effective in liberating cortical hor- 
mones and also that this effect is mediated’ by the hypo- 
physis. The fall in blood eosinophils caused by adreno- 
cortical hormones has been used as a quantitative test 
of the release of A.C.T.H. ; and the effects of adrenaline 
and noradrenaline in this respect have been compared. 
Humphreys and Raab (1950) found noradrenaline to be 
only one-sixth as active as adrenaline. Also adrenaline 
is more active in decreasing the ascorbic acid content 
of the suprarenals (Nasmyth, 1949). 

Differences in action between the two EE Hatin 
tives have also been noticed with regard to the effect 
on the central nervous system. It'is a common obser- 


~ vation that, in man, adrenaline produces a peculiar feel- 


ing of anxiety, discomfort, and irritation. N oradrenaline. 
in doses which cause a much lafger rise in blood pres- 
sure, has no such effect, or a rather weak one. 


$ g 


Toxicity 


An interesting difference between adrenaliné and nor- 


adrenaline from the pharmacological point of view has 
been observed as regards toxicity. Already in 1906 


' Biberfeld had noted that noradrenaline was considerably 


less toxic than adrenaline for rabbits and rats. This 
has been confirmed by Tainter et al. (1948), who found » 
that L-noradrenaline was no less than eight times less 
toxic on mice in single cages than L-adrenaline. 

Out of these differences in action one may draw 
certain: conclusions not only about the nature of. the 
physiologically active catechols but also about the indi- ` 


cations when these substances are to be used as thera- , 


peutic agents. Adrenaline has been used, sometimes 
rather indiscriminately, in circulatory ‘collapse, a use 
which is largely based on an erroneous conception of 
its mode of action. For the restoration of blood pres- 
sure noradrenaline is much better stuted than adrenaline 
and has already proved valuable in combating low blood 
pressure in ‘operational shock. It may be administered 
with advantage as an infusion. MNoradrenaline would 
also cause less disturbing side-actions when used as a 
vasoconstrictor together with local analgesics. The satis- 
factory actions of adrenaline in counteracting circula- 
tory collapse, sometimes noted, may well be due to the 
fact that the so-called “natural adrenaline” on the 
market may contain up to 20% noradrenaline. 


Some Chemical Properties 


Adrenaline and noradrenaline may be chemically 
separated from each other, either .by pure chemical 
methods, using the difference in solubility of certain 
salts, or by partition in different solvents. Craig’s 
counter-current distribution technique allows a good 
separation when phenol and 0.02/N HCI are used as 
solvents. f 


S 


“ 


` 
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Also partition chromatography on starch columns, 
-and paper chromatography, may be used. N-butanol- 
hydrochloric acid or phenol-water mixtures have proved 
useful. 

Noradrenaline shows a greater resistance to oxidation 
than adrenaline: Thus a solution’ of noradrenaline at 


‘pH 3.5-4 is very slowly oxidized by iodine to the 


coloured product iodonoradrenochrome, whereas: adren- 
aline is rapidly oxidized. An interesting difference „is 
also found in the fluorescence in ultra-violet light of 
oxidation products of the two substances. The fluor- 
escent’ substance formed by noradrenaline (noradreno- 
lutin) emits a less intense light than does adrenolutin. 


i Estimation 


Noradrenaline may be assayed biologically or colori- 
metrically against a chemically pure standard. Usually 
the problem is complicated by the fact that noradrenaline 
almost always occurs together with adrenaline, which 
necessitates a more complicated procedure. However, 
the variations in the activity ratio of adrenaline and 
noradrenaline on various test preparations make it pos- 
sible to estimatè the two catechols in a mixture A 
useful pair of test preparations is the cat's blood pres- 
sure, where noradrenaline is some two to four times 
more ‘active than adrenaline,.and the fowl’s rectal 
caecum or the rat’s. uterus, where adrenaline is moeh 
more active than noradrenaline. 

The extract is evaluated in terms of either one of the 
two catechols against a standard and the relative acti- 
vity of the two catechols determined in the two tests. 
By a simple formula (Euler, 1949), the amount of each 
catechol can be computed. This procedure, of course, 
necessitates extracts which are essentially free from any 
contaminating active substance. Adsorption on alumina 
gives satisfactory extracts. If the amounts of catechol 
derivatives are large enough, as for instance in supra- 
renal extracts, the assay can be made colorimetrically, 


‘which is simpler. In this case use is made of the dif- 
, ferent oxidation- velocities at pH 4 and pH 6. At pH 4 


all of the adrenaline is oxidized to the coloured com- 
pound in one and a half minutes, whereas only some 


10% of the noradrenaline is oxidized. At pH 6 all of. 


the adrenaline and noradrenaline is oxidized to the 
coloured compound in three minutes. . A simple calcula- 
ton gives the actual amounts of thé two substances 
(Buler and Hamberg, 1949). 
- x y; 3 
Distribution 

Noradrenaline is widely distributed in the body and 
has in fact been found in all nerves containing adrenergic 
fibres, and consequently in almost all organs and tissues, 
including the blood, and also in aqueous humour, urine; 
and glandular secretions, Only the placenta and perhaps 
the bone marrow seem to lack these ergones. 
placenta there are no nerves, and in the bone marrow 


_one could imagine that there would be little need of 


vasomotor nerves, since there is no margin for expan- 
sion or contraction. The amounts found in typical 
adrenergic nerves, sich as the splenic nerves, are quite 
- large (10-20 pg. per g.) In the spleen the content is 
considerable (3-4 yg. per g.), indicating that the peri- 
pheral parts of the nerves contain comparatively large 
amounts, The content in the heart is also -relatively 
large. In the central nervous system no more than 
0.2 ug. per g. was found (rabbit}—that is, something 
like 1% of the content of the splenic nerves. The same 
AS the case for histamine. , 

4 


In the 


The amount of adrenaline occurring together with 
noradrenaline in adrenergic nerves and organs is usually 
only a few per cent. of the total catechol amines, show- 
ing that noradrenalirie. is the dominating adrenergic 
neurohormone. The-Table shows the absolute catechol 


amine content (in ug. per g.) of some organs and nerves, 
and also the relative amount of adrenaline. After stimu- 
lation, the two substances apparently are released in 









Heart .. 
Lung. 
Brain .. 
Kidney .. 

Striated muscle” 
Lymph gland .. oe 
Submavilary gland .. 








Splenic nerves . 


lesenteric nerves 258, 
Vagus nerves .. 4-5-75 
Sympathetic trunk 16-73 
Scilatrc trunk .. 2 








about the same proportion as they occur in the nerve’ 
(Peart, 1949). After denervation the content in the 
nerve and the corresponding organs diminishes greatly 
so as to leave even less than 0.5% of the original amount 
(Cannon and Lissdk, 1939 ; Goodall, 1950b). i 


Occurrence in Blood and in: Urine—Noradrenaline 
seems to be normally present in small amounts in the 
venous blood of man and animals. ‘In purified extracts 
it has been demonstrated biologically in amounts of the 
order of 1-2 yg. of noradrenaliné per 100 ml. of blood 
(Euler and Schmiterléw, 1947). It is likely that some 
adrenaline is also present in the blood. The presence 
of the catechol amines in the blood is also compatible . 
with the fact that they occur normally in urine, as shown 
originally by Holtz er al. (1947) and confirmed by us. 
The larger part is present in a free form, but apparently 
some is conjugated and may be liberated by acid hydro- 
lysis The amount in the urine of normal man is of 
the order of 30 yg. of L-noradrenaline a day and some 
10 pg. of L-adrenaline. 


Suprarenals and Chrona cell Tumours.—The first’ 
intimation of the presence of noradrepaline in the supra- 
renals was made in 1947 by Holtz and his associates. 
Their findings were soon confirmed, and extended, by 
several groups in various countries. It was isolated from 
suprarenal extracts in 1949 (Bergstrém,~ Euler, and 
Hamberg, 1949). By using paper chromatography the 
separation of noradrenaline and adrenaline was first 
demonstrated by James (1948), and this method also 
indicated that these two catechol derivatives were the 
only ones to be found’ normally in most suprarenal 
extracts. The relative arnounts of adrenaline and nor- 
adrenaline vary greatly in different animals and also in 
the same animal during different conditions. In the 
rabbit almost all of the catechol amines‘are adrenaline, 
but in the cat the noradrenaline may constitute more 
than 50% of the total. In chromaffin-cell tumours the 
noradrenaline content may be very high, as originally 
shown by Holton (1949) and confirmed by several other 
authors. In other cases, however, adrenaline and nor- 
adrenaline may occur in about equal amounts, depend- 
ing on the site and nature of the tumour. ` 
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Formation and Fate in the Body 


The discovery of Holtz and associates that animal 
organs contain an enzyme capable of decarboxylating 
dihydroxyphenylalanine (D.O.P.A.) into hydroxytyr- 
amine (1-dopa-decarboxylase) indicated a possible way 
of formation of noradrenaline, as already pointed out 
by Blaschko in 1942. Langemann (1950) found dopa- 
decarboxylase in considerable quantities in suprarenals. 
An important contribution has been made by Goodall 
(1950a), who found certain amounts of hydroxytyramine 
in normal sheep's hearts. He also demonstrated D.O.P.A. 
in sheep suprarenals after thyroidectomy. Hydroxytyr- 
amine seems to occur regularly in urine. One may 
therefore depict the formation of noradrenaline along 
the following lines. 


OH H OH 
e—a ——— 
CH,.CH.COOH CH, CH,.NH, CH(OH)CH;.NHy 
r i 
D.O.P.A. Hydroxytyramine Noradrenaline 


The process by which a hydroxy group is introduced 
in the side chain is stil unknown, although it has been 
observed to occur in vitro. 


Noradrenaline is partly inactivated by means of an 
amine oxidase and a catechol oxidase in the body, and 
partly eliminated in the urine, where it appears chiefly in 
free form. 

On certain occasions the amounts excreted are rather 

_ higher than normally, as, for instance, in muscular work 
(Euler and Hellner, 1951) and in cases of chromaffin-cell 
tumours. In the latter cases excretions amounting to 
more than 1,000 ug. a day have been observed (Engel 
and Euler, 1950), a circumstance which has been utilized 
as a way of diagnosing such tumours. In such cases the 
urine may be assayed directly on the cat’s blood pressure. 

Highly interesting are the findings of Blaschko and 
Burn (1950) concerning the inactivation of a mixture 
of noradrenaline and adrenaline by means of an amine- 
oxidase preparation from rabbit liver. They found that, 
as incubation proceeded, the relative amount: of nor- 
adrenaline steadily fell from 50 to’ 10% and the per- 
centage of adrenaline rose from 50 to 90%. Indepen- 
dently Uddén in our laboratory found that noradrenaline 
is much more readily inactivated on incubation with 
splenic nerve tissue of cattle than is adrenaline. 

The form in which noradrenaline and adrenaline are 
present in the nervous tissue is still unknown. However, 
both catechol amines form ether-soluble compounds with 
lecithin. In equilibrium with a water phase the amounts 
taken up by the lecithin-ether are greatly dependent 
on the pH. Thus at pH 7 some 25-30% of the catechol 
amines may occur in the ether-lecithin phase, whereas 
at pH 5 only some 5% is bound to the lecithin in ether 
solution (Norlander, 1950). 

One may imagine that the catechol amines could be 
bound to phosphatids in the nerve and liberated by a 
shift in acidity. . 

Significance of Noradrenaline in the Body.—The sig- 
nificance of the occurrence of noradrenaline in the 
organism has been questioned in some quarters, where 
it is thought that noradrenaline is merely a precursor of 
adrenaline and serves no-independent function. This is, 
however, in obvious opposition to the findings that the 
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normal reflex vascular effects in reality are effectuated 
chiefly by noradrenaline. It appears that noradrenaline 
is the sympathetic neuro-ergone for general service, the 
adrenaline acting as an adjuvant for more special pur- 
poses, especially as regards metabolic actions. 
Alterations in Distribution of Noradrenaline and 
Adrenaline.—A disturbance in the distribution of the 
two catechol amines is encountered in connexion with 
various endocrine disturbances, such as after hypo- 


3 physectomy, in, thyrotoxicosis, after thyroidectomy, and 


in other conditions. This applies to the suprarenal 
medulla, and other organs as well. In the rat’s spleen, 
after hypophysectomy, the adrenaline percentage is con- 
siderably increased (Euler and Hokfelt, 1950), and after 
thyroidectomy it is markedly decreased (Goodall, 1950b) 
A large field is opening up here which may be of interest 
for the interpretation of certain vegetative disorders in 
connexion with hormonal imbalance. 
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Miss Edna Jàckson has been appointed a Deputy Chief 
Nursing Officer of the Ministry of Health in succession to 
Mrs. E. Harman, who has resigned following her marriage. 
Miss Jackson’s duties cover a wide field of public health 
nursing, particularly in relation to mothers and young 
children, midwifery, home nursing, and the preventive 
health services of the local health authorities. She was 
previously Public Health Nursing Officer in the North-west 
Region of the Ministry. 
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(From St. Bernard's Hospital, Southall; Medical Research 
, Council Blood Group Reference Laboratory, Lister 
Institute ; and the ‘North London Blood* 

; Supply Depot, Barnet) - 
$: i - : 1 

The antibody anti-S was first discovered ` by. Walsh and 
. Montgomery: (1947) in the serum of a puerperal patient 
whose fifth pregnancy had resulted in the birth of a 
macerated and oedematous foetus. Her second child 
had died of haemolytic disease of the newborn ; the 
third and fourth pregnancies had ended’ in’ early mis- 
Carriages. Her serum was found to contain anti-D 
‘together with an unidentified antibody which apgluti- 
nated the red cells of 48.6% out of a total of 253 
Australian individuals chosen at random. The agglu- 
tinin reacted most strongly at 37° C., but was also active 
at lower temperatures. It did not sensitize cells to SU 
Coombs test. i 


The corresponding antigen:S was shown by Sanger 
‘and Race (1947) to be very’ closely: related to the MN 
blood group system, in a manner similar to the relation 
. between the C, D, and E antigens of the Rh system. 
The simplest explanation of the experimental results is 
‘that two genes, S and s, exist and that either one or the 
~ other is always very closely linked to each M and N 
gene, thus giving ‘rise to: four possible chromosome 
arrangements—MS, Ms, NS, or Ns. Each individual has, 
of course; two such chromosomes, and these would there- 
‘fore give rise to 10 possible genotypes or combinations ' 
‘of two. chromosomes as shown in the accompanying 
The réd blood cells of any person possessing 


“The MNS Phenotypes, Based on a Paper by Race, Sanger, Lawler, 
and Bertinshaw (1949) 


k Reactions of Pheno- 

Genotypes in type with Antisera Phenoty 

Each Phenotype Anti- ; , 
M 949), 













*944 òmprising 140 Australians, nearly all of B and 
a portons comp s nearly all of British origin, 


~ 


either one or two S'genes, as in lines 1, 3, and 5 of the. 


table, are agglutinated by anti-S serum. Not all the 
genotypes can be distinguished from one another by 
‘serological means. Each group of serologically indis- 
tinguishable genotypes constitutes a phenotype, of which 
there are six, one to each line of the table. In the last 
column are given the percentage frequencies of the pheno- 
` types among 944 unselected English and Australian per- 
‘sons as reported’ by Race, Sanger, Lawler, and Bertinshaw 
(1949). One notable, feature is that most English bloods - 





’ containing M ‘also contain S, while most N bloods do 
not contain S. All thevobserved facts with regard to the 
' distribution ‘of the S antigen in the population as a 
whole, and to its inheritance in individual families, can 
be explained on the above-mentioned theory that there 
are two genes, S and s, which are'very closely linked to 
M or N (Sanger, Race, Walsh, and Montgomery, 1948 ; 
Race, Sanger, Lawler, and Bertinshaw, 1949). ` i 


A second example of anti-S was discovered by Pickles 
(1948) in the serum of a mother who subsequently gave 
_ birth to a stillborn infant. As in the above-mentioned 
case, anti-D was also present with the, anti-S. Three. 
-weeks before parturition the titre of anti-S was one. 
“Three weeks after delivery it had risen to 16, and six, 
weeks after delivery it was eight. These changes in titre 
‘suggest that the production of anti-S in this case’.was 
due to an immune reaction, and an investigation of the 
blood groups of the family gave support to this theory. 
The ABO, Rh, MNS groups of the! family -were as 
follows: 


Mother ł A R’*r S- 
Father O RR MN S+ 
Surviving child .. A Rh M S+ 
Stillborn infant .. š .. A. Rh+ Direct 
Š t Coombs'test - 
+ positive 


Further support for the ‘suggestion that the production 
of anti-S in this case was the ‘result of an immune 
reaction is given by the finding that the antibody was 
more active’ at 37° C. than ‘at 20° C. It has been men- 
tioned above that this lessening of activity with decrease 
of temperature was also found in the case of Walsh and 
Montgomery (1947), and probably for a similar reason. 
‘In this case and the previous one the presence of anti-D 
prevents us from knowing whether anti-S was in any 
way responsible for the haemolytic disease of the 
foetus. 


. A, third example of -anti-S was found by Cutbush — 
and Mollison (1949) following the transfusion of an 
unmarried woman who had never been pregnant. She 
had received .six transfusions of blood’ of unknown Rh 
and S typewithout reaction, but after the seventh trans- 
fusion of similariy untyped blood she had a@ rigor and 
was then found to be Rh-negative. Her subsequent six 
transfusions were of Rh-negative blood, but she never- 
' theless had reactions after most of them, ahd in one case 
the transfused cells were very rapidly disappearing from 
her circulation. It was then discovered that, in addition 
to the anti-D contained in the serum of the patient, there 
was also anti-S, and thereafter transfusions were of 
Rh-negative, S-negative blood.: Even blood of this type 


. was rather rapidly eliminated, showing the presence of 


yet another kind of sensitivity which was not fully 
explained. In this'case the antibody sensitized S-positive 
cells to the Coombs test, a fact.which is suggestive of an 
immune origin. It is also almost certain that some, at - 
least, of the’ first six transfusions consisted of S-positive: 
blood, and, as these gave rise to no reaction, little ıf any 
anti-S could have been present in the patient's serum 
before the transfusions were begun. It is, begiei 
hi robable that anti-S was the cause of the reaç- 
dou ah nikae most of the transfusions from the 
eighth to the thirteenth. 

An example of anti-S unaccompanied by anti-D has , 
been described by Race, Holt, Gorius, and Bessis (1949) - 
as occurring in the serum of a patient after numerous 
‘transfusions: for haemolytic anaemia. - The antibody 
reacted equally well at room temperature and at 37 C. 


a 


' 


) f 
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In another case of multiple transfusions investigated 
by Collins, Sanger, Allen, and Race (1950) the patient’ ' Serology 
developed a large number-of antibodies, including anti-S Shortly after death a considerable volume of blood was 
and the Rh antibodies anti-E and anti-C*. Waller and withdrawn from the heart and large arteries by means of a 
Race (personal communication, 1950) have found anti-S syringe and needle. . The serum from this blood has been 
together with the Rh antibodies anti-C and anti-E and a valuable source of anti-S for testing purposes, having been 


several other abnormal agglutinins in the serum of a distributed to many laboratories. The absence of admixed . 7 


.male Negro who had received numerous transfusions @ênti-Rh greatly simplifies its use as a testing reagent, 
These two cases are similar to one described by Callender Comparison of the reactions of the serum with the original 


not, however, include anti-S. 


several transfusions died following 
a haemolytic reaction. Her serum 
was found to contain anti-C, anti-D, 
and anti-S. Mollison (1950) has 
described the case of a woman 
who after several transfusions and 
several -pregnancies, two of them 
ending in stillbirths due to anti-D, 
had a clinically unaffected Rh- 
negative baby with a weak posi- 
tive direct Coombs reaction. The 


mother was then found to have- 


anti-S as well as anti-D in her 
~ serum. j 
Rosenfield and Vogel (personal 
communication, 1950) have detected 
naturally occurring anti-S as the 


| and Race (1946) in which, following a series of trans- anti-S serum of Walsh and Montgomery showed that their 
fusions, numerous antibodies were formed, hice did 


specificity was identical The serum of our patient, how- 
ever, reacts more strongly at room température than at 


. 37° C. The blood groups of the patient and her relatives” 
Da Silva Lacaz, Ikin, and Mourant (unpublished data, are shown in the diagram. Since the husband and surviving 


1950) have investigated the serum of a patient who after child are S-negative and careful inquiries have yielded no 






f Patient 

Deceased, not tested 

DD Male 

O Female 

@ ‘Miscarriage ` 


Blood groups of the panenta family. All survrvin peor ‘except the patient) were 
tested with anti-Kell and anti-Lua, with negative “All of who were of group 
A or fey were also found to be negative to anti-Lea. The absence of the § antigen from 
the patient's red cells is  dedgced only from the presence of anti-S in her serum. 

/ 


sole abnormal antibody in the serum of a routine blood evidence that the patient had ever had a blood A 
donor. - An account of this case will shortly be published: and in view of the raised activity of the antibody at lower. 
The MNS blood group system bas recently been described temperatures it is probable that this patient’s anti-S differs 
as a whole in some detail by Race and Sanger (1950). fom eight of the nine other known examples in being of 


Report of a Further Case 


natural occurrence. Although the patient was Rh-negative 
(cde/cde) the anti-S was not accompanied by anti-D. Since 
D is a very much stronger immunizing antigen than S, and 
- since five examples are known of anti-S accompanied by 


The authors have investigated the case of a patient who anti-D or some other Rh antibodies, the absence of anti-D 
was born in 1894 and married in 1915. She had four mis-- in this case is further evidence that the anti-S is not a 
carriages, each at seven months, in 1917, 1919, 1921, and product of some immunization which does not appear in 
1923. One son was born in 1925 and is alive and well. the history of the case. It can be deduced from the diagram 
Three of the miscarriages followed severe accidents and that in one at least of her pregnancies the patient was 
were thought by the patient and her husband to have been exposed to the rısk of immunization to the D antigen, 
thus caused. The patient said that the fourth was induced and, in view of her husband’s Rh genotype, she must 


by herself. 


have been exposed in all her pregnancies to the possibility 


Early in 1948 she complained of fatigue, weakness, Of immunization to either C or D, if not both. 
breathlessness, and progressive numbness and coldness of In spite of the probable spontaneous origin of the anti-S 
the hands. She was admitted to Hill End Hospital, and of its apparent lack of relation to the clinical condition, 


St. Albans, on September 18, 1948. 


The blood findings itis probable that if transfusion had been attempted without 


were: urea, 120 mg. per 100 mL; serum protein, 5.2 g. the very careful cross-matching which was done à reaction 
per 100 ml; haemoglobin, 22% Haldane; red cells, would have occurred. 

1,800,000 per c.mm.; white cells, 7.800 per cmm. On It may be noted that the other two antibodies associated 
acGount of the severe anaemia, it was decided to give her ` with the MNS system—namely, anti-M and anti-N—both ^` 
a transfusion, but attempts at direct matching showed the occur as rarities in human serum, and that in each case 
presence of an unusual agglutinin in her serum. This was some of the examples seem to be of spontaneous and some 
quickly identified as anti-S, but before compatible blood of immune origin. 

could be obtained and administered she died. $ , ; 

At necropsy the body was that of a very obes woman , . a Genetics - 
with generalized oedema and fluid in all cavities. Large’ The pedigree shown in the diagram does not account for 
vegetations were found on the mitral valve, with old and the presence of anti-S in the patient’s serum, since neither 
recent infarcts ım the spleen and kidneys. The latter were her surviving child nor any child by her husband could 
small, and death was ascribed to endocarditis and chronic have been S-positive and so immunized her to the S antigen. 


nephritis. 


. 


The fact that she was MN and made anti-S shows that her 


The patient's serum had’ unfortunately not undergone a genotype was MsNs. Since among her brothers and sisters 
Wassermann test during her-last illness or immediately after all the four combinations MS+, MS—, MNS+, and MNS— 
death. When a specimen was tested more than a'year after were found, the genotypes of all.of them can be deduced 
death the result’was equivocal. No evidence of syphilis had as well as those of their parents. The genotypes of MS- and 
been found on post-mortem examination. The husband’s , MNS- are bound to be MsMs and MsNs respectively. Since 


Wassermann reaction was negative. 
Fi 


' 
WNAE 


homozygous MsMs is present in the children each parent 


A ‘ 


' 


rt 


$ 
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must have had an Ms chromosome, and the’ one: who sup- ` 


-plied the Ns chromosome to the: children must have been 
MsNs. To account for the MS+ child the other parent . 
must have béen MSMs. Thus the genotypes of the S-positive 
children must be MSMs‘and MSNs respectively. The 
patient's husband is MsMs, and their son, who, is MsNs, 
got Ms from his father and Ns from his mother. | 
This family does not open up any possibilities of detect- 
_ ing cross overs between the MN and Ss loci, but 123 families 
have now been investigated without the detection of a cross- 
over (Race, Sanger, Lawler, and Bertinshaw, 1949). 
fact and, even more strongly, the maintenance in the general 
population of an uneven distribution of S and's with respect 
to M and N, show that crossovers must be very rare and 
' the linkage between the loci must be comparable in close- 
ness to that between the C, D, and E loci on the Rh chromo- 
some. When it was found that the antibody was- probably 
of spontaneous origin it was ‘thought that its occurrence 
might be “genetically determined. The sera of the patient's 
three S-negative siblings were therefore examined for anti-S, 
but none was found. 


Summary 
A summary of previous work on the occurrence of anti-S 


in human serum is given. Hight of the nine known examples - 


other than the: present one appear to be the results of 
immunization, and seven of them contain some, form of 
anti-Rh. 

A case is described in which anti-S seems to have occurred 
spontaneously and was discovered ‘in a direct-matching test 


. in preparation for a transfusion. The serum from this case 


has proved te to be a valuable testing reagent for the S factor. 


me Addendum ` 


While this paper was in the press the serum from a fatal 
transfusion reaction case was referred to the M.R.C. Blood 
Group Reference Laboratory; it was confirmed’ that it 
contained anti-S and no other abnormal antibody. 
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The Hampstead Health Institute, which the London . 
- County Council is considering acquiring for conversion into 
a health centre under the National’ Health Service, is a large 
22-roomed house in an overcrowded district of Kilburn. It 
was founded in 1911 by the late Mr. Thomas Hancock Nunn, 
and is, supported by private subscription and by the rent 
received from certain subtenants. It runs two social clubs and 
an old people's club, and dances are occasionally held, and 
in-‘addition it houses the local Citizens’, Advice Bureau, Poor 
Man’s Lawyer, S.S.A.F.A. and H.S.A. branch offices, and the 
Hampstead Association for Moral Welfare Work. An L.C. C: 
maternity and child-welfare clinic, is open four full days a 
week. Dental, aural, and ophthalmic clinics are held regu- 
larly, and classes -for breathing exercises ånd for squint 
meet once a week., The Minor Ailments Centre of thè 
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Institute is open every day, with a doctor „present every 


‘Wednesday. = 
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-THE EFFECTS ' OF HEXAMETHONIUM 
- BROMIDE ON ‘THE ‘STOMACH 


r x + 


BY 


À. - H. DOUTHWAITE, M.D., ERCP. 
Oe, E Physician; Guy's Hospital : 7 


' 


` AND se 


M. G. THORNE, M.B., M.R.C.P. 
Medical Registrar, Guy's Hospital, 


The following is an account of a study of the action 
of hexamethonium bromide (C6) on gastric secretion - 
and motility which was undertaken in the light of a 
paper by Kay ‘and Smith (1950). Working with patients 
suffering from duodenal ulcer, they found that a closely 
similar compound, hexamethonium iodide, inhibited the. 
spontaneous secretion of, hydrochloric acid'to the point 
of achlorhydria. They also showed that the compound 
inhibited ‘the secretion of acid which normally’ occurs 
in insulin-induced hypoglycaemia but did not affect that 
produced by histamine. They noted, too, that the drug 
induced a prolonged inhibition of gastric’ motility. 

` For the purposes of our investigation it was decided to 
use two routine and commonly practised tests—the 
barium meal and the gruel test-meal.—These tests were 
chosen, first, because of the value for comparative pur-- 
poses of-assessing the properties of new compounds by 
previously tried methods ; secondly, because both these 
tests afforded an opportunity, of studying the action of 
C6 on the full rather than ‘the empty-stomach, in contrast 
to the work of Kay and Smith ; and lastly, because most 
of the subjects employed were ‘old cases who well knew 
the routine tests, and in whom undue apprehension 
would therefore be avoided: This was considered to ` 
be important, as the marked inhibitory effects that strong 
emotions exert on gastric motility. should be eupinated 
so far as possible 


a i 
i ` 


Effect on Gastric Motility 


Ten patients were chosen. Niné ‘were males with clini; 
cal and radiological evidence of duodenal ulcer, and one 
- was a female without such evidencey their ages ranged, 
from 16 to 56 years.. They were bed patients, and 
some had previously been treated with L-hyoscyamine - 
sulphate and alkaline powders, but in no case were ‘these 
drugs given‘within 12 hours of .the tests. On the day 
before the trial a test dose of 50 mg. of C6 was given 
intramuscularly and the patient was observed in the 
supine and erect positions so that hyper-reactors could 
be excluded from.the subsequent experiments. ' 


Gastric ‘motility and emptying time were ‘assessed 


; radiologically by means of barium meals. The patients, 


having fasted for at least 12 hours, were given about 
three-quarters of a pint (426 ml.) of barium meal to 
swallow. They were screened during-the actual swallow- 
ing of the. meal, kept. under observation’ until it had’ 
entered the duodenum, and subsequently reexamined 
radiologically in half an hour and, if this was indicated, 
thereafter at hourly ‘intervals In the intervals between 
being screened the patients sat in chairs; but the actual 
x-ray films were taken with .the subjects in the erect 
‘position unless they felt faint. The points that were par- 
ticularly noticed during the examination were gastric 
tone, as revealed by the shape and peristalsis of the 
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Fia. 1.—Case 10, Control: appearance of the stomach immedi- 
: ately after the swallowing of a barum meal. 


stomach, and emptying time, as shown by the measure- - 
ment of the interval before the first appearance of the 
meal in the duodenum and the appearance of the stomach 
in the half-hour and subsequent films. 

All the subjects were first given control barium meals, 
and nine out of the ten were shown to have highly 
motile stomachs with active peristalsis and a consequent 
rapid appearance of barium in the duodenum (see Table). 








ae Z ita ee poate half an hour alter the partum 
meal, showing almost complete gastric emptyin; e mea 8 
distributed throughout the jejunum, E: 
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Time Intervals Between the Taking of a Barium Meal and its 
Observed Entry into the Duodenum 








Cass No | Control c6 

2 ! 4 mnutes ` 10 minutes 

4 Immediate 10 os 

5 4mimutes ‘ 5 ” 

8 Immediate 20 o 

9 .. sid a 30 a 

Differences between control and C6 too small ’ 

1, 3, 6, 7, 10 , for assessment 





The timing 18 approximate only, because of the impracticability of keeping. 
the subjects under continuous screening 


After half an hour nine of the ten stomachs had emptied 
themselves of about four-fifths or more of their con- 
tents, the tenth being half emptied, and the barium was 
distributed throughout the jejunum, having traversed 
the duodenum, leaving it nearly void of radio-opaque 
material (Figs. 1 and 2). ; 

Three days later seven of the subjects were given 
100 mg. of C6 intramuscularly half an hour before 
receiving a barium meal. No obvious difference was 
noted in the shape of the stomachs immediately after 
taking the meal; but there was some diminution in 
peristalsis, which was by no means completely inhibited, 
however (Fig. 3). In five cases there was, too, a notable 
prolongation of the interval between the taking of the 
barium and its apparent entry into the duodenum (see 
Table). y i 

The half-hour films differed remarkably from the con- 
trols. In no case had the stomach emptied itself of 
more than about a quarter of its contents. The por- 
tion of the meal that had passed through the sphincter 
was almost completely confined to the duodenum and 
the beginning of the jejunum, which on screening 
appeared as immobile dilated ‘segments of bowel, so 
loaded with barium that the normal mucosal pattern 
was obliterated (Figs. 4, 5, and 6). Subsequent x-ray 
films revealed_that this state of affairs persisted for 
varying periods of up to six hours. ; 

Seven of the subjects were given repeated doses of 
100 mg. of C6 four times daily at four-hourly intervals 
for a period of seven days, after which the barium meal 
was repeated. All seven reacted in a manner similar to 
that already described. But a close study of the films of 


| 
‘| 
i 
| 
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Fie. 3 —Case 10. 100 mg. of C6 given: half-hour film, show- 
ing delayed gastric emptying, and the confinement of i 
to the first and second parts of the duodenum. Although there 
is delay in emptying, gastric peristalsis is present. 


1 





JAN. 20, 1951 


EFFECTS OF HEXAMETHONIUM ON THE STOMACH 


113 


Bair 
MEDICAL JOURNAL 





this series revealed that in four cases the inhibitory 
effect was not so marked as it had been after the initial 
experimental dose, though in only one subject was this 
difference notable. 


Effect of C6 on Gastric Secretion 


In this investigation routine gruel test-meals were given 
as controls to patients who had fasted 12 hours or more; 
and three days later these tests were repeated half an 
hour after the administration of 100 mg. of C6 intra- 
muscularly, The test was performed on seven subjects 
suffering from duodenal ulcer. Six of these had high- 
climbing acid curves which were only slightly lowered 
after the administration of C6 (Fig. 7). In only one 
subject was the C6 followed by achlorhydria, and here 
the control meal had shown a low acid curve initially 
(Fig. 8). Emptying times were found to be slightly 
prolonged, but these results were not comparable to 
those obtained with the barium meals and were assessed 
less accurately. 


Side-effects of C6 


The most disabling side-effects were those consequent 
upon a loss in vascular tone. Of the ten subjects, six 
fainted while standing erect drinking their barium meals, 
and the others felt faint. These sensations were relieved 
when the patient sat down or when the x-ray table was 
tilted to an angle of about 30 degrees to the horizontal 
In addition, three patients were rejected from the trial 
because of their vigorous reaction to a 50-mg. test dose. 
The onset of syncope was associated with a weakening 
and sometimes complete obliteration of the radial pulse, 
and was accompanied by tachycardia. 





Fia 4.—Case 9. Control: half-hour film, showing greater part 
of meal in small intestine. 








Fig. 5—Case 9. 100 mg. of C6: half-hour film. Note the 
retention of barium in stomach and duodenum. 


Comparative readings of the blood pressures of eight 
patients were taken in supine and erect positions, with 
and without C6. In no case was there significant altera- 
tion of the supine blood pressure when this was taken 
three-quarters of an hour after a single injection of 
100 mg. of C6. But in all cases in which an attempt was 
made to estimate the blood pressure in the erect position 
syncope ensued or threatened to ensue. 

All the patients noted transitory defects of visual 
accommodation, and six felt dryness of the mouth 
developing about 20 minutes after the administration of 
C6; in addition four complained of a burning sensa- 
tion in the eyes. Those patients who were in a position 





m Fak Z A . Z j = a 
Fia. 6.—Case 9. Same as in Fig. 5, two hours later. 
is held back in the duodenum and jejunum. 


The meal 
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to make the comparison agreed that visual symptoms‘ 
and dryness of the mouth were not so pronounced 
as- when they had been taking L-hyoscyamine sulphate 
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Fio 7.—Averago test-meal values of seven patients with and with- 
out C6 Case 7 (Fig. 8) was not included in this, series, 


or belladonna. Of 
those who were 
treated with C6 
for a week two 
complained of oc- 
casional abdomi- 


—— CONTROL 
AFTER 100 mo, C6 





Wo a | 


HOURS SENESE nal . discomfort 
Fio 8—Case 7.  Grueltestaneat 204 nausea. This 
curves with-and without C6, demonstrat- discomfort took 


ing the production of achlorhydria. This 
was the only case in the series showing 
such an effect. 


the form of a 
bloated sensation 
and anorexia. 

In general all the other side-reactions became less 
marked, towards the end of the course,of treatment, 
though standing sull in the erect position, as for the 
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EFFECTS OF HEXAMETHONIUM ON THE STOMACH Ô 


estimation of blood pressure or for’screening, still caused - 


faintness. 


Discussion | 

Kay and Smith found complete inhibition of peristalsis 
for periods of up to four hours. They were, however, 
studying the empty stomach and not, as here, the loaded 
one ; and this may explain also the fact that we found 
the free and-total gastric acid levels little altered, while 
they noted a marked lowering of free acid in the resting 
stomach and a modified response to insulin but not to 
histamine. It may be that we were primarily measuring 
hormonal rather than vagal induced acid secretion, and 
that the exact effect of C6 depends on the extent to 
which the vagal factor is. involved in the total secretory 
response to gruel in any particular case. Their results 
show that C6 might be beneficial in suppressing spon- 
taneous gastric secretion. 

There are, however, the following possible drawbacks 
to its therapeutic use. First, in all the subjects of our 
experiments vasomotor side-effects of the drug when 
given in doses of 100 mg. intramuscularly were incapa- 
citating enough to make it unsuitable for ambulant 
patients. Secondly, after continued use C6 might lose 
some of its potency as an agent which inhibits ‘gastric 
and intestinal motility. Finally, the effect on a duodenal 
ulcer of an artificial duodenal Ueus produced by C6 
cannot be predicted with certainty ; for while diminished 
peristalsis and ‘relaxation of the bowel wall might well 
have a beneficial effect, distension of the duodenum 
would probably be harmful. The dangers of an associa- 
tion of duodenal ileus with ulcer were pointed out by 
Hurst, Rowlands, Jones, and Ryle (1926), who described 
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two such ulcers which perforated and three others which 
remained resistant to medical treatment. 

Although the ileus artificially induced by C6 lacks the 
organic obstructive element of the naturally occurring 
condition, it is difficult to be certain that the barium 
meal arrested by C6 in the upper part of the jejunum is 
not itself acting as an obstruction. Measurements of 
intraduodenal pressure should decide this point. 

In general the disadvantages of C6 discussed above 
come into operation only when the subject is ambulant 
and taking food; thus ita potentialities would seem to 
be strongest for bed patients and for use at night. 

The experiments were not in the nature of a thera- 
peutic trial, all the patients being without symptoms at 
the time of the tests, and receiving orthodox treatment. 


t 


Summary 

Co given in doses of 100 mg. intramuscularly to 10 
patients was found to delay the onset of gastric empty- 
ing of a barium meal for periods of up to 30 minutes, and 
completion of emptying till the sixth hour. 

Gastric peristalsis was diminished but not completely 
inhibited, and there was no change in_the shape of the 
stomach. The small gut (particularly the duodenum and 
upper jejunum) was revealed to be dilated and immobile 
for periods of up to six hours after the drug was given. 

Gastric secretion, as revealed by the gruel test-meal, was 
only slightly altered by C6. The patients in this trial were- 
found to be much more susceptible to the unpleasant’ side- 
effects of the oy ee those reported by Kay and Smith, 
perhaps because they were bed patients. 

The properties which C6 , possesses suggest that the drag ~ 
may be of therapeutic value in the treatment of gastric and + 
duodenal ulcer, particularly in bed patients and at night. 


We acknowledge with thanks the helpful co-operation of 
Dr. T. H. Hills, director of the Department of Diagnostic 
Radiology, Guy’s Hospital, and his colleagues. We express our 
thanks also to Messrs. May & Baker Ltd. for the supplies of 
hexamethonium. 
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At a meeting of the Zoological Society of London on 
December 12 last Dr. L. Harrison Matthews showed slides 
and a film to illustrate the account of an expedition to the 


zot 


island’ of Ramsey to study the process of lactation in the ~ 


grey seal during September and October, 1950. An adult 
female seal was, captured by means'of a special net, and was 
kept in captivity with her baby for fifteen days. Daily 
weighings of mother and young were made, specimens of 
milk -were taken for analysis, and information on the 
breeding and nursing habits of the seals was collected. The 
average daily gain in weight of the pup was 3.3 lb., the 
weight increasing from 43 lb. on the third day after birth 
to 92 Ib. on the eighteenth (the birth weight of the grey seal 
is about 30 Ib.). The average dasly loss in weight of the 
mother was 6.3 Ib. during the same period, her -weight 
decreasing from 371 lb. to 276 Ib.,,a total loss of 95 Ib. 
Adult and pup occasionally drank small amounts (undeter- 
mined) of water, both fresh and salt, but the mother did not 
feed during the nursing period: Daily weighings of a number 
of pups at liberty showed that the growth rate of the captive 
pup was not affected by the conditions of captivity. Analysis 
of the milk (undertaken by Dr. I. R. Rowland) showed over 
67% solids with over 53% fats. .The captive pup was weaned 
on the eighteenth day after birth, and left the beach on the 
thirtieth after it had completed the moult of its natal coat. 
Both adult and pup were surprisingly docile in captivity. 
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ADDISON’S DISEASE OCCURRING IN 
TWO BROTHERS 


BY 


J. N. BRIGGS, M.D., M.R.C.P. 
J. F. GOODWIN, M.D., M.R.C.P.* 


AND 


A. WILSON, M.D., Ph.D., F.R.F.P.S.+ 
(From the. Department of Pharmacology and. Therapeutics, 
University of Sheffield, the Sheffield Children’s Hospital, 
and the Sheffield Royal Infirmary) 


There are two aspects of Addison's disease on which 
relatively little information is available: one is its 
occurrence in childhood (in all about 60 cases have 
been reported), and the other concerns the role of 
hereditary factors. 

It has periodically been suggested, especially when 
this. disease has occurred in several members of the 
same family, that the condition may be inherited. This 
hypothesis is perhaps plausible, since there is evidence 
that. hereditary factors operate in other endocrine 
disorders—for example, diabetes mellitus and the 
-{aurence~-Moon-Biedl syndrome. In studying any such 
relationships the two important features necessary are 
réliable criteria of diagnosis and an adequate supply 
of clinical cases. . 

Addison’s disease is a relatively rare condition ; never- 
theless several possible familial cases have been 
recorded. Fleming and Miller (1900) described a mother 
who was quite well until her first pregnancy, when she 
became pigmented and asthenic. Her condition showed 
‘an exacerbation after each sueceeding pregnancy. One 
child died at. birth. and the four remaining children, 
“whose ages ranged from 24 to 7 years, were all pig- 
mented and suffered from unexplained attacks of diar- 
rhoea and vomiting. 


„follow-up. or necropsy. Croom (1909) described three 


sisters who were pigmented and asthenic, but there. 


‘Gs insufficient ‘biochemical evidence, and there was no 
follow-up or necropsy in any of his three cases. Wake- 
field and Smith (1927) presented the case of a man 
aged 28 in whom necropsy revealed absence of the 
right suprarenal. Two of the man’s brothers, his father, 
grandfather, and a paternal uncle were all pigmented, 
while seven other brothers were fair-skinned, but there 
was no clinical examination or follow-up in any of these 
relatives. 

In discussing Addison’s disease in relation to heredity, 
Morabito (1927) has drawn attention to a case in which 
a. brother and sister, aged 7 and 10 years respec- 
tively, became gradually pigmented and in whom the 
Von Pirquet test was strongly positive. In both parents 
and children the Wassermann reaction was positive. He 
attributed the pathology to congenital syphilis with 
superadded tuberculosis. Borghini (1937) reported the 
case of a 13-year-old Italian boy who was under- 
nourished and-stibject to attacks of weakness on slight 
exertion. The boy's mother apparently had died from 
typical Addison’s disease, but after a five-year follow- 
up the child’s general condition was unaltered and there 
was no change in the pigmentation. 
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Unfortunately, there was to- 


Not only is the number of reported cases. small but 
in most of them the evidence does not satisfy the modern. 
criteria for the diagnosis of Addison's disease. In his 
extensive review of 566 reported cases Guttman (1930), 
although doubtful whether heredity plays an important 
part in the genesis of the disease, states that it.“ ca 
not be denied that in rare instances there is a hereditai 
tendency.” ra 

In view of the relative paucity of information | 
this aspect of the subject it is important, now that 
reliable diagnostic methods are available, to investigate 
thoroughly all cases in which the disease occurs in. more 
than one member of a family, We have recent 
observed two young brothers. with Addison's’ disea 
whose case reports follow. 




























































Case 1 


A schoolboy aged 12 was admitted to the Sheffield 
Children’s Hospital on July 30, 1946, complaining of | 
listlessness, anorexia, loss of weight, vomiting, and 
diarrhoea, which had gradually increased during the: 
previous three weeks. The symptoms were at firsto 
ascribed by his doctor to an attack of gastro-enteritis, — 
but as there was no response to treatment the child was- 
referred to hospital, His mother stated that since infancy 
the bey had been very fond of salt and would often eat 
this alone. He had had measles, chicken-pox, whooping- 
cough, and mumps. There was no family history of- 
tuberculosis, abnormal pigmentation, or Addison's disease. 
Apart from his brother, there were no siblings. 

On. admission the patient was very drowsy, had inter- 
mittent attacks of retching and diarrhoea, and respe 
to questioning with difficulty. He was markedly dehy 
There was diffuse dark-brown pigmentation of far 
back of the neck, dorsum of the hands, the forearms, and- 
the extensor surfaces of the legs, extending from the knees 
to the ankles. The buccal mucous- membrane was not 
pigmented. 


The apex beat was not palpable, and’ by percussion. the: 
heart was 14 in. (8.75 cm.) internal to the mid-clavicular 
line. The heart sounds were faint and regular; no mur-: 
murs were heard. The pulse rate was 120. a minute, weak 
but regular, and the blood pressure-was 80/40. There were 
no abnormal features in the abdomen, lungs, or nervous 
system, and no costo-lumbar tenderness. He was of normal 
stature, but both testicles were undescended and the penis 
was underdeveloped. Apart from three carious teeth there 
was no other evidence of any local infection. as, 

The urine showed: no albumin. or sugar; ketones were: 
present ; there was no. deposit. Examination of the blood.. 
showed: E.S:R., 16 mm. in one hour; fasting blood sugar, — 
50 mg. per 100: ml. ; plasma potassium, 25 mg. per 100 ml; 
serum. sodium, 280: mg; per 100 ml. ; Robinson, Power, and 
Kepler (1941) excretion test ratio A=4.5; haemoglobin, z 
100% : red: cells, 5,010,000 ; white cells, 9,400 (neutrophil: 
polymorphs 68%, monocytes 4%, basophils 1%, lympho- 
cytes 27%}. Radiographs of the chest showed a small heart 
shadow and normal lung fields (Fig. 1).. The electroca i 
gram revealed sinus tachycardia, and low-voltage 
with S-F depression and flat T waves in all leads. F 
graphs of the abdomen showed two calcified. glands in. 
region of the right iliac fossa. The Mantoux test with 
1/1,000 old tuberculin was positive. hee 

Immediately on completion of: the: investigations: adrenal 
cortex extract (* eucortone “) was given in 10-ml. doses intra- 
muscularly every six hours and D.C.A. $ mg, every 12.” 
hours. The following day supplementary salt € i 
times a day) was given, and he drank fluids eagerly 
August 5 there was a striking clinical improvement. 
was alert and answered questions quickly and accurately. 
He ate his food eagerly and took an active interest in. his: 
surroundings. The apex. beat was. now. palpable, and the 
percussion note indicated an increase in cardiac dullness 
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cto. the left- The blood pressure was 100/74, and radio- 
graphs of the chest revealed a marked increase in the heart 
‘shadow (Fig. 2). The electrocardiogram was normal. 

On ‘August 8 pigmentation was less diffuse and dark areas 
were still apparent on the flexor surfaces of the forearms 
¿and hands, along the vertebral column and anterior-superior 





Chest radiograph before treatment, showing a 
very small heart. 


—-Case 1. 


ë l. Chest radiograph after treatment. The heart is 


now normal in size; 


‘the right rectus sheath under local analgesia.’ 








iliac spines, and on the abdomen: at ‘the tevel. of ‘the trouser 
belt. There was no evidence of buccal pigmentation... Blood . 


pressure was 100/75. On August 10 adrenal cortical extract 
was discontinued and D.C.A. reduced to 2.5. mg. every 48 
hours. Supplementary salt therapy was continued. The 
next day he was able to walk unaided in the ward and his 
general clinical improvement was maintained. On August 19 
the second Robinson-Power-Kepler test showed a value of 
19. His blood pressure remained stationary at 102/72, and 
he gradually increased in weight. On August 30 a 25-mg. 
pellet of D.C.A. was implanted by Mr. Clifford Jones. on 
Two days 
later intramuscular injections of D.C.A. were discontinued. 
At this time the serum sodium was 315 mg. per 100 ml., 
plasma potassium 21 mg. per 100 ml., and the Robinson- 
Power-Kepler_ excretion test ratio A =25. 

He was discharged and referred for follow-up as an out- 
patient. He required a second implantation after three 
months, and was then given 150 mg. of D.C.A. He has 
had two further pellets of 150 mg. of D.C.A.; the effects 
of each lasted approximately seven months. With this treat- 
ment he has for two years been adequately controlled and 
is able to attend school regularly and to walk distances up 
to two miles without excessive fatigue. His pigmentation 
has increased in intensity, and small areas are now present 
on the soft palate. His blood pressure remains at about 
100/55 mm. Hg. 

The 24- -hourly urinary output of 17- ketosteroids was 
5 mg, and, in view of his cryptorchidism, chorionic 
gonadotropin (“gonan”) was given intramuscularly, 500 
LU. twice weekly for six weeks. „His penis increased in 
size, and six months later both testicles were descended. 


Case 2 


The elder brother of Case 1, aged 17, was admitted to 
the Royal Infirmary, Sheffield, on July 31, 1947. He had 
been in good health until five weeks before admission, when 
he complained of epigastric pain and vomiting, which lasted 
24 hours. One week later he had a recurrence of the pain 
while suffering from a septic great toe-nail. This was 
removed by his own practitioner, but he had two further 


attacks of abdominal pain and vomiting, the second attack 


Pigmentation of skin 
There was 


leading to his admission to hospital. 
and loss of weight had been noticed recently. 
no relevant past history. 

He was a well-developed youth with very faint generalized 
pigmentation, and a small area of pigmentation on the 
buccal mucosa. There was slight dehydration. The cardio- 
vascular system was normal: B.P. 120/70, pulse 104 regular. 
Respiratory, abdominal, and central. nervous systems were 
normal. His temperature was 97° F. (36.1° C.). A. trace 
of albumin was found in the urine. Examination of the 
blood showed: E.S.R., 12 mm. in one hour; serum sodium, 
345 mg. per 100 ml. ; serum potassium, 17 mg. per 100 ml. ; 
N.P.N., 60 mg. per 100 mi. ; Hb, 103% ; red cells, 5,250,000 ; 
white cells, 5,400 (polymorphs 53%, lymphocytes 44%, 
monocytes 3%). 

A tentative diagnosis of Addison’s disease was made, and 
the patient was given liberal fluids and extra ‘salt by mouth. 
This did not stop the vomiting, so an intravenous infusion 
of sodium chloride and 5% dextrose was set up. Three 
hours later he suddenly became extremely restless and the 
pulse rose to 140 a minute. There were no signs of pul- 


monary oedema and no abnormal signs in the central., 


nervous system. The restlessness continued, and the next 
morning his condition had*deteriorated ; well-marked neck 
rigidity and pyrexia had developed. A lumbar. puncture 
showed a normal pressure and no block. Fhe fluid was 
clear and normal. His blood pressure was 125/65. 

In spite of continuous therapy with. adrenal cortical 
extract, penicillin, and intravenous glucose-saline, . the 
patient died 72 hours after admission. His pigmentation 
had increased markedly during the last three days of his 


life,. but the blood pressure remained: normal until three: 


hours before death, when the systolic: pressure fell to 70. 
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A post-mortem examination was made by Dr. L. C. D. 
Hermitte. Both suprarenal glands were atrophic, and histo- 
logical examination showed simple atrophy, involving mainly 
the cortex (Fig. 3). The thymus was considerably larger 
than normal, and 
the thyroid gland 
was also enlarged ; 
the gonads and 
pituitary body 
were normal. The 
heart was small, 
and the lungs 
were slightly 
` oedematous, the 
right lung having 
six lobes and the 
left lung four, 
There were no 
other important 
findings. 

It is difficult to 
account for the 
sudden deteriora- 
tion in this 
patient's condi- 
tion and his failure 
to respond to treat- 
ment. It is possible 
that the mainte- 
nance of a normal 
blood pressure till 
the terminal stages 
of his illness was 
due to the rela- 
tive integrity of the 
medullae of the 
suprarenal glands. The enlarged thymus gland directs 
attention to the possibility of myasthenia gravis, but there 
was not at any time clinical evidence of this disease. The 
congenital abnormality in the lungs is noteworthy. 


Fic, 3.—Case 2.—Section of suprarenal 
gland showing atrophy of the cortex with 


relative integrity of the crane Haema- 


toxylin and eosin. (x 40 


. 


Discussion 


Because these two cases of Addison's disease occurred 
in brothers, their family history was carefully and 
exhaustively investigated. Both parents were healthy, 
They came from a large city and their families were 
not in any way related. They had only the two children. 
The maternal grandparents died in old age and their 
children were not pigmented, though one son had a 
wasting disease in childhood but recovered and was 
lost at sea in the second world war. No relevant infor- 
mation was available regarding the paternal grand- 
parents other than that the grandmother died at the 
age of 82 and that the grandfather is still alive and 
well, aged 79. There are several paternal cousins who 
have not been traced but who, at least until adult life, 
are known to have been healthy. 

We are of the opinion that in each patient the disease 
was due primarily to atrophy of the suprarenal glands. 
It is not surprising that the younger brother had calcified 
abdominal glands, since he had been taking farm milk 
which was neither pasteurized nor boiled. 

The occurrence of such a rare disease in two brothers 
and at an early age suggests the possibility that a 
genetic factor may be involved. 


Summary 


The literature relating to the possibility of a familial 
factor in Addison's disease has been reviewed. The 
occurrence of Addison’s disease in two brothers is described. 
In the patient who died, atrophic suprarenal glands and 
congenital abnormalities of the lungs were found at 
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necropsy. The cause of the disease in the two cases pre- 
sented is considered to be primary suprarenal atrophy. In 
view of the suggestive but inconclusive evidence afforded 
by this and other cases reported, we consider that the 
familial and genetic aspects of Addison’s disease merit 
further study. 


We wish to thank Professor E. J. Wayne for permission to 
publish these cases, and we are grateful to Dr. L. C. D. Hermitte 
for his report on the necropsy findings in Case 2. 
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THE FLUORESCENCE PHENOMENON OF 
THE TONGUE 


BY 


W. TOMASZEWSKI, M.D.Poznan, Ph.D. 


(From the Department of Therapeutics, Clinical Laboratory, 
Royal Infirmary, Edinburgh) 


When the mouth is viewed under ultra-violet light 
screened with Wood’s glass a reddish-orange fluor- 
escence is often visible on the dorsum of the tongue 
and sometimes on the teeth. This fluorescence has 
been recognized for some time, and has been proved 
to be due to the production of porphyrins by oral 
micro-organisms. So far, however, this fluorescence 
has not been adequately studied in relation to the 
various changes in the tongue that are known to result 
from nutritional deficiencies. 

Several authors have described this phenomenon. 
Derrien (1924) noticed fluorescent points in dental 
cavities, which he attributed to decomposition of 
haemoglobin by bacteria. The fluorescence of the 
carious teeth or of tartar must be distinguished from 
that of healthy teeth in cases of congenital porphyria 
as first described by Mackey and Garrod (1925-6). 
Hymans van den Bergh (1928a, 1928b) described this 
fluorescence of the tongue in greater detail and 
endeavoured to explain its aetiology, but he did not 
study its clinical significance. More recently, Costello 
and Luttenberger (1944) attributed the absence of the 
normal flugrescence to vitamin-B deficiency. Accord- 
ing to them it is intense in children but less marked 
in well-nourished adults. 

Hagerman and Hirschfeld (1947) examined over 500 
patients in a dermatological clinic. In about 60% of 
their patients the fluorescence extended over the whole 
tongue or covered about half of the dorsum, which 
was considered to be normal. About every fourth 
patient showed fluorescence over the whole surface. 
Tongues showing absent or very limited fluorescence 
were regarded as abnormal. These authors found that 
patients showing absent or greatly diminished fluor- 
escence often suffered from the skin lesions usualiy 
associated with vitamin-B deficiency. They noticed 
also that vitamin-B preparations, especially those con- 
taining pantothenic acid, usually produced a change to 
the normal fluorescence (British Medical Journal, 1949). 

















disappears a few days after menstruation, 






















Red fluorescence due to porphyrin is encountered in 
other parts of the human body, both in health and 
-in disease. It has been seen in sebaceous comedones 
- (Bommer, 1927, 1929) as bright-red pointson the nose 

around the lips, etc. 
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ie ‘Red fluorescence is often present 
in the menstrual and lochial discharges: (Jones, Figge, 
and Hundley, 1944), probably due to porphyrin pro- 
duced by. bacterial decomposition of blood. It usually 
The tumour 
oroma contains an excessively large amount of 
porphyrin’ (Thomas and Bigwood, 1935). Necrotic 
nours. (Policard, - 1924) and many necrotic nom 
“malignant tissues also exhibit red fluorescence. 







Method 

Over 400 patients in medical wards and in the 
blood clinic of the Edinburgh Royal Infirmary were 
examined for fluorescence of the surface of the tongue 
< and teeth. An ordinary ultra-violet lamp with Wood's 

glass was used. 

Diseases characterized by changes in the tongue were 
specially selected, and, for comparison, examinations 
-= Were also made in various other diseases and in a 
_- number of healthy people of different ages. In each 
fe “Case a rough sketch of the surface of the tongue was 
- made. Besides ordinary data concerning age, sex, 

“disease, ete., a short nutritional history was taken. 

An some cases antibiotics, vitamins, and chemothera- 
peutic agents were given in order to investigate the 
influence of these substances on the fluorescence, 


Appearance of the Tongue under Ultra-violet Light 

The majority of healthy persons show fluorescence on 
the: posterior half or three-quarters of the tongue’s sur- 
The rest of the surface, especially the anterior 
ften-has a greyish or whitish tinge. Only about 
20%. of vhealthy persons exhibit fluorescence on the 
~- whole tongue. The margins and the tipare as a rule 
“- free. The fluorescence has usually a red or orange hue, 

but it often has a pinkish or yellow tinge. Its intensity 
varies considerably in different persons. 
Observed through a magnifying-glass, the fluor- 
escence, which to the naked eye seems to be 
coalescent, is seen to be composed of small fluor- 
escing points corresponding to the filiform papillae. 
The material scraped from such a tongue is com- 
posed of bacteria, epithelial cells, and particles of 
food, and on naked-eye observation under ultra-violet 
light shows a pinkish or red fluorescence. 

Slightly coated tongués usually have a faint pinkish 
fluorescence. Intense red fluorescence is often associ- 
ated with a thick coating, Tongues which do not exhibit 
red fluorescence have sometimes a quite normal appear- 
ance under ordinary light. 

Ina few persons.small non-fluorescing lacunae are 
found on the red fluorescing area. These lacunae have 
a tendency to enlarge eccentrically in the course of 
time. In tongues with deep fissures, red fluorescence 
can sometimes be noted. 


It is difficult to make an arbitrary distinction between 
normality and abnormality according to the extent of 
the area of fluorescence, as has been attempted: ‘by 

‘Hagerman and Hirschfeld. Our clinical material was 
divided simply into cases in which fluorescence was 
“entirely absent and those in which it was present even 
‘to a very slight extent. The former were classified as 
„negative, the latter as positive. 5 
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Appearance in Healthy Individuals _ P 

For control purposes over 200 ‘healthy persons of 
both sexes and various ages were examined. The 
examination of children was mainly carried out in the 
Princess Margaret Rose Orthopaedic Hospital, Edin- 
burgh. Apart from their orthopaedic disabilities, the 
children were normal. Subjects over 60 years of age 
were selected mostly from inmates of Queensberry 
House for the Aged, Edinburgh. ` 

The clinical material was divided into age groups, Of 
the total number examined, 59% were males and 41% 
females, but as sex seemed to exert no obvious influence 
on the incidence of the fluorescence phenomenon, males 
and females were considered jointly. Their nutritional 
history did not reveal any evidence of deficiency. The 
results are given in Table I, which shows that absence of 
fluorescence increases steadily with age. 


Taste I.—Fluorescence in Healthy Individuals 
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| 
| Fluorescence of Tongue ae 

Age Group No. pee P i Without 

| Examined | + ~ Fluorescence 

0-years -| |S 8 11 
21-407, is 56 i 44 | 6 12 
41-60 2 40 | 33 i 7 17 
61-80 | iid 38 | 28 10 26 
81-100 ,, i | 15 | 8 53 
Total. | 214 | its _ 39 | 18 


In general, the intensity of the fluorescence in old 
people was definitely less than in children and younger 
adults. There were often slight atrophic changes in the 
filiform papillae in old people, but even in apparently 
normal-looking or coated tongues the fluorescence was 
often absent. 


Fluorescence in Certain Diseases 


Special attention was paid to diseases. which are 
associated with changes in the tongue. 


Pernicious Anaemia—Altogether. 87 cases of pernicious 
anaemia were examined. Most of these-were well-controlled 
cases that had been treated with liver, some of them for 
many years, or recently with vitamin B; Therefore, most 
of them had normal or nearly normal haemoglobin levels. 
Only six untreated cases were examined; all showed com- 
paratively low haemoglobin levels. The results of the exam- 
inations are given in Table H. 


Taste W.—-Fluorescence of the Tongue in Cases of Pernicious 














Anaemia 
Ase | No. of Cases No. Without Fluorescence 
-< —— meen] 
21-40 years a 6 4 
41-60, as 34 18 
61-80, uae | 47 34 
Toate 


56 (64%) 








Of the total number examined 64% were negative. “The 


‘fluorescence in the positive cases was mostly faint. Com- 


pared according to age groups, the pernicious anaemia cases 
show a much higher incidence of negative cases than the 
normal persons. Cases with a completely atrophic smooth 
tongue, Were all negative, though some of them had 
haemoglobin values of over 100%. 

It is not known whether. any 
before treatment in these cases. 
untreated cases, five of which w 

this problem. Oy 
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FLUORESCENCE PHENOMENON OF THE TONGUE 











ootongues of four of them showed some growth of their short 
“and atrophic papillaé? After a few weeks the surface 


acquired a delicate whitish covering, and two of the patients 


“previously entirely negative developed slight fluorescence. 


It seems, therefore, that liver therapy can in some cases 
restore the fluorescence; but treatment of patients with 
advanced atrophy of the tongue dues not restore the filiform 
papillae or the fluorescerice. “The number of untreated cases 
was, however, too small for any dogmatic conclusions to 
be drawn. 


Hypochromie lron-deficiency Anaemia~—For comparison 
a group of patients suffering from iron-deficiency anaemia 
of different origin, but mostly nutritional, were examined. 
As is well known this type of anaemia is often associated 
with atrophic changes of the filiform papillae. It is also 
known that iron therapy frequently restores the condition to 
normal. Altogether 28 patients were examined—22 women 
and 6 men. Their ages varied from 28 to 70 years, the 
average being 46. Of the 28 examined 17 (60%) were nega- 
tive. In general the positive cases in this group showed a 
stronger fluorescence than those in the group of cases suffer- 
ing from pernicious anaemia. In one negative case; which 
was, observed before and after treatment, restoration of 
papillae and faint fluorescence followed improvement in the 
haemoglobin level and in the general health, but in cases 
with permanently atrophic tongue the restoration of normal 
haemoglobin values did not produce any fluorescence. 


th Sprue” Syndrome.—Fifteen patients suffering from the 


“sprue syndrome, three being children with coeliac disease, 


* 


to 5. persons. 





front and moving towar 


were examined. The average age of this group was 33. 
The. majority showed an atrophic tongue or had soreness 
of the tongue; they were all undergoing treatment. Eleven 
patients (73%) were negative. The four positive cases had 
been treated for several years with liver, folic acid, and 
other compounds of the vitamin-B group. In these four the 
tongue approached the normal in appearance and there was 
a slight fluorescence. 


Other Diseases-~-Small groups of patients suffering from 
other diseases were also examined, Gastro-intestinal diseases 
are often connected with lingual changes. Out of 22 cases 
of gastric and duodenal ulcer, with an average age of 43, 
nearly half showed absence of fluorescence. On the other 
hand. cases of gastritis with heavily coated tongues usually 
showed an orange or a peculiarly yellow fluorescence, The 


-fesults.in.a group of. patients with an unusual appearance 


of the tongue are of some interest. Thfee cases with hairy 
tongue were negative. Seven cases with marked brown 
coloration. of the coating of the tongue were all negative, 
and in two the fluorescence appeared-after a few days’ treat- 
ment with nicotinic acid. Twelve cases of so-called scrotal 
tongue (lingua scrotalis, lingua plicata), characterized by 
humerous deep furrows, were mainly negative. In a group 
of seven cases which showed signs of vitamin-B deficiency, 
particularly of ariboflavinosis, and characterized by angular 
stomatitis and red smooth tongues, fluorescence was absent. 
Groups of cases of diabetes, leukaemia, and other diseases 
did not give any conclusive results. 


Factors Influencing Fluorescence 


Observations were made on patients treated for 
various reasons with antibiotics in order to study the 
effect of these drugs on the fluorescence of their tongues, 
which was positive in every case before the beginning 
of treatment. In addition, a number of healthy per- 
sons with strongly fluorescing tongues were selected for 
investigation of the local action of penicillin and other 
antibiotics on the fluorescence. 

Penicillin was given in 500-unit lozenges (8-10 a day) 
After a few. days the fluorescence dis- 
ach case, starting from- ‘the 





appeared completely. 


‘in its intensity. 


: los. 





three persons a brown colair of the tongue appeared p 
with some soreness of the dorsum. With the cessation: 
of penicillin treatment the red fluofescenc: reappeared 
gradually in a few days,-starting from the back of the 
tongue. Penicillin given intramuscularly to fo 
sons, 500,000 units daily for one week, did n t 
the red fluorescence. 

Specially prepared streptomycin lozenges (50 mg. pi 
lozenge) were given to three persons in a dosage 
seven to eight lozenges a day for one week. In all 
three the fluorescence disappeared in four te five 
days. ‘ ; 

In five patients treated with chiorampheaiati Q g. 
a day orally) for various diseases the fluorescence 
vanished rapidly, and at the same time the normal 
coating of the tongue disappeared. Glossitis and signs 
closely resembling ariboflavinosis developed in two < 
them. eee 

Specially prepared chloramphenicol lozenges (5 mg- 
per lozenge) administered to three healthy persons in 
a dosage of 10 lozenges daily for a week brought about 
the disappearance of fluorescence in five to six days o 5 

Similar results were obtained in three patients treated 
for various reasons with “aureomycin,” 2 g. a day 
orally. Trials were also made with aureomycin lozenges: 
(5 mg. per lozenge) on three healthy persons. It.was 
found impossible to evaluate the local action of aureo- 
mycin on the fluorescence during treatment, as this sub- 
stance itself produces a bright yellow fluorescence which 
covers the whole dorsum. However, with the cessation 
of the treatment the fluorescence, which had previously 
been strongly positive, remained negative for two to. 
three weeks. es 

In contradistinction to the effect of the antibiotics, 
the use of sulphathiazole lozenges, six a day, see 
to have no effect on the fluorescence phenomenon 

Observations were also made on the effect of folic 
acid, riboflavin, and nicotinamide’ on five patien! with 
signs suggestive of vitamin-B deficiency and 
absence’ of fluorescence. In three of them, ia whom 
definite regeneration of the papillae took place, a slight 
fluorescence developed. 

As Has, been mentioned, reappearance of fuer: : 
escence was observed in some patients with pernicious: 
anaemia after treatment with vitamin Ba, and the same 
phenonienon was noted in cases of sprue syndrome ` 
treated with folic acid, riboflavin, and nicotinic acid, 
and in cases of brown tongue treated with nicotinamide. — 

Pantothenic acid has some influence on the intensity © 
of fluorescence. In healthy persons with faint fluor- 
escence, treatment with pantothenic acid, 50 mg. three 
times daily for two weeks, produced a marked increase. bs 

































































Discussion 


There is no doubt that this fluorescence i is due to: ‘the 7 
production of porphyrin by penicillin-sensitive, miero- 
organisms. We do not know whether the. porphyrin is 
synthesized by the bacteria or whether it is the product 
of decomposition of haemoglobin derived from food . 
or from the host. Nor do we know the exact. type of | 
Bacterium (or bacteria) concerned in porphyrin produc- 
tion in the mouth. Carrié (1934) expressed the opinion « 
that the normal fluorescence of the tongue and of 
comedones is due to a particular Gram-positive b: 
He claims to be able to cultivate this porp 





ucing bacillus in special media—Sabouraud and 
Fink media—but we have so far: been unable to 
“reproduce these results, 
= The actual role of porphyfin in the metabolism of 
“the oral bacteria is also unknown. Pappenheimer (1947) 
Suggests that porphyrin, at least in the diphtheria bacil- 
lus, might be produced in certain conditions in the pro- 
cess of synthesis of some respiratory enzyme, probably 
tochrome b.. 
om. the clinical. point of view it is of interest to 
inquire why this porphyrin. production is absent in 
certain normal and pathological conditions, and what 
_ is the part played by the vitamin-B group in its pro- 
duction. It seems that at least two factors are 
-responsible for the fluorescence phenomenon: (1) the 
presence of porphyrin-producing bacteria ; and (2) the 
presence of normal papillae, since a smooth tongue 
< does not, as a rule, exhibit fluorescence. Judging from 
the fact that in a certain percentage of healthy and 
adequately nourished persons the normal-looking tongue 
_ does not show fluorescence, some other factors must 
also be responsible. We do not know why the percent- 
age of negative cases in healthy persons increases with 
age. 
It is doubtful whether the absence of fluorescence is 
of value as a clinical sign of vitamin-B deficiency, as 
“has been suggested by certain authors. Some vitamin 
deficiencies, especially those of nicctinic acid, riboflavin, 
‘and aneurin, do produce lesions of the tongue and 
“mucous membranes. In such cases where glossitis and 
atrophic papillae exist the absence of fluorescence is 
‘understandable. There is, however, no proof that 
reduced or absent fluorescence is always due to 
‘deficiency of the vitamin-B complex. 
- Factors such as vitamin B, folic acid, vitamin-B 
‘complex, and iron seem to have some ‘influence on 
the restoration of fluorescence in certain conditions, 
doubtless due to their action in Tegenerating the 
papillae. In addition, the possibility that vitamins, as 
growth factors, have some action on the bacterial flora 
itself cannot be excluded. Mallinckrodt-Haupt (1938) 
reported a stimulating influence of vitamins, notably 
aneurin and riboflavin, on porphyrin productfon by 
bacteria in vitro.” 
_ The pathological states here investigated—pernicious 
anaemia, sprue syndrome, and iron-deficiency anaemia 
are often associated with nutritional disturbances, and 
are commonly characterized by lingual lesions. 
wn (1949) and others brought about the disappear- 
Of lingual lesions in pernicious anaemia and 
steatorrhoea by the administration of calcium panto- 
thenate, inositol, nicotinic acid, folic acid, riboflavin, 
and liver extracts. Good. therapeutic results were 
obtained in cases of glossitis in pernicious anaemia 
by treatment with pure vitamin Bi» (Stone and Spies, 
1948 : Schieve and Rundles, 1949) 



























ce phenomenon is only-a clinical curiosity 
has some value as a guide to the state of 
ividual, 
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ng definite can be said at present about whether $< 


Nor is anything known Th 
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about the significance and ultimate fate of the por- 


phyrin produced in the mouth.” It is reasonable to 


assume that at least some of it accompanies the — 





digested food to the lower part of the alimentary > 


tract. 
In addition, the role of the normal bacterial flora in: 
the mouth remains unexplained. We know very: little 

about the function of bacteria in-the digestive tract of 

man and their influence on the nutritional state of the 

individual. Recent experimental work has opened a 

new chapter in the role of bacteria in ‘nutrition 

(Elvehjem, 1948 ; Johansson and Sarles, 1949). Lastly, 

an interesting hypothesis has been ‘put forward by 
Frazer (1949) on the part played by the bacterial flora 

in the sprue syndrome and in pernicious anaemia. . The 

importance of the intestinal bacterial flora in pernicious 

anaemia was stressed-long ago by Davidson (1928). It 

is also known that a number of vitamins are synthe- 

sized in the intestinal tract, but, conversely, certain 

sulphonamides and antibiotics given orally may destroy 
the intestinal bacteria and change the microflora of the 
tract. 


Summary and Conclusions 


The dorsum of the tongue often shows under Wood's 
light an orange-red fluorescence. This is probably due to 
synthesis of porphyrin by micro-organisms, 

The tongue has been examined in over 400 persons. 
Fluorescence has been found in the majority of healthy 
individuals. 

Absence of fluorescence becomes more- frequent. with 
increasing age ; it was found in only 11% of children but 
in 53% of people over 80. 

In certain diseases—pernicious anaemia, hypochromic 
anaemia, sprue syñdrome, and vitamin-B deficiencies—there 
is a higher incidence of absent fluorescence, _ 

The vitamin-B group and iron have some influence in the 
restoration of fluorescence. Antibiotics destroy fluorescence 
by their action on microflora. 

The clinical significance of this phenomenon is not yet 
known. Its possible connexion with nutritional factors has 
been discussed. 


This work was carried out with the help of a Whaitt Research 
Scholarship from Edinburgh University, mainly in the wards of 
Professor D. M. Dunlop. The antibiotic lozenges were specially 
Prepared by Messrs. Duncan, Flockhart and Co., Edinburgh, to 
whom I wish to express my thanks. : 


REFERENCES 


Bommer, S. (1927). Klin. Wschr., 6, 1142. 

~——— (1929)... Acta derm.-venereol., Stockh., 10, 391. 
British Medical gourmal (1949). 1, 672. 

Brown, A. (1949). British Medical Journal, 1, 1073... 
Carrié, C. (1934). Derm. Z., 76, 18 


9, i facts Sie 
- Costello, M. J., and Luttenberger, L. V..(1944), N.Y. St. J. Med., 
44, 1778 i 


Davidson, L. S. P. (1928). J. Path. Bact., 31, 557. 

Derrien, E. (1924).- C. R. Soc. Biol; Paris, 91, 634. 

Elvehjem, C. A. (1948). Fed. Proc., 7, 410.: : 

Frazer, A. C, (1949). British Medical Journal, 2, 769. , 

Hagerman, G., and Hirschfeld, R. (1947). Acta derm~venereol.. 
` Stockh., 27, 369. ns 

Hymans van den Bergh, A. A. (1928a). Lancet, 1, 281. 

—— (19286), Dtsch. med. Wschr., 84, 1492. 

Johansson, K- R., and Sarles, W. B. (1949). Bact. Rev., 13, 25. 

Jones, E. G., Figge, F. H. J., and Hundley, J. M. (1944). Cancer 


Res., 4, 472. 
Maker L., and Garrod, A. E. (1925-6). Quart: J. Med., 19, 
5 


Mallinckrodt-Haupt, A. S. (1938). Z. Vitaminforsch., 7, 303. 
Pappenhemer, A. M.. jun. (1947). Fed. Proc: 6, 419 = 
Policard, A. (1924). C.R. Soc. Biol. Paris, 91, 423: = 
heve, ‘sts and Rundles, R. W, (1949). J. Lab. clin. 



















o JaN: 20, 1951 


HAEMANGIOMATOUS NAEVI AN 











TREATMENT OF HAEMANGIOMATOUS 
NAEVI WITH THORIUM X 


BY 


R.- E. BOWERS, M.D., B.Sc, M.R.C.P. 
Chief Assistant, Skin Department, St. Thomas's Hospital, 


The unsightly nature of haemangiomatous naevi of the 
skin causes much distress and makes the patients or 
their parents seek treatment in almost all cases. The 
object of this paper is to assess the results likely to 
be obtained with thorium X in the treatment of capillary 
naevi, and to make certain observations regarding the 
application of this method. 


Natural History of Haemangiomata 


- Before considering how or whether. these naevi 
respond to-treatment, it is necessary to take into account 
the possibility of spontaneous resolution ; and for this 
purpose it is convenient to divide them into two common 
varietiés—the flat and the raised. Histologically, the 
~ flat (“port-wine ”) haemangiomata are composed of 
* dilated -capillary-like vessels, while the raised (straw- 
berry) lesions contain not only dilated capillaries but 
-~-also-many large intercommunicating blood-filled spaces 

“which give them the name of cavernous naevi. Many 

of these raised lesions contain both superficial and sub- 

cutaneous elements or they may be purely subcutaneous ; 
but, apart from their position in the skin, the two” 
_. varieties of cavernous naevus appear and behave the 

-..$atrie in every respect. 

Thè so-called. spider naevi are really very small 
haemangiectases, sometimes of toxic origin, as in liver 
disease. They are not true naevi. 

Except for the faint reticular lesions of the glabellar 
and nuchal regions, which often resolve spontaneously 
(Airey, 1944a), the flat capillary naevi are nearly always 

> persistent ; hence they are often seen in adults. 

. By contrast, the raised (cavernous) naevi carry quite 
a different prognosis. It was realized for many years 
- (Stelwagon, 1902; Jadassohn, 1932a) that complete 

spontaneous resolution was a possibility ; later it was 
shown by. Lister (1938) and confirmed by many other 
“o observers that the great majority resolve spontaneously 
o by the age of 5 or 6—a happy outcome which differs 
from that of many. forms of treatment in that it is 
“co unaccompanied by anything more than the faintest 
scarring. .The ordinary cavernous lesions are never seen 
in adults. It is not proposed to discuss their treatment 
here, but the above remarks do not mean that active 
therapy is never desirable. 2 

Some haemangiomata remain flat for a time but 
‘become raised by the third or fourth month of life ; 

these resolve spontaneously in the same way as the 

ordinary cavernous naevi. They provide, however, a 
"possible source of error when one comes to assess the 
"usefulness of a given treatment, for when the child is 
-> first seen. the naevus may be noted as “flat ” or 

“capillary”; its subsequent, disappearance is recorded 

as the successful treatment of a capillary naevus, 

whereas it is nothing more than the spontaneous cure 






of a cavernous growth which in its earliest stages” 


_ mot observed. 0 
-e Apart from certain rare growths not mentioned here, 


appeared flat and whose. intermediate raised stage was 











here are two outstanding. exceptions to the general rule 

































































that the raised haemangiomata disappear spontaneously. 
Both conditions are uncommon, and both’ usually 
involve large areas of skin. The first is the exten: 
slightly raised deep-red stain on the side of 
which often covers an area roughly correspo 
one or more divisions of the trigeminal. nery 
even bear pedunculated excrescences. This 
just as persistent as the ordinary “ port-wine ” sti 
it is sometimes part of the Sturge-Weber syndr 
(naevus, buphthalmos, pial angiomatosis, and cereb. 
calcification on the same side, with contralateral hëm 
plegia and often mental defect and epileptic fits). 

The second exception is the large spongy raised nae 
which sometimes appears to be composed of varic 
and may bear areas of hyperkeratosis. It is very 
unsightly, is extremely difficult to treat, and may be 
accompanied by haemangiomata elsewhere than in 
skin; the underlying bones may be greatly rarefie 
In the case reported by Silverman (1946) the patient. had 
also a paraplegia due to an extradural haemangiom: 
that author mentions several other cases in the literature 
Jadassohn (1932b) and Ewing (1940) say that the expat 
sion of such cutaneous naevi may do serious damage 
but this must be a very exceptional occurrence. 





Treatment E 


Treatment of “ port-wine ” stains has been, and i 
many cases still is, very unsatisfactory ; nearly all: 
common methods in use before the introduction o 
thorium X produced scarring or worse, and thoriu 
was welcomed as a practicable and apparently safe 
ment for these lesions. Scholtz (1937) recommenc 
for this purpose ; Prosser- Thomas (1939) reported f AVOUT 
able results in an unanalysed series of 50 cases; afi 
similar reports, but dealing only with one or. tw 
patients, came from Corsi (1943) and Feeney (i 
I have been unable to trace any large series of cas 
treated in this“way. = 

Thorium X is a radioactive substance whose p 
tion and properties were described by Lomho! 
1936) and more recently reviewed by Prosser 
(1945); it is sufficient to say here that it has 
decay period of 3.64 days, emitting alpha-particles _ 
such small penetrating power that when it is applie 
to the surface of the skin in alcoholic solution its effect 
is demonstrable histologically for a distance of | 
0.2 to 0.3 mm. beneath the surface. Its effect is ver 
similar to that of a small dose of poorly penetratin 
x rays : short-lived vascular dilatation progresses, a 
repeated doses, to an obliterative endangiitis ; the poss! 
bility of serious skin damage is very small, but 
considered below. 


& 


Present Study 


Late in 1947 I began to review all available cas 
haemangiomatous naevus treated with thoriu 
St. Thomas’s Hospital. The investigation was- 
undertaken at the suggestion of Dr. E. W. 
Thomas in order to study the possible occurre! 
radiodermatitis or atrophy ; but it soon became evic 
as many others have discovered, that the effects of 
thorium X on these naevi are variable in the extre 
some patients being apparently cured, while others 
receive little or no benefit, = =o oos 

The. patients. and their rece 
examined in the hope of fin 
expected from the treatm 
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id (b) the point at which treatment of unsatisfactory 
=- Cases. should be abandoned as unlikely to produce 
:>, further improvement. 


. Material Available-—The records of 48 patients with 


- naevi treated with thorium X since 1939 were available. 


Four of these were not complete enough for analysis, 
-nor could the patients be traced by letter ; they were 
therefore omitted from the study. The remaining 44 
: Were mostly seen by me personally. 

Methods of Treatment.—In. most cases thorium X 
in alcohol, 1,500 E.S.U./ml., was applied by a slight 
modification of the technique recommended by Rox- 
burgh (1947). The erythema produced was allowed to 
' subside and was followed about a week later by the 
next application, the interval between treatments being 
usually three to four weeks. _ In some patients col- 
lodion was applied after painting, or the interval was 
reduced to two weeks or even one week when less 
intensive treatment had failed ; but, apart from an 
|: increased incidence and degree of erythematous 
- Teactions, the ultimate results seemed no different. 


Radiodermatitis and Atrophy 


. The possibility that these two ill effects might follow 
painting of the skin with thorium X has been suggested 
-in the literature, but there is considerable uncertainty 
about their incidence, or even whether they occur at all 
<in the dosage usually given (Airey, 1944b ; Feeney, 
1947; Forman, 1948). i 

Several authors state that they have seen a little thin- 
ning and atrophy of the skin as a result of treatment 
< With. thorium X, but these Statements must be accepted 
with reserve, as this degree of skin-change often follows 
the<.spontaneous disappearance of an untreated 
cavernous. naevus: 
-fa the present. series no serious damage was seen 

hich could be attributed to the thoriummX. The largest 
number of paintings recorded was 109 in about four 
years; in this cdse one part of the treated area became 
pigmented. © One child, after 81 paintings spread over 
seven years, had questionable atrephy of the skin, with 
‘absent lanugo hairs on two small areas ; One had a shiny 
and scaly appearance of the skin after about 63 paintings 
given over three and a half years, but this child was 
a congenital ‘ichthyotic. Two children had definite 
atrophy—one with pigmentation—after 16 and 24 paint- 
ings (Cases 3 and 17), but each of these had had carbon 
dioxide snow as well; in view of the small amount of 
thorium X ‘given, and the large amount used with 
impunity in other cases, it is probable that the carbon 
dioxide was responsible for some or all of this damage. 
‘A boy (Case 30) developed stippled brown pigmentation 
after 54 treatments in two years, 

‘At is not unusual to see a shiny appearance of the 
skin after repeated treatments. Under the skin- 
microscope this appears to be-due to hyperkeratosis : 
in my experience it is reversible in its early stages, 
though no doubt it indicates the need for caution. 

& 
Results 


The results were grouped as follows : (a) Good, when 
the site of the naevus was invisible, or needed at most 
a faint dusting with powder to make it so. (b) Moderate, 
When there had been marked fading of only part of a 
naevus, or definite but incomplete fading of the whole 
naevus. but only to such a degree that fairly heavy 
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cosmetic applications were still needed. (c) Bad, when 
there had been little or no change. 





The differentiation of degrees (b) and (c) was by no- 


means easy: parents are usually over-optimistic, tending 
to see improvement where none has occurred ; this was 
confirmed in the few cases in which black-and-white 
or colour photographs taken at the beginning of treat- 
rent were available for comparison. 

The clinical details of the cases are summarized in 
the Table. Out of 44, the results were: good, 20; 
moderate, 12; and bad, 12. . 

Good Results,—Analysis of the good results discloses 
theVery interesting fact that 13 of the 20 cured’ had 
naevi which, though classed as “ capillary ” or “ pørt- 
wine ” when first seen, were raised at some stage of their 
evolution. It is suggested that at least these 13 recovered 
spontaneously, being in fact examples of small cavernous 
naevi ; and that the thorium X was not an appreciable 
factor in their cure. This hypothesis is supported by 
the following facts: (1) There was no raised naevus in the 
moderate or bad groups. (2) Four of. this group 
improved only a little during the treatment, but after- 
wards disappeared completely (11, 11, 9, and 4 paint- 
ings). (3) Ten of this group at one time raised and 
subsequently cured had fewer than 25 paintings, and 
five of these had 15 or less. This contrasts sharply 
with the number of paintings given to the-moderate and 
bad groups, in which few of the patients had under 30. 
It would therefore seem that the degree of improvement 
“was almost inversely proportional to the amount of treat- 
ment, a fact showing sustained enthusiasm rather than 
therapeutic efficacy. (4) The known tendency of 
cavernous naevi to spontaneous cure (see above). (5) All 
these cases were cured by the age of 4} years, by which 
time most cavernous naevi are Known to resolve. 

There remained seven patients in the cured group 
whose naevi were never noted as raised. One of these 
was of the suboccipital type, with a known tendency 
to spontaneous cure. The very little treatment given 
to four others (2, 9, 13, 15 applications) makes it prob- 
able that some of these, too, were cases of spontaneous 
resolution. 
were cured by the age of 4 years. 


a 


Of these seven all except one (aged 40) | 


Moderate Results—-Of the 12 patients noted as- 


moderately improved, all had flat naevi, the majority 
of which were small or faint at the start of treatment. 
Their naevi have not regressed further since the discon- 
tinuance of treatment, but in every case it was thought 
that treatment had been worth while. i l 

Bad Results.—The outstanding feature here is. the 
large number of applications which were given with 
no useful improvement. 


Conclusions 


It is concluded from the above that, although many 
of the good results were unconnected with the use of 
thorium X, nevertheless the favourable results in the 
moderately improved,group were due to that substance ; 
and it is thought that certain observations can be made 
which will help in the management of similar cases. 
(1) Deep-red capillary naevi are difficult to treat, whereas 
the faint ones are easier.” (2) A capillary naevus which 
is likely to undergo worth-while improvement. on 
thorium X shows definite signs of it not later than the 


twelfth painting ; a strong impression -has been gained © 


that even in these favourable cases no useful improve- 
ment is seen after a total of 30 to 35 applications. Case 5 
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was the only exception to this rule—a woman of 40 
who began to improve after 20 paintings and was virtu- 
ally cured after 64 in five and a half years. (3) It is 
often stated that treatment with thorium X should. be 
‘started as early: in infancy as possible. It is probable 
that this idea has arisen because, as*in this series, a 
proportion of children seen in the youngest age group 
have naevi which are going to heal spontaneously ; in 
the series. given. here are included patients of 44, 40, 
38, 13,.and 10 who showed cure or improvement, while 
children whose treatment was begun early are no more 
frequent in the improved than in the bad groups. 


Ancillary Treatments 


Two patients who were considerably improved by 
thorium X derived further benefit from pin-point cauter- 


Details of Cases 




















” leave some atrophy and pigmentation if applied in eff 












































ization of residual telangiectases. This can be done 
without anaesthesia in an intelligent adult; it is’ not suit 
able for unanaesthetized children. A loop-cautery 
never be used instead of a pin-point, as 
unsightly pock-like scars. 
Carbon dioxide snow- is 
unpleasant for the patient, and children treated b 
method seldom return for a second application. It may 


tive amounts, but occasional good results may be see: 
in adults. alte 

The use of heavy cosmetic applications is: of 1 
greatest possible value when “ port-wine ” stains persist 
into adult life. Judiciously applied, they can in mo: 
casessbe relied on as an effective disguise, and: i 
unfortunate that at present they are so expensive. 











iss 3 ge at No. of | 5 : | | z 
tart o + : uration ol ast Treat- | ‘ 
No. Treatment. Description and Site Paint- | Treatment |menttoLast; A Remarks 
: Sex ings Examination ‘ 
rege Gond Results cee 
2 Tmths:F | Slightly raised. small; forehead 40 yrs 3 yrs Some wrinkling and telangiectasis remain 
3 10 wks M | Raised, targe; left shoulder 16 8 mths 6 n Slight atrophy and pigmentation. No. scarring. 
: f ? Had received four aprlications of CO, snow 
4 $0 y9oM"| Raised: left side occiput 13 l4 n i Slight telangiectasis and wrinkling remain 
x 5 40 yrs OF Flau Pa and eyelid; present at 64 54 yrs 6 mths A few telangiectases remain i 
irt 
ARE 7mths F | Slightly raised, small; nose i lyr 33 yrs Faded away after treatment . had. been singed 
ies Oe sae No.trace remains 
12 4, °F) Flat; forehead and nose 9 7 mths 4., Naevus present at end of treatment, then faded 
ae away tite quickly. No trace now 
13 8 wks Slightly raised; right leg 4 4 p 3. Slight thinning of skin and barely. perceptible 
: k telangiectasis, Faded after stopping treatment 
14 9 mths. M | “ Tetangiectatic naevus ”; fiat; forehead 2 i mth E 8; Slight wrinkling. One. or two telangiec! 
i7 lg yrs F | Raised; nose. 24> 2 yrs 3 mths hinning of skin and påteh i of absent lanugo h 
Had received 4 applications of: COs snow 
23 4 mths M | Raised: eyelid 18 7 mths tyr No trace of naevus nek 
25 3 4 E | Raised; face ~ 21 IE a 24 vrs ” s com 
28 3. e E į Slightly raised; lip 28 i6 p 8 mths ‘ a 
9 § 4, F | Slighdy raised; forehead 18 10 y 24 yrs Faint blue fleck remains 
1 24 yrs F | Flas, small, faimi nose 25 2 yrs : 2h os Needs a little covering : 
32 10 wks F | Flat at birth, later raised; face; 2 lesions 29 li p if n One lesion gone. Other Tesolving slowly without 
* an further treatment 
35 4 mths F | Flat, moderately faint; nape of neck 6 PA 6 mths Faded about 80% 
36 wks F | Fiat; nose 15 10 mths*. is Began to fade only at end of treatment 
` disappeared in about five months 
37 2 mths M | Slightly raised; face i 0 „p 2 yrs Faded away after stopping treatment 
38 » F | Fiati deep’ red, small; front of neck; 13 lyr — Both disappeared 
and faint on glabe la ` 
10 wks F | Raised; right cheek 9 7 mths 10 mths Faded after stopping ireann À few tsangie- 
ee tases remain 
: cre het Improved 
13 yrs M | Flat; face ig yrs — Four years later reported by letter. that ‘initia 
improvement had not been maintained’ ~ 
8 38 ,, F | Flat, faint and patchy; right side neck 25 28 3s 14 yrs 
and face; present since birth 
9 44 „ F | Flat; left side neck; appeared only since 20 1 yr and Four years later reported that incatinant. had 
aged 38 4 mths bleached skin, bur obvious discoloration still 
: present 
is 35>... F | Flat, pink; left side face 3 Apl-June Second course (in 1949) given at another: hospital 
> Sa ¥ . 1944 where she was discharged as improved, ‘po! 
$ 3 9 1949 cured 
18 2 4 E | Flat, large; face 34 23 yrs 6 wks Letter 18 months later. No marked chan Fo 
19 24 „ M | Flat; face; marked telangiectasis 34 i » 7 mths Ultimately very good result after use po! 
: cautery 
22 1 a E |. Flat; face; two small pink patches 39 34 3 os 
27 64, F | Flat; face} extensive 55 BY, 40 — ~ 
» 30 44... M | Flat; face; patchy 54. pat 7 mths Some pigmentation. of.treated: area 
“33 7 wks Flat : it 7 mths a 3 Moved away from district” 
40 10 yrs F | Fiat, rather faint right thumb: present at 15 lyr 6 » Late-appearitig lesions almost gone, otier 
heri and spreading on to wrist since moderately improved 
. age 
41 5 mths F | Flat, pale; left side face and neck 30 lp — Stithunder treatment. Possibly sint tuding 
. ` improved about 50% 
DEA Bad Results ; 
ls 7yrs M | Flat, bilateral; face, hands, neck, and 8i 7 yrs i yr Questionable atrophy, with absent lanugo 
part of trunk on two patches on cheeks.. 
7 4 oy. M| Flat, small: chin 71 5 S 3 mths Virtually no change 
tt 3B wo OF Flat, smalt; face; fairly deep colour 13 8 mths- 44 yrs No change at all 
16 3 wks F | Flat, deep red; face, body, and legs 63 34 yrs I yr Painted skin shiny and scaly, but child j 
a A j ichthyotic, j 
20 3 „ F | Flat, deep red, large; face 109 4, 3 mths Possibly faded about 30%. in parts. Very: 
3 ; unsightly. Some pipniersation has appeared : 
2i 5 yts M | Flat, deep red. fairly large: face’ 68 23 De” se Very little change 
24 33, M | Flat. deep red. fairly large; face 42 4 ,, 2 + No marked*change 
26 5 , E | Flat, latge; face 34 2 iss — Very slight fading 
34 „n F | Flat, faint; chin 13 zi b _ No change. Still undir treatment 
ong ; 
j interruption) z 
39 ił, F | Flat, not very. yed; cheeks and forehead - 37 2 yrs — Faded about 30% when Jecapared with h co 
eerie : ra : plates taken at porinning 2 
ti x F | Flat. rather pate: face 26 13 mths i Possibly stig i 
7 mths F--t-Flar, large. deep red; face 24 H Cs, — 




























¿raised “ port-wine ™: stains may erroneously be attributed 
to thorium X. {3} Contrary to previous belief, the age at 
h treatment is begun does not affect the outcome. 
_ There is’ seldom. any point in continuing treatment 
improvement. is not evident after 12 applications, 
“is rarely necessary or desirable to use more than 
“30 applications in any ‘one area, (5) Atrophy or pigmenta- 
tion does not occur if moderate numbers of treatments are 
sused 





My thanks are due to Dr. G. B. Dowling for helpsin the 
preparation of this paper, and to Miss Pickering and the nursing 
staff at St. Thomas's Hospital for their assistance and con- 
/) Wientious record-keeping 
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_. The December issue of the Practitioner contains an 
interesting expert article on the estimation of the prob- 
able number of casualties in the event of atomic bomb 
explosion in Britain.’ Flash burns should form only a small 
fraction of the total’ British casualties because the weather is 

_ Seldom clear, and the amount of haze will greatly cut down 
the danger area below the two-and-a-half-mile radius found 
in Japan, while high: buildings and narrow streets will have 
aluable shielding effect. The fire risk is thought to be 
_SMall apart fromthe’ danger of a fire storm like that 
which. caused 40,000 casualties in a single raid on Ham- 
, burg. The danger of exposure to gamma radiation is 
summarized in three tables which show the percentage 
_Mortalities at various doses as reported by the U.S. 
tomic: Energy Commission, the shielding value of con- 
¢, and the probable casualties among a standard 
ulation (one person per 1,000 sq. ft, or 27.900 per 
mile) all in houses. The first table ranges from 0% 
mortality for 100 r to 100% after 700 r, with an LDSO 
at 400 r. At 2,000 ft, over a mile, from the explosion 
centre of a Nagasaki type of bomb a 30-in. thickness of 
concrete will cut the radiation dose to 100 r, and 32 in. 
to 25 r; while at twice this distance from the centre the 
-fequired- thicknesses are 16 and 21 in., respectively. Direct 
“blast injury is of little importance, because the blast pres- 
Sure necessary to-produce serious injury is of the order of 
90-100 Ib./sq/ in, which is only reached directly under the 
bomb in an air burst at 2,000 ft. The most important. risk 
Hi is from debris, which is likely to kill over much of 
where. gamma radiation is also lethal. The final 
the authors is a total of 31,100 killed and 29.500 
a population Of 43 per acre all inside houses : 




























shelter. 









led and 10,500. injured if everyone were in ; the ‘ Š 
surface es had had a definite record of typhoid 
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Penicillin and Sulphamerazine ino 
Treatment of Typhoid Carriers 


Rumball and Moore (1949) cleared a chronic carrier by 
use of a combination of penicillin and sulphamerazine. 
They suggested that it was necessary to maintain the 
blood sulphonamide level at over 10 mg. per 100 ml. 
in order to obtain the full synergistic effect of penicillin. 
Following this report, we treated three typhoid carriers 
by this method. 


CASE REPORTS 


Case 1—A woman aged 63 had been in hospital 39 years, 
She had had typhoid fever in March, 1915. From that 
date until September, 1948, she had been kept on an enteric 
caution card, but was not recognized as a carrier. Follow- 
ing negative urine and stool examinations over a period of 
three weeks and a negative Vi agglutination, she was taken 
off her enteric caution card. Six months later, on a routine 
check, she was found to be excreting Salmonella typhi 
(type F, I) in both urine and faeces, Penicillin, 400,000 
units every three hours, was given (total, 24,000,000 units). 
She also received sulphamerazine, 2 g. eight-hourly, to a 
total dose of 38 g. Blood sulphonamide levels were esti- 
mated on three occasions over the eight-day treatment 
period. On the second day the level was 5.1 mg. 
free and 5.8 mg. total sulphonamide; on the third day, . 
5.8 mg. free and 5.9 mg. total; and on the eighth .day, 
6.7 mg. free and 7 mg, total. Penicillin estimations were 
not carried out. During the last 10 months repeated 
bacteriological examinations of both urine and faeces have 
failed to produce a culture of Salm, typhi. 


Case 2—A woman aged 64. Duration of present adinis- 
sion 26 years. There is no record of this patient ever 
having had typhoid fever, but she was exposed to an out- 
break in 1915, when she had been a patient during an earlier 
admission. There was also a further outbreak of typhoid 
fever in 1943. On repeated bacteriological examinations of 
excreta from all patients in the hospital one year previously, 
she was discovered to be excreting Salm. typhi (type E,, D. 
During the past 12 months she has been both a urinary and 
a faecal carrier, She was given a combined course of 
penicillin and sulphamerazine—500,000 units of penicillin 
administered intramuscularly three-hourly, to a total of 
30.000,000 units, and at the same time 4 g. of sulpha- 
merazine in the first eight hours, then. 1. g. eight-hourly, 
to a total of 25 g. Eight days after the withdrawal of these 
drugs both her urine and her stools became positive to 
Salm. typhi. 


Case 3—A woman aged 67 had been in this hospital.19 
years. Again there is no history of typhoid fever, She was, 
however, in the hospital during the minor epidemic of 1943, 
She has been excreting Salm. typhi (type F, Din both urine 
and faeces over the past 10 months. © This ‘patient was 
treated similarly as Case 2, with equally disappointing results, 


COMMENT 


* 


In Cases 2 and 3, which failed to respond to treat- ... 


ment, the blood sulphonamide level was maintained 
above 10 mg. per 100 ml. : 
The problem of a typhoid carrier in a mental hospital 
is one that must continually subject the authorities:to a: 
certain amount of anxiety, and particularly that of the 
carrier from the ambulatory or undetected ‘clinical case. 
In all cases of pyrexia of unknown origin occurring for 
three days or longer typhoid fever should be excluded. 
The history of these three patients show: 
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‘two were apparently undetected ambulatory cases and 
were able to develop a chronic carrier state. Despite 
the variety of medical and surgical procedures that have 

“been ‘advocated to rid the individual of his carrier con- 
dition, and despite the introduction of chloramphenicol, 
it would appear that the treatment of the carrier state 
in typhoid fever still has to be solved. 


We have to thank Dr. J. S. McGregor, the medical superinten- 
dent, for permission to publish this paper. We would also like 
to’express our thanks to the nursing staff concerned, 


A. D. M. Douctas, M.B., D.P.H., D.P.M.,“ 
Senior Registrar. 

D. C. Hussar, A.LM.L.T., 
Senior Laboratory Technician. 


Saxondale Hospital, 
Radcliffe-on-Irent, Notts. 


Rumball, C. A, and Moore, L. G. (1949). British Medical 


Journal, 1, 61 


_ A Case of Pethidine Sensitivity 


The following case is of interest in view of the intro- 
. duction of intravenous pethidine as an anaesthetic agent 
. to supplement nitrous oxide and oxygen (Mushin and 
=: Rendell-Baker, 1949). : b 


Case REPORT 


The patient, a woman aged 26, weighed 7 st. 6 Ib. 
(47.2 kg), and her pre-operative blood pressure was 130/ 
86 mm. Hg: Apart from a history and findings indicating 
za gastric ulcer, for which vagotomy was to be performed, 
she was- in good health. There was no history of previous 
illness: 
Premedication with morphine 1/6 gr. (11 mg.) and atro- 
pine, 1/100 gr. (0.65 mg.) was given subcutaneously, arid 
one hour later a test dose of gallamine triethiodide 
e (“flaxedil ”), 20 mg, was: given intravenously into the left 
“apm; after three minutes she complained of tiredness and 
diplopia. As respiratory difficulty did not occur a further 
<. 60.mg. was given, followed immediately. by 0.5 g. of thio- 
< pentone. The lungs were inflated several times with oxygen, 
and. a. size 9 cuffed endotracheal tube lubricated. with 
 “ qupercainal ” was passed by direct laryngoscopy without 
“any difficulty. The tube was connected to. a Waters 
‘assembly, the cuff was inflated, and a mixture of 1 litre 
of oxygen with 2 litres of nitrous oxide was given; in a 
“few: seconds ‘the patient took a breath, and soon began to 
> breathe regularly. 
-oo Just before the operation started 25 mg. of pethidine was 
-o given intravenously into the right arm and the syringe 
- strapped on. The patient became apnoeic within 45 seconds, 
„and was inflated rhythmically with a nitrous-oxide-oxygen 
` mixture, the bag being emptied to the air and refilled with 
fresh gases every minute or so. When the abdominal inci- 
sion was made it was noticed that there was very little 
leeding, and the temporal pulse, which was 140 a minute, 
was of poor volume and soon could not be felt at all. No 
blood-pressure. reading could be obtained either by palpa- 
“tion or by auscultation, so the patient was put in a head- 
“down tilt. It was reassuring that she kept a good colour, 
. “and as the capillary refill time was only very slightly retarded 
no other measures were taken. 
"| The operation was continued under what the surgeon later 
described as perfect operating conditions, and a chronic, 
active, and grossly scarred ulcer was found in the first part 
of the duodenum. A pyloroplasty was: performed, and 
towards the end of this stage of the 6peration, about 20 
fhinutes after the pethidine had been given, a systolic pres- 
“gure of 70 mm. Hg was recorded. The right and left vagus 
= nerves wer€ then identified and divided, the systolic pres- 
sure. rising to. 80 mm. Hg and the pulse rate remaining 
“steady at 120 a minute throughout this time. ; 
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When the peritoneum was closed the Waters canister was 
removed and the lungs inflated five or six times with pure 
oxygen to determine the depth of anaesthesia ; within a | 
seconds the patient took a deep breath, moved her arms 
and wrinkled her forehead, so the flow of nitri 
was resumed and the soda-lime replaced. She con 
breathe, and settled down in a few seconds; the skin 
sion, which had been dry, began to bleed briskly, the 
pressure having risen to 100 mm. Hg. When the pet! 
syringe was removed from the arm a skin weal was. fo 
running proximally. for about 4 in. (10 cm.); it was exa 
superficial to the course of the vein, and remained fo: 
further two hours before gradually disappearing, 

At the end of the operation tracheo-bronchial toile 
performed and the endotracheal tube removed ; after brea) 
ing pure oxygen for less than two minutes the patient 
regained full consciousness, answered questions intelligently, 
and complained of headache. She was returned to bed and 
kept head-down for six hours, but no further ill effects ’ 
seen, The duration of anaesthesia was one and a half hours 

Apart from slight abdominal discomfort on the following. 
day, recovery was uneventful ; the patient was up. on the 
third day, and went home 12 days after operation. ; 

As no account of a similar occurrence could be found in 
the literature, an attempt was made to investigate, it, and 
to desensitize the patient. An intradermal. injection 
0.1 ml. of pethidine solution (100 mg. in 2 mi.) produ 
in the patient a skin weal 2 cm. in diameter, there being 
no response to a control of normal saline. Controls i 
normal volunteers showed that pethidine in itself produces 
a weal in all cases, though it has been stated that- pethi 
dine antagonizes histamine (Gruber et al., 1941), It ha 
also been learned that a subcutaneous weal running 
the vein is not an unusual finding, though not pre 
described, when repeated doses of pethidine arè 
through an indwelling intravenous needle. In- one cor 
siderable series of cases it was present quite often and i 
itself is apparently of no significance ŒJ. Wolfson— 
personal communication). ae 

Further injections of 0.2, 0.3, and 0.5 ml. of pethidia 
solution, containing 10, 15, and 25 mg. of pethidine. respec: 
‘tively, were given subcutaneously at hourly. intervals, W 
the hope of desensitizing the patient. One week Jater 
slow intravenous injection of 50 mg. of pethidine was giv 
and blood-pressure readings were taken ; apart from sligh 
drowsiness, which persisted for an hour or two, no. eff 
were apparent. i et 


Although hypotension, respiratory depression, | 
bradypnoea have been noted with larger doses 0 
pethidine, both in animals (Gruber et al., 1941),and in 
my own clinical experience, no case of this severity has 
yet been reported in which the blood pressure was’ 
unrecordable for 20 minutes, and ‘in which apnoea— 
probably prolonged by acapnoea in the later. stages- 
and perfect anaesthesia lasted for one and a half hours 
after the relatively small dose of 25 mg. It seems advi 
able to give a preliminary test dose of 10 mg. of pethid 
intravenously when this method of anaesthesia is to b 


used. 








I am indebted to Mr. H. Daintree Johnson for permissi 
report this case, to Dr. H. Woodfield-Davies and Dr, J. A, 
of the Postgraduate Medical School of, London, for their int 
and advice, and to Dr. L. J. Wolfson, senior consultant anaes- 
thetist to the Birmingham Accident Hospital, for making availa’ 


his clinical findings. i etl 
D. Zuck, M.B., Ch.B., D i 

Lately Registrar in the Department of Anaesth 

ostgraduate Medical School of Londoni 
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HAY FEVER 





oHay-fever, A Key to the Allergic Disorders. By John 
Ho Freeman, D.M(Oxon). (Pp. 321: 71 figures. £2 2s.) 
‘oy London: William Heinemann Medical Books. 1950, 


Tt is a pleasure to review this book, for it is not only 
full of first-hand information but is in its way a work 
of art. It is so clearly written that it can be easily 
. understood by any interested layman ; moreover, it is 
beautifully produced. As the author States in the fore- 
„Word, it is an account of his stewardship to Leonard 
Noon, his former colleague, and by implication to 
Almroth Wright, his mentor, 
_ This is not a textbook but a record of Dr. Freeman's 
life's work and experience, which he recounts in a con- 
versational style illuminated by a lively sense of humour. 
His chief concern is with hay fever, but he discusses 
asthma almost equally fully. Throughout the book there 
is. a wealth of small clinical observations which add 
greatly to its interest: where else, for example, is noted 
»vethe frequency with: which pollen settles in the external 
_ auditory meatus, there to set up its intolerable itching 
in sensitive patients? Case histories are abundantly 
Used, they are often amusing and always concise, so 
that the appropriate point is made without the distrac- 
tion of unnecessary information: The humorous cap- 
tions to the anecdotes enable them to be indexed in a 
simple and effective way. 
soe Although Dr. Freeman is chiefly concerned with the 
problem of sensitization as the basic cause of what he 
prefers to call “ toxic idiopathies,” he is no bigot. He 
‘takes cate to point out that no single cause can entirely 
account even for hay fever, which is generally regarded 
as the most. definite example of allergic pathology, and 
that no one method of treatment is effective in every 
case. 2 
“The chapters. on the effect of the emotions are par- 
ticularly clearly written and reveal great insight into 
character and specially sympathetic understanding of 
thefeelings of children. Although the author sometimes 
tilts at psychiatrists it is evident that he attaches con- 
siderable importance to the mental state of the patient. 
The problem of. infection is fully. discussed, and his views 
- On how bacteria. produce their effect in allergic dis- 
. orders are interesting and original. Whether specific 


sensitization to: bacteria does in fact cause asthma is a 


question he wisely leaves undecided, but he gives sound 
; feasons for believing that bacterial toxins will enhance 
| the action of pollen and other sensitizing agents. 
- In the chapter entitled “Serous Leak” he suggests 
~ that acid fruits cause urticaria and other allergic symp- 
toms by altering the concentration of ionizable calcium, 
‘so that blood is made less viscous and serum leaks more 
teadily through the capillary walls. There is little evi- 
dence to support this view. 

The author gives full details of his methods of pre- 
-paring extracts, the technique of diagnostic skin reactions, 
and desensitization. One cannot help admiring the cour- 
_ age of a doctor who teaches the patient to give him- 
_ Self 54 injections and like it, but-insists that no attempt 
ade to sterilize the skin beforehand. It is reassuring 
to know that no case of local or general sepsis has been 
fecorded from among more than a million injections 
given in this way. ‘The use of vaccines is also discussed. 



















„him in the book as. supports o 
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Dr. Freeman dislikes medical jargon and is “allergic ” 
in the sense of his third definition of this word to many 
terms in common use, including “ allergy,” “ atopy,” and 
“immunity.” While admitting that these and similar 
words are often used inaccurately or in different senses, 
so that it is imperative for an author to make clear just 
what he means when he uses them, the reviewer is doubt- 
ful whether the invention of an entirely new set of terms 
(toxic idiopathy, idiotoxin, phylactology, pathophane) is 
a satisfactory alternative. . 

While unable to agree with everything Dr. Freeman. 
Says, one is never in doubt about what he thinks or: 
about his reasons for thinking as he does. What he says 
is the result of his experience, and he stimulates the 
reader, This is a book that any doctor will read with 
pleasure and benefit, but it must be read by all who are 
interested in the study of allergy. 


R. S. Bruce PEARSON. 


SALTY WISDOM 


The Four Pillars of Wisdom. A Rational Approach to 

a Healthy Education. By Surgeon Vice-Admiral Sir 

Sheldon F. Dudley, K.C.B., FRS. (Pp. 246. 8s. 6d.) 

London: Watts and Co. 1950. 

Looking at the short title on the dust-cover, one 
wonders what may be the nature and the contents of 
this book, a product obviously of relative leisure which 
the distinguished author has enjoyed after his retirement 
from a turn of duties as strenuous, and as heavy with a 
tremendous responsibility to the nation and to the 
world’s future, as the Royal Navy can ever have 
laid upon any of its medical officers, for he was 
Medical Director-General of the Royal Navy from 1941 
to 1946. Is it a record, one wonders, of experience accu- 
mulated during earlier arid, perhaps, more variously 
adventurous years in that great Service ? The title page 
adds the explanation ; Admiral Dudley has been looking 
back over a career which has, indeed, been unusually 
varied in achievement and distinction—not many serving 
naval surgeons ` have: become Fellows of the Royal 
Society by right of their own researches—and he has 
been wondering whether the kind of formal education 
which he received helped or hindered him in the things 
that matter. And in this discursive, uninhibited, anec- 
dotal, often amusing, and always interesting and stimu- 
lating book he records for us his own conclusions and 
shows us how he has reached them. “It requires,” he 
writes, “a slightly more than average intelligence and 
self-discipline to accumulate medals and a‘ post-titular 
alphabet '—bur no wisdom!” . So far as he has attained 
the wisdom which it should be the first aim of education 
to produce, he has had to do it by the hard way: of 
largely unguided experience ; and now he has found. time 
to give us his conclusions on what education should be . 
and might be. 

The “ Four Pillars ” of the title, the main components 
of the structure of a true education, should, he con- 
cludes, be semantics (he was first impressed with the 
importance of this by reading Ogden and Richards on 
The Meaning of Meaning), psychology, statistics, and 
logic. These, he urges, have a fundamental significance, 
a prime necessity, for a scientific education as distinct 
from an education in science. But Admiral Dudley is 
not concerned with the detailed method of introducing 
them into an educational syllabus ; it is not his aim to 
write a textbook of education.. The four pillars. serve 
r pegs for a structure ` 
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of. personal musings, arguments, and reminiscences, in 
` which the ordinary reader,-and the medical reader more 
particularly, will find matter much more attractive for 
the-occupation of his hardly won leisure than. any more 
formal treatise would be likely to offer. There is à 
breezy freshness about the book which carries the reader 
easily along ; and the chapter headings, in spite of their 
suggestion of an intellectual severity, do not hinder the 
author from any kind of digression which the natural 
vagaries of his interest may start. Under “ Psychology” 
there is a subsection on religion, and we have Admiral 
Dudley’s views on this, as on all subjects, with a down- 
right directness. We gather that he is not in favour of 
it in any orthodox form, “as a self-confessed pre- 
judiced medical man with a personal grudge against the 
priesthood as a. profession.” 
—Emphatically a book to be read and enjoyed, packed 
full with the fruits of a salty wisdom. 
Henry DALE. 


ANATOMY OF THE HEALTH SERVICE , 


The National Health Service. By Roger Ormrod, M.A., 
B.M., B Ch.(Oxon,), and Harris Walker. Annotations 
to the National Health Service Acts, 1946 and 1949, 
by John H. Ellison. M.A(Cantab.), Reprinted from 
- Butterworths Annotated Legislation Service. (Pp. 241. 
£i 7s: 6d., plus is. Id. postage.) London: Butterworth 
and ‘Co. (Publishers), Ltd. 1950. 


The preface to this book states that it is designed to- 


provide a:-detailed account of the National Health 
Service Acts of 1946 and 1949. and the principal statutory 
instruments which give effect to the Acts. The authors 
give a detailed exposition of the Health Service, with the 
texts of the Acts and of the principal statutory instru- 
ments (up to June, 1950). They are both barristers, and 
though one of them has also a medical qualification the 
book is written entirely from the legal point of view. 
They display the dry bones of the Service accurately on 
the whole, but without the flesh and blood with which 
those who have to work the Service have clothed them, 
ahd without which it could not function. Curiously 
-©.enough the only major blunder discovered is the defini- 

- tion of a hospital (p. 6, last two lines), where ‘by careless 
“condensation of the words of the Act hospitals are made 
to be convalescent homes instead of including them. 

It will be convenient no doubt for many people (but 
chiefly for lawyers and administrators) to have the text 
of the Acts and the principal statutory instruments in 
‘one volume ; but the flow of amending regulations and 

“rules necessitated by the growth of a-large service will 
make very frequent supp’ements or new editions neces- 
sary if the book is to retain its value as a work of 

reference. 
F. Gray. 


GYNAECOLOGY IN PRACTICE 


By Professor James C. Janney, 
(Pp. 454; illustrated. 
W. B. Saunders 


Medical Gynecology. 
M-D., F.A.C.S.. Second edition. 
£1 12s. Ta) Philadelphia and London; 
Company. 1950. 
This is a happily arranged little book designed for 
general practitioners and medical students. It presents 
the practical and clinical approach to the subject. Each 
chapter is on a symptom rather than a disease ; the sig- 
nificance of physical signs rather than pathology ; medi- 
cal and physical methods of treatment rather than the 
- “minutiae of surgical operations. In- one section: the 
E author considers the principles and applications of 
























































special tests, and in another discusses at length the impor- 
tant sociological problems associated: with gynaecology 
There. are few textbooks which devote so much spa 
usefully. to consideration of marital malad stment a 
its prevention and treatment. 307 

Ideas of what a candidate should know of gyna 
logy, at the time of final examination, have 
considerably in recent years, and teaching is be 
modified accordingly. This book is a serious and satis 
fying attempt to present the new outlook, avoiding $0- 
far as possible all that comes within the province of 
the specialist. It concentrates on the problems. as they: 
present to the general practitioner and on the forms 
treatment which fall within his sphere. 


T. N. A. JerrconTe. 
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Review is not precluded by notice here of books recently received S 


A Synopsis of Fevers and their Treatment, Issued ` “b 
Virol Limited. 9th ed. (Pp. 192. 2s. 6d.) London: Virol: 
Limited. 1950. 


Industrial and Safety Problems of Nuclear Technology.. Edi 
by Professor M. H Shamos and Professor S. G. Roth, (Pp. 368, 
28s.) London: Hamish Hamilton. 1950. : 


The Cerebral Cortex of Man. By W. Penfield, C.M. G., M. D. 
B.Sc.. D.Sc., F.R.C.S., F.R.S., and T..Rasmussen, M.D. Cp. 248. 5 
48s. 6d.) London: Macmillan. 1950. 


Cell Growth and Cell Function. 
(Pp. 185. 28s.) London: Chapman and Hall. 





By T. O. Caspersson, M.D 
1950. =: 


The National Health Service Act, 1946; ‘Annotate 
Supplement to 1948 Edition. By S. R. spelen t ELB. Pp 285. 
27s. 6d.) London: H. K. Lewis. 1951. 


A Textbook “of Histology. 
revised ed. (Pp. 640, 60s.) London: Henry Kimpton. 1930, 


Whitaker's Almanack  rgst. By J. Whitaker. ES 
(Pp. 1,156. Complete ed. 12s. 6d.; shorter ed. 7s. 6d.) Londo 
J. Whitaker. 1950. : 


By Professor E. V. edy: ath l 


An Addendum to “King’s and Some King’s Men.” ay 
Willoughby. Lyle. M.D., F.R.C.S. (Pp. 211. 30s.) Londons, 
Geoffrey Cumberlege. 1950, 


Atoms and. Atomic Energy. By R. W. Hallows, T.D., M.A. 
M.LE.E.. (Pp. 196. 10s. 6d.) London: Chapman and Hall. ; 
1950, 


Handbook F Diagnosis and Treatment of Veñereal Diseases.. 
By A. E. W: McLachlan, M.B., Ch.B., D-P.IL, F.R.S.Ed. 4th ed 
(Pp. 368. 17s. 6d.) Edinburgh : E. and S. Livingstone. ‘1951, 


Introduction to Diophthalmology. By N. A. Stutterheim, 
M.D. (Pp. 43. Ts. 6d.) London: H K. Lewis. 1950. coos 


Principles of Internal Medicine. Edited by T. R. Harrison, 
B.A.. M.D. (Pp. 1,590. 90s.) London: H. K. Lewis. 1950, 


By E. D. Bond, M 
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(Pp. 239, 





Thomas W. Salmon, Psychiatrist. 
(Pp. 237, 15s.) London: Chapman:and Hall. 


Genetic Neurology. Edited by P. Weiss. 
Chicago: University of Chicago Press. 1950. 
By Professor ` 
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Allgemeine Pathologie. By Professor 
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` THE SYMPATHETIC TRANSMITTER 


_ The account of the hormones of the sympathetic ner- 

vous system and the adrenal medulla in the opening 
_ pages of this week’s Journal is of particular interest, 
- because it is written by Professor U. S. von Euler, 
whose work in the period 1944-6 did much to focus 
attention on the substance noradrenaline. In struc- 
_ ture noradrenaline is similar to adrenaline except that 
the nitrogen of the amine group which terminates the 
side chain is not methylated, and, in German, it is 
< “N ohne radikal.” Professor von Euler demon- 
: strated the presence and estimated the amount of 
an adrenaline-like substance in many organs and 

nervous tissues, and showed that the compound had 
_the properties of noradrenaline. The amounts were 
-greatest i in sympathetic nerves ; thus the thoracic and 





-lumbar sympathetic chain and the splenic periarterial - 


„nerves contained as much as 30-100 pg. per g. He 
_ inferred that noradrenaline is the physiological trans- 
- mitter of adrenergic nerve action, and supported this 
_inference by the observation that after the nerves have 
‘been cut and have degenerated noradrenaline almost 
entirely’ disappeared from the organs supplied. 

The spleen has been found to contain, per gramme 
of: tissue, about 25% of the amount of noradrenaline 
in splenic nerves. But the nerves within the spleen 
-do not constitute a quarter of the spleen tissue ; hence 
i seems as if there must normally be a transport of 
_ noradrenaline down the nerves into the spleen, in 
which it presumably exerts some function hitherto un- 
described. The sympathetic transmitter is not entirely 
noradrenaline, but appears to be a mixture of nor- 
adrenaline with a small amount (perhaps 5%) of 
enaline. There is considerable difficulty in estima- 
ting mixtures of this kind when the amounts avail- 
“able are small, and it is right to pay tribute to the 
_ painstaking work which has been done on this sub- 
ject in the pharmacological department in Edinburgh. 
So far as is known at present there is little evidence 
of excess of noradrenaline in the blood in clinical 
ditions “except umour of the 
nal medulla. These tumours contain mainly, and 
Imost entirely, noradrenaline, and they 
bi nce in the 






























urine—so much that the urine causes ar A 
pressure when it is injected withou treatment. into . 
an anaesthetized cat. Therefore to diagnose an 
adrenal medullary _ tumour it is better to examine 
urine fa > .blood. Von Euler and 
Engel have shown that when a tumour is Present the 
normal excretion of 30 yg. “of L-noradrenaline and of 
10 ng. L-adrenaline per day rises to more than 1 mg, 

Professor von Euler discusses many of the interest- 
ing differences in the physiological properties of nor- 
adrenaline and adrenaline. When given to man in 
amount which causes a large rise of blood pressure, 
noradrenaline does not cause the anxiety, discomfort, 
and irritation which are’caused by adrenaline. More-- 
over, Goldenberg and his colleagues have found that 
there is an important difference in the effect of the 
two substances on oxygen consumption in man. 
When infused intravenously at the rate of 0.15 yg. 
per kg. of body weight per minute, noradrenaline did 
not affect oxygen consumption, whereas when adrena- 
line was infused in the same amount the oxygen con- 
sumption was increased by 25%. It is clear-that there 
are still important gaps to be filled in our knowledge 
before a correctestimate can be formed of the physio- 
logical roles of the two substances. When the physio- 
logy is clearer the part they play in pathological 
conditions will also be more evident. 

















THIACETAZONE | 


The last five years have seen the intensive study of 
motherapeutic remedies for nt. 
| ous infections. Calciferol (vitamin D,) ‘has 

a curative action only in tuberculous lesions of the ` 
skin, and its use in pulmonary tuberculosis seems 
ip be definitely contraindicated. The sulphones have 
proved disappointing in tuberculosis, but in the other ` 
great infection caused by an acid-fast bacillus, leprosy, 
they are undoubtedly of very great value, especially 
the parent substance 4 : 4’-diaminodiphenylsulphone. 
Streptomycin has been studied more intensively than 3 
any of the other drugs. Its action, although most ` 
remarkable in miliary and _Meningitic infections, is 
now known to be bacteriostatic rather than bac- 
tericidal, and some well-known disadvantages un- 
doubtedly attend its use. Tubercle bacilli resistant to/ i 
streptomycin have been recovered in the U.S.A., in 
France, and in Great Britain from patients. who havel 
never themselves received the drug. P.A.S. (p-amino-. ; 
salicylic acid), though less active than streptomycin, 
is also less toxic, and there is now growing evidence 
to show that treatment with streptomycin and P.A. 
in combination Tetards ‘the : 
tant to streptom, cin. 1 t the fifth ant iberculous, 
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own, at any rate in 
Englis ries. - - 
Jn 1946 Domagk and his colleagues? in Germany 
reported that, among a number of thiosemicarba- 
Zones, p-acetylaminobenzaldehyde thiosemicarbazone 
was the most active against tubercle bacilli in vitro 
and also in experimental animals.’ Thiacetazone, as 
it is now officially called, has in the past suffered from 
a surfeit of names. In Germany it began as “ conte- 
ben” or TBI-698: other proprietary names are Oet- 
Gilon A,” “seroden,” “ thioparamizone,” “ tebasid,” 
and” thiotebesine.” The action “of thiacetazone on 
tuberculous infection in mice was confirmed by 
Levaditi,* who found it inferior to streptomycin but 
comparable in effect to P.A.S. Experiments by 
Behnisch and his colleagues®* suggest that the sul- 
phur atom is essential for antituberculous activity, 
that compounds derived from aldehydes are more 
effective than those obtained from ketones, and that 
the aromatic aldehydes yield more potent compounds 
“than the aliphatic aldehydes. The introduction of 
` substituents into the aromatic ring is also said to 
“increase activity. Hoggarth and his colleagues’ 
examined a number of thiosemicarbazones and found 
that, though thiacetazone was effective in mouse: in- 
: fections, yet p-ethylsulphonylbenzaldehyde thiosemi- 
carbazone (termed by the Germans Tb HI. Be 1374 
and in this country “ berculon B ”) was even more 
effective and certainly surpassed P.A.S. though not 
: streptomycin. The relationship between the two sub- 
stances can be seen from. the structural formulae. 


CH,CONH Ò CH=N.NH.CS.NH, 


Thiacetazone. 


~ GH,SO, @__) CH=N.NH.CSNH, 
p-Ethylsulphonylbenzaldehyde thiosemicarbazone. 
Hamre and his co-workers? examined nearly 100 thio- 
= semicarbazones and related compounds and found 
o that only eight were active against tuberculous infec- 
tions in mice. In order of potency the substituents of 
| 3-thiosemicarbazone are: ethylsulphonyl, iso-propyl- 
amino, acetamido, dimethylamino, nitro, sulphamyl, 
 methoxybenzaldehyde. Although only compounds 





















“4 Medical. Research Council investigation reported in the British Medical 
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active in vitro have an effect in the mouse, there 
correlation between the inhibitory activities in vi 
and in virro.° ne 

















































parenterally. It is not very soluble in water, br 
tion can be made up in propylene glycol and 
acid amides. A method of estimating the amoun 
thiosemicarbazone in body fluids has been worked out 
by Spinks. >! The agreement between the amount 
in the blood and the therapeutic effect suggests that 
the thiosemicarbazones act directly rather than aft 
conversion in the body. This is borne out by the 
that thiacetazone, in addition to inhibiting the grow 
of tubercle bacilli in vitro, causes morphologi 
changes such as abnormal size, granular di 
tion, and the appearance of delicate threads. Baci 
first of all lose their capacity to take the Ziehl-Neels 
stain and finally the Gram stain. It seems probab 
that thiacetazone combines with one of the blood. pr 
teins. One way in which it is superior to P.A.S. is 
that it is not inactivated by’ p-aminobenzoic acid. 
From 1947 onwards a very large number of cases of 
all forms of tuberculosis have been treated in 
many.!?#* Many of the treated cases, however, 
vide little or no real evidence of cure, since there We: 
no controls and the period of observation was 
In Germany the assessment of the value of a new 
has been specially difficult because of wides i 
malnutrition and a shortage of x-ray films. Hinshaw 
and McDermott" reported their observations af 
visiting 10 of the larger German centres where 
drug has now been in use for four years. ‘Th 
results have been seen in “fresh-exudate” t 
pulmonary infection and i eal a 
tuberculosis. In some cases 
tion cures have been claimed. In miliary inf 
and in tuberculous meningitis results are far inferi 
to those obtained with streptomycin. The dosa: 
used has been low—25~50 mg. daily for the í 






daily if the patient can tolerate, 
fer a maximum of 150 mg. daily. Treatment m 
be continued for 6 to 12 months. 

While the therapeutic activity of thiacetazon 
awaits critical appraisal, there is evidence to shoy 
it is by no means non-toxic. Anorexia, constip 
malaise, dyspepsia, palpitation, dizziness, pain in 
eyes, photophobia, blurred vision, and heada 
often occur,. but vomiting is less comm 
more severe reactions, occurring it is said | 
0.4% of cases, consist of toxic erythemata, conjunc 
vitis, cerebral oedema, anaemia, and. granulo 
penia. Fatal jaundice of hepatotoxic origin has 
reported. Ocdema of the brain th severe | 
degeneration of the liver parenchyma was see 
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ied after treatment 


During treatment the urine should be exam- 
intervals for cells, casts, albumin, 
A gar. As the drug is a liver poison 
the diet should. be rich in, protective foods. Inter- 
current infections likely to throw an extra strain on 
the liver parenchyma would be a contraindication to 
treatment. The possibility of bacilli developing resis- 
tance against thiacetazone has not yet been fully 
_ examined, but Auersbach and Schütz”? believe that 
: thiacetazone-resistant strains can occur. These are 
then also resistant to other ‘thiosemicarbazones. In 
-Order to diminish the toxicity of: thiacetazone attempts 
„have been made to combine it with other drugs. The 
combination of sulphathiazole and thiacetazone was 
ighly toxic and has been abandoned. Lepri and 
Capalbi™ showed that iñ experimental ocular tuber- 
culosis P.A.S. and thiacetazone given together acted 
ergistically. More recently Karlson arid his col- 
es” have suggested that streptomycin combined 
i thiacetazone is more active than either drug 
alone, but Moeschlin and Demiral?’ deny this and 
find the combination of streptomycin and P.A.S. 
much more effective. 

















uman tuberculosis can be indicated only by care- 
fully controlled investigations in which they are com- 
pared with streptomycin and with P.A.S. The possi- 
bility of synergistic activity between these compounds 
and thiacetazone’ also requires much fuller study. 
- meantime it may be noted that Ryrie”’ has 
ed encouraging results in 10 cases of leprosy 
atment for four months. With doses of from 
i thiacetazone daily there was no 
lepra fever, which is a danger with 

n addition, the mental depression and 
g of cerebration so characteristic as effects of 
ne therapy were absent. 
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-. CONGENITAL MALFORMATIONS 
liny said that “ Nature creates monsters for the pur- 
se of astonishing us and amusing herself.” Up to 
recent. tunes.it was widely believed that congenital 
malities were the result of»impressions received 
mother during pregnancy, Empedocies, Plato, 
crates all held that a severe fright during 

it leave its imprint on the unborn foetus.) 















In 1726 George I sent his chief surge to investigate _ 
the story of Sarah Toft, of Godalmin who was said. 
to have been delivered of 17 rabbits: when five weeks 
pregnant she was alarmed by a rabbit which suddenly 
sprang up in front of her as she walked in a field. . 
In recent years a great deal has been learned about 
the aetiology of congenital anomalies. Warkany,? 
Murphy,” and Kiskadden and his colleagues! have: all.. 
reviewed the subject in detail. Warkany described the — 
experimental production of congenital . deformities— F 
such as cleft palate, horseshoe kidney, eye. defects, 
syndactyly, and other deformities of the skeleton—by 
exposing the pregnant animal to gross vitamin A, ribo- 


flavin, copper, or iodine deficiency, or to the noxious 


action of various poisons, such as selenium, lithium, 
and x rays. .In a more recent paper -Warkany and 
Wilson® reported that gross vitamin-A deficiency can 
cause cardiovascular anomalies, such as..septal defect, 
and anomalies of the aortic arch and pulmonary artery. 
Hypervitaminosis. A also causes abnormalities in develop- 
ing bone, as Mellanby® has shown in a report which 
recently appeared in this Journal. In addition, there is 
evidence that skeletal abnormalities can be induced in 
developing chickens by the injection of insulin into the 
yolk of the eggs.” Murphy? discussed the genetic and 
statistical aspects of congenital deformities. He states 
that the chance that any couple will have defective 
offspring is 1 in 200. The likelihood that a second mal- 
formed child will be born to parents that have had one 
is i | 20-25-fold. The hazard of malformation 
th the age of the mother, rising progressively 
year by year after the mother has passed 30. -The risk 
of congenital deformities of the foetus being caused by 








‘Virus infections during pregnancy, particularly rubella, 


is now well known, Anomalies of placentation, such as 
ectopic pregnancy ‘and placenta praevia, as a cause of 
deformities is also recognized. A 

Recently Record and McKeown- have brought new 


facts to light during a large-scale field study in Birming- 


ham. They chose congenital deformities.of the central 


Nervous system for study, partly because this group 
would be expected. to provide adequate numbers for 
investigation, and partly because errors of diagnosis 
were unlikely. - They recorded observations on the actio- 
logy of 930 consecutive malformations of the nervous. 
system which were the cause of. stillbirth or first-year 
death between 1940..and 1947. These constituted 0.59%, 
of the total. births in the city in that period: The types 
of malformation were hydrocephalus (150), spina bifida 
(389), anencephaly (366), and other defects (25). In 
8.3% of the infants defects of other organs were also 
present. The homes of the mothers of these children, . 
and of those in a control group obtained by selecting 
every 200th name in the registers of live and still-births 
for the same period, were visited by a team of investi- 
gators. It was found“ that the risk of a congenital 





1 Gordon, B. L.. Romance of Medivine, 1945, Philadelphia, 
3 advances in Pedi itrics, 1947. London, vol, 2, p. I 
Congenital Malfarmations 1947, Philadelphia, - 

4 Int. Abser, Surg.. 1949. 88, 1. 

5 Pedistrire 1950, §, 708, 
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7 Duraiswami, P-K:, ibid | 1950, 2, 384. 
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deformity was considerably prenter for the first preg- 
nancy and after the sixth. There was no notable.cor- 


“relation between the incidence of defects and social 


circumstances, legitimacy, menstrual history, spacing of 
births, or fertility. - There was little evidence of the 
importance of consanguinity. The incidence of mal- 
formations of the central nervous system in all siblings 
of a malformed foetus was 1.89%, and 2.77% in siblings 
born after`a malformed one.*® Thus the risk that 
another malformed. foetus might-be born after the first 
one was about six times greater than the risk forthe 
general population (with an expected incidence . of 
045%). The likelihood of another malformation 
seemed to -be greater after the birth of a child 
with spina bifida than after other deformities. The 


tisk of recurrence of the same malformation was‘greater. 


than that of a different one, though the latter risk 
remained greater than the expected figure in the general 


. population. It 1s to be hoped that the continued -acquisi- 


tion of knowledge about..the aetiology of congenital 
malformations will one day lead to their prevention. 
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> ` FOWL PEST 


Whether or not any infgrmation-applicable to the prob- 
lems of human epidemiology can\be learned from the 
study of Newcastle disease of fowls, the history of this, 
-virus infection is interesting. -The present serious epi- 


- demic in England has already necessitated the slaughter 


“ 


of thousands of birds, and there is a danger that the. 


disease may become endemic as if has in-America. Eggs- 
would then be scarcer than ever and poultry more expen- 
sive. Newcastle disease,-in its Asiatic form—which until 


the present outbreak has been the only type encountefed - 


in England—is an acute and highly infectious virus dis- 
ease of. birds to which domestic fowls are particularly 
susceptible. The disease was first reported from the 
Dutch-East Indies in 1926, and in the same year T. M. 
Doyle. isolated the causative virus during an outbreak 
which ‘occurred at Newcastle. From. the Far East the 
disease has-spread predominantly westwards, 
it was reported from India (as Ranikhet disease), in 1929 
from ‘Japan, in- 1930 from Ceylon, and in 1931 from 
Australia, where it was known as “pseudo poultry 
plague.” “By 1937 it had reached East Africa, and in 
1940 outbreaks were occurring in Palestine and Syria. 
Soon it became widespread on the continent of Europe. 

In England the first outbreak was at Newcastle in 
1926; there the epidemic spread rapidly through the 
adjacent counties and then burnt itself out, The next 


was in 1933 at a large chicken farm at King’s Langley, 
, in Hertfordshire ; the entire stock of some 10,000 birds 


was slaughtered and the: epidemic was arrested. England 


then remained free from the disease until after the war, ` 


when poultry carcasses began again to be imported from 
Europe. ‘In 1947 there were 2,222 Idcalized outbreaks. 
It was the backyard flocks which suffered most—notably, 
in the earlier outbreaks, those around London and the 
midland industrial towns, where presumably imported 
carcasses were common. For two-thirds of these early. 
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“weutbreake infected swill was either directly or indirectly 
responsible:- The import of infected.carcasses from the 
Continent has continued, and not unnaturally so “have 
the outbreaks. of Newcastle disease. Being of the acute 


Asiati¢ variety—the triad-of peculiar respiratory symp- | 


toms, green diarrhoea, and neurological signs is charac-` 
teristic—they have usually been easy-to diagnose and, 
consequently, to stamp out. In the laboratory a doubt- ` 
ful diagnosis can be confirmed either by the typical 
post-mortem findings, of which severe intestinal ulcera- 
tion is’ the most specific, by a reliable but technically 
difficult haemagglutination inhibition test on the serum, ` 
or by isolation of the virus. The serological test is ` 
the titre starts to rise six days 
after infection and has reached its maximum height by 
the ninth day. The test then remains positive certainly, 
for two years and possibly for life. Thus a’ positive: 
resultdoes not necessarily mean that a bird is suffering 
from the disease at the time its blood is taken ; it may 
indicate an old attack, and this may be useful evidence 
in tracing the origin of epidemics. t 

Itvis the American type of Newcastle disease which 
now threatens the poultry industry in this country. 
Although this was first described in America în 1940, 
and is now thought to have existed there since 1935, the 
condition. was not recognized: to be immunologically 
identical with the Asiatic disease until 1944, when 
Beach compared American material with sera “and wirus 
received from: this country... Although the Ameri- 
can disease is highly fatal to chicks and very infec-, 
tious, the symptoms are mild in the adult birds. Out- 
breaks ate not, therefore, so easily recognized. The 
present epidemic in England | started last October on a ` 
farm at Mildenhall, on which swill from-a neighbour- 
ing U.S. Air Force station was used. for feeding the 
chickens. Since then there have been 118 separate out- 


oe 


breaks of this low-virulerice disease, most of them’ in « 


East “Anglia; but some have occurred as far aWay as 


Lancashire and Kent. Forty-seven outbreaks have been, ~ 


traced to birds which were at the National Poultry 
Show in December. Nation-wide extension of the dis- 
ease. is.thus a serious possibility. Unfortunately the 


\ chicks of the new hatching season are likely to fall easy 


victims to the disease. - 4 
The virus of Newcastle disease survives for only a few 
days outside the fowl’s body” unléss it is “frozen, “byt 
while it is living it remains highly infective, and can 
readily be transmitted by swill, and by coops. clothes, 
and other objects which have been in contact with 
affected birds. ‘Its short life outside the body accounts’ 
for the success of the policy of slaughtering, since 
infected ground rapidly becomes safe, and recurrences 


‘in new stock from this source are practically unknown. 


Unfortunately the resistance of the virus to freezing. 
—it can survive for at least a. year, under normal 
conditions of refrigeration—makes nonsense of any 
attempts to control the <“ import” of ‘the, disease, 
whether of the Asiatic or of the American Varieties, 
except by a total ban on foreign poultry=which may 


well be necessary. It is known, for instance, that among. ‘ 


the food importéd for American soldiers serving in 


t 


t 
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Britain have been frozen fowls, and it is reasonable to 
suppose that these may >have’ been the cause of” the 
present outbreak. The part played by wild birds in the 


g spread of the disease is not yet settled. Outbreaks among 
.poultry of crofters living in the Outer Hebrides have 
_- been traced to infected shag. In America a starling 


and in-Scotland a gannet have been found to harbour 
virus; and sea-bird infection seems the most likely 
explanation of an outbreak among chickens kept by 
the Bass Rock light-house keeper. Birds which have 
had the disease naturally are thought to acquire a life- 


‘long immunity. 


Newcastle disease is notifiable, and the Minister -of 
_Agriculture has power to order the destruction of 
infected stock and to control the movement of poultry. 


The difficulty in the present epidemic is one of recog-, 


nition, but serum tests are being widely used. If the 
policy of slaughter fails to stop the epidemic the,only 


“other remedy is vaccination, and this cannot be expected 


to be fully effective ; its place is to moderate the disease 
once it has become endemic. -Newcastle disease is, of 
course, primarily a disease of birds, but a severe con- 
junctivitis has been reported in pluckers and laboratory 
workers much exposed to the virus. In these cases it is 


“possible' to recover the virus from the discharges from’ 


the eye, but there are no serological. changes and no 
immunity dèvelops. Whether the conjunctivitis is due 


. to the.virus or to the dusty atmosphere in which pluckers 


work may still be debatable, but the evidence so far 
would seem to favour a virus aetiology. 

i: : 
_ _ RELAXATION IN ANXIETY STATES 
The muscle relaxant mephenesin (“ myanesin,” “ tol- 
serọl ”) was introduced to clinicians in this country by 


‘Berger and Bradley™^in 1947, and at the same time 
“Mallinson? pointed out its potential advantages in anaes- 


- thetics. These were then thought to be its non-toxicity ; 


its rapid metabolism by the body so that all effect was 
lost within five hours ; the quick results of intravenous 


- injection ; the satisfactory muscular relaxation which it 
: caused ; and its lack of effect on the respiratory centre. 


and on respiration. Unlike curare, which has a some- 
what similar clinical effect, it does not act on the neuro- 
muscular junction but on the spinal cord.. Instead of 
leading, like, curare, to a state of psychological dis- 
tregs, it- causes, according to Schlesinger, Drew, and 
Wood, “a pleasurable relaxation,” drowsiness, and mild 


` euphoria. Unfortunately later experience has not borne 


' out all these- claims, notably that of non-toxicity ; 


increased fragility of the erythrocytes, possibly result- 
ing in dangerous anaemia,‘ may be a consequence of 
its administration, Anaesthetists have tow practically 
abandoned its use. Another indication for the drug 
nearly as important as the one it had in anaesthetics is 
still under- trial. Mephenesin is absorbed from the 
stomach and may be given by mouth in tablet or liquid 


form: It might, therefore, be of value in the treatment 
‘-of neurological diseases causing spasticity, such as 


Parkinson's disease~and disseminated sclerosis. Unfor- 
tunately, while it does prove of some heip-both with 
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pyramidal and extra-pyramidal spasticity, so that it is 
at the present time being quite widely employed, itis so 


rapidly destroyed in the body that im non-toxic doses_~ 


and when given by mouth it-does not cause any large 
or lasting effect in the-severe cases which are in greatest 
need of relief. z~ 
Dixon and his colleagues’ are iie authors of`a recent 
report which suggests that mephenesin may have a useful 
application in psychiatry. One of the commonest psy- 
chiatric symptoms—almost™ always present in anxiety 
statés' and frequent also in obsessional conditions, 
involutional depression, and even schizophrenia—is a 
_ State of tension, painfully experienced as “such subjec- 
‘tively, and showing itself bodily in increased autonomic 
tone, increased muscle tonus, tremor, and other similar 
symptoms. Dixon and his collaborators selected a group 


of such ‘patients, who were physically ‘healthy, actively- 
at work, and mainly between the ages of 20 and 50. - 
Their complaints included dry mouth, gastro-intestinal . 


‘disturbances, headache, and early fatigue. They were 
mostly found to have cold, sweating hands; dilated pupils, 
and yascular hypertension. Mephenesin was given as a 
chemical adjuvant to Jacobson’s well-known method of 


treating tension states by training in relaxation ; with its - 


help it was possible to show the patient what muscular 
relaxation could be, so that he could know what.to aim 
at. By taking the drug i in a dose which varied between 
0.75 and 4.0 g., the patient was provided with one period. 
of relaxation. during the 24 hours, a period which did 


not as a rule last-longer than two to three hours. The’ ` 


authors obtained their best results with anxiety tension 
states, however chronic,‘and 47 out of 50 patients treated 
for this condition” improved. Rather léss satisfactory 
résults were obtained with the much smaller number of - 


patients in whom the tension arose on an obsessional - 
basis, or who were regarded as pre-schizophrenic ór- 


suffering from an involutional illness. 
“Although ‘little has been heard about the psychia- 


-tric use of mephenesin in Britain, clinical experi- - l 


ments are being mdde at one or two centres, and thé 
- provisional results conform with those of the American 
authors. But pleasant relaxation and mild euphoria are 


by no means always obtained, and some patients do ~ 


not-tolerate the drug-well. As is the case with all, other 
‘methods of treatment, the obsessional- patient does not 
react-so well as patients suffering from other functional ~ 
conditions. “Nevertheless, the results which are obtained 


are sufficiently interesting for further clinical trial-to be _ -` 


worth while..Perhaps, as with other chemical discoveries, 
a pathway has been opened’ which will lead’ to better 
things. Mephenesin is not a sedative in the ordinary 
sense and belongs to a different family chemically from 


the other drugs- used in both the neurological and the- © 


psychiatric disorders in which it may be indicated. g’ 


mephenesin itself proves not to be entirely satisfactory, .- 


perhaps one of its-derivatives will be found to have a 
longer actión and vee toxic effect, and so come nearer 
to requirements. 





1 Lancet, 1947, 1, 97. ta 
2 Ibid , 1947, 1, 98. 

3 Amer J. Med., 1948, 4, 365. 

4 Kositchek, R. J, and Bamet, G. 3S., J. Amer. med. Ass., 1950, 143, 22. 
$ Amer. J. med. Scl, 1950, 220, 23. 
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~* ~~ PROS AND CONS OF “TONSILLECT OMY . 
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2 A. H. GALE, D.M., D.P.H. = 
mae Director öf Medical Postgraduate Studies-and Lecturer in Epidemiology, University of Bristol 


There are few subjects on which opinions are more 
divided than on that of tonsillectomy. The differences of 
- opinion are reflected in the bewildering array of indi- 
cations and contraindications for operation given in 
textbooks of otolaryngology and of paediatrics. Gener“ 
ally speaking the indications given are of two kinds: 

those associated with purely local symptoms and signs, 
and those associated with general conditions, ‘particu- 
larly those in which Streptococcus pyogenes is believed 
to play an important part.- Some authorities lay stress 
on the local condition of the adenoids, tonsils, and cer- 


vical glands, whereas others say that the local condition . 


is relatively unimportant and that the history of local 
infection or of general disease is the important matter 
in deciding whether operation is necessary or not.. Some 
authorities advise the removal of adenoids_ alone, par- 
ticularly in young children, but it is doubtful whether, 
in actual practice, this is often done. 


- Frequency of Tonsillectomy : 
There is evidente that these -differences of opinion” 
have led to wide variations in practice. For example, ` 
in the public schools which took part in the report on 
epidemics in schools* 60% of boys and 45% of girls 
had had their tonsils removed before they reached 
public-school age, and in some schools the figure was 
ds high as 80%. ‘These figures are for pre-war years, 
but there is recent evidence to show that the_rates are 
not very different now. On the other hand, we find 
that in some of the great industrial cities less than 1% 
of the children at primary and secondary schools have 
their tonsils removed in a year, which means, allowing 
for those who are operated on-before they go to school, 
that less than 20% of them will have had their tonsils 
out by the time they reach the age of 15. In some of 
the south coast towns the operation rates approach those- 
found in children of the social class who go to public 
schools. Comprehensive reviews of tonsillectomy rates 
in different parts of the country have shown that 
there can be no explanations of these great variations 
other than differences of medical opinion and, possibly, 
differences in the facilities available for performing 
operations. 


When Should Tonsillectomies be Done? 
The problem of, tonsillectomy has recently become 
even more complicated than it used to be because of 
_ the increased prevalence of poliomyelitis. Formerly it 
was generally accepted that when thé operation had 
been decided on it was better to get-it done in the 
warmer weather, when streptococcal infections are at 
their lowest ebb, but the fact-that the prevalence of 
poliomyelitis is ; highest- in the summer and autumn has 
complicated the issue, and the problem is now not only 
whether the operation should be done but When it should 

be done. i X 
covers the years 1932-34 inclusive and summarizes the experience 
O20 NTO o boys (E287 boarders) tad “5303 ails oei 

<ton ok of 10,270 b ( edio R 


"An er report issued by thi 
Council, No. 271, covers the years 1935- 9." 


- Does Tonsillectomy do Any Good 2 - 


In what follows something will be said about statisti- 
cal evidence,-because such evidence is objective and is 
relevant to the consideration of the general indications 
and contraindications of operation, but it must always 
be remembered that all the statistical~ evidence ‘in the 
world, however carefully compiled, will not solve the 
problem. in the individual case. Whether a child should 
have his tonsils out, and when, is a clinical and not a 
Statistical problem. 


ia 7 Ty 


z Evidence from Surveys 


Several large-scale surveys have been undertaken in 
America and in this country in the attempt to decide 
how far tonsillectomy ‘achieves the objects for which it 
is done, One of the best known of these is that of 
Kaiser, who followed up 4,400 children ; half of these 
had had.the operation and the other half, although 
recommended for operation, had, for various reasons, 
not been operated on. Kaiser found that on the whole 
the relatively short-term follow-up, after three years, re- 
vealed greater advantages in the treated group_than did , 
the long-term follow-up, after ten years. He points out- 
that this is to. be expected, since older children are leas 
liable to suffer from infections of the upper respiratory 
tract than are young children. 

Kaiser found that the advantage of the treated group 
ovér the untreated group was most obvious when the 
child had-a history of frequent attacks of tonsillitis. As 
a result of his survey he suggested the following as 
being definite indications for operation: (1) interference 
with normal breathing, snoring, etc.; (2) difficulty in 
swallowing ; (3) nasal_or altered voice; (4) persistent 
nasal discharge ; (5) impaired hearing and otitis media ; 
(6) repeated attacks of tonsillitis or quinsy ; 4 M enlarged 
cervical glands ; (8) sinus trouble ; (9) growing pains or 
rheumatic fever ; (10) pyelitis, nephritis ; (11) unexplained 
malnutrition and anorexia ; and (12) retarded mental _ 
development. He considered that there was no advan- 
tage to the treated group in respect of lung diseases. 

It would probably be generally agreed now-that some 
of Kaiser’s recommendations went beyond his evidence, 
and that many of his definite indications, particularly 


` those involving general diseases—for example, Nos, 9-12 


—are at least very.doubtful. 
In this country the approach to the problem has 
been rather different, and attempts have been made to - 
compare the incidence of certain conditions which are ~ 
thought to have some association ; with tonsils and 
adenoids in groups of children who have been operated 
on and in groups who have not. In the report on 
epidemics in schools, which was concerned for the most 
part with children over 13 years of age, it was found 
that there was virtually no difference in the attack rates 
of nasopharyngeal infections, scarlet fever, rheumatism, 
appendicitis, otitis media (with or without mastoiditis), 
or pneumonia in the operated. ‘and unoperated groups. 
During the course of the inquiry 364 boys had their 
tonsils removed, and in these cases the operation seemed . 


- 


` 
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to reduce the-amount of school time lost through illness. 
This section of the report ends with the words: “ One 
cannot avoid the conclusion that there is a tendency-for 
the operation to be performed as a routine prophylactic 
ritual for no particular reason and with no particular 
result.” 

In a more recent but less comprehensive follow-up of 
337 children operated upon at the Radcliffe Infirmary, 
„Oxford, in the years 1947 and 1948 it was found that 
operation reduced liability to sore throats and to colds, 
but the other findings- were more uncertain, although 
:there was a suggestion that the relatively small number 
of children who had ear disease before operation were 
improved after operation. It should be noted that most 
other authorities seem to be doubtfdl whether the fre- 
quency of colds is reduced by operation. 


= In spite of the very large number of figures published 


a really convincing statistical examination of the effects 
of tonsillectomy has yet to be made. -It would not be at 
all. easy to plan such a survey, but the Oxford inquiry 
gives an outline of a method which might be adopted. 


! yi \ 
Clinical Opinion 

As has been said above, the recommendations of those 
whose views are entitled to respect, because of their wide 
experience, differ considerably and are extremely diffi- 
cult to summarize. There are, however, certain recom- 
mendations which seem to be generally accepted.* 

, 1. Tonsils should very rarely be removed before the age 

of 5.- Adenoids should be removed at any age if they are 
causing nasal or Eustachian obstruction. It must be remem-. 
bered that there are common causes of nasal obstruction 
other than adenoids, 

2. The operation should not be performed on a child 

-who has never had symptoms, whatever may be the appear- 
ance of the tonsils. Their appearance varies enormously in 
. the same child at different times. 

3..Tonsils should be removed on account of frequent 

attacks of tonsillitis with fever. True tonsillitis should be 
distinguished from the transient sore throat which often 
precedes the development of a cold in the head. The exact 
“number of attacks in a year which should be regarded as 
significant is disputed—some would say two, some.three or 
four. It ıs perhaps more important to consider the degrée 
of general, disturbance—temperature and duration—rather 
than the exact number of the attacks. In this connexion it 
is misleading to think only of “ sore throats,” because a child 
may have a quite severe degree of general disturbance due 
to tonsillitis without complaining much of sore throat. 

4. Tonsils should be removed at a. suitable interval after 
a quinsy. ) 

5. Tonsils should be removed in the very rare instances 
when they are so large that. they cause mechanical 
obstruction. x 

6. Tonsils should be emovedi in chronic diphtheria carriers 

, when other treatment has failed. 


These are the indications which would be generally 
accepted, and it remains ‘to discuss the very difficult 
subject-of disputed indications. 


Disputed Indications for Tonsillectomy 
. General Diseases - i 
Tonsillectomy has at some time been recommended 
for almost every disease of children and for many con- 
ditions such as mental retardation or enuresis which can 
hardly be called diseases. Probably no one now. believes 





*The recommendations listed are based largely on opinions 
iven at a discussion at the Royal Society of Medicine (Proc. R 
oc. Med., 1950, 43, 317). 
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‘that tonsillectomy has any infiuence on beneral dis- 
eases other than those which appear to have some asso- 
ciation with infection of the throat by Str. pyogenes, 
and for practical purposes these ‘may bé reduced to 
juvenile rheumatism and nephritis. There is little doubt 


that when a first attack or a relapse of acute rheumatism _ 


occirs, it has often been preceded by an attack of tonsil- 


litis occurring about three weeks before, and the rela- 


tion between tonsillitis and nephritis is similar. In these 
cases it is probably wise to apply the same criteria in 
deciding the need for operation as those suggested above. 
for children in general. It must be remembered, how- 
‘ever, that operation may have thé same effect as an 
attack of tonsillitis in precipitating an attack of 
theumatism or nephritis. Operation should therefore 
be done only when the disease has been quiescent “for 
some months, and under full cover of penicillin. 


“Enlarged Cervical Glands 


This condition is so common in children and there are 
so many causes for it that it is not a very useful guide 
„to decision. Sometimes, however, Str. pyogenes seems 
to leave the tonsils almost unscathed and to attack the 
glands directly. Admittedly it seems illogical to suggest 
that when this process happens repeatedly it is an indi- 
cation for operation, but I believe that it is. This type 


of occurrence is probably really an example of tonsillitis ` 


without much “ sore throat.” 


i Risks of Operation 


The operation has a small but quite definite mortality. 
No one knows exactly what it`is, because the total 
number of operations performed ‘in a year is not known, 
nor is it possible to determine the exact number of 
deaths properly attributable to the operation. It seems 
likely, however, that about 80 deaths a year,occur as 
a direct result of the operation. 7 

The possibility of throat infections or even of septi- 
caemia following operation has been mentioned above, 
With adequate precautions it should be possible to dvoid 
this risk.- 


R Tonsillectomy and Poliomyelitis 


The possibility which bas undoubtedly aroused the 
greatest anxiety recently is that of an association between 
operation and poliomyelitis. As in the surveys on the 
effects of operation, vast arrays of figures have been 
amassed by both sides in this controversy. Unfortunately 
most of these figures are unconvincing. 

But a morè important matter is that -of the possible 
' association between tonsillectomy and poliomyelitis of 


. severe bulbar type. Everyone has heard of the five chil- ` 
dren of one family in Akron, Ohio, who had their tonsils - 


removed in August, 1941, and all developed bulbar polio- 

myelitis, of which three died. The sixth and youngest 

child, who Was not operated upon, did not develop 

poliomyelitis, although excreting poliomyelitis virus in 
_the faeces. 


In a nation-wide survey of cases of poliomyelitis 


treated in hospitals in this country in 1949, 16 cases of. 


poliomyelitis-were reported as having followed within 
one month of an operation for tonsillectomy. Of these, 
four died (two were brothers) of! bulbar poliomyelitis, 
four had bulbar signs and recovered, seven had the 
Spinal type of disease and recovered, and one had no 
paralysis. Admittedly the risk of a patient's develop- 


ing bulbar poliomyelitis after tonsillectomy isʻa remote. 
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knowingly allow their children to run it. We know that ` 
at certain times and in certain places the virus of polio- 
myelitis is widely distributed among the population, 
and, when it is, tonsillectomies should be discontinued 
altogether.or at any rate confined to those cases in which 
the operation is really a matter ‘of urgency. 


Conclusion. om 


The decision whether tonsillectomy is necessary or not 
is by no means an easy one, and both. the general prac- 
titioner and the laryngologist have a contribution to 
make to'it. The general practitidner knows how often 
the child has had tonsillitis and how ill he has been with 
‘it, and the laryngologist is in the best position to evalu- 
ate symptoms of nasal and Eustachian obstruction and 
to consider how far the child’s symptoms may be due 
to a chronic sinusitis. Generally speaking it is better 
to delay decision than to hurry it, and above all to avoid 
operation on tonsils which have been recently inflamed. 


s 





= + 


p 


` ORDER OF ST. JOHN OF JERUSALEM 
The London Gazette has’ announced the following promo- 
tions in, and appointments to, the Venerable Order oF the 
Hospital of St. John of Jerusalem: 


As Knights: Drs. Erik Hoerman and C, Gardiner-Hill, As 


Commanders (Brothers): Colonel K. B. Fraser, M.B., Drs E. P. | 


Scott, R. V. S. Cooper, W. B. Fox, J. R. Hanna, C. s. C. Prance, 
D. J. Nicol, N. S. B. Vinter, and E. M. Humphery. As Associate 
Commander (Brother): Major S. ` K. Engineer, O.BE., 
F.R.C.P.Ed. As Officers (Brothers): Drs. S. I. A. Laidlaw, B. 
LaHaye, C. H. Vernon, B.’ L. Steele, C. E. H. Gater, H..E. 
Thomas, and L. G. Norman. As Associate Officers (Brothers): 

\Lieutenant-Colonel P. M. Petigara, M.B., and Drs. B. B. Rai and 


K. B. M, S. Mahmood. As Officer (Sister): Dr. Ella P. Hopgood - 


As> Associate Officer (Sister): Dr. Rose Baranov. As Serving 
Brothers: Colonels R. J. M. Horne, M.B., and J. F. O'Grady, 
M.B., TD., DL. Majors W. C. Lowry, MBE., M.D., and R. 
Rutherford, M.B., R.A.M.C. Drs. M. A. Foulis, <a L. du “Preez, 
L. F. C. Berlinguet, L. M. Hanna, J. A. Melanson, G. Racicot, 
J. Robertson, A. Turner, G. S. Mather, J. E.. S. Hamilton, A. 
Morrison, T, Staines-Read, N. MacLeod, C. B. Bal, M.B.E., 
S. G. Nelson, G. J. Duncan, J. R. Thompson, F. F. Heddle, 
\ E. C. Pope, and I. O. Thorburn, As Associate Serving Brother: 
Dr. P. K. K. E. Raja. As Serving Sisters: Drs. Joan B. 
Landsman, Margherita M. Freeman, Janet P. Copper, and Jane 
Adam. E Fe ' 
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In a recent issue of the Canadian Journal of Public Health 


. Sir James Stirling Ross draws attention to a passage in’ 


Aristotle’s Rhetoric (Book 1, Chapter 5) which discusses 
happiness ( eddaspovle,. eudaemonia), health (yl uz, hygieia), 
and well-being in old age (ebynpla, cugeria), and says 
of- the last-named, in Sir James’s rough translation: 
“ Eugeria may be defined as slowness in the oncome of old 
age, with freedom from pain, You cannot call a man happy 
in his old age either if he ages quickly or if he ages slowly 
but with pain. Eugeria comes from the virtues of the body 
and from good fortune. A man may be free from diseases 
and enjoy physical strength ‘and yet not ‘be free from suffer- 
-ing pain, and without good fortune a man could not reach 
to an old age. There is also a certain power of long life 
apart from strength and‘good health: for many men are 
long-lived without ‘the virtues of the body. But a high pre- 
cision in these matters is out of place in this discussion.” 
Sir James suggests that the word geriatrics now in vogue, 
although without any classical authority, should be dropped 
in~ favour of the use of eugeria, which is also more 
euphonious and expresses well the meaning: of “ageing 
Successfully.” Geriatrics means the healing of old age, but 
‘of course the doctor’s job is not to heal old age, for it is no 
disease, but to protect it from going awry. 
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one, but it is so tragic.a possibility that few people would 
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-VAGINAL DISCHARGE 


At a meeting of the Devon and Exeter Medico-Chirurgical 
Society held on December 21, 1950, Dr. MARGARET HADLEY 
JACKSON gave an address’ on ’ vaginal discharge. 

Dr. Jackson said that some degree of discharge from the 
vagina was normal, though the character of the discharge 
varied according to the age of the woman, Thus micro- 
scopical examination permitted the recognition of infantile, ` 
mature (during the child-bearing years), and post-menopausal 
(senile) types. In the mature type three distinct groups 
could be distinguished by their characteristic flora, each of 
which was commonly encountered and tended to be fairly 
constant in any particular individual. . When confronted 
with a case of vaginal discharge it was useful to attempt 
to classify it as physiological, due to hormonal imbalance, 
or pathological. 

Among infants and children, whose vaginal mucosa was 
thin, the commonest cause of discharge was vaginitis, either 
‘traumatic from foreign bodies or masturbation, or infective, 
due to the gonococcus or other organisms. In the mature 
woman other traumatic causes had to be borne in mind, 
Such as rings, menstrual tampons, or buried suturés after 
perineal repair. In addition one had to consider the possi- 
bility of allergic reactions to contraceptives, of infestation 
with trichomonas or yeasts (the latter particularly in preg- 
nancy‘and diabetes mellitus), of venereal disease, of cervical 


and uterine lesions, and of fistulae into the bladder or, 
rectum. In the post-menopausal woman, in whom the mucosa . 


-had again become thin,’ in addition to discharges due‘ to 
polyps or malignant disease one encountered an atrophic 
vaginitis often characterized by a profuse and offensive dis- 
charge but with trichomonas and monilia almost invänably ; 
absent. 

The history was of the first importance. Was there irrita- 
tion, soreness, dysuria, or bleeding ? Had there been a venereal 
contact? The source of the discharge had to be located, 
the urine tested, and threadworms and piles excluded. The 


. macroscopic appearance of'the discharge was often charac- . 


teristic. To examine the discharge microscopically a speci- 
men should be collected, from the' fornices with a long- 
handled bakelite spoon, and a wet film made. Elaborate 
methods of illumination or staining were not essential in the 
majority ‘of cases or unless venereal disease was suspected. 
nt ` Trichomonal: Infestation pe 
- Treatment must be appropriate to the cause, that of tricho- 


monal and monilial infestations -being sometimes tedious. 
Dr. Jackson advocated ringing the changes on two or more 


- methods of treatment in cases of trichomonal infestation— 


e.g., “ picragol” powder, acetarsol tablets, or “ carbarsone ” 
suppositories, combined with douching with hypochlorite: 
solutions (as in veterinary, practice) or with lactic acid—and 
in cases where the mucosa was thin, and most particularly 
in the young, the use of oestrogens either locally or orally. 
Where the husband was also infected with trichomonas the 
wife was constantly subject to reinfection; however, the 
treatment of the male was extremely difficult. 

Out of a series of 468 women attending the Whitechapel 
Clinic 232 had been found to be infested with trichomonas ; 
of these, 102 also had gonorrhoea. In a series of infertile 
women attending the Exeter and District Women’s Welfare 
Association clinic the incidence of trichomonal, infestation 
‚was 15%, while in a birth-control series at the same clinic 
it was only 5%. This lent support to the view that chemical 
contraceptives had a deterrent effect on:trichomonas. 

For the treatment of monilial infestation Dr. Jackson 
recommended alkaline douches and the use of a gentian- 
violet-glycerin-and-borax suppository ; for vaginitis in the 
very young, Oestrogeas by mouth or locally were un- 
doubtedly of value. Non-specific cervical discharges yielded 
dramatitally to treatment with the electric cautery, together 
with sulphonamides by mouth or penicillin by injection. 
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Appendicitis in the Navy 


Siz,—-I would like to ask Sir Cecil Wakeley, in his capacity 
of senior consultant surgeon to the Royal Navy, if his state- 
ment (December_16, 1950, p. 1352), “ There is no place for 
expectant treatment,” applies to single-handed ship doctors 


“ who are not “ surgical specialists. ” Some thirty years ago 


Various comparative series of appendicitis statistics could 
show no definitely significant differences between immedi- 
ate operation and expectant treatment, as regards’ case- 
fatality, in well-looked-after hospital cases under the best 
surgical énvironment,, Therefore, being no surgeon, I always 
practised, expectant treatment at sea and advised others’in 
like circumstances to do so., I hasten to add that as Medical 


Director-General I never issued personally any orders on, . 


surgical treatment, though as M.D.G. I did discontinue the 
practice of congratulating those zealous young doctors who 
removed appendices at sea with the assistance of the purser 
and chief engineer, always, for some obscure reason, in a 
-Taging gale. I deprecate also the far too prevalent habit 
(it may be a belief) of allowing patients to believe that only 
an immediate operation can save their life if ee from 
appendicitis. , 

The point I raise is important, for, though in ‘my long 
experience I recollect no serious disaster following either 
immediate operation or a policy of “ wait and see” in the 
treatment of appendicitis afloat, there is no definite ruling in 
-the matter. 
medical officers whose one desire is to remove appendices 
afloat; but I believe, but am not certain, that the expectant 
treatment is far commoner in small ships with no adequate 
surgical amenities. It would be valuable, therefore, to have 
Sir Cecil Wakeley’s ruling on this subject. He understands 
the conditions and knows the surgical capabilities of the 
naval doctor better than I do. In his.great zeal for improv- 
ing naval surgery Sir Cecil may actually have some figures on 

the treatment of appendicectomy at sea.—I am, etc., 


SHELDON R. DUDLEY, 


Leamington Spa. 
Surgeon Vice-Admural, Ret 


N i 
E Appendicitis , 


Sm,-—In_the article by Sir Cecil Wakeley and Mr. Peter 
Childs (December 16, 1950, p. 1347), and in the subsequent 
correspondence (January 6, p. 36), it 1s-clear that successful 
treatment’ of the acute case depends more than anything else 
(sulphonamides, penicillin, etc.) on early diagnosis and early 
-appendicectomy with the minimum of trauma. In the late 
case, particularly where there is a palpable appendix abscess, 
I agree with Mr. McNeil Love that there is a place for 
conservatism, provided the patient is under competent super- 
vision and is repeatedly and carefully examined. ` 


It is not enough to stand at the foot of the bed and study only 
the hourly temperature and pulse record: the abdomen should be 
frequently examined. Undue reliance on the temperature and 
pulse rate, as diagnostic or even prognostic signs, is a delusion- 
and a snare.- Most experienced surgeons have removed gangren- 
ous and acutely obstructed appendices from patients who. have 
walked into hospital with a normal temperature and pulse. In 
many cases, especially in the obstructive type of acute appendicitis, 
a rise of temperature and pulse rate follows rather than precedes 
“perforation of the appendix. I believe, and have always taught, 
that many more early and accurate diagnoses, with a consequent 
drop in mortality, would result if the temperature and pulse rate 
were completely ignored, I have known many practitioners who 
waited for a rise in pulse rate before diagnosing acute appendicitis. 
.The majority of et cases had perforated before being admitted 
to “hospital. ; 
he * fhe obstructed, appendix situated ‘in the pelvis (generally ; in the 
‘asthenic type of patient) is usually diagnosed late for the simple 

on, 'that a oai examination has not been made It is now 
i 


i \ 


There is certainly a school of young naval” 


generally recognized that pain evoked in the appendix will be 
situated ın the umbilical enion. central, because that is the early 


-embryonic position ot ‘the appendix and the position it occupied 


when its innervation was acquired. The appendix has a bilateral 
innervation, whereas all bilateral organs have a unilateral innerva~ 
tion; therefore there should be no difficulty in diagnosing pain- 


` producing disorders in the kidneys or ovaries. Pain produced in 


a kidney is always unilateral. But in some cases of appendicitis 
there is no central pain. In the mild inflammatory type only 
Jocal-tenderness and, later, local pain will be present, the reason 
being that the threshold for intestinal pain is higher than that 
for pain produced in the parietal peritoneum. Again, perfora- 
tion of an appendicular diverticulum will give rise to sudden acute 
local pain, as does perforation of a duodenal ulcer. ` 


Mr. J. A. Ross’s letter (January 6, p. 36) deals with what 
is generally described as the “ istha] “dose of castor oif.” 


Surely it is not so much the action ‘of the aperient which, 


precipitates disaster as the ‘delay which ensves to see the 
result. Many thousands of appendices have perforated in 
patients who have had no castor oil. In, most, if not in all, 


perforation would be the inevitable result of the pathological: 


condition present if operation is deferred, and whether or not 
an aperient is administered. ‘ 


The decision regarding the site of the incision and the subse- 
quent steps of the operation should be made after due considera- 


tion. of the situation of the appendix, its pathological condition? 


and the build of the patient (a point seldom considered). The 
surgeon should remember that in the thin, visceroptotic patient 
adequate access is casy, that the mesenteries are relatively long, 
and that the caecum and appendix will probably be situated low 
in the abdomen or even in the pelvis. In the stout sthenic indi- 
vidual the mesenteries are short, the caecum ‘is probably sessile 
and situated high in the iliac fossa. In these latter cases a 
high gridiron incision (or a Rutherford Morison incision) will give 
much better access and will result in a much easier ‘operation, 
for both surgeon and patient, than a paramedian incision.- 


The surgeon who says, “ I always use this incision,” has 


' little imagination and has learned little from experience, and 


sooner or later will-find himself in an avoidable difficulty. 
As Mr. R. Strang (January 6, p. 36) wisely indicates, adequate 
access Ga all operations), and not the small, pretty scar, is 
the primary consideration if the best aprsulte „are to be 
ensured.—I am, etc., : 


Dundee. F. R. BROWN. 


Smallpox and Human Sacrifice 


Sm,—I am one of the medical officers of health acutely 
concerned with the movements of the original patient in 
the Brighton outbreak of smallpox, and should like the 
courtesy of your columns for making public certain 
observations. % ' 


With the increasing frequency of air travel, we'are apparently f 


unable to keep smallpox out of the country. It'is possible to 


meet a man in the street, or train, or’ bus, who was on the ` 


other side of the world only a few days before, and who is to 
say that he 1s not carrying the disease, modified or otherwise ? 
We fear the importation of smallpox: because all too often some- 
body has to die before the importation is recognized. And then 
the public goes into a flat spin demanding mass vaccination over 
a wide area, to the detriment of the normal work of hospitals, 
general practitioners, and health departments. The tragedy 1s that 
not one of these deaths is necessary, but apparently we still must 
have our human sacrifices so that the general public can go 
unvaccinated. It is, of course, no more than justice that the 
sacrifices should be drawn from the great unvaccinated. Infant 
vaccination confers some degree of protection for a great many 
years. Deaths from smallpox very seldom occur after successful 
infant vaccination. Similarly, infant vaccination is fraught with 
little danger from post-vaccinal encephalitis, and protects against 
the occurrence of this condition after secondary vaccination: It 
is therefore gross negligence on the part of parents to omit to 
have their children vaccinated in the first year of life. If this 
practice was universally carried out it would take only a few 
years to build up the community’s resistance so that death from 
smallpox became impossible. Fear of the disease would con- 
sequently depart. In the meantime, steps must be taken to 


compel the reporting, by anyone entering the country, of any ill- ' 


ness whatever which occurs within three weeks of entry. 
Similarly, the onus of reporting should lie on any doctor 


e 
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encountering such a case. Failure on the part of the Government 
to take immediate steps to enforce such a requirement would also 
be gross negligence. 


There is nothing especially new in the views put forward, 
but it does seem to take a long time for elementary ‘facts to 
penetrate the public consciousness.—I am, etc., 


Esin. I. C. Monro. 


Treatment of Barbiturate Poisoning l 


Sm,—In a recent letter (December 9, 1950, p. 1333), Dr. H. 
Creditor suggests that amphetamine sulphate is the drug.. 
of choice for acute barbiturate poisoning. It is not made’ 
clear on what clinical or experimental evidence this sugges- 
tion is based. In thé more severe cases of acute barbiturate’! 
poisoning the respiratory centre is markedly ‘depressed, an 
this depression may rapidly prove fatal. In animal studies” 
amphetamine sulphate has proved a feeble stimulant to the 
respiratory centre, and clinical observation has not suggested 
any stimulant action in humans, Picrotoxin, on the other 
hand, has a powerful action in combating the respiratory 
depression of acute barbiturate poisoning. In my article 
(October 21, 1950, p. 924) I stated that “intravenous 
amphetamine sulphate is a useful ancillary drug in the treat- 
ment of acute barbiturate poisoning. .,. . In severe cases it 
is of little value in the early stages but may shorten the dura- 
tion of coma if given later.” Iam not influenced by Riishede’s 
report of the treatment of 132 cases of barbiturate poisoning 
with amphetamine (Lancet, December 16, 1950, p. 789). He 
used the drug to supplement various general measures, and, 
on: account of a lower mortality in comparison with a 
previous series treated with nikethamide, suggested that 
amphetamine was a satisfactory cerebral and circulatory 
stimulant. His report makes scant reference to the import-} 
ance of respiratory depression as the caue of early death in 
these patients. 

The proper treatment of this condition must be based on’ 


‘an understanding of the pharmacological and pathological 


properties of the drugs concerned. Barbiturate poisoning 
may be rapidly fatal through respiratory depression, or pro- 
longed coma may lead to fatal bronchopneumonia. Deaths ` 
from the latter are reduced by nursing care, prophylactic 
antibiotic therapy, and attention to: fluid balance, and 
amphetamine on account of its powerful awakening action 
may shorten the duration of coma and hence reduce the 
dangers involved. The severe cases, in which respiration is 
slowed and the patient cyanosed, call for urgent measures 
to combat respiratory depression. A mechanical respirator 


_or phrenic nerve stimulation may be used in the most desper- 


_ respiratory centre. 


ate cases and picrotoxin is valuable as a stimulant of. the . 
Amphetamine is ubeless under these 
circumstances, and*-its routine administration to all cases 


“regardless of the clinical condition will lead only to 
, unnecessary loss of life.—I am, etc., 


London, W C.1 \ J. D..N. NABARRO. 


Methylene-blue Test of Ice-cream 


> SR—It would be unfortunate if your annotation 


“(December 23, 1950, p. 1431) should give the impression that 


the methylene-blue test- forms a satisfactory basis for the 
grading of ice-cream, The report (Mon. Bull. Min. Hlth, 
1950, 9, 231) rightly points out the limitations of the 44° C. 
coliform test, stating that only a few of the organisms isolated 
were found to be faecal coliforms (48 faecal of 676 presump- 
tive). , This reasoning applies with greater force to the 
methylene-blue test taken alone, since this is positive in the 
presence of sufficient numbers not only of coliforms and 
faecal streptococci but also of spore-bearing aerobes. - 

It is possible during ‘the course of manufacture to eliminate 
all types of coliforms, but the non-pathogenic spore-bearers 
are frequently present in the raw materials supplied to manu; 
facturers and are unaffected by any form of heat treatment. 
which could be applied to ice-cream. There is no justifica- 
tion for your statement that the aerobe spord-bearers “are 
a potential cause of food-poisoning. 
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The 17-hour methylene-blue test is open to even greater 
objection. It is argued that it indicates latent contamination. 
This is totally misleading, since spores of certain aerobes 
isolated from commercial samples of ice-cream when added 
to the autoclaved ice-cream as a medium and allowed to 
stand for 17 hours at 20° C. will cause failure of the test 
within the four hours, even though the number added be 
only two viable spores. Moreover, the test is an unfair one, 
since there is no risk of anyone eating ice-cream which has 
been melted for 17 hours. A test which can give a positive 
result in the absence of intestinal organisms, and a negative 
result in their presénce, can never be taken as the sole 
standard of merit of any food product, however convenient 
it may be for the laboratory. 

The methylene-blue test is at, bèst a good screening test for 
the degree of contamination of a sample, but it can be no 
substitution for ‘the isolation and identification of thé 
organisms present.—I am, etc., 
” London, W.13. W. Howarp HUGHES. 


Health, Diet, Soil 


Sm,—I was very interested to read the account (December 
2, 1950, p. 1272) of Sir Lionel Whitby’s lecture “ Can Disease 
be Prevented 2?" Great advances have certainly been made 
in the field of preventive medicine, but one wonders why so 
little attention has been paid to the factor of diet in disease 
prevention. Sir Robert McCarrison gave conclusive proof 


that food is a very important factor in health and disease; ` 


and Sir Albert Howard went further and showed that not 
only the food itself but the way in which it is grown (or, in 
other words, the condition of the soil) could make all the 
difference between health and disease in livestock. By 
increasing the. fertility of his soil, by banning artificial 
fertilizers and using only compost made from animal and 
vegetable wastes, he was able to build up the health of his 
animals to such an extent that they did not become ill. He 
says in one of his books that he has often seen his cattle 
(in India) rubbing noses over the fence with cattle suffering 
from foot-and-mouth disease—but his cattle never took the 
infection. He pointed out that tribes such as the. Hunza 
who live on the whole foods grown on composted soil enjoy 
great health and vigour and show considerable immunity to 
disease. 

For some years now I have been advocating a whole food 
diet, with’ compost used in the kitchen garden when possible, 
and have found that all who adopt this improve in health 
and vigotr. I used to suffer from frequent colds and chronic 
catarrh, but have found that these have just’ vanished since 
following this way of feeding. At the age of 45 I can work 
long hours and never feel tired. I would suggest that doctors 
who are interested should try this way of life on themselves 


‘and their families. They will find an improvement in their 


health within a very short time.—I am, etc., 7 
Tunbridge Wells, Kent Hecror W. JORDAN. 


_ Congenital Deformities . 
Sm,—I read with interest Mr. G. C. Gordon’s letter 


(December 30, 1950, p. 1495). I must admit I do not know 


anything about his views on the causation of congenital 
deformities in humans, so I will await the publication of the 
paper referred to in his letter with keen interest, In the 
meantime, I would like to answer one or two points arising 
from his letter. ‘ 


In the first place, I have not mado any suggestion in my paper 
in the Journal (August 12, 1950, p. 384) that certain human 


skeletal abnormalities may also be caused by insulin, though ' 


according to Oakley and Peel (1949) the incidence of congenital 
abnormalities in children born to diabetic mothers who were 
presumably treated with insulin during pregnancy was as high as 
6.3%, compared with a general incidence of 0.94% during the 
same period. It is, however, not clear whether these congenital 
deformities are caussd by maternal hyperglycaemia and ketosis 
due to diabetes mellitus, or foetal hypoglycaemia which may be 
caused by the injections of insulin given to the mother during 
pregnancy, or by exceasive secretion of insulin by the hyper- 


` trophied islets of Langerhans of the foetus. It will be interesting 


f 
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to know whether such a. high incidence of congenital abnormali- 
tles has been noticed in children born to mothers who-suffer from 
hypoglycaemia during pregnancy, due to “ organic” hyper- 
insulinism or other causes. 
~ Secondly, according to Ingalls, of the Harvard School of Public 
Health, the implication of the valuable epidemiological observa- 
tions ‘made mm recent years regarding rubella, mongolism,? 
encephalo-ophthalmic dysplasia,” oesophageal atresia, and tracheo- 
oesophageal fistula‘ ı$ that the principles which govern the 
disturbances of growth and differentiation in lower animals can 
be applied also to human developmental arrests and malforma- 
tions, Gregg’ says, “I regard rubella and its sequelae as the 
title of but one chapter in the full story, of congenital defects ; 
many more chapters have yet to be wntten ” 

Mall,’ after a lifetime inveshgation of the „pathology of the * 
human embryo, concluded that in the causation of human con- 


sitting or in repeated sessions, should never be carried out 
unless tho patient or some responsible relation clearly under- 
stands that, at the best, a remission of a-very few months 
may be obtained. It is now clear that the procedure does 
not cure acute leukaemia ; and, indeed, the proportion of 
cases in Which remission occurs is small: about 20%, which 
is almost-exactly the same proportion as in cases treated with 
aminopterin or A.C.T.H. 3 

It must also be remembered that repeated simple transfu- 
sions, without concomitant exsanguination, . are sometimes 
followed by more or less complete remission. For example, , 
Andké has recorded a case in which a remission following ° 
' this procedure (? due to it) lasted for three years and seven 
months: the relapse that ensued was not influenced by 


genital malformations “faults in the environment are chiefly è further transfusions. 


to blame.” Since very little is known of the detailed histology 


I feel sure that Drs. Bedford and Lajtha are acquainted 


of the early human embryo the histological examination of cases with Dreyfus’s critical review of all the published, cases of 
‘remissions of acute’ leukaemia; but those less versed’ in 


of perverted growth and differentiation is mainly limited to those 
abortions and stillborn infants which, not infrequently, tend to 
present varying degrees of post-mortem degeneration before 
accurate histological methods can be applied. It is here that 


experimental research can offer invaluable help, and according to , 


Mall the pathological changes induced in human embryos by 


environmental disturbances and “those obtained experimentally » 


- in animals are~not analogous or similar, but identical.” - 


I intend to send for publication a more detailed paper on 
the experimental causation of congenital defects in chicketis 
“ synthalin,” sulphonamide compounds, thallium salts, 
and 3-acetyl pyridine, and its significance in orthopaedic 
surgery, and I hope it will give further support to the above- 
mentioned observations, In my preliminary paper published 
in the Journal 1 could not give a review of the work done on 
experimental teratogenesis, but I hope to include it in my 
next paper.—I am, etc; 

Liverpool 

\ 


P. K. DuRAISWAMI. 
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Death from Exsanguino-transfusion 


Sm,—The letter of Drs. P. D. Bedford and L. G. Lajtha 
Ganuary 6, p. 38) in which a “ biochemical death” after 
exsanguino-transfusion in a case of acute monocytic leuk- 
aemia is described deals with so important a subject that it 


is to be hoped that they will publish their observations in 
detail. 


I think that the amount of blood they gave (19.6 litres)’ is the 
largest amount-that has ever been given at one session; and it 
would be interesting to know at what stage the first symptoms of 
tetany developed. The largest volume I have used at a session 
was about 25 pints (14 litres), 20 being ordinary blood from the 
bank while five consisted of packed corpuscles. At no time did 

“any signs of tetany manifest themselves. 

Another matter on which further information is essential is 
why so large an amount was given at one time. In the earliest 
days of exsanguino-transfusion for acute leukaemia it was 
supposed that any benefit that arose was due to withdrawal of 
noxious substances in leukaemic blood and simple replacement by 
blood of better quality. The theory has undergone a good deal 
of modification; and it is now usual to suppose that exsanguino- 
transfusion acts in several ways. It results in withdrawal of 
enormous numbers of leukaemic cells and of much plasma which 
may perhaps contain some noxious substance; and it also supplies 
more or less normal plasma, in which there may be either a sub- 
stance required for the maturation of leukaemic cells or one 
which inhibits their proliferation. Certainly it is, I think, 
accepted that any good results that ensue are not due to simple 
replacement of blood or to lavage of the: marrow by normal 
blood. If this be accepted, there would seem to be every reason 

_for anticipating better results from repeated partial exsanguino- 
transfusions than from a single more or less complete.one. My 
own experience and the more recent literature, of the subject 
seem to support this view. 


Lest it be thought that I am an advocate of exganguino-" ° 


transfusion in the treatment of acute leukaemia, I should like 
to say that, in my opinion, the operation, whether at one 


r 
+ 
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ematological literature will find his-reasoned discussion a 


salutary antidote to undue optimism.—lI am, ete., 
London, W 1 ' A. PINEY. 
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` Metabolic Effects of Salicylate 

Sır, —The article of J. B. Cochran, R. D. Watson; and J. 
Reid (December 23,'1950, p. 1411) intensifies the confusion 
created by previous papers (Reid, 1948 ; ‘Reid et al, 1950): 
concerning the effects of salicylates on the body acid-base 
balance. In this lást communication the authors state that 
salicylate produces a respiratory alkalosis, and then go on to 
say: A 7 , 
“Large doses of salicylate-Jead to accumulation of the drug in 
the plasma, displacement of equivalent amounts `of bica:bonate, 
and a raised plasma pH. As plasma pH depends on the 
ratio H,CO, : NaHCO,, any reduction in bicarbonate must be 
accompanied t by an equivalent reduction in the concentrations of 
plasma H,CO,. This may be achieved by increasing alveolar 
volume, which’ lowers alveolar CO, concentration and therefore 
plasma H,CO,. The clinical counterpart of this physiological 
adjustment is the slow deep breathing on salicylate administra- 
ton” (my italics). 

Thus, having admitted that salicylate produces a respiratory ` 
alkalosis, they ascribe the physiological adjustments to a / 
metabolic acidosis, repeating the mistake of Reid (1948). 
Elsewhere (Reid et al., 1950) they- agree that the primary 
effect is on the respiratory mechanism ; and their published _ 
data disprove the present suggestion that salicylate displaces 
equivalent amounts of bicarbonate. 

The actual disturbance of acid-base balance ieda by 
salicylato was shown to be a respiratory alkalosis by Guest 
and Rapoport (1942, 1945a, 1945b), and the probable reflex 
origin of the hyperventilation was indicated by the observa- 
tions of Graham and Parker (1948). Carbon dioxide logs in 
primary and subsequent adjustment of the plasma HCO,’ 
level is mainly dependent on renal mechanisms. In healthy 
subjects the kidney responds to an acute respiratory alkalosis 
by the excretion of large amounts of sodium and potassium 
bicarbonate {Stanbury and Thomson, 1951), à response which, 
if contigied unmodified, coyld result i ina considerable loss of ‘ 
both*4xtracellular and intracellular cation. It is not known 
whether salicylate in any way interferes with this renal 
tubular response. A clear “understanding of the disordered 
acid-base balance in salicylism is essential, for although 


bicarbonate administration facilitates the excretion of 


salicylate its indiscriminate use could produce serious tetanic 
convulsions (Rapoport and Guest, 1945a). Confusion is, 
however, widespread, and a recently published textbook of 
medical treatment (Birch, 1950) includes a nomogram pur- 
porting to define the dose of bicarbonate needed for correc- , 
tion of the “acidosis” of acute salicylism. 

Lutwak-Mann (1942) described many effects of salicylate 


on cellular ‘metabolism and also investigated the reducing , ` 


substances appearing’ in the urine during salicylate 


r 





administration. It is certain that in addition to’ such primary. 
effects of salicylate many disturbances of cellular chemistry 
will result from the induced secondary alkalosis: In: this 
respect it is interesting to recall that Haldane (1924) found a 
reduced glucose tolerance and glycosuria in states of alkalosis 
produced experimentally by either voluntary hyperventilation 
or bicarbonate ingestion. It is thus concéivable that the 
diabetic type of glucose tolerance curve found by. Cochran 
et al, in their patient on salicylate therapy was the result of 
the respiratory alkalosis produced by the drug. A state of 
relative starvation resulting from anorexia might more 
readily explain both the negative nitrogen balance and the 
reduced glucose tolerance.—I am, etc., 

Manchester. S. W. STANBURY. 
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Cushing’s Syndrome and Aspirin 
Sir,—In their interesting paper (December 23, 1950, 
p: 1411). J. B. Cochran, R. D. Watson, and J. Reid refer to 
the occurrence of a reducing material im the urine. It may 
be that this material is a conjugate of acetylsalicylic acid 
and glucuronic acid. f 


The appearance of increased amounts of glucuronic acid in the 
urine after salicylate therapy was first reported by C. Tollens? 
and C. Tollens and Stern.? Csonka* reported the conjugation 
of benzoic acid with glucuronic acid in pigs; and later Quick* 
did a good deal of work on glucuronic acid conjugation with 
benzoic acid and its. derivatives, including salicylic acid (ortho- 
hydroxybenzoic acid) in dogs and man, Wagreich, Abrams, and 
Harrow? estimated that 5% of benzoic acid was conjugated as a 
glucuronide in humans, while Kapp and Cobu?’y estimated that 


25% of sodium salicylate was excreted in humans in combination 


with glucuronic acid. These compounds have not been isolated 
. from human urine. However, it seems likely that salicylic acid 


glucuronide is a dighucuronide in which there is an ether linkage’ 


„between one molecule of glucuronic acid and the hydroxyl group 
of salicylic acid while the other molecule of glucuronic acid is 
conjugated by an ester linkage with the carboxyl group of 
Salicylic. acid. In each case the aldehyde-reducing group of 
glucuronic acid is. involved in the linkage and hence the glucu- 
ronides are primarily non-reducing. However, while the ether 
linkage is alkali-stable the ester linkage is very readily hydrolysed 
by alkali, and consequently ester glucuronides ‘reduce Benedict’s 
solution directly. In the case of acetylsalicylic acid, of course, the 
only. possible linkage with glucuronic acid is an alkali-labile ester 
linkage. Since reduetion of Benedict’s solution ‘in these cases is 
due to glucuronic acid, naturally the phenomenon isggay. repro- 
duced’ by the addition of salicylates themselves to tHE: ine. 


It is, of course, obvious that although the excretion of 
glucuronides of this type may account for the appearance 
of reducing material in the urine it does not exclude the 
possibility of simultaneous true a 2 am, ete., 


Glasgow. JOHN PAUL. 
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L bscess and Shock Therapy 


Sir,—-I have rÙ with interest your annotation (December 
16, 1950, p. 137%) discussing the relationship of lung abscess 
to electro-convulsive therapy. -During the last four years 
I have worked at a large mental. hospital where extensive 
use of E.C:T. is made in the treatment of depressive syn- 
dromes. Despite’ the “fact that several thousand electro- 
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shocks have been administered during this period, Fam 
aware of only one case of lung abscess which might -have 
arisen from the shock therapy. Even in this case a true- 
bill could not be returned against the E.C.T., since. the 
patient had been both spoon- and tube-fed on innumerable. 
occasions during the three years before her death from: 
coronary thrombosis and lung abscess. Rea 
Two other cases of lung abscess and one case of purulen 
bronchopneumonia occurred during the four-year period 
under discussion, but two of the patients thus affected had 
not at any time been given E.C.T. The third patient had 
received a single shock at least seven months prior to. the 
appearance of the lung abscess. An x-ray picture taken: 
four months before the development of the abscess. hi 
shown clear lung fields. It may well be significant tl 
three of these four cases had been tube-fed at variou 
times, and in two the time interval between tube-feedin, 
and the development of pulmonary ‘sepsis was very close 
(days or weeks). Furthermore, in one of these cases. large. 
numbers of Bact. coli were present in the sputum, a- ; 
which suggests that a small quantity of milk may have. 
entered the trachea. es 
It is interesting to record that, to the best of my know: 
ledge, no case of lung abscess has occurred. during the last 
four years among patients attending the insulin-shock 
therapy clinic where glucose tube-feeding is a routine 
procedure. a 
These facts suggest that in psychiatric practice a much 
greater risk of lung abscess is involved in tube-feeding. 
debilitated and resistant patients with milk than in. th 
routine use of E.C.T. It would seem wise, however, -t 
refrain from giving E.C.T. in the presence of infecte 
gums and loose teeth. ; es ee 
A study of the incidence of lung abscess in epileptics. : 
might throw further light on the role of post-convulsi 
inspiration in the aetiology of pulmonary sepsis——lam, etc., 
J. Topp. 






































Basingstoke. 


Thiouracil or Vertigo Epidemica ? 


Sin,—I was interested in Dr. E. Meulengracht's suggestion: - 
(December .30, 1950, p. 1493) that the symptoms. whic 
developed in a case under treatment with thiouracil, anc 
which were attributed by me to the drug, were in fact 
caused by an attack of “ vertigo epidemica ” or “ neurolaby- 
rinthitis epidemica.” I cannot agree. oe Ba 

Vertigo epidemica is not, so far as I know, a commo: 
complaint in this country, and I myself am not familiar with 
it under this name ; but, if its symptoms are similar to thos 
that I have described, they are those of labyrinthine disturb- 
ance and therefore common to any disease affecting that 
organ, whatever the cause. In the case recorded I felt 
justified in attributing the symptoms to thiouracil because 
they came on at a time when other toxic manifestations. 
usually appear during the course of treatment with this drug. 
Moreover, they receded when it was withdrawn. Another 
important feature is that nystagmus persisted and. stilt 
persists two years later. This, I imagine, does not happe: ; 
in vertigo epidemica; it certainly has not done soin those. 
cases of acute labyrinthitis, unassociated with haemorrhage 
and progressive deafness and presumably infective in origin 
that I have observed.—I am, etc., i 

Brighton. 





C. BARRINGTON PROWSE. 


Sweat and Adrenal Function 


Sir,—In your annotation (September 16, 1950, p. 667) you: 
suggest that a test for use in the clinical laboratory for 
determining the chloride content of sweat might be useful, 
as certain observers believe that the concentration of salt i 
the sweat bears a close relationship to the salt-active steroi 
production of the adrenal cortex. For some time I have: 
been investigating the sweat excreted on the hands of 
normal and rheumatoid arthritic patients, many of whom 
usually have clammy palms. A. detailed account. will be 
prepared for publication, but meanwhile the following points. 
may be of interest. : eos 
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1. The technique, though simple, is reliable, and, the esti- 
mation being restricted to a small, easily accessible area of 
_ the skin, is suitable for routine clinical use, 

2. Separate estimations are made of total water, chloride, 
and urea, 

3. It is suggested that as the salt content may be supposed 
to be related to the production of salt-active steroids the 
urea estimation may similarly be indicative of the produc- 
tion of sugar-active steroids, which also control protein 
catabolism.—I am, etc., 


Harrogate. A. WoopMansey. 


Doctors for Boys’ Clubs 


Sir,—May I through your columns issue an appeal? The 
London Federation of Boys’ Clubs. is about to launch a 
medical scheme. This is in effect encouragement for regular 
routine medical inspections of the members of the clubs. It 
has been found in practice that much good comes of these 
examinations. Some clubs already have such a practice in 
operation, but it is hoped to extend it widely. That such a 
scheme should work it is necessary for doctors to take part 
voluntarily in the club life for a minimum of approximately 
two hours in an evening every three weeks. There are 
many added ways in which such a doctor can be of great 
help to the many clubs in London, and these, together with 
details of the scheme, are contained in a short booklet which 
will be sent to any doctor asking for one. It is hoped that 

_ this letter may recruit those interested or willing to help, 

One detail will be mentioned here: It is hoped to issue a 
standard card for recording the results of such inspections, and 
it is felt that in time these might be of great medical and statistical 
value. If the experience of such work (applying more to the 
younger doctor) is added to this factor, it will be seen that the 
ultimate good of the scheme is not entirely one-sided. Younger 
Practitioners on the house-staffs of London hospitals are just as 


welcome as the more permanent local practitioners who may. live 
near a particular club, 

It is wished to make two things abundantly clear. First, the 
Scheme is to be in no sense a sick parade, but a series of routine 
medical inspections. Second, that the boys’ own doctors under 
the N.H.S. are never to be by-passed or made redundant. No 
one expects these busy practitioners to carry out routine inspec- 
tions on apparently healthy adolescents, and when any disorder is 
detected they will always be approached. 


It is entirely unnecessary to state what worth-while bodies 
the London Boys’ Clubs are, especially in these days. Any 
doctor helping in the smallest way would give much pleasure 
and might give invaluable help, which would be most deeply 
appreciated.—I te., 

Pp ai he FRANK FALKNER, 


Hon. Medical Adviser for the 


London, S.E.1 London Federation ef Boys’ Clubs. 


POINTS FROM LETTERS 
Psychology in the D.P.M. 


-_ May I invite, through 
your columns, collective action by those who have reached senior 


Dead Bodies in Water 


Dr. A. Garvie (Halifax) writes: I have been on holiday this 
New Year, near the banks of the Tay. A farmer friend called, 
and in the course of conversation happened to mention the name 
3f an old Dundee boatman, and added: “Once when we were 
‘owing past the mouth of a tidal creek, old Davy pointed to it 
ind said, ‘ Mony a body I've pu’ed oot o’ there, the men face 
loon and the women face up.’ ” 





Sir ARTHUR HALL, M.D., F.R.C.P. 


Sir Arthur Hall died at his home in Sheffield on Janu- 
ary 3 at the age of 84. For many years he was the 
leader of the profession in Sheffield, not only by the 
accident of seniority but much more because he was a 
natural leader and commanded the complete confidence 
of his colleagues. 

Arthur John Hall was educated at Rugby School, 
Caius College, Cambridge, and St. Bartholomew's Hos- 
pital, graduating M.B., B.Ch. in 1889, He worked for 
a year in general practice with his father in Sheffield. 
but after his appointment 
as assistant demonstrator 
in physiology ir the old 
medical school ite Surrey 
Street he decided de- 
vote himself to hospital 
and consulting work, and 
in 1890 was appointed to 
the honorary staff of the 
Sheffield Royal Hospital. 
At that time the medical 
school in Sheffield had 
been in existence for 60 
years ; but its life had been 
precarious, and its future 
was uncertain. Hall threw 
himself with enthusiasm 
into teaching and organiz- 
ation, and through good 
days and bag.~always an optimist—struggled on, confi- 
dent that tle school would one day come into its own. 
In 1897 the school was incorporated along with the 
Firth College and Sheffield Technical School as the Shef- 
field University College. At that time he was lecturer 
in physiology and secretary of the clinical committee 
and was very actively engaged in the negotiations which 
culminated in the incorporation. 

Before long, overtures were begun with a view to 
obtaining a university charter, and he planned, and very 
largely directed, the transformation of a small local medi- 
cal school int. a“university department, There were ups 
and downs, and there were times when the whole scheme 
of ne threatened to collapse; but he never lost 





heart. We not only planned but did much of the work 
himself. He occupied various teaching posts until some- 
one else could be found to do the work. He resigned 
the chair of physi¢logy in 1898 in favour of Professor 
C. F. Myers-Ygerd. In the same year he became pro- 
fessor of pathOWgy and resigned in 1905 in order that 
Professor Louis Cobbett could be'appointed. He was 
largely instrumental at this period in obtaining for the 
growing medical school generous benefactions, notably 
the Arthur Jackson Chair of Anatomy in 1896, which 
was first occupied by Dr. Addison, now Lord Addison, 
and the Favell Physiological Laboratory in 1897. A 
charter was granted to the University of Sheffield in 1905, 
which was opened in that year by Ngng Edward VII. 
In 1928 the university, in recognition @ Hall’s services, 
conferred on him an honorary doctoraté of science. 
Hall was dean of the medical faculty\from 1911 to 
1916 and professor of medicine from 1916 until his 
retirement in 1931. In that year a gift of. over £500 
subscribed by his colleagues and medical friends was 


` 
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handed over to the university to endow research. In 
1935 he received the honour of knighthood, and in 
1936 he was presented with his portrait, which now 
hangs in the council room of the university. 

He was the architect of happy and cordial co-opera- 
tion between the various Sheffield hospitals, and ıt was 
at his instigation that a club was formed composed of 
the honorary staffs of all the voluntary hospitals. It is 
now known as the Arthur Hall Club. As a teacher he 
gained the respect and admiration of his students, and 
by his example impressed upon them the dignity and 
importance of their calling. It was not for nothing that 
successive generations of students spoke of him affec- 
tionately among themselves as “ Lord Arthur.” He was 
always concerned for the welfare of his younger col- 
Jeagues, helped them in their difficulties, encouraged 
them in their professional work, and looked after their 
interests when abroad on war service. His own services 
and distinctions were not limited to his native city. In 
1904 he was elected a Fellow of the Royal College of 
Physicians and subsequently served the college as exam- 
iner, councillor, Lumleian lecturer (1923), and senior 
censor (an exceptional honour for a provincial physician). 
He did work of great national importance on the Radium 
Commission, as a member of the Industrial Health Re- 
search Board, and as chairman of a committee of the 
Medical Research Council on pulmonary dust diseases. 
In 1924, the year he was president of the Section of 
Medicine at the Annual Meeting of the B.M.A., he was 
also made president of the Yorkshire Branch. Another 
honour which fell to him was the presidency of thé 
Association of Physicians of Great Britain and Ireland 
in 1931. He was an external examiner for many univer- 
sities, including Oxford, Cambridge, London, Man- 
chester, Glasgow, Leeds, Birmingham, and Bristol. In 
addition to all these activities he found time to do 
original work, and his most notable contribution to 
medical knowledge was his work on encephalitis lethar- 
gica, His observations on this disease were made mainly 
in Sheffield during and after the first world war and are 
embodied in what is now a standard work on the subject. 

He was a man of very wide culture. His chief interest 
outside medicine was probably music. He was a very 
able musician, and it is said that if he had chosen music 
as a profession he would have achieved great heights ; 
but early in his career he reluctantly came to the con- 
clusion that there was a certain incompatibility between 
the concert platform and the work of a consulting physi- 
cian. He had a fine sense of humour, but it was never 
exercised at the expense of others: with it he embel- 
lished his lectures and speeches, which were always 
models of what lectures and speeches should be. 

Sir Arthur Hall is survived by a son and a daughter. 
His wife, whom he married in 1900, died in 1945. We 
have lost a great figure in medicine, probably greater 
than we realize, and all those who knew him have lost 
a generous and charming friend —A. G. Y. 


CHARLES ERNEST WEST, F.R.CS. 


Mr. C. E. West, consulting aural surgeon to St. Bartholo- 
mew’s Hospital, died at his home in Budleigh Salterton 
on January 1, aged 77. & 

Charles Ernest West was educated at Merchant 
Taylors’ School, Crosby, and Balliol College, Oxford, 
to which he obtained a classical scholarship. He gained 
a first in classics and then became interested in science, 
especially chemistry, and under the tutorship of Sir John 
Conroy, who had founded the school of chemistry at 


Balliol, he obtained another first in natural science, He 
now made up his mind to go in for medicine, and, 
remaining at Oxford, read anatomy under Arthur 
Thomson and physiology with Professor Burden 
Sanderson. He left Balliol in 1897, entering St. Bar; 
tholomew's Hospital with the senior open scholarship 
ın science, and next year passed the primary fellowship 
examination (R C.S.) He qualified M.R.C.S., L.R.C.P. 
in 1900 and also graduated B.M. His future career was 
assured when he was awarded the Brackenbury surgical 
scholarship and Sir George Burrow’s prize and was 
elected house-surgeon to Mr. Alfred Willett, then senior 
surgeon of the hospital. In 1902 he was admitted 
F.R.C.S. and was made a junior demonstrator of 
anatomy, regarded in those days as a probable step 
to candidature for some future vacancy on the staff. 
Sir Holburz Waring was head of the anatomical depart- 
ment, and it was no doubt through his initiative that 
West was encouraged quite early to start specializing 
in diseases of the ear, rather than follow the course of 
general surgery. 

This was the beginning of a period of renaissance at 
St. Bartholomew’s, which became evident with the re- 
building of the out-patient department and improve- 
ments in the special departments. West was appointed 
chief assistant to Mr. A. E. Cumberbatch, who for 20 
years had been aural surgeon, and he held this appoint- 
ment for five years before being elected aural surgeon 
on Mr. Cumberbatch’s retirement. Whether in out- 
patients, in the wards, or in the dissecting-rooms and 
pathological laboratory, he worked unceasingly with 
the guidance of Sir Frederick Andrewes and Lord 
Horder to carry out researches in bacteriology of 
diseases of the ear, to which hitherto little attention 
had been given. He published several papers on his 
personal observations, in the hospital reports and else- 
where. Mr. Cumberbatch, proud of such an enterpris- 
ing and enthusiastic assistant, encouraged him in every 
way to gain experience and practice in the surgery of 
the ear. He developed skill as an outstanding operator, 
and, as he admitted, he received inspiration from the 
works of Sir Charles Ballance and Sir William Macewen. 
Before long practically all patients admitted to the hos- 
pital with intracranial infections, if due to ear disease, 
were referred to the aural department for treatment. 
He was the new author of “ Diseases of the Ear” in 
Gask’s* edition of Walsham's Surgery, and was co- 
author, with Mr. Sidney Scott, of a book entitled Opera- 
tions of Aural Surgery, now out of print, written 
chiefly for house-surgeons and junior specialists. In 
the Section of Otology of the Royal Society of Medicine 
he played an active part. Among many contributions 
was a joint paper, written from personal experience, on 
the surgery of the labyrinth, which was the first of its 
kind in this country. 

West had built up a large and successful hospital and 
private practice, and he was under 50 when he decided 
to retire and leave London. He was a brilliant conver- 
sationalist and writer and a connoisseur of good things. 
He enjoyed golf and badminton, but more than in these 
was his delight in sailing and motor-boating, especially 
during the earlier years of his retirement to Flushing, 
near Falmouth. During the second world war he lived 
at Sturminster Newton, in Dorset, where he became the 
medical officer of a local Home Guard battalion. Ip 
the first world war he had held a Territorial commission 
in the R.A.M.C., working at the Camberwell Hospital, 
where Sir D'Arcy Power was commandant. 
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After 1945 he moved to South Devon, keeping up his 
interest in gardening and the countryside. Though his 


health was not too good, he could still enjoy motoring | 


and twice visited Denmark. He also retained his interest 
in music, literature, and in reviewing .books—even some 
of the queerest. His writings for the Press were usually 
anonymous and nearly always on non-professional sub- 
jects. West had a keen sense of humour and was an 
excellent speaker. His first wife died some years' after 
their marriage in 1908. His second wife was Miss Kath- 


leen McCrossan, who was his constant: companion to ` 


the end. He had no children.—sS. R. S. 


E. B. B. writes: Charles Ernest West was a leading , 


member of the team of ear and throat surgeons who in. 
the period around the first world war made Bart’s the 
greatest school for the two specialties combined that 
existed in the kingdom. 
before the war-and was his house-surgeon and then 
clinical assistant after, and I loved him as did all those 
who were responsible to him for their work. He had 
a wonderful loyalty to his team. If a man was doing 
his best, West would take the blame for, anything that 
went wrong, and he would back his junior against any- 
one on earth. 

He was a great teacher, able to make ear surgery 
appear simple. 
vigorous body, and his teaching was always phrased in 
striking and memorable English. I have watched sur- 
geons in several countries, but I have never seen his 
equal in technical skill. His courage was outstanding. 
If operation was a patient’s only hope, West would 
operate no matter how slender the hope might be. His 


. speed could be astonishing when it was needed. I have 


seen him do a good fadical mastoid and open a cerebellar 
abscess in an unconscious patient in 13 minutes. 

He retired in 1921 at the age of 48 and’ went to Fal- 
mouth. There he used to work a six-ton cutter off the 
rocky coast, single-handed. Eighteen months later he 
tore every muscle off a tendo Achillis, jumping for a 
shot at badminton. This put an end to his sailing, and 
he took to what he called water motoring ; but he never 


.complained. He retained his vigour and interest in life 


to the end and was a most amusing correspondent. All 
my working life I have tried to follow in his foot- 
steps when dealing with a surgical problem or with my 
juniors. “He was a man ... I shall not look upon 
his like again.” i 


Sir LEONARD PARSONS, M.D., F.R.C.P. 
F.R.C.0.G., F.R.S. 


Mr. Seymour Barling writes: To have had Leonard 
Parsons as a friend for over 50 years was a rich experi- 
ence in life.’ Not a few of those who attended his 
memorial service in the Birmingham pro-cathedral 
and who had been his fellow students and colleagues 
throughout a long life felt a loss greater than the man 
himself, as if some spirit that sustained him had-been 
lost to them ‘and left.them the poorer for its going. 
Those of us who knew him in his earliest years as a 
medical student realized that he brought with him into 
the school those salient qualities of mind’ and character 
that were to stand him in good stead throughout his 
life, These basic qualities came with him from his 
simple home background ‘with a strong feligious disci- 
pline. They’ remained with him essentially unchanged 


_ as his guide-and inspiration for his life’s work. >` 


` 
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Rather shy and abrupt in manner as a young man, 
arid appearing at first to stand a little aloof, he did not 
make friends easily, and even from his many friends. 
few became his intimates, but. these remained so for: 
life and in them he had complete trust and confidence. 
Outside this small circle his nofmal academic life was 
carried on with zest in his work and in his athletic activi- 
ties, the two most important of which were rugby foot- 
ball, in which he played for the Aston Old Edwardians, 
and cross-country running, in which he was an expert 
and well-known exponent, attending many ‘meetings in 
Birmingham and the Midlands. By the time he was.a 
prosector in anatomy in his third academic year it was 
obvious that he was becoming an outstanding student, 
forming one of a group of men who at that time 
emerged from the Birmingham medical school and 
who all in.various degrees became distinguished in 
their professional life. 

The period he spent at the Children’s Hospital, Great 
Ormond Street, was undoubtedly a turning-point in his 
life. : Before going to London he’ had been house- 
physician to Dr. Arthur Foxwell at the Queen’s Hospi- - 
tal, Birmingham, and Parsons often acknowledged the 
debt which he owed to him and to Dr. James Russell, 
of Birmingham, for the inspiration and grounding they 
gave him in clinical medicme. At this time it would 


seem that his interests were wholly, in general medicine, 


and it was only after his work at Great Ormond Street, 
where he came under Still’s influénce, that his lifelong 


‘interest in diseases of childhood emerged. About this 


time he undertook his first serious research, in associa- 
tion with Tyrell Grey, on the fundamental changes 
underlying the condition of shock, on which the Arris 
and Gale Lecture was based. He was associated with 
Still in some of the earliest cases of congenital pyloric 
stenosis to be treated successfully, and this led to his 
interest in problems of child nutrition, which expanded 
later into his studies and researches in coeliac disease. 
In looking back it is interesting to study some of 
the milestones which started him along the road which 
he trod so successfully, and I have a feeling that the 
child as a patient made a deeper appeal to him as a 
subject for clinical study than’ the more sophisticated 
adult patient, and he was happy indeed to find his life’s 
work amongst those whose interests made such a strong 
appeal to him. The keynote to his character was 
simplicity and sincerity, and he did not allow himself: 
to be distracted from his main path by the fret of 
modern life. In many ways he possessed the’ great 
qualities of some of the most zealous and distinguished 
of the Victorians, who accomplished their life’s work 


by an immense capacity for hard work and a burning A 


zeal for achievement. To this he added all the tech- 
nique of modern research, gradually teaching himself 
the art of writing and expounding fluently that others 
might be inspired to carry on the work which he found 
so satisfying. ‘ 2 


' A.D. writes: May I add a brief but very personal 
tribute to the memory of Leonard Parsons? As an 
old friend of his I have the most grateful recollections 
of his many kindnesses to me and to my patients, his 
generosity to the latter being always unlimited. I well 
remember one occasion on which he was attending me 
during a short illness.’ On his first, visit, seeing that I 
was worried about my (general) practice during my 
enforced absence from work, he immediately offered 
to carry on part of the practice for me. This, when 


) 
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_ one ‘considers his preoccupation ‘with a busy consultant 
practice, shows what manner of man he was; and for 
that reason I,am very glad to put it on record. 
Our deepest sympathy goes’ to! Lady Parsons in her 
bereavement.’ - POR r 


GÖSTA FORSSELL; MD. ; Tl 
Professor Carl\ Gustaf (Gösta) Abrahamsson Forssell, 
the eminent Swedish radiologist, died in Stockholm on 
November 13, 1950, in his 75th year. He was borm at 
‘Aspeboda, Sweden; and educated at Upsala’ and at the 


‘Karolinska Institute, Stockholm, where he qualified in ' 


medicine in: 1906. He proceeded M.D. in‘1913. From , 
1906 to 1908 ‘Forssell directed the institute of surgical 
radiology at the Serafimerlasarettet, Stockholm. In 1908 
he took chaige of the central radiological institute and was 
chief physician at Radiumhemmet from 1910 to 1926. He 
' held the chair of medical radiology at the Karolinska Insti- 
tute from 1916 to 1926, becoming professor ordinarius 
in that year.: In 1936 he was appointed professor of 
. diagnostic radiology, a post which he held until 1941, 
when he became professor emeritus. Forssell’s early pub- 
- lications were principally on the radiological anatomy 
of the alimentary tract, but his later work on the radio- 
therapy of cancer earned for him an international repu- 
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that 'he lost his life. ' It is 4 tragic loss to his friends and to: 


medicine, and I feel sure that'there is a story of quiet + 


gallantry behind this announcement that may remain un- 
sung. “ Douggie’” was a most loyal friend, who made 
people’. very. happy. He leaves us, however, some very 
‘cherished memories, and, although my. son will miss his 


z © godfather’s more tangible gifts, I shall be very proud to 


tell him about “ Douggie ” in later years. 
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THE INSANITY. DEFENCE IN DIVORCE 
[From Our MEDICO-LeGAL CORRESPONDENT] 


A wife went out for the evening, leaving her husband with 
their young daughter. “She returned to find the room barri- 
caded, the girl strangled, and the’ husband recovering from 
the effects of an unsuccessful attempt to: gas himself. He 


. was tried for murder,. found guilty but insane, and sent to’, 


Broadmoor. In a statemeént to the police made on the day 
after the crime he said that he had planned it weeks ahead ; 
he was afflicted with creeping paralysis due to a bad habit 
continued from childhood and had transmitted this disease- 
to. his daughter, and so had decided to kill her and himself, 


tation. The “Stockholm method ” of radium treatment , 1m rational letters written from prison he expressed great. 


. of uterine cancer, as carried out at Radiumhemmet, was 
also devised by him. Forssell published upwards of- 
200 papers and was the founder of Acta Radiologica, 
which he edited from its commencement in 1921 until 
his death. In 1928 he presided at the second Inter- 
national Congress of Radiology'at Stockholm. On’ the 
occasion of his 65th birthday a fund of 100,000 kronor 
was placed at his disposal for research—the “ Gösta, 
Forssell Research Fund.” He was the. recipient of many 

_ honours, both at home and abroad; in 1939. he was 
elected a foreign corresponding member of. the B.M.A., 
and as recently as July last he was elected to the hono- 
rary fellowship of the Royal Society of Medicine. 


\ 


We record with regret that Surgeon Lieutenant D. A 
Knock, R.N., was killed in action in Korea towards the 
end of last year. \Douglas Alexander Knock studied medi- 

- cine at the London Hospital, graduating M.B., B.S. in 1945. . 
After, holding appointments as house-physician and clinical 
assistant at the London Hospital and house-physician at 
the Southend General Hospital, he joined the Royal Naval 
Volunteer Reserve. Early in 1949 he obtained a permanent 
commission. in the Royal Navy.. He met his death when 
attached to the 41 Independent Commando, Royal Marines, 
during operations with United Nations ‘forces in North- 
eastern Korea. 


J.N.H.J. writes: I first met “ Douggie” Knock during 
the war when he was working as a student houseman at a 
_ busy hospital in the South of England. Although still, 
a student he was one of thé mainstays: during those diffi-' 
cult times, accepting with good cheer and performing with 
surprisingly mature ability any task, however new to him. 
, He was soon a very competent anaesthetist, and would have 
done Well had he remained in this specialty. I came. to 
know him well when he.was a house-physician. He had/an 
_ intense sense of duty, a' deep respect for his patient, as a 


>~ person, and a great sense of humour.’ When he joined the 


R.N.V.R. his letters were a source -of endleés amusement, 
because he was so well able to appreciate the ridiculous 
element in all life’s.activities. After demobilization he was 
restless and not the gay friend he had been, and soon we 
heard that he had returned to the Navy. .I am sure none 
of his friends were surprised to hear that he was in Korea 
with a commando unit of the. Marines, and it was with them 
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contrition for the grief he had caused to his wife and parents.. 
He is not incurably insane and may in the future be released. 
The wife petitioned for divorce on the ground of cruelty, 


and the husband, by his guardian ad litem, entered the. ` 


defence that at the material time he knew neither the nature 
nor the quality of his acts nor that they; were wrong, and 
was not responsible for them. : 


Mr. Justice Pearce was thus faced’ with the hitherto un- 


solved problem of whether insanity is a good defence against ` 


a charge of cruelty in a divorce petition. Apart from the 
insanity, the wife had an unanswerable case. There can be | 
no greater cruelty to a woman than the killing of her child, 
and she had suffered very serious injury;to her health and 


nerves and would derive mental relief from’ dissolution of - 


_ the marriage.’ 3 

The reports contain quite a number of cases dealing with 
the point, but none is conclusive. Courts have not agreed 
on whether intention is a necessary ingredient of the matri- 
monial offence of cruelty, and in any event no court has 
ever found the insanity to have been of such a degree as 
to negative intention. The matter is complicated by the 
question whether- the M‘Naghten-test applicable to crime 
should be used in cruelty cases also: A person accused of 
crime who seeks to escape responsibility on the ground of 
insanity must prove either that he did not know the nature 


and quality of his act or that he did not know that it was 


wrong. 
Mr, Justice Pearce remarked that in criminal matters, 


“ where the object is punishment, such:a defence is obvi- 


ously necessary in a just society, but it is not a safe analogy 
to assume that justice requires it in matrimonial matters. 
« Here the duty of the court to interfere is intended not to 
punish the husband but to protect the wife, and so the 
question it has to decide is whether the wife could with 
safety to life-and hedlth live with the husband now. To 
withdraw from the ambit of legal cruelty conduct that is 
intolerable but due to insanity would make the court power- 
less to help in cases where help may be most needed. 
Theoretically to include it might also cause hardship; but, 
since the wife has presumably been unable to, tolerate the 


marriage tie and has wished for divorce, the husband would | 


be unlikely to attain happiness by maintaining the tie. 
Moreover, since such a defence has in no reported instance 
ever been made out on the facts, its existence would not be 
.of much practical benefit. The judge, therefore, held pare 


Lissack v. Lissack, 1950, 2 All E.R., 233. 
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the inshnity defence was not open'to the husband, and 
granted a decree to the wife, both because he could not 
find that insanity has ever been cléarly established as a 
defence to a petition based on cruelty, and because such 
a defence does not in his opinion accord with the true view 
„of the law relating to cruelty. 

However, in case his view of the law should be reversed 
on appeal, Mr. Justice Péarce dealt with the question 
whether the husband had proved the degree of insanity 
necessary to establish absence of responsibility. He con- 
' sidered that the second part of the M‘Naghten test, whether 
or not the husband knew that he was doing wrong, was very 
unsatisfactory in measuring misdeeds so dependent on the 
circumstances and personalities of the parties as acts of 
cruelty.’ Things may be cruel in particular circumstances 
and between particular persons that are not at the time of 
their-commission known to be wrong. The Court of Appeal 
has ruled out the substitution of the word “cruel” for the 
word “wrong” in the M'‘Naghten test, a ruling which in 
itself is further evidence of how -unsatisfactory such a test 
is. In civil matters the courts both of common law and of 
equity apply the first part of the M‘Naghten test, whether 
the person alleged to bé of unsound mind knew the nature 
of the act. This the judge thought would be reasonable. 
In the present case it was agreed that the husband knew 
the nature and quality of his acts. Moreover, even if the 
knowledge of wrong properly forms part of the test, the 
husband had not proved clearly, or at all, that he did not 
know that his acts were wrong; and, as his conduct would 
have been unlawful even if the delusions had been true, he 
could not escape liability for it. Therefore, even if the 
M‘Naghten ‘test is fully applicable to such cases—which in 
the judge’s opinion it is not—the result would still be the 
same and the wife would obtain her decree. 
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UNIVERSITY OF OXFORD 


In a Congregation held on November 18, 1950, the degree of 
`~ D.M. was conferred on D. S. Parsons. 
The following medical degrees were conferred on December 16, 
1950: 
`- D.M.—J. F Monk, J. c. Pease. 
B.M.—3. P. Bingle, M. J. V. Bull, G. P. Burn, *I. B. Denny, 
B. S. Freeman, J. R. Golding, W. D. E. Hamilton, *R. H. Hill, 
D. E. Hone, Ruth Lister, J. G. Millar, C. G. Miller, H. E. 
igan, R. G. Mitchell, R. M. Morris-Owen, E. F. H. Murphy, 
J. K. Pearce, Constance M. Ridley, Jane M. Robinson, Gilhan 
Rowe-Dutton, G. M; Scott, *Barbara Sellman, Jean Mci. Smellie, 
G. T. Smerdon, Mrs, Diane L. Spencer, J. G, Wallace. 
Professor A. D. Gardner, D.M., FR.C.P., F.R.C.S., and 
Professor E. G. T. Liddell, D.M:, F.R.S., have been appointed 
\ chairman and vice-chairman respectively of the Faculty of 
Medicine and Professor W. E. Le Gros Clark, D.Sc., F.R.CS., 
F R.S., chairman of the Faculty of Biological Sciences for the 
academic year 1950-1, 
' Applications for the’ Horatio Symonds Studentship in Surgery 
for 1951, of the value of about £200 a year, must reach the 
Registrar of the University, Clarendon Building, Oxford, by 
March 31. 
N. Rosen (Roundhay School) has been elected to a War 
Memorial Medical Scholarship at University College, Oxford. 
*In absence. 


\ 


UNIVERSITY OF ST. ANDREWS 


William Leslie Burgess, C.B.E,.MD., F.RC.P.Ed., has been 
appointed to the newly instituted James Mackenzie Chair of 
Public Health and Social Medicine in the University, from 
April 10.‘ Dr. Burgess was appointed assistant medical officer 
of health for Dundee in 1913, becoming medical officer of health 
. for the city five years later. Since 1918 he has been a member 
of the staff of the University of St. Andrews, first as lecturer in 
public health and in fevers’and later as reader in public health’ 
Dr. Burgess has also served on many departmental and inter- 
departmental committees of inquiry. E 


“Monica , T. Barry, Winifred Billington, 


P: 
UNIVERSITY -OF LONDON 
The following candidates have been approved at the examinations 
indicated : 

M D.—Branch 1 (Medicine): D. M. Abelson, M. Atkinson, 
A. G. Bearn, G. A. Bedwell, J. D. Blainey,-S. O. Boldy, L 
Brotmacher, F. G. Campbell, H. E. Claremont, R S. C. Couch. 
J. S. Crowther, L. Cudkowicz, A. E. Doyle, C. J. Earl, T. R. L. 
Finnegan, P. Freedman, C. N Grainger, P. C. Harris (Mark of 
Distinction and University Medal), A. R, Harrison, A. Hollman, 
G. Howells, P. E. Jackson, C. L. Joiner, D'A. Kok, M. J. Livera, 
J. Luder, J. C. Macaulay R. A. Moir, C. D. Routh, B. Schwartz, 
L. G. Scott, L. V. Sthyr, P. P. Turner, A. Venner, R. L. Ward. 
R.G. Welch, Joan C. Wells, R. R. Willcox, I. Yentis. Branch lI 
(Pathology): Naomi Datta, Deborah Donidch, C. H. Gray (Mark’ 
of Distinction and University Medal), W. J. Hanbury, A. B. Hill. 
G. R. F. Hilson, J. D. O'D: Lavertine, G. L. Le Bouvier, A. J. M. 
Reese, R. B H. Tierney. Branch III (Psychological Medicine): 
A. J. P. Oldham. Branch IV (Midwifery and Diseases’ of 
Women): J. G. Dumoulin, D. W. James, J, C. S. Leverton 
Branch V (Hygiene): D J. Davies, R. A. G. Smith. 

M.S.—Branch I (Surgery): A. Elton, T. W. Rowntree. . 

The following candidates at the London School of Hygiene 
and Tropical Medicine have been approved at the ezamination:. 


` indicated : 


ACADEMIC POSTGRADUATE CBRTIFICATE IN PUBLIC Hare 
Lily G. Arumugam, K. M. Basu, J. P. Brazil, Carol W. Buck, 
D. H. D Burbridge, C. G. Burgess, T. W. Carnck, C. S. Chou, 
M. J. Colbourne, A. H. R. Coombes, J. D. Cottrell, D. E.- 
Cullngton, G. M. Curtois, R. G. Davies, L. E. A. Dearberg, 
M. Doraisingham, H. El Nagar, A G. Farr, M. A. Fawkes, 
L. V. R. Fernando, P. S. Fuller, A. Giby, Y. G. Gupte, 
Margaret I. Hendrie, P. R. Henson, F. R. T. Hollins, J. G. S 
Holman, I. J. Jeffery, W. H. Jeffrey, E. F. E. Kellar, E. H. Lamb, 
N. Leitch, I. M. Macgregór, D. H. Mackay, G. P. Merson, Q. A. 
Mott, See Yook Ng, G. A. R. Perera, R. Perumal, W. D 
Ratnavale, F. G. Sembeguya, E. S. Sidey, L. Silverstone, G A. 
Steele, Juhe S. Suleiman, Shwe Thwin, T. Visuvalingam, A. S. 

‘allace. : 


UNIVERSITY OF MANCHESTER 


The Council of the University has approved regulations for the 
award of the Alfred Lucas Blain Memorial Scholarship in 


Pharmacy, established under the will of the late Mrs. M. E. Blain ` 


for the encouragement of research in pharmacy and allied: 
subjects. The first offer will be made in September: ' 


UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at, the examinations 
indicated : 

MD. W. L. Edwards, Elizabeth Rees. 

M.CH.OrTH.—N. J. Blockey, L. Bonnin,-V.' K. Drennan, K. S. 


- Fan, L. Henry, J. H. Hicks, T. McSweeney, F. Machanik, J. B. 


Maloney, M. R. Reddy, A. M. Sallam, H. O. Williams. 

Fwar M.B., Cu.B.—Part II (Old Regulations): G. M. Barnes, 
Cynthia J. Bladon, 
Elizabeth J. Coope, H. S. Evans, T. K. Hardy, D. H. Jones, 
Mary W. Malone, Eileen P. O’Mahony, C. W. R. Pyne, H. 
Shecter, Sheila M. Ward, Marjorie J. Williamson. Passed in 
separate subjects: J. C. Holden (Medicine and Surgery). 

D.P.H.—Part I: B. Devlin, M. Doherty, G. Fairclough, 
Wilhelmina N. Gaye, W. A. Glynn, B. Hamilton, H. M. Thomas, 
J. Vignoles. 

CERTIFICATE IN PUBLIC HeaLrH.—P. J. Burke, Alta F. Stout. 


NATIONAL UNIVERSITY OF IRELAND 


The following candidates at University College, Galway, have 
been approved at the examinations indicated: 

M.B., B.Ca., B.A.O.—Mary E. Doyle, J. M. Fahy, J. F. 
Finnegan, A. K. Forde, B. J. Foy, Sarah L. Gavigan, J. J 
Holloway, P. K. Joyce, D. Kelleher, J. V, Loughlin, C. Lydon, 
Catherine M. McDermott, K. U. Moran, Cecily M. Morris, 
P. J. O'Hara, Maeve T. Treacy, G. P. Walsh. 


QUEEN’S UNIVERSITY ÓF BELFAST 


The following degrees and diplomas were conferred on 
December 20, 1950: + 
M.D—R D. N. Blair, B. Mullally, B. Blewett. 
MB. B.Cu., BA.O.—C. G. Alexander, 
Elizabeth F. Bennett, J. B. Bowden, W. A- Boyd, C. F. Brennan, 
T. D. Brown, J. M. R. Campbell, Janet C. Davidson, P. J. Devlin, 
D A. Elliott, N. P. Ellison, Patricia E. Ferguson, A G. Fullerton, 
WJ. Glover, F. Hillman, S. R. A. Hogg, T. Horner, D. W. 
Ingram, D H: Johnston, A. Jones, Dorothea Kelso, Mea W 
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Kelso, w. J. Kernohan, Frances E; w. Kinnaird, A. L. Kirkland, 
H. Korentager, R. S. Lindsay, Doreen E. Linton, C. R. Locker, 
J. C. H_ Loughrdge, M. J Lyons, W .T..E. McCaughey, E 
McFall, M J. McKenna, Edith M. McKinney, A. G Mek night 
Frances M. McQuitty, W: N. McWilliam, R G. S., Malone, V. J. 
Marmıen, J. E. H. Mercer, N. G. Metrustry, H A. Millar, G. 
Moles, M H. Moles, S. Moore, J. F. O'Sullivan, G. C. Patterson, 
J. N. Patterson, A. C. C. Pinion, Norah L. Rotger, J. L. Russelin 
I. McC. Todd, Mary Uprichard, W. G Wade, J. A. Weaver, C. R. 
ween S. Willman, Sheila M. Wilson, H. G. Wright, Sandra 

ylie 

C.P.H.—A. C. Darrah, R. Logan, F..V. Maclaine, s. H. Moore, 
P. N. Newsam, W. T. Orton, W. J. Patterson, J. Simpson, E. M. 


? 


Wells. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF, 
GLASGOW 


Professor L. S. P. Davidson will deliver the Finlayson Memorial 
Lecture in the Hall of the Faculty (242, St. Vincent Street, 
Glasgow) on Wednesday, January’ 24, at 5 p.m. His subject is 
“The Malabsorption Syndrome.” - Al medical practitioners are 
invited to atiénd the lecture. $ 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a recent meeting of the Council of the College, with the 
President, Professor Hilda Lloyd, in the chair, Mr. Geoffrey 
R J. Minnitt were formally admitted to the 
Fellowship of- the College. 

The President was appointed to represent the College- at the 
fifth Centenary Celebrations: of the University of Glasgow. 

Leverhulme Scholarships were awarded to L, W. Cox, M.B., 
FR.CS.. M.RC.OG., J. C. McClure Browne, M B., B.S. 
M.R COG., and D C A. Bevis, M.B., ChB,MRCO GS , 
` The following candidates from Australia and New Zealand were” 
elected to the Membership: Lois E Benson, A D Byrne, M. 
Connaughton, E W. Duncan, J. M. Farrar, F. G. Favaloro, R. C. 
Gordon, A.M B Grant, G. H. Green, W. R D Griffiths, A. L. 
Hellestrand, R. E. Hemsley, T. D. Hollywood, W G. Jasper, 
A. R. Long, R. H Macdonald, Ella A N. Macknight, L O. S. 
Poidevin, N H. W. Saxby, J. R. Sherwin. W L. Sloss, K. F. 
Tarlinton, H. R. Thomsdén, Helen E. Thomson, T. W, Vorrath, - 


~ 


Marjorie R. Walker, Alice Wheildon. , 


’ 


The following candidates from New Zealand were awarded the 
Diploma im Obstetrics: .T. J. Buckley, R. R. Gngor, R. G. 
Gudex, G. C. Liggins, Diana Montgomery, R. A. Warren. 


FACULTY OF RADIOLOGISTS 


The following candidates have Satisfied the Fellowship Board at 
the 1950 examination for the Fellowship: Radiotherapy, D. G. 
Bratherton, B A. Stoll, R. C. Tudway. Radiodiagnosis, A. N. 
Gaballa, W. S. Holden, G. B. Locke. - i 
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EPIDEMIOLOGICAL NOTES 

Smallpox at Brighton . 
Up to noon on January 16 there have been 30 cases of 
smallpox ın the Brighton area. Eight cases have died. The 
cases have come from three main foci. 

(1) Bevendean Hospttal.—Al\ the initia] cases from -here 
were employed in the ward in which the second case was 
nursed for 10 days. Eight belonged to the day or night 
nursing staffs, and two ‘were ward maids. Of these, three 
nurses and the two domestic workers have died. During 
the past few days four other cases-have occurred in the. 
hospital. These were connected, more or less directly, with“ 
the personnel in the affected ward. 

(2) Lauhdry—The clothing of the original case was sent 
here, and from this six employees have contracted the disease. 
Two laundry workers have died. 

(3) Telephone’ Exchange.—The second case was employed 
here, and two further cases have come from this source. 

In the past week four cases have been notified not directly 
related to the three main foci : they were'not under surveil- 
lance when they developed, the disease. Rather tenuous 
circumstances may_ relate these cases,to existing foci, but 
the position is not clear. Other cases of this type have to 
be expected. The infection disseminated-from the three foci 
before strict surveillance was set up is only now becoming 
manifest. - ` 


‘ 


„December 19; 


i: Although the. disease is confined to the Brighton area and 


there is no sign of spread to other parts of the United King- 


dom, the strictest” vigilance is still imperative throughout 
the country. 


Š Influenza 
E TAAS she A ; 
The statistics given below indicate an increased incidence 
of influenza throughout -England and Wales. In the week 


ending January 6 there were large increases in pneumonia 
cases and deaths both in England and Wales and in the 


. great towns, while there was also a considerable increase’ 


in influenza deaths in the latter—from 102 in the preceding 
week to 458 in the week. referred to here. ei 

This steep rise reflects an unusually high’ prevalence of 
the disease, which may continue during coming weeks. Of 
these déaths, 339 out of the 458 occurred north of a line 
roughly drawn from Crewe through Sheffield to the Humber, 


„and were largely associated with outbreaks of Merseyside 


and Tyneside ; here the disease was generally mild in form, 
though highly infectious, and the deaths, with few excep- 
tions, were among elderly people. 


There was also an increase in influenza deaths in the ` 


‘London and South-east Region compared with the preceding 
week, whule increases of some degree- occurred iù all regions. 
It would appear that, ‘particularly, in the north and north- 
west, there is some increase in the severity of the disease. 

The evidence of the numbers of new claims to sickness 


“benefits also indicates an increased influenza prevalence, 


especially in the north and north-west. In these two regions 
combined such claims totalled 74:844 ‘in the week ending 
January 2 compared with 31,371 in the week ‘ending 
1950. For the whole country the claims 
nearly doubled themselves in the same period: 

It would appear that in the areas in the north and grit 
west originally attacked the epidemic has passed its: peak. 
But there is evidence of an increased_prevalence in- various 
towns and cities not so far seriously affected—for example, 
Manchester, Bolton, Salford; Wolverhampton, „Sheffield, 
Norwich—and possibly this indicates a spread of* the 
northern epidemic. Similarly, in -Carlisle (Cumberland) 
and Kendall (Westmorland) ,there were suggestive rises in 


insurance claims. ? x 


In the. Southern, Eastern, and Western, Regions there is 
an increasing- general prevalence of influenza in many areas 
with scattered, localized outbreaks Rere and there, but 
nowhere, so-far as is known at present, do situations exist 
similar to those of the past fortnight in many. cities and 
towns in the north-west. During the week ending January 6 
deaths certified as due to influenza in London coynty 
numbered 40. This does not suggest or even spi 


„ epidemic proportions. o- 


~ 


The position^in the south up ; to January 16 remains un- s 


certain. But there was “serological evidence -of virus A 
infections, and virus A wa’ isolated from garglings in one 
case during the week ending january 13. 

The following cases of and deaths from pneumonia and 
influenza have been reported in the great towns : a 
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Pneumonia: 
‘Cues . 261 | 313 a A 347 | 374 
Deaths .. 177 | 188 A 235 | 289 | 351 
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Totals from the first-week of the yest in the, great. towns 
compared with the preceding two years are as follows? 





Pneumonia: 
Cases 


- Deaths |. 






Influenza: 
Deaths .. 


458 
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The following Table shows notifications of pneumonia 
—primary and .influenzal—in England and Wales: 
Pneumonia 


4j11 |1i/11 18/11 25/11| 2/12 | 9/12 16/1223/f 30/12] 6/1 
433 | 465 | 558 | 490 | 497 | 573 | 684 647 | 962 | 1,774 
Cortepond 





N 











1949 | 419 | 534 | 667 | 710 | 715 T34 | 676 | 634 | 842 | 1,120 





The following weekly claims have been made on the 
Ministry of National Insurance: Week ending October 31, 
1950, 127,245; November 7, 144,446; November 14, 
148,497 ; November 21, 147,415; November 28, 145,783; 
December '5, 142,011 ; December 12, 141,403 ; December 19, 
“128,842 ; December 26, 87,277 (four days only); January 2,_ 
1951, 246,223. } 

. Regional totals of influenza! deaths in the great towns 
.in the week ending January 6, and rates per million (in 
parentheses) were: .Northern 103 (83), Eastern 9 (11.9), 


East and West Ridings 6 (2.6), London and South-east 76 . 


. (10.8), North-western 230 (63.7), Southern 4 (4.9), North 
Midland 8 (7.6), Wales 3 (4. 5), Midland 11 (4.8), South- 
western 8 (8.3). 

Influenza deaths in the great towns by age groups were’: 
Under 1, 2; 1-14, 1; 15~54,.58; 55 and over, 357. Deaths 
in London ‘Administrative County—40—are not included in 
this age grouping. 

Influenza Abroad 

There is news of an extensive outbreak of influenza in 
Belgium. It is said to be mild in type, with a low mortality. 
No virus has yet been identified. In Holland influenza is 
also prevalent, and there is evidence that it is ‘due to virus A, 

_ possibly of the A prime type of the Swedish outbreak. 
Denmark is apparently still suffering from a high preva- 
lence, and it is reported that there is a heavy epidemic in 
Greenland, with an attack rate of about 90%. The disease 
ts probably prevalent in northern Spain, but information at 
present is indefinite. 

Poliomyelitis 

Notifications of poliomyelitis in the week ending 
January 6 were: paralytic, 37 (36); non-paralytic, 10 
(17); total, 47 (53). Figures for the previous.-week are 
given in parentheses. Notifications in the corresponding 
week of the previous four years were: 1947, 10; 1948, 
58; 1949, 20; 1950, 54. The notifications in the first week 
of 1951 are therefore little different from those of the 
corresponding week in 1948 and 1950. Each of these three 
years are comparable in that they followed years of high 
incidences of_the disease. 

The number of notifications of acute poliomyelitis (not 
corrected for revision of diagnosis) in England and Wales in 
the second half of 1947, 1949, and 1950 are shown in the 
following Graph’ (reproduced from the Registrar-General’s 
Weekly Return for England and Wales, 1950, No. 52): 
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Notifiable Diseases in 1950 

‘The chief. features of the returns of notifiable diseases in 
England and Wales during the year were the very high inci- 
dences of whooping-cough, acute -poliomyelitis, and dysen- 
tery. The trend of whooping-cough was notable for the 
high level in the last weeks. of the year, when the notifica- 
tions were the largest ever recorded for this season. There 
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is some doubt whether the increase in the number of notifi-. 
cations represents a real increase in the incidence of whoop- 
ing-cough. Possibly more cases of whooping-cough are 
seen by medical practitioners since the operation’ of .the 
Health Service. 

The trend of the notifications of acute poliomyelitis in 
1950 differed from that recorded in 19473 the rise began 
earlier and fell more slowly from a smaller peak jn 1950 
than in 1947 (see Graph below). The total notifications of 
measles is not exceptionally high, because of the low level 
in the beginning of the year, but the number of notifica- 
tions in the second half of the year was larger than ever 
recorded for any third and fourth quarter. The incidence 
of dysentery was high throughout the year; the number of 
notifications ranged from 149 to 461 per week during the 
first quarter, from 213 to 457 in the second quarter, from 
137 to 278 in the third quarter, and from 169 to 1,214 in the 
fourth quarter. 

A further substantial fall in the number of notifications. 
of diphtheria was recorded in 1950, but the rate of decline 
is falling. For 1948, 1949, and 1950 the number of notifica- 
tions was 75, 62, and 58% of the number recorded in the 
preceding year. A comparison of the records of 1950 with - 
recent years is made in the Table below. - A 
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Tuberculosis 

Influenza 2,629 1,859 

Acuto Ean e, ne 501 
Dg-co 

Dipha 258 





Infections Diseases 

During the week ending December 30, 1950, large rises 
were recorded in the number of notifications of measles 
3,140 and acute pneumonia 315, while a decrease of 333 was 
reported for dysentery. ‘The largest rises in the incidence 
of measles were 632 in Lancashire and 366 in London. The 
number of cases of acute poliomyelitis notified was the 
same as in the preceding week; the largest returns were 
4 in the counties of Devon, Lancashire, and Warwick. 


Dysentery - 

The largest returns for dysentery in the week ending 
December 30, 1950, were Lancashire 120 (Southport C.B. 
29, Middleton M.B. 24, Liverpool C.B. 15, 
Oldham C.B. 12), Leicestershire 119 (Leices- 
ter C.B. 93), Yorkshire West Riding 69 
(Earby U.D. 14), London 44 (Finsbury 9, 
Paddington 8), Essex 26 (Romford M.B. 19), - 
Shropshire 26 (Shrewsbury M.B. 11), Glam- 
organshire 24 (Swansea C.B, 20), Stafford- 
shire 24 (Stoke-on-Trent C.B. 13), Cheshire 
23 (Wallasey C.B. 10), Sussex 21 (Eastbourne 
C.B. 17), Middlesex 21 (Edmonton M.B. 8), 
Surrey 19 (Croydon C:B. 13), Durham 16, 
Northants 15 (Kettering M.B. 14), Devon- 
shire 13, Cumberland 12, Southampton 11, 
Warwickshire 11. 
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` Week Ending January 6 B 

The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 923, whoop- 
ing-cough 5,009, diphtheria 38, measles 21,688, acute pneu- 
moma 1,774, acute poliomyelitis 47, dysentery 834, smallpox 
13, paratyphoid fever. 1, typhoid fever 4. In the great towns 
the deaths attributed to influenza numbered 458. i 


: approximation only. 
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INFECTIOUS DISEASES AND VITAL ST ATISTICS : 


We print ‘below7a Summary ‘of Infectious Diseases and Vital 
Statistics in the British Isles during the wéek ended December 30. - 


) London (administyat tive county) (c) The 16 principal towns in 
Scotland. : Q Tho 13 principal towns in Eire. (e) The 10 eta row in 
Northern ireland 


A dash — denotes no cases; a blank spaco denotes disease not notifiable or 
no nn available, 
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D i . J 50 1949 Corresponding Week) ` 
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Deaths (0-1 year) .. 


Deaths (exc'uding 
stillbirths) s 
; ee sore rate 
per |, per- 
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per 1.000 
total births (in- 
cluding stiThorn) Sb. 3 

* Measles is not notifiable in Scotland, and the returns are therefore an 
Deaths from measles and scarlet fever for iad and Wales, London 
(adounistranve county). will ño longer be publish 
t Includes poma ry. ferm for for England and Wales, London (administrative 
county), and Bidet vs reland. 
€The number of deaths from - poitomvelitis and potio no po for 

Baogiand and Wales. London (admmistrative county), are combined.— 
lacludes puerperal fever for England and Wales and Eire. ‘ 
Primacy pooumonia nio longer notiable in Eire. _ r we 
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Medals for Blood Donors- $ 
The Ministry of Health’ announces that awards are to be 
presented to long-service donors in. the National Blood 


Transfusion Service, the Scottish National Blood Transfusion 


Association, and the Greater London Red Cross ‘Blood - 


Transfusion Service, and to other donors ‘who have given 
Tepeated gifts of their blood. - To qualify, a volunteer must 
have given at least 10 dona- - a 

tions of blood since Septem- ne 
Women donors 
will receive a brooch and 
The 


has been personally 
proved by His Majesty’ the , 
King, shows two" interlock- ' 
ing hearts: surmounted by 
the ‘Crown and resting on, 
a scarlet background. There 
will be three classes of 
award :~ silver-gilt for at - ` 

least 50 donations, silver for 25 donations, and bronze fos 
10 donations. There are`now nearly. 400.000 donors in the 
National Blood Transfusion Service, and it is estimated 
` that about 200 donors will be entitled tothe silver-gilt award, 
5,000 to the silver, and 70,000 to the bronze. Anyone who 
thinks he is entitled should apply on the special form’ obtain- 
‘able from the regional blodd transfusion centre where he is 
at present enrolled, from a local organizer, or at a blagd: 
collecting session, j ; 


International Research on Rheumatic Fever ae 
The American Council on Rheumatic Fever of the 
American Heart Association is co-ordinating an investiga- 
tion at [2-centres in Britain, Cañada, and the U.S.A. iw 
which-all patients with acute rheumatic fever treated with 
A.C.T.H. or cortisone during 1951 will be followed for at. 
least three years to_see -whether these hormones actually ` 
alter the course of the illness and prevent rheumatic heart - 
disease, or whether they merely suppress symptoms. The 





` makers of 'A.C.T.H. and cortisone have each given. $5,000 


towards the cost of organizing the co-operative study, and 
are providing the large “amounts of they two substances 
required, In Britain the Medical Reséarch Council is 
“financing: the, “research in association with hospitals at 
Newcastle, Cardiff, Sheffield, Taplow, and London which 
are undertaking the work. In Canada, the- Hospital for- 
Sick “Children in Toronto’is being helped by the Canadian _ 
Rheumatism and Arthritis Foundation. The National Heart ` 
Institute of:the U.S. Public Health Service is helping research 
in New York, Boston) Denver, and Chicago, and in addi- 


` 


Fd 


tion the -Armed Forces Epidemiological Board and ‘the .. 


U.S. Air Force are supporting a study ata USAR. base 
in Wyoming. 


= Aetiology of Rheumatoid Arthritis 


It will be -recalled’ (see- British -Medical journal 1950, 
1, 799 and 826) that’ the Scientific Advisory Committée of 
the Empire Rheumatism .Council recently carried. out a 
carefully controlled and statistically analysed investigation 
into this problem, and showed not only that there is no good 


-evidence for many so-called environmental causes but that 


the clinical pattern is of a systemic disease and not of 4 
pure arthritis: The full report has now been published as 
a supplement to the Annals of the Rheumatic Diseasés ant 
is obtainable, price 7s. 6d., from this office. 


Harveian Society of London 
‘The Buckston Browne:Prize for 1950 has been awarded to 


C. J.:Gavey for his essay on “ “The eee of the 


Hopeless Case j A 


D 
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Ministry of Food Announcement s 
After February 28 national dried milk will no ‘longer be 
available to patients suffering from steatorrhoea, ‘coeliac 
disease, and tropical sprue. * From that date it will nor-, 
mally be reserved for children under 2 years old, to whom 
it is supplied as an alternative to liquid milk. The Ministry 
will, however, consider granting supplies of national dried 


Bea inet re 5 Rma. 
milk to children over 2 years of age or to expectant mothers , Furure of the Child Health ies rofessor 


if they present appropriate medical certificates. 


St. John Ambulance Brigade T 


Mr. Frank H. Edwards, of Shrewsbury, has been appointed 
Surgeon-in-Chief in succession to Dr. Corbet Fletcher, of 
Hampstead, who has resigned. Mr. Edwards is consultant i in 
obstetrics and gynaecology to No. 15 Hospital Group 
(Shropshire) and to Shropshire and Montgomeryshire County 
Ceuncils. Dr. Marcus M. Scott, of London, has been 


appointed deputy surgeon-in-chief. - 


English Patients for Norwegian Sanatoria ` 

Dr. Claude Lillingston writes from Bergen to point out 
that, with a population of only 3.2 millions, Norway is now 
provided With some 5,000 beds in sanatoria, coast hospitals, 
and homes for the tuberculous, and many beds are un- 
occupied and ready to receive patients frem abroad at 
charges which are moderate, partly -because the Norwegian 
currency is soft. Inquirers interested in the subject should 
communicate with the medical superintendent. Mesnaheù 
Sanatorium, Lillehammer, Norway, or the secretary-general 
of the Norwegian National Association against Tubercu- 
losis. His address is: Nasjonalforeningen mot Tuberkulose, 
Incognitogate 1, Oslo, Norway. 


Manchester Medical Soclety 

At a meeting of the Section of 
1959, Dr. G. G. E. Smyth gave a paper on “ A Re-examina- 
tion from the Clinical Standpoint of some Aspects of Dis- 
seminated Sclerosis.” 3 : > 


: in Brief = 


"Dr. H. P. Himsworth, secretary of the Medical Research 
Council, is visiting West and East Africa, December 29%- 
February 11, to inspect-various colonial research units, con- 

-cerned with virus diseases, malaria, leprosy, and trypano- 
somiasis, and hot-climate physiology. 

Dr. Chaloem Puranananda, secretary of the Thai Medical ` 
Research, Council and director of the Pasteur Institute, Bang- 
kok, who has been touring Western Europe, is spending 
three weeks in Britain, ‘January 3-24, visiting medical re- 
search institutions and studying recent British developments 
in electron microscopy. F 


i ` 7 O COMING EVENTS 


Association of Clinical Pathologists 

The 45th scientific meeting of the Association of Clinical 
. Pathologists will be held in the Meyerstein Lecture Theatre, 
Westminster. Medical School, Horseférry Road, London, 
S.W., on: Friday and Saturday, January 26 and 27, at 
9.30 a.m., and demonstrations will be given at the Royal 
Army Medical College, Millbank, S.W., from 9 a.m. on 
January 26 to 1 pm. on January 27. A private business 
meeting will be held on January 25. 


Contraceptive -Technique 
A lecture and demonstration (on living models) on contra- 


-~ ceptive technique will be given by Marie C. Stopes, Ph.D., 


at the Mothers’ Clinic, 108, Whitfield Sfreet, London, W., on 
Thursday, February 8, at 2.30 p.m. Tickets must be obtained 
in advance, as space is limited. 


y 


Neurology and Eye Diseases 

Professor Torsten Sjogren, of Stockholm, ‘will deliver a‘ 
lecture on “ Hereditary Neurologic Diseases Associated with 
Certain Eye , Diseases” at the Institute of Neurology, 
National Hospital, Queen Square, London, W.C., on Friday, 
March 9; at 5 p.m. < 
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SOCIETIES AND LECTURES o 


A fee is charged or a ticket is required for attending lectures 
marked ©. Application should be made first to the institution 
concerned. 

Monday 


@INsTITUTE OF GHILD HEALTH Hospital for Sick Children, Great 


Londan, W.C “The 


S; Cran 


Ormond Street 


INSTITUTE OF PsycHiatry, Maudsley Hospital, Denmark 
London, S. E.—January 22, 5.30 pm, ee ee by 


Dr E. Stengel. ` 

INSTITUTE OF UroLocy.—(1) At St. Paul's Hospital, Endell Stree 
London, W.C., January 22 30 am, “ Non-gonococed! 
Urethritis,” by "Dr. A Harkness ; 2 RM., “ Neoplasms of 
the Urethra, Pens, and Scrotum,” 'by M 1. Wilhams 


2) At St. Peter’s Hospital, Hennena Street, London, W.C., 
.30 p.m., ward round, by Mr. J. G. Sandrey; 5 p.m., museum 
demonstrations, by Mr. H. K. Vernon. 

MEDICAL SOCIETY OF Lonpon, 11, Chandos Street, Cavendish 
Square, W.—January 22, 8.30 p.m, discussion: “ Headache,” 
to be introduced by Drs.’ Macdonald Critchley and R. Bodley 


Scott. 
Roya. Eye Hospitar, St Geor ’s Circus, Southwark, 
pues (Reviston),” by Mr. 


SE- January 22, 4 pm., 

@RoyaL Eve HosrmaL, St George’s Circus, Southwark, London, 
S.E.—January 22, 5.30 p m., “ Anatomy of the Eye and Orbit,” 
by Professor T. Nicol. 

Tuesday P f 


BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School 
of Hygiene and Tropical Medicine, Keppel’ Street, London. 
W C, January 23, 5.30 pm., “ ie Da Ld of Sleep,” d 
Professor E. Adnan, O. M., 

@INsTITUTE OF DERMATOLOGY, ‘ae non Léicester Square. 
London, W C.—January 23, 5 p.m., “ Diseases of the Nail,’ 
by Dr. D. 1. Williams. |. 

Insriute or UroLocy —At St, Paul’s Hospital, Endell Street, 
London, ,W.C. January 23, 10 a.m., “ Stress Incontinence in 
Women,” b rp Harland Rees; 2 p.m 
Female Urethra,” by Mr. m G, Hante 
by Mr. J. E. Semple; 5 “ Injuries, Fistulae, and Foreign 
Bodies in the Urethra,” y Mr. H. G. Hanley. 

Royal EYE oe St Geor rges Circus, Southwark, London, 
S. Eey a Dm, Mistakes and their Lessons,” by 
Mr.T yrrell. 


Wednesday 

` @EMrine RHEUMATISM CounciL.—At 41, Portland Place, London, 
W , January 24. 6 p.m, annual general meeting. - 

@INsTITUTE OF DERMATOLOGY, Lisle Street, Leicester ~ uare, 
London, WC.—January 24,.5 p.m" Medical Myco ology,” 
lecture-demonstration by Dr. R. W. Ridde' 

Institute ‘op Urotocy.—At St. Paul's Hosp ital, Endell Street, 
London, WC, sJanuary 24, Va am pididymutis: Cyatic 
Swellings of the Scrotum” by M J. B. Fergusson ; 11.30 am, 

“ Congenital Defects of Testis ey Eprdidymis,” by Mr. D. I, 
Williams; 2 p.m., “ Congenital De fects of Kidney and Ureter,” 
by Mr. J G. Sandrey ; 3.30 p.m, “ Calculus Disease of Kidney 
and Ureter (1}” by Mr. H. P. Winsbury-White; 5 pan, 
“ Calculus Disease of Kidney and Ureter (2),” by Mr. H 

Winsbury-White. 

Royal Eys HOSPITAL, St George’s Circus, Southwark, London, 
S E.—January 24, 5pm, “ Pseudoglioma,” by Mr. R. P Crick, 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLascow, 242, 
St. Vincent Street. Glasgow —January 24, 5 pm., “The 
Malabsorption Syndrome.” Finlayson Memo: by 
Professor L. S. P. Davidson. 


Thursday 
BRITISH POSTGRADUATE MEDICAL FEDERATION ——At London School 
of Hygiene -and Tropical Medicine, Keppel Street, London, 
- W.C., January 25, 530 pm, utaneous Sensibility,” by 
r. A. G. M Weddell 
INSTITUTE OF UroLoSY.—1} At St “Pau! s Hospital, Endel! Street, 
London, W.C.. January 25, 10 a m., “ Disturbances of Mictúri- , 
tion in Nervous Disease and Injury” by Mr. A. W. Badenoch; 
11.30 a.m., “ Incontinence in the Male: Atony of the Bladder; 
Enuresis” by Mr D I Williams. ~ (2) At'St. Peter’s Hospital, 
Henrietta Street, London, W C., 3.30 pm., ward roun by 
Mr. H. K. Vernon. (3) At St Paul's Hospital, Endell Street, 
London, WC, 5 pm, “Tumours of the _Testicle,” by 
Mr. H. G. Hanley. 
LIverPooL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool | 
ae 25, 8 p.m., “ Renal ‘Cortical Necrosis,” by Dr. H. C 
oore 
Lonvon JewisH HosrprraL Meptcat Socrery -A Medical Society 
of London, 11, Chandos Street, London, W., Jánuary 25, 
3 pm, “ The Approach of the Forensic Pathologist to dhe 
Investigation of a Case of Murder by Yiolence,” by Dr. F.E 
amps ’ 
Menico-LecaL Socrery.—At 26, Portland Place, London, W it 
January 25,8 BET “TheGM. C. Hitherto and Henceforth,’ 
by Dr Robert orbes 
Royal Eve Hospitat, St. George's Circus, Southwark, London,” 
S E.—January 25, 5 p-m. “ Papilloedema,” by Dr. S, Nevin 


ndon, 


; 3.30 p.m., ward round 


i 


` 


. “ Diseases of the . 


f 


“Sr. ANDREws University —At Lecture Theatre, Materia Medica a 


oe 


’ 


` 
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Departmen t Medica! School, Small s Wynd, Dundee Janury i š 9 5 
A pm., “ Influence of. Adaptation on Hust-Parasite 
Relationships in Disease.’ by Professor W. J Tulloch. = Any _Questions . ' 
Sr. George’s HospitaL Mepicat ScHooL, Hyde Park Corner, = 
cee S.W.—January 25, 4.30 p.m., lecture-demonstration on 7 s x Fi 
psycmat - “1 $ - 
Tencuay AND District Mepicat Socrery.—At Torba bay Hospital, Correspondents should give their names and addresses (not 


anuar i Era Backache, Sciatica, and Ruptured for publication) and include all relevant details in their 
Universrry CoLLeca (Physiology Theatre), Gower Street, London questions, which should be typed. We publish here a sélec- 
W.C.—January 25, 5.15 p m., “ Phystco-chenucal Properties and tion of those questions and answers which ‘seem to be of 
Aa Activity of Drugs,” by Mr. F. Bergel, Ph.D, general interest. a 4 








. Friday Demonstra larja arasites 
Kent AND ee BURY HospiraL, Canterbury—January 26, aoe of Ma F 
pm., cal meeting. Q.—What is the most certain méthod of demonstrating 
Lo aA h f i 
nn UNIVERSITY: Ke Tondon -Se oor of Hileci malaria parasites in the blood of a patient suspected of 


- 


January 26, 5.30 p.m., “ Infection and Immunity In Smallpox, » having malaria? When should blood films be taken? Is | 


special o university lecture in pathology by Professor A. W. the prior injection of adrenaline helpful? , 
MEDICAL  SocmeTY FOR THE STUDY OF VBNEREAL DISEASES, 11 A.—Malaria parasites can best be demonstrated in the 
Chandos Street, London, W.—January 26, 8 pm, general. blood of a patient by making a thick film on a slide, stain- 


P eck HosrraL, St. George's Circus, Southwark, London, ing the film with Giemsa’s stain, and examıning it under 


S.E.—January 26, 5.30 p.m., “ Physiology of the Ere; ” the microscope. A good brand of stain should,be used, the 
Rovat MEDIAS Society, Ti a penta Aer Therapeties; distilled water should be correctly buffered, and the standard 
anuary pm, “The ler Scope o apeutics, technique of staining followed. A prolonged search may be 
dissertation by Mr. J. K. Stewart Kirkald ‘ gee E 
ROYAL SANITARY INSTITUTE.At Royal Technical College, Salford, Vecessary before a- parasite is detected; the film should be 
January 26, 10.30 a.m., papers: “ The Promotion of Menta) examined by an experienced worker, and it should be con- 
Health in the Community,” by Dr. Torne and Professor firmed that the Patient has received no -antimalaria’ treat- 


Anderson; “ The Control Mi Infection m the Com- 
munity, ” by Dr. M. T. Parker and Professor Wilfrid Gausford ; ment. The species of parasite may not be recognizable in 


o Temperature. -Ċonirol: The Basic Principle of Food Hygiene,» 2 thick film ,and' can be more easily deterinined ‘(if the 
by 1 Mr. J. C. Starkey. infection is not too light) in a thin film. 
ë Saturday i As a rule, parasites are present throughout the febrile 
BIOCHEMICAL, Soctery.—At Postgraduate Medical School, Ducarie Periods; they are often most numerous, in the case of 
Road, ‚London, W., January 27, 1030 a.m., 293rd meeting. Plasmodium falciparum, at the beginning of each paroxysm. 
Papers will be read. In P. malariae infections, parasites may occasionally remain 
BRITISH Assocurion oF ÀLLERGISTS At Potties ao of undetectable for several attacks and may-appear only during 
annual general meeting 11 30 am., short papers will be ad. the later relapses, so if this form of the disease is suspected, 
KENT PAEDIATRIC SOCIETY.—At Farnborough Hospital, Kent, many blood films should be examined. 
January 27, 2.30 p.m., clinical meeting. Adrengline as an aid to the diagnosis of malaria is prob- 
“ably more used by Continental than British workers; its` 


] t d trat t ~ 
BIRTHS, MARRIAGES, AND DEATHS — itravenous administration may cause a transient appear 


é ance of' parasites in. the peripheral circulation, and this 
a ~ BIRTHS 7 


oa bee 123.71950. at Neweuwe area? os gk Darbai procedure may therefore be helpful in doubtful cases. 
(formerly Cunningham), wife of Profesor R. C Browne, D-M., M.R C.P., . 











a davughter—Ehzabeth Caroline” $ pd K = ’ 
Cantor. On January 9, 1951 = ithe Middlesex Hospral, London, W., 5 Treatment of Malaria 

, Kathleen (formerly Wallach), o: fae A tor, a PAA MEA a 

Jefferson. ‘ e 7 Q.—11) What is the best treatment for BT. and M.T. 

MAR RIAOES Se a 2, . malaria? “(2) Is proguanil (" paludrine”) still thought of 

Abramson—Dods.—On Decem , 1950,! a! ton Church, nbur: 

Aan Willl ‘Abramson, MRCP, DCH. to Morag Dod, S highly as it was two or three years ago? (3) What is | 

M.R.C O.G. the best way to prevent B.T. relapses? 3 
. DEATHS pz 


Armstromg.—On December 30. 1950. at 120, Gloucester Court, Kew, ee ”  A.—(1) Treatment of Benign Tertian Malaria. (a) In a 
Wilfred Ernest Arbuthnot Arfstroog, M RCS., L.R.CP, Lieutenant- indigenous population when the aim of treatment is simply 
Caetano tana 3 a SS. Dundee; Peter Campbell, MB., of tO control the overf attack,-a single dose of 300 mg 
Scurbrae, Balmerino, Fife, aged 94 proguanil hydrochloride, 300 mg. mepacrine hydrochloride, 
Sg Tea kong.” oan sw Clark, M.B; B Chr., D.A. coe: 500 mg. chloroquine diphosphate usually suffices, ' 
Davis-Taytor—On ‘December 29, 1950, at 3, Spencer Road, Southsea. Alternatively, full therapeutic courses may be given: 
wept con Di DavisTaylor, MB, B Chir 


December 31. 1950 Robert Smers& act Aben Drought, M B., proguanil (300 mg. b.d, for 7-10 days); mepacrine (300 mg. | 


Drought. 
B Ch., of ‘Brabourne, Bexhill-on-Sea, Susacx, aged as x td.s. for the first day; 200 mg. tds. for the second day ;. 
Rhodes Matson, B80. M B, Mirai s, Veroni A Albany Street, 100 ‘mg. t.d.s. for 5-7 days); or chloroquine (500 mg. on 
Edmburgh. ae admission ; .500 mg. four hours later; 500 mg. once daily 
MitcheH.~On December 20, 1950, Albert Waldegrave Mitchel, MRCS, f th ext th days). 
Slane House, Magdalen Road Wandsworth Common, London S W or`tne nex ree day 
Manre.—On December 25, 1950. at Wimborne Dorset, Marrone Munro (b) In individuals not frequently exposed to “reinfection 
(lormerty Cured MB On Be ord, Gan” Lower Rows, set . and in whom it is desired to eradicate the infection, treat- 
Ormsby.—On December 27 1950 at Rochford Hospital, Essex, Wutam ment’ with paludrine, mepacrine, or chloroquine will con- 
Sra ete Cte horse: Ear Co. Mayo, Ere, late of trol the overt attack but will not affect the relapse rate. 
Parry.—On December 31 1950, at the Rothbury Nursing Home, Newport, ' Combined treatment with an 8-aminoquinoline, such. as 


Fee Parr. MRCS- CRET AE MT ot-Reeġ Pamaquin, and a schizontocidal drug will, however, con- 
~ siderably reduce the relapse rate. , 


Thatch, Burpham, Arundel, Sussex, late of China. 
„Platts.—On December 18. 1950, at 112, London Road, Chelmsford, Examples of such combined treatment aré: 
i. Quinine dihydrochloride 10 gr. (0.65 g.). ~ 


Harry Platts; M R C.S., ERCP 

Rodgers. —On De-ember 30 1950, at Ennerdale, West Avenue, Leeds, 
Pamaquin hydrochlonde 10 mg. 
Given together t.d.s for 10 days; and 


Wilham Rodgers, M.B. ChB, aged 79 , 
Sansom.—On January 6. 1941. in a nurang-bome, St Leonards, Sussex, 

i Progugnil hydrochlande 100 mg. 
Pamaquin hydrochionde 10 mg. 


Charies Lane Sanom, CMG, FRCSEd. DPH aged RR 
‘Thomas.—On. 
Given together t.d.s. for 10. days. 


December 27, 1950 at bas home, Wembley. Middlesex, Albert 
“ During treatment the patient must be kept in bed and 


Edward Thomas, M.D, 
Ward.—On 
. MD ; 
given plenty of fluid. Toxic -effects from pamaquin are 


Warrick.—On ber 21. 1950, at 3. St German’s Place, Blackheath, 
London S.E., Robert Walter Warnch. MB BS 

West.—On January 1, ‘951 at his bome, Brosdpark, Moor ae Budleigh 
gSalterton, Devon, Charicè Ernest Weit, F.R.CS., aged 77 


’ y 


DPH 
December 20, 1950, at New York City, Georgo Gray Ward, 


~ 


, 


x 


5 


a 
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midst uncommon a this dosage, but include acute abdominal 


colic and cyanosis. Renal complications may appear at 
higher dosage. 


(2) Treatment of Malignant: Tertian Malaria. 


'- Any of the following courses of treatment will bring about 


clinical relief and possibly radical cure, 


i. Mepacrine ‘hydrochloride 300 mg. t.d.s. for 1 dày. 
Proguanil -hydrochloride 200 mg. t.d.s. for 9 days. 


` (The initial dose of mepacrine is introduced because of' 
the probability of the existence of _Proguanil- resistant para- 


.» sites, Where such resistance is not likely, the mepacrine 


- be better to use mepacrine or chloroquine. 


may be omitted and the proguanil given for 10 days.) 
H. Mepačrine hydrochloride 300 mg. td. s. for 1 day. 
200 mg. t.d.sr for.1 or 2 days. 
100 mg. t.d.s. for 7 days. 7 
500 mg. on admission. 
500 mg. 4 hours later. 
me 500 mg. once daily for 3 ve 
The doses" given above are for adults. 
“All active antimalarial drugs except pamaquin are well 
tolerated by children- The dosages for children are as 


” -» 


- tii, Chloroquine diphosphate 


n 


3 ” 


follows: 
io Age, woes Paludrine Mepacrine 
Birth to 2 years ..- 25 mg. t.ds. 25 mg. b.d. 
-73 to 5 years 50 mg. t.ds, 50- 75-mg.b.d. 
6 tọ 10 years .._ 75 mg.tds. .. 100-150-mg. b d. 
11-to,15 years .. 100 mg-tds. ..` 150-200 mg. b.d. 
Over 15_years adult dosage adult dosage. 


ii. Choroqimne: half adult dose at ages 5-14, Information 
about dosage suitable: for younger children isnot available. 
. ii. Quinine: ordinary salts are often too bitter for children; 
the ethyl carbonate (euquinine) is easier to administer. 
Dosage: birth to 1 year,~1/10 adult dose 
subsequently, age xX adult dose . 


£ 


20 
iv. Pamaquin and other 8-aminoquinolines should not be aven 
to children. 
(3)2Prevention of Malignant Tertian Malaria- 
For the prevention of falciparum malaria proguanil: is 
still regarded as highly effective. Once the. asexual phase 
of the parasite has developed, however, resistance to the 


- drug may appear and ‘suppression may not be- -complete. ~T 
` Failure of this sort has caused considerable criticism of 


proguanil. Where such resistant strains are present it may 

Proguanil has_an advantage’ over mepacrine in that it- 
inhibits the full development of the parasite inthe mosquito 
and thus reduces the infectivity rate in the insects. This 


activity is of special importance in the control of malaria: . are normal. 


in a community as distinct from an individual. 

In the treatment of malignant tertian malaria proguanil 
is highly. successful so long as resistant strains of parasites 
are not present. Proguanil and pafmaquin combined effec- 
tively lower the relapse ‘rate of benign tertian malaria. | 


(4) Prevention of Relapses of Benign Tertian Malaria. 

Relapses of benign tertian malaria cannot be prevented 
by the use of any known drug as either a prophylactic or - 
a suppressive. Once infection has been acquired, the relapse 
Yate-can be. lowefed considerably sby combinėd treatment 
as outlined above. 


A k s Tak. 
Climatic Diarrhoea ~ : 
O.—What ‘treatment is suggested for the prevalent non- 


` infectious persistent diarrhoea so common_in young children 


after arriving here (Malta) from the United Kingdom? 


A.—Diarrhoea in young children is apt to. occur as the 
result of climatic clianges.- This is especially the casé where 
the Climate .is hot and dry as in Malta. -Treatment should ` 
be directed to the diet, which should consist of milk 
and milk puddings. All fruit and vegetables should be 
excluded. A warm binder should be applied to the abdo- 
Men. at night. 


- colloidal. kaolin _ (half a drachm—7.5 g.) and potassium 


bromide 5 gr. (0.32 g), three times a day’ is recommendéd:. A 


~ An communications with regard to edstorlal 


ADVER 


For medicinal treatment a mixture ‘of ~ EMBER 


ANY QUESTIONS? - he << Berm‘ 


`- ‘Trauma and Cerebral Tumour - ara 
Q.—<ls there any known relation between trauma to the 
skull and the growth of a glioma? -ó 


A:—It is generally admitted thata single trauma cae 
sometimes give rise to a neoplasm. However, ‘it is note- 
worthy that intracranial neoplasms were no more frequent 
in a large group of individuals Gi in the United States) injured 
in the | first ‘world war than in the general population, 
although, of course, the incidence- of head injury in the 
former group was very ‘much greater than in the latter. 
Further, in a-series of cases of. intracranial neoplasm care- 
fully investigated from this point of view, the relationship’ 
between trauma and the development of-the tumour was 
extremely doubtful. Although Ewing has - expressed him- 
self as highly sceptical concerning the incidence of traumatic 
cancer, others do believe that it occurs. Of intracranial 


~ tumours, perhaps menipgiomata rather than gliomata are 


more likely to follow trauma to the head. It must be 
remembered that not infrequently the symptoms of an-intra- 
cranial tumour appear for the first time, or Worsen, following 
head injury. This is no doubt the result of oedema around 
or haemorrhage into the tumour. t- 


< 


: Heart “Disease, and Antepartum Haemorrhage. 


Q.—Are cardiac patients more liable to “antepartum 
haemorrhage than normal women? ; If so, how can such 


‘ bleeding be distinguished from that diz primarily-to local -°` 


causes; such as placenta praevia? 


A.—Compensated heart disease does nôt cause ‘ante- 7 


partum haemorrhage, and, ~ although it is . sometimes 
suggested that congestive heart failure may lead to retro- ? 
placental haemorrhage, this is only a théoretical argument. - 
No reliable evidence has- ever been .produced to show a 
significant ‘association between the two conditions. More- 
over, if antepartum haemorrhage should occur under „such , 
circumstances, the clinical -features would be, those of 
accidental antepartum’ haemorrhage and are not “likely to 
be confused with those associated with the more severe 
degrees of placenta ‘ praevia. 7 


Tuberculous Epididymitis 7 


Q.—W hat is the latest treatment of tuberculous epididy- 
mitis involving the vas deferens but not the testicle? -The 


~ 


condition developed eight weeks after incision and curettage oe 
-The pelvis of the kidney, - 


of tuberoúlous cervicale glands. 
the bladder, the prostate, the seminal vesicles, and the‘ uririe 
-Can a complete cure be_effected with strepto- 
mycin and para-aminosalicylic acid (P.A.S.) ‘and a few 
months’ convalescence, without recourse 
ectomy ? . 


A.—The treatment to be recommended is epididymectomy 


followed by streptomycin and a period of convalescence ` 


such as is suggested. Genito-urinary surgeons do not like 
relying on streptomycin alone to eradicate a tuberculous 
focus in the genito-urinary tract. In any case ‘the opera- 
tion of epididymectomy is ‘a very trivial one, and, as the 
efferent ducts. will be permanently blocked on that side 
` through the genital lesion, their removal by operation has - 
no addifional disadvantage. Afterwards the patient will 


have’ to be kept under observation for several years. He - 


is liable to recurrence of tuberculosis elsewhere. 
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E. LESTER SMITH, D.Sc., , F.R.LC. 


me 7 (From the ‘Research and: Development Division, Glaxo Labaratories Ltd., TERURA Middlèsex) 


Progress in the vitamin Bys field has been so rapid that 
it seems already appropriate to supplement the review 
published in the Journal a year ago (Lester Smith, 
1949), In particular, it has been found possible to 
obtain in crystalline form two further members of the 


vitamin B,,. group of factors—namely, vitamins’ B,,c- 
and B,,d—as recently announced by workers in these ` 


laboratories (Anslow et al., 1950). These factors have 
been submitted to. extensive clinical trials, which form 
N. 


\ Characteristics of the New Factors 


These new factors were isolated from Streptomyces 
griseus fermentation liquors and wete separated by 
partition chromatography. Vitamin B,,c can be dis- 
tinguished from the other factors by ‘its characteristic 
absorption spectrum and partition behaviour. The 


„absorption spectrum of vitamin B,,d is identical with 


that .of vitamin B,,b, but they can _ be - separated 
caromatographically. In addition, vitamins B,,c and 
B,,d behave differently from the other factors in the 


microbiological :plate assay technique ; they tend to give. 


fuzzy rings of bacterial growth, whereas vitamins B,, 
and Bi, b give sharp clear-cut rings. 

An American team has shown that vitamin B,,b is 
probably identical with vitamin B,,a, the reduction pro- 
duct: of vitamin B,, (Brockman ef al., 1950). We have 
confirmed this observation (Anslow et al., 1950). Thus 
it seems that the new factors are not conjugates of 
vitamin B,, with peptides (like the ‘folic-acid con- 
jugates), but represent slight chemical modifications of 
the vitamin B,, molecule. 

Recent simultaneous publications from the Organon 
and Merck Laboratories.describe a surprising new feature 


- of the vitamin B,, molecule. It contains a cyanide group 
` co-ordinated with the cobalt atom. Vitamin B,,b differs 


only`.in the absence of this cyanide group, and jis readily 
converted into vitamin B,, by treatment with potassium 
cyanide (Veer et al., 
Kaczka.et al., 1950) 
Further progress has been made in dudang the 
chemical structures of vitamins B,, and B,,c (see 
Buchanan et al, 1950a, 1950b; Brink- et al, 1950a ; 
Wolf ‘et al., 1950 ; Chargaff et al., 1950). 
possible *to'write a partial formula for vitamin B,,. ` 
The latest advance was made by Todd and his tol- 
leagues at Cambridge ; they isolated intact a large :por- 


tion of the ‘molecule comprising 5:6-dimethylbenz-. . 
iminazole in glycoside linkage with a molecule of ribose ; 


> 
a $ . 
ie f a 


1950; Brink ei al., 1950b; and. 


It is now- 


gi 


~ 


phosphorylated at C, or C,. The cobalt-containing 

moiety is attached to thıs phosphorus atom ; it repre- 
` sents about two-thirds of the molecule,’and its structure 

haè not yet been elucidated. In addition, ammonia and 
-two molecules of D, -1-amino- -2-propariol aré attached - 
somewhere. 

Further light has been: thrown on the problem of 
Castle’s intrinsic and extrinsic factors. There is now 
little doubt that thé extrinsic factor is simply vitamin B,, 
- itself. When administered orally to cases of pernicious 

anaemia the pure vitamin is-ineffective, except in enor- 

mous doses, but it is strongly potentiated by normal 


VITAMIN Bi 
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gastric juice (Berk et al., 1948 ; Bethell et al., 1949 ; Hall 
et al., 1949 ; Campbell et al., 1949). Ungley (1950) and 
Ternberg and Eakin (1949) have shown that vitamin B,, 
combines with a factor in normal gastric: juice—pre- 
sumably the_intrinsic factor—to yield a complex which 
is microbiologically inactive and non-dialysable. On 
autoclaving the complex is split, to yield a dialysable 
active substance, presumably regenerated vitamin B,,. 
’ These findings have been confirmed by Shaw (1950). 


- Activities of Vitamin B,, z ; 

There åre indications that vitamin B,, fas a number 
of functions in living organisms. A growth- -promoting 
action has been clearly demonstrated in pigs, chicks, 
and-turkeys. There is also a suggestion that vitamin B,, 
may in some instances augment the growth of back- 
ward children (Wetzel et al, 1949). It has been 
shown that vitamin. B,, is concerned in transmethyla- 
tion reactions. Thus chicks on a deficient diet can ee 


a“ 


` ' 1950; see also Schaefer et al., 
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‘homocystine as an alternative to methionine only when 

vitamin B,, is given (Jukes, Stokstad, and Broquist, 
1950). Dubnoff (1950) 
has shown that vitamin B,, augments the reduction of 
S-S compounds in liver slices. ` 


Jukes, Broquist,. and Stokstad (1950) have put forward 
an ‘ingenious scheme relating the activities in bacterial 
‘metabolism | of vitamin B,,, certain oni folic 
acid, and “citrovorum factor” (“ folinic acid”; see 
Bardos et al., 1949). 


' Traina (1950a, 1950b) found that vitamin B,,-has an 
antihistamine and anti-anaphylactic effect, but we have 
failed to confirm the former (Sharpe, Woollett, and 

- Cuthbertson, 1950). 


Swendseid et al. (1947) showed that- liver extract ` 
diminishes the éxcessive urinary excretion of phenols 
. Which occurs in pernicious anaemia. Abbott and James 
` (1950) have confirmed this phenomenon with~crystalline 

vitamin B,,. This may be connected with the suggested 
toxic factor of. pernicious anaemia, production of which 
ceases on administration of vitamin B,,. 
these observations will doubtless be welded together into 
a coherent theory of the mode of action of vitamin B,,, 
but as yet they provide little clue to the mechanism of 
its haemopoietic activity, beyond its suggested function 
in the building of nucleic acids. 
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EFFECT. OF VITAMIN Bue IN 


PERNICIOUS ANAEMIA AND SUBACUTE 


‘(COMBINED DEGENERATION 
THE © CORD 


BY 


C. C. UNGLEY, MD, FRCP.” 
Physician, Royal Victoria Infirmary, Newcastle-upon-Tyne 


With Statistics by `° ` 7 


H. CAMPBELL, B.A. F.S.S. 
Nuffield Department A Industrial Health, University an Durham, 

King’s Pegen, Newcastle-upon-Tyne 
The isolation in crystalline form of several factors 
related to vitamin.B,, is discussed by Lester Smith in 
the preceding paper, and differences between vitamin 
Bp» B,,5, B,,c, and B,,d are defined. The work has a 
significant bearing upon the treatment of pernicious 
anaemia, if only because the widely used vitamin Bs 
concentrates derived from bacterial cultures may contain 
more than one member of this group of red pigments. In 
the case of vitamin B,, itself, quantitative. methods have 
already been applied to dose-response relationships and , 
to -its. effects in subacute combined degeneration of 
the cord. Here similar methods are applied. to one 
of the. new‘compounds with the object of determining 


OF 


its-activity relative to vitamin B,,. Looe 


€ 
1 


Methods 
The methods adopted were those used for the study 


- of vitamin B,, (Ungley, 1949a, 1949b). Vitamin B,,c 


was given intramuscularly as a single dose. Doses were 
graded logarithmically—-10, 20, 40, 80, and 160 yg. 
Doses smaller than 10 wg. were not used, because in 
tests with vitamin B,, they had given less predictable 
responses than larger doses. Four of the patients had 
a second test, making 28 tests in all. Conditions govern- 
ing the inclusion of responses in patients who had 
received a small transfusion or who had.relapsed after 


TABLE I—Jnitial Responses to Vitamin B,,.c 





Red Blood Celi Counts 
(Millions/c.mm.) 





Dosage) Retic. at 

in 
No. Response 

Pe] 4% | ao | s [ to [ts [20 {vas 30 
1 10 | 246 | 1-28-| 1-67 | 288 | 2-61 
2 10 | 31-2 | 1-37 f 1-47 | 3-09 | 3-81 | 2-58 
3 10 PL | 1-64 | 1-79 | 2-86 | 2-38 
4 10 | ‘96 | 2-46 | 2-72 | 3-53 | 371 | 3-63 - 
2a| 10 PL | 2-58 | 2-97 | 3-30 | att | 3-89 
fa} to |. |, 2-61 | 257 | 374 | 3-71 
$ | 20 | 248 | 1-38 | 1-58 | 2-74 | 2-58 | 339 | 348 | 3-48 
6 30 | 20-6 | 1-49 | 1-95.] 2-56 | 2-62 | 2-60 | 323 | 2-96 
1 30 | 246 | 1-54 | 1-81] 3-11 | 386 | 3-34 
8 20 | 23-2 | 1-75 | 1-96 | 254 | 2-96 | 3-61 
9 20.| ZO | 2-48 | 2-64 | 3-97 | 458 | 4-06 
10 40 19-6 | 1-29 | 1-63 | 2-43 | 3-08 | 2-89 
117|- 40 | 22 | 1-58] 1-71 | 302 | 3-25 | 3-44 | 3-29 
12 40 | 248 | 213 | 226 | 3-11 | 3-75 | 380 | 3-64 
13 40 120 | 2-19 | 2-23 | 2-81 | 3-66 | 3-86 | 3-61 | 
10a | 40 P.L | 2-89 | 4.09 | 3-99 | 811 | 4-08 
14 30 | PT. | 0-94 | 1-09 | 3-07 | 2-97 | 349 | 2-87, 
15| 80 ERY] 107 | ris] 275 | 320 | 317 
16 go | 248° | 1-24 | 1-58 } 2:90 | 3-27 | 347 | 4-24 | 3-99 
17 | 80 | 260 | 127| 1-46 | 284 | 2-68 AAE 5 
18 80 | 286 | 1-29 | 1-52 | 310 |375] 448 | 425 
19 80 166 |179 | 1-96 | 3-01 | 3-80 | 3-76 
20 80 | 124 | 2-75 | 2-99 | 3-62 | 3-83 ; 
21`| 160 | PT. | 1-38 | 1-52 | 2-43 | 2-85 | 287 ` 
22 | 160 | 31-2 | 1-42 | 2-19 | 3-02 | 4-08 | 445 | 4-82 | 510 
3 | 160 | 27-4 | 1-70 | 1-54 , 310 | 3-53 | 399 | 3-84 
24 | 160 | “200 | 1-84 |-242 | 3-52 | 363 | 368 | 346 
2ia| 160 PL | 287) — | — | 487 | 505 











highest count is in bold figures. PI. = previous infection followed ~ 


by relapse after period without-treatment. 


‘treatment. 
Bie e ons ea ae ore or after the day Indicated; none of 
these was a 15-day count. 
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a previous injection were as described for trials with 
vitamin Bi, (Ungley, 1949a). 

Treatment was continued until complete remission 
was attained. Thereafter maintenance requirements 
were studied as for vitamin B,,. Twenty patients who 
had little or no neurological involvement were given 
Maintenance doses of 10 ug. every two weeks. The 
adequacy of these low maintenance doses was checked 
by frequent clinical and haematological observations. . 

The efficacy of vitamin B,C against the neurologi- 
cal manifestations of pernicious anaemia was observed 
in 14 patients, including six with subacute combined 
degeneration of the cord. In two of the latter a quan- 
titative method of assessment was employed (Ungley, 
1949b). 

Results f 


A summary of 28 responses observed in 24 patients 
is given in Table I. There were'no unpleasant side- 
effects in this series. 


Reticulocytes 

Reticulocytes usually began to rise on the second or 
third day, reaching a peak on the fifth or occasionally 
on the sixth or seventh day. There was no significant 
correlation between dosage (in the range 10 to 160 pg.) 
and the day of onset, day of peak, or height of peak 
of the reticulocyte response. In Fig. 1 the responses 
are compared with the standard of Isaacs and Friedman 
(1938). They aré not significantly worse or better than 
those obtained with similar doses of vitamin B,,. 
_ Reticulocyte responses were valuable for following pro- 
gress in the early stages of treatment, ‘but the height of 
the peak was not a satisfactory guide to the rate at which 

the anaemia would subsequently improve. 


Increase of Red Blood Cells p 
A better criterion of response was the increase of 
red blood celis in 15 days. In Fig. 2 the actual increases 
are plotted against the initial red blood cell levels. 
Lines showing the expected response to graded doses 
of vitamin B,, (Ungley, 1949a) are included for com- 


50 


DOSE IN 
MICROGRAMS 


40 : i 160 


20 


RETICULOCYTE RESPONSE (PER CENT) 


05 16 5 


. INITIAL RED CELL COUNT 
MILLIONS PER CMM. 


Fic, 1—Reticulocyte responses (peak) of 20 is to their 
first injection of a a B,,¢c, compared with the expected 
r nso to liver extract calculated from the formula of Isaacs 
and Friedman (1938). 
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Fic. 2.—Observed increase of red blood cells in 15 days in 28 
instances after a single injection of vitamin B,,c. The lines indi- 
cate the expected response from equal doses of vitamin B, 
(Ongley 1949a). The dotted line corresponds to the formula of 
Vida and Dyke (1942) for “average” responses to liver 
extract. : 


parison. As with vitamin B,,, there were wide indi- 
vidual variations in the response to a given dose, 
In Table II and ‘Fig. 3 the observed mean responses 
to vitamin B,,c are compared with the expected response 
from a similar dose of vitamin B,, according to the 
‘formula. It was estimated previously that the standard 
deviation of an actual increase from the expected would 
be about +330,000 red blood cells per cmm. The 


Tanie U.—Mean Increase of Red Blood Cells After Graded 
Doses of Vitamin B,,c Compared with the Expected Response 
to Equal Doses of Vitamin B,, 
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standard error for the average of a group of patients 
would, however, be less than this. It will be noted 
that m only one group (10 ug.) does the average dif- 
ference between the observed and expected increases 
exceed the standard error. 

By this criterion, therefore, there is no detectable dif- 


, ference between the haemopoietic effects of vitamin B,, 


and Bic. : 

When all 28 responses are considered together even 
more valid comparisons become possible. It will be 
seen that the mean response to vitamin B,,c was almost 
idéntical with the response expected from equal doses 
of vitamin B,,. The average difference is +0. 06—that 
is, +60,000 cells per c.mm. 

“Table II and Fig. 3 show a tendency for patients 
treated „with smaller doses of vitamin B,:c—that is, 
10 or 20 »g.—to respond better than would be expected. 
Although the mean differences do not exceed twice the 
standard error, either individually or collectively, they 
do, however, suggest that the log. dose-response curve 

may be a little less steep than was originally thought. 

The difference is not likely to be very significant, and 
many more observations would be needed to establish 
it conclusively. l 

The greater consistency of responses to 40 jug. and 
over suggests that doses of this order would be more 


valuable than smaller doses in future therapeutic trials . 
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Fic. 3.—The mean difference between observed increase of red 
blood cells in 15 days after graded doses of vitamin B,,c and 
the response expected from equal doses of vitamin B,,. 
differences have been superim poseo on the dose-response eve 
to graded doses of vitamin B,, (spaced logarithmically). The 
difference between o means and expected increase 5 shown 
by vertical lines. Dot = initial count; length of line = deviation 
from expected response; arrow shows whether the „deviatjon is 
above or below expectation, The differences were in each case 
less than twice the standard error of the means (see Table ID) 


ne a ' P 


The mean red blood cell counts at 0, 5, 10, and 15 . 
days are shown in Table IIL The duration of the 
increase of red blood cells (evident from the bold figures 
in Table I) was not of much value for the purpose of 
measuring. the relation between dosage and response. 


Taste III.—Mean Red Blood Cell Counts During the First 20 
g Days of Treaiment 





Mean Red Blood Cell Count« 


; ne 
Cases Followed 20 Day.. 





Total Dorage to Complete Remission 
Some observers have attempted to calculate require- 
ments for vitamin B,, by noting the total amount given 
before remission was attained and dividing by the 
number of days since treatment began. The answers 
obtained vary widely according to the size and spacing 
of the doses, and do not provide information suitable 
for calculating requirements for vitamin B., or B,C. 


N Other Findings ._ 

The usual improvement in appetite and well-being, 
relief of sore tongue and gastro-intestinal symptoms, 
and gain in weight were observed as after vitamin B,, 
itself. Neurological manifestations are discussed separ- 
ately. Sixty-seven white blood cell counts in 24 patients 
before treatment ranged from 2,000 to'10,400 per c.mm. 
—mean 4,300. When remission was attained (red blood 
cells over 4,500,000 per c.mm.) 108 white blood cefl 
counts ranged from 3,500 to 10,300 per, c.mm. (mean 
6,650). ~ 


Maintenance 


The maintenance period was arbitrarily fixed as beets: 
ning when red blood‘ célls first reached or exceeded 
4,500,000, or as soon after that as regular maintenance 
doses were begun. Twenty patients received main- 
tenance doses of 10 pg. every two weeks for four to 
nine months. Only eight of them have been on main- 
tenance therapy more than six months. . 

One woman was given iron for a time -because her 
haemoglobin values were slightly below average (lowest 
12.1 g. per 100 ml.). Normality was restored. Another 
woman, not of child-bearing age, often had haemoglobin 
values of 12 g. or even less, but in her case the red cell 
counts were often slightly subnormal too (lowest count 
4,300,000). Mean corpuscular volume (M.C.V.) ranged 
from 80.3 to 96.5 „° (mean 85.4). She felt well and had 
no complaints. Without any increase in dose the counts 
rose to 5,000,000 or over and remained there. In the 
other 18 patients very few red blood cell and haemo- 
globin values fell outside the accepted normal range, 
and none remained persistently abnormal. 

- Taking all 20 patients together, individual red blood 
cell counts ranged from 4,310,000 to 5,610,000 per c.mm 
Mean counts ranged from 4,610,000 to 5,260,000. Ane 
mean of the means was 5,040,000 per c.mm. 

Individual haemoglobin values ranged from 11.3 to 
15.7 g. per 100 ml. Mean values ranged from 12 to 
14.8 (mean of all means, 13.9 g. per 100 ml.). 

Mean values for M.C.V. in all 20 cases ranged from 
80.1 to 94.5 p3 (mean 87.1). One patient whose red 
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' 'bloòd cell and haemoglobin values were. always normal! ‘In te for ‘co-ordination the heel’ usually misséd -the toe 
(means 5,160,000 and 14.8 g.).had a Slightly increased’ -by 5 to 7 cm. -In the sliding test the heel, wavered. unevenly 
.M.C.V. (96-99.2, p?) on 5 out of 11 occasions. , The down the shin or slid off. .The mean error-in 10 attempts 7 
mean of the 11 readings was 93.2 p°. ;The patient felt’ t0 locate spots on the leg with the opposite- heel-was 6 to’ - 
well and had no symptoms.” In the remaining 19 patients. 7 cm. In six-months almost complete. normality was 


MCV. val 5 restored. The heel-knee-toe and sliding tests were normal 
values of this order (96-98 p°); were encountered - . eight times and almost normal twice in 10 attempts at each. 


cs in eat sa g The mean error in the location test was 1 to 2 cm. : 
, rpuscular aemo obin con- There. was littl impr gement -in joint in th 

_ centration (M. C.H.C.) for ‘all cases ranged from 30.1 to Vibration sense pecmined abecedi tn: all 10 test eee ‘The 

> 35.1% (mean 31.8%) recognition of figures written on the soles remained some- > 


In none of the 20 cases” was it necessary to increase What defective. . Knee- and ankle-jerks were grossly exagger-"* 
the maintenance dose. It must be emphasized, how- ated and patellar’ and ankle clonus were.elicited. Normality: . ‘ 
ever, that the patients were seen every two to four weeks ` WS restored -in six months, Both plantar responses were , a 
and weré told to report immediately if unwell, and. clearly extensor. After three months the left plantar re- 
that patients with more than slight neurological involve- sponse wis always flexor.~.The’ right one also became 


flexor, but never so clear-cut as the left. 
- ment were not given this low dosage. - In routine cases ~ 
seen at infrequent intervals we normally advise much Bidea of 2% coripared with i posed 3 ae 
larger doses—at least 60 pg. (of vitamin B,, concen- 1949p), iy ie a DEET 


g 


trate) every three weeks—with instructions to increase “After 10 months thè im PRA, sii maintain C She: 


_ -the Ouse if intercurrent infection supervenes. _ ‘walked quite normally and could even run a little, Numb- - 
ness was confined to thé great toes. E ` 
`" Neurological Manifestations g oe ; ae TE P AA 
The effects of vitamin Buc on the neurological mani, < ` "Case B ja “S i á 


fèstations óf pernicious anaemia have been observed in ~ A woman aged 52 had paraesthesiae for one year; a 
‘six patients with subacute'combined degeneration of the  unsteadinéss in walking and dysuria for four months. She ~.— 
cord, of whom two have- been studied quántitatively. - fell frequently and could 'not stand with her “eyes closed. 
' To facilitate’ comparison between ‘these Pa oe Pe Ta 
two cases and patients treated with liver . 
extract or vitamin B,, (Ungley, 1949b) 
-the neurological changes in the ‘first six- 
months of treatment are analysed. The 
rate of reduction in scores for individual 
symptoms and signs and in the total score 
is shown in Figs. 4 and 5. , 2s 
i 7 i Case A ` 
A woman aged 39 had numbness of. the 
_ fingers for 10 months ; numbness, weakness, 
and tightness in the- legs for seven months’; 
and considerable difficulty in walking for 
two months. The tongue had been sore and 
_was unduly clean and red. There was never 
much anaemia, the lowest red blood cell 
-. count’ being 3,120,000 per cmm., haemo- 
. > globin 9.3. g. per 100 ml, PCV. 30%, 
M.C.V. 96.2 p°, M.C.H. 30.1 aag, M.C.H.C.: 
31%. Marrow puncture showed early 
megaloblastic . ae Plasma bilirubin was 
0.8 mg. per 100 ml. (direct reaction nega- _ 
tive). There was ‘achlorhydria even after” 
‘histamine and alcohol. The blood Wasser-" 
Mann reaction was negative. i 
Vitamin Bae was given in doses of 40 pg. 
a week for six months and every two weeks 
since--10 months in all. The blood count 
was restored to normal within a month. . 
k Initially the patient took only a few steps 
_ alone; otherwise holding lightly to the furni-- 
> ture. The gait was ataxic, and she could 
not keep to a test line 7.5 cm. broad. She. 
staggered. severely when turning. After six- 
a months she was still not quite as steady as |. 
2 ¢ before her illness and could ‘not ‘run, but ~ 
- she could walk a mile or more without help. 
= _ Gait was normal on the 7.5-cm. line. In 
` Romberg’s test she overbalanced-at once. 
Normality was restored- within four. months. 


Numbness -in the fingers disappeared com- ~ 
Paraesthesiac: in, the lower limbs, . Fic. 4.—The effect of vilamin B,,c on the scores for individual symptoms and ` = 


rea.. TOTAL SCORE 





E pletely. 
signs during the first six months’ of treatment in Case A. “The dotted-line indicates ~ , 
receded from the groins and buttocks to changes in’ the total score for neurological defect that is the sum of the scores 


: below the’ knees, ; 4 ee symptoms and signs. UE. = Upper ee = Lower extremities, 


« Ps - - 
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Her ‘diet had been poor. In an average week ‘she ate one 


” egg, meat once; fish once, potatoes twice, and cabbage per- 


haps once! Fresh fruit was consumed perhaps once a month. 
She ate more > than her fation of: butter, but drank milk only 


‘int tea 


Her mouth had been ulcerated and the tongue was unduly 


_ clean. Blood pressure was 198 systolic, 100 diastolic. There 
was achlorhydria even after histamine and alcohol The. 


* "blood Wassermann reaction was negative. The marrow was 


` 


` Fra: 5—Changes in 


Plasma bilirubin was 0.8 mg. per 100 mi. 
(direct ` reaction negative). Red blood cells numbered 
2,750,000 per cmm., haemoglobin 10.5 g. per 100 ml. 
reticulocytes 0.4%, PCV. -33%, M.C.V. 120 p’, M.C.H. 


megaloblastic: 


< 138.5 pug, M.C.H.C. 31.8%, white blood cells 2,800. 


After a single injection of 80 xg. of vitamin B,sc reticulo- 


“cytes rose to 12.4% on the fifth day and red blood cells 
. increased’ to 3,630,000' per c.mm. in 15 days.. - - 


` ‘Thereafter she received 40 ag. a week. After five weeks 
red blood celis numbered only 4,200,000 per cmm. and 
-- haemoglobin 11.8 g: per 100 ml., so the dose was increased 


to 80 vg. a Weeks At 10 weeks pacer one had fallen to ` starting micturition. 


` FERRO TE 27 GR. 


VITAMIN Brac Sug. WEEKLY 
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first six months of treatment in Case B. 
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the stores for neurological sores and signs doting the 
-changes i in total score. 
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10.1 g. per 100 mi. following severe menstrual loss, and 
iron was given. “At 21 weeks normal -blood values had 
been restored and iron was discontinued. 
red blood cellg.numbered 5,210,000~per c.mm., haemo- 

í globin 13.6 g.. per 100 mL, P.C.V...44%, .M.C.V.- 84.6 p" 
M.C.H. 26 uug., M.C.H.C. 30.9%, white blood cells. 2,800 - 

` per c.mm. The- dosage of vitamin Buc was then reduced £ 
to 804g. every two weeks. At nine months the haemató- . 
logical findings, including absolute vaia, were sil within 
normal limits. 


7” At six months 


Initially she could walk 15 yards alode, staggering on a. 


base 30 to 40 cñ., wide. After six months-she walked a, 
mile, most of it without assistance; she could-step along 
the 7.5-cm. test line, making seven -mistakes in 25 yards. 
She had sometimes fallén while attempting to wash her 
face, and in Romberg’s test she overbalanced at once. After 
six months she was steady while washing ;_in Romberg’s 
test there was some sway, but she did not usually over- 
balance. 


She had frequency, urgency, and sometimes difficulty i in 
After six months she still had some 
~ urgency. Paraestheside in the hands became 
slight, and-infrequent. Severe paraesthesiae 
extending to the groins receded to the: soles 
„and toes. 
In tests for co-ordination the heel ‘missed 
the toe by an average of nearly 10 cm., the 


twice at each attempt, -and efforts to locate ` 

spots on the Jeg with ‘the contralateral heel 

missed by an average of 8 cm. Six months 

later the toe was missed by an average of . 

1.5 cm. The mean error in location was- 

2 cm., and the sliding test was usually per- 

- formed with only a slight waver. s; 

There was no return of joiht sense in-the ` 

“toes, and yibration sense remained absent in 

all 10 test areas. Recognition ‘of figures 

written on the soles “was not improved. , 

. Excessive adductor tone in the lower limbs . 
became normal. Exaggerated ankle-jerks ' 
betame normal and ankle clonus dis- 
appeared, but knee-jerks remained rather | 
active and extensor plantar responses were 
unchanged. - 

In six months the total score “decreased” 
from 78 to 53—a reduction of 32%, com- =» 
r -with the “expected ” redùction of --- 
53 : 

After nine months she was even less- ‘ataxic 
and could, walk a mile alone. In Romberg’s 
test there was only slight sway. Parsee: 

‘thesiae extended to the ankles. 

Comment——One expects. wide indi. | 
vidual variations in the response to 
treatment, and it is not surprising that | 
one patient had more and one less than 
the expected reduction in. total score., 
The mean reduction for the two cases 
was 47%, compared with the expected 
53% for patients with difficulty in walk- 
ing of similar duration. 
cases -would be needed to determine , 
whether vitamin B,, and Buc are equally 


x 


effective on a dose-for-dose basis. oe A 


” 


~ 


f 
$ 
R 
£ 


parenthesis, for the patient was too ill- 
“for a controlled trial:- treatment with 
vitamin B,.c had to be supplemented by 
physiotherapy, a «high protein diet, and 


~% 


heel slid off. the sħin`on to the bed once or- - f 


t4 
Many more - * 


om 


The third case is mentioned only -in 2. - ~ 


extra vitamins.. 4 
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Case C 


A woman aged 5! had symptoms referable to” pernicious 
anaemia for three years and a staggering gait for nine 
weeks. She rapidly developed paraplegia in flexion; 
with flexor spasms, incontinence of urine and faeces, 
urinary and pulmonary infections, and deep decubitus 
ulcers. The blood picture was that of pernicious anaemia, 
with red blood cells numbering 2,500,000 per c.mm. The 
marrow was megaloblastic. After an initial dose of 80 xg. 
of vitamin B,,c, reticulocytes rose to 15.6% on-the fifth 
day and in 10 days the red blood cells numbered 3,470,000 
per c.mm. 

Because of complications the dosage of vitamin B,,c was 
then stepped up to 20, 40, and finally to 80g. daily and 
supplemented by transfusions, a high-protein diet, vitamins 
oe and D, thiamin, riboflavin, nicotinamide, and folic 
acid.* 

The urinary infection was brought under control by 
sulphonamides, antibiotics, and tidal drainage. Physio- 
therapy helped to relieve flexor spasms and contractures, 
Decubitus ulcers healed only when the patient was nursed 
on her face. After 10 months she walked with a stick and 
for short distances alone. There was no incontinence of 
urine, but control of micturition and defaecation was not 
yet normal. 


Comment.—Complicating infections and the need for 
multiple remedies prevented quantitative evaluation of 
the response to vitamin B,,c, but the case is worth men- 
tioning because the outlook seemed so bad and the 
recovery was so remarkable. 


Other Cases 


The progress of three other patients with subacute 
combined degeneration of the cord was followed. One 
improved and one remained unchanged while receiving 
40 ag. of vitamin B,,c per week. The third showed 
rapid improvement after two doses of 160 ng. and con- 
tinued to improve on the low maintenance dose of 10 zg. 
every two weeks. 

Eight patients had paraesthesiae without definite signs 
of subacute combined degeneration of the cord. In 
one of these, paraesthesiae disappeared after 40 pg. a 
week for six weeks followed by 10 ug. every two weeks 
for five months. In another, tingling in the feet per- 
sisted despite the injection of 80 ug. every three weeks. 
The remaining six received only 10 pg. every two weeks: 
in four the paraesthesiae disappeared and in two they 
improved. 

Considered as a whole the findings suggest that 
vitamin B,,c, like liver extract or vitamin B,,, is capable 
of arresting the nervous lesions of: pernicious anaemia, 


Summary 


The therapeutic value of vitamin B,c in pernicious 
anaemia was assessed and compared with that of vitamin 
Bis 

Twenty-eight responses to single doses were observed in 
24 patients. Doses were graded logarithmically—10, 20, 40, 
80, and 160 „g. The increase of red blood cells in 15 days 
after a given dose showed the usual individual variations, 
but the mean of 28 responses was almost identical with 
the response expected from equal doses of vitamin B,,. The 
log. dose-response curve did not differ significantly from 
that of vitamin B,,. The greater consistency in response 
to doses of 40 xg. and over suggests that such doses would 
be more useful than smaller doses in future therapeutic 
trials. 





*Jt was considered safe to give folic acid because the supply of 
vitamin B,, was adequate Y 


Twenty patients with little or no neurological involve- 
ment have been maintained for four to nine months on 
doses of 10 xg. every two weeks. Red blood cell or haemo- 
globin values were temporarıly slightly subnormal in two 
patients: in one normality was restored with iron, and in 
the other without alteration of treatment. A third patient 
had a slightly raised M.C.V. None of the 20 patients 
showed neurological, ungual, alimentary, or other symptoms 
of relapse. These results are as good, so far, as those 
observed with similar maintenance doses of vitamin B, 
Such, low maintenance would be dangerous, however, in 
patients not under close observation. For routine purposes 
we normally give at least 60 ug. every three weeks—more 
if there is neurological involvement or intercurrent infection. 

The efficacy of vitamin B,,c against the nervous disorders 
of pernicious anaemiz was tested in six patients with sub- 
acute combined degeneration of the cord, two of whom were 
subjected to quantitative studies, and in eight patients with 
minor neurological involvement. None of the patients 
became worse and all except two were improved. 

This experiment has failed to show any difference between 
vitamins B,,c and B,, but even a difference of 30% in 
haemopoietic potency would result in only a difference of 
about 5% in the average response of 28 cases: a large differ- 
ence in dosage causes only a small increase in response. 
Later analyses based on increases of haemoglobin and of 
packed cell volume in 15 days also failed to demonstrate 
any difference in potency between the two vitamins. 
Although simitar limitations apply to these results they 
greatly strengthen the conclusions based on increase of 
red blood cells alone. Both vitamins are effective against 
the neurological manifestations of the disease. 


I am grateful to the medical, nursing, clerical, and laboratory 
staff of the hospital and to many general practitioners for their 
co-operation. I am also indebted to Dr. E. Lester Smith and 
his colleagues of the Research and Development Division, Glaxo 
Laboratories, Ltd., Greenford, who prepared and supplied the 
crystalline vitamin B,,c used in these investigations. 
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The thirty-first annual report (1949-50) of the Walter and 
Eliza Hall Institute in Melbourne shows a scientific staff of 
24 under the directorship of Sir Frank Burnet, F.R.S. The 
clinical research unit, containing nearly half the staff, has 
been at work on gluccase-tolerance curves after gastrectomy, 
gastric biopsy in pernicious anaemia, digestion and absorp- 
tion after massive resection of the small intestine, the control 
of malnutrition, and similar problems. The virus research, 
for which the institute is noted, has been mainly following 
up the discovery that influenza virus appears to contain 
an enzyme (receptor-destroying enzyme, or R.D.E.), which 
attacks the surface of the rea cell, and also various mucins, 
which are complex polysaccharides. Because R.D.E. inacti- 
vates urinary gonadotrophin both in vitro and in vivo, it was 
given intravenously in large doses to mice, and, in one group 
a definite though temporary suppression of conception was 
obtained. This opens up interesting possibilities in the 
control of reproductive function. In order to further 
immunological studies of human influenza the epidemio- 
logical unit of the Eliza Hall Institute has established what 
are called “ listening posts"’ among groups of the popula- 
tion, so that the beginning of an epidemic can be readily 
detected. Taking part in this scheme are two public schools, 
two hospitals, a naval depot, and a babies’ home. Altogether 
about 3,000 individuals are under survey. During 1950 
influenza occurred in the babies’ home, affecting both staff 
and children. Those recently arrived from Northern Europe 
were most prone to the infection. Few of the Australian 
staff developed the disease. 
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' HUGH CONWAY, MB. B.Sc, M.R.C.P. 

(From the Department of Surgery and the Gardiner Institute 

of Medicine, University of Glasgow, and the A 
Western Infirmary, Glasgow) 


t 


Macrocytic anaemia following total gastrectomy has 
been described on a number of occasions. Many of 
the cases reported have, However, been inadequately 
studied ; in particular, little attention has been paid to 
the possibility ot dietary deficiency following operation, 
and special investigations such as reticulocyte counts and 
bone-marrow examinations have been few. There is no 
clear conception of the relationship of the anaemia to 
Addisonian pernicious anaemia. Wuntrobe (1946) stated 
that “at least 10 acceptable cases with the typical blood 
picture of pernicious anaemia have been reported to 
date, and there is an equal number or more whose his- 
tories as recorded are less satisfactory.” In the last 
four years at least six more cases have been published 
(Weir, 1946 ; Bethell, Meyers, Andrews, Swendseid, Bird, 
and Brown, 1947; Morgans, Rimington, and Whittaker, 
1947; MacDonald, Ingelfinger, and Belding, 1947, 

Beebe and Meneely, DB) but- the haematological 
details are scanty., 

Treatment with liver extracts has, in general, proved 
satisfactory. Folic acid has also been used with success 
(Morgans, Rimington, and Whittaker, 1947). 

The present case of megaloblastic anaemia following 
total gastrectomy is reported because of its rarity and 
theoretical interest. The operation was performed-for 
gastric contraction after acute corrosive poisoning. So 
far as is known this is the first recorded case of.-'its 
kind to be treated with vitamin B,,. 


z 


‘evening ‘of July 31, 


Case Report’ `~ 


The patient, a labourer aged 47, drank, in mistake for 
cold tea, one-third of a cupful of solder “flux” on the 
1944. The “flux” consisted of zinc 
chloride 66%, acetic acid (90% glacial) 1%, and distilled 
water 33%. 
enced no pain. He at once drank a strong solution of salt 
in water and began to vomit , the vomitus was at first watery 
but soon became blood-stained and very dark. ` An hour 
later gastric lavage was performed by his doctor, using a 
warm solution of sodium bicarbonate. Vomiting continued 
throughout the night, and he was admitted to the Western 
Infirmary, Glasgow, on August 1 in a state of shock. Acute 
phiegmonous gastritis developed, and by the end of August 
there was ‘clinical and radiological evidence of gastric con- 
traction. Jejunostomy was performed by Mr. A. W. Kay 
on September 10. His weight before operation was 105 Ib, 
(47.62 kg.) In the next six weeks several attempts at oral 
feeding had to be abandoned because of vomiting: His 
weight fell gradually, and on October 8 radiological 
examination confirmed that 
increasing. ° 

Professor Œ F. W. Mlingworth performed a total 
gastrectomy .on October 28. About 1 in. (2.5 cm.) of 
the duodenum and a small portion of the oesophagus 
were removed with ‘the stomach, which was small, thick- 
walled, and extensively scarred; the lower end of the 
oesophagus was anastomosed to the jejunum. His weight 
before operation was 98 Ib, (44.45 kg.). The post-operative 
course was uneventful, and in two weeks he could eat small 
quantities of solid food without discomfort or vomiting. He 
was discharged on November 21, when his weight was s 100 Ib. 
(45.36 kg.) 

7 
- Bubsequent Course 

The patient reported at the, follow-up clinic at die 
intervals until the end of 1947. During 1948 and 1949 he 
failed to attend, but reappeared in June, 1950. Blood 
findings are shown in detail in Table L 


March, 1945.—Weight 118 Ib. (53.52 kg); appetite good, 
and able to eat an average meal; a feeling of emptiness 
between meals; no’ pain or vomiting ; returned to work in 
January, 1945. 

October, 1945.—Weight 121 Ib. (54 88 kg.); symptom-free 
and taking normal meals; colour good ; x-ray examination 
showed the barium passing direct into the jejunum, Which 
dilated as it passed through. 


TABLE L—Haematological Details 





per 
comm 
16/10/44 = me nes = 
13/11/44 9.1. 3 Z | 10,400 
6046 | 123 | 40 | asi | a3 3 — | 8,400 
_sjeiso| 49 | 14 | oon | 147 35 90 | 2,400 
zio] 62 | 2 | 139 | 158 28 90: | 3,100 
30/6/50 | 71 | ~24 | $70 | 141 30 | 8&4 | 3300 
suso | s4 | 39 | 230 | 139 28 g4 | “2 
iasol -94 | 34 | 331 | 103 28 82 | Z 
27/50 | 104 | 34 | 362 | 94 30 2 | Z 
28m0) 98 | 33 | 353 | 94 30 82 | Z 
4/8/50 10-4* n 3-71 92 2 8-2 5,300 
31/8/50] 100 | 35 | 365 | 96 29 82 | 5200 
19/8/50| 108 | 36 | 38 | 95 30 CS 
26/8/50 | 102 | 35 -62 29 a2 | — 
iso |. 10-3 | 33 | 375 | 93 9 8-1 z 
ispiso| 122 | 42 | 40 | 91 2 so | 6,400 





M.CV | M.C.HC. | M.C.D. wae. 
(u8) (VA) tu) 


Icterus 
Index 





Total 
28/10/44 Si Six oplata oF of 
blood transfused 
Liver therapy pr 
but not more 


— Normoblastic but 


premature haemo- than 


globinization of infections given durmg 
normoblasts 1 7 
5 oblastic 40 Blood film typical of 
n 7 Addisomian pernicious 
1 5 - anaemia 
3: 20 
= 20 
= 20 
— z 27 
— 40 
3 40 ` 
5 40 
3 No gross abnormal- 40 
ty 
— > - 40 ; 
35 40a ag ole , 
ac. mg- 
dail: 
3 4 ; 


\* Treatment was given on dates shown after blood investigations were completed. i 


Immediately afterwards he felt sick but experi- ` 


gastric contraction was” 


t 


` 
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April, 1946 —Weight 126 Ib. (57.15 kg.); taking ordinary Taste II.—Rise of Red Blood Cells and Reticulocyte Response 


diet without discomfort; no diarrhoea. 


October, 1946.—Weight 129 Ib. (58.51 kg.)'; no abnormal 
symptoms, Routine blood. examination (Table. 1) revealed 
a slight macrocytic normochromic anaemia. Sternal mar- 
row biopsy showed normoblastic erythropoiesis, but some 
of the normoblasts were prematurely haemoglobinized. An 
early stage of a “ liver-factor” deficiency anaemia was diag- 
nosed on the strength of the previous history, the macro- 
cytosis and normal M.C.H.C., and the marrow appearances. 
Liver therapy was prescribed. 

September, 1947.—Weight 120 1b. (54.43 kg.) ; complaint 
of dizziness immediately after meals, passing off in about 
30 minutes. Not more than five liver injections had been 
given, at very irregular intervals, during the previous year. 
He was not enthusiastic about the injections, because he felt 
well without them. Diet consisted mainly of fish, meat, 
tripe, potatoes, milk puddings, bread, fruit, and milk ; total 
calories about 2,000. : 

December, 1947.—Weight 116 Ib. (52.61 kg.); dizziness 
immediately after meals persisted’ A glucose-tolerance test 
gave a typical “lag storage" curve. Barium-meal examina- 
tion showed no evidence of abnormal dilatation of the small 
bowel. 


Recent Hiness 


The patient reported again in June, 1950, complaining of 
increasing tiredness and dyspnoea on exertion of six months’ 
duration. His appetite was good, but a few minutes after 
each meal he’ suffered from a feeling of distension accom- 
panied by light-headedness and a desire to lie down. These 
symptoms passed off in half an hour. For a few months he 
had noticed paraesthesiae of his finger-tips, but his tongue 
had not been painful. He had received no liver injections 
since the summer of 1947. \ 

He was readmitted on June 13, having been at work until 
one week previously. He looked pale and thin, and his 
weight was 104 Ib. (47.17 kg). His tongue was normal in 
appearance, and the spleen was not palpable. The nervous 
system was normal. : ’ 

Investigations.—Examination of the peripheral blood 
(Table I) revealed a severe macrocytic normochromic 
anaemia; the blood film contained macropolycytes and a 
few late megaloblasts, and appeared typical of Addisonian 
pernicious anaemia. There was a leucopenia, but the serum 
bilirubin was not raised. Bone-marrow smears showed 
megaloblastic erythropoiesis, and giant metamyelocytes 
were numerous. Barium-meal examination revealed no 
abnormality of the oesophagus or upper loops of the 
jejunum. The faeces were normal in appearance and 
contained no blood; fat comprised 12% (average of three 
specimens) of the dry substance of the stool. A fat-balance 
fest was not done. 

The daily food intake prior to readmission was estimated 
at 2,100 calories (protein 80 g., fat 85 g., carbohydrate 260 g ). 
He took three main meals, with milk drinks between ; eggs, 
meat, tripe, fruit, potatoes, and fish were consumed regu- 
larly. Vitamins were considered to be adequate. The 
glucose-tolerance test again gave a “lag storage “ curve 


Treatment.—An initial injection of 40 xg. of vitamin Bus 
concentrate (prepared from Streptomyces griseus) was given 
on June 15. Within.a few days he began to feel better. 
The reticulocyte response and rise of red -cells in the first 
15 days are shown in Table IJ. Further injections „were 
given as detailed in Table I, and there was marked clinical 
improvement. The haemoglobin and red blood cells con- 
tinued to rise for five weeks, but in the next six weeks there 
was no further increase despite frequent doses, The peak 
levels for haemoglobin and red blood cells were 10.8 g.% 
and 3.8 millions per c mm. respectively. At this stage the 
bone marrow was considered to be normal, and there was 
no important degreé of iron deficiency. The addition of 
folic acid (20 mg. a day) then raised the haemoglobin to 
12.2 g.% and the red blood cell, count to 4.6 millions per 
c.mm. in two weeks. 


in the First I5 Days after a Single Injection of 40 ug. 








Vitamin B,, 
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Treatment (CPA) (mili perc mm} ° woo 

0. 49 095 0-5 
l rR _ 05 
2. = = 1-5 
4! os, = 160 
3 í 53 1 06 27-0 
6 _ — 28 0 
i 62 1-39 275 
g — — 18-5 
— — 80 
10 66 155 5-0 
II -— — 40 
12. — — 1-5 
3. — - 05 
14 — = 10 
iS 71 1-70 1-0 





| _-__.. 





The patient was discharged from hospital on July 7 and 
returned to full employment a month later. On September 9 
he felt extremely wel] and weighed 117 Ib. (53.07 kg.). H 
is noteworthy that the “dumping syndrome” ceased when 
his general condition improved, and there has been no 
recurrence. 

The effect of vitamin B,, in maintenance treatment ts 
being studied. 

Discussion z 

It ıs interesting to consider the pathogenesis of the 
megaloblastic anaemia which occasionally follows total 
gastrectomy in the light of the classical theory of erythro- 
poiesis. Meulengracht.(1935) showed that, in the ‘hog, 
the duodenum as well as the pyloric and cardiac regions 
of the stomach possessed anti-anaemic activity., In 
human beings, however, Castle, Townsend, and Heath 
(1930) found that duodenal secretion contained no 
intrinsic factor, and Fox and Castle (1942) produced 
strong evidence that only the body of the stomach is 
important This is the site which shows diagnostic 
atrophic changes in patients dying of pernicious anaemia 
(Magnus and Ungley, 1938). Recently Landboe- 
Christensen and Plum (1948) have suggested that the 
pyloric area, in man, is a significant but minor source 
of intrinsic factor. Patients who have undergone total 
gastrectomy should therefore, theoretically, develop 
megaloblastic anaemiq when their store ,of anti-anaemic 
principle is exhausted. The operation is, however, usually 
undertaken for malignant disease and the average 
survival -time is shart. S 

In 1929 only 10 cases were known to have lived 
for a year or longer (Finney and Rienhoff, 1929). This - 
probably explains the clinical fact that macrocytic 
anaemia is relatively rarely encountered after total 
gastrectomy. Tume is required for its development, and 
Bethell, Sturgis, Rundles, and Meyers (1945) considered 
that complete removal of the stomach is invariably fol- 
Jowed by macrocytic anaemia provided that the patients 
live long enough. MacDonald, Ingelfinger, and Belding 
(1947) collected, from the literature and by corre- 
spondence, details of 53 patients who had survived for 
three or more years after operation. Twelve developed 
macrocytic anaemia and five anaemia of doubtful nature. 
Thirty-six did not develop this anaemia up to the time 
of death or review. Of the last group, seven received 
prophylactic liver therapy, 19 probably had liver but no 
accurate information was available, and 10 definitely had 
no liver. An exceptional case was stated to be alive 
and well 8} years after operation even in the absence 
of prophylactic liver. 

The time between operation and the first diagnosis of 
macrocytic anaemia in the cases previously recorded 
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-varies from five months (Ungley,: 1932) to eight years 
(Dennig, 1929 ; Hochréin, 1929 ; Weir, 1946) ; the aver- 
age is approximately four and a half years. The case 


‘quoted by Hurst (1932) as having developed pernicious. 


‘anaemia-and subacute combined degeneration of the 
spinal. cord 17 years after total gastrectomy was origin- 
ally reported by Ellis (1925) to have undergone only 
partial gastrectomy. ‘The length of the average latent 
period requires consideration, and in this respect the 
work of Schwartz and Legere (1944) is of interest. These 
authors found, in a study of 54 cases of Addisonian 


` pernicious anaemia, that relapses occurred 2-38 months. 


after stopping liver therapy. They pointed out that in 
- -individual cases’ the time of relapse was unpredictable 


and depended, apart from intercurrent disease, on the- 


‘quantity of anti-anaemic factor stored, the consumption 
of food ‘factors containing active principle, and the 


` „extent of deficiency of the intrinsic factor. 


Goldhamer (1937) found that the lack of intrinsic 


factor in pernicious anaemia’ is not absolute but differs © 


in degree in different patients’. After total gastrectomy 
the ‘intrinsic factor must, according to accepted theory, 
be completely absent, and yet the average period 
between operation and the development of macrocytic 
anaemia is considerably longer than the longest of the 


~ remissions noted by Schwartz and Legere (1944). ~ The 


surgical patients may start off with a higher store of 
active principle than is carried by a treated case of per- 
nicious 
formed stores great enough to postpone the development 
of miacrocytic anaemia for eight years. It is likely 


that other factors are involved, ‘and the upset ‘in 


vitamin Baa metabolism following total gastrectomy ` may 
be less serious, At least in, the beginning, than in Addi- 
sonian pernicious añaemia, 

Recently investigations~have been made into the 
presence in the intestinal wall of intrinsic factor as 
distinct from extrinsic and intrinsic factor together. The 
existence of intrinsic factor in the duodenal mucosa 
has been established (Bethell, Swendseid, Meyers, 
Neligh, and Richards, 1949), and it has been suggested 
that it may be present even lower in the intestine. . This - 
raises the question whether gastric atrophy i is the primary 


. lesion in Addisénian pernicious anaemia or only part 


- of a widespread tissue defect. The whole problem -of 
‘the metabolism of vitamin B,,, including its interaction 
with intrinsic factor and its relationship to the™bacterial 
flora of the bowel, is receiving much attention at present 

_ (Dyke, Hind, Riding, and Shaw, 1950; Hall, 1950). 
In all cases in which macrocytic anaemia occurs some 
years after extensive gastric resections there éxists the 


possibility of coincidence. This requires serious con-' 


sideration after partial gastrectomy, for of all the many’ 
‘patients who have been submitted to the operation rela- - 
tively few have been reported to develop macrocytic 
` anaemia,- arid coincidence probably cannot be abso- 
Jutely . ruled out in any single case. Statistical 
probability, however, makes coexistence very unlikely 
(Bloomfield -and Polland, 1935). The ‘incidence , of 
macrocytic anaemia in patients who have survived three 
or more years after total gastrectomy is so. great as to 
exclude all possibility of coincidence. _ 
The present- case has several interesting. features, No 
- -previous record has been found of macrocytic anaemia 
following gastrectomy. performed for the effects of 


. corrosive. poisoning, but Alsted (1937) reported a-case. 


in which “ pernicious -anaemia ” developed seven’ years 


~. after destruction of the gastric mucosa by nitric acid. 


` of a “ liver-factor ” deficiency anaemia. 


aemia, but it is difficult to conceive of pre- -~ 


‘by Girdwood (1950). ` 





Two years after operation, and in the absence of 
symptoms, the red blood cell count was: 3.51 ‘millions 
per cmm. ; the anaemia was normochromic and macro- 
cytic. Although erythropoiesis was normoblastic, many 
of the normoblasts were prematurely haemoglobinized.° 


These changes were thought to represent an early.stage | - 


It is rare for ` 
a patient with Addisonian pernicious anaemia to seek 


advice before the red bldod cell count: is considerably ` 
. Id6wer-than 3.5 millions per c.mm.; and information on 


the earliest marrow changes is scanty. Penati and Saita 


(1938) stated ‘that megaloblasts first appear when the -> 


number of erythrocytes has’ fallen ` ‘to 3.5. millions per 
com. The findings in our case support the contention 
that macrocytosis is the earliest haematological abnor- 
mality in pernicious anaemia and is present- ‘before’ the’ 
onset of symptoms. The megaloblastic anaemia, diag- 
nosed approximately three years after cessation of pro-' 


„pernicious anaemia except for the absence of bilirubin- 
~ aemia. 

Treatment with vitamin B,, produced sttiking clinical ` 
improvement, but the haematological response, though 
good, was less than expected: The peak of the reticulo- 
cyte rise (28%) was only 69% of that expected i in Addi-. 
sonian pernicious anaemia of the same severity from 
potent liver extract given intramuscularly (Isaacs. and 
Friedman, 1938). It has been shown, -howeéver, that the 
reticulocyte response is not always a good measuré of 
_ activity (Murphy, 1933 ; Fullerton; 1945) ;’a better yard- 
* stick is the rate of increase of the red blood cells. The 
rise of the red blood cells in the first 15 days compared 


x 


-4 


phylactic liver therapy, appeared’ identical to Addisonian _- 


unfavourably- with that expected in Addisonian -perni- - - 


cious anaemia, whether judged by the formula of Della 


Vida and Dyke (1942) for parenteral liver extract, ‘Or 3 


by that of Ungley (1949) for pure OOPER vitamin Bi’ i 
obtained from liver. ~ - 

According to Ungley (1949)°a single injection ~of . 
40 pg. of crystalline vitamin B,,, in a patient with Addi-__ 
sonian pernicious anaemia -and initial red blood cell 
Count. of, 0:95 million per c.mm.,; is expected to raise.. 
“the count to 2.73 millions in 15 days, This compares 
with a figure of only 1.7 millions per c.mm. in our case. 
The biggest discrepancy, noted by Ungley (1949) in 
63, cases, between the estimated and observed increase 
-was 0.79 million per c.mm. Even if allowance has to 
be made for a slight difference in the therapeutic effect 
of the preparations used by. Ungley and ‘ourselves the '- 
evidence suggests that the megaloblastic anaemia which 
followed gastrectomy in this case was not identical wit) 
Addisonian pernicious anaemia. . 

Further support for this hypothesis is provided by ie 
- poor final effect of vitamin B,, therapy. Ungley. (1949) 
found, in 32 cases of Addisonian: pernicious anaemia, 
that the maximum amount of vitamin B,,. required tò 
raise the red‘ cell count above -4.55 millions per c.mm. 
was 140 ‘pg. 
in divided dosage at weekly intervals, failed to increase 
the count above 3.8 millions per c.mm. After remaining 
around this level for. six weeks a sharp rise followed the 
addition of folic acid. The inability of vitamin Bi, 
to bring about complete remission after its‘very bene- 
-ficial initial effect was unexpected: ` Larger: doses might 
have proved more successful .-- | 

> The relationship between vitamin B,, and folic acid 
is a much vexed question and has recently been reviewed 
One striking fact is that no satis- ` 
factory human case of megaloblastic’ anaemia has nae 


` 


_In the present case a total of 320 pg, - 


“ost 


-ın our patient. 


- 
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beer- described en responded haemopoietically’ to 
Vitamin B,, after, failing to respond to folic acid. The 
experimental work’ of Heinle, Welch, and , Pritchard 
(1948) is .of considerable interest, They produced 
megaloblastic anaemia- in pigs by, feeding a,highly puri- . 


fied diet free of’extrinsic factor and containing succinyl- | 


sulphathiazole and a crude folic acid antagonist. This 
„diet was calculated to produce a deficiency both of 
vitamin B,, and of pteroylglutamic acid. A pig rendered 
anaemic by this miethod first responded incompletely 
to liver extract containing no folic acid, but two months 
later failed to respond to daily injections of liver extract ; 

folic acid then produced an. excellent effect. This is. 
a sequence of events somewhat similar to that obtained 
Those authors concluded, from this 
and other experiments, that in these experimental con- 
ditions neither the- anti-pernicious-anaemia factor 
(regarded as identical with' or similar to vitamin “B,,) 
nor folic acid can function haemopoietically in the 


absence of the other, and that -both substances are ` 
_ essential for the maturation of erythrocytes. 


Israëls and Sharp (1950) suggested that 'the megilo: 
blastic anaemias can be divided into two groups, depend~ 
ing on the effect of treatment. The first is typified -by 
Addisonian pernicious anaemia, which responds well to 
parenteral or oral liver preparations, vitamin Bi, and 
folic acid. The second group includes “ pernicious 
anaemia” of pregnancy, the megaloblastic anaemia of 
non-tropical sprue, and probably tropical sprue as well : 


- these conditions react satisfactorily to folic acid But not 


-to parenteral liver extracts or vitamin B,,, at least in 
doses suitable for the first group. The present case: 
appears to fall between these two groups, for, “although 
by no means refractory to vitamin B,,, the response was 
suboptimal compared with that expected in Addisonian 
pernicious anaemia, Folic acid is unnecessary at any 
stage in Addisonian pernicious anaemia treated with 
vitamin B,, and usually essential from the, outset in non- 
tropical sprue. 

“topping up” after vitamin B,,. : 

Final evaluation of the respective functions of folic 
acid and vitamin B,, must await further work. Evidence 
collected from. various clinical experiences, such as that 
describéd in this paper, may eventually help to. solve 


- Summary saree 


.of megaloblastic anaemia following total 
“the effects of. corrosive 


= the problem. - - i ; os = 


`= ’ 


-A case 
gastrectomy performed .. for 
poisoning is described.” 

The pathogenesis of the anaemia is ree, in the light 
of the classical theory. of erythropoiesis. ` 

Striking’ clinical improvement followed vitamin B,, 
therapy, ‘but the haematological response was suboptimal 
compared , with that expected in Addisonian -pernicious 
anaemia. The addition of folic acid brought about 


` complete haematological remission. 


The effect of treatment suggested that this type of megilo- 


- plastic anaemia and Addisonian pernicious anaemia are riot 


identical, although morphologically similar. ` 


The relationship’ of the--anaemia to other megaloblastic 
_ anacmias, as regards treatment with vitamin /B,, and folic 
“acid, is discussed. z A 


We wish to “thank Professor C. F. W. Illingworth for-permis- 
sion to publish this case and Professor J. W. McNee. for advice. 
The blood investigations in 1944 and 1946 were performed by . 
Dr. Peter McKenzie, and’ we are indebted to him for permission 
to quote his results. | g a: 3 
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(From the Haematology Department, St. George's Hospital 
and Medical School) 


After the isolation of vitamin B, from liver- (Lester 
Smith and Parker, 1948 ; Rickes et al.; 1948a), and the 
subsequent discovery that the vitamin could be obtained 


from botanical sources (Rickes ef al., 1948b), physico- ` 


chemical’ studies showed that there are other members 
of the vitamin B,, group of factors. Vitamin B,,a, the 
‘reduction product of vitamin B,, (Kaczka, Wolf, and 
Folkers, 1949), has been shown probably. to be identical 
with vitamin B,,b (Brockman et al., 1950 ; Anslow er al., 
1950), and crystalline vitamins B,C, and B,,d, derived 


from Streptomyces griseus, have been described (Lester ` 


Smith, 1950, 1951; Anslow ef al., 1950.;, Buchanan 
et al., 1950): These’ factors appear .to be .chromato- 

graphically distinct from one another ; in addition they 
, have different properties in the’ thicrobiological - “assay 
(Lester. Smith, 1951). i 5 


This paper records the primary haematological ree - 


- sponses in pernicious anaemia to vitamin Bye some 
cases) » cand vitamin Bd {five. cases). | 
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Tog ` Material ana Methods 


The patients, in varying stages of relapse, had vliničal 
signs and. ‘symptoms consistent with a diagnosis of 
pernicious ; ‘anaemia. Laboratory investigations showed 

- mactocytic -anaemia associated with a megaloblastic 

~ > marrow ‘and histamine-alcohol-fast achlorhydria.. Nine 

í iis were females-and five males, their ages ranging 
from 34 to-78 years. Five of them had received pre- 
“vious liver therapy with gdod results, but bad relapsed 
‘on discontinuation of injections. No`case in this’series 
showed objective evidence of severe neurological involve- 

` ment, but.several of them had: sometdegree of sensory . 

+ | ‘disturbaince.. No recent ‘therapy had-been given béfore | 

-* admission to hospital, and they all took “ mixed British - 

"diets." ” “When in hospital they were on “ ordinary ” ward 
‘diet, and ‘were given no other therapy. Two cases had 
to be tested as out-patients ; other variables were so 

- “introduced, but no additional haematinic was known to 

~ -be taken, a ’ S 

oo When the Yed cell count showed | a continued fall with 

no increase in’ reticulocytes over 2%—this period vary- 

t ing according to the severity of the | case—a single ‘dose 

Ps ght : s 





“of 20 ug. of test aater was injected iitrarnuscularly.. 
Regular haematological examinations were made during 
the 14 days after the injection. The gain in the red cell 


count in 15 days was taken as the measure of haemato- `- 


logical improvement (Della Vida and Dyke, 1942). `> 


The average weekly gain in réd cells observed ia 
compared with the so-called “average satisfactory ” 
“ expected ” figure. obtained from Della Vida and Dyke's s+ 
formula : 

© a ' I = 0,93 — 0.214 Eo wd 

where I ‘millions average weekly gain in RBC. per 

a cmm. “during the first two weeks of the therapy, and, . °. 

n=, Eo= initial number of R.B.C. in millions per c.mm ‘ 
No. elaborate statistical analysis is worth while for so 
` small a series of cases (cf. Ungley, 1949): the simple , 
recording of observed results in relation to the standard 
20-ng. intramuscular dose of the two new, vitamin B, 
factors is the object of this report.. ~ 

On “day ©” ‘and: “day 15”. venous blood ^ was col- 
lected- in Wintrobe’ s oxalate. Haemoglobin estimations 
were made either with a grey wedge photometer (King 
et al., 1948), which was N.P.L. tested, or by Haldane’s 
method. _Both instruments were calibrated. 80 that 100%, 


i ! 
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TABLE 1:-—Haematological Responses. in 9 Cases of Periticlous Anaemia Given a ‘Single Dose of 20 pg: yan Be 
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TABLE U—Haematological Responses in 5 Cases of Pernicious Anaemia 
Intramúscularly < 
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Hb was equivalent to 14.8 g. Hb per 100 ml. The same, ing of neurological symptoms and glossitis. ` The blood 


instrument was used for all determinations on any one 
case. When performing red cell counts"in an improved 
Neubauér chamber. ‘at least 500 cells were counted 


' Packed cell volumes were calculated by Wintrobe’s 


method and reticulocytes of capillary blood were esti- 
mated by a “dry” cresyl-blue method—counterstaining 
with Leishman’s stain. 


Results.-The haematological responses over a 15-day 


. period to a single dose of 20 ug. of material are recorded 


in Tables I and I. The response in Case 11, treated 
„with vitamin B,,d, is shown in the Chart. 


Discussion a i 
The recorded results must ‘be considered in the light 
of the known errors associated with haematological 
methods (Biggs and Macmillan, 1948 ; Dacie, 1950). In 
the present series of cases no attempt at statistical analysis 
is deemed permissible, but further cases will be studied 


and those of the present group available for follow-up — 


will be observed over a further periòd of time. 


Vitamin B,,c given in a single dose of 20 ug. caused 

a haematological response in the nine cases studied— 

reticulocytes reaching a peak on the fourth to the seventh 

day and the formula of Della Vida and Dyke for the 

15-day increase being satisfied in three of those eight 

\cases to which it was applicable. In Case 3 the criterion 
was satisfied on the 18th day; as the patient could not 

come into hospital she was tested as an out-patient. 

Case 9; that of a married woman aged 37, had a severe 


‘ menstrual period during the time of test and showed - 


signs of an associated iron deficiency. After the’ 15-day 
test, fortnightly injections of 40 xg. of vitamin B 
together with a course of oral ferrous sulphate caused 
tapid and progressive clinical improvement with lessen- 


5 ’ 


122 - ally active. 


values were within a so-called “normal range” in two’ . 
months. Normal range is notoriously difficult to define 
(see Dacie, 1950), but is here taken as being at least Š 
13.8 g. of Hb per 100 mL, óver 4.5 million R.B.C. per 
c.mm., and a P.C.V. of qve 40%. Other cases reached 
so-called “ normal range” within six to ten weeks with 
a dose of 20 to 40 ag. of vitamin B,,c intramuscularly 
every fortnight after the- test period. All showed a 
striking improvement, with gain in strength, appetite, and 
-weight. i 

Of the five patients treated with vitamin B,,d, four 
have fully satisfied the criteria of Della Vida and Dyke ` 
for the 15-day period, reticulocyte peaks occurring on 
the fifth to the seventh day. The remaining patient 
(Case 10) also had a good response, but she was a frail 
old lady with intercurrent pulmonary collapse. A second 
injection of 20 yg. was given on the ninth day and the 
formula was not applicable. She was one of the first 
cases to be treated with this factor, and only two doses 
of it were at that time available for test. Subsequently \ 
there was further recovery on another vitamin B,, pre- 
paration. Vitamin B,,d on primary clinical‘ trial seems 
very active. It is too early for conclusions to be drawn 
from a follow-up, but those cases being investigated 
show progressive clinical and haematologi¢al improve- 
ment at the time of.writing on doses of 20 yg. of 
vitamin B,,d at fortnightly intervals. 


i 

LON Summary 

Nine cases of pernicious añáemia'in relapse have been - 
treated with crystalline vitamin B,,c and five cases with 
crystalline vitamin B,,d. Both of these factors are clinic- 
Marked clinical improvement, with consider- - 
able relief of glossitis and lessening or disappearance of 
subjective nervous symptoms, occurred. It is too soon to 
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draw further conclusions, büut`a more dètailed Tian on the ` 


value of these and: other fractions and concentrates of the 
vitamin B, group, will be published in due course. 
reed 7 


My thanks are due’ to Dr. E. Lester Smith and his associates, 
of Glaxo Laboratories Ltd., Greenford, for supplies of 
differentiated members of the vitamin B,, group; to those 
physicians, pathologists, and general practitioners who referred 
relapsed cases of pernicious anaemia for investigation; and to 


my technical’ staff, particularly Mr, S. E. Louland, for their 
assistance, 
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TWO CASES OF PERNICIOUS ANAEMIA 


TREATED WITH VITAMIN B,,d 


: BY x a 

‘ ‘I : 
G. C. K. REID, M.B., Ch.B. we 
Pathologist, Walsall General ee , 


As described by Lester Smith on page 15 1, vitamin B,, 
concentrates produced during the fermentation of 
Streptomyces griseus contain a number of factors 
having biologica] properties like those of vitamin Bi, 
It is clearly of importance to know whether a concen- 
trate standardized microbiologically against pure 
vitamin B,, is of the same therapeutic activity as if it 
consisted entirely of that substance. To establish’ this 
it is necessary to compare all the individual factors 
with vitamin B,, and to discover whether or not their 
ratios of human to bacteriological activity are constant. 
To further this object two cases of pernicious anaemia 
‘were treated with crystalline vitamin B,,d at the Walsall 
General Hospital. One of these (Case 1) also afforded 
an opportunity of! comparing the potency of this sub- 
stance with that of a liver extract that had been used 
on the same patient during a previous admission to 
hospital. 


i ‘Case 1 


A woman aged 67 was admitted to hospital on October 30, 
1948, with the symptoms and physical signs of' pernicious 
anaemia. Laboratory findings were: Hb, 56%; R.B.C., 
2,240,000 per c.mm.; C.L, 1.25; M.D.R.C., 8.4 a (approx.); 
C.V., 35%; M.C.V., 156 x; reticulocytes, 0.8%; W.B.C., 
4,800 per c. 


cytosis and, poikilocytosis: The van den Bergh test gave 


r 


VITAMINS B,,c AND B,,d@ IN PERNICIOUS ANAEMIA ` 


¿4 per cmm.; C.l, 


mm. The blood film showed marked aniso- ` 


a positive indirect reaction. of 10 mg. per litre. A test meal — 


revealed that no free HCl-was present. - i : 
On November 3, 1 ml. of “examen” B260A was given 
intramuscularly: the response obtained completely: fulfilled 
Della Vida’s criterion for satisfactory treatment. 
i . x 
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The patient ‘made an excellent recovery, and on return 
home attended the out-patient department regularly until 
April 7, 1949, when she elected to receive further treatment 
from ‘her own:doctor. However, she didnot see him until 
the middle of! July,:1950, when he was called’ in for the 
first time and' found her extremely ill, being very pale, 
dyspnoeic, and oedematous. Only then was it discovered 
that she had had no anti- ~anaemic treatment for roughly 14 
months. . ' \ 

On her teadmission to hospital on July,20 she was in a’ 
very much worse condition than before, her blood picture 
being: Hb, 40% ; R.B.C., 1,600,000 per cmm. ; C.I, 1.25; 
reticulocytes 1%. She said that she felt better than she had 
‘done a few days previously, and her own doctor, who saw 
her ‘on the day of admission, confirmed this. With the 1% 


reticulocyte count and these observations by the patient and’ 


her doctor, it.was thought that she was in mild remission. 
On July 22, .1 ml. (10 #g.) of vitamin B,,d was given intra- 
muscularly, and she again showed an excellent response. to 
the treatment, although the reticulocytes did not quite reach - 
the expected 20%. This was thought to be due to the fact 
that she was in remission when the treatment was begun. 
The increase ‘in red cells slightly exceeded the expected 
response according to Della Vida’s formula (Fig. 1). She 
recovered well and was discharged from hospital on 
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` Fic. 1—Chart of Case 1. 


Case 2 ` i 
7 A man aged 60 was seen at the out-patient department 
on June 20, 1950. in: an obviously yery anaemic condition 
and with early signs of subacute combined degeneration. 
The laboratory findings were: Hb, 33%; R.B.C., 1,300.000 ' 
1.27; M.D.R.C., 7.8 p (approx.) ; C.V., 
14%; M.C.V., ‘108 E; W.B.C., 3,800 per comm. The 
van den Bergh test showed a faint positive indirect’ re- 
action of 8 my. per litre. The test meal revealed no free’ 













“HC. i 
E F CRYSTALLINE | A AEE EEA 
8 ol% |5 |i VITAMIN Bg /Ņ\, Red Blood Celis = 
& = & ¡1O micrograms d Reticulocytes ==- 
518487]! i 
Ss fois]: ' 
57] 8 8 

E 40| 44 3 

6 3 

ea 
= œ jo 


DAYS 1 2 3 4 $5 6,7 8 F 


: Fig. 2—Chart of Case 2. 


wo 12 B 14 15 


a 


1 


1 
4 


ve 


~ Fa 


Jan. 27, 1951 


\ 


PERNICIOUS ANAEMIA TREATED WITH VITAMIN B,,d ` 


oye 


MEDICAL JOURNAL 165 


a a ete eee eee 


On July 31, 1 ml. (10 agò of vitamin B,.d was given 
intramuscularly ` ‘and an excellent response was obtained, 
the expected reticulocyte ‘count and the expected red cell 
total both being reached (Fig. 2). This result again showed 
that 10 xg. of vitamin Bid had masiman anti-anaemic- 
factor a f 


á Summary | . \ 
Two cases of pernicious: anaemia have. beai: successfully 
treated with vitamin B,,d in the very small. dosage of 10 ug. 
Both showed the anti-anaemic activity to be of’ the same 
order as that of crystalline vitamin B,,. 
In one case 10 xg. of vitamin B,.d gave the same response 


as 1 ml. of examen, having full anti-anaemic activity at that 
dosé level. 


The crystalline vitamin B,,d used in the’ treatment of the two - 
_ cases described above was supplied by Glaxo’ Laboratories tide 
to whom I wish to ‘express my thanks. ' 
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` ‘MUCUS CATHETERS* 
/ BY i 


MARK S. FRASER, M.B., Ch.B. M_R.C.P.Ed. 
Medical Registrar, Royal -A berdeen Hospital for Sick 
Children 
The removal of. mucus from the respiratory passages 
is a basic step in treating asphyxia of the newborn. 
Without a clear airway no success can be expected from; 
other methods of resuscitation. Relatively little atten- 
tion is often paid, however, to the means by which the ` 
air-passageg are to be cleared. Unsatisfactory instru- 
ments are widely used.’ A review of current methods, 
especially with reference to the risk of en the 

child, therefore seems overdue; x 
' | Historical Notes 
' Special tubes have long been used: for blowing into - 
babies’ throats. An early example was Pugh’s (1754) 
air pipé, “ made of a small common Wire, turned very 
close (In the Manner Wire-Springs are made) and 
covered with thin soft Leather.” ,Chaussier (1785) 
designed a metal tube’ for passage into the trachea. 
Quilis and the stems! of churchwarden pipes served the 
same ‘purpose. 

During the nineteenth century simple tubes of metal 
or rubber came into use for preliminary suction also. 
The chief patterns were the “ tracheal pipes ” of Blundell - 
(1834) and Chaussier, ‘The unpleasantness of sucking 
mucus into the mouth was soon recognized but long 
tolerated. Traps were indeed foreshadowed by Dewees. 
(1825), who wrote, “ ‘Might not a properly constructed 
syringe be highly useful “in removing the obstructing 
-micus ? ”, but no such instrument appeared until 1877. 
‘Tarnier then adopted the insufflator, operated by rubber 


bulb, which bears the name of Ribemont-Dessaignes / 


(1900): 
Champneys (1886, 1911) advised that the air-passages 


be cleared without suction, by tilting the child’s head ; 


back and blowing into the mouth. :The mucus, having 
gravitated towards the posterior nares, was thus expelled 
through the nose. “In rare cases,” he added, “it may 
be necessary to’ pass a catheter into the trachea. . If 
passed “34 in. (9:cm.) from the lips, it will. be below! 
the glottis ‘and above ‘the bifurcation of. the bronchi. 


*Based- on a paper read before the Scottish Paediatric Society 
on June 16; 1950. 
Ln i , \ 





* ‘present. 


The chest should be compressed with one hand'and the: 
operator should blow down the catheter, which will 
cause an up-draught in thé trachea and empty it of 
mucus.” - i 

A trap was added to the old tracheal pipe about 
1898, when Carton, of Dublin, invented his mucus 
catheter (FitzGibbon, .1923; no original description 
traced) with closed end and lateral apertures. Cowell's 
(1912) design was similar but had’ a terminal opening.~ 
These metal types, with the glass-bulbed patterns which | 
appeared after 1920, remain in common use in Britain. - 
In the United States, Dé Lee’s glass’ mucus trap has 
been psed i about 50 years: 


$ 


Methods of Removing Mucus 


Drainage by gravity, holding the baby up by the 
feet, is now considéred unwise in cases of severe 
asphyxia, .when intracranial haemorrhage may be 
The blowing method is likely to infect the 


child; Champneys (1886) himself quoted Reich's 


i accouñńt of an outbreak of tuberculous meningitis due 


to mouth-to-mouth insufflation by a phthisical midwife, 


` and ‘non-tuberculous infection is also important, ‘Suction 


may be applied’ by mouth, by rubber bulb, or by a 
Venturi tube operated by water, by a cylinder. of com- 
pressed gas! (Saher and Salt, 19A3), or by electric motor 
(Roberts, 1949), 

The electric and gas-cylinder devices are said to be 
effective, but are costly and not available in the home. 
The water suction pump is also confined to institutions 
and is inconvenient, involving long tubing and usually 
an assistant to stand by the tap. Excessive negative 
pressures, which may damage the child, must\be guarded 
against with these instruments. The recoil of a strong 
rubber bulb produces adequate negative pressure,’ but 
the tube must be removed from the throat, probably 
several times, to renew the vacuum. It is less convenient 
than mouth-suction. 

Of all methods, for convenience, simplicity, and 
accurate control, mouth-operated mucus catheters are 
still usually preferred. Their continued use, however, 
can be recommended only if they arè of effective design 
and properly used. , 


P Essential Features 
It is suggested that a mucus catheter must fulfil three 


conditions. 


1. It Must Have an Efficient Trap. —Many catheters 
are not fully protective. 
others the inlet is at the bottom’ of the trap ; then, when 
thin fluid’ partly fills the space, air is drawn through it: 
and froth is sucked up. One common pattern has no 
trap but consists of two rubber tubes with a glass con- 
nexion of equal diameter. Through this device mucus 
and meconium often reach the operator’s mouth, and 
it is remarkable that so many doctors and nurses tolerate 
it. Mucus, ag well as being unpleasant, may infect the 
attendant. 


2. The Tip Must be Soft and Flexible.——The infant’s 
mucous membrane is easily damaged, and the asphyxi- 
ated baby, if livid and hypertonic, or flaccid and lying 
head downwards on a slope, may lurch suddenly. 
Rubber, tubes should therefore a those of metal 


Or glass. i z 


3. It Must Not Infect the Child—A mucus catheter 
which becomes mocked is commonly ¢ cleared by blowing 


Some are too small. In -- 


i 
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and then used again : a dangerous practice, for the tube 
has become contaminated by organisms from the atten- 
dant’s throat. This risk of carrying infection to the 
child has only recently been emphasized (Munro Kerr 
and Chassar Moir, 1949; Ellis, 1950). 

How can the danger be elimmated? A plug of 
cotton-wool in the mucus trap is unsatisfactory, as it is 
easily clogged. Deflection of the air-stream by tubes 
within the trap is only a partial safeguard. Clearly, 
whenever the instrument becomes choked it should be 
laid aside and a fresh sterile one taken. At least three, 
therefore, should be boiled and placed ready at every 
confinement. “ The practice of blowing through a blocked 
mucus extractor is inexcusable” (Ellis, 1950). 

A further precaution is to use the mucus catheter with 
discretion It tends to be employed at every birth, 
without good reason and with needless repetition. Many 
babies, after all, need no help in clearing their airways. 
Premature and feeble infants, so prone to infection, call 
for particular care. 

A mucus catheter should also be simple, easily. 
cleaned, and cheap but not unduly ae and he trap 
should be transparent. ; 


Bacteriological Tests 


The object of the tests was to assess the danger of 
infecting the child and the protection afforded by differ- 
ent patterns of mucus trap. 


1. An operator with a healthy throat was selected. Five 
different types of mucus catheter and six samples of 1 ml. of 
broth were sterilized. A was the mucus catheter with no 
trap; B had a simple trap which did not deflect the air- 
stream ; the traps of C, D, and E thoroughly deflected the 
air-stream through them. With each catheter, 1 ml. of 
broth was sucked up and blown out three times, then incu- 
bated for 36 hours in a poured blood—agar plate. A control 
sample of broth was exposed to the air and similarly incu- 
bated. This series of tests was carried out on three separate 
days, and the following number of colonies of organisms 
grown is the average of the three occasions. 


Pattern Average No of Colonies 
` A. No trap Uncountable 
` B Sımple trap , aye 8 
C Experimental n kf 3 
D. Aberdeen d 3-5 - 
E Middlesex Hospital (large trap) 1t 
F Control 4 


In cultures A to E the organisms were mainly N. catar- 
rhalis, Str. viridans, and Staph. albus, with some haemolytic 
„streptococci, Staph. aureus, and diphtheroids. In the control 
cultures they were Staph. albus and diphtheroids. 


2. With an operator recovering from a heavy cold, similar 
tests were made. (A throat swab- produced on culture a 
profuse mixed growth of Str. haemolyticus and Str. viridans.) 
First, one short breath was blown through each mucus 
catheter on to a blood-agar plate. 


cia No. of Colonies After 24 Hours 
No Š . 6 Str, viridans; 2 contaminants 
Middlesex Hospital "| \ 1 Str. viridans; 2 contaminants 
Control plate yi 2 of contaminants 


l-ml. samples of broth were then sucked up and blown 
out twice with each instrument and incubated in poured 
blood-agar plates. 


Pattern No. of Colonies After 24 Hours 
No trap 9 haemolytic streptococci; 75 Str. viridans 
Middlesex Hospital.: 1 Str. viridans 
Aberdeen 1 Str. virtdane 
Control 1 contaminant 


3. Similar results were obtained in the labour ward. Mucus 
was repeatedly sucked from an infant’s throat with the same 
mucus catheter and each sample cultured separately. The 
serial cultures showed that wıth. repeated aspiration and 
blowing the contamination rapidly became heavy. Twelve 
babies were thus observed. 


Our conclusions are that the mucus catheter which 
has no trap is dangerous, that any trap reduces con- 
tamination from the attendant’s throat, and that no 
pattern of trap prevents it. ~ 


Pi 


i g A New Design 


` Jf the above criteria are accepted, many current types 

of mucus catheter must be regarded as obsolete. ‘To 
satisfy these criteria, the pattern illustrated has been 
developed at Aberdeen Maternity Hospital. 

The trap is of 
hardened glass. The 
rubber bung carries 
two glass tubes, one 
bent upon itself. The 
inlet tube projects 4 in. 
(1.25 cm.) into the 
trap, the outlet being 
flush with the bung. 
On each end is a 
length of rubber 
tubing, the upper tube 
being firm enough to 
make a mouthpiece 


= 2, wey” 


OE 


1 
t 
HE g 
li 
Š 
I 
1> 


unnecessary. The 
lower tube is smaller 
and softer, but not 


so thin-walled as to 
collapse readily. Fór 
ordinary use plain 
tubing is preferred to 
a narrow catheter 
with a lateral aper- | 
ture! Its‘ cut end 
has not been. found 
harmful, but the 
rounded tip of a 
Tectal tube can be substituted ‘if desired. Occasion- 
ally, when tracheal suction is needed, a thin tube 
can be attached by a tapered connexion of metal. (as 
illustrated) or glass. A Magill’s silk-web endotracheal 
tube, No. 4, or a rubber catheter may be used, according 
to the method of intubation. The combination may ' 
be employed for De Lee’s method of resuscitation, by 
intratracheal insufflation with the attendant’s breath (De 
Lee and Greenhill,. 1947). The force required is well 
stated in a detailed account by Mathieu and Holman ‘ 
(1929). It should, “ with the lips pursed to whistle, 
be felt on the wet finger about 34 to 4 in. (9 to 10 cm.) 
from the mouth,” and the operator should puff about - 
forty times a minute. This can be commended as an 
emergency measure only, to treat extreme asphyxia in 
domiciliary practice when the risk of infection must be 
subordinated to that of immediate death. In hospital 
practice, mechanical insnefistion with known pressure 
is -preferred. 

The Aberdeen mucus catheters is supplied by Archibald 
Young and Son, Ltd., 57-61, Forrest Road, Edinburgh, 
with the choice of a plain or rounded tip. 

The term “catheter” can be correctly used in this 
connexion, and is aia to the less pleasing 

“extractor,” “evacuator,” or “ aspirator.” 





Summary i 


A mucus catheter operated by mouth-suction is the most _ 


convenient means of clearing the throat of the newborn 
baby, but an efficient mucus trap must protect the user. 
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The danger of carrying infection to the child is 'demon- 


strated. After a mucus catheter has been blown through , 


it should never i replaced in the baby’s throat. 
Mucus catheters of effective design can be cheaply made 


of glass and rubber, and several should be provided at every 
delivery. 


I wish to thank Professor John cu and Professor Dugald 
Baird for advice and criticism; Dr. Lesie W. Fraser, lecturer 
in bacteriology, University of Aberdeen ; and Mr. William Cowie, 
technician, University of Aberdeen, who designed the mucus trap 
which was finally adopted. 
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CHRONIC RENAL DISEASE WITH 
SECONDARY HYPERPARATHYROIDISM 


BY 


D. G. B. RICHARDS, M.B., Ch.B, MRCP. 


Senior Registrar, Medical Unit, Queen Elizabeth Hospital, 
; Birmingham 


It is now well established that a close relationship exists 
between renal disease ànd parathyroid hyperfunction. 
Thus many cases of primary hyperparathyroidism show 
evidence of disturbed renal function, and, pathologically, 
calcium deposits in the kidneys are a feature. These 
may be intratubular, peritubular, or interstitial, and be 
accompanied by cellular infiltration and fibrosis. The 
usual result is interference with tubular function, lead- 
ing to urine of constant low specific gravity, polydipsia, 
and polyuria. The large amount of calcium excreted in 
the urne in this condition often results in renal calculus 
formation, and this may lead to obstruction or infection. 

However, the functional relationship between the 
kidneys and the parathyroid glands is a reciprocal one 
The subject is reviewed by Anderson (1939), Bergstrand 
(1921) noted the frequency with which parathyroid 


nlargement acompanied renal damage, and Gilmour. 


and Martin (1937), in an extensive statistical study, 
und the parathyroid glands to be of a higher mean 
weight in renal disease than in other disease groups. 
They also noted that the glands had a higher percentage 
of ‘parenchyma per unit of weight in renal disease than 
occurs normally. In rare instances of chronic renal 


‘ 


disease this hyperplasia may be sufficiently well marked 
to give rise to clinical manifestations of hyperthyroidism. 
In still fewer instances bone lesions similar in every 
respect to the osteitis fibrosa of primary hyperpara- 
thyroidism have been present. Such cases have been 
reported by Hubbard and Wentworth (1920-1), Albright 
et al. (1937), and Herbert et al. (1941). The renal lesion 
has varied from case to case. Chronic nephritis, chronic 
pyelonephritis, and polycystic disease have been de- 
scribed, but in all cases the renal insufficiency has been 
long-standing and severe. 

In children, as in adults, long-standing renal insuffi- 
ciency may lead to parathyroid hyperplasia and hyper- 


‘function. Langmead and Orr (1933) reported a case of 


renal rickets in which all four parathyroid glands were 
grossly enlarged and the histological changes in the 
bones. presented a composite picture of classical osteitis 
fibrosa and of true rickets. Gilmour (1947) found similar 
histological changes in the bones of seven out of eight 
subjects aged 3 to 17 years with chronic renal disease. 
In five of these the parathyroid glands were definitely 
hypertrophied. p 

Metastatıc calcification is an interesting phenomenon 
which has an undoubted association wıth both renal 
disease and hyperparathyroidism. In this condition 
calcium salts are deposited in previously normal tissues. 
In addition to the kidneys, the common sıtes of calcium 
deposition are the arterial walls, the heart, the mucous 
membrane of the stomach, and the skin and subcutaneous 
tissues (calcinosis). The condition may be~ eed 
experimentally in animals by overdosage path) - 
thyroid extract or with vitamin D. In—both instances 
deposition of calcium salts in the kidneys. may lead to 
severe renal impairment. Essentially the same patho- 
logical picture has been produced ia man by excessive 
administration of vitamin D. The association of meta- 
static calcification with renal-disease has excited much 
interest since the original description of the condition by 
Virchow (1855). He observed five cases, in all of which 
there was more or Jess severe nephritis. Four of these 
were accompanied. by destructive bone disease, but in 
one there were no demonstrable skeleta] changes. 
/ Barr (1932) stated that it was difficult to find cases 
of metastatic calcification in which a renal element could 
be excluded. Herbert et al. (1941) collected 19 cases of 
metastatic calcification from the literature, and 16 ‘of 
these were associated with gross renal disease. In 11 
of these 16 there was evidence ef-parathyroid hyper- 
plasia, and in only one case was parathyroid hyperplasia 
definitely excluded. InAtTee cases unassociat 
gross renal disease thé parathyroid glands wer 
Gilmour (1947) .;described three well- mar 
metastatic calcification occurring `i chr 
ease. In each of these there was. maKed on 
hyperplasia and the bone changes of rosteitis fibresa. 

In the case,of chronic nephritis reported below,” gross 
enlargement of the parathyroid pWariaswas found ip 
association with metastatic calci tion an, bone changes. 
of osteitis fibrosa. 


Case Re ie - 
The patient, a married woman ` aged44, gave a history of 
scarlet fever in childhood. If 1927/ at the;age of 22, she 
developed swelling of the face and legs, and was treated 
in hospital for three months as a case +f nephritis. She 
then remained well, and married in 1931. One year later 
a pregnancy was terminated because of persistent vomiting, 
and sterilization was performed by’ ligation and division of 
both Fallopian tubes. 
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She was first admitted to the Queen Elizabeth Hospital 
on January 23, 1949, for dental treatment. She had com- 


plained of lack of energy and poor appetite for the previous . 


few months, and on admission presented a “be typical 
`~ of advanced renal insufficiency. 

Examination revealed a thin woman with a “pale puffy 
face. ~ Hypertension (blood pressure 200/110) and cardiac 
enlargement were present. A rough systolic murmur was 
heard all over the praecordium, with maximal intensity at 
the apex. The urine was of constant! low specific gravity 
and contained albumin and granular casts. 

v The patient was discharged on February 15, only to be 
.feadmitted on September 16. She then complained of very 
severe pain in the toes of the right foot of three weeks’ 
“duration. Her gerieral condition had {deteriorated markedly 
` in the seven months since her previous admission, and there 
was now persistent vomiting and low urinary output. All 
five toes of the' right foot were cold, blue, and insensitive— 
the seat of a dry gangrene. Pulsations were absent from 
the popliteal, posterior tibial, and dorsalis pedis arteries 


of the right leg. The patient gave a history of intermittent’ 


claudication affecting both legs and growing steadily worse 
More recently similar pain pro- 
duced by exertion—for example, by combing the hair—and 
relieved by rest had occurred in the forearms. 


Gallop rhythm was audible over the praecordium, and 
the apical systolic murmur, heard first in January, 1949, 
was much rougher and was accompanied by a coarse 
' thrill. eee aaa 

A few days after admission the patient lapsed into coma 
and, with increasing nitrogen retention, died on September 25. 


Laboratory Data-~-A blood count on January 26 showed: 

My! cells, 3,180,000 per c.mm:; haemoglobin, 58% ‘(Hal- 

e); -colour index, 093; and on September 16: red cells, 
2,230,000 pêr c mm. ; haemoglobin, 42% (Haldane); colour 
index 0.94. .The blood urea was 158 mg. per 100 mi. on 
` January 28, 195 mg. on February 19, and 365 mg. on 
September 23. Tho), blood proteins on September 19 were 
` albumin 4 g.%, globulin 1.4 g.%. The serum calciim was 
10.9 mg. per 100 mh on September 20 and 13.3 mg. on 
September 23.’ The serum phosphorus (as, 
phosphate) was 8.7 mg. per 100 ml. on September 20. and 
11.9 mg. on September 23. On September 20 the plasma 
carbon-dioxide combining power was 30 volumes % and 
the plasma pH 7.36. ' à 


Radiological Investigations—A radiograph of the chest 
in January, 1949. showed cardiac enlargement and marked 
calcification in the aortic arch. In September, in_addition 
to these findings, a radiograph of the chest showed marked 
calcificution in the arteries of the thyroid axes and of the 
arteries in the lateral chest wall. There were-also heavy 
calcium deposits ir both lung fields, spreading out’ from 
the «bila. ° A radiograph .of the limbs on September 17 
showed heavy calcification of the arterial tree, involving 
ly the main vessels but also the finer. muscular 
The branches. of the comiron iliac arteries .were - 
iivolved. " < radiograph of the head showed calci- 
rin he- ae t ‘of the ophthalmic and. meningeal 
í There ?was diffuse mottling of the skull, giving an 
even’ * ground-giass ” appearance characteristic of osteitis 


fibrosa. The skeleton elsewhere was radiographically ' 
hofmal. 







\ 
yd 
rtem Examination 


8 car. out n September 26. The body was 
that of a middleaged woman ; weight 49.1 kg. 


Heart.—This was moderately enlarged owing to’ left 
ventricular hypertrophy (weight 385 g.) The aortic valve 
, Showed slight calcification, which appeared to have origin- 
' ated in the sinuses of Valsalva. The pulmonary and 

tricuspid: ‘valves were normal. ‘The mitral valve was heavily 
calcified’and there was an irregular mass of calcified material 
1.5 cm. in diameter at the junction of the cusps. The coron- 
ary. vessels showed a fine nodular calcification. 
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Aorta—Advańced atheroma with large calcified plaques 
was found immediately ‘above the commissure and in the 
region of the great vessels. Atheroma was less marked in 
the descending’ thoracic portion, but in the terminal 
abdominal aorta. calcification was vety marked. The lumen 
was slightly reduced and the wall almost devoid of elasticity. 
Histologically advanced medial and intimal degeneration 
with heavy calcification was present. 


Arteries—There was moderate calcification of the proxi- 
mal portion of the comimon iliacs. The external iliacs and 
proximal femorals were almost devoid of calcification. The 
subclavian arteries were calcified. Both ‘popliteals ‚were 
severely calcified. The right radial artery showed much 
calcification and recent thrombosis, Portions of the right 
femoral, left profunda femoris, left popliteal, digital, and 
basilar arteries were examined histologically. All showed 
advanced medial degeneration and fibrosis, and in many 
places degeneration of ‘the intima also, with fibroblastic’ 
proliferation and atheromatous changes.. In some of. the 
arteries—for example, the radial—there. was almost complete 
replacement of! the vessel wall by calcified material. In 
general, the calcification seemed to follow ‘degenerative 
changes in the arteries; and, broadly, was/most intense 
where degeneration was most advanced. 


Lungs.—There was partial .collapse of the bases of’ 
lobular distribution. Mucous bronchiolitis was present, but 
no consolidation. The walls of the, bronchi near the hilum 
were calcified. ' Histologically there. was massive calcifica- 
tion of the ‘bronchial’ cartilage, especially in the larger 
branches, But no vascular calcification. A few patches -of 
calcareous material were found in the’ alveoli. 


Kidneys.—Both were extremely small (total weight 125 
g.). The subcapsular surfaces were finely granular. The 
cortex was reduced i in Width but the vessels were not unduly 
prominent. Histologically, the' appearance conformed with 

“nephritis repens ” type 2 (Russell, 1929). In the main. the 
, calcium deposits were’ limited to the vessel walls, though 
‘there were occasional deposits in the fibrinoid glomerular’ 
tufts and in ‘the interstitium. 


ary 


Parathyroids.—Four large glands were found. Three ' 
were embedded in the substance ofthe thyroid gland. and- 


measured 10 by 8 mm.; 8.5 by 6 mm., and 9 by 6 mm. 
(estimated weight 382 mg., 195 mg. and 221 mg. respec- 
tively). The superior left parathyroid was found in its 
normal position and weighed 419 mg.! THe histology 
corresponded with Gilmour's type 4. The structure was 
compact and lobular, ‘wafer clear, and transitional cells 
predominated jover dark principal cells. There were 
numerous foci.of oxyphil cells and many areas of columnar- 
celled alveolar structure. -Arterioles-in the moet showed 
calcification. | 


Skeleton—The skull, shaft of femur, sernir -and ‘a 
portion of rib were examined. To the naked eye only tbe 
skull was abnormal. 
and “èasier to'cut than normal, Microscopically all, e 
WE y 
fibrosis around the ‘affected area—a picture typical: i of 
_osteitis fibrosa., In many places the process could be cl ly- 
shown to have started in the Haversian canals, with pr 
gressive enlargement of these as the bone was erodec’. 
Except in the skull, in which haemopoietic and adipose 
Marrow was absent, the marrow proper was but tate 
affected. There was only slight evidence of .osteop 
reaction, and the condition was evidently one of consid¢r- 
able activity and short duration. There was no eviden 


of rachitic changes. ; ! | 
u Discussion ] / 


The ‘essential features of this case of chronic nephriti 


were the gross enlargement of the parathyroid glanç ' 


-the bone changes of osteitis fibrosa, and the exte 
and widespread degeneration and calcification o 
arterial tree. ' This latter feature resulted in dimin| 

j 


t 
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ed 


It was definitely thickened, and softer , 
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blood supply and ischaemic: muscle pain in all four - 


limbs for many months before death. Finally, arterial 
narrowing led to vascular occlusion in the right leg, and 
this led to gangrene of the toes of the right foot. Heavy 
deposits of calcium in the mitral valve brought about 
stiffening of the cusps, and was presumably the cause ‘of 
a very rough systolic murmur and thrill. 

In this patient, as in other patients with renal hyper- 
parathyroidism, there-were marked phosphorus reten- 


tion and low plasma carbon dioxide combining power. ` 


The serum calcium was normal (10.9 mg. per 100 ml.) 
until two days before death, when it rose to 13.3 mg. 
According to Albright and Reifenstein (1948) a tendency 
to low serum calcium occurs as an adjustment to phos- 
phorus retention. Parathyroid hyperplasia takes place 
in response to the stimulus of this low calcium level. 
The increased production of parathyroid hormone leads 
to the mobilization of calcium from the bones and then 
the serum calciuin is raised to normal or higher from 
the earlier low level. The serum phosphorus, however, 
remains high, as the usual action of parathyroid hormone 
in producing a phosphorus diuresis cannot occur because 
of the renal disease. The blood and tissues now become 
over-saturated with calcium phosphate, and this may 
. lead to the precipitation of calcium salts in the tissues of 
the body. i 
Finally, it is interesting to note that ‘in this case three 
out of the four enlarged parathyroid glands were found 
embedded in the thyroid gland. This raises the possi- 
bility of difficulty in the surgical treatment of primary 
hyperparathyroidism in which an adenoma or one or 
more hyperplastic glands may be hidden in the sub- 
stance ‘of. the thyroid gland. However, this is not a 
common occurrence, and Norris (1947) records that out 
of 281 cases in which parathyroid adenomata were 
removed in the treatment of hyperparathyroidism the 
tumour was found within the thyroid gland in only nine 
instances. 
3 Summary 
The relationship between chronic renal disease and para- 
thyroid hyperfunction is discussed and the hterature is 
reviewed, . with “special reference to the occurrence of 
metastatic calcification and osteitis fibrosa. : 
A case is reported of chronic nephritis with parathyroid 
hyperplasia, showing widespread arterial calcification and 
‘the bone changes of osteitis: fibrosa. f 


I wish to thank Professor W, Melville Amott for permission to 
publish this case, Professor J. W. Orr for the pathological report, 
and both for their criticism and help. 
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CRYOGLOBULINAEMIA IN MULTIPLE 
MYELOMATOSIS 


BY 


A. N. BLADES, MLB., B.S. 


Assistant Pathologist, Royal Sussex County Hospital, , 
Brighton 


This article describes an unsuspected case of multiple 
myelomatosis in which the diagnosis was first suggested 
by the accidental finding of ‘cryoglobulinaemia. This 
term, proposed by Lerner and Watson (1947), means 
literally “cold globulin in the blood,” and implies the 
presence in the plasma of a globulin which precipitates 
or solidifies on cooling. In the recorded cases this 
usually took place at about 30° C., and it may produce 
partial or complete solidification of the blood. The 
phenomenon 1s reversible on warming to 37° C., and the 
changes may be repeated indefinitely, although the 

occur slowly. i 


I have been able to trace about a dozen cases in the 
literature. Rorvik (1950) gives a review of nine of these, 
with a tenth case report; Shapiro, Ross, and Moore 
(1943) reported a case which showed the essential 
features, although they did not use this name ; and Hill, - 
Dunlop, and Mulligan (1949) described a case. In most 
cases the primary disease is multiple myelomatosis, but 
there is evidence to, show that such globulins are also 
found in endocarditis Jenta (Lerner and Watson, 1947), 
in humans and dogs with kala-azar, im nephrosis 
(Wertheimer and Stein, 1944), and in infective arthritis 
(Rörvik, 1950). 

Case Report . 


A retired gardener aged 64 was admitted to hospital on 
January 4, 1950, for a skin condition—phrynoderma—which 
subsequently proved to be due to vitamin-A deficiency. He 
had had this complaint a year previously, and had been 
cured by the administration of vitamins; he admitted that 
he had had a very deficient diet, and his plasma showed a 
deficiency of vitamin A. At the time of admission, however, 
he felt well except for this'complaint. 

On January 12 blood was taken into a Wintrobe oxalate 
bottle for a blood count. This showed an anaemia (60%), 
with a normal colour index, a normal white cell count and 
distribution, and a corrected sedimentation rate of 22 mm./ 
hour (haematocrit 28%). The haematologist stated: “ The 
red cells show a marked tendency to auto-agglutination, 
with a very rapid sedimentation rate. There is also an 
unusual phenomenon, spontaneous clotting in an oxalate 
bottle after one to two hours on the bench.” The protein 
constitution of the blooé was queried on this account. On 
the following day I went to the ward to obtain venous 
blood to investigate the plasma proteins, using a syringe - 
sterilized in the laboratary, and therefore cold. The veins 
were prominent, but only a few drops of blood were 
obtained before the flow ceased. A large needle boiled up 
in the ward was substituted and 30 ml. of blood was readily 
obtained. The significance of the temperature difference 
between the two needles was not appreciated at the time. 
The blood was placed in the incubator (37° C,), and the 
serum separated: off in the usual way. By Harrison’s (1949) 
method, using 27.79% ammonium sulphate for the precipita- 
tion of globulin, and biuret estimation, the serum proteins 
were: albumin, 3.8 g.%; globulin, 8.2 g.% ; total, 12 9.%. 

It was then observed that the serum had solidified on the 
bench. This suggested that the clotting referred to by the. 
haematologist and the blocking of the first needle were in 


* fact processes of solidification due to cooling. Investigation 


showed that the serum set slowly into a soft solid white 
opaque mass at 22° C., and melted into a normal clear 


r 


170 JAN. 27, 1951 CRYOGLOBULINAEMIA IN 


N 


J ( 
MULTIPLE MYELOMATOSIS 


BRITISH 
MEDICAL JOURNAL 





pale-yellow serum at 30° C. This change could be repeated 
indefinitely. When a drop was allowed to cool on a slde 
a mass of small burp-like crystalline deposits separated, the 
individual mass being composed of fine needle-like crystals 
arranged radially, These disappeared again on warming. 

Since such high globulin figures are found in only a few 
conditions—commonly sarcoidosis, kala-azar, and myeloma 
—and there was nothing to indicate the first two, investiga- 
tions were put in hand to confirm the third. Radiographs of 
the skeleton showed a generalized osteoporosis without any 
localized defects. Bence-Jones protein was not found in the 
urine at this or any other tıme, though a slight albuminuria 
was constant. The serum calcium was 11.2 mg. and the 
uric acid 2.9 mg. per 100 ml. It is of interest to note that 
the thymol turbidity test of Maclagan (1947) gave a result of 
1 unit, since the gamma globulin was afterwards shown to be 
high. Sternal puncture was next performed; this decided 
the diagnosis, showing a great preponderance of plasma-type 
myeloma celis. The patient died on February 28. 

Necropsy.—The bones showed the expected changes; the 
clots in the vessels were particularly opaque and tenacious, 
a feature on which von Bonsdorff et al. (1938) remark. 
Sections of the bone marrow showed the most extensive 
deposits of plasmocytoma, and sections of blood clot the 
same crystalline masses as those referred to above. Death 
was due to bronchopneumonia. 

The original serum was now further investigated. Because 
of the white colour of the solid serum, the total ether- 
extractable matter was estimated. It proved to be 1.1 9.% 
against 1.5 g.% in pooled normal serum, suggesting that 
there was no excess of fat. Next the proteins were fraction-, 
ated (see Table), using the method of Kibrick and Blonstein 








1 Patient’s Serum Average of 6 Normal 
(4) Persons (g. %) 

T2. 
43 ` 
29 

, 10 

0-9 

1-0 








(1948), which gives results close to those obtained by 
electrophoresis. The estimation was completed by the 
method of Gornall, Bardawill, and David (1949). The 
normal figures were obtained from six normal people, and 
showed close agreement among themselves. 


Discussion 


The case described did not present any of the clinical 
features that have been directly attributed to cryoglo- 
bulinaemia. The case of Rörvik (1950) showed bleeding 
and ulceration of the ears and limbs, particularly follow- 
ing exposure to cold ; that of Hanson and Faber (1947) 
had Raynaud’s syndrome ; that of Wintrobe and Buell 
(1933) had retinal thrombosis and Raynaud’s syndrome ; 
one of Lerner and Watson’s cases (1947) had purpura ; 
and in this connexion it is interesting to note that 
Waldenström (1944) collected seven cases of “ purpura 
hyperglobulinemica,” two of which, while they did not 
have cold precipitable globulins, had uveoparotitis, a 
feature of sarcoidosis. 

Von Bonsdorff et al. (1938), who described one of the 
earliest cases of cryoglobulinaemia, made the following 
observations on the sérum in their case: (1) clumps 
formed spontaneously in Hayem’s solution ;“ (2) the 
serum agglutinated both its own and other red cells; 
(3) clot retraction’ was incomplete and slow; (4) the 
serum separated into two layers, the lower third being 
turbid and containing needle-like crystals ; (5) the total 
protein was 9-10 g., with a raised globulin; (6) the 
molecular weight of the crystalline protein was about 


- hs 


200,000 ; and (7) the Takata—Ara and formol-gel tests 
were positive. In my case very rapid sedimentation. 
with clumping of the red blood cells took place. Clot 
retraction was poor on the bench, but normal in the 


` 37° C. incubator, a feature which Rörvik also noticed. 


Separation into layers i is a point which several authors 
have remarked upon. It varies in degree, ‘sometimes 
the whole volume becoming solid and depositing 
crystals, as ın my case and in Rorvik’s, and sometimes 


‘only a layer being deposited, as in the cases of Wintrobe 


and Buell, von Bonsdorff et al, and Hill et al. The 
small quantities of cryoglobulin to be expected in the 
infectious diseases may be discovered only after pro- 
longed observation in the icebox. 
Nature of the Abnormal Protein 

The method of choice in separating and classifying 
proteins at present is electrophoresis. By this method 
Adams et al. (1949) have examined the sera of 41 cases 
of myelomatosis; they found sometimes an excess of 
gamma globulin, sometimes of beta globulin, sometimes 
of an intermediate fraction, and sometimes no abnor- 
mality. Kekwick (1940), in five cases, found three 
with an excess of gamma globulin and one with excess 
of beta globulin. Liidin (1947) reports,two cases with 
a rise in the alpha fraction. Gutman et al. (1941), using 
Howe’s method, found all combinations of level of 
‘euglobulin and the pseudoglobulins in myelomatosis, but 
„assert that in all the other diseases in which hyper- 
globulinaemia occurs. the excess protein is solely 
euglobulin. In my case, by the method of Kibrick 
and Blonstein (1948), the excess protein fell in the 


‘ gamma fraction, and in four cases of cryoglobulinaemia 


which have been examined by electrophoresis (Rörvik) 
the protein was in each instance a euglobulin falling into 
the gamma fraction. 

The crystals in the present case were needle-shaped, 
as in all the cther recorded instances except that of 
von Bonsdorft, in which ‘some were boat-shaped. 
Needle-like crystals have been found in the plasma cells 
in a case of myeloma (Steinmann, 1949) and also flat 
plates (Neumann, 1949). ‘Sikl (1949) found flat plates 
in the kidneys. None of these was observed in the 
present case. ‘ - 


: Summary 
A case of multiple myelomatosis is reported in which the 
diagnosis was suggested by the finding of cryoglobulinaemia. 
The nature of the abnormal protein in this condition is 
discussed. 


My thanks are due to Dr. E. Colin Jones for permission to 
report this case and to Dr, L. R. Janes for laboratory facilities. 
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Faecal Fistula and' Bilateral 
Strangulated Hernia in an Infant 


` Strangulated inguinal hernia in an infant does not occur 
very often. The following case report presents unusual 
features and is worthy of record. i 


+ 


CASE REPORT 


A Portuguese male child, aged 7 weeks and weighing 6 1b. 
(2.7 kg.), was brovght to hospital with the following history: 
He was born prematurely after seven months’ gestation, 
weighing 34 Ib. (1.6 kg.). Shortly after birth an umbilical 
hernia and an absent testis on the left side were noticed, 

-/Ten days before admission to hospital a tender red swell-. 
ing, which was considered to be cellulitis of unknown 
origin, developed in the left groin. It was treated with 
systemic penicillin and hot compresses and appeared to 
settle down, but after a week it became more obvious,’ 
The day before admission a small white bleb appeared on 
the scrotum. This burst and: discharged faeces but no pus.- 
Throughout these 10 days the child had, been reasonably 
well, with no vomiting, and the bowels had opened regularly. 

On éxamination the patient was fairly well and had no 
evidence of dehydration. A largé’red swelling was present 
in the left groin extending down into the left scrotum. At 
the lowest point in the scrotum a small opening discharged 
yellow semi-solid faeces. The abdomen was not distended. 
There was an umbilical hernia about 14 in. (3.8 cm.) in 

- diameter. A diagnosis was made of a strangulated hernia 
of the Littré or Richter type. . 


Operation—Under ethyl chloride and open ether anaes- 
thesia, an incision was made over the upper part of the 
swelling. 
could not be defined. The hernial sac was identified and 
opened. An attempt was made to withdraw the contents 
from the sac. These were found to consist of caecum and 
the appendix. The distal end of the caecum was adherent 
and part of the wall had sloughed. The appendix was not 
strangulated. The contents were separated from the sac, 
the caecal wall was repaired in two layers, the hernial sac 
closed, the abdominal wall repaired with nylon mattress 
sutures, and’ the scrotum drained. The child ‘stood the 
operation well. 

Feeding was resumed as soon as possible, 1 oz. (28 ml.) of 


half-strength milk being given every two hours, alternating - 


with glucose water, two-hourly. “Aureomycin,” 125 mg., 
was given four-hourly in a teaspoonful of condensed milk. 
The child made an uninterrupted recovery. The stitches 
were removed on the tenth day, by which time the scrotal 
wound was healed, and he was discharged from hospital 14 
days after admission. Three weeks later the patient was 
readmitted with a strangulated right inguinal hernia, which 
was successfully treated immediately. The umbilical hernia 
was repaired at the same time to prevent a third crisis. 


This case is of interest, for it presents an example of 
intestinal malrotation, with the caecum and appendix 
appearing in a left-sided hernial sac. It is also of interest 
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All tissues were very oedematous and the layers , 


because the child remained so well during his 10-day 
illness despite the fact that part of the intestine had 
become strangulated and had actually sloughed, pro- 
ducing a faecal fistula. 


Francis E. Stock, F.R.CS., 


Professor of Surgery, University of , 
f i Hong Kong. 


Unusually High Blood Sugar 
in a Boy” | 


Noteworthy features in the following case were an 
unusually high blood glucose concentration, -eventual 
stabilization on 5 units of insulin daily, and maintenance 
of good progress for more than three years. 
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Case REPORT 


The patient, a boy aged 8, an only child whose birth was 
normal of normal parents, was underdeveloped, weighing 
only 36 Ib. (16.3 kg.). He had seemed tired and listless for 
two or three months,_and recently frequency of micturition 
and some thirst but no polyuria had occurred. There had 
been no apparent loss of weight, and the chief trouble had _ 
been “colds” and septic teeth, for which sulphathiazole 
(4 g.) had been given on the day before admission. 

He was admitted to hospital on January 15, 1947, in pro- 
found diabetic coma of 42 hours’ duration. Dehydration 
was pronounced, acetone was detectable in the breath, his 
blood pressure (by palpation) was extremely Jow, tempera- 
ture 94° F. (34.4° C.), respirations 28, and pulse 132. Urine, 
by catheter, gave strongly positive reactions for glucose and 
acetone. The blood glucose concentration was 1,076 mg. 
per 100 ml. by Folin-Wu micro-technique using unlaked 
blood—Herbert and Bourne’s method (Harrison, 1937a) ; 
carbon-dioxide-combining power was 10 ml. of CO, per 
100 ml. plasma by Van Slyke’s volumetric technique 
(Harrison, 1937b). 

Treatment was begun with 20 units of soluble insulin 
half-hourly, continuous intravenous 5% glucose in saline, 
and 10 g. glucose, with 5 g. sodium bicarbonate given hourly 
by stomach tube. .In the first 20 hours the patient received 
820 units insulin, 380 g. glucose, 100 g. sodium bicarbonate, 
‘and 3,600 ml. intravenous saline, but the blood glucose 
concentration persisted at a level well over 1,200 mg. per 
100 mii and reached the value of 2,100 mg. per 100 ml. at 
the 16th hour. ; 

Despite persistence of gross hyperglycaemia, similar treat 
ment was continued to the 23rd hour, when it was changed 
to 20 units insulin three-hourly ; later it was varied to 10 
units two-hourly.- Glucose, 10 g., was continued hourly by 
mouth, and intravenous glucose in saline was continued up 
to the 30th hour, when! the child regained consciousness at 
a blood glucose concentration of 226 mg. per 100 ml. and 
carbon-dioxide-combining power of 100 ml. CO, per 100 ml. 
plasma. In all, from the 20th to the 44th hour, he received 
240 units insulin and 340 g. glucose ; during that period the 
blood glucose concentration diminished rapidly, reaching 
70 mg. per 100 mi. at the 36th hour. 

In the next six days, while 20 units insulin twice daily 
was continued and glucose feeding was gradually replaced : 
by a 1,200-calorie diet, blood glucose concentrations varied 
between 91 and 188 mg. per 100 ml. A sudden rise of 
blood glucose to 500 mg. per 100 mi. was met by increasing 
the insulin to 26 units twice daily. Contrary to expecta- 
tions at this time, the patient showed marked sensitivity to 
insulin, and two days later develéped hypoglycaemic coma, 
with blood glucose 31 mg. per 100 ml. The dose of insulin 
was promptly reduced to 15 units, then to 5 units twice 
daily, and this last dosage was maintained for 25 days while 
the diet was built up to 2.000 calories. The patient then 
appeared to be well stabilized and a glucose tolerance test 
(25 g. oral) showed: fasting, 138 mg. per 100 ml. blood 
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(glycosuria 1%); 4 hour, 157 mg. (1%); 14 hours, 273 mg. 
(2%); 24 hours, 220 mg. (5%). Insulin was then reduced 
to 5 units once daily, and the patient was discharged 44 days 
after admission. 

Since then, good progress has been maintained and he 
has been supervised for more than three years. Soluble 
insulin therapy was changed to globin insulin (8 units once 
daily), with appropriate diet for a child aged 11 years, height 
48 in. (122 cm.), and weight 56 lb. (25.4 kg.). There have 
been no relapses. 


COMMENT 


Joslin et al. (1946) reported a blood glucose concen- 
tration of 1,680 mg. per 100 ml. in a patient who 
recovered. The maximum recorded value in a patient 
who recovered appears to be 1,850 mg. per 100 ml. 
(Dillon and Dyer, 1935). A value of 2,060 mg. per 
100 ml. was found by Lawrence (1934) in a patient two 
hours after 40 units of insulin had been given; this 
patient died. 

Our patient, after receiving 660 units insulin and 
320 g. glucose in 16 hours, attained a blood glucose con- 
centration of 2,100 mg. per 100 ml. ; this was at 2 a.m. 
Assuming that the “active volume of tissue‘fluid ” was 
initially 0.5 that of the body weight, and allowing for 
the admunistration of nearly 3 litres of intravenous saline, 
calculations show that more than half the glucose 
administered had already been disposed of up to this 
time. In the next few hours, continued treatment rapidly 
restored the blood (and tissue fluid) glucose concentration 
to normal. ` : 


We wish to thank Miss E. Radovitch, formerly house-physician, 
for her co-operation, and Dr. H. L. Milles, under whose care 
the patient was admitted, for his help and encouragement in 
preparing this memorandum. 


P. C. Meyer, M.B., B.S., D.CP., 
Formerly Assistant Pathologist. 

-~ H B. Sart, M.Sc., A.R.LC., 
Biochemust. 


Royal Infirmary, Worcester. 
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Unusually High Blood Sugar 
j ` in an Adult 


The following case illustrates well that ketosis is the real 
enemy in diabetic coma, and that frequent blood-sugar 
estimations are essential. 


CASE REPORT 


A‘woman aged 67 was admitted to hospital unconscious 
on December 16, 1949, soon after midday. She was well 
known in the local diabetic clinic, being usually well stabi- 
lized. When seen in June, 1949, she was on a diet contain- 
ing 150 g. of carbohydrate and having 26 units of soluble 
insulin, plus 8 units of protamine-zinc insulin each morning. 
She had failed to keep subsequent appointments, but her 
urine record up to December 14 showed mainly green tests. 
Her history included a perirenal abscess opened three years 
previously, and occasional attacks of urinary infection. 


MEDICAL MEMORANDA 
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The patient had spent the previous day in Worthing, and 
had developed extreme frequency of micturition there. She 
came back that night, and knew no more until she woke up 
in hospital. She had almost certainly had no insulin op 
the 16th. 

At 1.30 p.m. blood was taken, a fast-running normal saline 
intravenous drip was set up, and 50 units of soluble insulin 
were given intramuscularly. “When I first saw her, at 
1.45 p.m., she was deeply stuporous, but could appreciate 
stimuli. Her temperature was 97° F. (36.1° C.), pulse 80, 
and respirations 22. There was not a strong smell of acetone 
and the respiratory movements were not deep and mechani- 
cal. She was not flushed, but the eyeball tension was 
lowered. ' 

At 4 p.m. it was reported that the blood sugar had been 
2.000 mg. per 100 ml. at 1.30 p.m., so 100 more uhits of 
soluble insulin were given intramuscularly and 20 units intra- 
venously. The pathologist, Dr. J. McMurray, checked this 
amazing figure on the same specimen of blood and made it 
1,980 mg. At 6 p.m, the blood sugar was 1,020 mg. per 
100 mL . 

About 7 p.m. the intravenous drip stopped after she had 
had 1,500 ml. and had taken 16 oz. (454 ml.) by mouth. 
Owing to other emergencies, and the very difficult state of 
her veins, it was not started again until about 9.30 p.m. 
By this time she was conscious but still restless. On this 
occasion 4.3% glucose in N/5 saline was used. At 9.30 p.m. 
the blood, sugar was 50 mg. per 100 mil. ; this was reported 
by 10 p.m., and 4 ml. of 25% glucose solution was given 
into another vein (with great difficulty) and 30 g. of glucose 
by mouth. A further 30 g. of glucose was given at 11 p. m. 
by mouth. ` 

From then on the patient made steady progress. A radjo- 
graph of her chest was normal, but a catheter specimen of 
urine grew a heavy growth of Bact. coli. It was rendered 
sterile after a course of “ sulphatriad.” She was discharged 
on January 10, 1950, on her usual 150-g. carbohydrate diet 
and insulin, 34 units soluble, plus 16 units P.-Z. 

The recorded urine tests (catheter) during the critical 
period were as follows, 


Urine Tests During Critical , Period ` 









16/12,49; 
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COMMENT 


` This patient’s good fortune lay in the comparatively 
slight degree of ketosis, which was apparent at once in 
her condition, and was borne out by the rapid disappear- 
ance of ketone bodies from the urine. This occurred 
in spite of the break in giving intravenous fluids. She 
responded very rapidly to insulin despite the very high 
blood sugar. 
checked, and the 4-p m. specimen was also high although 
she was responding excellently to treatment. One 
wonders if the unusual sensitivity to insulin at such a 
high blood sugar and the failure to attain thé expected 
degree of ketosis were related. 


I am indebted to Dr. E. J. Glynn for permission to describe this 
case, which he asked me to see, and to Dr. J. McMurray for 
the blood-sugar estimations. . 

H. S. Bropriss, D.M, 


Physician in charge of Diabetic Clinic, 
Hastings Group of Hospitals. 
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‘ORTHOPAEDIC SURGERY / 


Molim Trends in preas Edited by Sir Harry 

Platt, M.D.. M.S., F.R.C.S. (Pp. 497; 222 figures. 

joan posee ls. 6d.) London: Butterworth and Co. 
This book is an important edition to the literature 
of orthopaedic surgery in this; country. The editor's 
contribution—a short chapter on the evolution and 
scope of modern orthopaedics—reflects his wide know- 
ledge of teaching and training both at home and abroad. 
The next 13 chapters are a series of essays by authorita- 
tive contributors on problems in which advances are 
occurring or have been recently consolidated, and they 
make fascinating reading. Though each author has 
treated his subject in his own characteristic way, the 
essays fall broadly into two classes—creeds and reviews. 
The best example of a statement of personal belief comes 
in the second chapter from John Charnley’s vigorous 
writing on fracture treatment, with the emphasis on, 
mechanical principles and the biology of callus. Entirely 
different in approach is the review of the bone dys- 
trophies by H. Jackson Burrows in the last and longest 
chapter of 70-odd pages, and it is masterly. 

The intermediate text varies considerably in style, 
but there is hardly a dull page. How refreshing it is, 


` for instance, to read the blunt opmions of D. LI. 


Griffiths on certain vascular, lesions: “ The, best advice 
in such circumstances is still the old one, that the 6-hour 
tourniquet should be amputated off”; or again: “The 
facile diagnosis df costoclavicular compression is never- 
theless. being made far too often, and upon two diag- 
nostic features which are both certainly fallacious.” 
G. R. Girdlestone’s experience of tuberculosis of bone 
and joint, Ronald Furlong’s vignettes of tendon injuries, 
and H. Osmond-Clarke’s bird’s-eye view of the scoliosis 
problem make other chapters full of general interest. 
So much for the text, but what of the illustrations ? 
Truly the salt of this book hath lost his savour, for 
hardly any of the radiographs retain their original detail. 
This may not matter so much in the chapter on scoliosis, 
but, when it comes to tumours of bone, injuries of the 


: spine, and the vagaries of callus formation,. tht defi- 


ciencies of the blocks are only too apparent. Until this 
technical fault is corrected-——a matter surely of no diffi- 
culty in a country which has good reason to be proud 
of its medical illustration—this work will not win its full 
credit. Nevertheless, no orthopaedic surgeon should 
miss reading it, and the postgraduate student will be 
grateful for many of the chapters. 

; K. I. NISSEN. 


HASTENING EVOLUTION ; 


The a of Scientific Investigation. By Professor 
W. I Beveridge. (Pp. 171. 10s. 6d.) London: 
William gemia 1950. 


This book, which is written by an active research 


_ worker, is one of the most fascinating I have read for 


a long time, for the author discusses not only research 
but mental processes in general. C. S. Lewis once said 
to me, referring to a world-famous scientist, “I can’t 
understand how X came to be so famous, he always 
seems to me so stupid.” C, S. Lewis is the author of 
the Screwtape Letters and similar books, in which reason 
and logic are used with great ingenuity, but the plain 
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fact is that this is not the way by which scientific 
knowledge advances, ‘The virtue of Beveridge’s book 
is that it explodes the myth of the austere scientist 
working by the cold light of reason and shows that 
successful research is largely a matter of chance and 
empiricism.’ Reason has a vital part’ to play in check- 
ing ideas and results, but very little in their production. 
Research, in fact, is one of the creative arts, and one 


is almost tempted to call it the acceleration of evolution.’ ` 


After discussing trdining and preparation for scientific 
work and the experimental method, Beveridge under- 
lines the part played by chance and misconception in 
successful discovery and the role of the imagination and 


‘intuition. This is followed by.chapters on the strategy - 


of research and observation. Beveridge suggests that 
the discovery of a new technique is at least as meri- 
torious as the discovery of a new fact or a new generali- 
zation. In these days, when the training of the, young 
worker is long and the middle-aged are soon overtaken 


` by routine duties and administration, it is well to be 


shown once again that one of the most important con- 
ditions for creative work is freedom from other prob- 
lems or interests competing for attention. Indeed, time 
is essential in research, as W. B. Cannon pointed out. 
“The investigator may be made to dwell in a garret, he 
may be forced to live on crusts and wear dilapidated clothes, 
he may be deprived of social recognition, but if he has time, 


_ he can steadfastly devote himself to research. Take away 


his free time and he is utterly destroyed as a contributor to 
_knowledge.” 

As a matter of history, Pierpont Morgan said that he 
could do a year’s work in nine months, but not in a 
year, a long time before the similar remark attributed 


- here to Simon: Flexner, and Pierpont Morgan did a lot 


of important work in his time. 
i i L. J. Wrrrs. 


CONGENITAL HEART DISEASE 


Congenital Heart Disease. By James W. Brown, M.D. 
ond.), ‘F.R.C.P. Second edition. (Pp. 344; 128 
gures. £1 10s.) London: Staples Press. 1950. 

The first edition of this book (1939) was very well 
received both in this country and abroad, and until 
Taussig’s volume was published in 1947 it had no com- 
petitor. Dr. Brown now gives us a second edition, 
much extended and revised. This too will be wel- 
comed, and it deserves even higher praise than the 
first. Erudition and simplicity are harmoniously wedded, 
and more than 700 references are incorporated in the 
text without detracting from its fluency. The develop- 
ment of the heart and great vessels, always a difficult 
subject, has been particularly well handled, and embryo- 
logical errors resulting in the common anomalies are 
clearly described. There is also a good discussion on 
the various factors that may be responsible for such 
errors. , 
The author's practical experience of congenital hert 
disease both at the bedside and in the post-mortem 
room is probably unique in this country, and it forms 
the basis of his book. Few will criticize him for stand- 
ing firmly on his own ground. It is indeed remarkable 
that a work on this subject can command such respect 
without paying homage to modern techniques: thus, | 
there is not a single angiocardiogram among the 
illustrations; there is very little information about 
physiological data obtained by means of cardiac 
catheterization ; and electrocardiograms show only the 
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three conventional leads. But what may be lost by 
these omissions is made up by a wealth of other 
material ;-and it is just these riches, which Dr. Brown 
has so ably presented for us, and which’ might so 


easily have been lost, that make the book so valuable, 


Students of congenital heart disease may take issue 
with him over a number of clinical and physiological 
details, but this is inevitable in any rapidly advancing 
subject, What is more certain is that any such student 
will have to buy the book, for he will need to refer 


to it. often. PauL Woop. 


SEX ANATOMY 


Human Sex Anatomy. By Robert Latou Dickinson, 
M.D., F.A.C.S. A Topographical Hand Atlas. Second 
edition. Medical Aspect of Human Fertility Series 
issued by the National Committee on Maternal Health, 

(Pp. 145 text, 175 plates ; illustrated. £3 16s. 6d.) 
PNA Baillière, Tindall and Cox. 1949. 


The first edition of this book, which appeared in 1933,’ 
has been widely quoted. More data and illustrations 
are now added. The text comprises only 130 pages 
and, even if not everywhere up to date, includes some 


interesting information not easily obtained elsewhere.” 


There is also a useful bibliography. 

The greater space (175 pages) is devoted to detailed 
illustrations of the\male and female genitalia under 
different physiological circumstances, and variations in 
their anatomy according to sexual practices. Some of 
the plates are exceptionally good, and it would be diffi- 
cult to find their equals. They are clearly based on 
close observations and careful records of large numbers 
of men and women. In places, however, it is difficult 
not to question whether the work does not represent 
misplaced energy and enthusiasm. None will gainsay 
the author’s contention that knowledge of the sex act 
is important to marital harmony, but do the exact 
dimensions of the phallus, or its angle of erection, 
merit such careful study and delineation? Does it 
serve any useful purpose to devote several pages to 
illustrations of the detailed relations of the male and 
female genitalia under the conditions of coitus in 
different postures? The place fọr this book is the 
reference library rather than the dining-room shelf. 

» T. N. A. JEFFCOATE- 


ROCHESTER MEDICAL CENTRE 


The Quarter Century. A review of the first 25 years, ,' 


1925-50. School of Medicine and Dentistry, Stron 

Memorial Hospital, Rocheste: Municipal Hospital. 

(Pp. 144; illustrated. Price not stated.) Rochester, 

New York: University \of Rochester. 1950. i 
The Rochester medical centre was founded in 1920 on 
the initiative of the General Education Board of the 
Rockefeller Foundation. Inquiries had convinced the 
board that another first-class medical school was needed 
in the western part of New York State, and Rochester 
was chosen as its seat because it alfeady possessed a 
university of high standing founded in 1850. 
medical school was built and endowed mainly through 
the generosity of Mr. George Eastman and the General 
Education Board. The associated teaching hospital 
was provided by the two daughters of Mr. and Mrs. 
H. A. Strong, and the city of Rochester later built its 
municipal hospital on university land. The school was 
opened to medical students in 1925; in dentistry only 
postgraduates are accepted. 

The organization of the centre was entrusted to a 
pathologist, Dr. G. H. Whipple, who still retains his 
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original appointments as dean of the school and pro- 
fessor of pathology. A pupil of Welch and Osler at 
the Johns Hopkins, he soon gathered round him an able - 
group of professors, largely Hopkins men. From the 
start it was decided to aim at the closest possible co- 
operation between clinical and non-clinical departments 
in. both teaching and research, for this reason the 
medical school, teaching hospital, ‘and municipal hospital 
were housed in a single large building with centralized 
services. 

This book, edited by a committee under the chair- 
manship of Professor W. O. Fenn, is described as a 
“family document,” and appropriately contains many. 
portraits and other photographs. The history of the 
centre is described by the dean, and the teaching hospital 
by its director. The growth and work of the depart- 
ments, including one of atomic energy, are outlined by 
the various professors. These essays are of much more 
than “family ” interest ; they give a fascinating account 


of medical progress during the past twenty-five years , 


and together constitute a valuable and stimulating contri- 
bution to medical education. All concerned had to 


enter on their work with nothing but a vision of what - 


a’modern medical school should be; if there was any 
` failure, there were no predecessors to blame. -This book 
shows that there has been no need of scapegoats : 
fidelity to the concept of medicine as a single science 
has been extraordinarily fruitful in both teaching and 
research The school is producing good doctors ; this 
is not surprising, for the teachers are investigators who 
have already made it one of the leading medical research 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


Fifty Years of Medicine. A Symposium from the British 
Medical Journal. (Pp. 330 15s.) London: British Medical 
Association. 1950 ‘ 


Advances tn Internal Medicine. Edited, by W. Dock, M.D. 
and I. Snapper, M.D. Vol. 4. (Pp. 549. _ $10.) Chicago : Year 
Book Publishers 1950. 


Diagnostic Procedures and Reagents. “Edited by R. S. 


Muckenfuss, M.D. 3rd ed. (Pp. 589. $6.) New York: 

American Public Health Association. 1950. 

Methods in Medical Research. Edited by R. W. Gerard, 

M.D., Ph.D. Vol, 3. (Pp. 312. $7.) Chicago: Year Book 

Publishers. 1950. 

Die Praxis der Modernen Narkose. By Dr. x. Moser.. 
1951. 


(Pp. 195. $5.70) Vienna: Wilhelm Maudrich. 


Sesiones Dermatologicas en Homenaje al Professor Luis E. 
Pierini. (Pp. 521. No price.) Buenos Aires: Año del 
Libertador General san Martin 1950. 








The second edition of Professor John Caffey’s Pediatric 
X-ray Diagnosis (Chicago: Year Book Publishers, Inc. 
London: H. K. Lewis and Co. $22.50 or £8 9s.) has 
been extensively revised and expanded. An increase of ' 
nearly 400 new figures brings the total to over 1,000-— 
often. with more than one x-ray photograph in each ill eae 
tion. The result is a valuable atlas in which the n 
is discussed before pathological variations are set out. 
The text contains useful and critical comments, and the 
bibliographies at the end of the sections are an important 
part of the book. It is beautifully printed, and obviously 
must have been expensive to produce. Even so, the price 
seems high—and higher still for British purchasers, 
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THE OLD MINISTER AND THE NEW 


Mr. Aneurin Bevan did his best to make himself dis- 
liked by the medical profession, and, by and large, 


he succeeded. Fromthe point of view of the Govern- , 


ment he had the requisite measure of political adroit- 
ness to put on the Statute Book Acts which revolu- 
tionized the practice of medicine. In this, of course, 
he was assisted by the fact that some-suth reform was 
approved by all political parties and by the fact that 
the B.M.A. had supported the idea,of a comprehen- 


` sive medical, service for 100% of the population. 


Mr. Bevan, unfortunately, never rose above being a 
clever politician, and at critical moments failed to 


become the statesman who should reconcile conflict- 


ing interests and tgy to understand the other man’s 
point of view. He was too much the prima donna 
who wanted to astound the political theatre with his 
rhetorical brilliance. The medical profession will not 
easily forget his vicious attack onvit in the House of 
Commons in the early part of 1948, nor his attempts 


to sow discord between general practitioners and- 


consultants, nor his rudeness in negotiation. More 
especially has the medical profession resented -his 
delaying tactics in avoiding giving general practi- 
tioners a fair deal under the terms of the Spens recom- 
mendations. His continued evasion of. this problem 
has brought things to such a pitch that general prac- 
titioners are now seriously making plans for with- 
drawal from service if their proper claims are not 
realistically investigated and met. Apart from all 
this, the National Health Service has as yet failed 


‘in its main object—to bring the full resources of 


medicine within immediate reach of the whole popu- 
lation. It is true that certain obstacles have been 
in the way, such as the shortage of nurses and beds, 
shortage of materials and labour for the reconstruc- 
tion of hospitals, confusion over the part to be played 
by health centres ever if they could be built. But the 


economics of the Service have got completely out’ 


of control,-and the administrative machine is creaking 
loudly. “As ‘a consequence there is widespread dis- 
satisfaction in the medical profession and among the 
general public. No wonder Mr. Bevan was anxious 
to be transferred to another, ministerial post. 

Mr. H. Marquand, his successor, has an unenviable 
task. It is at all events satisfactory that he i is a 


Minister of Health and not a Minister of Housing as 


well, although the transfer to the Minister of Town 
and Country Planning of housing and of responsi- 
bilities in relation’ to ‘local government will during 
the transition period dislocate the work of the 
Health Ministry. Mr. Marquand has a distinguished 
academic record as a historian and as an economist, 


and comes into his new office from the Ministry of - 


Pensions, having previously been Secretary for Over- 
seas Trade and Paymaster-General.” The first thing 
we.may hope for is an improved relationship between 
the new Minister and the medical profession. Doctors 
will be the first to recognize that Mr. Marquand has 
come into a doubtful inheritance, but will, we believe, 
be prepared to work with him in an attempt to solve 
the enormous problems ahead so long as he deals 


with the profession as a body of responsible persons _ 
anxious to do efficiently the work for which they have , 


been trained.’ The establishment by the B.M.A. of a 
General-Practice Review Committee underlines what 
is the crucial issue in medicine to-day. Another sign 
of this is the appointment by the Central Health 
Services Council of a committee to study general 
practice under the N.H.S. The general practitioner 
is tired of being called the backbone of the profes- 
sion and treated as the tail-piece. Whatever may 
be the internal difficulties of the Ministry of Health 
as a result of the reorganization of its work, and 
though the new Minister must have time to learn 
-his new job, these facts must not be allowed to hold 
up nce ‘more a thorough review of the general 
practitioner’s claims. Apart from anything else, 
Mr. Marquand’s first task is to secure a contented 


profession so that whatever other difficulties may 


exist doctors will tackle them with a good will and 
even, perhaps, with enthusiasm. 
[i 





THE By GROUP OF VITAMINS © 


In the opening pages of this issue Dr. E. Lester Smith 
brings up to date the account of vitamin B,, which 
he gave in this Journal a little over a year ago. 1 He 
now reviews recent chemical and biological work on 
„the vitamin obtained in crystalline form from the 
liver, and on two other closely related crystallize red 
substances, vitamins B,,c and B,,d, obtained from 
the liquors in which the mould Streptomyces griseus 
had been grown. Partition chromatography has made 
the isolation of these substances possible, and dif- 
ferences in chromatographic behaviour have also 
helped in distinguishing between them—for example, 


_ between vitamin B,,d, obtained from S. griseus, and 


vitamin B,,b, another, red factor obtainable from 
liver and similar to B,,. In addition, a characteristic 
pattern of light absorption distinguishes the B,, group 


x 


__ Dr. Smith gives in his article. 


jugation of the pteroylglutamic acid. 
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of pigments. Vitamin B,,b has the same absorption 
spectrum as the B,.d pigment from S. griseus, but the 
spectrum of B,,c from the same mould is different. 
Differences in the form of the bacterial colonies grown 
are observed when ‘these various B,, liver vitamins 
are added as microbiological growth factors to the 
test culture media. Dr. Smith indicates that the 
members of the B,, group probably possess 
small intramolecular differences, whereas the natur- 
ally occurring members of the folic-acid group differ 
among themselves ‘only in the peptide side chain, 
especially by different degrees of polyglutamyl con- 
_A_ notable 
feature of the structure of vitamin B,, has recently 


_ emerged, several groups of workers showing that a 


cyanide group is co-ordinated with the cobalt atom. 


© Vitamin, B,,b, which is chemically more reactive, 


has no cyanide group, and may ‘be identical with 
vitamin B,,@, obtained by the reduction of B,,. That 
the presence of the cyanide group does not confer 
toxicity on vitamin B,, was clearly demonstrated by 
American workers,? who observed no untoward effect 
in mice after the injection of enormous doses of 
the substance. The,complexity of the vitamin B,, 
molecule is illustrated by the partial formula which 
The largest component 
of the molecule of the vitamin is a red nitrogenous 
acid in which the cobalt is found, but ‘which is still 
of unknown structure. There is recent evidence that 
the cobalt atom is also co-ordinated with the benz-- 
iminazole ring.* The natural importance of amino- 
alcohols has long been realized in such compounds 
as choline, lecithin, and sphingosine, and it is interest- 
ing that 1-amino-2-propanol occurs in vitamin B,,. 
Although it is very probable that vitamin B,, is 
not restricted to the erythropoietic tissues in its action 
and is required by growing tissues generally, its special 
functions are largely unknown. There is evidence 
that it is concerned with transmethylation ‘reactions, 
and perhaps with the availability of sulphydry} 
groups. When certain micro-organisms are cultured 
anaerobically vitamin B,, is not necessary for their 
growth. The evidence from microbiological work in 
particular suggests a connexion between the actions 
of folic acid and vitamin B,, in the building-up of 
precursors for nucleic-acid formation. The B,, group 
may act in parallel as co-enzymes in the synthesis of 
pyrimidines and purines. Hardly any direct evi- 
dence exists at present linking requirements for these 


‘vitamins with special cellular processes in higher 
lain Ace 8 


. *Brnk,N G, 


1 British Medical Journal, 1949,'2. 1367. See also leading article on p. 1397. 
etal Sience, 1950, 112, 354 


* Beaven, V „etal, JP Pharmacol , 1950 
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-å British Medical Journal, 1950, 2, 585. Sce also leading article on p 612 


E Ibid., 1950, 2. 905, 908, 911 (with Childs, G A), and 915. See also 
S. C.. Lancet, 1942, 2, 275. 
o Betash Medical Journal 1949, 2, 1370. 
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organisms, but in the case of human megaloblastic 


anaemias certain fundamental assumptions are receiv- ' 


ing added support. In previous issues of this Journal 
Hall* and Ungley® have put forward evidence that 
vitamin B,, may well be the extrinsic factor of Castle, 
and that in pernicious anaemia in particular failure 
of production of the intrinsic factor is an‘ essential 


. feature of the disease. 


Three papers in this issue discuss. the clinical 
response to treatment with vitamins of the B,, group. 
Dr. J. N. Marshall Chalmers-(page 161) reports the 
results of his studies on the haemopoietic action in 
cases of pernicious anaemia of the two crystalline 
Streptomyces vitamins, B,,c and B,,d. Single 
injections of vitamin B,,c were effective in all 
of nine* patients treated, and similar results were 
obtained in the patients treated with Vitamin B,,d. 
Haemopoietic responses were measured by the gain 
in erythrocytes in 15 days.’ Dr. G. C. K. Reid 
(page 164) has also treated two cases of pernicious 
anaemia with crystalline vitamin B,,d, obtaining 
haematological responses to single intramuscular 
doses of only 10 g. Dr. C. C. Ungley (page 152} 
very thoroughly investigated thes responses of 24 
patients with pernicious anaemia to single doses 
of vitamin B,,c, graded logarithmically from 10 
to 160 pg. He found rather wide individual vari- 
ation, similar to that observed when vitamin B,, 
is given in comparable doses. However, when mean 
responses to a given dose of vitamin B,,c were com- 
pared with the mean expected response’- from a 
similar dose of vitamin~B,, the agreement was very 
good, and the average difference between observed’ 
and expected response exceeded the standard error 
of the difference in only one group, that receiving the 
smallest dose (10’yzg.). In the whole series the most. 
consistent responses were obtained with the fairly high 
doses of 40 pg. and over. Maintenance therapy was 
successfully carried out with fortnightly doses of 
10 yg. in 20 patients, who showed no definite signs 


-of neurological complications for periods up to nine” 


months. Vitamin B,,, in doses of usually 40-80 yg. 
a week, was given to six patients with subacute com- 
bined degeneration of the cord and to eight with 
paraesthesiae-;, the results suggested an action similar 


to that of vitamin B,, in slowing or arresting the 


changes in the nervous system. 


These observers all agree that their results, inso. 


far as their patients have been followed to date, indi- 
cate close similarity in haemopoietic activity between 
liver vitamin B,, and the vitamins B,,c and B,.d 
from Streptomyces griseus. 


vitamin B,,b also indicates a like ‘activity. Apart 


from its relevance to the study of haemopoiesis, this. 
similarity in action of closely related vitamins from. 


American work on. 


` 
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recruitment of loudness was characteristically not 
present at all, and the’ intelligibility for amplified 
speech rose proportionally with the amplification : 
the type of response, in fact, was more like:that found 
in conduction deafness. In a number of cases, how- 
ever, some degree of recruitment occurred, which the 
authors considered to be due to degeneration of the 


hair cells secondary to disturbance of the cochlear 


blood supply by tumour pressure. Though the prin- 
ciples which underlie the use of these tests are still not 
well understood, they should prove useful in elucida- 
ting the anatomical basis of nerve deafness.  / 





‘ OPHTHALMOLOGISTS’ FEES © 


When the Minister of Health cut the sight-testing fee 
of ophthalmic medical practitioners on April 1, 1949, 
from 31s. 6d. a case to 25s., an assurance’ was given 
that it would be appropriately readjusted in accordance 
with the findings of a working party to be set up. At 
the time this seemed to be a reasonable assurance and 
was expressed as a promise that seemed likely to-be 
kept. But, as the record of subsequent negotiations in 
this week’s Supplement shows, the Ministry has made 
a new and even lower offer—this time of 20s.—based 
on different calculations. A special meeting of the 
Ophthalmic Group Committee of the B.M.A. is to be 
held on February 9, and meanwhile ophthalmic medical 
practitioners throughout the country will hold meetings 
to discuss what advice to give to their representatives. 

The original fee of 31s. 6d., which was given on the 
supposition that the ‘time given to a patient was half an 
hour on the average, was cut because the Ministry, after 
making some limited inquiries, believed the time to be 
about 24 minutes a case. The Minister then promised 
that “if the proposed investigation should reveal that 
the reduction is not fully justified an appropriate adjust- 
ment would be made in the fee subsequently fixed.” 
The investigation was duly carried out by a working 
party under Mr. W. Penman and reported in March, 
1950.2 The result of it was to show that the average 


time, together with certain adjustments, taken in sight - 


tests was 27.4 minutes. This conclusion was considered 
by the working party to be statistically sound, and the 
_ Ministry has not challenged it on those grounds, though 
by one minor alteration it! has made the time 27.1 
minutes. There is in fact'a good case for saying that 
the average time of 30 minutes is about right, for the 
remaining 2.9 minutes is often taken up by patients 
arriving late for appointments, telephone calls, and other 
delays and duties not included in the working party’s 
survey. The Minister would have been expected there- 
fore to restore retrospectively the fee to 31s. 6d. in view 
of the promise he had made, or at least to 28s. 3d. to 
accord with the findings of the working party. 
When negotiations started again the ophthalmic medi- 
- cal practitioners’ representatives had to concede to the 
Ministry that there were other relevant factors besides 
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the average time taken for sight-testing, and one of these 
is the remuneration received by S.H.M.O.s and consul- 
tants in the hospital service, which had not been finally 
fixed ‘when the ophthalmic medical practitioners’ fees 
were originally agreed. In other words, it was agreed 
that it would be anomalous if ophthalmic medical prac- 
titioners in the supplementary ophthalmic service could 
earn more than consultants in ophthalmology in the hos- 
pitals. Various offers were made and rejected, and 
finally certain factors were agreed that ought to be 
taken into consideration in fixing the fee. These included 
the time of 27.1 minutes a case and the remuneration of 
officers with. comparable clinical responsibilities in the 
hospital eye service. The Ministry then offered £1, and 


_ emphasized that it could not pay a higher fee in view 


of the need for economy in the social services. 

The dismaying result of all these negotiations is there- 
fore that ophthalmic medical practitioners have been ' 
entirely misled by the Minister of Health on what figure ~ 
their’ fees are to be fixed at. It might be agreed that 
the remuneration was initially too high in comparison 
with that obtainable in similar branches of medicine, 
yet-the Minister led these practitioners to believe that 
any adjustment to be made would be based only on 
working time. When his own, calculations were dis- 
proved by the working party, and his promise of 
readjustment was on record, ophthalmic medical 
practitioners expected that their fees would return 
to the same or nearly the same figure. Instead, an offer 
is made to reduce them. Practitioners will now consider 
whether the final offer is equitable ; the committee con- 
siders it is the best that can be obtained by negotiation. 
The manner in which it has been arrived at leaves little 
cause for surprise that there is so much disquiet among 
doctors in the Health Service. 


l 


FALLING DIPHTHERIA MORTALITY 


The mortality from diphtheria, like that from other 
infectious diseases of childhood, has been declining in 
England and Wales since the beginning of the century. 
It is generally accepted that the very large fall in diph- 
theria mortality during the past decade has been due to 
the immunization campaign, though some maintain that, 
over the last/50 years, the mortality from diphtheria is - 
not very different from the decline in scarlet-fever mor- 
tality or the mortality from’ whooping-cough or measles, 


- and there has been no immunization campaign for these 


diseases. 

Dr. W.P. D. Logan fas discussed! this problem and 
compared the’ mortality curve of diphtheria with the 
mortality curves of these other diséases. He fitted curves 


_to the quinquennial death rates per million living at ages 


under 15 from 1866 to 1940 for each. of the four 
diseases. He then extrapolated the curves to 1949. Up 
to 1940 the curves gave a good description of mortality 
from these diseases. Thereafter the mortality ‘curve 
from whooping-cough in 1941-9 closely agreed with the 
extrapolated curve; this agreement shows that the rate 
of decline has not been disturbed since 1940. The 


oy 
1 Med. Offr, 1950, 84, 217. 
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widely separated natural sources has an important 
bearing on the general problem of growth tacions and 
cellular metabolism. 





NEW TESTS FOR HEARING 
The classification of the causes of loss of hearing have 
long depended on the tuning-fork tests of Weber, 
Rinne, and'Schwabach. ‘The introduction of pure- 
tone audiometry made possible a more precise assess- 
ment of the degree of hearing loss and proved of some 
value when used as a qualitative test. Hitherto the 
audiometer has been-used to ‘determine the lowest 
level at which the subject can hear pure tones—in 


other words, the threshold of hearing—by air conduc- 


tion through the external auditory meatus and by 
bone conduction of the tone through the mastoid pro- 
cess. Advances in radio engineering have made it 
possible td calibrate the loudness of amplified speech 
in physical units, and the application of this, new 
knowledge to the problems of deafness has resulted 
in the new test of speech audiometry. The use of 
pure-tone threshold audiometry to determine the hear- 
ing loss by air and bone conduction, and the relation 
between the hearing by air and bone conduction, 
offers some guide to the type of deafness. While it 
was often possible to place the site of deafness in 
either the conductive mechanism of the middle ear 
or in the perceptive mechanism of the cochlea and 
central connexions to the higher centres (so-called 
nerve deafness), contradictory or doubtful results were 
common, and later investigations often proved that 
earlier assumptions based on pure-tone threshold 


audiometry were wrong. One limitation in particu- ` 


lar bas long been apparent—namely, that while nerve 
deafness may be diagnosable by the old criteria it has 
not,been possible to go further and say what particu- 
lar components of the perceptive mechanism have 
been affected, and in what way. 

Two new tests for hearing—the “loudness recruit- 
ment test” and the “ intelligibility test for amplified 


speech ”—have recently been discussed by Dix, Hall- ' 


pike, and Hood.* The former test was devised origi- 
nally by Fowler? and is based on the conception of 
the recruitment phenomenon. In a case of pure con- 
. duction deafness, when the lesion is limited to the 
middle: ear—the scarring after infective otitis media 
is an example—sound entering the meatus has to 
pass through a defective conducting mechanism and 
loses an undue proportion of its energy in its passage 
through the middle ear. “Once it reaches the organ 
of Corti, because it is reacting on a normal end-organ, 
it causes a normal, though diminished, stimulus in 
the auditory nerve. Increasing the loudness of the 


sound entering the meatus will cause a proportional 
increase in the stimulus in the auditory nerve. When 
the lesion causing the loss of hearing is confined to 
the organ of Corti, sound will reach the cochlea with 
little loss of energy, but the defective end-organ will 
fail to give a normal stimulus. If the intensity of 
the sound is low it will, as in the case of a conductive 
lesion, cause an abnormally weak stimulus. When 
the intensity of the sound entering the ear is increased 
it is found that the stimulus arising in the auditory 
tract is no longer proportional but increases at a 
greater rate—that is, recruitment has occurred. For 
example, when one ear only is deafened and exhibits 
the phenomenon of recruitment, the other ear being 
normal, at low intensities there will be a difference 
between the energy values of’pure tones which cause 
a sensation of equal loudness in both ears, whereas at 
high intensities a sensation of equal loudness will 
result in both ears from sounds of equal, or nearly 
equal, intensity. An extreme example of this is found 
in the elderly deaf patient who, unable to hear a con- 
versation when spoken in a quiet voice, will protest 
that he is being shouted at when the speaker raises 


his voice a little. . The intelligibility test for amplified’ 


speech is based on the recognition that in nerve deaf- 
ness, as assessed by the old criteria, inability to hear 


. speech tends to be out of proportion to the threshold 


sensitivity to sound. In other words, while these 
patients hear the sounds of speech, their capacity to 
understand them is disappointingly low. With con- 
ductive deafness this disproportion between hearing 
and understanding is not present : if the sounds of 


~ 


speech can be made to reach the cochlea at all, they ` 


are in general well understood. It has come to be 
recognized that restoration of intelligibility—for in- 
stance, by means of hearing-aids—tends to be unsatis- 
factory in patients with nerve deafness but is generally 
very successful in patients with conduction deafness. 

The validity of these beliefs was confirmed in the 
course of work carried out by Dix, Hallpike, and 
Hood on behalf of the Electro-acoustics Committee 
of the Medical Research Council, using the methods 


described in the committee’s report. When submit- 


ting patients to the loudness recruitment and intelli- 
gibility for amplified speech tests, they found that if 
the site of the lesion was in the organ of Corti, as in 
Méniére’s disease, recruitment of loudness was the 
tule, but intelligibility to speech did not rise in pro- 
portion to its degree of amplification. In fact, ampli- 
fication above a certain level resulted in diminished 
intelligibility im’ some cases. When the lesion was in 
the nerve fibrils, as in cases of auditory neuroma, 
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another. The sudden appearance of influenza of the 
same antigenic type over a wide geographical area at the 
same time makes this idea of spread unlikely, though it 
is undoubtedly important in local extension from the 
primary focus. The appearance of influenza in Europe 
this winter at four focal points—Scandinavia, Great 
Britain, Northern Ireland, and Northern Spain—none of 
which was seriously affected by the 1949 epidemic, is 
of particular interest. What happens to the virus in the 
inter-epidemic period is another puzzling question. The 
World Influenza Centre at the National Institute for 
Medical Research has many difficult problems to tackle, 
but a study of the last two European epidemics may 
provide some of the answers to these questions. One 
informative report has already been published.! 


ACETYLCHOLINE AND CARDIAC MUSCLE 


The close relation between acetylcholine and the con- 
traction of skeletal muscle became widely known as 
the result of the work of Dale and his colleagues? 3 
16 years ago, when they demonstrated that the nerve 
impulse excited the muscle through the liberation of 
this substance. Recently new facts have come to light 
about the action of acetylcholine on cardiac muscle— 
an action which at first sight seems totally different from 
that on skeletal muscle, for acetylcholine, when liberated 
at vagal nerve endings or directly applied to the heart, 
slows the rate and diminishes the amplitude of contrac- 
tion. Various workers, of whom the first was Sachs,* 
have observed that acetylcholine in low concentrations 
has sometimes the opposite effect, and McDowall,’ 
among these, also found that in the presence of atropine 
acetylcholine stimulated the heart. Burn and Vane® 
observed that if the isolated auricles of the rabbit heart 
were exposed to the action of proguanil the contractions 
were gradually arrested, but they began again when 
acetylcholine was applied. A demonstration of- the 
stimulant action of acetylcholine in the absence of other 
drugs was finally obtained by Billbring and Burn,’ who 
showed that when the isolated rabbit auricles were 
allowed to beat until they stopped after 24 to 30 hours 
the addition of acetylcholine caused them to beat again, 
and further additions increased the contractions until the 
beat was fully re-established. i 

Thus the existence of two actions of acetylcholine on 
cardiac muscle has been proved, and the contrast between 
the stimulant action on skeletal muscle and the inhibi- 
tory action on cardiac muscle is no longer so com- 
plete. Other observations have also helped to remove 
obscurities, It has been shown that the auricles of the 
tabbit contain an enzyme which is capable of trans- 
forming choline into acetylcholine,’ and which is pre- 
served when the auricles are converted to a dry powder 
by mincing and grinding in acetone. The amount, of 
acetylcholine synthesized by a given weight óf the 
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powder can be measured, and this amount has been 
found to vary according to the activity of the auricles 
When the auricles are freshly removed frorn the rabbit, 
and highly active, the amount of acetylcholine synthe- 
sized is large, but when they have ceased to beat after 
isolation for 30 hours the amount is small. Further, 
when the auricles have been stimulated by acetylcholine 
to resume beating, the amount ọf acetylcholine synthe- 
sized is again high. Addition of acetylcholine to the 
powder affects this process of synthesis just as it affects 
the activity of the contracting auricles in the bath: it 
depresses the power of synthesis possessed by powder 
made from fresh auricles and it augments that power 
in powder made from auricles which have ceased to beat. 

These observations afford strong evidence that the 
contractions of auricular muscle are proportional in 
amplitude o the amount of acetylcholine synthesized. 
If this is true it seems possible that acetylcholine syn- 
thesized in the auricular tissue may be responsible for 
exciting the contraction in the same way as it excites the 
contraction in skeletal muscle when liberated by the 
motor nerve. 


MAN-EATING SHARKS 


Records of shark attacks in Australian waters date back 
to 1793, and in an interesting paper Coppleson? has re- 
viewed the accounts published during the past 30 years. 
Four to five attacks on an average are reported annually 
around the Australian coast, half of these being in pearl 
divers, the remainder in pleasure bathers. More than 
half of the attacks on bathers are made in the surf, most 
of the rest in mvers or harbours, but a few in the open 
sea. The old myth that sharks do not attack dead bodies 
has been completely exploded, and stories about their 
digestive powers have also proved unfounded. Well- 
recognizable limbs have been recovered from the achlor- 
hydric shark's stomach several weeks after ingestion. 
Not unnaturally the attacks mostly occur in the warm 
months of the year—between November and April. 


1 


The great majority of the incidents are in the after- 


noon hours, between 3 and 6 o'clock, and it is usually 
the solitary bather who is attacked either in deep or 


shalldw water. There appears to be no common factor ` 


in weather, tide, or type of water. Wounds caused by 
sharks vary from amputation of a limb (a femur can 
be cleanly bitten through) to abrasions, The latter are 
usually due to the shark’s rough hide, while the fin can 
readily: cause deep lacerations. Of the last 74 cases 
reported, 51 of the-victims have died. All but seven of 
these reached or were brought to the shore. There are 
many varieties of sharks found around the Australian 
coast—35 species have been identified off the New South 
Wales coast alone—but probably not more than three 
of these have been definitely proved to be “ man-eaters ” 
—the white shark, the whaler, and the tiger. Coppleson 
discusses the value of “meshing” as a prophylactic 
method, and he points out in conclusion that though 
the injuries concerned are indeed horrible, and occur 
mainly in a healthy group of the population, the risks 
to the individual bather are minimal. 


1 Med. J Aust , 1950, 2, 680 
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* mortality rates for measles after 1940 were consider- 
ably lower than the theoretical ones obtained from the 
extrapolated curve ; in 1948 and 1949 the observed death 
rates of 23 and 30 per million were about half the 
“expected values. The mortality trends of both scarlet 
fever and diphtheria departed considerably during 
1941-9 from the expected trends-given by the extra- 
polated curves; the observed death rates from both 
diseases have declined further and further below the 
calculated values. In 1949 the death rate from scarlet 
fever (1.4 per million) was only ‘one-tenth, and the 
death rate from diphtheria (7.1 per million) only one- 
twenty-second, of the values expected from the pro- 
jection of the earlier mortality trends. 
` But the similarity of the recent trends of scarlet fever 
and diphtheria was not due to similar’ causes. For 
the, incidence of notified cases of scarlet fever fell. by 
11% between 1938-40 and 1949, while the incidence of 
notified cases of “diphtheria fell by 91%. The fall in 


the -death ‘rate from scarlet fever has therefore been ` 


due to a decreased fatality'rate and not to a decreased 
" incidence, whereas the fall in the diphtheria death rate 
has been due to a tremendous fall in the incidence of 
notified cases as -well as to a reduction in fatality. 

In 1950 the numbers of notified cases and of deaths 
from diphtheria in England and Wales continued the 
downward trend: the numbers of notified cases in 1948, 
1949, and 1950 were 7,903, 4,929, and 2,858; these 
numbers are 75%, 62%, and 58% of the numbers 
recorded in each preceding year. Deaths in the 126 
great towns fell in the five years ato 50 as follows : 
258, 130, 100, 51, 27. , 


HOPE FOR REGISTRARS 


A statement on the future of registrars which has been. 
agreed between the Joint Committee and the Ministry . 
of Health appears in the Supplement .at page 24, 
together with a summary of the Joint Committee’s 
views on the problem. 


publication of the circular proposing to cut their num- 
` bers drastically. In particular, it states that “ there is 
no intention of immediately displacing any registrar 
whose services are required by the hospital, whether 
in an existing appointment or as a replacement.” 
Registrars who feared immediate dismissal will find 
some comfort in the’ assurance that the reduction in 
numbers—and some reduction ‘is apparently necessary 
—is to be spread over at least 12 months, and the actual 
number of registrars needed in the hospital service is 
to be reviewed in the light of inquiries by medical teams 
throughout the country. 

The Joint Committee is to be congratulated on the 
speed with which it has rectified what looked’ like being 
a grave administrative blunder of Mr. Bevan’s. Hos- 
pital boards are now considering what establishments 
they require to provide adequate services in their areas, 
and the Joint Committee will no doubt continue to 
watch closely the Ministry’s attitude to any proposals 
the boards make and to represent vigorously the needs 
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FALLING DIPHTHERIA MORTALITY 


It goes some way to allaying ` 
much of the anxiety that registrars have felt since the 


ca eo 
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both of the hospital services and of those who work 
them. The Ministry, for its part has promised” that it 
does not intend to dictate arbitrary establishments, to 
hospital boards. 


INFLUENZA IN EUROPE ` 


The choice of influenza\as the subject for discussion at 
the first scientific meeting of the. Section of General ` 
Practice, at the Royal Society of Medicine (reported 
on page 186), could hardly have been more appropriate, 
for no section of the profession is more conscious of 
the presence of influenza in our midst than the general 
practitioner. The. first news of the present epidemic 
came from Sweden last Atgust: localized outbreaks 


_ were reported due to virus A prime—an antigenic vari- 


ant of virus A first recognized in the U.S.A. and in 
Europe in 1947. Though related to virus A, it has cer- 
tain characteristics which distinguish it from previously 
isolated A strains such as PR8. After a lull of 2-3 
months influenza reappeared in Sweden in November~ 
and spread rapidly throughout the country, extending 
into Norway and Denmark. It made its first appear- 
ance in Great Britain in Tyneside at Christmas and 


shortly afterwards appeared in Northern Ireland ; and f 


in Merseyside. More recently'influenza has been -re- 
ported from Northern. Spain, Northern France, and 
the Low Countries, Belgium in~xparticular. In this 
country the disease has reached epidemic proportions 
in the north-east and north-west, but, although at the 


time of writing there is a definite prevalence with a ` 


mounting incidence in the south, the epidemic has so 
far remained- remarkably localized. The deaths certi- 
fied from influenza in the 126 great towns of the country 
in the last few weeks have been 54, 102, 458, and 890 
(the week ending January 13). This is a steep rise com- 
pared with any influenza epidemic since 1929. Notifica- 
tions and deaths from pneumonia` have also“ increased 
sharply, particularly in the north-west, though no infor-~ 
mation about the organism responsible is yet available. 
The clinical characteristics of the epidemic appear to be 
the same as in past years: the infectivity is high, out 
the deaths are mainly among older patients: 

Virus A prime has been isolated in several areas both 
in this country and on the Continent. Britain has been 
comparatively free from influenza due to virus A since ` 
1943. There were localized outbreaks in 1947 and in 
1949; the extensive’ epidemic in Europe in ‘the latter 
year started in Sardinia in 1948 and bpread throughout 
the Continent from Italy to Iceland, but hardly affected 
this country or Scandinavia.1 We in Great Britain 
looked once again with gratitude on the English 
Channel, but rather doubted whether the full story 
of our apparent immunity lay in this precious stretch 
of- water. Much of Europe is thus experiencing its 
second extensive epidemic in two years and Great 
Britain the first for seven years. 

It used to be thought that influenza -travelled round 
the world, the disease spreading from one country to 
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Pathology 


The discovery of the haemolytic streptococcus as 
the cause of scarlet fever also provided a basis for 
the present-day conception of the “pathogenesis of the 
disease. The streptococcus is now regarded as having 
two main pathological activities—a pyogenic and a toxi- 
genic. When recognizable infection occurs pyogenic 
acuvities produce inflammation at the site of implanta- 
tion, usually the fauces and nasopharynx, while as a 
result of the toxin-producing activities an exotoxin ts 
liberated into the blood stream and causes a general 


toxaemia which shows itself by the occurrence of the 
erythematous rash. 7 


At any stage from the earliest part of the acute 
eruptive phase until convalescence is well advanced the 
pyogenic properties of the organism may display them- 
selves and by lymphatic spread set up such septic compli- 
cations as acute otitis media and cervical adenitis. To 
account for such complications as rheumatism and 
` nephritis, complications which may follow all strepto- 
coccal infections of the upper respiratory tract, various 
explanations have been advanced, some believing that 
they may be the result of sensitization following infec- 
tion, and others ascribing them to the release of, as yet, 
undifferentiated toxins. So far as pyogenic complica- 
tions are concerned, however, this is not the whole 
Story, as these, especially in the multiple-bedded wards 
of hospitals, may not be the pathological expression of 
the activities of the original invading organism. 

Allison and Brown in 1937, employing the method of 
typing introduced by Griffith, found that when compli- 
cations occurred in patients treated in large wards, at 
the time of development of the complication the strepto- 
coccus isolated was often of a serological type differing 
from that grown at the onset of the attack of scarlet 
fever. From this they concluded that, as a large ward 
was likely to contain patients with a variety of sero- 
logical types of streptococcus, complications resulted 
from the interchange of organisms which was found 
to occur in such a community. This, of course, would 
imply a very narrow specificity in the immunity result- 
ing from infection by individual types. With regard 
to antitoxic immunity acquired from exposure to the 
solubl: exotoxin, or erythrotoxin as it is often called 
owing to its property of evoking the scarlatinal rash, 
although it has been suggested that there are certain 
difterences within the group of erythrogenic toxins, 
practical experience shows that these cannot be great, 
if they exist at all. ! 


Dick and Schultz-Charlton Reactions 


Two immunity reactions in the human subject are 
described in connexion with scarlet fever—the Dick and 
the Schultz-Charlton tests. ay be thought that a 
consideration of these is so academic, but for 
completeness a brief accoun is given, 

The Dick test for suse scarlet féver is 
performed by the intrade 
a suitable dilution of s 
filtrate derived from a broth culture of a strain of 
haemolytic streptococcus known to be a good toxin 
producer. It is usually carried out on the flexor sur- 
face of the left forearm and controlled in the other 
arm by a similar injection of toxin which has been 
inactivated by heat. In susceptibles a circumscribed 
patch of erythema, 10-40 mm. in diameter, appears 
from six hours onwards and reaches its maximum 
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intensity in 18 to 24 hours. In immunes no reaction 
occurs at the site of injection. Pseudo-reactions due 
to the non-specific constituents’ of the test material are 
not numerous. ‘ 

~The test has given interesting results when performed 
on a large scale in the general population, positive 
reactors appearing from the fifth to sixth month of life 
onwards, reaching a maximum of 70 to 80% in the 
first and second years, and thereafter declining into adult 
life, approximately 20% being Dick-positive at the age 
of 20. Theoretically the Dick test should be of assist- 
ance in diagnosis, as all cases should be Dick-positive 
in the earliest stages, and a reversal to negative: during 
convalescence would be absolute confirmation of the 
diagnosis. In practice, however, the value of the test 
in diagnosis is limited by the fact that all cases of scarlet 
fever do not give a positive result in the early stages, 
anda fair proportion remain positive throughout conva- 
lescence. At the present time the main application of 
the test is in deciding whether active immunization 
should be conferred on persons exposed to special risk 
of scarlet fever—for example, entrants to the nursing 
service of fever hospitals. 

The Schultz-Charlton test, often described as the 
blanching or extinction phenomenon, is performed by 
the intradermal injection of 0.2 ml. of diluted scarlet- 
fever antitoxin into an area of skin where the rash 1s 
well marked—for example, on the abdomen. In the 
great majority of rashes in the early stage a localized 
disappearance of the rash is found over the area of 
skin infiltrated bythe serum in from 6 to 18 hours 
after performing the test. The reaction is very con- 
vincing usually and is specific for scarlet fever ; as it 
ig relatively easy to perform, it might be held to be 
valuable in diagnosis, but in practice there are definite 
limits to its usefulness. For example, it is best seen in 
typical rashes in which little assistance in diagnosis is 
required. On the other hand, in later faded rashes, in 
faint transient rashes, or in coarse equivocal rashes the 
results are often disappointing, and even in hospital the 
test is not much employed nowadays. 

It might be mentioned here that for diagnosis in 
difficult cases throat swabs examined for the presence 
of haemolytic streptococci are useful, not so much from 
the point of view of confirming the diagnosis as for 
their value in excluding the diagnosis of scarlet fever. 
One or two negative cultures for the haemolytic strepto- 
coccus obtained within the first few days of a febrile 
illness would be very strong presumptive evidence that 
the condition was not scarlet fever. 





Treatment 
Home Isolatlon 


In past times, when a high proportion of cases of 
scarlet féver were isolated in hospital, the main interest 
of the practitioner was in diagnosis, but over a period 
of years several factors have combined to make the 
home isolation of cases of the disease a procedure to 
be encouraged where circumstances are satisfactory. 
In the prevalent mild epidemic type, severe cases are 
unusual and hospital authorities are only too anxious 
to reserve their diminished number of beds for more 
severe forms of infectious disease ; it has been realized 
for years that hospital isolation of cases has done little 
to reduce the general incidence of scarlet fever; and, 
finally, what has been said about the pathogenesis of 
complications is a strong argument in favour of retaining 
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-During the past few years, when heatlet ‘fever has 
ceased to, be’ an important cause of death or of | 
serious _ morbidity, it, has become conventional to 
regard the, diseasé as of little’ consequence and to dis- 
miss the apparatus of notification and hospital isola- 
tion,- still -widely practised,- as a waste of time.and 
resources. This has not resulted from any - -lack of 
appreciation “of the importance of streptococcal infec- 
tions, but rather from an awareness of the pathological _ 
potential of. all- such infections, so that paradoxically 
„there has arisen-a tendency.to exalt the importance of 
“almost, all, streptococcal inféctions except scarlet fever, 
and to ‘dismiss the latter as merely differing from strepto- 
. coccal tonsillitis in that a rash is present. p 

Epidemiologically, ‘of course, there is no difference, 
and, from the standpoint of practical affairs, ‘it is 
Tegrettable that in the past there has been too ‘much 
. emphasis on scarlet fever to the exclusion of- other 
‘streptococcal infections, but is it rational to dismiss the” 
rash so lightly ? After all, it is the physical expression 


of a generalized toxaemia, which, added to the danger- - 


„ous possibilities of a streptococcal invasion of the 
respiratory tract, cannot diminish in any way the sum 
total of the ‘disease process. Again, while we may be 
_ thankful that at present scarlet fever is a mild infec- 
-tion we must remember that this was not always 80, 
and Greenwood has pointed out that “scarlet fever is 


the most beautiful example within the range of epidemi- . 


ology—an even more striking example than that of 

smalipox—of change of type, a change which has- been 

3 effected certainly twice and probably three times im this 
`“ country withiñ the-limits of modern history.” + 

We are quite in the dark about the factor or eoni 
which have operated to bring about these changes. 

is tempting to look to our relatively superior environ- 

mental and economic conditions as accounting for our“ 

' present: favourable experience, but this cannot be the ` 

whole story, as‘in-the first 25 years of the nineteenth 

~ ‘century scarlet fever also showed itself i in mild epidemic | 

form, although this was a period in whith. conditions 

were economically very bad. In view of past history, 

therefore, and in the absence of knowledge of the 

factors determining major epidemiological changes, He 

would bè bold who would predict that~severe scarlet 

‘fever will never occur again. However, in such an 

event we shall be in possession of remedies much more 
potent than fn the past to-deal with the situation. 


Definition 


“Tt has also been questioned whether the term “ scar- 
` let fever ” 
vocabulary, and whether it would not be better to refer 
to all forms of streptococcal infection by some such 
designation as streptococcal fever. In my View this 
would result in some loss of precision, and, so long as 
we realize that scarlet fever can no longes be regarded- 
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. common clinical ¢ 
` coccal sore throat, 


has any claim to be retained in the clinician’s - 


ag an epidemiological ‘entity, there is ho reason why we 
should’ not continue to use-the term as a convenient 
z description for a well-recognized ' combination of signs 
and symptoms which. repeats itself often enough to be 
regarded: as a clinical entity. This need not prevent us 
from. recognizing that, as in most other ‘diseases, from 
time to time one or other common feature may be absent . 
‘in individual cases, thus to some. extent altering the 
clinical picturé. 


For practical purposes, therefore, we would define ., 


‘scarlet fever as one of the clinical manifestations of 
streptococcal infection characterized -in the acute “febrile - 
stage by faucial inflammation and a generalized ye 
- matous rash, and later-by the occurrence of desquama- ` 
“tion and of certain complications such aš acute otitis 


media and adenitis caused by lymphatic spread of, the, ~. - 


‘streptococcus, and “by others such as arthritis occurring - 
at the end of the-first week and nephritis which appears | 
_at-about the end of the third week after onset and the’. 
~ aetiology of. which is still undetermined. ` 


- Aetiology a a Ka 


- 


` 


tA 


' To give a reasonable accoimt of ‘present-day views.on ~ 


‘scarlet fever -wè must go back to the investigations of 
the Dicks, in 1923 and Dochez in 1924. Tbeir work: ` 
> pointed almost conclusively to the ‘haemolytic strepto- 
~coccus: as the causal organism of- the disease, and; 
although well-marked biological differences were later ` 
found to occur within the group roughly defined by 
this term; no specific relationship could be shown: to . 
exist between any particular strain and scarlet _féyer. 
` Thus. Lancefield in 1933, ‘by a precipitation method, 
showed that streptococci from most cases of scarlet fever, 
- fell within Group A, which, however, contained strepto- , 
‘cocci from many other forms of human streptococcal 
infection. 

Again; by “specific asslitination reactions, ‘Griffith in 
1935 subdivided the streptococci responsible for human 
disease -into about 40 serological types and regarded 
these as constituting a bacterial species which he named 
Streptococcus: pyogenes. ‘His method of typing, when 
applied to tracing the spread of streptococcal infection 
among members of a munity, indicated that such ` 










and puerperal sepsis might 


gists had to -recast their 
fever. The disease could. 
no. longer -be. rOy ET 4975 39 arming an epidemiological ` 
entity in the scion S it is ent infection derived from . 
a case of ser og necessarily be another case ` 
of scarlet fevers 

manifestation of Utoy „ic streptococcal -disease which ‘ 
might result in a Yam ity of clinical forms to each of 
which the clinician, for ceeerevee purposes, might apply 
a separate term. 
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the history of previous serum injections or such condi- ` relatively advanced in age, had learned-a difficult language 
tions as asthmasor, hay-fever. If there is evidence of and adapted themselves to new conditions of hfe and prac- 
these the practitioner would probably be content to tice. He had had the pleasure of meeting a number of 
rely on the action of penicillin alone. Polish doctors working in the-Colonies, and there, too, most: | 
Nephritis is a relatively rare complication at present of them had settled down quite well and found satisfying 
‘and: when it occurs is much less formidable then employment. ‘Dr. L. Kocsis; a Hungarian docior, offered a 


: setae sab welcome- on behalf of friendly Continental doctors. ‘He 
formerly. It usually yields to dietetic restriction and hoped that in due time they would beable to pass on to 
alkalis. The occasional patient who develops rheumatic „~ their respective peoples the knowledge they had accumu- 
carditis should be carefully watched, and strict rést in lated in exile. i 


bed controlled by blood-sedimentation estimations and — 


; Paa 2 ' Wo Sp , 1 
pulse recordings should be insisted on until these are . Sir Alexander Fleming on Antibiotics 
satisfactory. z i - Sir ALEXANDER FLEMING then gave a brief address on 

nee ~ “The Séarch“ for Antibiotics.” - Antibiotics, he said, were 
l S Š : not a passing phase, they were here to stay. It could be 
- ASSEMBLY OF POLISH DOCTORS said that their history started with penicillin ; all the other 


antibiotics had been Worked out. in much the same way. 
The Assembly of Polish Doctors in Great Britain keld a The first, discovery was made by the biologist; then came 
meeting in London, at the British Medical Association the chemist, who concentrated the material, purified it as 
House, on January 19 and 20. Fhe large attendance far as he could, and synthesized it if possible; then the 
included Polish medical men and women from other pharmacologist, who investigated its properties, in particu- 
Western countries. It was the first such meeting since lar its toxicity, and how it was absorbed ; and after him the 
the end of the war, and much fraternal feeling was mani- physician came into the picture and assessed its therapeutic 
fest. The inaugural meeting ~was presided over by effect. The pharmaceutical manufacturer had to make the 
Dr. GEORGE DE Swier, honorary president of the Polish material in quantity, which might be the most difficult thing 
Medical Association in Great Bntai, who welcomed the of all, though it was now not quite such a commercial 
company in their own language. `. The Poles, he said, had hazard with the newer antibiotics as it had been with 
desired to combine a patriotic rally with some profitable penicillin. i 
scientific instruction, and had ‚been grateful for this oppor- One retent development in the antibiotic field was not 
tunity to"come together and exchange views. Many Poles purely medical. It had been found that if certain of these 
present on that occasion, like their British friends, had been . substances were administered to chicks or young pigs there 
combatants, and, having formed some very warm friend- was a great enhancement of growth. . 
ships on the battlefields of Europe and beyond, had felt “On, the following day the Assembly met for a clinical 
that they would like to meet again. “session under the chairmanship’ of Dr. W. TOMASZEWSKI, 
` Dr. de Swiet went on to. thank the British Médical Associa- when. addresses were given by Professor Alexander 
tion and its staff, both medical and non-medical, for the Haddow, the director of the Chester Beatty Research Insti- 
great sympathy and good will it had shown to Polish doctors tute, on “Latest Results of Cancer Research,” and by 
who had come over to this country at a critical time in their Dr. F. A..H. Simmonds, physician’ and medical director, 
lives. The Poles had felt the need for forming some kind- Clare_Hall Hospital,’ South Mimms, Herts, on “ Modern 
of organization, and in this-they had been greatly assisted © Aspects of the Treatment of Pulmonary Tuberculosis.” 
by the B.M.A. He ddded that it was 40 years since he These were followed by papers in Polish, one by Dr. M. 
himself came to this hospitable country of Great Britain, ZALESKI on radiotherapy in cancer, and another by-Dr. I. M 
and it had been his great endeavour to bring the British SPITZER on the treatment of tuberculous meningitis in the 


and Polish peoples together. a adult. | - 
Polish Doctors in Britain gh Cancer Research . 
General-W. ANDERS, who was commander-in-chief of the Professor A. Happow, whose address was to some extent 


Polish Forces in the Middle East, paid a high tribute to the a repetition of one which he gave recently at the ‘Royal 
work done by the Polish Medical Corps during the war, in Institation (reported in the British Medical Journal. 
particular their treatment of malaria m Russia and their December 2, 1950, p. 1271), spoke of the remarkable 
surgical work in Italy. It was stated that there were in progress achieved in cancer research during the last 10 
Great Britain about 860 doctors of Polish origin and vation- years. One of the main: difficulties facing the investigator 
‘ality, of whom some 700 had succeeded in finding a settled was that the change from the normal to the malignant ' 
livelihood. The total number of Poles in this country was type of cell was probably due to very subtle transforma- 
reckoned at some 140,000. ` Some further figures were given tions, unaccompanied by any gross alterations in the protein’ 
by Dr. E. L. STURDEE, who brought the greetings of the structure of the cell or in its immunological properties ; 

Ministry of Health. -He said that about 600 Polish doctors hence there was probably no protective reaction on the part 

now in this country had obtained their medical degrees in of the host, such as was found in bacterial and other infec- - 
Poland before the war, and a small group had qualified ia tions® Yet another difficulty was that,the malignant cell was 

other European universities. There remained nearly 300 probably very stable. In the chemotherapy of malignant 

who had been trained in this country. He mentioned in disease they were expected to undo what amounted almost 

particular the difficulties of those who were well on in to a natural process. L 

middle age at the time of their exile and.of those who had He then passed in review the endocrine treatments pro- 
been specialists in Poland and could not easily find an open- posed for various forms of cancer, stating that, apart from 

ing for their specialty-in the country in which they had taken _ stilboestrol in prostatic cancer, these still remained of limited 

refuge. s - . use. He spoke also-of the action of urethane, which was 

Dr. G. Grey Turner, Assistant Secretary of the British characterized by a high degree of chemical specificity. A 

Medical Association, spoke a welcome on behalf of that great deal of attention had been paid to nitrogen mustards, 

body. He was introduced as one who had fought side by thè damaging effects of which. on normal tissues had 

side with the’ Poles at Monte Cassino, and he recalled the long been recognized. If was not unreasonable to. expect 

thrilling day when the pink and white flag of Poland was to increase the therapeutic effect of these substances ‘by 

seen flying on the monastery which_had for so many weeks chemical modification, and during the last three years about 

menaced their lives. He.concéived a great admiration and , 250 new types had been synthesized and tested ‘biologically, 

affection for the gallant Poles. He was also full of admira- and some of them clinically as well.” Remissions had been 

tion for the way in which Polish doctors, some of them obtained in cases of Hodgkin's disease and chronic lymphatic 
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_ the patient in isolation in his own home. 
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The fact 
also that we have potent specific remedies, the admuini- 
stration of which calls for only the simplest technical 


“resources, makes the disease one which can be satis- 
. factortty handled by the practitioner. 


The patient must have a room to himself, and the 
following should be set apart for his exclusive use: 
crockery and cutlery, toilet requirements such as soap, 
towels, toothbrush, and hairbrush, a thermometer, and 
a supply of old books and. toys which can be burnt 
afterwards. In the room an overall should be provided, 
and, near the door, a wash-hand basin with soap, nail- 
brush, and some dilute disinfectant for the hands if 


’ desired. Sithple masks consisting of a few thicknesses 


of gauze, fixed by tapes over the mouth and nose, are 
also essential. The nurse and medical attendant must 
always put on a mask and overall when entering the 
room,.and before leaving they should place the mask 
apart so that it can be included in the next batch of 
domestic washing, remove the overall, and scrub the 
hands with soap and water. Articles used in treatment 
or nursing should be sterilizéd at once—for example, 
crockery should be boiled or scalded after food.. Rags 
or paper handkerchiefs should be provided to receive 
nasal or other discharges and burnt at once. After 
excreta have been deposited 
chamber pots should be wiped out with a-black fluid 
disinfectant. Bed and body linen can be dealt with in 
the domestic wash tub, and in this connexion it should 


. be remembered that they must not on any account be 


` 


sent to a public laundry. s 
‘ General Management 

The ‘period of isolation recommended by various 
authorities for uncomplicated cases varies ‘from two 
to four weeks; I now adopt a period of three weeks 
in bospital work, and practical experience teaches that 
clinical -recovery from infection is a safe guide for the 
termination of isolation. That clinical recovery has 
been established presupposes a conscientious examina- 


tion of the upper respiratory tract, and patients with - 


catarrhal or suppurative discharges, even in minor form, 
shoyld remain in isolation until these have cleared up. 
If these prove intractable admission ‘to the isolation 


hospital should be sought so that specialist ear and _ 


throat attention may be directed to the eradication of 
the underlying pathological condition. Bacteriological 
standards of freedom from infectivity, unless‘ excep- 
tional circlmstances call for them, are not ‘generally 
recommended. 

Mild cases should be-kept in bed for seven to ten days, 
but in sharper attacks the patient may need to rémain 
in bed for two to three weeks. During the acute stage 
the diet’should be fluid, although many patients can 
take a light diet from the beginning, and- when the 
temperature has fallen a full mixed diet should be 
given. In the early stages headache and restlessness 
are usually controlled by aspirin. Routine testing of 
the urine is wise, especially in the third week of ill- 
ness, and the practitioner should not overlook routine 
examination of the heart. 

2X 
Specific Treatment 

Under this heading we must conser the sulphon- 
amides, penicillin, and scarlet-fever antitoxin. The 
results of the administration of sulphonamides have 
been unspectacular, if not disappointing, and it is 
doubtful if there are many who employ these drugs ` 
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in scarlet fever, especially since penicillin became- avail- 
able. _ Vv" i 

The action’ of penicillin is directly on the strepto- 
coccus, and daily bacteriological examination of throat 
and nose swabs for haemolytic streptococci during’ the ' 
course bf its administration indicates that the organism 
disappears from cultures from the third to the fifth day 
, of treatment. Clinically this is paralleled by the subsi- 
“dence of signs and symptoms of throat inflammation. 
The specific toxaemia is apparently unaffected and the 
temperature may not come down for two or three days, 
whilst the Fash pursues its usual course. Although 1t is 
_ unlikely that the streptococcus is completely eliminated, 
' the advantage of reducing the numbers of the organism 
ıs- obvious and the possibility of complications sub- _ 


- 


stantially minimized. When penicillin is used in the _ 


treatment of such complications as cervical adenitis, 
acute Otitis media, and rhinitis the clinical evidence 
of benefit is striking. This is especially the case 


with otitis media, in which the further complication of ' 


mastoiditis ıs now almost unknown. > 

The effects of the injection of scarlet-fever -antitoxin 
in the early eruptive phase of scarlet fever are - well 
marked and consistent, The temperature is brought 
down by crisis in 12 to 24 hours, the rash fades early, 
and subjective improvement of the patients general 
condition is rapidly obtained. Subsequent desquama- 
ton may be scanty or retarded in appearance, and in 


-some cases suppressed. Antitoxin treatment, however, 


is no complete answer to the problem of complications, ~ 


and, as the disease at present retains its importance 
mainly on account of these, this somewhat limits the 
value of the treatment. 

The practical recommendation which © follows from 
this very brief summary of the action of penicillin and, 


~ scarlet-fever antitoxin is that we are prepared to advo- 


cate the administration of penicillin to all, or practically 
all, cases of scarlet fever at the onset of illness. It 
is our practice to give injections of 100,000 or 200,000, 
units of penicillin jn aqueous solution twice daily, or an 
injection of the equivalent total dose of procaine penicil- 
“Jin once daily, the treatment being continued for five 
` days. Complications such as acute otitis media, adenitis, ” 
rhinitis, and other respiratory infections occurring in the 
course of the illness require penicillin treatment on the 


same lines. When the initial toxaemia is sharp, as | 


shown by a temperature of 102° F. (38.9° C.) or over. 
and a bright rash, it is wise to employ antitoxin treat- 
ment in addition. One injection of 3,000 to 6,000 U.S. A. 
units of scarlet-fever' antitoxin given intramuscularly at ` 
the start of treatment will usually give the required 
result. Obviously only a minority of cases of the 
present mild epidemic type of scarlet fever will require 
antitoxin as well as penicillin treatment. 

As on~all occasions’ on which therapeutic sera are 
administered, the practitioner should be on the look-out 
for. serum sickness which I have thought to be rather , 


more prevalent over the last year or two than in the , 


past after injections of scarlet fever antitoxin. The 
common form -of serum sickness after intramuscular 
injection is that occurring at an interval of 7-10 days 
after injection and which is shown by-pyrexia, urticarial 
rash, and, occasionally, by localized oedema of the face 
and extremities. Should this be troublesome an injec- , 
tion of 1 ml. of adrenaline, 1 in 1,000, followed by a 
course of One of the antihistamine drugs for two or 
` three days should relieve the patient. Before deciding - 
to give antitoxin the practitioner should inquire into 


~ 
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le aemia. The ideal chemotherapeutic agent, said Pro- 


- effective surgical intervention. 


or Haddow, would have far more specific properties 
exe any so far examined. 

At the-close of his address Professor Haddow was asked 
his opinion about the remedy recently put forward in an 
article in Picture Post. He replied that he was out of the 
country at the time and actually had not read the article, 
but he had known of the matter. He believed that the 
nature of this cure offered for cancer had not been divulged ; 
it was most likely to be a caustic of some kind. It was 
entirely proper that all these things should be examined, as 
was being done in this case, and it would be wrong to give 
a final opinion before the evidence was available. 


Treatment of Pulmonary Tuberculosis 


Dr. F. A. H. Simmonps then discussed before the 
Assembly some modern aspects of the treatment of pul- 
monary -tuberculosis. The present time, he said, was one 
of rapid change; a constant. reassessment had to be made 
of new methods of treatment, and a plain case must be 
stated for the scope and merits of chemotherapy. It should 
not be judged by itself ; chemotherapy opened the way to 
Indeed, in the management 
of pulmonary tuberculosis one could hardly speak of a 
specific method of treatment; all treatments had to be 
integrated and to be considered as complementing one 
another. 

Bed-rest had long been accepted as fundamental. During 
the last few years interest in treatment by rest had stimu- 
lated the further use of this principle. Sometimes it was 
combined with postural treatment, particularly in unilateral 
cases. Various hypotheses had been brought forward to 
explain its benefits, but the method was sometimes helpful 
in cases refractory to more active methods. 

Streptomycin had been shown to be a potent weapon 
against tuberculosis, but here again its place in treatment 
was still unresolved. That there were few patients who 
might not benefit from this agent was certain, but the 
questions of how to give it, how much to give, and for how 
long remained. Tuberculous cavities became smaller, and 
might even close under treatment by chemotherapy. The 
agent could best reach those lesions which were not too 
large and into which it could diffuse well ; preferably there 
should be little or no caseation ; such conditions were found 
in early miliary tuberculosis. In this country chemotferapy 
in pulmonary tuberculosis meant practically streptomycin 
plus para-aminosalicylic acid, When P.A.S. was used, strains 
resistant to streptomycin were less likely to be found. 

Dr. Simmonds reviewed collapse therapy and other 
procedures, and gave particulars of the treatment of some 
500 patients at Clare Hall Hospital in 1950. The more they 
could employ collapse therapy the better were the survival 
rates. 

A plenary meeting of the Assembly was held under the 
chairmanship of Dr. S. SIKORA for the discussion of medico- 
social problems, when an address was given by Dr. L. 
Surzynski on the problems facing emigré Polish doctors. 


- The closing session was again presided over by Dr. de SWIET, 


and the final event was the celebration of a Mass at Bromp- 
ton Oratory for the repose of those Polish doctors who fell 
in the war. 








Breaking up bacterial cells in order to study the enzymes, 
bacteriophage, etc., within them has always been something 
of a problem, since they are small and tough. Mechanical 
shaking, grinding, and vibratory techniques are liable to heat 
the cells unduly and so destroy the fragments it is desired to 
study. Now Dean Fraser (in Nature, January 6, p. 33) 
has described the use of explosive decompression. The 
bacteria are compressed under nitrous oxide or other inert 


gas at a pressure of 500 Ib./sq. in., and then suddenly tipped 


out into the open air. The sudden release of pressure bursts 
the cells, probably through the forceful expansion of intra- 


~- cellular gas. 
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NEW MINISTER OF HEALTH 





Mr. H. A. Marquand was appointed Minister of Health on a 


January 17 in succession to Mr. Aneurin Bevan, who became 
Minister of Labour and National Service. Mr. Marquand 
had been Minister of Pensions since July, 1948. 


Responsibility for the Health Service in Scotland, where b 


it comes under the Secretary of State, is not affected by 
these new arrangements. 

Mr. Marquand is aged 49. Educated at Cardiff High 
School and the University College of Cardiff. he took the 
B.A. of the University of 
Wales with first-class hon- 
ours in history in 1923, 
and first-class honours in 
economics in 1924. In 1928 
he became M.A., and he 
took the D.Sc. in 1938. Be- 
fore entering politics he was 
professor of industrial rela- 
tions at the University Col- 
lege, Cardiff, and in 1926-30 
he had been lecturer in 
economics at Birmingham 
University. As a lecturer 
he has paid several visit to 
the U.S.A., and he spent a 
year there in 1932-3 study- 
ing industrial relations. He 
must be the only member 
of the Government who is 
an honorary member of the 
American college fraternity [Walter Sionenian, Lnn 
Phi Beta Kappa. A member of the Labour Party since 1920, 
Mr. Marquand first entered Parliament in 1945 as Labour 
member for Cardiff (East). His constituency disapy 
when the seats were redistributed, and he was re-elected in 
February, 1950, as member for Middlesbrough (East). From 
1945 to 1947 he was Secretary for Overseas Trade, and then 
Paymaster-General for a year before being appointed Minis- 
ter of Pensions. As Minister of Health he will have Cabinet 
rank, though not be a member of the Cabinet, and his salary 
will be £5,000 a year. 








Reports of Societies 





ROYAL SOCIETY OF MEDICINE 


The presidential address to the Section of Proctology of 
the Royal Society of Medicine was given ðn January 10 
by Sir Heneage Ogilvie. His subject was the large bowel 
and its function, and the Section was treated to a most 
entertaining discourse. 


The Expanding Rectum 


Sir HeNeEAGE said that this was an appropriate occasion i> 









to forget the operations of proctology and to return to a on 


general consideration of a subject which was the founda- — 
tion of this specialty. He said that a fundamental property — 
of the rectum was its power to expand, and this was a 
property which it seemed to impart to its devotees. P: 
logists had long since expanded their specialty far beyond 
its strictly anatomical boundaries: did the election of a 
general surgeon as their president imply that they intended 
to make the diaphragm their limit? And why not? The 
diaphragm, after all, was the most important muscle of 
defaecation. 

Sir Heneage went on to compare and contrast the feed- 
ing habits of different species, and then discussed the form 


and function of the large bowel in the carnivora and herbi- — 


vora. He specially emphasized the dangers of too fac 




























After referring 
traced the course and 


Once again 
Ə sapiens with that of 
The presence of abundant nourishment in 
othe faeces of herbivora was a matter of some interest, and 
the baby Koala bear's ingestion of its mother’s faeces and 
the rabbit’s ingestion of its protein-containing “ night faeces ” 
were described. The methods by which animals disposed of 
their faeces were also of some interest, from the dik-dik, 
which made ineffectual attempts at burial, to the rhinoceros, 
“Which might favour a communal midden but then kicked 
its. faeces all over the place. Various animals used excre- 
n as a means of communication. 








Man and His Faeces 


oo. Sir Heneage then described man’s reaction to his own 
. faeces, referring to the habits of Asiatic tribes, Africans, 
_ Ancient Britons, and our more recent forebears. Enemas 
Were undoubtedly the oldest therapeutic device in the 
_ world, and Sir Heneage illustrated this by a number 
-of remarkable pictures depicting the use of cows’ horns 
-and hollow reeds for their administration. He also depicted 
-the oral insufflation of herbal concoctions into the rectum 
by medicine men, the fashionable use of the enema in the 
reign of Louis XIV, and its common appearance in cartoons 
OE that period-as well as in the earlier editions of Moliére’s 
Le Malade Imaginaire. 

_ The development of the modern colon neurosis, the fre- 
ency of ritual self-purgation, the popularity of colon 
"parlours, and the one-time practice of colectomy for large- 
-= bowel stasis were then discussed by Sir Heneage.. He 
_ Outlined the more rational outlook of the medical profession 
< to the problem of constipation to-day. and emphasized that, 
while we preferred to leave things to Mother Nature, it was 
“possible that we had overdone our negation of former 
ci beliefs. The part played in defaecation by the voluntary 
“and involuntary muscles, and the reciprocal innervation of 
the rectum and its sphincters, were next discussed. Sir 
eneage described the external sphincter as “this remark- 
able muscle, the sentinel of social security.” 
< o Summarizing. the practical implications of his address, Sir 

Heneage said that we must wage unceasing war on cupro- 
phobia. While normal defaecation was an essential contri- 
bution, to health . and happiness, abnormal defaecation 
through a normal aperture could be a fate far worse than 
a well-regulated colostomy. He concluded by saying that 
Proctologists might translate the old adage “ Mens sana in 
| Corpore sano " into “ Normal defaecation brings a contented 
mind”; likewise normal defaecation, in its own turn, came 
< from equanimity and common sense. 
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a INFLUENZA 
necting of the Section of General Practice of the Royal 


ociety of Medicine was held on January 17 for a discus- 
Sion on “Influenza.” Dr. G. F. ABERCROMBIE presided. 

oe E. P. Scorr defined influenza as an acute disease of 
doubtful aetiology, characterized by fever, prostration, and 
great Aiability to pulmonary complications, and of epidemic 
“incidence. The course of influenza was unpredictable. In 
a a hefty young person the disease might proceed to a fatal 
dssue, while an elderly person, with a poor “life,” in the 
`- gamehouse. might be laid up only for two or three days, 
Early diagnosis was of great importance ; by far the most 
ister. aspect of influenza was its liability to mask some 
or intercurrent disease. He recalled a case of carci- 
f the lung which had been diagnosed in its initial 
a considerable-period as influenza. In. the war 
yw One young medical officer diagnosed. as 











of cerebrospinal meningitis, with disastrous- 
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resùlts. If-a case of supposed influenza did. not begin too 
clear up after three or four days on the usual remedies,’ 
or if vomiting occurred, ‘it signified some more serious 
condition. Dr. Scott believed that penicillin was too widely 
used in the initial stages of influenza, in many cases at 
the request of the patient himself ; its injudicious use caused 
penicillm-resistant organisms to be spread among the com- 
munity. Sulphonamides he used frequently, and salicylates 
were still helpful. “In influenza convalescence was prolonged 
often out of all proportion to the severity of the. attack, 


Pattern of Previous Pandemics 


Sir Horace Evans said that there had been ‘eight great 
pandemics since the beginning of the sixteenth century, and 
most of them had occurred in three waves, the first involv- 
ing large populations but relatively mild in attack, and the 
second and third being less extensive but more severe, The 
spread of the disease might be so rapid that within a few 
hours a whole household was laid low.. The onset was 
sudden, with fever, headache, Shivering, muscular pains, and 
prostration, and in some cases there might be marked photo- 
phobia and typical abdominal pain. In most. cases pulse 
and respiration rates were quickened. , Fever. in uncompli- 
cated cases persisted for about four days and was usually 
Temittent. By the second or third day bronchopneumonic | 
complications might dominate the picture. ` Post-influenzal 
depression was well known. . 

The mild or moderate case of influenza might be confused 
with a number of other maladies, but most commonly with 
the common cold or with febrile catarrh. Among other 
conditions which might be confused with mild influenza he 
mentioned poliomyelitis, encephalitis, measles, whooping- 
cough, and enteric fever—all febrile illnesses frequently 
accompanied by catarrh in their early phase. - Another 


` group of conditions, possibly of virus origin, which might 


give rise to difficulty were glandular fever, infective hepa- 
titis, and what was sometimes called atypical- pneumonia. 
In most of these, in contrast to influenza, the onset was 
insidious. 
Diagnosis 

Dr. C. H. Anprewes said that influenza virus “A was 
one of the viruses about which they knew most; he him- 
self had been working on it for 18 years, It was possible 


‘to distinguish between true influenza due to virüs A oj 


B and those febrile catarrhs with which. it was most easy 
to confuse it. The distinction could be made epidemio- 
logically and clinically, as well as in the laboratory, though 
not with any great certainty. The late Dr. Major Green- 
wood used to say that the distinction between a cold and 
influenza was the same as between crows and rooks—if 
One saw one or two birds they were crows, if a whole lot 
they were rooks. 4 oe . 

He agreed entirely with Sir Horace Evans in holding 
that influenza was distinguished by the sudden onset, when 
the respiratory symptoms were much less evident than: the 
general symptoms. But it was very difficult indeed for the 
practitioner, seeing the odd case, to say whether it was due 
to influenza or to febrile catarrh. In the laboratory the 
disease could be. diagnosed. pretty certainly either by the 
recovery of the virus or by serological or complement- 
fixation tests, but this was not of much use to the clinician, 
because the tests could not be done quickly enough to` 
help him. i 


“ Gastric ‘Flu ” 


He thought there were very strong grounds for disbelief 
in what was called “ gastric “flu.” He bad examined many. 
cases of supposed gastro-intestinal influenza, : 
no evidence that they had anything to do w 
virus. 
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up. In particular- some clue might be given about what 
happened to wfluenza between the little outbreaks in the 
early summer and in the late autumn. 


The Present Epidemic 


In the course of. some general discussion Dr. J. D. SIMPSON 


said that-it was accepted that an influenza epidemic occurred 
in, two or three waves. During the first, wave the disease 
tended to attack the young and the `old, “and it took an 
extremely virulent form such as, he understood, occurred in 
the 1914-18 war, when many young people succumbed to a 
pneumonia in the course of 24-48 hours. It appeared that, 
~ in the pattern of the epidemic which was being experienced 
at the moment, the very young were exempt, but in the old 
there was a ready development of pulmonary complications. 
This was a justification for the exhibition of sulphonamides 
and antibiotics, not as a-treatment of pneumonia but to 
protect patients from the pneumonia which so commonly 
developed. 

Dr. J. Fry said that out of 130 cases of influenza which 
he had seen during the last three weeks. about 17 had 
developed what appeared to be a mild basal pneumonia. 
The youngest of these patients was 9, but most of them 
were over 50, the oldest being 78. -The ‘usual course was 
three to four-days, the temperature falling at about the 
fourth day, but the cough persisted. There was no response 
to any of the. antibiotics. 

Dr. G. O. Barger said that it had been impressed ‘upon 
them that influenza was a disease due to a specific: virus—it 
was essentially a toxaemia, and the symptoms of toxaemia 
were observed in the patients. The virus had the-charac- 
teristic, however, of lowering the resistance to secondary 
invaders, and so there might be also a whole range of 
symptomis due to such invasion. It was useful to distinguish’ 
between- the essential toxaemia.of the virus and the effect 
of the invasion by other organisms. -In the differential 
diagnosis of early influenza it was from other virus toxaemias 
that it was most difficult to differentiate dunng the first 
twenty-four hours, apart from the acuteness of onset. 
disagreed with one speaker who had said that the headache 
_ was always due to sinusitis ; that might be so in the secon- 
dary stage, but not during the toxaemic stage. He agreed 
that it was rare in the present ‘epidemic to find very young 
children attacked—he did not think he had seen any under 
the age of 5. Nor in this epidemic had he seen, many 
instances in which the whole family had gone down ; it was 
more frequent to find ones or twos attacked. Dr. Davies 
referred to another characteristic of the. present epidemic, 
that the people who were getting the disease were those 
who had not troubled the doctor for perhaps ten years. - 

Dr. BEAUMONT recalled the influenza epidemic of 1918; 
it had been characterized by haemorrhagic lesions in the 
lungs, and many of the patients had acute abdominal pain. 
It seemed rather difficult to suppose that a patient who had 
- all the features of respiratory influenza should, when he 
developed abdominal signs and symptoms, be suffering from 
_ another disease at the same time. - Dr. ANDREwes said that 
his point was that epidemics which were predominantly 
gastro-intestinal in character were most unlikely to be 
-. influenza. He added that he wished that some balance could 
be observed in the Press in reporting influenza outbreaks. 
Just before he left home he learned that a message had 
been received from the United States asking what steps 
were being taken to restrict travel from Great” Britain to 
America in view of the influenza situation. 

Dr. MILNER, Dr DELISLE Gray, Dr. GRAHAM, and others 

continued the discussion. z 

Lord Wess-JoHNSON, President of the Society, said that 
perhaps'the most important point which had emerged during 
the discussion concerned bias in clinical medicine. Expeci- 
ally in times: of epidemic was it important to be aware of 
such bias in oneself and others -There was another bias 
which affected not general ‘practitioners but specialists, 
particularly ` those who specialized in a very narrow field. 
It ‘was the bias favouring the view that the abnormal 
condition beonged to their own specialty., 
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p "HISTORICAL ESSAYS 


Ess in the Histary o Medlen ‘ 

7 @p 210. 30s.) London: ected 5 T Sahn 
During his active career Professor Gask (whose death is 
recorded with regret on another page) exercised a very 
wide influence on the development of surgery—especially 
in the fields of the surgery of war wounds, of chest myuries, 
and of the sympathetic nervous system; and in addition 
his wise advice was heard in the Medical Research Council 
and in other official bodies. His writings on surgical sub- 
jects were marked by a benign wisdom which gave them 
great ‘authority, and at St. Bartholomew's Hospital he 
inspired during the years successive batches of students of 
all ages. Apart from his strictly surgical writings Professor 
Gask also devoted considerable attention to certain aspects 


_ Of the history of medicine, and as a tribute to him over ‘five 


hundred subscribers contributed towards the cost of 
republishing his historical essays. The-work which forms 
the subject of this note is the public edition of this tribute. 

In the historical field Professor Gask confined himself 
largely to the origin and ‘development of medical schools 
in the ancient classical periods, to certain early aspects of 
the history of Briush surgery—-and more particularly of the 
great English military campaigns—and_to changing methods 
of treating gunshot-wounds of the chest. In each of these 
‘fields he enriched the. subject with original material drawn 


from the archives, and adorned it with a st¥le which is 


, urbane and penetrating. This work contains reprints of ten 
of these essays and addresses by Professor Gask, together 
with the three separate Lettsomian Lectures. 

The four essays on early medical schools appeared 
between 1939 and 1941 in a journal which is not now very 
easy to obtain. Although a considerable amount of work 
has been done on this subject since they appeared, these 
essays can still be considered of great importance and a 
very reasonable exposition of the whole question. On the 
knotty problem of whether Herophilus and Erasistratus did 
or did not vivisect human subjects, Professor Gask rightly 
pointed out that Enasistratus would not have said that 
arteries contain air and not blood if he hâd ever dissected 
living men. It is surprising how this myth—based entirely 
on the statements of Tertullian, a very unreliable witness, 
and of Celsus—after so many centuries stil] requires to be 
refuted, but this is unfortunately the case. 

In those essays on the medical staff of Edward IT] and‘ 
of the army during the victorious campaigń of Henry V, 
Professor Gask has dug deep intò orginal source’. and has 
in some respects opened up a new vista of ‘the warfare of 
these days. The same may be said of “his essay on 
Marlborough’s campaigns. - 

A hitherto closely shrouded period im the life of John 
Hunter was illuminated by Proféssor Gask in 1937, when 
he dealt learnedly with the Loudon Letters, which had 


recently been purchased by the Royal College of Surgeons. . 
. These papers are of first importance, and they show, for 


example, that during the expedition to Belle Isle and the 
campaign in Portugal Hunter never obtained the post of 
deputy medical director which he so much desired. It will 
be news to many that during that campaign female nurses 
were employed. and that they were paid just half as much 
as the washerwomen to the troops. 

Perhaps the most important essay in this book is Professor 
- Gask’s Vicary Lectirre. in which he combed the original 
sources and State papers for information on the shadowy 
figures of Vicary’s predecessors. 

The editors of this work have accomplished their task 
well, and the result is a volume which will be treasured by 
Professor Gask’s many friends and a`much wider circle. ~ 


a E. A. U. 


© "188 San. 27, 1951. >. CORRESPONDENCE >° - ae 





~ | We sts Ba gt se OL, AF eh 


$ = RER - ag ` 


CO sse Megieear ousar 





x 


i Correspondence 7 








N si i 


nt Appendicitis in the Navy 


Se Sheldon Dudley’s letter (January,20, p. 136).” I have no 
figures regarding acute appendicitis in ships of H.M? Fleets, 
but the last’occasion that I operated at sea was in-November, 
- 1937, five days out from Colombo on. the way.to Australia 
aboard S:S. Orama, 1 was called to see a woman who had 
-been ill for a week with acuté abdominal symptoms. The- 
ship’s. doctor, a London Hospital man, and steeped in the, 
~Sherren “ wait and see” methods, had- treated the woman 
with a minimal amount of morphine. When I saw her she 
„was very ill with a tender distended abdomen, continuous 
- vomiting, and a distressing. diarrhoea, mucous-in type. She 
was very: ‘dehydrated. The condition was one “of very 
wae “obvious general - peritonitis. I operated with the assistance -' 
“of a young Australian surgeon who was returning home after 
having | gained his F.R.C S. \The peritoneal cavity was full of 
“> pus, the appendix was gangrenous and perforated. The 
` patient made a . protracted’ recovery, was landed at -Mel- 
bourne, and, I was informed, did well. Such a ‘case as this” 
would have died if operation had not been’ pertormed.= 
- I am, etc., : f 
~ London, W" f * Ceci-WAKELEY. : 


’ r x i 5 
=, Colonial Medical Service ae 
` §ir,—lI Have read your leading article January~13, p. 78) 
and now, as chairman of the Colonies and Dependencies 
, Committee of the British Medical Association and a former , 
. member of the medical service in East Africa, ask your per- 
mission to- supplement it with- the following. practical 
-observations: As a ‘preliminary, however, I would remark 
. that it is Britain's duty to provide a good medical service . 
. in her Colonies, and in these difficult times the Colonial 
Medical Service needs all the help. we can give it. For its 
¿ part the Colonial Office is- ‘undoubtedly aiming to make, con- 
‘ditions attractive to the best type of young doctor., , N 
There is no doubt that remuneration-for the medical officer 
- compares favourably inall the large Colonies with remanera-' 
tion in the National Health Service at home. ‘ You yourself 
-. gave a striking illustration of this: Where the cost of living- 
overseas is higher than in Britain a cost-of- -living allowance 
~ is paid. Remuneration in the small Colonies is not so good, . 
but many of these have attractions other than salary.. As 
' regards, specialists, I confidently expect’ improvements. in the- 
_ near future:. > Sree 
Leave, ‘study leave, “and passage arrangements * are 
generous. Your leading article pointed a “warning finger at 
_ bureaucratic administration. There have undoubtedly been 
* examplés of this in the past and no doubt there will-be’some 
in the future. I'am satisfied, however; that the Colonial 
_ Office is trying to correct this ; and in any case, are there no 
`~ examples of soulless bureaucracy i in England, in the National 
~ Health Service or the public health service ? ~ 
Medicine in the Colonies offers an immense and fascinat- 
ing field of - clinical work and research and the ‘Colonial 
Medical Service has great achievements to its credit. - The 
medical officer in charge of a district hospital can be surgeon, 
_ Physician, obstetrician, pathologist, or all four at once. He 
. will also be medical officer of health of his district. A man 
of all-round interests and capabilities should be happy in the 
`. Colonial Mediĉal Service. - 
Life overseas, though relatively unsophisticated, offers 
refreshing - freedom -from the cramping conventions and* 
, material restrictions of Britain to-day. For those who are 
interested in sport and games the Colonies offer far better 
opportunities than Brifain. `~ 
There are, of course, difficulties in colonial life, but 1 none: 
“of them need deter, Any man of- spirit. . To. any displaced, 


` sea 
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"SR was Very interested to read Surgeon Vice-Admiral ~ - 





registrar or unestablished practitioner I would shy: “Think 
éarefully about the Colonial Medical Service” and to any. 
young doctor searching for a career I would boldly say: “ If 
you have an ounce of. the spirit of ddventure, take your. 
courage in your hands and go dut to the Colonies. roy am, 
etc., -` St a 
Petersfield, Hants. pee 6 R L. Guxs. 

i 8 


- §S1rR,—Two particularly serious points arise over the pro- 
posed , dismissal of registrars. The beginning of the Nazi‘. 
moveinent in Germany was attributed years ago to an” 
onslaught of unemployment among graduates in, e i 
sions. The Kistotian may have misread the facts and history 
need not fepeat ‘itself. Secondly, we arè about to witness” 
the errors of the administrators—political, medical, and lay 
(and ‘no purpose is served’ by apportioning the” guilt}—being 
visited ‘upon innocent individuals. This i is probably a sign of 
the rotten core`in the political philosophy- of our generation. 
‘Would reprieve be too „quixotic, chivalrous, old fashioned, , 
expensive ? Perhaps the country is too poor now to behave : 
- like. a gentleman.—I am, eten, r . 
‘Dundes. 1 oo. . , A. C. LeNDRUM._-_ 
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«| Atypical Pneumonia. 


~Sm—t am indebted to Colonel.L. W. Harrison for his 
interesting letter January 13, p. 89) drawing attention to an” 


ak tne Registrars’: ` eee 


omission from my article on primary atypical pneumonia.’ 


(December 30, 1950, p. 1461). I was aware that the serum- 


from cases of this condition did, at times, give a positive 5 


. Wassermann reaction, and this fact should obviously have 
been mentioned. When in- the recent war-I was making a 


-a serological survey of primary atypical pneumonia,’ princi- 


pally with the. object of assegsing - -the part played by viruses 
‘of the psittacosis group in the causation ‘of. this syndrome, -_ 
Dr. Richardson, who was then Director of the Medical - 
Research Council’s Serum Reference ‘Laboratory, examined 
a-number of these sera for me. “He was_interested in the. 
` question of false positive. Wassermann reactions and he 
found that some of the gera‘from atypical preumonia gave 
~'a false positive reaction. This observation’was not published | 
“and I am not in ‘possession of the ‘records’ of his findings, 
“but my recollection is that the sera from atypical pneumonia ” 
‘that behaved in this way ‘were few in number. I doubt,. 
therefore, whether syphilitic serum tests would be of any 
great help either in differentiating cases of primary atypical 
pneumonia from other pneumonias’or in the subdivision of. 
the atypical group.-I am, ete., z 
_ London, Bi ir 1S: P. BEDSON, © 
Sr,—I should like to express my appreciation of Professor 
C. H. Stuart-Harris’s article on atypical -pneumonia '(Decem- . 
` ber 30, 1950. p. 1457). It is timely to be reminded of this.. 


5 


f 


A 


when every day we see fresh cases of febrile lung infection, __ 2 


many of, which’ ‘are difficult to classify.- For some time I 
have wonderéd ‘whether’ the notification figures reflect any- 


, thing like the true picture of. pneumonia incidence nowadays. t 


, I think it would be helpful to general practitioners if Profes- 
sor Stuart-Harris could -be persuaded to write on typical _ 
primary pneumonia. briefly reviewing the -diagnosis of the 
various types. It,is my impression that in the, past 12 years 
the clinical picture of pneumonia has changed considerably, 
and many practitioners who qualified i in the pre-sulphonamide 
era must-find themselves in doubt when examining early - 
acute lung infection. ° Cases so often- present the physical ‘- 

‘ signs of pneumonia but lack the dramatic facies\ which: 
characterized the disease 15 or 20 years ago. : . 

I qualified in 1935, and-at that time it was considered that the 

` typical lobar pneumonia case could be diagnosed from the foot 
of the bed Often the patient was a young adult, without previous 
lung -pathology. who had become ill with characteristic sudden-, 
ness. The decubitus, colour, rapid alar bréathing, and painful ^ 
cough could not be mistaken, ‘Indeed, one was discouraged from 
carrying out’ any but a brief examination of the’ chest to confirm” 
the obvious diagnosis, as such patients were easily distressed and 


the information obtained oldom justified the movement involved. ~% 
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I think that my contemporaries will agree with me when I say 
that I am not describing the neglected or fulminating case, 
but the picture often to be seen within 24 hours of the patient 
being taken ill. Certainly as a medical ward clerk one saw-many 
such cases and regarded lobar pneumonia, with its intricate web 
of mystic treatment and nursing, as one of the medically most 
satisfying conditions we future general practitioners would ever 
be called upon to treat, In no illness was the outcome less certain 
nor the treatment more complex. 

As a house-surgeon in 1936 and 1937 I saw less of primary 
pneumonia but plenty of secondary cases occurring as compli- 
cations to upper abdominal surgery, often bringing into disrepute 
sound surgical procedures which to-day are without risk. Since 
1937 and the introduction of sulphapyridine it seemed that a 
rapid decline occurred in the drama of pneumonia. Since enter- 
ing general practice in 1939 | do not recall seeing one single case 
of what I was taught as a student to regard as typical lobar 
pneumonia. That I have treated scores-of pneumonias | am in 
no doubt. In a practice of maximum/numbers scarcely a week 
goes by in the winter without my seeing one or more of these 
incipient cases of early primary pneumonia, A patient feels ill. 
He has fever and a slight cough. He may have discomfort in the 
chest. Probably he has had a slight rigor. On examination he 
looks cheerful and comfortable in bed. He may be reading the 
paper. His colour is good, temperature 101° F. (38.3° C.), pulse 
rate 90, and respiratory rate 18. There are signs of upper 
respiratory tract infection. The respiratory movements of his 
chest are normal, but at one lung base there is diminished air 
entry and a band of undoubjed crepitations. In such a case one 
is tempted to borrow the old term “ congestion of the lung,” 
although if the lung could be examined the developed pneumonic 
process would be seen. If adequate and intelligent administration 
of sulphonamide is started forthwith one can expect, as much as 
one can count on anything in medicine, that in 36 hours the 
temperature will return to normal and any toxic signs will 
disappear. The physical signs in the lungs may extend a little 
in the first 24 hours, but thereafter their progress is arrested and 
in five to seven days they have disappeared entirely. Is this 
ged lobar pneumonia notifiable to the medical officer of 

I have omitted any reference to the many cases which occur in 
established bronchitics and those whose chests will at all times 
provide a cacophony of signs and sounds denoting chronic upper 
and lower respiratory tract catarrh superimposed on a background 
of emphysema, asthma, or bronchiectasis, In such cases it is 
more difficult to assess the degree of lung infection and to deter- 
mine the point at which bronchitis becomes notifiable pneumonia. 

Only in the case of infants and young children can it be said 
that the early case of pneumonia retains its pre-sulphonamide 
appearance. In them one can still see the distressed appearance, 
restlessness, bad colour, and rapid alar breathing characteristic 
of rapid invasion by a virulent infection, 

My feeling is that the incidence of attenuated primary 
pneumonia has increased very considerably in the past ten 
years but that this increase is not refected in the notification 
returns. Practitioners are reluctant to label early acute lung 
infection (as above described) as pneumonia because the 
initial symptoms are so mild and because the disease can be 
arrested overnight by the institution of antibiotic treatment, 
and the whole clinical picture dissolved in 48 hours. It is 
in these rather indeterminate cases that we should appreciate 
Professor Stuart-Harris’s opinions and recommendations on 
diagnosis and nomenclature.—I am, etc., 


Shefficid. E. C. ATKINSON. 


Idiosyncrasy to Tubocurarine 

Sin,—The following case of idiosyncrasy to 6 mg. 
p-tubocurarine chloride may be of interest, occurring as it 
did in a seemingly amyasthenic and disease-free individual 
of normal build. : 

T. Cecil Gray (1947) and Gray and Halton (1948) reported 
two cases of idiosyncrasy, or exaggerated response, to the 
administration of 15 mg. of p-tubocurarine chloride (with 
thiopentone 0.5 g.). Both patients had advanced carcinoma 
of a bronchus, and each had atelectasis of a lung. Gray 
and Halton thereafter employed a test-dose method, inject- 
ing 5 mg. curare routinely before induction to detect any 
exaggerated response; later they encountered another 
patient, preparatory to thoracoplasty, who was rendered 
apnoeic and curarized by 6 mg. curare. 

A woman, aged 48, in whom no clinical abnormality was 
detected pre-operatively, with Hb 88% (Haldane), was to undergo 
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total hysterectomy and bilateral salpingo-oophorectomy for - 
functional uterine haemorrhage. Premedication: “omnopon ” 
$ gr. (22 mg.) and scopolamine 1/300 gr. (0.22 mg.), one hour 
before operation, Induction: thiopentone 0.3 g., followed by 
N,O and oxygen. 
The patient was then placed in the lithotomy position for 
completion of — 
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vaginal swabbing and catheterization. Just before ¢ 
the latter- a test dose of 6 mg. curare was. given, and apnosa 
resulted which lasted for 15 miħutes after the skin incision wes 
made. > a. 
The operation was completed 75 minutes after the administra- 
tion of curare. As intercostal paralysis still persisted, prostigmin 
2.5 mg. and atropine sulphate 1/100 gr. (0.66 mg.) were injected 
intravenously, resuliing in satisfactory respiratory exchange within 
two minutes. Post-operatively her general condition was good, 
and she had a smooth, uneventful convalescence, as 
—l am, etc., - r 
Hayes, Middlesex. H. Howe t-Jones. 
REFERENCES 
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Sulphonamide Sensitivity a 


Sm.—I wonder if your readers would be interested in a 
somewhat unusual case of sulphonamide sensitivity ? 


The patient, a man aged 25 years, an electrician by trade, com- 
plained of a pain in his right ear, The condition was diagnosed 
as an otitis externa, and a swab was taken which showed a- 
mixed infection of Pyocyaneus and haemolytic streptococci. He 
was treated with streptomycin drops and put on a course of 
“ sulphatriad.” After A ; 
taking 12 tablets (6 g.) he 
noticed an itching in his 
finger-tips, which was 
followed by the eruption 
of bullae over the sites of 
old injury. 

The bullae were situated 
as follows: Left forearm 
size 2 in. by 1} in. (5 by 
3.7 cm.), over the site of 
a burn dating from June, 
1940. He was rather 
vague about the treatment 
of the burn, but said his 
doctor had used a yellow 
ointment. Right knee, 
size 2 in, by 1} in., the 
site of an old abrasion 
which had been treated 
with penicillin cream, had 
healed, been reopened, 
and later treated with sulphonamide cream, Lower 
leg, 14 in. by 14 in. (3.2 cm.), the site of a burn in 
which was treated with sulphonamide powder and 

The itching of his finger-tips also occurred over 
old injury (burns), but there were no vesicles or bulla formation. 
Treatment consisted in aspiration of the bullae, tulle gras dress- 
ings, and “ benadryl” 50 mg. twice daily. 
—I am, etc., 

Babrein. 





2 





J. KINSELLA. 


Erythrocyte Sedimentation in Anaemia 
Sir.—Dr. H. S. Kellett has described (December 23, 1950, 
p. 1445) the familiar “ correction” dogmas at such length ~ 
that I must ask your permission to reply in detail. AsT 
see it, Dr, Kellett and many other clinical pathologists will 
continue to believe in “ correction ” as long as they continue 
to study the problem-in the seclusion of their laboratories, 
and thus they will continue to mystify and mislead their 
clinical colleagues with reports of normal (corrected) E.S.R.s or 
in cases of grave disease. In the laboratory it is difficult to — 
avoid noting the frequent coincidence of anaemia and 
increased E.S.R. and hence deducing that the increased sedi- 
mentation is related to the anaemia: it is then natural tò 
formulate an appropriate theory. The clinician, having his 
patient constantly before him, is more impressed by the 
relation of both the anaemia -and the abnormal E.S.R. to 
disease rather than to one another. rae 
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Kellett’s whole argument rests upon his statement, 
df itis assumed that the plasma‘ sedimentin concentration 
‘the same in anaemic blood as in normal blood..." It 

isedifficult to discover a more unjustified assumption in the 
literature of sedimentation correction, which is full of 

“assumption. The concentration and nature of sedimentin 

clearly varies according to the cause of the anaemia: in 

anaemia due to infection and few growth there is increased 
fibrinogen and the increased E.S.R. is abolished by defibrina- 


outon; in the anaemia of myelomatosis and kala-azar 


increased sedimentation is chiefly due to increased globulin 
and. defibrination has little effect; while in the anaemia of 
simple blood loss the evidence that I. have submitted 
(December 9, p. 1296) indicates a possible decrease in sedi- 
mentin. Since all Dr. Kellett’s conclusions stem from this 
assumption of sedimentin concentration remaining unchanged 
in anaemia, I submit that they are all equally fallacious. 

Other statements in his letter call for eomment : 

“Unlikely that the size of the cell will ke an important factor.” 
With this Dr. Kellett. dismisses the possibility of the red cells 
having any effect, but there is plenty of evidence to the contrary, 
‘toowhich I referred in my article (Bunting, 1939; Ham and Curtis, 

“1938; McFarlane and O’Brien, 1946). 
oo “The ESR. depends upon the amouzt of sedimentin acting 
“On the total surface of the erythrocytes.” This is pure speculation, 
and is ins my opinion incorrect, but if teue it would contradict 
“Dr. Kellett’s: own theories, since in equa! P.C.V.s. in pernicious 
‘anaemia, normocytic anaemia, and hypochromic anaemia there 
= are different totals of cells and of cell surfaces—yet Dr. Kellett’s 
correction would be the same in each instance. 
oO" A series of bloods from cases of uncomplicated idiopathic 
-Aypachromic anaemia” First, the clinician often has difficulty 
ough in deciding whether or not a case ef hypochromic anaemia 
‘omplicated and the pathologist must find it well-nigh impos- 

“Secondly, hypochromic anaensa is virtually never 

iopathic. 

"Tn 50%... 1 found the E.S.R. increased in proportion to 
the degree of.anaemia.? 1 Suggest thai the real cause of the 
‘increased E.S.R.s in. these so-called urcomplicated cases may 
well have been overlooked if the cinicians dependent on 

Dr,.-Kellett’s reports accepted his normal (corrected) results at 
‘their face value. 

“In the other 50%, the E.S.R. was raised considerably less 
than -might have been expected from the PCV? I am most 
interested to: learn that 50% of Dr. Eellett’s cases failed to 
support his own theory, even using Wintrobe’s technique, and I 
‘submit that this is relevant additional support for my own con- 

--ghusions, “Moreover, T cannot help wondering what percentage of 
-incompatible facts Dr. Kellett requires before he begins to doubt 
“his theory. 





“The finding of normal results fairly constantly in anaemia.’ 


To ‘be applicable to my findings, this should have read, “in 
_tincomplicated hypochromic anaemia.” 

“Other authors who oppose correction have... used... 
citrate as an anticoagulant.” The authors quoted in fact did not 
all wse citrate, neither did they all oppose correction. Schuster 
(1938) did not oppose correction; she apposed charted systems 
of ‘correction, advocating instead manipulation of the red-cell 
count to normal before estimating the E.S.R., an obviously 
fallacious procedure. Day (1939) only opposed correction in 
mild. degrees of anaemia, basing his apinion on some rather 
obscure experiments. Smith (1938), using a capillary tube 
technique, opposed correction in the nutritional anaemia of 
children, Davis (1946) accepted correction with some techniques 
and stated: “ .. , Long recognized that ofigocythaemia accelerates 
sedimentation and polycythaemia retards ”; however, it would 
“be fair to say that he is obviously sceptical of correction. Gram 
(1929) and Walton (1933) used citrate and submitted their own 
methods of correction, Those who did oppose correction 
“unfortunately did so in uncertain fashien and with little or no 
‘supporting evidence. ` 

“ Sinclair and Duthie (1950} obtained results suggesting that 
‘anaemia was having an effect on the ESR” The suggestion is 
entirely Dr, Kellett’s, for the authors carefully pointed out that 
there was “no readily acceptable explanation ” of the effect of 
intravenous iron on the E.S.R. of rheumatoid arthritis. 

_ My conclusion regarding the lessened stabilizing effect of citrate 
in emia is dubbed as fallacious, on the pure assumption that 
the effect of ‘citrate depends on the amount of citrate per 
erythrocyt ‘There is no reason to regard this assumption as 
valid and it is certainly not borne out by the results of dilution 
experiments (December 9, 1950, Table V, p. 1299). 




































Correction is “ necessary in theory, but not necessary in routine 
clinical work.” Thus Dr. Kellett neatly summarizes this conflict 
of mind produced by the attempt to relate obstinate facts: to 
untenable theory, I wonder how long he will continue trying to 
have it both ways. A i 


May I take this opportunity to point out my error in stating 
that the correction chart of Whitby and Britton (1946) was 
based on dilutions of normal bloods, whereas in fact it was 
based upon manipulations of anaemic bloods. My error, 
however, in no way affects my arguments, for an anaemic 
specimen concentrated to normal P.C.V. no more resembles 
normal blood than a normal specimen diluted to a low 
P.C.V. resembles anaemic blood, 

In my opinion, if the pathologist reports the actual 
(observed and uncorrected) E.S.R. as well as, if he wishes, 
the “corrected” (ie. masked) E.S.R., no great harm is 
likely to occur, for most clinicians have for long felt scepti- 
cal of the correction theory ; but the pathologist shoulders 
an enormous responsibility if he reports only a normal (after 
correction) E.S.R., when the (uncorrected) abnormal E:S.R. 
may be the only indication of serious disease —I_ am, etc., 

London, E.C.1. RICHARD TERRY: 
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Loss of Vision 


Sır, —In your leading article “ Loss of Vision ” (December 
30, 1950, p. 1482) you say (p. 1483) of partially sighted 
Persons, “ Such registers are now coming into use and are 
undoubtedly serving a useful purpose.” Maybe that-is correct 
for an ideal district; which has sufficient welfare services at its 
disposal, sufficient ophthalmologists to certify, and efficient 
home visitors and other welfare staff who are competent to 
select persons to be referred for certificates. It certainly 
does not apply to my area, What useful purpose can be 
served, when a person is certified as partially sighted, if the 
training facilities of the local authority are totally inadequate 
even for the totally blind people ? “If no special ophthal- 
mologist is employed for certifications, then the whole 
burden may be placed on the School Eye Service. Not the 
slightest. discretion is used by some welfare officers when 
recommending certification: any person applying for public 
assistance is referred to me for certification if there is the 
remotest chance of some eye trouble. People whose vision 
would be fair or even normal with glasses, but who have 
never bothered to see an optician, are also referred to me for 
blind certification. On the other hand a glaucoma patient 
who has not himself the sense to seek medical advice (many 
old people have not) will ‘never be advised by the welfare 
officer to do so. He may have to wait some months till he 
sees me. People who have lost one eye but whose other one 
is normal or nearly normal in vision, and those with an acute 
inflammatory condition, are all referred to me for certifica- 
tion: nobody dreams of arranging treatment or advising the 
Patient to seek his doctor’s advice. . 

The result is that the children’s eyes are terribly neglected, 
because I cannot cope with all these cases, Innumerable 
eyes that squint undoubtedly go blind if not attended to in 
time, and myopic ones suffer harm (although they do not 
become blind) if they are not seen annually but have two, 
three, or more years to wait, But if a Certified Blind person 
wants his worn-out glasses replaced, which could easily be 
done by any optician under the supplementary ophthalmic 
service, at least in areas where opticians or even hospitals 
are close by, I have to refract him with highest priority. 1 
get advanced cataracts referred for refraction, among them 
people who have been told Previously in a hospital that they 
cannot be fitted with glasses. Such cases are a perfect waste 
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of time. I have no ided of the patient’s condition before- 
hand, and the ‘clinic’s- time has ‘to be allocated no matter 
whether I can do somethitig for thé patient in the end or not. 
I-get people’ to certify who have gla’ 
their vision is fair, and people who are about to enter 
hospital for operation in the very`near future. Could they 
ae wait till treatment_is finished, so that I bave not to 
rtify them afterwards again, while children’s eyes go 
R through neglect? ~ 
Finally a point of a different kind. Why was “place of 
examination ” omitted in the new'B.D.8s? Is it not most 
important for the validity of the certificate whether the 
examination was made in a decent clinic or an improvised 
clinic without proper light and space, or in the patient's 
home, as was the rule in the good old days ?—I am, etc., 


- SCHOOL OCULIST. 


Popliteal Ligation for Post-phlebitic Leg 


Sin,—In my paper (December 9, 1950, p. 1307) I 
endeavoured to' investigate popliteal vein ligation in as 
dispassionate a way as possible. Mr. S. M. Rivlin in his letter 
(December 30, p. 1495) lists me as its protagonist; he is 
certainly an antagonist, presumably because his results have 
been unfortunate. 

I like to think that if he selects his cases along the lines 
I suggested, even if he does not stoop to measure the erect 
venous pressure during exercise, be will get better results. In 
a condition like post-phlebitic leg it. would be asking too 
much to expect any one measure to cure, as we cannot 
temake valves. If however a measure in properly selected 
cases can cause relief in a considerable proportion, he would 
be a poor physician who would withhold such a remedy 
because eventually its good effects might cease. I agree of 
course with-Mr. Rivlin that there is no guarantee that these 
cases will not subsequently relapse, but surely even a passing 
relief is worth while. 

Mr. Rivlin has missed my point in the olat of the 
condition. Essentially the normal venous pumping mechan- 
ism has failed, but there is no evidence that the flow in the 
incompetent vein is retrograde in exercise. The normal 
person when standing is always moving slightly from ‘foot 
to foot, and this exercise is sufficient to keep the venous 
pressure low. Depending upon the extent of valvular failure, 
the pressure rises, and it is this raised pressure in the erect 
position which causes the trouble. It is well known that 
if all these patients are kept in bed irrespective of what is 
done to the veins good results will ensue, and it is readily 
demonsirable that when lying in bed the Pressure is very 
low. By tying the popliteal vein the strain is, of course, 
put on the collateral veins, but it must not be tacitly assumed 
that they must become incompetent. 

As to Mr. Rivlin’s query regarding the eleven satisfied 
clients, they included the earliest and latest of the series and 
the remainder are scattered in between.—I am, etec., 


Leeds, A. J. WALKER. 


Treatment of Tinea with Oral Sulphone > 


Sm,—An, Indian labourer, about 40 years of age, had 
suffered from tinea corporis for 15 years, resisting a great 
variety of treatments, These included iodine, mercury, chrys- 
arobin,, salicylic acid, benzoic acid, and gentian violet. The 
whole of the trunk, upper parts of the arms, buttocks, and 
legs showed contiguous circular patches which healed at the 
centre and spread at the periphery. There was no anaes- 
thesia, nerve thickening, or lepromatous tissue to suggest 
Hansen's disease (leprosy)... Because of the marked resistance 
_ to other treatment and the fairly high concentraton of 


sulphones obtained in the skin, diaminodiphenylsulphone. 


(D.A.D.P.S.). was given in dose of 0.1 g. daily for the first 
week and 0.2 g. daily thereafter, By the end of the second 
week no trace of tinea existed. The success of sulphone in 
this case may be of interest to others, as this type of resistant 
fungus infection i is not uncommon in the Tropics.—I am, eft., 


Doom Dooma, Upper Assam. ‘P. H. BIRKS 
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- Oedema of the Glottis ii 
Sir,—The rare clinical phenomenon known as acute 


oedema ‘of the glottis (see December 30, 1950, p. 1476) or, - 


more correctly stated, of the introitus laryngis (arytenoids, 


` ary-epigiottic folds, and ventricular bands) may result not” 


only from a sting or other physical trauma but from any 
localized or proximal infective condition, and, as pointed out 
by Dundas Grant, the presence of acute dysphagia and 
laryngeal stridor in the absence of obvious inflammation in 
the oro-pharynx must incriminate the hypo-pharynx and (or) 


the introitus laryngis, the’ early recognition of which- is of - 


such supreme prognostic importance. 


As regards expectant treatment, if such be ever justifiable, . 


the frequent local application of a weak solution of cocaine 


“zand liquor adrenalin. in equal parts by spray or otherwise 


combined with the intravenous injection of calcium glucon- 
ate supplemented by parenteral antibiotic treatment would 
be most likely to effect the requisite rapid improvement. In 
view, however, of the vital urgency of these-cases, the rapid 
relief which it effects, and the ease with which it can be 
performed, scarification or multiple puncture of the oede- 
matous supra-laryngeal structures is the treatment of choice. 
It can be carried out after the topical application of cocaine 
adrenaline solution by means of a laryngeal knife or, 
alternatively, a long-handled curved bistoury and a tongue- 
depressor. A frontal mirror is desirable but not a sine qua 
non. From personal experience I can vouch for the relative 
effectiveness of this procedure in comparison with the techni- 
cally much more difficult and risky tracheotomy.—] am, ete., 


Cork. X - J. B. HORGAN. 
i Certification 

. Sm,—Now that we have an epidemic upon us it seems 
to me that the absurdity of the method of certification is ” 
demonstrated. It cheats both patient and doctor alike, the 
first of his money and the second of his time and proper 
function. ` “I wouldn’t have troubled you, Doctor, to call, 
but I must’ have certificates before such and such a day.” 
The malady of certification has now spread to_ industry: 
“TIl lose my job or holiday money, etc.” My visiting list, 
already too long, could have been halved this week but for 
the need of certificates—a sheer .waste of time and talent, 

Might I suggest that the sick-visitor could be employed 
to visit the sick and witness the facts that the patient is in 
bed and to the lay observation sick, and report them to the 
necessary authority ? The doctor could then if needed call . 
when more pressing professional needs have been attended 
to.—I am, etc., 1 


Wrexham. E. A. R. Evans. 


Shorter House Jobs 7 
Sm, —As a student may I submit that a possible remedy 
for some of the deficiencies in our training as future G.P.s 
would be the shortening of house appointments in some 
specialist hospitals ? If, for instance, it were possible to 
work for only two to three months in, say, a fever hospital, 
it would give a greater number of budding housemen a fair 
chance to see some of the cases they have up till now only 
read of, dnd prevent some of the crass errors of diagnosis 
so frequently made by beginners.—I am, ete., 
London, $.W.10. ~ H. KELson Forp. 
i Oral Penicillin P 
Sm,—Dr. S. A. Doxiadis and his colleagues (January 6, 
p. 16) state, from observations carried out on healthy sub- 
jects, that if penicillin is given by mouth very large doses 
must be administered in order to obtain an adequate ‘level 
in the blood, because the hydrochloric acid of the stomach 
destroys penicillin. But in virtually all the conditions for 
which penicillin is used there is no hydrochloric acid in the 
stomach, its secretion ‘being temporarily inhibited by the 


„toxic condition of the body (Faber, K., Gastritis and Its- 


Consequences: Oxford. 1935). The oral administration of 
penicillin, both for children and adults, has many advantages. 


, 


` 
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not only to the doctor but also to the patient. Therefore 
before assuming this form of therapy is unsatisfactory, or’ 


' too costly, or to require in addition large- amounts of 


antacids, it would seem important that blood penicillin 
levels after oral doses should be investigated. during ill- 
ness and not during the irrelevant condition of health.— 
I am, étc., 


London, W.1. - FRANKLIN: BICKNELL 


Poliomyelitis in London in 1949 | 


Sm,—We are glad to assure Dr. E. H. R. Smithard 
(January 13, p. 92) that for all statistical purposes in our 


` paper (December 30, 1950, p. 1473) the number of confirmed 


Notifications of poliomyelitis in Lewisham in 1949 was taken 
as 35, the figure he quotes as correct. A table showing the 
basic-distribution by boroughs was prepared for publication, 
but could not be tncluded for-lack of space. We used for all 
calculations the figures given, as confirmed, to the Registrar- 
General by the borough medical officers of health in their 
quarterly returns ; we hope there is no danger in this indirect 
aggregation, otherwise the Registrar-General’s publications 
are presumably also implicated. The map was plotted day 


__ by day (for purposes other than the paper), and where the 


daily -retums from the borough medical officers of health 


_showed earlier notifications to be unconfirmed the cases 


` 


. was loaded with sugar and acetone (FeCl, test). 


some of the aceto-acetic acid decomposes to acetone. 


were erased. In this sense the map was bona fide corrected. - 
Only eight such corrections were received from Lewisham. 


- We doubt whether the pictorial impression is substantially 


in error, but we apologize for the fact that no note was aye 
to the diagram pointing out limitations in the meaning f 
“ corrected.” 

. With regard fo the confirmed cases for 1950, quoted by 
Dr. Smithard as 32. we would add that for the first three 
quarters alone, according to copies of forms received by the 
L.C.C., he had returned 32 cases to the Registrar-General— 
ien equal to his present a for the whole year—We are, 


i G. E. BREEN. - 
giano SET - B. BENJAMIN, 4 


, Management of Thyrotoxicosis 

Sm,—-Dr. Raymond Greene (December 16, 1950, p. 1378) 
attributes “to me an opinion far stronger than_anything I 
should care to hold. He writes that I asserted at a meeting - 
of the Section of Endocrinology of the Royal Society of 
Medicine that all patients who had had remissions of thyro-_ 
toxicosis _ following medical treatment wodald „eventually 
relapse. _ 

What I said in this resped was. apropos the remark of a 
previous speaker who mentioned the “cures” obtained by 
physicians in the days “before thiouracil came into vogue. 
I stated that, in my experience, there was a proportion of 
patients in whom the disease was episodic, and that I had ` 
operated upon a number who had undoubtedly had the 
disease in a Severe degree many years previously, and who 
had been apparently temporarily cured by rest and 
sedatives.. I added that, to my knowledge, no physician had 
published a-long-term follow-up of such “cures.” I should 
be surprised, however, if some, patients did not remain 
permanently well in a disease so varied in ‘its course and so 
differing in intensity—I am, etc., i 

London, Wi ~ CHARLES DONALD. 


~ Acetonurla Rare 


Sm,-—In their article (January 6, p. 14) “Raised Blood 
Pyruvic Acid Level in Diabetic Acidosis ” Drs. I. C. Gilliland 
and M. M. Martin make the curious statement that the urine 
l think the 
authors mean that a large amount of aceto-acetic acid was 
present in the urine and that the FeCl, test gave a deep 
port-wine colour. But their statement i3 meaningless for the 
following reasons: G 

(1) Acetone is not present in’ freshly passed urine, but onty 
appears if the urine is allowed to stand for some time, when 
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(2) It is impossible to produce air hunger with acetone in a cat, . ` 


whereas aceto-acetic acid is: the substance which causes air 
hunger: 
(3) Acetone does not _give any colour ‘with FeCl, solution, 


Rothera’s, modification of Legal’ s test (J, Physiol., 1908, 37, 491) 
is a test for acetone and 'acero-acetic acid,’ although Rothera 
thought it was a test for acetone only.. It is, however, a much 
better test for acetoacetic acid, and Hurtley (Lancet, 1913, 1, 
1160) showed that acetone could be detected in a concentration of 


` whereas aceto-acetic acid“ gives the port-wine colour. 


1:20,000, whereas acéto-acetic acid could be-detgcted in a con- « 


centration of 1: :400,000. 


Many peoplé, who do not know that ‘acetone, though 
expired by the lungs, is not excreted in the urine, speak of 
acetonuria instead of ketonuria. But it is a ‘pity that the 
authors should make such an inaccurate statement in an 
otherwise interesting and excellent article-—I am, etc., 


London, W.1. GEORGE GRAHAM. - 


- ` Refresher Course 5 `~ 


Sm, —Reading with the greatest 
refresher course lectures on disk lesions (December 23, 
1950, p. 1434) and acute bronchitis (January 13, p. 82), I find 
one must review the meaning of the word “refresher.” 


- Here we see our well-tried remedies’ for backache tossed in 


the bucket, and tracheotomy threatened for croup in liev 
of ipecacuanha wine., There is no refreshment of dur know; 
ledge of medicine in allthis. Must we divorce urban thera- 
peutics from rural therapeutics ? The healing urge of nature, 
so delightfully ‘obvious in country practice, appears to be 


entirely absent in the out-patient departments and wards of ~ 


the great hospitals. In. uch hospital experience; where the, 
specialist meets his human material at the. syringe’ “point, | 
little co-operation with nature can--be expected. It is 
presumed the natural healing powers will: not respond to ` 
trauma, bacterial or otherwise, Chemotherapy usurps the. 
feld. -. ~ 

We country Sona who still appreciate the help of | 
providence, cannot expect specialists to understand how we 
treat and cure the myriads of patients they are never privi- 
leged to see. If they understood, we might escape some of 
their sweeping condemnations.—I am, etc., 


Hexham, Northumberiand. RICHARD BELL. 


. What is Homoeopathy ? ; 
Sm,—What is homocopathy.? Is it scientific or mumbo- 
jumbo? We read little about this subject in the Journal, 


and I for one am confused about its relation to orthodox _ 


medicine. If it has something real to offer, let us hear 
about it, but if not should it be relegated to the status of 


naturopathy ?—I am, etc., 
London, W.13. R E. W. OLIVER. ' 


-7 PONTS FROM LETTERS 


Long Umbilical Cord 7 
Mr. A. E. CuHuisHorM (Dundee) writes: Seveřal years ago ï 


had a case in which the umbilical cord measured 5 ft, with two. 


true knots, both quite loose. The cord had not twisted round 


_ the baby and there was no complication. 


Red-cell Stippling In Poisoning 3 
Dr. A. Piney. (London, W. 1) writes: Dr- W. Gross (December - 
30, 1950, p. 1496) says that in patients treated with bismuth or 


mercury “ supravital staining with brilliant cresyl blue revealed ^- 


basophil stippling of the red blood cells” It is essential to realize, 
that punctate basophilia (stuppling) ot red corpuscles canbe seen 
without any staining, whereas the basophilic substance seen after 
vital staining is something quite different, being imdicauve of 
immaturity of the corpuscle, not of degeneration Dr. Gross need 
thus not be surprised that he was unable to find any reference 
to basophil stippling of red blood corpuscles in bismuth and 
mercury poisoning ~There are, however, many references to the 
presence of reticulocytes—i.e , corpuscles which with vital staining 
can be seen to contain a basophilic substance, sometimes in the 
form of dots, but more usually in a skein. 
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G. E. GASK, C.M.G., DS.O., F.R.CS. 


Professor G. E. Gask, consulting surgeon to St. Bar- 
tholomew’s Hospital, died at his home at Hambledon, 
Henley-on-Thames, on January 16, aged 75. 

George Ernest Gask was born in “1875 and was 
educated at Dulwich College. He-entered the medi- 
cal school at St. Bartholomew's in 1893, qualifying 
M.R.CS., L.R.C.P. in 1898. After working as house- 
surgeon to Mr. John Langton, he was appointed demon- 
strator of pathology, then surgical registrar, and later, 
in 1907, assistant surgeon. He had become a Fellow 

` of the Royal College of 
Surgeons in 1901. For 
five years, from 1906 to 
1911, he was warden of 
the residential college at 
Barts. When the first 
world war broke out he 
was a successful consul- 
tant surgeon, Serving first 
as a Territorial officer at 
the Ist London General 
Hospital, he went to 
France in 1916 as sur- 
geon to a casualty clearing 
station, and two years later 
he was appointed consult- 
ing surgeon to the 4th 


Army with the rank of temporary colonel. A.M.S. 


Mentioned in dispatches four times, he “was awarded 
the D.S.O. in 1917 and the C.M.G. in 1919. During 
his war service he was particularly interested in the 
treatment’ of injuries of the chest, and after the war 
was over the West London Medico-Chirurgical Society 
awarded him the society's gold medal for his work in 
this field. 

_ One of Gask’s enthusiasms was to see professorial 
units established in the teaching hospitals. When he 
returned to civilian life the University of London 
appointed him the first director of the surgical unit 
at Barts. He was later joined by Mr. Thomas 
Dunhill (as he then was) as assistant director, and he 
had as his first chief assistants Mr. Ogier Ward and 
Mr. Geoffrey Keynes. This unit, which was started 
with so strong a team, was an unqualified success, and 
Gask was at the head of it until his retirement in 1935. 
It served as a pattern for similar units formed in other 
hospitals. 

Gask was a beautiful operator, and it was a pleasure 
to watch him. The outstanding characteristic of his 
work was gentleness, with its usual excellent results. 
He wrote a textbook of surgery with Harold Wilson, a 
book on the surgery of the sympathetic nervous system 


= with J. Patterson Ross, who afterwards succeeded him 


as professor and director of the surgical unit, and many 
lectures, addresses, and articles in the medical press. 
He was always greatly interested in the affairs of the 
Royal College of Surgeons, serving on its council for 
16 years. He was Hunterian Professor in 1930 and 
Thomas Vicary Lecturer in the same year. He gave 
the Bradshaw Lecture in 1932 and was elected a vice- 
president of the College in 1933. In 1937 he was special 
Hunterlan Lecturer. The British Journal of Surgery 


owed much to him. He was chairman of the editorial 
committee from 1936 to 1946, and it was largely due 
to his influence that the committee became fully com- 
prehensive and representative of the profession. The 
issue which was published last July was specially dedi- 


cated to him on the attainment of his seventy-fifth birth- 


day. Another birthday gift was the gathering together — 
in one volume of a number of his essays, entitled Essays 
in the History of Medicine (see p. 187). 
of London, Oxford, Cambridge, and Bristol appointed 
him as an examiner in surgery, and surgical _ 
societies ‘on the Continent and in America elected 
him to honorary membership. The French Govern- 


ment awarded him the Croix d'Officier de la Légion ` 


d'Honneur in 1937. He was a member of the Medi- 
cal Research Council from 1937 to 1941, of the Radium 
Commission, and of the governing body of the British 
Postgraduate Medical School. The Medical Society of | 
London elected him its president for a term, and in 


1936 he was president of the Section of Surgery at the a 


Annual Meeting of the B.M.A. 

When the second world war broke out in 1939 he 
came out of retirement and assumed the duties of tem- 
porary surgeon to the Radcliffe Infirmary, Oxford, and 
he also became a lecturer in the university, which con- 
ferred on him the degree of M.A. by decree. The- 


Ministry of Health called on him to act as an adviser — 


in surgery to the Emergency Medical Service, and he 


made many visits to hospitals in the South of England - 


during the course of the war. Even after his wartime 
duties were over he retained an interest in medical 
affairs, for he was chairman of the medical advisory 


committee of the Oxford Regional Hospital Board — 
and of the Local Executive Council from 1947 to 1948. 


He was essentially a calm, quiet, but determined man. 
Whether teaching, operating, or organizing, he always 
knew what he wanted to say and what he wanted to 
do. He never really appeared to be exerting himself, — 
but he was quite untiring. He was a good judge of 
men and chose his assistants very carefully. His chief 
interests in life were surgery, St. Bartholomew's Hos- — 
pital, and climbing. He was a distinguished member — 
of the Alpine Club, being honorary secretary from 1917 | 


The universities — 





| 
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to 1919. As a mountaineer, and indeed in all walks of 4 


life, he was resolute and imperturbable. 

He married in 1913 Ada Alexandra, daughter of 
Alexander Crombie, of the I.M.S. His son is also a 
doctor and a Bart's man.—R. M. V. 


R.O. W. writes: 
August, 1906. 
the Alps. We had just climbed the Rothorn and were 
feeling confident, so that when our guide pointed out 
a group of, as he told us, very good English climbers, 
who were finishing their tea outside a hotel, we decided 
to present ourselves. One was Gask, who said little ; 
another was Dr. Tom Longstaff, already famous for his 
climbs both in the Alps and in the Himalayas. The 
meeting was a short one, but we listened with respectful 
interest to replies to our various questions. 

The next occasion was about two years later, when J 
entered Bart's as a new student and found myself in 
the presence of a big man who was the warden. I 
explained my purpose and my aspirations, and, after 
speaking for some time, ceased. Then followed a 
silence, one of the silences with which I was to become 
very familiar in later years—a silence in some respects 
resembling those ascribed by Maurois to Colonel 
Bramble ; a silence which one could not break because 


I first met Gask in Zermatt in — ; 
It was at the end of my first season in- 
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ing more left whic one had not already — 











wever, such silences differed from those of the 
ecause when Gask ultimately broke them his 
was usually one which cut right down to’ the 

root of the matter of beyond. Like Marshal Joffre, 
‘Gask was always ready to listen and, like the marshal, 
he would often make no comment. On this occasion 
he presently said, “I’ve seen you before.” At once a 
contact was established. During the following years 
‘IT dressed for him and his chief, Mr. D'Arcy Power. 
could hardly have been a greater contrast. D'Arcy 
er was extremely quick in speech and in action, 
ove all in operating. Gask was slow to decide and 
in operating proceeded with deliberation from step to 
step--after all, you cannot hurry up a mountain. Really 
[think it was his unruffled calm which helped make 
him such a fine mountaineer and a surgeon to whom 
one would have at any time entrusted one’s life. He 
“Was never rough, he wasted no time, but he was very 
careful of detail, without, however, being in any way 
fussy. “Fingers out of the wound: use forceps,” he 
‘would say to his assistants. This was in those far-off 
days, long before the“ no-touch technique ” was thought 
Of. I was his house-surgeon in 1913, but then saw no 
‘more of him till after the end of the war, when I had 
‘the good fortune to be appointed one of the surgical 
professorial unit. He had changed little and soon 
‘showed that he had faith in the new design. 

In those days his name as a thoracic surgeon had 
been well established by his work in the B.E.F, Many 
late battle casualties with chronic empyemata were 
referred. to him for treatment, and operations were 
undertaken with the object of removing scar tissue and 
allowing the lung to expand once more. These opera- 
tions were long and hazardous, for in those days the 
modern methods of combating sepsis were not available 
and anaesthesia had not yet reached its present perfec- 
tion, but they showed the way to what might in the 
future be done within the thorax, a region which hitherto 
the surgeon had not ventured to explore except with a 
needle or a tube. Bart’s is by some supposed to be 
ultra-conservative. It would be easy to prove that this 
is mot true ; none the less it required courage to break 
tradition and bring Dunhill from Melbourne to join 
the hospital staff and to be his assistant director; but 
Gask was rightly sure that this step would prove a firm 
one, and the results which have followed in the develop- 
ment of the unit have amply proved that the foundations 
which he. established it were sound, 

t some years he continued to visit the Alps; he 
had many great climbs to his credit and did a good 
deal of guideless climbing. He was invited to organize 
a Himalayan expedition, but found himself unable to 
accept. His last Alpine ascent was the Matterhorn by 
the Zmutt arête. 1 well remember hearing from him 
| modest account of how much he had enjoved that 
magnificent climb and rejoiced in the sense of achieve- 
ment as he stood on the summit and surveyed the land- 
scape, feeling, as he said, for a moment like an Olympian 
god. “Those who were privileged to work for Gask 
hada great affection for him. 






































Sir LENTHAL CHEATLE, K.C.B., C.V.O. FRCS. 


So. McClements writes: As an old dresser of Sir 
a) Cheatle. T would like to place on record some 
qualities that endeared him to his students and 
former he treated as co-equals with him- 









tigating cases. and aiways paid the, 


“greatest attention to a student's observations—not intre- 
quently admitting, during a laparotomy, that one of nis 





dresser's observations had been quite correct, while his- 
own had been erroneous. Always stressing the impor- 
tance’ of ‘accurate and detailed observations by his 
dressers, he did not -put full reliance on the textbook 
picture of disease. He was a stimulating teacher with 
an unorthodox outlook on certain aspects of operative 
surgery. His personal reminiscences of Lister were 
always a source of great interest and inspiration to 
students. To patients he was always courteous and 
polite, and often a ten-shilling note found its way to 
a poor man’s pocket. Always immaculately’ dressed 
with top hat and morning coat, he appeared one of 
the last survivors of the age of elegance. 


J. H. RAWLINSON, F.R.C.S.Ed. 


News of the death of Mr. J. H. Rawlinson on January 14 
has caused sorrow and grief among a wide circle of 
friends and colleagues throughout Merseyside. James 
Herbert Rawlinson was: a student at Liverpool Uni- — 
versity, and he graduated M.B., Ch.B. with honours. 
in 1907, being awarded the Canthac Medal. He then 
held several resident posts, and. was chosen a Robert 
Gee Fellow of Anatomy at the University of Liverpool 
in 1912. A year later he was appointed resident surgical : 
officer to Bradford Royal Infirmary. Just as war broke 
out in 1914 he was elected assistant general surgeon to 

the Northern Hospital, Liverpool, but, as was so charac- 

teristic, he volunteered for the R.A.M.C. immediately 

and served as a surgical specialist in France until 1918. 

On return to civil life he took up his post at. the 
Northern Hospital, and for the next 27 years this was. 
the centre of his interests and devotion and around 

which he built an extensive practice. -He became a | 
Fellow of the Royal College of Surgeons of Edinburgh 
in 1923. His abilities were widely recognized, and for . 
many. years he served on the staffs df the Ormskirk 
General Hospital, Bootle General Hospital, the Hoy- 
lake Cottage Hospital, and Port Sunlight Hospital. In 
1932 he was appointed to the senior staff of the Northern 
Hospital and became a member of the university faculty 
of medicine. In 1946, in accordance with custom, on 
attaining the age of 60, he retired from the active staff 
of the Northern Hospital but continued to work at the 
Hoylake Cottage Hospital and later at St. Catherine’s 
Hospital, Birkenhead, and Wallasey Central. Hospital. 
He was an interesting and inspiring teacher with a 
clear and orderly mind, and his object was to make 
good doctors rather than good examinees, though in 

fact he achieved both. He much preferred informal 

bedside teaching to the prepared lecture, and his crowded: ` 
senior ward rounds will long be remembered with. grati- 

tude: by successive generations of students and house- 

surgeons, 

In consultation his manner was impressive but kindly 
and inspired confidence. His approach to surgical prob- 
lems was always logical and his judgment reliable. He 
was essentially a general surgeon with a special interest: 
in abdominal and urinary surgery, and as an operator 
he was deliberate. skilful, and speedy. His loss will: be 
felt particularly by his junior colleagues, who held. for 
him the greatest respect and the deepest affection. They 


could always turn to him with complete confidence im 0 s 


any case of difficulty, knowing that their patients 


interests and their own were in safe keeping. He wilk- eee On 
be sadly missed bva- targe group of doctors wh FECOBR ae 
nized in him: not only an. outstanding geo) 
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staunch friend on whom they could rely and who at all 
times was prepared to help them, day or night. He 
was essentially a man of activity, and he was busily 
occupied ın his practice when at Christmas his last short 
illness began. Probably that is what he would have 
chosen himself, for he was soon to retire, and, although 
keenly interested in music, literature, and golf, surgery 
was his life’s interest, and without it he would not have 
been happy.—P. H. 


Dr. R. J. Minnitt writes: I have enjoyed the friend- 
ship of J. H. Rawlinson for almost 40 years, and I can 
testify to his sterling qualities as a man. Forthright in 
his attitude towards current problems which affect pro- 
fessional and hospital administration, some may have 
thought him unconventional, but he was absolutely 
honest and sincere in all that he -said and did. He 
was one of those belonging to a tradition and age which 
most regretfully is fast passing away, but he has left a 
shining example and memory to succeeding generations 
which will be an inspiration for many years to come 


- 


Dr. WILLIAM JAMIESON Loge died on December 6, 1950, 
at his home in Falkirk. His father was the late Bailie W. J. 
Logie, and he studied medicine at Glasgow University, where 
he graduated M.B, Ch.B. in 1905. He was keenly interested 
in pathology, and was appointed to the-pathological staff of 
Glasgow University under Professor Robert Muir. Later he 
obtained a lectureship in pathology and bacteriology at the 
University of Birmingham, where he was also visiting patho- 
logist to the General Hospital. Eventually be settled in 
Falkirk, where he succeeded the late Dr. McCracken in 
general practice and was appointed bacteriologist to the 
Falkirk and District Royal Infirmary when the new build- 
ing was completed. A member uf the Pathological and 
Bacteriological Society of Great Britain and Ireland, he 
did much origina! and valuable research on dysentery before 
the first world war. He had many and varied interests 
outside his profession, being a Chopin enthusiast and a 
pianist of no small merit. He was a serious student of 
astronomy and modern scientific research. At the time of 
his death he was the president of Falkirk Burns Club. 
When the first nursery school was started in Falkirk 
Dr. Logie was appointed its chairman—a post which he 
held till his death. His kindly presence wil be greatly 
missed by his colleagues.—A. E. H. F 

Dr. CHARLES ROBERT WORTHINGTON died on December 7 
at Victoria, Vancouver Island, after a long illness, aged 73. 
He was the third son of the late R. B. Worthington, of 
Tonbridge. He went up to Caius College, Cambridge, with 
a considerable schoolboy reputation both as a cricketer and 
a footballer. He did, in fact, play as a forward several 
times for the university at rugby football, but missed getting 
his blue; he was, perhaps, unlucky to be up when Cam- 
bridge had a plethora of remarkable forwards—-in one year 
every man in the Cambridge pack got an international cap 
while still in residence, and even one other for whom there 
was no room in the side that played Queen’s. After taking 
his degree in 1899 * Bun” Worthington, as he was always 
known, entered St. Mary's Hospital. But almost at once 


_ the ‘South African war began, and he volunteered for ser- 


vice in the Cambridge University contingent which served 
with the Ist Battalion, Suffolk Regiment. On return from 
service abroad he graduated B.Ch. in 1903 and was appointed 
to the Colonial Medical Service and posted to Nigeria. At 
that time the Colonial Service was very short of personnel, 
and he found himself at a station where he was not only 
medical officer but commander of the garrison and judge 
rolled into one. It fell to his lot to try a murderer ; having 
condemned the man to death he then had to, be sheriff as 
well and to supervise the execulion. This decided him to 
try something else, so he resigned and took a commis- 
sion in the R.N. Medical Service. After about lv years 
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he left this service and settled at Vancouver Island; but 
almost at once the war of 1914 broke out, and he became 
a captain in the C.A.M.C. Here, as in South Africa, his 
imperturbable cheerfulness and soldierly qualities made him 
extremely popular. He returned to Canada, and had lived 
at Nanaimo, B.C., in retirement for some years before his 
death. 


Dr. Epwarb James Davis-Taytor died very suddenly on 
December 29 at his home in Southsea, aged 76. He was 
the son of James Davis-Taylor, of Twerton-on-Avon, near 
Bath. From Bath College he went up to Carus College, 
Cambridge, where he was one of a celebrated crew which 
won the University Light Fours in 1895 and the Visitors" 
Cup at Henley in 1896. The four oarsmen al! went to 
St. George's Hospital, where not unexpectedly they won 
the inter-hospitals rowing race: the other members were 
Dr. Drury Pennington and the late Dr. Gilbert Orme and 
Dr. H. H. Suf. Davis-Taylor was spare man for the Cam- 
bridge eight of 1896, and got his Blue in 1897. He was of 
exceptionally powerful physique, and, ike many other men 
of great strength, was very easy-tempered: to dressers, clerks, 
and his juniors in general he was always known as “ Daddy” 
—than which no man could desire a better testimonial, 
He qualified in 1901, graduating M.B., B-Chir. three years 
later. After -filling the usual house appointments at 
St. George’s he became obstetne registrar there, and after 
that medical registrar and clinical medical “tutor. He then 
started im general practice in Southsea, where he -became 
physician to the Royal Portsmouth Hospital and to 
St. Andrew’s Home for Children, as well as consulting 
physician to the Queen Alexandra Hospital. Cosham, to 
the Gosport Hospital, and to the Portsmouth Pensions 
Board. In the 1914-18 war he reached the rank of 
lieutenant-colonel in the R.A.M.C.T., and was mentioned 
in dispatches. Afterwards he was a military member of 
the Hampshire Territorial Force Association. Davis-Taylor 
was a member of the B.M.A. for many years: he was 
chairman of the Portsmouth Division in 1922-3 and secre- 
tary in 1924-5. He was also a vice-president of the Section 
of Neurology and Psychological Medicine at the Annual 
Meeting of the B.M.A. in 1923. In 1938 he had a semous 
breakdown in health, after which he .was constrained in 
1939 to retire from general practice, but was able to continue 
work through the recent war on medical boards and at 
the Queen Alexandra Hospital ; this latter appomtment he 
resigned as recently as 1949. He married Madeleine de la 
Salle in 1906: she died in 1940, leaving one son, who sur- 
vives. Davis-Taylor was a highly educated general practi- 
tioner who understood enough of most specialties to be of 
real help to all his very large circle of patients. Although 
in greatest demand as a physician, he was well up in surgery 
as well—an all-rounder of a type which the modern tendency 
to specialization has rendered increasingly rare. 


Dr. CaaRLES WiLLiam GurD died in Belfast on January 11, 
aged 34. He was born in 1916, and educated at the Belfast 
Royal Academy. where he was head prefect. Proceeding to 
Queen’s University with a leaving scholarship, he entered 
the faculty of science in 1935, and one year later trans- 
ferred to the faculty of medicine. In his second year he 
won the much-coveted Symington Medal in anatomy, and 
took first scholarshrp in his year at the second professional 
examination. In his third year he also won a scholarship, 
and he graduated M B., B.Ch. in 1941. During his period 
as a house-surgeon at the Royal Victoria Hospital Gurd’s 
health broke down, but years of invalidism and several 
major operations did not damp his determination to resume 
useful work. After several years of inactivity he wus 
enabled to take up the post of registrar to the skin depart- 
at the Royal Victora Hospital, and he held the post of 
senior registrar when his life came to a sudden end from 
an acute heart attack after a bout of influenza. Those who 
worked with him and knew him well will long remember 
his wall handsome presence and his friendly smile. Deep 
sympathy will be felt with his wife, mother, and a brother 
in the R.N. Medicel Service. 
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te ee A Meek Scholarship. Any graduate of the university is eligible for : 
Medico-Legal ~ these scholarships,’ which are tenable for one year, provided his . 
g f age on January 5, 1951, did not exceed 28 years. Applications '/ ; 
must reach the Registrary of. the University of Cambridge by Sit 
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DAL a recent inquest a boy aged 3 was found to have died ` f UNIVERSITY OF ‘ST. ANDREWS 


_ufter drinking a large quantity of “ physeptone” linctus, The degree of M.D.’ (with commendation) has been entered” 


“tiving-room one morning, saw the ‘médicine bottle nearly - 


- early the, next morning- . 


This is a proprietary preparation containing 2 mg. pèr fluid , upon K. R. Keay. a ant 
drachm (3.5-ml.) of amidoné hydrochloride, a drug covered- _, The following candidates have been approved atthe’ examina- 

by the Dangerous Drugs Acts. The linctus had been pre- “07 indicated: ~ 

seribed for the boy’s father, who had used about half of it. ~ FINAL, M.B, CHB—IJ. D. Adam, `W. M. Anderson, ‘A. A. 


` Brand; V. W. M. Francis, R. J. D. Gibson, Elizabeth H. Halliday, 
According -to the, mother’s evidence she came into the W. Kelso, W. D. Lobben, D. Ma cDonald, Vida V. MacDonald. *. 


empty on the table, and vomit on the floor. She realized To: Sprunt, R A. Xorton. 


‘ what had happened, and put her finger down -her son’s . =) UNIVERSITY OF GLASGOW vi aor 4 


` throat to make ‘him sick, but. he did not vomit again. Two - aA f 


and a half hours later her, son became drowsy. Her doctor “The following medal Ss ane oct, 
had t = chison onours, A 
ad him admitted to “hospital immediately, but he died there A. N. McPhail (with commendation), F, T ‘smi th ap a 
M.B., CH.B.—J, I. Adam; W. D.. Alexander, rri 
The pathologist who ‘conducted the post-mortem exami- Phyllis J. Bishop, A. H. Cassels, G. Church, D.'W. Clementson, 


Be 


- nation-gave the cause of death as poisoning due to ingestion . Betty: Cowan, E. A. Cresswell, ` Margaret J. Croall, G. M. 2 


> of free fluid; and the lungs showed fairly extensive areas- T, Ç, Peden, Elizabeth Primrose, D. J. Reilly, -M. J. Scott, 


‘ Nuffield Scholarships in Medicine at Pembrdke College and 
À Worcester College respectively. . Tropical Medicine Court of Governors); Mr. P. H. Mitchiner or . — 


of physeptone linctus,? adding that the normal adult dose of Davidson, Margaret’ J. Devine, kK. Donald, I. B. R. Dances’, 
physeptone was 2: to 5 mg, while the child appeared to G. P. A. Evans, A. S. Ferrie, L H. ` Gardner, J. M. B. Garland, 
have taken 7 or 8 times that amount. “At necropsy, the D. H. Goold, H. Graham, J.’ H. Grant, Theresa Grant, Al: 
pupils showed very marked dilatation; the brain showed Harrow, J. H. ‘Henderson, T. J. G. Howie, G. A: Jamieson, R, D. or 
acute congestion and oedema ; the pericardial sac contained Laing, J. D. Leonard, G. Lochrie, G. Y. McCririck, R. W. D ' f 


a slight excess of clear yellow fluid ; the heart’ was dilated,” vey sod. TL M. . McEwen, sees T Marad {s Mackie, Letitia S, 
but otherwise normal; each pleural sac contained à trace: Miller, M. a “Mowce. J. Owens, T. G. Parker, W. J. Patterson; 


of Sollapse and marked congestion. There was no ` gross’ * .J. D. A. Shedden, D. D. G. Simpson, J. G. Stewart,- D. H. _ 4 

lesion in the gastro-intestinal tract, and liver, spleen, and - . Sutherland, T. Taylor, N. A „Todd, G. R. Véitch, Marion M. j 

kidneys were normal. Physeptone was found in the. stomach `- i Whitelaw.. 

washings. : . C 2 
The manufacturers of physeptone linctus have sent a letter `- "UNIVERSITY OF EDINBURGH |. «: 

to, doctors indicating that patients should be warned against’ Tho ninth Sharpey Schafer Memorial Lecture wil be delivered by- 


Ps 


“taking excessive doses of the linctus and against leaving Professor A. V. Hill, F.R.S., in the Anatomy Lecture Theatre, 

















bottles of it within:the easy reach of children. - - . University, New Buildings, Teviot Place, Edinburgh, on Friday, 
z > February 9, at 5 p.m: His subject is “ The Physical Analysis of | 
2 Coventry Evening Telegraph, December 11, 1950. -+ ©- -Events in Muscular: Contraction.” All interested are invited to ~ 
eae ar z fae . attend the lecture. ; 2 f 
i i e E e4e8 í $ n i E e 
i Universities and Colleges - UNIVERSITY ‘OF LONDON, ge ae 
——— bmi = ‘Professor J. M. Mackintosh has been appointed to represent sae 
: ~ - A E ahs ~ the University at the Health Congress of the Royal Sanitary ~ ,„ 
UNIVERSITY: OF. OXFORD . ý Institute to be beld jat Southport. ie April 23 A a A 
~ i “The following have been appointed, or nomina or appoint... `’ 
' cone irocadon on daauary Sit Godfrey Martin o: D. Su e ` ment or reappointment, as representatives of the University nee the’ ' i> 


governing. bodies of the institutions indicated in shan fn 

SH P Ga: P Anse » Pame Mirisior of Southern Rhodesia. Professor J. Mo Mackintosh (London School of Economics); 

RPG ve (Newport High School for Boys, Mon.) and Sip Francis Fraser (London School of Hygiené and Tropical’. 

olding (Bristol Grammar School) have been elected to Medicine Board of Management); Mr. P. `H. 7 Mitchiner and 
Professor A. A. Moncef (London School of ‘Hygiene and- ~~ 


> O Mr. J. B. Hunter (Royal Dental Hospital of London- School of '- - 
“ UNIVERSITY OF- CAMBRIDGE ` Dental Surgery); Dr. Ian Anderson (Canadian Red Cross ae 
Discussions on “ The Relation of Pathology with Radiotherapy. ” - Memorial Hospital; Taplow). y : 
will be held in the Department of Pathology of the University at - For. the purposes of thé M.D. examination, Branch I 
5 p.m. on the third Wednesday of each month and will becopened (Medicine), the following appointments have been approved: ` 
by Professor J, S. Mitchell and Dr. A. M. Barrett. The discus- House-physician at St. James’s Hospital, Leeds, and registrar; , 


sions are open, without fee, to all members of. the Untversiiy. and . medical registrar (intermediate grade); junior registrar; house- 


to-others who are interested in the subject. physicign at the Whittington Hospital, Highgate, London, N. Whos 
Applications for the Gwynaeth Pretty Studentship, of the annual > A Special University Lecture on “The. Adrenocorticotrophic 4; » 
value of £250, tenable for three years, and the Nita King'Scholar- , Hormone of the Pituitary Gland” will be delivered by 


_ship of the annual valie of £100, tenable for three years, must Mr. C. J. O. R, Morris, Ph.D., M.Sc, in the Meyerstein Lecture’ 


reach Professor H. R. Dean, M.D., F.R.C.P., Department of. Theatre, Westminster Medical School, Horseferry Road, London, 


_ Pathology, University of Cambridge, before May 1, Full par- S.W., on Tuesday. February 13, at 5 p.m. The lecture'is addressed —~ 


ticulars may be obtained on application to Professor Dean. The ` to students of the university and to others interested in the subject 


- holder.of the studentship-must devote himself to whole-time study Admission is free, without ticket. 


and training for research in the aetiology, pathology, or treatment E A 


. of disease with particular, but not exclusive, reference to those ~ i “UNIVERSITY OF LIVERPOOL = 


# 


diseases which cripple or`disable in childhood or early life. The © 
holder of the scholarship shall devote himself to whole-timé study The following candidates have been approved at the examination ., ! 
and training for research in the aetiology, pathology, and preven- “ indicated : ` : 
tion of fevers, The studentship may be held with the scholarship. MB., CH. B—Pari HI: A. B. PETEA Dorothy P; M.“ 

The W. A. Meek Scholarship, the emolument of which is £250, Burnett, R. W. H. Clarke, F. J. Deakin, C G. H. Hal, J. C. 


, is open to candidates who propose to undertake research in any Hinchcliffe, J A Howe, D. O. Hughes, P. Hughes, H G. 
i : pence or study which cones within the scope of a number of McDonald, Roma MacDonald, C. McNamara, Alice N. O’Brién, 
acu! 


of the- university, including’ Biology “A\" Biology Marianne A. 'A. Phillips, J. A. Saadon, V. R. Tindal, A. | -- 
“B,” and“Medicine. The Amy Mary Preston Read Scholarship „Unsworth, T. D. Williams, R. G. . Willis, D. Winter, M,C. 


ms fanono £150) is open to sandidatss eligible for the W. A. _ Winter. ` s \ 


er ; s “_ roa A . $ are J esas 
BRIER. oS tae -4 s : Ale a a à r . : 
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UNIVERSITY OF BRISTOL 


Tho following candidates have been approved at the examinations 
indicated : - ` 


Fina, M.B., Ca.B.—R. M. Barnes, Marianne A. Barry, 
Monica B. Bishop, K A. Boulton, L; Epsztejn, B R. W. Evans, 
Hella R. Fluss, R. F. Harvey, M. E; Hincks, K. R. Kidd, G. A. 
Pilkington, J. F Rowland, Rachel D. R. Sasieni, Mildred M. C. 
Shaw, D T. I. Stuttaford, Ginette M. Tebbutt, P. A. Titterton, 
Patncia Vowles. in Group I (completing the examination): H. 
Maxwell. In Group I only: R. E. D. Simpson. 


Diploma IN PsycHoLoaicaL Mepicine.—Part I: J. A. Ardis, 


K.-W. Aron, E. C.-Turton. 


"ROYAL COLLEGE OF SURGEONS OF ENGLAND - 


At a meeting of the Council of the College, held on December 14, 
with Professor Emest Finch, Vice-president, in the chair, the 
Council received from Viscount’ Nuffield a portrait of himself by 
Mr. John Wheatley, A.R.A. : 

The death of Mr. Neil Sinclair, past member of the Court of 
Examiners, was reported, and the Council unanimously approved 
a resolution of condolence, ; 

The following were elected to the Fellowship of the Faculty of 
Anaesthetists: M. H Davison, F. K Boston, C. H. Budd. 

The chairman reported that the annual meeting of Fellows and 
Members had been held on the previous day, when the annual 
report had been approved and a helpful discussion had taken 
place on the financing of the enlarged College of the future and 
the help which could be given by Fellows and Members. 

Professor Finch was appointed Bradshaw Lecturer tor 1951 and 
Mr W. R. Le Fanu, Thomas Vicary Lecturer for 1951. 

Sir James Paterson Ross was reappointed as the representative 
‘of the College on the National Association for Mental Health 
Mr. R. P Scott Mason on the Court of Governors of Birming- 
ham Univernty, and Mr. J. B. Oldham on the Court of Governors 
of the University -of Liverpool. 

Diplomas of Fellowship of the College were awarded as 
follows: J. H. Armstrong, W. M. Owen, J. H. Dobree, J. G. 
Jamieson, C. A. G. Cook, G. D. Cnbb, L. C. L. Gonet, O. C. 
Fung; A. Katz, P. H. Tasker, B. J. Fowler, H. N. Reed, M. R. 
Thompson, E. C. Glover, J. W F. Richardson, J. T. M. C. 
Jenkins, R. T. Routledge, J. C. Ballantyne, A J Partridge, E. S. 
Perkins, J] K. Wnght, H. H. Bentall, L. G. Kingdom, C. W. S, F. 
Manning, W K. Douglas, J. R. Moffat, C. R. McD Redwood, 
M B Devas, W E, J. Bennett, L. S. A. Boothroyd, R. W. L. 
Hurt, P. S. London, E. L. Trickey, W. A. Ashford Hodges, K. 
Owen, R. H. Shepnard, D. E. E. Jones, D. O'Keeffe, W. H. 
Davies, A. R. Calo. C. J. L. Misso, A. T. Watson, P. R. Das 
Gupta, M A. Abdallah, A I. L MacDiarmid, R. T. Burkitt, 
T. S. Jairam, T. A. R. Dinning, R. Dobson, A. H. Foate, 
W. B. N. Bomford, H. N. Burwell, T. L. Carr, S.L.” Citron, 
C. E. A. Cragg, J. E. M. Dutton, J. H. Johnston, B. K. Mukherji, 
V. Rasanayagam, A. J. Spence, W. M. Walker, D. S. Eldin, J. W. 
Grahaffi, C. R. Helsby, R. S. B. Hudson, J. B. Lynch, I. A. 
McGregor, A. Nizam, I. F. Potts, W. J. W. Sharrard, J. Siegler, 
M. Singer, J. C. Taylor, G. T. Watts, H. J. Wright, G. R. 
Anderson, G. S. Gunter, D. G. Hurley, J. W. Jackson, P. G. 
Jones, C. R. Neve,`J. Oldfield, T. P. S. Powell, H. J. Shaw, 
T. V. Simpson, W. N. Gilmour, R. P. Hewitson, E. M. Kupfer, 
Wendy E. Lewington, J. K. Madan, J. H. Seymour, C. J. 
Windsor, J. Crossley, O. R. Nicholson, K. C. Mahajan. 

The following bospital was recognized under paragraph 23 of 
the Fellowship regulations for the posts specified: Harlow Wood 
Hospital, Mansfield (registrar and two junior registrars, for six 
months) e > 

At a meeting of the Council of the College, held on January 11, 
with Sir Cecil Wakeley, president, in the chair, Dr. William Kelsey 
Fry was congratulated on receiving the Honour of Knighthood 
in the New Year Honours List. . - 

It was decided to institute a Department of Pharmacology at 
an early date. # 

Regulations were approved for the Joseph Henry Lectureship 
in Occupational Surgery. : 

The Council received with gratitude the following gifts : From 
Lady Lett, a portrait by James Gunn of Sir Hugh Lett, past 
president of the College ; from Mr. V. M Coppleson and other 
Fellows of the College in Australia, a rephca of the Master’s 
Chair of the Company of Surgeons which was destroyed by 
enemy action ; from Sir Henry Cohen,_a replica of the Robert 
Kelly Medal of the-~University of Liverpool. 

Diplomas in Tropical Medicine and Hygiene, in Psychological 
Medicine, in Laryngo'ogy and Otology, ın Medical Radio- 
diagnosis, in Medical Radiotherapy, in Anaesthetics, and in 


AND COLLEGES- 197 


Bart 
Mepicat JOURNAL 





Industrial Health were granted, jointly with the Royal College 
of Physictans of London, to the following successful candidates: 


Diptoma IN Tropical Mapicineg and HycGiene.—E. G. R 
Butler, A. M. Khan, A. Reyes, N. Sen, C. G. F. Smartt, G. A 
Smith. : ` . ; 

g DipLomMAa IN PsycroLoaicaL Mepicme.—A. A Azk, Anne- 
Bolton, S Brest, T. S Davies, C. C. Evans, E. F. B. Forster, $ E. 
Hamid, H. B. Jones, D. M. Leiberman, A. M. Shenkin, K Singh, 
C. A. Storr, R Warnecke, J. Zelmanowits, - 

DiıprLoma in LarYNGOLoGY AND OroLooy.—V. D Bear, Betsy 
Brown, G. N. Dar, }. Freeman, A. E. W. Gregson, A, J. Gunning, 
H. S. A. Henry, D. G. H. Hollis, W. P F. Kearney, Isabella 
Kingan, P, W. E. Moore, A, Nizami, K. R. Ogilvie, P. B. O'Neill, 
D. Singh, C. W. Smith, J. R. Watson. i 

Diptoma N Menica. Rapio-Diagnosis:—J. Adam, C. Allen, 

* A. Attwood, J. Barr, S. Bose, A. W Box, G. A. Burfield, D. E 
Fletcher, A. J. M. Griffiths, K. E. Jefferson, A. W R. Jenkins 

- J. R. Kirby, J K. McMyn, C. P. Moxon, O. N. Saxena, H. K 
Sen, R. M. S. Terry, P W. Wishart. 

- DipLOMA In MepicaL RADIOTHERAPY.—], W. Boland, B, T 
Feldsted, A. M. Goldstein, N. D. M. Harvey, M. Ramzan. 
-DIPLOMA IN AnagstHetics.—F. Alberts, B. P Armstrong, 
H. i. O. Armstrong, F. Bakhshayesh, Kathleen Blou, R, C 
Brown, H Collier, L F. G. Cruickshank, Sylvia Danks, Phyllr 
M de Saram, F. G. Domaingue, J R.’Ethou, J R Forsaith 
Beryl M. Goetzee, J. A Griffiths, G. C. A. Jackson, P. S. 
Jenkin, E L. Littler, P L. McGwinn, L. V. Marun, Joan C 
Mason, G. Mason-Walshaw, R. A. Nabi, Catherine E. D. Nash, 
H. G. Nell, D. M. O'Donoghue, Maureen O'Driscoll, J. J 
Polland, Marjory A. Pollock, D. R Rigg, A. R Ryan, R. C. O. 
Saunders, E. R Sintor, Elisabeth B. Smith, M. Spence, R. J. Vale, 
H. P. Varma, G J. G. M. Vourc'h. ; 

Drrtoma IN INnpusmuiaL HEALTH —M. M. Léwis, I. S. Maclean, 
H. T Phillips, R. KI Phillips, A. W. Smith, J. L Walsh. 

A Diploma of Child Health was granted to Emily M. Frazer 

The following hesmtals were recognized under, paragraph 23 
of the Feilowship regulations: Chelmsford and Essex Hospital 
(for one year, registrar; for six months, two house-surgeons, one 
orthopaedic house-surgeon); Harold Wood Hospital (for sia 
months, junior surgical registrar, two bouse-surgeons, one ortho- 
pacdic house-surgeon); Norfolk and Norwich Hospital (ear, nose, 
and throat house-surgeon); Orpington Hospital (for six months, 
one registrar and two house-surgeons (general surgery), one 
Tegistrar and one house-surgeon (orthopaedic) ); Queen Mary’s. 
Hospital, Sidcup (ull December 31, 1951, resident surgical officer, 
two house-surgeons (all for six months) ); Kogarah, New South 
Wales—Si. George’s Hospital. ~ 


Cd 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the Royal College of Surgeons of Edinburgh 
held on December 20, 1950, with Mr. W. Quarry Wood, president 
“in the charr, the following candidates, having passed the requisite 
examinations, were admitted Fellows: S D. Bharucha, R. A 
Bremner, L. Bryer, J -C. Campbell, M. L. Chatterjee, W. Y 
Cornock, M. F. El Grziri, T, G. Evans, R. H. Freeman, D McA 
Hancock, W. T. Irvine,,G. Krishna, R. Lipschitz, G Mcintosh, 
J. T. Marcroft, A. R. Murison, J. R. Reid, E. G Sarofim, A 
Schiller, B. M. C. Sedzimur, T. V. Simpson,- P. C. Steptoe, 
A. E. M. Stevenson, F. Viedge, T. Visvanathan, C. J. Windsor. 


ROYAL COLLEGE OF SURGEONS IN IRELAND 


On June 12, 1952, the President and Council of the College wu 
adjudge pnzes of £150,and £100 for the best essays presented 
to them for the Carmichael Prize Essay. Candidates are required 
to submit essays In accordance with the following instructions: 
(1) The state or the medical profession in its different departments 
of physic, surgery, and pharmacy, in Great Britain and ireland. 
at the time of the writing of these prize essays (2) Fhe state of 
the hospitals and schools of medicine, surgery, and pharmacy. 
(3) The state and mode of examinatidn, or of testing the qualh- 
cations of candidates of the different licensing Colleges or 
Corporations of medicine, surgery, and pharmacy Full particu- 
lars may be obtained from Professor Norman Rae, Sc.D, 
Regostrar, Royal College of Surgeons in Ireland, 123, St Stephen’s 
Green, Dublin, Eire, to whom essays must be sent by February 1, 
1952. ; 

The following candidates have been approved at the 
examinations indicared : 


Dretoma IN PsycHorogicaL Mspicine.—E. R. Jones, W. A 
Macilrath. z ; 

DIPLOMA IN ANARSTHETICS.—A. MacA. Blayney, J. T: Bolger, 
F. MacD. Byrne, C. F. Cunniffe, R. I. Dixon, Sylvia Pescatori. 

DirLoma N Cuitp HeaLtu.—J. R. Barua, Elizabeth Harpur, 
S. M. A, Kbadri, Susan O'Connell, F. A. Patel, Rose Shields. 
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We print below. a summary of Infectious Diseases and Vita! Statistics in the British Isles for the week ending January 6 (No. 1): . 

(6) London (administrative county). (c) Scotland (d) Northern "Ireland ~ 
each disease are for: (a) The 126 great towns in E 
16 principal towns mm Scotland * (d) The 10 prmcipal towns m Northern 


o Eke "Figures of bie ant deon (a) 
Figures of births and deaths =o of d3 iths recorded undar 


) London (admunistrative county) 


ee 


os i A ae 


EPIDEMIOLOGY SECTION , avs 


INFECTIOUS. DISEASES AND VITAL STATISTICS os 


(c) The 


d and Wales (oadon Included} 


A dash — denotes no cases: a blank space denotes disease not notifiable or no return available 
: BS table 19 based on Information swppled-by the Regrstrars-General of England and Wales, Scotland, Northern Ireland, md Bire, the Ministry of 


Health and Local G Government of Northern, Ireland, 





-Disease 


` Encephalitis, acute 
Deaths A ee ie 
Erysipelas ` 
Food-poisoning 





and the Department of Health of 





J951 èi 1950 ` 
Week Ending ae 6 








Mee e enteritis or See under 





Beata : 
Deaths loc. 
’ Meningococcal infection 
. Deaths wn 
Ophthalmia neonatorum 





Pneumonia, influenzal  .. 
» Deaths (from influenza)t ` 


\ 














: Ge el ae es ae 
Deaths : 








Poliomyelitis, acute: 
Paralytic 


- Non-paralytic ee, ae 


‘Puerperal fever 
Puerperal pyrexia] 


i Scarlet fever ... 


` 


A 


Deaths 1.) 2. 


_ Deaths” .. 


9 Tuberculosis, respiratory - 
2) Tuberculosis, non-respiratory .. 


eo 


X 


-* Paratyphoid fever 


Whooping-cough ; 
Deaths = 
Deaths (0-1 year) 
_ Deaths (excluding stillbirths): 


persons living) . 
Live births 


- Annual eee! 660 pesons living 


Stillbirths 








. * Typhoid fever x . ; 


"r. 


Nais 2860 
. Annual death rate > (per 1,000 


6,858 


173 


Rate per 1 000 total births (inelud- 


ing stillborn) » .. 





AG 





t 





1,379] 61) 147 
3 


4 


“ial: Me l 29 





’ of deaths froma poliomvelius and ig aa sont for Enuzland and Wales, and London (adminivrative coun! 


lies aoe and Wales and for Eire. 


A 


- 


- Corresponding Week* 


and Wales (Loodori included). 
{e) The 13 principal towns, y 





~ 71 1942-50 England & Wales. -7 
Fn es Week 5 : 











), are combined. 
from paratyphoid fover are combined mih thoss from typhond Fever 


t 


” op Tp aaa 2 
1,217} 903| +231), 326} 66] 943] 255- 391 10,881 | . 7, 
OL 18th : 18-9 : 


20)” 17 - 180, 31] 28 


- 


hl 


336 | 224 









1,048 ,. 


Mee V 


* Measles not notifiable in Scotland and returns aré approximate - t tneludas primary form for Bngland anid Walea- Londonand N. Ireland. $ Tho number -' 
z RR poerparak 


`. compared with the preceding two years aré as follows: 


`- Wales 4 (6.0). : 


. 


ao 


f E E cal 
The outstanding featured of the statistics ‘for England. ahd: 7 - 
Wales { for the week ending January 13 are: 





| primary and’ influenzal—in England. atid Wales: 


Fone. 
. Corres 
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er l Bhs 2 = rs n A Can Sa hes ve = “ Sos 2 
Jan 27,1951" EPIDEMIOLOGY SECTI ON i N ee wr p a: 199 
ne as pee The following Table Aoine grear t sens sah the N 
` EPIDEMIOLOGICAL NOTES“ SA? numbers of influenza and pneumonia. deaths for the week 
eet ees ‘s ending January 13% . ear 


Influenza ‘ 





E fF 





(a) The~considerable increase in*the great towns of influenza 
deaths to 890, the ‘largest - increment in the last 20 years. 


Gatesh ied = 











(b) The occurrence of the bu’k cf this increase in influenza Middlesbrough . 
deaths in the Northern ,and North-western regions, as indicated “Sunderland ae 
in the following summary: , _ West Hartlepool.. 
‘>t Week Ending „Week Ending ` Birkenhead = 
277 "lo, _January6 >  <January 13> < Everpool -> 
Northern kee? SF 183 per million Co Ol per million St-Helens, , 
N. Westem a. be a OB ge ee BB RE ceria Sas 
foo: , 3 » oo» ` Bristol. 
London and SE... ee UL 4 te - 2 21,4, 4, Blackpool.. - 
Remaining regions average... 5 4, ° p 22 13 Vm. Warten es 
__ (o) The’ limitation -of influenza „deaths to the older age groups,. Birmingham... 
85% beng ‘over 55 years. : Greater Londons. ("5 i 
(ù Increase of the pneumonia cases and deaths in the’ great ` vote GAs ee 
towns _ but proportionately much less than- that of influenza i re Influenza” Epidemics a es ‘ - 
deaths, ’ ce i The level of-influenza_ mortality in the last few years has 


te) Limitation of large numbers of-deaths from. pneumonia, and undergone considerable change, and ‘the recent’ death rates 
influenza to the great towns in the more northerly regions of the . have ‘been lower than any srecorded ` in the 50, years pre~ 
pete and- errant ae which suffered out of all pro- ceding. 1940. Influenza epidemics for the 20 years follow- ,. 
portion to, any © oiher great towns. ing the pandemic af 1918-19 appeared to follaw a 2- to 4- 
et oe Se a of Neon. year cycle. Since 1929, when the largest recorded epidemic 
January 9. s Cn. Wee en apart from”the 1918-19 pandemic occurred’ (29,084 “deaths 
7 -> were registered. in England and Walesin this year from: 
` There is a prevalence of influenza in Finland, cases of influenza), the epidemic level of influenza’ has steadily fallen.’ 
which have been shown to be due to the A prime strain. ' accompanied by a fall in the inter-epidemic- death. rates: 
From Spain there is evidence of the disease -being due to The’ last outbreak of influenza with a death rate of over” 
virus A. This has also been established as regards the - 300 per million occurred in 1943. Since 1943 the annual” 


Recor paied ‘by variations in ‘the seasonal trend -of the 
13/1 deaths.. Before- 1944 the numbers of deaths from influenza 
iñ the great towns began to rise at the beginning. of the, 
1, year and generally reached a maximum towards the end 
982 of the first quarter. The outbreak expected in 1944 -startéd 
about two months earlier than usual and the numbers of 
deaths began, to rise in the 46th week of 1943, reaching a 
maximum of ‘1,148 in the 49th week. The deaths then fell 
rapidly and the outbreak’ was notable only for its appear- ` 
ance in time. In 1948 the rise in influenza mortality failed 
to appear for the first time, and the’ largest. weekly number 
of deaths recorded in the great towns was only 35. «In the: 
> Present year the outbreak of influenza has again departed 
` from the customary pattern by appearing about a month 
-early, resembling the outbreak of 1943. . The numbers of 
- deaths recorded in the great towns in the -fiřst and second 
weeks of ‘the year were 458 and 890-; these are the largest ` 
_weekly fotals’since the outbreak of: 1943, í 

It would be rash to attempt to predict the course of the 
“The following Table. shows notifications of poeumonia— _” present ‘epidemic in: view of the changing trend of influenza,” 
- but “with such an early: rise it is probable that a large out- 
` Break-will develop. , The deaths from influenza in the large , 
towns during the peak period for recent years are as follows: _ 
465, “358 490 | 497 | 573 | 684 | 647-| 962 |1,774]2,538 “- r - s an eee 


week, a 534 | 667 | 710 | 715 | 734 | 676 | 634 | 842 |1,120| 991, 








Dutch outbreak. - ; : cs death rate has fluctuated between 29 per -million in (1948, 
The following cases of-and” Jenthe fon pneumonia and and 130 in 1946. 
influenza in the great towns have been reported: « ‘This change in fhe | level of influenza mortality has been 





Totals from the first week of the year in the great towns 

















y The deaths anol ve ihia to >the cases in these, Tables. 
Regional totals of influenza déaths in the- great towns in - 
the week ending January 13 and rates per million (in 
parentheses)’. were: ‘Northern 113 (91.1), East and ‘West 
Ridings 34 (14.3), North Western 497 (137.6); North Midland | 
16 (15.25), Midland 34 (14.8), Eastern 20 (26.6), London, and ~ 
S.E. 146 (20.7), Souther 12 (14. 6), S South Western 14. a 


- Influenza deaths inthe great towns by age groups were: 
Under’ 1, 12; 1-15, 4; 15-25; 3: 25-35, 7; 35-45, 733; 
45-55, 75; 55-65, 156; 65-75, 277 ;°75 and over, 323°; all 
ages, 890. , . ta rn ae - 
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. of smallpox outside the Brighton area. 
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i Smallpox at Brighton 


Up to noon on January 22 there had been no notifications 
‘The total number 
of cases notified. (uncorrected) is 30, and there have been 
- 9 deaths. With.two exceptions the recent- cases” have 
“occurred in, contacts under= surveillance. It would be 
` premature _ to! state that all the sources of infection int ` 
Brighton are’ known’ or that the end of the outbreak can 
be foreseen. The need. for special vigilance continues 
“AAPOMBRONE: the country. 


: `~ 
Hg 


” ' - Poliomyelitis ' 


_ -+ Notifications in the week ending January 13`were: para- 
lytic, 27 (37); non-paralytic, 11 (10); 
“were thus 9-fewer notifications compared with, the previous 
week, for which the figures are given in parentheses. 

- cations in the-corresponding week of the previous four years 
were: 1947, 16; 1948, 49; 1949, 37; 1950, 50. 

The notifications in the second” week of 1951—38—are 
therefore well below those for the corresponding week in 

. 1948 and.1950. These- three years are comparable in that 
they followed years of very` high prevalence of the disease. 


. Infectious Diseases 


“During ‘the first week of the year large increases were. 
recorded in England and -Wales in the number of notifica- 


tions:of measles, 4,220, whooping-cough 1.319, acute pneu- - 
monia 812, and dysentery 143. The notifications of acute 


` pneumonia were the largest recorded since the early weeks ‘ 


„of 1941. Measles is very prevalent, and the numiber_ of 
“notifications was the largest ever recorded, being 1.542 more 


. than the previous high level recorded for the eighth week 


-~ of 1943. The largest rises for measles during the first week 


“of the yedr were London .831, Yorkshire West Riding 641, 
Essex 417, Nottinghamshire 363, Lancashire 285, Middlesex 
16 : 
The number of notifications of whooping-cough has been 
exceeded only/in one previous outbreak. The highest level 
7 of whooping-cougb was attained in the 26th and 27th. weeks 
of 1941, when 5,453 and, 5,324 cases were notified. The 
largest rises during the ‘week occurred in London 196, 
Staffordshire 137, and-Essex 111. The incidence of diph- 


-~ theria remains low, and is only half the-level of a year 


ago... The chief feature of the recent returns of dipbtheria 


-ig the small but persisteñt outbreak in Birmingham C.B; 


where 62 cases have been notified in the last nine` “weeks, 


The notifications df acute poliomyelitis declined by six in’ 


the first week of the year; the largest returns were Devon-: 
shire 6, London 4, Staffordshire 4. - 


A rise Was recorded in the notifications of dysentery 
during the first weék of the year. This rise follows a 
- decline lasting two weeks which terminated the eight-week 
consecutive rise in incidence from 169 cases in the 42nd 
_-week of last year to 1,214 cases in the 50th week, ‘The 
- largest returns during the week ended January 6 were: 
Leicestershire 141 (Leicester C.B. 105, Hinckley U.D. 15); 
Lancashire 109 (Southport C.B. 20, Liverpool C.B. 16; Man- 
_ chester C.B. 14, Oldham C.B. 11, Middleton” M.B. 
_ London 74 (Westminster 33, Islington 13); Yorkshire West 
-Riding 59 (Sheffield C.B. 13, Earby U.D. 11); Sussex 56 
(Eastbourne C.B. 51); Salop 38 (Shrewsbury M.B. 26); 
Warwickshire ' 35 (Birmingham C.B. 31);- Middlesex 31 
(Edmonton M.B- 10); Staffordshire 27 (Cheadle R.D. 12); 


Cheshire 26 (Northwick U.D. 9, Nantwich R.D. 8); 


Southampton 24 .(Southampton C.B. 20); Northampton‘ 
. Shire 24 (Kettering M.B. 19); Essex 24 (Romford M.B. 


- 9); Surrey 23 (Croydon C.B. 13); Monmouthshire 21 
(Newport C.B. 9, Abercarn U.D..9); Kent 19 (Orpington ~ 
_ U.D., 14); Glamorganshire 13 (Swansea C.B. 9); 


11 “(Marlborough and Ramsbury R.D. 10); Northumber- ~ 
- land 10. i SUF 


total, 38 (47). There | 
Notif- ` 


107. 


* and Causes of Death. 


Wiltshire ` 


a 


‘N 


Week Ending January 13 . 


The notifications of infectious - diseases in England and 
Wales during the week included: scarlet fever 852, whooping- 
cough 4,980, diphtheria 30, measles 18,658, acute ‘pneu- 


- 


` monia 2,538, acute poliomyelitis 38, dysentery 698, small- 


-pox 1l,  paratyphoid, fever 8.: 890 deaths were attributed 
-to influenza in the ' great towns. 


ay 
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Quarterly Returns for England and Wales 


The birth rate during the September quarter of 1950. was’ is 


15.4 per 1,000 of the population, and was the lowest rate... 
for a third quarter Since 1941.- The infant mortality, was` 


a 


” 


. 24 per 1.000 related live births; this was ‘the lowest rate ~ 


ever recorded in this-country, being 3 per 1,000 below that 
for the third quarter ‘of 1949 and 14 below the average rate . 
-for the third quarters of the 10' preceding ‘years 1939-48. 
Stillbirths had a rate of 22.3 per 1,000 total births, which 
was 0.3 above the rate for the third quarter of 1949, The 
general death rate’ was 9.3 per 1,000, being 0.1 above_the 


rate for the corresponding quarter of 1949 and the same ` 


as the average for the third quarters of the five years 1944-8. 
The corrected notifications of acute poliomyelitis - were 
3,200 paralytic and !,43f non-paralytic cases; 373 deaths, 
were attributed to this disease during the quarter. 
An abridged life table for 1949 gave an expectation of 
life at birth as 66.0] years for, males and 70.63 years for 
females. Compared with the English Life’ Table No. 10 


' (1931) these values show an increase of 7.27 years tor males ~ 


‘and 7.75 years- for females. 





Medical News 








New Aisistant Secretary for B.M.A. 


The Council of the Association is to appoint a new 
assistant secretary (see our advertisement columns, page 18). 


z 


Since Dr. A. Macrae’ succeeded’ Dr. Charles Hill, M.P., as , 


Secretary the éstablishment of the Headquarters secretariat 


. of eight has been one short. The closing date for applica; 


tions, which should give full particulars of experience, 
qualifications, agé, and the names- 108 three referees, is 
February 14. A 


Lady Tata Memorial Trast ars 


The ‘trustees of the Lady Tata Memorial Fund invite Pade 


. applications from workers of any nationality for grants 


and scholarships for research on diseases of the*.blood,. 


with special reference to leukaemia, in the academic year ` 


_ ‘beginning October 1. Grants of variable amount are made 
` for research expenses or to _provide scientific or technical 
assistance for senior workers.~ Scholarships are intended” 
chiefly to support junior investigators working under sujt- 
„able direction ; their normal valué has been £400 per annum 
for whole-time research, with proportionate ádjustment for 
work’on a part-time basis, where this has been approved, 
, Applications must be submitted before March.31, and the 
awards will-be"annouriced in June. Further paiticulars and 
forms of application may be obtained by writing to the’ 
secretary of the Scientific Advisory Committee, c/o Medi- 
éal Research Council, 38, Old Queen Siete London, S. W.1. 
1 


+ 


Research in Vital Statistics 


The World Health Organization has set up`a centre for 
statistical research on problems arising in the use of the 
International Statistical Classification of Diseases, Injuries, 


until recently chief medical statistician atthe General 


“Register Office, to direct its work., The centre is at the . 


General Register Office, which is assisting by making avail- 
able appropriate material from its records. Dr. Stocks will 
continue for the present to act as a consultant to the General: 
Register Office. y 


< 
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It has -appointed Dr. Percy Stocks, -- 


\ 
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Clasitato of Cervical Cancer 


‘ 


. Anglo-American “committee representing various . 


pee and gynaecological interests agreed in May last- 
year to certain miodifications of ‘the League ‘of Nations’. 

Classification, 1937. The new version in summary reads : 

Stage 0; carcinoma in-situ (pre-invasive carcinoma, intra-. 
epithelial ` carcinoma) ; Stage 1, carcinoma strictly confined , 
to the cervix ; Stage 2, extends beyond cervix but has not 
reached pelvic wall, and‘the lower third of the vagina is not. 
involved; Stage 3,- carcinoma has reached pelvic wall; 

‘Stage 4, bladder and/or rectum involved. The main change 
is the introduction of Stage 0, created because, although’ the 
majority of gynaecologists will not- accept as carcinoma t 
cases diagnosed solely on the evidence of smears, in many-of 


-these cases biopsy shows-'a condition of “ Cancer in situ” 


for which many feel it justified to perform a hysterectomy, - 
at least in women past the menopause. E 


More News of Peckham 

The people who used to be the patients of the Piorieer 
Health Centre at Peckham, lately purchased by the London 
County Council (British Medical Journal, December 30, 
p- 1503), have independently formed their own Peckham 
Centre Members’ Association as a family club, and are 
now appealing-to the Camberwell Borough Council and _ 
the L.C.C. for an unclaimed bombed site on which to build. 


REN Gentlefolk’s pe Association : 
- This society, which is over 50 years old, is appealing for 


-funds to carry on its work of providing grants, pensions, 


clothes, and comforts, and in some cases a residential home, 
for distressed gentlefolk—i.e., people of similar education 
and interests. About 400 people are at_present receiving j 
grants, while about:73 are being maintained in the associa- 


~ tion’s three homes. Last year’s balance-sheet shows an 


expenditure of over £60,000. The address for donations 
and further information is 6, Iddesleigh- House, Caxton ' 
Street, London, S.W.1. ` 


King Edward’s Hospital Fond . i 

This fund disposes“of some £300,000 annually, and is a 
voluntary body which does a great deal to help the hospital 
services both by direct financial and by administrative help 
and advice. The Emergency Bed Service is one well-known 


side of its work. The extensive costing survey being carried _ 


out on behalf of the Ministry of Health among-London 
hospitals is another. In April it hopes to open a hospital 
administrative staff college. Eighty voluntary convalescent 
homes, representing 3,000 beds, have been miaterially helped, 


*- and good progress is being made with a £250,000 scheme 


started in 1949 to provide 12 homes fon the aged sick. 
Nearly £20,000 in the past year has ,been allocated to, 
National’ Health Service hespitals to provide necessary 
items which the State does not pay for. The Fund’ also 


- issues reports and recommendations on such important- 


health. 


North‘ of England ‘Obstetrical and Gynaecological Society 
A meeting of the Society was held in Manchester on 

November 24, 1950. The president, Mr. H. Harvey Evers, 

was in the chair. Mr. J. A. Hadley and Mr. R. F. Lawrence 


subjects as hospital catering and the supervision of -nurses’ / 


- described one case of advanced abdominal pregnancy, and 


an account of another, this time full-term, was given by 
Mrs.» A. E. Marrow. Dr. E. E. Rawlings and Dr. R. 
Warwick described a case of conjoined twins, and Mr. D.C. 
Racker read a communication on the blood supply to the 
lower end of the ureter and its relevance to Wertheim’s 
hysterectomy. : : és 


“Eayptian Decorations . 

The King-of Egypt has conferred the Order of El Maaref, 
Second Class, upon ‘Professor D. E. Derry,- M.C., and 
Dr: R. W.’ Haines in -recognition of valuable services 


rendered -by them at the Fouad I University, Cairo. 
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-Girdlestone Scholarship 
“Lord Nuffield has doriated £10,000 to the Nuffield Ortho- 
paedic Centre, Oxford, for the purpose of creating a 
scholarship in - memory- of the late Gathorne Robert 
Girdlestone,. founder of the Wingfield-Morris Orthopaedic . 
Hospital and one time Nuffield Professor of Orthopaedic 
Surgery in the University of Oxford. It will be known as 
the Girdlestone Scholarship, and will enable doctors from 
overséas to spend a period of time at the Wingfield-Morris 
Orthopaedic Hospital working within, and learning from, 
the organization he created ahd which so clearly bears the. 
imprint of his personality. Details of me scholarship will ‘ 
be announced later. 


Memorial to C. J. Bond - s 
At the Leicester na Infirmary - on January 10 PTO- 


,” fessor Grey Turner unveiled a, tablet in memory of C. J. 


Bond, who had served the institution as an active gurgeon 
for 27 years and as a consulting surgeon until his death at 
83 in 1939. At the Leicester Medical Society the same even- 
ing he delivered -tbe first C. J. Bond memorial lecture. 

In Brief o 7 i 

The council of the Royal Society of Medicine has awarded 
the W. J. Harrison Prize in Otology posthumously to the © 
late Mr. John Gerrie, formerly chief, aural surgeon to 
Aberdeen Royal Infirmary. . 

Dr. Jacqueline Walker has been appointed acting ‘director 
of the Mycological Reference’ Laboratory, London School 
of Hygiene and Tropical Medicine, London, W.C.1, which 
is part of the Public Health Laboratory Service. 

: ; i a 
Wills -- feo a DE ' 

Dr. Roderick Macleod, of Durham, formerly medical , 
officer of health for Hetton U.D.C., left £11,547 ; Dr. W. J. S:- 
Bythell, of Bridgnorth, £14,026 ; Dr. William Guy, formerly . 
Dean- of the Edinburgh Dental Hospital and President of the- 
British: Dental “Association, £6.355; Dr. S. R. Gleed, of 
Finchley, £19,807; Mr. P. L. Daniel, consulting surgeon ‘to 
Charing Cross Hospital and the Gordon Hospital, £20,462 ; 
Dr. S. H. Greene; for 50 years in general practice im North 
Kensington, £8,211 ; Lieut.-Col. H. R. Dutton, M.S. (retd.), 
formerly Principal and Professor of Medicine, Prince, of 
Wales Medical College, Patna, Bihar, and Orissa, India, 
£17.686 ; Lieut.-Col. W. R. Dawson, R.A.M.C..(retd.), late 
Chief Médical Officer of the Ministry of-Home Affairs, Nor- 
thern Ireland, £14,403; Dr. C. C. C. Court, of Ilminster, 
Somerset, £12,269 ; Dr. H. B. Lewers, of Ilfracombe, £15,854 5. 
and- Dr. F. B. G. Holmes, of.St. Annes-on-Sea, £43,625,— 


‘COMING EVENTS 


Mental- Health Conference : 

‘A conference on “Community Mental Health in Practice,” 
arranged by the National Association for Mental Health, 
will be held at St. Pancras Town Hall, Euston Road, London, 
N.W.1, on Monday and Tuesday. March 12 and 13, begin- 
ning at 10 a.m. each day. Tickets and details may be 
obtained in advance from the conference secretary, | 39, 
Queen Anne Street, London, W.1. i 3 


pa 


-Milroy Lectures = 

Dr. J. C. Broom will deliver the Milroy Lectures before 
thé Royal College ‘of Physicians of London. (Pall Mall 
East, S.W.) on Tuesday and Thursday, February 13 and 
15, at 5 pam. His. ‘subject is “ Leptospirosis.” f 3 


‘Third International ‘Congress of Hygiene and Mediterranear ` 


Medicine 
This will be held on May 14, 15,.and 16 at. pune. 
under the presidency of Professor Maurizio Ascoli. Full 
information may be obtained from Segreteria del II 
Congresso Internazionale d'tgiene e Medicina Mediterranea, 
peio d'lgiene, Piazza .Aragonezi, Palermo. 


Pi 
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Chronic Rheumatic Diseases 

A concentrated week-end’ course of lectures, ward 
rounds, and practical” demonstrations is being held at 
the rheumatism unit of St. Stephen’s Hospital, Chelsea, 
S.W.10, on Saturday and Sunday, March 3 and 4 Full 
details can be obtained on application to the medical regis- 
trar of the unit or from the College of Postgraduate 
Medicine, 1, Wimpole Street, W.1. 


SOCIETIES AND LECTURES 
A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 


concerned. ‘ 
Monday 


@lInstirute OF CMLD- HEALTH Hospital for Sick Children, Great 
Ormond Street, London, C.—January 2 pm.. “ The 
Prevention of Tuberculosis in Childhood. by Dr 5b Thompson. 

INSTITUTE OF NEUROLOOY National Hospital. Queen Square, 
London, W.C.—January 29, 5 p.m., “ Some Recent Advances in 
He Neurophysiology of Vision,” 


@Royar Eve Hosprrat, St. George’s Circus, Southwark, London 
S E.—January 29 3. 30 pm., “ Anatomy of the Eye and Orbit, 
by Professor T. i ' 

@Socrery FOR CULTURAL barge a WITH THE USSR., 14, 
Kensington Square, London, W.—January 29, 8 pm, “ Recent 
Controversies in Soviet Medical Theorv Based on the Work o of 
Pavlov, A. D Speransky, Bykov, and O. B Lepeshinska¥a, 
discussion to be opened by Dr. Leonard Crome. followe by 

Mr. D. R. Newth, J.S Horn, and Mr, Roscoe Clark. 


Tuesday 
British POSTGRADUATE MEDICAL Fenrration —At ‘Condon School 


~ 


of ev gno and Tropical Medicine, Keppel Street, London, 
anuary 30. 5.50 pm., “ e Organization of Muscular 
by Dr. F. M. R. Walshe, 


peeps by the Cerebral Rice 
FRS. 7 


@instrruts OF DerMaToLOGY, Lisle Street, Leicester Square 
London, W C.—January 30, 5 pm. “ Lichen Planus and 
Lichenoid Eruptions.” by Dr. R. M. B. MacKenna. 

Rovat Eys Hospitat, St. George’ s Circus, Southwark, London, 
SE. poaa A 30. 5 p m., “ Ocular Complications of Diabetes, » 
by D Whittington. 


Wednesday 


Epmsuran CLINICAL CLUB.—At Marernity Department, Western 
General Hospital, January 31, p.m., clinical meeting by 
7Dr. A. Duncan. 

@Institure oF DerMatotocy, Lisle Street, Leicester Square 
London, WC.—January 31. 5 pm. “ Medical Mycology,’ 
lecture-demonstration by Dr. R. W. Riddell’ 

RENAL ASSOCIATION ~—At Ciba Foundation, 41, Portland Place; 
- London, January 3! 4.30 p.m.. papers: 
of the Foetal ‘Kidnev,” by Professor E. C. Amoroso; “ The 

eurohvpophysis and the Kidnev,” by Professor E B Verney; 
“ Certain Aspects of Tubular Function,” by Dr. Charles Dent. 
A discussion will follow. : 


Thorsday 


BRITISH POSTGRADUATE MEDICAL Fepgration.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, London, 
W C., Febrmary 1, 5.30 p m., “ The Psychology of Personality, 
by Mr. H. J. Eysenck, 

Facutty or Homoroparuy.—At Royal London Homoeopathic 
Hospital, Great Ormond Street, London, W C., February 1, ' 

ue Fears.” by Dr Kathleen G. Priestman: “A Short 
Proving of Strophanthus Sarmentosus,” ‘by Dr. Mora A. C. 
O'Hanlon. 

@INSTITUTE OF DERMATOLOGY, disie Street, Leicester Square, 
London, W.C.—February 1, pm 3 pee Lichen 
Sclerosus of the Ano-zemtal Ror on.” by D Wallace 

LIVERPOOL MBDICAL [NSTITUMNION.—At Broadereen Hospital, 
February 1, 3.30 pm , afternoon clinical demonstration 

ST. ANDREWS Untversity.—At Lecture Theatre. Materia Medica 
Department, Medical School, Small’s Wynd, Dundee, February 
1,5 pm., “ Some Considerations of the Pulmonary Circulation 
in Man,” by Professor W Melville Arnott. 

. Sr. Georae’s HosprraL Mepicat ScHooL, Hyde Park Corner, 
London, S W.—February [, 430 pm., lecture-demonstration 
on neurology. 


Friday 


Roya, Mepica, Soctery, 7, Melbourne ‘Place, Edinburgh.— 
February 2, 8 p.m.. Inter-debate with Glasgow University 
Medico-Chirurgical Society 


UNiversiry COLLEGE (Physiology Theatre), Gower Street. London, 


W C.—February 2, 515 pm., “ Cal Metabolism and Chemo- 
therapeutic Activity ” by Mr. T S. Work, Ph. 

Wapres Cross HoserraL MEDICAL SOCIETY, Phipps Cross 
Hospital, London, E —February 2, 830pm. “ The Engineer- 
ing (pproach to Rehabilitation" Within the EER ” by 
Dr. A Thompson. 
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by Professor H. .Hartridge, : 


- Smith—Heron.—On December 30, 
“Some Aspects _ 


‘Pratt.—On January 6 


APPOINTMENTS 


ADAMS, MaRY I, MB BCh,DPH, Medical Officer of Health, Metro-- 
politan Borough of Fulham S 
Asstt, D, MB, BChir., FRC.S., D.O.M.S., Assistant Ophthalmic 

Surgeon (Consultant), Maa tes x Hospital, London, W. 
AN, NAIRN RED, DIH, Medical Officer of Health, 
a Burgh of Ruther ag 
Harris. D W T,MR.CS,L.RCP,DP.M,D.PH, Asdscant Deputy) 
County Medical Officer of Health, Breconshire County Council, 

Liverpoot. ReaionaL Hosprrat Boarp.—W. R Hunter, Ch M., FRCS, 
Consultant Genural Surgeon, Walton Hospital: G. H Murrav, M B., Ch B., 
MRC P Ed , Whole-time Consultant Chest Phyaciun, North Liverpoo! Area 

NORTH-ÆAST MFTROPOLITAN REOIONAL HocPiTaL Boarp.—The followin 

pomiments at the bm piials indicated In Sandro are announced: Full- 
thne Putholugitt. L Steinguld.M B.ChB (St _Andrew’s, Bow) The following 


are part-time appointments Anesthetists, D p pareman M.B. 

DA (Haymeads and Bishops Stortford): P EC MB ChB., D.A., 
and B Kenton MRCS, LRCP, DA. De (Bethnal G 1: H 
Grenville. MRCS. LRP DA (London Jewish and St Margaret’s, 
Epping) -G Herington.MB,BS DA (Wanstead) , Nose, Throat 
Surgeon, B.M H oren, % Re C3., DLO (Enfield Wat Memorial) Ortho- 


RCS. (St Maryaret’s, Epping) Paedlatri- 
clans, Savage, M RSE “Oldchureb and Wanstead), IG. 
Wickes MB. B Chir. ME R F P,DCH. (South-east Estex Group) General 
ae RC, a Pele MB, BS..MR.C P (Rush Green) A. Nelson- 

Jones M ab. M C P. (Forest and Woodford Tubilee) 

OWEN ReGionaL HorprraL BOARD -—Sentor Hospital Medical 
Ofer in Psy htuutry to Mendip gospital, Wells A. E. P $ M.B., 

Sentor Hospital Medical Officer Anaesthetist to Southmead ospital, 

Bristol, W J Lows, MRCS, LR CP, D.A.; Senior Surgical Registrar in 
South Somerset Clinical Area, H H. w. Jackson, MB, ERCS.; Senior 
Surgical Registrar in Bristol Clinical Area, G H Darko, "M.B. F.R CS Ed. 

Warnock, Dorren G., M.B. Ch B, D.P.H.; - D.R.C.O G., Assistant 
Medical Officer, Maternity and Child Welfare Department, Aberdeen. 
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BIRTHS, MARRÍAGES, AND DEATHS 


2 BIRTHS ; 
Barrowellf.—On January 15, 1951, at Stratford-on-Avon, to Germaine 
(formerly Aquettant), wife of Dr 


D F. Barrowclifl a son—Gregorre, 
Duke Noel 


Cradduck.—On January i5, 1951. ‘at Alexandre Mat ity Home, Devonport, 
to Paddy, wife of Dr Denis Craddock, M B.. B. DObstR.C.0G. 
a wn—Stephen John Hamilton, F 

Hogarth.—On January i6, 1951, at the London Cime, to Harriette R. 
Lews wfe of Dr J Clancy Hogarth MD. MRCP. a son. 

Lloyd Dawe.—On January 5. 1951, at the Bntieh Milftary Hospital, Singa- 
pore, to Stella (formerly Craig), wife of Edwin Lioyd Dawe, Captain, 
RAMC, a daughter—Dorcat Helen. 

McConuetl.—On January 13, 1951, at Bristol, to Joan, wife of Dr. Brian 
McConnell a son 

Mieto.—On January 21, 1951, at Northampton, to the wife of Dr. w. H P 
Minto, & son. 


MARRIAGES 


Benu—Sinrproz.—On January 8, 1951, at Leicester. Joseph Benn, M D., 
MRCP to Patricia Marv Simpson MB. ChB 

Digrory—-MeCoonell.—On January 6. 1951, at Chnet Church, Lancaster 
Gate. Loncon, Puter L C Digory MB. of Hereford to Patricia 
McConnell, M C.S P. of Martinsn-Cleveland, Middlesbrough 

1950, Me CM G = Smith, Trinity 

College. Cambndge; to Nancy Heron, MB Ch B., D.Obst R.C.0.G.,, 

Speungsyde, Otley, Yorks. 


‘ DEATHS f 

Dyswn.—On Jarmary 7, 1951, at Hemsworth, near Pontefract, Yorks, 
Wiliam Dixon Dveon, M B, Ch B. aged 51. 

Frarkitn.—Or fanuary 7 1951, at the Middlesex Hospital, London. W, 
Php Franki. F R CS., of 11, Wimpole Street, London, W. 

Gask.—On January 16. 1941) at Hambleden. Henley-on-Thames, George 
Ernest Gask CMG, DSO FRCS aged 75 

Gretnwood.—On January 3 1981 at Darlington, Alan Young Greenwood, 
MD of North Phornfictd, Darimgton 

Hall.—On Januar, 3, 1541 at 342 emon Road, Sheffield, Sir Arthur 
Joho Hall. MD, F.RCP., aged 84 

Hards.—On January 4 1951 at” Brackendale, * St George's Hill, Wey- 
bridge Surr y, Francis Alexander Hardy, MD, aged 78 

Irwin.—On January 4. 1951 at ‘ Camln.” Num Walk, Wentworth, Vir- 
gina, Water John O'Malley Irwin, LR CP &S.L&LM., formerly of 
Tientnn North China, aged 75 

Jones, -On January 4 1951 Francis Grice gua M.B., CM.. of The ` 
Residence Denbigh, North Wales. aged 8i 

Kelly.—On January 7, 1951, at Grange View. “Meole Dnive, wot Kuby, 
Thomas Willram Kelly, M D.. formerly of Luddenden, Yor! 

Lloyd.—On lanus 4 197i at hn home, Milfard-an-Sea, Aau, Robert 
Archer ‘Lloyd, D S O., M D., Licutenant-Colonel, I.M S, repred, aged 72 

Mavnerd.—On January 6 1951 at bis home 159 -Sustex Gardens; Hyde 
Park London VW.. Edwir Maynard. MD FRCS, DPH , 

Pattersoa.—On January 8, pa at 312, High Road, Iford, Essex, Mary 


Minne Patterson, LMSS 

PHt-—On January 3 195) at ie National Heart Hospital, London, “Chie 
Nelson Pit, MB., ChM of 25 de Vere Gardens, and 86, Brook 
Sireci, London, W furmerly of Sydney, Australia ` 

1951, at 69a, Goldsmid Road, Tonbridge,’ Kent, 
ar Madeline Geormna Pratt, M.R CS... LRCP, late of MU Mill, 
ondon 

Sunmvom.—On January 2, 1951. Joho Raymond Eden Sansom, M.B. Ch B., 
of Bel Hit! Brol aged 54 


` Swat.—On January 6., 1951. at Easton-in-Gordano, Somerset, James Swain, 


CB CBE “AD. MS. FRCS ‘ 
Waltace.—-On January 6 1951, at Filleigh, Chudleigh, Devon, Lewis 
Alexander Richard Wallace, MB, late of Gloucester Court, Kew) 
Suncy, aged 8>. i i 
Woud —On January 5 1951, Francs Carter Wood. MD, of 110, 


Lvdecker Street, Englewood New Jersey. USA, aged 81. 

Wortsiagton -On December 7, 1950. at Victona, Vancouver Island, 
Canada Charles Robert Worthington, B.Ch., formetty of Tonbridge, 
Kent, and Cam, Glos. 


` 


+ 
p 


` 


Jan. 27,1951 


`. Any Questions? -` 


P 


Ny 


s 9 ‘ ee ; 
Correspondents should’give their names and. addresses (not 
for publication) and include all relevant ‘details in their 
questions, which should be typed. -We publish here a selec- 
fion of those questions and answers which seem to be of 
general interest. 





{ : ES "Crohn's Disease | 3 

Q:—Does Crohn’s disease occur in the ~colon—for 
example, in the splenic flexure—causing obstructive, symp- 
toms and showing as a filling defect in a radiograph follow- ‘ 
ing a barium enema? Is it likely that there will be much 
pyrexia in such a case? What investigations other than 
laparotomy might be carried out, to differentiate between 
Grohn's disease and a malignant, growth? If an anasto- 
mosis is done without resection of the diseased area, is it 
likely that antibiatics such ag chloramphenicol will have 


- any effects on the course of the disease? | 


E 


A.—Crohn’s disease as such does not occur in the colon, . 
although it is definitely not limited to the ileum in the small 
intestine. Somewhat similar pathological changes in the 
submucosa have been very occasionally reported as taking, 
place in the colon, but not to the extent of “producing 
obstruction -or ‘of causing a filling defect after a barium 
enema, 

The patient's age is not stated, put the only other likely 
diagnosis apart from carcinoma is diverticulitis, and it is 
‘unlikely that evidence of this condition would be confined 
solely to the splenic flexure region. A mild pyrexia is usual 
With diverticulitis, but can also occur in carcinoma where 
obstruction is sufficient to produce a colitis proximal to the 
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larly in superficial burns. Benzene and toluene would prob- 
ably be better solvents for removing large amounts of ‘tar, 


~ but would again be painful.~ Afterwards, benzene, should á 


be removed from the skin with acetone:' All these solvents - - 


‘‘should ‘be avoided on the face, especially in the region of 
the eyes. -After removal of the tar the depth of the burn 
can be roughly ascertained by inspections Superficial burns 
have a reddish-pink colour and a clearly intact capillary 


- circulation, whilst deeper burns are paler, progressing to 


the- white appearance of whole-skin-loss burns with an 
absence of capillary circulation. A further aid to détermi- 
nation of the depth of burning is: the testing- of the pin- 
prick sensation of the burned surface, whole-skin-loss burns , 


- being analgesic, partial-skin-logs burns hypoalgesic, and very’ ; , 


> 


_ dressed :with penicillin cream and. dry gauze. 


growth. A leucocyte count might give some indication of , 


- the degree of inflammation accompanying “the condition. 
If the patient’s‘ general condition permits it, a laparotomy 

{after such a barium enema result) would seem strongly 

indicated. The pre-operative use of the unabsorbable 


ae sulphonamides (eg., phthalylsulphathiazole or succinyl- 
_ sulphathiazole) in large doses greatly reduces the risk’ of 


4 


/ 


- 


any subsequent surgical procedure that may be necessary. 
These drugs, and also the newer antibiotics, have a very defi- 
nite effect on the bacterial flofa of the large intestine, and 
should the condition happily be found at laparotomy to be 
inflammatory in origin (a difficult decision to make „even 
when the mass is on view) they would certainly alleviate 
the condition. 

=~ 


2 Š Tar Borns 


What is: the modern treatment for burns from hot 
tar? What is the best solvent for removing tar from the, 
skin, particularly of the face?, If a 3pot of tar falls into the 
eye, what.is the first-aid and subsequent treatment ? 


A.—The treatment of burns caused by tar, with which. 
may be associated the allied substances pitch and bitumen, 
does not differ. from that of burns~ due to other causes 
except in far as certain modifications may be needed 


due to’ the. propensity. of, these substances to adhere to the ' 


burned surface. In general the treatment adopted will, 
depend on -the depth of the burn’ and on its 3, extent and 

situation. Burns of: any depth may be caused, from the 

mildest erythema to complete skin destruction (whole skin 

‘loss or third-de; burn), according to the temperature of 

(the tar, the amount falling on the skin, and the duration of - 

‘the contact. The depth of burning, should be ascertained by\ 
removing, if necessary, all or part of the adherent tar. This 

is best accomplished | by waiting until the tar has cooled 
sufficiently to allow it to be peeled off, more-or less in one 

piece: This is a relatively painless procedure, and in burns 

where epidermal separation -has occurred the blistered 

- epidermis will be: removed with the tar. 


~ \ Trichlorethylene will remove tar from the skin fairly 


* satisfactorily, but considerable pain may be caused, Gaa 


os 


~ 


superficial burns hyperalgesic (J. P. Bull and J. E. Lennard- 
Jones, Clin. Sci., 1949, 8, 155). t 

Al except clearly. ‘whole-skin- loss burns are then best 
cleaned with a 1% cetrimide solution (“cetavlon”) and 
The dressing 
should be large enough completely to seal the burn“from 
the air, and should incorporate cotton-wool to absorb any 
exudate: 
or-8o if the’ bandage’ remains intact, but must be replaced 
if it becomes wet on displaced. ‘If healing is not complete 
within three or fofir weeks it is probable that areas of whole - 
skin loss are present _ and skin grafting will be required.” 
Burns, of the face are best treated after cleaning with. 
cetrimide by frequent spraying with a -penicillin-lactose 
powder and leaving uncovered. In burns of’ limited 
extent, such as small splash burns, in which it is certain 


‘that the burn is superficial, it is often inadvisable to remove 


the tar, as it acts asa a cover to the burn until it heals. Burns 
diagnosed initially as having caused complete skin ' destruċ- 
tion are often amenable to immediate surgical excision and 
skin-grafting on the day of injury, and must be at- once 
referred to hospital. ' 
In the distillation of coal the first (low temperature) frac- £, 

tion contains about 1% phenol and 3% ,cresols, whilst ordi- 
nary road tar is said to- contain „about the same amount 


` of phenol, from which bitumen and pitch are free. , One 


authority has mentioned the risk of phenol absorption after 
the burn, but it seems that with concentrations of this order 
a very high proportion of-the body surface would have to 
be covered with tar before the risk would be serious. Such’ 
injuries must be extremely rare, but i jn em the possibility 
should not be overlooked. 

Tar rarely falls directly into the eye, Decii of the pro- 
tective reflex of the lids. “In lid /burns the ‘less first-aid 
treatment the better, immediate covering of the burn with 
a sterile dressing being sufficient. If tar actually enters the- 
eye first-aid should be limited to’ immediate washing out 
with large amounts of Water followed by the application 
of a sterile dressing. The stibsequent treatment depends 
on whether the tar has burned ‘the sclera ‘or cornea,- If 
the latter is involved instillation of homatropine is indi- 
cated to keep the pupil dilated, together with frequent 
irrigation with bori¢ acid solutions. In purely scleral burns ` 
it is unnecessary to produce pupillary, dilatation. Any tar 
adherent to the globe should be removed with a spud. The 
eye should be kept covered, and in extensive burns, and 
those also involving the eyelids, the fornices: and outer 
surfaces of the lids may be packed after each irrigation 
with penicillin cream before a dressing is applied. ' 


- Treatment “ot Pediculosis : 
JQ: —W hat are the best methods of treating pediculosis ra 


A.—Head louse infestations may be dealt with by p 


following procedure: i 


1.. Application. of a persistent insecticide to the hair, ee g 


instructions that the har should not be washed for a week. 
2. Gift of a small quantity for use by other members of the i 
infested” person’s family (if they ‘are not available for treatment). 
3. Reinspection after one; to two weeks. Washing of the hair. 
Removal of nits by a fine-toothed metal comb eee as they . 
“should all be dead or hatched). 
*4, Second application of insecticide. 
7 p sf 
I io a * 


This dressing may be left in place for seven days 


s 


1 


N 


` 
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The ' following suitable insecticides are available from 
pharmacists: ** gammexane ” 0.2% (preferably as an aqueous 
suspension); D.D.T. 2% (as. emulsion) ; lethane hair oil 
(N W.F.). 

Body louse infestations are much rarer and confined’ to 
people who do not regularly change their underwear. The 
simplest treatment is the liberal use of 10% D.D.T. powder, 
scattered among the underwear. This does not kill the eggs, 
but the powder persists long enough to destroy the young 
lice as they hatch out. For crab lice, two or three good 
applications of 10% D.D.T. powder should be made to the 
pubic hair at weekly intervals. ` 


Treatment of Condyloma Acuminatum 


Q.—Whar is the treatment, of condyloma acuminatum ? 
A male patiént, aged 37, has a profuse growth of cauliflower- 
like warts around the anus with one or two warts on the 
penis. The Kahn test is negative. Silver nitrate has been 
tried without ‘success, and a 25% solution of: podophyllin 

‘resin in liquid paraffin with only temporary effect.‘ 1 wish 
to avoid surgical treatment if possible. What steps would 
you suggest? ` ’ 

A.—There is no reliable alternative to’ treatment with 
podophyllin other than surgical removal. 
described a further trial of podophyllin is advised. It is 
not unusual for large warts- of this sort to need several 
applications at weekly intervals. 
treatment likely to succeed: is surgical removal of the warts 


with scissors or curette under general anaesthesia, followed 


by cauternzation of their base. ~ 


La 


` 


Congenital Aural Fist 


x 





Q. 
the size .of the head of a pin, on the crus of the helix of 
the left ear. On the right ear, in an identical position, there. 


was a small sinus which was discharging mucoid material. 
The mother informs me that these were first noticed by 
her when the child was brought home from hospital Qn 
the tenth day. What is this condiuon? 


A.—The description is that of a congenital aural fistula. 
Such fistulae are unilateral or bilateral and may be associ- 
ated with other defects such as auricular appendages, The 
commonest site for the, fistula is the anterior margin of the 
helix. The length of the sinus track is usually 5 to 7 mm. 
Figures given for their frequency in the normal! population 
vary from 1 to 6%. The openings are probably the result 
of the failure of complete fusion of the six primary 
embryonal tubercles which form the external ear The 
fistulae are usually “symptomless, but they may become 
obstructed “by desquamating epithelial cells and mucoid 
secretion and so become infected and form an abscess. 


The condition should, in.fact, always be borne in mind | 


when local suppuration occurs at ‘this, site. Treatment ‘in 
_an uncomplicated ‘case, is unnecessary, but if there, 
recurrent ‘supporstion the sinus track’ should be erene, 


sone 


` E E E ; 

Q.—I have been asked by a patient, who is asthmatic, 
whether there is any substance that his wife, while she is 
pregnant, could take to prevent hereditary asthma. 1 have 
not been able to trace any reference to such a substance, 
but I wonder if you could help. 


A.—There is no substance which can be given to a preg- 


nant woman which influences whether or not her child will’ 


develop asthma. Unless there is a strong history-of allergy 
on both sides of the family, the chance of any individual 
child developing’ asthma is small: a 


i; 
If there is a strong bilateral inheritance, the questioner 


might consider the advisability of the mother avoiding exces- 
sive eating of individual foods during pregnancy, as there is 


evidence that this has led to active sensitization’ in utero. ‘ 


7 $ 
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If this fails the ‘only - 
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s Tbe Impotent Husband | 
Q.—An athletic. man of ‘46, resident in Kenya and the 


father of three young children, complains of a falling off . 


in sexual efficiency, which has developed over a, compara- 
tively short time. 
dysentery some six years ago. 
negative, and I think it very unlikely that there is a psycho- 
logical element in this case. What is the likely cause of the 
condition, and how should it be treated ? 


„— Without \more precise information it ‘fs, impossible to 


account for the patient’s impotence. The majority of cases’ 


of impotence are psychogenic, and the responsible’ factors 
are often multiple—anxiety, loss of confidence, preoccupa- 
tion with the state of erection at the’start of intercourse, 
nervousness lest intercourse should result in econonuc diffi- 
culties owing to the birth of another child, emotional stresses 
between the ‘husband and wife, fear that damage has been 
‘done to the genital organs by previous masturbation, and a 
Score of other possible factors might be suggested, 


The only illness to which he admits is ` 
Physical examination is, 


N 
As no precise diagnosis, can be made, treatment must be 


along general lines. The patient must, be ‘repeatedly re- 
assured that the genital- organs are intact and told that the 
difficulties are only temporary. It is- vital that the co- 
Operation and understanding of the wife should be pro- 
cured, because her attitude to her husband’s failures is a 
x determining factor. Middle-aged patients often benefit from 
small doses of thyroid, and injections òf testosterone may 
be helpful, especially when they are made the occasion for 
“more psychotherapy. ` 


` Fainting if the ‘Surgery 
Q.—Is there any prophylactic for patients who habitually 


suffer from vasovagal attacks in „doctors! or dentists - 


surgeries ? 


A.-—Vasovagal ‘attacks are more likely to’ occur in some. 


patients than in others, and it is very difficult to spot those 
liable before their first attacks. Therefore precautions 
should be taken in all patients,' while special precautions 


should be taken in those who have had fainting attacks ` 


before. Fainting is much more likely to occur in the stand- 
ing or sitting position, atid, procedures likely to produce 
fainting should therefore where ; possible be carried out 
with the patient horizontal. Should the patient show signs 
‘of an impending attack, (pallor, sweating, over-breathing, 
and a slow pulse) the ‘patient should be made’ to lie down. 

No drug is known which is likely to prevent such attacks 
occurring. ~ 





Daet XN 

Correction.—In the third paragraph, lines 1 and 2, of Dr.'D. P. 

Jones’s article, * Methoin in the Treatment of Epilepsy. ” January 

13. p. 64), the chemical name for “ dilantal” was erroneously 

given as sodium diphenythydantoinate. ‘This should have read 
“a combination of * mesontoin’ and phenobarbitone.” 








. 


į 


\ 

All communications with regard to editorial busnesa should be addressed 
to Tuk EDITOR, Barnsy Mrvicat Jousnar, BM A. House. Tavistock 
Square, LENDON, WC1. Texcpnong: EUSTON 2i11.. Tecearams * 
' Autology, Westcent, London, ORIGINAL ARTICLES AND LETTERS 


forwarded for publicatton are understood to be offered to the British , 


Medical Journal atone unless the contrary be stated. a 


Anthors detrmg REPRINTS should communicate with the Publishing 
Manager. BM A House, Tavistock Square, W C 1. on receipt of proofs. 


Authors overseas should mdicate on MSS, if reprints are required, m 


„ proofs are net sent abroad. ` 

ADVERTISEMENTS should be addressed to the Advertisement ieee: 
BMA. House, Tavistock” Square, London, W C.i (hours 9 a.m to 
5 pm). TerepHowr: -EUSTON 2111. TELEGRAMS: _ Britmedads, 
Westcent, Lordon 

MEMBERS SUBSCRIPTIONS should be sent' to the SECRETARY-of the 
Association. Terepone: EUSTON 2111. THLEGRAMs: hier 
Westcent, London. 

B.M.A. Scorrisa Ormce: 7, Drumsheugh Gardens, Edinburgh. 


‘ 


- 


$ 


-r 


« 


+ 


‘ 


BRITISH- MEDICAL J OURNAL ° 


“ 


LONDON SATURDAY FEBRUARY 3 3951 





' THE REACTIONS OF BACTERIA-TO CHEMOTHERAPEUTIC AGENTS* ` 


E ` ls 
P 
X ʻ 


—, BY . 
LAWRENCE P. GARROD, M.D., F.R.CP. 


- Bacteriologist, St. Bartholomew's Hospital; 
of Bacteriology, University of monan 


Some oft my predécessors in this lectureship have been 


-able to choose subjects for it in which the late E. H. 
Kettle was himself interested. I have not been able to 
_ do this, and my "subject is in fact’one which was only 
just beginning to devélop at the time of his death in 


1936. If he had’ survived to see the remarkable changes , 
which have taken‘ place in medicine during the past J5 


years, it would have been intéresting to hear his com- 
ments on theni..-He‘had one of the most penetrating 
intellects of his time, and*could grasp a subject in all 
Its bearings when others saw only the surface of it. 
` Those of us who were privileged to be his colleagues 
owe a good deal in our attitude to our subject; and 
even some of our opinions and beliefs, to what we 
learned -fromshim in ordinary daily conversation. It 


` 


Professor ` 
g 

a gt ! j 

covered by. some species, often , with inconvenient and 

even disastrous results. : 

, 4 P i 


Acquired Resistance to. Suiphonamides 
It is: interesting ‘to speculate on where we should stand 


now if the sulphonamides had remained'our only resource . 


in treating bacterial infections. There is no doubt that 
almost all species can become.resistant to these drugs and 
that resistance to one drug involves resistance to all 


‘others, Its mechanism ‘is known to be the formation by 


the organism of a sulphonamide inhibitor, shown’in some 


' cases to be p-aminobenzoic acid’ itself (MacLeod, 1940 ; 


_ was largely in this simple way that ‘he exerted his influ-_ 


ence and’ trained his colleagues,-and for them it was. a 
most agreeable process, because his comments on men 
and things were often highly entertaining as well as 
the product: ofa profound and origirial mind. ’ 

i ode have asked myself what his attitude would have been 
to advances in therapeutics which now make it possible 

+ to cure most bacterial infections. While J‘am sure that 
‘he would. have welcomed them as everyone else has, I 
think it might have been with a finge of regret that the 
conquest of this type of disease has come-in just this 
„way, without any addition to our knowledge ofthe 
process of “infection” and of the factors determining 
its onset and course. Some fundamental discovery in 
the field of immunity, could it have had the same 
practical: results, would have been. intellectually more 
satisfying. feds 


Mirick, 1942 ; Landy et.al., 1943 ; Landy and “Gersting, 
1944). On the other hand, this ‘change occurs much 
more readily in some species than in others. 

The first organism in which resistance was observed 
was the gonococcus: indeed, from the very inception of 
sulphanilamide. treatment for gonorrhoea in 1936 a few 


< cases failed to respond, and it is interesting that some 


resistant strains were found among 50 cultures isolated 


before this treatment had been introduced (Schmith and - 
Reymann, 1940). -These originally resistant strains natur-~ 
ally became increasingly prevalent, and the proportion ` 


of treatment failures steadily increased, espécially dur- 


_ing the: war, reaching such figures ` as 50% (Campbell, 


Bacteria react-in four ways to -contact with chemo-* 12 


‘therapeutic drugs.- These reactions’ may be described 
shortly -as suppression, habituation, dependence, : and’ 


stimulation. The first of these is best described by the. 


general term “ suppression,” because it occurs in two 
: forms: the effect may’be directly lethal or itymay involve 
simply the inhibition of further growth. This reaction 
18 the aim of treatment, and will normally follow if the 
latter has been properly directed.. The second, habitua- 
tion or acquired resistance,’ is a path.of escape from the 
suppressive influence of the drug-which has: been dis- 





Hospital Medical College on November 22, 1950. 


4 


1944), 77%. (Abrahamson, 1945)/ and 85.8% (Dunlop, 
1949). There is ample proof that clinically resistant dis; 
ease is due to strains demonstrably drug-resistant in vitro 
(Petro, 1943), Mahoney and Van Slyke (1945) went so 


far as to inoculate male volunteers with sensitive and, 


Tesistant culturés in order‘to prove that their behaviour 
in the body would be thé’ same: 


It is surprising and very fortunate ‘that, the doe 
related meningococcus has behaved so differently. 
Sulphonamides are used in the treatment of cerebro- 
spinal fever with the same success as at the time of their 
introduction 14 years ago: in fact, this is the only acute 
bacterial infection for which they still are used in- prefer- 
ence to penicillin. If resistant strains of meningococcus 


were to appear they would surely have done so during. - 


mass su'phadiazine prophylaxis in the American armed 
Forces, which had such disastrous results in other direc- 


“Sth Kettle Memorial Lecture, delivered at St B holomew’s ` tions; but Schoenbach and Phair (1948), who examined 


many strains isolated during. this’ perigd, found none 
rt . + 4700 
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unduly resistant, and no clear evidence even of a 
tendency to diminishing sensitivity. 


The two most important sulphonamide-sensitive 
species—the pneumococcus and the haemolytic strep- 
tococcus—have behaved in a way intermediate between 
` these extremes. Resistant strains of each have appeared, 
but they have not been commor: how common they 
might be to-day but for the advent of penicillin no one 
can say. Resistance Was observed in the pneumococcus 
comparatively early, and it seems that of these two 
organisms it has much the greater tendency to undergo 
this change. That pneumococci can ‘be habituated to 
sulphapyridine without loss of virulence was first shown 
by MacLean, Rogers, and Fleming (1939); that such 
habituation may occur in patients treated for-pneumonia 
and other conditions was shown by several groups of 
workers in the United States (e. g., Lowell et al., 1940) 
during the early part of the wàr. It was also shown by 
Julianelle and Siegel (1945), in a very careful study, 
that mass sulphadiazine prophylaxis can produce a high 
prevalence of strains of pneumococci of progressively 
increasing resistance.. It is quite possible that, but for 
the antibiotics, our main. resource in the treatment of 
pneumonia would again' be serum. 


Haemolytic streptococci, the earliest object of sulphon- 
“amide attack, were long in -betraying their capacity to, 
develop resistance to it. This has been observed in only ' 
a few of the Griffith types of Streptococcus pyogenes, ' 
notably XII, XVII, and XIX, and their occurrence 
suggests dissemination from afew original foci rather 


- than widespread habituation in treated individuals. They 


were first identified as causing cross-infection’ in Wards 
‘where wounds and burns were under treatment (Francis, 
1942). Much their widest sphere of activity was in the 
American armed Forces, i in which hundreds of thousands 
of men-were given 1 g. of sulphadiazine daily, mainly 
with the object of preventing haemolytic streptococcus 
infections. This treatment at first succeeded, but later 
highly resistant strains appeared and became widely’ 
prevalent (Epidemiology Unit 22, 1945; Damrosch, 
1946), the last state of the units concerned being thus 
considerably worse than the first. Of the present dis- 
‘tribution and- frequency of. such strains we have no 
information at all. 


Acquired Resistance to Penicillin 


There is one strong point of resem- 
blance between sulphonamide-resistance 
and penicillin-resistance : the major diffi- 
culty occasioned’ by each is in infection 
by a single species—the gonococcus and 
Staphylococcus pyogenes respectively. 
Moreover, in each case selection and not 
adaptation -is the mechanism by which 
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the populatia as a whole resištant strains are not yet - 


so common : the proportion causing infections in out- 
patients in two London hospitals have recently been 
found to be 12.5% (Forbes, 1949) mat 6.6% (Griffiths _ 
et al, 1949)... 

It is often asked whether ‘infections di to eib resis- 
tant staphylococci are amenable to treatment with peni- 
cillin given in very large doses. The answer may be 
found in the work of Gilson and Parker (1948), who 
showed that the amount of penicillinase formed by these 
organisms varies nearly a thousandfold.. 
formation of this enzyme that their resistance depends, 
hence, presumably, clinical, resistance must vary corre- 
spondingly, and strains forming the larger amounts must 
be uninfluenced by any concentration of the drug atan 
able in the body. 


» Resistance to penicillin in other species presents no 
such problem as this. It is of two kinds, one being a 


purely artificial condition produced in the laboratory, | 


with no apparent. counterpart in clinical infection. ` Thus 
Miller and Bohnhoff (1945, 1947a) have raised the resis- 
tance of both gonococci and meningococci to prodigious 
levels, but no such organism has ever been recovered 
from a, treated patient. Haemolytic streptococci of 
Groups B and C can be made somewhat more resistant 


in vitro (Gezon; 1948), as can pneumococci both in vitro | 


and in mice (Sesler and Schmidt, 1942 ; Eriksen, 1945), 
but there is no suggestion that such strains are being 
encountered, in patients. Haemolytic streptococci of 
Group A are incapable of developing resistance, and 


there is fortunately no evidence ma Treponema pallidum 


can do s0. ` 

These encouraging facts Haye led some authorities to 
contest the common belief that the widespread use of 
penicillin, often in inadequate doses, must eventually 
produce strains of bacteria other’ than ‘staphylococci 
which are resistant to the drug. It is true that no such 
change has yet been shown to be in progress: indeed, 


the studies of Finland and his colleagues (Jackson et ai.,- 


1950),.who compared the sensitivity of 88 strains isolated 
before and 100 well after the introduction of penicillin, 
afford satisfying proof that this is not happening among 
pneumococci. It nevertheless remains a fact that some > 
organisms do become more resistant in the body during’ 








wa 
resistant strains have become prevalent. Ato ig i . 
The. arguments supporting this view in STREPTOCOCCI A 
connexion with staphylococci have been: as l : we 
well expressed by Barber (Barber, 1947; /\ Io o Ai ol 
Barber and Rozwadowska-Dowzenko, ' 
1948 ; Barber et al., 1949), who is also simen 
responsible’ for much of our knowledge NTS KF a 
of the high prevalence of resistant strains aioe! 
in hospitals, Owing to cross- infection 
and the frequency of the carrier state in mae SANT FES" MA ACO Ue DE WG. SET 
nurses, & single resistant strain of a parti- ` a6 paT 
‘cular phage type, often 52A, may achieve Fig. l oe of events in an Hensel = case o 9f subacute bacterial, 
-overwhelming ' predominance and cause & EA Genii a uring prolonged treatment with this and other agents, (STR = 
serious trouble. On the other hand, in raio raps puric acid was also used at some stages in treatment.) 
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unsuccessful treatment An example of this was a case 
of endocarditis lenta described by Dowling et al. (1946), 
m which the streptococcus responsible became progres- 
sively more resıstant durıng treatment. We have had 
a similar experience in this hospital, with the difference 
that the streptococcus responsible for the endocarditis 
was originally a resistant one, being inhibited only by 
2 units per ml. During prolonged treatment, which 
included the administration of several thousand pounds 
worth of penicillin, for one period at the rate of 
40 million units daily, as well as other drugs, the degree 
of resistance of the streptococcus slowly increased: even- 
tually it was inhibited only by 20 units per ml. (Fig. 1). 

I have also observed several cases of actinomycosis 
in which the organism isolated after a period of unsuc- 
cessful penicillin treatment was of diminished sensitivity, 
the difference being about tenfold. In none of these 
patients is ıt conceivable that substitution of another 
organism had occurred, and not habituation of the 
original one 


Acquired Resistance to Streptomycin 


We are faced here with a quite different and indeed 
unexampled situation, as all species of bacteria can 
become highly resistant to this drug, often with great 
rapidity, not only in vitro but jn vivo. Several authors 
(eg. Finland ef al., 1946; Bondi et al, 1946) have 
reported the recovery of resistant organisms after only 
one day's treatment. We have observed ‚this in a 
Bacterium aerogenes urinary-tract infection, the course 
of which I followed by making quantitative cultures of 
the urine at frequent intervals (Fig 2). Only two hours 
after the first dose of 0.5 g. (repeated four-hourly) the 
viable count in the urine had fallen from 135,000,000 
to only 30,000 per ml.—showing, incidentally, that the 
action of high concentrations of streptomycin is rapidly 
bactericidal in the body as well as in the test-tube 
(Garrod, 1948). The count, repeated at two-hourly 
intervals during that day, persisted at about the same 
low level, but after 24 hours had risen again to 5,000,000, 
and these organisms proved to be 1,000 times more 
resistant to the drug than those recovered originally. 
There is evidence (Alexander and Leidy, 1947a) that 
this remarkable change is due to the existence of a 
minute proportion of resistant cells in the original popu- 
lation, and it might therefore be possible to predict the 
result of treatment by cultivating a very large inoculum 
m drug-containing medium. 

I have attempted this in connexion with urinary-tract 
tafections by making pour-plate cultures of the high- 
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Fia 2.—Effect of streptomycin (0.5 g. four-hourly, starting at 0 hours} on bacterial 
content of urine in a case in which treatment failed. 
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speed centrifuged deposit of 10 ml. of urine in agar 
containing 1,000 pg. of streptomycin per ml. This 
inoculum is about 1,000 times larger than is usually 
employed in cultivating urine, and might therefore reveal 
the presence of a small number of resistant bacteria. 
These were not detected in any of the following cases 
in cultures made in the usual way. In 14 cases the 
heavily inoculated streptomycin plates were sterile, and 
12 of these were cured with streptomycin. Treatment 
was also successful in four patients whose.cultures yielded 
very few colonies (1, 2, 4, and 19). It failed completely 
in the only two whose streptomycin plates contained 
numerous colonies, some of which proved also in sub- 
culture to be streptomycin-dependent. So far as they 
go, these findings suggest that the method can be made 
to yield useful information. 

In order to prevent the development of resistance so 
far as possible, treatment should be vigorous, and for 
infections other than tuberculosis it need only be so 
brief that toxic effects have not to be feared. It should 
also be well timed, particularly in relation to operations, 
since if it fails there will be no second chance. 

Resistance to streptomycin is permanent: hence ıt 
needs no great prophetic powers to visualize a time 
when most of the sensitive bacteria in the civilized world 
will have acquired it. There are already signs of this: 
Wilhelm eż al. (1949) found 85% of strains of Bact. 
aerogenes from urinary-tract infections to be resistant, 
and in our own experience in this hospital it is becoming 
common to find resistant strains of this and other coli- 
form bacilli in the urine of patients who give no history 
of having had the drug. This must mean that they are 
being disseminated from treated patients. Whether on 
this account streptomycin should be reserved for treat- 
ing tuberculosis, as has been seriously suggested, in 
order to preserve its usefulness for this most important 
purpose as long as possible, is a matter of opinion. It 
is of course well known that tubercle bacilli, like other 
bacteria, can become resistant, although at a slower rate 
corresponding to their more leisurely growth: this, 
indeed, is well recognized as the main obstacle to the 
successful treatment of tuberculosis. Fortunately’ it 
appears that the simultaneous administration of p-amino- 
salicylic acid greatly reduces the frequency with which 
strains of tubercle bacilli become resistant 


Acquired Resistance to Aureomycin and 
Chloramphenicol 


` Jt was originally claimed as one of the advantages of 
these newer antibiotics that resistance to them does not 
develop. It is too early to decide how 

untrue this belief was, but there are 

signs that the usual process of dis- 

e illusionment has begun. Certainly, 

acquired resistance to these *drugs is 

slow to develop, moderate in degree, 

1 and not necessarily permanent. Lank- 

ford and Lacy (1949), Long et al. 
(1950), and others have found it im- 
possible to habituate staphylococci to 
“aureomycin ™ to any serious extent 
in vitro. On the other hand, there are 
two reports of acquired resistance in 
vivo during treatment, one such case 
being described by Long et al. (1949) 
4 and a series by Foley et al. (1950) 
a It seems that in some of Foley’s cases 
substitution rather than habituation 
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may have occurred, but the mere tact that any staphylo-- 


.coccus can possess 64 times the normal resistance is 


discouraging. 

Increases in res’stance to aureomycin or chlordm-’ 
phenicol rang:ng up to about fiftyfold in various species 
of Gram-negative bacilli have been reported, either pro- 
duced deliberately or ‘occurring 1n treated patients. - We 
have seen in this hospital a fifteenfold increase in resis- 
tance to chloramphenicol i in Bact. aerogenes during four 
days’ tredtment for urinary-tract infection. How often 
this kind of thing will occur remains to be seen: so far 
it seems'-to be exceptional. Terramycin appears to 
behave, similarly, and it is interesting that organisms 
made resistant to it also become resistant to. both aureo- 
mycin and chloramphenicol (Herrell er al., 1290: 


Dependence 1 


The strange phenomenon of nutritional Spint . 


on a substance normally lethal is another aspect of the 
peculiar behaviour of streptomycin. It was first demon- 
strated in meningococci’ by Miller and Bohnhoff (1947b), 
who recognized two types of resistant colonies, one of 
which proved to consist of organisms that failed to grow: 
at all in the absence of the drug. They behaved in the 
same way in vivo: mice inoculated with them died if 
treated with streptomycin, but otherwise survived. “Soon ` 
after this Paine and ,Finland (1948) showed’ that depen- 
dent mutants could be: obtained from various other 
species. “ Lenert and Hobby (1949) have also ‘shown that 
Mycobacterium tuberculosis. ean become dependent. `% 
These cultures are not a mere laboratory freak: they 
can often be foumd among resistant organisms in infected 
urine, and Miller and Bohnhoff (1949) recovered them 
not only from the pharynx and faeces of treated animals 
but from the throats of nurses administering the drug. 
It is theoretically possible that a patient infected with 
such organisms could be made worse by streptomycin 
treatment, and improve on its cessation. The patient 


_described- by Spendiove et al. (1948), from whose sputum 


dependent tubercle bacilli wére isolated 96 days after 
treatment was begun, is said to have become worse 
during further treatment and to have remained in statu 
quo since it was stopped. C = 

Further studies of such patients would be of much 
interest, but in any case it seems highly improbable that 
converting the organism to dependence and then starving 
it by withdrawal of the drug will be found a successful, 
method ‘of treatment. Bacterial populations in which 
such changes are occurring are highly heterogeneous, 
including organisms possessing varying degrees of simple 
resistance and some which are still sensitive as well as 
dependent cells. The observed effects‘of treatment are 
a compound of the separate effects on these three types 
of organism,.and their separate assessment seems un- 
likely tosbe feasible. 

Streptomycin is not the only antibiotic on which - 
organisms can become ‘dependent. Gocke and, Finland ‘ 
(1950) have obtained a resistant variant of Bact. fried- 


landeri which is strictly dependent for growth on a criti-. 


cal concentration of chloramphenicol. C. P. Miller (per- 
sonal communication, 1949) has even obtained variants 
of meningococci Which are dependent on penicillin, 
although only conditionally: they require penicillin for 
growth in a deficient medium, but grow Without it in a 
richer one. 
i Stimulation Aas 
I propose to deal more fully with the fourth type of 


bacterial reaction, not because it is more important—~ 


- 


` 


K organisms. 


. Schulz law, which, stated shortly, 1s 
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although I beli ieve it to be much commoner and more 
significant than is generally believéd—but because it is 
much less familiar. This is the opposite of the desired 
effect: the stimulation of bactèria instead of their sup- 
pression. There is good evidence that this effect is ‘pro- 


duced by concentrations lower than those required to, 


inhibit growth: these are naturally very low. for sensitive 
bacteria, but they may be among the highest attainable 
in the body if the effect is exerted.on naturally resistant 
If this is so, it is only an illustration of the Arndt- 
“ Kleine Dosen 
reizen, grosse Dosen lähmen ”: in other words, poisons 
are stimulants in small doses. Schulz (1888) formulated 
this law as it applies to bacteria over 60 years ágo, and 
since then many workers (Hüne, 1909; Fred, 1911; 


‘Hofmann, 1922; Branham, 1929) have shown that low 


concentrations of a great variety of germicides’ acceler- 
ate bacterial growth. These substances include salts of 
mercury and other heavy metals, phenols, halogens, 
arsenical compounds, dyes, and ether. It is an alarming 


_ thought that many common disinfectants, if mere traces 


of them are present, may apparently have precisely the 
opposite’effect to that desired. 

Does the Arndt-Schulz law apply to- antibacterial 
chemotherapeutic agents ? There is a good deal of evi- 
dence that it does. Such as there. is with reference to 
the sulphonamides is unconvincing: Lamanna (1942) 
used the cup-plate technique, and describes a zone of 
heavier growth between the zote of inhibition and that 
of normal.growth which he attributes to” stimulation 
In interpreting this and many other observations made 
by this method it must be remembered that colonies at 
the boundary of the inhibition zone can obtain an extra 
supply of nutriment from this unoccupied area, which 
may sometimes be the whole explanation of their 
greater size. There has been little suggestion from the 
clinical side that sulphonamides can behave in this way, 
but in one of the U.S. Naval training centres in which. 
sulphadiazine prophylaxis led to the prevalence of resis- 
tant haemolytic streptococci, scarlet fever and other 
infections became more common m treated than un- 
_ treated men. The authors of the report on this epidemic 
(Epidemiology Unit 22, 1945) discuss the possibility that 


the drug was acting aé’a growth stimulant to these’ 


resistant streptococci. 
If penicillin can stimulate bacterial growth it is per- 


haps a more serious matter, and there is a good deal -` 
‘of evidence that it can. From the clinical point of view ` 


this evidence rests largely on the occurrence of, what 
have been called “superinfections” during penicillin 
treatment. It is well known that during local -tredtment 
of the mouth- and throat the normal flora is largely 
replaced by resistant coliform bacilli (Long, 1947)’ The 
same thing can happen elsewhere with more serious 
results: Weinstein (1947) arid Appelbaum and Leff 
(1948) report cases in which resistant Gram-negative 
° organisms appeared as the cause of pneumonia during 
penicillin treatment for an originally sensitive infection. 


The full account given by Stanley (1947) of 10 cases of ° 


Pseudomonas pyocyanea infection is interesting: he does 
not seem to suspect that penicillin had anything to do, 
with’ producing or aggravating these infections, but in* 
fact seven of his patients, six of whom died, were treated 
with penicillin either shortly before ` or, during the 
progress of the infection. « ‘ we oe 

How is this substitution of resistant for sensitive 
Orpa to be explained ? Some author ‘apparently 
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take the view that the elimination of existing bacteria 
leaves a kind of vacuum which is bound to be filled by 
others. This view seems justified only if we assume 
that the normal balance is maintained by antibiosis. It 
is certainly not the explanation of all cases, because 
during penicillin treatment resistant bacteria may appear 
where no bacteria at all were before. This seems par- 
ticularly apt to happen in the urinary tract during the 
excretion of penicillin given for disease elsewhere. Three 
of our patients under treatment for bacterial endocarditis 
have developed urinary infections due to Ps. pyocyanea 
for no apparent reason other than the presence of the 
drug in the urine. ‘We have also seen a rapidly fatal 
pyaemia due to this organism develop during the treat- 
ment of a case of actinomycosis, the portal of entry 
being the vein into which the drug was being given by 
continuous drip (Christie and Garrod, 1944). 


If penicillin’ does stimulate or accelerate bacterial 
growth it should be possible to demonstrate this in vitro. 
This has in fact been done by several different methods. 
Pratt and Dufrenoy (1947) and Van Marwyck (1949) 
used the agar diffusion technique, obtaining a zone of 
enhanced growth external to that of inhibition: that 
caution is required in interpreting this appearance has 
already been pointed out, but the results of Eriksen 
(1945), who obtained a zone of enhanced growth with 


no inhibition zone internal to it, suggest that such appear- ~ 


ances may be due to true stimulation. Curran and 
Evans (1947) found that the germination of spores and 
the growth of staphylococci and streptococci in a skim- 
milk medium were accelerated by low concentrations 
of both penicillin and streptomycin. Miller eż al. (1945) 
cultivated Staphylococcus aureus in broth containing dif- 
ferent concentrations of penicillin, estimating the amount 
of growth turbidimetrically: sub-inhibitory concentra- 
tions enhanced it, and it is interesting that maximum 
enhancement was produced by an amount of penicillin 
only about one-fifth of that required to inhibit growth 
completely. The difference between the stimulating and 
inhibiting concentrations of ordinary germicides is far 
wider than this. There are also two recorded examples 
of experimental in vivo stimulation: Randall et al. (1947) 
found that subcurative doses of penicillin increased the 
mortality from Salmonella typhi infection in mice, and 
Foley and Winter (1949) showed that penicillin increases 
the mortality of chick embryos inoculated with Candida 
albicans. 


I have made some observations recently on the 
acceleration of bacterial growth by penicillin, using the 
method of Aoki ef al. (1949), which is simply a com- 
parison of the size of colonies on penicillin-containing 
and normal media. There is no doubt that such accelera- 
tion occurs: it is caused by appropriate concentrations 
in both sensitive and resistant species, such as 0.004 unit 
per ml. for a staphylococcus (Fig. 3) and 4 units or more 
for Ps. pyotyanea (Fig. 4). But the differences in 
colony size are variable, and some of the factors respon- 
sible for this remain to be worked out. One is certainly 
the age of the culture used for inoculating the plates: 
it seems that penicillin particularly stimulates the growth 
of relatively dormant cells from older cultures. Another 
is the.medium: the poorer this is, the greater the effect. 
The greatest contrast in colony size I have seen was in 
Ps. pyocyanea growing on a medium consisting sintply 
of- urine solidified with agar. A third appears to be 
temperature, the contrast being more marked in cul- 
tures maintained a few degrees below 37°C. It is 
interesting that stimulation should be enhanced by three 
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factors in themselves unfavourable to growth: two of | 


these seem to afford a clue to the mechanism whereby 
previously dormant bacteria may become active in the 
body. 

I have hitherto deliberately avoided any mention of 
the tubercle bacillus in this connexion. Like Ps. pyo- 


cyanea it is highly resistant to penicillin, and forms 
penicillinase: does it react to the drug in the same way ? 
It is some years since Ungar and Muggleton (1946) 
claimed to have shown that penicillin stimulates the 
growth of Myco. tuberculosis in a liquid medium: Iland 
and Baines (1949) could not confirm this result, but they 
used higher concentrations of penicillin, and their 





Fic 3.—Divided agar plate culture of Staph. aureus (Oxtord 
“H” strain, of normal penicillin sensitivity). Medium in the 
right half contains 0.004 unit of penicillin per ml. Incubated at 
35° C. for 17 hours. 





Fic. 4.—Divided agar plate culture of Ps. pyocyanea inoculated 
from a broth culture 1 week old, and incubated at 37° C. for 
17 hours. Medium in the right half contains 4 units of penicillin 

r ml. Not only are the colonies larger on this side, but pigment 
ormation was much more pronounced, 
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icism:-of Ungar and Muggleton’s ‘work. ignores some 
of the controls used by these workers. Rivière et al. 
(1947). also reported’ that penicillin greatly accelerates 
death from tuberculosis in guinea-pigs, but penicillin is 
toxic to this animal that uninoculated 
but treated controls have. shown an unduly high mor- 
tality in the hands of other workers, and Riviére’s 
conclusion is not accepted. My colleague, J. W. S. 





: S “Blacklock, and I have been much interested in this prob- 
: dem, and he has recently carried out similar experiments 


cio in mice, but. without being able to show that penicillin 
aggravated the disease. 
$ Evidence from. the laboratory is therefore inconclu- 
oo sive and I hesitate, as a mere laboratory worker, to 
| import clinical evidence into this argument. Neverthe- 
-Tess.one cannot but be impressed when a patient under 
treatment. with penicillin for a staphylococcal lung 
abscess is:found to have tubercle bacilli in his sputum, 
none having been present before, and dies of acute 
3 ` the starting of treatment. 
<> F have certainly formed the impression from the exami- 
“pation of ‘specimens and from post-mortem findings in 


-a number of cases that during treatment with penicillin 


for. some other condition a previously unrecognized or 
relatively quiescent tuberculous focus may become 


active: either bacilli appear where none were found 


E before, or their numbers increase enormously. This is 
_Only an impression, and it may be false” T can there- 
_ fore go no further than to Suggest that if penicillin is 


“used in a patient who incidentally has tuberculosis the N 


possible effects on that disease are worth watching. 


Conclusion i 

I hope I have said enough. to convince you that bac- 
teria are.displaying some versatility in their response to 
. chemotherapeutic drugs, They are not taking the pre- 
> sent widespread attack on them lying down: some are 
_ defending themselves very effectively, and some are even 
“turning our Weapons to their own advantage. So far the 
supply of new antibiotics has more than matched the 
-capacity of -bacteria to resist them, but if this supply 
should cease—and , Presumably the number yet to be 
_ discovered is limited—the time may come when a few 
_ of the more enterprising species will flourish more or 
~ less unhindered, ` 
Dam indebted to my clinical colleagues at St. Bartholomew's 
pital for: permission to mention their cases, to Miss P, M. 
aterworth for technical assistance, and to the photographic 
partment of the hospital for illustrations, 
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The Chemical-Biological Co-ordination Centre of the 
National Research Council of the 
announced the publication of the third. volume iñ jts 
series of reviews concerned- with chemical-structure- 
biological-activity relationships: Histamine Antagonists 
(122 pp., $1.50), by Drs. Frederick Leonard and Charles P. 
Huttrer,. discusses the pharmacological properties, methods 
of in vitra and in vivo evaluation, methods: of synthesis; 
structure-activity relationships, mechanism of action, and 
clinical application of histamine antagonists. More than 
1,000 compounds which have been tested for potential anti- 


histaminic activity are listed in 48 classified tables including : 


structures, activities, and literature references, Emphasis is 
placed’ on the analysis of. structure-activity. correlations 
within the different classes of compounds and on generaliza- 
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DIAGNOSIS’ OF AORTIC STENOSIS 
BASED ON A STUDY OF 25 PROVED CASES 


A BY 


DAVID LEWES, M.A.. B.M., M.R.C.P. 
Lecturer in Medicine (Temporary), Postgraduate Medical 
School of London 


Aortic stenosis is an important clinical entity which 
often escapes recognition in life. Reliance upon gross 
physical signs of the valvular lesion will allow diagnosis 
of only one-quarter of the cases to be found at necropsy 
(Parkinson, 1949). Routine necropsies also show that in 
one-half of the cases in which stenosis is present there 
is no other valvular lesion, and that ‘most patients with 
lone aortic stenosis eventually die from heart failure or 
mfective endocarditis as a result of their valvular disease. 

This paper, based on a study of 25 proved cases, shows 
that aortic stenosis is common, and that a correct clinical 
diagnosis should be possible in a high proportion of 
cases. It-is also submitted that lack of familiarity with 
the natural history of aortic stenosis as well as the 
demand for too rigid diagnostic criteria is chiefly respon- 
sible for the common failure to diagnose the condition. 


Material 

Amongst 2,245 routine necropsies performed at the 
Postgraduate Medical School of London during the 
seven-year period ending in February, 1950, aortic 
stenosis was found in 45 cases (1.8%). Of these 45 
cases calcareous aortic stenosis was the only significant 
valvular lesion in 25; in the remaining 20 all degrees 
of aortic stenosis were found—16 were complicated by 
mitral stenosis, three by gross ‘aortic incompetence, and 
one by tricuspid stenosis and mitral stenosis. 

As it was thought that the clinical problem of aortic 
stenosis could be studied satisfactorily only when uncom- 
plicated by other valvular lesions, detailed analysis has 
been confined to the first group of 25 cases (Table IV, 
overleaf). The degree of stenosis at necropsy was graded 
as mild, moderate, or severe, depending upon whether 
the aortic orifice would admit the index finger, a finger- 
tip, or less than a finger-tip respectively (Kumpe and 
Bean, 1948). 

Of these 25 cases significant aortic stenosis was a 
coincidental necropsy finding in three in which death 
was due to non-cardiac causes. Twenty-two patients 
first came under medical observation on account of 
cardiac or cerebral symptoms ; 15 died from heart failure 
consequent upon the valvular lesion and four from 
mfective endocarditis (Table I). 


Taste I.—-Cause of Death in 25 Cases of Aortic Stenosis 
No. of Css os 
Heart failure from aortic stenosis 
Heart failure from sortie stenosis aad myocardial infarction 2 
Bacteral endocardius . $ 4 


Heart farture a od F š 3 3 
Cerebral embolism x Pp 1 . 
Rupture of dissecting aortic aneurysm aie he 1 
Bronchopneumonis wv 2 
Cerebral metastasis from bronchial carcinoma 1 
Clinical History 


The majority of patients had spent a long life of 
activity and usefulness untroubled by heart complaints 
until the sixth or seventh'’decade. The onset of symp- 
toms was commonly sudden (Tables II and IID, and 
was attended by a serious prognosis. 

The total duration of cardiac symptoms was less than 
four years in four-fifths of the cases. Valvular disease 
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Tasis U.—Presenting Symptoms im 22 Cases of Aortic Stenosis 


Symptom No of Cases 
Bxertlonal dyspnoea aa 1} 
Nocturnal dyspnoca 3 
Cardiac pain 3 

pe 2 
Hidiness 2 
Stroke .. 1 
Tass WI.—Frequency of Symptoms in 22 Cases of Aortic 
tenosis 
No of Cases 
Bxertiona! dyspnoea .. 3 Š D oes 19 
Nocturnal dyspnoea . : 10 
Cardiac pun . s x ga ia . 10 
Palpitation s i : 4 
Ataia of pallor and sweating 4 
al symptoms: 
ddiness .. 3 
Marok confusion 4 
Fits 2 
i 


Maniacal violence | 
Stroke Su ae 


had been diagnosed 16 to 30 years before symptoms 
appeared in four patients; all lived active hives in the 
interim, and two were professional footballers. The 
extent of calcification of the aortic valves at necropsy 
indicated that significant stenosis had been of long stand- 
ing in every case in the series. There was thus good 
reason to believe that most of them had enjoyed long 
periods of good health in the presence of unsuspected 
valvular disease. 


Characteristic clinical histories demonstrate how the 
patients first came under medical observation, as well as 
the course of the terminal illness. 


Case 1: Lassitude and Giddiness 


A 70-year-old baker had had valvular disease diagnosed 
16 years previously. In spite of this he had enjoyed good 
health until three months before admission, when he com- 
plained of gradual failure of vision and increasing lassitude. 
Two months later postural! giddiness set in. Ten days before 
admission he experienced a sensation of “water streaming 
down in the air” past his head. This symptom never left 
him and kept him awake at night. On admission there were 
classical signs of aortic stenosis (Table IV). Heart failure was 
absent and the electrocardiogram showed sinus rhythm and 
left bundle-branch block. His symptoms improved in hospi- 
tal, but persisted until the final admission a year later. Ten 
days previously, while taking a meal, a small piece of bread 
stuck in his throat, and he gasped for breath. Severe breath- 
lessness persisted from this moment. Unable to lie flat, he 
remained in a chair until admission. 

On examination there was severe congestive heart failure. 
The pulse rate was 32 a minute, and the electrocardiogram 
confirmed complete heart-block. The aortic systolic thrill 
previously felt could not be detected terminally. Heart 
failure showed little response to treatment, and he became 
mentally confused, with lucid intervals during the day. Death 
took place suddenly while drinking a cup of tea, two weeks 
after admission and 15 months after the first symptom. 

Post-mortem examination revealed acute pulmonary 
oedema and, severe aortic stenosis with gross calcifica- 
tion of the cusps. Calcium deposits encroached upon 
the interventricular septum, and microscopically there 
was myocardial fibrosis underlying the calcification in the 
neighbourhood of the bundle of His. 


Case 4: Cardiac Pain and Giddiness 


A 63-year-old foreman had been well untl six months 
previously, when he noticed pain in the throat and upper 
chest, brought on by exercise and relieved by rest. Giddi- 
ness on exertion was also troublesome. On the day of 
admission, while walking in the street, he bent down to do 
up a shoelace, and buddenly became extremely short of 
breath. Struggling to his doctor, he began coughing up 
blood-stained sputum. On admission a diagnósis of hyper- 
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LaBLb IY,—Clinical and Post-mortem Findings in 25 Cases of Calcareous Aortic Sten 
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"© tensive left eutieulae failure was made! Re: 


P M. = Post-mortem examination. >, =, or < = ‘Greater than, equal to, or less than, respectively. Aur. fib.-=Auricalar Hbrillation” -~ 


. Not recorded. 


. i 


= 


s 


a 


. 


of aortic stenosis. 7 


sponse, to treatment was ‘satisfactory, and he. 
was discharged within, a month. On readmis- 
sion two’ months later, little hisfory -could be (< 
obtained on account of the patient's confused . 
mental state. He told of four weeks? noc-~ 


“7s 


` 


turnal breathlessness gnd, severe exertional boo 
"i „chest 'pàin, radiating down ‘the ‘left’ arm. 


„On examination- there was little evidence ,of' 
heart failure, but- respiration was of’ the 
Cheyne-Stokes typé. _ Aortic stenosis was: 


' diagnosed on the basis of a rough aortic z 


systolic murmur (Table IV). The patient 
subsequently became violent, ‘abusive,’ and 
mentally confused, though he had remarkably “ 
lucid intervals, and died six days after admis‘ ' 


, Sion, „nipe months äftér- his initial symptoms 


The mode of, death was curious: -there was'no ` 
complaint\of breathlessness or any true ortho- 


‘pnoea. ‘There was.no peripheral oedema, and ` 


thé jugular venous pressure was not raised. 
Mental confusion was the sole ‘manifestation of 
failure ;. yet the patient was able’ to recognize 
his own Cheyne-Stokes respiration by Temark’ 
ing that’ he, breathed “ too much in* m, andy 
starts.” ae 

Post-mortem, exathination* * showed severe 
aortic stenosis” and acute pulmonary eae 

o s: ye 


Case A: “Syncopal Attacks > i 
` A` healthy òld-age , pensioner , of 1n years ‘ 


scious without warning. , There was no fit, 


` 


, while _ sifting in a public-house, fell uncon- cs 


- 


recovery of consciousness was. ‘rapid, and he ee 


soon felt well enough to go home. One week. 


‘Tater, while sitting in. front of the fire, he had . 


another similar fainting attack, . He. recovered 


‘consciousness after two minutes’ dnd ‘passed_ 
‘the incident off as 


“a joke.” Subsequently 
he felt Well and was admitted for, investiga- ` 


-tion of the syncopal attacks, which were his 


only complaint. .A clinical diagnosis of; aortic 


‘ 


‘stenosis and anaemia without heart failure was , : 


made (Table IV). Nine days after admission and‘ 


- seven weeks after the first syncopal attack he . 
` became mentally confused, with temporary 


cyanosis followed: by pallor, urgent , dyspnoea,,, 
and moist: sounds throughout both lung’ fields.’ 
Heart ‘failure, which proved to be. terminal, 
showed no response to/ treatment, and death 
took ‘place from left ventricular heart failure” 
30 hours later. 

Post-mortem ` examination i hine ‘the. 
clinical findings, showing a. moderatg nepe 


- Case 13: Infective Endocarditis 


A 43-year-old accountant was s admitted to hospi- ENT 


tal on account of weakness and chest pain. 


‘Valvular heart disease had been diagnosed at 


- the age of 10 years. following rheumatic fever. 
Subsequently he had enjoyed good health apay 
~ from: recurrent winter bronchitis ‘until one _ 
' month. before admission. Aftér removal of ` 
septic teeth at this time he noticed increasing 
lassitude and breathlessness „on exertion. 


, weeks later sharp back pain, whj ch lasted a, 


week, was followed by persistent, * ‘gnawing’ 


‘pain-in the chest, radiating down. the inner 
‘and outer aspects of the left arm: ` 

* Ona 
“chief complaint. 


ion continuous chest pain was his” 
“A, clinical diagnosis of | 
_ bacterial endocarditis developing upon aortic 
"valve disease was, madé. (em SIV). Heart 


te 
“4 


"Two, 


‘ 


. 


A 
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` failure was absent at first, but the diechfoeardibgramh showed . Widespread systolic murmurs were noted in one-fifth 
changes consistent with posterior ‘cardiac, infarction. The of the series; in two cases no murmurs were heard at 
infection was treated with sulphonamides without response,” any time throughout the‘ illness although they were 


and rapidly progressive and unresponsive heart failure super- a nai : : 
vened. Ten days-affer admission and five weeks’ after the repre tedly sought. A correct- clinical diagnosis was 


first symptom there. was sudden collapse, with pallor, sweat- made in three cases in which ‘a hargh aortic systolic 
ing, and intense dyspnoea, and ‘death took place ‘in six laa was the- only physical sign of the valvular 
hours. ` esion = 


Post-mortem . examination” confirmed pulmonary oedema: ` Aortic Diastolic ‘Murmurs.—These were recorded in 
assthe cause of death. . Friable vegetations were confined to just under half of the series, and were most obvious- 


a moderately stenosed and incompetent aortic valve, but a when ‘bacterial. endocarditis involved the aortic cusps 
mycotic aneurysm was found ansing from: the anterior sinus / 


of Valsalva. This had compressed the left coronary artery, 
with consequent recent anterior myocardial infarction. 


` 


usually short and soft, were heard in both the cases 
of extreme stenosis. ` 


-Case 19: Left Ventricular Heart Failure ~ Aortic Second Sound —The aortic second sound was 
absent in four patients, in three of whom stenosis was 

r A E A na ee severe ; in two with moderate stenosis it was diminished . 
He also noticed exertional dyspnoea during the day: “1f Ï and in three, including one with gross stenosis, it was 
walked 100 yards it felt as though I had run the same dis- normal. Frequently -both heart sounds were equally 
tance.” His nights became progressively more disturbed by diminished, but in one case of moderate’ stengsis the 


cough, breathlessness, and, Jatterly, by. upper-abdominal . aortic second sound was accentuated. 
\pain. He was admitted to “hospital after an attack of severe \ Blood Pressure —Blood-pressure readings did not con- 
abdominal pain and breathlessness during the early hours ~ . 


of the morning. Congestive heart failure was not evident form to the expectation that both systolic and pulse 
at this time, and the signs in the chest were regarded as’ pressures should be low (Christian, 1931). The average 
due to pneumonia, although the chest film suggested pul- reading for the series was 130/80 mm. Hg Four cases 
- monary oedema. Aortic stenosis was recognized clinically with a pulse pressure less than 30 mm. Hg had severe 
(Table IV); but treatment was unsuccessfully directed stenosis. Otherwise blood-pressure readings were’ of 
towards bronchopneumonia, which was strongly suggested little value in diagnosis. Wide pulse pressures in the 
on clinical grounds.. Five days after: admission and six absence of significant, aortic incompetence were noted, 


weeks after the first symptom of illness the patient died sud- - the highest figure of 110 mm. Hg (Case 1) being recorded 
denly from acute pulmonary oedema while using a bedpan. in the presence of*extreme stenosis. Diastolic blood 


Post-mortem examination showed moderate aortic stenosis, ` pressures of 100 mm. Hg or more were found in four 


acute pulmonary oedema, and large bilateral pleural effu- . cases.. It was important to distinguish, retrospectively, 
sions, but no evidence a of pulmonary infection. between benign hypertension and hypertension contin- 
Physi sical Si 3 ‘gent upon left ventricular failure i in this series. This may 
vst gns not always be possible when a case of aortic stenosis 
- Pulse.—The rhythm was regular-except ın five cases ‘js seen for the first time in acute heart failure. Normal 
with auricular fibrillation. Of the 20 cases in which | systolic and diastolic pressures greatly increased when 
the volume was recorded a small pulse was noted in terminal heart failure supervened in two patients, and in 
‘less than half; an anacrotic pulse in five cases wás another the sudden onset of left ventricular failure raised 
always good evidence of: moderate or severe stenosis, the blood pressure. from 170/140 to 250/160 mm. Hg 
but in an equal number, including two cases with (confirmed by repeated observations). 
advanced stenosis, the pulse was full or collapsing. 


. In one-third of the cases correctly diagnosed in life the + 
pulse was recorded as normal or full, 


Apex Beat—The cardiac impulse was displaced to the 
left in two-thirds” of the cases; in five it was heaving, . Electrocardiography' > 
and was twice noted to be of a slowly rising character. 


Triple Heart Rhythmm.—This was heard in six cases’, 
in four it persisted throughout the final illness and in 
two it was transient. ; 


a“ 


In one-fifth of the series the apex beat was in a normal Limb lead tracings, and usually chest leads, were 


recorded in 20 cases. -In no case was a normal tracing 
position. . 7 


Aortic Systolic Thrill. = systolic thrill felt in the 
second. right intercostal space in one-third of the cases’ 
invatiably indicated moderate or severe stenosis. A  Tasis V.—Blectrocardiographic Findings in 20 Cases of Aortic 


common, -but its detection was not always possible 


‘systolic, thrill was confined to the mitral area in one Stenosis 

case, with a slit-like valvular opening, 4 by 1 mm. In ~  Lefe yentncular preponderance: =o a No. abcess 
& similar case, in which the aortic orifice was described_ ig ae NA . . . = 4 

as ofi“ pinhole” size, a- basal systolic thrill was hardly Severe 63 ao, e A g 
palpable. Two cases with modérate stenosis had thrills Auricular fbrilistion ta a 8 a 

„ equally intense at apex and base, and in a third case it Bundle-branch block (le (left 5, right D oln $ 

* was felt only in the third left intercostal space. A mapisto leart ` 


correct clinical diagnosis was made in five cases without from the standard leads alone, especially in the presence 
a basal systolic thrill. , l of bundle-branch block. Myocardial infarction with 

Aortic Systolic Miurmurs—A loud’harsh aortic systolic necropsy control was 'diagnosed' once. A cardiographic 
murmur conducted to the neck was heard in four-fifths diagnosis of pericarditis was later confirmed at necropsy 
of the cases. In ‘an equal proportion a harsh ‘mitral in one case to be due to intrapericardial haemorrhage 
systolic murmur ‘was recorded. In six cases, of which, from a ruptured aorta. Only once was aortic stenosis 
five had advanced stenosis, the mitral murmur was loud diagnosed on the basis of characteristic S-T changes, 
and rough, exceeding in intensity the signs at the base. but the clinica] signs of the lesion were obvious. 


- ` 
‘ ` 


Diastolic , murmurs, sometimes noted as harsh, but, 


s 


seen (Table V). Left ventricular preponderance was ` 
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Radiography 

Every patient was submitted to radiological study. 
This was often confined to ‘portable chest films, as many 
were too ill for more detailed investigation. Cardiac 
enlargement was reported in 21 cases and isolated or 
disproportionate left ventricular enlargement in 18 of 
these. Pulmonary congestion or pleural effusion was 
a usual accompaniment of cardiac enlargement. ‘Aortic 
unfolding was the rule and frequently this was advanced. 
Associated heart failure and unfolding of the aorta 
obscured the classical radiological appearances of aortic ~ 
stenosis in every case. 

Gross aneurysmal dilatation of the ascending .aorta 
was observed in two patients. In Case 6, at post-mortem 


examination, a syphilitic aneurysm was found to be asso- . 


ciated with extreme. aortic stenosis. : Histological exami- 
nation failed to demonstrate either a syphilitic or rheu- 
matic basis for the stenosis. In Case 7 a dissecting 
aneurysm of the aorta, which finally ruptured into the 
pericardial sac, was associated with moderate aortic - 
stenosis. Microscopical examination revealed medial 
necrosis of the aorta. Ñ 

Calcification of the aortic valves, demonstrated in 
three of the five cases in which it was specifically sought 
and observed only by fluoroscopy, permitted a certdin 
clinical didgnosis of aortic stenosis in one case in which 
the only other physical sign of the lesion was an aortic 
systolic murmur. 


Clinical Course 

A rapidly downhill course with death from’ heart 
failure was the rule, and was seen in 22 cases. In this 
group the average survival was 14 months from. the 
first symptom of illness. In the final phase heart failure 
was peculiarly resistant ‘to treatment, and death took 
place within three weeks of hospital admission in more 
than two-thirds of the cases Nearly half the patients 
died on the first admission, and only two survived a 
second stay in hospital- mw 

Sweating attacks associated with striking pallor were 


‘seen in four cases during the terminal stages of heart 


failure. .Mental confusion, epileptiform convulsions, or 
maniacal violence was a terminal event in seven cases. . 
Seven patients, all of whom were in heart failure, died 
suddenly or unexpectedly within seconds or mintftes.. 
Three of these gave a clear history of anginal pain; 
acute pulmonary oedema was confirmed at necropsy in 
five, and in one there was recent myocardial infarction. 
Frequency of Correct Clinical Diagnosis. —Aortic 
stenosis was recognized in life in 13 of, the 25 cases. 
The frequency of correct diagnosis was related to: the ; 
degree of stenosis found at necropsy (Table IV). Clinical 


` diagnosis was always correct when stenosis was severe ; 


6 of the 13 moderately severe cases were diagnosed in 
life, while five of the seven mild cases escaped clinical 
detection. 


S “Discussion 
Incidence of Aortic Stenosis 
This study confirms the frequent observation that the 


~ maximum incidence of symptoms due to an isolated 


aortic stenosis isiin the sixth and seventh decades and 
that males are affected about three times as often as 
females (Table IV). The incidence of all cases of aortic 
stenosis (with and without other valvular lesions) in. the 
present series agrees precisely with the findings of: 
McGinn and White (1934) in 6,800 routine necropsies 
(1.8%). Amongst 630 pallens dying from rheumatic 


` exertion. 


£ 

valvular disease, Clawson er al. (1938) found that calci- 
fied nodular deformity of the aortic valve constituted 
41% of valvular deformities and 31.5% of all rheumatic 
heart disease. Finally, Kumpe and Bean (1948) identified 
isolated calcareous aortic stenosis in 0.72% of 15,016 
necropsies; comparable to the present - findings of 
nearly 1%. ` 

Compared with Gongenital heart disease aortic stenosis 
1s common. Gelfman and Levine (1942), analysing 
34,023 necropsies, discovered significant congenital ` 
cardiac defects after the age of 2 years in 0.53% of, 
cases. These figures suggest that: after infancy aortic 
stenosis, both isolated and combined with other valve 
lesions, is more than’ three times as common as congenital 
heart disease. - ` 

Clinical Features, + A 

Karsner and Koletsky (1947) have put ‘ginal con 
vincing pathological evidence that the aetiology of aorti: ' 
stenosis is nearly always rheumatic. - A past history of _ 
rheumatism, however, contributes even less to the diag 
nosis of aortic stenosis than it does in mitral valvular 
disease. This.is indicated by a rheumatic history in less 
than one-sixth of the present series, and by the extreme 
variations in the incidence of past rheumatism in other 
published figures: 66% (Kumpe and Bean, 1948); nii 
(Kiloh, 1950). I $ 

The degree of necropsy calcification which has 


‘developed upon a still older scarring process in’ the 


aortic valve suggests a very prolonged and slow develop 
ment. This is borne out by the not infrequent recogm: 
tion of aortic stenosis in early middle life—a symptom 
léss course, lasting for decades, with frequent termina- 
tion after, the age of 60.' When symptoms finally develop 
the earliest complaints are- commonly exertional or noc- 
turnal dyspnoea, cardiac pain, giddiness, or syrcope 
Mental disorder may appear early (Kumpe and Bean 
1948). Breathlessness, whether exertional or paroxysmal 
is often precipitated by unaccustomed exertion or emo- 
tion, and tends to progress rapidly. -Cardiac pain, which 
is common, may be independent of any associated 
hypertension, aortic incompetence, or coronary ‘vascular 
disease (Contratto and Levine, 1937), The present study. 
confirms the observation of ‘Kumpe and Bean (1948) 
that cardiac pain is an index of advanced stenosis and 
suggests that patients afflicted by ‘it are liable to sudden 
death. 

Attacks of giddiness or syncope assume špecial diag- 
nostic importance when they follow some unaccustomed- 
Syncope, however, may. occur at rest and. 
rarely, may be precipitated by the development of 
complete heart-block complicating’ the valvular lesion 
Stokes-Adams attacks may occur (Contratté and Levine, 
1937). Sudden death, so common during the final illness 
in, this series, may be the only clinical ‘manifestation of 
aortic stenosis (Marvin and Sullivan, 1935; Dry and 
Willius, 1939). , 

The high. incidence of infective endocarditis in this 
series (4 cases out of 25) agrees closely with the findings 
of Contratto and Levine (1937). Early diagnosis of 
symptomless aortic stenosis‘is therefore of the utmost 
importance in that steps may be taken to reduce the 
very real risk of infective endocarditis to which these 
patients are liable. ` I ‘ 

On the basis of the classical signs of (1) a slowly rising 


pulse, (2) an aortic systolic murmur and thrill, and (3) an _— 


absent aortic second sound, only one-sixth of the present 
cases would have been recognized clinically. This fits 
in with the statement by Wiggers (1944), that so long 
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as compensation persists the aortic orifice must be 
reduced to less than one-quarter of its natural size before 
systolic discharge, blood pressure, or pulse form is 
affected. 

Lewis (1940) taught that a slowly rising pulse was an 
essential accompaniment of any significant degree of 
tortic stenosis. The findings in this series and the obser- 
vations of McGinn and White (1934) are opposed to the 
genera] truth of this teaching. Even allowing for the 
fact that the art of detecting minor changes in pulse 
volume at the bedside is fast being lost, the present study 
nas shown that advanced aortic stenosis may be accom- 
panied by a full or even a collapsing pulse. 

A systolic thrill in the second right intercostal space 
was the most reliable sign of aortic stenosis in this series. 
It ıs well known that in the presence of heart failure the 
systolic thrill of aortic stenosis may become less intense 
or even disappear. In lesser degrees of aortic stenosis, 
and especially in the presence of heart failure, a thrill 
may be detected only by placing the outstretched hand 
firmly against the praecordium during expiration with 
the patient sitting well forward. 

The finding of a thrill at or near the mitral area in 
nearly one-sixth of the reported cases emphasizes a vari- 
ant in aortic stenosis which is often misinterpreted at 
the bedside and is rarely mentioned in clinical teaching. 

A thrill felt in the neck should be accepted as evidence 
vf aortic stenosis only when it is long and is accom- 
panied by a rough systolic murmur in the aortic area 
4 short’ thrill in the root of the neck may occur in 
nealth, especially in young people. In the presence of 
significant incompetence the systolic thrill of aortic 
stenosis may reveal itself by a carotid shudder visible 
in the neck. When this sign is present it is by itself 
reliable evidence of the dual lesion (Evans and Lewes, 
1945) 

A loud harsh systolic murmur in the second right 
intercostal space, conducted into the neck, was the com- 
monest clinical sign of aortic stenosis. It was a careful 
appraisal of this murmur that Jed to a correct clinical 
diagnosis ın four cases without a systolic thrill. It is 
important to emphasize how often the systolic murmur 
uf aortic stenosis is audible over a wide area and how 
commonly the murmur is loudest in the mitral area, to 
which it may occasionally be confined. The recognition 
of this fact should help to guard against the unwarranted 
diagnosis of mitral incompetence in such cases. 

Aortic diastolic murmurs may be anticipated in about 
half the cases of aortic stenosis. The discovery of a 
harsh aortic diastolic murmur in cases of valvular dis- 
ease should suggest the possibility of aortic stenosis as 
well as of incompetence, 

The appraisal of a harsh basal systolic murmur in 
the absence of any of the expected signs of aortic 
stenosis may offer a difficult diagnostic problem. The 
teaching of Sir Thomas Lewis (1940), however, that it is 
unpardonable to diagnose aortic stenosis on the basis of 
an aortic systolic murmur is not generally accepted 
(McGinn and White, 1934 ; Contratto and Levine, 1937 ; 
Willius, 1939; White, 1944; Evans, 1948). The state- 
ment of White (1944) that the diagnosis can be made on 
the aortic systolic murmur alone in a patient without 
aortic dilatation or hypertension, provided the murmur 
is loud and harsh, is supported by this study. There 
is abundant evidence that aortic stenosis may declare 
itself by an aortic systolic murmur as the only physical 
sign; for both Willius (1939) and Baker er al. (1943) 
emphasize that patients seen one or two decades before 


death from aortic stenosis had basal systolic murmurs. 
often without symptoms and sometimes dismissed as 
innocent or functional. All cases of suspected heart 
disease, therefore, with rough systolic murmurs, especi- 
ally at the aortic area, should be carefully examined 
with aortic stenosis in mind, and submitted to fluoro- 
scopy for the detection of calcification of the aortic 
valve. 

An absent, second sound in the aortic area is good 
evidence of advanced stenosis but it was not a common 
finding in this study. Evaluation of a diminished second 
sound at this site is often difficult, especially in the 
presence of heart failure, when the pulmonary second 
sound may be accentuated. Since a normal and even 
accentuated second sound may accompany established 
stenosis, failure to detect any audible abnormality other 
than a systolic murmur should not weigh too heavily 
against the diagnosis. 

The unreliability of blood-pressure readings as a diag- 
nostic guide in the study is also emphasized by the find- 
ing by McGinn and White (1934) of “an unexpectedly 
high figure” of 60 mm. Hg for the mean pulse pressure 
in their series and by the observation of Kumpe and 
Bean (1948) that in their cases blood-pressure readings 
were so different from the classical description that 
sometimes they actually biased the observer against the 
correct diagnosis. 

Triple rhythm, rarely mentioned in the literature, is 
reputed to be exceedingly uncommon Evans (1948) 
states that he has not met with it in aortic stenosis, and 
Kumpe and Bean (1948) record “gallop rhythm” in 
only 5 of their 107 cases. The finding of unquestionable 
triple rhythm in four cases in the present series is there- 
fore of importance in that this sign should not influence 
the observer against a diagnosis of aortic stenosis. Pos- 
sibly this increased incidence reflects a greater interest 
in triple rhythm in recent years, stimulated by the work - 
of Evans (1943). 

Special Investigations 

Electrocardiography contributed little to the diagnosis 
of the valvular lesion, although several tracings suggested 
a diagnosis of aortic stenosis retrospectively and showed 
the distinctive graph described by Evans (1948). Electro- 
cardiography was of most value in elucidating rhythm 
disorders and in revealing conduction defects, which 
were frequent. 

Auricular fibrillation 1s often regarded as rather rare in 
aortic stenosis (Contratto and Levine, 1937; Dry and 
Willius, 1939; Scherf and Boyd, 1948); yet it was pre- 
sent in five of the present cases. A comparable incidence 
is noted by Kumpe and Bean (1948). It is considered, 
therefore, that the presence of auricular fibrillation 
should not weigh too heavily against the diagnosis of iso- 
fated aortic stenosis on the one hand, or demand too 
strongly the coexistence of mitral stenosis as an explana- 
tion of the rhythm disorder on the other, The finding 
of left bundle-branch block in one-quarter of the cases 
supports the view of Berk and Dinnerstein (1938) that 
left bundle-branch block is found more often in aortic 
stenosis than in any other condition, with the possible 
exception of hypertensive disease. 

In this series radiology was of limited diagnostic value 
There is no doubt, however, that routine screening of 
the heart and a careful search for calcification of the 
aortic valve, using a proper technique, is a most 
valuable diagnostic procedure (Sosman and Wosika. 
1933; Parkinson, 1949). Sosman (1939) has demon- 
strated the remarkable precision that may be achieved 


r 
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in the diagnosis of intracardiac calcification, and 
Parkinson (1949) states that calcification of the aortic - 
valve is so rarely absent in aortic stenosis that its demon- 
stration radiologically is comparable in diagnostic worth 


-with enlargement of the left auricle as evidence of mitral 


stenosis. Calcification of ‘the aortic valve was observed 
in 26 of 32 cases of aortic stenosis reported by Contratto, 
and Levine (1937), who state that this fluoroscopic sign ` 
was always indicative of significant aortic stenosis. The 
value of tomography has been shown by Davies and 
Steiner (1949), who report 14 cases of aortic stenosis all 


, diagnosed by tomographic record of the calcified valve. 


lf every case of suspected heart disease with a rough 
aortic systolic murmur were screened by the proper 
technique, or submitted to tomography, few cases of 


` established aortic stenosis would be missed clinically. 


Routine investigation in this manner would also serve 
to prevent unwarranted ‘cardiac invalidism through the 
making of a diagnosis of aortic stenosis in such con- 
ditions as ‘hypertension and aortic ‘sclerosis, which are 
often accompanied by an aortic systolic murmur. 


The Terminal Iliness 
The onset of symptoms, whether cardiac or cerebral, 
carries a grave prognosis. The course of the illness is 
then relentless ; the response to treatment is poor, and ' 
death follows’ from. heart failure within, two years of 
the first symptom. The average survival following the 
first symptom in this series (14 months) is comparable 
with the findings of Contratto and Levine (1937) that the 
duration of life after the onset of dyspnoea was 23 
months, of syncope 9.1 months, and of oedema 9.3 


- months. Rapidly progressive left ventricular failure 


. nosis, especially if the rhythm be normal. 


soon' follows symptoms of giddiness, syncope, cardiac 
dyspnoea, or anginal pain in most cases, although syn- 
copal attacks sometimes occur years before the terminal 
illness. Patients rarely survive a second attack of acute 
heart failure. This march of events, so clearly’“demon- 
strated by the present series, confirms the éXperience of 
McGinn and White (1934) and contrasts sharply with 
the usual progress of heart failure from mitral stenosis 
or hypertension. 

Familiarity with the natural history of aortic stenosis, 
once symptoms develop, may assist diagnosis, especially, ~ 
when the expected signs of the valvular lesion are lack- 
ing. In the absence of gross coronary artery disease, 
hypertension, and aortic incompetence, the rapid develop- 
ment, ın an elderly subject, of heart failure which is 
peculiarly resistant to treatment should suggest the diag- 
If in addition 
there is a history of syncopal attacks and nocturnal 
dyspnoea, and a harsh basal systolic murmur is present, 
aortic stenosis-is likely.’ During the terminal phase the 
occurrence of sweating attacks and pallor, which may 
be ‘associated with mental confusion and maniacal symp- 
toms, or even the manner of death, may give a clue to 
the diagnosis when this has remained in doubt for want 
of better evidence 

Sudden death in hospital practice is perhaps too ‘often 
attributed to pulmonary embolus or cardiac infarction. 
The recognition that‘one in every five cases of aortic 
stenosis ultimately dies suddenly or unexpectedly may 
permit a tardy but-correct clinical diagnosis in some 
cases of obscure heart disease. 


Accuracy of Clinical Diagnosis 
A correct clinical diagnosis -in 52% of this series 
comparés favourably with corresponding figures of 
52.9% (Thompson ‘and Levine, 1936), 33% (McGinn 


and White, 1934), 25% (Karsner and Koletsky, 1947). 
and 24% (Kumpe and Bean, 1948). The present figure, 
although encouraging, is by no means satisfactory. . - 
‚In six of the cases incorrectly diagnosed in life. but 
with grossly calcified valves, fluoroscopy could have 


` settled the diagnosis, although it is admitted that some 


`y 
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of the patients were too ill for this to be carried out 
Closer attention to a long history of repeated attacks of 
fainting and giddiness in one patient with a harsh basal 
systolic murmur but a normal blood pressure should 
have led to recognition’ of the valvular lesion. A short 
history of heart failure in three patients with normal 
blood pressures and basal systolic murmurs, but with- 
out electrocardiographic evidence of cardiac infarction, 
who developed acute mental symptoms during the final 
illness which terminated suddenly, offered enough clini- 
cal evidence for a confident diagnosis of aortic stenosis 


Summary | 

Significan{ aortic stenosis, almost. always calcareous, is a 
common clinical and pathological entity. In this study, it 
occurred in 1.8% of routine necropsies. ; 

In 25 proved cases of isolated calcareous aortic sténosis. 
heart failure and infective endocarditis were the commonest 
causes of death. In only three cases was aortic stenosis ‘ 
an incidental post-mortem finding. - 7 

A correct clinical diagnosis was madé in just over half 
of the cases. On the basis of-the classical signs of a slowly 
rising pulse, an aortic systolic murmur and thrill, and an 
absent second sound, less than one-sixth of the cases would - 
have been recognized clinically. 

Reasons are given to show that considerably more than 
half the reported cases: might have been cqrrectly diagnosed | 
in life. A more careful evaluation of harsh aortic systolic 
murmurs, and demonstration by fluoroscopy of grossly calci- 
fied aortic valves, could have settled the diagnosis in some 
cases ; a closer study of the natural history of the disease 
after the onset of symptoms should have directed attention 
to the valvular lesion in others. 


I wish to thank Professor John McMichael for his interest in 
this work and for his helpful criticism of this paper, ’and Pro- 
fessor J. H. Dible for granting me the facilities of the Depart- 
ment of Pathology. Iam indebted to Mr. Andrew Monro for his 
careful reading and correction of the manuscript. The helpful 
suggestions and advice of Dr J. F. Goodwin and Dr. George 
Kiloh are much appreciated. f 
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the left border of the sternum for hes first time, and the. 
SUBACUTE: BACTERIAL “ENDOCARDITIS ‘patient complained of pain in the tips of her fingers, although 


: ARA- no. lesion was visible.. The temperature, was remitting 
DUE TO H. P INFLUENZAE . between 100 and 103° F. (37.8 and 39.4° C). Blood was 
ER AND STR. VIRIDANS i “. withdrawn for culture, and penicillin therdpy, 2,000,000 units 


; BY’ : : ~ daily in three-hourly injections, was begun. By February'19 - 

i Str. viridans and unidentified Gram-negative filaments Were 

J. .G. ‘(GOUDIE, M.B., Ch.B. reported in the blood culture. The dosage of-penicillin was 

y . ' increased to 5,000,000 units: daily. Very slight haemat- 

ae AND NS uria was still present,, but there were no other embolic 

C. P. LOWTHER, MB. Ch.B. phenomena ; the cardiac condition remained unchanged. By 

: = , March 14 the temperature had fallen to’ 98.8-100° F. (37.1- 

Benes e a, Western pric Aide Giron 8° C.) and the patient’s general condition had improved, 

although the haemoglobin level had fallen td 55% .(Sahli). 

1 -  On-March 22 the temperature rose again fo 102° F, (38.9° C.) 

Streptococcus viridans is the infecting organism in most and a hot tender swelling appeared at the site of a penicillin 

cases of subacute bacterial endocarditis ; haemophilic - injection ;. this subsided quickly and then the temperature 

bacteria occur among the rare causal organisms, and fell to 99° F. (37.2° C.). On March 30 one pint (570 mil.) 

of these Haemophilus para-influenzae (Rivers, 1922) is of packed cells was given intravenously on’ account of the 

probably the most common (see Miles and Gray, 1938; anaemia. Penicillin therapy was stopped on April 6, the 
Craven, Poston, and Orgain, 1940). A case due to this Patient having-received 224,000,000, units. 


organism was first reported in Britain by Russell and On the next day the-temperature began to rise and ran a ` 


Fildes (1928). Recently this condition has been recog- ‘remitting course between 101 and 102.8°°F. (38.3 and 


39.3° C.), and some petechiae were seen. In a blood culture 
nized on a number of occasions and treated beneficially taken on April 10 a pure growth of Gram-negative filaments 


with sulphadiazine (Hunter and Duane, 1946), penicillin was again found and “aureomycin” therapy was started,” ` 


and sulphamerazine (Priest_et al.; 1947) and streptomycin ; ; es ; ihien * 

i : : ’ r g. daily for four days; by that time we organism ‘was 
(Briggs and Flinn, 1947 ; Paul, Bland, and White, 1947 ; identified as a haemophilus sensitive to streptomycin, which 
Massel et al., 1948 ; Olinger, 1948). . was therefore substituted (2 g. daily) for aureomycin, the 


Endocarditis due to mixed infection with warious latter being still scarce. , The temperature .at once settled - 


organisms ha’ also been described; two cases due to~ and remained normal for a week. By April 24 the mid- 
mixed infection with Str. viridans and H. para-influenzae diastolic and presystolic murmurs were less intense. On 


; O; April 28 a small, hot, red swelling appeared over the radial 
have been reported (Orgain and Poston, 1942 ; Olinger, _ artery of the left wrist ; it vanished after a few days and is 


1948) ; Olinger’s case responded to combined penicillin, considered to have been embolic in origin. A subsequent 

„And strep tomycin therapy. A-similar case is reported rise in temperature disappeared as soon as the streptomycin 

“here, ` : ~ z was stopped on May 1, and is thought to have been a drug 
Case Report reaction. A total of 26 g. of streptomycisi was given. 


An unmarried 27-year-old female bank clerk was admitted On May 3 no mid-diastolic murmur was audible. -The 
to the Western” Infirmary, Glasgow, on February 11, 1950, E.S.R- was 13 mm. in 1 “hour (Weétergren) ; the pulse rate 
with. pyrexia of unknown origin. Over the previous year Teturned to normal; the haemoglobin was 80% ; blood ` 
she had suffered from mild nervousness and occasional Cultures were sterile ; the general condition was excellent ; 
anorexia associated with minor emotional upsets, and, when , the presystolic murmur had become minimal ; and the patient 
questioned, admitted to having had more dyspnoea on effort Was discharged on June 3. 
than usual. -She was otherwise well until the night of When examined on July 6 she was found to be ‘erably 
December 28, 1949, when she was sleepless from headache well. -Exercise tolerance appeared as good’ as before her 
and nausea. During the next few days” she developed _ illness. A blowing systolic murmur of moderate intensity 
anorexia, some constipation, and pyrexia, with shivering ~ was present at the apex, and on reinforcement a typical pre- 
during the day and fever at night; her urine was dark and systolic murmur could be heard; no- enlargement of the 
concentrated, and the output diminished. There was.no heart was detected. $ - 
ankle swelling .or palpitation, nor were cardiac murmurs z a 
heard during diastole. Xn the six weeks before admission . s Laboratory H indinga 
she was treated with- sulphonamides, aspirin, and phéno- ‘ In the first blood cultures* (February 15) Str. viridans. and 
barbitone without benefit. She-gave a history-of measles, a Gram-negative organism grew ; th¢:latter was lost before. 


- mumps, whooping-cough, chicken-pox, and tonsillectomy in identification. Further cultures | on February 15, 17, 21, and < 


‘childhood, but not of rheumatic fever or diphtheria. March 4 were sterile. 
On admission she was nervous, with a fine tremor of the In cultures taken some seven weeks later (April 10, 11, 


- hands; her skin was hot and dry; her temperature was and 13) there appeared, after 96 hours’ incubation, fluffy 
101° F. (38.3° Ç.), respirations 24, and pulse 116, regular; colonies about 1-2 mm. in, diameter, lying on the surface~ 


the blood pressure was 110/50. The heart was slightly of the sedimented cells.: The colonies consisted of tangled 


- enlarged to the left, and a well-marked presystolic murmur. . Masses of long thin Gram-negative filaments. Subcultures 


and a blowing systolic-murmur were audible at the apex. A on 10% horse-blood agar, after 24 hours’ incubation, showed — 
third heart sound was present. The tongue was coated and - minute, non-haemolytic, “seemingly smooth, transparent 
there was a small area of tenderness to the right of the colonies which in 48-72 hours reached 0.5 mm. in diameter , 
umbilicus. The urine contained a few red cells and slightly and became more opaque and rough with tiny ridges’; they 
increased urobilinogen. Blood examination showed: Hb, were tough and difficult to break up. In meat-extract ‘broth 
75% (Sahli); ‘red cells, 4,600,000 per c.mm.; white cells, with 10% horse blood, growth was similar ‘to that of the 
14,000 per -c.mm. (polymorphs 19%, lymphocytes 17%, original blood cultures, with small fluffy colonies tending 
monocytes 4%); slight ring-staining of red cells; E.S.R, to adhere to the sides of the tubes. Both with solid and with 


90 mm. in 1 hour (Westergren): The spleen was not palpable fluid media the organism was highly pleomorphic, ranging’in _ 


and no other abnormalities were detected; salmonella and size from cocco-bacillary forms to long. thin thread-like fila- 
brucella agglutinations were negative. ments, staining fairly evenly but rather faintly with dilute 


Sodium salicylate and sodium bicarbonate, 30 gr. (2 g.) of fuchsin, aerobic, non-sporing, non-motile, and non-acid fast, ° 





~ each, were given three 'times a day. -On February 15, four *Three bottles of media. sa always inoculated with blood (see 


days after admission, a mid-diastolic murmur was. heard at Provan and Mackie, 
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No growth occurred in ordinary media or medja enriched 
‘with glucose, starch, human serum, human plasma, or horse 
plasma, or on Loefiler’s inspissated serum. 

As growth had been obtained only in the presence of 
blood, the organism was assigned provisionaliy to the 
Haemophilus group and the growth requirements were 
investigated in some detail. On “chocolate blood agar” 
(heated to 80° C.) growth was slower and weaker than on 
blood agar; no growth occurred on autoclaved blood agar. 
On the other hand, the organism grew on ordinary agar 
around colonies of staphylococci, and in broth to which 


staphylococcus filtrate was added; abundant growth took ~ 


place in media containing 10% yeast extract. Thus the 
organism required the presence of the V or co-enzyme factor, 
pas was independent of the X or haematin factor. It was 

erefore identified as a non-haemolytic H. para-influenzae 
(Valentine and Rivers, 1927). 

Fermentation tests were carried out in peptone water with 
10% yeast extract—prepared according to the method of 
Miles and Gray (1938}—which by itself does not split 
saccharose or maltose. The organism grew well in this 
medium and produced acid, without gas, from glucose, 
saccharose, and-maltose, but not from lactose, mannitol, or 
dulcitol. No change occurred in litmus milk, and ‘indole 
was not produced, 


This organism died out on agar plates in -48-72 hours 
but survived fo: 11 weeks in blood-culture. bottles which, 
after five days’ incubation at 37° C., were left at room 
temperature. It survived heating to 56° C. for five minutés, 
but not for-10 minutes. ` x 

The organism was completely resistant to penicillin 
(10 units per ml.), was highly -sensitive to streptomycin in 
the “ ditch test,” and in fluid media growth was inhibited by 
1.6 ug. of streptomycin per ml. af medium., 

On May 22 the patient's serum was tested for antibodies 
Miles and Gray (1938) reported agglutination of H. para- 
influenzae by their patient’s serum to a titre of 1 in 90. but 
stressed the difficulty of preparing a stable suspension of 


the organism. The same difficulty, due to roughness of ° 


the colonies, was experienced with our strain. Unsuccessful 
attempts were made to emulsify colonies in saline by raising 
the pH to 8.2. Fine suspensions of organisms or fragmented 
organisms were obtained by grinding colonies in a mortar 
and slowly adding saline or ox bile; gentle centrifugation 
wets necessary to remove unbroken clumps of organisms, 
Such suspensions were agglutinated markedly at 56° C. by 
the patient's serum to a titre of 1 in 100, but slight sedimen- 
tation also occurred in higher dilutions of the serum and in 


_ xontrol tubes. The most satisfactory results were obtained 


by the method for suspending tubercle bacilli used in the 
Pasteur Institute. The colonies were ground in olive oil, 
and 0.85% NaCl was slowly added to make an emulsion. 
Left for three hours, the emulsion separated. and between 


_ the oil and the sediment of unbroken remnants of colonies 


there was a fine suspension of organisms completely stable 
at 56° C.; this was agglutinated by the serum overnight at 
56° C. to a titre of 1 in 250, and’ to the same titre but rather 
more slowly at 37° ©. . 
Discussion - - 

Proof that a case of endocarditis is due to a particular 
organism is not easily obtained during the patient's life ; 3 
repeated positive blood cultures are usually taken as 
significant. It .seems reasonable to assume that the 
unidentified bacterium in the first blood culture was the 
A. para-influenzae grown later on three separate occa- 
sions, , Thé repeated presence of this organism in -the 
blood: stream, its disappearance after antibiotic therapy, 


- to which it was sensitive, accompanied by the disappear- 


ance of the pyrexia and marked clinical improvement of 
the patient, all point to the organism being a causal 


- agent of the disease. Str. viridans was grown only from 


the first blood culture, but thereafter intensive penicillin 
therapy probably precluded the possibility of its sub- 


sequent -isoldtion. However, definite clinical improve- 
ment and lowering of the pyrexia during the penicillin 
therapy (to which the haemophilus was completely resis- 
tant in in vitro tests) led us to believe that the strepto- 
coccus was also a causal agent. 


Summary 

The clinical and laboratory findings are given of a case 
of subacute bacterial endocarditis apparently due to a mixed 
infection with H. para-influenzae and Str. viridans: the 
successful treatment of the case.is described. 

The unusually long (11 weeks) survival of H. para- 
influenzae in vitro and the method of preparing a stable 
suspension are thought to be interesting laboratory findings. 


We have to thank Dr W. R. Snodgrass, under whose care the 
patient was, for much help on the clinical aspects of thie case, 
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_ Since shortening of the lower limb is a common com- : 


plication of many conditions, attempts have naturally 
been made from time to time to correct this deformity 
by operative means. Little success, however, attended 
these.efforts until the principles of skeletal traction were- 
well established. Putti (1921) published his paper on 
operative lengthening of the femur ; then in 1927 Abbott 
described his method of tibial elongation, and all sub- 
sequent methods have been based on his work. His 
operative technique was complicated, and involved a 
“good deal of soft-tissue division, and the distrac- 

tion apparatus used had no provision for preventing 
secondary deformities. 


The present paper is based on 101 personal cases. 


Indications and Contraindications 


The indication for leg-lengthening is a shortening 
exceeding 14 to 2 in. (3.75 to 5 cm.) with a mobile 
pelvis, or exceeding 1 in. (2.5 cm.) if no compensation 
is possible by pelvic. tilting. 


*Read to the Section of Orthopaedics at the Annual Meeting 
of the British Medical Association, Liverpool, 1950. 
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_ Contraindications are: (1) faulty nutrition of the short 
limb ; (2) shortening so great that amputation and the 
fitting of a prosthesis would be the better plan ; (3) active 
or recently active bone or joint disease ; (4) age—only 
adolescent and young adult patients are suitable; and 
(5) poor control—though it is sometimes worth while 
lengthening a completely flail limb to be rid of a heavy 
and unsightly high boot. 


Choice of Operation 


There are three possible operative methods of limb 
equalization: (1) limb-lengthening ; (2) limb-shortening ; 
and (3) arrest of epiphysial growth. There is no doubt 
that lengthening is by far the most difficult technically, 
ind is subject to hazards which have to be guarded 
against very carefully, yet it offers advantages which 
the other methods do not, and the patient or his parents 
often find it to be the most attractive course. 

For an individual who is going to grow tall, controlled 
epiphysial arrest certainly seems to be the ideal pro- 
cedure, and I have already started to treat a number 
of cases by epiphysial stapling. In the majority, how- 
ever, full or nearly full growth has already been attained, 
and there will always be a number in whom the chance 
of slowing growth in the longer limb will have been 
missed. 

There remains the choice of lengthening or shorten- 
ing, and I have found that, when the alternative is 
offered, lengthening is chosen even after the compara- 
tive simplicity of shortening is stressed. This is because 
the one offers the possibility of a return to a condition 
more approaching the normal, while the other is regarded 
by the patient as a mutilation. I came across this atti- 
tude very strongly expressed by a girl who had one leg 
abnormally long because of a haemangiomatous condi- 
tion, the short leg being the normal. Although a tall girl, 
she very firmly declined to have the abnormal limb 
thortened. Finally, many persons having a short lower 
limb are stunted in growth, and in them a further 
decrease in total height is a serious matter. Limb- 
lengthening must then be the first choice to consider. 


Operative Technique 


Previous writers have drawn attention to the diffi- 
culties attending lengthening, to the hazards involved, 
and to some of the calamities which may result. Compere 
(1936) made a list of possible complications. McCarroll 
(1950) discussed the severe complications which certain 
surgeons encountered. In my opinion nearly all the diffi- 
culties and many of the risks enumerated are due to 
interference with the blood supply to the limb or to the 
separated bone fragments. This results almost entirely 
from the extensive soft-tissue dissection which is carried 
out by those who believe that the soft tissues will not 
stretch or will be permanently injured during stretching. 
This is not so, and all that is theoretically necessary is 
to divide the bone and then gradually to separate the 
fragments. Everything else will stretch, given sufficient 
time and a distracting force that is strong enough. The 
operation should therefore be confined to a Z-shaped 
or oblique osteotomy and to the application of the 
distracting apparatus. 

The design of the apparatus is of great importance ; 
in fact, the success and ease of the whole undertaking 
depend on it. It should do three things: afford a 
means of applying controlled and progressive distrac- 
tion to the fragments ; maintain good alignment ; and 
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prevent the development of secondary deformity. As 
lengthening proceeds, especially of the tibia, the tension 
in the soft tissues varies, so that deformities tend to 
develop at the ankle and tarsal levels, In all but the- 
first few of the series now described the limb has beep 
enclosed in a firmly fitted plaster extending from waist 
to toes in femoral and from mid-thigh to toes in tibial 
lengthening. This plaster resists the secondary forces 
set up and transfers them to skin surfaces, but the pres- 
sure must be well distributed and sores prevented by 
adequate padding and good moulding. 

In tibial lengthening the apparatus used has not beer 
modified during the past 10 years. It consists of ë 
carrier supporting four stirrups in pairs, which can be 
separated from each other by turning a screw. The 
distraction is progressive because the stirrups are elastic 
and accumulate the distracting force, applying it gradu- 
ally to the limb. At least four stirrups are needed, since 
there is a tendency for the tibia to bow forwards as it 
lengthens, as all the muscles are behind its axis. Further 
support is supplied by plaster struts under the heel and 
the mid-thigh. 

In femoral lengthening, contrary to McCarroll’s ex 
perience, there is little difficulty in maintaining alignment 
Only two stirrups are used, situated as close to the 
osteotomy as possible, and alignment is maintained by 
incorporating telescopic tubes in the surrounding plaster 
spica (see Fig. 1). 





Fic. t.—Distracuon apparatus in femoral engineering. 


The operative technique in both operations is simila: 
An incision of the required length is made down to the 
periosteum, the oblique cut is outlined by drill-hales 
placed close together, piercing both cortices, and the 
bone is then divided by an osteotome. As the near 
cortex is divided the back cortex breaks along the line 
of holes, so that the periosteum remains relatively intact 
Below the knee the fibula is divided transversely at one 
or two levels. The tendo Achillis has been lengthened 
at this stage only when an equinus deformity has existed 
before the operation. Kirschner wires to fit the stirrups 
are inserted above and below the osteotomy—in the tibia 
all in one plane, in the femur in planes so as to avoid 
the main vessels and nerves—and the two may even be 
at right angles to each other without adding any diffi- 
culty to the application of the distraction apparatus 


Management of Distraction 


Distraction is started immediately, and proceeds at the 
rate of about y in. (1.6 mm.) a day. It is regulated 
largely by the patient’s reactions. At first no pain is 


felt, apart from that due to the operation, and this is me 
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minimized by the completeness of the fixation. Then, 
as the tension in the soft tissues increases, an aching 
comes on an hour or so after the apparatus is adjusted ; 
-but this soon passes off. If any pain is complained of 
at one of the sites subject to skin pressure—and in tibial 
lengthening these are the sole of the foot, the tip of the 
external malleolus, the back of the heel, and about the 
head of the fibula—distraction is stopped at once and 
the site of the pain investigated by cutting a window 
in the plaster. A little reddening of the skin may be 
observed, and the trouble is Stopped by an adjustment 
of the padding ; if this is not done the pain soon ceases, 
but a plaster sore results. It is unusual for this com- 
plication to arise until an increase in length of about 
2 in. (5 cm.) is reached. 

At about the same time some weakening of power in 
the extensors of the toes may be noticed. This is due to 
failure of conduction in the external popliteal nerve, 
which is the most sensitive of all the soft structures to 
lengthening. Experience has shown that within the 
limits of reasonable lengthening this is only a temporary 
change. There is a rapid improvement if distraction is 
stopped or slowed, but if this is not done and a com- 
plete paralysis of the extensor muscles results, recovery 
is usually complete by the time the fragments have 
united, and in no case has any permanent loss of func- 
tion been noted. This effect on the nerve may occur 

_ after 3 in. (7.5 cm.) of tibial or 2 in. of femoral lengthen- 
ing has been gained. 





Fic. 2.—Radiograp 
of Ollier’s disease) showing separation of the fragments and the 
beginning of new bone formation. 


h in a case of tibial lengthening (on account 
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Radiographs are taken at intervals during this period. 
After the first month there is usually evidence of new 
bone being laid down in streaks parallel with the axis 
of the bone and bridging the gap, and it would seem 
that this bone grows from the periosteum (Fig. 2). 
Since it is known that a good deal of the periosteal 
cuff is intact, in the few cases where one of the 
tongues of the osteotomy has broken, one has not 
hesitated to carry on, and union has not been unduly 
delayed. 

When the required length has been attained the limb 
is left undisturbed on the apparatus until there is 
enough new bone to support the osteotomy ; then, before 
union is firm, the apparatus is dismantled and the limb 
enclosed in a complete plaster. This affords an oppor- 
tunity of making slight corrections in the alignment. It 
is usual to find that the normal bowing of the tibia has 
been lost, and the relation of the planes of the knee- 
joint and ankle-joint may need adjustment. The patient 
can now be got up on crutches. Full weight-bearing is 
not allowed until the osteotomy is firm both clinically 
and radiologically (Fig. 3). The average time before 
this stage is reached is five months in femoral cases and 
six and a half months in tibial cases. The reason why 
the tibia takes longer to consolidate is probably because 
greater increases in length have to be obtained in that 
bone. 

One difficulty has been to maintain muscle integrity. 
Voluntary movements of the toes and contractions of 

the quadriceps are encouraged from the start, As muscle 
tension rises movement becomes harder, and it is not 
always easy to distinguish be- 
tween difficulty in extending 
the toes due to failure of nerve 
conduction and that due to 
the increased tension in the 
muscles. As soon as distrac- 
tion is stopped improvement is 
rapid, and no case has shown 
any ultimate loss of muscle 
power. There is a good deal 
of apparent muscle-wasting, 
but it must be borne in mind 
that the muscles have been 
stretched, so that the loss of 
bulk is not so great as it may 
seem. 


Possible Complications 


Mention has already been 
made of some of the possible 
complications. Some of these 
are so serious that they imperil 
the life of the patient, or they 
may make the final state of 
the patient worse than before 
operation. This subject is so 
important that it is considered 
advisable to discuss all the pos- 
sible complications. catalogued 
by Compere (1936). 

Stretch Paralysis of Sciatic or 
External Popliteal Nerve—tThis 
complication has occurred in one- 
seventh of the present 101 cases. 
In the majority it has been tran- 
sient, lasting at the most for a few 
weeks, but in one case paralysis 
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persisted for seven months; here, however, muscle power 
recovered fully. Results 


Increased Weakness of Lengthened Muscles in Old Cases 
of Poliomyelitis—This certainly occurs and is difficult to 
assess. In my experience a return to previous muscle power 
occurs within a few months. 


Fracture of Osteotomy Fragment.—This happened five 
times in the present series. With the operative technique 
described it seems to be of little importance, and union 
has not been delayed by this complication. 


Malunion.—There were no cases of gross malunion. 
Slight loss of tibial bowing occurred in a few, and one 
case showed slight valgus bowing. 


Delayed Union and Non-union.—In eight cases union was 
delayed over seven months and in one case over 12 
months. One case of non-union required secondary bone- 
grafting. 


Osteomyelitis from Wound Infection and Lighting Up of 
Silent Focus—In two early cases of tibial shortening 
due to osteomyelitis single flake sequestra separated 
during the period of consolidation. Since chemothera- 
peutic agents have been available no case of bone sepsis 
has occurred. 


Traumatic Arthritis and Limitation of Movement in 
Knee.—Transient stiffness is usual in femoral lengthen- 
ing. Only two cases had less than 90 degrees flexion a 
year after operation, and both these had more than 60 
degrees. No trouble was experienced in tibial lengthening. 


Late Fracture-—Thig complication was not experienced 
until 90 cases had been done, but it has since occurred 
in two. Union of the secondary fracture has been 
rapid, and in one case a little additional length was 
obtained. 


Pressure or Stretch Necrosis of Skin in Zone of Lengthen- 
ing.—This may happen in tibial cases when an increase in 
length of over 3 in. (7.5 cm.) has been obtained, but is not 

`a serious complication and does not delay healing. 


Necrosis of Bone Due to Excessive Subperiosteal Strip- 
ping.—tThe technique described prevents this complication. 


Malposition of Foot Due to Rotation During Lengthen- 
ing—tThe present technique has prevented this except on 
two occasions, 


Circulatory Disturbance with Prolonged Oedema in the 
Lengthened Limb—This has not been encountered. 


Displacement of Head or Distal End of Fibula when this 
Bone is Lengthened Less than the Tibia—Displacement of 
the head occurs occasionally. No disability results, and it 
has no influence on external popliteal nerve paralysis. 
Upward displacement of the distal end has occurred once ; 
it did not lead to disability. 

Protrusion of Osteotomy Fragment Through the Skin.— 
This may occur in tibial lengthening, but can be avoided 
by a slight backward angulation of the fragments before 
distraction, 


The following complications were not mentioned by 
Compere. 


Secondary Deformities Due to Mounting Muscle Ten- 
sion—These can all be overcome by the technique 
described, except for an occasional equinus deformity 
which may need a subsequent stretching or lengthening 
of the tendo Achillis. 


Pressure Sores.—These may occur if the patient’s com- 
plaints are unheeded. 


Pins Pulling Out—All pins or wires should be inserted 
through compact bone. 


Gangrene.—This complication, which has been described 
by McCarroll (1950), has not to my knowledge occurred in 
this country, and seems to be due to far too rapid distrac- 
tion. No vascular complication has been experienced in 
the present series. : 


So far 101 cases have been submitted to this operation 
(see Table)—54 to tibial lengthening (see Fig. 4) and 


Diagnoses in 101 Cases in Which Leg-lengthening Operations 
Have Been Performe 





Tibia and Fibula 


Tuberculous arthritis of hip 
Malunited fractures reg 
Tuberculous arthritis of knee 


Infantile paralysis .. Se 
Congenital shortening T 
Tuberculous arthritis of hip 
Osteomyelitis of tibia vie 
Osteomyelitis of pelvis ya 
Tuberculous arthritis of knee 
Ollier’s disease Š os 
Hemiplegia .. 
Venous angioma .. 
Rachitic shortening 
Malunited fracture . . 
nag ea injury 
Radium burn 
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47 to femoral lengthening (see Fig. 5) A detailed 
analysis of the first 87 cases has already been published 
(Allan, 1948). 

In one case 
with over 6 in. 
(15° cm.) -of 
shortening 
the femur was 
lengthened twice 
and the tibia 
once. In all 
about 7 in. (10.5 
cm.) of lengthen- 
ing was obtained, 
but as the pro- 
cedure was started 
when the child 
was 13 the nor- 
mal leg was still 
growing, and at 
the end a shorten- 
ing of 1 in. (2.5 
cm.) persisted. Fic. 4.—A patient in whom tibial 


There was an |engthening has been carried out, photo- 
interval of about graphed before and after operation. 


a year between 
each stage. Only 
when the tibia 
was lengthened 
24 in. (6.25 cm.) 
did the external 
popliteal nerve 
suffer, and it re- 
covered rapidly. In 
another case both 
femur and tibia 
were done with 
a two-year inter- 
val, giving a total 
of 4łin. (11.25 
cm.) In a boy 
with 8 in, (20 
em.) of shorten- 
ing following 
tuberculous 


arthritis of the ee 
FIG. Sah patient in whom femoral 


hip, the legs were 4 
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hening the short limb 5 in. (12.5 cm.)—2 in. (5 
cm.) above and 3 in. (7.5 cm.) below the knee-joint— 
‘shortening the normal tibia by 2 in., and compensating 
for the remaining inch by pelvic tilting. The greatest 
gains in length have been 34 in. (8.75 cm.) in the femur 
(one case) and. 44 in. in the tibia (two cases). 
. Experience with the recent cases has not differed very 
much. from that previously reported, except that the 
complication of secondary fracture, not encountered 
before, has happened twice without, however, any loss 
of length already gained, but with a delay of three months 
in each case before final recovery, It is possible, too, 
that in a case not included in this series a paresis of 
me of the muscles supplied by the anterior tibial nerve 
which occurred immediately after the operation, before 
_. distraction started, was due to direct transfixion of a 
nerve branch by one of the distracting Kirschner wires, 
-o No tourniquet was used. This complication should be 
_ avoidable by placing these wires well forward through 
the crest of the tibia. 
The average lengthening in the whole series is 24 in. 
5 cm.) in the tibia and 1 in. (4.4 cm.) in the femur. 
































Conclusion 
ains in length in both tibia and femur up to 2 in. 
are possible without any complication, transient or per- 
anent Beyond that, transient complications occur, 
and must be weighed against the desire to gain more 
length. With the technique described no difficulty has 
-been found in maintaining femoral alignment, and little 
in maintaining tibial alignment. l 
— ` The choice between leg-lengthening and leg-shortening 
-is notan easy one to make. It may be pointed out, how- 
ever, that the difficulties described do not arise suddenly 
and can often be anticipated. The distraction stages of 
peration may be stopped at any time, before any 
aiporary or permanent harm is done, and the opera- 
tion of shortening the opposite limb still be carried out. 
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_Summary 

3 The ‘indications for and against leg equalization are sum- 
_ marized, and the choice of operative procedures is discussed. 
The operative technique and the management of distrac- 
tion in leg-lengthening are described. 

T € possible complications of leg-lengthening are 











discussed. 
\e results in 101 personal cases are presented. 











_ The Food and Agriculture Organization (F.A.O.) and the 
< Government of Peru have signed an agreement to improve 
_Rutrition and bring about more adequate diets in Peru by 
providing a nutrition consultant who will help to plan and 
+ Organize dietary surveys. and biological work in nutrition ; 
oviding. four fellowships to technicians already work- 
the field of nutrition ; and by the purchase and trans- 
ipment and supplies for the animal experiment 
Lima. -The present agreement is the twenty- 
O: has made, and Guatemala, Costa Rica, 
r, Honduras, Colombia; and Haiti are 







































BONE-SHORTENING FOR INEQUALITY 
OF LEG LENGTHS 
BY 


A. L. EYRE-BROOK, MS, FRCS. 
Orthopaedic Surgeon, Bristol Royal Hospital. 





In considering the treatment of inequality of leg lengths 
we must first decide what degree of inequality calls for 
surgical measures. © Up to } in. (2 cm.), & person. of 
average stature can ignore the discrepancy ; up to 14 in 
(3.75 cm.) the inequality can be readily dealt with by. a 
lift of one heel and a dropping of the other. As a rule 
Surgery need not be considered until a discrepancy 
of over 1} in. has occurred or is anticipated. Warren- 
White (1947) wisely stressed the unimportance of a 
slight discrepancy in length: a limp is usually due to the 
muscle weakness, and he reports a shortening of 2 in 
(S em.) with no limp. In his opinion the hazards of 
the compensatory scoliosis have also been overempha- 
sized. Two further points need to be stressed: first, 
where a patient has to wear a calliper the. elimination 
of a surgical boot alone does not warrant surgery, and, 
secondly, all cases need to be carefully documented as 
regards bone lengths, preferably by accurate radiographic 
recording. ` 
Risks of Bone-lengthening 

The inequality can be corrected by leg-lengthening 
or leg-shortening ; the former is the ideal treatment, and 
the latter can have an appeal only to the extent that 
bone-lengthening is regarded as over-ambitious and 
carrying too great risks. What are these risks ? Defor- 
mity and sepsis when the bone fragments are not under 
complete control, delayed union and late fractures, 
paralyses, vascular trouble with oedema, stiff joints, and 
weakened muscles are some of those which seem to 
occur in most series of any size. That this is the present 
opinion in America is indicated by the following 
extracts from recent literature. Abbott and Saunders 
(1939), who have done so much to popularize bone- 
lengthening, wrote in 1939: “We emphasize that the 
procedure of bone-lengthening is, and in all probability 
always will be, a major operation, with the possibility 
of serious complications.” This is a grave warning 
when applied to a purely elective procedure... Bart 
(1948) wrote of these procedures: “ The operation. of 
femoral lengthening was therefore soon abandoned"; 
and later, referring to lower-leg lengthening; “It is safe 
to say that the operation, once reasonably popular, is 
now rarely done.” These remarks may apply more to 
America than this country, but even the surgeons who 
favour this form of. treatment will admit that serious 
risks are run, the procedure is lengthy, and convalescence 
is often protracted—a minimum of six months seems 
to be required. ' 

Most cases of inequality of leg length result. from 
anterior poliomyelitis, and the weakened muscles cannot 
be assisted by the additional stretching entailed by leg 
lengthening. On the other hand, the‘well-muscled limb 
with. shortening from congenital or other causes uncon- 


nected with paralysis, is less suitable for leg-lengthening, oe 


to all complications, __ 


allowing of little elongation and being rather more prone 
















*Read to the Section of Orthopaedics at the Annu: 
the British Medical Association, Liverpool, 1950. 
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-` As a consequence of these risks, many surgeons have 
_ turned to surgical shortening as a wiser procedure ; but 
they at once come under criticism for two reasons: 

< (3) the patient’s loss of height, and (2) the fact that the 
„elective surgery is performed on the normal leg of a 
< patient already afflicted with a considerable disability 
in his other leg. Loss of height is humiliating in the 
< true sense of the word—which means bringing one 
-nearer to the ground. To the tall it means little, but 
.. to those short in stature it may mean a great deal, and 


- it is certainly of more importance to a man than to a 


woman. With due regard to all the claims made for 
-teg-lengthening, it would seem, however, that one should 
- practise bone-shortening in all but a small group of 
>: patients who either are unwilling or can ill afford to 
` sacrifice any fraction of their height. 


Epiphysiodesis 

Bone-shortening is usually accomplished by epiphysial 
_ arrest during the growth period or by surgical bone- 
. shortening—at-any age, but preferably after growth has 
<- ceased, Epiphysial arrest can be accomplished by epi- 
physiodesis—a procedure introduced by Phemister (1933) 
and of established value—or mechanical retardation of 
metaphysial growth. by staples—a procedure introduced 
by. Blount in recent years and still in an experimental 
The preliminary report by Blount and Clarke 
(1949) was very impressive, and an important new 

method of leg-shortening seems to be available to sur- 

geons ; results are but slowly accumulated in such a 

field, and further reports are awaited with keen interest. 

It is very important to estimate accurately the effect 
-of epiphysiodesis. The calculation of expected growth 
and expected discrepancy in leg length is the basis of 

the method advocated by Wilson and Thompson (1939), 
“while Warren White (1947) uses a simple estimation 

‘that. the distal epiphysis of the femur will contribute 
< Edin (G cm.) per annum and the upper tibial epiphysis 
sein (0.6 cm.) per annum up to the age of 17 in boys 
Le and 16 in girls. Growth varies so greatly with each indi- 

vidual that the simpler method is as likely to give good 
results as any. Errors are usually on the side of insuffi- 
cient correction; hence it is rarely advisable to delay 
` epiphysiodesis beyond 11 years in a girl or 124 in a boy. 

A good result may be claimed if the final leg lengths 
\.differ by less than } in. (2 cm.) (Straub, Thompson, and 
Wilson, 1945) and if the shorter leg is the same or 
reversed. Reported series rarely contain more than one 
<i ocase of over-shortening. This is not only on account 
of delay in operating but also, as mentioned by 
Warren White, because little correction occurs in the 
_ first year, the stimulation to metaphysial growth being 
nly just counterbalanced by the destruction of the epi- 
i ysial plate; and other near-by epiphyses may be 
Le jdeiabe by hyperaemia. 

Mention must be made of deformities occurring in 
limbs on which epiphysiodesis has been performed. 
While Warren White reports only one case in a large 
. series covering 12 years, Straub, Thompson, and Wilson 
“record a series of 103 operations in which 20.7% 

developed bony deformity, 10.1% of the latter being 

severe enough to warrant surgical correction ; and Regan 

and Chatterton (1946) report.a.series of 36 cases with 

. “four (11%) severe deformities. Both groups of authors 

‘attribute the deformity to faulty technique resulting in 

tial failure to close the epiphysial line, and Regan 

and (Chatterton combine repetition of the epiphysiodesis 
A ' loped deformity. 











Phemister described his procedure. thus: “A 
cortex 3 cm. by 1-1.5 cm. wide is excised, crossing th 
cartilaginous disk and including 1 cm. of the epiphy: 
The sides of the cartilaginous disk anterior and post 
to this are chiselled out to a depth of approxim: 
1 cm. and the transplant is reinserted with its. 
reversed.” Most surgeons have modified the oper 
in the direction of greater thoroughness, and it is 
tain that the stressing of this point alone will r 
this serious deformity rate to a negligible minimu 
The procedure advocated by Wilson and Tho 
would appear from their subsequent report (S ra 
Thompson, and Wilson, 1945) to be insufficient 
applied by the various surgeons doing this proc 
at any one clinic. 

A more thorough operation (Figs. 1 and 2) is acco 
plished by removing a block of bone containing a gr 
deal more than the cortex. The full depth of the 
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Fia. 1. 


Fics. 1 anb 2.—Dia- 
grammatic representation 
of operation of epiphysio- 
desis.. with extensive 
removal of epiphysial 
plate to avoid all risk of 
deformity. A, Bone block 
for removal, B. Epiphy~ 
sial line. C, Blocks of 
bone reversed and re- 
placed. D, Removal of 
epiphysial cartilage from 
side to side; triangles 
remain anteriorly and 
posteriorly. E. Blocks of 
bone reversed and re- 
placed. Remainin 
triangle of epiphysia 
cartilage. 


CROSS-SECTION 
“TIBIA AND FIBULA 
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physial plate will accommodate a narrow spool 
curette, with which to remove the cartilaginou 
and make adequate contact between the appro 
the two sides. The use of diathermy com 
destruction of the growing cartilage cells i 
the operative fields. The result is so large an area 
which fusion must AE ia occur that the remai 


deformity.. 


> cally within 
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Epiphysiodesis can be performed only during the 
Period of active epiphysial growth, but surgical bone- 
shortening can be done at any age, though it is better 
delayed until growth has finished. If bone-shortening 
is carried out during the period of growth, allowance 
must be made for the fact that the operation itself causes 
stimulation of growth because of the resulting hyper- 
aemia of the bone. The shortening required will there- 
fore be rather more than that suggested by pre-operation 
measurements, For any surgeon who practises epi- 
physial arrest the logical procedure when faced with a 
patient in an older age group is surely to perform sur- 
gical bone-shortening. The outcome is the same whether 
the loss of stature results immediately or is designed 
to occur over a period of years. 

The procedure of surgical bone-shortening is very 
much older than leg-lengthening and, according to 





Fics. 3 AND 4.—Good radiological evidence of closure of epiphy- 
sial line three months after operation. 


Wilson and Thompson (1939), Sayre in 1863 advo- 
cated fracturing the femur and allowing the frag- 
ments to overlap to the required amount, but Steindler 
attributes the first Operation of leg-shortening to 
Rizzoli. 

Femoral shortening has commonly been performed, 
and a number of cases are reported in support of Hey 
Groves’s (1931) contention that the femur might be 
shortened by 25% of its length—4 in. (10 cm.)—with 
“perfect impunity.” n 

A search of the literature reveals various methods, but 
a straightforward lateral overlap as advocated by Warren 
White in 1920 with transfixing screws seems to commend 
itself because of its very simplicity and freedom from 
the risk of technical complications, which occasionally 
occur with the use of such refinements as step cuts or 
long oblique cuts. With straightforward lateral overlap 
and transfixing screws the immobilization is excellent, 
the alignment certain, and the muscular damage minimal, 
as the operation can be performed through a short 
exposure. This method of femoral shortening is illus- 
trated in the following case. 


Case 1 


~ A girl aged 11 had within a few days of her birth suffered 
from a haemorrhagic condition leading to the disorganiza- 
tion of her knee and gangrene of a number of her toes. 
Various operations had been performed on her knee, leaving 
her at the age of 114 with an ankylosis of the knee, a closed 
upper tibial epiphysis, and 4-in, shortening of the leg. The 
shortening was largely below the knee, but the lower leg 
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was normally muscled—a deterrent even to those who sup- 
port bone-lengthening. It was decided to equalize the leg 
lengths by femoral shortening and to equalize future growth 
by suppression of the upper tibial epiphysis—both these 
operations to be performed on the normal leg. Her height 
at the time was 4 ft. 10 in. (147.3 cm.), and at 134 years 
she measured 4 ft. 104 in. (148.6 cm.), her mother's height 
being 5 ft. 3 in. (160 cm.). In this case, 4-in. shortening 
was effected through a 5-in, (12.5-cm.) muscle incision, 2 in. 
(5 cm.) of bone being removed and an overlap of 24 in. 
(6.3 cm.) allowed owing to the obliquity of the saw cuts 
(Fig. 5). Although we were operating on 8 in. (20 cm.) 
of femur, the muscle incision was no longer than 5 in., the 
full exposure of the two pieces of femoral shaft being 
delayed until overlap- 
ping was being effected. 
This procedure proved 
simple, and there was 
not much shock. No 
form of external im- 
mobilization was used. 

Hey Groves (1931) 
wrote that “it is re- 
markable how the slack 
of 4 in. of muscle is 
taken up within a few 
months and the full 
muscular power of the 
leg regained.” This 
proved to be the case in 
this girl. Convalescence 
was complicated by the 
performance of an 
upper tibial epiphysio- 
desis (Fig. 4) seven 
weeks after the femoral 
shortening, so that one 
is not able to quote a 
date on which she suc- 
ceeded in straight leg- 
lifting—a landmark in 
the recovery of strength 
in the quadriceps 
muscle. The joint movements and muscular control were 
quite unimpaired after a lapse of five months. 

The features of this case are: (a) the presence of an 
ankylosed knee on the short leg, allowing of the whole 
4 in. being taken from the femur, although both femur 
and tibia contributed to the shortening ; (b) the well- 
muscled short leg, making leg-lengthening a greater 
hazard than in the more usual case with paralysis ; 
(c) the simplicity of the procedure, with minimal risk 
of complications and a quick result, 

Another technique of femoral shortening which can 
be recommended is illustrated in Case 2. Femoral 
Shortening should be practised high in the shaft, and 
the use of a Blount plate gives good fixation after such 
an operation. 





Fic. 5.—Case 1, 
(10 cm.) of shortening by resection 
of 2 in. (5 cm.) of bone, 24 in. 
(6.3 cm.) overlap, and trans xing 
screws. 


Showing 4 in. 


Case 2 


The patient, a woman with severe Still's disease, had a 
stiff knee on the short leg, allowing of the shortening being 
effected entirely in the femur. A corrective osteotomy was 
required on the long leg as well as 4 in. of shortening, and 
both procedures were performed in the femur just below 
the great trochanter; fixation was effected by a Blount 
plate. Leg equalization was done in this case without 
immobilization of joints—a very necessary precaution in 
a case of Still’s disease. -The patient was walking again. 
within two months of the operation. 

Surgical bone-shortening can also be performed in the 
tibia either by resection transversely and plating, or by 
resecting obliquely and using screws transversely placed 
to fix the bone ends. 
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 Tequirements in the event of sudden decompression at 
-bigh altitudes. Most of thé members of the committee 
Rave practised aviation medicine for many years. Their 
work promises to be of great value, for they can advance 
recommendations based on practical experience, and so 
help to ensure that the human factor is taken into account 
in any mandatory requirements on commercial aviation 
>» 4ggued by LC.A.O., W.H.O., or any Government. 






AORTIC STENOSIS 


“The account of the symptoms and physical signs of 
aortic stenosis by Dr. D. Lewes published elsewhere in 
this issue of the Journal confirms that the conception 
of the clinical features of this disease has changed con- 
siderably in recent years.' It was once a cardiological 
dogma that aortic stenosis.should be diagnosed only in 
the presence of a palpable thrill, enlargement of the 
left ventricle, a systolic bruit, and a slow-rising pulse.’ 
More recent studies have shown that adherence to these 
strict criteria has been responsible for a failure to diag- 
aose aortic stenosis in the majority of cases. In 1948 
Kumpe and Bean’ correlated the clinical and necropsy 
"ndings in 107 cases of pure aortic stenosis ; they showed 
that the classical physical signs were present only in 
about one-fifth of their cases and suggested that a diag- 
nosis of aortic stenosis should be considered in the 
“presence of a loud precordial systolic murmur and an 
alteration of the aortic second sound. In addition they 
= pointed out that a number of symptoms—such as post- 
` exertional cardiac pain, attacks of sweating, syncope, 
-: vertigo, and mental confusion—were commonly found 
in patients with aortic stenosis. These findings were 
tater confirmed by Davies and Steiner in a smaller series 
af cases.‘ Lewes again draws attention to many of the 
-features described by previous authors—for example, 
the high incidence of aortic stenosis in men and its 
occurrence in the older age groups. In particular he 
clearly, describes a number of symptoms which are 
‘becoming recognized as being characteristic of aortic 
stenosis: the most common are dyspnoea, cardiac pain, 
attacks of pallor, sweating, and giddiness, and other 
manifestations of cerebral anoxia. ‘An unexpected find- 
» ing was that four of Lewes’s 25 patients died from 
-bacterial endocarditis. This complication is not usually 
vo femneded as being common in the elderly. 
-o It- is evident that aortic’ stenosis has been under- 
7, diagnosed in the past. -The finding of a harsh systolic 
“murmur over the praecordium, whether localized to 
the aortic base or not, must be regarded as strong 
“vidence of aortic stenosis, especially when found in 
“he middle-aged or elderly patient. Radiology provides 
‘he most useful confirmation of the diagnosis, since 
salcification of the aortic valves can almost always be 
cieiceaeyaniy either by fluoroscopy or tomography.“ 





1 British Medical Journal, 1950, 4, 1126. 

& Lewis, T., Diseases of the Heart, 1940, London. 
8 Medicine, Baltimore; 1948, 27, 
4 Brit. Heart J., 1949, V 


‘anaemia and goitre by persons not holding the offici 
























































































.  QUACKERY IN NORWAY 


The Norwegian anti-quackery law of 1936 forbid 
treatment of epidemic and infectious’ diseases, 
culosis, venereal disease (even if it is not in an i 
tious stage), cancer, diabetes, and dangerous forms 


licentia practicandi. The public, it was hoped, would 
be effectively protected by this law from at any rate th 
most dangerous manifestations of quackery. But recent. 
events outside and inside the Norwegian Storting, 
Parliament, suggest that the public’s interest in such 
tection is languid and in some quarters actively ho 
Two faith healers from the U.S.A. recently conducted 
mass meetings in Norway at which healing by fai 
dramatically demonstrated. One reaction to these mee 
ings was a call for the immediate tightening-up of quac 
legislation. Another reaction was an outburst against 
the monopoly of healing by duly qualified practitioner 
These and other reactions Jed last summer to a 
dress debate in the Storting, where orthodox medi 
was attacked from more than one side, including th 
of the intelligentsia.. The president of the Storting, H 
Hambro, argued that if the present anti-quackery law 
is to be revised attention must be paid to faulty treat 
ment by experts as well as to such treatment by the 
inexpert. The treatment meted out to patients by doctor 
was, he implied, often sheer quackery, and he warne 
the Storting against too much intervention by legi 
on behalf of the temporal convicticns of a certain 
or profession. Another speaker deplored the attitu 
omniscience of young doctors in particular. Just as 
some legislators, when confronted with prohibition 
would rather their country was free than forced to 
sober, so on this occasion many speakers wanted. f 
dom in connexion with their own health. Every t 
ful student of this debate must have been struck 
great interest taken by the country’s legislators in p 
as a means to heal the sick, and by the fear of all 
a single class or profession to monopolize the a 
healing. At present only qualified doctors can. 
payment for medical treatment from the national sic 
ness insurance funds. Nature healers and faith ‘hi 
may not do so even in the case of the relatively ha 
diseases not mentioned in the law of 1936. A moveme: 
is now on foot to do away with this discrimination. But 
if and when a nature healer or faith healer is promo 
in this sense his even less orthodox competitors W 
surely feel the time has come to press their claims 


The next session of the General Medical Coune 
open on Tuesday, February 27, at 2 p.m, 
President, Professor David Campbell, will take the cl 


We record with regret the death of Dr. O: H. Mavor on 
January 29 in Edinburgh. Dr . Mavor, who, as James 
Bridie, achieved international fan wa! 
63 years. of age. 
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CHRONIC SUPPURATION IN THE MIDDLE EAR 


BY 


F. C. W. CAPPS, F.R.CS. 


Surgeon in Charge of Throat and Ear Department, 
St. Bartholomew's Hospital 


The term “ chronic suppuration in the middle ear ” may 
be applied to any inflammation of the middle ear which 
‘has given rise to a perforation of the drumhead, shows 
‘nọ tendency to heal, and is associated (with some 

important exceptions) with a more or less continuous 
discharge of pus. No fixed period of time can be laid 
down, but any discharge which shows no signs of clear- 
_ing in five to eight weeks is usually regarded as chronic 
by most otologists. 

Probably all such cases date from one or more attacks 
Of acute inflammation, and even those which appear 
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Fic, 1.--Diagrammatic section of left middle ear. 
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insidiously are likely to have arisen from forgotten or 
‘overlooked acute otitis media in infancy. About one 
case in five is directly attributable to the infectious 
diseases of childhood. Forster has stated that in taking 
case histories of children with chronic suppuration he 
thas frequently found a hereditary tendency. 

Patients with cleft palates whose widely open naso- 
pharynges are particularly prone to infection often suf- 
fer from an associated chronic suppuration of the middle 
ear. 

Pathology 


_ Turmarkin has pointed out that the middle-ear cleft 
is lined by ciliated epithelium in its tympanic or lower 
part and by squamous epithelium in the attic vault or 
upper region (Fig. 1). The two areas might therefore 
be expected to respond differently to acute infection. 











In the tympanic area an acute infection may resolve 
rapidly and completely with or without treatment. If, 
however, perforation occurs, this is usually central and 
does not involve the surrounding bone; through the 
perforation a persistent mucopurulent discharge may 
develop. 

In the attic vault acute infection may lead to rapid 
perforation through or behind Shrapnell’s: membrane, 
sometimes with necrosis of adjacent bone ; alternatively, 
there may be epithelial desquamation and the collection 
of debris. 

Cholesieatosis 


If debris collects it may cause a slow perforation, 
usually associated with necrosis of bone, although occa- 
sionally the condition may subside and remain quiescent 
until another attack. These masses of debris give rise 
to the condition formerly known as cholesteatoma but 
which is now better described as cholesteatosis. Once 
formed the masses become quite big, and it is these 
cases which are the main exceptions to the definition 
given in the opening paragraph. The masses consist 
of epithelial ceils, pus cells, organisms, and cholesterol ; 
even when not actively infected they can erode neigh- 
bouring bony structures and may cause destruction of 
ossicles or, occasionally, exposure of the dura mater of 
the middle or posterior fossa and lateral sinus. 


Reservoirs of Infection 


It is important to. remember ‘that infection usually 
reaches the middle ear via the Eustachian tube, and the 
persistence of infection at the pharyngeal end of the 
tube may account for a chronic aural discharge. Also, 
a cellular mastoid may be infected at the time of the 
primary acute otitis and, while not going on to an acute 
mastoiditis, may remain a reservoir of infection con- 
stantly overflowing into the middle ear. In such cases 
the discharge may be minimal when the patient is recum- 
bent but may become profuse when he raises his head 
—for example, on getting up in the morning. 

The predominating organism is probably that which 
caused the original infection, but it may be.any one of 
the many organisms which cause acute nasopharyngeal 
inflammation. Some form of streptococcus is probably 
the commonest, but in chronic cases the infection has 
invariably became a mixed one and is commonly resis- ` 
tant to chemotherapy or treatment with antibiotics, 
either local or systemic. 


Clinical Course 

The changes in the mucous membrane may vary 
from simple hyperaemia to complete destruction. In 
the simplest form the swollen mucosa, with epithelium 
intact, may encroach considerably on the cavity of. the 
antrum, and in such a case the decongestive action of 
ephedrine (1%) combined with silver proteinate (10%) 
and spirit (10%) in water may be very beneficial. In. 
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the severer forms the epithelial covering is lost over con- 
siderable areas, with the formation of granulations and, 
if these become organized, adhesions or fibrous masses. 
However, where there is underlying necrosis of bone, 
organization of the granulation tissue rarely takes place. 
Sometimes polypoid masses consisting of granulation 
tissue form, and these may become partially organized 
and covered by epithelium. 

Where resolution of the infection after destruction of 
the mucosa has been complete, areas of bare shiny bone 
may be seen through large inferior perforations and the 
remains of denuded ossicles may stand out clearly 
(Fig. 3, H). 

In cholesteatosis bone may be eroded without the 
usual signs of suppuration, the enlarging cavity retain- 
ing everywhere a well-defined epidermal covering. In 
such cases there may be little or no demonstrable dis- 
charge. In other cases suppurative hecrosis coexists or 
alternates with absorption of bone, and the pus may 
be so offensive as to form a social barrier between the 
patient and his fellows. In acute otitis media and 
chronic tubo-tympanic infections the pus is rarely 
offensive. 

Now and again the erosion of cholesteatosis opens 
the whole vault, aditus, and antrum into the meatus, 
and nature is found to have performed a perfect radical 
mastoid operation. Occasionally a track will be formed 
under the integuments of the roof or posterior wall of 
the meatus, and: a cholesteatotic mass will present far 
from its origin as a swelling ; this is often mistaken for 
a furuncle. If the swelling is incised, foul-smelling 
material is discovered and bare bone can usually be felt. 

Multiple perforations are said to be characteristic of 
tuberculous infection, and the tubercle bacillus may be 
found in the pus. ‘ 


Signs and Symptoms 


Apart from discharge from the ear and impairment 
of hearing, a large proportion of patients endure chronic 
suppuration of the middle ear for years without pro- 
“nounced disturbance, either general or local. In fact 
many of those- whose hearing is still good are unaware 
that anything is or ever has been wrong with their ears 
This was clearly demonstrated in the examination of 
recruits for National Service: routine otoscopy revealed 
long-standing and often advanced chronic suppura- 
tion of which the candidates appeared quite genuinely 
unaware. While it might be thought that constant 
purulent discharge would be accompanied by systemic 
disturbance, it is a clinical. fact that such is absent in 
most cases. Constitutional changes, such as fever and 
a raised pulse rate, should suggest the possibility of 
> iptracranial complication ; rigors, the onset of facial 
’ paralysis, vertigo and vomiting, and neck rigidity are 
all of serious import. 
_ Sometimes headache, which may be hemicranial in 
“character and located particularly over the homolateral 
temporal region, is complained of ; often this is not 
associated in the patient's mind with something wrong 
with his ear. When present it invariably indicates bone 
necrosis and may mean exposed dura mater. It is a 
strong indication for surgical exploration. 

An acute flare-up of an old infection is always a 
dangerous situation, and when signs. of acute mastoiditis 
develop immediate operation is indicated. It should be 
remembered that in old people with mastoiditis: fever 
is often absent; and that in these subjects headache, local 





tenderness, and constitutional disturbance are sufficient 
to warrant exploration. s SER 

The characteristics of the discharge have already been 
mentioned. Quiescent attic disease may easily escape 
notice on account of the formation of a scab or crust 
over the perforation and neighbouring meatal. wa 
which, because of its brown colour, is often mistaken 
for wax. All debris and crusting should be softened 
and removed by syringe or gentle mopping with a wool. 
headed probe before a meatus and drumhead are passed 
as normal. ; 









































Hearing i 
When the lesion is in the tympanic area hearing is 
impaired in almost every case, the loss being due to 
the partial or complete destruction of the membrana 
tensa, with consequent immobilization of the malleus. . 
and incus, or to hyperplastic changes in the fossa ovalis 
interfering with the mobility of the stapes. In those 
cases in which the membrana tensa has been largely 
destroyed appreciation of low frequencies is lost ; high 
notes are often well heard. Yet it is surprising how well 
some patients with almost total loss of the drumhead, | 
and even of the malleus and incus, can still hear. ‘Good 
hearing is often associated with a moist ear, the mois- 
ture acting as a false drumhead. This fact has been 
utilized in chronic cases with dry ears: these patients 
often hear reasonably well if a drop or two of glycerin ` 
or liquid paraffin is instilled into their ears at fairly 
frequent intervals. 
Many patients with attic perforation, however, have- 
for all practical purposes normal hearing, and it- may- 
be difficult to explain the need for operation toa per 
son who hears well and has been unaware of any pus — 
in his meatus. en o o 





Diagnosis E 

An inspection of the ear can be made either by direct- 
ing light from a head-lamp or frontal mirror down & 
suitably sized aural speculum or with a self-illuminating 
auriscope (Fig. 2). The first method has the advantage of 
leaving one hand free for mopping out discharge o 
removing debris with a wax hook or forceps. Self- 
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Fic. 2.—Appearance of normal left tympanic membrane, 


illuminating auriscopes give good and magnified vision, ` 
but both hands are required to manipulate them gently 
and it is therefore difficult to swab out or remove debris 
through them. PEPR 

It is most important to examine the second ear. H 
normal, it is a useful standard by which to judge the 
affected ear. It may, however, be diseased, although 
not complained about. ee 

When there is much discharge or debris it is best ti 
syringe out the meatus with warm lotion before attempt 
ing a detailed examination. If the meatal contents a 
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mpacted it may be necessary to soften them 
several days before the meatus can be cleared. 
dlycerin, sweet oil, or a saturated solution of sodium 
_ bitarbonate is best for this purpose. Peroxide is not 
advised; it makes a frothy mess and results in a sodden 
meatal wall; the “ fizzing ” is often alarming and even 
painful to children and some adults. Badly impacted 
Masses of epithelial debris may require instrumental 
Temoval under an anaesthetic. It js useless to try to 
© an accurate diagnosis until the meatus is clear. 


“AS infected teeth, tonsils, adenoids, or accessory 
nuses may contribute to tubal and hence to middle- 
ear infection, the need for their examination is 
self-evident, 

O A rough estimation of hearing may help to assess the 
extent of the disease and may influence treatment. 
i Good hearing will always predispose to a conservative 

_ ‘ine of treatment if such can be undertaken safely. If 
ere is no useful hearing radical surgery may curtail 
Jong, tedious, and often unsuccessful treatment, with- 
out there being any fear of reproach for the destruction 
of function. i 

he old Ministry of Labour standard gives a useful 
_ tough classification. With the opposite ear occluded by 
-a finger, not stationary but moving rapidly in and out 
at the entrance to the meatus, try a soft whisper, a 
forced whisper, an ordinary conversation, and a loud 
: eat 1 ft. (0.3 m.) from the tested ear, and grade 1, 
2, 3, or 4 respectively according to which is first 
- heard. 

` If a middle C tuning-fork (256 c./s.) is available com- 
-pare air and bone conduction (Rinne’s test) in both ears, 

and by placing the tuning-fork in the midline see if it 
is referred more to one ear than to the other (Weber’s 
> _ In middle ear deafness bone conduction is usually 
er than air conduction, and Weber's test is referred 
_ to the damaged ear (or worse ear if both are involved). 


_ Polypi may present at the meatal orifice and thus be 
-quite obvious, If deeper in the meatus they can usually 
: ntified by the fact that they lie nearer the eye 
a the tympanum should, by their usually pink colour, 
their relative insensitivity, their mobility, and their ten- 
dency to bleed when touched or after syringing, 
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attic excavation, exposing the head of the malleus. 

apneil’s. membrane. E, Posierior and marginal 
uc region, _F, Central perforation hidden 
idin 
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FOSSA OF ROUND 
PROMONTORY OF COCHLEA 


3-Clinical appearance of some common perforations of the left t mpanic 
A, Antero-inferior perforation, B, Kidney-shaped central perforation. 
: D, Small perforas 7 3 
perforation with 
by- granulations. 
-perforation through Shrapnelj’s membrane. 
showing bare bone of inner tympanic wall. 


On the other hand, a red and bulging drumhead or 
swollen tympanic mucosa may be mistaken for a poly- 
pus. The first is an acute condition: a swollen mucosa 
is Not insensitive to a probe, nor can a probe be passed 
around it. l 

Perforations vary considerably in shape, size, and 
situation (Fig. 3). They are often quite obvious, but, 
if not, their presence may be indicated by a granular 
margin, the protrusion of a bunch’ of granulations, or. 
by a discharge. Attic perforations are often missed 
because of their high position. ; ; 

A small perforation can sometimes be demonstrated 
by asking the patient to close the nose and mouth and. 
blow out the cheeks forcibly ; if the Eustachian tube 
is patent discharge will bubble through at the site of 
the perforation or air can be heard to squeak or whistle 
through it. 

Masses of dead, white, greasy, and offensive debris 
protruding through a perforation or lying in the meatus 
usually mean cholesteatosis, 

Many cases show periodic variations in the amount 
of discharge, depending on the weather, indulgence ir 
swimming, recurrent coryza, etc., but an acute exacerha. 
tion of symptoms accompanied by mastoid tenderness 
must, as mentioned above, be regarded seriously. As a 
result of prolonged erosion thin barriers only may 
separate the infection from vital intracranial structures 

The complications which may occur are labyrinthitis, 
cerebellar abscess, cerebral abscess, meningitis, lateral 
sinus thrombosis, and facial palsy. The danger- signals 
have already been mentioned. The prognosis in all but- 
the last has been greatly improved by the advent of 
chemotherapy and antibiotics. 


Treatment 

Prevention is Better Than Cure: Cure is Better Early Than Late 
Acute suppurative otitis media of infants and children 
should be carefully controlled. Often a period of 
in-patient treatment is advisable, and it should be a 
maxim that no suppurating ear is lost from observation 
until the discharge has ceased and the drumhead can 
be seen to be normal again or the site of a dry, 
clean perforation. A child should not be discharged 
from a fever hospital with a running 
ear. Any recurrence must be reported 

and treated. 

Reliance on chemotherapy and anti- 
biotics without visual evidence of a re- 
turn to normal is dangerous. Fever, pain, - 
and often discharge may abate, but un- 
less the drumhead is seen to recover its 


D normal lustre and landmarks latent infec- 
REMAINS OF MALLEUS 


tion may still be present. 

` Failure to resolve may be due to 
upper respiratory tract infection, of the 
adenoids particularly, or to spread from 
the middle ear to the mastoid. In the 
latter event infection of the mastoid will 
not necessarily become acute and may 
settle down to become a chronic reservoir 
of infection. 
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fected tonsils and adenoids or 
an infected sinus should be c 
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‘exacerbation or control complications. — 
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investigated. A doiak may ; show unsuspected infec- 
tion of a cellular mastoid, and a timely conservative 


operation may give both a dry ear and full hearing, and. 


may save permanent damage which ultimately would 
have necessitated a radical operation. 


In established chronic cases treatment may be con- 


. servative or opérative. 


Conservative Measures 

In conservative treatment skilled cleansing is of para- 
mount importance. This can be done by mopping under 
direct vision or, safely and painlessly, by syringing. 
Many solutions are used, but plain boiled water with 
or without sodium bicarbonate, 1 dr. to the pint (4 g. 
to 568 ml.), is as good as anything. The lotion should 
be used at body temperature, to prevent a caloric 
reaction of the labyrinth. After careful drying, 50 to 
100% spiritus vini rectus, can be instilled warm. If 
there is much discharge, this should be done daily or 
twice daily. Some prefer the so-called “ dry treatment,” 
and after cleaning they insufflate a powder such as boric 
acid (99 parts) and precipitated iodine (1 part), sulpha- 
thiazole, or sulphathiazole and penicillin. 

Banham undertook conservative treatment in a num- 
ber of Royal Air Force personnel with gratifying results. 
He preferred the dry treatment, and used sulphathiazole 
and boric powder in equal parts after trying several 
other combinations. Many cases were rendered dry 
and remained so while under observation for over 12 
months. Causes of failure necessitating operation were 


mainly: (a) cholesteatosis which could not be removed - 


through the perforation ; and (b) marginal perforations 
with granulation, indicating necrosis of bone. 

Granulationgs and polypi were not necessarily a bar 
to conservative treatment; these were removed under 
local analgesia (5% cocaine with a little 1/1,000 adren- 
aline). (Bonain’s drops are probably more certain ; they 
are composed of equal parts of phenol, menthol, and 
cocaine hydrochloride.) Cases with granulation tissue 
within the tympanum did not respond so success- 
fully. Central, pre-central, and post-central perforations 
responded best. : - 

If there was no improvement after two months, 
operation was advisable. Banham found that a high 
E.S.R. (20+) was an indication that conservative treat- 
ment might fail, and compared this state of affairs to 
that found in chronic osteomyelitis. 

Banham’s results were largely confirmed by Scott 
Stevenson and Ballantyne in a smaller series of cases 
in the Army. They suggested that, if after one month’s 


“trial the dry treatment failed, ionization should be tried 


for a further month and then operation should be 
considered. 

Collins and Hughes fdund that local penicillin, with 
or without other chemotherapeutic agents, was of no 
value. Systemic penicillin is certainly of no value in 
chronic suppuration of the'ear,, except to resolve an 


Operation 


Operative treatment is the concern of the otologist. 
The aim is a dry safe ear, with the antrum and tympanum 
easy to inspect and with conservation of hearing. Of 
recent years the endaural approach has become popular ; 
it certainly gives satisfactory results in a high propor- 


tion of cases, with the least disturbance of soft tissues,” 
a safe approach to dangerous structures, and a good 
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cosmetic result.’ A discussion of the various skin-flaps 
and modifications of the classical radical mastoid opera- 
tion would be out of place here. - 


Even in long-standing cases clearance of upper respira- 


- tory infections should always be a first step. Sometimes 


it will render conservative measures successful, and it 
certainly improves the chance that a radical operation 
will succeed, with early healing and epithelization. 

Any patient who has had a radical mastoid operation 
should submit himself for regular inspection and toilet 
ever after, though this may well be at increasing inter- 
vals. The epithelial lining of his cavity is not very 
secure on its bed of bone, and any accumulation of 
debris may well lead to ulceration, baring of bone, and 
the formation of granulation tissue. Careful removal of 
scales and crusts, cauterization of any granular areas, 
and the insufflation of a powder or instillation of spirit 
drops are all that is required. 





TUBERCULOSIS HEALTH SERVICE 


A conference largely attended | by tubérculosis medical 
officers and tuberculosis visitors and nurses was held at 
the Royal College of. Nursing on January 13 to discuss 
the present and future administration of the service. 

Dr. Pum ELLMAN, who presided, said that since the 
Ministry of Health took -it over “the tuberculosis service 
had had inevitable teething ‘troubles. The problem he 
found most difficult was that of divided responsibility. 
Preventive action was the sphere of the local authority, 
-while therapeutic action was the sphere of the Ministry. 
Thus the health visitor was the servant of the local authority, 


--but the chest physician the servant primarily of the Ministry 


and secondarily to some extent also of the local” authority. 
Who exactly, then, was the health visitor's master? If the. 
health visitor was to do her work properly she must not, 
only visit the patient at home but also be present when the 
patient came to the chest clinic. No health visitor worth 
her salt was going to be content to visit the patient in his 
home without a full knowledge of his condition. Pulmonary 
tuberculosis was one of the few diseases in which the indi- 


- vidual patient was not the only problem to be considered. 


The incidence in contacts was five timies as high as in the 
population as a whole. Again, what was to be the attitude 
towards the early curable case in relation to hospital admis- 


‘sion? It-was all very'well to say that thé advanced case 


must take second place, but the question was whetner the 
advanced case was going to be the source of a number of 
early cases. In the field of prevention it was necessary to 
educate not only the community but medical] students and 
general practitioners. Why, therefore, anould y not chest 
clinics be used as educational centres ? R 


z The Waiting-list - 


Dr. G. E. GODBER, Deputy Chief Medical Officer, Ministry 
of Health, said that in the past they had become so used to 
the old organization of the tuberculosis service based on 
local government boundaries—which were inappropriate to 
clinical services—that they were slow to perceive its failings. 
Tuberculosis had been separated off from the general 
body of medicine to a degree which seriously hindered ' 
treatment. ;It was still the most pressing of our hospital 
problems. There were long waiting-lists for hospital and 
sanatorium beds, and to obtain admission to a sanatorium 
might take many months. Since July, 1948, additional beds 
had been made available—in general hospitals and their.. 
annexes rather than in sanatgria—and the number of 
nurses increased. The placing of tuberculosis beds in 
genera] hospitals made it easier to: obtain staff. The 
important thing was that there should be some place 
where something could be done at once for the early case. 
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~ _" One of the most important advantages of the new admis. 
stration was that the old isolation of the tuberculosis officer 
from his clinical colleagues had been ended. 

The present position had its hopeful features. The com- 
plete figures for 1950 were not yet available, but the uncor- 
rected weekly returns for the large towns showed during the 
- last year a fall of some 18% in the deaths from tuberculosis 

as compared with 1949, -Notifications. however, had increased, - 

and it was not known with any certainty whether this indi- 

cated a true increase of the disease. During the last 20 

years we had been passing from the near impotent watching 

of the patient to active treatment which gave to ‘many ` 

sufferers if not cure at least arrest. But with a waiting-list _ 
` óf 11,000 it would be absurd to contend that we were 
satisfied with the presént arrangements. He would claim 
only that the~ National Health Servicé Act was beginning 
to bear fruit in “the improvement of quality and quantity - 
of treatment, and, that research had provided’ new means 
of treatment which should result iñ still more rapid progress, 

The part of the family doctor in all this, Dr. Godber 
-continued, was vital. Qwing to the old structure of the 
tuberculosis service and ‘National Health Insurance the 
general pfactitioner was very much in thé background in 
the treatment of- pulmonary ‘tuberculosis. Yet upon his 

early diagnosis depended the success of treatment, and he 
it was who must supervise domiciliary treaument. They 
< were all much too prone to forget the role of the family - 
doctér in the control of tuberculosis. 
_ He was not quite sure that the medical officer of health 

and the chest physician’ were co-operating as well as they 
` might. The chest physician was not just another assistant 
medical officer, nor was the medical officer-of health a sort 
of office filing machine to be fed with large quantities of - 
statistics. Most of the individuals concerned had worked 
out a perfectly happy relationship, but the situation called 
for real effort from both. 3 ; 

RA 

Mass -Radiography and B.C.G. 


Mass radiography had been applied to about five million 
people during the last six years, and 18,500 had been picked 
out with active pulmonary disease. But the best use of 
mass radiography had not'yet been found, and better facili- 
ties -for the general practitioner (through whom the vast 
majority of cases were brought to light) might do a good 
‘deal more in accomplishing earlier diagnosis. The use of 
B.C.G. in this country was still in its early stages. The 
Medical Research. Council had a trial in hand now, and 
scientific answers might ultimately be given to some of their 
questions. B.C.G. immunization was essentially a preven- 
tive service and was a matter forthe local health authority. + 
It was only the special nature of the vaccine which had 
hitherto kept it in the hands of chest physicians. 

At the close of Dr. Godber’s address the conference was 
thrown oper to discussion. A special point was made by 
several speakers of the disadvantage of the doubling of 
- functions by the health visitor and the tuberculosis visitor. 

One speaker said that the potential’ of the mass radiography 
` service was some three million examinations a year. He 
was sure that the proportion of active cases detected was 
gow much higher than the 5% of all notifications—the 
figure originally given. This speaker urged that there 
should be one mass radiography unit for each clinic area 
of 200,000 people. 


Case Conferences 


.. Dr. E. G. Srra-Lumspen, of Southend-on- -Sea, said that i io 
. his town they, had a weekly meeting with the medical officer 
of health, the school medical officers, ‘the supenntendent- 
health visitor, the home health supervisor, the superintendent . 
of home nursing, the chief sanitary inspector, and the chil- 
dren’s officer. The purpose was to discuss all new cases and 
points of interest and importance in the old ones. Home 
treatment, .B.C.G. ‘inoculation, and isolation of contacts 
came before the conference.. There was no friction, and 
very good results were obtained. . By co-operating with the 
housing authorities, and being careful to recommend only | 


+ 





cases “which they considered urgent, they had secured ` 
a satisfactory proportion of new houses for families ir 
which there was tuberculosis. Relatively few cases hac 
been elicited -by mass radiography, perhaps owing to the 
good liaison- with general practitioners, who were encour 
aged to send any suspicious case or contact for furthe: 
examination. . s 
Common Lodging-houses 

Someone having referred to the “scandal” of London 
lodging-houses as breeding-grounds of tuberculosis, Dr. W 


Hartston (L.C.C.) said that the number of cases of tuber- 


culosis in common lodging-houses inspected by the L.C.C 
was not much greater than the incidence for the general. 
population of London, though in this connexion the age 
distribution of the inmates must be rememberéd, a fair 
proportion being old-age pensioners, The LCC, had alsc 
made available lodging-house provision in which ever) 
tuberculous man had his own cubicle -with its four walls 
so that he could not infect his neighbours. Arrangements 
had been made for priority of admission to be given tc ~ 
cases recommended by local chest physicians; further, if 
a chest physicidn considered that _a- patient should lie down 
in his bedroom for part of the day, this was permitted 
although the rule in common lodging-houses was that mates 
must not occupy the bedrooms during the day. Two hostels. 
were to be opened by the L.C.C. for homeless tuberculous 
persons, chiefly of the infective type, one in the country and 
the other in London, the latter for men still remaining in 
employment. 


- 


Training of Nurses 


Dr, GODBER, replying to questions, said that the . Ministe | 
fully appreciated the importance of tuberculosis experience 
in the training of the general nurse, and a discussion wat, 
now taking place with some of the teaching hospitals on 
the possibility of seconding nurses tọ sanatoria. Some held 
that the. general training of nurses would never be. satis 
factory until they spent some part of their time in a 
sanatorium. The key to this problem was the grouping of 
hospitals to form hospital centres, with a sanatorium as one 
of the group. As to tuberculosis visiting, most visitors were 
now on a whole-time basis. 

He still felt that they must be a little-crifical in thei 
approach to mass radiography. He was not decrying the 
work done in this field, but he thought it called for careful 
appraisal. The object of. the tuberculosis servics-was not 
to pass the whole population three times a year in front oí. 
the minature radiographic apparatus. The better course wa: 


7 


the miniature radiographic apparatus. The better course _ 


-was to provide, greater facilities for diagnosis by general 
practitioners, 

One speaker had complained of lack of contact betweef 
chest physicians and health visitors. He himself, was no! 
an authoritarian, and he did not believe in the Ministry in 
Whitehall issuing edicts that things must be done in precisely 
this or that way. This liaison-was a matter for the local 
authority. He’ had been impressed by the excellence of the 
Southend conference idea. There was only one omission 
from the list which the speaker had given, and that was,the 
general practitioner, but perhaps it had been inadvertent, Ir 
conclusion he said that the ultimate solution of many diffi 
culties was the-inclusion of chest clinic facilities within the 
general out-patient department, They did not want isolated 
small dwelling-houses as chest clinics. 


A meeting of the examining subcommittee of the Medica: 
Artists’ Association of Great Britain will be held on Friday 
April 6, to consider applications for admission from intend 
ing members.-.A form of application for membership 
including full details, may be obtained from the honorary 
assistant secretary, Miss Audrey J. Arnott, A.R.C:A., The 
Rotunda The Radcliffe Infirmary, Oxford. All work for 
the examination must be sent to Miss Arnott,‘c/o Dr. Tomp 


_sett,at the Royal College of Surgeons, Lincoln’s Inn Fields ` 


_ London, W.C.2, to-arrive not later than Wednesday, April 4. 
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ANIMAL OR VEGETABLE PROTEIN: 


NUTRITION SOCIETY CONFERENCE -IN LONDON 


The Nutrition Society held a conference on January 20 at 
the London School of Hygiene and Tropical Medicine to 
discuss “ The Comparative Merits of Animal and Vegetable 
Foods in Nutrition.” 

Professor R. C. Garry, who presided, said that the 
pendulum of opinion on the amount of animal protein 
necessary for adequate human nutrition had been inclined 
to swing between extréme views. Early German work had 
first suggested that 120 g. of protein was required daily 
and that it might be of either animal or vegetable origin. 
Later Chittenden, in America, claimed that only 30 g. was 
required, but there was now some doubt about the reliability 
of his experimental evidence. Subsequent estimates sug- 
gested a round figure of 1 g. per kg. of body weight, and 
it was considered desirable that at least half the allowance 
should be of animal origin. Hindhede contended, however, 
that large amounts of animal! protein were not only unneces- 
sary but actually harmful; as evidence he pointed to the 
particularly good health of the Danes during the first world 
war when they were selling most of their meat to the warring 
countries and were themselves subsisting mainly on potatoes. 
Nevertheless many believed that a high consumption of meat 
had psychological and sociological virtues, “The roast beef 
of old England,” which possibly had never existed in any 
very great quantity, was considered the basis of our national 
character as typified by John Bull. In view of the con- 
troversies which inevitably arose in discussions between 
meat eaters and vegetarians he predicted a stimulating and 
profitable conference. 


Biological Values of Animal and Vegetable Proteins 


-Dr.-G. R. TRISTRAM explained that the biological values 
of proteins as measured :by their ability to promote growth 
depended on their containing adequate amounts of the essen- 
tial amino-acids, which included tryptophan, phenylalanine, 
lysine, threonine, valine, methionine, leucine, isoleucine, 
and histidine. Although many animal proteins contained 
adequate amounts of all these acids a few did not ;, serum 
albumin contained no tryptophan, and haemoglobin no 
isoleucine. To some extent other components of the diet 
might influence amino-acid requirements, as when a liberal 
intake of methionine increased toleration of a diet high in 
fat. The biological values of some vegetable proteins might 
be reduced by poor digestion through the presence of 
cellulose. š 

Dr. K. J. CARPENTER showed how the biological values 
of various proteins, as found in growth tests with rats, agreed 
well with their chemical scores as judged by the resemblance 
of their amino-acid analyses to that of egg white, which 
was taken as. the ideal protein. In making the chemical 
score it was only necessary to consider the amino-acid 
which showed -the largest deficit in comparison with its 
concentration in egg albumin ; the score was high when this 
deficit was small. In comparing the value of animal and 
vegetable proteins for pigs and poultry the problem was 
complicated by the high content of vitamins in “ animal” 
foods such as fish meals and dried skimmed milk. With the 
introduction of alternative sources of these vitamins, such 
as synthetic riboflavin, condenséd fish solubles, vitamin Bs, 
and by-products from the antibiotics industry, there was 
more scope for, the use of suitable vegetable proteins. 

Research had shown that even when supplemented with 
vitamins vegetable meals made from groundnuts, coconuts, 
beans, and other sources were still inferior to equal amounts 
of animal meals. Good growth in animals given vegetable 
meals, however, could -generally be secured by increasing 
the proportion of meal in the diet above the usual level. - 


Cattle or Corn ? 
Dr. K. L. Biaxrer first mentioned the important work of 
Rose on human amino-acid requirements, and then calcu- 
lated how well these requirements, and those for vitamins 
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and other nutrients, could be met”by one acre of land used 
in various ways. Thus, if wheat were grown, 2.4 men would 
be supplied each year with calories, 2.4 ‘with tryptophan, 
1.8 with lysine, 2.1 with methionine, 0.3 with calcium, 3.8 
with aneurin, 0.2 with ascorbic acid, and 0.1 with vita- 
min A. In contrast milk from dairy cows would supply 
0.6 men with calories, 2.8 with tryptophan, 4.1 with lysine, 
1.5 with methionine, 3.6 with calcium, 0.6 with aneurin, 
0-0.7 with ascorbic acid, and- 1.0-2.0 with vitamin A. 
By-products must not be overlooked; although sugar beet 
was a direct source only of calories the pulp rejected by the 
factory was a valuable cattle food. 

Dr. D. A. Boyp discussed economic and statistical aspects 
of the production of animal and vegetable foods. Grass 
was the most efficient food for cattle and sheep, providing 
up to 20 cwt. (1,016 kg.) of starch equivalent per acre as 
compared with 14 cwt. (711 kg.) with grain, and with much 
less labour. In general about 10 units of energy had to be 
given to animals to get back one unit of energy for human 
consumption. Dairy cows and fowls were considerably 
more efficient in supplying protein than beef cattle, sheep, 
and pigs, but their management required much more labour. 
The prices paid to British farmers“for beef and mutton were ~ 
about twice those paid for imported meat. More efficient 
husbandry could increase meat production in this country, 
and a ratio of 6 to 1 between the food given to the animal 
and the food value of its carcass should theoretically be 
attainable. 


Beef Tea and Bread 


Dame HARRETTE Cmick spoke on supplementary action 
between different proteins. Vegetable proteins tended to 
be low in trytophan and lysine, and high in cystine and 
methionine; for animal proteins these tendencies were 
reversed. In experiments with rats she had obtained justi- 
fication of the time-honoured beef tea and bread as an 
easily digested meal for invalids. Gelatin in the beverage 
made good the deficiency of lysine in the bread. Other 
examples of supplementation had been found between the 
bran and endosperm of wheat, between wheat gluten and 
the non-protein nitrogen fraction of potatoes, and between 
the protein and non-protein nitrogen fractions of potatoes. 
During work for Unrra a mixture of soya flour, malt 
extract, and white flour had been found to be a satisfactory 
substitute for milk in young children. 

Dr. Lucy Wms described her work on “ kwashiorkor,” 
as observed in native African children weaned on to a diet 
of “samp” made from Kaffir corn, and also in adult 
Africans subsisting mainly on carbohydrates. The disease 
got its name from rusty-red pigmentary changes in the hair 


- and skin. There was failure in haematopoiesis, liver disease, 


muscular wasting, and often skin disease. Waterlow had 
studied essentially the same syndrome in the West Indies ; 
so probably had Czerny in Europe under the description of 
“ Mehinahrschadung.” In her experience affected infants 
developed diarrhoea, followed by oedema, but sometimes 
by atrophy. The death rate in untreated cases generally 
was 11%, but almost all the atrophic cases died. Her 
oedematous cases were successfully treated by forcibly feed- 
ing them upon “ naas,” made from the curds of skimmed 
milk. Taylor and Chhuttani had demonstrated the value 
of animal protein as a protection against anaemia in adults ; 
they had found an incidence of 585% among vegetarian 
Indian troops but of only 2.6% among troops eating meat. 


Vegetable Substitutes for Milk 


Dr. R. F. A. Dean dealt with the important problem of 
devising adequate vegetable substitutes for milk. Most success 
had so far been obtained with mixtures containing soya meal, 
which was particularly rich in protein, but recent experiments 
with sunflower meal-had been quite promising. . In trials 


` on 1-2-year-old children living in a German orphanage Dr. 


Dean and his colleagues had given a basal diet of semolina, 
potatoes and other vegetables, butter, and bread, which was 
supplemented in one group by milk and in other groups by 
a mixture of soya, wheat, and barley flours. The soya flour 
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given to some-of the children had been steamed for a short 
time to remove its bitter taste, while others received flour 
steamed for a jong period so as to destroy its trypsin 
inhibitor. The supplements with soya in either form had 
allowed growth at more than the standard rate for 8 or 16 
weeks, but the flour heated for the longer penod caused 
diarrhoea. In experiments with rats the addition of B,, to 
a vegetable diet containing soya flour was found te improve 


growth. This vitamin seemed worth a trial in the treatment. 


of “ kwashiorkor.” 

Dr. F. WoKEs, speaking as a vegetarian, claimed that diets 
low in animal protein were capable of maintaining good 
general health. Dr. S. G. Witiimotr concluded from his 
experiences in a Malayan interament camp that it was 
possible for Europeans to subsist for long periods on diets 
as low in animal protein as those habitually consumed by 
nativés in the Far East. 
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A STORY BOOK 


Eternal Eve. By Harvey Graham. (Pp. 699, with 20 plates 
and 20,other figures. 42s.) London: Heinemann. 1950. 
This is a puzzling book and one difficult to review. It is 
of immense length, containing more than 700 closely printed 
pages and some 300,000 words—perhaps equivalent to a 
third of the printed matter in Gray's Anatomy. Its narra- 
tive is not very closely knit, and it is somewhat difficult to 
. describe “the contents; but it is, in effect, a history of 
gynaecology and obstetrics, with some’tendency to stress 
the macabre and unsavoury. Its preface is dated both 
Cairo, 1941, and London, 1948, which suggests that it must 
have taken more than seyen years to write“ In view of the 
immense amount of material involved this is very easily 
intelligible. But the puzzle is why the book is designed 

as it is. 


The preface, says that “ the reader should be an ordinary - 


man or woman... for this is a story book.” But few 
ordinary men or women could embark on such a shoreless 
literary ocean. On the other hand, .detailed though the 
work certainly is, no historian, medical or other, can readily 
use it, since it has no references at all and a bibliography 
of under 40 items, most of them of a textbook character. 
Nevertheless the last hundred pages dealing with the modern 
period, for which exact reference, being easily accessible, 
is relatively unimportant, do certainly provide a spirited 
and extremely readable account of the scientific advances 
that have made childbirth safe. They would by themselves 
make an excellent, interesting, and deservedly popular 
volume. 

The author exhibits great talents, and undoubtedly 
possesses much industry. He is master of a most 
attractive style and can draw on a remarkably exten- 
` sive fund of information. He has obviously read widely. 
To the reviewer it seems, therefore, a matter for great 
regret that so rare a combination of powers should not 
be directed to a more defined end. Dr. Graham is an 
expert and polished exponent of medical thought to 
laymen, and he joins this with a lively interest in medi- 
cal history and considerable knowledge of it. These are 
useful gifts. They cannot, however, be exhibited in the 
same book, and the very attempt to combine them makes 
them mutually destructive. There is ample room for a 
short book on the rise in the status of woman, based on 
an increasing knowledge of the true nature of sex, the 
scientific key to which—genetics-——is, however, hardly touched 
on here. There is also a ready welcome from scholars 
awaiting a documented record.of the history of sex- 
knowledge, but the documentation is here lacking. This 
book, seeking to reach both these ends, €annot be said 
to get very near to either. Dr. Graham can do many 
times better than that. 

E C.S. 
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Reports of Societies 





COMPARATIVE BIOLOGY OF 
NATURAL FIBRES: 


The Comparative Medicine Section of the Royal Society 
of Medicine met on December 20, 1950, to discuss the 
“Comparative Biology of Natural Fibres.” The meeting 
was well attended, and concluded with a useful general 
discussion and demonstration by Dr. Alexander and 
Dr. Bamford. “ 


Professor A. Happow introduced the speakers, and Pro- - 
fessor W. T. Asrpury (Leeds) opened’ the discussion by 
reviewing current ideas on the stricture and functions of 
polypeptides, polysaccharides, and ‘polynucleotides. He 
developed the theme that these long-chain molecules are 
of great’ importance in living organisms because, as a 
result of their complex and highly organized molecular 
architecture, they possess both versatility and specificity. 

Dr. K. M. RUDALL (Leeds) gave an account of investiga- 
tions on the keraun in mammalian ‘epidermis. By_ cyto- 
chemical methods he demonstrated the principal changes 
which take place during cornification—for example, the 
oxidation of —SH groups in the lower strata to form 
S-S groups in the stratum corneum. The condition of the 
fibrous protein in the stratum mucosum is analogous to 
that of fibrin in some -of its properties, such as extract- 
ability in urea solutions. The isolated protein has the same 
temperature of transformation—for example, spontaneous 
change from the a- to the £-form in water—as the, intact 
protein in the tissue. The temperature of transformation 
for the stratum corneum is about 20° C. higher than that 
for the stratum mucosum. a 


Dr P. ALEXANDER (London) discussed the -microscopic 
structure of a wool fibre and the arrangement and proper- 
ties of the macromolecules composing it, Treatment of 
wool with peracetic acid oxidizes disulphide bonds and 
makes most of the material readily soluble. The small 
insoluble residue is identified with the subcuticular mem- 
brane, situated just below the scales, and giving in its 
natural state an x-ray diffraction picture of unoriented £- 
keratin. The greater part of the oxidized wool is soluble 
and can be separated into two fractions: a-keratose, which 
contains little sulphur, is electrophoretically homogeneous, 
and consists of spherical particles of molecular weight 
70.000, and gives an x-ray diffraction picture of a-keratin ; 
and ykeratose, which contains more sulphur, is poly- 
disperse, and has an average molecular weight of 4,500 
Dr. Alexander suggested that the cortex of a wool fibre 
is built up of micelles óf a-keratose imbedded in a cement 
of y-keratose. Whereas breakage of disulphide bonds does 
not affect the a-pattern of the wool fibre, treatment with 
strong solutions of lithium bromide to break the hydrogen 
bonds changes the a-pattern to a disoriented B-pattern. The 
stability of the a-fold appears to be maintained largely by ~ 
the bydrogen bonds, although disulphide bonds. apparently 
contribute to this stability, because oxidized woo? fibres or 
a-keratose are more easily changed to the £-form than is 
untreated wool. 


Dr. C. H. Bamrorp (Maidenhead) described investigations 
on some synthetic polypeptides by polarized infra-red 
spectroscopy and x-ray diffraction, and discussed how the 
results help in understanding the proteins of living organisms. 
He suggested that in the a-form the polypeptide chain is 
folded into a senes of 7-membered rings such that all the 
hydrogen bonds are satisfied intramolecularly ; on changing 
to the -form the 7-membered a-folds open up without 
rotatien of the side chains and release the hydrogen bonds, 
which may .then re-form with adjacent chains. 

Professor J. T. RANDALL (London) gave a brief report 
of some investigations in the-electron microscope of chromo- 
somes and of the flagella of spermatozoa. Although the 
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” mterpretation of electron micrographs of chromosome 
material was very difficult, it Would appear that the main 


axis of a lamp-brush chromosome from an amphibian oocyte ` 


_ was a fine thread only about 200 A thick. The flagellum 
of a ram spermatozoon was a very complex structure. con- 


aing a large number of fibrils which might differ not only’ 


im their arrangement but also in their chemical nature. 


t 
- 


GOUT ; 


4 meeting of the Séction of Physical Medicine of the Royal 
Society of Medicine was held on January 10, with the 
. president of the- Section, Dr. W. Yeoman, in the chair. The 
subject of ee was gout. 


~ 


. ` Familial Factors 5 
Dr. Donato Wison (Chichester), in opening the discus- 
don, described the introduction of the term “ gout” in the 
- seventeenth ceńtury, when the Bishop of Chichester’s secre- 


drawal might provoke: an attack of gout, which further 
suggested- that ‘there was æ link betweef endocrine disturb- 


ance and the acute attack. This.concept was strengthened - 


by the findings of Wolfson: and others of a low 17- keto- 
steroid excretion in gouty subjects. 


Mùch more complete pathological information was avail- 


’ able about chronic than about acute gout. Dr. Collins drew 


attention to the misconception that uric acid was deposited 
predominately in avascular tissue. While this could occur. 
uric acid was frequently found in vascular tissues, where it 
elicited a characteristic cellular reaction ; typical examples 
-of this were illustrated on slides, as well as the attriti6n of 
superficial cartilage, which also frequently occurred. Dr 
Collins, also demonstrated the effects óf uric acid deposition 
in bone, leading to an osteitis and ultimately to resorption 
of bone. He concluded that the morbid anatomy of chronic. 


- gout was due to the uric acid deposits and that disturbance 


- tary used it as a diagnosis of the condition of one of the ' 


Bishop’s servants. The condition was curs “by making the 
‘satient wear the Bishop’s boots. 

Dr. Wilson went on to give an account of his investiga- 
tions into 77 -cases of gout. These 77 cases were among 
1,570 cases of arthritis seen during the same period—an 
incidence of 5.4%, which was a higher percentage than 
had been reported previously in other series. Fourteen -of 
his cases (18%) had tophi. He had noticed that stress in 

-one form or another appeared to be a frequent precipitating 
tactor in the acute attack, and he had therefore- investigated 
the family histories -of his patients with speal reference to 
the responses of other members of their families to stress, 
Compared with the families of patients. with rheumatoid 
arthritis and monarticular (traumatic) osteoarthritis, hé -had 
noted that they’ were particularly Habi Gory psychosomatic 
disorders. ‘ His figures suggested that the patients disease, 
whether gout, rheumatoid arthritis, or fsteoarthritis, was 
commoner. than usual among other members of the patient’s 
own family, and he had noted the high incidence of rheuma- 
toid arthritis and peptic ulcer in gouty families. Dr. Wilson 
then -showed the family trees. of three gouty patients in 
which the incidence of hyperuricaemia was high. Peptic 
ulcer and rheumatoid arthritis also seemed abnormally fre- 
quent in these families. He concluded that members. of 
hyperuricaemic families might react to stress by develop- 
ing “gout, but other members might react by having peptic 
ulcers, rheumatoid arthritis, or asthma. Finally, Dr. Wilson 
-` suggested . that fluctuations of as much as.0.8 mg. per 
-100 tal in the blood-uric-acid level might occur during 
the day. - He concluded that the mechanism of the acute 


~ attack of gout was as yet ill understdod, but that hyper- 


uricaemia, stress, and possibly a vascular abnormality, were 
“all necessary before an attack developed. 


- Endocrine Aspects 


Dr. D. H. CoLLINS (Leeds) reviewed recent advances in 
knowledge of the endocrine nps of gout. ‘The work of 
Smyth, Stecher, Freyburg, and rs suggested that the 
average plasma-uric-acid concen n was higher in males 
-than in, females, and that hypertiricaemia usually did not 
- appear in affected males until puberty and in females ‘until 
around the menopause. He also referred to-investigations, 


= asing isotopic uric acid,-into the size of the pool of miscible 


. uric acid; these showed that tf pool c could bè up to 25 
times as large in gouty subjects ag in normal people. 


- . AC.T.H. and cortisone had b@a used to examine the 


Pa 


endocrine -disturbances in gout; these substances caused 
an increased. excretion. of ‘urate and: relieved the acute 
attack, although the therapeutic effect could not be 
“explained entirely om this basis. Moreover, their with- 


ft 


` ~ 


of -pituitary-adrenal function, ¢ither intermittent- or perma- 


nent, induced the pathological changes of acute and chronic . 


gout. - 


`~ 


Blood Uric Acid’. 7 


Dr. R. M. MASON (London) said that the’ changes in the 
blood-uric-acid level in gout, and its limits in normal people- 
had been insufficiently studied. “Some had said that the 
level rose or fell just before an acute attack; others had 
claimed that there was no specific change. Hyperuricaemia - 
could occur in conditions other than gout, and, although 
colchicine was recognized to be specific for the acute attack. 


. it had no effect on blood-uric-acid levels, whereas atophan 


‘had no specific effect on the blood-uric-acid levels. 
-had been shown to bring the blood uric acid down to nor- 


which did have a specttie lowering effect, was ineffective- ir 
acute gout, 7 A 


- He went on to’ describe investigations designed te 
clarify this problem, -and showed the -findings when daibh -~ 


s 


` 


blood-uric-acid. estimations had been carried out under +’ 


standard conditions. Two cases had been followed througb 
an acute attack. In neither case were any specific changes - 
apparent. Colchicine, which cut short one such attack, bad 
- Atophan 


mal in other cases. In_ patients in whom gastro-intestinal 
disturbance has been induced by full “ colchicinization ” there 
had been a tendency for the blood uric acid to rise, presum- ` 
ably because of dehydration. The effect of operation 
(tophectomy) had also been studied, and it’ had been showt 
that a rise in blood-uric-acid levels occurred on the day 
after operation, although no acute attack had developed, 


-and the level had then fallen to normal, Similar studies 


had been used in ‘the diagnosis of doubtful cases, and 
Dr. Mason illustrated three types’ of curve which might 
be obtained. A high fluctuating level was characteristic 
‘of gout, and a low and constant level suggested that the 
patient was not suffering from gout. There was a third © 


group of cases in which the blood-uric acid, fluctuated at ` 


or around the upper limit of normal, andiin these cases 
such: studies did not appear to assist diagnosis: 


In the subsequent discussion, Dr. Kersey (Bath) quoted 
his experiences with 13 cases of gout in which’ plasma—uric- 
acid levels had been studied. He confirmed that colchicine 
had no specific effect on blood-uric-acid. levels, whereas , 
atophan and salicylates had, salicylates being slightly more 
effective than atophan. Glycine had no effect. Dr. RUSSELL- 
GRANT (Winchester) suggested that a fluctuating level of 
blood- uric acid was more`significant than a high one in 
indicating that a pafient would respond to , specific treat-` 
ment Dr. YeoMaN .(Harrogate) quoted his experience that 
tophectomy often reduced the frequency of subsequent. 
attacks, and- Dr. Hassan described his experiences witb 
dogs which developed gout aftet strenuous hunting. _ 


Dr. W. C. Copeman (London), in proposing the vote of 
thanks, pointed out how, much information could still bt 
obtained by clinical methods and observation, and that 
extensive ‘Igboratory. facilities were not always: necessary. 
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MANCHESTER AND LIVERPOOL PAEDIATRIC 
CLUBS 


The second annual joint meeting of the Manchester and 
Ľiverpool Paediatric Clubs was held in Manchester on 
January 5, Dr. S. K. Gurari (president, Manchester) ` 
being in the chair. 


Adrenogenital Syndrome 


Professor T. N. A. JEFFCcoATE (Liverpool) read a paper 
on the adrenogenital syndrome, which he divided into two 
groups—the first being intrauterine in origin and resulting 
in pseudohermaphroditism from adrenal cortical hyperplasia, 
while the second occurred before puberty in children who 
had been normal in infancy. This group, in females, gave 
tise to virilism and was usually due to an adrenal cortical 
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was found to be narrowed, thus supporting the contention 
that water and electrolyte metabolism was controlled by this 
zone, - 


l Enlargement of the Thymus 


Dr. Evrra Paterson (Manchester) and Dr. BLAR HARTLEY 
(Manchester) discussed the diagnosis, clinical and radio- 
logical respectively, of enlarged thymus and thymic tumours 
in infancy. Dr, Paterson reported a case of carcinoma of 
the thymus and mentioned the occasional! occurrence of 
enlargement of the thymus in the early stages of leukaemia 
with prompt, but only temporary, response to irradiation 
Five cases of enlarged thymus were described which had 
Tesponded promptly and permanently ‘to irradiation. 

Dr. Hartley outlined the radiologist’s difficulties in diag- 
nosing-mediastinal shadows as being thymic. The enormous 
variation of the shadows with the phase of fespiration, the 


-tumour. Professor Jeffcoate described a case in which such -cardiac cycle, and effort (crying or struggling) made interpre- 


! 


a tumour was removed and transplanted into a patent with 
Simmonds’s disease. There was marked wunprovement in 
the recipient’s condition until the graft died about six months’ 
after implantation, when symptoms recurred. 
In deciding the correct sex in pseudohermaphroditism the 
value of 17-ketosteroid excretion was discussed, as was the 
most appropriate age for laparotomy in cases where doubt | 
about the sex still existed. Professor Jeffcoate referred to 
the unsatisfactory results following removal of a hyper- 
trophied adrenal gland and also mentioned the lack of 
dramatic change after extirpation of an adrenal tumour. 
‘Treatment of virilism had not so far been very successful, 
but clitoridectomy might be of value aesthetically. 
- Dr. B. Wotman (Manchester) discussed the, successful use 
of cortisone in the treatment of the adrenogenital syndrome. 
Clinical improvement did not occur till between two and. 
three months after beginning treatment. It might be 
possible to reverse the symptoms of virilization: control 


had certainly proved possible. Cortisone suppressed the ` 


n» „excessive production of androgen by causing morphologi- 


_ hypofunction. 


cal involution of the adrenal cortex and depression of 
endogenous A.C.T.H. formation. Charts were presented 
showing the fall in output of 17-ketosteroids in patients 
under cortisone treatment—occurring within two days of 
“the start of treatment—and the value of A.C.T.H. as a 
check on the suppressive effect of cortisone was clearly 
shown. A.C.T.H. caused a prompt rise in 17-ketosteroid 
excretion until cortisone suppression was adequate: there- 
after it was without effect on the excretion. 


_Hypofunction of the Adrenal Cortex 


Dr. R. McL. Topp (Liverpool) discussed the clinical, bio~ 
‘chemical, and pathological features of hypofunction of the 
adrenal cortex in infancy, and described three cases. There 
was evidence to support the contention that each of the 
three layers of the adrenal cortex produced’ a hormone, 
excess or deficiency of which gave rise to a ‘definite clinical 
syndrome. The outer layer (glomerulosa) was thought to 
control water and electrolyte metabolism, the middle layer ` 
(fasciculata) influenced sugar, fat, and protein metabolism, 
and the inner layer (reticularis) promoted masculinization 
and nitrogen anabolism. Hypertrophy of one zone might 
giye rise to pressure atrophy of another zone, particularly 
of the zona glomerulosa ; thus anatomical hypertrophy of 
the adrenal cortex might be associated with physiological ` 

The three cases described were males who were admitted 
to hospital before 6 weeks of age because of anorexia, 
projectile vomiting, constipation, and failure to gain weight. 
Visible gastric peristalsis was marked. Recurrent dehydra- 
tion necessitating repeated intravenous or subcutaneous infu- 
sions was a characteristic feature, the blood urea was raised, 


. the carbon-dioxide combining power was low, serum sodium 


and chlorides were diminished, serum potassium was raised, 
and there was an increased excretion of urinary chloride. 
In two of the infants the adrenal glands were enlarged 


` (weight 25 g.) and in one the adrenals were smaller than 


normal. Microscopically the zona glomerulosa in each case 
i S 


taton a hazardous undertaking in infants. In addition to 
skilled radiography Dr. Hartley stressed the need for several 
exposures (A.P., P.A., and lateral, all in. inspiration) before 
any firm decision could be reached. 
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Appendicitis at Sea 


` Sm,—I am in entire agreement with Admiral Sir Sheldon 
Dudley’s letter (January 20, p. 136). I bave been at sea for 
25 years‘and, while growing older, hope that I have also 
become wiser’, During this period my practice as regards ` 
acute appendicitéy has undergone a complete change. When 
-1 was younger and first went to sea I] was inclined to operate 
on every case of acute appendicitis. I have gradually come 
to the stage where, except in the case of young children or 
the aged, all casey ©. ected at sea by the expectant method - 
up to 24-30 hoc™s. At the end:of this period a decision 
is made whether `è} operate or to continue with expectant 
treatment. But should the patient during this time become 
worse—i-e., rising pulse rate, increased rigidity and pain, 
recurring vomiting, etc-——operation is carried out without 
waiting for 24 hours to elapse. Even before the days of 
antibiotics and chemotherapy most patients made an excel- 
lent recovery when treated by this method, and could then 
have an appendicectomy later under ideal conditions. 

Admittedly, ıf an operation has to be carried out at the 
end of 24 hours the delay has increased the difficulty, as the 
tissues are more hyperaemic and friable, but, in view of the 
large majority of operations avoided at sea, this practice is 
considered justifiab!e, 

I think that a defnite time limit (e.g., 24-30 hours) must 
be set, as if one waits much longer the time to operate with 
safety will have passed. However, most cases will be settling 
down in 24-30 hours if trey are going to do well. 

It requires much more coyrage and judgment on the part 
of the surgeon to refrain from operating until expectant 
treatment has been given a trial than to advise an immediate 
operation in all cases.—tI am, etc. 


Orient Steam Navigation Co, _ 


H. M. Royps Jones. 


` 


ndicitis 


Sm,—Sir Cecil Wakeley and Mr, Peter Childs (December 
16, p` 1347) are to be congratulated on the excellence of 
their run of results in cases of appendicitis, It is not 
altogether certain whether this depends so much on their 
Mmethods-as on the care , skill with which the methods 
have been applied. Ful’ developed general peritonitis is, 
of course, the killer, and Gr such cases they had eight. To 
save all of them was a worthy achievement, but whether 
the figure is large enough ‘to gladden the heart of a statisti- 
cian I do not know. Certain points have already been taken 
up by other correspondent, but I feel that two comments ° 
should be made lest the very excellence of the reported 
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results should do harm rather than good, First, it is to 


be hoped that others will*not be diffident about reporting 
failures because of this triumphant series of successes. [t 
seems that I differ from many of my surgical colleagues in 
that I have had a~death from appendicitis: wthin-the penicil- 
lin era. The case taught me more than my successes had 
done, and I feel that one fatality may be more informative 
than many a successful run. The patient was a man of ` 


, 58 years who was admitted with general ‘peritonitis from 


what turned out to be a perforated appendix, which was 
removed. He had all the advantages of sulphonamides, 
gastric suction, intravenous fluids—and penicillin. Admit- 
tedly the penicillin’ was not given- unul the fourth post- ! 
operative day, but the other adjuvants were used from the 
start. The patient died on the twelfth day of bis peritonitis. 


- There was no other contributing disease; he had been a 


healthy, strongyman. The case caused me to scrutumze all 
the details of management, and one change was made. 
Since that time any complicated case has been treated by 
me from the outset with sulphonamides and streptomycin. 
On theoretical grounds penicillin is oot an antibiotic of 
choice for coliform peritonitis. In so far as it may pro- 


duce false confidence, I think it should not be given the - 


emphasis that has been awarded to It in the article. If. 
there is an indication for antibictics one ought to give the 
best one available, and. penicillin is surely a broken reed 
for this particular purpose. Your anngtator {December 
16, p. 1376) might agree with this, though his statement is 
not so emphatic, ‘ ; 

There is one small point, too, about ordering sulphon- 
amides. If the patient is on gastric suction they must be 
ordered to be given parenterally: otherwise we shall find 
ourselves giving the credit for improvement in results during 
the “ sulphonamide-penicillin era ” to the anaesthetists—but 
that might not be such a bad idea —I am, etc., ` 


Northolt, Middlesex. E, A. TURNER. 


Å; 


Sı, —The article by Sir Cecil Wakeley and Mr. Peter 
Childs (December 16, 1950, p. 1347) makes me look back 
over forty years on my own view of the treatment of 
appendicitis. 

I well remember, in 1908, being told by the late Sir David 
Wilkie of his vacation at the clinics of Kummel and Curacoa 
Kummel operated on all cases of appendicitis and Curacoa was~ 
a physician who treated all his’cases with castor oil, but the 
mortality rate in each case was the same. The next impression 
{T obtained of the treatment of appendicitis was when I became 
a house-surgeon to the late Sir John Lynn Thomas in 1911. 
He was a disciple of Murphy, of Chicago, and treated all his cases 
by the Ochsner-Murphy dnp method. All went well unul a 
nurse, aged 19, died, and afterwards all cases were operated on, 
especially since Moynihan expressed his view that, a ‘purgative 
often caused perforation of the appendix 

After this I had experience in general practice, and in one week 
saw three deaths from appendicitis, all of which were operated on 
in’ ther own-homes by a consulting surgeon: operation had been 


_ too long delayed. Following this a small cottage hospital was 


built, containing 26 surgical beds. I was appointed surgeon and 
was able to operate on all cases: ` - 

In the period 1925-46 I performed 800 operations with a 
mortality rate of 0.5%, and from 1946 to date I have performed 
600 operations without a death. I operate now on àl) cases once 
a diagnosis is made. My method of treatment ts the same as that 
adopted by Wakeley and Childs, except that | give anti-gas- 
gangrene serum and penictiiin intramuscularly in all acute cases. 
In my opinion anti-gas-gangrene serum is a real life-saver 1 have 
no waiting-list, as I consider ft is too dangerous to leave any 
case without operation, since I believe it is impossible to know 
when a case will not flare up Anaesthesia with thiopentone, gas 
and oxygen, and curare makes the operation simple and a 
pleasure to perform. i 

I have noticed that acute appendicitis is bften associated with 


“ acute tonsillitis, and I have no hesitation in removing the appen- 


dix m spite of the tonsillitis. Penicillin. treatment permits this. 
I had one case of Crohn's disease in which I removed the 
appendix The case did well in spite of the fact that there was 
severe involvement of the ileum I had two’ cases of Meckel’s 
diverticulitis, both of which recovered and in which I removed 
the diverticulum. . ; 


The onset of gastric and duodenal ulcers as a result of recurrent 
attacks of appendicitis is not fully appreciated. I myself developed 
a duodenal ulcer and had a gastro-enterostomy performed at the 
age of 50. I recollect attacks of abdominal pain off and on since 
childhood.- My appendix was removed and found to be fibrosed 
and adherent. This. was the cause of my pama and pròbably ọf 

ulcer. 


With the knowledge that'the publig have of appendicitis 
it is imperative that operation should not be delayed, and 
after forty years’ experience as a general practitioner I do not 
hesitate to recommend operation in every case of appendi- 
citis. My work has been considerably lightened since I have 
adopted this treatment. Night and emergency calls are 


lessened.—I ám, etc., 
Treorchy, Glamorgan. FERGUS ARMSTRONG 


~ 


Tonsillectomy 


LSm,—It is to be hoped that the judicial approach of 
Dr. A. H. Gale in his able article ‘(January 20, p. 133) will 
stimulate a like attitude generally. There is, for instance: 
an obvious disparity between the general anxiety to avoid 
tonsillectomy in a poliomyelitis epidemic (four deaths in 
1949 under these circumstances) and the cheerful acceptance | 
of the ordinary msks of the operation (80 deaths a year, 
‘ according to Dr, Gale). May I add one comment concern- 
ing that large group’ of potential subjects for tonsillectomy, 

young schoolchildren of 5. to 7 years who suffer from 

jYecurrent upper respiratory- infections, If to these one 
applies conservative measures, one quickly learns what the 

natural history of the syndrome is—that it is usually self- 

limited, with a marked tendency to spontaneous cure at about 

7 or 8 years. Therefore decision about operation on thié 

group of young schoolchildren shoifid be postponed as long 

as possible. Since at most centres there is in any case a delay 

of many months before a booked tonsillectomy is performed_ 

~ it would be well worth while to assess each child’s need for 
operation again as his turn approaches. If-this were done 

I believe many of these children would end by keeping their 

tonsils—I am, etc., 

Cambridge. : 


. 


Sm, —Dr. A. H. Gale’s article January 20, p. 133) on pros 
“and cons of tonsillectomy brings this perennial problem once 
more into the limelight. He is tō be ‘congratulated on its 
concise wording and its brevity. I believe statistics on this 
subject, as in many others, are not to be‘trusted ; so many 
data are not available, and many who rely on statistics have 
some axe to grind. Dr. Gale quotes Kaiser’s definite- indica- 
tions for tonsillectomy. Nos. 1-5 are. I would suggest, indi- 
cations for adenoidectomy rather than tonsillectomy, and 
No. .8 should be excluded, at least unti] appropriate non- 
Operative treatment for sinusitis has been given. I agree 
that Nos. 9-12 are very indefinite indications. 

Dr. Gale might have said more on the subject of enlarge- 
ment of tonsils. It is my‘experience that many practitioners 
regard enlargement as rhe’ indication for tonsillectomy. This 
is definitely not so, and in fact it is more often the small 
adherent buried tonsil which harbours the organisms respon- 
sible for chronic adenitis or urrent tonsillitis., In his 
conclusion, Dt. Gale says the decision should be made by 
the general practitioner and, thé laryngologist, working 
together. F heartily agree with this. Unfortunately, very 
many of the cases referred for opinion come not from the 
G.P. who knows the medical history of the patient, but from 
the school medical officer, who of necessity sees the child 
only when well enough to attend school and, judging from 
the wording of most requests, regards enlargement as the, 
chief indication. í 3 

It is to be hoped that the critical surveys encouraged by 
the poliomyelitis controversy will enforce more rigid selec- 
tion of cases. for not only is the bed allocation small, but 
there 1s a real danger of laryngologists becoming pure 
tonsillectomists now that the regional boards’ are directing 
more and more of these operations to specialists away from 
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‘the G.P.s who have been doing them for many years. That, 
however, is another controversial point, upon which J must 
enot expand here.—I am, etc.; 
Bxoter, PHILIP SCOTT. 

Sm,—Few ‘of us will fafl to applaud Mr: C. Hamblen- 

. Thomas's plea (January 6, p. 38) for the provision of greatly 
increased facilities for convalescence in the country for the 
~ city child, but one may well question the claim that the 
benefits of such treatment would be proportionately less 
costly than those of hospitalization for a timely tonsill- 
- ectomy. Such Utopian projects, however desirable, must be 


pursued in relation to the economic health of the nation, and 


_ cannot reasonably be expected for many years, 


-~ There is no doubt that the operation for the removal of tonsils 
dnd adenoids is often regarded with excessive enthusiasm by 
profession and laity alike in treating the respiratory ills of child- 

- hood, but I beliéve that unnecessary operations are not commonly 
undertaken. I believe that the failure to deal adequately” with 
the tonsil problem must inevitably have long been considered with” 
concem by those responsible for advising and administering the 
Health Service. Wo can hope that they will eventually be success- 
tul, preferably along the lines suggested by Mr. Hamblen-Thomas, 
but the multitude of-pressing problems facing a service already 
suffering from financial malnutrition would indicate that it cannot 
be hoped for soon. 

In the meantime, an immediate solution is required. “This 
solution can only be increased facilities for operation, and should 

. be provided on a private basis; working complementary to the 
present’ arrangements. There are many parents who will always 


elect to have such operations on their children carried out - 


privately. .We must all be aware of cases where parents seek 
private treatment, facing the mevitably increasing nursing-home 
charges for no other reason than to expedite treatment which 
_they have been advised is necessary, depriving themselves of 


television sets and cigarettes for the sake of their children. In. 


a free society a demand must be met. It would indeed be interest- 


ing to know how many parents of children now on pathetically: 
long waiting-lists for hospital attention and quite unable to con- 


sider seeking private attention would be willing, cager, and well 
. capable of meeting an inclusive fee of, say, five guineas in order 
to have tho operation completely and expeditiously performed. 

I feel that it should not be beyond our enterprise to satisfy 
this need. I visnalize units of ten to twelve beds, adequately 
‘staffed by nurses, under the control of a team of surgeon, anaes- 
thetist, and general practitioner, operating by dissection’ three 
times a week. Only cases already on waiting-lists ‘Would be 


iotpisd end complicated cases de By adhenng to a strict , 


. and streamlined routine, with a well-organized escape route ‘for 


complications, such an organization would surely be economically 
found, with a resultant reduction of Dreare on our ir overworked 
hospital beds. p 


.- Such a plan may a some ways be open to criticism, 
Perhaps our Health Service will soon solve our problems, but, 
otherwise it may be left for private enterprise with its 
increased flexibility in facing local conditions to continue to 
operate complementarily to national schemes, to the greater 
benefit of the community.—I am, etc., 


Birmingham, 7 7 NORMAN L. CRABTREE. 


re _ Physics of Breathing i 
Sm,—I cannot let go unchallenged a statement by Mr. G. 
Jackson Rees in his paper on “ Anaesthesia in the New- 
borm ”- (December 23, p. 19). He attempts to apply 
Poiseuille’s formula, in. order to ‘relate resistance ‘to 
respiration to the diameter: of the trachea. Poiseuille’s 
formula is, however; quite mapplicable, for the folowing 
reasons: 


1. Poisenille’s formali deals with flow ‘through “capillaries. The 
sizes of trachea considered vary between 3.6 and 20 mm., and are 
not, therefore, of capillary dimensions. 
` 2. The capillaries considered in deducing the formula are 
~ assumed to have inelastic walls, an assumption not applicable to 
the neonatal trachea. 

3. The formula applies only to quid flow—i e., flow of an 
incampressible fuid—and is certainly_not applicable to the flow 
~ of anaesthetic (gaseous) taintures, 


In fact the- application ‘of Poiseuilte’s formula gives rise 
eal 


, 
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to two statements in the paper which are difficult to recon- . 
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cile. For on the one hand it is stated that application of 
the formula shows ‘that to produce à. given flow rate through 
the infant trachea, as compared with the adult trachea, 8 


-256-fold increase in pressure is required. Yet it is stated 


that the resistance, to inflation is very much less in the case 
of the infant lung. Although I realize that a good many ~ 
factors aré involved (muscle tone is specifically instanced). ` 

it is difficult to see how they could offset the 256-fold reais ~ 
tance to be expected if Poiseuille’s formula were applicable 
—] am, ete, >. 


London, N.4 G. Hater. 


6 


Foetal Asphyxia 


SR, —Your leading article on the prognosis of footal 
asphyxia (January 6, p. 23) would, I think, have been all the ` 
better if it had given some weight to the experimenta] won ` 
which throws ligbt on tho problem. I refer'to Sir Josepb 
Barcroft’s researches on the development of respiration ir 
the foetal sheep, first, I think, communicated to the B.M.A 
Annual Meeting at Aberdeen. There still seems to be appall- 
ing ignorance among obstetricians about this investigation , 
into one of the fundamentals of their work, for in 1949, at 


' the B.M.A. Annual Meeting, I looked at every book on 


obstetrics that I could find in the exhibition and only one 


_I think, made any reference to his work, and that was ‘not 


very helpful. Even in America the brilliant work of thit- 
great investigator seemed to have been overlooked, and here 
to judge from, the textbooks I saw, students are also kept 
in ignorance. . 


May J; therefore, once again give a brief résumé of the ` 


. facts established by Barcroft for the sheep, which clinica) 


observations suggest apply alsa to human beings? 
Barcroft’s Investigations showed—and the film he showed at 
Aberdeen illustrated it beautifully—that the first intrauterine 
respiratory movements came only from cutaneous stimula- 
tion in the nasal region, and that this area rapidly-enlarged- 
so that later on stimulation anywhere would initiate them - 
By this time asphyxia wuld have a similar effect, but a short 
while before -term complete asphyxia, caused by clamping `, 
the cord, would not cause respiratory movements, while:- 
cutaneous stimulation would do so immediately. He~also 
showed that as a result of several factors the central blood” 
of a foetus shortly before terri contains-an astonishingly 
low concentration of oxygen, an observation which makes it - 
most unlikely that simple asphyxia neonatorum would have 


_ any deleterious effect, thereby supporting the conclusion, to ` 


which your article inclined. 

Now for some of the practical conclusions to which Sir’ 
Joseph’s work leads, about which I corresponded with him 
intermittently from 1939 till a few days before he died. The - 


first and most important is that the newly born foetal brain ~ 
- is so nearly asphyxiated that oxygen lack cannot be the 
- cause of the first breath. This‘is almost certainly caused by 


some cutaneous or other stimulation. If the baby does not 
breathe it is because, for some reason, the brain ig not 


` responding to the stimuli being received. The appropriate 


remedy is either, to increase the external stimulation (Sir 
Joseph pointed out that normally a lamb is dropped on its ` 
nose, which is the first area to show a respiratory reflex on 
stimulation) or, if that fails, to give something which wil! 
lower-the cerebral threshold—i.e.,” something allied to a con 
vulsant. Our fathers and grandfathers used to inject strych- 
nine, but, as` I discovered accidentally many years ago 
“ cardiazol ephedrine works better than anything else 2 
have tried. 

The widely popularized view. that a baby in white asphyxis 
is suffering from “shock” is therefore quite wrong, unless -7 
one makes the reservation (which is confusing) that the bab 
is suffering from pire nervous shock, while nervous shock 
is mainly vascular. The treatment demanded is‘ quite differ- - 
ent, and in view of ‘the fact that the newborn baby it 
normally asphyxiated there is no reason to fear that.even 
complete apnoea for 15 minutes will be followed by ill 
results The one child I had like this, who began to breathe 
after 0 5 ml. cardiazol- ephedrine Pe aces and ` 
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1.5 ml. into the left ventricle, developed quite normally till 
he had a severe attack of poliomyelitis 16 months ago. 

To come back to your leading article, any cerebral damage 
will almost certainly not be due to ordinary asphyxia neo- 
natorum, and to use 2, 3, or 5 minutes before breathing 
commences is a wrong criterion. 
from the point of view of cerebra] damage-is likely to be the 
time that elapses before vigorous breathing and oxygenation 
occur, for while the brain at birth seems conditioned for 
asphyxia it by no means follows that this continues when 
respiration has started. For example, it is quite safe to 
give 1 ml. of cardiazol-ephedrine to an asphyxiated infant 
(and even larger doses in cases of necessity), but soon after 
respiration has commenced half this dose will cause a con- 
_ vulsion. Therefore, to give some drug which will promptly 
initiate vigorous respiration is not meddlesome: it is prob- 
ably the greatest safeguard against any mental deteriora- 
tion developing as the child gets older, as well as against 
atelectasis or pneumonia. 

As I have previously pointed out, this work has also 
important bearings for adult pathology, for it is probable that 
even where the normal oxygen regulation of respiration is 
failing, or has failed, the primitive response to stimulation 
remains. This is the justification for our, fathers’ faith in 
strychnine as a respiratory stimulant, for they used it in just 
such conditions, and I recorded a case of a boy, submerged 
for 10 minutes, in whom artificial respiration had no effect 
but who responded at once to a large dose of strychnine and 
vigorous slapping on his buttocks; in fact he was so near 
having strychnine convulsions that it needed two men to 
hold him on the stretcher while being transported to hospital, 
where he finally made an excellent recovery. 

I wonder whether some writer will at last begin to put the 
truth into some textbooks so that our students may be taught 
what one of our greatest experimental physiologists dis- 
covered, and thereby many infant lives be saved.—I am, etc., 

Winsford, Cheshire, W. N. Lear.” 


Congenital Abnormalities 


Sm,—In your annotation of January 20 Q. 130) you men- 
.ton inquiries into the causation of congenital abnormalities. 
May I suggest that no such inquiry is complete unless it 
tries to correlate the baby with the mechanical conditions of 
the pregnancy which produced it ? 


As regards the mother, it is important to know: 

(a) Her sensations during pregnancy, as to discomfort, pain, 
or abnormal position of the foetus Comparison with a pregnancy 
of hers that produced a normal child is most valuable. 

(b) The amount of movenient of the baby. 

(c) The size of her abdomen. Such remarks as that “ all the 
neighbours were surprised when I had a baby ™ should be noted. 

(d) Difficulties with turning the baby because of mal- 
presentation. 

(e) Amount of amńiotic fluid and when it came away, 

As regards the baby, the points are: ° 

(a) Posture into which it automatically folds directly after 
birth, 

(b) Presence, situation, and depth of “ pressure dimples,” 
their absence. 

~(c) Presence and distribution of stiffened joints. F 

(d) Presence and distribution of atrophied muscles. 

(e) Presence and distribution of “ moulding deformities,” 
specially noting’ the situation of convexities fitting the concavity 
of the uterine wall, and the occurrence of “ mutual deformities ” 
which fit each other. 


You mention at length the interesting inquiry, centring 
on deformities of the nervous system, carried out by Record 
and McKeown. Had they done as I have suggested, they 
would have found a definite group of cases showing the 
terrible syndrome of lumbar spina bifida, hydrocephalus due 
to the Arnold-Chiari deformity, ‘irregular talipes, stiff joints, 
_ and undeveloped muscles in the legs. Everything about them 
and their histories would have suggested that from very 
early in pregnancy they were expanding against abnormal 
resistance, showing that they were what I call “ compression 
babies.” 3 


Much ‘more important, 


The trouble about getting the mechanical factor in con- 


-` genital abnormalities considered is that it is the business of 


no one in particular to examine the evidence, which is com- 
plicated ‘although (I consider) convincing. Obstetricians, 
paediatricians, pathologists, and embryologists all consider 
it outside their work, and I am told that in many post- 
graduate orthopaedic classes to raise the question of the 
moulding origin of talipes elicits a snub, but no discussion of 
aetiology. However, if anyone ıs interested in the syndrome 
I have mentioned. I should be pleased to show him cinemato- 
graph records suggesting strongly a compression factor in the 
condition. And, although it ts outside the scope of this letter, 
if anyone investigating congenital deformities can give me 


: information about the presence or absence of hydramnios 


in cases of arthrogryposis I shall be most Brateful. —I am, 
etc., 


London, W.1. z DENIS BROWNE. 


Sir,—Over 50 years ago Féré? showed that various chemi- 
cal substances injected into eggs or applied as gases round 
the shell modified the development of the chick embryo. 
The results were demonstrated to be related directly to the 
toxicity of the substances used. Specific deformities could 
not be attributed to the chemical composition. Féré con- 
cluded that the effect of chemital agents depended largely ` 
upon the time of action and that the same injurious factor 
might cause sterility, monstrosities, abortion, stillbirth, or 
congenital deformity, according to the developmental stage 
at which injury occurred. Stockard in 1921? confirmed this, 
showing that a typical anomaly could be produced by several 
different agents. The primary response of the developing 
embryo to all effective substances ‚was retardation of the 
rate of development, the most severe effects occurring in 
the tissues competent at the particular period of development., 

Since then, no further evidence has been adduced to justify 
the application of the results of such experiments to particu 
lar human deformities such as congenital dislocation of the 
hip, arthrogryposis multiplex congenita, pseudarthrosis of 
the tibia, clubfoot, and osteogenesis imperfecta," particularly 
as these deformities in humans are not associated with any 


‘ stunting of growth or generalized skeletal abnormality (apart 


from osteogenesis imperfecta), such as the chick shows 
experimentally. This stunting of growth is an invariable 
feature of experiments with, insulin and other noxious 
materials, whereas the occurrence of oversized ‘and post- 
mature giant babies has been frequently noted in diabetic 
women. Any comparison must therefore fail at this 
stage of our knowledge apart from the application of 
broad principles. 

Other investigators’ * have noted “that the increased birth 
weight, cardiomegaly, hyperplasia of the adrenal glands, and 
increase in eosinophilic cells in the anterior pituitary found 
in infants of diabetic mothers occur also in infants whose 
mothers were non-diabetic at the time of delivery but who 
developed diabetes later.- Insulin-treated as well as pre- 
diabetic women are apparently in a border-line state of 
endocrine deficiency which permits better reproductive 
activity. Their pregnancies, however, are often interrupted 
by embryonic and foetal death, and among the offspring 
of such mothers there: .is an increased incidence of 
malformations.’ = 

The interaction of genetic and environment factors in the 
production of congenital deformity is fully established-and 
recognized, but it fails to explain a large-number of deformi- 
ties which appear to be distortions rather than the result of 
aplasia or dysplasia. Spatial! impairment, whether induced 
by genetic or environmental factors, is receiving’ more atten- 
tion recently in this connexion, and any tendency to relate 
certain well-defined congenital deformities unassociated with 
generalized disturbance to gross experimental results must be 
regarded ag a’ retrograde step. i 

Dr. P. K. Duraiswami’s experiments are, of undoubted 
interest, but as the deformities described are always assocrated 
with a general systemic disturbance any application to ortho- 
paedics cannot be justified, as he: surely means to claim when 


t 
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he uses phrases such as “ adduction deformity resembling 


elubfoot,” “the favourite site for ‘pseudarthrosis in 
children,” and “ deformity of the limbs as seen in arthro- 
gryposis.”? —I am, etc., 

- Sheffield, = Gavin C. GORDON. 


r 
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Transfusion in Leukaemia = 


Sir,—There is general agreement that transfusion exerts 
no curative effect in leukaemia. In incurable malignant 
-disease, lymphadenoma, and leukaemia ‘transfusion is justi- 
fiable only for a particular purpose, such as to strengthen 
the patient to undergo special treatment—e.g., deep x-ray 
therapy. In the fatal case reported by Drs. P. D. Bedford and 
L. G. Lajtha (January 6, p. 38) the patient, who suffered from 
monocytic leukaemia, received 35 pints of blood in exchange 
transfusion, and, since transfusion has no curative effect in 
leukaemia, the transfusion was presumably given for some 
other purpose. Others may wish to use either simple or 
exchange transfusion in leukaemia and if so it should be 
borne in mind that any good effects achieved will be tem- 
porary; no cure can be hoped for by transfusion. 

The assurance is constantly given to donors that blood 
they donate will be used only when it can do good and that 
every effort will be made to avoid needless transfusion: and 
wastage. It is obviously important that these assurances be 


- borne out in practice, particularly as in this country the 


- blood donor never has received and does not receive a penny 
for -his or her services. There are not lacking those who are 
ready to say blood. is used unnecessarily or wasted in 


„~ hospitals, and such opinions can adversely affect donor 


recruitment. At present more donors are needed all over the 
country, for the consumption of blood is still increasing. 
Blood transfusion is a relatively expensive form of treat- 
ment. For example, the cdllection of 35 bottles of group 
A or group O blood will require the attendance of somé 70 


to 80 donors, in some instances at much personal inconveni-_ 


ence. A doctor, clerk, and four or five nurses will be 
occupied three to four hours bleeding these donors. The 
hall used -for the bleeding session must be paid for and 
money expended on publicity, transport; drivers, etc. It still 
occasionally happens that blood banks are completely. 
emptied. Also it is unfortunately occasionally necessary 
` because of depletion of stocks to-ration blood, with the 
consequence that patients who will derive real benefit from 
transfusion—e.g., cases of haemorrhage in childbirth, 


- or haematemesis from gastric ulcer—may receive inadequate 


transfusion, or transfusion must be deferred till more blood 
is available. - 

These points serve to emphasize that blood is a valuable 
and expensive commodity. Tremendous good can be done 


. with it. It is very desirable to consider carefully whether 


the patient will be helped by transfusion, and only to use it 
when benefit will accrue or may reasonably be expected. 
Transfusion ‘should in fact not be given unless there is a 
special indication for it. Expense is hardly an item a doctor 
should reasonably be expected to consider if it is known that 
a particular form of treatment is the right one. On the other 
hand, if there is virtually no prospect of any benefit being 
derived from it, it is reasonable that the expense of the 


- proposed treatment be considered in deciding whether it 


should be used, especially in these days of rising expense. 
I am, etes 
Cardiff, R. J. DRUMMOND. - 


Effects of Intravenous Ciiraté 


Sr, —Drs. P. D. Bedford and L. G. Lajtha Qanuary 6, 
` p. 38) are to be congratulated on their warning of the possible 
dangers of large intravenous doses of.sodium citrate in 
exsanguino-transfusion, which _is now becoming a not 


oa 
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uncommon procedure in the treatment of érythroblastotic 


infants and, as in their case, in leukaemia. Their patient ` 


received a total of 35 pints (19.6 litres) of blood in the course 
of six hours. Blood collected for transfusion usually contains 


as much as 2 g. sodium citrate’in every pint (560 mL); it ` 


follows, therefore, that the amount of citrate administered’ 
was approximately 70 g. 
I have no personal experience of the biochemical effects of 


so large a dose as this, but in the course of experiments on 
citrate metabolism I have received an intravenous infusion of 


250 ml 2.5% sodium citrate in a period of thirty minutes—’- 


i.e., 6.25 g.- sodium citrate at approximately the same rate of 


z infusion as in the case described. This comparatively small dose- 


resulted in tetany ahd extremely severe and temporarily disabling 
headache ‘for one-hour following the infusion. The serum-citrate 
concentration at the end of this injection was 30 mg. per 100 ml., 
which is approximately ten times the normal value. ` Less than 
20% of the citrate was excreted in the urine, the remainder being 
rapidly destroyed by oxidation, so. that normal levels were 
regained within one hour. It would appear probable that this 
speed of infusion is greater than the, capacity of the body_to 
remove citrate, so that it is likely that far higher concentration: 
were reached in the cited case. In addition, the excess cation 
remaining in the blood stream following oxidation of citrate 
,Tesults in a metabolic alkalosis which can be corrected only by 
“excretion. of excess sodium bicarbonate in the urine. 


It would -appear, therefore, that exsanguino-transfusion 
should always be subject to strict biochemical control if it 
is to be a safe therapeutic procedure. The two essential 
investigations for this control are estimation of the alkali- 
reserve of the- blood and the serum citrate concentration. 
The former is a standard laboratory procedure and the latter 
is‘a comparatively simple estimation if the pentabrom- 
acetone method is used (F. E. Hunter and L. F. Leloir, J. biol. 
Chem., 1945,- 159, 295). In this therapeutic procedure 
there is of course no difficulty in obtaining blood for the 
analyses, as it is being constantly withdrawn from the 
patient. It follows, therefore, that exsanguino-transfusion 
is suitable only for a well-equipped centre where a com- 
petent biochemist is available to give his undivided ‘attention 
to the treatment——I am, etc., 


Normal Clotting Time 


Sm,—In his interesting article on intramuscular heparin 
(December 23, 1950, p. 1418) Dr. D. Gordon Abrahams says 
that the normal clotting time determined with the Dale and 
Laidlaw technique is 24-3 min. In fact the normal time 

. by this method is pretty. constant at 1 min. 40 secs., and any 
reading over 2 min. should be considered raised. ~ This point 
may be opan in accurate treatment with heparin.—I am, 
etc., - 

Canterbury. - 


- 


L B. Morais. - 


oak Neuromuscular Relaxation  - ` 
Sirn,—Your annotation (January 20, p. 132) on a new 


muscle relaxant, mephenesin, in which you point out that , 


this drug has. been found to-produce “ increased fragility of 
the erythrocytes, possibly resulting in dangerous anaemia,” 
and yet suggest that it may be of use in the treatment of 


psychiatric cases characterized by excessive tension, prompts . 
me to urge the practice of intensive suggestion treatment ~ 


with controlled breathing as a preferable, more effective, and 
safer method of bringing about a reduction of neuro- 
muscular tension. Deep breathing, with a pause of one or 
two seconds after expiration, helped out by strong sugges- 

. tions of sleep and of mental and muscular relaxation, can 
be effective in a large proportion of nerve cases, and in only 
a small minority are drugs necessary. I call this the method 


of ‘the “ post-expiratory pause,” and have proved its effec- - 


1 


tiveness in many years of practice. The pause probably . 


facilitates the spread of relaxation from the voluntary 
muscles to the involuntary muscles (of the blood vessels, 
bronchioles, and digestive tract, etc.) and on to the auto- 
nomic nervous system controlling the Jatter. 


Analytical 


Fes. 3, 1951 





asychotherapy, involving the relief of repressions torau 
motional abreaction and the production of deeper insight 
by the patient into his mental condition and its causes (auto- 
snosis),- acts in the same direction and should also be 
ipplied where possible. } 
often -be very effective in procuring for the patient the rest 
and the neuromuscular relaxation which ıs needed as a pre- 
luminary to more radical] treatment and cure.—I am, etc., 


London, W.1 WILLIAM BROWN. 


Skin Disease and Psychology 


Sm,—The numerous claims of psychological medicine over 
the whole gamut of human ils, from criminal and sexual 
disorders right through to organic disease, have on the whole 
been singularly free from criticism in our journals (although 
among our colleagues one finds a more vigorous and robust 
outlook). Now, however, one hopes that the Linacre lecture 
by Dr. F. M. R. Walshe (August 12, 1950, p. 379), with’ the 
rather amusing psychiatric reaction to it in your correspon- 
dence columns, may be the long-awaited lead needed to 
Stimulate us to re-examine these claims and by doing so 
rid ourselves of a great deal of mumbo-jumbo which has 
gone unchallenged as scientific thought during the last thirty 
years. May I therefore, humbly following such a lead, 
“abreact” to the recent article by Shorvon and his 
co-workers’ on the psychological treatment of skin diseases ? 


To cniticize this communication, one must admit at the outset, 


is difficult, not because one is struck by the truth of the thesis, ` 


but merely through the fact that it claims so much and yet so 
tittle, as is indicated by this pathetic sentence in the discussion, 
“ Although we do not claim that this method is the only one 
that may be employed, or that all cases are cured or benefited by 
it, we have found it of definite value in a considerable proportion 
of all cases considered to require treatment by a psychratnst.” 
However, in spite of the difficulues, let me put a few points for 
consideration. 

Type of Case Treated.—It will be noted that the cases-chosen 
ire those diseases whose aetiology, many believe, is as yet 
shrouded in mystery; and, although a psychological cause has 
occasionally been suggested, this has not made their origin less 
obscure. Let us discuss acne rosacea. Sneddon’ suggested, 
ind this suggestion has been eagerly serzed upon by the psychia- 
trists, that it arises from a suppressed sense of shame, which by 
causing subnormal blushing over a period of time leads to chronic 
dilatation of the blood vessels and so eventually to the fully 
developed clinical picture. Certainly an attractive theory, but 
unfortunately the disease ts sited centrally on the face and Fore- 
head, while blushing 1s a physiological reaction which spreads 
centripetally from the neck and behind the ears, leaving the 
central part of the face free, often in vivid contrast to the blushing 
areas. (Even the poets knew this.) On the other hand, the distn- 
bution of the disease on the central part of the face is not without 
tts counterpart in organic disease, since the well-known post- 
encephalitic seborrhoeic syndrome affects the same area, and, 
although the reference is lost to me at the moment, it has been 
found that there is a distinct physiological difference, as shown 
by electrical resistance studies, between this area and the more 
peripheral areas of the face These facts indicate that the dsstri- 
bution, far from being psychologically determined by suppressed 
blushing, has its roots in physiological and pathological processes 
as yet imperfectly understood. 

To discuss, however briefly, such conditions as lichen planus, 
psoriasis, and, yes, even pruritus ani and vulvae would unneces- 
sanly lengthen this letter, but I feel that most of my colleagues 
would agree that from our present knowledge of these diseases 
and their clinical characteristics a psychological basis 1s the funk- 
hole of scientific investigation. 


Results of Treatment —\t is in the experience of all dermato- 
logists that ın the diseases listed improvement and often complete 
disappearance of the lesions and symptoms frequently occur 
after the most varied empirical approach, but we are too wily to 
contend that these methods have anything to do with the observed 
results. We accept the good results gratefully, knowing from 
our experience how disappointed we are going to be when we 
find that our earlfer successes are not subsequently maintained. 
May I give details of a case in my own experience? A man bad 
a widespread eczematous excoriated eruption affecting the whole 
skin surface, and in spite of the appalling condition of his skin 
he seemed to be on the whole relatively unconscious of its 
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seventy. He was admitted to hospital and with rest nets 
coupled with bland applications, he settled apap an pee 
charged. When seen again some months later it was Jearncd: 
he had relapsed after leaving hospital, and that in the anterim à 
leucotomy had been performed After the operation tt appears 
that his skin cleared satisfactorily, but, unfortunately for cause 
and effect. his skin agam relapsed, and on this occasion he 
cleared on Lassar’s paste with crude coal tar Comment is, I 
think, unnecessary. . 


The Abreacuve Technique.—At first sight this gives one the 
impression of something new, but, in the words of the authors, 
it is “ getting things off one’s chest, especially when accompanied 
by varying degrees of emouonal reaction." That this is true is 
within the experience of all, and the only difference with. the 
present method ıs that a drug is added, but how far the 
emotional response noted during the abreaction 1s due to the 
content of the mind at the ume and how much to the pharma- 
cological effects of the drug one has no way of telling. It will 
be observed, however, in reviewing the cases, that surprising 
emouonal effects accompany episodes of a trivial nature while 
lule occurs after seemingly severe psychological trauma, and 
furthermore that some of the events accompanied by emotion 
occur long after the lesions appear, 


Finally, one is left with the impression that a series ot 
cases of skin disorders of unknown aetiology were treated 
by various drugs for no earthly reason except that a psycho- 
logical cause had on occasion been suggested, and that these 
disorders improved in some cases while others of apparently 
the same type showed no change. When added to this we 
recall the further fact detailed in this letter. that these diseases 
react to various empirical methods in exactly the same way, 
our conclusion must be-that the abreactive technique in the 
treatment of these disorders has no claim whatsoever to be 
added to our armamentanum, since the same result can be 
obtained by methods which vary from colourful applica- 
tions to the parts to murmuring incantations while burying 
legendary herbs during the period of the full moon.—lI 
am, etc., 


London, W.1 F. L. LYDON. 
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Skin Pigment and T.B. 


Sm.—Dr. J. N. Briggs and his colleagues (January 20 
p. 115), in describing Addison's diseaSe in two brothers. 
suggest the possibility that a genetic factor may be involved 
in the occurrence of the disease. This recalls to memory 
the case of a young man who when recovering from tubercu- 
losis of the bones of the foot was noted to have developed 
pigmentation of the skin. He became greatly perturbed 
when he was asked to strip for a closer examination, and 
explained that he was well acquainted with the condition, 
as his father had died of it, although so far as he was 
aware his parent did not suffer from any obvious tubercu- 
lous lesion.—I am, etc., 


Ross-shire P J. LANDESS HORNE. 


Treatment of Lumbar Disk Lesions 


Sir,—In his recent article (December 23, 1950, p. 1434) 
Dr. J. Cyriax gives a lucid account of the methods he 
employs so successfully in the treatment of lumbar disk 
lesions. Jt is, therefore, a pity that he gives so little credit 
to other methods employed with equal success: by other 
practitioners. Many disk lesions, especially when compli- 
cuted by sciatic pain, do not respond to manipulation, 
traction, epidural injection, or to Dr Cyriax’s only other 
alternative, bed rest. Bed rest is seldom complete, owing 
to the daily bed-making and the calls of Nature, and*these 
are the cases which the more conservative of us treat by 
immobilization in a plaster-jacket, relief of symptoms usually 
being rapid and permanent, provided the jacket 1s worn for 
a sufficiently long period. Though there may be some tem- 
porary initial discomfort, a well-padded and moulded plaster 
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soon becomes so comfortable that the patient almost forgets minute, the blood pressure was 100/60 mm. Hg, and the patient's ' 
he has got it- on. Eo : — colour and capillary refill time were good. After a further 
It is perhaps“ because he does not believe that disk lesions are five minutes the blood pressure had fallen to 90/60 mm. Hg and 
capable of repair that Dr. Cyriax bas so little’ use for’ plaster it'did not nse above this level before the end of the opération. 7 


- jackets. -Because the annulus is avascular it does ‘not necessarily - chon erent ok oe pee Daring ring ghe posterior - 


imply :that repair by- scar tissue cannot take place. M, B. $ 
Coveñtry, R. K. Ghormley, and J; W. Kemohan (J. Bone Ji Surg., and this sulfced for the revieenlee oF pa ilopentone was given, 
. 1945, 27, 460) in their study of lumbo-sacral disks removet at tory rate was seven per minute when the dent was returned to 
aecropsy observed fissures in the annulus being canalized by ped, Oxygen was then given by hasal caihatar at a flow of ` 
' blood vessels from the spongiosa of the adjacent vertebrae— 7 Titres per minute. 
Nature's method of repair. : y 








; HEA 5 ; r Ex bei ‘ Recovery from anaesthesia lasted one hour. i E 
Dr. Cyriax’s classification of disk lesions into cartilaginous and, then fully” conscious. Her blood Drean a Ta ~T 
pulpy protrusions, while highly ingenious, hardly gives a’complete 130/80 mm. Hg and: her respiratory rate to 12 per minutè, She |, - 
picture: of -what may happen when .a disk sustains trauma. It- did not complain of any pain. One hour later the respiratory rate í 
is difficult, to^ understand’ how a -pulpy protrusion can occur with was 15 per mmute and the blood pressure 140/85 mm. Hg: In -: - 
‘an intact annulus Surely if the annulus has become detached ~ the post-operative period an intradermal injection of 0.1 mi. 
- from the`rim of the vertebra it.can no longer be intact: Agam,  pethidine:solution was followed by the development of a weal 
aot all pulpy protrusions are marginal. At operation the surgeon 1 in, in diameter and surrounded by an area of hyperaemia.. A 
bas often demonstrated to me a postero-lateral bulge, midway control injection of normal saline proved" negative. We gt 
between the vertebral bodies, the essential lesion being a partial mg y : M o 
tear leading to a weakening of the annulus, the bulge being secon- ‘1 am indebted to. Mr. G. Millington for permission to publish . 
dary to-the’tension of the nucleus. . 5 this case and to Dr. M. Swerdlow for his advice.‘ ‘ ne Ns 
Now that we have all become ee there is ‘a tendency -—J am, etc., ‘ wh te 32 - es 
to forget the other components of the ‘intervertebral joint, and > a . oD. FELDING ` 
I am sure that in many cases of chronic low backache the pain ee g ns Mm D: m r o, 
arises in the ligamentum flavum. M. B. Dockerty and J.G. . Wo keg oy ee ena SOA 
Love,.of the Mayo Clinic (Proc. Mayo Clin., 1940,15, 161), stress ¢ Smallpox and Human Sacrifice. ` ` 2 
~ tho fact that the ligamentum flavum frequently sustains trauma i . ' ; a ae 
concurrently with the disk. The ligament becomes thickened: the -Sm—Dr. L C. Monro in his letter Qanuary 20, p. 136) 
elastic fibres being replaced by fibrous tissue. -They term the states: “The tragedy is that not one of these deaths is neces- 
condition “ hypertrophy with fibrosis.” It may well be that this “sary... Deaths from smallpox very seldom occur: after. 
a would respond to sustained traction ra described guccessful infant vaccination.” He goes on to refer to the 
‘Dr. iax. Possibly also, in view of the fact that the disk “« ` ; reo ` nhi 
is not the only component of the intervertebral jomt, “ deranged gross oe a parents yoi ie rae their children 
intervertebral joint * would be a more suitable form of diagnosis. vaccinat t rst year o =H Practice swa 
Finally, although I am- afraid Dr. Cyriax will not agree, there universally carried out it would take only a few years to 
still is a place for short-wave diathermy and massage in the treat- build up the. community’s resistance’ so that death from 
ment of disk lesions. Short-wave diathermy by its deep-heating - smallpox became impossible.” En d a ; 
effect can bring some relief to the pain caused by the inflammatory One can only think that Dr. Monro has not had much - 
reaction at the site of the‘lesion. Likewise Aight massage in experience of smallpox, and is not familiar with the-_litera-“* ~_ 
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skilful hands can de much to.reduce muscle spasm. + , a ture of the subject, or he would not-have ventured to make ` 
—I am, etc, i , : ae - an assertion so greatly at variance with the truth. In almost 
London, W.1. z E 3 E.’J. Crisp.. every outbreak of smallpox a substantial. proportion of the © 
at l : fatal cases occur among persons who have been vaccinated ` 
xs OTE AN in infancy. It so happens that I have just been re-reading ` - 
Pethidine Sensitivity . = `y the official’ report on ‘the outbreak of smallpox which 


Sm,—Dr. D. Zuck’s deseription (January 20, p. 125) of occurred in Edinburgh (originating in the Royal Infirmary) © 
his case of pethidine sensitivity is not altogether convincing. in 1942. If Dr. Monro will look up page 32, Table VL, of 
Can‘he genuinely attribute the adverse symptoms described that report he will see that of 18 vaccinated patients no fewer * 
solely. to the administration of. pethidine when a variety of than six died, five of these being haemorrhagic. . I admit that | 
different drugs were being used? It is by no means un- the figures were rather exceptiona] (as well as being very 
common to see a sudden and severe rise in the pulse rate small), because among nine unvaccinated cases ‘ there 
following the administration of “ flaxedil” with any combi- happened to be only two deaths; but with these figures 
aation of anaesthetics, - I would agree that nitrous oxide -before him -l think that Dr. Monro must ‘admit that his 
and oxygen with pethidine arid a suitable muscle relaxant assertion was, to say the least of it, “ wildly beside the mark.” . 
~can provide “perfect operating conditions,” but in an un- -\If‘it is any comfort to him he will also see that: among 
selected series of nearly 500 cases I’ have seen-no single -nine revaccinated cases there were no deaths.—I am, etc. 
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ae ove porkidine per se has caused any ill effect. Ta. ` CK Lick M i RD’ . l : 
” goikencas. : HARRY F. GRIFFITBS. A a i ives BPS sy ro ye , 
` : - . Health, Diet, So’ — tae Fae 


_ Sm,—Dr. D. Zuck’s report of a case of pethidine sensitivity Sm,—I was glad to see Dr. Jordan’s letter on this subject 3 p 
(January 20, p. 125) prompts me to record a similar-case, . in the Journdl (January 20, p. 137). I, too, wonder why so “ 
The patient was a woman aged 62 years, of average size and little attention has béen paid to the factor of diet in disease ` 
good ‘general health, blood pressure 160/100.mm. Hg. The’ production and prevention. It appears tome that the work ~ - 
operation was for the repair of a second-degree vaginal prolapse.- of Sir Robert McCarrison in the field of preventive medicine 
Premedication was ¢ gr (IO mg.) morphine and 1/100 gr. has been lost in the maze of hyperspecialism, where none 
(0.6 mg.) atropine given 60 min. pre-operatively. 5 ~ can see the wood for'the trees. It was ‘McCarrison, not 

Anaesthesia was induced with 0.4 g. thiopentone and continued Howard, who. first drew atteñtion to the won : acta ok: 


with nitrous oxide with 25% oxygen, administered by a Boyle’s 5 ` 
machine. Five minutes after induction, as anaesthesia was still the diet of the northern tribes of- India in his Cantor 


very light, and after the patient had been placed in the lithotomy Lectures. He says. “So impressed was I by the adequacy 
position. a further 0 2 g. thiopentone was given. Anaesthesia was of the northern Indian’s diet that during the later years of 
now evenly established, and 25-mg. pethidine was given into a my experimental work Fused it as the diet‘of my stock rats =~’ 
vein of the dorsum of the hand. The patient became apnoeic These numbered about 1,000. ... During. the five years - 
within a very short space of time, and was inflated rhythmically prior to my leaving India there was in this stock no case of 

by manual compression of the rebreathing bag. Nitrous oxide illness. no death ffom natural causes. no maternal mortality.“ 
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th 25 j th h . fi tess. i : ; : . ; 
xi W% Osyeen was. given throughout. -After five minutes; no infantile mortality. dt is true that the hygjenic conditions ”, 


respiratory arrest was replaced by isolated deep respirations gr the A S 
rate Of two per minute. Fifteen minutes after the aoe of under which they lived were ideal..:. But the same care 


pethidine had been given the respiratory rate was three per Was bestowed during these years -on several thousand” 
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deficiently fed rats, which developed a wide variety of ail- 
ments, while the well-fed animals enjoyed a remarkable 
freedom from disease. i 
their food that this freedom was due.” Surely this was an 
amazing achievement in preventive medicine, yet it has been 
lost sight of by the bulk of the medical profession. 

As Dr. Jordan points. out, Howard, in the agricultural 
world, stressed the importance of growing food crops on 
organic principles, and claimed that by his methods of feed- 
ing and husbandry the natural resistance to disease of his 
stock was raised to such an extent that they did not contrdct 
foot-and-mouth disease when exposed to it. If this is correct 
it is a most important step forward from McCarrison’s 


. experiment, as-I doubt whether McCarrison’s stock rats were _ 


ever purposely exposed to acute infectious disease. 
I think that it is of the utmost importance that the com- 


parative immunity to-foot-and-mouth disease and other ; 


diseases of organically raised and other stock should be 
tested by exposure to those diseases. Recently I had the 
privilege of visiting the farm of Mr. Friend Sykes, at Chute, 
along with a number of medical friends. Mr. Sykes also 
claims to have banished disease from his stock by his methods 
of organic farming. We were all very much impressed by 
what we saw, and by Mr. Sykes’s answers to.our questions. I 
suggest that the, Medical Research Council should sponsor 


_(1) an investigation such as I have outlined above, (2) an 


examination of Mr. Sykes’ hi records of the past 15 years, and 
(3) an examination of the 'results of the long-term investiga- 
tion of this subject undertaken by the Soil Association on 
their farm at-Haughley. If this were done I believe it would 


. result in a complete vindication of McCarrison’s statement 


that “ the greatest single factor in the acquisition and main- 
tenance of good health is perfectly constituted food.”— 
I am, etc., ` 

St. Mawes, Cornwall. f= N.C. PENROSE. 


Metabolic Effects of Salicylate m 

Sm,—Your correspondent, Dr. S. w Stansbury (January 
20. p. 138), assumes ‘that in our paper (Reid, Watson, Sproull, . 
1950, Quart. J. Med., ns. 19, 1) we consider the reaction 
change in rheumatic fever resulting from salicylate 
administration is a “primary” respiratory alkalosis. This 
is not correct. We did not qualify the term respiratory 
alkalosis in our paper, for two good réasons. First, our find- 
ings would not permit more detailed description, as i the rise 
in plasma pH and „fall in plasma “CO, content developed 
simultaneously in beth patients. Secondly, though a primary 
respiratory alkalosis may be conjectured it is difficult to 
reconcile this with the fact that hyperventilation from sali- 
cylate subsides, and the plasma pH actually falls, when 
sodium bicarbonate is given. We thus consider that the 
origin of the reaction change to salicylate in rheumatic fever 
remains a puzzle and so cannot accept Dr. Stansbury’s — 
interpretations of our findings. 

J thank your other correspondent, Dr. Paul (January 20, 
p. 139), for his interesting comments on the reducing-sub- ' 
stances which may appear in the urine > during salicylate 
treatment.—I- -am, etc., 


Glasgow. James REID. 


“ 
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“A Kick in the Pants” 7 

Sin,—The departure of “Mr. Aneurin Bevan from the 
medical scene was an event which called for a fuller notice 
in the British Medical Journal. 
the Right Honourable gentleman had held, office as Minister 
of Health longer than any of his predecessors and that, the 
electorate having expressed the wish in 1945 for a National 
Health Service, he undertook the most onerous task that has 
yet befallen a Minister of Health. No offence-will have been 
taken by having mentioned that'the B.M.A. disagreed with 
many of his numerous and difficult decisions, but it would 
Have been courteous at least to wish him well if the new 
and heavy responsibilities which he has been called upon to 


* accept. 


4 


CORRESPONDENCE 


It is clear, therefore, that it was to _ 


Omitted were the facts that ` 
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The pity is that a professional journal, when bidding a 
statesman farewell from the medico-political arena, dis- 
regarded his sterling qualities and denigrated his ability.. ] 
can only surmise that the B.M.J. was influenced by the feel- 
ing of the Opposition. May I ask whether it is in keeping 
with medical tradition for the B.M J. to undertake a function 
of the Tory press? Is it really too much to expect that the 
B.M.A. should, regardless of whichever political party holds 
power or whoever may be Minister'of Health, show itself the 
essence of professional decorum and refrain from giving 
a vulgar “kick in the pants” to one of‘ His Majesty's, 
Ministers ? Has the time not yet arrived for the B.M.A, to 
cease being a puppet of the Conservative Party and to return 
to its stand as a professional organization removed from 
party politics ?—I am, etc., eae - 

London, S.W.1. A. D. D. BROUGHTON. 


Fate of a Good Samaritan in Burma 


SR—I hope that the medical profession in this country, 
will not accept without uttering a ‘protest the sentence of 


six years’ imprisonment recently passed by a Burmese court 
-on Dr. Seagrave. : 


Here; more important issues are involved 
than local Burmese politics. A doctor must be allowed to 


f 


work outside the noisy nng of politics and to'administer to . 


the sick irrespective of their party. He must refuse to aid 
only those of which the Government in power happens tc 
approve. The charges brought by the Burmese authorities 
against the Western doctor who had done such excellen 
work in their country were utterly trivial: that. when the 
Kachin insurgents-captured the town in which he was work- 
ing he was polite to the commanders and even offered them 
tea; that. he allowed them to take away certain medical 
supplies which they badly needed. The fact that he was 
their prisoner and had no power to restrain them does not 
seem to have been taken into account. In any case six 


years’ imprisonment does not appear to be a suitable - 


sentence for being amiable and polite to one’s captors. The 
utmost publicity must be given to this case. Although the 
rulers of Burma have elected to be politically independent 

of ‘the’ Conimonwealth, economically Burma- is not self- 
sufficient and cannot, therefore, afford to affront Western 


codes of behaviour, It is to be hoped that some internationa) ~ 


medical body will take this case up. Dr. Seagrave not only 
-worked as a doctor; but set up in Burma an organization: 
for the training of the nurses which that country so badly 
needed. He was therefore a representative of international 
medicine and can claim the help of ay medica] or health 
organization working on a world scale.—I am, etc.,- 


London, W.1. NET WALKER 


, POINTS FROM. LETTERS 
' Registrar ‘Appointments 4 
Dr. Jonn Forres (Adwy; near Wrexham) writes : 


is the difficulty that senior registrars in non-teaching peat 
have in obtaining consultant posts when they are in competition 


with senior registrars from teaching hospitals. Similarly, non- 


teaching hospital registrars are at a disadvantage when it comes. 
to getting senor registrar posts in a teaching hospital against the 
competition of registrars, from that -hospital itself or from other 
teaching- hospitdls. . ...“ I would like, therefore, to put forward 
a practical proposal—namely, that in the future senior registrar 


posts should be largely confined to teaching hospitals, whereas. 


registrar -posts should be largely confined 
hospitals. This would mean that a thainee would after finishing 
his senior house-officer appointments be more or jess compelled 
to continue his apprenticeship as a registrar at a! non-teaching 
hospital. After two years, however, he would be able to apply 
for a senior registrar post at a teaching hospital, where his training 
would be completed. In this application he would be competing 
on equal terms with registrars from. other non-teaching hospitals. 


Influenza A ' 

Dr. W. L. Frazer (Los Angeles, Calif.) writes: . I used 
colloidal silver intravenously in_combating -the type of nfibenss 
epidemies in 1918-19, and. I am convinced it is specific for that 
type. . A i 


to non-teaching, 
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SIDNEY P. PHILLIPS, MD., F.R.C.P. 


The death on January 19 of Dr. Sidney Phillips, in his 
-{00th year, at St. Mary’s Hospital after an illness of 
only a few days will’ be greatly regretted by all who 
knew him. He was second senior Fellow of the Royal 
‘College of Physicians of London, where he was 
Treasurer for 14 years, from 1924 to 1938. Though he 
outlived nearly all his contemporaries, and very few at 
St. Mary’s Hospital remember him, numbers of his 


former pupils still in practice will remember with grati- - 


tude his tutorial classes in medicine. For the past ten 
years his total blindness from chronic retinal degenera- 
tion had restricted his activities greatly, so that he lived 


most of the day in his armchair in Park Chambers, - 


Queen’s Gardens, not far from the hospital where he 
spent a large part of his working life. 

We are indebted to Dr. Wilfred Harris for the 
following appreciation : Sidney Philip Phillips was born 
on July 27, 1851, at the time of the Great Exhibition in 
Hyde Park, and we all counted on his reachirig his cen- 
tury, for his mind and memory were so clear, and he 
thoroughly enjoyed talking over old times. His father 
was in business in the City, but died in early middle life 
before Phillips was qualified. Phillips then set out to 
keep himself by coaching and so spare expense to his 
mother, who had three other children. He was fond of 
climbing, and he held a certificate of having ascended 
- Mont Blanc in 1871 when aged only 20. Like other men 
and women of his generation he saw great changes. 
St. Mary’s was just built and was opened to patients in 
the year he was born. As a boy he used to fish not far 
from his home in Queen’s Gardens in the West Bourne, a 
stream which ran down Craven Terrace on its way to the 
head of the Serpentine, just inside Kensington Gardens. 
He was educated at University College School, then 
boused in the south wing of University College, and, 
since he disliked the idea of business and wanted to 
become a doctor, it was natural for him to proceed to 
University College and its medical school. The new 
_ University College Hospital, since built by Sir Blundell 

Maple's generosity, was then scarcely thought of. In the 
old building—famous for men like Sir William Jenner 
—Phillips, after qualifying in 1877 and gaining the 


gold medal for materia medica and therapy, served as- 


house-surgeon, house-physician, ophthalmic assistant, 
and junior demonstrator of anatomy. He had graduated 
M.B. in 1878, and proceeded M.D. two years later. As 
no opening seemed possible just then at University 
College he applied for the post of medical registrar at 
the Middlesex Hospital, which was also advertising for 
a surgical registrar. When interviewed by the com- 
mittee he was asked whether he intended to devote all 
his time to medicine in the future ; he answered “ Yes,” 
but was turned down. So he hurriedly applied for 
the surgical post, and half an hour later was asked by 
the same committee whether he intended to devote his 
whole time to surgery. Again he answered “ Yes,” and 
got the appointment. ‘This story he told me years 
ago, as a great jest. He served the Middlesex for two 
years, from 1880 to 1881, living then at 12, Radnor 
Place, near St. Mary's, so it seemed natural that he 
should apply for a post there, being appointed in 1881 
as senior demonstrator of anatomy, a post he held for 
four years. In 1883, the year he became a Member of 


OBITUARY 


= Bay 
MaprcaL JOURNAL 





the Royal College of Physicians, he was appointed assis- 
tant in the medical out-patient department, and in the 
following year physician to out-patients, becoming full 
physician in 1896 on the retirement of Sir William 
Broadbent. 

Perhaps Phillips was best known at St. Mary’s for his 
ward classes as medical tutor, which he carried on from . 
1890 to 1901, after hé was promoted to the full staff. He 
had a good-natured, pawky humour, and was fond of 
teasing his students in class by laying simple traps, such - 
as telling them to listen to an inaudible heart in a map 
with gross emphysema and thén questioning them on 
what they heard. In those days.at the annual hospital 
dinner Phillips and Edmund Owen were always pul 
up for a speech, and many a quip would be bandied 
between, them. Herbert Page was another orator we 
generally heard. O si sic tempora! ‘ 

About the time Phillips became physician to out- 
patients he was also appointed to the London Fever 
Hospital in the Liverpool Road, to the Lock Hospital. 
and to the Paddington Green Hospital for Children. In 
1891 he was elected F.R.C.P. From the autumn of 1914 
until April, 1919, he served as lieutenant-colonel in 
the R.A.M.C. (later becoming brevet colonel) at 
the 3rd London General Hospital, Wandsworth. 
on the medical side, the hospital being run jointly 
between the Middlesex, University College, and St 
Mary’s. At the same time he served as a special con- 
stable for four years, so that his health failed somewhat 
towards the end of the war, and he suffered badly fo: 
months from boils, enduring many treatments from tin - 
to vaccines. In 1920 he retired from St. Mary’s, be- 
coming consulting physician. Besides being. treasurer, 
Phillips was also an examiner to the Royal College of 
Physicians, as well as to the University of London and ` 
the Society of Apothecaries. Atone fime he was 


“ president of the Harveian Society. He published 


numerous papers, mainly on fevers and diseases of 
the heart and organs of digestion. For five years of the 
late war he lived in the country near Churt, but in 1945 
hè returned to London. For the last 14 years of his 
life ‘he was looked after by his devoted nurse, Miss 
Doyle. He was a`member of the Bath Club for many 
years, and also of the Savile Club when housed in 
Piccadilly. Phillips never married. In appearance he 
was tall and thin, with aquiline features, iron-grey hair, 
and a clipped moustache, 
\ 


WALTER WALKER PALMER, M.D. 


We record with regret the death of Dr. Walter W 
Palmer, of New York, on October 28, 1950. For the 
following appreciation we are indebted to Professo: 
J. W. McNee.” : 

Dr. Walter Walker Palmer, always known as “ Bill” 
Palmer to his host of friends in the United States and 
to many physicians in Britain and Europe, died last 
October at his country home in the lovely Tyringham 
Valley, Mass., from coronary disease, aged 68 years- 
The news has only recently filtered through to Britain, 
and there is an obituary notice in the Journal of the 
American Medical Association of December 23, 1950, 
describing briefly the many facets of his distinguished 
career as physician, teacher, and administrator. Bill 
Palmer was one~of the best-loved medical men in 
America, and for 26 years (1921-47) was Bard Professor 
of Medicine at Columbia, New York, and director of 
the medical service at the Presbyterian Hospital. He_ 
had much to do with the transfer of this hospital from 
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its old building ‘down-town to its new palatial premises to operations for painful Pelvic _ conditions such as 
far up-town. He retired from his chair in 1947, and endometriosis. . 
was succeeded by Dr. Robert Loeb. This, however, The gynaecological ‘clinic at the Hôpital ER 
- simply meant a transfer to another important post, and Blanche became the Mecca of surgeons and gynaeco- 
he moved down-town again to direct the new. -Public logists throughout the world, with Cotte ever ready 
Health Research Institute of New York. - ` and eager to welcome and demonstrate. Yet withal, 
A medical graduate of Harvard in 1910, mes and in spite of multiple honours, including the British. 
_ first opportunity came with his appointment to the D.S.O., the Legion. of-Ħonour, and the presidency of 
Rockefeller Hospital, New York, in 1915. Thereafter the Lyons branch of the. Red Cross and of the Lyons 
he spent two years (1919-21) as associate professor of ` Medical Society, he remained the most modest of men. 
- medicine at Johns Hopkins, Baltimore, before return- His charm and boyish enthusiasm remained to the end, 
ing to New, York, where most of his active life was and his passing deprives the profession of a distinguished 


spent. . His best-known research work was on acid-base and lovable personality. n 
equilibrium (with L. J. Henderson), and his other main - 
interests were in diabetes and thyroid disease. Palmer . G. E. GASK, CM.G., DS.0., FR LS. 


at one time or another was president of most of the Professor G. Grey Turner writes : From just {after the 
chief medical societies in the U.S.A., including the 1914-18 war Professor: Gask was very interested in 
` Association of American Physicians and the -New the idea’of the development of a postgraduate medical 
York Academy of Medicine. He served in the first school in London. He was untiring in his efforts, and 
world war, and thereafter gave expert’ assistance to _ devoted much thought and time as well as work on 
many Government departments. committees to further that end. When ‘the idea took 

; Bill Palmer was a big, burly man of great charm and ` shape he was appointed by the senate of the University” 
with the heart of a boy. The writer visited him in New. of London as one of the representatives on the Govern- 
York in the autumn of 1949, and also spent a Happy ing Body and was later the first chairman of the School 
day with him in company with P rofessor Warfield T. Council, a position he filled with great assiduity. Gask 
Longcope at the farm in Massachusetts. There Palmer always hoped that one of the well-recognized’ teaching 
enjoyed to the full his holiday hobby of making beauti- schools would be willirig and perhaps even eager to 

_ ful furniture ; his workshop, filled with shining electric- switch over from undergraduate to postgraduate activi- 
ally driven saws, planes, and lathes, was his great pride. ties, but when that did not come to fruition he adopted 
Palmer was certainly one of the really big men_of the proposal to adapt one of the L.C.C. hospitals, and 
American medicine in his time, and will be greatly did his very best to help the development of the Post- 
missed. -> graduate School in Ducane Road. He certainly did a 
GASTON COTTE, M.D. ` _ great deal to guide the destinies of the new venture in 


‘+ Professor Gaston Cotte, who has recently died at the the early years, and often against opposition fronr more 


age of 71, was one of those fortunate surgeons who, than one quarter. Having once convinced himself' on” 
by the invention of an original operation which has what was a proper course Gask was not easily deterred 
stood the test of countless successful performances, have He was a man of big ideas, but it was more his forte 
achieved lasting memory. Presacral neurectomy has -to initiate and guide than to work out details. To him 
, proved’ one of the most beneficial of sympathetic- it was almost a knock-out blow-when on account of 
“system operations, and, though independently dis- the financial crisis of 1931 it was necessary for the: 
covered -and largely popularized: in this-country and Treasury to cut-the proposed grant by half, and ne 
the United States by Davis, credit for precedence must always felt that the venture was crippled from the outset 
remain with Cotte, whose papers anteceded those of ‘to that extent. But he carried on and tried to establish 
Davis by several years, though obscured by their publi-- those ideas which he had nourished, encouraging here 
‘cation in 4*journal of somewhat limited. circulation— and stimulating there, and doing what he could to build 
- Lyon Médical, His book, Chirurgie du Sympathique it up. Ofcourse there were those who predicted that - 
Pelvien en Gynécologie, was published in Paris in 1932. the -scheme was doomed to failure, and his faith and 
A native of Lyons, Cotte remained faithful to` that determination and quiet persistence were great assets in 
city throughout his life; and, with the exception of three -those early days. Gask took great pains to select what 
` years spent as surgical specialist dt Salonika, passed he considered the proper pedple for’ the various posts, 
the whole of his professional career there, eventually but once they were installed he believed they should 
succeeding his teacher,’ Pollosson, as professor of clini- have their head and was prepared to make great allow- 
cal gynaecology. He had always been interested in the ances until they could prove themselves.. There was - 
problem of gynaecological pain, and, with Leriche carry- no premature fussy interference. He was most keen 
ing on his pioneer work’ in the neighbouring clinic, on the importance of records, and it was one of his 
sought through sympathectomy of various types to favourite ideas to set up a master scheme that might 
„produce the desired effect. But. it. was largely due ta form a model of something really worth while, but 
the newer anatomical concepts enunciated by another _ there were many frustrations. , 
Lyonnais, Latarjet,-that he was able to point the way There was another characteristic to which I would 
to rational nerve division, and to show that there was like to refer.- Towards the end of the 1914-18 war 
an easily accessible-nerve bundle—the presacral nerve— ‘Gask and I. were in New York together on a War 
division. of which would cut off effectively. the entire . Office mission, when. news of the armistice came 
abdominal sympathetic supply to the uterus. It was not through. Up till that time I had always regarded 
long before the operation of presacral sympathectomy Gask as one of those big silent men without a ‘touch 
was universally adopted, at first with.somewhat uncriti- of sentiment, but I can never forget the deep emotion 
cal enthusiasm, but it has weathered the test of nearly which he showed on that occasion. Perhaps the 
20 years, and remains of curative value in cases of emotional surge even took him by surprise, -for to 
intractable dysmenorrhoea and an indispensable adjunct explain his tears-he told me he-was_ thinking of dead 


> - 
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boys on the battlefields of France. Gask really loved the 
young and unobtrusively spent his life in trying to guide 
and help them. In many ways Gask was a great fellow, 
whom it was a privilege to have known so intimately. 


Sir ARTHUR HALL, M.D., F.R.C.P. 


-C. W. B. writes: May I, as an admirer of the late Sir 
Arthur Hall from the day, 60 years ago, when in 
friendliest fashion he came to the help of a raw first- 
year student, working at .his first “ part” in the dis- 
secting room in Leopold Street, Sheffield, express 
appreciation and thanks for the obituary notice in the 
Journal of January 20 (p. 140), With its record of Sir 
Arthur’s great achievements for the city of Sheffield 
and for the profession which he adorned ? One found 
in his helpfulness and patience with minds less well- 
equipped than his own a ‘powerful attraction, whether 
one was acting as practical physiology or clinical clerk 
or playing next to him in the school orchestra, or in 
later years as his patient. A.G. Y. speaks very truly 
for those who have lost in him a generous and charm- 
ing friend. Now he has joined “ the choir invisible af 
those immortal dead who live again in minds made 
better by their presence.” 


khi 


Dr. WILLIAM BENTON, for many years medical officer of 
health of East Ham, died at Thornton Heath, Surrey, on 
December 5 at the age of 82. Born at Barrow-on-Soar, 
Leicestershire, he went to Barrow Grammar School, and 
studied medicine at Charing Cross Hospital, qualifying in 
1896. After ,holding a resident appointment as obstetric 
_house-physician at Charing Cross Hospital, he served for a 
short period as ship surgeon, and then settled down at 
Upton Park, London, in 1898 in general practice. In 1903 
he obtained the D.P.H., and in 1909 he was appointed 
deputy M.O.H. to the County Boroigh of East Ham in a 
part-time capacity. Eighteen months later he gave up 
general practice on his appointment as M.O.H.—a striking 
testimony to the confidence and affection his devotion to 
his patients had inspired in the borough. His new duties 
included charge of the isolation hospital. But his experience 
of general practice was not wasted: it made him realize 
the need for the school medical services which he initiated, 
and inspired his pioneer activities in maternity and child- 
welfare clinics. The first municipal baby clinic was 
imaugurated in 1912; it was on a voluntary basis at first, 
but in 1914 it became a full function of the council. In 
the 1914-18 war he served as a lieutenant in the R.A.M:C. 
and was assigned duties in examining recruits and as 
battalion M.O. He took a great interest in the St. John 
Ambulance Brigade, being a divisional surgeon and 
examiner; he was decorated with the Order of St. John, 
and in 1948 was presented with the insignia of a Commander, 
an honour which gave him great pleasure, He was examiner 
for the General Nursing Council of England and Wales, 
and a past-president of the Home Counties Branch of the 
Society of Medical Officers of Health. East Ham was not 
ungrateful for his services. He was a past-president of its 
Rotary Club, and on his retirement in 1935 he was given the 
freedom of ‘the borough and made a J.P. In 1936 he 
retired to Worthing, but not to idleness. From 1938 to 
1946 he was a member of the town council, becoming chair- 
man of the public health committee. He also retained his 
appointment as examiner for the Southern Railway, and 
continued his ambulance work as divisional surgeon to the 
Lancing and Sompting Division. Benton was a member of 
Gray’s Inn and a Freeman of the City of London. His 
wife died in 1939, and his two sons, both members of the 
medical profession, survive him. He leaves the priceless 
memory of a long career of eager and unselfish service 
based on Christian ideals. The writer mourns the end of 
an unclouded friendship of sixty years —W. S. E z: 


’ faith altogether in medica] examinations. 
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Medical Notes in Parliament 








’ Pensions for Disabled Men 


On January 23 Mr. LesLie HaLe raised the subject of 
pensions for disabled persons. He said that in his divi- 
sion he had been confronted time after time with cases: 
of disseminated sclerosis and Parkinsonism. > A man who 


had joined the Forces officially fit but came out crippled . 


by the disease was unable to establish that it was due to- 
service in the Forces, because no one knew the cause of © 
the disease. There was no known medical origin, and it 
was therefore utterly impossible for any man before the 
Medical Appeals Tribunal to establish affirmatively that his 
disease was caused by war service. Mr. Hale suggested 
that in such cases the burden of proof ought to be shifted, 
Some decisions by Mr. Justice Denning certainly seemed 
to shift it, but there bad been no attempt by the Medical 
Appeals Tribunal to consider the matter purely on medicat 
groundg. , 

Turning to the general question of pensions for disabled 
men, Mr. Hale said that the policy of the Government had’ 
been quite rightly to regard the very serious totally un- 
employable cases as peculiarly worthy of special care. He 
thought, however, that too small a percentage of pensioners 
were receiving the additional allowances. Out of a total 
of 600.000 about 6.000 pensioners received an unemploy- 
ability supplement, about 8,000 had a compensating pension 
for’ diminution of occupational capacity, and less than 
3,000 received a constant attendance allowance. There 
would be great satisfaction if the criteria of unemploy- 
ability were applied a little less rigidly. He felt that more 
might be done to provide work in the home, and he was 
distressed by the number of people who were employable 


but who, because of their medical record, failed to obtain . 


employment. The nationalized industries had not a good 
record in this respect. Work should be found for these 
people, because the amelioration of their sufferings lay 
in work. 


\ Medical Attitude to Clahmants 


Mr. Hale said he was worried about the attitude some- 7 


times shown towards chronic sufferers. He knew of one 
man who had in his records, “ He limps, and. will con- 
tinue to limp so long as he gets money from the R.A. 
Corps, from the National Health, and the Ministry of 
Pensions.” and yet there was no doubt about the genuineness - 
of this man’s caser - 

Another man suffered from bilateral otitis media during 
his service in the Army. He was discharged and given a 
fair pension, and then went before a Medical Survey Board, 
who examined him and reported that his general condition 
was good. Five weeks later he died, and the post-mortem 
examination revealed the cause of death as due to myo- 
cardial degeneration and arteriosvlerotic nephritis. He 
said that, if a Medical Survey Board examined him to-day 
and in five weeks’ time he would’ be dead with something 
seriously wrong with his heart and arteries, then he lost 
In this case a 
wretched dispute followed with the Appeals Board about 
whether this man’s death could have been caused by otitis 
media. Most textbooks said that nephritis frequently 
followed otitis media. Mr. Hale thought that in a case 
like that it would be reasonable. for the Ministry of Pen- 
sions to say that, as the man had been gravely ill in the 
Forces, had been ill ever since, and had died prematurely, 
the case was one where there should be a pension. 

There were- other cases he knew of which were also 
worrying. One Oldham man who served in the 1914-18 
war said he had been shot in the shoulder, and went on 
saying it. After 30 years he was still told that this was 
not so and there was nothing to complain about, but when 
he was finally radiographed in Oldham Infirmary a bullet 


~ was discovered and taken out. The Ministry had then given 


? 
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him a pension, but refused to pay back-money, although the 
man had been claiming every two or three years since 1918. 
Mr. E. A, A. SHACKLETON quoted cases where a more 


. sympathetic approach to the employment of disabled men” 


was needed. He also mentioned that many parents whose 
sons were disabled felt deeply that their own plight should 
be recognized and that there should be a more generous 
judgment of their need as dependants in awarding pensions, 

Dr. CHARLES HIL said that though it might be impossible 
to prove that service caused disablement, if no one knew 
the cause then no one could exclude the factor of service, 
He commented on the number of out-of-date motor- 
propelled invalid tricycles, for which maintenance was 
difficult, and he asked that the new models should have 
a reversing gear and, if possible, a seat for-a companion 
so that the invalid need not go out in solitude. 


Influence of Medical Opinion’ 


Mr. R. V. MELLISH said that Pension Appeals Tribunals 
were often confronted with a fait accompli before the cases 
had been heard, because of the medical opinion. Medical 
opinion, for instance, said that diabetes mellitus was, in 
the main, hereditary and that conditions of hardship were 
not neeessarily contributory. Likewise with disseminated 
sclerosis, they held that it was in the main hereditary and 
therefore nothing to do with the man’s service in the Forces. 
. Mr. Basi. NLD said he hoped that in future it would 
be a matter for the Ministry to show that the disability did 
not arise from service rather than a matter for the dis- 
abled person to establish that it did. He remarked that 
it was often’ impossible to convince an unfortunate person 
that his service had nothing to do with the disability, 
whatever the doctors said, and since a man might in any 
case have to be supported out of some fund of public money 
it might be psychologically sounder that the help came from 
the funds of the Ministry of Pensions. He asked whether 
the Special Appeals Tribunal to re-examine old cases in the 
light of new principles was still in being. 

Mr. W. KEENAN instanced the case of a man with over 18 
years’ service in the Army who died from coronary throm- 
bosis and whose widow had approached him about a pen- 
sion. When he opened the case before the Tribunal he 
was told that the opinion expressed by the Ministry’s medi- 
cal adviser decided the case even before the Tribunal bad 
looked at it. He was advised that some of the medical 
authorities on whom he had rehed were not necessarily 
tight in asserting that stress, strain, and climatic condi- 
tions had anything to do with the onset of coronary throm- 
bosis. The Ministry’s view had not altered over the years, 
but he believed that medical opinion had softened and 
changed considerably, and he thought that the time had 
come for second thoughts about pensions in these cases. 

Squadron-Leader H. E. Cooper criticized the slowness of 
the Ministry in settling some of these cases while a man’s 
family suffered. He appealed for a rise in the pension paid 
for amputations, which was the same as it was in 1919, 
while the cost of living has risen out of all proportion. 


Preparing an Appeal - 

Mr. F. ANDERSON suggested that in many of these cases 
it was worth getting additional information about the case. 
It might be that there was some contributory cause in a 
man’s service which was not mentioned on the précis sheet 
before the Tribunal, and he had also found a lot of informa- 
tion in the précis which was foreign to the man concerned. 
He felt that the-applicant should have better facilities to 
get independent opinions from specialists so that they would 
be on more equal terms with the Medical Services Drvision 
of the Ministry. He sometimes feared, too, that the medical 
men on the Appeals Tribunal might be far from up-to-date 
m their medical knowledge. 

Mr. G. A. Isaacs, making his first speech as Minister of 


` Pensions, apologized for not being able to answer all the 


questions raised, because he was so new to the job. The 
proportion of disabled men employed by the Government 


ROYAL FACULTY OF 


was considerably over 5%, although the legal responsibility 
was only 3%. He would do all he could to maintain the 
standard of humanity set by his predecessors at the Ministry 
of Pensions and he would carefully consider every point 
that the debate had brought out. : + 


7 Swiss Beds for British Patlents 2 


Mr. HENDERSON STEWART asked on January 23 for a 
report on arrangements made to secure places in Swiss 
sanatoria for Scottish patients with tuberculosis. 

Miss M. Hersison said Mr. McNeil was satisfied, after 
a visit of inquiry by clinical experts (see Journal, December 
9, 1950, p. 1342), that a number of beds were available 
and suitable in Swiss sanatoria. Legislation would be neces- 
sary to permit their use under the N.H.S., and the financial 
implications were now being considered in consultation 
with Mr. Gaitskell. 


Beds for Acute Cases 


Mrs. ELIZABETH BRADDOCK asked on January 25 for the 
number of deaths in Liverpool for the week ending January 
13, 1951; how many were over'65 years of age; and what 
was the number of deaths in Liverpool for the worst of the 
influenza epidemic in 1919. 

Mr. Hitary Marquanp said there were 949 deaths from 
all causes. Of the 216 deaths for which influenza was men- 


-tioned on the death certificate, 146 were of people aged 65 
‘and over. 


The greatest number of deaths from all causes 
in Liverpool in one week during the influenza epidemic in 
1919 was 642. ` 


Mrs. Brappock inquired whether the Minister knew the 


.concern in Liverpool at the inability to obtain hospital beds 


for acutely ill persons, especially aged persons; and what' 
steps he was taking in the matter. _ 

Mr. MARQUAND said that even during the recent heavy 
pressure 92% of urgent cases had been admitted within 
24 heurs through the Emergency Bed Bureau, and half the 
remainder within a day or two. Hospitals had met the 
situation by restricting admissions of other cases and by 
early discharge where possible. : 

Mrs. BRADDOCK further asked if the Minister would ensure 
that cases were not refused by any hospital while there were 
empty beds available. i 

Mr. MaRQuAND replied that admissions to hospital must 
be locally controlled. He added that he had no reason to 
think that hospitals were refusing to admit patients for 
whom beds could be made available. 

Mr. JAIN MACLEOD suggested that the trouble was in part 
due to the absence of a statutory undertaking on hospitals 
to admit the acute sick. Previously this obligation had 
existed from 1601 to 1948. 


Tonsils 


On January 25 Mr. W. A. Stewarp asked whether Mr, . 
Marquand knew of cases ‘where patients requiring their 
tonsils removed had been informed by a number of hospi- 
tals that they would have to wait two years. 

Mr. Marquanpd answered that the waiting period 
varied in different areas, and in some had been increased 
by the need to suspend operations while poliomyelitis was 
present. So far as resources permitted, additional units and 
operating sessions were provided. 








Universities and. Colleges 
rR 


PHYSICIANS AND SURGEONS OF 
; GLASGOW 


Dr. Alexander Slessor will deliver the James Watson Prize Lecture 
in the Hall of the Faculty. (242, St. Vincent Street, Glasgow) 
on Wednesday, February 7, at 5 p.m. His subject is “ The Rok 
of the Adrenal Cortical Hormones in Druresis.” All medicali 
practitioners are invited to attend the lecture. ; 
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= INFECTIOUS DISEASES AND VITAL STATISTICS. - 
We print below a mammary of Infectious Diseases and Vital Statistics in the British Isles for the week ending January 13. (No. 2). 


-  Figares of notified nares for: (a) and and Wales (London included). (b) London (administrative county). (©) Scotland. (d) Northern Ireland. 
i Bire, Fi "of births and deaths and deaths recorded under sach-disease-are for: (a) The 126 great towns in land and Wales (Lond ion included) 
administrative county). (c) The 16 Mar cuit te gach ains (d) The 10 principal towns in Northern (e) The Vee oat toed 
Tins. tables is Dass on PARA WORT SY tae ce notifiable or no ned Ween Eelaidd, a orthern Ireland, and Bire, the Ministry of ` 
on 
Health and Local Government of F Northern Ireland, and the Aar eak o Ene 
` 1951 ; 1950 1942-50 England & Wales - 
Disease -| Week Ending January 13 . Corresponding Week Corresponding Week 
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Vital Statistics 





Influenza i ` 
The. olltstanding features of the statistics for England and 
‘Wales for the week ending January 20 are: 


(a) A material retardation, in the rate of increase in influenza 
deaths (viz, 1,099, compared with 890 in-the previous week)— 
co ) responsible ‘tor the biggest increment in such deaths since 


(b) A decided decrease in the influenza death rate in thé 


northern region and a slight decrease in the north-western. On ` 


tho othèr hand there were material increases in all the other 
regions, though not ‘approaching the high figures previously 
reached in the north and north-west. ; 

(c) A continued limitation of influenza deaths very much to the 
older age groups—86% over the age of 55 years. '- 

(d) A comparatively small increase in pneumonia cases- in 
England and Wales as a whole and in the great towns. 

. (e) In general a decided and continued limitation of thé large ` 
“iumbers of combined influenza and pneumonia deaths -to the 
nore northern towns. Greater London, however, gave high 
figures and a small increasé compared with the preceding week. 

(fL There was an increase in first claims on the National Health 
Insurance in ‘the week ending January. 16 to 426,899 from 412,171 
for the whole country. The increase was fairly generally distri- 
-buted except inthe. north, north-west, and the London regions, 
m which there were decreases.’ 


News has been received of an outbreak in Turkey, while 

-~ Northern Italy is also affected. Information is not yet 
available about the strains of virus responsible. . There has 
been a recurrence of the influenza outbreak in Sardinia 
which was attributed to virus B. In Norway in the month 


of November 27,089 cases of influenza were reported. In - Wiens . 
Oslo in the week ended December 23, 1950, there were 488 Wigan ca ane 
cases, “Later there were decreases in weekly figures to 138  Stoke-on-Treat_ .. 


and 163, bot in the week ended January 13 a slight increase 
to 212. There was a prevalence of influenza in various of 
-_.the South Pacific island groups in November, but late infor-- 
mation is not available. 


Although absenteeism on account of sickness | is marked , 
in a number of areas, there is nothing of any particular signi- - 


theses) were : Northern’ 74 (59. D.. East and’ West Ridings FA 
. (81.9), North-western “477 (132.1), North Midland 32 (30.5). 
Midland .108 (47.0), Eastern 33 (43.9), London and South: 
eastern -208 ‘(29.6), Southern 23 (27.9), South-western 40 
. (41.5), Wales. 30 (45.2). 

Influenza .deaths in the great towns by age groups were: ` 
under i, 11; 1-15, 4; 15-25, 8; 25-35, 9; 35-45, 27, 
45-55, 90; 55-65, 182; 65-75, 335; 75 and over, 433; -al 


ages, 1,099. 


ficance in removals to hospital either in general or for | 


influenza in particular in the week ended January 27. 
The following cases of.and deaths from pneumonia and” 
-nfluenza in the great towns have been reported: 





Totals from ‘the first week of the year in the great towns- 
compared with the preceding two years are as follows: 





` The following Table shows notifications of pneumonia— 
seal and influenzal—in England and- Wales: 





The deaths cannot bo related to the cases in these Tables. 
Regional totals of influenza deaths in the great towns in 
the week ending January 20 and rates per million (in paren- 


- - N 


Incidence per million of influenza deaths in the regan 
compared with the previous week is: 


Week Ending : Week Ending 
24a January 13 - ¢ . January 20 
Northern .. ` 91 per million .. , 59.7 per million 
North-western... 1980 je cae ee BAL ee Ea 
London and S.E. 21 n ° 296 p s 
Remaining regions average 13 +, 383 , 7 


n oe 


The’ following Table- shows the great towns-with the 
largest numbers of influenza and pneumonia deaths for 
the week ending January 20: - ; 
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Mi 8 21 
Newcastle 7 - 16 23 3 
Sunderland ay 10 | a 
Leeds oc 23 at 4 
Sheffield .. 8 12 2 
Bolton... "22 It 33 
Mandester ‘8 E E 
“a3 “4 , 9 
Preston .. - 16 9 . 23 
A AE e 
port s 
AE a 
23°" 18 - 43 
i4 ` . 9 -23 
Walsall 25 1 32 
Greater London 252 238 310 
Bristol... = 15 2 37 
rdif . = 14 8 " 
Edinburgh 17 23 a 
Glasgow si 38 89 
Belfast : 61 47 108 
Dublin 20 32 n 





. Influenza in the Great Towns . 

- The mortality from influenza a in the great towns during the 
“first two weeks of this year was mainly concentrated in the 
north-west of the country. The towns there contributed ` 
50% and-56% of the deaths in the first and second weeks 
respectively. The returns for the third week show that’the, 
number of deaths has declined in the regions where the 
epidemic began, and the outbreak has apparently moved | 
south. The towns in the Midland region and London had - 

a large increase in mortality - during the third week” The > 


5 pees for the first three weeks are: . 







Ni 






orthern . eis y 
East and West Riding .~ 7 34 74 
North-West Si 497 477 
N. Midland 16 32 
Midland . iM 108 
~ East A 20 
~ London and S.E. n 208 
Soath-wosi iG -14 
-~ 890 \ 


, -Smallpox at Brighton - 

During the week ending at noon on January 30 no new 
case of smallpox was notified in Brighton. All contacta 
are pow out of surveillance. - Cases coming from’ outside. 
the Brighton area, who have been under observation in 
hospital, have proved not-to be smallpox. The disease 
has, throughout, been confined to tho- Brighton ‘area. The: 
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clinical and laboratory findings in all patients admitted to 
hospital during the outbreak have now been received. As 
a result it is accepted that there have been, to date, 29 cases 
of smallpox. Of these, 10 have died. The date of removal 
to isolation of the last confirmed case was January 22. 

The history of the outbreak was as follows. Smallpox 
was introduced into this country by an R.A.F. officer, who 


flew from Karachi by way of Malta. He landed at Ceuchars, ~ 


Fifesbire, and from there travelled to Brighton on Novem- 
ber 29, 1950. For the next 12 days he resided in the town. 
At the beginning of this spell he did not feel well, although 
medical opimon was doubtful about the cause. It was later 
proved that this illness was smallpox in a highly modified 
form. 

This original patient infected a young woman in the same 
Brighton house, and she was in Bevendean Hospital, mis- 
diagnosed,, for 10 days. It-was only when her father was 
admitted, seriously ill, on December 27, that smallpox was 
suspected, Diagnosis was confirmed on December 28. This 
delay in diagnosis allowed the spread of, infection in three 
‘foci: 

(a) The hospital. Here the following contracted’ the disease: 
‘9 nurses, of whom 3 died; 2 domestics, who both died; 
{ gardener, who died; and 1 baby patient, who recovered. 

(b) A telephone exchange. The second case was employed here, ‘ 
and, as a result, 2 other women were infected _ 

(c) A laundry. The clothes of the origina] case were sent here, 
and this led to 6 employees contracting the disease, of whom 
2 died. 


Outside these 3 main foci there were 5 cases, with 1 
death. No definite linkage of infection could be found in 
4 of these, but the fifth was a contact of one of the hospi- 


tal nurses who died of the disease. All cases of smallpox“ 


were resident in the Brighton area, and cases reported out- 
side during the outbreak were not confirmed. The vaccinal 
‘tate of the cases is shown in the Table below. ` 













Vaccination State 
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posure 
to smallpox 
Infection 





14/12/50 
23/12/50 
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4/1/51 
6/1/51 


4/1/51 
6/1/51 






29/12/50 
30/12/50 
29112150 (no 
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Balso 
28/12/50 


28/ aot (no 


take 
10/1/51 
10/1/51. 
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* Thoso patients diod. | 


Saspected Smallpox at Brixham 


On the morning of January 30 a woman aged 52 with a 
mash was admitted to Upton Pine Hospital, Exeter, for 
‘diagnosis Sbe had visited Brighton on January 13-17 
-and was vaccinated on January 16. Her removal to isola- 
tion and the vaccination of contacts are precautionary. 


Poliomyelitis 


Notifications in the week ending January 20 were: para- 
lytic, 29 (27); non-paralytic, 7 (11); total, 36 (38). Figures 
for the previous Week are m parentheses. — Notifications in, 
the weeks named in 195] and the preceding four years are 
given in the following table: 





Total notifications for the first three weeks of 1951, follow- 
ing an epidemic year, are therefore materially leas than 
for the same period in the years 1948 and 1950, which 
followed very high incidence of the disease in 1947 and 
1949. . 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths from influenza) of certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported 
during the nine years 1942-50 are shown thus -<-=---- A 
the figures for 1951 thus . Except for the curves 
showing notifications in 1951, the graphs were prepared at 
the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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Infectious Diseases 


The chief variations in the numbers of notifications of 
infectious diseases in England and Wales during the weçk 
ending January 13 were decreases for measles ‘3,030, 
dysentery 136, and scarlet fever 71, and an increase of 764 
for acute pneumonia. The largest declines ın the incidence 
of measles were Yorkshire West Riding 762, Lancashire 348, 
London 328 ; the only large exception to the general decline 
was an increase of 86 in Staffordshire. A rise in the inci- 
dence of acute pneumonia was fairly general throughout 
the country, and was especidlly steep in two areas, The 
largest increases were in the adjacent counties of Lancashire 
233, Cheshire 113, and Yorkshire West Riding 61, and in 
London 51 and -Middlesex 49. The notifications of acute 
“poliomyelitis were 9 fewer than in the preceding week, the 












largest. return being 4 in Surrey. In Scotland the notifica- 
tions of whooping-cough were doubled during the week. 

The notifications of diphtheria in England and Wales (30) 
were the lowest ever recorded in any week. The largest 
returns were London 5 and Lancashire 5, 


i _ Dysentery 
Dysentery was less prevalent throughout the country in 


_ the week ending January 13, but the incidence was sti 


high. The largest returtis were: Leicestershire.110 (Le cester 
C.B. 88, Barrow upon Soar R.D. 13); Yorkshire We Riding - 
81 (Saddleworth U.D. 26, Sheffield C.B, 12); La hire 74 
(Oldham C.B. 13, Southport C.B. 11); London (Finsbury 
20) ; Staffordshire 40 (Stoke-on-Trent'C.B. 13, Cannock U.D. 
13) ; Middlesex 39 (Enfield U.D. 18) ; Cheshire 28 (Nantwich 
R.D. 17); Essex 26; Suffolk 22 (Ipswich C.B.\21); Sussex 

`21 (Eastbourne C.B, 18); Warwickshire 17 (Birphingham C.B. 
12); Surrey 16; Shropshire 16; Durham 14% Glamorgan- 
shire 14; Southampton 11 ; Monmouthshire 11.) 







Week Ending January 20 
The notifications of infectious diseases in gland and 
Wales during the week included: scarlet fever- 1,009, 
“whooping-cough 4,811, diphtheria 42, measles 15,979, acute 
pneumonia 3,047, acute poliomyelitis 36, dysentery 727, para- 
~ typhoid fever 2, typhoid fever 4, smallpox 3. In the great 
towns 1,099 deaths were attributed to influenza. 


Industrial Accidents and Diseases 

The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accident in the course 
of their employment were reported in December, 1950, was 
116, compared with 155 (revised figure) in November, 1950, 
and 134 in December, 1949 (Ministry of Labour Gazette, 
January, 1951). There were 24 deaths underground in coal 
mines reported in December, 1950. The following cases of 
industrial disease in the United Kingdom were reported 
during December: lead poisoning, 18; chronic benzene 
poisoning, 1; compressed-air illness, 1; anthrax, 3; 
epitheliomatous ulceration, 7 (pitch 5, and oil 2); chrome 
ulceration, 10; total 40. 

During 1950, 1,568 deaths were reported of workpeople 
(other than seamen) in the course of their employment in 
the United Kingdom. Of these, 546 occurred at mines and 
quarries, 816 at factories and other places covered by the | 
Factories Act, and 206 in the railway service. There were 
448 deaths underground in coal mines. aN 

During the year the following industrial diseases were 
reported: lead poisoning, 57; other poisoning, 57; anthrax, 
37; epitheliomatous ulceration, 199; chrome ulceration, 
143 ; total, 493. 


” 











Medical News 








British Surgical Team for Yugoslavia 


A British surgical team, led by Mr. C. Price Thomas, 
surgeon to Westminster and Brompton hospitals, left London 
on January 27 to visit Yugoslavia for two weeks at the 
request of the Yugoslav Government to lecture on and give 
practical demonstrations of the surgical treatment of tubercu- 
losis. The visit is sponsored by the B.M.A. and the British 
Council. The other members of the team are Dr. Robert 
Machray, anaesthetist at Westminster and Brompton hospi- 
tals, and Mr. Peter Jones, registrar at Brompton Hospital, 
who will be responsible for post-operational care. The 
necessary drugs and completé surgical equipment down to 
the smallest detail have been sent in advance to Belgrade, ’ 
where the first demonstrations will be given. The team will 
also go to Zagreb and to Golnik, near Sarajevo, the biggest 
centre for the treatment of tuberculosis in Yugoslavia. 
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Liddle Triennial Prize i . 
The subject of the Liddle Triennial Prize, the value of 
which is £120, is “ The Effects of Hormones on the Reaction 
of the Tissues to Injury.” Full particulars may be obtained 
from the secretary of the London Hospital Medical\College, 
Turner Street, London, E:1, to whom essays for the prize 
must be sent by July 31, 1952.- 


Ei 


-Essay Compétition for G.P.s - 

The gubject for the Hunterian Society’s gold medal for 
- \95L is e Treatment of Asthma in General Practice.” 
The compe ition is open to all general practitioners. Further 
details may be had from the honorary secretary, Mr. Clement 
Francis, 75, Wimpole Street, London, W.1. zt 

! i 

in Brief è f 

Miss Florence -Horsbrugh, M.P., has been appointed a 
member of the General Medical Council to represent 
Scotland. 3 

The Irish! Gerontological Society was founded- on 
December 6% 1950, and Professor W. J. E. Jessop elected 
president, Ds. John’ F. Fleetwood secretary, and .Dr. Paul 
Holland treasurer. Information concerning the new society 
may be‘obtajned from the secretary, c/o. Department of 
Physiology, Royal College of Surgeons, Dublin. - 


2 - COMING EVENTS ` ` - 


Society for the Study of Fertility ; RAA 

The second annual conference will be held at Girton 
College, Cambridge, on June 20 and 21, Further particulars 
«may be had from the secretary, Dr. G. I. M. Swyer, Univer- 
sity College Hospital Medical Schodl, London, W.C.1. 


Maternity and “Child Welfare gs) 7 : 
The annual conference on maternity and_ child welfare 


‘will be held by the National Association for Maternity and 


Child Welfare on June (27-29 at Church House, Westminster, 
London, S.W.1. 


Soclety. for Endocrinology 
A symposium-on “ Endocrinological Aspects of: Fertility ” 
will be held-at the Meeting House of the Zoological Society, 
Regent's Park, London, N.W.8, on February 16, at 11 a.m. 


e 


Those desirous of attending, and who will require lunch~ 


and tea, should communicate with Professor C. H. Gray, 
Department of Chemica] Pathology, King’s College Hospital, 
London, S.E.5, not later than February 10. $ 


. SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked ki Application should be made first to ) the institution, 


Ww 


Monday `~ 


eho or CmLo Hearth, Hospital for Sick Children, Great ` 
5, 5- pm, “ The, 


London, W.C.—Feb ruary 
arm t Child.” by Dr. D Carroll 
Instrrure of Psycuiairy, Maudsley Hospital, Denmark Hill, 
ag ee S: February 5, 5.30 p-m., lecture-demonstration by 


Bl cate OF GREAT BRITAIN, 
Square, London, W.C.-—-February 5, 7.30 mr 
the World Health Organization, 5 Dr. 
(Director, Division of Therapeutic guste 


17, Bloomsbury 

“The Work- oj 
Timmerman 
-H Q.). 


` Sr. AnprREWws Universtry.—At Chemistry Department, University 


: | Theory of ‘Neurosis.’ 


College, Dundee, February 5, 7 30 p.m., “ Recent Develr pments 
in the Study of Concinosanesie” by Professor Alexander 
Haddow. 


= Tuesday i K , 

ALFRED „ADLER Meptcar, SOCIETY At 11, Chandos Street, 

London, W., Februay S “ Same Aspects of Adler's 
yD 


opened by Drs. Morris Robb and S. Tischler. 
BRITISH POSTGRADUATE MEDICAL Feperation.—At London School 


of Hygiehe and Tropical Medicine, Keppel] Street, London, 
W.C., Febrna 5.30 p.m., “ Language and Thought, k by 
Dr Macdonal Critchley. 


@lnsrrruTe- oF DERMATOLOGY. Lisle Street, 
_ London, W.C.—February 6,5 p-n, s Renculosis,” by Dr.J O 
` Oliver. 


P ia 


' Weissmann. Discussion will be- 


Leicester aate 





RoYAL COLLEGE OF SURGEONS OF ENGLAND, 
London, W.C.—February 6, 5 p.m., 
in Homotranspiantattan of 

n 


“Some Problems Involved 
Arris and Gale Lecture by Mr. W.J. Dempster. 


Society or PuBLIC ANALYSTS: PAYSICAL METHODS Group.—At 


- 4, Grosvenor Gardens, London, S.W. February 6, 6.30 p.m.; 


29th ordinary meetin * X-ray_ Analysis.” Papers be 
read, to be followed iy a discussion. = 


Wednesday 


. London, W.C.=—February 7, 5 
lecture-demonstration by Dr. R. Riddell. 

LONDON University —At the School of Pharmacy, 17, Blooms-. 

Square, London, W.C., February 7, 5.30 p.m., “The 

E ation, Properties. ‘and Functions of the Vitamins B,.. 
Special, University Lecture in Pharmacy by Dr. E. Lester‘ 

@NationaL INSTITUTE oF INDUSTRIAL PsycHoLocy.—At London 
School, of Hygiene and Tropical Medicine, Keppel Sureet. 
Gower” Street, London, W.C., hasta SA p.m., “The 
panies Research Into_the Unit of ork, jee by Mr. David - 

OX 

NORTH-EAST LONDON CLINICAL SOCIETY —At Prince of Wakes’s 
General Hospital, London, N., February 7, 8.15 p.m., annual 
general meeting. * Dermatology—Y esterday, To-day, and 
To-morrow.” prendential address by Dr. Brian Russell. : 

Royat FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, 
St. Vincent Street. Glasgow. Babies 7, 5 pm. 
of the Adrenal Cartical Hormones in juresis;” James Watson 
Prize Lecture by-Mr. Alexander Slessor. 

SOCIETY OF PUBLIC ANaLysts.—At Chemical Society, Burlington 
House, Piccadilly, London, Wo February 1, 7 pm, ordinary 
meeting. Papers will be read 


QINSTITUTE oF DermaTtoLoGY, Lisle Street, Leicester ` Square, 
* m., “ Medical Mycology, , 


~ 


a ooo fa 
Thursday. S 
_ BRITISH POSTGRADUATE Menica FEDERATION —At London School, 
of Hygiene and Tropical Medicine, Keppel Street, London, 
aSa Aye 8, 5.30 p.m., “ Mind and Matter,” 
__ Dr. Russe 


Harvetan Society oF Lonpon, 11, Chandos’ Street, Cavendish 


Square, London, W.—February 8, 8.15-p m; discussion - “The 
Scope o Manipulative Surger ey ’” speakers, . Mennell, 
Mr. P. N. Cutner,’and Dr. Guy Beauchanip. 


@INsTITUTE OF. DERMATOLOSY, Lisle Street, Leicester Square, 
London, W1 C—February 8, 5 5 pm., “ Diseases of the Mucous 
Membrane of the Mout PA Dr. L. Forman. 

LONDON Untversity.—At the School of Pharmacy, 17, Blooms- 
bury Square, London, W.C., February 8, 530 pm., .“ The 
ation, Properties, ‘and Functions of the Vitamins B,, 

ar university lecture in pharmacy by Dr. E. Lester sok. 

Royat Army MEDICAL CoLLeGe.—At Lecture Theatre, John Islip 
Street, London. S.W, February 8, 3. 8, 5 p.m., 

Psychiatry,” by Brigadier J z 

RovaL COLLEGE OF SURGEONS OF Enarari, Lincoln's Inm Fields, 
London, W C -—Febniary 8, (1) 3 “ Ocular Aspechs oj 
Sellar and Suprasellar Lesions,” Fonthalmol logy lecture by 
Dr. S. P. Meadows; (2)-5 p m., “ The Place of Radiotherapy in 
the Treatment of Maliznant Disease,” Hunterian Lecture- by 
Professor B W. Windeyer. 

Royal MepicaL Socisty —At Assembly Rooms, Edinburgh. 


February 8, 8 p.m. until 2 am, annual ball. 
ROYAL SSNITARY ee —At Town Hall, Reading, ‘February 
8. 10 a.m., pa : “ Modern Tendericies in the Treatment and 


Prevention o Mental Illness.” by Dr w 

Factors Which Influence Milk omposttional” Quality,” b 
S J. Rowland, Ph.D., F.R.LC.; “Some. Factors Whic 
Influence Milk Quantity,” by F. H Dodd, B.Sc. Afternoon 


Ogden; “ Some 


“Sr. Grorar's Hosprrat -Mepicat. Scnoot, Hyde Park Comer, ` 


London, S 
psychiatry 
TORQUAY AND District MEDICAL Socigry. —February 8, 8.30 p.m., 
clinical discussion. 
WREXHAM AND District Cumicat Sociery.—A ct Wynnstay Arms 
Hotel, Wrexham, Pebruary 8, 7.30 p.m., “ Medical Aspects" of 
an Atomic EARI y Mr. Patrick “Clarkson. 


R Friday o 
EDINBURGH. UNTVERSITY —At University. New Buildings 
ure Theatre), Teviot Place, Edinburgh, February 
The Physical Analysis of Events in uscular a on, 
Sharpey Schafer Memorial Lecture by Professor A V. Hill, 


W. —February 8, 4.30 p.m., lecture-demonstration on 


Anatomy 
epee 


INSTITUTE OF OPHTHALMOLOGY, Judd Street, London wic— 
February, 9, 5.30 pm., films’: (1) “ Hummelscheim's ‘Opera- 


tion”; (2) “ aoe a Magnet of Intra-ocular Foreign 
Body. * Lecturer, ameson Evans.. A discussion ii- 
ollaw. 


LIVERPOOL PSYCHIATRIC P —Àt co Tee Hospital, Chester, 
February 9, 6.30 p.m. ” P herapy,” demonstration 
and discussion. 

Royvat MepicaL Socrery, 7, Melbourne Place, Edinbu 
February 9, 8 pm., “ Sleep,” dissertation b 

University CotreGe (Physiclocy Thea trey, Gower 
London, W C.—February 9, 5.15 p.m., “ Cell Merabolism 
Chemotherapeutic Activity,” by Mr. T. S. Work, P h.D. 


Linco'n’s Inn Fields, - 


“The Role — 


Mr. P. A. ood. 


Pea with Particular Referenceto — 


“The Significance of ` 


v 


a 


` 


~Bector.-On January 20, 


. u- 
ERis.—On ot 9, 1951, 
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APPOINTMENTS 
* Dr. C. H. St. John has been reappointed-a Member, and 


_ Dr. A. S. Cato appointed a Member, of the Legislative Counci! _ 


of the Island of Barbados. 


Cusrans, C. P. An P RCS Ed , Senior Surgical Registrar to Thoracic 
Surgical Unit, Papworth Hospital, East Anglias Regional Hospital Board. 


Hosprran FoR Sick CHILDREN, Great Ormond Street, London, W.C — 
Part-tone Sentor Renean fe to Depurtment of Dermatology, C D Calman, 
MB, MRC.P. R. B, MRCP; Honreenmgeon (Senor 


House Officer Grade), P Man Jones. FR cs; House physicians ‘enior House 
o, oer Grade), J, C: Haworth, M.B., Čb B., D.C.H., F.°S. Carter, M D., 
‘ey D. A 


LIVERPOOL REGIONAL HoserraL Boarn. ~The following appointments at 
tho institutions indicated m parentheses are announced’ Whole-time Assistant 
Psychiatrist, A. W.H Smith, MRCS, LRCP, DPM (Ramhill Hospital), 
Whole-time Assistant Radlotherapist, K. Lal, M.B., B S., D MR.T. (Liverpool 
Radtam Institute). 


Ospoxne, SYDNEY EpwarD, LM.SS.A., DA, Part-time Consultant 
Anaesthetist, Chichester Group ‘of Hospitals. = 


RICHARDS, MYRTLE V. M B., ChB, Temporary Assistant Medical Officer 
of Health to the Isle of Ely County Council. 


SOUTS-WESTERN REGHONAL HosprraL Boarn —Consulting Pathologist in 
South Somerset Clinical Area, Area, E.) Harries, MD Consulting ologist ut 
West Cornwall Climcal Area, T A Bonar M TR CPES ER, DMR. 
Area Pathologist in West Cornwall Climcal grea . Č. St. Ĉ. Morton, CB, 
O BE, M.D., F.R.C P., Air Vice-Marshal, R.A 


SUNDERLAND, BLAINE MARION, MB, Gr. D.R.C.O G., Assistant 
Modical Officer of Health for Maternity and Child Welfare, Northumberland 
County Council: (Blyth Area). 


Writes, W. H., M R.CS , L.R.C P.,-D P.M, Part-time Consultant Child 
aoe trist o Child Guidance Services, Dorset, and the County Borough of 
ournemont 











_ BIRTHS, MARRIAGES, “AND DEATHS 


BIRTHS 


age at Hammersmith Hospital, London, ` W. 
to Nirmal, wife of Dr. N. P. Bector, M.R C.P.. D-CH, a daughter — 


Indira. 

Kotter.-On January 8, 1951, to Mary (formerty Milton), wife of Dr. Frank 
W. E Rutter, 89, Corporation Road, Cardiff, a daughter 

Stewart Thomson.—On January 4, 1951, at R.A F. Hospital, Rintein. 
Sanaa to Munel erie! Ross), wife of Squadron Leader W. M 

MB? ChB., « danghter—Barbara, 

jane (Tarnowski).--On January 21, 1951, at 11, St Ann’s Villas, 
Kensington, London, W, to Eleanor (formerly Ettinger), `L M.SS.A. 
wife of Herman P. Tarnesby, MB., BS., DRCOG, a sister for Ruth 
—Syivia Margot Dodette. 

Vaugkat-Jowes.—On January 26, 1951, to Maureen, wife of Mr. Ronald 
Vaughan-Jones, FR.CS.Ed, DOMS., Holmeswood, Clytha Park. 
Newport, Mon., a brother for Angela and Andrew. 


Woodrall. -~~On January 21, ee at the Middlesex Hospital, London, W 
to Helen, wife of Dr. A W. Woodruff, a son. 
MARRIAGES - 


at Brompten Oratory, London 
M.B., BS, to Catherine Bernadette Keenan 


Wolf—-Keezan.—On November 17, 1950, 
Frederick William Wolff, 


DEATHS 
Anmstronug.—On January. = 1951, at 56, casemont Road, Surbiton, Surrey, 
. ~Patuson Armstrong, M.D., D P.H, aged 


aymer—On January 9, igsi, at Victora Villa, Stonehaven, Kmcardme- 
shire, Charles Aymer, MB, CM., JP. 
Grows.—-On January 16, 1951, at 511, Gfimerton Road, Edinburgh, George 


Herbert James Brown, DSs.O., M.B., ChB., Lieutenant-Colonel. 
R A.M.C., retired 2 
January 9, 1951, at “ Oakdene,”” 229, Strathmartine Road, 


Ctark,—On 
Dundes, John Macdonald Clark, M B., Ch B., DA 
Clarke.--On January 7, 1951, at 81; Galgate, Barnard Castle, Co Durham 
Walter Travers Clarke, M.R.CS., LRCP., iste of Morby, Yorks 
ES at Feckenham. Redditch, Worcs, Edward 
. JP., aged 77. 
Dewar.-On January 10. fein al the War Memoral Hospital, Burnham-on- 
Sea, Henry Steele Dewar, M.B., Ch B., *“ St.~ Monans,” Dorchester, 


at “Cartrefle,” Aberystwyth, David Elis, 
M D., aged 7 
Edlis.—On 


ey Seoaary 9, 1951,. at Hove, William Charies Ells, M.D.. D.P.H , 
ag 
Pry.—On January 9, 1951, 
Fry, MR.C.S., L.R.C P, 
January 11, 1951, at 5, Cave Hill Road, Belfast, 
Wiliam Gurd, M.B, BCh., aged 34. ~ 
Hardwicke.—On January 13, 1951, at Worthmg, WILam Perton Allen 
~ Hardwicke, L.M S.S A, late of Plymouth, aged 77. 


m a nurmng-bome, Jersey, Wiham Herbert 
Charles 


Hay.—On January 16, 1951, at Lossiehall, Lif, Angus, David Hull Hay, 
MB, CoB. 
Hayes.—On January 11, 1951, at Hove, Reginald Hewlett Hayes, M R C.S.. 


L.R C.P., late of Cornwall Gardens. London, S W 

Masom.—-On January 10, 1951, at Cockermouth, Mary Emmeline Mason 
(formerty Jol), M.D., of Cocker Brows,- Cockermouth, Cumberland 

Readdie.~-On January 10. 1951, Andrew Finlay Readdie MC LRCOP& 
S Ed., L.R.F PS Glas, of “ ‘Danecourt ©“ Halifax Yorks, aged 61 

Synee.—-On l 1951, at a Dublin ourung home, Rev. Samuel 
Synge. M D., of Annamoc, Co Wicklow, aged 83 

Ware.—On January ti, 1951 at North Lonmdale Nurdng Home, John 
Ware, M D., of Netherclose, Ireieth. Askam+in-Furness, Lancs, aged 72 

Wilson.—-On January 16, 1951, Wiliam Wilson, MB, Ch B, of Hanover 
Park. Peckham. London, S E. : 


~ MEDICAL NEWS _ 


“a Any Questions ? 








Correspondents should give’ their names and addresses (ROT ____ 


for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be o} 
general interest. 


What is Histoplasmosis-? ' 


Q.—Can you tell me what histoplasmosis is, and how tr 
is contracted and prevented ? 


A.—Histoplasmosis is a systemic mycosis caused by the 


a fungus Histoplasma cdpsulatum Darling, 1906. Although. 


widely distributed in the world, the disease_is rare in all, 
countries except the United States. Four cases, probably 
all infected abroad, have been identified in Great Britain, 

The fungus invades the cells of the reticulo-endothelial 
system, which then undergo hyperplasia, forming granulo~ 
matous lesions in various organs and tissues, often with. 
haemorrhage, necrosis, or suppuration and ultimate fibrosis. 
The symptomatology and clinical features are not specific 
but depend on the organ or tissue chiefly affected, so that 
the disease may simulate pulmonary tuberculosis, Hodgkin’s 
disease, Addison’s disease, Banti’s disease, kala-azar, and 
other conditions. The diagnosis, therefore, cannot be based ~ 
on the clinical picture but only on the result of an adequate 
mycological examination. Histoplasmosis is a highly fatal 
disease, and no form of treatment has hitherto proved, 
effective. 

In the central-eastern part of the United States large: 
numbers of people have been found to react to the histe- 
plasmin skin-sensitivity test, and many of the reactors have 
shown radiological evidence of healed pulmonary lesions. 


.This may indicate the existence of a mild and unrecognized 


form of the disease, a view which has been supported by 
the results of recent close investigations on groups of selected 
reactors. “ 

We have no-precise knowledge of the epidemiology of 
histoplasmosis, but it may be presumed that infection is 
caused by the spores of H. capsulatum vegetating sapro- 


_ phytically in man’s ‘environment, and the ‘probable path of 


entry is the lungs, by inhalation ; however, nothing is known 
-of the natural saprophytic life of the fungus. The disease 
occurs in dogs, -cats, rats, skunks, and some other small 
animals, but the infection, in man or animal, is not trans-- 
mitted from host to host, so the disease of the animals can 
play only an indirect part in epidemiology. 

Obviously, there is no known means of prevention. 


Croup =f 


Q.—What are the pathology, symptoms, treatment, and 
aftercare of non-diphtheritic croup ? 


A.—Croup was the name originally used for -any disease 
in which the child had “a sharp stridulous voice—resembling: 
the crowing of a cock,” as Francis Home stated in 1765 
The name croup, therefore, is simply a description of a, 
group of diseases affecting the larynx. Diphtheritic croup, 
was early separated from non-diphtheritic or non» 
membranous croup. -Frederic Still, in Common  Dis-. 
orders and Diseases of Childhood, 1909 (Oxford Medi- 
cal Publications), divided the forms of non-diphtheritic 
croup into acute laryngitis, laryngitis stridulosa, ang 
laryngismus stridulus, and, because of the excellence. 
and clarity of his account ‘of these disorders, the ques- 
tioner will find it well worth his while to read the chapter- 
on laryngeal spasm in Still's book. 

Laryngismus stridulus is a condition of momentary spasm 
of the glottis which may affect infants up to the age of - 
3 years; they make a sudden crowing noise; and may go 


`- to wake up in the morning quite well. 
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black in the face in their effort to breathe. In this country 
the condition, apparently disappeared at the same time as 
florid rickets, the spasm being due to the tetany which 
might occur in that disease. Laryngitis stridulosa is also 
but rarely seen to-day; it occurs in children between the 
ages of 3 and 8 years, with a sudden onset of dyspnoea 
and stridor at mght. The child appears really ill and may 
be extremely breathless, but after one or two hours the 
symptoms gradually disappear and the child falls asleep, 
It is liable to be 
recurrent in, some children, and seems to-be associated with 
upper respiratory infection, with cold air, and with Adenoidal 
obstruction. 

Acute simple laryngitis or laryngo- “tradheo:brondhitia is 
quite a common condition ; it is probably due to bacterial 
infection, frequently ‘but not necessarily pneumococcal. It 
has been suggested that it may be due primarily to a virus 
infection, but this has not been proved. In the mildest cases 
the child has fever, a slight dry cough, and a hoarse voice. 
A severe attack is accompanied by high fever,-hard dry 
cough, inspiratory stridor, restlessness, and increasing 
difficulty in breathing; the child is frightened and often 
cyanosed. “Very careful nursing is by far the most impor- 
tant measure of treatment. The child should be propped up 
in its cot in a warm room with the atmosphere moistened by 
steam from a kettle; an oxygen tent is sometimes of value, 


but often the child seems better outside the tent with the ` 


steam kettle near. If the breathing and restlessness are un- 


-relieved by any other measure tracheotomy may be required 


and should not be delayed until the child is exhausted. 
Chloramphenicol in doses of 50 mg. per lb. (0.45 kg.) of 
body weight per day, in six-hourly doses for three to four 
days, is thought to be the most useful drug available. In 
its absence streptomycin should be given, or in an early 
and mild case penicillin. It must be emphasized that the 


_child’s survival depends more on the skill of the nursing 


and on the severity of the infection than on any 
medicaments. 

No special measures are required following recovery, 
provided the home conditions are satisfactory. 


‘Auman Risk in Fowl Pest 
Q.—What is done with the eggs and carcasses of poultry 


slaughtered in this country on account of Newcastle disease - 


(see your annotation on Fowl Pest, “ Journal,” January 20, 


p. 131)? Are they put on the market for sale as food? 


A.--The present practice is either to burn the carcasses 
ór to bury them ; the carcasses are not sold for food, because 
they might spread Newcastle disease virus to other flocks 
of poultry, usually in the swill. The shells of eggs are 
decontaminated by dipping the eggs in a dilute solution of 
washing soda. The eggs are then marketed for eating, but 
are not used for hatching. At the onset of Newcastle 
disease fowls occasionally lay eggs which are infected 
inside their shells, but the risk that virus might survive in 
this way to infect other poultry is so small that it is ignored. 

There is no evidence that the ingestion of Newcastle 
disease virus has any ill effect on human beings. 


` Cardiac Murmurs in Pregnancy 
Q.—What murmurs can appear in a normal heart during 


pregnancy, how are they caused, and what is their signifi- - 
- cance? 


A.~—During the greater part of pregnancy the Testing 
cardiac output is increased to about one and a half times 
normal. This mild hyperkinetic circulatory state intensifies 
any natural heart murmur, and may bring out any latent 
organic murmur. Innocent systolic murmurs at apex or 
base may thus be noticed -during pregnancy for the first 
time. Similarly, murmurs based on organic valve disease 
may become more obvious’ during pregnancy. There is 


< no special murmur related to pregnancy. 


Digitalis Glycosides and Gangrene 


Q.—Has the modern treatment of heart disease with single 
glycosides led to an increased incidence of gangrene in these 
cases ? 


A.—No. 


Detergents and Dermatitis 


Q.—Do the commonly used detergents give rise to 
dermatitis? Can they safely be recommended for use. 
in factories ? 


A.—Detergents have been used as substitutes for soap 
‘in industry and for domestic purposes for at least five 
years. In this time very few persons have developed skin 
lesions which could be due to the soap substitute, and in 
most of these cases the detergent has been used in unusually 
high concentration and the hands have been soaked for 
long periods. The effects.of such usage are excessive dry- 
ness of the skin and sometimes a, sensation of pricking. 
There is no reason to believe that the use of detergents in 
a factory would result in an increase in the number of cases - 
of industrial dermatitis. 


Pathology of Parkinsonism ; 


Q.—What are the latest views on the pathology of 
Parkinsonism? What recent literature is there on this 
subject ? as. 


.—It is thought that the lesions are situated in the 
caudate nucleus and putamen (neostriatum), the globus 
pallidus (paleostriatum), and also in the substantia nigra. 
There is no evidence of representation of movements or 
muscles in these nuclei, Skilled acts, according to Denny- 
Brown, are thought to be carried out by “a setting of the 
main motor mechanism (bulbo-spinal) by means of a series 
of extrapyramidal adjustments (posture, direction, compen- 
«sating movements) and a supply of power by the cortico- 
spinal tract.” In Parkinsonian syndromes the defects are 
„presumed to be due to the failure of the extrapyramidal 
components in this system. 

An excellent review of the subject, including 348 refer- 
ences and dealing with every aspect of it, is to be found 
in Diseases of the Basal Ganglia and Subthalamic Nuclei, 
1945, by D. Denny-Brown. This is reprinted as a separate 
monograph fiom the Oxford Loose-leaf Medicine (Oxford 
Medical Publications). 


Soft Nails 


Q.—Is there any treatment for soft nails? A married 
woman, aged 40, parous, who enjoys good health but is 
subject to chilblains, has had soft nails all her life. All 
her nails offer little more resistance than two sheets of the, 


: “Journal” wrapped round the finger and pressed upon. The 


leading edge splits and the nail flakes. 


A.—lIt is probable that the soft nails in this case are a 
congenital abnormality and are not amenable to treatment 
other than perhaps by reinforcement by painting with 
varnishes. It may be that a poor peripheral circulation 
accentuates the dystrophy, and measures to improve the 
former might be helpful. 
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During exposure to stress large amounts of corticotrophic 
and corticoid hormones are discharged into the blood as 
part of the genéral-adaptation. syndrome (Selye, 1936, 
1937, -1950b). Hence the question arose whether, during 
-adaptation to stréss, intoxication with endogenous còr- 


ticoids could predispose the organism to the ‘development. 


of disease. _ 
It was found, by experimentation « on ' animals, that 


malignant nephrosclerosis, periarteritis nodosa, as well, ` 


as morphological changes reminiscent of the hyperten- 
sive and rheumatic diseases can be produced by mineralo- 
corticoid’ substances such as desoxycorticosterone acetate 


(D‘C.A.) (Selye and Pentz, - 1943) or desoxocortisone. 


(Reichstein’s “ compound S”) (Selye, 1950a). ‘ 


‘An impure corticotrophic lyophilized, anterior pituitary . 


A.P.) preparation also proved .to cause_hypertension, 
with lesions in the cardiovascular and connective tissues 
` quité similar to those seen in the so-called “ collagen 
diseases ” (Selye, 1944, 1946). 
The similarity between the actions of 'D.C.A. and 
L.A.P. became even more evident when it was found 
that both these hormone preparations predispose to the 
. production of experimenta! arthritis; (Selye, 1949a) and 
to anaphylactoid reactions (Selye, 1949b). It was there- 
_ fore tentatively assumed that L.A-P. may act by virtue 

of ‘its corficotrophic effect, perhaps’ by. stimulating: the 
production of mineralo-corticoids. | o 

Subsequent observations revealed that L.A.P.-does not 
elicit the above-mentioned cardiovascular and renal 
changes ï im adrenalèctomized rats maintained on ‘corti- 
cal extracts., Thús it became extremely probable that 
the effect of the pituitary preparation is actually mediated 
through the adrenal cortex (Hall et al, 1946,; Ingle, 
1950). . 

However, later, ‘when’ adequate amounts of highly 


“purified A.C:T.H.. became available, it was noted ‘that ` 


_ even the highest ‘tolerable doses, of this ‘hormone fail to 
reproduce. the above- mentioned actions of, L.A.P. In 
particular, A.C.T.H. causes no nephrosclerosis ; ; it exerts 

, only irregular effects'upon_the blood pressure, and, far 
* from eliciting ‘ ‘collagen disease” and predisposing to 


„arthritis or allergy, it actually inhibits their development, 


both in experimental. animals and in“man.- Crystalline 


pure gluco-corticoids—for example, cortisone—act essen- -' 


$ aay like A.C T. H., not like L.A. P. or DC.A. “Therefore 


foe 35.3 
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: HANS SELYE, MD, PhD. DSe, FRSC: wa a 
Professor and Director of the Institut de Médecine et de Chirurgie Expérimentales, ` \ : 
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e we bad to assume that A.ĊT.H. is predominantly a’ 


| or §.T.HL alone. 


“ gluco-corticotrophic ” hormone—that is, one which 
stimulates the adrenal to z +, aduce gluco-corticoids. From. 
the above.it became obvious that’ the. active principle in 
L.A P. could not be ACTH, but since the second 
corticotrophin has not yet been identified, it was mean- 
while ‘merely designated as the “ ‘LAP. factor,” 
“X factor,” of the pituitary. ` 

If L.A.P. is administered to rats simultaheously with, 
AC.T.H. the nephrotoxic actions and- cardiovascular 
damage induced by the former are, considerably aggra- . 


the adrenal cortex to A.C:T.H. that the latter becomes 
“ mineralo-corticotrophic ” (Selye, 1950b, 1950c).._ 


It will be -recalled that L.A.P.-which is merely a ` 


dried anterior pituitary powdér—contains all the adrenó- 
hypophysial principles and much accompanying don: 
hormonal -protein material. However, the preparation is 
particularly rich in somatotrophic hormone (S. T.H.), as 


‘ “shown by the fact, that it considerably promotes Sie S 


growth, as well as” the proliferation of connective and 
lymphatic tissues. . All; these actions’ are: shared by > 
electrophoretically pure S.T.H. (Eyans et -al., 1948; 
Simpson et al., 1949). $ 
The experiments, reported here shaw that the shaves. j 

mentioned desoxycorticosterone-like (mineralo-corticoid) 
actions of-the * L.A.P. factor” can be reproduced by 
electrophoretically, pure S.T.H: They also: demonstrate | 
that, under suitable experimental conditions; the simul ` 
taneous administration of cortisone inhibits these effects 


~of S.T.HL, presumably becausé it depresses A.C.T.H. 


secretion by the animal’s own pituitary. 
12 


ERT 2% Materials and Methods: ROS 
Two series. of experiments , havé been performed in 
which S.T.H. was administered in ‘conjunction with cor- 


-tisone. In.each instance the changes observed were com- ' 


pared with the norm àhd with those elicited by. cortisone 
As the two experiments were condiicied in ‘essentially 
the same manner -they may well be discussed conjointly. 


Experimental Animals.—In both experiments female .pie- 
bald rats one, 1057140 g were used ‘exclusively. In 
A ATOL - 


ca 


a 


a 


t 


-vated (Selye, 1950a). This led us to suppose that per- `` 
haps the “ L.A.P. factor ”-'so conditions the response of 


or. 


` 
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all of them the right kidney was removed on the day 
preceding the administration of the first injections. -The 
animals received a, powdered “Purina Fox Chow” diet 
and were given 1% NaCl solution instead of drinking- 
water. The unilateral nephrectomy was done and the 
NaCl supplement was administered because these factors 
ı had previously been shown to increase sensitivity to the 
nephrosclerotic action ‘of L.A.P. (Selye, 1950b). The first 
‘experiment was terminated after 27 days, the second after 
17 days. The animals were killed by exsanguination and 
the organs immediately removed for weighing and histo- 
: logical examination, 
Preparation and Administration of the S.T.H. Solution.— 


In the first experiment two S.T.H. preparations were 
employed—-one supplied by the Armour Company (lot 


No. R20-5), the other by Professor C. H. Li, of Berkeley, 


California (lot No. L1643M). Professor Li’s preparation 
proved to be a homogeneous material as judged by electro- 
| phoresis studies, Biological assays did not show L.H., 
F.S.H., lactogenic, or A.C.T.H. contamination, but they 
revealed a trace of thyrotrophic activity. The Armour 
preparation has not been subjected to electrophoretic 
` analysis; however, judged by our own studies, it was also 
essentially free of contaminating pituitary principles. Both 
S.T.H. preparations were dissolved in 1% NaCl in such a 
‘manner that.each individual dose was contained in 0.2 ml. 
of the solvent. Li's preparation was given at the dose of 
3 mg., Armour’s at the dose of < mg. a day, divided into 
three injections, given once c..ry eight hours ‘throughout 
the day and night. £ 
Preparation and Adninistration of the Cortisone Solu- 
;fion.—In both experiments cortisone was used in the form 
of cortisone acetate micro-crystals, as prepared by Merck 
and Co. (25 mg. per mL), suspended in saline solution with 
added suspending agents. In the first experiment 5 mg. 
was injected’ subcutaneously once daily during the first seven 
days and 2.5 mg, daily during the rest of the experiment. 
Jn the second experiment 5 mg: a day was given during 
the first seven days and 10 mg. a day during the rest of the 
period of observation. | ' 
Measurement of Water Turnover. —In both experimental 
series only the water intake was measured daily, as the 
accurate collection of urine is technically difficult in the 
rat. Jn the tables the corresponding figures represent the 
mean values during the 10 last days of observation. 
Measurement of the Blood Pressure—The blood pressures 
were determined by the tail-cuff method, under light ether 
anaesthesia, once a week. The values so obtained are 
intermediate between systolic and diastolic pressures, but 
closer to the former. The figures given in the tables repre- 
sent the means of the last blood-pressure: measurements in 
all instances. g 


TABLE I.—Summary of Organ 





No of rate per group 
body weight in g. 


in 63324131 
Liver : , ta me /100 s 43207 i 
mg. S 
in mg. 192418 
tae jame (10:8 14547 
x mg 
Spleen in mg /100 g 507 





fro the tek Wwo'did not ee eee me conn. 
standard errors 


given here. 1t honid raat bea aman gt ang S 
data given in the four tables and of cal observations which do not lend themseives to statistical eval 





Production of Experimental Arthritis—In both series an 


experimental arthritis was produced on the‘ eighth day of’ 


the experiment by a modification of the “topical irritation 
arthritis " test. While in earlier studies a formalin solution 
was employed to cause local irritation (Selye, 1949c), we 
have now employed a 10% suspension of mustard powder, 
of which 0.1 mil. is injected under the plantar aponeurosis 
in the metatarsal region of the left hind leg. The degree 

- of swelling and inflammatory granuloma formation is 
expressed in a scale from 0 to ++#, and the mean values 
are listed in the, tables. The severity of the lesion was 
estimated three days after fhe injection of the mustard 
powder, ; . 


Results of First Experimental Series 
Changes ‘in Body and Organ Weights ok 


The distribution of the animals into the six groups of. 


this experimental arrangement, as well as the body and 
organ weights, is summarized in Table I, together with 
the standard errors for each figure. In order to facilitate 
the evaluation of the changes observed, the weights of 
all organs have been expressed both in mg. (with the 
standard error) and in mg./100 g. of body weight. This 
was deemed advisable because the final body weight of 
the rats in the various groups of this experiment were 


> 


very different, owing to the anabolic effect of S.T.H. and 


the catabolic action of cortisone. 


In accord with expectations, S.T.H. (groups. II ' and Y) 
greatly increased somatic growth, while cortisone actu- 
ally diminished body weight below the initial value 
(group ID). It is also evident that the catabolic effect 
of cortisone has been abolished by simultaneous treat- 
Ment with either of the two S.T.H. preparations (groups 
IV and VID. ‘Indeed, the animals receiving S.T.H. plus 
‘cortisone had a higher final body weight than the 
untreated controls, although they were not as heavy as 
the rats receiving S.T.H. alone. We may conclude that 
- there is a difect antagonism between the anabolic effect 
of S.T:H. and the’catabolic action of cortisone. These 
observations suggest that the individual variability in the 
requirements for cortisone in patients, in whom the hor- 
mone is given: for therapeutic reasons, may likewise be 
largely conditioned by the availability of S.T.H. within 
the organism. 
The weight of the héart (expressed either in absolute 
terms or as a percentage of the body weight) was greatest 


in the animals receiving S.T.H. (Li) plus cortisone. There - , 


was also some cardiac enlargement in the rats receiving 


Weights in the First Experiment* 





IV 
STH (Li) 
+ Cortisone 











y since the interested reader can readily do so with the ald of tho 
erences drawn ın the text are based ona conjomt consideration of the 
uation. 


t Two of the rats in this group succumbed several days before the termination of the experment. Hence, their organ weights were not pooled with 
lomn. These animals 


the rest and thus standard errors cannot be given in this co 
sent atrophy. This fact speaks (even more dofinitely ihan organ wed weights 
fails to cause adrenal involution it aggravates the nephrotoxic 


died with severe nephrosclerosis and myocarditis, without signs of 
would) in favour of our conclusion that under these Conditions when eres 
oxic actions of 8.T.H- 
F \ 

, 


a 
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S.T.H. (Li) or S.T.H (Armour) alone. However, the 
cardiac enlargement caused by S.T.H. (Armour) was not 
further increased by ‘simultaneous cortisone administra- 
tion. Indeed, the animals given S.T.H. (Armour) plus 
cortisone had a slightly smaller heart weight than those 
receiving S.T.H. (Armour) alone. An attempt at a 
theoretical evaluation of these differences in the actions 
of the two S.T.H. preparations is made later, in the 
section entitled “ Discussion.” However, for the sake 
of.clarity, it may be mentioned here that in this (and 


in all other pertinent experiments performed in our’ 


Institute) cortisone tended to aggravate the cardiac, 
vascular, and renal damage caused by S.T.H. overdosage 
whenever it failed to cause marked adrenocortical involu- 
tion ; conversely, cortisone actually inhibited these S.T.H. 
effects under experimental circumstances which permitted 
it to induce the usual “compensatory atrophy” of the 
adrenal cortex. 

The weight of the kidney (both in absolute terms and 
when expressed as a percentage of body weight) was 
largest in the animals receiving cortisone and S.T.H. (Li) 
simultaneously. Both S.T.H. preparations, when given 
alone, also caused a marked, absolute, and relative renal 
enlargement. However, the increase in kidney weight 
induced by S.T.H. (Armour) was actually diminished by 
simultaneous cortisone treatment. 

Both S.T.H. preparations caused a pronounced in- 
crease in the weight of the liver. This was further accen- 
tuated by simultaneous cortisone administration in the 
case of S.T.H. (Li), but was diminished by this same 
steroid in the animals receiving S.T.H. (Armour). The 
fact that cortisone augmented the hepatic weight incre- 
ment caused by S.T.H. (Li) ıs all the more significant 
since in these same animals the somatic weight increase 
elicited by S.T.H. (Li) was actually diminished by cor- 
tisone. Apparently, under these conditions, there is a 
dissociation between the general anti-anabolic effect of 
cortisone (as revealed by the somatic weight) and its 
action upon the growth of renal and hepatic tissue. 

It is relevant to mention that in certain species, such 
as the rabbit, cortisone itself causes a pronounced 
increase both ın the absolute and in the relative weight 
of the liver (Timiras, unpublished). The reason for this 
species difference in the responsiveness of the liver to 
cortisone has not yet been elucidated. 

The adrenals underwent pronounced compensatory 
atrophy in the rats treated either with cortisone alone 
or with cortisone plus S.T.H. (Armour). Conversely, in 
the rats receiving S.T.H. (Li) in conjunction with cor- 
tisone the adrenal weight was far above that of the 
uninjected controls. When expressed as a percentage of 
the body weight the adrenal weight in the animals 
receiving S.T.H. (Li) plus cortisone was almost exactly 
the same as in those receiving this S.T.H. preparation 
alone. This implies that, under the conditions of this 
experiment, cortisone failed to inhibit the adrenal- 
stimulating effect of S.T.H. In sharp contrast to the 
above-mentioned findings, the rats treated with S.T.H. 
(Armour) showed a much less pronounced adrenal 
enlargement; indeed, this was almost negligible when 
the adrenal weight was expressed as a percentage of the 
body weight. Furthermore, in the animals treated with 


S.T.H (Armour) simultaneous injection of cortisone’ 


caused considerable adrenal atrophy both “in absolute 
and in relative terms. = 

The thymus of all four groups receiving cortisone, 
alone or in combination with one of the S.F.H prepara- 
trons, was almost maximally involuted ; hence the appar- 
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ent differences between these groups do not lend them- 
selves well to an analysis of the underlying mechanism. 
Yet it is noteworthy that simultaneous treatment with 
S.T.H. (Li) tended to accentuate, and S.T H. (Armour) 
to counteract, the thymus involution normally caused 
by cortisone alone. Although the figures'leave much 
doubt about the significance of this antagonism they 
clearly show at least the absence of a synergism of cor- 
tisone with S.T.H. (Armour) such as is noted with ST.H 
(Li). This (like the adrenal changes) suggests that some 
A.C.T.H.-like effect accompanied the administration of 
S.T.H. (Li) under these conditions. 

The spleen was smallest ın the animals treated with 
cortisone alone, while it was much enlarged after S.T.H 
(Li). S.T.H. (Armour) caused a lesser splenic enlarge- 
ment, which failed to be manifest if the organ weight 
was expressed per 100 g. of body weight. It is particu- 
larly noteworthy that, although the somatic weight 
increase caused by either S.T.H. preparation was so con- 
siderably inhibited by simultaneous cortisone treatment, 
the splenic enlargement was not significantly affected 
by this steroid. This fact (as well as the above-mentioned 
observations concerning cardiac, renal, and hepatic 
weights) further illustrates the Jack of proportionality 
between somatic anabolism in general and the growth 
of certain organs in rats treated with S.T.H. plus 
cortisone. Apparently the cardiotrophic, renotrophic, 
hepatotrophic, and splenotrophic actions of S.T.H. are 
much less readily counteracted (and may even be 
increased) by cortisone-than is its general somatotrophic 
action. 

Clinical and Histological Observations 

Only some of the clinical and histological observations 
can be summarized in the form of a table (see Table II). 
These, as well as other findings, are discussed in more 
detail below. 


Tanie Il.—Summary of Some Clinical and Histological Observa- 
tions in the First Experiment 












Myocarditis 
Nophritis + 
nephro- 
++ 


Trace 
19648 2 


scl 
Pancreatic 
t 





It may be stated at the onset that the changes observed 
in the heart, kidney, and the pancreatic vessels were 
essentially similar to those previously observed after 
treatment with D.C.A. or L.A.P. (Selye, 1950b). In the 
table these are listed under the headings “ myocarditis,” 
“ nephritis plus nephrosclerosis,” and “ pancreatic peri- 
arteritis’ respectively. Their severity is expressed in a 
scale of 0 to + + +, which represents the mean change 
in each group. The designation “trace” is employed 
when the mean reading falls below one +. 

In the hearts of the rats treated with S.T.H. (Li) we 
found ‘the usual granulomatous nodules, situated either 
between the muscle fibres or underneath the endo- 
cardium, rarely in the subeprcardial layer. These 
nodules consist of proliferating connective tissue cells, 
many of which are in various phases of mitotic division. 
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Some of these elements develop several irregular pro- 
. cesses and thus lose their- normal spindle shape. - Their 
`~ cytoplasm often exhibits.a diffuse basophilia. The endo- 
thelial cells which line the capillaries and small arterioles 


trude deeply into the lumina of the vessels, thus resem- 
bling a cuboidal or cylindrical epithelium. These granu- 
lomas are frequently invaded by lymphocytes, plasma 
- cells, and macrophages, and less commonly by a few 
polymorphonuclear leucocytes and eosinophils: 
often also contain polymorphonuclear giant cells, which 
appear to form either by,confluence of endothelial cells 
N in the capillaries or by division of the nuclei (without - 
concomitant division of the cytoplasm) in proliferating 
connective-tissue cells. Between the cells are masses 
of .more, or less homogeneous eosinophilic “ hyalin ” 
material. .Not infrequently these nodules develop around 
. small’ arterioles which undergo: changes typical. of peri- 
arteritis nodosa. When such nodules* develop-under- 
neath the mural endocardium or on the valves they may 
ulcerate, and then fibrin is deposited on the denuded 
surface. This fibrin gradually becomes organized by. 
invading connective-tissue strands and vessels. There is 
a striking similarity ‘between these myocardial changes | 
and those observed in acute rheumatic fever, lupus` 
_ erythematosus, and Libman-Sacks disease (Plate, Fig. 7) 


The above-mentioned cardiac changes were particu- 


much greater weight increase than ‘has been noted after ~ 
D.C.A. This “ renotrophic effect” may well be specific 


‘of S.T.H. and quite ‘distinct from tts nephrotoxic action, 
‘as will be seen in the discussion of these findings below 
.tend to become hypertrophic and in many places pro- - 


The rats ‘treated with cortisone alone showed only 
marked glomerular hyperaemia with the extreme disten- 
sion of the glomerular capillaries which is quite charac- 
teristic and constant in rats'treated with this hormone 
(Selye, 1950b). (Figs. 1-6. All the photomicrographs 


They, in the Plate illustrate organ changes observed in the 


first experiment.) - ; : 

In’ the pancreas, obvious changes developed-only in 
the vessels, while the acini and the Langerhans islets’ - 
remained essentially intact. Pronounced periarteritis 
nodosa was observed in all the animals treated with 
S.T.H. (Li) plus cortisone, while S.T.H. (LD alone caused 
only minor lesions in one of the animals., Thus, in this ` 
respect again, cortisone aggravated the tendency of 
S.T.H. (Li) to produce “ collagen disease.” ‘On the’ 
other hand, S.T.H. (Armour), which also produced peri- 
arteritis nodosa in one of the-animals, did not exert such 
an action’in'any of the rats treated simultaneously with - 
cortisone (Fig. 8). Histological signs of oedema in the 
pancreatic stroma ran’ approximately - parallel with” the ' 
degree of vascular lesion in all groups. 

It should be mentioned here that macroscopically 
visible reddish nodules of periarteritis nodosa in the 


. 


‘larly severe in the rats receiving S.T.H. (Li) plus cor- - mesentery are almost invariably observed when renal 


tisone, but almost as.marked in those treated with S.T.H. , 
(Li) alone. They were less. pronounced in the animals 
given S.T.H (Armour) alone, and here.they’ were com- 
` pletely prevented by concurrent treatment with cortisone. 


, damage is produced by D.C.A,. pr by the “ endocrine 
kidney technique.” Such lesions are quité exceptional,’ 

however, in rats in which similar renal damage is elicited. 
by LAP. The mesenteric periarteritis nodosa caused 


The kidneys of the rats treated with’ S.T.H. (Li) by D.CA can be inhibited by simultaneous treatment 
exhibited a typical malignant nephrosclerosis with peri- with cortisone, even in animals in which the renal damage 
arteritis-nodosa-like changes of the small renal arterioles is actually aggravated by the latter hormone (Selye, 
and glomerular hyalinization. All these changes had 1950b). In the present experimental series, mesen- 
been. previously noted -in D.C.A.-treated animals. In- teric periarteritis nodosa outside the pancreas was not 5 
nephrons wıth early stages of the lesion, the glomerulus Observed in any of the animàls—an observation which * 


-is merely enlarged and apparently permeable to plasma 
proteins, since coagulated proteinaceous material is found. 
in the spaces of Bowman’s capsules as well as in the 


is compatible with the view that S.T.H. is the nephro- 
‘toxic factor responsible for the L.A.P. effect. 
The liver revealed marked parenchymatous hyperplasia * 


‘ convoluted tubules. These coagula form hyaline casts , and hypertrophy in all S.T.H.-treated animals, whether 


which may ' completely obliterate the tubular lumina ‘so , 
that above their level the nephrons are greatly distended 
with urine. At a later stage the glomerulus becomes 
highly cellular ; its-endothelium and the visceral larbina 
of Bowrnan’s capsule undergo marked hypertrophy and 
hyperplasia, often accompanied by invasion with’ poly- 
morphonuclear leucocytes. At this time erythrocytes 
may appéar in the lumina of Bowman’s capsules and 
of the tubules. In some kidneys the hyalinization of 
vessels and glomeruli, in others the proteinuria, haemat- 
uria, and inflammatory glomerular changes predominate. 
Thus we note yarious intermediate stages between typi- 
cal malignant nephrosclerosis and a haemorrhagic type 
of-glomerular nephritis. Lymphoid infiltrates are occa- 
sionally seen between the tubules. 

The connective tissue around the renal pelvis is always 
very oedematous and infiltrated by inflammatory cells. 
In some instances a typical pyelonephritis ensued. i 

“AU these changes were more pronounced in the rats 
treated with S.T.H, (Li)' than in those~given S.T.H. 
(Armour) ; 

_ former arid prevented them in the latter case. 7 

The only respect in which the kidneys of S.T.H. -treated - 
rats appeared to differ from those of D.C.A.-intoxicated 
animals ıs that the former usually show very pronounced 
regenerative changes in the tubules and consequently a 


cortisone tended ‘to aggravate them in the | 


or not they were also given cortisone. The hepatic cells ` 
were ‘enlarged, some of them showed mitotic figures. 
and in.general the ‘cytoplasm exhibited a more`ʻor less 
pronounced basophilia. The hepatic stroma occasion 
ally contained infiltrations with lymphoid and myeloid 


-elements. 


. The adrenals of the rats receiving cortisone alone 
underwent the’usual cortical atrophy, while the medulla / 
„remained essentially intact. The involution affected all 

three layers of the cortex, although the glomerulosa was 

least atrophic. This may be due to the fact that even 
normally the glomerulosa cells are poorly developed 

The reticulo-endothelial phagocytes of the sinusoids were 

often laden with brownish blood-pigment derivatives. 

Under thé conditions of this experimént, S.T.H. (L) - - 


‘caused a pronounced hypertrophy and hyperplasia of the ` 


adrenal cortex, often accompanied by lymphatic and , 
myeloid infiltration islets. These same changes had pre-~ > 
viously been’ noted in animals treated with L.A.P. (Selye, - 
1950b). In rats concurrently given S.T.H. (Lı) and cor- 
tisone the’ lymphatic infiltration was significantly less . ' 
pronounced than in those receiving ST.H (Li) alone, ' 
presumably „because of -the well-known antilymphatic 
effect of gluco-corticoids. bt fe 
“The sinusoids of the adrenal cortex were replete with 
lymphoid cells, especially in the rats receiving S.T.H. 


\ 
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impression of,a lymphatic leukaernia. However, in other 


the intracapillary lymphocyte number. 

In the rat, scattered islands of cortical cells are nor-. 
mally found within the substance of the medulla. They - 
resemble the cells of! the reticularis. ` In our ~ §.T.H.- 
treated rats these “medullary cortical cells” were par- 
ticularly prominent and enlarged. All these cortical 


` = 4 - i 
changes were much more pronounced i in the rats treated . 


with S.T.H. (Li) than in those given S.T.H, (Armour). 
Furthermore, simultaneous administration, of cortisone 
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In some fields ‘the ‘cortical sinusoids con- 
tained almost only lymphoid elements so as to give the .- 
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the view thàt’S.T.H. exerts ‘D.C.A.-like ‘actions, since 
the latter hormone likewise augments- the inflammatory 


response to local irritation in the joint regions. It is . 
organs we did not observe any comparable increase in’ especially notewotthy, however, that both S.T.H. pré- 


. parations greatly diminished: the anti-arthritic -effect of 
cortisone, This agrees with our view,that the cortisone: 
requirements of patients, are also dependent : upon endo- 
genous S.T:H. production.” . 


x 
4 


Results of Second Experimental Series 


Perhaps the most clear-cut outcome of our first experi- 
ment was that, under our experimental conditions, cor- 


failed to prevent the adrenal hypertrophy caused. by _tisone influenced the effect of S.T.H.(Li) and of S.T.H 


S.T.H. (Li), while it almost completely abolished ‘that 
elicited by S.T.H. (Armour) (Figs. 9-11). 


(Armour) in a different’‘manner.” It must be' kept in 
mind, however, that S.T.H. (Li was administered at the’ 


The thymus showed , obvious histological signs ‘of ‘ate of 3 mg., and S.T.H. (Armour) at the rate df 6 mg | 


involution, with disintegration of the ‘thymocytes and 


a day. The reason for this difference in dosage. was 


proliferation of the reticulum. in all cortisone-treated ‘merely that we did not, have enough of the former | 


animals, but this was least pronounced in those also 
receiving S.T.H. (Armour). ` 

The: spleen exhibited a pronounced atrophy of the’ 
lymphoid elements in all the animals treated with cor- 
tisone alone. This was, accompanied by an involution 
of thè splenic megakaryocytes, which were scarce, and 


preparation. 


` 


, 


Our results made it imperative, however, to determine : 


whether cortisone would inhibit the cardiovascular and 
renal toxicity of S.T.H.-(Li) if the latter were given at 
a higher dose level. Endocrinology furnishes many 
examples showing that the action of hormones‘at low 


even: the few that could -be found were subnormal-in dose levels may be diametrically ‘opposite to that at ` 


size. Conversely, the rats treated with S.T:H. (Li)— 
and to a_lesser extent those receiving, S.T.H. (Armour), 
—revealed a marked hyperplasia of lymphoid and 
‘myeloid elements, especially ‘in the marginal zone of 
the Malpighian corpuscles. This was accompanied by * 
a pronounced increase inthe number of eosinophilic * 
‘leucocytes within the- splenic parenchyma. Normally, 


iigh dose levels” Thus small amounts of testosterone 


cause testicular atrophy, large amounts hypertrophy ; - 


thyroxine. stimulates somatic growth at “low and inhibits, 
itat high dose levels, etc. se 

“We also bad to consider the possibility that the 
handling of our experimental animals: (blood-pressure 
measurements, topical irritation arthritis test, repeated 


sessile eosinophils are extremely rare in the rat spleen. injections, etc) stimulated endogenous A.C.T.H. pro- 


An extraordinarily large“number.of hyperplastic mega- 
karyocytes was striking.-in both S.T.H.-treated groups. 
Simultaneous treatment - with cortisone did not signifi- 
cantly alter the response to either of the S.T:H.. pre- 
parations. However, in all the animals simultaneously 
treated with cortisone and either of the S.T.H. prepara- 
tions there was an obvious increase-in the storage of 
brownish blood-pigment derivatives within the splenic 
macrophages (Fig. 12). : 

water intake was greatly increased in all the ani- 
mals treated with S.T.H. (Li) and, to a less extent, in 
those given S.T.H. (Armour). Simultaneous treatment 


with’ cortisone did not significantly alter the increased tisone. 


duction, which’ may have overcompensated for the 
- effects of small doses of S.T.H. This’would of course 
likewise’ interfere with the ability of cortisone to pro- 
duce compensatory ` atrophy of the adrenals. Several 
_ (unpublished) preliminary experiments had revealed that: 
cortisone ‘prevents the cardiovascular and renal toxicity 
of S. T.H. only under conditions which permit: it to cause 
adrenocortical involution. For these reasons we decided 
to refrain- from the publication of the first experimental 


series until we were able to obtain an additional supply 


of S.T.H. (Li). Recently, in a second experiment, we. 
increased the daily dose both of S.T.H. (Li) and: of cor- 
We hoped that under these conditions any ' 


‘water turnover of the ‘rats given S.T.H. (Li), but jt almost - - incidental endogenous A.C.T.H. -secretion would be 
-completely abolished the polydypsia and polyuria of `“ comparatively less important in proportion to the > high 


those receiving S.T.H. (Armour). 
caused only a slight inhibition of water turnover. 
‘The mean blood pressure was highest h 
receiving S.T.H. (Li). Although cortisone 
‘caused some hypertension, the rise in blood pressure 
“was less pronounced’ i in the rats given S.T.H. (Li) plus 
- cortisone. 
were more severe in the latter group. The interpretation 
of this finding must ‘await further observations, especi- 
ally since ‘the pressor effect of S.T.H. (Armour) did 
not appear.to be significantly influenced” by concurrent 
_ cortisone treatment. Í 
The topical ‘irritation arthritis test showed. that both 
S.T.H. preparations -increase the ability of the rat to 
` produce an inflammatory granuloma at the site of irrita- 
tion, while cortisone Breas it. This agrees with our 
evealed that L.A-P. aggra- 


‘ 


Cortisone in “itself S.T.H. and cortisone dosages injected. Unfortunately, ` 


we had only enough electrophoretically pure S.T.H. (Li) 


the group to continue this-experiment for 17 days, but, even so, it 
itself also, became obvious that under these experimental conditions 


S.T.H, (Li) behaved in the same manner as the S.T.H. 
(Armour) had in the first series. In other words, under 


This is noteworthy since the renal changes favourable experimental circumstances the toxicity of 


either of the two .S.T.H. prepardtions is counteracted 
by cortisone. Hence, the apparent difference between | 
the two somatotrophic extracts must not be ascribed to 


inherent dissimilarities of their actions, but to the dose ~ 


level at which they were given. 

The exact experimental procedure has suas been 
outlined above in the section “ Materials and Methods.” 
The results:as regards body weights, organ weights, and 
clinical and histological changes were so similar to-those 





cortisone, that it would be redundant to 


“reported above for. S.T.H. (Armour), alone and in com- ' 
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HI and IV, which are constructed in the same manner 
as the corresponding Tables I and II of the first 
experiment. 


Taste IHI —Summary of Organ Weights in the Second Experiment 

















I I Iv 
Group. Normal Cortisone | ST.H (LI) 
Controls +Cortusone 
No of rats per group 6 3 6 
Initral body weight in g 125 130 125 130 
Final body weight in g 14338 2I5£Il 103467 16723 
Heart In mg 521 +13 763 +65 486 -+26 6364+32 
inte 8] aise | 15014259 658458 | 1,028.36 
- in mg < + 028 + 
Pa a me tac 5, 661-2392 ae 409 | 5,1 Sem 9.223224 
m mg + + vat + 
Liver 4 img /100g| 3,959 "5,468 965 5,524 
Adrenals d 2 ™8 350-39 | “66465 | 124048 | 2426 
inme nore 136 Ea Tig 34 ret ede 
in mg i $ + 
ie o mg ate 780 so 1,286 +6 373-054 1 46409 
in mg + +655 + vf 
Spleen 4 inmg/00g| 545 "598 363 i6 
Prepu- 10 mg 47428 101448 55410 174413 
tinls in mg /100g 33 70 53 10 


Taare IV —Summary of Some Cliucal and Histological Observa- 
tons in the Second Experiment 











I I m Iv 
Group: Normal STH Cortisone | STH (Li) 
Controls (Li) +Cortisone 
Myocarditis < 9 ++ 0 0 
Nephritis + nephro- 
sclerosis š 0 ++ 0 9 
Pancreatic perar- 
tenis. 0 + 0 o 
Water intake in mi 4342 191421 73445 62439 
Blood oe in 
mm Hg 13643 15545 15447 1753-19 
Arthritis test ++ +44 0 ++ 











It will be seen that under these experimental condi- 
tions S.TH (Li) produced marked cardiac and renal 
enlargement as well as diuresis, all of which were 
inhibited by simultaneous cortisone treatment. Signi- 
ficantly, at the dose level at which it was employed 
here, cortisone caused marked adrenal atrophy despite 
S.T.H. treatment ; it is tempting to ascribe the inhibition 
of the cardiovascular and renal effects to this cortical 
involution. Thus there is no reason to assume any 
important qualitative difference in the actions of the 
two S.T.H. preparations which we employed. 

It will be noted that in this second experiment we also 
examined the preputial glands. These were only moder- 
_ately influenced by cortisone or S.T.H. alone, but under- 
went a most pronounced enlargement in the rats treated 
with both these hormones simultaneously. The observa- 
tion recalls some of our earlier experiments which 
showed that the atrophy of the preputial glands pro- 
duced by hypophysectomy can be prevented by an 
impure anterior pituitary extract. The latter even causes 
preputial-gland enlargement both in intact and in hypo- 
physectomized rats, this effect being considerably aug- 
mented by testosterone, androsterone, progesterone, and 
A®-pregnenolone, but not by D.C.A. At that time pure 
gluco-corticoids (such as cortisone) were not yet avail- 
able to us. From these observations we concluded 
“that the preputial gland stimulating effect (just as the 
mammogenic action) of steroids is at léast partly depen- 
dent upon the simultaneous action of hypophysial hor- 
mones ” (Selye and Clarke, 1943). 

The present observations suggest that S.T.H. is the 
factor which was responsible for the stimulating effect 
of our impure anterior pituitary extract on the preputial 
gland. Experiments now under way in this Institute 
aré designed to examine the specifici 


7 





liminary investigations have shown that, under suitable 
experimental conditions, $.T.H. causes marked preputial- 
gland enlargement within 48 hours. Perhaps the sensy- 
tivity of this test might be further augmented by topical 
application of S.T.H. We mention these preliminary 
findings only because of the urgent need for a clinically 
applicable sensitive bio-assay method for the estimation 
of S.T.H. in biological fluids. Perhaps they will stimu- 
late others to explore such possibilities. 


Discussion 


The principal outcome of these experiments was to 
show that the mineralo-corticoid-Itke actions of L.A.P. 
can be reproduced by electrophoretically pure S.T.H 
They also demonstrate that under suitable experimental 
conditions the concurrent administration of cortisone 
inhibits these effects of STH., perhaps because it 
depresses A.C.T H. secretion by the animals own 
pituitary. 

It had long been known that certain impure pituitary 
extracts contain a principle, “ the L.A.P.-factor” or the 
“ X-factor,” which exerts mineralo-corticoid actions, pre- 
sumably because it induces the adrenal cortex to secrete 
D.C.A.-like steroids. Jt was obvious that this factor 
is not the commonly known corticotrophic hormone 
A.C.T.H., because the latter produces gluco-corticoid 
actions by inducing the adrenal to secrete predominantly 
cortisone-like (or “* compound F "-like) substances. The 
experiments reported here suggest that this X-factor is 
identical with S.T.H. In a certain sense, therefore, one 
might consider S.T.H. to be “ mineralo-corticotrophic,” 
just as A.C.T.H. is “ gluco-corticotrophic.” Yet there 
seems to be an essential difference between the 
mechanism of action of S.T.H. and A.C.T.H., in that 
the’ latter maintains adrenal weight even in the hypo- 
physectomized animals, while S.T.H. fails to do so 
(Simpson er al , 1949). 

It will be recalled, however, that, on the basis of 
indirect evidence, we predicted that the “ X-factor ” in 
L.A.P. could exert its mineralo-corticotrophic actions 
only in the simultaneous presence of A.C.T.H. (Selye, 
1950b). Thus, A.C.T.H. would be required not only 
for the secretion of gluco-corticoids but also for the 
maintenance of the adrenal cortex in a condition of 
responsiveness to S.T.H. In this event, when A.C.T.H. 
is eliminated, either by hypophysectomy or by the 
administration of adequate amounts of cortisone, then 
S.T H. of course could not exert its mineralo-cortico- 
trophic effects. The above interpretation is all the more 
probable since some of our unpublished data showed 
that A.C.T.H. injections increase the ability of S.T.H. 
to produce cardiovascular and renal damage with severe 
polyuria. (Incidentally, this is one of the few respects 
in which A.C.T H. and cortisone exhibit diametrically 
opposite effects.) 

Another fundamental difference between the actions 
of the two pituitary principles is that A.C.T.H. does not 
appear to produce any direct actions ; hence it is ineffec- 
tive in the absence of the adrenals. On the other hand, 
S.T H. stimulates somatic growth even after adrenal- 
ectomy (Emery and Gottsch, 1941). It may be added 
that in the experiments reported here we often noted 
the development of fibroma-lke connective-tissue pro- 
liferations at the site of S.T H. injections. Preliminary 
observations (unpublished) showed, furthermore, that the 
injection of S.T.H. into the joj 
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articular structures. Here we are obviously also dealing 
with a direct effect of ST.H. Perhaps the development 
of experimental replicas of the so-called “collagen dis- 
eases” under the influence of ST.H. overdosage is 
dependent upon a dual mechanism—namely, the produc- 
tion of mineralo-corticoids by the adrenals and the direct 
sttmulation of connective-tissue proliferation by the 
S.T.H. itself. 


It is probably because of this dual action that S.T.H. 
overdosage does not merely copy the manifestations of 
D.C.A. intoxication. Large doses of S.T.H reproduce 
the effects of excessive D.C.A. administration in the 
cardiovascular system and the kidney, but the syndrome 
produced by S.T.H. intoxication is invariably also 
accompanied by the specific actions of the Jatter hor- 
mone upon somatic growth in general, the spleen, the 
liver, etc. These latter changes cannot be duplicated by 
D.C.A. Presumably, S.T.H. stimulates the prolifera- 
tion of connective tissue and its ability to respond with 
granuloma formation upon local injury, both by the 
production of mineralo-corticoids and by some of its 
direct peripheral effects. Through this peripheral action 
S.T.H. presumably sensitizes the connective tissues to 
the actions of the mineralo-corticoids discharged by 
the adrenal cortex under the influence of this same 
pituitary hormone. 

We have seen that the cardiovascular and renal 
damage caused by S.T.H. intoxication is prevented by 
cortisone only if the latter hormone succeeds in pro- 
ducing a pronounced adrenocortical atrophy. This agrees 
with the view that the above-mentioned toxic actions of 
S.T.H. are mediated through the adrenal cortex. Con- 
versely, under experimental conditions which prevent the 
production of adrenocortical atrophy by cortisone, the 
toxicity of S.T.H. is further aggravated by this steroid. 
This agrees with our previous finding that the nephro- 
toxic effects of mineralo-corticoids (e.g., D.C.A.) are 
likewise enhanced by cortisone. 

In other respects the interaction is less predictable 
between exogenous (e.g., injected D.C.A. or desoxo- 
cortisone) and endogenous mineralo-corticoids (e g., those 
produced under the influence of S.T.H.) on the one 
hand, and exogenous (e.g., injected cortisone) or endo- 
genous gluco-corticoids (e.g., those produced under the 
influence of A.C.T.H.) on the other hand. The produc- 
tion of mesenteric periarteritis nodosa by mineralo- 
corticoids is readily inhibited by gluco-corticoids, but 
the accompanying cardiac and pancreatic periarteritis 
nodosa may be prevented or aggravated by them, depend- 
ang upon conditions (Selye, 1950b). L A.P. (which con- 
tains both S.T.H. and A.C.T.H.) regularly causes marked 
renal damage, while cardiac lesions and pancreatic peri- 
arteritis nodosa are less common and mesenteric peri- 
arteritis nodosa is hardly ever observed. The resulting 
syndrome corresponds closely to tbat obtained by con- 
current treatment with D.C.A. and cortisone. 

In animals simultaneously injected with L.A.P. and 
cortisone the above-mentioned lesions are particularly 
severe, presumably because the A.C.T.H. contained in 
‘the L.A.P. prevents the compensatory adrenal atrophy 
normally elicited by cortisone; hence only the detri- 
‘mental extra-adrenal synergism between the two pre- 
parations can manifest itself (Selye, 195ta). A similar 
aggravation of the LAP. effect is obtained by simul- 
taneous treatment with pure A.C.T.H. (Selye, 1951b), 
probably for similar reasons. In both these cases the 
adrenal cortex is well developed and presumably main- 
tains its responsiveness to S.T.H. 


Electrophoretically pure S.T.H. is not yet abundantly 
available. However, it has been possible to show in the 
rat that the malignant nephrosclerosis and myocarditis 
normally produced by conjoint treatment with L A.P. 
and cortisone can be completely prevented by adrenal- 
ectomy. As cortisone does not produce such renal and 
cardiac lesions either in intact or in adrenalectomized 
animals, ıt is probable that the active principle of L A.P 
(presumably S.T.H.) exerts its cardiotoxic and nephro- 
toxic effects through (or at least under the influence of) 
the adrenals, ` 

It is particularly significant that adrenalectomized 
animals maintained on cortisone are highly resistant to 
normally lethal doses of L.A.P. In one such experiment 
two groups of rats were treated with cortisone and 
L.A.P. simultaneously ; one group was adrenalectomized, 
the other not. The rats in possession of their adrenals died 
from nephrosclerosis and myocarditis when their adrenal- 
ectomized partners still survived in good condition. Here 
we are faced with a rather unusual situation in that 
adrenalectomy preserves life (Selye, 1951c, in press) 
This experiment will be repeated, using pure S.T.H 
instead of L.A.P., in order to make certain that, in this 
respect also, the former is the active principle of the 
latter. It is already obvious, however, that some factor 
present in our anterior pituitary preparation exerts its 
fatal effects only in the presence of the adrenal cortex, 
presumably through the liberation or activation of 
D.C A.-like compounds. 

One additional pertinent fact must be considered. In 
a hitherto unpublished experimental series, pure S.T.H 
and D.C.A, were administered, either singly or in com- 
bination, to rats sensitized to mineralo-corticoid actions 
(by unilateral nephrectomy and a high NaCl intake) 
Here concurrent administration of S.T.H. and D C.A 
produced fatal nephrosclerosis and myocarditis much 
more rapidly than either of the hormones given alone 
Thus there 1s an obvious synergism between ST H. and 
the mineralo-corticoid substance D.C.A. 


Conclusions 


Under suitable experimental conditions, electrophoreti- 
cally pure somatotrophic hormone (S.T.H.) produces 
cardiovascular and renal changes quite similar to those 
elicited by toxic doses of mineralo-corticoids. 

Cortisone in doses capable of producing adrenocorti- 
cal atrophy, or surgical removal of the adrenal glands, 


‘prevents the above-mentioned lesions, which are nor- 


mally elicited by pure S.T.H. or by S.T.H.-containing 
anterior pituitary preparations. On the other hand, both 
A.C.T.H. and D C.A. aggravate these S.T.H. actions 

As regards the mechanism through which S.T.H 
could exert its toxic effects upon the cardiovascular sys- 
tem and the kidney; the following possibilities come to 
mind: . 

1. A.C.T.H. ıs a gluco-corticotrophic hormone—that is, 
one which stimulates the adrenal to produce gluco-corticoids 
—and S.T.H. possesses mineralo-corticotrophic effects. 
However, while A.CT.H. can maintain the integrity of 
the adrenal cortex—for example, even after hypophys- 
ectomy—S.T.H. fails to do so Hence the latter cannot 
elicit its potential mineralo-corticotrophic actions after the 
adrenal cortex has become atrophic owing either to cortisone 
overdosage or to hypophysectomy. ' 

2. The secretion of mineralo-corticoids by the adrenal 
cortex is independent of hypophysial regulation. However, 
owing to a peripheral synergism, the muneralo-corticoids 
(such as D.C.A.) sensitize, while the gluco-corticoids—for 
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example, cortisone—desensitize, the tissues to the above- 
mentioned toxic effects of' STH. 


3. S.T.H. exerts its effects both through the adrenal cortex 
and in the periphery. It augments mineralo-corticoid secre- 
tion and at the same time sensitizes the tissues to the effects 
of mineralo-corticoids. Conversely, gluco-corticoids dimi- 
nish the production of either type of corticoid and con- 
currently desensitize the tissues to: the mineralo-corticoid 
(D.C.A., S.T.H.) type ‘of effect. 

“Further experiments are now in progress to verify the 
correctness of these three possibilities, but at the present 
time the thırd hypothesis seems to be most readily com- 
patible with all the known ‘facts. It is illustrated by 
the accompanying diagram. 


Schematic Diagram Illustrat- 

ing the Principal Interrelations 

$ Between the Hypophysis, the 
Adrenal Cortex, and the 
Peripheral Organs 
During the General-adaptation 
Syndrome. — The stressor 
(trauma, infection, burns, etc.), 
acuis upon the cells, evokes a 

- us which induces the 
anterior Pituitary. to produce 
A.C.T.H.; in certain circum- 
stances it may also cause a dis- 
charge of S.T:H. The nature 
of this first mediator between 
the directly injured organ and 
the anterior pituitary is not yet 
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Hence- here it is indicated 
merely by an- interrupted line, ’ 
ə labelled with a question mark. 
A.C.T.H. induces the adrenal - 
redomin- 
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cortex to produce 
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antly 
pounds, whose effect upon the 
response of the various target 
organs is generally inhibitory— 
for example, catabolism, dim- 
inution of granuloma forma- 






` tion and of aller: 
S.T enhances a 
variety o "defensive reactions 
= in the target organs—for 
example, anabolism, augmenta- 


TARGET 
ORGANS 


pose 





Conversely, 








.and of allergic responses— 
primarily by stimulating the 
connective tissue. Part of this 
Serna th undoubtedly- nor 

N ia rough the adrena 

STRESSOR cortex, but r direct effect 

© sensitizes the connective-tissue 
elements to _ the—essentially 

siinijat—actions of the mineralo-corticoids. It is probable that 

S.T H. also acts by increasing the production of mineralo-corti- 


coids. However, in itself it cannot maintain the cortical cells in a . 


responsive condition, hence its * corticotrophic”’ effect ıs depen- 
gant upon the simultaneous availability of A.C.T.H. In the 
nal analysis the physiological and pathological responses of 
the target organs to stressor agents depend upon the 
balance between’ the mineralo-corticoids and S T.H. on the one, 
hand, and ACTH. and the gluco-corticoids on the other 


Summary 


JA z: 


Experiments on female piebald rats fevealed that electro- 
phoretically pure somatotrophic hormdne (S.T.H.) produces 
nephrosclerosis with variable degrees of nephritis, marked 
polyuria, myocarditis, pancreatic periarteritis nodosa, and 
hypertension. . The experimental animals were sensitized 
to mineralo-corticoid actions by unilateral nephrectomy 
and an excess NaCl intake, but this sensitization in itself 
did not produce such changes. 

The type of the toxic manifestations, as well as the 
sensitization of the animals to these S.T.H. effects by 
unilateral néphrectomy and NaCl, parallel our previous 
findings in animals receiving excesses of desoxycortico- 
sterone acetaté (D.C.A.) or lyophilized antenor pituitary 
(L.A.P.), material. 

‘It is assumed that S.T.H. is the active principle responsible 
for the toxic actions-of L.A.P. upon the kidney and the 


gluco-corticoid com- . 


ic responses. ~ 


tion of granuloma formation . 


cardiovascular system. The lesions caused by S.T.H. are 
considered to ‘be, in all likelihood, secondary to a sensitiza- 
tion of the tissues to D.C.A.-like mineralo-corticoids. In 
addition, S.T.H. may also increase the production of 
muneralo-corticoids by the adrenals. 

The cardiovascular and renal damage normally causéd 
by S.T.H. overdosage is prevented if cortisone is simul- 
taneously administered in doses adequate to produce 
adrenocortjcal atrophy. 

S.T.H. increases the sensitivity of. the rat to the produc- 
tion of experimental arthritis. Simultaneous treatment with 
cortisone exerts a contrary effect. However, larger doses of 
cortisone’ are required to inhibit an experimental arthriti¢ 
in the S.T.H.-treated than in the otherwise untreated animal. 


‘Apparently the anti-arthritic effect of cortisone is inversely 


proportional to the amount of S.T.H. present in the 
organism 


In the production of the so-called “ diseases of adapta- ` 


tion,” S.T.H. appears to play a part equally as important 
as.that of A.C.T.H. The former is responsible for the 
activity of mineralo-corticoids, which stimulate defensive 
granuloma formation, while the latter regulates the secre- 
tion of gluco-corticoids, which inhibit such defence reactions. 


This investigation was performed with the help of grants from 
the National Research Council of Canada and the Canadian 
Arthritis and Rheumatism Society. I am particularily indebted 
to Professor C. H. Li, of California, and to Drs. J. Mote and 
I. Bunding, of the Armour Company of Chicago, for furnishing 
purified S.T H. preparations. I also wish to express my thanks 
to Misses P. Séguin and S. Charbonneau,” and Messrs. Kai 
Nielsen and Robert Gagnon'for technical assistance and the 
preparation of the photomucrographs. 
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When they met last September, the Expert Committee on 
Tuberculosis of the World Health Organization drew atten- 
tion to the value of routine chest examinations in- general 
hospitals as à way of detecting unsuspected cases of tubercu- 
losis. They quoted experience in‘the United States, where 
247 general hospitals are now taking x-ray pictures of all 
out-patients, admissions, and hospital staff. In one hospital 
in New York State, for example, where a total of 7,187 
patients (74%) were radiographed, 290 (4%) showed signs of 
tuberculosis. 
people have been examined in this way since the start of the 
scheme in 1942, and again over 4% of them showed tubercu- 
lous lesions.- From this and other studies in Chicago—for 
example, a survey of 25,000 negroes—it has been suggested 
that there are in the U.S. something, like 600,000 patients 
undergoing medical treatment for other complaints while 
they have active undiagnosed tuberculosis, The Committee 
recommends that general hospitals should take up this 
challenge. 7 : 


——— (194 J. clin. Beto, "6, 

— 19498). British Medica Jourhal 7, 1129. 

— (1949b). Canad. med. 61, 553, 

—— (1949c). British Medical net 2, 1129. ; 
— (1950a). Ibid., 1, 203. 

— (1950b). Stress. Acta Inc., Medical Publishers, Montreal 
—— (1950c). British Medical Journal, 1, 138 

—— (1951a). Folia cliri. int. In press. 

—— (1951b). Endocrinology. In press.” 
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At the Chicago University dispensaries 15,000. 
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S.T.H. (Liy 


Fic. 2.—Kidney of 
treated rat (group ÍI). Intense hyaliniza- 
tion of some glomeruli; distension of 





control rat 


1.—Kidney of 
Note normal appearance of 
glomeruli and tubules. 


Fic. 


roup I). some tubules. 


Bowman's capsules and 


Arrow indicates markedly hyalinized and 
glomerular 


almost occluded afferent 


arteriole. 








Fic. 5.—Kidney of S.T.H. (Armour)- 
treated rat (group V). Changes are 
essentially similar to those produced with 
S.T.H. (Li), though their frequency in 
this group was considerably less. 





Fic. 4.—Kidney of rat treated with 
S.T.H. (Li) and cortisone (group IV). 
Glomerular and tubular changes even 
more pronounced here than in animal 
iNustrated in Fig. 2. 
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Fic. 3.—Kidney of cortisone-treated rat 


(group II). Extraordinary hyperaemia of 
glomeruli, with dilatation of glomerular 
capillaries. Arterial system and tubules 


not affected by cortisone. 





; EN wre. 3 : 

Fic. 6.—Kidney of tat treated with 
S.T.H. (Armour) and cortisone (group VI). 
Nephrosclerotic and nephritic pepo 
completely br eee tougn glo r 
hyperaemia racteristic ‘of cortisone is 
detectable. 
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Fic. 7.—Insertion of mitral valve in rat treated with S.T.H. (Li) and 
cortisone (group IV). Infiltration of valve by inflammatory cells and 
deposition of fibrinous material at site of an endothelial defect. 


Fic. 8.—Arteriole from pancreas of rat treated with 
S.T.H. (Li) (group II). Hyalin necrosis of the vessel wall 
with proliferation of typical granuloma tissue. 






Fic. 9.—Adrenal of rat treated with S.T.H. (Li) (group II). Extra- Fic. 10.—Another region from the adrenal shown in Fig. 
ordinary predominance of small lymphoid elements within the cortical 9. Note appearance of lymphoid and myeloid elements 
sinusoids. between the cortical cells. 





= 
A 





x 
—" A ad d p ' 2 a! z ‘ 
Fig. 11.—Adrenal medulla from a rat treated with S.T.H, (Li) Fic. 12.—Many large megakaryocytes in spleen of rat 
(group II). | oka gd of several typical cortical cells (indicated treated with S.T.H. (Li) (group II). ere were also many 
by arrows) interspaced between the me ullary elements. eosinophilic 


nophilic granulocytes in the spleen, but they are not 
readily distinguishable here. 
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A METHOD FOR DETECTING 
CORTISONE IN BODY FLUIDS 


BY 
C. L. COPE, M.D., F.R.C.P. 


Physician and Senior Lecturer, Posigraduate 
Medical School of London 


The pioneer work of Venning et al. (1946) in studying 
the urinary excretion of cortisone-like steroids in the 
urine in various disease states has been followed by 
relatively little research confirming and extending their 
observations. This has been largely due to ithe laborious 
and time-consuming methods of assay which they had 
to employ. With the increasing recognition of the wide- 
spread intiuence of cortisone in so many disease pro- 
cesses, and the growing interest in the behaviour of 
the adrenal gland ın these diseases, the need for simpler 
. methods for detecting and assaying such substances ın, 
body fluids has become great. P è 

There are several chemical methods for estimating ‘the 
urinary products of adrenal metabolism, based on their 
chemical properties, particularly their reducing power 
and their ability to Irbefate formaldehyde. Jn the 
course of investigations using these chemical methods 
we formed the impression that the variations in chemi- 
cally determined steroid an the urine do not parallel the 
changes in cortisone content (Cope, 1951). The latter, 
indeed, represents only a small fraction of the reducing 
steroid found to be present by chemical means. 

A method has therefore been developed for detecting 
the compounds cortisone and 17-hydroxycorticosterone 
im body fluids which is based on the specific ability of 
these compounds to reduce the number of circulating 
eosinophil cells in the blood. Suitably prepared extracts 
of urme or other body fluids are injected into adrenal- 
ectomized mice and the subsequent percentage fall in 
blood eosinophil cells is measured A roughly propor- 
tional- relation can be shown 'between the extent of ‘this 
fall and the amount of cortisone injected. 


Preparation of Urine Extracts 

A ,24- or 48-hour collection of urine without preser- 
vative, preferably checked for completeness by deter- 
mination of its creatinine content, is acidified to the 
extreme range of thymol blue ‘(approximately pH 1) 
with concentrated sulphuric acid. It is stood at room 
temperature overnight and -then extracted by shaking 
in separating funnels with four successive quantities of 
chloroform, each being equal to 15% of the urine being 
extracted. The resultant chloroform emulsions are cen- 
trifuged clear of aqueous phase in a large centrifuge. 
The clear chloroform phase is evaporated under reduced ! 
pressure to a volume of about 30 ml., the temperature 
of the water bath bemg kept below 50° C. throughout 
the distillation. The concentrated chloroform extract 
is transferred quantitatively to a small separating funnel 
and is washed threé times with N/10 soda (6 ml.) and 
then three times with water (6 ml.),-each washing -being 
back-extracted with chloroform, which is added to the 
extract. The washed chloroform solution is then 
evaporated to dryness under reduced pressure at a 
temperature below, 50° C. 

Solvent for Injection-—The solvent found most suit- 


Some precipitation may occur on dilution, but this seems 
to be unimportant. 

Adienalectomized Mice-——Mice have been adrenal- 
ectomized by single-skin and bilateral-muscle incision. 
The best anaesthetic has been found to be 1.5 to 2 mg. 
of pentobarbitone sodium subcutaneously, supplemented 
by small quantities of open ether. Only mice from 
which both adrenals have been successfully removed 
without rupture are used for the tests. They are main- 
tained on saline (1%) and full diet for at least four 
days before use. The same animals may be used for 
several tests on different days. 


The Eosinophil Test 

Blood is drawn from the tail vein to the 0.5 mark dn 
a white-cell pipette In a well-warmed room no diffi- 
culty is found in obtaining enough blood by a razor 
cut across one of the four tail veins. The blood 1s 
diluted to the top mark with Randolph's diluting fluid, 
and eosinophil cells are counted in duplicate in the 
Fuchs—Rosenthal chamber; Randolph’s (1944) diluting 
fluid consists of 0.1% phloxine and 0.1% methylene 
blue, each dissolved separately in 50% propylene glycol. 
The two solutions are mixed in the proportion of two 
parts of phloxine solution to one part of methylene blue, 
solution immediately before use. The eosinophils are 
very stable and are easily recognized in this duuent, 
but they require about 15 minutes to stain and to settle 
in the counting chamber. 

The equivalent of 12 hours’ urine extract in 20% 
propylene glycol is then injected subcutaneously and the 
animals are returned to their cages. The volume of the 
injection should not exceed 05 mi. Further eosinophil 
counts are done at four and again at six hours after 
injection. The original tail cut will usually provide 
blood for these two further samples. 

Interpretation—The significant response is the maxi- 
mum drop in eosinophil cells expressed as a percentage 
of the initial value. This drop may be greatest at either 
four or six hours Spontaneous rises above starting 
value may occur after injection of inert extracts, when 
they are interpreted as zero fall. Only a very small 
activity of ‘the extract seems to be enough to prevent 
such spontaneous rises. It appears that the tendency 
of cortisone-like substances to drop the eosinophils 1s 
a much more potent stimulus than the tendency of 
minor trauma or ofher factors to ‘produce a rise in 
eosinophils in the adrenalectomized mouse. Propylene 
glycol alone does not affect the eosinophil level, though 
it has been found an unsuitable solvent for assay of 
these steroids by the glycogen storage method. Speirs 
and Meyer (1949) have studied the behaviour of mouse . 
eosinophils under laboratory conditions. 


s Results 

Preliminary work with this method has been more , 
concerned with general variations than with careful 
assay of individual urine specimens. An accurate dose- 
response cuive has therefore not ‘been attempted on 
large groups of animals. A small series of trials has, 
however, been made to determine the sensitivity of the 
test to cortisone-like substances. Five-microgram doses 
of cortisone acetate gave a mean depression of the 
eosinophil count of 45%, 10-ug. doses a mean drop of 


able is propylene glycol: 0.2 ml of this ıs added to the- 68%, and 20-ug. doses a mean drop of 80.5%. Even 
dried extract. The tube is gently. warmed to about With these small animal groups the tendency to a response 
45° C. and is rotated slowly until the extract is fully Proportional to the logarithm of the dose ıs apparent. 
dissolved, Normal saline, 0.8 ml., 1s then added, and Individual variations in response are indicated graphi- 
the tube 1s shaken to give a homogeneous mixture. Cally in the accompanying Chart. 
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The response to extracts of normal urine is fairly 
wide, but the drop in eosinophil count, after the equiva- 
lent of 12 hours’ urine from “ normal” hospital patients, 
is usually between 20 and 60% under the conditions 
we have used, the mean for a small group being 46%. 
This is equivalent to about 10 yg. of cortisone a day. 
Such a figure is considerably lower than has been found 
by other methods (Venning et al , 1946), and a consider- 
ably higher amount has actually been isolated from 





20 pg 
Cortisone Ac. 


Hypopitute 


"Sug. 

Cortisone Ac 
(0 pg. 

Cortisone Ac 





a 
o 


Per Cent drop In Eosinophils 
a 
o 





Mouse eosinophi] drop (%) after neilon of cortisone Seine 

urine extracts, and blood extracts. 
normal urine (Schneider, 1950). Our own low results 
may be due to the method of preparation of the extract 
and to other factors. At present, therefore, we do not 
attach significance to the absolute figure, but stress 
rather the value of the method for comparative 
purposes and for following changes under various 
conditions. 

In contrast to the normal urines, ten extracts of urine 
from four cases of Addison's disease showed much 
lower average activity. Seven of these had no activity, 
and only two had activity as great as the normal. These 
two active extracts were both derived from a patient 
whose Addison’s disease was clinically mild and who 


had active pulmonary tuberculosis. The mean drop for- 


all ten extracts in this group was 10%. Five extracts 
from three cases of panhypopituitarism gave no signifi- 
cant drop in the eosinophil count. A pooled extract 
derived from five patients all eight months pregnant 
gave eosinophil depressions in six mice equivalent to 
about 25 pg. of cortisone a day, a figure more than 
twice that found in normal urine. Another pooled 
extract of urine excreted during A.C T.H. administra- 
tion was tested at several dose levels and gave a response 
equivalent to 120 ug. a day. Similarly, an extract from 
the urine of a woman with advanced adrenal cortical 
carcinoma with metastases, and associated with many 
features of Cushing's syndrome, was tried in 12-, 6-, 
and 3-hour doses, and indicated an excretion of about 
"40 pg. a day, or about four times the normal average. 

Several specimens of blood have been tested, a differ- 
ent method of extraction being necessary. Two 20-ml. 
samples of venous blood showed no activity, but in two 
of three 20-ml. samples of arterial blood slight activity 
was suggested. Much further trial is required before 
this difference can be regarded as significant. 


i 


Comment and Conclusions 


The method proposed has been found a useful and 
practical one for detecting cortisone-like activity in 
urine extracts. Its applicability to blood is uncertain 
Preliminary results with the method show activity in 
normal urine extracts and a raised excretion in late preg- 
nancy, during A.C.T.H. administration, and in a case 
of adrenal cortical carcinoma The cortisone-like acti- 
vity was absent from the urine of most cases of Addison's 
disease and from three cases of hypopituitarism. 

Further work ts needed before the method can become 
established as a reliable one for quantitative assay 
When expressed in terms of cortisone ‘acetate the acti- 
vity found in normal urine and in late pregnancy is 
lower than was found by Venning et al., using the 
glycogen storage method. The cause of this discrepancy 
is being investigated. 


Since this work has been completed observations on 


similar lines have been reported by Rosemberg and 
Lewis (1950). 


My thanks are duc to the Medical Research Council for a’ 
generous gift of cortisone acetate, and to Miss Xenia Boysen 
for technical assistance sn the preparation of extracts and in the 
eosinophil counts. . 
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ADDENDUM.-—Further work at present in progress indicates 
that the nature of the solvent has a large effect on the rate of 
absorption of cortisone and, therefore, on the eosinophil depres- 
sion resulung from a given dose. The responses shown in the 
first three columns of ihe chart were obtdined with cortisone. 
acetate m saline suspension. When, however, the injected 
cortisone acetate is dissolved in a volume of 20% propylene glyco) 
equal to that used for our urine extracts a much smaller eosinophil 
drop occurs. The responses to our normal urine extracts, when 
compared with cortisone acetate injected under identical condi- 
tons, are then equivalent to daily cortisone outputs averaging 
50 ag The cortisone equivalent of other extracts is correspond- 
ingly increased, and these then become comparable to those 
found by Venning eż al. ` 


a 
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The term “aura,” in relation to seizures, was intro- 
duced into medicine in a D. 100 by Pelops, the instructor 
of Galen, although the Corpus Hippocratica (see the 
book De Morbo Sacro) witnesses that premonitory sub- 
jective symptoms ushering in seizures were not unknown 
to earlier Greek physicians. The first attempt at 
systematic description of such seizure prodromata was 
that made .by Aretaeus of Cappadocia early in the 
second century A.D. Since his account the varieties 
of epileptic aura that have been described are legion 
In more recent times they have been the subject of 
detailed study and classical account by Hughlings 
Jackson (1931-2), Gowers (1901, 1907), Penfield and 
Gage (1933), Penfield and Erickson (1941), and Kinnier 
Wilson (1941). 
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“the child has bitten her tongue. 
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This communication describes two cases of epilepsy 
in childhood which are notable for the unusual nature 
of the, pre-ictal phenomena. Such phenomena are of 
interest because they probably represent the initial 
expression of the epileptic discharge, and as such are 
pertinent to the problems. of cerebral localization of 


A girl aged 6 was referred to Dr. W. Ritchie Russell by 
Dr. O'Connell, complaining of frequent seizures since the 
age of 24 years. The child was the product of a normal 
pregnancy and labour, and is the second in the family ; the 
other child is ‘perfectly normal. There was no family history 
of seizures on either side or of earlier infantile convulsions 
There were no complaints other than the seizures. 


Description of Typical Seizure 

All. the ‘seizures have been of the same type, and have 
not varied in character over the past 34 years. They usudily 
occur early in the morning just after the child awakes. 
There is no preliminary cry, but after a few minutes’ pro- 
fuse salivation she suddenly vomits without any prelimi- 
aary abdominal discomfort. Every seizure is ushered in 
by this unheralded vomiting, and it is not until after this 
that the real ictus begins: she is quite conscious during 


‘the vomiting phase, but has no memory of it after the 


seizure. The child has no warning of the onset of a seizure 
until this sudden unexpected vomiting, which has therefore 
come to constitute for her an epileptic aura. 

After the vomiting her eyes turn upwards, and at this 
stage she loses consciousness, continuing to salivate pro- 
fusely. Her mother describes the remainder of the seizure 
as consisting of slight twitching of the whole body, following 
apon a mildly opisthotonic phase. Unnary incontinence 
has occurred on a number of occasions; and sometimes 
There is no post-ictal 


, 


drowsiness. 

These seizures have occurred about five or six times a 
year, and do not seem to be increasing in frequency. The 
child is‘right-handed. There are no abnormal physical signs 
many system, the fundi are normal, and the visual fields 
are full. The child is very intelligent, with a good school 
record, though rather shy and at times excitable. 

E.E.G. Studies (Fig. D rs 

Electroencephalographic examination reveals a relatively 
stable occipital alpha rhythm at 10 cycles per second. It 
is rather better developed than one would expect at this 
age. It is of lower voltage on the left than on the right. 
and responds briskly to photic stimulation. Its average 
voltage is 60 to 70’ microvolts in the occipital leads. Some 


‘lower voltage activity at 10 c./s.‘is also visible in the para- 


central and frontal leads. During the resting record there 
are paroxysmal runs of slow activity in all leads, made up 
of mingled 4- and 6-c./s. Waves, with an average voltage 
of 50 aV in the precentral leads and 80 V in the frontal 
leads. This slow activity is bilaterally synchronous and 
symmetrical. Hyperventilation for one minute shows that 
the electrical activity of the cortex is markedly unstable, 
as there is considerable increase in the 4-c./s. waves on 
both sides of the brain. In places in the frontal leads there 
are short paroxysms of atypical wave-and-spike formations 
at 3 c./s. The ‘post-hyperventilation record shows some 
persistence of this abnormality beyond the usual period. 
There . are no focal disturbances. 


I : Case 2 

A boy aged 11 was referred to Dr. W. Ritchie Russell by 
Dr. D. Harris, having had about 50 seizures during the 
preceding year.. There were no other complaints. All of 
the seizures occurred early ‘in the morning, after he woke 
up screaming. “ He has had several further seizures since 


he first presented himself for examination, and all have 
the same chronology. 


UNUSUAL AURAE IN EPILEPSY‘ 
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‘Case 1 i 4 


- description of the aura which precedes these attacks. 
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“1—E.E.G. showing portion of a typical paroxysm ia 
bration is indicated in the lower right-hand corner of each 
record. ne origin of the discharges is indicated by the diagrams 
on the left. 


Fig. 
Case 1, immediately after hyperventilation for one minute. 


f - a z 
A Description of Typical Seixure ` 

Each attack begins in the night or early morning with a 
loud scream, followed by a mild tome phase, most pro- 
nounced in the arms and hands, together with turning of 
the head and eyes to the right. He then becomes uncon- 
scious, and shakes all his, limbs, at the same time making 
unintelligible noises, with grimacing and smacking of the 
lips.” a 

The interesting feature of this history is the child's precise 
Just 


before he screams he has an organized visual! hallucinatory 
aura (see Fig.2), in which he sees hundreds of- objects 


i 
¢ 





$ 


Fia. 2.—Drawing elaborated from sketches made by Case ,2, 
of an example of fis reduplicative hallucinatory aura represent- 
ing the door of his bedroom as it appears immediately before a 
seizure., 


. 
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ranged behind one S anotheri in a line receding from him into 
the distance and towards the right of his visual field. ‘These 
Objects always consist of some article of furniture or other 
object at which he is gazing at the time the fit begins, and 
he sees them only when the room is not absolutely dark, 
In ‘¢omplete darkness there is no visual aura whatever. The 
. objects appear smaller than their normal size, as if they 
are far away, but each seems larger than the one in front 
of it; He describes the sensation as seeming as if the objects 
were seen in a number of mirrors many times ‘reflected. 
There are no subjective olfactory or “gustatory concomi- 
tants. His mother had a normal pregnancy and confine- 
ment at his birth, and he had no early infantile convulsions. 
There is no history of seizures on either side of the family. 
Physical examination discloses no abnormalities, the fundi 
‘ are normal, and the-visual fields are full. .The child is 
extremely . intelligent, bright, and co-operative, although 
somewhat wilful. 


EEG. Studies (Fig. 3) ` 


Blectroencephalographic examination discloses an unstable 
alpha rhythm with a`mean frequency of 9 to 10 c./s. and 
an average voltage of 25 to 30 aV, a little higher on the - 
tight than on the left. In the regting record there are short 
paroxysmal bursts of 4 c./s., 60- to 80-V slow wayes, 
synchronous on both sides of the brain, but of somewhat 
higher voltage. on. the right. : ` 


~ 








AW 
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Fro 3.—E E.G, ‘showing a typical dysrhythmic paroxysm in’ 
Case 2, immediately after hyperventilation for one minute. Cali- 
bration is indicatéd in the lower right-hand corner of each ‘record. 


ie origin of the discharges 1s indicated by the diagrams on the 


fe 
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Hyperventilation for one minute’ reveals marked electrical 


instability, with the- rapid -appearance` of 80- to 100-aV ~ 


4-c./s. activity on both sides of the brain, including the 
temporal regions. During this period the patient usually 
becomes pale, and looks and feels as if he were going to 
have a seizure, but no such seizure is'clinically apparent, `. 
although the typical aura is generally present. During the 
post-hyperventilation period paroxysmal bursts of 4-c /s. 
activity persist for several minutes 


4 
' 


= Discussion : 
; 3 l Case 1 S l 
The occurrence of unheralded vomiting as am intro- 
ductory feature of an epileptic seizure is extremely 
rare, although various forms of abdominal disturbance 
(Vining, 1922; Watts and Frazier, 1935 ;, Moore, 1944, 
1945 ; Marchand and de Ajuriaguerra, 1948) are còm- 
mon, ‘especially i in children, in whom. they, may occur. in’ 
up to ne of cases (Patrick, and Levy, ee i 


4 - fs z 
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Sir William Gowers, in*his Hughlings Jacksow Lec! 
ture in 1907, mehtions a case of a ‘female child whose 
tightsided Jacksonian seizures were marked by vomiting 
in the initial phases of the seizure; but this did not oecur 
until after the patient had lost.consciousness. In earlier 


reports (Gowers, 1901) he, had described’ three - adult _ : 


cases whose epileptic aura seéms similar to that of the 
‘preset case. Qne was.a case with a ‘vertiginous aura, 


in which nausea and vomiting preceded each major ` 


seizure. Another was a case in which minor Seizures 
were preceded by extreme nausea’as an aura, so that 
the patient took out his handkerchief on each occasion, 
expecting to vomit. The third case was, one in ‚which 
an aura of nausea was followed’ by vomiting before’ the 
fit began: later this ‘aura was replaced by pre-ictal 
sialorrhoea and spitting, a fact which may be related 
, to the marked salivation reported in the present ‘case: 
These cases resemble earlier descriptions by Féré (1891, 


i 1894) and Lemoine (1898). More recently Gram (1948) 
has reported the case,of a child” with episodes of . 


vomiting accompanied “by. dysrhythmic episodes. in` 
the EE.G. 
In recent years Wilder Penfield “Ui949) and Wilder 


Penfield and Erickson (1941), have demonstrated that - 


electrical exploration of the insula will often produce . 


on the operating table a characteristic epigastric aura 
in’ patients who experience , such sensations as an 
essential part of their seizures. It has also been sug- 
gested that such stimulation (Davey, 1949) may produce 
movements of the gut, intussusception, and occasionally 
vomiting. But, as Penfield has pointed out, effortless 


, s% - vomiting may occur after electrical stimulation ofi a wide’ 


variety of cortical areas. 

Of interest to the present discussion, however, is a 
case noted by Penfield and Erickson (1941), ım which 
a boy experienced a swimming sensation in the head, 
followed by a strong desire to vomit, as an introductory 
phase of his seizures. This sequence of: events was 
found ‘to be reproducible on the- operating table ‘by 
electrical stimulation of an-area of softening in the left 
. temporal lobe. 

In this first case there was no evidence, either clinical 
or lectroencephalographic, of focal disturbances-related 


to the insula or temporal lobe ; ; although in view oof .- 


current physiological knowledge, principally that deriving 
from the studies of Penfield and his colleagues (Penfield 
' and Gage, 1933; Penfield and Erickson, 1941), one might 
have expected to find’’an epileptogenic focus in the 
region of one or other fronto-temporal regions. , 


« ‘Case 2: a Oe . 

The. occurrence of organized visual hallucinations as 
an introductory épileptic phenomenon has also been 
well known since the time of Hughlings Jackson, and 
has been commented on by numerous writers. But the 
detailed description, of the aura given by this young boy, 


and his sketches of some examples (Fig. 2); illustrate”. 
-pre-ictal hallucinations of’a type wich has not often . 


been recorded. , 
The only example of what might he called reduplica- 


literature is a case mentioned by Kinnier Wilson (1941) 
in which 12 men arranged in a line were seen as a 
hallucination immediately preceding a grand-mal con- 
vulsion.: Micropsia has been reporfed often enough (see 
Marchand: and de “Ajuriaguerra, 1948); and Gowers 


- tive ‘imagery which I have been’ able to discover in the’ 


ja 
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(1901) described several cases in which a visual aura’ ` 


+ 


consisted _ of an organized panorama seen. in‘ the al - 


yu g i >a 
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distance. But there seems to be no case in the literature 
in which receding reduplicated images have been seen. 

Another unusual feature is that the images are multi- 
- plications of: objects actually seen—in the absence of 
illumination there are no hallucinatory phenomena. As 
- these seizures were also characterized by turning of the 
' head: and eyes to the right and smacking of the lips, 
a left temporo-frontal focus was sought. , It is generally 
considered that the occurrence of organized visual 
hallucinations indicates a disturbance in one or other 
temporal lobe, usually in the dominant „hemisphere ; 
and Penfield and Erickson (1941) and Marchand and 
de Ajuriaguerra (1948) classify seizures characterized 
thereby in the group of so-called |“ psychical seizures,” 
In the present case, however, no clinical or electro- 
encephalographic evidence of such’ a lesion could be- 
found. : 





.Conclusion 
These . two children have electroencephalographic 
records and clinical histories which suggest that they 
are suffering from'a paroxysmal cerebral dysrhythmia 
of non-focal type. In, each case the seizures are ushered 
in‘ by unusual introductory phenomenay which, on 


UNUSUAL AURAE IN EPILEPSY 


current physiological grounds, might be expected to be . 


related to disturbance in the anterior temporal lobe or 
island of Reil, but in which no evidence of such dysfunc- 
tion can be found. , It seems that these are cases of 
r “idiopathic” epilepsy with unusual aurae, and as such 
have responded to treatment with phenobarbitone, with 
- disappearance of seizures over the past ~year, during 
which time they have been under regular supervision. 


My thanks are due to ‘Dr: W. „Ritchie Russell for permis- 
sion to report. these cases from’ his clinic, to Miss F. M. 
Taylor for carrying out the electroencephalographic ' exami- 
nations, and,to Miss A. Arnott for working up the patient’s 
drawings. A , 
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Aidan that blood does not normally clot in the vessels 
because of the chemical nature of the endothelial lining of 
the vascular system, which is probably an’ acidic poly- 


, saccharide such as mucoitin, Drs. Lovelock and Porterfield 


have prepared (see Nature, January 6, p. 39) an artificial 
surface with a similar high negative (anionic) charge. 


~ They show that polystyrene tubes after a brief treatment. with- 


sulphuric acid are much better than untreated tubes and very 
much better. than glass-ware in holding blood both fluid 


Neurology. 2 vols Arnold, 
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SIXTH-NERVE PALSY cue LUMBAR 
` PUNCTURE AND SPINAL ~ 
ANALGESIA, 


BY 
b 


` R. BRYCE-SMITH, B.M., ` D.A. Re 
First ‘Assistant to the Nuffield Department of 

' Anaesthetics, University of Oxford 
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R. R. MACINTOSH, D.M., D.A. 
Professor to the Nuffield Department of ` ` 
Anaesthetics, University of Oxford 

` Palsy of the sixth cranial’ nerve following spinal analgesia ` 
' has been reported regularly since soon after the intro-, 
duction. of this method of pain relief, and it is perhaps 
a reflection on anaesthetists that most of the communica- 
tions on this subject come-from ophthalmologists. The 
incidence of the complication is difficult to determine. 
Mild degrees of abducens paralysis probably pass 
unnoticed or unheeded ; and altholgh the highest 


figure given, 1% of all spinal analgesics, by Terrien (1923) 


is considerable, it is possible that the -figure -should be 
considerably greater. 


Paralysis of the various Saai nerves, except the first 


“and tenth, has been reported, but there is general agree- 


' 


and free of clots. i ¢ wee 


Vo % + uv p 


ment that the sixth is most often involved. The lesion 
is discussed by many, including Mühsam (1906), Babcock 
(1913), Tovell (1933), Fairclough (1945), Steinberg and 
Bishop (1946), Rose and Pritzker A); ‘Azambuja 
(1947), and Parke (1948). - 


4 Aetiology 


The sequence of events is ‘remarkably constant. The 
paralysis is not noticed until 3 to 21 days after the spinal 
analgesia, but it is preceded by a period during which - 
the patient complains of severe.headache‘and perhaps 
dizziness, nausea, stiff neck, photophobia, and diplopia. 
-The delay in onset of the palsy has given rise to many 
theories about its causation, none of which is subject 
to proof. They may be summarized as- follows: ~ 


Pe Mechanical.—A rise in intracranial pressure causes 
“ coning ” of the brain through the foramen magnum 
so that the sixth nerve (see Diagram), anchored between 
its entry into the cavernous sinus and its attachment to 


‘the pons, is stretched over the apex of the petrous 


portion of the tempore bone (Fairclough, 1945). 4 
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2. Toxic—This is specific degenerative change follow- 
ing the use of certain local analgesic drugs, and based on. 
the known susceptibility of certain nerves to particular 
toxins—for example, the radial nerve to lead, and the 
posterior columns to ergot. If this theory were correct 
the lesion would be expected to be bilateral,. whereas 
that is rarely the case. 
degeneration is known (Spielmeyer, 1908 ; Lundy, Essex, 
and Kernohan, 1933). Dinsdale (1947) has reported 
cauda equina lesions after the use of spinal analgesia, 
but the sixth nerve is never bathed in the high concen- 
trations he mentions. Further, the complication has 
followed the use of a wide variety of' drugs (Blatt, 1928) 
and even simple lumbar puncture for diagnostic PUIDOSS 
(Dattner and Thomas, 1941). 

3. Inflammatory—This implies a low-grade meningitis. 
Babcock (1913) attributed two cases of his to this. But 
the unilateral palsy and absence of an accompanying 
rise in temperature are good arguments against this view. 
The complication affects women slightly more often than 


men. The prognosis is favourable, and over 50% recover | 


within a month of onset. On rare occasions the paralysis 


is permanent, and ‘if after an interval of two years ` 


recovery has not taken place a corrective operation may 
be necessary. Generally the treatment is palliative. The 
troublesome symptom of diplopia is prevented by cover- 
ing the affected eye with a shield, and the headache is 
relieved by suitable analgesics. 
puncture has been recommended with the object of 
lowering a supposedly raised intracranial pressure 
(Hayman and Wood, 1942), but the pressure of the 
cerebrospinal fluid may well be low. and the procedure 
result in more harm than good. 


Case Reports 


Two cases have occurred recently in our hospital—. 
one following simple lumbar puncture, the other after a 
spinal analgesic. 


Case 1—A woman aged 42 was to receive an extradural 
analgesic, but inadvertently the dura was pierced by a 16- 


gauge Tuohy needle, with the patient lying in the right | 


lateral position. There was a rapid loss of about 5 ml. 
of cerebrospinal -fluid through this large-bore needle. Al 
this stage the technique was abandoned and a general anaes- 
thetic given instead. The operation of cholecystectomy was 
uneventful. The next day the patient complained of nausea, 
pain in the back of the neck, and headache; aggravated on 
sitting up. Three days later double vision was remarked 
on. The next day there was a complete paralysis of the 
left lateral rectus muscle. It took three months for recovery 
to be complete. 

Case 2.—A woman aged 49 was to undergo a total hyster- 
An extradural analgesic was intended, but again 
an inadvertent spinal tap was made with a 16-gauge Tuohy 
needle. When the woman was lying on her left side, 
8-10 ml.- of cerebrospinal fluid was lost rapidly and the 
patient complained of severe frontal headache at that time. 
Light “ nupercaine,” 15 ml., was injected and the patient 
put lightly to sleep with a "general anaesthetic. The next 
day complaint was made of headache, aggravated by sitting 
up, and slight nausea. Three days later double vision 
occurred, and on the seventh post-operative day partial 
“paralysis of the right rectus muscle was evident. Recovery 
in this case was more rapid-and was complete in six weeks. 


These two cases have two points in common. A 
large-bore needle was used, causing a rapid loss of a 
comparatively large volume of cerebrospinal fluid, and 
external rectus paralysis developed in the eye opposite 
to the side on which she was lying. The brain, deprived 
of its water cushion through the sudden loss of cerebro- 
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That procaine can cause nerve` 
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spinal fluid, sags and a strain may be thrown on the 
sixth nerve, which is uppermost. The nerve is stretched, 


but the lesion is due primarily to reduced and not to .- 


raised intracranial pressure, as suggested by Fairclough 

When considering the pathogenesis of sixth-nerve palsy 
three facts should be borne in mind. The paralysis is 
preceded by headache. The causal relation of headache 


to prolonged seepage of cerebrospinal fluid through the | 


hole made in the dura by lumbar puncture is now widely 
accepted (Franksson and Gordh, 1946). A patient suffer- 
: . L 
ing from a post-lumbar-puncture headache invariably 
assumes a horizontal position in bed, immobile and 
curled up on one side. These circumstances may account 
for stretching of the upper abducent nerve. In one- 
quarter of the reported cases the lesion is bilateral: ‘the 
explanation may be that after some ‘time the patient, 
by rolling on to the opposite side,’ epora the other- 
nerve to trauma. 


We are grateful to Mr. E. Wolff, author of The Anatomy of the 
Eye and Orbit, for permission’ to modify and reproduce ‘his 


original drawing. + Si 
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TORSION OF THE GREAT OMENTUM 


BY $ 


H. A. HASHEMIAN, MB. F.R.C.S.Ed. 
Senior Registrar, Central Middlesex Hospital 


Torsion of the great omentum is a well-recognized con- 
dition, but the number of recorded caSes is still compara- 
tively small. The torsion may be primary or secondary, 
complete or incomplete, and partial or total. 
torsion where there is no recognizable cause is the less 
common. In secondary torsion, a hernia, neoplasm, 
cyst of omentum, tuberculosis, or evidence of past or 
present intraperitoneal inflammation is present. 
Marchetti (reported by Aimés, 1919) is credited with 
having reported the first case of torsion of the great 
omentum in 1851. Oberst (1882), however, was the first 
to describe the condition. 
condition was associated with an inguinal hernia. Eitel 
(1899) reported the first case of primary torsion. Corner 
and Pinches (1905) collected 54 cases from the litera- 
ture. Morris (1932) collected a further 161 cases, and 
added threé of his own, bringing the total number 
reported to 218. Etherington-Wilson (1945), in a critical, 
review of the literature, reported 190° cases of torsion 


‘of omentum, 73 of which were considered to be primary 
or idiopathic. The number of cases reported by differ- 


ent authors varies. This is due to, the fact that some 


_ authors, have included cases in which torsion bas been 


Primary | 


In each of these cases the | 


2 


“ 


r 


{ 


_ confined to small tags or strips of omentum, 


_ have reported only cases in which torsion has involved 


_ the whole or greater part of the omentum. 
_ Btherington-Wilson’s figure as the basis, the number of 
cases recorded to date, including the three reported 
~- below, bring the total to 214, of which 80 are primary or 
_ idiopathic. Though the cause of torsion is still specu- 
- lative, a number of theories have been advanced. 
Payr (1902) ascribes the formation of intra-abdominal 
torsion to haemodynamic forces: a change in the rela- 
__ tive position of the omentum from any cause, such as a 
=- sudden twist, or fluctuations in intra-abdominal pressure, 
_ may produce kinking, The stasis resulting in the tor- 
tuous veins favours the completion of torsion, and, 
_ finally, occlusion of the straight arteries occurs, Some 
~ Writers have stated that the condition occurs more often 
in stout people: overloading or uneven fat distribution 
~ in the omentum increases the tendency to pedicle for- 
_ mation, and this in turn predisposes to torsion. The 
= torsion usually presents itself in the right iliac fossa. 
_ This is explained by the fact that the right side of the 
omentum is the larger and more mobile. Thrombotic 
_ and embolic processes in the vessels of the omentum may 
=- be a factor in some cases, while violent bodily move- 
_. ments may predispose to torsion in others. Though any 
~ Of the above conditions may produce torsion, probably 
several factors act together. 
The following three cases illustrate some of the varied 
clinical features with which patients may present. 


Taking 


Case 1 


A man aged 45 was admitted to Central Middlesex 
Hospital on February 16, 1946. On the day before admis- 
sion he awoke with aching pain referred to the right hypo- 

= chondrium. There was no nausea or vomiting. He con- 
_ tinued at work all day, but had a restless night. The pain 
fore became much more severe a few hours before his admission. 

On examination he appeared to be in great pain. His 
temperature, pulse, and respiration were normal. There were 
tigidity and tenderness of the whole of the abdomen on the 
right side, with an area of maximum tenderness just above 

” and to the right of the umbilicus. There was no other 
_ abnormality in the abdomen or in any other system. The 
condition was diagnosed as atypical appendicitis. ` 

Operation.—The abdomen was opened through a grid- 
iron incision. The apperdix was rather long and slightly 
thickened, but not inflamed. Further exploration of the 
abdomen revealed a semi-gangrenous piece of great omen- 
tum, about 3 by 24 in. (7.6 by 6.3 cm.) in size, in the lower 
right hypochondrium, twisted anti-clockwise at its base. It 
was removed, together with the appendix. He had an 
uneventful convalescence, and left the hospital on March 4, 


Case 2 


A man aged 50 was admitted to Central Middlesex 
Hospital on November 16, 1948. He had suffered from 
right inguinal hernia for many years. Three days before 
his admission he felt a sudden pain in the right groin, 

followed by generalized abdominal pain, and the hernia 
became difficult to reduce: Since then he had had inter- 
Mittent vomiting; the vomitus contained altered blood. 
The bowels were usually regular, but had not been opened 
on the day of admission. 

` On examination he was seen to be well nourished. His 
‘temperature was 102° F., (38.9° C.), pulse 120, and respira- 
tions 28. The abdomen was somewhat distended, and there 
was evidence of a moderate degree of free fluid in the 
‘peritoneal cavity. There was diffuse tenderness and guard- 
ing of the whole abdomen, more marked in the right iliac 
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men showed distended loops of small intestine coi ‘i 
fluid levels. - There was no free gas under the diaphragm, 
A provisional diagnosis of strangulated internal hernia was 
made. t a 
Operation—The abdomen was opened through a right 
lower paramedian incision. The peritoneal cavity con- 
tained about a pint f ; a 
(570 ml.) -of dark 
blood-stained fluid - 
and the strangu- 
lated omentum 
presented itself. It 
was delivered into 
the wound and 
found to involve 
the whole of the 
great omentum, 
which was sus- 
pended by a nar- 
row pedicle and 
had twisted four 
times on its long 
axis (Fig.*1). The 
omentum appeared 
very bulky and 
had a number of 
accessory projec- 
tions ; one of these 






projections along 
the right border 
was inside the é Sa 
hernial sac, and ee ae 
this was easily re- ac x a > bing } 
duced. The omen- * Fia. 1.—Case orsion involving — 
the whole o o S 
tum was removed actual Trin e Eo seen at the e " 
after a transfixion the drawing. y 
ligation of its we TEH. 
pedicle. The patient developed a mild paralytic ileus, which 
responded to conservative treatment, 


on December 11. 


and he was discharged 


i 


Case 3 ; 


A man aged 49 was admitted to Central Middlesex Hospi- > > 
tal on November 13, 1944. Two weeks before admission +f 
he had colicky abdominal pain followed by pain in the right ~ Ps 
iliac fossa. This had continued ever since, but. had eased 7. -cS 
considerably before his admission. On November 8 his < 
doctor had noticed a tender lump in the right iliac fossa, Cy 
He had had appendicectomy five years previously. The ne 
bowels were regular and micturition was normal, There“ | 
was no recent loss of weight. : F. 

On examination he was seen to be a well-nourished man 
with a clean tongue. There was a tender mass in the right 
iliac fossa below the appendicectomy scar. Temperature, 
pulse, and respiration were normal. No other abnormality < 
was found in any other system. The following investiga- 
tions were carried out: culture of a clean specimen of- 
urine grew a scanty growth of Bact. coli; occult blood 
reaction was negative in three consecutive specimens of 
faeces ; the white blood cells numbered 6,500 per c.mm. ; 
a barium enema showed no evidence of organic disease of 
the colon. No definite diagnosis was made, and laparotomy — 
was thought to be advisable. : i 

Operation.—The abdomen was opened by a low right Pe. 
paramedian incision on November 28. The mass was -a M 
partially necrotic great omentum, completely separated 
from its normal attachment, and loosely adherent to the 
antimesenteric border of the last foot (30 cm.) of the ileum — 
and to the postero-lateral portion of the abdominal all in 
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the right iliac fossa; part of it hung down into the pelvis 
_ (Fig. 2). It was removed after separating the rather vascu- 
lar adhesions binding it to the ileum and the posterior 
abdominal wall. With the exception of slight post-operative 
-chest complications, the patient progressed satisfactorily and 
was discharged on December 19. Histology of the specimen 
removed showed necrotic omental fat tissue with “vascular 
thrombosis. In some areas there was evidence of organiza- 
tion and recanalization of the vessels. 





Fic. 2.—Case 3. Partially necrotic great omentum adherent to 
the antimesenteric border of the ileum. 


The operation in this case was performed about a month 

after the onset of. symptoms. It is reasonable to assume 

_ that torsion was the cause of complete separation of omen- 

tum from its normal attachment ; partial revascularization 

had taken place following its further attachment to the small 
bowel and postero-lateral abdominal wall. 


Comment 


The pre-operative diagnosis of torsion is seldom 
made ; ‘about 80% of cases are diagnosed as appendi- 
citis, but, considering the duration of symptoms, the 
patients look Jess toxic than do cases of appendicitis, 
The age incidence varies between 35 and 55 years, and 
the condition is twice as common in males. The three 
cases reported here were all those of men between 45 
and 50. 


Cases 2 and 3 are examples of secondary torsion, the 
' third case being associated with intraperitoneal adhe- 
sions, and the second with a right inguinal hernia, 
though there was no evidence of adhesions between 
the hernial sac and the omentum. No definite cause 
‘was found for torsion in Case 1, which can therefore 
be grouped as an example of primary or idiopathic 
torsion. 


I wish to thank Mr. T. G. I. James for his advice and for 
permitting me to publish these cases, which were admitted under 
his care. My thanks are also due to Miss D. M. Barber and 
Miss E. D. Hewland, the medical artists, for the drawings. 
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SPONTANEOUS PNEUMOTHORAX FROM 
SECONDARY SARCOMA OF LUNG 


BY 


, 
A. BATTY SHAW, M.A., B.M., M.R.C.P. 
Medical Registrar, Guy's Hospital; Late House-physician, 
Brompton Hospital 


The association of pulmonary metastases with spon- 
taneous pneumothorax is rare, and is not described in 
such standard textbooks of radiology as those of Twining - 
(1938) and Golden (1941). No recorded case of pneumo- 
thorax from secondary carcinoma of the lungs has been 
found iñ the recent literature. Thornton and Bigelow 
(1944) described two cases of ‘spontaneous: pneumothorax 
due to secondary sarcoma of the lung, and Lodmell and 
Capps (1949) added three further cases. In view of the 
apparent rarity of the condition, the following case is 
of interest. It showed bilateral spontaneous pneumo- 
thoraces following pulmonary metastases from a leio- 
myosarcoma of the uterus. ` 


Case Report 


A woman aged 51 was admitted to Brompton Hospital 
on March 19, 1949, for investigation of her chest. She 
was nulliparous, and her husband had died 15 years earlier 
from pneumonia. She had spent the past four years in 
Johannesburg. She had had no relevant previous illnesses, 
except an operation in May, 1948, when a subtotal hyster- 
ectomy had been performed for fibroids. No further details 
of this operation are available. She had since remained in 
good health until January, 1949, when she fell ill with an 
influenza-like illness. A radiograph of the chest revealed a 
left-sided pneumothorax and scattered rounded opacities in 
both lung fields ; there were also bilateral pleural effusions. 
A provisional diagnosis of multiple secondary deposits was 
made and the differential diagnosis of hydatid disease was 
considered. As her relatives were in England, she was flown 
home on March 18. 

On admission to Brompton Hospital next day she was 
orthopnoeic and had a temperature of 101° F. (38.3° ©} 
She had lost a stone (6.4 kg.) in weight since January, 1949, 
and had coughed up flecks of blood on two recent occa- 
sions. Bowel habits and micturition were normal, and there 
had been no recent vaginal discharge or bleeding. 

On examination she was pale and showed signs of loss 
of weight. She had a remittent fever up to 102° F. (38.9° C.) 
while in hospital. No enlarged lymph nodes were felt. Air 
entry was diminished over both lungs, and there was dull- 
ness with scattered rales in the left upper and right lower 
zones. The liver was not palpable, and there was a right 
lower paramedian scar; vaginal examination revealed a 
fixed cervix and a firm mass in the right fornix. 

Investigations—The urine contained nothing abnormal. 
A blood count showed: Hb, 75% ; red cells, 3,800,000 per 
¢.mm.; white cells, 12,000 (polymorphs 76%, lymphocytes 
8%, monocytes 13%, eosinophils 2%, basophils 1%). 
E.S.R, (Westergren) 76 mm. in one hour. Repeated exami- 
nations of the sputum showed no malignant cells, though 
in one examination a few clumps of “suspicious cells” 
were revealed. No tubercle bacilli were seen. The Casoni 
test (intracutaneous injection of hydatid fluid) was negative. 

A chest radiograph on March 22 (see Illustration) showed 
bilateral pneumothoraces, that on the left side being now 
localized to the apex. In this region there was a large 
rounded opacity situated anteriorly, as seen in the lateral 
view, and a localized hydropneumothorax. Both lung fields 
showed several rounded shadows. Intravenous pyelography 
revealed no abnormality. , ; 

A punch biopsy was performed on April 6. A Silverman. 
needle (kindly lent by Professor D. W. Smithers) was intro- 


Fes. 10, 1951 








Radiograph of chest on March 22, showing bilateral pneumo- 
thoraces, that on the left side being localized to the apex. There 
are multiple rounded opacities in both lung fields, and fluid is 
present at both bases. 


duced into the first left interspace 1} in. (4.4 cm.) lateral to 
the margin of the sternum, and the specimen reported upon 
as follows: “The material provided is that of a cellular 
malignant tumour. The tumour cells are very pleomorphic 
anaplastic cells with large deeply staining nuclei. The 
material is insufficient for making a definite diagnosis.” 

. The patient was considered unsuitable for radiotherapy, 
and was therefore given symptomatic treatment only. Her 
condition slowly deteriorated, with a remittent fever, until 
her ‘death on April 25. ` 


Necropsy Report (extracted from Brompton Hospital 
post-mortem register)—The right pleural cavity contained 
a large pneumothorax with collapse of the upper lobe. 
The right lung was extensively infiltrated by deposits of 
tumour, some of which had caused ulceration of the visceral 
pleura. The left pleural cavity was obliterated except at 
the apex, where there was a small pneumothorax. Multiple 
deposits were present throughout the left lung, and a large 
deposit in the apex of the left upper lobe contained necrotic 
blood-staiped material. ‘The left main bronchus contained 
a mass of growth, 4 in. (10 cm.) long, lying in the bronchus 
and arising from a tumour mass in the lingula. In the 
pelvis the body of the uterus had been removed. The right 
ovary was replaced by a hard, white, irregular tumour, 
approximately 3 in. (7.5 cm.) in diameter. The left ovary 
was cystic and its contents were blood and necrotic tissue. 
The cervix, vagina, and bladder were normal. There was no 
macroscopic evidence of secondary deposits in the liver or 
other organs. 


Histology.—* The mass replacing the right ovary is a well- 
differentiated leiomyosarcoma, Even in this lesion, however, 
there are areas where the tumour is highly pleomorphic, 
and other areas show extensive necrosis. The wall of the 
left ovarian cyst is lined by a zone of pleomorphic tumour. 
The frond-like mass in the left main bronchus is pleo- 
morphic, contains many giant cells, and shows extensive 


necrosis. The degree of differentiation of the leiomyo- 
sarcoma in the various ling metastases is extremely 
variable. Some are anaplastic with numerous giant cells, 


others show almost normal differentiation. Necrosis is 


widespread.” _ 
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Comment 
The clinical findings and radiological appearances 
suggested the diagnosis of multiple pulmonary meta- 


_ Stases. The differential diagnosis of hydatid disease had 


been considered in South Africa, for hydatid cysts may 


produce multiple rounded shadows in the lung fields in — 


association with a pneumothorax. However, the finding 
of a mass in the pelvis favoured the diagnosis of meta- 
stases, and this was confirmed by punch biopsy. The 
necropsy showed that the pneumothoraces were almost 
certainly caused by broncho-pleural fistulae arising from 
necrotic pleural metastases. Partial re-expansion of the 
left lung had occurred during life, from the growth of 
the large mass in the left upper lobe. 

The histological appearances of the tumours in the 
ovaries and lungs were those of leiomyosarcoma. It is 
thought probable that these deposits were secondary to 
the uterine tumour which had been removed 11 months 
before the patient's death, and that this was a leiomyo- 
sarcoma and not a benign fibroid. Willis (1948) has 
cited a case in which the interval between hysterectomy 
for supposedly simple “ fibroids ” and the development 
of leiomyosarcomatous metastases in the lungs was 
almost two years. An adequate histological study will 
usually reveal whether a uterine fibroid is benign or 
malignant, and it is a well-recognized experience to find 
suspiciously sarcomatous areas in a fibroid which is 
clinically benign (Willis, 1948). Less frequently a tumour 
may appear benign after careful study, but its malig- 
nant nature is proved by its subsequent clinical behaviour 
(Steiner, 1939). It has not been possible to examine the 
tumour removed by hysterectomy in the present case, 
but its malignancy seems to have been proved by the 
subsequent development of metastases. 

Spontaneous pneumothorax may occur in association 
with a primary bronchial carcinoma, especially in the 
later stages, when there is secondary abscess formation 
and tissue gangrene (Young, 1936; Brit. Ency. med. 
Pract., 1949). A pneumothorax may also result from 
the local spread of a malignant tumour—for example, 
oesophagus or heart (Perry, 1939). However, the asso- 
ciation of a spontaneous pneumothorax with secondary 
pulmonary metastases has been recorded only in recent 
years. Of the two cases described by Thornton and 
Bigelow (1944) one was due to spread from a fibro- 
sarcoma of the hand that had been amputated five years 


earlier, and the second followed an amputation of the’ 


leg for an osteogenic sarcoma of the femur. In both 
instances the pneumothoraces were bilateral. Lodmell 
and Capps (1949) described three further cases. In’ the 
first, pulmonary metastases and bilateral pneumothoraces 
developed one month after a mid-thigh amputation for 
an osteogenic sarcoma of the tibia, and in the second 
case the primary growth was an inoperable sarcoma of 
the neck. The third case was an angiosarcoma of the 
retroperitoneal space; multiple pulmonary metastases 
and a spontaneous pneumothorax developed five months 
after laparotomy. 

The mechanism of production of a pneumothorax due 
to secondary metastases has been discussed by Lodmell 
and Capps. The most likely explanation is that the 
pneumothorax is caused by a broncho-pleural fistula 
following necrosis of a subpleural nodule, and this was 
probably the method in the present case. Lodmell and 
Capps, however, failed to demonstrate such a fistula in 
two of their three cases. They suggested that in these 
cases the tumour nodules had produced a ball-valve 
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| of the bronchi, with distension. of the peri: 








as upture direct through the visceral pleura or 
into the interstitial spaces. In the latter case the air may 
then track along intrapulmonary tissue planes to the 
“mediastinum, or peripherally to the subp'eural surface, 
` when blebs may form and subsequently rupture. 
. .. The rare occurrence of spontaneous pneumothorax i in 
association with: metastatic tumours of the lung is some- 
a surprising, as lung necrosis is a conspicuous feature 
beh eases, and pleural perforation might be expected 
n Fommoniy Certainly few such cases have been 












F ish to ane ‘Dr, Neville Oswald for permission to publish 
‘this case. For the: kg sa on the pathological findings 1 am 
2 indebted to: Dr. JW ; Clegg. 
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HAEMOLYTIC TRANSFUSION REACTION 
DUE TO AN ANTI-LEWISe 
: AGGLUTININ 


BY 


S. L de VRIES, M.D. 





AND 


os i ` Miss H. S. SMITSKAMP 

(From the Blood Transfusion and Haematology Laboratory, 
: j Wilhelmäina-Gasthuis, Amsterdam, Holland) 

Fa : X 
le April, 1950, a blood sample was sent to our labora- 
‘tory. from.a woman aged 25. She had been admitted 
to the surgical department of this hospital, where a 
cholecystectomy was performed by Professor Dr. I. 
- Boerema. Two hours after the operation she developed 
a severe shock, which was treated with blood transfu- 
= sions. The total amount of blood given, from three dif- 
erent donors, was 1,500 ml. During the infusion of the 
ond bottle there was a mild transfusion reaction with 
nd a rise. of the temperature to 38.7°C. The 
asion, however, was not discontinued, and blood 
from the third donor was endured without further 







eoli, - These ‘distended alveoli might sub- 


óliguna ith e bat madea an uneventful 
recovery on being treated in the. usual: way, 

A recheck of the patient's and don 
made. 
grouping and cross-matching of the patient’ 's serum with 





Taste I. —Blood Groupe 


Pationt ae ` >% Ay a MN ee cde 
Donor I S at a As oo MN ne cde 


Donor H et E D Ay 4 MMO ia ede 


cell suspensions of donors E and IL An Rh or M or 
N antagonism could be excluded. The patient's serum 
contained a cold agglutinin which was still active at body 
temperature. Incomplete antibodies could not be detected 
by the indirect Coombs test. We could as well exclude 
an A, and A, antagonism, the patient’s serum reacting 
with both A, and A, cell suspensions at different tem- 
peratures. Out of 27 cell suspensions: six were agglu- 
tinated at 37°C. and five at 44° C.—that is, in about 
20% 

On the basis of this frequency we excluded the pos- 
sibility of an antagonism of the systems H; Jobbins, 
Kell, and Cellano, and thought a Lewis antagonism 


most probable, for the following reasons: 0 we were- 
able to prove the connexion between the secreting pro- 


perties of the patient and the intergroup reaction under 
discussion, the patient being a secretor, the first donor a 


non-secretor, and the second donor a secretor ; and (2)no o~ i 


agglutination occurred if the patient's-serum was mixed 
with saliva. of a secretor and red cells.of the first donor 
(saliva inhibition test). 

On these observations we felt justified in concluding 
that it was a haemolytic transfusion reaction due to the 
presence of an anti-Lewis* agglutinin, It is therefore 
the blood of the first donor that must have been Trespo: = 
sible for the haemolytic reaction. 


Dr. van Loghem kindly controlled. the. serological 
He could- exclude the 


examination in his laboratory. 
factors C*, S, P, and Duffy as eventual causes of the 
transfusion complication (Table HI). He also compared 
our serum with a known anti-Lewis® serum and found 
identical figures. Hence he could confirm our results. 

The occurrence of anti-Lewis® agglutinins in human 
sera has been described several times already. However, 
it seems to be the first time that this antibody has given 


rise to a haemolytic transfusion reaction.* Fortunately “ 
the consequences of this discovery do not seem to be | 
serious from the clinician's point of view. We may _ 


easily believe that the frequency of these reactions: 
will be extremely low. Yet the occurrence of even 


such rare reactions compels us to take the necessary. x 


precautionary measures, 





Dunsford (Sheffield) and Dr. M, M. Pickles (Oxford) saw: similar 
ransusion reactions. -Neither case, however, has so far been 
publishe 


TABLE W—Cross-matching 

















Albumin : 
Saline a = 
Albumin o =. 














bh r 
Tables I and IT show the results of the. blood 


*It was learnt Trom a Hersoni e communication itha both Mr. I. 
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Tasis WI.—Blood Groups 


Patient Ay MNs, Lefa—), cdefede, C" —, Duffy+ 
Donor I An MNS, Lefa+), cdefede, C" —, Dufly — 
Donor H Ay MMs, Le(a—), cdefcde, C —, Dully - 


The advance of our knowledge of antigens in human 
blood 1s a serious hint to transfusion workers not to 
contemplate blood transfusion as a routine procedure, 
but as a medical treatment which needs the closest con- 
sideration. Though by that means all undesirable re- 
actions cannot be avoided, it may help to lessen their 
incidence. 

We wish to thank Dr J. J. van Loghem, jun., for controlling 
our results in his laboratory. 


(After submutung this article for publication we became aware 
of a paper by V. I. Krieger and R. T. Simmons (Med. J. Aust., 
1949, 1, 85), which deals with a similar transfusion reaction.) 
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Codeine Sensitivity 


In spite of the widespread use of codeine in therapeutics, 
only 12 cases of idiosyncrasy have been recorded in 
the literature, including an earlier case I reported 
(Mackenzie, 1949). However, the similarity between 
the reaction to codeine and one of the exanthemata 
makes awareness of the possibility a matter of. some 
clinical importance, especially in view of the increasing 
tendency of the laity to take codeine compounds for 
a “cold” or sore throat. Publication of the following 
two cases therefore seems justified 


, Casel 


A motor mechanic took two “ veganin ” tablets one even- 
ing for a “cold.” The next morning he noticed an irrita- 
tion affecting the whole body, and in the evening, 28 hours 
after taking the tablets, a rash appeared on the trunk and 
thighs and around the angles of the mouth. Next morn- 
ing the rash was follicular, with a surrounding erythema ; 
it was most marked over pressure areas, ‘particularly the 
anterior folds of the axillae, the groins, and the belt area, 
but was present over most of the trunk and around the 
left angle of the mouth. He had some general malaise, 
which he put down to the original “cold.” By the next 
day, without any spectal therapy, the rash had faded and 
the immtation lessened, and two days later the rash dis- 
appeared, soon followed by the irritation There remained 
a fine powdery desquamation, particularly of the anterior 
folds of the axillae and over the lower face. The patient 
now felt well He had never taken veganin before. 

The specific nature of the reaction was demonstrated a 
few weeks later by giving a test dose of codeine phosphate, 
+ gr. (16 mg.) at 3 p.m. Irritation appeared on the lower 
lip at 7 p.m., and by 9 p.m. had spread to the trunk and 
thighs. About 11 p.m. a follicular rash appeared all over 
the body. Both rash and irritation remained through the 
next day, when a blood count showed 120 eosinophils per 
cmm., and on the following day the rash was fading and 
the more severely affected parts were peeling’ Two days 
later all that remained was some irritation in the belt area 
and on the thighs. While the rash was present there was 
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There was no 
lesions in the 


general maldise, headache, and nausea. 
pyrexia throughout, and there were no 
mouth, 

Some weeks later the patient was given morphine, 4 gr.. 
no reaction of any«kind developed. He was then given 
codeine phosphate, 4 gr., as a single dose, followed by 
“benadryl,” 50 mg. three times daily. The rash and 
general symptoms appeared as before, but on this occasion 
there was practically no irritation 


Case 2 


This patient, a girl aged 12, had been given two veganin 
tablets for a headache and sore throat in the evening. The 
following morning her body was covered with an irritating 
rash, which the district nurse reported as scarlet fever 
When seen the second morning, the rash was fading. but 
there was still some irritation present on the chest and arms 
Her „temperature was 99° F. (37.2° C.). The fauces were 
inflamed and the tongue was coated. On the following 
day the rash and irritation had disappeared, leaving only 
a fine branny scaling. ' 

Further inquiry showed that the patient was not sensitive 
to aspinn, but she had not previously taken any codeine 
compounds. Accordingly, two weeks later, when all signs 
and symptoms had subsided, she was given one tab. codein. 
co. B P. (codeine content, 8 mg.). Four hours later an itchy 
macular rash appeared on the face, backs of the hands, and 
flexures of the knees, spreading in two hours to the chest. ` 
Within 24 hours the rash involved the whole body, but was 
most marked in the waist area and the flexures of the knees 
During the next 12 hours the rash faded and the irritation 
lessened, and in a further 12 hours the rash and irritation 
had disappeared. There remained only a fine powdery 
desquamation for a further two days. There was no fever 
or malaise. 

Several weeks later the patient was given a pill contain- 
ing codeine phosphate, 4 gr. (8 mg.). A similar reaction 
followed, and took the same course as already described 
Some time after this had subsided she was given a tablet 
of morphine sulphate, ¢ gr. Four hours later she nóticed 
a slight irritation of the skin, but no rash appeared. 

No other member of the family showed any reaction 
following ingestion of codeine. 


, 


Comment 


Case | differs from the one I previously reported and 
from Case 2 in that genera! malaise accompanied the 
reaction, and the id‘osyncrasy was confined to the single 
opium alkaloid—codeine. In both cases here reported 
a definite desquamation followed. Neither patient had 
previously shown any allergic manifestations. 

The pruritus and the rash, which may be macular 
or follicular at the onset, are the features common to 
all the recorded cases. In addition, some have shown 
desquamation, eosinophilia, and malaise. 

According to the literature, skin tests have been used 
with varying success to demonstrate codeine sensitivity. 
In view, however, of the apparent rarity of the condi- 
tion, their practical value must be limited.. As with 
other suspected drug eruptions, the easiest and best test 
is the effect of repeating a small dose of the drug. 

The literature has been reviewed by Scheer and Keil 
(1934) and by Seidmann (1943), who also reported 
further cases. 

G. K. Mackenzie, M.B., Ch.B. 
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° Prophylactic Proguanil in the 
Southern Highlands of Tanganyika 


The, Overseas Food Corporation’s ‘training centre “at 
Ifunda, in the Southern Highlands of Tanganyika, situ- 
“ated at an altitude of 5,500 ft. (1,670 metres), was the 
scene of an outbreak of malaria in 1949. The cases 
were all of the malignant tertian type, and eight of the 
patients took proguanil regularly. 

The camp, which was originally a Polish refugee camp, 
is badly sited on a hillside which slopes down toʻa swamp, 
the lower edge being scarcely 500 feet (150 metres) from 
the swamp. The prevailing wind blows from the camp 
across the swamp, so that it is only when the wind shifts 
or dies that the mosquitoes which are always present in 
the swamp gain access to the camp. Both Anopheles 
gambiae and Anopheles funestus are found, and otca- 

. sionally Anopheles coustani. , 

The Poles are reputed to have had a malaria incidence 
rate of 700-1,000 per annum. ~, 

The camp was occupied by the O.F.C. in April, 1948, 
and the medical staff advised the use of: “mosquito nets, 
long trousers, and long sleeves in the evenings, the 
“flitting” of houses morning and evening, and the taking 


+ of prophylactic proguanil, one tablet a day throughout 


4 


` the year. All African quarters were residually sprayed 


with “gammexane P. 520” monthly, as were ancillaries - 


‘such as latrines, cookhouses, stores, and so on: D.D.T: 
residual. spraying of their houses was offered to European 
staff, but, lulled by the absence in the initial. period of ` 
both mosquitoes and malaria in the camp, most refused . 
the offer. 

The second half of 1949 saw a gradual increase in 
malaria cases, and ‘on investigation in November 39 out 
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MT. rings ++ 6 Adulte ilts not infected at 
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L.R. = Long residence ın Tropics, 3 years or more. 


of 51 European staff members and their dependants gave 
blood slides positive for P. falciparum. Table I shows 
the position on November 10. 

It will be noted (Table ID that, of the 39 persons with 
positive blood, 16 ‘took proguanil regularly, and 8 sof 


\ 


disease. 7 


Taste II Ls an 
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Of the 11 persons with 





‘thesé developed overt malaria. 


positive blood taking proguanil irregularly, 6 developed, 
overt malaria, and, of 12 persons with positive blood nof 
taking paludrine, 10 developed overt malaria. 

Twelve persons gave negative smears on November 10, 
but 6 of these had had positive smears earlier in the 


year (Table IM). 





Considerable care was taken in checking -and cross- ° 
checking the’ stories of regular proguanil-taking. Al ` 
stories were checked on the evidence of at least one 


„other person, and even those who were known to be. 


proguanil takers, but who admitted ‘to missing one or at 
the most two doses a week, were put into the irregular 
class. Of the. regular prognanil takers, two were sisters 
in the camp hospital, one was the doctor, and two were i 
children of the doctor. Another was thé health inspector. 
The symptoms of the disease were mild, whether the . 
persons affected had been taking proguanil” regularly, , | 
irregularly, or not at all. That is, the symptoms were 
those commonly occurring in malaria at bigh altitudes. 


in East Africa’ 


Attacks or positive blood smears were directly related 
to the position of the houses occupied, relative to the 
swamp. The row of European houses next to the swamp, 
at approximately 500 yards (460 metres), were occupied 


‘by 14 persons,,and only one of these had a negative . 


blood. The middle row of houses, approximately . 
700 yards (640 metres) from the swamp, were occupied 
by seven persons and none were free from the disease. 
The back row of houses, at approximately 1,100 yards 
(1,000 metres) from the swamp, were occupied by. 31. 
persons, „and Six were and had been free from the 


“ 


Personal precautions had been largely ignored by the, 


- inhabitants. \The use of nets and of “flitting” was small 
~ 'and most irregular. 


Residual spraying had been largely ` 
refused. 


Thanks are due to the chief health officer, Brigadier W. M 


, Cameron, for permission to publish this article; to Dr. V. 


Blackman, who is in charge of the O.F.C. Medical Training 
Wing at Ifunda; to Sisters Puddicombe and Morrison; to 
Mrs. Franklin, the hospital secretary; and to Mr. Frank Henry, 
the laboratory technician. 


R. C. MacLzop, M.B., Ch.B., 
D.P.H., D.T.M.&H., 
Senior Hygiene Officer, -O.F.C, 
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f Refers to attacks in 1949. $1 regular since October 4. 
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Reviews 
BERYLLIUM 
Pneumocomosis. Beryllium. Baualte Fumes. Com- 


pensation. Leroy Gardner Memorial Volume. Edited 
by A. J. Vorwald, M.D., with the collaboration of 
M. Bowditch, A.B., T. M. Durkan, M.E., and T. C. 
Waters, LL.B. Sixth Saranac Symposium. (Pp. 659; 
196 figures. $7.50.) New York: Paul B. Hoeber, Inc. 
1950. 


This book ıs a verbatim report of a symposium 


held at the Saranac Laboratories, Massachusetts, in the - 


‘autumn of 1947. It 1s dedicated to Dr. Leroy Gardner, 
who contributed so much to the experimental study of 
silicosis. Just before his death in 1946 he had begun to 
investigate a disease that had recently appeared among 
workers in fluorescent-lamp factories where beryllium 
compounds were handled. The greater part of this 
volume ı$ devoted to contributions on the nature and 
incidence of disease among beryllium workers and an 
account of work on the toxic properties of beryllium as 
revealed by animal experiments. The concluding sessions 
discussed a new pulmonary disease due to exposure to 
bauxite fumes, now known as, Shaver’s disease an recog- 
nition of the man who first described it. The summary 
of the discussion on Shaver’s disease by Dr. Hatch is all 
that a summary should be. The last section on com- 
pensation for occupational disease is of no particular 
value to English readers, though it makes interesting, 
and at times amusing, reading. The problems associated 
with this type of legislation are plentiful enough under 
the unjfied code of this country. It does not require 
much imagination to appreciate the situation in a country 
where 39 of the States have their own varied laws 
and any firm may have factories in many different 
States. Ñ 

The papers on beryllium occupy three-quarters of the 
book, and, as might be expected, are of a varied quality. 
These papers were read three years ago, and much more 
has come to light since then. There is now little doubt 
that the chronic pulmonary granulomatosis of beryllium 
workers 1s a real clinical entity. At first it appeared 
among a group of workers exposed to a fluorescent-lamp 
powder (phosphor) containing 12% beryllium’ oxide, and 
the cases occurred in a relatively small working popula- 
tion, Other firms using phosphors containing 2% beryl- 
lium oxide reported no cases. Dr. Williams suggested 
that cases among these workers might take longer to 
develop. Events have proved him to be right. Indeed, 


a recent paper suggests that exposure to concentrations ` 


as low as 0.1 ug. per cubic metre may be enough to 
produce the disease. It is not surprising, therefore, to 
learn now that factories making beryllium are moving 
out into country areas. The peculiar incidence of the 
disease remains unexplained. One contributor suggested 
that beryllium oxide produced under different conditions 
- —for example, heated to different temperatures—might 
have different biological properties (page 349). He, too, 
has been proved correct in recently reported experi- 
mental work. Particle size and shape are important in 
determining the toxicity of beryllium oxide. 

There seems to be general agreement that the chronic 
form of the disease among beryllium workers can be 
recognized clinically, and Dr. Hardy clearly describes 
its features. The x-ray appearances are not by them- 


selves characteristic, and Aub goes so far as to say 
that he does not consider it necessary that beryllium 
should be found in the tissues in order to confirm the 
diagnosis. 

Hardy is in a minority in believing the chromic dis- 
ease 1§ a manifestation of systemic beryllium poison- 
ing rather than a purely pulmonary disorder. There is 
much to support her contention, though the work of 
Dr. George Wright indicates that function of the lungs 
1s seriously impaired before there is an appreciable loss 
of vital capacity. This fails later and aggravates the 
dyspnoea still further. 

The experimental work reported was mostly of a pre- 
luminary nature, and much of it has been fully reported 
elsewhere since the symposium was held. It remains 
as true to-day as it was m 1947 that it has proved impos- 
sible to reproduce the chronic form of the disease in 
animals. Expermmental work has served only to throw 
what is described in another connexion (page 31) as 
“black light” on this particular problem. 

The volume ends with a bibliography of work on 
beryllium more or less complete, up to the end of 1949 
No reason is given for the delay in the appearance of 
this book, but it is some consolation to know that print- 
ing and publishing delays are not confined to a country 
which has now had five years of “applied Marxism” 
(page 571) to sap its vitality. One cannot help conclud- 
ing with’ a note of regret that a book almost entirely 
devoted to work on two of the lightest of the elements 
should be so heavy to hold. 

7 J. M. BARNES. 


PRACTICAL ENDOCRINOLOGY 


Horinones in Clinical Practice. By H. E. Nieburgs, 
M.D. (Pp. 388, illustrated. £1 5s.) London: Cassell 
and Co. 1950. 


Professor Nieburgs, of Georgia, who has worked in 
England at the British Postgraduate School and at the 
Westminster Hospital, presents in this book a synoptic 
but informed account of endocrinology from a practi- 
cal point of view. In a comparatively small volume 
such as this some sections are bound to be inadequate 
and even fragmentary. But the book is offered “ not 
as yet another textbook of endocrinology but rather as 
a work of reference embodying the most recent data 
on the physiology of the hormones and their use in 
clinical practice.” 

In an -endeavour to give full references, the author 
lets them obtrude in a disturbing fashion, interrupting 
the smooth reading of the text. The latter in itself, 
however, is open to criticism. A statement without 
reference and which seems to call for further informa- 
tion and qualification is: “ Adrenal cortical atrophy can 
be produced with progestogen [sic] or testosterone if 
large doses are used.” Another statement runs: “ Adrenal 
cortical hyperplasia does not appear to increase the 
corticosteroid excretion, but it does increase that of 
17-ketosteroids.” In fact, either hyperplasia or neo- 
plasm of the adrenal cortex can increase either cortico- 
steroids or 17-ketosteroids, separately or together, or in 
varying proportions. The chapters on gynaecological 
endocrinology, including accounts of several diagnostic 
procedures, are based on extensive clinical experience 
and will be found to constitute a useful guide in practice. 


S. LEONARD SIMPSON. 
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RADIOLOGY IN, DENTISTRY , í 
Radiology of the Teeth “and Jaws, including Dental ‘ 


ta 





Radiography. es Bead and Practitioners’ of 
urgery an adiology. Frank L, In 
. D.M.R.D., ‘ae M.R.CS., TRG .P. (Pp. 1603 287. 


figures, 16s.) London: Edward Arnold and Co. .‘1950. 


Designed for both students and- practitioners of dental 
surgery, ‘the book.is divided into two:main parts.”, The’ 
first is on the technique of radiography and’ includes a 
description .of the normal appearances ; the second is 
mainly devoted to a description of the pathological 


conditions in which radiography is useful. The book | 


contains Many. illustrations ; while many of these aré 
excellent,’ some, notably those of the skull, are rather 
vague, . and the definition, is not sufficiently. good to 
give’a clear picture of the condition, particularly to 
the, student. - These criticisms apply especially to. the 
pictures of the, mandibular ‘condyle and „also to those 


' of the maxilla, and possibly explanatory, diagrams by 


‘the special patterns of blood supply to muscles. 


the side of the photographs might have helped.. 

It would perhaps have been wiser if the author had 
avoided the temptation to discuss the pathology of: the 
condition in notes underneath the photographs, and he 
has courted danger in one or two places by giving hints 


for treatment. This occurs notably in the section on, 


fractures of the mandible, and the danger becomes 
apparent when it is seen that his suggestions may not 
be acceptable to all: In spite of these slight drawbacks 
the book will be helpful, but it is- unfortunate that the 
illustrations are not clearer. 


© F ots 
. PHYSICAL MEDICINE < 

Recent Advances’ in Physical Medicine. Edited 

_ Francis. Bach, M.A... .D.M.(Oxon), D Phys. jy 


' Pp. 490; 93 figures. “£1 7s. 6d). London: J.“and A. 

Churchill 1950. . 
In the preface to this well-produced book Dr. “Bach 
defines physical medicine as including the employment 
of the physical and other effective properties of light, 
heat, cold, water, electricity, massage; manipulation, exer- 
cises, and- mechanical devices for physical and: -oceupa~ 
tional, therapy in the diagnosis and treatment of disease. 
But, it: would seem, after reading the ‘book, that even 
this fairly expansive definition is inadequate to meet the 
claims of this robust infant specialty. _This volume will 
be of considerable interest to the profession, since it 
defines for’ the first time the projected field of the 
specialist in Physical medicine.» ⁄ 

‘Section 1 is on the jphysical basis of the subject and 
shows the.nzed for a considerable knowledge of physics, 
including an. understanding of the quantum theory. 
Chapters follow on anatomy, physiology, posture, and 


‘comes an excellent section on physical methods of 


electro-diagnosis and therapy, hydrotherapy, massage,. 
' manipulation, remedial exercises, and home and occu: 
pational therapy. Section 3 is entitled “The. Practice - 


of Physical Medicine”; it includes large portions of 


` the ‘practice of orthopaedics, diseases of- the chest, 


peripheral vascular disease, neuropsychiatry, rheumato- 
logy, dermatology, ' paediatrics, and geriatrics, with 
chapters also’ on plastic surgery, local infections, and 
ophthalmology. 

The role of physical- medicine as it affects the school 


` child, the ‘Army, and industry are the, themes of Sec- 


” 


tion 5, and largely comprise what elsewhere. ‘might more 


commonly be termed “ social medicine.” “The border- 


a) hye J ae 
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_ line between these specialties i is perhaps, to be found i in - 
Section 6, which is on rehabilitation in industry, re: , 


habilitation in a residential centre;. the. employment of" 
the disabled, and the resettlement of disabled persons. 


. In the final section are chapters on the training of. the, 


doctor and the physiotherapist, followed. by appéndices . 
on’ rehabilitation in‘ spinal’ injuries, 
breathing exercises, and postural drainage. 


ion 


post-operative `, 


This ‘very wide field of knowledge will in future have ` 


to be covered by the physical-medicine specialist. ‘As 
Dr. Bach states, he is to be a new type of doctor, who. 


“should belcharacterized not only by his' special know- . 


ledge of biophysics, and his technical ability to apply this © 
knowledge, but also by the depth of his understand-' 
ing, the breadth of his interests, and his stature as a 
physician.” = 

In order to cover, this extensive: field Dr. Bach has; ` 


‘collected a- -team of 38 collaborators, who contribute 


chapters on the various subjects: mentioned above. ‘Of > 
particular practical interest to the embryo specialist will , 
be Dr. Kersley’s chapter on the training for the diploma 


‘in physical medicine, since information of thissort wil] 


: (Pp. 192, 3s. 6d) London: Watts. 


, not be found in more ordinary textbooks. This is an 


interesting: and to some extent provocative volume, 

which will be read with profit by both ‘specialists in ; 

physical medicine and medical men in other fields. ’ ° 
Me counts ) te, i W. S. C. Copeman 
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DISEASES OF MALADAPTATION 


In the present number of the Journal Professor Hans 
Selye adds another stimulating paper to the series 
which has already appeared in these columns.'* In 
the first paper he outlined his theory of the general 
adaptation syndrome and explained his views on the 
aetiology of a wide variety of medical disorders of 
hitherto uncertain cause. In Selye’s view these are 
due to an excessive secretion of the mineralo-corticoid 
hormones of the adrenal, in contrast to the glycogenic 
hormone of the same gland. By injection of the syn- 
thetic mineralo-corticoid, desoxycorticosterone, into 
rats previously made moie sensitive to the drug by 
unilateral nephrectomy and a high salt diet, he has 
. been able to produce experimental lesions closely 
similar to, if not identical with, such human dis- 
orders as myocarditis, nephrosclerosis, and peri- 
arteritis nodosa. But there is a widely held belief 
that desoxycorticosterone is not a naturally occurring 
product of the adrenal gland, and this was a weak 
point in his argument. To meet this criticism Selye” 
showed that identical Jesions could be produced in 
rats by injecting another steroid, desoxocortisone 
(Reichstein’s compound S), which is more generally 
acknowledged to be a naturally occurring substance. 
Apparently identical lesions have been observed after 
injections of crude anterior pituitary extracts. When 
a traumatic periarthritis is induced in rats by injection 
of formalin into the region of the ankle, the resultant 
swelling is aggravated by giving either desoxycorti- 
costerohe or a crude anterior pituitary extract. This 
action, however, can be almost completely antago- 
nized by cortisone or by AC.T.H. It should be said 
here that Professor Selye has given up the use of 
formalin in these experiments, and therefore it prob- 
ably did not turn out to be the experimental weapon 
he was in need of. 

In the paper in this issue Professor Selye now shows 
that when somatotrophi¢ hormone—the growth hor- 
mone of the pituitary gland—is injected into rats made 
sensitive, as in earlier work, by unilateral nephrectomy 
and excess of salt in their drinking-water, then the 
same series of pathological lesions develops. Malig- 
nant nephrosclerosis with varying degrees of nephritis, 
myocarditis, periarteritis nodosa, and hypertension 


f 


have all been produced in this manner. Selye attempts 
to fit these new results into his general concept. of the 
aetiology of these diseases. The somatotrophic hor- 
mone which he used was shown to be pure by electro- 
phoresis, yet it caused the lesions in the kidney and in 
the cardiovascular system. The simultaneous injec- 
tion of this same pure hormone aggravated a pen- 
arthritis produced experimentally by injections of a 
10% suspension of mustard powder in the same way 
as desoxycorticosterone aggravated the formalin peri- 
arthritis. Selye postulates, therefore, that the somato- 
trophic hormone may sensitize the tissues to mineralo- 
corticoids like desoxycorticosterone, and further that 
it may even increase the secretion of mineralo-corti- 
coids by the adrenal glands. He offers much exper- 
mental evidence to support his views. It is doubtful. 
however, whether the data support Selye’s hypothesis 
more than-they do possible alternative theories. 

As one reads the present paper the suspicion tends 
to grow that the effects he so frequently obtains may 
be those of a non-specific allergic reaction to foreign 
substances. This explanation has been suggested 
before, but Selye felt that the fact that the naturally 
occurring desoxocortisone also causes the lesions 
made this explanation very unlikely. Selye himself 
has now produced the varied lesions he describes 
with two different steroids and two different proteins 
They have been induced by crude anterior pituitary 
extract, which presumably contains A.C.T.H., but are 
inhibited by purified A-C.T.H. They are now found 
to be caused by growth hormone as well. It is diffi- 
cult to avoid the conclusion that these substances 
have a common factor determining ability to induce 
the lesions, and that this common factor is likely to 
be the ability of the injected substance to evoke some 
form of allergic reaction. So little is at present known 
about desoxocortisone that it is scarcely justifiable to 
rule out the possibility of its causing allergic reactions 
also, even though it is a natural product. As these 
thoughts grow in the mind and as the su8picion is 
strengthened that somatotrophic hormone may be a 
non-specific irritant or antigen to the tissues, there is 
naturally a temptation to attach greater significance 
than does Professor Selye to some further observa- 
tions which he reports in this paper. He finds that 
when this pure somatotrophic hormone is injected 
into the ankle-joint region of rats it causes an exten- 
sive granulomatous reaction in the periarticular struc- 
tures. This protein, though electrophoretically pure. 
must therefore be acting locally as a foreign irritant. 
It apparently gives rise to the same effects as do 
formalin and mustard. i 

1 B uih Medical Journal, 1949, 2, 1129 
2 bid, 1950, 1, 1383 : 


4 Sires, 1950, Montreal. 
8 Briush Medical Journal, 1950, 1, 1362 
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Professor Selye, whose book on stress* has re- 
cently. been published, was in Britain last year 
to -give the Heberden Oration.** In this he 
recalled. his early experiments on some effects of 
ovarian extracts. He ‘described how, because -he 
obtained certain effects which other workers could 
not: confirm, the idea of a non-specific impurity 
arose in ‘his mirid and prompted him to try to bring 


. about the same effects with dnother, substance deliber- 


` A.C.T.H. secretion by_the pituitary. Many who . 


ately chosen at random. The substance he chose was 
the laboratory bottle of formalin. It was,the common 


’ effects which were produced by these and a variety 


of other substances which led him to postulate 
the general adaptation syndrome to stress.’ If now 
somatotrophic hormone, when injected into the ankle, 
produces a periarthritic granuloma similar to that 
caused by formalin, then the probability clearly arises ` 
that somatotrophic hormone, in addition to its physio- 
logical actions, behaves also as a non-specific stress or 
irritant. Until this strong probability can, be elimi- 
nated it is clearly unsafe to regard as specific its 
effects, which may be largely non-specific. Selye 
suggests, for instance, that the variable cortisone 
requirements of individuals may be largely deter- 


mined by variable growth-hormone secretion. But 


all the scanty evidence so far available suggests 
that cortisone requirements vary with the severity 
of the stress, whatever may be the cause of that 
stress, 

Selye ‘finds that unilateral et sensitizes 
his rats to these steroid and hormone injections.’ It 
is difficult to see how removal of one kidney, can 
appreciably alter the hormone concentrations sur- 


rounding the other tissues of the body. But removal 


of one kidney will double the amount of, toxic pro- 
ducts which must be excreted by the remaining 
kidney. Furthermore, the operation itself constitutes 


- a general, stress, the effects of which may augment 
the later stresses caused by toxic hormone injections. - 


The whole problem is full of obscurities, and alterna- 
tive explanations of Professor Selye’s results are likely 


“to persist until much more experimental work has 


been done to separate out specific physiological effects 


from those of a non-specific nature. That cortisone . 


will inhibit these effects does not clarify the picture, 
for cortisone will inhibit a large variety of pathological | 
processes of widely different primary cause. And, 
although the mode of action of cortisone, is not yet 
understood, it is surely not yet justifiable. to con- - 
clude, as does Selye, that it acts solely by depressing 


attempt to follow Selye’s reasoning from his-experi- < 
ments will feel that his may not be the only deductions ` 


N 


“that can logically be made. í 
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IMPORTANCE OF RARE BLOOD GROUPS 


Apart from the ‘subgroups of the-ABO system: and 
the relationship of H thereto, many variations within 
the-established blood-group systems have been de-, 
scribed. S has joined M and N3 Cr, ©, o, De, 
and E" have been added to the Rh system ; Kell, 
Lutheran, and Duffy have arisen as newly defined 
and fairly straightforward groups, and finally the 


interesting and complex Lewis system is-under inves- 


tigation. Still further groups are known, but because- ' 


of the rarity of. their occurrence, or because, they are `, 


not yet sufficiently well defined, they are of less ‘conse- 
quence. These new groups are important for the prace 
tice of medicine as well as extremely interesting to 
serologists, geneticists, and ethnologists. The mechan- 
isms by which they may cause disease are similar 


to those which, operate in the common Rh system.’ 
During blood transfusion,’ for example, antibodies to` 


the rare groups may cause a haemolytic reaction. 
Coombs, Ikin, Mourant, and:Plaut,' in reviewing the 
occurrence of anti-S, mention one case in which. this 
antibody probably: caused, transfusion reactions, and 
de Vries and Smitskamp elsewhere: in this issue ore 
the Journal report a transfusion reaction due to anti- - 
‘Lewis (anti-Le*); the Kell and Duffy groups have 
been incriminated similarly. , 

In view of the multiplicity, of blood groups it -is 
surprising that reactions from rare blood-group in- 


.compatibilities are not more'common. One explana- 


tion of their rarity is that these blood groups fortu- 
nately appear to be poor antigens. Put differently, 


the majority of human subjects do not make iso-/ 


antibodies to a dangerous degree against the lesser- 
known red-cell antigens. Four -reported examples 
(one im last week’s Journa oË an unusually sensi- 
tive antibody producing capacity throw this normal 


passivity into relief.?+ 


At present it is not easy to detect those fai ‘who 
are likely to produce blood-group: antibodies to a 


‘dangerous degree, for there is no reason to assume 


that capacity to produce antibodies against one type 
of antigen (for example, bacterial vaccines) will run 


parallel with the response to other antigens such’ as ` 


Further work on these 
However, the report of 


those of the blood groups." 
lines might be pfofitable. 


1 British Medical Journal, 1951, 1, 109. 

2 Waller, R K , and Race, R R, 1bid, 1951, 1, 225 

3 Callender, S T , and Race, R R., Ann Eugen , Camb., 1946, 13, 102. 

4 Collin’, J O , Sanger, R., Allen, F H, and Race, R. Ra, British Medical ` 
Journal, 1950, 1, 1297. 

5 Malone, R H., and Cowen, J, ibid , 1950,.1, 1299. 





6 Carlinfantr, E, and Cavalli, L. L., Revista dell Instituto Sieroterapico f 


Italiano, 1947, 22, 129. 
T Paper Tead at the Third Intemational Congress of Haematology, Cambridge, 
1 


`s Lancet, 1951, 1,150 ©, 
4 Ibid., 1951, 1, 204. ~ 
10 Blood Groups in Man, 1950, Oxford. - ° 
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Coombs and his colleagues shows that antibodies 
against the rarer groups may occur spontaneously ; 
the anti-S which they describe does not appear to 
have been produced by immunization. These obser- 
vations, and the fact that the rarer groups may be 
concerned in haemolytic disease of the newborn 
(C¥ and Kell have been incriminated), are further 
teasons' why indiscriminate transfusions should be 
avoided. 

For the pathologist bed-side cross-matching is no 
longer adequate, for experience with Rh problems 
thas shown that compatibility tests require skilful 
handling and the use of laboratory equipment. The 
use of albumin media is essential to exclude incom- 
plete forms of antibody, and for the D" and Duffy 
groups only the anti-globulin technique will suffice. 
_ Furthermore, the possible complication of the “ cold 
incomplete auto-agglutinins” described by Dacie’ 
must be borne in mind. There may be occasions 
when, to make certain of compatibility or to investi- 
gate a transfusion reaction, assistance will be required 
from a specialized laboratory where rare sera and 
cells of unusual genotypes will be available. Refer- 
ence of irregular or unexplained results to such a 
laboratory may also add to our knowledge of the 
existing systems or disclose new ones. 


The rarer antigens have their purposes, however. . 


It may soon be possible to use the blood group anti- 
gens as gene markers on the chromosomes. The dis- 
covery of a relationship between the Le* antigen and 
the power to secrete the ABO substances is a -first 
step in this study,-and James and Plaut? suggest that 
the inheritance of the power to make Duffy anti- 
bodies (anti-Fy*) in haemophiliacs might be investi- 
gated. The use of the rarer groups in identification 
‘tests renders the conclusions more reliable. This 
method of confirming that twins are uniovular may 
help in studying congenital disorders, and Milne* was 
able to make use of S, P; Lewis, and Lutheran in 
this way. 

. Evidence based on the known blood-group 
systems could now be given with even more sureness 
- in paternity cases, if asked for. 
estimated that, equipped with suitable antisera from 
six systems and using “secretor” capacity, about 62% 
of Englishmen wrongly accused of paternity could be 
exonerated. There is no doubt about the validity of 


blood-group ‘tests in matters of paternity or identifica- 


tion. The scientific limiting factors are the supply of 
sera and the experience of the laboratory worker con- 
cerned, and, as these increase and the discovery of new 
groups proceeds, an increasingly large number of men 
will be in a position to establish their innocence. It is 
to be hoped that they will have the opportunity. 


Race and Sanger’ 


/ 
THE BRONCHIAL VESSELS — 

The anatomy of the bronchial arteries and veins, and 
their relation to the pulmonary vessels in health and 
disease, have in recent years excited interest and some 
controversy. Marchand, Gilroy, and Wilson,* of Joban- 
nesburg, have lately published their investigations, based 
on injections. Some specimens were ‘dissected after 
injecting the vessels with variously coloured plastics ; 
stereoscopic radiographs were taken of others after injec- 
tion of radio-opaque suspensions, the particles of which 
were just too big to enter capillaries. 

The bronchial arteries commonly arise from the arch 
of the aorta, just distal to the left subclavian artery 
There are usually one or two arteries to each lung. As 
with arteries of corresponding size elsewhere in the body, 
variations are Common. They have been described by 
Cauldwell, Siekert, Lininger, and Anson,* whose work 
was based on gross dissections of cadavers.- The vessels, 
especially on the right, may originate from intercostal 
arteries or, less often, from the subclavian „or internal 
mammary arteries. There may be a common origin for 
the right and left arteries. In the usual pattern the 
arteries make an acute angle with the aorta, passing 
upwards to join the posterior surfaces of the main 
bronchi, which they then follow, giving branches to al! 
the segmental divisions. In addition to the main artery 


‘there are lesser -branches from the whole length of the 


thoracic part of the aorta; one of these, passing in the 
pulmonary ligament, may cause bleeding during a 
lobectomy operation ; other small vessels also supply 
the pleura. The bronchial arteries at first lie between 
the invaginated layers of the pleura ; later they form a 
network round the segmental. bronchi, and also, as 
described by Snow Miller in his classical monograph,’ 
a submucous plexus. Branches supply the lymph nodes 
and the vasa vasorum of the pulmonary arteries. Tor- ` 
tuous radicles form anastomoses with small pulmonary 

arteries, These anastomoses, whose existence was for- 

merly denied, are numerous ; they have also recently 

been demonstrated by Cockett and Yass.“ They are- 


present in the foetus, whose bronchial arteries are of 


relatively large calibre, and provide the alveoli with an 
adequate oxygenated blood supply. ~ 

The bronchial veins form two separate systems. The 
deep or true bronchial veins, which communicate freely 
with the pulmonary veins, start as a network around the 
intrapulmonary bronchioles and coalesce to longitudinal | 
channels ‘and finally to a single trunk which ends in'the 
left atrium or a main pulmonary vein. The pleuro-hilar 
veins also communicate with the pulmonary veins, but 
end in the azygos, hemiazygos, or other systemic veins 
They drain the extrapulmonary bronchi, the hilar lymph 
glands, and much of the visceral pleura. 

The Johannesburg authors also describe changes in 
certain diseases. In inflammatory conditions, such as 
bronchiectasis, the number of anastomoses between bron- 
chia] and pulmonary arteries is increased. In a lung 
abscess De abscess -area is supplied by the bronchial ' 


1 Thorax, 1950, 5, 207. 
SE Te EN 
‘Bru. J. Rie. 1930, 38.57. 
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_either every day or several times a week, and abscesses 


from rheumatoid arthritis. 


“administration. Although no conštant dosage ratio 


' cortisone. When this method was tried in the initial 
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artery and not by- bruda of the pulmonary artery. ` suppressivo treatment the response was, if anything, 

In emphysema anastomoses are also conspicuous, and more rapid than with the injections, suggesting ‘that corti- 

the bronchial veins are hypertrophied. Although greatly sone may be absorbed more quickly by the intestinal 


‘increased im number, the. anastomosés in. discase are tract than from irijected crystals. This is surprising, for 


apparently identical in form with those normally it might be expected that since cortisone is a steroid hor: 
present, and probably result from dilatation of pre- mone there would be some inactivation by the liver. 
existing channels to facilitate a-redistribution of blood It will probably, be some time ‘before the tablets -are 
flow. Functioning of such anastomoses allows an commercially available even.in the U.S.A., but these 
adequate pulmonary blood supply in many“cases of còn- preliminary results are of the greatest interest both: to 


2 genital pulmonary stenosix; in patients with Fallots physicians and to sufferers from rheumatoid arthritis 


tetralogy greatly enlarged bronchial arteries are often However, there is clearly a risk.of overdosage if the 
seen. The connecting vessels from the bronchial arteries” “patient can raise the dose at will by 3 means of a few 
to the anastomoses have notably miuscular walls, and are extra tablets. In the, Los Angeles series there were no, 
probably under vasomotor Control. ‘Certainly the bron- side-effects save slight facial hypertrichosis in one case, 
chial arterial supply can take over from the pulmonary, but the period of observation was too short for any 
and the ‘connecting vessels may also act as a ‘buffer ‘to dogmatic statement about the dangers of oral cortisone 
prevent pulmonary hypertension, thereby providing same It seems possible that this method of administration ` 
degree of hydrostatic control. The anastomoses.on'the may be used widely in the future, and this will put a 


venous side- also have some function in disease: in- greater onus on the physician both to impress on the ~ l 


mitral stenosis, for example, the raised pulmonary , patient the danger of overdosage and to. be on the alert - 
vénous pressure is to some extent lowered via these for early-signs of this. 
shuñts to the ‘systemic veins. Further studies of the As work with cortisone has developed the need ‘has 
bronchial vessels can be. expected. to lead to more infor- _become more pressing for’a satisfactory test to detect 
mation about the distribution of blood flow in the lung and assay cortisone-like steroids in body - fluids, par- 
beth in physiological and in pathological states. - ticularly the urine. Elsewhere in this issue Dr. C. L 
4 Te he. _ Cope gives-a preliminary description of a- promising 
me test which depends on the ability of cortisone (com- 
RTISO ° und E) and compound F to reduce the number of 
oo pE iy MOUTH, 3 N cireulating eosinophils in the blood. Adrenalectomized 
One of the practical difficulties of “ cortisone ” treatmerit mice wéře used as test animals, and cortisone-like acti- 
up to date has been the necessity for a bulky injection, vity has “been found to`a moderate extent in normal 
a - urine ‘and to a greater extent in the urine of women 
a ee a stats eat near Leas in the late stages of pregnancy and in the ‘urine of @ 
en is country autumn 
he. mentioned that both at.the Mayo Clinic and in New ‘ey ee Sionat CODEN sean 
York excellent prelirninary results have been obtained | an 
with cortisone given by mouth in tablet form.! Since a - SMALLPOX ` 


then -two publications have appeared with more In recent years three outbreaks of smallpox in Britain 
details of this method of administration. Freyberg have been started by infected ‘people entering the country 
and his associates? report on four patients with rheu- ~ from abroad. In 1942 a ship arrived at Glasgow with 
matoid artliritis: treated with oral cortisone acetate, in - smallpox cases on board. Infection spread first to the 
the form of 100-mg. tablets, the dosage being the city and thence to the country generally, cases occurring 
same as that commonly used for intramuscular injec- gs far from Glasgow as London and Swindon. In all, 
tion. In all respects the clinical effects of orally 25 deaths from smallpox were registered in Scotland 
administered cortisone were comparable ‘to- those of jn 1942, At the beginning of last year another seaborne: 


this hormone and of A.C.T.H. given parenterally. Two case caused an outbreak in Glasgow, and at the end of f 


of the ‘patients considered the action was smoother the year an air traveller started an outbreak in Brighton 


when the drug was given by mouth. Reéently- Boland These two epidemics have several features in common. 
and Headley? from Los Angeles have reported the They both originated with a, well-vaccinated person who 
results observed in a”series of 23 patients suffering had such a modified attack that ‘the disease escaped 


with success, both for initial and-for maintenance doses, 
and have «compared the quantity necessary to maintain 
suppression of the disease by the two methods of 


admitted to hospital with pneumonia on March 10, 
1950, developed a sparse eruption four days later 
which was “diagnosed as chicken-pox. The patient 
made a good recovery and was discharged from hospital 


could be established, it was apparent that larger doses, ping days later. On March 26 three cases of smallpox 


-_ ranging from one-fifth to one-third more, may be occurred in the hospital. In Brighton an R.A.F. 


needed when the hormone is given by mouth. Only 


k officer had a highly modified attack of smallpox which ` 
one patient in the series failed to respond to oral 


was missed. He infected another occupant of the same 
house—a young woman. She was removed to hospital, 
2 Solenes, oon Mia ‘eae 43,109. but smallpox was not diagnosed for a further” 10 days. - 
83, Amer. med. Ass., 1951, 445, 8. ‘ The fatality rate in both autrea was high : 6'of the- 


Š Ey Pa ` 


“They used the oral route diagnosis. In the Glasgow outbreak an Asian seaman ' 
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18 confirmed cases in Glasgow and 10 of the 29 ‘patients 
tn Brighton died. i 

, A disquieting feature of both outbreaks was the rela- 
lively large toll taken of the nursing staff. In Glasgow 


eight nurses, one Jaundrymaid, and one doctor were’ 


infected, and another doctor was probably infected ; 
. the other cases were six patients in, and one visitor to, 
the hospital. 
and the hospital gardener were victims, two members 
of the telephone exchange where the second patient 
worked, and six workers in the laundry. where the clothes 
„of the original patient were sent at a time when he was 
still infectious. Infection of laundry workers by clothes 
also occurred in the large outbreak of a minor form 
of smalipox in London in the late ‘twenties. In the 
last Glasgow outbreak only two patients, the original 
case and a hospital sister, had been successfully vacci- 
nated in recent years. Five of the other seven nurses 
were thought to have been vaccinated in infancy, and 
the other two had recently been unsuccessfully vacci- 
nated as well as having’ been vaccinated in infancy. 
Three of the patients who died, including the doctor, had 
néver been vaccinated, and the other three had been un- 
successfully vaccinated in infancy : one of these last had 
~had three unsuccessful vaccinations in 1949 and 1950. 
. In Brighton 17 of the 29 patients had never been vacci- 
aated before exposure to infection, and the remainder 
tad been vaccinated in infancy ; one of those vaccinated 
in infancy had been revaccinated in 1946 and another 
in 1935. Seven of the patients who died had never 
been vaccinated, and three had been vaccinated in 
infancy over 50 years earlier. Persons with a record 
of successful infant vaccination fared better than the 
unvaccinated in both outbreaks: in Glasgow the six 


persons without vaccination scars all died, while in. 


Brighton seven deaths occurred among 18 unvaccinated 
persons and three deaths among 11. persons with a 
tistory of infant vaccination. 

It is obvious that despite strict control at the air and 
sea ports it is possible that infectious disease in a pas- 
senger may go unrecognized. A modified attack of 
smallpox whiclr occurs in a well-vaccinated person may 
be extremely difficult to diagnose, and consequently all 
‘{Iness in persons who have just come from areas where 
smallpox is endemic should be regarded with suspicion. 
It is essential that the nursing staffs of hospitals should 
be protected by effective vaccination. Unfortunately 
doctors also may become casual about vaccination: 
besides the unfortunate D.P.H. student in last year's 
Glasgow outbreak, an unvaccinated medical officer con- 
tracted smallpox after visiting the ship in which the 
1942 outbreak originated. 

We can regard it as fortunate that these recent out- 
breaks- have been limited, for they all contained the 
elements necessary for a widespread epidemic, and no 
doubt the country owes much to the painstaking work 
of public health departments. With the great increase 
in air travel there is every likelihood of smallpox ceasing 
to be a very rare cause of death in this country, and 
both medical officers of health and general practitioners 
must continue to be on their guard against this disease. 
The need for infant vaccination remains as great as ever. 


In Brighton nine nurses, two domestics, , 


THROMBOPHLEBITIS | = 
Thrombophlebitis may be a convenient title for a 
mixed group of conditions characterized by venous 
thrombosis, but it has to be remembered that ‘inflam- 
matory chañges in the vein walls are only seldom 
demonstrated. A recent discussion on this subject at 
the Royal Society of Medicine, ranging over many 
aspects of thromibo-embolic disease, is reported at 
page 294. Although thrombophlebitis is quite a 
common disease and one on which it might be reason- 
able to expect reliable statistical guidance, it is unfor- 
tunately true to say that few medical subjects are so 
beset with controversy. The literature has innumer- 
able -figures but few valid statistics. Further pro- 
gress depends on much more thoughtfully planned 
esearch : information is required on the aetiology, the 
“pathology, and the results of treatment of this disease. 

Professor W. Melville Arnott, in opening the discus- 
sion at the R.S.M., said that few disorders illustrated 
so well the general principle that aetiology is rarely 
single: This was similarly expressed by Aschoff some 


years ago when he said, “ Thrombosis is the function of - 


a number of variables.” These variables can be dis- 
cussed under the traditional headings of changes in 
the vessel wall, changes in the blood, and changes in 
the blood flow. . As already noted histological changes 


in relatively advanced and long-standing cases. The 


-fact that mdny cases of thrombophlebitis; in contra- 


distinction to phlebothrombosis, are relieved by para- 
vertebral block supports Ochsner’s view! that super- 
added spasm is the main difference between these cases 
and the more bland examples of venous thrombosis. A 
truly inflammatory and apparently distinctive tropical 
phlebitis has been described by Gelfand and others,? * ¢ 
but true phlebitis of the deep veins is not often seen 


-in this country. Apart from organic changes in the 


vessel walls, Professor K. J. Franklin mentioned in the 
same discussion the possible aetiological importance of 
venous spasm, functional changes in the -endothelium, 
and the influence of vasotropic factors, but on all these 
points further research is required. Professor Franklin’s 
contention is certainly correct that only a specialist cap 
now speak with any authority on possible blood changes 
in this condition. Quick” and others have added 
new concepts to the theory of blood clotting, but these 
Wave not as yet increased our understanding of throm- 
bosis. From time to time hopes have been entertained 
that a useful diagnostic test might emerge from this 
work, but so far this has not happened. Lastly there 
is the blood flow itself. Stasis is certainly not the most 
important factor in causing thrombosis, but there is 
little doubt of the part it plays in determining the 
sites at which thrombosis cola occurs. Some still 
paca tan P. EC, and Charters, A D., Lancet, ise, ca 
ereis P siol , 1949, 188, 387. 
and Stefanini, M., J din M 1949, 34, 1 


J B., and Beattie, E J, Surg Gynec Obstet , "1946, a 485. 
t Loading artie lein Britlhh Medical Journal. 1948, 2, 1 1026 








te Bvans, ] and Boller, R J., New Eng! J Med, 1947, 236, 392. 
21 Wn H BLO Osborn, S B, and Edmonds, D G , Lancet, 1951, 1, 22 
18 Mi R. S., Ann. R. Coll. Surg. Engl , 1950; 6, 283. ~ 


- in the vein walls are uncommon, and this is so even | 


-290 Fes. 10, 1951 


question the value of early post-operative ambulation in 
preyenting thrombosis,’ but there is increasing evidence 


of its usefulness,’ 1° and Payling Wrights work has ° 
shown the beneficial effects of ambulation on the 


venous return from the legs.? 

Considering the abundant material available, it is 
remarkable how little is known about the changes 
which occur in ageing thrombi, or about the effects of 
anticoagulant drugs on their mode of disintegration 
and final disposal. What are the minimum and opti- 
mum periods of anticoagulant therapy? How long 
should the patient remain in bed? How soon does a 
“waving” thrombus become safe, how soon is it dis- 
posed of, and how much should this influence our views 
on active movements and ambulation? These‘are but 
a few of the questions which need answering. -One of 
Professor A. M. Boyd’s main contributions has been 
a detailed study of the late effects of thrombosis, and 
to some it will be disappointing that he should confess 
to finding little use for the anticoagulant drugs. The 
fact that few cases of thrombosis are characterized by 
vasospasm makes it difficult to justify the routine use 
of paravertebral block : technically the procedure is not 
easy, and it can be an unpleasant experience for the 
patient, though this is not to deny its very real value in 
cases of painful white leg with well-marked vasospasm. 
If it is true, as Professor Boyd declared, that few cases 
are treated before ‘the third or fourth day of the dis- 
ease, this is indeed’ a sad reflection on standards of 
diagnosis, though without doubt there are many hos- 
pitals where careful organization and training have 
improved diagnosis and thereby treatment. There is 
certainly a need for a clearer appreciation of the aims 
of treatment. The main preoccupation must be the pro- 
tection of the legs from the serious sequelae of throm- 
bosis. The prevention of embolism is highly desirable, 
but it is not such a dangerous hazard as some have sug- 
gested ; and Murley has shown? that cases of pulmonary 
embolism will still occur even with the most careful 
regime. Even so, this does not justify the widespread 
use of vein ligation recommended by the Boston school. 


NO POLICY: FOR CHARITY -^ 


Ina hurried half-hour’s debate on May 28, 1946 (when 
an amendment to Clause 7 of the National Health Ser- 
vice Bill was being debated), the House of Commons 
voted away by 27 to 14 a man’s right to retain some 
control over his covenanted cherity. When he signs 
a, seven-year covenant to pay money to a charitable 
organization he agrees to give to a specific body which 
has a specific purpose, and this body cannot’ legally, 
-use his money for some other end—for instance, as 
a donation to another charity—without obtaining his 


permission, and the charity commissioners or a High: 


“Court Judge or Parliament itself must authorize the 
change. But in the case of gifts to hospitals, by a few 
words tucked away in a vast Act, Parliament has indeed 
altered certain covenants. The money paid annually 
by deed of covenant signed with some voluntary hospi- 
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tal in the bad old days ‘now passes not to that hospital 
but to the central Hospital Endowments Fund of the 
Ministry of Health ; and the Minister has recently found 
it necessary to send out a letter (see p. 308) reminding 
those who signed these covenants that they are still 
legally bound to‘pay up. Not unnaturally this has 
caused resentment‘ it has the appearance of an extra 


,tax imposed selectively on those who give alms, a mean 


trick by the Treasury to make the better-off private 
individual pay for the National Health Service. 

The Hospital Endowments ‘Fund, however, is a kind 
of packet money, as Mr. Bevan described-it,2 shared 
out by all hospitals, whether formerly voluntary or not, 
on the basis of number of beds and the requirements of 
their district. It is used to supplement normal State 
support by the provision of various luxuries such as 
prizes for nurses? and other special local satisfactions 
for which expenditure has not been officially authorized 
by the Minister. The Fund was invented as an admini- ` 


.Stratively convenient way of handling in one office all _ 


the many charitable endowments of the.country’s hospi- 
tals, and then spreading the resultant pocket money so 
that even those who had hitherto had none could now 
get a share. Mr. Bevan apparently had no belief in 
charity, and it is clear from the record of the debate! 
that he regarded its continuation as of no’ importance 
and expected it to die when the Health Service got. 
under way. a 

However, the charitable individual-still seems to have 
a function. He can still make gifts or bequests to 
specific hospitals inside the Service, and last year the 
King Edward’s Hospital Fund thought fit to give these 
hospitals nearly £20,000. In the light of all this the 
Minister’s letter is particularly ill-advised, a tax- 
collector’s demand instead of a friendly request. At 
the very least it might have enclosed some report show- 
ing on what the money had been spent—as any private 
charitable organization would have had enough imagi- 
nation to do—so that people might know that, though 
their gift was not going to the intended recipient, it ~ 
was at least being charitably spent. Indeed, the Ministry 
ought to issue a detailed public statement to reassure. 
us that the money is going to charitable projects. 

As so often in recent years, the trouble is at bottom due, 
to official insensitiveness to real life and behaviour. A 
man may grumble if his gift to help a friend is used to 
relieve the distress of another person he has never met, 
but he consoles himself with the thought that, though the 
personal feeling is lost, at least he has helped somebody. 
What he will not stand’for, and rightly, is the swallow- 
ing up of his gift by a machine, the loss of both personal 
contact and the satisfaction of having helped. The 
sooner the Minister and his officers learn these elemen- 
tary psychological facts the better. They should make 
it publicly clear that the: individual can still contribute 
to hospital welfare in a number of ways, and that this 
aid is welcome. And, having blundered badly, they 
should apologize by offering to release anyone who so 
desires from the remainder of his covenant. 


1 May 23 1946. Hansard, p 271. 
- 8 Bnitith Medical Journal, 1950, 2, 406. 
3 Jbid., 1951, 1, 201. 
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Obesity presents social as well as physical ‘dangers. 
For the first of these we are consulted largely by 
women. Anxious mothers bring their ‘young daughters 


bulging with puppy fat derived from a free flow of' 


buns, sweets, and other carbohydrate foods. Puberty 
is perhaps delayed and the parents have no doubt that 
it is “a question of glands.” Treatment is demanded 
but seldom necessary. As the endocrine glands adjust 
themselves to the change from girlhood to woman- 
hood. so one finds the previous rotundity giving place 
to the elegant figure of complete femininity. The direct 
influence of hormones on the loss of fat is probably 
negligible; it is the indirect effect which is mpor- 
tant, in that the girl’s interests change direction and her 
_ desire to be attractive leads automatically to wise eating. 

If corpulence persists into late adolescence the prob- 

lem is more serious. By this time we have a young 
woman who recognizes that she is different from the 
others, that for her the parties and dances she attends 
will but emphasize her unattractrveness and produce 
profound depression only thinly veiled by the forced 
gaiety of the rotund. 

The married woman who has “run to fat” after 
several pregnancies is assailed with fears that she will 
« lose her attractiveness and thus her husband. 

It is not often that men complain of fatness on social 
grounds, partly because fat young men are rare com- 
pared with women and partly because, once married, 
their wives practise the age-old tradition of furthering 
their corpulence by overfeeding. A “comfortably” 
obese male is alleged to be easier to live with and 
less likely to stray from the path of virtue. 

The physical drawbacks of obesity increase in impor- 
tance with age. That the expectation of life is shortened 
by corpulence is reflected in all insurance companies’ 
figures. It is not so much a question of being over 
weight for a given height as of the abnormal distribu- 
tion of excess weight. The belly measurement catches 
up the chest circumference, then passes it, and within 
a year or two that ominous bulge which hides the 


feet from the victim’s eyes presents a signal which, 


if disregarded may spell disaster. The increased 
tisks to the obese of post-operative embolism and pul- 
monary collapse, of diabetes, hypertension, osteoarthritis, 
bronchitis, and various skin diseases, are well known 
and need no elaboration. The strain on an ageing heart 
even if unaffected by disease must be considerable. If 
a patient be resistant to a suggestion of dietetic restric- 
tion it is‘not a bad plan to ask him how he would feel 
if he carried with him all day a suitcase weighing 56 Ib. 
(25.4 kg.) A parallel to this and the strain imposed 
on his heart can be drawn. This may not be quite 
fair, but the end justifies the means. 


Glands or Gluttony ? 


The decision whether obesity is due to an endocrine 
disturbance or to overeating is not in fact as impor- 
‘tant as it seems at first sight. With the exception of 


myxoedema all forms of obesity have to be treated by 


restriction of food and sometimes of salt and fluid ` 


intake. Glandular preparations administered by mouth 
or parenterally have, with the exception of thyroid, no 
effect on body weight. This the influence of castration 
in either sex, and of adrenal, pituitary, or hypothalamic 
disease, is not mitigated by extracts of these organs at 
present available. It is not implied that diagnosis is 
not important, but merely that in relation to obesity 
it helps us no further. 

“Myxoedema is not necessarily associated with gain 
in weight; in fact many myxoedematous subjects lose 
weight, probably because of poor appetite. It is cer- 
tainly rare for obesity to be a presenting symptom. 
The hypothyroid woman complains rather of extreme 
lassitude, depression, irritability, loss of memory, and 
intolerable coldness. In any case the treatment is 
simple, though not devoid: of dangers in the early 
stages. The more chronic the disease and the older 
the patient, the more important it is to give small doses 
of thyroid to start with. I have seen heart failure 
precipitated by the administration of 1 gr. (65 mg.) 
of thyroid a day for five days to a myxoedematous 
woman of 60. Withdrawal of the drug was for- 
tunately followed by recovery from a critical state. 
Subsequently i-gr (16-mg.) doses daily for a week, 
followed by twice this amount for three weeks, led to 
a steady recession of her hypothyroid signs. -It was 
then possible to give 1 gr. twice a day with safety, and 
full recovery ensued. 

Rarities seldom come singly. In the last year I 
have seen two examples of Rathke’s pouch tumours 
involving the hypothalamus. In each case the leading 
symptom was obesity. Both were middle-aged patients 
“and had been fat from childhood. They had large 
appetites, in one amounting to gluttony. In one 
headaches and restriction of the visual fields, in the 
other unsteadiness of gait, led eventually to the correct 
diagnosis. Both died in spite, of surgery. These 
examples are intended as‘a warning that if persistent 
and increasing obesity should be ‘associated with head- 
ache or change of behaviour: every effort should be 
made to exclude a neurological cause, even though the 
patient may have been fat for years and possessed of 
a voracious appetite. 


’ 


a 


Common Causes of Obesity 


In general it is safe to assert-that if-fat is increasing 
the body is receiving more food than it needs. Frank 
gluttony is not common nowadays, and as in any case 
the glutton will refuse our advice it would be pointless 
to waste time on him. Far and away the commonest 
age for obesity is from 40 years on. 

What are the factors which lead to a disturbance of 
equilibrium. between intake and output? They are: 


(1) Repeated childbirth, no doubt at times responsible _ 


for some resetting at a higher level of the central mecha- 
nism for .mamtenance of weight. Often the con- 
rnexion is simply that’ the woman is more and more 
tied to the house by her children. ~ She devotes herself 


. 
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to feeding them, and is only too apt to join them at - able to any patient who is ambulant and subjected to 


. their large carbohydrate “teas” and ‘then to keep her gastronomic temptation. 
husband company at dinner. (2) Increasing security and All thesé patients need a much stricter diet than that 
more money to spend on large meals. -(3) For the same given above. Fat must be drastically reduced because 
reason, adding many calories to the daily food intake ~ of its high calorie value and because large stores are 
by consuming strong alcoholic drinks. (4) Increasing present in the patient’s body. Carbohydrate is moder- 
distaste for exercise. (5) Business luncheons, often vast ately reduced, though its exclusion is tolerable for a 


_ and alcoholic. S few days. Protein is the least affected, because the‘ 


- This middle-aged obesity is quite simple to control. - specific dynamic action of protein increases body 
` ‘The following diet will restore the body to normal metabolism. All this was quite simple in the days 
proportions: - when food was plentiful, but the great shortage of 


Breakfast —Two cups of tea or coffee. One slice of toast protein foods makes scientific dieting very difficult. ` If 


or bread, not more than 1 oz. (28 g.) in weight. ` Butter the patient keeps chickens the protein is easy to get. 
thinly spread. Boiled ‘or poached egg~or fish (boiled “or A-pound (0.45 kg.) a day will be lost on the Touowing 
-steamed) or tongue. ‘No sausages. Fresh fruit ee diet: 

banana. 

Luncheon.—Clear meat soup if desired. Any green vege- 
tables, celery, salsify, asparagus ad lib. No root vegetables, 
rice, or macaroni. Fish of lean meat, including fowl, ad lib. 
(no bread crumbs or bread sauce), Fresh fruit, except tables as below. Fruit Juice, 3 

`- banana. Half an ounce (14 g.) of cheese.” Bread and butter - _Dinner—Meat soups.’ Lean meat or fish, 4 oz. (113 g.), 


Breakfast. -—One egg and 1 oz. (28 gy of bread or toast. 
Fruit juite. 


` l as for-breakfast.— Water or soda water. . and vegetables as below, Fruit juice. 
i Tea.—Two cups of tea, No food. . Food may not be fried. Water as much as needed (unless 
Dinner:—As for luncheon. a i water retention is suspected). 


m i - asparagus, 
Saccharin may þe used for sweetening. Milk may be iken Vegetables: Lettuce, cucumber, spinach, ie 


i 3 t “ watercress, 
in tea, but not more than half a pint (284 ml.) daily. One endive, celery, mushrooms, tomatoes, sprouts, er . 


- cocktail or one- sherry and one glass of wine daily. are cauliflower, cabbage. $ 


‘Once a week the patient may have-one meal of any food 
permitted. Food must- not be cooked in fat or oil. 
Worcester sauce, pepper, mustard, and vinegar are allowed. Þe likes. This is encouraging and does no harm, because. 
Salt to be used i in cooking only. _ his capacity for large meals falls rapidly. 
x N Vitamins A and D should be supplied as liq. vitamin Act 


` ; D conc. (B.P.) 5‘min. (0.3 ml.) daily. 
a A Therapeutic Obesity - 


Overeating prescribéd as a-form of treatment often ‘weight will have been lost to allow the patient to pasa 
causes annoyance by-virtue of ensuing obesity. I refer to the following’ diet: 


to: the frequent meals- advised to most sufferers from’ 
duodenal ulcer. The patients who keep to their instruc- Breat r en ru pin fsh. TRES E ee 


* 2 oz. (57 
tions and drifk milk between meals and at bedtime - Hee pac oe meat, fish, or fowl, 3 oz. (85 g). Green 
are horrified by a protuberant though ‘now painless vegétables. Fresh fruit. 
abdomen. The abandonment of tobacco smoking as a Tea—Tea. . E 
therapeutic measure or from caprice is well known to. 

RE green j] 

cause obesity because ‘of the great increase of appetite. Sp. x t, fsh, oF Tow, 3 om p uice vegetab ne 
- The peptic ulcer- patient can be helped by substituting > P P B 


y 


for milk a protective emulsion with no food value, In addition one ands half glasses of skim-mük “daily r 


calcium content). 7 
such as: , - : - Vitamins as before. ~ 
Bism. carb. ; i . pr. 40 Q6 g) ie ee r x z TE A 
Mag. trisil Toa. ou. pr. 20 (13 g) When the desired weight is attained the diet should 
ae Modi, ae sone AS, TE be slowly increased by adding butter, bread, and other ` 
inct. aurant. |., ETS e min, m: 7 
Aa E a ad. 4 oz (142 tat) vegetables. With a little care it is surprisingly easy to 


avoid a return to obesity. 
This dose to be ‘keri in aes af milk or -olive oil. 


The antacid effect is negligible, but so is that of milk. ; irel itti ed: They 
The bismuth forms a protective pellicle and can be: in appearance Out rarely show piling dedeme, -Tiry 
-seen on the surface of-an ulcer long after the stomach increased output if kept in bed. More specific water- 
has emp tied, itself. - balance tests will show a greatly delayed output of a 

š . ee measured volume of fluid. If these patients do not lose 
‘Familial or Genetic Obesity weight on the above diets or if the loss is inadequate, 


Under this heading we have most ‘of the really difa- S#lt should be forbidden and fluid intake limited to- 


cult cases in which overeating does not seem to play 14 Pints (850 ml.) daily. Inj. mersalyl. (B.P.), 1 ml, 

`. a part—the hugely fat atic afflicted by AEE ' should be given intramuscularly twice weekly. The 

weight, often from early childiiood..Here also we meet Tesult of the above measures should be a copious 

localized fatness—vast buttocks and lower extremities diuresis and fall of weight. The treatment can be 

‘upholding’ a normal torso. Again in this class we tolerated for two to three weeks. Thereafter salt may 
meet corpulent patients whose body-weight is in part be used in cooking but not otherwise. 
maintained by excessive retention of fluid. ` 4 T ates 

In all these cases it is wise to undertake treatment - Starvat on: sreaumen BE 

only if the patient is prepared to go-to bed, preferably Clearly the quickest way to ensure loss of weight is 

in hospital. The dietetic measures have to be severe,’ to. deprive the patient of all food and allow water 


the ‘fluid restriction being irksome and often intoler- only. As a preliminary step, when dealing with the 


` 


Luncheon.—One egg or 1 oz. of comed beef and vege- 


After three to four weeks on this drastic ‘diet enough | 


. Patients who retain water and salt are often pasty- 


pass but little urine when up and about, but notice 


x 
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more obstinate forms of obesity, this is justifiable for ` 


a few days and is suitable for young adults- Although 
after the first three days the craving for food ‘rapidly 


diminishes, mental depression is profound. Few patients - 


will tolerate such treatment for more than a week, and 
indeed prolongation of starvation beyond this ~point is 
inadvisable. 


Less obvious starvation may be followed, tbough with 


reluctance, for two to three weeks. By this I mean a 
diet of fruit juices and lettuce only. It has a vogue 
among the wealthier classes, who seem to enjoy paying 
enormous fees for incarceration in clinics in order to 
be weaned from the delights of the table. 


: ; Exercise 

There is no more disappointing scheme for the reduc- 
tion of fat than that which depends on vigorous exer- 
cise. The fact is that a great amount of muscular work 
is needed to produce appreciable weight loss. An obese 
patient is seldom capable of carrying this out. In any 
case the appetite is increased and the essential food 
cestriction is thus made more irksome. 

The .main value of exercises is to tone up muscles 
rendered flabby from sedentary habits and fatty overlay. 
They play a great part in restoring abdominal girth to 
normal proportions and, if persisted with, certainly 
help to prevent recurrence of belly fat when the strict 
regimen ig at an end. No exercises are of value 
unless they can be practised often and inconspicuously 
throughout the day. Space will got allow a full 
description of these, but I refer to many of those out- 
lined in Hornibrook’s well-known book Culture of the 
Abdomen. They are incidentally an excellent corrective 
of constipation. ; 

The use of thyroid for myxoedema has already been 
discussed. In other obese states its administration may 
cause some loss of weight owing to a diuretic action 

~ and to slight elevatidn of the-metabolic rate. In general 
the drug is disappointing, and unpleasant tachycardia 
may be induced by its use. 

Dexamphetamine sulphate has a pronounced action 
in causing loss of weight. Its main effect is to reduce 
or abolish appetite. A dose of 5 mg. should be taken 
balf an hour before breakfast and luncheon, and at 
4p.m. It should net be taken later, as it is apt to cause 
insomnia, The loss of weight is not entirely due to 
effect on appetite, because it is seeh on a fixed calorie 
‘intake. The anti-obesity effect gradually wears off and 
will be negligible at the end of three months. It is not 
suitable for elderly people or for those with cardio- 
vascular or cerebral diseases. 2 








How many students are there in Britain, and what are they 
studying ? A recent publication of the University Grants 
Committee, for the academic year 1948-9, shows a total of 
83,690 full-time students: this figure includes 2,589 from 
foreign countries and‘a further 3.335 from the British 
Commonwealth! 
faculties as follows: medicine 16.8%, dentistry 3.1%, pure 
science '19.2%, technology 13%, arts 44.4%. Full-time 
teaching staff totalled 7,390. `The total expenditure for the 
year was £18,022,094, the income being nearly 60% by 
Parliamentary grant, 20% from fees, 5% from loca] authority 


grants, 6.7% by endowments, and 1.9% from donations and - - 


subscriptions. It is interesting to compare the size of the 

Parliamentary grant if 1932-3 (£1,680.000) with that for the 

current year, 1950-1, which is £23,284,150, to appreciate the 
growth of university education and facilities, E 


They are ‘distributed among `the various - 





“SMALLPOX 
On January 26 Professor A. W. Downie delivered a special 


University of London lecture at the London School of 


Hygiene and Tropical Medicine on “ Infection and Immunity . 
in Smallpox,” a subject which the Brighton epidemic makes 
very topical. Soe ~- 

In considering the pathogenesis of the disease it was not 
possible to speak dogmatically about many stages in its 
development. The disease was too severe to permit experi- 
ments’ with human volunteers, and, although recently 
Dr. Fenner had accumulated much exact information about 
mousepox, this laboratory model could at best only pro- 
vide analogies. Therefore in discussing smallpox one must 
still be content to speak of probabilities, 

Path of Infection i 

In man infection normally occurred through the respira- 
tory tract, but whether or not there was a primary lesion 
was unknown. In mousepox the infection occurred through 
the skin and the primary -lesion was visible. Manifest . 
variola lesions in the upper respiratory tract and in the 
mouth were quite commonly seen in man during the stage 
of efflorescence, so that the failure to observe a primary 
lesion suggested that it was either very‘inconspicuous or 
situated in an inaccessible part of the réspiratory tract, 
After infection there was an incubation period of 11-14 
days before there were.any signs of illness. If generalized 
disease occurred after variolation (inoculation with variola 
virus) the incubation period was often two to three days 
shorter than this, and the same was seen in infants infected, 
congenitally. 

What became of the virus during the incubation period 
was a matter for conjecture. From analogy with mouse- 
pox the virus probably found its way very rapidly to the 
local lymph nodes, where it multiplied: indeed, in variola 
the local lymph nodes might well be the primary focus, 


* the mucous membrane of the respiratory tract merely allow- _ 


ing entry to the virus but not its multiplication. After 
multiplication in the regional lymph nodes there was prob- 
ably a mild viraemia, with spread of the virus throughout 
the body. The virus was quickly removed from the blood . 
stream by phagocytic cells and continued to multiply mainly 
in the liver, spleen, and bone marrow. Although the evi- 


_ dence was not conclusive, Professor Downie suggested that 


the lungs might also be a site of multiplication at this stage. 

The incubation period terminated with a second viraemia, 
much more massive than the first. “(In instances of con- 
genita] infection the baby became infected at the time of 
the mother’s massive secondary viraemia) At this point 
the clinical illness might be said to begin, though the skin 
rash did not appear for another one or two days. During 


the whole of the incubation period and up to the time of 


the appearance of the rash, there was good evidence that 
the patient’ was not infective. Where contacts had been 
allowed freedom of movement no secondary cases had 
resulted from such contacts incubating the disease. If 
smallpox were, like influenza, highly infectious from the, 
onset of illness control of outbreaks by “our present policy’ 
of isolation of cases and vaccination of contacts would be 
very difficult. 


The Immune Response 
After the appearance, of the skin rash: the course of the 


-disease was dominated by the immunity response and the 


development of antibodies. These could be measured in 
three ways: by a neutralization: technique using the method _ 
of inoculation on the chorio-allantoic membrane of chick 
embryos, by a haemagglutinin-inhibition test, and by the 
less sensitive complement-fixation ' technique. 

After vaccination antibodies ,could first be demonstrated 
in 10-12 days, and they reached their peak in.20 days. 
Thereafter their demonstration depended upon which test 
was used for their detection. By the neutralization test, anti- 


, bodies might be detectable for 40 years or more, though 
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individual differences occurred. Such differences might in 


_ part account for the Occurrence of variola in patients. 
previously successfully vaccinated. -By the haemagglutinin-. 
inhibition test, antibodies after vaccination could also be 
demonstrated up to one to two years, though their titre 

“usually declined. In contrast complement-fixing antibodies 


fell very rapidly; the-test being usually negative a year after . 


vaccination: . 
In variola, antibody could usually be detected 4-5 days 
after the start of the clinical illness. Although antibodies 
probably began to appear a day or two before they were 
measurable, it seemed certain that the antibody rise which 
followed infection’ occurred Jater than the rise following 
vaccination, and this was why vaccination‘ during the first 
few days of the incubation period was able in many cases 
to abort™an attack of variola: if there were sufficient 
circulating antibodies at the time of the secondary viraemia 
no skin rash would appear. Once the rash had developed, 
. the subsequent rise of antibody did not affect the course 
of the skin lesions, ‘because these were the result of injury 
to’ cells before the antibodies had had time to-quell the 
infection. In those patients who would recover; the viraemia 
was usually difficult to demonstrate and then only on the 
first day of the clinical illness, for it was quickly suppressed. 
by the vigorous immune response. Conversely, those patients 
who. had low antibody titres during the first week were often 
those who clinically were toxaemic. -It was only in those 


patients who failed to have a satisfactory antibody response - 


` 


that the viraemia persisted and death ensued: 
As after vaccination, complement-fixing antibodies com- 
monly disappeared within a year of recovery from infection, 


‘but haemagglutinin-inhibiting antibodies and neutralizing _ 


antibodies persisted for long periods. f 


To many in the audience these facts about the ‘immune ` 
response ‘to the variola and -vaccinia viruses must have ` 


proved the most interesting part of a fascinating lecture, 
and it ‘is fitting. that this should have been’so, since Pro- 
. fessor Downie has himself contributed“ so much to our 
“knowledge of these aspects of the disease.” ` - .:. 
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MEDICAL FOUNDATION OF EPSOM 
5 COLLEGE 


The Royal Medical Foundation of Epsom College appeals to 
all members of the medical profession who do not already 
-do so to subscribe to the Foundation, the object of Which is 
to help the families of less fortunate colleagues. The 
Foundation in 1950 has provided nearly £20,000, as follows: 

g a yo PAA . £ 
50 ordinary pensions to medical men or their widows 1,500 

47 Foundation scholarships for boys (educated, clothed, ` 
and maintained entirely free of cost) .. «» 10,790 


15 scholarships for girls .. ue x `429 
Education of 25 boys at reduced fces`.. 1,472 
140 pensions and annuities of varying amounts 3,020 
Grants towards education of 64 boys and girls 2,326 


Grants to medical men, widows, and spinsters me 


In order to maintain this assistance the Foundation has to 
rely upon the generosity of subscribers and donors for over 
£16,500 a year. Without sufficient help from them the exist- 
ing benefactions would have to be curtailed, The Sherman 
Bigg Fund enables the Foundation to make. educational 
grants for those who cannot obtain scholarships. Donations 


to augment the income of this Fund will be most welcome. . 


_ Subscriptions and donations for whatever aspect of the work. 


may be sent to the secretary, Epsom College, Surrey. . - 
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“The LCI. film catalogue gives details of all the films of . 


medical, agricultural, and general interest available on loan 
without charge from the I.C.L Film Library, Bolton House, 
Curzon Street, London, W.1, which will also supply -free , 
-_ copies of the catalogue on request. = s 
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“THROMBOPHLEBITIS -_ 
On January 23 the Section of Medicine of the Royal Societ, 


of Medicine discussed “ Thrombophlebitis.” Dr. C. E. 
Lakin, president of the Section, was in the chair, 


‘Professor W. MeLviLLe Arnorr (Birmingham) opened ` 


the discussion by saying that it was his task to indicate the 
major problems, to summarize the relevant knowledge, 


~ and to outline the gaps in such knowledge. Thrombo-. 


phlebitis was characteristically a complication of injury, 
using that term in its widest sense. But, then, what was 
the exact relationship between thrombophlebitis and such 
predisposing conditions as myocardial infarction or a 
gastrectomy operation ? Professor Arnott reviewed the role 
of local trauma, thrombocytosis, endothelial changes, and 
disturbances of the venous circulation, ag well as the effects 
of malignant disease, age, obesity, and venous’ varicosities 
in the aetiology of the condition. While many surgeons 
were fully_alive to the early diagnostic features, he -feared 


that physicians seldom made a routine search for evidence, 
. of thrombosis. He stressed the importance of training house- ~ 


physicians to examine ‘the legs of medical patients,.for 30 


“often chest complications were due to pulmonary embolism ^ 


He also underlined the dangers of deep-breathing exercises 
in patients who had symptoms suggestive of embolism 
N 2 E 


: : Anticoagulant Therapy i ' 
In assessing the results’ of treatment Professor Arnoti 
said that many of the published figures were worthics: 


owing -to -neglect of the most elementary statistical prin-~ 


ciples. ‘Not being the possessor of an‘ adequate personal 
series, he intended- to base his views on the reports of 
- those who seemed to have some appreciation of the scientific 
method. He then referred to the conclusions drawn by 
Cosgriff* from a collected series treated both-with and with- 


ia 


out anticoagulants. .Cases given so-called conservative treat- ~ 


-ment (i:e, neither anticoagulant treatment nor vein ligation) 
could safely be regarded as a “no treatment” control series 


tory facilities were available. 
He then discussed some of the problems of heparin 
therapy: he mentionéd the control of dosage, the use of 


- The vastly superior results attained with anticoagulant drugs . 
“left little doubt about their efficacy, and he roundly con: - 
demned the withholding of such ‘treatment if reliable labora- 


“retard” preparations, and the-time*for which treatment ` 


= should be continued. He’ believed that treatment should 


usually be given:for at least two weeks. One of the chief 
problems affecting treatment with dicoumarol drugs was the 


setting up of a reliable laboratory service. On the-one . 


-hand there was the danger of overdosage, on the other the 
risk that the clinician would be lulled into a sense of false 
security by the low prothrombin levels, It was his impres- 


sion that much of the opposition to anticoagulant therapy - 
‘ was due to a failure. to realize that its successful use. 
demanded clinical and laboratory care comparable’ to that 


~ required in a severe case of diabetes. - 
Professor Arnott concluded by saying that there was no 

_incontestable proof that early movements and ambulation 

significantly lowered the incidence of thrombosis. 


4 


Physiological Background 


logist interested in the venous system, he had been invited to 
provide the necessary background for the clinical study of 


the disorder. His earlier interest and recent discussion with ` ` 


Professor K. J. FRANKLIN (London) said that, as.a physio- 


several colleagues had made him feel exactly the opposite ` 


` "Amer. J. Med., 1941, 3, 740, 753. 


' - : ý 


ul 


Fes. 10, 1951 


REPORTS OF SOCIETIES 


Re cr 295 





of someone who, having attended a philosophical lecture -thought that the popliteal vein was in a vulnerable position 


at Oxford, made the comment, “ Nothing emerges, but the 
concept -strengthens.” 

Despite the title of the discussion Professor Franklin 
felt that it would embrace phlebothrombosis as well as 
thrombophlebitis, and he showed how difficult it was to 
separate these two entities. No part of the circulation 
should be considered in isolation from the rest, but he would 
confine himself mainly to conditions in the lower lmbs, 
since from the clinical point of view this was the most 
important site of thrombosis. In haemorrhage and shock 
the skin and non-essential Skeletal musculature were the 
first to suffer in the redistribution of blood, and the lower 
limbs when they were inactive suffered most of all. Here 
then was a local factor of some importance. After describ- 
ing various degenerative changes in the valves and walls 
of the veins,- Professor Franklin then referred to the possible 
production of “ vaso-excitor material ” (V-E.M.) and “ vaso- 
depressor material” (V.D.M.) in the anoxic renal cortex 
and liver, respectively, as a result of impaired circulation. 
Any vasotropic factors of this kind would further depress 
the tissue circulation in the inactive lower limbs. Added 
to this was the possibility of deep venous spasm. Payling 
Wright’s studies had shown that, although there was post- 
operative slowing of the venous return from the legs 
of those confined to bed, this did not happen in ambu- 
lant patients. Some local change must be responsible for 
the local predilection to thrombosis, and, even if primary 
histological changes were not evident, there was a possibility 
of functional changes in the wall of the vein. Slowing of 


* the venous flow increased the opportunity for thrombogenic 


factors to take effect, and the rationale of such therapeutic 
factors as exercise, paravertebral block, and even in part 
of heparin might lie in their antispasmodic effect. 

In discussing the role of the platelets Professor Franklin 
differentiated between the true thrombus and the clot which 
was formed in phlebothrombosis, and he then sum- 
marized some current views on the coagulation of the 
blood. He referred to the thermostable and thermolabile 
components of the prothrombin complex and said that the 
former (compound A) could exist in active and inactive 
forms. Dicoumarol and avitaminosis K reduced the amount 
of the thermostable fraction only. The platelets were not 
the source of thromboplastin but they liberated an enzyme 
which activated the thromboplastinogen in the plasma. 
However, this more complex conception of blood coagula- 
tion had not as yet contributed to their understanding of the 
aetiology of thrombophlebitis. He concluded by saying that 
the localizing influences in thrombosis should be sought in 
the vein wall or the tissues drained by the vein. Various 
precautionary “measures suggested themselves to a physio~ 
logist: first, the avoidance of anoxaemia and tissue 
anoxia ; secondly, the avoidance of factors (including psycho- 
logical ones) causing overactivity of the sympathetic nervous 
system ; and thirdly, the use of any measures which would 


exercise the leg vessels. 


Ilio-femoral Thrombosis and Deep Phlebitis of the Calf 


Professor A. M. Boyp (Manchester) said that he and his 
colleagues had investigated the late effects of thrombophlebitis 
in 262 patients. He believed that they could be divided into 
two main groups, depending on whether the thrombosis 
started distal or proximal to the valve in the popliteal vein 
which was situated immediately below the entrance of the 
small saphenous vein. Those starting above this valve he 


egarded as examples of ilio-femoral thrombosis, and those 


below it were examples of deep phlebitis of the calf. He 
believed that the classical-ilio-femora! thrombosis extended 
from the adductor opening to the point where the internal 
iliac artery crossed and tended ‘to obstruct the external 
iliac vein. More often, however, the thrombotic process 
stopped just below the junction of the deep and superficial 
femoral veins, and rarely it extended up into the vena cava. 
Deep phlebitis of the calf usually originated in the muscular 
tributaries from the gastrocnemius and soleus muscles. He 


at the upper border of the femoral condyles where it was 
attached to the oblique ligament of the knee-joint and could 
be damaged by flexion and extension strains. 

Professor Boyd went on to say that ilio-femoral throm- 
bosis was usually seen in puerperal women of over 30 
who commonly had varicose veins. The non-puerperal cases 
were post-operative, post-pneumonic, traumatic, or spontane- 
ous in origin, the last-named often suggesting some occult 
malignant.disease. He divided his cases into acute, subacute, 
and chronic types. Ilio-femora] thrombosis was usually 
acute, wheréas deep phlebitis of the calf was most often 
subacute or chronic. The pain in acute cases was variable 
and depended on the degree of arterial and venous spasm. 
He then detailed the clinical features of the two main 
groups of cases and said that pain was a striking feature 
of the ilio-femoral group. When severe pain occurred in 
calf-vein thrombosis it was probably due to involvement 
of tributaries around the posterior tibial nerve. Subacute 
phlebitis of the calf was usually due to injury; chronic 
phlebitis was usually a sequel to the acute phase, but 
occasionally it was a primary condition in the calf. g 
`~ Turning to the question of management, he said that 
neglected deep thrombophlebitis led to varying degrees of 
disability. The patient with a previously normal circulation 
might suffer little, but in what he termed the “ erythro- 
cyanoid ” patient the blood- vessels were hypoplastic and 
there were likely to be more’ serious effects from a throm- 
bosis. He believed that even in the most enlightened circles 
it was unusual for. cases of acute thrombophlebitis to be 
treated before the third or fourth day. The condition was 
an acute emergency, and he recommended immediate para- 
vertebral block with 20 ml. of 1% procaine and elevation 
of the lower limbs. The patient should get up on the fourth 
day or as soon as the pulse and temperature had settled. 
All cases should be provided with effective compression 
bandages or elastic stockings. 

In cases of chronic thrombophlebitis (i.e. venous 
insufficiency due to old thrombosis) it was essential to 
investigate the case fully and to decide if the changes 
were reversible or not. It was their practice in Manchester 
to do ascending and descending (retrograde) phlebograms 
as well as to measure the venous pressure during exercise. 
The arterial circulation, too, must be carefully assessed to 
exclude any contributory insufficiency. Efficient support 
of the leg was essential, and he believed that vitamin E 
in large doses might perhaps be of value. Operative treat- 
ment of some sort had been undertaken in 122 of their 262 
cases, and this had included sympathectomy, ligation of the 
superficial femoral vein, or ligation of the popliteal vein. 
While their figures did not permit any final condlusions he 
believed that sympathectomy was the most valuable tof the 
operative measures. 


General Discussion 


After the opening papers the discussion was continued by 
a number of other speakers. Mr. B. N. CatcaroLe (Man- 


_ chester) briefly described the method, of measuring venous 


pressure used in the examination of Professor Boyd's cases, 
and Mr. S. Rose (Manchester) gave an account of their 
phlebographic technique. Dr. S. M. Rrvuin (London) said 
he was surprised that nobody had bothered to mention 
superficial thrombophlebitis. This was a common com- 
plaint and could extend into the deep veins. It was best 
treated by applying .adhesive strapping to the limb. ‘ He 
knew that Professor Boyd had the strongest objections to 
the retrograde injection of varicose veins, but he himself 
did not think the practice harmful. It probably depended 
on how much was injected and the way in which it was 
done: Mr. Sot Couen (Gravesend) said that the discussion 
so far had not given any real guidance on the treatment of 
thrombosis: He would like to suggest what he believed to 
be a rational method. First, early cases with minimal 
signs should be treated by paravertebral block. Secondly, 
those with oedema and more extensive signs should be 
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treated with anticoagulants. Lastly, in-those cases in which 
embolism had already occurred the femoral veins should 
be ued. ` , 

r.' HuGH McLaren (Birmingham) said that Pro- 
fessor Boyd seemed to have been talking of a totally 
different ‘disease from that which he saw in a gynaeco- 
logical unit. He emphasized that the nursing staff must 
be trained to detect the earliest signs and thus enable a 
really early diagnosis to be made. This had been their 
practice and they had been able to treat their cases with 
anticoagulants at the earliest possible stage. Mr. S. Leg 
(London) referred to the work of Ochsner, who had 
suggested that the antithrombin content of the plasma 
could be increased by the administration of vitamin E, 
He himself was trying vitamin E and hoped to be- able 
to publish some ‘results before long. Mr. W. McKim 
McCuLLaGH (London) said he firmly believed that infec- 
tion was a most important cause of thrombosis and 
embolism. In practically all of his cases there had been 


some rise of temperature, which he thought was good evi- . 


dence of sepsis. Professor Boyp, in reply, having dealt 
with several points raised by other speakers, said that he 
did not use the anticoagulants. He thought that’ many so- 
called pulmonary emboli were really examples of pulmonary 
thrombosis. If arterial thrombosis occurred in the limbs 
why should it not also occur in the lungs ? 


OSTEOARTHRITIS OF THE HIP : 


At a meeting of the Section of Surgery of the Manchester 
Medical Society on January 9 Mr. JoHN CHARNLEY opened 
a discussion on “ Osteoarthritis of the Hip.” He said that 
the future’ of the surgical treatment of the osteoarthritic 
hip depended on the possibility of constructing a new hip- 
joint. The fundamental difficulty was that in osteoarthritis 
stability after operation was rarely compatible with mobility, 
and it seemed doubtful whether any detail of technique 
would prove this principle to be false. Many operations 
on the hip-joint necessitated elderly patients being séparated 
from thew homes and confined to hospital from five to 
six months, and even then there might be only trivial 
improvement. Surgery had nothing to offer the mild case 
of osteoarthntis of the hip. 

Elderly patients could not tolerate an arthrodèsis because 
they were less agile than young patients; but an arthrodesis 


carried out in the first half of life was easily accommodated | 


by the lumbar spine and would last 30 years of full activity. 
On the other hand an arthroplasty performed in the first 
half of life would probably not last more than 10 years, 
and it rarely increased the range of movement. 


A New Operation 


Intertrochanteric osteotomy as developed by -McMurray 
had the advantage that as the hip still preserved a small 
range of movement the lumbar spine in elderly patients 
was’ not exposed to the same strain as after arthrodesis. 
But owing to the prolonged wearing of a long hip spica, 
“and the resulting stiff knee, the patient usually did not 
fee] benefit from the operation for about 12 months ; indeed, 
at six months the patient might be very considerably more 
disabled than before his operation. 

Many workers were trying to combine the benefits of the 
ostęotomy principle with internal fixation, so as to preserve 
the mobility of the knee. Mr. Charnley ‘then described his 
own method of doing this. In his operation the hip was 
converted into a central dislocation by reducing the side of 
the femoral head and boring a hole through the floor of 
the acetabilum; the head then sank into the pelvis until 
the trochanters impinged against the side wall of the pelvis 
and so blocked adduction, As all rotation was immediately 
prevented. only a short hip spica was required, and early 
knee -movement could thus be obtained The plaster could 
be- discarded as early as four weeks after the’ operation, 
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and the patient could then take weight on to the neck of 
the femur. These cases achieved a range of 20 to 30 
degrees of movement in the hips in the flexion—extension 
plane. The) were able to go home six weeks after opera- 
tion, and therafter required no physiotherapy. They felt 
better for the operation within three months and an end- 
result was achieved in six months. 


Surgery or No Surgery 
Mr. D. Lu. GrirFitus said that it was becoming increas- 
ingly apparent that primary degenerative arthritis of the 
hip was not a condition for which surgical treatment could 
often afford lasting relief. The best results of any form 
of surgery were .to be_obtained in unilateral degenerative 


“disease which was secondary to injury or to a congenital 


abnormality. As a broad generalization, the “ good case” 
for any one specific operation was an equally good case 
for an alternative surgical procedure. It was more a deci- 
sion between surgery or no surgery than between arthrodesis 
or arthroplasty. 

Operations upon the nerve supply of the hip had proved 
thoroughly disappointing. There was probably no surgical 
short cut to painlessness in osteoarthritis, Subtrochanteric 
osteotomy, though of great value in correcting deformity, 
gave disappointing results in the long run. Arthrodesis was 
excellent for strictly unilateral disease which would certainly 
remain unilateral, but bony fusion was not easy to obtain 
and the ope..tion was of limited value in elderly people. 

Of reconstructive procedures, excision of the head and 
neck of the femur with or without a plated osteotomy was, 
in the speaker's experience, of very limited value. The best 
results from any operation were those obtained from arthro-, 
plasty of the Smith-Petersen type using a vitallium mould. 
This operation was a complete reconstruction of the hip 
joint. The vitalhum “cup” was not to be looked upon 
simply as an interposition structure, but as a mobile element 
which led to re-formation of articular surfaces on each 
side of t. ` 

The recent introduction by the brothers Judet of an 
operation in which the head of the femur was replaced by 
an acrylic prosthesis was still very much under trial in this 
co'mtry. The immediate results were very promising, and 
if the operation stood the test of time it might become the 
best procedure, if only because of its simplicity and the. 
easy after-treatment. ~- 
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FOETAL ASPHYXIA © 


At a joint meeting of the Sections of Pathology and Medi- 
cine of the Manchester Medical Society, held on January 10, 
Dr. A. R. MACGREGOR read a paper on “The Role of 
Asphyxia in Foeta! and Neonatal Mortality.” Pathological 
changes indicating asphyxia were found more often than 
any other condition at necropsy in cases of foetal and early 
neonatal death, but their importance was not always appre- 
ciated. They had been present in 64 out of 100 consecutive 
stilibirths and in 46 out of 100 consecutive neonatal deaths ; 
and although in a number of these*cases death could be 
ascribed to another cause, such as haemorrhage or pneu- 
monia, ın many of them asphyxia was the primary 
condition. 

It was known that from an early stage of gestation 
the foetus could make respiratory movements. These were 
ordinarily rapid and shallow, but’ asphyxia caused them to 
become deep and gasping. It was disputed whether these 
movements occurred under perfectly normal conditions, and 
whether they resulted in liquor amnii being inhaled into 


_ the lungs. Some of the best observers had concluded that 


the foetus was normally apnoeic, and that inhalation of 
liquor amnii was not a physiological occurrence. 

Liquor amnii in the lungs was readily recognized micro- 
scopically. Such inhaled material might prevent the estab- 
lishment of breathing at birth, but in many cases death was 
due to central respiratory and cardiac failure. Asphyxia was 
also an important cause of certain other lethal conditions, 
a 4 








uch as atelectasis, most types of foetal and neonatal 
haemorrhage, and pheumonias occurring before or soon 
after birth. 
A study of the relation of asphyxia to prematurity showed 
“that many stillbirths of both mature and premature foetuses 
were due to asphyxia, but that, among the live-born, deaths 
due to asphyxia occurred usually in premature infants. The 
chance of survival of asphyxiated live-born mature infants 
was good, if infection could be prevented; but the risk for 
the premature infant was much greater. The usual causes 
oof foetal asphyxia were interference with the circulation 
> @£ blood through the placenta and cord, and maternal 
‘anoxaemia. Some observers thought anaesthesia to be the 
most frequent single cause of foetal asphyxia. 











CHEMOTHERAPY IN TUBERCULOSIS 


A meeting of the Liverpool Medical Institution was held 
ən January 1t with the president, Dr. Davin JOHNSTON, 
in the chair. Three papers were read on “Chemotherapy 
in Tuberculosis.” 


% 


Summary of the Present Position 


» oo Dr O. F. Tuomas said that the value of pura-amino- 
: salicylic acid (P.A.S.), first reported by lan, had been 
confirmed; it quickly improved the gené&... condition and 
-relieved symptoms without, however, producing much radio- 
“togical’ change. Unfortunately, unpleasant side-effects, 

- particularly nausea, were produced with effective dosage. 

<o Streptomycin used in the right type of lesion had produced 
~~ good. results even in advanced cases. With the present-day 

dosage of 1 g. toxic reactions had not been found trouble- 
some, but the late results in meningitis had not been as 
favourable as was at first hoped. The disturbing factor in 
the use of streptomycin had been the emergence of resistant 
strains, to the extent of 70% of cases by the fourth month 
of ‘treatment. 

-> Combined therapy with streptomycin and P.A.S. (Journal, 
‘November 11, 1950, p. 1073) was superior to treatment with 

“seither substance alone. Clinically the patients in the, com- 
bined group fared better in every way, and on 
developed resistant strains. More recent work in 
that low losage of P.A.S. did not prevent the development of 

z fesistance: when given with streptomycin a daily dosage of 
«0-20 g. of P.A.S. should be administered. 

-<The thiosemicarbazones had been used extensively on the 

Continent. Good results had been claimed, but in high 

sage they were toxic products, These drugs were about to 

compared with P.A.S.; in a controlled trial, from the point 
of view of the clinical response and their ability to prevent 
resistance when given in a safe dosage. om. 
In pulmonary tuberculosis all these chemotherapeutic sub- 
stances were indicated in recent exudative disease, acute 
< spreads, and in laryngeal and endobronchial disease. They 

‘tendered more. patients suitable for well-established treat- 

-ments such as collapse therapy and surgery. 

oo Dy. R. McL. Toop referred to the first cases of tubercu- 
Jous meningitis, miliary. tuberculosis, and tuberculous 

‘bronchopneumonia which had been treated in Liverpool 

streptomycin (Journal, April 17, 1948, p. 747). Strepto- 

ad prolonged the lives of these patients, but .the 
early hopes of “cure” had not been realized, because of 























“recovery. Many factors, in addition to streptomycin, 
contribute to the successful treatment of patients with 
- tuberculous meningitis—the age of the patient, the dura- 
tion of the illness before the start of therapy, the presence 
of other tuberculous lesions, the resistance of the tubercle 
bacillus, and the quality of the medical and nursing super-. 
vision. Attempts to achieve a more satisfactory response to 
therapy had proceeded along three main lines: 
(1) The regime of therapy had been varied, particularly 
“the. duration and rhythm of. treatment and the route by 
“which intrathecal streptomycin was: given. Short courses 
“cof intrathecal streptomycin’ were more efficacious than pro- 





‘number of large caseous kidney lesions from patien 


recurrences .of meningitis several months after apySint ~ 



















































longed courses. Except in those patients’ with marked 
papilloedema. when first seen, the introduction. of. strept 
mycin into the lateral venirictes did not affect the progn 
(2) Other drugs, particularly P.A.S., had. been given both 
orally and intrathecally in addition to streptomycin, an 
this had led to an improvement in the long-term resu 
(3) Attempts had been made to prevent fibrin formation 
by using heparin or streptokinase, but without much appa 
ent success ; but definite improvement had taken place aft 
intrathecal injections of tuberculin (P.P.D.). 

During the three-year period from January, 1947, $i 
children with tuberculous meningitis had been treated : in 
10 of these (20%) the cerebrospinal fluid had been normal 
for at least 12 months, and physically and mentally. ¢ 
children appeared well. Of 20 children with tubercw! 
meningitis and miliary tuberculosis three (15%) weren 
in every respect after a similar period. 








Trial of P.A.S. in Primary Tuberculosis 


In view of these disappointing long-term results, 
attempt had been made to assess whether -the adminis 
tion of P.A.S. in primary tuberculosis was of value 
preventing tuberculous meningitis. P.A.S. in doses of 
to 25 g. each day (sufficient to achieve a blood level. ¢ 
8.5 ug. two hours after ingestion) was given -orally 
divided doses- two-hourly to alternate patients in the san 
age group and, so far as could be ascertained, at the sat 
Stage of development of the primary complex. The “come 
parison of the “ treated ” and “ untreated ” groups was mi 
by observing the behaviour and clinical progress of. 
child, by determining the weekly weight gain, by seri 
sedimentation rates, and by the radiological changes. in’ t 
lungs. The results of the pilot survey had been most encour: 
aging, and indicated that P.A.S. was probably of value -ir 
the treatment of primary tuberculosis. During 1951 a ful 
scale controlled trial of P.A.S. in primary tuberculosis wan 
being undertaken in Liverpool. 


Caseous Lesions and Streptomycin Resistence 


Dr. C. A. ST. Hitt pointed out that, although the res ilts: 
of streptomycin therapy of tuberculosis had been encou 
aging in many forms of the disease, this drug had not been 
so outstandingly successful against tuberculosis. as 
penicillin in the treatment of staphylococcal infecti 
One of the Supposed reasons for this was the ‘suggest 
that streptomycin could -not penetrate into: the dept 
caseous. tuberculous lesions. In order to. test tk 
thesis be had estimated the streptomycin content 


receiving streptomycin treatment. All had shown con 
trations of streptomycin varying from 2 to 8 units ‘per. 
Tubercle bacilli had also-been obtained from many. of thes 
lesions, and in every case they had proved resistant tot 
concentrations of streptomycin present in the lesions, 
was suggested that cascous material promoted the acqu 
tion of resistance by tubercle bacilli. 

Another possible reason for the relative failure of strepte 
mycin might be that the tubercle bacillus. was not. very 
sensitive to the drug even at the best of times. “Detergent 
appeared to increase the sensitivity of tubercle: bacilli 
streptomycin in vitro. 

After the papers there was a general discussion; to 
Drs. V. Corron CornwaLt, A. C. KirBy, R. BE, RE 
and J. K. B. WapptncTon contributed. 

















The following items have recently become. avail: 
(1) Checklist of U.S.A, and Canadian Library” Hol 
of Austrian, Belgian, French, and Italian Médical 
Dental Periodicals, 1939-48. Copies ($2) may be obtaing 
from Mr. F. G. Kilgour, Medical Library Association, 
333, Cedar Street; New Haven 11, Conn, U.S.A. (2y Selec-.: 
tive List of Latin-American [Medical] Serials, ‘Copies may: 
be obtained gratis on request to Mr: J, Groesbeck, Acquisi 
tion Division, Army Medical Library, Washington 25 p 
U.S.A. : 
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Preparations and Appliances 








APPARATUS FOR DEMONSTRATING 
THE EXPLOSIVE PROPERTIES OF ANAESTHETIC 
GASES AND VAPOURS 


Dr. H. J. V. Morton, senior anaesthetist, Hillingdon 
Hospital, Uxbridge, writes: Most doctors know which 
anaesthetic gas and vapour mixtures are inflammable or 
explosive. Few know from actual experience how very 
explosive some of these mixtures really are. The simple 
- apparatus illustrated here will demonstrate the explosive 
properties of gases in a safe but spectacular fashion. It 
May appeal not only to teachers of anaesthesia but also 
to anaesthetists unable by mere argument to convince their 
surgical colleagues of the undesirability of taking risks with 
cautery or diathermy. 

The apparatus consists of a 2-in. (5-cm.) length of l-in. 
(2.5-cm.) diameter steel rod drilled through and tapped at 
one end to take a motor-car sparking plug and turned at 
the other to hold a toy balloon (see illustration). It is 














fixed to a convenient stand by a side tube through which 
the balloon can be filled with the mixture to be tested. 
A flash-lamp battery will cause a 6-volt car induction coil 
to make the necessary spark. A few yards of twin fiex and 
a press-button complete the outfit. 

Twenty per cent. cyclopropane in oxygen, or the mixture 
obtained by passing nitrous oxide (80%) and oxygen (20%) 
over ether in a Boyle machine, is suitable for demonstra- 
tion purposes. It is unwise to explode more than a litre 
-of such mixtures in a lecture-room. Experiments with 
larger quantities, and indeed the initial testing of any mix- 
ture, should be conducted out of doors in an open space 
and well away from hospital wards. 








“There are believed to be 15.000-20.000 cases of leprosy 
in Ethiopia, and W.H.O. is sending an expert to demonstrate 
the most modern treatments. 
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What Homoeopathy Is 


Sirn,—Some observations made about the middle of last 
century by Oliver Wendell Holmes may still be the answer 
to Dr. R. E. W. Olivers questi n, “What is homoeo- 
pathy ?” (January 27, p. 192). Holmes writes (Currents 
and Countercurrents in Medical Science, with | other 
Addresses and Essays, Boston, 1861) of the homoeopathic 
materia medica as “sugar of milk and a nomenclature,” 
and states that its pretensions and assertions cannot stand 
before a single hour of calm investigation. Its founder, 
Samuel Hahnemann, a German physician who lived in Paris 
and died in 1843, was never able to substantiate his doctrine 
of similia similibus curgntur and the use of infinitesimal 


doses (e.g. `g OF goos Of a grain of oyster shell), 
while tome ideas of his views on pathology may be gathered 
from the fact that he stated that seven-eighths of all chronic 
disease—for example, rickets, epilepsy, cancer, cataract, to 
mention only a few—were due to “ psora,” or the itch. 
Holmes remarks that it is sometimes said of homoeopathy, 
“At any Tate ityan do°no harm. This may or may not 
be true as eeN, the individual, but it always does very 
great harm to the community to encourage ignorance, error, 
or deception in a profession which deals with the life and 
health of our fellow-creatures.” His conclusion of the whole 
matter is that “it may be practised by shrewd men and by 
honest ones; rarely, it must be feared, by those who are 
both shrewd and honest. As a psychological experiment 
on the weakness of cultivated minds, it is the best trick of 
the century.” Perhaps it is ah equally good trick in this 
certury also :—l am, etc., 


Curdiff. LAMBERT ROGERS. 


Siuc—I would reply to the letter “What is Homoeo- 
pathy ? ” (January 27, p. 192) that homoeopathy is the pro- 
duct of an often-repeated observation, first clarified and 
“yvestigated by Hahnemann in Napoleonic days. The 
oM vatioun was that a drug which will produce a certain 
disease picture in normal persons will tend to cure a diseased 
person presenting this picture if given in appropriate dosage. 
This, and this only, is homoeopathy. In the development of 
bomoeopathy, industrious and sincere medical men have 
“proved "—that is, studied—the disorders produced in 
normal humans by hundreds of drugs, paying particular 
attention to the earliest manifestations, mainly symptoms. 
These studies have produced an immense literature, mastery 
of gach is most difficult. An observation which has emerged 
in the course of the years is that the drug, if correctly 
selected, will produce its effect in incredible dilution, These 
observations, both so unlikely on the face of it, are the 
source of intense theoretical opposition, accusations of 
mumbo-jumbo, and so forth from those who have no practi- 
cal experience, Those who have practical experience devote 
their intellect to the more practical task of mastering the 
pharmacopoeia, knowing that homoeopathy has much to 
offer those who succeed. Reinforcements are urgently 
needed to further the study of homoeopathy, particularly 
with a view to delineating the sphere of optimum influence 
ofge form of therapy, and to producing reliable statistical 
reviews of the therapeutic efficacy of the system—I am, ete.. 


R. Lunt. 






Lretby Hall, near Burton-on-Trent. 


Sir,—-One would hesitate to ask you to open your corre- 
spondence columns to a full statement of the case for 
homoeopathy, and indeed one is surprised that it should even 
be necessary. However, if your correspondent (January 27, 
p. 192) is interested, then we would invite him to direct 
His inquiries to the Faculty of Homoeopathy, incorporated 
by Act of Parliament, which is registered at the Royal 
London Homoeopathic Hospital, Great Ormond Street, 
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a : London; W.C.1, and which holds regular meetings to which all 
medical men‘and women are invited, The Faculty supervises 


"education courses for the study of homoeopathy, and awards 


| certificates and diplomas after examination to fully qualified 

“and registered medical practitioners, The Royal London 

© Homoeopathic Hospital is a general hospital of 200 beds 

within the National Health Service and is. of course, staffed 
by fully qualified physicians and surgeons.—We are, etc., 
MARGERY G. BLACKIE. 


Faculty of Homoeopathy, P. G. QUINTON 


London, W.C.1. 


Sir,-Homoeopathy is a true science, based on systematic 
experimental observation. 

Despite the great advances in all branches of medicine 
since it was first introduced, homoeopathy still has a place 
in therapeutics, especially in cases for which there is no 
definite orthodox treatment. 
book The Case for Homoeopathy answers Dr. Oliver’s 
inquiry more fully.—I am, etc., 

Norwich, 


_N. J. PRATT. 


Appendicitis at Sea 


Sir —One point which has not cropped up during this 
correspondence (January 20, p. 136; February 3, p. 245) is 

© the influence of climate on the course of a case. It was, I 
think, fairly generally understood that in the region of the 


> Arctic Circle one could take liberties which would perhaps 
“be fatal in the Indian Ocean. 


Thus during a year on 
“Northern patrol during the war we successfully “cooked ” 
seven. cases of appendicitis. One case went on to abscess 
formation. 

But of course the number of operations done in ships 
varied greatly with the qualifications of the medical officers. 
i well remember my captain sending for me after he had 
dined with the captain of another ship employed on similar 
duties in the same latitude. The following conversation 
took place: “P.M.O., the Blankshire is getting ahead of 


<iis—they did over 50 major surgical operations~during the _ 


last half-year! How many did we do?” “Nine, Sir. 
“But then the S.M.O. of the Blankshire is an F.R.C.S.’— 
Lam, ete, 


Francis W. BESLEY, 


Halesworth. Surgeon Commander, R.N., retired. 


“ Aurcomycin ” for Influenzal Pneumonia 


-o SiR;—There has recently been an influenza epidemic in 
“Liverpool. A notable feature has been. the number of 


-> elderly people dying of associated pneumonias. A number 


< of these have been resistant to sulphonamides and penicillin. 
It is impossible to get these people into hospital for aureo- 
mycin therapy, and I understand the Ministry of Health do 
not permit its use outside hospital. How, then, can J obtain 
treatment for my elderly patients in their own homes ?— 
I am, etc., 
Liverpool. H. M. BLAQUIERE. 


Oral Penicillin and Gastric Acidity 


Sm, —With regard to the letter from Dr. F. Bicknell 
(January 27, p. 191) and the paper by Dr. S. A. Doxiadis 
and his. colleagues (January.6, p. 16). it seems there is still 

too much attention paid to the hope that most of the difficul- 


~~ ‘ties connected with oral penicillin -therapy can be resolved 


“by simply giving this drug with an antacid. Unfortunately, 
the neutralization of the acid in the stomach does not 
materially improve the absorption of the drug. at least in 
‘adults. That this observation is true was confirmed as long 
ago as 1946 by W. McDermott et al. (J. clin. Invest., 1946, 
_25, 190), who showed that no better absorption was obtained 
with penicillin by mouth in patients with achlorhydria. 
H. C. Stewart and J. R. May (Lancer. 1947, 2. 857) 
re-examined this. problem, and showed that the acid of the 
stomach was not an important factor in the destruction of 
penicillin unless the acidity of the gastric contents was more 
acid than pH 3, which occurred only `in a ‘Hmited number 


The late Dr. C. E. Wheeler’s ° 
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of cases examined. Further, even in the. very acid stomachs 
it was only a small factor because the peak blood levels by 
mouth on an empty stomach are reached about 40 minutes to 
one hour after taking the drug, during which time little 
destruction takes place at this pH. It was concluded, ther 
fore, that the alkali might help more by enabling 
penicillin to leave the stomach more rapidly, as alka 
solutions themselves do, than by neutralizing the act 
present. 








The best results were obtained by giving penicillit 
in about 4 oz. (114 ml.) of water, to which, if. preferred, 
a soluble alkali could be added. The dose schedule should _ 
be four-hourly on as empty a stomach as possible, and if 
necessary glucose can be given at the same’time as. the 
penicillin. . By, duodenal intubation it was shown’: tha’ 
penicillin appeared to be absorbed from the upper pa 
the duodenum over a relatively small area, and if the | 
of fluid was increased so that it would pass-this area me 
rapidly the absorption of penicillin was much less, | 

With regard to Dr. Bicknell’s suggestion . that blood 
penicillin levels after oral doses should be investiga 
during illness and not during the irrelevant condition’ 
health, from experiments I] have done on numerous’ pati 
there would appear to be no difference in this respect, a 
therefore volunteers who act as normal subjects. in these. 
experiments can provide evidence which is useful and ‘valid 
—I am, etc., l ; 

London, W.2. 








H. C. STEWART, ae 


Sir—I should like to applaud Dr. Franklin: Bicknell’s: 
plea (January 27, p. 191) for further clinical trial and investi-. 
gation of oral penicillin in ill persons. Of the numerous 
reports of the efficacy of oral penicillin in bacterial infec- 
tions there are two at least in which the lowered gastric 
acidity during illness has received recognition. Buchanan? 
and Andetson and Landsman? attributed some of their. 
success with oral penicillin in children and. adults. respec 
tively to the lowered gastric acidity during severe -bodil 
infection. To this may be added the fact that. penic 
rapidly absorbed before any appreciable- destruction 
peptic acid can take place (Stewart and May’). E 

-However, large doses are necessary, and I have foun: 
600.000 units (unbuffered), 6-8 hourly, to be the minimur 
adult dose required for the treatment of acute condition: 
such as tonsillitis, bronchitis, otitis media, etc., in gen 
practice. ee 

In the treatment of localized pyogenic. infe 
(carbuncles, boils, etc.) I have not achieved muc? : 
with this oral dosage scheme. as compared with 24-h 
injections of crystalline penicillin.* DeeS 

The enormous saving of time resulting from the use of the 
oral route in general practice justifies the. expense of- 
method. With more extensive use the price will doubt 
fall, just as the present-day price of penicillin per injection 
has resulted from its copious use.—I am, etc.. : 
Davip WHEATLEY, 


Twickenham. à 
REFERENCES 
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Sensitivity to Procaine Penicillin 


Sır —The suspension preparation of the procaine sal! 
crystalline penicillin has now been in use for a consider 
time and has proved a most valuable. therapeutic ag 
Untoward reactions from its use seem to be so rare thi 
is thought the following case of idiosyncrasy. to the. p 
tion may be worth recording. ne 


A chronic bronchitic man, aged 48, of plethoric’ buil 
admitted recently: with a temperature of 101.2° F. (38.4? 
pulse 100, and respirations 30, Auscultation revealed harsh breath 
sounds and loud rales at all areas of the chest. It was considered 
that penicillin therapy should be instituted.. ‘He was accordingly 
given an intramuscular (deltoid) injection of 1 ml. equivalent to 
300,000 units of the procaine salt, from fhe 10-ml. vial of t 
suspension preparation in current. use, and from which simil 
amounts had been given to other patients with no ill effects. 






























































nd apprehensive, was 


breathin 


was progressing rapidly to a generalized urticarial reaction. The 
pulse, formerly full and regular, became: almost imperceptible, 
with an occasional missed beat, An injection of 5 minims (0.3 mL) 
adrenaline hydrochloride was given immediately, and ice to suck. 
This had tittle. effect, and the patient had a convulsion. The 
dyspnoea and the swelling of tongue and pharynx were increas- 
ing alarmingly, making one contemplate’ speedy tracheotomy. A 
deep subcutaneous. injection of 2 ml. 2.5% solution (0.05 g.) of 
ithisan ™ was then given. This produced considerable relief 
f the condition in the course of about 15 minutes. The patient 
Oi bad a farther convulsion about two hours later and required a 
“farther injection of 5 minims adrenaline hydrochloride, He 
i perspired freely, and was fairly comfortable, Penicillin therapy 
Was. not. proceeded with: the chest condition was treated with 
 Sulphadimidine. This patient had had a course of ordinary 
aqueous penicillin on a previous occasion in hospital, without ill 
effect. 
"> Phis is the first reaction of this kind that I have experienced 
«in the course of a very large number of cases. The manu- 
 facturers: point out that most reactions respond to anti- 
tamine drugs, and the importance of keeping one of these 
reparations to hand while undertaking this method of 
penicillin.therapy is worth emphasizing, in spite of the 
dent rarity of this severe type of reaction.—l am, etc., 


o Gatwally, Belfast. T. V. HUMPHREYS. 























: Fowl! Pest 


Sm-Your annotation (January 20, p. 131) is surely in 
rror when it says that there are no serological changes 
junctivitis resulting from human infection with New- 
istle disease. In the A.M.A. Archives of Ophthalmology, 
1950, 44, 573, is an article by A. H. Keeney and 
-OMC Hunter, “ Human Infection with the Newcastle Virus 
_of Fowlis,” where the specific point is discussed, and a case 
feported in which a significant rise in haemagglutination 
ibition. titre of the patient's serum was found a week 
ection. The long-term study of the immune 
cS is stated tobe in preparation. 
— The authors also quote three further cases, from the 30 
previously reported as clinically identified, which showed a 
finite rise in antibody titre. In none of these 30 was the 
irus recovered from the blood stream, but in the patient 
téported by Keeney and Hunter a viraemia was proved.— 
am, etc., 




































W. O. G. TAYLOR. 


- Aspirin and the Adrenal Cortex 


“Dr. J. B. Cochran, Mr. R. D. Watson, and Dr. J. 
mn their article (December 23, 1950, p. 1411) on the 
roduction of. a mild Cushing’s syndrome due to aspirin, 
have suggested that this drug may stimulate, directly or 
tly, the formation of cortisone by the adrenal cortex. 
Further support for this view is given by my experiments on 
ts (M.D, thesis, Bristol, 1950). 


Righty adult male rats were given soluble aspirin (} gr. or 30 mg. 
r 100g body. weight), 40 by intraperitoneal injection, 40 by 
stomach tube, and were killed at time intervals ranging from 
five minutes to 72 hours afterwards. Three histochemical tests 
were employed (Yoffey, J. M. and Baxter, J. S, J. Anat., 1949, 
83, 89)—-the Schultz test for cholesterol, and the plasmal and 
phenylhydrazine reactions. In bath series of experiments all three 
tesis gave roughly parallel results—namely, dep’etion of cholesterol 
‘or other. stainable material within 30 minutes of administering the 
aspirin. The reticularis and fasciculata showed a marked deple- 
tion, while the glomerulosa was. unaffected. 
Tt is, of course, not clear from these experiments whether the 
rin. acts directly on the adrenal cortex or indirectly via the 
lobe of the pituitary. But, whatever the mode of action, 
ns to be no doubt that in the rat it is a very potent 
dging by the report of Cochran, Watson, and Reid, it 
asion, if not invariably, exert a powerful effect in. man 



























adaptation 
syndrome. Following the administration of aspirin daily for four 
or five days, the cortex passed from the stage of “ alarm ” to that 
of “ resistance" and the histochemical picture returned towards 
the normal. However, when the aspirin was given for 10-14 days. 
the cortex passed into the stage of “exhaustion ” and showed 
extreme depletion. 


At the time these experiments were performed I hesitated 
to make any inferences from rat to man. The dose of aspirin 
employed in the rat, 4 gr. per 100 g. body weight, would 
correspond to a dosage in man of 350 gr. (22.7 g); In addi- 
tion there is, of course, the problem of species differences: 
to be taken into account. It is therefore all the more interest- 
ing to find that even the very much smaller doses employed 
clinically may exert an appreciable effect on the adrenal 
cortex.—I am, etc., : 


Bristol. Frances B, ROBINSON. 


Treatment of Lumbar Disk Lesions 


Sm, —I have read with great interest the communication 
of Dr. James Cyriax (December 23, 1950, p. 1434). . But 
I would like to emphasize that pure malrotations of Jum: 
bar vertebrae can often so closely simulate disk lesions: 
having such similar symptoms, as to be mistaken for them. 

During the last few years I have had a number ‘of patients 
who have received the diagnosis of lumbar disk lesion and 
been advised to wear plaster jackets for prolonged. periods. 
etc., in whom I have found nothing more than malrotation: 
in the lumbar vertebrae, usually of the fifth on the sacrum, 
less commonly of the fourth on the fifth. The bony signs 
of these minor displacements (which are not present in disk 
lesions) have been mal-alignment of the spinous processes 
of the lumbar and sacral vertebrae, and elevation of one- 
half of the pelvis with the patient lying on her side. The 
treatment I have adopted in these cases has been first 
to administer manual vibrations in order to induce: com- 
plete relaxation of the lumbar muscles: then, with the 
patient on her side, to make a sudden rotation of the trunk 
in the direction opposite to the one in which the malrota- 
tion has taken place. In many cases two manipulation 
treatments have been successful in replacing the malrota- 
tion, removing all signs of the bony irregularities mentioned. 
and coincidently causing the prompt disappearance of all- 
the subjective symptoms. The actual reposition is entirely 
painless and the results nearly always permanent.—I am. 
ete., 


London, W.1. EDGAR CYRIAX. 


Tar Burns: Traditional Treatment 


Str,—Under “ Any Questions ? ” in your issue of January 
27 (p. 203), we read with interest how to treat burns from 
hot tar and how to remove tar from the skin. Having 
worked in the North-east of Scotland, with its -population 
largely engaged in shipbuilding, we have seen some such. 
tar burns, and we followed the advice of a fisherworan so 
afflicted to leave the burn and the tar alone, This is the 
traditional practice among these people, We have, since 
then, seen excellent results from this perfect dressing ; it is 
sterile on application and presumably sterilizes the part it 
covers. It comes off by itself in due course like the tan of 
old.— We are, etc., 

` PETER KONSTAM, 


Birmingham, SHEILA KONSTAM. 


Silicone in Syringe Sterilization 


Str.—The ideal and only practicable method of syringe 
sterilization for hospitals is by hot air as recommended by the . 
Medical Research Council in. War Memorandum No, 45 


(1945). There it is recommended. that the barrel of the syringe. 


should be “lightly lubricated with liquid paraffin, lightly 
rubbed in with the finger” before assembling, placing 


suitable test-tube. wrapping in “ cellophane,” and p 
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the hot-air oven at 160° C. It must be common experience 
that after repeated sterilization, and in spite of careful clean- 
ing each time, this procedure is invariably followed by some 
degree of charring of the paraffin. This deposition of finely 
divided carbon is extremely difficult to remove and gives a 
discoloured syringe whose graduations may be difficult to 

` read ; and both patient and medical attendant may well resent 
the use of an apparently dirty instrument, or at least one that 
has been imperfectly cleaned. The main defect, however, is 
that in course of time the syringe tends to stick when used, 
and it is not easy to think of a more inconvenient or 
irritating event. 

To overcome these difficulties we have tried out the use of 
silicones as lubricants. After trying several of these sub- 
stantes, we find that Silicone D.C, 550 (Albright and Wilson) 
is the most satisfactory agent. In practice, it is dissolved in 
methylated ether as a spreading agent, in the proportion of 
silicone | part to ether meth. 2 parts. The tip of the 
plunger of the cleaned syringe is dipped in this before 
insertion into the barrel ahd subsequent sterilization, 

This particular silicone has a comparatively high boiling 
point and is unaffected at the temperature used for steriliza- 
tion, and the greatly reduced number of carbon atoms in its. 
molecule, as compared with molecules of aliphatic oils, 
makes charring virtually impossible under these conditions. 
Furthermore the water-repellent properties of silicones make 
for easier cleaning after use ; and when the syringe is used 
for blood the coagulation is appreciably delayed, with 
obvious attendant advantages. This silicone is chemically 
inert and appears to have no effect on samples taken for 
bacteriological, haematological, or biochemical investiga- 
tions. This small but important modification has given satis- 
factory results in routine use in our syringe service in the 
last few months.—We are, etc., : 


G. H. DARLING. 


Bristol. J. G. C. SPENCER. 


Human Ostrich 


Sır, —The following case may be of sufficient interest to 
merit publication. 


A migratory labourer aged 24 years was admitted on May 21, 
1948, complaining of generalized abdominal pain, temperature 
100° F. (37.8° C.), pulse 116, respirations 22, bowels regular, some 
frequency of micturition but without pain. Inspection showed a 
recent abdominal scar, which was from an appendicectomy five 
weeks before. Bimanual palpation disclosed a tumour low down 
and mesial to McBurney. The lower abdominal wall felt tumid 
and thickened but did not pit. Suspecting that a sponge or other 
foreign body might possibly have been overlooked at previous 
operation, it was con- 
sidered prudent to post- 
pone further surgery until 
contact could be estab- 
lished with the previous 
operator. However, before 
this could be done 
symptoms of generalized 
peritonitis became much 
more marked and ren- 
dered emergency opera- 
tion imperative. The 
abdomen was opened in 
midline below the umbili- 
cus. The -parietal peri- 
toneum was found to be 
grossly oedematous, and 
a bunch of small bowel 
was adherent to’ it. Ex- 
ploring gently with the 
finger, I found what I 
thought at first might be 
a hard rubber tube inside 
the ileum about 2 ft. (60 cm.) from the caecum. Opening the 
thickened ileum and gently inserting a finger, I encountered 
first what I thought was the “eye” of a forceps. It proved, 
however, to be the bicycle spanner depicted in the photograph. 
Exploring further, my finger was caught by one end of the 
tension spring also shown. The lower end of this spring caught 
in the edge of the opening in the ileum, and while held thus 








the steel twist drill and the bicycle axle were brought to the — 
surface. The condition of the patient precluded more exhaustive 
search, the ileum was closed, and the abdomen drained. 

Some hours later, wishing to confirm that | had removed all the 
ingested foreign bodies, I questioned the patient, who, inter alia, 
said, “ I am afraid there is a bit of a hacksaw there yet!" His 
post-operative condition precluded immediate radiography, but an 
attempt was made to wrap up the remaining foreign body 
administering cotton-wool sandwiches, etc. Later the piece of saw 
blade was visualized, and finally passed per anum comfortably — N 
wrapped up in the cotton-wool. Ai 

It transpired that a huge double-threaded bicycle nut (the one a 4 
that joins the front fork to the stem) had been removed at the ži 
previous operation. 


I have no further comment to make, save that the patient 
made an excellent recovery and that observation since the 


date of discharge failed to disclose any abnormality, mental É- 
or physical.—I am, etc., Ip 
Cavan, Eire. J. C. McMULLIN. E 

Methoin in Epilepsy ae 


Sir,—In his interesting paper (January 13, p. 64), Dr. D. P. E- 
Jones discusses the value and limitations of methoin in , 
the treatment of epileptics attending out-patient clinics. Our 
experience in the treatment of 20 patients in this mental - 
hospital is in general agreement with his findings. All our 
cases were suffering from epilepsy with behaviour disorder = 
and had failed to improve on the usual drugs. In the A 
majority of cases methoin led to a marked decrease in the a 
frequency and severity of fits. Irritability and impulsiveness A 
also diminished, making nursing much easier. These effects 
were seen even on such small doses as 0.3 g. daily, and in -~ 
no case have we used more than 0.9 g. daily. B: 

Our early enthusiasm was, however, damped when a severe 
morbilliform rash occurred in a woman of 62 during the third 
week of treatment, when a dose of 0.3 g. daily was reached. Her 


skin condition cleared up when the drug was discontinued. A oR 
second case indicating the high toxicity of methoin was of a more aa 
severe nature. A chronic deteriorated epileptic aged 36 had been fe 


treated with phenytoin for nearly a year without much improve- 
ment. The drug was then gradually replaced by methoin. At pe- 
the end of the third week he was observed to'be pale, and blood 7 
examination showed that he had developed aplastic anaemia. x 

Despite regular blood transfusion during the past eight weeks, 3 
there is as yet no sign of recovery of haemopoietic function. = ? 


In view of this experience, similar to American reports  — 
and Dr. Jones’s case, it appears that the high toxicity of  — 
methoin will restrict its value in in-patients where prolonged 
medication is required and the social benefits from the i 


diminution of the number of fits are relatively small.—We sy 


are, etc., a 

J. T. LEYBERG. a 

Macclesfield. R. M. Youne. ot 

Congenital Malformations E 

Sir,—Your annotation (January 20, p. 130) is misleading S. 

on three points. B> 

First, Murphy is quoted as stating, “The chance that any = 
couple will have defective offspring is 1 in 200.” This state-- 
ment has little meaning unless related to size of family, and 


we cannot find it in Murphy’s book. He does, however, say c} 
(p. 66), “It was found that about 1 child in every 213'in the 
general population presented a congenital defect.” This 
figure of 1 in 213 is much too low on any definition of con- 
genital defect, and later in the same annotation attention is 
drawn to the finding of Record and McKeown” that the 
incidence of major congenital malformations of the central 
nervous system alone was 0.59%, more than 1 in 200. This — 
is a point of some importance, since uncritical acceptance of 
this figure led Murphy’ to suggest that placenta praevia is 
followed by an abnormally high incidence of malformations. — 
Second, Murphy is quoted, without comment, as stating 
“ The likelihood that a second malformed child will be born 
to parents who have had one is increased 20-25-fold.” On_ 
Murphy’s reckoning this implies that the chance that each 

























sequent child will be affected i is between 1 in 10 and 1 
in 8. This gives- much too gloomy an outlook, Of 117 


- mothers at a London maternity hospital who gave a history ` 


‘ofa previous pregnancy resulting in a malformed child, only 
‘three had a malformed child.” However, any estimate of the 
tisk based on malformations in general is of little value, 
since it appears at-the moment that it is only the same or 
similar malformations that tend to recur with undue fre- 
quency in later children and that the risk varies in different 
types of malformation. None of the common malforma- 
“Hons recur with a frequency as high as 1 in 10. Your 
annotation quotes Record and McKeown's findings of about 
{in 35 for central nervous system malformations, but does 
“not make clear that it is only the risk of the same and other 
¢entral nervous system malformations that is raised and not 
the risk of deformities of other parts of the body. For talipes 
"i sgquino-varus the risk is of about the same order, while that 
for congenital heart disease is very much less. The only 
deformities with a high rate of recurrence are those deter- 
mined entirely by single dominant or recessive factors, and 
these are rare, 
=o Third, Murphy is quoted as stating, “ The hazard of mal- 
formation increases with the age of the mother, rising pro- 
gressively year by year after the mother has passed 30.” 
Murphy arrived at this conclusion by an unsound statistical 
‘method’ * and there is evidence that maternal age has little 
“effect on the incidence of deformities except in the case of 
oS avongolism, 
Finally, the animal experiments, such as those of Warkany 
mentioned in your annotation, though of great theoretical 
interest, must not be taken as indicating that similar agencies 
-an mecessarily play any part in causing human deformities. For 
es example, there is no good evidence that malnutrition causes 
deformity in man.~—We are, etc, 





















C. O. CARTER. 


The Eugenics Society, London, S.W.1. J. P. M. TIZARD. 


REFERENCES 


2 t Congenital Malformations, 1947. Philadelphia. 
S 2- Brit. J. soc, Med., 1950, 4, in the press. 

Carter, C. O., J. Obstet. Gvnaec. Brit. Emp., 1950, in the 

1 Stevenson, $, ’S,, Worcester, J., and Rice, R. G., Pediatrics, 19 1950, 8, 37, 208. 








a 





New Scholarships in Public Health 


-Skin recognition of the services of Sir George Elliston, 
who has just demitted office as its chairman after eleven 
years’ tenure, the. board of management of the London 

<< $choolof- Hygiene and Tropical Medicine has decided to 
offer two scholarships of £150 each, with- free tuition, for 
-students taking its course for the Diploma in Public Health 
“sommencing in October, 1951. Official intimation will be 
‘found in the advertisement columns. These are additional 
to the Bygott Scholarships, awarded by the University of 
London, also tenable at this school, about which official 
‘Notification. will appear later. 
‘The Board hopes that the Elliston scholars will eventually 
join the preventive services in the United Kingdom, the 
number of recruits to which has been seriously reduced by 
the discrepancy existing between the emoluments offered and 
those obtainable now in other branches of the medical pro- 
“fession. We hope that many more of the medical officers 
of health of the future will become the pivotal points of the 
“medical services of their areas. All thinking people deplore 
¿the increasing tendency for each section—domiciliary, 
hospital, and preventive—to develop and function as separate 
entities. The medical officer of health with the proper out- 
fook and background should, we think, be the co-ordinator: 
this implies a very adequate clinical training, and we hope 
that men of good quality will give careful. consideration to 
opting community health as their career. 
he-modern course for the D.P.H, is much more a cultural 
ine than a technical training, and there are few. young 
dica who would not derive great benefit from it what- 
timate aim-—I am, etc., 




























ANDREW TOPPING, 


~ FROM LETTERS 
Psychology in the D.P.M. 


Dr. J.B. G. Smita (Sutton, Surrey) writes: ae 
psychology does need some standardization, especially from the 


. I feet 


textbook point -of view ...no two examiners or tutors will 
recommend the same books. ... D.P.M. psychology, too, is 
complicated by the varying emphasis shown by examiners. How 
is the unfortunate candidate to know who are the ardent devotees 
of Freud, Jung, or Adler and so will exhibit a bias towards their 
respective doctrines ? 


Dr. A. K. Grar (Brentwood, Essex) writes: .. . I cannot 
s47 with the views expressed by Dr. A. Folkson (January 20, 
p. 140). . . pure psychology (is) a most stimulating and sound 
basis for ‘the understanding of preclinical and clinical aspects... . 
Much does not seem relevant to clinical work at first, but as time 
and experence progress and the psychiatrist learns to deal with 
all the manifold aspects of his specialty he will find in time 
opportunity of using most of the academic knowledge he has 
gained in studying psychology for the D.P.M. When he reaches 
consultant status and has to work with non-medical psychologists 
he will sorely realize how deficient his knowledge in. their 
specialty is, and, humiliated by the clinical relevance. of such 
knowledge, he will at a late age hurry to make up his. short- 
comings in pure psychology by renewed reading and study of 
academic psychology. 


Athlete’s Foot 


Dr. T. B. Rankine (Liverpool) writes: I have had some 
personal experience of this affliction while residerit in the West 
Indies, in which climate athlete’s foot tends to be a considerably 
more severe disease than is the average case met with in Britain. 
While the treatment outlined in the article by F. R. Bettley 
(January 6, p. 28) may be adequate for these cases I feel that it 
may well be found:to be disappeinting in the more severe case— 
and it would certainly fail to arrest the progress of any but the 
most trivial case in a more tropical climate. The basis of treat- 
ment is in keeping the affected skin as dry as possible. If Whit- 
field’s ointment be merely spread on the socks the fungus wili- 
soon thrive on the sodden skin bathed in the sweat accumulating 
under the layer of ointment. I have found that the most effective 
regime was as follows: (1) The feet are kept as cool as possible, 
preferably only open sandals being worn over thin woollen socks. 
(2) At night—or in the evening if no more walking is to be done 
—the feet are bathed in a basin of hot water, carefully cleaned, 
and the loose scales removed. Then follows thorough drying, 
paying particular attention to the interdigital. clefts.. The feet 
are now swabbed with spirit—this may prove a trifle painful but 
it is by no means unbearable—and then allowed to air for a 
period. The ointment is now applied and thin socks worn. | 
(3) In the morning the feet are swabbed with spirit tillall moisture 
{and this includes the ointment) is removed. The feet are now 
liberally dusted with an absorben: powder—the pulv. acid. salicyl. 
co. of the B.P. is a good preparation for the purpose—using 
the sock as a powder-puff. Plenty of powder must be used, and 
in severe cases it may be wise to shake a further quantity into 
the shoes. themselves. Obviously this process may be repeated 
in the course of the day, a fresh pair of socks and shoes 
employed, etc., according to circumstances.... Another 
‘important point is that cure is never permanent, for the fungus 
seems to get into the footwear and there lodge until the next 
occasion that hot damp feet are offered to it. It is therefore a 
‘wise plan for the patient to repeat the morning dusting (the 
spirit is not now needed) for the rest of the summer and to resume 
the powdering at the first sign of itching and redness between the 
toes The sheet anchor of the treatment is the absorbent powder. 
Whitfield's ointment need be employed only when a rapid 
response is not obtained with spirit and powder. 


Corrections 


Dr. R. Bowers writes: In my article on haemangiomatous 
naevi {January 20, p. 121), Case 41, in the moderately improved 
group, was treated for nearly two years, not one year as stated. 
Thirty paintings in one year would have been excessive, especially 
for a child aged 5 months. 

In Dr: W. N. Leak’s letter (February. 3, p. 246). on “Foetal - 
Asphyxia * the 


and the first sentence of paragraph 4 * , 


In." Diagnosis of Aortic. Stenosis,” by Dr. D. Lewes (February. 


3, p: 211); in Table IV, under “pulse volume” in Cases n and ERT 


16, i for "e dicot? oe read“ ‘ anacretic.” 





last sentence of paragraph 2° should reado oo 
“. 2 the cerebral (not central) blood: of «the. foetus..." =e 
» sùffering from pure. 
‘nervous shock, while surgical (ror nervous) shock i is mainly s aat 








gin nay whet pat el oh 


ke Le gins A ne ee My on gato ie Se ities as oe Sy as a Pe EE 

: l alien D o eet e x oo ve bre F ie a le eae ey SNN 

eS eee ath: S > ` oo aS e AS RE ot 43 
Fes. 10, 1951 OBITUAR BRITISH 

— i Seb OEE. Y MEDICAL JOURNAL 303 





Obituary 


p 


O. H. MAVOR, C.B.E., LL.D., M.D. 


Dr. O. H. Mavor, the Glasgow physician who, under 
the pen-name of James Bridie, became one of the most 
respeçted dramatists of the day, died on January 29 in 
the Edinburgh Royal Infirmary, to which he had been 
admitted with symptoms of cerebral haemorrhage. 

Osborne Henry Mavor, whose father was an engineer, 
was born at Pollokshields, Glasgow, on January 3, 1888. 
He attended a number of Glasgow schools, including 
Glasgow High School and Glasgow Academy, which 
he left to take up the study of medicine. His career 
as a medical student was 
a chequered one, but he 
soon became prominent in 
undergraduate circles. He 
was one of a band of 
bright youths, some of 
whom, like Walter Elliot, 
Tom Johnston, and James 
Maxton, won political 
fame, while others 
achieved -the less spec- 
tacular distinction of a 
professorial chair. Among 
them Mavor’s distinctive 
genius soon attracted 
notice. He contributed 
prose and verse to the 
Glasgow University maga- 
zine, of which he later 
became editor, while his 
sketches revealed him as 2 
born artist. The “daft” little songs he composed and 
sang were sparkling turns at many a social gathering, 
and his caricatures of his medical teachers are still 
treasured by their possessors. He graduated M.B., Ch.B. 
in 1913, and then worked for about a year as house- 
physician and house-surgeon in the Glasgow Royal 
Infirmary. On the outbreak of the first world war he 
joined the R.A.M.C., and within three months was in 
France with a field ambulance. In 1917 he was sent 
` out to the Middle East, and served in Mesopotamia, 
India, Persia, Transcaucasia, Constantinople, and Baku. 
It was in these countries that he gained much material 
for his biblical plays. 

When Mavor returned to civilian life he went into 
practice at Longside, Glasgow. He was appointed extra 
physician at the Sick Children’s Hospital Dispensary, 
and in 1923 he decided to set up as a consultant. He 
became F.R.F.P.S.Glas. in 1921, and graduated M.D. 
(with commendation) in 1929. For a time he held the 
post of professor of medicine at Anderson’s College, 
and he was also a visiting physicjan to the Victoria 
Infirmary. His students found him an unconventional 
if not an eloquent teacher. It was not until 1934 that 
he abandoned medicine for literature and the theatre. 
Even so, he never gave up his interest in medicine, as 
readers of his “ Study of the Umbilicus ” (British Medi- 
cal Journal, Supplement, 1939, 1, 245) will remember. 
This fascinating discourse, which he gave as the presi- 
dential address to the Southern Medical Society of Glas- 
gow, ended with these words: “ The doctor can try to 
do justice ; he must love mercy ; and it is incumbent 
on him to walk humbly with his God.” In the second 





Barratts, London} 





world war Mavor served again with the R.A.M.C., and, 
as Eric Linklater records in his The Road to Adventure, 
he was in a hospital ship which evacuated the wounded 
from Andalsnes and other parts of Norway. He waa 
already well over age when he rejoined, and he had only 
with difficulty persuaded the authorities to commission 
him again. He returned to civilian life in 1942, being 
granted the rank of major. 

Mavor always remained a faithful citizen of Glasgow. 
though he had some great successes with his plays in 
London and elsewhere. The Anatomist, produced at 
the Westminster Theatre in 1931, ran for 127 perform- 
ances. Glasgow University bestowed the honorary 
degree of LL.D. on him in 1939, and he was awarded 
the C.BE. in 1946. His play Gog and Magog gained 
the Bernard Shaw Birthday Prize last year. He war 
a member of the council of the League of British 
Dramatists, of the Council for the Encouragement of 
Music and the Arts (the Arts Council), and a director 
of the Scottish National Theatre Society. 

He married Miss Rona Bremner, who survives him 
together with his son, who is a doctor. His other son 
lost his life in the last war. 

G.F. writes: As James Bridie, Mavor was a prolific 
writer whose incalculable and provocative genius alter- 
nately delighted and perplexed his audiences and pro- 
vided rich matter of debate for the critics. In much 
that he wrote his professional training was turned to 
account. He was a man of many interests, and the 
representatives of the university, medicine, the city, the 
stage, and literature who were present at his memorial 
services bore witness to the heavy loss which his death 
means for many circles. His life and his opinions were 
characteristically presented in his autobiography One 
Way of Living. Mavor was no. orator, but he was ân 
excellent story-teller. In discussion he was prone to 
punctuate a run of mumblings with barked-out nega- 
tives, for, while he was generous with help and advice 
to others, he went his own dour way. Personally he 
was a tallish, burly Scot, who peered out at life with 
puckishly critical eyes. An odd mixture of brusqueness 
and shyness, he was a difficult man to get to know, and 
a stranger was often uncertain whether he was witness- 
ing a touching display of modesty or having his leg 
pulled. But those who were privileged to know Maver 
well knew him to be a kindly and deeply lovable man 


Mr. Ivor Brown has kindly written this appreciation of 
Dr. Mavor’s work as a dramatist : The other Dr. Mavor, 
James Bridie—also a doctor, being honorary LL.D. of 
Glasgow University—was a dramatist with a rare gift 
of fluency. He poured out plays—or at least the begin- 
nings of plays : it was obvious that he sometimes trusted 
for his third act to an inspiration that did not come. 
“Only God can write third acts,” he said. And God 
was not always at his side. 

But how admirable in wisdom, as in wit, Bridie could 
be when he sustained his original impetus and finished 
as strongly as he began. He had three main sources for 
subject-matter : they were his own medical experience. 
his Scottish background, and his first-war experiences 
in the Middle East which carried him into the world of 
biblical and apocryphal legend. The last of these pro- 
vided what is perhaps the most abidingly popular 
element of his work ; repertory theatres will never cease 
to play Tobias and the Angel and Jonah and the Whale 
Scotland and its creeds and cranks gave him some of 
his successes, especially with the satanic incursion into 


Highland Calvinism of Mr. Bolfry. But perhaps Bridie K 
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was at his best when he was mixing Caledonian and 
whimsical matters and translating them into an idiom 
for laymen and even Londoners to understand. 

He began with a medical play, The Switchback, con- 
cerning the career of a much-publicized researcher and 
discoverer. This was given by Sir Barry Jackson at 
the Malvern Festival, of which Bridie remained always 
a loyal supporter ; his was a figure almost as well known 
and beloved there as was that of Bernard Shaw. Later 
came the engaging study of The Anatomist, the one-eyed, 
hideous, dandiacal, self-willed, and dedicated Dr. Knox, 
whose association with Burke, Hare, and body-snatchers 
(for purely surgical reasons) did not quite ruin him; 
his free-thinking did. Then came The Sleeping Clergy- 
man ; the title referred to God, who may be thought to 
doze while men’s destinies are made. Part of the sub- 
ject was heredity and the futility of trying to breed for 
perfection in the human stock. Genius is our necessity, 
and genius may grow anywhere, at any time, with 
freakish antecedents. Mankind is all right—if we find 
it something decent to do. God is not a bad biologist 
in the long run. That is the general drift of a play which 
is possibly Bridie’s best. 

Bridie was sceptical of all professional and profes- 
sorial law-giving; but while he loathed the confident 
assumptions of certainty in others, he had a good conceit 
of his own talents and obstinately disregarded’ criticism, 
He combined the gentlest manner with the stiffest neck 
of any man in my own fairly wide acquaintance of 
writers and artists. His muttered conversation was 
charming, when it was audible, which was not always ; 
his kindness to colleagues and beginners as great as his 
hospitality and his relish for long nights of chatter in 
congenial clubs. 

His kind of drama, wayward in theme and treatment 
but never for a moment pompous or heavily doctrinal, 
was rooted in his own affection for all sorts and condi- 
tions of men. He had met them so widely in war and 
peace, in hospital and hotel, in august clubs and in queer 
company—he had met them and liked them as well as 
watched them. There lay his strength. He enjoyed 
all the humours and savours of life. Through lack of 
& sustained story his plays occasionally faded; his 
characters were more abiding stuff. When a plot, as 
well as his ideas and his persons, was there to help him 
he was irresistible. 


JAMES SWAIN, C.B., C.B.E., M.D., F.R.CS. 


Mr. James Swain, emeritus professor of surgery in the 
University of Bristol, died at his home in Easton-in- 
Gordano, Somerset, on January 6, at the age of x8. 
He was one of a small number of surgeons who made 
a great mark in Bristol and the west of England in the 
early years of this century. He came to Bristol when 
Greig Smith was introducing modern surgery: for a 
few years he acted as his assistant, and when Greig Smith 
died at an unexpectedly early age his mantle descended 
on Swain, who wore it worthily for nearly a quarter of 
a century. 

Swain was originally from Hertfordshire, and he had 
a brilliant career as a student at the Westminster Has- 
pital, where he gained an entrance scholarship in 1879, 
following this by winning the Chadwick Prize and the 
Bird Medal and Prize. He qualified in 1883, and after 
holding resident appointments at the Westminster he 
graduated M.B. with honours in 1885. Two years later 
he proceeded M.D. In 1887 he came to the Bristol 
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Royal Infirmary as house-surgeon and senior resident 
officer. Some of his higher qualifications—the F.R.C.S. 
in 1889 and the M.S. ‘in 1890—were gained while he 
was in residence in Bristol. When a vacancy occurred 
in 1892 for an assistant surgeon he was the outstanding 
candidate and was elected to the post. 

Professor J. A. Nixon writes : At the time of Greig 
Smith’s death in 1897 Swain had made a reputation 
as a sound hard-working surgeon who never spared 
himself in working for his patients in private or in 
hospital alike. Although he travelled countless miles 
by train and carriage in the south-west of England, 
consulting and operating, 
he never.allowed private 
calls to interfere with his 
hospital duties. He suc- 
ceeded Greig Smith as 
professor of surgery in 
University College, Bristol, 
in 1897, holding a dual 
office with Charles Mor- 
ton, a surgeon from the 
Bristol General Hospital. 
Although there was ridicu- 
lous rivalry at that time 
between the Royal In- 
firmary and the General 
Hospital, Swain and Mor- 
ton worked harmoniously 
together. One of Swain’'s 
great assets was his indisposition to quarrel, 
he was a man of strong 





Yet 
personality and firmly held 
opinions, and he usually got his way without brawling. 


He lived in difficult times. He saw his own path 
clearly. He practised throughout his career as a pure 
consulting surgeon, and, like many another first-class 
Surgeon, he was a very good physician. But he happened 
to be on the Infirmary staff at a time when specialism 
began to appear. Richardson Cross was already estab- 
lished as an ophthalmic Surgeon and was above any 
Opposition. P. Watson Williams, an assistant physician, 
and Walter Swayne, an obstetrician, were both on the 
Infirmary staff. The former became a disciple of Sir 
Felix Semon and presently began to practise as a nose 
and throat surgeon. This met with Opposition from 
some of the surgeons, who did not see how a physician 
could be allowed to perform operations, Walter Swayne 
met with similar opposition when he began performing 
abdominal operations for gynaecological conditions. 

Many bitter disputes raged in the faculty meetings 
of the Infirmary. The older surgeons felt it intolerable 
that their fields of surgery should be invaded. They 
were, however, at a disadvantage. The senior surgeons. 
had neither university degrees nor the F.R.CS, They 
were, without exception, engaged in general practice. 
The younger ones, Swain and Carwardine, were gradu- 
ates of London University and both F.R.C.S. of England. 
James Swain, without talk, quietly encouraged both the 
rising specialists. He took a very definite side in the 
matter and did not waste time in arguing. It was evi- 
dent that if he supported Watson Williams and Swayne 
Opposition would fail. It failed in the main because 
of the wisdom with which James Swain held his tongue. 
He sympathized with the new development and realized 
that it was coming to stay. It came all the quicker 
because- of his solid support. 

In 1909 Swain was elected president of the Bristol 
Medico-Chirurgical Society and in the same year became- 
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yrofessor of surgery in the newly chartered University 
yf Bristol. Besides being the author of numerous papers 
m surgical subjects in this and other journals, he 
yas associate editor of the Bristol Medico-Chirurgical 
lournal from 1897 to 1924 and editor of the sixth 
‘dition of Greig Smith’s Abdominal Surgery. When 
he 1914 war broke out he was appointed consulting 
surgeon to the Southern Command, with the rank of 
lieutenant-colonel, R.A.M.C. During the whole war 
he travelled extensively on his visits to military patients 
in the south-west of England. He was mentioned in 
dispatches and awarded the C.B. (military), together with 
the rank of colonel, A.M.S. Between 1917 and 1919 
he paid several visits to the Armies in France and 
Flanders, and was a member of the Inter-Allied Congress 
on Treatment of Wounds in War held in Paris. These 
services overseas were recognized by the award of the 
CBE. (military) in 1919. 

He retired from the chair of surgery in 1920 and from 
his Infirmary post in 1922, being made emeritus pro- 
fessor of surgery and honorary consulting surgeon to 
the Bristol Royal Infirmary. He retired at once from 
private practice and in 1924 went to live at Easton-in- 
Gordano in Somerset. Swain knew how to relax, and, 
while not devoted to hobbies, had many interests. He 
loved foreign travel, especially in Switzerland, and for 
many years took part in Gilbert and Sullivan operas in 
the Clifton Operatic Society. His rendering of the 
major-general in the Pirates of Penzance survived as a 
memory for a long time. He was made a J.P. for the 
county in 1929, and sat for many years as a magistrate 
at the Long Ashton court. In 1899 he married Hilda, 
daughter of Dr. A. J. Harrison, of the Bristol General 
Hospital. She survives him with a son and daughter, 
to whom we offer our deep sympathy. 


W. E. BARNIE-ADSHEAD, F.R.CS., F.R.COG. 


Mr. W. E. Barnie-Adshead, the well-known Birmingham 
gynaecological surgeon, died in the Birmingham General 
Hospital on January 26 at the early age of 49. 
William Ewart Barnie-Adshead was the son of Alder- 
man P. W. Adshead, twice mayor of Dudley. He was 
a student at Birmingham University, graduating B.Sc. 
in 1920 and M.B., Ch.B. in 1923. He played a very 
active part in reviving athletic and social activities at 
the university after the first world war, and he was 
president of the University Medical Students’ Society. 
He was outstandingly good at games: he captained the 
cricket, Association football, and tennis teams of the 
university, and played cricket for Worcestershire and 
football for Aston Villa, the Corinthians, and England. 
_ After qualification he held a number of resident appoint- 
ments at the Queen's, Women’s, and General Hospitals 
in Birmingham, and then came to London to continue 
his postgraduate studies. He became a Fellow of the 
Royal College of Surgeons of England and of Edin- 
burgh in 1926, the year he was appointed assistant 
gynaecological and obstetric surgeon at the Queen’s 
Hospital, Birmingham. In 1929 he joined the staff of 
the Women’s Hospital, and eventually succeeded Mr. 
Lewis Graham in 1934 as head of his department. In 
1938 he was elected a Fellow of the Royal College of 
Obstetricians and Gynaecologists, of which he was later 
a member of council. He was a lecturer and examiner 
in the University of Birmingham, and assistant to the 
professor of gynaecology and obstetrics. For a number 
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of years he served on the Medical Students and Newly 
Qualified Practitioners Subcommittee of the Organiza- 
tion Committee of the B.M.A., and from 1930-1 
he was joint honorary secretary of the Birmingham 
Branch, After the last war he was mainly responsible 
for reviving the Midland Obstetrical Society, of which 
he was president in 1938-9. 


Professor Hilda N. Lloyd, P.R.C.O.G., writes: Barnie- 
Adshead has gone into the shadows, and it is difficult 
to realize that we shall see no more that lovable 
debonair figure and hear no more his delightful lisp 
He was a typical English gentleman, a sportsman, and 
the most loyal of friends. 
Adshead had a flair for 
ball games, and as time 
went on he turned to golf 
as a medium to chasten 
the aspiring talents of his 
younger colleagues. Into 
his everyday professional 
life he carried the same 


spirit of sportsmanship 
and skill. He loved his 
work and valued his 


leisure. His courage never 
failed him, and in the twi- 
light hours of his rela- 
tively short life he showed | 
us all how suffering can be | | Eas 
a mirror to reflect the stead- | Whitlock, Birmingham 
fast faith that is in such a 

man. During the time I had the honour of his friend- 
ship I have never known him speak ill of anyone—his 
friendly, genial soul called all men friends. Of his pro- 
fessional skill there is no need to write: he was a real 
surgeon in all the meaning of that honourable title 
He was a natural leader of men, and but for the slight 
impediment in his speech, about which he was perhaps 
too sensitive, he would have made his mark in public 
life. He was probably never aware of the great affec- 
tion his students had for him. His family life was 
intensely happy, as would be expected of such a man. 
His two sons will carry with them into the future the 
abiding memory of a father upon whom to mould them- 
selves. To his wife our hearts go out in her loneliness, 
and we pray that strength may be given to her in her 
need. 

Dr. James F. Brailsford writes: With the passing of 
Barnie-Adshead Birmingham has lost its most popular 
citizen. All will mourn the loss of a great- doctor, 
friend, and sportsman at an early age. His charm 
with his patients, his friends, and his colleagues wat 
outstanding. Perhaps it was because of his perfect 
natural physical abilities that he was above all the 
misfortunes of ambition. The affection of his patients, 
his successes in his surgery, came as naturally as in his 
sport—for he was a first-class sportsman in football: 
cricket, golf, and tennis. His counsel was at all times 
thoughtful and free from all bias, and his happy outlook 
brought good-fellowship where there might have beep 
estrangement. His memory will always be cherished 
by those fortunate enough to be associated with him. 
particularly those of us who were his fellow students 
and shared his confidence. In the prime of his life his 
astounding courage in facing recent evidence of the 
inevitable will always be an inspiration. 
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? C. O. STALLYBRASS, M.D., D.P.H. 
Dr. C. O. Stallybrass, until 1948 deputy medical officer 
of health of the city and port of Liverpool, died at 
the Clatterbridge Hospital, Cheshire, on January 28, 
aged 69, 
Clare Oswald Stallybrass was born in Wallasey, the 
son of the Rev. W. C, Stallybrass, and was educated 
at Birkenhead School and the University of Liverpool. 


4 He qualified in 1905, and graduated M.B., B.S. at Lon-. 


don University two years later. After serving as house- 
“Surgeon and house-physician at the Liverpool Royal 
"Infirmary, he occupied a resident post at the Maternity 
Hospital, where in 1907 he established a medical clinic 
‘for infants on their discharge. Early on in his career 
he began to display an interest in preventive medicine 
‘which was to prove the predominating enthusiasm of his 
life: this showed itself when he accepted a post at the 
Parkhill Fever Hospital in 1908 and was appointed 
_ assistant medical officer in the Liverpool port medical 
service in 1909. He proceeded M.D. in State Medicine 
His career in Liverpool was 
interrupted during the 1914-18 war, when he served in 


the R.A.M.C. For distinguished service to the Serbian: 


Army during a severe epidemic of typhus in that 
country he was awarded the Order of St. Sava. Return- 
ing to England at the end of the war, Stallybrass was 


. : Appointed, in 1919, an assistant medical officer of health 
2 tithe Liverpool public health department, and he then 


‘Degan his long career of service to the city which was 
destined to last for more than 36 years, 


We are indebted to Professor W. M. Frazer for the 
„following account of Dr. Stallybrass’s work in Liverpool: 
For a considerable time Stallybrass shared a room at the 
„Municipal offices with Dr. A. A. Mussen and the late 
Dr. W. Hanna, These three, under Professor E. W. 


_.. Hope, who died a few months ago, formed a very strong 
-< team, and it is to their devoted work that we owe the 
immense progress in communal medicine which took 


“place during the next few years in Liverpool. Stallybrass 

„Was the epidemiologist of the team. His nascent interest 
-in this subject was no doubt stimulated by his experiences 
ooduring the war, and he had an unrivalled field to work 


: x ‘in at Liverpool, with its slums, docks, and casual labour. 
o Early in the ‘twenties he began the practice of immun- 


-izing children against diphtheria, and achieved some 
_ Success with the immature antigens then at his disposal. 


-His work in Liverpool formed the basis of practical 
~ experience for his Principles of Epidemiology, published 
oci 1931.. This was an important book. 


z p It was the first 
‘systematic treatise on epidemiology written in this 
country, and its publication established Stallybrass’s 


< Féputation as an international authority on this subject. 


~ He collaborated with Hope (and later with the present 


writer) in the production of a Textbook of Public 


“Health, which has passed through many editions, and 
with Hope and Hanna in the compilation of Industrial 
Aygiene and Medicine. 

In 1933, after the retirement of Dr, Hanna, Stallybrass 
was appointed deputy medical officer of health of the 
city and port of Liverpool. The Local Government Act, 

c 1929,had transferred the boards of guardians’ hospitals to 
-the major local authorities, and Liverpool’s share brought 
„its total of hospitals and institutions up to 19, compris- 
ing nearly 10,000 beds. During the ‘thirties Stally- 
‘brass’s activities were concentrated u pon the administra- 
“tion of this hospital system, and it was then that he per- 
formed his most useful official work: the great ability 








and enthusiasm which he always brought to bear upon 
his public health duties were devoted to the improve- 
ment of the Liverpool hospitals and their associated ser- 
vices. In this work he was helped by his many contacts 
among the medical profession of Liverpool and by the 
great esteem and affection in which he was held by all 
classes of the community. The success of his labours 
was clearly shown between 1939 and 1945 in the great 
part played by the Liverpool hospitals in the war effort. 

Stallybrass’s interests were very wide, and he could 
{and often did) discourse upon archaeology, geology, 
astronomy, philately, mountaineering, psychology, music, 
and many other topics. He had an immense love of. 
and concern for humanity. More than most men he 
might justifiably have echoed the saying of Terence— 
Homo sum ; humani nihil a me alienum puto. During 
the many years of his interesting life in Liverpool, filled 
with every diverse kind of intellectual pursuit, he became 
a member, or treasurer, or president, at one time or 
another of most of the city’s learned societies. His 
interest in them, once gained, never flagged. His abiding 
interest, for more than 40 years, was in the Liverpool 
Medical Institution, of which he was president in 1935, 
and in the many activities, both central and local, of the 
British Medical Association, in which he held many 
offices, including that of Representative of his Division 
at many Annual Meetings.. He was a member of the 
Public Health Committee and of the committee which 
drew up the Charter for Health, and at the Annual Meet- 
ing of the Association last year he was president of the 
Section of Geriatrics. At this same Meeting he was 
selected to give the public lecture, and he chose as his 
subject “Epidemics Old and New” (reported in the 
Journal of July 29, 1950). In this he paid a moving 
tribute to those who in the past had fought to reduce 
the ravages of epidemic disease, and finished with a 
Stirring appeal for an all-out attack on tuberculosis. 
For many years a member of the Society of Medical 
Officers of Health, he was an ex-president of the North- 
western Branch. Apart from his books, his literary 
output, on a wide range of public health subjects, was 
very large. Articles, papers, and letters of high quality 
came frequently throughout the year from his untiring 
pen. Many were published in this Journal: the last was 
a letter on the subject of tuberculosis which appeared 
only five weeks ago. 

Stallybrass was senior lecturer in public health 
administration at the University of Liverpool for many 
years, and his great knowledge and experience, joined 
to his power of exposition, made him a fascinating 
teacher of students. In 1950 the university conferred 
upon him the honorary degree of Doctor of Medicine. 
After his retirement from the service of the corpora- 
tion in 1948 he undertook a revision of his Principles of 
Epidemiology, played å large part in the founding of . 
the Merseyside Marriage Guidance Council, and became 
chairman of the Liverpool Children’s Hospital Manage- 
ment Committee. Life and humanity still interested 
him even up to the day of his death. 

As the writer has reason to know, Stallybrass was a 
most loyal colleague and friend. The one or two dis- 
appointments which he experienced in his career did 
not embitter him or affect the equanimity of his constant 
spirit. He possessed his own deeply rooted conceptions 
of his duty to his fellow men, and within the wide scope 
of his opportunities did his best to serve them... The 
public health service of this country has seldom in its 
long history possessed a member who brought to it so` 











Fes. 10, 1951 


OBITUARY 











“much constancy and loyalty and such a measure of 


~~ devotion and ability as did C. O. Stallybrass. 


He married Irene Stallybrass (Wetherhead), the widow 
of his brother, and there were two sons of the marriage. 
His was an especially happy family life. 


R. J. BLACKHAM, C.B., C.M.G., C.LE., D.S.O., M.D. 


Major-General R. J. Blackham, for many years the only 
representative of the medical profession on the Court 
of Common Council of the Corporation of London, 
died on January 23 at his home in Sussex, aged 82. 

Robert James Blackham was born in Belfast in 1868, 

the son of Dr. W. S. Blackham. He studied medicine 
at Dublin, qualifying in 1892. Three years later he 
joined the Army Medical Staff, and served with the 
Tirah Field Force in 1897-8, and also with the Khyber 
Brigade. He was on plague duty in the Punjab during 
the first year or two of this century. In these early 
years he continued to extend his knowledge in many 
directions. He joined the Middle Temple in 1903, and 
passed the Bar Final Examination some years later 
without attending a lecture. - In 1905 he took the 
<- D.P.H. He was keen on ambulance werk, and 
travelled and lectured for the St. John Ambulance 
Brigade, of which in later years he became assistant 
commissioner. He was close at hand and gave first-aid 
when the Viceroy of India (Lord Hardinge) -was seri- 
ously injured in Delhi by the explosion of a bomb, 
and from 1912 to 1914 he was on the staff of the 
. Viceroy. He was awarded the Kaisar-i-Hind medal in 
1911 and appointed C.LE. in 1913. 
During the first world war Blackham served first as 
D.A.D.MS. to the 33rd Division, but later, in France, 
as A.D.M:S. to the'23rd Division. He was promoted 
colonel, mentioned five times in dispatches, and, in 1917, 
<o awarded the D.S.O. Towards the end of the war he 

-became D.D.MS. of the 11th Corps. He was created 
C.M.G. in 1918 and C.B. a year later. Besides being 
awarded the French Croix de Guerre with palms and 
star, he was also made a Chevalier of the Legion of 
Honour. During “the troubles” in Ireland he was 
A.D.M.S. of the Dublin district. Despite his very active 
military life Blackham found time to improve his: pro- 
fessional qualifications, for he became F.R.F.P.S.Glas. 
in 1914, M.R.C.PEd. in 1916, and he proceeded 
M.D. N.U.I. in 1918. 

On his retirement from the Army in 1923 Blackham 
settled in the Temple and practised in the chambers of 


Mr. Travers Humphreys (later Mr. Justice Humphreys), ~ 


who was at that time senior Treasury counsel at the 
Central Criminal Court. In 1925 he was elected to the 
_ Court of Common Council of the Corporation of 
~ London, and in 1927 he became clerk of the Worship- 
ful Company of Glaziers and Painters of Glass. For 
‘his very valuable services to the company he was 
elected an honorary assistant in 1949. He was also a 
liveryman of the Apothecaries’ and Needlemakers’ com- 
panies, and a Knight of Grace and Member of Chapter 
General of the Order of St. John of Jerusalem. He 
served on the Court of Common Council for 25 years, 
and was Under-sheriff of the City of London in 1935-6. 
Among his numerous duties was that of commandant of 
the City of London police reserve. During the second 
world war Blackham served the Army once again, this 
time on the Medical Personnel Priority Committee, and 
was promoted major-general in 1941. 

Few men could have had wider interests or taken 


such an active and important part in diverse affairs. = Gabriel's Hill, 














































Blackham was the honorary convener for many yea 

of the annual professional nurses’ and midwives’ confer- 
ence, and he served on the council of the Royal Ins 
tute of Public Health. He wrote many books, including 
textbooks which were translated into Indian dialects. 
Incomparable India was published i in 1933, and Womai 
in Honour and Dishonour in 1936. In a recent issue of 
the Army Medical Services Magazine there was a note 
about Major-General Blackham’s work for the Worship- 
ful Company of Glaziers and Painters of Glass. tt 
ended with these words: “The Royal Army Medical 
Corps should be proud of the record of this distingi 
and gallant officer, who has been ‘as successful 
civilian career as he has been in the Corps.” 


Dr. B. T. Parsons-Smith writes: All who. were 
nate enough to know him will have been gri 
hear of the death of Robert Blackham, and hi ob 
notices have testified to the very warm regard in 
he was held, not only by his professional colleagu 
but also by his numerous non-medical friends: “As one 
who has valued his friendship for upwards of 30 yea 
I now pay a very affectionate tributé to his memor 
In addition to his attractive personality, Blackham was 
a man whose long and distinguished career was charac 
terized by his kindly nature, his enthusiastic approac! 
and his unfailing sincerity. Having had a lengthy period 
of public service in this country and abroad, Blackham _ 
acquired a fund of experiences to which he attached 
practical value and of which his numerous publications a 
afford a permanent record. His most noteworthy quality 
was his high sense of duty, and, whether it was in the 
Army, in his civil appointments, in Freemasonry, or 
other of the various important offices which he ‘filled, 
his capacity for leadership and -his administrative skill 
proved to be of outstanding value. Blackham’s legal 
training added materially to the scope of his personal — 
judgment and to his genéral outlook on affairs. In- 
conversation he was dignified, impressive, and unham- 
pered by convention; he was skilled in the art of- 
discrimination, he expressed his opinions with a 
sincerity which made it difficult for his opponents t 0 
take offence, his advice was founded on sound con 
tions, and he achieved a high reputation as a fluent and 
convincing speaker.. He wrote prolifically in his sp 
time ; and, while his health permitted, he seldom miss 
his week-end golf, to which he was devoted. In: his 
latter years he found comfort and relaxation in his home 
life and the numerous attractions of his garden and 
farm in Sussex, together with regular changes to warm: 
climates during the winter months. It is hard to realize 
that Blackham will be seen among us no more, but the 
man, his kindly nature, his wisdom, and his unfailing 
smile will survive in the minds of all those whose pri 
lege it was to know and love him. To his devoted: w 
in her great grief, the sympathy of all his many grat 
friends and former colleagues is extended. 


C. P. OLIVER, C.B., C.M.G. MD. 
Dr. C. P, Oliver, honorary physician to the King from 
1913 to 1924, died at Maidstone on January 28, aged 
Charles Pye Oliver was born in 1861 at Hadlow. His 
father was a doctor who, like his son, was also: well 
known in Maidstone, holding the office of mayor for 
a term. Charles Oliver studied. medicine at Charing 
Cross and University College Hospitals, qualifying. in 
1885. He graduated M.B. in 1888, and proceeded M. 
in 1892. On qualification he set up in pract 
Maidstone, and -soon develo 



























: England) i in 1 1896 and the: exainination in State 
E ‘medicine for the M. D. degree in 1903. In 1899 he was 





appointed medical officer of health for Maidstone, a 


“post which he held for over 31. years. In addition to 
his general practice and public health duties he worked 
hard for the West Kent Hospital for many years, becom- 
ing senior physician in 1921. In his early days he used 

“to visit patients on horseback. 

“+ Oliver had a long and distinguished career in volun- 

“tary military service. In 1887 he joined the Maidstone 

_ company of the Volunteer Medical Staff Corps, and was 

“placed in command of field medical units. He repre- 
sented the Maidstone Corps at Queen Victoria’s funeral. 
‘When the Territorial Army was formed and the decision 
was made that women with nursing experience should 
be. enrolled in Voluntary Aid Detachments, Oliver took 
zan active part in enrolling recruits and became con- 
troller of V.A.D.s for Kent. In 1912 he was appointed 

-A.D.MS., Home Counties Division (T.A.), with the 
rank of colonel.. He was a military member of the 

Territorial Army Association from its formation in 

< 4908. His appointment as honorary surgeon to the 

King in 1913 was in recognition of his valuable services 
in field-ambulance work. On the outbreak of the first 

_ world war his first duty was to superintend the com- 

_ pletion of the 2nd Eastern General Hospital at Brighton, 

which he had ready to function on August 23, 1914. 
-He served in France for a time, and was A.D.MS. of 

_- 67th Division. Later he was appointed A.D.MS. to 
the Southern Army, and, in 1918, to the 23rd Army 

: Corps. Three times mentioned in ee he was 
appointed C.M.G. in 1918. 

<- Many honours fell to Colonel Oliver on his return to 

wilian life. He was appointed a J.P. for Kent in 1920. 

om 1923-4 he was chairman of the Maidstone Divi- 

3 of the B.M-A., and he became president of the 

nt Branch in the following year. In 1927 he was 

ae pointed C.B., and four years later Deputy Lieutenant 
of the county of Kent. Recently he had lived quietly 
in retirement, though he still played an active part in 

some local affairs. His wife died in 1919. He is sur- 

¿yived by his four sons—one a doctor in Maidstone— 
and a daughter. 













‘Dro Guy WituraM Parry died in Newport on December 31, 
1950, at. the comparatively early age of 62, He studied 
: dicine-at St. Bartholomew's Hospital, qualifying in 1914. 

After a period as house-physician and house-surgeon at the 
Bristol General Hospital he joined the R.A.M.C, and served 
ith the Brigade of Guards in France, being awarded the 
M.C. Immediately after the war he acted as deputy com- 
missioner to the Ministry of Pensions. He went into prac- 
“tice in Abergavenny in 1926, in partnership with Dr. H. L. S. 
‘< Griffiths. He quickly established a very large country prac- 
“tice, and was on the staff of the Victoria Cottage Hospital. 
©: Besides being police surgeon, he was assistant county 
i surgeon and an honorary life member of the Order of 
“St--John of Jerusalem. A keen member of the B.M.A., 
was chairman of the Monmouthshire Division from 
< 1935-6 and a member of the Monmouth insurance and 
panel committees. After the establishment of the National 
ealth Service he was appointed a member of the local 
ecutive council and of the hospital management com- 
Dr. Parry was a man of many and varied interests 
sessed a charming personality and who was equally 




















a at one m captain of the Monmouthshire Golf Club. He 
and two married daughters}. T, R.-E. 


any society. He was a keen sportsman, and was © 





Medical Notes in Parliament 





Gifts to -Hospitals w 
Sir Jonn MEeELtor asked the Minister of Health on 


_February £ if he would identify thé powers by which he had 


instructed benefactors under covenant of voluntary hospitals 
to pay instalments to him; if he would publish a copy of 
his demand for such payment ; and if he would refrain from 
enforcing such claims in the courts. 

Mr. H. Marquano replied that the powers were contained 
in Section 7 of the National Health Service Act, 1946. He 
was advised that a person who executed a deed of covenant 
had himself no power to cancel it ; and he hoped, therefore. 
that action in the courts to enforce compliance would not 
become necessary. The letter read: 


Ref. A.G.D.5/Cov. 
Dear Sir, 

I have to communicate with you regarding the Deed. of 
Covenant under which you covenanted on the 
to contribute the sum of £ 
the above Hospital. 

Under the provisions of the National Health Service Act, 1946, 
the sums formerly payable under such a Deed ceased to be 
payable to the Hospital concerned and became payable to the 
Minister of Health to be credited, with other hospital endow- 
ments, to the Hospital Endowments Fund, a fund set up under 
the Act. 

The income from the Fund {including payments made unde: 
Covenanis) is distributed to regional hospital boards and hospita! 
management committees to be used by them as they think fit 
on hospital services such as, for example, the provision of ameni- 
ties for patients and staff, or for medical and other research., 
beyond the provision made by the State. 

In these circumstances 1 have to ask that you will be good 
enough to arrange for payments under the Deed. entered into 
by you to be remitted annually to the Secretary, Ministry of 
Health, Whitehall, Londen, S.W.1, quoting the above reference 


for seven years-to 


number. Any payments which may have been made to the 
hospital since July 5, 1948, have already been credited to the 
Fund. 


The remittances (whether made directly to this office or by 
means of a Banker’s Order} should be made payable to the 
“ Minister of Health Hospital Endowments Fund” and crossed 
“ Bank of England.” . 


Smalipox 


On January 31 Mr. P. WELLS asked the Minister of Health 
(1) whether the nurses who volunteered to nurse at Beven- 
dean Hospital during the smallpox outbreak at Brighton 
were vaccinated before they took up their duties; (2) on 
what date the staff of nurses, domestic workers, and others 
employed at Bevendean Hospital were vaccinated after the 
discovery of smallpox in the hospital; (3) how far the 
patients in Bevendean Hospital at the time of the discovery 
of smallpox in the hospital were sent home or to another 
hospital, 

Mr. H. Marquanp replied that no patients. were seni 
home, but two who developed smallpox were sent to-another 
hospital. The presence of smallpox in Bevendean was con- 
firmed on December 28, and all staff employed there were 
vaccinated on that day or the next, except nine who were 
on leave and who were vaccinated on the 30th. 

Mr. S. P. Viant asked whether the Minister was aware 
that the removal of sufferers from smallpox from Bevendean 
Hospital to Dartford in very severe weather, with condi- 
tions of snow and ice, increased the risk of a fatal result, 
and what precautions would be taken to safeguard smallpox 
patients from such risk; which smallpox patients were 
nursed at Bevendean Infectious Diseases Hospital ; why they 
were not sent to one of the other two isolation hospitals 
set apart for smallpox cases; whether there were patients 
suffering from. other infectious diseases in Bevendean Hos 
pital at the same time that smallpox cases were nursed 
there, after the. outbreak was: discovered ; whether. all the 
patients and staff at Bevendean Hospital were vaccinated as 
soon as smallpox was. discovered there -on December 28. 
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‘and on what dates the patients and staff at this hospital 
~ were vaccinated. 
Mr. MARQUAND said that four persons suffering from 
“smallpox were nursed at Bevendean. Two were transferred 
as soon aà the diagnosis was made, two died before this was 
possible. Patients suffering from other infectious diseases 
were nursed there when the outbreak occurred ; all were 
vaccinated on December 28 or 29, together with the staff, 
apart from nine staff on leave who were vaccinated on the 

30th. There was no evidence that removal to Dartford 
“gaused any ill effects, but when the weather deteriorated 
“a local hospital was also brought into use to avoid the 
-= tonger journey. 


Kingston Hospital Dispute 


Mr. C. W. Brack on January 30 raised the case of the 
Kingston and Malden Victoria Hospital. The proposals had 
been. criticized strongly on many sides, and he hoped the 
Minister would agree to set up an independent inquiry, or at 
Jeast not to close his mind on the issue, until a public petition 
was presented in the House. 

Sir IAN Fraser said the situation was paralleled in 
Morecambe, where the Victoria Hospital was in the same 
plight. In 20 or 30 other towns the same situation existed, 
Mr. Frep Messer said that if the Minister conceded this 
he would have trouble from one end of the country to the 

. other. 
Mr. H. M&Rrquanp said the proposals of the regional board 
bad not been drafted by the Labour Party. It was clear 
“that a general problem was involved. The House had agreed 
on a National Health Service and on its regional organiza- 
tion, For that purpose regional boards were established 
to plan the hospital services so that in any region all 
specialties might be co-ordinated and provided in the most 
suitable way. Such reorganization was bound to affect some 
-gmatler hospitals. In every scheme such hospitals had to 
give up some specialties and become units for one specialty 
- only,in order that one adequate unit might be available in 
every committee group. Consequently the functions of this 
particular hospital had to be changed. He was sure that the 
hoard did not make the change in any spirit of feeling that 

a general-practitioner hospital was undesirable. The regional 
board did not think that, the Ministry of Health did not 

think it, and his advisers did not think it. There was no 
-o animus against a general-practitioner hospital as such, In 
Kingston the regional board had found an outstanding need 
© for a first-class gynaecological unit. The list of 300 women 
o Ton the waiting-list could not be cut down until the scattered 

gynaecological facilities were centralized and improved. 

In the area of the Kingston group there would be 226 
beds under the new scheme compared with 203 at the 
moment, 102 maternity beds compared with 81, and 41 
gynaecological beds compared with 37, Apart from the 
increase in beds there would be an increase in facilities. 
There could be no advantage in further inquiry. The 
Ministry. knew all the facts and had to take action on them. 
Nevertheless, if Members liked to bring a deputation to meet 
him he would gladly explain the scheme more fully. 
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UNIVERSITY OF LONDON 


A course of two Special University Lectures will be delivered by 
Mr. S. R. M. Reynolds, PhD., Sc.D., of the Department of 
Embryology, Carnegie Institute of Washington, at St. Mary’s 
Hospital Medical School (Wright-Fleming Institute Lecture 
Theatre), Paddington, London, W., on Wednesday and Thursday, 
February 14 and 15, at 5.30. p.m, His. subject is “ Uterine 
Accommodation of the Products. of Conception.” The lectures 
are addressed to students of the University and to others interested 


-~in the subject. Admission is free, without ticket. 
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Vital Statistics 





Influenza 


Influenza continues to be prevalent in the country f 
whole, and the evidence is clear that it is due to virus. 
prime. In many areas attacked earlier the incidence’ is on 
the wane. In others, more. newly attacked, it may no 
have reached the peak. The disease remains mild in type, 
and there is no indication that the experience of 1918- 
will be repeated. 

In England,and Wales during the week ending January 2 
there was an increase in the number of deaths: from 
influenza in the great towns, but the rate of incremen! 
remained low and was less than that for the precedin 
week. The death rate decreased in the Northern and North- 
western regions, though the latter still remained at 
head of the list. Death rates increased in the North-midlan 


Midland, Eastern, and South-western regions and Wale 


and London and South-eastern areas, In the South 
region there was a very slight fall, The rate per million. 
of influenza deaths for England and Wales increased’ from 
54 to 59.7. : 
Influenza deaths were mainly in the elderly, ore 
than 86% were over the age of 55 years. The number 
of pneumonia notifications increased in England and Wales 
and in the great towns, but the number of deaths decreased 
in the great towns. In London there was no significar 
change in the statistics of removals to hospital for influenz 
pneumonia, and bronchitis in the week ending February 3. 
Influenza is said to be prevalent in Yugoslavia—virus. 
Influenza reported from Israel appears to be due to virus A 
prime. There is some influenza in Japan, but the type h 
not yet been identified. f 
The returns of deaths from influenza in the large town 
for the week ending January 27 show that the mortality 
is declining in the areas where the outbreak first started 
but still rising in other areas. During the week the-larges 
rise was in the Midland region, where the deaths numbe 
213 compared with 108 in the preceding week. 
The geographical distribution of influenza deaths 
reflected in the incidence of general sickness. The 
claims to sickness benefit under the National Insuran 
for the first four weeks of this year were as follows: 






































New Claims to Sickness Benefit (in Hundreds) 





Region 
perenne 
Northern. ay 
East and West Ridin 
North-West .. oe 
North-Midland 
Midland. 

East ate ms 
London and Middlesex 
Remainder of S.E. 
South 
South-West 
Wales 


3,747 
416 


England and Wales 





Scotland 





In the great towns the following cases of and de 
from pneumonia, and deaths from influenza, have 
reported: 
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Pneumonia: < : ; 
Cases 956. | 1,300 | 1,453 1, 
Deaths 770 982 | 843.) 


Influenza: 
Deaths. - 
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T 1950 > | 1951 
i i | 
| | 2,174 | 5,413 
: | 1,137 | 3,389 
Anfluenza: ` i | 
Death 19 185 | 
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<The following Table shows notifications of pneumonia— 
ni primary and influenzal—in acini and Wales: 





ean (iia | 23 23/12 30/12. 6/1 | 13/1 | 20/1 | 27/1 
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684 |647 |962 1,774 ie ea 5,572 
890 | 902 
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w The deaths ‘cannot be related to the cases in these 
S Tables. 
Regional totals of influenza deaths in the great towns in 


i the week ending January 27 and rates per million (in ‘ 


parentheses) were: Northern 34 (27.4), East and West 
Ridings 115.(49.2), North-western 379 (104.9), North Mid- 
- land 76 (71.1), Midland 213 (92.7), Eastern 60 (79.8), London 
and South-eastern 216 (30.8), Southern 20 (76.8), South- 
western 74 (76.7), Wales 52 (78.4), all great towns 1,239 
(59. 7). : 
Influenza deaths in the great towns by age groups were: 
E under 1,025 1-15, 6; 15-25, 8; 25-35, 13; 35-45, 32; 
45-55, 90; 55-65, 202 ; 65-75, 402; 75 and over, 484; all 
"ages, 1,239. 
<o The following Table shows the great towns with the largest 
numbers of influenza and pneumonia deaths for the week 
ending January 27: 




















= Deaths from 5 Deaths 
(a) (b) rom 
Influenza Pneumonia {a) and (6) 
19 14 33 
26 35 61 
19 H 30 
19 10 29 
25 il 36 
32 18 50 
61 55 116 
72 48 120 
18 10 28 
14 it 25 
34 21 55 
15 17 32 
54 36 90 
20 9 29 
40 8 48 
2 Ht Is 96 36 3 39 
wie Wolverhampton ao 102 26 6 32 
«Greater London... 3,015 255 | 238 493 
si 72 16 6 22 
* 239 41 32 72 
87 24 | 4 28 
204 15 9 24 
430 37 36 73 
+ 214 35 33 68 
290 59 34 93 
Poliomyelitis 


; in ‘the week ending January 27 notifications of polio- 
ae myelitis were as follows: paralytic, 20 (29); non-paralytic, 
7); total, 27 (36). Figures for the previous week are 
jp parentheses. Total notifications for the first four weeks 
“of the years named are as follows: 1947, 42; 1948, 198; 

1949, 106 ; 1950. 215; 1951, 148. The tendency for notifica- 
“ oftions- in the current year to be lower than those in the other 
/-post-epidemic years is being maintained. Sixteen counties 
_ notified one case only apiece, and two counties two each. 
= The remaining 7 cases were notified from. Kent. 


Week Ending January 27 


‘ tifications of infectious diseases in England and 
“Wales: -during the week included: scarlet fever 955, 
MOORES ORES 3023, diphtheria 48, measles 15,930, 












acute pneumonia. 3h, saute poliomyelitis 27, dysentery 
706, smallpox 2, paratyphoid fever 4, typhoid fever 4, In 
the great towns 1239 deaths were attributed to influenza. 


Infectious Diseases 


During the week. ending January. 20 the chief variations 
in the trends of infectious disedses in England and Wales 
were increases in the number of notifications of acuté pneu- 
monia 509, scarlet fever 157, and dysentery. 29, and decreases 
for measles. 2,679 and whooping-cough 169. The decline 
in the incidence of measles was general throughout. the 
country, and nine counties reported falls of 100 or more 
in the number of notifications, the chief exceptions to the 
falling trend being Yorkshire North Riding and Dorset; 
with rises of 78 and 61 respectively. With the exception 
of a fall of 93 in Lancashire the variations in the trends 
of whooping-cough were small. The notifications. of diph- 
theria increased by 12. The largest fluctuations in the 
trends of acute pneumonia were rises in Staffordshire 66, 
London 57; Warwickshire 51, Yorkshire West Riding 48, 
Glamorganshire 46, and a fall of 91 in Durham. The largest 
returns of acute poliomyelitis were Lancashire 6, Warwick- 
shire 3 (all in Birmingham C.B.), Middlesex 3, Gloucester- 
shire 3. . 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths from influenza) of certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported 
during the nine years 1942-50 are shown thus -------- 
the figures for 1951 thus Except for the curves 
showing notifications in 1951, the graphs were prepared at 
the Department of Medical Statistics and Epidemiology. 
London School of Hygiene and Tropical Medicine. 






ai 
oag Highest 1942-50 | 
90 


1951 


Da 


NUMBER OF DEATHS 


A u 


Lowest 1942-50 X 





wantin aat N aed 





16 20 24 28 32 36. 40 


0 4 8 Rr 
WEEKS 
PNEUMONIA 
500 
o 
4000 
S t 
t 
oO 
= 3000 i 
= i $ 
= 7951 Highest 1942-50-94 | 
2000 adj: 
` P Ve Ta, iF 
kaz Ng Namco tom, i f 
w " i t 
x Men j 
1006) Wer bd mi N v to : F. 
ON Nea ane a 
Lowest 1942-50 =n eae eal" 









Ft 


r 


x 


ot 


A 






























- f - va ` 


5 “a 
“4 š «fs aS 


Highest 1942-50 


‘ No 

-x Soy ae \ 

v -ni As S i ‘ 

ba head “fs 2 z 
w r $ "i Z ota Ma Í Augie 
2- x S- Koi * Y Ma 
= n ' wy 7 ` <i ` 
e AA SYN Ny sz Y oat 
ee Z 4 

- u on : , ‘ ‘ ` spt 

o be ‘ NS ae 

oe bh + pad 

D hiss ee ey t 

= : P Ig t 

` N 
Æ t „Lowest 1942-50 : 
ra d K i coaf 
soy Paai V no x 
> ca ans. ince ` 
< 1000F" K sf wpe’ St NE enter 
~ . me 


OF ‘CASES 


NUMBER 


: a p vsr TÀ 
u ; 

: z Ao 
> Natya mA 
rot ie ý V i \ 


Lowest 1942-50 
a ee 


Dysentéry” 


- , 


Tho! ‘high 
_ thelast 10 weeks. this! disease has- been at jhe highest- level 
“recorded during: recent years. The ‘largest returns during 
the third week of the year were; London 86.(Finsbury 16,- 
_ St. -Marylebone 10); Leicestershire 76 (Leicester , C.B. 59); ° 
` Yorkshire West Riding 71 (Kirkburton M.B. 14, Saddle- 
worth U.D. 10); Lancashire 61 (Oldham C.B. 19, Man-, 
chester C.B. 12); Staffordshire 57 (Lichfield, R.D.. 42); 
Middlesex 45 (Edmonton M.B. 12, Enfield U.D. “11)5 ‘Sussex “ 
42 (Brighton .C.B. 22; Eastbourne 'C.B.. 20) ; ’ Southampton 


x © VITAL STATISTICS l 





. . worth R.D. 10); Shronehie 23! “(Shransbary M.B: 14); 


Essex 20 (Ilford’M.B. 12); Warwickshire 17 (Birmingham ` 
C.B. 11); Suffolk 15; Cheshire: 15; ; Durhani 13% Glamorgan- 
p shire 12." 
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M E to- a siatemiéńt, issued by the “Ministry of Health, 
' deaths from tuberculosis have; decreased, sharply. Provisional 


_ | figures for the first six months of. 1980 show a-drop of 17.7% 


as compared with the samé-period in 1949, when there was a 
drop of, 5.6%. Deaths from. respiratory . tuberculosis fell 
by 1,671 (17. 4%), compared -with.247 (2.5%). The Ministry 


«+ ‘states that, though ‘the returns must ‘be interpreted’ with 
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incidence of” dysentery i is: ‘still maintained: For : 


n i . London’s Health .. 


caution, much of'the fall may be attributed to new methods «- 


“of treatment, while increased’ services havé also played a 
part. The number of new cases also declined.’ Provisional 
"figures for 1950 fell by 5% (respiratory cases.4%). For, 
_ several years past notifications of new cases had. béen increas- 

ing, and there"had_ been arise of 0. 5% of: respiratory cases 
in. 1949 over 1948.,. `» s 


S In the last‘six months of 1950, 761 new beds were pro- 


. ‘vided and 386 reopened, a total of 1,147. . Between the 
start of the Health Service” in July, 1948, and ‘June, 1950, | 
1,506 new beds were opened ‘and 897 reopened, a total’ of 
2,403. , Thus 3,550, extra [beds are ‘in, use, and more are 

promised. j ‘ 


fd 
y 


2 te Přovisional figures for 1950 issued “by Sir Allen Daley, . 


London ‘County Council Medical Officer of Health, indicate ‘~ 
“ that several records were broken. last year, for the infant- 
mortality, neonatal-mortality, and. maternalsmortality rates 
were lower than they. have evér been- befores These and- 
' some comparable figures are given inthe ‘table below. 


Vital Statisties ‘of London, 








4 i 
vt Figures for 1950 are provisional- 


1 





Beton the war ieee were cate 7, 500 cases sof diphtheria a. 
year and 250-deaths ; in 1950 there were just over 100 cases, 
, With three deaths. , Over 60% of infants under the age of 
5 are immunized, and at school ages the percentage reaches 
“75,. There were 60 deaths from. infantile diarrhoea—the . 
‘lowest number ever-recorded. The-incidence of whooping- 
cough was about average ; the mortality was low—30 deaths. 
There were 3 deaths from scarlet fever and streptococcal . 
sore throat, and 3 deaths from typhoid fever. i 
. The annual notifications- of cases of. tuberculosis fell ‘for 
. the first time since the-end of the last war (from 6,252’ to 
5 1725). The provisional death rate for- 950 is 0.39 per 1,000 
—a new low _record—compared with 0.52, ‘in 1949, ‘There ' 
_were 1,300 deaths. from tuberculosis in 1950.. = 
_ Fatal road, accidents caused 245: 'deaths.; in 1949 there 
were, a 231. ra 
EO 


Road “Accidents - 


The provisional figure of; ‘Toad casualties for Decembet, 
1950, was 15,569. There -were ‘355 deaths, as ‘compared with | 
_ 537 deaths-in December, 1949, and 683 in December, 1938. ~» 
The ‘Ministry of Transport considers that, the exceptionally ` 
, heavy snow in December probably reduced the number of? | 
casualties by keepirig people off ‘the roads. -Thé final’ figures - 
for ‘November, 1950, were:” 510 killed, 4,380 seriously 
injured, 13,128 slightly injured, total 18, 018. This is 3,235 
“more than in-.the corresponding month in 1949 arid the 
highest total for any. Noyember since the’ war. - The largest 


“ 40 (Bournemouth C.B: 32); Surrey 31 (Malden: and'Coombe ` relative increase in casualties ` over November, 1393; was s of 


MB, 14) jı Northamptonshire 28 (Kettering M.B. 10, Brig- 


motor-cyclists and their pasangen; ` 
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-_ 1951 k i , 1950 on 1942-50 En dA Wales” 

Di 4 Week Ending January 20 AGudeapondiag Week EEN Week - ' 

è @ -| 6 | © | ae] @ la] w | a _ (© | Highest | Median | Lowest ` 

Dipli 991 |. ` 478 . 14 , 
Dysènterý "2.0 0 .. ue ; 377 131 T2 
Fr z z ` 4 
' Encephalitis, acute = 
Deaths si ` ; 

’ Brysipelas .. 03. Eo o 

“Food-poisoning | F 


Deaths A 
- Measles* 
Meningococcal infection 
Deaths © a0 a’. 


. Pneumonia, influenzal sr Žu 


‘Poliomyelitis, acute: ae 
5 Paral zh ʻi 


Typhoid fever 
. Death .. 
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. Stillbirths, 
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, INFECTIOUS DISEASES .AND` VITAL STATISTICS oo ik : A : 
\'s pnnt below a summary of Infectious Diseases and Vital Statistics in the British. Isles for the week endin~ Ji- ‘uary 20. (No. 3). 


1 ‘res of notified cases are for: (a) d and W (London included) (b) London (edmumustrative- county) land orthern Ireland .- 
beef ton da and of drs recorded wer each dngn arg fer) Te 126 eat logta in Ea a i | 
trative county. ¢. fo] ncipal towns in t principal! towns in Northern 7 Ż 3 
"fox be > aash — denotes no cases; a blank Brae denotes disease not notifiable or,no return available (9) Thai pait a 


The voa is based on information supplied b 
tiralth and Local Government of Northern Irel 
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‘the Registrars-General of England and‘ Walesa, Scotland, Northern lan d Eire, Ministry of 
yand the Department of Health of Etre. os ` ° a me = 
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. Live births... 
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British Student Tuberculosis Fund 


A letter in the Journal (December 30, 1950, p. 1497) opened 
the campaign to collect £50.000 to create a 100-bed centre 
and residential college for the treatment of students who 
have tuberculosis. It is thought that about 250 students a 
year would benefit from the combination of medical treat- 
ment with study, and it is the intention to spend about 
£14,000 on books, laboratory equipment, and staff—a full- 
ume director of studies assisted by part-time tutors. The 
organizers point out that the centre will need only three 
nurses, whereas there are two nurses to every five patients 
in an ordinary sanatorium. The “ Sanatoriums des Etudiants 
de France,” on which the British scheme is to some eatent 
modelled, opened its first sanatorium in 1933 and now dis- 
poses of over 700 beds—a further 460 being provided by 
associated organizations—in various institutions in France 
and Occupied Germany Money is provided chiefly by 
local and national public authorities _ 

The British Fund is giving a concert on Friday. February 
16, at 7.30 p.m., in the Royal Albert Hall, when Abbey 
Simon, Margaretta Scoit, and the London Students’ 
Orchestra, conducted by Boyd Neel, will give a programme 
of works by Tchaikowsky, Berlioz, Schubert, and other 
composers. Full details and tickets may be obtained from 
the Hall and the usual agents. The office of the Fund 1s 
Room 309, Tavistock House South, Tavistock Square. W.C 1. 


Archives of the Middlesex Hospital 

After a lapse of nearly 35 years the Archives of the 
Middlesex Hospital has resumed publication. The Archives 
first appeared in 1903, for the publication of papers from 
the Cancer Research Laboratories. and in 1905 was expanded 
im scope to include general clinical material The first 
world war compelled the cessation of the Archives in 1916 
The new Archives will appear quarterly, under the editor- 
ship of Dr. Douglas McAlpine The first issue for January. 
1951, includes papers on chronic mastitis, aortography. 
atypical abdominal tuberculosis, toxoplasmosis, diagnosis 
and treatment of cervical disk lesions, and reconstitution 
of the vas after vasoligation. The introduction 1s by 
Mr. Victor Bonney. The Archives is published by Messrs 
E and S Livingstone. of Edinburgh, at a subscription of 
£2 2s. per annum 


French Medical Films 

Twenty-five years ago there must have been few men of 
suffictent vision to foresee some of the surgical procedures 
of to-day. Operations half as extensive as are now prac- 
used on heart, Jung, and brain would have been regarded 
by most as heroic or unjustifiable, possibly both. Such 
thought sprang naturally to mind at a showing of a 
series of sound and colour films presented by thes Centre 
International du Film Médical at the Institut Français du 
Royaume Unis in London on January 30. Patent Ductus 
Arteriosus, by Professeur de Vernejoul, takes the viewer 
through the operation in animated diagrams of a novel type 
The reflection of the muscular and aponeurotic layers is 
shown like the back drop of a stage being drawn up. The 
method, though bizarre, is clear and enhances the apprecia- 
tion of the subsequent photography of an actual operation 
in progress. Some shots of the patient before and after 
the operation would have increased the value of the film 
to a gencral, as opposed to a specialized, medical audience 
The same criticism applies to the film shown on Glosso- 
Pharyngo-Laryngectomy, by Professeur Portmann, of the 
Académie de Médecine, and on Prefrontal Leucotomy, by 
Professeurs Wertheimer and Dechaume, of, Lyons. Both 
these films are clear expositions of the operation. Another 
interesting ‘film shown was by Professeur Santy on’ splen- 
ectomy and portal-renal anastomosis in the Surgical Treat- 


ment of Portal Hypertenstons. The remaining film was 
entitled Functional Liberation of the Lung, by Drs. Warnery 
and Metras, of the Sanatorium du Petit Arbots. In this 
some of the x-ray photographs demonstrating the effect of 
the operation are difficult to interpret, but the steps of the 
operation are eacellently filmed. 

The colour and photography in all these films are good 
The films are technically interesting and valuable. The 
almost casual manner in which the routine dusting of the 
operation field with sulphonamide and penicillin powder 
was done seemed a significant reminder of how these dis- 
coveries have made such surgery safe for the patient 


Leverhulme Research Fellowships 


Application is invited for Leverhulme .fellowships and’ 
grants in aid of research. They are intended for senior 
workers prevented by routine duties or pressure of other 
work from carrying out research. They are limited to 
British-born subjects normally resydent in the United King- 
dom; in exceptional circumstances the trustees may waive 
the condition as to residence. The trustees will also consider 
applications from groups of workers engaged on co-operative 
programmes of research, particularly from those engaged on 
long-term programmes. The duration of the awards will not 
normally extend over more than two years or less than 
three months, and the amount will depend on the nature of 
the research and the circumstances of the applicant Forms 
of application may be obtained from the secretary, Lord 
Haden-Guest, Leverhulme Research Fellowships, 3-5, Salis- 
bury Square. London, E.C 4. Applications must be received 
on or before March 1. Awards will be announced in July 
and will date from September Í, 1951 


Elliston Scholarships 

The London School of Hygiene is offering two special 
scholarships for the 1951 course for the Diploma in Public 
Health. See the letter on page 302, and our advertise- 
ment columns, 


Montana Hall for Sale 


Montana Hall, the Briush-built, British-staffed, eighty-bec 
modern tuberculosis clinic for British patients in Switzerland. 
is up for sale because it is no longer getting patients from 
Britain in sufficient number. It is said that the running cost 
per patient is in the region of £2 a day when the hospital is 
full, and, since the National Health Service has no legal 
right to send tuberculous patients there, only those paying 
their own fees have made use of the facilities 


In Brief 

At the annual general meeting of the British Association 
of Otolaryngologists on December 1, Mr. V E Negus was 
elected president, Professor F. C Ormerod vice-president 
Mr. F C, W. Capps secretary, and Mr W A. Mill treasurer 
for the season 1950-1 


, 


COMING EVENTS 
Medical Jargon 


The next meeting of thẹ Medical Section of the Library 
Association will take place at 1}. Chandos Street, London 
W.1, on Friday, February 16, at 7 pm., when Dr. W. R. 
Bett will speak on “Problems of Medical Language and 
Jargon ™ The meeting is open to all, 


Thirteenth British Congress of Obstetrics and Gynaecology 


The Congress will be held at Leeds, Yorkshire, on July 
8-11, 1952. The subjects for discussion are abnormal uterine 
action in labour, stress incontinence of urine, the place of 
the paediatrician in a maternity unit, and genital tubercu- 
losis in the female. All communications relating to this 
congress should be addressed to the secretary, Mr B L 
Jeaffreson, 32, Park Square, Leeds, 1. 


‘ 


s 
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i Cash Prize Award Contest 


The National Gastroenterological Association will award 

- $100 and a certificate of merit in September for the best 
unpublished contribution on gastro-enterology or allied sub- 
jects. ‘All entries for the 1951 prize should be limited to 
5,000 words, be typewritten in English, prepared in manu- 
script form, submitted in five copies accompanied by an 
entry letter, and must’ be received not later than June 1. 
° Contestants residing in the United States must be members 
of the American Medical Association. Those residing in 
foreign countries must be members of a similar organization 
in their own country. The decision of the judges will be 
final, and the association reserves the exclusive right of 
publishing the winning contribution, and those -receiving 
certificates of merit, in its official publication, The Review 
of Gastroenterology. Entries should be addressed to the 
National Gastroenterological Association, 1819, Broadway, 
New York, 23, N.Y. 


Medical Courses in Paris ` 


The following courses will be held at the Broussais _ 


Hospital, Paris: Renal pathology, from April-21 to 26, 

~ the number of entries being limited and the fee 3,000 francs ; 
full particulars may be Gbtained from Dr. René Wolfromm, 
Clinique Médicale Propédeutique, „Hôpital Broussais, 96, rue 
Didot, Paris, 14¢; “Journées Médiceles Annuelles; ” on 
srecent developments in medicine, on April 27, 28, and 29, 
the participants ‘limited to 150, and the registration fee 

' 2,000 francs; further information from Professor Jean 
Hamburger, 29. Boulevard de Courcellés, Paris, 8°; and 
allergic diseases, from April 30 ‘to May 5, withofit charge, 
except for those ‘taking part in the practical demonstra- 
-tions, the fee for which is 3,000 francs. Full particulars 
may be had from the ed of the Clinique Médicale 
, Propédeutique. 


é 


SOCIETIES AND LECTURES , 
A fee is charged or a ticket is required for attending lectures 
. marked @. Application should be made first to jie institution 
concerned. 
g ‘Monday 


@INSTITUTE OF Cuitp HeaLra, Hospital for Sick Children, Great + 


Ormond Street, London, Ww C —February “ Varla- 
tions in Infective Diseases,” by Dr. H. 
Menit SOCIETY OF LONDON, 
uare, London, W —February 12, 8.30 
ecent Advances in ~the- Treatment $ 
fan ” to be introduced by Mr. H. J 
Ralston K. Paterson. 
ScotrisH SOCIETY oF THB Hisrory oF Mepicine.—At Royal 


12, 5 p.m., 
. Banks. 


m., discussion. 
‘arcinoma of the. 


Faculty of Physicians and Soros of Glasgow, 242, St. Vincent i 


Street, Glasgow, Februa 430 p.m., John “Reissberg 


Radde 1823-1904,” paper by Professor W. J. Brownlow - 
. ell: ree Thie Puzzle of Peter Lowe,” short communication by 
f] oodall 


, 


7 f ‘Tuesday ; : 
BRITISH POSTGRADUATE MEDICAL FEDERATION. —At London School 


g gpn and Tr topical Medicine, Keppel Street hes by" 
r 


February 1 30 p.m., “The Antithyroid 
Dr aii Fraser. 


Gia Crimicat Socrery.—At South Kensington Hotel, 47, 
- Queens Gate Terrace, London, SW, February 13, 7 for 
7.30 p.m., discussion: “ The Impact. of Politics on Medicine,” 


to be opened by Dr. S. Wand, followed by Mr. ~Lawrence Abel ` 


and Dr. J. A. Gorsky. 
INSTITUTE OF DERMATOLOGY, pi. Street, Leicester Square, 
Eondon, W.C.-—February 13, 5 p ‘ Pathology,” by Dr. J. O. 
ver 


Institute or NeuroLoeyY, National Hospital, Queen Square, ' 


~ London, W. C.—February 13, 5 p.m, “ The Bs opaolony of 
Cerebral D Diseases,” by Professor Manfred Bleuler (University 
of Zurich 
INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
February 13, 5.30 p:m., “ Nervous Aspects of the Control of 
the Intra-ocular Pressure,” by Dr. Hugh Davso 


Lonpon University.—At Westminster Medical "School Meger- ' 


Horseferry Road,` London, 
February 13; 5 Pm, “The Adrenocorticotrophic’ Hormone of 
the Pituitary Gland.” by Mr. C. J O. R. Morris, Ph.D, 

ROYAL COLLEGE OF PHYSICIANS oF LoNDon, Pall Mall East, N 
—February 13, 5 p.m., a PLE Milroy. Lecture by 
Dr. J. C. Broom (See ‘also ‘February 1 


stein Lecture Theatre) 


li, Chandos Street, Cavendish - 


B. Atkins and Mr. J` 


tgs, i by’ 


' Roya. Coasa OF SURGEONS OF ENGLAND ‘Lincoln's Inn Fields 


13, 5 pm., “ Tumours of the Orbit, a 
leso Harvey Jackson. 


London, W.C.—-Feb 
Hunteran Lecture by 


Wednesday 


" @ixsrrure OF DERMATOLOGY, oe Street, Leicester S uare, 
London, WC.-——February 14, R Wrkid ae Medica Myço Ogy, 

- lecture-demonstration by Dr. 

INSTITUTE OF PSYCHIATRY, Maudsley Hos opia, 2 Denmark Hill, 
London, S.E.—February 14, 2.45 crom egaly and Acro- 
megaloid States: Psychiatrie and ene Aspects,” by Professor 

~ Manfred Bleuler (University of -Zurich 

Hospital Medical School 


LONDON University.—At St. Mars 
eatre), Paddington, London, 


qe ht-Fleming Institute Lecture 
“ Uterine Accommodaion ô ‘the 


February 4, 5.30 p m., 
Products of Conception,” by Mr. S. R. Reynolds, Ph.D., 
Mises also February 


sD. (Carnegie Institute of Washington). 


ROYAL COLLEGE OF SURGEONS’ op ENGLAND, Lincoln's Inn Fields, 
London, W.C.—February lc “ ily Huntertan 
“Heritage,” Hunterian Oration 3 sic ax P ` ' 

ROYAL SANITARY ° inermi, i Buckingham Palace Road, 
London, S.W .—Februa 30 pm. discussions : “ The 
Problem of Reduction o. Po Pollution,” to be opened 

ys . Craxford, _D.Phil., .A., and ‘Sparkes, B.Sc., 
IN MLN ech.E.; The "Measurement | and Suryey of 
Aimospherle Putins to be opened by S. H. Richards, M Sc. 

@RoYaL SOCIETY 'OF Arts, John Adam Street Adelphi, London, 
W C.—February 14, 2.30 p.m., “ J85/-1951: A Century of 

. British Sctence,” by "Mr. D McKie, D.Sc., Ph.D. 7 

Š / 

` Thursday a : A 
BRITISH INSTITUTE OF RADIOLOGY, 32, Welbeck Street, London: 
W.—February 15, 8.15 p.m., “ The Relative Value of Radiology 

m the Prevention of Tuberculosis,” by Dr. J. F. Braitlsfor 
BRITISH POSTGRADUATE MEDICAL FEDERATION —At London School 
of Wc Bene and .Tropical Nace Keppel Street, London, 
rebruary ee 5 Era ee “ Neural Control of the Pituitary ` 

7 Clone by Dr. G arris. 

: CHARING CROSS Hoserran MEDIC Saol A nandos Place, 
London, W.C.—Feb 15, A Huiley, z 
Humanist,” Biennial Huxley Tere byi Lord Horde. 

EDINBURGH CLINICAL CLUB —At B MA, Rooms, 7, Drumsheugh / 
wi Mr 0: A. Pollock February 15, 8 p m, ‘ Osteoarthritis,” 
ve T. 
HUNTERIN SOCIETY.—Àt Claridge’ s Brook a Londen, W, 
Ouna 15, 7 for 730 pm., annual dinner. ` 


- INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 


February 15; 530 pm. Pipdolopeal, F Factors eng thes 
Penetration o sawelhiods. into the y Dr. am. , 

INSTITUTE oF PsycHiaTry,- Maudsley Kosplal, Denmark. Hill, 
London, S.E. p ebroary, 15, 3 on ie Exp erimental Psyćhoses 
and Other Abnormal Mental States Pio duced by Drugs, “by 
Dr. W. Mayer-Gross. 

LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool. ., 
~—-February 15, 8 Pit S The Present Scope and Limitations 
Pki Radiotherapy,” yD S. Fulton. r 

LONDON UNIVERSITY —At EA Mary's Hospital Medical School 

vA t-Fleming Institute Lecture eatre), Paddington, London, ' 

ebruary 15, 5.30 pm, " Uterine Accommodanon ph i the 

Products of Conception,” y Mr. S. R. M. Reynolds ; 

KP: (Carnegie Institute of Washington). (See’ also Ben 

ROYAL COLLEGE oF PHYSICIANS OF LONDON, Pall Mall East, S. W. 
—February 15, 5 p.m., “ Leptospirosis,” Milroy Lecture ` by 
Dr. JAC. Broom. (See also February 13 

ROYAL COLLEGE or SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—February ‘15, 5 pm. * Congenital Defo mities 
of Mechanical Origin, their Mision and Treatment,” 

unterian Lecture by Professor Denis Browne. 

ROYAL SOCIETY OF TROPICAL MEDICINE AND Hyarens.—At 26; 
Portland Place, London, W., February 15, 7.30 p.m “Recent 
Investigation into the Treatment of Schistosómiosis by Miracıl 
D in Egypt,” by Dr. J. Newsome. ’ 

Sr. ANDREWS Universtry.—At Lecture Theatie Matera Medica 


Departmen Medieal School; Small’s Wynd Dundee 
February 15, 5 p.m., “ The Fanuly Doctor and he Future,’ 
by Dr. George Maent 

Sr. Georce’s HosprraL MepicaL ScHooL, Hyde Park Corner, 


London, S.W.—February 15; 4.30 p.m., lecture-demonstration 
on neurology. 

UNIVERSITY LLEGE (Anatomy Theatre), Gower Street, London,, 
W.C.—February 15, 1.15 p.m., opulation: Trends,” by 

- Mr. W. J. Corlett. 7 

WESTMINSTER SCHOOL OF Mepicine, Meyerstein Lecture Theatre, 
Horseferry Road, London, S. W.—February 15,°5 pm., clinico- * 
pathological” demonstration. ssion: “ Post-operative 
Pulmonary Collapse,” by Dr. R. D. Tonkin. 


Friday 


BRITISH INSTITUTE OF apices 32, Welbeck Street, London,- 

~- W.—February 16, 5 meeting of medical members. 

Bucentcs Soctery.— t X36) Portland Place, London, W., 
February 16, 5 p.m., “ Eugenics and Human ede ” the 
Galton ture by G. C. L. Bertram, M.A., Ph.D. . 


v 


"Fer. 10, 1951 j r 





Faculty or RADIOLOGISTS.—At Royal College of S ons of 
England, Lincoln’s Inn Fields, London, Wee February 16, 
p.m., Diagnosis Section Meeting. Paper: “Behaviour of 
Lipiodol in the Bronchial Tree,’ by Dr. CILH $ 
adlological Studies of Movements of th Hodson; Cap, 
Duodenum, and Jejunum in Man,” by Drs. pe pn McLaren and 
~ G. M, Ardran. esented by Dr, ran. 
RoyaL Mepica, Socigry, 7, Melbourne Place, Edinburgh — x 
February 16, 8 pms “ What is a Hospital For?” address by 
Professor LM . Macintosh. 


Saturday’ - 
BIOCHEMICAL SOCIETY.—At London School of Hygiene and` 
Tropical Medicine, Keppel Street, London, W.C., February 17, 


11 a.m, 294th meeting. sium: “The Biochemist 
`x Fertilization and the yer aoa oj 
Girton College, February 17 


CAMBRIDAE RSN. —At 
p.m. e -Doctor's Dilemma,” Founde M a 
Lecture by Lord Moran. i eee 


+ N - 


i t z x NN 


APPOINTMENTS . 
Dr. H. K. Snell has been appointed Inspector of Retreats under 
the Inebriates Acts, 1879 to 1898. 


Maurice Evan, MB., Ch B., Deputy School Medical Off 
Bienen Education Committee rae 


LockHart, ROBERT, M B., ChB., DP. Medical Officer, British 
Aluminium Co., Ltd. i onah *Works). me 


B.. BS., D.T.M.&H., Morbid Histologist 

(Consultant) Colch Colchester pra ME. Metropolitan Regional Hospital Board). 
SHEFFIELD REGIONAL HosrrraL BoaRD.—The foll whole-time consul- 
tant appomtments are announced: Psychiatrist at Carlton Hayes Hospital, 
Narborough, Sylvia M. FitzG Reid, MB,BCh,DP Child Psychiatrist, 

? at Towers Lop. Leicester, À A. cura M i Ehet F hyste to Leicester 
rea, Brough, chiatrist v axondale ital, Radcliffe-on- 

ses A.D. McL. Douglas, MBC i ipi 


GORDON CUNNINGHAM, ae eee D P.H., Assistant Senior 
` Medical ‘Officer, South-west Metropolitan Regional Hospital Board. 


* „THOMPSON, Henry WORSLEY M.B, ChB., Visiting Medical Offi 
jama Hospital, near Fleetwood, Lanc y E ees 


ALRER, Saran, MD D.P.H. Chie Asistant Medical Officer, Materni 
| and Ghia’ Welfare, Bristol. F 








BIRTHS, MARRIAGES, “AND: DEATHS 
BIRTHS ` 


Gimo On January 28, 1951,.at Hayes, Middlesex, to Jean, wife ot ` 
S.J G Gimar, a ton 

Hancock On January 24, 1951, at Middlesex Hospital, to Vera (formerly ` 
Thomas),, wife of Dr., Ronald. E Hancock, a son—Paul Byron. ` > = 

Inglis.—On, January 11, 1951, at Queen Elizabeth Hospital, Bırmingham, 
to Irene,’ wife of` James McNaught Inglis, M B., Ch B., D.A, a sister 
for Timothy. (Premature.) 

"McAleer.—On January 24, 1951, at Hornchurch, Essex, to Maureen, wife 
of Thomas Burke McAleer, MB, ChB., a son—Mrhae John. 

McMiflan.—On' January 29, 1951, at Chertsey Hill Nursing Home, to Dr. 
and Mra, R. L McMillan, Whiteclosegate, Carlisic, a son 

Ring On February 2, 1951, to Dr. Stella Ring, wife of Mr. Peter Ring, 

a son. 

Seymowr-Jowes.—On January 20, 1951, at Yarborough Nurmng Home, 
Southwea, to Elmabeth (formerly Pinches), wife of Anthony Seymour- 
Jones, FRCS, a daughter—Mary Louise. 

Tibbetts.-On Jaauary 29, 1951, at Birmmgham, to Doreen, wife of Dr. 

R. W Tibbetts, a daughter 

Walwyn-Jones.—On January 23, 1951, to Margaret (formerly Pemberton), F 
yate or Dr. E. O. Walwyn-Joncs, 88, Sussex Gardens, London, W., 8 

ughter, ; . 


a 5 Ë . DEATHS ’ 


Bannister.--On January 29, 1951, at his ‘home, 47, Grove Way, Esher, 
Surrey; Wulram Jacob Bannister, MD, DPH., 73 
- Bern.—On January 23, 1951, Bs 257, Leeds Road, Ikley,~Yorks, Walter 
. "Percy Bean, L S`A., aged 
Brown,—On January 18, Tost ‘at Spencer Cottage, Minchinhampton, near , 
Strond. Gls; Alfred Brown, MD, late of Highcroft, Minchinhampton,’ 


Buchanaa.—-On January 22, 1951, at Newark, Notts, Robert Buchanan, 
MB, CM, DPH., late of Broughty Ferry, Forfarshire, aged 83. 

Chaperan.—Ono January 21, 1951, at 46, Fasracres, Rochampton Lane, 
London, SW, Charles Leopold-.Granville Chapman, F.R.C.S L, late: 


of Grimsby, aged 74 
1951, at en Norfolk Crescent, London, 
MR 


On January 18, 
W., Robert‘ Piedingo, MD, 

at Edinburg, may Hastings, OBE, 
Africa, and 149, 


1951, 
burgh 
Hector.—On January 21, 1951, at Foresterhill, Aberdeen, „Mabel Hector, 
MB, ChB of Runrigs, Pitfodels, Aberdeenshire, late of the Dow 
. Memorial Hospital, Gujrat, Punjab, India. 
Lamb.—On January 20, 1951, at bis home, Dibden, Purliea, Southampton, 
John /Henry.Lamb, M.B., Ch B., late of Bishop’s Castle, Salop. 
Mackenzfe.—On January 26, 1951, Marion Elen Mackenze, M.B., Ch B., 
of Headingley, Leeds 
McLelse.—-On Janvary- 20, Paes at 94, Hiliway, Highgate, London, N.. 


Roberta McLesh, M B., 
2. iosi, at Bournemouth, Charles Edward! 


' Warrender Park- Road, 


Charles Herbert Thompson, MB, B.Ch : ’ 


` 
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Any ‘Questions?’ `` 





Correspondents should give their names and addresses (nots 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and janswers which seem to be of. 
general ‘interest. 


Whooping-cough Öar and Immunity after Treatment | 
i with Chloramphenicol ` 


Q.—With the advent of chloramphenicol for the treat-' 
ment of whooping-cough, I should be grateful if you could 
tell me (1) whether there should be any alteration in_the 
quarantine period following an apparently successful course 
of treatment, and (2) -whether such a successfully treated , 
attack confers the same degree of immunity on the patient 
as an untreated attack. 


A.—(1) While it is true that the successful clinical treat- 
ment of infections with the modern antibiotics is usually 
accompanied by bacteriological cure—that is, elimination of 
the infecting organism—a notable exception is the persis- 
tence of the typhoid bacillus in the faeces of cases of typhoid 
fever successfully treated with chloramphenicol: It is too 
early yet to say whether this drug is effective in eliminating 
H: pertussis in treated cases of whooping-cough, although 
there is some (unpublished) evidence that the organism may 
persist in the respiratory tract during treatment. The period 
of “quarantine in whooping-cough is usually given as six’ 
weeks, but in most cases, whether treated or not with anti- . 
biotics, the organism cannot be demonstrated in, cough 
plates or post-nasal swabs after the fourth to fifth week, 

(2) Antibodies against H. pertussis develop rather -late, 
from the third week onwards, and again it is too early to 
say whether chloramphenicol will interfere to any extent 
with the development of immunity.’ Relapses have been 
common in other continued fevers like typhoid and typhus, 
and it is possible, that in cases of whooping-cough treated 
early in the infection there may be some interference with 
the eran nen of protective antibody. 

, Lipoid Pneumonia i 

-Q.—What are the diagnostic features of lipoid pneumonia, 
as compared with other forms of pneumonia? Does lipoid 
pneumonia ever occur ir adults or adolescents? What are 


the prognosis and treatment ? ` 


A.—The diagnosis of “lipoid pneumonia” is difficult. 
The term is usually used to denote a pneumonia caused by 


“ aspiration’ of oil into the respiratory tract. Thissymay be 


mineral oil (liquid paraffin) or animal oil such as cod-liver , 
oil, or more rarely vegetable oils taken as food. It is impor- 
tant to note, however, that fatty change ‘can occur in chronic 
pneumońic processes, such as those which constitute one 


. form of pulmonary suppuration, and those occurring beyond 


bronchial obstruction—for example, by a carcinoma. Hence, 
to substantiate a diagnosis of oil-aspiration pneumonia the 
finding of lipoid material in histological sections of the 
lung is not sufficient; the oil must be proved to be exo- 
genous by appropriate chemical or micro-chemical tests. 
Clinically the diagnosis , of lipoid pneumonia is extremely 


. difficult.. There’ is`one group of cases -which occurs in 


feeble infants to whom cod-liver oil or liquid paraffin has 
been administered. 


make clinically. The other group occurs in adults generally 
of middle age or over. There ıs pisually a history of long- 
continued use of mineral oil as a nasal application in drops 
or by spray ; sometimes the condition appears to follow the 
long-continued use of mineral oil by mouth, but in these - 
cases there is often a history of dysphagia or of laryngeal 
A few cases of- oil-aspiration pneumonia ‘have 
been reported in patients with achalasia of the cardia who 


In these the illness presents as a low- / 
‘grade bronchopneumonia, generally complicating some a 
-ceding illness, and the diagnosis is almost impossible to 


r 


\ 


va 


\ 
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have used mercury bougies lubricated with liquid paraffin ; i, 
thé liquid paraffin floats on top’ of the stagnant contents of' 
the dilated oesophagus and readily spills over into the 
` bronchopulmonary. tree. In these adult cases. oil-aspiration 
pneumonia produces very “few symptoms, and is often found 
‘only as a result of radiographic examination, when shadows, 
which may be either localized or diffuse, are seen. A few. 
cases have been reported in which a so-called “ paraffinoma ” 


` has caused a ‘localized shadow in the lungs suggesting a 


‘ 


carcinoma and has led to surgical resection of the affected 
lobe or Jung. In such cases the procedure leading up to 
the aspiration of oil has presumably been carried out by 
the patient customarily in one position so that the same 
bronchopulmonary segment receives “the ‘aspirated _ oil on 
every occasion. \ 

Treatment is entirely prophylactic,, since the. established 
. hing lesion is quite unaffected ‘by any form,of medical treat- 
ment. Oily preparations should not "be used in the-nose, 
mineral oil should not be taken by patients with any’ form 


. of dysphagia, and great caution should be exercised in the 


' 


- the patient’s serum.is‘usually regarded as diagnostic. 


- 


administration of oily preparations of all sorts to infants ` 


‘Cold-agglatinin Titres in Atypical Pheumonta 


Q.—W hat, titre of cold agglutinins is diagnostic in atypical 
pneumonia | Bey 


A.A considerable aima of the ‘clinically and, radio- | 
logically acceptable cases of ptimary’ atypical pneumonia ` 
of uncertain aetiology do not develop any antibody either 
of the cold-agglutinin type or against. the non-haemolytic 
streptococcus MG. These antitodies usually appear in-the 
“more severe cases from the seventh to tenth day of infection. ’ 
Using a't% suspension of red blood cells and reading the 
results ‘macroscopically after overnight incubation at 4° C.,' 
a positive cold-agglutinin reaction in a dilution of 1:32 of 
If it 
is possible to take two samples of blood, the first as early 

as~possible and the second 10-14 days after onset, a two- , 
to four-fold rise in titre is also probably ‘diagnostic. Cold 
agglutinins may develop in other diseases—for example, 
cirrhosis of the liver, haemolytic and Addison’s anaemia, 
septicaemia—and following sulphonamide therapy, 
trypanosomiasis is the. only infection in which a high titře 
may be found. In'a group of 132 patients with à variety ‘of 
respiratory infections other than atypical pneumonia, only 
‘five had a conieseianit titre excreting 1:16 (Lancet, 1943, 
1. 765) 


Aqueous Tinctures 


Q.—I, have been my own dispenser “for about 38 years, 
and have always bought aqueous tinctures for cheapness, 
having ‘been assured by my drug firm that such. are the 
same as Pharmacopoeial tinctures, except .of course for 
glycerin and water taking the place of spirit. My local >: 
chemist tells me that aqueous tinctures are deplorable and 
must lack many constituents only soluble in alcohol. In 
fact he labels them “cheap and nasty.” What is your, 
opinion ? \ 


A.~-The chemist i is right. A tincture implies a an ‘alcoholic 
extract made up in various dilutions. The so-called aqueous 
tinctures, in which glycerin and water -arè substituted for 
alcohol, came into popularity during the war on account of 
“the scarcity, of alcohol. They are no real, substitute for 
genuine tinctures, as the solvents used do not “by any means, 
always abstract the active principle atistactoriy, 


a 


i 


| Streptomycin in Taberentous’ Meningitis 


Q.—What are the indications for discontinuing intrathecal 
and systemic streptomycin in tuberculous meningitis ? 


-Àe ——There.are no standardized indications for discontinu- 


„108 the administration of intrathecal and, systemic strepto- . 


“mycin in tuberculous. meningitis. At some hospitals 
streptomycin treatment is -stopped when the C.S.F. has 
returned to normal—for example, when the: sugar content, 
is normal and the number of cells is less than 5 per cmm. 
` š i 7 £ 


” 
` 


_ ANY QuEsTiONs “fee te 





_ - course of streptomycin: therapy. , 


tion. 


but - 


Barran is : 
ie 





On the other hand, there is at ae. one hospital where’ 


2 g. of streptomycin is given intramuscularly (in divided 
doses) and 1 mg. intrathecally daily for six months, 
except on one Hay in seven after. the first month, irrespec-"" r 
‘tive of improvement' in the' clinical condition or the C.S.F. _ 
findings. The development of dermatitis! deafness,, or vesti- 
bular disturbance must not be allowed to interrupt? the 


a 


‘Allergic to Cats 


Q.—A woman is allergic to cats, but her symptoms are 
usually .only of a minor nature. Recently, however, when 
complicated. by influenza, her allergic reaction took the . 
form ‘of a severe attack of asthma. What treatment = 
advised? >- ,' 


A.—Allergic sensitivity ‘is often intensified by an infec- 
Vigorous symptomatic treatment will in these cases 
often be followed by a return to the previous level of sénsi- 


Lae 


` 


` 


iy 


tivity. Desensitization to cat hair is reasonably effective one 


? provided an, extract is obtained. which’ on testing "gives a 


well-marked skin reaction. A number of pharmaceutical 
firms put up extracts, and will supply. ‘details of dosage. 
If the symptoms persist it is probably more: effective, and: 
certainly less tedious, to abolish the cat rather than to 
attempt desensitization, which - is, x; often only partially, 
successful and may be transient. : 


Significance of, an Epileptic ‘Avira $ ; 


Q~4’ professional woman of 28 was ‘subject to psycho- ' 
motor attacks “throughout her childhood: she would 
experience for a few seconds a peculiar epigastric sensa- 


y P 


ition, during which period she would continue whatever she , 
was doing af the time, bū could not speak or answer ques- . 


tions. When she was 22 this type of attack was followed 
‘by her first bout of petit mal, and since then she has had 


four or five attacks of petit mal, usually preceded by. the v 


aura mentioned above. . Her last attack of petit mal was 
JI months ago, and since then she has had ‘four aurae 
without subsequent petit mal. She gives à history. of _ 
having been a difficult breech delivery. , There is no’ family ` 
history of ; ithe. complaint: 


able at her. overseas, station. She desires 'to' marry > ‘only? 


~ when ‘she has. been. free from such attacks for a period of | 


two to three years, being under the ‘Impressions that that ` 
interval may be taken’ as a test of cure. Whe advice should., 
be-given to her? ; 


A.—The description of the present AET is incomplete, 
but the presence of an epigastric aura ‘makes it -fairly cer- 
tain that they do not belong'to the group for which troxidone , 
is ef specific value (see-Journal, November 4, 11950, Pp. 1047). » 
It is not uncommon for the’ aura to occur klone; „this in, 
fact represents a minimal epileptic seizure: In view of. 


the total length of- the history, freedom from attacks for ` 
of two or three years would be no guarantee against . 


a‘perio 
` their recurrence, though the longer the period of freedom" 
the greater the hope of non-recurrence. If the liability 


~is inherited, waiting cannot make any difference to a 


tisk of transmission to „offspring. If, however, the’ part- + 
ner were free from epileptic attacks, with a normal E.E.G. 
and a negative family history for epilepsy, the chances ' 


E.E.G. facilities are not avail- i 


, 


` 


of offspring being afflicted with epilepsy are practically. | ,' 


negligible. In view of the age of onset and type of attack 


“it is probable that the liability in this case is inborn rather 


than acquired. 
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SOME TYPICAL’ DATA FROM CASES OF PINK DISEASE* 


BY 


Sir C. STANTON HICKS, Kt, M.D, 


MSc, Ph.D. FRC. i 


` eee oe Human Physiology and Pharmacology, University of Adelaide 


Ít ıs almost a century since Thonis Addison penned 
the following’ words of introduction to his immortal 
treatise On the Constitutional and Local Effects of 
Disease of the Suprarenal Capsules: 


“Tf Pathology be to disease what Physiology is to -health, 
it appears reasonable to conclude, that in any given struc- 
ture or organ, the laws of the former wilt bé as fixed and 
significant as those of the latter; and that the peculiar 
characters of any structure or organ may be as certainly 
recognized in the phenomena of disease as in the phenomena 
of health. When investigating the pathology of the lungs, 
| was led, by the results of inflammation affecting the lung 
tissues, to infer, contrary to general belief, that the lining 
of the air cells was not identical and continuous with that 


of the bronchi; and microscopic investigation has since’ 


„demonstrated in a very striking manner the correctness of 
that inference—an inference, be it observed, drawn entirely 
from the indications furnished by pathology. Although 
pathology therefore, as a‘branch of medical science, is 
necessarily founded on physiology, questions may neverthe- 
less arise regarding the true character of a structure or organ, 
to which occasionally the pathologist’ may be able to return 
a more satisfactory and decisive reply than the physiologist— 
these two branches of medical knowledge being thus found 
mutually to advance and illustrate each other. Indeed as 
regards the functions of individual organs, the mutual aids 


‘of these two branches, of knowledge, are probably much- 


more nearly balanced than many may be disposed to admit ; 


for in estimating them, we are apt to forget how large an‘ 


amount of our present physiological knowledge, respecting 
the functions of these organs” has been the immédiate result 
of casual observations made on the effects of disease. Most 
of the important organs of the body, however, are so amen- 
able to direct observation and experiment, that in respect to 
them the modern’ physiologist may fairly lay claim to a 
large preponderance of importance, not only‘in establishing 
the solid foundation, but in raising and greatly strengthen- 
ing the superstructure òf rational pathology. There are still, 
however, certain organs of the body, the actual functions 
and influence of which have hitherto’ entirely eluded the 
researches and bid defiance to the united efforts of both 
physiologist and pathologist. Of these not the least remark- 
able are the ‘Supra Renal Capsules,’ the atra-biliary cap- 
sules of Caspar Bartholinus; and it is as a first and feeble 
step towards an inquiry into the functions and influence of 





*Ciba Foundation Lecture delivered at the Ciba Foundation, 
41, Portland Place, London, W.1; on December 12, 1950. 
a 


these organs, suggested by Pathology, that I now put forth 
the following pages.’ N 

His words apply with equal force to-day, and it is 
hoped that the observations which are the occasion for 
this address will provide an example not only to illus- 
trate the mterdependence of physiology and pathology 
but also to show that young medical graduates should 
not feel intimidated by the imposing façade of laboratory 


5 science. 


It was care of the patient, which is, after all, the 
objective of medical study, that led in the present instance 
to that combination of pathology and physiology which, 
as it happened, culminated in a successful clinical result. 

In 1914, H. F. Swift, of Adelaide, speaking as the 
result of much clinical ‘experience of the disease, pro- 
posed the name of erythroedema. Later it was suggested 
that a more nén-committal term, such as “ the pink dis- 
ease,” might be more conducive to research into its true 
nature and aetiology than the 30 different jpames under 
which iť was described in the literature.’ In 1921 he 
read a paper on 14 cases seen in his own practice in 
the’ previous two years. From this it will be apparent 
that this elsewhere relatively uncommon disease has 
local conditions favourable to its development. Southby's 
(1949) very complete study indicates that Australian 
physicians see not only more cases but also more often 
see severe cases than is the experience of European 
paediatricians. 

An ex-student of mine, Dr. Donald Cheek, during his 
year as resident medical officer at the Adelaide Children’s 
Hospital, became sufficiently interested in the disease to 
search the hospital records, with the result that in 1949 
he was able to report that during the preceding 10 years’ 
136 cases had been treated. Of those remaining as 
in-patients, 18 had died; 9 of these deaths had been 


attributed to bronchopneumonia, and dangers from cross- 


infection had been made the basis of a policy advocating 
domiciliary care wherever possible. z 

Dissatisfied ‘with existing theories of aetiology, and 
with accepted therapeutic measures, the main feature of 
which consisted in continued admınistratıion of power- 
ful sedatives, he decided to study the condition more 


closely. The causative role of cobalt deficiency in the 
4702 
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disease known as “ 
in Adelaide, and the dietary importance of trace elements 
and their regional deficiency in soils led’ Cheek to think_ 
of an analogous aetiological cause for pink disease. 

He was given permission by the honorary staff of the 
Children’s Hospital to investigate the possibility of a 
mineral deficiency in cases of pink disease, and he 
obtained the co-operation of the spectroscopist of the 
Commonwealth Division of Soils in the conduct of this 
troublesome research’> | 


Cheek and: Stace (1950) published the results obtained 
in a study of 16 normal infants and 16 infants suffering 
_ from the disease, the only significant finding being a 
-consistently subnormal plasma sodium in the latter 

instance, 

Disappointed with this superficially unimpressive out- 
come of the research, which nevertheless contained the 
clue to a solution of the problem, Cheek decided to 
study the condition from the standpoint, of a functional 
overactivity of the adrenal medulla, evidence for which 
seemed to be presented by increased pulse rate, raised 
diastolic biood pressure, initial pyrexia, and the charac- 
teristic sweating. The work of Selye also had caused 
him to think in terms of the stress syndrome. Advice 
and assistance to this end were sought of the Department 
of Physiology, where, by chance, many years had been 
devoted to studies in water metabolism. The descrip- 
tion of severe non-pittmmg oedema in a fatal case there- 
fore led me to think in terms of a movement of water 
from plasma to tissue cells, and an explanation of signs 
and symptoms in terms of water and ionic imbalance. 


Treatment of Pink Disease with -Salt 


For at least 50 years both polycythaemia and leuco- 
cytosis had been reported as a consistent feature of this 
disease, and I therefore advised careful haematocrit and 

' haemoglobin estimations, to test the possible existence of 
haemoconcentration. Haemoconcentration being found, 
treatment was directed to restoration of extracellular 
water and sodium, using daily oral administration of 
8 g. of common salt alone in milder cases, and in more 
severe cases the intramiscular injection of deoxycoftone 
acetate on alternate days in doses of 3 mg. In extremely 
severe cases, which experience had shown were likely 
to develop vascular “ shock,” intravenous administration 
of normal saline and plasma, together with injections of 
the corticosteroid, was found to be dramatically effective. 

A successful appeal was made to the medical profes- 

_ sion to provide cases for investigation Extended study 
of these cases soon disclosed the fact that‘response to 
this treatment was uniformly good and rapid. 

To those who carried the burden of nursing these 
troublesome cases the therapeutic results came as a great 
relief, and we were soon faced with the ethical question, 
Should we investigate in greater detail the scientific 
aspects of the disease, or should we inform the profes- 
sion of a certain means of alleviating suffering and, in 
severe cases, of preventing death ? We decided on the 
former course. 

Acting on the assumption that the facts could be 
reasonably explained in terms of hypofunction of the 
suprarenal cortex, a search of the paediatric, literature 
was’ made, with the result that pink disease seems quite 
naturally to fit into place in a jigsaw puzzle of which 
already many of the essential pieces had been Peo 
by other investigators in many lands : ' 


sway-back ” in sheep was discovered 


Clinical Features of Pink Disease i 


Before developing the major topic, it may be advisable 
briefly to recapitulate the clinical features of pink dis- 
ease, which have for so long evaded elucidation. 

As Craig, of Liverpool, has expressed it, “ the appear- 
ance of the child is one of abject misery.” It flies into 
tantrums when disturbed but is otherwise quite apathetic 
Food has no interest for it ; photophobia can be intense. 
but may be absent. When it is present the child burrows 
face down into the pillow. Scratching, rubbing, and 
hand-chewing all indicate disturbed reflex responses 
and, because the child is so often weak and muscula 
hypotonia is constant, ıt wriggles and writhes incessantly 
Exhaustion is the only cause of fitful sleep. Otherwise 
insomnia is a very trying feature of the condition. The 
colour which has given mse to the name pink disease 
is best seen in the hands and feet, which are cold to 
the touch in most cases. It is noteworthy that the colour 
is cyanotic when the skin is cold. It is more truly pink 
when the skin is warm to the touch. There may.be non 
pitting oedema of the extremities, and the skin is then 
taut and shiny and may desquamate. The clinical term 
applied to this appearance makes homely reference to 

“raw beef” or “ washerwoman’s hands.” 

Older children are able to describe the sensory changes 
in the skin. They feel warm water as hot or scalding 


They describe numbness and tingling. Another striking - 
manifestation is excessive sweating, especially noticeable , 


about the head. Sudaminal rash is thus an additional 
cause of misery to the patient. Craig draws attention 
to the curious contrast seen in some cases in which the 
swollen hands and feet have a sodden appearance, oddly 
contrasting with the dry skin covering the emaciated 
trunk. Hypotonia is commonly extreme. The flabby 
muscles feel as if shrunken and jelly-like, and tendon 
reflexes are weak or absent. Tachycardia and raised 
diastolic pressure are constant features, and raised tem- 
perature may be seen only at the outset, accompanied 
as it usually is by a “ running nose,’ > which may persist © 
throughout the course of the condition. The accompany- 
ing leucocytosis has led to search for an infectious cause 
The associated polycythaemia has been recorded, but 
owing fo the unconsciqus prejudice in -favour of i 
bacterial leucocytosis its significance has been over- 
looked. ‘ 

In South Australia the course of the disease lasts on 
the average three to four months, and is more commonly 
followed by many months of subnormal health. In the 
absence of known aetiology, therdpeutic measures have 
been directed to maintaining adequate nourishment and 


to sedation, mainly by chloral hydrate. But, as already ' 


indicated, fear of the consequences of infection in the 


upper respiratory or alimentary tract has been the guid-_ 


ing factor in advice to parents. 


Infection and Mercury Poisoning 
There are two aetiological theories which must be 


mentioned. The infection theory has had its basis in | 


the leucocytosis, which is explicable in terms-of haemo- 
concentration, and in the fact that the onset may be 
marked by pyrexia. A recent study of the good thera- 


peutic effect of tonsillectomy in this disease led to its - 


advocacy in terms of removal of a source of infection 
In my opinion this work may well disclose a non-sperific 
positive response ‘of the suprarenal cortex. 


` 


i z 


‘ 
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only to indicate how little we really do know about the 
reabsorption of sodium chloride.” 


Other clinical evidence. of neonatal hypofunction of 
the suprarenal cortex in cerfain instances is provided 
by Goldzieher and Gordon's (1932) study of pseudo- 
pneumonia of the newborn. Increased pulmonary ven- 
tilation following suprarenalectomy led Swale Vincent 
to postulate the production by the suprarenal of a con- 
trolling hormone which he termed “ pneumin.” Marine 
and Baumann interpreted absence of the increased ven- 


ulation after suprarenalectoniy as evidence of the exis-. 


tence of accessory tissue, and there is a wealth of 
25-year-old research on this interesting relation between 
the suprarenal and the respiratory function which would 
repay extended investigation (Hess, 1921; Aub et al., 
1922; Scott, 1922; Bornstein and Gremels, 1925; 
Messerle, 1926; Kuehl, 1927; Kisch, 1928; Sazaki, 
1930; Harrop and Weinstein, 1933). ' 
. In 1944 Vogt was able to demonstrate what Cramer 
(1928) on histological grounds had postulated—namely, 
control of cortical activity from the medulla of the gland 
—and we begin to see the mechanism of climatic acclima- 
tization in clearer detail. This is a third major adjust- 
ment required of the newborn (cf. Conn and Louis, 
1950). . 

From the foregoing necessarily brief references it 
will be evident that the function of the suprarenal 
gland undergoes changes commensurate with post-natal 
anatomical involution and regeneration. 


Cortical Insufficiency in Infants -> 


' Bruch and McCune (1936) were unable to find evi- 
dence of cortical hypofunction by examination of 


plasma-sodium levels òf normal infants up to 3 weeks - 


of age. This might be expected because of large sodium 
reserves in the bones. Hypofunction might be expected 
to manifest itself only when functional demand exceeds 
the capacity of the cortical tissue. I am therefore more 
impressed by evidence provided by the successful treat- 
ment of 12 cases of foetal shock with saline’and deoxy- 
cortone acetate as reported by Berlind (1941). 


Jaudon’s (1946a, 1946b) contributions provide such a 
mass of detail and critical evaluation of data that they 
deserve first consideration in a communication of this 
kind He surveys the clinical and experimental field 
which encompasses his own extensive human studies, 
and considers that his own cases of hypofunction of the 
adrenals in the first weeks of life are due to fractional 
cortical disturbance only. He demonstrated that salt 
and deoxycortone were necessary for long periods to 
sustain life, although there were no other signs of endo- 
crine disturbance in either the infants or their parents 
and relatives. Treatment can, moreover, be discon- 
tinued without regression of signs and symptoms, and 
there are imperceptible amounts of corticosterone in 
the urine, 


‘His cases suffered no difficult birth, and the signs 
developed from anorexia, through regurgitation and 
vomiting, into full gastro-intestinal disturbance. Two 
were mistaken for ‘pyloric stenosis. Weight loss was 
disproportionate to food regurgitated, and administra- 
tion of fluids was necessary to maintain hydration. After 
administration of salt and deoxycortone acetate, tone 
and appearance improved rapidly, together with reversal 
of the excessive loss of urine of low specific gravity and 
high chloride content. The negligible excretion of 


’ 


` the effect of large doses of tincture of iodine. 


corticosteroids, together with absence of any sign of 
macrogenitosomia, is taken to indicate freedom from 
hyperplastic encroachment of the androgenic zone of 
the cortex. Oddly enough, in a personal communica: 
tion he states that he has not seen cases of pink disease 
This fact emphasizes the unwisdom of criticizing, with- 
out local knowledge, published accounts of endocrine 
disease in other countries In 1923 no one had seen, m 
England, the severe types of hyperthyroidism reported 
by Plummer, of the Mayo Clinic, and they could not 
therefore understand of believe his clinical account of 
T could 
not believe my own eyes when I myself saw many of his 
cases. They were so extremely emaciated, and were in 
muttering delirium Only recently, Professor Freuden- 
berg, of Basle, told me that he had seen but few cases 
of pink disease, and none fatal 

Jaudon’s infants provided the following consistent 
data: moderate lowering of plasma-CO, combining 
power ;-slight rise of non-protein nitrogen ; associated 
lowering of plasma sodium and plasma volume; and 
abundant chloride in the urine 

Treatment consisted ın giving deoxycortone acetate. 
ranging, according to the needs of the case, from 0.5 to 
5 mg. daily, with salt ranging from 2 to 3 g The steroid 
alone gave only temporary relief 


Suprarenal Cortex and Pink Disease 


Our satisfaction in finding these papers of Jaudon’s 
can be imagined. As Dr. Basil Hetzel, of the Institute 
of Medical and Veterinary Science, was working on 
glucocorticoid excretion in urine of hypertensive patients. 
he suggested that these cases of pink disease be investi- 
gated along similar lines. Using the techniqué of 
Venning et al., and after overcoming technical dith- 
culties, he has shown that there is a normal output of 
glucocorticoids in this disease. A preliminary communi- 
cation on the work has already appeared (Hetzel, 1950).* 

Owing to the often poor state of health of the child 
after “ recovery ” from pink disease, we suspected that 
there might be subacute or chronic forms of hypofunc- 
tion of the suprarenal cortex, and were supported 1D 
this by the following statement in Cameron’s classic 
textbook on the nervous child. Jf one ignores the 
obvious confusion of medullary and cortical function. 
which was excusable at the time, his words provide once 
again that refreshing reminder that insight, which is a 
product of clinical observation and acumen, is often 
more important in medicine than too ready recourse to 
the application of statistical methods: 


“We know that the suprarenal glands are exhausted and 
that their function becomes impaired under the stress of 
great exertion, great emotional excitement, and persistent 
infection . . . and they are the same conditions which in 
practice we are forced to regard as productive of the bouts 
or attacks of pallor, prostration, and vomiting of the nervous 
child. If speculation is permitted where certainty is not yet 
we may surmise that in Addison’s disease we are observing 
the effects of the gross destruction of the suprarenal medul- 
lary tissue ; in an attack of cyclical vomiting we are encoun- 
tering the temporary exhaustion and functional impairment 
of the same gland.” 

Results so far obtained by Dr. Cheek confirm a con- 
clusion which has been reached by others, that in cases 
of marasmus and in the nervous child fractional 





*This information has been received since the lecture was 
given. 


$ - 


- 


Fes. 17, 1951 


s PINK DISEASE g i 


319 


Brim 
MEDICAL JOURNAL 





+ F 


The role of infection as an initiating disturbance çan- 


not, however, be entirely overlooked. There is often a - 


history of illness from which themother dates the decline 
in health. In the case of older children who fail to 


. thrive, this illness may be more clearly remembered as 


/ 


the starting-point. Demand on cortical function in excess 
of capacity to comply may, in certain circumstances of 
“post-natal involution, be the starting-point either in terms 
of Selye’s (1949) general theory of adrenal cortical :func- 
tion, or more specifically in terms of oxygen utilization 
by the tissu 23 (Hess, 1921 ; Scott, 1922; Messerle, 1926 ; 
Sazaki, 1930; Goldzieher, 1934), 


/ 
The mercury-poisoning theory, supported. in this 


country by. Warkany and Hubbard (1948) and in 
Switzerland by Canconi, ıs based ° ‘upon the finding of 
mercury (from soothing powders) in the urine of these 
patients. Here again we may be dealing with a depres- 
sion of function of the suprarenal cortical cells by 
chronic mercurial poisoning. A closer consideration of 
the anatomical and functional condition of this organ 
in the circumstances is therefore indicated. 


. Suprarenal Cortex in Infancy 


As early as 1908 Husnot had drawn attention to the 
fact that the cortex of the human suprarenal. gland is 
not fully developed until approximately the eighth year. 
In 1911 three independent groups of workers in this 
field reported a remarkable haemorrhagic involution of 
the cortical tissue beginning immediately after birth. 
Thomas was the first to report the complete degenera- 
tion of the inner zone by the end-of the first 12 months 
He thought. that the destruction was to make room for 
the growing medulla. Elliott and Armour noted the 
important fact that the foetal suprarenal owed its rela- 
tively large size to the presence of a very vascular inner 
zone of cells lacking the characteristic doubly refracting 
granules of the adult cell. They found that’ the involu- 
tionary change involved special foetal cortical tissue, 

` but not the peripheral subcapsular cells, which early in 
~foetal life assume the appearance of adult cells and store. 
hpoid material. It is from these that the adult cortex 
ultimately develops. In a case of hemicephaly these 
investigators found that the gland was small and the 
inner vascular cortical zone was absent, but the rim of 
cortical cells was normal. Kern described the changes 


` an detail, 


In the newborn there ı 1s eanillany hyperaemia in this 
atypical mass of cortical tissue. The columns of cells 


are separated and their alignment deranged: Degenera- z 


tive changes such as nuclear shrinkage and appearance 
of colloid droplets in the cytoplasm mark this stage. At 
30 days a completely degenerated cellular zone is estab- 
lished between the scanty ‘phaeochrome cells forming 
the rudimentary medulla and the outer thin layer of 
subcapsular cortical tissue, The degenerating cells appear 
to flatten in a plane parallel to the capsule.. There is 
_phagocytosis of erythrocytes, and shrinking of the Teticu- 
lum between the degenerating cells.. At 12 months this 
zone has been replaced by a thick zone of fibrous tissue 
which becomes progressively thinner as the medullary 
mass increases in bulk, until, finally, cortical and phaeo- 
chrome tissue are practically in contact., Kern found 
that this involutionary phenomenon could not be demon- 
strated in guinea-pigs, rats, rabbits, calves, sheep, pigs, 
or horses. This lends support to the observations of 
Elliott and Armour that the vascular cortical zone 1s 
involved in cerebral development. 


~ 


7 


\In 1916 Lews and Pappenheimer, in a detailed-study 


of this phenomenon, confirmed the results of these i inves-, 


tigators and found ‘that in the first three years of life no 
increase in the subcapsular cortical tissue had taken’ 
place. They believe that degeneration of the foetal inner 
cortical mass is complete in 14 days. Expressed in terms 


of weight, there is a shrinkage in the post-natal weight 


amounting to 30% within two weeks and 50% in two 


‘months, and when the gland has reached adult’ develop- 


ment it is 1/30 of the kidney weight compated with 1/3 
at*birth. Goldzieher reported three cases of congenital 
heart disease in which this involutionary change of the 
suprarenal cortex did not occur, and examined in detail 
the evidence which pointed to involvement of the foetal 
cortical cells in respiratory function under conditions 
of.Jow oxygen tension. 


We know that there is massive destruction .of foetal 


erythrocytes after birth, and recent work has shown that - 


the dissociation characteristics of foetal haemoglobin 
differ from those of the post-natal type. Foetal arterial 
blood is only 63% saturated, compared with 95% satura- 
tion of the free-breathing infant. Moreover, in the adult 
the average oxygen tension of venous blood is about 
25 mm. It may fall as low as 4 mm.-in the foetus 


Increased blood volume and erythrocyte count, together | 


with a meionectic haemoglobin, are aspects of adjust- 
ment of the organism to anoxaemia, but there is evi- 
dence of further adjustment by the tissué cells them- 
selves, because the foetal oxygen utilization of 75% is 
more than double that of the maternal 31%. 

It has been suggested that the atypical cortical cells 
of the suprarenal- are involved in maintaining the igh 
rate of oxygen utilization necessary in the circumstances 
In this connexion the work of Armstrong and Heim 
(1938) calls for further study. They were working on 


animal adaptation to intermittent anoxia as part of a 


research in aviation medicine, and the only significant 
fact that emerged was hypertrophy of the suprarenal 
cortical tissue. They found that intermittent anoxia pro- 
duced by exposure to half atmosphere for foyr hours 


~- daily led to hypertrophy and degeneration of the supra- 


renal cortex, and that the animals died from the effects 
of the anoxia. ‘On the other hand, injections of cortical 
extract greatly improved the survival rate, apparently 
owing to increase of oxygen utilization by tissues. Fur- 
ther investigation along these lines may well disclose 
valuable information on this aspect of suprarenal 
function. 


` Another remarkable change in the body economy at 
birth ıs that affecting water sodium and chloride, to 
select only the main features of the picture. So far as 
water distribution is concerned, the infant has indeed 
been likened to an oedematous adult. Although it con- 
tains only 10% more total water than the adult, more 
than twice the amount—that is, 50%—is extracellular, 
whilst in the adult only 20% is'in this phase. At birth 
the muscles contain only 18% of the total body water 
In the adult 50% of the body water is held m the muscle 
cells. The newborn infant has little power either. to con- 
centrate or to dilute its urine. Excretion of solute 
requires disproportionately more water than is needed 
after the infant reaches the age of 3 months, and most 
investigators agree that glomierular filtration does not 
reach the adult value until 5 to 6 months. 

McCance (1950) states that, “ much as our knowledge 
of kidney function has advanced in the last 30 years. 
these discoveries about the infant kidney ‘have served 


r 
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` cortical insufficiency of the suprarenal may’ in’ many 
instances be a contributing, if not a causal, factor. 


Hislop (1938) reported his good results in cases of 
marasmus from the daily administration of 1 min. (0.06 
ml.) of “ eucortone” per 2 Ib. (0.9 kg.) of body weight. 
He was influenced in his decision by the experimental 
work of Simpson, Dennison, and Korenchevsky. Szasz 
(1939) reported a similar group -between the ages of 
7 weeks and 6 months. All, it is important to note, had 
been weaned early and fed artificially. „She reports a 
clinical impression which we ourselves have gained from 
observations following the administration of cortico- 
steroid. “It appeared that the functional capacity of 
the organism dramatically (sturmisch) improved. 
Meteorism’ ceased, the lilac colour of the skin dis- 
appeared, stools became firm, _ hypostasis and hydro- 
lability cleared up.” - 

Cheek (1951) has already E a study of 11 cases 
between the ages of 2 and 7 years of what may be 
termed cryptic manifestation of the pink disease syn- 
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remains to be elucidated. There is widespread belief” 


among-mothers, fostered by the teaching of infant-nurses 
and- welfare agencies, that salt should not be added to 


' the diet when weaning, not even in cooking the vege- 


' foetal salt reserves in certain cases, especially when on - 


drome, which includes psychological instability, failure - 


to thrive, and lassitude. There is also some tendency to 
recurrent catarrh and to allergic manifestation, and 
plasma-sodium levels tend to be subnormal. Although 
there is no evidence of pink disease, some cases 
had a previous history of it. Restoration to normal 
vigorous health and psychological stability followed 
treatment with salt alone in milder cases, and’ with cor- 
ticosteroid in addition in more severe instances. The 
duration of the treatment was more prolonged in pro- 
portion to the duration of the ill-health. Since leaving 
Adelaide, I have been informed by Dr. Cheek that a 
further 15 cases of pink disease at the Babies’ Hospital 
have responded promptly and successfully to the same 
treatment. The average confinement in hospital has 
been reduced from 3-4 months to 3—4 weeks. 


Why there are so: many and such acute cases of pink ‘ 


disease in the States of South Australia and Victoria 





tables for purée. There is, too, owing to a warm arid 
climate, a large water loss from the skin due to the high 
evaporation rate, and this may be sufficient to deplete 


a salt-free diet. Manifestly these can be‘only exacer- 
bating factors. There is recent evidence, that the out- 
ward movement of sodium is not merely due to altered 
renal threshold. Conn and, Louis (1950) have been able 


‘ quantitatively to correlate the loss of sodium and chloride 


in the thermal sweat with adrenal production of corti- 
coids similar in action to deoxycortone. They followed 


the course of sodium and chloride movement under the - 


influence of A.C.T.H. and unexpectedly disclosed an 
important pituitary. adjustment in the course of acclima- 
tization to heat. 

Whatever the local contributing cause, the result has 
been to create conditions favourable to a recognition of 
the basis of the disturbance known as pink disease, in 
infants between 6 and 18 months, and a related group 
of more chronic disturbances classified as “failure to 
thrive” or “the nervous child.” : 


` 


TABLES I.—Some Typical Data from Cases of Pink Disease l 
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If I may return to the analogy of the jigsaw puzzle, , 
I would describe the present survey as an attempt to 
construct a composite picture of fractional hypofunction 


of the suprarenal cortex from the mass of anatomical, - 


pathological, and physiological data which seems to me 
to elucidate the phenomenon known as pink disease, and, 
to some extent at least, to explain part of the aetiology 
of certain types of the nervous-child syndrome or the 
child that fails to thrive. 


All the symptoms and signs can be explained in terms 
of the recognizéd results of loss of sodium with accom- 
panying dehydration, always bearing in ‘mind the 
With the fall 
in plasma sodium there may be a fall in chloride or 
bicarbonate, or both; a fall in plasma volume and 
“rate of blood flow; and an increase in corpuscular 
The bluish-pink colour seen in pink disease 
indicates the slowed capillary circulation which is 
associated* with capillary dilatation, and the severe 
and fatal cases represent true vascular shock, -which 
can readily be precipitated by any rapid loss of body 
fluid 

There are unexplained physiological features of the 
recovery from pink disease—for example, the well-being 
of the child 1s recovered long before the pink colour dis- 
appears. But, as McCance pointed out in his ‘report 
on the effect of salt deprivation, the results of acute 
experiment cannot be expected accurately to follow 
those of chronic disease. For one thing, the retreat of 
the orgdnism before maladjustment is highly complex 
and effective. It is reasonable, however, to assume that 
from birth oto the age of 8 years the morphological 
developmental changes in the structure of the supra- 
renal gland may be associated with functional distur- 
- bance arising perhaps from demands in excess of capa- 
"city and which acts as either a causal or an exacerbating 
factor. 


`~ Detailed biochemical investigation of the sondi 
is now im progress. My friend McCance, who tor- 
tured himbelf and his colleagues by extreme depriva- 
tion of salt, concluded from his experiments that the 
symptoms and signs ‘of Addison’s disease could, with 
explicable exceptions of pigmentation and cramps, be 
described in terms of sodium deficiency. 


In his Goulstonian Lecture for 1936 he repeated a 
bold prophecy made in 1836 by Prout, that, in the 
future, chemistry, would ultimately be to medicine what 
anatomy was to surgery—a most unpalatable opinion 
at the time. McCance, speaking in, dare we say, a more 
enlightened age, ventured to extend the prophecy in 
the following words: “I feel that the influence of bio- 
chemistry on medicine is only in its infancy. I see, 
for example, no reason why certain problems of psycho- 
logy and even human behaviour should not be ‘solved in 
the future by intelligent hormone therapy ; or why neuro- 
logy should not become just as biócheimicsl a subject as 
nutrition.” > 


It would seem that to some extent at -least our 
Australian contribution confirms this opinion. 


My ‘hanks are due to the paediatricians and general prac- 
titioners of South Australia who so willingly co-operated m 
providing cases, and to the firm of Ciba Limited for the prompt 
and liberal supply of * percorten” brand of deoxycortone 


Manne, D, and Baumann, É. is (1921). 


„in the field of water metabolism. 
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When speaking on the vote of thanks to Sir Stanton 
Hicks, after his address at the Ciba Foundation, Dr. Leonard 
Simpson expressed his appreciation of the fact that the 
speaker had been at pains to put forward the work of a 
younger colleague He compared the case to that of Pro- 
fessor J. J. R. Macleod and Dr. Banting (as he then was). 
Dr. Simpson added that Dr. Donald Cheek, of the Children’s 
Hospital, Adelaide. was to ‘be congratulated not only on his 
tenacious investigation of pink disease, but also on his good 
fortune in having at hand someone with research experience 
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Anderson (1949), discussing the treatment of the acute 
throat, said: “The administration of sulphonamide 
~ bas been intentionally omutted from the treatment of 
the acute throat, The efficacy of these drugs has never 
been convincingly demonstrated in such conditions. 
Since they are undoubtedly toxic ~materials, carrying 
appreciable risks of sensitization, their admmistration is 
inadvisable, and in certain conditions may even be 
dangerous.” This opinion evoked considerable con- 
troversy, which was reflected in the correspondence 
columns of the British Medical Journal for. some 
months. - 

From two points of view it 1s important ‘that this -con- 
troversy be soon resolved. The médical practitioner, 
faced with the problem of treating an acute throat, wishes 
‘to have available an effective remedy, and preferably 
one that does not require a complete bacteriological 
diagnosis before its administration, as this is uneconomi- 
cal in time and money. From the national point of 
view, too, it is desirable that large.sums of money should 
not be spent on drugs which may be neither effective nor 
safe. 

It happened that we were in a position to carry out a 
controlled investigation with more ease than is common, 
ag we were responsible for the medical care of a Service. 
community of about 4,000 men. About 1,500 of these 
were aircraft apprentices under training. f 

_AS soon as it was decided to carry out an investigation 
Dr. T. Anderson was visited. It was found that he, too, 
was contemplating a controlled investigation. His cases 

` were to be drawn from a suburban mixed population of 
Glasgow, whereas ours, from the R.A.F., were male and 
predpminantly young. Treatment of the Glasgow cases 
would be in the home, whereas our treatment would be 
confined to those admitted to sick quarters. The age 
distribution of the Glasgow cases was likely to be wider, 
“and both sexes would be mcluded. In the R.A.F. cases 
observation Would probably be easier and a regimen of 
treatment certainly easier to enforce From ‘this it can 
be seen that the natures of the communities concerned 
in the two experiments were very different, and it was, 


believed that the results, if the same, would thereby be‘ 


strengthened. . Dr. Anderson had already prepared 
record cards and formulated criteria for signs.and symp- 
toms These were adopted for our experiment 


y + 


i - General: Method : se 


The general idea of the R.A.F. experiment- was that 
one of us (T.C.M.) would organize the experiment 
and ensure that half the patients received “ sulphatriad ” 
and the others lactose tablets. (Sulphatriad was chosen 
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as it was d recent and elegant preparation, which is 
believed to have fittle risk of renal complications.) No 
one except T. C. M. would know whether sulphatriad 
or lactose tablets were being given to the patient. The 
other (I. H. W.) would be responsible for the medical ` 
care of the patients and for the clinical assessments and 


‘ symptom-recording. 


Before the experiment started, T. C. M. prepared 
a series of numbered envelopes containing slips marked 
Z or Y, which were placed in the envelopes in’accord- . 
ance with a random list prepared by Professor Bradford 
Hill. The sulphatriad and lactose control tablets, which 
were specially made by -May and Baker Ltd. for the 
experiment, were put in plain bottles also marked with 
Zor Y. The bottles were changed four times during the 
experiment, thus: 


Cases ' - : 
E Se, EZ Ep 7 
16-30 ae os wo Ly Yi 
31-50 Z, Ys 
51-75 Z, Yi 
76827 Z, Y, 


The bottles containing sulphatriad were Z,, Zas Yy Zy 
and Y.. The doctor in medical care vg H. W) was 
unaware of these changes. 


Procedure.—When one of the adi staff’ on the ` 
station made a diagnosis of acute tonsillitis, a second 
medical officer was called in and agreement was reached 
on the degree of severity—mild, moderate, or severe 
This was a purely clinical judgment and took into con- 
sideration both local and general conditions. When the 
degree of severity and the necessity for admission to sick 
quarters for adequate treatment were agreed, the airman’s 
name was placed on a nominal roll. His serial number ° 
on this roll was then used to draw a correspondingly 
numbered envelope, which in turn disclosed if he was 
Zor Y. The treatment described below was then insti- 
tuted with Z or Y tablets accordingly. Before treatment 
started the first nose and throat swabs were taken, ° 

-~ ' Treatment : 

This was sumple in the extrenie. Except for visits to 
the lavatory the patient: was kept strictly in bed until , 
specific treatment was complete. Fifty tablets of either 
sulphatriad, 0.5 g., or lactose were given. Both types of 
tablet were identical in appearance. , These were taken at 
four-hourly intervals, except between 10 p.m. and 6 a.m., 
as follows: 6, 4, 4, 3, 3, 2, 2, 2, ..°. until the’ total 
of 50 was reached. Potassium citrate, 30 gr. (2 g.), was 
given four-hourly, and fluids were administered liberally - 


- during the time that tablets were being taken. 


Other treatment was kept to a minimum, but no 
embargo was made—that 1s, no unethical withholding of 
treatment was permitted in order to make a more clean- 
cut experiment -In fact, other treatment was seldom 
necessary. Penicillin was prescribed on only two occa- 
sions. In one, it was given on the eighth day owing to a 
relapse, and the throat and general symptoms then 
cleared up in two days. In the second, acute otitis media 
developed on the ninth day and cure was effected in 
four days. Both these cases had been treated with the 
control tablets. One had beta-haemolytic streptococci 
in the throat and the other had not. 

Other treatment given ,was as follows: (a) Treated - 
cases: inhalations (menthol), one case ; aspirin, one case 
(b} Control cases: mmhalations (menthol), four cases ; 
must. expect. stim (N,.F.), one case ; aspirin, two cases. 
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Case Recording ' 


This was done in two ways. First, selected symptoms 
and signs were recorded on a card of the type designed 
by Dr. Anderson. Symbols indicating the severity of 
the symptoms were also standardized. These were as 
follows : 


Oedema: Present, +; moderate, ++ ; 
uvula, and whole throat congested and oedematous, +++. 


Exudate : S = spots on follicular exudate ; P = patch of 
soft exudate ; ‘C= confluent, rather adherent exudate, 

Adenitis (refers to tonsillar glands only): Present, + ; 
easily palpated, almost -obvious, ++ ; swelling noticeable, 
ttt. i 

Tongue: c = coated; d = dry; n = clean; m = moist. 

Drumheads: P = congested ; Q= loss of light reflex ; 
B = drumhead bulging ; ot = otorrhoea, 

Pain: +; ++; +++ (equals inability to swallow). 


In addition the normal R.A.F. case sheet (F.41) was 


completed, giving more discursive information. 


About 72 hours after treatment began the doctor in 
charge gave his clinical assessment of the progress of the 
case He entered this as “ good ” or “poor.” 


Bacteriology and General Epidemiology 


Swabs were taken from the nose and throat on diag- 
nosis, at the end of treatment, and seven days after treat- 
ment was completed. These were examined at the 
R.A.F. Institute of Pathology, and reports on the orga- 
nisms present were sent to us. For the purpose of this 
paper the results are given only as indicating the 
presence or absence of beta-haemolytic streptococci. 

The collection of cases was undertaktn from January 
24 to June 15, 1950, when the experiment ceased owing 
to Service exigencies. At this time only 82 cases had 
been treated out of the 100 originally planned. There 
was no major epidemic, though two small beta-haemo- 
lytic streptococcal outbreaks occurred, each of about 
half a dozen cases. Each was localized to a single room 
in a barrack block. This does not necessarily incrimi- 
nate the dormitory type of barrack room, as those cases 
occurred in apprentices who, if they slept in the same 
room, would automatically work together during the 
day ; but the prima facie evidence is not to be set aside. 
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Results i 
The age grouping of the 82 cases is/shown in Table I 
Taste I.—Age Grouping 


Ago at Laat 4 | No. at Last a No 
day Birthday 

15 ne , 4, 20 3 

16 18 21 2 

i8 22 3§ i 

N 5 E f 
19 16 = 
Total 82 


Mean age = 17-88 years. 


The medical officers considered 44 to be mild and 38 
moderate or severe. Table IL shows how these were dis- 
tributed in relation to ‘the presence of beta-haemolytic 
streptococci in the throat. Only the swabs taken on 
admission are considered here 


Tare II.—Doctor's Initial Assessment of Severity Connected with 
Presence or Absence of Beta-haemolytic ‘Streptococci in the; 
Swabs taken at First Examination 









Beta-haemolytic Streptococc: 
Present Absent 


17 (47% 19 (53% 
25 (i A 21 {a 




























- No significant differences are shown here (x3 = 0 410) 

The results of treatment can be estimated in tou 
ways: (1) by the daily record of signs and symptoms 
given on the cards ; (2) by the appearance of complica- 
tions’; (3) by the subjective opinion of the medical officer’ 
recorded at about 72 hours ; and (4) by the effect on the 
known pathogens in the throat—that i is, the beta-haemo- 
lytic streptococcus: this is very indirect evidence, but 
may be admissible. ss 

The second method is of no help here There was 
only one complication in the 82 cases—an early acute 
otitis media. The youth of the subjects will be noted. 
and the fact that before their illness’ they were in fine 
physical condition. It is felt that this proportion of com- 
plications is not likely to be reproduced in the general 
population. Here, too, it may be said that there was no 
case with toxic effects due to the drug. 

- The daily recording of signs and symptoms in a stan- 
dardized manner is, of course, the normal way of 


Taste Il] —Number of Cases Returning to Normal, by Symptoms and by Day of lliness; with a Enion Between the 
Means of the Figures Produced by Control and by Treated Cases 



































The number of patients in whom the temperature returned to 
This Jat at arana fe tonporect aa as many patients showed a transient rise 
The number of cases which have shown a diminution of oedema fe 
‘The number of cases showing no exudate on the tonsils or pharynx f 
The day on which adenits 13 first seen to diminish, 
i The day when pain first disappeared. 






mo g and evening on this day, for the first time 
day oat of bed. 
from +++ to ++, ++ to +, or + tonil 
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estimating any kind of cure or recovery. The choice of 

' those symptoms and signs which can most advantage- ` 
ously be used is not easy. Of the eight originally put | 
on the card we have rejected three—pulse rate, tongue 


appearance, and ear-drum appearance ; the first two | 


because no apparent change occurs with recovery, the 

third because only one case in the series showed ear” 
signs of any -kind. . Other signs and symptoms were 

considered and rejected. As an example, frontal head- . 
ache, a common symptom, might be caused by ‘the 

throat, by the treatment, by constipation, or by reading 

in bed in a bad light. : 

As has been said above, the cases were taken as they 
came and divided into “treated” and “control” No 
account was taken of bacteriological findings. However, 
it is felt that a more accurate idea.of' the results is 
obtained if they are divided according to the presence 
of the beta-haemolytic streptococcus. In! these results 
(Table Ii), cases are _called positive if the beta- 


' haemolytic streptococcus is found on any swab during ' 


the experiment. | 

We believe that the presence of ‘a raised temperature 
and of pain are the two most reliable of the signs and. 
symptoms, the-former because of its complete objectivity 
and the latter because it appeared to us to be a clear-cut 
fact about which the patient had no doubts. The pre-’ 


sence of exudate follows a close third, whereas it is not’ ` 


- possible to apply this same degree of objectivity to minor 
fluctuations in oedema and adenitis. In a considerable 
agumber of cases diminution of “oedema” and 
“ adenitis” occurred for: the first time on the eighth 
day. This is because we were forced to include in this 
column all those cases still unchanged ať the end of a. 
week or discharged from sick quarters still not. com- 

` pletely normal. This does not apply to “ temperature ” 

aod “pain,” and their arithmetic means will therefore 

be more accurate than those of others. f l 
, The arithmetic means of the number of days taken by 

the cases to show cure or improvement as denoted by 

individual signs have been calculated. The differences 
between the means of the treated and those of the 
contro] cases are shown. The differences have been 
examined for significance by the “t”, test. The 
values of “t” ate also given. 
significant levels. ; 

. . There was no difference in 

between control and treated cases whether the beta- 

haemolytic streptococcus was present or not. A 


It will be seen from Table IV that there is a marked - . 


difference ' between treated and controlled cases in 
rapidity of cure. 


Taste IV.~Doctor's Assessment of Rapidity, of Cure at About 
: 72 Hours 3 1 








A 


The x? test gives the value of 10:46, which value is 
much greater than 3.84, the critical significance value for 
one degree of freedom. . The relationship of “ good” 
cures and treatment is therefore very unlikely to be due 
to chance. : 

A fourth piece of evidence is given in Table V. This 
shows that the administration of sulphatriad had no 
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TABLE V.—Survival of Beta-haemolytic Streptococci in the Throats ; 


of Cases Treated, with Sulphatriad and m Those of Control 
Cases i ai 














effect on the survival of beta-haemolytic streptococci in 
the cases examined. The x? test gives a value of 0.0341 » 


I 
' 


Comments 


This experiment was begun with the very simple dea 
of attempting to find out whether sulphonamides were 
efficient and economically reasonable drugs to use in the. 
treatment of acute throats, in particular under Service 
conditions. For convenience in control, the term “ acute 
throat” was restricted to cases in which there was a 
frank inflammation of the tonsils. In one way the simple 
trial has produced a simple answer—that is, that there is 
no difference which shows in normal clinical recording 


‘ 


between the recovery of patients suffering from this con- ~- 


dition who are treated by rest in’bed, copious fluids, and 
25 g. of sulphatriad and patients who do not receive the 


However, it must be-_said that the doctor in clinical 


“charge was able to detect which tablets were sulphatriad 


and which lactosé by the better ‘effect of the former on 
the appearance of the patient. It was also shown 
(Table IV) that the doctor’s assessment'of “ good cure ” - 
at 72 hours was significantly associated with sulphatriad 
medication. It is felt that these two very subjective 
results cannot overrule the negative result shown in 
Table II, and from a severely practical point of view’ 
simpler and less potentially dangerous remedies must be 
recommended. (The absence of complications in the 
experiment is -surely to be expected. in the conditions 
under which it was conducted, but renal complications 
are not so easy to avoid in some climates in which R.A.F. 
medical officers have to practise.) 

These subjective findings may be considered to explain 
the disagreements with Anderson’s opinions mentioned 


at the beginning of this paper. They do not, in our , 


opinion, justify the routine use of a potentially dangerous 
drug. Other methods can be‘found to improve well- 
being if the difference in speed of recovery is to be 
measured only in hours. f : 

It is, of course, understood that a decision to advise 
against any general use of sulphonamide drugs in the 
treatment of acute throats must also“depend on two ' 
other considerations—on the number of toxic reactions 
and on the value of these drugs in preventing epidemic 
spread. The present experiment gives no answer to these 
two aspects of the problem. i 
Summary 

Eighty-two consecutive’ cages of acute ‘tonsillitis were 
divided into two equal parts in a random manner. They 
wero all treated by rest in bed and given copious fluids to 


` drink. One half were given 50 0.5-mg. tablets of sulphatriad. 


The other half received an‘ equal ‘number of lactose tablets 


identical in appearance,to the former. 
Analysis of clinical records reveals no difference between 

controls and treated cases in thé speed of recovery from 

various symptoms. The medical officer in clinical charge 
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| was, However, able to make an estimate of- s agodnes of. 
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0 “SORE THROAT” IN 


Ea Anderson, T. (1949). 


cure ”-which had a significant:relationship to administration 
of sulphatnad. a 

It is felt that the routine administration- of sulphonamides 
to patients with acute tonsillitis cannot be. supported by the 
1esults of this experiment. 


We wish to thank Professor Bradford Hill and Dr. `D. ‘D. Red | 
for their help and advice.’ We also are grateful to Messrs May | 
and Baker Ltd, for their kindness in providing both su! iphatriad 
and control tablets for. these experiments, and particular thanks 
are due to Mr. E. J. Baines, of the New Products ‘Division. We 
are indebted to the Director-General of Medical Services RAF., 
for permission to publish. X 
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T. ANDERSON, M.D., F.RE.P.S., F.R.C.P.Ed. 
(From the University and Knightswood Hospital, Glasgow) 
“acute tonsillitis, es ecially as it occurs in general prac- , 
tice, has received little study in recent years from the 
point of view of either epidemiology or treatment. The 


. Commission on Acute Respiratory Diseases (1944) made 


an intensive study,of the problem in American troops - 
during the recent war, but, valuable as this investigation 
undoubtedly «s, its Endings are applicable only to young 
healthy adults, and, indeed, to yotmg adults - living in 


obtained. Two spečial cards were ‘drawn out, one of 
which was to be used by the general practitioner so that 
uniform records of the duration of signs and symptoms 
could be kept ; the, other was used to record the main - 
epidemiological data. The experiment was ‘begun in i 
January, 1950, and still continues - - 
Quantities of tablets were prepared by, May and -Baker 
Ltd. which, though differing imcomposition, were similar , 
in appearance. One set contamed' 0.5 g. of sulphanil- 
amide, another 0:5 g. of “ sulphatriad, "and a third 0.5 g: 
of lactose. Each lot of tablets was referred to by the.. 
letters A, B, or C, the proper constituénts being known 7, 
only to the hospital disperiser. The practitioners have 
stated that they were unaware which tablet was which, 
except on one occasion when `a patient developed’ a sul- 
phonamide rash, whereupon the lettering was changed. 


During January and early February each doctor was 
supplied with a particular tablet which he was to use ‘for . 
those patients who came into the trial, the intention being 
that the doctors were to employ a“different medicament 
each month This method, which was chosen for its 
obvious simplicity, was open to criticism on epidemio- 
logical grounds, for it was possible that the type df ton-, 
sillitis seen in one month might -be different:from that 
seen in another. Accordingly, during the remainder of 
the period each practitioner carried-a supply of all‘thrée 
tablets, and the metliod of treatment was thereafter dic- - 
tated by the use of a set of random numbers ‘which were 
written on the cards supplied to the practitioner.’ 


During the preliminary period Ganuary—February) the 


- practitioner who had been given the lactose tablets saw 
, the greatest number of sore throats. Accordiuigly when 


the whole series is summated there is some inequality i in 
the treatment groups. Thus there were 26 cases in the 
sulphanilamide group, 26 in the sulphatriad group 
and 43 in the lactose | group. It is. felt that, ‘since - 
the method of treatment was -at no time selected 
by the doctor, no serious harm arises- from analysing 
all of the patients in this preliminary report... .In 
` four cases the practitioner’s card was lost, so that the 


} 


artificial. surroundings which would tend to encourage. ` method of treatment was not known, and in one case, in 


infectious “ in- breeding.” ' No excuse is needed, there! 
fore, for presenting some infurmation on the epidemio- 
logy of “sore throat” as it is seen in ordinary ‘urban 
practice. But if there is ‘a need to know’ what clinical 
material is comprised in this general descriptive title, 
' there is an equal need to study what is the best: method 
of treatment. Criticisms, based largely on clinical 
impressions, were, made in the correspondence columns 
of the British Medical Journal following a statement that 
the sulphonamides had little value as a method of treat- 
ment in such conditions’ (Anderson, 1949). A’ study was 
therefore conducted td secure some factual information. 
The present paper is based upon the crore of the first 
` 100 cases. ee 
: Material and Methods. . , 


The patients studied were encountered in the general 


_ practice of three of us (R. B., D. McF., and W. , B.) 5 „they _ 


consisted of all those who complained. of “sore throat” 
as the. leading symptom. It was arranged that throat 
swabs would be ‘submiftéd from such‘ patients, who 
would subsequently be visited by one of. the epidemio- 
logical téam, if possible within the following 24 hours. 
At this visit-a second swab of the throat and a swab of 


; the post-hasal space (taken through ‘the nose). were 
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error, the allocated method of treatment was not adhered: 
to. It is perhaps worth commenting that prior to the 
_ trial one practitioner was firmly convinced of the value 
`of sulphonamides in such cases, the second used them 


} with' fair frequency, whereas the third seldom ‘Prescribed - 


The throat and post-nasal swabs ‘were treated in the 


“following” way. A Léffler’s slope, and blood-agar’ and 


gentian-violet blood-agar plates: were inoculated, care 
‘being taken to ensure that the whole swab was rubbed 
on the surface of the plates. A direct film was also 
examined for the, presence of Vincent's organisms., Cul- 
tures were examined at the end of 18-24 hours’ incuba- 
tion. Particular attention was paid to the presence of 
B-haemolytic streptococci (H.S ); arid when these were _ 
present the following notation was used: += up,to *- 
colonies’; + += up to 50% of the growth; + + += 
more than 50% of the growth.’ The predominance ‘ol 
any other organism was noted and an attempt made to 
type any pneumococci isolated. Under the conditions : 


. of the experiment it was not possible to-carry out sero- 


logical tests which might have had the value of defining 
more completely the ‘streptococcal aetiology. ~ ~ 

As the study has two aspects—namely, epidemio- 
logical and therapeutic—the results will be Sesoribsg y 
under these subheadings. - 
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Epidemiological Data 
Table I shows the cases arranged ‘according to the 
week of onset and in four broad categories according to 
the result of the initial throat swab It will be seen that 


Ttae 1—Distribution af Cases by Week of Onset and Resuit of 
: wa 




















Week Total A-haemolytic Streptococci Normal 
No. Cases a Fam +44 Flora 
52 1 1 0 o 0 

1 3 0 0 0 3 
2 17 p27 1 0 7 9 
ae Oe wae ee 
5 8 2 0 6 ô 
6 4 p27 1 1 2 0 
3 5 1 7 hee ee Go 
9 5 2 2 1 +0 
10 12° 2 2 1 7 
u 7 3 1 2 1 
12 107) 3 3 1 1 
3 4b aq! 0 4 2 vl 
14 1 0 0 o t 
15 2j 0 0 2 0 

Total 100 22 14` 32 
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No culture revealed the p.esence of Corynebacterium diphtheriae Smears 
tor Vincent’s organisms .were all negative. 





the cases occurred fairly evenly throughout the period, 


. apart from the second week of the year, which showed: 


. the highest total of 17. The totals for the four-weekly 
periods are 27, 27, 29, and 17. 

The results of the throat swabs show. that in approxi- 
mately one-third of the cases the flora was that com- 


monly associated with a normal throat ; in a similar pro- ` 


portion a profuse growth of H.S. was obtained ; in 22% 
a few colonies were found; and im 14% there was a 
moderate growth of H.S. The exact 4 
significance to be attached to these sub- Malaise. 
divisions cannot be stated dogmatically, P 

but it is interesting to record that the ` Sneezing.. 
epidemiological team has investigated 

similar swabs taken from a random Stulfy nose. 


sample of healthy persons living in the -Rhinorrhoea.” 
district from which the present patients . Co h 
were drawn. Few streptococcal carriers ugh. 


bave in fact been encountered, and in Headache. 
those detected ‘the plate has with few 


- exceptions been read as “one plus.” It Anorexia. 
is obvious, however, that from some Vomiting. 
individuals one might expect to isolate ee 
odd éolonies of streptococci, including Sweating. 


haemolytic non-pathogenic’ varieties, so, 
that it would be unwise to regard their 
presence as evidence of streptococcal . 
‘ infection. Further, the errors inherent 
in chance sampling would suggest that the ' 
subdivision- between those whose culture 
produced a normal flora and those who 
showed a few colonies of H.S. was not 
clear-cut. In subsequent tables, there- 
fore, ıt is proposed to use three groupings ~ 
only: Group 1, comprising those whose 


C3 


Chills Rigors pmm ————- 
ee aa a | 


Pain in glands, S 


of a rise in antistreptolysin titre.) Group 1 comprises 
cases in which a streptococcal aetiology may be regarded 
as very doubtful ; Group 3 consists of cases which must 
be regarded at present as of unknown aetiology. ` 

On this basis, therefore, it ıs apparent that less than 
one-half of the cases (46%) can be regarded as strepto- 
coccal in origin—an observation of some interest and 
importance, since it is a common misapprehension that 
acute tonsillitis almost always implies a ‘streptococcal 
aetiology. . 

Table M and the accompanying Chart draw attention 
to the mode of onset, the assessment of severity, and the 
main symptoms. (It should be noted that the clinical 
records of some of the earlier cases were mcomplete.) 

Table I shows that a rough distinction may be made 
between the cases in Group 2 and those in Groups 1 and 
3. If the latter cases-are combined to make a simple 
comparison we find that the percentages are (Group 2 
percentages given first): sudden onset, 66% against 
38% ; mildly ill, 30% against 59% ; moderately ill, 55% 
against 39% ; and severely ill 15% against 2%. In the 


TABLE I] —Mode of Onset and Clinical Severity of “ Acute 
‘ Tonsillitis ” 











8-haemolytic Streptococci 



























“ora Total 
+ ++ and +++ ay ole 
(Group 1) (Group 2) (Group 3) 

"Sudden ka 7 BTA 22 EA 7 ees 36 
Gradual 12 (63% 11 (33% Lt (61% 

Total ' : 
Mild.. "14 Gor 
Moderate 25 (55 
Severe A 7 (133 
- Total 46 | 

— a T 
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o 10 50 #0 $0 percent. 


Cases whose throat culture showed aheaw growth of 
hacmolytic streptococcus (Beta ). ` ; 


Cases whose throat culture's 


haemolytic stre ane 


Chart showing initial symptoms in cases of “sore throat“ 


a normal flom ora L+ 
eta ), ‘ 


culture was read as a “ one plus H.S.” ; Group 2, those; chart a similar combination of the cases shows that 


whose H.S. was read as “two plus ” and “ three plus ” , 
“and Group 3, those who showed a-“ normal flora.” It 
is felt that Group 2 may be regarded as a fair represen- 
tation of the cases of true streptococcal tonsillitis. (it 
may be noted that- the American workers already 
referred to found a strong correlation between the pre- 
dominance of H.S. in the throat swab and the occurrence 


4 


in Group 2 (presuméd streptococcal cases) headache. 
anorexia, vomiting, sweating, and chills and rigors pre- 
dominated ; whereas in those cases which were probably 
not streptococcal infections (Groups‘1 and 3) there was a 
predominance of symptoms more clearly referable to the 
respiratory tract, such as sneezing, stuffy nose, rhinor- 
rhoea, or cough. i 


, . s 
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The age distribution of the cases is shown in Table 
II. (Sex has been omitted, since the distribution in this. "= V—Distribution o of. Lp i Group, anë 


respect is equivalent.) As in the previous tables, the dis- 
tribution of the cases suggests some dissimilarity between ' 
the groups. Thus, in the under-5-years group there isan ' :Treatment 
apparent excess of cases in which culture showed a nor- i 
mal flora, whereas those cases regarded as of`strepto- 
coccal origin shów an excess in the age group 25 years. 
and over. We are in no doubt of the necessity to collect 


i 








` Normal 
. Flora, 
(Group 3) 












TABLE M .—Distribution of Cases of Tonsillitis by Age cha a foe cases tho treatment was not known; im one caso treatment was 
4 

Nordal ; the duration of fever, oedema, and pain. Fach of ie 

(Group 3) _ factors had different merits in that the first was ‘an 


entirely objective finding, the second was a clinical 

` observation by the physician, and the third was a sub- 
jective’ record of the patient's main complaint. The data 
in respect of these criteria are recorded in Table VI 
S “i 5 S 
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TABLE VI.—Resulis of Treatment 
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Total 


o | 1 CHEECH 


1, Duration of Fever j 
17 


* In One cosets each group the age was not recorded: 
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a much larger series for analysis before drawing, definjte 
. conclusions. Nevertheless the cumulative evidence sug- Salphanitamide 
gests that there is a rather mild form of acute tonsillitis, Sulphatriad .. 
possibly commoner in childhood, which is not strepto- a : : 
coccal in origin and which produces a symptomatology Means (days): sulphanilamide, 1.15; sulphatriad, 0-85; lactose, 1-07, ` 
showing some distactons from that of streptococcal ~—"_ braon of OclanaSCtCS;«STC;«7CS 


oeii Seere] 8 1 8181 8 13 [E18 [8 
t: sa 7 
A simple notation was used to describe the appearance tee la pIE T bes face a 


of the throat. This permitted four subdivisions: (a) no : : - 7 
exudate present; (b) soft follicular spots of exudate ; (c) “Means (days): salphanilamıde, 3-19, sulphatriad, 2:58; lactosa, 312 


continuous small “ flecks. ” of exudate ; and (d) confluent. 
pseudomembrane. Table IV shows the effect of corre- 
lating these a a with the result of the initial throat 


swab. Moans (days): sulphanilamide, 1-81; sulphatriad, 1-85; lactose, 1:95. 


‘4 3 1 j1` : 
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TABLE IV. — Appearance of Throat and Result of Throat Swab 





according to the method of treatment which, the patient 
eae received. The table shows that’ there is little difference 
Tando between the average duration of each factor. The appl- 
cation of statistica! tests of variance also indicates that 
23 no significance can be attached to any of the differences 










f-baemotytic Streptococo: 


[+-+ and +++ 
(Group 2 


Normal 
Flora 
(Group 3) 











+ 
(Group 1) 





No eaudate.. 

Folicilar spote The figures give no grounds for the belief that either of 

Membrane .. the sulphonamide tablets was appreciably superior to the ` 
Total lactose tablet, which presumably was therapeutically 





: inert. , 
* Ono'case in each group not recorded. ‘The ‘complications encountered are Poe in Table 


It has already been noted (Table ID) that Groups 1 and Vi. SP a a — 


3 contained a relative excess of mild cases, and it may TABLE VIl.—Complications Encountered un 100 Cases ot 
therefore be natural that a higher.proportion in these kk eee “Tonsillitis” . ~ 

groups showed no exudate on the throat. Nevertheless - 
it may be observed that about a quarter of.the strepto- GSP 
coccal cases were not exudative. 






‘ 


Group 2 
g (Streptococcal) 











R 
i Quinsy (1) (L) ca TAR Bronchitis TW ore 
; Results of Treatment 7 odosum (1) (L) Bp tae (D 0 es 
As the ‘present report is of a preliminary nature, Mavaiga D d 





detailed comparisons of the three treatment groups in 
regard to oea factors as age, severity, and duration of T Sem Treated With < eelpeanleet te: hie with malpara 
illness prior to treatment are not given. The distribution 7 i 
of the cases in respect of the presumed aetiology and - It will be noted that none of the cases developed otitis 
method of treatment is shown in Table V, which suggests media. The other complications encountered were not 
that there is no. gross dissimilarity. . s of individual importance apart from their effect in pro- ` < 
The clinical data which had been entered on.the prac- longing the illness., In view of the differences already 
titioner’s card made it possible to state the duration, in noted between. Groups 2 and 3 the slightly different 
` days, of certain signs-and symptoms. After considera- character of the complications in these groups deserves 
tion, attention was confined to three of these—namely, attention.. ‘It may be finally noted that 4 of the 43 


` 
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patients who received lactose, 4 of the 26 patients 


7 who received sulphatriad, and 1 of the 26 who received 
sulphanilamide developed complications. There is 


obviously little difference between the effects of the treat- 


ments in this respect. 
Discussion 

We do not propose to enlarge upon the epidemio- 
logical aspects in the present report. This study must be 
regarded as a “pilot” one undertaken in an endeavour 
to prospect the possibilities of such a form of investiga- 
tion. Nevertheless it is interesting that our results show 
certain similarities to those obtained by the Commission 
on Respiratory Diseases. It must be remembered that 
their clinical material was all adult and confined to cases 
in Which the temperature exceeded 100° F. (37.8° C.) 
and which thus qualified for admission to hospital. 
From the results of throat swabs and the demonstration 
of a rise in serum antibodies they concluded that roughly 
half of their cases were streptococcal. They also found 
some dissimilarity between the clinical pattern of the 
streptococcal and non-streptococcal cases in that chills, 
headache, and malaise were commoner in the former, 
whereas cough, nasal obstruction, and hoarseness ‘were 
commoner in the latter. 

As part of the American study the clinicians were 
asked to define the probable bacteriological ‘cause 
before receiving the result of the-throat swab, and it 


was found that the non-streptococcal cases were fairly _ 


accurately classified. There were, however, numerous 
érrors among the cases finally proved to be strepto- 
coccal. Our own experience was that errors were fre- 
quent in both groups. Thus each of us saw patients in 
whom the clinical diagnosis of streptococcal tonsillitis 
appeared “ obvious,” but from whom a normal bacterio- 
logical flora was obtained from two throat swabs 
and a post-nasal swab; and others in whom a mildly 
inflamed throat produced almost a pure culture of 
haemolytic streptococci. The bacteriological examina- 
tion of all such cases in general practice is not a practi- 
cable proposition ; and yet precise differentiation of the 
cases without it.is really impossible. Despite our obser- 
vations, which suggest that a differentiation can be made 
between the different groups comprising the series, there 
seems to be no single clinical criterion which can be 
applied to diagnose “ streptococcal” tonsillitis. In such 
circumstances it is obvious that the term must be used 
with considerable caution. 

The results of the therapeutic trial do not support the 
thesis that sulphonamides exert a beneficial effect in the 
treatment of the “ acute throat.” Those who place more 
faith in the virtue of clinical impressions will no doubt 
be unconvinced by an array of “statistics.” But it is 
well to remember that the average duration of fever and 
pain in those cases treated with lactose was exceedingly 


short—namely, 1.07 and 1.95 days respectively. In view" 


` of this, adde¥ to the fact that in about half of the cases 
a streptococcal aetiology is unlikely, it seems that to use 
drugs which have definite and known dangers is unneces- 
sary, besides being expensive. 


We are indebted to Dr. W. R. Thrower, of May and Baker 
Ltd., for supplying us with tablets of uniform size and appear- 
„ance. Professor A. Bradford Hill and his colleagues undertook 
the statistical analysis and provided the random numbers, and to 


them we express our thanks. 
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Lead-poisoning in infancy and childhood is rare in 
Great Britain, although, in other countries, notably 
Australia, America, and Japan, many cases have ‘been 
described. i 

In a survey of the literature of this country for the 
past 60 years we have found only seven other reports 
of plumbism in infants and children. Stephenson (1898) 
reported poisoning in an infant from the use of white 


Jead as toilet powder, and Cadman (1902) and Findlay . l ; 


(1935) each described a case due to lead nipple-shields 
Rodgers, Peck, and Jupe (1934) described’ the case of a 
boy aged 2 years who had chewed toy soldiers, and 
Gartside (1948) reported two cases in a family from 
burning battery casings as fuel. Clark (1950) has 
reported a case in a breast-fed infant due to the lead 
contained in the family water supply. x 

We have recently seen three cases, and two others 
have been found in the records of the Hospital for Sick 
Children, Great Ormond Street. The five cases are 
reported below. ` 

Sources of Lead « 


The source of the lead is broadly determined by the 
age of the patient. (1) In infancy there are dangers 
such as the application of powder containing lead to the 
breasts or to the infant's skin, and the use of lead nipple- 
shields. The use of lead powder by mothers was found 
to be the common cause of lead encephalopathy in 
Japanese infants. (2) In children up to about 5 years 
the ingestion of lead paint or metallic lead due to per- 
verted appetite is the most likely cause, although peculiar 
circumstances have resulted in large outbreaks in Queens- 
land, Australia. Climatic conditions there favoured the 
powdering of paint, which was readily transferred to 
the children’s mouths (B.M.A. Queensland Branch 
Report, 1922)’ (3) In children of school age per- 
verted appetite is not often a factor, but they may 
encounter a great diversity of hazards, as in adults. 
The majority of 40 cases due to burning battery casings 
as fuel were in older children (Williams et al., 1933). 

Pica.—Four of the five cases here:described exhibited 
pica, or perverted appetite. All children pass through 
a temporary phase ‘of ‘putting objects in their mouths, 


~ but pica refers to a morbid craving, of longer duration, 


for, such undesirable articles as earth, sand, coal, wall- 
paper, cloth, hair, paint, and even wood-lice. The con- 
dition may result from gastro-intestinal disturbances, but 
mental deficiency, neurosis, and simple habit are often 


i 


330 ‘Fes. 17, 1951 





responsible. Ruddock (1924) was probably the first to 
point out the relationship of lead-poisoning to, pica when 
he stated that some children affected with the former 
possessed a morbid craving to gnaw painted objects such 
as window-sills, white furniture, crib railings, porch rail- 
ings, and ‘other articles. To this list may be added toy 
soldiers, farm animals, etc. McKhann (1926) found 


pica to be the commonest forerunner of plumbism, and, 


the condition has since been stressed by Stetson (1947) 
The case reported by Rodgers et al (1934) in this 
country also suffered from pica. 


Clinical Features 


The manifestations of chronic lead-poisoning in chil- 
dren differ from those in adults in several important 
respects. In adults the main features are gastro-intestinal 
symptoms—chiefly colic and-constipation—anaemia, lead 
line on the gums, and peripheral palsy involving the 
muscles most used. In children the emphasis is on 
encephalopathy, which occurs in a high percentage of 
cases ; eye signs are common, while the lead line and 
muscle palsies are rare 

The manifestations of encephalopathy are prohkably 
secondary to an intense cerebral oedema, accompanied 
by a raised intracranial tension, which in young patients 
may produce a bulging fontanelle, separation of the 
sutures, and a cracked-pot note on percussing the skull. 


LEAD-POISONING IN CHILDREN 


\ Barns 
‘MEDCAL JOURNAL 





~ 


Straight x-ray films of the abdomen may reveal specks 
of radio-opaque material due to the presence of metallic 


* lead or lead salts in the gut. 


In the.presence of high intracranial tension a radio- 
graph of the skull may show separation of the sutures . 


Differential. Diagnosis 


In children this can be considered under two heads 
—before and after encephalopathy has developed. 

Before the cerebral signs appear, vomiting, abdominal’ 
pain, and constipation are the principal symptoms, and, 
if associated with pica, lead-poisoning should always be 
excluded. This triad of symptoms may suggest a surgi- 
cal emergency. The label “ cyclical vomiting ” is always 
dangerous, as it tends to lull the physician into a belief 
that an adequate diagnosis has been made 

After encephalopathy has developed, a number of con- 
ditions may be simulated. (1) Diabetes mellitus, suggested 
by abdominal, pain and vomiting, drowsiness, or coma 
associated; with sugar, and acetone in the urine. In lead- 
poisoning, however, urine ‘is not passed in excess and ~ 
the blood sugar is ‘normal. (2) An“intracranial space- 
occupying lesion, especially the common medulloblastoma 
of the cerebellum. Localizing signs may be absent, and 


“papilloedema may. be found in both conditions. How- 


ever, convulsions and twitching are unusual with sub- 
tentorial tumours, and very frequent in lead encephalo- 


The clinical features in children have been wello-pathy. The cerebrospinal fluid. may be similar in both . 


‘described by Blackfan (1917), McKhann (1932), and 
Ford (1945). 
Laboratory and Other Investigations 


The blood shows a moderate anaemia, reticulocytosis, 
punctate basophilia, and an excess of normoblasts ; the 
white count is normal, although a leucocytosis may be 
present in acute poisoning or with superadded infection. 
In severe cases the serum ‘bilirubin may be elevated 
owing to excessive haemolysis. 

The urine commonly shows a trace of protein, and 
glycosuria is often present-; ketone bodies may also be 
found. 

- The cerebrospinal fluid 1s orsi abnormal (Weller-and 
Christensen, 1925). In the- presence: of encephalopathy 
the pressure is almost always high; the protein is 
Increased and there is a moderate pleocytosis. The 
sugar may also be raised, although this is not patho- 
gnomonic, as it may occur in convulsions due to other 
causes. i 

Lead estimations in tbe blood and urme'may give 
valuable confirmatory , evidence. Special precautions 
must be taken to ensure that the syringes and containers 
are lead-free. 

Radiography 1s of the Seatin value, as changes are 
practically always present (Park et al., 1931; Caffey, 
1931; Vogt, 1932). Radio-opaque bands, due to the 


deposition of lead in abnormally numerous and con-. 


densed, trabeculae, are seen at the growing ends of 
the long bones and the growing margins of - flat 
bones. Multiple bands-or lines are sometimes seen, but 
their presence does not necessarily indicate intermittent 
absorption of lead. If the deposition of lead ceases, an 
area of bone of-normal density appears on the epiphysial 
side of the band, and as the bone grows this band 
becomes wider and less well defined. Since lead is 
deposited only in actively growing bone, this finding 
is not ‘present in adults 


Good (1941) has recommended radiography of the long 


-bones to demonstrate the presence or absence of lead 


lines. in every case of raised intracranial pressure if 
choked disks are present, G) Tuberculous meningitis 
should always be excluded in any child with doubtful 
cerebral signs. (4) “ Encephalitis” is often an unsatis- 
factory diagnosis, and ıt is possible that some cases so -> 
labelled may be due to plumbism. Á 


Treatment 


After absorption, lead is deposited in the bones and. 
to a lesser extent, in the organs, especially the liver and 
brain. It is excreted by the kidneys, which appear to 
have a definite renal threshold for it. Lead deposited in 
the bones is innocuous, “There are therefore two lines 
of treatment available: thé lead may be immobilized . 
in the bones and thereby rendered harmless, or mobilized 
to increase its excretion by the kidneys. 

There 1s a close relationship between calcium meta- 
bolism and the behaviour of lead in the body. Calcium 
has a specific action in aiding lead deposition in the- 
bones, and should’ be given in large quantities 4s milk 


(3 pints (1.7 litres) daily) and calcium lactate by mouth — . 


Vitamin D also exercises a beneficial effect by fixing . 
lead phosphate in the bones. Calcium gluconate intra- 
venously (10 ml. of 10% solution) should be used in 
crises such as convulsions, coma, and severe colic, when 
the acute symptoms are oftén dramatically relieved. 

“ De-leading ”—the removal of lead from the bones 
and its elimination from the body—is very dangerous in 
children ‘owing to the risk of encephalopathy Most 
authorities think that it should never be undertaken 
Both, acidosis and alkalosis aid the removal of lead from - 
the bones, and so must be avoided. 

` The cerebral oedema of lead encephalopathy is very 
resistant to treatment. The following methods have ` 
been advised: hypertonic magnesium, sulphate per 
rectum or e ts hypertonic glucose’ intra- 
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venously, repeated lumbar punctures, and even surgical 
decompression of the brain. The rapid withdrawal of 
cerebrospinal fluid by the Iymbar route is not without 
danger, as medullary compression, fits, or coma may 
be precipitated. 

Convulsions must be controlled by phenobarbitone or 
paraldehyde intramuscularly. 

Dimercaprol (B.A.L.) has been used with success in 
the treatment of persons poisoned by various metals, 
notably mercury and gold, but the evidence of its benefit 
in human cases of lead-poisoning is largely experimental 
and controversial. 

Braun et al. (1946), experimenting on animals, found 
an increased mortality in a group of rabbits treated with 
dimercaprol compared with an untreated control group. 
Their findings were confirmed by Germuth and Eagle 
(1948). Weatherall (1948), however, working with mice, 
obtained opposite results. 

In a group of men exposed to the hazard of industrial 
lead, Ryder et al. (1947) found that dimercaprol brought 
about a rapid fall in the concentration of lead in the 
blood and a considerable increase in urinary excretion 
of lead. 

Telfer (1947) reported a case’of chronic lead-poisoning 
treated with dimercaprol in which an increased urinary 
excretion of lead occurred with beneficial results. 
R. H. S. Thompson (1950—personal communication) 
considers dimercaprol is worthy of trial and suggests a 
dosage of 1.5 mg. per kg. four times a day for one week. 
This should be doubled in cases of lead encephalopathy. 


. Prognosis 

Lead-poisoning in children carries a grave prognosis. 
The younger the child the higher the mortality. Encepha- 
lopathy is of particularly grave significance. Focal or 
generalized sequelae involving the central nervous sys- 
tem are common. McKhann and Vogt (1933) record 
that of 45 cases of encephalopathy 11 died and 12 had 
permanent sequelae—epilepsy, tremors, mental retarda- 
tion, blindness, and speech defect ; and Byers and Lord 
(1943) state that mental changes leading to unsatisfac- 
tory progress at school were present in 19 out of 20 
children who had previously been normal. Pneumo- 
encephalography revealed cortical atrophy in six patients 
who suffered permanent cerebral damage ( Levinson and 
Zeldes, 1939). 


Case 1 


A boy aged 7 was first seen in September, 1948, at 
the Hospital for Sick Children, Great Ormond Street, with 
a three-years history of repeated attacks of vomiting, 
abdominal pain, and constipation lasting from one day to 
three weeks. He was of normal intelligence. A provisional 
diagnosis of periodic syndrome (cyclical vomiting) was made, 
and he was admitted to hospital. A blood count showed a 
mild anaemia and punctate basophilia. A radiograph of the 
abdomen revealed specks of opaque material, but in a sub- 
sequent film these had disappeared. It was now discovered 
that he suffered from pica and would eat anything. He 
particularly enjoyed chewing lead soldiers. The diagnosis 
was changed to “? plumbism.” He was seen in the out- 
patient department after discharge, when his mother stated 
that he had eaten no more lead soldiers. A blood count 
was normal and the attacks were therefore again considered 
to be due to periodic syndrome. 

In August, 1949, he developed slight jaundice, and the 
vomiting, abdominal pain, and colic became much worse, 
He was readmitted in November, 1949. 


On examination he was seen to be a quiet, co-operative, 
thin Child, with dry skin and icterus of the conjunctivae. 
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Pallor and blue line on the gums were not present. The 
abdomen was scaphoid, not tender. He had slight tremor 
of the hands, otherwise no abnormality was noted in the 
central nervous system. The fundi were within normal limits. 
For the first six days he continued to vomit, and was very 
quiet. He was constipated, complained of abdominal pain, 
and would not eat. 


Investigations—A blood count showed: Hb, 9.4 g. 65 
(67%); red cells, 3,600,000 per c.mm. ; punctate basophilia, 
1.3% ; serum bilirubin, 1.5 mg. per 100 ml. ; fasting blood 
sugar, 125 mg. per 100 ml. Examination of the urine 
revealed: acid, acetone —, faint trace of protein, orange 
reduction with Benedict’s reagent. Liver-function tests were 
normal. A radiograph of the abdomen again revealed 
specks, presumably of metal in the gut. Ring shadows were 
clearly visible parallel to the iliac crests (Fig. 1). Radio- 
graphs of the long bones showed bands of increased density 
near the eviphyses (Fig. 2). 


Fic. 1.—Case |. Radiograph showing metal particles in the gut 
and ring shadows parallel to the iliac crests. 








bones showing bands of 
e epiphyses. 3 


Fic. 2—Case 1. 
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started on a high- 
calcium diet, vitamin D, and alkalis, Lumbar puncture on 
the sixth day gave a pressure of 100 mm. and the fluid con- 
tained 1 cell per cmm. and 70 mg. of protein and 93 mg. of 
sugar per 100 ml. About two hours later he lapsed into 
unconsciousness and remained semicomatose for three days. 
Vigorous treatment for the encephalopathy was carried out. 
He was given magnesium sulphate by mouth, 50% glucose 
intravenously, and 25% Magnesium sulphate intramuscularly. 
Qn the seventh day the blood pressure was 165/120 and the 
_ cerebrospinal-fluid pressure had risen to 190 mm. The child 
-started twitching all over, but much more on the left side 
than on the right. One major convulsion occurred. Two 
days after the return of consciousness he developed wrist- 
drop on the left side which lasted one week. He remained 
-well and his blood pressure slowly fell to 105/65. Ten 
days later he suddenly lapsed into coma again, with twitching 
on the left side of his body. The pulse was full, there was 
marked vasodilatation, and the blood pressure was 115/10. 
This second attack of encephalopathy lasted one day only. 
o>... Clinically he. made an uneventful recovery and was 
-o discharged to his home. 
Special Reports.—Electroencephalogram (Dr. W. A. Cobb, 
National» Hospital, Queen Square}: “ Very little normal 
Activity can be made out. All areas show moderate-voltage 
-Blow rhythms, maximal on the right side. No change on 
over*breathing. - A grossly abnormal! record.” Psychological 
_-repert (Dr. Mildred Creak and Miss Durward): “ Result 
indicates low average intelligence. Considerable difficulty 
c with all items involving visual—-motor co-ordination. Chrono- 
-< logical age 7 years 5 months, mental age 6 years 10 months. 
“ Intelligence. quotient, 92.” Lead estimations: Blood lead, 
-0.3 kg. per 100 ml. (normal 0.01-0.03 #8.)3 urine lead, 
=:0.285 mg. per 24 hours (normal not more than 0.2 mg. per 
24 hours). 


‘ogress and Treatment.—The child was 































After one of 
d. He was readmitted, 
with intravenous calcium 
mouth. Later, a second 
“There is mental slowness, 
d spurts of aggression, He 
ee very slightly drunk.” 
The report on a further E.E.G, stated: “In the right 
=i fronto-parietal region there is a focus of very slow, rather 
thythmic waves of quite high amplitude. They frequently 
o.give-a hint of a repetitive complex-form analogous to slow 
oo ‘spike-and-wave complexes, though this is never clearly 
“defined.” 





Case 2 


sooo Ae girl aged 24 was brought to the out-patient depart- 
_ Ment of the Belgrave Hospital for Children in September, 
1949, on account of vomiting and loss of weight. According 

to the mother, the child’s condition had slowly worsened 
during the previdus 12 months. She had got paler, had 
lost weight, and had seemed increasingly miserable—so much 

so that her whole Personality seemed to have altered, Her 

> condition had markedly deteriorated in the previous two 
“months; she had become anorexic and constipated, and 
had vomited on many occasions. It was learnt that she 
had insatiable pica, and that she chewed almost anything, 
On examination she was found to be of normal height 

for her age, although about 5 to 6 Ib. (2.3 to 2.7 kg.) under 

i weight. She was anaemic, markedly hypotonic, and 
extremely miserable, Screaming at the slightest interference. 
No other abnormalities were found on physical examination. 
. nvestigations.—Mantoux-negative at 1:10,000. A blood 
ount on admission showed: Hb, 40% + red cells, 2,860,000 ; 
marked anisocytosis and Polychromasia: punctate baso- 
- philia, 2.5%; normoblasts, 0.5% ; white cells, 23,700 ; poly- 
» @orphonuclear cells, 56%. Six weeks later it was: Hb, 
84% ; red cells, 4,700,000 ; white cells, 9,300. The cerebro- 
spinal fluid 12 days after admission showed: clear colour- 
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less fluid with pressure varying between 120 and 160 inm. ; 
cells, 2 per c.mm. ; protein, 25 mg. per 100 mi. ; chlorides, 
740 mg. per 100 ml.; sugar normal. : 

Progress and Further Investigations-—~The child remained 
pathologically miserable in the ward, and would scream 
whenever anyone looked at her or went near her. As the 
first“blood report mentioned punctate basophilia, it was 
decided to take radiographs of the long bones: the report 
from the radiologist (Dr. A. M. Rackow) stated that the 
radiological appearances were in favour of a heavy-metal 
poisoning. As the most likely heavy metal was lead, a search 
of the house where the child lived was undertaken, and it 
was noted that the skirting-boards and window frames had 
been gnawed down to the bare wood, while the painted 
handle of a doll’s “pram” had been bitten down. to the 
metal. On the boards and window-frames there were 
apparently two layers of paint—a brown one superficially 
and a blue one deeper. Samples of the paints were taken 
from these sources and from the pram handle. The follow- 
ing results were obtained: brown paint, no lead; deeper 
skirting-board and window-frame paint, 27% lead; pram- 
handle paint, 7% lead. Blood-lead estimation showed 
0.08 ug. per 100 ml. 


E.E.G. Report (Dr. W. A. Cobb).—“ The E:E.G. was 
largely unsuccessful owing to excessive movement, So far 
as can be judged, however, there is no abnormality.” 

The child’s haemoglobin started to rise on “ colliron,” and 
her behaviour improved slightly. She was discharged in 
December, 1949, and a follow-up revealed that she had 
stopped chewing the lead paintwork but was still very 
miserable: 


Case 3 - 


A baby girl aged 1 year 7 months, weighing 19 Ib. 5 oz, 
(8.86 kg.), was admitted to the Hospital for Sick Children, 
Great Ormond Street, in December, :1949. She had been 
irritable, listless, and crying frequently since an attack of 
Measles seven months previously. Vomiting had been 
present for six weeks and had increased recently. Consti- 
pation had been marked for three weeks. Her appetite was 
poor and she was steadily losing weight. During the night 
she had had many screaming attacks, which were relieved 
by nursing her in front of an open fire. 

On examination she was seen to be pale, apathetic, and 
moderately wasted, with a feeble grizzly cry. Her throat, 
ears, lungs, heart, abdomen, fundi, and cranial nerves were 
normal. Normal movements were present in the limbs, but 
hypotonia was marked. Tendon reflexes were absent in her 
arms and ankles and diminished in her knees, Plantar 
responses were flexor. Her skull was not enlarged ; the 
fontanelle was closed. Attempts to obtain a blood-pressure 
reading were unsuccessful. 

A blood count revealed a hypochromic anaemia with 2 
moderate punctate basophilia. The presence of the latter 
suggested lead-poisoning, The Parents were again inter- 
viewed, and it was found that for about eight months the 
child had chewed anything she could lay her hands on— 
including painted woodwork. With this further evidence in 
favour of lead-poisoning, the long bones and abdomen were 
x-rayed and a blood-lead estimation was performed. Radio- 
graphs of the wrists and knees revealed a band of increased 
density at the ends of the femora, tibiae, radii, and some 
of the metacarpals, Radiologically the abdomen was 
normal, 

The child’s condition deteriorated. She continued to 
vomit, became drowsy and dehydrated, and developed a 
marked bilateral internal strabismus. There was no lead 
line on the gums or evidence of wrist-drop or foot-drop. 
After lumbar puncture (pressure in excess of 300 mg. of 
water, the only abnormality being 60 mg. of protein) she ha 
a series of convulsions and died 18 hours later. ire 


Necropsy (Dr. Vickers)—Brain : Slight cellular infiltration 
of pia arachnoid with perivascular oedema. No evidence of: : 
encephalitis. or vascular lesion. Liver: Fatty change ~ 
throughout with many hepatic-cell nuclei showing fine 
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eosinophilic acid-fast inclusions of the type found in lead- 
poisoning. Kidney: The most pronounced degenerative 
changes in the cortex were acidophilic ; acid-fast nuclear 
inclusions were present in greatest numbers. Oesophagus : 
Just proximal to the cardiac orifice of the stomach the 
oesophagus showed a perforation 2.5 cm. in length, the 
lesion having the characteristics of an acute oesophageal 
ulcer (Wyatt and Khoo, 1949). The stomach and intestines 
contained altered blood in large quantity. No other ulcera- 
tion was present in the gastro-intestinal tract. Lead estima- 
tions : Blood lead less than 0.03 xg. per 100 ml. ; bone lead, 
89 parts per million ; liver lead, 53 parts per million. 


Case 4 


The patient, a breast-fed male baby aged 54 months, had 
previously been quite healthy. For 10 days before admission 
he had been irritable, with vomiting and loose stools. Five 
days before admission he had had a convulsion. He was 
admitted to another hospital and then transferred to the 
Hospital for Sick Children, Great Ormond Street. 

On examination he was pale, limp, and irritable, with slight 
meningismus. An otitis media and otitis externa were 
present. A blood count showed: red cells, 3,300,000 per 
c.mm. ; Hb, 65% ; reticulocytes, 8.4% ; punctate basophilia 
present ; fragility range within normal limits; white cells, 

23,200 per c.mm. (polymorphs 40%, lymphocytes 52%, 

monocytes 8%). The cerebrospinal fluid showed: pressure 
‘normal; cells, 3 per c.mm. ; protein, 224 mg. per 100 ml. ; 

sugar, 59 mg. per 100 ml. ; chlorides, 720 mg. per 100 ml. 

It was now learnt that the mother had been using a lead 
nipple-shield for the past 10 weeks. A radiograph of the 

long bones revealed 

typical bands of in- 
creased density at the 
ends of the shafts. 

The urinary excretion 

of lead in 24 hours was 

0.03 mg. 

The child was given 
a blood transfusion for 
the anaemia and penicil- 
lin for the otitis. He 
became livelier, gained 
weight, and was sent 
home. Later he had 
to be readmitted for a 
discharging ear and 
diarrhoea and vomiting. 





required to counteract 
the dehydration. Further radiographs four months later 
showed that the bands were then situated about 1 in. (2.5 
cm.) from the epiphysis, and had caused a widening of the 
bone at this point (Fig. 3). 

Follow-up.—When seen at the age of 3 the patient was 
a normal healthy child. The blood picture was normal, but 
gear still showed very faint lines of increased density 
in 


a Case 5 


A boy aged 5 was admitted to the Hospital for Sick 
Children, Great Ormond Street, in August, 1931. He had 
been unwell for the past three weeks, with vomiting, pains in 
the back of his head, pallor, and constipation following an 
initial bout of diarrhoea. For an indefinite period he had 
been nibbling paint off the windows at home. 

On examination he was thin and pale, and complained of 
abdominal pain. No abnormal physical signs were found 
apart from hepatic enlargement. A blood count showed: 
red cells, 3,375,000 per c.mm. ; Hb, 58% ; white cells, 4,700 
per c.mm.; 6 normoblasts per 100 white cells. Marked 
basophilic stippling was present. Examination of the urine 
-revealed no albumin or deposit ; a trace of lead was present. 
Analysis of a sample of paint similar to that ingested showed 
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en. 






~ 


The child was discharged from hospital, but we have not 
been able to follow him up. sz 


Discussion 


Several interesting points emerge from the study of 
these cases. In Case 1 the temporary wrist-drop was 
considered to be Todd’s paralysis rather than a true 
lead palsy. This is supported by the predominantly 
unilateral nature of the fits and the- electroencephalo- 1 
gram showing maximal changes from the corresponding F 
hemisphere. Sie 

Encephalography was carried out in Cases 1 and 2. ` 
It is hoped that the E.E.G. may prove to be of value in = 
determining the prognosis in lead encephalopathy. It È 
is likely that abnormal E.E.G. changes will be present 2 
in those subsequently showing mental retardation. = 

Glycosuria was observed in two of our cases. Goettsch 
and Mason (1940) reported glycosuria in 8 out of 39 
cases. They discussed the possibility of its being pan- 
creatic or cerebral in origin associated with hyper- 
glycaemia, or renal in origin associated with a normal 
or low blood sugar. The evidence points to the latter 
view. 

Case 3 showed typical necropsy findings of lead- 
poisoning. The cause of death was haemorrhage from 
acute ulceration of the oesophagus. Although ulcera- 
tion of the alimentary tract may occur in acute lead- 
poisoning, it is not a feature of chronic lead-poisoning. 
However, it has been described in association with 
cerebral oedema. aS 

Blood-lead estimations were performed in three cases : 
the level was abnormally high in two, and within nor- 
mal limits in one. Urinary lead estimations were also 
done in two cases. ' 

Present-day manufacturers of nursery equipment in — 
this country are fortunately aware of the danger of lead _ 
paint to the child. Modern paints seldom contain lead : 
but old paint, with its high lead content, constitutes a — 
great danger. In two of our cases old paint appeared 
to be the source of the lead. - one 

We have described a further case of poisoning due to 
a lead nipple-shield. Mackay and Hunter (1949) have 
strongly condemned the use of lead nipple-shields. $ 

















Summary and Conclusions 


Five cases of lead-poisoning in children are presented. = 
Four were associated with pica and one was caused by 
use of a lead nipple-shield. be 
The serious prognosis of the condition is stressed. One of 
our patients died and two appear to be mentally backward. — 
The sources of lead in such cases can be broadly divided 
according to the ages of the patients. (1) In infancy: due 
to lead nipple-shields or the use of lead-containing powders. A 
etc. ; (2) 1-5 years: due to children with pica eating lead  — 
along with other noxious substances ; most commonly thisis — 
in the form of lead paint; and (3) school-children: due to 
accidents similar to those met with in adult life. eee 
The clinical features of lead-poisoning are discussed. The 
manifestations in childhood differ from those in adults in i 
that encephalopathy, with irritability, fits, and coma, is very- 
common. Wrist-drop and the lead line on the gums, how- 
ever, are rare. See 
The diagnosis is often first suspected from the finding 
“of punctate basophilia in a blood film. Although not 
diagnostic, punctate basophilia should lead to fu aie 
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investigations, of which x-ray examination of the long bones 
is the most important. The possible value of E.E.G. 
recordings is discussed, 

Treatment should aim at immobilizing the lead in the 
bones. “ De-leading ” should never be attempted in children. 

Lead-poisoning in children could be entirély prevented. 
Lead paint should never be used in places that children can 
reach. Lead nipple-shields should be prohibited, 

The use of dimercaprol in the treatment of lead-poisoning 
is discussed and is thought to be worthy of trial, especially 
in cases of lead encephalopathy. 

Lastly, it is stressed that the diagnosis of pica should 
always bring with it the question, “Is this child liable to 
ingest poisons by its habit of dirt-eating ? ” Probably the 
most important of such poisons js lead. 
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psychological reports on Case 1; Dr. W. A. Cobb for the electro- 
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The Abortion Law Reform Association has just issued a 
leaflet of advice on how to seek termination of pregnancy. 


opinion also be favourable, he will arrange for a competent 
The recent judgments 
in the Bourne and the Bergmann-Ferguson cases give legal 
precedents to show that it is legal for a patient to ask her 
doctor for a termination of pregnancy: it is legal for a 
doctor to consider such a request, and, if he endorses it. 
to take a second opinion : and it is legal for a surgeon to 
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The condition known by the above name (there are 
numerous synonyms) is apparently well known to der- 
matologists, and a considerable number of reported cases 
are on record. In 1933 Michael | contended that no 
further cases should be published unless they showed 
features of particular interest. The following case seems 
to be the first instance in the white race in which the 
condition has been traced through seven generations. The 
family tree is also one of the largest on record. 


Case Report 


A male child aged 14 months was admitted to the 
Children’s Hospital, Derby, in January, 1950, with an 
acute respiratory infection. He was the second child of 
parents who were not related. Apart from his skin 


Fic. 1.—Photograph of patient’s hands. 






Fic. 2—Photograph of Patient’s feet. 
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Fic. 3.—Photograph of hands of patient's mother. 


abnormality his previous health had been good, and he made 
a rapid and uneventful recovery from the pulmonary infection. 
/ The skim lesion, which is shown in Figs. 1 and 2, was 
confined to the palmar surfaces of the hands and the soles 
of the feet. It was sharply limited at the wrists and did not 
affect the back of the hands or the dorsum of the feet. 
The anomaly appeared to be a simple hyperkeratosis of 
the skin without any inflammatory element. The whole 
surface of the palms and soles, including the volar surfaces 
of all the fingers and toes, was involved, but the thickening 
was of rather variable extent. At the flexures of the fingers 
and toes and in the creases of the palms the hypertrophied 
skin was cracked and fissured. 

The condition had first appeared, when the child was 
5 weeks old, as a yellow line along the borders of the 
palms, and had gradually spread, finally covering the areas 
shown in Figs. 1 and 2. The remainder of the skin of the 
limbs, trunk, and head appeared quite normal. There was 
no apparent disability, and the infant could grasp objects 
firmly and appeared reasonably dexterous. When he was 
seen six months later, after he had begun to walk, the 
palms were in much the same condition as 
when he was first seen, but the soles were 
much more severely affected. His general 
health continued to be good and his mental 
development was apparently normal. 


Other Members of the Family.—Seven of 
the eight other affected members of the family 
were seen (one affected grand-uncle was dead). 
In all of them the condition was strikingly 
similar, Their ages varied from 54 months to 


72 years, and in each the distribution and the it 


character of the lesions were identical. A xe 
photograph of the man of the infant's | 


the others’to have spent a small fortune on a host of 
remedies without the slightest effect. “ 

From time to time large areas of the hypertrophied skin 
would peel off, leaving thinner but not normal skin under- 
neath. The mother of the affected child had met with an 
accident to her left hand, which was caught in a mangle. 
A large part of the skin of the hand was tern away, and 
when, in course of time, the new skin appeared it progressed 
exactly as the old had done. 

There was little disability from the lesion except for 
blunting of the sense of touch. The infant’s mother 
claimed to be able to remove hot plates from the oven 
without feeling any discomfort. All the male members 
affected had earned, or were earning, their living at a variety 
of semi-skilled occupations. It was the universal testimony 
that working with the hands made the skin grow thicker 
and more rapidly, and one of the men had very thick 
plaques on his thenar eminences, which were constantly 
utilized in his work as a packer. 
had purposely refrained from marrying until over the age 
of 60 for fear of transmitting the defect. On the other 
hand, the younger people treated the matter as of no 
moment. i 


Family Tree 

The sibships after the third generation are complete as 
shown in the diagram. Three generations were seen by 
me. Testimony of the occurrence of the condition in the 
two generations preceding that was given by the three sur- 
viving members of the third generation. Beyond that the 
history is dependent on a report by the grandfather of the 
infant. The reliability of his testimony is unknown, but 
when his statements could be checked they were found to 
be accurate. He said that his grandmother had told him 
that her father and grandfather were affected. The condi- 
tion is such a striking one and the mode of inheritance so 
uniform that it is probable that the statement is true. 
so, it represents a period of probably two centuries in which 
the condition has been handed down in a direct line. It 
will be noted that the mode of inheritance is direct from 
parent to child. No generations have been skipped, and 
in no case has the condition appeared in the offspring of 
an unaffected person. Of the children of affected parents 
from the fourth generation onwards the proportion of 
affected to unaffected is 13 to 18. It may be presumed 
that the condition is transmitted as a simple dominant. 


Discussion 


The following summary of Olmsted (1927) is an excel- 


lent brief account of the history of the condition. “ First 
described by Krost in 1880 and by Unna in 1883, the 
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mother is shown in Fig. 3. 
$ 7 $ g gx 
Features of the Abnormality 
In every case it was parini g "e e | | 
was normal at birth, and that the efect 
became obvious within the first three months # 2-9 9 ou F eS 
of life, in the manner described above. Once ; 
it had appeared it persisted throughout life © AFFECTED X@ CASE SEEN BY AUTHOR 


and resisted all forms of treatment. One 
of the affected members was reported by 
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One man stated that he - 
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ae ‘is still appearing in the race.” 
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r oy sharacter of this fom of keratoderma was 
ee iphacited by the earliest authors. Vérner recorded 
its existence in four generations of one family, 16 out 
of 40 members being affected. Cases have been reported 
~ from time to time in Europe, North and South America, 
and Japan. The high incidence of the disease among 
the natives of the small island of Meleda, in the Adriatic 
Sea off the coast of Dalmatia, led early observers in 
“this locality. to attach to it the name of ‘mal de 
: Meleda” and to consider it a peculiar form of leprosy. 
‘Tt was not until 1898, when the Viennese dermatologist 
Neumann visited the island, that the clinical identity of 
“these cases with keratoderma was established. Crocker 
ascribed the apparently endemic character of the disease 


in Meleda to the result of frequent intermarriage in an 
: „isolated island community.” 


The pathology has been repeatedly described and no 


ae lesions apart from the hyperkeratosis have been recorded. 


There is a considerable variety of types of the condition, 


' each of which is honoured with a special name—linearis, 





striata, punctata, diffusa, subungual, etc. However, the 
-present case is an instance of the most common type, 
and the basic defect is presumably the same in all types, 
-owith the manifestations modified by unknown. factors 
<. (Siemens, 1929). Siemens also notes the occasional 
- association of the condition with other ectodermal 
=| defects, 
_-- Cockayne (1933) lists 72 reported families containing 
~ 699 affected persons. In only one instance was inheri- 
tance traced as far as the sixth generation. In 1933 
Michael presented a family tree containing 68 members 
~-31 affected and 37 unaffected—extending through six 
, generations, and claimed that it was the most extensive 
== one reported up to that date. Since then Huei-Lan 
“Chung (1937) has recorded two Chinese families in 
whom- he traced the condition through five and seven 
“generations. His pedigree of the latter family is for- 
midable, and was made possible, he says, only because 


of the Chinese manner of living, in which several genera- 
“tions of the family inhabit the same compound. Since 


_ Huei-Lan Chung’s report I have not been able to dis- 
cover any pedigrees of similar size, and this is apparently 


~sthe second occasion on which inheritance through seven 


a generations has been recorded. 

Co The condition is apparently of universal distribution. 
Cockayne states: “The races in which the defect has 
“been seen are English, Scottish, white American, Ger- 


oman, Norwegian, Swedish, Dutch, Belgian, French, 


To these 
must now be added Chinese (the cases mentioned above) 
and Indian (Hai, 1950). 
«Michael considers that “there is every reason to 
-believe that the mutation which gives rise to the anomaly 
Since my interest was 
first aroused in the condition I have become aware of 
four other affected families in the Midlands. It seems 
: probable that the defect is more common than has been 
realized. 


a Italian, Spanish, Russian, and Japanese.” 





Summary 
A case of the diffuse form of keratoderma palmaris et 
plantaris congenitalis in an infant is reported. 


=>. The family tree is given, showing direct transmission 
- through seven generations. The mode of inheritance and 


` the numerical incidence strongly suggest a simple Mendelian 
dominant. Be 

The condition i is world-wide in incidence, and is probably 
commoner than reports would suggest. 





Į am indebted ‘to Dr. P. D. c “Kinmont tor the original 
diagnosis and for his constant. advice. The photographs. were 
taken by Mr. Fayers, of the Derbyshire. Royal Infirmary, to 
whom my thanks are due. 
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FALSE DIAGNOSIS OF PATENCY OF 
FALLOPIAN TUBES 
BY 


MARGARET MOORE WHITE, M.D., F.R.C.S. 
F.R.C.0.G, 

Gynaecologist to the Fertility Department, Royal Free 

Hospital; Gynaecologist, Hitchin Group of Hospitals 


Among gynaecologists engaged in the study of infer- 
tility it does not seem to be well enough recognized that 
the kymograph does not always depict the true state of 
the Fallopian tubes on pertubal insufflation. A diagnosis 
of patency of the fimbrial lumina may be made when 
such is not the case. Miller (1945) wrote: “Deception 
may occur as a result of gas bubbling through a hydro- 
salpinx,” but little attention has been paid to the 
phenomenon in this country, At a conference on infer- 
tility in London in 1950, Siegler referred to this possible 
means of falsely diagnosing patency. 

In those cases in which bilateral hydrosalpinx exists, 
pelvic examination would reveal the condition and give 
evidence that the kymograph was misleading. When, 
however, there is no fluid exudate the tubes are in a 
flaccid state, although occluded by terminal adhesions, 
and nothing abnormal is palpable on examination. 
Were a salpingogram not taken, occlusion at the 
fimbrial ends of the oviducts would remain undetected. 

There seems to be no certain way of avoiding the 
occasional misdiagnosis of patency in some cases with 
terminal tubal occlusion when there is no distension 
of the tube. The symptom of shoulder-pain follow- 
ing insufflation is not inevitable, as it was experienced 
in some of the cases in which non-patency was con- 
firmed. Moreover, even when normal patency exists, 
sufficient carbon dioxide may not have been introduced 
to cause shoulder-pain to. be registered. According. to 
Miller (1945), 300 c.cm. of gas must be introduced to 
produce the symptom of shoulder-pain. I find, on the 
contrary, that the registration of shoulder-pain is a vari- 
able factor and may be experienced after the introduc- 
tion of not more than 100 c.cm. of gas. 

In some of these cases of non-patency, bilateral pelvic 
pain has been experienced, but others have felt no dis- 
comfort, Pelvic examination immediately after insuffla- 
tion of those women who have experienced pain has 
revealed a tubal swelling, but by the next occasion. the 
patient has presented herself for examination there is 
again nothing abnormal to be felt. 

It would seem conceivable that if enough carbon 
dioxide was introduced on each occasion a stage would 
be reached when the uterus and tubes were filled to 
capacity and pain would occur, but in the one case in 
which the introduction of gas was continued for some — 
time it was not so. Presumably enough had not been 


run in. Tubal perigee can occur in 1 both directions - Faan 
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(Müller, 1944), but, even so, if a state of maximum 
distension had been reached severe pain would occur 
unless gas were able to escape via the cervix, in which 
case it would easily be heard. 


Since pertubal insufflation is so often performed in 
the out-patient department and the patient is not 
detained, introduction of a large quantity of gas is 
avoided in order to provoke as little discomfort as 
possible. 

At the time of insufflation, in two instances I made a 
comment that the sound heard had a hollow note. 


My attention was first drawn to the condition 
described above in January, 1949, in Case 1. Since 
then I have been able to collect five further cases from 
January, 1949, to January, 1950. 


Case Reports 

Case 1.—Aged 29. Five years’ sterility. Early history of 
tabes mesenterica. In July, 1947, normal tubal patency was 
diagnosed by a colleague. In October, 1948, laparotomy 
was performed by another gynaecologist to correct retro- 
version, and bilateral fimbrial occlusion was found. 
Salpingostomy was performed, but a post-operative 
salpingogram again showed fimbrial occlusion. In 
January, 1949, I performed tubal insufflation, and 
patency with peristalsis was obtained at normal pres- 
sure. Shoulder-pain was not experienced. In view of 
the conflicting evidence a salpingogram was taken immedi- 
ately and bilateral oleosalpinx was depicted (Figs. 1 
and 2). After short-wave therapy, on further insufflation in 
June, 1949, the kymograph (Fig. 3) again registered patency 
with peristalsis. Shoulder-pain was experienced. It was 
hoped that in view of this feature patency had occurred, 
but a salpingogram again showed non-patency. Recent 


PRESSURE — 


Fic. 1—Case 1. Kymograph reading on January 1, 1949. 





Fig. 2.—Case 1. 


Salpingogram taken January 1, 1949, showing 
Miilateral oleosalpinx. 





Fic. 3.—Case 1. Kymograph reading on June 2, 1949. Normal 


at first; later, hollow sound. 
laparotomy revealed oviducts flabbily dilated at their fimbrial 
ends and occluded. 

Case 2—Aged 36. Seven years’ sterility. History of 
pleurisy early in 1946 and risk of gonococcal infection, but 
all tests taken at the time of her husband’s infection were 
negative. Tubal insufflation performed at a London hospital 
in 1946 registered normal patency. Insufflation by me in 1947 
registered non-patency. A salpingogram in November, 1947, 
showed no tubal spill and suggested terminal tubal adhesions. 
In March, 1949, insufflation was again performed and a nor- 
mal kymograph obtained. There was no shoulder-pain. In 
June, 1949, after injection of 20 ml. of opaque fluid, dilated 
occluded tubes were shown. 

Case 3.—An Indian aged 26, with 10 years’ sterility, gave 
a history of abdominal pain. Pelvic examination normal. 
In February, 1949, a normal kymograph was obtained. In 
April, 1949, a salpingogram showed bilateral distension and 
non-patency of the Fallopian tubes. The patient was subse- 
quently admitted with a painful pelvic swelling, which sub- 
sided after a course of penicillin. Insufflation was again 
performed in January, 1950. A normal kymograph was 
obtained and shoulder-pain experienced. In March, after 


~- the prophylactic administration of penicillin and sulphon- 


amides, the salpingogram was repeated, using a fluid 
medium. Bilateral distension and non-patency ‘of the 
Fallopian tubes were depicted. On laparotomy in May, 
1950, the terminal portions of both tubes were found 
closed and flabbily dilated. 

Case 4.—Aged 28. One child aged 10; a miscarriage one 
year later at the third month ; nine years’ sterility. History 
of occasional left-sided pain. Induration and tenderness of 
the left parametrial tissues felt. After short-wave therapy 
and chemotherapy the kymograph obtained in April, 1949, 
was normal: no shoulder-pain, but pelvic pain felt ; prophy- 
lactic penicillin given. Insufflation repeated in June, and 
again a normal kymograph was obtained. Pelvic pain was 
experienced, and 
left tube. A salpingogram 
fluid medium, which showed non-patent distended tubes. 


immediate examination revealed a distended 
was taken in October, using a 
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.. February, 1950, at laparotomy, both tubes were flaccidly 
distended in their outer third and terminally. closed. 

0o Case 5—~Aged 34. Mother of three children. One and 
a half years’ sterility. Four years before her attendance at 
hospital her attempts to procure an abortion resulted in 
injury to the bladder’ She was treated in hospital for seven 
months on account of sloughing of -the bladder. Drainage 
tubes were inserted in the pelvis. In October, 1948, a 
salpingogram showed cornual occlusion of the right tube 
and fimbrial distension of the left tube with questionable 





| FIO, 4.—Kymograph obtained in a case in which the radiograph 
denoted bilateral terminal occlusion. 


slight spill. She conceived at once, but miscarried at the 
‘third month. In May, 1949, tubal insufflation was per- 
ri normal patency diagnosed. In 
October, 1949, a salpingogram showed no filling of the 


Tight tube and terminal occlusion of the left. Two weeks 


later insufflation was repeated, and shoulder-pain was 
experienced. A later radiograph still showed occlusion. 
Case 6-—Aged 34. Eight years’ Sterility. Drained 
appendix abscess af the age of 15. Tubal insufflation 
was performed in September, 1948, by a colleague and 
normal patency and peristalsis were obtained. Shoulder- 
< pain was not commented upon. A salpingogram in June, 
1949; showed bilateral oleosalpinx. On insufflation in 
October, a normal kymograph was obtained. In 
. November, with a fluid medium, a salpingogram showed 
. terminal distension and occlusion of both tubes. Exami- 
nation immediately after withdrawal of the instrument 
revealed distension of both tubes. In December insuffla- 
tion was again carried out and a normal kymograph was 
obtained: 
Comment 
It will be seen from the foregoing examples that in a 
number of cases with terminal tubal adhesions investi- 
gated only by the method of tubal insufflation it is 
possible to believe the Fallopian tubes to be patent at 
their fimbrial ends when, they are actually occluded. 
When a state of hydrosalpinx does not exist there is 


a no means of recognizing the condition. A hollow sound 


‘~ominsufflation (two cases) and bilateral pelvic pain (two 
cases) are suggestive features, but a diagnosis can be 
made only from the salpingogram. 

My thanks are due to Miss G. Dearnley for permission to 
include in the series those cases seen. at the Royal Free Hospital, 


and to the Radiological and Photographic Departments for the 
film, cee 





PATENCY OF FALLOPIAN TUBES 


ae 














MEDICAL JOURNAL _ 
REFERENCES 
Miller, N. F. (1945). J. Amer. med. Ass., 129,243, 
Müller, J. H. (1944). Mschr. Geburtsh. Gyniik., 117, 300, 


{[ADDENDUM.—Since the above report was written four 
further cases have come to light, in which insufflation was 
performed during the year under review. The kymograph 
then appeared normal, and in no case was there evidence. 
of infection following insufflation. Conception having failed 
to occur, a salpingogram has recently been taken in each 
case, and bilateral terminal -tubal distension was shown. 
Two cases have been operated upon and the occluded state 
of the tubes confirmed. One case has been insufflated again 
and a normal kymograph obtained, despite the appearance 
of the tubes (Fig. 4). Introduction of gas at constant 
pressure was maintained throughout nearly an entire revolu- 
tion of the drum. The fluctuations remained within normal 
limits. In this case water was poured into the vagina and 
no regurgitation of gas was heard. 
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Low Spinal Block in a Case of 
Eclampsia 
Case Report 


A woman aged 26, whose first child was due in May,. ` 
1950, showed in her seventh month of pregnancy (March 14) 
a blood pressure of 150/90 mm. Hg, and there was a haze 
of albumin in her urine. A fortnight later the pressure had 
risen to 170/110 mm. Hg, and it was decided to send her 
into hospital, In spite of sedatives and rest in bed her 
blood pressure continued to rise, and on March 31 was 
200/150 mm. Hg, and an Esbach’s test gave a reading of 
2.5% ; in addition she complained of severe frontal head- 
aches. A Drew-Smythe catheter induction was performed 
on that day and a pint of liquor was withdrawn. 

Labour commenced on the morning of April 4, and at 
11.30 p.m., soon after full dilatation, a hand presented at 
the vulva. Before an anaesthetic had been started and 
before any manipulation had been undertaken the patient 
began having almost continuous fits. Immediately 4 gr. 
(16 mg.) morphine and 5 ml. of 25% magnesium sulphate 
were given intramuscularly. 

In previous discussions we had talked about the treat- 
ment of eclampsia with a caudal or low spinal anaesthetic.. 
As, however, we lacked the apparatus and the experience 
for a caudal anaesthetic, we decided to give alow. spinal 
in this case. Accordingly, the patient was put in a left lateral 
position and the head of the bed slightly raised. Lumbar 
puncture was performed in the fourth interspace and a 
small amount of cerebrospinal fluid, not obviously under 
increased pressure, escaped. No effect was observed from 
this procedure. “ Heavy nupercaine ” was selected as the 
agent most easily controlled by posture and having the most 
prolonged action. Injection was made slowly, and the 
response was instantaneous. The fits ceased and never 
recurred, the patient’s breathing improved, and the cyanosis 
disappeared. The blood pressure fell to 150/110 mm. Hg. 
At this stage, after only 0.8 ml. nupercaine had been given 
it was decided to limit the injection to that amount, since a 
short period of observation showed the patient’s improve- 
ment to be maintained. f 

The uterine contractions were augmented rather than 
diminished after the anaesthetic, so the prolapsed arm was 
gently replaced and the infant extracted by forceps. Re- 
laxation of the perineum and outlet. was most satisfactory. 
The child was very slightly shocked, but soon recovered: 
without treatment. In spite of the fact that it was one 
month premature it made normal and ‘satisfactory progress, 
Ergometrine 0.5 ml. was given after tHe extraction of ‘the 
child, and another 0.5 ml. after expulsion of the placenta, 
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and the total blood loss was only slightly in excess of. 


normal. Six hours after delivery 5 ml. of 25% magnesium 
sulphate was given intramuscularly. 

The patient was kept in the labour ward until the follow- 
ing day, but by this time she was so improved as to appear 
quite normal, and she had no symptoms whatever. The 
blood pressure was 140/100 mm. Hg, and a catheter speci- 
men of urine which was sent to the laboratory was found 
to have only a trace of albumin. The blood pressure 
continued to fall, and on April 11 when she left hospital 
it was 130/80 mm. Hg and there was no albuminuria. 
Procaine penicillin, 300,000 units, had been given twice a 
day for three days as a precautionary measure. Post-nital 


-examinations one week and six weeks after discharge from 


y 


hospital failed to reveal any rise in blood pressure or any 
albuminuria, and the patient was symptom-free. 


` Discussion 

The most popular hypothesis put forward to explain 
the causation of eclampsia supposes that pregnancy pro- 
duces an increased production of toxic metabolites which 
exert a vasopressor action on the arterial system. There 
results a rise in blood pressure, and ultimately a condi- 
tion recognized clinically as a hypertensive encephalo- 
pathy. The technique used for the giving of the spinal 
could not in our opinion in itself have produced the great 
fall in blood pressure we observed. The posture of the 
patient and the amount of heavy nupercaine used does 
not seem to have been sufficient to cause a.high or even 
a mid-spinal block. It may be that in this case the 
small fall in blood pressure normally produced by inject- 
ing a spinal anaesthetic was sufficient to break the vicious 
circle of rising blood pressure, and that once the fall had 
begun it was continued. Whatever the explanation 
the patient showed marked improvement, and it is left 
for the more experienced and erudite to explain the 
phenomena. , 

Having treated a number of eclamptics by the various 
accepted methods we feel that the treatment described 
produced by far the most satisfactory result. 


V. H. Cooper, M.B., Ch.B., D.R.C.0.G. 
P. V. Lane, M.B., B.Ch., B.A.O., D.A. 


Coal-gas Poisoning in Patient . 
Suffering from Pernicious Anaemia 


The following case report seems to be interesting enough 


to merit publication. f = 
Case Report 

A woman aged 42 was admitted to hospital on September 

21, 1949. She had been married for 17 years, and had one 


boy ; her mother died in a mental hospital (dementia prae- 
cox). The patient was a reserved, meticulous woman, who 


‘was never seriously il, but who became increasingly 


depressed about nine months previously. She refused to 
see a doctor, and had made a suicidal attempt with coal 
gas on July 12, 1949. After four days in a general hospital 
she recovered consciousness and was discharged after three 
and a half weeks, no longer depressed, but without any 
initiative, unable to dress herself, very forgetful, dis- 
orientated in time, and sleeping badly. Later, a psychia- 
trist diagnosed “dementia following carbon monoxide 
poisoning,” and recommended admission to hospital. 


On admission she complained of “pins and needles” in 


` her legs and trunk, and giddiness. The ankles were oedema- 


tous; the pulse was about 120, the blood pressure 130/76, 
and there was a soft systolic murmur. Parkinsonism with 
dribbling of saliva and slight lateral reflex differences 
without definite pyramidal signs were present; slight 


? 


_ MEDICAL MEMORANDA 


* if 2 





Barus 
MEDICAL JOURNAL | 339 
impairment of vibration” sense was also found. The 


patient was ‘co-operative, not depressed, but very’ retarded 
and disorientated ; her memory was bad. Bacteriological 
and biochemical laboratory tests were negative. A blood 
count showed: Hb, 52% ;,R.B.C., 2,400,000 ; W-B.C., 3,250, 
with a normal differential count. A diagnosis of pernicious 
„anaemia was not made and liver extract was not given. 

A week later her mental condition had improved, paraes- 
thesiae were slighter, but her general health had deteriorated. 
A blood count showed all the characteristics of severe 
pernicious anaemia: Hb, 38%; R.B.C., 1,250,000; C.I, 
1.5; complete achlorhydria. Two days after the starting of 
treatment with “ plexan” a confusional state developed. A 
blood count showed: Hb, 24% ; R.B.C., 1,100,000 ; and more 
early red cells than before. On one occasion her tempera- 
ture was 101.4° F. (38.55° C.). A blood transfusion and 
a four-day course of penicillin resulted in striking improve- 
ment physically and complete disappearance of the confu- 
sion. Two weeks later further improvement was interrupted 
by an acute urinary infection (Bact. coli) with: very high 
temperatures and another confusional ‘state. The infection 
was controlled by alkalis and ‘“‘sulphatriad,” with immediate 
clearing up of the confusion. Since then progress was steady 
and uneventful, and the patient was discharged, practically 
free from signs, on April 27, 1950. She iš at home under 
the care of her doctor and does her work satisfactorily. , 

The fuller history, obtained some time after the discovery 
of the pernicious anaemia, revealed that the original depres- 
sion was of anaemic origin: early in 1947 the patient felt 
tired and depressed, and she became well after liver-and- 
iron treatment. Later the treatment was abandoned, after 
which occasional vomiting, diarrhoea, and headaches 
occurred, but oedema, pardesthesiae, paranoid .ideas, 
hallucinations, and intellectual failure were not present 
before the suicidal attempt. 


Comment : i 

The following points are of interest. (1) The unusual 
occurrence of carbon monoxide poisoning in a casé of 
pernicious anaemia. We have come across only one 
possibly similar case (Shillito er al, 1936) in the 
literature. Aplastic anaemias consequent upon carbon 
monoxide intoxication, on the other hand, are well 
known (Whitby and’ Briton, 1946; Leitner, 1949). 
(2) Although the mental symptoms due to pernicious 
anaemia and carbon monoxide can be very similar, in 
this case the anaemia caused fatigue and a depressive 
psychosis, and the carbon monoxide intoxication 
dementia and Parkinsonism (and most likely neuritis 
and myocardial damage). (3) Although the pernicious 
anaemia was increasing in severity for at least two 
months after the suicidal attempt, the depression did 


not recur and the cerebral damage which had replaced: 


it began to clear up. Also, despite the cerebral and 
myocardial damage, the two confusional states—one due 
to the pernicious anaemia being at its lowest level, the 
other due to the coli infection—disappeared completely 
when the- conditions causing them were controlled. 
(4) Paranoid symptoms are very common in pernicious 
anaemia psychoses. They were not present in this case 
of anaemic depression despite the patient’s schizophrenic 
‘heredity. 

H. H. Fieiscamacker, M.D. 

C. S. Linpsay, M.B., B.Ch. 

Shenley Hospital, Herts. 
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Reviews 


FIFTY YEARS OF MEDICINE 


Fifty Years of Medicine. A ayoni from the 
British Medical Journal.. (Pp. 3 illustrated. - 158.) 
London: British Medical Naame 1950. 


This is a reprint of the mid-century celebration number 
of the British Medical Journal, and it makes a surpris- 
ingly attractive book. It deals with almost every aspect 
of medicine and is_a quarry of facts for any who may 


_ have to give popular lectures on medicine or the romance 


of science. . The dramatic increase in our ability to pre- 
vent, cure, or relieve disease is well documented, and 
there are several vignettes of medical life at the beginning 
of the century which are so well written as to remind 


~ us that the art of writing is one in which doctors have 


gone backward rather than forward. ‘Sir Robert 
Hutchison’s pen has lost none of the incisive style which 
impressed his-pupils so deeply a generation ago. 

Most of the book can be understood by the intelligent 
layman, but much will come as a surprise to the medical 
profession itself. Who would have thought that the 
crude death rate from accidents attributed to vehicles, 
horses, and road transport has hardly increased’ in the 


“last fifty years despite the advent of the automobile? 


Or that the female mortality rate between the ages of 
55 and 75 has been halved,-while at ages over 75 it has 


- been reduced by one-third? It is also instructive, in 


these days when general practice a generation ago is 
seen through a golden haze, to be reminded that the 
average income of a representative sample of doctors in 
1912 was £493 a year. - 
_ More sombre reflections obtrude. What were the 
conditions which gave rise to this unparalleled. outburst 
of creative intellectual activity, and are they likely to 
continue in the future? A superficial glance at the 
means by which research is now supported in Russia 
and the U.S.A. does not allow one to give a confident 
answer. And, secondly, there is the sad fact that the 
preservation of life in old age and in the backward 
countries of the world has not been an unmixed bless- 


‘ing. There are more old people living. out their lives 


in sorrow, more people subsisting on too little food, than 
at any time in human history.. The rate of social change 
has not kept pace with the speed of, scientific advance, 
and latter-day prophets, such as Aldous Huxley and 
George Orwell, have concluded that this will lead to the 
repression of discovery. The conclusion is not inevit- 
able. It is legitimate to hope that the future will be 
inherited by nations which preserve intellectual freedom 
and the capacity for swift modification of social struc- 
ture, and’ to wish medical research God-speed in the 
years to come. 
L. J. Wits. 


TEXTBOOK OF PATHOLOGY 
The Principles of Pathology. By R. A. Willis, D.Sc., 
M.D., F.R.C.P. (Pp. 289 illustrations. 10s.) 
London: Butterworth ad Co. 1950. 
The publication of a textbook of pathology so soon 
after his Pathology of Tumours is weighty evidence of 
Professor Willis’s industry as an author. He claims 


~ that this volume embraces “the whole of pathology at 
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least as far as a senior medical student can reasonably- 
be expected to assimilate it.” Jt differs from the ordi- 
nary textbook of pathology in no other respect than 
the order in which the information is presented. The 
exposition of general’ pathological principles is no 
broader than one finds in an average textbook, and in 
some particulars, especially with regard to the contri- 
bution made by modern physiological research to 
general functional pathology, it is not very informa- 
tive. For these reasons the title is quite ~misleading.. 

On the whole the chapters are well balanced ; 40% 
of the contents are on inflammation and infection, and . 
28% on tumour formation, but “disorders of haemo- 
poiesis” (2%), “circulatory disturbances” (4%), and 
“endocrine organs” (3.3%) have fared badly. There 
is a very simple account of medical bacteriology which 
was written “without any intent of providing a substi- 
tute for textbooks of bacteriology.” With regard -to 
the serological typing of bacteria, the student is advised 
that he need not “venture far into this Jabyrinthine 
subject.” On this advice he is unlikely to venture at . 
all, and he may thereby lose sight of the fact that the 
large majority of serious streptococcal infections in man 
are due to cocci belonging to Lancefield’s Group A. 
As one would expect, the chapters on tumour formation 
are excellent and the illustrations superb. - 

Professor Willis makes no effort to disguise his own 
views and writes in a direct, positive, and rather provoca- 
tive style which is remarkably-free from ambiguity. To ~ 
maintain this in the more debatable parts of the sub- - 
ject he has perforce to cut a considerable number of 
Gordian knots. One of the chief merits of the book is 
the amount of patient explanation expended on simple 
pathological problems which so many authors errone- 
ously consider to be too elementary to need simplifica- 
tion in a textbook. In this respect Professor Willis takes. 
nothing for granted. 

2 ~ ~G. HADFELD. 


WAR AND PEACE i 
Psychological Factors of Peace and War. Edited by 


T. H. Pear. Published on behalf of the United Nations 
Association. (Pp. 262. 16s.) London: Hutchinson 
and Co. 1950. 9 


Some 20 years ago I had occasion to point out that 
not one`country in the world spent a sou on research 
into the causes of war, a state of affairs which persisted 
until the middle of the second world war. Now times 
have changed. Psychologists and sociologists are 
tumbling over themselves and each.other to occupy 
the new field, and, to use the modern language of 
uplift, “working parties” devoted to tension and 
innumerable other research projects are the order of 
the day. 

This collection of essays is sponsored by the United 
Nations Association and includes a variety of contribu- 
tions, mostly from university centres and laboratories. 
The relations to war and peace of culture patterns (Pear), 
personality attitudes (Kerr), aggressiveness (Eysenck, 
Himmelweit), sex (Cohen), world integration (Flugel), 
international co-operation (Allport), racial character 
(Dicks), and threats and fatal quarrels (Richardson) 
are discussed at some length. Each of ‘the authors 
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applies to his subject his own favoured method of 

psychological or sociological approach, with the 
inevitable result that the experimental surveys of 
Eysenck and of Himmelweit and the statistical re- 
searches of Richardson come~ most closely to~% grips 
with the problem. The other more general essays 
throw light on the authors’ methods of approach rather 
than on the problems of war and peace. 

‘Although on the whole a disappointing book, it should 
be read by research workers and laymen alike. To the 
_ latter it will give some insight into the range of the 

problems, while to the former it indicates the necessity 
of attacking focal points in research. Thé day of specu- 
lative generalization about war and peace is now over. 
Future researches must concentrate more closely than 
now on the flaws existing in the mental apparatus of 
the individual and in the structure of groups which, 
acting in combination, loose the dogs of war. 


> EDWARD GLOVER 


TOXAEMIAS OF PREGNANCY 
Toxaemias of Pregnancy. Human and Veterinary. A 
Ciba Foundation Symposium. Edited by Jobn 
Hammond, M.A., D.Sc., F.R.S., F. J. Browné, M.D., 
D.Sc., FRCS, FRCOG., and G. E. W. Wolsten- 
holme, O.B.E., M.B. (Pp. 277; 93 illustrations. £1 1s.) 
London: J.. and A. Churchill, Ltd. 1950. 

Let into the façade of the Chicago eLying-In Hospital 
is a stone, at present plain, destined to carry the name 
of the discoverer of the cause of eclampsia. Judging 
by the number of research workers of all kinds engaged 
in the quest, and by their different approaches, and 
bearing in mind that progress towards a solution 
appears to be coming piecemeal, I suspect that many 
stones, if not many buildings, will-one day be neces- 
sary if credit for the discovery is to be properly appor- 
tioned. Some of those engaged in this research, both 
in Europe and in the U.S7A., gathered together in 
London for three days in January, 1950, to hear from 
each other the results of their latest work on the physio- 
logical, pathological, dietetic, endocrinological, clinical, 
experimental, and veterinary aspects of toxaemia of 
late pregnancy. The 29 communications presented at 
the conference, including summaries of the proceed- 
ings by Dr. John Hammond, Professor G. W. Pickering, 
-and Professor F. J. Browne, are here gathered into 
one attractively produced and reasonably priced volume. 


Each contributor is concerned to present facts and. 


detailed observations rather than theories. _ Never before 
has this so called “ disease of theories ” been so assidu- 
ously attacked in~this manner and never before has it 
been made to appear so vulnerable. 


If he had any doubts before, the reader of this book ` 


, cannot fail to close it fully convinced that the cause 
of eclampsia is unknown. Yet no one interested in 
the subject can afford to miss reading these papers, for 
they present a concise and easily read account of recent 
research work of the highest order. They indicate not 
only the limitations of knowledge but also some of 
the definite, if indirect, advances made and the avenues 
which promise further and substantial advances in the 

` future.. Here can be seen already some of the pieces 
of the jig-saw puzzle which, with others added, will one 
day be -fitted together to make a complete picture by 
the “ discoverer ” of the cause of eclampsia. 


T..N A. JeFFCOATE. _ 


‘Der Ultraschall in der Modizin. 


‘BOOKS RECEIVED . ~~ ` 
Review is not precluded by notice here of books recently received 


Bacterial Polysaccharides, By M. Burger. (Pp. 272. 454.) 
Oxford: Bla Scientific Publications. 1950. . 


Neurosis and Psychosis. By B. č. Bosselman, M.D. (Pp. 172. 
32s. 6d.) Oxford: Blackwell Scientific Publications. 1950. - 
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B.S., M.A. @p. 337. 17s. 6d) London: W. B. Saunders. 1950. 
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Hecht, MD (Pp. 88. 15s.) Oxford: lackweli Scientific 
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Thromboembolic Conditions and their Treatment with Anti- 
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Pathologic Physiology: Mechanisms of Disease. Edited by 
W. A. Sodeman, M.D., F.A-C.P. (Pp 808. 57s. 6d.) London: 


W. B Saunders. 1950. 

Researches in Binocular Vision. By | K. N. Ogle, Ph.D. 
(Pp. 345. 37s. 6d.) London: W. B. Saunders. 1950. 
Thoracic. S . By R. H. Sweet, M.D. @p. 345. 50s.) 
London: W. B. Saunders. _1950. J 


Medical A. Marriage. J. ee MB, BS. 
FRCS. seed 32. 1 ) Laan Burns, Oates and 
Washbourne. 1951. a 


Telepathy and Human Personality. 
Rhine, 


(Pp. 39. 1s. 6d.) on: 
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British Chemicals and their Manufacturers. Directory of 
the Association of British Chemical Manufacturers. (Pp. 169. 
Free of charge.) London: Association of -British Chemica! 
Manufacturers. 1951. 
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The ABC of Acid-Base Chemistry By H. W. Davenport. | 


3rd ed. (Pp. 86. 15s.) London: Cambridge University Press. 
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JOINT MEETING IN SOUTA AFRICA 
CANCELLED 
Last week the Council of the B.M.A. decided With 
much regret that it would not be able to take part this 
year in the proposed joint meeting in Johannesburg 


of the B.M.A. and the Medical Association of South — 


Africa. At the annual meeting at Southport and 
Liverpool last year the Council discussed the prob- 
lem at length at two séssions, at one of which it had 
the great advantage of hearing the views of Dr. Oren- 
stein. There was only one matter, and that a very 
important one, which might prove to be an obstacle 
to the proposed joint meeting—namely, the infliction 
of any indignity because of race on any member of the 
B.M. A: entering South Africa with a view to taking 
part in the meeting. The Council fully appreciated 
the fact that the Medical Association of South Africa 
imposed no colour bar within its own country and was 
anxious to do all it could to give hospitality to any non- 
European member of the B.M.A. who might wish to 
attend the meeting in J ohannesburg. Nevertheless it 
had well considered what the rest of the world is aware 
of, that the South African Government has recently be- 
come more stringent in its attitude to non-Europeans. 
It is important, perhaps, to recognize that the term 
“non-European ” includes others besides those of the 
negro race. During its discussions the Council also 
had more detailed information than it had before of 
the kind of restrictions that might be imposed upon 
such medical men if they were allowed to enter 
South Africa. They would, for example, have to con- 
form ‘to certain regulations about travel, not only by 
train in South Africa but also in the municipal trans- 
port of Johannesburg. Then, too, there would have 
been the difficulty of attendance at Government or 
municipal receptions customary at annual meetings 
of the B.M.A. While it was clear, therefore, that the 
Medical Association of South Africa itself would do 
everything possible to smooth away difficulties and to 
make non-European doctors welcome and at home, 
there remained this awkward problem of the policy 
of the South African Government. 

It was clear that the B.M.A., as a medical organi- 
zation, could not, and would not wish to, attempt to 
interfere with or even to criticize the policy of the 
South African Govethment. Its principal object and 





duty was to ensure that so far as possible all members 
of the B.M.A. should have an equal right to partici- 
pate freely in all those events, scientific and social, 
which are an integral part of an annual meeting. 
Because of its doubts that this might be possible it 
made a recommendation to.the Representative Body’ 
that the B.M.A. should “ withdraw its acceptance of 
the invitation to meet jointly with the Medical Asso- 
ciation of South Africa in Johannesburg in 1951.” 
But the Representative Body, after a long debate, 
during which it had the advantage of listening to 
Dr. Orenstein, decided by a large majority to reject 


‘the Council’s récommendation. _ Since then arrange- 


ments have been made in conjunction with our col- 
leagues in South Africa to hold the joint meeting, 
and agreement was reached on a number of matters, 
such as, for example, the choice of officers for the 
scientific sections. These arrangements proceeded 
smoothly, and the only disappointing element was the 
small number of medical men and women from this ` 
country able to find it possible: to go to J ohannesburg 
this July—not the least important factor being the 
cost of such a trip in these days of financial short- 


comings. The arrangements were, of course, conducted ' 


on the assumption that non-European members of 
the B.M.A. would be able to attend the meeting: But 
a reported statement of a member of the South Afri- 
can Government raised doubts whether this would, in 
fact, be possible. The B.M.A., therefore, considered 
it essential to secure official assurance that there 
would be no let or hindrance to any member of the 
B.M.A. who wanted to be present at this year’s meet- 
ing. It has not been possible to obtain this official 
assurance from the South African Government. The 
B.M.A. had no other alternative but to inform the 
“Medical Association of South ‘Africa with much regret 
that it could not take part in the proposed joint meet- 
ing. It is, however, hoped that any medical man or 
woman who may be going to South Africa will, as 
an individual, attend the meeting in Johannesburg, 
and the B.M.A. itself has expressed the hope that 
.Dr. A. W. S. Sichel will find it possible, as President- 
elect for next year, to be present at the Representative 


` Meeting to be held in London in June. ; 


It is not for a medical journal to comment on the 
policy of one of the Governments of the Common- 
wealth, but, at a time when principle is too often sacri- 
ipea to expediency in the name.of that debased. Word 

“ realism,” members of the B.M.A., who belong to 
many races and creeds, will applaud the decision the 
B.M.A. has taken. Medicine can take no account of 
frontiers or race or caste or religion. Through its 
-branches and affiliated organizations in the Common- 
wealth the British Medical Association is an inter- 

1 British Medical Journal Supplement, 1950, 2, 58. 
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national as well as a national body. This being so, 
and apart from the traditions of medicine itself, it 
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hospital service costs. This is not an indirect plea 
for increased remuneration for general practitioners, 


cañnot countenance discrimination against doctors - necessary though this is. ` It'is a question of distri- 


because they happen to hold certain beliefs or belong 
to certain races or nations. The only discrimination 
which would be justifiable would be on the grounds 
_ that any medical man or'group of medical men had 
departed from the niles of professional conduct sum- 
marized in the Hippocratic code. One of the first acts 
of the World Medical Association, established on the 
initiative of the B.M.A., was to reformulate this code 
in relation fe contemporary conditions. A passage 
of the codé reads as follows: 

~- My colleagues will.be my brothers ; 1 

I will not permit considerations of religion, nation- 

ality, race, party politics, or social standing to inter- 
vene between my duty and my patient.” 

The Medical Association of South Africa is a con- 
stituent member of the W.M.A. and therefore pre- 
sumably adheres ‘to this code. This needs to be 
stressed, because we may be sure that they regret 
as much as we do, not only the inability to hold the 
joint meeting, but the circumstances which make it 
impossible, 





INQUIRIES INTO GENERAL PRACTICE 


As was announced in this Journal last month’ the Cen- 
tral Health Services Council has appointed a committee 
to study general practice under the National Health ' 
_ Service. “The chairman of the committee is Sir Henry 
Cohen, and among its general-practitioner members 
are the chairman of the B.M.A. Council, the chairman 
of the Representative Body, Dr. H. Guy Dain, and 
the chairman of the B.M.A. General Practice Review 
Committee. Last week the Council at its adjourned 
meeting, a report of which appears in this week’s 
Supplement, sought for further information on this 
committee, and it became obvious that some disquiet 
is felt about it, partly because ‘of the way in which 
the committee has been set-up and partly because of 
its terms of reference, which among other things in- 
cludes “ method of remuneration.” There are, in fact, 
a number of bodies concerning themselves with the 
conditions and terms of service of general practice in 
‘the N.H.S. That something seriously is wrong with 
these is shown by the fact that about 9,500 dentists 
- are costing the country about £46.6m. a year, while 
about 19,000- general practitioners are costing the 
country about £45.8m. a year. Something is seriously 
wrong when we see the country paying £35. 3m. a 
year for drugs and about £24.1m. for eye services. 
These three services—for teeth, for eyes, for drugs 
—cost the country nearly half what the entire 


1 British Medical Journal, January 13, 1951, p 81. 


buting the money so that it is spent on what must be 
the three main objects of a health service: the care 


_ of the sick, the prevention of disease, and the main- 


tenance of health. - 
The general practitioner, as the family doctor, is 
the focal point of these three main streams of medical 
activity. The person with heart disease or cancer 
comes to him in the first instance for diagnosis, and 
thereafter further investigation and treatment may lie- 
in the hands of the specialist and the hospital. The 
general practitioner is the first person to see the casé 
of food-poisoning and of the infectious diseases, and ` 
it is upon his diagnosis of these that the preventive 
activities of the Health Service depend. And it is 
largely upon the advice of the general practitioner 
that the family relies for advice on health. The 
main problem in medicine to-day is to ensure that 
the general practitioner is doing this essential work - 
in the best possible conditions. A short time ago a 
minor official suggested that a general practitioner 
should not give a certificate for additional fuel until 
he had inspected the applicant’s coal cellar. This 
is the kind of thing that makes overworked general 
practitioners groan at the folly of the new Bumble- 
dom. Whatever else the N.H.S. has done, it has at 
least brought into sharp focus the work and function 
of the general practitioner. The B.M.A. has recently 
set up its General Practice Review Committee. The 
Medical Research Council, the Nuffield Foundation, 
the Registrar-General’s Office, and now -the Cen- 
tral Health Services Council are each probing the 
problem from different standpoints. And the Medical 
Practitioners’ Union has just issued “an independent ` 
statistician’s report ” upon a questionary sent to prac- 
titioners on its recent proposals for remuneration. 
On the basis of a 13% poll Gn actual figures, 114 
practitioners) the independent statistician of the, 


_ Medical: Practitioners’ Union comes to the incred- 


ible conclusion “ that about 70% of all general-prac- 
‘titioners who were principals favour the Medical 
Practitioners’ Union’s scheme.” One does not have 
to be a statistician to see how groundless such an 
assumption is. 

How will the general practitioner emerge from this 
medley of inquiries and committees-? Who-will co- 
ordinate the results of these various investigations ? 
And, it is pertinent to ask, where does the B.M.A. — 
in particular, the General Medical Services Committee 
—come into the scheme -of things ? There is a very 


great danger that these various invéstigations made 


by different organizations and committees will result 
in a confused picture in which the main object—the 
a 


N 
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general practitioner and his work—will be left out. 
It is probably some such ideas as these which have 
led to disquiet among general practitioners about the 
purpose and function of the General Practices Com- 
mittee of the Central Health Services Council. The 
way in which this committee was formed was de- 
scribed by Dr. Dain (see this week’s Supplement), 
and in what appears to be perfectly normal pro- 
cedure there would not seem to be any reason for 
suspecting some dark Machiavellian motive. It should 
be recalled that in the earlier discussions on a com- 
prehensive medical service the B.M.A. advocated the 
policy of central consultative bodies for all aspects 
of the service. It must be as much the concern of the 
Minister as it is of the medical profession that these 
cenfral bodies, and their various committces, should 
command the confidence of those medical men and 
women who are doing the work in the surgery, in the 
hospital, and in the public health department. This 
confidence can be engendered only if the medical pro- 
fession is satisfied that their representatives who sit on 
these councils and committees get there by accepted 
democratic methods. The Central Health Services 
Council, it may be recalled, is appointed by the’ 
Minister, -who shall, according to the Ist Schedule 
of the National Health Service Act, “consult with 
such organizations às he may recognize as represen- 
tative... .” It should be added that the Central 
Health Services Council and its various committees 
appoint their own chairmen: they are not appointed 
by the Minister. The appointment of the General 
Practices Committee, because of the width and impor- 
tance of its terms of reference,-has sharpened interest 
in the method by which professional representatives 
are chosen by the Central Health Services Council. 
Once such a body is established and sets up numerous 
committees to deal with this, that, and the other.aspect 
of the health services there is the not unjustifiable 
suspicion that membership of them will be confined 
to a closed circus of trained performers. 

While it may be agreed that the members have been 
chosen according to appropriate and customary pro- 
cedure, the profession has the right ‘to ask whether 
this procedure is necessarily the right one for obtain- 
ing the best results and, more important, for securing 
the confidence of general practitioners. Though it is 
perfectly true that the Minister has the constitutional 
right to choose his own advisers—and the profession 
would be in error if it tried to dictate to him who 
they should be—there would, to put it at its lowest, 
be no harm in consulting the B.M.A. as the represen- 


` tative organization of the profession about the mem- 


bership of such an important. committee as the one 
recently set up. Surely the late Minister would have’ 
disarmed criticism at once if he had asked the General 
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Medical Services Committee to nominate one or more 
members ; and it is anomalous to find as one of 22 
members of the committee to consider general prac- 
tice the secretary of an organization which repre- 
sents 4,000 practitioners and not the Secretary of the . 
B.M.A. And, too, it is curious to find that on this 
committee of 22 there is one member who, so far as 
we know, is neither a general practitioner nor a con- 
sultant, but a medical member of the Labour Party. 
This is not a question of personalities but a matter of 
principle. 7 . 

Although we may be assured that under its chair- 
man this committee will approach its task in an objec- 
tive fashion, it should not be too late to strengthen 
the committee by adding one or two persons who, 
in‘addition to other general practitioners on it, com- 
mand the respect of general practitioners as a whole. 
If the committee is to receive the evidence from the - 
numerous bodies now investigating’ general practice 
and, on the basis of this, to formulate proposals for 
the consideration of the Central Health Services 
Council, it would seem unlikely that its findings would 
be reached until two or three years at the earliest, 
because it will be only by then that the observations 
of some of these bodies will be completed. 





PINK DISEASE 


„To an already lengthy list of possible causes of what 
Swift, of Adelaide, originally called erythroedema, now 
more conveniently termed pink disease, colleagues in 
the same city have recently added hypofunction of the 
adrenal cortex, claiming rapid amelioration by giving 
salt and, in severe cases, deoxycortone acetate. Some- 
what sensational accounts of this discovery in the lay 


` press had perhaps a faintly discrediting effect, and it 


was therefore with some anticipation of getting the 
facts straight from one of the protagonists that the 
audience at the Ciba Foundation last December 
listened to Sir Stanton Hicks give the lecture which 
is printed in the opening pages of this issue. The 
story is quite fascinating. Dr. Donald Cheek, look- 
ing for some obscure mineral deficiency ‘as an 
explanation for pink disease, found instead, with 
the assistance of a soil spectroscopist, . subnormal 
plasma sodium in children with pmk disease, with- - 
out, at the time, appreciating the significance of this. 
Next, turning his attention to a possible overactivity 
of the adrenal medulla, Cheek consulted his physio- 
logical colleagues and then postulated a theory of 
underactivity of the adrenal‘cortex. All this para- 
doxical sort of approach would serve to colour the | 
story only if the final result were more convincing. . 
One speaker at the meeting, moving a vote of thanks 
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to Sir Stanton Hicks, stated that so far lowered sodium 
had not been found constantly in infants with pink 
disease in London, nor had treatment with salt proved 
effective. a ; 

Sir Stanton Hicks’s description of the maturation 
of suprarenal function in the newborn and young 
infant is -of great academic interest but scarcely 
relevant to the fundamental problem of pink disease, 
especially since his Table I, -headed, like the lecture, 
“Some Typical Data from Cases of Pink Disease,” 
gives results in eight children all between 2 and 5 
years of age—well away from the newborn period 


and, incidentally, considerably older than-the average . 


age of sufferers-from what is called pink disease in 
Great Britain. The theory of adrenal cortical insuffi- 
ciency scarcely explains the unusually restricted age 
incidence, the almost epidemic nature of the disease 
at times and places, the great variation in its incidence 
in the experience of paediatricians in different parts 
of the world, or indeed, at perhaps the most elemen- 
tary level, the curiously limited pinkness which gave 
the disease its name. It. may of course be possible to 
explain other theories of aetiology by attributing the 
` action of, for example, mercury poisoning, virus infec- 
tion, or some vitamin or other deficiency to a final 
effect through the suprarenal cortex. The lecturer 
states boldly that “all the symptoms and signs ‘can 
be explained in terms of the recognized results of loss 
of sodium with accompanying dehydration,” but the 
clinical picture of pink disease is not the same as in 
dehydration after, for example, gastro-enteritis, even 
when chemical examination of the blood suggests a 
lowering of the sodium in a particular infant. 

One possible conclusion to be drawn from the latest 


Adelaide theory is that what is termed pink disease - 


in. that city is something different from what is thus 
recognized elsewhere. Climatic and even soil condi- 
tions may determine a disturbance not exactly copied 
in other parts of the world. Perhaps the methods 
used by a soil spectroscopist reveal results not 
obtained by other forms of blood analysis. At all 
events readers can judge for themselves with the full 
text of the lecture available whether or not Sir Stanton 
Hicks has made out a convincing case. In one respect 
he has raised an issue about which some comment is 
necessary. The suggestion that “fractional cortical 
insufficiency” is the cause of vague ill-health— 
“cryptic manifestations of the pink disease syn- 
drome” (in children aged 2 to 7 years)—failure to 
thrive, recurrent catarrh, the nervous child, and so 
forth—must not be accepted at this stage. The whole 
terminology is almost an exact repetition of the 
“ acidosis” theory of vague ill-health in childhood, 
and such children, the cause of whose troubles, it is 
more and more recognized, is largely psychological, 
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will perhaps now be dosed with salt instead of glucose. 
Such an approach is hardly scientific and will not 
advance paediatrics: It is in any case largely irrele- 


‘ vant to the subject of pink disease; which is, so to 


say, where the Adelaide workers came in. Every- 


. one will agree with Sir Stanton Hicks in his conclu- 


sions about the importance of biochemistry to medi- 
cine to-day, but much clinical experience is necessary 
to interpret wisely the results of laboratory findings 
and to translate them into therapeutics. 


el 


» SPRING CLEAN IN THE KITCHEN 


Continued uneasiness about the standards of cleanli- 
ness in kitchens and work-places where food is pre- 
pared is reflected in the recent Parliamentary debate 
(reported at page 360) and in the reports’? of two 
working parties set up by the Minister of Food during 
the last two years. The field of inquiry covered by 
the catering trade working party, under the chairman- 
ship of Sir William Savage, included all types of 
catering establishments from hotels to coffee-stalls. In - 
its report this working party recommends two codes 
of practice—a “standard” code and a “target” 
code. The former contains the essential rules of ` 
hygiene for all restaurants, canteens, cafés, and those 
who work in them. It is of interest that three of 
the medical members of the working party thought 
that some of the recommended methods of preventing 
the infection of food by food handlers went beyond 
what is practicable. Under this section, for instance, 
a proprietor “ should take reasonable steps to become 
aware of the existence among his staff of any of 
the conditions specified . . . or of any other illness.” 
The target code, as its name implies, presents a 
long-term policy, with the emphasis on structural 
requirements and equipment. 

The working party recommends that all ‘catering 
establishments should be required to register with the 
appropriate local authority. The trade representa- 
tives accepted with some reluctance the idea that 
registration should be advocated as part of the admini- 
strative machinery to improve hygienic conditions in 
catering, and thought that if registration was necessary 
it should be “ as of right ”—ie., that a caterer should 
merely notify a local authority that he intended to 
provide meals or food. The majority of the mem- 
bers, however,.held the view that the premises should 
be inspected before registration is granted, in order 


‘to ensure that the public is property protected. Right 


of appeal against a local authority’s refusal to register 
Or appar SE SN nn EO 


1 Hygiene in Catering Establishments, 1951, H.M S.O., London, 
an fri the Manufactured Meat Products Working Party, 1950, 
HMSO. London. 


o's Model Byelaws : Series 1, 1949, H.M S O., London. 
4 Parry, M., Muni Engineering, 1949, 124, 338 
5 British Medical Journal, 1950, 2, 613. 
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a particular business could be granted by the method 
which, under Section 14 of the Food and Drugs Act, 
1938, now applies to the registration of premises 
where ice-cream and some other specified foods are 
manufactured. I 


Medical officers of health will welcome the recom- ’. 


mendation of the working party that Section 13 (1) 
of the Food and Drugs Act should be amended so 
as to contain a clear definition of “ suitable washing- 
basins ” and “ a sufficient supply of clean water, both 
hot and cold.” Until some such clarification has been 
made arguments will continue about whether the hot 
water supplied by an electric kettle or by the use of 
a primus stove can be considered “ sufficient” for, 
premises proposed to be registered for the sale of 
ice-cream, When the new model by-laws’ of the 
Ministry of Food were being drafted two years 
ago a number of important suggestions were care- 
fully “considered in the light of -technical or legal 
advice before being rejected.”* Many of these re- 
jected suggestions are now included in the target code. 
- Among them are the following: separate sinks for 
cleansing foodstuffs, for washing-up, and for washing 
‘hands ; separate towels for each employee ; prohibi- 
tion of smoking while food is being handled ; exclu- 
sion of dogs and cats from kitchens and larders ; 
and certain structural requirements, such as the sur- 
facing of walls and ceilings. Since it was found im- 
. practicable to include these in the model by-laws it is 
‘obviously going to be difficult to carry out the recom- 
mendations of the catering trade working party until 
education of food handlers, and of the public as a 
whole, has progressed to a far higher standard than 
obtains at present. As we have often pointed out in 
these columns and as Lord Winterton said in the 
House, “public opinion has not been sufficiently 
aroused upon the matter... and also knowledge 
is not sufficiently diffused.” A good example of a 
highly undesirable and dangerous practice was men- 
‘ tioned in the report of the manufactured meat pro- 
ducts working party, which found it necessary to 
recommend that the method of using the thumb to 
make a hole in pie-lids through which to inject jelly 
should be prohibited by regulation. In his recently 
published annual report for 1949 the medical officer 
of health for Hackney has shown how even magistrates, 
when considering applications for, the registration of 
premises for the sale of ice-cream, will in all probability 
consider only the possibility of gross contamination and 
ignore the danger of invisible bacterial contamination. 
In his speech which wound up the recent debate in 
Parliament Mr. Frederick Willey, the Parliamentary 
Secretary to the Ministry of Food,, made it clear that 
the Government would find it difficult to enforce codes 
- of practice—including perhaps medical inspection and 
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notification of illness among food handlers—in the 


catering industry. Several of the speakers in the 
debate referred to research which has been under- 
taken with the object of improving methods of wash- 
ing-up—a. subject we recently discussed in a leading 
article’—and Mr. Willey seemed to favour the recom- 
mendation of the catering trade working party that a 
standing committee should be set up to give advice 
on this “vital industrial operation,” about which 
nearly every citizen considers he can speak with 
the voice of experience. The Parliamentary Secre- 
tary, like most of those who have considered the 
important public health problem of dirty food, agreed 
that it was by education that we should overcome 
“ something which is recognized as unpleasant and 
largely, avoidable.” 


SULPHONAMIDE TREATMENT OF TONSILLITIS 


The emphatic assertion in an article in this Journal by 
Dr. T: Anderson! that the efficacy of sulphonamides in 
acute throat infections has never been convincingly 
demonstrated produced a-spate of letters contésting this 
view. In the experience of the writers sulphonamides 
were effective for this purpose, and they rightly pointed 
out that these drugs are cheap and easily administered, 
whereas the penicillin regimes advocated in the original 
article were neither. Dr., Anderson and five Glasgow 
colleagues have since then set about determining the 
truth of this matter by a properly controlled trial, and 
we print their account of it on p. 326. The study 
embraces 100 cases of acute sore throat occurring in the 
general practices of three of the authors, and treatment 
was domiciliary. The cultivation of swabs gave a pre- 
dominant growth of haemolytic streptococci in only 32 
patients and moderate numbers of colonies in 14: in the 
remainder the aetiology was not determined. From these 
facts, and the analysis of symptoms—from which it 
appears that headache, anorexia, vomiting, sweating, and 
chills or rigors were commoner in patients infected by 
haemolytic streptococci—it seems that at least two 
different infections were concerned, the nature of the 
second being unknown. This is clearly an aspect of the 
whole subject which demands further investigation. 
Acute sore throat is one of the commonest ailments, and 
if half the patients suffering from it are being attacked 
by a micro-organism which has hitherto escaped identi- 
fication this is probably the widest field in the whole 
domain of microbic infection which remains to be 
successfully explored. ‘The results of the trial can be 
stafed shortly. As judged by the duration of fever, pain, 
and oedema of the throat there was no significant differ- 
ence between the three treatment groups. Chance and 
the distribution method used in the earlier part of the 
trial led to an unduly large number falling into the con- 
trol group receiving lactose tablets, and it was a ques- 
tionable choice to make a third group out of patients 
given sulphanilamide, which is. considerably less active 
than the more modern sulphonamides. Fortunately 15 
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of the 23 patients given “sulphatriad ” (a preparation 
containing sulphathiazole, sulphadiazine, and sulpha- 
merazine) had streptococcal infections, and the evidence 
that sulphonamide treatment is without effect on this 
specific infection must be considered to rest mainly on 
these cases. 


‘ A similar study is described on p. 323 by Group 


Captain T. C. Macdonald and Flight-Lieutenant I. H. 
Watson, with the difference that their patients were men 
in the Royal Air Force, and thus more uniform in age 
and physical fitness, and treated under supervision in 
sick quarters. These 82 men were divided into two 
equal groups, each receiving either lactose or sulphatriad. 
The drug dosage was fully adequate, 10 g. being given 
in the first 24 hours and 5 g. in each of three succeeding 
days (Anderson and his colleagues do not state the 
dosage prescribed in their cases, or discuss the possibility 
that under home conditions their instructions may not 
always have been fully carried out). As in the other 
series, approximately half the patients had haemolytic 
streptococci in their throats and the cause in the 
remainder was undetermined. Assessment of thera- 
peutic results by the duration of particular features of 
the disease—those employed here being fever, oedema, 
exudate, adenitis, and pain—again showed no signi- 
ficant difference between the two groups. There was 
nevertheless a decided difference in favour of the treated 
group as judged by the “doctor's assessment of the 
rapidity of cure,” and he “was able to detect which 
tablets were sulphatriad and which lactose by the better 
effect of the former on the appearance of the patient.” 
Chis is an obscure but interesting observation : is it not 
possible to define the features in the patient’s appearance 
on which it depends ? 

The results of these trials, and of similar ones 
described some years ago by Lawrence? and by Rhoads 
and Afremow,? agree in failing to provide evidence that 
sulphonamides accelerate’ recovery from an acute sore 
throat. On the other hand, they do not decide whether 
this treatment is effective in preventing such complica- 
tions of a streptococcal tonsillitis as otitis media or sub- 
sequent rheumatic fever: only one case of the former 
occurred in all the 182 patients considered in these two 
papers, and rheumatic fever is mentioned in neither of 
them. In a sense it is more important to protect a 
patient against these consequences than to accelerate 
recovery from an illness which is normally of very brief 
duration. It is of course fruitless to discuss the appro- 
priate treatment for cases in which no haemolytic 
“streptococci are found : in our ignorance of their nature 
it is not even certain that they form a single aetiological 
group. As to cases of known streptococcal aetiology, 
it is pertinent to inquire why drugs which are usually 
fully effective against the same organism elsewhere in 
the body should apparently fail to subdue it inghe tonsil 

-or the pharyngeal mucosa. Is it that recovery from 
these infections is normally so rapid that a true under- 
lying therapeutic effect cannot materially accelerate it? 
In tonsillitis, is it that the streptococci are multiplying 
chiefly in crypts where the drug cannot reach them or, 

1 British Medica! Jouraal, 1949, 2, 860. 


2 The Sufphonamides in and Practice, 1946, London 
3 J. Amer. med. Ass., 1940, 114, 942. i 





owing to the nature of the medium, cannot act on them ? 
In future studies it might be worth while to note how 
many patients have hypertrophied tonsils ia which such 
unfavourable conditions may exist. Whatever the 
explanation, we must accept the fact that the immediate 
effect of sulphonamides on streptococcal throat infec- 
tions has sometimes been overrated. We have certainly 
travelled a Jong way since the late ‘thirties. The 
sulphonamides were then being hailed as the greatest 
therapeutic discovery of all time ; now they are dismissed 
as not only relatively useless but “ undoubtedly toxic ™ 
and “in certain conditions even dangerous.” 


THE MEAT SHORTAGE 
With our meat ration at a new low record, it was a 


. fortunate coincidence that the Nutrition Society should 


have chosen “The comparative merits of animal and 
vegetable foods in nutrition” as the subject for its most 
recent discussion. If many of us are to go hungry, 
or more probably to lose our appetites for dull and 
unattractive meals, we may at least have the benefit of 
expert advice on the nutritional risks which we incur, 
and how best to avoid them. 

The proteins of meat are of high biological value, 
which implies- that they can be used with very little loss 
for conversion into the proteins needed by the human 
body for growth or repair. The proteins of fish, poultry, 
eggs, milk, and cheese are no less valuable ‘for this pur- 
pose. Poultry and fish, however, are unavailable to 
many on account of their scarcity and expense. Milk 
and cheese, although fairly cheap and plentiful, are on 
the whole a poor basis for savoury dishes. Butcher's 
meat is missed, therefore, not only as a source of protein, 
but for its reasonably priced and highly flavoured extrac- 
tives. A slice of meat or a spoonful of stew greatly 
encourages the consumption of substantial amounts of 
potatoes, green vegetables, or pie-crust. There is ample 
proof, of course, that robust health may readily be 
supported by vegetarian diets which include milk. 

Dr. S. G. Willimott has pointed out that the 36-44 g 
of animal protein per head which was consumed daily in 
Britain during the period 1939-49 seems luxurious when 
compared with the 5 g. which during the war had to 
suffice Japanese civilians and European prisoners-of-war 
in their internment camps. . Dr. R. F. A. Dean, working 
in Germany with Professor McCance and Miss 
Widdowson, found that orphan children grew remark- . 
ably well when given most of their protein in the form 
of bread and vegetables. Finally, Dr. S. K. Kon 
experienced no ill effects after restriction to a diet of 
potatoes and butter for several months. y 

These reasons for optimism, however, must not divert 
attention from the darker side of the picture. Not all 
the members of internment camps survived to tell of 
their privations. Africans who rely too much upon 
vegetable proteins may develop kwashiorkor, a disease 
closely studied by Drs. Cecily Willams, H. C. Trowell, 
Lucy Wills, and others. The most prominent features 


1 British Medical Journal, 1951, 1, 241. The annotation docs not exactly 
adhere to the topics covered at the Conf 
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of this malady, which-affects both children and adults 
and is often fatal, are enlargement of the liver and 
anaemia, with a characteristic fading of the skin and hair 
as an external sign. 
observed in the West Indies by Waterlow and in the 
Balkans by Czerny. Such plain evidence of the-injuries 
caused by, extreme deficiency of animal protein must 
.faise suspicions that less spectacular ill effects might well 
occur in partial deficiency. 

In combating the meat shortage it may be- useful to 
remember that when two proteins defective in one or 
more amino-acids are consumed one often compensates 
for the deficiencies of the other. A mixed vegetable diet 
is therefore less objectionable than a diet in which 
one vegetable foodstuff greatly predominates. A few 
vegetable proteins, moreover, have biological values 
approaching those’ of the animal proteins. Soya bean 
protein deserves specjal mention in this connexion, and 
potato protein is also valuable. Since anima! proteins 
owe part.of the nutritive value to the associated vitamin 
B.,; alternative sources of this factor, such as the by- 
products of the antibiotics industry, are possibly worth 
further development. Vitamin E comes into the picture 
by reason of its well-established power to prevent liver 
injuries in experimental protein deficiency ; it is com- 
forting that the high extraction rate of the national flour 
probably ensures us a reasonably good intake of this 
substance. In flavouring food we might pay more 
attention to the intricacies of Chinese cookery, which 
appears to conjure savoury flavours from the soya bean 
and to be able to imitate chicken soup with a basis of 
wheat gluten. The real solution of the problem, how- 
ever, obviously lies in political spheres: As Dr. D. A. 
Boyd has pointed out, the prices which we have been 
paying for beef and mutton abroad have been only 
about half those which we have paid to our- home 
farmers. At present, therefore, we seem to be paying an 
insurance premium to maintain a prosperous agricul- 
tural community at home by greatly limiting supplies 
from abroad, 


LEAD-POISONING IN CHILDREN 
The possibility of lead-poisoning should always be borne 
in mind wheh obscure cerebral and abdominal symptoms 
are met with in young children : it is a condition which 
receives inadequate attention in most textbooks of medi- 
cine. Inquiries should be directed for evidence of per- 
version of appetite. Fortunately the commonest cause 
of-the condition in infants—namely, the use of lead 
nipple shields—has been reduced by the active dis- 
couragement of the sale of these dangerous appliances 
Elsewhere in this issue Drs, N. F. E. Burrows, J. Rendle- 
Short, and D. Hanna describe five cases of lead-poisoning 
{including one fatality) in small children. They empha- 
size again that in addition to. the abdominal symptoms 
and signs of lead-poisoning that are seen in both adults 
and children the latter often have acute cerebral dis- 
turbances. In adults lead encephalopathy is confined 
to cases of poisoning by the organic lead compounds, 


such as tetra-ethyl lead, but in small children cerebral ` 


symptoms—irritability, drowsiness, and convulsions— 
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Much the same condition has been’ 


Maer Toui 

frequently follow or accompany, attacks of abdomina 
pain and vomiting which result from the ingestion o' 
metallic lead or its simple oxides and salts. This trair 
of symptoms and signs raises an urgent problem o 
differential diagnosis. 
oedema, and a raised cerebrospinal-fluid pressure asso 


ciated with convulsions might suggest an intracrania * 


tumour. Drowsiness, headache, and vomiting, wit} 
pallor and general debility, might be. dus to tubercu 
lous meningitis. Fortunately there is a simple and re 
markably consistent finding in the cases due to lead 
poisoning—that is, the appearance on radiographs o' 
dense lines near the epiphyses and growing edges of the 


‘ bones. The condition is well illustrated in the case 


described by Burrows and his colleagues and was pre 
sent in all of them. Radiography of the bones seem: 
preferable to lumbar puncture aşa first step in the diag 


‘nosis of doubtful cases. In two of the present serie: 


coma occurred within two hours of the-withdrawal o’ 
cerebrospinal fluid,. and one of these children died 
18 hours later. This unfortunate sequél may have been 
a coincidence, for repeated aspiration of the cerebro- 
spinal fluid formed part of the successful treatment ir 
one recently recorded case of lead-poisoning in ar 
infant.? ` 

The constancy with which lead lines are formed in 
the bones -of children suffering from lead encephalo 
pathy suggests that the absorption of lead has been going 
on for some time before serious symptoms of poisoning 
appear. Since lead encephalopathy does not occu: 
during absorption of the metal in adults and is delayec. 
for some time in the case of children, it is possible that the 
condition may arise not during absorption from the gu 
but when the lead is released from the bones. Thus 
lead absorption might continue uneventfully but for an 
upset in the acid-base equilibrium resulting in a demane 
for calcium or phosphate and a concomitant release o! 


lead from the bone, “ Deleading ” procedures are gener- - 


ally condemned in children because of the danger of 
causing encephalopathy, but unfortunately a process ot 
self “ deleading ” may be set up in these children who 
absorb lead, betause most of them suffer from pica or 
perverted appetite. Thus their stomachs may- well: be 
upset by the peculiar substances, in addition to lead. 
which they may consume, and the consequent vomiting 
will cause alkalosis. 

The first aim of treatment must be to encourage the 
deposition of the lead in the bones. Alkalosis or acid 
osis must be corrected and calcium and vitamin D 
administered. The intravenous injection of calcium 
gluconate can give dramatic relief to: the acute symp 


toms of lead-poisoning, presumably because the calcium: ` 


carries the lead with it into the bones. Naturally the 
question of the use of B.A.L. (dimercapro]) will arise 


There isscomplete agreement that B.A.L. is effective in ~ 


the treatment of poisoning by arsenic and mercury in 
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both man and experimental animals. There is no such - 
unanimity about the value of B.A.L. in the treatment of 
lead-poisoning. In animals both successful? and unsuc-. 
- cessful‘ results havs been reported. B.A.L. exerts its effect 
` by removing the toxic metal fron{ combination with the 
-SH groups of some important enzymes in the body: 
the metal combines with the -SH of the B.A.L., and the 
compound i is excreted. B.A.L. treatment may be unsuc- 
cessful because it fails to remove the metal from its com- 
bination with the enzyme, and it might be dangerous if 
the B.A.L.-metal complex were as toxic as ‘the metal itself. 
It has indeed been shown that the B.A.L.-lead complex is 
almost as toxic for rabbits as lead.® Also, the B.A.L.- 


~ metal complex may be relatively unstable and be broken 


down again before it is excreted : this happens in rabbits 
poisoned with cadmium.® B.A.L. itself is toxic, for if its 


_ tree —SH groups are not occupied by the poisonous 


metal they may immobilize the metals—for instance, 
copper—which form part of other essential enzyme 
In obr present state of knowledge it would 
seem advisable that the administration of B.A.L. should 
be a last resort in cases of severe lead encephalopathy 


, when calcium treatment has failed. Some believe that 


7, B.A.L. would be dangerous in lead-poisoning.* Certainly 


. evidence of its value is needed before it can be gener- 


ally recommended, for it is a potentially dangerous drug. 


OXFORD HESITATES 


In 1942 an Institute of Social Medicine was established _ 
at Oxford and a professor-appointed to be in charge of 
it? The Nuffield Provincial Hospitals Trust then 
decided to set apart £10,000 a year of its income for 
the following ten. years for the foundation of the Insti- 
tute atid the salary of the professor. Professor. J. A. 


Ryle was, as is well known, ‘appointed professor, and - 


his tenure of the Chair came to a sad end with his death 
last year. This new and imaginative move by ‘Oxford 
in 1942 was followed by the establishment of chairs 
of social medicine elsewhere, and since Professor Ryle’s 
‘death the medical profession has been waiting with some 
interest to hear the name of his successor. A small 
paragraph in the Oxford University Gazette? informs 
us that thé professorship’ of social medicine should be 
suspended until “ otherwise determined.”- It is a pity 
zhat the lead thus given by Oxford to Medicine should 
“hus seem to be abandoned and that the Institute’ is~ 
presumably to be left without a guiding brain to continue 
it on its course. During the early years of such an 
wmstitute the time and energy of those running it must 
inevitably be taken up with problems of administration 
and staffing, and with formulating approaches to the sub- 
ject, many of which must be tentative. To leave the 
{nstitute for much longer without a professor at its head 


. will break the continuity of the work, discourage those- 
- who are éngaged in it, and lase the initiative which 


Oxford šo boldly took in 1942. It is much to be‘hoped 


. that-those who decide these things will see that the sus- 


pension is not prolonged indefinitely and that the money 
is used for the purpose for which it was set aside, 


1 British Medical Journal, 1942, 2, t 
s Oxford University Gazette, 1951, February, P. Ao ee 
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BILATERAL RENAL. TUBERCULOSIS, 


The concept of renal túberculosis as part ‘of a general- 


ized systemic ‘disease is sometimes forgotten ‘and the 


frequency of bilateral haematogenous infection over-. 


looked.. The original observations of Medlar and 
Sasand! showed that evidence of bilateral renal involve- 
ment could be detected in’ over 80% of cases, and 
their findings are now confirmed from a study of 1,000 
necropsies by Sporer and Greenberger.? 
however, that the initial lesions often:do not progress 
to a form which is clinically apparent, while in others 


- the active disease may be limited to one side, at any rate 


for a time. In such patients with “unilateral” disease 


nephrectomy remains the treatment of choice; and there 


is so far no evidence that the results obtained by con- 
servative tredtment, even when modern forms of chemo- 
therapy are employed, can bear comparison. The suc- 
cess of operative treatment in these cases has occasion- 


ally: prompted the advocacy ‘of nephrectomy on the am 


“worse” gide when bilateral active lesions have been 
recognizable. Experimental support for this has been 
adduced from the previous work of- ‘Uffreduzzi,? who 
claimed that removal of one kidney from rabbits ‘in 
which he had previously induced bilateral renal tuber- 
culosis prolonged survival. Sporer and Greenberger 


were. unable to confirm this view from their study of- 


57 Patients on whom nephrectomy had been performed 
and in whom contralateral active disease was apparent 
- at the time of operation or shortly afterwards. Com- 
pared with a control series of 69 patients with bilateral 
disease treated. conservatively, nephrectomy did not 
appear to offer significantly better results. Moreover, 
repetition of Uffreduzzi’s work, with careful control of 


bilateral renal disease in rabbits, failed to uphold the 
supposition that subsequent nephrectomy altered the 
prognosis. From these observations the authors con- 
clude that no- evidence exists to support the belief that 
nephrectomy increases the healing tendency‘in the 
remaining kidnéy,in bilateral renal tuberculosis. This 
is qualified by recognition of the’ fact that nephrectomy 
may: still be advisable in bilateral disease for the relief 
of pain or pyrexia arising from pyonephrosis, and for 
persistent profuse haematuria. Although there is little 
doubt that the incidence of active contralateral disease 


_ after nephrectomy i is greater than commonly recognized, 


it is difficult to avoid the impression thet Sporer and 


Greenberger’s review is based on an unfortunatély high 


iii of unsatisfactory purgical s casos. 
The half-yearly indexes to Volume I of the Journal 


“and the Supplement for 1950 are now being sent to 
members who receive them regularly and to subscribers. 


- Members who have not previously asked for the indexes 
_to be sent regularly to them can obtain copies, post free, 


on’ application ‘to the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1: those wish- 
ing to receive the indexes regularly as ‘Published should 
mention this, 


1 Amer. Rer Tuberc., 1925, 7o, 370. 
3 Ibid 1950, 81, 508. 
E oa i918, 72, 259 
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The work of Pavlov suggests that sleep is identical with 
general cortical inhibition, but this conception requires ~ 
reconciling with the presence, of a sleep centre, which 
almost certainly exists in the region of the hypo- 
thalamus. Such a sleep centre may be considered as” 
initiating nhibitory impulses or, through its influence on 
adjacent metabolic centres, as producing a biochemical 
state favourable to the spread of general cortical inhi- 
bition. Anything, therefore, that interferes with the 
spread of cortical inhibition can give rise to sleepless- 
ness. From this it follows that insomnia is not a noso- 
logical entity but a symptom. 


The factors that can interfere with the physiological . 
spread of cortical inhibition, and thereby give rise to 
insomnia, lend themselves to classification under two 
main heads, physical and psychic. 


Physical Causes 


Pain, Skin Irritation, Dyspnoea, Cough, Fever, and the 
Like.—It goes without saying that the proper way to 
treat insomnia arising from any of these causes is to 
eliminate the irritant stimuli. It must not be forgotten, 
however, -that many patients who sleep badly are 
unaware of the cause. For example, some patients, 
without realizing it, are (for them) either too hot or too 
cold ‘in bed ; some people have a “ natural” preference 
for a hard or a soft mattress, and are sleeping on the 
wrong sort ; some use too few or too many pillows. 

Toxic and Chemical Factors—Insomnia may accom- 
pany any toxic illness or metabolic disorder. This 
applies-especially to typhus, meningococcal meningitis, 
acute epidemic encephalitis, influenza, and pneu- 
monia. In encephalitis, it would seem, the sleep centre 
itself is directly affected. The insomnia associated with 
true exhaustive states, especially when resulting from 
motor restlessness—for example, the hyperkinesis of 
chorea gravis—is probably toxic in origin. It is likely 
that the insomnia which is often associated with arterio- 
sclerosis is of a dual nature: (a) the deficient elimination 
of metabolites by the kidneys leads tothe accumulation 
of toxins in the blood stream; and (b) the hypochon- 
driacal preoccupations which are so‘often met with in 
this condition give rise to insomnia of psychic origin. 

The usual chemical substances responsible for insom- 
nia are, of course, tea, coffee, tobacco, and, nowadays, 
amphetamine and allied preparations. People who 
are unduly sensitive to caffeine or the products of 
tobacco smoking would.be wise to eschew tea, coffee, 
and smoking altogether rather than to content them- 
selves with refraining only in the evenings, as is some- 
times advised. Except in cases in which amphetamine 
is given specifically to lessen the depth of sleep,.as in 
enuresis, the drug should not be given after 2 p.m. - 

Food Habits—Some people. whose gastric contents 
are voided slowly and who take heavy meals at night 

ra 


cannot get to ‘sleep on account of barely perceptible 
gastric discomfort. Others, especially those who have 
been told by their doctors that a loaded stomach at 
night gives rise to insomnia, go to the opposıte extreme 
and are kept awake by hunger, or, if they mańage to get 
to sleep, awaken in the early hours of the morning and 
cannot get to sleep again. Such persons should have a 
glass of milk and a few biscuits by the bedside to take 
as soon as they wake up. 


‘ Psychic Factors 


Worry and “Overactive” Mind——Worries due to 
economic difficulties, domestic strife, troublesome love 
affairs, arid the like can clearly give rise to insomnia. If 
the general practitioner is prepared to act as a sympa- 
thetic audience for half an hour or so (on the principle 
that “ troúbles shared are troubles halved ”) instead of 
reaching immediately for his prescription pad the 
moment the word sleeplessness 1s uttered, many trouble- 
some cases of so-called insomnia will be avoided. 

There are many people whose minds become 
more and more active as evening approaches. ‘These 
people often find that their minds continue to func- 
tion automatically as soon as~they get into bed 
Much as it may go against the grain, they must reduce 
this mental activity to a minimum for at least an Hour 
before retiring to rest. Such people often choose mis- 
takenly a book which is too interesting, and hence 
too stimulating, in an attempt to “read themselves to 
sleep.” r, 7 © 

Agrypniaphobia.—Perhaps this is the most common 
cause of insomnia. By this term is meant a morbidly 
anxious preoccupation with the idea of sleeplessness and 
its supposed “inevitable ” evil consequences. Baudouin’s 
“law of reversed effort” (if the will-and the imagination 
are at cross-purposes, imagination wins. the contest) is 
well illustrated by this type of insomnia. By suitable 
psychotherapeutic techniques the practitioner can help 
these patients to acquire an attitude of emotional in- 
difference to -whether they sleep soundly or not (see . 
Modern Treatment in General Practice, 1944, p. 178) 

Another phobia often associated with agrypniaphobia 
is the fear of hypnotic drugs. The patient may be ter- 
rified of becoming dependent on such remedies and 
becoming a “ drug addict.” If hypnotic drugs are given 


.at all, as they may well have to be in cases of this kind, 


they should be prescribed in full strength, as the anxiety 
arising out of fear of the drugs has to be overcome as 
an additional factor; a bad night in spite of hypnotic 
drugs (prescribed in insufficient quantity) adds to the 
general agrypniaphobia. 

Insomnia Complicating the Psychoneuroses. —Insom- 
nia often complicates the psychoneuroses. Although it 
may not be one of the symptoms of which the patient 
chiefly complains, it is common for patients undergoing 


` 
a 
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psychotherapy to sleep even less well than before starting 
treatment. i 


treatment are being forced to come to terms in full con- 
sciousness with psychic elements which, on account of 


their unacceptability to the person as a whole, had pre- . 


viously achieved incognito status through Tepression and 
other psychic mechanisms. Frequent bad nights inter- 
fere with psychotherapy unnecessarily ; moreover, the 
insomnia always disappears when the general neurotic 
state has been coped with. It is therefore a wise practice 
to treat such incidental insomnia symptomatically by 
means of drugs. : 

Insomnia as a Conversion Symptom.—Insomnia may 
be the “chosen” symptom in conversion hysteria, 
especially in cases in which the factor of “secondary 
gain” is significant. Insomnia of this sort responds best 
to analytical psychotherapy of one kind or another, 


Insomnia in the Psychoses-—It is probably the 
affective over-stimulation occurring in the psychoses 


(especially in manic-depressive psychosis and schizo-- 


phrenia) which gives rise to insomnia in these conditions. 


As it ig impossible to change this pattern solely by- 
psychotherapy, the insomnia must be treated sympto- - 


matically by drugs and other appropriate remedies. 


Insomnia in Children-——Insomnia ın young children 
may represent a -natural resentment of having their 
sleeping and waking hours forced on them by adults. 
Every intelligent mother or children’s nurse knows how 
to reduce imperceptibly the child's mental activity as 
bed-time approaches and how to make going to bed itself 
a pleasant, if unexciting, procedure and something to 
be looked forward to. Some children deliberately keep 
themselves awake because they are afraid of nightmares, 
sleep-walking, or enuresis. Often a talk to the parents 
on common-sense lines will deal with such cases, but 
sometimes psychotherapy is required. Children who 
fear the dark should be allowed a night-light. 

Treatment a T 

As throughout medicine, diagnosis must precede treat- 
ment. It must be remembered from the start that, unless 
there is a lesion affecting the sleep centre itself, insomnia 
18 a symptom, not a disease sui generis. Before treatment 
18 undertaken it is essential to be assured that the patient 
really suffers from insémnia: apart from any question 
of exaggeration, there is great individual variation in 
the amount of sleep required by different people ; again, 
elderly people appear to need rather less sleep than do 
younger persons. ' ‘ i , 

Diagnosis should include a thorough physical exami- 
nation and the taking of a full medical and psychia- 
tric history. According to the principle of multiple 
aetiology, all morbid conditions can be regarded from 
the following standpoints: somatic, psychic, social and 
environmental, and constitutional and genetic.- The 
physician must try to assess the relative importance of 
each one of these factors in arriving at his diagnosis. 
This discipline in itself will indicate what treatment is 
necessary, it being assumed that, whenever possible, it is 
better to treat the cause of the symptom than the symp- 
tom itself. $ 

Psychogenic insomnia ‘ (including agrypniaphobia) 
may call for skilled psychotherapy, but many cases of 
insomnia due to worry or intellectual or emotional 
strain respond well to general measures combined with 


reassurance and persuasion from the patient’s- usual , 


doctor. 


` 


INSOMNIA 


is understandable, as patients under ` 


: l Mice ti o] 
Hypnotic Drugs 

A few of the hypnotic drugs in common use will be , 
considered in detail. However, before doing so it is 
desirable to-lay down certain general rules about their 
prescription. aah x . 

(1) Give a sufficiently large dose to be sure of pro- 
ducing an effect. - A : 

(2) Leave the anxious type of patient with as little 
discretion as possible iņ the matter of dosage and 
administration. f : 

(3) Whenever possible, give the drug in the form of a 
mixture. This enables the almost imperceptible reduc- 
tion of the dose, with or without the patient’s knowledge 
Moreover, aqueotis mixtures are usually less “irritating 
to the gastric mucosa than concentrates. i 

(4) Whenever there is even the slightest suicidal risk, 
hypnotic drugs should be handed over to,a responsible 
relative or nurse for administration, and kept in a locked 
cupboard away from the patient’s reach. 

Withdrawal of hypnotics can be effected in various 
ways: by prescribing a hypnotic for use on alternate 
nights, and later for use only if there have been two 
unsatisfactory nights in succession ; by ordering.that it 
shall be taken only if the patient finds that he does not 
fall asleep within two hours of going to bed ; by reducing 
the dose, unknown to the patient, by the use of cachets 
in which increasing amounts of sugar of milk are com- 
bined with dimmishing amounts of sedative; or by 
taking advantage of a change of residence, as during 
a holiday, in order finally to dispense with sleeping 
draughts altogether. 





The Barbiturates 


The most efficient and, generally speaking, the most 
useful-member of the barbiturate group is soluble barbi- 
tone. It is best given as-follows: 


Barbitone soluble 10 gr. (0.65 g.) 
Concentrated infusion 

of orange .. $ dr. (1.75 ml) 
Water 7 to 4 oz. (14 ml) 


2-4 dr. (7-14 mL) in water at night when required; 


Phenobarbitone, which is so commonly prescribed for 
insomnia, is a very poor and unreliable hypnotic. If a 
patient complains of a hang-over effect of soluble barbi- 
tone, there is no harm in prescribing: | 
etamine sulphate tablet 5 mg. ; 
Aati aveny shoring and 14 tablets at mid-day. 
There’ are innumerable proprietary preparations of 
barbiturates, and all of them have their advocates. It is 
useful to be able to vary hypnotic drugs at frequent 
intervals, if only to prevent a patient from establishing - 
a (largely psychological) dependence on any one prepara- 
tion. Pentobarbitone sodium, which is put up in 14-gr. 
(0.1-g.) capsules (dose, one or two capsules), is more 
quickly broken down in the liver and eliminated than , 
most other barbiturates. Its hang-over effect is conse- 
quently less. It should always be preceded by sod. 
bicarb. 20 gr. (1.3 g.), as the presence of acid in the 
stomach prevents its solution and absorption. 


Other Sedatives 
Carbromal and bromvaletone are brominated urea 
preparations which are said to be less powerful and less 
toxic than barbiturates. They are especially useful when 
the main difficulty is in getting off to sleep. The dosage 
is 5-10 gr. (0.32-0.65 g.). á . 


~ 


352 Fes. 17, 1951 ~ 


INSOMNIA 


. "Barem 
Manta JOVRNAL `- 





Chloral and bromide mixture is useful as an 
occasional hypnotic: -Chloral acts chiefly -on the basal 


` cerebral structures, and the bromine salts mainly on the 


cortex. This combination makes: its administration 
desirable when the patient is agitated. 


Chloral hydrate } each 20 gr. (13 g) 


Syrup of orange a 1 dr. 8.5 ml.) 
Chloroform water R . to oz. (14 mi.) 
24 dr. (7-14 ml) ın wate: at night when required. 


Sodium bromide 


Paraldehyde is another valuable occasional hypnotic. 
It acts rapidly and, as a rule, efficiently, but has the dis- 
advantage of causing the breath to smell of it for long 
after. In spite of this, it may occasionally become a drug 
of addiction. It should be given in a dose of at least 2 
dr. (7 ml.) (a smaller dose may simply excite), flavoured 
with an equal quantity of syrup of orange, and the dose 


made up to 1 oz. (28.4 ml.) with infusion of orange. It - 
‘may also be given in milk or iced water. 


In cases of 
-acute mental excitement it may be necessary to Tepeat 
the dose in four hours. Paraldehyde may also-be given 
by the rectum (3 to 4 dr. (10.5-14'ml.) in 6 oz. (170 ml.) 
of starch mucilage). Care should be taken to use a fresh 
preparation of the drug, as it undergoes oxidation on 
\keeping, with the production of glacial acetic acid, which 
has been known to cause ulceration of the rectum. 
In order to prevent smarting, some petroleum jelly 
should be smeared round the anal orifice before the 
_ injection. 





Reports of EN 





RENAL FUNCTION 


At a meeting of the Renal Association, held at the. Ciba 
Foundation on January 31, the place of Professor E. C. 
Amoroso, who was to have spoken on some aspects of the 
foetal kidney, was taken by Dr. ALISON MILES, who gave an 
account of her work on the kidney in the newbom. 


"The Foetal Kidney < 4 

It was a well-established fact, Dr. Miles said, that infant 
renal function differed” markedly from adult. Renal func- 
tion in the foetus was less well known. In the later stages 
of foetal life there was evidence that urine was normally 
produced, but'the birth of infants with renal agenesis which 
were otherwise normal showed that the foetal kidney was 


not an essential organ. Many characteristics of foetal renal ` 


physiology had been elucidated, but so far anatomical 
explanations. were largely lacking. In general, stillborn 


.. infants weighing more than 2.5 kg. had the full number 


of glomeruli. The first glomeruli to be formed were the 


‘ innermost; in thé newborn child the outer glomeruli were 
_ small, with relatively simple capillary loops dnd a thick 


visceral layer of epithelium. Except in premature 
infants, the difference in function of the neonatal kidney 
could not. be attributed solely to smaller numbers of 


glomeruli ; the renal tubules were relatively well developed _ 


at birth. 

— The renal vascular system in the newborn did not seem 
to have been very closely studied. . Dr. Miles gave a pre- 
liminary description: of the distribution of Indian ink in the 
kidneys of foetal and neonatal animals which had been 
injected in vivo. It was probable that the pattern of foetal 
and neonatal circulation was fundamentally similar to that 


“of the adult, but filtration from the pras „glomeruli was 
probably ` less adequate. Function changes after birth 
seemed to be connected with the removal of the placenta. 
and possibly with the rise in blood pressure coincident 
with birth. — 


Amino-acid Excretion aa f 
Dr. CHaRLes Denr discussed some aspects of tubular 
function, such as the-excretion of uric acid and of phos- 
phate, acidosis of renal origin, and other conditions. Touch- 
ing on the-amino-acids, he pointed out that they were often 


. spoken of as if they were one thing, but actually there ~ 


were 20 or more of them ; sometimes they seemed to behave 
as individuals and at- other times as a group. The pattern 
of excretion in the urine varied- greatly from person to 
person, -although it ‘was constant. in a given person. In. 
general the variations were harmless, but thére-were pat- 
terns associated with severe pathological changes in the 
kidney, liver, brain, and other organs. “So far as was known, 
the- minor variations which.occurred in normal people were 
not pathological and might be described as a d of bio- 
chemical individuality, but in some of the analyses which 
he showed, giving variants on the normal pattern, ‘there were 
pathological characteristics. The interesting point was that 
nearly all of the variations of urinary amino-acid’ pattern 


`occùrred in the presence of normal blood levels of all the ` 


individual amino-acids. The pattern variations were there 
fore imposed ‘by variations in kidney tubule function 


A further point was that nearly all the tubule dys- - ~ 


functions, whether for amino-acids, phosphate, uric acid, 
etc., were hereditary. Dr. Dent also discussed the relation- 
ship between urinary pH and NHs production, and touched 
on other aspects of tubular function. s 


Antidiuretic Hormone 
Professor E. B. Verney added a short contribution on 


~ the neurohypophysis and the kidney and described expen- 


ments which were being undertaken to determine the site 


"+ of the pituitary osmoreceptors. He also discussed the site 


of action of the antidiuretic hormone. Probably it acted 
on the distal tubulés, causing a reabsorption of water there 
and, under certain- ‘conditions, _a diminished teabsorption 
of chloride. ‘ 


x 


MUSCLE-RELAXANT DRUGS 


A meeting: of the Section of Anaesthetics of the Roya! 
Society of Medicine was held on February 2, with. the 


president of the Section, Dr. W. ALEXANDER Low, in the - - 


chair. Dr. H. O. J. COLLIER, chief pharmacologist of Allen 
and, Hanburys Ltd., read a paper on the “ Problems. of 
Developing Muscle-relaxant Drugs in the Laboratory ”- 


Desirable Properties”. 3 


Dr. Collier said that still better- fiderei dni 
were needed; they should be more dctive clinically, and 
easier to standardize and produce than those at present 
available. The properties required of them by anaesthe- 
“tists fell into five groups. First, the specificity of the muscle- 
relaxant action: the drug should have few side-effects, such 
as the release of histamine or the blocking of the sympa- 
thetic and parasympathetic ganglia. 
respiration: the anaesthetist might wish the drug to spare 
the fespiratory mechanjsm, as in lower abdominal opera 
tions, or on the contrary to arrest it, as in thoracic surgery 
Thirdly, the duration ‘of action: if used only for intubation. - 
for example, a short-acting. drug was needed, whereas - 
medium- or -long- acting drugs were wanted for surgical 
operations. Fourthly; compatibility with anaesthetic drugs: 
there should be no serious antagonism between_the anaes- 


. thetic and the relaxant, and the relaxant drog might’ 


` 1 a 


Secondly, the' effect on “ 


N 
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-usefully be misciblé -with intravenous anaesthetics. And ‘ a ` . j - 
a the clinical antidote should be a aac aia safe / ’ Correspondence 
substance. 
+ - Laboratory Evaluation — 5 
- The worker had to decide how far these properties could “Tonsillectomy 


bo evaluated bý tests in animals or in vitro. /No laboratòry 
animal gave an accurate indication of the activity in man of 
the known relaxant drugs, but the cat and rabbit were the 
most useful. The simplest tests were those depending on the 
failure of a group of muscles that usually functioned 
together, such as in the righting-reflex test and the rabbit 
head-drop test. Side-effects—the release of histamine, 
sympathetic and parasympathetic block—-could be con- 
veniently studied in the laboratory; these tests must be 
applied to any ney relaxant drug. It was difficult to 
foresee from experiments on animals how far a muscle- 


. Telaxant was likely to affect respiration in man. Known 
„agents did not show consistency in the way they spared the - 
~ respiration. of the usual laboratory animals, but’ the rabbit 


seemed to provide the surest guide to their ‘behaviour in 
man. It was equally difficult to foresee, from laboratory 
experiments, the duration of action of these drugs in man. 


. ` It was, on the other hand, possible to estimate the efficacy 


- 


ra 


of antagonistic compounds, and, perhaps, the effect of 
administering an anaesthetic drug at the same time. 


ss Cojnpetitive Inhibition 
Dr. Collier ‘described the method by’ which he- searched 
for new muscle-relaxant drugs. It was known that sub- 


. stances of similar molecular form often opposed each other, 


and consideration of the chemical formula of acetylcholine 
had suggested that drugs with quaternary nitrogen atoms 
might act as its antagonist. Experiment had also shown 
- that the optimum distance between two quaternary nitro- 
gen atoms was that occupied by 10 carbon atoms in a chain. 
Compounds of this type were therefore likely to have strong 
neuromuscular- blocking ‘activity. These facts held equally 
well for drugs of the curare or decamethonium types; the 
problem was to produce a compound with-the potency of 


decamethonium iodide but without the latter’s disadvantage - 


of being unaffected by neostigmine as an antagonist. He 
‘ described work done in his laboratory (in association with 
Dr. E. P. Taylor} on the heterocyclic decamethylene, _ bis 
quaternary ammonium salts. The relaxant activity of 
these compounds, as shown by the laboratory tests he had 
described, could be increased by bringing the end-groups 


- closer to the structure of. dimethyl tubocurarine. He 


described several - compounds resembling - -this substance 


closely which were more active than tubocurarine in the 


rabbit and cat. 

There was ‘a’ short discussion in which Dr. M. D. 
NosworTtRY, Dr. R. F. WooLmeR, Dr. H. J. V. Morton, and 
others joined. 


7 


Through voluntary contributions of blood by members of 
a workmen’s club in an American factory, blood is ae 


“available free of charge to all employees of the compan 


and members of their families. The blood is stored in a 
blood.bank to which the club makes regular contributions. 
In operation since 1947, the Minute Man Club has 1,657 
members, who are employees of the Allis-Chalmers Manu- 
facturing Company near Milwaukee, Wisconsin During 
the first 28 months of the club’s “operation > magazine 
Mills and Factory says, the members contribufet 2,218 pints 
.of blood to a blood bank maintained by the Milwaukee 
Junior League, a women’s organization. In the same period, 
1,915 pints were used in transfusions for 405 persons. To 
‘have an adequate supply of blodd at all times, the workers 
contribute two pints for each pint withdrawn from the bank. 
After a denor has given blood, the company provides hot 
soup, sandwiches, and coffee. The worker then takes a 
short rest before returning to his job. The procedure is 


completed in about 30 minutes. To demonstrate what they ` 


could do in an emergency, the Minute Man Club recently, 


` donated 368 pints in one day. 


` ` G ESG 


\ 


“Sin —I wish to applaud, Dr. Douglas Gairdner’s plea 


(February 3, p: 245) for reassessment by the E.N.T. specialist 
before the operation is performed on children originally 
selected by him for tonsillectomy. I frequently see children 
who were put down for operation and who, two years later, 
though still awaiting | this operation, have had little trouble 
from their tonsils in the meantime, and appear to have 
healthy tonsils at the time of mv examination, I feel, like. 
’ Dr. Gairdner, that such a reassessment would result in«many 
children having their names crossed off these long waiting- 
lists. 

` I feel it is not universally appreciated that the tonsil is not 
a static structure, but one that can increase or decrease in, 
size without necessarily requiring interference. The examina- 
tion of many thousands of pre-school and. school-children 
during the last few years has -satisfied ‘me that the tonsils 
tend to be larger, relative to the other faucial organs, in the . 
, normal pre-school child and school child of 5 to 8 years of 
‘age than in children in the later age groups. In addition, 
it is-a common observation that tonsils may react to acute 
or chronic infection by hypertrophy,.as would be expected 
in a lymphoid organ., Therefore, as Dr. Gairdner points’ 
out, conservative measures applied to upper respiratory tract. 
infections in children aged 5-7 years can be expected to give 
a good measure of success. 

All this is in agreement with 
(January 20, p. 133) about simple enlargement of the tonsils 
not being a prime indication for tonsillectomy. However, I ~ 


consider his stricture on (assistant) school medical officers is . 


hardly: fair, for I feel that the variation in thew criteria for 
this operation is no greater than.that of many general prac- 
titioners. ‘A complaint often heard from parents of children 


_in infant schools is of the frequency “of- -colds, and ‘tonsils . 


have often been removed to prevent these colds. -It is difficult 
to see how the removal of one of the defensive weapons of 


the body could raise resistance to a virus infection. Surely - 


the reason~for the: average adult’s relative immunity to the 
coryza virus, compared with his susceptibility when 5-8 years “ 


“old, is that his repeated clinical and subclinical infections - 


contracted in classroom and cinema have built up -his 


- immunity. 


I do hot consider myself in a position to pass an opinion’ 
on the question raised by my friend Mr. Norman L. Crabtree 
(February 3, p. 245), whether-many tonsillectomies are 
performed Únnecessarily. Surely, however, the big differ- 
ences in the tonsillectomy rates in various parts of the 


_country cannot be entirely due to environmental differences, 


but must mean either that some areas have too many 
operations or others too few. 

Finally, I feel that by drawing attention to the need for 
pre-operative assessment of children originally put down for 


. tonsillectomy, and by his challenging article whe Fate of “ 
the Foreskin ” in the Journal,of December 24, 7949 (p. 1433), . 


Dr. Gairdner will be responsible for many, children being 
allowed to possess their normal organs in peace.—] am, etc., 


Rochester, 


SR—Mr. Philip Scott (February 3, p. 245) does the school 
medical ‘officer less than justice. It is difficult to prove that 
any particular group of doctors is specially prone to attach 
too much importance to the ‘size of tonsils as an indication 
for operation ; there is still even an occasional surgeon who 


is prone to this error of judgment. On the other hand, it . 


was ‘the school health service which took the lead in this 
country, during the 1930s, in the search for a more rational 


’ approach to tonsil troubles, and from that service has 


-come much of the’ evidence upon which modern and more 
enlightened views are based. z 

Dr. D. Gairdner (February 3, p. 245) will, I am sure, for- 
give my mentioning that his observation that the syndrome 


it Dr. A. H. Gale says é 


ı J. H. Waris, *. 
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of recurrent upper respiratory infections iņ gchool-chilären 
was self-limiting had been reported by school medical officers 
more than 10 years ago. It is possible to go even further 
and to say that investigations among younger children in. 
nursery schools, nursery classes, and day-nurseries show that 
- the phenomenon is independent- of age and occurs at that 
” point in a child’s life at which he is first exposed to herd 
infection. The process is, perhaps, rather physiological. than 
pathological, and constitutes a stage on the road to immuao- 
logical maturity. 

It seems not unreasonable to suggest ‘that aelargecent of 
the tonsils, like enlargement of lymphoid tissue elsewhere in, 
the body, is a process secondary to infection in the appro- 
priate drainage area. Mere bigness of the tonsils may not be 
- am indication for operation, but it is not therefore of no 
consequence ; it ought—at least after the stage” of physio- 
logical enlargement—to suggest that some primary cause 
should be sought and treated. It is not enough to rely upon 
Nature alone, even though the majority of apparently 
symptomless large tonsils do grow smaller with the passage, 
of time. The Lancashire experiments with silver proteinate 
, packs ‘and “diastolization in nasal catarrh, and Macbeth’s 

work at Oxford with displacement lavage of infected sinuses, 
are eximples of the encouraging results which have been 
obtained. Dental treatment, attention to nasal and oral 
hygiene, improvements in diet, and other measures to improve 
general health have all been reflected in improvement‘of the 
tonsillar condition. Indications for tonsillectomy without 
delay do occur and should not be neglected. An inevitable 
“wait for operation” or, better, a purposeful “ observation 
period” .before operation, if recommended, should not 


merely be a time of passive waiting, but one of active con- _— 


servative search and treatment.—I am, etc., ; 
Colehester- ` bs Jorn D Kersuaw 


Pethidine Sensitivity Phy 


Sin,—Dr.. D. Zuck’s patient Ganuary 20, p. 125) weighed 

` 47.2 kg.: it occurred to me that it might be interesting to 
work out what his doses would correspond to in a kg. 
individual ; this is the result: ~ 


i Morphine 10 mg. Q gr.) 15 mg. a gr.) ina Ose “patient 


Flaxedil 80 mg. = 119 mg. a s 
Thiopentone 0.50 g = Og G gee Pa 
`Pethidine 25 mg. = 37 mg. a 


The latter doses might be expected to produce apnoea in the. 
average patient, without invoking any special susceptibility. ‘ 

Dr. H. F. Griffiths (February 3, p. 250) has pointed out 
that the tachycardia of 140 could be accounted for by 
“flaxedil.” The fall in blood pressure might equally have 
been caused by the thiopentone—it is probably the most 
potent hypotensive “drug used in anaesthesia to-day. These. 
two drugs alone could-account for the state of this patient’s 
cardiovascular system. 

What is more interesting is the apnoea produced by intra- 
venous pethidine, When given subcutaneously pethidine is 
known to_ gguse much less respiratory, depression than 
morphine in’ equivalent analgesic doses—i.e„ pethidine 
100 mg. = morphine 10 mg. (t gr.) (R. C. Batterman and 
C. K. Himmelsbach, J. Amer. med. Ass., 1943, 122, 222) but 
intravenously the opposite holds. From a preliminary study 
of the respiratory rates of patients under anaesthesia it 
. appears that) initially at any rate, pethidine is at least twice 
- if not three times as. potent a respiratory depressant ‘as 
morphine intravenously:; its duration of action, however, is 
` much shorter. . 

-As for the skin weal, this is -commonly seen around ‘the 
site of injection ; if the drug is given into a vein on the back 


of the hand a transient flush is frequently seen all over the © 


dorsum, These signs can be attributed to the irritant 
properties of the solution, which has a pH of 6. 

J think in this case the term “ sensitivity ” is unjustifiable, 
implying ds it does a bizarro n reaction to a norinal dose of a 
drug.—TI am, etc., 


London, 8.5.1. TR. L. BODMAN. 


CORRESPONDENCE. 


Sy _ Sensitivity to Intravenous Drugs 


Sir,—The importance of sensitivity to intravenous. drugs 
depends upon the effect of that sensitivity on the circulation . 


Experience shows that apnoea caused by curare and . 


“ flaxedil ” is rélatively unimportant, for the’ circulation is 
not primarily affected, and prompt and sustained artificial 


respiration with oxygen’ is always ‘effective in restoring 


respiratory rhythm. A test dose is therefore unnecessary. 
With thiopentone and the methonium compounds, how- 


ever; the circulation is always primarily affected, and apnoea - | 


caused by these drugs is of grave significance. Artificial 
respiration with oxygen, however promptly applied and long - 
sustained, is not always effective in.restoring life. 

I would suggest, therefore, that the “ test-dose ” technique 
largely unnecessary in the case of curare, “should become the 
rule with thiopentone. Many anaesthetic deaths could ‘be 
avoided if (1) a test dose of 0.2 g. thiopentone were always 
given, and a sufficient interval allowed ‘for its effects -to 
-become apparent; (2) 0.5 g. were to be’ regarded ‘as the 
maximum dose of thiopentone for ‘a single injection, and. 


t 


2 


this dosé never repeated within 20 minutes ; (3) greater care ` 


_were taken when thiopentone is used in combination with’ 
‘a muscle-rélaxant ‘drug. The suggestion implicit in the term 


Powe 


“balanced anaesthesia "—that when -two such drugs are _ 
injected together their favourable. effects are enhanced while. 


their toxic effects are reduced—is contrary to all- experience 
All that is held in the balance is the life of the patient, and 
the .scales are unfortunately too’ often -heavily weighted 
against him.—] am, etc.. 


London, WA. : a R. BLATR Goun 


tio Abscess after Shock Therapy . 


Sir,—I was interested to read, your annotation’ on lung 
abscess as a complication of E.C.T. (December 16, 1950 
p.. 1377) and Dr. W. L. Milligan's comments thereon 
Qanuary 6, p. 40). A search through the x-ray records of 
this hospital over the last eight years, a period similar to 


that in the paper of Kwalwasser et àl, revealed only ¢ one - 


report of a lung abscess-—in the left lung, Another case Was 
discovered where the radiologist reported in the first place. 
“infiltration and cavitation in the right upper lobe.” The 
consultant physician eventually considered the diagnosis tc 
be “upper lobe pneumonitis progressing to acute jung 
abscess.” Both patients became ill on the third day after 


E.C.T. Théy were aged 34 and 41 respectively. In the first - 


it was noted that a tooth was broken, but the broken piece 
was never proved radiologically or otherwise to be in the 
chest. There are five E.C.T. machjnes in general use in the 
hospital. Radiographs are freely used_and are reported 
upon by a radiologist. Despite this, a search over the last 


_two years revealed only one report on a patient who “had ~ 


recently. had E:C.T.: of quiescent left apical infiltration 
The patient had been reported as “collapsed” after her” 
first and only E.C.T, and the condition was discovered on 
investigation thereafter. The connexion is difficult to visual- 
ize. Unfortunately it was impracticable to make the search ` 
in the’reverse direction—i.e., from the examisiation of E. CT 
records—but it would appear that lung abscess is a rare com- ` 
plication, and the figure of 1% incidence is exceptional ; that 
the possibility of the condition being missed or misdiagnosed 
is not greatýo view of the rarity after E.C.T. of lung compli- 
cations thou&t to warrant x-ray examination; and that, 
despite its rarity, lung abscess may still be the ‘commonest’ 
of the noteworthy chest complications. 

Presumably, therefore, as the above is the more usual 


“experience, the peculiarities ‘of the American figures result 


from peculiarities in the group. Acutely disturbed patients. 
with filthy mouths and infected nasal sinuses are often dehy- 


drated patients who are prone to pulmonary infections. ` 


- Rather than combining tube-feeding (to replace the, flui¢ 


loss) with E.C.T., as suggested by Valentine (1949), whose - 


method seems to have been adopted by Kwalwasser, it is 
more reasonable to delay E.C.T. until the patient has been 


TEARI and physically -improved and until at the same 
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time the mental indications are clarified by the elimination are about’ to be published, it would appear- that the work 
of the toxic factor. The question of tube-feeding itself,does ` of Hamre et al.’ has been confirmed, and that the -potency 
seem to be.of fundamental -importance (see also Journal, of T.B3 is greater than that of T.B.1, and that the toxic 
January 20, p. 139): Kwalwasser et al. say that “significant effects ofits clinical use are much less. 
numbers were. tube-fed in both groups” (the 25 who had - ' A spectrophotometric estimation of the amount of T.B.3~ 
B.C.T. and developed lung abscess, and the general hospital in body fluids has also been. worked out in this country, 
population who contributed a further 36 lung abscesses). “and it seems that. with T:B.3 (‘‘ethizone”) none of the 
a7 Kwalwassér et al. also say, “ Among the general hospital severe reactions. mentioned by you will occur. No patient 
population abscesses often followed an obvious intubation complained of anorexia, constipation, etc, and there was _ 
of the trachea, with fluid entering directly into the lungs.” no evidence of liver damage. 

- Seven cases at least are accounted for in this way. The -` It is to be sincerely ` hoped that your leader will provide 
chronicity of. some of the treated patients (24% of the the necessary fillip to the-many people i in this country who. 
patients who developed lung abscesses after E.C.T. had been are working with’ thiosemicarbazones to*lét us have their. 
in hospital for more than five years) and the number of results, so that the research in Britain on this subject, which- 
treatments (an average of 20 per patient) show a choice of seems to have been behind that of Germany, will be able 

- patient and technique not often found in British practice. finally to place the thiosemicarbazones in“ their correct 

` Summing up, it would seem that pulmonary abscess is the perspéctive—I am, etc., 


-' most common of a rare group of chest complications follow- London, S.E.12 . : . M..M.- NAGLEY. - 

, ing E.C.T. The greatest risks dre with dehydrated disturbed _ REFERENCES, `. 
patients. The American figure of 1%, being much higher - 1 Lancet, 1950, 1, 264 “ses j 
than the average, may derive from the type of case treated ad. Air: med. Asy agen ae at. 5 
or the additional risk of maladroit tube-feeding. Intravenous Canad. s Tuberch 

“amytal” might avoid this, but one should not _omit to i J. Baa. 1950 OTA Wa 1950, 38, s 

“sterilize the needles.—I am, etc., s F 

= Romwel Bosuta, Esser. A. A. Rome ~x E.U. or LV.P.2 
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Kwalwaster, 8, Monroe, R. R., and Neander, JIE. (1950). Amer. J. Psychiat, Siz, Dr. S. Cochrane Shanks (Dreem a ee Pee 
: pleaded for the abandonment of the use of the word -* dye 
Valentine, M, (1949). J. mef. ment. Dis., 108, 95. ‘when a “ radio-opaque” medium was being discussed. He 
5 . pointed out very rightly that none of these media are dyes, 
ž “A Kick Pants ” and very few of them are even coloured. May I appeal 
$ 5 m the through -your columns for the abandonment of. the terms 
Sm,—I do not think 1% of doctors would agree with what .V.P. or intravenous pyelography, when what is under dis- 
Dr. A. D. D. Broughton writes about the late Minister of cussion is an excretion urography ? 
Health (Febrùary 3, p. 251). The Health Service is in an .. A retrograde pyelography is a demonstration of the renal 
incredible mess, and let us hope the new Minister will try pelvis by the.retrograde method. “Urography is a term 
to create some order out of this chaos. Doctors are grossly applied to the demonstration radiographically of the whole | 
overworked and underpaid. As Dr. Louis Crawford states of the urinary tract, and included in the one examination - 
(Supplement, February 3, p: 35), doctors are working in con- are nephrography, pyelography, ureterography, cystography, ~ 
ditions which, were they to exist in industry to-day,.would and in some cases urethrography. It is fundamentally wrong 
not be tolerated by the trade unions s for one moment. How to tse the one. term pyelography when the whole lot are 
i right he is ->L am, etc.. < ander discussion, and can be included in the term urography. 
Itchnefield, Sumex. -. í S. G. TEPETI. _. Excretion urography can be performed intravenously, 
: i subcutaneously (when “diodone” solution is used), orally 
eae © x -7 (when “hippuran ” is used), following any form of arterio- 
a New Sign of Early Pregnancy ? - graphy or venography, and even following salpingography 
Sin,—Whea examining healthy girls and women there is - (when viscous diodone is used). Of these the most common 
one sign | have found a great help, and it seldom failed in is the intravenous method. The subcutaneous method is 
diagnosing an early pregnancy. This is a soft ‘Siowing commonly used (with or without hyaluronidase) in infants 
murmur over the upper chest, not one of the well-known and young children. 
~- cardiac murmurs, but I consider it dué to greater activity Therefore, in contrast to retrograde pyelography, a purely 
in the breasts. This has saved ań abdominal and P.V. anatomical demonstration, one should speak of excretion 
examination, till a later date if necessary, where a P.V. urography, a method demonstrating: function and in most 
examination would be neither correct nor advisable—I am, S28¢S anatomy as well.—I am, etc., : 
“ete, . : - | Worcester _ - ANTHONY À. Vias. 
Newport, Mou. CHARLOTTE S. VINES. ITa ; 8 
F Erythrocyte Sedimentation in Anaemia 
- Thiacetazone Se De Ri ` 
, - ,—-Dr. Richard Terry (December 9, 1950, p. 1296) 
Sm,—Your leader ` (January 20,.p. 128) not, only consti- probably does-not know that about 1937 the. Association 
tutes an excellent review in a short space e literature of Clinical Pathologists appointed a small committee which 
- + - of thiosemicarbazone (thiacetazone) the: berculosis, recommended members not to make a correction for anaemia 
s but is indeed most timely. Editorials-have apzeared before in the sedimentation test.. It is true that since then some - 
on this subject in England, America; and Cafiida??* but pathologists have used graphs, but neither the “current 
your latest one coincides with the ‘first clinical report to view” nor the current practice-is known to us, and if 
appear in this country on_the use of the p-acetylamino-.- Dr. Terry has information covering the whole country it ` 
- benzaldehyde thiosemicarbazone in human pulmonary would be most interesting. The committee was, of course, 
tuberculosis.« Work with T.B.1 in pulmonary tuberculosis aware of increased suspension stability with certain forms ` 
has been carried out under the auspices of the British Tuber- ‘of anaemia, and that was one of its reasons “for: caution 
culosis Association, and I understand that a brief report on on correction. 
- their trial may be published. A _ Dra Terry’s much larger series- of cases, similar.to those 
Readers, I am sure, will be interested’ to know that a already published ‘and the few which I discussed in 1938, 
trial with T.B3 (the p-gthylsulphonylbenzaldehyde thio-- are valuable additional evidence which will, I hope, be = 
semicarbazone) has just been’ completed, and, although it noted generally,. and it may discourage indiscriminate 
would be premature to give the results in detail since they “correction” for routine work. When he affirms that 
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the red cells play a part in sedimentation I think he should 
be assured that pathologists in this country have -never 
doubted it,.and it was demonstrated by a simple experi- 
ment by Dr. G. Day in 1939 Perhaps Dr. Terry includes 
that among what he calls Day’s “rather obscure 
' experiments ” 

In the course of the correspondence stimulated by the 
article, Dr. Terry writes (January 27, p. 189) that 
I advocate manipulation of the blood for anaemia. This 
is very disappointing, as I have spent the last 14 years 
imploring people to report sedimentation as it occurs 
naturally; I do not even like the word “rate” used. 
I have, however, no wish to interfere with pathologists 
doing as they please for their own interest, and my 
suggestion was that for special cases and research the 
blood might be adjusted to a standard cell concentration. 
I pointed.out that the manipulation had only a presump- 
tive counterpart in nature, but I still think that such experi- 
ments can be.fruitful and would not merit Dr. Terry’s 
epithet “obviously fallacious” unless they were miscon- 
strued or misapplied. I am not personally in favour of 

“correction” for routine work at present, but I see no 
reason why a pathologist who has studied sedimentation 
should not give a clinician his opinion on the possible effect 
that an alteration of red cell count (not Hb concentration) 
may have in particular cases, 

Dr. Terry's figures are a welcome addition of fact to the 
literature on sedimentation.—I am, etc., 


é 
London, EC 1. Noras H. SCHUSTER. ` 


Sheep Shearers Get Orf 


Sm, —The letters of Drs. A. Lyell and J. R. Miles and 
Dr. A. K. Rankin (November 11, 1950, p. 1119, and Decem- 
ber 2, 1950, p. 1279) bave interested me keenly. Although 
fot a scheduled disease in this country (Australia), I have 
been able to persuade most insurers to accept orf as a definite 
occupational hazard in the shearing industry. 

In four years I have seen 38 cases with a total loss of 
254 man-days. A good shearer may shear up to 200 sheep 
a day, often incurring scores of minute burr-pricks on the 
hands and forearms ; consequently it is not surprising that, 
as seen here, the lesions are not infrequently multiple ; 
furthermore, secondary infection by haemolytic pyococci is 
quite common. 

It may be of interest to record that persons not actually 
handling wool may contract the disease from fomites. 
Sheepyard rails, wool-hooks, and‘ clothing have been 
“responsible ; in fact one.of the most fulminating cases I have 
yet seen was that of a woman who acquired the infection 
from washing her husband’s overalls, which were “full of 
burrs and grease.” She presented with the typical’ lesions 
on both hands, and within 24 hours was profoundly ill with 
rigors and drenching: sweats, her temperature reaching 
104.8° F. (40.5° C.) and leucocytes 28,000/c.mm. Metastatic 
lesions appeared on the face, arms, and trunk during the 
following three days, after which She made a full, though 

' gradual, recovery. 

Fortunately cases of such gai are rare, but the general 
picture of the disease in this district is rather More severe 
than that seen in Cumberland—I am, etc., 


Balranald, New South Wales ORME K. KEYISH. 


` 


Treatment of Naevi 


Sm,—lIn discussing the treatment of haemangiomatous 
naevi, Dr. R. E. Bowers (January 20, p. 121) reaffirms 
Lister’s (1938) observation that cavernous naevi disappear 
spontaneously. It is our belief that this is not yet widely 
known, and in consequence many such naevi are still treated 
unnécessarily. Pfahler (1946), in a series of 520 cases, states, 
“I have found no series of cases reported in the literature 
in which the lesions disappeared spontaneously. I have 
never seen it, Therefore one should not wait for spon- 
taneous cures,” and Watson and McCarthy (1940), in a series 


¢ 
z 


of 1,020 cases; consider three spontaneous cures 
able” and advocate early treatment lest the naevus ulcerate 
and bleed or become with age more resistant to therapy and 
more likely to recur after treatment. 


Methods of treatment recommended in current textbooks , 


have disadvantages. All waste time; carbon dioxide snow 
and ‘sclerosing agents are painful, and the latter may lead 
to disfigurement. Excision leaves a scar, and an apparently 
perfect cosmetic result with radium may be followed many 
years later by chronic radiodermatitis. 

In 1938, on the strength of Lister’s article and at 
Dr. Herbert Brown’s suggestion, we began to recommend no 
action for cavernous naevi. Recently, as more than 10 years. 
had passed, we sent postcards to the parents of these patients 
—59 ın all. There were 13 replies, and these children Were 
all examined. In 11 the naevi had disappeared. Of the‘two 


failures, one was a naevus flammeus included by error and ` 


the other was a deep cavernous naevus involving the red 
margin of the lip. Dr. Bowers mentions two types of 
cavernous naevus which do not disappear spontaneously ; 
in our experience, this is a third. We see it occasionally in 
adults, and we learn on inquiry that this is the finding also 
of our surgical and radiological colleagues—I am, etc., 


Victona Infirmary, Glasgow, Cyri M. Ross. 
. |. Resm i 
Lister, W. A (1938). Lancet, 1, 1429. 
Pfahler, G, B. (1946) Radiology, 46 


Watson, W. L. and McCarthy, W. D. ' i940). Surg. Gynec. Obstet. .11, 369 


Perineal Herpes - 


Sir,—As an addition to my report on herpes zoster in the 
Journal of December 23, 1950 (p. 1424), the following may 
be of interest. In the'same week three cases of perineal 
herpes were admitted to my ward. All were young Malay 
soldiers, and each had a typical herpetic eruption, unilateral 
extending from the buttock along the perineum to the under 
surface of the scrotum. Incidentally these were the first 
cases of herpes zoster in this situation that I had seen. All 
“aree had perianal ulcers at the site of the ruptured vesicles 
and in each case a routine dark-ground examination was 
done fdr spirochaetes, and blood was taken for a Kahn test 
In-one case both the dark-ground examination was positive 
(typical spirochaetes seen) and the Kahn positive also. 

This raised an interesting problem. Yaws is common 
among the Malays, ad syphilis not unknown by any means . 
but there were no other stigmata of either of these two 
diseases. {does not seem possible to decide on the relation- 
ship, if cay, between the herpes and the spirochaetes in this 
instante. My own view is that the herpes was provoke¢ 
by a specific lesion, probably syphilitic, in the appropriate 
root distribution. —I am, ete, 


Singapore, KEMBLE GREENWOOD, 


Major, RUA M.C. 


Physicians in the Tuberculosis Service 


Siz,—In the British Medical Journal of February 3 (p. 239) 
there is a report of a conference on the’ Present and future 
administration of the tuberculosis health services, which was 
addressed by the deputy chief medical officer of the Ministry 
of Health, who is-rgnorted to haye said that “he himself 
was not e =" and he did not believe in the 
Ministry i all issuing edicts that things must be done 
in precisely this or that way.” It is perhaps a pity that the 
official policy of thé Ministry of Health has not always 
been influenced by principles of the kind quoted. I refer 
particularly to the recent instructions issued to regional 
re ely boards on the establishment of registrars in the 

ture. 

Although the Ministry of Health may consider that the 
term “national scandal” should not properly be used to 
describe the present general state of our tuberculosis 
services, there are many who are far from happy about their 
present condition. It is true that many regional hospital 
boards have made a serious ‘attempt to raise the standard of 


their tuberculosis services, but at present there is still a 


‘ 
` 


i 


“ remark- , 
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general shortage of suitably trained physicians for this work. 
This was gradually being overcome, but any tendency to 
limit opportunities for training is likely to have ‘unfortunate 
effects in the future. 

In the North-west Metropolitan hospital region there are 
five major teaching hospitals, in addition to a number of 
special teaching hospitals, It is rumoured that, when all 
claims of the teaching and other hospitals on the allowed 
establishment of 75 senior registrars have been considered, 
the regional chest service is likely to be left with six senior 
registrars. At present it has approximately 22 senior 
‘egistrars. During the last three years (the normal period of 
enure of a senior registrar appointment) 12 senior registrars 
from the regional chest service haye obtained posts as con- 
sultants in chest work and one senior registrar a senior 
hospital medical officer appointment. So far as the chest 
ervices are concemed there is at present, therefore, very 
little lack of balance between senior registrar and consultant 
vacancies, and drastic cutting of the senior registrar establish- 
nent is as unnecessary as it may prove ultimately disastrous. 
. With the great shortage of hospital beds, chest clinic work 
w an arduous job. It is not possible to conduct domiciliary 
treatment without sufficient doctors, and the registrar grade 
is necessary not only for training but to provide adequate 
staff. Although a locum tenent may provide a useful pair of 
hands there are serious disadvantages, particularly from the 
patients’ point of view, in trying to run a chest clinic service 
with a succession of temporary appointments. Continuity of 
treatment is very important. Owing to the difficulties in 
appointing staff which have arisen since the publication of 
the Ministry's recent instructions on registrar establishment, 
we appear to be committed for an indefinite period to 
ittempting to run chest clinics with temporary staff while 
decisions on future staffing are awaited. This state of affairs 
is not just a possibility of the future. Im some chest clinic 
weas it has already occurred. 

One can only hope that the Ministry of Health will agree 


~ to modification of its policy on the question of registrars, 


and, in view of the urgency of the position, that such modifi- 
zation will take place with the least possible delay.—l 
1m, etc. 


Harrow, Middlesex H. J. TRENCHARD 


Vaginal Discharge 

Sm—Dr. Margaret C. N. Jackson in her address on 
raginal discharge to the Deven and Exeter Medico- 
Chirurgical Society, reported in the Journal of January 20 
‘p. 135), made certain statements which are either too sweep- 
ng or perhaps not generally applicable. 

She said that where the husband was also infected with 
’richomonas the wife was constantly subject to reinfection 
ind that the treatment of the male was extremely difficult. 

In the opinion of venereologists the reverse more 
commonly applies—i.e., with a wife infested with tricho- 
monas it is the husband who is constantly subject to 
reinfestation. The incidence of trichomonas in men is 
comparatively small and—in my humble opinion and with 
ill due respect for Dr. Hadley Jackson's experience—the 
infestation far from difficult to treat (at any rate; not more 
\ifficult than any other case of non-gonococcal urethritis). 

I have personal knowledge of an unpublished series of 
1,000 male cases of fresh urethritis (both gonococcal and 
ron-specific) in which trichomonas was found in only six. 
f for one do not think the trichomonas finds in the male 
urethra a particularly attractive medium; besides, the 
nechanism of frequent micturition makes its existence there 
somewhat precarious, which may explain why we sometimes 
ind trichomonas in the prostate long after its disappearance 
from the urethra. 

As for treatment: two to three weeks of sodium acid phos- 
shate, 20-30 gr. (1.2-1.8 g.) thrice daily, with hexamine 
ind/or daily irrigations with a weak solution of mercury 
oxycyanide 1 : 10,000 for the same period will usually get 
rid of the trichomonas in the male urethra, 

Lastly, her statement that non-specific cervical discharge 
yielded dramatically to treatment with the electric cautery, 


together with sulphonamides by mouth or penicillin by injec- 


‘tion, is an invitation to the misuse of chemotherapy and 


antibiotics by the less experienced, a practice which 
venereologists are not alone in deploring.—I am, etc., 
London, W C.1. ' G., JELINEK. 


Sir,—Dr. G. Jelinek has misunderstood me: I was speak- 
ing of the chronically infested male. E was not concerned 
with the easily treated cases, to which Dr. Jelinek refers. 
where only the urethra becomes infested. Many of these are 
presumably transient infestations and hardly need treatment 
at all. 

The figure of six he gives asthe incidence of trichomonas 
detected in 4,000 cases of male urethritis negatives his remark 
that it is the husband who runs the risk of reinfestation, or 
means that the flagellate was not detected in men who in 
fact were harbouring it, or that most men were wearing 
condoms during sexual intercourse. I am certainly not 
prepared to believe that the incidence of Trichomonas 
vaginalis in the sexual partners of these 4,000 males was any 
thing like as low as even 100 times 6. 

His remark in his fourth paragraph is significant: “. . 
which may explain why we sometimes find trichomonas in the 
prostate long after its disappearance from the urethra.” This 
of course, is the type of chronic case to which I was referring 
where the flagellate has got itself into such fastnesses as the 
prostate and even the seminal vesicles. These are the cases 
where treatment is surely likely to be long and difficult, and 
I find it hard to believe that all the sodium acid phosphate in 
the N.HS., with or without hexamine, etc., would easil\ 
eradicate the trichomonas once ijt had got into one of the 
cul-de-sac glands. 

As for his last paragraph, I can only re-emphasize that } 
was speaking about non-specific cervicitis, which, after all, 1- 
the type commonly seen in gynaecological out-patients.— 
I am, etc, 

Crediton, Devon MARGARET C, N. JACKSON 


Fate of a Good Samaritan in Burma 


Sm,—We should like to support Mr. Kenneth Walke: 
(February 3, p. 251) in his protest against the prison 
sentence passed on Dr, Seagrave by a, Burmese court. Any- 
one who has read Dr. Seagrave’s books must appreciate that 
he is a man of outstanding medical ability, energy, and 
originality, who has done a great deal for the medical services 
of Burma. We suggest that the B.M.A. should protest to the 
Burmese Government, and arrange with other national ot 
international medical organizations to do the same, 

It is one of the fundamental ethics of medicine to afford 
courteous treatment to all in need. whatever their politics or 
nationality—We are, ete., 

Eric B. Hickson. - 


Chippenham, Wilts Joan F. Hickson 


POINTS FROM LETTERS 


Anti-typhoid Inocolation and Herpes 

Dr. P. H. DatoretsH (Kwambonambi, Zululand) writes: 
Reference your annotation “Herpes Zoster and the New Anti 
biotics "” (December 30, 1950, p 1485), may I draw your attendon 
to my note (South African Medical Journal, November 25, 1950, 
p. 990) on the effect of TE A B. on herpes and chicken-pox ? J 
have since had a third case of hérpes with an equally dramatic 
response, and a total of 15 cases of chicken-pox successfully 
treated. 


Halitosis 

Dr. F. Mackenzie (Melbourne, Australia) writes: The -true 
cesspool halitosis is due to gastric fermentation, and this is 
probably due to some butync acid fermentation plus, I am sure, 
in some cases a reverse peristalsis Teeth and tonsils are usually 
blamed, but the odour from these is quite different. All tonsils 
smell. ... Some little time ago a young woman brought her 
husband to me His workmates refused to work alongside him, 
and she was going to leave him. He was cured by cutting milk 
out of his diet (he was allowed buttermilk, which, of course, 
has the butter fat out of it) and by charcoal biscuits, This man 
was back to work in a week, and his wife did not leave him His 
teeth and tonsils were perfectly healthy 


ay 
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Obituary 








Sir LENTHAL CHEATLE, K.C.B., C.V.O., F.R.C.S. 


Dr. Charles Hackney writes: I would like permission 
- to express my very deep-felt respect at the passing from 
the profession of a great man, Sir Lenthal Cheatle. I 
had the privilege to be his dresser in 1906 at the old 
King’s. He was a brilliant teacher and operator, a 
perfect example of an English gentleman, and a staunch 
friend to all those who were lucky enough to know 
him in those days. He was lovingly called “ George,” 
and his visiting days were always looked forward to, 
Such men can never be replaced: 


~ G. E. GASK, C.M.G., D.S.O., F.R.CS. 


Colonel A. O. B. Wroughton writes: I would like to 
write a few lines on the passing of a great friend, 
Professor G. E. Gask. He and I joined as students at 
Bart’s in 1893 and knew each other well. I always 
had a great admiration for him in every way, dnd we 
both belonged to the Students’ Christian Union. I 
went straight into the Army at Netley in October, 1898, 
and he continue@ at Bart’s as house-surgeon. Up to the 
beginning of the last war I saw him at intervals when 
[ visited the hospital when coming up to London. In 
his passing the profession has lost a great surgeon and 
a good man, and I feel J-have lost a dear friend. | 


Dr. A.~P. Bertwistle writes : I shall always remember 
‘an -aphorism of the late Professor George Gask. In 
saying farewell to students who had graduated he said: 
“You have been told that bones are full of marrow. 
Nothing of the kind: they are full of base ingratitude. 
The best way of treating fractures is to join a medical 
defence society.” A * s 


l J. E. SHEEHAN, O.B.E., M.D. 


The death of Dr. James Eastman Sheehan on January 9 
is reported from New York. He was better known than 
any other American plastic surgeon in this country 
because he was such ‘an assiduous traveller and a 
regular yearly visitor here, even in the difficult war 
years. Born in Dublin in 1885, he graduated in medi- 
cine at Yale University in 1908. j 

We are indebted to Mr: A. Dickson Wright for 


‘the following appreciation: On his visits to this coun- 


try Sheehan would bring with him every year two 
or three beautiful cinematographic films of his year’s 
work, and would show them in the course of his lec- 
tures here to medical schools, societies, and ather bodies, 
including Service surgical groups. For this work so 
willingly given he was honoured by the King with the 
award of the Order of the British Empire, an unusual 
distinction for a surgeon practising in America., His 
Operating technique was remarkably good, practically 
all done under local anaesthesia, in which he was a 
complete master. The leading plastic surgeons in this 
country had a high regard for his work. His publica- 
tions were numerousy and his handbooks on -plastic 
surgery of the orbit and nose are excellent works of 
reference. During the war he surprisingly produced an 
excellently illustrated book on emergency surgery. In 
` New York his hospital work was done at the Polyclinic, 
but most of his time was occupied by a private practice 
of vast dimensions and by travelling abroad. This latter 


7 ` 


invested him with a certain halo of mystery—he would 
be heard of one day assisting Franco’s surgical service 
during the civil war-; on another he would be in Turkey ! 
or, again, he would be in Australia or Bermuda as 
reporter to the Empire Parliamentary Association. He 
had consulting-rooms in London and Paris,.and he was 
plastic surgeon to the Manor House Hospital. . Those 
who knew him personally will recall his great kindness 
of nature : to admire one of his ingenious instruments o! 
to mention a shortage or a need always met with the 
same result, a parcel lying upon one’s desk. Eventually 
One hesitated to yearn or enthuse in his presence. He 
was a delightful raconteur, and; with his powers of 
mimicry developed in his cosmopolitan New York prac- 
tice, he could entertain the company long into the night 
His passing will be much mourned by many friends in 
this country, which he loved so well. _ 


’ 


Dr. Davm Erus died at his home in Aberystwyth on 
January 9, aged 74. He had practised in his home town for 
44 years and was honorary surgeon to the Aberystwyth and 
Cardiganshire Hospital throughout this long period. Edu- 
cated at the University College of Wales and the London 
Hospital, he graduated M.B. in 1901-and proceeded M.D. in 
1905. After holding resident appointments at the London 
and St. Mark’s: Hospital, he began ‘genera’ practice in his 
home county of Cardigan at Aberystwyth in 1905 and con- 
tinued there until his retirement in 1948, due to-a sudden and 


~ severe illness which lasted until his death. 


' J.D. writes: David Ellis,was a distinguished student at 
the London and was awarded the Duckworth Nelson Scholar- 
ship in 1901. The influence of the permanent staff of great 
teaching and other hospitals impresses itself on the minds of 
generations of young resident housemen. David Ellis was a 
good instance of this truth, as I soon learnt while doing a 
-month’s locum for the house-surgeon of the hospital shortly 
after Ellis had commenced practice, and this led to a life- 
long friendship. In assisting him almost daily it was evident 
that he was a competent general surgeon possessing a sound 
clinical knowledge. He was proud of his old hospital and 
“enthusiastic in his admiration of the distinguished men under 
whom he had worked. .He was calm and had infinite 
patience and thoroughness, the complete trust and confidence 
of his patients, and a sound methodical routine —visiting the 
hospital punctually at 9 a.m. every morning and regularly 
each evening at the end of a long day’s work. He would 
-have adorned the staff of his old hospital had he elected to 
stay in London, but it was fortunate for Wales that he 
decided to return to practice-as a G.P. in his home town; 
where he did such sterling work for almost a half-century 
The combined duties of G.P. and of a surgeon involved very 
hard work, which was, however, lightened by his strict 
routine and unfailing equanimity. He had a deep religious 
faith based on the village chapel of his youth and that of 
“The Tabérnacle” at Aberystwyth where he regularly 
attended and held office as an elder. The consistency and 
sincerity of his character were striking, and he was greatly 
loved by his patients for his unwearying service and the little 
more that meant so much to their comfort and security. 
David Ellis was also surgeon to the Machynlleth, Llanidloes, 
and Cardigan Hospitals, which he frequently visited. He 
was a familiar figure in his Daimler along the country roads, 
and we shall miss his genial greeting and wave of the hand 
as he passed. No weather would deter him from going to 
these hospitals, and anyone acquainted with the hilly Plyn- 


` Iymmon country will readily understand the hazards. He 


was tall, of good physique and sound health, maintained 
over the years by strict habits and perhaps above all by 
his conservation of nervous energy. He loved the country 
and countryfolk who remain Welsh in rural Wales. Ellis 


spoke faultless Welsh. and his English had that soft Welsh ` 


accent which ts such a pleasing feature in Cardiganshire. He 
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was stricken suddenly with hemiplegia three years ago, which - g 


was largely. transient; but a motor aphasia became perman- 
ent. He remained calm and cheerful to the end, as was 
expected by those of us who knew him best, for this was' the 
essence of his fine spirit. A plaque was unveiled at the 
hospital entrance last year “in recognition of a great surgeon 
and a kind friend who rendered devoted service to this 


hospital—1904-1948.” This ‘was perhaps unique, but seems. 


so fitting to David Ellis at Aberystwyth. The high standard 
of work at the hospital is mainly due to his incentive and 
example, and the institution is rightly regarded as a lasting 
memorial to him. Our deep sympathy-goes to his widow; his 
life’s companion who bore up so bravely durmg his long 
illness, and to his thres children. 

C. M. B. writes: David Ellis was a man blessed with 
exceptional gifts. He was a first-class physician and a great 
surgeon, His name soon became recognized by all the 
doctors in the county, and his surgical judgment and opera- 


tive skill resulted in such -successful cures that for many, 


years he held the field himself. During the whole of this 
time his general practice had grown enormously. It was 
realized that he became to his patients not only a family 
doctor but a specialist also, so that his patients knew that 
not only could their doctor give them the best of treatment 
at home but would if necessary carry on their treatment 
personally at hospital. This continuity of treatment of his 
patients through any kind of illness was of course ideal, and 
it was only natural that he gained -the confidence and love 
and loyalty of so many thousands It seems sad ‘that this 
ideal association between patient and doctor is rapidly fading 
away and giving place of necessity to other methods of 
practice. The name of David Ellis will, however, .remain 
for very many years to very many people the name of an 
ideal doctor and friend. ` 


Dr, J. M. CLARK, one of the most respected senior mem- 
bers of the profession and a popular anaesthetist, died in 
Dundee on January 9 after a brief illness. John Macdonald 
Clark graduated M.B., Ch.B. at St. Andrews University in 
1919, and after serving as house-physician and house-surgeon 
in the Royal Infirmary, Dundee, and gaining experience in 
general practice, he finally settled in the northern part of 
the city, where he practised for the past 30 years. Dr. Clark 
was for many years honorary anaesthetist to the Royal 
Infirmary, Dundee, and demonstrator in anaesthesia to the 
University of St. Andrews. During the greater part of that 
time he was anaesthetist in the surgical unit of his friend, 
the Jate Professor John Anderson: That association was a 
particularly happy one, and of great benefit not only to the 
numerous patients who profited. by their skill, but to the 
many students and nurses who were trained- by them. He 
obtained the D.A.(Eng.) in 1935. Doctors of a younger 
generation, now, widely scattered, will doubtless look back 
with pleasure to “the old days in the east theatre, where they 
got their first instruction in anaesthesia under “ Johnny.” 
Clark. In him the best qualities of physician and anaes- 
thetist were finely blended. If, to a surgeon, the ideal 
anaesthetist is one who can be called upon for a shrewd 
pre-operative assessment of surgical risk, one who can be 
safely forgotten during the operation and turned to instinc- 
tively at the end for stimulating conversation, wise counsel, 


or;_it may be, sympathetic understanding, then the writer, 


has much cause for gratitude to Dr. Clark, over many years. 
His quiet demeanour and meticulous methods inspired confi- 
dence and respect. Sensitive and warm-hearted, he yet never 
allowed sympathy to outrun discretion. He looked what he 
was, a doctor conscious of the dignity of his profession and 
the ‘duty he owed to it; but above all he had a profound 
and tolerant understanding of human nature and a delight- 
ful sense of humour, which must have brought brightness 
and hope into many a sick-room. A serious illness some 
five years ago gave his friends cause for anxiety, and he 
had to curtail his activities. However irksome he may 
have found this, his sense of duty and his boyish zest -for 
life remained unimpaired. Of late, ill health and the chang- 
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ing aspect of medical life increased his burden, but he gave . 
of his best to the patients who needed him and the relatives 
who turned to him in their distress. Keenly interested in 
sport in his younger days, Dr. Clark was, to those who 
knew him best, a man of many interests, an amusing and 
delightful companion, and a perfect host. He was a practi- 
cal and knowledgeable gardener, but his real happiness Jay 
in his home life, We his friends, conscious of our own 
loss, extend to his wife our profound sympathy.—R. S. M. 


Dr. Mary E. Mason, well known’ in Cumberland as an 
ophthalmologist, died suddenly at her home at Cockermouth 
on January 10, aged 58. She studied medicine at the London 
School of Medicine for Women, graduating M.B., B.S. in 
1915 and proceeding M.D. two years later. After qualifying 
she held the posts of house-surgeon and house-physician at 
the Royal Free Hospital, and was later appointed chief 
clinical assistant and senior house-surgeon at Moorfields Eye 
Hospital. This last appointment was greatly valued by her, 
since she was the first woman to hold the post. She was a 
demonstrator in anatomy ‘at the Royal Free Hospital at the 
time when Professor Lucas Keene first became head of this 
department. In her later years ophthalmology became her . 
professional life work, and she held the post of honorary 
ophthalmic surgeon at the Cockermouth Cottage Hospital 
and had a large consulting practice, as well as doing much 
work for school-children. Her sudden death came as a great 
shock to all her many friends and numerous patients, who 
had come to rely on her skilled help and kindly advice 
given during the years this most capable ophthalmologist 
had practised in the county. A few hours before her death 
from coronary occlusion Dr. Mason was hard at work. She 
was a really talented artist and collaborated with Professor 
Arnold Sorsby in a symposium on “A Fundus Dystrophy 
with Unusual Features.” This was published in the British 
Journal of Ophthalmology of February, 1949. Her coloured 
illustrations in this work were beautifully done. About two 
years ago Dr. Mason became a J.P. and took a great interest. 
in her magisterial work ; she attended a special course for 
magistrates at Harrogate in November, 1950. Her humane 
outlook and genuine sympathy for the inmates of Dovenby 
Colony for Mental Defectives were a pleasure to see. Her 
principal hobby was music—especially chamber music. She 
was a good violinist and had a very keen sense of musical 
appreciation. Her talent was_in great demand locally and 
throughout the county. Even as a student Dr. Mason found 
time to play in “The Strolling Players” orchestra. She 
leaves behind her a daughter who has just commenced the 
study of medicine at her mother's old medical school, and 


‘her husband,’ Dr. Charles A. Mason, whom she married in 


‘in October, 1896. 


1922, and who is now M.O.H. of Cockermouth Rural .and 
Urban Districts and the Keswick Urban District. Dr. Mary 
Mason's brother was the late Mr. Cecil A. Joll; She will 
be sadly missed, and the world will be much the poorer for 
her passing.—A. G. A.. , 


: £ . 

Dr. SAMUEL SYNGE, late senior medical’ officer of the 
Church Missionary Society Hospital at Fuhning, China, died ` 
in Dublin on January 10: He was born near Dublin in 1867: 
his younger brother, John Millington Synge, was the well- 
known dramatist and poet. Having graduated B.A. at Trinity 
College, Dublin, in 1891, Samuel Synge received a testi- 
monium in divinity from the Divinity School. He then 
decided to study medicine and graduated M.B., B.Ch., B.A.O. 
in 1895. He pursued his clinical studies in the Adelaide 
Hospital, Rotunda Hospital, and in the Royal National Eye 
and Ear Infirmary in Dublin. Having been accepted as a 
missionary of the Dublin University Fukien Mission (work- 
ing with the Church Missionary Society), he was ordained ' 
deacon by the Archbishop of Dublin. and sailed for Fukien 
He was ordained A in 1903 by the 
Bishop of Victoria, Hong Kong: Synge worked ‘in 
Fuhning in the Fukien Province of Chins from 1896 to 1914, 
and with his colleagues carried on a large in-patient and out- 
patient work in the ‘separate men’s and women’s hospitals 
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there. All his work was done before the establishment of 
medical and nursing schools in that part of China, and rela- 
tives-of patients did most of the nursing. Wher on furlough 
in 1904 he graduated M.D. and M.A.O. Dublin. In common 
“with most missionary doctors of that era Synge often com- 


” . bined in his own person the functions of registrar, dietitian, 
manager, treasurer, dispenser, buyer of rice; wood, bedding,- 


etc., as well as carrying on his ordinary medical and surgical 

work. With the help of hospital-trained Chinese medical 
“assistants much useful work was done under conditions 
“present-day doctors would hardly dare to face. These 

pioneers laid the foundations on which Chinese medical and 
. aursing schools were built. Synge was one of the small band 
who, to do missionary work in accordance with the com- 
mand “ Preach and heal,” combine in themselves the qualities, 
of priest and physician. After his return from China in 
1914 he took up the clerical side of his work, and some years 
later he was appointed rector of the parish of Derralossory, ` 
‘Co. Wicklow, and there he spent the last thirty years of his 
life not far from the home where he and his brother were 
brought up. He published a book,, Letters to My Daughter, 
which largely consisted of memories of J. M. Synge. His 
wife, who was a doctor, died in 1939. They had a gon anda 
daughter, who survive. ~E, S.C. 


Dr. JOHN FREEMAN, for many yan ` anaesthetist to the 
Bristol Ġeneral Hospital, died in St. Mary’s Hospital,Bristol, 
on January 28, aged 84. He had been in failing health for 
some time, Freeman studied medicine at the Bristol medi- 
cal school, qualifying in 1891. 
won both the Martyn Memorial ‘Pathology Scholarship and 
the Clarke Surgical Scholarship. After holding, resident 
appointménts at the Bristol General Hospital, he passed 
the examination for the Fellowship of the Royal College 
of Surgeons of Edinburgh in 1894. About this time -he was 

, appointed the first honorary anaesthetist at the Bristol 
‘General Hospital. It was the period when most members 
of hospital staffs also engaged in genera] practice, and 
Freeman too-combined his specialty in the same way. He, 
however, took his hospital work, both in giving- anaes- 
thetics and in teaching students, very conscientiously, and - 
soon built up a considerable anaesthetic practice among his 
surgical colleagues. “In the course of his career he contributed 
several articles on anaesthesia to the Brinsh Medico- 
Chirurgical Journal. In 1907 he graduated M.D.Durham. 
His were the days when ether by the_closed inhaler was 
the routine method of producing narcosis, and he became 
. not only a very skilled but a very safe anaesthetist. They- 
were the days, too, when the private fee for the service 
averaged a guinea, probably a tenth of the average amount 
paid to-day. He resigned his hospital appointmeni’in 1922, ' 
‘some years before he was due to retre, and continued very 
successfully in private practice until -1936, when he relio- 
guished all professional work. Dr. Freeman's wife died - 
some- years ago. He is survived by three daughters.—C.C. ` 
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The name of Surgeon Captain T, B. Lynagh, R.N., appears in 
a list of those mentioned in dispatches for distinguished service 
tn Korean waters since July 9, 1950. 


A_ Supplement to the London Gazette has announced the 
following awards: 


Two. Clasps to the Territorial Efficiency Decoration—Colonel 
G, D. Kersley, T.D., and Lieutenant-Colonel (Honorary Colonel) 
J. B. Forsyth, T.D., RA.M.C, 

‘Yerrttorial Efficiency Decoration and Ist Clasp —Lieutenant- 
‘Colonel G. M. R. Duffus, M.B.E., and Majors S. S. Chesser, 
J. 1. Cowan, and H. Leiper, RAM.C. > 

g Territorial Efficiency Decoration—Major (Honorary Colonel) 
R. K. Debenham, O B.E., Majors M. J Bett and E. M. Elmhirst, 
RAM. C.. Major W. Lumley and Honorary Major C. J.M 
Irving, M.C., R.A.M.C., retired 
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In the previous year he had . 


- diseases such as salmonella infections, - 
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Medical Notes in Parliament 
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Clean Food 





Dr. A. D. D. Brovanron on February’2 initiated a debate ` 


on cleanliness in food-handling. He moved that further steps | 
should be taken by the Government to encourage cleanliness 
in the preparation and ‘serving of food in retail shops and 
catering establishments. Every place where food was prepared 
or served should have wash-basins available for the use of the 
staff. There were still food shops with no washing facilities 


As a nation Britain compared fayourably with most other ` 


countries in the hygiene of food shops'and catering estab- 
lishments, but lagged behind the United States, Sweden, and 
New Zealand, Food-poisoning in this country. was on the 
increase. Before the war there were about 50 outbreaks 
a year. Now there were nearly 1,000. Most of the out- 
breaks had been traced to food eaten or prépared outside the 
home. Local authorities‘ had power under several Acts of 


Parliament to improve hygiene, particularly in the Food _ 


and Drugs Act, 1938, and had recently received model 
by-laws from the Ministry of Food. Some authorities had 
accepted the suggestions contained jn these model by-laws 
but others appeared to have ignored them. In his own con 
stituency of Batley and Morley, the mode] by-laws had been 
accepted and in every one of the 524 premises in Morley— 
some one-man businesses—there were now wash-basins and 
a supply of-hot water, 

The Central Council fot Health Education could’ offer 
many useful suggestions, and in many places hygienic food - 


traders’ guilds had been formed and had done a great deal ` 


to counteract the dirty handling of food, Credit for this 
must be given to the medical officer of health for Guildford - 


who was the first in this country to begin this experiment ~ 


It has been found, generally speaking, that the smaller shop- 
keepers and-café. proprietors were the most co-operative. 
The resistance usually came from hotel and restaurant 
proprietors. Hygiene in some hotels and boarding-houses 
was deplorable. 


Education in’ hygiene voluntarily undertaken was highly~ ` 


desirable, and in Southport the St. John Ambulance Associa- 
tion had provided a combined course in hygiene and food- 
handling, and he hoped that other local authorities would 
approach the headquarters of that association with a vien” 
to. having courses-in their areas. He, thought the Govern- 
ment should introduce a Bill requiring catering establish- 
ments to register with the appropriate local authority and 
providing that new premises should be registered only if - 
found to conform to specific requirements. More hygiene 


. Should be taught in the schools, 


- Dr. BARNET Stross seconded the motion. He quoted 
numerous food-poisoning statistics, and urged that the Public 
-Health (Infectious Diseases) Regulations, 1927, which 
-empowered local authorities to remove ‘from-a food-handling 
job any carner of- typhoid or dysentery, ‘were not wide 
enough. There was no power to remove carriers“of other 
He also suggested 
that section 14 of the Food-and Drugs Act, 1938, which dealt 
with registration, was too nasrow, since there was. com- 
pulsory registration only for shops which offered ‘for sale 
ice-cream, sausage meat, and similar cooked meat. Other 
foodstuffs, such as gelatin and synthetic cream, were 
potential sources of poisoning if they were contaminated _ 
Sanitary officers employed by local authorities should be 


-A 


asked not only to inspect but to teach, Provislon should be ' 


made for compensation to workers excluded from work witb 
food. Workers who had discharging wounds or sores, bad 
skins, or diarrhoea must be excluded and provision made to 
assist them while they were kept away. No-place should 
escape inspection by the local authority, whether it be a 
school canteen, a hospita] canteen, a canteen of Stations 
ized industry, or the canteen of a private employer. 
Lord WINTERTON suggested that the’ Ministry should 


publish in consultation with experts which foods OT for p 


are sale should be wrapped. 


z 
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Size of the Problem — 


Mr. Hecror Hucnes said that in this country there were 
236,000 catering establishments, of which 114,500 were open 
to the public, who consumed-in them-nearly 39 million sub- 
stantial meals every week. Some 42,500 canteen and staff 
dining-rooms provided 24 million substantial meals every 
week, and 36,500 institutions, such as day and nursery 


MEDICAL NOTES IN PARLIAMENT 


schools, served 40 million substantial meals every week. To . 


these must be added establishments which served light meals 
and snacks, making a total of 585,000 establishments, each 
one capable of spreading germs. He thought there should be 
stricter enforcement of the law, and education not only of 
children but of adults. There should be a great publicity 
campaign. Local authorities’ food associations could report 
on the premises of traders and grant certificates which the 
trader could display. They could also give-the trader a code 
of practice, 

Mr. W. R. A. Hupson said that to get high standards the 
sympathetic co-operation of those actually handling the food 
must be secured. He also pointed out- that in the prices 
allowed by the Ministry of Food adequate provision was 
never made for the cost of wrapping and similar clean food 
precautions. 

Dr. SOMERVILLE HASTINGS said that washing-up in public 
restaurants and bars was often imperfectly carried out, and 
that enforceable standards should be established in any 
further legislation. 
success would never be achieved until the people concerned 
understood the reason for the cleanliness they were asked 
fo maintain. > 

Sir Hersert WILLIAMS said there was dirty dirt and 
clinical dirt, and soot was a good disinfectant. One side of 
this problem was an engineering matter, especially the provi- 
sion of piped water. 

Captain W. J. FELD remarked that the Services had some- 
thing to teach civilians about food hygiene. He discussed 
the great amount local authorities could do, even though 
clean food guilds were meeting with perfectly valid 
objections, 

Colonel L. Rorner spoke of the risks from flies and licked 
fingers. 

_ Mr. R. WINTERBOTTOM said the Acts of Parliament were 
there, but not enough inspectors to enforce them. 


' Importance of Publicity 


Dr. Cuartes HIL said there were considerations of clean-, 


finess which had nothing to do with the problem of food- 
poisoning. He did not want to have washing-up water in 
his beer. They must get out of the old idea of imagining 
that the article that smelt was necessarily dangerous: For 
the most part contaminated foods were untouched to out- 
ward appearance. They ‘did not smell and were not neces- 
sarily discoloured. The value of refrigeration must not be 
“xaggerated.. Cold suspended the activities of germs, but 


“when foodstuffs were ‘taken out the germs resumed their 


dangerous activity. Prevention could take place only by 
convincing people of the dangers and by convincing them 
also that personal conduct solved the problem. When they 
grasped the significance of the real dangers ‘of food-poisoning 
at least 5,000 lives a year would be saved, 

. Captain FæLD pointed out that the Courts had held that 
-a gas stove, a Kettle, and a water tap together on the premises 
should be regarded as enough to comply with the legal 
requirements for washing facilities. There should be a more 
accurate legal definition, Mr. GeraLD WILLIAMS hoped that 


*the Government would reduce: the purchase tax on towels 


and soap. Mr. T. C. PANNELL thought dogs should be 
excluded from food shops. 

Replying for the Ministry of Food, Mr. O. G. WuLEY 
said that model by-laws issued in 1949 had been adopted by 
1,100 local authorities. Registration of all catering estab- 
lishments was proposed in the report of the Catering Trade 
Working Party. This and enforceable codes of practice would 
become” the subject: of discussion and Tepresentation. The 


1 


But, however stringent the by-laws,” 
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Government was taking every-step to encourage educational 
activity on food hygiene. It, would soon have available to 
local authorities who were running clean food exhibitions a 
new portable exhibit. The debate would help a good deal in 
disseminating knowledge about food-poisoning Rnd food 
cleanliness. 


. TB. and NHS, 


On January 25, in reply to Sir Austen Hudson, Mr. H 
MARQUAND said that 3,550 additional beds had been made 
available’ for tuberculosis since the start’ of-the Nationa} 
About 1,150 had béen brought into use 
He furnished this table: - 


t 
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Health Service. 
in the last six months. 







Beds brought 
into use bo- 











Beds brought 
into use 
between July, 
1948, and 
June, 1950 








Penicillin in Merchant Ships 
‘The Penicillin (Merchant Ships) Bill, which has already 
passed the House of Lords, was read a second time in the 
Commons on January 23. It lays down the conditions under 
which penicillin may be given in ships which carry no doctor 


Probleni of Road Accidents 


Opening a debate in the House of Lords on road’ acci- 
dents on January 30, Earl Howe said that in 1938, with 
3,000,000 vehicles on the roads, 6,643 people were killed. 
In 1949, with over 4,000,000 vehicles on the roads, 4,473 
were killed. He asked if the country could go on affording 
such a loss, 

Lord Strasotar said the question of drinking while in 
charge of a car required attention. In Sweden anyone who 
was found to have drunk alcohol the same day was subject 
to most severe penalties. He commended that example to ' 
the House. 

The ARCHBISHOP OF YORK said it was calculated that in 
40 years over 200,000 people had been killed on the roads 

Lord TeynHam said that in the. first 10 months of last 
year child deaths on the roads were reduced by 9% below - 
1949 to a total of 766. That did not go far enough. 

Lord Lucas oF CHILWORTA, replying for the Government, 
said one could be appalled at the contempt with which the 
law was treated. It was useless to clutter up the Statute 


- Book with more regulations when those already there could 


not be enforced. The law of this country as it affected foad ` 
usage had been brought into contempt because the police 
force was undermanned. But it was no good putting more 
police on the roads—unless justice was done to offenders 
in the courts. The greatest single deterrent to road accidents 
would be a greater enforcement of the existing Jaw. . 


Merit Awards 


Mr. H.Marquanb said on February 1 that 1,740 merit | 
awards had been approved in England and Wales, co 
annually about £14m. The number of general practitioners 
on the N.H.S. medical list on July 1, 1950, was 18,710. 

Mr. Marquand told Mr. Dopps-PARKER on February 1 
that the quantity of heroin used in the United Kingdom 
in 1938 was 46 kg. In 1949 it was 136 kg. Figures were 


. not yet available for 1950. He added that diamorphine was 


widely used in this country ag an ingredient for cough-linctus 


` 
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_A riso in consumpfion could therefore be attributed. in 
part ‘to medicinal use under the National Health Service. - 


~ -Examination of Patients by Students | 


On February 6 Mr. F. Lonapen described a number of 
cases in which he said patients had suffered mental agony as 
a result of intimate examinations by students. Dr. CHARLES 
Hux declared he had, never seen or beard of unchaperoned 
examinations of the kind Mr. Longden described. He agreed 
that a minority, of patients disliked examination and thought 

“that if they registered an objection they should be excused 
service as teaching material. Mr. A. BLENKINSoP said the 
Ministry of Health was always anxious to ensure careful 
` treatment of patients. Students had, however, to learn 
through practical experience in teaching hospitals. He would 
bò happy to investigate any complaint put before him; 
hitherto there had been very few. S 
IARA Pneumoconiosis 45 - 
- Mr. E. H. C. Leataer on February 7 suggested that com- 
‘pensation was not being paid to all those who should have 
it, because the Acts laid down that a miner became eligible 
only if he had worked in a pit in the preceding five years. 
The progress of medicine had shown, however, that pneumo- 
coniosis might take one to twenty years to develop. “He 
thought about 30,000 men were at.present excluded from 
compensation, which they ought-to have, because of the five- 
year limit. Dr. Barnet Stross said that it was now 
well known that certain occupations Jed to pneumoconiosis, 
and in many cases this was progressive even after a man had 
left a dangerous industry. He thought the number of men 
affected was nearer 3,000 and that the five-year limit should 
be altered. Mr. BERNARD TAYLOR, replying for the Ministry, 
of ‘National Insurance, said that the matter was_under dis- 
cussion with various people, including the National Union 
of Mineworkers and also those in industries such as the 
potteries and asbestos and slate factories. 
African Medical Officers 
Mr, J. Grivrrfas reported on-February 7 that there were 
58 African assistant medical officers in Government service 
in Uganda. Nine were in charge of hospitals, All officers” 
performed operations, but one was at present doing public 
health work, and two were taking courses in Britain. 
_Africans holding the Makere Diploma in Medicine were 
eligible to be licensed as medical practitioners, and ‘were 
. accorded the title of “ Doctor” in East Africa. ` Jt was the 
hope of Makere College that the G.M.C. would eventually 
admit diploma holders to the British Medical Register. There 
were 28 students at present taking the seven-year course, ` 


B.C.G. Vaccination 


On February 8 Mr. S. S. Awpery asked the Minister to 
take steps to’ permit general practitiôners to inoculate with 
B.C.G. vaccine, and to give ‘them ‘discretionary powers in 
closed cases to send an inoculated child away from ‘home, 
Mr. H. Marquanp replied that research into the use of 
B.C.G. in Britain was still continuing. Any ‘general ‘or 
indiscriminate distribution of. ‘the vaccine would not be 

_ prudent at present. H 


t 





The Meat Ration.—Qne domestic ration, is allowed for every 
14 main meals served in catering establishments, but in school 
feeding centres the ratio is 1:4, in miners’ hostels 1:5, in 
industrial canteens for heavy workers 1:7, and 1:9 in other 
industrial canteens. Diabetics are allowed two extra meat rations 
‘a week, ‘and 12 oz. cheese. k 

Diphtheria ‘Immunization Cost—The cost ofthe toxoid ‘nsed `y 
‘each financial year was: 1948-9, £32,453; 1949-50, ‘£19,315; and 
April l to` November -30, 1950:'(the latest-date for which records 
are available), £9,356. s 

Chest Physiclans—On December 311, -1948, xthere were 835 
whole-time -medical -officérs of all grades specializing -in diseases, 
of the chest onthe staff of hospitals.and clinics in the National 

_‘Health‘Service. The corresponding figure for 1949 was 477. The 
‘figure Tor 1950 is not yét available. : a 


2 
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MEDICAL NOTES IN PARLIAMENT. j 


` 
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Immunization Risk—In 1950 46 cases of paralysis developing 
in the inoculated limb after immunization were reported: of 





these 35 occurred within one month, 10 in the second -month,` 


and one in the third month after immunization. i 
- Korea—British troops in Korea receive compo rations con- 
sisting of foodstuffs which provide a daily intake of 4,800 calories 
man. * = 2 

Phere are between one “and two million refugees in 
South Korea being cared for by the Unified Command of the 
United Nations, dnd $225m. has been promised towards 
reconstruction. ae i 

Registrars.—Mr. H. MarQuanp said on February 5 that-he hed 


not yet recerved some hospital boards’ proposals, and he was still . 
, discussing ` the matter with the medical: profession’s. Joint 


Committee? ee i ~ 

Durham.—Mr. H. Dacron said on February 6 that he had not 
been able to find out whether Durham County- Council still 
require evidence of trade union membership or professional 
association membership from their employees. 

Fowl Pest-—On January 31 the Minister of Agriculture said 
that so far only 03% of the total poultry population of Great 
Britain had been slaughtered, and this’ would not significantly 
affect the egg ration. 











Medico-Legal - 





- FATAL SHOCK UNDER ANAESTHETIC 
TFRomM OUR MEDICO-LEGAL CORRESPONDENT] . 


A case. of fatal shock from vagal inhibition. came before 
the Hertfordshire coroner on January 3. -An unmarried 
assistant nurse from Hill End Hospital was undergoing 
dilatation and curettage at` the Osterhills Unit, of ‘the 
St. Albans City Hospital. She had previously had a 
mastectomy and was suspected of having uterine cancer. 
She had ordinary premedication, gas-and-oxygen induc- 
tion, and then ether. Just as the operation, Which took 
.about 10 minutes, was over she stopped breathing, and, 
although pure oxygen and nikethamide were administered, 
she showed no further signs of_life. 

Dr. F. E.. Camps, pathologist and lecturer in forensic 
medicine at the London Hospital, said in evidence that 


both ovaries were enlarged and that there were fibroids but 


no evidence of malignant disease.- The operation was neces- 


Bs 


sary and was properly done. Death was undoubtedly due to - 


“shock, which in his opinion occurred because the anaes~ 


thesia, was not sufficiently deep. If anaesthesia is deep, he . 


said, -refiex shock from vagal inhibition is most unlikely. 
He could not otherwise account for -her death. The anaes- 
thetist testified that her heart and lungs had been sound 
‘before the operation. Not very much ether had been given, 
but it had been used throughout. The anaesthesia, judging 
from her -pupils and breathing, had ‘been neither too light 
nor too -deep. He had thought he would be safer if -he 
did not give a deep anaesthetic, Though he agreed that 
‘she was not deeply -anaesthetized, he considered that ‘the 
anaesthesia was adequate. = 


- The coroner, finding death from misadventure, said it ` 


was quite ‘clear that, had the anaesthesia been sufficiently 
deep, the shock would not have shad any effect. He was 
not prepared to-say that the' anaesthetist had been careless 


, ‘in any way. 





Hundreds of people in Sydney have-taken out insurance 
policies with Lloyds. of London, through Sydney -brokers, 
“against contracting infantile paralysis. The policies, -which 
cost 30s. a year per head, with reductions for families, pro- 
vide for payments of £10 a week for.a maximum of 100 
weeks to victims of the disease. If the victim is partly cured: 


within the first 50 weeks, the.remaining £500 is to be paid in | 
a jump sum. But if the victim dies, ‘the next-of-kin gets’ 


nothing. Last year a leading South .Australian insurance 
‘broker charged a premium of £1 for similar insurance .and 
lost £30,000. “New South Wales had 231 .cases of infantile 
paralysis during 1950, 15 of them fatal. i 
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; UNIVERSITY OF OXFORD : ; 


in Congregation on February 6`the conferment by the Board of 
the Faculty of Medicine, with the approval of the General Board 
‘of the Faculties, of the title of Clinical Lecturer in the University 
of Oxford, withont stipend, on the following was approved; 
from October 1, 1949, to September- 30, 1954: Mr. D. A. 
Abermethy, Mr. D. C. Corry, Mr. A. Eliot Smith, and Mr. J.-C. 
Scott (Surgery); Mr. R. W. Armstrong (Psychiatry); Dr. Alice B, 
Carleton (Diseases of the Skin); Dr. A. M. Cooke, Dr. F. G. 
Hobson, and Dr. P. C. Mallam (Medicine); Dr. F. H. Kemp 
(Radiology); Sir William P. Macarthur (Tropical Medicine); 
Mr. R. G. ‘Macbeth (Diseases- of the Ear, Nose, and Throat); 
Dr. W. Ritchie Russell (Neurology); Dr. G. Victona, Smallpeice 
(Diseases of Children); Mr. J. A. Stallworthy (Obstetrics and 
Gynaecology); Dr. W. Stobie (Diseases of the caan From 
October 1, 1950, to September 30, 1955: Mr. W. B. Foley 
{Orthopaedic Surgery). g 

It was decided that the operation of Decree (1) of October 20, 
1942, by which a Professorship of Social Medicine-was established 
for a period of ten years in the first instance, be suspended until 
the University otherwise determined. 


The George Herbert Hunt Travelling Scholarship is awarded,- 


without examination, every second year to a graduate (of either 
sex) in medicine of the university who has not exceeded five 
years from the date of passing the final exammation for the 
degree of B.M. -The value of the scholarship for 1951 is £70 and 
candidates must send their applications to the secretary of the 
Medical School, University Museum, Oxford, by February 27.. 
In June, the Board of the Faculty of Medicine will-make an 
election, without examination, to the Schorstein Research Fellow- 
ship in Medical Science, of ‘the value of £300, tenable for one 
year from October 1, if a candidate of suificient merit offers him- 


self. Applications must be received by the secretary of the 


Medical Schoo], University Museum, Oxford, by May 1. 

Full particulars- of the above scholarships may be obtained 
from the. secretary of the Medical School. 

The next award of the Rolleston Memorial Prize, of ‘the value 
af about £90, will be made in Trinity Term, 1952. Essays must 
reach the Head Clerk, University Registry. Oxtord (from whom 
full particulars may be obtamed), by March 31, 1952. 


- In Congregation on January 18 the following medical degrees 
were conferred : 


D.M.—F. R. M. Elgood, *L. D. Hamilton, C. G, Phillips.” ` 
B.M.—E. D. Acheson, M. E. Carpenter, J. R. L. Carstairs, 

M. Claridge, P. G. M. Gathkin, P. G. Kidner, D. J. Müller, 

M D. H Myhill, Elizabeth S. Tomlinson, *C. C. Wiggishoff. . 


F *In absence. 


UNIVERSITY OF CAMBRIDGE 


The Nuffield Foundation has made available £5,340 over five 
years for work under the general direction of Professor F. G, 
Young in connexion with the deve'opment of a mass spectrograph, 
and £1,000 a year for five years for the development of work in 
biophysics under the general direction of Professor E. D. Adrian, 
or, after his retirement, of Mr. A. L. Hodgkin in the physiological 
laboratory. 

Lord Morañ will deliver thé Founders’ Memorial Lecture at 
Girton College on Saturday, February 17, at 515 pm. His subject 
is “ The Doctor's Dilemma.” The lecture is open to all members 
of the university free of charge. 7 

The following medical degrees were conferred on January 27: 


M.B., B.Cam.—L. ‘J. H. Arthur, *N. B. Atkin, "J. A. C. 
Bamford, *A. P. Barclay, J. M. H. Boumphrey, M H. S. Bound, 
“J, W. Bradbeer, *A. A. F. Bryson, *W. E. G. Buckley, *A. S. F. 
Butcher, *E. P. Cadbury, *Eileen” H. Coats, *P. H. Crosskey, 
*y. C. M. Curie, J. M. H. Dickson, *B. O L. Duke, *J. 
Fairgrieve,' °R. M. Ff, Fox, *P. H. Gorodi, *A. T.-G. Gunn, 
*J. M. Heaton, *Una M P. Hill, *G. Hirst, °M. L. House, 
*E. W. Jones, “A. B. McGrigor, J. J. McMullan, D S H W. 
Nicol, *F. S. Perry, *J R. H. Pinkerton, *P. J. Randle, *J. R. 
Rees, ®H, B. Russell, *J. J. H. Rymer, *J. MacL. G. Ritchie, 
*H.'S-K. Singha, P. C. Steel; *J. D. E. Strong, *P. W. Tucker, 
"P H. Wheeler; °R: A Willams. Ti J 


cs -*By proxy. 
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UNIVERSITY OF GLASGOW 


Dr, H. P. Himsworth, secretary of the Medical Research Council, 
will deliver the first Noah Morris Memorial Lecture in the lecture 
theatre of the Chemistry Department of the University on 
Wednesday, February 28, at 4.30 p.m. His subject is “ Nutritional 
Factors in Liver Disease.” The lecture is open withaut ticket to 
all interested in the subject. 


- UNIVERSITY OF EDINBURGH 


Mr. Norman `C. Tanner will deliver three Macarthur Post- 
graduate Lectures in the anatomy lecture theatre, University New 
Buildings, Teviot Place, Edinburgh. On March 5 he will discuss 
“The Indications for Surgery in Peptic Ulcer; on March 6, 
“ Operative Methods in the Treatment of Peptic Ulcer’; and on 
March 7, “Treatment of the Comp‘ications of Peptic Ulcer.” 
All the lectures begin at 5 p.m., and senior students and graduates 
in medicine are invited to attend. 


- UNIVERSITY OF DUBLIN 
SCHOOL oF PHysic, TriNrry COLLEGE 


“The follawing candidates have been approved at the examination 


indicated : 

Frat MEDICAL ExaMinaTion.—Medical Jurisprudence and 
Hygiene: 'S. D. Coleman, ‘E. D. Cooke, ‘Phyllis E. McCready, 
1Doreen E. Mallagh, 'R. J, Weir, *T. Asuni, *Frances J. Baker, 
Margaret M. Bell, N. Boland, 2J. R. Cole, "Matilda M. Dickey, 
3I; A. Eppel, 7J. O. Farinde, 7S. P. Fitz-Simon Cotton, "W. Gault, 
3J; G. Goodbody, "W. Jackson, "T. D. Kimmet, ‘Patricia M * 
Leeson, J. A. K. Meidrum, *Ethel P. Pres‘on, *Ruth M. Ransom, 


. *Elizdbeth M. Senior, *E. Taylor, 7B, W. Withrington, *Patricia M 


Woo!f, D. A. Akintonde, W. A. Beatty, Ethel A. L. Blake. 
‘Norma E, Boyd, Mary D. Brosnan, H. M. O. Brown, Iris E 
Byers, Marian F. Cianchl, A. S. Dewar, L. M. Dillon, Patricia G 
Ellis, Audrey M. M. Fair, Joan M. Falkiner, S. S. Faloon, 
K. W. M. Harbord, J. R. MacN. Houston, J. Hunter, Patricia R 
Hunter, R. F. Hutchings, G. M. Irvine, H. R. B. Jack, Ethel G. 
Jennings, R. King, G. J. Ma'seed, Hazel Mortis, J. Morrow, 
G. T. Nelson, Prudence E. Park, "Edith P. Pringle, A, F. C. 
Scott, Aileen F. Smith, H. G. Smith, R. D: Thornes, E. Ward, 
Sheila E. Weir. 


1With first-class honours. *With IE honours. 


UNIVERSITY OF LONDON 


Dr. McKeen Cattell, Associate Professor of Pharmacology at 
Cornell University Medical College, New York, will deliver a 
lecture on “ Observations on the Mechanism of Action of the 
Digitalis Glycosides on Cardiac Muscle” in the physiology. 
theatre of University College, Gower Street, WC., on Tuesday, 
February 27, at 5.15 p.m. The lecture is open to members of 
the public. 

Ian Donald, M B.E. MD., has been- appointed to the 
University Readership in Obstetrics:and Gynaecology, tenable at 
St. Thomas’s Hospital Medical School, from January 1. 


` 


UNIVERSITY OF MANCHESTER 


Dr. W. H. Trethowan has been appointed Lecturer in Sigk 
‘and Dr. P. O. Yates Assistant Lecturer in Pathology. 


UNIVERSITY OF F WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The following candiates have satisfied the examiners at the 
examinations indicated :. 


M.B., B.Cit.—Hygiene: J. W. Bough, D. B. S. Davies, A M.S 
Hansrod, W. E. J Horton, C..W. J Hunt, J. E. Merrell, J. H. 
Naysmith, G. K. Penn, Joyce M. Smith. Obstetrics and Gynae- 
cology: A. G Alexander, A. S. Bater, -Joyce M. Bennett, 
Vyvien J Bennett, J. W. Bough, D R. Boyns, P Callaghan, J. S 
Campbell, G. W. Clark, R: L. Coppock, Bronwen N. Davies, 
D. B. S Davies, J C. Evans, Marjorie J. § Evans, J. N. 
Glanville, A. M. S. Hansrod, A, R. Harris, P, I Harry, C.W J. 
Hunt, A P. Jones, A P. Jones. D J Jones, Mary E. V. Jones, 
Olive C. Jones, Nesta Lewis. Rachel B. J. Lewis, kay I. Lloyd, 
Janet M. Moffat, G. K. Penn, E. J. Philips, R. Phillips, 
Joyce M Smith, Glenna Thomas, G. Wrhams, w “Wr'liams, 
Eve Wr'tshaw. Sieery: A. G. Alexander, Joyce M. Bennett, 
Vyvien J. Bennett, *D. R. Boyns, *J. S. Campbell, L. M. Charles, 
G. W. Clark, Patricia M. Coldrick, *R L. Coppock, Bronwen N. 
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Davies, J. C. Evans, Marjorie J. S. Evans, A. M. S. Hansrod, 
P. I. Harry, A. P. Jones, Dilwyn T. Jones, Mary E. V. Jones, 
Nesta Lewis, Rachel B. J. Lewis, Margaret E. Lloyd, Mary I. 
Lloyd, Janet M. Moffat, S. E. LL Morris, M. A. Owen, *R. P. 
Philips, D. H. Richards, Joyce M. Smith, G. Wiliams, D. S. 
Wood, Isobel M. Young. 
D PH. —*Mary W. 
ar l *With distinction. M 


í UNIVERSITY OF LIVERPOOL , 


The following candidates have been approved at the-examination 
indicated: - 


DIPLOMA IN TROPICAL MEDICINE AND Hyomne.—G. G. Bisley, 
XS -C. Cheng, J. Devota, Z., Galis, R, T. Kakade, M. Postiglione, 
S. K. Rana (recommeniled for Milne Medal in Tropical Medicine), 
P. H. E. Smith (recommended for Milne Medal in Tropical 
Medicine and Warrington Yorke Medal in Tropical Hygiene), 
B Teelock, P. A. Varasoonthrosoth., 


~ 


ROYAL COLLEGE OF PHYSICIANS OF-LONDON 


‘Ata meeting of the College held on January 25, with the 
President, Dr. W. Russell Brain, in the -chair, Dr. John Hay was 


. , reappointed as representative of the College on the Court of the 
- University of Liverpool; Sir We'don Dairymple-Champneys. was 


_ appointed as representative to attend the Health Congress of the 


| RAF, O.M. Wrong, BM. 


Royal Sanitary Institute to be held at Southport from April 23 
to 27 and Dr. W. G. Wyllie was reappointed as representative on 
the council of the Nanonal Association for Mental Health. 


5 “Membership 


` The following candidates, having satisfied the ‘Censors’ Board. 
were elected Members of the College: R. H. Balme, B.M., G, E. 
Bauer, M.B., J. D. Bergin, M.B., I. S. Collins, M.B., A. C. A. 
Coombes, MB, P. B. Croft, BM, D. Edwards, M.B., PA 
Emerson, M.B, squadron Leader, RAF., Loveday A 
Farquharson, M.B., P. Finnegan, L.R.C.P., ’D. D. Gellman, - 
M.B., N. M. Gibbs, DAB. R. Goldberg, M.D, Elizabeth M. 
Greathead, M.B, J.C C: Haworth, M.B., D. A. Henderson, M.B., 
W. R. Lane, M.B., E: ‘Langton, MD. D c. Littie, M.B., K. G 
Lowe, M.D. K. A. Manley, M.B., H L. Matthews, M.B., H. E 
Parry, M.B., i Paton, MOB A. `A, Reid, M.B., F. Riley, M.D., 
R. T. Ross, M.D. D. Routh, MD. P. W. Rowsell, M.B. 
R. W. Spencer, MB. W. P. Stamm, M.B., Wing Commander, 


es 


Licences to ‘practice were conferred «upon 130 candidates who 
had passed the final examination in: medicine, surgery, and mid- 
wifery of the Conjoint Board and who have complied with the_ 
necessary by-laws of the College: D. B. Amos, J. H. Bailey, “ 
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P. H. Wheeler, J. H. T J. M. Wilson, L. Wollner, J. W. 
Woodhead, Dorothy E. Wright. ` 

Diplomas in Tropical Medicine and Hygiene, in Psychological 
Medicine, in Laryngology and Otology, in Medical Radio- 
Diagnosis, in Medical Radiotherapy, in AnaéSthetics, in Industrial 
Health, and in Child Health were granted, jointly with the Royal ~ 
College of Surgeons of England, to the successful candidates 
whose names were printed in the report of the meeting of the 
Royal College of Surgeons of England in the Journal of 
January 27 (p. 197), ’ 

Diplomas’in Public Health were genie jointly with ‘the Royal 
College of Surgeons of England. to S. K. Bhattacharji‘ and. 
Gertrude K. Birchenough. . s 


` 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on February~8; 
with Sir Cecil Wakeley, President, in the chair, resolutions of ~~ 
condolence were passed on the deaths of Professor G. E Gask -- 
(Past Vice-president of -the Council) and Professor Peter Bull, 
Hon.F.R.CS., of Oslo. 

The Hallett Prize for February, 1951, was awarded to Michael. 
William Reece, M.B., B.S., of St. Thomas’s Hospital. 


The Council received with gratitude gifts of a Shefficld-plated Z, 


coffee-pot from Lady Platt and a large collection of glassware 


> from Mr. Harold Judd, of the United Glass” Bottle Maniifactureis — 


Ltd. 
It was decided to present to’each Past President a badge bearing, 
the Arms of the College for use on ceremonial occasions PO 
Diplomas of Membership and Diplomas in Public Health were - 
awarded to the candidates named in the report of the meeting 
„of the Royal College of Physicians ọf London, printed above. 
> The Victoria Hóspital, Swindon, was recognized under (he 
_ F.R.C.S, regulations in respect of ‘the posts of senior surgical 


` registrar (for one year) and two house-surgeons (for sixsmonths) © 


x 


ROYAL COLLEGE OF PHYSICIANS -OF IRELAND’ 


The following were admitted to the Membership of the College 
on February 2: J. C.. Dutta, W. McAdam, Mary B: O'Donnell 


=~ 


. ROYAL COLLEGE OF OBSTETRICIANS AND 
` GYNAECOLOGISTS _ .' 


- Ate’ meeting of the Council of the College, “held on January 27, 


with the President, Professor Hilda Lloyd, in the chair, Sir 
Eardley Holland was invited to give the William Meredith | 
Fletcher Shaw Lecture, Mr. Geoffrey L. Keynes and Professor’ 
H. L. Sheehan’the William Blair Bell Memorial Lectures, and 
D Paul Titus the John Shields Fairburn Memorial Lecture, alt 
or 1951. 


‘Dr. Dayid Shaw was appointed a delegate to the Health 


A, P. Barclay, Helen J, Barnes, Pamela Beamish, J. D. Belt, Congress of the Royal Sanitary Institute to be held at Southport, 


’ M. D. Billington, D. H. Botiom'ey, J. W. Bradbeer, P. P. Brown, 


W. E. G. Buckley, C..F. Caldwell, C. McC. Campbell, A. P. 
Caspers, M. J. Cassells, P. B. Cheves, M. J. Clarke-Williams, 
J. B. Coldrey, A. F. Cross, D. A. Croùch, R. S. E. Cutcliffe, 
J. C. Darnley, J, L. Davies, B. Ekins, J. McG. Elliott, C. D. H. 
Elton, S. C: Emerick, S. T. Faithfull, M. Falconer, H. T. Fawns, 
J. Polowa, R. T. D. FitzGerald, Kath'eēh T. Flanagan, R° F.' 
Fletcher, P. T. Flute, R. H. Fox, Sheilagh A. Frost, N. H.. 
Gelpke, J. R. Golding; R. L. Goodey, P. H. Gorodi, Patricia A. 
Gregory, G. T. Griffith, H..J. Griffiths, H. J. Hambury, N. A.J. 
Hamer, Luena H. Hatcher, R. S. T. Hey, R. C. Hobbs, D. E. 
Hone, H. F. Hope-Stone, P. A. Hopkins, H. V. Hoyle, J. Hurst, 
P. M. Inglis, J. E. Iweka, J. M. James, W. V. James, G. Jefferson, 


- J. V. Jeffs, J. R. E. Jenkins, A. V. Jones, Damiana M. Katiszczak, 


J. C. C. Kendall, W. N. G. Kendall, W. A. Ker, P. S. Kershaw, 
H. C. Killey, A. MacL. Kingon, P. J. Koblenzer, Jean A, Leader, 
V. ©. C. Lindo, R. F. Lowe, J. S. Lowry, Marianna. Lubinska, 
K. G. P. Mackenzie, D. A. J. MacKinnon, R. L. MacQueen, 
D. H. Matthews, Joan M. Mawer, Anne E. Millar, Cicely J. 
Millbank, Margery L. Moncrieff, Avisa J. M. Morley, J. S. 
Mousley, P. H. Mulhern, M. D H. oe J.H Newton, J. S. 


in April. 

The following candidates were elected to the- “Membership of 
the College: N. Alders, E. A. J., Alment, T. K. Banerjee, 
A. V, G. Bibby, D. F. Bruce, M. Caturani, F. N. Charnock, 
F. J.`Cockersole, Amy D. Engineer, J. B. Farquhar, Winifred 
Fernandes, F. G. Grant, A. A. Hammouda, Mary’ A. Hewett, 
J. R E. James, G. T. Johnson, J. C. S. Leverton, G. A. Lewis. 
Dorothy M: K. Mann, Doreeh M. Martin, R. H. Martin, J. l. 
Miller, J. C. Miller, A. C. Muir, A. G. Murray, P. Nirula, R. B-- 
Parker, M. L: Paterson, Betty J. Poland, J. P. C. Purdon, _ 
Hellen’ L. Reith, Dorothy. M. Ridout, Joan: M. Robinson, 
Margaret B. Shaw, D. W. Shields,-Elsie’ M. Sibthorpe, “Agnes M.. 
Stark, J. K. Wilson, O. Zammit. : 

The following candidates have been awarded the Diploma ir 
Obstetrics: D. Burrell, Iole L’E. K. De Lingen, R. W. Fynn 


s . / j , 
UNIVERSITY OF MALAYA’. ! s 
Benjainin Henry Sheares, L.M S., has been appointed to the Charr 
of Midwifery and ‘Gynaecology in the University of Malaya. | 


D 


Nielsen, C. Nwokolo, P. O'Gorman, M. P. O. Otolorin, ES R. . Dr. Sheares was born in Singapore in 1907 and received his. ` 


Parry, A. G. Penrose, G. D. Phillips, H. O. Phillipson. Ariela 
Pomerance, I. G. Pryce, P. J. Rademan, C. H. R. Read, C. E. B. 
Reed, P. T. Regester, G. E. Robinson, Ruth M. Robinson, 
T. G. V: Roden, A. Rodger, Margaret Rooms, J. A. Rundle, 
F. W. Russell, I. P. Q. Scott, Eiteen M Selby-Brown, H P. 


. „Smith, J. A. J Smith, Constance R. Spittle, E. T. Stok, D. J. 


medical education at the King Edward VII College of Medicine, 
Singapore. After qualifying he held posts in the local general 
hospital. He spent a year in the’ United Kingdom from April, 
1947, to May, 1948, on a Oucen’s Fellowship, during which time 
zhe was admitted M R.C.O.G. Since May, 1948, he has acted as 
_ Head of the Department of Midwifery’and Gynaecology of the 


Stoker, J. M. Stoner, ‘Yu Hans-Tang, J. A. Thornton, S: B. Twivy, "University. He iå the-second locally born and ears scholar 


J. H. Vahce, Edith Wahl, P. J. Wardill, G. M. McG. Watts, 


r 


to be appointed to a Chair in the University. 


~ 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Ey 


We print below a summary of Infections Diseases and Vital Statistics in the British Isles ‘for the week- -ending January 27 (No. 4). 
of notified cases are for: (a) England aad Wales (London incliided). (b) Landon (admmnistrative county) (c) Scotland. (d) Northern Ireland - 

go Hire 7 “Figures of births und deaths and of deaths recorded “under each disease are for: (a) Ths 126 groat towns in England and ales (London included) 
London (admimstrarive couary). © pe t6 6 principal to towns in Scotland. (d) Tho 10 principal towns in Northern d. a 13 pnocipal towns 


Figures 





in Bire. A mec tes no Casos; denotes disease not notifiable or no return availab! 
The table ts based informati ele the t-Gsneral of Engiand aoe ad, ofther Ireland, and Eire, the Ministry of 
Health and d Local Government raation supped and tho Department of ar = Was ù 
- f : - 4951 x oa 1950 z 1942-50 England & Wales 
$ - Disease ~ Week Ending January 27 . Corresponding Week . Corresponding Week 
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. © Vital Statistics ` 


' Deaths from Pink Disease 


According to the Registrar-General for England and 
Wales (Statistical Review, Text, 1938 and 1939) the condi- 
tions described as pink disease, erythroedema, erythroedema 
polyneuritica, _ dermatoneuritis, dermatopolyneuritis, and 
acrodynia were included under pink disease from 1931. 
. onwards by a decision of the International Conference of 
1929. Deaths so classified from 1923 to 1939 were 1, 4, 
8, 20, 20, 21, 28, 33, 33, 43, 54, 59, 60, 88,, 73, 81, and 69. 

The following table shows the number of deaths ih 
England and Wales from pink disease recorded by the 
Registrar-General in each month of the 10 years 1939-48. 





Deaths from Pink Disease by Months in 1939-48, England and 
Wales 











UNINOAONUD 


“= 
we ED te te HOO WW 
DA re OW AWA A 





MIO eT AA sd 





On the assumption that one-twelfth of the deaths would 
be expected to occur each month (the varying lengths of 
months being ignored), a comparison with the observed 
deaths in each month gives y?=17.89, P=0.08. The con- 
clusion is that the variations from month to month are.no 


-A 


greater than might have arisen by chance. - 

The great majorjty of deaths from pink disease are in 
babies aged six months to two years. In order to make 
a rough comparison between monthly deaths from pink 
disease and monthly deaths from other causes, the deaths 
from all causes except pink disease in each month of the 
year were extracted from the Registrar-General's Statistical 
Reviews for the years 1947 and 1948, Table 23A (the only 
years for which the figures are available), and the distri- 
, bution of these deaths is compared with that of deaths 
from pink disease in the table below. , 
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The eSaparkon is aier inexact, for only two of the 
relevant years are covered for deaths from other causes, 


and there are proportionately too many deaths from other : 


causes in infants aged between 4 weeks and 6 months. 


, There were 54% of the deaths from pink disease in the 


first six months of the years, and 58% of the deaths from | 
other .causes. is ig an insignificant difference. In the ` 
` six months April.to September of these years there were 
53% of the deaths from pink disease and' 41% -of the deaths 
-from other causes. This is a considerable discrepancy, and. 
is probably due to the fact that the deaths from diseases 
other than pink disease’ include a large number of deaths - 
mirom Torectoss diseases, which Decne in the winter. 


` s 


; ' Influenza - 
' The following are the main features of the statistics for 


. England and--Wales~for the week ending February 3. 


Although there was a slight increase in the ‘influenza deaths 
in the great towns, there was a further curtailment in the rate 
of increase. The proportion of influenza deaths in the age 
groups of 55 and over rose still further to 90.5%. 

In the great towns the following cases of and deaths from 
pneumonia, and deaths from influenza, have been reported: 








16/12! 23/12 | 30/12 | on | 13/1 | 201 | zn 








Pneumonia: 
Cases 1300 Lgs 1,720 
Deaths 

Influenza 
Deaths 





Totals from the first week of the year in the great town~ 


- compared with the preceding two years are as follows: 














The following Table owi notifications of. pneumonia— 


primary and influenzal—in England and Wales: 


684 | 647 | 962 [1,774 (2,538 | 3,047 | 5,572 | 3,513 







riae ES i 
week, 1949-50 


* The desths cannot be related to the cases in these 
Tables. ; ee 

Regional totals of influenza deaths in the great towns 
in the-week ending February 3 ‘and rates per million (in 
parentheses) were: Northern 18 (14.5), East-and West 
Ridings 142 (61.3), North-western 287 (79.5), North Midland | 
86 (82.0), Midland 204 (88.8), Eastern 74 (98.4), London and 
South-eastern 287 (40.9), Southern 33 (40.2), South-western : 
68 (70.4), Wales 70 (105.5), all great towns 1,269 (61.2). 

Influenza deaths in the great towns -by age groups were’ 
under 1, 4; 1-15, 2; 15-25, 4; 25-35, 6; 35-45, 31; 45-55, , 
73; 55-65, 201 ; 65-75, 411; 75 and over, 537; all ages, 
1,269. . 

A further small rise of 30 occurred in the number of 


. deaths from influenza in the great towns during the week ' 


ending February 3. The numbers of deaths recorded in the 
fourth and fifth weeks of this year were the largest for 
any week since the epidemic of 1933. At present the trend 
of mortality in the great towns shows a‘ spread from the 
original centres of infection, the number of deaths decreasing 
in the. areas where the infection has been high. The 
mortality has been chiefly among old people, In London . 


- almost three-quarters of the deaths-were of persons aged 


65 and over. The age distribution of the 493 deaths occurring 
in London during the first five weeks of the year is as 
follows : 
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g Suspected Smallpox x 7 3 WHOOPING -COUGH 
A girl aged 12 with suspected smallpox arrived on 1951 ; 
February 12ʻin London from Bombay, having travelled on x Š ene Oso 
the R.M.S. Strathmore. A rash started on January 30, j i =- 
originally diagnosed as chicken-pox. Smallpox should be ar een : 
suspected in all passengers from that ship who have sickened ONL i Ne 
since landing. Surveillance of contacts should continue until 
February 28. The girl is now in hospital. 
1 


Poliomyelitis ij r 
in the week ending February 3 notifications of cases of 
poliomyelitis were; paralytic, 21 (20) ; non-paralytic, 11 (7); 
total, 32 (27) Figures for the previous’ week are in anan N a . . 
parentheses. ; ’ : BONE cot AS, 


NUMBER OF CASES 
`~ 


Lowest 1942-50 


Week Ending February 3 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 875, 





whooping-cough 4,916, diphtheria 51, measles 16,321, acute 
pneumonia, 3,513, acute poliomyelitis 32, dysentery 967, ` MEASLES 
paratyphoid fever 3, typhoid fever 3. The number of deaths i _ Highest 194250 
attributed to influenza in the great towns numbered 1,269. 2500 a iva 
wow ; P 


Graphs of Infectious Diseases 20 


The graphs below show the uncorrected numbers of cases 
(deaths from influenza) of certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported 
during the nine years 1942-50 are shown thus ------- 
the figures for 1951 thus —~———-. Except for the curves_ 
showing notifications in 1951, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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í - Infectious Diseases 
The chief features of the returns for the week ending 
January 27 were increases in the’ number of notifications 
of whooping-cough 212 and acute pneumonia 525. The 
7 notifications of whooping-cough were the largest recorded in 
i ; any week since the disease was made notifiable. The largest 
3 variations in the local trends during the week were increases 
/ \, in Lancashire 108 and Durham 55. , 

oe Na Iy The incidence of acute pneumonia is very high, and it 
` : ay is 14 years since so many cases were notified in a week. 
on ON, 7 The largest rises of pneumonia during the week were 
} ` gee ~ Warwickshire 140 (Birmingham C.B. contributed 67 of these 
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' largest of the local variations were decreases in Lancashire 
327 and Nottinghamshire 312, and a rise of 238 in Essex. 


The local returns of diphtheria showed more variations than , 


usual ; the largest were decreases in Lancashire 8, Warwick- 
shire 5, and a rise of 9 in Durham. The largest centres of 
diphtheria during the week were Birmingham C.B. 5 and 
Plymouth C.B. 4. The notifications of acute’ poliomyelitis 
were 9 fewer than in the preceding week; there were 7 in 
Kent, the largest return for- any county duriog the past 
six weeks. 
3 Dysentery 
. The notifications of dysentery remained at-a high level, 
being only 21 below the number of the preceding week. The 
largest returns during the week ended January 27 were: 
Lancashire 110 (Liverpool C.B. 26, Oldham C.B. 24, Middle- 
ton M.B. 12); London 76 (Islington 14, Greenwich 11); 
Leicestershire 73 (Leicester C.B. 52, Hinckley’ -M.B. 10); 
Middlesex 46 (Edmonton M:B. 10, Willesden M.B. 10); 
Yorkshire West Riding 43 (Sheffield C.B. 10); Suffolk 41 
' (Ipswich C.B. 32) ; Essex 37 (Walthamstow M.B. 18); Surrey 
35 (Croydon C.B. 10); Staffordshire 29 (Lichfield R.D. 19) ; 
Sussex 26 (Brighton C.B. 11); Kent 17; Cheshire 16, 
Durham 16 ;. Southampton 15; Shropshire 13 (Shrewsbury 
M.B. 10); Warwickshire 12, Yorkshire North Riding 10 
(Middlesbrough C.B. 10). 


Quarterly Returns for Eire 


_The birth rate during the September quarter of last year 
was 21.3 per 1,000 population and was 0.8 below the rate 
for the third quarter of 1949. The infant mortality rate 
was 37 per-1,000 registered births and was the lowest rate 
recorded for any quarter, being 3 below the previous lowest 
level recorded. in the third quarter of 1948. The general 
death rate was 10.3 per 1,000 of the population ; it was the 

` lowest ever, recorded in any quarter, being 0.2 below the 
previous lowest value jn 1948. 
Deaths from infectious diseases.included 60 from diar- 


thoea and enteritis under 2 years, 30 from influenza, and- 


17 from whooping-cough. No deaths from diphtheria -were 
registered in this quarter or in the preceding quarter. Deaths 
from respiratory tuberculosis number 381 and from other 
forms of tuberculosis 124. These deaths were 82 and 15, 
respectively, below_the numbers recorded in the third quarter 
of 1949: 








-Medical News 
eeaeee 


Empire Rheumatism Council à 

The fourteenth annual general meeting was held. on 
January 24 under the chairmanship of Lord Horder, who 
was later re-elected for the ensuing year. “Lord Webb- 
Johnson was re-elected. vice-chairman, and Lord Broad- 
bridge, a former Lord Mayor of London, was elected as 
vice-president of the council in Place of the lafe Sir Joseph 
. Burn. The report of the year’s work described not only 


successful research activities but also full attendances at the _ 


postgraduate lecture courses held at the Apothecaries Hall 
in the spring and autumn, and the production of- Occasional 
medical publications. One of these, a brochure containing 
a series of broadcast talks given by one of the council's 
medical members, had proved a rheumatism best-seller, over 
10,000 copies having been sold. The financial report showed 
a total expenditure for the year of £10,243, an increase of 
£1,683, a major part of the increase being due to an expan- 
“sion in the research and medical activities of the council. 
- The ordinary income amounted to £12,222, whilst legacies 
_ brought i in £6,240. - 
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Scholarships Abroad, 1951-2 


_ The British Council has published a handbook which 


gives details ọf some 70 scholarships offered by 15 foreign 
Gaane and universities to British students for the 
academic year‘ 1951-2, mostly for postgraduate study. 


„though some are open to those not yet graduated and to 


those with non-academic professional qualification. They 


- provide free tuition and maintenance, and the majority are 


tenable for the -complete académic’-year, with a few for 
shorter periods. ` Closing dates for applications vary for 
each country: the earliest is March 7; Further details 
may be obtained from the British Council, 65, Davies Street 
London, W.1. - : 


Medical Research Council Announcements 


Applications aré invited for Rockefeller Travelling Fellow- 
ships in Medicine, Dorothy Temple Cross Research Fellow- 
ships in Tuberculosis, and for two French Government 
Exchange Scholarships in Medical Science (excluding clini- 
cal medicine). The stipend of a Rockefeller Fellowship. 
tenable in the U.S., is $2,600 if single and $3,600 if married. 
and travelling and certain other allowances are also made 

The stipends of Dorothy Temple Cross Fellows are £650 
(single) and £900 (married), with certain allowances, and 
they must intend “ fo devote themselves to the advancement 
by teaching or research of curative or preventive treatment 
of tuberculosis in all or any of its forma.” Preference is 
given to those who wish to study abroad. 

The French Scholarships (closing date for applications 
March 31) are in the range of. 40,000—60,000 francs a 


“month, with a supplement for married men, and for travel- 


ling. They are intended for young graduates in medicine 


or science who have already had some experience, are of 


British nationality, and possess at least a working knowledge 
of French. ore 

Further information and forms ‘of application from the 
secretary, M.R.C., 38, Old Queen Street, London, S.W.! 


North of England Obstetrical and Gynaecological Society 


The first meeting of ‘the 1951 session was held at Man- 
chester. University on Friday, January 26. .The following 
were elected officers for the current year: president, Dr _ 
J. W. A: Hunter (Manchester); treasurer, Dr. C. H. Walsh 
(Liverpool) ; ‘general secretary,-Dr. C. E. B. Rickards (Man- 
chester); publications secretary, Professor A. M. Claye 
(Leeds) ; and reporting secretary, Mr: S.- Bender (Liverpool) 
A discussion was held on the paper, given-at a previous -meet- 
ing, by Mr. D. C. Racker (Manchester) on “The Blood > 
Supply to the Lower End of the Ureter.”. Dr. C. J. Dewhurst 
and Dr. H. A. Rowley (Manchester) described two cases of 
“Rupture of a Lower-segment Caesarean Section Scar,” 
pointing out that this accident gave a different clinical 
picture from the more common and dangerous rupture of 
the classical scar. Subsequent discussion largely centred 
on the placing of the incision in the lower segment and 
the most secure method of its suture.” Mr. Linton Snaith 
(Newcastle) delivered a paper on “ The Use of Intravenous 
Ergometrine in the’ Third Stage of Labour,” based on a. 
controlled series-of 400 cases. It was found that the ergo- 
metrine efficiently shortened the third stage, greatly reduced 
the total blood-loss, did not increase the incidence of re- 
tained placenta, but would not separate an adherent placenta 
The puerperium and the condition of the patient at post: 
natal examination were not adversely affected. 


~ Bequest to St. Andrews University -. 

- The late Miss Minnie Kynoch has bequeathed to the 
University of St. Andrews a legacy- of £4,000 for the, 
purpose of. providing an annual travelling scholarship in 
obstetrics (to be known as the John Kynoch Scholarship) 
to be awarded to the best-qualified student in the university. ' 
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W.HLO. Budget for 1952 - 
After several days of discussion the executive board of 


~ W.H.O. has voted by 9 to 3, with 3 abstentions, for a budget 


of £2,570,000, about the same as that for the current year. 
The figure is a compromise between the £3,000,000 asked 
for by Dr. Brock Chisholm, the director-general,. and the 
views put forward by the Yugoslav. representative, supported 
by Britain and Pakistan, that the maximum in 1952: should 


. bo less than in’ 1951 because of increasing defence costs. 


Coroners Rules Committee f i 


A committee has been appointed by the Lord Chancellor 
and the Home Secretary to recommend what rules should 
be made under Section 26 of the Coroners (Amendment) 
Act, 1926, for procedure at coroners’ inquests ahd at post- 
mortem examinations, and what forms should be prescribed 
under Section 27 of that Act. The chairman of the com- 


mittee is Mr. Justice Austin Jones. The committee is ready ~ 


to receive written evidence on these matters. Any person 


. desiring to. offer such evidence is requested to submit it 


before the end of February to Mr. H. W. Wollaston, secre- 
tary of the committee, Home Office, London, S.W.1. 


New Journals 


Céntaurus, International .Magazine of the History ‘of 
Science and Medicine, which recently commenced publica- 
tion, contains original papers, reviews, and news of interest 
to the scientific and medical historian. ‘The contents are 
printed in English, French, or German, the publisher is 
Einar Munksgaard, of Copenhagen, and the subscription 
is 40s. per annum. The journal appears quarterly, and the 
standard of production is high. 

The Indian Journal of Neurology and Psychtatry is pub- 
lished quarterly by the Indian Psychiatric Society. Annual” 


MEDICAL NEWS 


í 





Dr. George Stuart ‘Graham-Smith, F.R.S., left £29,208 
He left His property upon trust for his wife and his 
son and daughter-in-law during their lives, with remainders 
to their children if any, failing which to the University 
of Cambndge for any purposes connected. with the 
department of -pathology. Mr. Peter Moran, of Man- 
chester, left £19.867. Dr. Leonard John Miskin, of 
Wingham, near Canterbury, left £17,530, including £100 to 
the Royal Masonic Hospital and £100 to his gardener 
Dr. Charles Edwin Purslow, a former consulting obstetrica! 


“and -gynaecological surgeon to the Birmingham United 


Hospitals, léft £91,689, including £300 to Elizabeth Bullivant. 
formerly matron of Queen’s Hospital, Birmingham, “a? a 
token of my admiration of her unselfish devotion to that 
hospital and its nursing staff over many years”; £300 to ' 
P. Crocker, house governor of the said hospital, “as an 
appreciation of his services and-assistance to’ me when acting 
as Chairman of the Jaffray Hospital” ; £200 to the Midland 
Sailing Club, Edgbaston Reservoir; and £300 each upon 
trust for the upkeep of the churchyards of Ravenstone and 


“Tettenhall parish churches. - 


subscription is 15s., and the journal may be obtained from — 


1288, Dharamtalla Street, Calcutta, 13. 


- Classification of Surgical Operations 


~ of the University of Ghent +. 


The Registrar-General recently issued the first draft of 
a Code which could supplement the International Statistical 
Classification of- Diseases, Injuries, and Causes of Death. 
Operations are classified into 15 main‘ sections according 
to broad anatomical site, subdivided on actual site, and 
then coded as an incision, drainage, local -excision, plastic 
operation, and so on. Manipulations and radioactive appli- 
cations are not included in the 999 categories, and-a separ- 
ate code is being prepared for anaesthetic procedures. One 
example of the draft may be cited. Excision of diverticulum 
of stomach comés under the heading of partial gastrectomy 
(423) within the series of Operations’on the Stomach (420- _ 
439), itself in the section Gastrointestinal and Abdominal 
Surgery (400-599). The draft is now being given practical 


-trial in a number of hospitals. 


Amarti by W.H.O. 
Professor H. T. -Shortt and Dr.‘P. C. C. Garahan of 


receive the ‘Darling Foundation prize for their work on 
the life cycle of the malarial parasite, and Professor Rene_ 
Sand, of the University- of Brussels, is to receive the Leon 
Bernard Foundation prize for achievement in social medicine. 


in Brief - 
Sir Francis Ibiam, K.B.E., member of the Nigerian Legis- 


` lative and Executive Councils ‘and of the Eastern House of 


Assembly, Nigeria, and principal medical officer of the 
{tu Hospital, Nigeria, is taking a postgraduate course _ at 
Queen Charlotte's Hospital, . Hammersmith. 

-Professor R. J. S) McDowall has been awarded the Medal _ 


-the London School of Hygiene and Tropical Medicine, f 
“have been chosen by the World Health Organization to 


Dr. J. K. Raymond, of Worthing, left £6,755. Dr. Harry 
Stansfield, of Bradford, left £18,541 ; Dr. A..R. Waddell, of 
Ashtead, £6,954; Dr. J. A. Thomson, of-Harrogate, £27,747 ; 
Mr. C. G. Edmonstone, ` of Cheltenham, £14,082; Dr . 
A. E. A. Carvers, medical director of Caldecote Hall, 
Nuneaton, £31,444; Dr. J. R. Polson, of Milford-on-Sea. 
Hants, formerly of Worcester, £11,235; and Dr. J. C. 
Williams, of -Bettws Garmon, Caernarvonshire, £37,484. . 

Dr.. John Harold Burridge, of Banstead, Surrey, left 
£48,519. Dr. Douglas Frederic Kennard, formerly for 40 
years in “practice in the. Whitechapel and Stepney areas. left 
£2,742. Dr. Arthur, Edgar Kerr left £10,736. 


COMING EVENTS - 


Contraceptive Technique s 

A lecture and demonstration (on living models) on contra- 
ceptive technique will_be given by Marie C. Stopes, Ph.D., 
at-the Mothers’ Clinic, 108, Whitfield Street, London, Ws 
on ‘ Thursday, March 1, at 2.30 p.m. Tickets must be 
obtained in advance as space is limited, ~ - 


Institute of Aimoners 

The annual general meeting of the Institute of Almoners 
will be held at the Central Hall, Westminster, London, 
S.W., on Tuoiy March 9, at 6 p.m. - 


Canadian Medical Association 


The 82nd annual meeting and exhibition will be held 
at the Mount Royal Hotel, Montreal, June 18-22. Fall 
information may be obtained from the association at 135, 
ee Clair Avenue West, Toronto, Canada. 2 


Chemotherapy of Tuberculosis 


The Medical Research Council of Ireland is pro sing 
to hold a Colloquium on this subject in Dublin, July 10-13. 


- The lecturers will include Dr. V. C. Barry (Medical Research 


- feld), Dr. 


Council of Ireland), Dr.- Marc Daniels (Medical Research 
Council; London), Professor G. Domagk (Wuppertal-Elber- 
W..H. Feldman (Mayo Foundation), Dr. P. 
D’Arcy’-Hart (Medical Research Council, London), Mr. 
T. J. D..Lane (Meath Hospital, Dublin), and Dr. Edgar 
Lederer (institut de Biologie Physico-Chimique, Paris). 
Further information may be had from J. G. Belton, 
honorary secretary of the organizing committee, Labora- 
tories, Trinity College, Dublin. 
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1932 Congress of Ophthalmology 


The Fourth Pan-American Congress of Ophthalmology 
will meet in Mexico City on- January 6-12, 1952. Particu- 
lars may be obtained from the Secretary-General, Dr. Luis 
Sanchez Bulnes, at 1a, Gomez Farias, 16, Mexico 4, D.F. 


international European Society of Haematology > 


The next meeting will be held at Rome in September. 
Details of membership of the society may be obtained from 
the secretary for Great Britain, Dr. A. Piney, 152, Harley 
Street, London, W.1. ; 


Seventh International Hospital Congress 


The International! Hospital Federation is holding the 

Seventh International Hospital Congress in Brussels, July 

: 15-21. The central theme will be “Care of the Chronic 
Sick and the Aged.” 


Association of Surgeons of Great Britain and Ireland 


The annual meeting of the Association of Surgeons of 
Great Britain and Ireland will be held at Manchester on 
July 19, 20, and 21. ~The provisional programme is as 
follows: July 19, discussion on “Head Injuries,” to` be 
opened by Sir Hugh Cairns. July 20, discussions on “ Pre- 
vention and Treatment of Infections of the Hand,” to be 
opened by Mr. R. M. Handfield-Jones and Mr. W. Gissane, 
and on “Surgical Management of Carcinoma of the Colon 
(excluding Rectum),” to be opened by Mr. C. Naunton 
Morgan. - July 21, discussions on “ Acute Pancreatitis,” to 
„be opened by Dr. H. T. Howat, and on “ The After-history 
of the Amputee in Peripheral Vascular Disease,” to be 


opened by Mr. W. A. Mackey and Professor George Perkins. ` 
Full particulars may be obtained from the secretary of the. 


association at 45, Lincoin’s Inn Fields, London, W.C.2. 


Laymen’s' Course in Tropical Medicine 


The annual free course for laymen at the Ross Institute 
(London School of Hygiene and Tropical Medicine) will be 
held July 23-27. Malaria and its control will be discussed in 
the mornings ; and bilharzia, hookworm, protection against 
heat, etc., in the afternoons. Further information may be 
obtained from the Organizing Secretary of the School, 
Keppel Street, London; W.C.1. 7 


\ 
SOCIETIES AND LECTURES 
A fee is charged or a ticket is required for attending lectures 


marked @. Application should be made first to the institution 
concerned, 


Monday 


@lnstrrure or CHILD Hearta, Hospital for Sick Children, Great 
Ormond Street, London, W.C.—February 19, 5 p-m., “The 
Aims in the Care of the Mentally Deficient Child,” by Dr. B. 


INnsTITUTE of Neuro.ocy, National Hospital, Queen Square 
London, W.C.—February 19, 5 p.m., “Temporal Lobe and 
Cerebral Dominance,” by Dr, A, Subirana (Barcelona). 

[INSTITUTE of PsycHiaTrY, Maudsley Hospital, Denmark Hill, 
London, S:E.—February 19, 5.30 p.m., lecture-demonstration 
by Dr. E. Stengel. 


Mupica Society: or LONDON, .11, Chandos Street, Cavendish 
Square, W.—February 19, 836 p.m., “The Influence of 
Radiology on the Diagnosis of Abdominal Disease,” first 
Lettsomian Lecture by Dr. S. Cochrane Shanks. 

Sctmntiric FILM Association.—Joint meeting with Royal Soci 
of Medicine at 1, Wimpole Street, London, W., February 19, 
5 p.m., “ The Use of the Film in Medical Teaching,” discussion 
to be opened by Professor K. J. Franklin, Professor Robert 
Cruickshank and Dr. P. N. Cardew, and Dr. G. E. Loxton 
and Dr, Brian Stanford. 

UNIVERSITY eae Physiology Theatre, Gower Street, London, 

Dicken 9, 4.45 g% “ Separation Methods in 

Miocheminry,” y Dr. C. J. O, R. Morris. (See also February 


| 
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i Tuesday 


BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London Schoo! 
of Hygiene and Tropical Medicine, Keppel Street, London. 
W.C., February 20, 5.30 p.m., “ Neural Control of the Pituitary 
Gland,” by Dr. G. W. Harris. , 

Cuapwick Trusr—At Royal Society of Tropical Medicine and 


Hygiene, 26, da ety as nue Fep : bea 
2.30 pm, “The History o oliom s in Engk $ 
Wales,” Chadwick Publio Lecture by B A. E. Richmond 


@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Square 
London W.C.—February 20, 5 pm., “ The New St. John's 
Hospital Pharmacopoeia,” by Dr. R. T. Brain. 


Wednesday 


@INSTITUTE oF DERMATOLOGY, Lisle Street, Leicester Square 
London, W.C.—February 21, 5 pm., “ Medical Mycolog). 
lecture-demonstration by Dr. R, W. Riddell. 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
February 21, 5.30 pm., "The Diagnosis of Parasellar 

* Syndromes,’ by Mr. Geoffrey C. Knight. 

Peake rade Hee REGION MENTA DEIC ENEY ny 
—, rbury Osp: arper eniey, n 
St. Albans, Herts, February 31, 8 P Bia Clinical Applications 
of Modern Projection Tests,” by H. Phillipson, M.A. 

Socrery oF Pusiic_.ANaLysts.—At Lecture Theatre, Nev, 
Chemist t, King’s College, Newcastle-upon-Tyne 
February 21, 6.30 p.m., joint meeting with Newcastle-upon- 
Tyne Section of Society of Chemical Industry. “ Analytical 

, Control and Investigation in the Food Industry,” paper by 
E. B. Hughes, D.Sc., F.R.LC. ; 


. 


Thursday 


BRITISH POSTORADUATE MEDICAL FEDERATION.—Àt London Schoo! 
of Hygiene and Tropical Medicine, Keppel Street, London 
W.C., Feb 22, 5.30 pm., “ Sex Hormones,” by Professoi 
E. C. Dodds, F.R.S. 

Horse Suo CLuB.—At Medical Society of London, 11, Chandos 
Street, Cavendish Square, London, W., February 2, 5 pm. 
meeting. ` 

LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool 
— Feb; 22, 8 go “ Percutaneous Cerebral Anglography. 

` by Drs. Robert Hughes and W. S. Holden. f 

Lonpon JewisH HosritTaL MEDICAL Socwery.—At Medical Society - 
of London, 11, Chandos Street, London, W. Shak ats 22, 
Pass “Some Problems of Soctal Medicine,” by Dr. J. N. 

A orris. 

Menpico-Lecat SOCIETY.—At 26, Portland Place, London, W., 
February 22, 8.15 pm., “ The Medico-Legal Institute and the 

' Problem of Crime,” paper by Sir Sydney Smith. ~ 

Roya, Army MepicaL COLLEGE.—At Lecture Theatre, John Islip 
Street, London, S.W., February 22, 5 Ba “ Rehabilitation, 
College Evening Lecture by Dr, Frank Jowitt. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—February 22, 5 pm., “ Malignant Disease oj 
the Urinary Bladder, Hunterian Lecture by Professor F. G 
Hollands. = . ; , 

ST. ANDREWS UNIVERSITY. —Àt Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd, dee, Febru 
22, 5 g™ “ Modern Trends in Gynaecology,” by Mr. 
Sturrock. 


St. Georce’s Hospiran Mepica, Scuoor, Hyde Park Corner, 
London, S.W,—February 22, 4.30 p.m., Jecture-demonstration 
on psychiatry. 

Torquay AND District MepicaL Socigry.—At Torbay Ho ‘ 
February 22, 830 p.m., “ Faints and Fits,’ by Dr. $ 
Williams. 


UNIVERSITY COLLEGE, Physidlogy Theatre, Gower Street, London, 
W.C.—February 22, 4.45 Ba “ Separation Methods in 
Biochemistry,” by Dr C. J. O. R. Morris, (Seo also February 


Friday 


INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 


* February 23, 5.30 pm, “The Treatment of Congenita. 
Glaucoma,” by Mr. A. Lister. 


KENT AND CANTERBURY HospiTaL, Canterbury.—February 23, 
8 p.m., clinical meeting. ‘ ae 
MEDICAL Socisry FOR THE STUDY OF VWENEREAL DISEASES, 1l 
Chandos Street, London, W.—February 23, 7.15 for 8 p.m. 
eral meeting. “ Current Treatment of Venereal Diseases in 
rance,” by Dr. Pierre . A discussion will follow. 


RoyaL MepicaL Socrery, 7, Melbourne Place, Edinburgh— 
February 23, 8 p.m, “ Mal a,” dissertation by Mr. T. Awuku 
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ig APPOINTMENTS 


l Dr. Alfred Torrie, medical director of the National Association , 

for Mental Health, has been appointed medical superintendent 
of the Retreat, York, as from April i. The present deputy 
médical superintendent, Dr. C. C. Beresford, who has been on the 
staff of the Retreat for 16 years, has been appointed clinical 
director and consultant psychiatrist. The new deputy medical 
superintendent is Dr. Gwendoline D. Knight, who has been on 
the staff for the last 15 years. 





CUTHBERT, James A., M.B., Ch.B., D.P.H., Medical Officer of Health, City 


of Dundee. 
Francis, W. J. L, ChM., M.Rad., F.R.C.S., D.M.R.T., 
Radiotherapist, Norfolk and Norwich ’ Hospital, 
Hospital Board. 
Lonsan, J. W., M.D., D.P.H., Medical Officer. of Health, Birkenhead 
County Borough. 
Gees Ropert, M.B., ChB., Assistant Medical Officer, South-eastern 
Witter, MARTIN MATTHEW, M.B., M.R.C.P.Ed., F.R.F.P.S., D.P.M., 
Physician-Superintendent, Craig Dunain Mental Hospital, Inverness. 


Consultant 
East Anglian Regional 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Hamilton Smith.-On February 4, 1951, at Hammersmith Hospital, Londön, 
W., to Billic, wife of Dr. W, Hamilton Smith, a daughter: 
N ~~On February 9, 1951, at Farnborough Hospital, to Sylvia, wife 
2 Of Dr M., M: Nagiey. a daughter. 
Parry.—On January 31, 1951, at Littegates, Hellingly, to Marjorie, wife 
“of Dr. P. Loton Parry, a son—Peter. 
Plicher-On February 3, 1951, at Singapore, to Elizabeth aS 
(formerly Smedley), wife of Richard Pilcher, M.C., M.R.C.S., D.O.MLS. 
a daughter—Anne Elizabeth 


MARRIAGES 

Du Heaume--Giffin.—On January 29, 1951, 
Charch, Ballymena, 
MRCS, L.R.C.P., 


at High Kirk- Presbyterian 
Northern Ireland, Brian Herbert Du Heaume, 
to May Helen Giffin. 


DEATHS 


Andersoa.—On February 7, 1951, at Littlehampton, Sussex, James Shirras 
Anderson. M.D., late of Hornsey, London, N. 
.—On January 31, 1951, Poer Esdaile Bearblock, M.R.C.S., 
L.R.C.P... The Lodge, Oakamoor, Satis, aged 80. 
hOn February 3, 1951, Henry Ward Bennett, M.B., Ch.B.. of 
* Brookfield,” Bramhali Lane South, Bramhall, Stockport, formerly of 
Chadderton and Reddish. 
Beett.--On January 30, 1951, at the Kent and Canterbury Hospital, Arthur 
Granville Brett, M.R-C.S., L.R.C.P 
Brown.-On February Il, 1951, at a nursing-home, London, William 
Armour Brown, M.B., F.R.C.S.Ed. 

Crosskey.—On February 8, 1951, John Henry Crosskey, M.C., M.B., Ch.B., 
D.P.H. 7, Highfield Road, Edgbaston, Birmingham, aged 58. 
Freeman. —On January 28, 1951, at St. Mary's Hospital. Bristol, 
Freeman, M.D., F.R.C.S.Ed., 4, West Mall, Clifton, Bristol. 
Barvey.--On February 2, 1951, at Monmouth, Percival George Harvey. 

M.D., aged 75, 

Bemming.—On February 1, 1951, eat 8a, Lewes Crescent, Brighton, Charles 
Harold Hemming, MRCS. L.R.C.P., aged 83. 
fendry.—On February 8, 1951, at Homeleigh, 
“Robertson. Henry, M.B., .B. 

e=0On January 31, 1951. at an Edinburgh hospital, 
M. D. 279%, Milton Road East, Portobello, Midlothian. 

wi =~ On January 28, 1951, Nicholas Joseph Keller, F.R.C.S.L 
_McKim.—On January 12, 1951, at Edinburgh, Robert Stewart McKim. 
: M: .B., C.M., formerlyof Rutherglen, near Glasgow. 
On January 28, 1951, at 18, Warwick Road, Stratford-on-Avon, 
James, Stewart McLaren, M.B., F.R.CS.Ed., aged 64. 
MeN: Janusry 29, 1951, David Dewar McNeill, L.R.C.P.&S.Ed., 
LREP. S. 26, Roundhill Road, late of 181, Mere Road, Leicester, 


aged 
Mouat.-On February 6, 1951, at 6, Bedford Flats, 
“Ainslie Shielis Mouat,. M.B., Ch.B., D.P.H. 
orke.—-On February 1, 1951, at The Limes Nursing Home, Streatham, 
tondon, S.W , Frederick John William Trench O'Rorke, L.R.C.P.&S.1. 


Parrott.-On January 71. 1951, at 1, Church Strect, 
Thomas Godfrey Parrott; M.D., aged 90, 

Poiguand.—-On February 1, 1951, Ralph Newman Poignand, M.B.. B.Ch., 
‘The Beeches, Walsham-le-Willows, Suffolk, aged 72. 

-On February 4, 1951, at. 8, Kildare Gardens, London. W., 
obert Brooks Popham, F.R.C.P.Ed., aged 88. 

Radford.-On February 6, 1951, William John Radford, M.R.CS., 
L.R.C.P., of 69, Eegbuckland Road, Plymouth. 

Richards.—On February 4, 1951, Joseph Stewart Richards, M.D., D.P.H., 
53, Croham Manor Road, South Croydon, Surrey, aged 84. 

Ross,—-On January 31, 1951, Leslie Norman Ross, M.B., F.R.C.Ss of 

> Jona, Sea Lane, Pagham, Bognor Regis, Sussex, 

Small.—-On February 3, 1951, at 10, Longficet Road, Poole, Dorset, George. 

. Smith Small. M D., aged 80. 

Smith.-On February 8, 1951, 
arg Herts, James Smith, M.B.. C.M., 

ucks, 

Stals.—-On February 5, 1951, at Capetown, South Africa, Albert Jacobus 
Stals, M.D, aged 71. 

Townroe.. —On February 6, 1951, at- York House, Mitcheldean, Glos, 
Eugene Dunbar Townroe, M.R.C.S., L.R.C.P., D.P.H., late of San Remo 
and Hereford. i 
mer0n February. 5, 1951, at Nuffield: House, Guy's Hospital. London, 
S.E, Harry Morton Stanley Turner, M.B.E., M.D., D.T.M.&H., Brook- 
wood, . Surrey. 

West.--On January 31, 1951. at Langford, Newark, Notts, Thomas West, 
M.B., B.Ch.. late of Antrim, Northern Ireland, 


John 


Shaw, Lancs, James 


James Irvine. 


Sidmouth, Janet 


Aylesbury, Bucks, 


at Woolners, Cunningham Hill Road. St. 
D.P.H.. formerly of Chesham, 





= not been, to our knowledge, any clinical trials proving 





Any Questions ? 


































Correspondents should give their names and addresses (mn 
for publication) and include all relevant details in. thei 
questions, which should be typed. We publish here. ase 
tion of those questions and answers which seem to be 
general interest. 


Vaccination against Influenza 


Q.—/s vaccination of value in preventing or modifying an, 
attack of influenza? If so, for how long is immunity 
conferred ? 


A.—There is evidence that influenza virus vaccines (as 
contrasted with mixed bacterial vaccines) reduce the- 
incidence of influenza, provided that they are made from 
virus of the antigenic type corresponding to that causing th 
epidemic, or from one closely similar to it. There ‘ha 





efficacy of the only virus vaccine made commercially i 
country, but one of the strains composing it is closely rel 
to that recovered in this outbreak, and. the vaccine wo 
therefore be expected to be of some value. (We understap: 
that only very limited quantities of this vaccine are avai 
able.) No immunity can be expected to develop until a w 
after inoculation ; the raised immunity probably las 
some months, or at least long enough to cover the perio 
an epidemic. 


Fractures and Acute Duodenal Ulcers 


Q.—An elderly woman sustained a fractured neck of . the 
femur, and some days afterwards passed fresh blood per 
rectum and soon after died. At necropsy it was found 
the source of the bleeding was an acute duodenal ulcer. 
it possible that this ulcer could have been caused by the 
trauma of the fracture or by shock, in the same way as burns 
may cause Curling’s ulcer of the duodenum? 


«—Trauma, other than burns or direct trauma to the: 
abdomen, has not been reported to produce an acut 
duodenal ulcer. There are, however, two mechanisms by 
which trauma, such as a fractured neck of the femur, could 
be conceived of as producing an ulcer. First, through 
the production of surgical shock of the type associated wit 
burns. In this case the common aetiological factor would 
appear to be haemoconcentration, which, according to Friesen. 
(Surgery, 1950, 28, 123), is the essential factor in the pro 
duction of Curling’s ulcer. Alternatively, the emotion: 
shock might be the precipitating cause, but the type o 
emotional upset associated with haemorrhage or perforatio 
is usually of a more complex kind related to family o 
business worries. ; 

Fresh ulcers are by no means infrequent in old people, and: 
it would not be unreasonable to hold that the association: 
in this case was coincidental. However, in the absence of. 
fuller knowledge of the aetiology of duodenal ulcer, there 
must be a strong suspicion that there was a causal relation: 
between the fracture and the ulcer. ; 


Drugs to Avoid in Pregnancy 


Q.—What drugs are harmful to the 


pregnancy ? 


A.—Few, if any, drugs used in medical practice and used 
in therapeutic doses are harmful to the foetus during 
pregnancy. The situation is different during labour, however, 
in that the foetus-may be born still under their influence. 
Here the danger is those drugs which have a depressant effect 3 
on the respiratory centre. 

In late pregnancy or in women susceptible to abortion 
any drug with an oxytocic. effect might be regarded a 
indirectly harmful to the foetus in thatit might precipitate 
its premature birth. Quinine, although apparently toxic t 


foetus duri 
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-= the foetus sometimes during labour, can be given with 

_ impunity in early and mid-pregnancy, as experience in 

= malaria-infested countries shows. Sulphonamides admin- 
istered during pregnancy may interfere with foetal develop- 
ment, but only if they are continued in large doses for 
periods longer than 10 to 14 days. Doubt has been raised 
in recent years about the possible toxic effects of strepto- 
mycin on the foetus. So far, however, there are no reports 
to show that the foetus has suffered any damage to the 
auditory apparatus or to the other organs. 


Cots for Maternity Departments 
Q.—What kind of cot is recommended for a maternity 
department ? 


-A.—The cot illustrated has been found very satisfactory 
for full-term infants. It is made of metal, coated with silver 
aluminium stove enamel. The wheels swivel easily, being 
mounted on ball-bearings, and there is a towel-rail at one 





end of the carriage. It is proposed to modify the cot illus- 

trated by replacing the three suspension hooks by two hooks 
_ 4in. (10 cm.) apart from each other, rounding the corners of 
_ the bassinet, and perhaps reducing the height from the 
_ present 11 in. (27.9 cm.) to 10 in. (25.4 cm.). 


aa Digitalis and the Foetus 

+ Q.—What effect has digitalis on the foetus? 1s the high 
stillbirth rate in cases of congestive heart failure due to 
digitalis poisoning of the foetus ? 
_A.—Digitalis does not seem to affect the foetus ; and the 

~ high stillbirth rate in cases of congestive failure—if indeed 
there is one—is not due to the poisoning of the foetus by 
fivitali 


Insomnia, Cough, and Travel-sickness in Pregnancy 


=  Q.—What are the drugs of choice for insomnia, cough, and 
travel-sickness in a pregnant woman ? 


A.—The treatment of travel-sickness and cough in a preg- 
nant woman is the same as if she were not pregnant. Any 
of the drugs ordinarily used may be given. Insomnia is a 
rather special problem, however, since its occurrence appears 
to be related to the pregnancy. It is more likely in late 
pregnancy, when one of the factors concerned may be respira- 
tory embarrassment due to the abdominal tumour. In this 
case a semi-recumbent position, and the avoidance of any- 


Ceres 


_ Over-tiredness and nervous exhaustion may also play a part, 

and a short rest and sleep in the afternoon may help rather 
-= than hinder sleep at night. Calcium preparations in large 

doses are often given empirically and are worth trying. If 
it is necessary to administer hypnotic drugs there is no harm 
in giving any of those ordinarily used for insomnia. One 
of thè milder barbiturates generally gives satisfactory results. 


_ thing to eat or drink for two hours before retiring, may help. ` 


5 
Addiction to Sleeping-tablets 


* Q.—A woman of 30 has been taking proprietary sleeping- 
tablets for seven years without a break, and now she cannot 
sleep without them. She is very keen to be cured of this 
habit. What would you advise ? 


A.—It seems improbable that this patient can be weaned 
from her sleeping-tablets unless she is taken away from home 
and put in a nursing-home or similar institution. A simple 
and often effective method of approach is to explain that 
mere sleeplessness does not cause serious illness and never 
death, and to insist on no drug being taken‘at first on two 
nights in every three, and then after ten days on four nights 
in every five ; after another week no drugs should be given 
at all. If the patient is resting she will not worry about 
feeling tired the next day and thus being unable to carry 
out her household and other duties, It is this anxiety about 
inefficiency arising from sleeplessness which perpetuates 
insomnia. Once it has been demonstrated, as it always can 
be, that natural sleep will return, then the patient can safely 
be allowed to resume her previous life on the clear under- 


* standing that she will never return to the taking of hypnotics. 


Subcutaneous or Intravenous Morphine ? 


Q.—What are the advantages and disadvantages of giving 
morphine intravenously instead of subcutaneously ? 


A.—In a subject with a normal circulation there is no 
advantage in giving morphine intravenously, as absorption 
takes place fairly quickly from under the skin. If there is 
poor peripheral circulation because there ‘has been loss of 
blood, or if there is shock, it is better to give morphine intra- 
venously in order to be sure that it will act. 


Vomiting after Morphine 


Q.—How can vomiting caused by the administration of 
morphine be prevented ? 


A.—It is stated that the vomiting produced by morphine 
can be prevented by giving “dramamine” beforehand. 
Rubin and Winston (J. clin. Invest., 1950, 29, 1261) state 
that of six subjects given 15 mg. morphine five had severe 
nausea and four vomited when rotated in a chair, When the 
morphine was given on another occasion one hour after 
taking 100 mg. dramamine, none of the six had nausea even 
after rotation in the chair. If this observation is generally 
true, similar protection against vomiting is likely to be given 
by antihistamine drugs. 


Pethidine and Asthma 


Q.—Is pethidine a safe and useful drug to use in bronchial 
asthma when the response to adrenaline is poor? 


A.—Pethidine hydrochloride is analgesic and anti- 
spasmodic: its sedative effect is relatively slight. The 
antispasmodic action is sometimes of value in asthma, 
and it is best given with a small dose of atropine, say 
1/150 gr. (0.4 mg.). Increased tolerance is unlikely to 
develop, but addiction may occur, and the drug should not 
be used as a regular form of treatment in chronic asthma. 
Its effect on the respiratory centre-is less than that of 
morphine, and this, together with its antispasmodic effect, 
makes it reasonably safe. Pethidine is, however, of little 
help in promoting sleep. As with other symptomatic 
remedies, its value varies in individual cases of asthma ; 
none the less it has a definite place in the therapy of asthma. 
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TYPES OF HUMAN DIABETES* 


BY 


R D. LAWRENCE, M.D., F.R.CP. 
Physician-in-Charge, Diabetic Department, Kings College Hospital 


The. twin sisters clinical observation and laboratory 
experiment have walked, in the field of diabetes, very 
closely hand in hand. Sometimes one has led, some- 


“times the other. But whichever led, the second soon 
proceeded to further progress, to their mutual benefit 


and stimulation. 
fedge that the experimental side 


_ketonuria 


We clinicians must gratefully acknow- 
| has far outstripped ours 
in the last 15 years, and the animal investigations of 
Houssay, Young, and others have clearly shown the 
importance of pituitary and adrenal hormones in the 


regulation of carbohydrate metabolism and the produc- 


tion of diabetes. This confirms our suspicions that the 
term “ diabetes mellitus ” includes a variety of glycosuric 
conditions separate both in clinical type and in aetiology. 
I shall try to subdivide these. 

‘The Greeks described the syndrome of “diabetes” 
as “a melting of flesh into water” ; a sweet honeyed 
substance, “mellitus,” was shown to be present by 


Willis in England in 1672; the more precise measure- 


‘ments of modern science have shown a fundamental 
hyperglycaemia as well as glycosuria and a frequent 
in relation to the classical syndrome of thirst, 


polyuria, loss of weight, and erstwhile resultant coma. 


- But I should point out that many diabetics never develop 


ketosis and that many of these remain obese, and it is 
largely on these two features that I shall attempt to 
differentiate clinical types. More fundamentally I suggest 
that diabetics can be divided into those who probably. 
are not insulin-deficient and others who certainly are. 
I have coined words to categorize some types with 
clarity. These words have also, I believe, a sound 


Greek origin. 


Methods of Experimental Diabetes 


Before passing to man and to the consideration of 
clinical types, I think it useful to summarize the various 
experimental procedures which have been proved to pro- 
duce true severe diabetes or merely glycosuria and mild 
disturbances of carbohydrate metabolism in animals. In 


the Table these are arranged mainly in historical order, 
Nos. 6, 7, and 8, 





*With acknowledgment to t 


‘permission to publish this abridged version of a presidential 


address delivered to the Section of 
1950. 




































Experimental ‘ Diabetes” as 
Mode of Action 


Produced by 5 
i, Pancreatectomy ia aa F a Islet lack me 
I. Anterior pituitary extracts (Young): ; 
fu) Young’s = growth hormone .. Islet destruction. 
(6) ACTH. iS, ne Through cortisone © 
TH. Alloxan— a Islet dzstruction 
1V. Glucose injections Islet destruction: = =: 
V. Suprarenal: ` 
a Cortisone a. sae. ? 
(6) Adrenaline hyperglycaemia Glycogenolysis 
6. Thyrogenic hyperglycaemia . Glycogenolysis ss 
7. Claude Dernard’s puncture ? Hypothalamic; brief 
glycogenolysis 


8. Phioridzin “‘ diabetes ” Low renal threshold > 


experimental diabetes (I to IV) arise from total destru 
tion of the pancreas or specific damage to the islet, 
resulting in insulin deficiency. se 


Types of Human Diabetes 


The vast majority of human diabetics—and these 
interest me most—show no clear aetiological analogy 
to the above experimental forms. But certain rare cases 
are clearly due to primary pancreatic disease which 
destroys insulin production, and to other endocrine 
factors which induce a diabetic state. I shall enumerati 
these briefly before passing to the commoner types. 

Primary Pancreatic Destruction.—(a) Total surgica 
pancreatectomy for widespread carcinoma or hyper. 
insulinism ; (b) calculus disease and chronic. relapsin 
diabetes ; (c) haemochromatosis (these three forms a 
severely insulin-deficient) ; and (d) chronic fibrosis, oft 
with steatorrhoea, in which the diabetes is mostly mil 
but sometimes needs insulin. oi 

Primary Disturbance of Other Endocrines.(a) Pitu 
ary: (1) Acromegaly ; severe diabetes. 
basophilism ; milder. (b) Adrenal disease: ( 
chromatoma ; variable severity. (2) Basophilism ; va 
able severity. (c) Thyrogenic diabetes (?). 

With Disturbances of Fat Storage.—-There are t 
clinical conditions in which diabetes is most clearly as 
ciated with a lack or an excess of depot fat: they. he 
no analogies in animal or experimental work, -For thes 
conditions 1 have coined the words “ lipoatrophic 
“ lipoplethoric ” diabetes respectively. Ee 


Lipoatrophic Diabetes — 

This is, I think, a suitable term for an. extremely ra) 
condition, a case of which, after seven years” stud 
published in detail (Lawrence, 1946) and shall sum 
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here, as it is essential to my argu- 
ment and speculations. I would 
point out that this condition has 
nothing in common with the fre- 
quent type of severe wasting dia- 
betes, later described, in which fat 
stores are quickly replenished by 
insulin treatment. 


Fig. 1 shows this woman aged 
30 (normally adipose four years 
before) with no fat four years after 
the onset of “diabetes.” Post- 
mortem examination showed no 
depot fat, perirenal or elsewhere, 
an enormous portally cirrhosed 
liver, a huge spleen, but a com- 
pletely normal histological picture 
in all endocrine glands, including 
the pancreas. 


Metabolic studies revealed :n 
extraordinary condition. A high 
blood and urinary sugar, requiring 
2,000 units daily for control, was 
never accompanied by ketosis even 
when insulin was reduced or 
omitted. But all phases of hyper- 
glycaemia produced an intense 
lipaemia, 4 to 8%, quite indepen- 
dent of various levels of dietary 
fat and carbohydrate. This lipaemia repeatedly dis- 
appeared when hyperglycaemia was controlled by vast 
doses of insulin (1,600 to 2,000 units daily), but there 
was no appreciable change in subcutaneous fat. 


Two similar published cases (Hansen and McQuarrie, 
1940; Ziegler, 1928)}—one of 
which is illustrated in Fig. 2—show 
that the extraordinary lipoatrophic 
case I have described has a meta- 
bolic lesson—namely, that “ dia- 
betes ” can result when fat cannot 
be stored. Its meaning is discussed 
in relation to the contrast of the 
next type. 


Lipoplethoric Diabetes 


This again, I think, is a suitable 
term to describe the contrast in ex- 
cessive fat storage which is asso- 
ciated with the commonest type of 
diabetic patients who crowd our 
clinics and practices—middle-aged 
obese men, and particularly 
women at or soon after the 
menopause (Fig. 3). Female dia- 
betics of this type now exceed the 
males by 2 to 1 among all civilized 
and well-nourished peoples. This 
sex distribution is quite different 
from that in England at the begin- 
ning of this century, when male 
diabetics of all types exceeded the 
females, I cannot believe that in- 
born genetic factors have changed 
in the last 25 years, and would 
ascribe the vast increase in obese 
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altruistic working-class woman was relatively starved 
Now she has an abundance of bread, potatoes, and 
other foods, so she gets fat and develops this 
type of diabetes. Perhaps this is too simple an explana- 
tion, but it is supported by the virtual disappear- 
ance of lipoplethoric diabetes in starved Germany in 
1917-18 and its dccurrence in Bengal only among those 
who are rich enough to get fat. At any rate, large 
numbers of these obese diabetics present with some 
thirst, with pruritus, with hyperglycaemia and intense 
glycosuria, but with no ketosis. When treated with 
diets low in carbohydrate and low caloric values in pro 
tein and fat to reduce their weight substantially, the 
diabetes practically disappears, and even the glucose 
tolerance test may become normal. A relapse occurs 
when dieting is relaxed sufficiently for weight to be 
regained, but is readily overcome by further restric- 
tion. I think it bad treatment to prescribe insulin and 
liberal diets in such cases, 
as this prevents the reduc- 
tion in weight which I 
consider essential. Such 
cases are relatively insen- 
sitive to insulin. 

A likely explanation of 
these two types of diabetes, 
in which a similar state 
of hyperglycaemia without 
ketosis is associated with 
opposite states of fat stor- 
age, can be based on 
tracer experiments which 
show what the end-action 
of insulin on carbohydrate 
is in relation to fat stor- 
age. Insulin turns label- 
led glucose not only into 
glycogen but, almost 
equally rapidly, into 
stored fat. Indeed, acting 
on a large meal, insulin 
is quantitatively more 
lipogenic than glycogenic. 
The lipoatrophic subject 
cannot store fat, and 
therefore cannot store in- 
gested sugar, which circu- 
lates in excess. Perhaps the overfull stores of the lipo- 
plethoric patient prevent the easy storage of sugar, 
though this latter explanation may be too facile. In 
any case, I suggest that these types of diabetes are 
due not to insulin deficiency but to lack of an 
unknown hormone and/or enzyme system concerned 
with the regulation of storage of fat. I have else- 
where called this the “lipopexic” ‘factor, but the con- 
trasting conditions might equally well depend on an 
excess or a deficiency of a thinning or “ lipocatabolic “ 
factor. Such speculations have no substantial evidence 
to support them, and certainly they have no experimental 
foundation. But perhaps, in this field, clinical observa- 
tion may lead to a later experimental approach, 


Insulin-deficient Diabetes 
This well-known severe type presents the most ditt- 
cult problems for the clinician both in its treatment and 
in the obscurity of its aetiological factors. In contrast 
to previous types, the characteristic feature is the ketosis 
which accompanies the hyperglycaemia and which, in 
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Fic. 3.—Case of lipoplethoric 
diabetes. 






















. Sometimes the disease is controlled at first by quite 

small doses of insulin—-indeed, it may be given up for 
‘4 time—~but as months and years go on the majority 
‘become stabilized at insulin requirements of some 35 

to 60 units a day. This requirement remains fairly con- 

stant, though at different levels in different patients, 

except when complicating conditions or illnesses occur. 

For years I have regarded the state as one of absolute * 
diabetes in which the islets are producing no appreciable 

insulin ; but this has not been proved. They certainly 

behave as if they secrete no endogenous insulin. Immedi- 

ately the activity of an injection is exhausted hyper- 

glycaemia and ketosis resurge even more quickly than 
the next dose of insulin removes them. 
There are difficulties in the treatment of these insulin- 
deficient subjects, because no type of injected insulin 
can imitate or produce the physiological pattern of nor- 
mal carbohydrate metabolism. Many are unstable for 
social reasons, but all uncomplicated cases should, and 
most do, achieve a normal life of work and play for 
many years if they receive suitable treatment. 
“Because this severe type seems. ultimately to be due 
to insulin deficiency, it does not follow that the primary 
cause is an inherent pancreatic weakness. An important 
factor in islet destruction is a continuous hyperglycaemia, 
and experiment has shown that if this is maintained it 
“ean destroy the islets of healthy cats. If it is prevented 
by insulin or low carbohydrate diets, the diabetogenic 
pituitary factor of Young does not produce the usual 
<> diabetes. The early studies of Allen on dogs and human 
diabetics also showed that if hyperglycaemia could be 
prevented by diet the progress of the disease would be 

stayed or minimized ; and widespread clinical experience, 
including my own, supports this. Continuous hyper- 
glycaemia seems essential in the production of severe 
grades of islet destruction. But we know from experi- 
mental work that hyperglycaemia can be initiated by 

_- extrapancreatic hormonal factors, and human diabetes 

\: may well begin in the same manner. At the moment the 
pituitary and the hypothalamus are the most fashionable 
hypothetical factors. There is, however, no factual evi- 
dence to support this theory, and I would point out that 
cases of insulin-deficient diabetes occur in all types and 
races and show no clear signs, either physical or mental, 
of any other endocrine dysfunction. The mystery of their 
origin is still profound. 

Nor does consideration of the undoubted hereditary 
factor in diabetes help to clarify the aetiological puzzle, 
“> sand the nature of transmission, recessive or more com- 
<o plicated, remains obscure. -But Harris’s (1949, 1950) 
analysis of over a thousand cases from King’s College 
Hospital at least suggests that the lipoplethoric and the 
insulin-deficient type tend to run separately in families 
and may be due to separate genetic influences. 








a Vascular Complications of Diabetes 
One thing that is common to all types of diabetes is 
he tendency of long-standing cases to 
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develop similar _ 


















albuminuria, 


vascular complications—retinopathy, 
Is in the feet 


sclerosis, and undue occlusion of. vessi 
(gangrene) and in 
Twenty years ago I taught 
standing lipoplethoric type 
tions, but insulin has kept other types 
for them also to develop the same disastrous complica 
tions. These have been observed in diabetes due to 
haemochromatosis and to relapsing pancreatitis, and the 
lipoatrophic case described above showed, after eight. 
years, typical commencing intercapillary changes in the — 
kidney glomeruli. Is this an indication that hyper 
glycaemia, apart from type and nutritional state, is th 
prime factor causing these vascular changes ? 






















































Further Investigations 


I have described different types of human diabetes on 
grounds of clinical experience and observation, but 1 
know that my speculation on their aetiology rests on. 
no very sound basis. Further investigations are required 
in two directions which are very difficult in human 
diabetes: first, the histology of the islet cells and th 
insulin content of the pancreas of these types shoul 
be compared in very fresh post-mortem material ; and, 
secondly, the difficult estimation of blood insulin. in 
various types would give the clearest answer, and 
seems to be near realization. The method of Born- 
stein (1950) with hypophysectomized, adrenalectomized 
alloxan-diabetic rats appears to be the most promising. 

And so, in the near future, the different types I have . 
described may be put on a firm basis of experimental 
proof. I may be shown to be partially right or entirely 
wrong, but this hardly matters if I have been able to 
give a stimulus to present thought and future knowledge. 


Summary 


Human diabetics are divided clinically into two main 
types: (1) those who probably are not insulin-deficient. 
and (2) those who certainly are. a 
The.former type, again, is divided into two, depending _ 
on the absence or excess of fat stores, and the new words 
lipoatrophic and Hipoplethoric diabetes have been coined to 


describe them. 
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Against this is the 


“The monetary saving of this single operation in preventive 
medicine therefore exceeds. by. £10,000 the estimated. 

for 1950-1 of the whole of the. health-visiting service 
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o It has long been recognized that there are severa! clinical 
types of diabetes melitus. In particular, Falta and 
~ Boller (1931), Falta (1936), Himsworth and Kerr (1939), 
and Himsworth (1949), and others have described two 


i “broad groups of diabetics—the young, thin, non- 


_arteriosclerotic group with normal blood pressure and 
usually an ‘acute onset to the disease, and the older, 
obese, arteriosclerotic group with hypertension and 
‘usually a gradual onset. 

__ Clinically, the patients in the first group are rapidly 
“fesponsive to insulin and are subject to both hypo- 
glycaemia and ketosis, whereas the patients of the 
Second group are clinically less responsive to insulin and 

are much. less liable to either of these complications. 

_ This difference was more clearly defined when 

-= Himsworth (1936) devised his insulin sensitivity test and 

- found that in general the first group of patients showed 
@ Sensitive response to that test, whereas those in the 

, Second group tended to be insensitive, although excep- 


_ tions were encountered in both groups. Furthermore, 


_. he found that the patients tended to be either clearly 
sensitive or clearly insensitive in their response. 
He-considered that this difference could be explained 
by differing aetio'ozies of the diabe‘ic state, the first 
group being due solely to insulin deficiency, whereas in 
the second group there is rather an insensitivity to the 
action of insulin. 
From clinical observations of the response of patients 
to insulin therapy and from the resuls of insulin sensi- 
. tivity tests it is clear that patients differ widely in their 





<<. Teaction to insulin, but it is our impression that the 


“most important determining factor in insulin sensitivity 
- is neither age nor weight, but rather the constitutional 


> make-up of the patient, and that in particular there is a 
\ group of patients of characteristic physique who ere 
-00 almost uniformly insensitive in their response to insulin. 
~The clinical features of these patients have been noted 


--° > for many years by one of us (U. L.) and are described 
below. 
Clinical Features 


The skull tends to be small and the bones are generally 
slender with tapering extremities. The features are also 
small and character'stically neat and centrally placed. 
Thus the palpebral fissure appears too small for the eye- 

ball, the nose is small and straight, there is a short upper 
< lip, and the mouth is often of the “ Cupid's bow” for- 
mation. These features together tend to give the patient 
a doll-like appearance. . 

-. The jaw-line is ill defined, partly owing to the small, 
slender mandible and partly to the tendency to plump- 
ness in this situation. The teeth are large, white, even, 












and often widely spaced, and when patier 
their teeth inquiry supports these facts. The skin is fine 
and soft and unusually resistant. to normal wear and 
tear, so that even working-class women preserve this 
characteristic. The nails are well shaped, long, ‘and of 
good texture, usually displaying well-marked moons. 
Naturally these features are better displayed in young 
patients. 





The hair is fine and silky, with a hair line 
usually placed low and dipping over the. temples, and 
patients report that it is easy to keep in-place. 

Obesity is a frequent finding, and is of girdle distribu- 
tion. In the upper girdle the fat is deposited over the 
back of the shoulders, on the upper arms, and about the 
breasts. In the lower gird'e it is deposited around the 
abdomen, the buttocks, and the thighs. The waistline is 
preserved as a boundary between the two girdles,’ the 
extremities are spared, and the furrow over the vertebral 
column is usually apparent. On inquiry it is clear that 
weight is gained to an unusual degree during or after 
pregnancy, and a sudden increase in weight occasionally 
coincides with adolescence or marriage, suggesting an 
apparent correlation between weight gain and times of 
unusual hormonal activity. It is important, however, to 
stress that frank obesity is not necessary for the recog- 
nition of this constitutional variation. 

The menstrual pattern is often unusual. Two chief 
types of variation are met with. Either catamenia is 
early, with a tendency to heavy periods and at least nor- 
mal fertility, or, as often, it is delayed, the periods are 
infrequent and scanty, and the women are subfertile. 
Finally, on detailed inquiry it is found in nearly every 
case that a patient with these features strongly resernbles 
one or other parent or near relation, and that this person 
is reported to be obese, or diabetic, or both. 

In addition to these basic characteristics, many of the 
patients have one or more of the findings usually asso- 
ciated with Cushing’s syndrome, so that p'ethora, hir- 
suties, striae, and acne are not uncommon additional 
features. We have examined closely all patients attending 
the clinic to see whether those whose appearance falls 
outside this category have any features in common. We 
failed to find any such features, and we have accordingly 
divided oûr cases into those with an unremarkable con- 
stitution and those showing the characteristics described 
above. These types we have provisionally designated 
type I and type II, respectively. . 


Present Investigation 


Having in mind the work of Himsworth (1936) on 
insulin sensitivity, we decided to apply his test to an 
unselected group of patients in our clinic so as to observe 
whether any correlation exists between the patients clini- 
cally and their sensitivity to insulin. 

We have investigated 100 patients attending the Royal 
Free Hospital Diabetic CEnic with a distribution of age 
of onset as shown in Table I: 49 as in-patients ; 47 as 
out-patients ; and four who were investigated twice— 
once as in-patients and once as out-patients. 


Taste 1.—Cases Investigated 





Age at Onset 
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These cases represent a random sample of the patients 
attending the clinic, the only factor in their selection 
; being their willingness to co-operate. The high propor- 
. tion of women must be attributed to the fact that until 
recently the Royal Free Hospital has been a women’s 
raining school, thus attracting a preponderance of 
omen patients. In all other respects the numbers 
vestigated in the various age groups correspond closely 
ith the normal distribution of diabetics, the maximum 
‘incidence of onset being in the decade 51 to 60, 
A subsidiary object of the investigation has been to 
` See whether or not the test would have a place as a 
routine investigation in diabetics. We have accordingly 
< applied the test-with the minimum of inconvenience to 
_ the patient and with as little interference with stabiliza- 
tion as possible, and in two respects we have had to 
differ from Himsworth in the preparation of the patient. 
First, we have not omitted the protamine-zinc insulin on 
the day before the test, but we have examined our results 
„and find no evidence that the protamine-zinc insulin 
given approximately 26 hours previously has affected our 
figures. Secondly, about half our cases have been 
investigated as out-patients. Conditions as near to basal 
_ as possible. have been obtained by resting the patient in 
_ the laboratory for half an hour before the test, and, 
“Since estimations of basal metabolism are carried out 
ünder similar conditions without significant variation, 
we feel that this does not invalidate our results. 
~The method of blood-sugar estimation which we have 
used is that described by Lauber and Mattice (1944), 
which gives a true value for the level of glucose in the 
blood (average mean deviation is 3 mg. per 100 ml). 


Distribution of Insulin Sensitivity 


In considering our findings we have first examined 
the insulin sensitivity of the patients throughout the 
whole group. Fig. 1 shows the frequency distribution 
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Fic. 1,—Distribution of insulin sensitivity. s 


in ranges of insulin sensitivity of 0.1. It is seen that in 
our series the sensitivity ranges from zero to just over 2, 
the main peak being situated between 0.6 and 0.8 and 
the mean insulin sensitivity for the whole group being 
0.65. Of the cases 23% have a sensitivity of over 1 and 
14% have a sensitivity of less than 0.25, Furthermore, 
it is noteworthy that at a point near where Himsworth 
‘found a gap in his series (betwen-0.7 and 0.9) our distri- 

bution falls below the expected normal (at 0.9), although 
there is no absolute gap such as he found. 
















Age of Onset and Insulin Sensitivity 


Next we considered the possible effect of age of-onset. 
on insulin sensitivity. Im general there is a tendency for 
insulin sensitivity to fall with age of onset, though 
exceptions are to be found in most age groups. Th 
some cases in which the disease has started at an ear 
age have given an insensitive response, whereas. a- 
number of cases of later onset have a sensitivity well 
above the average for the group. Nevertheless the aver- 
age sensitivity below the age of 40 is above the mean for 
the group (0.65), whereas after this age it is a little below- 
the mean. Fig. 2 shows the average insulin sensitivity 
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Fig. 2.+-Average insulin sensitivity per decade. 


per decade of age of ‘onset. Any conclusions from thes 
observations, however, must be modified by our exam 
nation of the relationship of insu'in sensitivity to weight, 


and it must be remembered that there is often a tem- 
dency for weight to increase with advancing age. 


Weight and Insulin Sensitivity l 

In our investigation of the relationship of insulin 
sensitivity to weight we have taken as our index o 
obesity the ratio of the weight in pounds to the height 
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Fic. 3.-Weight/height ratio in normal women over 25 years: 
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in inches. Fig. 3 shows the relationship of weight to 
height in normal women over 25 years of age. It was 
plotted from figures given by the Metropolitan’ Li 
insurance Company, quoted by Stieglitz (1949), relatin 





eople o! normal. longevity, and ite can i be seen 1 that 
relationship of weight to height is an almost constant 
one, the weight/height ratio at any point on the curve 
_ being approximately 2.1. This authority claims that in 
normal people of over 25 the ratio has been found to be 
oa independent of age. 

Fig. 4 illustrates the relationship of insulin sensitivity 
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Fio. 4 —Relationship of insulin sensitivity to weight/height ratio. 


to weight height ratio in the group as a whole. From 
this it is-clear thata large proportion of the patients have 
a weight /height ratio over the normal figure of 2.1. 
Furthermore, it shows an apparent inverse relationship 
of insulin sensitivity to weight/height ratio. This is even 
mote striking when the average insulin sensitivity for 
_ short ranges of weight/height ratio is plotted against the 
i weight /height ratio (Fig. 5). 
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Owing to the wide scatter in Fig. 4 it may be unjustifi- 
able to average the sensitivity in this way, and the 
sence of the normal scatter of a linear correlation 
‘could be due to the presence of two populations 
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‘Two of us typed the patients independently, arriving ate 


behaving differently in regard to insulin sensitivity. Jt 


In der to ascertai whether there i is any correlation 
between insulin sensitivity and clinical characteristics we 
divided our patients at this ‘stage into the two consti- 
tutional types already described. It was found that 38. 
of the patients were type I, 37 were type II, 20 we were. 
unable to classify, and 5 could not be used owing to 
incomplete data. Many of the twenty unclassified cases 
had some of the features of type II but not in sufficiently. 
marked degree to place them definitely in the group 











almost identical conclusions. 


Taste Hl.—~Type 1 (Unremarkable Constitution) 
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Age Height | Weight f- Insulin 
Case Sex A at in in WIE | Sensiti- = 
No. e | dnsetl- in. ib. Ratio | vity s 
6 M 56 | 47 i 6 147 2-36 1-07 
17 F 22 19 6t 110 180° L100. 
0 M | 2 9 70 1 200- |. 080 
80 F 28 26 63 120 POL, | 1-08" 
16 F 26 25 66 125 $89 1-10 
65 F 29 63 103 162 | 0-46 
26 M 28 67 140 209. | 1-74 
75 F 24 22 62 126 2.03 1-02 
95 F 18 15 62 2:10. f 0-51 
34 F 54 36 60 108 Tso | osr. 
30 M 37 36 70 117 D6? | 042 
&8 F 57 33 63 (51 2-40 1-40 
47 F 48 38 62 123 1-69 | 0-92 
15 F 4i 36. | 68 115 169 | 0-55 
2 E 36 | 63 Hs 2-18 1-60 
30 F 49 39 61 146 | 2-40 | 0-79 
44 F 39 66 133 202 |. 1-02 
37 M 50 340 72, 192 2:67 0-90 
35 F 45 66 1 212 | 060 
12 F 52 a | 82 134 | 216 | 070 
7 F 56 50 | 62 121 195 | 0-23 
39 F 64 šo 6l t 230 | 0-20 
7 | M 46 46 | 67 14 | 7-70 | 092 
300 F 54 si 56 115 205 | O61 
48 F 53 32 166 252 1-28 
38 F 60 58 2 162 225 | 0-38 
23 F 6 | 6 62 126 203. | 0-30 
70 E Oo | 38 58 131 2-26 | 0-95 
3 F 63 39 ral 142 233 | 0-74 
20 F Wm | 34 62 124 200 | 049. - 
4 M 58 56 69 124 1:80 | 0S0 
74 F 6s 60 61 135 221 | 898 
108 F 54 53 60 150. | 0-50 
56 F 65 35 62 109 176 | 0B 
110 F 73 73 61 125 2-05 | O78” 
27 M 62 53 67 126 1-88 1-88 
24 F 65 67 143 213, | O41 
19 F 42 39 60 106 177] 063 
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In Tables II and III are shown the details of the cates 


_ in the two groups. In type I the age of onset varies from 












‘to.73, and on the whole the patients do not exceed 





"their expected weight. The insulin sensitivity tends to 


be above the average for the whole series (0.65), the 


Mean being 0.78. In type II the age of onset varies from 
14 to 65, the patients are nearly all above their expected 


“weight, and the mean insulin sensitivity is well below 


that for our whole series, being 0.48. 


Statistical Analysis 
The figures for type I and type II were analysed 


l “statistically, and Table IV shows the mean for each type 


of the weight /height ratio, the age of the patient, and the 


insulin sensitivity, together with the range and standard 


‘deviation of the last statistic. 








Tasir IV 
7 | Type I Type Il 
< Weight/heightratio.. | Mean 
“Age of patient ra w 
Insalin sensitivity | | > | 078 0-48 
ange | 0-13-1-88 0-00-1-20 
Standard deviation | 0-44 0-31 








ane - The difference in insulin sensitivity in the two groups 
is highly significant—that is, the chances are less than 
~<-f-in’ 100 of a difference of this order arising purely by 


_ chance. But one must remember that 20 intermediate 
. type cases have been discarded from this analysis. 


Now although it was pointed out earlier that the 
presence of frank obesity was not necessary for the 
recognition of the constitution of the type II patient, 


~tnany of our patients of this type were overweight (see 


- Table TID. 


Partial correlation coefficients were there- 
fore calculated between insulin sensitivity and the 
weight/height ratio of the patients to see whether 
obesity could be eliminated as the possible cause of the 
insulin insensitivity of the group. 
These partial correlation coefficients are as follows. 
Insulin sensitivity-obesity: type I, + 0.24; type II, — 0.20. 
Although the difference between these coefficients is 


ee significant, the variation of each of them from zero is 
not significant, and it is not considered justifiable to 


¿nized clinically. 


ne draw conclusions from them at this stage. 


Discussion 

In a study of 95 diabetic patients, 38 were found to 
have an unremarkable constitution and 37 conformed 
to a definite constitutional type which could be recog- 
The latter group tended to be over- 
weight, using a weight (Ib.)/height (in.) ratio of 2.1 as 
the standard. of normality. 

Although our statistical study does not enable us to 
define the influence of overweightness on the insulin 
sensitivity, our clinical impression is that the relative 
insensitivity of the type II patient is probably a funda- 
mental constitutional characteristic and ‘not directly 
related to the weight. The factor of overweightness 
does, however, require further investigation, and it is 
of interest to note in Tables H and III that, though the 


A ‘insensitive type II patients are generally overweight, 


-nevertheless those patients of unremarkable constitution 


“Owho are relatively insensitive are, in most cases, also 


relatively underweight. 
Since the preparation. of this paper was completed, 


“and during the planning of further anthropometric 







-studies in order to define the constitution of the type I 


jabetic more clearly, our attention has been drawn to 





- no somatotyping, there is a remarkable degree of accord 


the work of Draper, Dupertuis, and Caughey (1944), 

























































Dupertuis, who is not a clinician, analysed anthropo 
metric measurements and somatotypings from a serie 
of 225 diabetics and observed that two clearly different 
morphological types could be recognized. He divide 
these patients into types I and II, and described those i 
type I as being more linear in form than those in type 
who were heavier and whose form was more rounder 
He subdivided his type I cases into subdivisions IA an 
IB—the former showing good muscular development 
and the latter being more feminine in their features 
and occupying an intermediate position between. type 
IA and II. He thought that because of their youth they 
were: not yet obese, but that their form indicated a- 
potentiality for that state later on. ; 

It will be seen that such a classification of diabetics 
by constitutional type is almost identical with the one 
suggested by us—except that we would classify patients 
from type IB as type II patients, remembering our 
earlier statement that frank obesity is not a. neces 
sary feature for the recognition of this constitutional 
variation. Cs Ee 

Furthermore, when Dupertuis asked his clinical col- 
league Caughey to correlate his constitutional variants 
with the clinical features of the cases they found more 
than an 80% correlation between morphology and clin 
cal expression. Thus the type I patients were generally 
severe diabetics. but insulin-sensitive, becoming ketose: 
with poor control, and the type II patients were general 
less severe but insulin-resistant and having little tendency. 
to ketosis or hypoglycaemia. oe 

Thus although no insulin-sensitivity tests were carried 
out by these workers, and although we have so far done. 





between their observations and the observatio: 
recorded in this present paper—namely, that there are 
two constitutional types of diabetic who differ in their 
reaction to insulin and in whom we consider that the 
aetiology of the diabetic state is probably different. 


Summary 


There are two clinical types of diabetic, which can be 
identified by their appearance. eS 
The first type are of an unremarkable constitution—th: 
is, we could find no characteristic features common to the 
group. The second type present certain unmistakable 
features, although all the stigmata need not be present © 
in each case. So 
One-fifth of the patients examined were intermediate in 
type and could not be classified. a 
The mean insulin sensitivity of the patients in our series 
falling into type I was 0.78 and in type II it was 0.48. 
Partial correlation coefficients for insulin sensitivity and 
obesity in the two types do not enable us to define precisely 
the effect of weight on insulin sensitivity, but our clinical 
impression is that in most cases the actual sensitivity of a 
patient is a fundamental constitutional characteristic. i 
The similarity between these observations and those `of 
other workers has been stressed and further anthropomet 
studies are being planned. 
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‘Was inhibiting the synthesis, 
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During the course of work on the anaemias of Africans 
in Kenya we were often struck with the reticulocyte 
responses which followed the administration of crystal- 
line penicillin G for reasons other than anaemia. How- 
ever, as these patients had generally been given iron, 
“ marmite,” or liver, we did not consider that penicillin 
could be regarded as the only effective agent. We 
a case of macrocytic megalo- 
blastic anaemia with nothing but penicillin. 

In carrying out these experiments we believed that 
Penicillin might be effective in these dyshaemopoietic 


; anaemias, as a result of the work that had recently been 
<< done on changes in the intestinal 


fiora that occur after 
antibiotic treatment, 

_We. considered that if an abnormal intestinal flora 
absorption, or utilization 
of essential haemopoietic factors, then penicillin might 
be regarded as a means of dealing with this. We also 
had in mind the work of Cameron e? al. (1949), in 
which it was suggested that in the macrocytic megalo- 
blastic anaemias of intestinal stricture there might be 


changes in the fiora of the intestines which might lead 


antagonists, 


_ Way to liver, folic acid, marmite, or B,.. 


"the metabolism, utilization, 
» essential amino-acids, since it is known that penicillin 


eo may mention that a number of 


fo (1) loss of an organism that synthesizes haemopoietic 
factors, (2) production of an organism that competes 
for haemopoietic factors, or (3) the production of 
It is known that penicillin prevents the 
assimilation of glutamic acid by certain bacteria (Gale 
and Taylor, 1946), and this may affect the synthesis of 
pteroylglutamic acid. 

There is also the possibility that penicillin might have 
been acting directly as a haemopoietic factor in a similar 
There is the 
additional possibility that penicillin may be affecting 
and excretion of certain 
is derived from amino-acids. In this connexion we 
urines from our cases 
of anaemia show the comparatively rare “T-spot” in 


the distribution of amino-acids on the chromatograms 


-prepared by Dr. C. E, 
` Dr; Dent, 
_ present in such 


sa characteristic 
amino-acids, 


+ 


Dent, of University College 
Hospital Medical School, “ T-spot,” according to 
is an unknown amino-acid* probably present 
in traces in all human urines, but which 
in large quantities in 4-5% of normal persons. When 











in these cases from Kenya is pathological or acci- 
dental must be left open. The glutamic acid present 
in such high concentration is probably an artifact 
due to breakdown of complexes during the transit of 
urine from Nairobi to London (Dr. Dent, personal 
communication). ‘ 
The megaloblastic macrocytic anaemia that occurs in 
Dibothriocephalus latus infections led us tö postulate 
that the presence of this parasite or other helminths in 
the intestine might in some way interfere with synthesis, 
utilization, or absorption of haemopoietic principles 
(Foy, Kondi, and Hargreaves, 1950; Foy, Kondi, Har- 
greaves, and Lowry, 1950). 
With these possibilities in view, we treated a case 
of megaloblastic macrocytic anaemia with nothing but 
penicillin injections. The results, which are given below, 
indicate that the response was exactly similar to that 
obtained with any haemopoietically active substance, 
The reticulocyte response was maximal for. the blood 
count and was followed by red cell and haemoglobin 
regeneration. In addition, the bone marrow, which con- 
tained both megaloblasts, and giant stab-cells before 
treatment, showed a complete and rapid disappear- 
ance of the former and a slower disappearance of the 
latter. This is exactly similar to what we have found 
to occur in the megaloblastic macrocytic anaemias 
of Macedonia and Kenya when treated with a potent 
liver extract, folic acid, or B,,. The Price-Jones curve, 
which had originally shown anisocytosis and macro- 
cytosis, reverted to the normal pattern. ; 


: Case History 

A Kikuyu woman reported to Dr. Brian Harris at the 
Kiambu Native Hospital in May, 1949, with an anaemia, 
having a red cell count of 2,790,000 and a haemoglobin of 
65%. No facilities for more extended examinations were 
available at Kiambu. She was treated by Dr. Harris with 
2 ml. of “neo-hepatex ” for five cays, recovered, and was 
discharged. In August, 1949, the woman again appeared at 
Dr. Harris’s dispensary with ari anaemia. No blood count 
or haemoglobin estimations were done. 2 ml. of neo-hepatex 
was again given for five days and the patient was discharged 
well. In January, 1950, the woman appeared once more, and 
on this occasion Dr. Harris put the case at our disposal. She 
was transferred to the Nairobi Group Hospital on January 
10, 1950, 

First Admission 

Physical examination showed an extremely anaemic well- 
nourished negress of good physique, aged about 30 : she had 
never been pregnant: she was icteric and her ankles were 
slightly oedematous : the spleen and liver were not enlarged ; 
her tongue, teeth, and nails were all normal, and she had 
no abnormal neurological signs. Venous blood was taken 
without any constriction, and the laboratory findings are 
given fully in Table I and Fig, 1. ; 

The Price-Jones curve is shown in Fig. 2, and harmonizes 
with the M.C.V. of 97 2°, This picture fits in with that 
Previously described for many of the anaemias of Kenya: 
(Foy er al., loc. cit). 

A gastric test was done after histamine, and showed the 
following free acid in N/10 NaOH equivalents: fasting, 
2 mi.; 15 minutes, 0,5 ml. ; 30 minutes, 4 ml.: 60 minutes, 
4 ml. ; 120 minutes, 2 ml. Like so many of our cases here, 
she was hypochlorhydric (see below). 

Five separate examinations of the stools revealed no 
intestinal parasites, Her marrow contained typical Ehrlich’s 
megaloblasts. and: giant .stab-cells (Foy, Kondi, and Har- 
greaves, 1950.; Foy, Kondi, Hargreaves, and Lowry, 1950). 

The patient was kept under observation from January 10 
to 18 with no treatment whatever. The reticulocyte response: 
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spite of her pulmonary. condition: 
30+ 30 The rest. of the patient's haemato- 
logical history is given in Table 1: 
X and Fig. 3. 
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Fic. 1.—Results of treatment (first admission). 


during this period is shown in Table 1 and Fig. 1. On 
January 18 she was put on 60 g. of marmite daily.. On the 
20th she developed pulmonary congestion with a high fever 
and was given 400,000 units of crystalline penicillin G daily 
‘for seven days to control this lung condition. During this 
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characteristic of these cases here, 
and may be connected with low- 
gastric acidity, low protein: diet, 
or other unknown factors. er 
When the patient was discharged 
she was given a letter to her husband informing ‘him: that 
if he wanted to maintain his wife in good health he should: 
see that she had meat at least once a day, Whether this had 
any effect cannot with certainty be stated, but the woman. 
assured us at her next entry to the hospital that she had 
eaten meat daily. as 


S e 7 # 9 to 


——— Weeks ——— 


Second Admission 


On November 7 the patient again appeared at the Nairobi - 
Group Hospital, obviously very ill and very anaemic. Her 
reticulocytes on entrance were 2.2%, red cell count 1,757,000; ` 
and haemoglobin 5 g. %. The complete haematological < 
findings for her entrance examination and for the whole: 
period of her stay in hospital are shown in Table IT and 
Fig. 3. s oe 

A gastric test done on November 9 showed complete © 
histamine-fast achlorhydria. „Another gastric test. on the 
20th gave a similar result. A Price-Jones curve taken at the 
same time as the first blood examination is given in Fig. 4. 

Four separate examinations of the stools showed no 
intestinal parasites. Physical examination revealed a condi- 
tion similar to that on her previous admission. The liver.’ 
and spleen were. not enlarged, the ankles showed slight 
oedema, and there was the faintest suspicion of glossitis. A 
thorough neurological examination by Dr, Shanly showed 
no nervous involvement, ‘but the patient was not very 
co-operative. Chest and heart were normal. 
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TABLE n — Laboratory Findings (Second Admission) 
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count. was 2,430,000, and her haemoglobin 
5.8 g.%. Results of her final examinations 
are shown in Table H. 

A marrow puncture done on admission 
showed many intermediate megaloblasts 
and giant stab-cells. A puncture done on 
November 16 showed that the megaloblasts 
had. all disappeared and there was a great 
reduction in the number of giant stab-cells 








Discussi 

The. response this patient gave. to 
penicillin seems to us to be identical 
with that. obtained in similar anaemias 
as a result of the administration of 
crude or refined liver, B,,, folic acid, or 
any other active haemopoietic substance 
It is possible that there may have been 
some hidden infectious or toxic process 
on which the penicillin acted, thus re- 
moving a bone-marrow depressant, as 
sometimes happens in the case of E 
¢ 7 8 8 te WF histolytica infections when treated with 

Fig, 3.—-Haematological findings (second admission). emetine, or in malaria when treated with 

. ae ; quinine. There was, however, no sign of 
‘The patient was kept under observation until November 10, such infectious or toxic process in this woman, and the 
onus which period the reticulocytes fluctuated between reticulocyte response was maximal and followed by 
2.2% and 1.4%. On that day she was put on 400,000 units haemoglobin and red cell regeneration such as occurs 
of crystalline: penicillin G daily for seven days. By after the administration of a potent liver extract. The 
November 1S her reticulocytes had reached 36%, her red cell response of the bone marrow and the Price-Jones curve 
ae E will likewise be similar to those we get after treatment 
with known. active haemopoietic substances. From this 
case, we see no reason to doubt that it was the penicillin 
that brought about the remission. 


The means by which penicillin acted on this anaemia i 
cannot at present be stated. As we have pointed out — 
above, it may have produced its effect by destroying an 
organism which was competing for some haemopoietic 
substance, or it may have. removed a haemopoietic 
antagonist, or even acted directly as a haemopoietic sub- 
stance. Any or all of thése hypotheses might explain 
the response. 

The question of pernicious anaemia cannot be entirely 
dismissed in the present case. So far as we are aware, 
pernicious anaemia has not been described in an adult. 
of pure negro stock. In our opinion this case is not 
altogether typical of pernicious anaemia, in spite of — 

the presence of a histamine-fast achlorhydria and the _ 
—Price-Jones ¢ curve on November 7, 1950. repeated relapses, 1 The Panipat 5 response to large doses ; 
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fter incubation with beef, we were unable to ascertain 
whether our patient actually contained intrinsic factor. 
The ‘absence of neurological symptoms in this case, 
which» had relapsed so frequently, is also perhaps 
against a diagnosis of pernicious anaemia, but we 
think the question should remain open for the present. 
n any event we are here only concerned with reporting 
e response to penicillin. 

Work is continuing on the treatment of these megalo- 
blastic anaemias with penicillin alone, and if it can be 
confirmed that a haemopoietic response similar to that 
~- outlined above can be obtained, then we think the field 
|= of discussion on the origin of this type of anaemia will 
S be ‘greatly widened. 















Summary 







ocase of megaloblastic anaemia is reported that 
sponded to the administration of 400.000 units of crystal- 
Po penicillin G daily for seven days. Her reticulocytes rose 
a to 37%, and this was followed by a rise in the haemoglobin 
and red ‘blood cells. No other treatment was given. 
e megaloblasts had disappeared from the marrow by the 
: fifth day of treatment and the giant stab-cells had become 
very much Jess numerous. 
>: The response obtained to penicillin in this case in no way 
. differed from that obtained from potent liver extract, folic 
acid; Bu, or marmite. 
It is suggested that the penicillin may have produced its 
; effects by (a) destroying some organism which was competing 
< for haemopoietic substances ; (5) removal of some haemo- 
-poietic antagonist ; (c) preventing the absorption of glutamic 
by competing organisms, which might thus interfere 
he synthesis of pteroylglutamic acid ; (d) affecting the 
metabolism and excretion of some essential amino-acids. 
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i The first two women doctors since 1945 to volunteer and 
“be accepted for the U.S. Army Medical Corps reported for 
duty in January in the preventive medicine division of the 
Office of the Surgeon-General. The original law authorizing 
the commissioning of women doctors ended in 1947, and the 
new authority was established in August last. During the 
war of 1939-45 the U.S. Army commissioned 72 women as 
physicians, and 26 of these served overseas, Their duties 

=» and conditions of service are identical with those of men 
except. that they do not serve in“ forward medical installa- 
_ Hons-in combat zones.” . 
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[WiTH SPECIAL PLATE] 


When investigating a series of antidiuretic compound 
Blanchard, Dearborn, Maren, and Marshall (1950a) 
suggested that a cinchoninic acid derivative, 3-hydroxy-» 
2-phenylcinchoninic acid (H.P.C.) might be effective in. 
treatment of conditions responding to A.C.T.H. This 
was prompted mainly by their discovery that when thé. 
pituitary was intact H.P.C., like A.C.T.H., reduced th 
ascorbic acid content of the rat adrenal, 

After it had been shown by experiment on animal 
that toxicity was minimal (Marshall and Dearborn, 
1950) a clinical trial of this preparation was made o 
patients suffering from conditions thought likely to” 
benefit from a drug with A.C.T.H.-like properties 
(Blanchard, Harvey, Howard, Kattus, Marshall, New 
man, and Zubrod, 1950b). The cases treated were 
patients with acute rheumatic fever, 10 with the chronic 
variety of rheumatoid arthritis, three with bronchia 
asthma, and two with disseminated lupus erythematosus 

The drug was administered by mouth for period 
up to 21 days, the dose being 20 mg. per kg. of bod 
weight on the first day, and 10 or 20 mg. per kg. each 
day or alternate days thereafter. 

Toxic effects, except for one instance of drug: sensi 
tivity (fever), were nausea, vomiting, and abdomin: 
cramps, limited to less than 10% of patients. Tc 
obviate these effects Blanchard et al. (1950b) advo- 
cated that the drug should be taken after breakfast in- 
three doses at hourly intervals with an equal amount 
of sodium bicarbonate. The alimentary symptoms | 
tended to disappear with continued use of H-P.C, and... 
the necessity to withdraw the drug did not arise. 

A supply of H.P.C. was made available to Professor 
J. W. McNee by Roche Products, Ltd. The drug, a 
yellow powder, was put up in coated tablets because of 
its bitter flavour. The dosage used by us was 20. mg: 
per kg. of body weight by mouth daily, which in som 
instances was increased to 40 mg. In seven of the twelve 
cases treated administration was continued for one wee 
in the rest for two or three weeks. The plan of admin 
tration recommended by Blanchard ef al. (1950b) wa 
followed, but sodium bicarbonate was not given. 

The patients treated so far comprise four with rh 
matic fever, two with polyarteritis nodosa, three wi 
scleroderma, and three with lupus erythematosus. 








Rheumatic Fever 

Four patients—three with acute and one with abe 
acute rheumatic. fever—were treated with H.P.C. A 
topical responi is shown in the Chart. 
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: Chart showing effect of H.P.C. in rheumatic fever. 


Case I 


A boy of 13 was admitted to hospital on May 30, 1950, 
plaining of arthritis for 24 hours after a sore throat 15 
s previously. There was no history of arthritis, but he 
‘had growing pains from time to time. On admission 
was sharply ill with a temperature of 102.2° F. (39° C) 
and numerous very swollen and red joints containing much 
fluid. There were no nodules, W.B.C. numbered 14,800 
per camm: The E.S.R. was 94 mm, in one hour. The heart 
< was enlarged, the apex beat being 44 in. (11.4 cm.) from 
(the midline in the fourth left interspace, and a systolic 
Murmur was present at both the base and the mitral area. 
Blood cultures were negative. 


H.P.C., 0.6 g., was given daily from June | to 7. Within 
_ 24 hours his temperature fell to normal, and his joints were 
< less- painful and less red. Twenty-four hours later joint 
effusions could just be detected ; they were gone the follow- 
ing day.. He remained symptom-free till June 15, when his 
perature rose and he complained of stiffness in the joints. 
On June 19, although afebrile, he looked ill and once more 
showed swelling and redness of the carpal and tarsal joints. 
r another week H.P.C., 0.6 g, was given daily, with rapid 
relief as before. There was no further relapse. The E.S.R. 
estergren) fell from 94 mm. in one hour at the start of 
itment to 56 mm. at the end. It then fell gradually and 
owas 18 mm. six weeks later. 













Case 2 


oh A màn aii 29, admitted to hospital on May 8, 1950, 
developed arthritis about two weeks after-an attack of 

: tonsillitis He showed swelling of numerous joints with 
-a moderate degree of pain and tenderness. Limitation of 
|| movement was marked. Fever was present. The heart was 
‘slightly. enlarged, the apex. beat being in the fifth left inter- 
Space 44 in. from the midline. The heart sounds were very 
< oh and there. was a short systolic murmur. at the mitral 
area poorly conducted to the axilla. The E.S:R. was 88 mm. 
< in one hour. © Salicylates in a dose of 12 g. daily with an 
‘equal amount of sodium bicarbonate failed to control the 













< tive, ‘penicillin was stopped an 


penicillin, 1,000.0 
pending the result A these. were nega- 
‘aspirin given, . This too 

caused toxic symptoms, and “ disprin” was tried. This sub- 

stance was better tolerated, but it, too, failed to reduce the > 
temperature to normal. Rheumatic nodules were noted to 

be present at this time, and faint pericardial friction was 

heard at the apex for three days (May 17). All treatment 

was stopped for two days, and fever and joint pains 

increased, The E.S.R. was 70 mm, in one hour. 


H.P.C., 
for three weeks. With the first dose there was nausea and 
some of the drug was vomited, but no trouble occurred - 
thereafter. Within 48 hours the temperature was normal . 
for the first time since admission and joint discomfort very 
much less, being reduced to stiffness in the mornings. Joint 
swelling was not much affected, however, and the nodules 
not at all. Seven days after beginning treatment with H.P-C. 
there was a period of six days with fever but without return 
of pains in the joints. When H.P.C. was stopped the E.S.R. 
was 68 mm. in one hour. Throughout the period the heart, 
size remained unaltered and the heart sounds were very soft. 













After H.P.C. was discontinued disprin was begun again =>. 


and continued until discharge on August 19. Joint stiff- 
ness and periarticular thickening persisted for many weeks. 
as did the nodules, but there was no definite relapse. On 
his discharge from hospital the E.S.R. was still abnormal— 
24 mm. in one hour. 


Case 3 


A woman aged 43 had had acute arthritis at 16 years 
and again at 37. At‘the time of the second attack it was- 
noted that cardiac damage had occurred.’ On May 7,.1950. 
she was admitted to hospital with multiple arthritis which. 
had been present for two weeks. She was a stout woman 
who was acutely ill and had considerable fever (gee Chart). 
Arthritis was extensive, involving hands, fingers, knees, and 
feet. In these areas swelling and tenderness, with limitation 
of movement, existed. Mitral stenosis and aortic incompe- 
tence were present. There was no heart failure. No enlarge- 
ment of the heart was detected, the apex beat being 4 in. 
(10 cm.) from the midline in the. fifth interspace. There were. 
no nodules. The ES.R. was 120 mm. in one ‘hour. Her 
temperature. was 100-102° F. (37.8-38.9" CJ and pulse 
rate 90-100. Salicylate, 10 g, and sodium bicarbonate. 
10 g., were given daily by mouth from May 19 to. 23. 
with the result that the temperature fell to normal and 
there was some improvement in the joint disability. Much 
nausea and some, vomiting were provoked along. with a 
degree of mental disturbance, and the drug was stopped. 
Fever rapidly recurred. 

H.P.C., 
for seven days. 
48 hours there was marked subjective improvement. in. the 
arthritis: within three days the joints were normal. in’ 
appearance and there was a full range of movements. 
A rapid fall in E.S.R. from 125 to 48 mm, in. one hour 
coincided with the administration of :H.P.C. _ No relapse 
followed withdrawal, and she was discharged on August 3. 
There was no change in the size of the heart or in the. 
murmurs previously noted. . The E:S.R. was 20 mm. in 
one hour. 

Case 4 / 

A girl of 13 was admitted to hospital on June 5, 1950. 
with a history of polyarthritis: for- about a month and of 
frequent sore throats for some years: : On admission there 
was some tenderness. and limitation of movement of the 
right wrist and elbow. and of the right. hip. and tarsal joints. 
but no swelling or redness. She had slight fever. only, up to 
100°. F. (37.8% C) ‘Her pulse rate: was 90-100, and the 
ESR. 62 mm. ip i jour. The apex beat: was. 4 in. 
(10 cm.) from the m in the fifth left interspace. A short: 
systolic murmur, : conducted towards: the axilla, was 
present in- the mitral area. wets ‘appeared on- the 



















1.2 g, was given on May 19 and continued: daily ae 





1 g., was given on June 1 and continued dally 
The temperature fell rapidly, and within. 
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J. B. RENNIE, J. A. MILNE, AND J. SOMMERVILLE: TRIAL OF A CINCHONINIC ACID 
DERIVATIVE IN SOME COLLAGEN DISEASES 





Fic. 1—Case 6. Biopsy of deltoid muscle. A Fic. 2,—Case 7. Skin of Fic. 3—Case 7. Skin of abdomen 


small artery is seen, the lumen of which is completely abdomen before treatment, Note before treatment. This section is 
obliterated by fibroblastic proliferation. In the the stretched atrophic-looking stained for elastic fibres and shows 
centre are some eosinophil leucocytes and particles epidermis. The corium is made these lying parallel to the epidermis. 
of nuclear dust. The adventitia is infiltrated with up of dense paralle! bundles of (Orcein. X 200.) 

inflammatory cells in which occasional eosinophil collagen with no differentiation 

leucocytes are present. (H. & E. * X 200.) into papillary and reticular 


layers. (H. & E. x 70.) 


M. D. BABER, E. ap I. ROSSER, AND J. D. O’D. LAVERTINE: 
CARCINOMA OF THE CERVIX UTERI IN AN INFANT 





Fic. 4.—Case 7. Skin of abdomen 
after treatment. The epidermis is 
thicker and there is evidence of rete 
pegs. The papillary layer of the 
corium has re-formed. The reticular 
layer is still composed of dense 
collagen, but near the papillary layer 
there is evidence of breaking up and 
the fores are becoming wavy, (H. & 

x 70. 





Fic. 5.—Case 7. Skin of abdomen 
after treatment. The elastic fibres in 
r the upper part of the corium are seen 

—_ . í to have assumed their normal relation- 
Fic. 2.—Metastasis in liver (x 380): well-differentiated papillary ship, being at right angles to the 
adenocarcinoma. epidermis. (Orcein. x 200.) 
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T. TOMASZEWSKI: SIDE-EFFECTS OF CHLORAMPHENICOL AND AUREOMYCIN 









Fic. 1.—Scraping of the tongue Fic. 2.—Third day of ric, 3.— Twenty-fourth day of chloramphenicol 
before treatment. Mixed bacterial chloramphenicol treatment. treatment. Absence of bacteria; rich growth of 
flora. (x 1,000.) The patient, who Absence of bacteria; fungi. Treatment stopped on that day. 
was treated with chloramphenicol, scattered groups of fungi. 


4 g. daily to a total of 96 g. 
developed hypertrophic glossitis with 
brown coloration of the tongue. 


H. BREBNER: DISSECTING ANEURYSM OF 
AORTA 





Fic. 4.—Seventeen days after stopping chlor- 
amphenicol. Bacteria reappeared after a week, and are 
here seen in large numbers; scattered groups of fungi 
are still present. 





Fic. 1.—Section through aorta at site of dissection, 
showing disruption of media. 





aS gee og. 


f right kidney. Arteriolar sclerosis is seen. 





> á 


Fic. 3.—Section o 





in , x Fia. 4.—Section of left kidney. Arteriolar sclerosis is seen. 
Fic. 2.—Renal artery, showing dissection. The edge of an infarcted portion is visible 
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[WITH SPECIAL PLATE] 


With few exceptions malignant tumours of the uterus in 
children are sarcomatous, but cases of carcinoma have 


“been recorded from reliable sources. Carcinoma of the 


cervix uteri is one of the very rare’ forms of malignant 
disease which occur in childhood. Pollack and Taylor 
(1947), in their reviewof the literature on this subject; 
listed 30 cases of histologically proved carcinoma of the 
cervix which occurred during the first two decades, and 
added another case of their own, a patient aged 18 years. 
Bowing and~McCullough (1941) reviewed the case his- 
tories of 3,000 patients suffering from malignant disease 
of the cervix uteri referred to the Mayo Clinic for exami- 
nation and treatment, and found only one patient of 
under 20. This patient, whose history they reported in 
detail and who is included in Pollack and Taylor's list, 
was a girl aged 13. There is no doubt, therefore, that. 
the disease is very uncommon in childhood. 

The youngest authenticated case of carcinoma ofithe 
cervix on record appears to be a baby of 6 months, 
operated upon by Professor Franz in the Charité 


Frankenklinik of Berlin, and reported by Palmer - 


Findley (1924). Findley stated that he examined the 
gross and histological specimens, and was satisfied that 
the lesion was an adenocarcinoma of the cervix. The 
patient died 14 days after total hysterectomy had been 
performed. - 

Bumm (1909) also reported a case of carcinoma of the 
cervix in an infant of:7 months, but the macroscopic 
description of the lesion suggests sarcoma botryoides, 
and -no histological confirmation of the diagnosis of 
carcinoma was offered. Pollack and Taylor included 
the case in their list, but Bowing and McCullough, who 


“also reviewed the literature since 1862, were not satis- 
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. level of the umbilicus. 
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fied that the criteria for a precise diagnosis were met. 
Adams (1915) described an advanced case of cancer 
of the cervix and body of the uterus in a child of 
24 years, but the Pathological Committee of the Royal 
Society of Medicine, reporting on the specimen, decided 
that ıt was a teratoma. -Bowing and McCullough 
regarded a patient of 7 years described by Glöckner 
(1908) as the youngest case of carcinoma of the cervix 


- on ‘record but appear to have overlooked Palmer 


Findley’s report. 
We have recently observed a case of undoubtèd 
cervical carcinoma in a child of 15 months. It is 


presented as another reminder of the importance of, 


malignant disease as a cause of death in childhood, 
increasingly so since infectious diseases have become 
well controlled by antibiotics. ; 


Case Report sf 
A baby girl born on March 17, 1948, was brought to 

hospital on June 30, 1949, because she had passed blood- 

stained urine during the previous four days, and her mother 


r Z 


- had also noticed a clot in the vulval orifice on the day before 


admission. On closer questioning the mother said that the 
child had recently been straining when passing urine and 
faeces. She had been drinking well but not excessively ; 
the quantity of urine seemed ‘to be normal and there was no 
increased frequency of micturition. The ‘stools had been 
loose and frequent -two weeks previously, during a cold, but 
this symptom had not persisted more than a few days, and 
the child was thought to be well in other respects. She had 
not complained of pain. 

She was the second child of healthy parents and was born 
normally at full term. Her birth weight was 74 1b. (3.4 kg.). 
She was breast-fed for ten months and there were no 
feeding difficulties, but in spite of this she’ had never 
gained well. On admission her weight was only 17 Ib. 
(7.7 kg.), but her parents had noticed no evidence of weight 
loss, and, although on closer questioning they agreed that 
she had “been fretful and “ not quite herself ” for about six 
weeks, they had always regarded the child as healthy except 
for a cold two weeks before admission. J 

Examınation showed the patient to be irritable, small fof 
her age, and underweight for her size, though there was no 


` real evidence of wasting. | She was pale, but her haento- 


globin was 76% and the white cell count was within normal 
limits. No abnormal physical signs were observed in the 
heart and lungs. Mhe abdomen was slightly enlarged, and 
a firm. swelling could be felt rising out of the pelvis to the 
On rectal examination this mass 
appeared to be cystic and was thought to be distended 


bladder., The liver was palpable one fingerbreadth below the 
costal margin and seemed to be somewhat harder than 
normal. There was no -oedema, and the veins of ‘the 


abdominal wall were not prominent. 

On examination under anaesthesia on June 30 ‘catheteriza- 
tion was carried out with some difficulty,-as the urethral 
meatus appeared to be drawn upwards into the vagina. 
240 ml. of urine was withdrawn. The abdominal enlarge- 
ment was reduced but the main mass persisted. The cervix. 
viewed through a “ nasal ” speculum, appeared normal apart 
from a tiny erosion around the external os., No bleeding 
or discharge was present. Rectal examination revealed a 
smooth solid pelvic tumour which was continuous with that 
felt in the ‘abdomen. -The whole swelling was mobile to 
some extent and was roughly pear-shaped, the narrow end 
being in the pelvis, The uterus was not identified bimanually 

Examination of the urine revealed: specific gravity, 1012 : 
albumin, faint’ trace ; occasional R.B C. ; sterile on culture. 
The blood urea was 102 mg. per 100 ml. ‘A provisional 
diagnosis of pelvic kidney was made. 

Catheterization was again necessary on July 1, as the 


bladder was distendéd,.and clear urine was again obtained. 


A little sanguineous vaginal discharge was observed on this 
occasion. Cystoscopy on July 2 revealed diffuse inflammatory 
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and sunburn-like erythema on parts exposed to sunlight, 
slight vaginal and rectal bleeding, as well as subungual 
haemorrhage. Vitamin-K deficiency is suspected in 
such cases. Angioneurotic oedema of the face and a 
generalized non-pruritic erythematous skin eruption 
were reported by Parets (1950) after aureomycin treat- 
ment. Duverne et al. (1950) recorded 21 instances of 
cutaneous or mucosal side-effects in 50 patients treated 
with chloramphenicol. Hewitt and Wiliams (1950) 
described vasomotor changes in the lower extremities 
after chloramphenicol treatment in which the skin was 
mottled, cold, and moist.’ Vasomotor collapse has been 
described after chloramphenicol treatment in cases of 
` typhoid fever (British Medical Journal, 1950 ; Stephens, 
1950 ; Chatterjee and Roy, 1950). Spink et al. (1948) 
reported an abrupt rise in temperature after the first 
doses of aureomycin, connected sometimes with a pic- 
ture resembling shock. This, however, could be avoided 
by smaller initial doses. 
Volini et al. (1950) have described ince cases of 
severe reversible granulocytopenia with some arrest of 


erythroid and granulocytic maturation in the marrow 


during chloramphenicol treatment. Harris also mentions 
a case in which the leucocyte count fell to 1,000 with 
only 1% of polymorphonuclear cells after six days’ 
aureomycin treatment. Although this may occur in 
exceptional cases, clinical investigations show that leuco- 
_ Penia is not a contraindication to chloramphenicol 

(Smadel, 1950). A fatal case of aplastic anaemia fol- 
lowing chloramphenicol therapy has been reported by 
Rich et al. (1950). Recently Waisbren and Ghck (1950) 
found that in certain instances aureomycin increases the 
coagulability of the blood. 

Gray (1950) reports that children who received large 
doses of chloramphenicol developed a peculiar internal 
ophthalmoplegia ; it was characterized by rapid fatigue 
of accommodation on reading. He found also that, 
given in large doses, it may produce a “ muscle fatigue 
syndrome,” which he presumed to be due to some 
“blocking ” of lactic acid combustion of an enzymatic 
nature. 

Absence of bacteria may provide favourable condi- 
tions for the growth of various fungi such as C. albicans, 
which are sometimes pathogenic. Such an eventuality 
has already been described during penicillin treatment 
. (Geiger et al., 1945). The spontaneous occurrence of 
new bacterial infections during antibiotic therapy was 
teported by Weinstein (1947) and by Appelbaum and 
Leff (1948). 

Fatal cases of .disseminated mycosis following anti- 
biotic treatment have been described by Zimmerman 
(1950). According to Farber (cited by Zimmerman) the 
site of entry of this mycotic invasion is osiy the small 
intestine. 

Tt is impossible at eset to explain all the varied 
side-effects which accompany treatment: with chlor- 
amphenicol and aureomycin. As the result of treat- 
ment there may be changes in the biochemistry of the 
body, especially in carbohydrate metabolism. An inhibi- 
tive action on coenzymes essential to carbohydrate 
metabolism has been suspected (Gray). However, 
Smith and Worrel (1949), who studied the interrelation- 
ship between chloramphenicol and various enzymatic 
systems, could not detect any inhibitory action on these 
systems. 


It is possible that some side-effects in the intestinal: 


tract such as diarrhoea and flatulence may be the direct 
result of the alteration in character and reduction in 
number of the normal bacteria. According to Spink and 
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Yow (1949) gastro-intestinal complaints can. be avoided 
by intravenous administration of aureomycin. The role 
of the intestinal flora in the processes of digestion. and 
in the production of. certain vitamins is not yet fully 
understood, but the extensive destruction of the norma} 
bacterial flora may have considerable repercussions. An 
answer to this question may be obtained from the elabor- 
ate experiments which have been going on for some 
years on the breeding of germ-free animals (Reyniers 
et al., 1946, 1949a, 1949b). 

It is more difficult to explain the lesions in the mucous 
membranes of the body orifices, especially the oral 
cavity. The frequent association of lesions in the three 
body orifices suggests some close relationship between 
them. These lesions may result from a chemical action 
on the cell metabolism, but the presence of some pro- 
tective action of the normal bacterial flora cannot be 
excluded. Absence of bacterial flora permits the estab- 
lishment of fungous flora which may have some irritant 
effect on the mucous membranes. ‘ 

Sex has a definite influence on the incidence of the 
mucous membrane manifestations. In Harris’s cases the 
ratio of women was 3 to 1, and a ratio of 2 to 1 
was found in the present series. Harris has suggested 
that an oestrogen deficiency may play some part in the. 
production of vaginitis: he has reported the subsidence 
of severe aureomycin-produced vaginitis in two women 
after a single parenteral dose of an oestrogen. 

Another point of interest is the similarity of the oral 
changes produced by antibiotics to those in vitamin-B 
deficiency, especially in ariboflavinosis. The protective 
and therapeutic effects of the vitamin-B group on the 
oral lesions in certain cases suggest some connexion with 
vitamin-B metabolism, the nature of which has yet to be 
examined. 

Summary and Conclusions 

A survey of the side-effects encountered in 126 cases 
treated with chloramphenicol and aureomycin has been 
made. They have been divided into general, gastro-intestinal, 
genito-rectal, and oral manifestations. They are more 
marked in women than in men and develop’ more rapidly in 
cases previously treated with penicillin and streptomycin. . 

The most striking changes are found in the oral cavity 
Scrapings of the tongue generally show a rapid disappearance 
of the normal bacterial flora and the establishment of a 
fungous flora, usually composed of C. albicans. The danger 
of secondary ‘mycotic invasion is discussed. 

The changes in the tongue are usually those of an atrophic 
glossitis ; less often, a hypertrophic glossitis occurs with a 
brown discoloration of the tongue. 

The similarity of the oral changes produced by antibiotics 
to those found in vitamin-B deficiency is stressed, and 
reference is made to the prophylactic and rei Reed effects: 
of treatment with vitamin-B complex. 


I would like to express my thanks to Professor D. M. Dunlop - 
for his interest in this work and his helpful criticism of the 
paper, My thanks are due also to Dr. J. Duguid, of the Depart 
ment of Bacteriology of the University of Edinburgh, for his 
valuable assistance. The photomicrographs were prepared in’ 
the Photographic Unit, Pathology Department, University of 
Edinburgh. 
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being the loss of the normal whitish coating. The patho- 


' logical changes in the tongue were by no means uniform 


in character. They could be divided into two main 
groups: (1) atrophic glossitis, the more common type ; 
and (2) hypertrophic glossitis with brown discoloration. 
This sharp division could not be observed in every case, 
as one ‘type sometimes changed gradually into the other. 

1. Atrophic Glossitis—Usually after two to three days’ 
treatment there was a gradual disappearance of the normal 
whitish coating and a denudation of the dorsum of the 
tongue. The tongue gradually became red and the filiform 
papillae shorter. With continuation of treatment a fiery red, 
raw, beefy tongue with partial atrophy of the papillae was 
often seen. In some cases showing marked atrophy of: the 
papillae.the tongue developed a completely smooth surface. 
In rare, instances the picture outlined above developed 
acutely. It was noted that lingual manifestations appeared 
more readily when the patient had been treated previously 
with penicillin and streptomycin. The patient's subjective 
symptoms usually’ corresponded to the degree of objective 
change. They consisted in a nipping sensation while smok- 
ing or while eating toast or seasoned food, tenderness, a 
burning sensation, or actual pain.’ The soreness often started 


„at the edges of the tongue. After cessation of treatment the 


subjective complaints soon disappeared, but the surface of 
the dorsum. remained red and denuded sometimes for one, 
two, or more weeks, after which the filiform papillae returned 
gradually to normal. There was often a subsequent over- 
growth of the filiform papillae, resulting in an abnormally 
coated tongue, In some cases the fungiform papillae, 
especially in the front and on the edges of the tongue, 
enlarged during the first few days’ treatment. With the 


relative shortening of the filiform papillae the fungiform . 


papillae stood out well above the surface. 

2. Hypertrophic Glossitis—~In about 10% of patients some 
shortening of the papillae initially took place during the first 
few days’ treatment, but soon a brownish coloration (melano- 
glossia) appeared on the batk of the tongue, spreading gradu- 
ally over its surface. The filiform papillae often became 


longer and a deep brown coating covered the dorsum. In ` 


four cases a true black hairy tongue developed. Not all 
cases of hypertrophic glossitis showed brown coloration. 
In some a marked coating of dirty-white or yellow colour 
persisted during the course of treatment, and for a longer 
time afterwards. 

Taste—The lesions on the tongue often affected the 
sense of taste. Two patients taking aureomycin com- 
plained of a “metallic taste?” Some patients taking 
chloramphenicol complained of a “nasty taste,” a 
“ dreadful taste,” a “ horrible taste,” or a “ bitter taste.” 
With either drug complete loss of taste occasionally 
resulted—“ everything tasted just the same.” In con- 
sequence appetite was often lost or became capricious. 

Oral Mucous Membrane. Changes.—Redness of the 
mucous membrane of the throat often accompanied the 
changes in the tongue. In two instances vesiculo-papular 
eruptions appeared on the lips and on the uvula. In 
two other cases a few blisters appeared on the red 
atrophic.dorsum of the tongue. These lesions were seen 
in those cases in which atrophic glossitis was of par- 
ticular severity. The subjective complaints were tender- 
ness or a burning sensation in the mouth—a feeling 
“as if the mouth had been burned with hot food.” 

Angular Stomatitis—In 11% of cases angular stoma- 
titis was found, always in association with severe lingual 
and buccal lesions. It was more frequent in women. 
These changes persisted for some time after cessation 
of treatment. In two cases microscopical examination 
of the desquamated epithelium revealed the presence.of 
C. albicans. 

Therapeutic and | Preventive Effects of Vitamin-B 
Group on Oral Lesions~—The changes in the oral 


cayity and on the lips were very similar to those seen 
in vitamin-B deficiency, especially riboflavin deficiency 
Therefore in a number of cases with very marked 
atrophic glossitis, treatment with the vitamin-B group 
was instituted in the form of the complete complex, or 
riboflavin, sometimes with the addition of nicotinamide 
and thiamin. , In comparison with untreated, cases 


_Tecovery seemed.to proceed more quickly, though not 


in a dramatic way. In some patients vitamin-B complex 
was given together with antibiotics. Although the lesions 
could not be prevented their intensity was definitely less 
than in the untreated cases. “Vitamin-B complex seemed 
to be more efficacious than riboflavin alone. 


Examination of the Tongue Scrapings 

Microscopical examination of the tongue scrapings in 
these cases gave some interesting information. It is an 
easy method which permits one to follow the action of 
antibiotics on the microflora and on the mucous mem- 
brane of the tongue. A detailed analysis, from the bac- 
teriological and pathological points of view, of the 
scrapings during antibiotic treatment will be published 
elsewhere. In the present paper nly a short account 
is given. 

Illustrative pictures of the typical changes occurring 
‘in the tongue during chloramphenicol and aureomycin 
treatment are supplied in the Special Plate (Figs. 1-4) 
They show the dramatic disappearance of the bacterial 
flora and. the subsequent establishment of a fungous 
flora (usually C. albicans). In a few cases scrapings of 
the tongue revealed the presence of other yeast-like 
fungi—for instance, torula (cryptococcus}—but the type 


-of the others has not yet been identified. It is note- 


worthy that the upper respiratory tract can also be com- 
pletely sterilized by chloramphenicol (Gray, 1950). 

In most cases the bacterial flora disappears in a few 
days after the start of treatment. At the same time 
fungi appear in increasing numbers, very often in clumps 
composed of mycelium and ovoid yeast forms. It is of 
interest to note that in some cases C. albicans was also 
found in large amounts in the'sputum, in the stool, and 
in the urinary sediment. The normal bacterial flora 
usually returns in one to two weeks after cessation of 
treatment, but fungi may persist for some days longer 
(Plate, Figs. 1-4). 

A constant feature in the scrapings at the height of 
the treatment is the large number of desquamated epi- 
thelial cells and of leucocytes, usually polymorphs. They 
are particularly abundant in cases with a sore, red, 
atrophic tongue. 

- Discussion 

Generally speaking, chloramphenicol and aureomycin 
are well tolerated ; nevertheless, the side-effects, though 
not of a serious nature, may make the use of these anti- 
biotics somewhat difficult and unpleasant. In only'a 
few cases are they severe enough to justity discontinua- 
tion of treatment. 

The side-effects described here are not exhaustive 
According to Long et al. (1949) and Long (1950) 
-patients receiving aureomycin in heavy dosage may 
show euphoria. Harris (1950) cites certain neurologi- 
cal symptoms stich as drowsiness, mild mental confu- 
sion, and irritability, though he points out that they 
may not be strictly attributable to the antibiotics. Other 
symptoms described by him include headache, with mild 


signs of meningismus, Herxheimer reactions, urinary- , 


tract symptoms, and dermal manifestations in the form: 
of slight generalized Hone fleeting urticaria, 
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Survey of Side-effects , . 


The side-effects of both antibiotics were to a certain 
extent similar. There were, however, sufficient differ- 
ences to, justify their separate consideration. Generally 
speaking, the side-effects were more often seen in 
patients treated for a longer time and with high doses. 
The results are given in the Table. 
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Sıde-efjects` of Chloramphenicol and Aureomycin Treatment in 
126 Patients | | 
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Symptoms and Signs 





Dryness of mouth 

Sore or tender tongue . 
Denuded tongue x 
Smooth atrophic tongue 
Brown-coated tongus, 
Blisters of tongue 
Changes in taste ie 
Burning sensation in mouth |; 
Red oral mucous membrane . 
Sore throat 

Angular stomatitis ” 
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Rectal irritation . £ 
Vaginal irritation* š 

Scrotal and penneal urrtatioa® 
Skin eruptions .. 

Diarrhoea 

Loose stools 

Headaches 
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* Percentages calculated for appropriate sex groups. 
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~ General reactions such as drowsiness and malaise were 
rare. One patient complained of a burning sensation, 
especially in the face, after chloramphenicol. One 
patient. noted an increased frequency of mictirition and 
dysuria. One patient who had initially very brisk tendon 
teflexes showed a marked diminution of reflexes after a 
few days’ treatment with aureomycin. Another patient 
complained of some visual disturbances of a few hours’ 
duration after chloramphenicol. One patient treated 
with chloramphenicol developed granulocytopenia, the 
total white count being 2,000 per c.mm. 


~_ 


Gastro-intestinal Symptoms 


The»Table shows that gastro-intestinal symptoms 
occur more often during treatment with aureomycin 
than with chloramphenicol. 

Flatulence--The common complaint was flatulence, 
which occurred in 35% of cases. “The wind ” troubled 
them day and night and caused them embarrassment, 
especially in general wards. In one case of extreme 
flatulence the’ patient could hardly breathe and Tequired 
the passage of a rectal tube to relieve him. i 

Nausea.—This was less frequent than flatulence and 
occurred in 19% of cases. It was not very marked 
in most cases, but in a few instances was severe enough 
to cause cessation of treatment. Actual vomiting occurred 
in two of these cases. Nausea and vomiting could 
sometimes be avoided by the use of antacids and milk, 
or by reducing the doses or dividing them and adminis- 
tering every three hours. Some patients complained of 
heartburn, and of a “ hot feeling” in the stomach. 

Diarrhoea.—In some cases a transitory diarrhoea of 
twenty-four hours’ duration occurred shortly after the 
starting of treatment; in a few it persisted for two or 
three days after treatment was stopped. More often 
the patients complained only of loose stools ‘without 
increase in number. In a large proportion of. patients 
the stool became odourless after a few days, and in 
some it continued to be odourless for a time after the 


u“ + 


_to that produced by atropine. 
whether there was a real diminution of salivation, experi-. 
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cessation of treatment. Occasionally, hewsiee the stools 
were more odorous than before treatment. 


Rectal and Genital Changes 


A number of patients complained of anal, perianal, 


vaginal, and vulvar irritation, lt was more common 
with aureomycin treatment, and was especially marked 
in patients who had simultaneous oral lesions. 

Rectal Changes——In theggmore severe cases rectal 
changes consisted in redness,’ exudation, fissuring, and, 
in one case,-slight bleeding. There is often_a sharp line 


of demarcation at the affected perineal skin, which tends’ 


to scale. In some instances the perineum was also red 
and tender. The patients usually complained of a burn- 
ing sensation, itching, and sometimes actual pain. In 
one patient treated with chloramphenicol the changes 
persisted for many weeks, making defaecation a painful 
procedure. Examination of the exudate revealed in this 
case, as in two others, the presence of Candida albicans 
and large numbers of desquamated epithelial cells. 
C. albicans was found in large numbers in the faeces 
of the patients. 

Genital Changes—In women genital changes com- 
prised vulvitis, with some fissuring and vaginitis accom- 
panied by a slight discharge. The complaints were 
usually a “hot feeling ” and “itching” in the vagina 
and external genitalia. In men génital symptoms were 
much less frequent. Three complained of some scrotal 
and perineal itching. In one of them, in whom oral 
changes were very'marked, balanitis and a severe ery- 
thema of the scrotum and of the adjoining parts of 
the thigh and perineum developed after a few days of 
chloramphenicol freatment. 


Oral Manifestations 
Oral manifestations were the most frequent structural 
changes encountered. Young and middle-aged persons 
seemed to develop them- more readily than older people. 
They were more frequent after treatment with aureo- 


_ mycin and much more common in women than in men, 


the ratio being 2 to 1. . 

Dryness of Mouth.—This was experienced by 39% of 
the patients and was usually trivial.” In some patients, 
however, it was more troublesome: they felt as if the 
tongue was sticking to the palate and as if there was no 
saliva in the mouth. One patient complained that he 
could hardly move his tongue. The dryness is similar 
In order to find out 


ments were made in a few cases before, during, and 
after treatment. The patients were asked to spit as much 
as they could into a test-tube for five minutes. It was 
found that there was a true diminution of salivation, the 
amount produced being only one-third or one-half of 
that before treatment. 

Throat Manifestations. — Complaints related to the 
thrdat were usually closely connected with the oral dry- 
ness. The more marked the dryness the more frequent 
were the throat manifestations. It was usually described 
“as if something was sticking in the throat.” In some 
cases the trouble amounted to actual sore throat with 
marked difficulty in swallowing and some -hoarseness of 
the voice. In one patient in whom the oral changes were 
very pronounced the sore throat made discontinuation 


of the treatment necessary, | and it persisted for nearly 


three weeks afterwards. 

Tongue Changes —Some lingual changes, developed in 
the great majority of cases if treatment with the usual 
dosage lasted for any length of time, the commonest 
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—in-one on the first day and im two after the dose had 
been greatly increased. , Slight looseness of the bowels, 


“. not severe enough ‘to call for cessation of treatment, 


was noted in four patients. In febrile patients with 
concentrated urine, af appearance highly suggestive of 
bilirubinuria was encountered and a positive reaction 
was obtained with. the methylene-blue and nitric-acid 
„tests. This result was found to be a fallacy, however, 
‘as similar reactions‘ were given with a suspension of 
AEE: in water. \ 


N 


. Summary 5 
A cinchoninic acid derivative, 3 -hydroxy - 2 - phenyl - 


- cinchonmic acid (H.P.C.), has been used in a small 


series of patients.‘ 


Fever and acute arthritis were speedily relieved in: fie: 
matic fever. , 3 

Results in polyarteritis nodosa were AT E nap 

` The most striking effects in our series were obtained in 
three patients with scleroderma, a disease hitherto not respon- 
sive to any known treatment. Improvement occurred in all 
“cases, as shown by the histological examination of. biopsy 
specimens obtained before and after treatment. The results 
were striking and have so far been’ maintained in one case, 
but were only temporary in two. 

Very slight and inconstant improvement followed the 
administration of H.P.C. in chronic lupus erythematosus, 
but was not confirmed by histological examination. 

Toxic effects were infrequent and less severe than thase 
which may follow. the use of sodium salicylate, aird con- 
sisted in ‘slight nausea, diarrhoea, and, more rarely, vomiting. 


We are grateful to Professor J. W. ‘McNee, whose personal 
association with the original group of workers in Johns Hopkins 
Hospital, Baltimore, made this investigation possible, for his 
kind offices in arranging the necessary supplies through Dr. F.. 
Wrigley, of Roche Products, Ltd., and for his continued interest, 
help, and advice. i 
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-The new flying-spot microscope ` is a topsy-turvy instru- . 


‘ment invented by Professor J. Z. Young and Mr. F. Roberts 
(Nature, February 10, p. 231). It works backwards. , Nor- 
mally light passes through a specimen into the objective 
and eyepiece; and the observer applies his eye and scans 
the field of view, looking at whatever interests him in it’ 
In the new microscope, a narrow beam of light enters the 
eyepiece, passes down the tube and out through the objec- 
tive, to be concentrated on/a tiny bit of the specimen, through 
which it is filtered to a multiplier photocell—which corre- 
sponds to a stationary eye: which is letting the light scan 
the field of view for it. A very bright light from a television- 


’ type cathode-ray tube provides’ the light spot, which rapidly 


and systematically scans the whole cross-section of the eye- 
piece; the microscope converts this-to a rapid point-by- 
point scan of the specimen under the objettive, and’ the 
photocell, recording the paint-by-point change in bright- 
ness, builds up on a further television screen a vastly 
enlarged picture of thé specimen. This new instrument 
promises greater resolution, greater contrast without stain- 
ing, ultra-violet “ vision,” and quantitative analysis of the’ 


specimen, — x 
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AND ‘AUREOMYCIN, WITH SPECIAL 


REFERENCE TO. ORAL: LESIONS* 7 
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` With the growing use ‘of antibiotics the side-effects of. 


treatment with these drugs are b ming- more import- 
-ant. They are negligible with penicillin, but are of some 
significance with streptomycin. 
quent with the use of chloramphenicol, and “ 

mycin,” though they are not of a serious nature, 


aureo- 


but a more comprehensive study has been made by 
Harris (1950). As the use of chloramphenicol dnd 
aureomycin is rapidly increasing, a survey of these gide- 


effects seems to be Justified. The- frequency and intensity > 


of oral changes also give a unique opportunity of study- 
ing the mechanism of some. common oral lesions 
Recently Williams (1950) described 12 cases of severe 
oral lesions in a group of approximately 200 patients 
treated with chloramphenicol. 
aureomycin (T omaszewski, \1951) also cause the dis-. 
appearance of the red fluorescence of the tongue which 
is seen in normal people and which is due to porphyrin 
production by bacteria. , 

This survey has been based on observations of 126 


They are more fre- ` 


The. 
subject has been briefly mentioned by various authors, ` 


Chloramphenicol and. 


cases ‘treated with these two substances in various wards, 


of the Royal Infirmary of Edinburgh. 


The Investigation 


Clinical observations were made on the side-éffects 
of chloramphenicol and aureomycin in patients suffering 


$ 


logical examination’ showed 
organism was sensitivé to both substances. 

To investigate the immediate effect of the antibiotics 
on ‘the bacterial flora and epithelium of the tongue, 


scrapings of the tongue were made every two or three - 


days: in all cases before, during, and for one to three 
weeks after cessation of treatment. “The tongue was 
scraped vigorously with a sterile slide several times from 
as far back. as’ possible, and the material ground by 
means of another slide to make an even layer. After 
heat fixation the film was stained with Gram or witb 
‘In a number of cases 
cultures were made on Sabouraud’s medium for identifi- 
cation of,fungi and on broth and agar for identification 
of bacteria. ; ` 

- Dosage and Method of Administration: —Both anti- 
biotics were given orally in capsules of 250 mg. Usually 
two capsules, sometimes more, were administered every 
six hours. Seventy patients (30 males and 40 females) 
received chloramphenicol, and 56 (32 males and 24 
females) received aureomycin., The total amount of 


_chloramphenicol given to any one, patient varied from 


a few grammes to 96, g.; the average dose was, 32° g 
Aureomycin was usually administered for a shorter 
period, the highest total amount being 68' g.p with an 
average dose of 28 g. 


' *This work was carried out oe the tenure of a Whale 





Research Scholarship. : AN 
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_ from various infective conditions, In each case bacterio- * 
that the! pathogenic- 
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slight clinical improvement had been maintained. On 
October 23 the ‘condition had reverted to what it had been 
before H.P.C. was given. Further biopsy showed no histo- 
logical change from the state existing before treatment. 


Case 11 

A woman aged 40 had had a rash on her face for seven 
years, but was otherwise well. On the face there were two 
irregular pale red rather scaly patches—one on the bridge 
of the nose extending ‘to the left cheek, the other, smaller, 
on the right side of the chin. The E.S.R. was 5 mm. in one 
hour, and the white cells numbered 4,200 per cmm. The 
plasma proteins were normal. Skin biopsy showed the 
histological changes typical of chronic lupus erythematosus, 
H.P.C., 1.2 g, was given daily for seven days. At the end 
of a week; on October 26, 1950, there was on the whole 
little change, though the lesions were perhaps less florid 
and scaling perhaps a little more pronounced. On 
November 5 the lesions) on the chin were Jess red and 
showed some scarring, There was no further change in 
the lesions on the cheek. A further biopsy has not yet 
been done. 


Case 12 , 
A woman aged ‘31 had developed a rash on the face imine 
years earlier. This had persisted, but, in addition, she had 
had occasional patches of similar appearance on the fore- 


arms and the tips of the fingers. From time to time she ' 


had had swollen joints and “fibrositis.” The menses had 
lasted up to 11 days, producing anaemia with breathlessness 
on exertion for some time. Admission to hospital on Septem- 
ber 25, 1950, was precipitated by pain in the right side of the 
chest on coughing and deep breathing, coming on four days 
earlier, There had been initial shivering, and cough was 
frequent, with a profuse thick yellow sputum. She was 
acutely ill, with a temperature of 102° F, (38.9° C.), dys-/ 
pnoea, and cyanosis. The sputum was purulent, yellow, and 
contained staphylococci on culture. Physical signs indi- 
cated patchy consolidation, most marked at the right base. 
Rapid improvement followed the use of penicillin. On 
October 9, seven days after penicillin was discontinued, 
the skin lesions were as follows: extensive patches were 
present on the face, with batswing distribution, and also on 
the forehead ; single small lesions were also present on both 
forearms; the colour was a deep dull red owing to con- 
siderable telangiectasia ; and a moderate degree of stippled 
scaling was noted on the areas above the eyebrows and 
across the malar region. Biopsy showed the histological 
changes ‘characteristic of lupus erythematosus. The leuco- 
cyte count was 9,800 per c.mm., with 5% eosinophils. The 
E.S.R.—84 mm. in one hour on admissjon—was 50 mm, 
The haemoglobin was 9 g.‘per 100 ml. Plasma albumin 
was 4.68, globulin 3.81, and fibrinogen 0.46 g. per 100 ml. 
A radiograph of the chest showed no abnormality in the 
lungs except a healed tuberculous focus at the left 
. apex, 

HLP.C., 1 g. daily, was given from October 10 to 19, 
when the amount was increased to 1.8 L On this treat- 
‘ment vomiting occurred on several occasions, and the drug 
was discontinued on October 23. Vomiting then ceased. 
The skin lesions were paler, particularly on the forehead. 
On October 27 fever returned, though no cause for this 
could be found. A further radiograph of the chest revealed 
no abnormality and no change in the tuberculous ‘lesion 
already noted. The E.S.R. was 50 mm. in one hour. If 
anything the face lesions were worse. A further biopsy 
on October 31 showed no change in the histological features. 
On November 6 the skin lesion on the face showed small 
areas of pallor at the margins and also centrally, as if some 
regression was, taking place, Fever continued, though the 
patient did not appear to be acutely ill. 


Comment.—All that can be said concerning these 
cases of lupus erythematosus is that during administra- 
tion of ELP.C. the lesions were thought to be less florid 


and to show some slight evidence of regression; but 
this was not confirmed histologically, nor was it |: 
maintained, . 
Discussion 

ı In our series, four patients suffering from rheumatic 
fever were given H.P.C. Rapid disappearance of joint 
pains and fever followed, confirming the findings of 
Blanchard ef al. (1950b), who reported similar results 
in 10 patients., In neither series was a complete fall of 
the E.S.R. to normal associated with administration of 
the drug. Relapse followed withdrawal of H.P.C. in 
three patients of Blanchard et al. This occurred twice 
in our series, the symptoms being again, and. finally, 
relieved by a further course of the drug once and by 
aspirin once. In our small series of patients treated, 
H.P.C, would seem to be at least as good as sodium 
salicylate and less toxic. 

Of the two patients with polyarteritis nodosa, rapid 
and striking improvement in one coincided with the 
administration of H.P.C. While spontaneous regression 
is known (Miller and Daley, 1946), Herson and Sampson 
(1949) found that four patients who showed lesions in 
the fundi all died within a few weeks. 

Compared with the notable results obtained in rheu- 
matic fever, the response in scleroderma is all the more 


striking when it is recalled how ineffective many thera-! ~- 


peutic agents, ranging from local therapy of various 
types“to partial parathyroidectomy, have proved in the 
past. It is interesting that Bayles er al. (1950) have 
reported that even A.C.T.H. failed to produce change 
in the histological appearances, and only very moderate 
and temporary clinical improvement. Using H.P.C., we 
have seen one patient who showed marked clinical 


- improvement that continued after cessation of the drug, 


which was given for one week only. Both from the 

clinical and from the histological aspects this patient > 
was in the late burnt-out stage of the disease, and, 

though the papillary layer of the corium has re-formed, 

the reticular layer is still markedly sclerotic. It is diffi- ' 
cult to realize that the return to normality of a layer 
of connective tissue less than 1 mm. in thickness should 
be associated with such marked clinical improvement. 
Our experience with the other two cases of active sclero- 
derma, in which there was clinical and histological evi- 
dence of improvement during and shortly after treat- 
ment, followed by continuance of the disease process 
some weeks later, would suggest that H.P.C. is more 
effective in‘the late burned-out stage of the disease. 
The question whether H.P.C. causes’ reversion of the 
changes produced by the disease process or acts against 
the causative factors can be settled only by further study. 
It may be, however, that some variation in the use of 
the remedy is required in the active form. 

.Our experience with three patients suffering from 
lupus erythematosus was disappointing and in accord 
with that of Blanchard et al. (1950b) in two patients. , 
It should be noted, however, that in our cases the dis- , 
ease was confined to the skin, while in those of Blanchard 
and his colleagues visceral manifestations were present. 
Some authorities (Baehr, 1949) consider lupus erythema- 
tosus of the skin and lupus erythematosus with visceral 
manifestations in -addition to be different conditions, a 
hypothesis to which we do not subscribe. 

Toxic effects were few. As reported by Blanchard 
et al. (1950b) nausea was not uncommon on the first. 
day of treatment, but it ceased to be troublesome there- 
after. In our group vomiting occurred in three patients 
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with the aid of a stick and in a semi-stooping position. She 
had been for long periods in hospital, but had not benefited. 
She was a stout woman with hypertension. There was exten- 
sive scleroderma of the back, abdomen, thighs, and’ legs, 
enclosing i in the popliteal space an indolent ulcer with wide- 
spread secondary infective dermatitis. Barium swallow re- 
vealed no oesophageal lesion. Biopsy from the skin. of the 
abdomen (Plate, Figs. 2 and 3) showed a rather atrophic 
epidermis with loss of the rete pegs, the distinction between 
the papillary and reticular layers of the conum being lost, 
the entire corium- being occupied, by thickened sclerotic 
acellular bundles of collagen. The staining reactions of 
this collagen showed some deviation from the normal, tend- 
ing to take up a yellowish-brown colour when treated with 
van Gieson’s stain. In appropriately stained sections the 
elastic tissue of the corium could be seen stretched out and 
lying parallel to the epidermis. 

Treatment with H.P.C., 1.8 g. daily, was given from 
August 11 to 17 without immediate effect on the lesion, 
but by August 30 it was noted that all sclerodermatous areas 
were less rigid and less glazed, and showed a tendency to 
become slightly scaly. The broken-down area and the 
dermatitis on the leg had regressed remarkably. By 
September 18 the patient's movements were restored to 
normal, Save for some scattered areas of brown 
pigmentation, all the affected parts of the skin appeared 
to be almost normal in consistence and colour. Biopsy 
(October 3), from an area near the first, showed a con- 
siderable change (Figs. 4 and 5). The rete pegs had re- 
formed, the papillary layer of the corium was recognizable, 
and in it patent capillaries were evident. The collagen of 
this layer showed normal staining properties. The reticu- 
lar layer was still composed of dense sclerotic collagen, but 
_ in its more superficial part the fibres showed a tendency to 
loosen and become wavy once more. An interesting feature 
was the return of the-normal arrangement of elastic fibres 
running at right angles to the epidermis in the papillary 
layer of the corium. The clinical improvement had been 
maintamed when the patient was last seen on November 2, 
and she was naturally overjoyed with the return of mobility. 


` Case 8 / 

A girl aged -11 was admitted to hospital on July 3, 1950. 
Three months earlier an area of skin on the left leg had 
become firm and shiny. There was no systemic disturb- 
ance. She was a well-nourished girl, with no complaint 
save for a patch 4 by 2 in. (10 by 5 cm.) on the outer 
aspect of the left leg just below the knee. It was white, 
smooth, and very hard. There was no heliotrope edge. 
The ES.R. was 4 mm. in one hour. The histological 
features of the lesion before treatment were those of active 
scleroderma, the distinction between papillary and reticular 
layers of the corium being lost, the affected area being 
occupied by swollen collagen bundles with altered staining 
properties. At the junction with normal tissue a band of 
lymphocytic infiltrate was present. 

H.P.C., 1 g, was given daily from July 11 to August 2. 
At the end of that time the patch was unchanged in size, 
but the skin was much softer and could be wrinkled. In 
colour it was now brown. On August 3 the histological 
picture had altered considerably. The arrangement and 
tinctorial properties of the collagen of the upper two- 
thirds of the corium were almost normal. In the deeper 
part, however, slight thickening and hyalinization of the 
bundles were discernible and traces of inflammatory infil- 
trate were still present. On October 3 the lesion was still 
of the same size, but was harder than on September 1. 
Biopsy showed that the-sclerodermatous process was again 
evident, and, though not so prominent as in the initial 
biopsy, it was more marked than in the second. The clini- 
cal picture showed no further alteration on October 30. 


Case 9? 


A woman aad 51 was admitted to hospital on August 4, 
1950, About two years previously the skin over the breasts 
and part of the chest and abdomen became very hard, itchy, 


.and grey. She was found to bfa well-nourished and healthy 


woman with lesions of scleroderma on the breasts, upper 
abdomen, antecubital fossae, left arm and forearm, anterior 
aspects of the thighs and shins, and the' dorsum of' the right 
foot. In these areas the skin was pale, smooth, and very 
hard, with atrophic scarring in places and a faint irregular 
heliotrope margin on the breasts, There was some brownish 
pigmentation on the chest and abdomen, but no scaling. 
A barium swallow showed no evidence of an oesophageal 
lesion. Biopsy performed on a lesion on the flexor aspect 
of the left wrist revealed the typical histological picture of 
active scleroderma, 

H.P.C., 1 g. daily, was given from August I! to 17. 
Within three days itching was said to be gone, and at the 
end of the time the lesions were much softer. On August 18 
the histological picture was basically similar, though sec- 
tions cut and stained simultaneously with those of the first 
biopsy showed a slight but definite improvement as evi- 
denced by: less thickening and hyalinization of the collagen 
bundles, with more normal. tinctorial properties. On 


, August 24 clinical improvement was very marked, the 


s 


z 


abdominal skin in particular being almost normal save 
for brownish pigmentation. The breast lesions had 
improved less, but were softer than before. On October 
3, however, there was a definite relapse, the lesions appear- 
ing larger and firmer, and a heliotrope margin was again 
obvious in the More active lesions on the breasts, particu- 
larly, the left. Sections showed the lesions to have advanced 
somewhat, the thickening and hyalinization of the collagen 
bundles being more marked. A band of inflammatory infil- 
trate suggested renewed activity. On October 31 the clinical 
condition showed no change. 


Comment.—Clinical improvement, supported by histo- 
logical evidence, occurréd in’ all three patients with 
scleroderma. It was striking in one case, even after 
only’ one week of treatment, and, so far, it has con- 
tinued. In the other cases improvement occurred up: 
to a point, but was followed by re clinical and 
histological. 


Lupus Erythematosus i 


Of the three patients with lupus erythematosus two- 
(Cases 10 and 11) were of the chronic discoid type, and 
another (Case 12) 1s best described as of subacute 
disseminated type. ; 


f Caso 10 


A man aged 39 had had a rash on his face for six years 
and dyspepsia for one year. Bismuth, gold, and arsenic 
had been used unsuccessfully for the lupus erythematosus. 
The’ lesion on September 13, 1950, was symmetrical and 
almost batswing, with distribution over the nose, cheeks. 
and malar and zygomatic regions. Both pre-aur.cular regions 
were affected, and scarring was evident in these sites. The 
lesions were florid, and there were some at an earlier stage 
on the mid-forehead and lower lip. Biopsy showed the 
histological changes typical of lupus erythematosus. The 
only other abnormality was a duodenal ulcer, the presence 
of which was confirmed by a barium meal. The E.S.R. 
was 4 mm. in one hour. The white cells numbered 6.400 


‘per cmm., with 1% eosinophils. The plasma proteins were 


normal, i 
In view of the duodenal; ulcer, H.P.C. was given 
cautiously, with an initial dose of 0.2 g. on September 
20. No increase of dyspepsia followed this or the subse- 
quent administration of 1.2 g. of the drug daily. On 
September 27 the lesions were less florid and showed fine 
scaling, and the malar lesions had small areas of central 
and marginal pallor. A biopsy, however, revealed no 
appreciable change in the histological features. H.P.C. 
was stopped on October 4, at which time the more peri- 
pheral parts of -the lesions had become paler and much 
less noticeable. The patient was discharged from hosptial 
on October 9, with the rather reserved conclusion that the 


` 
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occiput on. May 9. H.P.C®was started, 0.8 g. daily, on. 


June 10, and continued for seven days. The slight fever 
ceased at once and the joint pains disappeared. Three days 
after H.P.C. was stopped fever and joint pains recurred and 
additional nodules appeared on the wrists and right patella. 
This patient was subsequently treated with aspirin and made 
a good recovery. 


Comment—In these four cases, fever and painful 
joints were relieved. Joint swelling rapidly disappeared 
in two of the three patients in whom it was present. 
In two out of four, a fall in E.S.R. proceeded slowly 
and without apparent relation to H.P.C. therapy, 
whereas in Cases 1 and 3 a rapid partial fall coincided 
with the treatment. The drug did not influence the 
heart so far as could be judged by size or quality of 
sounds or murmurs. It is also noteworthy that sub- 
cutaneous nodules in two patients were uninfluencéd. 


Polyarteritis Nodosa ` 2 
Two patients with polyarteritis nodosa were treated. 


Case 5 

A woman aged 63 had‘a sore throat in June, 1950, after 
which fever and anorexia persisted, followed by polyarthritis. 
She was regarded as suffering from rheumatism, and was 
treated unsuccessfully with salicylate. Penicillin and a 
sulphonamide were then tried, also without benefit. Blood 
cultures and agglutination reactions were negative. On 
September 2 she developed pain in the left side of the 
chest and was admitted to Ballochmyle Hospital in charge 

_of Dr. A. P. Agnew. Slight cardiac enlargement and slight 
general oedema were noted. Fever and tachycardia were 
continuously present, the leucocytes being 35.800 per c.mm., 
eosinophils 1%, and haemoglobin 68%. ‘Within a few days 
there was weakness of arms and legs, with loss of deep 
reflexes. Throat culture was negative and the urine was 
normal. Lumbar puncture gave a clear C.S F., not under 
wcreased pressure, containing 20 mg. of protein per 100 ml. 
and 4 cells perec.mm. At this time the sulphonamide was 
stopped and streptomycin was given together with penicillin. 
Slurring of speech and increasing weakness of the limbs 
were now developing, and she was admitted to the Western 
Infirmary, Glasgow, on September 14. 

In view of the severity of her condition H.P.C., 1 g. daily, 
was begun at once in conjunction with aneurin hydrochloride, 
100 mg. daily, by intramuscular injection. Deterioration 
continued, with the development of pericarditis and exten- 
sive complete motor paralysis in all four limbs. Sensory 


loss was also present, but co-operation was not good enough - 


to permit of its delimitation. Porphyrins were not present 
in the urine. On September 29 the white cells numbered 


20.000 per c.mm., with eosinophila of 3%. The dose of. 


H.P.C. was increased to 1.8 g., but on September 30 she died. 
The clinical diagnosis of polyarterrtis was confirmed at 
_ necropsy (Dr. G. B. S. Roberts), when the principal rele- 
vant findings were small infarcts in the liver and kidneys, 
No gross abnormality of brain or spinal cord was found. 
The coronary artery walls were thickened and were con- 
sidered to be the seat of polyarteritis, and vessels in rela- 
tion to infarcts in the liver showed similar appearances. 
A staphylococcal pericarditis was present. Histological 
examination ‘showed the typical vascular changes in the 
peripheral nervous system and elsewhere. 


Case 6- 

“A woman aged 40 had been under treatment for some 
ume for vague, pains said to be rheumatic, for which she 
received probably 2 gr. (0.13 g.) of phenobarbitone daily 
for 10 days. There then appeared redness of face, body, 
and limbs, accompanied by puffiness, a feeling of heat, and 
intense itching. She was admitted to the infirmary as a 
case of dermatitis exfoliativa due to phenobarbitone. At 
that time the leucocyte count was 18,000 per c.mm. with 
37% eosinophils. Within a few days the state of the skin 
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. along with marked generalized oedema. 
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improved, ‘but blood and albumin appeared in the urine 
The blood pres- 
sure began to rise from 150/90 to 200/120 mm. Hg, at _ 
which point a generalized convulsion occurred on August 24. 
This was considered to be a hypertensive crisis. The blood 
urea was 50 mg. per 100 ml. ie 

Five weeks after admission hypertension and haematuria ` 
persisted unchanged, together with irregular fever and tachy- 
cardia. There were alimentary symptoms, nausea, vomiting, 
and epigastric pains which could not be explained on a 
uraemic basis, as the blood urea was now only 35 mg. per 
100 ml. The stools contained no blood. Ophthalmoscopic 
examination showed in both eyes oedema of the papillo- 
macular and peripapillary regions with fragmentation of the 
pigment of the choroid. Patches of exudate with soft edges 
and small clumps with hard edges were seen, while the retinal 
vessels themselves were comparatively normal. The picture 
was thought likely to be that of polyarteritis nodosa rather 
than a hypertensive or renal retinopathy (Dr. R. Leishman). 
On September 21 a biopsy of the right deltoid muscle was 
made. In one of the sections a small artery was seen to be 
obliterated, and in the centre were nuclear dust and an 
occasional eosinophil (Plate, Fig. 1). The leucocyte count 
was 12,200 per c.mm. with 2.5% eosinophils. The E.S.R. 
was 50 mm. in one hour, 

Treatmént with H.P C. was begun on September 30, 1.2 g 
being given daily for 17 days, increased to 2.4 g. for four, 
days, after which it was discontinued owing to nausea and 
occasional vomiting. During treatment the blood pressure 
fell from 190/120 to 160/105. Haematuria ceased, though 
albuminuria still persisted, and alimentary symptoms com- 
pletely disappeared along with fever and tachycardia. The 
E.S.R. fell from 50 to 23 mm. m one hour. Ophthalmo- 
scopic examination on November 11 showed a completely 
different picture. The most prominent feature was the 
new development of a-well-marked’ macular star. Retinal 
oedema had disappeared, as had the exudates of soft and 
woolly” type formerly noted. 

When seen in the out-patient department on November 28 
the patient was very well and had gained 3 Ib. (1.36 kg.) m 
weight. Albuminuria was slight and haematuria micro- 
scopic, while the blood pressure was 140/90 mm Hg. The 
E.S.R. was 8 mm. It was stated that_the vision was improv- 
ing, though no change in the state of the fundi was obvious 
from the last examination. 

Comment.—Twa. patients with polyarteritis nodosa 
were treated with H.P C. One was very ill at the begin- 
ning of treatment, which did not appear to influence 
the course of the illness in any way. Regression of the 
disease is known to occur, and even spontaneous 
recovery, but in our other patient administration of 
H.P.C. seemed to cut short the illness and was followed 
by a remarkable change for the better. The blood 
pressure, high at the beginning of treatment, fell to 
normal, fever and tachycardia ceased, as did nausea, 
epigastric pain, and vomiting, while the lesions in the 
fundi regressed. At the tıme of writing she was gain- 
ing weight and feeling well, though the residual lesions 
in the macular areas had reduced visual acuity and 
albuminuria and mucroscopic haematuria were still 
present. 


ó Scleroderma 


After a preliminary biopsy three PUA with sclero- 

derma received H.P.C. 
Case 7 

A woman aged 66 was admitted To hospital on August 5, 
1950. Two and a half years previously she had noted an 
area of skin on the back becoming " grey and stiff,” associ- 
ated with severe itching. ‘This process spread gradually to 
the abdomen and to the thighs, so that, latterly, movement 
was greatly restricted and she had had great difficulty in 
sitting down and rising from a chair. Walking was done 


i 
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changes in the mucosa and suggested that the bladder was 
lying on the anterior aspect of a pelvic mass. Neither 
ureteric orifice could be identified owing to oedema of the 
bladder mucosa, An indwelling catheter was left in the 
bladder, and a continuous intravenous drip infusion of 
saline was set up ; 250 ml. of blood was also transfused. 


On July 4 her general condition improved, and blood urea 
was now 42 mg. per 100 ml. An intravenous pyelogram 
demonstrated both kidneys to be normally situated, with a 
slight degree of pelvic hydronephrosis bilaterally. 

Abdominal Section—On July 4 a midline subumbilical 
incision exposed the thick-walled bladder, which extended 
half-way to the umbilicus. The uterus was uniformly 
enlarged to the size of an adult organ; both tubes and 
ovaries were infantile and normal in appearance. The peri- 
toneal covering showed no abnormality, but below the utero- 
vesical fold the bladder was adherent to) the lower two-thirds 
of the enlarged uterus. A small finger in the vagina estab- 
lished that the vaginal cervix felt hard, the induration 
extending up into the uterus. There was gross supravaginal 
enlargement of the cervix and a diagnosis of endocervical 
neoplasm was considered, Hysterectomy. was contemplated, 
but was not performed because of fixation of the uterus to 
the bladder. 


The child’s condition remained unchanged for the next 
week except that she started to pass urine without the help 
of the catheter. On July 13, after further vaginal bleeding, 
another examination under general anaesthesia was made. 
The vaginal vault was now the site of a friable ulcer. After 
dilatation of the lower vagina some necrotic tissue was 
removed from the cervical area, and free bleeding followed 
this procedure. A blood transfusion was given and the 
patient was returned to the ward, but in the evening of the 
same day the upper end of the abdominal wound “ burst” 
and a few coils of small intestine prolapsed. The abdominal 
wall was resutured, and then healed satisfactorily. Report 
on the biopsy specimen suggested a mixed epithelial and 
mesodermal malignant tumour. 

The patient’s condition deteriorated gradually and the 
abdomen became very distended and hard. Epigastric veins 
became prominent, the liver enlarged progressively, and 
ascites developed. She died on August 10. 





Fic. A.—Sagittal section of pelvic organs showing h ophied 
Sod ‘port 


bladder, uterus, and vagina, with tumour mass rtion of 
rectum. 
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Fic. B.—Inferior surface of liver studded with secondary deposits. 





Post-mortem Examination 


This was performed on the day of death. The body was. 


that of a rather emaciated female infant. The cervix uteri 
was greatly enlarged by a mass of hard white growth 
(24 by 2 by 1# in —6.25 by 5 by 4.1 cm.) which was friable 
and extensively ulcerated at the lower end. The body of the 
uterus was perched on top of the growth (Fig. A), and the 
tubes and ovaries seemed normal. The bladder was adherent 
to the front of the mass, drawn up, elongated, and somewhat 
hypertrophied. There was dilatation of the renal pelvis on 
both sides, but the kidneys themselves and the ureters 
appeared normal. 
enlargement of the liver (weight 1,550 g.) due to the presence 
of large numbers of secondary deposits (Fig. B), many of 
which were cystic and contained mucoid material. No other 
metastatic deposits were found, and there was nothing 
abnormal in the cardiovascular, respiratory, alimentary, and 
endocrine systems. The primary growth and liver metastases 
were examined histologically, the former showing a poorly 
differentiated adenocarcinoma with more solid cellular areas 
(Plate, Fig. 1). The growth and invaded tissues were very 
closely intermingled, which was responsible for the original 
impression that the biopsy material represented a mixed 
tumour. In the liver, however, the growth was a well- 
differentiated papillary adenocarcinoma, in some places again 
showing intimate mixing with the invaded tissues (Plate, 
Fig. 2). 

The sections were referred to the Consultant Panel in 
Morbid Histology of the Pathological Society of Great 
Britain and Ireland and to the British Empire Cancer 
Campaign. They agreed that the tumour was a papillary 
adenocarcinoma, probably of endocervical origin. 


We are indebted to the Consultant Panel in Morbid Histology 
of the Pathological Society of Great Britain and Ireland and to 
the British Empire Cancer Campaign for their opinion on the 
sections, to Mr. R. Trevor Jones for performing the cystoscopic 
examination, and to Miss M. H. Shaw for the photographs. 
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ADDENDUM.—Since submitting this report for publication 
another account of two cases of carcinoma of the cervix in 
the first year of life has come to our notice. This latest 
report, by G. P. Heckel in Paediatrics, 1950, 5, 924, describes 
two children of 7 and 11 months of age, both suffering from 
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adenocarcinoma of the cervix uteri, demonstrated by histo- 
logical sections. The younger died of the disease on the 
day of admission, having had vaginal bleeding for about 
‘one month. The second was treated by total hysterectomy 
eight days after the onset of vaginal bleeding, and was 
reported well and developing normally 21 months after the 
operation, 





DISSECTING ANEURYSM OF THE 
AORTA WITH RENAL 
COMPLICATIONS 


BY 
H. BREBNER, M.B., Ch.B., M.R.C.P. 


Senior Registrar, Kingston Hospital 
(With SPECIAL PLATE] 


Chronic dissecting aneurysm has ceased to be a medical 
curiosity, and the absence of pain at the time of dis- 
section has often been noted (Gouley and Anderson, 
1940 ; Flaxman, 1942). In the following case there was 
no history of pain until one month before death, and at 
necropsy a long-standing dissecting aneurysm was found. 


Case Report 


The patient, a land-surveyor aged 52, had always enjoyed 
good health. His parents were over 80 years of age. He 
consulted his doctor in September, 1947, because of breath- 
lessness on exertion. There was no history of chest 
pain. His blood pressure was 140/80 and there was no 
albuminuria. He continued to lead a normal active life. On 
November 18, 1949, he developed acute pain in the epi- 
gastrium radiating to the left side and left shoulder and 
finally settling in the left loin. He was admitted to a surgical 
ward, where tenderness was noted in the left loin. His blood 
pressure was 170/110 and the urine contained albumin but 
no red cells. Renal colic was diagnosed ; the pain ceased 
in a few days, and he went home. On December 6 he was 
admitted suffering from increasingly severe dyspnoea. There 





Fie. A.—Aorta at site of dissection. 
rt is seen, then the slit of entry. The smooth surface of the 
False sac is seen just to the left of the probe at the top. 


Ihe normal ascending 
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visible. 








Fic. B.—Kidneys. Dissection of intrarenal branches of left 


renal artery can be seen. Multiple infarcts in left kidney are 


(The left kidney is the lower in the Figure.) 


had been no recurrence of abdominal pain and he had no 
pain during his stay in hospital, He gave no history of chest 
pain at any time. 

On examination he was distressed, with acidotic breathing 
and bleeding from the lips and gums. His complexion was 
sallow and the mucous membranes were pale. Cardiac 
enlargement and gallop rhythm were present ; there were no 
murmurs. Blood pressure was 220/150. Numerous moist 
rales were audible over both lower lobes, but there was 
no increase in jugular venous pressure nor any oedema 
Abdominal palpation was negative. The fundi showed 
numerous exudates and a few haemorrhages. The urine 
contained a trace of albumin and very occasional white and 
red blood cells but no casts. The blood urea was 120 to 
169 mg. per 100 ml. ; haemoglobin, 74% ; red blood cells, 
4,020,000. The urinary output was maintained above 40 oz 
(1.14 titres) daily, but uraemia persisted and the patient died 
on December 21. 

Necropsy 

The heart was enlarged, the right and left ventricular walls 
being thickened (0.6 cm. and 1.5 cm; respectively). The 
aorta (Fig. A) was normal up to a slit-shaped opening in the 
wall 1.2 by 0.3 cm. across, which lay between the left 
subclavian and the left common carotid arteries, and was the 
apex of a dissecting aneurysm. This did not involve either 
of these arteries. The false sac had a smooth lining and 
extended almost completely round the true descending aorta 
in its upper 3 in. (7.5 cm.). The dissection then veered more 
to the left side, where it continued, narrowing, to the iliac 
bifurcation and then along the left iliac artery to the inguinal 
ligament, but only a little way along the right iliac artery. 
No re-entrant was found. There was dissection of the left 
renal artery, the true lumen being flattened and narrowed. 
The dissection continued into the main intrarenal branches 
(Fig. B). The right renal artery was normal. The left 
kidney (9 by 5 by 4.5 cm., weight 106 g.) had an irregular 
shape and on section showed a number of pale yellow 
infarcts. The right kidney (10 by 7.5 by 5.5 cm., weight 
210 g.) appeared normal. The lungs showed congestion and 








Fic. C.—Section across aorta, showing splitting of media. 


bronchopneumonic mottling of the lower lobes. The liver 
and spleen showed venous congestion. 

Histology —Fig. 1 (Plate) is a section through the aorta at 
the site of entry, stained for elastic tissue by Verhoeff's 
method. At the edge of the slit there is disruption of the 
media, but elsewhere the wall shows no abnormality. Cystic 
necrosis of the media cannot be demonstrated. (Sections 
were also examined after staining with van Gieson and 
H. & E.) 

` Fig. C is a section across the aorta 4 in. (10 cm.) below 
the site of rupture, showing splitting of the media. 

Fig. 2 (Plate) is a section across the left renal artery 
showing that dissection has occurred along the outer part 
of the media in the same way as in the aorta. 

Figs. 3 and 4 (Plate) are sections of the right kidney and 
of a non-infarcted portion of the left. Arteriolar sclerosis 
is present in both, the appearances being similar to those in 


hypertension. Dikeni 

Clinical Features—The main finding in chronic dis- 
secting aneurysm is intractable cardiac failure, and renal 
symptoms are seldom prominent, Buckley (1940) 
described two cases with haematuria.. Baer and Gold- 
burgh (1948), who divided their cases into five clinical 
groups, mention the renal, group as the least common. 
The presenting symptom in this patient was pain, pre- 
sumably due to the most recent renal infarction, and 
thereafter the picture, although it included a slight 
degree of left ventricular failure, was mainly one of 
uraemia. The exact nature of the renal lesion was not 
determined before death. Unfortunately the patient’s 
condition prevented pyelography, which in cases of 
renal infarction is usually diagnostic (Regan and Crab- 
tree, 1948). 

Aetiology.—Hypertension is generally accepted as a 
causal factor, but it is not always present in cases of 
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dissecting aneurysm (Mote and Carr, 1942; Schnitker 
and Bayer, 1944). The last-named authors consider that 
it plays only a small part in the aetiology. In the 
present case the date of dissection is unknown, but it 
was apparently long-standing. This opinion is based 
mainly on the discrepancy in size between the two kid- 
neys. The right had hypertrophied to one and a half 
times the average normal size, and the left had shrunk 
to less than half normal. These changes, particularly 
the hypertrophy, must have occurred over a period of 
months rather than weeks, The smooth appearance of 
the false sac was consistent with dissecting aneurysm of 
long standing. Since the’ blood pressure was normal 
two years before death, it is unlikely that hypertension 
was an important factor in causing dissection. 

Renal Infarction and Hypertension.—In a period of 
two years the blood pressure rose to a severe hyper- 
tensive level, and retinopathy, left ventricular failure, 
and uraemia developed. Is it possible that unilateral 
renal infarction was responsible for this? It is known 
that renal ischaemia may cause hypertension (Gold- 
blatt er al., 1934); and Loomis (1946) produced hyper- 
tension in rats by causing renal infarction, There is clini- 
cal evidence that unilateral kidney disease in man may 
lead to hypertension, probably in individuals with a 
hereditary predisposition (Palmer ef al., 1940). In 
patients suffering from rheumatic and coronary heart 
disease renal infarction has caused the rapid develop- 
ment of hypertension (Fishberg, 1942); Wainwright, 
1949), Yuile (1944) maintains that in order to prove 
the presence of the “ Goldblatt mechanism” one must 
demonstrate arteriolar sclerosis in the kidney with a 
normal blood supply without such changes in the 
ischaemic kidney. He could find only three cases to 
conform to these strict criteria. In this case the 
arteriolar changes were of equal degree in both kidneys. 

In the case here described there is no evidence to 
prove that unilateral infarction of the kidney was the 
cause of hypertension. It is certain, however, that renal 
infarction was present at a time when the hypertensive 
process (whatever its cause) was progressing with great 
rapidity, and there is little doubt that the infarcted 
kidney exerted an important adverse influence on this 
process. 





Summary : yi 
A case of chronic dissecting aneurysm of the aorta TEK 4 
described, with dissection of the renal artery and renal č ‘4 
infarction. ae 
The presenting symptom was renal colic, and the main 4 
clinical finding was uraemia. 
It is suggested that the infarcted kidney was responsible í 
for the rapid progress of hypertension. 


I wish to thank Dr. J. C. Lees for the pathological report E 
and for much valuable advice on the case. I am indebted to À Ñi 
Dr. J. W. Joule for helpful criticism, and to Dr. M. H. Fridjohn “a 
for providing details of his examination of the patient in 1947. 5 
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Congenital Syphilis with Acute 
Nephritis 
The , following.. case is presented because of the 


scarcity of textbook references to acute nephritis in 
ee suffering from congenital syphilis. 


Case Report 


A male infant aged 4 months 11 days was admitted to 
hospital on March 21, 1949. Twenty-four hours before 
admission the mother had noticed swelling of the infant’s 
scrotum, followed by swelling of the feet and legs. During 
this period the baby had passed only a few drops of urine. 


Preyious History~-This was the first live birth; the 
mother had been delivered of a stillborn 74-months foetus 
three years previously. Immediately after confinement a 
blood test had been taken, which she understood was ° * nega- 
tive.” Throughout this second pregnancy she had attended 
- an antenatal clinic, but the blood Wassermann reaction had 
not been ascertained. The pregnancy and labour had been 
The baby was delivered at full term and weighed 
9 Jb. 1.02. (4.1 kg). He appeared healthy at birth and 
remained well until he was 1 month old, 


On close questioning the mother stated that from that 
time she had noticed that the baby lay: with his legs in a 
“* frog-like Y position and did not kick. The ankles appeared 
to be tender when touched. About the same time a rash 
_ had been noticed on the thighs and round the anus. The 
: tash -had persisted, but varied in intensity. From the age 
of 2. months the infant appeared to have some nasal obstruc- 
= tion, but no discharge had been noticed. These symptoms 
had apparently not been sufficiently marked to cause the 
-mother much anxiety. The infant had been breast-fed for 
the first six. weeks, and thereafter a dried milk preparation 
“chad been used. He had been vaccinated 12 days before 
» admission without any constitutional disturbance. 


> Clinical. Examination—-The child appeared seriously ill 
"and was very pale. His temperature was 101° F. (38.3° C.) 
and he weighed 14 Ib. 8 oz. (6.6 kg.). There was gross 
“pitting oedema of the whole body. Over the buttocks and 
inner side of the thighs there was a reddish-brown shiny 
“gash with sharply defined edges. The vaccination lesion on 


. the left arm was dry, with a well-formed scab. There was 


«Mo surrounding local inflammation. The throat was obscured 
“by much sticky mucopus, and there was a green discharge 
“from the anterior mares. The lymph nodes of the sub- 
‘occipital, lateral cervical, axillary, and inguinal groups 
“were enlarged, discrete, and firm. No abnormality was 
detected in the heart or lungs. The blood pressure was 
95/45... There was a small umbilical hernia. The liver 
was palpable 2 in. (5 cm.) below the costal margin. It 
“was. firm in consistency, with a well-defined edge. The 
¿i spleen was palpable 1 in. (2.5 cm.) below the costal margin, 
and there was marked ascites. 


Special Investigations~—Urine : Scanty and frankly blood- 
stained ; albumin +++ (Esbach 8 parts per 1,000); deposit 
-contained large numbers of red blood cells, hyaline and 
granular casts. Blood: haemoglobin, 56% (Haldane); white 
cells, 12,800 per c.mm. (polymorphs 36%, eosinophils 1%, 
lymphocytes 61%, plasma cells 2%); urea, 48 mg. per 
Wassermann and Kahn reactions both strongly 
“positive, Radiological examination of both wrists revealed 
bilateral epiphysial irregularity at the lower ends of the 
bones of .the forearm, which showed a disordered reticula- 
tion and marked periosteal reaction through the length of 
the shafts.. Similar changes were seen in the long bones of 
the limbs... The appearances were consistent with congenital 
syphilitic. osteitis and epiphysitis. 


“The mother’s blood gave strongly positive “Wassermann 
and Kahn reactions. She was subsequently found to be 
suffering: from asymptomatic neurosyphilis (C.S.F.: cells, 
37 per cmm. ; protein, 45 mg. per 100 ml. : globulin, slightly 
increased ; W.R., ++; Lange, 5433210000). 


Starting on the day of admission, the infant was given 
procaine penicillin G, 1 ml. (300,000 units) daily, by intra- 
muscular injection, for 17 days (total dose 5,100,000 units). 
On the twelfth day, acetarsol, 1 gr. (65 mg.) daily by mouth. 
was given in addition; but this was discontinued after five 
days because of pyrexia, vomiting, and refusal of feeds. 


After a rest period of 14 days a course of “ acetylarsan.” 
was started, 9.7 mil. (0.014 g.) being given by intramuscular 
injection, once weekly, for 10 weeks (total dose, 0.14 g.). ` 


For three days after admission the baby remained very 
ill, with pyrexia 103-105° F. (39.4-40.5° C.).. Thereafter 
his condition improved gradually. A fortnight after admis- 
sion the oedema and ascites had disappeared. There was 
further enlargement of the liver, but the spleen had decreased 
in size and the lymph nodes were less prominent. The skin 
rash had faded. About this time there was a further bout 
of pyrexia, with vomiting and deterioration in the child’s 
general condition. This lasted for two days, and from then 
on there was steady improvement. On discharge, after 11 
weeks in hospital, the baby weighed 17 lb. (7.7 kg.). The 
liver edge was palpable | in. below the costal margin; the 
lymph nodes were no longer to be felt. The urine con- 
tained a trace of albumin and occasional red cells ‘only. 

The child was seen again on July 11. He was then aged 
7 months 3 weeks and weighed 19 Ib. 6 oz. (8.8 kg.. He 
was alert, active, and of good colour. The blood Wasser- 
mann and Kahn reactions were still positive. The urine still 
contained a trace of albumin and occasional red blood cells... 


Comment 


References to acute nephritis in infants are rare. Most 
authors mention the occurrence of this condition in some 
cases of congenital syphilis but give no figures of the 
incidence. Espirito Santo and Mauricio Correia (1941), 


‘in their report of a case of acute nephritis in a syphilitic 


infant aged 3 months, estimated that about 40% of 
infants suffering from*renal diseases are syphilitic. 


The renal changes in some of these cases are typical 
of acute glomerulonephritis. Yampolsky and Mullins 
(1945), in America, reported a case of a female infant 
aged 2 months suffering from congenital syphilis and 
acute nephritis. At necropsy the kidneys showed exten- 
sive second-stage glomerulonephritis, 


In the case reported here it is interesting to speculate 
on the part, if any, played by vaccination in the produc- 
tion of this clinical picture. It is widely recognized that 
vaccination is contraindicated in infants suffering from 
congenital syphilis, and it is possible that in this case 
the procedure was responsible for an exacerbation 
of the syphilitic infection, with the development of acute 
nephritis as a secondary phenomenon. 


My thanks are. due:to Dr. L. Rosenthal, medical superintendent 
of Wakefield General Hospital, for permission to publish. this 
case; also to Dr. C. C. Harvey, consultant paediatrician, and 
Dr. J. A. Burgess, consultant venereologist, for their help both 
clinically and in the preparation of this report. 


Jean MitTcHELL, M.B., B.S., D.C.H. 


REFERENCES 


Espirito Santo, C. A., and Mauricio Correia, J. (1941). . Pediat. 
prát., 12, 27. 
Yampolsky, J., and, Mullins, D. F., jun. 01945). Amer. d. Dis. 
Child., 69, 163. 





i 


FEB. 24, 1951 


MEDICAL MEMỌRANDA 


é 





Three’ Cases of Carbon Tetrachloride- 


Poisoning with One Fatality 


It is thought’ to be worth while drawing attention once 
again to the hazards of carbon tetrachloride. “This sub- 
stance is often used for cleaning clothes, and when that 
is done in a small room lethal quantities may be inhaled, 
or it may accidentally be drunk, as is shown in Case 1. 
1 
, Case 1 
At about 8 p.m. a naval officer aged.30 drank about 
14 ml. of carbon tetrachloride in lime juice. The carbon 
tetrachloride was kept for cleaning purposes in a gin-bottle 
from which the original label had not been removed. He 
realized immediately what had happened, and was advised 
by the medical officer on board to have his stomach washed 
out. This he declined to have done. He then drank a pint 
(570 ml.) of lime juice and water and vomited a few minutes 
later. Feeling better, he went on to a party, where he drank 
gins‘and beer. Next morning he got up feeling well at first, 
But three hours later vomiting and diarrhoea started. As 
this continued he was admitted’ to the Royal South Hants 
and Southampton Hospital on the second day after taking 
the carbon tetrachloride. 
On admission he was jaundiced and his tongue was dry ; 
_ his temperature was 99.2° F. (37.3° C.) and pulse 80; blood 
pressure 115/65. His livercwas just palpable and was ‘tender. 
His blood .urea was 52 mg. per 100 mi., serum: bilirubin 
2.1 mg. per 100 ml., and serum thymol "turbidity 1 unit. 
Measures were taken to combat fluid Joss, including calcium 
gluconate, “ casydrol,” and glucose-saline intravenously. He 
continued to pass scanty urine, which contained red cells 
but no casts. His condition remained good for about 12 
hours, but he then became drowsy and red in the face, 


following, which cyanosis developed and he became deliri- f 


ous. The blood urea rose to 112 mg. per 100 At 
6 p.m. on the fourth day he was unconscious, and he died 
at 4.30 a.m. on the fifth day, about 104 hours after drinking 
the carbon tetrachloride. 

The abnormal findings at necropsy were as follows: 
Externally there was a light jaundice. The region of the 
epiglottis showed: fibrineus inflammation: The pyloric 
antrum of the stomach was congested, and the small 
intestine contained altered blood., The liver was large 
(2,970 g.) and showed passive congestion and yellow fatty 
change, with small areas of necrosis 2-4 mm. across. The 
spleen was large (390 g.), firm, and red. The kidneys were, 
large (540 g.) and congested and their cortices were swollen. 
Small areas of haemorrhagic bronchopneumonia were found 
in the lungs, and the pleural surfaces showed numerous 
petechial haemorrhages posteriorly. The heart muscle was 
pale, and there were petechial haemorrhages, extensive at 
the base, and slight subendocardial haemorrhages. 


On histological examimation the liver was seen to be, 


almost entirely destroyed. There was advanced centri- 
lobular necrosis, with fatty degeneration of the cells in the 
less affected periphery of each lobule. The pulp of the 
spleen was engorged. The kidneys showed swelling and 
degenération of the tubular epithelium. An occasional 
tubule was. dilated and contained a hyaline cast. No 
changes were seen in the glomeruli. The changes in the 
liver were much more severe than those in the kidneys, and 
it was thought most probable that death was due to hepatic 
failure despite the normal serum thymol turbidity. Villela 
(1948) has, however, found this to be normal in 20-30% 
of -rats and rabbits in which centrilobular necrosis had been 
induced by, poisoning with carbon tetrachloride. 


Case 2 


\A boiler-maker aged 23 was working in a confined space 
below a carbon tetrachloride spray which.was being used 
for removing paint in a liner. It is not known for how 
long he was exposed to the spray. He collapsed, and when 

/ geen by the M.O. was unconscious and cold, with a poor 


1 


colour and a thready pulse. Oxygen was given, and he 
recovered consciousness in 10 minutes, although still lacri- 


, Mose, confused, cold, and photophobic.’ He was seen at the 


. resembling those seen in the “ 


-more than a thimbleful. 


Royal South Hants and‘ Southampton’ Hospital 50 minutes 
later, when his condition was quite normal. . He was given 
calcium gluconate and casydrol by mouth. His urine was 
normal. Two days later his serum bilirubin was 0.15 mg. 
per 100 ml. and serum thymol turbidity 1 unit, and he was 
discharged. When seen three weeks later he was fit. Š 

4 s 


' Case 3 : f ' 
This case was that of a girl aged 3 years. Her father 
had brought home some carbon tetrachloride for cleaning 
purposes in a Ministry of- Food orange-juice bottle. The 
original brightly coloured label was still on the bottle, and 
no doubt’ the child thought: she was helping herself to 
orange juice. At 6.30 p.m. she swallowed a little and almost 
immediately began to get drowsy, but her parents were not- 
worried by this, as it was near her bedtime. Indeed, she was 
given some fish-and chips, which had an immediate and 
most fortunate emetic; effect. Her drowsiness increased, 
however, and she lost consciousness within three-quarters 
of an hour of taking the poison. She was admitted to 
hospital at 8.45 p.m. and given a stomach wash-out, the 
material from which contained a very small quantity of a 
volatile halogen compound. She did not regain conscious- ` 
ness until 12.50 the same night, having been unconscious 
for five and a half hours. Plenty of fluids, casinal in milk, 
and calcium gluconate, 20 gr. (1.3 g.), three times a day, 
were given, and she made an uninterrupted recovery. At 
no time did she show any evidence of renal or hepatic 
injury. The amount of carbon tetrachloride that was swal- 
‘lowed is not known, but her parents stated that it was not 


m 


Comment _ 4 i 

Sydney Smith (1936) states that alcohol given with 
this drug greatly increases its effect, and it seems prob- 
able that the alcohol consumed in Case 1 very soon’after 
the drug increased its absorption in the intestines. ` 

W. W. Woods (1946) reported three cases of fatal 
poisoning due to inhalation of “ pyrene” fumes occur- 
ting aboard ship. In each case there was an interval 
of a few days between exposure and the development 
of symptoms. He described extensive kidney lesions 
crush syndrome,” but no 
such lesions were seen in my Case 1, which was sub- 
jected to a single larger dose than were his three cases 
The typical centrilobular necrosis of the liver has often 
heen described before, and, according to. W. H. H 
Andrews and B. G. Maegraith (1948), it is due to rela- 
tive anoxia of the central portions of the lobules caused 
by swelling of the parenchymal cells of the liver. 


Summary eA 


A case of carbon tetrachloride poisoning is recorded 
in which death resulted from hepatic failure ; reports are 
also given of two other cases which recovered. 

Brief comment is made on similar cases reported in 
the literature. 


- My thanks are due to Dr. H. J. Bower and Dr. K. M. Robert- 
son for permission to publish these cases, and to Dr. H. H. 
Gleave, who carried out the post-mortem examination on Case 1, 
for his help ahd critictsm. 

- A. W. HL Foxe, M.B., B.S., 
Senior Registrar, Pathological Department, s 
Royal South Hants and Southampton Hospital, Southampton. 
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PUBLIC HEALTH IN ENGLAND 


ae History of OBE, M Kubliç Health, 1834-1939. By 
M. Frazer, O M.Sc., D.P.H., Barrister- 
at-Law. (Pp. 498; tation £1 15s.) London: 

Baillitre, Tindall and Cox. 1950. 9 N ‘ 
There have been noble histories of English medicine. 
English public health, on the other hand, has -been 
represented hitherto, by stories and excerpts, shreds 
and patches. Professor Frazer’s book is distinguished 
in that, it is a carefully balanced, well-written history, 
covering the whole of the century in which public health 
administration has been in existence, from 1834 to 1939. 
The author was well aware that public health and sogial 
welfare were so closely interwoven during this period 
of growth that they could not be separated without 
grievous loss of blood, so he wisely filled out His narra- 
tive with references to the striking social changes in so 
far as they influenced .the development of preventive 
medicine. ‘His quiet but firm. emphasis on the affairs of 
Liverpool is honourably deserved for two reasons: the 
great part which that city played in the unfolding drama 
of, public health, and the author’s long and eminent 
service as its medical officer of health. 

- One of the critical tests of, a history of this kind is 
whether it: gives a fair ; apportionment to remote and 
recent past. Sir John Simon’ s English Sanitary Institu- 
tions swelled to enormous proportions as he reached his 
own period, but many other accounts have seemed: to 
suggest that public health ‘as such died with Queen 
Victoria, to be succeeded by a new and ill-defined socio- ` 
medical service. Professor Frazer has shown that this 
is not so. He gives ample credit to the pioneers— 
Chadwick,- Simon, Farr, Southwood Smith, and their ` 
like—but he dogs not forget that there were men /of 

_ Stature in our own times. He is indeed one of the first 
to offer due recognition, in this-setting, to the work of 
men like Sykes, of St. Pancras, who opened a “ school 
for nursing mothers ” in 1907, Ballantyne, of Edinburgh, 

* who was the founder of prenatal care as a public ser- 

vice, and Moore, of Huddersfield, who with the 
enthusiastic support of his chairman, Benjamin Broad- 
bent,- did so much to give force to the infant-welfaré 

. movement. These are but a handful from a basket of 

names. . a 

The chapter on national health insurance is short but 
in good perspective. It gives credit to the- first insur- 
ance commissioners and the successful outcome of their 
unpopular task, under the guidance‘of Morant and 
` Smith Whitaker. In his exhibition of the pattern of 
administrative changes from 1912 onwards Frazer, 

In this. matter - 

“his experience as an administrator has been a sure 

guide. 
situations are of special interest, because the author 
has“drawn from his knowledge a great variety, both 
of past and of recent memory. His descriptions of 


classical outbreaks of disease and their causes are vividly \ 


narrated ; and one may suspect that these studies were 
of close personal interest. 

„This is a book to buy as well as read, for it contains 

f excellent material for reference and has a good index. 

The printing is clear and the text has unusually few 


The sections of the book relating to epidemic ~ 


bibliography in a ' subsequent edition, for he has 
gathered his material from many sources. This may 
also give him an opportunity to complete his foreground 
of public health administration in the post-war years. 

’ , J. M. MACKINTOSH. 


HANDBOOK ‘OF OPHTHALMOLOGY 


Essentials of Pekhaa By Roland L Pritikin, 


o , F.LC.S. (Pp. 561; 215 illustrations. 
£3.) audo ”J. B. Lippincott. 1950. 


There are a number of small handbooks of ophthalmo- 


logy written for the general practitioner and the student, 


but this, small volume deserves and will retain a place. 
It treats the subject-matter in the conventional way, 
preliminary chapters on anatomy and physiology and 
methods of examination being followed by discussion 
on motor and optical anomalies and a general systematic 
description of the diseases affecting the eye and its 
adnexa.. 
the inclusion of a very useful chapter on industrial 
ophthalmology (visual standards’ in industry, injuries, 
first aid, compensation, malingering, and jurisprudence). 

The greatest weakness of the book is its encyclopaedic 
nature, whereby an attempt is made to include accounts 
of too many, conditions, some of them rare and of no 
great importance. , As a consequence the things that 
matter to the general practitioner and ought to matter to 
the student receive too scant attention: renal retinopathy : 
is discussed in 8 lines, diabetic retinopathy in 5, and retinal 
arteriosclerosis in 21, an amount of space roughly com- 
parable to that given to such rare degenerative condi- 
tions of the cornea as Salzmann’s nodular dystrophy, 


‘Koby’s. superficial reticular degeneration, ` or cornea, 


guttata. One feature of the book’ is the excellence and 
clarity of the illustrations, which the reviewer has rarely 
seen equalled, the solid projection of the optical diagrams 
being particularly informative. 

STEWART Duxe-ELpm. 


ELECTROCARDIOGRAPHY 


Praktische eh ney edie 

Third edition. Ep a ; 426 figures. 

Stuttgart: Georg eme, 1950. 
The third’ edition of this book on practical electro- 
cardiography. is a compréhensive survey of the subject, ` 
and the information obtainable by the electrocardio- | 
graph is reviewed. .For the most part the- author dis- ` 
cusses only the three standard leads. He relegates the 
account of unipolar leads and chest leads ‘to a chapter 
at the'end. Only a few contacts are used on the 
praecordium, C being the letter for our CR. He does 
not discuss contacts at higher levels; nor does he use 
unipolar arm leads. This all seems rather old-fashioned. 
A modern book should use all the available informa- 
tion. Here there’ is no synthesis of the newer ideas 
with the old. All through the book much is made of 
the effect of exertion on the cardiogram ; some interest- 
ing results 'are shown, but one feels rather sorry for the 
patients with recent myocardial infarction who aoe to. 
carry out the exercises. 

There are plenty of illustrations. These nearly all’ 
show the three standard leads taken simultaneously. 


M. 


They are quite interesting, but unfortunately in many - 


records the tracings are so close together that they 
become intermingled and hard to disentangle. 
tracings are thin and spidéry, but it is a matter of 


errors. The layout makes reading and reference easy. ~ taste whether one likes them so or not. The captions 


One may hope. that Professor Frazer will include a- 


> 


are clear and full. 


A notable feature in a book of this type is j 


By Franz eae í 


The ` 


‘ 
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‘There are few refererices; such -as there are refer 
almost entirely to papers by the author. The work is 
yery much the expression of his personal opinion, based 
indeed ona full experience. But some foreign names 
might be expected. Among the few noted, that of 


Fallot was spelt wrong. One looks in vain for the- 


syndrome of Wolff, Parkinson, and White, until one 
realizes it is to be found under “ Kent-Paladino.” The 
section on the electrocardiographic changes in pul- 
monary embolism is scanty and no reference: is made 
to McGinn and White. Even the names of ‘Einthoven 
‘and Lewis were not noted. The book is rather too 
narrowly national in outlook. 

An attractive feature is the synopses which end each 
section ; they may be rather dogmatic, as the author 
admits, but they are clear and practical. There is no 
discussion of the modern ideas of the relationship of 
auricular tachycardia, flutter, and fibrillation. The sig- 
nificance of extrasystoles is judged largely on whether 
they disappear on exercise, or return after exercise, 
_or persist throughout; for instance, in assessing the 
ventricular variety, 30 points are judged to be unfavour- 
able and 2 favourable. One wonders whether they 
deserve all this thought (more than Mackenzie would 
have given them). The print is clear, and the German 
is easy to read. : a 

Although some of these criticisms are due to differ- 
ence of viewpoint, or assessment of importance, there 
is ‘much interesting and &stimulating matter, which ts 
easily accessible and well expressed in the synopses. 

TERENCE EAST 


x 
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HEPATIC TUMOURS, 


X Tumeurs du foie. By B. Ninard. (Text, 632 pages: 40 
tables. Atlas, 213 figures on 153 plates. Fr. 3,500) 
Pars: Librairie-le François. 1950. * 

This book is a copious compilation of most of our 
knowledge of the pathology of hepatic tumours, illus- 
trated mainly by photomicrographic drawings done in 
the characteristic style of French atlases. These are 
excellent and instructive, but with few exceptions the 
magnifications are not stated—a serious defect in an 
atlas of this kind. The text is well arranged, detailed, 
and comprehensive, and in the main the pathology is 
orthodox and sound. Undue space, however, is given 
to the author's and Peyron’s peculiar views on the nature 
of teratomata, and an unduly large number of figures 
(no fewer than 30) depict hepatic tissue in teratomata. 
Very full reference lists are given, embracing journals 
in many. languages; these include references to most 
of the important British and American contributions 
in this field. There is no general index; one would 
greatly enhance the usefulness of the work. 


` R. A. Wus. ` 


BANDAGING 


illustrations of Bandaging and First-aid. Compiled by 

Lois Oakes, S.R.N., D.N. (Leeds and London). Fourth 

edition. (Pp. 308; 370 photographs. 8s 6d.) Edm- 

y burgh: E. and S. Livingstone. 1950 
The art of bandaging, which at one tıme held a promi- 
nent place in, the surgical curriculum, went into a 
decline with the advent of the pliable gauze bandage, 
which requires no great skill in application. It was 
the reviewer's experience that very few students up 
' for their final examination in surgery could apply a 
spica bandage to ‘the shoulder with a roller bandage. 
At the present time the art is practised and upheld 
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` more among lay persons who learn first aid than among 


members of the medical profession ‘There has long 
been need for a well-illustrated manual on the sub- 
ject, and in this book the illustrations are good and 
clear and produced on excellent glossy paper, so that 
he who looks may understand. ‘ : 
While we have nothing but praise for the part on 
bandaging, we should have liked to see a little more 
accuracy in the text dealing with shock and haemor- 
rhage. In the list of symptoms found in shock there 
is no mention made of the condition of the pulse. The 
legend under the picture of a person pinned under a 
, heavy beam ıs merely “ Crush syndrome.” The direc- 
tions for stopping .bleeding from. the femoral artery 
are indefinite and those for dealing with haemorrhage _ 
from the dorsalis pedis inaccurate. For the control 
of haemorrhage from the carotid artery the first-aider 
is told to “place the thumbs on either side of the 
neck and press against the cervical vertebrae "—instruc- 
tions which might produce unexpected and dangerous 
results. In spite of these minor blemishes we strongly 
recommend this manual to all first-aiders and to medical 
students who wish to revive a lost art. 


V. ZACHARY COPE. 


BOOKS RECEIVED 
Review ts not precluded by notice here of books recently received 
of the Eye: Clinzeal Application. By F. H. 


A, M.D, FACS. (Pp. 7 84s.) London: Henry 
1950 i 


Phystolo, 
Adier, 
Kimpton 


Yearbook of the Ligue internationale Contre le Rhumaitsme, 
(Pp. 155. 7s. 6d.) London: Secretary-Treasurer, Ligue Inter- 
nationale Contre le Rhumatisme. The London Hospital, E 1. 
1950 


Eyes i Industry. By D. A. Campbell, MA, M.B, BS, and 


others (Pp. 234 30s)’ London: Longmans, Green. 1951 
Your Children's Fee: By C. A Pratt (Pp. 52. 7s. 6d) 
London: Watts. 1951 i ' 


Bacterial Toxins., By W. B. van Heyningen, M.A, M Sc., 
Ph.D (Pp 133. 15s.) Oxford: Blackwell Scientific Publications. 
1950 oT 


Edited by J. V. Meigs, M D, and 


Progress m Gyneco g 
ol. 2. (Pp: 821 60s.) London: William 


S. H. Sturgis, M.D 
Heinemann. 1950. 


Methods of Tissue Culture, By R, C. Parker, PhD 2nd 
revised ed. (Pp. 294 57s. 6d.) London: Cassell. 1950, 


By L. M. Shapiro, M.D (Pp. 34. 


My Baby is Different. 
K 1950. 


$1.00.) New York: Werco Press. 


Traitement Mental et Culture Spirituelle. By A. L, Caillet. 
5th edition. (Pp. 399 No price.) Paris: Vigot Frères 1951+ 


Traitement des © Lassttudes” ou linconnn Familier, By 
Dr. P. Bergouignan. (Pp. 137 No price.) Paris: Vigot Fré:es 
1951. . 

Pusumome et Pnenmopatines Aigues de l'Enfant. By 
Professor G. Mouriquand and Dr. J Savoye. (Pp. 208. No 
price) Pars: Vigot Fréres. 1950. 


Aller, 
Viéville. 


Le Mes. de 


By R. Tournay and R. 
1951 


at Trartement Sclérosant. 
(Pp. 97° No price.) Paris: Vigot Frères. 


VAcuponcture. By B. 
2nd ed. . 22 100 francs.) Paris: Vigot Frères. 


l 
La Pathologie Chirurgi à lInternat: Pathologie de 
VAbdomen. By J.C. Reymond. (Pp. 137. No price.) Paris: 
Vigot Frères. 1951. 


van Rijckevorsel. 
1950. 
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SPENS AWARDS FOR PROFESSORS 


Are the Spens distinction awards to be given to 
professors working in the various branches of Medi- 
cine? The professoriate, aware that their consul- 
_ tant colleagues received their awards some months 
ago, await with some anxiety the answer to this ques- 
tion. In its terms of reference the Spens Committee 
on the remuneration of consultants and specialists 
laid stress on “the desirability of maintaining the 
proper social and economic status of specialist prac- 
tice and its power to attract a suitable type of recruit, 
having regard to other forms of medical practice.” 
This is the crux of the matter of the prevailing dis- 
content and disquiet among professors of medicine, 
«surgery, obstetrics, child health, pathology, and so on. 
‘They see their whole-time non-professorial colleagues 
in the hospital service enjoying their distinction 
awards, while behind the scenes an obscure conflict 
goes on about the payment of these awards to the 
professors working in the same fields of Medicine. . 
The profession must be concerned about two 
aspects of this. The first is the plain justice—or in- 
justice—of the situation. The second is the impact 
of any final decision on the “ power to attract a ‘suit- 

- able type of [professorial] recruit, having regard to 
other forms of medical practice.” Is a man, or a 
woman, to be penalized because he (or she) wants 
to pursue an academic career within the framework 
of the National Health Service ? The difficulty, of 
course, lies in the fact that professorships are univer- 
sity appointments, and the university authorities dis- 
like the idea that professors in the yarious medical 
subjects should receive higher rewards than, say, pro- 


fessors of Sanskrit or Assyrian archaeology. These ` 


authorities seem to be reluctant to have any part in 
the transaction, and some medical professors pursue 
the academic point that they should be paid by one 
agency only—the employing university. But if the 
principle is granted that medical professors should 
be open to receiving the distinction awards on the 
same basis as their non-professorial colleagues, then 
surely there is no reason why they should not be paid 
by the same agency—the Government. Not to bestow 


distinction awards on those occupying professorial i 


SPENS AWARDS FOR PROFESSORS a 





chairs i in the different branches of medicine is surely 
to run counter to justice and to the intention of the 
Spens recommendations. -“In' our opinion,” so the 
writ runs, “this Committee should be empowered to 


, _ recognize special contributions to Medicine in the 


field ‘of research or otherwise, exceptional ability, or 
any outstanding professional work (other than admini- 
strative) by the conferment on selected individuals of 
distinction awards in three -grades.” 


The medical professoriate are a valuable ferment in ‘ 


the intellectual life of our profession. Their’ influence 
is not to be measured in terms of so many elevenths of 
a week spent in the wards or the out-patient depart- 
ments or the laboratories of the hospitals to which they 
are attached. In teaching, in research, in the guidance 


and inspiration given to those working under them ` 


they are of growing importance in the development". 
of Medicine. It is essential not only that the present 
holders of chairs should be justly treated but that 
the younger men and women now thinking of taking 
up an academic career should not be discouraged. 
There is evidence that some of them are being so 
discouraged by the possibility that the outlook will 


be dim if they follow their inclinations. It is to be | 
hoped that the Awards Committee will soon put-all , ; 


doubts at rest. One thing is certain—if the professors 
in the different fields of Medicine are to be debarred 
from receiving distinction awards, such posts in thé 
future will cease to attract the ablest men and women. 
in the profession. 
£ ù 
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DIABETIC STATES 


It is now generally accepted that the term diabetes 
mellitus does not label a single disease ĉntity but 


covers a group of disorders differing in their aetiology _ 


and natural history. Their only feature in common is 
persistent hyperglycaemia, with consequent glycosuria 
and the attendant symptoms of thirst and polyuria. 
The wide. variety of techniques used to-produce a 
diabetic state in laboratory animals has had the effect 


‘on clinical research of diverting attention from the 


pancreas and stimulating a search for corresponding 
mechanisms in human diabetes. 
Experimental diabetes has its clinical counterparts 


in the diabetes which may be associated with acro- 


megaly and Cushing’s syndrome and in that which 
follows extensive disease or removal of the human 
pancreas. It is doubtful, however, to what extent 
hyperfunction of the pituitary or adrenal plands can 


be ,responsible for ,the development of diabetes in. 


those who for the most part show none of the other 
stigmata of disease of these glands. Evidence of 
anterior pituitary over-activity is indirect and comes 


t 
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from two, clinical observations: the first, that some 
children grow unusually rapidly shortly before they 


become diabetic ; the other, that women who become. 


diabetic tend to produce large babies and to: have 
frequent stillbirths, and that this tendency is apparent 
in, their pre-diabetic obstetrical histories as well. It 


is ‘theoretically possible that a disorder of, uric acid ` 


metabolism might cause a diabetic state like that pro- 
duced in rabbits by the uric acid’ derivative alloxan, 
but there is little evidence that this occurs: 

Our present ignorance of the fundamental causes 
of human diabetes makes a comprehensive classifica- 
tion impossible, but there are ‘certain well-defined 
clinical groups into which at least a proportion of 
diabetic patients can be fitted, as Dr. R. D. Lawrence 
pointed out in his presidential’ address to the Section 
' of Endocrinology of the Royal Society of Medicine, 
published in this week’s Journal (p. 373). Lawrence 
“describes two main types: insulin-deficient diabetes, 
and diabetes associated with disturbances of fat stor- 
age. His study of a remarkable case of progressive 
: lipodystrophy- suggested to him that the patient’s 
diabetic state might have, resulted from an inability 
to store fat, and that there was a resemblance’ to 
those middle-aged obese patients. who form so large 
a proportion of the diabetic population. In both 
there was a notable absence of ketosis and a marked 
insensitivity to insulin. Lawrence has coined the 
words “lipoatrophic” and “lipoplethoric” to .de- 
scribe these two types (though the “ lipoatrophic” 
diabetic is a collector’s piece rather than a clini- 


cally significant group). He believes that the “ lipo-. 


plethoric” patient increases his, or more often her, 
stores of body fat until a stage of saturation. is 
. reached. That dietary carbohydrate which is nor- 
mally converted to fat can then no longer enter the 
fat depots, and consequently “ spills over” into the 
blood stream. This attractively simple theory has 
the merit of accounting for .the. well-known clinical 
observation that restricting the carbohydrate intake 
and reducing the weight of these patients not only 
rids them of their diabetic symptoms but may restore 
their glucose tolerance curves to normal. ` This has 
never been easy to explain on the assumption 
that their disorder is primarily one of carbohydrate 
‘ metabolism. 

Lawrence’s other group comprises those patients, 
~ usually young’ and thin, who develop diabetes sud- 
denly and who, if they are deprived of insulin, quickly 
progress to ketosis and coma. They are sensitive to 
insulin, and therefore liable to hypoglycaemic. re- 
actions. After months or years many of them reach 
a stage at which their daily insulin requirements be- 


4 1 See also “Growth and Form,” at p. 403 of this issue. 
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come remarkably stable. Lawrence regards this stage 
as one of “absolute diabetes,” the patients making 
no insulin for themselves and being wholly dependent 
on an external supply. He is careful to point out that 
this state of insulin deficiency may be the common 
end-résult of a variety of pathological processes which 
produce hyperglycaemia sufficiently severe and pro- 
longed to damage the pancreatic islets. l 
A rather different approach to this subject is made 
by Drs. Listef, Nash, and Ledingham, whose paper 
on constitution and insulin-sensitivity in diabetes also 
appears in this week’s Journal (p. 376). They claim 
that a certain proportion of diabetics have a distinc- 


tive physical constitution which allows them to be, 


recognized clinically as members of a single group. 
Their physical characteristics include a small skull, 
neat facial features, an ill-defined jaw-line, a skin of 
delicate texture, and silky hair. Though the majority 
are over-weight, obesity is not an essential feature. 


In a survey of 100 diabetic patients, Lister, Nash, and , 


Ledingham found 37 who conformed to this constitu- 
tional type, which they call type II ; 38 who appeared 


to havé no “family resemblance” (type I); and 20 - 


who could not be classified with certainty. They - . 


compared the insulin-sensitivity of the two main 
groups and found that the mean insulin sensitivity 
of type I was significantly greater than that of 
type II. *However,.they were unable to prove con: 
clusively that this difference was not due to the higher 
proportion of obese patients in type I. This find- 
ing, and the fact that fat women resemble one another 
more closely than do ,people of normal build, cast 
some doubt on the significance to be attached to the 
results of this investigation. In order to prove this 
point a survey of a far larger number of patients and 
the use of more accurate anthropometric tools? would 
have been necessary. 


_— ed f 
SKI-ING INJURIES 


Most ski-ing injuries occur in the first few days of the 
holiday, when the muscles are unaccustomed to the 
abnormal strain. Even experienced skiers will fall 
when exhausted and out of training. The form of the 
sport now most favoured by the British is downhill 
skating on skis in the prepared track of: hundreds of 
others :/the advocates of this type of sport refuse to 
walk one step uphill. The piste (prepared track) can 
quickly change in speed and quality, for a soft-snow 
surface can become ice in a few hours if the weather 
changes. : In deep-snow ski-ing, away from the funi- 
cular, a different technique is needed—the speed is 
much slower and the turns more gradual. - There is 
no doubt that those who climb first and thus develop 
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their muscles are less prone to accidents than those 
who attempt only to skate downhill. 

An injured skier with a serious fracture will prob- 
ably develop severe shock if left for long in the open 
at a low temperature. In those parts of Switzerland 
and Austria where the first-aid service is highly orga- 
nized (as in the Parsenn region) the injured skier’s 
companion—solitary ski-ing is foolhardy—should 
place his surplus clothing under the injured person 
and ski on down to the nearest telephone post and 
ask for help. An ambulance sledge will then be sent 
from the top of the run to pick up the injured man. 
The trained men who bring the sledge usually apply 
a traction splint and take the casualty head first down 
the mountain—a method of transport which looks 
more dangerous and uncomfortable than in fact it is. 
Fortunately injuries are relatively few, considering the 
low general athletic standard of those who have infre- 
quent winter sports holidays. The injury rate among 
those attending ski’schools is said to be very low and 
the type of injury trivial and uncomplicated. `` 


The most common injuries are the twist fractures 


—the “ catching ” of an edge turns the ski outwards, 
causing a‘ twist fracture of the external malleolus, a 
spiral fracture of the tibia, or a tear of the internal 
lateral ligament of the knee. The hitting of a sub- 
merged tree stump or rock under the snow can cause 
a-fracture of the femur or tibia. Most of the frac- 
tures occur in the leg below the knee. The com- 
monly dislocated joints are the shoulder and acromio- 
clavicular, and the clavicle is occasionally broken. 
Severe injuries can occur on ski hoists: the sudden 
jerk of starting may cause the inexperienced to cross 
their legs, and the leverage of the skis against the 


power -of the hoist can lead to a severe twist of the ` 


_ legs. The beginner should start with short skis witb- 
out steel edges. The experts prefer to have their legs, 
boots, and skis in one solid unit if they are to go fast. 
Most bave the Kandahar type of binding, which is 
worn so tight that the skier can bend forwards, hang- 
mg on his skis, touch the ski with his forehead, and 
recover his upright position. The skis must follow 
the leg without any play or lag; only slight ankle 
movement is allowed, and thé boots are so tight that 
the movement in the subastragaloid joint is elimi- 
nated. It is with these very tight bindings that 
very rapid descents are possible under control The 
whole art of ski-ing is completely to unlearn the cycle 
technique of leaning inwards round corners. When 
the lower centres can be trained .to make leans out- 
wards instead of inwards then control is possible. 
Compared with war injuries or those caused in 
road accidents, ski fractures are simple. The Swiss 
usually adopt the treatment of Lorenz Böhler and 
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do not seem to favour the quicker methods which 
have evolved from war surgery. ‘This is quite under- 


standable, for the fractures have mostly to be treated / 


by general practitioners in the mountain villages. The 

most satisfactory method for the simple fracture is 

reduction -under local anaesthesia, then four to five 

days in a padded (or unpadded) cast, with the leg: 
well raised, until all the swelling has subsided. A` 
skin-tight walking plaster with a Böhler iron or rocker 

bar can then be applied. The injured skier usually 

wants to know whether he should go home at once 

or stay on. A journey in a full railway carriage with 

a recent fracture in an incomplete plaster is a ni ht- 

mare, for if the leg cannot be kept elevated it wil} 

become very swollen and painful. If the patient can. 
wait for a walking plaster he will have a much more 

comfortable journey and be less dependent on his 

friends. A fractured femur—fortunately a rare ski- 

ing accident—sets a-difficult problem. The best way 

to treat this emergency is to apply skin traction and 

a Thomas splint. On about the 7th-10th day the 

patient should be flown home for further treatment. 

On the whole the economic difficulties, the journey 

home, and the correct preliminary treatment of the 

injured skier are greater problems than the final treat- 

ment and rehabilitation, for most of the patients are 

young and fit, and anxious to recover quickly. . 


Is it possible to choose a binding which is safe « 


and thus reduce the risk of accident? The Alpina 
type of binding is excellent for walking uphill on skis 
and slow turning, but it gives such poor heel control 
that fast downhill ski-ing is not safe. If the ski wil} 
not follow the foot exactly at speed the control i 
lost and the speed becomes dangerous.. The modern 
Kandahar binding is so tight that the skier has mucb. 
more control and is therefore less likely to fall. If, 
however, he does “catch an edge,” hit a rock, or 
falls forward in deep snow the strain on the leg is 
very great. The Ski Club of Great Britain have intro- 
duced a simple device which will pull off the heel 
spring of the Kandahar binding in a forward fall, - 
but of course the trouble with any such device is that 
the ski may come off too easily. It-is therefore essen- 
tial to attach the ski to the boot with a leather strap, 


or the ski may disappear for good down the moun- 


tain-side—which in itself may lead to disaster. The 
best insurance against an accident is to have strong 
bones and be physically fit. Those over the age of 60 
with osteoporosis should not start to ski, and parents 
should beware of trying to keep up with their children 


. Generally speaking, those over 40:do not make good 


learners and are accident prone, but those who have 
learned in their youth can go on enjoying the sport 
to a ripe old age. 


` 
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GROWTH AND FORM 


it is usually assumed that a doctor has no difficulty in 
diagnosing when an individual is abnormal in size or 
in body proportions. This assumption has little scien- 
tific basis, for information about normal variations in 
the size’ of the body ‘and its parts is limited, and such 
knowledge as exists is by no means widespread. ‘Reliable 
atandards. of comparison are needed for a variéty of! 


purposes : for example, to judge if growth, which is a. 


good index of health in children under everyday condi- 
tions, is following a normal course or not. The task 
of providing these standards demands much care and: 
specialized knowledge, and cannot be undertaken with- 
out the help of modern statistical techniques. Variation 
in the size ‘of children of the same age is due to many 
factors, such as the socio-economic status of the family! 
and differences in the rate of physiological maturity.’ 
, Thus the growth of a particular child can be properly 
assessed only in relation to that of its own socio- 
economic group and after taking into account the stage 
of adolescence it. has reached. 

The average stature of our male adult population 
appears to be unaltered, although ‘maximum, height is 
now: reached at about 20 years old, Compared with 
about 26 years in the nineteenth century.? But children 
of to-day are taller and heavier than even 20 years ago. 
The cause of this is not clear, although an increase in 
growth rate, reflecting an improvement in the standard 
of living as well as unknown genetic factors, is prob- 
.ably involved. ` Post-war reports on Continental children 
show that not only were their average heights and 
weights lower during the war than pre-war but they 

. reached sexual maturity later.‘ This evidence for secular 
changes emphasizes’ the need for continual practical 
revision of standards. ° 

In the normally ‘accepted sense of the word, growth 
ceases after physical maturity is reached. On the other 
hand, changes in form continue to occur because of 
changes in thé tissues of the body, such as fat deposi- 

_ tion, Several anthropometric measurements reflect these 
various tissue changes—for example, the circumference 
of the calf iş a good measure of muscular develop- 
ment, In contrast, the interpretation of measurements 
of stature and weight is complex. Classifications of 


` human’ physique have been made since. the time of ' 


Hippocrates. In this field of -constitutional research a 
recent development of general medical interest has been 
the technique of somatotyping.> The body is assessed 
for the development of three kinds of tissues—the 
viscera, or endomorphy ; connective tissue, or meso- 
morphy ; skin and nervous tissue, or ectomorphy—from 
standardized ‘nude photographs, the development of 
sach tissue being graded in one of seven groups. The 





1 Q; B and Bransby, E, R , Lancet, 1947, 2, 677. 

RE, R. W. B., Arch Dis. Childh , 1948, 23 

3 Morant, G. M., Proc. Roy Soc B., 1950 ast. 443, 

‘ R. W. B., Arch. Dis Childh | 1945, 20, 97 

wt held Ww. H, The Varie Human Physique, 1940. Harper, 
ow F 

$ Drapet, Gy er al Humán Constitution in Cl Medicins, 1944, 
Goober, New, York. Soo also Lister, J., Nash, J., Ledmgham, U., at 


Journal 
5 Morant, G. M., Brit Med Bull., 1947, 8. 25. 
§ Wishart, J. 


FI, R statist Soc., 1939, 6,1 
sehen the lotze in Anthropometry * onp. 418 of thi Issue ofthe 


GROWTH AND FORM 


1 r Burea | ' 
. ` 





standards for young adults fave been fixed, and it is 
ibeliéved that bodies classed in the same somatotype 
change in the same way with age. 

While measurements such as height- and weight are 
sufficient to’ describe the usual massive physique of 
people with cholecystitis and to contrast it with the 
typical slender physique of those suffering from gastric 
„ulcer, they are inadequate to differentiate the physique 
of the thin ulcer patient from that of the thyrotoxic 
patient, because the difference is in the relative amount 
of muscle and subcutaneous tissue. These differences © 
have been described by means of somatotyping. Somato- 
typing has also, for example, made’it apparent that there 
may be two types of physique associated with diabetes 
mellitus, one in those with the pancreatic form of the 
disease and the other in those withthe pituitary form.* 

The technical problems of growth rate and relative 
growth: have their biological importance too, and it 
happens that data on human growth are particularly 
suitable for analysis en detailed anthropometric 
measurements are available. Data on relative growth 
have an immediate application to such environmental 
problems as the amount of working space a man needs 
in different jobs, and, the scientific sizing of clothing. 
So far, study has been of such military problems as 
aircraft cockpit design and the sizing of Service clothing,’ 
but there is equal scope for inquiry in domestic and 
, industrial problems. 

Thus, extended measurement of growth rates’ will 
prove useful both in experimental work and for routine. 
clinical use.* Records of measurements made on the 
game children over a considerable period of time are 
essential to investigation in this field. Unfortunately 
such longitudinal’ surveys are slow and laborious. It 
is worth recalling that as long ago ‘as 1904 the Privy ' 
Council Committee on physical deterioration recom- 
mended that an anthropometric survey should be set up 
The number of recent papers’ shows the considerable 
research on the subject now in progress, and the Medi- 
‘cal Research Council has just set up a Committee on 
Growth and Form, with Professor P. B. Medawar,” 
F.R.S., as chairman. The first need of the committee 
is to know what work is ih progress in Britain, and 
in particular to discover what records of longitudinal 
measurements are already in existence and what is 
being recorded. An analysis of existing records, while 
it could not be expected to show all the detail which 
recent research has demonstrated to be important, might 
be worth making on its own merit, ard would serve as 
a control for a new current survey. 


’ 


TREATMENT OF SCLERODERMA 
The natural course of scleroderma in both its varieties— 
the harmless circumscribed skin form and the general- 
ized progressive type with visceral involvement—is so 
variable that great caution is needed in assessing the 
claims of any form of therapy. . Frequently the disease, 
the aetiology of which is still unknown, appears to bring 
itself to a halt which lasts many years. Sometimes it 
even regresses, leaving little evidence of its ravages ip 
‘the collagen of the connective tissue of the dermis. 
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Many types of treatment after initial promising results 
have in the end proved valueless : in the last five yéars, 
for example, there have been disappointing claims for 
~ intramuscular bismuth! in circumscribed scleroderma, 
and for dihydrotachysterol? and para-aminobenzoic 
acid® in generalized scleroderma. Beerman and Stokes‘ 
in a review of the treatment of the disease in 1949 con- 
cluded that nothing effective was known. 


In 1950 Blanchard and his colleagues,’ while inves- 


tigating how some derivatives of cinchoninic acid 
increase the excretion of uric acid in rats, noted that 
these compounds, like A.C.T.H., also reduce the ascorbic 
acid content of the adrenals. Since this effect could not 
be obtained in hypophysectomized animals they con- 
cluded that the derivatives acted primarily on the 
pituitary, and might therefore be of value in those 
diseases which are benefited by A.C.T.H,, of which 
scleroderma is one. In a further series of experiments 
with some 20 different derivatives of cinchoninic acid 
the most active compound was found to be-3-hydroxy-2- 


phenylcinchoninic acid (H.P.C.), which is relatively non-- 


toxic, and its clinical trial on subjects suffering from 
acute rheumatic fever, rheumatoid arthritis, bronchial 
asthma, and lupus erythematosus gave encouraging 
results in acute, rheumatism but produced little benefit 
in the other conditions. 

The effect of H.P.C. on another series of cases in 
Glasgow is reported this week by Drs. Rennie, Milne, 
and Sommerville on page 383. They agree with the 
American workers that fever and pain in acute rheumatic 


fever is relieved within 48 hours of starting treatment,- 


while there is little effect on rheumatic nodules or heart 
lesions. They found no significant change in lupus 
erythematosus, and their results in polyarteritis nodosa 
were equivocal. 


The most remarkable effect of this new cdu was . 


on three cases of scleroderma. The first, a woman of 
66 with extensive scleroderma on the trunk, thighs, 
and legs which severely restricted her movements, began 
to improve two weeks after a week’s treatment with 
H.P.C. Within one month her movements had returned 
to normal, and her skin apart from pigmentation was 
almost normal. The two other cases also showed 
clinical and histological improvement within two weeks 
of starting treatment, but a return of the sclerodermatous 
process within two months, and thereafter the patches 
remained unchanged. Spontaneous remission could 
account for the course of the first case, but the behaviour 
of the other two suggests that H.P.C. had a beneficial 
though temporary effect : remission followed by relapse 


-is most unlikely to occur in the natural course of the. 


disease. But a recent report’ ‘that frequent intravenous 


procaine injections produced considerable improvement: 


in four cases, though procaine and H.P.C. are chemically 
unrelated, emphasizes yet again the difficulties of thera- 
peutic assessment, and we must await the results of more 
extensive trials with H.P.C. in this puzzling disease. , 
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ANTIBIOTICS AND VITAMINS 


On another page Foy and his colleagues describe a 
patient with a macrocytic megaloblastic anaemia (not 
pernicious anaemia). She responded to liver extract on 
two occasions. At a later date, in relapse, seven daily 
injections of 400,000 i.u. crystalline penicillin G were 
followed by an excellent haematological response dnd _ 
the megaloblasts disappeared from the marrow. This 

remarkable observation may find a possible explanation 
in the already known nutritional effect of antibiotics, an 
effect sometimes rolled the “animal protein factor” 
activity. + 

_ The animal nutritional experiments demonstrating this 
activity are several. Chickens! and other animals do, 
not grow well when’ fed on diets solely of vegetable 
origin, even if all the at present known growth essentials 
are supplied. Something present in fish, meat; or milk 
is needed for optimal growth, and it is not one of the 
known amino-acids or ordinary proteins but a growth 
factor or factors, the animal protein-factor (A.P.F.). If 
an attempt is made to replace this -A.P.F. with known 
substances, vitamin B,, is found to increase the growth 
of animals living on vegetables only, but the improve- 
ment is only partial. Something else.is required to 
replace animal protein completely. For chickens? and 
pigs? residues ‘obtained during aureomycin manufacture 
are a complete substitute for A.P.F., and the excellent 
growth obtained is due to the simultaneous presence of 
aureomycin and vitamin Bu, and may be produced also 
by a synthetic mixture of these substances.‘ Other anti- 
biotics act similarly,‘ penicillin and terramycin being as 
effective as aureomycin.®>® A few grammes of these 
antibiotics per ton of food cause improved (though sub- 
optimal) growth even in the absence of vitamin B., and 
fully replace animal protein in the. presence of the 
vitamin.‘ * 

In the treatment of pernicious anaemia, vitamin B., is. 
usually ineffective by mouth, but, if given this way with 
large amounts of aureomycin, is said to cause remission,’ 
with reasonable red cell responses, though the reticulo- 
cyte count remained low except.in one patient. The 
results may mean that aureomycin improves human 
vitamin B., absorption, and certainly some antibiotics 
given orally increase utilization of vitamin-B,, and cer- 
tain other factors in animals. The observation that 
injected antibiotics do not improve animal growth,’ or 


` vitamin B., utilization in pernicious anaemia,’ supports 


v 


the hypothesis that these antibiotics prevent the intestinal 
flora from using up some substances of the diet and thus 
increase their availability to the animal. 

In Foy’s case, since penicillin is known to be excreted 
in the bile after injection,” large doses of penicillin given 
intramuscularly could become concentrated in the upper 
part of the gut in amounts like those present in success- 
ful animal feeding trials, and lead to improved utiliza- 
tion of dietary essentials. If this is so then oral penicillin © 
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in smaller doses, as used in animal diets, should have 
therapeutic activity. This speculation is made all the 
more attractive when it is recalled that macrocytic 
anaemia is often associated with nutritional disturbances 
in peoples whose diet is deficient in food of animal 
origin. But we need to know more about the effect of 
antibiotics on the intestinal flora before an adequate 


_explanation can be formulated on these lines. 
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` DEEP FREEZE , 


Although in one sense the effect of cold on the bladder 
is widely appreciated, it now appears that in its literal 
application there remains much on which to speculate. 
In a recent experimental study McDonald, Taylor, and 
Heckel! have investigated the results of rapid freezing 
of areas of the bladder wall in dogs with a view to the 
possible adoption of this technique in the treatment of 
vesical neoplasms. Utilizing the method of rapid expan- 
sion of carbon dioxide to produce local cold of — 49° C., 
they were able, with a comparatively simple apparatus, 
to freeze selected portions of the bladder through a 
temporary suprapubic cystotomy opening. Such sites 
on subsequent examination showed clearly demarcated 
areas of complete cellular death extending throughout 
the thickness of the bladder wall but with no interrup- 
tion of the continuity of the interstitial structures. 
Observations at intervals extending up to 56 weeks after 
the time of freezing showed replacement fibrosis in the 
mitscle layers and. regeneration of the surface epithelium. 
There was a remarkable absence of cicatricial contrac- 
tion. This latter point was particularly investigated 
when areas adjacent to the ureteric orifice had been 
frozen, and in none was there any evidence of subse- 
quent ureteric obstruction from fibrosis. Encouraged 
by these findings, the authors applied the rapid freezing 
technique in the treatment of advanced vesical growths 
in three patients, but the results were difficult to assess 
owing to the prognosis being bad in two cases because 
of the extent of the disease. There were, however, no 
immediate adverse complications. ~The mechanism of 
producing cell death by freezing is imperfectly under- 
stood, and factors such as the rate and depth of freez- 
ing and the water content of the cells may affect the 
result. In general the authors considered that malig- 
nant tissue may be slightly more susceptible, ‘but it 


: seems probable that any differential advantage accruing 


from this may be offset by the difficulty of conveying 
adequate cold to the depths of an infiltrating neoplasm. 
It is clear that in this respect deep freezing possesses 
many of the disadvantages of irradiation therapy. 


“ MEDICAL AND BIOLOGICAL ILLUSTRATIO. ” 


Last week a new quarterly periodical was added to 
the number already published by the B.M.A.?_ It con- 


+ tains some remarkable full-page photographs—of col- 


lagen fibres taken through the electron microscope at 
a magnification of 45,000, and the calcified costal carti- 
lages of a woman aged 101. It also has many smaller 
photographs and diagrams, including a number in colour, 
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and the articles briefly treat of such subjects as methods 


` of recording foot deformities, the visual principles under- 


lying the making of animated diagram (cartoon) medical 
films, the design and production of pamphlets to instruct _ 
patients, and. the life of Sir Charles Bell (1774-1842), 
who was artist as well as surgeon-anatomist. 

It is-the declared purpose of the editorial committee 
to provide something more than a place for reporting 
new graphic and photographic techniques. They intend 
to study the educational possibilities of visual aids, to 
discuss their history, and at the same time to provide a 
series of first-rate illustrations which can be used directly 
in teaching, either in the epidiascope or on a wall chart. 
The appeal of the new journal is therefore not only to 
hospital photographers and medical artists, of whom 
there are several hundred in Britain, but also to teachers 
of all kinds, whether in medical school and university 
and secondary school or at evening first-aid classes. It 
should-have a wide appeal to medical men, whatever 
their professional bent. 

There has been increasing interest in the last 15 years . 
in the use of films in teaching, in photographic recording 
of patients, and in the development of good diagrams. 
Thanks to the Cubists, new kinds of pictorial symbolism 
have often replaced the conventional graph and table, 
with gain in clarity and visual interest. Medical artists 
and photographers are growing in number and impor- 
tance, forming a new profession. Yet the problem has 
still to be solved how best to make use of visual aids, 
especially films, which all too often have proved expen- 
sively uninstructive. It is much to be hoped that the 
new journal will help in this. It will have to be on 
its guard against the diseases of technical ttiviality and 
hotchpotch information which lurk in those- subjects 
which are also hobbies. Its eyes are certainly open, 
but it perhaps wants to bring its objects and aims into 
clearer focus. z 

This new venture in periodical journalism will be 

‘watched with the highest interest. Under.wise guidance 
it should have a strong influence on all those who make 
and use illustrations of whatever kind in teaching and in 
papers published in medical and biological journals. __ 


Sir‘ William Douglas, Permanent Secretary of the 
Ministry of Health, 1s to retire from the post on the 
completion of changes to be made there as a result of 
the creation of a separate Ministry of Town and 
Country Planning. He will then be succeeded by 
Mr. J. M. K. Hawton, at present Deputy Secretary, 
whose place will be taken by Mr. I. F. Armer, now 
Under-Secretary. Sir William Douglas, who is aged 60, 
succeeded Sir John Maude as Permanent Secretary in 
1945, having been Permanent Secretary of the Ministry 
of Supply for the previous three years. During 1937-9 
he was Secretary of the Department of Health for, Scot- 
land. Mr. Hawton became Deputy Secretary at the 
Ministry of Health in 1947, having entered the Ministry 
as Assistant Principal 20 years previously. Mr. Armer 
was chairman of the Welsh Board of Health in 1940-4. 
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` REFRESHER COURSE FOR: GENERAL PRACTITIONERS 


| ORTHODONTICS: DENTAL ' DEVELOPMENT IN CHILDREN ` 


BY 


LILAH CLINCH, B.A. F.D.S. R'C.S. 
Consulting PS Children's- Hospital, Birmingham ' 


Orthodontics has bei defined as “the study of the 
growth and development of the jaws and face particu- 
‘larly, and the body generally, as influencing the position 


- of the teeth; the study of the action and reaction,of - 


internal and ‘external influences on this development ; 
and the prevention and correction of arrested and per- 
verted development, 4 


i 


r Normal Devciopaces 


The relation of the upper to the lower jaw is changing 
‘from'an early stage of foetal'life. It has been showh 
that an initial’ projection of the ‘lower jaw gradually 

` decreases and is succeeded at fourteen weeks by a pro- 
jection of the upper jaw. At birth the gum pads åre. in 
approximately the same relation to each other.as the 
teeth will be later. Malrelation or malformation of the 
jaws can often be seen in the newborn. 


As the’ teeth erupt they should occlude in a definite 


i 


' cusp-and-groove relationship ; and, as the teeth must, 


erupt where the bone is, the occlusion will be abnormal 
if the jaws have not grown normally. Growth is at its 
maximum in the early stages of development, and the 
foetus grows more rapidly in the month before birth 
than at any other period. During this month the foetus 
increases its. weight by 1% each day.. During the first 
year of post-natal life the baby grows rapidly, and 
H. A. Harris has called this the first “springing-up ” 
' period. From,1 to-.5 years the child grows more slowly 
and. more steadily. This is the first “ filling-out ” period. 
From 5 to 7 there is a second springing-up period. ‘It is 
at this stage’ that the child increases rapidly: in height, 


` 


begins to lose his temporary dentition and to cut his per- ' 


manent teeth, becomes thin and long in the leg, and 
exchanges the chubbiness of babyhood for the charac- 
teristic family countenance. 


— Between 7 and ‘li or 12 the second filling-out period - 


occurs, with steady ‘growth as its characteristic, to be 
followed by the third springing-up -period at puberty. 
The changes associated with the rapid growth of puberty 
give place’ to the third and last fiilling-out period as 
puberty is succeeded by the, penga of adolescence. 


‘Factors Affecting Normal Development 


The provision of a favourable environment is of great 
ımıpbrtance in preventing maldevelopment of the jaws, 
and this is necessary before the child has any teeth and 
many years before he is seen by a dental’ surgeon. 
Breast-feeding aids the normal development of the jaws. 


Therefore when an infant is bottle-fed it is important | 
that the teat should be such that the child can obtain . 


the milk only by. a pushing and munching movement of 
the mandible, similar to that of breast-feeding. Whether 
the child is breast-fed or bottle- fed he should be suckled 
sitting upright ; if a child is held horizontally the weight 
of the breast or bottle presses back the chin and prevents 
' the normal forward growth of the mandible. Thumb- or 


finger-sucking or the use of a dummy can have the same | 


$ 
a 
a k kd 


N 


effect, and if there is a tendency to malformation: of the 


jaws the maximum damage is likely to occur from these ' 


habits, 


ri 


Premature Loss of Deciduous Teeth—It is most >, 


important that the deciduous teeth should not be lost 
prematurely. The deciduous molars are not replaced by 
their permanent successors until the age of 9 or 10, and 
their early loss can be a serious matter from the point 
of view of mastication and nutrition, In addition, their 
premature: loss inhibits the growth of the surrounding 
bone, and allows the posterior teeth to- drift forward, 
thus closing the spaces for the permanent teeth, which 
are therefore unable to erupt into their normal positions 
Early conservative treatment of, the deciduous teeth is 
essential if they are to be preserved; these teeth have a 
larger pulp chamber and a correspondingly thinner layer 
of enamel and dentine to protect the pulp than: the per- , 
manent teeth. A small cavity exposes the’ pulp; there- 
fore the teeth must be treated when the first sign of 
decay is observed. Unfortunately the teeth are often 
neglected until the child is 5 or 6 or is suffering pain 
By then there may be no alternative but to extract the ` 
painful tooth. But only teeth which are painful or the | 
seat of an abscess should be extracted. Treatment with ` 
silver nitrate will help'to harden caries and prevent pain 
in many teeth in which the decay has. extended too: far 
for the insertion of à filling. Black and discoloured . “ 
teeth may be quite healthy ; they will masticate food and 
direct the growth of their permanent successors quite as 
well as.those of normal colour. 


Sucking Habits——Habits in’ children are a potential 
cause of deformities of the jaws, as has already been 
mentioned, , It-is best to discourage the starting of 
habits: But ‘when thumb- of finger-sucking is established, 
and particularly when there is a tendency to malforma- 
tion, it is desirable from the orthodontic point of view to 
stop the habit. It is usually not difficult; a friendly 
talk from the doctor explamung' the reasons why the 
habit is harmful ts in many cases all that is necessary 
and is far more effective than ‘constant remindings from 


parents. A co-operative child who is trying to stop the `’ 


habit but who finds the thumb goes into the mouth 


' during sleep can be helped by.a collar slipped up over 


the elbow at night., The child should make the collar 
(corrugated cardboard stuck with sticky paper is all that 
is necessary) and he should put it on himself. Children 
should not be forced to’stop these habits but should be 
given all possible help to do so. It is also possible to 
construct plates which make sucking habits uncomfort: 


‘able ; but if a plate is worn ıt ıs important that the child 


should not know that it is there to stop the habit ; it will 
be tolerated more réadily if it is worn to es the 
teeth,” as indeed it 1s. 


Faulty Lip Posture.—A child whose lips are Spar at 
rest should do exercises to alter their static position. If 
there is no‘ nasal obstruction a mouth-screen worn at 


night outside the teeth and under the lips and cheeks 


r 
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makes mouth breathing impossible and is very effective 
in correcting faulty lip posture. s 

Arrested Bone Growth—Harris has shown that there 
is arrest of growth in the long bonés at times of ill-health 
in childhood ; even the specific fevers can leave traces 
in the long bones, which can be seen as lines of arrested 
growth in radiographs. The general health of the child 
has a considerable effect on bone growth. This is par- 
ticularly important in the case of the jaws, which are the 
only bones in the body to contain pegs of predetermined 
size: the teeth can fit into their correct positions only 
if the bones of the jaw have reached their full dimen- 
sions. If the jaws are abnormally small the teeth will be 
crowded. 


Types of Deformity 


Orthodontic malformations are of three main types: 
first, subnormal jaws in which the alveolar bones are too 
small to accommodate the teeth correctly but in which 
the jaws are in normal relation to each other ; secondly, 
a posterior relation of the mandible to the maxilla ; and, 
thirdly, an anterior relation of the mandible to the 
maxilla. It is also possible to find cases in which the 
maxilla is either anterior or posterior to the normal, but 
these occur less frequently. The commonest malforma- 
tion in this country is a posterior position of the-man- 
dible (Fig. 1) ; this is very often congenital, but it can be 
produced by thumb-, finger-, or lip-sucking, or by any 
interference with the normal forward growth of the 
bone. If forward growth does not occur a horizontal 
space develops between the upper and lower incisors ; 
soon the lower lip occupies this space and the pressure 
exerted by it tilts the upper incisors forward, resulting 
in the typical “ rabbity “ mouth. The initial fault is in 
the mandible, and this must be corrected if a permanent 
improvement is to be obtained. An abnormal relation 
of the jaws may be complicated by having either alveolus 
subnormal in size ; for instance, it is usual to find a very 





Fic. 1—“ Kanis mouth”: posterior position of mandible. (a) Before treatment; 
(b) same case two years after removal of appliance. 


small maxilla associated with an anterior position of the 
mandible, as in the Hapsburg family. 


When to Inspect 

The teeth should be examined from the age of 3 years, 
and if any sign of decay is observed fillings should be 
advised. It is often found that after an illness the ten- 
dency to caries increases. This may be because of a 
general lowering of resistance, but it can be due to in- 
adequate oral hygiene during the illness. Any obvious 
malrelation of the dental arches should be noted. At 
5 years of age there should be spacing between the deci- 
duous teeth. During the second springing-up period. 
between the ages of 5 and 7, malrelation of the jaws can 
be recognized from an examination of the facial con- 
tours and profile. It is not necessary to look into the 
child’s mouth to discover the malformation ; it can be 
seen in the shape and position of the jaws. As the child 
gets older the condition gets worse, because normal func- 
tion is interfered with. The lips lie in abnormal positions, 
and this again may add to the abnormal pressure on the 
bone. 

Prevention of Deformity 


The care of the general health is the most important 
factor. Local factors, such as normal suckling, the stop- 
ping of harmful habits, and the care of the deciduous 
teeth, aid in preventing deformities. Although the only 
definite knowledge of the eair of malformations is 


in those cases in which the cause has been purely local, - 


there is little doubt that in most cases the causative fac- 
tors begin to affect development either before birth or 
within the first two years of life. 


Treatment of Established Deformity 


Indications for Active Treatment.—Treatment is indi- _ 


cated if there is a malformation which interferes with 


the facial appearance, mastication, breathing and lip- 


function, or the health of the dental 
tissues. The first of these is given 
priority of place because it is the 
most obvious, but many factors 
must be taken into consideration 
before deciding whether or not a 


occlusion of the teeth, the condition 
of the teeth and gums, the appear. 
ance, the general health and 
physique of the patient, and the 
ultimate prognosis without treat- 
ment must all be considered. 

Age for Treatment.—If a defor- 
mity occurs in the deciduous denti- 
tion which will prevent the normal 
eruption of the permanent teeth it 
should be corrected at this stage. 
For instance, the upper incisors 
may become locked behind the 
lower ones (Fig. 2). The upper 
incisors can be moved forward 
before their roots are absorbed, and 
the permanent teeth will move with 
them and erupt in their correct 
positions. In cases with sub- 
normal dental arches expansion 
should be carried out before the 
roots of the deciduous molars are 
absorbed, as these roots will carry 


particular case shall be treated. The . 
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Use of Appliances 


Appliances are divided into two 
groups: (1) fixed—not removable 
by the patient and not under his 
control except to a very limited 
extent ; and (2) removable—that is, 
removable by the patient and more 
or less under his control. Remov- 
ability or not of an appliance is 
a point on which as a rule little 
weight should be placed in making 
a choice ; efficiency is of far greater 
importance. However, some chil- 
dren cannot be relied on to wear a 
removable appliance, although they 





Fia. 2.—Upper deciduous incisors locked behind lower incisors. (a) Before treatment ; Fic. 4.—Fixed appliance used to 
(6) after treatment. correct deformity shown in Fig. 2. 


the permanent teeth wih them (Fig. 3). Therefore will wear a fixed one without the slightest thought of 
7 years of age is the best time to start treatment. interfering with it. 

Abnormal relation of the upper to the lower jaw can The essential requirement of an appliance is that the 
usually be corrected if the treatment is started early. pressure used to move the teeth should be so weak that 


Although good results can be obtained ey en in the treat- no permanent damage is done to the teeth or the sur- 
ment of adults, the prognosis is better and the wearing 


of appliances much less troublesome in young patients. 

Methods of Treaiment—It is often very difficult to Ze 
decide whether teeth should be remos ed to make space j 
where the arches are subnormal. In young patients the 
contour of the face is the best guide. A face which is 
already thin and peaky may be permanently ruined by 
the interference with bone growth after removal of 
teeth. In older patients extraction may be the only 





5.—Appliances used to correct deformity shown in Fig. 3. 


method of obtaining space for overcrowded teeth. Fia. 





rounding tissues. Fixed appliances have 
an advantage in that weaker springs can 
be used, as they are protected from stress 
and strain by the main arch or frame- 
work of the appliance ; if the appliance 
is fixed to the teeth the child is unlikely 
to fiddle with it. Efficient springs of steel 
wire 0.15 to 0.35 mm. in diameter can be 
used on these appliances; the frame- 
work of 1-mm. wire is attached to molar 
rings cemented to the teeth (see appli- 
ances shown in Figs. 4 and 5). The 
springs are adjusted before the appliance 
is fixed and can be left without further 
adjustment until the teeth have moved 
into the required positions. 

The design of springs on removable 
plates is similar to that on fixed appli- 
ances, but the range is more limited and 
as a rule a stronger wire must be used. 
The framework of plates is usually an 
acrylic base. Some plates can be worn 


Fig. 3.—Expansion of maxillary arch in a patient with a cleft-palate: before, at night only; this has obvious advan- 


during, and after treatment. (Published by permission of the British Dental tages, but their use is limited chiefly to 
Journal.) 





7 


t 
Fes: 24, 1951 





altering arch relationship; and many forms of mal- 
occlusion cannot be corrected by them. :! 

. With most children few practical difficulties occur 
during the wearing of appliances i in the home, particu- 
larly with fixed appliances, which two days after inser- 
tion are often forgotten. 
extra care must be given to tooth cleaning, and this will 
ne supervision until a satisfactory routine is estab- 
lished. 
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AN EXPERIMENT IN SOCIAL 
REHABILITATION 


BY 


DAVID F. THOMAS, M.B., B.Ch., B.D., Ph.B. 
à B.A.0., F.R.C.S, 

Orthopaedic Surgeon, Scunthorpe and District War 
Memorial Hospital and Lindsey County Council 


~ 


In the last decade “ rehabilitation ” and “ physical medi- 
cine ” have rightly taken their place among the means 
advocated for. the restoration of the sick to full health, 
but there is a danger that their recent prominence is 
fostering an outlook which lays undue emphasis on the 
restoration of physical fitness only and too little on the 
restoration of moral or mental fitness. Many rehabilita- 
tion centres attached to hospitals differ only in degree 
from the physiotherapy department from which the 
patient has graduated to them. Except for an increase 
of his physical fitness they add nothing to the effort to 
restore him to a normal life. 

In a long illness one must make many mental adjust- 
ments to a new life of dependence and passivity. After 
such an illness readjustment to former activity in normal 
society does not readily follow even if physical fitness is 
completely recovered, and the readjustment becomes all 
the more difficult if there is a permanent residual dis- 
ability. Restoration of a normal attitude to self and to 
society must therefore be a major concern in the full 
rehabilitation of a patient and must ‘take equal place 
with the restoration of physical fitness. This readjust- 
ment to normal society despite physical handicaps may 
-conveniently though perhaps crudely be termed “ re- 
socialization.” 


t 


Scunthorpe Remedial Recreational Club . 


This club, which began in 1949, has as its aim the 
resocialization of the sick or injured: by the activities 
of a club of which they hold temporary membership. 
Its development has been slow and limited, but I 
believe its existence and its activities are worth record- 


ing both to stress the principle that proper balance |` 
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When appliances ate worn ` 


" ability to banish the “ 


e 


should be maintained in rehabilitation between the , 


` physical and mental and to show what can be done 
with the existing facilities of a town to put this principle 
into practice in a specially effective manner. 

The activities of the club are centred on two weekly 
meetings. On one night of each week there is a two- 
hours session at the gymnasium of one of the local 
schools. Here, under the guidance of a subcommittee, 
pastimes, games, and handicrafts are organized. These 
include ordinary children’s games and other games such 
as volley ball, deck quoits, and table tennis; “ group 
‘work "—for example, Greek dancing, choral speaking, 
and free art ; handicrafts—for example, sewing and rug 
weaving, embroidery, lamp-shade making, and Barbola 
work. Sometimes a film is shown. There is no regi- 


ks 
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‘mentation. It 1s essential that the atmosphere should 
be that of a “club” and not that of an “ institution ” 
The organization and teaching of the different games, 
pastimes, and handicrafts are carried out by voluntary 
workers. 

For one‘ hour on another night of the week one of the 
tanks in the local swimming-baths is put at the club’s 
disposal. There is a rota of voluntary helpers from the 
local swimming club and other local organizations to 
teach swimming and to'help the disabled in the water. 
Equipment is provided for swimming lessons and water 
' games. Tea and cakes are served after the swim. These 
swimming sessions constitute, of course, an excellent 
form of physical rehabilitation for many of.the patients, 
particularly those affected with anterior poliomyelitis 
Onc has only to see the transformation effected in the 
disposition of some patients who have had many months 
of physical treatment at the local hospital to believe 
that the real value of this swimming session lies in its 
patient ” complex and restore the 
self-confidence to carry on, even though disabled, ina 

normal way in normal society. 

For both these sessions of the club the local ambulance 
service provides transport for those who are unable to 
travel by public transport. 


{` 


Club Membership 


It is the intention that membership of the club should 
be temporary ; “that the club should act only as 2 drain- 
ing ground or bridge between the hospital environment 
and normal society. Thus, on reaching a certain stage 

-of proficiency, members are transferred from the Reme- 
dial Recreation Club to ordinary membership of the 
local swimming club and cease to attend our swimming 
sessions. In this way the club achieves its object of 
resocialization. It would only defeat that aim if mem- 
bership were allowed to continue indefinitely. 

In addition to the two sessions described the activities 
of the club have included also the organization of 
outings to the seaside, and to the theatre, pantomime, 
and ballet, often with the assistance of other local 
voluntary organizations. 


The club is open to all patients who, having been 
vetted by the committee, are regarded as likely to benefit 
_from its activities. Though most members have ortho- : 
- paedic disabilities, it is not the intention of the club to 
confine membership to such cases, nor is membership 
restricted to hospital patients, but includes any suitable 
case sent by a general practitioner. The Table shows 
the cases at present attending the club. 










Disability Total 


N 


pmt puh pat tot Lad Da CA Lad I, 


Anterior poliomyolıtıs 
Congenital deformities 







Tani 


Infantile spastic plegia Pr 
Fractures and amputations.. 
Tuberculous arthritis 


| [| ee menad 


Paralysis agitans .. 
Dissemmated solorosis 


- The success which the club achieves ig not' something 
that cán be submitted to statistical analysis and demon- 


strated scientifically. It can be ‘shown only by the 
changes effected in the- individual cases, and these 
changes are often of an.intangible nature. 
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-, Iam sure that an organization of this nature has its 
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A young lady aged 27, with infantile paralysis of nine! 
years’ duration affecting both upper and both lower, limbs, 
lived in a rather remote village. She got about in a wheel- 
chair, but remained almost entirely confined to the house. 
She had very little interest either in her own personal appear- 
ance or in anything ‘else. One month after joining the club 
she had her hair “permed” and began to use make-up. 
She has been to dances in a wheel-chair ; she can now swim 
after a fashion, and has 'been-to swimming galas ‘and polo 
matches ; ‘she has travélled with her ‘sister by train to’ the 
Infantile ‘Paralysis Fellowship Lantern Hotel at’ Worthing 
and has spent a holiday there ; she has now started a small 
business of her own. ` ` s em i 


\ 


ar S, 
Aims and Policy ; 
The’ gensral policy of the club.is controlled. by a 
committee which includes members, of the hospital 
medical staff, general practitioners, the lady almoner ‘at 
the local hospital, the secretary of the local swimming 


i = $ 


` club, the secretary of the local disablement advisory 


board, the assistant county youth organizer, members 
of the physiotherapy department of the: local hospital, 
_ the medical officer of health, a representative-of the local 
ambulance service, representatives-of the patients them- 
selves, and representatives of other local voluntary 
organizations. The patients who are members of’ the 
` club are particularly encouraged ‘to take part in the. 
organization and administration of the club’s activities 
.as a means to developing self-confidence and initiative. 
The club is a public body with’ an ,annual'‘ general 


public meeting. ‘It is, supported solely by voluntary | 


contributions. - ~ at zn 
The present scope and future development of the club 
‘are greatly hampered by the absence of a single estab- 
lishment in which all its activities could be conducted. 
The achievement of a club house with full facilities is 
the main practical problem with which the committee 
ig at present concerned. 4 : 
place in modern medicine. ;It is essential that it should 

be -maintained-as a voluntary concern free of all -regi- 
mentation: Only thus can it convert the passivity 


of the patient in hospital life into the activity of fellow- 


sat 


ship. in normal social: life. i 
ao. \ $ i 
Rehabilitation as generally’ practised is too restricted. 

The restoration’ of a patient to normal or as near to` 

normal as is physically possible must’ take account not, 

only of his physical condition but equally of his mental 

attitude. f ‘ E 
‘The Scunthorpe Remedial Récreation Club is an example 

of an experiment in the practical application of this con- 


cept of social rehabilitation. In its present form it serves - nd 
` them that they had great privileges ; they had a high position 


also as an example of what use can be made of facilities 
already existing outside a hospital. -> à 


Anyone interested may obtain information about’ the detailed 
‘organization of the club from the honorary secretary, Miss E. 
‘Jackson, lady almoner, the Scunthorpe and District War 
Memorial Hospital. : : . 

ve b D 


' Antivivisectionists received a defeat in the United States 


. in last November's elections, according to, the Journal of 


the American Medical Association of January 13.' The 
people, of Los Angeles voted 357,393 to 261,699 to permit 
unclaimed cats-and dogs in the city to be used for experi- 
mental purposes, while in Baltimore’a proposal to ‘prohibit 
the scientific use of stray dogs was defeated by 160,000 to 
38,000. ‘ . y | n , , ’ p3 
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`~, co-operation. ; 
He was’ impressed, with the close connexion’ in post- ` 
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' EXPERIMENT IN SOCIAL REHABILITATION ©), amas 


MINISTER OF HEALTH AT ROYAL COLLEGE 
, OF SURGEONS ` : 


A large number of distinguished guests were entertained by 
the Royal College of Surgeons at its Hunterian festival 


` 


s dinner on February 14, Mr. Hitary Marquanp, M.P., ‘the - 
Mınister of Health, in proposing the toast of “ The College,” `- 


said’ that in that assembly, which was more than,150 years 
old, he was in some degree representing the new among 
the old: He-had newly undertaken a‘ very important 


‘os > and responsible duty, and he was approaching ‘it: with-the _, 
greatest caution, He felt, as anyone in his.shoes was bound: 


‘to -feel, that he had in front of him a great opportunity. 
When Mr. Lloyd George established the Ministry of Health - 


~and made his friend Lord Addison the first occupant of the ` 


chair, he had had, as he often declared, a new and inspiring 
idea, the idea, of the Minister of Health. Unfortunately. > 


“ such was the’ arrangement at that time and since, the 


new function was connected intimately with the old func- 
tion of the president of the Local Government Board. He 


was sure Lord Addison would agree: that he had not always’ ” 


had the opportunity he would have liked—-to have been a 
real Minister of Health. So he personally looked forward 


with anticipation and hope to the new_opportunity of making - 


his department a real “ Ministry of Health”; and of ‘being 
able to-concentrate for the first time, in a way that'no other 
Minister of Health had ‘been able to do, on the work of 
maintaining} sustaining, and improving he health of the 
with: the 
professionally. ~ i ; 

The _point' of view of the Ministry, and the Government 


was simply summed up in the phrase: “You and I are ' 
‘the State, we constitute it, we: maintain it, we use it to < 


defend , ourselves, 
ourselves 7” . 


` After referring to some points in‘ the history‘ of the 


why “should ‘we pot use it to 
` ke 


help 


“College, Mr. Marquand went on to' say that what had , 


interested him most was to read of the big developments 


that they had made, especially recently, in the prosecution ~ 


of research and education. He had spent a great part of 
his life:in education in the university world, and he did 


“understand whatrresearch meant ‘and* what principles‘and ' 
‘ austerity must govern the prosecution of research. For his 
part, if at any time he was called on’in, any way-to ensure ` 


that medical research should be carried on, he gave them ' 
his assurance’ that 


graduate Work: between the College and the, countries of 


the’ Commonwealth. They had reached out not merely to. 
‘encourage other members of the-Commonwealth to follow . 


their standards, or attain, their levels’ in examination, but 
they had reached out to help and encourage them to build s 


. ‘up hospitals for teaching and treatment. ae 


Hè did thank the College for what it did. He reminded . 


of repute and esteem in society; and he was sure that they 
felt, as he’ did, that position begot obligations. They had, , 


however, in addition, history and the inspiration of great ~ 
tradition and high standards, and they tried to combine them - 


with the achievements of modern science and education ‘for™ 
the benefit of mankind. He admired what they had done: 


he. appreciated its value and highly esteemed the spirit ir. 
which: they undertook those tasks. ‘He did not ‘think he, 


went too far if he said, when thinking of. obligations, that 


. they and he could co-operate, recognizing the necessity of 


privi'ege and ať the same time recognizing that that produced- 
duty and oblivation. Ifhe was right in interpreting that that 
was the way they felt, then he thought they should never 
have.anything but the most temporary and, trivial disagree-, 
ménts between them. \* ” on cart 


` 


they would have his fullest possible , 


help of: those who were skilled ~ 


wea 


! 
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Stewardship of the College 

Sir Ceci Waxe ey, President of the College, replying to 
the toast, said that it was pleasant to be able to welcome 
to the College a new Minister of Health so early in his 
term of office, and he thanked him most sincerely for the 
Very friendly terms in which he had proposed the toast. On 
that day it was the duty of the President to render an account 
of the Council’s stewardship of the Hunterian tradition. It 
had been the acquisition of the Hunterian collection that, 
‘had first made the College primarily a scientific institution, 
and, although the collection had suffered severe loss during 
the war, it had been their first case since the war to rehabili- 
tate it. To Professor Wood Jones, who * had lavished so 
much care and ability on its restoration, had been given 
their highest award of merit—the Honorary Medal. Now, 
as never before, the museum was helping postgraduate 
students in their pursuit of knowledge, and the library, 
closely linked with the museum as it had always been, was 
also unprecedentedly busy and frequently packed to capacity ` 
with readers. 

It was with ‘regard to Hunter's famous advice to Jenner, 
“Why think? Why, not try the experiment ? ” that research 
was carried on in their departments’ of anatomy, pathology, 
and physiology, at the Buckston* Browne Farm, and in the 
Ophthalmological Research Unit. The College was fostering 
more research work within its own walls and elsewhere than 
at any previous time. It was pleasant to record the appoint- 
ment of Dr. David Slome as Professor of Physiology and 
Bernhard Baron Research Professor in the College. He must 
also mention ‘the close liaison and cordial relations existing 
between the College and the Imperial Cancer Research 
Fund, and the award of the Honorary Medal of the Col- 
lege to Professor W. E. Gye, in his Jast year of office as 


- Director of the Fund and Professor of Experimental Patho- 


logy in the College. 


Last year the College had celebrated its one hundred and ` 


fiftieth anniversary. It had been a proud day for them when 
Her Majesty the Queen accepted the Honorary- Fellowship 
and graciously attended in person to receive the Diploma and 
sign the Roll. His Royal Highness the Duke of Gloucester 
had honoured the College by his presence at the one hundred 
and fiftieth anniversary dinner, a memorable occasion when 
congratulatory addresses had been received from many 
universities, medical, schools, sister colleges, and learned 
societies—tokens of esteem for which they were truly 
grateful. 

Overseas ties had been further strengthened by Sir Regi- 
nald Watson-Jones, Sims Commonwealth Travelling Profes- 
sor, by holding in the College International Congresses 
of Otolaryngology, Ophthalmology, and Radiology, and by 
the award of Honorary Fellowships to Professor Nager, 
of Zurich, Dr. Bailliart, of Paris, and: Professor Vail, ot 
Chicago. 

He then came to two of their activities which went back 
far more than 150 years—examining and teaching. Hospi- 
tals in increasing numbers were seeking the recognition of 
‘ the College as training-grounds for the Fellowship and wilt 
lingly raised the conditions of tenure of their house appoint- 


ments to the level demanded by the College. The recent _ 


examination policy had been a departure from an isolationist 
attitude. * Not only had overseas examinations been con- 
tinued, but Fellows of the College from Australia had 
examined in both Primary and Final Fellowship Examina- 
tions, and reciprocity of Primary Fellowship Examinations 
had been established between the College and the Royal 
Australasian College of Surgeons. There had been con- 
siderable interchange of examiners for the primary examina‘, 
tion for Fellowships in Surgery in the British Isles, and they 


now had an agreement for reciprocity of Primary Fellow-—- 


ship Examinations between their College, the Royal Col- 
lege of Surgeons of Edinburgh, the Royal College of Sur- 
geons in Ireland, and the Royal Faculty of Physicians and 
Surgeons of Glasgow. That reciprocity would take effect 
between some, and probably all, of the corporations con- 
cerned on June H}. 


2 £ 
Institute of Basic Medical Sciences An 


Teaching by means of lectures and demonstrations had 
been an activity of the College or its forebears-since at 
least 1540, and professors of anatomy were appointed by the 
Gorporation of Surgeons as long ago as 1767. So it was 
on very deep foundations that the present structure of post- 
graduate education, had been built. In February, 1945, a 
short-course of lectures on anatomy and applied physiology 
had been given; this had now: expanded into a vast pro- 
gramme of courses in the basic medical sciences, in surgery, 
and in allied specialties including anaesthetics and dental 
surgery. In this field also they had avoided isolationism, 
and many of their lectures on specialist subjects were 
arranged in collaboration with the appropriate Institute of 
the: British Postgraduate Medical Fedefation. In the basic 
medical sciences the College had un uestionably become 
the postgraduate centre in this: country, and in their teach- 
ing of these subjects they were seeking an alliance with the 
University of London through the British Postgraduate 
MedicaliFederation. To this end they had formed an Insti- 
tute of Basic Medical Sciences, and had appointed as dean 
Professor Geoffrey Hadfield, their Sir William Collins pro- 
fessor of human and coniparative pathology. This institute 
would cover postgraduate educational work in anatomy, 
applied physiology, and pathology, and would also include 
the department of pharmacology which it had ‘been recently 
decided to establish. When these arrangements had come 
to fruition they would be properly equipped to perform 
what was at the same time one of the oldest and newest 
functions of the College. 


g> The New Buildings 


When they consideréd the future, their thoughts turned 
inevitably to building plans, with which was coupled in 
gratitude the name of Lord Webb-Johnson. The plans for 
the new buildings were well advanced: there would be a 
Great Hall, and. over it new museums, the gift of the Well- 


_ come Trustees. There would be the Nuffield College of 


Surgical Sciences, to take about 100 fesident students, and 
there would be substantial additions to their lecture-rooms 
and laboratories. Subject to the granting of the necessary 
licences, they would start building this year. The financing 
of these great projects was not without its anxieties: they 
had’ received magnificent gifts of £250,000 from Lord 
Nuffield and £80,000 from the Wellcome Trustees. The 
restoration fund had now reached a total of £210,000, thanks 
in great part to the generous and loyal response of the 
Fellows of the College. He was glad to say that the Mem- 
bers also had now responded to an appeal and were contri- 
buting in large numbers. Nevertheless, they were still some 
£400,000 short of their needs for „building alone. 

Professor ERNEST FINCH, vice-president, proposed the toast 
of “The Guests.” As a Hunterian experiment, he sub- 
jected each guest and his activities to an inspection, 
beginning with the Archbishop of York,_and said why he 
thought John Hunter, would have approved of their being 
invited to be present. 


The Reply of the Archbishop of York 


The ARCHBISHOP OF YORK, responding to the toast, said he. 
would like to thank and congratulate the speaket who in 
such a worthy and kindly speech had proposed the health 
of the guests. There were, he thought, two or three matters 
on which they would all agree. First, they had all had a 
wonderful dinner. They, had also in that fine company 
found ample assurance in feeling that they could drink any- 
thing that they desired without any possible danger of 
unfortunate after-results. He had felt that at a medical 
dinner and he thought with equal confidence he could feel 
it at a surgical dinner. Then there was another reason. 
Recently he had been at a banquet, and during a sudden 
silence one of the guests was heard to remark, “ The best 
of a show of this kind is that we need not wash up after- 
wards.” On that occasion they had neither got to wash up, 
nor had they got to put away afterwards. But there was still 
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. withholding of the necessary permission. 
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another reason why they were grateful for the invitation. 
All of them, had a great admiration for and deep sense of 
gratitude to the profession. i 

‘Mr. PHILIP MITCHINER, vice-president, in proposing the 
toast of “ The Hunterian Orator,” gave a vivid and amusing 
account of Sir Max Page’s adventurous and distinguished 
career. 
exposition of the life and work and aims of John Hunter 
would agree that he had taken, as the 86th Hunterian Orator, 
a worthy place among those great men who had preceded 
him. l 

Sir Max Pac, the Hunterian Orator, replying to the toast, 
said that the origin of the commemorative office was obscure, 
but that distinguished surgeon and philosopher, Wilfred 
Trotter, having consiilted the authorities, had come to the 
conclusion that a habit’of primitive man was responsible 
for the business, not unconnected with the idea that he 
acquired the spiritual and physical qualities of his hero by 
eating him. He had to confess that his own sensations had 
been more those of the sacnficial victim of the celebration. 
The commemoration of the life and work of John Hunter 
was still worth while, for his activities formed an example 
and a stimulus to the medical men of the present generation 





SOUTH AFRICAN VIEW OF THE 
CANCELLED JOINT MEETING 


Below we reprint the leading article from last week’s South 
African Medical Journal (February 17, p. 108) on the 
cancellation of the Joint Meeting. 


Our readers will by now be aware of the distressing situation’ 


resulting from the cancellation of the Jomt Meeting arrang 
between the British Medical Association arid our: own Medical 
Association this year. 

As soon as the possibility of certain passport difficulties was 
appreciated, the Association tried to make certain that none of 
our colleagues who might accept the invitation to jom us in a 
scientific gathering would be exposed to the risk of any incon- 
venience. The Minister of the Interior was advised that 
application for entry into the Union from members of the British 
Medical Association might come from colleagues of various races, 
colours, and creeds, He was asked to give an assurance that 
these facts in themselves would not debar our overseas colleagues 
from entry into the Union for the purpose of a purely scientific 
gathering. ‘ : 

It will generally be agreed that it would be unreasonable for 
any Minister of any Government to give an unqualified permis- 
sion in advance for the entry of non-Union nationals into the 
Union. It was, however, reasonable to anticipate that tho 
Minister might have couched his reply in such a way as to reassure 
officials of the British Medical Association and ourselves that 
no application would be refused on the mere ground of race or 
colour or creed; nor, we feel sure, would the British Medical 
Association or ourselves have disagreed with the Minister if he 
had qualified an assurance with the reservation that in individual 
cases political but not racial considerations might necessitate the 
It is well known that 
in many parts of the world citizens have had their freedom of 
travel curtailed, but the reasons have always been ideological. 

The Minister's decision, of course, is a political one. In our 
view every attempt should have been.made to. eliminate purely 
political factors ın the consideration of a request based on the 
need to organize a purely scientific function devoid of all partisan 
political principles. 

Our distress is the greater in view of the virtual cultural and 


-~ scientific isolation which „has now been imposed upon us, through 


ao choice of our own, at a time when the Interdependence of 
nations for the common scientific good has never been greater 


‘and more, necessary. 


The Minister’s decision may also have consequences much more 
far-reaching and distressing than he may have contemplated, 
because any international conference, even if it is innocuously 
devoted to purely scientific matters, now becomes virtually 
impossible if it is to be convened in South Africa. 

The British Medical Association is an Association affiliated 
to our own Association, and we fully understand the principles 
which motivated our colleagues in their decision to cancel the 
Joint Meeting for this year. We deplore the occasion which 
required thém to do so and which falls so far short of our 
heretofore 'proud ‘traditions of South African hospitality 
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Those who had been privileged to listen to his | 


' Nova et Vetera 
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SUCCESSFUL PRACTITIONER > 


The Life of Dr. John Radcliffe (1652-1714), Benefactor of the 
University of Oxford. By bell R. Hone, M.A.(Oxon). 
D D (Lambeth). (PR: 450; illustrated, 15s.) London’ , 
Faber and Fabér. 1950. 


What qualities make a successful and fashionable pracu- 


tioner? These were so eminently exhibited by Dr. Jolin ' 


Radcliffe that to enumerate them would go far to picture 
him and to outline Bishop Hone's cheerful little book. As 
with all professions, the will to succeed comes first.’ To 
these add a good degree of technical competence, a pleasing 
presence, tolerance of fatigue, judgment of character, the 
clinical instinct ripened by experience, good heart, good 


“sense, and a certain healthy indifference to the opinions of 


others. All these were possessed by Radcliffe, who, like 
many other successful practitioners, had more practice for 
his warrant than warrant for his practice.. Yet he was'a 
somewhat over-robust and cynical figure, noticeable for 
these qualities even in his own over-robust and cynical 
age. . 

Radcliffe amassed an enormous fortune. His biographer 
is perhaps -too charitable—as befits his cloth—in assuming 
that this was mostly made from fees. In the year of the 
South Sea Bubble, which burst in 1720, there were other 
altars than those of Aesculapius on which a physician, con- 
fessedly avid of gain, might light -his fires. Aesculapius 
leans contemplatively upon his serpent-clad caduceus, but 
Merctry, the god of trade, brandishes his aloft. The 
character of Radcliffe’s monetary accounts, which are now 
available and are partly here recorded by Bishop Hone, 
suggests that his great fortune came largely from skilful 
investment in these money-mad years. 

Radcliffe added neither to the science nor to the art of 
medicine, but he did have some qualities which made him 
approach to greatness, though he ever kept a respectful 
distance therefrom. If he was often mean, he could be 
also magnanimous, and occasionally even nobly so. A man - 
of humble birth and with no patrimony, he fought for his 
own hand and fought successfully ; but, if he was a snob; he 
was never a hypocrite. He had neither wife nor child, so 


that he could afford to be—and he was—a conspicuous giver . 


during his life, and he thoughtfully and wisely disposed of 
what he could not take with him to the grave. 

His monuments are certainly noble. Among those ‘at 
Oxford, with which Bishop Hone is chiefly concerned, are 
the Radcliffe Infirmary, the Radcliffe Camera and Radcliffe 
Library, the Radcliffe Medical Travelling Fellowships, and 
the Radcliffe Observatory, which is still one of the most 
striking eighteenth-century buildings in Oxford, though its 


work is now done in South Africa. These will long keep 


him in memory, which this attractive little book sweetens 
by removing some of the libels that are still repeated in 
the anecdotes of him. ‘ He was certainly no semi-illiterate 
braggart, though he was hardly a wit, as wit is reckoned 
nowadays. He was a sensible, shrewd practitioner who 
followed the best practice of his day. He reduced bleed- 
ing, he gave relatively simple prescriptions, he insisted on 
fresh air—all novelties in his,time. Above all he followed 
the Hippocratic advice, “ At least do no harm.” He had 
quite enough classical knowledge to read Terence: Adprime 


„Jin vita esse utile, ut nequid nimis—* The most important 


thing in life [as in medicine] is never to overdo anything.” 
Many patients had good cause to thank his nequid nimis in 
his own day, and in our day many of those who study the 
sciences, medicine, and the arts have good cause ‘to ‚be 
grateful for his large and lavish hand. Like most human 
beings he was full of contradictions, on many of which 
this book throws light. 


CHARLES SINGER 


t 


i 


; 


Fes. 24, 1951 


7 
\ 


Correspondence 





T 





. Homoeopathy . 

Smr,—The Royal London Homoeopathic Hospital has been 
established, I understand, for a hundred years, Presumably 
it is well equipped with laboratories and x-ray apparatus 
for the investigation of disease. It seems a pity that some 
physician or surgeon on its staff does not publish figures and 


Statistics for some disease treated solely by homoeopathy. ' 


Scientific investigation requires exact figures. Without them 
discussion is waste of time.—I am, etc., 


Eastbourne, S. A..McSwiney. 


Sin,—May I add a few notes on this subject r 

The homoeopathic principle is made use of, although the 
therapist seldom realizes it, and may even deny it, when 
r rays are used for the treatment of carcinoma; vaccines 
for microbial infections ; spectacles for headaches ; artificial 
sunlight for dermatitis, classified or unclassified; and in a 
targe number of prescriptions which are just regarded as 
“good tips.” The discovery that carcinomatous cells are 
more vulnerable than normal ones, or any other “ rational ” 
or “scientific” explanation, does not alter the fact’ that 
the thing which is being used as a remedy is capable of 
causing a lesion similar to the one for which it is being 
used as a cure, The minute*dose is not an essential part 
of homoeopathy. í 

Homoeopathy is not suitable for all types of minds. What 
proportion of your readers would spend time inquiring if 
the rheumatism is better or worse or uninfluenced by move- 
ment, time of day, wind or’rain, and what the patient’s 
reactions are to company, noise, sympathy, and similar 
stimuli ? Yet all these, and more, may be necessary to 
select the correct remedy. It is much simpler to give 
salicylates. J have spent as much as two hours selecting 
the remedy, chosen the wrong one, and repeated the pro- 
cess twice before getting the correct one, in my younger 
- days, but when the right one was found the results were 
worth the trouble. It is not true that homoeopathy cannot 
.make the patient feel worse. The remedies are similar to 
vaccines in some ways, when used in the highest dilutions, 
and the occurrence of a negative phase in the local symp- 
toms, provided it does not extend to the constitutional ones, 
18 a good sign in a chronic case—I am, etc., 

Wilpthtre, near Blackburn. A. HERBERT GREGSON. ' 


Sir,~-I_ was for 50 years an allopath, I have known 
the broad principle of homoeopathy since my earliest days 
of medical studentship. I have known that homoeopathy 
does not make any specific claim to treatment of diseased 
conditions of the human body. Simila similibus curan- 
tur means similars are cured by similars. This is observed 
in the “cure” of inflamed parts by the application of heat, 
as in poulticing, or indeed by many forms of counter- 
irritation, ` ‘ 

Sidney Ringer, in his fine book Materia Medica and 
Therapeutics, advocates the exhibition of vin. ipecac. in 
minimum doses of one drop, say, every half-hour to stop 
vomiting; half-drachm doses to cause vomiting. I think 
it is now 60 years since I read in Lionel Beale’s fine 
book Minor Ailments that 4 gr. of hyd. subchlor. placed 
on the tongue of the sufferer every hour for 24 hours 
would abort an acute tonsillitis. More recently I read some- 
where, perhaps in the columns of our own Journal,-of the 
treatment of seasickness by doses of vin. ipecac. and pure 
chloroform, one drop of each in gome simple vehicle. I 
myself sent to the Journal a note on a hitherto inveterate case 
of “rheumatism ” whose subsequent freedom was obtained 
free, gratis, and for nothing from the bites of white ‘or red 
ants. The patient was a woman who fell asleep ‘on a hot 
day at a picnic resort, the name of which I cannot for 
the moment recall. My note was published. Most of our 
modern treatments, even down or up to the smallest doses, 
ate examples of the homoeopathic claim: Similia similibus 
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curantur. I have exhaustively tried all the remedies men- 
tioned here for many. years, with anything from 75 to 90% 
of “ cures.” G 

In one of Professor Greenfield's (Edinburgh in the 
‘nineties) papers J read of the ‘observed facts of the 
calcification of tuberculous’ glands in cows. I always 
gave my tuberculosis cases smali doses of calcium. It 
occurred to me that the same treatment might secure the 
drying up of eczema and ulcus cruris, and I put my cases 
under the calcium regimen—this may not be homoeopathy 
nor yet allopathy, but it paid me and my patients handsome 
dividends !—I am, etc., 


Chelsea, S.W 3. _A. R. Bates 


Sir,—-Professor Lambert Rogers’s somewhat explosive 
reply (February 10, p. 298) to Dr. Oliver’s simple ‘question 
tells us little about homocopathy, but, incidentally, quite a 
good deal about Professor Lambert Rogers: It matters not 
at all what was said about homoeopathy in 1861 by Oliver 
Wendell Holmes, who was much more interested in pungent 

‘literary expression than ‘in the patient investigation of 
scientific truth. A little study.of elementary logic woulc 
reveal to Professor Rogers that the argumentum aa 
verecundiam is no argument at all. 

It is quite irrelevant to refer to cértain erroneous idea: 
on pathology beld by Hahnemann; many of the patho- 
logical conceptions held by his distinguished contemporaries 
make amusing reading to-day. The principle of similars h 
not affected by any ideas on pathology, old or new, any 
more than Newton’s contributions to science are affected 
by the rather fantastic notions he held on other subjects. 

It is easy to say that infinitesimal doses do not act. The 
appeal of homoeopathy is to experiment, and both expen 
ment and experience prove and confirm that they do act. 

As to whether homoeopathic physicians are knaves or fools 
I suggest that the incidence of knavery in the Faculty is no 
higher than in the profession as a whole, but would concede 
that, if homoeopathy is the stupid nonsense which Professor 
Lambert Rogers says it is, then the charge of foolishness 
can fairly be maintained. Finally, who but a fool would 
spend time and trouble working out and individualizing 
cases when there is always phenobarbitone 7—1 am, etc., 

Liverpool ` F. B. JULIAN. 


Sm,—One of the ‘chief stumbling-blocks td’ the ready 
acceptance of homoeopathic therapeutics is the common 
‘idea that its basis is merely giving. small, or infinitesimal 
doses of ordinary drugs or remedies. It is not the! crude 
pharmacological action that is used, but the peculiar form 
of biophysical energy which is liberated from any substance 
when its material content is attenuated by the special 
process of “potentization,” which involves step-by-step 
succussion and “dilutién.” This is quite different from 
dilution in the ordinary sense. By this process, drug-energy 
is liberated and stored in the “diluent” as a specific form 
of energy which retains certain characteristics of the original 
crude substance, just as a radio wavelength will reproduce 
the original effects of its specific transmitter. High poten- 
cies—that is, extreme attenuations—are beyond the range of 


` chemical analysis, yet they are effective clinically, and can 


be detected physically by means of the emanometer ; much 
recent research on this fascinating subject has been carried 
out by Dr. W. E. Boyd, of Glasgow, and others. 

_ Potency energy, if correctly applied by the physician, wili 
stimulate the patient and restore his disturbed balance, which 
has shown itself by symptoms or signs of “disease.” The 
selection of the remedy is done according to the law of 
similars (known to Hippocrates and Paracelsus) by match- 
ing as closely as possible a drug-picture obtained by 
“ provings” on healthy human beings with the disease- 
picture in the patient., The homoeopathic approach is 
essentially an individual one: the sick person is treated 
in a-specially detailed way, and is not given a routine 
remedy based on the name of his disease.—I am, etc. 

Garrogate, B. CLIVE NICHOLSON. 


** This correspondence is now closed.—Ep., B.MJ. 
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` Status of Naturopathy 


Sm,-——Dr. R. E. W. Oliver's inquiry with regard to 
homoeopathy (January 27, p. 192) includes a disparaging 
temark in respect to naturopathy. This is uncalled for. 
Naturopathy is concerned with the fundamental conditions 
of life upon which health and disease largely depend. 
A week earlier you published a letter by Dr. Hector W. 
Jordan (January 20, p. 137) with the title “ Health, Diet, 
Soil,” and on February 3 (p. 250) a letter from ‘Dr. N. C, 
Penrose under the same title. These deal with two aspects 
of naturopathy (diet and soil), while air, sun, water, and 
exercise are others. We, the undersigned, are a group of 
practitioners who are applying all these principles in our 
practice with, convincing results. We urge our colleagues 
to apply naturopathy in their own practices, since in so 
doing they will be striking at the real roots of much of the 
ill-health of civilized man.—We are, etc., 
B. P. ALLINSON. 

E. K. LEDERMANN. CYRIL V. PNK. 
GORDON LATTO. EDWARD MOORE. 
Douctas LATTO. f 


ELse F. MEYER. 


London, W.. 


Whooping-cough Prophylaxis and Treatment 


Sm,—It seems a pity that whooping-cough vaccine is not 
more used for the treatment of this distressing disease. 
Prophylactic treatment has deservedly caught the fancy of 
the practitioner—I think via American research—but 
“ hamaphylaxis,” treatment of the already existing infec- 
tion, has not, or so it seems from inquiries I have been 
making. \ 

In 1907 Professor Bordet kindly sent me a culture of 


his ‘then newly isolated B. pertussis, and I inoculated with- 


a vaccine made therefrom a series of 1,000 cases at Great 
Ormond Street and St. Mary’s Hospitals, greatly increasing 
the dose from the ultra-cautious suggestions of Professor 
Bordet to about the present-day dosage. It proved a great 
success for both prevention and treatment, and I frequently 
received the fervent thanks of harassed mothers and nurses 
for quiet nights regained. 

I then got interested in other immunological work, and 
did not go back to whooping-cough when the first world 
war was over. I am writing thus belatedly in praise of 
this vaccine treatment because I recently came across 8 
bad case of whooping-cough in a woman of 45 which seems 
to have been cleared up by it very satisfactorily. 


She had had a very bad cough for some time, but on December 
29 last her cough became so bad that she was quite unable to 
sleep and remained entirely sleepless for ten days in spite of drugs. 
That was her exact story: and it is certainly true that, being a 
hard-working woman in the day-time, she had ‘become quite 
hysterical from fatigue and lack of ‘sleep through the coughing. 

I verified that it really was whooping-cough by the cough-plate 
technique, getting thereby a plate spattered all over with the 
dewdrop-like colonies of pertussis. As the cough seemed to be 
getting worse and worse, I gave a tentative dose of vaccine of 
250 million organisms, and 24 hours later she got sound sleep at 
last, for the cough had stopped; two days later it began again 
slightly, but after a dose of 500 million it promptly stopped again. 
[t'started very slightly once more, so I gave a dose of 900 million 
—and she has had no cough since. These three doses occupied 
just one week. I then tried another cough-plate, and careful 


examination could not disclose one single pertussis colony. As’ 


a placebo I gave one further dose of 1,000 million, but I think 
it was not needed. 


It cannot be guaranteed that every time small curative 
` doses of a pertussis vaccine ate given we shall get an 
equally dramatic result; but, from what I recollect of my 
whooping-cough cases before the first world war, this vaccine 
ig always worth considering. I found it extremely bland, 
producing little or no reaction. A 

There is another aspect. Whenever an infection is brought 
to an end by immunity (either by those naturally occurring 
auto-inoculations which for millions of years have served 
-nd saved our ancestors, or artificially by a prepared vaccine) 
the patient is not likely to have a second attack, because he 


7 


now possesses some immunity-producing mechanism, and 
probably some reserve of immunity too. That is, of course, 
the only reason why whooping-cough occurs only once in 
the lives of most of us. If, however, a powerful antibiotic 
like “ chloromycetin ” is employed to end the infection sum- 
marily, then the patient is no better defended than before 
the attack, and may even be in a worse state for resisting 
a second infection. Certainly a whooping-cough patient 
cured by antibiotics should at once have a course of prophy- 
lactic inoculation to replace this deficiency in immuniza- 
tion. These antibiotics are a magnificent life-line to be 
thrown to those struggling in deep waters ; but, if our patient 
is liable to tumble in again, he had better perhaps be taught 
to swim out again by immunization.—I am, etc., 
London, W 1. JOHN FREEMAN. 


i. 


General Health and Allergic Response, 


Sm,—At a meeting of the British Association of Allergists 
held recently the subject was brought up by Dr. Cohen of 
pruritus in an adult resulting from eating apples. It was 
stated that the patient in question only sometimes suffered 
from pruritus after eating apples, and that at other times 
apples appeared ‘to exert no ill effect. Mr. Francis men- 
tioned that he believed that many clinical allergic reactions 
only appeared when the patient was generally in a poor 
condition and unfit. This, of course, may explain why so 
many men with allergies—for example, asthma, hay fever, 
vasomotor rhinitis, etc.—lost their symptoms and were quite 
fit while training in the Army, only to experience return of 
ag old symptoms when they. were back again in civilian 

a ; 

In association with this, I would like to mention a case 
of my own in which a man of 70 suffered from pruritus 
when he ate apples. If he stopped eating apples, the pruritus 
stopped. If, however, be continued eating apples and 
testosterone propionate was administered at the same time, 
he did not suffer any more from pruritus. Is this, there- 
fore, a case of curing or ameliorating a specific disease by ~ 
improving the general health of the patient, without even 
treating the specific condition ? I think it is, but I would 
welcome other comments.—I am, etc, 


Liverpool. A, E. BERNsTIEN. 


Chicken-pox and Chloramphenicol 


Sm,—I should like to report a severe case of chicken-pox 
in which a dramatic recovery followed treatment with 
chloramphenicol. 


On January 3 a boy aged 6 developed chicken-pox that ran 
a very mild course. He had a slight temperature for two days, 
there were very few spots, and he hag almost recovered in a week 

On January 21 the father, aged 35, developed a temperature of 
104° F. (40° C.). He was covered from head to foot with a 
vesicular rash so extensive ‘that there was hardly space to put 
a farthing on clear skin. On the face, which was swollen and 
bloated, the vesicles were almost confluent. The soft palate, 
hard palate, pharynx, and post-pharyngeal wall were also covered 
and the uvula oedematous. Most of the vesicles contained blood. 
The mouth and pharynx were so inflamed that he could not 
drink, although he felt very thirsty, There was even difficulty 
in swallowing saliva. The eyes were glazed and sunken, the 
face red, the whole body steamed with fever, and he looked 
alarmingly ill. 

I saw the patient within half an hour of the appearance of the 
rash and immediately gave him four capsules of chloramphenicol 
and prescribed two capsules every four hours afterwards. He was 
at no time awakened during the night, so that he had no chlor- 
amphenicol from about 10 p.m each night until 6 to 7 o’clock the 
following “morning. Local treatment to the rash” consisted of’ 
frequent applications of calamine lotion. 

The following day the whole picture had changed. The 
temperature had fallen to a little over 100° F.. (37.8° C.), he had 
lost his toxic look, had ceased sweating, had slept fairly well 
and was prepared to joke ruefully about getting “a kid’s com 
plaint.” He was able to sit up in bed and read the paper 
Within 24° hours he could swallow in comparative comfort, and 


, at the end of a further 48 hours asked for a light meal. 
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On the third day his temperature had returned to normal, and 


'. except for a slight transient rise on the fourth day it has remained 


. 90 since. The spots were almost dry, and many:‘of the smaller 
ones were already disappearing. He was able to take regular 
light meals, and on the fourth day he returned to normal diet. 
By the sixth day the patient was able to get up, 95% of the rash 
had disappeared, and his appearance suggested the final stages of 


>on an ordinary mild chicken-pox about two weeks old. His face,” 
~ which had been unrecognizable on the first day, had cleared so 


well that he was able to attempt a shave with an electric razor. 


In twenty years of general practice I have never seen a 
more severe case of. chicken-pox at outset nor such a 
dramatic recovery.—I am, etc., 

Upminster, Essex. E. ANTHONY. 


Research by General Practitioners 


Sm—May I point out another injustice done to the 
general practitioners, to which apparently no attention is ever 
paid and to whom no reward is ever offered ? I refer to the 
very large amount of free research obtained by the various 
drug houses, who rely largely on general practitioners for 
clinical reports on many of their preparations. A vast 
reservoir of experience and accumulated clinical scepticism 
is tapped by the representatives of the drug houses, who 
call and obtain much information from general practitioners 
who are willing to give such, and yet at no time have I ever 
seen one single acknowledgment made of this source of 
information by any of the drug houses concerned. 

It is surely high time that some such acknowledgment 
was made, particularly at this period when, more and more, 
the tendency to denigrate the general practitioner as a 
clinical: observer becomes manifest—I am, etc., 

London, E.2. G. Lawson, 


Guard against Congenital Syphilis 


Sin.—While admittedly the incidence of congenital 
syphilis has diminished very considerably in recent years 
there is still room for improvement, since one not infre- 
quently sees cases in the wards of the Children’s Hospital, 
Great Ormond Street, and at medical meetings. For many 
years it has been known that the treatment of a Wassermann- 
positive mother as early as possible in pregnancy is of great 
value in preventing the disease in her offspring, and it has 
. been abundantly proved that such treatment is efficacious. 

In the past the treatment of the expectant mother with 
arsphenamines has entailed a certain amount of risk to 
her, but now that penicillin can take the place of arsenicals 
in the prevention of congenital syphilis there would seem to 
be no excuse for not carrying out a blood test upon every 
expectant mother and treating with penicillin all those who 
react positively. It is to be understood that before a W.R.- 
positive mother is treated the blood test should be repeated. 






/ r ry eepectant mother 
should have a blood test for the Rh factor, it should be 
possible to take sufficient blood so that the Wassermann 
test can also be carried out. 1 think this is.the more impor- 
tant to-day because congenital syphilis has become so modi- 
fied in character, either. because of a natural reduction in 
the virulence of the infection, or because of better treat- 
ment of adults during the past 30 or 40 years, that even. 
the elect may be deceived and fail to diagnose the disease 
clinically. In an obscure condition the possibility of con- 
genital syphilis should constantly be borne in mind. A care- 
ful family history, including the grandparents, uncles, and- 
aunts, as well as an examination of the mother for stigmata: 
of congenital syphilis, and a blood test of mother and child, 
may often reveal the true nature of the child’s obscure 
condition. 
Education undoubtedly must play a great part. Possibly 
in this country the American methods would not be looked 
upon with favour—radio talks, public posters, and so fort 
would perhaps not commend themselves to British autho. 
ties—but one feels that the attention of medical practitione 
should be drawn to the importance of the subject. Whe 
in the past, one drew attention to the desirability. of ‘testing 
all expectant mothers, some general practitioners appea: ed 
to regard it as an insult that one should suggest tha 
of their private patients: might be suffering’ from: late 
syphilis. One can only assure such practitioners that, during 
an experience of congenital syphilis extending over nearly: 
40 years, one has repeatedly seen cases of the diseas 
families- where it would be least expected, and also n 
instances where the mother had attended an antenata 
clinic but. her blood had not been tested. Expectan 
mothers themselves should be told of the possible risks 
to their children and of the advisability of having a Blood 
test and appropriate treatment if they are found to need it 
Thirdly, midwives, who are annually responsible for a large 
number of deliveries, should be reminded of the importan: 
of antenatal blood testing. And, lastly, it should be.b 
in mind that, even though a mother’s blood is found to 
negative in the early months of pregnancy, it is possible fo 
it to become positive in the later months, so that in orde 
to make assurance doubly sure the W.R. should be carries 
out on two occasions during pregnancy, if this be feasible. 
I am, etc., 
London, N.12. 
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Oral Penicilin and Gastric Acidity 


Sr, —Dr. H. C. Stewart (February 10, p. 299) raised again 
the question of our inadequate knowledge of the controlling: 
factors in the intestinal absorption of penicillin and pointed. 
out that it is not the active destruction of penicillin by. 
gastric acid that is important. He seems, however, to agree 
that administration of antacids might help in the absorp-. 
tion of penicillin. His letter answers in great part Dr. F. 
Bicknell’s (January 27, p. 191) and Dr. D. Wheatley’s. 
(February 10, p. 299) criticisms. They both seem to have 
missed the main point of our paper, which was to estimate: 
the dosage of penicillin required to ensure adequate bacterio- 
static levels in at least 90% of the children. Large dose: 
were required to`achieve this, and if an antacid were added 
the same result was achieved with half that amount. Does- 
Dr. Bicknell seriously suggest that there is no hydrochloric 
acid in the stomach of more than’90% of the children who 
suffer from conditions responding to penicillin and that this: 
inhibition of secretion persists in all children for as long 
as penicillin treatment is necessary ? And, assuming that 
gastric acidity destroys part of the penicillin, is he prepared 
to give a dose of penicillin to an ill child, knowing that, if 
the child has no hypochlorhydria, the dose is inadequate? 
Also, does Dr. Bicknell know when in each case the hypo- 
chlorhydria diminishes, and does he ‘suggest . gradually 
increasing the dose as the child gets better? If Drs, 
Bicknell and Wheatley do not know this, then they must 
run the risk of inadequate doses at a critical period of the 
child's illness. Alternatively, they accept Dr. Stewarts 











nclusion: that gastric a 

the: destruction of penicillin, in which case their plea for 
< slinical trial on ill persons has no basis. 
; “With regard to the relative value of oral and parenteral 
“administration, we feel that~the matter is one of choice 
between injecting a personally measured dose once every 
24-or 48 hours and the less certain swallowing every three 
jours of an oral preparation, equivalent ‘amounts of the 
© tatter at present costing, if no antacid is given, at least four 
times as much as the former. 














if all doctors and patients would agree that it is prefer- 
e to wake the child up and force it to swallow medicine 
ablets every three hours rather than to give an injection 
ery other day.—-We are, etc., 
Pes S. A. Dowxiapts. 

J. L. Emery. 
SHEILA M. STEWART. 


Blood Grouping on Blotting-paper 


Sim,-—-Castaneda (1950) has described a new method of 
tecting certain immunological reactions which he calls 
face fixation.” The method consists in mixing one 
: loopful of a normal 
saline suspension of 
stained bacteria with 
one loopful of specific 
agglutinating antiserum, 
and one loopful of sus- 
pension with one loop- 
ful of normal serum, 
on a slide: one loop- 
ful of each mixture is 






edge of a strip of filter 
paper, which is then 
stood in normal saline. 
As the saline rises by 
capillary attraction the 
bacteria in the immune 
serum remain “fixed” 
whilst those in the nor- 
mal serum are washed 
upwards. Alternatively, 
a large loopful of the 
serum is placed on the 
filter paper and fol- 
lowed by a small loop- 
ful of stained bacterial 
suspension. On adding 
normal saline, “ fixa- 
‘tion ” occurs in the pre- 
sence of immune serum 
and spreading in the pre- 
sence of normal serum. 

The method can be 
applied to ABO blood 
grouping, but is prob- 
ably more useful as a 
means of screening 
Group. A and Group B 
blood donors for high- 
titre anti-B and anti-A. 
The technique we have 








Fro. 2. employed is as fol- 
lows: 
Blood Grouping.—One large drop of high-titre (1 : 128 or 


higher) anti-A and one large drop of high-titre anti-B serum are 
placed on a strip of blotting-paper (Ford’s 248 Mill: white). 
When the drops have spread fully a small drop of donor’s whole 
-blood is placed in the centre of each of the circular patches of 
S antiserum. As soon as the blood has partially dried—i.e., when 
“othe sheen has gone—two large drops of normal] saline are added 
and allowed to spread. Positive and negative results are shown in 
“Fig. io “Fixation” is immediate and the test takes about 

{5 seconds: its accuracy is being investigated. 





yis not an important factor j in 


Finally, regarding the comfort of the ill child, it is doubt- 


then transferred to the’ 








cok of High-titre Blood Donors —Two arge drops of 
donor’s serum are placed separately on the blotting-paper ano- 
allowed to spread. In the centre of one circular patch is added 
one small drop of A, cells (40% saline suspension of washed ceils: 
and in the centre of the other one small drop of 40% B cells 
After partial drying two drops of normal. saline are added and 
allowed to spread. A clear positive reaction is seen if the donor’s 
anti-A or anti-B titre is 1 : 128 or higher, a weak positive with 
1:64, and a doubtful or negative reaction with 1: 32 (se 
Fig. 2). Control tests with known anti-A and anti-B sera 
(titres 1 : 128) are put up for comparison and matched against- 
the tests with donor’s serum. The results agree closely with those 
obtained by tube titration 
—We are, etc., 

R. H. MALONE, 


Sheffield R. R. STAPLETON. 
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Too Much Worry over Blood Groups 


Smr,—The complexities of the various blood group: 
increase and each advance is given great publicity. As 
one who has to deal with the clinical results of blood 
group incompatibility, especially between mother and 
child, may I plead for equal publicity for the fact that 
danger to the infant from such incompatibility is by ne 
means as common as it is often thought to be? 

Not more than 15% of marriages are between a Rhesus- 
negative woman and a Rhesus-positive man. Of these, nc 
more than 1 in 40 will have an affected child at the second 
pregnancy, and not more than 1 in 12 at the fifth, The 
misery caused to parents in certain cases has tended tc 
make some of us lose our sense of proportion and to sub 
ject all our Rhesus-negative patients to a great deal of 
unnecessary worry during their pregnancies.—I am, etc.. 


Dublin. Douctas E. MELLON. 


Skin Disease and Psychology 


Sm, —The points made in Dr. F. L. Lydon’s lette: 
(February 3, p. 249) are well taken, and I am in agreement 
with many of them. His deduction from them, however. 
is misguided. 

Dr. H. J. Shorvon and his colleagues (December 9, 1950, 
p. 1300) did not claim to clarify the aetiology of.skin 
disease, but only to offer an alternative method of treatment 
in certain intractable cases. To avoid employing a treatment 
when its mechanism cannot be explained is absurd. After 
all, what is the pharmacological action of Lassar’s paste and 
crude coal tar ? 

In this “ scientific ” age, when apparently cause and effect 
must be fully understood for any treatment to be acceptable, 
it is well to remember that we are doctors first and foremost, 
and further that medicine, let alone dermatology, is still an 
art and not a science. So long as we do not deceive ourselves 
with spurious explanations, let us accept any therapeutic 
manœuvre which will help our patients.—I am, etc., 


Barnet. Perer BORRIE. 
Sır, —Under this heading the interesting article by 
Drs. H. J. Shorvon, A. J. Rook, and D. S. > Wilkinson 
(December 9, 1950, p. 1300) is unfairly criticized by Dr. F. L. 
Lydon (February 3, p. 249), who considers their forthright 
modest discussion (the essence of most great medical com- 
tributions) to be pathetic. His admitted difficulty in, criticism 
is revealed by the citation of rosacea as his main example. 
when only one such case is tabulated in their series of $0. 
He disagrees with Dr. 1. B. Sneddon’s attractive theory that 
the chronic vascular dilatation of rosacea is due toa “reflex 
blushing of emotional. origin” by explaining the distribution 
of physiological blushing in health. In my experience the 
patient. with rosacea reacts to embarrassment by a vaso- 
dilatation of the central third of the face. 1, for one, cannot 
agree that the explanation of some cases of pruritus ani and 
vulvae-on a psychological basis represents a “ funk-hole of 
scientific investigation.” Sound physicians invariably exclude 
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all known organic causes before labelling a case psycho- 
genic: these cases were examined ‘by two competent 


- dermatologists: 


In his final paragraph Dr. Lydon denies abreaction therapy 
a place in dermatology, because under this treatment these 
idiopathic disorders’ “ improved in some cases while others 
of apparently the same type showed no change,” and “ these 
diseases react to empirical methods in exactly the same way.” 
Unfortunately, it is rare to find ahy: one therapy to be 
successful ‘in all cases of the same clinical dermatosis, and 


the types of cases under consideration are especially "good i 
examples of conditions which vary enormously in their - 


reaction to empirical methods. One case of neurodermatitis 

responds to tar. preparations, another to antihistami+*e appli- 

cations, some to thorium X, and others to superficial x-ray 

therapy. Some are inconsistent in their respanse to the same 

‘local therapy, and likewise the reaction to sedation is most 
+ variable. 

I should personally like to congratulate the authors of 
“ Psychological Treatment in Skin Disorders ” on ventilating 
a much needed line of therapy, and welcome the enthusiastic 
co-operation of psychiatrists in the treatment of skin diseases. 
This time-saving method will certainly have a place jn the 
management of some of the many psychogenic skin diseases. 
In a recent analysis of 1,678 new cases seen by me at one 
general hospital, 10% would ‘normally be considered 
psychogenic; and this did not include such conditions as 
simple alopecia 8%, nummular eczema 4%, psoriasis 5%, 
seborrhoeic dermatitis 5%, pruritus vulvae 1%, pruritus ani 
1%, and lichen planus /’%. 

In conclusion, might I recommend the use of controls in 
the final evaluation of. abreaction therapy ? These similar 
control cases should also be considered suitable for abreac- 
tion therapy, but should receive only topical remedies. 
Furthermore, the assessor of results of the two groups should 
be an independent observer, unaware of the therapy given, 
and a longer followup period should be envisaged.—I am, 
ete, J 

London, W.1. 7 I. MARTN-SCOTT. 


‘ í Thrombophlebitis 


Sir,—In the annotation (February 10, p. 289) you cite the 
unpleasantness from the patient’s point of view and the 
technical difficulty from the operator’s point of view as draw- 
backs to the treatment’ by paravertebral nerve block. May 
I suggest that these disadvantages may be, largely overcome 
by substituting a lumbar epidiral block for the paravertebral 
approach ? The fact that it is not unilateral does not detract 
- from its efficacy : and as there is but one site of injection 
involved it is correspondingly more tolerable for the patient. 

In those cases which my surgical colleagues have asked 
me to treat by this method the swift relief of pain and the 
almost immediate softening of the limb amply repay the 
modicum of patience necessary to acquire the technique of 


_ epidural block.—I am, etc., 


London, SW 15 GEOFFREY STEEL. 


- 


Diagnosis of Aortic Stenosis 


Sr —In Dr. D. Lewes's interesting article (February 3,- 


p. 211) he refers:to the value of tomography of the heart 
‘as shown by C. E. Davies and R. E. Steiner (Brit. Heart J., 
1949, 11, 126). I would like.to stress the usefulness of this 
method of investigation. It has been employed in St. Giles’ 
Hospital for the last five months. During this time calcifica- 

- tion of the aortic valve was demonstrated in six patients. 
Of these patients a calcified aortic.valve was identified on 
screening in only three, and in an “overpénetrating Tight 
oblique teleradiograph in only two cases. 

The tomographs are taken in % similar way to that advised 
by Davies and Steiner. The patient lies supine in the left 
posterior oblique position, being rotated through an angle of 
25 degrees, with. the tube centred 10 cm. below the supra- 
sternal notch in the midline.. The tomographic films are taken 
at 9, 11, and 13 cm. above the paii Tomography will 
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demonstrate the less densely calcified yalves that are not to 
be detected by other methods. It “could be used with 
advantage in the routine investigation “of any patient 
suspected of aortic stenosis. The valves “are at the level of 
the eighth thoracic vertebra. In one patient the shadow of a 
‘calcified coronary artery was also seen, and the findings con- 
firmed at post-mortem.—I am, etc., 

London, S.E.5. : g M. F. Moses: 


` 
` 


The M.P.U.’s Inquiry 
-Sir,—You include (February 17, p. 343) our dame at the 
end of a list of organizations undertaking or about to under- 
take invéstigations into the state of general practice, Our 
recently published proposals for a new basis of remuneration 
and the questionary which followed in no way constituted 
an investigation. , We were not out to elicit facts but to 
obtain opinions. Other bodies may decide, and ‘probably 
will, that a more logical method of remuneration would be 
theoretically - desirable, but they will still have to find out 
whether most doctors prefer the logical to the illogical. We 
merely put forward a tentative scheme (capable of modifi- 
cation) and asked all general practitioners for their opinion 
of.it. Of the 2,450 who replied, 80% were in favour and 
only 6% wholly against. We then interviewed 114 practi- 
tioners in person and the percentages remained of the same 
order. ‘Since publishing these figures we have interviewed 
another 100 in London and Birmingham and still the per- 
centage in favour is between 70 and 80. One can hardly 
ignore the consistent return of these figures as between town 
and country and between regions. . 
The statistician who examined these figures drew the 
guarded conclusion that “it is not unlikely that the favour- 
‘able proportion was as high as 70%.” ‘You find this con- 
clusion “ incredible,” which we can well believe, since you 
“equate 13%--of all general practitioners with 114 instead of 
the actual figure of some 2,500. mat 
We were not out-to prove a case but to elicit opinions on a 
matter of great consequence to the profession. 
that the General Medical Services Committee will take up 
this task and carry the inquiry a stage further. In the mean- 
time we have the right to expect of you a more appreciative 
attitude towards an honest attempt. to improve the conditions 
of general aaa —I am, etc., 


Bruce CARDEW, 
Gencral Secretary, Medical Practitioners Union 


È 


* The summary to, the inquiry states that “the overall 
response rate was approximately 13%.” We acknowledge 
the error in referring to 114 practitioners, while still finding 
incredible the conclusions drawn from such a small response. 
The statistician concludes in the summary—in a less guarded 


phrase than Dr. Cardew quotes—* that a majority (possibly -- 


70%) of general practitioners in Great Britain and Northern 


We hope ` 


Ireland were in favour of the Medical Practitioners Union 


scheme. ii BMJ. 


i Opasi Theatre Technicians À 


R 


Sm —We heartily endorse the views expressed in the 
annotation (January 13, p. 80) dealing with the aims, objects, 
and scope of work of operating theatre technicians, It is 
high time that the facts concerning these men were more 
widely known and that the widespread wholly erroneous 
belief that they are merely theatr¢é orderlies was corrected, 

There is one very important aspect of their work which 
you did not discuss and to which we would like to draw 
attention. This is the invaluable assistance which theatre 
technicians can and do render ;to anaesthetists, In our 
hospitals, in addition to their other duties-as described by 
you, ‘the technicians charge syringes, position the patient, 
‘and prepare “sterile trolleys for spinal and local analgesia. 
When it is recalled that two years ago a hospital in Ports- 


` mouth had to pay very heavy damages to a young màn who 


was incontinent and’ paralysed following infection after 

improper sterilization of instruments for spinal analgesia, it 

will bo realized how important and responsible is the work 
a j 


s 


. theatre technicians deserve better than to be classed by the | 


‘ 
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that theatre technicians are expected to perform. Surely 


Whitley Council with theatre porters and domestic workers, 
and surely by now a 'satisfactory decision concerning their 
status and wage claims should have been reached.—We are, 


ye J. ALFRED LEE. 
Southend and Rochford T. C. TRORNE. 
Seasickness 

Sir,—It is a consequence of the ship surgeon’s mode of 
life that he has often a delayed contact with his medical 
journals, and this must be my excuse for the lateness of 
this comment on the subject of seas:ckness, raised some 
months ago (Brinsh Medical Journal, November 25, 1950, 
p. 1225, and earlier). 

I have been engaged in this work for nearly two and a 
half years, responsible for quite a large ship's company, 
the great bulk of which, the passenger personnel, changes 
its identity approximately every fortnight, so that the sick 
are nearly always with us, This experience covers an initial 
period of about a year when the standby was hyoscine, 
reinforced at times by phenobarbitone ; then, with the advent 
of the antihistamine group, the tentative use in my practice 
of “‘antistin,” “ phenergan,” “ benadryl,” and for the last 
15 months as it became available the American product 
“ dramamine:” 

It is almost impossible on a passenger ship to make a 
reliable statistical record. The pains of seasickness, like 
those of labour, are readily forgotten ; and, while the pains 
of labour are only sometimes considered discreditable, the 
pains of seasickness always are, so that the sufferer, on 
the first sign of recovery flies from the memory and the 
shame of it all to the delights of the table and ship life 
generally, and is unlikely to be heard of as a patient agun. 
However, I find the following definite impressions inescap- 
able. However helpful-hyoscine may be in other forms of 
travel, for seasickness on a large ship at least the antihist- 
amines are much superior for both prophylaxis and treat- 
ment. In effective dosage their side-effects will be less. 


- In my view, dramamine is the most effective, phenergan 


not far behind; antistin is weaker, bulk for bulk, and I 
have found its greatest success in children. Benadryl is 
undoubtedly helpful, but } have no great experience of it 
in this connexion. Other drugs of this type dre of course 
in use, and new ones are appearing: ] hope to hear reports 
of them. 

Of side-effects, some people appear to have none. The 
most typical is a feeling of lassitude, which can be well 
counteracted if thought necessary by the administration, 
as recommended by the makers of phenergan, of 5 mg. 
amphetamine sulphate. This has been found by some, I 
believe, to be an adjuvant as well as a corrective. 

With dramamine I have found, on rare occasions, more 
serious complaints: once a feeling of indefinite doWnright 
illness, once a mild paresis of forearms affecting the power 
of lifting smal! objects, and a few times a slowing up of 
mental processes, making conversation a conscious effort. 
The sedative effect is often of great value, especially at 
night, and this quality might well be remembered in other 
connexions, I believe I have had considerable success with 
these drugs in obtaining sleep in bad asthmatic attacks 
when using them in support of other measures. 

It is pertinent to ask just how good these drugs are in 
seasickness. In my view they have brought about, when 
properly used, something like a revolution in our power of 
control of this malady. In a common type of case with 
rejection of food and fluids for. say, two days, the follow- 
ing procedure will usually be effective. In the quiet period 
usual after a bout of retching a'tablet can be given, and 
will in most cases be retained long enough to begin to 
exert its effect. Should there be evidence of acidosis, a 
half-pint of water with a teaspoonful of sodium bicarbonate 
1s a help, although immediately rejected. When the drug is 
not retained, it can be put into solution and given rectally. 
As- soon as improvement is evident, small quantities of 
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glucose water can be given, and the amount rapidly 
increased and quickly followed by solids. The drug can 
then be continued by mouth. Intravenous fluids I have 
not found necessary, and with the patient and bed in 
continual movement administration would have its 
difficulties. It is advisable to continue the drug for a day or 
two after recovery. There are failures, but, in my experi- 
ence, they have been few.—I am, etc., 


Sutton, Surrey. J. CRAWFORD 


Fatal Shock under Anaesthetic 


Sm,—The case reported by your Medico-Legal Correspon- 
dent (February 17, p. 362) is of interest to all anaesthetists. 
The pathologist concluded that death was undoubtedly due 
to shock, which, in his opinion occurred because the anaes- 
thesia was not sufficiently deep. “ The coroner, fifiding death 
from misadventure, said it was quite clear that had the 
anaesthesia been sufficiently deep the shock would not have 
had any effect.” $ R 

Clinically, overdosage produces a condition which closely 
simulates shock and which cannot be distinguished from it 
Can a pathologist by post-mortem examination determine 
whether death has been due to overdosage or to too light 
an anaesthesia, and what are the distinguishing features ? 
I believe that once the level associated with unconsciousness 


. is reached any further deepening of the anaesthesia is called 
for only by the needs of the surgeon, and that it is solely 


by the elimination of fear and pain that general anaesthesia. 
is helpful in preventing shock.—I am, etc., i 
Dundee. ARTHUR MILLS 


Martin Van Butchell 


Sir.—I should be pleased to hear from readers who are 
aware of the existence of photographs (or illustrations) of 
relics of the eccentric Martin Van Butchell, who in the late 
eighteenth and early nineteenth centuries practised in Mount 
Street, London, first as a dentist and later as a quasi-surgeon. 
All the relics in the museum of the Royal College of 
Surgeons (including his walking-stick and the embalmed body 
of his first wife) were destroyed during an air raid in 1941.— 
Lam, ete, 4 

14, Buckingham Terrace, Glasgow, W.2. J. MENZIES CAMPBELL 


Research in Anthropometry 


Sm.—The Medical Research Council has appointed a. 
Committee on Growth and Form, under the chairmanship of 
Professor P. B. Medawar, with the following- terms of 
reference: ° 


“To advise and assist the Medical Research Council (a) in- 
Promoting research on the growth and form of the human body- 
with particular regard to the provision of basic scientific data,. 
including the elucidation of factors affecting the rate of growth, 
of the whole body and of its parts and the establishment of norms. 
of stature and weight for different dges and different sections. 
of the population; and (b) in facilitating the application of such. 
data to various practical problems, including such as.arise within, 
the field of clinical medicine.” 


One of the committee’s first tasks is to make a review of 
Work in the field of anthropometry. The committee would. 
accordingly be glad to have information ‘about current or 
completed anthropometric surveys, including unpublished: 
records, so as to avoid any unnecessary repetition of work 
and to ensure, if possible, that use is made of existing 
material. It is believed that there are in existence records of 
height, weight, and other body measurements which, if 
analysed, could form the basis for research into growth andi 
development. Serial records of the growth of the same- 
children from year to year, as well as measurements which. 
have been recorded over a long period of time, would be 
particularly valuable.—I am, etc., 


E. M. B. CLEMENTS, 


Birmingham, 15. Secretary, M R C. eee on Growth and 
orm. 


*.* See also annotation at p. 403 of this issue-—Ep., BMJ.. 
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H. M. VERNON, D.M. 
Dr. H. M. Vernon, formerly university lecturer in 
chemical physiology at Oxford and later investigator 
to the Industrial Health Research Board, died at his 
home in London on February 11 in his 81st year. 

Horace Middleton Vernon was born on October 3, 
1870. He was educated at Dulwich College and went 
from there to Merton College, Oxford, with a science 
scholarship in 1888. After taking first-class honours 
in chemistry and physiology, he developed a great 
interest in general biology, and in 1894 became a 
Naples Biological Scholar. During the next few years 
he worked for five spells, two years in all, at the Marine 
Biological Station at Naples, where he made statistical 
studies of the effects of environment and cross-fertiliza- 
tion on the growth of sea-urchin larvae. In between 
times Vernon did his clinical work at St. George’s Hos- 
pital, London, and graduated B.M., Ch.B. in 1896, pro- 
ceeding D.M. three years jater. He won the Rolleston 
Memorial Prize in 1896 and a Radcliffe Travelling 
Fellowship in 1897. From 1898 to 1920 he was a fellow 
of Magdalen College, Oxford, and he became university 
lecturer in chemical physiology During those years he 
was engaged on regular teaching and research in physio- 
logy. 

For the following account of Dr. Vernon's later work 
we are indebted to Dr. Thomas Bedford: Up to the 
first world war Vernon had lived the quiet, sheltered 
life of Oxford. During that war he still had teaching 
obligations, but during the summer vacation of 1915 he 
volunteered for munition work in a Birmingham fac- 
tory. His job was gauging shells. The working week 
was 744 hours—12 hours a day from Monday to Friday, 
and less on Saturday and Sunday—but overtime was 
often worked. These months opened up to Vernon a 
field ‘of experience of which he had previously been 
ignorant. He noted various defects of management 
and working conditions that made a deep impression 
on him. Because of the serious shortage of shells fac- 
tory workers had for months been working inordinately 
long hours, and by the summer of 1915 overwork was 
taking its toll. Sickness increased and output declined. 
In the autumn the Health of Munition Workers Com- 
mittee was set up to consider and advise on questions 
of industrial fatigue, hours of labour, and other matters 
affecting the health and physical efficiency of workers. 
Vernon offered his services as an investigator, and 
throughout the rest of the war he carried out field 
investigations during vacations and worked up his data 
during term time as his teaching duties at Oxford 
allowed. He made extensive studies of the effects of 
hours of work on output, on the incidence of accidents, 
and on minor sickness. Jt was during these investiga- 
tions that be showed for the first time the profound 
effects of the temperature of the workplace on the inci- 
dence of accidents. During that war he was induced, 
rather unwillingly, to undertake a study of the effects 
of alcohol on working efficiency. He was delighted 
when, after a report on this work had been published, 
one of the comic papers caricatured the alcoholic 
“ professor” and his experiments. 

When in 1918 the Industnal Fatigue (later Health) 
Research Board was set up to continue the work that 
had been so ably begun, Vernon was the first to be 


invited to join its staff. This meant relinquishing his 
Oxford appointments, but to the surprise and dismay 
of his friends he did so, for he was attracted by the 
great opportunity to serve society. At first he under- 
took investigations of heavy work in the tinplate and 
the iron and steel industries, and after that in the 
Potteries. It was at this time that I joined Vernon 
as his junior associate. Thereafter for a dozen years 
it was my privilege to work with him almost the whole 
time, for the most part studying the effects of therma'! 
conditions in mines, factories, and schools, and invests. 
gating various systems of heating and ventilation. W> 
also studied the effects of rest pauses in industry, anc 
carried out a laboratory study of static effort. Those 
were busy years. Vernon was a man of great industry 
and a methodical worker. Unnecessary interruption» 
of work annoyed him, and he did not suffer fools gladly, 
yet he would pursue a long investigation, often involv- 
ing much dull labour, with infinite care and patience 
He was a kind and considerate chief. A sensitive, rathe: 
shy; and unassuming man, he cared little for socio) 
activities, and devoted himself to his work. When he 
was about 60 years old Vernon began to feel that he 
was becoming less vigorous than formerly, and he 
retired in 1932. 

After his retirement Vernon occupied himself ir 
writing at times when there was no opportunity tc 
watch cricket. Before the outbreak of war in 193° 


he bad written books on The Principles of Heating . 


and Ventilation, The Shorter Working Week, Accidents 
and their Prevention, and Health in Relation to Occupa 
tion. He was also a valued contributor to this Journal 
When war came, and we again lacked armaments, he 
was disappointed to find that the lessons of the earlier 
war—especially those concerning excessive hours of 
work—were ignored, and he did all that one of his age 
could to combat the evil. He wrote a book on The 
Health and Efficiency of Munition Workers, and contri- 
buted several articles to periodicals. 

Vernon was a pioneer in the field of industrial health, 
and bis many and varied contributions will be of lasting 
value to society. He married Miss Katharine Dorothea 
Ewart, who, with a son and three daughters, survives 
him. 

F. W. ROUTLEY, M.D. 


The death on February 12 of Dr. Frederick W. Routley, 
at the age of 71, is reported from Toronto. He was 
best known over here during the war when, as National 
Commissioner of the Canadian Red Cross Society, he 
bad his headquarters in London. His brother, Dr. T. C 
Routley, is the present secretary of the Canadian Medical 
Association. Frederick Routley was born in Canada in 
1879. He graduated M.D at the University of Toronto 
in 1907, and after postgraduate studies in England he 
returned to Toronto, where he practised medicine until 
1922. In 1937 he was appointed National Commissioner 
of the Canadian Red Cross Society, with responsibility 
for the general direction of the Society's work in that 
country. He held this office until 1948, when he was 
elected an honorary consultant of the Society. He was 
also secretary-treasurer of the Ontario Hospital Associz- 
ton. Dr. Routley wrote numerous articles on hospital 
and Red Cross activities in Canada. 


Dr. Jonn Ripprver Heata died on December 23 at 
Barmouth, where he had been in practice since 1913. He 
was born in Birmingham in 1887, the son of Dr. R. S. 
Heath, vice-principal of Birmingham University. Educated 
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at Clifton and Trinity College, Cambridge, he then went 
`to Birmingham for his hospital training. After qualifying , 
_in 1911, he was house-physician at the Queen’s Hospital, 
and then ‘became assistant lecturer in physiology in the 
University. of Birmingham. In.1913 he went into ‘general 
practice ın Barmouth, where he spent the whole of his 
professional life, except when he was in the, R.A.M.C. 
during the first world war. He served for a time in Salomka. 
His health had been failing for the last few years before his 
death, but his patients were always his first consideration ; 
' he had never spared himself, and was working up to the 
last few days of his life. By his death, both the profession 
and his many patients have suffered a real loss.- He was 
‘the true physician, a man of unusual sympathy and under- 
standing, from both the scientific and human points of 
view. His patients were his friends, and they rightly had 
complete confidence in him: The radius of his practice 
extended to about 25 miles, but he had, too, many ‘patients 
from the north and`south of England who first consulted 
him as a doctor at a ‘Seaside resort when they were on 
holiday and later returned again and again for advice and 
treatment. Heath was 4 man with an original turn’ of 
mind; he devoted much thought and time to psychiatry 
‘when its association with general medicine was first being 
recognized. An exceptionally accomplished musician, his 
fame as a composer was not’merely local. Several of his 
compositions have been broadcast, including. music he wrote 
for the Meirion Welsh Ballet Company. He was conductor 
of the Barmouth Choral Union, and for many years helped 
with the organization of the ‘musical festivals at Harlech. 
-His chief relaxation was fishing for salmon and trout, and 
he was a grand companion with whom to fish. He was 
also a keen and enterprising: yachtsman, and, if he had the 
time to sail, he was not-deterred by the weather. “He loved 
that part of Wales in which he lived, and showed it by 
serving it faithfully and well. “He leaves a wife, a son, and 
a daughter. My 


Dr. James STEWART McLaren died suddenly at his home 
m Stratford-on-Avon on January 28, aged 64. The second 
son of the late Mr. James McLaren, a:Scottish missionary, 
he was born in Blythswood, Butterworth, South Africa, and 
educated at South Africa College, Capetown,-and Edinburgh 
University, where he graduated M.B., ChB. in 1912. After 
working as a house-surgeon at the King Edward VII 
Hospital, Windsor, he returned to South Africa and was. 
im general practice in Uitenhage and Cradock, C.P. 
Dr. McLaren then decided to take up surgery and returned 
to Edinburgh in 1923, becoming a Fellow of the Royal 
College of Surgeons of Edinburgh the following year. In 
1925 he settled in Stratford-on-Avon in partnership with the 
late Dr. Donald S. Murray, a partnership which lasted over 
25 years. An honorary surgeon at Stratford Hospital almost 
from the beginning of his practice in that town, McLaren led 
a busy and active life. He was.chairman of the. Warwick 
and Leamington Division of the B.M.A. in 1936-7. Latterly 
he had found the strain of operating too great and’ gave up 
surgery about twelve months ago. He felt the death of his 
partner last December very deeply, and became ill shortly 
afterwards, His illness endéd with a -severe heart attack 
from which he died. He is survived by his widow and a 
~on and'daughter. 


Dr. ERNEST CROMWELL PEAKE, whose career as a medical 
missionary in China lasted, with intermissions. for pearly 
half a century, died at Burpham, Sussex, on December 24, at 
the age of 75. The son of missionary parents, Peake was 
born in Madagascar. He was educated in this country and 
studied medicine at Edinburgh University, graduating M.B., 
ChB. in 1898. After joining the staff of the London 
Missionary Society he was sent to the province of Hunan 
in China, where he was the only white doctor in a then 
hostile city of 200.000 people. During the Boxer riots he 
went for safety to Hankow, where he slept with a rope under 

. his bed so that in an emergency he could let himself out of 
the window. When he returned to Hunan he was able to 
build a hospital and establish a. sound medical tradition. He 
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was hater sent to Tientsin, where.he was in charge of ‘the 
London Mission Hospital. In 1911, during the Chinese civil 
war, he was working with the Red Cross between the two 
opposing armies, for which work he was decorated by the 
Chinese Government. In the first world war Peake served in 
the R.A-M.C.,” part of the time in Belgium. In 1922 he 
retired from active work in China owing to the ill-health ` 
of his wife, who died in 1939, and he was in general practice 
in London until 1938. After the last war he again offered 
his services to the London Missionary Society in order to 
relieve those doctors who had been interned by the Japanese 
during the war. His offer was accepted, and in 1945 he’ 
was sent to Hong Kong, then under the administration of the 
British Army. He was given the rank of lieutenant-colonel , 
and put in charge of the modern Nethersole Hospital, which ` 
was the only hospital for Chinese civilians kept open by the 
Japanese during their occupation of Hong Kong. As super- 
intendent of this hospital Peake held a responsible position: 
at that time Hong Kong was full òf bandits and the Army 
had to send an armed escort with him when he went to the 
Hong Kong bank to collect the weekly money. He returned 
to England in 1946, and settled in Burpham, where he ' 
became a valued member of the community—his medical 
advice and friendly wisdom being always at the disposal of 
the village people. 

Dr. GEORGE SMITH SMALL, consulting physiclan to the 
Cornelia and East Dorset Hospital, Poole, died on - 
February 3 in Poole, aged 80. He was born fn Brechin, 
Angus, and was a student at Edinburgh, where he, gradu-_ - 
ated M.B., C.M. in 1896. He proceeded M.D. seven’ years 
later. After holding resident appointments at the Royal 
Infirmary, Edinburgh, he went into practice in Bedford. 
Some years later he moved to Poole, becoming an assistant 
to Dr. Lawton, whose practice he eventually took over. .- 
He was appointed to the staff.of the Cornelia and Fast 
Dorset Hospital, Poole, becoming senior physician just after _ 
the end of the first world war. He retired in 1935. A promi- 
nent member of the Poole bench ‘of magistrates, Dr. Smal! 
was also chairman of the Dorset Congregational Union and 
Assistant District Commissioner of the Boy Scouts. + 

A. M.R. writes: With the passing of Dr. George Smith 
Small it is fitting that a tribute to his memory should be 
expressed by one, who held him in very high esteem. He 
was'in every sense a great physician. , Not only were his 
medical qualifications and standards high, but his kindness. . 
humility, and instinctive sympathetic regard for the sick 
brought succour to many sufferers, who felt better for his 
smile and quiet, dignified presence. A man of extremely 
high ideals, he was especially interested in youth, and gave 
young~ people tremendous encouragement by his advice, 
which bore thè stamp of sound common sense, coupled 
with a Christian attitude to life. He was fair and just 
and spoke with a sincerity of thought and purpose that 
stamped him outright as a really outstanding! personality. 
His active life was one- of true devotion to do his best 
for humanity: He was loved by his patients, admired by 
his colleagues, and will be remembered with respect and 
esteem by all who had the good fortune to know him. 


Wing Commander H. M. Srancey Turner died in Guy's. 
Hospital on February 5. He studied medicine at Durham 
‘University and Guy’s Hospital, qualifying in 1899. After 
developing an interest in ear,-nose, and throat surgery he 
became registrar at the Central London Ear, Nose, and 
Throat Hospital and assistant surgeon in the E.N.T. depart- 
ment of the Bolingbroke Hospital, Wandsworth From his 
early days Turner was of an adventurous disposition. While 
he was a student he had taken part in the Graeco-Turkish 
war and been made a Knight of the Royal Order of Savious 
of Greece for his services. About 1910 he went out to the _ 
Fafkland Islands as an assistant surgeon, and within a fev ` 
years he was taking a leading part there in local govern 
ment. He became a justice of the peace, president of the 
Board of Health, and Deputy Governor. In addition, he 
joined the West Falkland Mounted Infantry, and at the 
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time when the German fleet put into the Falkland Islands art . 
near the beginning of the first world war he was in com- Medico-Legal 
mand, with the rank of major, of the Falkland Islands = 
Defence Force, ‘The German fleet was later defeated by a 
Admiral :Sturdee’s squadron, and for his valuable work in ' A FATAL MISSED PREGNANCY 
organizing the defence of the islands Turner was awarded , ° [From Our MEDICO-LEGAL CORRESPONDENT] 


the M.B.E. Later he served in France with the 47th and ats re 
58th Divisions. In October, 1918, he transferred to the #St month the Birmingham coroner inquired into a remark- 
R.A.F., with a permanent commission. In 1919 he went ble case of death due to obstructed labour which two 
to Egypt as principal: medical officer at Middle East Head- doctors had failed to notice.! The patient was a primipara 
quarters, and he was able to play a valuable part in‘ of 31. She had been married for 10 years. Towards the 
Egyptian medical affairs. ‘He was appointed by the beginning of her marriage there was a history of some 
Egyptian Minister of Education to be a member of the missed periods and a suspected pregnancy which came to 
selection committee of the University of Cairo, to which 20thing. She had always wanted a child but, was said to 
he was also an examiner in physiology. In 1921 he took have been unusually shy about physical matters: she would 
the D.T.M.&H. (with distinction), and for a time he was "°t willingly discuss them even with her mother, ‘or undress 
the local secretary in Egypt of the Royal Society of Tropical 18 front of her husband. 
Medicine. He was elected a Fellow of the Royal Society The condition from which she died started to show itself 
of Edinburgh in 1925. In 1927 he returned to England `l! days before her death. On December 15, 1950, she 
and was placed on the retired list three years later. Though + COMplained to her husband of pain at the base of her spine 
a Service man to his finger-tips, when he went into private According to her husband she went to see her insurance 
practice in Surrey Turner became the personification of doctor, and he gave her some ointment.to rub on her back 
what the well-loved family physician should be—keeping and in a panel note described her illness as lumbago ; the 
up to date in his medical knowledge and gaining the confi- doctor, however, would not admit in evidence that he issued , 
dence of all. His B.M.A. activities were many and varied, this note. The pain gradually increased, and on Decem- 
He served on a number of its committees in the ‘thirties, PeT 22 her. husband sent for a second doctor to give another 
including the Naval and Military Committee and the R.A.F. Pinion, paying him a fee. j 
Subcommittee, A Member of Council from 1930 to 1937, According to this doctor she never mentioned pregnancy, 
he became chairman of the Guildford Division in 1944, and and he never asked her about it; her main symptoms were 
was president of the Surrey Branch in 1947-8. In debate pain in the sacrum and coccyx; he was told that she had 
he showed himself always well informed, and his contribu- fallen some months previously, that her periods were irregu- 
tions were useful and to the point. One of a fast-disappearing lar, but that one had appeared five months before. He 
generation, Wing Commander Stanley Turner was a very examined her back and listened to her heart with a stetho- 
likeable personality and will be sadly missed. One of his SOPe. He declared also that he examined her abdomen 
sons and his daughter are in the R.A.F. To them and to and found no resistance, but her mother, who was present, 
his widow we owe our deepest sympathy.—F. A. B. said in evidence that she lay on her stomach the whole time 
wo and never turned over. He said that her temperature on 
Dr. ALBERT Jacosus Stars, Minister of Health and Social that occasion was half a degree above normal, and that he 
Welfare in the Union of South Africa, died in Capetown diagnosed 'coccygeal injury and constipation. On Decem- 
on February 5, aged 71 ‘years. Albert Jacobus Stals went ber 24, when, he called again, he advised her (according to 
to school in South Africa and attended the University of the husband) to sit over a bucket of hot water. Then, the 
Stellenbosch. He continued his studies in Europe, and husband said, her pain became worse, coming on every two 
eventually decided to qualify 4s a doctor. He graduated’ hours in bouts. On the 26th he telephoned for this doctor 
M.B., B.Ch. in Dublin in 1909, and proceeded M.D. the at 9.30 a.m., but when the doctor arrived at 12.40 she was 
same year. He was in general practice in South Africa until already dead. The first doctor, who was also summoned. 
1924, when he was elected to the South African Parliament. arrived sfightly before that time. i 
From 1928 to 1934 he was a member of the Union of Her pregnancy, which had thus eluded two doctors, her- 
South Africa Medical Council, appointed by the Govern- self, her husband, her mother, her sister, and her work- 
ment. He became an important member of the Nationalist mates, was first discovered after her death. The patho- 
Party in South Africa, and was made Minister of Health logist, Dr. K. W. Walton, of Birmingham University, stated 
and Social Welfare in 1948. that her body was obese,: the abdomen markedly protuber- 
shh fs eer : ant, the nipples and areolae pigmented, and the ankles 
G. C. T. writes: The passing of Major-General Blackham valighily oedematous, When the abdomen was opened a 
recalls his unique and chequered career, set out, in his auto- la ti f turbid foul lling fluid é d. Th 
biography; Scalpel, Sword, and Stretcher, published in 1931. are ey oe ne eee bat a slight mapture of 
To B.M.A. members the active part he took during the empty‘.bladder was infamed and osda slight rupture or 
Centenary Meeting, particularly in connexion with the Guild- ~ its anterior wall; the generalized peritonitis 'had evidently 
hall Banquet and our, overseas visitors, wil] be remembered. beer. caused Py. thë- escaped, urine, -Thie uterus” contained 
Amidst the pomp and pageantry of ihe City of London a foetus weighing 7 Ib. 10, 0z., the head of which was 
he was well placed to write, among other books, The Story firmly impacted in the pèlvic- outlet, -it could have beei 
of the Temple, London's Livery Companies, The Sovereign ae „only by caesarean age The sable ees Ves 
City, and The Romance of Freemasonry. His work for rignt occipito‘posterior:. A large caput succedancum was 
the St. John Ambulance Brigade and Royal Institute of found over the left parietal region. The uterus contained 
Public Health was well known. Perhaps not so widely amniotle fluid stained with meconium. The intestines were 
appreciated was his work in connexion with the annual congested, and the sigmoid colon was full of firm scybala, 
Professional Nurses’ and Midwives’ Conference and Exhibi- but the rectum was empty. The kidneys were pale and 
tion organized by the Nursing Mirror. For 25 years he took ‘flabby, and their pelves were dilated and filled with cloudy 
a personal interest in this, and his kindness to individual urine. The lungs were congested, with commencing 
bronchopneumonic consolidation ‘of the lower lobes. 


nurses will long be remembered. , : Dr Walton -gave the cause of death as pentomitis, explain- 

Dr. Henry Robinson writes: In the interests of historical ing that pelvic disproportion had obstructed the labour and 
accuracy it should be put on record that the aphorism about that the continued pressure of the head had caused the 
the ingratitude of sufferers from fractures, attributed by constipation and the necrosis and rupture of the bladder; 
Dr. A. P. Bertwistle (February 17, p. 358) to the late George the basal pleurisy had been due to the peritonitis, which 
Gask, was frequently used by the late Marmaduke Sheild must have started on December 24 at latem. .-The first 
at a time when Gask was not yet qualified: no doubt the stage of labour, he said, must have started on the 20th or 
younger borrowed it from the older surgeon. = “The Times, January 9. 
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21st. In answer to the coroner he said that he was very ~ 


surprised that a man with medical training should have 
failed in a reasonable light to see the characteristics of 
pregnancy. 

The coroner, in his summing-up, placed the responsibility 
on the second doctor called in for an opinion, who, he said, 
should not have been deterred from carrying out a full 
examination and making a definite diagnosis. 
returned a verdict in accordance with the medical evidence. 
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Swiss Beds for British Patients 


In the adjournment debate on February 19 Miss IRENe WARD 
summarized progress in the Parliamentary discussion on the 
need to use Swiss sanatoria for British patients with tubercu- 
losis. She recalled that, while the Treasury had granted 
extra currency to nearly 300 people going to Switzerland 
for treatment as private patients, the Ministry of Health 
had refused to subsidize patients from the lower income 
` groups, although local authorities had done this prior to 
1939 and the same practice was at present in force in 
Holland. However, the Scottish Office had sent a group 
to Switzerland to survey the possible accommodation which 
might be used under the National Health Service, and 
apparently about 300 beds were suitable. She wanted to 
know if these beds would be available to other than Scottish 
patients and whether use was to be made of Montana Hall. 
' Mr. EDGAR GRANVILLE suggested that the Minister might 
make an agreement with his opposite number in the Swiss 
Government to discuss some interchange scheme under the 
National Health Service. 4 

Mr. A. BLENKINSOP replied for the Government that 300 
beds would be available for the whole of Britain if it were 
decided to proceed with this new scheme: and he was con- 
vinced that there would not be many more beds than this 
which would have the proper standard of nursing and medi- 
cal care. But there were two important points to bear in 
mind. One was that many Swiss sanatoria were more in 
the nature of delightful and luxurjous hotels, and it would 
be useless to send patients there if they would not be happy 
under those conditions. Also it was important to decide 
whether the relatively great cost of running this Swiss exten- 
sion for a relatively few patients was justified. They were 
quite prepared to spend the money, but they wanted to feel 
sure that the same expenditure in this country would not 
produce better results. In conclusion he pointed out that 
3,500 extra beds for tuberculosis had been brought into use 
since the Health Service began, and he hoped that a further 
2,000 beds, if not more, would be made available during 
this year through the co-operation of general and teaching 
hospitals. It was in the light of these facts that discussions 
were now proceeding between the Ministry and the. Treasury 
on the possibilities of the Swiss scheme. 


National Service Marriage Allowances “ 


On February 14 Dr. CrarLes HILL asked the Minister of 
Defence why married National Service medical officers aged 
25 or over received a marriage allowance of 12s. 6d. a day 
as compared with a corresponding allowance of 18s. 6d. a 
day granted to short-service or permanent officers. He 
pointed out that the upper age limit for conscription was 
26 except in the case of medical practitioners, who were 
liable up to the age of 30. i 

Mr. E. SHINWELL replied that increases in marriage allow- 
ances given to regular officers in 1948 were intended to 
meet certain exceptional expenses not normally incurred by 
National Service officers. Dr. CHARLES HL then pointed 
out that the cost to a short-term officer of maintaining a wife 
and other special expenses and burdens was no greater than 
to a National Service officer. Mr. SHINWELL then reaffirmed 
that there was a difference in the liabilities incurred, 
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Other Business ‘ 

The House of Commons, on February 16, accepted after 
debate a motion moved by Brigadier Head calling atten- 
tion to war pensions and allowances in relation to the rising 
cost of living-and hoping that the Government would review 
this question. f 

The Penicillia (Merchant Ships) Act received the Royal 
Assent on February 15. 


Chronic Sıck—Thero were 7,]12 m England and Wales on 
December 31, 1949, tbe latest date for which complete returns 
are available, awaiting hospital admission. On the same date 
there were 7,575 empty beds in chronic sick hospitals, but more 
than half of the beds were unstaffed. 

Cost of N.H.S Drugs.—The average cost (including chemists’ 
remuneration) of drugs supplied per person on prescribing 
doctors’ lists for the year ended December 31, 1949, was 15s. 74d. 

Egg Ration.—The priority supply of eggs for children between 
the ages of 6 months and 2 years is three per week. The Ministry 
of Food expects the average, allocation for other consumers, 
including children over the age of 2 years, to.reach this rate 
during the present month and to remain as high or higher for 
several months, 

Immunization State—The number of children immunized 
during 1949 was 693,441, while 500,500 received booster doses, 
making a total of about 65% of the under-15 population. 








Universities and Colleges 
er CT AT AI STREET | 


UNIVERSITY OF OXFORD 


Professor G. R. Cameron, F.R.S., Director of the Graham 
Research Laboratories and Professor of Morbid Anatomy, 
University College Hospital Medical School, London, will deliver 
a Litchfield Lecture on “Some Recent Work on Pulmonary 
Oedema ” in the Maternity Lecture Theatre, Radcliffe Infirmary, 
Oxford, on Wednesday, March 7, at 5 p.m. | i 


UNIVERSITY OF LONDON 


The Governing Body of the British Postgraduate Medical 
Federation has awarded postgraduate travelling fellowships for 
1951-2, tenable for one year, to W. A. Briscoe, B.M., B.Ch., of 
the Postgraduate Medical Schodl of London (respiratory function, 
USA.); H. McK. Carey, M.B, BS, M.Sc, F.R.CSEd., 
M.RC.O.G., of the Institute of Obstetrics and Gynaecology 
(uterine physiology, Canada and U.S.A.); J. A. Carr, M.B., B.S., 


F.R C.S., of the Institute of Urology (calculus formation, U.S.A.); ` 


J. O. Laws, M.B., B.Ch, M.R.C.P., of Guy's Hospital Medical 
School (cytology, France); R. B. Lynn, M.D., C.M., F.R.CS., of 


the Postgraduate Medical School of London (cardiovascular ~ 


surgery, U.S.A.) 

In Convocation on January 20 ‘Dr. Ivor Lewis and Dr. A: 
Talbot Rogers were elected to membership of the Standing 
Committee of Convocation as representatives of the Faculty of 
Medicine. ` 

The appointment of house-physician to the Mental Observation 
Unit at St. Pancras Hospital (University College Hospital Group), 


` has been approved for the purposes’ of the M.D. examination, 


Branch III (Psychological Medicine), and those of house-physician 
at the St. Helier Hospital, Carshalton, Surrey, and junior registrar 
in medicine at the Hammersmith Hospital, for the M.D. 


_examination, Branch I. 


UNIVERSITY OF BIRMINGHAM 


mr Hugh Cameron McLaren has been appointed Professor of 
Obstetrics and Gynaecology -in the University in succession to 
Professor Hilda N. Lloyd, President of the Royal College of 
Obstetricians and Gynaecologists, who resigned the Chair on 
December 31, 1950. Mr. McLaren Was educated at Glasgow 
High School and at the University of Glasgow, graduating M.B., 
Ch.B. in 1936. Two years later he was elected a Fellow of the 
Royal Faculty of Physicians and Surgeons of Glasgow; in 1941 
he proceeded M.D., and in the same year he became a Member 
of the Royal College of Obstetricians and Gynaecologists. Ip 
1946 he was elected a Fellow of the Royal College of Surgeons of 
Edinburgh. During the war Mr. McLaren saw service in Europe 
and India, finally achieving the rank of Lieutenant-Colonel with 
At the end of hostilities he was 
given the task of organizing the R A.M.C. College at Göttingen, 
where courses were held for officers returning to civilian life. 
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He has served as First Assistant and Reader in Obstetrics and 
Gynaecology in Birmingham since 1947, 

Professor Arthur Peregrine Thomson, Professor of Therapeutics 
in the University of Birmingham since 1947, has been appointed 
Dean of the Faculty of Medicine in the University’in succession 
to the Jate Sir Leonard Parsons. Born on September 29, 1890, 
Professor Thomson was educated at Dulwich College and at 
the University of Birmmgham, where he was Queen's Scholar, 
Ingleby Scholar, and Russell Pmzeman He graduated M.B, 
ChB in 1915 with first-class honours in medicine, surgery, and 
midwifery He served in the war of 1914-18, winning the MC. 
and Croix de Guerre, and retiring with the rank of major. In 
1920 he was elected a Member of the Royal College of Physicians 
of London and in 1930 he became a Fellow of the College In 
1923 he proceeded M.D. Professor Thomson 1s consulting 
physician to the Children’s Hospital, the Ear and Throat Hospital, 
and the Eye Hospital, Birmingham, and physician to the 
United Hospitals, Burmingham. In 1949 he delhvered the 
Lumleian Lectures, on “Problems of Ageing and Chronic 
Sickness,” before the Royal College of Physicians of London 
The lectures were published in the British Medical Journal of 
July 30 and August 6, 1949, 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on February 16, 
the following appointments were made: Honorary Demonstrator 
in Bacteriology, Cynthia M. Scothorne, M B., ChB. Clinical 
Teacher in Child Health, C. Cedric Harvey, M D., F.R.C.S.Ed., 
MRCP Cllmcal Teacher in Radiology, Joseph Walter, B.M., 
BCh, MRC.P., D.M.RE. 


NATIONAL UNIVERSITY OF IRELAND 
Unrversity COLLEGE, DUBLIN 


The following candidates have been approved at the examinations 
indicated : 


M D—General Medicine: D. Collins, Mary M. Foley. Mental 
and Nervous Diseases: R Vereker. Pathology and Bacteriology: 
A. E P. Carragher, G. B. Doyle. 

M CH —General Surgery: P. C J. Carey. Ophthalmology: 
G P R. Crookes. 

M A.O.—E, M. O'Dwyer. 

MB, BCH, B.A.O—C. J. Burke, Mary C. Coghlan, Julia 
Connor, J. G. Cooney, Mary M. Dargan, L S. Devane, Maire M. 
Glancy, J. K. Heagney, J. Hennigan, P C Hogan, A. T. Hughes, 
Joan M. Hughes, T. Hunt, Cecily Jennings, P C. Kellaher, M. J. 
Lalor, J. D Leahy, P. J. Loughery, D. McFadden, Deirdre M. F 
MacHale, Beatrice M. MacKenzie, T. K. McKeogh, J. M Malon, 
M F. Malone, Mary T. Meehan, P. J. Mulholland, J Mulligan, 
O. P. M. Murray, M. O'Donnell, F. A. J. O'Redly, C. M. J 
O'Rorke, W, J. Payne, J. S. Plaisted, G. B. Plunkett, J. S. Powell, 
G. J Robinson, A. T. Ryan, Florence M Ryan, J. G. Smith, 
Margaret Y. Timoney, P. J. Wynne. 

Drecoma IN PsycHoLoGIcaL Mepicine—H. R Gauat, T. 
Lynch, D. L. Moody, T. M. Moylett, H. Prasad, Katharine P. 
Quane, A. L. G Smith 

C P.H —V. Barry, Ita M. Briscoe, G. Cremer, J. Crowky, 
J. M. Daly, J K Doherty, H. C. Dolan, G. P. Donnelly, J J. A. 
Fitzgerald, J. M. N. Flannery, M. C. Hayes, M. B. Holoban, 
P. F. Joyce, Maeve G. M. Keelan, D. P. Keenan, J. G. Kenny, 
M. P. Killeen, J. P. Laffan, D. M. Leahy, T. F. Leonard, Elizabeth 
Lucey, F. R.N G Lynch, Lucy M. Lynch, J. F. McCourt, T. A. 
McGivern, F. J. McKenna, R. Martin, E. J. Mitchell, M. A. 
Moore, Cynthia Nunan, M J. O’Brien, P. F. O'Callaghan, 
P M. P. O'Connor, M. O. O'Donovan, J. G. A. O'Fiyon, D. J 
O'Regan, T. V. Ryan, W. J. Savage, N C Smyth, P. J. Solan, 
A MacA. Sullivan, P. D. Sullivan, P. J. ; 


J. Watters 


The Services 





A Supplement'to the London Gazette has announced the 
following awards: 


Four Clasps to the Territorial Efficiency Decoration-—~Colonel 
W. H Kerr, T.D., R.A.M.C. 

Three Clasps to the Territorial Efficiency Decoration —Colonel 
J. F. Fraser, T.D., and Major G. D Thompson, T.D , R A.M.C 

First Clasp to the Territorial Efficiency Decoratton—Major 
wW. A. Liston, M.C., T.D., RAMC. 

'Ferritorial Efficiency Decoration and Two Clasps —Lieutenant- 
Colonel D. S. Middleton, R.A.M.C. 
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Vital Statistics 








Influenza 


In England and Wales in the week ending February 10 
there was a marked decrease in the influenza death rate in 
the great towns from 61.2 to 41.7 per million. Regionally, 
the numbers of deaths in the great towns declined in the 
East and West Ridings, North-western, North-midland, Mid- 
land, Eastern, London, and South-eastern Regions, and in 
Walés. There were less marked decreases in the remainder 
except the Northern Region, where there was an insignificant 
Increase of 2 deaths. The proportion of influenza deaths 
in the age groups 55 and over rose to 91.5%. The epidemic 
seems to be waning throughout the country. 


In London there was a continued and marked decline in 
the numbers of cases removed to hospital for pneumonia, 
influenza, and bronchitis, and also of deaths from pneumonia 
and influenza. 


Influenza due to virus A prime is prevalent in certain 
parts of Canada. Strains from Turkey, Paris, and Italy 
have been found to be A prime. Cases in Yugoslavia have 
been due to virus B. The disease is also reported in 
Germany, but the virus type is not yet known. 


Regional totals of influenza deaths in the great towns 
in the week ended February 10 and rates per million (in 
parentheses) were: Northern, 20 (16.13), East and West 
Ridings, 109 (47.03); North-western, 183 (50.66); North 
Midland, 60 (57.18); Midland 139 (6052); Eastern, 47 
(62 48); London and South-eastern, 176 (2507); Southern, 
23 (28.00); South-western, 63 (65.27); Wales, 44 (66. 33); 
all great towns, 864 (41.66) 


Influenza deaths in the great towns by age groups were: 
under 1, 7; 14,2; 5-14, 1, 15-24, 2; 25-34, 7; 35-44, 13; 
45-54, 41; 55-64, 118; 65-74, 286; 75 and over, 387; all 
ages, 864. 


- In the great towns the following cases of and deaths from 
pneumonia, and deaths from influenza, have been reported: 








23/12 | 30/12 





Totals from the first week of the year in the great towns 
compared with the preceding two years are as follows: ` 








The following Table shows notifications of pneumonia— 
primary and infiuenzal—in England and Wales: 







23/12 | 30/12 
oT say g . | 647 | 962 | 1,774 |2,538 | 3,047 | 5,572 | 3,513 | 3,091 
orrespon 
week, 1949-50 | 634 | 842 |1,120 | 991 902 | 1,187 | 1,228 





The deaths cannot be related to the cases in these 
Tables. 
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The following Table shows the great towns with the largest» variations in ihe local trends of acúte pneumonia were a 


numbers of influenza and pneumonia deaths for- the week decrease in Lancashire 129 and a rise in Yorkshire West 
ending February 10: . ` \ Riding 78. : 







" Deaths’, aye Graphs of Infectious Diseases 


(o) and () ` The graphs below show the uncorrected numbers of cases 
i (deaths from influenza) of certain diseases notified weekly- 
‘in England and Wales. Highest and lowest figures reported 
during the nine years 1942-50 are shown thus ------- 
the -figures for 1951 thus Except for the curves i 
showing notifications in 1951, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology. 
London School of Hygiene and Tropical Medicine. 
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_ Smallpox Confirmed . 
Smallpox has been confirmed in the case of the 12-year- 


after travelling from Bombay on the ss. Strathmore—a .- 
report of which was given last week (February 17, p. 367). 
She had been vaccinated in infancy (two scars) and again 
before leaving , India. The. recent. vaccindtion was 
unsuccessful. ` z 

The s.s. Strathmore called at Aden on January” “30, Suez : SU ee eers er ee 
on February 2, ‘Port Sajd on February 3, and Marseilles 5 
on February 7. Up to February 20 there were no further 
, reports f- smallpox or suspected . smallpox among the’ 
passengers and crew. | 







F 
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Poliomyelitis, 
in the week ending February, 10 notifications of cis 
‘myelitis were as follows: paralytic, 12 (21); ; non-paralytic, 
7 (i): total, 19 (32). Figures for the preceding week are” 
in parentheses. The weekly total is the lowest since the 
week ending April 8, 1950. ` 
According to a report'by Drs. W, H. Bradley and A. H. 
Gale (Monthly Bulletin of the M.nistry of Health, November, , 
1950) pregnancy does not increase the risk of death from 
poliomyelitis. "They also found that poliomyelitis may occur 
in hospital wards as a result of cross-infection, but is least 
trequent in infectious-diseases hospitals. They record some 
, ynteresting cases of probable cross-infection both between 
patient and patient and between’ peut and nurse. ~ 


NUMBER OF DEATHS. 


ve Infectious Diseases sae. g 
During the week ending February 3 the ‘chief variations 

4n the numbers of notifications of infectious diseases were ' 

increases in notifications, of measles 391 and dysentery 261, , 
and decreases in ‘whooping-cough 107, scarlet fever. 80, and \ 
acute pneumonia 59. The rise in the incidence of measles 
was contributed by London and the surrdunding counties, 
while in the remainder of the country a fall occurred in 
‘most «counties. The largest rises were Middlesex 174, 
London 158, Kent 134, Essex 118, Surrey 96, Hertford- 
_ shire 91, while the largest falls were Yorkshire West Riding 
“196, Lincolnshire 138, Lancashire 109, Yorkshire East Riding 
107. The largest exceptions to. the ‘general decline in 
whooping-cough were rises in Lancashire 127 and Kent 58. 
The chief featutes of the returns for -diphtheria were a 
, decrease of 7 in Durham and a rise of 6 in Lancashire. ` 
' The notifications of acute poliomyelitis were 5 more than : 
in the preceding week; the largest return was Kent $ 
{Orpington R.D. 6); the only other area with a multiple! 


NUMBER OF CASES 
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Dysentery . 


During the week ending February 3 fresh outbreaks of 
dysentery were reported from Hertfordshire.and Berkshire, 
and a large rise occurred in Middlesex. The largest returns 
were: Hertfordshire 174 (Hatfield R.D. 172); Lancashire 
95 (Liverpool C.B. 27, Oldham C.B. 15); Middlesex 94 
(Tottenham M.B. 30, Willesden M.B. 22, Ealing M.B. 21); 
London 62 (Islington 15); Yorkshire West Riding 55 
(Saddleworth U.D. 18, Sheffield C.B. 13); Leicestershire 
54 (Leicester C.B. 43); Essex 47 (Walthamstow M.B. 13);, 
Suffolk 42 (Ipswich C.B. 32); Berkshire 40 (Maidenhead 
M.B. 40); Warwickshire 33 (Birmingham C.B. 24); Durham 
24 (Stanley U.D. 11);- Sussex 22 (Brighton C.B; 13); 
Staffordshire 21 (Lichfield R.D. 11); Cheshire 17 
(Wallasey C.B. 9); Surrey 17; Yorkshire East Riding 14; 
Oxford 13 (Oxford C.B. 9); Dorset 12; Nottinghamshire 
1; Gloucestershire 10. 


Ld 


Week Ending February 10 

The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 892, 
„Ţ7whooping-cough 5,110, diphtheria 44, measles 21,633, 
acute pneumonia 3,091, acute poliomyelitis 19, dysentery 
985, paratyphoid fever 6, typhoid fever 5. 
towns 864 deaths were attributed to nen. 


Quarterly Returns for Northern Ireland 


The birth rate during the second quarter of 1950 was 
’ 22.5 per 1,000 of the population, and was 1.2 below the 
average rate for the five preceding second quarters. Infant 
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mortality was 37 per 1,000 registered births, and was 1 
below the rate for the June quarter ‘of 1949 and 14 below 
the average for the corresponding quarters of the five pre- 
ceding years. The general death rate was 11.4 per 1,000, 
and was 0.3 below the average rate for the second quarters 
of 1945-9, Ninety-four deaths were attributed to the princi- 


. pal infectious diseases, and included 6] from influenza, ‘17 


from diarrhoea and enteritis, and 7 from whooping-cough 
Deaths from pulmonary tuberculosis numbered 128, and 36 
from other forms ;'these were 41 and 12, respectively, below . 


‘ the numbers recorded in the preceding second quarter. 


London’s Healthy Children 


The following diagram from the 1949 report of the L.C-C 
County Medical Officer of Health (Sir Allen Daley), which 
has recently been published, illustrates how infant mortality 
from various diseases has been declining in the last few 
decades, Deaths from congenital malformation, etc., bave 
not shared in the general decline. 


Infant Mortality per 1,000 Live Births 
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OTHER CAUSES , 





The report recently published of the Working Party 
appointed by the-Minister of Labour and National Service to 
investigate the opportunities of employment for blind persons 
gives some interesting information on opportunities for blind. 
men and women in physiotherapy. Witnesses who had 
experience of employing blind physiotherapists were unani- 
mous on their high qualities and professional competence. 
In January, 1950, 69 blind physiotherapists were engaged in 
full-time hospital work ; 113 in part-time hospital and private 
work; 105 in private practice; and 4 as teachers. The 
history of progress in this sphere begins with the instructior 
in massage given in Manchester in 1895 to selected pupils : _ 
the foundation of the Landon Institute of Massage for the 
Blind in 1900; and the taking over of the school by the 
National Institute for the Blind in 1915, which then began 
to prepare suitable blind students for the examinations of 
the Chartered Society of Physiotherapy. On obtaining ` a 
hospital appointment every blind physiotherapist is supplied 
by the National Institute with a galvanometer, audible as 
well as Braille-calibratéd, a Braille hot-wire meter, and a 
pocket-size detector set and earphones for short-wave 
therapy. 


+ 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending Feb. 3 (No. 5) 
Figures of notified cas (a) and Wales (London included). (6) London 5 (administrative county) (c) Scotland. Pig PN Northern Ireland 
) ro F F pe fhe gna rhs ad deaths recorded under each disease are for: ae 126 great towns in d included) 
b) London (administrative oO ales pee principal towns 
A ~- denotes no cases; a blank ak paco da denotes disease not notifisble or no rear is top 
The tablo is based on information supp pate ths Registrars-General o! 
Gealth and Local Government of Northern Ire! and the Department E AEE 






















” 1951 1950 1942-50 England & Wales 
Disease Week Ending February 3. Corresponding ee Corresponding Week 
@/i|Ol\;aoa;\@M.! OO] @/!O!lea E Highest Te Lowest 
Diphtheria .. ar pan peat 11 75 
Dysentery .. r 10 407 i 61 
` + Deaths * .. r — i 
Encephalitis, acute .. s 2 E 
Deaths Es eo r : 
Erysipolas , E 
Fod piona | § wou eaa 
Infective enteritis or diarrhoea under > 
2 years . Fa hi OL. , 
Measles * 260 74 16,039 5, 59% | 1,162 _ 
Deaths EEN ee 
C PrE LRE 
Opia esos i =|~s[ al 
Pneumonia, infinenzal 87} 70! | 25) — | 1,794} 1,278] 1,012 
om influenza)t 61 7° 1) — 
Pneumonia, pri . 
ale ren 
Poliomyelitis, acute: 
Paralytic 
Nomparalyie 2. a ; $ 1} 6|} 38 } roi} s 
Pepe fa Eana 
Puerperal pyrextal| 3l =] 185 130 66 
Scarlet fever 91] 2,116} 1,401) 1,112 
Deaths aad, i 
‘Smallpox ibis > ak 
1) Tuberculosis, respiratory ad : 
Qu Tue alen. non zespiratory wes ag 
(2) Deaths i } a a : 
oid fever a gira 
ths] pean a 
t z SENES ` 6 n 
Paratyphoid fevér > S , 
Whooping-cough Sere eee a - 428 3,168 | 1,698 |} 1,252 
Deaths n = a = EE 
Deaths (0-1 eT IN 
Deaths (excluding stillbirths) A w 10,141 te 080 ee 8,059 5,957 4,981 
Annual death rate (per 
persons living) .. ss 18-6 16-1 
Live births .. 919| 253| 384| 6,948] 1,106 206 k 9,675 | 6,948 5,324 
“Annual rate per 1, 000 persons livi 18-5 
Stillbirths oe ail 27 207; 28) 30) 245 214 195 
f Rate per 1,000 total births (includ- - i ; 
ing stilborn) .. 29 33 
of 2 eee not notifiable m Scotland i naa approximate aa paeludes primary fórm for England eng Wales, London and N.Ireland § The sane, 
fover for and W. ae aag for Bire. fot Beat PA paratyphoid ators cx combined vith those trom 2 count), ar } igi 
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Medical News 





ri 
Reprints of our Leading Articles and Annotations 


We have received many requests from medical men and 
women for reprints of leading articles and annotations 
from the Journal. Inquirers have expressed the wish to 
circulate these to their staff and classes and also to add to 
their own files. We shall be pleased to make available for 
sale a limited number’ of ‘leading articles and annotations. 
Inquiries should be addressed to the Publishing Manager, 
British Medical Journal, B.M.A. House, Tavistock Square, 


London, W.C.1. ; 


History of Medicine at Yale University 


Dr. John F. Fulton has retired from the Chair of Physio- 
logy at Yale University as from February 1 to accept a 
new appointment, also at Yale, as Sterling Professor of the 
History of Medicine. He will develop a small university 
department in the historical division of the Yale Medical 
Library, and will hold an honorary appointment in his old 
department and continue with certain phases of physiological 
research. 


s 


Scottish Society of the History of Medicine 


The tenth meeting was héld on February 12 in the Hall 
of the Royal Faculty of Physicians and Surgeons of Glasgow, 
Professor G. B. Fleming, vice-president, in the chair. Pro- 
fessor W. J. Brownlow Riddell read a paper on John Reiss- 
berg Wolfe, a prominent ophthalmic surgeon in Glasgow 
during the last fifty years of the nineteenth century. Wolfe, 
born in Breslau, was a medical graduate of Glasgow, and, 
after campaigning with Garibaldi in 1859, returned to 
Scotland, first practising at Montrose and Aberdeen before 
settling -down in Glasgow. He founded the Ophthalmic 
Institution there and in 1886 became Professor of Ophthal- 
mology at St. Mungo’s College. He described a method of 
skin-grafting and was a pioneer in corneal grafts—in fact 
he was one of the first to perform this operation in Britain. 
Mr. A. L. Goodall also contributed a short communication 
on Dr. Peter Lowe, founder of the Royal Faculty. i 


Easier Currency for Treatment Abroad 


Foreign currency is henceforth available without diffi- 
culty to, people- genuinely ill and wanting to go abroad to 
get treatment in Austria, Belgium, France, Greece, Italy, 
Liechtenstein, Luxembqurg, the Netherlands, Portugal 
(including Madeira and the Azores), Spain (including the 
Canary Islands), Switzerland, Turkey, and the Western 
Zones of Germany. Thuis is-irrespective of whether treat- 
ment can be obtained in the sterling area ; and chronic ill- 
health, where associated for instance with a particular 
climate, will also be.considered for ‘the currency permit. 
The procedure for getting this permit remains the same: 
the patient’s doctor sends a statement of thé medical condi- 
tion“together with his recommendation for treatment abroad 
to the Medical Secretary, Exchange Control Medical Advi- 
sory Committee, Tavistock House North, Tavistock Square, 
London, W.C.1. For Denmark, Norway, and Sweden per- 
mits are no longer required, and foreign exchange can be 
obtained direct from a bank. 


Egg-shaped Operating Theatre 

The February issue of Building describes six egg-shaped 
operating theatres designed by Paul Nelson and now being 
built at the Mémorial France-Etats-Unis Hospital at-St. Lô, 
in Normandy. In each the table is mounted on a fixed 
pedestal—on which it can be rotated and tilted m any 
direction—placed towards the more poirited end of the egg, 

\ / 
wis 





while all doors open at the broad end so that comings and 
goings for equipment and messages do not disturb the 
operating circle. Being without any corners, the theatre 
is easy to keep clean, and the light water-green ceiling, which 
is dotted with 71 carefully placed electrie lamps, reflects 
about 60% of the light on it. A,special switchboard chooses 
which series of lights shall be on for any particular opera- 
tion. The granite floor is a darker green which reflects less 
light, and is divided by copper, joints into squares which 
are earthed: to avoid all electrostatic discharges and there- 
‘fore anaesthetic explosions. All the surgeon's controls for 
suction, diathermy, compressed air, and so on are placed 
in the pedestal of the table so that there are no Wires and 
tubes trailing across the floor. It is said that the particular 
shape of the theatre permits a more efficient filtering. 
sterilizing, and conditioning of the air. ‘ : 
P ; 


` 


Joint Tuberculosis Council 


The Joint Tuberculosis Council, now in the twenty-seventh 
year of its existence, renewed on February 17 its custom of 
holding an annual luncheon. , It celebrated this by asking a 
number of guests, among whom were Sir Wilson Jameson, 
Sir Allen Daley, and Sir George Elliston. There were also 
representatives of the Ministry of Health, Ministry of 
Labour, Ministry of Pensions, and Ministry of National 
Insurance, as well as, representatives of the medical press. 
The principal medical officer of the Ministry of Health, 
Sir John~€harles, proposed the health of the Council in 
an amusing speech, in which he gracefully skirted round 
possible controversial issues. In reply, this year's chairman 
of the Joint Tuberculosis Council, Dr. Peter Edwards, showed 
that the Council was very much alive to its responsibilities 
and active in the advice it was prepared to give on all aspects 
of tuberculosis. Sir Robert Young, the doyen of chest physi- 
cians in this country, charmingly flattered those guests who 
were present, and the response on their behalf was’ made 
by Dr. Hugh Clegg. 


The Hunterian Society 


The Annual Dinner of the Hunterian Society, held at 
Claridges .Hotel on February 15, was a remarkably success- 
ful occasion, and a large number of members with their 
wives and guests were present. Unfortunately illness pre- 


~ vented this year’s president of the society, Sir Arthur Porritt, 


from attending, but the retiring president, Mr. Mortimer 
Woolf, nobly filled the gap. The health of the* society was 
proposed by Viscount Hailsham in a vigorous and “lively 
speech, in which he*gave his views on the position of the 
professions in society. After Mr. Woolf had responded, 


- Dr. Arthur Westerman, himself a member of the Court of 


Common Council of the City of London, proposed the 
toast “The Lord Mayor and Corporation of the City of 
London.” In his speech he gave a most interesting account 
of the customs and practices which have made the position 
of the'Lord Mayor of London unique. He observed, too, 
that the Lord Mayor put the Mansion House at the disposal 
of the Hunterian Society for its meetings in the City. The 
Lord Mayor, Mr. Alderman Denys Lowson, responded in a 
“short and delightful speech. Mr. Reginald Murley, pro- 
posing the health of the guests, gave an amusing account 
of their virtues and failings. Professor Hilda Lloyd and 
Mr. John Eastwood, K.C., replied. 


Exchange Visits with Canada and the U.S.A. 


As already announced (Supplement, January 13, p. 12) 
the Bank of England has approved an exchange scheme 
submitted by tht B.M A. by which doctors from Britain 
may obtain the equivalent of up to £200 in dollars for 
visits to Canada and/or the U.S.A. Full details of the 
scheme can be obtained from the Secretary of the Associa- 
tion. The closing date for applications has been extended 
to April 1. 
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| South Wales Medical Ex-Service Association 
The annual reunion dinner’ will be held on Saturday;~ Theatre, University of Glasgow, February 28 a ke Man, l 


` 
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Liverpool Medical Institution Central Council for Health Education n 

Atea meeting on Thursday, January 18, Mr. John A. -A summer school consisting mainly- of discussion groups 
Shepherd read a’ paper on “Inguinal Hernia,” and dis- on health education principles and techniques will be held - 
cussed the proportion of recurrences which come 'to all this year ‘at King Alfred’s College, Winchester, . from ` 
surgeons. He said revision of anatomical ideas was neces- August 22 to September 1. The inclusive fee for students 


gary in studying the inguinal canal: functional anatomy will be 13 guineas, and further information can be obtained 


rather than static textbook anatomy was required.. The | from the medical ‘adviser ‘and secretary, Tavistock House, 

action of the structures ,of the inguinal region could be Tavistock Square, ‘London, W.C.1. 

shown at operation by stimulating the muscles with faradism, 

and he showed a colour film to illustrate this and certain ' : ; ; 

technical operative matters. Professor C. A. Wells, Mr. SOCIETIES AND LECTURES. 

A. M. Abrahams, and Mr. R. Brearley contributed to the A fee is charged or a ticket is required for attending lectures 

discussion, s 
i “concerned. ; 

` Wills aes Monday 7 

- Dr. James Maude Rishworth, for a number of years in Huntmrian SocwrtY.—At the Mansion House, London, EC 

general practice at’ Blackheath, and Yonsulting physician ` othe M 26, si p.m. a “ahe ae John ae, Rejected ” ; 

attached to the London Homoeopathic Hospital, left £16,715. £ an John Hunter select etrospect an 

Dr. Harold John Vane Sutton left £22,820. Dr. Ernest.Solly, e Pvspect.” Hunterian Oration by Mr. W. E. Tanner. 

former surgeon to the Harrdgate Hospital and honorary’ ` Ormond Street, ‘London, W.C:—February 26, 5 pam., “ The 

surgeon to the Yorkshire Home for Incurables and Chronic Prevention of Accidents in Childhood,” by Dr. C. A. Boucher 

Diseases, left £25,245. Mr. Frederick Henry Dodd, a well- INsrirurs oF OpnTHALMOLOGY, Judd Street, London, W.C.— 

known child psychologist and medical officer, Dr. February 26, 5.30 p.m., “ The Clinical Picture of the Normal 


k É and Abnormal Macular Region,” by Mr. R- C. Davenport. 
Barnardo’s Homes, Blackheath, left £17,347. Dr. James Eonar Uni VERST —At London School of Hygiene and 


Carruthers Young. a distinguished psychiatrist and a former, “Tropical Medicine, Keppel. Street, Gower Č. 
chairman of the Medical Society for Individua! Psychology, Febr 26, 5.30 p.m., ‘lle Acid ane Growth of Tumours, 
left £1,548. Dr. Frank Lewarne léft £14,494.. Dr..Henry Especially Rous ‘Sarcoma,”, Special rsity oj aumo in 


Pathology by Professor J. Enpelbreth- Holm 
Faithful Smith left £19,420. Dr. Joseph Peter Lowe, of 
Congleton, Cheshire, left £18,071. Mr. Ernest Tom Neather- Wem February ie, 443 Dam a Separaio Street, kode 


coat, chairman of Savory and Moore, Ltd., Artificial Limb- Biochemistry,” by Dr. C. J. O. R. M 
makers, Ltd., Lawrence Press, Ltd., and other companies, | ' a 
formerly president of the Pharmaceutical Society of Great, . : Tuesday 


Britain, a ‘governor of St. Bartholomew's Hospital, chair- - = 

man of the Prince of Wales Hospital, chairman of Wey- PAG aae nd Tropie Mediene key Át London Schoo! , 
bridge U.D.: Council, 1914-20, past master of the, Farriers ebruary 27 30 Pan “ Tissue Keppel Street, to Protein 
Company, and a liveryman of the Patternmakers and the | Sensitization on,” by Professor J 


th InstiTuTs OF NEUuROLOGY, ee ae Queen Square, 
Needlemakers, left £163,967, of which one-eighth is to be Se Ce Ss omc Pie te 


marked @. Application should be made first to the institution 


a 


distributed equally between Dr. Barnardo's Homes, King Nerve Cells With Respect to Function and Age,” by Professor | 


Edward’s Hospital Fund for London, Royal National Life — Holger Hyden (Göteborg). 


Boat Institution, St. Dunstan's, and the Royal College of Untvensiry Cue ee Theatre), Gower Street Heche 
rgeo —Februa servations on t ec. 

Veterinary, Su ne ism of Achon of ithe Di Falis Glycosides on Cardiac M usci 

d by De McKeen. Cattell (Comell University Medical College). | 


COMING EVENTS 
“Wednesday l 
GLascow Universtry—At Chemistry Department Lecture 


March 3, at 7 for 7.45 p.m. at the Park Hotel, Cardiff, with e asia te Fe eee Ee ota Mesieal 
Colonel D. P. Holmes, T:D., in the chair. Tickets, 12s. 6d. . Research Council). 


each, may be’ obtained from the , honorary secretary, INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 


February 28, $5.30 “ New Vessel Formation in the Retina,” 
Mr. C. W. D. Lewis, Surgical Unit, Royal Infirmary, Cardiff. by Dr. Norman hea: 

2 MepicaL Socigty or LONDON, ar Chandos Street, Cavendish 

Guy’s Hospital Dental School Square, W.—February 28, 8.3 pm “The Influence o 

The annual clinical meeting of Guy’s Hospital Denial Radiology on the Diagnosis. of y dominal Disease,” secon 


School will be held in the Dental Department of the hospi- Lettsomian Lecture by Dr. S. Cochrane S 
tal on Saturday, March 3, when, during he morning and Rovat Coutage Or Surasows FS epee Hncoig’s Ta Fields, ` 
i n —Februa is OT, enc. 
afternoon, demonstrations of modern dental procedures will Feola Rescuer ‘hi peabhera De orae ze Regclagt 
y Pro 


be given by members of the staff. Visitors wishing to see Hunterian Lecture fessor Ruth E. M. en. 
the work of the Dental School should all at the Medical i f 5 
School office at 11.30 a.m. i Thursday ' 


, Oliv er-Sharpey Lectures BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London Schoo! 


Professor K. J. Franklin will deliver the Oliver-Sharpey WC., March 1, 530 p.m., “The Congenit 
' Lectures before the Royal College of Kiyiicians of London z by Professor T "McKeown. ee ee ree sails 
(Pall Mall East, S. W.) on Tuesday and ursday, March 13 aa G OM an et ipren D, Co March th 
_ and 15, at 5 p-m. His subject is, Aspect of the Circula- ‘ 5) ee Facts and Ideas Regarding the Basic Principles of the 
“ tion’s Economy.” F á Menpulaive Asser o Jomis? A Site Dr. E Dis- 

7 an) _ cussion to be opened by 

Laboratory Animals Bureau @INsTITUTE OF DERMATOLOGY, ‘Lisl Street, Leicester Square, 

The annual congress will be held this year at the University pondon, pa CM March 1, 5 p.m.,"“ Eruptions of the Hands,’ 
of Liverpool on Monday and Tuesday’ April 9 and ‘10. Trei oot Mapicat Instrrutton, 114, Mount Pleasant, Liver- 
Admission to the morning sessions js for invited technicians pa —March 1, 8° A m., “ Diagnostic Errors in Tumour Cases, 
only, and invitations and further information can be obtained Professor R. A. Willis. 


from the Director, Luboratory Animals Bureau, Medical ST ANDREWS Dae N Lecture Theatre, Materia Medica 

partment. Medica! School, Small's Wynd. Dundee, March 1, 
- Research Council Laboratories, Holly Hill, Hampstead, 5 pm.“ Nurritional Fact Aad Lh ini by Professor 
London, N.W.3, (Telephone: Hampstead 2232). TUN H. P. Himsworth, ; z v wy 
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Sr. Georae’s HosprraL Mepicat ScHoot, Hyde Park Corner, 
London, S W.—March 1, 4.30 p.m., lecture-demonstration on 
neurology. ` 7 


Untversiry COLLEGE (Anatomy Theatre), Gower Street, London, 
W.C—March t, 1.15 Counang Heads—The Taking of 
the Census 1801- 1951, y by Mr. A. J. Taylor. 

WREXHAM AND District CLINICAL SoceTY.—At Wynnstay Arms 
Hotel, Wrexham, March 1, 730 p.m., “ Tren m Medical 
Thought,” by Dr. William Phillips. 

Wye CoLece, Swanley Hall, Ashford, Kent. —March 1, 
8.15 pm, “ Monkeys. and Agriculture,’ by Professor S 

Zuckerman, M.D, 


Friday 


INstrrure oF OPHTHÀLMOLOGY, Judd Street, London, W.C.— 
March 2, 5.30 p.m., “ Dystrophies of the ‘Chorold,’ by Pro- 


fessor A. es 
Royal MEDICAL Soctery, 7, Melbourne Place, Edinburgh. — 
March MeD p.m. i " ihe Standardization of Medicine, 4 diserta: 
tion by Orton. $ 
APPOINTMENTS 


V., M.B., B Chir., Resident Medical Officer, Ipswich Borough 


Goneral Hospital. East Anglian Regional Hospital Board 


County Medical 


- 


Beynon, D. W, MB, MRCP, DCH, Consultant Pacdiatrician, 
Bournemouth and Hast Dorset, West Dorset and Salisbury Hospital! Groups. 


Dicenson, K. S MR C.S., LRC P., Medical Refereo (Part- 
time), Mmistry of Health 


Hal, THOMAS S, MBR., TOn MD., D P E, D.Obst.R.C.0.G., Deputy 
cashıro County Counci! 
HosrrraL Boarp —The following. socio m medinil 


LIVERPOOL REGIONAL, 
staff tat appointments att at the hospitals oe in 


Gomera Surgeon, J. A 
AGroedereen Hospital), Consult oe abe Surgeon, T J Philips, 
LR CE . (St Helens Lard an and Newton-le-Willows Hospital); 


Consultant Pathol 
ey vanes Pom ta 


Officer feet Gado 


Levee M. C., M.B., ChB , D.P.H., Asastant Medical Oficer of Health 
and Assistant School Medical Olficer, County Borough of Birkenhead. 


msn D: A. Stanley, M.D. (Bootle General and Waterloo 
3 ns 

MLB, FRCS., House-surgeon (Senior House 
Hospital for Bek Children; Great Ormond Stiset, London, 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Freeth.—On February 7, 1951, at the Central Middlesex Hospital, to 
Joan, wife of Derek Freeth, MD. M.RCOG, & wn 

Gough.—-On February 5, 1951, at Longmead, Spade Oak Reach, Borne 
End, to Clara Lee (formerly Burgess), M.B , Ch B., wife of Dr. C. W. C 
Gough, a daughter. 


i MARRIAGE 


Thomas—Doyle.—On February 17, 1951, at Harvard College “Chapel, 
Cambridge, U.S A, Vernon Thomas, D.A., to Barbara Doyle, 9.R.N. 


\ ; ? DEATHS ‘ 
Binek.-On February 14, 1951, at Narachan, Port Seton, East Lothian, 
John Black, M.B., Ch.B. 
Brayne.—On ‘February 2, 1931, Willlam Frederick Brayne, M B., Ch B., 
Lieutenant-Colonel, 1.M.S., retired Kaisugu, Kencho, Kenya 
Browa.—On February 14, 1951, at 13, Apsley House, London, NW, 
Henry Robert Brown, OB E.. LRCP&S.Ed., L.R E.PS., Lieutenant. 
Colonel, I.M.S., reured 4 
Buckley.—On February 13, 1951, at The ‘White Cottage, Main Road, 
Caan Isle of Man, Charles’ Herbert Buckley, M.R CS., LRCP.,,: 
ag 


Coghull.—Ono salem iG 1951, in London, Violet Alice Penrose Coghill, 
M&.,:Ch.B, aged 83. 

Dobson.—On Reait 14, 1951, at The Lindens, Sully, Penarth, Arthur 
Dobson, MRCS, LR'CP.. aged 80 

Galtedy.—On February 10, vey at Southbourne, Bournemouth, Edward 
Lewis Galley MB, ChB 

art.-On February 10, 1951, at 15, Primrose Hull, Northampton, Maurice 
Rovers Wilson Hart, MBB, MRCS. LRCP, MRCOG 

Holst.—-On February 12, 1951, at Farnham, Surrey, Otto Leonard Holst, 
MRCS, ERCP, aged 85. $ 

Lockwood.—On February 13, 1951, 
wood, LR.CP &S Ed, LR F P.S. 
pital, Bangalore, aged 88 

Macteod.—On February 15, 1951, at Dunes, 'Peter John Macleod. O BE, 
MB, Ch.B., formerly of Stornoway, Isle of Lewis 

Mainprise.—On February 16, 1951 at the Cambridge Military Hospital, 
Aldershot, Cecil Wilmot Mainpnse, D S.O, MRCS, L.RCP, Maor- 
General, late R.A M.C , retred, of Landfall, Fleet, Hants, aged 77 

Mounro.—On February 16. 1951 at hh home Macdonald Somerled Munro, 
M B.. ChB., 2, Holcombe Road, Ilford.: Essex 


at’ Worthmg, Dora Elizabeth Lock- 
formerly of Zenana Mission Hos- 


Ralasbory.—On January 3,, 1951. at Kulcreaagh Stanton Hf. Mansfield, 
Notts, Wiliam Cornehus Raimsbury, MID, aged 84. * 

Selby.—-On February 15, 1951, at Cheadle Hulme, Chesturo, John Alexander 
Robertson Selby, M.B. Ch B, formerly of Fort William and' Hong Kong. 

Stewart.—On February 14. 1951, at Edinburgh Norman Burgess Stewart, 
senior, MB, Ch B., 30, Polwarth Terrace, Edinburgh. 

Webb,~-On February 14, 1951. at 36, High Brow, ia Bomingham, 
Marthe Beatrice Webb; M D. 
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, Any Questions ? 





Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their- 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 7 


Tuberculin Reaction and Antihistamines 


Q.—What effect have antihistamine 
tuberculin reaction? 


A.—It appears to be true that the tuberculin reaction is. 
very much diminished by taking antihistamine drugs. 
Breton (C. R. Soc. Biol., Paris, 1943, 137, 254) first. 
described a diminished reaction in patients given “ anter- 
gan.” Judd and Henderson (Ann, Allergy, 1949,7, 306). 
observed that the Mantoux test became negative in 18 out 
of 30 patients during prolonged treatment with antihistamine- 
drugs, and then became positive again after stopping the- 
treatment.” 

Graub and Barrist (Amer. Rev. Tuberc., 1950, 61, 735). 
tested 87 patients who gave a positive reaction 48 hours. 
after intracutaneous injection of 0.1 ml. P.P.D. No. 1. A 
week later 50 mg. “ benadryl ™ was given every 4 hours 
and another injection of P.P.D. on the second day of this. 
treatment. In 63 patients the ,area of induration was. 
diminished by more than 25 sq. mm.; in 5 patients the 
area was enlarged by more than this amount ; and in 19 
patients there was no appreciable change. 


drugs on the 


Disinfection of the Bedroom of a Phthisical Patient -- 


Q.—How may a bedroom be rendered safe for other 
occupants after it has been used for a long time by œ 
person with open pulmonary tuberculosis? 


A.+-All disinfection of rooms used by infectious persons. 
must be founded on knowledge of the organism concerned. 
The tubercle bacillus can live outside the body in damp 
dark places for varying periods up to four weeks, but it 
succumbs to sunlight, heat, and surface disinfectants quite 
quickly. It is therefore advised that a room that has. 
been used by an infectious tuberculous person should be 
thoroughly “spring cleaned” with plenty of soap and 
water. The floor should be scrubbed, the furniture 
and walls damp-dusted with disinfectant—for example,. 
1/80 carbolic acid—but, most important of all, the room. 
should be well’ ventilated and exposed to as much sun- 
light as possible for four days before being used by another- 
person. The patient’s sheets should be boiled and the 
blankets and mattress steam-disinfected. If this is not 
possible they should be exposed to sunlight for four days. 
Clothing should be similarly treated by washing or thorough 
exposure to air and sunshine. The sealing of the room 
and burning sulphur candles or subjecting to formalin- 
vapour, although a further safeguard, is not necessary if 
the room ‘has been thoroughly washed, damp-dusted and. 
well ventilated for at least four days, and the patient's 
clothing and bedding specially treated, for it is in the latter 
that the main risk of infection lies. 


Sputum Mugs 
Q.—What is the best method of disposing of sputum in. 
a sanatorium? Are destructible sputum cartons preferable- 
to sputum mugs? “ 1 


A.—The waxed paper carton is undoubtedly the best 
method of collecting sputum in a sanatorium. The carton. 
can be lodged in a small metal frame with a handle for 
the convenience of the patient and used hke an ordinary 
sputum cup. The cartons are removed from the handles. 
and carried on metal trays to the incinerator. Trays and. 
handles are easily sterilized. Small waxed-paper tubs are: 


1 
1 
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also the best containers for conveying sputum specimens 
from the ward to the laboratory. These are burnt after 
use, and this eliminates the risk of false positives from ` 


‘contaminated containers. 


The use of sputum mugs entails the purchase of expen- 
sive apparatus for cleaning and sterilization, and, even with 
the greatest care, those engaged in this work run some risk 
of infection. 


Whooping-cough Vaccines i 

Q.~—What is the present status of whooping-cough 

immunization? I hear that the percentage of palsies 

following such inoculations is high. If, this is not so, 
what is the best of the vaccines available ? 


A.—The controlled trials of pertussis vaccines carried out 
during the' past few years under the sponsorship of a Medi- 
cal Research Council committee have shown that with the 
British and American vaccines that were used a consider- 
able degree of protection against whooping-cough was 
obtained; but the protection given by one particular 
vaccine was considerably greater fhan was given by the 


others. Efforts are now being made to improve the anti- © 


genic quality of commercially prepared vaccines in this 
country, although it is sull probably premature to recom- 
mend the large-scale use of these vaccines until further 
details about the Medical Research Council's whooping- 
cough trials are available. 

The risk of post-inoculation poliomyelitis with plain (not 
aluin-precipitated) pertussis vaccine is slight, particularly if 
intramuscular injection is avoided. The use of combined 
diphtheria toxoid and pertussis vaccine has, however, occa- 
sionally been followed by poliomyelitis in the inoculated 
limb, and this type of combined vaccine should not be used 
in any area at a time when cases -of poliomyelitis are 
occurring. 


’ 


How to Prescribe Chloramphenicol 


Q.—W hat dosages of chloramphenicol are recommended 
for (a) babies, (b) children, and (c) adults? How is it best 
‘prescribed ? ne 


A.—Ap average adult daily dose of chloramphenicol for 
a severe acute infection is 4 g.: 
for less serious conditions. As with other antibiotics, the 
dose should not be reduced in direct proportion to body- 
weight for children: a young infant may be’ given 750 mg. 
daily. Appropriate doses for intermediate ages can be 
calculated from these two figures. 

For those who can swallow them it is prescribed in 
250-mg. capsules, the requisite number of which are taken 
three or four umes a day. For infants and young children 
‘who cannot do so, the contained powder, which 1s exceed- 
ingly . bitter, should be disguised with sweetening and 
flavouring agents. 


“Standard Stretchers 


Q. 
their tracks in ambulances been standardized ? 

.—The position in this country is that there is a British 
Standard No, 896 : 1949 (obtainable from the British Stan- 
dards Institution, 24-28, Victoria Street, London, S.W.1, 
price 1s. 6d.) which sets out the principal dimensions of 
stretchers and stretcher-carriers in ambulances to ensure 
interchangeability. The standard also specifies the essential 
dimensions for hospital trolleys intended to take stretchers. 
Both Service and civil authorities co-operated in the pre- 
paration of this standard, and the requirements specified 
‘agree with the dimensions given in the manual of the Inter-’ 
national Red Cross. The dimensions of stretcher carriers 
have been designed to accommodate all the types of 
stretchers now in use in this country, but it has been agreed 
that all future stretchers should have runners or Wheels 
conforming to the dimensions given in the standard. 

This British Standard No. 896 has now been proposed 
as the basis for international standardization, and, although 
it cannot at present be said that it will be accepted without 
any modification, the indications are that it is generally 





less than this may suffice > 


` acceptable. 


, 


It was first published in 1940 as a War Emer- 
gency Standard and has been revised to take into account 
the post-war views of the Service and civil authorities. 

The present view of the authorities concerned 1s that all 
ambulances should ‘accommodate standard 7 ft. 6 in. 
(2.29 m.) stretchers. This fundamental requirement need 
not interfere with the use of non-standard 6 ft. (1.83 m.) 
Stretchers to meet special needs, since the shorter stretcher 
can still be carried in ambulances designed to take the’ 
standard stretcher. The stretchers should be held in posi- 
tion by straps riveted to the stretcher carners instead of 
by special locking devices which, are not universally 
applicable. 


Cortisone and Disseminated Sclerosis 


t 
Q.—Is there any evidence to suggest that cortisone may 
be of use in the treatment of disseminated sclerosis ? 


A.—No large series of cases of disseminated sclerosis 
treated with cortisone has been reported so far. Isolated 
cases have been reported often, particularly from America, 
and in all the results have been uniformly negative, in spite 
of very large doses of cortisone having been given on some 


occasions. r : 


Spasm of the Nipples 
Q.—A woman of 39., in the seventh month of her first 


«pregnancy, has been greaily troubled, at intervals by very 


sore nipples ever since the pregnancy began. The nipples 
become periodically cyanosed around the base, with a white, ` 
dead appearance ut the tip. The condition has proved 
resistant to local applicanons? it is worst at night and 
prevents’ sleep. 


A.—Some tenderness and soreness of the nipples is so 
common in pregnancy as to be regarded as normal. When 
it is exaggerated there is sometimes a bacaground of over- 
anxiety and introspection. When pain comes in severe ' 
attacks it appears to'be related to angiospasm with inter- 
mittent blanching and engorgement of the nipple, and’ co- 
incident erection. I know of one case in which regular 
inunction of the nipple with an oestrogen ointment seemed 
to help, but, ordinarily, local applicauons, and hormones,’ 
and drugs administered systemically, are of little value. 
Indeed, over-enthusiasm in the preparation of the nipple for 
breast-feeding may lie at the root of some cases. The patient ' 
should be warned against this and advised to wear a well- 
fitting brassiére constantly. Warm underclothing is impor- 
tant, because cold—even the immersion of the hand in cold 
water—can precipitate an attack. As pregnancy advances 
the breasts as a rule become more comfortable. a 


kas 


` Pseudo-hypertrophic Muscular Dystrophy 


Q.—Whar ts the latest treatment for pseudo-hypertrophic 
muscular dystrophy ? 


A.—There has been no spectacular advance in the, treat- 
ment of pseudo-hypertrophic muscular dystrophy in recent 
years. The most commonly used remedy is glycine in doses 
up to 10 g. daily. Vitamin, E has also been tried, but is of 
no established value. It is at present impossible to treat 
the cause, the disease being a hereditary one. } 
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BY ` \ 
JEAN LHERMITTE, M.D. - i 
Honorary Professor, Faculty: of Medicine, Paris At 


From remote times philosophers have been struck by 
a most unusual phenomenon which until recently 
remained unexplained and almost unbelievable: the 
vision of one’s double, the visual hallucination of the 


self. ‘This experience is a sensation the patient has of 


seeing his body image as reflected in a mirror. 

As you know, this strange’ phenomenon has been 
interpreted in many different ways and has also brought 
forth many literary works, particularly in Germany 
during the Romantic period of the ¢ighteenth and nine- 
teenth centuries. Thanks to the knowledge we have 
acquired about ‘our body image arid its distottions 
through diseases, deep. research work on this pheno- 
menon has become’ possible. That is why I have chosen 
the visual hallucination of the self, or autoscopy, as the 
theme of this lecture. 

Let me first remind you of the meaning to be given 
to this word “hallucination.” For the: founder of 
psychiatry, Esquirol, hallucination means a perception 
without object. Any man who believes he can See his 
own image appear in front of him when there is no 
mirror to reflect it is therefore subject to a visual hallu- 
cination of an autoscopic character. 
of strange and quaint features go to make, up this 
phenomenon of autoscopy. 


- “With the Eyes of the Mind” — 

First, the. suddenness with which it'appears. Thé 
vision .comes unexpectedly while the patient is wide 
awake, more often when he is lost in thought or when 
he is drowsy. This was,the case with Goethe, who 
wrote just after he had left his fiancée: 
not with the eyes of the body, but with the eyes of the 
mind,” and he added: “ When I shook my head at the 
sight of this delusion it disappeared.” 

A young girl, a case of Selliers’, had been walking in 
Paris at dusk in a dreamy state, when she suddenly saw 
in front of her her own image. Another young girl, 
also a case of Selliers’, who seemed quite normal 
although there were slight signs of hysteria, one evening 
saw her own image as though in a looking-glass. “I 
would even have drawn back,” she said, “if I had not 


- realized that there was no mirror.” 


There is also the case of a young girl who was sitting 
lost in thought, half dreaming, near a lamp-lit table, 





a lecture delivered at the Nétional Hospital, Queen 
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A great number’ 


“TI saw myself, - 


ay 


and who suddenly saw her own’ \image appear “several 
times in front of her. N 

An Austrian author who has done remarkable work 
on autoscopy relates that one evening, as he was walk- 
ing home half-asleep, he saw in a window the appear- 
ance-of a man of his own age looking at him. He 
wondered whose -this expressionless face’ watching 
could be, and gradually he became convinced it might 
be himself. Indeed, he felt that he was; emotionally 
linked to this strange apparition. yes 

Source of the Hallucination: a 


It is somewhat remarkable that, although, the state 
of sleepiness seems to be specially favourable, to the 
autoscopic hallucination, the. state of authentic “dream 
is only exceptionally the source of this phenomenon. 
Yet some workers noted that sometimes this autoscopic 


„image came into the’ moving pattern of the dream! A 


peculiar fact is that the dreamer’s image comes. tox his 
mind with a deep’ feeling of sadness or with deadly 
anxiety. I remember reading in some old, book that a 
man had been frightened during his sleep because he. 
had seen near his bed the double of himself, in agony. 

I, recently received the confession ‘of a man," 
seriously ill, who was visited during several nights by ' 
the image of his. double. This offered mainly a back 
view, wearing black, “ill-fitting clothes, This double 
seemed depressed and obviously under deep’, mental 
stress. And the dreamer thought: -“ There you are. 
Yes, it is you. How broken down, wretched, and miser- 
able you are! Death awaits you.’ 

‘On another occasion our patient had the impression 
that his body had split in two and that this double was 
lying very close beside him in a state of imminent death. 
Soon afterwards the dreamer had the impression that 
his double was dead, already in its coffin awaiting the 


funeral. When the undertakers came ‘to take it away 
the patient screamed, “ Not yet!” and woke up in a 
state of deep distressing fright. a 
4 
: Its Form 


While autoscopic hallucinations often come more 
readily to patients when they are in a state of drowsi- 
ness, these visions also appear to subjects whose minds 
are wide awake, so that we possess a great number of 
detailed records of this form of hallucination. Usually 
the image seen is very clear but not vivid in colour. 
When the subject attempts to get near it the image draws . 
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back or fades away after, having performed movements 
similar to those of the original. J 

Sometimes the hallucinatory image appears very ‘thin, 
as if it were a projection on a screen ; at other times, 
on the contrary, it would seem to -be made of a jelly- 
like or glass-like substance, so that/the patient’can see 
everything around him through, this ghostly illusion, 
which would be impossible if the image were real. This 
is not a constant rule, and ofterithe phantom seems to 
be made of an opaque substance, not transparent to 


ea the eye. i 


' One would say that such a. strange phénomenon must 
seem unbelievable and even ‘unthinkable to a reasoning 
mind. ‘In, fact, how can’one admit that a subject 
apparently.capable of judgment and self-criticism can 
come to believe such a vision to be a reality ? 

Here I must say that’dll those who have been victims 
of autoscopy have not always been immediately con- 
vinced of the reality., of the image which appeared in 
front of them. Some, before believing in it, hesitated, 
and even criticized,'the authenticity of the vision, but 
„in the end it became almost compelling. - ~ 

This shows, 'to,my mind, that it is an error to want 
to:set up a barrier between the hallucinations which are 
a meet and /admitted to be illusions of the senses, 

~or a hallucinogis, and, on the other hand, the hallucina- 
tions which are not criticized and which would be the 
only real hallucinations for somé authors. 4 


Close ‘Connexion between Image and Saka 


There is one phenémenon on which want to enlarge 
because it seems to be peculiar to ‘dutoscopic hallucina- 
tions. ‘ Never, in fact, do we find it in other sensory 
halluciations. It is that the subject not only believes 
he can see his own image as if it were reflected in~a 
mirror but also has the knowledge that in this image 
there is a part of himself: he feels connected to this 
image by spiritual and material links. The life filling 
it ‘is his own life ; indeed, he has the illusion that he 
ves in this’ image, which thinks and feels like himself. 

No one has given a better description of this intimate 
lationship between the image and its original than the 
‘ poet Alfred de Musset in “ La Nuit de Décembre ”: 


“Partout ot j’ai voulu dormir, J 
Partout où j'ai voulu mourir, 
Partout où j'ai touché la terre, 
Sur ma route est venu s'asseoir 
Un étranger vêtu de noir 
Qui me ressemblait comme un frère.” 


t 


, 


- The intimate relationship between the original and the 


vision is so close that some authors maintain that the. 


f 


~ most important fact is not the visual hallucination but . 


the notion of “ belonging” or of material and spiritual 
dependence between the image and its object. There- 
fore the delusive figure, the double, feels, thinks, acts in 
a manner similar to that of the subject himself and 
sometimes talks-to him in a language which is his own 
language, although, as is the case in dreams, the words 
expressed are not perceived by the ear but guessed more 
than heard. And yet I have found’ in the psychiatric 
literature~the case of a subject who was able at will to 
make: his own image appear in front of his eyes, as 
though in a mirror ; it would make the same movements 


`; and say words that he would hear.and that he knew’ 


before they were uttered But this patient had auditory 
haJlucinations and- transferred them to the autoscopic 
image. i 


2 curtain. 


‘pathology. 


¥ 7 


\ 
Wigan, in the last century, refers to a similar case in 
which the subject could summon his own body image, 
which would laugh as he laughed. 


j - Anxiety A 


While, the state of drowsiness facilitates the onset of 
autoscopic hallucination, there is another condition often 
seen at the source of the phenomenon—it is anxiety 
For instance, the following case published by Parioli 
shows the importance of the affective state in autoscopy. 

A young woman, apparently free from all worry, was 
working. one evening in a large room divided in two by 
Suddenly she thought she could hear one of her 
children getting restless in his bed; she drew the curtain 
and went into the other room, where she saw her own 


image bending over her child’s hed, ‘dressed in clothes she ~ 


had not worn for some time. “The face of this phantom 
was turned towards me,” she said, “and was excessively 

sad.” In trying to explain the cause of this peculiar 
phenomenon, certainly capable of causing anxiety, this 
woman remembered that three months before she had lost 


a child whose body had been placed on this same bed and - 


that she was then, dressed in the clothes wom now Pa tbe 
apparition. 

I could mention many more similar cases. ' There is 
the story of that unfortunate doctor with an incurable 
disease. One day in the passage of a house he was 
entering for the first time he saw his own image. This 
happened several times afterwards, and the doctor noted 
the strange fact thať on each occasion the hallucinatory 
image made the.same gestures as himself and at the 
same ‘moment. , a : 

While:in most cases the phenomenon of autoscopy is 
an occasional occurrence, there are nevertheless cases 
whose characteristic is the prolonged duration of the 
frequent repetition of the body image. And one can 
easily guess that persistence of the double of oneself is 
enough to disturb a person’s’ mind and also to. stimulate 
the imagination of writers. 

The ‘problem of the double must therefore be 
approached both through literature and through medical 


The “ Double” in Literature ~ 
The phenomenon of the double as we find it in‘litera- 
ture has long been considered. to be a purely intellectual 
notion or the result of imagination. But in fact all 
we know to-day shows that nothing is created that has 


j hot been more or less deeply felt. ; 
Many are the writers, novelists, philosophers, or poets 


t 


who have used the image of, the double in their work 


- First comes Aristotle, the greatest philosopher of ancient 


Greece, who tells the story of a man who could not go 
for a walk without seeing his own image coming towards 
him. Wigan and Michea give similar examples of. sub- 
jects permanently followed by their shadows or doubles 
I have already mentioned de Musset. 


“The double is also used in Tales of Hoffmann (story 


of the lost reflection, for example), The Classical Stories . 


of Chamisso (Peter Schlemyl), Hans Andersen’s Tales, 
Hesperus (Jean Paul Richter), Le Dissipateur (Ferdinand 
Raimund), Notturno (Gabriele d’Annunzio), The Por- 
trait of Dorian Gray (Oscar Wilde) ; also in the- Tales 
of Edgar Allan Poe (especially the singular one of 
Wiliam- Wilson), Steinbeck’s Great Valley, and more 
recently Robert Hichens s 

All these authors'have introduced the character of 
“the double” to give more colour to the tales and to 


$ 
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stimulate the reader’s ‘imagination by showing him the 
strangeness of life and the complexity of the human 
mind. 5 


Of all the writers who have mentioned the double in 
the adventures of their i imaginary characters, that genius 
of a novelist Dostoievsky is undoubtedly the one who 
bas offered the most complete description of it.` The 
image of the double is already outlined in works such 
as The Idiot and The Brothers Karamazov ; but prob- 
ably Dostoievsky had’ been particularly haunted by this 
phenomenon, as he devotes to it a very illuminating 
tale, the title of which is none other than The Double. 
Ale tells the following story 


A man ‘called Goliadkine, a meticulous clerk, one morn- 
ing made some extravagant purchases, and talked to people 
in involved sentences, with a feeling that everybody was 
spying on him. ‘ 

One evening this man goes into a ballroom uninvited. 
The party is celebrating the engagement of the daughter 
of a Councillor of State. He acts in a most eccentric 
manner, and a group of people question his behaviour. At 
about midnight he departs hurriedly. We’ find him again 
wandering in deserted streets. The weather is foul. When 
nearing the Israilowsky bridge Goliadkine has the feeling 
of someone following him, watching him, and- whispering 
to him in a staccato voice. Fighting through wind and 
snow-storm, Goliadkine meets a man be believes he knows. 
He looks at him, then suddenly sets off after him. This 
man is going towards Goliadkine’s house, enters it, sits on 
the bed, and welcomes Goliadkine. Then begins the drama. 
Staring wide-eyed and with his hair standing on end, 
.Goliadkine is scared and shakes with terror, for there is no 
possible doubt that the stranger is himself. Another 
Golijadkine is sitting there facing him. ; 

Next morning our hero goes to his office, and there, work- 
‘ng at his desk, is his double, the other Goliadkine. “It 
was really myself,” said Goliadkine: “ same size, same build, 
same baldness. In everything he corresponded completely 
to myself.” ! 

Goliadkine’s mind is greatly disturbed. How can one 
understand these happenings, this splitting of one’s outward 
appearance? All this is iicompeehenkible to him, and he 
wonders if it is not a dream. 

This state of uneasiness is obvious to his colleagues, who 
press him with questions, and remark that he has changed, 
sthat he looks ill. One ‘of them reminds him that this 
phenomenon of the double is well known: “ The same thing 
happened to one of my aunts,” he said, “ but when she saw 
herself in front of her double she died "—a strange manner 
of comforting the unhappy Goliadkine. 

In spite of all his’ efforts to shake off this vision, 
Goliadkine cannot rid himself of his double. This other self 
will not leave him alone. 
ments ; it bends down when he bends down, walks when he 
walks. Yet sometimes the double contradicts him or laughs 
at the real Goliadkine. 

Then comes the phase of persecution. Revolt and hatred 
come to Goliadkine, at the same time anxiety at the thought 
that the double might harm him and even use poison to 
kill him. 

After numerous extraordinary adventures our hero’s 
mental agitation increases to the point that one day, going 
to a reception to which he had not been invited, he believes 
he can see a thousand Goliadkines appear in front of him, 
move oddly about, and surround him. The police are called; 
while the double whispers, “It is the doctor.” He then 
faints. In the conveyance taking him to an asylum the 
attendant: tells him: 
on you will be kept by the State.” 


I have given you some details of this tale of’ 


Dostoievsky’ s because in the story we are shown what 
happens in real life. Goliadkine’s adventure is a true 
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“Don’t worry any more; from now 


i 





story. “What do we find in it? That a neat methodical 
man is suddenly taken with megalomania and makes 
absurd purchases, partly realizing that he is not quite 
himself and that he does it under the impulse of a power 
foreign to his personality. While undergoing a medical 
examination he gets confused and wonders why he is 
at the doctor’s. Then come the exttaordinary adven- 
tures with the double, then degradation in dementia. 
The whole series of these events allow us to conclude 
‘that Goliadkine was showing ‘signs of an organic 
psychopathy. In the same way Guy de Maupassant was 
also visited by the apparition of his double, was subject 
to persecutions and hallucinations, and, finally, became 
insane. And in Kafka’s famous novel The Trial we find 
the hero in a very similar state. 


e ` 


A Personal Case i 


“For many years I have personally followed the case of a 
young girl who had a vision of her double nearly every 
night. 
had gone to bed she felt as though she was subject to a 
spell and went into a kind of trance, during which she 
could be examined, because she was in an irreversible state, 
quite different from sleep. 

Very often her body halved itself, and she then had her 
earthly body, which remained in the bed, and her astral 
body. -This latter was savagely’ wrenched from her and 
taken into the astral sphere, but she could feel it and see 
it in the grip of Satan. The Devil would torture it in a 

~ thousand frightful ways, would shoot at it with a gun, would 
throw it into a bush of thorns, surround it with snakes, and 
finally—and this was the most horrible of Al, because she 
was a good and pious girl—he would inflict upon it sexual 
outrages. 

The division of her physical and, mertal personality was a 
torture to her, and in her trance she would implore Satan 
to give her back her double, to “ redouble” her. When this 
double was given back to her, she said she had an unpleasant 
feeling of a dead skin being held against an open wound. 

What is very instructive is the fact that this young patient 
had had epidemic encephalitis a few years before this 
phenomenon of the double began to appear. 


Facts of this kind show that the vision of the double 


is not a romantic or fanciful invention but a pathological i 


reality. 


\ 
Diseases which Can Produce the Phenomenon 


I could tell you of a number of cases which show 
` the autoscopic vision of the double in many different 
diseases of the central nervous system. 

First, in epilepsy. As Hughlings Jackson and his 
disciple, Kinnier Wilson, used to say, epilepsy is surely 
the disease which teaches most to tne neurologist as 
well as to the psychiatrist. * Lemaître, Charles Féré, 
Griesinger, Meyer, Hagen, among others, have published 
numbers of cases of epileptics who were visited during 
their fits by apparitions of their double. Let us note 
that the vision is witnessed sométimes ,by the patient 
himself who has not completely lost consciousness, 
sometimes by others present during the patient’s fit 
His behaviour during the paroxysms, his language, leave 
no doubt about the fact that it is himself he is seeing. 
An odd fact is that for the, same patient the Vision 
appears always in the same manner and with the same 
shape. Let us add that sometimes the subject gives to 
his double his own sensations. Thus a patient of Féré’s 
used to shout during the twilight period after the fit, 
“ Give him a cigarette. Light it; the poor man has.no 
tight hand | Rub his hand; his fingers are pricking” 


x 


This is how this phenomenon occurred. After she~ 
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He was himself at the time subject to post-paroxysmal 
paralysis of the right side. 

In a patient of Nasse’s, this is how things happened: 
a light seemed to surround the patient, then out of it 
appeared a shape similar to himself and dressed. like 
himself. It went across from right to left in the visual 
field, then disappeared. 

In other cases the apparition of 'the double comes 
after a hallucination of another kind. Thus, in a case 
published by Monet the patient first had nausea, then 
the double appeared in front of him. 
~ Infectious diseases, and especially typhus, seem also 
apt to produce this strange splitting of personality. 
I recently saw a young woman who was taken, the day 
after her wedding, with acute mental confusion and 
agitation. This patient thought she could see hands 
and faces on the wall of the room. When she was 
quieter she had the feeling that someone was standing 
_ behind her chair. She turned round and saw a young 
woman in the white dress she had worn the previous 
day, and she realized that this strange visitor was herself. 

One of my colleagues was going to hospital one morn- 
ing. He was tired and shivery. Suddenly he saw before 
him a man walking with difficulty. He realized he knew 
this man. It was himself. When he reached the hospital 
the vision vanished. (Sivadon.) 

This phenomenon of the double can be produced by 
many other diseases of the brain besides epilepsy. It 
appears in general paralysis, in encephalitis, in ence- 
phalosis of schizophrenia, in focal lesions of the brain, 
in post-traumatic disorders; but what I want to lay 
stress upon is the fact that the apparition of the double 
should make one seriously suspect the incidence of a 
disease. ` ¢ 


Literary Genius and Mental Abnormality 


No doubt one can object that if so many authors 
have indulged in a description of the phenomenon one 
cannot consider them all to be ill or insane. Although 

-I do not want to generalize to excess, let me remind 
you that all the writers who best described the vision 

. of the double were singularly abnormal. Hoffmann, the 
son of a hysteric, used to see ghosts, and wake his wife 
so that she could witness his visions. He was tortured 
by the thought of death, his mind deteriorated, and he 
ended in general paralysis. 

Guy de Maupassant, when he described his hallucina- 
tion in Le Horla, was already stricken with the same 
disease. Jean Paul Richter was obsessed by the fear of 
madness. From his youth he sees his double, and he 
writes: “I look at him, he looks at me, and both of us 
hold our ego in horror.” * Edgar Allan Poe was subject 
to melancholia, alcoholism, toxicomania. He was 
unstable, epileptic, and tortured by all sorts of phobias. 
Dostoievsky was subject to major epileptic fits and to 
most unexpected changes of temper. What can one say 
about Alfred de Musset ? Everyone knows that he was 
cyclothymic and subject to toxicomania. 

This list, which I could extend, shows well that the 
greatest literary geniuses can ‘carry in them very great 


mental abnormalities, yet it is perhaps to these that'we 


owe the most surprising products of man’s genius, 
> 
A Perception without Object 
As,l have told you, the first cases of autoscopy 


recorded were a psychological problem that the authors 
in the last century-could not possibly solve. For some, 
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however, the apparition of the double meant a perturba- 


tion of that kind of sensibility by which we perceive 


. with great difficulty the existence and the workings of 


our-body. French’ psycho-physiologists have given the 
name of “cenesthesia” to- this sensibility. It is only 
with the works of Henry Head and of Paul Schilder 
that one can begin to understand the phenomenon of 
autoscopy. 

Henry Head and Gordon Holmes saw that in our 
sensorimotor structure it was necessary to take into 
consideration the postural attitudes, because it is to 
them we owe the knowledge we have of the-position of 
our limbs, without which all voluntary action would be 
impossible. Making use of this knowledge, Paul 
Schilder wrote a small but very useful book called 


Das Körper Schema. As a matter of fact, this title was: 


badly chosen, because it is not a body scheme we possess, 
but more exactly an image of our body. So when 
Schilder took refuge in the United States he revised his 
original work and called it in a more justified way “ The 
Image of the Body,” or “ The Bodily Image.” 


S 


What is clear from all the investigations relating to. 


the body image is that we possess at the boundary of our 
consciousness the notion of our physical personality— 
an idea, in the Greek philosophers’ sense, of our body 
If this image can disappear or be distorted through 
various diseases of the nervous system, it can also 
telease itself partly from its material frame to become 
a hallucination—in other words, a perception without 
object. 

It is not necessary for me to add that the knowledge 
of autoscopy and its psycho-physiological mechanisny 
has enabled us to understand the meaning of many 
psychic manifestations which remained mysterious to 
our predecessors, and that, thanks to clinical data, the 


inner psychology of a number of writers has been 


revealed. 

Thus we come back to a basic. principle to which 1 
am fond of referring—namely, that all progress in our 
knowledge in psychopathology is also progress in our 
knowledge of man himself, which is the supreme aim 
of science. ‘, 








A paper in a recent issue of the Journal of the American 
Medical Association (February 3, p. 314) describes the 
detection of cancer in rural general practice in Ohio by 


means of regular routine physical examinations carried om - 


by 42 members of the Lorain County Medical Society. 
Since the scheme began in 1944 a total of 950 presumed 
healthy women have shown between them 13 malignant 
conditions (four breast cancers, three’ of bowel, three of 
skin, one of the body of the uterus, one leukaémia, and 
one Hodgkin’s disease), and also 255 benign conditions 
requiring treatment. This involved the making of 1,650 
separate examinations, The first annual visit of each patient 
was the occasion of a complete physical examination, with 
blood counts and urine tests, and where possible a Kahn test 
for syphilis and a Papanicolaou cervical smear microscopical 
examination for malignant cells. If the patient was 35 
years or older a second visit was made six months later for 
a breast and pelvic examination only. The author esti- 
mates that the 20,815,000 women over 45 in the United 
States could all have an annual medical examination if 
100,000 physicians each gave an hour a week,to the work. 
He draws attention to the fact that 11 out of the 13 patients 
in whom malignancy was found in this investigation were 
over 40 years old, and asserts that 80% of all cancers can 
be found by inspection and palpation, which means that the 
general practitioner is the best person to make the initial 
diagnosis. 


` 
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AETIOLOGY OF PHYSIOLOGICAL 
JAUNDICE OF THE NEWBORN ' 


BY 


ALEXANDER S. WIENER, M.D. 
Brooklyn, New York =` 


.Weech (1950) has aptly described physiological hyper- 
bilirubinaemia as an explosion marking the infant’s 
entrance into the world. It was Ylppö (1913) and Hirsch 
(1913) who ` conducted the pioneering investigations 
which threw the first light on the nature of this pheno- 
menon. These workers showed that there is an inverse 
correlation between the height of the hyperbilirubinaemia 
and the amount of bile excreted in the faeces. On the 
other hand, there is no convincing evidence of an exces- 
sive breakdown of red cells to account for the physio- 
logical jaundice occurring during the neonatal period. 
Most workers therefore believe that physiological 
jaundice of the newborn is due to a functional imma- 
turity of the liver at birth, and as further evidence 
supporting this point of view the more frequent occur- 
rence of manifest jaundice among premature infants has 
often been cited. The purpose of the present communi- 
` cation is to propose a different hypothesis of the patho- 
genesis of physiological jaundice of the newborn. 

Distinct from the so-called physiological form of 
jaundice in the newborn are those instances designated 
as icterus gravis. In contrast to the benign course of 
physiological jaundice, icterus gravis often terminates 
with the death of the infant on the second to fifth day 
of life, and among infants who survive a significant per- 
centage are left with residual liver and brain damage. 
‘As was first shown by Levine and associates (1941) the 
bulk of these cases can’ be explained by sensitization 
of an Rh-negative mother to the Rh factor of Land- 
steiner and Wiener, and the resulting noxious effect‘ of 
the maternal Rh antibodies on the Rh-positive foetus. 
Exceptional examples of icterus gravis have been attri- 
buted to isosensitization to the Hr factors and to other 
blood factors, especially the A-B-O factors. However, 
isosensitizatidn to the A-B-O factors usually gives rise 
to a milder syndrome designated ag icterus praecox 
(Halbrecht, 1944 ; Wiener et al., 1949). 

\ 
The Hypothesis 

It is my view that physiological jaundice does not 
differ in kind from icterus gravis and icterus praecox, but 
merely in degree. The objection may be-raised that in 
icterus gravis and icterus praecox there is usually an 
accompanying anaemia. However, it has been found 
that there is little or no correlation between the degree 
of the anaemia and the intensity of the jaundice, and 
some erythroblastotic babies die from kernicterus with- 
out developing anaemia. Moreover, when the maternal 
Rh antibodies are weak the syndrome in the baby may 
be so mild as to be clinically indistinguishable from 
physiological jaundice. The antibodies responsible for 
physiological jaundice, according to my hypothesis, are 
the cold auto-antibodies normally present in every indi- 
vidual’s blood. y 

Most immunologists consider natural antibodies to be 
different from antibodies arising in immunization ; some 
workers maintain that the former represent the result of 
a maturation process of serum globulins, the steric struc- 
ture of the natural antibodies matching that of the 
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antigen merely by coincidence. As I have pointed out 
(Wiener, 1951), however, there is\ no real difference , 
between natural and immune antibodies, the only reason 
for distinguishing between them being that in the case 
of the former the time when the individual was exposed 
to the antigen and the exact nature of the antigen are 
unknown. Therefore the antigen used to detect natural 
antibodies will usually nót be the same antigen that 
called forth their production. That explains why the 
reactions obtained with so-called natural antibodies are 
often of relatively low avidity and are most distinct ' 
as a rule at refrigerator temperature. At body tempera- 
ture the thermal agitation of the molecules would tend 
to break the feeble union Berween antigen and natural 
antibody. 


Origin of Auto-antibodies 


‘ According to`my view, (Wiener, 1951), the natural 
alpha and beta antibodies are of heterogenetic immune 
origin, due to the presence of chemically related antigens 
in parasitic micro-organisms. The reciprocal relation 
between isoagglutinogen and isoagglutinin (Land- 
steiner’s law) holds either because incompatible iso- 
agglutinins are not formed or because they are absorbed 
and neutralized as quickly as they are formed. Kabat 
(1949) has shown that the A-B blood-group substances 
are mucopdlysaccharides composed of N-acetyl D- 
glucosamine and D-galactose residues. Apparently the 
group specificity is due to a relatively small part of the 
molecule ; according to Landsteiner and Harte (1940, 
1941), the group specificity may be due to small peptide 
side'chains, whilé Kabat et al, (1949) believe it is due to , 
side chains composed of fucose (methyl pentose). In 
either event this would explain why mucopolysaccharides 
of similar chemical structure have been isolated from 
the- saliva of individuals of all blood groups, both 
secretors and non-secretors. 

The fact that the- polysaccharides from the aN of 
type XIV pneumococci also yield p-glucosamine, 
D-galactose, and acetic acid on hydrolysis (Goebel et al., 
1939) explains adequately the observation that type XIV 
pneumococcus horse antisera strongly haemolyse and 
agglutinate human red cells of ali four blood groups. 
If infection of human beings with bacteria possessing 
similar polysaccharides can likewise stimulate the pro- 
duction of antibodies for human red cells, those capable 
of combining with the individual’s own cells ‘at body 
temperature would be absorbed as quickly as they are , 
formed, leaving behind. only the fraction active at low 
temperature—namely, the cold auto-antibodies. Thus, 
according to my view, the normal auto-antibodies are 
probably capable of combining with the N-acetyl 

p-glucosamine and D-galactose skeleton of the blood- 


` group substances, but only at low temperature. 


It has been shown (Wiener, 1948) that not merely Rh ' 

antibodies but also antibodies of other specificities occur 
in two principal forms—namely, bivalent and univalent. 
Bivalent antibodies seem to be composed of larger mole- 
cules, and are held back by the intact placenta, while 
univalent antibodies, which are presumably óf smaller 
size, pass' through the normal placenta freely. Thus, 
as I have pointed out (Wiener, 1948), it is the univalent 
Rh antibodies which cause typical erythroblastosis, and 
not the Rh agglutinins as originally postulated by Levine 
et al. (1941). Similarly, univalent alpha and beta anti- 
bodies can cause illness in an infant of an incompatible 
group (Wieher et al., 1949). The fact that alpha and 
beta antibodies are normally present in maternal serum 
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explains why this condition not infrequently affects the 
first-born infant, and at the same time, since the normal 
alpha and beta antibodies are presumably of hetero- 


genetic immune origin, they are poorly adapted to the - 


antigen, and therefore usually give rise to a milder 
syndrome than Rh antibodies. However, iso-immune 
alpha and beta antibodies may also be formed occa- 
sionally, and then a more severe form of erythroblastosis 
may result (Wiener et al., 1949). 

Finally, auto-antibodies also occur in two forms— 
namely, bivalent and univalent. By using trypsin-treated 
test cells and performing the tests at low temperature 
I have been able to demonstrate the presence of. uni- 
valent auto-antibodies not only in the sera of mothers 
but also in their newborn infants. These are the anti- 
bodies which I believe are. responsible for physiological 
icterus, and the fact that natural auto-antibodies are 
even more poorly adapted to human red cells than the 
natural alpha and beta antibodies explains the benign 
nature of this illness. 
plained instances of icterus gravis may be due to excep- 
tionally potent auto-antibodies in the maternal serum. 

The above has been offered as a working hypothesis 
while further experiments are being carried out to fest it. 
It is hoped also that the- publication of the hypothesis 
at this-time may stimulate interest in the field č 
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THE: OUTCOME OF MENTAL 
. BREAKDOWN IN OLD AGE 


BY . 
FELIX POST, M.B., MR.C.P, DPM ` 


" Physician, Bethlem Royal Hospital and Maudsley Hospital 


The rising number of first admissions to mental hospitals 
ts now widely recognized as being due to the increased 
frequency of mental disorders peculiar to the elderly, 
who constitute an increasing proportion of the total 
population. It is therefore important that the prospects 
of an elderly patient admitted to hospital with a mental 
disorder should~be known regarding both the expecta- 
tion of life and the likely duration of hospitalstay. The 
following investigation has been designed to throw light 
on this problem. ~ 


Case Material and Immediate Outcome of Admission 


Clinical and social data were analysed from the case 
records of all patients over 60 admitted to a mental 
observation unit in South London during February, 
March, April, and May, 1946. During this period 454 
patients of all ages were admitted (211 men and: 243 
women), and the fact that 226.(105 men and 121 women) 
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of these were over 60 demonstrates the size of the prob- . 


lem of psychiatric disorders in old age. The cases were 
followed while in the observation ward and after ‘their 
transfer to a chronic sick ward, to a mental hospital, or 
to the Tooting Bec Hospital for Senile Dementia. 

The immediate outcome of admissions to the observa- 
tion unit is shown in Table I. This reveals a high death 


Tastp I.—Immediate Outcome of Admissions to a Mental 
Observation Unit (February to May, 1946) 










Admitted to 
| General | Mental | Tooting! TO 
Hospital| Hospital| Bec 
oe 7 37 105 
. 1i 4 3 67 


rate of male patients : 26 out of 105 men died within 
a few days or weeks of admission, while only 10 out of 
121 -women died during this period. Ten men and two 
women had been admitted in a confusional state arising 
as a terminal event in a serious physical illness, without 
previous evidence of mental ill-health. 


1 








Diagnostic Grouping and Outcome of Diness 
After the 12 patients with primarily physical disease 
bad been: excluded, the 214 (95 men and 119 women) 
admitted on account of increasing severity of their 
mental disorder were allocated to two broad diagnostic 
categories (Table II): 56 patients (26 men and 30 women) 


Taste U.—Diagnostic Grouping and Outcome Of 214 Cases 












Males: 
Functional psychoses 


neomp! | 88 
With affective or schi- 
zoid colouring 


were suffering from essentially “functional” (schizo- 
phrenic or affective) psychoses, while 158 (69 males and 
89 females): exhibited organic mental symptoms ; all of 
the latter, except 4 with G.P.I., 5 with epileptic psychosis. 
3 with alcoholic psychosis, 2 with psychosis due to sub- 
acute combined degeneration, and 1 each of psychosis 
due to vitamin deficiency and Paget’s disease of the 
skull, showed senile or arteriosclerotic mental disorders 
This organic group was subdivided into patients who 
in a setting of dementia exhibited symptoms of schizoid 


or affective colouring, and others who showed a simple , 


dementing illness without positive psychotic symptoms 
The follow-up to December 31, 1949—that is, over 
three and a half years later—revealed a striking 
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difference in the discharge and death rates of the two 
groups. Of the patients presenting with functional psy- 
choses only 27% died while in hospital, and 54% could be 
discharged, whereas of patients suffering -from organic 
syndromes 60% died and only 23% left hospital. The 
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expectation that a high proportion (not fewer than éight) 
of. ex-patients had died in their homes or general hos- 
pitals, but identification of individuals was not certain 
enough ,in every case to provide reliable figures. Of 
214 psychiatrically ill persons of, over 60 admitted to 


discharge may in many. cases have been against medical ` an observation unit- between February and May; 1946, 


advice, but the patients must have shown improvenient 
from the condition for which they had been sent to the 
observation unit. 
higher death rate and lower survival rate of patients 
with simple dementia than of patients who exhibited 
affective or schizoid symptoms as well as dementia. 


~~". Duration of Stay in Hospital > 
Of the 214 patients admitted to the observation unit 
in the early part of 1946 (Table I), 110 were known 
to haye died and only 37 had had continuous hospital 
care up to December 31, 1949’; 67 had been discharged 
either from the observation ward or from the, hospital 
to which they had been transferred. Thus only a small 
proportion of old people suffering from mental break- 
downs occupy hospital beds for prolonged periods; 
furthermore, ‘of the 67 patients who could be discharged 
47 left hospital within less than three months after 
admission, and only five, stayed. for more .than one 
year; 58 of the 110 deaths had occurred within the 
‘first three months from admission, and 92 within one 
year. The accompanying Graph depicts the rate -at 


220k 


NUMBER OF PATIENTS 





2 TOTAL 
: wd FEMALES 
a E MALES 
YEARS | 2. 3 
-Graph showing rate of .decline in number of hospital beds 
occupied by 214 patients (95 men and 119 women). 


which the number of patients in hospital diminishes and - 


how it is halved within the first three months, and 
réduced to almost one-quarter within a year following 
admission. 


- 4 
Farther Follow-up of Discharged Patients 


Because of the preliminary nature.of this study the 
difficult and'costly business of a personal follow-up of 
each case. was not undertaken. To supplement the 
information ‘about readmission given by the hospitals 
concerned, a search was made among the records of the 
Board of Control and of the Mental Health Department 
of the L.C.C., and it was found that 16 of the 67 patients 
originally discharged had been readmitted to a mental 
hospital or observation ward. Eight of them were 
again’ returned to the community and seven were still 
in hospital on December 31, 1949. , Some of these 
patients were readmitted on several occasions, but only 
one, with senile dementia, died while in hospital. A 
search ‘through the register of deaths „confirmed the 


Within the organic group there was a’ 


119 are known to have died, 44, were still in hospital, 
and 51 had not returned to ‘hospital by December 31, ; 
1949, the closing date of the investigation. 

These figures express the outlook, after mental break- 
down in old age, at its worst because of the unfavourable’ 
social status of most of our patients. They contrast with 
the results reportéd by Clow (1948) from a mental hos- “ 
pital in New York, where only patients regarded as 
‚recoverable and belonging to the higher income groups ` 

accepted. He was able to follow up 228 of 365 
patients aged over 60 for. from 2 to 114 years; only 
35.1% of these were diagnosed as suffering from organic 
psychoses and 64.9% were considered to be “ func- 
tional” cases, The overall mortality-rate during stay 
in hospital was only 14.5%, whereas 24.1% of patients 
were regarded as recovered, 40% as improved, and 
21.9% as unimproved. It is more appropriate to com- 
pare our figures with the follow-up of 683 patients over 
65 admitted to’ an’ American State hospital (Camargo 
and Preston, 1945), where 85% were diagnosed as suffer- 
ing’ from psychotic disorders due to organic cerebral: 
disease, and 47% of all patients died during the first 
year following admission. At the end of three years 


- 66% had died, 10% had been discharged, and AR 


rémained under Dogu care. 


` . Age Distribution and Mortality 
The number of admissions during the eighth decade 
-of life. was slightly higher than during the seventh - 
(Table II) ; thereafter it fell rapidly, and only four 


Taste Il—Age Distribution and Mortality - 








‘Age 


z 


0 
6: 9 
70-74 9 
15-79 9 
80-84 9 
85-89 0 
90-94 0 





patients were admitted over the age of 90. . Up to the 
age of 75 the patients who died after admission were 
fewer, than those who were discharged or survived in 
hospital during the follow-up period.. Here again there 
‘was a difference betwéen the sexes : a relatively larger 
proportion of women were found among the higher age 
groups, but the tendency to die rather than to -survive 
‘following admission showed itself in the men 10-15 years 
searlier than in the women. The striking differences 
in the mortality of male and female patients noted 
during. the original observation period were further 
demonitrated during, the stay in long-term hospitals : 
over the whole period of hospital treatment,’58 of 95 
(61%) men as against 52 of 119 (44%) women died ; 
by contrast, more female patients (23% of those 
originally admitted) than‘ males (11%) remained in hos- 
pital, while there was little sex-difference in the number 
of discharges (Table ID. The higher death rate shown 
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by the men was not due to a greater incidence of organic 
cerebral disease among them—73% as against 75% in 
women, 

Camargo and Preston (1945) also found with their 
State hospital cases that 73% of male patients had died 
during the three years after admission as against only 
59% of the women. The greater number of women, 

. theit.lower death rate, and their greater tendency to 
survive after a mental breakdown are findings which 
agree entirely with Sheldon’s (1950) observations on 
‘old people in general : though they have a lower death 
rate, women show a much higher morbidity rate than 
men, who tend to “maintain a better physique,” but 
their “hold on life is. nevertheless brittle”; women 

have “in spite of increasing decrepitude . . . a power 
of sheer survival denied to the men.” 


Social Factors 
In order to assess the importance of social factors 
in the causation and outcome of mental breakdown in 
cur group of elderly people, only those patients were 


‘reviewed who had not a record of psychiatric treatment - 


earlier in life. There were 83 men and 107 women 
who had maintained outward mental stability through- 
out life until they came up against the effects and 
problems of old age. As it is often said that mental 
decline in old age is -hastened or even precipitated by 
increasing social isolation, the relationship between type 
of illness, marital status, and degree of social integration 
before admission to the observation unit was tabulated 
(Table IV), ' 


Taste 1V.—Type of Illness, Marital Statis, and Degree of Social 
Integration of 190 Patients Without History of Psychiatric 
Illness Before the Age of 60 

















| Males (83) Females (107) 
Living with | Living Alone | Living with | Living Alone 
Spouse, Rela- orm Spouse, Rela- orin 
tives, Friends | Institution j tives, Friends | Institution 

















M. = Married. W. = Widowed; S. = Single. 


Widows seem more liable to develop organic 
psychoses : of the 86 females so affected 58 (67%) were 
widows, of whom over half had been living alone or in 
institutions ; only 52% of a female control population 


were widows (Table V). With the men we do not find ~ 


this association between proneness to organic mental 
illness and the widowed state, presumably because men 
tend to be widowed at a later age than women, and 
thus to remain in the married category well into a 


Taste V.—Comparison of Marital Status of a Random Sample 
of Old People in Two London Boroughs (Rowntree, 1947) 
and of Patients Admitted to Mental Observation Umt 
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period of life during which dementing processes become 
increasingly common. The incidence’ of organic as 


opposed to functional psychoses is the same—three to. ; 


one—in men living with their wives or relations, men 
living alone, and women belonging to a family group; 
only women living alone or in institutions show a higher 
proportion of organic disorders—over five cases to every 
one of functional psychosis. ; 

A comparison was made between these patients and 
the- normal old people in two London boroughs who 
were studied by the Rowntree Committee (1947). The 
observation-ward patients differ from old people living 
in the community in the proportions of married, 
widowed, and single individuals (Table V). With both 
sexes there are fewer patients in the married and more’ 
in the widowed state than is the case with the control 
population, and this fits in well with Sheldon’s (1948) 
observation that mental impairment among elderly 
people was positively correlated with the widowed state. 
Even more striking is the difference between the pro- 
portion of single old men in the control group (8%) 
and among male patients (23%). One might be tempted 
to conclude that men who failed to found a family 
earlier in life also failed to adjust to old age. Certainly, 
high physical vitality is often assumed to be correlated 
positively to the marriage rate: it was found in Ger- 
many that of 81 female and 43 male centenarians 80 
women and 41 men had been married (Greeff, 1933) 
On the other hand, single old men are less likely than 
others to find a niche within the community where a 
certain amount of mental disturbance will be tolerated, 
and are thus more liable to be sent to public institutions 
and mental hospitals. 

While only about 3% of the elderly population of this 
country have been estimated to live in institutions and 
homes for the aged (Sheldon, 1950), 17.4% of our 
patients had passed through public assistance institutions 
(22.5% of male and 14% of female admissions) - Lewis. 
(1946) demonstrated that in this country many aged and 
mentally disordered people are retained in these institu- 
tions : transfer to an observation ward may only mean 
that the already deteriorated inmate has become acutely 
disturbed in his behaviour. The fact that an elderly 
person enters an institution may therefore signalize not 
so much social failure due to bereavements and other 
environmental happenings as, quite often, social isola- 
tion on account of mental deterioration. When we 
compare the social status of members of the normal 
control ‘group with that of patients admitted to the 
observation unit direct from their homes (Table VI). 
little difference is found between normal persons and 


Tastp VI.—Comparison of Domestic Status of Healthy Old 
People Living at Home (Rowntree, 1947) With That of 
Elderly Patients Admitted to a Mental Observation Unit 






Females over 60 
Adm 
Obs. 
Unit from 
Homo or | 
Institution 





Males over 65 













Percentages in parentheses. 
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patients in respect of the proportion of socjally isolated 
people to persons living either with their marital partners 
or friends and relations; the proportion of socially iso- 
lated individuals among the patients (and especially in 
the case of men) becomes strikingly higher only when 
subjects admitted from institutions are included in the 
comparison. i 
Persons admitted from institutions or from a lonely 
existence—for example, women outside a family group 
whom we have found to make up a large proportion of 
dementing patients (Table IV}—-are also older as a 
group than patients who had remained socially inte- 
grated (Table VID. In contrast to the decline in numbers 
ld 


Taste VII.—Relationshi, 


Between Age and Social Integration ‘ 
(190 Patients Without 


istory of Mental Breakdown Before 60) 


At Home with Spouse 
or Relatrons 


Alone or in an 
Institution 








with rising agé among the sample drawn from the two 
London boroughs, which mirrors the age distribution 
of the country as a whole (Annual Abstract of Statistics, 
1949), we find a relatively larger proportion of patients 
belonging to the higher age groups (Table VHD : in 


Taste VIIl.—Percentage Distribution by Age Groups of Old 
London Boroughs (Rowntree, 1947) 
History 


People Living in Two 
and of Patients Admitted to an Observation Unit (No 
of Mental Breakdown Before 60) 













Males: 
Elderly population of 
two London boroughs 
Patients admitted to 
observation unit .. 


Females: 
Elderly population of 








two London borough 2:8 
Patients admitted to i 
i z 


observation unit .. 





other words, the patients, as a group, are older than 
the healthy elderly population, and by reason of their 
greater age alone are more vulnerable to social stresses. 

Dayton (1940) and Pollock (1945) have demonstrated 
that the incidence of mental disorders in the population 
rises with increasing age, or, to quote Malzberg (1940), 
that “the probability of a mental disorder is a direct 
function of age.” Consequentiy, where in our patients 
there appeared to be an association between mental 
breakdown and social isolation, the latter might have 
been not a cause but rather a symptom of mental 
impairment, or a complication which in its turn pro- 
duced a further aggravation of the mental disorder. 
Certainly, the degree of social integration before admis- 
sion had surprisingly little influence on the outcome of 
the mental breakdown (Table IX). The proportion of 
patients who died in the course of their illness was about 
the same, regardless of whether they had been living 
with friends or whether they had been admitted from 
a lonely existence or an institution. Among the patients 
who were discharged from hospital there was a slight 
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TaBLe IX.—Outcome o 
in Relation to 


Admission to Mental Observation Unit 
omestic Status (I90 Patients Without 


History of Mental Illness Before 60) 

























13 (28) 


7 433 
19 (42) 


31 60 


14 te 


Percentages are given in parentheses. 


preponderance of men admitted from family care, but 
the position was reversed in the case of female patients 
It may be noted in passing that all but one of the 17 
patients who had been living away from their families 
before admission and who could be again discharged 
were taken into the homes of friends or relations. 

It is plainly insufficient to assess the degree of social 
integration solely on the basis of marital and domestic 
status, as had to be done in the present study; an old 
person who is living within the family cirgle but is 
neglected may in actual/ fact feel much more lonely 
than one who lives alone but is frequently and regularly 
visited by his friends (Sheldon, 1948). Thorough social 
investigations, such as that by Lewis and Goldschmidt 
(1943) into the backgrounds of' patients admitted to the 
Tooting Bec Hospital, demonstrate the overwhelming 
importance of social factors leading to admission to hos- 
pital. That social factors contribute to senile deteriora- 
tion has been stressed in numerous publications during 
the last fifteen years, and this has helped to turn the 
psychiatry of old age away from fatalistic preoccupa- 
tions with brain pathology and dementia into the field 
of social therapy. Many suggestions have been advanced 
for preventing or mitigating senile deterioration by social 
reforms and reorientations, and many claims made. It 
thus seems highly desirable to evaluate critically the role 
of social factors and their relation to the biological 
process ‘of ageing in causing mental ill-health in old 
people. 


Summary 

Of 214 patients over 60 years of age admitted to a mental 
observation unit and followed up for three and a half 
years, 44 were still in hospital, 119 were known to have 
died, and 51 had not, after discharge, been readmitted 
under psychiatric care by the end ofthe follow-up period. 

Only a small proportion of the old people studied 
occupied hospital beds for prolonged periods; the num- 
ber of patients remaining in hospital was halved within 
the first three months and almost quartered within a year 
after admission. 

“The social status of the patients is compared with .that 
of a sample of elderly People living in their own homes, 
and differences found in respect of marital state, social 
isolation, and previous necessity for institutional care are 
discussed. 

In those suffering from mental disorder a higher mor- 
tality was found in elderly men than in elderly women. 
When the elderly patients were ‘classified into two groups— 
those with symptoms secondary to cerebral degeneration and 
those with “functional” disorders without demonstrable 
cerebral disease—the former group showed the higher mor- 
tality and the latter a higher discharge rate. In the organic 
group, death within the period of observation occurred 
more often in those with simple dementia than in those 
in whom the dementia was associated with schizoid 
symptoms. 
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Phaeochromocytoma is an uncommon cause of human 
hypertension. However, the clinical result which fol- 
lows successful diagnosis and treatment is in itself good 
reason why every effort should be made to recognize 
the condition as early as possible. / 

The association of an adrenal medullary tumour with 
‘hypertension was probably first recognized by Labbé 
et al. (1922), although the occurrence of such tumours 
had been noted earlier. The condition was the subject 
of an able review by MacKeith (1944), who collected . 
152 cases from the earlier literature. The usual clinical 
syndrome ascribed to phaeochromocytoma then com- 
prised paroxysmal hypertension, sweating, and a number 
of symptoms referable to overaction of the sympatho- 
adrenal system MacKeith recognized that some cases 
might resemble malignant hypertension and others essen- 
tial hypertension, but did not enter into details. Green 
(1946), however, recognized that phaeochromocytoma 
might occur not infrequently in patients with sustained 
hypertension, and there was littie to distinguish such 
cases from essential hypertension. In a series of $1 
cases selected from the literature for their complete- 
ness of data, Green showed that intermittent hyperten- 
sion was present.in only 14, sustained hypertension being 
found ïn the other 37. The problem in the diagnosis 
of this condition is therefore twofold: first, to recognize 
the possibility that phaegchromocytoma is the cause 
underlying a story of paroxysmal disturbances in a 
patient with normal blood pressure when seen; and, 
secondly, to differentiate between the rare phaeochromo- 
cytoma with sustained hypertension and. the common 
essential hypertension. 

The clinical features of yeno: with 
paroxýsmal hypertension have been adequately de- 
scribed in the literature. MacKeith’s (1944) paper gives 
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most of the symptoms. If the possibility of stich a 
condition is considered ‘a correct diagnosis should 
frequently be made. - 

The second, perhaps more common, situation in 
which hypertension is sustained presents a difficult diag- 
nostic problem. This has led to the development, in 
recent years, of a number of pharmacological tests to 
differentiate phaeochromocytoma.with sustained hyper- 
tension from that with essential hypertension. In spite 
of the successful application of certain of these tests 

—notably the benzodioxane test (Goldenberg et al... 
1947) and the histamine test of Roth and Kvale (1945) 
—some disadvantages still attend their general use. In 
1950 Smithwick et al. emphasized certain clinical 
features, unusual in essential hypertension, which were 
to be observed in cases of phaeochromocytoma. In 
addition, their ‘observations suggest that the response 
to simple routine investigations on patients with 
sustained hypertension should reveal a substantial 
number of those patients in whom the hypertension 
is due to phaeochromocytoma. 

It now seems clear that phaeochromocytomata dotali 
a mixture of adrenaline and noradrenaline in varying 
proportions (Holton, 1949; Goldenberg et al, 1949) 
The vascular responses to these substances inthe human 
have been reported in the literature (Goldenberg et al., 
1948 ; Swan, 1949; Barcroft and Konzett, 1949). The 
relationship of noradrenaline to phaeochromocytoma 
has been discussed in ‘detail by Barnett et al. (1950) 
Therefore this aspect of phaeochromocytoma will not 
be considered here. Suffice it to pomt out that the 
symptom-complex may vary according to the pressor 
substance which predominates in the circulation, but 
that knowledge of the effects of very large amounts of 
the amimes in man is lacking at present. 

The present paper has been stimulated by the occur- 
rence of a case of unsuspected phaeochromocytoma in 
this hospital. The patient was thought to be suffering 
from hypertensive vascular disease and was to be sub- 
mitted to,splanchnic sympathectomy for that condition 
Details of the case are given below. The remainder of 
the paper is concerned with the diagnosis of phaeo-: 
chromocytoma with sustained hypertension, the recent 
literature on phaeochromocytoma with paroxysmal 
hypertension having been summarized by Walton (1950) 


Case Report 

A ,42-year-old Stock Exchange clerk was admitted to 
St. Thomas’s Hospital on, October 2, 1950. He had been 
a known hypertensive for eight years, but had come to 
hospital because of difficulty in using his right hand for 
one week. In 1941 he was called for service with the 
R.A.F: There is no record of the blood pressure at that 
In May, 1942, he complained of mild dyspnoea on 
exertion and frontal headache. The arterial blood pressure 
was found to be 170/110, and there was a cloud of albumin 
in the urine. Further investigation revealed red blood cells 
in the urine but no casts. The renal function was not 
impaired. The patient was invalided from the Service with 
the diagnosis of essential hypertension. On subsequent 
medical examinations by the Ministry of Pensions from 
1943 to 1950 the arterial blood pressure vanied between 
180/115 and 210/130. 

On admission the patient complained of tiredness, head- 
ache, and, as a major symptom, sweating. The latter symp- 
tom had troubled him from the age of 16, but at. this time 
it had worsened considerably. The sweats were confined to 
the face and neck; the palms of the “hands and the lower 
part of thé body remained dry. Only rarely was axillary 
sweating noticed. When questioned about this symptom 
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after'the diagnosis had been established the patient's wife 


recalled that frequently, on meeting a friend or in a similar / 
situation, the patient had paled for a few moments, then,/ 


as his colour returned, beads of sweat would’ form on hi 
forehead. Sweating also occurred without noticeable vasd- 
motor changes. In addition he experienced frontal hedd- 
aches of moderate séverity. In‘the pasttyear he had noticed 
some breathlessness on exertion, and at times had occipital 
headaches. In 1944 he had‘two “blackouts,” and recently 
he had some difficulty -in using his right hand. 

On examination he was seen to be a thin, anxious’ person. 
His skin was moist, and at times beads of sweat appeared 
on the forehead. His mouth temperature was’ 99° F. 
(37.2° C). No cardiac enlargement was discovered, but 


there was a loud first sound at the apex, with a/soft systolic _ 


murthur. The aortic second sound was accertuated. The 
blood pressure ithe right arm was 240/140,/ Examination 
of the arterial system! revealed no abnormality. The optic 
fundi were considered normal. There was an indefinite 
weakness of the right hand. The diagnosis on admission 
. was essential hypertension. 

For the first week in hospital his temperature did not‘fall 
below 98° F. (36.7° C.) and fluctuated/around 99° F.: the 
arterial blood pressure varied between 190/110 and 170/ 


{10 (Fig. 1). The blood urea on October 7 was 33 mg. ` 


per 100 mi., and there was no evidence of renal dysfunction. 

The electrocardiogram was reported as indicating left 

ventricular strain.’ The heart showed slight left ventricu- 
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was given The 
arterial blood, pressure response 13 shown.’ 
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Fic 2—At each arrow 3 g. of sodium am 
‘lar. enlargement on screening. An intravenous pyelogram 
revealed no renal abnormality, but calcified opacities were_ 


noted above the left kidney. On October 11 a sedation 
test was performed. The response is shown in Fig. 2. As 


the ultimate prognosis was regarded as poor, a splanchnic * 


sympathectomy was decided upon. 


On October 19 Mr. R. H. Boggon operated through a 
left lumbar incision. The anaesthetic (by Dr. W. D. Wiley) 
consisted of thiopentone (0.65 g.), gallamine  triethiodide 
(“ flaxedil ”) (160 mg.), gas, and oxygen. A tumour about 
2 in. (5 cm.) in diameter was- found in the left adrenal 

, gland. Og manipulation of this tumour the systolic blood 
pressure rose from 240 to 300 mmi. Hg. Several large vessels 
running to the tumour were seen and ligated. The tumour 
‘was then removed. The blood-pressure changes during and 
after the operation, together with the measures taken to 
resuscitate the patient, are shown in Fig. 3. It-was con-. 
sidered that the noradrenaline infusion did much to prevent 
the occurrence of a fatal circulatory collapse (see Walton's 
(1950) case). B ia , ; 

On the second post-operative day the patient developed 
abdominal distension and vomited several times. Continu- , 
ous gastric suction through a Ryle’s tube was instituted 
and 2 litres of glucose-saliné wa given intravenously. 
On October 22 the intravenous drip and gastric suction ` 
were discontinued and the patient improved steadily in the 
ensuing few days. During the first post-operative week the 
patient sweated continuously and to a greater extent than 
before his operation, but after the seventh day there was 
a notable diminution in sweating. Subsequently he 
developed a small venous thrombosis in the foot, but this 
cleared rapidly. A left-sided pleural effusion further pro- 
longed his stay in hospital, On November 14 the blood 


\ pressuré in the léft arm was 125/80. 


The tumour weighed’ 350- g. and was ‘identified as a 
phdeochromocytoma of the adrenal medulla . (Dr. J. L 
Pinniger). “The tumour, which shows a well-marked 
‘alveolar arrangement in places, contains areas of necrosis 
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blood pressure suddenly fel pre- 
cipitantly. The patient was cya- 
„nosed and sweating freely: the 
respiration was shallow, the 
pulse rapid and thin. An infu- 
'“sion of L-noradrenaline rapidly 
restored the blood pressure, 
and it was felt at the time that 
` any reasonable blood-pressure 
level could have been obtained 
_ with this agent. The noradrena- 
line caused the usual brady- 
cardia and elevation of both 


sures. The general appearance 
of the patient also improved 
remarkably. The tumour con- 
‘tained more than 90% nor- 


the infusion acted as a tempo- 
rary replacement of the tumour 
secretion which’ had been ‘sp 


8 rapidly removed ; this allowed 
; ey « a more-gradual restoration of 
2 Fah ‘the normal mechanisms of peri- 
bs : asf pheral vasomotor tone. > = 

O 1 2 3 4 5 26 10 14 Diagnosis of Phaeochromo- 

HOURS DAYS \cytoma with Sustained 
Fig. 3,—The arterial blood pressure dunne’ and after surgical removal of a phaeochromo- \ Hypertension 
cytoma. The hatched squares indicate the rate of administration of tL-noradrenaline \ : 


intravenously in ug. 
by an infusion of sali 
was restarted. After a further in 
remained at a satisfactory level. 

N 
and of myxomatous degeneration. The cells and their 
nuclei show some variation-in size.” ! 

A portion of the tumour was taken’ for assessment of 
adrenaline and noradrenaline content. It was placed in 
a “deep-freeze” refrigerator at —4° C. Several hours 
afterwards it was realized that no HC] had been added 
to the tumour; 20 ml. of N/10 HC! was added 20 hours 
after the tumour had been removed, but the tissue was 
not melted or minced. Assay (Dr. Monica Mann) revealed 
85 pe. of adrenaline and 875 yg. of noradrenaline per g. 
of tumour tissue. Thus more than 90% of the biologically 
active substance present was noradrenaline. The low amine 
content might have been due to the delay in acidifying or 
to the fact that a large amount of myxomatous, and there- 
fore inactive, tissue was-.also present. . 


y 


7 Comment on Case 
‘From the patchy calcification, one is forced to con- 
clude that the tumour had been present for a consider- 
able time. It is of interest to note that the patient 
complained of sweating from the age of 16. He 
is, known to have been hypertensive for at least eight 
years, and probably for longer ; yet in spite of this dura- 


. tion of apparently severe sustained hypertension the 


‘arterial blood pressure reverted to normal levels after 
removal of the tumour. There was no evidence of 
arterial degeneration, and when last seen the arterial 
blood pressure was normal. However, Case 2 of Barnett 

et al. (1950) reverted to the hypertensive state one year 
after operation. ‘ 

I have ‘not as yet seen reported in the literature the 
use of noradrenaline in the treatment of the post- 
operative collapse. In this case the blood pressure fell 
gradually for about 30 minutes after removal of the 
tumour. Just after he left the theatre (see Fig. 3) the 


` 
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minute. After 50 minutes the infusion of noradrenaline was replaced 
e, but as the systolic pressure fell below 100 mm. Hg the noradrenaline 
sion of noradrenaline for 35 minutes, the pressure 


The\ clinical features of a 
patient with phaeochromo- 
cytoma who exhibits sustained 
hypertension may in many res- 
pects be similar to those seen in essential hypertension 
However, most’ of these patients present clinical 
features which may direct the physician’s thoughts to 
the possibility that a tumour is present: Smithwick et al 
(1950) ppint out that excessive sweating was a major 
symptom in 9 out of 10 cases of phaeochromocytoma, 
observed by, them, while the incidence in hypertensive 
vascular disease was but 2%. In my case the Patient 
complained of-excessive sweating for many years. The 
sweating is often generalized, and may continue for long 


_ periods. Its occurrence need not be related to any symp- 


toms suggesting an outpouring of adrenal medullary 
substances. In addition to sweating, Smithwick ef al 


adrenaline, and it is thought that , 


systolic and diastolic blood pres- - 


point out that a low-grade pyrexia often occurs.\. Those | 


workers also noted an unduly high incidence of peri- 
pheral vasomotor phenomena in phaeochromocytoma 


‘They commented on blanching of the fingers, discolora- 


tion of the skin of the hands and ‘legs, and coldness of 
the hands and feet in 9 out of their 10 cases. Objective 
evidence of peripheral vasoconstriction may be obtained 
by the finding of a decrease in skin temperature and 
peripheral blood flow. In contrast these symptoms are’ 
rare in essential hypertension.’ Facial pallor was com- 
mented upon by the patient’s wife in the case described 


above, In phaeochromocytoma with paroxysmal or sus- ° 


tained hypertension metabolic te and fasting blood- 
sugar studies are of recognized value. It may be noted 
in passing that the finding of, metabolic changes does 
not necessarily exclude the “presence of a predominantly 
noradrenaline-containing tumour, although the effect of 
noradrenaline on metabolism ‘is less than that of 
adrenaline. Undue lability of the arterial blood pressure 
would . suggest the presence of a phaeochromocytoma 
Wilkins er al.,(1950) imply that the natural history of 
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the condition’ may be a progression from paroxysmal 
hypertension through “intermittent normotension’”’ on 
to sustained hypertension. It would appear, probable 
that a greater lability of. blood pressure would occur in 
the intermediate stages of the natural course of that 
condition than.in a case of essential hypertension. Hence 
observation of the day- to-day or hour-to-hour variations 
in blood pressure in’ the hypertensive patient would be 
of value. - \, 

Investigations directed to the cardiovascular system 
that can be easily undertaken may provide responses 
highly suggestive of phaeochromocytoma. The seda- 
tron test (Smithwick, 1948) performed in the above case 
did not give rise to the usual depressor response (Fig, 2). 
In the hypertensive subject a substantial fall in diastolic 
blood pressure commonly results, and, while an abnor- 
mal response in only one case is not significant, it is 





effect is in, itself not without tisk The histamine test 


has had a more extefsive trial than either of the others. 


It is probably best suited for the production of an attack 
in? patients with paroxysmal hypertension but normo- 
tehsive when seen. The rise in pressure with histamine 
is in excess of the pressor response, to cold in patients 
with phaeochromocytoma. The converse is true in 
essential hypertension. Wilkins et al. (1950) recommend 


. that a suitable hypotensive blocking* agen t be available 


considered that the response of this patient to sedation , 


was unusual'and in the circumstances noteworthy. 
. Smithwick ef al. (1950) found that in patients with 
hypertension due to. phaeochromocytoma the responses 
to change in posture and to cold differed from the 
responses common in essential hypertension. For clini- 
cal purposes the cold-pressor (Hines and. Brown, 1932) 
and postural tests are’ probably best ‘combined as 
suggested by Smithwick (1948). Briefly, readings of 
blood pressure and pulse rate are taken at one-minute 
intervals for five-minute periods with the patient suc- 
cessively lying, sitting, and standing. The patient again 
ties down and a cold-pressor test is carried out in the 
horizontal position and, after an interval, with the patient 
sitting. In essential hypertension postural hypotension 
occurs only in 3% of cases and postural tachycardia 
in 15%. Of nine cases of phaeochromocytoma four 
had postural hypotension and five had postural tachy- 
cardia. A “negative” cold-pressor test is not common 
(22%) in essential hypertension, but seven of nine patients 
with medullary tumour had no significant rise in pressure 
to the cold stimulus. All of the above figures are taken 
from Smithwick et al. (1950).. These results suggest that 
most patients with phaeochromocytoma would’ be dis- 
tinguishable from those suffering from essential hyper- 
tension by the response to posture and cold. The tests 
can be performed simply, without complicated apparatus 
and without risk to the patient, and should also give 
‘further information on the vascular state in hypertensive 
disease. - ` 
Radiological ‘studies have included intravenous pyelo- 
graphy, by means of which downward displacement of 
the kidney by the adrenal tumour may be seen. Barnett 
et al, (1950) reported three cases of phaeochromocytoma 
in which the tumour was demonstrated radiologically. 
Perirenal, insufflation of air to demonstrate adrenal 


tumour may be dangerous and has resulted in’ fatalities _ 


Calcification was present in the phaeochromocytoma 
removed from my case. and was noted on the lumbar 
skiagram 

Pharmacological Tests 


. The pharmacological tests suggested for phaeochromo- 
` cytoma fall naturally into two groups. Certain substances 
cause a discharge of adrenal pressor substance into the 
circulation in patients suffering from phaeochromo- 
cytoma. Of these, histamine 0,025 mg. intravenously 
(Roth and Kvale, 1945), tetraethylammonium bromide 
(La-Due ef al., 1948), and methacholine chloride 
' (Guarneri and, Evans, 1948) have been put to clinical 
trial. Their administration’ to a case of phaeochromo- 
cytoma precipitates an attack of hypertension, but this 
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.chromocytoma. 


‘hypertension. 


when the test is performed, as a very great increase in 
pressure has been observed in patients \with. phaeo- 
Smaller doses (0.01 mg. i.v.) of hist- 
amine may -prove safer and yet give evidence of the 
presence of the tumour. It seems likely that, while the 
histamine test is of value in cases with paroxysmal hyper- 
tension’ if the hypertension is sustained the results may 
be difficult to interpret and the side-effects dangerous. 

The mechanism of action of the histamine test is not 
at present clear. 
reflex overproduction of adrenal medullary pressor sub- 
stance results in response to the sudden hypotension 
However, tetraethylammonium bromidé also causes a 
sumilar response: this substance blocks the efferent 
pathway of the postulated reflex at the junction of pre- 
ganglionic fibre with the cells ofthe adrenal medulla 

orrison and Farrar, 1949). 
a direct stimulation of the adrenal medullary tissue. 

The second group of substances is probably of greater 
value in the diagnosis of phaeochromocytoma with 
sustained hypertension. These agents ‘are known as 
the “ adrenergic blocking substances.” Nickerson (1949) 
deplores the'use of “ adrenolytic ” in’ this connexion, 
pointing ‘out that, in general, the latter term is an 
incorrect description of the action of these agents 
Dibenamine (Spear and Griswold, 1948), dihydroergo- 
‘kryptine (Wilkins ef al., 1950), “regetin’ (Grimson 
et al., 1949), and piperidyl-methyl- -benzodioxane (933 F) 
(Goldenberg et al., 1947) have been used in their capacity 
as adrenaline-blocking agents in the diagnosis of phaco- 
chromocytoma. Of these substances 933 F, now known 
as “ piperoxane,” has had the widest and most’ success- 
ful trial. 
weight is injected intravenously. A moderate rise in 
blood pressure occurs in essential hypertension, while a 
distinct fall in blood pressure of up to 15 minutes’ dura- 
tion is noted in phaeochromocytoma. Recently Golden- 
berg and Aranow (1950) have.reviewed the findings with 
this test. They record positive reaction to 933 F in 59 
patients with proved phaeochromocytoma and only three 
false negative reactions. There were no ‘known -false 
positive responses to the test. 
the effectiveness of the 
phaeochromocytoma. 


However, reports have appeared’ stressing the severe 
side-reactions which the drug may occasion in essential 
Drill (1949) noted an excessive rise in 
blood pressure with 933F in essential hypertension 
Green and Peterson (1950) reported an encephalopathy 
under similar circumstances, and on one. occasion l 
have used tetraethylammonium bromide to ‘prevent the 
development of encephalopathic manifestations. Rosen- 
heim (personal commuhication, 1950) has observed acute 
pulmonary oedema in a hypertensive patient to whom 
933F had been given. Pentamethonium iodide was 
given to reduce the excessive hypertension, and venesec- 
tion had to be’ performed. Wilkins et al. (1950) also 
remarked on the variability of the subjective response 
to 933 F and reported severe reactions to 933 F in 8% 
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benzo dionane test for 
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In this test 0.25 mg. of 933 F per kg. body 


The general explanation is that a. 


Histamine may act by, ` 


This report indicates _ 
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of hypertensive patients.’ "Nor does the ‘action, of 933 F 
appear to be straightfofward. Prunty and Swan (1950) 
were usually unable to cause a reduction in the hyper- 


. š f . . . D 
tension resulting from continuous infusions’ of adrenaline | 


or noradrenaline in normal subjects on injection of 
933 F; in one subject only, undergoing an infusion of 
noradrenaline, a ‘slight fall in pressure was obtained. 
These workers considered that-in their experimental 
vestigation the excitatory effect of this drug on the 
cardiac output balanced or outweighed its inhibitory 
effect on the periphery. In essential hypertension the 


excitatory effect on the cardiac output may be consider-, 


able whilesthe peripheral (inhibitory) response’ is slight. 
and thus/a rise in arterial blood pressure occurs in 
susceptible hypertensive patients. Prunty and, Swan did 
not dispute either the diagnostic value of 933 F in phaeo- 
chromocytoma or its blocking action on certain aspects 
of, adrenergic activity. They-considered, however, that 
its mode of action was complex and could not be 
explained as a simple blockade of circulating adrenaline- 
like substances. Morison and Lissak (1938) indicated 
that 933 F might accelerate the inactivation of adrenaline 

Piperoxane is the most effective pharmacological agent 

, at present in general use in the diagnosis of phaeo- 
chromocytoma, but the physician should have a suitable 
hypotensive agent at hand lest he encounter a severe 
hypertensive reaction. Regetin has not had as extensive 
a trial as piperoxane, but Grimson et al. (1949) report 
responses similar to those obtained with- “piperoxane in 
patients with essential hypertension, and ‘in a case 
of phaeochromocytoma 

Recently a different approach to the problem of 

iagnosis has been made by Engle and Euler (1950) 

ese workers have demonstrated the presence of large 
amounts of adrenaline-like substances in the: urine of 
patients suffering from phaeochromocytoma. The cate- 
chols are not found in quantity in normal subjects or 
in patients with essential hypertension. However, esti- 
mation of the catechols in the urine is not simple and 
requires some experience in the handling of biological 
preparations. Without doubt this method would prove 
most valuable if the technical difficulties could be over- 
come and the biological assay reduced to simple methods. 
Details of the estimation of the catechols are contained 
in Euler’s (1950) review on noradrenaline. The method 
of concentration from the urine has also been described 
(Euler and Hellner, 1950). 

The following steps are suggested to ad in the early 
diagnosis of phaeochromocytoma with sustained hyper- 
tension. Particular attention should be given to the 
patient with sustained hypertension who complains of 
excessive sweating. If there is no complamt of the 
symptom a direct inquiry may be made, as the patient 
might consider that his excessive sweating was merely 
a personal extravagance. Inquiry should also be made 


into the occurrence of vasomotor disturbances—cold' 


fingers, pallor, or numbness. If possible both cold- 


pressor ‘and postural tests should be carried out on all, 


- hypertensive patients, but if facilities are limited these 
tests might be performed on hypertensive patients who 
complain of excessive sweating. Evidence of altered 
sugar metabolism and increased metabolic rate should 
„be sought and an attempt made to visualize an adrenal 
swelling by means of low penetration x rays. A benzo- 
dioxane test would confirm the presence of a biologically 
active tumour. The-presence of adrenal pressor sub- 
stances may be demonstrated in the urine if’ facilities 
for their estimation are available. 
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Summary = 

A case of phaeochromocytoma of the left adrenal gland 
in which the tumour was successfully removed is described 
The post-operative collapse which supervened was over- 
come by an infusion of L-noradrenaline. ’ The arterial blood 
pressure, which had been persistently elevated for at least 
seven years, reverted to normal levels. In retrospect certain 
clinical features are noted’ which might have suggested the 
post-operative diagnosis. 

The diagnosis of phaeochromocytoma with sustained 
hypertension is discussed. | ~ 


Acknowledgment is made to those mentioned in the text who 
were concerned in thé management of the case, I have to thank 
Dr. J. S. Richardson for permission to publish the case records 


and for kindly reading the manuscript .Dr R S Duff and 
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A report in the Daily Telegraph of Thursday, February 22, 
notes that one London dentist has received fees totalling 
£20,516- net for. less than a year’s work under the National 
Health Service. The sum represénts his gross salary for 
the period April 1, 1950, to February 15 this year, after 
deduction of superannuation and other special contribu- 
tions, but 52% is reckoñed by the Ministry of Health™as 
likely to be expenses. Even so, this means that the man 
in’ question. has ‘an earned income of over £10,000, since 
he has not reported having any assistant. It is the highest 
income yet experienced in the area of the London Execu- 
tive Council, which paid an average of £3,000 for the last 
10 months to the 1,056 dentists under agreement in' the 
county ‘of London. In the same period 2,179 general 
practitioners received an average of £936. 
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TWO CASES OF PHAEOCHROMOCYTOMA 


BY 


K. V. CROWTHER, M.B., B.Ch., B.Sc. 
(From the Bridgend General Hospital and the Department 
of Pathology and Bacteriology, Welsh National 
School of Medicine, Cardiff) 


Phaeochromocytomata are comparatively rare tumours, 
but the number of cases reported is increasing rapidly 
owing to clarification of the clinical picture and the 
diagnostic use of adrenolytic drugs. 


Two cases are described here. In the first, as a result 
of radiological investigation, a malformed kidney was 
thought to be the cause of hypertension. An unsus- 
pected phaeochromocytoma was present, however, and 
death occurred shortly after operation. In the second 
case the diagnosis was correctly made by clinical and 
biochemical methods, and the tumour was successfully 
removed. . 


Case 1 


A man aged 24 was admitted to Cardiff Royal Infirmary 
complaining of attacks of headache, nausea, and vomiting, 
with blurring. of vision of 16 years’ duration. For this 
period he had suffered from postural giddiness. He had 
sweated excessively for the past nine years, and had had 
a dull pain in the right loin for five years. For two years 
before admission he had complained of dyspnoea and 
palpitation on moderate exertion. ® 


He was well built and looked healthy. His pulse was 
normal in rate and rhythm. There was no cardiat enlarge- 
ment either clinically or radiologically, or any signs of 
cardiac failure. The blood pressure was variable, ranging 
between 150/100 and 190/135 mm. Hg. It was found that 
moderate exertion, such as polishing a floor for 10 minutes, 
produced a rise of blood pressure from the lower levels 
to 180/135, and that this rise was associated with severe 
incapacitating headaghe. The pressure was raised both in 
the arms and in the legs. Apart from hypertension, the 
anly abnormal physical sign was a slight resistance to 
tion in the right loin. 
blood showed a persistent leucocytosis of about 
r cmm. The urine contained a trace of albu- 
lood urea was 20 mg. per 100 ml., and the urea- 
t gave a normal result. 
and retrograde pyelography showed a normal 
t failed to outline the pelvis of the left kidney. 
‘s unilateral abnormality it was decided to 
kidney. At operation the kidney was found 
g.). The upper pole was reasonably well 
1e lower pole was shrunken and fibrosed., 
actically obliterated. This kidney was con- 
genitally deformed. As it was thought to 
use of the hypertension, it was removed. 
ton the patient collapsed, the blood pres- 
ry oedema developed, and he died in a 















: heart weighed 415 g., and showed left 
ophy. The lungs were grossly oedematous 
y showed bronchopneumonia. The right 
al (170 g.). The fight adrenal gland was 
inded encapsulated tumour about 8 cm, in 
ighing 220 g. (Fig. 1). On section it was 
posed of a pink, firm peripheral zone about 
a pale-green central portion which was soft 
Microscopically, it was a typical phaeo- 
with large irregular polyhedral cells contain- 
vent. The centre of the tumour was necrotic. 
say of the tumour was undertaken within 24 
by the effect of an extract on isolated rabbit 
reart, and on the blood pressure of a cat. It 
that the tumour contained a mixture of nor- 
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adrenaline and 
adrenaline in the 
proportions of 10 
to 1. 


Case 2 
A married 
woman aged 29 


was admitted to 
Bridgend General 
Hospital on May 
11, 1950, from the 
antenatal clinic be- 
cause of hyper- 
tension and albu- 
minuria. She had 
been pregnant 
twice before. 
Since January, 
when she was four 
months pregnant, 
she had suffered 
from severe frontal 
and occipital head- 
aches associated 
with throbbing 
pain in the temples, 
sweating, and cold- 
ness of the hands 
and feet. The 
attacks usually 
occurred on rising kie, 1—Tumour and right 
in the morning and Case 1 
on retiring to bed ; 
at night, and could be brought on by exertion. They were 
often severe enough to cause retirement to bed for a few 
hours or for the rest of the day. Bending or other changes 
of posture did not precipitate an attack. 

The patient also complained of vomiting a small amount 
of bile-stained fluid every morning since her pregnancy 
began. She had not experienced pain in the epigastrium, 
chest, or lumbar region, dizziness, vertigo, tingling of the 
feet, cramps in the legs, attacks of sneezing, or urinary 
symptoms, all of which have been described in casts of 
phaeochromocytoma. 

There had been no significant illness during childhood 
except for bilious attacks, which had ceased at the age 
of 14. During the sixth month of her first pregnancy in 
1947 she developed swelling of the face and ankles, which 
was associated with headaches. She was-—admitted to 
hospital, where her blood pressure was found to be 170/ 
120. The urine contained albumin, and the blood urea 
was 51 mg. per 100 ml. Two days later her blood pres- 
sure was recorded as 210/150. A diagnosis of chronic 
nephritis was made, and the pregnancy was terminated with 
the delivery of a macerated foetus of 34 Ib. (1.6 kg,). The 
patient then lost her sight for a period of two months, 
and on recovery was discharged from hospital; her blood 
pressure was then 140/100. 

Two years later she was again pregnant, but experienced 
no trouble until the birth of a premature stillborn hydro- 
cephalic male child. Her blood pressure was then 134/104. 

On admission for her present confinement the blood pres- 
sure was 180/120. Two days later it was 140/90, but during 
that evening she complained of headache, perspired freely, 
and her blood pressure rose to 180/130. Labour was 
induced, and on May 19 a macerated foetus weighing 5} lb. 
(2.4 kg.) was delivered. For the next week attacks of 
perspiration recurred, and the blood pressure ranged between 
150/90 and 180/146. 

On the seventh day of the puerperium she was pale, cold, 
and sweating. Her face was puffy, but there was no oedema 
elsewhere. Her temperature was 99.4° F. (37.4° C.), and 
pulse 112 and regular. The heart was not enlarged ; a sys- 
tolic murmur was heard at the apex. The blood pressure 


kidney. 
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was 125/90 at thè right arm and 140/110 at the left 
arm, The right kidney was easily palpable. The fundi 
showed slight blurring of the disk margins, with small 
discrete exudates in the macular regions. In the right 
upper temporal quadrant was a patch of pigment, No 
other abnormal signs were detected. 

The urine contained albumin, sugar, red and white blood 
cells, and hyaline and granular casts. Culture of the urine 
yielded a growth of coliform organisms. The blood count 
was normal. The blood urea was 40 mg. per 100 ml. ; the 
urea concentration and urinary dilution tests gave normal 
results. The fasting blood sugar was 140 mg. per 100 ml., 
and the glucose-tolerance curve rose to 230 mg. per 100 ml. 
in 30 minutes after the administration of 50 g. of glucose, 
remaining at this level for two and a half hours. 

The blood W.R. and Kahn test were negative, The 
electrocardiographic tracing followed a normal pattern. 
The radiologist’s report was: “Straight x-ray film of the 
abdomen shows that the right kidney is ptosed and lies 
with its upper pole at the level of L3 and its lower pole 
at the level of the lower border of L 5. Diffuse uneven 
calcification the size of a grape is seen at the level of L 1-2. 
The lateral view shows this calcification to be situated at 
the anterior surface of the body of L2. LV.P. confirms 
the ptosis of the right kidney and suggests rotation. No 
lesion is seen in either kidney or ureters, and the bladder 
shadow is normal. The appearances are consistent with 
the clinical diagnosis of suprarenal tumour, such as a 
phaeochromocytoma, displacing the right kidney caudally 
and located by a contained focus of calcification.” (Fig. 2.) 





Fic. 2.—Case 2. 
tumour and ptosed right kidney. 


Pyelogram showing focus of calcification in 


A diagnosis of pyelonephritis and phaeochromocytoma 
having been made, the former was treated with sulphon- 
amides, and, using the Goldenberg technique, an attempt 
was made to confirm the diagnosis of an adrenal medullary 
tumour, using 933 F (2-1(1-piperidyl-methyl)1 :4-benzo- 
dioxane hydrochloride). This drug is now marketed under 
the trade name of “ piperoxane hydrochloride.” 

The dose of the drug was calculated from a weight and 
height table supplied by the makers (8 ml. of 0.2% solu- 
tion), and was introduced into an intravenous saline drip 
after the blood pressure had stabilized at a high level. 
There was an immediate fall from 240/160 to 150/100. 
The effect lasted for about five minutes, when the pressure 


_ regained its former high level (Fig. 3). 


It was decided that exploration of the right adrenal gland 
was justified. ‘“Eucortone,” 4 ml. daily for two days, was 
given pre-operatively. “ 

Operation—On June 29 Mr. D. B. Foster performed the 
operation, the anaesthetist being Dr. A. H. Musgrove. The 
patient was induced with thiopentone and gallamine tri- 
ethiodide (“ flaxedil”) and maintained with gas, oxygen, 
and intravenous pethidine. A right thoraco-dorsal incision 
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was made over the tenth rib and continued to the abdo- 
men. The tenth rib was removed-and the pleura opened. 
The diaphragm was incised and a tumour of the right 
adrenal was found. On the surface of the tumour were 
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Fic. 3.—Case 2. Effect of piperoxane on blood pressure. 
many large veins running to the diaphragm and to the 
inferior wena cava. The tumour was , removed. The 
contralateral adrenal and both kidneys appeared to be 
normal. 

During the operation the blood pressure was recorded 
every two minutes, and 5 ml. of 0.2% solution of piperoxane 
was given by means of an intravenous saline drip whenever 
the diastolic pressure exceeded 150 mm. Hg (Fig. 4). When 
the veins from the tumour were clamped and ligated, the 
blood pressure fell sharply from abod 250/170 to 75/50. 
In order to minimize this fall 5 min. (0.3 ml.) of adrenaline 
hydrochloride solution 1:1,000 was repeatedly given 
the drip. On return to the ward the blood pressur 
70/50. 

Post-operatively the patient was given adrenalij 
1 ml. intramuscularly every six hours for twg 
eucortone, 2 ml. daily for two days. The bl 
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quickly rose to 110/70 and remained at this level until dis- 
charge from hospital on July 20.. The fundi were then 
normal in appearance. 

Repeated examination of the urine showed no abnormal 
constituents, the glucose-tolerance curve returned to a nor- 
mal shape, and the calcification seen radiologically in the 
abdomen was no longer present. 

The tumour was grey in colour, with a smooth, tough 
capsule, and measured 9 by 9 by 6 cm. (weight 360 g.). 
Internally it was soft and gelatinous, with a broad mottled- 
haemorrhagic peripheral zone occupying the bulk of the 
tumour, At its centre was pale-green translucent material 
about 1.5 cm. in diameter and a bright yellow calcified body 
about 2 cm. in diameter (Fig. 5). It bore a. very close 


resemblance to the tumour of Case 1 both microscopically 
and macroscopically, * i 





Fia, 5.—Case 2. The tumour. 


Discussion 


The diagnosis of a phaeochromocytoma may be very 
easy in the presence of paroxysmal hypertension accom- 
panied by throbbing headache and sweating, but not 
every patient presents so obvious a syndrome. The 
hypertension may be sustained, the patient may be seen 
in extremis during the first paroxysm, or the condition 
may simulate Addison’s disease (Cole, 1950). 

Sweating is an important and well-recognized symp- 
tom. This would be difficult to explain on the previously 
held view that the sweat glands are entirely cholinergic. 
Most textbooks of physiology in fact still teach that this 
is so. However, Haimovici (1948) has shown that these 
glands in man have both a cholinergic and an adrenergic 
supply, and the sweating in phaeochromocytoma is thus 
explained. | 

The differential diagnosis includes a large number of 
conditions, and MacKeith (1944) has listed the follow- 
ing: essential hypertension, lead-poisoning, eclampsia, 
tabes dorsalis, aortic reflux, angina pectoris, thalamic 
tumour, hyperthyroidism, diabetes mellitus, peptic ulcer, 
chronic nephritis, polyarteritis nodosa, surgical shock, 
migraine, cerebral tumour, cardiac neurosis, and anxiety 
state, 
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In Case | a diagnosis of hypertension due to unilateral - 
renal disease was made because of the exceedingly rare | 
combination of a phaeochromocytoma and a congenital 
deformity of the contralateral kidney.. 

When the second patient was first seen the blood 
pressure was considered to be unequal in the arms; but 
this was not confirmed at subsequent examinations, and 
no doubt was the result of the rapid rise in the pressure, 
due to emotional causes, during the examination. Of 
particular value in the diagnosis were the palpable 
kidney, the paroxysmal hypertension, the cold sweating, 
the throbbing headache, the glucose-tolerance curve, and _ Y 
the x-ray findings. 4 

The diagnosis of phaeochromocytoma has been made 
much easier by the use of adrenolytic drugs, of which t, 
the best known are “dibenamine” and those derived Be: 
front dioxane, which were first investigated by Fourneau 
and Bovet in 1935. ee 

Dibenamine (N,N-dibenzyl-beta-chloroethylamine 
hydrochloride) is structurally related to the nitro- 
gen mustards. It has a prolonged action of 24 hours 
or more. Unfortunately we were not able to use it, 
since it is not at present available in this country, but 
it has been widely used in America (Spear and Griswold, 
1948), 

Of the dioxane derivatives the best known is 933 F. 
Structurally it somewhat fesembles adrenaline and pre- — 
sumably acts by competing with adrenaline at the nerve- jee 
endings. Its effect lasts for a few minutes only.  - 

Goldenberg et al. (1947) suggest its prophylactic use 
during the notoriously hazardous operations on these 
tumours. Of 64 patients operated upon before the use — 
of adrenolytic drugs, 12 died (mortality rate 19%) (B.M J., 
1949), In addition, several cases are reported of death ` 
during anaesthesia for other operations, or during par- 
turition, when the tumour was unsuspected. 2 

Bartels and Cattell (1950) consider that if a hyper- 
tensive crisis arises during any operation the adrenal wa 
areas should be explored, if this can be doneconveniently, x 
and adrenolytic drugs should be given, or the operation — 
should be terminated. These authors are also of the 7 
opinion that collapse is not due to a diminution in the’ 
supply of adrenaline but is a result of left ventricular ae 
failure due to excess of circulating adrenaline, and may = 
occur at any time before or during the removal of the 
tumour, They assert that the only measures necessary ae 
during the operation for removal of a tumour are the 
administration of an adrenolytic drug and the adoption 
of the Trendelenburg position. With this opinion we 
are in agreement, and it is probable that the administra- 
tion of adrenaline and eucortone was unnecessary. - J } 
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Summary d 
Two cases of phaeochromocytomata are described: the č 
first was associated with a congenital abnormality of the =- 
contralateral kidney. Clinically the latter was thought to 
be the cause of the hypertension from which the patient 
was suffering. é E- 
In the second case the diagnosis was made clinically and >- 
was confirmed by the Goldenberg test, using piperoxane. 
Calcification in the tumour was demonstrated by radiography. 
The blood pressure was recorded at frequent intervals 
during the operation for removal of the tumour in the 
second case and was controlled by piperoxane and adrenaline. 


I wish to express thanks to Professor J. Gough and Dr. F. L. | 
Dyson for help and advice; to Dr. S. D. P. Graham for the assay 

of the tumour; and to Dr. K, E. Barlow for the radiol 
report. 
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The eink case of chromaffin tumour of the adrenal 
‘medulla correctly diagnosed. and successfully removed 
-Was reported by Shipley (1929). Between 1929 and 1947 
these tumours have been successfully removed in some 
44 cases (Hatch er al., 1949). The object of this communi- 
cation is to record the occurrence of a phaeochromo- 
ytoma with somewhat unusual features. and its success- 
ful removal. 







Case Report 


. The patient, a widow aged 66, had suffered irregularly 
from “peculiar attacks” for at least seven years. Each 
- attack began with epigastric discomfort associated with 
, eructation of gas. and sometimes with retching. These 
” symptoms were quickly followed by a feeling like an elec- 
“tric shock in the limbs, back of the neck, and back of the 
head, The patient felt warm during thé attacks, although 
she had dad that her hands became blue. The attacks 
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Fis. 1 —Blood pressure réadhigs and mee rates before operation. 





occurred in- iada each fasting two to tour months. 
There had been ‘long free periods, the longest being. nearly 
two years. During an episode- there were four to. seven 


attacks each week. For the ‘past two’ years the attacks had — . 


been associated with “very rapid beating of the heart.” 
On examination the patient was found to be intelligent 
and co-operative. “There was no cyanosis, oedema, or 
apparent rise in the jugular. venous pressure, 
was 84 and regular, and the blood pressure 140/80 mm, Hg. i 


«There was clinical evidence of cardiac enlargement, ‘the apex: 


beat being in the sixth intercostal ‘space in the anterior 
axillary line. The mitral first sound: was split. 





The liver edge was palpable | in. (2.5 cm.) below ‘the right 
costal margin. A swelling, thought to be a palpable. right. 
kidney, was found in the right hypéchondrium.: Examina- 
tion of her nervous system revealed nothing relevant. 

The patient was seen during an attack on. the day after. 
admission. She appeared very apprehensive. ‘The face was 
flushed, the limbs were trembling, and the hands were cold 
and cyanosed. The pulse was 150 and regular, and the 
blood pressure 270/170. Subjective. symptoms. lasted .only 
15 minutes. Within half an hour the blood pressure had 
fallen to 120/80, and the pulse rate had returned to normal, 
The variations in the blood presure, ‘spontaneous and 
induced, during the. patient’s pre-operative stay in hospital 
are shown in Fig. 1. 

Investigations 

An electrocardiogram obtained during. her first iittack in 
hospital showed sinus tachycardia, rate 150. . The next day 
there was a sinus rhythm, rate 55. The standard. unipolar 
limb and precordial leads were regarded as normal. The 
basal metabolic rate was — 10%, and the blood cholesterol. 
190 mg. per 100 mL Radiography and fluoroscopic exami- 
nation of the chest revealed moderate enlargement of. the 
left ventricle ; the lung fields were clear. 
pyelogram showed good excretion on both’ sides, with 
normal calices and pelves. The right kidney” appeared to 
lie ‘rather low. The blood urea was 44 mg. per 100 mi. ; 
W.R. negative ; fasting blood sugar was. 91 mg. per 100 mh, 
105 mg. during an attack. 

Injection of histamine, 0.05 mg., caused a tise in blood 


‘pressure, but did not produce ‘tachycardia ‘or any 
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The pulse 


Examina- 
tion of the respiratory system revealed nothing abnormal. 


An intravenous- 
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of the symptoms associated with a spontaneous attack. 
Palpation of the right renal region was on one occasion 
followed by a marked but symptom-free rise in blood 
pressure... The injection of histamine, 0.05 mg., following 
the intravenous infusion of “dibenamine,” 270 mg., failed 
to cause a rise in blood pressure. (See Fig. 1.) 

The clinical history and the attack suggested the presence 
of-a chromaffin-tissue tumour. It was- thought that the 
tumour was arising from the right adrenal medulla, since 
palpation of the swelling in the right renal region on one 
occasion caused a rise in blood pressure. Surgical explora- 
tion was therefore advised, and the tumour was found and 
removed. The left adrenal gland was normal. 


; Progress 

“The variations in blood pressure, during the operation 
are shown in Fig 2. The alarming rise in pressure which 
occurred on handling the tumour was controlled by the 
intravenous injection of dibenamine 25 mg. It was con- 
sidered that this amount of dibenamine would not interfere 
with the action of noradrenaline, should the latter be neces- 
sary to combat hypertension following removal of the 
tumour. A profound fall in pressure occurred immediately 
after clamping of the pedicle of the tumour. This. was 
controlled by intravenous noradrenaline and intramuscular 
. gnethedrine ” 20 mg. During the 19-minute period’ after 
-clamping of the tumour pedicle 40 ml. of a solution con- 
“taining 10 ag. of noradrenaline per ml. was given by intra- 
venous injection. 

A noradrenaline drip was started half an hour after 
operation. The rate of flow was varied so that the systolic 
“blood pressure was not allowed to fall below approximately 

<90 mm. Hg. In the 30 hours following operation 30 mg. 
noradrenaline. was required. After this period the pressure 
“became stable at approximately 98/50, and remained at this 
level during the patient’s stay in hospital. ` 

Eight weeks after operation her blood pressure was 
145/100. There were no signs of adrenal cortical insuf- 

ficiency. Clinical and radiological examination at this time 
showed no change in the size of the heart. 

oo Histologically the tumour was found to be a. typical 
< phaeochromocytoma. Assay showed that 1 g of tumour 
tissue contained 8.3 mg. +t-noradrenaline and 1.32 mg. 
: Leadrenaline. 








-glycaemia during a spontaneous attack in this case. 
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Discussion 
ae . Some features of the case require gom-. 
QPezation ment. The test substances, histamine 
| ; (Roth and Kvale, 1945) and acetyl-B-. 
methylcholine (Guarneri and ~Evans, 
1948), failed to produce a typica 
paroxysm. The rise in blood pressure 
after injection of these substances and. 
that following abdominal palpation were 
not associated with tachycardia, nor with 
any of the symptoms or other signs which | 
characterize a spontaneously occurring: 
attack. Symptomless paroxysmal rises in. 
blood pressure. -have also been noted 
in patients with phaeochromocytoma 
(MacKeith, 1944). “EES 
The pressor effect of noradrenaline fol 
lowing intravenous injection is not asso: 
ciated with tachycardia or usually with 
distressing subjective symptoms (Swan, 
1949). It might therefore be postulated 
that asymptomatic paroxysmal hyperten- 
sion in the presence of a phaeochromo- _ 
cytoma is due to the release of 
noradrenaline, and that attacks with: 
tachycardia and marked subjective symp- - 
toms follow the release of adrenaline. 
if this is so, the absence of hype 





difficult to explain, since adrenaline is eight times. mor 
potent than noradrenaline in producing hyperglycaemia: 
(West, 1947). eh hee 

The dangers of operative removal are, first, the 
development of a fatal hypertensive paroxysm when the 
tumour is handled (Holst, 1938), and, secondly, the 
development of post-operative hypotension, which: 
occurred in approximately Half the reported cases. It 
has been suggested that noradrenaline rather than: 
adrenaline should be used in its treatment (Waltons 
1950), and its efficacy in our case is worthy of note, 
particularly since administration of the more commonly 
used ‘pressor substances to an elderly «patient with 
cardiac enlargement might carry considerable risk. : 

















Summary 

The successful removal of a phaeochromocytoma. from 
an elderly woman is reported. p 
Certain unusual features of the case are briefly discussed, 
and the value of noradrenaline in the control of post- 


operative hypotension is noted. 


The patient was under the care of Professor F. M. B. Allen, to.” 
whom we are indebted for co-operation and advice. We are- 
indebted to Professor J. H. Biggart for the pathological: study, 
and to Dr, T. B. B. Crawford, Edinburgh University, for the 
assay of the pressor activity of the tumour. The noradrenaline. 
used was part of a gift to Professor Greenfield from Messrs. 
Bayer Products, Ltd. 
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i Recent investigations in America have shown that blind- 

“ness must. be added,.to the recognized hazards of pre- 
mature birth. Terry: was the first to describe, in 1942, 

a disease of the eyes which occurs in premature-born 
- infants. He called this disease “ retrolental fibroplasia.” 
-He noticed that in a number of prematurely born infants 
. an opaque vascularized membrane forms behind the lens 
after birth, both eyes being affected. He studied this 
condition for several years, and in 1945 came to the con- 
clusion that 10% of the infants born prematurely in the 


Boston Lying-in Hospital and weighing 3 Ib. (1.4 kg.) or- 


.. Jess at birth can be expected to be blind from retrolental 
<: fibroplasia. Since that date a number of ophthal- 

_-mologists and paediatricians in the U.S.A. have reported 
this disease. 


WwW. Owens and E. U. Owens followed from birth 
ants born prematurely in Johns Hopkins Hos- 
‘Their investigations were limited to the children 
whose birth weight was 44 Ib. (2 kg.) or less. The infants 
. were examined from birth at monthly intervals until 
< the age of 6 Spat and at bimonthly intervals from 
: 6 months to 1 year. None of these infants had retro- 
lenta! fibroplasia at birth, but nine developed it in post- 
natal life. The eyes of these infants were normal at 
_ birth. ü 
Between the second and the fifth month of post-natal 
life the infants who developed retrolental fibroplasia 
began to show angiomatous dilatations of the retinal 
vessels. with oedema of the retina. After a short time 
the retina became detached. At first the detachment 
was limited to the peripheral parts of the retina, but 
icin course of time the folds of the detached retina 
- coalesced and a total retinal detachment took place. 
- Bands of fibrous tissue developed from the detached 
ao retina and extended into the vitreous. 
In the final stage of a fully developed case of retro- 
; ‘ental ‘fibroplasia an opaque vascular membrane could 
“be seen behind the lens. In the fully developed stage 
of the disease the eyes may be smaller than usual 
i  (microphthalmia), theanterior chamber is usually shallow, 
~~ the iris is usually atrophic and may be bluish in colour 
he (foetal blue colour), and the margins of the pupil are 
adherent to the lens (posterior synechiae). The infants 
may sometimes develop a secondary nystagmus. The 
eyes become blind. In some cases perception of fight 
„may be present. 
‘These reports about the development of EEA 
fibroplasia in premature infants are therefore of impor- 
ae tance to paediatricians and obstetricians. 






















. Is the. disease prenatal in origin or is it post-natal ? 
ee A number of observers are of the opinion that the dis- 
- ease of the eyes of premature infants is only one mani- 
‘festation of a generalized maldevelopment (dysplasia) of 
the vascular and nervous tissues of the foetus in ante- 
natal life: 


Ter point. out that these infants usually 











show other " pongesitat delete haemaogjoriita of the 
skin and retarded mental and physical ‘development. 
These views are of great interest to obstetricians, who 
are now searching for all possible causes of the develop- 


ment of-the disease in antenatal life. Virus infections, 
toxoplasmosis, and vitamin deficiencies during pregnancy 
have been put forward as likely agents. 

The clinical. observations of Owens. and Owens, that 
this eye disease shows itself in post-natal life, have 
stimulated research by paediatricians. 
ciency with excess of vitamin A in the.food of the pre- 
mature infant is suggested by some as the cause of the 
onset of the disease. 

The following two cases are reported because. they 
show the typical manifestations of retrolental fibroplasia. 
The post-mortem pathological investigations of the first 
case may throw further light on the causation of the 
disease. 


Case 1: Retrolental Fibroplasia in a Full-term Infant 


Associated with Multiple Congenital Deformities — 


Family History-—Both parents healthy. No family 
diseases. No consanguinity. Mother aged 32: group A, 
Rh-positive. Two previous. pregnancies, both going to 
term: first baby died 36 hours after birth from pneu- 
monia. Birth weight 8 Ib. (3.6 kg.). Second baby, full- 
term infant of 8 Ib. 11 oz. (3.9 kg); now fit and. normal, 
aged 6 years. 


Pregnancy-—Mother was-quite well until seventh month, 
then developed slight backache and oedema of the ankles, 


with moderate hydramnios. 


Vitamin-E defi- 


Labour—Medical induction on September 16, 1949, five . 


days after expected delivery. Normal vertex’ delivery, 
placenta complete, membranes ragged. There were about 
6 pints (3.4 litres) of amniotic fluid. 

Birth Weight-—This was 6 ib. 12 oz. (3:1 kg). The baby 
was vigorous, but had multiple congenital deformities: mild 
micrognathia, cleft soft palate, mild talipes equinovarus, and 
heart slightly enlarged to the right. No haemangiomata 
were found. No defect of the eyes noticed at birth, and 
there was no eye infection. The baby’s progress was slow, 
as the cleft palate made feeding difficult. - 

‘At 5 Weeks—Bilateral opacities in the eyes. were first 
noticed by Dr. Helen Mackay. “Examination of the eyes 
showed these to be retrolental (J. Minton). Head circum- 
ference was then 134 in. (G5 cm.) 

At 34 Months—Admitted. to Queen Elizabeth Hospital 
for investigation. On examination: Restless puny baby, 
weighing 7 Ib. 9 oz. (3.4 kg.), with micrognathia, cleft. palate, 
and talipes. 
on her side she frequently arched her back and Jay ‘with 
her head retracted, and the legs tended to cross when she 
was picked up, but there was no true. spasticity. She 
appeared to be mentally defective. . The eyes. showed 
bilateral retrolental opacities, intermittent nystagmus, and 
there was alternating concomitant convergent squint. No 
attempt was made to follow light. 


Report of Examination of Eyes under an Anaesthetic, January 13, 
1950.(3. Minton) 

“ Left Eye—Optic disk pale. Retinal: vessels small but 
otherwise normal. Small degenerate- retinal: areas were 
present around the disk. . A whitish vascular mass. was 
seen at the equator of the -eye: this was situated: between 


3 and 6 o'clock. The mass was mobile, and when the eye . 


was pushed inwards the vascular mass moved and covered 
the pupil. 





could not be seen. A red reflex was present in the outer 
part of the eye. A vascular whitish mass was: present behind 
the pupil from A toT Aoud This was 








No haemangiomata of the skin. When put- 


This vascular structure was thought to contain - 
a part of the detached retina. Right Eye—The optic disk ~ 


probably Bie. 
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detached retina. There was no evidence of any lens 
opacities in either eye and there were no posterior 
synechiae.” 

The baby was then put on vitamin E, 3 mg. thrice daily, 
working up to 6 mg. thrice daily, over two weeks, but a 
few days after admission she developed gastro-enteritis, and 
on February 5 she died, aged 5 months. 


Post-mortem Examination 

Apart from the deformities previously, mentioned, there 
were a patent ductus arteriosus, an unusually small spleen, 
and changes in the small intestine due to gastro-enteritis. 
The brain was small, the left cerebrum being slightly smaller 
than the right, and the optic tract was smaller than normal. 
The convolutions were entirely absent over both halves of 
the cerebrum. 

The baby’s eyes were removed and sent to the Institute of 
Ophthalmology, where they were examined by Dr. Norman 
Ashton, who reported as follows: 

“Both eyes appear moderately microphthalmic. Right 
Eye.—There is a shadow crossing behind the lens from 
I1 o'clock to 5 o'clock. Total retinal detachment. Verti- 
cal Section —The cornea, iris, and corneo-iridic angle show 
no abnormality, The lens is healthy. Situated immedi- 
ately behind the lens, and especially to one side, there is 
a mass of fibroplastic tissue which is partially calcified. 
To this tissue the totally detached and degenerate retina 





Fig. 1.—Case 1. 
plastic tissue situated imme | 
a totally detached and degenerate retina is adherent. 


The right eye (whole section) shows fibro- 

diately behind the lens. To this tissue 
At one side 
the detachment has extended beyond the ora serrata, and on the 
other the detachment ends at the ora. 





The retinal detachment, including a part of the 
pars plana. : 
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Hypoplastic brain, showing almost complete 
agyria. 


Fic, 3.—Case 1. 


is adherent; on one side the detachment has extended 
beyond the ora serrata and has involved about half of the 
pars plana, while on the opposite side only a small portion 
of the pars plana is detached (Figs. 1 and 2). In some areas 
there is marked vascularization of the retrolental connective 
tissue. The choroid and ciliary body are normal and show 
no inflammatory reaction. The sclera shows no abnormality. 
There is early atrophy and gliosis in the optic nerve. 
Left Eye, Horizontal Section.—The condition of the left eye 
is exactly similar except that the detachment does not extend 
beyond the ora serrata. 

“This case would appear to be a perfect example of the 
association between anomalies in the eyes and brain, as 
described by Krause (congenital encephalo-ophthalmic dys- 
plasia). The cerebrum is markedly hypoplastic, and apart 
from the parieto-occipital sulcus it appears to be agyric.” 
(Fig. 3.) 

Comment on Case 1 

In this case retrolental fibroplasia was found in a fuil- 
term infant, in association with other congenital abnor- 
malities : (1) cleft soft palate, (2) patent ductus arterio- 
sus, and (3) mental defect due to hypoplasia of the 
brain. There is no doubt that some unknown agents 
caused the maldevelopment of the brain, the soft palate, 
and the heart in the antenatal life of the infant. At the 
same time the development of the eyes was also affected. 
The mother carried the infant to full term, and at birth 
the eyes looked normal. 
appeared in post-natal life. These opacities were due 
to the formation of a vascular fibroplastic tissue, which 
included a degenerated detached retina. The detach- 
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The retrolental opacities- 
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ment of the retina in the right eye extended beyond the 
ora serrata and involved about half of the pars plana of 
the ciliary body. 

Embryologists have shown that in the pars plana the 

clear and pigmented cells should unite between the third 
and fourth months of foetal life and that the union 
should be firm ; the presence of the pars plana in the: 
vascular fibroplastic tissue shows that the union did not 
take place in the right eye, and that the fibroplastic 
reaction started before the union could have been estab- 
lished. In the left eye the retinal detachment did not 
extend beyond the ora serrata. Evidently the vascular 
fibroplastic process started after the union of the pars 
plana was completed. 
_ In November, 1949, the Section of Ophthalmology of 
the Royal Society of Medicine had a discussion on 
retrolental fibroplasia. Mr. Eugene Wolff demonstrated 
sections of an eye excised from a prematurely born 
infant. The infant was nine weeks premature, and 
weighed at birth 2} Ib. (1.1 kg.). The left eye of the 
infant was excised at the age of six months. Eugene 
Wolff's sections showed an appearance similar to our 
case, 


The post-mortem findings of our case and the patho- 
logical report of the eyes suggest that the cause of retro- 
lental fibroplasia should most probably be looked for in 
the intrauterine life of the foetus, and that premature 
birth may be the result of the same noxious influences. 


ewe: Retrolental Fibroplasia in a Premature Infant 
d Now Aged 2 Years 


Family History—Both parents healthy. No family disease 
or blindness. No consanguinity. First child. No. mis- 
carriages. 

Pregnancy—Mother perfectly well throughout, but went 
into labour 14 weeks before expected date. 
Labour—Normal labour. Thirteen 

delivery. Placenta unhealthy. 

Birth Weight—2 \b. 8 oz. (1.1 kg.). Baby cried well. 
Colour good. Kept in oxygen tent for 16 days. Gained 
steadily from fifth day onwards. 

Feeding—Expressed breast milk for six weeks, then half- 
cream National Dried Milk. No extra protein. At 6 weeks, 
orange juice 3 min. (0.18 ml.) and cod-liver oil 3 min. daily. 
No other vitamins given. 

_ At 1 Month—Discharge from both eyes for two weeks. 

Treated with penicillin eyedrops. 

At 2 Months—Discharged from maternity home weighing 
5 lb. 1 oz. (2.4 kg.). No abnormality of eyes noticed at this 
time. 

At 4 Months.—Mother first noticed “ white mist” over 
the eyes, and that the baby did not follow objects with the 
eyes. She thought the baby had some perception of light, 
as she disliked bright sunlight. 

At 9 Months—Referred to one of us (J. M.) for investi- 
gations into cause of blindness. Posterior synechiae were 
then present with bilateral opacities behind the lens. 

Investigations —W.R., Kahn, and gonococcus complement- 
fixation tests negative in serum and C.S.F. Blood count, 
urine, and radiograph of skull were normal. 

At 10 months the baby developed measles, without compli- 
cations, and at 2 years of age she was admitted to Queen 
Elizabeth Hospital for investigation. 

Milestones of the case are: first teeth at 11 months; 
patient did not sit up till 1 year old; at 2 years she walks 
well and talks a little. 

Examination showed her to be a thin but healthy child 
who was blind. There were no haemangiomata of the skin, 
no clinical abnormality in the C.N.S., and no nystagmus. 
Intermittent alternating convergent squint was present. 


hours. Vertex 


Mie H ee à 


Report of Examination of Eyes under an Anaesthetic (J. Minton) 

“ Both eyes are smaller than normal. Intraocular tension 
is normal. Right Eye-—Cornea clear and of normal dimen- 
sions. No keratitic precipitates or opacities present. Very 
shallow anterior chamber. Iris atrophic. at the pupillary 
margin. The rest of the iris has a normal pattern. Pupil 
irregular, with mul- 
tiple small and large 
posterior synechiae 
adherent to the lens, 
which is clear: no 
opacities (Fig. 4). A 
grey mass is lying in 
the vitreous a good 
way behind the lens. 
This is most probably 
a detached retina. 
With an ophthalmo- 
scope a yellowish light 
reflex can be obtained 
from the nasal side. 
Pressure on the tem- 
poral side of the globe 
causes a movement of 
the temporal part of 
the detached retina. 
Left Eye. — Cornea 
clear, normal dimen- 
sions. Shallow anterior chamber. Iris atrophic. The 
lens has no opacities. The pupil is irregular, and more 
dilated than the right. A number of posterior synechiae 
are adherent to the lens. A grey mass is present in the 
vitreous, a good way behind the lens. This mass is most 
probably a detached retina. With an ophthalmoscope a 
faint yellowish light reflex can be obtained from the centre 
of the detached retina.” 


Fic. 4.—Case 2. A drawing of 


ue ight, eye a oe strophic i iris. 
e pupil is and posterior 
synechiae ars ADATA to the clear 
ens. A grey mass is lying in the 
vitreous. 


Case 2 is a typical case of retrolental fibroplasia in a — 


prematurely born infant without any other congenital 
abnormalities. She is not mentally retarded. 


Incidence of the Disease 


Retrolental fibroplasia seems to be more prevalent in 
the U.S.A. than here. Owens and Owens and Gilger 
found an incidence of 7% in prematurely born infants 
weighing 44 Ib. (2 kg.) or less at birth. 

American and British investigations have shown that 
its incidence is inversely proportional to the birth weight 
of the premature infants. That explains the high figure 
of 23% in Boston (Terry, and Clifford and Weller) 
amongst premature infants weighing under 3 1b. a 4 kg.) 
at birth. 

In Great Britain Dr. Mary Cross has investigated 4,000 
cases of premature births in the ‘City of Birmingham. 
These cases were followed up to the age of 1 year. Only 
four cases of retrolental fibroplasia have been found 
among them. Dr. Mary Cross gave the following figures 
of its incidence: “0.1% of all prematurely born babies, 
0.8% of babies under 4 Ib. at birth, 4.2% of babies 
under 3 Ib. at birth.” 

The latest reports from America afe as follows: 
Hepner, Krause, and Davis followed up 66 cases of 
retrolental fibroplasia. All but 5 of 110 infants were 
prematurely born. 

In Great Britain Mr. P. McG. Moffatt examined 
119 blind children who are being cared for in the six 
Sunshine Homes. At the timevof investigation (1949) he 
found 12 cases in which the’ diagnosis of retrolental 
fibroplasia could be made with reasonable certainty ; ; 
two others were doubtful. ` Evidently the disease is not 
new in Great Britain, but it was not diagnosed. 
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Diagnosis ’ a ae 
Until 1942, when Terry first described retrolental 


fibroplasia, infants who were found to have opacities in 


the eyes in the first few months of their lives were often 
thought to be suffering from congenital cataracts. It is 
very difficult to examine young infdnts, and a rapid 
examination of the eyes of a struggling child has led 
many paediatricians and ophthalmologists to diagnose 
opacities inside the eyes as congenital cataracts. 

In view of the recent work on retrolental fibroplasia 
it seems essential that the eyes òf such infants should 
be examined under -a general anaesthetic, Only in 
this way can one distinguish an opacity in the 


` lens from a vascular membrane in the vitreous. 


The other conditions which must be considered are: 


Glioma of Retina (Retinoblastoma).—This condition has 
no relation to the premature birth of the infant. The eye 
is normal in size, and there are no posterior synechiae. The 
condition is usya ally unilateral. The mass which lies in-the 
vitreous behind`the lens is usually yellowish. The tension 
of the eye may be raised. , 

- Remains of Posterior Vascular Sheath (Hyperplasia ‘of 
Primary Vitreous)—-In this condition a persistent hyaloid, 
artery with a cone of vascular connective tissue is found in 
the vitreous. The amount of hyperplastic tissue in the, 
vitreous varies in different cases. This condition is present 
at birth and is usually unilateral. 

Pseudoglioma.—This eye disease starts iù much older 
children—at the age of 2 years. It usually follows a 
severe general infective disease (nieningitis). 
the vitreous is the result of metastatic uveitis. 


The general physician will find im the ophthalmic , 


literature full descriptions of the clinical and pathologi- 
cal features of the last three eye diseases. etro- 
lental fibroplasia is not yet deacniuga in textbooks of 
ophthalmology. 


Prognosis and Treatment 


Local treatment of the eye by needling of the vascular 
membrane has been tried by a number of ophthalmic 
surgeons, but the results are unsatisfactory. Various 
forms of general treatment have also been tried. Owens 
and Owens have given to a group of prematurely born 
infants, in whom the disease was just becoming apparent, 
a water-miscible vitamin-E preparation. At the same 


fme the intake of vitamin A and iron was reduced. 
. They reported a cetrogression of the disease of the eyes. 


These reports have not yet been confirmed by other 
observers. 


The mags in’ 


x 


Children suffering from this disease usually lose their 


vision, Some cases have perception of light. A large 
number of children are mentally retarded. The reports 
from U.S.A. show that at least 50% of these children 
are mentally backward. : 


-Summary and Conclusions i 

Terry first described retrolental fibroplasia -in 1942 
amongst prematurely born infants in Boston, U.S.A. 
Since that date a large number of these cases have been 
reported in the U.S.A. ‘In Great Britain, Dr. Mary Cross 
followed up 4,000 premature infants in the city of Birming- 
ham. Four cases of retrolental fibroplasia were found 
among them. Mr. P. McG. Moffatt examined 119 blind 
children in the Sunshine Homes in Great Britain and found 
12 cases df retrolental fibroplasia—7 girls and 5 boys. 
Prematurity varied from 12 to 8 weeks. 


In this paper two cases of retrolental fibroplasia are 
reported from the Queen Elizabeth Hospital for Children, 
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Unsworth, A. C, (1948) Arch. Ophthal.. Chicago 
+, Warkan 
Wolff, wå (1950). "Proc. R. Soc. Med., 


London. The first infant was born at fuli term and weighed 
6 lb. 12.0z. (3.1 kg.) at birth. This infant died from gastro- 
enteritis. The pathological appearances of the brain and 
eyes are described. The second case was typical. It is most 
probable that this eye disease is caused by some noxious 
agents during the intrauterine life of the foetus. 


We wish to thank Dr. Helen Mackay and Dr. I. M. Anderson - 


for referring the two cases to the Ophthalmic Department of the 
Hospital, Dr. B. Levin for the post-mortem report of Case 1, 


‘ Dr. Peter Hansell for the photographs of the sections of the eyes, 


and Dr. Norman Ashton for the pathological reports and for his 
kind help and co-operation. ' 
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From time to time the feasibility of health centres is 
discussed as a method of improving the facilities and there- 
fore the standard of general practice, and it is often assumed 
that they must benefit the National Health Service. They 
face, however, two kinds of difficulties, it is pointed out in 
a tecent Manchester Guardian article. One is purely finan- 
cial: it is estimated that it would cost between three and 
five times as much to give a doctor proper’ equipment and 
accommodation; with the service of cleaners, clerks, and 
nurses, in a health centre, as it does at present for him to 
work in his own home assisted by his wife. The other is 
a matter of psychology: no one in fact knows to what 
extent the public will be prepared to use health centres. 
Few established practitioners would be willing to move 
into them, fearing that they would lose patients if they did ; 
but on the other hand some doctors take quite the opposite 
view—that a health centre represents “ unfair competition n 
with the home-based doctor. Clearly the only answer is to 
try opening just one or two centres as an experiment, to 
see what in fact happens, and it is this which is a particularly 
important aspect of the proposed opening of Darbishire 
House, ‘Chorliton-on-Medlock, as an 
centre in Manchester under the general’ control of the Uni- 
versity. The five or six general practitioners who would 
take part all have N.H.S. lists of over 3.000, and would be 
guaranteed against any loss of income in the first seven 
years by a grant from the Rockefeller Foundation, which 
has offered £20.000 for this and other purposes, and £10,000 
towards equipment. The building is to be converted and 
loaned by~the Nuffield Provincial Hospitals. Trust, which is 
prepared to put over £30,000 into the scheme. 
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A NEW' OPERATION FOR CHRONIC 
PEPTIC ULCER 


BY 


STANLEY O. AYLETT, M.B., B.Sc, F.R.C.S. 
Surgeon, Metiopolitarn Hospital; Assistant Surgeon, 
Westminster Hospital Teaching Group 

(Gordon Hospital) i 


In spite of a general acceptance of the operation of sub- 
total gastrectomy as the method of choice in the surgical 
treatment of chronic peptic ulcer, there can be few sur- 
,geons who remain wholly satisfied with this procedure. 
The operation is a mutilating one, and if the danger of 
anastomotic ulceration is to be avoided removal of most 
of the stomach is necessary. 

With this extensive removal the physiological func-. 
tions of the organ largely disappear. It can no longer 
serve as a receptacle for a normal amount of food ; it 
can no longer macerate the ingested contents by its mus- 
cular activity so that they are discharged as fluid chyme 
into the small intestine ; and the digestive action of its 
secretions is lost. It is not surprising, therefore, that 
in ‘a considerable proportion of cases post-operative 
sequelae of an intractable type result. At their worst, 
these may take the form of the “ dumping syndrome” ; 
at their best, of lesser digestive disturbances such as 
periodic vomiting, a sense of fullness after anything but 
a small meal, and even periodic pain necessitating the 
continuation of a modified ulcer regime. 

The dissatisfaction with the end-results of subtotal 
gastrectomy, especially in cases performed for duodenal 
ulcer, was best expressed by the enthusiasm with which 
the alternative operation of vagotomy was’ welcomed. 
But the post-operative complications of this procedure 
and the uncertainty of its ability to cure the ulcer have 


disappointed the high hopes with which it was intro- 


duced. tt 
l Theoretical Basis 

The purpose of this preliminary communication is to 
‘record a new_operation for the treatment of chronic 
peptic ulceration, which, though originally designed for 
cases of duodenal ulcer, may with minor modifications 
be used for the treatment of nearly every case of gastric 
ulcer as well. The main merit of this operation lies ın 
‘the fact that, as well as curing the ulcer and permanently 
reducing the, acidity, the patient is left with an intact 
stomach. Gastric function 1s therefore retained, and the 


the distal intestine without entering the stomach. 
Neutralization therefore does not occur and anastomo- 
tic ulceration is the result of this failure. It ig reasonable, 
then, to assume that, if this ‘highly alkaline secretion 
were introduced direct into the stomach, there would be 
a constant neutralizing effect. Thé aim of gastrectomy 
or vagotomy would therefore be achieved, but without 
ı removing a large part of the stomach or interrupting its 


nerve supply. It is on these principles that the present : 


operation has been devised. 
` Operative Technique 


The abdomen is opened by the customary paramedian 


incision! and the greater and lesser omenta divided ° 


from the pyloric end of the stomach and the adjacent 
duodenum for some 4 cm. When the ulcer is in the 
duodenum and well away from the pylorus, the duo- 
denum is cut across just distal to the pylorus and its 
end closed and invaginated, as in av gastrectomy. The 
proximal end of the duodenum remains open and gastric 
contents are prevented from spilling into the wound by 
a non-crushing clamp placed across the pyloric end of 
the stomach. i A 


The first loop,of the jejunum is then drawn up into- 


the wound. The mesentery of the jejunum is divided 
at a point some 7 to 8 cm. from the duodeno-jejunal 
flexure. The division extends outwards to the bowel 


and downwards towards the root of the mesentery, but - 


not so far as to jeopardize the blood supply of. the 
proximal loop. In actual practice the division of the 
mesentery extends for about 3 cm. The jejunum is then 
- divided between non-crushing clamps (Fig. 1).. A few 
bleeding points on the edge of the bowel will then 
require ligation. 7 ars 
The distal cut end of the jejunum is then brought over 
towards the open end of the duodenum, and to this it is 
„anastomosed (Fiz. 2). No difficulty is experienced in 
. approximating these two ends, and at the completion of 
the anastomosis the line of union lies loosely over the 
transverse colon inrthe region of the hepatic flexure. 
On completion ‘of the anastomosis the lumen should 
admit the tips of two fingers. i ; 
The upper part of the stomach is now drawn down- 
wards from its subcostal position, so that an area on 
the anterior surface at the junction of the upper third 
and lower two-thirds is exposed in the wound. ' The 
proximal limb of the jejunum is brought in front of ‘the 
transverse-colon and the open end approximated to this 
upper portion of the stomach by a continuous layer of 
seromuscular sutures. These are inserted so that each 


post-operative sequelae associated with gastrectomy are . stitch on the jejunal side takes up a broader bite of 


absent. ; 
' Peptic ulceration of the distal part of the duodenum 
or the jejunum is so rare as to be a surgical curiosity. 
That the mucosa of these structures has no inherent 
ability to withstand the ulcerative action of gastric,juice 
is shown by the common occurrence of anastomotic 
ulcer when they are anastomosed to the stomach as in a 
gastro-enterostomy. It seems clear, therefore, that the 
alkaline secretions emerging from the. biliary apparatus 
and from the pancreas must be the normal protecting 
influence. Provided that these secretions are allowed 
to mix adequately with the stomach contents, their 
- alkalinity is sufficient to neutralize the acidity of the 
gastric juice and so prevent ulceration. After a gastro- 
enterostomy there is little mixing of the gastric and the 
duodenal secretions in the stomach, as the latter are 
short-circuited over the spur of the anastomosis into 
bS 
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tissue than on the stomach side. By so doing a breadth 
of about 3 cm. of seromuscular jejunal coat is approxi- 
mated to about 2 cm. of similar-coat of stomach. The 
object of anastomosing the normal width of the jejunum 
to a lesser width of stomach wall—a device that is 
carried out with all the layers of thé anastomosis—is to 
produce at this site a final lumen between intestine and 
stomach capable of admitting the tip of the little finger 
only. The stomach is then opened through an incisio 

little more than 1 cm. long, and'a continuous suture is 
passed through all layers of, the adjacent walls of, the 
stomach and jejunum. A Connell inversion stitch is 
used for the approximation of the anterior layers in 
order to prevent any mucosal eversion. As already 
noted, throughout this continuous suture each stitch on 
the jejunal side includes a broader bite of. tissue than its 
counterpart on the stomach side, so that the final 
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Fic. 1.—The first of the duodenum Fie. 2.—The distal cut end of the Fia. 3.—The operation has been com- 


has been divided and the end invaginated. jejunum has been anastomosed to the cut leted b xima 
dae and its mesentery have been end of the duodenum. Pad of gg aes n ot Te ros 
vided: P , > . wall of the stomach at the faded of its 

' upper and lower two- 
stoma is sof the size iea above. An anterior sero- Where the operation is performed for cases of gastric 
muscular stitch completes the anastomosis (Fig. 3). ulcer, the usual procedure is carried out, but in addition 


When the bowel is returned to the abdomen the newly the ulcer is excised. “This entails separation of either 





sited loops of the jejunum lie comfortably and are under the greater or the lesser omentum from the stomach,’ 


no tension, one in front of each end of the transverse depending’ on the site of, the ulcer. After. wedge 


_ colon, the intervening V of mesentery covering the excision of the ulcer and restoration of continuity, the 
‘ medial portion. omentum is-resutured to the’stomach wall. In these 


cases, if the ulcer has become adherent to the pancreas 
i Various Technical Modifications and to the transverse mesocolon, the mesocolon may be 
-In those cases in which the duodenal ulcer is very löse: ` opened ; in one case in which this occurred the adjacent 
to the pylorus, the pyloro-duodenal region is divided, limb of the jejunum ‘was brought through this opening 
not through the duodenal side of the pylorus, but on the ' posterior to the transverse colon before being sutured 
stomach side of the pyloric vein. The difficulties and ‘° the anterior stomach wall. 
dangers associated with the invagination of a duodenal - _ $ 
~ stump through a scarred, oedematous, and thickened , OREN Progress 
area are thus avoided, the closure being made through There is no doubt that this operation produces less 
`, tissue which will hold sutures without their cutting out.` shock than a gastrectomy, and all thirteen patients on 
In a’ gastrectomy it is, of course, essential to remove the Whom the operation has been performed have been in 
mucosa of the pyloric antrum in order to avoid the hor- excellent condition on their return to the ward. Little 
_monal stimulation of acid sécretion. In this procedure, blood is lost during the operation, and only once has 
however, depending as it does not on the prevention of blood been given in the theatre. In this case the patient 
acid secretion but on its neutralization, such is not the , had had a third severe haematemesis, which had only 
case. It has been suggested to me by Professor C. A. recently ceased. 
Pannett that it may be best in such cases to excise thie Of these thirteen patients, three had gastric ulcer, 
part of the duodenum which contains the ulcer and the -nine had duodenal ulcer, and one a double ulcer. All 
adjacent pylorus, and to close the duodenum in its had been under medical care,,mostly for several years 
; second part. This may well prove to be the better way before the operation ; three had‘ had previous perfora- 
' denum is not prevented or made difficult by surrounding duodenal ulcer patients was post- operative gastric suc- 
scar and adhesion formation, but when these are present tion necessary, but two of the gastric cases needed such 
the procedure discussed above will probably remain the treatment for a few days. The case of duodenal ulcer 
method of choice. requiring suction was one of the earlier cases operated 
In the operation as originally planned it was thought upon, and the anastomosis between the pylorus and the 
that the pylorus would have to be retained in order to jejunum had probably been made too small: oedema 
leave the patient with a stomach having a normal at the suture line no doubt caused the temporary 
emptying time. Experience has shown, however, that obstruction. Apart from these minor post-operative 
the anastomosis can be carried out on either side of the complications, convalescence has been entirely unevent- 
pylorus ` without interfering at all with the time’ of , ful. Grading of the diet ‘in the first few days after 
emptying. Post-operative barium meals show a normal operation has followed . the usual -post-gastrectomy 
emptying time ‘following anastomosis at either site, and routine up to ‘the level of a full hospital diet. 


it is impossible to distinguish one ; radiograph from the It would be presumptuous to assess the final results 
other. a i of this operation on the basis of the-small series of cases 
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in those cases in which the mobilization of the duo- tions and five severe haemorrhages: In only one of the . 
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here presented and of the brief follow-up period, which 
is measured only in months: this must be left for a later 
occasion. It is, however, permissible to report the 


immediate post-convalescence progress of these patients. ` 


Twelve out of the thirteen are on a full diet ; of these, 
ten will admit to no symptoms, even under pressure of 
direct questioning ; two say that there is an occasional 
sense of fullness after having eaten a full meal ; and the 
last patient, who has barely finished her convalescence, 
complains of periodic nausea, but says that this is 
improving. Freedom from pain is comp'ete and all the 
patients are enjoying their food. Those who had lost 
weight before the operation, and who have been 
followed up for at least three months, have recorded 
steady gains in weight. No suspicion:of a dumping 
syndrome has been noted, and the constant ‘presence of 
bile in the stomach has produced no ill effect. 

The likelihood of anastomotic ulcer seems remote'in 
this type of operation, where the whole of the alkaline 
pancreatic and biliary secrétions are transferred to the 
stomach. Post-operative test meals have been carried 
out, and all show a reduction to norma! levels of: acidity 
or to complete athlorhydria, As a routine, samples of, 
gastric juice are now aspirated at hourly inters als over 
a period of 24 hours while the patient is on a full hos- 
pital diet ; this would seem to be a better way of getting 
a true picture of the changing acidity of the stomach. 


While the operation described is still in the experi- , 


mental stage, its initial' success warrants an extensive 
trial. No surgeon would wish to remove the stomach 
in the treatment of peptic ulcer if such a drastic step 
could be averted. The avoidance of resection may lie 
along the lines suggested in this preliminary report. 


I would like to express my grateful thanks to. Professor C. A. 
Pannett, with whom this operation has been fully discussed, for 
his encouragement and interest. My thanks are also due to my 
colleagues, Dr. B. Armstrong, Dr. C. B. Lewis, and Dr. S. 
Guerrier, who have given anaesthesia in the first exacting cases 
of a new operation. 

`S 








Recent contributions to the Scandinavian medical press 
give expression to -a quite lively dissatisfaction with the 
multiplicity, complexity. and cost of laboratory ‘and other 
tests now in vogue in many hospitals. Dr. Lennart Norrlin, 
of Stockholm, in Svenska Lakartidningen, December 8, 1950, 
page 2843, has nothing good to say of radiological examina- 
tions in cases of acute gastric or duodenal perforation. He 
refers to cases in which a radiologist’s report has induced 
him to undertake an exploratory laparotomy, though its 
hopelessness had seemed obvious to him from the outset. 


Proper exercise of the five senses is, in his opinion, to be~” 


preferred to laboratory reports ; and the hospital chief who 
delays his first attendance on.a new case by several days in 
order to equip himself with a handful of laboratory reports 
is no model for his juniors. Referring to the prodigality 
with which radiologists dispense their shiagrams, Dr. Norrlin 
mentions a case in which a relatively simple fracture of the 
leg below the knee was illustrated by 17 skiagrams, of which 
13 were superfluous, In a more general approach to the 
subject, Dr. Ole Jacob Broch, of Oslo, in Tidsskrift for den 
Norske Laegeforening. November 15, 1950. page 728, queries 
the usefulness of many fashionable radiological and labora- 
tory tests. He points out that in elderly folk there are 
always radiologically demonstrable changes in the spine, 
but that to hold them responsible for all the patient’s symp- 
toms may be wide of the mark. In 1949, Roentgen diagnosis 
cost the health insurance funds in Oslo fully 14% of, all 
the doctors’ charges. As for electrocardiograms, Dr Broch 
suggests that watching the effect on a patient of walking 
_ upstairs may be much more instructive. 
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A RARE BLOOD GROUP ANTIGEN . 
OCCURRING IN NEGROES 
BY j ; j 
ELIZABETH W. IKIN, B.Sc. , 
hi 


A. E. MOURANT, D.Phil, D.M. 


{From the Blood Group Reference Laboratory, 
vo, Medical Research Council) 


Landsteiner, Strutton, and Chase (1934) found, in the 
serum of 2 out of 12 rabbits that had received injections 
of the red cells of a negro, an antibody which aggluti- 
nated the cells of the donor and was subsequently tound 
to agglutinate the‘cells of 14 out of 191 negroes but of 
only 2 out of 387 white persons. All those whose cells 
gave positive reactions were of Group N-or MN. 
Wiener (1943) tested a further 25 white persons, who 
were all negative. 

When testing a series of Nigerians we found one who 
gave positive. results with three rabbit anti-N sera and 
negative results with two rabbit anti-M sera. With a 
third rabbit anti-M serum which had given normal 
results with many Europeans this subject gave strong 
agglutination. The specimen was further found to be 
negative with two human anti-M sera. It occurred to 
us that we had possibly rediscovered the antibody des- 
cribed ‘by Landsteiner er al., and we proceeded to look 
up previous results obtained with this serum, and to 
watch for further anomalies. One moie group N 
Nigerian was found to be positive. In all we were ablé 
to find 43 group N negroes who had been tested with 
this serum, of whom two, as already stated, were p si- 
tive, while all of the 173 group N Europeans and 
15 group N Astatics so tested were negative. It is 
probable that many other Europeans had been tested 
with négative results. The large number of negative 
Europeans shows that the antigen cannot have been 
Keli, Lutheran, or any of the commoner known blood 
group antigens. : ; 

We later tested 26 group N specimens from’ South 
African Bantu, which were kindly sent to, us for the pur- 
pose by Dr. A. Zoutendyk. All were negative with several 
separately absorbed batches of the original rabbit serum, 
but the serum may by this time have deteriorated; and 


- Of the two positive persons, the first‘was A,, N, cDe/ 
cDe (or cDe/cde) and the second O, N, CDe/CDe (or 
CDe/Cde). 

It is unfortunate that when these anomalous aggluti- 
nations were found the rabbit which had produced the 
antibody Rad Jong been dead ; there was little left of its 
serur, and that little was of course very old. We made 
repeated attempts to secure further specimens of blood © 
from the positive subjects in order to immunize further . 
rabbits. but no specimens could be obtained. ‘ 

We do not claim to Have proved that the antigen 
found by us is the same as that described by. Landsteiner 
et al., but the resemblance is suggestive. The difference 
in frequency between negroes and Europeans for the 
antigen of Landsteiner ef al. is statistically highly 
significant, and this fact alone makes it desirable to 
recover the antibody and use it for further anthropo- 
logical investigations. The association with N and MN 
is significant but not highly so. If the antibody is 
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recovered it will be important to investigate its possible 
relation to the MNS system and to find out whether, for 
instance, the gene controlling the anfigen is an allele of 
S and s, or possibly occupies a third locus closely linked 
to those for MN and Ss. The rabbit which yielded our 
serum had been immunized only with the red cells of 
group M persons. If the new antibody is an immune 


- one, therefore, the antigen mist in this case have been 


e 


present ın the blood of an M person. If this is so the 
slight possibility is- eliminated that the agglutinations 
observed were the property of,a rare allelic variety of N. 


A Suggestion 


Our object in describing this somewhat abortive 





Medical Memorandum 





‘Islet -cell Tumour of the Pancreas 


Islet-cell tumour of the pancreas is a well-recognized, 
though uncommon, cause of spontaneous hypoglycaemia. 
It may.occur at any age, but is rare in infancy and 
after the age of 50. Most cases are found between 20° 
and 50, although a case in a 24-hour-old: infant: has 
been reported (Sherman, 1947): Our patient was 69, ° 
older than any other upon whom a successful operation 
has been performed. Howard, Moss, and Rhoads (1950) 
summarized all the 398 cases described, up to 1950. Of 


investigation is to draw attention to the ‘existencd these, some 200 have been-operated upon for hyper- 
of one or possibly two antigens which appear to be -insulinism. In-150 patients the tumour. or tumours were 
commoner in negroes than'in Europeans, antigens which enucleated, while in about one-third of this number, no’ ! 
are possibly related genetically to the MNS blood group ‘tumour being found, a partial resection of the pancreas 


system, and to which rabbits fairly readily make anti- 


was carried out- The operative mortality was about the 


bodies. It is also possible that such an antigen migfit,, samé in ‘both ‘types of operation (9%), and the end- 


on very rare occasions, if present in blood used for 


results were good in both sets of survivors, some 85% 


transfusion, provoke the development of the antibody in being cured. $ 


the serum of the recipient. We should therefore like to 
‘suggest that workers who, unlike ourselves, have direct: 


With its diverse symptomatology the disorder may 
readily be mistaken for epilepsy, cerebral tumour, 


access to negro populations should consider making an neurosis, psychosis, narcolepsy, and many other condi- 


attempt to repeat the preparation of such an antibody tions. 


and to investigate the genetics and anthropology of thé 
antigen detected by it. 


with the pooled: red cells of about 20 group N negroes, 
each batch’of rabbits being injected with a different pool 
of negro cells. As some- group’ N negroes certainly 
carry the antigen and’ group M negroes may not, it 
seems best: to choose only those of group N, whatever 
may be the true genetic relationship of the “ new ” anti- 
gen. The serum of each rabbit should be divided into 
two or three portions and each portion absorbed with 
the-red cells of one group A,, MN European, and then 
tested against the cells of each of the negro donors. 
` We shall be glad to exchange sera (including anti-M 
and anti- N) with any worker who is 'contempla- 
ting such ‘ah investigation, or with any worker who 
has found anti-M or ‘anti-N sera giving anomalous 
results, or who has discovered an unidentifiable antibody 
in the serum of. a patient ‘transfused with the blood of 
one or more negroes. , 

At the tume of going to ‘press we have just obtained 
a further sample of the blood of the original positive 


-subject, through the kindness of Dr. D. R. Cannon and 


Mr. N. A. Barnicot. We are continuing our investiga- 
tions with the gollaboresen of Dr. J. N. Marshall 


© Chalmers. 


We are indebted to Dr. D. R. Cannon, of the Yaba Medical 
Research Institute, Lagos, for sending the specimens and to 
Dr. J. A. Fraser Roberts for advice on statistics. 
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Adrenocorticotropic hormone being in very short supply, 
every possible source is being explored. In Nature, 
February 17, page 280, is a brief note on its preparation 
from whale pituitaries by Norwegian workers. One kilo 
of pituitaries, from about 50 fin whalesvand blue whales, 
was extracted by methods similar to those used on pig and 
sheep’ pituitaries and yielded 0.5 g. A.C.T.H. with an acti- 
vity equal to'1.4 times the Armour standard. 
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In elucidating such symptoms, islet-cell tumour _ 
may profitably be remembered. The case here reported ` 


It is suggested that several is typical except for the age of the patient. 
‘batches each of about 10 rabbits should be immunized. . 


vc o Case Report 7 

A married woman aged 69 was admitted to hospital on 
1950. In childhood she had had. attacks -of 
nieasles, whooping-cough, and bronchitis, but during forty 
years of married life had had no illnesses or operations, 
apart from mumps some 20 years age.- She was an only 
child ; her parents died i in old age and she had a healthy son 
and daughter, 

© + Earlier Symptoms” 

Saptami due to the islet-cell tumour had first apenas 
in 1945, when one morning she failed to waken, remaining 
unconscious until 11 p.m. that day. She then recovered 
spontaneously, ate a meal, and slept throughout the night. 
She remained well until November, 1946, when, after an 
attack of tonsillitis, she again failed to waken at the usual 
time. Four or five similar attacks followed, consciousness 
being regained in the afternoon or evening. On November 
12 she was first admitted’ to the Royal South Hants dnd 
Southampton Hospital for investigation, She was seen to 
be a healthy-looking woman, and appeared rather younger 
than “her age. Mentally she was a little vague and was 
inclined to repeat. phrases. Her speech’ was slurred. 
Examination of her central nervous system . revealed no` 
abnormalities. The arcus senilis Was. present. The blood 
pressure was 170/110 mm. Hg, but the heart was other~ - 
wise normal. No abnormalities were noticed in the chest 
or abdomen. Lumbar puncture showed a normal fluid. / 


4 


On November 15 she refused her lunch and lapsed into ’ ° 


semicoma. The blood sugar was 38 mg. per 100 ml. On 
November 17 two further attacks occurred, which were 
relieved 20 minutes after the oral administration of 10 g. of 
glucose. Next day another‘hypoglycaemic episode responded 
to intravenous administration of 50% glucose solution. On 
November 19 a glucose-tolerance test was performed, with 
these results: 8 a.m. (fasting), 44 mg. blood sugar per 100 ink 
(capillary blood); 50 g. glucose was then given’ orally ; 
8.30 a.m., 99 mg. ; 9.45 a.m., 117 mg. ; 10. 15 am., 153 mg. ;' 
10.45 a.m., 124 mg. 

On November 27 the patient had no breakfast, and two- 
hourly samples of blood were taken, the glucose content of 
which was: 8 a.m, 47 mg. per 100 ml. (capillary-blood) ; 


‘10 am., 38 mg.; noon, 35 mg.; 2 p.m, 31 mg; 4 p.m, 


89 mg. She thus fulfilled the diagnostic criteria of Whipple 
for the diagnosis of ee which are that (D the 
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fasting blood-sugar level should be less than 50 mg. per 
100 ml. ; (2) there are symptomatic attacks of hypoglycaemia, 
which occur only when the patient is fasting ; and (3) relief - 
of such attacks is produced by administration of glucose, 
without the patient knowing that glucose ıs being given. ' 

The attacks of hypoglycaemia were therefore thought to 
be due to an islet-cell tumour of the pancreas, the low fasting 
blood sugar excluding the possibility of reactive hyper- 
insulinism. The patient refused to undergo operation and 
was discharged home on a high carbohydrate diet. She 
‘remained free from attacks until shortly before Christmas, 
1949. She had been gaining weight considerably and decided 
to reduce it by restricting her intake of carbohydrate. 
Thereupon the attacks of hypoglycaemia returned, her failure 
to waken in the morning again drawing attention to them. 


Present Attack ` 

The patient was readmitted to hospital on January 23, 
1950. During the first few days she had several attacks of 
hypoglycaemia shortly before breakfast. She usually 
responded.to subcutaneous injections of adrenaline, 8 minims 
(0. 5 ml.), followed by oral glucose. ‘It was then found that, 
in order to prevent the attacks, it was necessary to give her 
a carbohydrate meal at 2 a.m. a procedure which was 
followed until: her operation. 

On January 25 her blood sugar at 11.15 am. was 64 mg. 
per 100 ml. after a normal breakfast at 7.30 .a.m.; on 
January 28, at 4 p.m., after her usual lunch at midday, it 
was 32 mg. per 100 mi. On neither occasion was the patient 
clinically hypoglycaemic, a point which is referred to later. 

On January 27 food was not given ; her blood-sugar levels 
were: at 6 a.m., 65 mg. per 100 ml. (venous blood) ; 8 a.m., 
31 mg.; 10 a.m., 14 mg. ; 12.15 p.m., 12 mg. ; „1 p-m, 23 mg. ; : 
2 p.m, 28 mg. . 

These figures illustrate two features known to be associated 
with islet-cell tufnours of the pancreas: (J) the tendency to 
spontaneous recovery from the hypoglycaemia ; and (2) the 
lack of correlation between the clinical attacks and the 
blood-sugar level. At 12.15 p.m., when the blood sugar was 
12 mg. per 100 mL, she merely felt faint, but was still able 
to co-operate, ‘yet at 2 p.m., when her bléod sugar had risen 
to 28 mg. per 100 ml. she was incoherent, restless, and so 
difficult to manage that the. tests could not be continued. 

On January 30 an intravenous glucose-tolerance test was 
performed, the patient fasting ; the blgod-sugar levels wére: 
fasting, 33 mg. per 100 mL (capillary blood); 50 mi. of 
50% glucose solution was given intravenously ; after five ` 
minutes the blood-sugar level was 158 mg. per 100 ml. 
(capillary blood) ; 15 minutes, 171 mg. ; 35 minutes, 335 mg. ; 
45 minutes, 292 mg.; 60 minutes, 111 mg.; 90 minutes, 
84 mg ; 120 minutes, 71 mg.; 180 minutes, 64 mg. 

On February 2 a series of fasting blood sugars was 
obtained, followed immediately by intravenous injection of 


40 ml. of 50% glucose solution, with the following results: ° 


HE - , Venous 
Fasting Capfilary Blood Sugar Blood Sugar 
At 10 am. . 39 mg per 100 mi. 28 mg. 
L ii id M4 » » 
„noom . 21 ”, ” 
» ipm. ” ” 
a es 3, ” l 22 mg. 
5 min. after glucosa 225 ,, ” 
10 ” Li » 284 v ” 
wD ys x ” 128 ,, » ‘ 
45 4, ow ” T p » 
O» s ” oO p ” 
We cap. Se 38 o n e 7 
120 Lad »”» » 36 » LAJ = 
I wom n 28 n » 


Gastric juice was withdrawn during the first’ part of the test 
to ascertain if there was any alteration in the secretion of free 
hydrochloric acid ; unfortunately achlorhydria was found. 

The patient now consented to operation. The tumour 


was enucleated on February 15 by Mr. Raymond Purvis,. 


under general anaesthesia administered by Dr. Oakley White. 

The condition of the patient was good, but by 10 p.m. she 
was not yet conscious. A catheter specimen of urine was 
found to contain large quantities of sugar and acetone. 
At | a.m. on February 16, 40 units of soluble insulin was 
given and 40 units more was injected at 5 a.m., the urine 


being still loaded with sugar and acetone. At 9 a.m. she was 
a) 
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cónscious ; her urine now contained only ‘a trace of sugar 
and no acetone. Her blood sugar was 104 mg. per 100 mil. 
Qn February 17 the urine again contained large quantities of 
sugar and acetone ; the blood sugar was 304 mg. per 100 ml. 
Thirty units of soluble insulin was given. ‘Thereafter no 
further glycosuria occurred and no more insulin was needed. 
The histological report of the tumour was as follows: 
“A tumour’ 1.2 cm. in diameter, of grey tissue, clearly 
defined but not encapsulated, with a little normal pancreas 
around. Histologically’ this is an islet-cell ‘tumour: The 
cells resemble those of the islets, but are larger. No mitoses 
are ‘seen in the cells. The cells are in’ masses divided by 
strands of dense-fibrous tissue. There is no definite capsule. 
The pancreas around is compressed, and a little fat necrosis 
with leucocyte reaction is seen. The tumour appears simple.” 
On March 23, with the patient fasting, blood-sugar estima- 
tions were carried oùt at hourly intervals from 10 a.m. to 





“Islet cell tumour. - Van Greson’stam. (X cn 


2pm. At this point 30 ml. of 50% ‘glucose solution was 
given by intravenous injection, and during the next 150 
minutes eight further blood-sugar estimations were , carried 


out. In this way a series of figures comparable to’ those 
found on Februdry 23 v was produced. 
t Venous 

Fasting Capillary Blood Sugar Blood Sugar 
At 10am. 118 mg. per 100 mi. - 
foe | ec eee . . 97n » - 
z BOOR 102 ,, v 
» ipm A pn i 
oo 2 oe o 88 .,, » 79 mg 
5 min. after glucose 194 ,, i 
10, ow ” 176 ,, n E 
30 ,, i» 14 ,, ” 
43, ‘ ” is ,, ” 
D n» os» » 102 4, ” - 
90, CO, ” 88 n ” 7 
10, ” re ee 88 
1350 ,, ” ” .. oe 86 n ” 


The difference between the results of these tests before 
and after operation is well illustrated in the tables. 
\ The patient was discharged from hospital on April 10, 
cured of her spontaneous hypoglycaemia and with her 
wound almost healed. ; 


I am indebted to Dr. K. M. Robertson for permission to 
age the case, and for his help and encouragement; to 
Raymond Purvis, who performed the operation; to 

De. Oakley White, the anaesthetist; to Dr. H. H. Gleave for the 
histological report! to Dr. R. H. Slater for the biochemical 
analyses; and to Dr. C. E. Brierley, the patient’s general 


practitioner. : 
` F. J. Y. Woop, M.B., B.Chir., M.R.C.P., 


Late House Physician, 
Royal South Hants and Southampton Hospital. 
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ye . TEXTBOOK OF PATHOLOGY 

sacl Ži Dible and Davie’s Farholp . An Introduction to Medi- 

` cine and Surgery., By J. Henry Dible, M.B.(Glas.), 

$ F. REP g urd ation PR ve 417 T 

+ ‘including ates in colour. s ndon: J. an 
: PONE METHOD A. Churchill. 1950. $ 


Rest, and Pain. John - Hilton, F.R.S., F.R.S. 
Edited by E. W. Wal , M.D., Ch.B., B.Sc., and Elliot E. 
Philipp, M.A., M.B., "B.Chir. MRCS. M.R.C.O.G., 


à 


l P e m eae er P London’ 

8 on: 

G. Bell and Sons. 1950.. , é 

it is natural to ask why Hilton’s Rest and Pain, some 
90 years after its first publication in the pre-antiseptic 
era of sutgery, continues to be not only a classic but 
a classic that'is read and not just kept on the shelves 
of our reference libraries; The answer_is found partly 
in the author's admirably lucid English, written in 
lecture form, so much easier to read than a dry-as-dust 
treatise, but still more in. the qualities of John Hilton - 
himself, which illumine all his lectures. Hilton was a 


great surgeon-anatomist, entering surgery through the. 
i dissecting*room before the divorce between physiology 


and anatomy—a divorce so necessar? for progress but 
so unfortunate i in some of its consequences., For, Hilton 
every operation ‘was a demonstration of anatomy to. 
-his students and an experiment in physiology. His zeal 
„for. truth was a-flame within him and his energy in its 


pursuit untiring.’ At the age of 57, at the height of his. ' 


fame and consulting practice, hearing of the death of a 
| patient whose case had interested him, he immediately - 
wrote and obtained permission for a post-mortem exami- 
nation. “He continues, “I went to the house early on 
the following morning: the hearse was at the door, so 
I had only time to unscrew the coffin and‘examine the 
leg.” From the specimen thus obtained he wrote what 
must have been the first accurate account of acute osteo- 
, myelitis. The candour and lucidity of his case reports, 
' and the evidence of long and profound thought before 
he came to his conclusions, make this book one that 
should appeal- to every -medical student, whether 
qualified or vagunite, who is interested „iú his’ 
profession. 
His conception of refered or, as he called it, “ sympa- 
thetic” pain was far in advance of his time, and, has 
had a profound influence on subsequent work on this 


! 


1: subject, while his account of how he opened abscesses 


-by “Hilton’s method,” as-it is now universally called, 
ds a fine example of his clear, logical thinking and of 
the punctilious care that he devoted to all his work. As 
we read his words we can sense across the years what 
an exciting and inspiring teacher he must have been. ' 

This edition is well printed and admirably produced. ` 
y a short but scholarly 


At the end‘ of ‘each lecture there are added appendices - 


which comment usefully on the changes that the pro-. 


gress of surgery has brought since Hilton’s’ time. For 
the most part these are. excellent, but in some the 
proof-reading has been at fault. In the appendices to 
Lecture I, for instance, we read that growth is the Anti- 

type of Repair and find this remarkable sentence: “The 
bladder is the\commonest site for stone in the urinary 
` tract-in children, especially boys, and in the first place . 
reaches the bladder’ from the kidney.” But such 
blemishes are few and scarcely detract from the out- 
‘standing excellente of ‘the book, which should have a 


wide circulation. 
i : J OHN MORLEY. 


1 


- 


It is a pleasant duty to welcome’ the third edition of 
this reliable.and well-planned textbook- of pathology, 


_ , for which Professor Dible now assumes the sole 
: ,Fesponsibility. ' The book has been thoroughly over- 


“hauled, much of its content rewritten, and large sec- 
tions extensively altered. In spite- of this ‘it remains 
what it has always tried ‘to be—a sound introduction 
to. medicine and surgery for the medical student. Struc- 
tural change and functional alteration. are considered 
together, and both’ are skilfully correlated ‘with clinical 
signs and ‘symptoms. The book covers a ‘remarkably 
wide field, and by careful omission 6f irrelevant detail 
‘it contains all the pathology the undergraduate student 
need know without, overburdening his memory and 
confusing his mind with ‘minutiae which are of litde 
educational value to him: 

The author’s' long ‘experience as a microbiologist 
entitles him to write authoritatively , on the bacterio- 
Jogical and immunological aspects of infection. For 
this reason, the descriptions of diseases originating in 


infection are ipxcenhionally well balanced and free from ` 


- bias. 

„Professor Dible refers in “his preface to the tecent 
and spectacular. progress which has been made in several 
fields of medical science. As we do not yet understand 


the ‘basic significance of these discoveries, we cannot : 
“predict that they.-will eventually shatter our present - 
We are far from certain, for instance, ‘that ’ 


beliefs. 
the ‘suprarenal cortex and the pituitary, dominate our 
physical existence and decide the‘ outcome of our 
diseases. We therefore agree that until this amorphous 
mass of new knowledge can be truly orientated to the 
whole of the medical sciences we should not consider 
‘rewriting our textbooks ro pathology. _ 
GEOFFREY HADFIELD. 
7 
SQUINT , 0 


Worth and Chavasse’s Squint. The Binocular Reflexes 
and the Treatment of Strabismus. By T. Keith Lyle, 
C.B.E., M.A., M.D., aee MR a 
FRCS. > " Eighth ‘edition. (Pp. 319; 200 figures. 
£1 15s.) London: Baillitre, Tindall and Cox. 1950. 
Clinical Orthoptic Procedure. A Reference Book on 
Clinical Methods of Orthoptics. By William Smith, 
O.D. (Pp.-393; 70 illustrations. £2 168.) London: 
Henry Kimpton. 1950. 
The first edition of Claude Worth’s Squint “appeared 
in 1903. It was based on some ten years’ detailed 
clinical studies on a much neglected subject. In 1929 


va 


the sixth and last edition revised by. Worth appeared, 


“and it was substantially the same book as he brought 
out twenty-six years previously. ` 


Its appear- 
ance in 1939 was an even more definite landmark than 


Worth’s original publication, for,Chavasse presented a ' 


-broad’ ‘evolutionary approach to the subject, lifting ‘it 
from the rather narrow clinical groove in which it had 
been confined. The mental climate that has since 
developed in all work on squint is that fundamentally 
determined by Chavasse. His untimely death in 1941 
‘in a motor ‘accident has left a gap difficult to fill. 

The publishers have been fortunate in their choice 
of Mr. T. Keith Lyle for the revision of the new 


The revision of the ` 
‘seventh edition fell to Bernard Chavasse. 


K 
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edition that has become necessary, and Mr. Lyle has dis- 


charged his duties with due reverence to the two pioneer _ 


efforts. He has retained some of the structure of 
Worth’s book, and has gone to great pains to clarify 
Chavasse’s teachirig. Intensely original as Chavasse’s 
contribution<was, it was unfortunately not presented in 
the best possible manner, and it is gratifying to find in 
the present edition a clearer presentation. Mr. Lyle 
has added from his own considerable contributions to 
squint and orthoptics, so that this new book may well 
be taken as something like a definitive text ‘that will” 
stand for many years. 

Clinical Orthoptic Procedure appears: to have been 
written for American students of optometry and of 
orthoptics. It js a rather elementary exposition which 
aims at comprehensiveness in presenting a multitude of 
methods, the purpose of which is not as Obyigus to. 
an’ English reader., 


~~ 


4 


re Sait 


CHEST AND HEART 
The Chest and the Heart. Volume 1: The Chest. ‘Edited 


by J. Arthur Myers, Ph.D., M.D. PR 1,021 ; illus- 
trated. Volumes 1 and 2 together, £7 78.) prinigħel 

Ilinois: ‘Charles Thomas. Oxford: B lackwo 

Scientific, Publications. 1948. 


This book is stated to have originated as an expansion 
of two books published in 1927 entitled The Normal 
Chest and Modern Aspects of the Diagnosis, Classifica- 
tion and Treatment of Pulmonary Tuberculosis. Its _ 
scope has been enlarged to include non-tuberculous 
diseases of the chest, extra-thoracic tuberculosis, and 
heart disease. The sections on extra-thoracic tubercu- 
losis and on heart disease are contained in the second 
volume [reviewed below]. The first volume is a compo- 
site production by a large number of-authors, and 
suffers -to some. extent both from its origin in older 
textbooks and from the difficulties inherent in text- 
books of multiple authorship. Several of the articles, 
while /excellent in themselves, fit rather awkwardly into 
the general scheme of the book. For instance, Chapter 
I, on the “ Developmental Anatomy of the Chest and 
the Thoracic “Organs,” contains a useful summary of 
knowledge on this subject, but the emphasis on the 
quantitatiye details of rates of growth of various struc- 
tures ‘is perhaps given more space than its practical 
importance warrants. The chapters on “ Pneumonia ” 
and on “ Acute Pneumónitis ” overlap to a considerable. 
extent, and the uninformed reader is likely to be left 
with a rather confused picture after reading them both. 
Chapters such as the brief review of the chemistry of 
the tubercle bacillus by Esmond Long and Florence 
Seibert stand out as excellent summaries of their subject 
matter ;_ others appear by comparison verbose and 
ineffective. 

Criticisms of detail can always be made in reviewing 


any book as large as thjs, but the occasion for such ‘ 


criticism appears to be unduly frequent.in ‘this book. 
‘On page 71 in the section on “The Physiology of 
Respiration” there ‘is the ‘surprising statement that 
“the functional residual air approximates 3,000 ccs. 
and is composed of gas that has come into equilibrium 
with blood in the capillaries.” In the illustration of 
surface markings on page 113 the greater fissure is shown 
starting from the ‘spinous process of the second thoracic 
vertebra ; it is now generally agreed that the fourth or! 
fifth spinous process is a more accurate surface mark- 
ing for the level of the posterior end of the greater 


, 
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fissure. On page 616 the extraordinary word “ radio- 
luscent ” [sic] occurs. The inelegant and illogical hybrid 


“radiolucent ” appears to be gaining a certain amount 
of uncritical acceptance ; if a word analogous to trans- 
lucent is needed for use in connexion with x rays, “ trans- 
radiant ” is at least logical. 

There is a brief chapter entitled “ Pneumonitis Pro- 
duced by Spores of the Fungus Conlosporium corticale 
E and E,” which describes a syndrome due to inhala- 


‘tion of dust arising from’ timber infected by the fungus 


mentioned, and apparently allied to the well-known 
“thresher’s lung.” It would obviously have been 
preferable to bring these cases into proper perspec- 
tive by describing them as one of a larger group 
of illnesses produced by contact with mouldy vegetable 
matter. In this chapter appears the remarkable state- 
ment that “physicians interested in industrial hygiene, 
for the most part, accept the theory that all non-organic 
dusts with the exception of silicon dioxide may be 
inhaled with impunity over Jong periods of time.” The 
advice giver on page 693 about the treatment of actino- 


mycosis would not now be generally accepted. Penicil- 


lin doses as small-as 5,000 units every three hours or 


` 40,000 units per day are suggested, and individual doses 


of 100,000 to 200,000 units up to a total of 3,000,000 
to 4,000,000 are regarded as heavy. This is no doubt 


N 


due to the fact that the section was written some time , 


ago. 

An interesting modification of the classical sequence 
of procedures in examination of the chest is advocated 
on page 164. Inspection is relegated to,the fourth place, 
and the suggested sequence is thus: palpation, percus- 
sion, auscultation, inspection. This change i is introduced 
in order to include in the clinical examination inspec- 
tion not only with the unaided eye but also with the 
bronchoscope, the thoracoscope, the x ray, and the 


“microscope. This may perhaps be regarded as an 


ingenious attempt to restore unity to the scheme of., 


examination of the chest, and'to place methods requir- 
ing instrumental aid in their proper perspective. Cer- 
tainly there is much to be said in favour of regarding 


radiography as an essential part of the clinical exami- . ' 


nation of the chest—a part falling into its place along- 
side inspection, palpation, percussion, and auscultation. 
But it may be doubted whether the proposed alteration 
in the normal sequence of methods of physical examina- 
tion presents any advantage commensurate with the dis- 
advantage of disrupting a logical order which has stood 


. the test of time. 


These rather’ disconnected comments may serve to 
show. that, while this volume contains sections which 
are of value and provide reliable and readable accounts 
of their subject matter, as a whole it’is very uneven 
and unlikely to give a balanced and connected view of 
chest disease. 

J. G. ScappINna. 


N 

> 7 $ 
The Chest and the Heart. Volume 2: The Heart. 
fora) by’ C. A. McKinlay, M.D. (Pp. 825; illus-, 
trate 


In these days when there appears to be some danger of- 
the individuality of English medicine being swamped - 


by -the spate of literature pouring. out of the U.S.A., 
oné may perhaps be forgiven for wondering why the 
cardiological , section of these two large volumes has 
been added to the deluge ; for in dullness, sketchiness, 
inadequate illustration, poverty of description, omissions, 
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and remarkable disregard for modern techniques it has. 


_’ scarcely an equal in this country. 

Approximately half of the second volume is con- 
cerned with the heart, and it must be said at once 
that it is unfortunate that the editors-did not confine 
themselves to the respiratory system. There are, of 
course, some notably good’chapters: thus, there can be 

` nothing but praise for the article on the physiological 
aspects of the electrocardiogram by Richard Ashman, 
that on coronary sclerosis by Arlie Barnes, and that on 
arterial hypertension by Irving Page ; and the authors of 
the chapters on roentgenology of the heart, on rheumatic 
fever, and on bacterial endocarditis have treated their 
work seriously and maintained a high standard. On the 
other hand, ‘the chapters on congenital heart disease, cor 
pulmonale, cardiovascular syphilis, cardiac arrhythmia, 
the heart in thyroid disease, and diseases of the peri- 
cardium read like unprepared chats to thé lay public. ` 

As remarked in the review [above] of volume 1, the 


present work is a combination and modernization of . 


two earlier books on the chest. As it progressed the 
scope of the volume was gradually enlarged, and 
finally included the cardiovascular system. This may 
_ explain’ why the cardiac section gives the impression 
of a none too careful postscript. 


PauL Woop. 


MONOGRAPH ON DIABETES 


. Types of Diabetes Mellitus and their Treatment. By 
. Arthur R. Colwell, M.D. (Pp. 97, 16s. 6d.) Oxford: 
~ Blackwell Scientific Publications. 1950. 


This small’ monograph covers most aspects of diabetes 
from diagnosis to treatment of coma. It is well pro- 
duced and clearly written by an author of high reputa- 
tion with many worth-while publications on his subject. 
But it is difficult to know what useful purpose this 
book serves. It does not contain sufficient detail to 
. enable a practitioner to undertake treatment from its 
pages or to interest an ‘expert by its theoretical con- 
siderations.” Some of the author’s views are conserva- 
tive, especially his advocacy of a carbohydrate-fat-ratio 
in the diet of 1:1 as most generally useful and “ the 
optimal ratio with insulin.” i 
The title of the ‘book is stimulating and led the 
reviewer to hope that various different fundamental 


types were to be described. But these proved to be not 


different types but grades of diabetes, mild, moderate, 
severe. The title therefore merely makes well-known 
quantitative distinctions and not new qualitative ones. 


R. D. LAWRENCE. 


i 


GASTROSCOPY 


Gastroscopy. The Endoscopic Study of Gastric Patho- 
logy. By Rudolf Schindier, M.D., F.A.C.P. Second 

ition. (Pp. 433; 366 figures, 10 coloured plates, 
£7 10s.) Chicago, Illinois: 


niversity of Chicago Press. 
/ London: Cambridge University Press. 


1950. 

The first edition of Schindler’s book on gastroscopy 
was a valuable contribution to the subject and was 
carefully studied by all those interested in it. Not all 


ae * agreed ‘with his interpretations, particularly in relation 


to gastritis, for it was felt that the limits of normality 
were preater than had been suspected, and in any case 
the diagnosis of “ gastroscopic gastritis’” did not corre- 
late well’ with clinical syndromes. Schindler, with the 
collaboration ofthe optician Wolf, performed pioneer 
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work in developing the, flexible gastroscope, which has 
a relatively small but useful place in the investigation 
of gastric disorders. What has been needed for some 
time has been a simple straightforward monograph on 
gastroscopy. > i ’ ` 

Schindler’s second edition, although a tribute to his 
industry, unfortunately makes the subject more compli- 
cated and does nothing to crystallize the experience of 
recent years. It is unnecessarily long, and many of the 
illustrative case histories are irritatingly detailed and 
could well have been shortened or- omitted. i 

There are in all countries two schools of doctors— 
those who like to simplify procedures, and those who , 
seem unwilling or unable to dispense with the non- 
essentials. There is no doubt that gastroscopy as prac-, 
-tised by Schindler is much more complicated than in 
many other centres. Those wishing to learn gastroscopy 
will profit ‘more from visiting and watching those who 
have had Jong experience than from reading the second 
edition of this book. For the expert the second edition 
is of considerable interest and should certainly be read , 
The book is well illustrated with many photographs and 
coloured plates. 

F. Avery JONES 
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PAYING FOR THE N.H.S. 
For a great many years before July, 1948, the B.M.A. 


had been working out its own ideas for a comprehen- 
sive medical service, but in those days it was more 


concerned with the organization of such a service than ` 


with the economics of it, though in general it may be 
said that on the basis of experience of N.H.I. it was 
in favour of an insurance scheme. Unfortunately 
many people in this country still think that they are 
paying for the Health Service through their national 
insurance contributions, and the Minister of Health, 
Mr. Hilary Marquand, usefully reminded the country 
a few days ago that the insurance contributions 
accounted for only £40,000,000 of the £400,000,000 
which is now the annual bill for the N.H.S. Ninety 
per cent of the cost is paid for out of taxation, and 
if the costs continue to rise the taxpayers (that is the 
bulk of the wage earners and salary earners in the 
country) will have progressively less choice in the 
spending of their money. Not only that, but the 
illúsion of getting something for nothing undoubtedly 
- lessens the sense of responsibility of those who find 
they can now get, apparently free of charge, those 
things that formerly they were prepared to buy for 
themselves—such household remedies as aspirin, 
purgatives and laxatives, first-aid dressings, cotton- 
wool, and bandages. The B.M.A. gave general 
approval to the Beveridge report of 1942, an approval 
which endorsed what the profession has always held 
—namely, that there should be no financial obstacle 
between the patient and the treatment he needs. With 
even greater force could one argue that there should 
be no financial obstacle between the people of this 
country and the food they need if body and soul are 
to be kept together, but to carry the argument to its 
absurd conclusion and to state that the man and the 
woman in the home should not pay for their bread- 
and-butter would soon land us in a State peopled 
by men and women without initiative or sense of 
responsibility. 

The medical profession is as much concerned as 
the Government to see that the National Health Ser- 
vice is a success. If it turns out to be a costly failure, 
then the reputation of this country will suffer a severe 
setback in the eyes of all those other countries which 
are watching very closely the outcome of this gigantic 
_ experiment; and it. cannot be denied that somé 


1 British Medical Journal, 1950, 2, 1262. 
2 British Medical Journal Supplement, 1951, 1, 48 





countries would not be displeased to see the N.HLS. 
come to a sticky end. Even in times of unparalleled 
prosperity there would have to be some limit to the 
amount of money spent on the medical services, but, 
now that as a country we are entering a phase in which 


each item of State expenditure will have to be micro- 


scopically scrutinized, the medical profession will be 
just as much concerned as the Ministry of Health to 
see that the essentials of the Service have not in part to 
be sacrificed because of the waste of money on non- 
essentials. It is, for example, obvious that there are 
large numbers of people who are now going about 
with two pairs of spectacles at the cost of the State 
when one pair would have done. It is obvious that 
thousands of persons are going to their doctors 
in order to get, apparently free of charge, those 
domestic remedies which formerly they were content 
to buy for themselves. The suggestion that was dis- 
cussed previously in these columns,' that there might 
have to be charges throughout the Service, in no way 
offends against the idea of a comprehensive medical ` 
service or against the idea that there should be no 
financial obstacle between the patient and the treat- _ 
ment he needs. There is, for example, much to be 
said for the Australian arrangement whereby the 
essential and expensive drugs such as the antibiotics 
should be completely free of charge while the rest 
should be paid for. It should not pass the wit of the 
administrators to make provision for such special 
categories as old-age pensioners. 

In its evidence to the Seléct Committee on Esti- 
mates” the B.M.A. suggested that there was a case 
for inquiry into the possible levying of a “hotel 
charge” for board on patients admitted to hospitals, 
and that a contribution towards the cost of appliances 
could also be made. If some such ecenomie reform 
on these lines could be worked out, then the State 
would in effect be doing for the medical services what 
it is doing for the “food services ”—subsidizing the 
service to such an extent as to relieve the economic 
strain on the consumer while at the same time leaving 
the consumer with free choice of the commodity and ` 
a sense of individual responsibility for paying his own 
way without hardship. Any Government which seeks 
to impose certain charges in the N.HLS. will have to 
take its courage in both hands, and before doing se 
will have to be at great pains to see that the public 
fully understands the whys and the wherefores of the 
case. It could, however, well be argued that, with 
the introduction of token charges in relation to the 
different items of medical care, the country would get 
both a more efficient and a less costly comprehensive 
medical service. This is a subject into which the - 
medical profession might well inquire in conjunction 
with economists. 
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OCCUPATION AND PEPTIC ULCER 


For 50 years up to 1939 peptic ulcers were ascribed 
to a fault in bodily constitution, and the effect of the 
environment was neglected. In Germany and the 
‘German sphere of medical influence neurogenic 
theories were popular, and just before the 1914-18 
war ideas of vagotonia and sympatheticotonia (in 
France, hypersthénie and hyposthénie) crystallized into 
the modern concept of a constitutional autonomic in- 


stability brought out by psychological stress. Mean- _ 


while in England interest was focused on the more 
practical matter of diagnosis, and Hurst and Moyni- 
han were conducting a minor revolution. So far from 
duodenal ulcers being rare, they showed that the duo- 
denum was the commonest site and.clinical diagnosis 
was extremely easy. When Ryle repeated pre-war 
German work on fractional test meals Hurst 
suggested that constitutional hyperchlorhydria was 
the main cause of ulcer, and this became widely 
accepted. A period of stagnation followed. McCarri- 
son and others showed that in certain native races 
the incidence of ulcers was altered by diet, but 
medical teaching was little affected. Ulcers ran in 
families, and a generation trained in the mistaken 
logic of “ either heredity or environment” failed to 
grasp that the two always interact. 

The 1939 war led to a more reasonable attitude 
when the greatly increased incidence of ulcers 
became evident. Alsted? described the changing 
sex incidence of haematemesis in Denmark; and 
Jennings,” after vainly trying to have perforated 
ulcer made a notifiable disease, published the results 
of four years’ research into the changing incidence 
of perforations, deducing that there must be several 
Kinds of ulcers following. different environmental 
stresses. In the next decade a number of papers 
attempted to estimate the incidence of uncomplicated 
ulcers in different populations, but unfortunately 
_ Statistical criticism shows it is impossible to deduce 
the occupational incidence of a disease like peptic 
ulcer from hospital records. 

Now for the first time an attempt? has been made 
at direct assessment of ulcer incidence in different 
occupations. The co-operation of employers. and 
trade union officials was obtained. A social worker 
interviewéd 98.4% of 5,756 employees of 17 different 
firms, together with 291 skilled and unskilled workers 
in agriculture and ancillary mechanical trades (the 
remaining 1.6% was made up of 44-persons who 
` refused to be interviewed and another 52 who were 
missed for miscellaneous reasons). Preliminary classi- 
fication showed that there were 3,318 men and 761 
women with no dyspepsia, 831 men and 222 women 
with minor dyspepsia, and 722 men and 97 women 


with major dyspepsia. Cases were classified as no 
dyspepsia if they had had no symptoms for five years, 


. or if the symptoms which they described as indiges- 


tion were “ obviously not gastric.” All cases of major 
dyspepsia were invited to a medical interview ; at the 
same time the reliability of the social worker’s classi- 
fication was tested by selecting at random from the 
other two groups as controls. In all 1,302 persons 
were referred for a medical examination, and 98.6% 
attended. There were nine refusals in the major dys- 
pepsia group and nine in the control groups. Half 
an hour was allowed for each interview in the major 
and minor dyspepsia groups. In: the no dyspepsia 
group 10-15 minutes sufficed. Of the 819 cases of 
major dyspepsia 334 were diagnosed as having, or 
having had, peptic ulcers. Of the 5,132 cases with 
minor or no dyspepsia, 474 were interviewed, and 
two persons with ulcers were found. Of the 334 
ulcers 69 were “ presumed” from the type of pain. 
although in an unstated proportion radiology was 
negative. If the authors had not established this 
group of presumptive ulcers -they would obviously 
have underestimated ulcer incidence in occupations 
where patients refused to take time off for a barium 
meal. In the remaining 265 cases the diagnosis was 
proved by a positive radiograph or by the story of 
some complication. There was hospital confirmation 
of the patient’s statement in only 191 out of these 
265 cases. 

Despite the care taken in this investigation there 
are several sources of error. Lack of co-operation 


.may have led persons with ulcers to refuse an inter- 


view or to minimize their symptoms. Some ulcer 
patients change their occupation as a result of their 
ulcer, but this was analysed and believed unimpor- 
tant. Finally, a serious error might result from rely- 
ing mainly on clinical diagnosis. The authors had 
hoped to investigate a random sample of their 
material radiologically. Unfortunately, unlike mass 
radiography of the chest, a barium meal means a visit 
to hospital and a loss of working time, and it was ` 
impossible to secure co-operation. ‘A selected sample 
of 45 persons with major dyspepsia, but without ulcer 
on clinical judgment, agreed to have a barium meal, 
and in this small group four ulcers were found. We- 
are not told how-often no ulcer was found in the 
group thought to have ulcers. . 
Reliance on clinical diagnosis may have been a 
blessing, for many persons with no history of serious 
indigestion have a scar in the duodenal cap. One 
radiologist calls these scars ulcers and diagnoses a 





1 Changing Incidence of Peptic Ulcer, 1939, Oxford University Press, London. 

3 Lancet, 1940, 1, 444. 

3 Doll, R., and Avery Jones, F., M.R C. Special Report Sertez No. 276, 1951 
E.M Stationery Office — S 

4 Owing to a serious misprint this figure appoars as 1.13-1-14%. 
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duodenal ulcer three times more often than a more 
cautious colleague. Another radiologist who only 
diagnoses an ulcer when a crater can be demonstrated 
or the cap is wildly distorted misses ‘many ulcers. 
Without operating on a random sample of patients 
with very slight symptoms it is impossible to decide 
which radiologist makes the fewest mistakes. On 
the other hand, assessing clinical results is difficult. 
Many patients give a long history of’ indigestion 
and a short history of pain, and there is room for 
legitimate differences of opinion on when the ulcer 
began. An arbitrary ‘decision has to be made in 
order to calculate the yearly incidence of ulcers at 
different ages. From the age of 20 to 55 the incidence 
of duodenal ulcers in men is thought to be surpris- 
ingly constant at about 0.13-0.14% per year.‘ The 
incidence of gastric ulcers, on the other hand, rises 
from 0.3% at ages 20-25 to just under 0.1% at ages 
35-55. The fact that the percentage of men with duo- 
denal ulcers falls from just over 4% in the age group 
35-45 to just under 4% in the age group 45-55 sug- 
_ gests that duodenal ulcers heal faster than they form ; 
but other explanations are possible» A curious deduc- 
tion can also be made from the annual incidence of 
gastric ulcers. If the incidence of carcinoma of the 
stomach is taken as equivalent to the death rate the 
chance of a fresh lesion in the stomach being malig- 
nant is about 1 in 10 in men aged 35-45. From 
44-55 the chance is 1 in 3, and over the age of 55 
a lesion is more likely to be malignant than simple. 
This.contradiction of everyday out-patient experience 
is presumably an effect of social class. The present 
investigation confirms the long-suspected greater fre- 
quency of gastric ulcers among the, lowest grades of 
workers. Only three gastric ulcers were found in social 
classes I and- I, whereas nine were expected. On the 
other hand, in social class V, 21 gastric ulcers were 
found and only 12 were expected. 

Little or no light is thrown on the increased inci- 
dence of duodenal ulcers. The highest incidence is 
found in a, small group of unskilled workmen. But 
doctors have double the expected incidence, perhaps 
because of better diagnosis, while agricultural workers 
have a low incidence. No increased incidence could 
be detected in transport workers, and the effect of 

. irregular, meals appears to be slight. Duodenal ulcer 
patients complained slightly more of anxiety over 
their work than did controls without ulcers. One is 
left with-a feeling of disappointment. Possibly the 
division into gastric and duodenal ulcers was too 
simple: the small duodenal ulcer in the youthful 
bun-eater may be aetiologically distinct from the 
large one in the middle-aged beer-drinker. If duo- 
denal ulcers really have increased several times in 
this century it is surprising that occupation has so 
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little effect. Have real differences in incidence been 
disguised by unavoidable inaccuracies in diagnosis 





‘and by the way in which “ good firms ” were selected 


for investigation ? ra 


THE CASE FOR NEURO-PSYCHIATRY 


Neurology can be said to derive from physiology by 
way of general medicine. This is certainly true for 
its development in most countries, though Holland is 
perhaps an exception, since comparative anatomy has 
there played a highly important role. In German- 
speaking countries, however, one can trace a signi-’ 
ficant and fruitful alliance between psychiatry and 
neurology. The term “neuro-psychiatry” has 
emerged to connote those aspects of organic mental 
disease which fall within both provinces or, at any 
rate, lie across the ill-defined border between the two 
specialisms. Although this term has not escaped 
criticism it fulfils a real purpose, and it is a matter 
of, regret that neuro-psychiatry has not: received 
official academic blessing in Britain. This is not to 
advocate a divorce of neurology in every instance 
from general medicine. There is room for those who 
regard all forms of nervous and mental disease as 
lying within their province, and a department or a 
chair of neuro-psychiatry might afford benefits to 
medicine in general and to both psychiatry and 
neurology in particular. Neurology would derive 
advantage from a,more sympathetic concern with the 
dynamic aspects of organic mental reactions. Psy- 
chiatry would be the richer for the scientific discipline 
which neurology can offer. We can reflect upon Con- 
tinental precedents. The debt which we owe to 
such neuro-psychiatrists as Kussmaul, Pick, Pötzl,' 
Schilder, Gerstmann, Goldstein, Kleist, is incalculable. 
Even our-own Hughlings Jackson might well be 
ranked among the pioneer neuro-psychiatrists. 

In France to-day we can point to one outstanding 
neuro-psychiatric figure whose long record of original] 
work has alike enriched the study of nervous and 
mental disorders. Lhermitte, whose paper we publish 
on page 431, is,a household word. One of the 
keenest intellects in France, endowed with all the 
culture and charm which we associate with 
that country, Lhermitte has contributed generously 
over the-past half-century to our sum total of neuro- 
psychiatric knowledge. -We recall his work along 
clinico-anatomical lines, especially upon the manifold 
syndromes of the neurology of the aged. His easy 
familiarity with normal and abnormal peuronic struc- 
ture has afforded him a foundation upon solid rock. 
To these purely neurological contributions we can 
add many which belong more to the domain of 
psychology. A long series of papers upon the 
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phantom limb; a masterly addition to our-ideas 
upon the body-image ; studies upon hallucinosis’; the 
phenomena of stigmatism ; possession, demoniacal 
and otherwise—come readily to the mind. Lhermitte 
stands out to-day as one of the most significant figures 
in Continental neuro-psychiatry. He was honorary 
president of the International Congress of Psychiatry 
last September. Vivacious, tireless, a master of a 
distinctive and rich style of writing, Lhermitte has 
been and is happily still an inspiration to-generations 
of students and psychiatrists all over the world. 
His paper reveals the kind of original thinking so 
typical of him. The subject of autoscopic visions— 
specular hallucinations as Féré called them—is a 
- fascinating one. The topic of bipartition of the body- 
image is one which has intrigued imaginative writers. 
for very many years, and in Germany in particular 
there are not infrequent references to a Doppelgänger 
phenomenon. Lhermitte has indicated some of these 
sources, and at the same time has shown that the 
phantasy of the romancier can be paralleled at times 
by experiences in psychological medicine. ; 


rey 


FELLOWSHIP IN CLINICAL RESEARCH’ 


Some thirty years ago Sir Clifford Allbutt threw out ~ 


the provocative remark that Harley Street was the 
graveyard of clinical research. This was another way 
of saying that in those days many men who might 
have had an aptitude for clinical research found that 
the doors into it were not so wide open as they might 
have been. Although the teaching hospitals were 
attached to the universities in their particular loca- 


tions in Britain, there was little of that spirit or , 


opportunity for free inquiry which characterizes the 
university at its best. Since then there has been a 
steadily increasing provision for clinical research 
through the establishment particularly of special units 
in various hospitals, of which the unit under Sir 
Thomas Lewis at University College Hospital was 
such an outstanding example. The man who decided 
` ~to follow his bent for research ran greater risks than 
his fellow who followed the beaten track ot getting 
on to a hospital staff and building up a consulting 
practice. He ran the risk of getting left behind in the 
race for the fruits, professional and. monetatys. that 
success in consulting practice brings. 
~The Medical Research Council has played a pre- 
dominant part in widening the field of clinical research 
` in this country, and elsewhere in this issue we publish 
a statement in which the Council gives details of 
its. new scheme' for fellowships in clinical research. 
The research work that has given medicine its most 
potent therapeutic weapons in the past two decades 





has been carried out by men working in what is 
nowadays termed the basic sciences. For example, it 
was a bacteriologist who discovered penicillin and a 
chemist who isolated cortisone; the physicist has intro- 
duced us to radioactive isotopes. There can be no- 
doubt that the triumphs that lie ahead of us in applied 
medicine will be achieved by men who, with or with- 
out clinical experience, must have had as their starting 
point those basic sciences relevant to their subjects of 
inquiry. The medical man who wishes to ‘pursue 
research will with few exceptions have to start from 
the firm foundation that the basic sciences give him. 
The Medical Research: Council wisely. stresses this 
point in the details it gives of the fellowships in 


clinical research, a limited number of which will be , i 


available to suitable candidates in the academic year 
beginning on October 1, 1951. A candidate will have 
to be medically qualified and should have had at least 
one year’s clinical experience, and during the initial 
period of the tenure of the fellowship the M.R.C. 
intends that the fellow should do work in “the 
relevant non-clinical subject.” For example, anyone 
wishing to do research work in metabolic diseases— 
and successful in obtaining a fellowship—would be 
enabled by the M.R.C. to obtain first of all the neces- 
sary additional experience in biochemistry. 

_ Those who have had the chance of comparing clini- 
cal research as conducted in this country and, for 
example, in the U.S.A. have often been struck with 
the fact that the American research worker is more 
laboratory minded than his British counterpart. This 
is not to say that our own stress on the clinical aspects 
of research has not its own advantages, or that an 
approach to the problems of human disease which 
starts in the laboratory is without its disadvantages. 
Nevertheless the clinical research worker cannot but 
bénefit by a more intimate acquaintance with the 
experimental approach of the laboratory and with the 
special knowledge of the basic science which is most 
directly applicable to his own research project. The 
Medical Research Council is to be congratulated on 
its new move, a move which, we hope, will bring into 


_still closer contact the worker in the laboratory and 


the worker in clinical science. 
—EaEEEeEeEE————— 
PHAEOCHROMOCYTOMA 
Three reports in this issue (pages 440-49) bear 
witness to the better management of adrenal medul- 
lary tumours now possible. This is partly due to know- 
ledge obtained from the unexpected discovery of these” 
tumours at sympathectomy,’ to the persistent study 
of ‘hypertension and of sympathetic nerve trans- 


mission, and to the revival of adrenergic blockade,’ 
originally clearly defined by Dale’ in 1906, 


r 
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Phaeochromocytoma may present in a variety of 
clinical syndromes, which is not surprising, since at 
least two hormones may be produced*—adrenaline and 
noradrenaline. The clinical features can usually, 
but not always easily, be attnbuted to attacks of 
paroxysmal hypertension,’ to persistent and often malig- 
nant hypertension, or to metabolic disorders suggest- 
ing atypical hyperthyroidism or diabetes mellitus.* But ' 
these syndromes, except the first,7 are unfortunately 
more often due to other causes ; and so the major clini- 
- cal difficulty is to know when to suspect the presence 
“of a phaeochromocytoma and apply the relevant special 

tests. Suspicion should arise with any attacks very 
suggestive of paroxysmal hypertension; with other 
“hypertensive syndromes where sweating and peripheral 
vascular spasms occur or the hypertension is very 

labile; or with atypical metabolic disorders including 
increased metabolism, glycosuria, or fasting hyper- 
glycaemia,!7 and hypertension. Smithwick! advises 
the measurement of cold pressor and postural responses 
in hypertensive patients; a weak cold response and a 
strong postural response suggests an adrenal medullary 
tumour, and is unusual in other types of hypertension. 
Three kinds of test are now available to confirm 
the diagnosis : investigation -of the susceptibility of the 
“patient’s blood pressure to adrenal stimulation or 
adrenergic blocking ; urinary assays of adrenal medul- 
. lary hormone derivatives; and radiological or other 
demonstration of the tumour. Ideally, ustil we know 
more, a reasonable suspicion should lead to all three 
being done. Suspect persistent hypertension should 
be tested with a suitable adrenergic blocking agent; 

Goldenberg and Aranow® reported only three false 

negatives in 59 tests with benzodioxane (or piperoxane) ; 

dibenamine has also been used® and other better drugs 
will doubtless be evolved. On the other hand, cases 
in which the hypertension is entirely paroxysmal must 
have their responsiveness to adrenal medullary stimu- 
lants examined, and probably intravenous histamine? 
is the best; alternatively, methylcholine chloride’ or 

T.E.A.B.'* have been used. With either type of test it- 
is important to have a suitable antagonist at hand, to 
avoid the danger of extreme hypertensive side-effects 
with the adrenergic blocking agents and excessive 

paroxysmal hypertension with the adrenal stimulants. 

For the former, therefore, hypotensive drugs such as 

hexamethonium bromide and for the latter adrenergic 

blocking agents should be at hand. Urinary assay, 
biological or-chemical, is as yet merely in the develop- 
ment stage, but very promising.4? 14 It is always desir- 
able to locate the tumour ; only infrequently will palpa- 


1Smithwick R H. Greer, W. E. R., Robertson, C W., and Wilkins, R. W., 
New Engl J Med 1930, 242 252. 
Pharmacol., Part 2, 1949, 98, 27 
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tion or an intravenous pyelogram do this. Radio- 
graphy after properly performed perirenal air insuffla- 
tion is safe by the technique of Cope and Schatzki," 
though its use in unskilled hands and employment of 
more risky techniques have led to its discredit. 

_ A mortality of 12 out of 64 cases before the use of 
adrenergic blocking agents!® emphasizes the risk of an 
unaided but technically good operation. The chief 
dangers are probably post-operative shock from the 
after-effects of excessive adrenaline release during the 
operation before the tumour vessels are clamped, ‘and 
hypotension after the sudden correction- of hyper- 
adrenalinaemia. The former is probably the more 
serious, and is controllable by careful operative hand- 
ling supplemented with the use of adrenergic blocking 
agents during and, if possible, also before the opera- 
tion.17 For this purpose dibenamine is preferable to 
benzodioxane because of its greater potency and more 
prolonged action, but it is difficult to obtain in this 
country. The second risk may be minimized by con- 
trolled dosage with ephedrine* and/or noradrenaline for 
a few hours or days, and adrenaline can also be used 
but has more side-effects. 


RETROLENTAL FIBROPLASIA 


The increasing number of cases of this form of infantile 
retinal detachment now being reported represents an 
increase in the frequency of the disease, and not merely 
an increase in the number diagnosed. Though the affec- 
tion may occur in infants born at full term ‘it is un- 
doubtedly more common in premature infants, and, since 
the incidence appears to be proportional to the degree 
of prematurity, the newer methods which give the very 
premature a better chance of survival inevitably mean 
that retrolental fibroplasia will be commoner. 

It has always constituted a diagnostic problem of con-" 
siderable magnitude. A white reflex in the pupil in an 
infant always raised the alternative diagnoses of glioma 
or the congeries of pseudoglioma, which included retro- 
lental fibroplasia. In bilateral cases the diagnosis was 
so uncertain that the common practice was to excise 
one eye to establish histologically whether a malignant 
tumour or a simple lesion was present. Recognition of 
prematurity as a significant factor in an individualized 
form of pséudoglioma, if ıt had led to nothing more, 
had at any rate drawn attention to the problem of 
differential diagnosis. With further study a clear clini- _ 
cal picture has emerged, so that it is now generally 
possible to diagnose retrolental fibroplasia even with- 
out a history of premature birth. In the early stages 
a pale fundus, dilated vessels, and particularly retinal 
haemorrhages ; in the somewhat later stages finger-like 
processes that can be seen ophthalmoscopically extend- 
ing from behind the ciliary body ; and in the late stages 
evidence of microphthalmos, are all features in favour 
of retrolental fibroplasia. 

- Experimental lesions simulating retrolental fibroplasia 
have been obtained in the progeny of a rat deprived 
of vitamin A during pregnancy,’ but there is no con- 
vincing evidence that a particular vitamin or other defi- _ 
ciency in the human mother is‘ a causal factor in 
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_ prematurity. Studies in incompatible Rh reactions in the 
| parents have likewise proved negative? and for the 
; present we have no clues. Whatever the causal agent, 
it seems to exert itself to a variable degree and possibly 
-at different times in antenatal life, and its effect may 
take a variable time to show. Thus, if it appears early 
- and acts strongly, marked prematurity is the rule, and 
marked ocular defect may result within a few weeks 
of birth. With a milder action birth may occur at full 
term, but some months afterwards retrolental fibroplasia 
may still develop. It is still a moot point whether sub- 
stantial damage to tissues other than the eye occurs 
frequently in these infants. The exact status of the 
affection described by Krause as “ congenital encephalo- 
ophthalmic dysplasia ” is still uncertain, for there is no 
definite evidence that this more severe disease involving 
both brain and eye—an example of which is reported 
on page 450 by Mr. J. Minton and Dr. Pauline Cole 
—is associated with prematurity. 

Congenital total detachment of the retina is now 
recognized as a recessive sex-linked character? A 
genetic factor in retrolental fibroplasia is possible, 
since it tends to affect both infants of uniovular twins, 
but only one if they are binovular.* 


INDUSTRIAL MEDICAL SERVICES 
A committee appointed by the Prime Minister in 1949 
under the chairmanship of his Honour Judge E. T. Dale 
to inquire into industrial health services® concludes that 
the existing services are most important to industry and 
c that they should be maintained and encouraged to 
‘expand “with due regard to the demands of all other 
health services for medical man-power.” It considers 
“that a standing joint advisory committee should be 
formed with strong medical representation, consisting 


of representatives of the Ministries of Health, Labour, 


- and Fuel and Power, employers, workers, doctors, and 


ae furses, and that there should be an equivalent com- 


` mittee for Scotland. N 

“The Dale Committee was appointed to examine the 
relationship between the preventive and curative health 
services and the industrial health services, and to consider 
what measures. should be taken by the Government and 
other parties to ensure that medical man-power is used to 
the best advantage. The committee was asked to report 
fairly quickly, and it therefore confined its inquiries 
mainly to first principles. It was impressed by the 
importance of industrial health services both to the 
health of the workers and to productivity, and these 
services are regarded as a normal function of enlightened 
management ; indeed, they are essential to an industrial 
nation such as Great Britain. 

The committee points out that a doctor working in 
industry must have a sound knowledge of the processes 
and hazards of the factory or mine. It thought that 
more male nurses should be employed in industry, and 
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all trained nurses, men and women, should be emplo 
on nursing duties and not on such ancillary work as we 
fare. It may also be necessary to have untrained staff 
working-under trained nurses. Several witnesses emph 
sized to the committee the value of a nurse in raising 
and maintaining the morale of workers. More attention 
should be paid to first-aid training where nurses are ni 
available, and workers should be encouraged to become 
proficient in first-aid. Claims for more doctors and 
nurses can come only from employers at ‘present, w 
initiate or increase their services at their own expens 
The committee thinks this process could be encoura, 
by legislation designed to increase the employers’ legal 
responsibilities for their workers’ health. Any restraint 
needed should be in the form of advice and. n 
legislation. 

All would agree with the committee’s conclusion t 
industrial, health services are essential in a highly indus- 
trialized country, where many workers daily are exposed 
to the hazards of minor and major injuries as well : 
the deleterious effects of dusts, chemicals, vibration, an 
noise, to mention only a few risks to health. Whai 
questionable is the committee’s recommendation © 
a composite committee should be set up represent 
various Ministries and interested parties. In its written 
evidence to the committee the B.M.A.° considered th 
the ultimate aim should be “a comprehensive servi 
for occupational health closely integrated with ‘the 
National Health Service and supervised centrally by the 
Ministry of Health.” The B.M.A. pointed out that th 
present overlapping of services—-a problem which par- 
ticularly exercised the Dale Committee—is confined 
the main to treatment services and is not a major diff- 
culty. “The remedy lies in the extension numericall 
and dispersion geographically of the clinics for specialist: 
treatment provided by the hospital authorities.” Indus- 
trial health services should closely interpenetrate the’: 
vices provided by general practitioners in indu 
areas, and both general practitioners and hospital 
should be given full scope for promoting health. 
work, which is, in fact, inseparable from health : 
home. : 


SIR LIONEL WHITBY 


Sir Lionel Whitby, Master of Downing College and — 
regius professor of physic, has been nominated by the 
Council of the Senate of Cambridge University as vic 
chancellor for 1951-2. Sir James Chadwick, who. was 
to have held this high office, has for reasons of heal 
been unable to accept nomination. Sir Lionel Whitby’ 
administrative gifts have been unreservedly put at. the 
disposal of the medical profession. After his year’s . 
presidency of the B.M.A. he served on the B.M.A.. 
Council and has done invaluable work as chairman of 
the Joint Committee. During his vice-chancellorship 
at Cambridge we shall, unfortunately, be deprived: of 
his services. The medical profession will neverthele: 
take pride in the fact that one of its distinguished mem 
bers has been chosen as the first nominee of the Cou 
of the Senate for the second highest office in the: seco 
oldest university. o: this country. ; 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS — 
DISEASES OF THE NIPPLE* 


BY 


Sir CECIL WAKELEY, K.B.E. C.B, M.Ch., D.Sc, P.R.CS. 
Senior Surgeon and Director of Surgical Studies, King’s College Hospital and Belgrave 
Hospital for Children ; Consulting Surgeon, to the Royal Navy 


_ It is a curious fact that little attention is paid in this 
country to malformations and diseases of the nipple. 
There is a tendency to regard a retracted nipple in 
a young woman as something that will right itself in 
time, 
The nipple is a conical projection of skin enclosing 
the terminations of the lactiferous ducts, which number 
45 to 20. Up to the age of puberty there is little dif- 
ference between the male and the female nipple. At 
puberty the female nipple enlarges at the same time as 
the whole breast increases in size. 


Retraction of the Nipple 


In some girls at puberty the nipple does not develop 
with the rest of-the breast but remains small and 
retracted. This state of affairs may persist even during 
pregnancy. It is important that school medical officers 
< should examine the nipples of girls before they leave 

school, as it is quite easy to correct this deformity. A 
depressed nipple can as a rule be drawn out by finger 





-and thumb and held for a minute or so and then relaxed. 


If this is done regularly night and morning for a week 
or so a depressed nipple will in most cases assume a 
‘normal appearance. When this simple procedure fails 
some form of suction should be employed. A large 
_ warmed test-tube which will fit over the retracted nipple 
-zgan be used as a cupping tube. The unstoppered mouth 
of a warm bottle will act in the same way, and in some 
cases an electric breast-pump can be used with advan- 
tage. Once the nipple has been drawn out it can easily 
be kept erect by gentle traction. This traction should 
be exerted for a few minutes night and morning. After 
a few weeks the nipple will retain its proper shape and 
further traction is not then required. This simple form 
of treatment will often result in a normal nipple, and 
if pregnancy ensues breast-feeding will be possible. 
fn those women who wish to undertake breast-feeding 
but have suffered from retracted nipples for many years, 





an delivered at King’s College Hospital on September 30, 








Fic. 1.—Operation for retracted nipple, showing erescentic incisions and removal 


of skin ta outer side of areola. 





suction by a cupping tube may not bring about a cure, 
and an operation will be necessary. Two crescentic flaps 
of skin are removed from the medial and lateral borders 
of the skin surrounding the depressed nipple (Fig. 1). 
The nipple is carefully grasped with fine forceps and 
drawn out so that it becomes erect. It is held in this 
position while the raw surfaces of the small ‘erescentic 
wounds are stitched up. This operation is quite success- 
ful even if performed during the early months of 
pregnancy. 

Some cases of retracted nipples are caused by the 
modern tight brassière, which leaves no room for the 
nipple; a well-fitting brassière should always leave 
enough space for the nipple. 


Cracked Nipples 


Although this condition is not so common to-day as 
it was at the beginning of the century, it is still seen. A 
cracked nipple is a preventable condition and may be 
the forerunner of a mammary abscess. With proper 
antenatal care and attention to the nipples in the later 
stages of pregnancy there is no excuse for this painful 
occurrence. During the later months of pregnancy the 
nipples should be carefully cleaned and anointed with 
a little glycerin. The whole nipple must be attended to, 
as cracks may manifest themselves at the apex or the 
base of the nipple and at times multiple cracks or fissures 
may appear. Cracks are far more common in partially 
retracted than in normal fully developed and erectile 
nipples, and any tendency towards retraction should 
already have been overcome. 

If the erack appears during lactation the breast should 
be rested for 36 to 48 hours and feeding should be 
restarted gradually, the baby being put to the breast for 
only a few minutes at a time. Asa rule a cracked nipple 
can be cured in a day or two. The treatment should 
be rational, as over-treatment may be as detrimental as 
no treatment. The nipple should be carefully washed 
with a solution of sodium hypochlorite (or any other 
suitable non-irritating antiseptic) and 
covered with a sterile dressing. Healing 
will be rapid and complete, and there 
will be no tendency for an underlying 
abscess to form. When feeding is begun 
again a sterilized nipple shield may be 
found to be advisable and comfortable 
to the patient. 


Bleeding from the Nipple 
A discharge of serosanguineous | or 
sanguineous fluid from the nipple is 
always a sign which requires prompt 
investigation. Although throughout the 


ages attention has been drawn to this 
condition, many and varied have been 
the explanations of its cause. In the fifth 
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Fig. 2—Section of breast, showing relation of ducts to nipple. 


century B.c. Hippocrates postulated that when blood 
collects at the breast of a woman it indicates madness. 
Since that date, as our knowledge of pathology has 
advanced, we have come to know that bleeding from 
the nipple may be caused by innocent or malignant 
tumours of the breast. 

It is important to examine the discharge from the 
affected nipple, as quite often chronic adenosis and 
cystic mastitis may give rise to a discharge from the 
“nipple which simulates blood but in reality is a brownish 
inspissated secretion of some dilated ducts. A micro- 
scopical examination of the discharge is therefore very 
important, L 

Although rare cases of true vicarious menstruation 
have been reported in the literature, I have never seen a 
case and I am sceptical of their occurrence. 

In this age of mechanical transport injury to the 
breast is a frequent occurrence and at times haemor- 
rhage from the nipple may be seen, but it always ceases 
in a day or so and does not reappear. 

The two cémmon conditions which are responsible 
for haemorrhage from the nipple are intracystic duct 
papilloma and duct carcinoma. Between 1915 and 1950 
I have had 88 cases of bleeding from the nipple and in 
69 of them the bleeding was due to a duct papilloma. 
The bleeding may be transient, intermittent, or con- 
stant ; in the majority it is intermittent. It may be diffi- 
cult to palpate any abnormality in the breast, and then 
there is no indication of the part of the breast from 
which the haemorrhage has originated. In such cases a 
very good plan is to cover the nipple with some col- 
lodion and see the patient again after two or three days. 
Quite often the blood is dammed back and kept in the 
dilated duct ; if so, an incision can be made over the 


dilated duct and the intracystic papilloma excised 
through a radiating incision from the nipple. It is 
important to use a radiating incision, as only one duct 
is incised ; if a vertical or other incision were made 
there would be a great danger of injuring several ducts 
(Fig. 2). 

In young women it is essential not to be stampeded 
into performing a local mastectomy on account of bleed- 
ing from the nipple. During the 1939-45 war far too 
many young women in the Services lost their breasts 
for innocent conditions. In those cases in which there 
is a lump that almost disappears on pressure or bleed- 
ing from the nipple the diagnosis is a duct papilloma, 
and excision can be performed through a radiating inci- 
sion. It is essential that every papilloma should be 
carefully examined microscopically to confirm the diag- 
nosis. In other cases the bleeding can be seen to come 
from a dilated duct, which may be probed by a thin 
metal instrument such as the blunt end of a straight 
surgical needle, as advocated by Babcock. The end of 
the needle will pass into the cyst, and on depressing 
the end of the needle the cyst can be made to stand out 
under the skin of the breast (Figs. 3 and 4). Excision _ 
of the papilloma can then be performed. Transillumi- 
nation rarely helps in locating a duct papilloma, but it 
may be of value in cases of duct carcinoma. : 

The introduction of opaque media into the ducts of 
the breast, though it may result in spectacular x-ray 
pictures, is of little value and may give rise to retention 
cysts in the breast ; therefore it should not be done. 

In several women in whom I have excised intracystic 
papillomata repeated pregnancies have not caused any 
pain in the breast and normal breast-feeding has taken* 
place without any local trouble. 





Fic. 3.—Operation for excision of a dilated duct by radiating 
incisi (After Babcock.) 


incision, 





ES tee, 


Fic. 4.—Excision of an intracystic illoma, showing dilated 
duat brought to the surface by means ef a surgical needle. (After 
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In women over 40 with bleeding from the nipple the 
probability of a duct carcinoma must be carefully con- 
Si In many a lump will be palpable, and in some 

‘cases the axillary glands may also be palpable. In 
_. doubtful cases the lump should be excised and examined 
histologically. If found to be malignant, then a radical 
mastectomy should be performed. 


_ Malignant Disease of the Nipple (Paget's Disease) 


This is a rare condition, and I have seen only seven 
cases in a series of over 1,000 cases of carcinoma of 
the breast It occurs 
in women between the 
ages of 60 and 70 and 
begins quite often as 
a Weeping eczema of 
the nipple, with a 
blood-stained 
discharge in the early 
stages. The nipple 
becomes retracted and 
often ulcerated and 
flattened (Fig. 5). If 
treatment is not forth- 
coming - nodules may 
be felt in the breast 
and the axillary 
glands may become 
s enlarged. Radical 

b Er s mastectomy should 
[r noa d ep ane, -0C Paformed for this 

+ nipple in an elderly woman. disease as soon as the 
A ; diagnosis is made. 
Eczema of the nipple in an elderly woman should 
be treated as a malignant condition and amputation 


~ performed. , 
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FELLOWSHIPS IN CLINICAL MEDICINE 


| We print here details of the Fellowships in clinical medicine 
which the Medical Research Council is offering this year. 


The Medical Research Council has decided to institute 
a limited number of Fellowships for medical graduates 
who wish to prepare themselves for a career in clinical 
research. The Council is convinced that to-day, more than 
ever, the successful clinical investigator must possess a sound 
knowledge of the non-clinical subject which is most rele- 
vant to his main clinical interest: the proposed Fellowships 
have been designed for this purpose. It is intended that 
each Fellow appointed under the scheme should be given 
an opportunity to study methods of research in the basic 
subject most germane to his particular clinical interest as 
of his training for clinical research. During the 
initial period of tenure the Fellow will work in the rele- 
vant non-clinical subject, and subsequently in a department 
where the clinical subject itself is being studied. 


A limited number of Fellowships of this type are now 
offered for the academic year beginning on October 1, 1951. 
The awards will be made for a period of one year in the 
first instance, and will be renewable annually in approved 
cases up to a maximum of three years in all. Stipend will 
be at the rate of £850 per annum, rising by annual incre- 
ments of £75 to £1,000 per annum, and in addition super- 

annuation provision will be made (or continued within the 

National Health Service Scheme, if applicable, by arrange- 

ment with the Ministry of Health and the Department of 

Health for Scotland). 
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Conditions of Award 


Candidates for these Fellowships must be medically 
qualified and should have had at least one year’s clinical 
experience, part of which should preferably have been spent 
in a department where clinical research was in progress. 
Applicants will be invited to submit their own proposals 
as to type and place of work, but the Council will be glad 
to advise successful candidates on the selection of suitable 
centres of study and to assist in placing them in depart- 
ments or laboratories where the desired training and 
experience can be obtained. 

Applications for these Fellowships, which should be made 
personally by the candidates, must be sponsored in each 
case by the head of the appropriate department in the 
candidate’s university or miedical school, and an undertaking 
will be required that a suitable academic post in a clinical 
department will be available to the candidate in that institu- 
tion on satisfactory completion of the period of study under 
the Fellowship. e 

If a Fellow should discover that his preference is for a 
career in a non-clinical subject rather than in clinical medi- 
cine, the Council will be prepared to consider an applica- 
tion for the remaining period of the Fellowship to be spent 
in work on this subject. 

Forms of application for these Fellowships may be 
obtained from the secretary, Medical Research Council, 
38, Old Queen Street, London, S.W.1, with whom applica- 
tions must be lodged not later than April 30, 1951. 








Preparations and Appliances 


eee 


MODIFICATION OF THE GORDH INTRAVENOUS 
NEEDLE 


Dr. Donap BLATCHLEY, anaesthetist, Royal Northern 
Hospital, Holloway, and Hospital for Women, Soho, 
writes: There are two drawbacks to the Gordh intra- 
venous needle When in constant use: (a) the large bore 
makes its insertion painful in some cases, and in patients 
with small veins venepuncture is difficult or impossible ; 
(b) the needle point soon becomes blunt, and facilities for 
resharpening are not always readily accessible. 

At a recent meeting of the South-west Region Society 
of Anaesthetists at the Westminster Hospital an ingenious 
modification was demonstrated, utilizing an ordinary hypo- 
dermic needle of any suitable size. The conversion to & 


RUBBER 
CORK TUBING 
++ 





diaphragm needle was made by using a small rubber cap 
on the shank of the needle, such a cap being originally 
designed for covering the ureteric catheter’s entry port on 
a cystoscope. As I have found these caps jealously guarded 
by theatre sisters for their original purpose and no other, 
I have devised a simple modification, as illustrated. The 
diaphragm cap is made from narrow-gauge rubber tubing, 
4 to } in. (1.25 to 1.9 cm.) long. One end is slipped over 
the shank of the needle, the other is closed by a small 
rubber or cork bung, such as used in phials of citrate solu- 
tion or for closing the air-entry tube of a standard intra~ 
venous resuscitation set. To prevent leakage the fit over 
the needle shank and that of the cork must be very tight. 
Also, the smallest possible dead space must be allowed 
between the needle shank and the cork, and injections be 
made into this space through the side of the tubing. 
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ANTICOAGULANT PROPERTIES OF DEXTRAN 


Dextran is usually regarded as a plasma substitute. Since 
the first English report appeared in 1949 dextran solution 
has been issued to hospitals for general clinical trial under 
the aegis of the Ministry of Health and the Medical Research 
Council, and'its use as a resuscitation fluid is now familiar 
to many. But dextran has other, more academic, uses, and 


> 


also other possible clinical uses. At a meeting of the’ 


Section of Experimental Medicine of the Royal Society of 
Medicine on February 13, members of the pathology depart- 
ment of Birmingham University Medical School and of the 
M.R.C, Burns Unit described experimental work in progress 
in which advantage has been taken of the facts that dextran 
is an electrically neutral and metabolically inert substance 
which can be prepared in a wide range of molecular sizes. 
` Dr. J. HARDWICKE took a httle further the preliminary 

teport already published’ on the effects of dextrans of vari- 
ous molecular sizes upon the erythrocyte sedimentation rate ; 
it now appeared, as a result of these studies with dextran, 
that it might be possible to define quantitatively. the com- 
ponent of the raised E.S.R/ which was attributable to fibrin- 
ogen, independently of the albumin and globulin concen- 
trations. He hoped that it would also be possible to do 
n an aay other component of the serum which -affected 
the E.S.R. . 


Heparin-like Action in Laboratory Animals 


4 
Dr. D. BREWER described his preliminary experiments on 
the renal excretion of dextrans of different average molecular 
sizes, from which he concluded that dextran was excreted 
mainly by glomerular filtration and that little if any tubular 
excretion or reabsorption occurred. Grönwall et al? had 
shown that sulphuric esters of dextran, like similar esters 
of other polysaccharides with large molecules, possessed a 
heparin-like anticoagulant action, but concluded that such 
preparations were too toxic to be of clinical value. The 
Birmingham workers considered that this problem deserved 
re-examination because, although Dr. Grönwall and his 
colleagues had concluded that the toxicity was” unrelated 
to molecular size, the compounds used by the Swedes had 
been of significantly larger molecular size than heparin itself. 
Dr. K. WALTON reported that dextran sulphates of a molecu- 
lar weight range of 20,000 or less, unlike similar compounds 
of greater molecular weight, did not cause precipitation of 
fibrinogen, agglutination of platelets, or the deposition of 
metachromatic staining material in the reticulo-endothelial 
system, and that animals given these preparations did not 
exhibit fibrinogenopenia. or thrombocytopenia, which were 
responsible for the previously observed toxic effects of such 
compounds. 5 
The substance finally selected by Dr. Walton for closer 
study acted in the presence of a co-factor in serum or 
plasma, like -heparin, as an antithrombin ; it had an activity 
of 17 to 20 international units/mg. when assayed against 
standard heparin, and had been given without harm in doses 
up to 500 mg,/kg. body weight to mice, rats, rabbits, dogs, 
and monkeys. A toxic effect was seen, however, in guinea- 
pigs. The material could. be- autoclaved in a suitably 
buffered solution without loss of potency. No evidence 
had been found of deposition in the tissues. In doses of 
“40 mg./kg. it caused no alteration of the blood pressure, 
pulse, or respiration rates in anaesthetized dogs, and it 





1 Bull, J, P., Ricketts, C., Squire, J. R., Maycock, W. d'A., Spooner, S J L 

Mollison, P. L , and Patersoa, J. ©. S., Lancet, 1949, 1, 134. 
1 Hardwicke, J., Ricketts, C. R., and Squire, J. R., Nature, 1950, 188, 988. 
ids awal, A., Ingelman, B., and Mosimann, H., Upsala LakForen. Forh., 
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exerted a negligible effect upon E.S.R. and the motility 
and phagocytic properties of leucocytes. Jt was not anti- 
genic. It was active when given parenterally, but inactive 
when administered by mouth. When 5 mg./kg. body weight 
was given intravenously to a rabbit, the clotting time was 
immediately prolonged to 20 minutes, and the effect lasted 
some one and a half hours. : 


Clinical Trial of Dextran Sulphate 


A clinical trial of dextran sulphate was about to be 
arranged, and the results would be awaited with interest, 
since anticoagulant substances~were’ now used in a wide 
variety of conditions. Dextran sulphate had been subjected 
to most careful‘ scrutiny in the laboratory; it appeared to 


have no undesirable properties, and had the advantage that, _ 


unlike heparin, it could be estimated chemically in the body 
fluids. Greater accuracy and precision in the control of. 
anticoagulant therapy should thus be possible, 
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INTERNATIONAL CONTROL OF a 


` COMMUNICABLE DISEASE 


WORLD HEALTH ORGANIZATION E 


At a meeting of the Section of Epidemiology and State 
Medicine of the Royal Society of Medicine on February 16, 
Dr. Y. BRAUD, director of the Section of Epidemiology in 
the World Health Organization, gave an address on the work 
of W.H.O. in the control of communicable disease. 
Dr. W. H. BrapLey was in the chair. 

Epidemiological intelligence of international- range was 
essential to the success of any action in this field -by national 
authorities. W.H.O. was created in July, 1946, in New York, 
and its epidemiological service later in the same year at 
Geneva. Its information depended on the good will of 
nations ; States which were parties to the conventions sent 
information by telegram, or in many cases, particularly in 
the East, by wireless. There were now epidemiological 
stations at Singapore, Geneva, and Alexandria. Another 
station was the Pan-American Bureau at Washington, which 
acted on behalf of W.H.O. Epidemiological information 
was later confirmed in a series of weekly epidemiological 
reports issued from the four stations mentioned. 

Subsequent action depended on international conventions. 
One of the early tasks of W.H.O. had been to rejuvenate the 
old conventions and form corresponding draft regulations. 
This work had taken four years. An international 
epidemiology and quarantine committee had consolidated the 
work: of a number of study groups. 
labours a document had now been circulated to the different 
participating countries, and this would be discussed by their 
delegations in April at Geneva. 


Work of the Expert Committees 


The major element in the co-ordination of international 
research on communicable disease was the expert committee. 


Originally these had had a relatively fixed membership, - 


chosen on a geographical basis, but at the first World Health 
Assembly a new pattern had been established. Panels had 
‘been formed with an unlimited number of members, so that 
by choosing those best qualified to deal with a particular 
problem great flexibility of action was possible. There were 
expert committees on plague, yellow fever, typhus, bilharzia, 
leprosy, influenza, poliomyelitis, and infective hepatitis, and 
committees on cholera and smallpox were being formed. 
There bad been consultation on the communicable diseases 
of childhood, and there was a committee on insecticides. 
International conferences on malaria had been held, and 
public health, public works, and agricultural authorities had 
participated in a way that would scarcely have been possible 
on a strictly national basis. It was in many cases the ideal 


As a result of these ~ 
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method for the international co-ordination of research to 
have first an expert committee working for two or three 
years in international institutes and universities, and then to 
collate the results and make recommendations to an inter- 
national conference at which the heads of administrations 
would meet the experts. It had been found'that this method 


contributed most rapidly to the application in practice of 


what the expert committees had advocated. 


‘Centres for the Study of inneni, Brucellosis, “and 
Tuberculosis 


W.H.O.-had set up a chain of influenza centres, each 
covering one or more countries, and these co-operated with 
the World Influenza Centre at Mill Hill, A similar chain 
of centres existed for brucellosis. There was also the Inter- 
national Tuberculosis Research Centre at Copenhagen: there 
laboratory facilities in different countries available for the. 
provision of B.C.G, were being surveyed. In addition, 
several million B.C.G. vaccinations had been -carried out, 
chiefly under the aegis of the Scandinavian Red Cross and of 
Unicef. oe 


t 


Medical Surveys and the Siua of Epidemics 


For over a year a systematic study had been made near 
Madras in an attempt to find out -how cholera epidemics 
arose. A survey of-yellow fever was being started in 
countries where it was endemic, and a bilharzia survey was 
being made in East Africa and the Mediterranean region. 

` There was also field work on trachoma in Palestine. 
” Another aspect of the epidemiological work of W.H.O. 


took the form of -assistance to countries in combating . 


infectious diseases. This included emergency assistance’ in 
epidemics and technical advice to Governments on the run- 
ning of campaigns against a particular disease. Emergency 
assistance in epidemics had been begun by the League of 
Nations in 1921 in Eastern Europe. Unrra had covered 
similar ground, and if it had not had much occasion to 
deal with major epidemics it had used some of its forces 
to combat endemic diseases such as malaria in Greece, which 
war conditions and starvation had considerably intensified. 
Active intervention by W.H.O. had taken place several 
times already. . The most spectacular concerned the cholera 
epidemic in Egypt in 1947. The expert committee on 
quarantine presided~over by Dr. G. P. Stock met within a 
fortnight of the beginning of the epidemic*and advised the 
health authorities of ‘Egypt and other countries on what 
measures of protection were practicable. Two million doses 
of cholera vaccine were provided free, and some seven 
million further doses were provided on repayment at prices 
` which were only one-third of what normally would have 
been the case. Less spectacular had been the action under- 
taken by W.H.O. in the major typhus epidemic in 
Afghanistan, when a considerable amount of D.D.T. and 
typhus vaccines had been provided and experts had been sent 
to the spot. When poliomyelitis broke out in India in’ 1949 
and in Chile a little later. W.H.O. dispatched missions to 
advise the authorities on effective methods of control. ` 
Finally Dr. Biraud mentioned the assistance given to 
Government programmes for the control of specific com- 
.municable diseases. This had taken the form of inter- 
national teams of experts to demonstrate modern methods of 
control. Such international teams were matched locally by 
medical officers who wefe trained in the technique, so that, 
when the international team dissolved; the work could be 
continued by the local people. Government projects were 
being assisted by W.HLO. in the field of malaria, tuberculosis, 
venereal diseases, yaws, trachoma, filariasis, kala-azar, 
leprosy, rabies, and poliomyelitis; also in diphtheria and 
whooping-cough vaccination, and typhus and smallpox 
‘control. An increasing feature of W.H.O. activity would be 


Ao provide technical leadership for governmental and other” 


health organizations; four million dollars had been ear-` 
marked for strengthening the health organizations of various 
countries in this way 


` 
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` Diseases of Maladaptation 


Sır, —Polemic letters to the éditor rarely further the cause 
of medical research by the information they contain—rather 
they tend to hinder it, by introducing an element of-tension _ 
into the scientific journals. It is for this reason that l 
refrained from responding to previous letters which in these 
columns criticized the concept of the general-adaptation 
syndrome with some animosity and little, if any, reference 
to facts. Your leading article (February 10, p. 285) on the 

“ diseases of maladaptation,” however, represents a factual 
analysis of my work, and hence I should like.to use this 
means to comment ọn a few points which I fear may confuse 
those among your readers who are not particularly familiar 
with this field. 


(1) You state tbat “ Professor Selye has given up the use 
of formalin in these experiments, and therefore it probably 
“did. not turn out to be the experimental weapon he was in 


~ need of.” Actually the local injection of formalin into the 


“joint region proved to be a very useful-tool for the produc- 
tion of an experimental] arthritis, which—like the rheumatoid - 
arthritis of man—responds favourably to A.C.T.H. and 
cortisone. It has been used in several laboratories as ‘a 
reliable simple test for anti-arthritic activity. Now we. 


» generally use a-10% suspension of mustard powder since it 


tends to give more uniform results, but formalin and many - 
other local irritants can also be employed for the same- 
purpose. 

` (2) You state that after reading my article (February 10, 

p. 263) `“ the suspicion is strengthened that somatotrophic™ 
kontont may be a non-specific irritant or antigen” and 
cause cardiovascalar and renal lesions through some allergic 
phenomenon. Since pure crystalline mineralo-corticoids— 
e.g. desoxycorticosterone, desoxocortisone—elicit similar 


lesions, you feel that “it is difficult to avoid the conclusion 


that these substances have a common factor determining 
ability to induce the lesions, and that this common factor is 
likely to Se the ability of the injected substance to evoke 
some form of allergic reaction.” I feel this view difficult to 
reconcile with the fact that among all the steroids only those 
with mineralo-corticoid activity exert such actions, while 
among the many proteins tested only pituitary extracts with 
somatotrophic hormone (S.T.H.) activity elicit comparable 
changes under our experimental conditions, Furthermore. 
even if we limit our considerations to cattle pituitary proteins 
we find that A.C.T.H. inhibits while S.T.H. enhances the 
development of these collagen lesions. J mentioned in my 
article that adrenalectomy prevents this detrimental effect of 
S.T.H.-containing pituitary extracts. “This likewise speaks 
against their allergic nature, since adrenalectomy generally 
sensitizes the rat to allergic responses. It is also known that 
NaCl supplements and unilateral nephrectomy selectively 
sensitizes the organism to the above-mentioned dctions of 
mineralo-corticoids and- of S.T-H.-containing pituitary 
extracts. Neither of these factors influences the course of 
allergic reactions (Selye: Stress, Acta Inc. Med, Publ 
Montreal, 1950)... 

(3) You expressed the suspicion that the production by 
S.T.H. of a granuloma at the site of injection might merely 
be due to local irritation. . 1 made only cursory reference to 
these experiments in my discussion, indicating that they are 
unpublished and will be reported in full later. However, 
since you raise this point, let me say that, of course, control ` 
experiments have been -performed with other proteins (egg 
albumen, hypertensinogen, etc.), and these, gave negative 
results. Besides, the histological structure of the, S.T.H. 
granuloma -is quite different from that of allergic reactions 
or those produced by formalin and mustard powder. ` 

(4) Finally, you point out that, “although the mode of 
action of cortisone is not yet understood, it is surely not yet 
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justifiable to conélude, as does Selye, that it acts solely by 
depressing A.C.T.H. secretion by the pituitary.” I certainly 
made no such statement. In fact I would consider this 
interpretation as very unlikely, since A.C.T.H. duplicates 
most of the important actions of cortisone. 


I hope that most of your readers will realize that the 


general-adaptation syndrome 18 far too complex a subject to. 


be discussed adequately in a letter. That is why I subjected 
myself to the rather exhausting stress of writing a. thousand- 
page monograph on Stress. However, I thought it might 
help your readers if I clarified my position, at least concern- 
ing the points specifically raised by yon leading article—I 
am, etc., 


Mi > H 
ee teil of Montreal, S SELYE. 


*," As regards Professor Selye’s fourth point, the sentence 
in his paper which might have givemgge to confusion reads 
as follows: “They also demonstr#™ that, under suitable 
experimen conditions, the simultaneous administration 
of cortisone inhibits these effects of S.T.H., presumably 
because it depresses A.C.T.H. Secretion by the animal’s 
own pituitary.”"—Ep., B.M.J. 


Oxford Hesitates 


Sizn,-In your annotation (February 17, p. 349) Oxford was ` 


accused of hesitatioh about filling the Chair of Social 
Medicine, and was admonished “to use the money for the 
purpose for which it ‘was set aside.” The money referred to 
is presumably the remainder of the ten-year grant from the 
Nuffield Provincial Hospitals Trust, of which there are less 
than two years to run. It does not seem to be realized that 
after October, 1952, the University will have no means of 
supporting the Chair or the Institute of Social Mediciné, 
which is the Professor's “ laboratory,” unless adequate funds 
are provided by the University Grants Committee. Appli- 
cation for sufficient money for the next quinquennium will 
be made, and it is greatly hoped that sufficient will be pro- 
vided. But we are sure to be given a single block-grant to 
cover the whole range of medical education and research 
without any specification of items ; se iae no reason to 
believe that we shall get all we ask for we get consider- 
ably less, we shall have to consider priorities, yẹ- it might 
well be that one or more of our less vital and”.ore recent 
developments might have to be drastically cut or even 
abandoned. At one time it seemed a simple escape from this 
quandary to ask for an earmarked grant specifically for 
Social Medicine ; but we have been advised that the policy 
of the University Grants Committee has set strongly against 
the multiplication of earmarked grants ; and, moreover, to 
ask for this one would falsely imply that Social Medicine 
is of such unique importance to us that we must secure it 
whatever happens to other subjects. In fact, there are 
certain other projects that we feel must have first priority, 
and until these are secured we cannot predict whether there 
will be £8,000 to £10,000 a year available for Social 
Medicine. The “lead given by Oxford” will not be 
abandoned -unless the choice should lie between this and 
something still more important. The system of quinquennial 
applications and grants, with the possibility of reductions, 
forces universities to be cautious in their commitments. As 
soon as we receive the cloth we shall know how to cut our 
coat. Meanwhile, it is manifestly impossible to fiff the Chair 
while the wherewithal for the Professor’s work #epends on 
the size of the next quinquennial grant. This is not 
hesitation, but prudence.—I am, etc., 


Oxford. A. D. GARDNER. 


Insomnia in General Practice 


Sm,—While it is useful for the G.P. to kw the latest 
ideas of psychologists on insomnia, the reading of Dr. E. B. 
Strauss’s article (February 17, p. 350) left with the 
depressing ` feeling that there is indeed a gre¥_‘ gulf fixed 
between hospital and general practice, and that it is getting 


»_ 


- -r 


“his fifty years’ experience that “ 
“In fact, one of the scientific troubles’ of general practice is 


eS 2 


wider. We have to consider, for example, such practical 
matters as that barbiturates in solution usually deteriorate 
rapidly, so such solutions must. be ordered much more fre- 
quently than tablets, which would not only overcrowd our 
surgeries and our day but mean greatly increased dispensing 
costs, Cachets would put these up still more. Furthermore, 
while Dr. Strauss rightly looks on each case, of insomnia as a 
personal problem, the experienced G.P. knows that it is also 
a social and an economic problem. If a wife—and still more 
a child—is sleepless, the man or perhaps the whole family is 
also kept awake, fretfulness and inefficiency increase, and 
any actual illness is aggravated, 

Thus, while insomnia is truly only “a symptom” it is an 
integral part of a much wider problem, the use of sedatives 
in medicine. Here there is one generalization that is broadly 
true, that sedatives are much too little used in hospitals 
(where, admittedly, the problem is often to study the patient 
as he is rather than to get him better) and outside hospital 
they are perhaps used too much. Yet I must confess that, 
while I started my medical career with the belief that most 
patients required stimulation to get them back to health and 
activity, I have come to agree with my father’s dictum after 
sedatives are more useful.” 


that if one gives a case which looks as if it might be-develop- 
ing some real illness a good hypnotic to ensure a good night's 
sleep, together with an analgesic if necessary, the next day 
the patient is sometimes so well that one is deprived of the 
possibility and pleasure of making any diagnosis at all 
Nature can make remarkable recoveries so long as the 
subject is prevented from dissipating his, recuperative powers 
in restlessness And insomnia. This is ‘particularly true of 
children, and there are few childish illnesses which cannot 
be shortened and made more bearable by giving a sedative 
with the other treatment. For this I think much the best 
is syrup of chloral. It conserves the patient’s strength and 
relieves the severe strain on the mother and the rest of the 


. household. 


I.think it was worthy of mention that a common cause of 
sleeplessness is nocturnal micturition. This may, of course, f 
be caused by cold, imbibition, or enlarged prostate, but a 
more recondite and perhaps more important cause is that it 
may be the earliest sign of heart failure. It is, in essence, the 


-yoiding ‘at night of a subclinical. diurnal anasarca, and 


regulation of exercise and small doses of digitalis will cure 
it, while all hypnotics fail. It is hardly too much to 
say that in an ambulatory patient if his kidneys excrete 
properly during the day and shut up at night he is living 
well within his cardiac tolerance whatever stethoscopes; 
sphygmomanometers, and electrocardiographs may say. This 
simple and delicate mechanism of nature should be much 
more widely appreciated than it is. 

Dr. Strauss mentions that being too hot or too cold will 
prevent sleep, but in the case of cold, apart from the diuresis 
mentioned above, it is more coldness of the feet than general 
coldness that is the trouble. A hot-water bottle to the feet 
is often the best “hypnotic, and for the overactive mind 
a warm bed. may induce sleep, while getting into cold sheets 
may so stimulate it that insomnia ensues. When “ testo- 
viron ” was introduced it was stated in Schering’s ‘literature 
on the subject that it would frequently relieve the insomnia 
which is common in men in their fifties. I believe that this 
is true, and that the explanation is that it improves the 
circulation in the legs, thus reducing the liability to cold feet 
that prevents sleep. Certainly the female hormones play 
tricks with the circulation, and I personally would have liked 
Dr. Strauss or someone else to have said more on the rela- 
tion between sleep and age (and presumably hormones) than 
simply that older people need less sleep than younger. But 
perhaps this would require a whole article to itself, as also 
might the factor of heredity. The trouble is that we G.P.s 
just get hazy slants on these problems. We seldom see 
enough to be sure that our ideas are correct, while our 
teachers in hospital seldom get near enough to the patient 
to be aware that some of our problems exist at all. 
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So I hope that Dr. Strauss and others will not think that 
I am criticizing his article for deficiencies, even though I 
mention them. I am really pleading that there should be 
much more co-operation between hospital and general prac- 
tice, with a willingness to learn each from the other. And 
in conclusion I would like to suggest that though, as 
Dr. Strauss says, “there are innumerable proprietary 
preparations of barbiturates, and all of them have their 
advocates,” their advocates should fhot be (and in general 
practice usually are not) doctors but patients, Admittedly 
soluble barbitone suits the majority, but with some soluble 
phenobarbitone works very much better, and in nothing are 
patients more individual than in their reaction to barbi- 
turates. He may find in hospital it is possible and “ useful 
to be able to vary hypnotic. drugs at frequent intervals,” 
but in general practice few things would exasperate patients 
more, for once you have got your patient suited with a 
particular hypnotic—and it may take months of experiment 
to find the right one—it is more than interesting to find 
how many other vague or even definite symptoms disappear, 
and every G.P. of experience will assent to at least one 
sentence of Holy Writ—“ If he sleep, he shall do well.”— 
T am, etc., 


Winsford, Cheshire. Ta W. N. LEAK.. 


Tonsils and Angiomata y 

Sır, —On the subject of tonsils and adenoids: It'is curious 
that in the discussion (February 17, “p. 353) on indications 
for their removal no one has mentioned the common and 
important infection with tuberculosis. This is the rule when 
there is tubercle of the cervical lymph glands, and it is 
frequent in pulmonary tuberculosis in children. As the 
tubercular tonsil,is usually small, pale, and innocent-looking, 
specialist opinion is almost invariably against its removal. 

No discussion of the tonsil and adenoid problem is com- 
plete without mentioning that at present about a third of 
the operations for their removal fail in their object. The 
reason is the persisterice of a false anatomical description 
and an operative technique that would be tolerated in no 
other branch of surgery.’ The younger the child the greater 
the inefficiency, which in my opinion accounts for the preju- 
dice against the operation in very early life. I think thaf, 
as in appendicitis, the indications and results are much the 
same at any age, given clean removal. - 

On the subject of angiomata: The advice so constantly 
given by dermatologists, and repeated by Dr. C. M. Ross 
(February 17, p. 356), that these should be left alone results 
in a certain number of unnecessary and devastating disfigure- 
ments. There are some seven different types of these 
growths,’ and the dangerous one is what I call the “ spread- 
ing angioma of infancy.” It appears as a small red spot 
at birth or in the first month of life, very often on the face, 
and grows with great rapidity, destroying large areas of skin 
and leaving, when it regresses (as'it usually does), a scarred 
area with a mass of fibrous tissue underneath. One can read 
many articles on angiomata without realizing that a growth 
that starts the size of a pin’s head may ruin the entire side 

-of a face. Possibly the reason for this is that the bad cases 
leave the skin department and end up as problems for 
plastic surgeons, as any of the latter can testify. 

J have found the best method of checking growth to be 

-injection with saturated salt solution. Although I have 
taught for many years that a growing red spot on a baby’s 
face is a surgical emergency, I have never yet known one of 

~these to be sent for treatment until it is a marked disfigure- 
ment—I am, etc., > 


London, W.1.° DENIS BROWNE. 
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Sulphonamides in Tonsillitis 
Sm—In the very interesting articles on this subject 


(February 17, pp. 323 and 326) I feel that part of the answer 
to their failure is revealed. The “ failure.” of “ sulphatriad ” 


etc., lay in assuming that the streptococcus per se caused’ 


the whole clinical picture in tk: cases in which it was a 
predominant organism on culture. It appears to me reason- 
able to assume that if in half the cases of sore throat it was 
not present then possibly in half those in “Which it was 
present (predominantly) it had the co-operation of the other 
causal organism (or organisms), which of course were not 
influenced by the sulphonamides. This assumption greatly 
changes statistical analyses. My past practice, which 1 
believe fairly general, is to reserve the sulphonamide drugs 
for the more severe cases of tonsillitis, in which- I use it 
while taking a throat swab for control. There appears to 
be no advantage in ing with the antibiotics or sulphon- 
amides the mild sore tMioats of which only a small percen- 
tage come to our notice anyway. Moreover, I have recently 
received a salutary warning on the use of penicillin chewing- 
gum, which cured-a severe streptococcal sore throat but a 
fortnight later produced a penicillin-resistant otitis media.— 


Jam, etc. 


Camborne. S. W. VIVIAN DAVIES 


Tonsillectomy - 


Sm,—I have read with great interest the observations of 
Dr. Douglas Gairdner (February 3, p. 245) and his supporters 
regarding cases of tonsil and adenoid disease, and through 
your columns would like to ask them to enlarge on a few 
points. _ 

Wher: they speak of conservative treatment do they mean 
merely {he withholding of operation or have they an effica- 
cious akarnative to offer? If the latter,, what sort of 


_ demand would it make upon medical manpower compared 


to the present system ? 

Does Dr. Gairdner find that the parents and family doctor 
accept his assurance—that if all goes well a natural cure will 
probably occur in three or four years’ time—as a satisfactory 
solution to neal SOF a child with tonsil and adenoid 


disease ?-;*1 ari, ete, ` 
enag KENNETH WILSDON 


d 


Orf 


| SmR,—A slight experience of orf (see Journal, February 17, 
p. 356) came my way in-1947. It was lambing-time among 
the mountain sheep. Three patients, all actively associated 
with‘ sheep-farming, consulted me about “infected warts” 
upon their hands. The first was a farmer’s wife, who was 
nursing a motherless lamb upon the kitchen hearth. The 
condition grew worse under my treatment, until I referred 
my patient to Dr. F: S. Cliff, dermatologist at the Royal 
Infirmary, Lancaster, who promptly diagnosed “ orf.” 

The later patients were successfully diagnosed and treated 
on his methods by myself.—I am, etc., 


Sedbergh, Yorks. HENRY THISTLETHWAITE. 


Iodine and Goitre 


Sm,—Section 28 of the National Health Service Act gives . 


scope to “Scai health authorities to undertake investigations 
into the g demiology of disease and to carry out research 
into any problems arising’ in the sphere of social and pre- 
ventive medicine. It is clearly an advantage if work of this 
nature can be carried out in co-operation with a university 
department, and in Dorset a special study has been made into 
the incidence of thyroid enlargement and goitre as part of 
a wider investigation initiated by the Institute of Social 
Medicine at¢Sxferd. Tho results point to the wisdom of 
the Medical Research Council’s recommendation that iodine 
should. beygided to domestic salt.’ 

The Tabl&-below shows a surprising increase in thyroid en- 
largement among women attending the Dorchester antenata} 


7 


X 


a 


n 


ia - eon 


a A 
ae AS a 3 i 


Ba P 
R -MARCE 3, 1951 
clinic- in 1949. compared with earlier years. During the 
years 1945-8 inclusive, the incidence of thyroid enlargement 
among the 1,237 women who attended the clinic did not differ 
significantly from the mean rate of 5.6%. The rate for 
1944, 15.7%, is significantly different from the mean of 
1945-8 (the usual statistical test giving x? = 23. 6—i.e., P is 
less tban 20.001 %). 











In view of ‘these findings, the condition of the thyroid 
gland in Dorchester schoolgirls i in 1949 was compared with -~ 
that found among girls in the same school in 1945. The 
results were: 


Tap Oo Giris examined, Dr 


» BG ” 


Mean rate of thyrold enlargement, a 
»? Lid ” ” y 

. These pe rates Fa not differ significantly from iar mean 
—20.4%. All these examinations of the thyroid gland in both 
pregnant women and schoolgirls were made by the same 
observer, Dr. Leanora Evans, assistant county medical officer, 
who acquired the method’ from the late Professor J. A. Ryle. 

From clinical observations on the women attending the 
Dorchester antenatal clinic there was a suggestion that their 
general *héalth had deteriorated in 1949 ; this was evidenced 
by increased complaints of lassitude and increased incidence 
of anaemia and catarrhal conditions compared with the find- 
ings in the: earlier years. For Dorchester families the chief 
sources of iodine are the drinking water and sea fish. During 
the period under review there has been no change in the 
sources of the domestic water supply. It is a hard water 
(23 degrees) with an iodine content of 3.1 mg. /litre—a level 
which in the past would not have been considered goitrous,* 
yet there was obviously suboptimal iodine absorption. It 
may be that diminishing consumption of fish—partly owing. 
to cost, and partly to the greater-variety of other foodstuffs 
which have become available since 1947—is the cause of the 
increased incidence of thyroid enlargement among pregnant 
women in 1949. The fact that no such increase was noted in 
Dorchester schoolgirls having school dinners of good quality 
—including adequate supplies of fish—tends to confirm the 
hypothesis.—I am, etc., 

A. A. LISNEY, 

County Medical Officer of Health, Dorset. 
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° Obesity and Thyroid 


Sm—Dr. A. H. Douthwaite’s witty and constructive 
article (February 10,-p. 291) in your Refresher Course con- 
tains a warning which should not go unheeded, The reaction 
to thyroid medication to which he refers can indeed be 
alarming. I recall a small lean man, with a dry shrivelled 
face which resembled a withered apple, who responded to 
4 gr. (30 mg.) of thyroid extract with violent palpitation, 
sweating, and a determination “ never to take the stuff again.” 
.This and similar experiences have led me to believe that the 
more the patient lacks the thyroid secretion the smaller 
should be the initial dose. 

At the opposite pole is the stout party who takes thyroid 
because she believes it will reduce her weight without inter- , 
fering with the pleasure .she derives from the table. Some 
years.ago a middle-aged woman of 15 st. (95.2 kg.), who had 
been recommended by a friend to take this extract, entered 
a chemist’s shop-and asked the assistant if he “ kept thyroid,” 

-much as she would have inquired from her fishmonger if the 
Scotch salmon was “in.” On being assured that he did, 
she bought some and proceeded to help herself to 25 gr.’ 
(1.6 g.) a day. When I saw her some weeks later her only 
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complaint was shortness of breath: her only abnormal 
physical sign slight tachycardia. ý 

As Dr, Douthwaite points out, it is the individual who 
seems’ most in need of thyroid extract who should be given 
minimal doses, which may be gradually increased under 
strict observation, 

Another point in thir informative paper is the relation of 
Professor E. C. Dodds 


has told us that the maximum output of energy is at a rate ` 


of 600 calories an hour, and this only for short periods, Sir 
Adolphe Abrahams has reckoned that, taking a pound of fat 
as a standard of calculation, the exercise needed for its com- 
bustion would be a walk of 70 miles at a reasonably, 


sustained rate of 34 miles an hour. As 300 calories is equiva- ` 


lent to two slices of bread-and-butter, to reduce. weight by 
exercise without dieting: would indeed prove to be a thank- 
Jess task: only the most determined person would set out on 
a 70-mile walk to rid himself of a pound of fat. 

It is a curious fact, but an established one, that some 
people lose weight merely by resting. Is this because fatigue 


has lowered rather than raised the metabolic rate in some 


cases of obesity 7?—I am, etc., 


London, W.1. ~- ` I. GeExwE-Cogs 


_ Exchange Transfusion Methods 
Sm,—Exchange transfusion in the newborn must now 


“have been carried‘out by a*considerable number of péople 


whose experience with regard to details of technique might 
profitably be shared through ‘correspondence’ i in the Journal. 
I am surprised, therefore, that such discussion has not yet 
been stimulated by Dr.:C. B. V.° Walker's description 
(December 23, 1950,"p. 1441) of the “Cambridge” outfit. . 


The operation can, of course, be performed with different types 


‘of apparatus and through a variety of blood vessels. Persona} 


preference will no doubt continue to influence the details of 
equipment and even the choice of route. The routes most often 
selected are those of Diamond (1948), by the umbilical vein, 
and of Arnold and Alford (1948); by the femoral vein. Dr. Walke: 
has contributed another interesting outfit, but I feel that it cannot 
be the most convenient one-and that in some particulars he- 
has been over-critical. of previous apparatus, When two three- 
way stopcocks in series are employed, delays may well be caused 
by the joints becoming dislodged. Such inconvenience is avoided, 
however, by the use of the four-way stopcock illustrated by 


as 


Farquhar and Lewis (1949). This stopcock must surely be easier - 


to manipulate, and less liable to lead to confusion, than the 
haemostats of the Cambridge procedure. Duritig repeated use 
in Aberdeen, no difficulty has been found in cleansing it, Ga 
the instrument trade, at least in Scotland, the four-way connexion 
is known as a “ three-way stopcock, Record fitting.” The other 
“ three-way ” device is referred to as.a “ stopcock with one side- 
arm.”) 

The inclusion of a tapered cannula is justified, although the 
combination of an 18-gauge needle with tubing of 1 mm. bore 
has been , satisfactory in practice.” With a 19-gauge needle 
(Mollison et al., 1948) it is possible that the leakage referred to 
may occur. 

Dr. Walker describes the insertion of.an empty and unattached 
polythene tube into the umbilical veiny Since.a death from air- 
embolism in simular circumstances has been reported (van Loghem 
et al, 1949) it might be wiser to connect the tube to the 
apparatus, and fill it with saline solution, before introducing it. 
In general, the possibility of air-embolism haa only to be 
remembered for this danger to be avoided. 

The equipment used in Aberdeen is similar to that of Farquhar 
and Lewis, but simpler. The burette-stand is omitted. Thin 
rubber tubing fits firmly over the lateral nozzles of the four-way 
stopcock, the central nozzle carrying the needle and polythene- 
tube. Since clotting will occur in the tube leading to waste, this 
is short and spare tubing is provided. Three 20-ml. Record 
syringes with metal plungers are available, for use. in rotation. 
Heparin is not found necessary at any stage. Instead of periodi- 
cal rinsing of the apparatus with heparin-saline solution, a 
syringe is simply changed, washed, and resterilized, whenever 


friction due to fibrin formation demands. This friction makes . 


the use of all-glass syringes laborious. 

Intravenous injection of heparin into the’newborn baby is of 
course unnecessary when the umbilical and femoral routes are 
used. Most writers regard it as potentially dangerous. Diamond 
(1948) in particular records that “ massive haemorrhage has been 


` 


a 
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found in a few cases of heparinization of a newborn infant.” 
Wiener and Wexler (1949), however, regard heparinization as a 
safo and essential step in their method of exchange transfusion by 
the radial artery and saphenous vein ; without it, free bleeding 
cannot be obtained from the open cut in the artery. On the other 
hand, Wallerstein (1948) finds that when a cannula is inserted into 
the radial artery heparin is not needed, He recommends that the 
artery should first be occluded, to verify the presence’of adequate 
_ collateral circulation. Since both the umbilical and femoral 
routes are. subject to occasional technical failures, and since 
Brancato (1950) states that no such failure has occurred in 66 
ons known by him to have been performed by the method 
of Wiener and Wexler, it would be interesting to hear whether 
any team in this country has used the radial artery procedure, 


The volume of blood introduced is commonly greater 
by 50 mL or more than that extracted. This excess, even 
when given by instalments, involves some danger to very 
anaemic babies. 
as well as to simple transfusion: “Anoxia of the myo- 
cardium, which usually exists in the presence of severe 
anaemia, lowers the cardiac reserve and makes overloading 
of: the circulation dangerous. There seems little.doubt that 
some infants die of cardiac failure caused by- the sudden 
introduction of excessive amounts of blood.” Mustard and 
Fraser (1948) have recorded an infant’s death from cardiac 
failure after exchange transfusion, and in Aberdeen the loss 


© Of one baby (cord haemoglobin 35%) is attributed to an 


_ Lam, 


. excessive “ bonus.™ When anaemia is severe, therefore, it 
may be wiser-to exchange equal volumes of blood, return- 
ing later to give either a simple transfusion or a second 
exchange transfusion. Diamond ef al (1951) have recently 
summarized their experience, and Allen et al. (1950) have 
discussed repeated exchange transfusion—-I_am, etc., 

‘Aberdeen. ~ M. S. Fraser. 
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Smallpox 


Sm,—The annotation (February 10, p. 288) contains the 
statement: “. . . An unvaccinated medical officer contracted’ 
smallpox after ‘Visiting the ship in which the 1942 [Glasgow] 
outbreak originated.” However, the man concerned was 
well vaccinated in infancy ; his arm showed two large scars, 
each about florin-size. He was revaccinated on exposure by 
a colleague; the vaccination was properly performed but 
the result was negative. He was again revaccinated later ; 
a positive reaction ensued which aborted early in the attack, 
since vaccination had been delayed too long’to be effectual._— 
et, > 
_ Glasgow. 


J. S. GEMMILL. 


Sm,—In the annotation of February 10 (p. 288) reference 
is made to three outbreaks in Britain in recent years of small- 
pox started by infected people entering the country from 
ary 

I should like to point out that the outbreak of smallpox 
in Staffordshire in 1947 which I recorded (British Medical 
Journal, 1948, 1, 139) also originated in a modified vaccin- 
ated patient who had flown home from India. In this case a 
diagnosis of chicken-pox was made as in the Glasgow 
outbreak of 1950. Of the 30 cases in the area six were 
fatal. None of these cases occurred in staff, but a-medical 
student who had visited the smallpox hospital subsequently 
developed smallpox in Birmingham.—I am, etc., 


Wolverhampton. 
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C. SIMPSON SMITH. 


O., fun. (1951). New Engl. J. Med., 
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Potter’s (1947) warning applies to exchange - 


. expenses, and high cost of living, etc. 
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The White Man’s Disease 
Sm,—I have just returned from “another death” from 
pulmonary tuberculosis. No words of mine can describe the 
pathos of the remaining members of that family. It was 
heart-rending to watch. For some considerable time now 
articles havé appeared in the press and numerous discussions 
have taken place regarding tuberculosis—in particular, the 
pulmonary type. In spite of the many and varied suggestions 
made to tackle this problem, it is quite obvious to me that 
there is not, the remotest possibility of the course of this _ 
scourge being beneficially affected. 
“How housing and fresh air can solve or even diminish to 


any appreciable extent the ultimate course of this disease is - 


beyond my comprehension, As one who has practised 
for a considerable number of years in a completely new 
housing scheme I-fee] that I am in a position to voice my 
opinion and make some concrete suggestions which I am sure 


would ultimately bring success in the fight against the. 


“ White Man’s Disease.” 

Rehousing a family with one or more members suffering 
from tuberculosis, from their old home consisting of, say, 
one or two rooms to a new home consisting of several rooms, 
merely “means transferring the disease from one district to 
another. Surely the powers that be are not naive enough 
to think in all honesty that larger homes and fresh air alone 


‘will materially affect this illness? Most of these rehoused 


families, who are decent hard-working members of the com- 
munity, barely had enough furniture for their small homes 
and now find themselves in a bigger'home, without the means 
to buy extra beds, let alone the costly luxury of furnishing the 
home, with the result that one or two rooms are left more. 
or less unfurnished and in some cases not even lived in. 
In fact, because of the increased rentals, daily travelling | 
many of these 
rehoused families through no fault of their own are forced 
to sublet one or two rooms or: have married members of 
their family and their children live with them to help meet 
the extra- expenses in in maintaining ‘the new home 
Then the end-result is obvious—more overcrowding ‘and 
more people directly exposed to infection. In other words, 


_we are creating a vicious circle. 


How, then, must we face this problem ? There must be no 
half measures. Nothing short of a full-scale counter-offensive 
must be launched., First, there must be complete segregation 


`- and appropriate treatment of those who are already infected, 
„and this obviously means a comprehensive building pro- 


gramme of sanatoria ‘throughout the country. Please, no 
outcry about shortage of money, man-power, and material 
We find it for war and the destruction that goes with it, yet 
when it’ comes to the health and well- -being of the nation 
every obstacle is put in the way.’ In the meéantithe fall 
advantage must be taken of the sanatoria accommodation i in 
Switzerland and other countries for selected cases. Nurses. 
staff, etc., must and can be found. 

Secondly, there must be immunization of every member of 
a family where a case of tuberculosis exists in the first 


instance, followed by mass immunization of the whole - 


country. If necessary Parliament should be made to act 
and pass a law making this compulsory as they did 
for vaccination against smallpox. (This law unfortunately 
has now been rescinded.) I know that many voices 
will be raised against compulsion; was it not the same 
with vaccination? But we must not allow ourselves 


‘to be deterred by such unworthy opposition.” What 
with the prohibitive price of clothing, diminished food , 


ration, and the high cost of living in general, the people of 
this country are now more than ever exposed to: the terrible 
dangers of this disease.’ Unless the Government and other 
appropriate authorities make up their minds to intervene and 
do something quickly and with determination on the lines. 
that I have suggested, the outlook. in this country so far 


, as pulmonary tuberculosis is concerned i 18 grave.—I am, ete., 


Glasgow. -ARNOLD B. Cowan. 
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The South African Meeting 


Sir,—We are gravely disturbed by the news that the 
British Medical Association has cancelled its plans for a 


CORRESPONDENCE > . 


i 


joint meeting this year with the South African Medical. 


Association in Johannesburg and Capetown for the reason 
that non-European members of the Association may not 
be welcomed and might even find it difficult to enter that 
part of -the Commonwealth. Such differentiation 1s, of 
course, an affront to the ideals of freedom that we cherish 
in Great Britain. 

But when we talk of freedom we should remember that 
the racial problems of this country were solved nearly a 


' thousand years ago, and that they were never of the magni- 


tude and complexity of the problems now confronting South 
Africa, of which so few in Great Britain have any real 
knowledge. I am not suggesting that the actions of the 
Malan Government should be approved—far from it; but 
{ do suggest that they should be understood ; and they can- 
not be understood easily by sitting in London theorizing. 
That is why the British Medical Association’s decision to 
cancel an official fisit, correct though it no doubt was, is 
unfortunate. But the misfortune can still be minimized if 
every physician and surgeon who had planned to go to South 
Africa will still go in unofficial capacity. They will most 


. certainly receive a warm welcome in Pretoria as well as in 


Johannesburg and Capetown, and they will come home with 
an understanding they never had before. They should also 
go to Southern Rhodesia, and to our own African Colonies, 
to see different aspects of the same problem.—I am, etc., 


REGINALD WaATSON-JONES. 


` 


London, W.1. i 


- - 


` Spens Awards for Professors 


Smr,~~-Your leading article of February 24 (page 400) dis- 
cusses fundamental matters of medical education upon which 
its development in the future depends. We entirely agree with 
you that “the desirability of maintaining the proper social 
aod economic status of specialist practice and its power to 
attract a suitable type of recruit, having regard to` other 
forms of medical practice,” is the crux of the disquiet 
among the professors of clinical subjects, pathology, and 
“so on.” Speaking on behalf of the professors of non- 
clinical subjects in the universities, we would point” out 


“that the financial differentiation between the clinical and 


non-clinical departments has been such that the recruitment 
of medically qualified persons to the latter has been gravely 
impaired. (In 1947-8 40% of posts advertised were unfilled, 
and for a further 30% there was only one applicant.) The 
matter has to some extent been improved by the new salary 
scales. Nevertheless, the position remains that, while, it is 
accepted that a differentiation—such as the 10% difference at 
professional grades—should be maintained on grounds of 
clinical responsibility, it is not in the best interests of the pro- 
fession or of medical education that a new recruit should 
be offered, on completing his house appointment and regis- 
trarship, a post of £900 in a clinical department, or a post ~ 
of £600 in a non-clinical department (despite often possess- 
ing an honours degree or Part I Tripos in that subject, in 
addition to being medically qualified) Then we may compare 


the chance of earning £5,000 per annum in the clinical sub- ` 


jects with the maximum reward of £2,500 per annum in the 
non-clinical subjects. Such a governmental financial direc- 


tive is bringing us to the position that we will obtain in our ` 


non-clinical departments a disproportionate deficiency of 
medically qualified staff. This condition is already being 
reached in the United States, where a similar financial direc- 
tive exists arising out of a different train of events. ~ 
The desirable state is one in which the recruit casts his 
future in that branch of medicine in which his natural bent 
and gifts take him, unfettered by financial and social dis- 
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parities that will be visited upon not only himself but his 
wife and children. 


You have rightly asked, Should a man or woman be 
_ penalized because he or she wants to pursue an academic 
` career within the framework of the National Health Service ? 
Since, as you also point out, the principle is granted that 
professors in medical “subjects should receive distinction 
awards, then there is every reason on grounds of recruit- 
ment why this should apply to all professors and their staffs 
in the faculties of medicine, since in both cases the source 
of the payment is the Treasury on behalf of the Government. 

Perhaps it is worth noting here three points. The first is 
that distinguished medical men do exist in non-clinical 
departments, who have contributed advances in- medicine 
in their lifetime, whose discoveries our clinical colleagues 
are. proud to utilize therapeutically, in addition to those 
clinical professors whose basic work in the laboratory has 
been applied to their patients. Secondly, it is worthy 
of note that the principle advocated in this letter has Deen 


` agreed in Northern Ireland, where the salaries of the whole- 


time staff, clinical and non-clinical, are to be paid approxi- 
mately fifty-fifty by the Queen’s University of Belfast and the 
Northern Ireland Hospitals Authority. In addition, such 
individuals - will be eligible for grading as consultant by 
reason of their experience, distinction, and eminence, with 
the additional remuneration accruing thereto; and, finally, 
they will be eligible for distinction awards. This is exempli- 
fied in the “Conditions of Appointment” for the current 
vacancies in the Lectureships in Anatomy and Dental Physio- 
logy and Chair of Medicine at Belfast. Lastly, we may 
note that the Ministry of Health has declared its willing- 
ness to pay only a proportional distinction award to 
whole-time and distinguished members of the clinical depart- 
ments for that.proportion of their working time which is 
adjudged to be given to treatment and care of patients. In 
fact no whole-time clinician in the University service will 
ever be eligible for a whole-time distinction award, whether 
Grade A, B, or C. , 

If the work of a distinguished medical a man or woman of 
science in the University is applied directly or indirectly to 
the patient, then it should not be beyond the wit of a will- 
ing English as well as of a Northern Ireland Treasury to 
find a way. This would make-it possible to treat all those 
engaged in education, research, and therapeutics on the 
same financial basis. 

You, Sir, have emphasized the main points. We would 
advocate the justice, the necessity, and the practicability of 
treating uniformly all professors and their staffs, including 
those of “so on.”—We are, etc., 

Birmingham A. C. FRAZER, 


London A. St. G. Huaaoetr, 
i Joint Secretaries, 
= Conference of Non-clinical Professors. 


z 
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POINTS FROM LETTERS 
Correction 4 
Wing Commander T. C. MacponaLp and Flight Lieutenant 
I. H. Warson write: In our paper “ Sulphonamidęs and Acute 


„Tonsillitis ” (February 17, p. 323) Table II should be cancelled 
and replaced by: 


Tasis H.—Doctor’s Initial Assessment of Severity Connected with 
Presence or Absence of Beta-haemolytic Streptococci in the 
Throat Swabs Taken at First Examination 












Beota-haemolytic Streptococcal 
Severity 




























Mild . a 
Moderate or severe 


Total 


17 


u (38.6% 


637 


27 


a Ei 


3TA 











xi == 3-972, which is greater than the significant level of 3-84 


This change does not affect the main argument. 


e 
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R. G. McGOWAN, M.D., D.P.H. l 


Dr. R. G. McGowan, who was in practice in 
Manchester for over 50 years, died at his home in 
Cheetham Hill on February 18, aged 77. 

Robert George McGowan was born at Norwich in 
1873 and was educated at Aberdeen University, where he 
graduated M.B., C.M. in 1894 before he was 21. He 
proceeded M.D. in 1901 and took the D.P.H. in 1899. 
His first five years in practice were spent as assistant to 
Dr. Buchanan, of Coleford, with an interval as house- 
surgeon at the Chesterfield and North Derbyshire 
Infirmary. In 1899 he went to Manchester, where he 
remained in practice until his death. In 1902 he began 
his long and very varied connexion with the B.M.A., 
at the famous meeting of the Association at which the 
new Articles of Association and By-laws were confirmed. 
Manchester was then divided into five divisions, and 
he became honorary secretary of the North Division, 
retaining that position on the amalgamation of the five 
into the Manchester Division until 1943, a continuous 
period of 42 years. During this time he was chairman 
. of the Division in 1936 and again from 1943 to 1946, 

and president of the Lancashire and Cheshire Branch 
in 1931 and from 1944 to 1946. He persistently refused 
to attend representative meetings or to become a member 
of Council, but was an efficient member of special com- 
mittees, serving in 1921 on the Parliamentary Elections 
Committee, the Protection of Practices Committee 
(1936-48), and the Conference on Foods and Drugs in 
1928, but his favourite was the Insurance Acts Com- 
mittee, of which he was a member in 1923 and again 
from 1932 to 1939. He was elected a vice-president of 
the B.M.A. in 1944, a well-earned honour which gave 
great satisfaction to his colleagues in Manchester. In 
addition he devoted much time and energy to the 
Manchester Medical and Panel Committee, of which he 
was honorary secretary or chairman almost to his death, 
and to the Local Assurance Committee. In 1927 he 
was presented with a gold cigarette-case and a cheque 
for £1,000 by his fellow doctors in Manchester, particu- 
larly the panel doctors, in recognition of his great efforts 
on their behalf; at the same time his wife was given 
a pearl and platinum necklace in appreciation of her 
assistance. In 1929 he accepted the onerous position 
of secretary for the meeting of the Association held in 
Manchester under the presidency of the late Professor 
A. H. Burgess.. When the Manchester panel doctors 
adopted the attendance system of payment, an office with 
clerks became necessary. This developed into a depart- 
ment offering clerical, advisory, and accountancy facili- 
ties to the profession, which on the formation of the 
` British Medical Bureau became an efficient and lucra- 
tive, branch of it. Dr. McGowan was active in its 
management as a director, and ultimately became a 
director on the board of the Bureau itself. He held 
this office until the-Bureau was dissolved. When the 
Association met in Winnipeg in 1930 he attended the 
meeting as vice-president of the Section of Medical 
. Sociology and History of Medicine. . 

In his earlier days he developed an aptitude for photo- 
graphy, particularly of his dogs, one of which always 
accompanied him on his rounds. He was also a keen 
tennis and golf player, at both of which he exhibited 
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considerable skill. As a chairman of committees he was 
in his element. His flair for seizing upon the essentials 
of a memorandum and detecting any fallacies made for 
efficiency, and he had little sympathy with those inclined 
to magnify details or lack precision in their grasp of a 
subject. He was a tower of strength to the profession 
in struggles with local bureaucracy or insurance com- 
mittees, but his kindly, 1f autocratic, help to a colleague 
in trouble or distress is known only to those whom he 
assisted. He was second to none in his regard for-the 
high standards and welfare of the :profession.—J. D. E. 


GENEVIEVE REWCAST LE, O.B.E., M.B., D.C.H. 


Dr. Genevieve Rewcastle, who was Assistant Medical 
Director-General, W.R.N.S., during the whole of the 
recent war, died on February 18. 

She was educated at the University Colleges of Gal- 
way and Dublin, and in 1921 qualified M.B., B.Ch., 
B.A.O; at the National University of Ireland.- After 
being house-physician at St. Ultan’s Hospital, Dublin, 
she was appointed assistant school medical officer for 
Sheffield. From 1931 to 1939 she was in private prac- 
tice, concerning herself solely with disorders of women 
and children. During these years she was also personal 
clinical assistant to Dr. Donald Paterson at the Hospital 
for Sick Children, Great Ormond Street. In 1939 she 
was appointed medical superintendent of the W.R.N.S. 
and in 1940 was commissioned in the R.N.V.R., thereby 
having the distinction of being the first woman doctor 
to be appointed to the Royal Navy. In view of her 
new status, she was appointed to the staff of the Medical 
Director-General of the Navy as his assistant in matters 


‘concerning the W.R.N.S. She was promoted surgeon 


lieutenant-commander in 1945, being the only woman 
to hold this rank. In her capacity as assistant to the 
Medical Director-General and senior woman medical 
officer in the Royal Navy, she played an important part 
in maintaining an efficient medical service for the . 
women in the Navy, and she was awarded the O.B.E. in 
1946 in recognition of her wartime services, After 
the war she returned to Great Ormond Street and took 

the D.C.H., and then went to work as a maternity and 

child-welfare officer in South-east London. 

Dr. Rewcastle was a woman of-wide interests. She 

was president of the Catholic Women’s League from 

1934 to 1938 and chairman of the National Board of 
Catholic Women from 1945 to 1947. She was a member 

of the Westminster City Council and of the housing 

committee of the L.C.C. At the last general election 

she stood as Conservative candidate for West Willesden 
and polled 17,848 votes. In 1926 she married Mr. C. S 

Rewcastle, K.C., and had three children. Her daughte: ` 
has recently started her clinical studies at St 
Bartholomew’s Hospital. 


ALBERT RAMSBOTTOM, M.C., M.D, F.R.CP 


_Dr. Albert Ramsbottom, emeritus professor of clinical 


medicine in the University of Manchester, and at one 
time a censor of the Royal College of Physicians of 
London, died suddenly on February 19 at-the age of 73 

Albert Ramsbottom was born at Middleton, Lanca- 
shire, in 1877. He received his medical education at 
Manchester University, graduating M.B., Ch.B. in 1901]. 
This was followed by residential appointments at the 
Manchester Royal Infirmary, the Salford Union Hospi- 
tal; the Convalescent Hospital of the Royal Infirmary. - 
and finally that-of resident medical officer at the . 
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Infirmary. He took the D.P.H. in .1903, and proceeded 
M.D. by thesis in 1906. After hospital residence he 
became assistant medical officer at the Manchester Royal 
Infirmary, and held this important clinical-and teaching 
post for many years until, in 1912, he was elected to 
the honorary medical staff as assistant physician. He 
was one of the first men in Manchester to take up 
Almroth Wright’s opsonin work and to use it in diag- 
nosis and treatment. Throughout the 1914-18 war he~ 
served with the R.A.M.C., and was awarded the Mili- 
tary Cross. During the war his cheerful nature, determi- 
nation, and fund of good stories made him a popular 
member of the units with which he served. 

In 1921 Ramsbottom became professor of clinical 
medicine at Manchester University and an influential 
member of the medical faculty and senate. He joined 
with his senior colleague, Judson Sykes Bury, in writing - 
a textbook of clinical medicine, and after the war he 
collaborated ‘with another senior colleague in a small 
book on clinical examination in diseases of the lungs. 
He contributed but rarely to current medical literature, 
being much more of a teacher than a writer ; but as a 

“teacher he was extremely good, and was much sought 
after by his students. His wide experience of hospital 
and consultant practice enabled him to deal excellently 
with those essential points in diagnosis and treatment 
which would be most useful to men destined for general 
practice, and which a whole-time scientific professor 
might not so easily appreciate. He kept well abreast 
of medical progress, and was skilful in separating the 
grain from the chaff. In 1920 he was elected a Fellow 
of the Royal College of Physicians of London. He was 
an examiner in medicine for Manchester University, and 
for four years for the Conjoint Board in London also. 
In 1935 he became a councillor of the Royal College of 
Physicians and a censor the. next year. This was only 
the second instance in the long history of the College 
of a provincial Fellow being elected to this office. On 
his retirement from the honorary staff of the Manchester 
Royal Infirmary he was made honorary consulting 
physician. 

Ramsbottom was a typical Lancastrian, with a good 
knowledge of humanity and a cheery manner.~ He held 
definite views and expressed them forcibly and clearly 
in debate. As a youth and student he was a keen 
cricketer, and played often in Lancashire League club 
games. For many years he bred champion bulldogs, 
but, finding them difficult to rear, he later took to Dandie 
Dinmonts. He sometimes acted as a judge at dog shows. 
—E. M. B. 


MAJOR-GENERAL C. W. MAINPRISE, D.S.O. 


Major-General Cecil Wilmot Mainprise, formerly` 
commandant of the Royal Army Medical College, died 
on February 16, aged 77. 

He was born in 1873 at Southsea, the son ‘of the late 
W B. Mainprise, Paymaster-in-Chief of the Royal Navy. 
He was educated at the Royal Naval School, Newcross, 
- and ‘St. Bartholomew’s Hospital, where he qualified 
M.R.CS., L.R.C.P. in 1897. The next year he received 
a commission in the R.A.M.C., and went to India. In 
1903-4 be served with the Tibet Expedition, command-_ 
ing the only British field hospital. During the 1914-18 
war he first commanded an Indian cavalry field ambu- 
jance and later a casualty clearing-station in France; 
he was awarded the D:S.O. for his services. He was 
then posted to Ireland to take charge of a military 
hospital at Curragh. In-1918 he commanded 80 General 


Hospital at Salonika, and during the offensive against 
Bulgaria was A.D.M.S. Advanced Base and later acting 
D.D.M.S. at Sophia. K 

After the war he returned to India and took part in 
the Afghan war (1919) as A.D.M.S. He then com- 
manded the British station hospital at Bangalore, and 
after his return to England was commandant of the 
Royal Army Medical College from are to 1926, ir 
which year he retired. 


N. B. STEWART, M.B., Ch.B. 


Dr. Norman Burgess Stewart, who was a colleague 
of Sir Wilfred Grenfell in Labrador, died suddenly in 
Edinburgh on February 14, at the age of 72. 

Born at Maybole, Ayrshire, he received his early 
education at the Royal High School, Edinburgh, where 
he excelled as a sprinter. While there he broke the 
school record for the 100 yards, and his time at this 
distance stood as a record for 40 years, Later at Glas- 
gow University he gained a blue for running. He 
graduated M.B., Ch.B. at Glasgow in 1903. While a 
student he interrupted his studies to serve in the Boer 
War. After a period as house-surgeon at the Glasgow 
Royal Infirmary and an assistantship at Dennyloanhead, 
in 1905 he joined Sir Wilfred Grenfell in the work of 
the Royal- National Mission to Deep Sea Fishermen, 
Jess than 10 years after its founding. He worked in 
Labrador for five years, spending the summers at Indian 
Harbour and the winters at the Mission Headquarters _ 
at St. Anthony, Newfoundland. He did splendid work 
in this lonely and inhospitable -part of the globe. He 
was one of the first white men to meet and congratulate 
Peary on his return from the North Pole. In 1911 he 
joined the English Presbyterian mission at Wukingfu, 
Swatow, China, and served there till 1925. His work 
as a medical missionary was interrupted by the 1914-18 
war, in which he saw service with the R.A.M.C, in 
Macedonia and Bulgaria. In 1925 he returned to Edin- 
burgh and took up general practice, in which he con- , 
tinued to the time of his death. 

As a man, Stewart was notable for his strong religious 
faith, for his integrity of life, and for a wonderful 
capacity for friendship: it is safe to say that, he had no 
enemies. He was greatly beloved by his many patients 
and by his professional colleagues.. He was a happy 
man, whether engaged in the arduous duties of a large 
and widespread practice—or on holiday with his -family 
amidst the glories of Western Ross, plying the rod on 
river or loch and- absorbing the calm of the hills 
He was also keen on B.M.A. affairs. He- was a 
member of the-Insurance Acts and General Medical 
Services Committees and their Scottish Subcommittees, 
a member of the Charities Committee, a representative 
in the Representative Body; and a member of the Edin- 
burgh Executive Council and Local Medical Committee 

His wife, who was a daughter of Dr. David Hadden, of 
Falkirk, died four years ago. They leave two daughters 
and a son (a general practitioner in Edinburgh), to whom 
we extend our deepest sympathy.—D. S. R. 


Miss Eleanor Storr writes: I got to know Norman 
Stewart very well, as-every winter he was stationed at 
St. Anthony, in Northern Newfoundland, where I was, 
working. The summers he spent on the Labrador at 


ws 


` Indian Harbour, the hospital there being open only when 


the schooners came up north in the summer for the cod 
fishing. He was very much loved and was a fine 
Christian character. Every call for help received a ready 
response, whether it meant travelling in an open boat 
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whatever the weather, or by sledge and dogs with the 
thermometer well below zero, or ın the spring when 
travelling .was very difficult. At this time of year the 
harbours were often filled with slob ice which made 
navigation almost impossible, while on land the soft con- 
dition of the snow made progress equally hazardous. 
But, however difficult the conditions, he always found 
some way through, and his presence brought not only 
medical help but also strength and comfort to those in 
need. PO 


Lieutenant-Colonel D. L. Harpino, D.S.O., died on 
February 13 in Dublin at the age of 74. He was educated 
in Ireland, and qualified L.R.C.P.I , L.M. in 1900. He joined 
the R.A.M.C. in South Africa, where he was employed as 
a civil surgeon, in 1901. He then served for a time in that 
country and in India. In 1907 he became a Fellow of the 
College of Surgeons of Ireland, and in 1913 he obtained the 
D.P.H. He served in France throughout the whole of the 
1914-18 war, and was awarded the D.S.O. and twice men- 
tioned in dispatches. Later he was stationed in Hong Kong, 
where he took: an active part in B.M.A. affairs, and was 
elected president of the Hong Kong and China Branch in 
1923. He retired from the R.A.M.C. in 1926. 
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_ RESPONSIBILITY OF ‘HOSPITAL 
MANAGEMENTS 


{From our MEDICO-LEGAL CORRESPONDENT] 


The question of the responsibility of hospital authorities in 
law for the skilful and careful treatment by the hospital 
staff of patients in their care has often since 1909 been the 
subject of decisions in the courts. j 

In {909 in the case of. Hillyer v. St. Bartholomew's 
Hospital’ Lord Justice Kennedy in the Court of Appeal 
enunciated the principle that the only duty undertaken by 
the governors of a public hospital to a patient admitted to 
the hospital was that, while there, he should be treated only 
by experts, whether surgeons, physicians, or nurses, of whose 
professional competence the governors had’ taken due care: 
to assure themselves, and who had at their disposal for the 
care and treatment of the patient fit and proper apparatis 
and appliances ; and that the hospital authority was not 
liable in damages if members of its professional staff acted 
negligently towards the patient in some matter of profes- 
sional care or skill. 

In that case Dr. Hillyer consulted a consulting surgeon 
attached to Bart's and was admitted for examination by him. 
While being examined under a genera] anaesthetic in the 
theatre one of his arms was badly bruised and the other 

“badly burned, but there was no evidence of how it had 
happened. The Court of Appeal held that the governors 
were not responsible. 

Under this principle it was held in 1936’ that the com- 
mittee of a voluntary hospital was not responsible for the 
negligence of two of its staff nurses whose negligence in 
administering an overdose of paraldehyde had killed a 
patient. ¢ 

In 1942, however, the Court of Appeal had before it a 
case’ in which a little girl of 5 was badly disfigured as a 
result of the negligence of the radiographer of a hospital 
managed by the Essex County Council under the Public 
Health Act of 1936. The radiographer failed to shield her 
face properly during treatment by Grenz rays for warts. 
The Court held that, though the actual decision in Hillyer’s 
case could be supported on other grounds, Lord Justice 
Kennedy’s principle, which had been acted upon as good 
law for 33 years, was wrong ~ The Lords Justices 
decided that Essex County Council was responsible for the 
négligence of the radiographer because he was its servant. 
and that it would have been responsible for negligent 


- 


nursing by a nurse for the same reason. But they dis- 
tinguished between the “ servants ” of the hospital authority 
and the consultant staff, those not employed on a contract of 
service but “ for services,” for whom they said-the authority 
was clearly not responsible. Responsibility for 'house- 
surgeons was expressly left open, only to be decided five 
years later,‘ when a local authority was held liable for the 


meghgence of a house-surgeon employed ` in one of its 


hospitals who confused cocaine and procaine. 

A further step hag now been taken in clarifying the picture 
by a decision of the Court of Appeal.” A patient in a 
hospital for which the Minister of Health is responsible sued 
the Minister for negligence in the post-operative treatment of 
his hand; for which either’ the resident medical officer, house- 
surgeon, or nursing staff were alleged to have been to blame. 
According to Lord Justice Somervell’s judgment, the patient 
was a general labourer who in 1948 ‘was diagnosed as having 
Dupuytren’s contracture. An operation was performed and 
the hand was splinted for some 14 days. When the hand 
was released, the two fingers which had been operated on 
were stiff, and the trouble appeared to have spread to the 
two sound fingers. After two manipulative operations the 
patient’s left hand still remained painful and useless, The 
allegations of negligence were to the effect that (1) the hand 
was bandaged tod tightly, (2) no or no sufficient heed was 
paid to the patient’s complaints made throughout the period 
of intense and excessive pain, and (3) the splint should 


- have been loosened or the hand inspected. 


The Court held the Minister of Health liable. Lord Justice 
Somervell and Lord Justice Singleton decided the case on 
the ground that the resident medica] officer, house-surgeon, 
and nurses were all “servants” properly ~so called in the 
sense that consultants are not. 7 ; 

Lord Justice Denning, however, based his views on the 
wider principle that, if anyone is under a duty of care, as 
the hospital authority is to the patient, he cannot get rid of 
his duty by delegating it to a servant or agent or independent 
contractor, but is responsible for the negligence of any of 
them in performing the duty which is his. He illustrated this 
by the example of the shipowner, who, being under a duty 
of care in the navigation of the ship, is responsible for 
its breach whether by the hand of the captain, who is his 

“servant” under a contract of service, or by the hand of 
the pilot, who is an independent contractor. 3 

On this principle the hospital authority would be just as 
much responsible for the negligence of a consultant in 
performing an operation as for the radiographer i in treating 
the little girl’s warts. What matters is who employs. the 
doctor, not whether he is employed on a contract of service 
or “for services.” If the surgeon is employed by the patient, 
as is commonly the case in an operation performed in a 
nursing-home, the proprietors of the home would not be 
responsible for his negligence: they do not employ him. 

As Lord Justice Denning said, it may be that the cause of 
the fallacy in’ Hillyer’s case was the anxiety of the courts 
to protect the voluntary hospitals, giving treatment for 
nothing, from the possibly disastrous economic results of 
responsibility for the errors of their staffs. It is significant 
that it was at the expense of a local authority that the fallacy 
was corrected. 





| 360-DAY BABY 


The case of the baby born after an alleged gestation period 
of 360 days ended on February 21 aftér three years’ litiga- 
fion, when the husband was granted a decree nisi on the 
grounds of the adultery of his wife, the mother of the child.* 
Judgment had been given by the House of Lords’ allowing 
the appeal of the husband from the Court of Appeal. The 
case had been remitted to the High Court so that a decree 
might be made. 

3 (1909), 2, K 2, K B., 820. A 
I Gold Bax CC 942), ERB DO AEB 1 
4 Collms v. Herts C C. (194 , 598, 
C v Minber o H Hea th The Times. February 16. 


elegraph. ket 22 
? British Medial Journal, 950, 2, 1451. 
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- INFECTIOUS DISEASES | AND VITAL. STATISTICS g ari 


-- We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending-February 10 (No. 6). 
Figures-df notified cases are for: (a) and and Wales (London included) (b) London (administrative county) (c) Scotland. aa 0 Northern Ireland. 











- Eire. Figures of births ard hs and of deuths recorded undor each di fc The 126 in included). 
& be London (administrative reat) (c) The 16 peed town in Scotland (a) The 10\crincrpal towns In Northe ra Walang te) (¢) The 13 principal towns» 
in Bure -— denotes no cases; a space denotes disease not beer gd or no return available 

The tabi is based on information supplied by the Regist -of England and pales Scotland, Northern Ireland, and. Eire, tbo Ministry of 
lovernment of Northern ireland, and the Department of Health of Ere __ . i 
6 aged 19 S, F. -1950 . | | 1942-50 England & Wales 
g Di ae ‘| Week Ending February 10 Corresponding Week Corresponding Week | - 
ae ts Seas @ +O} -@ |e | @.| ®} © | | © | Highest | Median | Lowest. 
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Encephalitis, acute 
j ths 5 7 
Food-poisoning ` ; 
Infective enteritis or diarrhoea under 
2 years -.. ie ee. “Fine 
Deaths Žž ~ 

“ Measles* 
Meningococcal infection 

í Ophthalmia neonatorum ... 





Pneumonia, influenzal 
hs. am influenza)t 


ae ee eae 








Poliomyelitis, acute: 
Paralytic Taai toads Ch 
Non paralytiç ae ae 








Pieeperab (ever 
. Puerperal pyrexiall ` 
Searlot fever S AS 
Smallpox E 
Deaths ` 


$ = Tuberculosis, respiratory _ .. 
2) Tuberculosis, non-respiratory Pa 

_ (1) Deaths : 

(2) Deaths... 


Typhoid fever 
DeathsT ` 


Paratyphoid fever 


Whooping-cough- 
Deaths 


























3,011 |° 1,657 | 1,212 ` 
`- Deaths (0-1 a. 


=- Deaths (excluding stillbirths) i9, 
Annual death~ D 1,000 
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- ` Livwebiths ` 
ey y Rael ato par 1,600 eis living 
Stillbirths ` E 
„Rate per 1, 600 total births incu : 
ing stillborn) at mon 
= Measles not notifiable ip Scotland wad rotor are appfonioate  Inclades primary forn for England md Wales, London, and N N. Ireland. § The i 
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sex 471, Southampton 384, Kent 350, Lancashire 339, 


Vital Statistics 








eg -Influenza 


The’ incidence “of influenza throughout the country con- 
tinues to wane. In England and Wales in the week ending 


February 17 the death rate from influenza in the great towns | 


declined from 41.7 to 23.7 per million. There were falls 
in all regions except the southern. The proportion of influ- 
enza deaths in the age group of 55 years. and over was 
88.8%. 

Pneumonia deaths-in the great towns decreased from 662 
to 535, and notifications from 1,515 to 1,002. In England 
and Wales notifications of pneumonia cases fell from 3, 091 
to 2,115. 

Regional totals of influenza-deaths in site great towns in 
the week ended February 17 and rates per million (in paren- 
theses) were: Northern 8 (6.45), East and West Ridings 63 
(27.18), North-western 89 (24.64), North Midland 36 (34.31), 
Midland 77 (33.52), Eastern 19 (25.26), London and South- 
eastern 116 (16.52), Southern 23 (28), South-western 27 


- (38.33), Wales 24 (36.18), all great towns 492 (23.72); 


` 


Influenza deaths in the great towns by age groups were: 
under 1, 4; 1-4, 2; 5-14, 0; 
6; 45-54, 36; 55-64, 79; 65-74, 133; 75 and over, 225; 
all Ages, 492. 

In the great towns the following cases of and deaths from 
pneumonia, and deaths from influenza, have been reported : 


1,720 | 1,664 41,515 | 1,002 
790 | 830 | 662] 535 


















Totals since the first week of the year in the great towns 
compared with the preceding two years are as follows : 





` 








The deaths cannot be related to the cases' in.” these 
Tables. : i 


Smallpox 


There have been no cases òf smallpox among contacts of 
the 12-year-old girl who arrived with the di on Feb- 
ruary 12. She had travelled to London, from “Bombay on 
the 8.8. Strathmore. 


i 1 


15-24, 4; 25-34, 3; 35-44, 





, 


A large outbreak of arnallpox is roid: in Calcutta ` 


(The Times, February 22). In one week „this month 462 
deaths were recorded—said to be the highest number of 
smallpox deaths there in a week during this century. 


S , ý 


Infectious Diseases s 
Düring th the week ending February 10 there were 194 more 


notifications of whooping-cough than in the preceding week, - 
and the total was the largest recorded ‘since, notification ' 


began. Only small variations occurred in the local returns. 


of whooping-cough, with the exceptions of an increase of 
70 in Middlesex and a decrease of 76 in Lancashire. 


A large increase, 5,312, was recorded in the number of ` 


notifications of measles, and the total-reverted almost to the 
record high level at the beginning of this year. The increase 
in incidence was mainly due to a further rise in London 
and the surrounding counties. The largest increases were 


Essex 587, London: 561, Yorkshire West Riding 479, Middle-, 


: ip Ne 


Surrey 302: s 

The chief ‘feature of the returns for diphtheria was a 
decrease of 4 in Warwickshire. A decrease of 422 was 
reported in the number of notifications .of acute pneu- 
monia ; the largest local fall was 122 in Lancashire. The 
notifications ‘of acute poliomyelitis’: were 13 fewer than in 
the preceding week, and the total was the lowest recorded 
for 87 weeks. 


Graphs of Infectious Diseases 
The graphs below show the uncorrected numbers of cases 
(deaths from influenza) of certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported 
diring the nine years 1942-50 are shown thus 
the figures for 1951 thus Except for the curves 
showing _ notifications in 1951, the. graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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Poliomyelitis 


In the week ending February 17 notifications of polio- 
myelitis were as follows: paralytic 18 (12), non-paralytic 6 
(7); total 24 (19). Total uncorrected notifications for the 
first seven weeks of the following-years have been as fol- 
lows : 1947, 74 ; 1948, 291 ; 1949, 154; 1950, 329; 1951, 223. 


Dysentery 

A rise of 18 occurred in the number of notifications of 
dysentery during the week ending February 10. Large rises 
were recorded in the outbreaks in Essex, Lancashire, 
Leicestershire, and Middlesex. The largest returns during 
the week were: Middlesex 143 (Ealing M.B. 60, Willesden 
M.B. 22, Edmonton M.B. 17, Tottenham M.B. 13, Enfield 
U.D. 12); -Lancashire 132 (Liverpool C.B. 39, Oldham C.B. 
18, Darwen M.B. 17, Southport C.B. 11); London 77 
(Islington 30); Essex 76 (Walthamstow M.B. 30); Leicester- 
shire 72 (Leicester C.B. 64); Suffolk 50 (Ipswich C.B. 31, 
Deben R.D. 10); Yorkshire West Riding 47 (Sheffield CB. 
11); Surrey 45 (Wimbledon -M.B. 26); Warwickshire 39 
(Birmingham C.B. 34); Sussex 32 (Chailey R.D. 14); 
Cheshire 30 (Wallasey C.B. 11, Wirral U.D. 10); York- 
shire Hast Riding 22 (Kingston-upon- -Hull C.B. 20); 
Buckinghamshire 19 (Wycombe R.D; 16); Durham 16; 
Kent 14; Northamptonshire 12; Glamorganshire 12; 
Gloucestershire 11 (Bristol C.B. 11); Staffordshire 11; 
Oxfordshire 10; Anglesey 10 (Llangefni U.D. 10). 


Industrial Diseases and Accidents 


The number of workpeople ‘(other than seamen) in the 
United/Kingdom whose deaths from accidents in the course 
of their employment were reported in January: was 141, 
compared with 116 in the previous month and 106 (revised 
figure) in January, 1950 (Ministry of Labour Gazette, 
February, 1951). These deaths included 33 of men 
underground in coalmines, 

The following cases of industrial diseases were reported 
in January: lead-poisoning, 10 (smelting of metals 3, electric 
accumulator works 3); toxic anaemia, 1; compressed-air 





illness, 2; anthrax, 6; epitheliomatous ulceration, 11-(pitch 
7, tar 2, oil 2); chrome ulceration, 20; total, 50. There 
was one death from epitheliomatous ulceration. 


Week Ending February 17 


"The notifications of infectious diseases during the week 
in England and Wales included: scarlet fever 904, whooping- 
‘cough 5,662, diphtheria 40, measles 24,585, acute pneu- 
Monia 2,115, acute poliomyelitis 24, dysentery 972, para- 
typhoid fever 11, typhoid fever 4. One case of smallpox 
was imported during the week. The deaths from influenza 
in the great towns numbered 492. 


Mortality in First Six Weeks of Year 


The number of deaths registered in the great towns during 
the first six weeks of the year has been considerably in 
excess of the number registered in the corresponding periods 
of recent years. The following Tabie, compares the experi- 
ence of the last three years: 














Deaths in the Great Towns 
All Causes Pneumonia Influenza 
2,094 327 
1,869 326 - 
4,882 5,815 








A rise in mortality has been observed throughout the 
country. The largest increase has been in the North-west 
Region, where ihe outbreak of influenza was concentrated 
at the beginning of the year. The geographical distribution 
of deaths for the last two years is shown in the following 
Table: 








| Deaths from All Causes in Great Towns - 


Region 

1930 
Northern . 2,503 
East and West Riding +299 
North-western... % 593 
Northamdland .. é 2,065 
Midland . J sa 515 
Eastern as 
London and $ E. 
Southern x 
South-western 
Wales 
Edinburgh 
Glasgow 
Belfast 














In London the increase in mortality has been due to diseases- 
of the respiratory system and the circulatory system. The 
deaths for the last two years are‘shown in the Table below: 














As might be expected from these causes of death, the 
increase in mortality has been mainly at the expense Qt 
the older persons, and at the younger ages no rise has 
occurred. The age distribution for the deaths in London 
for the past two years is as follows: 
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Medical Notes in Parliament 








Change in Ministry of Health 


On February 22 Mr. WaLTER Extiot moved for the annul- 
ment of the Order in Council of January 29 entitled “ The 
Transfer of Functions (Minister of Health and Minister of 
Local Government and Planning) (No 1) Order.” He pointed 
out that the proposal to annul was made because this was 
the only way in which the subject could be raised in the 
House. It sounded reasonable to say that health should 
stand by itself and have nothing to do with local govern- 
ment and housing, but the tuberculosis services immediately 
rose to say that “housing and tuberculusis are so closely 
connected that a positive sputum is almost the only passport 
to rapid rehousing.” The curative services were closely 
linked with preventive services and would remain so linked. 
He recalled thet in 1919 the Ministry of Health added to 
existing preventive powers the actual care of sickness under 
the National Insurance Act, 1911. Morant said at that time 
that the advocates of a special ad hoc body for health 
work had laid too much stress on treatment to the neglect 
of preventive medicine, and he had wanted the body respon- 
sible for the treatment of disease to be the same as the 
body for preventing 1t. The severance of the two was fraught 
with danger. Mr. Elliot pomted out that for the first time 
for many years the care of the sick had passed out-of the 
Cabinet as a result of this Order—or, rather, Scottish health 
was left in the Cabinet, but English health was left out. 

Mr. F. Messer said the expansion of services had thrown 


on the Ministry of Health an immense amount of work- 


-and was the reason why some M.P.s felt that a division of 
functions would be to the interests of the country. He, 
owever, held that the country could not have an efficient 
- health service unless it was a unified one, and he was 
anxious that local government units.should not be respon- 
sible to different Ministries. 

Mr. Empys Roperts said the Minister of Health had 
almost a full-time job in looking after the National Health 
Service. The functions under the Public Health Acts which 
were to be referred to the Ministry of Local Government 
and Planning were concerned with dangerous structures and 
matters of that nature and were not health functions in a 
strict sense. 

„Mr. J. E. MacCort pointed out that powers to deal 
with pollution of the water supply were not to be referred 
to the Ministry of Health but were to go to the Ministry 
of Local Government and Planning. He said there was a 
danger that the Ministry in its present form would find 
itself with too little to do and would be tempted to interfere 
with the delegation of the hospital and health services 
administration to the regional boards and executive coun- 
cils. He asked whether the Government had considered 
combining with the National Health Service the functions 
of the Ministry of National Insurance in order that one 
welfare department should deal with functions already largely 
delegated to the assistance boards and regional hospital 
boards, 


= ` FUNCTIONS OF RECONSTITUTED MINISTRY 


Dr. Caaries Hi said the effect of the Order was at the 
centre, It did not of itself change the organization of the 
local authority or the relationship of its services officers 
one to another. At the moment it was a central transfer 
between departments. So far as the Minister of Health 
was concerned this relief was long overdue. The National 
Health Service represented something which would tax the 
resources of a Ministry and a Minister. He believed that 
Parliament should preserve the unity of the health services, 
curative and preventive. Some of the functions which were 
to be removed from the Ministry of Health were thinly 
related to health. House building need not- remain a func- 
tion of that Ministry. For many years the pressure of its 
local government activities had tended to divert its attention 
from its primary health function., Jt was reassuring that 
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supervision of work in infectious disease, maternity and 
child welfare, notification of births, qualifications of offi- 
cers, and all such matters remained under the aegis of the 
Ministry. of Health. Sewerage and sewage disposal, build- 
ing and sanitation by-laws, water supplies, wash houses, 
canal boats, tents, and the sanitary problems of hop pickers 
had largely become engineering functions and it was right 
that they should go. Other functions were closer to health 
and should remain with the Ministry of Health. -About a 
few functions there could be reasonable doubt. He instanced 
advisory’ functions exercised at the centre over local 
authorities in the discovery of nuisances and action .by local 
officers. This function was being transferred to the new 
Ministry, and if it were to do its work properly it would need 
a medical staff. Nevertheless Dr. Hill hoped this Ministry 


‘would not be provided with a medica) staff, because there 


was already too much dispersal of medical staff in, the 
public service. It would be a new situation if the Minister 
of the new department of Local Government and Planning 
could issue directives or details of new procedures to be 
followed in respect of cleanliness. The supervision and 
provision ‘of sanitary conveniences in shops and offices had 
become an urgent public health need. Responsibility for 
that was to pass to the new Ministry unspoiled by medical 
staff-and untroubled by medical advice. 

The breaking up of the Ministry of Health had provided 
an opportunity to bring within the scope of that Ministry 
the industrial health service and that part of the Ministry 
of Food which dealt essentially with health education. There 
was an opportunity to gather up medica] services and con- 
centrate them in one Ministry staffed by an efficient medical 
personnel. It was a pity that the Government proposal 
stopped where it did. He approved in general of the pro- 
posed change, but said it would have been wiser to do more 
in concentrating health functions in one Health Ministry. 

Mr. HERBERT Morrison, replying to the debate, said he 
did not see why the good relations of the local authorities 
with ‘the Ministry of Health should not continue with the 
Ministry of Local Government and Planning. They would 
largely find the same people functioning as before and it 
would be all right. The advantage of proceeding by Order 
as the Government had done was that if a little mistake 
was made it could promptly be altered by making another 
Order, If there was something imperfect about the present 
Order the Government would be happy to receive represen- 
tations and to make the necessary revisions. G 

Dr. H. B. W. Moraan said he disagreed with the pro- 
cedure involved in the Order and also with the way.in which 
the Order was framed. The way in which it dealt with health 
matters suggested there had been no real examination of 
the division between retained health functions and trans- 
ferred health functions. The Government should take the 
Order back and come-forward again with a better suggestion. 

Mr. G. A. Parcrrer hoped that at some time Mr. Morrison 
would given consideration to the general problem. He did 
not think it was really dealt with in this Order. He was 
afraid it would not work out-too well. 

Mr. Warrer Exxvior said Mr. Morrison had not suc- 
ceeded in dealing with the fundamental question of public 
policy. 

The. proposal that an address should be presented to His 
Majesty praying for the annulment of the Order was then 
negatived. 


Coal for the Sick 


Mr. ENocH PowELL on February 19 opened a dette: on 
the provision of domestic coal supplies*for the sick and 
aged. He said the medical profession was fair and reason- 
able in its use of the right to issue certificates for extra 
coal, but very often no response followed from the coal 
merchants, who had no extra allocation to meet this demand. 

After discussion, Mr. A. Rosens, replying for the Ministry 
of Fuel and Power, said responsibility lay with the local 
fuel overseer. Priority certificates for extra coal were 
usually given on medical grounds, but it was not necessary 
to have a medical certificate, and the local fuel overseer - 
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was, authorized to use his discrètion. There was nothing a a oe = y i F 
in the regulations which said that- elderly persons should A a i iti . 
not have additional quantities unless they were bedridden. ; Universities and Colleges : 
Sa n n persons who were ill in bed and had a smalt ~ 7 . 
8 of coal which would not last out for the length of z 
UNIVERSITY XFO. > ” 
ine illness the additional coal must be delivered within: sever Bo ; D v oF X Ta a t M : 
, and whi th fessor {menez Dfaz, Director o te o edica 
-fopstered. could not make the livery another meschant _ 8restnton, Madrid, ill deliver « lecture on "The Treatmen 
-0 on y Nitrogen 3: 
might supply. ’ , School of Pathology, Oxford, où Tuesday, March 6, at 12 noon , 
Colonial Population Growth : a 
In the debate on the Overseas Resources - Development > UNIVERSITY OF LO? D ON | Se 
Bill on February 20 Mr. James Grirritus said the Colonial The center of D.Sc. has been conferred én E. Lewis-Faning 
populations were increasing at a rate which created a danger = 
of still furthet poverty. In‘ the region covered by the UNIVERSITY OF WALES S 


Colombo plan, with 570 million people and an average Warsa NATIONAL SCHOOL OP MEDICINE 


income per head of £20 per annum, the population increased illiam Lecture ; 
at the rate of 20,000 daily, and would be 720 millions in ` Eg ‘hind Wiliam Mee Babee at ar will be delivered br ` 
20 years’ time. In the British West Indies, according to of Sheffield, in the Reardon Smith Lecture Theatre, Park Place, 
present trends, the population would double in 30 years, Cardiff, on Friday, March 9, at 8 p.m. His subject is “The 
In Tanganyika it was estimated that in 30 years’ time the Influence of Welshmen on the Course and Development of British 
population would also have doubled, although opie “Medicine.” All medical practitioners and present and past 








was already a net importer of food. students of the Medical School are invited to attend the lecture 
; ROYAL COLLEGE OF OBSTETRICIANS AND 
Chest inks À GYNAECOLOGISTS _ 


Brigadier F. Mep.icotr on February 22 asked how many- i - 
chest clinics were in operation under the National Health Through the generosity of the Leverhulme Trust the council of 
~ the College is in a position to award a scholarship (£250) for the 
Service, and how many of such- clinics had effective x-ray ose of research into probléms connected with obstetrics 
apparatus for the diagnosis, of tuberculosis. ie 
and/or gynaecology. The scholarship may be held simultancously 
Mr. H. Marquanp replied that the number of. „Clinics, with another appointment if, in the opinion of the council, 
including subsidiaries to main clinics, was 470, of which sufficient time is available for research. ~ Regulations and forms 
264 had their own x-ray facilities. Others used. facilities of application can be obtained from the secretary, 58, Queen 
available near by. There were 73 new x-ray installations in Anne Street, London, W.1. The last day-for receiving applica- 
1950, and there would probably be about 50 more this year. tions on the prescribed form is July 1. - 
i ar A. prize of £50 will be awarded by the council of the College 
Other Business in October, 1952, for the best original work on “The Improve- 

— - S at ment of Forceps Deliveries.” Candidates must be registered 

In the House of Lords on February 21, in answer to a medical practitioners in the British Commonwealth, but the prize 
question, Lord HENprRson said that the ratification of the may be awarded to a team of more than one practitioner working 

‘Red Cross conventions agreed to in August, 1949, is al together in an obstetric unit. Entries; typewritten and limited to 
being urgently, considered. 2,000 words, must be received before July 1, 1952. 

The Prime MINISTER aiad on February 26 that the z 
Government accepted the Dale Committee’s Report recom- | 
mending the development of the industrial health services, e qan 
which should be-encouraged and properly co-ordinated with pe Se Medical News an 
the genera] health services. - 











Selah Soi At h D a OT KEAC EOSen E P A 
nately 38,000 diea in England and Wales aowa to eae In response to the invitation of the Council of the British 
education in ‘special schools for subnormal pupils. Provision was Medical Association Dr. A. W. S. Sichel, of Capetown, the . 
made for rather more than 15,000. > . President-Elect, -has accepted the Presidency of the B.M.A. 
School Milk.—One-third of last years’ subsidy of £99m. for the year 1951-2. 
on milk is due to the milk-in-schools scheme and to milk under 


the welfare-foods service. . Malayan Artificial Limbs for South-east Asta 


Homoeopathy. —Since July, 1948, 105 nurses commenced their 
training at the Royal Homoeopathic Hospital. The number who Malaya now thakes its own artificial limbs and orthopaedic 


abandoned their training before its completion was 47. appliances, and also supplies other countries in South-east 
Canal Boats.—Mr. Dalton is consulting the local authority Asia. This servicé had a small beginning in 1948 in a shed 
associations on whether there is a need for revised regulations in the grounds of the Kuala Lumpur General Hospital where 
governing conditions of sanitation and ventilation in canal boats. two woodworkers made peg legs for people maimed in the 
= war or by accident. `A grant of £7,500 from the Government, 
Ae _ of the Federation resulted in the building of a modern 
Lh ices . factory, and to-day 25 expert craftsmen are employed. So 
e Servi far 500 limbs and 800 appliances have been made, together 

: with hospital ward equipment and furniture. 


` A Supplement to ths London Gazette has añnonncd the ae i x 
following awards: Standardizing Anaesthetic Gas Cylinders 


Territorial Efficiency. Decoration and First Clasp——Colonel At a meeting of the Conference on Medical Gas Cylinders - 
G. B. Mitchell-Heags, O.B.E., Lietitenant-Colonels N. C. Oswald, on January 24 it was announced that provisional agreement _ 
ee and W. R. Tucker, and Majors A. S. Bockless and has been reached between representatives of the United 

yd-Owen, Kingdom and the United States, in the International Stan- 

Territorial Efficiency Decoration. —Lieutenant-Colonel @revet dards Organization, on the introduction of certain colour 
Colonel) (Honorary Brigadier) F. A. E. Crew, T.D., F.R.S. markings and of non-interchangeable couplings | for medical 
(retired), Major (Honorary Lieutenant-Colonel) A. McD. Davies, tind to eliminate th ibili E the Wo 
Major J. B. Neal, Honorary. Major W. S. J. Parr (retired), and 84S Cylinders, to elim e possibilty of the wrong gas 
_ Captains (Honorary -Majors) E. N. Rees. and R. G. Russell, baing used. When the agreement is ratified the pròposals 
RAMC. should soon find their way into actual practice. 
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“ Directory of International Scientific Organizations ” 


Details of more than 150 international scientific bodies are 
given in this Unesco handbook, now available at the 
Stationery ‘Office (price 6s. net). The organizations are 
grouped in three main divisions: basit sciences, applied 
sciences, and miscellaneous. The applied sciences are sub- 
divided to cover agricultural, engineering, and medical 
science. 
aims, facilities, and publications of each society, and particu- 
lars of 1ts governing body and officers. ‘ ` 


New Names for Drugs i 


The British Pharmacopoeia Commission’ has announced 
the following approved names: Paramethadione (for 5-ethyl- 
3: 5-dimethyloxazolidine-2:4-dione, paradione).” Ethopropa- 
zine (for N-(2-diethylamino-n-propy!)phenothiazine ; lysivane 
is the hydrochloride). .Diethylcarbamazine (for 1-diethyl- 
carbamyl-4-methylpiperazine ; hetrazan and banocide are the 

- dihydrogen citrates), Lucanthone (for 1-2’-diethylamino- 
ethylamino-4-methylthiaxanthone); nilodin ıs the hydro- 
chloride). Solapsone (for tetrasodium 4:4’-bis-(y-phenyl- 
propylamino)diphenylsulphone - a: y: a’: y’ - tetrasulphonate, 
sulphetrone). g 


Dublin Tuberculosis Service = 


According to the Manchester Guardian the municipality of 


Copenhagen has agreed to release Dr. Knud Winge tem- 
-porarily from his post as chief physician to their chest clinic 
so that he may act as a consultant in the reorganization of 
the Dublin tuberculosis service. His secondment commenced 
on March 1. 7 


in Brief i B 
Professor Leslie Banks, professor of human ecology in 
Cambridge University, is making a lecture tour of Middle 
East countries (Egypt, Iraq, Persia, Syria, and the Lebanon) 
from February 12 to March 23. 
Lord Haden-Guest has been appointed a Lord in Waiting 
to the King iù succession to the late Lord Darwen. 


Wills i 

Dr. Arthur R. Jennings, of Bath and London; left £35,875. 
Dr. W. Ingram Gordon, former secretary and chairman of 
the Blyth Division of the B.M.A.,. left £47,489. Dr. P. G. 
HHorsburgh, G.M., formerly medical officer of health of 
Nuneaton, left £15,345. Dr. Thomas Wilson, emeritus pro- 
fessor of midwifery and diseases of women at Birmingham 
University, left £32,699. 


COMING EVENTS 


international ‘Congress of Physical Medicine 


The Congress will be held in London, July 14-19, 1952, 
under the presidency of Lord Horder. Meetings will be 
reserved for the clinical, remedial, prophylactic, and educa- 
tional aspects of physical medicine, and with the diagnostic 
and therapeutic methods employed. _ Applications for the 
preliminary programme should be addressed to the honorary 
secretary (Dr. A. C. Boyle), International Congress of Physi- 
cal Medicine (1952), 45, Lincoln’s Inn Fields, London, W.C.2. 


SOCIETIES AND LECTURES 
A fee is charged. or a ticket is required for attending lectures 


marked @. Application ‘should be made first to the institution - 


concerned. if: i 

- : Saturday 

Sr. STEPHEN’S HosPiTAaL (RHEUMATISM UNT), Fulham Road 
Chelsea, S.W.—March 3, 10 a.m., “Cervical Spondylosis,” 

_ introductory address by Dr. Russell Brain, P.R.C.P.; 11 am., 
“ Rheumatoid Disease—Its Widespread Clinical Manifesta- 
Hons,” by Dr. Philip Ellman; 12 hoon, “The Psychiatric 
Factors in the Chronic Rheumatic Diseases,’ by Dr, David 


Shaw; 2 p.m. .“ Orthopaedic Aspects of Rheumatic Disease | 


and the Prevention and Treatment of Deformities,” by 


x 
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The details include brief. outlines of the history, ` 


Mr. Timbrell Fisher; 3 p.m., demonstration of cases and treat: 
ment by mampulation (if cases are available), by Mr_Timbrell 
Fisher; 4.30 to 5.30 p.m., “ Pathology of the Rheumatic 
Diseases, Including Gout,” by Dr. A. G. Signy. 


Sunday , 


Sr. SrepHen’s HospiraL (RHEUMATISM Unir), Fulham Road 
Chelsea, S.W.—March 4, 10 a.m, ward round and demonstra- 
tion of cases, by Dr. Philip Ellman and the medical regisuars. 
11°15 a.m., “ Joint Lesions in General Medicine,” by Dr. Phili 
Ellman; 12 noon, “ The Problem of Ankylosing Spondylitis, 
by Dr. F. Dudley Hart; 2 p.m., “The Management of the 
Rheumatic Patient,” by Dr. Francis Bach; 3 p.m., ward round 
demonstration of physical treatment and rehabilitation, by 
Dr. Francis Bach and the medical registrars; 4.30 to 6 p.m. 
“The Radiological Diagnosis of the Rheumatic Diseases. 


N 


lantern lecture by Dr. Grace Batten. . 
Monday qr 
EpINBURGH UNiversiry.—At University New Buildings (Anatom) 
Lecture Theatre), Teviot Place; Edinb March 5, 5 p.m 
“The Indications for Surgery in Peptic Ulcer,” Macarthu 
Postgraduate Lecture by . Norman C. Tanner. (See also 
March 6 and 7.) i i : ` 
@lnstTITUTE oF CmLD Hearta, Hospital for Sick Children, Great 
Ormond Street, London, W.C.—March 5, 5 p.m., “ Investiga- 
tion of Disease in Infancy,” by Dr. F_J W. Miller. , 
InstrTuTs oF Psycmatmy, Maudsley Hospital, Denmark Hil 
tomdan, SE r arch 5, 530 p.m., Jecture-demonstrațion by 
r. E. Stengel. . 
MegpiéaL Society oF Lonpon, 11, Chandos Street, Cavendish 
Square, London, W.—March 5, 8.30 pm, “The Influence o) , 
Radiology on the Diagnosis of Abdominal Disease,” Third 
Lettsomian Lecture by Dr. S. Cochrane Shanks. 
PHARMACEUTICAL SOCIETY oF GREAT BRITAIN, 17, Bloomsbury 
Square, London, W.C—March 5, 730 pm, “ Brological 
Srandardizdion=in Review and Pre-view,” by F. J. r. 


Tuesday ` 


BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, London. 
WC., March 6, 5.30 pm, “Recent Advances in Human 
Genetics,” by Dr. J. A. Fraser Roberts. p 

EDINBURGH UNIVERSITY. —At University New Buildings (Anatomy 
Lecture Theatre), Teviot Place, Edinburgh, March 6, 5 pa 
“ Operative Methods in the Treatment of Peptic Ulcer,’ 

* Macarthur Postgraduate Lecture by Mr. Norman C. Tanner 
(See also March 5 and 7) -` f 

@INSTITUTE of DERMATOLOGY, Lisle Street, Leicester Square 
London, W.C.—March 6, 5 pm., “ Prothrombin and the Blood 
Platelets,” by Dr. J. O. Oliver. 

INSTITUTE OF NguROLOGY, National Hospital, Queen Square 
London, W.C.—March 6, 5 p.m., “The Anatomy of Pain 
Sensibility,” by Dr. Graham Weddell. r 

INSTITUTE OF HIHALMOLOGY, Judd Street, London, W.C.— 
March 6, 5.30 È ., “ Anatomy of the Orbit with Special 
Reference to the Related Paranasal Sinuses,” -by Dr. F 

eid. j 


Oxrord Unrversiry.—At Sir William Dunn School of Pathology, 
Oxford, March 6, 12 noon, “The Treatment of Dysieachon 
Diseases by Nitrogen Mustard,” by Professor Jimenez Diay 
(University of Madrid). 

a 


Wednesday = ‘ 


EDINBURGH Universtry.—At University New Buildin (Anatomy 


Lecture Theatre),Teviot Place, Edinburgh, March 7, 5 pm 
“ Treatment of the Complications of Peptic Ulcer,’ Macarthur 
Postgraduate ture by Mr. Norman C. Tanner. (See also 


March 5 and 6.) 

@INSTITUTE oF DERMATOLOGY, Lisle Street, Leicester . Square 
London, W.C.—March 7, 8 pm, “ X-ray Technique,” by 
Dr. C. W. McKenny. ~- ' . 

LIVERPOOL MEDICAL Insrrrurion.—At the University, Man 

_ chester, March T, 4 p.m, joint meeting with Manchester 
Medical Society. “ Stress Incontinence,” by Professor T. N. A 

coate. ; : 2. 

Oxrorp UNIVERSITY. —At Radcliffe Infirmary (Maternity Lecture 
Theatre), Oxford, March 7, 5 pm., “ Somé Recent Work on 
Pulmonary Oedema,” Litchfield Lecture by Professor G. R 
Cameron, F.R S. , 


» SOCIETY OF CHEMICAL Inpustry.—At Royal Institution, Albe- 


marlo Street, London, W., March 7, 6 p.m., meeting of Micro. 
biological Panel of Food Group, “ Microbial Metabolism and 
its Industrial Implications,” b Dr. A. J. Kluyver (Holland) 


Thorsday 


ALFRED Apter Mepicat Sociery—At 11, Chandos Street _ 
London, W., March 8, 8 p.m., “ Brain as the Infertor Organ,’ 
by Professor Alexander Kennedy. Discussion to be opened by 
Dr. James Moore. z 

BRITISH POSTGRADUATE MEDICAL FEDERATION.—At London School 
of Hygiene and Tropical Medicine, Keppel Street, London, 
WC., March 8, 530 p.m., “ Statistics in Medical Research,” 
by Professor A. Bradford Hill, Ph.D:, D.Sc. 


~ 


Fa 


, Glys.—On February 14, 
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Lonpon JewtsH HosrrraL MegpicaL Socrery-——At Dorchester 
Hotel, Park Lane, London, W., March 8, 6.30 p.m. to 2 am, 
annual dinner dance: 

MepicaL Society Lonpon.—At Claridge's, Brook Street, 
London, W., March 8730 for 7.45 pm, l7ist anniversary 

inner 

ROYAL Anny Mepicat CorLecae, Millbank, London, S.W.— 


March 8 5pm “ Some Clinical Aspects of Mass Radio- 
graphy,” by Dr. E. R. Boland! 
ST. ANDREWS Univerqity.—At Lecture Theatre, Materia Medica 


Department Medical School, Small’s Wynd, Dundee, March 8, 
DPT ma Skin Manifestations in Some Internal Diseases,” by 
nnear, 


- -Sr. Ġeoroe’s HosprtaL MEDICAL SCHOOL, Hyde Park Corner, 


London, S.W.—March 8, 4.30 p.m., 
psychiatry. 


lecture-demonstration on 


“Torquay AND District Mgpicat Socrety—At Torbay Ho ital, 


March 8, 8.30 pm., “ Chronic Diarrhoea,” by Dr. 


<- + Cullinan. 


UNIVERSITY COLLEGE (Anatomy Theatre), Gower Street, ‘London, 
W.C.—-March 8, 1. 5 p.m., “John Wesley and His ‘ Primitive 
Physick; ” by’ Dr. E. Ashworth Underwood. 


- y Friday E : 
INSTITUTE OF ATMONERS =A Central Hal, Westminster, 
London, SW., March 9, 6 p.m., annual general meeting ; 
Sates Case Work To-day ond To-morrow,” by ‘Mr. Roger 
ilson 
Rove MepicaL Soctety, 7, Melbourne Place, Edinburgh — 
9, 8 pm, Valedictory Address by the Senior President. 
Rovat SANITARY INSTITUTE.—Àt Guildhall, Saturday Market 
Place, Kin s Lynn, March 9, 10 a m., papers: “ River Pollu- 
tion,” ing’ Greenburgh, Ph D., F RI C; ; “The Work of a 
aad Manager.in.the "Post-war Era,” by Miss M. L. Keith. 
Afternoon visit. 
Untverstry of WALES: WELSAYNATTONAL SCHOOL OF Mepicine.— 
at pores Smith Lecture Theatre. Park Place, Cardiff, March 
m., “The Influence of Welshmen on the Course and 
Beermen of British Medicine,” William Sheen Memorial 
Lecture by Professor Ernest Finch > 


Saturday 
INSTITUTE oF ALMONERS.—At Connaught Rooms, Great Queen 
Street, London, W.C., March 10, 7 p.m., annual’ dinner. 
SOUTH-BAST METROPOLITAN RFGIONAL TUBERCULOSIS SOCIETY.— 
a Brook Hospital, Shooter’s Hill Road, London, S E., March 
10.30 for 11 a m., “ The Evolution of the Surgical Treat- 
ne of Pulmonary Tuberculosis,” by Mr. J. B. Hunter. 





7 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Brash.—On February 21, 1951, at Chatsworth House, Prestatyn, to Patricia 
Mary, wife of De David Brash, a son. 

On February 15, 1951, at Hillingdon Hospital, Middlesex. 
to Mieke (formerly Van Tricht), wife of John’ Frankenberg, MRCOG, 
a daughter—Joyce Penelope Wima. 

Gaisford.—On February 20, 1951, at St. Mary's Hospital, Manchester, 
to Mary, wife of Professor Wilfrid Galsford, M.D., FR.CP., a 


daughter 
1951, at the Middlesex Hospital, to Daphne 
wife of Dr John H Givn, a son. 

Hott,—On January 18, 1951, to Jill (formerly Chappel), B M., BCh, wife 
of Charles W Hutt. MB. BChir, Danedale Lodge. Minster Road. 
Iste of Ghepney. a son—Nicholas Chartes 

Parker.-On February 21, 1951, at Brighton, to Margaret, wife of Dr 
W. S. Parker, a gon. 

Toda.—On February 20, 1951, at Liverpool, to the wife of R. McL. Todd, 
M.D., MRCP, a daughter. 


DEATHS 


Alexander.—On February 22, 1951, at 53. Chiltern Drive, Surbiton, Surrey, 
Alfred Gahagan Alexander, MD, late, of Moseley. Birmingham, 

On February 21, 1951. at 111- Torquay Road, Paimion, a 

Erneet Alexander Campbell, LRC.P&S Ed LRFEPS, aged 80 7 

Cilfford.—-On February 21, aed at Thornhill, Stalybeidee, Cheshure, 


Thomas. Clifford. M B., 
1951, at 6, Albert Road, Bolton, Lancs, 


Cockrane.--On February 18, 
Andrew Cochrane, M.B., Ch B 

Dobson.—-On February 22, 1951, at the Finchley Memorial Hospital, 
London, N, Jowah Rowland Benrmin Dobson, M B., B.S., of 3, 
Windsor Road, Finchley, London, N 

Ling.—On February 24,, 1951, at Ashton Honse, George Street, Leamington 
Spa, Edwin Joseph Ting, L.R.C.P&S.Ed, L.R.F.PS., formerly of 
Rotherham, Yorks, aged 87. 

Molony.-On February 23, 1951, at the Royal Cornwall Infirmary, 
Tames Gorees Macey Molony MB. BCh of Dromore, Truro, aged 67. 

Pottock..-On February 19, 1951, at Bolinghroke Hospital, George Poljock, 
MD, DOMS, 82, Wimbledon Park Road, Southficids. I ondon, S W. 

Stane.—On February 23, 1951, at 63. King’s Road, Richmond, Surrey, 
Herbert James Siane, M D.. late of Burnley, Lancs, aged 85. 

Tasford.—On February 23, 1951 Arthur Wren Tuxford, M D., D.P.H., 
of Fairbolme. St Ives, Ringwood, Hants. 

Vines.—On February 20, 1951, at Paignton, Devon, Charlotte Sucannah 
Vines. TRCPASEd., LRFPS, Brodawel, Newport, Mon, formerly 
of CEZMS, Punab, aged 79. 

Waters.—On February 16 1951. at his home Grayatones, St. Aubin's, 


Jersey, Walter lames Waters, OB E., MRCS., L.R C.P., a leur nt 


Colonel, RAMC, retired, aged 74 
Whitworth.—-On February 21 eee at Vicarage Road, St. Agnes, Cornwall, 
Wiliam Cuthbert Whitworth M R C.S., LRCP, aged 63 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


‘ 


Treatment of Senile Cataract 


Q.~-When should operation be performed in cases of 
senile cataract? What can be done to help the patient 
while wditing for operation? Is there any satisfactory 
alternative treatment to operation? 


A.—In days gone by the criterion for operation in senile 
cataract was whether the cataract was mature or not-that 
is, whether the whole of the lens was opaque. A semi- 
opaque soft cortex made operation difficult, and not 
infrequently’ led to complications owing to residual soft 
cortex. With the present methods of operation the question 
of maturity is no longer significant, and the criterion for 
operation to-day is whether the paticnigjs s sufficiently handi- 
capped by the cataract to.justify operation. There is, there- 
fore; no need for patients to “wait for operation.” If the 
patient no longer can get about comfortably or is unable to 
continue his work, cataract operation should be performed. 

There is no alternative, satisfactory or otherwise, to opera- 
tive treatment. The many medicinal and local therapies 
that have been, and continue to be, advocated have never 
had any valid basis and are useless in practice. Such occa- 
sional good results as have been claimed are consistent with 
the well-established fact that early cataract sometimes pro- 
gresses very slowly, and any form of treatment may well 
give the impression that a progressive affection is being 
checked. Rarely, hypermature cataract may become syb- 
luxated or actually dislocated into the vitreous, giving 
immediate and striking improvement in vision, but intract~ 
able secondary glaucoma frequently sets in, especially in 
cases of subluxation. 


Complications of Influenza 


Q.—What complications are particularly common in the 
presént epidemic of influenza? 


.—In the. present epidemic the complications are chiefly 
pulmonary. The initial fever and symptomis of the attack 
of influenza have often subsided in three or four days, but 
after a short period of improving health the patient develops 
pyrexia, cough, possibly pleuritic pain, and intense malaise. 
All the signs of the well-known complications of influenza 
may now arise. This year they have usually pointed to 


bronchiolitis. Thus we meet with rapid respiration, cyanosis 


—sometimes of violet hue seen best in the lips—and diffuse 
rhonchi and medium rales over one or both lower lobes. 
The sputum is purulent. Unless bronchopneumonia is also 
present, the x-ray appearances are usually normal, 

The other relatively common complication in this epidemic 
ıs influenzal gastritis, with nausea, retching, * vomiting, 
epigastric pain, and even haematemesis or, melaena. 


Stilboestrol and the Prostate 


Q.—What are the indications and contraindications for 
the use of stilboestrol in` prostatic obstruction? How 
should it be given, in what dosage, and for how long? 
What complications of this treatment are encountered ? 


.—Stilboestrol should be given only when the prostatic 
obstruction is due to carcinoma of the prostate. Its effect 
on benign enlargement is very slight from the pathological 
aspect and negligible clinically. There is a danger that its 
continued use in benign enlargement may delay the relief 
of obstruction by surgical means, and. thus prejudice 
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ultimate recovery. The malignant prostate, on the other 
hand, often responds in a dramatic fashion; micturition 
is improved, residual urine diminishes, and the prostate 
becomes softer. At the same time the general condition 
improves and the pain of osseous metastases is lost or 
greatly diminished. Ultimately the growth usually fails 
to respond to stilboestrol, but this may not happen for 
five years or more. , 

It should be given by mouth in doses starting at 1 mg. 
t.d.s., increasing to 2 mg. t.d.s. on the second day, 3 mg 
on the third, and so on up to 5 mg. t.d.s. on the fifth 
day.: The dose of 15 mg. daily is usually sufficient. It 
should be maintained for several months, after which it 
may be gradually reduced to 5 mg. or less daily accord- 
ing to progress. This maintenance dose must be continued 
indefinitely for the rest of the patient’s life. If symptoms 
or signs reappear it is sometimes effective to increase the 
dose again even to 100 mg. daily. 

Because of the favourable initial response it is sometimes 
justifiable to use stilboestrol for therapeutic trial in a 
case of doubtful malignancy, but if there is no improve- 
ment after about three weeks other measures must be 
adopted. : 1 : 

The side-effects of treatment are enlargement of the 
breasts and pigmentation of the areolae, the mid-scrotal 
line, and any abddMninal scars; the testes become small, 
and erections are absent. Occasionally the drug produces 
nausea, when dienoestrol in the same dose may then be 
substituted. We have not found ethinyl oestradiol so effec- 
tive as stilboestrol in carcinoma of the prostate. In general, 
there are more failures from underdosage than complications 
from overdosage. 


Monilethrix 


Q.—An apparently healthy boy, aged 6, has sparse, very 
fine lifeless hair on his head. The scalp appears otherwise 
normal. What are the likely causes .of the condition of 
the boy's hair? 


A.—It sounds very much as if this boy’s scalp is affected 
with a congenital abnormality. Perhaps the commonest of 
these is monilethrix, in which individual hairs can be seen 
under the microscope to have a more or less regular beaded 
appearance. Other congenital impairment of hair growth is 
less common and may be associated with defects in other 
ectodermal structures. Follicular keratosis, both of the 
scalp and elsewhere, may be present, together with nail 
dystrophies and abnormal development of teeth. In more 
severe cases sweat glands and sebaceous glands are absent 
or under-developed. No treatment is likely to have more 
than temporary effect. É 

Most of these disorders tend to be familial, and an inquiry 
about other members of the family and ancestors may 
yield helpful information. The effects of a congenital dis- 
order of this sort are liable to become morernoticeable as 
the child gets older, and, of course, the possible coexistence 
of other developmental abnormalities must be borne in 
mind. The mode of inheritance of these various conditions 
has not been fully worked out. 





Insect Repellents i 


Q.—W hat are the properties of methyl phthalate, dimethyl 
phthalate, and butyl phthalate? How are they used as insect 
repellents? What ill effects have they on skin, etc.? To 
what extent are they organic solvents? What vehicles can 
be used in the application of these drugs? Where can they 
be obtained ? 

A.—‘ Methyl phthalate ” and “ butyl phthalate” are used 
rather loosely for the compounds dimethyl] phthalate 
(D.M.P.) and dibutyl phthalate (D.B.P.), which are esters 
of phthalic acid. They are colourless, slightly oily liquids 
with very slight odours, miscible with alcohol and several 
other organic solvents, but insoluble in water. 
ing points are 282° C. (D.M.P.) and 338° C. (D.B.P.) and 
the specific gravities 1.196 and 1.050 respectively. They 


` 


The boil- . 


can be used as repellents to prevent the bites of mosquitoes 
and other biting diptera and to prevent attack by trombi- 
culid mites, etc. They may be applied directly to the skin 
of exposed areas or they can be rubbed over clothing or 
applied to wide-mesh veils. The dimethyl compound 
appears to be slightly more effective, but the dibutyl com- 
pound is more persistent, particularly on application to 
clothing. Treatment of the skin will give protection for 
only a matter of hours, but applications to clothing (socks, 
cuffs, trousers, etc.) will remain effective for two or three 
weeks. 

Dimethyl phthalate has been used extensively in industry 
as a plasticizer for cellulose and ethyl cellulose. Therefore 


it is liable to have a solvent action on artificial silks (of' 


some types), plastic jewellery, fountain-pens, spectacle 
frames, etc., and care should be exercised to prevent 
damage of such articles. 

The phthalates can be used undiluted on the skin, but they 
are liable to cause temporary (but sometimes acute) smart- 
ing if applied to delicate areas such as eyelids, lips, etc. 
Applied to the skin, they. feel unpleasantly greasy, and a 
cosmetically more satisfactory way of using them is in an 
ointment or emulsion base. One formula recommended by 
the Scottish Department of Health, in the report om Control 
of Midges (H.M.S.O., 1946, price 2d.), is anette wax, 5 g.; 
triethanolamine, 9 ral.; oleic acid, 27 ml. ; D.M.P., 100 ml. ; 
water, 100 ml. There are other formulae, but the propor 
tion of D.M.P. should not fall below 30%. 

The phthalates can be obtained wholesale from many 
chemical supply firms, or retail from many pharmacists in 
Britain, made up into preparations of approved formulae. 


Lead-poisoning in Ship-breaking Industry 
Q.—Eighteen cases of lead-poisoning were notified last 


“December in this country (see “ Journal,” February 3, p. 259). 


What is the origin df these cases? 


A.—The 18 cases of lead-poisoning reported to H.M. 
Chief Inspector of Factories in December, 1950, occurred 
in the ship-breaking industry (Ministry of Labour Gazette, 
January, 1951). No cases of lead-poisoning were reported 
among workmen engaged in the smelting of metals, or from 
paint and colour works or other industries, in that month. 
In the ship-breaking industry volatilization of lead from 
the paint and red-lead stopping on the armour plating occurs 
in the heat of the oxyacetylene blow-pipe flames used for 


cutting purposes. 


Chorda Tympani 


Q.—In otitis media or after myringotomy I should have 
thought that the chorda tympani would sometimes be 
damaged, with resultant alteration or loss of taste. Could 
you explain why this is not the case? 


A.—The reason is that the nerve runs, in its intratympanic 





' course, between the neck of the malleus and long process of 


the incus, deep to the membrana flaccida (Shrapnell’s mem- 
brane). If the myringotome were carried as high as is 


“mechanically possible the nerve could not be severed. In 


acute otitis media the nerve i$ not compressed in a bony 
canal nor unduly stretched, so there is no interference with 
its function. Incidentally, it is remarkable how very rare 
it is for a patient on whom a radical mastoidectomy has 
been performed to mention this disability. 
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THE HUNTERIAN HERITAGE* 


BY 


Sir MAX PAGE, K.B.E., C.B, M.S., F.R.C.S. 


Consulting Surgeon, St. Thomas's Hospital 


John Hunter was born 232 years ago and died in 
October of 1793, on the same day that Marie Antoinette 
was guillotined in Paris. 


To-day we once again commemorate his life and 
work, When one considers how little direct evidence 
of his influence on modern surgery can be traced 
we may wonder 
if there is not 
something of myth 
in our current 
conception of 
him. Yet, though 
standards vary, 
the core of great- 
ness remains, and 
it may be said that 
it is the true mark 
of genius that it 
can survive chang- 
ing standards. 
Hunter was great 
to his contempo- 
raries, and when 
we contemplate 
his achievements 
he remains great 
to us after the 
passage of nearly 
two centuries. 

The circum- 
stances of John 
Hunter's early life 
and his introduc- * 
tion to London by 
his brother Wil- 
liam are, I know, 
familiar to many 
of you, but by no 
means to all, and 
il think it is worth 
while considering 
once again what 
manner of man 
he was, what was 
his education, and 
the matter and 
method of his work, and thereby trace his influence on 
modern surgery. 

He was the tenth child of a small Lanarkshire laird 
who was 68 when John was born—an interesting fact 
for the geneticists. His mother, 20 years younger, was 
the daughter of a successful Glasgow maltster, and upon 
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her fell the main responsibility for John’s upbringing, 
as her husband died when John was 13 years old. 
He was sent to school at Kilbride, but seems to 
have been little disciplined there or in the home. 
According to the available evidence John was no 
great help to his mother, and was, moreover, a poor 
scholar, or, at 
any rate, an un- 
‘willing one. Anne 
Baillie wrote that 
“he would do no- 
thing but what he 
liked, and neither 
liked to be taught 
reading and writ- 
ing, nor any kind 
of learning, but 
rambling among 
the woods and 
braes,;... .” Hs 
himself remarked 
in later life that, 
“when a boy, ] 
wanted to know 
all about the 
clouds and gras- 
ses and why the 
leaves changed 
colour in the au- 
tumn; I watched 


the ants, bees, 
birds, tadpoles, 
and caddis- 
worms; I pes- 
tered people with 
questions about 
what nobody 
knew or cared 
about.” 


His early educa- 
tion was certainly 
defective, but in 
1755, presumably 
on the instigation 
of his brother, he 
was sent up to 
St. Mary’s Hall, Oxford—now incorporated with Oriel. 
It would appear that he spent only one term there and 
that education in the classics in no way suited his 
genius, for he said later to Sir Anthony Carlisle, “ They 
wanted to make an old woman of me ; or that I should 
stuff Latin and Greek at the University—these schemes 
I cracked like so many vermin as they came before 
me.” It is quite clear that the Latin school of Kilbride 
4705 
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and Oxford of that day had little to offer such a detet- 

mined naturalist. Verbal felicity and a happy command 

of language were not among Hunter’s attributes. Though 

inherent in a few, they are characteristics best developed 

_ by the system. of teaching at our older universities. Of 

|. great value in almost any field, they are not necessary to 

. the successful man of action, and I think that John 
“Hunter comes into that category. 






‘An Important Influence 


i At the age of 17 he was sent to live in Glasgow with 
his married sister, Jane. Her husband was a timber- 
= merchant and cabinet-maker, and John probably took 
_ his share in the activities of the workshop. It clearly 
oo did not satisfy him as a career, and when he was 20 
* -(1748):he rode up to London on the invitation of his 
| brother William, who at that time was firmly established 
asa. physician and ‘teacher of anatomy. Sampson 
Handley in 1939 gave an attractive account of the 
latter’s..career and of his teachers, the Douglases. 
Sampson Handley considers that the influence of this 
~ littlesgroup of London Scotsmen was of the greatest 
importance in the development of John’s special abilities. 
For eight years he lived with his brother in Covent 
Garden and worked steadily at anatomy, and un- 
doubtedly this was the important educational period 
“inyhis life. He proved most efficient at his work in 
: the dissecting-room, and made, or helped his brother 
to make, original discoveries in the placental circulation 
d on the method of descent of the testis. As dissec- 
in those times was possible only in the winter 
months, he had much time to spare. Speculations on 
. how he filled it have afforded free play to his biographers. 
An the century of enlightenment London was certainly 
an attractive place for a young man, but no reliable 
¿facts are recorded of -his diversions. By way of study 
-it is known that he attended some hospital teaching in 
1749 and 1750 at the Chelsea Hospital, working under 
. Cheselden, who was then just due to retire. In 1753 he 
“was elected Master of Anatomy at Surgeons’ Hall— 
clear evidence of his outstanding distinction in the field 
‘of his work up to date. It may be noted that Percivall 
-Pott, though much his senior, was elected at the same 
tiie, After the Oxford interlude in 1755 he returned 
¿to London, attending St. George’s Hospital for lectures, 
and was appointed house-surgeon to that institution in 
1756.. This resident appointment he held for five months, 
and it formed his only close experience of surgery in 
_ civil life before he embarked on private practice. 
















































On Active Service 


n important break in routine was his appointment 
760:as a staff surgeon to the Army. It was said by 
Home. that he joined the Army for reasons of health and 
at he had at that time the threatenings of consumption. 
: It seems more likely that to a man of his energetic tem- 
perament the change was inspired by boredom with life 
' in London coupled with a desire to travel and see more 
of the world. Moreover, it is difficult to believe that 
+ even in the eighteenth century a man would embark on 
ʻ active service for the cure of a chest complaint. It may 
-be noted that in his letters to his brother from the 
_ Army the matter of his health is never mentioned— 
ostings and pay, as was ustial i in the days of patronage, 
being the major issue. 
He was appointed to the force destined for the attack 
on Belle Isle towards the end. of the Seven Years War. 
Robin Adai as Inspector-General of Hospitals about 





























The operation \ was an bon one, and most of the 
wounded men were taken back to the ships for treat- - 
ment after the two actions, the second of which was 
successful. In this interlude Hunter gained, his experi- 
ence of war surgery, and in his last work he quotes 
examples of the primary healing of . wounds: then 
observed. In his spare time he also. pursued his ‘bent 
for natural history and dissected eels and other fish. 
He also dates the draft plan for his work on the blood 
and inflammation to this period. 

In 1762 he was transferred to Lord Loudoun’s forse 
in Portugal, being posted as surgeon to a hospital com- ` 
manded by one William Young. © John’s letters to. his 
brother during this service give some. glimpses: ofthe 
course of events and his own reaction to them... Of his- 
two chiefs in the hospital he said, “ They were-as unfit 
for their jobs as the Devil to reign in heaven”; and. 
further, “God help the hospital when directed by such 
two.” He was also concerned to augment his. salary. 
which was 10s. a day, and put in a plea that he should 
be appointed deputy director of the hospital and on 
another occasion deputy purveyor. In a later lette! 
from Portalegra dated November 11, 1762, he says he 
is applying for the post of physician —“ If I get that } 
shall be a Doctor as well as the best of you: “I have 


‘attended his Lordship in all his marches, and have 


n to believe I am well with him.” 

One may conclude that at this time, when he 
he was by no means confirmed in his own estimation 
as a surgeon, and indeed showed a very simple, human. 
and opportunist ambition quite natural in an age when 
patronage was so often the key to advancement in 
life. 

The campaign in- Portugalkedid. not result in much 
fighting, and the hospital problem. was mainly one of 
accommodation and evacuating the. large number of 
sick. The late lamented George Gask wrote an admir- 
able account, based on the Loudoun letters, of the hos- 
pital organization and Hunter's relations with it during 
this campaign. While in Portugal it would seem that 
Hunter was pretty fully employed in medical and minor 
administrative duties: his only written reference to 
scientific observations appeared in his paper, “ An 
Account of the Hearing Organ of Fishes,’ which was nor 
read till 1782. 


Practice in . Golden Square 


An armistice was signed at the end of 1762 and Hunter 
returned to London in May, 1763. He then. went on 
half-pay. and set up as a practising surgeon in Golden 
Square. Foot says he opened a room for dissections, 
but how far this was with the object of teaching or for 
research is not known. His work and his strong, per- 
sonality must, however, have attracted notice, for in 1767 
he was elected a Fellow of the Royal. Society and in 
1768 appointed surgeon at St. George’s.. His intense 
interest in the active pursuit of natural history can be 
dated from this period, for in 1764 he bought two 
acres of land at Earl’s Court and built a cottage and 
stables on it; here he gradually established an extensive 
menagerie and experimental farm. 

In 1771 he published his book’ on diseases of the 
teeth, illustrated by some excellent engravings by Sharp. 3 
The anatomical section of this: work is admirable: and is” 
said: to require little alteration to-da’ 
side he brings out his enthusiasm f 
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Mrs. John Hunter. 


of teeth and devotes much space to the theory and prac- 
tice of the procedure, In relation to this activity Foot 
accused him of being mainly concerned with arousing 
the attention of dentists and gaining their patronage. 
Certainly the practice excited much public interest, evi- 
dence of which is shown by Rowlandson’s cartoon on 
the subject. It must be said that Hunter, in his con- 
victions on the value of hetero-transplantation, seems 
to have been unduly influenced by the outstanding suc- 
cesses and was slow to detect the drawbacks and dangers 
of the procedure. With the improvement in prosthetic 
dentistry the practice gradually died out 
except for a remarkable revival staged by 
Valadier during the 1914-18 war. 

In 1771 he married Anne Home, sister 
of one of his pupils, and went to live in 
Jermyn Street. His wife was an attrac- 
tive and gifted woman. She bore him 
four children, two of whom survived 
him, Her gift for light verse, her musical 
interests and social leanings, were in sharp 
contrast to her husband’s scientific and 
almost asocial concentration, but, despite 
their divergent interests, she seems to have 
lived on good terms with him until his 
death. Hunter’s life for the next 20 years 
continued in London, and, except for visits 
to Bath and Tonbridge for health reasons, 
he did not leave it. If we are to believe 
Ottley (1835), who quotes the faithful 
Clift, his daily routine was to start work 
at 5 or 6 am. After dinner, at 4 p.m., 
he took an hour's sleep : then worked till 
| or 2 a.m., and slept for only some four 
hours. 
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Experimental Work 


The amount of work Hunter got through was cer- 
tainly prodigious. At his death he had collected and 
made or dictated notes on 8,000 specimens. Owen, in 
editing Hunter's Animal Oeconomy, states that he 
anatomized at least 500 species of animals, exclusive of 
repeated dissections of different individuals of the same 
species, besides the dissection of plants to a consider- 
able extent, He was progressively more sought after 
in consultation as a surgeon, and yet had time after 
1785 to organize his museum in Leicester Square and, 
in some degree, control his employees, whom Clift esti- 
mated never to number less than 50. He continued up 
to the end to conduct experiments and dissect speci- 
mens at his farm at Earl’s Court as occasion arose 
Hunter’s correspondence with Jenner, of which a good 
deal has survived, gives an impression of his activities 
and interest in this field. He was willing to give common- 
sense advice on surgical problems, but his main theme 
was always natural history and repeated demands for 
specimens. The following are some revealing examples 


January 10, 1776. 
* DEAR JENNER, 


“You must think me very fond of fish when you sent 
me cheese as much fishified as possible ; however, it is an 
excellent cheese. ...1 have but one order to send you, 
which is, to send everything you can get, either animal or 
vegetable, or mineral and the compound of the two, either 
animal or vegetable mineralized. I would have you do 
nothing with the boy but dress him superficially; these 
funguses will die, and be damned to them, and drop off 
Have you large trees of different kinds you can make free 
with ? If you have, I will put you on a set of experiments 
with regard to the heat of vegetables. Have you any caves 
where bats go at night? If you have, I will put you upon 
a set of experiments concerning the heat of them at different 
SEASONS, Ever yours, 

3-H.” 


On January 22 following, the brain fungus is again 
referred to: 
. if it is brain let it drop off ; if it is fungus let it either 
drop or waste off. Therefore be quiet and think yourself 
well off that the boy is not dead. .. . You do not mention 
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a word about bats. ».. Have you got the bones yet of a 
“large porpoise ? — I- wish you had. Is ever the salmon 
“Spawn seen -after.she has. parted with it?) If it is, I wish 
you could get some: F. want to examine the spawn of fish 
in the progress of the formation of the young one. 

Yr. most obedient servant, 


J H.” 


E Surgery at St. George’s 

fm1775 he began systematic lectures on surgery at 
_ St. George’s. The course consisted of 86 lectures, which 
were read. . By all accounts his delivery was poor ; the 
subject matter dealt more with principles than with prac- 
tice, and attendances were not good. Yet his more 
able pupils’ or ‘disciples, such as Home, Cline, Astley 

Cooper, Lawrence, and Abernethy, valued them highly. 
< His appointment in 1776 as Surgeon Extraordinary to 
< the ‘King: is evidence of his established reputation in 

practice. 

“<2 Tn 1780 his conflict with his brother William on the 
„authorship of a discovery in relation to the placental 
“@ireulation’ came to a head. They were both hot- 
_ tempered and obstinate in such matters, and the quarrel 
< had not been made up when William died in 1783. It 
Was in that year that he bought a 24-years’ lease of 
i premises. in- Leicester Square and expended £3.000 on 
building a museum and Jecture theatre ; the project, was 
-completed in 1785, and his collection was assembled 
there by Bell. and. Clift. 

At this. time. Mrs. Hunter reports him as tormented 
with the “flying gout,” and he went out of town for 
six weeks for a cure. He seems to have returned in fair 
health, for in December he carried out his first opera- 
ion: of distal ligature for popliteal aneurysm. Details 
_ of this innovation and arguments in favour of it were 
_ published after. Hunter’s death by Home, eight cases in 

all being quoted, with three deaths. It is interesting to 
note that until 1785 Hunter had considered the direct 
proach to be the correct one. Suppuration followed 
by secondary. haemorrhage, hawever, was so common 
after this procedure that the English surgeons of that 

y-advised primary amputation as the proper course 
‘popliteal aneurysm if radical treatment became 
imperative. It. may be remarked that even when the 
distal operation was generally adopted some suppura- 
tion. about the ligature always took place and that 
serious secondary haemorrhage remained a common 
complication. 































Hunter’s Writings 


unter’s treatise on venereal disease was published in 
a 6, and French and German translations appeared 
shortly afterwards. This book forms a landmark in the 

< sgientific approach to the subject, the knowledge of 
which till then. had been chaotic and the treatment too 
often left in the hands of quacks. It is noticeable, how- 
ayer, that Hunter’s conclusions. did not greatly advance 
the treatment: of, the conditions he investigated: he dis- 
‘tinguished hard and soft chancre; but held firmly to the 
< opinion: that syphilis and gonorrhoea were caused by 
the same virus—an opinion strengthened by the experi- 
-mental inoculation he carried. out on himself. His 
< advoçacy of the caustic treatment of strictures did not 
‘remain in vogue for long, and one can guess that it was 
followed by many recurrences of the primary trouble. 
‘His major work, Treatise on the Blood, Inflammation, 

and Gunshot Wounds, was not published till just after 

his death. It does not make easy reading, and revision 














would no. doubt fava diininated many of the EE : 
It is tinctured with the metaphysical’ physiology of the’ 


period, and the author discusses: at length “ sympathy.” 
in: the body, subdividing it into three- types. He recog- 
nized the existence of the red globules, but was scepti- 
cal of the detailed description. of the blood by 
Leeuwenhoek and Morgagni; for he says: “These early 
observers. imagined’ more: than: they saw.” It-is: notices. 
able in. all his: work: that inthe main he trusted to: naked- 
eye appearances; At most he: seems to have used. a 
magnifying glass; although Hooke had’ completed’ his 
compound microscope almost a century earlier. Of 
inflammation, though systematic, he does not. make a 
very clear picture, which is not surprising. considering 
the poverty of his means for observation: the terms he 
employed: to illustrate his views: were new to his. con- 
temporaries and do: not: convey. a clear meaning to us. 
to-day. Inall his writing; reference to his-predecessors’ 
work is seldom in evidence: and'no acknowledgment. of 
sources is made—to a degree: which is surprising to us 
However, it had the merit of revealing his independence: 
of authority and*his originality in thought. The results: 
of his dissections and observations on: the lower animals 
were mostly left in his note-books, but under the title 
Animal. Qeconomy a group of papers on disconnected 
subjects was published: in one volume in 1786. His: 
contributions tothe study-of comparative anatomy were 
amplified by Richard Owen, who;. from: the. „surviving 
notes, brought the number of papers: up to 48 in his. 
1835 edition. Interesting as evidence of his industry and. 
curiosity though these various: publications are, to-day it 
is his museum, with. its additions and losses, that remains 
the principal monument of his life: Professor Grey 
Turner a few years ago devoted a learned and interest- 
ing Oration to its birth and development, and in so, 
doing paid one of the outstanding tributes to Hunter's 
memory. 

The. circumstances of Hunter’s death after an alterca: 
tion in committee at St. George’s are. familiar. From: 
the post-mortem appearance of his coronary. arteries. 
and aorta it is evident that. his hold-on.life..can- have 
been but precarious for some. time before. his death. 
Hunter was himself conscious. of this, and had said’ 
several years back that his life was in the hands of anv 
rascal who chose to provoke. him. 


Assessment. of: His Work 


In attempting to get a*true picture of. this remarkable. 
man one realizes how: difficult it is to reconstruct the: 
past. It may be. simpler to inquire into the: views: of 
successive generations of surgeons on his character and’ 
ability, and so perhaps trace the gradation. from.admira- 
tion modified by lack of coniprehension or jealousy to: 
the more balanced appraisal of his merit which developed 
in the lapse of time. Hunter's brother-in-law; Everard’ 
Home, in virtue of having been first a pupil: and: later 
his trusted assistant, was best qualified among his: con: ` 
temporaries to know: his work most accurately and to: 
assess it most justly. The fact. that Home subsequently 
pirated much of Hunter’s notes and then destroyed: ithe 
evidence does not; I think, militate against: his- ees 
on an earlier period. l 

Home’s short and somewhat’ abrupt account: of i 
Hunter's life was: appended in 1794 to the first edition 
of The Blood and Inflammation. In places: it ‘bears: 
evidence of a feeling of annoyance and disappointment 
that at his death Hunter had left so little: provision “for 
his wife and family. -The following ee pive the 
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core of his observations: “In the practice of surgery, 


where such cases occurred in which the operations proved 
inadequate, he always investigated with uncommon 
attention the causes of that want of success.” “I had 
aow lived six years with Mr. Hunter, and had completed 
my education. His expenses had always exceeded his 
income ; 1 had there- 
fore no emolument to 
expect from remaining 
in his house.” And so 
Home went off to the 
West Indies as a naval 
surgeon, returning six 
years later to become 
Hunter's assistant. 
Later Home says, 
“Such was his turn 
for investigation and 
so extensive the scale 
upon which he insti- 
tuted inquiries, that 
he always found some- 
thing more to be ac- 
complished ” ; and, 
p” “He was always soli- 
Portrait bust of Sir Everard Home. citous , for some im- 

provement in medical 
education ” ; and in 1787, “His collection, which had 
been the object of his life . . . was now brought into a 
state of arrangement.” “The collection of comparative 
anatomy which Mr. Hunter has left . . . must be allowed 
to be a proof of talents, assiduity, and labour which can- 
not be contemplated without surprise and admiration.” 





Personal Characteristics 


Ot Hunter’s personal qualities Home says: “ His tem- 
per was very warm, impatient, readily provoked, and 
when irritated not easily soothed. His disposition was 
candid and free from reserve, even to a fault. He hated 
deceit and he was above every kind of artifice: he 
detested it in others and too openly avowed his senti- 
ments.” “In conversation he spoke too freely and 
sometimes harshly of contemporaries.” “ Public-spirited 
to an extreme, he valued money no further than as it 
enabled him to prosecute and extend his various and 
nearly universal researches. . . . He paid too little atten- 
tion to his own and his family’s interest.” 

Of his practice he records that Hunter’s income was 
never over £1,000 a year till 1774, but that it rose to 
£5,000 several years before his death, and lastly to above 
£6,000. “In private practice he was liberal, scrupulously 
honest in saying what was really his opinion of the case, 
and ready when occasions arose to acknowledge his 
ignorance whenever there was anything he did not 
understand.” . * 

Another contemporary biographer, Jessé Foot, whose 
main claim to respectability was based on his having 
held the post of house-surgeon at the Middlesex Hos- 
pital, broke into print early in 1794. He was so much 
concerned with decrying Hunter’s work and belittling 
his motives that his testimony is of little value. Jealous 
spite must surely have inspired such a statement as, “I 
am authorized to pronounce him, to have been, a very 
inferior, dangerous and irregular practical surgeon.” On 
the other hand, he recognized Hunter as “one of the 
most industrious of men,” and, in extenuation of his 
quarrels with his fellow surgeons at St. George’s, men- 


tions the poor health which dogged him in his later 
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years. Some idea of Foot’s pretentious style of writing 
may be gauged from his method of expressing this: 
“The palpable diseased irritation of his mind, exacts 
all the apology, which humanity founded upon reason 
can bestow.” 

Foot's description of Hunter’s physical appearance 
is probably reliable, and is as follows. “His person 
was about the middle stature: he was rather robust but 
not corpulent: his shoulders were broad and high, and 
his neck remarkably short: his features were hard,— 
cheeks high—eyes small and light—eye lashes yellow, 
and the bony arch protruded. His mouth was under- 
hung.” Dr. Beddoes, a versatile contemporary physi- 
cian best known on account of his association with 

oisier, Davy, and Priestley and for his therapeutic 
use of gases, makes the following notes on Hunter: 
“He fancied what he could not find words for, very 
profound. But he was mistaken. Whenever he found 
himself at a loss for words he was labouring with the 
delivery of nonsense.” But he also writes: “ When 
one heard of John Hunter as the first surgeon in London 
one felt a pleasure like that which arises from the 
distribution of poetical justice.” i 

In the recently published Diary of Sylas Neville (1950) 


there are references to Hunter which throw some light - 


on his contemporary reputation outside London. Neville, 
born in 1741, was a man of mysterious ancestry, small 
private means, and strong Whiggish sympathies. Dis- 
satisfied with the life of a small Norfolk squire, he 
decided in 1771 to try medicine. He also had the inten- 
tion thereby of augmenting his somewhat precarious 
income. In this he does not seem to have been success- 
ful, perhaps on account of a temperament of artistic 
sensibility coupled with a hesitating and anxious atti- 
tude towards life. 
The first entry I shall quote appears in October, 1771, 
when Dr. Manning, a Norwich friend, is advising him 
to go to Edinburgh for his medical studies—‘* He says 
Hunter is an ill-natured waspish creature ”—so to Edin- 
burgh Neville went and completed his time under Cullen 
When he left for London in 1776 Dr. Cullen advised 
him to take “ one course of Hunter, to see his prepara- 
tions accompanied by his demonstrations.” In the entry 
of October 1, 1776, the entry appears: “ Began to attend 
Dr. Hunter's course on anatomy. He gave his first lec- 
ture this day. He is an indifferent-looking little man, 
so that his figure is rather against him and his theatre 
is neither so large nor so elegant in any respect as 
Monro’s.” Regrettably Neville makes no further entry 
about his medical studies in London, and seems to have 
been more interested in the theatre and his own financial 
and domestic difficulties. 


The Immigrant Scot 


It is hard to assess the degree to which Hunter in the 
second half of the eighteenth century was affected by 
prejudice against the immigrant Scot. One may remem- 
ber that Culloden preceded the period under considera- 
tion only by 20 years and that Scotland was still far 
from prosperous, Jessé Foot’s diatribes and the 
antagonisms of his colleagues at St. George’s are 
plain evidence of the jealousy aroused in small minds, 
but the sentiment was by no means limited to such. 
Dr. Johnson's quips have feeling behind them, We are 
familiar with his apostrophe: “ But, Sir, let me tell 
you, the noblest prospect which a Scotchman ever sees, 
is the high road that leads to England.” Said Boswell: 
“ I do indeed come from Scotland, but I cannot help it.” 


His diary covers the years 1767-88 — 
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-To which Johnson replied, “ That, Sir, I find is what a 
“very great many of your countrymen. cannot help” ; 
and again, “ Sir, it is not so much to be lamented that 

old England is lost as that the Scots have found it.” 

A counterblast to such sentiments from the other side 
‘of the Border may be found in a letter from, David 
- Hume, the historian and philosopher, dated from Edin- 

burgh in 1776. He was writing to congratulate Gibbon 
on thefirst volume of his Decline and Fall, and in it he 

“gays? “Such a performance from an Englishman in our 

age would have given me some surprise. You may smile 
at this sentiment, but, as it seems to me that your 
<o countrymen for almost a whole generation have given 
<: themselves up to barbarous and absurd faction, and have 

totally neglected all polite letters, I no longer expected 
- any valuable production ever to come from them.” That 

“gome mutual ‘prejudice existed is clear, and perchance 
< guch feelings are not yet quite dead. 





Contemporary Opinions of Hunter 


“To cdntinue with the views of his contemporaries, 
_ Sir Astley Cooper, one of the outstanding surgeons of 
the early nineteenth century, and a noble figure of a 
man, had a great admiration for Hunter, having attended 
- hiş lectures in 1788. In his own lectures Cooper always 
` refers to Hunter with veneration, although he is critical 
of some of his methods in surgical practice. ' 
: Abernethy, an -ornament of Bart's, and one of Hunter’s 
few friends among London surgeons, in his oration of 
"1819 called Hunter “a shrewd man, aye and a benevo- 
-lent man too.” He spoke of “the zeal with which 
he assisted every poor man of merit,” and said he 
“was. humble-minded and a man of very considerable 
umour. l 
Sir Anthony Carlisle, another contemporary, in the 
oration of 1820 dressed his tribute in flowery language. 
Of him he said: “ Reared and cherished in the Metro- 
polis, the genial warmth of its public-minded inhabitants 
expanded all his energies, and their liberal discrimination 
supported him through those difficult, laborious, and 
` expensive researches which were consecrated to the 
advancement of Medical Science.” As a counter to this 
| may quote from Green, surgeon, philosopher, and 
friend of Coleridge, who in his oration of 1840 observed 
of Hunter: “.. . who at the sacrifice of fortune and 
present ehjoyment to the cause of science, laboured 
- with undaunted perseverance, amid the sneers of his 
contemporaries in the execution of his great work.” 
Edward Jenner was Hunter's favourite pupil and the 
only scientific friend with whom he regularly corre- 
sponded. Ottley (1835) published a number of Hunter’s 
-= letters; some of which I have already quoted. Unfor- 
tunately, Jenner’s side of the correspondence has not 
“survived. In his life of Jenner Dr. Baron says: “I was 
interested to hear Dr. Jenner . . . discoursing on the 
commanding and engaging peculiarities of Mr. Hunter’s 
mind. He generally called him the ‘dear man’ and . . . 
described the honesty and warmth of his heart.” 
- Of contemporary opinion abroad the main evidence 
we have is Hunter's election to membership of the 
French Royal Academy of Surgery in 1783 and 
-othe fact that all his major publications were trans- 
lated into French and German within a year or so 
of their publication in England. 
When. we pass to opinions of the Victorian period 
the tone changes. Benjamin Travers in 1838 quoted 
Dr. Latham as saying, “Pardon me if I hold that Hunter 








































was only nominally a surgeon ; he belonged to no iso- 
lated district of one profession and- he is at this moment 
rendering aid to the labours of Physicians.” 





Later Evaluation of Hunter 


Sir James Paget in 1877 composed one of the best 
and most fully documented studies of Hunter’s life and 
work. He analysed the source of his intellectual acti- 
vity, his power of natural observation, and also his 
passion as a collector. He said of him: “ In all his prac- 
tical writings we can detect the same scientific mind 
as was at work in physiology: the same care and 
laborious activity in collecting facts ; the same quick- 
ness and usual accuracy in generalizing ; but ‘the whole ` 
effect is to ‘be master of all the facts? |“ Paget’s con- 
clusion, “ Yes ! Hunter did more than anyone to make 
us gentlemen,” sounds a note which rings a little oddlv 
to our generation. à 

Lord Lister admired Hunter and set much store on 
an annotated copy of Palmer's edition of his works ane 
one of Sharp’s engravings of the Reynolds portrait 
Godlee in his Life of Lister draws a comparison between 
Hunter and Lister, noting how the first was extra- 
ordinarily diffuse in his interests, whereas the latter con- 
centrated his activity, and in the event achieved so much 
more. 

Savory’s aphorism on Hunter in 1887 merits quota- 
tion: “ He affected more by the questions he put than 
by the answers he worked out.” sae 

Later foreign evaluation of Hunter may be estimated 
from the measure to which his books continued to be 
translated. Quoting from Mr. LeFanu's full biblio- 
graphy, one finds there were publications in French and 
German of his Venereal Disease as late as 1859, and of 
the Blood, Inflammation, and Gunshot Wounds in 1892 
In a letter to Mr. Holden from Vienna in 1880 the great 
Billroth opens with the words, “I honour J. H. as one 
of the greatest men the English nation has -hitherto 
brought forth, and I have often referred to him in my 
writings.” ' i 

The substance of the orations of the current century 
will be more familiar, and I will confine my quotations 
to a few outstanding examples. 

In 1927 Lord Moynihan in one of his polished 
addresses analysed the work of Lister and Hunter. Of 
Hunter he says: “There has probably never been a 
man in one profession with so wide an intellectual 
interest, so profound a knowledge of so many varied 
subjects wholly derived from direct personal inquiry 
and observation. He had no equal either as pathologist 
or as physiologist ; he was already first among compara- 
tive anatomists, and was indeed one of the founders 
of the science.” In tracing Hunter’s intellectual back- 
ground he remarked: “ William Hunter, who impreg- 
nated the mind of his brother, drew his own inspiration 
and owed his intellectual guidance to the Monro-Cullen 
school in Edinburgh.” 

Wilfred Trotter, in 1932, in a characteristically philo- 
sophic essay, said: “ Hunter was a consistent and expert 
user of the experimental method in the study of living 
processes, and it is on this fact. that his fame essentially 
and ultimately rests. Further, it is impossible, however. 
not to be struck by a certain disproportion between the 
amount of energy and genius that was expended and 
the harvest of substantial knowledge that-was gathered 
Many of the researches were indecisive, not a few of — 


the conclusions were incorrect, and no single advance: 
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was won which could be said to mark‘ an epoch in the 
history of knowledge.” 

Trotter attributed this relative failure to the atmo-’ 
sphere, of embryonic science of Hunter’s time and to 
the primitive equipment with which he’ worked on prob- . 
lems which have since only gradually yielded to all the 
resources of the modern world. 

‘Professor Grey Turner, ag I have already mentioned, 
wrote an outstanding monograph on the museum and 
its development, a subject to which Sir James Walton 
also contributed valuable observations. Professor Wood 
Jones in his new introduction to the museum points 
out that it may be termed a collection of specimens illus- 
trating the great principles of the interdependence of 
structure and function i 

| fe 
His Enterprise 

An aspect of Hunter’s character which has not 
received much attention was his remarkable enterprise 
and business ability. This became evident after his 
return from Portugal in 1763: his aim to devote his 
main energies to research and, experiment in the animal 

: field had by then crystallized. His purchase in the fol- 
lowing year of the Earl’s Court farm,. and his building 
programme, form the first outstanding move in support 
of this aim. How he managed it without capital and 
with the half-pay of a staff surgeon as his only secure 
source of income remains mysterious and surprising. 
He was always ready to pay a good price for any unusual 
specimen of animal life—alive or dead—and -his bargain 
of £500 to the resurrection men for.the body of James 
Byrne, the Irish giant, in 1784 is one of the. high spots 
m this respect. It also illustrates his passion for collect- 
ing the abnormal or unusual. Byrne was one of the 
curiosities of the, town, and he is included in one of 
Rowlandson’s cartoons. Sylas Neville went to see him, 
and makes the following entry in his diary on January 4,\ 
1782: “Saw Byrne, the famous Irish Giant, in whose 
person Nature has exceeded her usual limits in a most 
astonishing degree. Even the great Patagonians are 
nothing to this—8 ft. 2 if. Tall men walk consider- 
ably under his arm; but he stoops, is not well shaped, 
his flesh loose, and his appearance far from wholesome. 
His voice sounds like thunder, and he is an ill-bred 
_beast, though very! young—only in his 22nd year.” 

Another example of Hunter’s independence and enter- 
prise is afforded by his setting up a private printing 
press in 1786. From this he produced and sold his 
books direct to the public. The purchase of the lease 
of the Leicester Square property in 1783 and the con- 
sequent ambitious ` building programme are a further 
reminder of the big way in which he managed his affairs. 
Professor Wood Jones thinks it was remarkable that 
he managed to obtain so many glass specimen jars for 
his collection at a time when they were not regularly 
manufactured. His passion as a collector of protean 
interests is shown by the contents of his museum. ‘At 
his death it contained, beyond the many preparations 
pertaining to the animal economy, a large collection of 
fossils, several suits of armour, weapons, and pictures. 
At the sale of his effects after his death, pictures and 
engravings fetched £940, “ curiosities ” £200, and books 
£160. How he acquired the Stubbs pictures, which 
remain in our museum, we do not know. It is unlikely 

` that they were commissions, as it is recorded that Stubbs’s 
recognized fee for the Portrait of a racehorse from 1760 
onwards was 100 guineds. Hunter admired Stubbs’s 


paintings, and mentions in a letter to Jenner that he had 
picked up for £5 one of his studies of a lion attacking a 
horse—perhaps it was a copy. 

In my brief sketch I fear I have given but an incom- 
plete picture of Hunter and a bare outline of the results 
of his impact on the surgeons of his own and later 
periods. His influence on the practice of surgery, so 
far as it was immediate, was not great. He was unques- 
tionably the initiator of the scientific approach ; but, 
technically, surgery could make no substantial advance 
till the advent of anaesthesia followed by asepsis opened 
wide the door. It was in the sphere of medical educa- 
tion as a whole that his influence bore more amediate 
fruit. 


a 
‘Present Aims in Surgical Education l 


. To-day, mainly owing to the vision and energy of Lord 
Webb-Johnson and the munificence of Lord Nuffield, . 
‘this college is embarked on a full policy of postgraduate 
education in surgery. . With both the examining and the 
teaching for an essential diploma in its hands the college 
is now endowed with an almost mdnopolistic power 
whereby it can mould English surgery. We shall there- 
fore have to guard against the imposition of a uniform 
official pattern on our graduates. Our aim should be 
to secure in our diplomates an inquiring ‘and critical 
attitude of mind. Gibbon observed that of the two 
educations a man had—the one given.to him and the 
one he gave himself—the education he gave himself was, 
by far the more important kind. Hunter certainly relied 
mainly on the latter type. It is not my intention to 
suggest that in matters educational we can draw dogmatic 
principles from the example of genius, but one may 
emphasize the importance of allowing fair play to inde- 
pendent thought and action, at all levels. 

Our primary examination is founded on the so-called 
basic sciences. What these exactly should be is in some 
degree on trial and sub judice. ` Ideally the subject matter 
should vary in accordance with the course of under- 
graduate education undergone by the candidate; but 
to contrive such adaptability is hardly practicable. There 
is a general agreement that a full knowledge of human 
anatomy must remain as the foundation of the sur- 
geon’s education. With the ever-continuing extension of 
specialized knowledge in physiology and pathology, the* 
drafting of a reasonable syllabus in these subjects 
becomes more and more difficult. Some would add, or 
substitute for items in the current model, elementary 
_ logic and some study of the history of philosophy ; 
' others have suggested a knowledge of statistical methods. 
However, whatever the. outcome in the introductory 
phase our final aim is the education of practical sur- 
geons, and with this in view we should not forget that 
surgery is a craft as well as a science, and that.it deals 
with human bodies and personalities. I think we should 
bear this ever in mind and take care that lectures do 
not hold too prominent a place in our system. They help 
to get the student through examinations, but do not | 
necessarily make him a competent doctor ot give him a 
working knowledge of human relationships. They impart 
knowledge but cannot give wisdom. The place to develop 
this is in the hospital, where contacts with the teacher 
are on a different plane and where a man’s own obser- 
vations can be brought to bear on the problems of the 
sick, where responsibility is shared, failure can be 
analysed, and success appraised. In ‘regard to the 
method of assessment in the final examination, I cannot 
help thinking that soon we must allow greater credit’ to 
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the practical training the candidate has undergone rather 
than give too much weight to his mastery of multiple 
facts and divergent opinions. j 


A Need of To-day 


To turn to another facet of the Hunterian heritage 
—we all probably accept the truth of Lawrence’s 
aphorism, “ Thus we find at last the difference between 
physic and surgery is a distinction not in science but 
in practice.” Mr, Victor Bonney in his eloquent oration 


of 1942 made out a strong case for some integration of 


the many specialties into which medicine of to-day is 
breaking up. Beyond this there is the need for some 
corporate body to direct and in some degree associate 
the multiple activities of medical minds of to-day. If 
some such joint association is not made effective there 
is a risk of the all-embracing State machine takifig too 
great a part in controlling our activities. The need for 
some such organization was envisaged as long ago as 
1905 by Sir Clifford Allbutt in his lecture, “The His- 
torical Relations of Medicine and Surgery ” ; in that he 
formulated a plea for the foundation of an Academy 
of Medicine and proposed for it the Wriothesley motto 
of “ Ung par tout et tout par ung.” His ideas, I think, 
in some degree helped to advance the establishment of 
the Royal Society of Medicine ; but this great founda- 
tion, successful as it 1s, does not supply the basis for 
that spiritual integration in an organized manner which 
ig desirable if we are to present an undivided mind in 
-facé of State control and prevent the fragmentation of 
medicine into progressively smaller groups. 

Duke-Elder in 1942 wrote, “ British- medicine in its 
present uncoordinated state, lacking central stimulation, 
guided by unrelated and often competing -professional 
bodies and administered by a dozen Ministries, is in no 
position to assert itself in an integrated manner to confer 
the benefits it might upon the population, or to imple- 
ment the opportunities of the immediate future in recon- 
struction, research, and international influence.” This 
may exaggerate the incoherence of our present state, 
but, even if we reduce his dozen Ministries to one or 
two, it is not so far off the truth. In’ 1945 Duke-Elder 
again returned to the subject. He doubted the power 
of the Royal Colleges to fulfil their proper function if 
they remained separate and in some degree isolated, and 
he put:the question: “If the practice of medicine 
becomes more and more an affair of the State, is the 
profession provided with a body powerful enough to pre- 
serve the soul of medicine in its personal and creative 
aspects without which it cannot live?” ` 

Many members of this and the other Royal Colleges 
have, I know, felt the need of some such linking of the 
existing traditional organizations. Practical propositions 
were launched some years ago with great hopes, but 
unfortunately they foundered on the shoals of Snine 
and divided counsels. 

One cannot but feel that the spirit and Henig of 
Hunter, his great museum and our library,’do constitute 
a focal point towards which a renewed effort might be 
directed to bring our forces together before we are 
utterly fragmented. 

Conclusion 


Im accordance with the Orator’s fenaiieaar privilege, 
I have strayed from my main subject, but I wished to 
show that the inspiration of Hunter was for the whole 
body of medicine, that the harvest he sowed matured 
slowly and has been but gradually garnered. If we look 
back on Hunter’s work I think we may agree that he 


_ and titles, rewards or punishments .. . 


conformed to Francesco de Sanctis’s definition of the 
man of science: “ Heis the highest and most virile type 
who needs no cult, for he carries-the sentiment within 
him ;. he has no need for external stimuli for medals 
because he feels 
more powerful stimuli within him, and his conscience is 
stronger than any flag or banner.” 
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RELATION OF SHOCK, CARBOHYDRATE 
UTILIZATION, AND CORTISONE TO 
MITOTIC ACTIVITY IN THE 
EPIDERMIS OF THE ADULT 

MALE MOUSE : 
BY 
H. N. GREEN, M.A. M.D., MSc. | 


F. N. GHADIALLY, M.D. 
(From the Department of Pathology, University of 
Sheffield) 


Í Green and Bullough (1950) showed that following hind- 


limb ischaemia or the injection of adenosine triphosphate 
(A.T.P.) there was an early and strong reduction, or 
complete suppression, of mitotic activity in the skin of 
the mouse. This powerful inhibition was shown tc 
occur in the presence of a hyperglycaemia which 1p 
normal mice is associated with an increased mitotic 
rate (Bullough, 1949a). Thus we found further support 
for the hypothesis which one of us (with H. B. Stoner) 
had gradually evolved, that the state of shock is funda- 
mentally a profound interference with carbohydrate 
utilization. It therefore became interesting to find 
what substances known to be operating in the shock 
mechanism, or, on the other hand, known to interfere 
in one or more stages of carbohydrate breakdown, were ' 
capable of inhibiting mitosis in the epidermis of the 
mouse. The typical feature of this action and those 
now to be described is that the affected cells cease to go 
into prophase though those already in it complete their 
divisions normally. The general methods have already 
been described (Bullough, 1948; Green and Bullough, 
1950) and we can therefore proceed directly to the 
findings. ž 


Hormones Released in the Response to Injury, 

It was suggested that, in view of the protective role 
of. the suprarenal cortex in the response to injury, a 
hormonal factor from this source might be responsible 
for the mitotic inhibition found in shock (Green and ' 
Bullough, 1950). In an article suggesting a possible 
mode of action of A.C.T.H. in allergic conditions! (Green, 

j 
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` 1950) it was stated that A.C.T.H. had in fact a potent 
antimitotic effect, At the moment that statement must 
‘be modified. in so far as all batches tested have not 
shown this property. We have reason to think that this 
lack ‘of antimitotic, effect reflects some general loss of 
biological activity.’ However that may be, there is no 
doubt that the more stable substance cortisone has a 
consistent and most powerful antimitotic action on the 


' skin epithelium of the mouse (see Table). 


XN 


j ; 
some”of its antimitotic, effect by causing discharge of 

cortical steroids, adenyl compounds in general have a 
direct antimitotic effect, or at least one not mediated 
through the suprarenal. , Adenosine, though less active 
in this respect than its phosphorylated derivatives, causes 
a. fall in general oxygen consumption and a transient 
fall in body temperature (Green and Stoner, 1950). Does 
adenosine, therefore, exert its antimitotic action by inter- 
fering in the respiratory cycle of carbohydrate utiliza- 


` 


Changes in the Epidermal Mitosis Rate of Mice (Kreyberg “ White Label” Mules) after Various Treatments 
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Fairly strong inhibition was observed with parenteral : tion ? Cortisone does not Hence the body temperature 


doses of 0.1 mg. per 10 g. mouse. There is little doubt 
that some effect will be observed at a still lower dosage, 
for local painting of the cortisone suspension (25 mg. / ml.) 
on one ear was sufficient to cause-not only complete sup- 
pression of mitosis in the treated ear but also strong 
mhibition in the opposite ear. 

As there is some’ evidence that. saRaalines is one of 
the intermediary agents iñ the pituitaryadrenal response 
to injury (Long, 19471949) and- following A.T.P. injec- 
tion (Stoner and Green, 1950) its effect was also studied, 
and it was found that it too depresses epidermal mitosis 
quite profoundly (see Table). * 


` 


Other Substances Possibly Concerned in the Mechanism 
of Shock 


Of these, A.T.P. and its derivatives most concern us 
here, for A.T.P. is known to have an antimitotic effect 
(Green and Bullough, 1950). The question remained 
open whether this was a specific property of the com- 
pound or one of the many reflections’ of its shock- 
toducing action with a concomitant stimulation of the 
pituitary-cortical mechanism (see Stoner and Green, 
1950). - To our surprise adenosine proved to be a power- 
ful antimitotic agent in vivo in- doses so far. below the 
shock-inducing dose that’little question of this being a 
non-specific action seemed possible (see Table). More- 
over, Hughes in a personal’ communication stated’ 
that in tissue culture chick embryo ‘fibroblasts 
showed a similar response both to adenosine and to 
adenyl compounds, which in biological concentrations 
prevented cells éntering into the prophase of mitosis. 
Nor, on other grounds, did it seem likely that the effect 
of adenosine itself in the whole animal was due to the 
liberation of a cortical steroid with the antimitotic acti- 
vity of cortisone ; for adenosine, at the active antimitotic 
dosage, is unlikely to cause any significant suprarenal 
cortical discharge, at any rate in the rat (see Green and 
Stoner, 1950). ‘Still more apposite is the fact that the 
skin of the adrenalectomized mouse responds to the anti- 
mitotic action both of adenosine and of A.T.P. (results 
will be published later). l a4 

We are left, therefore, with the provisional conclusion 
that, while A.T.P. injection in all probability exerts 


z 


but has a- very powerful antimitotic action, and inter- 
ference with the phosphorylation of sugar in the early 
stages of its glycolytic breakdown could explain this 
action. 


What evidence is there that other agents capable of 


: inhibiting’ any stage of carbohydrate breakdown inter- - 
fere with mitosis ? In tissue culture Hughes (1950) has 


reported on a variety of mitotic inhibitors, but only two 
—iodoacetate and fluoride, both inhibitors of glycolysis 
—completely suppressed mitosis in pre-prophase. Sodium 
fluoracetate, a powerfdl inhibitor in the carbohydrate 
respiratory cycle (see Peters, 1948), did not suppress 
mitosis in pre-prophase. In vivo, however, we have 
found in some preliminary experiments that-all the three 
substances—sodium fiuoracetate, sodium pyrophosphate, 


-and iodoacetic acid—tested because they inhibit differ- 


ent phases of carbohydrate metabolism, showed mitotic 
inhibition in the pre-prophase stage. 


‘ Conclusions 


‘In a preliminary report of this kind we would draw 
only general conclusions. The results tend to show that 
any significant interference with carbohydrate utiliza- 
tion at any stage, in the intact animal, prevents the 
epithelial cells of mouse skin from entering into the 


‘first, stage of mitosis, possibly because all the energy 


build-up responsible for mitosis takes place i in the pre- 
“prophase stage (Bullough, 1949b). If this is so it pro- 
vides supplementary evidencé to the much more numer- 


‘ous and direct data (now being assembled) by the 


Sheffield Traumatic Shock ‘Team suggesting that the 
state of shock is one of profound interference with 
carbohydrate utilization. It seems highly probable that 
the antimitotic effect of shdck-inducing measures is due 
to this interference. The effect seems to be due in part 


-to the liberation of a cortical steroid(s) which may inter- 


fere, possibly in the early stages, in the glycolytic break- 
down of carbohydrate. Strong as this inhibition may be, 
judging from the antimitotic action of cortisone, it could 
not be the only way in which carbohydrate utilization 
is affected in the shock state, for, while A.C -T.H. and 
cortisone do not seriously affect the metabolic rate of 
the whole animal, a striking reduction in this rate is a 
cardinal feature of the shock state.. - ` 


` 


t 
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A working hypothesis on the basis of these mitosis 
counts is that in shock there are at least two inhibi- 
_ tory mechanisms affecting carbohydrate catabolism—one 
operating ‘hormonally in the stage of glycolysis, and the 
other operating (possibly through the direct action of 
adenyl compounds) in the oxidative. cycle. Stoner, 
Green, and Threlfall (1950) have already provided some 
chemical evidence of an interference with carbohydrate 
utilization in shock. Here we are mainly concerned to 
show how these studies may help to explain one aspect 
of the complicated action of cortisone and related 
steroids. N 

If the antimitotic effect is, as seems very likely, exerted 
~ on other tissues, such as the reticulo-endothelial, and in 
other species than the mouse, this, powerful action must 
play a part (see Green, 1950) in the anti-allergic, anti- 
inflammatory, and anti-repair effects which in the mouse 
„and rabbit, and possibly man, are so prominent. That 
‘such effects are incidental and not in any way linked 
up with the known therapeutic effects of cortisone and 
related substances is most unlikely. That they explain 
„all the therapeutic, effects is still less likely, for in that 
case adrenaline ‘or A.T.P. should, in appropriate 


dosage, have the ‘therapeutic virtues of cortisone, which , 


they manifestly have not. The antimitotic effect ‘of 
adrenaline is, however, interesting in view of its rather 
similar effects to A-C.T.H. and cortisone in reducing or 
abolishing some hypersensitive tissue reactions. This 
particiilar property is possibly due to the discharge, in 
excess, of a cortical steroid through adrenaline stimula- 
; tion via the pituitary-adrenal route. 


_, Summary 

‘Cortisone, injected or applied locally, is a' powerful 
inhibitor of mitosis in, the pre-prophase stage in, the 
epidermis of the adult male mouse. 

Two other substances possibly concerned in the shock 
reaction—adrenaline and adenosine—when injected in 
adequate dosage have a similar action. ` 

It is shown that these findings give indirect ‘support to 
the hypothesis that in the shock state there is a profound 
interference with carbohydrate metabolism. , 


We are indebted to the Medical Research Council Commuttee 
‘on AC TH., Cortisone, and Related Substances for supplying 
` the cortisone, and to Mr. R. F. Wrighton, of the Department of 
Social Medicine, Sheffield University, for his valuable statistical 
help. os i 22 


Bullou 
By WS J. 
— 19499). 


‘Green, H 


REFERENCES 


(1948). Proc. roy. Soc. B, 135, 212 
exp. Biol., 26, Pi A 
Endocrinol., 
N. 3s British, Medical Journal, 1, 1165. 
aes (1950). Brit. J. exp. Boa 31; 175 
D (1950). Biological Actions of ‘the Adenine 
» London. 


— and Snar 


Nucleotides. 
Long, TAN (194 ” Rec. ‘Progr. Hormone Res., 
949). In A. . Parpart’ s (Editor) Chemis 
m re Growth & 266, Princeton > Sek Bt, B 
Hughes, A 1950). 1, 25 
Peters, R. rae 
Stoner, H. B., ad Green, H 


603. 
—— —— and oe C. J (1950). 
Congr., .p. 473 


X. (1950). Brit. I = Path., 31, 








i 


Fresh water aboaed ship has always been something of 
a problem, and its magnitude can be gathered from the fact 
that a modern liner uses about 220 tons aday in the Tropics, 
. and must provide storage for 3,000 tons, representing a 
great loss in carga capacity. , The P.&O. are now for the 
. first time to make all their fresh water by continuous distilla- 
tion of sea water. In their new Himalaya special evapora- 
tors have been designed for heating by steam taken from 
the turbines after it has done its useful work there. 
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SHOCK . AND NEOPLASIA 


: BY 
H. N. GREEN MA, M.D. M.Sc. 


r 


2 M. SAVIGEAR, - "M.Sc. , 


_ (From the Department of Pathology, University of 
' “Sepield) 


It was shown (Green, 1949) that ın the rat the growth, 
of neoplasms from the time of transplantation, was, 
unaffected, or relatively unaffected, by repeated induc- 
tion of the shock state, a procedure which powerfully 
inhibits mitosis in normal epidermis and probably many 
other tissùes (Green and Bullough, 1950). This was 
unexpected, since the pronounced fall in oxygen con- 
sumption in the tissues of the shocked animal (Green 
and Stoner, 1950) and some retardation of general body 
growth might have been, expected to retard neoplastic 
proliferation somewhat. Preliminary evidence was pre- 
sented at the International Cancer Congress in Paris 


(Green, 1950) that, as might now be expected, the mitotic , 


rate of the cells of the transplanted tumour was rela- 


tively unaffected by ‘such a; strong shock-inducing - 


measure as hind-limb ischaemia or by the injection of 
A.C.T.H. Some further details are now presented 


together with an interesting extension of this inquiry 


The general methods used have already been described 
(Bullough, 1948 ; Green and Bullough, 1950).. 


Tumour Mitosis and Natural Antimitotic Agents 


Since then further investigations make it clear that 
such strong antimitotic agents as the shock state or 
injected cortisone (Green and Ghadially, 1951) do not 
affect mitosis in various transplanted tumours of mice 
and rats to anything like the same degree as is observed 
in the epithelium of normal skin. A 

In Table I some figures are abstracted from two, typi- 
cal experiments to show the effect‘and time-relationships 
of ischaemic shock and cortisone injection on the mitotic 


TABLE L—Effect of Ischaemic Shock an and Corisone on ı Epıdermai 
Mitotic Rates. Average Number of Mitoses per 10 cm 
Length of Ear Epidermi in Sections Cut at 7 u. The Figures 


Given are for 5 Strong’s CBA Male Mice, and in the Case of 
Cortisone for 5 Kreyberg’s “ White Label” Male Mice‘ 
—* 








rate in the skin of normal mice. ‘In Table II the effect 


of. similar treatments in tumour-bearing mice and rats. 


on the mitotic rates of the tumours and of the epidermis 
in the same animal is illustrated. It has béen found 
difficult in‘some instances to determine the effect of anti- 
mitotic agents on the skin of tumour-bearing mice, and 
the presence of a rapidly-growing neoplasm may con- 
ceivably depress the rate of mitosis in normal epidermis 
This point, however, is being investigated further, for, 
if true, it could be important. It will be readily seen, 
particularly if Tables I and II are compared, that the. 
tumour mitotic rate in both the mouse and the rat is 
‘relatively unaffected as compared with the epidermal 
rate, either by ischaemic shock or by cortisone injection. 
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+ Tape IT —Efect, of Ischaemic Shock and Cortisone on Epidermis 
and Tumour Mitotic Rates in the Same Tumour-bearing 
Animal. Ayerage Number of Mitoses per 5 mm.’ Tumour 


Section (5 u) and Jo cm. of Ear Epidermis: (7 u) Taken ať 
3 p-m. 






(10 Mice) 
46-04 3-2 


C3H male mios bearing 
breast carcinoma 15-54 48 


t 

















Wistar rats pearing T 8 gee Sey, i 
umour = 
RD3 sarcoma Bar 1 





_ 70-0L21-5 





In some experiments ischaemic shock in the mouse did 
not reduce the tumour mitotic rate at all’ and the most: 
powerful reduction was only by about half. as compared 
with complete suppression in the epidermis. 


It must be ‘recognized, of course, that we are not . 


comparing the malignant cell with its normal prototype 
~that is, skin carcinoma, with skin epithelium. There’ 
is, however, collateral evidence from human studies with 
A.C.T.H. and cortisone which seem to us to indicate that 
neoplasms of the lymphoid tissues are nof so sensitive 
as normal lymphoid tissue to the “involuting” effect 
of -these substances.‘ Though striking shrinkage of 


. enlarged lymph nodes was ‘observed in chronic lymphatic - 


i 


‘with Dr. 


leukaemia, lymphosarcoma, . etc. (Pearson and Eliel, 
1950), this was usually transitory and may have been 
due partly to “involution” of normal hyperplastic 
lymphoid tissue. It is perhaps significant that a variety 
‘of neoplasms, both carcinomata and sarcomata, were 
completely unaffected by this treatment. There is prob- 
ably a relationship between this lack of response of: 
many human malignant neoplasms to cortisone and 
A.C.T.H. and the relatively weak or negligible anti- 
mitotic effect observed in our animal neoplasms. If it 
could be generally established, a negative might prove 
of greater interest than a positive effect by revealing an 
essential difference, amenable to’ experimental approach, 
between the normal and the malignant cell, One’ 
approach we are trying is to treat chemically induced 
carcinomata of the skin in mice with cortisone, as 
cortisone has a definite local antimitotic effect’ on, 
normal mouse skin (Green and Ghadially, 1951). 
Another, and perhaps more practical approach “was 
to find the response of the skin pretreated. with a chemi- 
cal carcinogen to these powerful antimitotic agents. Does 
such a local treatmént make the epithelium refractory 
to such agents in whole or in part? We have now good 


evidence that it does After a short period (not more ' 


than four paintings over eight days) of treatment 
with the powerful carcinogen 9 : 10-dimethyl-1 : 2-benz- 
anthracene (D. M.B.), the mitotic rate of the ear epi- 
dermis usually rises quite substantially above the normal 
tate and above that of the opposite ear treated with 
the solvent only. The high rate is maintained for some 
days after cessation of the painting, but appears to 
decline with the gradual disappearance of the/increased 
vascularity produced locally by the treatment.. This 
increase in the mitotic rate, is rarely, though it is occa- 
sionally, as great as after croton-oil painting (see 
Table OD.* g 


From the present standpoint this stimulant effect of 


_the carcinogen is by no means ‘so “important as the 


response of the treated cells to shock-inducing measures 








*The experiments ma, croton oil were done in collaboration 
. S. Bullou 
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TABLE Il.—Response to Antimitotic Agents o 
<: 10-Dimethyl-i : 2 Benzanthracene (0. in Acetone) and 
Croton Oil (1% in Acetone). Five Kreyberg’s ‘“ White 

_ Label” Male Mice were Used in Each Case 


Ears Treated with 








Aatimitotic 
Agent 


Ischaemic shock 
tourniquets 
released at 


Cortisone (0-2 
mg) I.P. at 
12 noon 


tourniquets 
roleased at 
11.30 a.m. 








and physiologically equivalent procedures. In Table IO 
examples are given of typical experiments. The 
carcinogen-treated ear, in contrast to the untreated 
opposite ear, showed only a slight response to the 
decisive antimitotic stimulus’ following the’ release of 
limb tourniquets (Green and Bullough, 1950) or follow- 


- ing the injection of cortisone (Green and Ghadially, 


1951). In striking contrast is the effect of shock on the 
hyperplastic epithelium induced by croton oil (Table IID). 

Here the excessively high mitotic rate was almost com- 
pletely suppressed, though not quite so quickly as was, 
normal mitosis in the untreated opposite ear. ` 


Discussion 


- Two most interesting conclusions can be drawn from 
this work at its present stage. i 


Even a relatively short exposure (in terms of tumour 
development) to a chemical carcinogen makes the skin 
epithelial cells refractory in some degree to the anti- 
mitotic action of certain natural agents. The skin is now 


. relatively insensitive, to the profound antimitotic effect 


of induced shock. Of the known factors concerned 
in this, effect, only cortisone and: A.C.T.H. have 
been tested, and the carcinogen-treated skin was refrac- 


tory to both. We are, however, at the moment some- 


what uncertain of the biological potency of the sample 
of A.C.T.H. used. Adenosine and its compounds have’ 
not yet been tested, but, as their effects are in the present 
respect exactly like those of shock (Green and Bullough, 
1950; Green and ’Ghadially, 1951), the same lack of 
response in the carcinogen-treated skin may be anti- 
cipated. It is also highly significant that the abnormally 
high rate of mitosis induced by’croton oil is nearly 
as responsive to shock inhibition as is normal skin. 
The contrast here between the behaviour of the cell 

involved in the inflammatory | reaction and the cell 

involved in the “ precancerous” reaction is remarkable. 


If the skin paintings are stopped, at any rate at an 
early stage, the refractory state to these agents inhibiting 
cell division gradually disappears. We do not know as 
yet if, and at what stage of treatment, the refractory 
state becomes permanent. That it does become perma- 
nent ‘is highly probable, for in a considerable number 
of tests on three neoplasms (a breast carcinoma and two 
types of chemically induced sarcomata) the maximum 
decrease in the ‘mitotic rate following a strong shock 


3 


“500 Marcu 10, 1951 


{ . 
SHOCK AND NEOPLASIA i 


Barrun 
MEDICAL JOURNA! 





stimulus was only a half. In many instances the malig- 
nant cell appeared to be completely refractory.to such 
stimuli. Of course the importance of this finding depends 
on how far it reflects an essential difference betweeen 
the malignant cell and its normal prototype. The effects 
of local carcinogen treatment do, however, strongly 
suggest that the resistance of the fully developed cancer 
cell is acquired very early in neoplasia and gradually 
becomes a permanent property of the cell. 

Although .such a resistance to normal , growth- 
regulating agents has often been postulated as a property 
of the cancer cell, and in fact is vaguely included in one 
definition—that 1s, “autonomous new growth ”—the 
property has never been precisely demonstrated experi- 
mentally. It may be that this work not only reveals the 
existence of such a property but offers an approach to 
an elucidation of its nature. If, as we think (Green 
and ‘Bullough, 1950; Green and Ghadially, 1951), these 


antimitotic agents'act on the normal cell by’interfering ° 


at one or more stages in carbohydrate utilization, the 
work of the Sheffield Traumatic Shock Team on carbo- 
hydrate metabolism in shock may prove to have some 
bearing not only on the mechanism of-this general bodily 
reaction but also, somewhat surprisingly, on the inti- 
mate changes in cell metabolism, which in themselves 
reflect, or ‘constitute, the essential nature of neoplastic 
transformation. i 
Summary 

A short period of painting of the ear with the carcinogen 
9:10-dimethyl-1:2-benzanthracene renders the epidermis 
relatively refractory to the antimitotic action of shock or 
of cortisone. 

Various transplanted malignant neoplasms are also 
relatively insensitive to the same stimuli. - 

Whether these findings have a bearing on the essential 
nature of the neoplastic change is briefly discussed. 

We are indebted to the Medical’ Research Council Committee 
on AC.T.H., Cortisone, and Related Substances for supplying 
the cortisone; to Mr R. F. Wrighton, of the Department of 
Social Medicine, Sheffield University, for his valuable statistical 

‘help; and to Dr. W, S. Bullough for his expert collaboration in 
one experiment. 


Bullough, W. S 
Green, H. 


REFERENCES 
(1948). Proc. roy. Soc. B, 135, 212 
N. 11949) Rep., Brit. Emp. Cancer-Campgn, 27, 172 
— dt 1950). Proc. Fifth Congrès International du Cancer, Paris. 
, Acta Un. int, Cancer, 7, In press. 
—— and Bullongh, W t (1950), Prt, J. exp. Path., 31, 175. 
—— and SK 0951). British Medical Journal, 1, 


496. ` 
— and Stoner, n B. (1980), 2 Biological Actions of the Adenine 


Nucleos: 
Pearson, OB seer Eliel, L.P (1950). J. Amer. med. Ass , 144, 








How the honey-bee discovers the first, newly opened 
flowers of a crop was discussed in a paper read to the 
Royal Society on March 8 by Dr. C. G. Butler, of Rotham- 
sted Experimental Station, Harpenden. It has been known 
for a long time that bees possess good colour vision, though 
they can see into the ultra-violet where the human eye is 
blind and are insensitive to red—whence, it is suggested, 
arises the scarcity of pure red flowers. More recently Pro- 
fessor Karl von Frisch has described the amazing dance a 
scout bee performs on returning to the hive to let its worker 
colleagues know where ‘it has found a new group of open 
flowers with pollen and nectar ready. But how does the 
scout discover the new flowers in the first ‘instance—by 
sight or smell? Dr. Butler reported that colour 1s the 
chief attractive factor, though a really strong perfume acts 
in the same way. The scent of an individual flower is, 
however, often weak. and it serves only to indice the honey- 
bee to enter the corolla once the colour has done its work. 
If the scent is masked, the bee hesitates to enter on the first 
or subsequent visits, 
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CHEMOTHERAPY IN CHOLERA 
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S. C. LAHIRI, M.D. 


Associate Professor of Medicine, National Medical İnsttrüte 
and Visiting Physician, Chittaranjan Hospital, Calcutta 


Really effective chemotherapy in cholera has hitherto 
le to be a baffling problem. However, good results 
ave been claimed for a few of the newer compounds 
Among these, sulphaguanidine has been extensively used 
for the past few years, but opinions regarding its efficacy 
in this disease have not been uniform (Chopra et al. 
1941; Carruthers, 1942; Lahiri, 1945, 1948). In 
another series of observations (Lahiri, 1949; Lahiri 
and Dutta, 1949) thiodiamine was tried. This is 
derived from the decomposition product of the bark 
of Crataeva roxburghii and also of Moringa pterygo- 
sperma. In vitro it prevented the growth of Vibrio 
cholerae (both Ogawa and Inaba types) even in a 
concentration of 0.5 mg. in 10°ml. of Media. On | 
clinical trial in 30 bacteriologically positive ‘cases the ' 
stool became free of vibrio in three to five days in all 
the 23 cases systematically observed, but the death rate 


_ Was not materially lowered, 


Bhatnagar et al. (1948) had cemnarkabiy good results ` 


' with another compound—a condensation product. of 


sulphathiazole and formaldehyde. Out of 85 patients” 
treated with this drug in a part of the Madras Presi- 
dency during an epidemic in 1947 only three died 
8 .53%): the case mortality rate had been about 60% 
in epidemics during the previous seven years. Saline 
transfusion was not given to any of these patients, and 
there was no nursing and general medical care òr adju- 
vant treatment, though 57 patients (67.06%) were in a 
critical condition with anuria, marked dehydration. 
“ semi-comatose condition, algidity, imperceptible: pulse. 
and body cramps.” Stools became free from vibrio in 
all the cases within six days. The prophylactic value 
of this drug „has also been emphasized. Bose (1949), 
in experiments in vitro with different condensation 
products of formaldehyde and sulphonamides, found 


“that formosulphacetamide and formosulphabenzamide 


exerted better bactericidal effect on V. cholerae than 
formosulphathiazole and other similar compounds. 

A clinical trial of some of the above compounds— 
for example, sulphaguanidine, formosulphathiazole, and 
formosulphacetamide—was ‘undertaken in cholera cases 
admitted into the cholera ward of the Chittaranjan 
-Hospital, Calcutta, during the last epidemic (1950). The 
findings are discussed below. : 

Clinical Investigation 

The period of observation of the cases discussed here 
was from May to July, 1950. The total number of 
patients admitted during this period was 377, and there 
were 122 deaths (32.35%). Many of these patients were 
refugees in a bad state of nutrition and with lowered 
vitality. Consequently the dedth rate was high. A total 
of 268 patients were under clinical observation for the 
present study. All these patients presented typical symp- 
toms of cholera, with profuse rice-water stools, Vomit- 
ing, and dehydration with anuria, prostration, and high 
specific gravity of blood. At the time of admission 133 
patients (49 62%) were in a very bad state of collapse. 
with imperceptible radial pulse and the specific gravity 


ent blood varying between 1068 and: 1072. 
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Powdered ,sulphaguanidine, formósulphathiazole, and, 


formosulphacetamide ' were given orally to successive > 


patients in cyclic order according to their admission 
into the ward, the fourth one admitted receiving ‘no 
chemotherapeutic drug, and thus serving as a control. 
But this order could not always be strictly maintained 
owing to irregular supply of drugs‘and other difficulties. 
Of the 268 patients, 72 received sulphaguanidine, 64 
formosulphathiazole, 61 formosulphacetamide, and 71 
- were controls. All received -adjuvant treatment. 


Dosage.—The dosage was the same for all three-com- 
pounds—4 g. initially, followed by 2 g. every four hours 
throughout the day and night for an adult, till the symp- 
toms subsided or the stool became vibrio-free. Children 
received proportionately lower doses according to age. 
During the first few days of the investigation the dosage 
for both formosulphathiazole and formosulphacetamide 
was 2 g. initially, followed by 4 g. every four ‘hours, 
but this was subsequently increased, for~ want of 
any beneficial response “with this dosage schedule. 

- Adjuvant treatments were given to all the patients when 
necessary. + 


Adjuvant Treatments—All patients received saline 
transfusion (hypertonic, isotonic, and ‘alkaline) till the 


specific gravity of the blood came down to normal . VP 


level. Atropine’ sulphate, 1/100 gr. (0.65 mg.) hypo- 
dermically, was given to all adult patients on admis- 
sion, and was repeated after 8 to 12 hours as necessary, 
All the patients received glucose intravenously either in 
the form of 25% solution, 50 ml. every eight hours, or 
with normal saline in 5% solution as transfusion, 
children receiving a proportionately less quantity. As 
an analeptic nikethamide was extensively used, intra- 
venously in grave cases, and intramuscularly otherwise,, 
and also extract of suprarenal cortex when available 
(Lahiri, 1945). Compounds of theophyllin were used 
intravenously in many cases to stimulate urination. To 
combat the persistent collapse a number of patients 
belonging to all the four groups received plasma or 
Knox special intravenous 6% gelatin solution intra-\ 
venously. The result of the latter observation is being 
published elsewhere. 


et 


Tasie Ul.—Analysis of Results of Treatment 





z 


-Examination of Stools 

Stool was collected by a sterile rubber -catheter direct “ 
from the rectum of the“patient into a test-tube contain- 
ing alkali-peptone media solution, and sent to the labora- 
tory. The first sample ‘was takeh before giving any 
chemotherapeutic drugs.- Subsequent samples ‘were 
taken -on successive days, in the same way, to study: 
the bactericidal effect of the drug used or as controls ` 
Altogether 745 samples of stools were cultured in. this 
series ` 


y . Results 

V. cholerae ‘was found in the stools of 197 cases 
(73.5%) (Table I). These were all typical V. cholerae 
belonging to -Heiberg’s ‘group 1 category. Serological 
investigation with monospecific sera showed initially 
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Taste I.—Results of Treatment 















Investigated ai 29- 
Vibrio-positive (V+) i “27-41 
Ogawa cases 27-46 
Inaba cases ‘ J 21-56 
Admitted with imperceptible ` 
redial pulse (P—) ad 133 42 85 
Tio-positive, admitted with 
imperceptible radial pulse 
Wits P-)_.. LF : 109 41-28 
Vibrio-negative (Y —) 7 33-8 
Vibrio-negative, admitted with A 
imperceptible radial pulse‘ 4 
=P 24 < 500 





(a) type Ogawa in 142 samples (72.08%), (b) type Inaba 
u 51 samples (25.88%), and (c) four were not investi- 
gated. In 29 cases (14.72%) culture of the first sample 
‘of stool failed to reveal any vibrio, though subsequent 
examinations démonstrated the vibrio. 

‘The effects of sulphaguanidine, formosulphathiazole, 
and formosulphacetamide therapy, and also of control 
with no chemotherapeutic drugs, .were studied in this 
series in 72, 64, 61, and 71 patients respectively, the 
respective case mortality rates being 30.55%, 34.37%, 
34.43%, and 18.31% (Table I). In severe cases 
admitted: with impérceptible radial pulse; death rates 


os 











-V+ = Vi-cholerae present in stool. V— = V. cholerae absent in stool 
oses admitted with imperceptible pulse 





P— « Admitted with imperceptible radial pulso.. V+P— = Vibrio-positive 


TABLE Ifl.—Analysis of Results According to Age Group 
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were 45.16%, 48.75%, 43.33%, and 32.26% respec- 
tively, respective numbers of'cases being 31, 41, 30, 
and 31.’ In the studies of age groups (Table II) the 
lowest mortality rates were also obtained in the con- 
trol group.’ This was true both for vibrio-positive and 
vibrio-negative patients. Among those receiving formal- 
dehyde condensation products the mortality was a little 
, higher than among those receiving sulphaguanidine. 
Table IV reveals that the largest percentages of deaths 
in all the groups were due to peripheral circulatory 
failure. 


4 


TaBe [V.—Causes of Death (Clinical) 


Ak 





failed to rise above 70-80 mm Hg, or it dropped down 
again after a slight temporary 'rise, though the specific 
gravity of the blood was brought down to normal level 
by rapid intravenous saline transfusion, followed by the 
continuous slow-drip method as long as required. The 
` next most frequent cause of death was uraemia, the 
formol compound groups recording higher percentages 
than the other two groups. 


Effects on V. cholerae in the Stool 


This was studied in 130 cases. The stools from 33 
patients taking sulphaguanidine, 34° taking formo- 








sulphathiazole, 27 taking formosulphacetamide, and 
, Suiphaguanidins Formosulphathiazole 
Day Total Cases Freed 2 a ’ Total Cases Freed ' 
When 2 
Vibrio- 3 ł 
Fres logawalInaba| V+ | % YZ OgawalInaba| V+ | % 
z4 

2nd 0 1 1 10-0 0 1 1 

3rd 2 2 4 18-25] 5 1 6 

4th 6 | 4] 10 22-16] 7 1 8- 

Sth i 0 1 25-0 4 3 7 

6th 10 3113 3207 3 0] 3 

7th 1 1 2 28-5 3 o |. 3 

8th a 0 i 210 4 0 4 

oth I 0 1 500°} 0 ùj — 

10th © —_ -p — —, i l 4 i 

il = ee os = 

lir So ee E eee ae (ee 

Total V+ A 
studied 33 ` 34 


Jn these patients the systolic blood pressure ’ 








«a36 having no chemotherapeutic drugs were examined 


systematically from day to day to study the effects 
of these drugs on V. choleraé (Table V). “On the 
eighth day from the onset vibrio disappeared from the 


stool in.32 patients (96.93%) in the first group, 32 - 
(94.11%) in the second group, 26 (96.29%) in the third ° 


group, and 30 (83.3%) in the ‘control group. All the 
stools became vibrio-negative by the ninth day in the 
first group, by the tenth day in the third group, and by 
the twelfth day in the control group. In the formo- 
sulphathiazole group, one patient, who still had Vv 
cholerae in the stool on the tenth day, after taking 
72 g. of the drug, became symptom-free and left, 


- hospital. 


Formosulphacetamide } 
2 3 Total Cases Freed 2 , T: 
z Flom Inaba| V+ b #3 
<A : OM 
9-0 1 0 1 37 2 9 2 5-5, 0 
14-6 5 1 6 |222 3 1 4 iili 0 
25-2 3 a -6 (22:2 7 } 4 11 | 30-5 0, 
356 6 3 9 | 33-3 6 1 7 1194 0 
36 4 1] 1 1 3-7 2 tyr 3 8-3 0 
32:65]. 3 0 3 jib 1 0 1 27 0 
50-5 9 0 —— _ i 1 2 5-5 0, 
— 0 0 — —~ 2 0 2 5.3 0 
27:0 0 1 1 |,3-7 1 i 2 5-5 A 
E E E E jr "e | et e EE 
a (eee E hee mo eee IJa 2 jiss] 0 


The average amount of ee drugs received before 
the stools became vibrio-negative was.not at all uni- 
‘form, larger total quantities being taken as a matter 


of course as the number of days increased. In some ' 


cases the stools became vibrio-negative one or two days 
after the drugs were discontinued, though they were 
positive all the time the drugs were being taken. In 
18 patients in the whole series, distributed in all the 
four groups, it was noticed that the vibrio, while present 
in the stool on one day, was absent again for one or 
more days, and then reappeared, though the respective 
treatments were being continued. The longest interval 


observed was four days io a patient in the control | 


group. 
Another interesting fact observed was the alteration 
of the serological types of the V. cholerae in vivo. This 


occurred in 24 patients, and was not influenced by | 


chemotherapy. Though the question of ‘chance con- 
tamination cannot be entirely ruled out in all the cases 
in this series, in some cases a particular serological type 
was the only one of its kind isolated that day. , A few 
examples of mutation are given in Table VI. 


T Taste V.—Analysis of Results of Treatment on V. Cholerae in. Human Stool ; 






















































* This patient, though still showing V cholerae ee in the stool oa thé tealt day after 72 g of formosuiphathiazole, became symptom-free, and lof 


hospital. 


R 
TABLE VI. —Example of Alteration of Serological Types of V. Cholerae During Treatment 





“ Amount — 
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Out Inaba; ais ¡strains 
sorologkally tested 
Hikojima'was prosent 
in only one sample 
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Blood Concentration of the Drugs 


Systemic absorption of the different chemotherapeutic 
drugs used in this series was studied by estimating their 
concentration in the blood, in terms of free and total 
sulphonamide (Table VII). This was estimated in 


- Taste VII—Serum Concentration of ‘Sulphaguanidine (Sx) 
Formosulphathiazole (FST), and Formosulphacetamide (FSA) 
in Terms of Sulphonamide in mg. per 100 ml. 









mg /100 ml. 


Free Total 







Ist urine after 24 hours, then 
free 

Free urine 

tst urine after 12 hous, then 
free 


Ist urine after 48 hours; then 
f scanty for two days, then 


ree 
No unnation; died 











14 
2 days 
64 g. 075 1-5 Urine showed  salphanil- 
6 days J amide (free 12:5, total 
E i 13-5 mg pet 100 ml} 
6 FST AEA 2 » 04 1-2 Ist urine after 21 hours, then 
ys e 
7 FST ous 2-5 42 Ist urine after 53 hours, then 
ys F 
3 FST 52g. | Not de- | Not de- | Free urine, after 12 hours 
*S days | tectable | tectablo E 
FST 32 g 21 2:2 1st urine after 30 hours, then 
9 3 days free N 
FST 54g.. 0-46 0-6 Free urine 
6 days . 
10 -| FST - 23g / 0-87 14 ist urine after 24 hours, 
4 days then free; cured 
u FST 14 g. 0-60 il ist urine after 48 hours, 
3 days followed by anuria; 
12 FST 42 0-35 O54 | Ist urine after 12 hours, 
7 days then fres; cured 
13 FST 19 g. 0-37 063 | Ist urine after 24 hours, 
days then free; 
14 FSA ae 60 144 No urination; died 
ys 
FSA 24 g. 24 26 ist urme after 18 hours, then 
1s 2 da free 
FSA 53 0-71 0-87 | Free urine 
after 36 g. À: 
16 FSA 30 g. 2-1 296 | Ist urine in 24 hours, then 
: 4 days free 
17 FSA i a 08 1] No marked anuria 
18.. | FSA 17 g- 2:0 5-5 ist urine after 28 hours, 
2 days then free; cured 
19 , FSA ase 1-7 45 No urine; died 
ys d 
w» FSA 36 g. 3-7 5-7 Ist urme after 24 hours, 
4 days aa then’ free; cured 








three patients having sulphaguanidine, ten patients having 
formosulphathiazole, and seven patients having formo- 
sulphacetamide. The average blood sulphonamide 
_ concentration for formosulphacetamide was free 2.42: 
mg. and total 4.7 mg., and for formosulphathiazole free 
0.82 mg. and total 1.31 mg. per 100 ml. of blood ; the 
respective total quantities of drugs received were 
24.12 g. and 40.27: g. in for and five days respec- 
tively. _ l , 

One patient having sulphaguanidine, with prolonged 
anuria followed by scanty urination, showed a high 
blood concentration (free 12.5 mg. and total. 13.9 mg. 


per 100 ml). Except for this case formosulphathiazole - 


“showed the lowest and formosulphacetamide the highest 
blood concentrations. In several instances the impor- 
tance of free urination in keeping the blood concentra- 
tion low was apparent. A sample of urine from a 
patient having formosulphathiazole showed fairly high 
‘excretion figures (12.5 and 13.5 mg. per 100 mL): 
Formosulphacetamide was detectable in the blood of 
one, patient examined 53 hours after discontinuation 
of the drug. 


i 


Discussion 


In the present, series sulphaguanidine, formosulpha- 
thiazole, or formosulphacetamide did not reduce the 
mortality rate of cholera patients, the rate being lowest 
in the group that did not receive chemotherapy. This 


-latter fact was noticeable not only in vibrio-negative 


but also in vibrio-positive cases, and even in patients 
admitted in a serious condition with no perceptible radial 
pulse. On an analysis: of the causes of death it was 
noticed that the highest mortality was due to peripheral 
circulatory failure in all the groups. The next most 
frequent cause was uraemia, which was more apparent 
in patients getting the formaldehyde compounds. 

THe failure of chemotherapy in cholera is not altogetier 
unexpected from the nature of the disease. itself, with its 


. sudden onset and profuse vomiting and purging, which 


rapidly produce a condition of marked dehydration and 
serious systemic biochemical changes. There also occurs 
a great fall in the systolic blood pressure, resembling 
shock. Itis not only the loss of systemic’ fluid but also 
the absence of sufficient filtration pressure in the glo- 
meruli of the kidneys that produces the anuria. In many 
cases a quick supply of fluid and salt rapidly improved 
both dehydration and the low blood’ pressure, but in 


others, especially in late cases, circulatory collapse 


becomes irreversible. Chemotherapy cannot be expected 


, to influence the above condition except possibly by 


way of prevention of the development of-the disease 
initially. -Once the disease is fully developed the most 
important factor in its treatment is undoubtedly an 
adequate supply of fluid and salt, and efforts should be 
made to prevent collapse becoming irreversible. 
Analysis of the effects of the different chemothera- 
peutic compounds on V. cholerae in human stool in 
this series does not show any appreciable vibriocidal. 
result in vivo when compared with the control group 
having no chemotherapy. In day-to-day observations - 
regarding the numbers of persons becoming vibrio-free, 
from the second day onward the control group showed 
practically the same results as the groups having chemo- 


therapeutic treatment, slight differences being negligible 


If the vibrio disappears from the stool at practically the 
same rate without chemotherapy as' with it, then the 
sulphonamides used in this series cannot be of much 
practical value, e 

. In some patients it was observed that the vibrio con- 
tinued to be present in the stool so Jong as the drug 
was being administered, but disappeared one or two 
days afterwards. This fact also demonstrates that time 
ıs more important for the disappearance of the vibrio 
from the stool than the quantity of chemotherapeutic 
drugs given. In the absence of any appreciable vibrio- 
cidal effects: of these drugs in vivo, their prophylactic 
value cannot be of any significance. Another point 


‘noted was that, once the symptoms of cholera developed, 


the death rate was also high among patients who showed 
no V. cholerae in their stools. 

Estimation of blood sulphonamide concentration 
showed that all the drugs used in this series were 
absorbable even at the height of the disease, though 
least absorption occurred with formosulphathiazole. A 
sulphonamide may be an additional burden on the 
already dysfunctioning excretory system,. especially if 
associated with irritant compounds like formaldehyde, 
as may be seen in increased mortality figures for uraemia 
in persons receiving the latter drug. On serological 
typing it was found that most positive cases were 
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infected with the Ogawa type of organism. The death 
rate was also higher in that type: Mutations of the sero- 


logical types are little-understood phenomena. These 
were not abolished by chemotherapy. * 
ie oe Conclusion 
Sulphaguanidine, formosulphathiazole, and formo-- 


sulphacetamide given orally did not reduce the mor- 
tality rate in cholera patients, and results in these cases 
compared unfavourably with those in cases where no 
chemotherapy was given ; other treatment remained the 
same. No special vibriocidal effect of these compounds 
was apparent in vivo, the V. cholerae disappearing from 
- the stools practically at the same rate, both in those who 
had chemotherapy and in those who had none. In assess- 
ing the value of the vibriocidal effect of any drug in this 


disease in vivo, it is important to note that the V. cholerae ' 


disappears from the human stool automatically at a 
fairly quick rate. This disease characteristically comes on 
and passes off like a storm, and once it is fully developed 
the most important part of treatment is undoubtedly to 
replace quickly the fluid and salt lost and to prevent the 
development of the irreversible condition of circulatory 
collapse. This peripheral circulatory failure is an impor- 
tant'cause of persistent anuria occurring as a result of 
failure of adequate glomerular filtration pressure, which 
ultimately leads to complete renal failure.- Chemothera- 
peutic drugs, to be of any real value in cholera, must 
have a quicker action than any of the sulphonamides 
tested in this series, and also should not be toxic. 

My thanks are due to Mr. P. N. Sen Gupta, of Bengal 
Immunity Research Institute, for bacteriological ‘work; to 
Dr. A. N. Bose, of the same institute, for estimating the blood 
sulphonamides; and to the Director of the Institute, Dr. U. P. 
Basu, for supplying free of cost the sulphacetamide used and for 
allowing the investigations to be carried out there Thanks are 
.also due to Messrs. Ciba Pharma Ltd. for supply free of 
cost the formosulphathiazole, in the form .of “ formoctbazole.” 
I am grateful to my house-physicians and nursing staff, but for 
whose untiring co-operation during an epidemic this work would 
not have been possible. ' 
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The Tavistock Clinic, as an out-patient hospital dealing 
with psychological problems of individuals and families, has 
been-absorbed in the National Health Service, but a branch 
of it known-as the Tavistock Institute of Human Relations 
has been incorporated as a separate social research organiza- 
tion concerned with the psychology of relatjons between 
human beings in domestic, industrial, and civic groups. It 
ts governed by a council of eight, four of whom are medical, 
and the council is responsible to an association of 50 mem- 
bers elected on a basis of professional activity or interest in 

, applied social research. In a small brochure recently issued 
from 2, Beaumont Street, Wal, an account is given of four 
years’ work, About 70 projects of different kinds have been 
undertaken, some of them for government .departments or 
focal authorities, others for industrial concerns or volun- 
tary organizations interested in community and family 
affairs. To name a few: a study of some aspects of resettle- 


ment in the British zone of Germany; the design of a` 


medical statistics service in a local health authority ; the job 
analysis of nursing auxiliary roles in a hospital group ; the 
development of a new type of family case-work agency ; the 
‘assessment Of safety education films for children. 
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THE INCIDENCE AND PREVENTION 
' 'OF TETANUS AMONG CIVILIANS 


i BY 
l 


E. T. CONYBEARE, O.B.E, M.D., F.R.C.P. 
Senior Médical Officer, Ministry of Health . 


AND 


W. P. D. LOGAN, M.D. B.Sc, D.P.H. 
Medical Statistician, General Register Office 


Tetanus is not a notifiable disease in England and Wales, 
and the only useful indication of its general incidence 
is that obtainable from the mortality statistics of the 
General Register Office. 


= Recent Trend of Mortality f 


Table I gives the numbers of registered deaths and the 
death rates from 1931 to 1948, and the latter are illus- 
trated in Fig. 1. (See footnote to Table I regarding 

ee - ` 
Taste I.—Deaths From Tetanus and Death Rates Per. Million 
Living by Sex. England and Wales, 1931-487 
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Males g 
Yoar No. of Rate per No of 
Deaths Millon Living Deaths 

1931 92 4-8 25 

1932 93 48 21 

1933 74 3-8 28 

1934 85 . 44 26 

1935 98 50 28 

1936 8 OS 44 7 29 14 
1937 85 43 2 16 
11938 of oR 3-6 -17 0-8 
1939 62° 3-1 23 „bI 
1940 91 3-0 18. 0-8 
1941 ` 4g 20 0-9 
1942 66 3-9 29 14 
1943 61 3-7 24 It 
1944 55 3.4 33 1-5. 
1945 - 55 3-4 24 ri o, 
1946 41 22 22 1-0 
1947 49 2-5 22 1-0 
1948 48 24 21 0-9 





Note —This and subsequent tables exclude non-crvilian males’on and after ~ 
September 3, 1939, and nor-civilian females on and after June 1, 1941. es 
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Fia. t.—Annual death rates from tetanus 
all ages. England 


exclusion of non-civilians.) The male death rate has 
recently shown a definite tendency to decline, and the 
rates during 1946-8 were about half of those recorded: 
between 1931 and 1940. Ferale rates, on the other 
hand, remained fairly steady, declining only very slightly 
during the period. f : 
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' Table i compares deaths and: mean annual death: ‘1947 by sex and age in months—29 were-under 1 month 


a rates by sex and age during the two decennia 1928-37 `- 


. Taare Il. a From Teams ‘and Mean’ Annual Death Rates  Yoar. 


+1 k 
-20 ` 
{9 
M . s! 1 
15— ~ 4-7 3-0 - 0-8 0 5 i 
2- 44. SIS “09 - 09 ` ï 1942 3 por bard le 
25— 40° 146 1-0 0: Gij 
. 3— ~3-7 16 13° O8: 1 es es, | 
35— 3-2 22 Li 1 at ee (eee (as 
40— 41, 29 1-41 0- . 
45— 33 3-2 \ tl 0 Brae $ 5. , = 
50— $i ` 24 10 L 1944 -3 Ze) eas: |e 
35- 5. 3-0 16 1- j : 
10- 71 55 1-7 1 4 3 A pen ee 
6s— 33 50 - “45 b 1943 q rig ee 
m- 71 ` 50. 14 09 
E: 45 4-5 0-9) 04 2 , 
1 
3 


' of age to 11 times at 75 years. and-ovpr. 
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DEATH RATES PER MILLION LIVING” ' 


and 1938-47, these death rates being illustrated in Fig.2.. TE fom pets ar OL psa and Ate 


‘Only in boys aged between 1 and 10 were the eh 
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Per Million Living by Sex and Age. England and Wales, in ` 
, Each -of the Fwo Decennia- 1928-37 and 1938-47 - 
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rates “nes in ie sond of the two bane “In boat wn] 
, sex the mortality. was highest during infancy and child- 

hood, lowest during the middle years of life, ue again ~ l 

‘after 50, especially among en “The death 'rates “Infantile- tetanus ‘a,’ therefore, aidea entirely a- disease’ 


among males at every age in both decennia. -were much Of the neonatal peridti, and even at this age, -as at other 
higher than the corresponding female rates ; in 1938-47 88, affects males much more than females. 

they ranged from 1.7 times the female rate under 1 year Fatality—In thé absence of comprehensive morbidity 
`} statistica it is difficult to estimate the fatality (case mor- 
tality) rate of tetanus in the'civilian popu- 






40-50% of ‘cases will’ recover (Press. 
- - 1948). Before antitoxic serum ‘became 
available for treatment the: recovery rate’ 
was only | about 15%, (Brace, ae 
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Geographical Incidence 






1928—37 


death rates in the geographical, regions 
of England and Wales during 1938—48. 
` distinguishing the sexes during thé periods ` 
1938-41 2 and'1947-8. It has been noted 
in France ‘thatthe death: rates from 
tetanus ‘have for many years been con- 
` sistently higher in two. or three of the 

a . departments ‘into which the country, is 
/ 2 divided for ‘purposes of civil administra- 
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_ the regional a nalysis in Table IV; w 
indicates that Hwen 1938 and 1948 the 


consistently -recorded in the East and 
tage regions, the difference between 
e rates in these regions and the others 


ol: . s . i 
O- 5- 1O- ISS 20- 25-30- 35- 40- 45- 50- 55- 60- 655, 70- 775+ ` arisen by ‘chance. 
BCE fe OR ARBRE AT DEATA P 2 ekg PYAR Sy o A possible explanation for the high 
Fio. 2—Mean’ annual icath rates from, tetanus per million living. “Males and Tates in: the’ East and South-west regions | 
ig gt ee by ago, and Wales, Bis 928-37 and 1938-47, is -that a large POPRAD ‘of the popu- - 
a re a gout Et, PP os 


Bh oe, ~ t 
` Cti E E n i 


lation Except in infancy, ‘and if treat- ` 
` ment is prompt, it is possible that about ' 


"Table Iv. gives numbers of, deaths and : 


being more’ than would be likely to Have’ 
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lation in those areas live in Hira districts and are 
engaged in agriculture. Horses and: other farm animals 
undoubtedly excrete Clostridium ` tetani, and a wound 
suffered by a person living ` in a country area is’ more 
likely to be contaminated by dirt or soil infected with 
tetanus bacilli than a wound in a town dweller.’ This 
explanation is supported by Table V, which compares 
the death rates from tetanus in 1946-8 among residents 
of Greater London, county boroughs, other urban dis- 
tricts, and rural districts. In each sex the death rates in — 
the rural districts were about three times as high as 1 
“Greater London. and the large towns, and more than 
half as high again as in the smaller towns: 


» 


Tase IV.—Deaths From Tetanus and Mean Annual Death Rates 
i Per Million Living in Geographical Regions,, England and . 
Wales, 1938-48 






























tor 1-3 
Remainder of i ahs 

South-east ` ,. 11 |22| 38 32 1-8 3i 
' NorthI .. a 4 09 | 6 284.2; 09 19 
North :.. 5 07} 4| 32] 2415 34 
North 5107] 5) 1:5) 1] 03 10 
North IV 4} 111] 9] 16) 4] 06 13 

Midland I = ‘6)06|]17] 34] 2] 04 1 
Midland IT 5;09] 4/16] 5S] 1-8 21 
ae 6{ 1:5 | 10} 54] 6} 30 5:1 
South-west 0| 21 7134 5 | 2-1 3-8 
Wales I §/131] 1/06;—-] — 1-8 
Wales II 1/06; 2|30|—| — 24 


| Note.—For the constitution of the ween Foe regions sco the Registrar- 


General’s Statistical Review for any recent el 


TaBLE V.—Deaths From Tetanus arid Mean Anriual Death Rates 
Per Million Living. Density Aggregates of, England and 
Wales, 1946-8 > ee 















Occinisinal Mortality: —It seems probable, in, view 
‘of the relatively high mortality of tetanus in rural dis- 

tricts, that persons engaged in farming and related 
occupations are exposed to ‘the greatest risk. This, how- ' 
ever, cannot at present be confirmed from the national 
mortality statistics, because the relationship between 
tetanus and occupation has not so far been studied in 
the Registrar-General’s Occupational: Mortality Supple- 
i ment: 


, Prevention ” 
Two forms ‘of artificial immunization can be used in 


the prevention of tetanus. Each has been tested on a: 


large scale in one of the two world wars.. > >, ~ 


Passive ` Immunization.—That : an, injection of antitoxic 
serum given soon after the time of wounding would pre- 
vent tetanus was~clearly demonstrated in the 1914-18 war. 
In Septeinber, 1914, the tetanus rate among wounded British 


soldiers was 9 per 1,000. Routine injection of antitetanus - 


serum was started in October, 1914; and by the end of the 
year the rate had fallen to 1.4 per 1,000 Bruce, 1920). 


Active Immunization.—Proof of the efficacy of this form . 


of prophylaxis against tetanus also rests on military experi- 


x 
T 


` 


, and joint effusions known,as “ 


ence. 
human immunity against tetanus was first produced in 
France about 1931. Active immunization of the, French , 
Army with this toxoill was Begun in. 1936, and by 1939 
,000 French soldiers had received two injections of 
toxoid at approximately a year’s interval, which’ was then, 
thought sufficient to give a solid immunity against tetanus - 
Unfortunately, owing to, the “French ‘collapse in 1940, i 
proved impossible to preserve ‘the records of this pioneer 
experiment of military. -medicine and to determine its. result 
(Ramon, 1950). , 


Active immunization apne tetanus with a formo 
' lized toxoid was begun in the British Army in 1939 anc - 
continued throughout the war. British wounded were: 
however, also given-injections of -antitoxin as soon afte) 
the injury as possible.’ This combined active and passive 


A’ formolized toxoid for the produćtion of ‘active - 


7 


immunization was extremely successful, the number o} , 


cases of tetanus being reduced to insignificant propor: , 
tions, the incidence among British troops being no more 

than 1/25 what it was in the 1914-18 var Boyd. 

1946). 

‘ The armed Forces of the United States daring the 

last war relied entirely upon active immunization tc 

prevent tetanus. At the time of wounding, or as soon 


after as possible, a boosting dose of toxoid was given, 


and not, as in the British Army, an'injection of antitoxin 
The results of this active immunization used ` alon 


proved to be as good as those of combined active ano | 


passive immunization used ‘by the British, and the’ num- 
ber of cases of tetanus among the American ‘armed, 
Forces was negligible (Long and Sartwell, 1947). `’ 

Experience in the British and U.S. Armies during the 
last war showed,. moreover, that tetanus toxoid, unlike 
some other antigens, could’ be - given subcutaneously’ 
without producing a local reaction’ and that it rarely 
caused general reactions. Active immunization witb, 
‘tetanus toxoid is therefore a practically trouble-free, 
procedure. 


'. Only one of the two available methods of artificial 


" immunization against tetanus has hitherto been used in 
this ‘country on ony considerable scalé among civilians 


` 
i 
1 


5 Passive Immunization of Civilians 


The injection of antitoxic serim for the preventior 
of tetanus became established: as a routine. in civiliar’. 
hospitals and also'to a certain extent in civilian general 
practice all over the world before the ‘end of the 
1914-18 war. it is still the only prophylaxis against 
tetanus in general use. among civilians in this country 

The mortality data given above show, however, that. 
this procedure is either not-completely effective or is not 
applied. widely enough among civilians. Moreover, civil 
and military. experience shows that in: susceptible per-. 
sons tetanus antitoxin, like other antisera, ig occasionally 
‘a cause of severe hypersensitivity reactions, some of 
which, unfortunately, prove fatal., Moré often anti- 
toxin catises the less severe but temporarily disabling 
sensitivity reaction comprising an irritating skin rash 
j serum sickness.” In view 
of the frequency of these complications many doctors. 
before deciding whether. or not to give prophylactic injec- 
tions, of antitoxic serum, attempt to discriminate 
between wounds which may be more or less likely to 
cause tetanus. 


It! seems, “however, to be the specific contamina- 


tion which, determines subsequent tetanus rather than . 


the extent or depth of the wound, and tetanus has 


“i 
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occasionally been reported after trivial abrasions of a 
sort which would not be likely to receive medical or any 
other treatment. In general medical practice it must in 
_ fact often be extremely difficult to’ balance the risk of 
tetanus arising from a trivial wound against the risk of 
a serious hypersensitivity reaction to antitoxin. In hos- 
pital practice such decisions hardly ever have to be 
made, because only wounds of considerable severity are 
‘ordinarily presented for treatment, and for these anti- 
toxin is quite rightly given as a routine. 


Active Immunization of Civilians 


Military experience clearly suggests that civilian 
tetanus might be almost completely prevented by means 
of active immunization with toxoid. Widespread adop- 
tion of this relatively trouble-free type of inoculation 
against tetanus would, moreover, free the doctor in 
general practice from the.onus of making the difficult 
decisions which he now often has to make about the 
prophylactic use of tetanus antiserum in dealing with 
trivial injuries. It should be remembered, however, that 
the administration of routine pre-injury active immuni- 

, zation instead of, as at present, an ad hoc post-injury . 
passive immunization against tetanus is likely for., 
obvious reasons to be much more difficult amon 
civilians than among soldiers. a : i 

The present incidence and mortality of tetanus are so 
low that in.order to bring them to the vanishing-point— 
‘and anything less could hardly be‘ regarded as worth 
while—it would be necessary to initiate and maintain 
active immunity in the whole population. Further, in 
order to prevent tetanus during the first month of life, 
when, as has ‘been shown above, the risk ‘is particularly 
great, special measures to ensure that the active immunity 
of expectant mothers was raised to the highest possible 
leveLduring pregnancy would need to be taken. ' 

The method of active immunization against tetanus 
now advocated (Parish, 1948) is to inject three doses of 
toxoid. The interval between the first and second injec- 
tions is six weeks, andthe third injection is given after a 
further interval of six to twelve months. To give such 
a series of injections to every man, woman, and child in 
the country would clearly be an expensive undertaking 
and extremely difficult to organize, especially on a 
voluntary basis, which is the only one'that can be 
seriously considered, 7 

Failing universal active immunization against tetanus, 
which can hardly be regarded as a practical proposition 
for health departments or for the medical profession at 
the present time, there remains to be considered the 
active immunization of population groups selected by 
age, place of residence, or occupation. ' 

The active immunization of a selected age group of 
the population has been attempted in France, where 
since 1940 it has been obligatory by law for tetanus 
toxoid to be given at the same time as immunization 
against diphtheria—at present, before the age of 18 
months (Ramon, 1950). No figures are available, how- 
ever, to show the éxtent to which this obligatory active 
immunization against -tetanus is actually done, and the 
published rates do not yet show that tetanus has sub- 
stantially declined as a cause of death among French 

: children in the last few years. ; 

Serious consideration has also been given iù the 
United States to the active immunization with toxoid of 
selected population groups. In one review of tetanus 
in America (Press, 1948) it was-noted that nearly one- 


INCIDENCE AND PREVENTION OF TETANUS 


F i 
á , 


Meee a „507 

half the reported cases of the disease followed injuries 
which were so trivial as to go untreated or undetected, 
and it was estimated that if the passive form of tetanus 
prophylaxis at: present advocated—that is, immunization 
with antitoxin after injury—were.to be conscientiously 
performed nearly one-third of the total population 
would at some time during life receive an injection of 
ańtitoxin. The high. incidence of sensitization to serum 
proteins likely’to result might be regarded as an impor- 
tant argument. in favour of active immunization ag 
an alternative form of prophylaxis, at least in children 
and in those adults whose occupation exposes them to 
more than the average risk of accident. In another 
review (Long, 1948), after an analysis of data showing 
that in America children from 5 to 14 years run the 
greatest risk of tetanus, the conclusion reached was that, 


although active immunization with toxoid is warranted 


for children and for those with special occupational 
hazards, ‘it cannot at present be advocated for the 
United States population-as a whole. ` : 

Active immunization of the whole population agains 
tetanus has recently been advocated as a long-term 
policy in Denmark} civilians working with earth—that 
is, farmers, gardeners, and navvies—together with 
patients having chronic ulcers, being regarded as special 


_gtoups deserving immediate attention (Lassen, 1949). 


In this country, in view of the relatively high death 
rates from tetanus among children from 5 to 14 years 
of age, it might at present be reasonable to offer parents 
active immunization against tetanus when they are being 
asked to agree to the “boosting” inoculation against 
diphtheria at the time of entry to school—that is, at about 
5 years of age. This ought not to present any: insuper- 
able administrative difficulty, and the active immuniza- 
tion of children of this age group might be specially 
urged in rural districts where the local population seems 
to run a greater risk from tetanus than elsewhere. 

Until further data are available it is impossible to 
consider whether active immunization against tetanus 
should be advocated as a protection against special risks 
in certain occupations. 

. ; = ty : 
Summary and Conclusions 

A review of.the mortality statistics of tetanus among 
civilians in England and Wales during 1927-48 shows ‘that 
during this period.mortality in each sex was highest during 
infancy and childhood, lowest during the middle years of | 
life, and rose again after the age of 50, especially among 
males, : 

In 1946-8 there was a-considerable decline in the mortality 
of males from tetanus, and a much smaller decline among 
females. ars ; 

Tetanus male death rates at all ages are much higher than 
the corresponding female rates. , 

Fatal infantile tetanus was, and is, almost entirely a disease 
of the neonatal period, . ' 

Between 1938 and 1948 the highest death rates from 
tetanus ‘were consistently recorded in the East and South- 
west regions of the country. It is unlikely that these higher 
rates were due to chance. ” 

Death rates from tetanus were higher among the popula- 
tion of rural districts than in London or in the large and 
small towns. - 

The outstanding success of active immunization against 
tetanus in the military experience of the last war is held 
to justify a careful ‘consideration of the application of this 
form of prophylaxis among the civilian population in 
peacetime. . 


A 
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Active immunization of the whole civilian population 
against tetanus in peacetime is rejected as -impracticable, 
but’ it is suggested that the active immunization of children 
at about the age of entry to school would be both practicable 
and justified, especially in rural districts. 
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SPONTANEOUS INTRAPERITONEAL 
RUPTURE: OF THE BLADDER 
/ IN THE PUERPERIUM 


BY f 


A. L. DEACON, F.R.C.S.Ed., M.R.C.0.G. 
Assistant Surgeon, Birmingham ‘Women's and 
Maternity Hospitals 


$ 


İn most cases in which the bladder is, ruptured, trauma 
due to a penetrating body from without or to a bony 
fragment from within is responsible, and the rupture 
is usually extraperitoneal. Most instances ‘of intra- 
peritoneal rupture are due to the concussion of a blow 
at a time when the bladder is distended, and it is com- 
monly the alcoholic who is the victim of this disaster. 
Spontaneous rupture occurs with relative rarity, and 
Stone (1931) could find only 40 cases in the literature. 
He found it to be due to disease of the bladder wall, 
inflammatory or malignant, or to obstruction at. the 
bladder neck or urethra, leading to gross over-distension 
of the bladder. Paralytic lesions'form a small percent- 
age of this type. This spontaneous type of rupture may 
be extraperitoneal, though it is more often intraperi- 
toneal, the former being associated with diseases of the 
bladder wall, whilst the latter most frequently occurs 
with an obstructive lesion. ts 
In Stone's review the precipitating factor immediately 
responsible for the catastrophe was invariably a sudden 
increase in intra-abdominal pressure, due to such causes 
as attempted micturition, straining at stool, and sudden 
lifting of a heavy weight. On five occasions the dis- 
tended bladder ruptured, during labour and once during 
the manual expression of the placenta on the fifth dày 
of the puerperium. Rupture has been reported by 
Sarkar (1944) and Mussgnug (1947) in association with 


` retention of urine due to an incarcerated gravid uterus. 


Claye .(1941) describes a fatal case of Tupturé of the 
bladder wall on the tenth day of the puerperium due 
to a neglected distension with overflow, though in his 
case the tears were not complete and. there; was n0 
extravasation of urine. 

The mortality rate in this catastrophe has always been 
very high, and Stone’s investigations showed that before 
1900 the rates for intraperitoneal ‘and extraperitoneal 
spontaneous rupture were 92.3% and 50% respectively. 
After 1900 the rates were 454% and nil respectively. 

N 


` mi ; J os 


The clinical picture varies considerably, and the extra- 
peritoneal type, with its less acute symptoms, often does 
not reach the consultánt until there are signs of extra- 
vasation of urine, with its concomitant infection. In the 
intraperitoneal type, however, after a period of reten- 
tion of urine, a sudden increase in intra-abdominal pres- 
sure is followed by severe abdominal pain and collapse 
The picture of “ acute abdomen ” with rigidity follows, 
though shifting dullness may also be elicited in many 
cases, - ey alt : 

In most of the earlier cases, treatment was unsatis- ` 
factory, as it was not realized that post-operative ‘drain- 
age of the bladder was essential. Since this has been 
icarried out the results have steadily improved, and Stone - 
maintains that repair of the rent.in the bladder is un- 
necessary, so long as the peritoneal cavity is_drained- 
and.a suprapubic cystotomy carried out. : 

Diagnosis of, spontaneous rupture' ‘of the bladder is 
difficult unless there is a history of retention of urine, 
with an associated obstructive lesion. In the following 
case there was no suspicion of the true diagnosis until 


the peritoneal cavity was searched at laparotomy. 
\ \ 


Case History 

A married woman aged 36 had a normal delivery of her 
second child on September 25, 1950, after a labour lasting 
seven hours. Her doctor had to express the placenta, and 
she had a second-degree perineal tear, which was sutured. 
Her first child had been stillborn two and a half years 
before, following a severe pre-eclamptic toxaemia. During 
the puerperium the patient complained of abdominal. dis- 
comfort, which was thought to be due to after-pains ; but 
she was otherwise well, and her chart showed no rise of 
temperature. On the moming of the fifth day after delivery 
the midwife suggested that the time had come for her to 
spend a few hours a day lying on her abdomen lest her 
uterus should become -retroverted. This injunction™ was 
obediently- followed, and immediately the patient felt a 
severe pain in the upper abdomen and collapsed. She 
vomited once shortly afterwards. , 

I first saw her in consultation with the doctor a few 
hours Jater, when the above history was obtained. At this 
time her temperature was 97° F. (36.1° C), the pulse rate 
was 106 and of fairly good yolumé, while she was sweat- 


ing profusely. Her colour was good, however, and the . 


diagnosis of pulmonary embolus, as suspected by the doctor, 
seemed improbable. The pain was localized to the upper 
abdomen, and on inspection the abdomen appeared gener- 
ally distended, though this was most marked below the 
umbilicus. Palpation revealed a cystic swelling which filled 
the whole of the lower abdomen: and rose to about two 
fingerbreadths above the level of the umbilicus. This was 
“tender, but not as markedly so as the epigastrium and hypo- 
chondria. There was no rigidity, but the muscles had been 
stretched by the pregnancy and had not yet regained their 
tone, and the most outstanding feature was the pain felt 
when the pressure of the hand was released. The swelling 


“in the abdomen was dull to percussion. A pelvic examina- 


tion was not then carried out as it was obvious that the 
patient would have to be moved into hospital. A ruptured 
ovarian cyst was provisionally diagnosed, and arrangements 
were made for her transfer. . ~ 

On arrival at hośpital nearly two hours later, after an 
‘ambulance journey of 16 miles, she was immediately 
catheterized, 26 oz. (740 ml.) of rather dark-coloured 


+ 


urine being obtained. When she was seen immediately ` 


afterwards the clinical picture had changed. She looked’ 
more, shocked than when first seen, with a cyanotic tinge 
'about the lips, though the pulse rate was about the same, 
and the B.P. was 110/70. On examination, however, instead 
of the cystic lower abdominal swelling, there was now a 
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generalized distension of the abdomen, with duliness on. 
percussion corresponding to that of an ascites instead of an 
ovarian cyst. In addition a fluid thrill could be elicited. 
Pain and tenderness were unabated, however, and lapa- 
cotomy ‘seemed imperative. - 

Half an hour later the patient was PEE E though 
the induction was difficult owing to the vomiting of dark 

“ coffee-ground,” material. The stomach was emptied with, 
a stomach-tube, after which there was less diffculty.: A 
metal catheter was passed into the bladder and another 
6 oz. (170 ml.) of clear urine obtained. -On bimanual 
vaginal examination no pelvic abnormality could be found 
apart from the large involuting uterus. A fluid thrill was 
still clearly present; however. i X 

The abdomen was opened by a midline subumbilical 
incision, and immediately a straw-coloured odourless fluid 
began’ to flow out. Six pints (3.4 litres) of this was 
removed with the sucker and the rest mopped out with 
gauze until a clear view of the abdominal contents could 


be obtained. ‘The uterus was pale and normal in size for - 


this stage of the puerperium, while the small bowel and 
omentum were also of normal appearance. Both ovaries 
and tubes were inspected and found to be normal. Thé 
upper abdomen was explored with a hand, and nothing 
abnormal was discovered. More by good fortune than 
design, the ‘uterus was pushed backwards and the utero- 
vesical pouch examined, and there in the fundus of the 
bladder was a hole big enough to admit one or two fingers; 
its edges were necrotic and gangrenous. 


The necrotic edges were cut away and the hols was 
repaired by continuous sutures in two layers. An assistant 
introdticed a Malecot self-retaining catheter into the bladder, 
via the urethra, before the abdomen was Closed, to safe- 
guard against further injury.to the sutured fundus. A little 
remaining fluid was mopped out ‘of the peritoneal cavity, 
and the abdomen closed without drainage. The patient’s 
general condition was not very good, and an intravenous 


-saline drip transfusion was started and a Ryle’s tube left 


in the stomach. A pint (570 ml.) of blood was transfused 
a few hours later. The bladder was allowed to drain into 
a Winchester bottle. Penicillin, 200,000 units, was given 
three-hourly. 

The post-operative course was finvatied at first by a 
troublesome cough with a purulent sputum, though there 
was only slight pyrexia. Some “intestinal distension 
developed, but spontaneous passage of flatus occurred, on 


_ the third day, when the drip was discontinued. The Ryle’s 


‘in small quantities at a time. 


tube had been removed the day after operation. An enema 
was now given, and flatus resulted. By the fifth day the 
patient was eating a light diet, and sulphamezathine> 0:5 g. 
four-hourly, was started. The catheter was removed on the 
ninth day, and micturition was immediately, possible, though 
Estimation of residual urine 
in the morning and evening showed 25 őz. (710 ml.) in the 
bladder at first, though this gradually diminished to a few 
ounces by the fourteenth day, when further catheterization 


‘ was considered unnecessary. Ambulation had been allowed 


as soon as the catheter was removed, Sulphamezathine was 
continued until the residual urine had disappeared. The 
patient was discharged from porear on cite eighteenth 
post- PpD a 


Comment Š 


Spontaneous intraperitoneal rupture of the bladder in ' 
the puerperium is an extremely rare event, and no record 


of any other case can be found, except one in which , | 


manual/expression of the placenta was being attempted™ 
on the fifth day. There is therefore little to be learnt from 
such an occurrence, though it. may be pertinent here 
to make the following remarks: (1) Palpation of the 


‘involuting uterus is still‘an important part of the after- 


care of the puerperal patient. Delay in the descent- of 
the Pondus i is often an indication that the bladder is not 


Y 





= 
jbeing emptied completely, and that residual urine is 
collecting. (2) Early,ambulation .is probably the best 
means of ensuring that a patient empties her bladder 
completely. 
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“AUREOMYCIN AND CHLORAMPHENICOL _ 
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BY .' 
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, Consultant Senior Assistant, V.D. Department, St. Mary's 


Hospital, London; Physician in Charge,, V.D. Depart- 
ment, King Edward VII Hospital, Windsor 


Repòrts concerning the action of “aureomycin” and 
chloramphenicol on chancroid have been somewhat con- 
flicting. Thus, Wetherbee et al. (1949), who tested 


streptomycin, aureomycin, and a number of.other anti- 


biotics in vitro against Haemophilus ducreyi, thought 
that aureomycin had only a transitory effect, and that 
of the drugs tested only streptomycin was likely to 
be of value for soft sore. Nell and 
by Robinson (1950), likewise found the inhibitory 
effects of aureomycin inferior to penicillin, but stated 
that chloramphenicol was effective. Working on the 
human infection, however, Zheutlin and Robinson (1950) 
reported three clinical cases successfully treated with 
2 g. of aureomycin daily for 7-14 days, while Greenblatt 
et al. (1950) recorded yet another case. On the other 
hand, the latter workers believé that 5-10 g. of chlor- 
amphenicol is necessary. 
' The present work was undertaken in Africa during 
1949, on both experimental and Clinical infections. ~ 


Experimental Infection 


An intradermal inoculation of 0.05-0.1 ml. ‘of “fini 
aspirated from chancroidal buboes was given either to 
the patients themselves or to other volunteers. If both 
the donor and the recipient are untreated a local pustule 

‘ develops within 48-96 hours and proceeds to chancroidal 
ulceration. If the recipient is treated with effective drugs 
at the time of inoculation, or the donor before inocula- 
tion, no such reaction occurs. Three series of experi- 
ments: have been described (Willcox, 1950a, 1950b, 
1950c), referring respectively to (1) the auto-inoculation 
ot the donors ; (2) the hetero-inoculation of volunteers 


, treated with material from untreated donors ; and (3) the 


hetero-inoculation. of volunteers with material -taken 
from treated donors 24 hours and later after “the 
beginning of freatment. 

Chloramphenicol—Bubo fluid heath Case 1 (see 
-below), proved virulent by injection into an untreated 


volunteer, was injected into the patient himself, who ` 


then received 250 mg. of chloramphenicol orally three 
times ‘daily for three days. A local bump was evident 
at 48 hours and persisted until 120 hours, when it was ' 
“needled but found not to contain pus. Bubo fluid from 
this donor was also inoculated into five other men 24-48 . 
hours afterithe treatment had begun, and all failed to 
show a take, thus indicating that the fluid had lost its 
virulence. Four others, who received inoculations with 


Hill, quoted 
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donors, were giveh between seven and twelve 250-mg. aureomycin (O'Leary et al, 1948; Irgang and ` 
capsules of chloramphenicol orally over three to five Alexander, 1949 ; Willcox, ; 1949) and chlorampheni- 
.days. None of these showed a take, although takes col (Romansky et al., 1949; Willcox, 1950d), like peni- 
were observed in five out of six controls inoculated with „cillin, have been shown to have a healing action upon the. 
the same material.. ~ lesions of early syphilis, as has terramycin and also, to 
-Aureomycin—Case 3 was inoculated with his own some extent, streptomycin (Willcox, ,1950e). Thus in 


| bubo fluid, which! produced three takes out of three in well-developed communities, although penicillin, aureo- — 


‘ 


' chancroid was, however, positive. He was. then treated 


untreated controls, prior to treatment with 2 g. of aures- mycin, and chloramphenicol are all effective against soft ` 


- mycin given orally over three days. The arm showed sore, their antisyphilitic action limits their use to those’ 


a local bump at 24-96 hours, at the end of which time cases in which resistance to sulphonamides is evident, or ~ 


it was needled but contained no pus. At seven’ days, When phagedaena occurs and the risk of masked syphilis 
however, an ulcer hhd formed, but it seemed that the is small against that of threatened loss of part-or all 
ulceration was delayed by the use of the drug. Bubo of the member. b 

fluid from .this patient was inoculated into’ 13 others In Africa, however, the conditions are somewhat dit- 
24-120 hours after the onset of treatment ; there was a ferent, especially in facilities for accurate diagnosis and 
take in only one (inoculated at 24 hours), and twelve ` follow-up,'which are often virtually non-existent, It is 


showed no reaction. In addition hetero- inoculations, therefore not unreasonable to treat all cases of penile 


from four donors whose bubo fluid had produced 15° sore in the African with the routine employed for 
takes in 17 untreated controls, were made into ten per- syphilis, provided that the drug given is effective, also 
sons, who were immediately given aureomycin orally, against chancroid. Penicillin is very suitable, and many 
the dosage amounting to 500-1,250 mg. over two to workers—for example, Moore (1949}—consider that its. 
four days. There was no take in any. < place in the treatment of syphilis is still secure. It seems 
likely that the single injection of 2,400,000 units of 
Se oe Clinical infection ` procaine penicillin with 2% of aluminium monostearate. 
Thrée cases ‘are reported—two treated with chlor- which gives results in early syphilis almost as good as` 
amphenicol and one treated with aureomycin. ' those obtained with ‘eight daily injections of 600,000 
Case I.—A young male African negro presented with a Units (Bauer et al., 1950), and is at the same time reason- 
fraenal soft sore, with a tender ripening left bubo of two ably effective against soft sore (Willcox, 1950f), is the- 
weeks’ duration. There was a history of sexual exposure optimum routine ‚treatment for genital sores Under, 
seven days before the onset. Repeated dark-field examina- African conditions. ` 
tions for Treponema pallidum were negative, as was the Although the oral antibiotics ‘have all oats pica 
serum test for syphilis, The -Dmélcos skin' test for. drawbacks of penicillin in, the treatment of chancroid, 


with 250 mg. of- chloramphenicol orally three times, daily the fact that they are given orally may prove a blessing 


for three days. The sore was noted to be healing by the in the bush, where administration may be effected, under ”. 


second day, by which time the inguinal gland was no longer 8UPeTVision, by. unskilled persons. The same fact. is 
tender. The sore had completely healed by the fifth day, viewed with concern by physicians in more civilized 
but the gland required aspiration. _ countries, who rightly fear indiscriminate and improper, 
-Case 2.—A young male native of Southern Rhodesia _ treatment by quacks, or by the patients themselves, with- 


` attended with a rosette of preputial soft sores of 18 days’ out even the certainty, as with penicillin, that the patient 


‘duration, but without’ enlargement of the inguinal glands. has actually received the dose prescribed. 


“Three. consecutive daily dark-field examinations were nega- a l 
-tive for T. pallidum, but the serum Wassermann reaction j TE 
was positive, as was the Dmelcos skin test. He- was con- Experiments in which volunteers were inoculated with 


sidered to be a latent syphilitic with'superadded chancroid. chancroidal bubo fluid indicated that both aureomycin arid 


ı Two days before treatment this patient had acted as a chlordmphenicol were capable of preventing’ the experi- 


~ 


control in another series of experiments and exhibited an mental infection in man, and also in rendering the bubo 3 


arm pustule in addition. He was given a total of 2,000 mg. fluid avirulent, 

of chloramphenicol orally in eight-hourly`doses overi three’ | Two clinical caves: of soft a were successtúlly treated 
days, and by the end of this time the penile sores hid with chloramphenicol;and one with. ‘aureomycin, although 
entirely: healed, but the arm pustule proceeded quietly to fluctuant buboes still required aspiration. ( 


@ non-angry ulceration before ultimately healing without 1 


other. measures. : ` : REFERENCES G 
Case 3:—A young male negro from ‘Portuguese Bast mam E J, , Uston,L. J, and Price, E. V. (1950). ` J. vener. Dis 
Africa had multiple soft sores'of the prepuce, with bilateral njorm. . : : 
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had been an exposure two days before this. Repeated Irgang, | S. and-Al Alexander, E ; 1548). ‘Harlem Hosp. Bull. 
dark-field examinations were negative for T pallidum; the 1, 5 
serum Wassermann reaction. was negative, but the Dmelcos - Moore, 1 E, (1949). ae bes ete (1948). Proc’ ; 
skin test was positive. He was given a total of 2,000 mg. Mayo Cim., 23, 574. , 
of auredcycin orally over three days. The penile sores Robinson, RCV (1950. Amer. J. Syph., 34, 273. 
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tion (15 ml. of avirulent fluid being removed’ on the fourth wal DG” Henk enke, M. A., Anderson, R a Pulaski, EJ: 
” day), while the left leaked spontaneously. All was normal’ ~ |: and Rolie D. M. (1949). Amer. J. Syph 
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© ' Discussion = {19508 Areh. “ee Bele Chicago, 62, 533. 
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Stab Wound of the -Heart 

Stab wounds of the heart seem to-be a rarity in Great 
Britain. I have found only one reported case of sur- 
gical repair (Gissane „and Schulenburg, 1937). The 
condition, however, is not uncommon in the U.S.A., 
especially among coloured people. Several large series 
of surgically treated cases have been reported, with an 
overall mortality of less than 50%, while in some smaller 
series the mortality rate has been much less. If a patient 
tives to reach hospital, therefore, the outlook is remark- 
_ably good. This is rather contrary to what one might 
unagine., The following case is reported in order to draw 
attention to.the good results of treatment. ; 


Case Report f 


A man aged 54 was admitted to hospital at 6.25 a.m. on 
October 24, 1949, having attempted suicide about an hour 
previously by stabbing himself in the chest with a pair of 
scissors, He was seen on admission by Dr. E. Keen. 

On examination he was restless and irrational, and 


- cyanotic. When he was supine the external jugular veins 


were considerably distended, but when ‘sitting up this 
partially disappeared. The systolic blood pressure was 
50; the diastolic was not recordable. The pulse rate was 
95. The heart sounds on auscultation were faint. . There 
were three! puncture wounds over the praecordium to the 
left’ of the sternum. An intravenous drip was begun. 
Approximately 10 oz. (284 ml.) of blood was given before 
his arrival in the theatre at 8.30 a.m., when his condition 
had deteriorated markedly. The cyanosis was very notice- 
able, the radial pulse was not palpable, and the blood 
pressure was not recordable. 

An attempt was made to aspirate the pericardium with 
a large-bore needie through both the subcostal approach 
and the fourth left interspace. Nothing, however, was 
obtained; A light general anaesthetic was then begun by 
Dr. J. Black. Thoracotomy was performed through the 


fourth left intercostal space from the axilla to the right - 


border of the sternum. The fourth and fifth costal cartilages 
were divided adjacent to the sternum. A rib spreader was 
mserted. The pericardium was seen to be tense and bulging, 
the cardiac pulsation being just palpable. A small incision 
was made in the pericardium and enlarged downwards, for- 
wards, and medially with scissors. A considerable quantity 
of blood clot extruded spontaneously. The patient’s condi- 
tion improved dramatically with relief of ‘the tamponade. 
Copious venous bleeding then occurred. 


The heart was palpated and a wound in the anterior sur- 


face of the right ventricle found. This admitted the termi- 
nal phalanx of the left index finger, being 4 in. (2.2 cm.) in 
length. The insertion of the finger controlled the bleeding. 
As exposure was not good the skin incision was carried 
vertically downwards in the midline and the incision of the 
pericardium enlarged to give adequate exposure. A stay 
suture was ‘inserted through the ventricular wall in the line 
of the wound and a deep suture passed under the finger as 
the latter was withdrawn. This suture was then tied, but, 
unfortunately, the friability of. cardiac muscle was not 
appreciated and it cut out, converting a simple linear wound 
mto a T-shaped rent. Torrential bleeding occurred. Three 
further sutures were rapidly inserted across the wound and 
tied. These went right through the wall and included endo- 
cardium. Most of the bleeding was now controlled, and 
complete haemostasis was finally obtained by the inser- 
don of four further sutures through the muscle; Catgut was 
used for all sutures. The pericardium was then partially 
closed, the pleural cavity evacuated of blood by suction, 
and the chest closed without drainage, after expansion of 


é 
i 


the lung. During operation 3 pints (1.7 litres) of blood was 
transfused under pressure.. 

On‘ the evening of October 25 the patient became cyanotic 
and dyspnoeic. Examination revealed collapse of the left, 
lower lobe. , Bronchoscopy was pérformed under curare- 
thiopentone ‘anaesthesia and’ a considerable quantity of 
mucus aspirated through the left main bronchus and lower- 
lobe bronchus. An immediate improvement in air entry 
was observed, and post-operatively his condition was much: 
improved and remained satisfactory until October 28, when - 
a further collapse occurred in the left lower lobe. This 
responded to conservative measures—breathing ‘exercises, 
penicillin, and sulphonamides. He was allowed up on 
November 15, and discharged on December 5. An E.C.G. 
on October 29 revealed no abnormality. When seen on- 
February / 6, 1950, he had apparently made a complete 
recovery., ‘ 

‘ Conna 

The effects of heart wounds are in the main due to 
cardiac tamponade or exsanguination—the former when’ 
the pericardium is intact, the latter when a communica- 
tion of sufficient size to allow free drainage exists 
between the pericardial and pleural cavities. In the 
above case the classical symptoms of tamponade were 
all present—namely, increased venous pressure giving 
rise to visibly distended veins and cyanosis, a fall in 
arterial pressure, and heart sounds which were faint and 
difficult to hear. a 

Blalock and Ravitch (1943) recommended conserva- 
tive treatment, giving intravenous transfusions in an 
attempt to raise the venous pressure and overcome the 
tamponade. The fact that the external jugular veins 
became partially collapsed on sitting up suggests that 
the increased venous pressure in this position was over- ' 
coming the tamponade. An intravenous drip, however, 
of 10 oz. of blood pre-operatively had no effect in 
improving the circulation ; bigger quantities may have 
done so, but I doubt tbig because of the free communi- 
cation between the right ventricle and the pericardium. 
Aspiration is also advocated gs a means of lessening 
the tamponade. In the above case, however, the clotting 
of the blood within the pericardium , rendered this 
measure valueless. 

Most authors recommend surgical approach and suture 
of the wounds. A variety of incisions have been 
employed, but that used in the above case is probably 
the easiest and quickest to make and seemed to give an 
adequate exposure. To control the bleeding Beck (1942) 
recommends a finger on the wound, but not in it, as the 
latter is apt to cause further tearing of the myocardium. 
The simple expedient, however, of plugging the hole 
with the finger proved of considerable value. The usual 
suture material recommended (Elkin, 1941 ; Beck, 1942) 


t 


_is fine silk. The use of catgut, however, had no apparent ` 


disadvantage, and was possibly advantageous in view of 
the fact that some of the initial sutures penetrated endo- 
cardium. An important point in suturing is to realize 
the friability of cardiac muscle. Failure to do so nearly 
caused a disaster. The pericardium was left partially 
unsutured in order: to allow drainage into the pleural 
cavity of any further bleeding and prevent the recurrence 
of tamponade. , 

‘ G. S. M. Witson, F.R.C5S., 


$ $ Senior Regi , 2 
\ Crumpsall Hospital, Manchester. 
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_Chordoma as a Catise of Obstetric 
Disproportion 


Ganglion. „neuromäta ‘in the pelvis complicating, preg- 
nancy and: labour have beén reported_on several occa- 
sions (Law, 1913, 1922; Strassmann, 1913714; Sippel, 
1923 ; Turunen, 1940 ; Foster, „Berman, and Compton, 
ae 1942), but a search of ‘the. literature has failed to reveal 
a recorded case of dystocia caused by a chordoma. It 


, ig therefore considered that the following case should 


be recorded. vey a i 


€ ` 
A - 


ets ” Case Report): ed 

A primipara aged 36 was seen at the antenatal clinic at 
the’ 36th week of pregnancy. She felt well except for pain 
‘ın the region of the left hip which radiated down the back 
of the thigh, | and numbness of the left foot. She had had 

_ the pain in varying degrees for the past eight years, and ‘on, 
three occasions had almost lost the power of the left. leg.” 
Sometimes “ pins and needles” were felt. She also noticed. 

` that flexion of the spine aggravated the pain, as also did 

- the pregnancy, / 

On éxamination she appeared to “be a healthy ‘woinan. 
Examination of the central nervous system showed reflexes, 
power, and sensation to be normal and equal on both sides. 
There was a suggestion of wasting of the left leg and buttock; 


noticeable on inspection, but ‘not sufficient to be confirmed-, * ; a: OS Se 


“by measurement, Movements of the spine were limited, būt 
“this was thought to be due to the pregnancy. A foetus the 
size of a 36-weeks pregnancy was found to be presenting as 
a vertea, but free above the brim. 

Vaginal examination revealed a very tender soft cystic 
tumour fixed to the left side of the sacral promontory ; the 
lower border was definable—the upper border: could not be 


` , reached, It appeared to -be just below ‘the level of -the 


promontoty, and was difficult to distinguish from it. The 
distance from the front of the tumour to the lower border 
of the symphysis pubis! was clinically about 3}.in. (9.8 cm.). 
The pelvis was otherwise normal. On rectal examination 
the tumour, which lay behind the rectum, was more obvious, 
and, the vaginal findings were confirmed. X-ray pelvimetry” 
tevealed a normal pelvis, but in the antero-posterlot view 
an erosion. of. the left Side of the body of the first sacral _ 
vertebra could'be seen. 

A week later the patient was ‘admitted to-hospital, as-the 
‘pain was much wofse. ‘Jt continued to increase, and the 
‘pelvic tumour appeared to fluctuate in size, the palpable _ 
part, varying in size between a small cherry and a, large 
plum. No*definite diagnosis was made at this time regard: 


ing the nature of the tumour, but it was brie tht ganglion à 


neuroma was a possibility. 


At`38 weeks’ maturity, because the pain was very ‘severe 
and the foetal head could hot be made to engage, it was 
decided that a lower uterine section should be done and 
an attempt be made to remove the tumour at, the’ same time:. 
Pre-operative intravenous pyelograph showed both ureters 
to be in a normal position. Accordingly after a healthy 
infant had been delivered and the uterine incision closed, 
the tumour was examined. It was found to be ‘coming 
through the first sacral vertebral foramen on the left side. 
The pelvic portion was the size of a plum} cystic, vascular, 
and with a well-defined lower border which seemed to be 
attached to the first sacral nerve root. The tumour did not 
extend up into the abdomen, and; because of the largé 
uterus, access to it was not easy. However, the , peritoneum 
was dissected off the front of the tumour, and, as the attach- 
ments ‘made- its removal impracticable at this time, a piece 
was taken for biopsy. There was a fair amount of bleeding, 
which-was controlled by pressure. 

After operation the obstetric progress was normal.. The 
sciatic pain disappeared for the first 10. days, but then 
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limitation of flexion. of the lumbar spine! Flexion of the 


right hip was 90 degrees and of the left hip 60 degrees. 


The patient was transferred to the care: of the neuro- 


surgeons, and two months later, after a cisternal myelo- : 


‘graphy which showed a complete block at the level of the 
fourth lumbar vertebra, Mr. Eric Paterson operated: through 
a midline incision over the lower lumbar and. upper sacral 
segments. ‘There was a large protrusion of tumour through’ 
an aperture in the posterior surface of the sacrum just to 
the left of the midline and centred at the level of the second 
-sacral vertebra. It extended through. the anterior surface 
of the sacrum to expand into the large mass felt pet vaginam. ' 
Above, opposite the fifth lumbar vertebra, was a similar 
protrusion on the right postero-lateral aspect of the theca, 
which was ‘narrowed by the masses of tumour growth at 
and below this level and distorted into an S curve. The 
tumour was extremely yascular and very soft in consistence ; 
its accessible portions were scraped, away, but complete 
removal was obviously impdssible. ' 

‘Dr. A. Dick reported on the specimen as follows: |“ Histo- 
logical examination of the material shows the structure of 
a chordoma with numerous areas of haemorrhage.” : 

A year later the patient was symptom-free apart from: 
some generalized rheumatism, though there was probably 


a local recurrence of the tumour in the pelvis ; the left, sacral | 


ala was obscured ‘by thickening, and the diagonal conjugate, 
reduced to 34 in. (8.2 cm). 


j 


- Comment 


, 


The interest of~this case seems to be partly ini the’ 


rarity of such a tumour as a cause*of dystocia, and - 
partly on account of the fact that, although the symp-` 
toms had lasted for eight years and the patient has been 
thoroughly investigated several times for sciatica, the 


presence of the tumour was not demonstrated until the | 


routine vaginal examination at the 36th week of preg- 
nancy. The corrélation of the tumour: with the neuro- 
logical symptoms then became evident, and one wonders’ 
if its growth had, been accelerated by pregnancy. The.’ 
first tentative diagnosis was -a glion neuroma— 


fibroma, lipoma, and sarcoma ‘being ‘also | regarded ; he 


as possible : it was only at operation that the’ spinal 
origin’ of thé tumour was ‘discovered. _ 

We would like to thank Mr. Eric Paterson for his help and 
operation with the case;; and Dr. D. Mackay Hart and 


Dr. R. G. H. Cunningham for permission to publish. 
7 AUDREY FREETH, M.B., MRCOG. 
Z 1 JAMES Mam; F.R.C.SEd., M.R.C.O.G. 
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since last June a spécial anti-tuberculosis centre, estab- 
lished by W.H.O., has been at work in Istanbul (Turkey) 


` 


training medical) men and health, workers in modern ' 
“methods; and a ‘permanent building for it was opened, on 


February 17, providing t the occasion for’a review of its work. 

In eight months the staff has given’ courses to nearly 300 
doctors ahd nurses, tuberculin-tested 8,000 people, and given 
,3,000 vaccinations, while 10,000 x-ray examinations have 
been made. The staff consists only of a French specialist,, 


an English technician, and a French nurse. Tuberculosis is Š 


estimated to cause 40,000` deaths’ annually in Turkey. 


~ Another W.H.O. centre has already been established in = 


reappeared. Examination 8f the: central nervous system NeW Delhi, and others are planned for Thailand, Burma, 


on the reth day revealed an absent left anette and gross 
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TEXTBOOK OF MEDICINE 

, A Textbook of the Practice of Medicines By Various `^ 
Authors. Edited by Frederick W. Price, F.R.S.(Ed. 
M.D., C.M.Œd.), F.R.C.P.(Lond.), - Hon.M.D.(Belf.). 

\ Eighth edition. Oxford Medical Publications. - (Pp. 


2,076. £2 5s.) London: Geoffrey Cumberlege (Oxford 
University Press), , 1950. : 


For years “Price” has been | regarded as a standard 
textbqok, and its successive editions, like milestones, 
have marked the majestic progress of medicine. Its 


contributors have always been men of distinction, for ` 


. whom Collier set an early standard of excellence with 
his suberb chapter on diseases of the nervous system> 
Perhaps more than any- other British textbook of 

, - Medicine it is regarded abroad as representing the medi- 


cal practice of this country. It is natural therefore that a eer Becton), Ce aoua aion. 
we should be sensitive about our ambassador's appear?” P Pee ee a es Reve ag 
ance add views.: £1 83.) London: J. and A. Churchill. 1951.. a 


` 


tension, nor is there anywhere more than a passing men- 
tion of modern anticoagulants. But space is found for 
a nostalgic reference to the efficacy of sodium cacodylate 
in asthma. A 3 $ 

A carping- critic can always find material for a 
splenetic review in a medical work of 2,000 pages, how- 
ever-excellent it may be. Unfortunately this volume, 
which should be so good, provides such abundant scope 
for animadversions that the space allotted for its review 
is insufficient to chronicle more than a small fraction ; 
of them. The eighth edition of “ Price” has increased’ 
in girth but. not im stature. ‘ : 
D. M. DUNLOP. 


RECENT OPHTHALMOLOGY ‘ 


Recent “Advances in Ophthalmology. By Sir Stewart 
Duke-Elder, K,C.V.0., M.A., D.Sc., LL.D.(St. And.), 
et ae M.D., F.R.CS., Hon. D.Sc.(North- 
western), F.R.C.S.(Ed.), F.A.CS., and Allen J. B. Gold- 


The eighth edition contains much, new material and. The fourth edition of this book comes 17 years after 


has several new contributors. It is 42 pages longer than 
its predecessor, so that the well-marked middle-aged’ 
spread of‘ the seventh edition remains troublesome, 
making the volume unsightly and clumsy. It would be 
- more comely and manageable were it taller and thinner. 
The binding is of poor quality, and the printing 
indifferent, but the cost is very moderate for a book of 
this size. In the copy sent for review pp. 705 to 736 
inclusive were missing. The work seems to have suffered 
even more than other books published just now in this 
‘country from the length of time it has taken in the press, 
so that many recent advances of medicine find little or 
no mention in it.” ae à 
Much of the contents—particularly the description of 
disease—is admirable. The weakness of the work lies 
in its paragraphs on treatment, which occupy a not in- 
considerable portion of the: book. Too many thera- 


the publication of the third and is a completely new 
book. Rather more than one-third of the text is devoted 
to the intraocular fluids and glaucoma, and includes dis- 
cussions on the clinical significance of-the blood-aqueous ' 
barrier, the work of the Zurich school on the cytology 
of the aqueous, the role of aqueous veins in drainage, 
and the practice and value of gonioscopy. In an equally 
extensive section the authors discuss infection b 
teria and viruses, and chemotherapy and the antibiotics. 
That an endocrine factor may be responsible for inflam- 
mation is indicated, though the authors appear to adhere. 
to the older theory of infection in some modified form. 
The concluding three chapters are on the cornea and 
conjunctiva, cataract, and endocrine exophthalmos, 
.There is a judicious blend of the purely theoretical 
and the essentially practical aspects of ophthalmology, 
and in the fields selected „by the authors their review is 


bac- ; 


$ 


pS 


‘detailed and intensive. The historical matter included _ 
in the section on the antibiotics captures some of the . 
early excitement caused by the therapeutic revolution 

still in progress. -While no attempt has been made to 


peutic measures are often mentioned, leaving the reader 

. in doubt about which to choose ; accounts of remedies 
which have had their day and been found wanting are 
_frequently perpetuated ; and useful measures are de- 


scribed in insufficient d - These points are well 
„exemplified in the treatment of -pneumonia, p. 1296, and 
in that of urticaria: “. .. mild purgatives and the 
admunistration of intestinal antiseptics, such as salol, 
ichthammol, creosote and calomel, can be recom- 
mended. Some patients improve on tonic drugs, such as 
jron, arsenic and quinine, Antihistamine drugs have 
proved very useful in many cases ; or ‘ephedrine hydro- 
chlor. gr. 4 td.s. may be tried.” Sulphapyridine still 
crops up occasionally in this 1950 edition, though it has 
vanished even from the- conservative pages of the 1948 
British Pharmacopoeia. Vaccines are often recom- 
mended in circumstances in which their value is indeed 
doubtful, and butcher’s meat is still banned in the 
management of hypertension, although “fish, poultry, 
game (not high)” are considered suitable. In the treat- 
ment of bronchiectasis there is no discussion of the indi- 
cations for lobectomy, but creosote baths are fully con- 
sidered. A long paragraph is devoted to the description 
of a compressed-air chamber for the alleviation of 
emphysema, but om the same page ‘the controversial 
treatment of cor pulmonale is summarily dismissed in 
four lines, which, however, do not forget leeching. There 
is no discussion of the place of sympathectomy,in hyper- 


fm 


cover the whole field of ophthalmology, significant 
developments during the period under review have all 
been noted. The clinician will be especially interested. 
in the accounts of gonioscopy, biomicroscopy of, the 
fundus, brucellosis, toxoplasmosis, the virus- diseases, 


penicillin therapy, keratoconjunctivitis sicca, and rubella ~ ` 


ARNOLD SORSBY, 


HEALTH IN SCHOOL-CHILDREN l 


{ x 

Handbook of Child Health. By Austin Furniss, 
LRCP., L.R.C.S.Œd.), L.D.S., D.P.H.Univ., of 
Manchester). (Pp. . £1 5s.) London: Sylviro 
Publications, Ltd, 1950..- 


Dr. Austin Furniss has written a useful little book, 
though the title is misleading in the sense that he dis- 
cusses only the child at school. The book is refreshing 
in its approach, for there is no section on the periodic 
examination of school-children. Instead the author 
broadly considers nutrition,. growth, and diet before 


\ 


going on to discuss the special aspects of nursery schools | 


and open-air schools. In the rest of the book he 
describes in detail the problems presented by the child 
who is handicapped, mentally and physically. He might 


i} 


` 
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have included more about the child with juvenile rheu- 
matism, with or without heart disease; and. should have 


. mentioned’ the pioneer “ heart homes” such as West 


Wickham and the rheumatism supervisory scheme of 
the London County Council. This is, however, the 
only serious omission, Otherwise the author reviews 
most of the conditions with which the school doctor 
has ‘to deal. It would have been interesting if he had 
included a ‘chapter on the duties of a school nurse’ 
(though he mentions them in some sections) and his 


uw 


` 


e 


has meant neglect of other aspects of biology of equat- 


importance to human beings and of Considerably greater 
biological generality. After reading the section on 
human diet one might say, though unfairly, that the 
emphasis is too mych on the American body, for this 


section is devoted almost exclusively to a warning’ 


against over-eating. > 


Such questions of ‘content’ are too much a matter of, 
opinion to be made a subject of criticism, though they , 


„are an important subject for discussion. But there is | 


views on the part’ which the’ doctor can play in the ,a real criticism to be made. The book suffers here and 
there from that curse of so much elementary biology" 


individual’ school in conjunction with the teaching staff. 
“ B.C.B. vaciuation'™ ‘on page 83 is an unfortunate 
misprint. 

It ıs interesting to note the auia conclusion that 
the threé- biggest problems of the'school health service 
are infestation, dental disease, and mental retardation, 
but he is perhaps pessimistic in stating that little can 
be done about ‘the last. There is surely scope for a 
bold: constructive policy of help for parents of such 
children. Students working: for the DCH or D. PH. 
will find this a' helpful yolume 


ALAN, MONCRIEFP. 
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BIOLOGY FOR THE CITIZEN | ne 


` Biology : the Human Approach. By Claude A. Villee. 
p. 580; 250 figures. £1 5s.) Philadelphia and 
ndon: 'W. B.: Saunders, Company. 1950. 


In common with so many modern American textbooks 
intended to provide a general first-year university 
educdtion in biology, that of Villee makes man the 
centre of interest. It is widely agreed that’ such 
human biology is the kind of biology which the 
enlightened , citizen should know first and foremost, 
for it most easily captures and holds the ordinary 
student’s interest and need not entail any sacrifice of 
basic scientific principles. 

Villee has made the core of his book an account, 
of human physiology. He has done this clearly and | 
far from superficially. To this core he has attached ` 
a rather thin comparative treatment of plants and 
animals, linked to the human physiology mainly by 
the notion, of an evolutionary scale of beings. Evolu- 
tion is indeed, and rightly so, the guiding principle ‘of 
the whole book, and. the author concludes with a stiff 
section on formal genetics and ‘an unusually’ full and* 
well-balanced discussion of the theory of evolution and 
the evidence.on which it is based. Such an evolutionary 
emphasis, admirable in itself, shows also considerable 
strength of purpose'in an American author, since the 
American educational scene is not entirely favourable 
to the teaching of evolution. 

The author’s definite view of what ‘earners biology 
should be stimulates some questioning of its adequacy. 
In spite of the emphasis on physiology and evolution, 
it can be ‘argued that the picture of the organic world 
that the Saher paints is not really a living one. ', The 
reason is that’ the dynamic relations of organisms to 


each’ other and to-their physical environment appear 


little’ more than incidentally. Yet these relations are 
surely of vital importance to biological science, includ- 
ing evolutionary ‚theory ; and, since man is bound by 
‘them, they are no less important to the educated citizen, 
whose survival depends on them. The relevance to the 


, practice of medicine of a public well grounded in human 


physiology can be granted. But the emphasis in this 
book is'perhaps too much on the human body, for it 


os 
` 


r 


, theoretical feebleness. It is high time'that protest was. 
made against such carelessness as the definition of the 
principle of organic evolution in such a way as to apply 
only to the lineages of present-day organisms and only, 


to the transition from simple to complex. ` Then there ' 
is that inevitable list of characteristics all of which are 


supposéd to be possessed by all known living things. 


There are said to be six of them, and to: justify three + v 


of these—reproduction, movement, and ‘growth—would 
strain ingenuity to breaking-point. Villee is, of, course 
doing no worse, and often a good deal better, than most’ 
textbook writers. These half-baked generalizations drift ' 


\from one textbook to another. Could not the new. - 


human biology break this bad old tradition ?- 
i ‘ ZM. ABERCROMBIE. 
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(Pp. 251. 42s.) London: terror 1951. 

‘A Dictionary of Bio 
(Pp 246. 2s.) Harmon rth: Penguin Books. ‘1951. 


Science ‘News 19. ` Edited by J. L. Crammer. (Pp. 142. ‘Is. 6d) 


Harmondsworth : Penguin Books 1951. 


+ 


i 


oN 


By M Abercrombie and others. ' 


Malignant Disease of the Female.Genttal Tract. , By. $u 


Way, M.R.C.0.G. (Pp. 279. 24s.) ‘London: | J. and A. 
Churchill. 1951. ; (o 


Recent Pro, s3 in Psychiatry. Edited by G. W; ‘T: B 


” Fleming. “Vol. 2. The Journal of: Mental Science. Eps TAL. 


50s.) London: J: and A. Churchill, 1950. 


Ex, 1 Physiolo for Medical Students. ' By D. Te 
Aarie D.Sc., Finst.P., and others, Sth ed. (Pp. 305°, 
21s.) London: J. and A Churchill: 1951. 


Stress. By H Selye, M.D, PhD, D.Sc, FRS(Can.).- 
(Pp. 1,025. No price.) Montreal: Acta 1950. ' 
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The Méantng and Practice oj 'Psychothaa By Vv. BO 


-Fisher, Ph.D. (Pp. 411. ote: 6d.) New ork: Macmillan 
Company. 1950. 


Transactions of Conferences of the. Josiah Macy, jatt 
Foundation. Renal Function, Edited by S. E. Bradley. (Pp. 172. 


$2 50.) Metabolic Interrelatons. Edited by E. C. Reifenstem, ` 


jun, M.D. (Pp. 279. $3.95.) ‘Blood Clotting and Allied 
Problems, Edited by J. E. Flynn. (Pp. 224. $3) Biological 
Annoxdants Edited by C. G. Mackenzie. (Pp: 181. $3.25). 
Cybernetics. Edited by H. von Foerster. (Pp. 209 + $3.50) 
Liver Injury. , Edited by F. W. Hoffbauer, M.D.. (Pp. 164. 
$1.60.) Problems of Aging. Edited by N. W. Shock. (Pp 258. 
$375) New York: Josiah Macy, jun., Foundation. 1950 j 


Techniques et oe eco en Pneumologie. Edited , by 
P. Bourgeois. 1,000 francs.), Paris: L’Expansion 
Scientifique ioe 1950.° j par 
Studien über die Morphogenese des Plattonepithelkarzinoms 
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REMUNERATION OF GENERAL 
PRACTITIONERS 


-When the Spens Committee was considering the 


remuneration of general practitioners in the N.H.S. 


‘it was much: concerned to see that the financial 


rewards of general practitioners should be such as 
to attract into its ranks men of first-rate ability. In 
the past there has always been in general practice a 
steady leavening of the average with men of more than 
usual ability. It is true that it was not necessarily 
the expectation of financial rewards that attracted 
the best men into this kind of work. They were 


drawn more by a true sense of vocation, and at the- 


same time they knew that they were assured of a 
position in society which carried with it regard for 


` their personal worth. The status and ‘prestige of 


the general practitioner ‘are obviously linked to a 
large extent with what society is prepared to pay 
him for his long and responsible labours. But, 
whatever the intentions of the Spens Committee, 
‘things Have not worked out in the ‘way that was 
hoped for. General practice’ has received a severe 
setback in public esteem and, in the eyes of the 
medical profession. 'The general picture is such as 
to discourage a young man from taking up what is 
the most’ worth-while career in Medicine. Recently 


- a final-year student asked in our columns for advice 


- 


‘from his seniors,’ and the replies that were published 


in the Supplement of March 3, while discouraging. _ 


in parts, nevertheless did show that, whatever the 
complaints among general practitioners, they are 
made against a background of a love for the work 
they do and a belief that it is worth doing. Yet 
it is idle to deny that this spirit is being damped 
down by the comparisons that are now publicly made 
between the rewards of general practitioners and 
others in the medical and dental professions. It is 
now nearly three years since the N.H.S. was 


` inaugurated, and there is still no agreement about 


what general practitioners should be receiving if the 


' Spens recommendations are to be fulfilled. This con- 


tinued postponement and delay has led to widespread 
dissatisfaction and sense of frustration. If this goes 
on much longer the N.HLS. structure, which is already 
beginning to creak, will begin to crack. 

When the General Medical Services Committee 


"met on Tuesday to prepare the ground for the 


7 


Conference of Local Medical Committees planned 
to take place on March 29, they received a letter 
from the Ministry of Health (published elsewhere in ° 
this issue) in which it was stated that as a result of 
his first discussion with represéntatives of the G.M.S. 


- Committee the Minister is convinced that “ there is a 


good prima facie case for their reviewing, as‘a matter 
of urgency, both the adequacy of the total remunera- 
tion of general practitioners and its distribution.” 
(The “ their” refers to himself and the Secretary of 
State for Scotland.) This is at least encouraging. 
The new Minister of Health, Mr. Hilary Marquand, 
is, it is fair to assume, really sympathetic towards 


general practitioners, and within the limits of his 


powers anxious to resolve the present deadlock. 

Unfortunately he comes into office at a time when 

the profession has been put off by one pretext after 
another by the previous Minister, and so general 

practitioners have become intolerant of any further 

delay. But at the same time we should recognize 

that, new to his task and faced with this problem 
on the eve of the Budget, Mr. Marquand has some- 
reason for suggesting that the review of, the facts 
should be made not in March but in April. 

The G.M.S. Committee on Tuesday of this week 
discussed this matter at some length. ° They were, 
of course, well aware of the anxiety of general practi- 
tioners for a solution of. their problem, and some 
no doubt could not help reflecting upon the rapidity 
with which the claims of the railwaymen were met 
recently by Mr. Aneurin Bevan. The ‘two matters 
to be settled are the expenses ratio—which' surely , 
could be settled quickly without splitting any more 
hairs—and the size of the central pool of money for 
distribution to general practitioners in terms of the 
recommendations of the Spens report. 

The G.M.S. Committee discussed at -length the 
question of postponmg the March conference. One ’ 
disadvantage of holding it on the arranged date is 
that certain important information-will not then be 
available. Nevertheless the conference has already 
been postponed once—from December to March— 
because of difficulties arising from the strike in the 
printing industry. To postpone it once more, even 
though this could on some grounds be justifiable, 
might, it was felt, weaken the profession’s position. 
The Committee therefore decided that no steps should 
be taken to postpone the conference, which will in 
any event have before it a-letter in which, for the 
first time, a Minister of Health has recognized there 
is a prima facie case*for reviewing the adequacy of 
the remuneration general practitioners are now 


” receiving. 


2 Watson, P.G, British Medical Journal Supplement, February 17, 1951, 
Ps \ , 
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CHOLERA , X 


There has been no cholera epidemic in the United 
States for three-quarters of a century, or in Britain 
for over half a century. Most Western European 


- countries have been equally free from this disease. 
Yet scarcely a-week passes without a patient dying — 


of cholera in Bengal, and the annual toll in India 
and Pakistan still averages over 200,000 deaths. 
The immunity enjoyed by western countries, how- 
ever, has cost them millions of pounds annually . 
through quarantine . organizations, delays to ship- 
ping, and other trade-hampering restrictions. The 


true endemic areas of cholera are very limited, . 


even in India, _and the high average death rate 
from this disease is due to the periodic epidemics 
that occur when the infection spreads to the non- 
endemic areas. The whole world has long looked 
at India and anxiously waited for her to solve her 


own .cholera problem, but the earlier measures 


adopted by the health authorities in India were 
purely palliative and consisted almost entirely in 
making and distributing vaccine (much of which 
was made, incidentally, from harmless vibrios) and 
in improving sanitation in the epidemic areas. It was 


CHOLERA _ 


- of excreta in the endemic areas. 
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in this report is that research work on the vàrious 
lines should be continued. The control programme 
consists almost solely in steps to achieve abundant 


decision has already been taken ; the common theme 


pure water supplies and suitable methods. of disposing - 


It is perfectly true 
that if this objective can be achieved in all ‘the 


endemic areas—it is, however,,a big if—cholera might 


be banished from the world for ever. In the,mean- 


time treatment of the individual case must remain as 


important as ever. `s 

Since Koch demonstrated the 'cholera ‘vibrio 
attempts have been made.to sterilize the intestinal 
tract of the unfortunate cholera patient with what- 


ever was the popular antiseptic at the time, and with’ 


each new group of antiseptics that has appeared the 
attempt has been hopefully renewed. The story is 
one of 70 years of complete failure. This is the more 
surprising since the vibrio is confined almost entirely 
to the lumen of the gut and the superficial mucosa. 
The most popular of the’ newer drugs has been the 
relatively -insoluble suiphanilylguanidine. The re- 
sults reported have been varied, but appeared on the 
whole to be encouraging. A typical example is the 


work of Chopra and his colleagues,’ who reported a- 


not until the late 1920s that a more realistic attitude, 6.9% death rate among controls, compared with 


was adopted, and the Health Organization of the 
League of Nations, realizing the world-wide impor- 
tance of this problem, began to stimulate, and also 
to assist financially, research work on cholera both 
in India and elsewhere. The first work was of a basic 
nature and consisted in the accurate identification of 
the cholera vibrio and the demarcation of the true 
endemic. areas in India. The latter was not com- 
pleted when the 1939-45 war stopped all such 
work. 

After this interruption the matter was again taken 
up by the World Health Organization (W.H.O.), the 
natural successor to the Health Organization of the 
League of Nations. There are indications that it 
intends to play a more practical part in the cholera 
work in India than hitherto, and a combined study 


group of the Office International d’Hygiéne Publique, 


and W.H.O. has recently visited India and toured the 
endemic areas. The report’ of the-third session of 
this study group shows that the subjects considered 
were certain quarantine problems, laboratory studies, 
endemicity, and the W.H.O. cholera-contro!l pro- 
gramme. It is appareft that there are far more 
outstanding problems than matters on which ‘some 

1Jomt OIHP/WHO Study Group on Cholera Repdrt on the Third 


®ession Technical Report Series, No. 18. Geneva, 1950 
t Indian med. Gaz , 1941, 76, 712. 





3 British Medical Journal, 1948, 1, 719. ' 
4 Napier. ae L. Pad Modern Practice in Infectious a Butterworth, 1931. 
London 


5.56% among patients treated with this drug: ‘the 
difference is of little significance but is in favour of 
the drug. The low death rate is due in’ part fo the 
effective intravenous saline treatment ‘that was given 
to the patients of both groups. 

A more recent result obtained with a sulphon- 
amide drug was that of Bhatnagar and his colleagues.* 
This was a field experiment, where the patients were 
treated in-their homes without saline transfusions. It 
was reported that there were 82 recoveries among 85 


- patients, 57 of whom were semi-comatose, with imper- 


ceptible pulses, anuria, and marked dehydration. The 
formula oF the drug was not disclosed, but it was said 


to be a “ molecular combination ” of sulphathiazole . 


and formaldehyde. 

Perhaps not the least remarkable thing about. this 
report is that we have heard nothing more about the 
drug, and there is no evidence that in a country, where 
there is no lack of clinical material—200,000 cholera 
deaths annually—any attempt has been made to repro- 
duce this remarkable result, although it is‘nearly three 
years since the report was published. However, else- 
where in this issue (p. 500) there is a report of a 
clinical trial with sulphanilylguanidine and two other 
drugs, formosulphathiazole (the 
gests some relation to Bliatnagar’s drug) and formo- 


sulphacetamide. Lahiri obtained very different results | 


from those of Bhatnagar. The total percentage death 


me of which sug- - 
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i i ‘dine the inability of patients with. Addison’s disease 
E med a ve ae excrete ae at g tommal rate was pointed out by 
‘was 30.35%, among those on formosu e. 7 . NS 
l À ide . Rowntree and Snell’ as early as 1931, but it w 
34.37%, among those on formosulphacetamide . f ; 
34.43%, and among the. controls on no specific Seats as mainly the result of ae in me 
drug 18.31%. All received saline infusions as well. circulation, = i 
>i S were obtained without the aid of | Experimental evidence now suggests, however, that . 
chemotherapy Further, daily stool examinations at least some cortical steroids may exert a direct 
ogee carried out in a representative number—from effect on water excretion, independent of their actions ” 
< 27 to 36 cases—in’each group. In the rate of dis- on electrolyte metabolism and independent of vascu- 
appearance of the vibrios there was little difference lar effects. In adrenal insufficiency there is a failure 
between the cases treated by chemotherapy and the of the diuretic response to administered water, regard- 
controls. The best result was obtained in the sulph- less of the salt load of the body. The action of cor- 
‘anilylguanidine group, where the vibrio had dis- tical hormones on renal water excretion is not always | 
l appeared from the stools in every case by the ninth closely correlated with alterations in electrolyte excre- 
day, whereas in the group receiving no drug vibrios tion, and desoxycorticosterone, the adrenal steroid 
had disappeared'in 30 out of 36 cases'in the same . Most effective in causing sodium retention, has a 
period. This result is admittedly in favour of the diuretic action in many circumstances. _ Further- 
sterilizing action of the drug, though the difference more, adrenal cortical extracts are diuretic without 
is of low significance ; but this was apparently not a changing the glomerular filtration rate, which suggests 


. life-saving property, as the death rate was three-fifths that they decrease renal tubular water absorption. 


greater in the former series. - . ~ . Granted that steroids have ‘this direct effect under 
- Cholera has been described as a self-limiting disease experimental conditions, to what degree do they 
, in which-death may occur from dehydration and acid: -Participate in producing clinical changes in’ water 
base imbalance, or from irreversible changes pro- djstribution and excretion ? a ' f 
-duced by local ischaemia in vital organs, before The sifting and co-ordination of recent experi- 
antibody fotmation has ‘had time to prevent or Mental evidence was attempted at a recent Ciba Con- 


` mitigate the local effect of the cholera endotoxin ference, where it appeared that the renal effects of 


in increasing the permeability of the intestinal ‘steroids on water and electrolyte excretion are much 
mucosa.‘ Lahiri has “shown that chemotherapy better understood than their éxtrarenal actions. This 
does not materially accelerate tle disappearance is natural, since pure kidney effects are technically 
of vibrios, whereas it may be detrimental to the easier to study than extrarenal effects, which may be 
patient in other ways , P ~ , complicated by secondary reactions to changed kidney 
By ‘the Roe the patient Jows any d efinite symp- function (a point emphasized by the clinical findings 
toms. of cholera it is probably too late for the drug of Elkington? and Luetscher’), and since the visualiza- 
to have any real beneficial action ; there has beén a. tion of the fundamental processes underlying move- 
mass-multiplication of vibrios, and their destruction eS oe Paa T sh ie NETRE 
without coincident antitoxin production will tempo- ‘hough Çonway* an 'ssing suggest that water an 
farily increase’ the endotoxin in the intestinal tract. ° electrolyte movement is to some unknown extent 
Whether these drugs could, however, act prophylacti- linked to’ cellular metabolism.. : 
cally is another matter. It is certainly a poésibility . The existence of this link helps to explain why the 


' worth exploring. A more hopeful line of treatment effects of mineralocorticoids and glucocorticoids fre- 


would be an attempt by biological or chemical means - quently overlap, a point stressed by Verzar® and 
to reverse the endotoxin’s action of increasing the Zuckerman.’” In any case: caution in classifying 


io : : steroids rigidly in one or the other group is certainly 

permeability. of a menan ER indicated, if only because differences in solubility, 

eo mode and duration of administration, and species 

à P eT N Oe $ ! > differences in the response of;test animals make the 

STEROIDS . AND WATER METABOLISM 24 Clinical | Study fy ddisor'’s Disease, 1931, Saunders, Philadelphia. „ 

The ‘direct effects of steroids on water metabolism ` 4 Pabsior Roro 199a IST 70e Tanuary 8-10, 1951. i 
have until recently been neglected. One reason for, Pp pes Gist NY i, 502, i 


this has been the early emphasis on the changes'in | S Ehret: Rev ido, 26, 281. oso j a3 
sodium and potassium distribution produced by. | 10 Fea Proc, 1850, 81207 f9 T0, 83, 
: ‘ rae J, Pharmacol., Part 2, 1950, 98, 161, t # 

adrenal cortical extracts, alterations in water balance n. , 1950, 8, 368. - 

being thought to be secondary to them. Admittedly, 14 Sinclau-Smmth, J., Sisson,J , et al., Bull. Johns Hopk. Hosp., 1950, 81,221. 
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‘ close comparison of different steroids difficult, 
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It 
was emphasized by Conway,’ for xample, that the 
effects of desoxycorticosterone and cortisone on elec- 
trolyte and water balance may be very similar, pro- 
vided only that adequate doses of the latter are used. 
Indeed, Winter could show that a condition resem- 


. bling diabetes insipidus can be, produced by repeated 


administration of either compound, apparently, how- 


- ever, in some degree dependent on sodium intake: 


animals with low plasma sodium levels are, as re- 


ported by Hayes,” unable to eliminate water at the - 


usual rate even when adrenal cortical function is nor- 
mal, while addition of salt to the diet raises the water 


“exchange quite markedly. It has been suggested by 


_ Peters“ and others that this diuretic effect is primarily 


. after adrenalectomy. 


due to. the great thirst in sodium retention. If this ` 
were so all steroids which decrease sodium excre-. 


tion should after continual administration in suitable 
amounts cause more'water to be excreted. This has 
been claimed by Selye and Basset® to occur with 
progesterone, but it does not seem to apply to 
vestrogens and androgens. Further work i is PENON 
ngeded. 

Increased knowledge has also raised the question 
whether normal electrolyte and water excretion results 
from a balanced interaction of the adrenal cortex and 
the posterior pituitary. This theory, first formulated 
by Silvette and, Britton,’ has acquired additional 
importance through recent findings by Gaunt, Birnie, 
and their collaborators? ° that not only are adrenal- 


_ectomized rats more sensitive to the posterior anti- 


diuretic hormone (reported also by Locket? in 


adrenalectomized dogs), but that an antidiuretic sub- - 


stance found in the serum of normal rats is increased 
This blood factor may indeed 
be of posterior pituitary origin, in view of Heller’s* 


report that with Ginsburg he has found a labile anti- ` 


diuretic factor in the venous outflow from the head 
but not in blood obtained from other sites. “ The 
increase in sensitivity and rise in the antidiuretic titre 
of blood after adrenalectomy may conceivably be 
explainable on the basis of Birnie’s** observa- 
tion that the liver of adrenalectomized rats is less 
potent than that of normal animals in inactivating 
vasopressin. , 

Be this as it may, the concept of a simple 
antagonism between- adrenal and posterior pituitary 
-must at present be approached with considerable 
caution. It is, in particular, unlikely to apply to 
the renal excretion of sodium and chloride (as recently 
suggested by Pitts and Sartorius’') and ‘certainly not 


` to that of potassium. The excretion of potassium by 


the kidney is increased by both posterior pituitary”? 
and adrenal cortical extracts, and it has now been 


t 


shown that the antidiuretic action of vasopressin may , 


occur without any rise in sodium and chloride elimi- 
nation.??. It certainly does so in human beings.** * 
However, it would be reasonable to’ expect a regula- 
tory response of the neurohypophysis to any major 
distortion-of' water metabolism resulting from adrenal 


insufficiency. The finding of Heller’ and Birnie and | 


Heller,” that the kidneys of infant rats begin to 
respond to posterior pituitary and to adrenal cortical 
extract at much the same period after birth, is per- 
haps a further. hint at an adrenal-posterior-pituitary 
relationship. : 


——_ 


ADJUSTMENT TO BLINDNESS 


Doctors have few more distasteful tasks than having 
to inform a patient that nothing can restore his sight 
or save what little may be left. If the patient has con- 
sidered what blindness would mean to him personally 
—and in many cases that thought is inhibited—he 1s 
likely to assume that the rest of his life will be a dull 
and dreary round of deprivations and dependency. For- 
tunately the information contained in the recently pub- 


lished report! of the working party on the employment. 


of blind persons shows convincingly that such an 
assumption is unjustified. Its main conclusion is that 
loss of sight does not in itself debar men and women 
of working age from employment in numerous’ indus- 


trial, commercial, and professional occupations. With- , 


out ‘subsidy or compassionate ‘consideration they can 
hold their own, resuming their place as producers, doing 
a full week’s work for a full week’s wage, or practising 
certain professions. This comparatively new view of 
blind welfare is based on the work. of St. Dunstan's for 
Servicemen blinded in early manhood and on years of 
research and experiment by the National. Institute for 
the -Blind. 

The report of the working party emphasizes that 
people who fall within the official definition of blindness 
are not for that reason sick persons. “The blind” are 
in fact an almost haphazard sample of the general 


population, with its infinite variety of individual tem- ` 


peraments, ‘aptitudes, and interests: they are differen- 
tiated simply by inability to use a sense on which sighted 
persons chiefly rely. It is too often assumed that only 
individuals of more than ordinary. character and capacity 
can successfully overcome the grave handicap that blind- 
ness must always be. In effect the working party's 
slogan might have been, “ Normal Life for the Normal 
Blind.” This fresh attitude is not the result of a new 
discovery of what! the blind can learn to do by touch 
and “muscular memory” (though research has thrown 
fresh light on that), so muck as a new appreciation of 


the scope of rehabilitation. To learn to read and write’ 
in, braille is only one move, in what has been aptly 


called “the recovery of confidence and competence ` 
The newly blinded person has first to be convinced that 





2 neo or the S Working Party on the Employment of Blind Persons, 1954, 
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‘he can still enjoy life and play a useful part in it. 
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Then 
he- has to learn how to use hearing and touch, and even 
smell, more intensively and more accurately than when 
his eyes gave him quick and easy interpretations . and 
guidance, 


Rehabilitation, in -any teats sense of the term, may be 


impossible unless undertaken away from- home. The 
working party reserves judgment on an experiment of 
the London County Council in rehabilitation by classes, 
but there is; no doubt about ‘the value of home- 
visiting by qualified home teachers, who can catch the 
newly blinded man or woman before he or she: falls 
into bewilderment or despair. The home teacher may 
also be able to warn the family that the consequences 
of trying to do everything for a blind person may be 
disastrous. But, whether the main object is social -or 
industrial adjustment, rehabilitation at a residential 
centre is advisable for “substantial numbers” of 
people of working age. The National Institute’s “ Home 
of Récovery” at Torquay has recently more than 
doubled its accommodation, but 'it has a long waiting- 
list and there is urgent need for the establishment of 
another centre in the north of England. The purpose . 
at Torquay is not to teach a trade but to rebuild self- 
confidence on, personal achievement and to judge capa- 
city for employment. Technical training for an 
occupation is carried out by the- Ministry of Labour 


_ at the Government Training’ Centre in Letchworth, or 


on the job under the supervision of an N.LB. employ- 
ment officer. In carrying out the new policy for the 
blind the Ministry of Labour makes use of, and sup- 
ports financially, voluntary bodies, which’ are left free to 
do the work they best understand. 


The conspettiis of occupations open, but in some cases 


not yet wide open, to the blind indicates pretty clearly > 


what a newly blinded person can hope to do. Basket- 
making need’ not remain the staple industry. Blindness 
has proved no impediment to clergy and ministers, 
solicitors, and musicians. School-teaching is only for 
blind persons with exceptional gifts. At the univer- 


sities professorships and other important posts’ are held , 


by blind men. «Wider opportunities should be given in 
public administration to blind people of proved capacity. 
Blind ‘shorthand-writers and telephonists, already valued 


‘in many offices, could be employed with advantage in- 


more, In industry, particularly light engineering, there 
are hundreds of processes in which blind workers give 
at least average output. As to physiotherapy, the work- 
‘ing party was “impressed by the virtual unanimity with 
which witnesses who have had experience of employing 
blind physiotherapists have testified to their high qualities 
and professional competence.” With at least 15,000 
physiotherapists in, practice, there need be no anxiety 
about the employment prospects of the limited number 
—never likely to exceed 400—of blind persons who 
reach the high standard required by those who are 
‘responsible for their selection and training. Indeed, 
emphasis is placed throughout the report on the skill 
required i in education, rehabilitation, training, vocational 
‘guidance, and placement. The conquest of blindness is 
a challenge to character aieh, as a rule, is unflinchingly 
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met. But the individual’s struggle must be supported 
by a service which, i is efficient, profoundly understanding, 
yet unsentimental “and practical. 


‘ CHOLINE AND ATHEROSCLEROSIS 


Of the various factors possibly concerned in the caus- 
‘ation of atherosclerosis the one which in recent years 
has received the most attention is the disturbance in 
“lipid metabolism. This is shown by the presence in the 
lesions of cholesterol and its esters, phospholipids, and 
fatty acids, and in the fact that in those conditions in 
which hypercholesterolaemia may occur—such as dia- 
betes, nephrosis, and- severe hypothyroidism—athero- 
sclerosis is commonly more severe and tends to develop 
at an earlier age. Further, in 1913 Anitschkow! showed 
that atheromatous lesions’ developed in rabbits after 
feeding with cholesterol, and Scarff,? confirming this, 
_found that when rabbits, after a period of cholesterol 
feeding, were put for six months on a normal (ow 
cholesterol) diet the atheroma did not regress but 
came to resemble human atheroma still more clearly. 
Recently Gofman and his associates* have detected a 
-serum lipo-protein fraction absent in normal rabbits 
but present in considerable quantities in cholesterol-fed 
rabbits. In man he found small quantities in young 
adults, large amounts in older individuals, and most in 
diabetics and those that had had a myocardial infarc-. 


tion. The amount of this material in the serum did not > , 


invariably run parallel to the serum cholesterol, and it 
is: possible that an explanation has here been found of 
the fact that a normal serum cholesterol’ is frequently 
found with atherosclerosis. aan 
If there is good reason to believe that'a ‘disorder in 
lipid metabolism plays an important, part in the caus- 
ation of atheroma there is little experimental evidence 
to justify the use of a low-cholesterol diet in the treat- 


ment of this condition, and’ clinical experience has pro- _. 


vided no more. ' Moreover, Kay and Michelson‘ have 
shown that blood cholesterol values are not significantly 
affected by wide variations in cholesterol intake and that 
the mere avoidance of cholesterol-rich food is unlikely 
to lead to a fall in serum cholesterol. They found, 
however, that a rice—-fruit diet, which is cholesterol-free 
and contains very little fat, lowered the average serum 
cholesterol in a group of cases from 232 to 152 mg. 
per 100 mL in three weeks. It seems then“that if the 
course of this disease is to be influenced dietetically 
a much stricter diet is, necessary than is usually 
contemplated. — 

.A more promising approach ae opened up from 
Best’s observation ‘that choline deficiency leads to the ` 
deposition of fat in the liver, and choline administra- 
tion to its removal. Morrison. and Rossi,’ confirming 





1 Beitr. path. Anat., 1913, B8, 379. 
` 2J, Path. Bact., 1927, 30; 647. 
2 Science, 1950, 111, 166. 
4 Thid., 1950, 112, 79. 
5 Proc. Soc. exp. Blol., N.Y., 1948, 69, 283. 
$ Ibid., 1938, 39, 411. | 
Ibid., 1950, 73, 37. 
8 Amer. Heart J., 1950, 38,729. 


' is statistically bighly significant. 
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Steiner’s® work, have shown that experimental atheroma 
in rabbits could be: greatly improved by choline feed- 
ing, and in recent papers Morrison and Gonzales’ ® 
have recorded the results of choline therapy on the 
death rate among patients during a period of 1-3: yeats 


after their first coronary thrombosis. Two hundred — 


and thirty patients consecutively admitted to Los Angeles 


General Hospital were used for this investigation, the 
“series having: been divided into two groups by placing 
alternate patients 'in each. In sex, age, symptoms, and i 


blood pressure the groups proved similar. The treatment 
group was given choline bicarbonate by mouth in doses 
varying from 6 to 32 g. daily, while the control group 
received symptomatic treatment, For part of the period 
both groups had dicoumarol treatment. During the three 
years of the investigation 30% of the control group died 
and 12% of the choline-treated group. -This difference 
Gastro-enteritis limited 
the maximum dose taken by many of the patients, but 
those able to. tolerate a large dose showed most 
marked improvement. No other serious side-effects 
occurred. . 

Further carefully controlled experimental work is 
needed before the place of choline and other lipotropic 
agents in the treatment òf atherosclerosis can be assessed. 
Clearly they are unlikely to have much effect on any 
but relatively recent deposits, but a most promising line 
of investigation has been opened by these findings.* - 


ps 


SILICOSIS IN FOUNDRY WORKERS 


, in the last 20 years great interest has been shown in the 


~ 


industrial lung diseases of foundry workers, and‘ more 
than 25 clinical or radiographic surveys have been 
undertaken in a dozen countries. “In Britain, steel 
fettlers and dressers have been able to get compensation 
for silicosis, and also shot and sand blasters, but foundry 
workers generally haye not been considered subject to 
any appreciable risk. The occurrence of three deaths 
from silicosis among iron moulders at one particular 
factory drew attention to the possibility that the risk 
might be greater than had been suspected, and a 
thorough investigation oF , the whole subject was 
evidently desirable. 

Iron dust by itself may be deposited in the lungs and 
give rise to radiographic changes; but there is no 
secońdary fibrosis, and siderosis does not appear to 
cause any disability. Most foundry workers ‘are, how- 
ever, also exposed- to silica dust, and consequently to 
the risk of silicosis. The two main’ divisions of the 
foundry are the moulding and fettling shops: in the 
former dust is raised by the process ‘of making the 
mould out of sand, and in the latter by the process of 
cleaning the fresh casting (i.e., by fettling). Foundry 
men not directly concerned in either process may, how- 
ever, have to work in the same general ‘dust-laden 
atmosphere. 
steel fettlers coming to the notice of the Silicosis 


. Board is steadily increasing. each year. According 


CHOLINE AND ATHEROSCLEROSIS 


The number of cases of silicosis among | 


` 


\ 
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to’ McLaughlin,! whose study of the subject was pub- 
lished last year, this can ‘be, attributed to the increasing’ 
use of pneumatic drills in place of hand tools for 
cleaning the casting. Fettlers in steel foundries would 
dppear to be more subject to silicosis than fettlers in 
iron-foundries, because the sands used for making the. 
moulds contain higher proportions of free silica and 
because the higher temperatures at which the metal-is 
cast cause the sand to adhere more firmly to the 
casting. 

McLaughlin has also reported’ the results of a survey 


“undertaken by a team of experts to determine the extent 


to which all grades of iron and steel foundry. workers 
develop pulmonary abnormalities. Men from 17 dif- 
ferent foundries, 2,767 in all, were interviewed and 
examined clinically and radiographically ; some ' were 
also submitted to exercise tolerance and vital capacity 
tests. Abnormal radiographic findings’ were classified as 
early reticulation, reticulation, and nodulation with or 
without massive shadows. It is doubtful whether much 
significance can be attached to the cases described as 
early reticulation, since it was also found to an appre- 
ciable extent among workers who were not thought to 
have breathed silica dust (for instance, pattern makers) 
Reticulation or more marked changes were found in | 
34% of fettling-shop workers.in steel foundries, in 13% 
of men in mixed steel andi ‘iron foundries, and in 12% of 
men in iron foundries. Similar pulmonary changes were 
found in 13%, 8%, and 7% respectively of moulding - 
shop workers in these three types of foundry. Silicosis 


‘would therefore appear to be a common finding in steel 


fettlers and to be present to some extent among iron 
fettlers and among workers in both iron- and steel- 
moulding shops. r 

More detailed conclusions cannot be drawn, since 
the proportions of workers examined in the different 
trades and in the different foundries were so vari- 
able—being, in fact, anything between 21% and 
100%. In fact, the main conclusions are unlikely to 
have been invalidated, but quantitative comparisons 
between small groups must be highly unreliable. Onc 
wonders to what extent the inconvenient physical exami- 
nations may not have contributed to the men’s reluc- 
tance to be interviewed ; concentration on interview and 
radiographic examination might have resulted in the sur- 
vey being more complete and consequently more useful 
Nevertheless, it'is clear that silicosis does occur in iron- i 
and steel-foundry workers and that a problem of preven- . 
tive medicine exists. That this should be the case can - 
hardly be a surprise to anyone who hag ever visited a 
foundry. Much could undoubtedly be done by improv- 
ing dust suppression—many foundries appear to have 
remained in the state in which they were first designed 
—but it may also be possiblé to substitute an innocuous 
substance for the silica used in preparing the moulds. 
Olivine, which has been introduced with success in 
Scandinavia, is one such substance.? 





1 Industrial Lung Diseases of Iron and Steel Foundry Workers, 1950, 
Mea av as 
rs, N., Gilchrist, M., Goldschmidt; V. M., and Nagel- 
jena Š, PER Bact., 1945, 67, 488 
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Pulmonary emphysema is a term that -has come to be, 


applied in a rather loose way to a number of conditions 
which, aetiologically- speaking, are quite dissimilar. We- 
speak of. large-lunged and small-lunged emphysema, the 
former conjuring up ‘visions of breathless bandsmen 


‘(who thay have been drummers) and the latter of leaner, ` 


more scholarly individuals. Then there are interstitial 
emphysema, compensatory emphysema, and that pecu- 
liarly ‘localized variety spoken of-as bullous or cystic 
emphysema. Despite their apparent dissimilarity, there 
are features which „unify all these varieties. These are 
loss of elasticity and the destruction by rupture, of 
interalveolar septa. : . 


`~ ~ 


Pulmonary Distension 


Among the essential pro iof lung tisstie an 
_ important place must be giv- to elasticity and the 
v is a prerequisite of our 
existence that this inflation and deflation should take 
place. The capacity. of the Jungs to contain air varies 
enormously: a fit:man has little difficulty in blowing 
three litres at a “ vital capacity ” determination, and all 


I ~ 


“this-air must have been accommodated in full inspira- 


tion by the stretching of pulmonary tissue and bronchi, 
and alteration of their mutual relationships. This expan- 
-sion and recoil repeats itself about, a thousand times in 
each hour in health. With the passage of years; even in 
the absence of disease, changes take place: In particular, 


` -the recoil diminishes and elasticity gives place to rigidity, - 


fixity, and shrinkage—to small-lunged empyema of 
the elderly. 

A similar loss .of elasticity is produced after | some | 
years of: pulmonary distension: shrinkage of . part of! 
the’ lung owing to collapse or disease will necessitate 
compensatory changes, and if these cannot be “wholly” 
met by shift of the heart and mediastinum there will be 
overdistension of the parts | of the lung which are still 
aerating. Compensatory or hypertrophic emphysema 
may for a time be a true description of this process, but. 
later the continued overstretching will produce disten- 
sion beyond: the: limit of reversal. 

' Rupture of the interalveolar septa is a feature,- in 
greater or lesser degree, of all varieties of emphysema. 
It is seen in its grossest form in the bullous or cystic 


' variety. Here, the very property of inflation is turned 


to a disadvantage. Some minor alteration in the rela: 
tionship between bronchial tube and pulmonary tissue 
permits distension of an area of lung without thè pos- 
sibility of ‘its deflation. Septal rupture proceeds apace 
and a localized pulmonary balloon within the lung 


_ Tesults. This. same process, essentially, operates ~in 


> inflammatory disease ; in certain varieties of broncho- 

pneumonic affection and in tuberculosis with-lesions of 

important extent in bronchial tubes it makes possible 

the development, from’a small area of destructive pul- 

monary breakdown, of a tension-(or, as it might’ equally 
+ \ Š j 7 ie 


t 


well be termed, a ~listensiony cavity. | ‘It is probable that 


up, to a certain limit of distension, and perhaps depend: , l 


ing to someʻextent`on the duration of the distension, the. 
process’may be a reversible one.~ Once this limit has ' 
been passed the process is irreversible. £ 
Generalized ` bronchial inflammation, particularly if 
associated with bronchial spasm, is likely to lead to 
emphysema., In the production of cystic or bullous 
emphysema ‘the state of affairs is postulated where the 
obstruction to the outlet of air is complete or nearly so. 
In bronchitis with spasm, well exemplified in chronic 


recurrent asthma, the obstruction is not.complete, but’ ' 


over weeks and months it exerts, a telling effect. Inti- 


‘mately connected with the whole subject is the fact that 


while inspiration is a powerful movement, involving 
active work for various groups of muscles, expiration is 
in the main passive, at least so far as costal respiration 
is concerned. This means that it is easier to inflate (or 
distend) the lungs than. to deflate them. In fact, it is 
only by cultivation of diaphragm breathing that-really 
forcible expiration is possible. The bearing which this 
functional distinction between inspiratory and expira-. 
tory movement ' ‘has on pulmonary - distension will be 
òbvious. . , a 


4 Pulmonary Reserve : Effect on Function’ 5 

Increasing experience of patients who have had a 
‘pneumonectomy of lobectomy; or of individuals in| 
whom some disease process has reduced the available 
pulmonary tissue, is bringing a fuller realization of the 
immense reserves of respiratory ‘function of which 
human beings, are’ possessed. Equally striking is the 


‘diré plight of patients who have bad a pneumonestomy 


4 


after a faulty assessment. of their reserves. Consider- 
able damage’ must have accrued over the years in an 
individual before symptoms are produced by emphysema. 
On the whole, the younger the subject of lung ablation; 


_ whether ‘surgical or the Tesult of disease, the better is 


his adjustment. Emphysemg/ produces some- degree of 
anoxia. The total, surface area: over which air and 
haemoglobin can make contact, is ‘reduced. The’ dis- 
tension ‘obliterates altogether some capillaries and | 
reduces the lumen of others. The air tends to be 
drawn into the relatively distended peripheral parts of, 
the. stung, and the impaired expiratory force makes for 
the stagnation of air there.and hinders ‘its replacement’ 
with fresh atmospheric: air containing the normal 
complement of oxygen. All these factors make 
émphysema a serious disability, `. a r 

Further aggravation may çome through the operation 
of the Hering-Breuer reflex. Normally the impulse , to; 
terminate the process of. inspiration arises in pulmonary’ 


-stretch ‘receptors, : When a’ certain degree of hing ‘dig: 


tension has been reached -these receptors are stimulated, 
inspiration ceases, and expiration begins. If. there- is 
gross localized emphysema; “as for. instance in n bullous. or 
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cystic emphysema, stimulation of the receptors may 

occur in the distended portion of- lung, while the 

remainder is still capable of Some expansion which, 

from the functional point of view, would be profitable. 
Diagnosis : 

Emphysema is often diagnosed, ‘and in many cases 
probably correctly so, but it is by no means easy to lay 
down reliable criteria for its’ recognition. : It can occur 
as an acute process, though it is more frequently encoun- 
tered as a chronic and static phenomenon. - Sometimes 
there is a familial ‘incidence. Patients are often in early 
middle life and their complaint is breathlessness. They 
are particularly troubled on exertion, when they may 
show a tinge of cyanosis. 

, The conformation of the thorax and the’ posture of 
the ribs, often indicate some overdistension of the lungs. 
Measurement shows poor thoracic expansion, often less 
than 2 in. (5 cm.) being evident between full expiration 
and full inspiration, There may be hyperresonance and 
obliteration of liver and heart dullness, though these 
findings are frequently equivocal. | With the stethoscope 
one is often struck by the poor air-entry and the very 
quiet respiratory murmur. Prolongation of expiration ' 
and added sounds, particularly rhonchi, are features of 
associated bronchitis and bronchial spasm rather, than 
of emphysema itself. The radiographs are often’ ‘sttik- 
ing. The ribs lie in an exaggerated inspiratory position, 
. thè outline Gf the diaphragm is ragged with a scalloped 
outline, and the heart shadow is narrow. One gets the 
impression of overdistended lung from the unduly black 
appearance of the parenchyma. If there are grossly 
localized areas of emphysema, they are often readily 
apparent, and sometimes the walls of cystic or bullous 
spaces can be traced ag hair-like lines. 

Chronic bronchitis may be the sequel of an acute 
attack or it may develop insidiously in association with 
emphysema, The two conditions are intimately éon- 
nected and emphysema is undoubtedly aggravated by 
„chronic bronchitis, more especially by exacerbations of 
acute bronchitis. The four months from November to 
February are the critical ones;for bronchitic patients. 
They mostly lose time at work each year after the age 
of 50. As the years go by acute exacerbation tends to 
occur earlier in the winter, and'it may be repeated once 
or twice before the spring. 


Management , ? 

With degenerative changes ‘at work and so much 
structural alteration in being it may well be thought 
that little enough can be done to help emphysematous 
people.~- The treatment of emphysema falls under three 
heads: (1) the prevention’ ‘and cure of attacks of 
bronchitis with spasm and of asthma ; (2) the institution 
of measures to produce the maximum use of the avail- 

-able pulmonary tissue and particularly to develop 
expiration ;' and (3) the consideration of any procedures‘ 
which may be indicated to meet „special varieties of 

. emphysema. 

Jt should be an axiom that bronchial spasm should 
be relieved ‘as quickly and effectively as possible when- 
ever “it occurs. Once that pattern of functional 
behaviour which results in spasm of the bronchial wall 
has, been set, the pathway to its production is facilitated 
and the spastic response to various stimuli occurs all too « 
readily. Whatever remedy has been found to be most 
efficacious in an individual case, whether it be an anti- 

; spasmodic drug, a ment of the antihistamine series, 
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‘or one of the varieties of adrenaline or ephedrine, it 


must be used early and in adequate doses. In the 
bronchitis of middle-aged and elderly people it often 
pays to saturate the patient with an antispasmodic; and 
that ` good old-fashioned ‘remedy “iodide and stra- 
monium ” has few equals. 


‘ Potassium iodide 5 3gr, (0.22) 
Tanu of stramonium è.. 15min. ( 0.9 ml.) 
Liquid extract of liquorice .. 30 min. ( 1.8 ml.) 
Spirits of chloroform .. 5min. (0.3 ml) 
Water A to 1 fl.oz. (28.4 ml.) 


It should be taken EENT not intermittently, until 
a full week has elapsed after the relief of symptoms. 
Penicillin and the sulphonamides have a distinct place 


‘in these cases, though their value is often discovered 


only casually when they are being given for some other 
condition, as, for instance, a urinary infection. Anti- 
biotics are best given by injection ; sulphonamides should 
be used in orthodox doses, to a total of 35 g. in a week. 
Inhalation therapy can sometimes be most valuable, but, 
whatever proprietary preparation is used, the instruc- 
tions supplied with the form of apparatus concerned 
should be followed in exact detail. 

To experience more than one exacerbation! of acute 
bronchitis during a winter is very discouraging and the 
condition is often prolonged well into the spring. For 
the few who can ma wage it, three weeks spent at one of 
the French spas may \help them to a better level of 
health,` Prevention of poents in those who are sub- 
ject to it may involve @ change of habits or even of 
work. Patients with this sort of chest trouble are often 
advised that they should have an eutdoor job. Gener- 
ally speaking, indoor work is to be preferred in Britain. 
As Sir Clifford Allbutt put it many years ago, “ fresh- 
air treatment does not mean treatment by hurricane.” 
Far too often the climatic conditions encountered” in 
this country between November and March are such as 
to aggravate very seriously, the bronchitic tendency 
Restrictions must be accepted, and going out’ on cold, 
raw winter nights, especially when fog may be ehcoun- 
fered, should be forbidden. Any abrupt change from ` 
warm to cold is a potential aggravating factor. ‘The 
acceptance of this way of ‘life will.certainly have a pre- 


‚ventive value, and it is essential if the btonchitis and 


emphysema are merely additional burdens in a respira- 
tory system already ‘impaired by scarred and fibrotic 
tubercle or other established disease. 


Somehow or other an attempt must be made to 


‘improve the resilience of the thorax. The barrack- 


square ramrod posture, a lunge forward with the arms 
flung wide to greet the wintry dawn at an open window, 
is an approach as wrong as it can well be. Rather 
should ‘the emphasis be on relaxation, with the patient 
lying down comfortably on a couch endeavouring to 
dispel all tension. Then when he is calm he makes a 
deliberate effort to move and control the diaphragm.’ 
The facts about diaphragm movement, and what it 
can achieve, and its particular value in expiration are 
explained to him. He must make a conscious effort to 
cultivate diaphragm breathing and lower-rib expansion. 
He,must watch himself in a looking-glass part of the 
time to break the habit of upper respiratory breathing 
with tensing of the sternomastoids and trapezii and 
elevation of the whole. shoulder girdle. He must prac- 
tise his diaphragm diligently until ‘the movement is 
second nature to him. 

Just occasionally some special measures may be appli- 
cable. ` The induction of a pheumoperitoneum can 
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certainly give a ragged diaphragm a smooth contour, but 
on the whole the long-term results have been disappoint- 
ing. Some unfortunate results also have attended well- 
intentioned efforts to remove emphysematous bullae or 
cysts. There is some evidence, however, that, paradoxi- 
cally enough, a phrenic interruption may be beneficial 
in cases of gross localized emphysema at a base where 
the reflex control of respiration is dominated by the 
distension in this situation. When some relaxation is 
produced inspiration and expiration of the less dis- 








tended parts of the lungs assume more normal 
proportions and rhythm. 
DR. HELEN KELLER IN ENGLAND 


On the eve of her departure from this country to South 
Africa Dr. Helen Keller was the guest of honour at a 
dinner-party given by Sir Ian and Lady Fraser at the House 
of Commons on Wednesday, February 28. Dr. Keller was 
accompanied by her lifelong friend and guide, Miss Polly 
Thompson, through whom she has contact with the world 
around her, and by Mr. Alfred Allen, the assistant director 
of the American Rgundation for the Blind. A &*@nguished 
and representat ny was gathered to P ibute to 


=. 
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Dr. Helen Keller in conversation with Sir Ian Fraser. 


Dr. Keller’s courage and example. At the age of 2, follow- 
ing an attack of scarlet fever, she was deprived of sight, 
hearing, and sense of smell; yet in spite of these great 
handicaps she has not only learnt to talk and to com- 
municate her ideas but has achieved high academic distinc- 
tion in letters, languages, and mathematics, as well as world; 
wide fame for her work among the deaf-blind. There were 
at the dinner representatives from St. Dunstan’s and the 
National Institute for the Blind, Members of Parliament 
from both sides of the House, M. Georges Raverat, 
European director of the American Foundation for Over- 
seas Blind, and among the other guests Maestro J. Rodrigo, 
a noted blind Spanish composer. 

Sir Ian Fraser, welcoming Dr. Keller and Miss Thompson, 
said that as one born in South Africa he was glad that they 
were to visit that country to see the organizations there for 
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the care of the blind and the deaf. He was sure that 





Dr. Keller would bring help and encouragement to all . 


handicapped people in the Union, whether European, 
Indian, or African. Sir Ian Fraser's speech was interpreted 
to Dr. Keller by the movements of Miss Thompson's right 
hand in her own, and it was clear from the lively expres- 
sion of pleasure on Dr. Keller's face how much she appreci- 
ated what was said. It was easy to see how completely she 
was able to participate in all that went on, and this became 
even more evident when she rose to reply to Sir Ian’s 
toast. Her words required Miss Thompson’s sympathetic 
interpretation, but it was remarkable how distinct were some 
of them, especially those which were charged with feeling. 
In a most gracious speech she thanked her hosts and all 
those who had come to welcome her. 

Miss Florence Horsbrugh, M.P., then proposed the health 
of Maestro Rodrigo, who lost his eyesight after diphtheria 
when he was 3 years old. She told the company how, in 
spite of this handicap, he had become a professor of music 
at Madrid University; how he had recently composed a 
concerto for guitar and orchestra in braille, which was later 
transcribed by a copyist. 





REMUNERATION OF GENERAL 
PRACTITIONERS 


2 LETTER FROM MINISTRY 


The B.M.A. has received the following letter from the 
Ministry of Health: 


“I am directed by the Minister of Health to refer to ` 


the meeting between representatives of the General Medi- 
cal Services Committee and the Secretary of State for Scot- 
land and himself on February 28, and to say that the 
Minister himself is already convinced, as a result of his 
first discussion with the representatives—and the Secretary 
of State for Scotland agrees—that there is a good prima 
facie case for their reviewing, as a matter of urgency, both 
the adequacy of the total remuneration of general practi- 
tioners and its distribution. They will look without delay 
at the best way of speeding up that review. 

“A further meeting will be arranged before the end of 
April.” 








A new amino-acid, hitherto unknown in Nature, has just 
been prepared from human urine by C. E. Dent and his 
collaborators (Nature, February 24, p. 307). It is a normal 
constituent of urine, but in 4.8% of 459 healthy people who 
were tested it was present in an unusually large amount. 
Since in these people the blood level of the new amino-acid 
was not raised, the authors argue that the unusual urinary 
excretion must be due to a low renal threshold (defective 
reabsorption by the tubule from the glomerular filtrate), as 
is the explanation of the amino-aciduria of cystinuria: and 
Fanconi syndrome. The new amino-acid is a-methyl-8- 
alanine (or 8-amino isobutyric acid); -alanine has already 
been frequently met in biochemical work, since it is one of 
the two components of the B-complex vitamin called panto- 
thenic acid, and also occurs linked to another amino-acid, 
histidine, in the substances carnosine and anserine, which 
occur in fair quantity in muscle and which are at present of 
unknown function or significance. Whether a-methyl-8- 
alanine has any metabolic connexion with them remains to 
be seen. The new amino-acid was discovered through paper 
partition chromatography of urine, using phenol and 
collidine-lutidine as solvents. When the paper was sprayed 
with ninhydrin to detect the dispersed spots of different 
amino-acids an unknown “T-spot” was noted: the cause 
has proved to be a-methyl-8-alanine. 












Reports of Societies 








THE ACUTE ABDOMEN IN GENERAL 
PRACTICE 

On February 28 at their fourth meeting members of the 
recently formed Section of General Practice of the Royal 
«Society of Medicine chose to discuss a condition which, as 

‘one speaker said, “stalks like a spectre through the G.P.’s 
fife.” And so a large and interested audience listened for 
two hours to the backbone of the profession, presided over 
by Dr. George Abercrombie, grappling with the problem 
of The Acute Abdomen.” To this meeting the Section of 


oo Surgery had .been invited, and your reporter was able to 


observe that the ratio of semi-stiff collars and cigarettes to 
Clapham Junctions and cigars was roughly unity: so that 
“both: sides were fairly evenly represented. 

Dr. Davip ‘MENDELSSOHN Hucues introduced himself as a 
country practitioner living nine miles from the nearest 
surgeon and 35 from the nearest consultant. His carefully 
prepared and excellently delivered paper was a joy to listen 
to. Here were the personal anecdotes which would make the 

“basis of a novel or a film, the difficulties of diagnosis in 
~ -@ottages and transport through floods which should make the 

consultant, with all his aids-to-everything laid on, feel a trifle 
ashamed, It was to the subject of appendicitis that Dr. Hughes 
devoted. most of his time, and this was not surprising in view 
“of the comparative excess of this condition over all:other 
emergencies. It came.as somewhat of a surprise to be told 
that in-a partnership of three, with 7,200 patients and over 


8 os a period: of five years, only 128 acute abdominal emergencies 


had been seen, but of these no fewer than 87 had been 
“ appendixes.” The speaker himself in ten years had seen 
only three perforated ulcers and three strangulated hernias : 
on the other hand he had had 45 cases of appendicitis out 
of 72 acute abdomens. 


The Smell of Appendicitis 


So much for figures. In his clinical description Dr. Hughes 
expressed himself in phraseology which could not be 
-improved upon in any. textbook: those listening would 


a ce ‘better have been students than doctors to appreciate it fully. 
He called attention particularly to the remission of symptoms 


which frequently occurs some 12 hours after the onset of the 
disease, and therefore the necessity of making up one’s 
mind at the first visit. Indeed, there should be no second 
visit: once the diagnosis has been made neither flood nor 
‘fog should prevent the patient being taken to hospital. It 
was necessary that the general practitioner and the surgeon 
should know each other well and trust each other’s judgment 
if this remission of symptoms was not to prevent a patient 
. being ‘operated upon at the earliest opportunity. Of the 
“many classical physical signs, he thought that the charac- 
teristic smell of the breath should be more widely recognized. 
So specific was this that he supposed it should be possible 
to train a pointer (or a setter) to point (or set) at a patient 
with appendicitis. In parentheses, he recalled how a dog 
of his used to accompany him on all his midwifery cases 
and. await the birth of the baby. “But of course,” he 
explained, “she was a retriever.” Other speakers later on 
“confirmed the impression of a peculiar and characteristic 
fetor associated with appendicitis, One doctor would have 
none of this; but as Dr. Hughes said in effect when summing 
.up—either you can smell it or you can’t, and that’s all there 
is to it. 

Mr. Dickson Wricnt, that well-known raconteur of a 
more fundamental Section of the Royal Society of Medicine, 
delighted his audience with his wit and logic. To an even- 

-ing which was anyway full of aphorisms, and those in several 
languages, he added two memorable ones of his own: “A 
violent: abdominal pain is surgical,” and, “ The medical case 
sits up, the surgical case lies-down.”. He regretted that it 
was not possible to dogmatize to a greater extent over the 


acute abdomen owing to. the inevitable and not infrequent 
atypical case. Of appendicitis, he said that the chief diag- 
nostic difficulties arose in the .very young, the very fat, and 
the very old. Much of his paper was devoted to the acute 
emergencies which did not require. operations: renal colic 
(with its “ frightful” pain), mittelschmerz, pancreatitis, acute 
diverticulitis, salpingitis, and—not to be forgotten—uraemia. 
Salpingitis, particularly, needed discrimination in diagnosis, 
and experience showed that help might be obtained. in 
unlikely ways. “ For instance, at St. Mary’s,” he added dryly, 
“we tend to regard a Maida Vale address with suspicion.” 
The value of a plain x-ray picture of the abdomen was 
perhaps not fully appreciated in arriving at a diagnosis. 


Help from Embryology 

Mr. P. G. C. Martin invited his hearers to cast their. minds 
back to their early student days and to the study of 
embryology. The gut was formed in. three parts, and to 
these the nerves and vessels ran in the coeliac, superior 
mesenteric, and inferior mesenteric axes respectively. 
Abdominal visceral pain was therefore felt in a generalized 
fashion in different regions of the belly according asthe 
fore-, mid-, or hind-gut was affected. Localized . pain 
developed later and was due to irritation of the parietal peri- 
toneum. Bearing in mind ‘these simple facts would give 
much heln in differential diagnosis. ` i 

A gen@f! practitioner said that he hadfjoticed that patients 
with acute.2hdomens ‘did not smile ate doctor when he 
arrived to Se them. The corollary of tis, said Mr. Dickson 
Wright, was that the doctor should avoid making silly jokes 
to these patients. But such simplicity was foreign to another 
speaker, who spoke of what he called the “ pseudo”. acute 
abdomen and the. value which he attached to. simple [sic] 
investigations such as the blood sedimentation rate and the 
potassium /caicium ratio.in the blood. Mr. GEOFFREY PARKER 
asked what advice he should give the general practitioner 
about the treatment of haematemesis. Nobody told him. 
however. Mr. G. BLackBuRN. pointed to: errors in diagnosis 
due to placing too much reliance onthe “silence” of. an 
abdomen or upon skiagrams which showed fluid levels. “He 
stressed that the diagnostic error in appendicitis increased 
considerably with the age-of the:patient.. os 

Curiously enough, it was left to almost “the . very: last 
speaker to mention children, their extreme capacity for 
having abdominal pain, and the importance of mesenteric 
lymphadenitis as a cause of this. With time running short 
and the president fingering the red light the matter was hardly 
discussed at all, a.strange omission when one considers the 
number of youngsters with whom a general practitioner must 
come into contact. 








MODERN VIEWS ON HAEMOPHILIA | 
At a meeting of the Section of Pathology of the Manchester 
Medical Society on February 14 Dr: R- G. MACFARLANE 
read a paper on haemophilia. He said that the nature of 
the clotting defect in haemophilia had been. studied for 
many years.. Available evidence suggested that the slow 
clotting of haemophilic blood was due to a deficiency of 
the intrinsic thromboplastic activity of the blood itself. This 
intrinsic activity normally depended upon a plasma factor, 
platelets, and contact with a foreign surface. It appeared 
that the plasma factor was deficient in haemophilia, and 
the corrective effect of normal plasma in vivo or in vitro 
was due to. its content of this (antihaemophilic) factor in 
excess. Work at Oxford suggested that the antihaemophilic 
factor was not itself a precursor of thromboplastin but a 
co-factor which potentiated its action. 


New Varieties 


Haemophilia occurred in. various forms.. In hereditary 
haemophilia it was.a sex-linked recessive character almost 
certainly due to a defective gene located. on. the. X-. 
chromosome. All the daughters. of a: haemophilic male 
would be carriers of the defect, and the children :of such 
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condition is post-traumatic in origin, ‘and its clinical 
features differ in some respects from those commonly 
found in post-traumatic lesions. 


The number of reported cases of hypothalamic dis- 
orders following head injury is not large. This may, 
however, be-due to the fact that in most of the reported 
cases the diagnoses have been made more simple by the 
presence of fairly obvious static signs and symptoms 
indicating lesions in the hypothalamus itself—that is, 
diabetes insipidus, obesity, and disorders of sleep. The 
significance of less obvious post-traumatic sequelae 
such as disturbances of autonomic function may often 
pass unrecognized, as these disturbances are not 
discoverable by the usual routine methods of examina- 
tion of the nervous system. In the undermentioned 
case, for example, no clinical investigation was carried 
out until almost fouf years after the occurrence of the 
original head injury. 


As this case did not come under my care until vent 
years after the initial injury, the description of the 
onset and the early manifestations of the syndrome is 
based on the observations of the boy’s mother. The 
latter is a reliable witness and an accurate observer, 
with the added advantage of a training as a nurse, and 
from the account given by her there is every reason to 
believe that the features now present existed from an 
early stage after the initial injury. 


The syndrome is made up of the following dbnor- 
malities: thermohyperaesthesia; periodic abnormal 
hunger ; periodic psychomotor restlessness; distur- 
-bances of autonomic function and abnormal reactions 
to certain drugs ; occasional bouts of pyrexia associated 
with intestinal colic, nausea, vomiting, and bladder 
irritability; and a compulsive habit of chewing and 
swallowing various articles and substances. 


ee Case History 


The patient, a boy aged.11, was a healthy child until the 
age of 44, when he sustained the head injury mentioned 
below. He began to walk and to talk at the average normal 
age, and did not suffer from fits or convulsions in infancy. 
There is a clean family history, and the home background 
is a happy and normal one. He has two older brothers and 
one younger sister, all of whom are intelligent and likeable 
children. i 


On the morning of October 12, 1943, when running to 
school, he tripped and fell forward, striking the base of his 
forehead forcibly against the edge-of a stone kerb. He was 
momentarily stunned and a massive haematoma developed 
over the frontal bone. He was taken to the local hospital 
and kept there under observation for three weeks. Un- 


` 


fortunately the case notes made at the time are incomplete, ` 


and, apart from the fact that there was no bony injury 
shown on an x-ray film of the skull, little information can 
` be gained from the clinical observations then recorded. He 
was kept in bed for a further week after returning home 
and did not go back to school until the beginning of the 
next term. About six weeks after his discharge from 
hospital his mother noted the development of changes in 
behaviour and the onset of the compulsive habit which 
he now exhibits. During the next few months, and 
especially during the warm weather in the summer of 
1944, other abnormalities were noticed by his parents. 
These still persist, and are referable to a disturbance of 
autonomic function. 

The first abnormality noticed was the onset of the chew- 
. ing and biting of his nails and fingers, a habit to which he 
had not, previously. been addicted. In the next month or 
so he had begun to chew and swallow a variety of sub- 
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stances—namely, his clothes, the edges of his cuffs and 
pullover, his handkerchiefs, and Pieces of the bedclothes. 
He began to eat portions of thread, string, and plasticine, 
later vomiting matted masses of these substances. Pieces 
of chalk and crayons were also eaten, and on occasion he 
has been found with small metal objects in his mouth. This 
abnormal behaviour appeared to be intermediate in nature 
between a reflex and a voluntary action, for it was noted to 
occur even when his attention was wholly concentrated on 
some subject of absorbing interest. It did not seem especially 
to be connected with any situations which, in a child, might 
give rise to mild anxiety, but appeared at intervals for no 
apparent reason, and can now be brought on at any time 
in intensified form by the action of certain drugs. 


The second abnormality noted was one ‘affecting appetite. 
This was also periodic, and when the urge developed his 
hunger was almost insatiable. Tachyphagia was a promi- 
nent feature of a feeding ritual in which he showed a prefer- 
ence for certain foods similar to that described by Arieti 
(1945) as occurring in certain cases of mental disease, 
During a recent attack he consumed a 14-0z. (400-g.) loaf 
before his lunch, at which he proceeded to eat as much 
as both his brothers. This was followed by a large apple 


and a glass of milk, and after this he still asked for 
more. 


About this time it was observed that he sweated heavily 
about the face when eating. This phenomenon was much 
more marked on the right side of the face, and was accom- 
panied by flushing of the skin’ Dilatation of skin vessels 
was maximal on the ears and along the border of the lower 
jaw. Sweating was most pronounced in the periorbital 
region and along the side of the nose and the upper lip. 
It is occasionally accompanied by lacrimation from the right 
eye. The sight, smell, and even the thought of certain 
articles of food will cause sweating on the face, and it can 
be rapidly elicited by the taste of bitter substances. 

During hot weather, on physical exertion, and when 
emotionally excited, profuse sweating occurs over the 
whole body. Sweat literally streams from him, and 
during very hot weather he becomes somewhat pinched - 
and dehydrated in appearance. It is stated that on one 
occasion, when a particularly profuse bout of sweating 
occurred, a tingling sensation was felt in the skin of the 
face and scalp, and the sweat was faintly tinged with blood. 
Profuse sweating occurs over the face and scalp for an hour 
or so before he goes to sleep. 

Coincident with the periods when the chewing-swallowing 
habit emerges ‘a marked restlessness occurs, and the auto- 
nomic over-reactions become more noticeable. He seems 
quite unable to keep still or to concentrate on any subject 
for any length-of time, nor will he allow the other members 
of his family to do so. During these attacks he becomes a 
trial to his parents and to his older brothers, who are unable 
to get on with their studies owing to his contrmual inter- 
ference with them. This restlessness can be brought on 
at any time,.and in a marked degree, by giving small doses 
of certain drugs. 


The attacks of hyperthermia associated with intestinal solic 
have occurred both in cold and in hot weather. They are 
accompanied ‘by nausea and, at times, vomiting. Frequency 
of micturition and marked general irritability are present 
during the attacks. The temperature has ranged from 100 
to 102.5° F. (37.8 to 39. 15° C.), and there is marked flush- 
ing and sweating. The duration of attacks ın the past has, 
been from 24 to 48 hours. The attack I saw was associated 
with minor infection (coryza), and it'is felt that previous 
attacks had a similar aetiology. 

The only disturbance noted affecting sleep is a delay of 
an hour or so in the onset of sleep after going to bed. This - 
delay is more prolonged when attacks. of restlessness are ` 
present, and àt these times he showed a resistance tó the 
action of barbityrates, a dose of 2 gr. (0.13 g.) of sodium 
amylobarbitone or 14 gr. (0.1 g.) of quinalbarbitone sodium 
having but little effect. 
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During the periods of restlessness he is easily roused to 
anger and becomes aggressive. His aggressiveness is always 
directed against boys bigger and older than himself. He is 
kind to smaller children and animals, and there are no traits 
of a cruel nature. He is an intelligent boy, and is in an 
advanced class at school. He-has the usual hobbies and 
traits common to boys of his age, is a keen philatelist, is 
fond of music, plays the piano, and sings in the church choir. 


Investigations 

Physical examination by ordinary methods revealed 
nothing abnormal: weight, 69 Ib. (31.3 kg.); height, 534 in. 
(136 cm.); span, 54 in. (137 cm.). Both testes are in the 
scrotum. His blood pressure has varied on successive 
examinations from 114/70 to 130/80. : 

Special Examinations.—Urine acid: specific gravity 1016 ; 
no albumin or sugar ; chloride content, 960 mg. per 100 ml. 
The blood Wassermann reaction was negative, Radiographs 
of the skull did not reveal any abnormality, the size and 
shape of the pituitary fossa being within normal limits.” An 
electro-encephalogram. showed “some instability, but no 
more than “would be expected in a boy of his age.” 
A fractional test meal showed an acid curve on the lower 
side of the average normal range. A barium meal showed 
that the stomach emptied in less than an hour, and that the 
meal had reached the middle of the transverse colon in six 
hours. $ t 


Investigation of Temperature Regulation 
There is a tendency to hypothermia, with an average daily 
reading of 96.4° F. (35.8° C.} (oral). Thermohyperaesthesia 
is present, for it has been noted that since shortly after his 
head injury he has never been able to stand with comfort 
a bath at a temperature of over 99° F. (37.2° C.). 


Reaction to Bath at 103° F. (394° C.) 


°F. "Cy 

Oral temperature before immersion .. 96.2 35.7 
3 » after 5 minutes’ immersion .. 1002 37.9 
» after 10 minutes’ immersion .. 1016 38.7 


When the oral temperature reached 98.4° F. (36.9° C) 
marked flushing of the face occurred, and at 100.2° F. 
(37.9° C.) marked flushing accompanied by profuse sweating 
was observed. He was removed from the bath after 10 


minutes, and within a further 15 minutes his oral 
temperature had fallen to 98.2° F. (36.8° C.). 
Reaction to Bath at 85° F. (294° C.) 

°F. 1C. 

Oral temperature before immersion 98.2 36.8 

after 5 minutes’ immersion .. 96.0 35.6 


n $9 

Shivering and vasoconstriction of skin vessels then 
occurred, and in the next four minutes his oral tempera- 
ture had risen to 97.2° F. (36.2° C.). The reactions 
observed were “full-blown” ones, and can be regarded 
as exaggerated in view of the fact that neither of the bath 
temperatures to which the:patient was exposed appears to 
be deserving of the intensity of the response exhibited. 

I saw only one attack of hyperthermia—101.5° F. 
(38.6° C.}—associated with’ intestinal colic. It occurred 
at the onset of an attack of coryza, and was accompanied 
by marked restlessness, flushing, and sweating. Bladder 
irritability was also present, and the chewing habit was well 
in evidence, the patient having eaten away a hole in the 
sheet. The symptoms were easily controlled by tepid spong- 
ing, and during one period of severe intestinal colic immer- 
sion in a tepid bath quickly relieved this symptom. 

The hyperhidrosis affecting the face is readily elicited by 
the smell or sight of a bitter food (lemon), while application 
of bitter substances to the tongue produces a similar effect. 


Reactions to Drogs 


Abnormal hunger is usually associated with gastro- 
intestinal hypermotility. In an effort to counteract this, 
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and to prevent the occurrence of attacks of this nature. 
a dose of 50 mg. of “syntropan” was given by mouth 
„three times a day, and continued over a period of severa) 
weeks, ‘During this time he did not develop any attacks of 
abnormal hunger, though he was still restless on occasion. 
but his habit of chewing was a little less in evidence. He 
has since been kept on 5 minims (0.3 mL) of tincture of 
belladonna, three times a day, and his appetite has beem 
for the most part normal. l 


As amphetamine has been observed to counteract the 
psychomotor restlessness in some cases in which this feature 
is present, he was given a single initial dose of 2.5 mg 
This produced the most marked attack of restlessness he 
had ever had. His behaviour resembled that of a caged 
animal; he ate a hole in the sheet and gnawed the 
embroidered border off his pillow-cases. The restlessness 
subsided in about six hours. Small doses of ephedrine 
produce a less marked effect of similar nature. 

Diphenhydramine hydrochloride (“benadryl”) has” been 
reported to be- effective in relieving spasm of smooth 
muscle (Loew et al, 1946), and it was considered worth 
while to observe its effect in this case. Accordingly, 100 mg 
daily, divided into three doses, was given for five days. Its 
effect was similar to that of amphetamine: he showed very 
marked restlessness, began to chew his clothing, bit his nails 
down to the quick, and chewed the skin from the tips-of his 
fingers. i 

A course of phenytoin sodium (“epanutin”) produced 
no effect whatever, while phenobarbitone simply blurred 
the general symptom picture. 

‘A careful inquiry from the child's parents and teachers 
revealed no evidence of psychological maladjustment. He 
was a happy and popular boy with a good school record , 
he had always faced up to all his problems, and had nevet: 
attempted to make use of his symptoms in an effort to 
evade unpleasant situations. He admits to the usual mild 
anticipatory anxiety before school examinations and the 
like, but the external expressions of this mood appear to 
be exaggerated out of all proportion to the depth of feeling” 
tone with which they are associated. 


Clinical Features 


Two of the clinical features of this case merit further 
comment. k 


1. The Similarity of Effects Produced by Diphenhydramine 
to those Effected by Sympathomimetic Drugs-—It is not easy 
to explain why this should be the case. From the chemical 
constitution of this compound one would not expect it, or 
its degradation products, to have any direct sympathomimetic 
effect. Its most common side-effect is the production of 
drowsiness, and this is no doubt central in origin, but there 
18 no clear evidence of the precise mechanism by which this 
is brought about. It seems reasonable to surmise that part 
of the central action of diphenhydramine is concerned with 
inhibition of the parasympathetic side of the autonomic 
nervous system, and that a relative preponderance of the 
sympathetic side is thus effected. 7 

2. The Abnormal Reactions to Pyrexia Associated with 
Minor Infection—These reactions are modified by the fact 
that the thermal stimulus is in this instance a sustained one. 
We seem to be dealing here with a mass reaction affecting 

the anterior hypothalamus, for, in addition to the normal 

. response to hyperthermia (flushing of the skin and sweat- 
ing), there is frequent emptying of the urinary bladder, and 
abdominal colic and vomiting due to gastro-intestinal 
hypermotility. 

The work of Ranson (1940) and Ranson and Magoun 
(1939) indicates that the centres which prevent over- 
heating are situated in the suprachiasmic and preoptic 
areas ; but it has also been shown (Kabat, Ranson, and 
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Magoun, 1934) that in the preoptic area are cell masses 
concerned with contraction of the urinary bladder, and 
there is experimental evidence that increased gastro- 
intestinal activity follows-stimulation of the anterior 
hypothalamus (Massermann and Haertig, 1938). 


' Discussion 

In the patient whose case 1s described above there is 
exhibited a series of exaggerated somatic and vegetative 
1eactions to physiological and psychological stimuli. Some 
of the somatic features bear a resemblance to disorders 
of behaviour, and the emergence of these latter features 
can be brought about by the administration of 
sympathomimetic drugs. Their periodic emergence in 
the past was no doubt due to increased activity of the 
sympathetic side of the autonomic nervous system, It 
is evident from the foregoing clinical findings that there 
has been preserved the functional integrity of the 
various hypothalamic centres which, by discharging 
into descending pathways, produce the responses des- 
cribed; and, in the absence of any evidence of 
infundibulo-tuberal damage—that is, diabetes insipidus 
or obesity—it can be safely assumed that the hypo- 
thalamus itself is intact. Some explanation, however, 
must be sought for the uninhibited nature of the 
reactions observed. 


Disturbances of hypothalamic function, which may be 
permanent or transient in nature and mild or profound 
in degree, are observed to result from lesions in areas 
outside the hypothalamus. These lesions may be pro- 
duced by surgical intervention for experimental or 
therapeutic reasons, or may occur as a result of disease 
processes. (It is customary to regard as release pheno- 
mena the abnormal vegetative and somatic patterns 
which emerge after damage either to those areas of the 
cortex in which autonomic functions are represented or 
to the indirect pathways by which these areas are con- 
nected with the hypothalamus. By this it is assumed 
that the neopallial cortex exercises an inhibitory or 
controlling effect on the central levels of autonomic 
function.) — i 

Marked hypothalamic dysfunction has been described 
(Engel and Aring, 1945) in a case in which an old- 
standing lesion had affected the dorso-medial nucleus, 
internal medullary lamina, and the lateral nucleus of 
the right thalamus. Periodic displays of exaggerated 
hypothalamic activity occurred mainly in response to 
situations provoking anxiety, and an interesting feature 
of the vegetative reactions was the occurrence of hyper- 
hidrosis on the side of face contralateral to the thalamic 
lesion. That the patient also showed marked psycho- 
logical maladjustment is not surprising in view of the 
important part played by the thalamus and its con- 
nexions in personality organization. ' 

. It has been shown (Messimy, 1939) that in animals 
marked motor restlessness, abnormal hunger, and 
exaggerated reactions to sympathomimetic drugs occur 
after severance (by bilateral excision of the prefrontal 
regions) of tbe indirect connexions between the pre- 
frontal cortex and the hypothalamus; and Reitman 
(1946) has described changes in autonomic balance in 
man, following prefrontal leucotomy, in which opera- 
tion connexions between the prefrontal region and the 
dorso-medial nucleus of the thalamus are severed. In 
the cases described by Reitman the changes noted were 
transient ones, while in Messimy’s animals the distur- 


bances observed “ tended to pass off with time,” this 
regeneration of function after damage being in accord 
with the behaviour of the brain as a whole. x 


More profound and more slowly subsiding changes 
in hypothalamic activity are seen in decorticate animals 
—that is, animals in which all portions of the brain 
above the hypothalámus have been removed. It has 
been observed (Bard, 1929) that in decorticate cats 
violent motor and autonomic reactions accompanied by 
widespread activity of the sympathetic nervous system 
occur in response to physiological stimuli. As the motor 
and autonomic reactions exhibited are similar to those 
Which characterize rage in the intact animal, the pheno- 
menon 1s known as “sham rage.” It has been noted 
that when left undisturbed these decorticate animals 
exhibit alternating periods of repose and activity 
(Hinsey, Ranson, and McNattin, 1930), and the 
ultimate subsidence of “sham rage” reactions in 
chronic decorticated animals has been observed by 
Kennard (1945), As phylogenetic progression has 
brought about representation of autonomic functions 
at cortical levels, it is to be expected that after removal 
of these higher controlling levels uninhibited reactions 
would occur when the hypothalamus is excited by 
physiological stimuli. The eventual subsidence of the 
“sham rage” reaction is regarded by Kennard as a 
manifestation of homoeostasis, which is probably. 
brought about by adjustment of the entire remaining’ 
autonomic system. ° 


A more interesting observation, however, is that 
effects similar to and more prolonged than those 
brought about by decortication can be produced in 
intact cats by the placing of bilateral lesions just in 
front of the optic chiasma (Fulton and Ingraham, 
1929), and that in monkeys states akin to “sham rage” 
can be produced by bilateral lesions placed in the same 
areas (Fulton, 1947, personal communication). Asso- 
ciated with the “rage” there 1s evidence of diffuse 
discharge of the sympathetic nervous system. It is 
evident that in these areas are situated pathways by 
means of which an overall control of hypothalamic 
activity is exerted, and that the release phenomena 
resulting from lesions affecting these pathways are 
more prolonged and profound than those which follow 
section of the indirect cortico-hypothalamic connexions 
which relay in the dorso-medial nucleus of the 
thalamus. 


In the case described above, signs of exaggerated 
hypothalamic activity following head injury have per- 
sisted for over six years; the syndrome features, both 
somatic and vegetative components, and the somatic 
components can be readily elicited by the administra- 
tion of sympathomimetic drugs. (It appears that a 
slow subsidence of symptoms is taking place, for some 
of the features are stated to be now less marked than 
formerly.) i 


The nature and persistence of the abnormal reactions 
described, and their association with increased sym- 
pathetic activity, would justify a conclusion that the 
initial head injury had produced a contusion in the 
area just anterior to the chiasmal region, that the 
damage was bilateral in extent and possibly more 
severe on one side than on the other, and that the 
sequelae are manifested in the syndrome described. 


The factors’ underlying causation of the chewing- 
swallowing habit are obscure. As the habit invariably 
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‘N accompanies the restlessness produced by sympatho- 
-mimetic drugs, there is reason to regard it as a release 


phenomenon, and from its unusual and frankly regres- ` 


sive’ nature one would surmise that it is mediated 
through some phylogenetically ancient pathways. 

' The significance of ‘primitive habits of this nature 
has been discussed by Arieti (1945). He notes that what 
he terms the “placing into mouth” habit is found in 
children approximately 1 to 2 years of, age, that it is 
also found in advanced cases of schizophrenia, and that 
„ın these-latter cases it is often accompanied by bulimia) 
tachyphagia, and a stereotyped feeding nitual. He con- 
siders that the-habit represents a primitive response, in 
the mechanism of which a short-circuiting takes placé 
between the—functions of reception and those of 
réaction, with exclusion of the usual normal paths 
which involve higher centres, and suggests that instead 
of,the normal path a circuit is used similar to that 
involved in the relatively primitive physiological com- 
plex which Edinger has called the “oral sense.” He 
has also noted the development of this habit in a case 
following bilateral prefrontal lobectomy. A similar 
habit has been found -in cats after removal of 
both frontal poles (Langworthy, 1944), while Von 
Braunmtthl and ‘Leonhard (1934) have reported - its. 
occurrence in cases of Pick’s disease, The habit is’ 


often observed in amentia and dementia from various ' 


causes. 


Though this release phenomenon has been found to 
emerge after damage or degeneration affecting, the pre- 
frontal areas in man, there ıs evidence that it may 
represent a primitive archipallial expression. Grünthal 
(1947) describes the phenomenon (accompanied by a 
return of the sucking reflex) in a woman, aged 62, in 
whom the only evidence of cerebral damage found at 


necropsy was a circumscribed bilateral degeneration of - 


the cornu Ammonis, and it has long been noted that 
„marked perversion of feeding habits occurs in the early 
stages of ‘Tabies in dogs, in which disease the cornu 
Ammonis is severely affected. It would thus seem that 
efferent pathways from the hippocampus can exert an 


inhibitory action on lower centres in the rhinenceph- : 


alon concerned with simple feeding reflexes, and it is 


possible that this inhibitory function in human primates- ' 


is partially vested in the prefrontal-areas, presumably 
in those portions of the orbital area. from which the 
direct pathways to the hypothalamus arise. Exaggerated 
hypothalamic activity might well be associated with a 
spill-over of excitation into the primitive pathways 
described above, and these, by discharging into sub- 
thalamic motor centres, would give rise to those move- 
ments which form -the somatic framework of the 
“ placing into mouth ” jhabit. z 

® 

Summary and Conclusions 

‘* A case 1s reported in which disturbance of hypothalamic 
function has persisted for over six years following head 
injury. 

The various components -of the syndrome exhibited are 
described, and an account is given of the patents reaction 
to various drugs. 


Thé neuro-physiological mechanisms which govern certain . 


features in the syndrome are discussed. 
A possible explanation is advanced in accounting for a 
primitive habit which forms part ve the clinical picture in 


the case described. ; 


i 
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- PREVENTION OF HORMONAL .` 
EOSINOPENIA AND LYMPHOPENIA BY 
' INHIBITION OF CLOTTING - 

IN. BLOOD ` 
PRELIMINARY REPORT 


RY 
Z. Z. GODLOWSKI, M.D., M.R.C.P.Ed. 
Research Fellow of the Carnegie Trust, Edinburgh 


(From the Department of Pathology, Edinburgh 
University, and from Ballochmyle Hospital) 


It has already been well established that phenomena ói 
eosinopenia and of lymphopenia follow the:administra- 
tion of potent preparations of adrenocortical steroids 
with C11 oxygenated, or the application of hormones 
or agents which. stimulate their endogenous secretion 
‘The mechanism and the meaning of these phenomena 
„are not clearly. understood. Dougherty et al. (1944) 
. demonstrated that the amount of gamma-globulins in 
the blood’ plasma rose significantly, parallel with the 
degree of lymphocyte diminution after the administra- 
tion of A.C.T.H. or of cortisone or cortisone;like 
steroids. At the same time the titre, of the specific 
- antibodies also increased significantly. They’ con- 
cluded from these findings that disintegrating cyto- 
„plasm of the lymphocytes is the ‘source of gamma- 
globulins, which are closely related to the specific anti- 


_ bodies, and that they aĉe discharged from lymphocytes 


under the activity. of the adrenocortical steroids 
Those authors’ observations, however, were not-con- 


` firmed by others (De Vries, 1950), since the N-anti- 


bodies:.did not rise in the blood at the time of the 
lymphopenia after A.C.T.H. injection. The viano: 
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== pxperimon: Cortisons acetate 
menon of eosinopenia causéd by the injection of a 
potent A.C.T.H. preparation is of such a constant 
_ character that it induced Thorn et al. (1948) to regard. 
“it as-a test for’ the adrenocortical function. 

In the course of the study of the fate of ‘eosinophils 
during hormonally: produced’ eosinopenia, a close 
relation between blood’ clotting and: the disappearance 
of eosinophils and-lymphocytes has been detected. 

In the present experiments the process of clotting in 
the blood. was: entirely prevented by intravenous 
heparin in-a dose of 1,560 iu. per kg. body weight. 


` During the whole- experimental . period—that is, four 


hours—another fourth of the initial dose of heparin was 
given in order ‘to maintain complete incoagulability. 
Ten minutes after the administration of the first dose 
of heparin the eosinopenic hormones were injected and 


cytological- analysis of the peripheral blood was made. - 


at the end of the fourth hour. Cortisone acetate ‘used 
in these experiments was in the form of saline suspen- 
sion. with 1.5% benzyl alcohol as preservative. 

From the data shown in the table one can-postulate 
that the phenomena of eosinopenia and lymphopenia 


~ were completely eliminated ôr significañtly diminished, 


- or that the-number of the circulating eosinophils and ` 
lymphocytes significantly rose by the inhibition of 
blood coagulation. In three cases (dogs Nos. 8, 9, and 
10) h given in the same dosage without’a follow- 
ing injection of edsinopenic hormones caused a signi- 
ficant rise in the number of circulating eosinophils. 

The explanation ‘of ‘these phenomena lies in the two 
. apparently independent actions of heparin and eosino- 
pene J hormones. Re mobilizes the ‘ tissue eosino- 
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phils arrested in “the typhoid tissue during the inter- 


action’ between antigen carried by eosinophils (God- . . 


lowski, 1948) and specific antibodies discharged from 
lymphocytes (Dougherty, 1944), shifting them into the 
circulation ; this action is responsible for the rise in 
circulating eosinophils. after heparin 1 injection. Eosino- 
penic hormones,’ on the other hand, exert a direct 
eosinolytic action, causing their disintegration in the 
circulating blood. `- The rate of these two actions and 


the amount of the available eosinophils arrested in the _ 


“lymphoid tissues determine whether”. eosinopenia will 
occur or, whether circulating eosinophils ` will rise des- 
pite the eosinolytic- action of the eosinolytic hormones. 

In the controls the nornial clotting time was slightly 
shortened by “the application of the eosinopenic hor- 
mones ; this can be seen in the table. 


penia; and the implication- of this finding in the 
mechanism of the action of the pituitary—adrenocortical 


1 


‘A detailed report of the correlation between clotting E 
“and -elimination of hormonal eosinopenia and lympho- 


system, as ‘well as an explanation of the-mechanism of | 


the eosinolytic ‘action of the eosinopenic steroids, will 
_ be published elsewhere at an early date. i 


I wish to thank tho Medical Research Céuncil for the supply 
of A.C.T.H. and cortisone. I am’ also indebted to Professor 
A. M. Drennan for his advice and criticism throughout this 
investigation. - * y 
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PATHOGENESIS OF MITRAL STENOSIS ` 


BY 


F. R. MAGAREY, M.D., M.R.C.P., M.R.A.C.P, 


(From the Department of Pathology and Bacteriology, 
Welsh National School of Medicine, Cardiff) 


[WITE PHOTOGRAVURE PLATE] 


Little attention has been paid in-modern times to the 
pathological changes which underlie the progressive 
nature of. the stenosis occurring in rheumatic mitral 
disease. This problem has now become of practical 
importance, because with modern cardiac surgery it is 
possible to obtain direct relief of the condition by opera- 
tion on the affected valve. 


Current Theories i 


There are two main views.regarding the pathogenesis 
of chronic rheumatic valvular thickening and stenosis. 
Rokitansky (1852) was of the opinion that the valves 
became thicker in consequence of the deposition on the 
surface of the cusps of layers of a morbid substance 
from the blood which becomes converted into fibrous 
tissue. He also believed that this same process caused 
the cusps to become adherent to one another by means 
of repeated deposition in the commussures between 
them. On the other hand, the usual present-day con- 
ception of the process attaches little significance to 
organization of fibrin on the surface of the valve. 
Rather it 1s thought that the necrosis and inflammation 
which go on within the substance of the valve cusps 
cause the cicatricial contraction. Coombs (1924) des- 
cribed this process as a purse-string gradually tightening 
around the orifice of the valve. I believe that there is 
ample evidence to show that progressive post-rheumatic 
valvular thickening and development of mitral stenosis 
are due, at least in-part, to organization of repeated 
deposits of fibrin on the surface of the valve and in 
the commissures between the cusps as described by 
Rokitansky, and that it is not necessarily dependent 
upon the more generally accepted process of post- 
inflammatory cicatricial contraction within the sub- 
stance of the valve. 


Evidence 


It is not now in general dispute that the thromb: form- 
ing the typical vegetations of acute rheumatic endo- 
carditis become covered by endothelium and organized 
by the growth of fibrous tissue during the healing stage. 
This process will inevitably.lead to the formation of 
fibrous, bosses and irregularities on the auricular surface 
of the cusps. It is not these vegetations with which 
we are concerned, but the repeated deposits of 
fibrin which occur after the acute phase is over. Ina 


previous investigation, in which 250 mitral valves from” 


routine necropsies were examined, I showed that 7% 
bore fibrin deposits on the surface (Magarey, -1949). 
Only a small number of valves in this series were 
stenotic, and as the deposits also occurred on normal 
valves they are not to be regarded as pathognomonic of 
the chronic stage of the rheumatic process. Further 
investigation, during which about 30 rheumatic valves 
were examined, has shown that fibrin deposition on the 
surface of the cusps is far more common on rheumatic 
than on non-rheumatic valves. In fact, instead of the 
7% in non-rheumatic valves, the frequency of occur- 
rence is nearer 70% in the rheumatic cases. It is 
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possible that the deformities associated with the healing 
stage * of acute rheumatic fever described above 
encourage deposits of fibrin on the surface, and this 
sequence of thrombus formation followed by organiza- 
tion may be repeated throughout life, thus explaining 
the slow development of mitral stenosis over a numbe: 
of years. 

When sections from chronic rheumatic valves are 
studied there is a good deal of evidence to support this 
view.. It can be seen that the deposits of fibrin which 
are often present become covered by endothelium ex- 
tending from the contiguous surface of the cusp, and 


_that fibroblasts from the pre-existing tissue gradually 


replace the plaque of fibrin by a‘layer of firm fibrous 
tissue. Some sections of thickened valves show this 
process to have been recurrent, the deeper layers of 
fibrin being in a more advanced stage of organization 
than the superficial (Plate, Fig. 1). This repeated fibrin 
deposition followed by replacement with fibrous con- 
nective tissue leads not only to thickening of the cusps 
but also to gradual narrowing of the valve orifice by a 
silting-up process.” 

I have previously made-another observation which 


. supports this view. Lambl’s excrescences, small tags of 


endothelium-covered fibro-elastic tissue, occur com- 
monly on the auricular surface of formal mitral valves 
They are primarily superficial structures, but in sections 
of thickened valves they are sometimes seen partly 
buried within the substance of the valve. Even when so 
buried they are still readily recognizable by their histo- 
logical architecture (Fig. 2). This partial submergence 
is further proof of repeated depositions of fibrin in the , 
neighbourhood, the ensuing organization of these layers 
of fibrin leading to the gradual burial of these structures 
beneath the surface of the cusps. . 

If the commissures between the valve cusps are ex- 
amined in specimens’ of established mitral stenosis, in 
more than half of the cases adhesions are seen between 
the adjacent surface of the cusps. These adhesions are 
the result of fibrin clot formation on the endocardium 
of the valve followed by organization, and it has been 
possible to demonstrate all-stages of this process during 
the examination of this series of about 30 stenotic valves 
(Figs. 3 and 4). The process, when often repeated, wilt 
lead to gradual constriction of the orifice of the valve, 
and thus to the further development of stenosis. This 
opinion is contrary to that of Coombs. He states that 
organization of adhesions does not contribute to the 
approximation of the segments of the mitral valve at 
their ends, although he believes that fusion of the neigh- _ 
bouring parts of two cusps of the aortic valve may be 
due to this process. 

The development of thick oiling of the valve and 
obliteration of the angles of junction of the cusps con- 
tinues in the absence of any prolongation or recrudes- 
cence of the acute inflammatory stage of rheumatic 
valvulitis, and it can bé demonstrated to be progressing 
years after there has been any history of acute mani- 
festations ef rheumatic fever. The slow but relentless 
development of mitral stenosis for many years after an 
attack of acute rheumatic fever can be thus explained. 


“ Shortening ” of the Chordae Tendineae 


The. same process of surface fibrin deposition 
followed by organization can account for the so-called 
“ shortening” of the chordae tendineae and for the 
adhesions that form between them in chronic rheumatic 
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disease of the mitral valve. A gelatinous deposit of 
fibrin can sometimes be found adhering to the chordae 
tendineae, binding them-together (Fig. 5). In this fibrin 
early organization may be present, and the end-results 
of this process are the formation of firm fibrous 
adhesions between the chordae. The same process 
taking place near the attachment of the chordae ten- 
dineae to the valve cusp will cause adhesions not only 
between the chordae themselves but also between them 
and the ventricular surface of the valve. . In sections of 
some greatly thickened valves the chordae can be seen 
deeply buried in the substance of the cusp (Fig. 6). This 
condition could scarcely occur by any means other than 
organization of repeated surface deposits which even- 
tually causes the various structures to become enveloped 
in a continuous fibrous covering. The fusion of the 
valvular attachment of the chordae tendineae to the 
back of the cusp will give the appearance of shortening 
and will at least accentuate any real shortening 
of the chordae which may occur by any other means. 
It will also greatly contribute to the rigidity and im- 
mobility of the cusps and thus to the stenosis. 


Conclusion 


The conception of the pathogenesis of mitral stenosis 
which Į have described has an added interest in view of 
the findings at operations undertaken for the direct 
surgical relief of the condition such as described by 
Baker, Brock, and Campbell (1950). The technique 
they favour is that of digital dilatation of the valve, the 
result of such procedure being a splitting of the stenosed 
valve along the line of the pre-existing commissures. 
This is the site where one would expect the tissues to 
give way had the commissures become occluded by 
fibrous adhesions as already described, and if, as is sug- 
gested, this is one of the main causes of the stenosis, 
relief would be expected from this operation. Glover, 
Bailey, and O’Neill (1950) describe the use of a specially 
designed knife to cut the commissures. 
those in the addendum their series consists of 50 cases, 
but the longest post-operative follow-up is only two 
years. It remains to be seen for how long the stenosis 
is alleviated by these manipulations. If the above con- 
ception of the process of the disease is correct, it is to 
be expected that the lesion may recur because the 
irregular surface of the cusps will still predispose to 
repeated thrombus formation. 


Summary 
Evidence is produced to show that the long-continued pro- 
gression of stenosis in rheumatic mitral disease is due, at 
least in part, to organization of repeated deposits of fibrin 
on the surface of the valve and in the commissures between 
the cusps. 
In view of this mode of progression it seems that mitral 
stenosis relieved by digital dilatation and splitting, as recently 
described, may be expected to recur. 


I am very grateful to Professor Jethro Gough for his advice 
in the preparation of this paper, and to Mr. J. P. Napper for his 
assistance with the photography. 
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USE OF GALLAMINE TRIETHIODIDE 
(FLAXEDIL) IN MODIFYING E.C.T. 
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Since the introduction of convulsion treatment for the 
psychoses in 1934 by Meduna, the technique of adminis- 
tration and the indications for its use have undergone 
progressive modification. The main steps have been 
the development by Cerletti and Bini in. 1938 of elec- 
trical methods of provoking a convulsion, the extension 
of the treatment to out-patients, and the use of curare 
and other drugs to reduce the severity of the muscular 
contractions during the convulsion. 


D-Tubocurarme Chloride 


With the unmodified technique, still probably employed 
as a routine in most hospitals and clinics, and despite 
the use of some method of physical restraint, the 
incidence of fractures remains ‘appreciable. Hobson 
and Prescott (1947), in their report on the use of 
D-tubocurarine chloride, showed that with an unmodi- 
fied technique the incidence of crush fractures of the 
dorsal vertebrae remains at about 4%, but other writers 
have reported higher figures. Although it is agreed that 
these particular fractures have little clinical importance, 
and rarely lead to any lasting disability, they are of 
medico-legal importance, and other injuries are less inno- 
cent clinically. We do not yet know for certain that 
these vertebral fractures will not in fact lead to an arth- 
Titis some years hence. Although Thorpe (1948) seems 
to be satisfied with his unmodified technique, and reports 
no complications or fractures in the course of 3,000 
convulsions, this is hardly the experience of the majority 
of those who carry out that treatment. 

Until the introduction of curare as a means of modi- 
fication there were always patients whose psychiatric 
condition demanded convulsion treatment, but who had 
to be denied it because their physical condition abso- 
lutely precluded its use. Shepherd and Watt (1949) 
reported a series of 50 patients successfully given elec- 


` tric convulsion treatment modified by p-tubocurarine 


chloride who would have been untreatable owing to 
physical disease had some method of modifying the 
convulsion not been employed. 

The injection of curare and drugs with a similar action 
in a conscious patient produces a terrifying sensation 
(Hobson and Prescott, 1947; Davies and Lewis, 1949 ; 
Guild, 1950), and in practice such injections are there- 
fore combined with a simultaneous injection of thio- 
pentone. E.C.T. has long been criticized because in a 
fair proportion of patients it produces a dread that is 
severe enough to cause some to refuse further treat- 
ment ; Cooper (1948), Thorpe (1948), and many others 
have used thiopentone -by itself to diminish this fear 
The use of thiopentone with a curarizing agent has this 
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_ advantage, and, in addition, it leads to a smoother, less 
restless recovery period than is often experienced after 
unmodified E.C.T. ` 
D-Tubocurarine chloride, however, has not escaped 
criticism. Both Sandison (1947) and McGuinness (1947) 
have regarded it as being unnecessary and as having 
dangers of its own. Deaths from its use have been 
reported, chiefly from respiratory paralysis: Ulett er al. 
(1950) referred“to six deaths in E.C.T. with curare. It 
has histamine-like actions, and produces bronchospasm 
in a small proportion of people (Hobson and Prescott, 
1949) ; patients show a considerable variability in their 
Tesponse to it, and Gray and Halton (1948) reported 
‘ cases ‘of hypersensitivity ; the period of recovery from 
E.C.T. is longer after curare has been used. 
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D-tubocurarine chloride. Doughty (1950) found gallamine 
triethiodide to be the most useful curarizing. agent in 
facilitating laryngeal intubation, and Ruddell (1950), in 
,4 report on its use in 400 cases of general anaesthesia, 
' stated that it was superior to p-tubocurarine chloride as 
a relaxant. SP 

The only report we have so far seen’ on the use of 
gallamine triethiodide in E.C.T. is that of Presland and 
Palmer (1950). Their view is that for this purpose it is 
superior to p-tubocurarine chloride and to C10, and they 
point to the following advantages over one or other of 
its rivals: it is miscible with thiopentone; it has no 
histamine-like activity ; ; it bas an effective antidote; 
recovery from it’is more speedy ; and it spares respira- 
tion more than the other two drugs. This last observa- 


~ tion is in direct contradiction to the opinion of Davison 


’ Decamethonium Iodide ` 


When Paton ‘and Zaimis (1948) and Organe, Paton, 
and Zaimis (1949). published” their reports on a new 
synthetic curarizing agent, decamethonium iodide (C10), 
it seemed that*this drug might well prove to have advan- 
tages over D-tubocurarine chloride in modifying E.C.T. 
Davies and Lewis (1949), in an experimental and clini- 
cal study, reported that C10 was in fact preferable 
because in equivalent doses it spared the diaphragm 
. More than did curare, it was free from disagreeable 
histamine-like side-effects, it was miscible with thio- 
pentone, and it was cheap. Hobson and Prescott (1949) 
carried out a careful comparison of p-tubocurarine 
chloride and C10 in 40-patients undergoing E.C.T., and 
found that C10 had all the advantages of curare with: 
out its unpleasant side-effects, that it was more transient 
in its action, and that, being synthetic, it would not 
require biological standardization: Vetten and Nichol- 
son (1950) reported that the recovery period from 15 mg. 


of p-tubocurarine chloride was 40 to 50%.longer than ` 


from 3 mg. of C10. 


Although C10 has continued to’ be used without 
any serious difficulty in modifying E.C.T., Gray (1950) 
abandoned its use in anaesthetic practice because of 
unpleasant experiences. Vetten and Nicholson (1950) 
reported one case “of grave post-operative respiratory 
depression after a moderate dose of C10 in consequence 
of which they have abandoned its use in upper- 
abdominal surgery. The absence of any safe and effec- 
tive antidote to it, and the dangers of the recommended 


i _ antidote, pentamethonium iodide, with its liability to 


produce an alarming fall in blood presume, have also 
led to uneasiness. 

Ulett et al. (1950) employed the dimethyl ether of 

p-tubocurarine chloride for modifying E.C.T., and they 
prefer it.to p-tubocurarine chloride. .They found that, 
like the -earlier drug, it has a tendency to produce 
` laryngospasm and, occasionally, respiratory difficulty. 
They also record occasional general muscular weakness 
lasting 30 minutes to several hours after the shock. 


Gallamine Triethiodide 


Another synthetic drug with a curare-like action— 
tri(diethylaminoethoxy)benzene triethyliodide (gallamine 
triethiodide—“ flaxedil ”}—has also received attention 
since its introduction by French workers in 1946. 
Mushin eż al. (1949) found it to be an effective curarizing 
agent, stable, easily prepared, miscible with thiopentone, 
antagonized by neostigmine, and devoid of side-reactions. 


The duration of action was slightly less than that of: 


(1950), who found that with C10 the duration of respira-~ 
tory depression was shorter than that of abdominal 
relaxation, and that the total duration of action’ was 
shorter than that of gallamine triethiodide. 

The main complaint against gallamine triethiodide is 
that it produces a rise in pulse rate, but this does not 
seem to be of much importance in E.C.T. Many patients 
awaiting this treatment already have tachycardia owing 
to apprehension. Presland and Palmer state that the 
only contraindications to its use seem to be myasthenia 
gravis, asthma, and renal disease. Fairley (1950) reported 
the occurrence of prolonged intercostal paralysis after 
the administration of gallamine triethiodide to a woman 
with impaired renal function. This paralysis did respond, 
however, to the injection of neostigmine, but it must not 
be forgotten that deaths have been reported following 
the administration of neostigmine to patients in poor 
' physical condition (Mainos 1949 ; Clutton-Brock, 
, 1949). 


The Investigation 


In nine months since February, 1950, 110. patients 
received a course of E.C.T. at the out-patient clinic of 
this hospital: In the early months, while p-tubocurarine 
chloride was being used, we employed this relaxant only 
if there were definite indications (physical disease or 
robust physique) that the severity of the convulsion 
ought to be modified ; if there was none, the treatment 
was given’ unmodified, or, in patients who displayed 
apprehension, after an injection of thiopentone and 
atropine. In the later months,.after C10 had been 


adopted, and subsequently gallamine triethiodide, we 
used these drugs on almost every patient, unless there 
was some contra-indication. 
Table I. = 


Taste I : 


The details are set out in 





None : ; k 93 
Thlopeat airopine oni and atropine 12s 
Gat nioe Tuathinaide. thigpontiies: and Hoi 183 

Total s4 Da 601 





It has’ been possible to form a clinical impression of 
the merits of the three relaxant drugs and to compare 
their efficacy, drawbacks, and dangers. The standard 
dose of atropine used was 1/100 gr.-(0.65 mg) and — 
thiopentone 0.25 g., but the amount of thiopentone given 
was increased or reduced as experience dictated in indi- 
vidual cases. The usual doses of the three relaxahts 
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employed were: D-tubocurarine chloride, 15 mg. ; C10, 
3 mg.; and gallamine, 60-80 mg. ; but here again..the 
age, “physique, and weight of the patient were taken into 
account in assessing the most suitable initial dose, and 
this was altered on a later occasion in the’ light of experi- 
ence. An airway was inserted towards the end of the 
modified convulsion and an oxygen insufflator used in 
every case in which a muscle relaxant had been given. 


Dosage and T echnique.—All three preparations are 
issued in convenient amounts of solution, so that the 
dose can be accurately’ measured. The preparation of 
D-tubocurarine chloride employed was not miscible with 
thiopentone and atropine. This entailed the use of two 
syringes and the risk of the needle slipping out of thé 
vein during the change of syringe:- The other two drugs 
can be given mixed with thiopentone and atropine in a 
„single syringe. The mixed solution of the three drugs 
was given rapidly, in 10 to 15 seconds, producing a full 
thiopentone effectsin approximately 30 seconds. 


Rapidity of Effect 


The maximum effect with p-tubocurarine chloride and 
C10 is in the fourth minute after injection. With 
gallamine triethiodide, the maximum effect is achieved 
in the second minute, This ‘still leaves time after the 
injection to clean the patient’s temples, and to adjust 
the headband before the maximum effect is reached. 
Thé rapidity of action of gallamine triethiodide has 
important advantages. (1) Less thiopentone is needed. 
We twice had the experience with one patient that the 
effect of a small dose of thiopentone wore off before the 
fourth minute, and he cried out, “I can’t breathe.” A 


larger dose was given on subsequent occasions, but it is- 


desirable to keep the dose of thiopentone at a minimum 
for out-patients. (2) There is a saving of two minutes in 
each treatment. This may seem trivial, but it means 
that, under out-patient conditions, in each hour six 
patients can be treated with gallamine triethiodide,.and 
only four with p-tubocurarine chloride or C10. Since 
we have been using gallamine triethiodide our waiting- 
list for E.C.T. has vanished, and we have never had to 
insert an airway and give oxygen because of ‘cyanosis 
developing before the shock. 

aes 

a 


Effect on. Convalston 


In general the aim with physically healthy patients has ` 
been to modify the convulsion rather than to abolish it. ' 


In these patients the main risk of E.C.T. is in producing 
crush fractures of dorsal vertebrae owing to the violence 
of the initial “ jerk ” of spinal flexion. We have there- 
fore attempted to give only enough curarizing agent to 
diminish this “ jerk,” so that with the assistance of mild 
physical restraint—a hard pillow, under the dorsal spine 
and some pressure on the pelvis and shoulders to keep 
the spine from flexing—any tendency to spinal flexion 
was kept within very narrow limits. We were of the 
opinion that any attempt to abolish the convulsion com- 
pletely in’ all patients was unjustifiable, as it exposed 
them to rather more hazards from full curarization than 
from leaving the convulsion to occur unmodified. 

In physically handicapped patients we have aimed at a 
greater degret of modification, approaching complete 
abolition of-convulsive movements in some of them. 
These patients have included two with mitral stenosis, 
one pid man with auricular fibrillation, one with healed 
-pulmonary tuberculosis, two with diabetes mellitus, one 


A 


( 3 
” GALLAMINE-<TRIETHIODIDE IN E.C.T. 


r 





- with Parkinsonism, one with asthma, one seven-monihs 


pregnant woman, several with varying degrees of hyper- 
tension, and many frail and:aged people. The’ three 
curarizing agents are all capable of producing a high 
degree of relaxation and virtual abolition of the con- 
vulsion, but even with full curarization the various stages 


: of the “convulsion ” are still recognizable. $ 


Effect on Respiration 
We can confirm Davies and Læwis’s (1949) observa- 


‘tion that, with doses that Gre equally successful in modi- 


fying the convulsion, C10 produces less respiratory 
depression than p-tubocurarine chlorjde, and they found 
that artificially assisted respiration had to continue for a 
shorter time after the convulsion. There is disagreement 
over the merits of gallamine triethiodide in this respect. 
Davison (1950) favoured C10 as an adjuvant in general 
anaesthesia because the total duration of action is shorter 
than that of gallamine triethiodide and because the.dura- 
tion of respiratory depression is shorter than that of 
abdominal relaxation. Presland and Palmer (1950), 
however, state that gallamine triethiodide used with 
E.C.T. spared respiration more than either C10 or 
p-tubocurarine chloride. — y 

Our experience supports that of Presland and Palmer. 
Recovery of breathing is extremely quick after even a 
fully modifying dose. of gallamine triethiodide. Often 
the inability to breathe covered only the physiological 
period of apnoea which accompanies and succeeds the 
epileptiform convulsion, and in many cases the use of 
an airway and insufflation with oxygen was routine 
rather than necessary. It may well be that E.C.T. itself 
cuts short the period of respiratory depression after 
gallamine, as has been reported with p-tubocurarine 
chloride (Hobson and Prescott, 1947; Scurr, 1949), but 
not with C10. 

Assisted respiration was most necessary with p-tubo- 
curarine chloride, and neostigmine was given on two 
occasions. No patient in this series developed broncho- 
spasm. On three oc¢asions after the use of p-tubocurarine 
chloride respiration. became inadequate in the recovery: 
room, arid readministration of oxygen was necessary. 
With C10, respiration had to be assisted more often and 
for longer than with gallamine triethiodide, but no case ` 
gave rise to any alarm,’ and there was no indication for 
using C5. - 


` Other Factors , 


Antidote.—Neostigmine is an effective antidote to 
D-tubocurarine chloride and to gallamine triethiodide, 
but so far no safe and reliable antidote to C10 has been, 
found. ' 

Recovery.—This is without doubt quickest with 
gallamine triethiodide and most tardy with p-tubo- 
curarine chloride. When curare was uséd’ some patients 
did not feel sufficiently recovered to leave hospital 
before 90 minutes after the injection. ‘Almost all those 
who had gallamine triethiodide were able to drink a, 
cup of tea within: 20 minutes, and to leave the hospital 
less than 50 minutes after the injection and convulsion. 
C10 is intermediate in this respect. 

Cost—Each injection of p-tubocurarine chloride costs 
about three shillings ; with C10 and gallamine triethiodide 
the cost is about ninepence. 

Complications. —No physical complications have been 
encountered in this series, either in the patients who had- 
modified convulsions or in moss whose convulsions were , 
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unmodified. Several complained of transient memory 


loss and impairment of concentration, and one became 
hypomanic ; but these are complications of E.C.T., 


, whether modified òr not. 


i 


The nursing staff’s opinion is quite clearly in 
favour of ‘gallamine triethiodide and least favourable 
to p-tubocurarine chloride. Š 


Discussion and Conclusions ~ 


E.C.T. is a highly successful form of treatment for, 


many depressive illnesses. In its unmodified form it has 
certain risks, and, moreover, it cannot be administered 
to many patients who require it, because they happen 
to be suffering from physical disorders. A minority of 
patients also find it exceedingly unpleasant. The use 
of p-tuboctrarine chloride, coupled with thiopentone, 
overcomes these drawbacks to a very considerable extent, 
but modification with this drug entails several risks, 
which many experienced people feel should restrict its 
use to those suffering from serious physical disorders. 
The introduction of C10 as a muscle relaxant has proved 
in some hands to be an agent so-free from hazards that 
in some clinics it is thought that the faint risks of not 
using it in an uncomplicated case now outweigh the 
slight risk of using it in every case. 

As-a result of considerable experience with gallamine 
triethiodide in the past few months we are of the opinion 
that this relaxant has certain distinct advantages over 
C10, and that the time has now arrived for using it in 
combination with thiopentone and atropine in every case, 
unless there is some contraindication. Now that gallamine 
triethiodide is available, we hold the view that the use 
of p-tubocurarine chloride for modifying the convulsion 
of E.C.T. should be abandoned. None of these drugs 


should on any account be employed unless a. means of ` 


ventilating the patient through an adequate airway with 
oxygen is a. hand 

So far few adverse accounts of gallamine triethiodide 
have been reported, and no trouble Whatever has been 
encountered in using it in our series of patients. It 
should not be employed in myasthenia, it should be 
used with caution in cases of impaired renal function, 
and it is probably wiser on theoretical grounds to use 
C10 in asthmatics. 

The conclusions of this comparison are roughly 
expressed in summary form in Table IL 


Tape I¥—Comparison of the Virtues of Three Relaxants in 
Modifying E.C.T. 





Miscible with thiopentone 
Rapidity of effect z 
Relative absence of' re- 


+ 
0 
+ 
+ 
+ 
0 
+ 





We wish to thank Dr. Henry Wilson for his interest, and 
Dr D. V. Martin and Dr. W. J. B. Rogers, who administered 
half the treatments with which this paper is concerned. : 


ADDENDUM.—Since this paper was completed we have 


carried out 256 treatments on 39 patients, using gallamine 
triethiodide, thiopentone, and atropine. This further experi- 
ence has not led us-to alter our views. 
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It is now accepted that curarization of `a patient under- . 


going electroplexy for the treatment of mental disorder 
is a useful adjunct in avoiding traumatic complications, 
as it reduces the muscular force of electrically induced 
convulsions (Hobson and Prescott, 1947, 1949; 

Shepherd and Watt, 1949; Davis and Lewis, 1949). 
It has been established that tri-(diethylaminoethoxy)- 
benzene triethyliodide (gallamine triethiodide—“ flax- 
edil”) exerts a true muscle relaxant action, inhibiting 
the transmission of nervous impulses by acetylcholine 
and blocking transmission across the myoneural 
junction of voluntary muscle (Bovet er al., 1947; 
Huguenard, 1948; Mushin et al., 1949). The felaxant 


action is easily reversed by neostigmine or physo- 


stigmine (Wien, 1948). Wilson and Gordon (1949), 
while using gallamine triethiodide as a curarizing agent 
in anaesthesia for a series of 80 patients (20 adults and 
60 children) undergoing surgical operations in the abdo- 
men and in the chest, concluded that this drug produced 
adequate muscular relaxation and that it seemed to be 
devoid of undesirable side-actions. Other workers 
have had similar good results whilst using gallamine 
triethiodide in general anaesthesia (Ruddell, 1950; 
Doughty, 1950; Harrison, 1950). 

It seemed to us that gallamine triethiodide might be 
of use in patients who required electroplexy with 
modification because of certain physical abnormalities 
Twelve patients (two men, ten women) were selected 
who were thought to be suitable for convulsant 
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condition is Post-traumatic in origin, ‘and its clini 
features differ in some respects from those commonly 
found in post-traumatic lesions, 


The number of reported cases of hypothalamic dis- 
orders following head injury is not large. This may, 
however, be-due to the fact that in most of the reported 
cases the diagnoses have been made more simple by the 
presence of fairly obvious static signs and symptoms 
indicating lesions in the hypothalamus itself—that is, 
diabetes insipidus, obesity, and disorders of sleep. The 
significance of less obvious post-traumatic sequelae 
such as disturbances of autonomic function may often 
pass unrecognized, as these disturbances are not 
discoverable by the usual routine methods of examina- 
tion of the nervous system. In the undermentioned 
case, for example, no clinical investigation was carried 
out until almost fouf years after the occurrence of th 
original head injury. i oo 

As this case did not come under my care until several 
years after the initial injury, the description of the 
onset and the early manifestations of the syndrome’ is 
based on the observations of the boy’s mother. The 
latter is a reliable witness and an accurate observer, 
with the added advantage of a training as a nurse, and 
from the account given by her there is every reason to 
believe that the featūres now present existed from an 
early stage after the initial injury. 


The syndrome is made up of the following abnor- 
malities: thermohyperaesthesia; periodic abnormal 
hunger ; periodic psychomotor restlessness; distur- 
bances of autonomic function and abnormal reactions 
to certain drugs ; occasional bouts of pyrexia associated 
with intestinal colic, nausea, vomiting, and bladder 
irritability ; and a compulsive habit of chewing and 
swallowing various articles and substances. f 


, 


< Case History 


The patient, a boy aged, 11, was a healthy child until the 
age of 44, when he sustained the head injury mentioned 
below. He began to walk and to talk at the average normal 
age, and did not suffer from fits or convulsions ın infancy. 
There is a clean family history, and the home background 
1s a happy and normal one. He has two older brothers and 
one younger sister, all of whom are intelligent and likeable 
children. © ' . 

On`the morning of October 12, 1943, when running to 
school, he tripped and fell forward, striking the base of his 
forehead forcibly against the edge `of a stone kerb. He was 
momentarily stunned and a massive haematoma developed 
over the frontal bone. He was taken to the local hospital 
and kept there under observation for three weeks. Un- 


stances—namely, his clothes, the edges of his cuffs and 
Pullover, his handkerchiefs, and pieces of the bedclothes. 
He began to eat portions of thread, string, and plasticine, 
later vomiting: matted masses of these substances. Pieces 
of chalk and crayons were also eaten, and on occasion he 
has been found with small metal objects in his mouth. This 
abnormal behaviour appeared to be intermediate in nature 
between a reflex and a voluntary action, for it was noted to 
occur even when his attention was wholly concentrated on 


, some subject of absorbing interest. It did not seem especially 


N 


fortunately the case notes made at the time are incomplete, i 


and, -apart from the fact that there was no bony injury 
shown on an x-ray film of the skull, little information can 
be gained from the clinical observations then recorded. He 
was kept in bed for a further week after returning home 
and did not go back to school until the beginning of the 
next term. About six weeks after his discharge from 
hospital his mother noted the development of changes in 
behaviour and the onset of the compulsive habit which 
he now exhibits. During the .next few months, and 
especially during the warm weather in the summer of 
1944, other abnormalities were noticed by his parents. 
These still persist, and are referable to a disturbance of 
autonomic function, 

The first abnormality noticed was the onset of the chew- 
- ing and biting of his nails and fingers, a habit to which he 
had not, previously been addicted. In the next month or 
so he had begun to chew and swallow a variety of sub- 
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to be connected with any situations which, in a child, might 
give rise to mild anxiety, but appeared at intervals for no 
apparent reason, and can now be brought on at any time 
in intensified form by the action of certain drugs. 

The second abnormality noted was one affecting appetite. 
This was also periodic, and when the urge developed his 
hunger was almost insatiable. Tachyphagia was a promi- 
nent feature of a feeding ritual in which he showed a prefer- 
ence for certain foods similar to that described by Arieti 
(1945) as occurring in certain cases of mental disease. 
During a recent attack he consumed a 14-02. (400-g.) loaf 
before his lunch, at which he proceeded to eat as much 
as both his brothers. This was followed by a large apple 
and a glass of milk, and after this he still asked for 
more. 

About this time it was observed that he sweated heavily 
about the face when eating. This phenomenon was much 
more marked on the right side of the face, and was accom- 
panied by flushing of the skin’ Dilatation of skin vessels 
was maximal on the ears and along the border of the lower 
jaw. Sweating was most pronounced’ in the periorbital 
region and along the side of the nose and the upper lip. 
It is occasionally accompanied by lacrimation from the right 
eye. The sight, smell, and even the thought of certain 
articles of food will cause sweating on the face, and it can 
be rapidly elicited by the taste of bitter substances. 

During hot weather, on physical exertion, and when 
emotionally excited, profuse sweating occurs over the 
whole body. Sweat literally streams from him, and 
during very hot weather he becomes somewhat pinched - 
and dehydrated in appearance. It is stated that on one 
occasion, when a particularly profuse bout of sweating 
occurred, a tingling sensation was felt in the skin of the 
face and scalp, and the sweat was faintly tinged with blood. 
Profuse sweating occurs over the face and scalp for an hour 


_or so before he goes to sleep. 


Coincident with the periods when the chewing-swallowing 
habit, emerges a marked restlessness occurs, and the auto- 
nomic over:reactions become more noticeable. He seems 
quite unable to keep still or to concentrate on any subject 
for’any length of time, nor will he allow the other members 
of his family to do so. During these attacks he becomes a 
trial to his parents and to his older brothers, who are unable 
to get on with their.studies owing to his continual inter- 
ference with them. This restlessness can be brought on 
at any time, and in-a marked degree, by giving small doses 
of certain drugs. 3 

The attacks of hyperthermia associated with intestinal colic 
have occurred both in cold and in hot weather. They are 
accompanied by nausea and, at times, vomiting. Frequency 
of micturition and marked general irritability are present 
during the attacks. The temperature has ranged from 100 
to 102.5° F. (37.8 to 39.15° C.), and there is marked flush- 
ing and sweating. The duration of attacks in the past has, 
been from 24 to 48 hours. The attack I saw was associated 
with minor infection (coryza), and it is felt that previous 
attacks had a similar aetiology. ; 

The only disturbance noted affecting sleep is a delay of 
an hour or so in the onset of sleep after going to bed. This - 
delay is more prolonged when attacks. of restlessness are 
present, and at these times he showed a resistance to the 
action of barbiturates, a dose of 2 gr. (0.13 g.) of sodium 
amylobarbitone or 14 gr. (0.1 g.) of quinalbarbitone sodium. 
having but little effect. 
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. During the periods of restlessness he is easily roused to 
anger and becomes aggressive. His aggressiveness is always 
directed against boys bigger and older than himself. He is 
kind to smaller children and animals, and there are no traits 
of a cruel nature. He is an intelligent boy, and is in an 
advanced class at school. He:has the usual hobbies and 
traits common to boys of his age, is a keen philatelist, is 
fond of music, plays the piano, and sings in the church’choir. 


. Investigations 


Physical examination by ordinary methods vevdeled 
nothing abnormal: weight, 69 Ib. 313 kg.); height, 534 i in. 
(136 cm.); span, 54 in. (137 cm.). Both testes are in the 
scrotum. His blood pressure has varied on successive 
examinations from 114/70 to 130/80. 

Special Examinations——Urine acid: specific gravity 1016 ; 
no albumin or sugar; chloride content, 960 mg. per 100 ml. 
The blood Wassermann reaction was negative. Radiographs 
of the skull did not reveal any abnormality, the size and 
shape of the pituitary fossa being within normal limits.” An 
electro-encephalogram showed “some instability, but no 
more than -would be expected in a boy of his age.” 
A fractional test meal showed an acid curve on the lower 
side of the average normal range. A barium meal showed 
that the stomach emptied in less than an hour, and that the 
meal had reached the middle of the transverse; colon in six 
hours. 


Investigation of Temperature Regulation 
There is a tendency to hypothermia, with an ayerage daily 
reading of 96.4° F. (35.8° C.) (oral). Thermohyperaesthesia 
is present, for it has been noted that since shortly after his 
head injury he has never been able to stand with comfort 
a bath at a temperature of over 99° F. (37.2° C). 


Reaction to Bath at 103° F. (394° C.) 


°F. °C. 

Oral temperature before immersion 96.2 35.7 
i sy after 5 minutes’ immersion .. 100.2 37.9 
after 10 minutes’ immersion .. 1016 38.7 


n ” 


When the oral temperature reached 98.4? F. (36.9° C.) 


‘marked flushing of the face occurred, and at 100.2° F. 


(379° C.) marked flushing accompanied by profuse sweating 
was observed. He was removed from the bath after 10 
minutes, and within a further 15 minutes his oral 
temperature had fallen to 98.2° F. (36.8° C.). 


Reaction to Bath at 85° F. (29. 4° CD 


°F, "C: 
Oral temperature before immersion 98.2 36.8 
ï PA after 5 minutes’ immersion .. 96.0 35.6 


Shivering and vasoconstriction of skin vessels then 
occurred, and in the next four minutes his oral tempera- 
ture had risen to 97.2° F. (362° C.). The reactions 
observed were “full-blown” ones, and can be regarded 
ag exaggerated in view of the fact that neither of the bath 
temperatures to which the-patient was exposed appears to 
be deserving of the intensity of the response exhibited. 

I -saw only one attack of hyperthermia—101.5° F. 
(38.6° C.}—associated with` intestinal colic. It occurred 
at the onset of an attack of coryza, and was accompanied 
by marked restlessness, flushing, and sweating. Bladder 
irritability was also present, and the chewing habit was well 
in evidence, the patient having eaten away a hole in the 
sheet. The symptoms were easily controlled by tepid spong- 
ing, and during one period of severe intestinal colic immer- 
sion in a tepid bath quickly relieved this symptom. 

The hyperhidrosis affecting the face is readily elicited by 
the smell or sight of a bitter food (lemon), while application 
of bitter substances to the tongue produces a similar effect. 


A a 


Reactions to Drugs 


Abnormal hunger is usually associated with gastro- 
intestinal hypermotility. In an effort to counteract this, 
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and to prevent the occurrence of attacks of this nature. 
a dose of 50 mg. of “syntropan” was given by mouth 





. three times a day, and continued over a period of severa) 


weeks. ‘During this time he did not develop any attacks of 
abnormal hunger, though he was still restless on occasion. 
but his habit of chewing was a little less in evidence. He 
has since been kept on 5 minims (0.3 ml.) of tincture of 
belladonna, three times a day, and his appetite has been 
for the most part normal. 


As amphetamine has been observed to counteract the 
psychomotor restlessness in some cases in which this feature 
is present, he was given a single initial dose of 2.5 mg 
This produced the most marked attack of restlessness he 
had ever had. His behaviour resembled that of a caged 
animal; he ate a hole in the sheet and gnawed the 
embroidered border off his pillow-cases. The restlessness 
subsided in about six hours. Small doses of ephedrine 
produce a less marked effect of similar nature. 

Diphenhydramine hydrochloride (“ benadryl”) has‘ been 
reported to be~ effective ın relieving spasm of smooth 
muscle (Loew et al, 1946), and it was considered worth 
while to observe its effect in this case. Accordingly, 100 mg 
daily, divided into three doses, was given for five days. Its 
effect was similar to that of amphetamine: he showed very 
marked restlessness, began to chew his clothing, bit his nails 
down to the quick, and chewed the skin from the tips-of his 
fingers. 

A course of phenytoin sodium (“epanutin”) produced 
no effect whatever, while phenobarbitone simply blurred 
the general symptom picture. 


A careful inquiry from the child’s parents and teachers 
revealed no evidence of psychological maladjustment. He 
was a happy and popular boy with a good school record , 
he bad always faced up to all his problems, and had never: 
attempted to make use of his symptoms in an effort to 
evade unpleasant situations. He admits to the usual mild 
anticipatory anxiety before school examinations and the 
like, but the external expressions of this mood appear to 
be exaggerated out of all proportion to the depth of feeling” 
tone with which they are associated. 


Clinical Features 


Two of the clinical features of this case merit further 
comment. 


1. The Similarity of Effects Produced by Diphenhydramine 
to those Effected by Sympathomimetic Drugs—It is not-easy 
to explain why this should be the case. From the chemical 
constitution of this compound one would not expect it, or 
its degradation products, to have any direct sympathomimetic 
effect. Its most common side-effect is the production of 
drowsiness, and this is no doubt central in origin, but there 
is no clear evidence of the precise mechanism by which this 
is brought about. It seems reasonable to surmise that part- 
of the central action of diphenhydramine is concerned with 
inhibition of the parasympathetic side of the autonomic 
nervous system, and that a relative preponderance of the 
sympathetic side is thus effected. 


2. The Abnormal Reactions to Pyrexia Associated with 
Minor Infection.—These reactions are modified by the fact 
that the thermal stimulus is in this instance a sustained one. 
We seem to be dealing here with a mass reaction affecting 


_the anterior hypothalamus, for, in addition to the normal 


response to hyperthermia (flushing of the skin and sweat- 
ing), there is frequent emptying of the urinary bladder, and 
abdominal colic and vomiting due to gastro-intestinal 
hypermotility. 

The work of Ranson (1940) and Ranson and Magoun 
(1939) indicates that the centres which prevent over- 
heating are situated in the suprachiasmic and preoptic 
areas ; but it has also been shown (Kabat, Ranson, and 


` 
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Magoun, 1934) that in the preoptic area are cell masses 
concerned with contraction of the urinary bladder, and 
there is experimental evidence that increased gastro- 
intestinal. activity follows~stimulation of the anterior 
hypothalamus (Massermiann and Haertig, 1938). 


Discussion 

In the patient whose case 1s described above there is 
exhibited a series of exaggerated somatic and vegetative 
1eactions to physiological and psychological stimuli. Some 
of the somatic features bear a resemblance to disorders 
_of behaviour, and the emergence of these latter features 
can be brought about by the administration of 
sympathomimetic drugs. Their periodic emergence in 
the past was no doubt due to increased activity of the 
sympathetic side of the autonomic nervous system, It 
is evident from the foregoing clinical findings that there 
has been preserved the functional integrity of the 
various hypothalamic centres which, by discharging 
into descending pathways, produce the responses des- 
cribed; and, in the absence of any evidence of 
infundibulo-tuberal damage—that is, diabetes insipidus 
or obesity—it can be safely assumed that the hypo- 
thalamus itself is intact. Some explanation, however, 
must be sought for the uninhibited nature of the 
reactions observed. 


Disturbances of hypothalamic function, which may be 
permanent or transient in nature and mild or profound 


tn degree, are observed to result from lesions in areas” 


outside the hypothalamus. These lesions may be pro- 
duced by surgical intervention for experimental or 
therapeutic reasons, or may occur as a result of disease 
processes. (It is customary to regard as release pheno- 
mena the abnormal vegetative “and somatic patterns 
which emerge after damage either to those areas of the 
cortex in which autonomic functions are represented or 
to the indirect pathways by which these areas are con- 


. nected with the hypothalamus. By this it is assumed 


that the neopallial cortex exercises an inhibitory or 
controlling effect on the central levels of autonomic 
function.)— i é 
Marked hypothalamic dysfunction has been described 
(Engel and Aring, 1945) in a case in which an old- 
standing lesion had affected the dorso-medial nucleus, 
internal medullary lamina, and the lateral nucleus of 
the right thalamus.’ Periodic displays of exaggerated 
hypothalamic activity occurred mainly in response to 
situations provoking anxiety, and an interesting feature 
of the vegetative reactions was the occurrence of hyper- 
hidrosis on the side of face contralateral, to the thalamic 


lesion. That the patient also showed marked psycho-, 


logical maladjustment is not surprising in view of the 
important part played by the thalamus and its con- 
nexions in personality organization. i 

_ It has been shown (Messimy, 1939) that in animals 
marked motor restlessness, abnormal hunger, and 
exaggerated reactions to sympathomimetic drugs occur 


~ after severance (by bilateral excision ‘of the prefrontal 


regions) of the indirect connexions between the pre- 
frontal cortex and the hypothalamus; and Reitman 
(1946) has described changes in autonomic balance in 
man, following prefrontal leucotomy, in which opera- 
“tion connexions between the prefrontal region and the 
dorso-medial nucleus of the thalamus are severed. In 
.the cases described by Reitman the changes noted were 
transient ones, while in Messimy’s animals the distur- 
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bances observed “tended to pass off with time,” this 
regeneration of function after damage being in accord 
with the behaviour of the brain as a whole. x 


_ More profound and more slowly subsiding changes 
in hypothalamic activity are seen in decorticate animals 
—that is, animals in which all portidns of the brain 
above the hypothalamus have been removed. It has 
been observed (Bard, 1929) that in decorticate cats 
violent motor and autonomic reactions accompanied by 
widespread activity of the sympathetic nervous system 
occur in response to physiological stimuli. As the motor 
and autonomic reactions exhibited are similar to those 
which characterize rage in the intact animal, the pheno- 
menon is known as “sham rage.” It has been noted 
that when left undisturbed these decorticate animals 
exhibit alternating periods of repose and activity 
(Hinsey, Ranson, and MeNattin, 1930), and the 
ultimate subsidence of “sham rage” reactions in 
chronic decorticated animals has been observed by 
Kennard (1945). As phylogenetic progression has 
brought about representation of autonomic functions 
at cortical levels, it is to be expected that dfter removal 
of these higher controlling levels uninhibited reactions 
would occur when the hypothalamus is excited by 
physiological stimuli. The eventual subsidence of the 
“sham rage” reaction is regarded by Kennard as a 


manifestation of homoeostasis, which is probably . 


brought about by adjustment of the entire. remaining” 
autonomic system. J - - 


A more interesting observation, however, is that 


-effects similar to and more prolonged than those 


brought about by decortication can be produced in 
intact cats by the placing of bilateral lesions just in 
front of the optic chiasma (Fulton and Ingraham, 
1929), and that in monkeys states akin to “ sham rage” 
can be produced by bilateral lesions placed in the same 
areas (Fulton, 1947, personal communication). Asso- 


- ciated with the “rage” there ıs evidence of diffuse 


discharge of the sympathetic nervous system. It is 
evident that in these areas are situated pathways by 
means of which an overall control of hypothalamic 
activity is exerted, and that the release phenomena 
resulting from lesions affecting these pathways are 
more prolonged and profound than those which follow 
section of the indirect cortico-hypothalamic connexions 
which relay in the dorso-medial nucleus ‘of the 
thalamus. : f 


In the case described above, signs of exaggerated 
hypothalamic activity following head injury have per- 
sisted for over six years; the syridrome features, both 
somatic and vegetative components, and the somatic 
components can be readily elicited by the administra- 
tion of sympathomimetic drugs. (It appears that a 
slow subsidence of symptoms is taking place, for some 
of the features are stated to be now less marked than 
formerly.) i £ 

The nature and persistence of the abnormal reactions 
described, and their association with increased sym- 
pathetic activity, would justify a conclusion that the 
initia: hegd injury had produced a contusion in the 
area just anterior to the chiasmal region, that the 


damage was bilateral in extent and possibly moré.- 


severe on one side than on the other, and that the 

sequelae are manifested in the syndrome described. 
The factors’ underlying causation of the chewing- 

swallowing habit are obscure. As the habit invariably 


x 
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~ accompanies the restlessness produced by sympatho- 
‘mimetic drugs, there is reason to regard it as a release 
phenomenon, and from its unusual and frankly regres- 
sive’ nature one would surmise that it is mediated 
through some phylogenetically ancient pathways. 

The significance of primitive habits of this nature 
has been discussed by Arieti (1945). He notes that what 
he terms the “placing into mouth” habit is found in 
children approximately 1 to 2 years of.age, that it 1s 
' also found in advanced cases of schizophrenia, and that 
in these latter cases it 1s often accompanied by bulimia, 
tachyphagia, and a stereotyped feeding ritual. He con- 
siders that the habit represents a primitive response, in 
the mechanism of which a short-circuiting takes place 
between the~—functions of reception and those of 
réaction, with exclusion of the usual normal paths 
which involve higher centres, and suggests that instead 


of the normal path a circuit is used similar to that , 


involved in the relatively primitive physiological com- 
plex which Edinger has called the “oral sense.” He 
has also noted the development of this habit in a case 
following bilateral prefrontal lobectomy. A similar 
habit has been found in cats after removal of 
both frontal poles (Langworthy, 1944), while Von 
Braunmuhl and Leonhard (1934) have reported its 


occurrence in cases of Pick’s disease. The habit is 


often observed in amentia and dementia from various 
causes. 


Though this release phenomenon has been found to 
emerge after damage or degeneration affecting the pre- 
frontal areas in man, there is evidence that it may 
represent a primitive archipallial expression. Griintha! 
(1947) describes the phenomenon (accompanied by a 
return of the sucking reflex) in a woman, aged 62, in 
whom the only evidence of cerebral damage found at 
necropsy was a circumscribed bilateral degeneration of 
the cornu Ammonis, and it has long been noted that 
marked perversion of feeding habits occurs in the early 
stages of rabies in dogs, in which disease the cornu 
Ammonis 1s severely affected. It would thus seem that 
efferent pathways from the hippocampus can exert an 
inhibitory action on lower centres in the rhinenceph- 
alon concerned with simple feeding reflexes, and it is 


possible that this inhibitory function in human primates- 


is partially vested in the prefrontal-areas, presumably 
in those portions of the orbital area.from which the 
direct pathways to the hypothalamus arise. Exaggerated 
hypothalamic activity might well be associated with a 
spill-over of excitation into the primitive pathways 
described above, and these, by discharging into’ sub- 
thalamic motor centres, would give rise to those move- 
ments which’ form the somatic framework of the 
“placing into mouth ” habit 


*. 


Summary and Conclusions 


“° A case 1s reported in which disturbance of hypothalamic 
function has persisted for over six years following head 
injury. : 

The various components of the syndrome exhibited are 
described, and an account is given of the patient’s reaction 
to various drugs. 

Thé neuro-physiological mechanisms which govern certam 
features in the syndrome are discussed. 

A possible explanation is advanced in accounting for a 
primitive habit which forms part of the clinical picture in 
the case described. 
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PREVENTION OF HORMONAL . 
EOSINOPENIA AND LYMPHOPENIA BY 

INHIBITION OF CLOTTING 

IN BLOOD 
PRELIMINARY REPORT 
BY | 

Z. Z. GODLOWSKI, M.D., M.R.C.P.Ed. 
Research Fellow of the Carnegie Trust, Edinburgh 
(Fiom the Department of Pathology, Edinburgh 

University, and from Ballochmyle Hospital) 


It has already been well established that phenomena di 
eosinopenia and of lymphopenia follow the administra- 
tion of potent preparations of adrenocortical steroids 
with C1! oxygenated, or the application of hormones 
or agents which- stimulate their endogenous secretion 
The mechanism and the meaning of these phenomena 


„are not clearly understood. Dougherty et al. (1944) 
. demonstrated that the amount of gamma-globulins in 


the blood’ plasma rose significantly, parallel with the 
degree of lymphocyte diminution after the administra- 
tion of A.CT.H. or of cortisone or cortisone-like 
steroids. At the same time the titre, of the specific 
antibodies also increased significantly. They con- 
cluded from these findings that disintegrating cyto- 
plasm of the lymphocytes is the source of gamma- 
globulins, which are closely related to the specific anti- 
bodies, and that they ate discharged from lymphocytes 
under the activity of the adrenocortical steroids 
Those authors’ observations, however, were not: con- 
firmed by others (De Vries, 1950), since the N-antı- 
bodies did not rise in the blood at the time of the 
lymphopenia after AC.T.H. injection The pheno- 
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a = controls; b = experiment series. Cortisone acetate (Merck and Co., batch A009125); A.C.T.H (Amour, Standard LA-1 -A, lyophilized). 


* Tir of ist for olama we obtained arco he 


menon of | eosinopenia causéd by the injection’ of a 
potent A.C.T.H. preparation is of such a constant 
_character that it induced Thorn et al. (1948) to regard 
“it as-a test for’ the adrenocortical function. 

In the course of the study of the fate of eosinophils 
during hormonally- produced’ eosinopenia, a close 
relation between blood clotting and. the disappearance 
of eosinophils and-lymphocytes has been detected. 

In ‘the present experiments the process of clotting in 
the blood. was- entirely prevented by intravenous 
_beparin in a dose of 1,560 iu. per kg. body weight. 

\ During the whole experimental . period—that is, four 
~ hours—another fourth of the initial dose of heparin was 
given in order to maintain complete incoagulability. 
‘Ten minutes after the administration of- the first dose 
of heparin the eosinopenic hormones were injected and 


fear’ analysis of the peripheral blood was made. - 


the end of the fourth hour. Cortisone acetate used 

-in these experiments was in the form of saline suspen- 
sion-with 1.5% benzyl alcoho] as preservative. : 
From the data shown in the table one can postulate 
that. the phenomena: of .eosinopenia and lymphopenia 
were completely eliminated ór significantly diminished, 
-~ or that the number of the circulating eosinophils. and ~ 
lymphocytes significantly rose by the inhibition of 
blood coagulation. In three cases (dogs Nos. 8, 9, and 


10) heparin given in the same dosage without `a follow-’ 


ing. injection of ecsinopenic hormones caused a signi- 
ficant rise in the number of circulating eosinophils. 

The explanation of these phenomena lies in-the two 

7 apparently independent actions of heparin and eosino-. 

-penic } hormones. ee mobilizes the’ ‘tissue eosino- 
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phils a arrested in ‘ths Iymphoid tissue -during the inter- 


action’ between antigen carried by eosinophils: (God- |. 


lowski, 1948) and specific antibodies discharged from 
lymphocytes (Dougherty, 1944), shifting them into the 
circulation ; this action is, responsible for the rise in 
circulating eosinophils after heparin injection. Eosino- 
penic hormones, on the other hand, exert a direct 
eosinolytic action, causing their disintegration in the 


circulating blood. -The rate of these two actions and i 


the amount of the available eosinophils arrested in the 


-lymphoid tissues determine whether . eosinopenia will 
occur or, whether circulating eosinophils’ will rise des- 
pite the eosinolytic action of the eosinolytic hormones. 


In the controls the normal clotting time was slightly ` l 


shortened by “the application of the eosinopenic hor- 
mones ; this can be seen in the table. 

A detailed report of the correlation between clotting 
‘and elimination of hormonal eosinopenia and lympho- 
penia; and the implication of this finding in the 
mechanism of the action of the pituitary—adrenocortical 
system, as ‘well as an explanation of the-mechanism of 
the eosinolytic ‘action of the .eosinopenic steroids, will 
_be published elsewhere at an early date. 


1 ish to thank tho Medical Research Conseil for the supply 
of A.C.T.H. and cortisone. I am’ also indebted to Professor 
A. M. Drennan -for his advice and criticism throughout this 
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PATHOGENESIS OF MITRAL STENOSIS 
BY 


F. R. MAGAREY, M.D., M.R.C.P., M.RA.CP. 


{From the Department of Pathology and Bacteriology, 
Welsh National School of Medicine, Cardif) 


[WITH PHOTOGRAVURE PLATE] 


Little attention has been paid in -modern times to the 
pathological changes which underlie the progressive 
nature of. the stenosis occurring in rheumatic mitral 
disease. This problem has now become of practical 
importance, because with modern cardiac surgery it is 
possible to obtain direct relief of-the condition id opera- 
tion on the affected valve. 


Current Theories 3 

There are two main views.regarding the pathogenesis 
of chronic rheumatic valvular thickening and stenosis. 
Rokitansky. (1852) was of the opinion that the valves 
became thicker in consequence of the deposition on the 
surface of the cusps of-layers of a morbid substance 
from the blood which becomes converted into fibrous 
tissue. He also believed that this same process caused 
the cusps to become adherent to one another by means 
of repeated deposition in the commissures between 
them. On the other hand, the usual present-day con- 
ception of the process attaches little significance to 
organization of fibrin on the surface of the valve. 
Rather it is thought that the necrosis and inflammation 
which go on within the substance of the valve cusps 
cause the cicatricial contraction. - Coombs (1924) des- 
cribed this process as a purse-string gradually tightening 
around the orifice of the valve. I believe that there is 


ample evidence to show that progressive post-rheumatic 


valvular thickening and development of mitral stenosis 
arẹ- due, at least in-part, to organization of repeated 


‘deposits of fibrin on the surface of the valve and in 


the commissures between the cusps as described by 
Rokitansky, and that it is not necessarily dependent 
upon the more generally accepted process of post- 
inflammatory cicatricial contraction within the sub- 
stance of the valve. ` 

Evidence . 

It is not now in general dispute that the thrombi form- 
ing the typical vegetations of acute rheumatic endo- 
carditis become covered by endothelium and organized 
by the growth of fibrous tissue during the healing stage. 
This .process will inevitably lead to the formation of 
fibrous, bosses and irregularities on the auricular surface 
of the cusps. It is not these vegetations with which 
we are concerned, but the repeated deposits of 
fibrin which occur after the acute phase is over. Ina 


previous investigation, in which 250 mitral valves from” 


routine necropsies were examined, I showed that 7% 
bore fibrin deposits on the surface (Magarey, ~1949). 
Only a small number of valves in this series were 
stenotic, and as the deposits also occurred on normal 
valves they are not to be regarded as pathognomonic of 
the chronic stage of the rheumatic process. Further 
investigation, during which about 30-rheumatic valves 


were examined, has shown that fibrin deposition on the ` 


surface of the cusps is far more common on rheumatic 
than on non-rheumatic valves. In fact, instead of the 
7% in non-rheumatic valves, the frequency of occur- 
rence is nearer 70% in the rheumatic cases, It is 
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E possible that the deformities associated with the healing 


stage `of acute rheumatic: fever described above 
encourage deposits of fibrin on the’ surface, and this 
sequence of thrombus formation followed by organiza- 
tion may be repeated throughout life, thus explaining 
the slow development of mitral stenosis over a number 
of years. 

When sections ‘from chronic rheumatic valves are 
studied there is a good deal of evidence to support this 
view. It can be seen that the deposits of fibrin which 
are often present become covered by endothelium ex- 
tending from the contiguous surface of the cusp, and 
that fibroblasts from the_ pre-existing tissue gradually 
replace the plaque of fibrin by a‘layer of firm fibrous 
tissue. Some sections of thickened valves show this 
process to have been recurrent, the deeper layers of: 
fibrin being in a more advanced stage of organization 
than the superficial (Plate, Fig. 1). This repeated fibrin 
deposition followed by replacement with fibrous con- 
nective tissue leads not only to thickening of the cusps 
but also to gradual narrowing of the valve orifice by a - 
silting-up process. 

I have previously made-another observation which 


, supports this view. Lambl’s excrescences, small tags of 


endothelium-covered fibro-elastic tissue, occur com- 
monly on the auricular surface of formal mitral valves. 
They are primarily superficial structures, but in sections 
of thickened valves they are sometimes seen partly 


‘buried within the substance of the valve. Even when so 


buried -they are still readily recognizable by their histo- 
logical architecture (Fig. 2).. This partial submergence 
is further proof of repeated depositions of fibrin in the 
neighbourhood, the ensuing organization of these layers 
of fibrin leading to the gradual burial of these structures 
beneath the surface of the cusps. 

If the commissures between the valve cusps are ex- 
amined in specimens’ of established mitral stenosis, in 
more tham half of the cases adhesions are seen between 
the adjacent surface of the cusps. These adhesions are 
the result of fibrin clot formation on the endocardium 
of the valve followed by organization, and it has been 
possible to demonstrate all stages of this process during 
the examination of this series of about 30 stenotic valves 
(Figs. 3 and 4). The process, when often repeated, will 
lead to gradual constriction of the orifice of the valve, 
and thus to the further development of stenosis. This 
opinion is contrary to that of Coombs. He states that 
organization of adhesions does not contribute to the 
approximation of the segments of the mitral valve at 
their ends, although he believes that fusion of the neigh- 
bouring parts of two cusps of me aortic valve may be ' 
due to this process. 

“The development of dlitskening ‘of the valve and 


. obliteration of the angles of junction of the cusps con- 


tinues in the absence of any prolongation or recrudes- 
cence of the acute inflammatory stage of rheumatic 


. valvulitis, and it can be demonstrated to be progressing 


years after there has been any history of acute mani- 
festations ef rheumatic fever. The slow but relentless 
development of mitral stenosis for many years after an 
attack of acute rheumatic fever can be thus explained. 


“ Shortening ” of the Chordae Tendineae 


_ The same process of surface fibrin deposition 
followed by organization can account for the so-called 
“shortening” of the chordae tendineae and for the 
adhesions that form between them in chronic rheumatic 
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disease of the mitral valve. A gelatinous deposit of 
fibrin can sometimes be found adhering to the chordae 
tendineae, binding them together (Fig. 5). In this fibrin 
early organization may be present, and the end-results 
of this process are the formation of firm fibrous 
adhesions between the chordae. The same process 
taking place near the attachment of the chordae ten- 
dineae to the valve cusp will cause adhesions not only 
between the chordae themselves but also between them 
and the ventricular surface of the valve. In sections of 
some greatly thickened valves the chordae can be seen 
deeply buned in the substance of the cusp (Fig. 6). This 
condition could scarcely occur by any means other than 
organization of repeated surface deposits which even- 
tually causes the various structures to become enveloped 
in a continuous fibrous covering. The fusion of the 
valvular attachment of the chordae tendineae to the 
back of the cusp will give the appearance -of shortening 
and will at least accentuate any real shortening 
of the chordae which may occur by any other means. 
It will also greatly contribute to the rigidity and im- 
mobility of the cusps and thus to the stenosis. ` ` 


Conclusion 


The conception of the pathogenesis of mitral stenosis 
which I have described has an added interest in view of 
the findings at operations undertaken for the direct 
surgical relief of the condition such as described by 
Baker, Brock, and Campbell (1950). The technique 
they favour is that of digital dilatation of the valve, the 
result of such procedure being a splitting of the stenosed 
valve along the line of the pre-existing commissures. 
This is the site where one would expect the tissues to 
give way had the commissures become occluded by 
fibrous adhesions as already described, and if, as is sug- 
gested, this is one of the main causes of the stenosis, 
relief would be expected from this operation. Glover, 
Bailey, and O'Neill (1950) describe the use of a specially 
designed knife ‘to cut the commissures. 
those in the addendum their series consists of 50 cases, 
but the longest post-operative follow-up is only two 
years. It remains to be seen for how long the stenosis 
is alleviated by these manipulations. If the above con- 
ception of the process of the disease is correct, it is to 
be expected that the lesion may recur because the 
irregular surface of the cusps will still predispose to 
repeated thrombus formation. 


Summary 
Evidence is produced to show that the long-continued pro- 
gression of stenosis in rheumatic mitral disease is due, at 
least in part, to organization of repeated deposits of fibrin 


on the surface of the valve and in the commissures between , 


the cusps. 

In view of this mode of progression it seems that mitral 
stenosis relieved by digital dilatation and splitting, as recently 
described, may be expected to recur. 


I am very grateful to Professor Jethro Gough for his advice 
in the preparation of this paper, and to Mr. J. P. Napper for his 
assistance with the photography. 
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USE OF GALLAMINE TRIETHIODIDE 
(FLAXEDIL) IN MODIFYING E.C.T. 


A COMPARISON WITH D-TUBOCURARINE 
CHLORIDE AND DECAMETHONIUM JODIDE' 


BY 


0. S. THOMPSON, M-R.C.S., L.R.CP. 
Anaesthetist, London Hespital 


AND 


ALAN NORTON, D.M. B.P.M. 
Chief Assistant, Department of Psychiatry, London Hospital 


Since the introduction of convulsion treatment for the 
psychoses in 1934 by Meduna, the technique of adminis- 
tration and the indications for its use have undergone 
progressive modification. The main steps have been 
the development by Cerletti and Bini in 1938 of elec- 
trical methods of provoking a convulsion, the extension 
of the treatment to out-patients, and the use of curare 
and other drugs to reduce the severity of the muscular 
contractions during the convulsion. 


D-Tubocurarine Chloride 


With the unmodified technique, still probably employed 
as a routine in most hospitals and clinics, and despite 
the use of some method of physical- restraint, the 
incidence of fractures remains appreciable. Hobson 
and Prescott (1947), in their report on ,the use of 
p-tubocurarine chloride, showed that with an unmodi- 
fied technique the incidence of crush fractures of the 
dorsal vertebrae remains at about 4%, but other writers 
have reported higher figures. Although it is agreed that 
these particular fractures have little clinical importance, 
and rarely lead to any lasting disability, they are of 
medico-legal importance, and other injuries are less inno- 
cent clinically. We do not yet know for certain that 
these vertebral fractures will not in fact lead to an arth- 
ritis some years hence. Although Thorpe (1948) seems 
to be satisfied with his ‘unmodified technique, and reports 
no complications or fractures in the course of 3,000 
convulsions, this is hardly the experience of the majority 
of those who carry out that treatment. 

Until the introduction of curare as a means of modi- 
fication there were always patients whose psychiatric 
condition demanded convulsion treatment, but who had 
to be denied it because their physical condition abso- 
lutely precluded its use. Shepherd and Watt (1949) 
reported a series of 50 patients successfully given elec- 
tric convulsion treatment modified by p-tubocurarine 
chloride who would have been untreatable owing to 
physical disease had some method of modifying the 
convulsion not been employed. 

The injection of curare and drugs with a similar action 
in a conscious patient produces a terrifying sensation 
(Hobson and Prescott, 1947; Davies and Lewis, 1949; 
Guild, 1950), and in practice such injections are there- 
fore combined with a simultaneous injection of thio- 
pentone. E.C.T. has long been criticized because in a 
fair proportion of patients it produces a dread that is 
severe enough to cause some to refuse further treat- 
ment; Cooper (1948), Thorpe (1948), and many others 
have used thiopentone by itself to diminish this fear 
The use of thiopentone with a curarizing agent has this 
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_advantage, and, in addition, it leads to a smoother, less 
` restless recovery period than is often experienced after 
unmodified E.C.T. ` 

D-Tubocurarine chloride, however, has not escaped 
criticism. Both Sandison (1947) and McGuinness (1947) 
have regarded it as being unnecessary and as having 


‘dangers of its own. Deaths from its use have been 


reported, chiefly from respiratory paralysis: Ulett ef al. 
(1950) referred to six deaths in E.C.T. with curare. It 
has histamine-like actions, and produces bronchospasm 


~in a small proportion of people (Hobson and Prescott, 


1949) ; patients show a considerable variability in their 
response to it, and Gray and Halton (1948) reported 


‘ cases ‘of hypersensitivity ; the period of recovery from 


E.C.T. is longer after curare has been used. 


* Decamethontum Iodide ` 
When Paton ‘and .Zaimis (1948) and Organe, Paton, 
and Zaimis (1949) published”-their reports on a new 
synthetic curarizing agent, decamethonium iodide (C10), 
it seemed that this drug might well prove to have advan- 


‘tages over D-tubocurarine chloride in modifying E.C.T. 


Davies and Lewis (1949), in an experimental and clini- 


cal study, reported that C10 was in fact preferable 


because in equivalent doses it: spared the diaphragm 


_ More than did curare, it was free from disagreeable 


histamine-like side-effects, it was miscible with thio- 
pentone, and it was cheap. Hobson and Prescott (1949) 
carried out a careful comparison of p-tubocurarine 
chloride and C10 in 40.patients undergoing E.C.T., and 
found that C10 had all the advantages of curare with: 
out its unpleasant side-effects, that it was more transient 
in its action, and that, being synthetic, it would not 
require biological standardization: Vetten and Nichol- 
son (1950) reported that the recovery period from 15 mg. 
of p-tubocurarine chloride was 40 to 50%.longer than 
from 3 mg. of C10. 

Although C10 has continued to’ be used without 
any serious difficulty, in modifying E.C.T., Gray (1950) 
abandoned its use in anaesthetic practice because of 
unpleasant experiefices. Vetten and Nicholson (1950) 
reported one case of grave post-operative respiratory 
depression after a moderate dose of C10 in consequence 
of which they have abandoned its use in upper- 
abdominal surgery. The absence of any safe and effec- 
tive antidote to it, and the dangers of the recommended 
antidote, pentamethonium iodide, with its liability to 
produce an alarming fall in blood pressure, have also 
led to uneasiness. 

Ulett et al. (1950) employed the dimethyl ether of 
p-tubocurarine chloride for modifying E.C.T., and they 
prefer it.to p-tubocurarine chloride. .They found that, 
like the -earlier drug, it has a tendency to produce 
laryngospasm and, occasionally, respiratory. difficulty. 
They also record occasional general muscular weakness 
lasting 30 minutes to several hours after the shock. 


Gallamine Triethiodide 


Another synthetic drug with a curare-like action— 
tri(diethylaminoethoxy)benzene triethyliodide (gallamine 
triethiodide—“ flaxedil ”)—-has also received attention 
since its introduction by French workers in 1946. 
Mushin et al. (1949) found it to be an effective curarizing 
agent, stable, easily prepared, miscible with thiopentone, 
antagonized by neostigmine, and devoid of side-reactions. 
The duration of action was slightly less than that of 


GALLAMINE TRIETHIODIDE IN E.C.T. 


Mma feet: 


p-tubocurarine chloride. Doughty (1950) found gallamine 
triethiodide to be the most useful curarizing. agent in 
facilitating laryngeal intubation,-and Ruddell (1950), in 


,& report on its use in 400 cases of general anaesthesia, 


stated that it was eee to p-tubocurarine chloride as 
a relaxant, 

The only report we have so far seen on the use of 
gallamine triethiodide in E.C.T. is that of Presland and 
Palmer (1950). Their view is that for this purpose it is 
superior to p-tubocurarine chloride and to C10, and they 
point to the following advantages over one or other of 
its rivals: it is miscible with thiopentone; it has no 
histamine-like activity ; ; it Has an effective antidote; 
recovery from it’is more speedy ; and it spares respira- 
tion more than the other two drugs. This last observa- 


~ tion is in direct contradiction to the opinion of Davison 


(1950), who found that with C10 the duration of respira-~ 
tory depression was shorter than that of abdominal 
relaxation, and that the total duration of action’ was 
shorter than that of gallamine triethiodide. 

The main complaint against gallamine triethiodide is 
that it produces a rise in pulse rate, but this does not 
seem to be of much importance in E.C.T. Many patients 
awaiting this treatment already have tachycardia owing 
to apprehension. Presland and Palmer state that the 
only contraindications to its use seem to be myasthenia 
gravis, asthma, and renal disease. Fairley (1950) reported 
the occurrence: of prolonged intercostal paralysis after 
the administration of gallamine triethiodide to a woman 
with impaired renal function. This paralysis did respond, 
however, to the injection of neostigmine, but ‘it must not 
be forgotten that deaths have been reported following 
the administration of neostigmine to patients in poor 
’ physical condition ania: 1949; Clutton-Brock, 
, 1949). : 


The Investigation 


In nine months since February, 1950, 110. patients 
received a course of E.C.T. at the out-patient clinic of 
this hospital: In the early months, while p-tubocurarine 
chloride was being used, we employed this relaxant only 
if there were definite indications (physical disease or 
robust physique) that the severity of the convulsion 
ought to be modified ; if there was none, the treatment 
was given unmodified, or, in patients who displayed 
apprehension, after an injection of thiopentone and 
atropine. In the later months, after C10 had been 
adopted, and subsequently gallamine triethiodide, we 
used these drugs on almost every patient, unless there 
was some contra- indication. The details are set out in 
Table I. 33 


Taste I 





No. of “`: 
Treatments 





mene as 


tone, atropine , 
Tubocurarine, thiopentone, and ‘atropine 
ip thiopentone; and atropine 


Gallamine tric tHiodide, thiopentans, and es 





It has been possible to form a clinical impression of 
the merits of the three relaxant drugs and to compare , 
their efficacy, drawbacks, and dangers. The standard 
dose of atropine used was 1/100 gr. (0.65 mg) and 
thiopentone 0.25 g., but the amount of thiopentone given Ñ 
was increased or reduced as experience dictated in indi- 
vidual cases. The usual doses of the three ‘Telaxahts 


, 


t ` 


Single syringe. 


ri 
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Employed were; p-tubocurarine chloride, 15 mg. : C10, ~ 


3 mg. ; and gallamine, 60-80 mg. ; but here again.-the 
age, ‘physique, and weight of the patient were taken into 
account in assessing the most suitable initial dose, and 
this was altered on a Jater occasion in the light of experi- 
ence. An airway was inserted towards the end of the 
modified convulsion and an oxygen insufflator used in 
every case in which a muscle relaxant had been given. 


Dosage and Technique. —All three preparations are 
issued in convenient amounts of solution, so that the 
dose can be accurately’ measured. The preparation of 
D-tubocurarine chloride employed was not miscible with 
thiopentone and atropine. This entailed the use of two 
syringes and the risk of the needle slipping out of thè 
vein during the change of syringe. The other two drugs 
can be given mixed with thiopentone and atropine, in a 
The mixed solution of the three drugs 
was given rapidly, in 10 to 15 seconds, producing a full 


: thiopentone effectin approximately 30 seconds. 


Rapidity of Effect 


The maximum effect with p-tubocurarine chloride and 
C10 is in the fourth minute after injection. With 
gallamine triethiodide, the maximum effect is achieved 
in the second minute. This ‘still leaves time after the 
injection to clean the patient’s temples, and to adjust 
the headband before the maximum effect is reached. 
The rapidity of action of gallamine triethiodide has 
important advantages. (1) Less thiopentone is needed. 
We twice had the experience with one patient that the 
effect of a small dose of thiopentone wore off before the 
fourth minute, and he cried out, “I can’t breathe.” A 
larger dose was given on subsequent occasions, but it is- 
desirable to keep the dose of thiopentone at a minimum 
for out-patients. (2) There is a saving of two minutes in 
each treatment. This may seem trivial, but it means 
that, under out-patient conditions, in each hour six 
patients can be treated with gallamine triethiodide, and 
only four with p-tubocurarine chloride or C10. Since 
we have been using gallamine triethiodide our waiting- 
list for E.C.T. has vanished, and we have never had to 
insert an airway and give oxygen because of cyanosis 

developing neers the shock. 


or 
Effect on. Convulsion 
In general the aim with physically healthy patients has 


` been to modify the convulsion rather than to abolish it. 


In these patients the main risk of E.C.T. is in producing 
crush fractures-of dorsal vertebrae owing to the violence 
of the initial “ jerk ” of spinal flexion. We have there- 
fore attempted to give only enough curarizing agent to 
diminish this “jerk,” so that with the assistance of mild 
physical restraint—a hard pillow, under the dorsal spine 
and some pressure on the pelvis and shoulders to keep 
the spine from flexing—any tendency to spinal flexion 
was kept within very narrow limits. We were of the 
opinion that any attempt to abolish the convulsion com- 
pletely in’ all patients was unjustifiable, as it exposed 


them to rather more hazards from full curarization than’ 


from leaving the convulsion to occur unmodified.’ 

In physically handicapped patients we have aimed at a 
greater degret of modification, approaching complete 
abolition of-convulsive movements-in some of them. 
These patients have included two with mitral stenosis, 
one pld man with auricular fibrillation, one with healed 
-pulmonary tuberculosis, two with diabetes mellitus, one 
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_ With Parkinsonism, one with asthma, one seven-months 
` pregnant woman, several with varying degrees of hyper- 
tension, and many frail and:aged people. The three 
curarizing agents are all capable of producing a high 
degree of relaxation and virtual abolition of the con- 
vulsion, but even with full curarization the various stages 


‘of the “convulsion ” are still recognizable. x 


- Effect on “Respiration 
We can confirm Davies and Lewis's (1949) observa- 


‘tion that, with doses that are equally successful in modi- 


fying the convulsion, C10 produces less respiratory 
depression than p-tubocurarine chlorjde, and they found 
that artificially assisted respiration had to continue for a 
shorter time after the convulsion. There is disagreement 
over the merits of gallamine triethiodide in this respect. 
Davison (1950)-favoured C10 as an adjuvant in general 
anaesthesia because the total duration of action is shorter 
than that of gallamine triethiodide and because the dura- 
tion of respiratory depression is shorter than that of 
abdominal relaxation. Presland and Palmer (1950), 
however, state that gallamine triethiodide used with 
E.C.T. spared respiration more tham either C10 or 
D-tubocurarine chloride. — 4 

Our experience supports that of Presland and Palmer. 
Recovery of breathing is extremely quick after even a 
fully modifying dose. of gallamine triethiodide. Often 
the inability to breathe covered only the physiological 
period of apnoea which accompanies and succeeds the 
epileptiform convulsion, and in many cases the use of 
an airway and insufflation with oxygen was routine 
rather than necessary. It may well be that E.C.T. itself 


cuts short the period of respiratory depression after 


gallamine, as has been reported with p-tubocurarine 
chloride (Hobson and Prescott, 1947 ; Scurr, 1949), but 
not with C10. 

Assisted respiration was most necessary with D-tubo- 
curarine chloride, and neostigmine was given on two 
occasions. No patient in this series developed broncho- 
spasm. On three ocCasions after the use of p-tubocurarine 
chloride respiration became inadequate in the recovery: 


Toom, and readministration of oxygen was necessary. 


With C10, respiration had to be assisted more often and 


„for loriger than with gallamine triethiodide, but no case ` 


gave rise to any alarm,’ and there was no indication for 
using C5, - 


Other Factors . 


Antidote—Neostigmine is an effective antidote to 
p-tubocurarine_ chloride and to gallamine triethiodide, 
but so far no safe and reliable antidote to C10 has been, 
found. 

Recovery —This is Mths doubt quickest with 
gallamine triethiodide and most tardy with p-tubo- 
curarine chloride: When curare was used-some patients 
did not feel sufficiently recovered to leave’ hospital 
before 90 minutes after the injection. ‘Almost all those 
who had gallamine triethiodide were able to drink a. 
cup of tea within 20 minutes, and to leave the hospital’ 
jess than 50 minutes after the injection and convulsion. 
C10 is intermediate in this respect. 

. Cost.—Each injection of p-tubocurarine chloride costs 
about three shillings ; with C10 and gallamine triethiodide 
the cost is about ninepence. 

Complications. —No physical complications have been 
encountered in this series, either in the patients who had- 
modified convulsions or in ote whose convulsions were , 


“y 


sp 
- Rapidity of 


es a oe r ` . è < 


x 


860- APRIL 21, 1951 


“unmodified. Several -complained of transient memory 


loss and impairment of concentration, and one became 
hypomanic; but these are complications of E.C.T.; 


. whether modified òr not. 


The nursing staff's opinion is quite east in 
favour of ‘gallamine triethiodide aná least favourable 
to D-tubocurarine chloride. ` 


Discussion and Conclusions ~ 


E.C.T. is a highly successful form of treatment for; 


many depressive illnesses. In its unmodified form it has 
certain risks, and, moreover, it cannot be administered 
to many patients who require it, because they happen 
to be suffering from physical disorders. A minority of 
patients also find it exceedingly unpleasant. The use 
of p-tubocurarine chloride, coupled with thiopentone, 
overcomes these drawbacks to a very considerable extent, 
but modification with this drug entails several risks, 
which many experienced people feel should restrict its 
use to those suffering from serious physical disorders. 
The introduction of C10 as a muscle relaxant has proved 
in some hands to be an agent so-free from hazards that 
in some clinics it is thought that the faint risks of not 
using it in an uncomplicated case now ouies the 
slight risk of using it in every case. 

As-a result of considerable experience with gallamine 
triethiodide in the past few months we are-of the opinion 


_ that this relaxant has certain distinct advantages over 
* C10, and that the time has now arrived for using it in 


combination with thiopentone and atropine in every case, 
unless there is some contraindication. Now that gallamine 
triethiodide is available, we hold the view that the use 
of p-tubocurarine chloride for modifying the convulsion 
of E.C.T. should be abandoned. None of these drugs 


should on any account be employed unless a. means of ` 
~ ventilating the patient through an adequate airway with 


oxygen is a. hand , 

So far few adverse accounts of gallamine triethiodide 
have been reported,-and no trouble whatever has been. 
encountered in using it in our series of patients. It 


-should not be employed in myasthenia, it should, be 


used with caution in Gases of impaired renal function, 


and it is probably wiser on theoretical grounds to use ` 


C10 in asthmatics. 


The - conclusions of this comparison are roughly 
expressed ‘in summary form in Table I - 


Tane T—Comparison of the Virtues of Three Relaxants an 
Ne Modifying E.C.T. 















Miscible with thiopentone 
Rapldity of effect ee 
Relati bsence 


recovery 
Absence of side-effeots . 
Antidote satisfactory . 
Cheapness. . 


(pot+ pot 





"We wish to thank Dr. Henry Wilson for his interest, and 
Dr. D. V. Martin and Dr. W. J. B. Rogers, who administered 
half the treatments with which this paper is concerned. ` 


ADDENDUM.—Since this paper was completed we have 
carried out 256 treatments on 39 patients, using gallamine 
triethiodide, thiopentone, and atropine. This further experi- 
ence has not led us-to alter our views. 
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GALLAMINE TRIETHIODIDE AS x 


ADJUNCT. TO | ELECTROPLEXY ~ 


BY 


i R. H. F. SMITH, M.D., D.P.M. 
Deputy Medical Superintendent and Consultant Psychiat ist, 
-  Severalls Hospital, Colchester 


AND 2 
D. L C. THOMAS, MB., B.S., D.P.M. 

Late Psychiatric Registrar, Severalls Hospital, Colchester ; 
Senlor Registrar, Midland Nervé Hospital, Edgbaston 
It is now accepted that curarization of a patient under- 
going electroplexy for the treatment of mental disorder 
is a useful adjunct in avoiding traumatic complications, 
as it reduces the muscular force of electrically induced 
convulsions (Hobson and Prescott, 1947, 1949; 
Shepherd and Watt, 1949: Davis and Lewis, 1949). 


-It has been established that tri-(diethylaminoethoxy)- 


benzene triethyliodide (gallamine triethiodide—“ flax- 
' edil ”) exerts a true muscle relaxant action, inhibiting 
the transmission of nervous impulses by acetylcholine 
and blocking transmission across the myoneural 
junction of voluntary muscle (Bovet et al., 1947; 

Huguenard, 1948; Mushin et al., 1949). The řelaxant 
action is, easily “reversed by neostigmine or physo- 
stigmine (Wi ien, 1948). Wilson and Gordon (1949), 
while using gallamine triethiodide as a curarizing agent 
in anaesthesia for a series of 80 patients (20 adults and 
60 children) undergoing surgical operations in the abdo- 
men and in the chest, concluded that this drug produced 
adequate muscular relaxation and that it seemed to be 
devoid of undesirable side-actions. Other workers 


` 


have had similar good results whilst using gallamine . 


triethiodide in general anaesthesia (Ruddell, 
Doughty, 1950; Harrison, 1950). 

It seemed to us that gallamine triethiodide might be 
of use in patients who required electroplexy with 
modification because of certain physical abnormalities. 
Twelve patients (two men, ten women) were selected 
who were thought to be suitable for , convulsant 
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- therapy and for whom there were “physical contra- 


_ 40 to 73 years. 


° 


indications to its use. Three patients were suffering 
from severe rheumatdid arthritis, one had recent 
tendon sutures across the wrists following a suicidal 
attempt, and the remainder were suffering from hyper- 
tension and arteriosclerosis. Their ages ranged from 


Method 
In the morning, with the patients fasting, 1/100 gr. 
(0.65 mg.) of atropine sulphate was given to each of 
them 45° minutes before starting treatment. In every 
individual the first-injection of gallamine triethiodide 
was given alone. It was our intention at the outset to 
give ten patients gallamine triethiodide alone for all 
treatments prior to the E.C.T. and then later to give 
ten’ other patients gallamine triethiodide plus thiopen- 
tone sodium and endeavour to make comparisons. But 
they so disliked the sensation of a feeling of suffocation 
with gallamine triethiodide alone that we decided after 
the first few injections to give all subsequent injections 
in combination with thiopentone sodium. For the first 
injection, or in some cases the first few injections, galla- 
“mine triethiodide was given as follows: 50 mg. was in- 
jected quickly, and an additional amount to a total of 
60 to 100 mg was given slowly during the next few 
-` minutes. We observed the relaxant effect of the drug by 
asking the patient to grip the hand, flex the feet, lift the 
leg off the bed, and raise the head from the pillow. 
When we had judged that sufficient relaxation was 
obtained we ceased injecting and noted the amount 
given. Subsequently this dosage was then given 
quickly at the next treatment. The dosage required 
varies from case to case, and must be calculated 
individually. -We observed that once a satisfactory 
dosage was found this same amount produced suff- 
cient relaxation at each subsequent injection. 
Observations were made of the following: (1) the 
power to fiex the fingers, by asking the patient to grip 
the observer’s hand; (2) the power to raise the legs 
from the bed against the resistance of the observer’s 
hand ; (3)-the power to raise the head from the pillow 
—the observer placed his hand on the patient’s fore- 
head and-pressed downwards; (4) the- plantar reflex, 
tested to demonstrate reflex activity ; (5) blood pres- 
sure ; (6) pulse rate and (7) respiration rate. 


Results . 
In doses of 60-100 mg. intravenously, with the sub- 
ject conscious, complete paralysis of the flexor muscles 
of the forearm and the flexor muscles of the foot and 


leg developed within three to five minutes. The facial, 


orbital, ocular, and laryngeal muscles were affected 


- 





early, in two to three minutes, as evidenced by flicker- 
ing of the eyelids, development of ptosis, difficulty in 
articulation, and slurring of speech. One patient said 
that she had gone, blind, but on retracting her eyelids 
she could see, though vision was double. 

Thè neck muscles were affected early and the 
patients were unable-to raise the head. -The muscles 
of the jaw were relaxed and the chin needed support. 
The small muscles of the hand, tested by grip, remained- 
fairly strong until just before the paralysis of the inter- 
costal muscles, when they weakened. 

Complete relaxation of the abdominal muscles 
occurred in about three minutes. When all the muscles. 
were in a state of relaxation, stroking the sole of the 
foot did not elicit the plantar reflex. + : 

In two patients the paralysis induced by gallamine 
triethiodide was very soon neutralized by the injection 
of 1 mg. of -neostigmine in each case. Full muscular 
power was regained ‘in 10-15 minutes in ‘these two 
patients. i 

We noted that when gallamine triethiodide was 
having its maximum effect the respiration increased ın 
rate, often more than doubling its initial resting rate. 
Respiration became very shallow. The patient becamé 
distressed owing to the dyspnoea, and a rise in blood 
pressure occurred. The patient also became slightly 
cyanosed, but the administration of oxygen during this 


~period did not produce any change in the blood pres- 


sure, nor did it add-materially to the patient’s comfort. 
‘When gallamine triethiodide was given aloné it was `- 
found that a rise of at least 10 mm. Hg in systolic and 
diastolic blood pressure occurred (see Table). Often 
the rise was noted to be as much as 40 to 50 mm. Hg. 
We found, however, that when 0.25 g. of thiopentone 
sodium in 5 ml. of sterile water was given before the 
gallamine triethiodide was administered no vasopressor 
or depressor effects were caused by the subsequent 
injection of the drug (see Table). This suggests that 
the rise in blood pressure noted after gallamine 
triethiodide alone was due to the apprehension and dis- 
tress caused by the giving of the injection and later by 
the paralysing effect of the drug, which made breath- 
ing difficult. 

In most of the cases the blood préssure immediately 
after the convulsion was found to be lower when 
thiopentone sodium and gallamine triethiodide had 
been administered than when the latter alone had been 
given. Within 10-20 minutes after the fit the blood 
pressure and pulse rate had returned to resting normal 
in three cases in which the drug was given. alone and 
in three cases in' which it was given with thiopentone 
sodium. In all cases, after each injection of gallamine 


Blood-pressiuie Recordings Before and After Intravenous Injections of Gallamine Triethiodide Alone and in Combination 
with Thiopentone Sodium 7 X 
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- only one occasién did we see pallor. 
erythema with weal formation were noticed around 
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“ triethiodide the paralysing effects of the drug had com- 
' pletely disappeared-at the end of 20 minutes. No 


difference in the disappearance of pafalysing effects 
was noted between thosé‘ cases given the drug alone 
and those who received it in combination with thio- 


z pentone, sodium, 


j Description of Fit 
When we had judged that sufficient relaxation and 


` paralysis had occurred—usually within three to four 


minutes—-a shock’ was given. 

‘A fit was judged to be good by the PEN of 
orbicular and labial musculature ; the arms and legs 
could be freely moved during the time the patient was 
in the “tonic.” stage of the convulsion. In a some- 
what less satisfactory fit the flexion of arms and legs 
could be easily overcome. On a few occasions apnoea 
was a little prolonged and the patient became 
cyanosed ; oxygen and slight manual assistance to 
breathing soon overcame this, and natural respiration 
qiuckly returned,” 


Toxic Effects 


_ No bronchospasm occurred after ever 90 injections 
of this drug. There was no marked sweating, and on 
Slight areas of 


the sife of injection on several occasions, and twice a 
fleeting erythema occurred over face and chest. It is” 
of interest to note that ome patient who had , been 
receiving E.C.T. with p-tubocurarine before gallamine 
triethiodide was introduced presented an extensive 
rash on face and chest and a large urticarial weal 
with an area, of erythema 4 in (10 cm.) in diameter 
around the site of injection on each occasion, but on 
changing to gallamine-triethiodide only a very small 
weal with an area of erythema + in. (1.25 cm.) in 
diameter occurred at the site of injection, and there was 
no generalized rashe This difference in reaction may 
be explained by the greater tendency of the natural 
product to cause histamine release. The use of galla- 
mine triethiodide had no adverse effects on kidney 
function or blood picture in those cases tested . 
s ` Conclusions and Summary 

Gallamine triethiodide (“ flaxedil ") was given to two men 
and ten women suffering from various physical conditions 
(hypertension, severe rheumatoid arthritis) and about to 
undergo electric convulsion treatment. 

Dosage was determined in each case by studying the loss 
of power of various muscle groups: the neck muscles failed 


‘first, the hand grip relaxed just before the ‘onset of inter- 


costal paralysis, i 

After the induced fits, which were in no way impaired, 
recovery was rapid and complete within 20-30 minutes of 
the full dose. 

The drug produced no fall in blood pressure, and there 
seemed to be fewer side-effects than with p-tubocurarine. 
A mild cyanosis from temporary apnoea occurred in several 
cases. ” ~ 

In two patients paralysis from gallamine triethiodide was 
completely abolished in 10-15 minutes by the injection of 
1 mg. neostigmine. 


Our thanks are due to Dr. A. G. Duncan, physician superinten- 
dent, Severalls Hospital, for ‘his -interest in this work and for 
to: Dr. Charles Milne,’ registrar, who 
treated the two male patients, for his clinical notes on the cases; 
to Dr. Robert Forgan, medical consultant of May & Baker Ltd., 
for his information about flaxedil and also his helpful criticisms 
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and suggestions ; tò Messrs May & Baker Ltd., who furnished-us 
with the flaxedil used in the investigation ; and to Sister Corken 
and Nurse Nixon, who helped in the- treatments. 
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STERNAL MARROW CULTURES IN 
TYPHOID FEVER 


BY 
pe L. 'BIRSOWITZ, . M.D.‘ 
ş 2; AND 


R. CASSEL, M.B., B.Ch. $ 
(From the Baragwąnath Hospital, Johannesburg) 


.The only absolute proof that-a patient is suffering from 
typhoid fever is the isolation of the organism. The 
widespread use of prophylactic injectiohs of typhoid 
vaccine has to some extent lessened the value of Salm. 
typhi H and O agglutination. For this reason any 
method which wil) increase the number of cases yield- 
ing positive cultures should be explored. Š 


The use of sternal marrow puncture for the detection 

of the Organism: has been stressed by several workers 
(Gerbasi, 1939 ; Ling er al., 1940 ; Piaggio Blanco ez al., 
1942). . Gerbasi claums credit for the first’ systematic 
study of typhoid infection in children by examination 
of the bone marrow. He later used the method success- 
fully in adults. He states that sternal marrow cultures 
. often remain positive throughout the course of the ill- 
ness even when’ other tests are negative. The bacillus 
may or may not appear in the blood during the initial 
febrile period, but ıt is a constant finding in the bone 
_ Marrow, disappearing during the advanced stage of the 
/ disease or during recovery. ‘He believes that the 
organism. becomes fixed in the bone marrow and 
appears in the. blood only in recurrent and temporary 
a spurts.” : 
- During a recent outbreak of typhoid fever at Evaton, 
-Transvaal, 40 Bantu patients were admitted to Barag-- 
wanath Hospital under our care. -We had, therefore, 
an excellent opportunity of testing these observations. 


Methods 


In order that there should be no doubt about the 
diagnosis in these cases, no case has been included 
which did not conform to one or more of the following 
criteria:.-(1),a positive blood cultyre; (2) a ‘positive 
sternal'marrow culture ; (3) a urine or stool specimen con- 
taining typhoid bacilli; (4) a post-mortem examination 
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with ` findings considered pathognomonic of Sraa 
infection ; and (5) a significant or rising agglutinin titre 
with clinical features suggestive of typhoid fever. 

H agglutination to a titre of 1 in 100 or O aggluti- 
nation to a titre of 1 in 200, or both, have been used as 
minimum diagnostic titres. These titres conform to 
the minimum diagnostic titres suggested by Lewin 
(1938) for use on the Witwatersrand. 

. In order to isolate the organism from the blood- 
stream, blood was withdrawn by venepuncture and 
immediately inoculated into ox bile and nutrient broth. 
Simultaneously, sternal marrow puncture was per- 


_ formed’ according to the usual standard technique 


. 


(Wintrobe, 1942) and the blood thus obtained inocu- 
lated into ox bile. q 


o Results 
' / Sternal marrow puncture was performed on 28 


patients. (Those under the age of 10 were not sub- 
jected to sternal puncture, although no valid contra- 
indication exists against this diagnostic method in this 
age group, provided they are adequately sedated.) 

A positive marrow culture was obtained from 18 
cases (64.3%). In five of'the 28 (17.9%) the marrow 
culture was positive when blood culture, done simul- 
taneously, was negative. Twenty-one patients (52.5%) 
yielded positive blood cultures during some stage of 
their illness. 
positive. 

These results are lower than those quoted in the 
literature, but it is possible that with a greater number 
of examinations of the marrow on individual cases and 
on a larger number of patients a greater percentage of 
positive results would have been, attained. Ling et al. 
(1940) performed marrow cultures on 38 -patients 
suffering from typhoid and paratyphoid fever. Of 110° 
„marrow cultures and an equal number of blood.cultures 


' done simultaneously on the 38 patients, there were 44 


instances in which marrow culture produced -the. 
organism while blood ‚culture was negative, and- only 
twice was blood culture alone positive. - Piaggio Blanco 
et al. (1942) isolated Salm. typhi from the marrow in 
42 (93.3%) of 45 cases, while in only 27 (60%) was a 
positive culture obtained by examination of the blood. 


Summary and Conclusions 


The value of sternal marrow culture in the diagnosis 
of typhoid fever is stressed. Positive cultures were 


obtained from 18 out-of 28 cases. In five instances 


marrow culture was positive when blood culture, per- 
formed simultaneously, was negative. In no instance 
was blood culture alone positive. 


It is suggested that sternal marrow puncture be more 
extensively -used in the- diagnosis of typhoid and para- 
typhoid infections 


ra 
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for their helpful criticism. 
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“Medical Memoranda 








Some Cases: of Poliomyelitis in a 
Country Practice 


It is a common belief that one case of poliomyelitis, 
or, as I suppose, of paralytic poliomyelitis, is not 
followed by another in the same household. Another 
prevalent opinion 1s that the motor loss is at a maxi- 
mum when the paralysis appears. Recently I have 
had reason ‘to relinquish both these cherished beliefs. 


- Case Reports 
On September 9, 1950, Mrs. A., a young married woman of 
28, came to stay on holiday with her brother, Mr. B., who was 
a railway porter, 24 years old, with a young wife and child. 
The patient had been vomiting a little for several days, and 


‚on the evening of September 10 had a shivering attack and 


a headache. I visited her and found her temperature to be 
- 102° F. (38.9°-C.). She -was.a fortnight overdue with her 
period and so presumably in an early stage of pregnancy 
The next day she still had headache and also a low backache, 
but only a mild pyrexia; and the day after that, on which 
she was not visited, felt so well that she went downstairs, 
but soon returned to bed as she had a queer feeling in her 
back reaching right up to her shoulders. That night she 
had a slight.menstrual loss. When I saw her on September 13 
the loss and backache might easily have been thought to be 
the premonitory signs of an early abortion, but I was 
surprised to find that her temperature had risen from its low 
level of 99° F. (37.2° C.) two days before, being now 100.5° F. 
(38.05° C.). My partner saw her next day, and, being 
unable to find the cause of ‘the unaccounted pyrexia, 
treated her symptomatically with tab. “codein. cp. On 
‘September 15 I again called, wand should have been told 
(as I was) that the veganin had done marvels and the patient 
was much better; but I happened to barge into the room 
and found the patient being supported by her husband upon 
a chamber-pot. He said he had to help her because .she 
could not support herself. 


On examination I found a weakening of the right 
quadratus femoris, the ankle-jerk absent’ on that side, and 
weakness of the muscles of the back. To get to the upright 
position she had to push herself up with her arms. Her 
respiratory movements, both costal and diaphragmatic, were 
quite good, although subsequently in the_isolation hospital 
the paralysis spread to the arms and the diaphragm and 
there was-some question of. putting her in an artificial lung 
However, she improved and was even getting some move- 
ment back, when, on September 23, she felt poorly again, 
` was found to be pyrexial,. and died from heart failure within 
a few hours, the virus baying apparently flared up to paralyse 
the vagus centre. | 

On September 18 Mrs. B. developed a backathe with 
pyrexia. She agreed to go to the isolation hospital, where 
a& lumbar. puncture was done. This being completely nega- 
tive, she was sent home on September 21. That afternoon: 
her year-old baby, who had been taken to his grandmother's 
home, -was brought back to his parents; he was at once-seen 
to have a left-sided Erb’s palsy, and, when he was set to 
crawl, an obvious weakness of the left leg. According to 
the grandmother he had appeared to have nothing but a 
slight cold previously. J am happy to report that the 
paralysis in the child extended no further; but ón 
September 30 Mr. B. retired to bed with a cold, and when 
I visited him on October 2 was found to have a paralysis 
of the left deltoid.. He was sent to the isolation hospital, 


-- 
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where he gave no cause for anxiety until on the morning 
of October 4, when- the paralysis had spread rapidly to 
. involve both arms and the diaphragm. He was put in an 
artificial lung, but died in a few hours. 


; _R. A. Nass, M.R.CS., L.R.CP., 
4 D.Obst.R.C.0.G. 


A Case of Drag Eruption Induced by 
Hexamethoniam Bromide 


Of the-skin reactions caused by therapeutic agents those 
due to the intake of iodides and bromides have long 
been recognized and are of fairly common occurrence. 

With the recent introduction of the ‘hexamethonium 
halides as blocking agents of the autonomic. ganglia as 


described by Paton and Zaimis (1948a, 1948b, 1949), _ 


Barlow and Ing (1948a; 1948b), and Balaban et al 
(1949), and hence their application in medicine as thera- 


peutic measures in hypertension (Turner, 1950 ; Camp-_ 


bell and Robertson, 1950) and peptic ulcer (Kay and 
Smith, 1950a, 1950b), cases of halide eruption were 
not entirely unexpected. So far as we can ascertain, 
this is the first of such cases to be described. 


Case Report 


A housewife aged 45 was known to be a case of hyper- 
tension and was admitted to hospital on September 6, 1950, 
for further investigation. No cause was found for the 
. hypertension, and it was labelled essential in type. 
seemed a, suitable subject. for trial with hexamethonium 





-A test dose of 100 mg. by intramuscular injec- 
tion was given on September 19, and this was followed 
by a satisfactory fall in both systolic and diastolic blood 


bromide. 


pressure without any toxic effects. It was decided to ĉon- 
tinue treatment with the usual oral method, and the dose 


‘ 


‘ 


„period of 16 days. 


She ` 





was increased gradually until September 29, when she 
received 1 g. three times a day. This was considered 
to be her maintenance dose. On October 4 a few tiny 
papules, which had not been present previously, were noted 
onthe left naso-labial region. These were thought to be 
? rosaceal in type and were treated with calamine lotion. 
The eruption became no worse and the patient was dis- 
charged home on October 7, with instructions to continue 
the same dosage—that is, 1 g. three times a day. This she 
did until October 11, when she reported to hospital because 
of a sudden exacerbation of the rash on her face. The 
presence of discrete papulo-pustules together with a vegeta- 
tive plaque (see photograph) left little doubt about the diag- 
nosis, and this was readily confirmed by one of us (J. 5). 
The administration of the drug was stopped. 

The total dosage of hexamethonium bromide up to the 
appearance of the papules was 34,600 mg. spaced over a 
In all, the patient received 53,600 mg 
over a period of 23 days. 

The eruption cleared up perfectly within a few weeks of 
cessation of intake of the drug. 


Comment 


In the treatment of hypertension ıt is now generally 
accepted that the intake of sodium by the patient should 
be restricted (Ucko, 1950). In this case no table salt 
was added by the patient to her diet, and foods with a 
high sodium content were avoided. This probably 
reduced the sodium content of her diet to approximately 
3 g. a day. 

As recommended by Ucko (1950) and others, drastic 
curtailment of the sodium (usually as sodium chloride) 
to below 0.5 g. a day is probably essential if hypertensive 


signs and symptoms are to be alleviated. It would’ 


appear that simultaneous administration of the bromide 
or iodide salts of hexamethonium with this severe cur- 
tailment of sodium intake would theoretically induce 
halide intoxication, as it is now established that the 
halides can replace each other in their linkage with 
sodium ` and potassium (Wile, Wright, and Smith, 
1922). my 

It would seem, therefore, to be a wise precaution, 
when treating hypertension with hexamethonium 
bromide or iodide, not to limit sodium chloride intake 


to a low level. 


We are indebted to Dr. Douglas K. Adams, in whose wards 
this patient was treated, for permission to publish this case and 
for his advice and criticism. , 


JAMES SOMMERVILLE, M.B., Ch.B. 
James ALLAN, M.B., Ch.B., F.R.F.P.S 
Western Infirmary, Glasgow. 
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TEXTBOOK OF MEDICAL TREATMENT 


Medical Treatment. Principles and their Application. 

Edited by Geoffrey Evans, M.D., F.R.C.P. (Pp. 1,398; 

51 figures. £5 5s.) London:- Butterworth and Co. 

(Publishers), Ltd. 1951. 

This book has been prepared by Dr. Geoffrey Evans 
with the aid of over fifty collaborators, the great majority 
of whom are consulting physicians. It is arranged in the 
alphabetical order of categories of diseases, not the 
diseases themselves. Thus the sequence runs: Central 
nervous system, chest, children, dehydration, etc. This 
alrangement saves repetition and allows the discussion 
of general principles, which is one of the aims of the 
book. Even so, there are 1,400 pages of text and 66 of 
index, and the book costs five guineas. The index is 
efficient and the text 1s creditably up to date. Aureo- 
mycin and chloramphenicol are discusséd, but not terra- 
mycin. Cortisone and A.C.T.H. are not indexed as 
such, but are mentioned under the heading of rheuma- 
toid arthritis, where they are given a single page of text ; 
this may be compared with five pages devoted to arti- 
ficial fever. The Jong lapse of time between the writing 
of a manuscript and publication of a volume of this size 
1s sufficient to account for the difference in emphasis. 
No common condition seems to have been omitted, and 
treatments recommended are orthodox and compre- 
hensive. It is probably as good a book on treatment 
as can be bought at the present time. The literary style 
of most of the contributors is clear, and the book itself 
1s beautifully printed and bound; it lies open at the 
chosen page like a good Bible. 

It has, of course, certain faults which are common to 
all compendiums on treatment. Apart from the frequent 
impossibility of separating treatment from diagnosis, 
which accounts for much of the length of the book, it 
is doubtful if it is wise or economical] to include all 
facets of treatment in one volume, for they change at 
such a different rate, and a fault in one makes the whole 
construction out of date. The management and pastoral 
care of patients, psychotherapy, and dietetics alter rela- 
tively slowly. On ‘the other hand, treatment with drugs 
and physical agents is at present advancing, as it were, 
on a conveyer belt which needs frequent editions of 
books to keep pace with it. In matters like social care, 
diets, and availability of new drugs great differences 
exist between the U.S.A. and England, which makes it 
difficult for books to cross the frontiers and recoup the 
cost of frequent editions. 

As regards special criticism, having turned to the book 
for help in some recent problems, I have not found it as 
discriminating as the book by Dunlop, Davidson, and 
McNee. Under the heading of migraine we are told that 
if water retention is Suspected 30 gr. of urea should 
be given; as the normal adult excretes 30 g. of urea 
daily it ıs hard to see what effect such a small dose could 
have. The recent influenza epidemic has brought many 
of us face to face with the problems of emphysema, 
which is at all times a common disorder, particularly in 
industrial areas. A book which deals with principles 
of treatment should discuss the advances which have 
been made in recent years in the assessment of disability 
and the effects of treatment in emphysema. It should 
explain what is meant by high-output failure of the 
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heart, the accumulation of CO, in the blood, and the rise 
in cerebrospinal fluid pressure, These points are omitted, 
inhalation of adrenaline or iso-propyl-adrenaline ıs not 
mentioned, and the difficult decisions concerned with the 
use of oxygen, digitalis, venesection, and sedation are 
too briefly discussed under the heading of pulmonary 
heart failure. 

There are too many ex cathedra pronouncements for 
a book of this size and cost. Admittedly it is possible 
to rely too much on the literature and the use of scissors 
and paste, but the fact remains that readers nowadays 
expect references and data in support of claims for treat- 
ment. Under sarcoidosis one is told bluntly that hilar 
and pulmonary lesions do not respond to calciferol ; 
eaperts, however, regard the question as stil] under 
judgment. The book recommends treating tabes dorsalis 
with penicillin, plus courses of intramuscular bismuth 
and intravenous arsenic, the Jatter to be repeated yearly 
for two to four years, and fever therapy to be used if 
the spinal fluid shows a paretic curve. It is also suggested 
that a Herxheimer reaction can be avoided by giving 
small doses of penicillin for the first 24 hours. Most 
of this would be effective treatment, but the reader 
should be warned that ideas are changing rapidly in this 
field, and that, apart from the desirability of treating 
tabes with penicillin, all these recommendations are con- 
troversial and unsupported by statistics. Of pancreatic 
cysts it 1s said that “ because of the lack of inflammation 
they are often easy to excise; this does not tally with 
my own small experience of pancreatic cysts nor with 
my reading of textbooks of surgery. 

Perhaps I have been unlucky in the sections I have 
consulted—I do not pretend to have read the book 
through. To avoid the charge of carping criticism, let 
me add that some of the sections are admirable, such 
as those on psychiatry, psychoneurosis, and rehabilita- 
tion. The real question 1s whether it is possible to-day 
for fifty collaborators to write a book on medical treat- 
ment which is uniformly scientific and satisfying, and 
which is inexpensive enough to outweigh the fact that 
much of it 1s out of date before it is published. The 
problem is perhaps better dealt with by the Year Books 
and by separate monographs. 


L. J. Wrrrts. 


” HISTORY OF MALARIA 


The Conquest of Malaria. By Dr. Jaime Jaramillo- 

Arango. (Pp. 125; 36 plates. £1 1s.) London: 

William Heinemann Medical Books. 1950. 
The author of this well-illustrated and very readable 
book discusses three important chapters in the history of 
malaria. In Section I he describes in an interesting way 
early views of the nature of malaria, the discovery of 
malarial pigment, of the parasite, and eventually of the 
mosquito cycle, and the result this last discovery has 
had upon methods of prevention. As a short, balanced, 
and informed statement of the facts this section could 
scarcely be improved upon. In the third section, too, 
he gives a well-informed account of research relating 
to the isolation of the alkaloids of cinchona and 
successive discoveries of the antimalarial drugs 
“ plasmochin,” “‘atebrin,” and still later compounds 
including “ paludrine.” 

It is, however, in the second section—on the early 
history of cinchona—that the author's chief contribution 
is made. Eminently familiar with the locality whence 
cinchona first came and with access to the early literature 


- ing chapter in the history of medicine. 
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such as few could hope to have gained, he provides in 
this section the latest authoritative work on this interest- 
Besides facsimile 
reproductions’of many’ passages in-early writings, the 
plates illustrating the book include portraits of Laveran, 





_ Golgi, Marchiafava, Manson, Ross, Grassi, Celli, as also 


of Beauperthuy, Finlay, and Lazear, pioneers in yellow- 
fever work of Caventou, and of Pelletier, the first to 
isolate the alkaloid quinine, of Woodward and of Doer- 
ing, who synthesized quinine, and of Curd, Davey, and 
Rose, the discoverers of paludrine, as well as a photo-. 
graph giving a general view of Loja, the town. on 
which early stories of cinchona centre, and one of the 
country in the district of'La Paz whence came Cinchona 
calisaya, the source of all modern varieties of cinchona. 
The book will appeal to those desiring a short, readable 
account of research in malaria and to the student of 
medical history interested in the early literature dealing 
with cinchona. 
S. R. CHRISTOPHERS. 


“TREATMENT OF DIABETES 


Therapie des Dehens Mellitus. By Dr. Georg R. 
Constam. (Pp. ; 16 figures. 16.50 francs.) Basle: 
_ Benno Schwa “and Co. 1950. 
Three years ago the author produced an admirable 
manual for diabetic patients which was perhaps too 
detailed for them and insufficiently so for doctors. In 
his new book every aspect of treatment is closely 
detailed, and the result is the most useful book that has 
appeared in the German language on the treatment of 
diabetes. The chapters are-logically arranged, dealing 
first with metabolic theory, with the diagnosis of 


_ glycosurias, with clinical manifestations, and very fully 


with diet and insulin. The author gives ample space 
to discussing the many complications which affect so 
many systems, from the toes to the eyes. 

The book contains: enough detailed technical matter 


to enable the doctor to make his own solutions for tests . 


of the urine and blood, and it is interesting to note that 
the Nylander and other Continental tests have been 
replaced by the usual ones used in Britain and America. 
A good feature of the book is an excellent bibliography 
at the end of every chapter. There are a few. first-class 
illustrations of insulin injection technique, and the colour 
chart of urine is the best we have seen anywhere. The 
book is well printed and produced, and ought to become 
a classic in German-speaking’ countries. 3 
“i ‘R. D. Lawrence. 


A DOCTOR'S LIFE ` ; 

Memories of Eighty Years. By James B. Herrick, M.D. 

(Pp. 270. £1 17s. 6d.), Chicago: University Press. 

London: Cambridge University Press. 1950. - 
This record of an unusually long, active, and happy life 
haè much in it which should appeal to doctors every- 
where, though it has a special interest for those who 
have grown up with Chicago. After a strenuous career 
as general practitioner, teacher, and consulting physician, 
Dr. Herrick achieved national fame as a cardiologist, 
and becamé, as he says, “ willy-nilly a specialist." All 
through his professional life he has had what may fairly 
be described as a ‘passion for diagnosis, and he paid 
many visits to Europe to work under eminent physicians, 
whom he describes very frankly and ‘always with 
humour. In 1904 he published a small handbook of 
medical diagnosis, which he says “so filled the long-felt 
want that no second edition was ever called for.” 
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was in 1912 that.he laid the foundation of his claim to 
recognition as a cardiologist by reading a paper on 
“Clinical Features of Sudden Obstruction. of.’ the 
Coronary Arteries ” before the Association of American 
Physicians. It was based “ on a case of coronary throm- 
bosis in which I had made an ante-mortem diagnosis ” 
The paper aroused no attention, but Herrick persevered, 

and in 1918 he says that coronary thrombosis came into 
its own, and he received full recognition from -the 
profession. 2 \ 

The book is full of ‘strong common sense and is 
very readable. Dr. Herrick has met many of the famous 
doctors of his, time and-has interesting and often amusing 
stories about them. The oùly adverse criticism,I have ' 
to make about a book I havé enjoyed is that it might 
have been better had it been shorter. There is a certain 
amount of repetition in it which could have been: 
avoided. - ; 

~ ALFRED Cox. 
BOOKS RECEIVED T 


Review is hot precluded by notice here of books recently received 


Physical Diagnosis, By R. H. Major, M.D. 4thed. (Pp. 446. 
32s 6d.) London: W. B. Saunders. 1951. 


A Textbook of X-Ray Dt 
Shanks, M.D., F.R.CP., FF 
FFR, DM.RE. Vol. 1 
H. K. Lewis. 1951. 


Modern Trends in Nexrolo 
M.D., F.R.C.P. (Pp. 717. 63s.) London: Butterworth. 1951. 


British Stergtcal . Practice Index. - Edited by Sir. Ernest 
Rock Carling, F.R.C.S., F.R.C.P „and Sir James Paterson Ross, 
K.CV.0O., MS, FRCS. PS 363 20s.) London: 
Butterworth. 1951. N , 7 


By 3. W. von Goethe. 
(Pp. 80. 


nosis. Edited by S. Cochrane 
.. and P. Kerley, M.D., F.R C.P. 
2ud ed (Pp. 434. 45s) London: 


Edited by A. Feiling, B A., 


Hermann, and Dorothea: an Eptc. 
7s. 6d.) London: The Mitre Press 1951. 

What îs the Piana of Yoga? By E. S. Shrapnell-Smith, 
CBE. F.C.S., M1.Chem.E. .(Pp. 36. 2s. 6d ) London: L. N. 
Fowler. 1951. Ss 

Trends in, Psycho-Analysis. 
21s.) London: Hogarth Press. 
The Microkaryoe: yocytes. By K. G. Khorozlan, A B, M S, M.D: 
oston : Meador Publishing Company. 195k. 


(Pp. 969. $12.) 
The Man and Hts Prizes. By H. Schick and 


By Dr. M. Brierley 
1951. 


(Pp. 320. 


Nobel: 


others. (Pp 620. Kr. 48 or 65, according to binding.) Stock- 
holm: Sohimans Förlag. 1950. 
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Polyglot medical dictionaries are still 
common. All those, whose’ task it is to read European 
medical literature will welcome the appearance of 
Medizinisches Wörterbuch: Dictionnaire Médical (Medi- 
cal Dictionary) (Berne: Hans Huber. London: H. K. 
Lewis and Co. £6 6s. 1950), prepared by Swiss specialists 
under the direction of Dr. E. Veillon. The dictionary is 
arranged in three sections: Gérman, English, French; 
English, French, German ; French, German, English. Each 
section contains over 30 000 medical terms ; ; those relating 
to the natural sciences rather than to clinical medicine’ have 
been ruthlessly pruned. American spelling has been adopted 
in the English section, and the well-known medica! dictionary 
of Dorland has been taken as a standard. When the English 
word given may appear somewhat obscure, its meaning 
more elaborately defined will always be found in “ Dorland.” 
Although this is a relatively expensive work, it does take 
the place of three separate dictionaries, and on that account 
should be convenient to use. ' 
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oe S f persons now employed i in these various capacities in 

ja> Te e G ' the National Health Service may look at the matter 
' differently.» They range from almoners and dietitians . 
in hospitals to chiropodists and speech therapists, 
- BRITISH MEDIC AL JOURN AL, whose work is largely outside hospitals, and froin 


LONDON physiotherapists and remedial gymnasts to radio- 
graphers and ‘laboratory technicians: The members 
SATURDAY“ APRIL 21 1951 


- for example, who number over 4,000, may bè con- 
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of the Institute ‘of Medical Laboratory Technology, : 


nected with hospitals, or with the blood transfusion : 


l MEDIC AL AUXILIARIES AND N ATE ONAL - ‘setvice, or with the public health’ laboratory service, ` 


or with the pathological departments of universities, 
or with laboratories in industria] concerns ; they may 


“REGISTRATION 


The ‘training and qualifications of the large body of be serving in some capacity in connexion with the ` 


1 


persons who offered their services in auxiliary capa- diagnosis and treatment of disease in individual 
cities in medicine began to occupy the serious atten- ` patients, with the prevention and control of epidemic 
tion of the British Medical Association and other disease, with the production of sera and vaccines, 
bodies more than 20 years ago. ‘In 1933 the Repre- 
sentative Body approved: the ‘establishment of a Chartered Society of Physiotherapy has over 17,000 
national register of such persons, and in 1936 the members, who practise in -various fields—massage, 
Board of Registration of Medical Auxiliaries was electrotherapy, hydrotherapy, and so on. The Society 
incorporated. The board has done pioneer work of of Radiographers has more than 3,500 members, and_ 
great value in ensuring authoritative guidance for hos- some of them are connected with the diagnostic, some 


. “pitals, public bodies, and individual practitioners con- with the therapeutic, and some with the side of the ~ 


cerning the credentials of the persons so employed. pure physicist. 


` But the board is a voluntary organization and natùr- Some of these highly skilled workers, quite under- 
ally has had to depend upon the extent to which the | standably, resent the term “ auxiliary,” . which sug- ’ 


or with ‘teaching and research in pathology. The . 


f professional associations in each of the branches of the gests inferiority of status. The work of many of them ` 


auxiliary service could encourage or stimulate their calls for training which is not wholly ‘acquired at 
members to seek Tegistration. With the advent of the feet of medicine. The almoner, for exainple/ is . 
the National Health Service the question of a statu- trained in social service. The occupational therapist 
“tory register of those actually ae in the service and the radiographer are trained in crafts and skills 
takes a new importance. which may be outside the purview of the medical 

Two years ago eight small committees, each man under whose supervision they work. Sometimes 
charged with a different branch of the auxiliary the distinctions between “different branches of the 
services, were set up by the Government to consider auxiliary services are. not appreciated. Thè physio- 
the questions of supply and demand and training and therapists, for example, suggested a registration coun- 
qualifications, and their report, which has just been cil which would embrace occupational therapists, 
issued, is summarized on another page. “The chair- remedial gymnasts, and: themselves, for occupational 


man of all eight committees was Mr. Zachary Cope, 
and a happier choice could not havé been made ; but 
even Mr. Cope, with his persuasiveness and ability 


to reconcile different points of view, can hardly have up such a council would unduly emphasize the physi- -~ 


expected unanimity among people who, though all 
comperee under the generic term ‘ medical auxili- 
aries,” profess widely different skills, undergo widely 
different training, and work under widely different 
conditions. The medical man may think of the auxili- 
‘aries as a homogeneous body of persons who are there 
to assist. him, very much in the same way as the 
~ _ members of the nursing profession: But the 12,000 
£ \ 


therapy might be, considered as a continuation of 
physiotherapy in the process of rehabilitation. But 
the occupational therapists pointed out that fo set 


cal side of their work, whereas occupational ae 
has its more considerable psychological aspects ; 

is said that more than half the work is done i in mental 
hospitals. : 

The main report of the Cope Committees recom- 
mends for the whole body of auxiliaries a single 
council to administer a system of statutory registra- 
tion for the National Health Service. Each Prandi 
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‘of auxiliaries would haye its’ séparate fenieter which 


_ - would be.open to all those qualified for that service, - 
~- whether already employed in it or not. 
would be assisted by a series of professional com-' 


The coyncil 


mittees, each concerned with a single service and 
composed of experts in that field. Under this new 


machinery, schools, courses, and examinations would, 


be’ recognized, the ‘relation of supply arid demand 


over the whole rangë of auxiliary services would be 
studied, joint consultation and co-ordination of train- . 


_ ing would.be provided for, and it would be ensured 
that methods of training kept pace with advance in 


, medical thought and practice... Guidance could be 


given on the demarcation of functions as between one 
type of medical auxiliary and another, and as there 
- js every`reason to suppose that new branches of 


medical auxiliary work “will arise these could be’ 


_ recognized in‘the National Health Service as might 
be appropriate. _. 

Some of the medical auxiliaries may cavil at the 
proposed composition, of the council. Of its 21 mem- 
bers only six would be medical auxiliaries, unless, of 
course, the Privy Council or the Ministry of Health 
x -appointed such persons as its representatives. The 
character of the council would be predominantly 
medical. But numbers'in this connexion are prob- 
ably not important, and the main work would be 


done in the professional committees, where a majority - 


of auxiliary membership would -be provided. There 
_ remains the work of the professional associations, 
which have hitherto with great success maintained 


a high standard of training and qualification in their . 


respective spheres. The eight committees report in 
every case that the work of the principal associations 
is adequate ‘and satisfactory. These bodies under 
the new proposals will be shorn of some: of their 
responsibilities. The recognition of schools and the 
like would pass fo the council. On the other-hand, 
the council would not itself undertake training courses 
and examinations. Moreover, many of the profes- 
sional associations have members working outside the 
. National. Health Service in private practice and may 
wish to maintain in addition their own registers. 
-There is some’safeguard in a general council, which 
is less, likely than a branch council to interfere with 
- details of training. Nothing is said in the report on 
the subject of discipline, which is an important func- 
tion of bodies concerned with education and registra- 
tion in medicine, architecture, and law, on which this 
proposed council is patterned. Many matters remain 
to be thought out, but Mr. Zachary Cope and his 
40 or more colleagues on the eight committees have 
done a statesmanlike piece of work -in face of diff- 
culties which, though not referred to, can be imagined. 


I 


MEDICAL AUXILIARIES AND- ‘NATIONAL REGISTRATION | 





Ne 


t : = 


- Barossa 
| MIAL JOURNAL 





CIRRHOSIS. AND FATTY INFILTRATION | 


Much has béen written in recent years on the rela- 
tionship of nutrition to liver disease. Experiments 
on rats, dogs, and other laboratory: animals have 


conclusively shown that diets deficient in lipotropic . 
factors lead to the accumulation in the liver of large — 


quantities of fat, often exceeding 30% of its wet 
weight. Moreover, the persistence of the dietary defi- 
ciency and. the resultant fatty infiltration of the liver 
lead to the progressive fibrosis of the. organ, culmi- 
nating in a condition virtually indistinguishable from 
Laennec’s cirrhosis. A second type of cirrhosis has 
also been produced experiméntally, and independently 
of fatty infiltration: this is distinguished from the first 


by its coarse nodular structure and irregular fibrosis, . 


and was found to result from healing of ‘massive 


- necroses ; induced by diets deficient in the thio-amino 


acids." Whenever a pathological state of uncertain 
aetiology- in humans is reproduced in animals the 


question inevitably arises about what relation, if any, _ 


exists between the method used to produce the experi- 
mental Jesion and the naturally -occurring disease in 
man. Since both varieties of cirrhosis apparently. also 
occur in man, the relation of the himan disease to 
nutrition becomes a problem of outstanding interest. 
There is an inevitable tendency, however, to extend 


the experimental results to the sphere of human patho- - 


logy, and to erect an aetiological edifice greater than 
is perhaps warranted by the foundation of experi- 
mental fact. It is therefore salutary that Professor 
J. H. Dible, in his Humphry Davy Rolleston lectures, 
published in the opening pages this week, bas brought 
his considerable experience as experimentalist and 
morbid anatomist-to bear oń the problem of the rela- 
tionship of fatty infiltration to hepatic cirrhosis and 
of the extent-to which valid- distinctions can be drawn 
between the different a of fibrosis of the liver.in 
man. 

A study of the fat content of 150 consecutive un- 


selected livers at necropsy showed that only in three. 


did the amount exceed 15%, which is the critical level 
according to Glynn, Himsworth, and Lindan? for the 
development of fibrosis. - Moreover, in 


developed cirrhosis to occur, which in proportion to 
the span of life is equivalent i in man to 8-20 years. 
As Dible justifiably says, no condition is known in 
man in which such excessive quantities of fat are 


found in the liver for such periods of time.-_ Finally, 


of 69 cases of portal cirrhosis, only 30 showed micro- 
scopic evidence of increased fat. Dible therefore con- 
cludes that “in the cirrhotic liver of man there is a 
lack of pathological evidence which would permit, us 


the rat this” 
~ Jevel must be maintained for 100-300 days for a well- 
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to presume that this condition is a late effect of pro- 
longed and heavy fatty infiltration.” On the basis of 
the material available some may think that this con- 
clusion tends towards the dogmatic rather than the 
proved. With the quite low incidence of portal cir- 
thosis in this country—1.66%, according to Dible’s 
own necropsy figures—it would hardly be expected 
that amounts of fat in the liver exceeding 15% would 
occur in more than the 2% of cases in which they 
were in fact found. It is, moreover, unjustifiable to 
conclude from the difference in life span of species 
that the time taken for pathological processes to 
develop is longer or shorter in the same proportion. 
There is, for example, no evidence that the healing 
of a skin incision, which in man takes about a week, 
is accomplished in the rat in eight hours. Nor is there 
any reason to suppose that human liver cells deprived 
of their oxygen supply can survive 25 times as long as 


. fat liver cells in similar circumstances. On the con- 


trary, it is probable that the human cells would prove 
more susceptible to oxygen deprivation. Finally, 
with regard to the absence of excessive amounts of 
fat in cirrhotic livers, almost all the investigators?“ 
of dietetically induced fatty cirrhosis have empha- 
sized the progressive decrease in the fat content of 
the liver with the progress of the cirrhosis, the amount 
often being no more than normal in fully developed 
cases. 

In 1911 Mallory drew attention to the hetero- 
geneous nature of hepatic cirrhosis and distinguished 
particularly between the diffusely fibrotic, finely 
granular liver of Laennec’s cirrhosis, the aetiology 
of which was obscure, and the coarsely nodular, 
coarsely fibrotic liver, the nodular hyperplasia of 
Marchand, often associated with a history of exposure 
to some hepatic poison. Since that date most patho- 
logists have agreed with Mallory’s conclusions, but 
have observed a number of cases which did not fall 
typically into either group. This is hardly surprising, 
since the underlying disease process of both types of 
lesion may be chronic and progressive, and the final 
picture the result of necrosis, fibrosis, and regenera- 
tion. Great importance is usually placed upon the 
‘size of the individual hepatic nodules in the differ 
ential diagnosis, but it must be emphasized that this 
can be quite misleading, since regeneration nodules 
in Laennec’s cirrhosis of long standing may reach 
1 or eyen 2 cm. in diameter, and progressive fibrosis 





1 Himsworth, H. P., Cea T Ee C'n. Scl., 1944, 5, 93. 
2 Brit J. exp. Path., 1 
Ly, Eichom, K. B., Connor, C. L, and Entenman, C, Amer. 
1943, 19, 9. 
d hern He and Grady, H. G., Arch Path , 1942, 34, 1035. 
6 Liver Injury, 1947, Trans. of 6th Conference, 
Peace Fe B, Amer J. Path., 1944, 20, 4 
s 
aaa Ae Siman T, Arch: Path. 1945, 40, 239, 
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in cases of nodular hyperplasia may break down the 
originally large nodules into fine granules. There- 


- fore, though these two kinds of cirrhosis may be 


easily distinguished in their extreme phases, time may 
bring their progressive approximation till differentia- 
tion may become impossible. This apparent simi- 
larity of end-result, however, does not justify denial 
of a fundamental difference of origin. 

Part of the confusion between the two types of 
cirrhosis undoubtedly results from misuse of the 
terms monolobular and multilobular. They are 
usually applied to the naked-eye appearance of 
the liver, in which case they are synonymous with- 
the terms “ finely” and “coarsely granular” respec- 
tively and, as already mentioned, can give no un- 
equivocal indication of the type of cirrhosis present 
If, however, the term multilobular be restricted to 
those cirrhoses in which individual nodules can be 
seen microscopically to.be composed of several more 
or less intact liver lobules, then there can be no doubt 
that the condition has arisen as a result of a partial 
massive necrosis or so-called subacute yellow atrophy. 
A serious attempt was recently made in the U.S.A. 
to establish criteria to distinguish the Laennec from 
the post-necrotic type of cirrhosis. Samples of 106 
cirrhotic livers were reported upon independently by 
eight of the country’s leading pathologists, and a sur- 
prising degree of agreement was reached, although no 
generally accepted criteria of differentiation had been 
previously agreed. In consequence Goldblatt® was 
able to conclude that “there is but little doubt that 
the classical examples of Laennec’s and of post- 
necrotic cirrhosis are distinct entities and easily 
distinguished.” 

The study of infective hepatitis and its sequelae 
by Dible and others has shown that lesions ranging 
from centrilobular zonal necrosis to extensive mas- 
sive necrosis may occur in the acute phase, and from 
slight portal cirrhosis to typical post-necrotic scar- 
ring and nodular hyperplasia in the later stages. 
Since either type of cirrhosis may thus occur after 
infective hepatitis, it might be concluded with Dible 
that no valid or useful distinction can be drawr 
between them. But surely this would be no more 
justifiable than a refusal to distinguish between 
glomerulo-nephritis and hypertensive nephrosclerosis 
merely because lesions of the latter may result from 


‘a chronic attack of the former: Acute and subacute’ 


yellow atrophy arising as a complication of virus 
hepatitis is undoubtedly conditioned by factors other 
than the virulence of the causative agent, although 
this may play a part. Among these factors, nutri- 
tional status is undoubtedly of importance. The find- 
ing that necrosis occurs most commonly in the left 


a 
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_ half of the liver strongly supports this contention.’ € 
The diffuse fibrosis that may follow infective hepatitis 
thus becomes.comparable with that which may follow 
the repeated action of any. liver poison causing zonal 
necrosis, while the acute and subacute atrophy and 
consequent post-necrotic scarring may be regarded as 
a manifestation of an entirely different phenomenon, 
possibly a conditioned nutritional deficiency. 
` _ Professor Dible makes a very strong case for show- 
ing that at Hammersmith the vast majority of cases 
of cirrhosis are not the result of nutritional defect. 
Many have probably developed out of occult or non- 
icteric hepatitis. 
country generally cirrhosis is mainly a late result of 
virus hepatitis, It would be unwise, however, to 
conclude that these findings are applicable to those 
‘areas of the world where nutritional standards are 
far below those of West London. In the West and 
East Indies, Africa, and in large areas of Asia the 
development: of severe fatty infiltration of the liver 
of a degree comparable to that required to cause 
cirrhosis in experimental animals undoubtedly occurs. 
Moreover, the nutritional state originally responsible 
for. the fatty liver can and does persist for periods 
of time more than adequate for the evolution 
of diffuse hepatic fibrosis. Such evolution has been 
" repeatedly observed by serial biopsies and its pre- 
vention by adequate dietary supplements convincingly 
‘demonstrated.’ ° ‘ 


CORTISONE AND TOXAEMIA OF 


PREGNANCY . 
As the facts-about toxaemia of pregnancy accumu- 
late, so, it seems, do the theories about the disease, 
for so far are we from a true understanding of the 
pathogenesis of the condition—or should it be condi- 
tions ?—-that few writers have made serious attempts 
to reconcile the facts but rather have sought to postu- 
late fresh hypotheses to explain their newly adduced 
evidence. Concepts embracing imbalance of hormones 
in the aetiology of toxaemia are not altogether recent ; 
the pioneer work of G. Van S. and O. W. Smith, who 
built’ up an elaborate structure involving the oestro- 
gens, progesterone, and chorionic gonadotrophin, is 


now well known if not generally understood. With’ 


the shift in interest towards the adrenal cortex that 


has been so prominent of late it is not surprising that ` 


attempts have been made to implicate the hormones 

secreted by this gland in the deranged physiology of 
` toxaemia. As usual, the evidence is conflicting, and, 
whereas that of some older investigations? * suggested 
inadequate adrenocortical activity, more recent work 


seems to agree on an increased excretion of corticoids 
` . r 1 
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It may well be true that in this ` 
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in thé disease. Indeed, one eon based on the find: 
ing of low 17-ketosteroids and high corticoids in tox- 
aemia, seeks to ascribe the disease to this hormonal 
imbalance.* Tobian* has claimed to have found a 
high output of the mineral-controlling corticoids in 
toxaemia, and it is possible that the imbalance lies 
between these and the glucogenic corticoids. 

In spite, therefore, of the absence of clear knowledge 
of the role of the adrenal cortex in toxaemia, and in 
‘face of the serious possibility that Positive harm might 
result from the exhibition of cortisone (by reason of 
its’ salt- and water-retaining tendencies) Professor 
Henry Moore and his colleagues in Dublin, being 
fortunate in having access to a continuous supply of 
the ‘drug, have thought it expedient to try it out in 
a series of eight cases. Their results are reported in 
detail in the present issue of the Journal (p. 841). -It 
is quite clear that all their patients were seriously ill, 
with raised blood pressure, albuminuria, and, in five 
cases, oedema. Two had had convulsions before 
admission, and one had them during labour.. In 
seven of, the cases the indications on admission were 
for termination of the pregnancy (in the remaining 


case no hopes for foetal survival were entertained). 


Nevertheless cortisone treatment was continued for 
from 5 to 27 days, and seven live babies were 


- delivered, of which two died from prematurity (one 


with an intracranial haemorrhage). 

- This record, as those well acquainted with the risk 
to the foetus of severe toxaemia will agree, is quite 
impressive, especially since-the clinical’ improvement 
brought about by cortisone was marked- in all cases. 
The need for sedatives was reduced, headache was 
relieved, diuresis seemed to be promoted, and oedema 
decreased—at least temporarily, though in some cases 
it was replaced or accompanied by ascites. In spite 
of this, blood pressure was essentially unaffected, and 
albuminuria was at best only moderately diminished. 
The ultimate results, so far as the mothers were con- 
cerned, are also interesting. Five of the patients left 
hospital apparently normal; one Jater died of con- 
gestive heart failure ; one was left with serious cardio- 
vascular renal disease requiring further attention ; 
and one developed schizophrenia five days after. ces- 
sation of cortisone treatment.. Though such psychotic 
reactions have been observed during treatment with 
cortisone or A.C.T.H., it seems probable that this 
was a puerperal psychosis not connected with, corti- 
sone treatment. 

“In reporting the present eight í cases of pregnancy ` 
toxaemia treated with cortisone we record facts” ; 

-1 Fauvet, E., Klin. Wschr., 1936, 18, 1356. 
a —- and Munzer, L., ibid., 1937, 16, 675. 


3 Devis, D., arid Eockhoud 
4 Ibid., 1949, 9, 319. * 


t, M. D. van, J. clin. Endocrinol., 1949, 9, 1436. : 
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“so státe the authors, arid very. ‘wisely they réfrain e - 


drawing too much.'by way. of conclusions. It is clear 
that the notable and, ‘as judged by results in these 
cases, beneficial effects of cortisone were produced 
without very significantly, modifying the ‘underlying 
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- CORTISONE, AND TOXAEMIA OF PREGNANCY 


. disease process, and they are a perfect illustration of | 


the ‘principles which Dr. J. S. L. Browne sò ably enun- - 


ciated in his Society for. Endocrinology lecture at the 
Royal Society of Medicine on April 5 (reported on 


` page 880). ‘On Dr. Browne’s iceberg analogy, corti- 
soneseems to: have melted away some of the under- ` 


water part of the distase and to have made- some 
of the much’ smaller above-water part (the ‘easily 


- observed signs and symptoms) sink below the surface. ~ 
The result was that all the patients seemed to respond 


well, though 'a good deal of the disease (the under- 


- water portion) still-remained. Nevertheless, since in 
- toxaemia one is usually faced with an acute condition | 


which generally resolves once the pregnancy has 
terminated, the cortisone umbrella may afford valu- 
_ able protection to the patient until that natural reso- 
lution can be attained. Indeed, for both mother ano 
baby it might even, be life-saving. 


"a 


‘THE BUDGET AND THE HEALTH SERVICE - 


Budgets nowadays are unlikely to be popular, and 
the one this year is no exception. It imposes new 
and heavier burdens on nearly everyone, though 
it gives some relief to old-age pensioners and to 
parents with several. children.. The most striking 
feature of it is the proposal to charge people about 
half the cost of dentures and spectacles obtained 


_<, under the National Health Service. There is no 
doubt that some such theasure was overdue, for dis- 


quiet at the mounting cost of the Health Service has 
for long been felt both in Parliament and outside. But 
this measure must. be an unpopular one, and the 
“Government is to be commended for having had: the 


political courage to introduce- an arrangement that 


` many of its own supporters and even the Opposition 


t 


have feared to advocate. Accordirig-to the -Chancellor 


of the Exchequer, there’ will be no charge for. 


children’s spectacles, and expectant and nursing 
mothers will continue to receive free dental treatment ; 


` children will continue to receive free treatment in 


schools. Those for whom the charges mean hardship 
will receive payment in whole or in part from ae 
National Assistance Board. ` 


In his Budget speech Mr. Gaitskell ‘made’ two 
~significant statements on the,cost of the Health Ser- 


1 British Medical Journal, 1951, 1, 754. y 


was about £30m. higher than in 1950-1. 
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vice. First is the fact that the estimate of the cost 
of the Service originally submitted ‘to him for 1951-2 
_ This 
increase, Mr. Gaitskell said, was due in the main to 
higher prospective expenditure on the hospital ser- 


vice. But, as was shown in an article in this Journal,’ 
the actual increase. has been kept down to about £5m. > 


The intention, according to Mr. Gaitskell, is to set a 
ceiling of £400m. on the net cost of the Health Ser- 
vice to the taxpayer. He was careful to say that this, 
ceiling is to remain “ for the time being.” Ina period 
of rising prices, it is hardly to be expected that this 
financial lifnit-can be’ maintained indefinitely. Mr. 
Gaitskell’s other significant statement was that the 
introduction of the charge for half the cost-of den- 
tures and spectacles had been ‘allowed for in the 
estimates. for the Health Service that were presented’ 
to Parliament last month. The proposed charges. 
explain the fall in the estimated. cost of the dental 
service, and in particular the lower’ estimate- for 


supplying and repairing glasses, while the estimate, 
for sight-testing remained virtually unchanged. 


Apparently. the Government: considers that the 
demand for spectacles will continue at'a high level. 


But it must be emphasized that the benefits to ` 


thé financés of the Health Service that will be 
derived from the- charges have already been used, 
for they have gone to pay for the increase in the 
‘cost of the hospital service that has been sanctioned 
for 1951-2. ` 


New taxes especially burdensome on doctors. are 
the increased purchase tax on new cars (from 334 to 
664%) and the additional 44d, on every gallon of 
petrol: 
no direct hardship from them, for, they can pass the 
cost on to the customer. Doctors in the Health Ser- 


vice cannot ; though of necessity they use cars more f 


than most people, they. must find the additional 
expense from their own. ‚pockets. 


fellow taxpayers, but they should not have to 


suffer a substantial disadvantage, and no doubt 


their representatives will take the matter uP with mn 
Government.- . sn AA 


‘Negotiations on the general practitioners” remunera- 


- tion were postponed: until after this. Budget and must 


be seen in the light of it- No-one expected’ that 
the Chancellor would: find,an abundance of surplus 


money to be spent on the Health Service. In fact he +. 


Has fixed a limit and imposed a charge so that the ' 
expenditure may lie within it. But, having taken the 
drastic step of imposing charges in order to sanction ` 


` increased expenditure on hospitals, he can hardly 


f ri ` ‘ 
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Large sections of the community will suffer - 


The profession 
- would not wish to be more favoured than their 
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refuse to find money for a section of the profession 
that even the Government now seems to realize is 
underpaid. Mr. Gaitskell referred to the need to pre- 
vent any reduction in the standards of the “ hospital, 
family doctor, and consultant services below what is 
really essential.” The standards of general practice 
-may be brought into danger if it continues to be 
paenga unattractive. 
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MENTAL DEFECTIVES IN INSTITUTIONS 
The Mental Deficiency Acts (the principal Act wàs 
passed in 1913) have stood up well to the test of time. 
Only wıthin the last few years bas public opinion caught 
up with, and in some ways perhaps advanced ‘beyond, 
the principles laid down in the Acts, and it is no secret 
that they are again under review and that much prelimi- 
nary work has already been done. Such clauses as that 
concerned with the certification of “ moral defectives ” 
will probably be changed or even swept away altogether : 


one large institution in England has admitted no patient- 


certified in this category for more than 20 years. Thus 
in advocating an inquiry into the Mental Deficiency 
Acts the National Council for Civil Liberties is to some 
extent preaching to the already converted ! 
“All doctors who certify patients under the Mental 
Deficiency or Lunacy Acts would agree that there must 
be no curtailment of the freedom of the individual un- 
less essential for his own good or for the protection of 


the community. Unfortunately thé National, Council’ 


for Civil Liberties, in putting forward its views, relies 
too much on a one-sided account of a small number 
of cases and on such unsupported statements as “ Five 
out of six cases [of certified defectives detained in insti- 
tutions] arising at random sent for full and formal 
mental testing have proved to be not mentally defec- 
tive.” 


effect will probably be to cause unnecessary distress to 
the relatives of the many thousands of mental defec- 
tives in this country. What are the chances of wrongful 
certification ? Under the N.H.S. Act the duty of ascer- 
tainment belongs to local health authorities. Some of 
these employ whole-time specialists ; others use the ser- 
vices of hospital psychiatrists, But, though there are 
obvious advantages in employing only specialists ‘to 
certify, many local authorities expect their own assis- 
tant medical officers to undertake this work. It'is only 
right to say that these medical officers, who have all 
had a short postgraduate course in mental deficiency, 
gain from their experience in the field an exceptional 

understanding of the needs of defectives and of the 
problems of their relatives. Assuming, however, a 
patient has been wrongly certified by the first doctor 
examining him, what happens next? Another doctor 

(preferably the patient’s family doctor) and'a magis- 
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Many will take this to imply that five out of. 
six defectives are incorrectly certified,- and the main ‘ 
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trate (sometimes a whole bench of magistrates) must ° 


also “wrongfully” certify the patient before’ he can 
be sent to an institution. The medical and legal com- 
missioners of the Board of Control must agree to this 
“wrongful” certification. The patient then enters ‘an, 
institution ‘(now under the aegis of a regional hospital 
board), where he i is examined by a specialist, who certi- 
fies yet once more to the Board of Control that he iè 
a defective. At the end of the first year of detention, 
and on later occasions, he is examined by a visiting 
panel of magistrates, who have an independent medical 
referee to advise them and who report to the Board of 
Control on the advisability of retention or discharge. 
At any time the patient or any relative may appeal to 
the Board of Control for release, and any letters sent to 
the staff of institutions must, by law, be forwarded to 
the Board of Control. 


Besides suggesting that wrongful certification often 
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takes place, the National Council for Civil Liberties is ; 


critical of the Board ‘of Control. This is a panel of 
experts, legal and medical, with a lay chairman, which 
advises the Minister of Health on all matters pertaining 
to mental health. The Board acts as‘a court of appeal 
on all decisions made by the committees of management 


of institutions for mental defectives and can overrule ' 


all such decisions. Discharge from an institution may 
be granted by the visiting magistrates when a patient 
reaches the age of 21 years, but at all other times dis- 
charge is the prerogative of the Board of Control. Since 
the war the rate of discharge has been greatly acceler- 
ated. The Board of Control is non-political and non- 
partisan, and it seems fair to say that it is activated by 
one motive only: the interest of the patient. 

The National Council for Civil Liberties makes 
the fantastic suggestion that high-grade defectives are 
wrongfully detained in institutions so that their labour 
may be exploited. Waiting-lists are enormous, and insti- 
tutions already have many more patients than they were 
built to accommodate. Does the council seriously 
believe that there is a huge conspiracy of doctors, 
lawyers, magistrates, and members of management com- 
mittees endeavouring “ wrongfully ” to keep patients in 
institutions, while all the time hundreds of letters are 
being received from frantic parents begging for their 
children to be admitted ? It is the policy of all ‘pro- 
gressive management committees to develop the mind 
of each patient to ‘its full capacity and by instruction 
and training to fit him or her for life in the community. 
Secondly, for those who will never be able to lead an 
independent existence the institution must provide as 
happy a home as possible. It would be too much 
to expect that the committees’ decisions will’ always 
coincide with the opinion of the patient’s relatives— 
especially those relatives whose interest’ in the defec- 
tive becomes marked only when he begins to earn. But, 
all in all, there is little doubt that local authorities, 


management committees, and the Board of Control , 


regard their heavy responsibilities with the greatest 
seriousness. Any improvements in the law which will 
ease their difficulties will be welcomed. 
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THE: FOLIC: ACID ANTAGONISTS - 
After more than three years’ experience i in the weatmant 
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-òf acute leukaemia with the, folic acid antagonists, an 
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assessment of the therapeutic vals of these ‘drugs should 
‘be possible. In ‘1949 Tiersch and Philips! estimated. 
that about 250:cases had ‘been treated and that: tempo- 
rary remission had followed in some 30%. - It must be 
stressed. that the remissions are never more than tem- 
porary, often incomplete, and seldom of more than'a 
- few weeks’, duration.. Cure has~never been recorded.. 
There is ‘general agreement that improvement is more 
likely in children, less’. -common in adolescents; and rare 


in adults ; it is most frequent i in the lymphoblastic form. 


of the disease, less in the myeloblastic, and least in the 


monocytic. In brief, these drugs offer a child with acute 


. lymphoblastic leukaemia a 25-30% chance of. a’ few 


weeks’ .improvement, provided their administration’ is . 


supported by blood trdnsfusion and the antibiotics. 
During this short respite toxic reactions such as stomat- 


itis, diarrhoea, vomiting, alopecia, and an enhanced’ 


liability to. haemorrhage*may replace the symptoms. of 
leukaemia. 
action of the various members of the group: amino- 


` pterin has beén used most extensively, but in last week’s 


Journal Drs. J. V. Dacie, E. Dresner, D. L. Mollin, and 


J. C. White record their experiences with a- methopterin 


(4 - amino - N10- methylpteroylglutamic acid) in seven ', 


cases. Their report makes depressing réading: a, signi- 
ficant remission was obtained in only one patient, a 
child with acute lymphoblastic leukaemia. Toxic re- 
actions were common, and the liability to haemorrhage 
‘was of particular frequency. In any disease less hope- 
-less than acute leukaemia perseverance in the face of 
‘these results would scarcely be justified. 
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, . i BAR ‘SINISTER 
iia: ‘it comes to giving’ practical help to ihe illegiti- 
mate child, and its mother even the welfare State has 
still. to, turn to the voluntary worker. 
Council for the Unmarried Mother and her Child was 
_ formed’ in 1918, and during its relatively short existence 

; ‘it has not only helped many. thousands of individual 
mothers and children but also influenced the course of 
social “progress. Among advances in the law for which 
the National Council van take some of the credit were 


the Legitimacy Act of 1926, which allowed children. to. 


be legitimized by the subsequent marriage of their 
` parents, and the recent Adoption Act (1950). Since 
1918 there have.'never been less than four illegitimate 


s G babies in every 100 live’ births (the highest percentage 


.was 9,35 in -1945). The mortality among legitimate . 
and illegitimate infants in 1918 was 91 and 186 respec- 


;_ tively per 1,000 live births ; ; in 1949 the figures were .’ 
“32 and-45. A higher infant-death rate is of course far ` 
from being the only disadvantage of illegitimacy, which , 
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. There appears to be little difference in the’ 


The National | 


` often’ presents. complicated ‘social and legal problems to 
those who try to help unmarried mothers and their 
children. ‘ These workers, whether voluntary. or pro- 
fessional, will find a small book? recently published by 
the National Council of the greatest practical value, for 

` ‘it is the first time all the legal provisions relating to 
illegitimacy have been plainly stated in one volume. 
Much other useful information, including some guarded 

, remarks about paternity tests,'is also included. As 
. Professor ‘Moncrieff writes in his introduction,” “Tt ig 
one thing 'to' have these [social and medical] services 
available : it is another to make sure that jthey are intel- 
ligently used.” By the publication of: this book the 
National Council is doing. its best to ensure that those 
who are in a position to help illegitimate children and 
their mothers should “not be aa as by lack of 
isnowledse: 


` 


d . 1 r 
WHAT MAKES A_ MUSCLE CONTRACT? 
A ‘correspondent, commenting ‘on à recent answer in 
“Any Questions ? ’ > about acetylcholine and muscle 
contraction,” points out that acetylcholine is one link | 
ima complex chain of-events most of which are ill- 
known or unknown. ‘Hence it would be misleading to 
imply. that “the muscle action potential ” acts directly. 
on the contractile elements, for the final: link between 
excitation and contraction is still missing. Its nature 
was considered at a discussion meeting at the Royal ` 
Society in 1949.5" It seems certain that the last stage ` 
of, the’ excitatory process is the momentary electrical 
‘ depolarization of the surface of the muscle fibre. Some- 
‘thing then trdvels inwards across ‘its Substance, acting 
ag a trigger.for the processes which result i in the “ active 
state ” of muscle. This “ something ” is not a ‘substance, 
for diffusion is far too slow ; it must be an event of some - 
kind—the propagated release, for example, of polarized | 
‘. particles normally held in line by the electrostatic charge 
on'the surface. f 
The energy released by a muscle is made up of three 
independent -quantities—“ heat of activation,” “heat of 
shortening,” and “mechanical work.” The first of these 
begins very early, and starts off at its maximum rate 
before yisiblé shortening occurs, It is regarded as a. 
‘sign of chemical processes accompanying the trans- ` 
formation of the resting to the active state. The earliest , 
signs of this active state are increased optical trans- 
paréncy and decreased extensibility, both beginning so 
early as almost: to run into the end of the electrical 
“change accompanying excitation. The bridge across the 
gap is being extended from both ends : it may be pos- 
‘sible to join it before long. Professor A. V. Hill 
discussed’ this problem in greater detail in the Sharpey- 
‘Schafer Memorial Lecture‘ which he gave in Edinburgh, 
- last. February. 


1 


1Jilegitimate Children and their Parents, edited by Lena 
Published by the National Council for the Unmarried Mother an 
21, Coram St, London, W C 1. Price 3s. net (3s 6d post free) 
3 British Medical Journaal, 1951, 1, 652, 
. 3 Proc, roy, Soc. B, 1949, 137, 45. 
. 4 Rer. canad. Biol., in the press. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


CORONARY ARTERY DISEASE—I. THE CLINICAL 


SYNDROMES 


Physician, the Royal Infirmary, Edinburgh ; 


Sooner or later the hearts of most adults are affected by 
arteriosclerotic changes in the coronary arteries ; for- 
tunately, in only a minority are the obliterative changes 
.so advanced as to impair | seriously the myocardial blood 
supply and thus give rise to symptoms Myocardial 
ischaemia may be circumscribed or diffuse, temporary 
or permanent, acute or gradual in onset, depending ona 
number of factors. Hence, when blood flow is disturbed 
by obliterative disease in the coronary tree a variety of 
overlapping syndromes may result. | 


Diagnosis of Coronary Sclerosis 
The diagnosis of arteriosclerotic heart disease ‘is 
based primarily on symptomatology. In contradistinc- 
tion to other forms of heart disease, chest pain is a very 
characteristic feature. It dominates the clinical picture 
of coronary sclerosis. 
In the absence of a history of pain the Dious of 


` BY 


A. “RAE GILCHRIST, MD. FRCP. 
Reader in cg Cardiology, University of Edinburgh 


the blood delivered to the active muscle depend largely 
on the calibre of the vessels, the blood pressure, the 
heart rate, and the haemoglobin content. The demands 
of the heart for oxygen are determined primarily by the 
amount of work which it is called upon to perform. In 
health considerable reserves permit ready adjustments 
between the supply and demand, but in the presence of 
thickened and rigid coronary arteries with narrowing 
of their lumen the delivery of adequate amounts of 
blood falls short of the local metabolic needs. Pain ıs 
then apt to occur and to persist until either the debt 1s 


_ made good or local necrosis develops. 


coronary sclerosis is less certain but may be presumed ` 


when heart failure in an acute or chronic form is 
encountered in the absence of other provoking cause. 
Cardiac asthma and acute pulmonary oedema should 
always suggest coronary disease as readily as the gradual 
development, of congestive failure in an elderly person. 

Disturbances of rhythm can give a clue to the diag- 
nosis. A bout of auricular fibrillation may be the first 
evidence of arteriosclerotic heart disease. Curiously it is 
seldom associated with angina. Complete heart-block, 
for instance, with or without its characteristic syncopal 
attacks, has for its origin an arteriosclerotic basis more 
‘often than any other- cause. Block of one or other 
bundle-branch is more common than block of the main 
stem of the bundle. Branch-block is not in itself a 
cause of symptoms, but it is a common manifestation of 
coronary damage. 

Coronary sclerosis can be productive of symptoms 
without there being a change in the size of the heart. 
Except in the presence of congestive failure, radio- 
logical ‘examination seldom shows more than, minimal 
enlargement. It is worth emphasizing that coronary 
heart disease occurs independently of thickened radial, 
retinal, or other arteries, and that it is not a mere pro- 
duct of age. Youth does not exclude the diagnosis. 
The myocardial infarct is its hallmark. 

As clinical examination may not elicit any physical 
signs, even in the presence of serious coronary disease, 
the diagnosis often depends on an assessment of symp- 
toms. It is therefore imperative to hear the patient’s 
own account of his difficulties and his personal descrip- 
tion of their nature and development. This applies _par- 
ticularly to the dimerentiaticn: of the causes of pre- 
cordial pain. 


` 


` 


Angina Pectoris 


The , basis of cardiac pain is ischaemia, the result of a 
discrepancy between the oxygen supply and the oxygen 
needs of the myocardium. The quantity and quality of 


` 


The quality of the discomfọrt varies greatly from 
patient to patient. Some deny that they have pain, and 
emphasize a sense of heat, weight, oppression or tight- 
ness ın the chest, or a choking ın the throat induced by 
exercise or emotion and equally promptly relieved by 
rest or peace of mind. Upward radiation of retrosterna? 
pain, with numbness and tingling in the jaws and gums, 
or downward radiation of similar sensations in one or 
both arms to the elbows; wtists, and hands, are very 
characteristic features. -Distress more readily provoked 
after than before a meal, and earlier in onset in cold 
than in warm surroundings, is commonly noted. 

The “second-wind ” phenomenon can be a misleading 
feature of organic coronary disease. The patient then 
observes that an attack, often quite severe, is readily 
provoked when exercise is first undertaken. Having 
rested a minute or two and recovered from the initial 
pain, he finds, on resuming his activities, that his 
capacity for effort thereafter quickly increases. He can 
walk at a similar or faster pace, perhaps for hours, with , 
freedom from distress. It is commonly the first hole of 
a round of golf which presents the greatest difficulties 
to the anginal patient.” A reactive hyperaemia, which 
makes good the ‘initial coronary ‘insufficiency and which 
is thereafter inaintained by gentle exercise, has been 
advanced as the explanation for this common feature of 
coronary disease. ' E 

Accounts of other chest pains—arthritic, muscular or 
pleural, submammary and functional, peptic, biliary, or - 
oesophageal in origin—can ali be misleading, particu- 
larly when the patient is liable to two types of chest 
pain—the short-lived constrictive pain or transient 
ischaemia, and a more prolonged pectoral or upper 
abdominal ache, the product of fatigue, anxiety, or 
other cause: The dominant oppressive quality of 
genuine coronary pain, its wide radiations, and its 
precise relation to activity are its typical features. Jt is 
a good rule that if a man can take a brisk walk on a cold 
day without interruption necessitated by substernal pain 
he is not suffering from angina of effort. Occasionally, 
in those of less active habits, the pain is experienced 
only under conditions of emotional distress. 

Instrumental Proof—When doubt exists about the 
nature of the attacks an exercise test may- be employed 
with advantage. A true anginal attack can usually be - 


` 
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‘induced within ‘a- few minutes by taking the patient run ne gene ed ps : “ ; 
up a flight of stairs, step up and down on a stool, or- - Coronary Thrombosis with Myocardial Infarction 


‘undertake standing-running exercise at as brisk a pace The features of the major attack of coronary throm- 


‘., as he can manage ; it can as promptly be relieved ‘by bosis are well known.’ The formation of the circum- 


x 


row 


. rest on a couch.’ In a large proportion of sufferers from- scribed infarct commonly gives rise to ‘prolonged sub- 


angina the. -electrocardiograms show, for a few minutes sternal pain of great severity which persists for hours. i 


immediately: after exercise vigorous enough to cause, Profound shock develops rapidly. Restlessness, pallor, 
_ even minor distress, transient alterations in the pattern ` ` sweating, nausea! and- vomiting may''be followed in 


_ of. the RST segment and.T waves (see Fig. ae This is severer cases by‘respiratory distress aiid ‘signs -of left 


ventricular failure with evidence of congestion along 
the margins of.the lungs, in the axillae, and at the bases 
posteriorly. The blood pressiire falls progressively for 
-a few days. í 

Examination may how tachycardia, a a feeble apical 
impulse, poor quality heart sounds, and a triple rhythm, 
and within a day or two local Bevicards friction may' 
occasionally clinch the diagnosis, uy 

Tissue nécrosis accounts for the prompt leucocytosis, 
early febrile reaction, long-sustained disturbance of the 


. month or more, is often helpful in establishing the 
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A - B>- C . a DAYS AFTER MVOCARDIAL INFARCT 


“Fd. a ~The attack of angina pectoris temporarily disturbs the. - Fic, 2—The sustained elevation of the sedimentation rate after $ 


Edp of the electrocardiogram in the majority of sufferers—a a myocardial infarct is often a diagnostic sign of value. 
ding of value Phen the iagnosis is in doubt, as thereby the disturbance. is slow to developy reaches a maximum in the second _ 


sedimentation rate—a sign which, persisting for, a- 


cardiac origin..of the pain may be substantiated. Column A | or third week, and reverts to the normal range within a month or 


Jom above downwards records in each of the three standard limb > two as a 
` leads ane one chest lead (from the region of the apex beat) a : - 
singlo beart cycle under resting conditions. The patient, à man 

of 57, with a five-year- history of angina, performed an exercise’ diagnosis in retrospect (Fig. 2)—and TE sequence of 
test sufficient to induce a mild attack of pain with well-marked changes observed in' serial electrocardiograms. An in- 


dyspnoea. Column B presents similar leads from the same patient , 
recorded "conmecatvely Bom above downwards ‘at e sane pane a creased clotting tendency/of the blood, usually maximum 


few seconds up to two minutes as he lay on a couch after com- at the end of the second week, explains the proneness of 


pletion of the test. The alteration of the form of-the ST 
intervals, most evident in, the chest lead „is evidence, of these patients to thrombo-embolic complications and 


ischaerma and confirms the cardiac origin of the pain. Col umn C the hazard of èarly death when the -worst of the acute 


. shows that similar alterations in ‘pattern present to 3 
«minutes after exercise in this'man. More than 15 minutes a elapeed illness is apparently past. È 
after this induced anginal attack before the electrocardiograms Milder- attacks of coronary thrombosis are common 


regained the form existing before the exercise, test v was pideak ~ and are readily overlooked. In taking’ a history from a 


an important test of cotonary efficiency, as in doubtful “Patient whose account suggests angina pectoris, inquiry 
cases’ it may provide the only objective proof of the, . should always be ‘directed to the_possibility of one or 


\ 


cardiac origin: of the pain. ` Casual electrocardiograms . More ‘attacks of infarction. A history. of a. minor. 


recorded in the intervals between attacks may be of occlusion, perhaps with acute symptoms’ of no more 


p 


‘normal form or show only evidence of inert myocardial |-~ -than 10 to 20 minutes’ duration, may be obtained by , 


damage. “They are of much less value than those dis- having him describe his longest, his most seyere, or any 
playing-a resolving pattern of ischaemia in ‘serial Fecords, Unexpected or unprovoked attack. of pain.: Suspicions 
after. exercise. -A’ simpler ‘diagnostic method, but less- -will ‘be strengthened by any admission of unusual ex: 


reliable on account of the allowance which must be haustion accompanying the attack or’ a less Prompt 


- made for the “second-wind” phenomenon and „for - testoration of bodily well-being thereafter. 


` psychic influences, is the employment of nitroglycerin’. Instrumental Proof—The nature of ‘the attack may 
“as ‘a a therapeutic | test- “> - TEN ‘\be established by multiple-lead electrocardiograms, 
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which are capable of locating the site of the myocardial 
infarct. with accuracy in most instances, By special 
techniques, using multiple chest and unipolar limb leads, 
anterior, anterd-septal, antero-lateral, posterior, postero- 
lateral, high lateral, and certain septal infarcts, which 
would have escaped detection some years ago, can now 
be recognized and the diagnosis established even when 
months or years have elapsed since the acute episode. 
Exceptionally, even serial electrocardiograms repeated 
at intervals of a few days after the acute infarction fail 
to confirm the diagnosis. This is true particularly of 
certain septal infarcts. 
The method, like 
other laboratory pro- 
cedures, therefore has 
its limitations, but 
refinements in tech- 
nique are steadily 
reducing the likeli- 
hood of error. 


Coronary 
Insufficiency 


sense all attacks of 
angina pectoris ‘and 
the various grades of 
myocardial infarcts 
are examples of 
coronary insuff- 
ciency. Inrecent 
years this particular 
term has, however, 


Fic. 3.—Coronary in- 
sufficiency produces a 
temporary disturbance in 
the electrocardiogram, the 
pattern revertin to 
normal within a 
two. Column A (taken 
on December 19) dispiays 
from above downwards 
electrocardiograms each 
of a single cardiac 

cle in the three stan- 

ard limb leads and in 
three chest leads. These 
were recorded 48 hours 
after the onset of a severe 
anginal attack of seven 

: pours: duration, provoked 

y intense emotional dis- 
tress but unaccompanied 
by shock or y signs of 
tissue necrosis. The 
patient was a man of 30, 
whose attack developed 
while under cross-exam- 
ination by the police. He 
was admitted to hospital 
with probable coronary 
thrombosis. Column B 
(taken on December 22) 
presents similar electro- 
cardiograms from the 
same patient after two 
further days in bed. The 
pattern has reverted to 
normal form. Compari- 
son indicates that the 
inversion of the T waves 
in Leads I, I, and IN 
present on the first occa- 
sion has been corrected 
and the T waves in chest 
Leads V2, V4, and V5 
have increased in ampli- 

” tude. 
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been applied by Master and his colleagues to a fairly 
distinctive syndrome intermediate between the milder 
attack of wufarction and the severer anginal seizure. 
Occasionally ischaemic attacks are asymptomatic, but 
more often they are characterized by spontaneous 
cardiac pain at rest, longer and severer than the usual 
attack of effort angina and yet not as severe as the 
clear-cut episode of coronary thrombosis, These 
attacks may proceed in the more prolonged instances 
to tissue asphyxia, with the development of a patchy 
speckled subendocardial necrosis evident in the papil- 
lary muscles or in the deepest muscular layers of the 
left ventricle. Coronary sclerosis, moderate to severe 
in degree, is the rule. 

The attacks are not the result of coronary occlusion 
but develop under conditions of'increased cardiac work, 
diminution of blood flow, or defective oxygenation 
of the blood. Hence, in the presence of coronary 
sclerosis, severe and prolonged physical exertion, intense 
emotional distress, a paroxysm of tachycardia, an 
exacerbation of hypertension, or, ọn the other hand, 
prolonged hypotension or the sudden anaemia of acute 
blood loss, as for instance a profuse haematemesis, may 
result in myocardial ischaemia severe enough to lead to 
tissue necrosis. ' 

The most ominous of these attacks are those lengthen- 
ing bouts of severe angina experienced at rest at in- 
creasingly shorter intervals for no apparent reason, 
so that -ultimately a “status anginosus” may be 
described. Such a sequence often heralds a major 
coronary thrombosis with massive infarction. 

Instrumental Proof. —As might be anticipated, acute 
coronary insufficiency is accompanied by depression ‘of 
the S-T intervals with flattening or inversion of the T 


“wave in two or more leads—a pattern very similar to 


that observed in induced attacks of angina. In the 
latter condition the characteristic deformities seldom 
persist'for thore than 15 to 20 minutes. In coronary 
insufficiency of the type now under consideration the 
ischaemic pattern wears off in hours or at most in a 
few days, its long persistence denoting diffuse subendo- 
cardial necrosis of some severity. In contrast, the 
electrocardiographic pattern of the circumscribed 
myocardial infarct of coronary thrombosis undergoes a 
more gradual transformation, the process commonly 
extending over months or years. An example of the 
electrocardiograms of coronary insufficiency is shown 
in Fig. 3. i 


Other Syndromes of Coronary Sclerosis 

The diagnosis of myocardial infarçtion is so impor- 
tant, and so many cases are missed on account of the 
absence of pain, that it should be a rule to consider this 
possibility under a variety of conditions. Among these, 
attàcks of nocturnal dyspnoea are predominant. Every 
attack of cardiac asthma should be regarded as the pro- 
duct of a myocardial infarct unless otber demonstrable 
cause exists. Similarly, a sudden pulmonary oedema, 
so characteristic of acute left ventricular failure, may 
mask other symptoms and”be revealed only as the pro- 
duct of an infarct, when the subsequent behaviour of 
the blood pressure, the sedimentation rate, and serial 
electrocardiograms supplement the diagnosis. 

Sudden prostration or collapse, syncopal attacks, or 
giddiness, with residual exhaustion and general weak- 
ness, are sometimes explicable on a similar basis. Less 
clear-cut ‘syndromes occur in the elderly. Nocturnal 
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restlessness with. insomnia and perhaps a minor sense 
of dyspnoea followed by a transient „auricular -fibril- 
lation may provide a clue which would be otherwise 
missed were a-search not made_for evidence of tissue 
necrosis. The occurrence of systemic and commonly 
fatal embolism a week or two after the restless night 
too often clarifies the diagnosis when, alas, the oppor- 
tunity for effective therapy is past. 

‘ Finally, there are those incipient cases of congestive 
heart failure of gradual onset in which by a process of 
exclusion the aetiolo ogy is assumed in the absence of 
. other cause. The eléctrocardiogram may then provide - 
"a further link in the diagnostic chain. 





MEDICAL AUXILIARIES IN NATIONAL 
' — HEALTH SERVICE.’ 
PROPOSED STATUTORY REGISTRATION 
“ Medical auxiliaries are persons who assist medical practi- 


tioners (otherwise than as nurses) in the investigation and . 


treatment of disease by virtue of some spécial skill acquired 
through a recognized course of training.” With this defini- 
tion—which did not go unchallenged by some of the-medi- 
cal auxiliaries concerned—eight committees set up by the 
Minister of Health and the Secretary of State for Scotland 
have been considering the supply and demand, the training 
“and qualifications, of certain of the classes of medical 
auxiliaries employed ,in the National Health Service— 
namely, almoners, Shiropodists, dietitians, laboratory 
technicians, occupational therapists, physiotherapists and 
remedial gymnasts, radiographers, and speech therapists. 
Mr. V. Zachary Cope was chairman of all the eight, com- 
mittees, and one other medical and one lay member were 
common to them all. For the rest, each committee con- 
sisted of two or three—in one ‘case four—medical members 
‘and usually two members “representative, of the category 
concerned. .. This eightfold report has just been published 
as a White Paper,' the first part being devoted to problems 
common to all these auxiliary services, and the second to 
the assessment of each service separately. 

The committees, in the course of two years, have held 
more than 100 meetings and received a vast amount of evi- 
dence., Evidence from the British Medical Association and 
from the present’ Board of Registration of Medical Auxili- 
aries was tendered to all eight committees. Mr. Zachary 
Cope had a difficult team to drive, due, not to personalities, 
but to the diversity of the interests represented. The one 
common factor is that the auxiliaries (with the possible 
exception of the chiropodists) work under the direct or 

_ indirect supervision of a ‘doctor. But in the various schemes 
of training the points of emphasis are different, and the 
desirable standards of attainment are not the same in: all 
the’ categories. Certain basic sciences, such as anatomy and 


physiology, may be necessary in most cases, but obviously: 


the radiographér and the physiotherapist require a much 
more , comprehensive knowledge in „this field than the 
chiropodist or the speech therapist. These latter two need 
to have a certain amount of detailed ‘anatomical knowledge, 
but relating to two different parts of the body. Again, the 
occupational therapist has a specialized knowledge and skill 
which can be" acquired only outside the field of medicine, 


and the almoner is primarily a social worker, bringing into, 


the Health Service knowledge and experience gained in the 
_ social science departments of universities and in fields of 
social survey other than health. 


' Indeed, a minority report by the almoners and the occupa~ 


tional therapists disputes the term “ medical auxiliary,” which 
in their contention denotes an untrained or partially trained 
person—e.g, a nursing auxiliary. They prefer the term 
“non-medical professional and, technical staff,” like the 


1 Reports of ‘the Committees on Medical Auxiliaries. Cmd 8188 
n O $s. net, 
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“ non-professorial teaching staff” in ‘guigeritce It is an 


Í indication of the difficulty of this inquiry that there are three 


minority reports which are signed by all the medica! 
auxiliary representatives of four of the eight committees, 
.though their reservatiéns are only to portions of what is 
recommended. And one minority report falls foul of the 
report of another minority. 


The Present Position’ 


At the end of 1949 the number of persons iù England and 
Wales and in Scotland ‘working in the National Health 
Services as auxiliaries was as follows: ~ 


Almoners S 5 975 Occupational therapists 980, 
Chiropodists .. ` .. 388 Physiotherapists : 4,019 
Dietitians ; .. 177 Radiographers «+, 2,444 
Laboratory technicians Remedial gymnasts > 146 
(including students).. 3,195 Speech therapists on 121 
About 84% of these were employed whole-time. Only 


“among chiropodists and speech therapists was there a 
Majority of part-time workers. - 

It will be remembered that as a result of the efforts of the 
British Medical Association and the Society of Apothecaries 
of London a Board of Registration of Medical Auxiliaries 
was formed in 1936. This board is on a voluntary basis and 
as such is subject to certain handicaps. Of the qualifying , 
“bodies now under consideration, two only—the Society of í 
Chiropodists and the College of Speech Therapists—insist 
upon their members registering with the board. In some 
of the categories only a small proportion have applied for 
registration. 

What is now proposed by the eight committees is the 
setting up of a council for Medical Auxiliary Services in the 
National Health Service to maintain statutory registers of 
persons qualified for these ‘employments, to recognize’ 
schools, courses, and examinations, to keep under review the 
relation of supply to demand over the. whole range of the’ 
services, and, -among other functions, to ensure that the 
training in the medical auxiliary services keeps pace with 


the advances in medical ‘thought and practice. While the - 
diversity of the services is recognized, it is felt nevertheless . 


that a single council is preferable to independent group 
councils as being more likely to command respect among the 
auxiliaries themselves, as well as in the, medical profession 
and among the general public. Registration by. the council, 
‘would be an essential qualification for work in the National 
Health Service. y A -, 


Central Council and Professional Committees 
In setting up this central council the pattern of the General 


' Medical Council and similar bodies would be followed. It 


is proposed that it should consist of four members appointed 
by the Privy Council, under whose aegis it would function, 


three by the Minister of Health and the Secretary of State , 


for Scotland, seven by the Royal Colleges and Corporations, 
and one by the General Medical Council. There would be 
six representatives of the medical auxiliaries themselves. It 
‘may be asked why the figure is ‘limited to six when the 
inquiry has necessitated eight committees to cover the differ- 
ent categories. It is suggested that the function of these 
medical auxiliary representatives on the council would not 
be to put forward the views of a particular category, but 

‘to supply the point of view of the medical auxiliary services 
as a-whole. Thus it will not be necessary to have every one 
of the medical auxiliary services represented, unless matters 
pertaining to it alone are brought forward, when special ` 
representation may be i\arranged. 

In addition to, the council there will be a series of profes- 
sional committees, the majority of whose members will be 
experts in a particular field of auxiliary, service. The chair- 
men of these committees will be appointed by the council, 
but the vice-chairmen will be appointed by the committees 
themselves, and these vice-chairmen will form. a kind of 
electoral college for the appointment of the six-representa- 
, tives of the auxiliaries on the council. 
professional committees is not laid down. | As a rule, each 
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of them would be concerned with a single service, but group - 
committees can be set up for co-ordination between related 
services. The council would depend upon these professional 
committees for information, advice, and assıstance. 

The question of the relation of the proposed council to 
the professional associations, such as the Chartered Society 
of Physiotherapists, the British Dietetic Association, or the 
Institute of Almoners, has to be considered. Some of the 
work of these associations must be taken over, but it is 
thought that it would be unsound for the central’ council 
to undertake training courses or examinations, and, of course, 
the council would have` nothing to do with auxiliaries work- 

ing outside the National Health Service. The expenses of 
the council and its committees should be met out of N.H.S, 
funds, as should the fees of applicants already employed in 
the Service when the registers are opened. It is considered 
that, except medical laboratory technicians, student medical 
auxiliaries should themselves meet the cost of their training. 
The local education authorities would be the most appropri- 
ate source of financial assistance if this is needed. 








Minority Objections 


As already stated, there are three minority reports, all of 
them in the names‘of representatives of the auxiliaries. The 
almoners and octupational therapists and speech therapists, 
while in favour of statutory registration, hold that the pro- 
posals involve the possibility of more than one standard of 
basic qualifications being recognized -within a single pro- 
fession. They consider that the establishment of a central 
controlling council to direct a number of distinct profes- 
sions can have onlv a stultifying effect on the work of the 
professions concerned. The assumption that doctors, by. 
virtue of their medical training and experience, can satis-` 
factorily control the curricula of training and methods of 
work of the professions under review is, in the view-of these 
reservationists,-not in accordance with the facts. 

The physiotherapists and remedial gymnasts object also 
to one council for all medical auxiliaries. What they want 
is a separate council for the three professions—physiothera- 
pists, remedial gymnasts, and occupational therapists. On 
the other hand the occupational therapists dissociate them- 
selves from the suggestion that they should be included for . 
registration purposes in a rehabilitation group with physio- 
therapists and remedial gymnasts. They urge that this would 
give an unbalanced emphasis to the work of the occupa- 
tional therapist in the purely physical field and would 
diminish the psychological aspect of occupational therapy. 
They also feel that there has been too much concentration 
on registration, which is only one of a number of equally 
important considerations in supplying an efficient occupa- + 
tional therapy service. 


Almoners: Dietitians : Speech Therapists : Chiropodists 


The'remainder of the report is occupied with-the separate ` 


services. Between 3,000 and 3,500 almoners are probably 
needed in the bospital service, and, if no more is done than 
replacement of normal wastage and opening of new depart- 
ments where the need is particularly pressing, 150 new 
almoners will be wanted each year. It is considered that 
almoners might well be relieved of some clerical duties, and 
employing authorities are invited to review the work done in 
their almoner’s department so that the best use may be made 
of the almoner’s time. The training now provided by the 
Institute of Almoners is regarded as suitable. 

Trained dietitians should be available throughout the 
hospital service. Ideally there should be a dietitian for 
every 150 beds in hospital. The great majority of hospitals 
have no qualified dietitian on the staff. If only one were 
appointed by each : management committee and board of 
governors about 400 would be needed; actually there are 
fewer than 200. There are only four places in Great Britain 
—two of them in Scotland—in which a diploma course in 
dietetics can be taken, and it is felt that arrangements should 
be made to provide a school to serve students in the 
Midlands and the south of England. The standards which 
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students are required to reach for membership of the British 
Dietetic Association are satisfactory. 

The majority of speech therapists are employed in the 
school medical service, and the committee feels that.in this 
respect there should be closer integration with the hospital 
service. There is need for a total of at least 750 speech 





‘therapists. The number qualifying each year, is about 60. 


The demand in the N.H.S. is restricted by financial con- 
siderations and questions of accommodation, and probably 
during the next few years the present increase will suffice 
to meet the demand (as distinct from the need). The course 
of tra:ning in the College of Speech Therapists is adequate, 
but medical representation on ‘the examinations board is 
small. it should be adequate to cover the fields of oto- | à 
laryngology, neurology, and psychiatry. 

A 'chiropodist should be available in every TE 
hospital. There appears to be a considerable demand 
for chiropody at clinics established by local authorities. The 
examinations sponsored by the Society of Chiropodists for 
students from schools it, recognizes provide an adequate 
test of proficiency, but it is suggested that the examina- 
tions should be open only to those who have attended a 
full-time course of study. The committee is not satisfied 
that the qualifications offered by other organizations pro- 
vide an adequate criterion of competence for employment 
in the N.H.S. One recommendation is that local authori- 
ties should be enabled to provide chiropody, possibly under 
Section 28 of the Act. 


` Radiographers: Medical Laboratory Technicians 


There seem to be no means of assessing accurately how 
many radiographers will be needed in the National Health 
Service, but it is regarded as unsafe to assume that the rate 
will continue to increase at the pace of the past 20 years. 
The average working life of the radiographer is put at 10 
years. The shortness of this period is due to the fact that 
the majority of radiographers are women, among whom 
there is much wastage through marriage. Taking this basis, 
the present output of students. should suffice to meet the, 
present demand.: The board of examiners of the Socitty 
of Radiographers, which numbers over 60, is regarded as 
unwieldy. The committee concerned thinks it would be an 
advantage if the full executive responsibility for the conduct 
of examinations were given to a small examining board 
representative of the medical profession, hospital physicists, 
and radiographers. Membership of the society indicates 
a satisfactory standard. Although members should be 
nade to take the fellowship, this should not be made 

a requirement for any particular appointment. 

The need for medical laboratory technicians in the’ 
National Health Service is permanent, but the extent of 


the need will be directly related to developments in patho- , 


logy It is considered unlikely that there will be any large 
alteration of the position during the next five years. The ~ 
examinations of the Institute of Medical Laboratory Techno- 
logy are judged satisfactory, but the committee adds that 
it is important that the theoretical side should never be 
allowed to overshadow the practical nature of the 
examination. 


'- Physiotherapists : Occupational Therapists 
The evidence of the many witnesses before the committee 


on physiotherapists was that the work-of the physiotherapist 


merges with that of the remedial gymnast and the occupa- 
tional therapist. No hard and fast line can be drawn, One 
witness stated that a general hospital with most special 
branches of medicine and surgery and with an efficient 
rehabilitation department requires six physiotherapists to 
every 100 beds. ‘The committee believes that, with an, 
adequate service of consultants available in the hospitals, 
the number of physiotherapists required would be about 
5,500. The present output from the recognized schools is 
over 500 a year, and it should be possible to maintain the 
present numbers and gradually build up to the full demand. 
The training given at the schools recognized by the Chartered 
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‘ Society is’ comprehensive. More use should be made of 
teachérs of physical education with remedial qualifications 
as part of hospital rehabilitation teams, particularly in rural 
‘areas., More economical employment of the existing supply 

. of-physiotherapists in the N.H.S. could be achieved by the 
establishment, wherever possible, of physical rehabilitation 
departments, which would include physiotherapy, occupa- 
tional therapy, and remedial gymnastics. To prevent un- 
necessary work in the physiotherapy department, treatment 
should be prescribed in all cases by a medical or surgical 


consultant, and in.every hospital one consultant, preferably ' 
a specialist in physical medicine, should be given the’ over- , 


sight of the department. , i 

The need and the demand for occupational therapists in 
the. N.H.S. are difficult to estimate. In view of financial 
restrictions and other difficulties it is not considered that 


the figure will rise much above 1,000, at which it stands at , 
present. In general hospitals at least one occupational thera- ` 


pist should be employed for every 100 beds. The training 
which is given at seven schools in England and one in 
Scotland is considered adequate. In England all the schools 


follow a gyllabus: based’on the examination requirements 
It is 


“of the Association of Occupational Therapists. 
suggested that more use should be made of medical practi- 
-tioners in training occupational therapists. ; 

The 25 appendices to the report furnish an instructive 
guide to the. syllabus and scope of: training, examination 
regulations, and character and volume of work in these 
various fields of medical auxiliary employment. 








ÄT THE OPHTHALMOLOGICAL CONGRESS 


The work of Allbutt, Jonathan Hutchinson, Gowers, and a 
multitude of other clinicians has forged a permanent link 
between ophthalmology and general medicine. It was 
encouraging, therefore, to see this traditional relationship 
being maintained at the annual congress of the Ophthalmo- 
logical Society of the United Kingdom, which was held in 
-London from March 29 to 31. z 


í Therapy in Diseases of Doubtfal Aetiology 


Professor E. J. Wayne: took the opportunity to give a- 


warning against the indiscriminate use of A.C.T.H. and 
cortisone:’ both these powerful substances could produce 
harmful side-effects, not only'while they were being adminis- 
tered, but also as a sequel to prolonged use or after their 
sudden withdrawal. Professor G. W. PICKERING reminded 


the congress that the pharmacological action of these hor-', 


mones was exceedingly complex, and that much about their 
action still remained to be elucidated. 
“Dr. F. Duprey Harr said that the search for a specific 
organism in the tissues'of people suffering from rheumatic 
, disorders might well have obscured the aetiological issues. 
More than half a century had elapsed since Stil? had pointed 
out ‘the association between, ocular lesions and chronic 
juvenile polyarthritis: At that time. syphilis, tuberculosis, 
and a number of other diseases were known to be capable 
of attacking the eyes as well.as the joints. More recently 
Reiter’s disease had been described, and ‘Behcet's syndrome 
‘and other conditions had been added to the list of maladiés 
. for which general practitioners and eye specialists were 
equally concerned to find a remedy.: There was no place 
in, these conditions for blunderbuss therapy—the prescrip- 


tion of sulphonamides together with penicillin or one ,of © 


the newer antibiotics in the hope of „achieving cure by 
summation of effect; in practice the reverse might occur, 
as sometimes these agents were.mutually antagonistic. 


Sir Henry DALE, who delivered the, Bowman lecture, 
emphasized the merits of the eye as a testing-ground for 
“\the pharmacological action of alkaloids and other sub- 
sre E a ESR, TO 

i 1 Still, G. (1897). Med-chir. Trass., 80, 47. 
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‘stances. ‘Movements of the pupil, nictitating membrane, 
and orbital muscles of, experimental animals could be 
watched in detail, and the changes brought about by drugs 
could be recorded precisely.. The accessibility of the eye 
to observation was particularly important in detecting 
evanescent ‘effects, such‘as those produced by acetylcholine. 


Pharmacological information thus obtained was applicable . _ 
to systemic as well as to ocular therapy, 'so that this use’ 


of the eye. should be regarded as a further bond between 
ophthalmology and general medicine. ~ 
. ‘Retrobulbar Neuritis in Measles 

Retrobulbar neuritis is a rare complication of measles. 
Mr. M. H. Wartina, the president of ‘the ‘Ophthalmological 
Society, described the case of a 6-year-old girl the vision 
of whose right eye became blurred on the fourth day 
of an attack of measles. On the fifth day the right pupil 
gave no response to direct light, and she was-unable to 
distinguish between light and darkness with the affected 
eye. Ophthalmoscopy showed no'abnorma! signs in the 
fundus. Two days after the onset-of ocular symptoms visio 


began to improve,’ and recovery was apparently complete , 
. two days later. 


‘Retrobulbar neuritis might occur as a 
complication of certain other febrile illnesses, including 
influenza, but most cases were due to disseminated sclerosis. 
In these there, might be an interval of many years before 
further signs of disseminated’ sclerosis became manifest, and 
as a result many cases of retrobulbar neuritis had been 
wrongly attributed in the past to disease of the sphenoidal 
sinus. > wet ae 
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Dangers. of Irradiating Rodent Ulcers 


In his presidential address Mr. Whiting discussed rodent 
ulcers. He pointed out that well over half of the total 
number of rodent ulcers attacked the soft parts in the 
immediate neighbourhood of an eye. 
particularly important, because radical removal was nearly 
always possible so long as the growth did not exceed one 


inch in diameter and had not yet invaded the underlying ' 


bone. As neither of these things. was likely to happen for 
years it might seem strange that advanced cases were ever 
seen in practice, but the. growths were painless when still 


superficial and advanced so slowly’ that many patients did ` 


not think of seeking advice until extirpation had become 
impossible. Owing to the flexibility and rich ‘blood supply 
‘of the skin covering the eyelids and adjacent areas of the 
face, gaps that remained after excision of small* growths 
could usually be readily closed; larger gaps might require 
flaps from bordering skin or even a pedicle slung from the 


forehead. Advanced cases might demand Thiersch grafting, . 


_ but elaborate plastic procedures should if possible be 
avoided because they sometimes masked recurrences. 
“But is it not the custom nowadays,” some will ask, “to 
treat all these’ ulcers by irradiation?” Mr. Whiting’s 
experience would compel him to answer that such a 
custom, if it is a custom, is- not good. He admitted that 
irradiation gave good results in certain growths shown 
histologically to, be of the infiltrative type, but more 


` recent knowledge would, he thought, make surgical removal . 


as effective, if not more so, in these cases. Sir John Parsons 
used to teach, more’ than 20 years ago, that cure following 


' irradiation of a rodent ulcer might be spurious, because the 


proliferation of malignant cells might continue below the 
surface, like a fire-in the-hold of a ship, until bone itself 
was invaded and surgery was no longer feasible. Mr. Whiting 
stated that in some cases damage had been done to an eye, 
in spite of the customary screening precautions having been 
‘observed during irradiation. Such damage tended to be 
concentrated upon the retinal blood vessels: thus haemor- 
rhages and exudates' upon the retina, followed by shrinkage 
in‘the calibre of the arteries, could be observed by ophthalmo- 
scopy; cataract and secondary glaucoma had also been 
' reported as sequels of irradiation in the neighbourhood of 
the eye. Epiphora was a less serious complication than 
damage to sight, but it could nevertheless be troublesome, 
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and he drew attention to the ease with which rays directed 


"near the lower canaliculus and lower pole of the lacrimal 


sac could provoke fibrosis in those structures, with resulting 
blockage of tears. In short a large majority of these neo- 


` plasms could be cured by excision at the first attempt, and 


` 
` 


~ 


- 


histological examination would show whether operation had 
in fact been sufficiently extensive. The cosmetic results of 
radiation compared favourably with. those of’ surgery, but 
irradiation, in spite ‘of screening devices, threatened the 
integrity of the eye and might also damage the lacrimal 
apparatus. Gh i 
: ——_—_ 
< - shi A ~ 

A.C.T.H. AND, CORTISONE IN DISEASE 
An April 5, under the auspices of the Society, for Endo- 
crinology, Dr. J. S. L. BROWNE, Professor of Medicine at the 
- McGill University Clinic, Royal Victoria Hospital, Montreal, 
delivered a notable lecture on “ A.C.T.H. and Cortisone in 
Disease” at the Royal Society of Medicine. He first 





expounded the relationship of the general adaptation syn-, 


drome, as elaborated ‘by Selye, to the action of these 
substances. He showed how the excretion of urinary corti- 


coids was increased by a stress such as a Jong route-march ; . 


how it- rose in pneumonia and after operations, only to 
fall with recovery. „In pregnancy, too, the urinary corticoids 
rose, there being two peaks, one at about the sixtieth ‘day 
and the second at about the seventh month; the values 
reached were similar to those seen in Cushing’s syndrome, 
and Dr. Browne thought that pregnancy could be regarded 
as a physiological Cushing’s syndrome. He cited another 


case where a sudden emotional stress caused a dramatic rise ; 


„in the corticoid excretion. _ 


. Effects on Nitrogen Balance , 

‘Acute trauma of all sorts, it was well known, caused 
nitrogen loss—the loss coinciding with the increased adreno- 
coftical activity. But long-continued stress was accompanied 
by a fall in corticoid’ excretion, and a negative nitrogen 


- balance was changed into a positive one. These findings had 


led Drs. Albright and Browne to elaborate the hypothesis 
that & rise in corticoid production was accompanied by 


increased protein destruction, Discrepancies, however, scon - 


appeared, and it had become necessary to modify this view. 
Dr. Browne now believed that in general the cortical steroids 
made the body protein more readily. mobilized, and. what 


happened to the protein then depended upon the state of ‘the ` 


body—in’ acute trauma, the protein was deaminated and 
lost ; in pregnancy, it passed into the highly anabolic area of 
the uterus and foetus and was retained. He believed also 
that there was a hierarchy of tissue requirements for protein 
.—which might change in different circumstances. The effects 
depended on the state-of the organism as a whole, and to 
illustrate this point he quoted the metaphor, suggested by 
Selye, of opening the window of a room—if it was hotter 
outside, the room got warmer, but if-it’'was colder’ outside, 
the’ room ‘got colder. The variability of the. effects -of 
cortisone, which could be explained on this view, were well 
shown by the failure of wound healing while under A.C.T.H. 
circumstances in another. 

Dr. Browne then skilfully developed the thesis- that 
ACTH. and cortisone did not merely mobilize protein ; 
they also caused shifts- in electrolytes (sodium retention, 
potassium Joss), water, vitamin C, histamine, the erythrocyte 


AT THE OPHTHALMOLOGIGAL CONGRESS ` "© > yg Banga 


treatment in one case, but its normal occurrence in similar f 
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treatment, fascinating changes were produced, coinciding 


„with the patient’s mental’ state—to the great amusement of 


the audience. f 
` Cortisone and Tuberculosis } a 

The use of cortisone in pulmonary tuberculosis demanded 
the greatest caution; while under treatment, the patient 


> 


usually seemed much improved, but the walling off of the ~. 


lesion might be undermined so that on stopping treatment 
dangerous, or even fatal, exacerbation-might follow. How- 
ever, Dr. Browne described two cases of Addison’s disease 
who had pulmonary tuberculosis and whom, because of the 


grave outlook, it was felt justified to treat with cortisone, , 


streptomycin,iand P.A.S. One, who had developed crippling 
contractures of the legs under previous D.C.A. treatment— 
a very rare complication—gained 50 1b. (22.7 kg.) in weight, 


and showed all-round improvement, Her tuberculosis cleared, 
_ as did the pigmentation, In the other case general improve- 


ment also occurred in the Addisonian symptoms, but the . 
pulmonary lesion did not change. But unless there. were 
some serious complication, such as in the two cases above, 
he thought it hazardous to use A.C.T.H. or cortisone in 
tuberculous patients. ,. . : a oe 
Finally, Dr” Browne drew attention to the fact that these 
hormones masked the symptoms of disease and obscured’ 


.the criteria by which we were accustomed to estimate the ~ 


severity of illness. He did not think they could cure many . 
diseases, but they altered the body’s reaction’to them. They 
might exert a protective effect in some acute conditions— 
as in rheumatic fever, for example. He drew the picture of 
disease in general as an iceberg, with one-eighth above water 
—the observed specific reactions of the body to disease—and 
seven-elghths below water—the general reaction of the body. 
A.C.T.H. melted away some of the underwater portion, and 
caused the peaks to disappear below the surface—tempor- 
arily, and sometimes intermittently. There was, in, fact, a 
vast common underground of many different diseases ; this 


-it was that A.C.T.H. and cortisone affected, and this 


explained their apparent beneficial effects in such widely 
different disease conditions. He also emphasized the possible 
importance of emotional’ stresses in influencing disease, since 
it had been shown that such stresses could liberate adrenal 
cortical hormones within the body. . : 





= 


The chief item of medical interest at the Physical Society’s 
annual exhibition~-held as usual in the somewhat gloomy 


and forbidding laboratories of the Imperial College in South - 


Kensington, this year from April 6 to 11—-was undoubtedly 
the Colour Group’s display onthe evolution of the study of 
colour vision, Beginning with Robert Boyle’s Experiments 
and Considerations upon Colours, with Observations on a 
Diamond that shines in the Dark (1664), from which the first 
practical demonstration was drawn, the show moved swiftly 
on through experiments by Newton and Goethe which. the 
visitor could see for himself, to the. Purkinje phenomenon, 
and to the discovery by Chevreul in 1835 of simultaneous 
contrast: that adjacent colours influence one another’s shade, 
a very apt discovery for the director of the Gobelin fapestry 
factory to -make. Maxwell's coloured ‘spinning wheel was 
there, and Grassman’s laws of colour, and, the Lovibond 
tintometer, the first attempt (1885), to measure colour 
accurately, introduced to determine the quality of beer. An` 
interesting demonstration by Willmer showed every normal 
visitor to the exhibition that he had an area of blue-green 
colour blindness in the central foveal region of his retinae. , 


maturing factor, and so on. He described the effects of these ~œ This was followed by the Ishihara colour plates, and the 


hormones in a wide variety) of diseases, showing how they 
could improve nephrosis, scurvy, pernicious ana¢mia—though 
he emphasized that -he was not suggesting ACTH. as 
treatment for these last two diseases—chronic pulmonary, 
fibroses, asthma, etc. “Remissions, however, were of variable 
duration and relapses usually occurred sooner or later. He 
pointed ‘out the untoward psychological reactions which 
might be encountered; and said he thought that A.C.T.H. 
merely brought out what was already there. By having the 
patient draw a male and a female figure at varying stages in 
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display wound up with explanations of Granit’s work on the 
electroretinogram, recording electrically the nérvous impulses 
from single ‘cells of the retina when they are stimulated by 
monochromatic light of different wavelengths. Most of the 
rest of the exhibition was given over to electronics-in one 
form or another, and éathode-ray tubes were everywhere. 
There were, however, interesting demonstrations’ of ultra- 
sonics, and of radiation monitors, and displays by Govern- . 


ment laboratories of. studies on the adequate ‘lighting of - 


schoolrooms, and similar topics. -~ ) , 
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l HEADACHE 

‘A meik of the Section of General Practice was held at 
the Royal Society of ‘Medicine on March 21 to discuss 
headache. The president, Dr. G. F. ‘ABERCROMBIE, was in 
the chair. ' The opener, as is the custom in this Section, 
' was a general practitioner, Dr. G..J. V. Crospy. In an 
entertaining and constructive, paper, Dr. Crosby drew on 
his experience in practice over the last 25 years. He began 
_ by citing the histories of four of his own recent cases of 

headache, illustrative of the wide variations which occur 
in character, situation, and severity. ‘The first case was that 
“of a man, with a recent history of headaches, to whom ,he 
was called: urgently on account of very severe frontal dnd 
occipital pain of sudden onset and accompanied by vomit- 
ing. Examination showed marked neck rigidity. A diag- 
nosis of ‘subarachnoid haemorrhage was made, subsequent 
necropsy confirming this. Dr. Crosby emphasized the 
comparative rarity of this condition in general practice. — 


` Hexamethonium Treats is Symptom 


The other cases included clássical migraine ‘and frontal 
headache with no physical signs except loss of translucency 
of the antra and hypertension. Dr. Crosby commented that 
he had fotind hexamethonium bromide effective in relieving 
the headaches of hypertension even in cases where it had 
little effect on the blood pressure. In arriving at the diag- 
nosis in a case of headache, a detailed history was invalu- 
able, and the following information should be.sought for 
specifically. Where is the headache; what is its character ; 
is it continuous or intermittent, worse in the morning or the 
evening, preceded by a warning or influenced by posture ? 
How long does it last; does it ‘prevent sleep? Inquiry 
should be made about family history, employment, or previ- 
ous head injury. As well as a general medical examination 
Dr. -Crosby stressed the importance of testing the urine, 
examining the fundi, and taking the blood pressure in every 
case of headache. 

In infectious diseases the headache was usually in direct 
proportion to the amount of fever present, but occasionally 
it was a presenting symptom, as in typhoid fever, or in 
polio-encephalitis, which was Bequentty Rp 
ing pain referred to the occiput. In obscure cases the possi- 
bility of uraemia should be remembered. An important 
point, insufficiently appreciated, was that Ménitre’s disease 
‘might be accompanied by headache, usually unilateral, often 
continuous, and referred to the same’side as the diseased 
labyrinth. ; 

: '  “ Agony ” Gives the Diagnosis 

‘Dr. Crosby’s comment on the neurotic headache, especially 
if there was a compensation factor,- was, “ Work appears 
eminently undesirable .. . the use of the word agony may 
help to make the diagnosis.” The importance of finding 


talded by‘a‘blind- _ 


positive, evidence of psychological disorder before making ` 


a diagnosis of neurotic headache was stressed. 


One of the most difficult recurrent headaches to treat was ` 


migraine. Ergotamine tartrate, in doses of up to 0.5 mg. 
dissolved under.the tongue, was effective in some cases, but 
occasionally produced nausea and vomiting. Twenty drops ' 
of solution of dihydro-ergotamine given by mouth hourly 
until the attack was over was equally effective, and was free 
from unpleasant side-effects. The occurrence of migraine 
at the time of menstruation in women might be due to.a 
disturbance of water balance in the days preceding the 
period, and might on occasion be relieved by a course of 
progesterone 2 mg. or more giyen on alternate days. i 

Finally! Dri Crosby reminded the Section that.“ headaché 
in an adult may mean much, or nothing much ; in a child, 
watch your step.” f 

Dr. DesMonD Corran had' analysed 300 cases of 
“ psychiatric disorder. While agreeing that there was 


x 


diminished by progesterone therapy. 


. much overlap in the symptomatology he found that 


depression, anxiety, and ‘hysteria were the commonest 
psychiatric diagnoses. > Of the ‘300 patients 118 had head 
complaints of one sort or another, and in the diagnostic 
groups mentioned no one group showed a specific frequency 


` of these complaints, although constant headache sometimes 


occurred as’ the sole symptom in rigid hypochondriacs. It 
was interesting that the complaint of headache as such was 
relatively uncommon in psychiatric practice, perhaps because 
most cases ‘were treated by their practitioners or seen by 
neurologists, and perhaps ‘because many psychiatric patients 
had a conscious or unconscious desire to have a physical 
disease and therefore start with a physical complaint. By 
the time they reached the psychiatrist they were more pre- 
pared to discuss their real- symptoms, their depression, or 
their inability to concentrate’ It was notable so far as their 
head symptoms were concerned that most of them had an 
unpleasant feeling or emotion, rather than a sensory experi- 
ence. A proprietary attitude to their symptoms was com- 
mon and the capacity to perform unpleasant tasks most 
affected. In conclusion Dr. Curran emphasized that the 
head pains he came across were not headaches. 


Head Pains and Headaches 


Dr. Denis WiLLiams reminded the Section of Spriggs’s 
Croonian Lecture in 1935, in which he described a series of 
500 cases of wi ich only 2%, had organic intracranial disease., 
The symptom of ‘headache was so'common that if the patient - 
had never had one he was subjected to investigation. 
Dr. ‘Williams then discussed the anatomy of headache, 
pointing out that it is the extracranial structures which are 
pain-sensitive, the intracranial structures being quite insensi- 
tive, including the thalamus, the ependyma, the dura except 
the part adherent to the base of the skull, and all the veins, 
except where they enter the large sinuses. The pain-sensitive 
structures consisted of the large vessels, arteries at the base 
of the brain, and certain arteries before they entered the | 
brain substance, and in addition nerves which traversed 
the dura. The trigeminal nerve supplied all supratentorial 
structures; the glossopharyngeal, vagus, and upper three 
cervical nerves, the infratentorial. ‘Pain was referred to the 
distribution of these nerves, an and thus any structure situated 
in the anterior fossa gave rise to pain anterior to'a coronal 
intermastoid plane. 

Physiologically there were three ways in which pain might 
arise from pain-sensitive structures, by distortion, displace- 
ment, or distension. Very many headaches arose because 
of a disturbance of the normal relationship between the- . 
pressure inside an artery and that outside. A simple example 
of this was the low-pressure headache which not infrequently 
followed lumbar puncture. If the intracranial pressure was 
raised by tipping the legs up, the headache would go. But 
if the pressure was raised by compression of the jugular 
veins then the headache would be aggravated, because it 
was due to low pressure outside the veins and compressing 


__ the jugulars merely increased the discrepancy. 


Procaine in Treatment i 


There was no doubt that the head pains `of psychiatric 
disorder ‘had a physical basis and arose from the same 
anatomical and physiological mechanisms as. those of 
organic disease. ‘The headaches of an anxiety state might 
be due.to associated activity of frontal‘ and occipital 
muscles; certainly if the motor nerves were pos the 
headache would -disappear. 

In the subsequent discussion several speakers See 
.the frequency of local rheumatic conditions as a cause of i 
headaches in general practice. In several cases there were 
-tender spots in the frontal, occipital, and temporal muscles, 
injection of which with procaine led to relief of the pain. 
One speaker confirmed the relationship of increase in body 
weight in the premenstrual period to the occurrence of 
attacks of migraine, the frequency of which was considerably 
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Conception and Oligozoospermia _ 

Sm,—The Biological and Medical Committee in its Report 
to the Royal Commission on Population (Papers of ithe Royal 
Commission ‘on Population, volume 4. Report of the 
Biological and Medical Committee (1950). H.M. Stationery 
Office) observed that between 5 and 8% of married couples - 
are involuntarily childless (p. 43) and ‘that about one-third 


3 of the husbands in infecund matings have been found to 


show gross deficiency in spermatogenesis (p. 40). ‘Thus 
about two or three out of every 100 husbands will be found, 
usually much -to their surprise and mortification, to be 
profoundly lacking i in sperms. Many of these husbands have 
no reason to suspect that they are suffering from this con- 
dition’until, during the course of routine fertility investiga- 
tions conducted when they have begun to wonder why their 
family is so long i in appearing, a semen test reveals the defec- 
tive spermatogenesis. They then feel themselves to be guilty 
of failing in their duty to their wife, and in their remorse 
are, anxious to leave no stone unturned to rectify the fault. 
The responsibility’ of ‘their medical adviser is therefore 
considerable. Is he to tell them that. except on very rare 
occasions, suth for instance as the stimulation of spermato- 


-genesis by specially prepared ` Pituitary gonadotrophic 


extracts (not yet on the market) in cases of hypogonado- 
trophic hypogonadal aspermia, there is no effective treatment 
for their condition, though there have been examples of 
men with persistently low sperm counts eventually achiev- 
ing parenthood spontaneously? Or is he to advise them 
to undergo treatment, and, if so, what treatment ? 


Presumably the purpose of the memorandum by Miss ` 


Moore White and Dr. Mary Barton: (British Medical 
Journal, April 7, p. 741) is to advocate treatment, for' they 
say, “ There seems little doubt that treatment i in all three cases 
accelerated the achievement of pregnancy.” But what treat- 
ment? They refer to (1) changing the husband's job so that 


~ he does not work so hard, (2) restriction of smoking to ten~ 


cigarettes a day, (3) sulphonamides, (4) iron, O arsenic, 
(6 “B vitamins,” (7) liver preparations, (8) serum sods: 
trophin, (9) general dietary measures, (10) planned 
intercourse, (11) supplementing the protein in the diet, 
(12) vitamins A and D, and (13) testosterone implants. 
Before accepting the very important assumption they have 


-made, one must surely scrutinize their case protocols very 


’ carefully. Unfortunately the information given in these is 


insufficient to enable one to appraise them accurately. For 
instance, in the reports of the semen tests reference is some- 
times made to “ occasional spermatozoa,” whereas in other 
instances actual counts, such „as 0.025 millions per mL are 
given. Is there any significant difference between these two 
descriptions-? In Case 1 it is recorded that in a post-coital 
test sperms.were not found in the cervix. Was the test per-. 
formed during the ovulatory phase? The husbands in 
Cases 1 and 2 looked “ pallid” and “ pale" and were given 
full courses of iron and arsenic, a liver preparation, and 
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- mean on an average once a'week, once a month, or once a 
year? And after‘a testosterone implant the libido improved. ; 
Did the frequency of intercourse increase ? 

In the absence, then, of more detailed information. p 
submit that each of these three husbands belonged to that 
group in which, in spite of grossly defective spermatogenesis, 
conception may occur on very infrequent occasions, In `` 
addition it should be pointed out that the wife in Case 1 had 
a severely ulcerated and infected cervix which. responded 
well to treatment: this may then have been as serious an 
infertility factor as the defective spermatogenesis. Finally, in 
‘Case 3 the increase in frequency of intercourse, if indeed this 
occurred, may have contributed to the wife ‘becoming 
pregnant. 

I do not feel that Miss Moore White and Dr. Barton 
have justified their claim that treatment of the husbands 
“accelerated the achievement of pregnancy. Furthermore, 1 
feel that in‘the absence of more convincing evidence than 
-has been brought forward to date one’s duty to the infertile 
couple is to tell them that there is no effective treatment yet 
available for defective spermatogenesis. —I am, ttc, ~» ` 

Fertility Clinic, _ P. M. F. BisHop. 

Chelsea Hospital for Wamen ` ' 
$ et r ` 


Breast-feeding x 

SmR,—I am stimulated by Dr. Charlotte Naish’s excellent 
article (Match 24, p. 607) to raise a question which has 
been troubling me for some time. Not infrequently one is . 
consulted by young mothers, recently confined, whose open- 
_ ing gambit is, “I want some tablets to take away my milk.” 
On sking, the -reason for this request one is told that the 
mother for even the father) does not approve of breast- 
- feeding, for a -variety of reasons. Some I have heard 
recently are, “It isn’t nice”; “Jt makes a mess of my 
clothes ” ; “ It spoils my figure h ; “I can’t go to the pictures 
without the milk wetting my clothes.” 

I confess that I'am angered and annoyed by these selfish 
and foolish women, but try to reason with them and explain 
the benefits of\ breast- -feeding to both mother and infant. 
Usually this avails nothing ; and my problem is whether to 
refuse point-blank to aid and abet these patients to evade i 
their natural ‘function, or to say little and hand over the 
prescription for stilboestrol,. soothing my‘ conscience: with 
the thought that the-infant is doomed to the bottle whatever 
I do. This is an ical question, and I have not seen it 


< discussed anywhere. It would be interesting to learn the 


views of others and to know jf a definite ethical Tuling can 
be given. 

I should perhaps point out that I have no hesitation in 
assisting the suppression of lactation jn those unmarried 
mothers who have to go out to work all day; or in those 
cases where a midwife requests stilboestrol for her patient 
(sometimes, I regret to say, on pretexts that Dr. Naish would 
regard as flimsy if not inadequate.—I am, etc., 

Wakefield | - J. D. BOTTOMLEY 


Six,—Dr. Charlotte Naish’s address (March 24, p. 607) to 


the Section of Child Health is provocative. She makes, 
I think, two main points. The first is that breast-feeding 


B vitamins or vitamins A and D, but nothing is said about | jis better than bottle-feeding, and the second that the care of 


haemoglobin estimations ‘or blood-counts, In Case 2 the 
husband's “ diet was deficient in protein.” To what extent ? 
And he “ was told how to supplement his diet.” ‘How? 


i .Surély we -~are entitled to this information, especially in 


Case 2, where the only treatment consisted in dietary 
measures and correction of an anaemia which was apparently 
presumed but not demonstrated. Then there are the semen 
tests. Four were performed in Case 1, the last niné months 
before the wife became pregnant, no test being- madz to 
ascertain the husband’s spermatogenic status at the time, or. 
shortly after his wife’s conception. In Case 2 only one 
semen test was performed, and it is possible that further. 
tests might have revealed a less severe degree of spermato- 
genesis.. No test was performed after the wife became preg- 
nant. In Case 3 intercourse was “infrequent.” 


$ 7 


Does that 


the nursing couple is best placed in the hands of the family 
doctor.“ 

The first point is one to “hich lip service is paid. Al! - 
the evidence which Dr. Naish can produce will be of great, 
use_in trying to convince mothers and those who care for 
them that what to many of us seems a self-evident truth 
can be proved, I am sure ‘that the extension .of breast- 
feeding , depends on doctors ead nurses being convinced 
that it is the, better way. 

„The second point is more dèbatable. „ The best person 
to care for the nursing couple is the person who can give 
informed regular care and who is interested. I think 
Dr. Naish cannot hope to convert the majority of family 
doctors to care for the nursing couple along the lines on which . 
she conducts her own practice. Each practitioner has his oft 
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her own ‘enthodiasms, many ‘do not do obstetrics, and many 


' i are pot interested in the work of “preparing for and main- 


taining breast-feeding. _ If Dr. Naish could infect the health- 
visitor organization with her enthusiasm and further the 
teaching to midwives and health’ visitors of the techniques 
which she and Dr: Waller use so effectively, we - could 


- expect an extension of breast-feeding. The health visitor’ 


is highly trained, hard working, tolerant, and usually a well- 
balanced person. She already provides the bulk of the 
continuing care which Professor Moncrieff and Dr. Naish 

underline as being a necessity in infant care. She could 
work with the family doctor as well as with local-auithority 


~ doctors. Already she is the professional friend and welcome , 


visitor in- the families of the nursing ‘couple. She knows 
them and their milieu well, and in many cases by virtue of 
: her relation to the other social services knows more of the. 
family situation than a family doctor or parish priest. .I am 
speaking ‘of the London area in particular. 24 
: Finally, ` may I add a suggestion that to ease the tensions 
. of the puerperium, we should abolish the practice of weighing 
the baby at birth, with all the varying practices about sub- 
tracting hypothetical -cord weights and so on, and att us’ 
weigh the baby about the seventh or'tenth day ?—I 


_ London, N.2. . JEAN REE 


~ Sir,—As an infant-welfare-centre medical officer and also 
as the mother of two small children, I greatly appreciated 


Dr. Charlotte <Naish’s. article (March 24, p. eo) would + 
like to offer a few personai observations. - he 

. Tusually meet mothers for the first time during e “ third 
week drop” phase, and I fully agree with Dr. ’s views 


that ultimate success in ‘breast-feeding depends greater 
éxtent than at present realized, on antenatal Y. % tion of 
mothers’ and also on the views ofthe doctor and/or nurse 
supervising the confinement. -Complete avoidance of the 
use of feeding-botties by giving all complements and other 


__ fluids from’ a spoon can ‘be undertaken from birth- and is 


“the surest way to encourage perseverance with breast- 
feeding. I find it greatly encourages mothers to pi; t out 
to them'that spoon-feeding from the beginning meajs less 
since 
the infant has then only to learn’ to accept other flavours 


' and consistences and not an entirely fresh method of 


ingesting food. 
There aré two, fallacies I PREES encoir añd to 
which I-would like to draw attention.» I it’ is’ an 


\ accepted fact that the supply of breast milk is maintained 
. by the stimulus of suckling—why then is it still believed 


that missing out a feed will increase the supply available 
for the next feed ? I constantly discover that mothers with 
poor milk supply’ have, Been advised to give an “artificial 
feed in place of a breast feed instead of as.a complement 
after the breast feed,-thus ensuring that the Wild will very 
shortly be entirely artificially fed. - I also believe it -to be 
a mistake to advise any mother, unless she is most unusually 
blessed with an overwhelming abundance of milk, to give 
one breast only at each feed, as this’ very_soon reduces \the 
supply. - ‘ 

In conclusion,’ I woad like to say ‘that I agree enthusi- 
astically with Dr. Naish’s suggestions for obtaining an ideal. 
Nelationship between doctor, mother, and baby. Mothers: 
seem to need much patient understanding and advice ‘ on- 
problems not usually regarded as within the proper province 
-of doctor or nurse. Believing as I do, in’ prophylaxis 
wherever - possible rather than treatment of ‘disease, I would 


far rather-advise on laundering problems than „prescribe for 
` sore buttocks.—I am; etc., - 


London, S.W.7 ` _- . KATHERINE ELLIOTT. 


Bedtime Problem Solved . 

Siz,~-Professor R. S. [lingworth’s article (April 7, p. 722). 
reminds ine of a stratagem often useful. when the infant, 
having’ ‘been put tò bed,’ refuses to be left. Soothe it in 
the usual way and then, retire, making appropriate “ bye- 
bye” noises; but- at the first hint of á whimper: return 


y 
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at once and repeat the soothing; if the incipient emotion 
‘has been caught quickly it- will die-down again in a few 
seconds. After a few- repetitions of this manœuvre the 
obtuse infant, dazzled by its own omnipotence, does not 
notice that the Tesponse ‘has declihed to à mere token, such 
as popping one’s head: round the door. Soon even that’ 
‘edifying spectacle palls, and the devoted parent is permitted 
to creep away. The great thing is to respond immediately, 
thereby providing both cumulative reassurance and cumula- 
tive depreciation of one’s entertainmént value.—I am, -eté.; 
Cambridge. ` W. Ẹ. HICK. 


Syncopal Ättack trom Bradycardia in an Infant , 


Sm,—I was most interested in‘ Dr. John K- Wagstaff's 
article (March 24, p. 614), particularly as recently in general 
practice I was called to an infant in“a syncopal attack which 
was ‘Clinically similar to the recurrent attacks described by _ 
Dr. Wagstaff. In this case the precipitating factor appeared 
to be bronchopneumonia. i ', 


‘The infant, a boy aged 4°weeks, was stated by his mother to` 
have been` well since birth, but during the past two days' he had’ © 
refused his feeds. He had developed a cough the previous day. 
About two hours before I, was summoned he-had apparently. 
collapsed. When I arrived he was lying still, his face was pale 
and slightly cyanosed, eyes staring and glazed. Respirations were. 
very infrequent and came in ‘shallow gasps. The pulse was 
imperceptible. On auscultation the apex rate was found to be 
50 and a rough systolic murmur was audible over the praecordium 
(this later disappeared when the heart rate was increased). 

He was given 1 ml. nikethamide intramuscularly, followed after 
~a short interval by a further 1 mL, as there appeared to be no 
response to the first dose. After three to four minutes respira- 
tions became more rapid, his colour improved, and he started 
‘moving his limbs. A. short while later he was crying fairly 
lustily, but the cries were punctuated by coughs. The pulse could- 
, now be felt and the rate was approximately 150. On auscultation 
' of the chest’ coarse rales were heard on both sides} more marked’ 
on the right than the left. . His” temperature: was subnormal. 

No further’ attacks oceurred during the next half-hour, 
and he-was admitted to hospital, where it was confirmed 
that the primary condition was broncheppeumonis I am. 
eté, ‘ ` 

“Worcester ; on 5 


Benzykimidazoline in Vascular Disease 


H. P. Paniis 


Sm,—I would like to report a case which, I think, IS \ 


‘interesting because of the remarkable response to treatment 
of a long-standing. disability. 

The patient is a man aged 69. His right leg is shortened 
due to an old injury of the hip (1923) and he wears a thick- 
soled boot. In 1924 he was in-hospital with a thrombosis 
in the léft femoral vein and bilateral pulmonary, emboli. In 
1938 he had a thrombosis in the right femoral‘vein. Since 
this time he complained of oedema of both legs to the groin, 
pain in the feet at night, and inability to walk. He-has a, 
motor-driven invalid carriage.from which he had to be 
helped out,to his chair. In September, 1950, he slipped-while 
this was being done and grazed the skin of his left leg, 
and after two weeks the wound had failed to heal. 


On examination there was gross ordema of both legs to 2 


the groin and also a purple deenors on around both 
ankles, especially on the left,’ partly covered by’thick. greasy _ 
` scales. There was a.very superficial wound about 1 in 

(2.5 cm.) diameter on the front of the left leg just above 
the ankle, -with a slight acute inflammatory reaction around 
it. Both feet’ were extremely cold. $ 

He was given 150 mg. of “priscol” (2 benzyl-4 ; 5- 
. imidazoline hydrochloride) daily by mouth divided into 
three_doses, and at the end of. one week he had no pain 
in the feet at night, and the. feet were warmer. 

At the. end of the second week ‘the’ wound had healed 
(without any, other’ treatment). -The feet were considerably _ 
warmer, and there was slight diminution of: oedema and ` 
discoloration. 

At the end of the‘first month there was only slight- oedema 
and the discoloration was,much diminished. The patient 
was now able to walk across the room unaided, “for the 
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first time ın 15 years,” although with difficulty because of 
the short leg and stiffness The dose was reduced to 75 mg. 
daily, and this was given for another month, at the end of 
which time there was no oedema and only slight discolora- 
tion around the ankles. Treatment was then discontinued, 
and there has been no change in the patient's condition since. 
In this case there appears to have been both arterial and 
venous insufficiency in the legs present for at least 15 years, 
and considerable improvement after four weeks’ treatment. 
—] am, ete., 
Leeds 


G 


A J. LEVINE 


Rupture of Bladder in Puerperium 


SR, —Mr. A. L. Deacon’s article (March 10, p. 508) about 
spontaneous intraperitoneal rupture of the bladder in the 
puerperium prompts me to report the following case. 

On January 31 I performed by order of H.M Coroner 
a post-mortem examination on the body of a 21-year-old 
primipara, who had died on the same day, five days after 
her confinement. 

I am indebted to Mr. R. W. Scanlon for the clinical notes 
of the case. Pregnancy, normal apart from constipation. 
Admitted to hospital on January 24 with vague pains. Labour 
commenced January 27. Normal delivery of a hve male infant 
(8 lb. 12 oz.) Third stage lasted 20 minutes. Loss about 
8 oz. i mi. ergometrine given. Second degree tear of 
perineum repaired with two sutures. On the next day the 
patient complained of abdominal pains, which were relieved 
by tab. codein. co On the day after this she did not complain. 
in the morning of the 30th, she complained of severe abdominal 
pam, The abdomen was hard and distended. An enema was 
given and she passed urine about 1 p.m. In the evening the 
abdomen was still tense and distended and she vomited twice. 
Temperature 99° F, (37.2° C ), pulse 100. During the next night 
she was given an intravenous saline drip and 1/6 gr. (10 mg.) 
morphine, and a Ryle's tube was passed. The next momung, while 
she was being prepared for laparotomy, she died. 

I performed the post-mortem examination about eight 
‘hours after death. The relevant findings were as follows. 

The abdomen appeared very distended. Upon opening 
it, about 14 gallons (6.7 litres) of clear, yellow, slightly 
blood-stained fluid escaped under pressure. Al] intestines 
appeared very distended, thin-walled. No evidence of 
peritonitis. The uterus, bard, well contracted, normal 
for the fifth day of puerperium. The placental insertion 
normal. The bladder showed a tear about } in. (0.6 cm.) 
long in the posterior wall near the fundus, going through 
the full thickness of the wall. Around the tear was some 

‘little haemorrhagic reaction, but the edges did not appear 
necrotic or gangrenous, On opening the bladder the wall 
was seen to be a little but not unduly thin, and no papilloma, 
diverticulum, or other abnormality was seen. It was clear 
that death was due to paralytic ileus caused by rupture of 
a normal bladder during, or shortly after, a normal 
confinement. 

I am, of course, aware that one or two cases do not 
prove anything, but the fact that two cases have apparently 
been seen during a few months makes one wonder whether 
the condition is perhaps not quite so rare as generally 
assumed, 

I beg to express my thanks to Mr. W. R Dauncey for 
permission to publish the case. 


—I am, etc., 
Aberullery, Mon 


i Large Ovarian Cysts 

Sm, —The interesting communication from Professor R. J. 
Last (March 24, p. 622) prompts me to record an experience 
encountered in Sumatra, with special reference to Professor 
Last's remark: “ The extreme degree of abdominal! disten- 
sion and the lack of movable resonance excluded a diagnosis 
of ascites.” 

A married Indonesian woman aged 25, who had given 
birth to her fifth child eight months previously, presented 
herself for treatment with a gigantic abdominal distension 
Her waist measurement was 46 in. (115 cm.) and the dis- 
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tance from the xiphisternum to the symphysis pubis was 
26 in. (65 cm.). The abdomen was extremely tense and 
there was complete lack of movable resonance. 

A diagnosis of giant ovarian cyst was made, and treat- 
ment was planned along the lines of gradual decompression 
by periodic paracentesis and eventual laparotomy. How- 
ever, after evacuation of 32 pints (18 litres) by paracentesis 
on three separate occasions it became obvious that the fluid 
was free fluid in the abdomen; the remaining fluid sagged 
into the flanks and shifting dullness was easily obtained. 
In addition, a clinically solid tumour estimated at 8 in. 
(20 cm.) in diameter could now be felt arising out of the 
pelvis, floating around in* the free fluid but apparently 
attached on the left side of the peivis. 

After further paracentesis and general measures to improve 
her nutritional state, laparotomy was performed through 
a subumbilical midline incision The remainder of the 
free fluid was sucked out of the peritoneal cavity and a 
large gelatinous multilocular tumour was found attached 
to the left ovazy. The contents of the tumour were too 
gelatinous to be aspirated‘and the incision had to be extended 
above.the pmbilicus to allow of its removal. One vascular 
adhe io the omentum had to be divided. The peritoneum 
was stuSded with gelatinous deposits of pseudomyxoma 
peritonei, and the appearance of the abdominal cavity was 
very similar to Professor Last’s description of his cases. 
The iuinour measured 10 in. (25 cm.) in diameter and 


weighed ‘@pib. (3.6 kg.) Histology showed it to, be a simple 
multilocug.r cystadenoma of the ovary. Healing and 
recovery™§‘ere uneventful and the patient returned to her 


Follow-up 
proved imk sible. 

The tota mount of free fluid obtained from the pen- 
toneal cavity was 46 pints (26 litres), i.e., nearly 6 gallons, 
and it is astonishing to realize that she had been carrying 
this plus an 8-lb tumour in her abdomen.—I am, ete., 


D. E. STEELE, 
Major R A M.C 


native vil oo weeks after the operation. 


East Melesey, Surrey, 


{ Hepatitis During P.A.S. Therapy 


Sır —The report by Dr. G. Hurrell (September 23. 1950, 
p. 729) of a case of acute toxic jaundice encountered during 
the administration of P.A.S. has had its parallel here. 


A Chins. female aged 29 was admitted to hospital on 
September AY 1950, with a history of two years’ chronic cough, 
with mucupurulent sputum. During the last six months she had 
lost weight and had had night sweats. There was nothing of 
note in her previous or family history. 

She was a little wasted, with abnormal physical signs over 
the apex of the right lung; temperature 100° F. (37.8° C.), pulse 
100, both these subsiding to within norma! limits after a few days 
in hospital Tubercle bacilli were found in the sputum, the E.S.R. 
(Westergren, 3 hour) was 95 mm, and the x-ray film showed 
fibroid phthisis localized to the right apex. Her weight was 
80 Ib (G6 kg? 

It was decided to do a localtzed thoracoplasty after a pre- 
liminary period of bed-rest supplemented by P.A S. On September 
23 P.AS was begun—15 g. daily by mouth in divided doses. On 
Oxtober 10 hr- appetite began to fail and during the next ten 
days she had a mild pyrexia (up to 101.2° F. = 38.4° C) with 
malaise On October 21 the temperature rose suddenly to 102° F. 
(38.9°C.) and :ematned thereabouts for the next six days; pulse 
was 110. The liver was a little enlarged but not tender 

On October 23 an itching rash developed over all four limbs, 
less on the trunk. consisting of coalescing papules, morbilliform 
rather than urticirial, and accompanied by fine petechial mottling. 
The PAS. wa: stopped On October 28 jaundice was deep; 
she was dehydreted and very ill The tongue was parched, and 
she was very drowsy and disorientated The skin of the face 
was dry and was desquamating over the central parts and lips. 
There was a subconjunctival haemorrhage ın the left eye. On 
November 5 she was comatose, and her. relations took her home, 
where she died a few days later. The unne on November 2 was 
norma! except for the presence of bile and a little albumin; there 
was no acetone, and there were no casts, A blood film on 
October 17 was negative for malarial parasites; on October 27 
a blood count showed W.B C, 32,200 with 86% neutrophils. On 
November 2 the count showed R.B C. 3,300,200, Hb 60% (Sahl), 
W.B.C 31,400, neutrophils 86% She was unable to take much 
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food. She was given fluids Gncluding intravenous glucose and 
saline). Penicillin, 30,000 units three-hourly, ‘and ascorbic acid, 
[00 mg. daily by injection, were given from October 28 to 
November 2. 


The disease seemed to be an acute hepatitis developing in 
a case of pulmonary tuberculosis. The question arose 
whether it was due to a toxic effect of P.A.S. on the liver 
ın a susceptible person or to a coincidental infection by the 
virus of infective hepatitis or to some other infection. 

It was thought unlikely to be infective hepatitis for the 
following reasons. (1) The patient had been in hospital 
24 days before the onset of the malaise and pyrexia which 
seemed to mark the beginning of the illness. During this 
time there were no cases of infective hepatitis among the 


staff or other patients. (2) During the previous three months ` 


she had not been in contact with any jaundiced patient, nor 
received any injections, nor was there any evidence of 
chemical poisoning. (This information was taken from her 


~ relations after her death.) (3) In 1950 this hospital met with 


no epidemic of infective hepatitis. only a' few sporadic cases 
were seen. (4) According to Tidy (Synopsis of Medicine, 
1945) the blood in infective hepatitis shows a leucopenia with 
relative lymphocytosis, whereas the blood in this case 
showed a polymorphonuclear leucocytosis. 

Weil’s disease was considered, but was thought unlikely 
for the following reasons. It is acute in onset, with high 
fever, pains in the muscles, haemorrhages, albuminuria, and 
with casts and red blood cells in the urine. This illness came 
on gradually and in other respects also was unlike Weil’s 
disease. Unfortunately the urinary deposit was not examined 
for leptospirae, while the more exact methods of diagnosing 
Weil’s disease were not available. - 

In the M.R.C.’s report on the treatment of pulmonary, 
tuberculosis with streptomycin and P.A.S. (Journal, Novem- 
ber 11, 1950, p. 1073) the occurrence of rashes during P.ALS. 
treatment is mentioned, but not that of toxic hepatitis. 
However, Cuthbert (Lancet, 1950, 2, 209) has, reported the 
occurrence of jaundice, with-an itching maculo-papular rash 
and pyrexia, in a case of pulmonary tuberculosis under 
treatment with P.A.S. The patient was very ill, Jout 
recovered. The total dosage appears to have been 800 g. 
There was evidence that the symptoms were due to idio- 
syncrasy to P.A.S. developing during the course of treat- 
ment. The resemblance between this case and ‘that of 
Dr. Hurrell’s is close—in both there was a rash and hepatitis. 
The dosage of P.A.S. before symptoms occurred was 270 g., 
and the total dose before the drug was stopped was 465 g. In 
Dr. Hurrell’s case the total was 163 g. 

It is difficult absolutely to exclude an infection, but in 
this instance P.A.S. was at least suspect. 


I am grateful to the superinténdent of the hospital, Dr. S T 


Wu, for permission-to write about this case. 
—I am, etc, 
’ D. LANDSBOROUGH 
General Hospital, Chusnchow, Fukien. S China 


Histoplasmosis in England 

S1n,—The answer to “ What is Histoplasmosis ? ” in “ Any 
Questions ? ” (February 3, p. 261) prompts me to record an 
unusual case of infection by Histoplasma capsulatum in 
Kent. 

A man aged 35 years who had never been outside England 
was submitted to interval appendicectomy in January, 1947, 
following several attacks of subacute appendicitis. The 
appendix was thickened but not inflamed, and bound down 
by adhesions in the retrocaecal position. Convalescence 
was iineventful and the patient was discharged on the eighth 


day. Section of the appendix showed chronic inflammation. 


and patches of fibrosis. 

Six weeks after discharge the patient was referred back 
to me with a lump in the right iliac fossa. This looked and 
felt like a cold abscess, Investigation showed no evidence 
of tuberculosis in chest, spine, etc. Barjum enema showed 
normal caecum displaced by the abscess. Blood count 


- 
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showed 8,000 white cells/c.mm., but normal differential 
count. Urine and stools were normal, though he had had 
diarrhoea. 


Eventually, as the Rice ed to be pointing in the 


, Tight flank, it was incised. The cavity was about the size 


of a tennis ball and‘contained pus. This was dirty greyish- 
white in colour and contained sloughs and small greyish 
granules, similar in all respects but colour to actmomycotic 
pus. Microscopic examination shuwed the Presence of 
Histoplasma capsulatum. 

The wound healed rapidly with the establishment of free 
drainage and regular washouts with acromine, and the patient 
was discharged in three weeks. Since then there has- been | 
no recurrence, - 

The formation of a localized abscess six. weeks after 
appendicectomy suggests that the infection originated in 
an infected appendix, despite the fact that-no evidence of 
mycotic infection was noticed at its routine histological 
examination. As the barium enema showed no abnormality 
of the caecum other than its displacement by the abscess 
it can be assumed that the original infection was localized 
to the appendix. 

The origin of the infection in a patient who had never been 
out of England is difficult to explain, but I have seen one 
case of histoplasmosis of lungs following a visit to Ireland, 
where this infection is known to occur—possibly spread 
from the U.S.A. Perhaps the fungus is now to be ‘found 
in England, and the possibility of an increase in the number 
of cases of histoplasmosis there should be borme ın mind, 
particularly in atypical chest diseases when the milder form 


of Histoplasma capsulatum infection -may: closely simulate 


tuberculous infiltration in its’ early stages, and later may 
even lead to patches of calcification. Cavity formation 
fortunately seems to be uncommon, even in the U.S.A. 
where this mild form of pulmonary histoplasmosis occurs 
sporadically.—I am, etc., 

Port Elizabeth, South Africa, 


“ Family Doctor ” 

Sin—lf Family Doctor is to succeed in “making hfe 
fuller, healthier, and happier” (March 17, p. 571) its staff 
should not, be influenced unduly by the findings of the Metro- 
politan Life Insurance Company of New York. ‘This 
excellent company doubtless knows the price of everything, 
but it would not presume to assess the value of anything— 
least of all of “informing the public of the warning signs 
of certain diseases." Conversely, your new journal should 
aim to determine the value of education to the individual 
in terms of freedom from worry regardless of the price to 
the scientists in terms of satisfaction. 
`~ It is invidious to quote from an excellent scientific article 
in your own journal (August 19, 1950, p. 431), but the follow- 
ing statement was made on the subject of the early diagnosis 
of what is still an incurable disease, “ This . .. cannot be 
achieved, however, until disseminated sclerosis is made 
known to the general public. . . . Unless the Jay public are 
taught to appreciate the potential significance of such 
symptoms as temporary weakness in a limb, transient dim- 
ness of vision, and diplopia*the latter part of Buzzard’s 
criticism . . must remain justified.” If such sentiments are 
to be translated jnto your new Popular Health Journal, I am 
afraid it will be neither popular with the family doctor nor 
healthy to his patients. The former will have his surgery 
further augmented with cases of disseminated neurosis, and 
those of the latter who do in fact suffer from the genuine 
disease will be forcibly informed in print that they are suffer- 
ing from more than “a type of neuritis.” What this can 
mean in pain and suffering and loathing has been expressed 
already in the Diary of a Disappointed Man, by W. N. P. 
Barbellion. 

“There is an old quotation, “I will deprive men of the fore- 
knowledge of death which they possess at present. This 
power Prometheus has received my orders to take from 
them.” It must be no part of Family Doctors duty to 
reverse this process. This’ sane can be averted only if 


C. B. LIMERICK 
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. but the real family doctor never does. 
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“your excellent new venture is ‘inspired and written by the 
real family doctor and not 'by your usual contributors, the, 
statistician and the diagnostician. It is.so easy. to debase* 


the art of medicine into a sport in which all ‘wish to excel 


SN 
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` that they are actually going mad besate of, a superficial 


in the brilliance of their own shots, and it is tempting to 7 


encourage potential patients to fly within range. But though 
we may level a “diagnosis for fun, the patient suffers in 
earnest. Those'of us who work in hospitals may forget this, 
‘I hope, therefore, 
that the Editor will bè guided by those who regard the person 
as more important than the disease. Medicine is indivisible 
and'Early Diagnosis is not enough.—I am, etc., 


* Liverpool. ‘JAMES ARKLE. 


: Telling the Public ‘of ‘Health i 
SR would like to express my whole-hearted corigratu- 


_ lations and thanks to Dr. Israel Gordon (March 24, p. 611) 


- for producing such a useful and applicable article on “ The 


Healthy Child.” As so,much of the general practitioner’s 


work is in‘ dealing with healthy people who think ‘they are- 


unhealthy,, would it not be an excellent thirig for those 
responsible for the training of medical practitioners to pro- 
duce a small work on the “ Healthy Human Being,” under 
the aegis of Dr. Gordon, if he agrees—and, quite as impor- 
tant, for the Editor of Family Doctor to produce a version, 
for the general- public 2° 

. At the moment in our popular press, radio, and television 
there is far too much stress on disease, and it seems to'me 


- that it would be much better for the mental health of the 


fy ON 


1 


population at large if we continually stressed the com- 


. paratively low incidence of disease among the population 


rather than the prowess and skill of the experts in dealing 
with comparatively rare conditions. To illustrate my point, 
I am continually telling my patients with throat conditions 
“that I have not seen a positive diphtheria swab during four 
years of practice in an average-sized practice in suburbia. 
. I may also have been singularly fortunate, but all my cases 
of poliomyelitis have been query or abortive ; but consider 
the vast amount of mental agitation and worry ‘that there has 
been during this time among many of my patients who 
_have. read all about these conditions in the popular press. 
' The. right perspective is impossible for the lay- public to 
gain ‘in matters of disease, and can we altogether blame the 
anxious mother who reads an article on poliomyelitis in the 
press by an í undoubted authority on the subject and, petrified 
with fear. because: her child subsequently - develops a cold 
with pyrexia- and a slight sore throat, rings up her doctor 
to confirm her diagnosis ? She has not seen the thousand 
similar cases her doctor has seen for every casé of poliomye- 
litis which starts in the same way. This, however, is not 
usually stressed ‘sufficiently by the propagandists of know- 
ledge of disease, and, even if it were, it would not ‘bring 


` about the samé conviction as that of years of experience in 


s ` 
y 


dealing with disease. 
Therefore I feel that a swing over to prevention of disease 
, and keeping the body fit by natural means would be'a great 


‘ step forward. How many of us, for instance; in, this 


paii 


“ 


t 


i 
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civilized era have anything like the right amount of exercise 
‘or fresh air that we should have? And unfortunately, 


‘thanks to the difficulties in obtaining the right sort of foods, ' 


our ideas on what constitutes the right diet have gone 
sadly awry. 


Similarly, in the question of mental health in the present, 


day too much stress seems to be placed on the abnormal 
rather than what is, normal and usual. Young ' married 
. couples, for instance, marry with the shadow of possible 


divorce hanging over them because they read. so much: 


about unhappy marital relationships. The problem and 
delinquent child is so much in the.minds of young mothers 
that the ‘slightest deviation in their own child tends to 
make them turn to the child psychiatrist rather than adopt 


- ordinary means to combat the slight differences between 


the personality of their own child and that of the average 
child. I have indeed several patients who have worried 
themselves into a state of neurosis to the extent of thinking 


ae 


knowledge of psychology gained from the lay’ press. I am’ 
dealing at this moment with a victim of a stage’ stunt carried 
on by a hypnotist. 

By all means let. the ‘intelligent person have access to 
knowledge about disease, but for the greater ‘part ` of the 
population surely we would be better using our all-too- 


. scarce lay press columns trying to promote positive health. 


I am quite sure that the'‘efforts of Prunella Stack, whose 
tragic loss we all regret, were of much more value to the 


community than/the daily outpourings of the disease propa- 


gandists——I am, etc., 
Wembley, Middlesex M. E ARNOLD.” 
Chicken-pox and Herpes Zoster 


mR, —lIn July, 1942 ‘Journal, 2, 60) you published a note 
kon me describing a case of varicella developing after ; 
contact with a case of herpes zoster. Since then I have 
come across similar cases occasionally, but a recent one 
is unique in my expefience. On February. 11 a woman 
aged 60 developed ,herpes zoster in the area of the eighth 
left dorsal root. On February 24 a daughter aged 30 
developed varicella and on February 27, a-second daughter 
aged 28 developed varicella, and'on February 28 a third 
daughter aged 21 also developed varicella. None of the 
daughters had apparently been varicella contacts, and from . 
the dates quoted above it seems certain that their infection 
was entirely due to, contact with the mother’ s herpes zoster. 
~I am, etc., : 
Stoke-under-Ham, ‘Somerset. 


Behaviour of Blood ‘Eosinophils 
Sin,—We were interested to read Professor J. M. Yoffey’s 


S. L. BRIMELECOMBE. 


> paper (March, 31, p. 660) and your leading article (March 


31, p. 684). You-refer to Randolph and ‘Rollins’s finding 
that after prolonged administration of A.C.T.H. the fall, in 

the peripheral eosinophil count may become less marked ` 
and may even disappear. We have found some evidence of 
this “escape phenomenon” in patients receiving electro- 
convulsive therapy, but not in patients who have a daily 
hypoglycaemic coma induced by insulin. “In- the latter’ we - 
have noted, in about one-half of the cases, a continuous rise 
in the morning eosinophil count (total wet count, Randoiph’s 
stain), this count being taken at 10 a.m. in patients who, 
were given an injection of insulin at 7 a.m. As the eosino- 
phil count of the same patients showed a fall of over 50% 
in the post-stress period (count taken four hours , after 


, arousal from coma), we were interested to see whether their 


bone marrow showed signs of incredsed activity. We found. 
no significant increase in the eosinophil bone marrow cells , 
of these patients, a firiding which confirms Professor 
Yoffey’s earlier observation that A.C.T.H. and cortical 
extracts do not significantly increase the. eosinophil cells 
of the marrow of guinea- pigs.: 

We feel justified in drawing the conclusion that there is 
no evidence of`a re-entry of. eosinophils into the bone 
marrow at- the time when the peripheral eosinophil count 
is low, and that the behaviour of the eosinophil cell may , 
differ in this way from that of the lymphocyte cell observed 
by Professor Yoffey in experimental animals. The fact 
that there appears to be no increase in the number of bone 


_ Marrow eosinophil cells is not necessarily an indication that 
' bone marrow activity hag not been stimulated by a patient’s 


exposure to stress. It may only indicate that the rate of 


production of eosinophils does not outstrip’ the rate. of 


their passage into the general circulation. > This supposition 
is supported. by the observation that there is a gradual. rise- 
in the peripheral eosinophil count of some of these patients, 
whose granulocytes also show immaturity, which indicates 
a considerable degree of bone marrow. stimulation—We 
are, etc., 1 vo i 

. F.. MACKENZIE SHATTOCK 

f J. MUNRO SHERRIFF. 
i LORNA P. MICKLEM. 

ANNA STRAUTMANIS. ° 


Ariescy, Beds. - 
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R z A h i 
as ae . Death in Defectives - :, 
SR,—The cause of death in mental defectives can occa- 

sionally be puzzling. ‘and. obscure, requiring notice to the 


+ 
we ‘ 


- coroner and a necrópsy to ‘determine the, precise narre of 


the terminal illness. ` oe 


In this particular instance’ the patient was a single onan 
of 42, whose defect was of sufficient ‘mildness ‘for her to - 


remain at home with her parents.. very month for 11 years 
she called for her. panel certificate, and during the whole of 
this time remained’ and appeared physically fit, taking -her 


daily walk in all weathers; winter and summer alike, without : 


hat or coat. se g 
Four days’ before death de was noticed to be ER 
listless, but did ,not complain, or stay in bed’; neither. did 


she or her parents think. it necessary to send "for me. ” At 


"4 a.m. on the fourth day: she was given à dose of medicine 
for a cough which had- developed. Four hours later she 
was found to be dead. - 
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report (which covers-over 100 cases) ‘states that with thie, 
massive dose, taken:ds soon as a cold is felt to be present, 
. the’cold is frequently but not always dispersed within a few 
hours.’ In almost all cases the after-effects and complications 
to which the common ‘cold s0 ‘often gives rise- were non- . 
` existent, after ascorbic acid treatment. ` The cases, admittedly 
limited, of which we have had personal experience over the 
last four’ winters are in’ genetal agreement with the above 
reports: for example, resistatice to infection with daily doses 
(over and above that in the diet) of 50-100 mg. in the case 
of children, ' 

- We suggest that controlled: trials along the lines of those 
with antihistamines (August 19, 1950, pp. 425, 430) should 
be carried out in this country so that first-hand information 
be obtained., We believe that, unlike the outcome ,of the - 
\antihistamine trials, the results may show ,that considerable 
benefits can arise from ascorbic acid! treatment given, in 
sufficient quantities at the right time:—We are, etc., 


Joun M. FLETCHER. 


At the post-mortem examination a ‘state of acute general, - Didcot, Berta! fi ak of * ISABEL C. FLETCHER. 
5 peritonitis was discovered, with 2 to 3 pintseof purulent fluid 


in the pelvis, The inflammation had.arisen from an‘appen-' 
dix’ which had reached the gangrenous stage, and this was 
clearly the cause of death. 

- Although .the oddities in her duiward behaviour were 
noticed to be comparatively mild in character,. the disturb- 
ances in her mentality, were probably profound, if the 


. apparent disregard of the pain she must have endured is 


‘to, be considered as-a guide ‘to the Severity of ‘her long- 
standing complaint:—I am, etc., 
Blakeney, Glos. . a eee i M. “ Asisron. 
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} ` Vitamin C ‘Gua the Common Cold:. E E 
. SR, —In view of the evidence which | has accumulated 


abroad since 1940, ‘it is surprising ‘that little attention has 
been paid in this country “to the resistance that may be 


gained to the common told and its complications by adequate 
quantities of ascorbic. acid. This may ‘be due; first, to the. 


inconclusive results of the investigation carried out in Britain 


- by Glazebrook and Thomson’ in which the’ administration ‘ i 


of 50 mg. daily led to no-significant decrease in the number, 
‘of. colds or -of tonsillitis, but did somewhat ‘reduce the ` 
average period of illness ; secondly, to*the difficulty that 


various authorities have had in reaching agreement on the i 


optimum: daily intake of, ascorbic acid. 

The incidence of scurvy is associated with aceon sate 
gross deficiencies of ascorbic acid,* and occurs-at a level, 
less than 10 mg. daily for adults, which is far below 

“ saturation level”: with guinea-pigs, this level is less thar 
one-fortieth of saturation level.‘ Sub-optimum levels are , 
not easy to detect clinically ; further, as abnormally high 


demands on ascorbic -acid are “made by variables such as’ 


physical effort, fever, etc., it is apparent that no single figure 
for the daily requirement is likely to suit all individuals, at 
all times. This is as likely to vary according to circumstances 
as does that of common salt. 7 
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' Féstival at Worcester bin 


M. P.: Martin, 109, Laugherne , TOR Worcester, ` 


enclosing remittance ? / 

On behalf of. my Division I cordially invite meinbers of | 
the Association to the Festival with- confidence that they ` 
will seat an a enjoyable day.—I am, etc, — 


: W. D. 
Chairman; Worcester ind Bromsgrove Division 


POINTS FROM LETTERS 


Medicine by “Television i - 
- Dr. J.-D., THOMPSON (Hampstead, N W3) writes: I ider 
stand that the Journal has as yet appointed no T.V. critic, and yet 


‘Completely consistent results between various experiments, the profession'seems to be well established on the television screen. 


even though well plannéd’and controlled, are therefore not, 


Although one “hesitates to make oneself .a self-appointed critic, 


to.be expected. However, there are now various reports- the experience of a dreary wet evening—a pre-Budget one at that,’ 
‘showing a favourable effect on- resistance to infection’ with and a dreary performance on the screen to-present A Hundred’ 


daily doses of 90 mg. or more. The controlled investigation 


by Oskam on 392 factory. workers in Holland i in 1942 showéd * 
v beneficial results from 90 nig. (after previous’ saturation): 


a similar test ‘by Scheunert* (on a total:of over 2.000 German: - 
factory Porkers divided into groups .of 240-380 showed a 


Years of Medicine—makes one feel that you should appoint a. 
little space to criticism. No professional T.V. actors these, with’ 
suitable pseudonyms to present the epic, but some hard-working 
stars of the medical profession appeared under the lights. May I 
say here that they will shine more brightly in their own profession 
ı than they ever will as T.V. ‘artists ? Some were under-rehearsed 


marked fall. in illness over a period -of eight months iti “and the make-up of most of them was either patchy or non- 
1942-3 with 100 or 300 mg. daily—a benefit not found with existent. A T.V. actor should not have to read his lines, nor 


20 or 50 mg. Related to these-results but without controls * 
are the prevention or -amelioration, of colds by relatively” 


~ latge doses of the order of 1 g. in cases which -have not 
received ‘additions to the ‘ascorbic acid in the diet. Thus Coun 
. Wagner claims to have réduéed the incidence of influenza i in | 
‘the Faroes ; and Markwell* in Avstralia, after wartime ex-- 


would ,he neglect to attempt to. put as ‘much glamour into his 
appearance ‘as the part‘ would warrant. ., If a programme of 
this sort must be presented to the viewers, cannot we have some 


relief in the form of an odd song or two, as is' done ir 


Sadina visitors to the first Sir Charles Hastings ; 
Memorial Festival, ‘to be held on May 30 at Worcester, may 
_ like to know that hospitality is offered by the members of 
the Worcester und Bromsgrove Division to‘ anyone ‘who 
wishes to stay the Tuesday or Wednesday night'in Worcester. 
Dr. C. Mackie, The ‘Lower. House, Stourport, has kindly 
offered to arrange accommodation, and any inquiries should: 
be addressed to him. 
- For the convenience of visitors free car- parking close to 
the cathedral and the Worcester Royal Infirmary has been ' 
arranged, and all those attending will receive with their 
“tickets. of admission full details of: the programme for the 
„day (and see Supplement, April 14, p. 151). It will include 
a map of Worcester, and in-addition the routes from the 
city“boundary will be signposted. - May I remind intending 
visitors that application for lickets should ‘be made to 


st 


try Magazine? The only relief in this ‘programme was in - 


a short dance given by’ some diplococel on'a slide before they 
were all too soon swept" off stage by one of the sulphon- 


perience of T g; doses on wound-healing, has applied the > amides. ... Perhaps .it would be better to ‘leave the stage, the ` 


, same technique with success to me abortion of colds. His 


á 
r 
T 


sva 


screen, and Alexandre, Palace to professionals. 
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Obituary 








A. S. BLUNDELL BANKART, M.Ch., F.R.C.S. 


` Mr. A. S. Blundell Bankart, consulting orthopaedic ` 


surgeon to the Middlesex and Royal “National Ortho- 
' paedic Hospitals, died suddenly in London on April 8 
at the ‘age of 71. 

Arthur Sydney Blundell Bankart was the only son of 


the late Mr. James Bankart, F.R.C.S., of Exeter, who 


‘S 


¢ 


was formerly a demonstrator of anatomy at Guy’s Hos-. 
‘pital. Born in 1879, Arthur Bankart was educated at 
Rugby School, Trinity College, Cambridge, and Guy’s’ 
Hospital. He qualified in 1906, graduated B.Ch. in 1907, 


1909, and proceeded to the Mastership of Surgery in 
1910. At Guy’s he ’was successively house-surgeon, 
out-patient officer, clinical assistant, tutor, and surgical 
registrar, before entering consulting practice. His interest 
was at first divided between ‘orthopaedic surgery, 
children’s surgery, and neurosurgery. His appointment 
as registrar at the Royal National Orthopaedic Hospital 
led to his election to the staff of the hospital in 1913, 
and he held this post until 1947, when he joined the 
‘consulting staff of the hospital. Because of pressure of 


work he soon had to give up the post of ‘assistant sur- 


geon to the Belgrave Hospital for Children, but he 
continued as assistant surgeon to the Queen’s Hospital 
for Children from’ 1912 to 1920, and thereafter was 
consulting surgeon to the hospital. He was also surgeon 
to the Hospital for Epilepsy and Paralysis, Maida Vale, 
from 1912’ to-1934, before joining the consulting staff. 
In 1921 he was appointed orthopaedic surgeon at the 
Middlesex Hospital: from a very small beginning he 
built a large and important department of orthopaedic 
surgery at the hospital, being at a later stage assisted in 
the task by Mr. Philip Wiles. Bankart remained on the 
active staff of the Middlesex Hospital until 1946 and of 
‘ the Royal National Orthopaedic Hospital until 1947. In 


`; \ addition to all this important hospital work he had a 


large private practice as a consultant orthopaedic 
surgeon. . : 
Mr. Charles Gray writes: Bankart played a Major 
part: in the development of orthopaedic surgery in this 
country. He was one of the pioneers who promoted 
; and sustained the specialty, and he. made important 
contributions in numerous publications to the study of 
some-of its problems. Special mention should be made 
of his work on recurrent dislocation of the shoulder, 
on tuberculosis of the hip, spinal arthritis and sciatica, , 
and on manipulative surgery. He had the gift of clear 
and logical -thought, which he expressed in beautiful 
prose. His writings are models of compact and perfect 
English. It is a remarkable fact that he wrote without 
correction, the first being nearly always the final draft, 


, and teady for the printer without the alteration of a 


single word. X 


> In his assistants he inspired respect and. deep affec- 


, tion. He was a tireless worker and drove everyone hard 
in a round of enjoyable work, performed with astonish- 
ing punctuality and unfailing good humour. He always , 


` kept complete control of himself and never raised his 


voice in anger. Everything was done quietly, quickly, 
and efficiently. He loved the operating theatre and 
always enjoyed the long lists which were a regular 
feature of his work at the Middlesex Hospital. Bankart 
himself was a pupil of Arbuthnot Lane, of whom he 
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spoke often with adain ‘and respect. He embellished ` 
and extended Lane's technique and operated with the 
most remarkable skill and precision. Technical prob- 
‘lems were carefully worked out beforehand in his work- ` 
shop at home with models and drawings. This prac- 
tice, his natural dexterity, and ‘his complete grasp of 
mechanical probletns were the basis of his great success 
as an operator. He did not give much time to formal 
teaching, seldom lecturing and showing no inclination 
for systematic exposition in: the wards or out-patient 
department. 

He was upright, loyal, and courageous. He was also 
shy, ‘and this gave an appearance of sternness and reserve 
Which partially concealed a generous and kindly charac- 
“ter. He was modest, and there was not the slightest 
trace of meanness or malice in his nature ; but he 








His 
death at the age of 71 removes a fine man and an 
outstanding surgeon. 


P. W. writes: The death of Bankart is a sad loss to 
orthopdedic surgery, to which he contributed so much, 
but a great deal will be written about this elsewhere 
It-is to Bankart the man that I want to pay tribute, for 
he was shy, and few of his colleagues knew him really 
well. A man of outstanding intellect, he was a con- 
noisseur of life and loved to savour its good things. He 
liked fine men, fine furniture, and fine wine, and had 
little use for mediocrity. He respected tradition but’ not 
dogma, and his integrity was such that he would tolerate 
no compromise with the truth. In his work—his work ’ 
was his great love—he set his course and followed it 
-without- fear however unconventional it might be. 

ankart was a friend above. price. There are many 
‘whom he helped, but in so unobtrusive a manner that 
they were often unawaré of what he had done. I myself 
owe more to him than I can easily say ; he took me as ~ 
a young man and taught me his craft, he made my 
path easy and encouraged me on the way. His death 
is a grievous loss, and he will be mourned wherever | 
surgeons meet. 


Mr. A. Rocyn Jones writes: The , passing of Blundell 
Bankart removes one of the most outstanding of ortho- 
paedic surgeons and one to'whom a great debt was due 
for his contributions to orthopaedic surgery and for the 
part he played, in his own quiet way, in teaching young 
colleagues, many of whom are scattered all over the 
world. At Guy’s Hospital he came under the influence 
of Arbuthnot Lane when that great surgeon was intro- 
ducing internal metallic splinting of fractures, and 
evolving the so-called “no-touch technique” in borie ** 
‘surgery. Indeed, Bankart was one of -the first to spread 
that procedure to other clinics. He worked rapidly but 
neglected nothing, in either his clinical examinations or 
operations, and hi$ opinion was much sought after by 
his colleagues. Through his attachment to Maida Vale 
Hospital he operated a great deal on the’ brain and spinal 
cord before neurosurgery had developed into á distinct 
specialty.. At.the Orthopaedic Hospital he achieved a 
reputation for his success in the treatment of congenital 
dislocation of the hip and also of clubfoot, for which' 
he introduced silk ligaments to maintain correction. He 
‘was the first to introduce Stoffel’s operation for spastic 
paralysis. He was a highly skilled manipulator and 
wrote a book on manipulative surgery which did a great 
-deal to convince the profession, if not the public, that 
the art of the bone-setter was not unknown to ortho- 
paedic surgeons. In 1923 he published in the British 
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Medical Journal a preliminary account of the pathology 
of recurrent dislocation of the shoulder and of his opera- 


, tion to cure the condition. A more elaborate descrip- , 


tion with illustrations of the operation appeared in the 
British Journal of Surgery in 1938. This operation has 
teceived world-wide acceptance and is likely to preserve 
his memory permanently. His colleagues and pupils 
will remember him with gratitude and affection for his 
Kindness and his readiness to help them by his experi- 
ence. They will recall that slim, pale figure of ascetic 
appearance, rather shy and with a, soft, slightly husky 
voice, 


ROBERT BROOM, M.D., F.R.S. 


Dr. Robert Broom, whose zoological and palaeontological 
studies in South Africa brought him international fame, 
died in Pretoria on April 6 at the age of 84. 

Robert Broom was born in Paisley, where his father 
was a shawl designer. He was educatea at Hutcheson’s 
‘Grammar School, Glasgow, and the University of 
Glasgow, where he became assistant to the professor of 
chemistry. He graduated B.Sc. in 1887 and M.B., C.M. 
in 1889. Three years later he went to Australia to prac- 
tise, and in 1897 moved to South Africa. From 1903 
to 1910 he was professor of zoology and geology at 
Victoria College, Stellenbosch. In 1913 he gave the 
‘Croonidn Lecture, entitled “ The Origin of Mammals,” 
before the Royal Society, to which he was elected a 
Fellow in 1920. During the first world war he served 
in the R.A.M.C. for two years and then returned to 
South Africa as a general practitioner. He held the 
appointment of district surgeon to the Herbert district 
anti] 1929, when he retired from medical practice. 
Three years later he took up practice again, but finally 

. gave up medicine in 1934 on his appointment as Keeper 
of the Transvaal Museum, Pretoria. 

We are greatly indebted to Sir Arthur Keith for the 
following appreciation: The death of Dr. Robert Broom 
brought to an end a career which has had no parallel 
in my time either in medicine or in science. He and I 
were bom in the same year—1866 ; both of us took to 
anatomy, he under Professor John Cleland in the Uni- 
versity of Glasgow, I under Sir John Struthers, who held 
the chair of anatomy in the University of Aberdeen I 
had the better fortune in that I succeeded in being 
appointed to offices which permitted me to earn a liveli- 
hood and at the same time indulge myself in my 
anatomical hobbies. He, on the other hand, had to 
make his living by medical practice while he sought to 
unravel problems relating to the evolution of certain 
structures in the composition of the base of the verte- 
brate skull. From time to time he had to move his prac- 
tice from one continent to another, selecting that which 
was most likely to provide him with the anatomical 
material he was in need of. In 1892, at the age of 25, 
he set up in practice in New South Wales, in order to 
study the skulls of the early 2ammalian forms to be 
found there. After five years in Aust:alia, having mar- 
tied in the meantime, he moved to South Africa, where 
he put up his plate and began to collect reptilian fossil 
remains, which abound in the deposits of the Great 
Karroo. Between seeing patients he was busy describing 
unknown reptilian forms, many of them showing cer- 
tain mammalian features. In 1932 he published a book 
with the title The Mammal-like Reptiles of South 
Africa, in which he summarized the results of 35 years 
of work in South Africa. That book marked a new 
chapter in our conception of the origin of mammals. 
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This 35-year period in South Africa was interrupted 
by various episodes which bring out Broom’s love of 
independence—independence in what he thought and 
did. After six years in South Africa he was appointed 
professor of geology in the University of Stellenbosch, 
but after five or six years gave up the chair and went 
back to medical practice, and so recovered his freedom 
from the control of officialdom. Somehow his own 
freedom of expression put obstacles in his way, and 
continued to do so right up to the end. His mind moved 
quickly but impatiently ; one might truly say he was 
the victim of convictions. 

In 1932, having finished his book on the mammal-like 
reptiles, he broached another subject which at that time 
was comparatively new to him—the origin of man, par- 
ticularly man’s relation to anthropoid apes. He formu- 
lated his ideas in a book which appeared in 1933 with 
the title The Coming of Man—Was it Accident or 
Design? Broom believed in evolution, but was inclined 
to accept Lamarck rather than Darwin. The chief 
reason for the publication of this book was to vindicate 
Dart’s claim that the fossil anthropoid skull found at 
Taungs in 1924 represented a form of ape more akin 
to man than to the other anthropoid apes of Africa, the 
chimpanzee and gorilla, whereas I, and most of my 
contemporaries, regarded the Taungs ape as a cousin of 
the chimpanzee. : 

Having published these two books Broom again 
settled to practise at Griqualand West, so that if 
further discoveries of anthropoid fossils were made he 
would be on the spot to see them. When thus employed 
there came to him in 1934 two wise statesmen, General 
Smuts and J. H. Hofmeyer, who persuaded him to give 
up practice and devote himself to the task for which 
he was so uniquely qualified. They had a post waiting 
for hm in the Transvaal Museum, Pretoria—a post 
which he atcepted and continued to hold until his 
death, Broom, when he went to Pretoria, was in his 
68th year. f 

From 1924 until the time Broom took up his appoint- 
ment no further trace of the fossil anthropoids of South 
Africa had come to light. He set to work to make this 
omission good. In’ 1936, while excavating a cave at 
Sterkfontein, near Krugersdorf, Broom uncovered ‘a 
fossil skull which at first he believed to be the adult 
form of the Taungs anthropoid (that of an infant), but 
later decided that it represents a different genus. After 
the discovery at Sterkfontein fortune continued to smile 
on him, so that by 1946 (when he was ın his eightieth 
year) his anthropoid collection had become so large 
and varied that, with assistance from Dr. Schepers, 
he devoted to its description a Jarge memoir entitled The 
South African Ape-men—The Australopithecinae. Other 
discoveries followed the publication of this monograph, 
the most important being that made, again in the Sterk- 
fontein cave, in August, 1947, when he dug out the 
pelvis of a female ape. That pelvis was modelled much 
more on human than on anthropoid lines; there couid 
then be no longer any doubt that the South African 
anthropoids were adapted, as Dart had postulated, to 
life on the ground. Here Broom uncovered in a morn- 
ing what I had been, looking for all my Ife; but he 
dug—I only waited. At the time of his death he was 
busy preparing his new, material in another mono- 
graph. 

He was a lovable man, one who retained much of 
the boy in his nature, full of life, zest, and fun, intolerant 
only of the pretender. 
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H. DE VERE STACPOOLE, _LS.A. 


H. de ‘Vere Stacpoole, who was a ship surgeon and 
` general’ practitioner before he became a novelist, died 
at Shanklin in the Isle of Wight on April 12 at the age 


. of 88. 


Henry de Vete Stacpoole was born in Dublin, the 
son of a clergyman. He was educated at Malvern Col- 
lege and came to London to study medicine first at St. 
George’s Hospital and later at St. Mary’s. He qualified ` 
L:S.A. in 1891 and was in general practice for some 
years, An ardent traveller, he went on several voyages 


‘aga ship surgeon. In 1903 he published: a monograph 


entitled “The Floor of the. Sea.” Shortly after’ the 
beginning of the century he decided to give up medicine 
altogether, and took to writing for a-living. One of his . 
first novels was The Doctor, which he himself thought 
was his best book. The most widely read of his novels, 
The Blue Lagoon, was published in 1910; Stacpoole 
wrote 63 books in all, among them several books of 
poems, including translations of Villon and Sappho. His 
autobiography, Men and Mice, appeared i in 1942, and its 
successor, More Men and Mice, in 1945. 

We are indebted to Mr. Alfred Noyes for the follow- 
ing appreciation : 

Henry ‘de Vere Stacpoole had a place peculiarly his 
own in modern literature. As a ship surgeon he 
acquired a great deal of material for the background of 
such stories as The Crimson Azaleas, The Blue Lagoon, , 
and The Street of the Flute Player. But he was essen- 
tially an imaginative writer in the best sense of the word. 
He disliked the crude and superficial “ realism ” which 
is so often mistaken nowadays for reality. As one of 
the best of his contemporaries wrote, accuracy of detail 
and trith to general principles are nowhere more 
artistically important than in a work of pure imagina- 


‘tion. His scientific training enabled him to follow this 


rule with great success, and gave his most romantic 


fantasies something of ‘the philosophical quality of a 


parable. The titles of many of his books are in them- 
selves very suggestive of this quality, The Beach of 
Dreams, for instance, and The Pools of Silence, the 
latter being a powerful indictment of certain happen- 
ings in the Belgian Congo. In addition to his novels 
he wrote’a fascinating life of Francois Villon and 
translated many of his poems. 

His Bonchurch garden was the subject of a delightful 


book of verse. Flowers and birds were his familiar . 


friends, and he interested himself actively in the protec- 
tion of sea-birds. One of the most characteristic of his 
Bonchurch poems, Ghosts, reproduces the very atmo- 
sphere of his’garden and the drawing-room that opened 
upon it: 
Outside the far-off rooks make strife, 
Birds flit from tree to tree, ~ = _ 
Remaineth here the ghostly life 
. Of birds in marquetry. 
` Open upon the spinet stands 
* A ballad, page on page, a 
Once turned by who knows what white hands 
Of the Victorian age ? 
All things remain just as they were,» _ 
Mayhap the hearts to win ~ 
Of people in the garden fair 
_ « Who gaze, but come not in. 


With his real scientific knowledge he detested the 
pseudo-modern attempts to turn literature and-the arts 
into amateur dabblings in pathology. He knew that the 

~ { 
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‘pital in 1914.. 
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special function of art was the revelation of beauty. 
His friends, among whom I was privileged to count 
. myself, will miss him greatly. A 


~ K. D. ‘WILKINSON, O.B.E., M.D., F.R.C.P. 
Professor Kò- D. Wilkinson, senior physician to the. 
United Birmingham Hospitals, died on April 12, a few 
days’ before he would have attained his sixty-fifth birth- 
. day, when he was dueto retire from the active staff. 


Born at High Legh in Cheshire, the eldest of three _ 


sons of the Reverend H. C. Wilkinson, Kenneth Douglas 
Wilkinson was educated at Berkhamsted School and 
at Birmingham University, graduating M.B., Ch.B.:in 
1909. His student career was distinguished ; he won 
the Richards Memorial Prize Essay and the Senior 
Prize in clinical medicine. He proceeded M.D. in 1912 
and took the M.R.C.P. in 1914, After holding a num- 
ber of resident hospital posts—he was _house-surgeon 


‘to, Jordart Lloyd at the Queen’s Hospital and resident 


medical officer at the General Hospital under, Robert 
Saundby—he was elected assistant ‘physician’ to the 
Children’s Hospital in 1913 and to the General Hos- 
In 1925, on the death of James Russell, 
he became honorary physician. Throughout the 1914-18 


` war he served with the R.A.M.C\T.), first with a south 


Midland field ambulance and later in casualty clearing 
stations and general hospitals ; he was mentioned in dis- 


patches and awarded the O.BE. in 1918. With the late, 


Professor George Gask. he published in 1917 an impor- 
tant “report on the treatment of Paces gunshot 
wounds of the chest, 

After demobilization Wilkinson soon became a busy 
hospital consultant with a considerable privafe consult- 
ing practice. He was an original member of the British 
Paediatric Association and of the Cardiac Society: in 
1935 he delivered the Ingleby Lectures on rheumatism 
and the heart in childhood. Elected F.R.C.P. in 1929. 
he became Professor of Therapeutics at Birmingham 
University and ah examiner at Cambridge, Manchester, 
and the Royal College of Physicians. His main interest 
was the study of disorders of the heart and circulation , 
he wrote many articles for textbooks and journals and 
he was cardiologist to the Birmingham City Hospitals. 

During the last war he was regional consultant in 
medicine for No. 9 Region and group officer for 
Birmingham. \ 

H. W. F. writes: Alert in manner and frank in A 
“The Wilk,” as he was known to Birmingham men. 
recognized that hard work and continuous endeavour 
are essential for a successful career. He was not afraid 
in consultation to be dogmatic, nor in precept to be 
didactic. He possessed a good memory and was a verv 
acceptable teacher who illustrated medical principles 
effectively from experience. For him life was vivid: 
he was acutely aware of the taste of things—whether 
sweet, bitter, salt, or acid. He enjoyed his work, his 
family, his friends, and his hobbies ; and he knew quite 
well the things he did not like’ The round of golf, the 
rubber of bridge, the telling of a story: these were per- 


~ 


formed effectively and enjoyed thoroughly. He was an’ 


early devotee of the radio, cinematography, and colour 
photography. He took special pains in his studies of 
the history of Birmingham and acquired a very interest- 
ing collection of pictures of old Birmingham and its 
worthies, The author of a history of the Birmingham 
Medical School, he produced last year a noteworthy 
volume founded upon extensive researches by tHe late 
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. which, however, he did-not wear upon his sleeve. 
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T. Whitmore Peck and himself about the family, the - 
career, and the, friends and surroundings of William 
Withering of ‘Birmingham, discoverer of digitalis. This 
is the picture of an able ‘and enthusiastic worker, but 
it would not be complete without mention being made |' 
of his sensitive and kindly, even sentimental, heart, 
He 
had been in ill-health since 1945.: having survived three 
coronary occlusions, he had resumed practice, only to 
be gradually overwhelmed by an even more relentless 
disease. His fortitude throughout so prolonged a strain 


` on mind and body commanded widespread admiration 
‘and sympathy. Wilkinson was twice married: in 1916 


to" Miss Phebe Homewood, who died in the sad days 
of 1940, and to Dr. Agnes Crozier He leaves a family 
of seven. 


Dr. Nevmiie Avory EDDLESTONE died at the Royal 


Victoria Infirmary, .Newcastle-upon-Tyne, on February 22, 
a few hours after being taken ill in a patient’s house. He ` 


“was 66 years old. Eddlestone graduated M.B., B.S. with 


honours at Durham in 1906, proceeding M.D. three years 
„later. He was an outstanding student, being keen, efficient, : 
conscientious, a regular prizewinner, and an excellent 
clinician. After holding resident posts at the Royal Victoria 
Infirmary, Newcastle—he was house-surgeon ‘to the late 
A. M. Martin and house-physician to the late Professor 
Beattie—he decided fo enter ‘general practice, and settled 
in his home town after an assistantship at Maryport. In 
1909 he succeeded to an old-established. practice in Monk- 
seaton and Whitley Bay and became one of the ablest and 
best-loved -doctors in the district. Here he practised for 
42 years, being in addition medical officer to Trinity House 
and the Prudhoe Convalescent Home. While taking little 


. part in public life, he was devoted to his work and family. 


Of a most pleasing personality, cheerful, considerate, and 
with great clinical ability, his services were in constant 
demand. His relatively early death at the age of 66 was 
no doubt hastened by the hard work of the war years. Our» 
deep sympathy is extended to his widow and daughter, who 
13 a doctor.—F, C. P. 


Medical Notes in Parliament 








The Budget 


In the course of his Budget speech on April 10 Mr. Hucum 
GAITSKELL explained that to keep the cost of the National 
Health Service within £400m. he proposed to charge approxi- 
mately half: the scale fee of all denture work and about half 
the cost of each pair of glasses. He said there would be no 
charge for children’s spectacles, and expectant and nursing 
mothers would continue to receive free dental treatment; 
children would continue to receive free treatment in schools. 
Those for whom the charges, meant hardship would receive 
payment in whole or in part from the National Assistance 
Board in the usual way. It was expected that the charges 
would Produce about £25m. in a full year, but only about 
£13m. in 1951-2. ` 


Ne 


! „Swiss Beds for British Patients 


Replying on April 10 to Mrs. ALICE CULLEN, Mr. Hector 
McNet said that. Parliament would shortly be invited to con- 
sider legislation to provide for tuberculosis treatment abroad 
For this year there would be from 150 to 200 beds in Swiss 
sanatoria for patiefits from Scotland, who would normally 
be those needing at least six months’ sanatorium care but 
unlikely to require any major surgical operation. Treatment 
in Switzerland would be offered to anyone recommended for 
sanatorium treatment in the ordinary way, where on medical 


x 
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grounds this was considered appropriate by the responsible 
tuberculosis physicians. 

In answer to a further question on April ‘12 Mr. HILARY 
MARQUAND said there would be beds for about 160 patients 
‘from England and Wales, and it was hoped to start sending 
patients-to Switzerland in a few months’ time. 


à ‘Employing the Elderly , 

Mr. J. R. Bevins moved on April 13'a motion declaring - 
that active steps should be taken by the Government to 
encourage the retention of the middle-aged and elderly in 
employment. He said the span*6f life was greatest in those 
employments where opportunities existed to continue work 
In 1851 something like 1,000,000 men and women were. 
over 65. In June, 1950, the number had risen to 5,400,000 
out of a total working population of 23,000,000. If present- 
day mortality rates persisted the number would rise by 1977 
to 7,300,000, whereas if mortality rates continued to fall it 
‘would rise to 8,200,000. If the present’ attitude to the 
elderly persisted, considerable man-power would be wasted 
and a burden would fall increasingly on the shoulders of 
the relatively young. The Ministry of Labour had ascer- 
tained that the rule of compulsory retirement applied to 
26% of. the white-collar’ staff and 15% of the manual 
workers in manufacturing, building, and transport. 
local government the rule applied to 65% of all workers 
In public utilities and finance it applied to 76% of the 
white collar workers and to 89% of the manual workers 
He asked whether the retirement rule in Government depart- 
ments was flexible or inflexible. 

Mr. KENNETH THOMPSON said that, as an industrial medi- 
cal service in various industries examined new entrants to 
‚decide what ‘their physical condition was, there was no 
reason why employees should not be examined at 55, again 
at 60, and again at 62 or 65 that their physical condition 
might be assessed and advice given on the life they should 
lead. The medical adviser could inform the ‘firm of the kind 
of employment for which the individual was most suitable 

Mr. ‘A. C. MANUEL said that if labouring classes in 
heavy industries were persuaded by financial inducement 
or patriotic appeal to stay on after retirement age it would 
damage their physical health and might reduce their expec- 
tation of life. They should encourage old people to stay 
on in industries where their employment was light. 


Mr. Tom Brown declared that only about 700.000 - 


industrjal workers would be affected by the motion. The 
Government should not apply compulsion but leave the 
extension of working life to the wish of those concerned. 

Sir PETER BENNETT said the real problem was that of the 
prematurely aged—of the people who were aged at 50 and 
hadto be helped along till they reached 60 or 65. 

Mr. P. Dames remarked that, when unemployment had 
' been ‘rife, retirement was often a ticket to death. Retired 
engine-drivers had a staggeringly short period of life.’ 

Mr. BEVERLY BAXTER said that men who had held high 
positions in the Navy, healthy and vigorous, were retired 

and in two or three years died. This death rate should be 
looked into. F 

Mr. F. Leg, replying for the Ministry of Labour, said 
the Government had no intention to compel people to 
remain in industry. The problem of retaining elderly 
people at work had lately been discussed with both sides 

of the National Joint Advisory. Council, and he was assured 
of the full support of industry in taking any measures which 
might be necessary. Many people would have a happier | 
old age if they continued longer in work. The two sides 
of industry had agreed to circulate through their constituent > 
organizations a statement of the practical steps which would 
help elderly workers to stay on or to get fresh help. 

Mr. VAuGHAN-MorGawn said that London Transport was 
now taking 6n men over 50 as drivers and conductors. 

Mr. Harry Hynp suggested that ‘there should be 
ss Remploy ” factories for older people as well aş- for 
the disabled. 

The House agreed to thè. resolution moved by Mr. Bevins. 


x 


Int 


' 


` 


| 892 APRI 21, 1951 0 VITAL STATISTICS ` - x ta 


Ve 


Ñ. o 


4 
` 


r g Eire. Figues of birth and deaths and of deaths recorded under odch diseaso'arefor: (a) The 126 great towns in 
ary 








as - ' INFECTIOUS DISEASES AND VITAL STATISTICS a 


` We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending March ‘31 (No. 13). . 


“Figures of notified cases are for: (a) England and Wales (London included). (b) London (adminutratuve county) ges Seotiand. (d) Northern Ireland. | 


and and Wales (London included), 
) London (administrative councy). (e) Thè l t6 principal towns in Scotland. (d) The 10 principai towns in Northern {e) The p principal towns 
Eiro. A dash — denotes no cases; ab tes disease not notifiable or ne return available 
The table is based on information dappled by 3 me ae Regstrars- General -of Bogland sn and d Wales, Scotland, Northern Ireland, and Fire, the Ministry of | 
Health and Local Government of N Nortbern Ir Deparment ok 
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x) Quarterly Retinas for Raiglana , and Wales ; ; 
The birth rate during the December quarter of 1950 was 
“14.5 per 1,000 and was,the lowest rate for any quarter since 
‘1941. The infant mortality was 302 per 1,000 related live 

4 : births ; this was the lowest rate’ recorded in any fourth 
quarter, being 2.1 below the rate for the preceding December 
quarter. The general death rate was 12.3 per, 1,000 of 
_ the population, being 0.7 above the‘rate for .the. fourth ' 
` quarter of 1949; it was the highest rate for any December 
quarter since 1943. Deaths attributed to acute poliomyelitis A hest 1942-50 
numbered 201, compared with 330, 86, 71, and 373 in the y e 
' four’ preceding quarters. The corrected \notifications of ~ 
“acute, poliomyelitis were 1,578 paralytic "atid 524 non- 
~ paralytic cases. 
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Graphs of Infectious Diseases de a WEEKS ' ‘ 

: The graphs below show the uncorrected numbers ‘of ‘cases / 
(deaths from influenza) of certain diseases notified weekly 
‘in England and Wales. ‘Highest and lowest figures reported, 
during the nine years, 1942-50 are shown thus ------ = 2 
the figures for 1951 thus,—. Except for the curves 3 
showing notifications in 1951, the graphs were prepared © 
at the Department‘of Medical Statistics and Epidemidlogy, © 
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London School of Hygiene and Tropical Medicine. 
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“NUMBER OF CASES” 


at x E Infectious Diseases. f 
F Sea The only large departures from the třénds of infectious 
Í g diseases during the week ending March 31 were a.rise of 


x 7 : 3,455 'in the number of notifications of measles and a fall 

: 7 ~ oe of 257 in the notifications of dysentery.. 
“190 nee Ani ay Ae Large rises in the number of the notificatiohs of measles 
aie Sy eased 2b. -Were recorded throughout, the county. The largest aene 
R 7 oe: were: Southampton 346, Middlesex 248, Kent 236, York- 
a, ee = WEEKS. = Ej i ie ss shire West Riding 230,- Glamorganshire 228, Lancashire 209, 
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Cheshire 207, while the chief exceptions to thë general trend 
were decreases in London 158 and Warwickshire 111. 
` There were 19 more notifications of whooping-cough than 
in the preceding week. The largest variations in the local 
trends were an increase of 84 in Kent and a decrease of 62 
in London. No change of any size occurred in the local 
returns of ‘scarlet fever. The chief feature of the returns 
. for diphtheria was an increase of -6 in Staffordshire ; the 8 
cases in this county were all notified in Coseley U. D. 
The notifications of acute poliomyelitis were 10 more than 
“an the previous week. The largest returns were Warwick- 
shire 5 (Birmingham C.B. 3, Coventry C.B. 2) and Norfolk 
4 (St. Faiths and Aylsham R. D. 3). The largest returns for 
‘ dysentery were London 147, Lancashire 103, Yorkshire West 
Riding 70, Lincolnshire 69, Middlesex 68, and Essex 66. 
` a ‘J 


Disease in First Quarter 


During ‘the first quarter of this year the. incidence of 
infectious diseases in England and Wales has been gener- 
ally very high. The numbers of notifications of measles 
have been large, and during the period February 24 to 
March 31 the number of notifications was from 2,269 to 
6,330 above the previous highest return of March 24, 1945. 
The numbers of notifications of whooping-cough during the 
quarter have also been the largest since registration began, 
and during the period February 17 to March 17 they 

- were higher than the previous highest level, recorded in 
1941. The incidence of dysentery has also been the highest 
of recent years. Some of the large outbreaks of dysentery 
have persisted for several weeks. The notifications of diph- 
theria were the fewest ever recorded, and the weekly totals 
during the quarter varied from 30 to 51. The incidence of 
acute pneumonia was high, as might be expected during an 
influenza outbreak. 

In the large towns the number of deaths from influenza 
was the largest for several years. The number of deaths 
from all causes was 12,267 to 37,510 above the number 
registered in the first quarters of the four precéding years. 
_A further fall in the number of live births occurred, and 
the number was smallef than for any year since 1945, when 
87,123 live births were registered in the first quarter. 


A comparison of the returns for the first quarters of the | 


last five years is made i in the Table below: 






Number of Notifications ; 
England and Wales 


No. of influenza deaths 


No. of deaths from all 
causes ae tn 105,026 
No. of live births .. 022 





Bus Conductors and Poliomyelitis 


The high -incidence of poliomyelits among children of 


bus conductors is discussed by Dr. H. Kennéth Cowan, 
Essex County Medical Officer of Health, in his report for 
the year 1949. In that year 345 confirmed cases of acute 
anterior poliomyelitis and acute polio-encephalitis ’ were 
notified in Essex. In studying various aspects of the out- 
break (in collaboration with Dr. Allan McFarlan, of the 


Department of Medicine at Cambridge University) the 


occupation of either the patient or the chief wage-earner 
of the. household was obtained in 231' cases. An um 
expectedly high number of cases (10) were found to be 
children of bus conductors, There were only 8 bus con- 
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_ ductors concerned, because in two cases two children of : 
the house were affected. This unusually high incidence is 
considered to be statistically significant. The most likely — 
explanation is thought to be that the fathers, being in con- 
tact with large numbers of people, including children, became 
carriers and passed the disease on to their children. : 
Another conclusion of this study, which it is said should 
be accepted with reserve, is that thére was a significantly 
higher proportion of poliomyelitis cases among the families 
of agricultural workers and a significantly lower proportion ~ 


‘among the professional and managerial group. 


=. 
Alcoholism in Scotland 


Discussing the problem of alcoholism in Scotland in ,the 
Health Bulletin of the Department of Health for Scotland 
(April, 1951), Dr. W. Robertson gives some figures showing 
deaths from alcoholism and deaths from cirrhosis of the 


, liver by age groups in Scotland this century. The following 


Table is compiled from the data that he provides: 








He points out that caution is necessary in interpreting 
figures of this kind. He concludes that the mortality ascribed 
directly to alcoholism, and in rather less-degree the preva- 
lence as refiected by the frequency of convictions for 
drunkenness (for which he also gives figures), bave shown 


considerable improvement since the beginning of the 
century. This improvement applies to each sex, every age 
period, and every geographical region of Scotland. He 
does not discuss whether cirrhosis of the liver is attributable 
to the consumption of alcohol. 


2 Drink and Tobacco p , 
What people in the United Kingdom have spent in the 
years 1946750 on certain consumers’ goods is analysed in 
a recent Treasury publication.’ The following table shows 
the personal expenditure (in millions of pounds‘revalued at 
1948 prices) on alcoholic drinks and tobacco, together with ` 
“ All Spee ” for comparison. 













Alcoholig: drink: m 
Nies, spirits, cider, otc. 240 
T a 


Pipe dgbacco, cigars, and 


All expenditure 





In the four years 1946-9 expenditure on both alcoholic 
drinks and tobacco gradually declined, while total expendi- 
ture increased. In 1950 total expenditure continued to 
increase, while expenditure on alcoholic drinks and tobacco 
also rose. Among the various categories of consumers’ 


“goods, expenditure only on food, and on clothing in some 


years, exceeded that on either alcoholic drinks or tobacco 
The categories of goods on which less was spent include 
fuel and light; rent, rates, and water: charges ; household 
goods; travel; and durable~household goods. 


National Income and, Expenditure of ‘the United Kingdom, 1946-50 
EASO 1s. 9d) 
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Road Accidents 
Road casualties in February totalled 133027, eiie 
342 ‘deaths.. Compared with February, 1950, there was an 
increase of 8 in the killed-and of 978 in the injured. 
Weather conditions, particularly ice, frost, and snow, were” 
the, primary cause of 570 accidents, compared with 234 in 
the corresponding month last year. í 


Week Ending April 7 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 843, whooping- 
cough 4,009, diphtheria 48, measles 28,800, acute pneumonia 
799, acute poliomyelitis 15, dysentery 846, paratyphoid fever 
27,. typhoid fever 8- Deaths from influenza in the great 
towns numbered 49. 








Universities and Colleges- 





UNIVERSITY OF LONDON 


Joseph Harold Sheldon, M.D., F.R.C.P., has been elected a 
Fellow of King’s College. ’ Dr. Sheldon is Director of Medicine 
and senior physician at the Royal Hospital; Wolverhampton, and 
Lecturer in Clinical Medicine m the University of Birmingham. 
He was appointed a Hunterian. Professor of the Royal College of 
Surgeons of England in 1928, and im 1934 he delivered the 
Bradshaw Lecture before the Royal College of Pbysiciāns of 
London. 

The following have been appointed, or nominated for appoint: 
ment or reappointment, as representatives of the University on the 
governing bodies indicated in parentheses: Professor J. M. 
Mackintosh (Council of Management, Slough Industrial Health 
Service, Ltd.); Mr. A. C H. Bell (Training College for Midwife 
Teachers, New Malden). 

Professor H. A. Krebs will deliver four lectures on “ Energy 
Transformations in Living Matter ” in the physiology theatre of 
University College, Gower Street, London, W.C., on TONE 
April 26 and May 3, 10, and 17, at 4.45 p.m. 

Three lectures on “ Obstetric Trends in a Changing Society ” 
will be delivered by Professor Dugald Baird at the London School 
of Hygiene and Tropical Medicine, Keppel Street, Gower Street, - 
ote on Wednesday, Thursday, and Friday, May 2, 3, and 4, at 

p.m. 

Professor G. Liljestrand (Karolinska Institutet, Stockholm) will 
deliver a lecture on “ Studies on the Regulation of Arterial Blood 
Presgure ” in the physiology theatre of University College, Gower 
Street, W.C., on Thursday, May 10, at 5.15 p.m. . 

An open, lecture on, “ Monkeys and Agriculture” will be 
delivered by Professor S. Zuckerman, F.R.S., at Wye College, 
Swanley Hall, near Ashford, Kent, on Thursday, May 10, at 

pm 

Professor A. Fessard (Collège de France) will deliver three 
Special University Lectures ın the physiology theatre of University 
College, Gower. Street, W.C., on May. 16, 21, and 22, at 5.30 p.m. 
In his first lecture Professor Fessard will discuss “ Studies in 
Comparative Electrophysiology'; in the second ‘‘ The Nervous- 
Control of Electric Organs”; and in the third “Tbe Muscle 
Spindle.” 

Professor D Bovet (Rome) will deliver a Special University 
Lecture on ‘Natural and Synthetic Sympatholytic Drugs and ’ 
their Structural Relationship with Sympathomimetic Substances ” 
in the physiology theatre of University College, Gower Street, 
W.C., on Friday, May 18, at 5.30 p.m. 

The Hobhouse Memorial Lecture will be’ delivered by Professor 
Charles Singer at the London School of Economics and Political 
“ Science, Houghton, Street, Aldwych, W.C., on Tuesday, May 22, 
at-5 p.m. 

Two Special University Laures on “ Oligophrenia Phenyl- 
pyruvica ” will be delivered by Professor A, Folling (Oslo) at 
University College Hospital Medical School, University Street, 
Gower Street, London, W.C., on Monday and Tuesday, May 28 
„and 29, at 5.30 pam. 

Dr. Jacques Le Beau (Paris) will deliver a lecture on “ Neuro- 
surgical Difficulties in Performing Limited Prefrontal Operations " 
at the Institute of Psychiatry, Maudsley Hospital, Denmark Hill, 
London, S.E., on Thursday; May 31, at 3 p.m. 

A lecture on -“ Uraemia,”, arranged by the Institute of Urology, ` 
will be delivered by Professor M. L. Rosenheim at the Royal 
Colleges of Surgeons of England, Lincoln’s Inn Fields, rican 
W.C., on Thursday, June 7, at 5 p.m. 
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Professor Torsten Sjogren (Stockholm) will deliyer a lecture on 
“Hereditary Neurologic Diseases associated with Certain Eye 
Diseasés ” at the Institute of Neurology, National Hospital, Queen 
Square, London, W.C, on Tuesday, June 12, at 5 pm., and a 
lecture on “The Heredity of Pick’s Disease and Other Presenile 
Conditions ” at the Institute of Psychiatry, Maudsley Hospital, 
Denmark Hill, London, S.E., on Wednesday, June 13, at 3 p.m 

A Lecture on “ Brain ‘Abscess ” will be delivered by Dr. Joe 
Pennybacker at- the Institute of Neurology, National Hospital, 
Queen Square, London, W.C., on Tuesday, June 26, at 5 p.m. 

Professor René Leriche (Paris) will deliver a lecture on “The 
Treatment of Cerebral Embolism and Thrombosis” at the 
Institute of Neurology, National Hospital, Queen Square, London, 
W.C., on Tuesday, July 3, at 5 p.m. 

A lecture on “Intrathecal Tuberculin Reactions” will be 
delivered by Dr. Honor M. V. Smith at the Institute of Neurology, ' 
National Hospital, Queen Square, London, W.C., on Thursday, 
July 5, at 5 p.m. 

UNIVERSITY OF EDINBURGH 
A course of lectures on “Trends and Fashions in Medicine, 
Their Influence and Significance” will be conducted by 
Dr. Douglas Guthrie in the physiology class-room of the 
University of Edinburgh on April 30, May 7, 14, 23, 28, June 4, 
11, and 18, -at 5 p.m. The lectures are free to all matriculated 
students and to the staff and graduates of the University, and 
to others on the payment of a fee of 10s. in lieu of matriculation. 


‘Medical News. 


Special Rattons and Priorities for Invalids 

[Ihe Ministry of Food announces the publication of a 
revised Memorandum, known as Med. 2 (1950), which is 
to replace Med. .2 (Revised 1948). ` Copies can be obtained 
from local food offices. The old milk codes have beet 
retained for those diseases which carried entitlement to 
foods other than milk, except for ulcers, gastrostomy, 
dysentery, and typhoid fever, where the former ‘egg codes 
have been retained. There is also a new item: patients 
suffering from hypertension who are being treated with the 
Kempner rice diet-may now be allowed three extra rations 
of sugar a week on cancellation of their bacon, cheese a and 
fat rations. 

















King Edward VIPs Hospital for Officers - 

At the request of King Edward’s Hospital Fund a con- 
sulting staff has been appointed to King Edward VI’s 
Hospital for Officers, Sister Agnes Foundation, Beaumont 
Street, London, W.1. But the council of the hospital are 
anxious that the hospital contmue to be used by specialists 
and practitioners not on the staff, and they have laid down 
that patients may be admitted under any medical practi- 
tioner of their own choice.- The hospital is now for serving, . 
retired, and ex-temporary officers of the Forces, and the 
fees are from 7 to 15 guineas a week according to the nature 
of the accommodation and certain subscription rights of 
patients: 


Kathleen Schlesinger Fellowship 

The Medical Research Council invites applications for this 
whole-time fellowship for “ Investigating the origin and 
nature of cysts of the brain whether arising from tumours 
or not, .or (for) such studies of other conditions of the 
central nervous system as the council may from time to 
time permit.” Preference will be, given to candidates who 
elect to work on the mechanisms underlying degenerative 
processes affecting the -brain, tenable ordinarily: at the 
National Hospital, Queen Square, London, W.C.1. The 
fellowship is worth £700-£1,000 per annum, according to 
qualifications and research experience, and is given for one 
year in the first instance, renewable annually twice. Appli- 
cations, giving full personal particulars, an outline of the 


- proposed research, and the names of two referees, should 


be lĝdged with the secretary, Medical Research Council, 
38, Old Queen Street, London, S.W.1, not later than May 31. 
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Charges for Dentures and Glasses 


Under the National Health Service Bill, 1951, published 
on April 17, which applies both to England and Wales and to 
Scotland,” the patient- will be charged £4 5s. for full upper 
and lower dentures and a lower amount for single dentures. 
For spectacles the charge will be £1 a pair, plus the cost of 
the frames, which-ranges from 3s. 4d. to 15s. 1d. The charges 
will be paid by the patient to the dentist or optician under 
the family practitioner services (or to the hospital authori- 
ties), and the fee payable by, the executive council to the 


.. dentist or optician will be correspondingly reduced. 


Freedom of Finchley 
* Dr. Adam Annand~Turner was made a Freeman of the 


Borough of Finchley at a special meeting of the Borough 
Council held on March 10 in recognition of his 25 years’ 


‘service as Medical Officer of Health of Finchley. 


Etre Minister of Health Resigns 


Jt is reported from Dublin that Dr. Noel Browne, 
Minister of Health, has resigned as a result of con- 
siderable opposition to his scheme proposing to give free 
medical treatment to all mothers and children. The Irish 
Medical Association was responsible for most of the con- 
troversy, because it objected to the principle of a medical 
service without a means test, and'the Irish Roman Catholic 
hierarchy stated that the scheme was opposed to Catholic 
teaching. The Trade Union movement, on the-other hand, 
strongly supported Dr. Browne. The Minister agreed to 
postpone for a few days his decision to resign, to allow 
time for further attempts to reach agreement, but these 
were unsuccessful. In a personal statement to the Dail 
Dr. Browne said that he accepted the decision of the 
Catholic hierarchy, but at the same time he could not 
introduce a scheme subject to a means test. Dr. Browne 
qualified in 1940 at Trinity College, Dublin, and has been 
interested in tuberculosis. 


Awards to Blood Donors 

On April 3 the Princess Royal appealed for more blood 
donors when she presented awards at the Royal College of 
Surgeons to 65 men and 16 women who had given more 
than 50 donations of blood. She was received by Mr. H. 
Marquand, Minister of Health, who said that the service 


_--was now highly organized, and that when a national register 


a 


was ready it would be possible to find the name and address 
ofa donor with one of the rarer types of blood in a matter 
of minutes. The need for more donors was stressed by both 
the Princess and Sir Cecil Wakeley, President of the Royal 
College of Surgeons. 


Fifty Years Ago 

It is just fifty years since Dr. J. Takamine published 
(in the Therapeutic Gazette, April 15, 1901) the first report 
on the isolation and properties of adrenaline in the crystal- 
line state, a work which he had accomplished at the Parke, 
Davis Laboratory in New York. The son and grandson of 


~medical men, Takamine was one of the first graduates in 


chemistry of the Imperial University .of Japan. He came 
to Glasgow to work for a time on the chemistry of brewing 
(discovering taka-diastase), and returned to Japan in 1881 
at the age of 27 to be head of the Japanese Department of 
Agriculture and Commerce. A few years låter he married 
an American woman, and subsequently (1890) moved to 
the United States, where he became associated with Parke, 
Davis and Co. The active principle of the adrenal medulla 
was at that time a subject of great research interest in both 
Europe and America, but Takamine was the first to solve the 
chemical problem involved and to identify the hormone. 


In Brief 


Dr. William Brown, formerly Wilde-Reader in Mental . 


Philosophy at Oxford, has been elected president of the 
British Psychological Society for the year 1951-2. 
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COMING EVENTS 
Croonian Lectures 
Dr. T. Fortescue Fox will deliver the Croonian Lectures 
before the Royal College of Physicians of London, Pall 


Mall East, S.W., on Tuesday, May 8, and Wednesday, 
May 16, at 5 p.m. His subject is “ Professional Freedom.” 


Institute of Biology 


A symposium on “ Freeze-drying ” will be held in London 
on, June 29 and 30. Provisional arrangements include 
sessions on the drying of bacterid and antibiotics (chairman, 
Sir Alexander Fleming), the drying of viruses and vaccines 
(chairman, Dr. C. H. Andrewes), and the drying of tissues 
and tissue sections (chairman, Professor J. F. Danielli). 
Attendance is open to all interested on application to the 
General Secretary, Institute of Biology, Tavistock House 
South, Tavistock Square, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked ee Application should be made first to the institution 
concerned. 


Friday 
LONDON ASSOCIATION OF THE MEDICAL WOMEN’S FEDERATION.— 
At Royal Free ital School of Medicine, 8, Hunter Street, 
roe Squara; i ondon, W.C., na 20, 78.30 pm., “ Some 
mportan ai ts o odern feriology, 
Dr. Anne Gibson. a BORIS: pY 


Monday 
INSTITUTE OF OPHTHALMOLOGY, Judd Street, Londo W.C.— 
Apal d3 23 eee 0 pm, “ Certain Congenital Ocular Palsies,” by 


MEDICAL b. Nate oF Lonpon, 11, Chandos Street, Cavendish 
Square, W.—April 23, 8.30 p.m., discussion: “The Effects of 
Tobacco Smoking,” to be introduced by Professor J. H. Burn, 
F.R.S., and Dr. R. Doll. 

@Rovar COLLEGÉ oF Suxouons Ba ENGLAND, Lincoln’s Inn Fields; 
Mew? wW.c—. pril pm “ Inguinal Failure,” 

W. J. Lytle; 6.15 = i Su enal raaa by Mr. R. W 


„ROYAL "Eva MostTAL, St. Geor orges Circus, Southwark, London, 
S.E—April 23, pa etachment of the Retina,” by 
Professor Arnold oe 


@RoyaL COLLEGE or SURGEONS OF ENGLAND, Lincoln's Inn Fields, 
London, W.C.—April 24, 5 pm., “ Arthritis of the Hip,” 

Mr. W. A. Law; 6.15 pm, “ Bone Grafting,” by Mr. 
Osmond-Clarke. 

Roya EYE ae rlbk as St. inten Circus, Southwark, Condon. 
S.E.—April 24, pm, atism. Factors -Affecting 
Binocular Vision: eea ence,” by Dr . H. n. 

WESTMINSTER SCHOOL OF MEDICINE, eyerstein Lecture tre, 
Horseferry Road, London, S.W.—. April 24, ae p.m. clinico- 
pathological meeting. Discussion: “ Influe 


Wednesday 
Giascow UNtversiry: DEPARTMENT OF OPHTHALMOLOGY.— 
“ Emotions and Eye Disease,” by Professor 


eA: 25, 8 pm., 

B. Riddell. 
INSTITUTE OF OPHTHALMO: oLoGy, Judd Street, London, W.C.— 
April 25, 5.30 p.m., “ Electro-Physiology of the Retina, ” by 
Dr. a C. “Thomson. (Demonstration in three groups on 


ee “AssociaTION.—At Wellcome Research ete, 183, 

Euston Road, London, N.W., April 25, 4.30 p.m, co oured 
j Kidney in Health and Disease.” 

Poe COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—April 25> 5 pm, “ The Marig ement of 
Intestinal Obstruction,” by Professor F. A Stammers 
6.15 “ Infections of the Hand,” by Mr. gf C. B. Butler. 

RoyaL YE HOSPITAL, St. ’s Circus, Southwark, London, 
S E.—Apmil 25, 5 p.m, “ Buphthalmos,” by Mr. R. P. Crick. 

ROYAL INSTITUTE OF PUBLIC TH AND HYGIENE 28, Portland 
Place, London, W.—April 25, 3.30 pm., “ Hypnousm—Its 
Uses and Limitations in Medicine,” by Dr. Henry Yellowlees. 


' Thursday 

EprinsurcH Universiry, University New Buildings (Anatomy 
Theatre), Teviot Place, Edinburgh.—April 26, 5 p.m, * Vitamin 
B,, and Folic Acid in the Megaloblastic Anaemias,” Honyman . 
Gillespie Lecture by Dr. R. H. Girdwood. 

Menico-Lecat Sociuzry.—At 26, Portland Place, London, W., 
April 26, 8.15 p.m ; “ The Medico-Legal Significance of Death 
Following Aborion,” by Dr, R. Donald Teare. 
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@RENAL ASSOCIATION -—At Ciba Foundation, 41, Portland Place, 
London, W. April, 26, 430 p.m. ° The Kidney and the 
Circulatory Sys stem,” Professor K. J. Franklin; “ Spinal 
Anaesthesia and the Kidney,” by Dr. A. H. Galley; “ Renal 
Changes in Obstetric Shock,” by "Dr. A. D. Telford Govan. 

Royal Army MEDICAL Millbank, London, S.W.— 
April 26, 5 pm., “ Biting. Insects in the North,” by Major 
R. A. Smart. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields, 
London, W.C.—A 26, 3.45 p.m., “ Experimental Study of 
the Course and gulation of Neoplasia,” ïYmperial Cancer 
Research Fund Lecture by Dr. L. Foulds. 

@Royat COLLEGE OF SURGEONS oF ENGLAND, Lincoln’s Inn Fields 
London, X W.C.—April 26, 5 pam, “ Peripheral Nerve Injurles, 


by M Boa Seddon; 6.15 Don i Aneurysms of the Caotid 
fissr tt Professor Lam 
ROYAL ie Y OSPITAL, St. George’s Rogen Southwark, London, 
oe pbi Deter 30 pm. “ Ocular Therapeutics,” by 
s$ 


Sr. ANDREWS Unsvenerry fae Lecture greatte: Meirin Medra 


Sr. GEORGE'S HOSPITAL MEDICAL ScHOOL, Hyde Park Corner, 
London, S.W.—April 26, 4.30 pm., “ Neurology,” lecture- 
demonstration. 

Torquay AND Districr MenicaL Sociery —At Torbay fee ce 
April 26, 8.30 p.m., “ The Changing Face of Midwife 
Mr. Alan Brews. 

UNIVERSITY COLLEGE, , Physiology Theatre, Gower Street, London, 
Wc .—April 26, 4.45 p.m, nergy | Transformations in Living 
Matter,” by Professor H. A. Kre 

Untversrry OF WaLes: WELSH NATIONAL SCHOOL OF MEDICINE. 
—At Reardon Smith Lecture Theatre, Park Place, Cardiff, 
April 26, 8 p.m., “ Child Health,” by Professor A. G. Watkins. 


\ Friday 

INSTITUTE of OPHTHALMOLOGY, Judd Stree 
April 27, 5.30 p.m., “ Sensitivity of O 
Professor D. Slome. 

KENT AND CANTERBURY HOSPITAL, Canterbury.—April 27, 8 p.m., 
clinical meeting. 

MEDICAL Society FOR THE STUDY OF VENEREAL Diseases, 11 
Chandos Street, London, W —April 27, 7.15 for.8 p.m., genera 


London, W.C.— 
lar Structures,” by 


meeting. “The Use of Penicillin in the Treatment of Neuro- 
philis,” by Dr. W. D. Nicol and Dr. Maeve Whelen. 
dis iscussion will follow. 


@Rovart COLLEGE OF SURGEONS OF ENGLAND Lincotn’s Inn Fields, 
London, W.C.—April 27, 5 pm., “ Ulcerative Colitis,” y 
Mr. R. S Corbett; 6.15 pan., * Post-gastrectomy Syndromes,’ 
by Mr. N. C. Lake. 

Royat Eye Hosprratz, St. George's Southwark, London, 
§.E.—April 27, 4.30 p.m., “ Surgery of Cataract,” by Mr. A. J. 








BIRTHS, MARRIAGES, AND DEATHS | 


BIRTHS 
Bindon Blood.—On April 11, 1951, a Lae il Hospital, London, W., 
to Rita, wife of W. Bindon Blood, M B., B.S., @ son—Nigel Bindon. 
“Infirmary, Cardif, to Florence 
Eleanor (formerly Thomas), wife of Dr. A. G. Freeman, a son—Michael 


Jobn. 
at tbe Norfolk and Norwich Hospital. to 
? H. Sutton, a daughter. 
Swiascow.—On Apri 12, 1951, to Josephine, wife of Dr Donglas 
Swioscow, a daughter. 
* MARRIAGES 
Medine--CortelL—On April 1, 1951, at Boston, Mass, U S.A., Dr. Myer 
Medine, M.B.E., Lieutenant-Colonel, R-A.M.C, reured, to Dr Ruth E. 


Cortell, 

Taylor—Tebbs.—On March 22, 1951, at St, Michacl’s Church, Highgate, 
London, N., Re S Taylor, OBE, M.R.CS., L.R C.P., F.DS, to 
Mary Angela T 

= DEATHS 


Cross de Chavannes.—-On April 1, 1951, at The Court House, West Mecon, 
Hants, Edward Henry Eustace Cross de Chavannes, M.D., Wing Com- 
mander, R.A.F., retired, 

Dowglas.—On March 31, 1951, at his home, 39, ncn Road, Largs, 
Ayrshire, Archibald Randolph Fulton Douglas, LR P &S.Ed,, L.D S., 


D.DS 

Fawcett.—On April 6, 1951, dt Conger House, Toddington, Beds, Raipb 
Frankland Morns Fawet, DS.O. MD., J.P, Liemenant-Colonel, 
RAMC., retired. 

.—On March 28, 1951, at Leicester Royal Infirmary, Louis Kenneth 
Harrison, CBE, M B., B.Ch, of Springfield Honse, Leicester, aged 79. 

Reath.—On April 2, 1951, at Moretonhampstead Cottage Hospital, Devon, 
Oliver Heath, M.D., aged 73 

Robinson.—On Apni 1, 1951, James Salmond Robinson, M B., F.R.C S Ed., 
of Cheltenham. 

Rundall.—On Aprii 7, 1951, at Broxbourne, Lanrence Rundall, M.B., Ch B, 
Captain, 1.M.S, retred, of Kerri Cottage, Cooden Beach, Sussex 

Satvage.--On April 4, 1951, John Valentine Salvage, M D.. Lieutenant- 
Colonel, R.A.MC, retired, of 52, Burleigh Mansons, London, W.C. 

, 1951, Eugen Richard Schuster, M D., of 27, 

Shireball London, N W. 

Seott.—On Apa 5, 1951, at Bristol Royal Infirmary, Harold Hope Scott, 
LRCP&S Ed., L.R.F.P S., of Linden Gate, Clifton Down Road, 
Bristol. 

Siddous.—On April 5, 1951, at Trosnant Lodge, Pontypool, Mon., Bertram 
Siddons, M.B., Ch.B., aged 57. 


Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Antivitamins t 


Q.—What are antivitamins? 
human nutrition ? 


A.—Strictly speaking, antivitamins are defined as sub- 
stances which counteract the action of vitamins by bio- 
logical competition resulting from similarities in chemical 
constitution. Thus the sulphonamide drugs may be con- 
sidered to be antivıtamins in opposing the action of the 
vitamin para-aminobenzoic acid, Numerous artificial anti- 
vitamins opposing most of the B vitamins and-vitamin K. 
have been synthesized. When they are given to animals it 
is nēcessary to raise considerably the allowance of the corre~ 
sponding vitamin in order to avoid symptoms of deficiency. 
An excellent example of a natural antivitamin may be seen 
in the dicoumarol of spoilt: sweet clover, which causes 
haemorrhages in farm animals by opposing vitamin K. 

In a less strict sense the term antivitamin may be extended 
to include “ toxamins ” which oppose the action of vitamins 
by mechanisms which are not related to biological competi- 
tion, or at least have not been proved to be so related. Thus 
raw egg-white contains a factor called “avidin” which 
inactivates biotin in rats, raw fish precipitates the onset of 
acute vitamin Bı deficiency in foxes, and bracken causes the 
same deficiency in farm animals. 

In human nutrition at least one antivitamin, the phytic 
acid of cereals, is of great importance. It is a phosphory- 
lated form of inositol, and opposes the action of vitamin D. 
When the recent war -necessitated the use of our present 
coarse flour for making bread the danger that’an increased 
intake of phytic acid might cause rickets was recognized, 
and calcium carbonate has been added to the flour as a 
precautionary measure ever since. 


Are they important ir 


Syphilis in Different Races 


Q.—To. what extent do racial factors determine the clinica? 
manifestations of. syphilis? 


A.—In the American negro, as compared with the white 
races, pustular and annular eruptions (precocious tertiarism). 
and generalized adenitis are much more frequently observed’ 
during the secondary phase of the disease. In Jate syphilis 
bone lesions and cardiovascular complications are also more 
common, but tabes dorsalis and general paralysis of the 
insane .are much less frequent. (This latter is also true of 
the Chinese, though the Japanese in this respect are similar 
to Europeans.) It has also been stated that visceral syphilis. 
is not observed in the African negro, and that extra-genital 
chancres are uncommon. 

There are many who maintain that the Pacific islanders. 
and natives of other tropical countries in which yaws is 
endemic develop, following an attack, an immunity to 
syphilis. This may also be true of Bedouins who have- 
contracted bejel, another disease due to a spirochaete 
morphologically indistinguishable from T. pallidum. 
Syphilis has rarely been reported: among the Polynesians, 
of Fiji (in whom yaws is especially prevalent), though it 
is widespread among the Indian and half-caste population. 
of the island. As against this many experiments on human 
beings and monkeys have all shown that a successful inocu- 
lation of yaws produces-no immunity against syphilis and’ 
vice versa. The situation is obscured by the confusion that: 
still exists between syphilis, yaws, and bejel, but the recently- 
evolved treponema immobilization test may help to clarify it. 
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a Sexual Desire in the Middle-aged 


Q.—I have recently been consulted by two men, each 
aged 50 and each complaining of diminution of sexual 
desire coming on fairly rapidly over a period of about 
six months. Both are happily married and otherwise 
healthy. Both complain of inability to maintain or initiate 
a satisfactory erection. Is this`normal at this age, or likely 
to be permanent, and is there any treatment? 


A.—The duration of sexuality varies greatly in different 
men, some retaining it into the seventies, and occasionally 
even into the-eighties, and others losing sexual interest even 
in the early fifties. In the latter case it is unlikely that 


“sexuality has ever been very strong, so that the frequency ` 


of intercourse-gradually drops until it ceases altogether after 
20- years of married life. In the two cases quoted it is 
important to make sure that neither physical nor psycho- 
logical causes for the absence of desire exist—such as 
glycosuria, fatigue from overwork, domestic emotional 
difficulties, etc. Methyl testosterone is often given in such 
cases by mouth, but it is not usually effective, and, when it 
is effective, this is often the result of suggestive action. 
Small doses of thyroid have also been known to help.. 


* 


Prematurity, Jaundice, and the Rh Factor 


Q.—A patient at the age of 25 had albuminuria during a 
pregnancy. The child was three weeks premature, jaundiced 
at birth, arid died in two weeks. Two years later she had 
a further pregnancy, again with signs of moderate toxaemia, 


and again the child was three weeks premature (weight 
` 5 lb. 2 oz—2.3 kg.) and deeply jaundiced. This child sur- 


vived and is now healthy. The patient is again pregnant. 
She and her husband are both Rh negative.. (I) Are there 
any steps I should take to prevent a possible recurrence of 
the first mishap? (2)-Has the Rh factor any ‘bearing on 
the presence of the toxaemia? 


-A.—(1) If a husband and wife are both Rh negative, 
all their children must be Rh negative, and such children 
cannot immunize the mother to the- Rh. factor. It is, of 
course, possible for a woman to become immunized to 
other blood-group factors and for this to be the cause of 
mishaps ` during pregnancy. But these cases are rare and 


should be considered only when there is clinical evidence 


that one or more infants have been affected with haemo- 
lytic disease in one of its recognized clinical forms. : 

In the present case two infants have been, born prema- 
turely and both have been jaundiced. Jaundice in prema- 


T ture infants is so common that by itself it should hardly 


arouse a suspicion of, a haemolytic process. The first child 
is said to have been jaundiced at birth. It is very important 
to know whether this means jaundiced at the moment of 
birth or jaundiced within two or three days of birth. If 
the infant was actually jaundiced when it was borp, the 
suspicion of haemolytic disease. of the newborn becomes 
strong. In that case determination ofthe ABO groups’ of 
the husband and his wife might be informative. Occasion- 
ally, when the mother is group O and the father belongs to 
group A or B, the infants inheriting -A or B from the father 
become affected by the anti-A or anti-B in the mother's 
serum and suffer from a form of haemolytic disease of the 
newborn. If, in the present case, the husband and wife both 
belong to the same ABO group, this possibility would be 
excluded and it would then be worth sending the mother’s 
serum to, a blood-group reference laboratory so that an 
examination could be made for unusual antibodies, apart 
from anti-D (the common kind of anti-Rh). 


(2) There does not seem to be any close connexion between 
toxaemia of pregnancy and iso-immunization. In the 


present state of knowledge the development of toxaemia in » 


the mother should be ‘regarded as coincidence, 


, ~ 
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° Skin Tests*in Tuberculosis Contacts 
Q.—Following exposure to “infection from a patient 
suffering’ from open pulmonary tuberculosis, five children 
in the household were recently patch- -tested by me, using 
‘prepared patches of human, bovine, and control type. 
All the reactions were negative, with the exception of one 


- child, aged.4 years, who showed marked reaction to -the 


‘bovine patch only. The child had had a mild attack of 
German measles about 18 days previously,sbut is apparently 
healthy. What interpretation am I to put upon this positive 
reaction, and what further investigation would you advise ? 


A.—There is often cross-reaction between the bovine and 
human tuberculin patch tests. The solitary positive with 
bovine patch may or may not be significant. As a confirma- 
tion a Mantoux test with 1/10,000 old tuberculin should be 
done: 0.1 ml. is injected intradermally and the result read 
in 48 hours; a weal of diameter greater than‘5 mm. indi- 
cates a positive reaction. If this réaction is negative the 
test should be repeated using 1/1,000 old tuberculin. In a 
case of this kind there is little point in carrying the reaction 
to a higher concentration if the 1/1,000 is negative. As a, 
doubt has been raised by the patch test it is certainly wise 
to have a radiograph of the child’s chest. 

It must be remembered that even if the skin tests in all 
the children are negative they should be repeated at three- 
monthly intervals for at least a year, or, if contact continues, 
indefinitely. For these-tests it is preferable to use tuberculin 
jelly. The skin over the sternum or between the scapulae 
is cleaned with anaesthetic ether or acetone, and a little 
jelly applied. It is covered with “ elastoplast ” and the test is 
read in 48 hours. Any weal, papule, or vesicle at the site of 
the application of the jelly indicates a positive reaction. For 
children over’ 5 the test is made more sensitive by giving 

-the skin a single gentle stroke with “flour paper” before - 
applying the jelly. \ 


eat 


Control of Growth 


<—What factors affect growth in height in human 
beings? Is there any means of stimulating the rate of 
growth ? t 


ı A.—The pituitary gland, in particular the pituitary eosin- 
ophil cells, appears to be the primary endocrine factor 
determining growth, although this in its turr is genetically 
determined. Although the growth hormone-has its specific, 
growth-stimulating effect’ on epiphysial cartilage quite’ i 
independently of other hormones, it is recognized that the 
other endocrine glands, particularly the adrenals, thyroid,’ 
and gonads, play a part. Albright postulates two physio- 
logical phases of growth, the first before puberty, due to the 
pituitary growth hormone associated with a high serum 
phosphorus ; and the second after puberty, associated with 
secretion of the gonads. Thyroid will stimulate growth 
in a cretin and sometimes in idiopathic dwarfism. Testo- 
sterone will stimulate growth in hypogonadism—for example, 
in infantilism—and there is evidence that given clinically it 
causes premature union of the epiphyses, as happens in 
pathological sexual precocity and in animal experiments. 
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MASS RADIOGRAPHY FINDINGS IN THE NORTHAMPTONSHIRE 
' BOOT AND SHOE INDUSTRY, 1945-6* | 


BY > > se 


5 ALICE STEWART, M.D. F.RC.P. 
SK 3 
` AND 4 : ` 


J. P. W.- HUGHES, M.D. D.P.H.t : E 
- (From the Institute of Social Medicine, Oxford) ` 
Recent studies of miniature mass idioat and Tame I —Age and oe Distribuuon o, poe Examined by 
National Service records (Smith, 1947; Stewart and š ~ _ Mass Radiography, 
_ “Hughes, 1949) have revealed the following facts about 
’ the boot and shoe industry : (a) there is a high inci-- ; Sasa. ite Aa e oom 
` -dence of active pulmonary tuberculosis among factory j — n a 
Operatives ; (b) there is more disease.in large than in ova i : 
small factories; and (c) the industry tends to recruit 
men of poor physique. These findings suggest that the 
high death rate from pulmonary tuberculosis in the 
industry as a Whole (Registrar-General, 1891-1931) is 
- due to selective recruitment, and that the higher rate for 
factory operatives than for home workers (Registrar- - ae es 
Sade 1921~1931) is due to carriers infecting fellow number on bona Fg Ra a ea oo ot 
workers. . 
This hypothesis was put. forward in the preliminary ‘operatives, and all workers in the heel-building and closing 
- report of the present investigation (Stewart 4nd Hughes, factories. f ` 
` 1949). Since then we have re-examined the original mass All three reports are based on the records kept by the | 
radiography records and have also collected-other data Deal olios rae of ne ots (DeM: PR 
relating to working conditions and to the incideñce of ae ‘erions Tung disease, ria sie . = eieo ene eas! 
pulmonary tuberculosis. A complete report on all this professional opinion and, where available, the results of one - 
material is not yet available, but two papers, one giving contemporary sputum test. e 
` a historical survey of tuberculosis mortality in the print- The first report includes an occupational analysis of the- 
ing and shoemaking trades (Cairns and Stewart, 1951) control group—that is, workers in “other” occupations. - 
and the other the result of bacteriological sampling of Suffice it to say here that half the workers came from” 
the air in boot and shoe factories (Hirch, 1951), have engineering, clothing, or leather-dressing- factories, and 
been accepted for publication since the preliminary approximately 16% were in professional or clerical 
report appeared. “The purpose of this third paper is to occupations. 
complete the account of the mass radiography survey. ~ The coverage (see Tables I, VIL, and X) is based on a 
a+ comparison between the number of- persons on the pay- 
PART L—COMPARISON OF BOOT AND SHOE | ka of = Aba and aoe vette and the number 
WORKERS WITH WORKERS IN OTHER- a or examination 
: OCCUPATIONS Rather more men than women attended for examina- 
fr Ae than con-- 
During its first tour of the county (March 1,.1945, tion, and shoemakers were better represented S 
to January 1, 1947) the Northamptonshire mass radio- trols, but the only important difference between ei 
graphy unit examined 18,660 workers in boot and shoe two occupational groups was in respect T Pt 81% 
factories and 23,738 other persons over the age of 14 of men and 43% of women in the pe oS morm 
years Gee Tabie D a ae 
a se eA The first a ASNE, 1997) ‘refers In Table Il the subjects-who were recalled for a large ` 
to.all persons examined before June 1, 1946,-and the second film and those who were not are shown separately. The 
only to.“ skilled operatives in boot and shoe factories.” In former includes persons who were found to have tuber- 
the present paper and in thè original report (but not in the culous lesions, other chest diseases, or-no disease; and 
interim report) “ boot and shoe workers” or “ shoemakers” - the latter a small number of persons who were suspected 
„include office and maintenance staff, skilled and unskilled of having lung disease but refused to be re-examined 
*Further report of an investigation initiated by representatives Over 94% of the subjects showed no radiological evi- 
giie boet and tay dey gnd uae ae Sue dence of disease and Iesi than 0:1% refused to be 
Research Council. - re-examin 
tWith a grant A tho Medica o> i . f pn 
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A ey; 
os Both men were ox- 
m s Recalled for large fitm, but failed to attend. 


including previously notified persons who wore recalled for large films. 


Occupational Group - 





` 


s 


in italics indicate cases with ih tubercle bacilli in sputum {singlo examination at timo of survey). » a 


Non-tuberculous Disease , á 


Hitherto, no mass radiography statistics relating to 
non-tuberculous disease among shoemakers have been 
published. It is necessary, however, to consider these, 


since a high rate of tuberculosis in an industry could be 


due to- dust disease. 


- In spite of being older, the shoemakers had no more 
` non‘tuberculous disease than the controls. Cardio- 
vascular lesions were relatively uncommon among 
female boot and shoe workers, but in other respects 
there was little difference between the two occupational 
groups, -Two of the male shoemakers showed- radio- 
logical evidence of pneumoconiosis, but since they were 
both ex-miners it is clearly unrealistic to attribute this 
to leather dust. 


The figures are in line with the fact that shoemakers, 


in spite of having a high tuberculosis mortality, have, 


- a low mortality from other lung diseases. In-this respect 
.they offer a striking contrast to potters, tin-miners, and 
other workers exposed to a silica-dust hazard (Registrar- 
General, 1891-1931 ; Collis, 1925 ; Cairns and Stewart, 
1951). . 
Tuberculous Disease 


In the earlier reports, only “ newly discovered active 
tubérculosis of the Jungs in persons who require to stay 
off work for treatment” was considered. To discover 
why this type of case was exceptionally common among 
shoemakers, who do not suffer from pneumoconiosis, 
several lines of inquiry must be followed. It has, for 


instance, been suggested that working conditions in boot 


N 





and shoe factories favour spread of the disease. How- 
ever, tuberculosis might have been unduly common solely 


» because the trade had recruited an exceptionally large 


number of tuberculous subjects. Workers who had 
already been notified were automatically excluded from 
the newly discovered active group, but conceivably the 
latter was wholly composed of persons who, though 
not notified, had in fact developed the disease before 
entering the industry. Possibly, also, shoemakers are’ 
more susceptible to infection than other workers and 
therefore more liable to develop overt disease. These 
hypotheses are not mutually exclusive, and to give each 
its due weight it is necessary to consider five overlapping 
categories of tuberculous disease: active and quies¢ent, 
previously notified and newly discovered, and cases with 
tubercle ‘bacilli in the sputum. 


j All Forms of .Disease 

Radiological evidence of pulmonary tuberculosis was 
detected in - 1,330 cases. In 1,104 of these the disease was 
quiescent, and in 226 it was active. The former group 
included 89 previously notified persons, and the latter 15 
previously notified and 62 with tubercle. bacilli in their 
sputum. All forms of the disease werè more common 
among shoemakers than controls, but the disparity varied 
with age, sex, and clinical condition (see Table IID. 

$ ` 

Quiescent Disease (Newly Discovered and. Previously Notified) 

Unless tuberculin tests have been made, it is impossible 
to estimate the infection rate in any one population ; but the 
relative rate of infection in two populations can be judged 
by comparing the percentage of persons among them who 


TABLE Ill.—-Incidence of Active and Quiescent Tuberculosis 


Pulmonary Tuberculosis ; 





Age ‘ s 
Eo Sex | Occupation pokes: Active Quiescent - 
Newly Discovered | Previously Notified | Newly Discovered | Previously Notified 
No % % % 
Boot adibo L EA 3(2) 1 021 333, 
14-34 oe 1-55 0-24 1:98 
bas and shos é 823 100 1-74 10 0-21 142 {3 2:95 
0-79, 1:14 3 , O04 135 (6) 1-97 
note and shoo E RER 34 041 378 (78 4-56 , 
RGA 16 0-17 | 34006) — 3-61, 
Boot and shos 3, 3,690 5 8 0-22 | 111 301 
6 @) 0. oa 2: 2 0-08 64 (1) (255 
Boot and shoo 10, "564 62 “3 38 0-37 440 (32 4:34 
i Other 2: 28 O19 438 U 3 Os 
All agos a 
` ow pot pod shoe gan 53 ; 0-01 181 | 2:13 18 0-21 233 2 297 
}, 374 60 — — 134 1-43 5 003 199 2:12 








pw Figures in ıtalics indicate cases with tubercle bacıllıin sputum- ` fo oni 
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have not knowingly suffered from the disease but who show 
healed and‘active lesions. In the present instance, since only 
one person was responsible for the complete set of records, 
the “newly discovered quiescent cases” can be assumed to 
be proportional to the number of healthy tuberculin reactors 
in the two occupational groups. , . 

There was a higher proportion of cases-of quiescent newly 
discovered tuberculosis among the men than among the 
women, and more among the shoemakers than among the 
controls (see Table ID). These differences are partly due to 
differences in the age structure of the four groups, but they 
cannot be wholly explained in this way. For example, 
when the subjects were divided into two. age groups it was 
found that 2.31% of male and 1.74% of female boot and 
shoe workers under the age of 35 years were included in 
the relevant category, compared with 1.55% of male and 
1.14% of female controls. These differences are statistic- 
ally significant, and similar ones exist in the older age group 
(see Table UD. From this it can be inferred that the shoe- 
makers had been more exposed to infection than the controls 
rather than more liable to succumb when infected. 


Previously Notified Disease (Active and Quiescent) 

Men and women who take up work after being treated 
for tuberculosis do so knowing that they are physically 
handicapped. Hence the number of previously. notified 
casés in a given occupational group is a measure of con- 
scious selective recruitment. The proportion of these cases 
found to be suffering from active disease at any given time 
ts also an indication of the breakdown rate after apparent 
recovery. - 

In the shoemaking group 0.46% of the men and 0.22% 
of the women had ‘already been notified as cases of pul- 
monary tuberculosis, compared with 0.22 and 0.05% of 
male and female controls. The proportion of active cases 
in the previously notifled group was distinctly higher for 
men (17.5%) than for women (4.2%), but approximately the 
same for male and female shoemakers (15.2%) and men 


~ and women in other occupations (13.2%) 


, 


-to their own occupation. 





cases (0.09 and 0.03%) and partly to an excess of newly 


discovered cases in the older age group (0.60 and 0.30%), 
but chiefly to the fact that the incidence of newly discovered 
cases in the younger age group was four times as high for 
shoemakers as for controls (0.64 and 0.16%). 

In theory, an exceptionally large number of newly dis- 
covered cases of active pulmonary tuberculosis in the boot 
and shoe industry could be due solely to choice of this 
trade by persons who, were conscious of ill-health but un- 
aware that the cause was tuberculosis. There are, however, 
several reasons why this is unlikely. For instance, although 
young men move relatively easily from one industry 
to another, they usually suffer from an acute form of 
tuberculosis which is soon incompatible with work. Older 
men tend to have a more chronic type of disease, but they 
are relatively immobile, because change of work at that 
stage involves loss of status and reduction in earnings. On 
the other hand, since the boot and shoe industry undoubtedly 
attracts men of poor physique, some of the men with newly 
discovered active lesions may have entered the industry after 
developing the disease. Since persons with chronic lesions, 
are likely to be carriers, the attack rate may also be unduly 
high among shoemakers. 

To obtain further evidence on this last point, the following 
procedure was adopted. First the original radiographs (large 
films) of the active cases were reassembled. Then an inde- 
pendent witness* who was not told the age, sex, or occupa- 
tion’ of the subjects, or whether they had already been 
notified, was asked to classify these films.as follows: 


Group I—-Cases showing radiological evidence of recent' 
infiltration of otherwise healthy lungs.t 

Group II.—Intermediate between I and Hl. 

Group ill —Cases~ showing radiological evidence of 
old-standing disease, with or without signs of recent 
exacerbation. 


When the classification was completed it was found that 
within the group of active cases there were no occupational 
differences in the radiclogical grading. There were, how- 


TaBLE IV.—Radiological Classification of Cases of Active Tuberculosis 











X-ray Group 














Ses 
M Boot and shoe 
Other 
P Boot and shoe 
Other 








pi 


The distinctions between men and women are probably 
due to economic factors, and between shoemakers and othe 
workers to the nature of the work performed. As shoe- 


-making does not demand strenuous physical exertion, skilled 


men who develop tuberculosis find it relatively easy to return 
For the same reason men from 
heavy industries may take up shoemakıng after contracting 
the disease. It was unfortunately not possible to discover 
how many of the previously notified men attending the mass 
radiogiaphy survey were shoemakers before notification and 


how many had subsequently migrated into the industry 


t . 


Active Disease (Newly Discovered and Previously Notified) 


In addition to the newly discovered cases of active pul- | 


monary tuberculosis described in “the earlier reports, there 
were a few previously notified cases with active disease. 
Taking these two types of case together there was no differ- 
ence between the women in the two occupational groups, 
but the rate for male shoemakers was over twice as high 
as the rate for other men (see Tables If and IHI). This 
difference was due partly to an excess of previously notified 


Figures in italica indicate cases with tubercle bacilliin sputum 











ever, marked sex differences, nearly 90% of- the women 
having recently acquired lesions, compared with only a 
quarter of the men (see Table TV). Finally, the average 
age of the subjects, and the number of persons with tubercle 
bacilli in the sputum, were lowest in Group I and highest 
in Group III. : 
This attempt to group the active cases according To the 
age of the disease process, on x-ray evidence alone, has 
obvious weaknesses, and it is unlikely that two observers 


would have agreed in all cases (Birkelo et al., 1947; Fletcher | 


and Oldham, 1949). There are, however, several cogent 
reasons why the classification can be accepted as generally 
true of the group, in spite of possible errors in the placing 
of-a few individuals In the first place, the different results 
for the two sexes are such as would have been expected. 
Secondly, the results for the two occupations, where no 


*We are indebted to Dr. W. T_ Bermingham, who succeeded 
Dr. Brough as medical officer in charge of the mass radiography 
unit after the first survey was completed, for this part of the 
investigation. - 

tFor the purpose of this investigation, a calcified Ghon or 
Assmann focus was not regarded as evidence of previous disease, 
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differences were to be expected, are, in fact, identical. 
Thirdly, there is a definite and steady age gradient. 
Fourthly, there is an equally marked increase from group 
to group in the- number of cases with tubercle bacilli in 
the sputum. Finally, none of the previously. notified cases 
was mistaken for recently acquired disease. Hence, the 
admitted weaknesses of this method of grading, from the 
point of view of individual diagnosis, do not invalidate its 
use for showing what very different types of disease are 
included in the category “newly discovered- active cases 
revealed- by mass radiography,” and indicating their 
approximate proportions. 

Since the overall incidence of newly discovered active 
cases, and also the incidence of recently acquired and old- 
standing lesions, were greater among the shoemakers than 
among the controls, there must have been a high attack rate 
as well as a high carrier rate in the boot and shoe factories. 


PART IL—COMPARISON BETWEEN DIFFERENT 
GROUPS OF SHOEMAKERS 


In the interim report of the present investigation it 
was suggested that the relationship between factory size 
—that is, total working population—and incidence of 

_ newly discovered active cases of pulmonary tuberculosis 
might be due to the fact that, given similar working 
conditions, including spacing of operatives, the risk of 
contracting the disease was proportional to the number 
of persons per room. This hypothesis assumes (a) that 

‘it is possible for carriers to infect fellow workers, (b) 
that carriers are randomly distributed in boot and shoe 
factories, and (c) that there are usually more persons 
per room in large factories than in small ones. `; 

In order to obtain further evidence on these points 
the statistics for boot and shoe operatives were analysed 
in terms of factory size, occupation, and region. The 
following definitions were also adopted: : 

Attack Rate—The number. of newly discovered active 
cases of pulmonary tuberculosis in X-ray Group I--per 
stated number of workers. 

Carrier Rate—The number of cases of active pulmonary 
tuberculosis (newly discovered and previously notified) in 
X-ray Groups H and IN per stated number of -workers.* ~ 


1, Factory-size Analysis 


Carrier and Attack Rates in Factories of Different Sizes 

In Tables V and VI, male and female shoemakers 
are shown in five factory-size groups. Table V includes 
all cases with tuberculous lesions (active and quiescent) 
and also distinguishes the previously notified from the 
newly discovered cases. 


In -the interim report males and females were not - 


`. discussed separately. However, Table V shows that 
the correlation between factory size and incidence of 
newly discovered active pulmonary tuberculosis holds 
true for both sexes. It also shows that the distribution 
of previously notified and -quiescent cases is not 
influenced by factory size. s 

In-Table VI the active cases, with and without tubercle 
bacilli in the sputum, have been placed in the three 
x-ray groups. Estimated attack rates and carrier rates 
for the five factory-size groups, calculated from these 
basic data, are also included: 


i a ; 
*According to this definition, a carrier is “a person known to - 


have active pulmo 
it for some time.” 
which in only persons in X-ray Group HI known to have 

ichever definition is used, 
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TABLE V.—Shoemakers Only. Factory-size Analysis. Incidence 
of Active and Quiescent Tuberculosis - 


Cases of Pulmonary Tuberculosis 





Factory- Workers Examined 

Groups ` | Over Ne Rates 

(Ww. No. | 35 Yrs ka 
` Population) |, % | Active Quiescent} A/ND | Q/ND| P/N 
Makes: 
1-100. 82 9 67 
101-200 | 15 93 
201-350 |. 81° no 75 
351-600 | í 73 d2 5 
Over 600 . 77 | 191] 61 ¢ 

Total .. | 10,147 | æ | 71 (9) | 369 (3a) 
se 1,505 | 45 70) | 32 
101-200 1: | 2037 | 44 8 45 
201-350 |. | 1,773) 44 Ju 47 
351-600 .. | 1:319 | 42 | 10 40 

600 18 35 (I 
Total .. | 8,513 | 43 | 54(2) | 199 78) 





AIND = Active discovered. Q/ND = Quiescent ly discovered 
P/N ~ Previously peat Aa Figures in italics indicate previously notified 
Tame VI.—Shoemakers Only. Factory-size Analysis. Estimated 

Attack Rates and Carrier Rates for Pulmonary Tuberculosis 








~~ © Hatimated attack rates based on cases in X-ray Group 1; estimated carrier 
rates based on cases in X-ray Grou: il and it. y 

Figures in italics indicato cases with tubercle bacilli in sputum. 

These figures show that both the attack rate and the 
carrier rate for males were lowest in factories with 
fewer than 100 workers and highest in factories with 
over 600 workers. The numbers are too small to assess 
the significance of the differences between each factory- 
size group, but, if factories with over and under 600 
workers are compared, the difference in the two 
attack rates is found to approach statistical significance , 

(i r the observed difference 


sanded Seer oF the dilemas 1?) 

The difference between the two corresponding rates 1s 
not statistically significant. In the case of females the 
attack rate-also increased with size of factory. _ The 
gradient was less steep than in the case of men, but for’ 
factories with over 600 workers the attack rate was two 
and a half times as high as the rate for factories with 
fewer than 100 workers.t 


Only tentative conclusions may be drawn from these 


„results. The steady rise in the attack rate suggests that 


factory size has an important influence on the risk of 
contracting tuberculosis. On the other hand, it is uncer- 
tain whether the rise in the male carrier rate was due 


tIt should be noted here that there is even less tion of | 
male and female, operatives in boot_and shoe factories than the 
occupational grouping $ (see Tables VIH and > There 
is, for instance, a traditional association between -clickers and 
closers and between finishers and shoe-room workers, and in 

factories all the workers are housed in the same room 

It is therefore reasonable to assume that many of the young 
vona with active tuberculosis had been in contact with male 
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to the fact that carriers were not randomly distributed or Taste VIJ.—Shoemakers Only. Occupational Analysis. 
- to the impossibility of making a clear-cut distinction - —- _‘Incidence of Active and wlescent Tuberculosis 


between carriers and victims. So far as they go, the ° 


female rates support the latter explanation. 


Numerical and Spatial Arrangement of Workers 

No record of the internal working-arrangements in 
boot and shoe factories: was made at the time of the 
mass radiography survey. When, however, it was found 
that factory size was influencing the distribution of 
newly discovered active cases the factories were revisited 
-and the. following information obtained: (a) the num- 
ber of separate workrooms in each factory; (b) the 
number of workers (in the main occupational groups) 
in each room ; and (c) the floor area of each, workshop. 

In a representative sample of 25 factories the actual 
distance between typical groups of workers was also 
measured. From these data mean values for workers 
per room, floor space per worker, and distance between 
adjacent workers were obtained for the five factory-size 
groups and the six clearly defined occupations (see 
Tables VIE and X).: This analysis revealed a positive 
correlation between’ factory size and number of workers 


Taste Vil.—Shoemakers Only. Factory-size Analysis. Numerical 
and Spatial Arrangement of Workers 





* The number of workers rimmad cs Resist as a: porcentage: o£ iho total 
aumber oa the pay-roll of each factory. p 


per room. Thus the third assumption made in the 
interim report (that there are usually more persons-per 


room in large than in small factories) was clearly justi- - 


fied. It was also found that the`workshops in large 
factories tend to be more congested than the workshops 
ın small factories. Hence the risk of contracting dis- 
eases due to droplet infection is likely to be greater in 
the former. 


2. Occupational Analysis z 


Attack Rates and Carder Rates in Boot and Shoe Factories 
+ There are six clearly defined occupational groups in 
boot and shoe factories. In four of these (clicking, last- 
ing, finishing, and rough stuff) male workers are in a 
majority, and in- two (closing and shoe rooms) the 
majority are women (see Table VOT). ! 
The first report of the mass -radiography survey 
showed that the incidence of newly discovered active 
pulmonary tuberculosis was exceptionally high in the 
clicking, lasting, and finishing, but not in the rough-stuff, 
closing, or shoe-room departments. Since workers in 
closing and shoe rooms are usually women, it is not 
` Surprising that the rates for newly, discovered active 
cases in these departments were not significantly dif- 


ferent from those for women in the control group ` 


(see Table HI). In the rough-stuff departments, how- 
ever, it-was the male workers who were found to have-- 
significantly lower rates than the other men (see Smith, 
1947, also Table VIII). To discover why male rough- 
stuff workers (most of whom are sole-cutters) are 





te 


y 


groups were reanalysed in terms of previously notified 
and newly discovered cases, x-ray groups and numerical 
and spatial arrangement of workers, Table VIII shows 
that the incidence of newly discovered quiescent 
cases’ was actually lower among male rough-stuff 
workers than among male clickers, lasters, or finishers, 
though this difference is slight and not statistically 
significant. It is unlikely, therefore, that the 
low rate for newly discovered active cases among 
rough-stuff workers was due to a high level of acquired 
resistance to tuberculosis. The proportion of previously 
notified male cases was less in the rough-stuff rooms 
than elsewhere. Possibly tuberculous subjects prefer 
working in other departments, since the rough-stoff 
rooms are notoriously dusty, are often situated in a base- 
ment or semi-basement, and include one of the few 
shoemaking occupations which can be described as 
moderately heavy work—namely, sole-cutting. 

Table IX shows that, in the male occupational groups, 
the number of active cases with “ old” lesions—that is, 
X-ray Groups II and HI—and the number with “new” 


Tasis IX.—Shoemakers Only. Occupational PA Estimated 
Attack Rates and Carrier Rates for Pulmonary Tuberculosis 






3 


; workers included relatively few cases in X-ray Groups one survey with another. 


~ 


y 


h 


-- Reports, 1943-9; Clive, 1943; 


1 
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r 
E that is, “X-ray Group Eba a fairly: ~constant 
‘relationship to one'another. As the male rough-stuff 


II and IN and nonein Group I, it is likely ‘that both the 
carrier rate and the attack rate were unusually low in - 
this department. Table X also shows that there are 


TABLE X.—Shoemakers Onl 


Occupational Analysis.. Numerical 
~_ and Spatial 


rangement of Workers 


tial Arra tof 
otkers (Mean Values) 


Numerical and 


94 (8-73 
“| 133 (12-3 
95 (8-83) 


, _* The number aus examined expressed as a @ percentage of the total 
number on the pay-roll of each facies. N.B.—The total mmber on the 
pay-roll is an estimate, based on records collected after the mass radiography 


survey was completed Hence the figure for all workers is slightly different 
from that shown in Table VII.) 


-B.—A room may contain more than one department 


‘fewer workers per room and more space per worker 
in the rough-stuff departments than in any other occuipa- 

. tional group.‘ Hence the risk of droplet infection is 
‘relatively slight. 

The occupational analysis as a whole idat that 
the low incidence of active pulmonary tuberculosis 
among male rough-stuff workers was due to the fact that , 
they were less exposed to infection than other men. It’ 
also suggests that the difference between these men and 
other boot and shoe-operatives may be due, in the ‘first 
instance, to selective recruitment. i 


„Regional Analysis 


In the first report it was shown that there was a statis: 
tically significant excess of newly discovered active cases - 
of pulmonary tuberculosis in male boot and shoe workers 
in the Northampton, Kettering, and Rushden areas, but 
-not in the Wellingborough area. As soon as the rela- 
tionship -between factory size and incidence of overt 
pulmonary tuberculosis was established, the apparently 
exceptional ‘state of affairs in-the Wellingborough area 
became understandable. Although this region includes 


the third largest town in the county, it has only one `~ 


-factory with more than 200 workers and none with more 
than 350. There were no other findings of special interest 
in the regional analysis. 


~ Discussion 


Hitherto, Foor on the tuberculosis findings-of mass 
radiography surveys have tended to concentrate atten: 
tion upon newly discovered active cases and to ignore 
other types of disease (Ministry of Health Annual 


1945 ; Bradbury, "1947 ; etc.). Persons in need of treat- 


_ ment are undoubtedly of greater interest to clinicians 


than those in Whom the disease is quiescent, but it is 
„surely an overstatement to say that the incidence of 
healed lesions “is' of no practical importance.” 
fact, an epidermologist has í ¿s much—or more—to learn - 


~ from the distribution of inactive and previously notified’ sand i 0.23 to 11:03% for fem 


cases as from the distribution of active newly discovered 


_ cases. 


At present there is no agreement between medical’ 
officers in charge “of mass radiography units on what 


` : ifs AB 7 + A i 
` 


z 3 





Brooks, 1944; Dick,* 


“In- 


cases should be inchided 


in* the inactive disease 
>Categories.* 


It is therefore inadvisable to compare 
On the other hand, the 
records of one observer can be used'to discover what > 
‘relationship; if any, the distribution of. quiescent lesions- 
bears to the distribution of active cases in different 
subgroups of the population ‘examined. 

~ Furthermore, while some mass radiography units invite 
all and sundry to avail-themselves of the services pro- 
vided (Medical Research Council, 1945; Dick, 1945.; 
Maclean, 1947), others advertise the service ag one 


‘ which is not intended for those who are ‘already under 


medical. supervision (Bradbury, 1947). In any ‘case, 
without special propaganda, known tuberculous sub- 
jects are less likely to attend than other persons. Pro- 
vided, -however, they were not deliberately excluded it 
might be possible to study the relative incidence of pre- 
viously notified cases -in different sections of a single 
comminity surveyed at one time, and to discover what. 
proportion of these persons continue -working in spite 


_ of having active disease. \ 


The staff. of mass radiography ‘units are instructed to 
keep a careful record of the age, sex; and occupation of , 
all persons-examined. They are, however, rarely asked 
to obtain the same information about those who are not 
examined, even in clearly defined groups such as schools 
and factories. Unless, however, steps are taken at the 
time of the survey to establish the age, sex, and occupa- 
tional constitution of the Whole “ population at-risk,” 
to discover which of the subjects have shared a common 
background and how many of their immediate colleagues 
have not been- examined, it is impossible for the medical 
„officer in charge to extract more than a limited amount 
of information from his records. ' 


The present -body of ‘data is unique in more respects 
than one. In the first place, the original survey included 
approximately two-thirds of all. workers in the staple 
industry of one county. This enabled Dr. C. M. Smith to 
identify more active undiagnosed cases in boot and shoe 
factories than elsewhere and to show that the excess was 
largely confined to -three of the four departments in 
which there were a majority of male workers: A detailed 
study of the records of individual boot and shoe factories 
then showed that the incidence, of active tuberculosis 
was a function of factory size. At this point it became 
evident that, even supposing, all the patients had con- 
tracted their disease elsewhere, there must still be some- 
thing in factory life, as suck, which was determining 
the disease pattern. In order to discover. what this 
obviously important factor was, a detailed: study of work- 
ing conditions was made. 

Here` again we were fortunate, Although there is a 
wide range in the size of factories in the: boot and shoe 
industry in Northamptonsbire, the internal ‘working 
arrangements are very similar. In some factories all 
the operatives ; are housed in one or two large workshops, 
and in others ‘there is a separate room for-each of the 
six main operations. Every factory is, however, equipped 
with the same type of machinery. Even the position 


_of the machines conforms to a standard pattern, and in 








*In Ministry of Health returns from 23 mass radiography units 
(July-December, 1947), the incidence of all types of “ quiescent. 
~ pulmonary tuberculosis ” rangen. from 0.24 to 13.32% for males . 

The correspondin fig for - 
ctive post prime! ” lesions were 0.11 and 1.84 r males ’ 
add 0.22 and 2.64% for females. 

tThe'making of boot and’ shoe machinery in this’ country is 
largely in the hands of one company, which not enly hires its pro- 
ducts to boot and shoe factories but also advises on the lay-out 
of their workshops: . 
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each occupational group the proportion of male and 
female operatives tends to be constant. Finally, work- 
ing arrangements are so static that two years after the 
completion of the mass radiography survey it was pos- 
sible to reconstruct the original lay-out of the factories 
and identify the whole population at risk in terms of 
sex, occupation, and room distribution. 

Armed with this additional information, we have been 
able to show that tuberculosis carriers constitute a danger 
to fellow workers, and that the distribution of the cases 
in boot and shoe factories is such as would be expected 
with any disease due to droplet infection. Certainly the 
incidence of overt pulmonary tuberculosis in any industry 
or occupational group is dependent first of all upon 
whether the nature of the work is such as to attract or 
repel tuberculous subjects ; but once a number of these 
have been recruited the further spread of the disease 
depends upon whether working conditions foster or inhi- 
bit its transmission. Owing to the relatively small num- 
ber of cases in each of the disease categories (newly 
discovered, previously notified, active, quiescent, and 
ue open mW 
edged statistics in support of these suggestions. There 
is, however, strong presumptive evidence to suggest not 
only that “ whatsoever a man soweth, that shall he also 
reap,” but also that the seed so liberally scattered in boot 
and shoe tactories “ fell into good ground and brought 
forth fruit ” ; 

In view of these findings it is perhaps worth consider- 

\ing whether we are at present obtaining the maximum 
amount of value from mass radiography surveys. From 
a clinical pomt of view it is impossible to overrate a ser- 
vice which enables us to detect tuberculosis in the earliest 
stage of the disease, and in this respect it would be 
difficult to improve the work which is.being done. On 
the other hand, the present investigation does suggest 


that the potential contribution of mass radiography, sur-, 


{veys to epidemiology is not only neglected but actually 
hampered by preoccupation with matters of clinical 
interest, 
There are several ways in which the Ministry of 
- Health could help to correct this bias. In the first place, 
it should be possible to_formulate_a generally acceptable 
definition of “ quiescent pulmonary tuberculosis.” Since 
‘medical officers in charge of mass radiography units 
attend a special course of instruction before taking up 


their duties, it should not be difficult to ensure much ~ 


greater uniformity of record-keeping than at present 
exists. Secondly, the Ministry could stress the impor- 
tance of knowing the exact distribution and interrela- 
tionships of all types of tuberculosis, and encourage the 
inclusion of-known tuberculous subjects in mass radio- 
graphy surveys. Finally, attention might also be drawn 
to the importance of correlating medical and non- 
medical data, providing trained workers for collecting 
the latter, and directing some of the surveys towards 
more detailed environmental research 


Summary and Conclusions 


An investigation is described in which mass radiography 
statistics have been used to study tuberculosis morbidity 
rates in different occupational groups in Northamptonshire 
during 1945-6. 

The following findings (already reported elsewhere) are 

` confirmed: (a) the incidence of newly discovered active 
disease in 1945-6 was higher in the boot and shoe factories 
than in other industries in Northamptonshire ; (b) in the boot 
and shoe industry this type of case was found as often among 


tuberculosis) it 1s imposstble to produce gilt-, 
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men as among women, but in other occupations women were 
chiefly affected; and (œ) the case incidence was higher in 
large than in small boot and Shoe factories, and higher 
for clickers, lasters, and finishers than for rough-stuff 
workers. 


New facts relating to the incidence of inactive tubercu- 
lous lesions, previously notified cases, cases with tubercle 
bacilli in the sputum, and three subdivisions of the newly 
discovered active cases (acute, subacute, and chronic) have 
also come ‘to light. 


From the distribution of newly discovered cases of 
quiescent tuberculosis, it ıs evident that in 1945-6 North- 
amptonshire boot and shoe factory operatives. were more 
exposed to infection than workers in other occupations. 


In the male section of the boot and shoe industry there 
were an exceptionally large number of previously notified 
cases, chronic undiagnosed cases, and acute undiagnosed 
cases. There were some “open” cases of tuberculosis in 
each of these disease categories, but these were mainly con- 
centrated in the chronic undiagnosed group. Male rough- 
stuff workers (mostly sole-cutters) were an exception to the 
general rule and had relatively low rates for all types of 
tuberculosis. 


Compared with other industries in which women were 
employed, the female section of the boot and shoe industry 
(closing- and shoe-rooms) included a large number of previ- 
ously notified cases ; but compared with industries in which 
men were employed these cases were infrequent and rarely 
showed signs of active disease. There were many acute un- 
diagnosed cases among female workers, but relatively few 
chronic undiagnosed cases. In these respects there were no 
significant differences between female boot and shoe opera- 
tives and women in other occupations. 


Acute undiagnosed cases usually occurred in association 
with chronic cases (previously notified and undiagnosed), and 
the proportion of acute to chronic disease steadily increased 
with increase in factory size. 


An independent survey of the boot and shoe factories 
included in the mass radiography survey has revealed the 
following facts: (a) room size—that 1s, workers per room— 
is a function of factory size—that is, workers per factory; 
(b) workshops in large factories tend to be more congested 
than workshops tn small factories ; (c) in other respects the 
internal working arrangements are very similar in all fac- 
tories; (d) with a few exceptions—notably sole-cutting— 
the operations performed in boot and shoe factories do not 
entail much physical exertion; and (e) there are fewer per- 
sons per room and more space per worker in the sole-cutting 
or rough-stuff departments than in any other department 


. r “ r 
There is no evidence that leather dust, in moderate 
concentration, produces pneumoconiosis. ý 


The final conclusion is that certain types of work suit the 
requirements of physically handicapped persons, and that 
m densely populated workshops the transmission of airborne 
diseases is facilitated. These two factors are responsible for 
there being more tuberculosis in boot and shoe factories than 
elsewhere. They do not, however, apply to sole-cutters, 
partly because their work ıs relatively heavy, and partly 
because they are more widely spaced than the other 
operatives. 


In other departments the presence of carriers has 
led to further spread of the disease, in spite of the 
workers being relatively resistant to tuberculosis This 
further spread is shown by the fact that examples of recently 
acquired disease were found most often in those factories 
which had the largest workshops, and tn those departments 
which had the most chronic cases 
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Dr W. T. Bermingham, and other members of the Northampton- 
shire Mass Radiography Unit for their kind co-operation. Our 
thanks are also due to Dr. C. M. Smith and other members of 
the Northamptonshire Steering Committee for initiating the 
investigation; to Dr W. T. Russell for statistical advice; to 
Mr. W E C. Brooksbank and Miss Daphne Coulthard for 


` bleed” (Bulloch and Fildes, 1911). 
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ADDENDUM.—Two years after completing its first tour, the 
Northamptonshire Mass Radiography Unit went round the 
county again. The final results of this survey are not yet 
available, but a’ preliminary inspection of the -records 
suggests that the incidence of newly discovered active pul- 
monary tuberculosis among male boot and shoe operatives’ 
is now no higher than among men in other occupations. The 
exact significance of this finding cannot be appreciated until 


“it is known how many of these men were examined for the ~ 


first time ; how many were new entrants to the industry , 

what type of case was discovered ; and what was the age 
distribution of the population examined. It is, however, 
likely that boot and shoe factories in Northamptonshire are 
already reaping the benefits of having had a thorough comb- 
out of chronic carriers during 1945—6 





HAEMOPHILIA ASSOCIATED WITH 
NORMAL COAGULATION TIME ; 


BY. 


G 

. CLARENCE. MERSKEY,* M.D., M.R.C.P. 

(From the Division of Laboratories, Radcliffe 
Infirmary, Oxford) 


Haemophilia is a condition which has siracted con- 
siderable interest, and the clinical and laboratory 
features of the typical syndrome are well recognized 
The average case presents no difficulty in diagnosis and 


can be recognized with a high degree of certainty. The . 


means by which this is accomplished are the family his- 


tory, the clinical picture, and the laboratory findings. 


Family History and Clinical Picture 
Haemophilia As “ an-inherited tendency in males to 
It is transmitted 
by apparently unaffected females. No other haemor- 


thagic diathesis with this type of inheritance has yet - 


been described. The absence of such a history need 
not exclude the diagnosis, as apparently sporadic cases 
are not uncommon: they accounted for 39% of cases 
met with in one series (Merskey, 1950b). 

The chief symptom is severe and often almost uncon- 
trollable haemorrhage from even minor injuries. These 
haemorrhages may ocour from skin and mucous mem- 
branes, into muscles and especially into joints. It is a 
severely disabling condition, the patients being constantly 
exposed ‘to the risk of haemorrhage and often being 


*Cecil John Adams Travelling Scholar, - 1949. 
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~ defect, but in less degree 





crippled by the-ankylosig$ of joints which so constantly 
follows the repeated haemarthroses. Very few haemo- 

_ Philiacs are able to lead normal lives, and the mortality - 
rate in childhood and adolescence is considerable 


Laboratory Findings 

The bleeding time, platelet count, tourniquet test, and 
plasma prothrombin, factor V, and fibrinogen are alt 
normal. On.the other hand, the coagulation time is 
prolonged and prothrombin is not adequately consumed 
during coagulation of the blood. 

The lengthening of the coagulation time of the blood 
is the best-known laboratory abnormality of hdemo- 
philia. Conflicting views have been expressed about 
whether a normal coagulation time can occur in haemo- 
philia. Davidson et al. (1949) stated that they had 
never seen it” Birch (1937) stated that in mild haemo- 
philia it might be normal at intervals, and Whitby and 
Britton (1946) that it might be almost normal between 
the attacks of bleeding. Quick (1949) reported a series 
“of 24 haemophiliacs, 7 of whom had a Lee and White 
coagulation time of under 10 minutes, and he com- 
mented that in mild haemophilia the coagulation time 
could be normal; a similar statement was made by 
Tocantins (1949). 

Brinkhous (1939) was the first io demonstrate defective 
consumption of prothrombin during coagulation of 
haemophilic blood, and this has since been confirmed 
(Quick, 1947; Soulier; 1948 ; Alexander and de Vries, 
1949; Merskey, 1950a). By comparing the amount of 
prothrombin in the plasma with that present in the 
serum of blood clotted in glass tubes the amount of 
prothrombin “consumed” during coagulation can be 
measured. Normally, most of the prothrombin is con- 
verted to thrombin and very little remains in the serum 
In haemophilia the serum often contains as much as 
‘te plasma and, -for reasons not at present fully 
explained, in many cases apparently even more. 

Patek and Stetson (1936) showed that there was a. 
substance present in normal blood which was absent or 
unavailable in haemophilic blood. This substance, some- 
times called antihaemophilic ee when added in 
small proportion to haemophilic blood shortened the 
coagulation time of the latter and also improved its 
prothrombin consumption defect (Quick, 1947 ; Soulier, 
1948 ; Alexander and de Vries, 1949; Merskey, 1950a) 

The absence of antihaemophilic globulin in haemo- 
philic blood can be used as 2 famosie tet for this 
condition. This can be demonstrat y adding to 
known haemophilic blood minimal proportions of the 
blood of a patient suspected of having haemophilia. If 
_ the suspected blood proves incapable of correcting the 
coagulation time and prothrombin consumption defect, 
the patient. probably has haemophilia. If it can correct 
these defects of haemophilic blood to some extent, but 
not to that produced by an equal proportion of normal 
blood, it is probable that the patient has the haemophilic 

By the use of this test in a large series of haemophilic 
patients I was able to show (Merskey, 1950b) that vary- 
ing grades of the haemophilic defect did exist. -At 
the one extreme there were the classical haemophiliacs 
with prolonged coagulation time, grossly defective pro- 
thrombin consumption, and inability to correct haemo- 
philic blood ; at the other extreme patients with normal - 
coagulation time, a much milder prothrombin consump- 
tion defect (in some instances no demonstrable defect at 
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all), and a partial ability to correct haemophilic blood 
Between the two extremes all grades of these defects 
were found. 


-It is the purpose of this paper to desciibe the clinical 
features of patients in whom the coagulation time was 
normal or near normal, and whose blood possessed 
some ability to correct the defects of known haemophilic 
blood. In no instance was this ability equal to that of 
normal blood. In the seriesa@f 54 patients (Merskey, 
1950b) the coagulation time was greatly prolonged in 
33, slightly prolonged in 12, and not at all prolonged in 
9 The patients to be described belong to the second 
and third groups. 


‘ Case Histories 
The family trees in each of the eight families are 
shown (Figs. 1-8). An analysis of main symptoms in 
available cases is shown in Table I, and the laboratory 

findings are summarized in Tables H and MI, 


Fig 9 demonstrates the relative inability of the plasma 
of patients IV 5 of family 1 and IV 6 of family 3 to 
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correct that of a haemophiliac with prolonged coagula- 
tion time. Fig. 10 shows the same phenomenon with 
regard to patient IV 16 of family 4, while that for IV 
3 of family 5 is shown in Fig. 11. This test was carried 
out on the blood of at least one member of eath of these 
eight families. i 


Family | 


The inheritance of the disease in this family follows the 
classical course, and at least seven members show symptoms 
of haemophilia (Fig. 1). ; 

IIL7 and MI 8 are affected in much the same way. Cuts 
and scratches usually bleed little more than normal. Occa- 
sionally haemorrhage is troublesome. They both bruise 
easily and have considerable “haemorrhage after dental 
extraction, when they may bleed for two to three weeks. 
The elder has had no joints involved, but the younger 
has had swelling of one ankle, which occurred after only ` 
mild’ trauma, and swelling of the knee-joint following a 
severe injury. 

IV 4, 5, 6, and 7 are all affected in the same way, though 
IV 6 is even less affected than the others, All except IV 6 


\ Taste 1.—Analysis of Main Symptoms in all Available Cases . 
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faste H.—Blood Coagulation Tunes and Interpretation as 
Reported by Other Observers 
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have had at least one severe bleeding episode which con- 
tinued for days. These episodes usually followed injuries 
to lips or tongue. Generally cuts have bled little if at all 
more than would be expected in a normal person, and 


haemorrhagic episodes of any degree were separated by 


years. Small bruises were common; and occasional large 
bruises after injuries have taken weeks to subside. In all 
four patients haemorrhage occurred when the milk teeth 
were lost, and considerable bleeding followed tooth extrac- 
tion. All have had one, and at most two, episodes of 
haemarthrosis, though with one exception these followed 
quite severe trauma. The only apparently spontaneous 
haemarthrosis was in IV 5, who twice had a swollen hip- 
joint without obvious injury. IV4 has a little residual 
ankylosis of a knee-joint; also he once vomited some 
blood and had a melaena stool following a “ heavy fall” 
1V7 once fell off a bicycle and bled intraperitoneally, 
requiring blood transfusion. They have all had frequent 
epistaxis, but none has had haematuria 
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oS - Family 2- ' _ haematemesis ‘and melaena were severe enough to warfant- 


' The inheritance of the disease in this family. is daai: a 


and at-least five members “appear to be ‘affected Fig. 2) 


_11 had epistaxis, haematuria, and-severe bleeding from A 


cuts, but no joint lesions. He died at the age of 87... 


”+ JET hardly bleeds at all from small cuts, but on occasion 


larger cuts have bled for hours. He once bled for a month 
after extraction of four teéth, and on another occasion 
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urgent blood ‘transfusion. He has had two episodes of 
haemarthrosis (knee and metatarso-phalangeal joint). He 
bruises easily and has frequent epistaxis:” ; 

I8 bled severely from tooth extraction and’ ‘also from 
cuts. He bruised ‘easily but had no swollen joints or 
epistaxis. During military Service he was accidentally 
shot in: the pelvis and died a week later, supposedly "from 
haemorrhage. ` 

ĪV 1 had, two episodes of severe haemorrhage following 
He’ 'died at the age of 6: from a a 
“ fractured neck.” 4 


IV 3 bruises easily. and has much epistaxis. On one occa- 


‘sion he had a swollen ankle-joint, ‘and he once’ bled so 


severely from a cut lip a he tegoed blood transfusion. 


‘ 
T) s = 


ae et Family 5 ` T 
Apart from a very doubtful history of bleeding in ths 


"second generation there i is no family history of haemorrhage 


(Fig. 3). 

U4 bled severely ‘after tooth’ extraction aud once after 
injury, but not after ‘severe war wounds. : 

H15 had epistaxis on several occasions 

IV 6. bled severely ‘after’ circumcision and 
from minor cuts and scratches. He has had ` 
repeated epistaxis ‘and bled severely after 
loss of milk teeth” and on extraction of 
others. On one occasion, after being 


x 


“became swollen, but’ this soon subsided. 
There is -one spider naevus on the lert side 
„of his Dosen i 


ao Family 4. 
‘The inheritance: in this family is once 
again classical for haemophilia, at least 10 
members being. affected (Fig.. 4): 
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IV 14 bruised easily but had no epistaxis, 
haematuria, gastro-intestinal bleeding. or 
swollen joints. Tooth extractions bled for 
one month despite blood transfusion. He 
died at the age of 54 after tonsillectomy. 
Haemostasis had been secured at operation, 
but fatal bleeding began seven days later. 

II 19 and IV16 have similar histories. 
Cuts have often bled very little, but on a 
number of occasions haemorrhage has con- 
tinued for weeks. Bleeding for two to three 
weeks has also followed tooth extraction, 
while epistaxis has been frequent and severe. 
They bruise very easily. IV_16 plays cricket 
and soccer for his school team. [II 19 has 
been an epileptic since the age of 7. 


Family 5 - 


It has been possible to trace only one 
affected member in this family (Fig. 5). 

IV 3 bled severely after circumcision, He 
has also bled for weeks after biting his 
tongue or cutting his finger or lip and after 
dental extraction. On a number of occa- 
sions his life was saved only by urgent blood 
transfusion. He has always bruised easily, 
has had repeated epistaxis, and both ankles 
and both shoulder-joints have become swol- 
len and painful. These swellings have sub- 
sided after a few weeks and left no residual 
deformity. 


` Family 6 


There is one apparent discrepancy in this 
large and otherwise typical family history of 
haemophilia, as HI 9 is stated to have been 

-normal (Fig. 6). - Fic. 7.—Family 7. 
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V 4 has been a bleeder since infancy, when he was reputed. 
to have bled from the bowel. He has had a great number 
of hospital admissions for haemorrhagic episodes. Cuts 
have occasionally bled for hours or days ; he has had severe 
bruising and enormous intramuscular haematomata, multiple 

_hecmarthroses with resulting joint deformity, prolonged 


epistaxis, and many episodes of melaena and haematemesis. , 


He has bled for weeks or months after dental extraction. 
Numerous barrum-meal examinations of stomach and 
‘duodenum failed to reveal an ulcer, but on the last occa- 
sion he was said-to have a deformed duodenal cap. He 
has a history of indigestion compatible with a peptic ulcer. 
This case demonstrates how a severe clinical syndrome 
may occur in the presence of a normal coagulation time. 


a í Family 7 


Apart from the four affected brothers no other case has 
been discovered in this family (Fig. 7). 

MI 5, 6, and 8 all had similar histories. They all bruised 
very easily, but cuts hardly bled more than normally except 
on rare occasions, when the bleeding was severe. The first 
two had painful swellings of knees and ankles after mild 
injury ; the third brother developed a joint swelling on one 
occasion and then only after a severe knock with a cricket 
ball, 
two had bled for up to 48 hours after an extraction. But 
the chief symptoms of these three subjects was severe and 
repeated haematemesis and melaena. None had ever had 
indigestion and no peptic ulceration could be demonstrated 
on barium-meal x-ray examination. The two'eldest brothers 
had died of gastro-intestinal haemorrhage even after multiple 
blood transfusions. Necropsy on one disclosed “ multiple 
petechial haemorrhages of stomach and three superficial 
erosions in the duodenum, but no other pathology.” 

The fourth brother, III7, has a similar history as regards 
-cuts, bruises, and tooth,extraction, but has never had gastro- 
intestinal haemorrhage. Instead he has had repeated haem- 
arthroses, the knees and elbows especially being involved, 
and several joints have restricted mobility. 

The history of bleeding in this family is somewhat 
atypical, as there. seems, to be a special tendency for 
gastro-intestinal bleeding. 


Family 8 N 
This very large family shows classical inheritance except 
for 13, who is said to bave-been normal (Fig. 8). 
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116 had never had a tooth extracted, but the other - 


-but not invariably, normal. 
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Fic. 8.—Family 8. 


IV 12 had no symptoms until the age of 15 months, when 
he was admitted to the Radcliffe Infirmary because of a 
haemorrhage into the spinal canal (Schiller, Neligan, and 
Budtz-Olsen, 1948). He has since bled severely from a 
cut lip and has had repeated haemorrhages into one ankle- 
joint, 

IV 17, 30, and 32 all have similar histories. They ‘have 
bled excessively after cuts and on occasion have needed 
transfusion. Some cuts bled very little. They all bruise 
easily and have had repeated epistaxis. Tooth extractions 
have bled for weeks and-on occasion required many blood 
transfusions. They all had repeated haemarthroses, but the 
swellings have often not lasted more than a week. There 
was 10 degrees limitation of flexion of the right knee in 
IV 17, but, apart from this, all joints. were freely mobile. 
TV 30 had one episode of haematuria. 

This family demonstrates that the same grade of haemo- 
philia can occur in widely separated branches of the same 
family. 5 

Full physical examination carried out on the subjects 
in all of the families failed to reveal other significant 
abnormalities. A special search was made for capillary ~ 
telangiectasia. i 

Laboratory Findings (Tables N and III) 
` The bleeding time, tourniquet test, platelet count, and 
plasma prothrombin were found to be within -normal 
limits. 
z Coagulation Time of Whole Blood 

The cases described here were selected because of their 
normal or near normal Lee and White coagulation time. 
In this laboratory we regard 11 -minutes for the Lee and 
White test and 180 seconds for the Dale and Laidlaw 
technique as being outside the normal range (Merskey, 
1950b). On these standards the readings encountered 
in the patients in this series (Table II) were usually, 
Slight fluctuations above 
and below the normal range occurred. The readings 
in family 7 were always outside the normal range in 
the Lee and White test, while those in family 8 also 
tended to be in excess of normal. Occasionally, espe- 
cially in family 1, the Dale and Laidlaw readings were 
abnormal when Lee and, White readings were normal’ 
or only on the borderline of abnormality. 
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Fic. 9.—Shortening of calcium time of known haemophilic 
plasma produced by blood of patients IV 5 of family 1 and IV 6 
of family 3 as compared with that of a normal control. Note 
the relative inability of the patients’ blood to correct the known 
haemophilic blood. . The percentage of plasma added is plotted 
on a logarithmic scale. The calcum time of the haemophilic 
plasma alone was 765 seconds, 
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Fig. 10.—-As for Fig. 9. Patient FV 16 of family 4, a normal 


control, and the mother of the patient. The calcium time of the 
haemophilic plasma alone was 502 seconds. 
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Fic. 11.—As for Fig. 9. Patient IV 3 of.family 5 and a normal 


control. The calcium time of the haemophilic plasma alone was 
287 seconds. 17 





The readings remained relatively constant over pro- 
longed periods, and the short-coagulation times were 
not due to a fluctuation of a prolonged coagulation time 
towards the normal range (Tables-II and 10). Many 
patients stated that their blood tests had always been 
found to be normal. There seemed little doubt that the 
normal coagulation time was a constant feature. 

Quick’s test for haemophilia measures the increase 
in the calcium clotting time produced by centrifuging 
oxalate plasma to precipitate platelets. Quick (1941) 
claimed that this increase was much greater in haemo- 
philic than in normal plasma. Since the calcium time 
of normal oxalate plasma may, on occasion, be increased 
by 100%, Quick’s test will be significant only if the 
increase exceeds this figure. Such increases occurred 
in only two out of nine tests performed in this series. 
The test was therefore of little value in the diagnosis 
of these cases. Similar results were obtained ın cases 
of haemophilia with prolonged coagulation time 
(Merskey, 1950b). 


Prothrombin Consumption Index 

With serum from whole clotted venous blood or 
recalcified citrate plasma the normal range for this test 
is always under 40% and often under 20% (Merskey, 
1950a). In the 14 patients of this series this test gave 
abnormal readings in 11” instances, while 3 came into 
the normal range. In the usual case of haemophilia 
with prolonged coagulation time values of over- 100% 
and even up to 200% are commonly encountered, but 
such readings were only exceptionally seen in this series. 
When the test was done on the serum from clotted 
capillary (finger-prick) blood normal results were 
obtained in all cases. 


Titration of Antihaemophilic Globulin 

This test was carried out on the blood of at least one 
member of each of these families; and the result showed 
a deficiency of this substance when compared with a 
normal control. From the fact that these patients could 
improve to some extent the defects of known haemo- 
philic blood it seemed likely that they had less of the 
haemophilic defect and possibly more available anti- 


~haemophilic globulin than did cases of haemophilia with 


prolonged coagulation time. This test was used as the 
final test in doubtful cases. 


Discussion : 

In these patients the clinical symptoms varied in 
degree from mild to severe, but remained relatively con- 
stant in any particular family. Patients in families 1 
to 5 had a mild clinical syndrome, those in family 8 were 
a little more severely affected, while those in families 6 
and 7 were severely incapacitated. Where the syndrome 


was mild and crippling Haemarthroses were absent 


the patients were able to lead relatively normal lives. 
One of the adults worked as a lorry driver, and several 
of the younger patients engaged in strenuous sports. 

` The symptoms were those of classical haemophilia, 
but the haemorrhagic episodes: were- often widely 
separated. Small wounds as a rule gave very little 
trouble, and cuts and scratches bled no more than’ 
would be expected in normal individuals. Yet most 
of the patients had had at least one severe bleeding 
episode requiring urgent blood transfusion and even 
seeming to threaten life. Dental extractions were espe- 
cially troublesome, severe bleeding often continuing for 
days or weeks. One patient died after tonsillectomy 
and another bled for many weeks after laminectomy 
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and required in all 63 blood’ transfusions to control 
haemorrhage (Schiller,.Neligan, and Budtz-Olsen, 1948). 
It is possible that surgery is safer in this type of haemo- 
philia than in the type with prolonged coagulation time, 


` but, even so, the risk of haemorrhage is formidable. 


Epistaxis and easy bruising were practically invariable. 
The latter symptom is uncommon in normal males, and 
more than one intelligent mother in a haemophilic 


. family had diagnosed haemophilia in her infant son on 


this symptom alone. If the trauma was severe enormous 
bruises might be produced. 

Haemarthroses were infrequent, and this fact pro- 
vided a very striking difference between this syndrome 


_ and that of haemophilia with prolonged coagulation 


time. If they did occur they were only rarely apparently 
spontaneous and usually followed severe injury. Fre- 
quently only one joint was involved, and the swellings 
might last for only a week or two and leave slight 
deformities, As a result most of the adults were not 
incapacitated by ankylosed joints and were thus able 
to follow relatively normal lives. 

Inheritance —In- the six families in which there was 
a familial history this closely resembled the classical 
inheritance of haemophilia, there being only two 
apparent discrepancies (family 6, III 9; family 8, I 3). 
Both these patients were alleged to be normal. 

The various members and generations of the same 
families all seemed to have the same type of clinical 
picture and degree of laboratory abnormality. The 
syndrome thus appeared to breed true. 

The importance of the recognition that haemophilia 
can occur with a normal coagulation time cannot de 


overstressed. Many of these patients had been told that ' 


surgery could safely be undertaken, and it was only after 
alarming haemorrhage had occurred that it was realized 
that the advice given had been incorrect. These patients 
must be regarded as haemophiliacs with all the serious 
implications of that diagnosis. 

There are only very scanty references to this syn- 
drome in the literature. The references to haemophilia 
with normal coagulation time cited earlier also mention 
a milder syndrome of haemophilia (Birch, 1937 ; Quick, 
1949 ; Tocantins, 1949). Fowler (1949) stated that some 
cases of haemophilia are mild, while Skold (1944) des- 
cribed some cases of haemophilia with normal coagula- 
tion time and without haemarthroses. Some of his cases 
had a normal coagulation time and a mild syndrome, 
while others in the same family had a prolonged coagu- 
lation time and a more severe syndrome. The only 
extensive papers on this syndrome are those of 
Davenport (1930) and Haldane (1935), both of which 
discuss some haemophilic families in whom the clinical 
picture appeared to be mild. Unfortunately laboratory 
data are too scanty to be of value. 


Summary 


The pathology of haemophilia is reviewed.. It is pointed 
out that the disease occurs in varying grades of severity as 
estimated both clinically and in the laboratory. 

Cases occurring in eight families are described in detail 
because, as part of a larger survey, they were all found to 
have normal coagulation times, and the other commonly 
practised blood tests were also normal in the majority of 
instances. The bloods of these patients were poor at 
shortening the calcium time and correcting the prothrombin- 
consumption-defect of known haemophilic blood, however, 
and clinically there was no doubt whatsoever that these 
people had haemophilia. ; 


Attention is drawn to the danger of relying on the com- 
mon bleeding and clotting tests to exclude the possibility of 
haemophilia. , 


My thanks are due to Dr, A H. T. Robb-Smıth, Director of 
Pathology, Radchffe Infirmary, and Dr. R. G. Macfarlane, in 
whose department this study was carried out; to Professor L. J. 
Witts for facilities in his department; to Dr. R. G. Macfarlane 
and Dr. Rosemary Biggs for constant advice and encouragement ; 
and to Miss J, Lee and Miss J. Lash for technical assistance. 
The expenses of this investigation were defrayed by the Nuffield 
Foundation Haematology Research Fund and the Medical 
Research Council. 
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THE MYRMECIA. 
‘A STUDY OF INCLUSION BODIES IN WARTS 


> BY 
ALAN LYELL, M.D. 
AND 


“J. A. R. MILES, M.D. . 
(From the Skin Department and Department of Pathology, 
University of Cambridge) 


[WiTH SPECIAL PLATE] 


The infective nature of warts was first convincingly 
demonstrated by Jadassohn (1896), who had 33 positive 
inoculations out of 86 attempted. Ciuffo (1907) found 
that the infectious agent present in ground wart tissue 
would pass Berkefeld N, and Serra (1908), Wile and 
Kingery (1919), and Kingery (1921) Berkefeld W filters. 
Passage of experimentally produced warts to the second 
generation was achicved by Tuccio and Coppolino 
(1912), Kingery (1921), and Ullmann (1923-4). The 
elementary bodies of human wart virus have never been 
described, and the evidence for the viral aetiology of 
warts rests upon the above experiments. . - 


Histological Appearances 

On the assumption that warts were due to a virus 
we looked for inclusion bodies in sections of warts taken 
from a pilot series of 10 cases. The wart tissue was 
curetted under local analgesia, and was fixed in formol- 
Zenker and stained with haematoxylin and eosin We 
found that five of the patient’s - warts contained 
eosinophilic intranuclear and intracytoplasmic bodies. 
in the prickle-cell layer (Plate, Fig. 1), and in the belief 
that these were inclusion bodies we named these warts 
type I, for “inclusion.” Warts from the remaining five 
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patients were devoid of these eosinophilic bodies, and 
such warts we named type B, for “ banal,” on account 
of their commonplace histology. : 


The most obvious change in the type I wart when -seen 
under the low-power microscope was a gross disorder 
of the architecture of the prickle-cell layer. The bodies 
which we found in type I warts were eosinophilic. Those 
bodies which were intracytoplasmic could be found in 
the whole depth of the prickle-cell layer. -In the cyto- 
plasm of the deepest layer of prickle cells, and also 
in an occasional basal cell, we could detect minute pink 
granules (Fig. 2), which in the succeeding layers of cells 
increased in size and number. Clear spaces soon 
appeared within the bodies (Fig. 3) and resulted mm rings 
and sickles and other bizarre shapes. The bodies 
looked as though they were made of red paraffin wax, 
and this impression was heightened by their apparent 
fusion in the upper parts of the prickle-cell layer, where 
they formed large eosinophilic masses ee the 
nucleus (Fig. 6). 

As in molluscum contagiosum, not all the prickle cells 
were involved in the process, and those cells which 
escaped were compressed between those which were 
involved. Those deep prickle cells which were affected 
differed from those which escaped only in the possession 
of the minute eosinophilic intracytoplasmic bodies, and 
in particular the prickles of the affected cells were intact. 
But in the middle layers of the stratum spinosum the 
affected cells were much swollen, and their nuclei were 
large and pale. In the nuclei of some of the affected 
cells there developed intranuclear eosinophilic inclusion 
” bodies which were perfectly round, and which were 
bordered by a pale halo (Fig. 4). Such inclusions corre- 
spond with intranuclear inclusions type B of Cowdry 
(1934): these type B inclusions must not be confused 
with the type B warts of this paper. 

At the level of the stratum granulosum the intracyto- 
plasmic inclusion bodies became fewer and larger, and 
clothed the nucleus. The nuclear substance changed, 
first from a translucent to a ground-glass appearance 
(Figs. 4-6), and then became basophilic. The -intra- 
nuclear inclusions disappeared at this level. 

In the stratum corneum the nuclei of the affected cells 
persisted for a time, became deeply basophilic (Fig..7), 
and then shrank and split or fragmented (Fig. 8), until 
finally they and the fused masses of the intracytoplasmic 
inclusions ‘became extensively vacuolated (Figs. 9 
and 10). 


The whole substance of the wart was not uniformly 
involved by the process; the central part was more 
affected than the peripheral, and portions of individual 

papillae were spared. The unaffected parts of the 
stratum spinosum were seen to underlie those areas of 
the horny layer which were devoid of nuclei, 

There is a close similarity between the histology of 
molluscum contagiosum and that of type I warts. In 
molluscum contagiosum there is the same involvement 
of some of the prickle cells, and the altered cells can 
be traced from the bottom of the prickle-cell or even 
the basal-cell layer. The development of the inclusion 
(molluscum) bodies can be followed through the succes- 
sive epidermal layers ; between the affected cells can be 
seen the squeezed remnants of those which have escaped. 
There are two main differences between the diseases : 
in molluscum contagiosum the nuclei of the affected 
cells are displaced by the developing inclusion bodies, 


whereas in type I warts-the nuclei remain central, and 


there are no wart bodies produced comparable to the 
molluscum bodies. 


The staining reactions of the bodies in type I warts 
are those which would be expected of inclusion bodies. 
Thus they stain with Mann’s, Laidlaw’s, and Downie’s 
stains, but not by the Feulgen technique or by the 
Prussian-blué reaction for iron. With Feulgen’s stain 
the intranuclear inclusion bodies show up as pale areas 
within the nuclei in contrast with the nucleoli, which 
are dark. We were unsuccessful with the phloxine- 
tartrazine stain, but Lendrum (1947) illustrates a type I 
wart in his paper on this stain. 


Clinical Appearances 

After establishing the existence in warts of bodies 
compatible with inclusions we examined a larger series 
of cases, The warts from 102 consecutive patients were 
examined microscopically with the same method of 
fixation and staining as before. Their warts were type B 
in 62 cases, type I in 36, and of an intermediate type in 
3. The remaining patient had a lesion which was histo- 
logically a granuloma pyogenicum, and he was excluded. 

The type I warts were mostly plantar, palmar, sub- 
ungual, or on the pulp of a digit, whereas the type B 
warts were predominantly common warts of the fingers, 
face, scalp, and knees. A clinical diagnosis of the 
expected histological type was eventually possible and, 
apart from the site of the warts, depended on the follow- 
ing features. Pain, redness, and swelling were com- 
monly associated with type I warts, and in some cases 
had led to the diagnosis of a whitlow ; no pus was found 
macroscopically or microscopically. Symptoms and 
signs of inflammation in type B warts were invariably 
associated with obvious pus formation. 

The type I warts were deeply set in the skin, and 
could be compared to an iceberg floating in water, 
in contrast with type B warts, which were set super- 
ficially, like a cork floating on the surface. As a result 
the type I. warts looked like little molehills with domed 
tops, while the type B ones were typical warty excre- 
scences. Type I warts might be completely covered by 
the horny layer, especially on the soles of the feet, 
but as a rule the horny layer was incomplete over their 
crowns and formed a thick hyperkeratotic collar ; until 
this collar was removed the full extent of the underlying 
wart tissue could not be appreciated. Consequently 
type I warts lay in a flask-shaped cavity, wider at the 
bottom than the top, while type B warts lay in a saucer- 
shaped depression. 


Type I warts were single individuals, and their cavities i 


were therefore circular in outline, When more than 
one type I wart inhabited a piece of skin the cavities 


remained distinct, and there was never the aggregation . 


of many warts into a plaque which was sometimes seen 
in type B warts : removal of such a plaque would leave 
a cavity with a polycyclic border. After curettage the 
type I warts were bulkier than type B, and softer and 
more resilient to feel; their white opaque bodies and 


yellowish somewhat friable crowns were of approxi-. 


mately equal thickness, as compared with the tough, 
horny crowns of type B warts, which were much thicker 


‘than and often overshadowed their compact bodies. 


The impression conveyed by curetting a type I wart 
was of plunging the curette into a hole and scraping 
until suddenly the soft white wart tissue exuded, often in 
fasciculi like a shallot’; type B warts simply needed to 
be scrapéd off the skin. The seedlings surrounding type I 


kgs 


Sa r 
914 APRIL 28, 1951 


THE- MYRMECIA 





Sy - 


Burris 
MEDCAL JOURNAL 





warts were set in the skin like sago grains, for the horny 
layer covered them completely ; those surrounding 
type B warts were on the skin, for the horny layer was 


| interrupted by their presence, and therefore they had a 


rough surface. 


The series revealed other clinical differences.. Thus 
type I warts had tisually been present for ~less than a 
year (89% of cases), and type B warts for more tban 
a year (71% of cases). Type I cases rarely bore more 
than five warts (6% of cases), but type B cases often 
did so (44% of cases). Type I warts responded better to 
treatment by curettage and cautery (73% clear) than did 
type B (36% clear) after a follow-up that’ varied from 


eight months to two years. The source of infection - 


- Was presumed oftener in type I (50% of cases) than in 


1 


-histologically. 





type B warts (18% of cases). 


. Relationship between Type I and Type B Warts 

. No case was found in which both types of wart were 
present simultaneously, and this, together with the 
clinical distinction which we were able to make between 
the types, convinced us that the histological change 
which we have called type I was not a freak finding. ~ 
- We were unable to define the relationship between the 
two types of wart. Some facts suggested that type. B 
and type I warts were stages of the same process, and 


- others that the types were entirely distinct entities. - 


~ Evidence in favour of the unity of the types was that 
two of the type I cases which recurred produced type B 
warts ; that three of the series had warts of an inter- 
mediate type (Fig. 11) in the sense that foci of intra- 
cytoplasmic inclusion bodies occurred in what was 
otherwise a type B wart; that there were some 
anomalous casés in which there was a conflict between 
the clinical and histological appearances, though these 
cases were few and might be explained by an exchange 
of labels in the section-cutting department; and that, 
so far as the series allowed us to judge, the types were 
equally distributed among the Cambridge schools. 

In favour of regarding type B and type I warts as 
distinct entities was a transmission experiment in which 
J1 volunteers were scarified with a living wart tissue 
extract. Six received type I and five type B extract, 


and all had a control scarification with an extract of. 


normal skin. The controls were negative in every,case. 
Of the five who received the type B extract, three -pro- 
duced warts which were clinically type B ; the incubation 
period was 10 to 12 months. All three warts were 
puny, and for this reason only one could be verified. 
Of the six who received the type I extract 
only one grew a wart. 
The incubation period 
was 54. months, and 
the wart (Fig. A) 
waxed fat;- after two 
weeks’ growth it was 
1.2 cm. `in diameter, 
and alarmed its pos- 
sessor so much that 
we were constrained 
to remove it at once. 
This wart was type I 
histologically. 

A parallel clinical 
observation con- 
éerned an elderly 
woman who developed 


Fie. A hal actual size wart, about 


` the control. 


a type I wart on her index finger : the probable source. 
of this wart was her daughter’s verruca, also type I. 
The mother perhaps contracted the wart by darning 
and washing her daughter’s stockings. 

Attempts to distinguish -by means of skin tests the 
type of wart from which a given patient was suffering 
were unsuccessful. The test extracts were formolized, 
as was the control extract of normal skin, and each 
patient was tested against type B and type I warts and 
The type I extract gave reactions in many 
cases which bore type B warts, in which the type B + 
extract often produced no reaction. 

We had: hoped that tryptic digestion might free the 
inclusion bodies from the epidermal cells, as it does 
in fowlpox (Woodruff and Goodpasture, 1929), but, 
although we found spherical refractile bodies 3-10 u 
in diameter in the digest, they were produced from both 
types of wart. Dark-ground and electron microscopy 
failed to demonstrate free elementary bodies in the ~ 
digest. i 


j Discussion 


We have no doubt that type I warts are a clinical 
and histological entity. Their-clinical features are- those 
of the myrmecia of Celsus—a name which means “ ant- 
hill ” and describes their domed shape—of the vascular 
excrescences of Durlacher (1845), and of the plantar 
warts of Dubreuilh (1895). Celsus (c. A.D, 25) said that 
the roots of these warts were deeply fixed, that they 
were broad underneath, and that they left a deep cavity 
after removal. Durlachér commented on the pain and 
throbbing which they occasioned, and the inflammation 
and - swelling which surrounded them. Dubreuilh 
described the consistency of the wart substance when 
felt by the curette as “like wet tow.” He mentioned 
the horny collar which surrounds the warts, and stated 
that the horn might extend right over the wart and 
form a roof. Dubreuilh and Celsus recognized that 
such warts could occur on the palms as well as the 
soles ; we have found that type I warts are commonest 
on these sites, but also occur beside and under the nails, 
on the pulp of the digits, and in one case on the face 
and scalp. Type I plantar warts have room to expand 
in the thick epidermis of the soles, and in addition are 
trodden down, hence they are flush with the surface ; 
but on other sites their bulk raises the surrounding skin 
into the typical dome-shaped lesions which are the 
origin of the name “ myrmecia.” 

Not all plantar warts were type J, and among those 
which were not we found that rarer group which are 
named ‘‘ mosaic warts ” (Montgomery and Montgomery, 
1937). - This kind“ is characterized by aggregations of 
minute warts with polygonal outlines, roughened sur- 
faces, and supérficial growth, which are painless and 
notably resistant to treatment=all features of type B 
warts. 

From ‘the histological side various observers have 
interpreted the inclusion bodies as a “ keratohyalinoid ” 
degeneration, Dubreuilh.(1895) described the intracyto- 
plasmic bodies, and Bowen (1907) the intranuclear ones 
in addition. The first illustration appeared in Martinotti’s 
(1923) paper and showed both intracytoplasmic and 
intranuclear bodies, though only the former were 
described in the text. Percival et al. (1947) illustrated 
the bodies, but regarded them as a degeneration pre- 
ceding involution of the warts. Meirowsky et al. (1948) 
discussed the bodies as inclusions,- but their account was 
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confused by the introduction of the process of “ Horn- 
markbildung ” into the argument. We believe that the 
process of “ Hornmarkbildung” is quite distinct from 
the inclusion bodies of type I warts, and occurs in both 
type I and type B warts. The process is concerned 
with cornification at the tips of the warts’ papillae, and 
is therefore most in evidence in the filiform and digitate 
warts of the face—the fibroKeratomata of Unna (1880). 
The essential difference between “ Hornmarkbildung ” 
and type I warts is that in the former the nucleus is 
displaced to one side of the cell, and in the latter remaing 
central. Whatever may be the significance of “ Horn- 
markbildung,” the process is quite distinct from the 
type I change. 


The bodies in type I warts certainly show staining 
similarities to keratohyalin; but we believe that they 
are inclusion bodies because they appear constantly in 
the deepest prickle cells as well as in an occasional 
basal cell; because not all the epidermal] cells are 
affected ; because in the affected cells we can trace a 
progressive change through the layers of the epidermis ; 
and because the bodies give the staining reactions which 
would be expected of inclusions, and do not give those 
which would not be expected. We have been impressed 
with the resemblance of the histology of type I warts to 
that of molluscum contagiosum, a resemblance which 
fails only in that no wart bodies are eventually expelled 
from the surface- of the wart as are the molluscum 
bodies. The staining reactions of the wart inclusion 
bodies and of the keratohyalin produced by the 
unaffected epidermal cells are not identical, for the 
inclusion bodies are more eosinophilic, and this differ- 
ence is not explicable simply because of the larger size 
of the inclusions. \ 

Inclusion bodies in warts have been described by 
Lipschütz (1924). They were said to be intranuclear- 
and basophilic, and we believe that they correspond with 
the inclusion bodies which” we have described—for 
example, Fig. 8; we have emphasized the changes in 
the subgranular layers of the epidermis, and Lipschtitz 
those in the supragranular layers. He did mention the 
“ keratohyalinoid” change, however, and considered 
that it bore no relation to the inclusion bodies which 
he was describing? But we have found that the 
Lipschütz inclusion bodies are confined to the type I 
warts, 


The intermediate type of warts is uncommon. We 
‘have found them .in association with type B, but never 
with type I warts. Dubreuilh described one patient 
whose warts showed a complete transition from the 
banal to the inclusion type of histology. We have not 
found a single patient who has borne type B and type I 
warts simultaneously. 

Finally, we would prefer to drop the names type B 
and type I warts; this nomenclature was convenient at 
the time, but was intended only to be a makeshift. In 
the light of the clinical findings we consider that the 
type B wart should remain as “ verruca vulgaris,” while 
the type I wart should be dignified with its old name, 
““myrmecia.” 


i a 
Summary and Conclusions 


We have found inclusion bodies in some warts: such we 
have called type I (inclusion) warts, in order to distinguish 
them from type B (banal) warts, which have a commonplace 
histology devoid of inclusions. 


The inclusion bodies are eosinophilic and are both intra- 
cytoplasmic and intranuclear ; they appear first in the lowest 
layer of prickle cells, and their development can be followed 
into the stratum corneum. The bodies stain as inclusion 
bodies would be expected to do. 


The distinction between type B and type I warts is clinical 
as well as histological. Type I warts are usually plantar, 
palmar, subungual, or paronychial; they are painful and 
often associated with “inflammation” of the surrounding 
skin ; they are deeply set in the skin and form dome-shaped 
swellings ; when curetted their size is greater than appears 
on the surface, and their-substance is opaque, white, and soft. 

We are uncertain of the relationship existing between the 
two types, but some evidence—the recurrence of some type I 
warts as type B, and the discovery of an intermediate type— 
suggest that type I warts are a variety of type B. However, 
other evidence—a transmission experiment and a clinical 
case in which the warts bred true—points towards an 
absolute distinction between the types. 

The type I wart is the same entity as the myrmecia of 
Celsus, the vascular ‘excrescence of Durlacher, and the 
plantar wart of Dubreuilh. Those plantar warts called 
the mosaic type are histologically type B. ` 

The type I change is quite distinct from the process known 
as “ Hornmarkbildung.” 5 

The basophilic intranuclear inclusion bodies of Lipschitz 
are the supragranular stage of the inclusion bodies of type I 
warts. 

We suggest that the name “ verruca vulgaris” be confined 
to type B warts, and that type I be renamed “ myrmecia.” 


This article is based on an MD. thesis (Lyell, 1950). We are 
indebted to Dr. C. H. Whittle for access to his cases, and to 
Dr. G. C. Eastwood and Dr. H. P. Broda for their co-operation. 
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ADDENDUM.—Since submitting this paper we have seen 
two reports by Strauss ef al. (1949, 1950). These authors 
centrifuged ground wart tissue and found small. elementary 
bodies in type I warts, but none in type B. We are now 
attempting to repeat this observation. , 
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[Wrra SPECIAL PLATE] 


The liability of the diabetic patient to develop kidney 


disease is due in part to the more frequent occurrence 
and severe nature of infections, ranging from pyelitis 
to necrotizing renal papillitis, and in part to degenera- 
tive disease of the renal arteries and arterioles The 
clinical criteria for recognizing these complications 
have been established. But diabetics aré also subject 
to a renal disease called “intercapillary glomerulo- 
sclerosis ” by Kimmelstiel and Wilson (1936), which is 
probably peculiar to diabetics, and for the recognition 
of which during life there are as yet no accepted 
clinical criteria. 

Several ‘clinical and pathological studies of inter- 
capillary glomerulosclerosis have appeared since the 
original observations, many tending to confirm that the 
typical lesions are associated with a recognizable 
syndrome, but others describing cases in which no 
syndrome was discerned. More recently, Kimmelstiel 
and Porter (1948) have done much to clarify this 
position by suggesting that two distinct and possibly 
different lesions have been recognized in the literature 
“as intercapillary glomerulosclerosis—a diffuse form in 
which there was only a widespread basement mem- 
brane thickening and a nodular form in which there are 
distinct well-defined islands of hyaline material in the 
glomeruli. They observe that the evidence of the 
literature shows that the “nodular” type is a lesiqn 
found only in diabetics, and that these diabetics had 
usually shown a definite syndrome. Further, as the 
original paper of Kimmelstiel and Wilson refers clearly 
to cases showing the “nodular” form, only such a 
lesion should be described as “ intercapillary glomerulo- 
sclerosis ” or the Kimmelstiel-Wilson lesion. This pro- 
cedure has been adopted in this paper. 

A comparison between the clinical syndrome 
recorded in association with different types of renal 
disease in diabetics should show whether there was a 
syndrome associated with the lesion, at least in its 
‘advanced stages. We decided to make such a com- 
parison after analysing the clinical records and post- 
mortem material of all diabetics coming to necropsy 
in Hammersmith Hospital from July, 1936, to August, 
1948. The cases were classified according to their renal 
condition into one of the five groups shown below, and 
a comparison made between the clinical features of 
these five groups provides the results presented. 


Pathological Grouping 


There were 46 cases. Three were discarded, as 
adequate pathological material was not available. 
There were no cases of nephritis. The remaining 43 
were placed in the following groups: 

Group 1: the Kimmelstiel-Wilson Group (11 cases; 8 
with lesions in nearly every glomerulus, 3 in only occa- 
sional glomeruli).—All cases showing nodular intercapillary 


` Though the groups 





glomerulosclerosis as described by Kimmelstiel and Wilson 
were placed in this group, irrespective of other disease 
conditions—that is, all cases showed the following features. 
(a) Discrete hyaline islands in the glomeruli (Plate, Fig. 1). 
The capillaries around them appeared to remain patent and 
even, in places, dilated (Fig. 2). (b) A- pronounced degree 
of arteriosclerosis (Fig. 1). This may be seen to affect both 
afferent and efferent arterioles (Fig. 3). (c) A hyaline “cap” 
on a thickened Bowman's membrane (Fig. 1). In some cases 
special stains were employed which showed the protein 
nature of the hyaline material (Fig. 3), the fatty changes 
‘in it and in the adjacent tubules (Fig. 4), and the argentophil 
staining of the hyaline balls (Fig. 5). 

Group 2° the Arteriolosclerotic Group (three cases).—~ 
This consisted of those cases in which arteriolosclerosis 
was present without the typical Kimmelstiel-Wilson lesions 
(Fig. 6). 

Group 3: the Arteriosclerotic Group (4 cases)—This was 
composed of those cases which showed aiteriosclerosis, both 
macroscopically and microscopically, but no Kimmelstiel~ 
Wilson lesions. 

Gioup 4: the Pyelonephritic Group (four cases),—This 
consisted of‘ those cases in which pyelonephritis was the 
dominant lesion and no Kimmelstiel-Wilson lesions were 
noted. 

Group 5: the “ Other Diabetic” Group (21 cases)—This 
group included all the remaining cases which showed no 
more permanent renal change than “cloudy swellirig,” 
“fatty degeneration,” or “toxic change.” 


Results 7 
Comparison of the recorded clinical features of these 


- five groups with different renal pathological conditions 


showed that the groups also differed in their clinical 
features ~The tables show the number of records 
giving adequate information on each point examined. 
were small, several of -the 
differences appeared significant, and attention is drawn 
below to those which seem to help to delineate the 
syndrome associated with Kimmelstiel-Wilson lesions. 

Age and Sex—The distribution (Table I) confirmed 
the usual finding that intercapillary glomerulosclerosis 
involves the elderly female especially. - _ ` 


TABLE I-—Age and Sex Incidence 





Renal Pathology Group 





1 2 3 4 5 
(11 Cases) | (3 Cases) | (4 Cases) | (4 Cases) | (21 Cases) 


Pic tae = ata 
Mean age at death 
Range of ages 
No of females 








Diabetes—An attempt was made to classify the 
diabetes according to its severity and controllability so 
far as the available records permitted. Cases which 
had been satisfactorily controlled for long periods 
without insulin were classed as mild; those which 
always required more than 20 units of insulin daily 
were classed as severe. Patients whose symptoms dis- 
appeared and who gained and maintained weight with- 
out incident were assessed as “ easily controlled” ; and 
those whose symptoms recurred or who needed more 
than an initial hospital admission for stabilization or 
coma were assessed as difficult to control. No clear 
difference could be distinguished between these small 
pathological. groups in these respects. In view of 
previous observations it is worth noting that the 
Kimmelstiel-Wilson group showed instances of both 
severe and mild cases, some easily controlled and 
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likely to suffer from complications such as neuropathy 
(Rundles) and retinitis proliferans (Waite and Beet- 
ham, 1935). Yet others have claimed that the treat- 
ment of diabetics had no bearing on the’ renal involve- 
ment (Kummelstiel and Porter, Laipply er al., Hender- 
son et al.). 

The duration of the diabetes, though also difficult to 
assess, seems to be important, and the view has been put 
forward (Dolger, 1946) that the duration was the most 
important factor in the development of degenerative 
lesions. Henderson er al. showed that in their series 
the duration of the diabetes appeared to be short only 
where the nature of the diabetes was mild, and may 
well have been present without symptoms for some 
time Their series showed that when advanced Jesions 
were present the duration of diabetes averaged 112 
years, where mild lesions were present 8.1 years, and 
‘where no lesions were present 5.2 years Goodof 
showed a steady rise in the incidence of intercapillary 
glomerulosclerosis among diabetics arranged in order 
of duration after six years had passed. Mann ef al 
also found a significant relation of the lesion with dura- 
uon of diabetes, the average duration of their younger 
group of diabetics being 14.8 years. 

On the other hand, Croom and Scott (1949) could 
find no correlation between the severity and control of 
diabetes and the onset of complications, and showed 
clearly that degenerative lesions were not ievitable 
Their study of 60 diabetics selected to have an average 
duration of over 15 years showed 15 free from any 
clinically recognizable degenerative disease, one of 
whom had been diabetic for 26 years. In their group 
there were only two with albuminuria and oedema 
Thus if degenerative complications are not mevitable 
with prolonged diabetes, and, less certainly, 1f control 
makes little difference, some other factor may be 1n- 
volved. These complications may be due either to 
prolonged diabetes in some special circumstances with 
which we are not as yet familiar or to prolonged 
diabetes of a special type, or to both 

Our study, coupled with an analysis of the literature, 
leads us to conclude that a syndrome including 
diabetes, albuminuria, and all the following four 
features—hypertension with heart failure, diabetic 
retinopathy or obscuring cataract, peripheral neuro- 
pathy, and oedema at least of the dependent parts— 
will reasonably imply the presence of intercapillary 
glomerulosclerosis in the kidney. 


Sommary 

Among 43 diabetics examined post mortem the following 
groups of renal conditions were found: 11 with Kimmelstiel- 
Wilson lesions (with or without other lesions); three with 
arteriolosclerosis (without other lesions); four with arterio- 
sclerosis (without other lesions); and four with pyelo- 
nephritis (without other lesions). The remaining 21 cases 
were classed as “ orner diabetics,” without irreversible renal 
conditions. 

Analysis of the ai clinical picture showed that: 
(a) The Kimmelstiel-Wilson group comprised, especially, 
elderly females who had had a mild diabetes for many 
years. (b) All groups with renal disease were associated 
with proteinuria and, more frequently than other diabetics, 
with urinary infection. (c) The Kimmelstiel-Wilson group, 
however, almost universally, showed m addition all the 
following features: hypertension with heart failure; peri- 
pheral neuropathy ; oedema at least of the dependent parts ; 
and retinitis or cataract obscuring the retina. This syndrome 
was not found in any other group. ‘ 
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It 1s suggested that m any diabeucs who show proteinuria 
the presence of the four additional features listed above 
implies Kimmelstiel-Wilson lesions in the kidney. 


My thanks are due particularly to Dr Russell Fraser for help 
ın preparing the clinical material; to Dr. I..Doniach and 
Dr R. Pearce for help with the pathological material: and to 
Mr Willmot of the photographic department 
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The First International Congress on Diseases of the Chest, 
sponsored by the Council on International Affairs, American 
College of Chest Physicians, held at the Carlo Forlanini 
Institute, Rome, Italy, September 17 to 22, was attended by 
approximately J,000 physicians and their wives. At the 
inaugural session the College medal was presented to Sir 
Alexander Fleming for his discovery of penicillin. More 
than 100 scientific papers were presented during the con- 
gress by physicians from 40 countries, including two dele- 
gates from the Soviet Union, Professor Pavel Lukomski, 
who read a paper on “ Aetiopathogenesis of Suppurative 
Diseases of the Lung," and Professor Feodor Uglov, who 
read one on “Lung Resection Ligation of the Pulmonary 
Artery in the Treatment of Chronic Suppurative Lung 
Diseases.” Special administrative meetings of the gover- 
nors and regents of the College from the 40 countries repre- 
sented at the congress were held. A European Chapter of 
the College was organized, with Dr. André Meyer, Paris, as 
the general secretary. The regents of the College in Europe 
who will serve as the executive council for the Chapter are 
Professor Gustav Maurer, Davos, Switzerland; Professor 
Etienne Bernard, Pans, France ; Professor Lopo de Carvalho, 
Lisbon, Portugal; Professor Nicholas Oekonomopoulos, 
Athens, Greece ; Professor Eugenio Morelli, Rome, Italy ; 
and Sir Alexander Fleming, London, England. Delegates 
from England who attended the congress in Rome were 
Sir Alexander Fleming, Sir Harold Boldero, and Drs. A. J. 
Benatt, C. K. Cullen, M. L. Dowildar, W. Griffel, W. Paton 
Philip, R. R. Trail, M. Weinberger. The delegates were 
received by his Holiness, Pope Pius XII, and a reception 
was held for the visiting delegates by Signor Salvatore 
Rebecchini, Mayor of Rome. 
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< De Seenaa PLATE] 
Since Malherbe (1880) first gave an account ofa ane 
; scribed calcified lesion of the skin and named. 
` épithélioma calcifié” a number of papers have ee 

published on this interesting condition. The more use- 
ful in the English language are Ch’in’s (1933) compre- 
hensive review of the world literature, and papers by 
Cété (1936), Highman and Ogden (1944), and King 
(1947), all in journals of pathology. The standard text- 
books of general pathology make no reference to the 
‘condition, Willis (1948) alone giving a brief description 
and discussing its aetiology. Of the standard textbooks 

of surgery, consulted only Aird (1949) mentions ıt, 
quoting Willis. à 

_ For this reason the lesion is rarely, if ever, recognized ` 
clinically, and yet it is not uncommon, as the following 
eleyen cases show, ten occurring in 11,330 surgical speci- 
mens' examined during 1943 to 1949 in the histological 
laboratory of a general hospital, and one found froin 
the records of anotei hospital. ` 


6 


Clinical Findings o 


Analysis of the case records of the present series (see 
Table) reveals several characteristic features. The lesion 
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may occur at all ages, the youngest in this series being 
24- years and the oldest 65, but half the cases were sub- 
jects under 20. This low age incidence has been noted © 
previously, and may be of importance in considering the 
aetiology. -~ 

Females predominated‘ over males in the ‘proportion 
of 8 to 3, and four cases were girls under 14 years of age. 
In Cété’s series, however, males were more common} 
and in those of Ch’in and of Hi an and Ogden the 
sexes were equal. There does not appear to be any 
significance in the sex distribution, though Côté suggests 


that females may seek advice more often’ for cosmetic, 


reasons. 
~ Length of history varies from months to years and 
_ increase in size is slow. In three cases there was a his- 
tory of injury some years previously. Pain was rarely 
complained of, and the tumour was removed for reasons 
of appearance or because of. its uncertain nature. 


The. physical characters were constant. ‘The lesion’ 
was a well-defined nodule in the subcutaneous tissue, 
varying from 5 to 25 mm. in diameter. It was usually 
described as hard or firm and when excised was finely 


-nodular with a gritty cut surface (Fig. A). Attachment ` 
` to the skin was commonly: noted but never to the deeper 
\ 


‘known. Reading 
through ‘the case 
records it can be 


structures. 


The usual ‘distribution was eonsiraied: the nodule 
occurring-in five cases about the head and neck, 
four times on the arms, once on the leg, and once on 
the chest 

` Diagnosis aid Treatment 


~If these characteristics are borne in mind a confident, 
diagnosis of benjgn calcified epithelioma should be 
possible, but it is not made because the condition is 
not sufficiently ‘well . 


seen that the clini- 
cians were impressed 
by the two factors of 
hardness and attach- 
ment to“ skin. On 
these grounds the 
most frequently made 
diagnosis was talci- 
fed sebaceous~ cyst, 
usually preceded by 
severat queries. Yet 
it is of interest that 
during the^ seven 
years under review 
only’ one specimen . 
of ` this condition 
was . submitted ` to 
microscopy. 

‘In one case the 
lump was thought to 
be a secondary de- 
posit from carcinoma 
of the bronchus and was removed for biopsy. Other 
diagnoses, usually tentative, were sequestration der- - 
moid, foreign body, subcutaneous fat necrosis, and the 
ubiquitous fibroma. 

Treatment is by surgical excision, usually ‘under local 





= / 
A—Cut surface of the, 


Fic. 
tumour, showing patchy calcifica- 
tion. 


analgesia, but a general anaesthetic will be necessary for 


a child.- Recurrences have been reported, but these pro- 
bably follow, incomplete removal due to ignorance .of 
the nature of the condition at the time of, operation 


a Histology J. af : 
The cases here reported all showed in some-degree the 
characteristic histological features previously described 
by other authors. Decalcification was usually necessary 
in the preparation of the material. Microscopical 
examination of the lesion showed in each case masses of 
epithelial cells surrounded by a well-defined fibrous cap- 
Sule. The cells had undergone necrosis, their nuclei . 
failing to stain, but-still retained .their faint cell outlines 
with “ ghost ” nuclei, a change sometimes termed mum- 
mification and the most typical feature of the condition 
(Plate, Fig. 1). There may | be areas of viable epithelium, 
smaller in extent and sometimes absent altogether, which 
retain their normal staining reactions (Fig. 2). 

Patchy calcification of the mummified epithelium is 
nearly always present in verge amount, but. is not 
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, -essential ‘to the dazio and was ibeni -in Cases 2; 5, 
and 6. Ossification also occurs (Fig. 3), and was present 
s in four cases in this series (Cases 1, 3,7, and 8). A well- 
‘marked fibrous stroma is present in which foreign-body 
giant cells are a frequent occurrence. Melanin-like pig- 
ment was, noted in Case 4 and has been recorded in 


previous series. In Case 2 eleidin granule pigment was - 


demonstrated, and no‘ previous peferences to this have 
, been found in the literature.. 


4 Discussion ; 

The’ essential feature of the lesion Seems to be an 
encapsulated proliferation of epithelial cells, followed by 
their death. Calcification and later ossification can be 


i considered as secondary changes apt to occur in ‘any 
dead tissue. 


microscope, but the origin of the condition is obscure 
and many theories have been propounded. 


Cété considers it to be a neoplasm of low malignancy, 


i e 
: 


intermediate in type between a sebaceous cyst and a. 
basal-celled carcinoma, founding his theory on the’ 


presénce of mitotic figures and a supposed basal origin 
for the epithelium. This supposition is disputed, for 
in cases in which- viable epithelium’ was present this 
appeared tò be squamous-celled in origin. Confirmation 
_ was afforded in Case 5 by the presence of prickle cells 


and keratinization; in'Case 2 .eleidin granules were - 


-The result is easily recognized under the , 
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I am i to fieber of the staff of the West Middlesex 


Hospital for permission to publish their cases, and to Dr. H 
Rogers, of Hillingdon Hospital, for details of Case 11. My 


` thanks are due to Dr. A. C. Counsell for much helpful advice 


present, which normally occur in the stratim granu- 


losum, and ,are further evidence of the squamous 
' „nature of the epithelial cells. No mitotic figures were 
noted in the present series. Moreover, it is unusual for 
sebaceous cysts or rodent ulcers to occur in the low age 
group of benign calcified epithelioma. 
Highman and Ogden found brown pigment resem- 
bling melanin in three cases out of twelve, -and sug- 
~gested that the primary lesion is an- epidermoid cyst 


arising from a hair follicle, with which pigment is often ` 


associated. : 
Willis regards the condition as bemg due to degenera- 
_ tive changes in the proliferating epithelium of a sebaceous 
or epidermoid cyst -and does not think the lesion is a 
_ true tumour. l ` 
. King differentiates two types—one derived hom 
squamous cells proliferating i in an epidermoid cyst, and 
the other,` much less common, of basal. cells with 
mitotic figures. In support of his first suggested form 
‘he’found transitional types showing the characteristic 
changes of mummification occurring in an otherwise 
‘typical epidermoid cyst. : S 
Epidermoid cysts may arise from epidermal cells im- 
planted by injury, from sebaceous ducts or from hair 
follicles. The histological appearances in this series are 
consistent With an origin from such a cyst and do not 
support an origin from basal cells or indicate any ned- 
plastic change. A history of trauma in three cases ‘and 
the usual occurrence of the lesion in situations exposed 
‘to minor injury suggest thdt the.cyst may sometimes -be 
of the implantation variety, ; 
- _ Summary 
Eleven new cases of benign caletied epithelioma are 
reported. 
The clinical findings ~and histology are described: 
The nature of the lesion is discussed and evidence pre- 
sented in support of an origin from. proliferation of 
squamous cells in an epidermoid cyst. 
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A plea is made for the wee recognition of” a’ not. 


uncommon skin condition. Fle; 
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: more`important division of the gland.” 


‘with the histology, and to Mr. yimton for the photographs 
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In studying the Kirar for early observations on 
lesions of the pituitary gland, Simonds (1922) referred 
to a German abstract of a paper by Glinski (1913b) 
in which two cases of post-partum necrosis of the 
pituitary were described ; this abstract was later men- 
tioned by Sheehan (1937). I was unsuccessful in tracing 


in this country the original Polish paper, but further , 


teferences were kindly supplied me by Dr. J. J. Keevil, 
librarian keeper of the Royal College of Physicians of 
London. These papers, however, also could not be 


to ‘the Director, Army Medical Library, Washington, 
D.C., and as a result three papers by Glinski, two of 
which are in Polish, have been traced (1913a, 1913c, 
1913d), the microfilms of them seen, and translations 
made 


Glinski’s Investigations 
Glinski’s papers provide ` most interesting reading, 
particularly when it is appreciated that, they were 
written some, 37 years ago. He drew attention to work 
which had been done on such properties of extracts 
of the posterior lobe of the pituitary as the production 
of increased arterial- blood pressure, peripheral 


is country. An approach was then made — 


Pa 


vasoconstriction, slowing of the pulse, contraction of < 


smooth muscle, especially of the uterus and urinary 


bladder ; and the lack of work done on the properties . 
of anterior-lobe extracts. This he ascribed to the , 
. difficult procedure of obtaining extracts, and he warned 


against the danger of drawing conclusions from impure 
or contaminated extracts. 


In other words, the extract of a ` gland was not: | 


necessarily the secretion of the gland. “In my opinion, 


therefore, 'we should not, at the: present stage of our ' 


knowledge, overestimate the effects of the hypophysial 
extracts, and, in spite of many contradictory findings 


based on these investigations, I still regard the anterior _ 


glandular part of the pituitary as the active and 
He based his 
views on an extensive study of the anterior lobe, 
its “‘incomparably greater blood’ supply,” and_ the 


we 
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histopathological changes present in acromegaly, 
gigantism, and dystrophia adiposogenitalis. A better 
approach, he said, would be to study the anterior 
pituitary in all diseases wherever possible. 

He then drew attention to certain specific and 
significant signs and symptoms associated with anterior 
pituitary damage, such as irregular menstruation, 
complete amenorrhoea, changes in the secondary sex 
characteristics, loss of libido, and atrophy of the sex 
glands. This led him to extend the observations of 
Erdheim and Stumme (1909) by a post-mortem study 
of pituitaries in 28 males and 49 females, the latter 
including pregnant women, women who~died during 
labour, nursing mothers, and women who had never 
been pregnant. In virgins the gland weighed 0.58 g., 
im non-pregnant women 0.70 g., in pregnancy of 5-8 
months 0.84 g., in pregnancy up to parturition 0.92 g., 
to reach a peak of 0.95 g. for women in labour up to 
four weeks after labour. He maintained that the 
involution of the gland was slow following childbirth, 
began to take place two weeks later, and was noticeable 
macroscopically only in the second month after child- 
birth, but no full restitution took place even up to the 
seventh year after pregnancy. The enlargement of the 
gland, both by weight and by measurement, began in 
the middle of pregnancy and affected only the anterior 
lobe. He also found that in women who died during 
labour from severe acute blood loss the enlargement 
of the pituitary remained. The colour of the gland 
in pregnancy was pale, almost white, compared with 
the reddish-brown colour of the normal pituitary, and 
this was due to the poor supply of blood to the pituitary 
in pregnancy. 

The cause of the enlargement of the pituitary in 
pregnancy he believed to be due to changes in ovarian 
activity, inhibited ovulation, dnd formation .of corpus 
luteum. As castration in man and animals produced 
enlargement of the pituitary, he drew attention to‘the 
work of some authors who made an analogy between 
pregnancy and temporary castration. 


Post-partum Necrosis of the Anterior Pituitary 


With regard to the pathological processes that occur 
in the pituitary, he wrote: “ There occur in the hypo- 
physis quite often, and definitely not as infrequently as 
some assume, various pathological processes leading to 
destruction of large areas of the glandular part which 
must necessarily affect gravely the functions of the 
hypophysis or even abolish them completely." He then 
described two cases of post-partum necrosis of the 
anterior pituitary. 


The first case was that of a woman, aged 37, who had 
had two previous pregnancies, in each of which a craniotomy 
had had to be performed because of her narrow pelvis. In 
the third pregnancy a caesarean section was performed in 
an effort to deliver the child alive. Following atony of the 
uterus, she developed a severe post-partum haemorrhage and 
died from puerperal sepsis nine days after the operation. 
“ Examination of the pituitary showed, apart from the usual 
changes seen in pregnancy, an extensive area of necrosis 
with a well-advanced proliferation of the connective tissue 
proceeding from the periphery and partial organization of 
the lesion. It was obvious that the necrotic changes must 
have existed for quite a time and they must have developed 
before childbirth. A case like this favours the hypothesis 
that an extensive necrosis leads to an endocrine disorder and 
causes atony of the uterus.” 

The second case was that of a woman, aged 33, who died 
from valvular disease of the heart six weeks after an abor- 
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tion at six months. “ Under mucroscopical examination an 
extensive necrosis was found in the glandular part of the 
pituitary, with secondary proliferation of connective tissue.” 


Glinski stated that the origin of these necrotic 
changes must undoubtedly be related to vascular 
thrombosis of the arteries supplying the pituitary. 

He concluded one of his papers (Glinski, 1913d) 
with the following paragraph: “ Parallel to these in- 
vestigations [post-partum ‘deaths] one should observe 
the state of the pituitary in eyery post-mortem 
examination, because even the changes of the hypo- 
physis, which can be recognized at the present state 
of our knowledge, can, if correlated critically with 
exact clinical observations, yield information about 
many unknown facts regarding the physiology and 
pathology of the hypophysis. It is also quite obvious 
that parallel to these researches one must carry out 
studies in all directions, and should, during the investi- 
gation of the hypopbysis, also take into account all 
the other endocrine glands.” 


Simmonds’s Early Papers 


These excellent observations of Glinski's in 1913 led 
me to‘consult again the early papers of Simmonds. He 
did not mention Glinski’s work in his first paper 
(Simmonds, 1914a). In his second paper (1914b), he 
mentioned Glinski by name and wrote : “ From foreign 
literature I only know through an abstract [Glinski, 
1913b] the work of Glinski which had appeared in the 
Polish “Janguage. This author reports on two cases 
of puerperal sepsis, of which the first showed a puru- 
lent focus and the other a necrotic area in the pituitary 
In the third case, he found, in a woman who had died 
six weeks after labour from cardiac disease, a circum- 
scribed necrosis also within that organ. That is all 
that I found about this subject in the literature in spite 
of my greatest efforts.” 

Let us now return to Simmonds’s first paper on the 
subject (Simmonds, 1914a). In reporting the case of 
a woman aged 46 he wrote: - y 


“After the negative clinical findings we were rather 
interested in the results of the post-mortem examination 
Nothing abnormal was found on the brain or the meninges 
Apart from some thickening of the apical pleura and some 
pleural adhesions the lungs were normal. In the abdomen 
the small size of the liver, spleen, and ovaries was noticed 
Their size corresponded to that usually found in an older 
woman. 

“1 should like to stress that the histological examinanon 
of these organs, as well as of the pancreas, thyrotd, kidneys, 
adrenals, and parathyroid glands, was completely negative 

“The post-mortem examination would have left us in 
ignorance of the cause of death had I not finally removed 
the hypophysis and examined that organ. I noticed immedi- 
ately the small size, softness, and abnormal appearance of 
the gland, which weighed only 0.3 g. I cut sections of the 
gland and examined them histologically. The result was 
surprising. Nothing was seen which could’ with certainty 
be described as the neural part, and of the pars intermedia 
there remained only a few colloid-containing cysts lined 
with ciliary epithelium. Of the glandular anterior lobe 
there remained only a few small strands and very few 
clusters of cells." 


It was indeed a fortunate intuition that caused 
Simmonds to examine the pituitary gland in the 
absence of very abnormal findings in the abdomen 
macroscopically, and with completely negative histolo- 
gical findings in all the organs examined. In fact, it 
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was surprising that one of the most important and 
characteristic post-mortem findings in hypopituitarism 
should have escaped the attention of so critical an 
observer as Simmonds—namely, an atrophy of the 
endocrine glands such as the thyroid and the adrenals. 
It is true, as Sheehan and Summers (1949) have pointed 
out, that the changes are similar in type to those occur- 
ring after the menopause, and so a diagnostic signifi- 
cance may be difficult. But Simmonds’s patient was 
only 46 years old ; she had had the disease for eleven 
years, and in a very severe form, as practically the 
whole of the pituitary gland was destroyed. Fahr’s 
case (1918), with less destruction of the anterior lobe 
than Simmonds’s case, showed a marked atrophy of 
the adrenals, which weighed 1.4 g. and 1.6 g. (normal 
10-15 g.) i 


A Characteristic Finding 
Berblinger (1934) has stressed that a characteristic 
post-mortem finding in hypopituitarism is a generalized 
atrophy of organs and glands, and his findings in a 


man who had had the disease, for seven years are worth . 


recording: 

Case Normal 
Brain 1,120 g 1,36Q g. 
Heart 230 ,„ 370,, A 
Spleen - 110,, 161 ,, 
Liver 1,060 „ 1,603 ,, 
Kidneys 60 ” = 265 ” 
Pancreas 35 Tp 
Adrenals 55 13,, 
Thyroid _ 13,, 29, 
Testicles é, i 36, 
Pituitary 7 0.2g. .. 0.6 g 


Of the endocrine glands, the pancreas and thyroid 
have only half, the adrenals and pituitary one-third, 
and the testes only one-sixth of the normal average 
weight. , ee 

Histologically, these were Berblinger’s findings :— 
adrenals: cortex and medulla narrowed ; parathyroids: 

_ only clear principal cells, no oxyphil cells; thyroid: 
_ follicles mostly contain colloid, but epithelium low ; 
pancreas: islets large ; prostate: atrophy ; epididymis: 
epithelium of the tubules present and norn yl, but no 
spermatozoa or cells inthe lumen ; testes: temarkably 
small; atrophy of tubules,; interstitial cells do not 
contain fat or pigment. In the interstitium there were 
some fibroblasts and small-cell infiltration. In spite of 
a most careful examination no interstitial’ cells could 
be found. The wall of the arterioles showed lipoid 
. change. There was therefore a diffuse severe atrophy 
of both testes with complete loss of spermatogenesis 
and absence of the typical interstitial cells which is 
typical of testicular atrophy due to hypophysial insuffi- 
_ ciency. ; 

Sheehan and Summers (1949) have described changes 
in the gonads and genital tract of the female analogous 
to that described by Berblinger in the male. In a later 
paper Cooke and Sheehan (1950) described detailed 
post-mortem findings in four cases. These cases showed 
an atrophy of most of the abdominal organs, and in 
the thyroid and adrenals in every case. One interesting 
observation they have recorded :was the absence of 
atrophy of the parathyroid glands (in one case hyper- 
trophy was present}—an unexpected finding if there is 
a parathyrotrophic hormone, but supported by normal 
values for serum .calcium and phosphorus. ` These 
normal blood findings were also noted in a case 
presently under observation. 


Conclusion 

One can perhaps understand some difficulty in ob- 
taining Polish medical journals and translations of the 
articles if the language is.not known. ‘This must have 
occurred to Glinski, for he published his third paper 
on “The Hypophysis in General and the Changes 
Occurring in Pregnancy in Particular” in German in 
a Berlin journal (1913d), This paper, in three parts, 
first appeared on June 16, 1913, and in the two subse- 
quent weekly issues, or-some six months before 
Simmonds gave his lecture at Vienna. 

It is of interest to nòte that Glinski has also des- 
cribed tuberculosis of the pituitary in a child of 10 
dying from generalized miliary tuberculosis in whom 
microscopical evidence indicated that the tuberculous 
inflammation spread into the pituitary by'two different 
routes—by direct infiltration and by generalized miliary 
tuberculosis (Glinski, ` 1913a}—and also purulent 
changes in the pituitary due to meningococcal menin- 
gitis and puerperal sepsis (Glinski, 1913a) 


Summary x 

This article has been written with the object of making 
Glinski’s papers better known, as they do not appear to be 
generally available in this country. It is interesting to note 
that some 37 years ago Glinski advanced the hypothesis 
that necrosis of the anterior pituitary was the cause and not 
the effect of atony of the uterus, haemorrhage, and collapse 
in women at childbirth—a view subsequently elaborated by 
Taylor and Shea (1944), but not accepted by Sheehan (1948), 


It is a pleasure to thank Dr. M. Frisch for assistance with the 
German translations. 
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In Korea the U.S. Army is using chloroquine as the stan- 
dard malaria suppressant, and. is hoping that, taken with 
primaquin, it will prove effective for all treatment. Various 
substances are also under test. ‘‘ Physeptone'” (“ amidone ”) 
has proved effective in place of morphine ; dextran, poly- 
vinylpyroļlidone (a plastic), and gelatin are under trial to 
replace plasma in ons ; an iódoglobulin compound 
has been developed to sterilize water in the field instead of 
the usual chlorination. Actidione, a by-product in the manu- 
facture of streptomycin, is a valuable rat repellent which 
may be used as a coating on the outside of packages and 
containers. For field use a sterile injection device contains 
helium.under pressure, so that once the needle is in the akin 
a seal can be broken fo let the gas force a drug into the 
tissues i 
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TWO CASES OF SIMMONDS’S DISEASE 


DUE TO POST-PARTUM NECROSIS 
OF THE PITUITARY GLAND - 


$ , BY 
W. HAUSMANN, M.R.C.P. 


S. KALINOWSKI, M.D. 


- 


AND ` 


H. S. LE MARQUAND, M.D. F.R.C.P. 
(From the\ Royal Berkshire and Battle Hospitals, Reading), 


We report the following cases for several reasons Every 
patient with Simmonds’s disease presents a fascinating 
picture of deranged pituitary function which cannot be 
- paralleled ‘by operating on animals; the symptoms and 
response to treatment are very instructive from both 
the theoretical and the practical aspects. An important 
practical point is that the underlying pathology in these 


: , patients may not be ‘suspected until many years of ill- - 
health have elapsed, and it is probable that there are , 


many more patients suffering from varying degrees of 


. pituitary failure from this cause than are suspected. We 


feel very strongly that the title “Simmonds’s disease ” 
should be restricted to this type of case due to post- 
partum necrosis of the ages aS esos in 
‘Simmonds’s original article. 


p Case 1. 


The patient, a marned woman aged 42, had had “ten 
normal pregnancies. ‘Thirteen years previously the tenth 


‘pregnancy was followed by.a severe post-partum haemor- . 


rhage. She was not admitted to-hospital until 13 a after 


February, 1949 “March 


Blood sugar (fasting) 
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delivery, When she was transfused with 2 pints (L14 littes) 
of blood. Lactation was not established, all pubic and 


_ axillary hair was lost, ‘and no further menstrual ` period 


occurred. Her intelligence was low, and for many years 


-she remained iná state of poor health without seeking 


medical advice. Six months before the present admission : 


She was admitted in January, 1949, for investigation of 
anaemia and weakness. 

‘On examination she had a puffy mxygedematous face, her 
skin’ was very dry, inelastic, and pale’ with a yellow tint 
suggesting carotinaemia. Her expression was dull ' and 
Pubic and axillary hair was absent. Internal 
and external - genitalia were atrophied. Her pulse was 
feeble, temperature‘ subnormal, and blood pressure 90/? 
mm. Hg. She was not wasted. 


Fig. 1 shows the more important investigations that were 


undertaken during the course ‘of observation. Others were 
as follows. Kepler test, 23 (evidence of adrenal failure) 
Blood count ‘after readmission (December 20, 1949): Hb. 
red cells) 3,700,000; white cells, 4,000 (polymorphs 
58%, lymphocytes 34%) monocytes 6%, eosinophils 2%) 
Examination of urine afd blood urea revealed nothing 
abnormal. E.C.G. showed normal tracings of low voltage 
A radiograph of skull revealed nothing abnormal. A frac- 
tional test meal showed the presence of free hydrochloric 
acid. 

Thè history and the physical examination rendered , the 
diagnosis of Simimonds’s syndrome almost certain, but two 
investigations were undertaken which confirm a diagnosis 


of anterior pituitary dysfunction—the determination of the ` 


17-ketosteroids in the urine and the response to a test injec- 
tion of insulin. The 17-ketosteroid result was confirmatory 


in the 24-hour specimen of urine. An insulin sensitivity 


test was then undertaken. As the condition of the patient . 


was not very good,- only one-third of the calculated. dose 
of insulin—that is, 1} units -was injected intravenously. 
Within half an hour the! sau felt oe sweated; and 
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became unconscious. The test was discontinued ; the pulse 
was not perceptible, and the blood pressure fell to 
60 mm. Hg. 

Energetic treatment with glucose, adrenaline, and adrenal 
cortical extract (“ eucortone ") was started at once, but the 
patient remained semiconscious, confused, with a barely 
perceptible pulse and a systolic blood pressure between 60 
and 74 mg. Hg for a fortnight. The blood-sugar figures 
were as follows: fasting, 33 mg. per 100 ml.; 5 minutes 
after insulin injection, 31 mg.; 15 minutes, 17 mg.; 30 
minutes, 22 mg. No further samples were taken owing 
to the serious condition of the patient. Unfortunately the 
test dose of insulin was given before the results of the 
fasting „blood sugar had been received from the labora- 
tory, otherwise the test would not have been undertaken. 

The treatment is recorded in Fig. 1. It will be seen that 
for the first few days, owing to lack of supplies, the dose 
of eucortone was only 10-20 ml. daily; thereafter it was 
raised to 60 ml. A few 
injections of , testosterone 
propionate were given, but 
these had to be discontinued 
because they induced rest- 
lessness. Thyroid gland 
(dry) 1/5 gr. (13 mg.) was 
tred on three successive 
days, but caused diarrhoea 
and a fall of blood pressure, 
so it could not be continued. 
The patient improved pradu- 
ally, and at the beginning of 
March treatment with 
“doca” was substituted for 
eucortone, and later 200 mg. 
of doca was implanted and 
the patient was discharged 
in fairly good condition 
taking 5 g of salt extra, 
with 10 mg. of methyl testo- 
sterone sublingually, which 
now had no ill effect. 
When seen in the out-patient 
department one month after 
discharge she was well; 
thereafter she ceased atten- 
dance, 


The patient was readmitted 
in December, 1949, uncon- 
scious; no history was 
obtainable. The pulse and 
blood pressure were imper- 
ceptible. A vein was ex- 
posed; no blood could be 
obtained, but a glucose-saline drip was given with intra- 
venous injections of 10 ml. of eucortone every four 
hours. She regained consciousness in a few hours and 
gradually improved. In January, 1950, 200 mg. of doca 
was implanted, and in March 100 mg. As the patient could 
not tolerate thyroid gland, thyrotropic hormone was given 
in doses of 200 units every other day for five weeks; the 
only changes noticed were that the skin became less dry 
and the hair of the head improved in appearance. 

The patient was discharged in March, 1950. The 
myxoedematous appearance had not changed, and the 
skin remained dry. She was anaemic; iron had not 
been well tolerated, and difficult veins precluded the use 
of iron intravenously. Since discharge she has remained 
well, and has been able to do some housework and 
shopping. The raising of the haemoglobin level still 
remains a problem 





Fig. 2.--Case 1. Photograph 
showing absence of axillary 
and pubic har and poor 
mammary development 


Case 2 


The patient, a married woman aged 48, had had five 
pregnancies between 22 and 17 years previously. A post- 
partum haemorrhage occurred after the second and fifth 


t 
pregnancies. Amenorrhoea has been present since the last 
pregnancy, and since then she has never felt quite well. 
She has attended the doctor for the last five years on account 
of “ gastric complaints ” and “ anaemia.” She was admitted 
to hospital on August 27, 1949, in a semi-comatose condi- 
tion, into which she had lapsed three days before _ 

On examination she was mentally confused ; her face was 
myxoedematous, her skin was dry and pale, the hair of the 
scalp was dry, and pubic and axillary hair and eyebrows 
were missing. Internal and external genitalia were atrophied. 
Petechiae were present on shoulders and ankles. The patient 
was not wasted. Her temperature and pulse were subnormal. 
Her blood pressure was 90/55 mm Hg. A blood count 
showed : Hb, 90% (red cell count not done); white cells, 
5,300 (polymorphs, 58%, lymphocytes 34%, monocytes 
5%, eosinophils 2%, basophils 1%); blood urea, 19 mg. 
per 100 ml.; blood sugar, 62 mg. per 100 ml.; serum 
chloride, 565 mg. per 100 ml ; serum sodium, 334 mg. per 
100 ml. The urine was normal. An E.C.G. showed normal 
tracings of low voltage. 

The mental symptoms and stupor suggested hypo- 
glycaemia ; intravenous glucose brought an improvement, 
but mental confusion persisted. Further consideration sug- 
gested the diagnosis of Simmonds’s disease because of the 
history and the physical resemblance to Case 1. Eucortone. 
5 m! daily, was given and the confusion cleared at once. 
and the general condition thereafter improved. Estimation 
of 17-ketosteroids in the urine showed only 0.5 mg. for 24 
hours, confirming the diagnosis. In view of the previous 
experience the insulin tolerance test was not done, Thyro:d 
gland, + gr. (32 mg.), was given twice, but this small dose 
was not tolerated ; the blood pressure fell to 80/60 mm. Hg. 
and that treatment was discontinued. Subsequently the 


patient improved gradually on an extra 5 g. of salt, with’ 


10 mg. of methyl testosterone sublingually. On discharge 
in November, 1949, she still looked myxoedematous, but 
was able to do light work. Since then she has been living 


. anormal life and her health has been maintamed by implants 


of doca and methyl testosterone sublingually. 


Interesting Points Resulting from the Chemical 
Investigations 


in Case | the blood cholesterol was high owing to 
secondary myxoedema, but fell during treatment. The 
sodium and chlorides were at first low, improved on 
treatment with salt and doca to normal level, and had 
to be restricted later owing to development of oedema 
The potassium level was normal. Total serum protein 
(Case 1) was normal, but the A./G. ratio was reversed : 
albumin 2.5%, globulin 3.8%. This is unexplained 
Hypochromic anaemia was present, the eosinophils were 
1%, 2%, and nil in three counts. This type of anaemia 
is also found in hypothyroidism, and is noted by 
Escamella and Lisser in a number of verified cases. All 
blood-sugar estimates were low. It is interesting to note 
that the ketosteroid estimation rose after treatment 


Comment 


The interest of these patients lies in the fact that the 
pituitary gland had been so seriously disturbed that the 
production of thyrotropic, gonadotrophic, and adreno- 
corticotropic hormones was severely reduced, They 
both showed features of myxoedema with subnormal 
temperature, slow pulse rate, intolerance to cold, and 
lowered B.M.R. The lack of gonadotrophie influence 
was shown by the cessation of menstrual periods at an 
early age. the subsequent sexual involution, and the 
absence of sexual hair. The lack of adrenocortical hor- 
mone was shown by the low blood pressure, low blood- 
sugar level, and by the low ketosteroid production. With 


2 
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such severe damage treatment is necessarily difficult It 
has been found that pituitary extracts are of no value 

The great value of adrenal cortical extract and salt 
was conclusively shown by our patients. Certainly Case 
1 and probably Case 2 would have died without it. In 
the first patient the injection of insulin precipitated an 
adrenal crisis, on the verge of which she must have been 
living for a long time. This test illustrated only too 
clearly the danger of giving a dose of insulin in patients 
with severe degrees of pituitary failure. If the diagnosis 
can be made without the test-it is clearly much safer 
not to do the latter. In Case 2 there was the same under- 
lying mechanism, though not so severe. Both patients 
recovered a fair degree of health with adrenal cortical 
hormone and later doca. It was possible to substitute 
doca implants for the whole adrenal extract, provided 


sufficient was implanted, This suggests that doca must . 


have more widespread action than just the regulation of 
sodium and potassium balance, which in these patients 
was not grossly upset so far as the chemical investiga- 
tions show. The level of the blood sugar was not 
raised by treatment. 

Most of the more recently reported cases have been 
treated mainly with testosterone by mouth, injection, 
or implant ; the very good effect of doca in our patients 
is worth stressing. In patients with secondary myx- 
oedema it has been previously noted that thyroid gland 
may not be tolerated. This was the case in our patients, 
and patients who show signs suggesting myxoedema 
„should be examined for other signs of pituitary hypo- 
function before thyroid gland is given. As in the case 
of insulin, thyroid gland may be a dangerous drug in 
these patients even in a very small dose, and should be 
given with great caution. It had a very adverse effect 
with both patients. It is to be noted that adequate 
blood transfusion for treatment for the initial post- 
partum haemorrhage had not been given. In Case 1 
a small transfusion was given 13 days after the haemor- 
rhage. In Case 2 no blood was administered. It 
would seem likely that adequate prompt transfusion 
of such cases would prevent the development of this 
sequel. 

i Summary 

Two patients with characteristic history and physical signs 
of anterior pituitary gland failure following post-partum 
necrosis of the gland are presented. 

Both showed symptoms of adrenal crisis and responded 
to treatment by adrenal extract and salt. Both are being 
maintained in fair health by implants of doca and methyl 
testosterone by mouth. 


On April 16 Professor E. J. Cohn, of Harvard University, 
demonstrated at Cornell University Medical School an 
interesting machine which processes blood as fast as it is 
drawn from the donor, according to a New York Times 


report. The machine, which is portable, made of plastic , 


materials, and can be sterilized, prepares plasma at the 
rate of 0.5 ml./sec., or over three pints an hour. Blood flows 
direct from the vein over an exchange resin, which removes 
calcium and so prevents clotting, is then cooled, and passes 
into a small continuously running centrifuge which separ- 
ates cells and plasma. Prothrombin is then removed from 
the plasma by a second resin which absorbs it, and a zinc 
glycine solution is added to precipitate fibrinogen and gamma 
globulins, which are centrifuged off. The remaining plasma 
protein (largely albumin), after removal of the zinc, is frozen, 
sterilized by exposure to an electron beam, and is then ready 
for storage or use. 
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Phlegmonous Enteritis Occurring After; 
Strangulated Femoral Hernia 


This unusual sequela of a strangulated hernia seems to 
be worthy of record. 


Case Report 


A married woman aged 40 was admitted to hospital on 
May 4, 1950, as a case of strangulated femoral hernia of six 
hours’ duration. She had vomited twice and was experienc- 
ing colicky abdominal pain. Clinical examination at the time - 
of admission confirmed the presence of a tender irreducible 
right femoral hernia. The abdomen was slightly distended 
and auscultation revealed hyperactive peristalsis. Operation 
was undertaken within two hours of admission. 


First Operation-—A Lotheissen-type operation was per- 
formed. The sac contained a firmly incarcerated loop of 
small bowel, the upward delivery of which could be effected 
only after division of Gimbernat’s ligament. The affected 
bowel, 1-2 in. (2.5-5 cm.) in length, was deeply congested, 
but, following delivery-from the sac, on application of a hot 
swab it rapidly regained its normal colour. Normal lustre 
and contractability were present, and the bowel accordingly 
was adjudged viable. The sac was excised and a repair 
effected with interrupted sutures of No. 7 nylon. 


The patient made an uninterrupted recovery and was dis- 
charged from hospital on May 18. At no time during her 
stay in hospital was there any complaint of pain or diarrhoea, . 
and no evidence of incipient intestinal obstruction. 


On May 19—that is, the day after her discharge home— 
she was readmitted with a history of 14 hours’ central 
abdominal pain accompanied by nausea and vomiting. On 
admission she was obviously ill. Her temperature was 
99.5° F. (37.5° C.) and the pulse rate 110. Her tongue 
was dry and furred. Abdominal examination showed slight 
generalized distension with rebound tenderness and guard- 
ing in the central abdominal zone and in the right iliac 
fossa. Auscultation showed hyperactive peristalsis. Recta) 
examination gave no useful information. A diagnosis 
of intestinal obstruction was made, and laparotomy was 
performed some two hours after admission. 


Second Operation.—On May 19 the abdomen was opened 
through a lower right paramedian incision, a quantity of 
clear straw-coloured fluid escaping on opening the peritoneal 
cavity. At about 2 ft. (61 cm.) from the ileo-caecal junc- 
tion a segment of ileum, presumably that portion of the 
bowel which had previously been incarcerated in the femoral 
hernial sac, was found to be the site of a phlegmonous 
induration. The portion of gut affected was some 4-6 in 
(10-15 cm.) in length, almost twice the length of the gut 
originally incarcerated in the hernial sac. Its colour was 
dusky red and it was mottled in appearance. It was con- 
siderably thickened and rubbery in consistence. The 
adjacent mesentery was oedematous and palpably 
thickened. The area was fairly sharply demarcated from 
normal ileum, which was collapsed distal to and moder- 
ately distended proximal to the lesion. An interesting 
feature was the complete absence of any plastic peritonitis 
such as might have been expected under such conditions 
A diagnosis of localized phlegmonous enteritis was made, 
and about 20 in. (50 cm.) of bowel was resected. Continuity 
was restored by a side-to-side anastomosis and the abdomen 
closed without drainage. 

After operation the patient developed paralytic ileus, which 
necessitated the use of continuous aspiration and intravenous 
saline therapy for five days. Bowel function returned nor- 
mally on the seventh day, and she then had a protracted but 
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satisfactory convalescence. A pelvic abscess developed, but 
it burst spontaneously per rectum on the fourteenth post- 
operative day. She was eventually discharged from hospital 
on June 30. 

The Specimen.—When opened, the resected bowel pre- 
sented the following features: (1) The normal mucosal 
pattern was replaced by a grossly distorted and oedema- 
tous appearance. This oedema had considerably reduced 
the calibre of the lumen of the bowel. (2) The muscular 
coat was swollen with oedema to almost twice its normal 
thickness, but there was no evidence of loss of continuity 
or of commencing perforation of the bowel (3) There was 
evidence of patchy submucosal haemorrhage with one or 
two ragged areas of apparent mucosal erosion ‘ 


Comment 


It is interesting to speculate on the probable 
pathogenesis of this condition. Judged by all the 
accepted standards, at the time of the original operation 
the incarcerated portion of ileum was viable. Non- 
viability of a portion of the gut wall would inevitably 
have been followed by a perforation or the formation 
of a localized abscess. The absence of both these 


complications precludes the possibility of permanent, 


ischaemic changes in the bowel having been overlooked. 
Viability, as judged by the external appearance of the 
bowel, however; does not exclude the possibility of a 
varying degree of mucosal necrosis. 

Paget (1879) taught in his lectures on strangulated 
femoral hernia that, “short of gangrene, there may be 
ulceration of the mucosa of the intestine.” Barry (1942), 
m a comprehensive review of intestinal stricture follow- 
ing strangulated femoral herniae, reiterated this point, 
and conjectured that cicatricial contraction arising as a 
result of permanent damage to the mucosa is the main 
causative agent in the production of obstruction. 

The gross appearances of the affected segment in this 
case, however, were those of an acute localized phleg- 
mon of the ileum. It is most lkely that this arose 
as a result of infection reaching the submucous zone 
through the damaged and ulcerated mucous membrane 
of the incarcerated bowel, the causative agent in all 
probability being a streptococcus. 

James (1942), reporting a case of localized phlegmon 
of the jejunum, stated that areas of suppuration in the 
gut wall were a common feature in this condition, 
though none was noted here. 

The appearance of the bowel was not unlike that of 
Crohn's disease, except that the mesentery was not as 
extensively involved and there was no evidence of en- 
larged lymph nodes. This similarity in appearance to 
Crohn's disease was also remarked upon by Barry (1942) 
in the first of the three cases he reported. The similarity 
of the gross appearance of the bowel to that of Crohn’s 
disease suggests the possibility of a common aetiology— 
namely, that-the latter disease results from chronic 
inflammation of the bowel wall of enterogenous origin 


I wish to thank Professor R. St. Leger Brockman for permission 
to treat and record this case. 


B. C. Rowans, M.B., B.S., F.R.CS . 


First Assistant, Professorial! Surgical Unit, 
Sheffield Royal Infirmary 
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Bladder Loculus Simulating Strangulated 
Inguinal Hernia 


i 
The following case seems to be of sufficient rarity and 
interest to merit recording 


Case Report 


A negro aged 32 was admitted to hospital with a pamful 
swelling in the right groin which he was said to have bad 
for two weeks. He could not speak English, and no other 
accurate history was available An impression, however, 
was gained that he had had some vomiting but no 
constipation. ` 

The swelling had the characteristics of an irreducible 
inguinal hernia. The question of strangulation could not 


‘be excluded with certainty, and it was decided to explore 


the swelling, immediately. 

At operation a large mass was found in the inguinal canal 
and scrotum from which a medium-sized indirect hernial 
sac was excised after having been found to be empty. This 
completed, there remained the large mass still occupying 
the canal and scrotum; it was covered with fibrous tissue. 
During the examination it was opened and found to be 
hollow, with muscular walls, and to contain a liquid immedi- 
ately suggestive of urine. Further exploration within this 
cavity confirmed that it was in fact a large loculus of a 
bilocular bladder. In the absence of information about the 
site of the right ureter and relative sizes of the two loculi 
it was decided to defer excision of the loculus, should this 
be feasible, until further investigation had been made. The 
opening in the bladder was closed, the wound drained, and 
a penile catheter inserted 

He made a satisfactory recovery, and four weeks later 
the large loculus was excised by Mr A. Kirk Wilson 
uneventfully. 

Comment 


The absence of an adequate history in this case 
added to the diagnostic difficulty, and it is doubtful 
whether, without any definite relationship between the 
inguinal swelling and urinary symptoms, an accurate 
pre-operative diagnosis could have been made. It 1s 
unfortunate that the language barrier prevented any 
urinary history from being obtained, even after opera- 
tion Although the bladder should be suspected as 
being a part of any inguinal swelling, the large size of 
this—it reached and filled the scrotum—made its 
presence unlikely. 

This bilocular bladder could be regarded as the para- 
peritoneal type of Wakeley (1939), though those dis- 
cussed in his article dealt with only relatively small 
protrusions. > š 

A case presenting many similar features was des- 
cribed by Stock (1947). In his case the patient was an 
African negro, and not until the bladder loculus was 
opened was a diagnosis made ; the loculus was smaller, 
however, and was‘excised immediately. 


R A C. Owen, FRCS 
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King Edward's Hospital Fund for London is to open a 
School for Hospital Catering at St. Pancras Hospital towards 
the end of May. The aim will be to illustrate new methods 
and ideas, and all aspects of catering will be covered. Four 
full-time courses, both refresher and basic, ranging from 10 
days to eight weeks, will be run for roughly 30 students 


* who are already employed in hospital catering. 
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“ss. « HISTORY OF MEDICINE IN PERSIA- 


’ A'Medical History of Persia and the Eastern Caliphate ' 
_ from the Earliest Times until the Year A.D. 1932.' By 
oa Elgood, M.A., M.D., F.R.C.P. (Pp. 617 ; 7 figures. 
£2 10s.) Cambridge: The University Press. 1951. ` 
Dr. Elgood’s fine book is in a grand literary tradition, 
‘of which the best-known exponent was James Morier 
(1780-1849), who died just over a century ago. His 
“classic Hajji Baba of Ispahan (1824) is ‘still read with 
delight by multitudes. Dr. Elgood, like Morier; was on 


the staff of the British Legation to Persia and, Jike him,’ 


writes from much first-hand knowledge. 
_. No „existing civilization is more ancient than ‘the 
Persian. In the third millennium »B.c. it was from Persia 


- that the Indo-European invaders of India. descended into 


that sub-continent... , In-thë seventh century B.C: Persia 
produced a lofty ethical religion, “associated with the 
name of Zoroaster, of which there are still remnants in 
outlying parts of, Persia and, in more vigorous state 
among the Parsees of Bombay. In the next fifteen 
hundred years the Persian Empire was great and power- 
ful. Persian influence in ‘religion, in magic—that word 
is Persian—and in art affected the Eastern Mediterranean 
‘in the late pre-Christian and early Christian centuries, 
and ‘is visible-in the New Testament and i in, some later 
books of the Old. The Persian Empire was for long a 
threat to Rome and to its eastern successor, New Rome, 
Byzantium, or, as we now call it, Constantinople. Most 
of the ancient civilization of Persia was swept away by 
the Arab conquest of the seventh century, the Mongol 
conquest of the thirteenth, and the Turkish of later times. 


It is astonishing that the Persian language and, to some 


extent, Persian customs have persisted through’ these 
changes. All this forms the necessary background of 
. this work, and Dr. Elgood tells it admirably. “He is 
not responsible for the inevitable fact that the enormous 
background encroaches upon the stage itself... This is 
altogether , necessary’ for the intelligibility of . the 


_. extremely intricate story that he has. to tell. - 


` ablest and most readable sections of'Dr. Elgood's book. 


Among the many interesting points here raised we 


_can refer only to a very small proportion. The idea of 


`~ 


sickness ds due ‘to possession by devils reached the 
writers of the, New Testament from Persian. sources. 
The origin of hospitals has always been_a much disputed 
point; Dr. Elgood shows that there is evidence that-the 
form which they took was influenced by Persia, The 


- earliest hospital pharmacopoeia of which'we know was 


Persian and of the twelfth century. It is possible that 
the operation of couching for cataract may be of: Persian 
origin. With-the rise of Arabic as a lingua franca the 
use of Persian for scientific purposes lapsed, but some 
of the greatest physicians who used Arabic were Persians 
and nearly all of the Eastern Caliphate. Among these 
“were ,Rhazes (860-930), of Basra, the:greatest of the 
early “chemists, who gave the first description of measles 
and of whooping-cough, and Avicenna (980-1036), of 
Bokhara, whose' Canon was the most widely read 'text- 
book ever written. 
as the home of the earliest modern anatomical illustra- 


tions, and perhaps ‘of.the earliest ' modern attempt at. 


practical anatomy on the bodies of, apes. One of the 


describes the impact of Western Medicine on Persia 
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from thè seventeenth century onward. This sectión, 

which contains much original work, would i in itself have 

made the book well worth writing. i 
All this is to the good-in a remarkable record. But 


” the teviewer cahnot recall a more nauseating account of 


cruelty and wickedness persisted in through ages than 
that here set forth. Dr. Elgood is bound by facts and 
the tale, had to be told, but it needs. a strong stomach, 


` if some of it is to be visualized. We wish Dr. Elgoodg 


had included a few maps and chronological tables to 


` illuminate a narrative that is necessarily extremely intri- 


ON oan A 


cate and sometimes, therefore, a little difficult to follow, 
‘however well expounded: 


x 4 


CHARLES SINGER 


KAI PATHOLOGY IN MAN 


- Allgemeine Pathologie. : By Professor Franz Büchner 
(Pp. 528 ; 424 figures. M. 32.80.) Munich and Berlin: 
Urban and Schwarzenberg. 1950.. , 

Professor Bitchner’s teaching has been known—though 

imperfectly—for many years ‘through’ the notebooks of 

his students. In ‘this work, which took eight years to 
write; great experience and wide philosophical culture 

-have ‘combined to produce a highly original presentation 

of pathology. 

knowledge obtained by all techniques and is accordingly 
an important contribution to the teaching of the subject 

The book is unique in its scope- and comprehensiveness ; 

and, while the author lingers longest on what all patho- 

logists will regard as common ground, he takes the 


freedom of Plato to contemplate all time and existence ` l 


In so doing, he illustrates the truth of H. R. Dean’ 3 bold 
assettion that “to a ` pathologist, all things are patho- 
logy.” But he does more : He vindicates it both philo- 
sophically and historically, for this book is no chance 
phenomenon, but the logical development of ideas latent 
in, Virchow. 

Büchner’ holds that three great’ questions should : 
dominate the thinking of a doctor : the nature of life, 
the ñature of illness, and the nature-of man. This “ 
conviction gives the book its tone and direction ; it also 
provides the three cardinal’ themes of the introduction 
The first of these is an account of biological philosophy, 
from Democritus to Driesch ; the second is aw equally 
excellent history of pathological thought from Hippo-' 
crates to Virchow, whose genius gave pathology a form 
that in all essentials is current to-day; the third is a, 
discourse on the nature of man, which recognizes his `, 
uniqueness as a self-conscious organism, and by impli- - 
cation condemns as incomplete any account of patho- . 
logy that ignores mind and the subtle- and “perpetual 
interplay of mental and physical factors in disease. 

Biichner’s work is not simply functional pathology . 
itis at once more profound and more imaginative ; all 
branches of pathology—morphology, chemical patho: - 
logy, abnormal physiology, and psychogathology—are . 
treated’ as sciences worthy of assiduous study for their 
own sakes : and one of Büchner’s main objects (to use 
his own expression) is to make morphology speak. The 


subject-matter of Bitchner’s book is as familiar outside . ` 


Germany as within, but the-teaching of it ‘is normally 
shared by a variety of specialists not -necessarily 
interested\ in’ each other’s -work. The distinctive 


’ character of this book derives from the author’s sympa- «< 


thetic insight into a group of special disciplines and 


. his ‘ability to integrate their achievements, 


‘The historical introduction is followed by, a short 


' account of pathological changes in the -nucleus and 


A x ' 
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It is in fact a synthesis of pathological . ' 
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cytoplasm, and by a comprehensive ‘discussion of 


abnormal metabolism and of the main: disorders of . 
‘respiration, » circulation, blood presstre, growth, and 


development ; ‘this section also includes accounts of 


` neoplasia, inflammation, and endocrine disorders’ The 


next section is on heredity and environment in relation 
to disease, and includes discussions of physical agencies _ 
and vitamin deficiencies as- causes of disease, chronic 
granulomas, and: occupational diseases’; it also contains 
an outline of meteoropathology—the weather in relation 


‘to disease. The final section is devoted to psychosomatic 
diseases and ends with a description of the growth and | 


decay of ‘what William McDougall would. have, termed 
a sentiment of love’ The illustrations, printing, paper, 
and binding are all‘of the best quality and worthy of ` 
the Freiburg school of pathology. 

The philosophical-historical approach to a science’ is 
probably easy and congenial to German students. Most 
British students find it difficult, and ‘pathologists who 


try it usually revert to the traditional British method-— . 
unphilosophical, matter-of-fact descriptions of *pheno-° 
mena. Outside Germany, Bichner’s work is most likely ~ 


to appeal to practitioners of some experience—physi- 
cians and surgeons as well as pathologists—and also to 
biologists interested in medicine. . Those who ‘read it 
will find the author revealed as a true son of Aesculapius 
-modest and lovable as well\as learned, and deeply 
devoted both to medicine and to his students. 


RAYMOND, WHITEHEAD 


S ` STERILITY 


“La Stérilité involontaire. Evaluation des Méthodes de 
Diagnostic et de Traitement. By R. Palmer, With the 
collaboration, of Mme. E. Palmer. - - (Pp. 492 ; illustrated. 
1,600 francs.), Paris: Masson et Cie, 1950. ir 


Tt seems a pity that this ‘book is paper-backed and that 
its first perusal necessitates much tiring surgery with a 
paper-knife, for it contains such an amount of informa- 


Eg 


tion that’ it deserves a permanent place in the library’ 
. of all thosé concerned with the clinical aspects of human 


infertility: The illustrations, except for a few. photo- 
micrographs, ‘are simpl¢ line drawings. While acknow- 


“ledging opinions old and new, the author mainly gives 


an account of the views, experience, and practice of 
himself and his associates ; the techniques and instru- 
ments developed in his clinic are naturally given pro- 
minence Thus coelioscopy, which Dr. Palmer was the 
first to apply to the study of sterility in the female, is 
championed against culdoscopy. Certainly his claim 
that preliminary coelioscopy is of value in assessing — 
whether a reconstructive operation on the tubes is likely ` 
to be successful merits careful consideration. 

After a short account of the relevant normal physio- 
logy in both sexes, there is a full discussion of diagnostic 
procedures, including hormone assays, and the possible 
sources of error in their application The final section 
is ‘on the various aetiological factors -individually, their 
diagnosis, and an evaluation of the ‘methods of ‘treat- 
ment available. A meticulous attention to~ detail is 


evident, but the broad outlook on the problem of the - 


infertile couple is never lost sight of. The personal 


_presentation. of the material naturally invites disagree- 


ment on some paints, but the book’s graphic style makes _ 
it eminently readable, while the bibliography, with its 
many references to- the Continental literature, will be 
found very useful. ST 
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'- EYES AT WORK ' 
` Eyes in Indust 
written for In cial Workers. By Dorothy Adams 
Cam bell, M.A., M.B, B.S., W. Riddell, M.D., 

Ed., ' É.R.F.P.S., ‘and AN ay Salusbury . 
Mecho K.C.B., M M.D, F.R.C.P., F.RCS., 
Hon, F.R.S.Ed. Preface y Lord McGowan, KBE. s 

- D.C.L., LL.D. Introduction by Sir Stewart Duke-Elder, 
K.C.V.0. D.Sc., Ph.D., M.D., F.R.C.S. gp 234; illas- , 
ae £1 10s. London: Longmans, een and Co. 

1 195] i 


, This book, which isin dives parts, covers the major . 





’ 


-A Comprehensive Book on Eyesight `` 


factors concerned in the care of the eyes and, the pre- 


vention of eyestrain and disease in industry. In the 
‘first part Dr. Campbell describes the structure ‘and 
function of the eye and the conditions which influence 
sight. Professor Riddell in the second. part describes 
the nature of the eye injuries and the risks to which 
both agricultural and industrial workers are liable. ‘In 


the third part Sir Arthuf MacNalty is concerned with ` 


industrial injuries from the administrative and public 


health points of view.’ In addition there is a preface 
by Lord McGowan and an illuminating introduction of 
some length by Sir Stewart Duke-Elder. 


~ The book is written for ‘the industrial workbr i in clear . 


and. simple language. Only in one place did the reviewer 
find that this was carried to an extreme—namely, calling 
the space behind the lens the posterior chamber. The 
„part of the book headed “ Eyesight and Work ” includes 
chapters on the structure and function ofthe eye, move- 
ments of the eye and binocular vision, nutrition of the 
eye, ‘preparation for industry, adolescént eyesight, visual 
‘requirements in industry, eye defects common in adults, 
illumination, and aids to vision. The second part, on 
visual hazards in industry and their prevention, includes 
material on agricultural and industrial 
tion and first aid, and blind, and partially sighted 
workers. 
of industrial eye. injuries and the psychology of sight 
There are four appendices : the first-aid treatment of 


eye injuries, -schedule of Tecommended values of illu- N 


„mination, visual standards in industry, and a> ‘model 
form of certificate of blindness. 

This is a comprehensive ‘work. It is well illustrated 
and does:all it sets out to do It is a welcome addition 
to ophthalmic literature. < E= 
l i Eugene WOLFF. 


1 
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BOOKS RECEIVED 
Review is not precluded by notice here of books recently received 
Bentley and Driver's Textbook of Pharmaceutical Ci 


Revised by J. E. Driver, M.A., Ph:D.,-M.Sc., F.R.LC. Sth ed 
. (Pp. 671. 32s. fd: ), London: Geoffrey Cumberlege.’ 1951. 


= ~ 


“The Chordates. By H. W. Rand, Ph.D. (Pp 862. 45s) ` 


London: H. K. Lewis. 1950. y 
Examination. By- R. N. DeJong, MD. 


Sir.Arthur MacNalty discusses special aspects 


hazards, preven- > 


, 


-The Ne 

(Pp. 1,079. '110s.})} London: Cassell. 1951.- 

`The Encircled Heart.. By J. Elder. (Pp. 271. &s. 6d) 
London: Lutterworth Press, 1951. 

The Order of the Court. By J. D. Pank. -(Pp. 191. 8s. 6d.) 


London: ‘Hodder and Stoughton 1951. 


‘Animal Evolution. By G. S. Cie (Pp. 368. 30s.) London: | 


Sidgwick and Jackson 1951. 


The Biochemistry of of Fish. Edited by 
128.) London: Cambridge University Press 
litem ter i j 


sa` 


R. fT. Williams. 
1951,- 


7 


930 APRIL 28, 1951 


INDUSTRIAL REHABILITATION 


Barma 
MEDICAL JOURNAL 





` 


BRITISH MEDICAL JOURNAL 


LONDON ` 


SATURDAY APRIL 28 1951 





' INDUSTRIAL REHABILITATION 


It is now seven years since the inter-departmenta! ’ 


committee on the rehabilitation and resettlement of 
disabled persons (the Tomlinson Committee) issued 
its report and recommendations which preceded the 
passing of the Disabled Persons (Employment) Act 
of 1944. Under Section 3 of this Act the Minister 
of Labour is empowered to provide “ industrial 
rehabilitation courses” for persons who by reason 
of unfitness arising from injury, disease, or deformity 
are in need of vocational training. Since the Minis- 
try’s pioneer industrial rehabilitation unit (LR.U.) 
was opened at Egham in 1944 much valuable experi- 
ence has been gained, and the results have been so 
encouraging as to warrant the establishment of 12 
additional units. These units are run in affiliation 
with Government training centres (G.T.C.s) at Bir- 
mingham, Cardiff, Coventry, Edinburgh, Felling-on- 
Tyne, Glasgow, Hull, Leeds, Leicester, Long Eaton, 
Manchester, and Sheffield. Each unit, together with 
an additional one recently opened at Bristol, has 
accommodation for upwards of 100 persons of either 
sex, but with the exception of Egham, which can 
take 180, they are non-residential. They are well 
equipped with workshops, gardens, gymnasia, and 
canteens, and are staffed by trained and experienced 
workers. ' i 

The type of patient most in need of rehabilitation 
has usually had a severe injury or illness resulting in 
a marked reduction in working capacity, with loss of 
self-confidence. For such cases progressive reable- 
ment or vocational training in the event of permanent 
incapacity is of the utmost importance after discharge 
from hospital. In planning such a course at an LR.U. 


the staff are guided by recommendations from either: 


the private doctor or the hospital, and individual 
requirements will vary according to the physical con- 
dition, temperament, and aptitude of the person 
concerned. The courses at the units have two chief 
ainis=-10 restore confidence, both mentally and physi- 
SS a 318. n May, 1950. ‘Seo also annotation in the Bfitish 


2 Napier, J. R., Barron, » Gregory, T. P., and Thompson, 'D. R , 
British Medical Journal, 1047, reir 

3 Plowes, L. W., Barron, J. N. » Thompson, A R., and Hewell, H. H., Lancet, 
1948, 2, 699] 


‘ A. Re, Brit, J. phys. Med , 1949, 12, 114. 
Thompson, R., in Recent Advances in Physical Medine, edited by 


t Thompson, n, A. R 
Bach, F., 1950, London, pp 403-22, 


‘ hospitals. 


cally, by a gradual adjustment to working conditions, 
and to assess the suitability for selected types of work. 
The treatment consists in the main of graduated exer- 
cises of a remedial nature in combination with gym- 
nastics, physiotherapy, and occupational therapy, the 
latter carried out in an atmosphere akin to that of 
industry itself, and with emphasis placed on real pro- 
ductive work rather than on the orthodox handicraft 
methods of the occupational therapist. Where apti- 
tude is discovered for a skilled trade arrangements 
can be made for the patient to be transferred to a 
Government training centre for the necessary train- 
ing to be given under the Ministry’s vocational 
training scheme. The average time spent in an~ 
I.R.U. is 6-7 weeks, but if need be this can be 
extended to 12 weeks. Each unit is under the con- 
trol of the manager of the G.T.C., and the staff 
includes a rehabilitation officer with industrial and 
administrative ability, a vocational psychologist, a 
social worker, a chief occupational supervisor, and a 
disablement resettlement officer (D.R.O.). ` 

A total of 13,213 persons have passed through these 
centres since the inception of the scheme, and 66% 
of these were referred by general practitioners or by 
The remaining 44% were offered indus- 
trial rehabilitation at local offices of the Ministry of 
Labour through the D.R.O., who is concerned with 
the placing in suitable employment of all those who 
have passed through the unit and of others with 
a permanent physical handicap. The D.R.O. has 
special training for his work, and he is always avail- 
able to interview in private a disabled person who 
applies for assistance at the employment exchange, 
where he is informed of all vacancies notified by local’ 
employers, with whom he keeps in close touch. He 
is also available at the medical interviewing commit- 
tees which have been set up at selected hospitals to 
assist in finding the right work for the seriously dis- 
abled. A simple recommendation by a doctor to the 
employment exchange that his patient is in need of 
industrial rehabilitation is all that is necessary to 
enable the local D.R.O. to apply for a vacancy in 
the nearest industrial rehabilitation unit. After a 
job has been found for a patient who has been 
through a rehabilitation course the D.R.O. follows 
the case up in order to ensure that resettlement is 
successful. Over 80%° of persons who have com- 
pleted a course have been satisfactorily placed, 14%, 
of these having received training in a skilled trade 
under the Ministry’s vocational training scheme. 
Any person over the age of 16 is eligible, and main- 
tenance allowances on a graduated scale, depending 
on domestic and family circumstances, are payable. 
free from tax, while training is being taken. Similar 
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'facilities for the blind are available at the Ministry’ s` 
residential centre at: America Lodge, Torquay.’ 

Of no less interest is the part now being played by 
some, of the larger industrial undertakings i in the re- 
habilitation of their own workers.™ Here the physi- 
cal and psychological rehabilitation of employees 
injured at work or elsewhere, as well as those who 
are disabled by disease, i is shared between the rehabili- 
tation department of the hospital and the remedial 
workshop set up in the factory itself. In such fac- 
tories the place of the D.R.O.'is taken by a rehabilita- 

` tion superintendent with an engineering and industrial 
background, who acts as the liaison officer between 
the hospital and the factory, working under the direc- 
tion of the industrial medical officer. Such.a project, 
however, requires: close co-operation between the 
industrial medical department and the hospital, sup- 
ported by an enlightened general-practitioner and 


- consultant service and by a management prepared, 


under, suitable’ guidance, .to place the resources of 
` industry atthe disposal ‘of the medical profession. 
The results achieved have -been very encouraging 
and suggest that for most types of injury, whether. 


encountered in' industry or elsewhere, engineering: 


‘methods can go.a long way in replacing the con- 
ventional type of occupational therapy in the restor- 
ation of 'uocfion within the pene: own working 
ana x l . x 








ULTRASONICS IN DIAGNOSIS’ AND 
: THERAPY 


Although ultrasonics were first tried in medicine 
about 1927 it is only in the last three years that 


there has been a flood of papers on the subject, 
principally from Austrian and German workers, to 
which the reports of the international ' congresses 
“held at Erlangen in 1949 and Rome in 1950? pro- 
\vide some guide. Sound or sonic energy is a form 
of mechanical energy transmitted through matter’ as 
vibrations’ or propagated waves. Particles of matter 
are displaced back and forth longitudinally in the 
medium, producing in it alternating zones of pres- 
sure and rarefaction. If the frequency of vibration 
is above 20,000. cycles per Second this energy is 
called ultrasonic. For médical purposes frequen- 
cies from 800 to 3,000 kilocycles per second are 
generally used, produced from quartz crystal oscilla- 
tors. This makes use of the so-called ‘piezoelectric 
effect shown by certain crystals, which when placed 


in an alternating electric field proceed to change shape ` 


(ie., to oscillate) with the same frequency as the field, 


and thus to produce high-frequency vibrations. Simi- 


arly, a magnetized rod held in an alternating mag- 
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heti field i is set into vibration by the field and emits 
ultrasonic vibrations from its ends. - This magneto- 


strictor, as it is called, produces ultrasonics of higher , 


energy but lower frequency than the quartz oscillator. 
The biological effects of ultrasonics have been 


. extensively studied, and. varying ‘conclusions have 
. been reached. It is, however, generally recognized 
that the principal effects on living tissues are . 


mechanical, thermal, and chemical. In therapeutics ` 
mechanical and thermal effects are probably of equal 
importance, chemical effects being difficult to assess 
outside the laboratory. The best picture of the 
mechanical effect seems to be that put forward by 
von Sanden.? He compares it to the result of shaking 
a sieve full of stones. The stones will pass through 
the mesh during agitation but not if the sieve’ is held 
still. Similarly the rate of diffusion through semi- 
permeable membranes in the'tissues under the influ- 


ence of normal osmotic and hydrostatic pressures is ; 


greatly increased by the agitation of the ultrasonic 
field. The thermal effect is greatest at interfaces 
between tissue layers, as at. fascial planes, joint 
capsules; and the periosteum.of bone. In this way 
heating by ultrasonics differs from that of the vari- 
ous forms of diathermy and \microwaves. The com- 
bined result of thermal and mechanical effects is 
therefore hyperaemia and greatly increased exchange 


` of tissue fluids, with consequent increase of local 


metabolism. Chemically the acceleration of oxida- 
tive processes is probably the main effect. 


Many other phenomena are known in laboratory - 


practice and have been used in industry—for instance, 
the detection of flaws in metals by the reflection of 
ultrasonic beams. Gross destructive effects, due .to 
heating and to the phenomenon of cavitation, with 
splitting and fragmentation of tissues, can be pro- 
duced in plants and animals but require much higher 
energies than those normally used in ultrasonic , 
therapy. 

Thus the EE application ,of ultrasonic energy 
in treatment seems to be in the promotion of local ` 
inflammatory reactions and particularly the .soften- 
ing, by hyperaemia and diffusion, of fibrous tissue’ 
deposits. , Analgesic and spasmolytic effects have 


repeatedly been observed in thé treatment of muscle , 


and nerve lesions and there is evidence ‘of peripheral 


autonomic effects when ganglia .are exposed to the 


1 \ 


ultrasonic beam. 
=e a Oe aa a 
1 Der Ultraschall in der Medizin, Edited by K. Woeber S 
Hirzel Verlag, Zunch. Contains a ust of LIY articles on the subject in various « 
ournals, 
j 1 Practice af Uin asonte Theraps G. Barth and K. von Sanden. Translated : 
from Aerztliche Praxis, 30, 4,5, i152 21, 29, 30. Siemens, Ltd’ 
\ 8 Archives of Physical , 31, 6. See also American Yearbook . 
* of Physical ened pay eden aor 1950, and the international review 
section, of Oc and Rehabilitation. 


t 


i 


` 


` 


_ been accepted too readily. 


ay ‘ ee E 
l + 


932 APRIL‘ 28, 1951 


ULTRASONICS IN DIAGNOSIS AND THERAPY ` eu 


z 
f 


Basin 
MamcaL JOURNAL 











Inflammatory conditions treated 
includé acute and chronic skin lesions, in particu- 
dar chronic ulcers and sinuses. Localized sclero- 
dermatous infiltration and Dupuytren’s contracture 
have responded well. Traumatic and other, soft- 
tissue lesions showing inflammatory and ‘fibrotic 
change, such: as bursitis, capsulitis, tenosynovitis, 
and tendonitis, are listed and seem logically suit- 
able for treatment. Arthritic ‘conditions, including 
osteoarthritis, osteochondritis, and especially early 
ankylosing spondylitis, respond -by relief of pain and 
greatly increased mobility, and can be followed with 
fexercises to maintain and increase joint range. True 
neuritis and neuralgia, as in post-herpetic pain, may 
bé indications for trial of therapy.. 

Certain ‘criticisms may be levelled at the work 
done.* Selection of cases on the basis of the known 
biological effects of ultrasonic energy, careful diag- 
nosis, and objective clinical assessment of results have 
seldom been carried out. Subjective impressions and 
the psychological effect of a “ new treatment” have 
Results have not been 
controlled by comparison with groups of cases treated 
by other well-tried methods already in general use. 
Thus the results reported in conditions such as fibro- 
sitis, lumbago, sciatica, and brachial neuritis are 


uniformly good, but, in view of the loose applica- - 


tion of such diagnostic labels and the complete lack 


. of any diagnostic criteria. in the cases treated, the 


claims may well be compared to advertisements for 
proprietary brands of ‘aspirin. They should be 
regarded with critical suspicion. 

Potential dangers in treatment should be stressed 
in this largely unknown field, and only those well 


.»/ versed in physical therapy should undertake its use. 


Many of the tissues and pathological conditions which 
have been reported as dangerous to treat by this 
, method are probably only so if high intensities are 
used. Despite the indiscrifninate use of ultrasonics 
on the Continent, few serious mishaps have been 
‘reported. The treatment of malignant tumours ‘is 
rightly condemned. Nevertheless the destructive 
effects of high energy ultrasonics might well be 
investigated further.‘ The use of ultrasonics after 
the manner of the diathermy cautery and by cross- 
fire methods in the production of deep effects with- 
out injury to superficial tissues may prove useful 
lines for investigation. The central nervous system, 
‘the eye, the ovaries and testes, the heart, the gravid 


_ uterus, growing zones of bones in children, and areas 
` of cutaneous sensory loss are generally to be avoided 


because of the risks involved. Acute infective condi- 
tions should be treated with caution in view of the 
dangers of spread.’ ‘It is likely that ultrasonics has 


tos 


successfully 





a small ‘but definite place in departments of physical 
medicine as_a therapeutic agent. Careful and logical 
selection of cases on the known. biological effects of 
ultrasonics should limit the application of treatment 
to the few conditions in which it is probably equal to, 
or better than, existing methods. 7 

Work is progressing on the diagnostic use of ultra- 
sonics, but results are so far too few to assess. The 

“optical” properties of “ultrasonic waves are used. 
Reflected waves from objects or structures of definite 
outline and greater density than that of the surround- 
ing tissues can be picked up and electronically trans- 
lated into an image on the cathode-ray screen." 
Examples are gallstones and foreign bodies not 
opaque to x rays. -Tumour location will probably 
prove disappointing. At the Massachusetts Institute 
of Technology* a scanriing ultrasonic beam is being 
used to ‘outline the ventricles of the brain and will, 
it is hoped, prove useful in ‘the canoe and location 
‘of intracranial lesions. , 


s 





FESTIVAL SCIENTIFIC MEETING 
In this Festival year the idea occurred independently 
to two professional organizations—the Royal Society 
of Medicine and the British Medical Association—to 
arrange a programme in which the advances of medicine 
could be asseSsed in a series of symposia. At the last 
meeting of the Council, Dr. T. Rowland Hill urged 
that the B.M.A. should plan some such celebration, 
especially in view of the fact that there would be no 
scientific part to the Annual Meeting of the B.M.A 


„this year. The Council warmly supported the idea, and 


as soon as it was looked into it was learnt that the Royal 
Society of Medicine had in fact gone far in making 
arrangements for a number of symposia in the various 
special branches of medicine. . Almost immediately a 
« proposal was made that those two organizations: should 
combine in a joint sponsorship of a series of symposia, 
preliminary details of which will be found at page 166 
of the Supplement. Although by the time the B.M.A. 
suggestion was mooted the Royal Society ‘of Medicine 
had practically completed the details of its programme,. 
it generously agreed’ to merge its interests with those of 
the B.M.A. in this Festival scientific meeting. ` 

On the B.M.A. side seven symposia have -been 
arranged and fitted into thé joint programme. All the - 
meetings will be held in the House of the Royal Society 
of Medicine, and any member of the B.M.A. will be 
able to attend these meetings, whether or not he is a 
Fellow of the Royal, Society of Medicine. The only 
limiting factor is accommodation, which will have 
to be controlled by the issue.of tickets, for which appli- 
cation will have to. be made.. Full details of the sym- 
posia will-be given in a subsequent issue of the Journal. 
A’ happy outcome ‘of. this joint sponsorship was a pro- 
posal to hold in the middlé of the meetings a Festival ” 


“ 
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Lecture, to be given in the Great Hall of B.M.A. House, 
and the two organizations have been fortunate enough 
to ‘persuade: Sir Henry Dale, O.M., to give this lecture. 


a 
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i MORE ABOUT PINK DISEASE 


The latest publications from Australia on the subject of 
pink disease add, to the confusion and diffitulties to 
which we referred when commenting on a lecture! by 
Sir Stanton Hicks ‘recently published in this Journal. 
We then expressed doubt*about the theory that some 
form of adrenal insufficiency was concerned in the 
aetiology of pink disease, and mentioned that workers 
in Great Britain had failed to confirm the lowered 


_ + sodium content of the blood plasma. Now a team of 


investigators in Melbourne headed by Dr. ‘Howard 
Williams? ‘have also reported negative results after an 
inquiry into this aspect of the hypothesis put forward 
by Cheek and Hicks. 
pattern of 22 untreated patients suffering from pink 
disease and compared it with that of 22 normal healthy 


infants. Sodium estimations were made by the gravi-~ 


metric method, whereas in Cheek’s original investiga- 
“tions the emission spectrophotometer was used. But since 
Cheek and Hicks claim a severe electrolyte and water 
- disturbance, the difference in methods alone can scarcely 
account for the fact which the Melbourne workers 
found on statistical analysis of their results “ that there 
is no significant difference in the serum, sodium levels of 
_ the two groups.” A number of the determinations were 
carried out immediately after the patient’s admission to 
hospital and again at the end of a week's observation.. 
No significant difference was noted in the two series of 
observations. On the ‘other hand, the authors found 
that. the haematocrit, haemoglobin, and protein values 
were higher in infants with pink disease than in normal 
children and the chloride’ content of the blood signifi- 
cantly lowered. The nature of these changes is not 
understood. ` 
Howard Williams and his colleagues then ‘ested the 
value of salt and desoxycorticosterone in the treatment 
of ten selected and most carefully observed infants with 
pink disease. They failed to find “ any really significant 
difference in the recovery rate” of five of these com- 
pared with five who did not receive this treatment. A 
point is made that rapid relief of symptoms in pink 
disease often occurs immediately after admission to 
hospital, and all their patients were carefully observed 
for one to two weeks before being selected for the 
treatment or control series. Elaborate precautions were 
taken to ensure that nurses and others were kept as igno- 
rant as possible about the placing of the infants in the 
treatment or control groups. Another piece of evidence, 
also from Melbourne, is likewise negative. Bornstein 
and Trewhella* studied the. urinary excretion of ‘the 
breakdown products of adrenal steroids by measuring 
the 11-oxysteroids in infants with pink disease and in 
normal infants. No significant difference was found, 





1 British Medical Journal, p51, A, 317. Seo leading article on p. 343. 
8 Med. J. Aust , 1951, 1, 363. 

2 Ibid , 1951, 1, 385. 

#Ibid., 1951, 1) 353. 
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They studied the electrolyte . 


and it is argued that this fails to support Cheek’s sug- 
gestion of adrenal failure in pink disease. Alongside 
these two reports from Melbourne is another from 
Cheek. Here he deals with what he terms the “later 
manifestations” of pink disease in older children, 
admitting that they have none of “ the bizarre symptoms 
of ‘classical infantile pink disease,” and once again 
getting on to the doubtful ground of yet another 
hypothesis for “the nervous child.” Attempts were 
made -to estimate the adrenaline level in the blood of 
children with pink disease by biochemical methods, but 
compared with norma! children no significant difference 
was noted by the method used. Cheek takes his hypo- 
thesis a stage further on this occasion with suggestions 
of-a disturbance of porphyrin metabolism, but it would 
now seem to be more important to clear up the dis- 


. crepancies between’ the Adelaide and Melbourne results 


of serum sodium measurements in pink disease. 


f INCLUSION BODIES 


It has been customary to designate as “inclusion 
bodies” any atypical structures seen in cells believed 
to be infected with a virus. Consequently the inclusion 
bodies are a miscellaneous assortment of intracellular 
formations of varying nature and significance. Some, 
such as the Negri bodies of rabies and the Bollinger 


‘bodies of fowl-pox, are sufficiently characteristic to be 
, -of diagnostic value. 


Others do not differ in any essèn- 
tial respect from structures occasionally seen in cells 
when no virus is present. As Ludford? has pointed out, 
“there has been an unfortunate tendéncy to study. 
infected cells cytologically, without a preliminary study 
of the morphological changes which occur in the 
same cells during autolysis, in ‘the absence of micro- 
organisms.” 

The commonest form ‘of intranuclear inclusion is a 
rounded body, larger than the, nucleolus, which stains 


intensely with acid dyes such as eosin, and sometimes `’ 


occupies almost the entire nucleus. Such bodies have 
been variously ‘interpreted as accumulations `of virus 
particles embedded in a matrix, or as the result of 
the reaction of the cell to the presence of a virus. They 
have been reported in kidney cells of many mammals 
and birds by Cowdry, Lucas, and Fox,? who could find 
no justification for associating them with a, virus infec- 
tion. Similar bodies were also produced with chemicals- 
by Olitsky and Harford.? Without confirmatory evi- 
dence, then, it is unjustifiable to accept the presence of 
acidophil intranuclear inclusions alone as proof of virus 
action. 

' Some at least of the cytoplasmic inclusion bodies may 
well be masses ‘of virus particles (elementary bodies) 
embedded in, or surrounded by, products of cellular 
reaction. This applies particularly to the ‘inclusion 
bodies ‘occurring in fowl-pox, molluscum contagiosum, 
vaccinia, and psittacosis, in which it is possible by dark- 
ground illumination to demonstrate that the mature 


1 Cytology and Cell Phy tology, p.373, edited by Bourne, G H., 1951, Oxford. 
2 Amer. J Path , 1935, 11, 237. i : 
3 Ibid , 1937, 13, 729. 

4Tbid., 1929. 5, 1 ’ 
8C Cancer Res , 1943, 3, 585 5 

Ibid , 1947, 7, 421. ™ 
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inclúsion bodies are composed of minute "particles, the nature of the affected site: 


Woodruff and Goodpasture* provided unequivocal 
evidence that the Bollinger bodies of fowl-pox con- 


` tained the virus by isolating single bodies with a micro- 


manipulator, washing them-in saline, and then inocula- 
ting them into the skin of a chick. A single body could 
produce the typical warty lesion of fowl-pox, but the 
saline in which it had been suspended before inocula- 
tion was innocuous. 

In a'study- of inclusion bodies in warts published aie 
where in this issue Drs. A. Lyell and J. A. R. Miles have 
reported both intranuclear and cytoplasmic eosinophil 
inclusions in what they term type I warts and which they 
~ suggest should be renamed “ myrmecia.’ ’ They were un- 
_ able by tryptic digestion to free the inclusion bodies from 
_ the epidermal cells, as can be done with the ‘Bollinger 
bodies of fowl-pox.'. 
free elementary bodies in the digest, by either dark- 
ground illumination or electron microscopy. They have 
wisely avoided any discussion whether these inclusions 
are. masses of virus particles or reaction products of 
the cells to virus infection ; but it is relevant to note that, 
in cells of the Rous fowl sarcoma No. 1, Tenenbaum 
and Doljanski® observed with the ordinary light micro- 
scope both intranuclear and cytoplasmic eosinophil 
inclusion bodies, while by electron microscopy Claude, 
Porter, and Pickles* have photographed minute granules, 
both isolated and in chains, far too small to be visible 


„with the light microscope, but of approximately the 


same size as that determined for the Rous sarcoma virus 
by other methods.  ’ ` 


' g E \ 


S ' 


THE CAUSE OF WARTS 


In the records of folk-medicine warts are accepted as 
being infective.'* Clinical histories suggest. they are 
contagious and auto-inoculable. They conform to cer- 
«tain of the disease patterns produced by viruses, since 


they: are predominantly a disease of childhood, and ` 


further are a “conditioned” infection, in which mere 
contact of virus and host seems insufficient to produce 
obvious disease, in’ this resembling poliomyelitis and 
the common cold. Local resistance and susceptibility 


. are. so delicately adjusted that other factors are needed 


to tip the balance, and there is much evidence that 
psychological influences can be responsible, as well as 
local disturbances like trauma or excessive sweating. 


IN CLUSION BODIES , , ; ` 


Neither could they demonstrate . 


Jadassohn demonstrated infectivity by. a successful ` 


series of inoculations with wart tissue. Cuiffo, Wile, 
and Kingery and others showed that the infective agent 


`- passed through a Berkefeld filter and was presumably 


a virus.’ Intradermal inoculation experiments by other 
investigators suggested that all clinical varieties of infec- 
tive warts were caused by the same agent,‘ and it had 
been. supposed that their different features depended on 


1Bett,W R Practitloner, 1951, 186, 77 

a Zeck, K Ġ , Arch Derm Soph, Chicago, 1932, 25, 508 

3J' Amer med Avs, 1919, 73 

4 Frey, E., Serra, A. and Ullman, E. B, quoted by maar and 
« Groenwood. A ML, Arch Derm Svph , Cease, 1934, 30, 659. 
- 5 Arch Derm Syph Wiën, 1924, 148, 201. a 

eJ invest Derm , 1947, 8, 123 ' 

1 British Medical ‘Journal, 1936, 1, 934, d 

8J invest Derm, 1950, 18, 433.” ʻi: 

è Ibid., 1951,18, 19. t 
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‘evidence had not advanced beyond this stage. 
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Lipschutz® described 
nuclear inclusions in young warts; but until recently the’ 
These | 
‘warts appear to infect only man, and animal inoculation 
is unsuccessful. Felsher® failed to grow material ‘from 


«warts on the chorio-allantoic membrane of the chick” 


embryo. , Brain’ recorded that no circulating antibodies 
could be demonstrated. 

- In 1950 Strauss, Bunting, and Melnick* Sontiiniel that 
some warts contained inclision bodies and reported that 


_ they were able to demonstrate, by electron microscopy, 


elementary bodies or virus-like particles crystalline in 
structure and: averaging 52 my in size. They suggested 
that .the lesions containing inclusions wefe distinctive 
papillomata clinically distinguishable from warts. Blank, 
Buerk, and Weidman’ reported the finding of intra- 
nuclear inclusions in warts in 34 of 65 lesions examined. 
As, these inclusions were irregularly distributed among 
the tumour, cells, they suggested that failure to examine 
serial sections might have been responsible for their 
findings. They did. not make a clinical differentiation 
between types as did Strauss. -Lyell. and Miles else- 
where in this issue ‘state that inclusions can’ be demon- 
strated in plantar, palmar, and’ periungual warts but 
not in the more superficial horny excrescences on hands, 
scalp, and knees. Their claim that the two varieties do 
not occur together in the same subject will not, how- 
ever, be accepted by other observers. It may be that, 
as viruses are subject to variability (probably correspon- 
ding to mutation), such variation may affect their affinity 
„for particular tissues, the virulence of their attack, and’ 
their resistance to external influences. This may alter 
the morphological picture produced. The report .of 
Lyell and Miles opens up intriguing possibilities of 
studies along these lines and should help: to establish 
more fully the cause of these tumours. 

Until the aetiology is more clearly understood, treat- , 
ment of these trivial but troublesome lesions remains 
unsatisfactory. With a condition which is self-limiting 
and so susceptible to secondary influences assessment 
of therapy is difficult. With fuller knowledge it may 
be possible to.explain the: success of psychotherapy. 
Chemotherapy is’ of: no value, and podophyllin, which 
is successful in treating condylomata acuminata, is' not 
effective in more keratinized.warts. Removal or destruc- 
tion of the lesions by. curettage, diathermy, or freezing: 
remains the most reliable treatment. 


_-A POLIO-LIKE EPIDEMIC IN ere 
Virus diseases occupy a larger amount of space every 
year in the annual report? of the International Health 
Division of the Rockefeller Foundation. In the recently 
published report for the year 1949 “virology” is 
described as a young and rapidly expanding science, 


: with still much to be learned of the fundamental nature, 


classification, and range of parasitism of viruses in 
general, and with new viruses constantly coming to 
light. Gradually scientific workers are succeeding in 


, linking some of these viruses to' diseases of hitherto. 


unknown aetiology; a ‘number of them are suspected 
of having: a wide geographical distribution. 
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One interesting observation in the report relates: to 
an unusual epidemic ‘in Iceland, having some features 
in common with poliomyelitis. ' Until about 1945 polio- 
myelitis, which had been recognized in Iceland for 
nearly 50 years, had followed more or less the usual’ 
pattern in epidemiology, age incidence, ‘and seasonal 
distribution. But in that year the age incidence began 
to shift upward, and in ‘the following year the seasonal 
incidence changed so' that the peak, instead of being in 
the late summer and early autumn, was in the late 
autumn and early winter. Both 1945 and 1946 were epi- 
demic years, which itself was unusual, since epidemic 
years had-not tended to occur‘in succession. In the late 
autumn of 1948 another epidemic wave appeared and 
extended through the early months of 1949, During this 
period more than 1,100 ‘cases were Teported (this in a 
7 population of only about 120,000), and in some districts 

the morbidity rate reached 7%. Youths and adults were 

attacked more frequently than young children, and the 
highest incidence was in the late autumn and winter. 

It was arranged that'a member of the staff of the Inter- 

national Health Division should visit Iceland in the 

autumn of 1949, partly in response to an invitation from 
the Icelandic Government for assistance in establish- 
ing a laboratory for the diagnosis of human viral: dis- 
eases at Reykjavik, but also to study the epidemic should 
- it recur. As it turned out, in October, 1949, there were 
no aotive cases of the disease available for observation, 
~and the visitor had to fall back upon the study of 
statistical records and case histories and interviews with 
district health officers and other medical men who had 
followed the course of the epidemic. This information, 
“however, all went to show that the epidemic was of an 
unusual nature, differing in clinical manifestations and 
epidemiological behaviour from true poliomyelitis. 
Sigurdsson and ‘his colleagues? have described the 
features of this epidemic in some detail. The disease 
was characterized/by severe pain in the back and in the 
nape of the neck, with some fever. Paraesthesia and 
hyperaesthesia wete common, and approximately 28%, 
of the patients developed muscular paresis, usually slight 
but! sometimes severe. The fever lasted for weeks in 
some cases, and relapses were noticed in which fever, 
sensory ‘changes, and paresis all recurred. Thè slightest 
physical exertion or exposure to cold aggravated the 
symptoms and -brought on new manifestations of the 
‘disease, Recovery from slight paresis was good, but 
some patients with more severe symptoms have remained 
seriously disabled. Polyartliritis ‘developed after the ill- 
ness in a number of cases. In the cerebrospinal fluid 
protein and cells were increased. No deaths occurred 
during the epidemic, and’ therefore the pathological 
changes are unknown. There was no evidence that the 
infection was conveyed by water, milk, or other food, 
and personal contact appeared to be the most probable 
means of transmission. It been suggested that the 


virus, concerned may be one of the Coxsackie group, but” 
if so its manifestation in Iceland, either as a result of a 


more virulent strain or greater host susceptibility, is 
more serious than illness associated with this group of 
1The Annual Report for 1949 of the International Health Division of 
thg Rockefeller Foundation, 1950, New York. 
Amer. J. Hyg., 1950, B2 222. 
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„viruses in ‘the United States and elsewhere. It seems 
possible that the causal agent was either an abnormal 
poliomyelitis virus of low virulence or a new neurotropic 


, Virus, If the disease recurs a Rockefeller commission _ 


will probably be sent to Iceland to obtain more precise 
information about its aetiology. -- 
pee 


KIDNEY ‘LESIONS IN DIABETICS 


Control of the -blood sugar by diet alone or diet plus 
insulin is now the rule in the management of diabetes 
mellitus; and almost all careful and co-operative- 


, diabetic patients have a good expectation of life and 


are free from the hazard of acidosis coma. But pro- 
longed insulin-controlled diabetes is not without other 
hazards—those of cardiovascular and renal complica- 
tions. In 1898-1914 64% of diabetic deaths were 
due to coma, and the average length, of survival with 
diabetes was 4.9 years, whereas in 1944-6 67 % of diabetic 


deaths were due to cardiovascular and renal complica- ’ 


tions, and the average length of survival was 14.1 years.? 
Clearly these complications still present a formidable 
challenge in the management of. diabetes mellitus. When 
- fully developed they can be recognized by quite charac- 
teristic signs, if the importance of searching for them 
in the diabetic patient is not forgotten. Little is known 
of their cause or treatment. One of ‘the renal compli- 
cations, intercapillary glomerulosclerosis (the Kimmel- 
*stiel-Wilson lesion), deserves special notice, because it 
is evidently peculiar to diabetes mellitus. There is still 
some confusion over its pathological: features and no 
agreed clinical hallmark of its presence. The confusion 
has arisen because intercapillary glomerular hyaliniza- 
tion may be found either as a nodular or as a fine 
diffuse form.?* ‘The latter is probably more common 
among diabetics but is not distinctive clinically. It is 
the nodular lesion that was described originally by 
Kimmelstiel and Wilson‘; they found it in a propor- 
tion of nephritic kidneys, and reference to the histories 
of the patients indicated a common clinical syndrome 
of diabetes mellitus, albuminuria, oedema, and hyper- 
tension. In the main this clinical syndrome has been 
confirmed,’ *-" apart from some confusion arising from 
attempted correlation with other than the nodular 
glomerular lesions.** Elsewhere in this issue Dr. 1. 
Gilliland puts forward further good evidence to sup- 
port the existence of this syndrome. Out of 10 patients 
found at necropsy to have Kimmelstiel-Wilson lesions 





in their kidneys eight had presented during life all the’ y 


features of this syndrome, which were never found 
together in any one patient in the whole series without 
the kidney lesion also being present. Besides hyper- 
“tension, oedema (often mild), and moderate albumin- 
uria,, these patients suffered also from two other diabetic 


Anson L J., St 


5 h 
6 Newburger, R A and Peters, J, P., Arch intern Med '1939. 04, 1252. 


„1941, 201, 516. 
942, 18, 93 

1 Friedeawald, J S., Trans, Amer. Acud. Ophthal., 1948, 53, 73. 
19 Rundles, R W., Medicine, 1945,24, 111." 
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complications—neuritis and retinitis. Because the under- 
lying vascular abnormality is probably similar,+~1* the 
. presence of neuritic and retinal complications should 
always lead to a search for other features of the 
nephrotic syndrome. Á 


THE ELDERLY IN NO-MAN’S-LAND 


In the House of Lords debate on the care of the aged 
last week (see page 956) one speaker deplored the fact 
that some people refused to accept the responsibility 
of looking after their parents. Fortunately most old 

people remain physically and mentally fit, and their 
families are well able, and usually. willing, to care, 
for them. The minority who need outside assistance 
fall into two groups—those who are old and infirm but 
not really sick, and those who-are old and physi- 
cally or mentally sick. Among the agencies providing 
help are the National Assistance Board, the local wel- 
fare authorities, the regional hospital boards, and many 
voluntary organizations. The largest gap in the services 
for the aged’ is the no-man’s-land between local authori- 


. .ties and regional hospital boards. In general it is the 


job of local authorities to see that the elderly receive 
the domestic and nursing help they need in their own 
homes—the National Assistance Board providing the 
financial assistance. For those who, though not ill, can 
no longer: live on their own and have no relatives to 


. care for them, the local authority is supposed to find 


accommodation in welfare Homes or hostels. Since the’ 
end of the war 300 of these homes have been opened 
in England and Wales, but a great many more are 


met, Local authorities which have taken the trouble to 
organize really effective domiciliary services for the aged 


_—such as nursing, mobile physiotherapy,, home-helps, 


and “meals on wheels ”—have been- rewarded by a 
reduction in the number of old people wishing to enter 
hostels. A 

‘The part of the regional hospital boards is to provide 
hospital treatment for the old, as, indeed, for any other 
group ol the population, though whether all hospitals 
ate giving elderly patients a fair deal in the apportion- 
ment of beds is another matter. But the main trouble 


begins when the elderly patient is due for discharge :~ 


many need special attention and encouragement: before 
returning to relatively normal life, and for others medi- 
cal supervision and more or less permanent nursing care” 
will be required for the rest of their lives. It is for the 
latter type of patient that “long-stay annexes” are 
intended, but here again it will be many years before 
enough places can be provided. In the meantime the 
‘blocking of hospital beds seems unavoidable. ‘Lord 
Kershaw, speaking for the Government in the House 
of Lords debate, admitted that the problem of hospital 
beds “ nearly defied solution.” A step towards its solu- 
tion, however, has been taken by the King Edward’s 

Hospital Fund and the National Corporation for the 


-Care of Old People, which have sponsored the establish- 


ment in some areas of what are called “ half-way 
houses.”? It is not intended that elderly patients will 
1 The Times, April 10, 1951, 








remain in these houses for very long, and they can be 
admitted from either side of no-man *s-land. From the» 
hospital they can pass’ through the half-way house as 
a process of rehabilitation before returning home or to 


the welfare hostel, and from home or hostel they can be 


admitted to the half-way house for investigation and 
perhaps. for a period of recuperation. These half-way 
houses, which have many features in common with 
nursing-homes, are on the hospital side of the gap. 
On the welfare side there have been efforts to provide 
“ sheltered ” accommodation in hostels where the aged 
canbe properly looked after when they do have to 
take to their beds. Financial and staffing difficulties 
have been keeping both these projects in the experimen- 
tal stage, but a glance at the histogram -on page 959 
shows how necessary it is to provide more homes for 
the elderly now, for the demand is likely to increase. \ 
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SIR CHARLES HASTINGS MEMORIAL 
FESTIVAL , 
The etor of Sir Charles Hastings, founder of the 
Provincial Medical and Surgical Association 119 years 
ago, will be honoured at-a festival to be held on May 30 
at Worcester, the town where'he did his life’s work. A 
man of great industry and ability, as well as a prolific 
writer, on medicine and natural history, Hastings soon 
made his mark at Worcester. As a ‘correspondent 
describes’ on another page, he was elected at, the age of 
24 to the post-of physician to the: Worcester Infirmary ‘ 
and held it for. 44 years, resigning in 1862. For most 
of*that time he was the leading physician in Worcester- 


- needed before thé urgent demand for vacancies can be shire and the surrounding counties. 


In 1832 Hastings called a meeting at the Worcester 
Infirmary, and: it was then that a_ decision was taken to 
found the Provincial Medical and Surgical Association, 
the forerunner of .the B.M.A. He was himself for - 
11 years the secretary of the association and its leading, 
spirit. Because of increasing ‘duties he had to resign 
that post in 1843, when he was appointed permanent 
president of the council and treasurer. For his distin- 
guished services to the profession he was knighted in 
1850, and when the G.M.C. was formed under the 
Medical Act of 1858 Hastings was appointed to that 
body as a Crown nominee, an appointment he held until 
1863. He died three years later, at the age of 72. 

At the festival on May 30! a memorial service will 
be conducted in the cathedral by the Bishop of Wor- 
cester. Dr. W. H. McMenemey will deliver the first 
Sir Charles Hastings Memorial Lecture, and an exhibi- 
tion of relics of Sir Charles Hastings will be on view 


“in the board-room of the Worcester Royal Infirmary. 


Lunch (1 guinea) and tea will be: provided for visitors, 
who should apply for tickets to Dr. M. P. Martin, 
109, Laugherne Road, Worcester. Hospitality is also 
. Offered by the members of the Worcester and Broms- 


. grove Division to visitors wishing to stay the Tuesday or 


Wednesday night in Worcester{ and they should write 
to Dr. C. Mackie, The Lower House, Stourport. 
Visitors are assured of a warm welcome at these 
celebrations. = n 

1 British Medical Journal Supplement, 1951; 1, 151 
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As the causes of coronary Pee remain undeter- 
mined, a direct therapeutic “ approach is at present 
denied to us. There is as yet no conclusive evidence 


‘that such remedies as iodides, thyroid, sex hormones, 
choline, or vitamin E, which have been used in the: 


experimentally induced arteriosclerosis of animals, re- 
tard or reverse ‘the arteriosclerotic process in the human 


- coronary tree. Nevertheless, when treatment is directed 


a the leading chnical manifestation much good can be 
one, 

Although the three’ syndrome3—angina peers 
coronary insufficiency, and coronary thrombosis with ~ 
infarction—overlap and may on Gccasion be difficult to 
distinguish, yet the methods employed in their treat- 


-ment can be sharply defined. In each instance the 


-each meal, an extra hour in bed each night, and half 


objects should be to avoid the precipitanhg cause of the 


attack, to promote healing if myocardial damage has 


been sustained, and to prevent incapacitating and com- 
monly fatal. complications. 


. Angina. Pectoris ~ 
, Many factors contribute to attacks of effort | pain. 
Attention should first be directed to body weight. The 
practitioner can obtain useful help from height. and 
weight tables if he will weigh his, patient and take note 
of the deviation from the theoretical’ standard for sex, 
age, and height. If obesity be reduced at a rate of 1 to 


'2 Ib. (0.45 to 0.9 kg.) each week by the use of a low- 


calorie diet, a corresponding freedom in bodily activity 
is commonly observed and greatly appreciated bythe 
patient. The aim should be to maintain “weight within ` 
10% of normality. 7 i 


Even a minor degree of anaemia can`contribute to 


the. ease with which attacks of pain are induced. 


Haemoglobin determinations-take only a minute or two. 
Treatment with iron or liver, according to the type of 
anaemia present, can, be of immense: benefit to the | 


‘anginal patient. 


There are, other contributory factors. Foci of ‘ 
infection about the teeth or ‘elsewhere should be 
corrected, tobacco should be interdicted for a month or 
two as a therapeutic trial, and efforts should be made 
by medical means to relieve dyspepsia whether it be 
peptic, biliary, or nervous in origin. 

Exercise should be encouraged up to the limit of 
tolerance and needless restrictions should be “avoided. 
In effect this usually means Some reorganization of the 
way of life,» but most patients soòn discover their 


imitations and act accordingly. It is a good rule to 


recommend a short rest (thirty minutes or more) after ` 


a day or more in bed each week. It is necessary to 


advise two to three weeks in bed only when anginal i 


attacks are severe, exhausting, or increasing in 
frequency, or when an actual coronary thrombosis 
appears imminent} 


- t 


It is important to instil a measure of confidence 
Rest and reassurance are of value from this point of 
view, and in ‘patients of ‘nervous temperament and 


_ emotionally sensitive the gentle sedation -derived from 


small doses of barbiturates has a definite place in treat- 
ment. Phenobarbitone can be given by, mouth in 
doses of 4 gr. (32 mg.) or more ‘in tablet forni twice 
„or thrice daily. It is necessary o correct insomnia and 
‘relieve anxiety. 

Glyceryl trinitrate in tablet form ad 1430 to 1 J 50 gr.— 
0.16 to 1.3' mg.) is the drug of choice. Until its effects 
have been determined a small dose should be used. It 
must be allowed to dissolve in the mouth. When used 
in this way the action of the drug is at its height in 
two to three minutes and passes off within half an hour - 
or so. It can thérefore be used both for the relief of 
pain and for its prevention. ' Tablets of nitroglycerin, 
taken in anticipation of discomfort, do much to make. 
life more tolerablé for many sufferers from angina. 
When attacks are more frequent and difficult to anti- 
. Cipate a tablet can be sucked at regular intervals of 
an hour or two during the day ; additional.tablets can 
Je taken should the necessity arise. The patient should 
“be ‘encouraged to use them freely with the object of 
preventing attacks. _ 

` Other drugs are seldom necessary and seldom as 
effective. Papaverine, in virtue of its prolonged anti; 
spasmodic action, is sometimes useful in the pre- 
vention of nocturnal, attacks when taken by mouth at 
“bedtime in tablets or powders containing 14 to 3 ae 
"(0.1 to 0.2 g.). Although commonly’ prescribed, there 
is little convincing evidence to justify the continted 
oral use of xanthine drugs such as theophylline in its 
various combinations in the day-to-day treatment of 
coronary sclerosis. Recently khellin, an extract of the _ 


-seeds of an Eastern Mediterranean plant, has been . 


.shown experimentally to have coronary dilator pro- 
perties. It hag been given intramuscularly in doses of 
50 to 100 mg. daily, and by mouth in tablets of 40 mg. 
or more thrice daily, but in anginal patients the Fee 
on its use are conflicting. r 


Li 
: Coronary Insufficiency 
` ‘Coronary insufficiency depends for its: effective 


treatment upon the correction of the precipitating 
cause.. Undue physical or mental strain, intense 


enough to produce severe anginal’ symptoms, with the ` 


possibility. of irreversible change in the deeper sub- 


endocardial layers, implies at least a week to ten days’ j 


“rest-in bed. Nıtrites and sedatives -may be used freely 
in these attacks, and opidtes af necessary. Under other 
conditions different remedies will prove desirable. A 
paroxysm of tachycardia productive of anginal symp- 
toms will require,- in addition to rest and sedatives, 
digitalis or-quinidine sulphate according to its nature. ` 
Normal rhythm’ may thus be restored and precordial 
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distress elevei. A „hypertensive. crisis -may call for 
a free’ venesection, whereas a blood transfusion will 
_ prove necessary for the prompt relief of thé myocardial 
“ischaemia . of post-operative shock or a massive 
haemorrhage. ' fe ; 

. For‘recurrent and severe anginal ‘attacks at rest, when 
no precise exciting cause can be determined and ‘when 
the response to full and repeated nitrite dosage'is only: 
partial and transient, resort may be made ‘to division 


'- of the pain-conducting ‘pathways either by the’ tech- 
'hiqüe of paravertebral alcohol injection ,or by cervical . 


sympathectomy on one or both sides. Neither pro- 
‘cedure has yielded . iii i sesu in my ex- 
N perience. 
. Bold attempts to revascularize the EAE 
heart muscle have also been practised. . Grafts of inter- 
costal muscle, lung, or omentum, supposedly carrying a 
fresh blood supply to the inadequate coronary ‘circu- 
lation, have been used without much benefit, These. 
‘procedures are largely experimental and the beneficial 
clinical results so far claimed lack conviction. - 


Conservative Treatment of Coronary ‘Thrombosis 
An ‘attack of coronary’ thrombosis usually responds 
well to treatment aimed at the relief of pain,' correction 


` of shock, promotion of healing, and -prevention of 


further , thrombotic or embolic episodes - and their 
complications. 

. For the excruciating ni the iene, the 
paroxysmal dyspnoea, or the attack of acute pulmonary 
oedema there is no better drug than morphine (4 gr— 
16 mg.) which may be repeated in half an hour if symp- ' 
-toms are not abating. In the most urgent cases 1/6 gr. 

(11 mg.) of morphine diluted in 5 to 10 ml. of sterile 
water may be slowly injected intravenously. In doing 


- so the, injection should be stopped before completion if 


obvious relief is obtained or if, the respirations ‘are un- 
naturally slowed. i 

Shock may be countered by reassurance, warmth, ° 
‘and relief from pain and restlessness. . Transfusion of 
150° to 250 ml. of blood, plasma, or normal saline is 


sometimes justifiable if given very slowly to the worst ' 
- cases, but there is always the danger of overloading 


‘the heart and inducing ’ ‘pulmonary oedema, ' itself a 
contraindication. to an increase‘ in blood volume. 
Nikethamide and leptazol (each 1 ml.) are commonly 
used intramuscularly. Their main influence appears to 
‘be the counteraction of respiratory depression. ii 

There is sound justification for the use of oxygen, 
but to be effective in the relief of cyanosis, pain, arid. 
‘restlessness it must be ‘delivered in high concentration 
‘(50 to 75%) at 6 to 10 litres a minute by B.L.B. mask 


’ or tent. Nasal catheters smeared with a local analgesic 


ointment are useful substitutes if comfortably tolerated. 
Oxygen. therapy should be continued as long’ as the 
ashen-grey hue:in the skin and: nail- -beds persists. 
Rest in bed must usually be maintained ‘for six weeks 
or thereabouts, and the more complete the inactivity 
during the first three or four days the better. During 
this time the patient should do nothing for himself. 


“He is to be fed and washed ; visitors must be excluded, ; 


“and sleep ensured. Constipation can be encouraged 
for the first few days and the diet restricted ‘to fluids 
and soft foods. When the acute symptoms have sub-.. 
-sided increasing liberties may be granted. Patients can 


. then begin to move about in bed, practise leg exercises, 


feed themselves, and be permitted, the use of a. bedside 4 


? 
+ 


. stricken with an acute infarct. 


commode: in . preference to all the inconvenience and ` 


' discomfort of thé bed-pan. In the presence of ‘cardiac 


asthma or.’ acute pulmonary oedema permission to 
leave bed and sit Upright in a chair is a concession 


‘which ‘has a physiological basis. The change of posture ^ 


eases the respiratory and circulatory burdens, lessens 


fatigue, and makes for greater: ‘comfort. By the end ^` 


of four weeks, massage’ ‘and active movements should 
be. in daily use preparatory to the patient getting up 
and moving about quietly in his room. 

During the entire illness gréať care should be taken 
of the bowels, While constipation: is usual and of 
advantage during ‘the acute phase of the illness, there- 
‘after the daily evacuation of a soft easy motion may 
be aided’ by an emulsion of liquid paraffin and agar 
(2 to 4 dr.—7 to 14 ml.) or small repeated doses.of milk 
of magnesia (1 to 4 dr.). The addition of suitable quan; . 
tities of fresh and, dried fruit to the diet should ‘be 
encouraged. Brisk purgatives and bulky enemiata are 
exhausting and ‘therefore better avoided. 


‘It is not considered good practice ‘to prescribe 


digitalis in the early weeks after an acute infarction. It 
is said to enhance the clotting tendency and to: favour 
the. development of abnormal rhythms, ventricular 
tachycardia an particular. On.the other‘hand, its use ‘is 
justified “in the presence of congestive failure of suffi- 
cient degree fo produce respiratory ‘distress, particularly 
when the patient’s state is obviously deteriorating. It 
is better given in moderate amount—1 ' to 2 gr. (65 to 


'130 mg.) of powdered digitalis thrice daily—rather . 


than in massive doses. In these circumstances my 
preference is to select digoxin (0.25 mg. by ‘mouth 


ta 


1 


ji 
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-thrice daily), oppien ‘by mersalyl intramuscylarly ` 


in doses of 1 ml. on alternate ‘days—a combination 
very effective i in clearing the lungs ‘of oedema and con- 
gestion. ` Quinidine should be used only with electro- 
cardiographic control.for the arrhythmias. ' 

Among hospital patients, treated as we believe under 
the best available conditions, conservative measures , 


>» yield a mortality rate of 33% in this conny. `i 


it | 
~ ’ 1 


i "Anticoagulants in Coronary Thrombosis 


t + 


- ‘Heparin and “ tromexan,” begun early in the illness, ` 


are believed’ to owe their effectiveness to their ability 
to restrict the spread/of the thrombus and thus limit . 
the size of the infarct and prevent, its, extension. They 


reduce the tendency to deposition of thrombi within -` 
- the ventricles and peripheral veins. 


Pulmonary and 
other infarcts are thus seldom, encountered when anti- 
coagulants are used efficiently. . It may well be that ~ 
these drugs have other actions pf benefit to the patient . 
Increasing experience 
confirms their undoubted value and marks the use of 
these drugs as an outstanding advance in therapy. 


Both are started simultaneously, heparin by injection ‘ 


‘and tromexan by mouth. The former, if given in- , 
travenously at six- to eight- hour intervals in doses of 
10,000 units, will ' prolong the clotting time to 20 


, minutes, three or four times the normal value, an hour - 


after thè injection.’ It is usually necessary to continue 


heparin for only 24 to 36. hours, by: which time tHe. . 


tromexan has generally produced a sufficient reduction 
of the prothrombin content.of the blood. 

Two doses of tromexan are given daily, usually at 12 
noon ‘and 8 pm., a‘total of four 300mg. . tablets 
being | a by mouth on. l the first day of treatment: © 
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Thereafter, daily laboratory control is essential, the 
quantity of tromexan prescribed being adjusted from day 
to day with the object of maintaining the patient’s pro- 
thrombin clotting time at a level two to two and a half 
times the control prothrombin time. 
tunately no clinical guide to tromexan dosage. The 
normal prothrombin time lies between 17’ and 19 
seconds, varying considerably with the technique 
employed. The effective aa as level: therefore 
ranges between 34 and 48 seconds. 


When tromexan yields a prothrombin time of 35 . 


seconds or more, the injections of heparin are stopped, 
: The tromexan is continued’ for four weeks from the 
onset, or for three weeks from any thrqmbo-embolic 
complication, whichever is the longer. The daily dose 
- is' regulated according to, the laboratory report Qa ‘the 
9 a.m. prothrombin time for that day. ° 
Thé respofse to the drug varies, greatly from 
patient to patient and from day to day in the same 
individual, but, if the dose is regulated according to the 
standards advocated, difficulties are seldom encoun- 
tered and serious bleeding, is rarely observed. 
Tromexan is a much safer drug than dicoumarol. 
ts dose is larger and more. easily regulated, and on 
-its discontinuation the prothrombin time returns to 
normal in 24 hours—an advantage should pamor 
rhage occur. , 


The haphazard use of these digs without com- 


. petent laboratory control cannot be too strongly con- 
‘demned. The practitioner can always begin treatment 
with heparin if the patient’s own home, but at present 

‘ stromexan, which has replaced dicoumarol, cannot be 
used without .daily estimations of prothrombin time, 
which is a laboratory procedure demanding the co- 
operation of competent. technicians. 
continuous supervision, such as only the -hospital can 
provide, safeguards’ the patient against the risk of: 

' serious haemorrhage by constant observation and. 

' ready availability of the blood bank. ` 

Bleeding may be sudden and profuse. A trans- 
fusion may be required at short notice. Blood which 
has been stored for more than 24 hours is said to be | 
less effective than fresh blood in the correction of the 
hypoprothrombinaemia. 
„blood transfusion on the grees tendency may last 

‘ only for two to six -hours, repeated transfusion over a 
_ period of several - days may be necessary. A pro- 
thrombin clotting time in’ excess of 75 seconds is usually 
regarded as a danger signal and an indication for 


“There is ‘unfor-. 


Furthermore, ' 


EX d Nek 
plications are reduced, 


advantage should not be taken of this to shorten the 
time in bed), and the mortality rate is reduced by more 
than half. It is therefore a method ‘of treatment which 
should be made available for every sufferer from acute 
coronary thrombosis. 


Other Sairas 
- The arrhythmias of coronary origin are generally per: 


1 
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embolic phenomena are in- 
frequent, convalescence "advances more quickly (though - 


manent, though auricular fibrillation in a paroxysmal. 


form can recur frequently, prove difficult to prevent, 


and cause distress in virtue of the tachycardia. 


The continuous use of digitalis in regular courses of 
seven to ten’ consecutive days’ with three or four days’ 


_ intermission between each often proves helpful, not so 


much in preventing attacks asin easing their distress 
by restraining the ventricular rate and thereby avoiding 
the embarrassment , of~ the tachycardia. Complete 
heart-block is an irremediable condition, but recurrent 
Stokes-Adams seizures can be prevented by. ephedrine, 
` 4'gr. (32 mg.), by mouth thrice daily. 

A major problem in therapeutics is the rational 
treatment of-acute left ventricular failure as manifested 
.by attacks of paroxysmal dyspnoea (cardiac asthma) 


or pulmonary oedema. When precipitated by, coronary . 


“thrombosis, shock (or peripheral forward failure) is 
combined with congestive or backward failure. 
these circumstances the energetic treatment of the one 
may aggravate the other form of failure. For instance, 
‘a venesection may well be justified in many cases of 
acute pulmonary oedema, but, if aggravation of the 
shock-like state occurs, with ‘a’ further fall-in blood 


In. 


pressure and a lowering of haemoglobin, the heart may- 


be weakened further and the patient’s condition be’ - 


worsened. It is necessary to steer ‘a middle course, 


using cautiously approved methods of known value. ` 


Morphine, 4 gr. (16 mg.), is of great. benefit. Wheezing 
denotes bronchospasm and may be taken as-an indica- 
tion for aminophylline, 0.5 g., administered intra- 
venously over a five-minute period or by rectum in the 
form of a suppository when the distress is milder. 
Oxygen is indicated. If these measures are not helpful 


As the beneficial effect of a -within half an hour, then, despite the presence of a 


possible infarct, 1 mg. of digoxin may be given intra- 


` venously, diluted in 5 to 10 ml. of normal saline, as a 


life-saving measure. To help unload the pulmonary 


oedema intravenous digoxin injections can „usefully be. 


combined with 1 ml. of mersalyl. 


vitamin K (intravenously), a dose of which may be , justified’ only when shock is absent’ or, mild. 


- repeated four-hourly until the prothrombin time is re- 


'. duced to wel! within the therapeutic range. 


It should be emphasized that anticoagulants are 
.~ contraindicated, or at best used with great caution, in 


the presence of hepatic or renal, disease, _during preg-" 


„nancy, or’ shortly ` after major operations. Severe 
anaemias also countermand their use. Peptic ulcer 
“ occasionally coexists with serious coronary disease, As 
fatal bleeding may occur from a duodenal or gastric 
„ulcer, when the prothrombin time is. reduced by 
tromexan the patient should be questioned about’ 
recent dyspéptic symptoms before anticoagulants „are 
employed. : 
Treated in this way patients stricken with acute 
. myocardial infarction make remarkable’ progress. 
. They- look -better and feel better in a shorter space of . 
time than those deniéd this form’ of treatment. Com- 


å 


The methods employed in the treatment of the more 
- chronic forms of congestive failure occurring in the 
course of arteriosclerotic heart disease do .not differ 
significantly from those in common use. Adequate 
rest, the correction of insomnia, a low-sodium diet, 
digitalis according to tolerance, and mercurials intra- 
muscularly are the main items which require to ,.be 
adapted to thè individual’s particular requirements, 








‘ae 


Recent tests on over 11000 unselected p persons of varying * 


ages’ from all walks 'of`ljfe, using the Ishihara pseudo- 


` isochromatic plates, have shown a colour-blindness inci- 
dence of 4.97% for Chinese males and 0.71% for -Chinese . 


females (British’ Journal of Ophthalmology, 1950,‘ 34, 744). 
These figures are considerably lower than those previously 
produced from smaller scale investigations. 
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THE. NUEFFIELD ORTHOPAEDIC 
CENTRE, OXFORD 
; : BY y 
J. TRUETA, M.A, M.D., D.Sc., 'ER.C.S.Ċinada 
, Nuffield Professor of Orthopaedic Surgery, University 
of Oxford - 


In order to further the progress of orthopaedic: surgery 
and traumatology td Nuffield, in December,, 1949, 


made a donation of £50,000. This donation is being 


used to organize a centre for the study, research, and 
treatment of orthopaedic and traumatic conditio..s, 
which in his honour has been named the Nuffield Ortho- 
paedic Centre. 

It is probable that the increasing collaboration 
between clinicians and research workers is one of the 
factors responsible for modern medical progress. It 
may be easy to find’ convincing examples of the benefits 


that this association brings to both types of workers and. 


ultimately to medical progress in general, and, as the 
author has had the opportunity of stressing this point 
before,’ it will not be elaborated further here. ` This 
assertion appears to. be true for every branch of medi- 
cine, and it seems certain that the study of the patho- 
logy of the locomotor system will also benefit from this 
double-sided method of approach—that is, accurate 
clinical observation and scientific recording of experi- 
mental data obtained from research on laboratory 
- animals. 

It is, common iiowiedse how orthopaedic surgery 
became detached from the main body of surgery by the 
outstanding contributions of a handful of men such as 
Hugh Owen Thomas, Louis Ollier, Robert Jones, and 
Vittorio Putti—to mention only a few of the past 
generations, who in not much more than fifty years 
created this specialty and brought the study of_ the 
diseases of the locomotor system. from the elementary 
state in which they, found it to the satisfactory con- 
ditions, of the present day. H. O. Thomas in particu- 
lar was responsible for spreading the conviction that 
crippling disabilities could be both cured and prevented 


in the great majority of cases. His work and that of - 


his immediate follower, Sir Robert Jones, proved so 
successful that in the hands of people such as G. R. 
Girdlestone, so recently and sadly removed from us, 
the prevention and treatment of a great number of 
crippling, diseases have reached a high pitch of perfec- 
tion. It seems doubtful now whether much progress 
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can still be aċhieved by the method of observation 
alone, as was practised by all these great: orthopaedic 
surgeons. 
U 


Coinbined Clinical and Experimental Approach 
I have had the privilege, on more than one 


occasion, of collaborating with research workers in the ' - 
investigation of problems which had been detected in . 


the clinical wards.**4 Having thus been engaged for’ 
a good number of years both in clinical work as an 
orthopaedic surgeon and also in experimental research 
On‘ animals, I may be allowed to venture an opinion 
on the possibilities of a co-ordinated centre where the 
investigation ‘of clinical problems can be approached 
from both the clinical and the experimental aspects. As 
an ‘orthopaedic surgeon several examples spring to one’s 
“mind of subjects which are awaiting : ‘such a combined 


- approach ; ostéomyelitis might be given as an example. 


Haematogenous osteomyelitis is due initially to a Vascular 

thrombosis in the bone, but we know next to nothing 
about the rearrangement of the blood supply once’ the 
condition has become established. This gap ‘in ou 
knowledge should not surprise us, since as yet we know 
nothing of the blood supply: of normal bone—an, 
incredible situation when one recalls that bone is one 
of the most important sources of blood. Thus a well- 
planned and meticulous investigation of the blood supply 
of the bone in normal and pathological conditions is 
‘essential if we are to understand the intimate problems 
of bone pathology. But without correlating .the results 
thus obtained with the findings in human’ pathology— 
in this case haematogenous osteomyelitis—the informa- ` 
tion gained may be incomplete or even erroneous. For 
this reason the clinical study and histories of cases in the 
wards of the centre must be accurate and as i acd as - 
possible. 

Poliomyelitis is another condition in which ‘such in- 
tegration of clinical observations and experimental work 
is urgently needed. At present orthopkedists and neuro- 
logists collect data from clinical material somewhat 
independently, and virus experts investigate the charac- 
teristics of virus diseases in animals, 
muscle plays in the disease is still undetermined, not- 
withstanding that orthopaedic surgeons and physio- 


therapists’ have centred their’ interest on muscular . 
“ recovery for many years. The wealth of experimental . 


data now available on the damage to the. central nervous 
system contrasts sharply with the scarcity of information 
on the phases through-which the muscle passes in this 
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paralysing disease; this knowledge might explain the 
very late, and not infrequently unexpected, recoveries in 
poliomyelitis. It is clear that without careful experi- 
mental research the' study of both the changes in 
the blood supply of bone and of muscle recovery in 
poliomyelitis is unlikely to be fruitful, if not totally 
impossible. $ 


Facilities Required for Orthopaedic Research 

An organization dedicated as much to the study of 
the physio-pathology of the tissues of the extremities 
as to the surgical correction of deformities should have 
a department with sections for clinical investigations of 
vascular, lymphatic, nervous, muscular, and bone dis- 
orders of the extremities With all the necessary clinical 
armamentarium ; a section for experimental surgery 
with the appropriate animal house; sections for histo- 
pathology, micro-radiography, radiography, and photo- 
graphy, both clinical and experimental. This depart- 
ment should function in close liaison with the hospital 
which handles the clinical problems and houses the 
orthopaedic patients, and should be complemented by a 
library, lecture hall, museum, record offices, etc. Such 
a centre should be located in a university area in. close 
connexion with other university departments such as 
those of inorganic and organic chemistry, pharmaco- 
logy, physiology, etc., where any highly expert advice 
and help can readily be obtained when required. 

It is not surprising, therefore, that when an opportunity 
arose for establishing such a centre, where the require- 
ments of clinical medicine could be correlated with the 
strict discipline of laboratory research, this was seized. 
Jt was due mainly to the foresight of G. R. Girdlestone 
that such a centre was planned. Apart from the 
research potentialities inherent in a university centre so 
compact as Oxford, there are specially favourable, 
opportunities for the inyestigation of orthopaedic prob- 
lems in that city because, thanks to G. R. Girdlestone, 
clinical orthopaedics have been efficiently organized 
there for more than thirty years. The Wingfield-Morris 
Orthopaedic Hospital is thus a long-established centre 
drawing orthopaedic patients from a population of. 
nearly 2,000,000. The first requirements for any investi- 
gation based on clinical material are an efficient method 
for recording and keeping the clinical data and that the 
analysis of these should be performed by workers of 
experience and objectivity. From such material the 
statistician, so recently praised by Sir Henry Dale,‘ 
must extract those factors which have real significance 
in the pathological process under study, without under- 
estimating the importance of ‘the individual case, which 
may sometimes throw as much light on a problem as the 
best and most copious statistics. It is from this sort of 
analysis that problems are isolated from the main body 
of observation and can then be individually studied and, 
when necessary, brought to the laboratory for experi- 
mental analysis. 


The New Centre 


Provisionally, with the help of the Nuffield Institute 
for Medical Research, Oxford, a beginning has been 
made in the working of such an organization, and 
some modest, if very urgently needed, building faci- 
lities are being provided to intensify the work at 
present undertaken. The Nuffield Orthopaedic Centre 
integrates into a working body both,the Wingfield 
* and its associated clinics, the Accident Service of the 
Radcliffe Infirmary, and the Nuffield Department of 
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Orthopaedic Surgery. The first contact has been estab- 
lished between ‘colleagues interested in poliomyelitis 
working in the Oxford Region, including doctors from 
the isolation. hospitals, orthopaedists, neurologists, and 
research workers. As facilities increase ıt is hoped that 
they will combine to form a research group. A resi- 
dence for postgraduate students has already been 
acquired, and the first foreign students are already work- 
ing in the Centre. 

To attract postgraduate visitors and junior members 
of the Centre a course of lectures is being given on 
Thursdays during term by experts on subjects which 
sometimes may seem to be outside the immediate 
interest of the orthopaedic surgeon. Discussions of 
current medical literature, also covering a wider field 
than that of pure orthopaedics, take place every month. 

Plans have been drawn up for a suitable building (see 
illustration), and the money is already available ; soon 
the facilities for trying this double-sided approach to 
orthopaedic problems will be increased once the erection 
of the first and smaller building is completed. 

An recognition of the great life-work of Girdlestone, 
Lord Nuffield has given £10,000 to the Nuffield Ortho- 
paedic Centre for the creation of a scholarship to be 
known as the Girdlestone Scholarship. This will be for 
the purpose of enabling doctors from overseas to spend 
a period of time at the Wingfield working within, and 


- learning from, the organization Girdlestone created and 


which so clearly bears the imprint of his personality. 

I have felt compelled to give this short account of the 
working and projects of the Nuffield Orthopaedic 
Centre as a last tribute to G. R. Girdlestone, the man to 
whom orthopaedics in general, and Oxford medicine in 
particular, owe so much. 
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The Expert Committee on School Health Services met in 
Geneva from August 7 to 12, 1950 (World Hlth Org. techn. 
Rep. Ser., 1951, 30), and prepared an outline of basic policies 
and approaches to the problems of establishing school-health 
services. To learn effectively it is essential that children 
should be really healthy, and health teaching is an all- 
important factor in their school life. The need for 
co-operation in planning between parents, community, pro- 
fessional groups, and so on was emphasized, and the com- 
mittee approved the initiative taken by the W.H.O. Expert 
Committee on Professional and Technical Education in 
recommending the inclusion of mental health instruction in 
public health training. The importance of the teacher's role 
was stressed; the fundamental method required is continu- 
ous observation and interest in the child. The teacher alone 
can provide the physician and nurse with information vital 
to the ‘understanding of the child’s problem. Provision must 
be made for treatment of both physical and emotional health 
problems. In order to meet the needs of the schoolchild the 
health staf must be adequately trained: for instance, the 
physician must possess insight into the emotional needs of 
the child in addition to being a good clinician. The com- 
mittee stressed the importance of continuation in child-health 
work; prenatal attention, infant-welfare centres, school- 
health services, and so on, should all be organized by the 
same authority or co-ordinated to ensure uninterrupted 
supervision. . 


+ 


‘there than elsewhere, 
analysis, village by village, of blood-group frequencies might: 
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ANTHROPOLOGY AND .SEROLOGY 


For some years now it has been clear that blood groups 
are valuable anthropological characters, since most of them 
occur in different proportions in different parts of the world. 
A considerable body of information about this exists but is 
almost’ inaccessible ; 
records, and even the published work is written in a variety 
of tongues and scattered thinly among the many biological 
journals, On Saturday, March 17, at University College, 








London, the Royal Anthropological Society held a special | 


meeting to discuss this difficulty. Serologists and geneticists 
read papers ‘on blood groups in anthropology, and joined in 
discussing plans for a reference centre whìch should help 
to make blood-group data available to anthropologists. 


\ 


The Mapping of Genes 


` Professor H. J. Fleure, who shared the chairmanship with 
Dr. J, C. Trevor, opened a crowded meeting by introducing 
Professor R. A.- Fisher, who described some of the ideas 
and events which had made blood-group anthropology 
possible. It was now known that differences between races 
were genetically determined like those between children of 
the same family, and these differences could therefore be 
profitably’ studied by geneticists. Race was obviously an 
important fact, and the word no longer had so misty a 
Meaning that scientists should be afraid to use it. When 
Professor Fisher became Galton’ Professor in 1933, the 
mapping of genes carried by normal human beings was pro- 


gressing only slowly. The heredity of the ABO groups had | 


been established by 1908, the MN and P blood groups had 
been recognized nearly 20 years later; and besides these only 
the “ Taster ” and “ Secretor ” characters, found in 1931 and 
1932, were known. Professor Fisher, recognizing the need 
for more ‘marker’ genes” on which to base the study of 
human heredity, chose to use the Rockefeller funds at his 


_ disposal to create the Galton Laboratory Serum Unit. This 


unit {now taken over by the Medical Research Council) had 
been an important instrument in developing blood-group 
genetics, There were now twelve “markers” of’ use in 
human genetics, nine of them being blood groups, five of 
which were discovered within the last ten years. He empha- 
sized this quickening tempo of discovery, and prophesied the 
identification of many more new blood groups. 2 


` 
` 


ı Inbreeding and Blood Groups 

Dr. C. D. DARLINGTON followed with a paper on “Blood 
Groups and Mating Groups,” in which he discussed some 
genetical principles which must be considered by blood- 
group anthropologists. He first congratulated, human 
geneticists on being able so easily to calculate and to map 


. the frequencies of genes in populations ; this was much more 


difficult for animal and plant populations, since most genes, 
unlike those responsible for blood groups, could be detécted 
only by breeding experiments. Dr. Darlington then 
explained that major differences in the distribution of genes 
might be the result of the movement and mixing of popula- 
tions; the distribution of group O people in Europe, for 


_instance, seemed to have a historical explanation. ` However, 


it was important to remember that the movement of peoples 
might conceal the action of natural selection on the genes 
of. small populations. People living in the same district 
tended to marry`one another, so that human populations 
could be divided into inbreeding groups, though how large 
these were and how much they mixed was not known. 
Inbreeding would be expected to enhance the differences 
between such groups. In work on plants and animals geneti- 
cists had found that the same gene might be at an advantage 
in one population ‘and at a disadvantage in another; for 
example, the gene responsible for group B might in one 
district be linked with a harmful gene, and become rarer 
Dr. Darlington suggested that an 


yield fascinating information on local or tribal variation. 
v } y $ = s 
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ANTHROPOLOGY AND SEROLOGY 


much of it 1s buried among official, 
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The next two papers described work of this kind. Drt. J. A. 
FRASER ROBERTS reported an analysis of the distribution of 
the ABO groups in 52,000 blood donors living in the four 
Northern counties of England and the West Riding of York- 
shire. , It had been at Dr. Darlington’s suggestion that 
‘Dr. Fraser Roberts first looked among records of the Blood 
Transfusion Service for evidence of local variation. In a 
preliminary study some years ago, he had found indications 
of local differences among the Welsh and in Yorkshire. The 
structure of the population of North England, and also the 
completeness of the recofds, had made him decide on the 
present survey. He had, classified donors according to their 


‘postal addresses, and had divided the region into 320 geo- 


graphical units, each of which included at ledst 20 donors. 
The frequency of group A people varied widely from area . 
to area, but these small units were easily grouped on the. 
basis of this character into 19 regions, which differed signifi- 
cantly from one another but were internally homogeneous. 
In the Darlington region, for instance, group A people were 
only half as‘common as in the district west of Gateshead. 
The frequency of group B also varied, and 15 regions, which 
very surprisingly cut across the regions mapped for A, could 
be defined. The frequencies of A, B, and O among the 


52,000 donors taken together were normal for North England:" ' 


` 


Where Do the Welsh Come From? 


Dr. I. M. WATKIN had followed the, other line indicated 
by Dr. Fraser Roberts’s preliminary survey in 1942. He had 
studied the ABO groups of 15,000 donors from Wales and 
6,000 from the Marches. Industrial and mining communities 
had not been included. He had found a very high proportion 
of group O people. in North Wales and’ in some isolated 
mountain regions further south. He hinted: that this might 
indicate a distant relationship to the Berbers of North Africa, 
among whom group O was also very common; he added, 
more provocatively, that Welsh syntax had been thought to 
show the influence of an ancient element akin to the language 
of the white North African tribes. The distributión of the 
A gene also differed ; Dr. Watkin had found patches where 
A was surprisingly common for Britain and approached 
the frequency found in Scandinavia. Several such patches, 
near Rhyl and Chester, for example, were known to have 
had Viking settlements. Another, a peninsula in Pembroke- 
shire, had been the subject of dispute, for authorities 
disagreed on whether or not Scandinavians had settled 
there. The most interesting of Dr. Watkin’s results con- 


cerned the B gene, - In the central moorlands he had found ` 


an unusually high proportion of B, and in one area the gene 
freqtency reached 16%, or three times” the average for 
Britain. In this area Professor Fleure had: found traces of 
palaeolithic stocks, and it was therefore probable that the B 
gene, which used to be thought a late immigrant into Europe, 
had been present in Wales before the main stock of B came 
in from the East. > f 


` 


New Light on Early, Population Movements ` 

The last speaker, Dr. A. E. Mourant, who has ‘contri- 
buted so much to this field, began with a disarming 
apology for the enthusiasm of genetical anthropologists, who 
needed to remember that the techniques they used with such 
confidence had not yet superseded all others. His talk, which 
was illustrated by blood-group contour maps of the world, 
reviewed the conclusions which could so far.be drawn. 

The blood-group world could be divided into five regions, 
some more clearly defined than others. In Europe successive , 
waves of immigration appeared to have brought in high pro- 
portions of O, A, and B genes in that order, and in the case 
of A there were traces of the route taken by the immigrants. 
There was some danger of ‘over-simplifying the pattern, how- 
ever; the wave carrying B had apparently arrived within 
the last 1,000 years, but other results besides Dr. Watkin’s 


“now suggested that group B existed among palacolithic 


peoples. Yet among the Basques, who were supposed to be 


one of Europe’s very ancient peoples, group B was only 
rarely found. 


‘ 
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Continents and šübcontinerts could be distinguished by 


_. their characteristic mixtufes of the many Rh types ; it was. 


interesting to find that local differences in these mixtures 
were rare and usually historically significant. There were 
traces of a Mediterranean set of Rh frequencies significantly 
different from those in Northern Europe. The Basques were’ 
apparently a relic of an ancient European population which 
was the sourcé of the Rh-negative character, for Rh nega- 


tives were commoner among Basques than in any other ‘ 
‘Berbers and Basques, 
+ 


people save one isolated Berber tribe. 
Dr. Mourant suggested, might be related. 

Africa was characterized. by an Rh mixture unlike any 
other; there `'was no clue to whence it had originated, but 
the internal pattern suggested two main African stocks, a 
central and a peripheral. f 

Information about the rest of the world was more scanty 


‘ and „had .not contributed -much to anthropology. The 


separateness of Australasia wàs marked by the MN groups ; 


and ABO, MN, Rh, and Duffy groups together underlined _ 


the isolation of the American aborigines without indicating 
their relationship to other peoples. Dr. Mourant’s ‘results 
showed that the new Kidd and Duffy groups, for which sera 
were still rare, would in time be valuable and sensitive 
anthropological tools. G 


4 
Plans for a Reference Centre A 


In the afternoon a smaller meeting, with Miss M. L. 
Tildesly, in the chair, discussed plans for the setting up of 
a reference centre for blood-group anthropology. . Among 
the speakers were Professor Fleure, Professor Fisher, ’ 
Dr. ‘A. Allison, Dr. Trevor, Dr. W. D'A. Maycock, and 
Dr. Mourant. On Professor Fishers suggestion, it was 
agreed that this centre should be set up immediately. The 
meeting also agreed that a skilled person at the centre should 


“ have facilities for collecting and storing original data, cata- 


loguing published work, and analysing results. The Royal 
Anthropological Institute is ‘to Appoint a committee to 
proceed with these plans.’ 





THE MECHANISM OF HEARING 
DR: HALLOWELL , , DAVIS'S LECTURES 


When Helmholtz published ‘his monumental work, Sensa- 
tlons of Tone, in 1863 he drew attention to an important: 
‘and fertile field for investigation, But 50 years were to 
pass before there was any real development of this: subject. 
In 1912 Adrian made an outstanding contribution to the 
study of nerve physiology’ by establishing the “all or none 
principle ” which was to prove the foundation of the electro- 
physiology of nerve fibres, a subject to which Adrian and . 
his associates have contributed unceasingly for the past 40 
years. In 1930 Wever and Bray discovered the effect which 
has been named after them; the effect depends upon 
potentials developed in the cochlea ‘that reproduce with 
great fidelity an acoustic stimulus applied,to the ear. This 
discovery started a wave of investigation that has been 
spreading ever since. The recognition of the relationship 
between the “ Wever and Bray effect ” and the “all or none 
response” was a further ` valuable contribution, and both 
effects are constantly made use of in attempts: to probe the 
secrets of fhe ear. 5 

Dr. HaLLoweLL Davis, director of research of the Central 


’ Institute for the Deaf at St. Louis, U.S.A., who has just been ~ 


on an all too brief visit to this’ country, worked as a young 
man in Adrian’s laboratory. Undoubtedly he must have 


been greatly inspired in his career by Adrian's influence, and 


no doubt his outlook was also affected by Wever and Bray's 
work. It is fitting, therefore, that Hallowell Davis’s work 
should in its turn have stimulated the thoughts of ‘countless 
physiologists, psychologists, physicists, and others working 
on deafness. , During his visit to this:country .Dr. Davis 


‘delivered two ‘ectures—the first on “‘ The Effects of Noise 


et 


` ANTHROPOLOGY AND SEROLOGY ` 


> quency to which it had a maximal sensitivity. | 
` . words, the nervous elements were “tuned” as required. by 
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on the Far,” ‘at the Institute of Laryngology and Otology 
on March 20, and the second’ on “ Recent Work on the 
Neurophysiology of the Cochlear Mechanısm and its Bear- 
ing upon Clinical Problems,” at the Institute of Neurology, 
Queen Square, on March 21. The Acoustics Group of the 
Physical Society was, present, at the second lecture. 
poe 
. | ‘Effects of Noise on the Ear 
Dr. Davis deviated from the title of his first ‘lecture to 





-~ include an account of some new work on the problem of 


auditory’ theory, and particularly the problem of pitch. He 
discussed subjective experiments, which had been carried out 
after previous physiological work, that might throw light 
on certain curious effects that were observed in auditory 
fatigue, acoustic trauma, Ménitre’s disease, and other 
forms of nerve deafness. The effects of noise could ' be 
looked upon chiefly as modifications of délicate acoustical 
phenomena. He believed that much information could be 
obtained about’ faulty hearing and temporary acoustic 
trauma by paying close attention to subjective impressions. 
Dr. Davis ihtroduced briefly the modern developments of 
Helmholtz’s orginal theory and the frequency, or telephone, 


theory put forward about 1880 by William Rutherford, of ' 


Edinburgh. According to the “spatial theory,” discrimina- 
tion of pitch depended: on the region of the basilar mem- 


' brane excited by the stimulus, whereas the “frequency 


theories” supposed that the auditory nerve transmitted a 
time-pattern of impulses that simulated all the details of 
the auditory stimulus, 

“volley theory,” in which an attempt was made to ċom- 
bine the two traditional views. 


There seemed’ no doubt, that the “ place púncipie ” did- , 


-operate. The skilful experiments of Békésy demonstrated 
it directly. The observations of Guild and shis collabora- 
tors had correlated high tone loss with pathological find- 
ings. More recently, Galambos, working in Dr. Davis's 
laboratory, had placed micro-electrodes in ‘the, medulla of 
cats and had been able to study the response in single neural 
units. He had found that each unit had a particular fre- 
In other 


the place principle. Wever’s modification of the frequency 
theory suggested that the brain made use of all the informa- 
tion about frequency which travelled along the nerve 
elements, and that “there was no place effect below 
1,000 c/s. Above 4,000 c/s he agreed that the ‘place 
principle held entirely, and in the transition region from 
1,000 to 4,000 c/s he believed that both place and frequency 
were effective. 


Tone-pips as Auditory Stimuli 


‘ Dr. Davis described the technique of “ tone-pips,” which 
had been developed in his laboratory as an acoustic stimu- 
lus ‘instead of pure tones. A tone-pip was a damped group 
of waves consisting of a few waves in which the tone began 
gradually, reached a maximum after three or four waves, 
and ,then: rapidly died away. These tone-pips: could be 
repeated at any desired recurrence frequency, and, if the 
period between pips was not less than 1/20 second, the nerve 
fibres had time to recover completely and fatigue in indi- 
vidual fibres was eliminated. The tone-pips had several 
advantages: (1) Nearly all the acoustic energy was concen- 
trated in a band less than an octave wide, so that, according 
to the place principle, they activated a restricted region of 


' tbe cochlear partition. (2) The relatively rapid onset allowed ' 


' identification of the particular sound wave that initiated a 
nerve impulse. (3) At frequencies above 1,000 c/s only one - 
impulse was set up in each fibre because of the rapid build- 


up and decay of the pip and oe refractory period of the 


Merve fibre, 

When listeners were asked to comment ọn the qùality of 
the signal some very interesting results were obtained. At 
a basic frequency of 2,000 c/s and a recurrence- frequency of 
150 pips per second; nearly all listeners at first denied that 
the sound had any Yefinite pitch and all were sure that the 


i 


Wever had recently put forward the, 


1 
I 


i 
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frequency of 150 c/s was not present. Dr. Davis believed 
that this was because the impulses were travelling along 
fibres that were not associated with that frequency by the 
place principle. Listeners also agreed in describing such a 
sound as a “ buzz,” something like a knife blade rubbing 
on a gear-wheel. Various modifications of the basic fre- 
quency were tried. When thé recurrence frequency was 
changed it was agreed that the sound or “wheel” could 
be described as “ going slower or faster.” When the basic 
frequency was changed, the effects were described as “small 
and metallic ™ for 4,000 c/s, “larger but still metallic” for 
2,000 c/s, “like wood” for 1,000 c/s, and “like water bi 
for 500 c/s. 

It was difficult to assign any definite pitch, but when vari- 
ous attempts were made to compare the buzz with a pure tone 
for a recurrence frequency of 150 pips per second some gave 
‘300 (plus or minus a few cycles) as equivalent, sometimes. 
450, 600, etc., almost never 150. The more musical subjects 


could specify the “key,” but they were not sure which i 


member of the harmonic series was most like the noise. 
Another group of “ pitches ” 
the basic frequency of 2,000 c/s. Dr. Davis said he believed 
that whenever there was appreciable dissociation from the 


pure tone, or, alternatively, if a frequency was out. of ` 


place on the cochlear partition, 'the sense of “buzz” or 

,“ roughness ” appeared, The other aspect of sense of pitch he 
‘referred to as “body”; this was the contribution of the 
place principle. 
suggested a modification of Wever’s theory, in which both 
frequency and place were effective below 4.000 c/s and in 
which place was the sole consideration above 4,000 c/s. 
In cases of acoustic trauma, having a dip in the pure-tone 
” audiogrami, the pitch might not be clear in the region of the 
dip; in other words, when the normal spatial distribution~ 
was interrupted a sensation of “buzz” was introduced. 
-Some of the subjective impressions, he hoped, might give 
further clues in the theory of hearing... It was obvious that 
the central nervous system made full use of all the informa- 
tion offered to it through the selection of the nervous 
channels, and also in the frequency and synchronization 
of impulses in these channels. $ 


Experiments on the Cochlea 


In introducing his second lecture Dr. Davis showed slides 
illustrating the way in which he` and, his colleague, 
Dr. Fernandez, had inserted fine electrodes of 38 s.w.c. 
enamelled silver wire into the‘cochlea of the guinea-pig 
for: experiments on its electrical behaviour. The animals 
were anaesthetized, and small holes were drilled into. the 
scala tympani, scala vestibuli, and/or scala media of the 
basal and other turns. The entry to the scala media was 
the most delicate of these operations, as this scala contained 
the organ of Corti and was very susceptible to damage. 
The wires were sealed with dental cement. where they passed 
through the bulla and the various electrodes connected to 
the separate channels of a 3-channel recorder. Two of these 
channels could be made to summate or to subtract their 
responses, if desired, by means of a change-over switch. ` The 
reference electrode was attached to the wound in the neck. 
As the cochlea of the guinea-pig protrudes into an air-filled 
bulla the electrical pathway from the reference electrode 
entered the cochlea chiefly by way of the interna] auditory 
‘meatus, and was nearly equivalent to an electrode placed 
on the auditory nerve, Action potentials were apparently 
produced, at'the cell bodies of the spiral ganglion afd not 
in the fine non-myelinated twigs. The cochlear microphonics 
arose in the organ of Corti, probably from the hair cells. 

The results obtained from the various responses when 
_ acoustic stimuli were applied to the ear could be summarized 
as, follows: 

(1) The cochlear microphonic followed the wave form very 
closely at moderate intensities ; it showed no refractory 
period. 

(2) The action potential of the auditory nerve appeared as 
a negative electrical. charge at all the cochlear -electrodes. 


4 
m 


appeared that were related to ` 


As a result of these observations Dr. Davis ` 


| (3) The action potential could be completely cancelled by 
subtracting the scala tympani signal from the scala vestibuli 
signal after adjustment of amplification. 

(4) The cochlear microphonic was opposite | in phase in ‘the 
scala tympani and scala vestibuli respectively and could be 
cancelled by adding the signals. = 

By these methods action potentials of moderate voltage 
could be received and their latency measured, in spite of the 
simultaneous presence of a large cochlear microphonie which: 
would otherwise obscure them. When this was done a 
“second and, smaller action potential was located, lagging 
0.7 of a millisecond behind the main potential. This response 
came from the cochlear nucleus. Ignoring this secondary 
effect, some interesting results were obtained regarding the 
relationship between the timing of the incideht sound waves 
and the electro-neural effects. Provided the stimulus was 
a pure tone it was found, in general, that there was not more 
than one nerve impulse per complete sound vibration. 
Dr. Davis said they wanted to determine what particular 
component of the mechanical ‘vibration was responsible for 
the impulse ; for example, was it displacement, velocity, or 
acceleration ? The evidence so far appeared'to indicate that 
excitation of the impulse was associated. with the maximum. 
velocity of the basilar membrane in the direction of the scala 
vestibuli. The number of impulses, per second was limited, 
however, at high frequencies due to the nerve’s refractory 
period. 

As in his first fectute; Dr. Davis discussed the technique 
of tone-pips, which in this research were used at basic fre- 
quencies of 2,000 to 8,000 c/s at a recurrence frequency of 
about 20 times’ per second. In this way action potentials of 
the order of 250 microvolts were obtained. This form of 
stimulus.ywas very useful in working out the relationship 
between the potentials and-individual waves, and the results 


` supported the evidence of timing previously mentioned, It 


also showed a minimum latency of about 0.6 of a millisecond. 
On reversing the’ phase of each wave in the group the action 
potential wis found to shift, corresponding to about a half 
waveleng..., of the group, provided the basic frequency was 
less than 8,000 c/s. ‘At 8,000 c/s, however, the change of 
latency was not observed ; it was certainly less than 30, micro- 
seconds, and the results suggested that the nerye responded 
to the tone-pip as a whole and not to the individual waves. 
One might say the sense organ summated the energy in the 
waves. A second line of evidence for summation at high 


- frequencies was found in the change of latency with the 


intensity of. the tone-pip. Furthermoré, a third electrical, 
potential was identified as coming from the cochlea. This 
new potential showed the property of summation. The 
summating potential appeared to be located in the organ of 
Corti, as shown by measurement of its intensity at different 
points. Io did not appear to have a refractory period and it 
outlasted the mechanical movement at high frequencies ; in 
this way it behaved unlike the cochleaf potential or micro- 
phonic. The potentia: was probably similar to the potentials 
recorded at’ the neuro-myal junction, to the post-synaptic 
potential, of spinal neurons, and to potentials recorded from 
the muscle spindle of the cat. It was probably a general 
Property preceding and initiating the real action potential. 
The summation potential might remain in the case of surgical 
damage or acoustic trauma after the cochlear potential had 
virtually or completely disappeared., 

Finally, Dr. Davis discussed the perspective of the various 
neurophysiological effects. The cochlear microphonic w 
not a necessity for the development of action potentials ; 
was an accompanying -phenomenon which might be an 
indicator of time and, of intensity of movement of the organ 
of Corti. The summating potential was a necessary link in 
the process. To put it another way, neither the summating ‘ 
nor the action potential was in any way dependent on the 
cochlear microphonic, $ ? 
n 


£ 











A new blood group thought to be présent in about 77% of 
Americans is described in Nature (March 24, p. 482) by 
Drs. F. Allen, jun., L. K. Aa and B. Niedziela. 
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{WORCESTER AND SIR CHARLES 
HASTINGS ' | > 
[From A CORRESPONDENT] ©  ' 


_Sit Charles Hastings, the founder of the British Medical , 
Association, is well entitled to rank as a prophet, but, the ` 
biblical saying notwithstanding, he has ‘had honour in his 
own country. He was honoured by his fellow ` citizens as 
well as by | the members of his profession during his life, and 
since his death there haye been at least two outstanding occa; 
sions on which Worcester has joined with medicine in tribute 
to his memory. One of these was at the jubilee'and the other 
at the centenary of the-Association, and now a Sir Charles 
Hastings Memorial Festival is to be held at Worcester on 
May 30, when a 
memorial lecture will be 
delivered by’Dr. W. H 
McMenemey, preceded 
by a service in the cathe- 

. dral at which the Bishop 
will give an address. ` 
Hastings was not a 
native of Worcester—he 
was born in. Shropshire 
—nor did he die in the 
town, but it was there_ 
he did his lifework, and ` 
he was physician to the 

` infirmary for 44 years. 
When he was 18, with 
no medical qualifica- 
tions beyond apprentice- 
ship for a year or 80 
to a medical man, he 
offered himself for the 
post of house-surgeon, 
his competitor being a 

_ well-qualified local sur- 
geon. The election was 
by the governors, who 
numbered `300, and 
Hastings, on horseback, 
canvassed every one of} 
them. In the result he 
secured the appoint- 
ment by 134 votes to 
133. ` But his suppor- 
ters never ' regretted 
their’ choicé, -and six’ 
years later, having 
meanwhile obtained his 
medical degree in Edin- 
burgh, he was appointed 
at the age of 24 to the 
post of physician, a post which he held to within four years 
‘of his death. In Worcester he ‘did some remarkable work. 
He, was not at all content to be an ordinary country practi- 
- tioner, and he so impressed himself on the townspeople that 
when Worcester was threatened with an outbreak of cholera 

» the mayor and corporation investedg@n with almost dicta- 
torial powers, and he issued. drastic® ders in the matter of 
sanitation and the removal gf certain of the inhabitants, with 
the result that the plague a aon 


The Provincial Medical and Surgical, -Association 


` It was in the board-room of the infirmary, where visitors 
to the forthcomjag } Festival will see an exhibition of Hastings 


relics, that o “July 19, 1832, hg founded the Provincial 
Medical angSurgical Associatgfh Tt was there that he 
delivered augural address, Such was described in a` 


- resolution as $A n able and luminous discourse ” 
_to be printed Yyd sent to every member of the new associa- 
‘tion and to for cathe introductory article to the first volume 
of the ON and Surgical Transactions. 
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and ordered | 


Only on iwo subsequent occasions was the annual meet- 
ing of the Association held in its’city of origin. The. first 


` was in 1849, when Hastings himself was president, and the 


second, in 1882, was the jubilee meeting. At the jubilee 
meeting Sir Charles’s son, Mr. G. W. Hastings, M.P., himself 
a pioneer of medical reform and adviser on that subject to; 
the: Association, gave an interesting account of his father’s 
career. Another event was the presentation to the city by’ 
the Association of a bust, which was placed in the Victoria 
Institute Public Library. 

The Associatidn after this became too’ large to have its 
annual’ meeting, accommodated in a town as small as 
Worcester, but ‘at’ the centenary in 1932 a large nuniber 


of members—a special train was filled with them from - 


London—went on pilgrimage to Worcester, headed by the 
‘president, the late Lord 
Dawson of Penm The 
first of many events on 
that day was the unveil- 
ing of a Doulton tablet 
on the front “of the 
house, No. 43, Fore- 
gate Street, in which 
Hastings had lived and 
carried on his practice 
(by this time it had 


become a -furnishing 
establishment). One 
Worcester alderman 


stated that he remem- 
bered seeing as a boy 
the long line of 
carriages of private 
patients waiting outside 
that house on, certain 


afternoons. The pil- 
grims” then went to the 
cathedral, where a 
memorial ‘window, 


given by the Associa- 
tion, was unveiled by 
< Lord Dawson and dedi- 
cated by the Dean. The 
window depicts St. Luke 
. in the centre, and on 
„either side a representa- 
tion from the parable 
of the Good Samaritan. 


the Hastings rtrait, 
which was ait Kaily 
possession, was for- 
mally presented to the 
Worcester Division, the 

f condition of parting 
with it being that a replica should be painted for the 
Hastings descendants, and this was done by a talented lady: 
of the Hastings family. The pilgrimage was attended by 
several members of the Hastings family, one of whom, a 
grandson. of Sir Charles, gave an address., The Hastings 


_ family was extensive and was said to be ‘connected by 


cousinship with Warren Hastings, the first governor-general 
of British India. . Charles Hastings himself was*one of a 
family of 15, and one of the 15 was a father of 10. 
Hastings himself, however, had only one son and one 
daughter. , It was also a long-lived family, with more than 
one centenarian in its tree,’ but Charles Hastings died, of 
duodenal carcinoma, at the age of 72. His grave in Astwogd 
cemetery, on the summit of Sunrise Hill, was also visited by 
the pilgrims at the centenary: The tombstone was restored 
by the Association out of the Sir Charles Hastings Fund, 


Medicine in. the Provinces 


George Eliot, the novelist of the Midlands country, where 
she lived in the "thirties and ‘forties of the last century, may 


x - 
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On the same occasion ' 


— 


-that is a little better than common towards: London. 
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well have had some such physician as Hastings in, mind 
when she wrote Middlemarch, for she put into’ the mouth 
of one of the characters the words, “A born provincial 
man who has a grain of public spirit as well as a few 
ideas should do what he can to resist the rush of everything 
Any 
valid professional aims may often find a freer, if not a 
richer, field in the provinces.” It will be remembered that 
Middlemarch supported two physicians, whose fee was a 
guinea, as well as a number of surgeons and apothecaries. 

The British Medical Association at its ‘start had a pro- 
nounced provincial bias. Hastings wanted to see utilized 


the valuable clinical material in the provincial hospitals, and’ 
+ to secure co-operation in the provinces for the advancement 


of medical science. From its earliest days the Association 
was representative not only of general practitioners but of 
physicians and surgeons to provincial infirmaries. Its object, 
explicitly stated by Hastings, was the maintenance of the 


‘honour and respectability of the profession generally in the 


provinces. How it invaded the capital and made its head- 


quarters in London is another story. But it is well some- ` 


times to go back, in spirit and even in body, to the town by 
the banks of the Severn where it had its beginning. 








Reports of Societies ` 





SURGERY OF THE HEART AND GREAT 
VESSELS 


The surgery of the heart and great' vessels was discussed 
on April 4 at a meeting of the Section of Surgery of the 
Royal Society of Medicine, to which the Section of Medi- 
cine had been specially invited. 

Professor C. Craroorp, professor of thoracic surgery at 
the Karolinska Institutet, Stockholm, opened the discussion, 
confining his remarks to the surgical treatment of coarcta- 
tion of ‘the aorta and patent ductus arteriosus. Both these 
conditions could be diagnosed with a high degree of accuracy 
by simple bedside methods. Cardiac catheterization and 
angiocardiography were required only in order to pick out 
rare cases imitating patent ductus arteriosus, such as aorto- 
pulmonary septal defects, and the few cases of coarctation of 
the aorta (about 10%) that were unsuitable for surgery on 
account of the anatomical nature of the stricture. 

In Stockholm they paid special attention to selective siak 
cardiography, whereby the dye was introduced directly into 
that part of the cardiovascular system which required study- 
ing, so that contrast medium -elsewhere did not obscure the 
view. Selective angiocardiography might be in the form of 
retrograde aortography, the dye being passed directly into 
the aorta via the radial artery, or the dye might be injected 
through a large catheter inserted into the pulmonary artery. 


` Coarctation of the Aorta . 

Out of 365,000 mass skiagrams, coarctation of the aorta 
had been demonstrated in 27, which gave an incidence of 
1 in 13,000. If the skiagrams of subjects over 50 years old 
were excluded, on the grounds that 90% of cases of coarcta- 
tion died under the age of 50, the incidence became 1 in 
7,000. 

Professor Crafoord had now operated on 75 patients with 
coarctation during the six-year period 1944~50. Of these, 
the majority first developed symptoms between the ages of 
10 and 25; 15 began to have symptoms between the ages of 
5 arid 10, and 10 after’ the age of 25. 

Direct aortography had been performed in 75 cases with 
no deaths, and this technique had served'to prevent 10 
patients from having an unnecessary thoracotomy. He said 
that they had had only one death in over 1,000 angiocardio- 


_ grams, and one death in many times that number of cardiac 


catheterizations. 


' (1) ‘Simplification of the operative pr 


He performed an end-to-end aortic suture in “the great 
majority of, cases, and was technically satisfied if the site of 
repair was shown to be 60%: of the diameter of the rest of 
the aorta, for a complete functional cure could then be 
expected. Subsequent aortograms revealed’ the success of 
the procedure not only by outlining the site of repair but 
also by showing disappearance of collateral channels. He 
did not wish to discuss the value of aortic grafts, but thought 
that this was a very interesting development and must await 
further research. He had had six deaths in 85 operations, 
three from complications of the aortic suture, two because 
of acute bleeding elsewhere, and one from the unexpected 
presence of periarteritis nodosa. Of 24 patients followed up 
for five years or more, 17 were completely cured. It seemed 
clear that a repair carried out in childhood enlarged with the 
aorta in a natural manner as age advanced. ‘Early operation, 
was therefore desirable. 


Patent Ductus Arteriosus ` 

Professor Crafoord had operated on 282 cases of patent 
ductus arteriosus with 10 deaths. There were only two 
deaths in 266 straightforward cases. In 16 patients, however, 
there had been marked pulmonary hypertension, and eight of 
these dig; moreover, such pulmonary hypertension had 
persisted jin some of those cases that were successfully 
ligated. Me felt that double ligation was the method of 
choice if the ductus was long enough to permit it and if 
the diameter pf tl the duct was less than 40 mm. He had had 
three cases sliowing recanalization, and in two of these the 
ductus before*operation had been more than 40 mm. wide. 
He had dividedghe ductus in 47 instances, usually when it 
was very short ad wide. One of these had'recanalized. If 
patients with marked pulmonary hypertension were excluded, 
the mortality, rate was under 1%, and he felt that the long- 
term morbidity and mortality rates were emul higher in the 
non-operated ge 


Pulmonary Valvulotomy 4 


Mr. R. C. Brock spoke about direct cardiac surgery. . He 
had now performed 130 such operations—that is, either 
pulmonary or mitral valvulotomy or infundibular . resec- 
tion. These operations could not be regarded as “ stunts,’ if 
but had come to stay; they required good team-work. ° 

There was no question about the value of ee 
valvulotomy in cases of pure pulmonary stenosis with or 
without reversed interatrial shunt. But time alone would 
show “how pulmonary valvulotomy compared with the 
anastomotic operation in cases of Fallot’s tetralogy with 
valve stenosis. He felt that it- was a more physiological 
operation, and he insisted, from his own experience and from 
the figures of Keith, of Brown, and of Sellors, that valve 
“stenosis occurred’ in about 40%: of all cases of Fallot's 
tetralogy. He had undertaken pulmonary valvulotomy in 
28 cases of pure pulmonary stenosis and in 29 cases of 
Fallot’s tetralogy ; there had been 10 deaths, eight in pul 
monary valve stenosis and two in Fallot’s tetralogy. There 
had been only two deaths in the last 37 cases, and only 
one in the last 29. It was only fair to say that four of 
these deaths occurred poder anaesthesia before he bad 
touched the heart anfgn one case during induction. 

The risk was far gMater in patients over 20 years old. 
The oldest patient with pure\pylmonary stenosis had been 
29, the youngest 14 months. e ages of the patients with 
Fallot’s tetralogy had ranged Uttween 34 and 24 years. 

‘Of his last 50 cases ‘of Fallot’s tetralogy 21 (42%) had 
valve stenosis. When the stricture was infundibular it might 
be high, intermediate, or low, and was usually linear or 
membranous and therefore also suitable for the direct attack. 


He had performed infu§jbular resection in 24 cases, with 
seven deaths. In six pa@ents, combined va lotomy and 
infundibular: resection had* been successfull ‘Tied out. 
Mr. Brock stressed how greatly: the hea lerated inter- 
ference. Three factors certainly contrib to success: 


tine, (2)! The 
administration of adequate oxygen i ‘anaesthetist. 
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y ? . é , 2 he 
(3) The proper use of. procaine -intravenously, into the He said: that there were always two chief points to 
pericardial sac, afid as, a-local anaesthetic into the heart consider in cases òf mitral stenosis: (1) How much of 
„muscle at the: site of the incision in the right ventricle.- the disability was mechanical, resulting from the valve 


At the end of his talk Mr. Brock showed an excellent film disease: and (2) how much of it was the result’of myo- ` 


illustrating the whole procedure of pulmonary valvulotomy. cardial disease. Obviously the cases likely to do best were 
The lesion of pulmonary stenosis consisted of a conical mem- those with maximum mitral stenosis and minimum damage . 
brane with a small hole in the middle. The object of the - to the heart muscle, and-these were particularly cases with 
Operation was to split the membrane so that two cusps were cardiac asthma and pulmonary oedema, The most impor- 
formed which were functionally efficient, Secondary pulmon- tant contraindication, to valvulotomy was rheumatic activity. 
ary incompetence had not occurred in any case. Haemor- Neither mild aortic valve disease nor a mild degree of mitral 
rhage.at the site of the incis.on in the right ventricle was incompetence was a contraindication ; gross mitral incompe- 
controlled digitally. A special; valvulotome was passed tence. was another matter. He confirmed Mr. Brock’s con-, 
through the right ventricle and was guided into the pulmon- tention that mitral mcompetence did not result from the 
ary valve by hand. Bougies of increasing width were passed operation, and also that pulmonary incompetence did not 
subsequently to increase the splitting, and finally'a special result from pulmonary valvulotomy as performed by 
.expanding dilator was inserted which would open up to a © Mr. Brock. Another contraindication to the surgical treat- 
maximum of 2.5 cm. í : ment of mitral stenosis was congestive heart failure, for this 
` ‘usually meant a bad muscle or a case that was too advanced. 
Since the first successful mitral valvulotomy in 1948, two 
and a half years had elapsed, and it was already clear that 
improvement had been maintained in all cases followed up. 
There was no question of a quick” relapse.’ There was some 
evidence that pulmonary hypertension was reversible in these 
cases, ‘and sometimes the fall in pulmonary artery pressure’ 


- Mitral Valvulotomy - K 
.. Mr. Brock went on to discuss mitral valvulotomy, which 
he regarded as a much more important subject in’view: of 
‘the frequency of mitral stenosis and the type of individual 
affected. He felt that operajions on cases of congenital 
heart disease were probably best undertaken at a few special 
centres, but it was highly desirable that all thoracic surgeons à ; : 
should tackle mitral stenosis, for there were far too ane - that mitral stenosis should be tackled surgically by all 
cases ever to be dealt with at special centres alone. There thoracic puree cost as the problent was: far foo big fora 
had been three stages iń the development of mitral valvulo- few special centres- Success depended upon:-a yery close 
tomy: the first was.25 years’ ago, when nearly all cases co-operation between physician and surgeon. 
treated surgically died and the courageous attack by the, 
pioneer surgeons suffered a bloody defeat; the second was 
‘four to five years ago, whén the speaker experienced great 
difficulty’ in getting started, operating on only eight cases 
in two years ; finally, there was the present situation, which 
was characterized by irresistible pressure from the patients 
themselves—so much so that routine cases of mitral stenosis - 
on the waiting-list for valvulotomy tended to remain on 
that list month after month because emergency cases on 
the brink of acute pulmonary oedema‘ had to be given 
priority. Met 3 

To date .he had carried out 48 mitral valvulotomies, | 
with eight deaths; but there had been no deaths among 
the last 24 cases, and these included some that were 
extremely severe. Patients under 20 were considered un- 
suitable in view of the likelihood of their not being free 
from further rheumatic activity. He preferred patients under ~ 
45 years of age, but had operated: upon one at 50. About 
half the patients had calcified valves, but this had not proved 
awkward. Auricular fibrillation had been present in 21 cases, >` 
five of which had died. Post-operative auricular fibrillation. 
had occurred in eight patients but had persisted in only three.. 
Systemic emboli and intra-auricular clotting were not 
considered contraindications to operation. ‘ 

Jn the 40 patients that had survived, the results had been ~ 2 a a aaa a 
good or excellent in 37 and poor in three. Pulmonary The Annual Report for en of the Health Branch of the 
hypertension appeared to diminish greatly subsequently. Government of British Columbia among much other infor- 
For example, one patient with a pulmonary artery pres- mation describes the difficulties encountered in collecting 


heart disease. -He found it difficult to advise , parents 
whether a child with coarctation should be operated on or 
not. There was no doubt that many of these patients did 
relatively well if left alone, although disastrous complica- 
tions might occur sooner or later. On the other hand, the 
surgical mortality rate was 10%, another 10% were found 


These were not very encouraging figures to offer a patient 
who seemed well and active at the time. He found it less 
difficult to advise about patent ductus arteriosus, but a 
2 to 3% mortality rate wag still a drawback to operation 
when life expectation was 20 to 30 years and the patients 
were physically active and felt well.” Routine ligation could 
-be advised when the surgical mortality rate reached 1%. 
For similar reasons’ he advised ligation rather than division 
of the ductus. With regard to Fallot’s tetralogy, Dr. Camp- 
bel] pointed out that the Blalock operation gave éxcellent 
results in 80% of cases and a mortality rate of 10%. It’ 
had been proved that pulmonary valvulotomy .was capable: 
of producing just as good a result as the Blalock type of 
anastomosis, but he was not yet certain in what percentage. 
Theoretical considerations about, which might be the better 
procedure were fallacious ; time alone would show. 





to be inoperable, and a third 10% were not greatly improved. ' 


z 


Dr. Campbell then discussed the surgery of congenital ~“ 


sure of 130/56 was re-catheterized six months after valvulo- information about, births, marriages, and deaths among the , 


tomy, when the pressure was found to have fallen to 40/10. Indian population, since for many generations Indians have 
At the present time there were insufficient physiological changed. both their given and their surnames at will. Apart: 
studies post-operatively to warrant any dogmatic statement from attempting to educate'them to stick to one name, many 
~- on such points. There was, however, no doubt at all that indirect methods have therefore to be used—for instance, 
the operation had thoroughly justified itself. Present work by studying the annual enrolment of new Indian pupils in 
was really concerned with defining dnd extending the criteria _ schools. A check of the roll in 97 schools last year showed 
on which+a-proper selection of cases cofild be based and ~ that there were errors in 55% of the school rolls compared 
„extending the pre- and post-operative clinical and physio- with birth registrations and agency nominal rolls. The 
logical assessment. of - Doukhobors, a curious Ukrainian. sect which emigrated to 

: Canada in 1899, also gaye much trouble, since one group, 

known as the Sons of Freedom, stubbornly refuse to obey 


Se of Patients for Opera tion, the laws regarding vital statistics, and in'general they are 


Dr. MaurIce CAMPBELL reminded the meeting that accu- said not to understand the importance of accepting a legal . 


rate diagnosis was not always as easy as might have:been form of marriage. In spite of these difficulties, the popula- 


thought from the excellent angiocardiograms of the previ- -tion of British Columbia is now estimated at 1,138,000. The ~ 


ous -speakers. Interpretation of angiocardiograms and* Tuberculosis Control Division reports that 1,713 new cases > 


physiological studies was sometimes’ very difficult, but were discovered, and that there has been a marked drop in 
there could be no doubt about their value. the mortality and morbidity of this disease during the year. 
2 - a + aa A į : f $. 
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‘was gradual rather than abrupt. He agreed with-Mr. Brock. 
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Hexamethonium in ae 
Sir,—Drs. S. Locket, P. "G, Swann, and W. S. M. Grieve 


© (April 14, p.`778) are to be congratulated on their presenta- 


tion of a very important body of work on the management 
of hypertension, on their critical attitude which will temper’ 
over-sanguine expectations in the minds of those lacking 
their experience, and on their emphasis on the possible 
importance of the’ ion with which the methonium is 
combined, ane 

Dr. Gavin Shaw and I have for fifteen months been athe 
hexamethonium bromide, orally administered to ambulant 


` patients, and our earlier patients have been continuously on 
methonium for this period.of time. On the whole, our results 


(which should shortly, be published) have been more satis- 


' factory than thosé of Locket, Swann, and Grieve. 


A hypotensive effect, lasting as long as six hours, may be 
obtained by a single oral dose of methonium. Since this 
effect is obtainable with the first dose administered, it can 
have nothing to do with a bromide effect. By suitable 
spacing of the dosage, it is possible to achieve an almost ~ 
continuous lowering of the blood pressure. We have rarely 
been able to give much more than 3 g. per day without . 
reduction of, blood pressure to a disabling level. Adjust- 
ment of dosage is not easy, because the margin between an 


ineffective and a disabling dose appears to be smali. On : 


effective dosage, the patients always show a degree of 
postural hypotension. It may well be that, just as after a 
successful sympathectomy, this postural hypotension has an 
important effect in diminishing the strain on the heart and 
vessels. Moreover, even though it be impossible with 


‘ methonium to produce an uninterrupted reduction in blood 
. pressure, it is reasonable to suppose that the lowering of the 
pressure for several periods of a few hours in.the course. 


of the day may be beneficial—I am, etc., 


Glasgow. W. A. Mackey. 


` 


m t 
-Hiccup and Hexamethonium 

SmR,—Any effective, therapy directed towards intractable. 
hiccup is welcome, and for that reason I am prompted 


to communicate the- following résumé of a case recently 
‘referred to me. \ 


A male, aged 76, had suffered from epigastric pain 4 to 1 hour | 


after meals since recovering from influenza ‘one month before 
On: February 16, for no obvious reason, hiccup set in and 
persisted despite the usual orthodox treatment, including paralde- 
hyde, morphine, CO, inhalations, and pressure on the eyeballs. 
Haematemesis occurred on February 23, and the patient was 
admitted to hospital on the following day. There was no repeti- 
tion of the haematemesis in hospital, but hiccup continued. 
Routine clinical examination failed to reveal any abnormality to 
account for this distressing symptom. On February 26 treatment 
with hexamethonium bromide by mouth commenced. Two tablets, 
each containing 4 g. hexamethonium bromide, were given’ with no 


‘result, but four hours later three tablets were given. Half an . 


‘ hour jater complete relief was obtained: There has been no 


recurrence. A subsequent barium meal failed to reveal any . 


abnormality in the gastro-intestinal tract, and the blood urea was 
42 mg. per 100 mil. ; 


The aetiology of the hiccup is uncertain, Bae the dramatic 
and immediate response to the exhibitior-of hexamethonium 
bromide was such that, since persistent and intractable hiccup 
does not come the way of any one physician frequently 
enough to test the efficacy of a new preparation, this report 
is communicated so that others may be prompted to test it 
further ‘in similar cases, The physiological action is‘ due to 


„ganglionic blocking. No adverse side-effects were observed. 


—I am, ete., 


` Lymington, Hanus, ‘ i ‘| R J. McG. 


` CORRESPONDENCE AH 
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Enlarged Prostate 
Sm, —Thres years ago I was consulted by a man aged 77 


catheterized ‘himself daily throughout that period, and at the 
consultation complained of irritation in the bladder. At that 
time he had the appearance, of good health, and his urine was 
not eyen hazy. When asked if he sterilized his catheter, he . 
replied, “ Yes, once a week.” In due course by the trans- 
vesical route I removed with the diathermy needle’a mass of 
obstructing fibrous tissue from the prostatic region, which 
procedure enabled him subsequently’ to pass his water, with 
ease. I am'now informed by a relative that at the age of 80 
he is in excellent health and very active: he walks four to 
six miles a day. | 

The claim that success from catheterization depends ona 


rigid routine of asepsis is'of course not true, as the above + 


case and that of Dr. D. I. Evans (April 14, p. 819) show. 
Moreover, many other cases have gone the wrong way in 
spite of meticulous’ observance of an orthodox ritual. There . 
are in fact many circumstances that conspire to decide the 


course of events ; and, while we cannot always foretell the ' i 


consequences of' ‘prolonged intermittent catheterization, we 
can rightly indicate a bad prognosis for some. ‘Certainly 
the majority of cases do badly. on. this treatment.—I am; etc., 


London, W.1. ` H.P. WINSBURY-WHITE. 


i 
Unusual Accident , 

Sr, —The following note may be of interest as indicating 
a possible danger from zip fasteners. f 

A patient aged 26 was admitted to a military hospital with the 
ventral part of his prepuce firmly caught in the zip fastener of 
his civilian sports trousers. Several attempts had been made to 
free him at.his unit sick quarters- without success. By snipping out 
the ‘stitches from the seams the fastener was released from the, 
trousers. Under a procaine ring block a further unsuccessful 
attempt to release the prepuce, now bruised and swollen, was 
made. A circtimcision was therefore performed in the usual way 
and there. was an uneventful recovery. 


A search through the Quarterly Cumulative Index has. 
failed to” reveal a similar case.—I am, ete., 


; H. Es, 
1 Capt , RAM.C. 


“ Visual Hallucination of the Self 

Sir,—Are autoscopic phantoms likened by: Professor J. 
` Lhermitte to mirror images (March, 3, p. 431) because of 
their incorporeal- quality or because they are laterally trans- 
posed? If the latter condition applies, Féré’s patient with: 
‘Tight-handed paralysis should have seen his phantom minus. 
a hand. on his (the patient’s) left. If there were any differen- 
tial features to determine the point, the man -who saw 
phantom back-views of himself should have seen them ‘nor 
transposed, since his mental impression.of his appearance 
from the rear could have been formed only from doubly 
reflected images such as ‘one sees through two mirrors in 
the tailor’s fitting-room. This line of reasoning might help. 
to convince a patient that a Doppelgänger i is not an “astral 
body ” but a subjective phenomenon “ arising from the heat- 
oppressed brain.”—I am, etc., 


Birmingham. B. R. SANDIFORD. 


A i , 
` Breast-feeding 

Sm, —Being a mother and a. doctor, I “would like to say 
how thoroughly I agree with the views expressed by 
Dr. Charlotte Naish (March 24, p. 607). There are one. 
or two points I wish to make, 

First, Dr. Naish criticizes putting the baby to the breast 
within the first few hours of delivery ; when this is done ir 
ofder to “teach it to suck” it does seem: senseless and futile, 
but surely the more orthodox reason given is that it causes 
contraction of the uterus; from personal experience I can 


-~ say that such is very definitely the result and only about ane 


minute’s sucking is needed. If the baby was shocked at 
delivery it would seen best to dispense with the ies for 


` the first day or two. 


1 
Loss ah? 7 r 


‘who said he had not passed water for 20 years. He bad,’ ' 


‘ 


i, 
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Secondly, the congestive phase of the breasts is too often 
neglected ; the medical staff may be unaware that such exists, 
and the nursıng staff knows only one treatment—i.e., suppor- 
tive binding of the breasts. I feel certain Dr. Naish is right 
when she says complementary feeds, when necessary, should 
be given with a spoon and not the bottle ; the extra trouble 
1s well worth while. . 

Finally, I would like to make a plea that when test- 
weighing is done during the puerperium it should be done 
without the mother’s knowledge if possible; I have been 
appalled by the anxiety and near hysteria shown by normally 
sensible women over these four-hourly reports.—I am, etc., 


London, N.W.6. Frepa S. REED. 


Toxic Chemicals in Agriculture 


Sm,—lIt is indeed gratifying that the B.M.A. has interested 
itself in this vital subject, but we cannot let pass without 
challenge the statement which appears in the first line of the 
memorandum (March 24, p. 639) recently circulated to 
members of the medical profession to the effect that the said 
insecticides and weed-killers are essential for the production 
of our crops, If this is indeed so, then Nature has slipped 
up very badly in failing to make them available to mankind 
before the twentieth century. Moreover, to make such an 
assertion is to set aside what may very well prove to be one 
of the most vital pieces of research of the present century 
—i.e., the work of Sir Albert Howard, who has demonstrated, 
to our satisfacton at any rate, that pest incidence in agricul- 
ture is a measure of the biological unbalance of the soil and 
that the remedy is to restore the correct balance with live 
humus, ` R 

Furthermore, while we are wamed to be on the look-out 
for possible cases of poisoning among the relatively few 
workers who carry out the actual spraying operations, no 
word appears about the possible effects of the resultant food 
on the consumer. Again, if we are to accept the evidence 
provided by Sir Albert Howard and the closely related work 
of Sir Robert McCarrison, the fact that a crop is pest ridden 
is an indication of soil deficiency, which means that in turn 
the resultant product will be deficient in nutritional value. 
Is it not serious enough in itself that the public must tolerate 
deprived crops without adding the risk of poisoning the 
same ? 

We make ithe plea, Sir, for a much wider vigilance in this 
matter and a less ready acceptance of the inevitability of the 
use of diseased methods to deal with disease caused by 
human improvidence.—We are, etc., ` 

; L A. MAcDOUGALL, 

Bournemouth K. VICKERY. 


- Drug Eruptions 


Sm,—In the Refresher Course article of. April 14 (p. 809) 
there is omitted the most topical drug of all—p-amino- 
salicylic: acid. This, in my experience, gives rise to a 
generalized small red papular eruption, together with several 
small erythematous patches on the face. The rash is 
associated with high temperature and vomiting. It disappears 
in a week after the use of antihistamines internally and 
calamine lotion externally—I am, etc., . 

Glasgow J. KELVIN. 


Baths for Maternity Patients 


Sm, —The shortage of pupil midwives in maternity 
hospitals and institutions threatens to cause a major break- 
down in the maternity services, and already has increased 
the burden on the existing staff. It is particularly important, 


therefore, that the consultant obstetricians review the practice | 


in their wards, so that all unnecessary procedures ‘in the 
nursing of patients are eliminated. The purpose of this 
letter is to draw attention to one matter which will ease the 
burden for the existing staff. It is that all normal patients, 
even though they have had an episiotomy or a perineal tear, 
should be allowed baths from the fourth day. This has 
been my practice for some years now; it has the supreme 


, 
y 


advantage that perineal swabbing becomes unnecessary after 
the fourth day (it may be necessary to give the patient two 
baths on the fourth day, but thereafter one bath seems to 
be sufficient) ; the patients like it ; any trifling infection that 
may be present is washed out of the way and the risk of 
cross infection in the hospital seems to be reduced ; and from 
my experience the sisters and nurses are dehghted. I do 
not recall seeing a patient who had suffered because of this 


„practice, and I commend. it to your readers.—I am, etc., 


Sheffield. C. S. RUSSELL. 


Non-specific Cervicitis 


Sir,—In commenting on Dr. Margaret Jackson’s paper 
on cervicitis ‘Dr. Jelinek (March 17, p. 585) states that he 
has “yet to learn in what way don-specific cervicitis of the 
type commonly seen in gynaecological departments differs 
pathologically from non-specific cervicitis in other depart- 
ments.” From experience in a sub-fertility clinic 1 can say 
that there is such a difference, the main one being that the 
cervicitis is usually symptomless. Patients in a gynaeco-. 
logical department usually complain of backache, heavy 
feeling in the abdomen, menorrhagia, dyspareunia, or 
leucorrhoea, whereas among sterility patients these symp- 
toms are commonly absent and the patient may deny any 
excessive discharge even when, on examination with (a 
speculum, the cervix, at all phases of the cycle, can be seen 
bathed in pus, though more usually the condition is not so ° 
extensive. In a series of 205 cases there were 108 cases of 
cervicitis, or 54%. It has been found in this clinic that 
some 10% of these cases harbour pathogenic bacteria, of 
which the most common are B. coli and haemolytic strepto- 
cocci. A second series of 42 patients, all mothers and 
presumably fertile, who came for contraceptive advice, was 


. used as a control, and in no case was any pathogen 


cultured. 

It would seem, therefore, that the pathogens may be of 
significance in relation to the sterility, and in fact this is 
proved by the frequency with which conception occurs after 
treatment directed at the specific organism, and after 
cauterization. i 

In no case of the 205 cultured was a gonococcus isolated, 
and in-fact in the whole, series of cases the history of old 
infection with venereal disease has not been higher than 
the 4% quoted by Sutherland as being the accepted inci- 
dence of venereal disease in the total population. 

I have to agree with Dr. Jackson, therefore, that there 
is a distinct difference between the cervicitis which brings 
a patient to a gynaecological department and the type of 
cervicitis discovered in a sterile woman, as’ the only 
symptom in the latter may be an interference with her 
biological function of becoming pregnant—I am, etc., 


Manchester. B.. SANDLER.. 


' Applying Jelly to the Cervix 

Sm,—For some time I have felt the need for a more 
efficient méans by which a patient can apply local medica- 
tion in the follow-up treatment of cervicitis and vaginitis. 
Reliance has been placed in the past upon the insertion of 
pessaries by an untrained hand, with the risk of additional 
infection. The pessaries are often not placed high enough to 
be effective, and with some pessaries leakage causes distress. 
These difficulties often drag out treatment for months. 
Medicated jellies applied by means of washable syringe-type 
applicators overcome some of these difficulties, but the 
cleansing of ‘such applicators cannot safely be entrusted to 
unskilled or unreliable patients. Disposable applicators to 
be used once only solve these problems, Various such 
applicators supplied already charged with specific medica- 
ments—e.g., sulphathiazole jelly or solid pessaries—have 
been used abroad (Siegler, Amer. J. Obstet. Gynec., 1946, 
§2, 1). ; 

I have had designed for me a disposable applicator illus- 
trated here for use with a variety of medicated jellies or 
ointments as required. This applicator consists of an outer 
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` tube (length 95 mm., diameter 15 mm.) made from smooth 


white spirally wound paper into which is fitted a closed inner» 
tube (piston) made of the same material and held in the 
withdrawn position by a small notch in the outer tube. ‘The 
jelly or ointment is squeezed from a collapsible tube into the 
open top of thé applicator. A small aperture provided in the 


piston top prevents the formation of an airlock and the space- 


in the outer tube (capacity approximately 6 ml) can thus 
Þe completely filled. The patient inserts the full length of 


OUTER TUBE 





the outer tube into the vagina and presses the piston home, 
expelling the jelly into the vaginal vault. The applicator is 
withdrawn and discarded. It may be thrown into the lava- 
tory, since it disintegrates in water. With the applicator I 
have employed an inert jelly base consisting of 6% ethylated 
hydroxy-ethyl cellulose in distilled water and compounded 
with the usual agents—e.g., acetarsol, lactic acid, silver 
picrate, boric acid, ichthammol. -The jellies are well 
retained, spread readily, mix with the vaginal contents, and 
inserted ın this way reach the vaginal fornices. “Hence 
they need not be applied as frequently as the corresponding 
pessaries. The method has been thoroughly tested during 
the past year and patients find the procedure quite easy. 
Applicators and jellies can be obtained from Messrs. Kylon 
Ltd., London.—I am, etc., 


London, W.1. i Mary BARTON. 
t 


Industrial Health Investigation 


Sm—Commenting on your annotation on silicosis in 
foundry workers (March 10, p. 520), where you suggest that 
inconvenient physical examinations -may contribute to a 
workman’s reluctance to be examined in industrial health 
examinations, Dr. R. S. F. Schilling (April 7, p. 759) replies 
that it appears it is the investigators and not the industrial 
workers who must be blamed- for incomplete surveys. I 


entirely agree. He quotes‘a refusal rate of less than 2% in | 


a recent survey into the incidence of peptic ulcer among 
more than 1,000 employees, while in Manchester his’ own 
experience is a 3% refusal among over 300 cotton workers. 

In a two years’ clinical and radiological survey, which I 
carried out recently into the incidence of silicosis among 
stonecutters in the granite industry in Aberdeen (not yet 
published), the response was in keeping with these surveys. 
Of 521'men on the nominal rolls, three men, while anxious 
to co-operate, were by reason of old age and severe arthnitis 
physically unable to appear for x-ray. examination. Of the 
remaining 518, only eight (or 0.9%) actually refused to come 
forward for examination. With one exception all who 
refused were’ elderly, men aged 65 and over, who quite 
obviously felt that they had sili¢osis and argued that they 
themselves had nothing to gain from submitting to. examina- 
tion. ' Furthermore, of 33 retired stonemasons all appeared 
for £-ray examynation. 

While agreeing with Dr. Schilling that the success of such 
surveys depends largely on individual approach to manage- 
ment and men, supported by trade unions, I wonder how 
much depends on a changed attitude to health in the lay 
mind ? 


Professor E. L. Collis, formerly of the ‘factory medical _ 


inspectorate, carried out a survey similar to mine in Aberdeen 
in 1909. The results, ‘unfortunately, were never published, 
but an excerpt remains of his address to the men 38 years 
ago. 

“We are doing-our best, and you must not think you have just 
got to go on doing your work and get everything done for you. 
It is not fair. I must say these things emphatically, because I 
fond when I came to Aberdeen to examine the granite 
workers . . . I had more’ opposition from men here in getting 


' 
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them’ to come to me to be examined and to let-me look at their 
chests than I have known in any part of the Umted Kingdom It 


was most discouraging and disappointing, and I ask you to change © 


that spirit if you want to get rid of consumption from your 


« midst.” 


This provides an interesting. comparison of fathers and 
sons, showing, I think, that‘ in its attitude to preventive 
medicine public opinion has undergone a cohsiderable change 
over the intervening years,—-I am, etc., 

Aberdecii, te ALEX. MAR. 


xchange. AR EN Methods 


SR —We were very interested in» ‘Dr. M. S. Fraser’s letter 
(March 3, p. 475). As the neonatal sick unit in which we 
work takes in infants from a wide area, some cases are 
received too late.for the umbilical vein to be of use. The 
technique of Weiner and Wexler, in which the radial artery 
is cut, was therefore used in these cases, and it was found 
to be both simple and effective. After a few cases it was 
found that the use of heparin could be avoided by intubating 
the radial artery, with polythene tubing. The tubing leads 
from the radial artery into an M.R-C. transfusion bottle, so 
that the rate of drip of the’ exsanguinated blood can be 
observed. The input flow of blood -can then be adjusted 
to approximately the same‘rate (the size of. drop is larger in 
A special scale graduated in millilitres 
is attached to both bottles and shows at a glance the intake 
and output of blood. In cases where the umbilical vein is 
patent it is, used in preference to the saphenous vein, but 
the radial artery is always used for exsanguination. In this 
way a pint of blood. can be exchanged in six to eight hours. 

We, believe that an exchange transfusion carried out in 
this way has, less risk for the infant than one in which 
constant manipulation is required and where 30-40 ml. are 


` being rapidly injected and extracted from dn infant whose 


cardiac muscle may be affected by anoxaemia. We have 
never seen the tying of the radial artery. cause, any ill 
effects.—We are; etc., ; 
- i , C. M. B. FELD, 
Belfast. / * ' ' E. Hawes. 


AS Operating Theatre Technicians 


Sm, —Few will agree with Mr. David Aiken (April 14, 
p. 820) in his opposition to the introduction ‘of operating 
theatre technicians. So many of these men served as 
operating room assistants (O.R.A.s) in the R.A.M.C. and 
other services in the late war, and are thus entitled, if for 
no other reason, to their places in peacetime hospitals. War 


surgeons will recall with pride and gratitude that liftle band’ 


of O.R.A.s who stood by them in those trying days overseas, 
and who gave an example of team spirit and ‘sacrifice which 
might well be emulated in our hospitals to-day—I am, etc, 


Longforgan, Perthshire. MARTIN FALLON. 
Sm,—Our letter of February 24 (p. 417) was a plea, from 

the anaesthetist’s point of view, for adequate payment of 

operating theatre technicians, and we are anxious that this 


+ 


issue should not be lost sight of in the midst of controversy . 


on the desirability or otherwise of the employment of these 
men. 

A letter from Mr. David Aiken in the Journal (April 14, 
p. 820) expresses the- view of a surgeon that the modern 
operating theatre has no use for the services of technicians. 
This as a personal view is quite in order. but surely, Sir, in 
1951, it is generally agreed that such men perform a most 
useful function, receiving the support of the great majority 
of surgeons and anaesthetists, Your annotation of January 
13 (p. 80) and the' letter from “the President of the Royal 
College of Surgeons (March 10. p. 525) are evidence of this. 
Furthermore, some of your` readèrs may be interested to 
know that the Annual Report of the Courvcil of the Associa- 
tion of Anaesthetists of Great Britain and Ireland for 1950 
states that “their employment is particularly essential at the 
present time in yiew of the considerable shortage of nursing 
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staff, and a number of them are being lost as a result of their 
promotion to less important but higher paid posts.” It is 
because of the unsatisfactory pay of the technicians that our 
original letter was written, and we would like to re-emphasize 
the urgent need for regularizing their position.—We are, etc., 


: J. ALFRED LEE. 


Westcliff-on-Sea. T. C. THORNE. 


Leaking Colostomy 


Sm,—In an endeavour to help your correspondent in 
“ Questions and Answers ” (April 7, p. 772), a successful 
attempt of mine to solve this problem which had failed to 
respond to diet might be worth trying out. 

An acrylic cork was constructed for a female patient and 
has now been worn with satisfactory results over the last 
three years, the cork being kept in position by her belt (roll- ~ 
on). The technique of construction, which should come 

: . readily to a dental 
surgeon, is to take a 
composition impression 
of the first inch or so 
of the colostomy open- 
ing, and also including 
‘some 2 in. (5 cm.) of 
the adjacent abdominal 
wall, the muscles being 
in the relaxed position. 

To this impression a 

plastic cork is made, 

a small -in (0.6-cm.) 


CORK 


the periphery (see dia- 
gram). Care must be 
taken to clear the iliac 
crest and pubic bones, 
or the cork will dig in 
on sitting down. In the 
case I dealt with colic 

$ was encountered, which 
it was decided was due to attempts to expel the cork, and 
was avoided by narrowing the neck of the cork. The pros- 
thesis is- readily cleaned, hypochlorites being eminently 
suited for this purpose. .On the question of retention, I 
have no doubt’ your correspondent will be able to devise 
some suitable elastic support—I: am, etc., 


Liverpool. z 





ABDOMINAL 
WALL 


Jonn HALLAM. 


Low Spinal Block in Eclampsia 


Sir,—I wish to thank Dr. A. H. Galley (April 7, p. 762) 
for providing an explanation which fits in as a superstructure 
to the thesis I have advanced that resistance to stretch by the 
uterus provokes the Oxford shunt. A sufficiently large-scale . 
glomerular shut-down of the Oxford pattern is associated 
with water and salt retention, largely a direct result of 
limited filtration. Renal ischaemia provides renal vaso- 
pressor substances—e.g., renint and vaso-excitomotor sub- 
stance (V.E.M.)? The latter is destroyed by the re-establish- 
ment of the renal blood flow. a4 

Low level spinal anaesthesia by cutting off efferent stretch 
impulses from the uterus overcomes the Oxford shunt, It’ 
helps indirectly, therefore, in the destruction of the circulat- 
ing V.E.M. also, and breaks the vicious circle hitherto 
operative. While severe shut-down in its early stages 
responds thus, later stages call for a direct attack on the 
renal innervation such as Hingson’s caudal pavex technique.’ 
The effectiveness of low spinal block emphasizes the aetio- 
logical importance of nervous impulses emanating from the 
uterus, i 7 

Tautness of the abdominal wall may enhance the efferent 
stimulus, which.is chiefly uterine in origin. Intra-abdominal 
pressure rise is not, however, directly responsible for the 
renal change, which has the Oxford pattérn and not that of 
simple compression. Goldblatt* advocated the slinging of 
the pre-eclamptic patient in the prone position, avoiding 
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direct pressure on the abdominal wall, 'but this measure has 
been abandoned. Nevertheless Mr. R. H. Paramore’s 
(March 31, p. 701) influence on obstetric thought will survive 
this generation, for he originated the non-toxaemic concept 
of the condition and emphasized the paramount importance 
of diminished urinary output as an indication of impending 
disaster—J am, etc., ' : 


London, W.1. f JOHN SOPHIAN. 
REFERENCES 
1 Goldblatt, H Ente. Amer. J. Med , 4, 100. l 


Schorr, E. ( Ibid.. 4, 121, 

2 Hingson, R Oral communication, Royal College of Obstetricians 
and Gynaecologists, June, 1948. 

4 Goldblatt, EL (1948). Personal communication. 


Paralysis after Anaesthesia 


Sm, —It is sometimes difficult to make an anaesthetic mask 
fit a patient’s face in an airtight fashion. Some years ago I 
described a simple device, which usually solves this problem 
(ŒH. J. V. Morton, 1944, British Medical Journal, 1, 291). 
Recently I have been told of transient supra-orbital nerve 
paralysis due to its use. This complication is a pressure 
effect, whith can be prevented by merely keeping the 
appliance clear of the patient’s forehead It is thus a com- 
plication unlikely to be encountered by those aware of its 
possibility.—I am, etc., 

Hilkngdon, Middlesex. 


Enormous Ovarian Cyst 


Sir.—The recording (March 24, p. 622) of an ovarian cyst 
of enormous size is almost certain to stimulate competition ; 
nevertheless, in these days when the Old Country seems to be 
in danger of being outstripped by the world, I must record 
that England can hold her own with Ethiopia. 


A woman aged 38 reluctantly consulted a woman doctor to 
obtain a free corset. The astonished doctor insisted on calling 
in her principal, in spite of his being male, and he asked me to 
pay a domiciliary visit. In this way we stumbled on 
a cyst even larger than that described by Professor R. J. 
Last. She was an emaciated woman more ashamed of her con- 
dition than frightened. The abdomen was uniformly distended, 
and a marked collateral 
network of veins was 
prominent everywhere. 
The skin was thick and 
oedematous. The gi 
was 54 in. (132.5 cm.). 

She was admitted to 
hospital, and a few days 
later anaesthetized for 
operation. A midline 
incision was made and 
the cyst punctured. There- 
after basinful after basin- 
ful of thick brown fluid 
was bore away and 
measured till 57 pints 
(32.5 litres) had ` been 
collected. Then the cyst 
was with great difficulty 
removed, for it was adher- 
“ent to the whole of the 
anterior abdominal wall 
above the umbilicus, but 
fortunately not to the 
viscera. As the operation 
proceeded a transfusion 
was commenced; two 
‘pints were transfused. 
Eventually the, whole cyst, containing one more mednim 
and innumerable small loculi, was removed. The abdomen 
then presented the same curious appearance as that described 
by Professor Last. The thorax had been splayed upwards 
so that on picking up the skin at the end of the wound one 
peered into a vast Gothic cave on-the floor of which were 
the thin, flattened, devitalized viscera tracing out a grotesque 
mosaic. She was severely shocked and her pulse was uncountable, 
but she responded well to- methedrine (30 mg. intravenously, 
repeated in four hours intramuscularly) and to further transfusion 
of blood (one pint) and of plasma (two pints). Convalescence 
was uneventful. She was up on the third day, and discharged 


H. J. V. MORTON. 
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Donie on the fourteenth, since When ` she has flourished ~ and 
gressed in a satisfactory manner, 


operation was' not recorded, ‘but with .57 pints measured, some 
‘| spilt, and some left behind. in the smaller loculi, it is probable 


|. that’the tumour weighed as much as the patient.’ The surprising 
“' thing is that she chad carried it about and done her ‘household 


duties for at least two ‘years. 


Professor - Last has acknowledged his debt. i Lister. 
“must ‘also“record what we’ owe to the State for providing 
corsets, to modern anaesthesia, and to the anonymous legion 


of blood’ donors without whom this woman would not*have 


survived a one-stage operation.—I ain, eté, 
a Blackheath, SE.3. 


$ 


Karra VARTAN. 


` 


Identity of Hookworm in the Throat 


| SR—l;reported (November 18, 1950, p. .1173) a, case of 
worms found'in the throat of a girl in St. Lucia. I have 


1+ received a letter from Professor R. T. Leiper,’ of the 
g Parasitology, . 


Commonwealth ‘Bureau of Agricultural 
raising the question of the worms being Syngdmus kingi 
and not, as I reported, Necator americanus. `' 

A somewhat similar case occurred in St. Lucia many years 


ago. The worms were sent by Dr. King to Professor Leiper, 


for identification, and the, latter published a report on them 
(Trans. R. Soc. trop. Med. Hyg., 1913,:6, 265). Professor 
Leiper identified the worms as Syngamus, and named them 
Syngamus kingi. At the time of writing my previous letter 
I was not aware: of Professor Leiper’s report, and unfortu- 
nately my specimens were not preserved, go that I was unable 
to re-examine them in the light of this new knowledge.— 


, iam, etc, 


`, pains to state: 


St, Lucia, British West Indies, ' AN. Weis. 


New Operation for Peptic Ulcer 


Sm,—In 1931 Ivy stated that he was about to give up, his l 
experimental work on peptic ulcer as he was unable to pro- - 


, 


duce‘in animal experiments conditions of pylorospasm and 
reflex nervous disturbance in a dog as they. are. known to 
occur in man. It is therefore apparent that the principles 
elucidated by experimentat research can be applied to the 
‘human subject only with considerable reserve. 
‘It is true that in McCann’s dogs 80% developed ulcers 
within three months of opération, but af post-mortem 
‘examination the ` presence of ingested hair and gross’ food 


N 


‘particles embedded in the ulcer suggested a mechanical ' 


origin to the ulceration. In his’summary McCann is at 
“ Evidence was obtained which substanti- 


ı ‘ated Mann’s interpretation of the important mechanical 


factors that are active in causing these experimental ulcers 

and ‘of the destructive friction of coarse cellular ‘foods on 
the teparative granulation and epithelial cells of a healing 
- ulcer.” ‘Such severe trauma by ingested foods is surely not 
applicable to’ man. 


It is only fair to state that the -bigh ' incidénce of peptic’ 


ulceration’ obtained by McCann has not been experienced 
by all workers. Wangensteen writes, “ We, too, have eight 
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< experiments of, Ivy and "Pauley surely suggest that the 
- presence of ‘the total duodenal secretions in the stomach 
prevented the incidence of ulceration in seven out of their. 
eight dogs. 


, Inthe human patient our pošt-operativè studies of sae 


acidity have not „corresponded to McCann’s ’ experimental . 
work and there has been reduction to eenloenycre or formal 
limits. © >- 
In Finney’s pyloroplasty it is unlikely that these duodenal 
secretions regurgitate into the stomach in quantity, as active 
peristalsis would seem to be sufficient to prevent this, and 
in a low gastrectomy the rapid emptying rate of, the viscus, 
as revealed by a post-operative barium meal suggests “that 
free admixture of stomach and duodenal content does not 
take place in that organ. ` | 

The operation of Schmilinsky bears little Se to 
< that described in my article, as readers of his original paper 
will observe. It is therefore of -little value to quote the 
severe post-operative complications ‘associated with, it and 
to infer that they will occur necessarily following my 
suggested ‘procedure, 


` 


The cases I originally reported (March 3, p. 454) remain ' 


fit, and well. Their numbers are now nearly trebled; and. 
‘there is no suggestion of recurrent ulceration. Tho final 
assay of this operation, must wait, but ‘it would be wrong’ 
` to judge it by ‘McCann’‘s observations. Were: these applic- 
able I should now be dealing with well over 20 recurrent 


ulcers, but instead I have more than that number 'of: well- - 


_ contented patients, I hope that this letter will answer the 
` friendly‘ criticisms ` of your correspondents in your issue of” 
April 14, page 817-1 am, etc., a 
London, wi. : STANLEY O. ‘AYLETT. 
REFERENCES: t. 


BAC and Fauley, G. B. a, Amer, J. Surg., % 531. 
` > McCann, J. C, (1929). Arch. Surg., 19, 600. 
Schmilinsky, H. 4918). Zb Chir., ' 45, 416. 
' Wangensteen, O. HL, et al. (1940). ” Ann. Surg., 118, 626. 
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Ruptured a after Colles’s Fracture. 
< SR, >In your issue of April 7 (p. 751) there appeared 
an article by Mr. H. Osmond-Clarke as part of a refresher 


. course for genera] practitioners ; -it, was surprising ‘to read 
in dealing with rupture of the extensor longus pollicis tendon, 


“as it occasionally occurs after a, Colles’s fracture, that the » 


tendon is “gradually frayed through by constant friction 
on the irregular fracture line.” ` Examination of the anatomy 
of ;the ruptured tendon does not support this view: as 
Mr., H. Osmond-Clarke favours tendon transplantation 
rather than the easy operation of direct suture of the rup- 
„tured tendon his experience of the immediate’ local condi- 
„tion is probably limited, and accounts for his repetition of 


the time-honoured but inaccurate ‘atateinent of the frayed 


tendon. 
‘In a series of 2 personal cases whine the local anatomy ` 


‘ 


has been carefully studied ‘it was found that-the groove on » 


the dorsum ‘of the lower end of the radius was even, with 
no sign of, any irregularity. The ruptured ends of the 
tendon, far from presenting the appearance of fraying, were 


dogs with the McCann application of the Schmilinsky’ pro~ swollen, rounded, yellowish’ with streaks of bruising ‘but: ` 


cedure.. All appear well: Four have been re-explored after 
\ the lapse of at least four months, but no ulcers have been 
` observed. 
' “Ivy and Fauley carried out the operation in 12 dogs, 
two of which died of ‘distemper. 
two only developed ulcer. Of four dogs used as a control 


group, in which the pylorus was simply cut across and ~ 


~ resutured, one developed a duodenal ulcer, so that the 
development of ulceration in the two dogs on which the 
procedure was performed may well be due to operative . 
factors not applicable in the human subject., “A continua- 
.tion of their. experiments consisted ,in re-operating on their 
‘eight ulcer-free dogs, freeing the jejunal'loop anastomosed 


to the stomach and reimplanting it. into the distal small - 


_ intestine. Seven of the dogs developed ulcer and the eighth 


died of inanition. In spite of McCann's claim that a shunt, a 
" operation has'no effect on the acidity of the chyme, these - 
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Of the remaining 10, ; 


pérfectly smooth ; connecting each end was a Jong, thin, 
smooth strip of tendon attenuated Jike-a drawn-out piece 
of chewed chewing-gum ; the te 
undergone considerable softening for 'this to occur. 

The available evidence points to the cause of the spon- 
taneous rupture ag the result of aseptic avascular necrosis 
of the tendon, due to damage to the blood supply, at the 


e of the injury with subsequent softening and elonga- - 


‘tion of the tendon. This: was suggested by Weigeldt and. 
later by Hauck; the facts support this contention rather 
«than the inaccurate statement of “ fraying through by con- 
stant friction on the poate: fracture line.”—T' am, etc., 


iran Wil. Davip TREVOR. 
A REFERENCES ` 
N ‘Hauck, G tt Ay Arch klin. Chir , 124, 81. 
1 Trevor, D. (1950). ,J. Bone Jt Sı + 328, 370, 
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Tuberculosis in Kenya 


Sir,—In his article (January 13, p. 67) Dr. W. S. Haynes 
credits me with making a sweeping and ridiculous assertion 
and then states that all subsequent work contradicts this 
assertion. I have never stated that the African never 
recovers from his primary tuberculous infection; on the 
contrary, in the article to which he refers I several times 
mentioned the finding of healed primary tuberculous com- 
plexes in Africans at necropsy (Davies, J. N. P., E. Afr. 
med. J., 1947, 24, 352). What I did state was that, based 
on 3,000 necropsies, “while there is evidence that a few 
cases may heal a primary complex there is no case of 
anything other than a primary complex being healed. It 
would appear that the vast majority of cases of tubercu- 
losis in Uganda are those which have failed to overcome 
their primary infection.” Stott (1950) appears to have the 
same situation in his cases in Nakuru prison. - 

Dr. Haynes appears to think that pathologists in East 
Africa base them opinions on tuberculosis solely on the 
study of patients dying of tuberculosis. This is quite 
“incorrect ; tuberculous patients form only a small propor- 
tion of the cases coming to necropsy at this hospital. In 
those who do hot die of tuberculosis, tuberculous lesions, 
chronic _ phthisis, unshispected tuberculosis, and healed 
phthisis are extremely rarely seen, and, though a few 
healed primary complexes are seen, they are not frequently 
met with and not in proportion to the high incidence of 
positive tuberculin reactors in the community at Jarge. This 
contrasts with experiences elsewhere (Todd, 1927; Carnes, 
1942). When this article was written the likelihood of such 
a high incidence of tuberculin reactors in adults in Uganda 
was suspected from the work, of Connolly (1941) in the 
adjacent Nyanza province of Kenya, and this has now been 
confirmed for Uganda. But if there are many cases of 
chronic tuberculosis perambulating about Uganda, as 
Haynes supposes is the case in‘ Kenya, why are they so 
rarely seen clinically or at necropsy ? How is it that they 
do not die of accidents, of other infections, or of surgical 
conditions ? 

The situation at Mulago Hospital is apparently similar 
to that met with by Stott at Nakuru -Either, broadly speak- 
ing, an African shows no evidence of tuberculous infec- 
tion (other than perhaps a positive tuberculin test) or he 
is extremely ill and dies with a fulminating type of the disease 
with glandular involvement, and in many cases with evi- 
dence of direct progression of the disease from a Ghon 
focus. i 

Dr. Haynes's whole argument is based on his assumption 
that a positive tuberculin test has the same significance, at 
the same level of sensitivity, in Africans as in Europeans. 
He did attempt to exclude false positive reactions due to 
Jeprosy. But there are other acid-fast bacilli to be con- 
sidered, such as those causing skin ulceration described by 
MacCallum (1948), or those which cause skin lesions with 
false positive tuberculin reactions in cattle (Daines, 1938). 
There is the possible effect of malaria on the tuberculin 
reaction, to which Makari (1947) drew attention. These are 
only a few of the points that should be considered in discus- 
sing tuberculosis in East Africa. Work is in progress at this 
hospital which will, it is hoped, advance our knowledge 
further and answer some of these questions. I consider that 
much further work is needed in East Africa before we can 
begin to tackle this very important disease, and until it is 
done there is little profit in discussion. The purpose of 
' this lefter is not to initiate such discussion but to protest 
against a flagrant misrepresentation of my views.—I am, ete., 


Kampala, Uganda: J. N. P. Daves. 
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i Free Burial 
Sm,—Dypring the last year we have had four cases of 


. distress caused by the death of a person whose relatives were 


unable to meet the expenses of burial. As doubtless 
you know, provision was made under the National Assistance 
Act of 1948 to meet such cases, but we find that there are 
many who are not aware that local authorities will provide 
free burial. 

I have discussed this matter with the local burial superin- 
tendent and also with my bureau committee, and we think 
that doctors may care to give this information to relations, 
when making out the burial certificate, where it seems there 
may be difficulty in finding the funeral expenses.—I am, etc., 


R. FORDE, 


LETTERS = 


Ciuzens’ Advice Bureau, Sussex. 


POINTS FROM 
Megaloblastic Annemia and Syphilis 
Dr. P. H. Birks (Doom Dooma, Upper Assam) writes: The 
article by Henry Foy, Athena Kondi, and A. Hargreaves on 
the treatment of a case of megaloblastic anaemia with penicillin 
(February 24, p. 380) stimulated the imagination. I was dis- 
appointed to find no mention of a Kahn test. This surely 
nullifies the whole article. In Assam it is not uncommon to 
find syphils a major stress factor in megaloblastic anaemia. 


Sharp Edges and Boiling 

. Mr. Jon Foster (Leeds) writes: . . . Physical injury to sharp- 
edged instruments by boiling is unquestionable. Naturally the 
effect of this 1s of very much more account in ophthalmic surgery 
than in general surgery. See my papers in Proc. R. Soc. Med., 
1946, 39, 460, 835. 


Mitosis Prevented by Waste Products 

Dr. R. L. WorraLL (Sevenoaks, Kent) writes: Your otherwise 
comprehensive leading article on mitosis (April 14, p. 803) omits 
the significance of waste products as inhibitors of cell division. If 
a living cell is ‘considered as a steady state system, in dynamic 
equilibrium with ‘its environment, all its activities are seen to 
depend upon a sufficiently free exit of waterborne waste products, 
particularly carbon dioxide and nitrogenous compounds.... 
The importance of carbon dioxide in this respect is evident, for 
if the carbon dioxide concentration in a growing (bacterial) culture 
is sufficiently increased, with the gas under slight pressure, cell 
multiplication is inhibited to on extent varying with the organism 
concerned. Tissue culture of mammalian cells also indicates the 
validity of the above conclusion, that the mutual proximity of 
cells tend to check their growth by more or less flattening out 
the local concentration gradients of waste products around each 
cell, thus reducing the diffusion rates of the waste products away 
from the cell surface. Tissue culture cells only multiply when 
they have migrated outwards from the periphery of the culture 
and have thus become sufficiently separated from one another... . 
Elsewhere I have put forward the view that the autonomy of 
cancer cell growth is due to the heritable resistance of cancer 
cells to carbon dioxide concentrations which limit the growth of 
normal cells. 


Chlorophyl] as a Deodorant 


Dr. ANNA M HerpMan (Edinburgh) writes: With reference to 
a question asked on this subject (April 7, p. 772), a recent case 
may be of interest. My patient, a woman aged 72 years, was 
suffering from advanced carcinoma of the pharynx. Her breath 
was so offensive that the nurses were nauseated when attending 
to her. I prescribed tablets of ophyll_ and yeast, two thrice 
daily. After the second d of taking these tablets the disgusting 
went completely, and did not return as Jong as they were 
given regularly. 


Earty Expert Witnesses 

Mr. L. A. Parry (Hove) writes: ... Sir Sydney Smith 
mentions (March 24, p.°599) some famous medico-legal cases of 
old times. I should like to add one to this list, as it is the 
first case I have been able to trace of murder by poison in 
which medical witnesses were called to prove the cause of death 
Tt 1s that of Mary Blandy, tried at Oxford in 1752 for poisoning 
wher father with white arsenic, Dr. Anthony Addington and other 
medical practitioners gave evidence for the prosecution, but their 
testimony related to the clinical symptoms and the pathological 
findings, and no attempt was made to analyse the viscera, though 
many tests were known for the detection of arsenic and were 
actually employed in this oase to determine the nature of the 
powder administered to the deceased. She was found guilty. 
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Obituary: 


J. GAY FRENCH, M.S, FRCS. 


Mr. J. Gay French, consulting surgeon to the Ear, 
Nose, and: Throat Department of, the Royal Free 
Hospital, died in London after a short illness on April 
13,.in his 80th year. 


John Gay French,. whose father was Lieutenant- 





- Colonel J. Gay French, of the Indian Medical Service; 


was born,in India. He was educated privately and 
studied medicine first at Trinity College, Dublin, 
and later at St. Mary’s Hospital, London, to -which 
he obtained an open entrance’ science scholarship. 
Qualifying in 1902, he immediately started on his study 
-and practice of the diseases of the ear} nose, and throat, 
which led him finally to the charge of departments at 


the Royal Free Hospital and the Royal Masonic’ 


Hospital. After resident appointments at St. Mary’s, 
St. Bartholomew’s, Great Ormond Street, and Golden 
Square, he was elected to the staff of the Royal 
Northern Hospital in 1906 and the Central London 
Throat and Ear Hospital in 1907. -In that year he be- 
came a Fellow of the Royal College of Surgeons of Eng- 
land, and also took tht M.S., London. He joined the 
. staff of the Royal Free Hospital i in June, 1911, eventually 
becoming senior surgeon in the ear, nose, and throat 
department and’also a lecturer in the medical school. 
During the first world war he was a consultant to the 
War Office, and in-later years he was an, examiner in 
laryngology and otology to the Royal College of 
_ Physicians and Surgeons. He made many con- 
tributions to the literature of his specialty. 


J. D. McL. writes: In Gay French’s early years of 
hospital work specialists in ear, nose, and throat surgery 
were still fighting for recognition, and ‘by his skill and 
personality he contributed a large part to the successful 
‘issue of that battle. Temperamentally he -was not 
capable of working at half speed. His department was 
run autocratically, and every detail received his 


N personal attention, while his abounding energy over- 


`a tacts. 


flowed-to the control of the administration of the Royal l 


Free Hospital as a whole. For many years- he acted 
as chairman of the medical committee, and there his 
authoritative decisions received the respect which his 
obvious sincerity and singleness of aim deserved. He 
: taught with fervour and with a shrewdly common-sense 
outlook, so that his clinics were as much a lesson in the 
art of dealing with patients as in the science of: 
medicine. His students loved him, for, however fierce 
his front, their interests were patently his concern. 
The same quick human sympathy bound his patients-to 
him. He was to them the true physician, to. whom the 
individual was more important than the disease. He 


~ had no bleak scientific concentration on pathology, but 


ot only the sick but 
l their human con- 
With these qualities he was bound to amass a 
large private practice, and for many years there. can 
have been few busier surgeons. The Royal Free 
Hospital paid him the great compliment of twice 
extending his tenure of office after the normal retiring 
age had been reached., When the inevitable parting 
came, it was with regret on both sides. Fortunately, 
many years of active medical fife ni to him ; he’ 


his kindly interest encompassed 
their friends and relations and a 
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could never have vegetated in complete retirement. 
The last years of his life were clouded by personal loss 
and „bereavement in’ a family to whom he was 
passionately attached, and our great sympathy must go 
to Mrs. Gay French, who remains to mourn with us 


his passing. He was a great character. / 
` , 
\ 


F. K. KLEINE, M.D. 
Dr. F. K..Kleine, whose death at the age of 81 is 


announced from Johannesburg, was for many years a ; i 


notable figure in tropical medicine. 

Friedrich Karl Kleine was born in Stralsund in 1869, 
the son of a doctor,’and studied medicine at Halle 
University; qualifying in 1895. He first joined the 
medical corps of the German Army, but. at an early 
stage he developed a keen interest in bacteriology, and 
in 1900 he joined Robert Koch, who was in charge of 
the Institute for Infectious Diseases in Berlin. In 1903 
with Koch he went to Rhodesia, where they studied 
the transmission of East Coast fever’ in cattle by ticks. 
- A few years ‘later he took up the study~of tick fever 
in dogs, and in 1906 he-again visited East\ Africa with 
Koch as a member of the German sleeping sickness 
expedition. Henceforward trypanosomiasis in man and 
animals became his chief interest. In 1908 he proved 
that -trypanosomes undergo a cyclical development in 
tsetse flies and that transmission is not.purely mechani- 
cal. This-observation was of great importance for the 
fuller understanding of the epidemiology and control 
of trypanosomiasis. After the first world war Kleine 
was one of the first to investigate the possibilities in 
trypanosomiasis of antrypol, or Bayer 205 as it was 
first called. In connexion with the study of this com- 
pound, which after 30 years still retains its importance, - 
he visited Northern Rhodesia and the Belgian Congo 
in 1921, describing his investigations. to the Royal 
Society of Tropical’ Medicine in 1923. It was very 
largely owing to Kleme’s work that antrypol was made 
available for the treattnent of trypanosomiasis in cattle, 
and, with Fischer;-he was one of the first to point out 
the possibilities of chemoprophylaxis. In 1926 Kleine 

-was again in Central Africa as the German member 
of the League of Nations Sleeping Sickness Commission. 
Here he became greatly interested in the question of 
immunity to trypanosomiasis in man and animals, a 
subject on which he continued to do much work, for 
he was convinced .that immunity was acquired and 
could undoubtedly be produced artificially. Sub- 
sequently he became director of the Robert Koch 
Institute in Berlin, but the subjects which interested 
him—relapsing fever, ‘rinderpest, and foot-and-mouth 
disease in the Tropics—gave him many opportunities 
for returning to Africa. In 1947 he finally settled in 
Johannesburg, where’ he enjoyed a few years of happy- 
retirement in the company of his wife, who before her 
marriage in 1921 had been Miss Hanne Ockelmann, an 
assistant at the! Robert Koch Institute. 

Kleine belied his name, for physically and mentally 
he was in his heyday a big man with big ideas. He 
maintained the best traditions of the German scientist, 
and all his expeditions to Africa were carefully planned 
and well equipped. Some of the equipment which he 
and Koch took out to Tanganyika was in fact still ser- 
viceable during the war years in the pathological labora- 
tory at Ddr-es‘Salaam. His long association with Koch 
is a reminder of the rapidity with. which bacteriology 
has developed as a science. Kleine had many “difficulties 
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to contend with in the furtherance of his investigations, 
but his, sense of humour, loyalty, and- never-failing 
courtes endeared him to many- friends in many 
countries—G. M. F. ' x 
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Although he had been in practice for only three and a 
half years, a wide circle of patients ‘and friends learned 
with regret of the death of Dr. J. M. G. SARSON in Uni- . 
versity College Hospital on March 10. The eldest son of 
Canon and Mrs. Sarson, now of Woodbridge but for many 
years resident in Chester, John Malcolm George Sarson was 
educated. at Rishworth School, Halifax, and graduated M.B., 
Ch.B. at Liverpool University in 1942. After holding the 
post of senior casualty’ officer at the Liverpool Royal 
Infirmary he joined the R.A.F. After demobilization -he 
went into practice in Wembley, first as assistant and \then 
as a partner. Here he was rapidly making a place for- 
himself in the life of the district.’ He participated fully in 

the general-practitioner activities of the local hospital, which 
he much valued, was elected assistant secretary of the newly 
forméd Wembley Division of the B.M.A., and found himself 
at home in Church and “round, table” circles, where his 
social gifts and interests were fully employed. John Sarson 
married while in the R.A.F., and leaves a wife and four 
young children. He was only 34, but general practice is.the 
poorer for-the loss of a practitioner of ability and of the 

, utmost integrity, who was aware of and would have main- 

tained its best traditions—H.M.H.. - ‘ f 


Dr. HARRY MARTINDALE SPEECHLY, a provincial coroner 
in Manitoba for 22 years, died at Winnipeg on March 17, 
aged 84. He went to school in Cambridge and Bath, and 
studied medicine at the London Hospital, qualifying in 1889.’ 
He practised at Parkgate, near Birkenhead, from 1893 to 
1901, and then went to Canada. From 1901 to 1916 he wasa 
general practitioner in Pilot Mound, Manitoba, returning to 
England to serve in the R.A.M.C. as medical officer to 
Fleet V.A.D. Hospital during the first world war. In 1919 - 
he went.to Winnipeg, where he lived until his death. Besides 
being ‘coroner, he was lecturer in forensic medicine to the 
University of Manitoba. In: 1943 the University of Man- 
chester conferred.on him the honorary degree of LL'D. He 
is survived by his widow, two sons, and a daughter. 

R. M. writes: The death of Dr. H. Mò Speechly removes 
a link with a bygone age, that comfortable unhurried world 
before the first world war. Something of the serenity of 
that period clung to him and communicated itself to others. 
Throughout his life he ‘carried the idea of service, and each 
community in which he lived was the‘richer for his presence! 
He was a many-sided man. As a physician, well-trained 
_ and well-read,~ he served faithfully, but other interests, 
‘ notably natural history and the Anglican Church, were 
equally dear. His medical life began in 1884, when; at 18, 
he entered the.London Hospital medical school. At that 
time the glinical thermometer, a foot long, was still looked 
upon as a scientific toy. He was clerk .to Hughlings 
Jackson and listened éagerly to Frederick Treves on surgery. 
Wilfred Grenfell, of Labrador, was a classmate. Speechly’s 
connexion with India, where he was born and where his 
father was the first missionary bishop of Travapcore and: 
Cochin, made him conscious of the ravages wrought by ` 
malaria. Sir Ronald Ross became his medical hero. 
Speechly’s knowledge of the life history of the mosquito 
led him in later life to take up with characteristic energy 
mosquito control in Greater Winnipeg. In this he was 
spectacularly successful, and he became an authority on 
the subject. During his years at Pilot Mound, 1901 to 1916, 
he was keenly interested in the flowers and fruits of his 
prairie garden, and he was always ready to pass on to others 
his knowledge. Like Bacon, he considered’ the planting of 
a garden as the rarest of human pleasures. He never 
faltered in working for the’ Anglican Church. At his death 
he was the oldest lay reader in the diocese, and*he was a 
frequent delegate to synod meetings. When the British 
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Medical Association met-at Winnipeg in 1930 he organized - 
in conhexion with the religious service a procession and 
pageant which was a most impressive spectacle. He served 


“in both world wars: during the first he was in England, and 


during the second he was assistant medical officer at King 
Edward Hospital, Winnipeg. The Canadian Medical Associa- 
tion named him as a senior member in 1941. No mention 
of his life would be complete without reference to his wife, 
who was a true helpmeet, : vt 


Dr. J. H. Gisson, who was for over 60 years a general 


‘practitioner in Aldershot, died at his home in that town on 


March 20, aged 92. The son of a farmer, John Hutchinson 
Gibson was born at Bassingthorpe, Lincolnshire, and was 
educated at King’s School, Grantham, and Guy’s Hospital, 
London, qualifying in 1882. In 1886 he went into partner- 
ship in Aldershot, where, be remained for the rest of his 
life. Gibson played an important part in establishing the 
Aldershot .Hospital ; he, was senior physician on the staff 
and chairman of the medical council for some years before 
retiring from practice in 1948. He held the appointments, 
of medical officer to the Farnham Guardians for many years 
and afterwards to the Hants Public Assistance Committee. , 
He had been a member of the B.M.A. since 1887. A keen 
archaeologist, Dr. Gibson was a member of the Royal 
Archaeological Institute of Great Britain, the Surrey 
Archaeological Society, and the Hampshire Field Club, 
often contributing articles to the journals of these societies. 


Dr.~ MALCOLM Donatp MacAFFer died in Glasgow on 
April 1 at the age of 37. He studied medicine at Glasgow 
University, graduating M.B., Ch.B. in 1943. He then spent- 
six ‘months as a house-surgeon at the Royal -Infirmary, 
Glasgow, before joining the R.A.M.C., in which he served 
for three years, attaining the rank of captain in 1944. After 
demobilization he took the post of house-surgeon at the 
Maternity Hospital, Bellshill, where he remained for a year 
before spending six months in the same capacity at the 
Royal Samaritan Hospital, Glasgow. JIn:1948 he returned 
to his native town as an assistant in general practice. Invari-_ 
ably cheerful and kindly, his untimely death caused the loss 
of a young doctor very popular among his colleagues.—N. D. 


Cheltenham and the surrounding countryside‘ suffered a 
severe loss by the sudden death of Mr. J. S. ROBINSON at 
the age of 64 on April 1. James Salmond Robinson was 
the son of Mr. Andrew Robinson, C.B.E., M.V.O., of 
Belfast, and was born in Dublin. He graduated M.B., B.Ch. 
at Trinity College in 1915, and after holding resident 
appointments in Dublin he joined the R.A.M.C. and served 
in India from 1915 to 1918. He came to Cheltenham as 
house-surgeon,in 1919, abd went from there to Birmingham 
to take a special course in orthopaedics. In 1922 a new 
department of orthopaedics was opened at the Cheltenham 


~General Hospital by Sir Robert Jones, and Robinson was 


put in charge. This orthopaedic centre, the first df its kind 
in Gloucestershire, grew .rapidly, and Robinson was 
appointed orthopaedic surgeon to the county. In addition 
to his orthopaedic work he was a brilliant general surgeon 
and- became consulting surgeon to Cheltenham College, 
Cheltenham Ladies’ College, n Close School,, and to 
the hospitals at Fairford, Winchcombe, Tewkesbury, 
Cirencester, Evesham, and Bourton. He was president of 
the Gloucestershire Branch of the B.M:A. from 1938 to 
1946, and only a few weeks ago he gave ah instructive, 
address to the Branch on “ Diseases of the .Knee-joint.” 
In the summer of 1945 he had a serious,illness which necessi- 


` tated a major operation, but, undaunted, he made a good 


recovery and was soon back at work. 

J.R.C. writes: As a general surgeon Robinson was often 
needed in an emergency, and no, appeal from ‘a colleague 
for lus help was, ever refused. No matter how tired he 
might be or how untimely the hour, Robinson turned out, 
ever his cheerful self. I think~his outstandigg characteristic 
He saw the best in everyone, 


~ 
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. and in consequence was able t draw out the best from those 
_ among whom he moved. All felt that they could rely on 
'; bis straightness, calm judgment, and skill. In his time, 


doctors were judged” by two juries—the general practi- 
tioner by the: jury of his patients and the consultant by 
that of his fellow practitioners. There are now other modes. 
of assessment, Robinson won the warm approval of all 
by his personality and professional attainments. The esteem 


„in which he was held was shown by the crowded congrega-- 


‘tion at the fimeral service held at Charlton Kings church. 
The church was filled to overflowing ; many doctors from 
Cheltenham and distant parts of the county attended to 
show their: respect for one whom they loved and who had 
pace at honour to their- profession. A’ memorial service 
was held in Cheltenham College chapel on April 7. Much, 
sympathy will be felt with his' wife, who uphel -him always, 


* and with his son and daughter. r 


: ’ 


Dr. RANK ERNEST: ANDERSON, who died at his home i in 
Bungay, Suffolk, on April 13 ‘at the age of 51, received his 


“. medical education at St. Andrew’s University, where he 


oa 


x 
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` are illustrated :by a recent tragedy. in Yorkshire. 


“` graduated M.B., Ch.B. in 1922. After, holding appoint- 
ments as gynaecological and surgical house-officer at Dundee 
Royal Infirmary, he joined the Sudah Medical Service, and 


. was posted to various stations in that country, being finally 


appointed senior medical officer in charge of Port Sudan 
and the Red Sea province., Heré he ‘did excellent work, 
particularly in connexion with the Mecca pilgrimage 
quarantine and among the Hadendoa tribe of the Red Sea 
hills. In his spare time he kept open -house, and a. visit to 
Dr. and Mrs. Anderson became an institution with British ` 
officials going on leave and coming from it. The responsi- 
bilities Of a growing family brought him back to England 
, in 1935, and he settled in partnership in Bungay. Here he 
" was just finding his, feet, when the outbreak, of war led’ him 
to volunteer for the Territorial Army. He wag sent 'to 

Singapore as major with a field ambulance attached, to the 
ill-fated 18th Division, which arrived there shortly ‘before | 
the capitulation. He served as medical officer to various 
prison: camps on the island, and his devoted work among his 
fellow prisoners earned him ‘a mention in dispatches, and 


. will be long remembered with gratitude by many Norfolk: ' 
men. Unfortunately, his own health suffered severely; and ' 
he returned to England a sick man, finally contracting a fatal, 


malady as a result of his war service. In spite of this; and 
the tragically sudden death of his wife 18 months ago, he 
kept resolutely at work.in his practice’ until within a few. 
‘months of his death, bearing his increasing disability’ with ' 
a’ cheerful fortitude which was the admiration of his 
colleagues. He leaves a son and a daughter.—C. G. H: 
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“DEATH AFTER ANAESTHETIC AT. 
CIRCUMCISION OPERATION 
{From Our Mepico-LEGAL CORRESPONDENT] 


/ Whatever ‘may be the merits of circumcision, | a subject 
discussed in this Journal just over a year ago,’ the risks 
inherent in administering anaesthetics to very young children 
On advice 
received at the Halifax General Hospital, Mr. and Mrs. 
Arthur Jowett, of Halifax, decided to have their son Michael, 
aged 54 months, circumcised. On the day before that fixed 


` for the operation’ Michael had a cold and cough, and his’ 


mother took him to see ‘their family doctor. ‘ Next; day at 


. 10 a.m. she took himsto the Halifax General Hospital. She 


' told the’ sister with whom she left him that he had a ‘cold 
and cough. When she collected him at 3 p.m. that ‘afternoon 


he seemed to be’ listless, and on the following day she noticed 


1 British Medical Journal, 1949, 2, 1433, and subsequent cocrespdndance. 
a7 1 - ar 
i 


OBITUARY - ae 


+ 
such people were the responsibility of n 


x i 
peat Joo - 
‘that his breathing "was wheezy. , ` On the second day after the 
operation he seemed to'be go ill that Mrs. Jowett again 
called in her doctor. - Michael was taken back to: hospital 
by ambulance, and there, in spite of being given oxygen, 
` penicillin, and stimulants, he died early next morning, two 
and a'half days after the administration of the anaesthetic. 
‘At the inquest held before the Halifax. Borough Coroner 
on March 21 evidence was given by the resident anaesthetist 
at the hospital, who 'had given the anaesthetic. He had used 


followed by inhalation of open ether in the dorsal decubitus 
position,'and administration had lasted 10 to 12 minutes. 


He had found the child a normal healthy-looking: infact. 


‘ atropine 1/200 gr. (0.32 mg.) as premedication. This was , . 


-He had not made a detailed_examination of him before: 


giving the anaesthetic, nor had he taken his temperature, 
examined his lungs, or sounded his heart. It was usual to 
examine the chest before giving an'anaesthetic. So far as 
he knew no one else’ had made a detailed examination of 
the child., It was, his responsibility as the anaesthetist to 
see that the child was fit to have an anaesthetic. He said 
that if he was satisfied that the lungs were not involved, 
the fact that a child had a cold or cough would not prevent 
him from giving it an anaesthetic, though to do,so would 
be dangerous if it was suffering from bronchopneumonia. 
If hé knew a child had a severe cold it might deter him 
from giving it an anaesthetic. : 
Dr. H. V. Phelon, pathologist at the Royal Halifax 


, Infirmary, who made the post-mortem . examination, “said 
espread patclies of bronchopneumonic 


jthe lungs showed wid 
consolidation, and gave his opinion that‘death was. caused 


by bronchopneumonia. Dr. Phelon said that before a child ' 
was given an anaesthetic it should have its temperature taken | 


andsits heart and lungs’tested. The administration of ether’ 
. to a child with a cough and cold would increase the risk of 
infection of the upper respiratory tract. The administra- 
tion ‘of ‘ether was, in his opinion, associated’ ‘with. the 
bronchopneumonia which had caused the death. 

The verdict was recorded of death by misadventure. | 
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- Care- of the Aged 
In moving the motion in the House of Lords on April 18 
calling on the Government to ensuré that adequate’attention 
‘and service are available for old people, Lord SALTOUN said: 
that last year he had been unable to obtain either facts or 
figures on the subject from the Government, and had there- 
fore been forced to collect his own. Over the space of six 
months 17 people had been found dead in varying conditions 
of horror. So far as he could see the difficulty was that 
one in particular, 
not coming under the jurisdiction of either the Ministry of 
Labour,, the National Assistance Board, or the Ministry of 
Health. Hospitals were, intended to heal the sick, and not to 


a 


serve as homes for chronic and incurable cases. Some had f 


managed to open chronic wards, but, not enough, and they 
were often “landed” with old people when the relatives did 
not take them back. pet 


a 


HOSPITALS’ REFUSE EPET j 


Frequently, hospitals refused to admit an old Patient ; 
doctors had been known to threaten refuse to sign a 
death -certificate. In six months 11 hospitals had refused 
such cases. ,Neither the Nationa! Assistance Board nor any 
other authority paid the cost of maintaining patients in 
private nursing-homes or hostels, though in Certain cases they 
did pay part, Lord Saltoun maintained that it was essential 
‘to have an officer with adequate powers to know and deal 
with all cases in his’ especial district. Lord KersHaw denied 


under the oig Poor Law system was the real reason for the 


a A - 
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. that the absence of a relieving officer: of the type known ` 
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a rege — 
cases quoted.. He agreed that the most constructive sugges- 
tion put forward was that there should be better co-ordina- 
tion between the Government departments .concerned. He 
referred to an interesting experiment at present being made 
in some areas which provided specialist services at the homes 
of the chronic sick. The various departments of` public 
administration were very alive to, the necessity of 
development. 

Lord AMULREE said that some chronic sick hospitals had 
waiting-lists up to 12 months. He pointed out that prompt 
admission should normally ensure quick discharge, and con- 
sidered that proper use of available beds should be 
encouraged, , 


t 
i 


HALF-WAY HOUSES 


THE ARCHBISHOP OF YORK referred to the problem of those 
who were not ill enough to go to hospital yet not well enough 
to look after themselves. He considered that half-way houses 
should be places where old people could go, and have a 
ils amount of supervision, possibly for the rest of their 

ves. 

Lord SmermerD thanked Lord Saltoun 
subject and the motion was agreed to. 


Admission of Chronic Sick 


Miss I. Warp asked on April 19 whether the Minister 
of Health would make it a statutory obligation on regional 
hospital boards to accept cases recommended by medical 


for raising the 


officers of health as needing care and attention. Mr. H. ` 


Marquanp replied “ No.” 


r 


Risk of Smallpox i 
Asked by Mr. TRomas RED on April 5 what precaution 
had been taken to prevent the influx of! smallpox from 
Calcutta, where deaths from this disease exceeded 500 a 
week, Mr. A. BLENKiNsop said that special care was being 
taken by airport medical officers, and travellers by air were 
given a warning notice. Travellers by sea passed out of the 
incubation period for smallpox before they Arrived . in 
Britain. 
\ 
Colonial Medical Service 


Mr. JAMES JoHNSON asked on April 11 how many hospi- 
tals and dispensaries had~been closed déwn in Kenya and 
Sierra Leone through shortage of doctors, what steps were 
being taken to recruit African doctors in Great Britain for 
the Colonial Medical Service, and how many scholarships 
for medical training had been awarded during the last three 
years by the Governments of Kenya and Sierza Leone. 

Mr. James GRIFFITHS answered that ho hospitals or 
dispensaries have been closed in Kenya. In February,’ 
1951, staff shortages made it necessary . temporarily to 
close two hospitals’in Sierra Leone. Posts in the Colonial 
Medical Service were widely advertised, and African medi- 
cal students were encouraged to apply for them. During 
the last three years the Kenya Government awarded 17 
scholarships. for medical training and also paid £21,000 to 
Makerere College for the training of African medical officers. 
The Sierra Leone Government bad made seven awards, and 
two awards had been made to Sierra Leone students from 


ithe Central Allocation of Colonial Development and 


Welfare Funds. f f 


Mentally Defective Children 


In answer to a question on April 12 Mr. H. MARQUAND 
said that the need for more homes and institutions for 


. mentally defective children was urgent, and the attention of 


regional boards had been drawn to the matter, since provi- 
sion of accommodation was their responsibility. Because of, 
the need for more nursing staff for these homes, nurses were 
being recruifed from France. 


` 
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i Morphine on the Railway 

Commander J. F. W. MarrLaNp asked the Minister of 
Transporti on April t6`whether he would include morphine 
in the first-aid equipment carried on trains. Mr. A. J. 
BARNES replied that the risks of the misuse of this dangerous 
drug would outweigh any possible advantages. Doctors 
carrying morphine and other drugs were almost invariably 
on the scene of the accident quickly. 


‘ 


Dentures and Spectacles 


On April’ 17 the National Health Service Bill was 
presented, authorizing charges for certain dental and optical 
appliances and making provision for the accommodation and 
treatment abroad of those suffering from respiratory tuber- 
culosis. The charge proposed for a full.set of dentures is 
£4 5s., and for a pair of glasses 20s., plus the cost of the 
frames, which ranges from 3s, 4d. to 15s. 1d. ‘The total 
cost for tuberculosis patients is estimated to be “not more 
than £200,000.” 

In answer to a question from Commander A. H. P. Nosie 
the Minister of Health stated that had these charges been 
made from the start of- the National Health Service £50m. 
would have been saved. 


Tuberculosis.in Foreign Workers 


On April 19 Mr. W. J. TAYLOR raised the matter of the 
„prevalence of pulmonary tuberculosis among foreign workers 
in: Bradford, pointing out that of 225 European volunteer 
workers examined in Bradford 52 were found to be tubercu- 
lous and a further 21 suspect. He asked whether there 
should not be a much stricter medical examination on entry 
into this country. - : 

Mr. H. Marquanp replied that in the years 1947-50 there 


were respectively 0, 6, 15, and 26 infections of respiratory © 


tuberculosis among foreign workers in Bradford, representing 
2.29%, 5.4%, and 10.4% of the total notified infections in 
that city. He was examining whether more could be done 


. to prevent immigration of foreign workers with tuberculosis. 
; A i 


Cope Committee’s Reports 


„On April 19 Mr. H. MAaRQUuaAND stated that the recom- 
mendations made in the majority reports for the registration 


of medical auxiliaries would require legislation, and discus- , 


sions were accordingly now being started with the various 
organizations concerned. Meanwhile it was intended to 
apply the recommended qualifications to new applicants for 
posts in the National Health Service. S 





` Drunkenness in London—Convictions in the Metropolitan 
Police District for drunkenness during 1950 were 16,760. The 
comparable figure! for 1946 was 9,107. The same trend prevails 
all over the country. - ` 


Tuberculosis —On December 31, 1950, the number of persons 


, in England and Wales suffering from tuberculosis and waiting, to 


enter sanatoria was estimated to be 10,400. 

Slimming by Television—The B.B.C. did not ask the scientific 
officers of the Ministry of Food for any advice on the i 
diets recommended to the public by television. 


only where hardship would otherwise be caused, and the need 

is determined in each case by the National Assistance Board. 
Chronic Sick —On December 31, 1950, there were 1,324 patients 

awaiting admission to chronic sick beds in the county. of London. 
Hospital Registrars —Discussions are still proceeding on their 


Hearing-aids—It is not yet known when bone-conduction 
heanng-aids will be available in sufficient numbers to meet the 
known need. 


Release from Broadmoor.—In the 10 years up to the end of 


1950, 148 men and 61 ‘women have been discharged from 
Broadmoor Institution. à 

Medicine Bottles—The Minister of Health does not intend, in 
“spite of the shortage of medicine bottles, to make a small charge 
to ensure their return. g ‘ 


» 


x 


i : 
Travelling Expenses of Patienis—These are paid by hospitals ie 
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) . Health ‘and Local Government of 


| INFECTIOUS DISEASES AND. VITAL SFATISTICS s ue 


and and Wales (L'ondon included), (b) London (administrative county) (e) Scotland (d Nofthern Ireland. 
deaths recorded under each disease are for: (a) The [26 great towns in England 

administrative county) (c) The 16 priocipal towns in Scotland (d) The 10 principal towns in Northern 

space denotes disease not notifiable or no return available. 


and Wales (London included).| , 
(e) The 13 principal towns 


tho Regisrars-General of England and Wales, Seottand, Northern lreland, and Bye, the mui of 





Northern Jrolani and the Department of Health of Eire. 
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Boog e a e e, r , E i i i 

In 1950 the infańt mortality rate in England and ‘Wales 

: a was 30 per 1,000 live births, in the U.S.A. it was 29, aħd in 

i i he.. Netherlands 25 (Régistrar-General’s fourth Quarterly 

The. Ageing Population... t 

Return, 1950, England and Wales). The Registrar-General 

cha Registrar-General has estimated the age structure of aig gives figures comparing the experience of England and 
e population of England and Wales for the next 40 years Wales with that of a number of other coùntnes in 1948 and ` 

in his fourth’ Quarterly Return for 1950.‘ He starts from 


the estimated population at December 31, 1950, and then 1949. These figures are sowa ithe following table: 
gives projections of the population in various age groups ` i : : 
up to 40 years-on, making certain assumptions about future Deaths Under 1 Year Per 1.000 Live Births 
‘mortality and natality and assuming that there is no migra- 
tion. He finds that the number of children under 15 declines : 
from 219 per 1,000 total population in 1950 to 202 per 1,000 pop and and Wales 
in 1990. In the same period the number of men aged 65 Northern Ireland `` 
and over increases from 45 to 70 per 1,000, and the number Awstralia .. 
of women aged 60 and over-from 91 to 126 per 1,000. The Casada 
diagram “below, which is based .on his figures, shows the Chile 
percentage of men aged 65 and over and of women aged 65 Paanan ; 
and over in the population of England and Wales in the Insh Republic , 


years indicated Le f Netherlands 















* Rato for 1948 excludes liveborn infants who died before registration ~ 
Births and Fertility in England and Wales 


‘The! course of the birth rate during the six war years 1940 

‘to 1945 is reviewed in the’ Text,’ Volume 2, Civil, of the 

~-  Registrar-General’s Statistical-Review of England and Wales, | 
1940-5. The birth rate in England and Wales, since the 
commencement of civil registration, was at a maximum 

i X ` . during 1865-80, when the rate was slightly above 35 per 
of 2 fae 1,000 of the population. From this date, with the excep- 
Pgs Ee eee, Gee, 1365 ues 1280 a vee ag of the years immediately following the first world war. 
; - . the rate declined continuously: to a minimum of 14.4 per 

é ` Week Ending April 14 END in 1933. After 1933 the birth rate tended to rise very, 
ectidus diseases’ in England and Slightly, and a rate of 15.1 per 1,000 was recorded in 1938 

Wales “ducing the ‘week incladeds scarlet Ever g22, „A slight fall to 148 was recorded in 1939, but with the 
whooping-cough 3,836, diphtheria 42, measles’ 22,644, acute ‘outbreak of war the rate declined still further to 14.1 per 
pneumonia 707, acute ‘poliomyelitis 20, dysentery 858, para- 1,000 in 1940 and to' 13.9 in 1941; this was the lowest rate 


fluenza ever recorded in‘ this country. From 1941 an unexpected 
eee ete 6 Deaths Homi influenza iñ _ and substantial increase began ; in 1942 the birth rate rose 


to 15.6, in 1943 to 16.2, and in 1944 to 17.7. A temporary 
Review of 1949 . fall occurred i in 1945, when the rate was 15.9 per 1,000. This.’ 


fall may -be asgociated with the withdrawal of large numbers ` 
a Cee a i Baja oud Walea bas made of the Forces to the Continent for the invasion and also. 
1949, just published. Areal comparability factors for the tæ some extent, with the flying-bomb and rocket attacks 
birth rate ‘have been introduced to enable the birth rate in ,' 00 the south-eastern section of the country. With the end, 
any specified area to be’ more accurately compared with of the war, the birth rate increased rapidly and a rate of 
that in any other area or in England and Wales as a whole. nee ae mene mel ee in ap OPa highest 
The numbers of stillbirths are now given for the admin- ‘*V S rate nas a since 
strative areas of the country, and also the numbers of „The course of the birth rate during '1940-5 was in con- 
neonatal deaths. Tables giving figures for both geographical trast to that experienced during the first war of 1914-18. In 
regions and standard regions appear as before, but the the first war the birth rate fell continuously during the years , 
Registrar-General announces that from 1950 standard of hostilities from 24.1 in 1913 to 17.7 in 1918. This fall 
‘regions will displace geographical regions in the main wassfollowed by a temporary boom when war ended, and 
tables. There is a list of corrections to previous volumes , fates of 25.5, 22.4, and 20.4 were recorded in 1920, 1921. 
that librarians should not- overlook. ' and 1922. 
The following Table shows some figures taken from this ~ The difference between the trends in the two wars ‘1s 
Review. (Non-civilian males are excluded on and after interesting. Judging from the experience of 1914-18 a fall 
` September 3, 1939, non-civilian females on and ~after in the birth rate such as occurred in the first two years-of 
~ June 1, 1941.) Crude death rates at all ages per million the last war and a boom following the termination of 
living for the years 1933743 are given for certain causes hostilities were to be expected. But a satisfactory reason 
of death: ~ ‘why the birth rate ,should/ have commenced to rise 


% AGED 865 AND OVER 


` 











Causes of Death 







Diphtheria “i ae 
Tuberculosis (all forms) 
Cancer and other tumours 
Rheumatic fever .. 
Appendicitis te PF 


+ 











. but”the main factor determining the fertility of a popula- . 
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continuously as early as 1941 has not been advanced. There 


was a different disposition of the armed Forcés: in the first 


war the bulk of the men of military age served abroad for 


long periods, ‘while for the first years of the last war a` 


large proportion were stationed in the:country; this may 
have been a factor of importance. A boom in marriages 
may also have been partly responsible; the marriage rate 
jumped from 17.6 per 1,000 of the population in 1938 to 
21.2 in 1939. This rate-was markedly higher than any 
similar rate since official registration was introduced more 
than 100 years ago. The high marriage rate of 1939 was 
exceeded in 1940,’ when the rate reached '22.5 per 1,000. 
This large increase in the number of marriages meant that 
the’ avérage age of the women marrying decreased and 
consequently they were of a more fertile age. Differences 
in the- circumstances of the two wars can hardly account 
for the varying trends of the birth rate over the two periods. 
The upward trend in the birth rate ‘was not confined to 
this country but occurred in other countries, neutral and 


belligerent, where the’ birth rate had declined enting the . 


two wars. 

The illegitimate ‘birth fate varied considerably in the two 
war periods. During the four years 1911-14 the illegitimate 
birth rate was 8.0 per 1,000 single and widowed women 


aged 15 to 44; and it remained fairly constant during the ' 


war with rates of 7.6, 7.8,-7.7, and 8.5, for the four years 
1915 to 1918. In the six years 1934-9 preceding the second 
war the illegitimate birth rate had fallen to 5.5, but a steady 
and marked increase was recorded in each of the war years. 
The rates were 5.9, 7.4, 9.0, 10.9, 13.8, and, 16.1 for 1940 
to 1945. 

The effective 1eproduction Tate, a rate designed to take 
into account the sex-age characteristics of the population, 
shows the proportion which the births actually recorded in 
a year had to the number theoretically required to maintain 
the existing population. This rate was 0.808 in ' 1939— 
that is, 19% below the full replacement standard. The' rate 
fell to a minimum of 0.761 in 1941 and then rose: above the 
replacement level in 1946 to 1948 with values of 1.103, 1.205, 
and 1.070. For the nine years 1940-8 the average effective 
reproduction rate was 0.952, Jess than 5% short of ‘full 
replacement standard but considerably above the pre-war 
level. Several factors affect the effective reproduction rate, 


tion is the rate at which the average married woman bears 
children. The marriage influence, through the boom in 
marriages and marriages at a lower average age, has pro- 
vided a large positive but temporary contribution to the 
rate. Fertility is at a maximum during the: first year of 
married life and then steadily declines with each further 
year of duration. Improvement in survivorship mortality 
still exercises a small positive influence, but the contribu- 
tion in recent years has been insignificant ; in 1911-22 


` survivorship mortality contributed an increase of 0.076, but 


i 


. dn 84.0 produced twins, and 1 in 10,037 r 
' There was a regional variation in the proportions of multiple 


jn 1946-7 the increase was only 0.002. 

The stillbirth rate in 1928 (the first complete year of 
registration) was 40.1 per 1,000 total births. Until the war 
the rate remained high, with only a.slight tendency to 
decline ; the rate in 1938 and 1939 was over 38. The rate 
fell steadily during the war, and in 1945 it was 27.6. The 


neonatal death rate only showed a small fall from 20.5 in’ 


1939 to 17.6 in 1945. The chance of children being born 


` alive had improved considerably, but the chance of surviv- 


ing the first month of life had not improved to the same 
extent. 


plet maternities during 1938-45 ; 8,000 of the 120,124 births 
from multiple maternities were stillborn. The probability 


of a multiple birth increased with age of mother from 6.38. 


‘per’ 1,000 maternities at ages under 20 to a maximum of 
16.83 at ages 35 to 39 and then declin One maternity 
ulted'‘in triplets. 


maternitits, and the chance of a multiple birth was greatest , 
in the north and least in the south-east. 


r 
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There were 59,300 twin births, 496 triplet, and 9 quadru- 
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The sex ratio at’ birth} during 1938-45, was 1,059 males 
to 1,000 females. There was a regular progression with 
age of mother. . The ratio was 1,068 for mothers under ‘20, 
and it continuously declined with advancing age nto 1030 
~at‘ages 45 and over. ' \ 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths from influenza) of certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported 
during the nine years 1942-50 are shown thus ---;---, 
the figures for 1951 thus —————-. Except for the curves. 
showing notifications in 1951, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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Infections Diseases . 


` During the. week ending April 7 a fall ın the nuber of 
notifications was recorded in England and Wales for measles 
2,468; acute pneumonia. 110, dysentery 153; wnpppine sous 
89, and scarlet fever 75.. 
The notifications of measles felt ‘by over 100 in 13 counties, 
tbe greatest decline in incidence being centred on London 


falls in the number 
of notifications. of measles were Middlesex 429, Essex 339, 
London 277, while the largest exceptions to the ‘general 
decline in inċidence were rises in ‘Warwickshire 317, York- 
ghire West Riding 190, and ‘Leicestershire: 145. The largest 
decreases in the number of notifications’ of whooping-cough. 
were Essex 74, Devon 65! Kent 64, and the largest increases + 
‘were Yorkshire West Riding 52 and London 49. There’ was 
little variation: in the local returns of scarlet fever. The 
chief fluctuations in the trends of diphtheria were a rise of ` 
5 in London and a fall-of 5 in Staffordshire. In Scotland ’ i 
23 cases of diphtheria were notified, the largest return for 
12 months ; 12, of these casés were notified in Glasgow. 
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of the Air Passages, with Relation to Ciliary Action” at the i 
« Radcliffe Infirmary, Oxford, on Wednesday, May 16, at 5 p.m. 


J P “Caman, ae G. M. Davies., 


successful candidates dis (ch 
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Of the 35. cases of typhoid ànd paratyphoid fever ir were 


- notified in Lancashire, 6 ‘in Staffordshire, and 6 in Durham.’ 


‘The, only multiple cases of poliomyelitis were Lancashire 3 


“(Liverpool C.B. 2) and Yorkshire West Riding 2.. A fall’ in“ 


jhe incidence of: dysentery was recorded for the fourth: 
consecutive week, but the incidence is still very high. - The 
largest returns were’ London 187 (slington’ 48), Lancashire 
116, Middlesex» 84, Essex ' 53, Yorkshire West Riding 51, 
‘Lincolnshire 43 (Scunthorpe M.B. 34). 

Eight deaths were classified as due to smallpox in January. 


Two of these deaths occurred in Brighton C.B., three in 
` Portslade-by-Sea U.D., and three in Dartford UD. 








Universities and Colleges 








f UNIVERSITY OF OXFORD 
: Negus will deliver a Litchfield Lecture, on “ Defences 


-Professor E; Harlan Wilson, Columbus University, U.S.A., will 


. deliver a lecture on “ Fundamentals Related to Surgical ' Pro- 


‘cedures id Orthopaedic Surgery ”.in the Nuffield Department of 


"Orthopaedic Surgery, Oxford, on Thursday, May 10, at 8.30 p-m 


x 


; UNIVERSITY OF CAMBRIDGE 
The Linacre Lecture on “ The University and Clinical Medicine ~ 


of Child Health in the University of (Durham, in the lecture 


961 


Will be delivered by Sir James, Spence, M.D.’ F.RICP., Professor . 


room of the Anatomy School on Saturday, May 5, at Spm. | 


UNIVERSITY oF ST. ‘ANDREWS ` 


Donaid Macleod Douglas, Ch.M., FRCS. Reader in Experi 
mental Surgery in ‘the University of Edinburgh and Deputy 


Director of the Wilkie Surgical Research Laboratory, has been’ 


“appointed to the Chair . of “Surgery in- the: University, of | 


‘St. And. ews. 


John Louis Henderson; M.D., F.R.CPEd, Senior Lecturer in 


‘the Department of Child Life and Health in the University of 


Edinburgh and physician at the. Royal Hospital for Sick Children, . 


Edinburgh, has been appointed to the James Mackenzie Chair of ‘ 


Child ‘Health in the ‘University of St. Andrews. 


UNIVERSITY OF BRISTOL , 
The following a i have been approved at_the examination 


, „indicated : 


DIPLOMA , IN Meical, Raioopovoate Part l: Sheila M 
ROYAL CÒLLEGE OF SURGEONS, OF. ENGLAND’ 
At a meeting of the Council of the College, held on April 12, witb 


. Sir Cecil Wakeley, President, in the chdir, a Past-President’s 


Badge was presented to Sir Hugh Lett: - 

-Mr. C. D. Read was' admitted ‘to the, Fellowship of the 
College ad eundem. 

The Leverhulme Research: Scholarships of Mr. A. T. Andreasen: 
and Mr. L. I. Williams were renewed for a further year. The 


, Begley Prize for 1951 was awarded to G. L, Howe (Middlesex 


Hospital).. The Council selected “The Surgical Treatment of 


Carcinoma of the Stomach ” as the subject for tho Jacksonian 
-Prize ‘for, 1952. 2 


Alexander Haddow, Professor of Experimental Pathology in the 
* “University of London and Director of the Chester Beatty Research 


” Institute,- for his many notable contributions in the field of, 
chemotherapy of cancer, for his leadership and’ organization in’. 


directing a great institute for cancer research, and for the high 


regard in which he is held by cancer research workers in this , 


ones and abroad. 

The following were elected to the Fellowship of the College 
without examination as being medical practitioners of at ‘least 
20 years’ standing: A. H.' Harkness, M. C. Wilkinson, L W 
Magill, A. O. Parker, Surgeon Captain R.W. ‘Higgins, R.N., apd 
Professor’ Thomas Nicol! r 

Dr.’ James Craigie, F.R.S., and Professor Alexander Haddow 
were appointed Imperial Cancer Se Fond Lecturers for 
1951. ime 

Diplomas in Physical Medicine, in ‘Ophthalmology, in Tropicat 
Medicine and Hygiene, and in Child Health were granted, jointly 
with the Royal oie of Physicians of London, to the following 


f Sue ; ~ 
i | e 
‘ 


re 
‘ 


The Walker Prize of f £100 for 1946-50 wee awarded to Professor ` 


‘Guan Eng Yeoh. k 


962 APRIL 28, 1951 me? UNIVERSITIES 





re onth av PERSIE Mepicins.—M. A Birkbeck, B. O. Scott. 
DIPLOMA IN OPHTHALMOLOGY. —G. W Allen, C. `H. Baker, 
H. H. W. Bennett, G. L/ Cantrell, M. Cowan, J. A. Eustace, 


„E. M. L. Evans, R. H. L. Ferguson, A. R. Gabbay, F. A. Hamdi, 


D., R. ~Li.‘ Hart, J. I. Heany; H. K. Indra, N. C. Jain,’ J: 
McLenachan, J. G. Madden, K. P. Milne, T. G. O'Driscoll, 
Winifred I. Pedirce, R. P. Phillips, N. Pines, M. A. Qayyum, 
M. Q. K. Raja, J. Roche, J. H. Slade, Mona A. Smith, L. C. 
G.-L. Trichard, J. Whitwell, Kin Yip Wong., - 

DIPLOMA IN TROPICAL MEDICINE -AND Hyarens.—W. G. ~ 
Allan, I. N. O. Asinobi, J. C. Babbage, Bo Kyaw, M. A. 
Botawala J: Carswell, D. W. F. Charlton, B. J. Chelmicki, V. St. 

D’Abrera, C. R. Doering, A. C. Doshi, F. Elahi, T. Fernando, 


E F. Gunaratna, B. P. Harris, H. Herlinger, J. H. Hobson, Ma 


Hpay, V. Israngura, L. Kant, 1. S. Khutaina, K. D. Lahiri, Poo 


“Ling, J. A. McDonald, W. H. McDonald, J. A. Mahoney, A. L. 


Meikle, H.-O. L. Murray, R.J. Pitchford, B. Prasad, S. Singh, 
L. P. Spence, D. A. Thamotheram, M. Yildiz. 
Drtoma IN Camp Heatta.—H. Altman, J. P. Anderson, G. C. 
Arneil, S. L. Balse, J. S. Beedie, Mary T. Behanan, S. K. Biswas, , 
S. K. Bose, Lucy McL, C. Boyd, R. J. K. Brown, H. Chai, Isabel 
A. Cossar, Constance M. Cowan, Mary E. Curling, S. B. du 
Toit, J. S. Ebsworth, R. E. E. Edwards, J. Erulkar, D, G.-Evans, 
Elspeth M. Evans, Loveday A. Farquharson, Aon Ferguson, 
Prudence A. FitzGerald, R. M. Forrester, J. B. Frost, Angela D. 
Fuller, Molly I. ~Govier, A. J. Gray, Zaida M.'Hall, Yuen Ho, 
€ W. Howden, L. S. Jaikaran, T.-K. Jari, J. G. P. Jones, 
S. M. A. Khadri, P. Lancer, K> W. Lavers, Lois M. Leitch, S. 
Levin, Joan V. Llewelyn, A. Macfarlane, Lisa E. Mandelbatm, 
Margaret G. Martin, Joan M. Milne, Mary D. Milne, L. H 
Mofflin, Judith Murray-Jones, R. W. Nash, Margaret I. E. Neave, 
G. F. Newbold, Joan R. Nichols, Marjorie G. Nisbet, T. C. 
Noble, F. H. Patel, K. Rajasuriya, Margaret P. B. Reid, J. D. L. 
Reinhold, Jean Robson, F. C. Rose, Margaret M. P. Ryan, H 
Sharma, S. Skulthai, Mary G. Southern Holt, Sybil H. Stephéns, 
G.J. Sutin, H. T. Swan, Joyce M. Teasdale, Joan P. Tom, S.,B. 


` | Yahidy, S. Vaishnava, R. H. Vines, Mary Vowles, Daphne M. L. 


Walters, B. W. Webb, J. W. Woodburn, Audrey J. _ Worman, rman, 
DIPLOMA IN Psycuotogica, Mapicme.—J. B, Gate? Russell,” 
DIPLOMA IN ‘INDUSTRIAL HeaLTH.—D. Crichton. 

The following hospitals were recognized under paragraph 23 of 
the F.R.C.S, regulations: Caernarvonshire and Anglesey General 
Hospital, Bangor (surgical registrar, first and ‘second house- 
surgeons, all for six months); Leicester Royal Infirmary (five 
house-surgeons—general, orthopaedic house-surgeon, and house- 
surgeon to ear, nose, and throat departments—all for six months) ; , 
St. Teona Hospital, London (two house-surgeons for six 
months 
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Major-General R. D. Cameron, C.BE., M.C., late R.AM.C., 
has been appointed Honorary Surgeon to "the King in succession 
to Major-General W. E. Tyndall, C.B, C.B.E. M.C., KHS, 
retired. 


Brigadier W. R. D. Hamilton, O.B.E., late R.A.M.C.; has been 
appointed Honorary Physician to the King in succession to Major- 
General J. Bennet, retired. 

The name of Captain C. W. Bowen, RAMC., appears in a 
London Gazette in a list of those awarded the Miltary ‘Cross in 
recognition of gallant and distinguished services in Korea during 
the period July.9 to December 31, 1950. 

A Supplement to the London Gazette has ‘announced the 
following awards: 

Four-Clasps to the Territorial Efficiency Decoration —Honorary 
Brigadier H. L. Garson, O.BE., M.C., T.D., R-A.M.C.,, retired, 
and Colonel J. W. Hirst, OBE, TD, R.A.M.C. 

Three Clasps to the Territorial Efficiency Decoration —Major 
(Honorary Lieutenant-Colonel) J. C. Barrett, V.C, T.D, 
R.A.M.C. i 

First Clasp to the Territorial Efficiency Decoration — 
Lieutenant-Colonel (Brevet-Colone) G. A. Kane, O.B.E., T.D. 
R.A.M.C., and Captain (Honorary Major) J. N. Martin, TD, 
R.A.M.C., retired. 

Territorial Efficiency Decoration and First Clasp—Majors E. F. 
Baines and W. Kelly, R.A.M.C. 

Territorial Efficiency Decoration—Majors A. McArthur and 
W. F. Mair, and Captain (Honorary Lieutenant-Colonel) N. B. 
Martin, R.A.M.C.; Honorary Major P S, L Finlayson, 
R.A.M.C, retired. > ` ý 
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Medical News 
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Medical: Service’ in Korea 

The United States Army in Korai is providing medical 
services not only for. its own troops but for the two British 
‘and one Turkish brigades in action there, as.well as for the 
forces (roughly & battalion each) contributed by France; the 
Netherlands, Greece, Thailand, Belgium, the Philippines, 
Australia, Canada, and New Zealand. Apart from an 
Indian medical unit and the Swedish Red Cross hospital , 
there are three evacuation hospitals, five mobile surgical 
_hospitals,- four field hospitals, two 500-bed station hospi- f 
‘tals, and several hospital ships. Since Japan is only' 140, g 
miles away (45 minutes’ flying time) patients can be moved 
out of Korea at once. if‘they are likely to be long-term cases ' 
Forward evacuation is by jeep ambulance, field ambulance. 
and helicopter. -to the mobile surgical hospital, and thence 
by train, since 62 ambulance railway coaches have been 
shipped in. Most of the evacuation from Japan to the 
U.S.A. is by air, often now in two 16-hour hops, landing 
‘at Hawaii and then near San Antonio, Texas. For British 
and French casualties the R.A.F. provide transport home 
via Singapore and the Middle East. The mortality rate 
of the wounded in hospital is said to be 24%, compared 
with 4% ir the-second world war and 8% in the first world 
war. The cold winter of Kórea has provided some problems. 
and specially selected N.C.O.s have been made responsible / 
for cold-weather discipline ; among other duties they give 
permission for individiial, men to return to a warming-tent. 
For the wounded, plastic bags which can be slipped over 
blankets’ to cut down wind chill are being developed. The 
‘great bulk and weight (34 Ib.—15.3 kg.) of the. early model 
makes it unsuitable for forward use, but’a new version. , 
weighing only 13 Jb. (5.9 kg.) is due for test 


Research at the Buckston Browne Farm 
At a reception held at the Buckston Browne Research 
Farm of the Royal College of Surgeons on March 30, Pro- 
fessor A. Sorsby spoke on retinal dystrophy in Irish sétters, 
Mr. A. T. Andreasen on blood flow in‘ the azygos vein after 
caval obstruction in dogs,~Dr. D, Melrose on an artificial 
heart-lung, Mr. W. J. Dempster on transplantation of the , 
kidney, Dr. I. G..Graber on the effect of unilateral adrenal- , 
- ectomy on the function of the kidney of the same side, and | 
Dr. K. Digby on the function of the lymphoid tissue in the 
rabbits appendix. ; 


Prize Essay ‘Competitions : o! 

The council of the Royal Sanitary Institute has 
announced particulars of the prize essay competitions 
for 1951. Two prizes are offered: the John Edward 
"Worth Prize of £40 for an essay on “ The Planning of 
Old People’s Dwellings and the Provision of Communal, 
Facilities and Services in Connexion Therewith,” and the 
John S. Owens Prize of £15 for an essay. on the ventilation 
of dwellings and its effect upon human health. Intending 
competitors should apply, to the Royal Sanitary Institute, - 
90, Buckingham Palace Road, London, S.W.1, for ‘a copy 
of the general conditions. Entries must be submitted by 
December 31. =. 


Foreign Members of the Royal Society : 

At a meeting of the Royal Society on April 19 the follow- 
-ing were elected: Herbert McL. Evans (Berkeley, Cal.), aged ~ 
69, noted for his. work on endocrinology, the discoverer of 
vitamin E, of pituitary growth hormone, and A.C.T.H.; ` 
Karl S. Lashley (Cambridge, Mass.), aged 61, distinguished 
for his studies of the neurological basis of animal behaviour 
and of learning; Cari Stérmer (Oslo), an authority on the 
‘motion of charged particles in magnetic fields and on the 
aurora borealis; .and R. W. G. Wyckoff (Bethesda, Md.), ' 
aged 53, a crystal physicist and electron microscopist, who 
has recently ’ contributed greatly to knowledge of viruses 
and bacteriophage. “ 5 
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“Family Doctor” y Pe 


, The May issue of Family Doctòr' was published yesterday.. 
Special features in this number are an article by a general 
practitioner entitled “ Ought I to See a Specialist ? ” and one 
by Professor Alan Moncrieff on “Children in Hospital.” 
There is a full description of London’s new Royal Festival 
Hall and a general article on “Music and Medicine.” Other 


"contributions are on colour-blindness, children’ s teeth, glass 
_ eyes, and-swallowed foreign bodies. There is a gardening 


article, a note about measles, and the usual sections on 
cookery, prospective motherhood, and baby care. Phrenology 
is discussed under the heading “ old Wives’ Tales,” and there 
are short articles on backache, streptomycin and P.AS., 
smallpox, and the health problems of Korea. Copies can be 
ordered from any newsagent or direct from the Publishing 
- Manager at B.M:A. House, . 


, Society for Endocrinology 


At the annual genefal meeting of the Society on Aprl 12 

` Dr. S. J. Folley was elected chairman, Professor C. H. Gray 
and Dr. N. M. Maclagan honorary secretaries, dnd Dr. F. L. 
Warren honorary treasurer. Professor S. Zuckerman was 


È z~ elected editor of the Journal of Endocrinology. He is to 


be assisted by Dr. P. L. Krohn. 


W.H.O. News we 

Spain, the German Federal Republic, and Japan will be 
considered for membership of the World Health Organiza- 
tion at its fourth world. assembly, Geneva, May 7. New 
international sanitary regulations will also be ‘considered, 
reducing quarantine restrictions and providing for periodical 
revision of the regulations. ‘For the first time’relapsing fever 
appears im them as a disease for international control. ' 


Annotated Bibliography of Cortisone å 

The second issue of this quarterly abstracting bulletin is 
now available from the Empire Rheumatism Council, Tavı- 
stock House (North), Tavistock Square, W.C.1, at a price 
of 5s. In its 35 pages it covers the literature in English on 
cortisone and A.C.T.H. from the previous bulletin up to, 
November, 1950. ‘ . 


Rare Gas as Anaesthetic ` be 

Xenon, one of the rare gases present in the atmosphere, 
is used commercially to fill the tubes of some so-called neon 
, signs—it gives a green light—-and occurs as a by-product in 
the manufacture of liquid air and oxygen. According to 


N, 
` 


` 


' Wills 


the British United Press it has now been used with success ‘ 


as an anaesthetic in four ` major surgical operations at the 
` State University of lowa, It is non-inflammable and 
chemically inert, and - both “induction and recovery are 
rapid. Presumably its only physiological effect is a 
controllable anoxia. ` f 


Potassium Bromide 

The Ministry of Health states that, as a temporary 
measure, sodium bromide may be dispensed instead of 
the potassium salt where supplies of the latter are not 
available to meet’ orders on N.H.S. prescriptions. No, 
special endorsement of prescriptions is required. a 


Police Surgeons Asseciation of Great Britain 
The Metropolitan Police Surgeons Association has decided 
to extend membership, to doctors engaged in police work 


’ 


- 


- outside the Metropolitan area and, therefore, to change the’ 


name of the association. The inaugural general meeting of 
the new association will be: held at New Scotland Yard, 
London, S.W.1 (Room 386, North Extension), on Wednesday, 
May 2, 1951, at 3 p.m., and.is open to all interested and 
eligible—about 190 paie surgeons have already applied for 
membership. z 


Saying ‘of the Week - 

Mr. Aneurin Bevan, speaking in the House of Commons 
on, charges for spectacles ‘and dentures: “ Has the A. M.A. 
succeeded in doing. what the B. M.A. failed to do?” 


' 1. . 7 


Dr. Geoffrey Stanger, ın practice at Heathfield, left £9,704. ` 
Mr. Cyril Edward Alfred Bedwell, honorary member of the 


Middle Temple and keeper of the library, 1909-21, late | 


chairman of Camberwell Hospitals Management Committee, 
and a former house governor and secretary of King’s College 
Hospital, left £9,423. Lieutenant-Colonel Sir Thomas 
Reginald St. Johnston, of Belsaye, Ratton Road, Eastbourne, | 
a former Governor of the Leeward Islands, soldier, barristér, 
doctor, and author, left £7,274. Professor Walter James 
Dilling, professor of pharmacology at the University of 
Liverpool, chairman of the Liverpool Philharmonic Society. ` 
1937-40 and 1945-8, left £5,208. Mr. Norman Stuart 
Carruthers, formerly in charge ‘of the-ear, nose, and throat 
“department of the Norfolk and Norwich Hospital, left 
£28,147. Dr. Horace Richardson, of Worthing, left £8,991 
Dr. Eric Barlow Brown, a former senior surgeon at Oldham 
Royal Infirmary, left £44,752. 

Colonel Thomas Fraser, consulting “ physician to the 
Aberdeen Royal Infirmary and President of the British 
Medical Association from 1939 to 1942, left estate valued 
at £22,373. Dr. John Rippiner Heath: of Barmouth, well 
known as a composer’ of orchestral music,. conducting 
his own compositions at the 1922 promenade concerts in 
London, left £9,203. 

Dr. William Lowson left £42,391. . Dr. Douglas 
Edward Finlay, a former Mayor of Gloucester and for 
10 years chairman of the Gloucester Education Committee, 
left £648. Dr. Edward Gillespie, for many. years a 
member of the stirgical staff of the Prince of Wales General 
Hospital, Tottenham, and surgeon to Tottenham Hotspur, 
-F.C., left £17,007. Surgeon Captain Percy Montgomery 
Rivaz, late senior medical officer at Chatham Dockyard, and 
afterwards in practice at Le m and doctor at the R.F.A. 
Orphanage, Vanbrugh Castle, left £11,071. Dr. -Richard 
Charles Lowther, a practitioner of Grange-over-Sands, Lancs, . 
‘a keen naturalist and a member of the Royal Society for the, 
Protection of Birds and other ‘societies, Jeft £34,574. 
Dr. Harold Ernest Rawlence, formerly of Sone left 
£19,700. i 

Mr. Frederick Lindsay-Dickson, formerly ‘in practice vat 
Shanklin, ‘and at Wing, Bucks,’ leff £12/665. Dr. Alfred 
Kaye Jarratt, of Bridlington, left £12,461. :; 


Dr. Florence Slade (or Louis), a consultant pathologist. - 


of London, N.W.3, left £17,202. Dr. Robert Turnbull Easton 
Naismith, of Slaithwaite, near Huddersfield, left £11,022. ` 
Dr. Jobn Broadley, for 26 years honorary surgeon at 
Sheffield Children’s Hospital, left £31,313. Dr. Henry Dean 
Haworth, honorary physician to the Victoria Hospital, 
Burnley, and for many years in general practice in Nelson, ʻ 


left £34,494. 


He left his residence and effects to his wife and the residue 
upon trust for her. for life and then £100 to his godson, and one- 
third of the remainder to his sister or her children, and two- 
thirds of the remainder to the Victoria University of Manchester, 
to establish a scholarship or scholarships for the’ benefit of such 
deserving scholars of either sex at the Nelson Secondary School as 


. are desirous of continuing their education at the said University 


- 


- COMING EVENTS 


International Haemophilia Society 

‘The Society will hold a meeting on Sunday, April 29, at, 
2.30 p.m. at the Society for Visiting Scientists, 5, Old 
Burlington Street, W.1. Members of the medical profes- 
sion as well as haemophilic families will be welcome at the 
meeting, whichis intended to be a social gathering. 


\ 


Contraceptive Technique 

A lecture and demonstration (on living models) on contra- 
ceptive technique will be given by Dr. Marie Stopes, Ph.D., 
at the Mothers’ Clinic, 108, Whitfield Street, London, W., on 
Thursday, May 3, at 2.30 p.m. Tickets must be obtained i in 
advance as space is limited. fe 


a“ 


a 


Pa 


„ciation House, Tavistock Square, London, W.C.1. 
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Hackney Hospital oe , ` ; ‘ 
The Duchess of Gloucester will open the maternity wing 
of Hackney Hospital on Wednesday, May 2, at 3 p.m. 


“Conference on Occupational Therapy 

The Association of Occupational Therapists” will hold a 
two-day conference on the aims and scope of occupational 
therapy at the Hoare Memorial Hall, Church House, West- 
minster, on June 15 and 16, at which it is hoped many 
visitors from overseas will be present. Further particulars 
may be obtained from the secretary, 251, Brompton Road, 
London, S.W.3. ‘ 


Conference on Disorders: of Oesophagus' and Duodenum 

‘Meetings on Saturday and Sunday, June 16 and 17, are 
being held in the Faculty of Medicine, Paris,: organized -by 
the Société Nationale Française de Gastro-entérologie, and 
full information can be obtained from Dr. F. Moutier, 78, 
rue de Monceau, Paris, 8e. 


Seventh international Hospital Congress 


As previously announced, the International Hospital. 


Federation ‘is holding the Seventh International Hospital 
Congress in Brussels, July 15-21, on the theme of “Care 
of the Chronic Sick and Aged.” The fee for members of 


the LH.F. is 210 Belgian francs, for members’ relations | 


140 Belgian francs, and for non-members 350 Belgian francs. 
Further details may be obtained from Athénée Robert 
Catteau. rue Ernest Allard, Brussels. 


Congress of Anaesthetists 

The 26th Annual Congress of Anaesthetists will be held 
in London from September 3 to 7, at British Medical Asso- 
. There 
will be a registration fee of £2 2s. Copies of the! pro- 


` gramme may be obtained from the Congress Secretary, 25, 


tPark Crescent, London, W.1, to whom all inquiries should 
be addressed. - 


“Tenth International Congress of Industrial Medicine, 


The Congress will be held in Lisbon, September 9 to 15 
The complete programme will be published in due course 
and sent to each delegate before the opening of the Congress 
All inquiries should be addressed to the- secretary of the 
Congress, Instituto Nacional do Trabalho e Previdéncia; 
Praca do Comércio, Lisbon 


Second European Congress of Rheumatology 

Organized on behalf of the Ligue Européenne contre le 
Rhumatisme by the Spanish Society of Rheumatology, a 
four-day meeting is being held in Barcelona, September 24- 
27, with contributions from British, French, Swiss, German. 
Dutch, United States, and other workers. Full information 
may be obtained from the general secretary, Via Layetana. 
31, Casa del Medico, Barcelona. Spain 


SOCIETIES AND LECTURES i 
A fee 13 charged or a`ticket is required for attending lectues 


- marked @. Application: should be made first to tHe institution 
r concemed: ; 


Monday | 
entice OF OPHTHALMOLOGY, Judd Street, London, wWic— 
April 30, ape p.m., “ Physico-chemical Aspects of Vision,” 

by Dr. H. J. A. Dartnall. 
INSTITUTE OF ‘PSYCHIATRY, Maudsiey Hospita ital, ‘Denmaik Hill, 
London, S.E: Tani 30, 5.30 p.m., lech emonstration by 
r ten 
ROYAL EYE HOSPITAL, St, George’s Circus, Southwark, London 
SE.—April 30, 5 p.m, “ Antibiotics,” by Professor Arnold 


Sorsby. N X 
Tuesday - As 
EDINBURGH elgg dal BOARD FOR MEDICINE. FEER Anatomy 


Lecture University New Buildings, May 1, 5 p.m, 
~ Tatraeranial “Thrombophicbltis ” by Sir harles Symond s. 
STITUTE OF MATOLOGY, Liste le Street, Leicester Square. 


ndon. W.C.—May 1, 5 pm., “ Psortasiform Eruptions,” 
F R Bettley. 


b 
Dı s 


‘@Lonvon Untversiry.—At Middlesex Hospital 


~ ROYAL EYB HOSEN i St. George’s Circus, Southwark, Kondoa. 
SE.—May 1,5 p “The Phorlas: Introduction to Orth- 
optics,” by Dr. T E Whittington. 

University COLLEGE, Chemisty Lecture Theatre, Gower ‘Street. 
London, W.C.—May 1, 530 p.m., “ Recent Advances i in the 
Chemustry of Natural Products, ” first of three Special Univer- 
sity Lectures See also May R. B. Woodward, Ph.D. (Harvard 
University). also May 3 and 1)“ 


Wednesday i 


@Insrnuie OF DERMATOLOGY, Lisle, Street, Leicester Squar 
London, W.C.—May 2, 5 pm, “ Acute Inflammation,” t by 
_ Dr. J. O. Oliver. 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W C.— 
May 2, 530 p.m., i‘ Electro-physiology of the ‘Retina,” by 
Dr. L. C; Thomson. * (Demonstration in three groups.) 

LONDON SCHOOL or HYGIENE AND TROPICAL MEDICINE, Keppel : 


Street, Gower Street, W.C.—Ma y 2, 5.30 p.m. oe 
Trends in a Changing alto Kin ewsholme Lecture by Pro- 
fessor Dugald Baird (see also ay 3 and 4). 
/ . r 
> i Thursday e ' 


EpmsurcH Univursity; University New Buildings (Anatomy 
Theatre), Teviot Place, Edinburgh.—-May 3, 5 pm. “The 
Muscular Tone of the Gastro-intestina Tract, Honyman 
Gillespie Lecture by Dr. John B. King. 

@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Sq quare, ~ 
by DR EB Cr May 3, 5 p.m., “ Physio- and Electro-therapy, 
y 

LONDON cara oF ' HyowNe AND TROPICAL MEDICINE, Keppel 
Street, Gower Street, W.C—May 3,. 5.30 pm, “ Obstetric 
Trends in a Changing Society,” ewsholme Lecture by Pro- 
-fessor Dugald Baird (see also May 2 and 4). 

ROYAL ARMY MEDICAL CotLece, Millbank, London, S.W.— 
May 3, 5 p.m., “Episodes from the History of ‘Military 
Medicine;” by Dr. W. R. Bett 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields. 
London, bap aria 3 5.30 p M., “ Malignant Disease of the 
Tongue and Buccal Cavity® ‘otolaryngology lecture by Sir 
Stanford Cade. 

RoyaL Eys HOSPITAL, St. George's Circus, Southwark, London, 
S.E —May 3, 5 pm., “ The Interpretation of Skull and Orbital 
X-ray Films,” by Dr. A. M. Rackow. 

St. ANDREWS Untversity.—At Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd, "Dundee, May 3. 
5 pm, “The Pharmacology of Heart Failure in Man,” by 
Professor J. McMichael. 


~Sr. Georce’s HosprraL MEDICAL SCHOOL, Hyde Park Corner, 
lecture- 


London,/ S.W.—May 3, 430 pm. a Psych latry,” 
demonstration by Sir Paul Mallinson. 

Unrversiry CoLLEGE, Chemistry Lecture Theatre, Gower Street, 
London, W.C-—May 3, 5.30 pm., “ Recent Advances in the 
Chemistry of Naturat Products,” acond of three Special Uni- , 
versity Lectures by Professor R. B. Woodward, Ph (Harvard | 
` University). (See also May 1 and 7) 

UNIVERSITY COLLEGE, Physiolo Theatre, Gower Street, London. 
W.C.--May 3, 4.45 pm, nergy Transformations ‘in Living 
Matter,” by Professor H. A. Krebs 


f Friday 

@InstiTuTE OF DERMATOLOGY, Lisle Street, Leicester Square 
London, W.C.—May 4, 5 pm., lecture-demonstration. 

- INSTITUTE OF OPHTHALMOLOGY, "Judd Street, London, W.C.— 
Myb 5.30 0 pm., m., “ Further Observations on Contact Lenses, 

ey. 

LONDON ScHOOL OF ie AnD TROPICAL: MEDICINE, Keppel 
Street, Gower Street, W. May 4, 530 pm., “ Obstetric 
Trends in a Changing oh ewsholme by Pro- 
fessor Dugald Baird (see also May 2 and 3). 

(Clinical Lecture 
Theatre) Londons, W., May 4, .4 pm., “The Chemical 
Manipulation: o. Food, ~ Serica elis Lecture by Su 
Edward M anth, F.R.S. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields. 
London, W.C.—May 4, 5 p.m., “ Clinical and Experimental 
Investigation of, the Circulation of the Liver ee Practical 
Application to General Surgery), ” Moynihan Lecture by 
Dr. Howard Gray (Mayo Clinic). . . 

Roya, Eve Hosprrat, St. George’ s Circus, Southwark, London. 
SE.—May 4, 430 „Pm. A heatre a Nae and Post- 
operative Procedure,” by eon Cameron. 


Saturday 
BIOCHEMICAL SOCIETY.—At t Department of la borat Univer- 
sity of Oxford, South Parks Road, Oxford, May 5 » 11 am. 
+ 297th meeting. Papers will be read. 
CAMBRIDGE University, Anatomy School, Cambridge —May 5: 
5 p.m, “The University an - Clirdeal Medicine,” Linacre 
Lecture by Sir James Spence \ 
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APPOINTMENTS 


Dr. Isaac Newton has been reappointed an Official Member of 
the Legislative Council of Hong Kong. 


EASTERN REGIONAL HosprraL Boarp.—Consultant Assistant Surgeons, 
Eastern Regional Ortho, Service, James Hutchison, M. 
ERCS.Ed and L D. fatherland, M.D., F. R-C.S.Ed, Part-time ‘Ophthal. 
mologist C (Sentor Hospital Medical Oficer), H. 4 Walker, , ChB., 

EDWARDS, C.G., MB, ChB., D.MLR (D ), Consultant Radiologist, North 


Staffordshire 
Hinson, Don, MEL R.CP., MRC. P.Ed., D.C.H., Consultant 


paodiatrician, Oldham and Ashton areas, Manchester Regioanl Hospital 


gs oan Por Sick CHILDREN, Great Ormond Street, London, W.C.— 
gain presten Medical Officer, Tadnarik C Cour: (Senior House Officer 


rade), dence A. Fitzgerald, Hause-physicians eee 
House ‘Officer Grade’, VA Rec. Gales ME B Chie MRCP. DCH. 
A. W. N. Oatway, Mb., B.Chir., M.R.C.P. R. H. Vices, M.R C.P. 


tic 
(Sentor Registrar Grade), N, K. Connolly, M.D., FR 
Orthopaedic R istrar (Registrar Grede\, M. M. Erenst, M 
ao veneooL NAL Hosemar Boarn.—The Following Consultant 
intments are announced: Part-tune Anaesihetlst for Si, Helens and 
Werrington, P, >, Dearden, MB, Ch B., D.A.  hole-time Senior Radio- 


therapist at Live Radium Institute, BA. Stoll, M.R.C S., LR C.P, 
F.R., Part-time General Surgeon, at Southport General 
lava è as A. Bı MB., PE R.CS Part-time General 
Surgeon at Sefton General Hospital, J, G. Gow, M.B., Ch B., F.R.C.S Ed. 
Part-time General Surgeon for North Wirral Area, 3. "A. Shepherd, MD., 
Ch.M, F.R C.S.Ed. e-time Anistoni Bea ide at Broadgreen Hos- 
pital, B.B Harrison, M.B., Ch.B , M.Rad Whole-time Assistant 


Radiologist at Mi Rood Maternity Hospital A. S. Whitehead, M B boner 
M.Rad., D.MLR.D Assistant Radiologist for North Liverpool and 
and District Eastern Hospital Alanageniant Committee Grow; aps, P . B. NY git, 
M.B , ChB., M.Rad, D.M.R.D. Whole-time Aes for North and 
South Liverpool Areas, Pamela Westhead, M B 

NORTH-BAST OPOLITAN REGIONAL Hosetiat Boab — Full-time 
Consultant paican (Physical Medicine), Leytonstone and Romford Groups of 
ecto E. Broc: » ChB, D.Phys.Med.; Part-time Consultant 
Gereral a i Bilan, Ta The Moment "Hospital (Salvation Army), M. Lina Newhouse, 

POWER, PATRICK ‘i “MLB., B.Ch., Assistant Medical Officer, District Mental 
Hospital, Sligo, C Co. > Silgo Ene 

ROUILLARD, L. RCS Ed., Consultant Plastic Surgean at Norfolk 

and Norwich Hospi | and United Cambridge Hospitals, East Anglian 
Regional Hospital 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Balley.-On April 18, 1951, at Greendown, Sonning, Berks, to Nancy. 
wife of Dr. Grenfell Bailey, a son—Charies Grenfell. 

Griffiths.--On April 17, 1951, to Joan, wife of Dr Donald Barry Griffiths. 
of Stanmore, a son—Mi Joho. 

Saunders.—On April 9, 1951, at Capetown, South Africa, to Dr and 
Mrs. Charies F. Saunders, a sister 

Smerdom.—On April 12, 1951, at Maternity Hospital, to 
Celia (formerly Tewkesbury), wife of Geoffrey Smerdon, BM 
the Chorchill Hospital, Oxford, a daughter. 

Teasdole.—On March 21, 1951, at St. James's Hospital, Balham, London, 
S.W.1, to Elizabeth (formerly Edwards), wife of Derek Hall Teasdale, 
FRCS, a daughter—Julm Diana, 


DEATHS 


Acor.—On April 19, 1951, at The Lawn, Henley-in-Arden, 
Willoughby Agar, MR.C.S, LR.C.P, J.P., aged 62. 

Comyn.—On April 14, Bt at 27. Napler Gardens, Hythe, Kest, Arthur 
Fuzwiillam Comyn, » BCh., aged 68. 

Games.—On April 11, Mosi, at 21, Monton Green, Monton, Eccles, Man- 
chester, John Henry Paisley Games, MRCS, LR.CP. aged 62. 

Hart.—On Apri 8, 1951, at Ottery St Mary Cottage Hospital, Henry 
Percival Hart, M C., M.B, B Ch, Lreutenant-Colonel, RA M C., retired 
of Heath Hayes, West Hill, Ottery St. Mary, Devon, aged 70. 

Haoymon.—On April 14, 1951, George Atkin „Hayman, MRCS. 
LRCP.,, of 9, Cardington Road, Redford, aged 72 

Hood.—On Apri! 18, 1951, Martin Cnchton Hood, MRCS, LRCP, 
D.P.M., of West Didsbury, Manchester. 

at Hiliside, Saron: Cornwall, Thomas 


Arth M. 5 ., aged 

Loughlin.—On April 13, 1951, at St. Helier’s Hospital, Douslas Loughlin 
MRCS, LRCP, of 54, Kinross Avenue, Worcester Park, Strrey. 

Mackenzie—On April 11, 1951, at Drum, Inverness, Theodore Charles 
Mackenzie, M D., F RCP Ed 

McKaone.—On April 4, 1951, at Sheffield Royal William 
Oliphant McKane, MB, ChB 

Oltve-—On Apel 14, 1951, at 19, a ees Road. Leamington Spa, 
Eustace John Parke Olive, OBE, MD, FRCS 

Playfatr.—On Apel 16, 1951, at New Copse, Fishbourne, Isle of Wight. 
Ernest Playfar, M.B, M R.C.P.. aged 79 

Rohan.-On Apni 18, 1951, at a London nursing-home, James Virgil 
Reyookis Rohan, LRCP&SEd. LR.FPS, LDSE, a 32 
Coombe Road, Croydon, Surrey, formerly of Mauriuus, aged 69 

Rynn.—On April 11, 1951, at bis home, Knockrea Park, Douglas Rond. 
Cork, Eugene Ryan, MG, DSO. LRCP&SEd, LRFPS. 
Colonel, late RAMC, retired aged 77. 

Stewnrt.—On April 6, 1951, at Vine’ Cottage, Feock, near ee Cornwall, 
Charles Ravenscroft Stewart, OBE, MB, BS. DPH 

Stockton.—On March 27, 1951, at 7, King’s Road. Westcliff-on-Sea, Essex, 

Hubert Samuel Stockton, MB., BS, late of Bromley. Kent. and Peck- 
86. 


ham, London, SE, aged 
1951, Horace Ernest Humphrey Tracy, M R C.S., 


Teg On Apri & 
Troup.--On March a 36, 1951, at Harefleld Sanatorium, Howard Branston 
Troup, M.R C.S, LRC P., Squadron Feide, RAF, retired, aged 55. 
Whitebead.—On Amdi 9, 1951, at Albert House. New Mulls, near Stock- 
port, Cheshire, Alfred Whitehead," RCP &S Ed, LRFPS., aged 78 
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Any Questions ? 








Correspondents should give their,names and addresses (nor 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Normal Range of Human Temperature 


Q.—What is the reason for the evening temperature 
usually being higher than the morning temperature? What 
size of “swing” may be regarded as normal? Do children 
have a larger or smaller “ swing” than adults ? 


A.—tThe inquirer does not specify to which temperature 
he is referring, oral, axillary, rectal, deep body, or even 
mean body temperature. There are ‘daily swings in all of 
these, greater in the rectal and deep temperature, less in the 
axillary and oral temperatures. The mean body tempera- 
ture, which is a physical rather than a physiological con- 
cept and can be deduced only from other measurements. 
probably shows the least swing. The two main factors 
concerned are activity and environment. 

The more active an individual is the greater is the amount 
of metabolic heat produced, and unless this extra heat is 
lost storage will take place. As the rate of heat loss during 
activity never quite keeps pace with heat production there 
is always some rise in body temperature during activity 
This rise in body temperature may be, according to Scandi- 
navian workers, of actual advantage to the organism and 
so should be regarded as a physiological adaptation and not 
as a fault in control. Even a man resting in bed has a 
higher metabolic rate than a man asleep, because the former 
moves around the bed more. Eating also raises the meta- 
bolic rate, first because of the physical activity of chewing 
and swallowing, which, however, is almost too slight to be 
of significance, and then because of the stimulating effect 
of food itself, especially protein, on metabolism (specific 
dynamic action). In these cases also heat loss fails to keep 
pace with heat production, so there,is storage and a rise 
in body temperature. These processes continuing throughout 
the waking day result in the slow rise in temperature, taking 
10 to 12 hours from morning to night, seen in some 
individuals, 

The rapid fall in temperature on going to bed at night, 
which is complete in about three hours or less, and the 
equally rapid rise shown by some individuals on starting 
the day, are conditioned by changes in the environment 
Altering the environment alters the potential rate of heat 
Joss from the body in a given physiological state. The actual 
tate of heat loss is kept approximately constant and equal 
to the heat production by changes in the thermal gradients 
within the body and in the distribution of heat. When 
comfortable in bed the skin is warm and well supplied 
with blood; there is only a slight temperature gradjent 
between the centres of metabolism (the sole sources of 
heat in a resting man) and the skin and superficial tissues 
skin temperature is relatively high and the deep body 
temperature is relatively low. But when the individual gets 
up, even though he may be fully clothed, his “ personal 
climate ” is cooler than when he was in bed, as the thermal! 


° insulation of clothes is less than that of the bedding; this 


and the effect of cool outside air on exposed parts, causing 
reflex vasoconstriction elsewhere in the skin, result in a 
flow of blood away from the skin to the deeper tissues (the 
analogy might be made with a central heating system and 
re-routing the hot water from, say, the bedrooms to living- 
rooms). This redistribution of the blood gives rise to an 
increased temperature in the deeper tissues, and a decreased 
temperature in the skin and superficial tissues, as the re- 
routed warm blood no longer gets a chance to cool off in 
the skin. The reverse takes place on getting warm in bed 
at night. In both cases, the aim of these changes being to 


y 


r energetic. 


„amphetamine decreases appetite. 
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_ keep the rate of heat loss: from the body constant, there is 


‘approximately no change in the total heat content of the ` 


_ body and so little variation in the mean body temperature. 


. The diurnal variations demonstrate that the heat-regulating 


k ‘centres in the hypothalamus do not maintain the body 


‘temperature at a certain fixed point, represented by “the 


, little ‘arrow on the clinical thermometer,” irrespective of all 


contributing circumstances; but rather they maintain the 
body temperature within a certain moderately wide range. 
‘The centres themselves are apparently concerned in imposing 
the daily rhythm independent of environment and activity. 
The usual diurnal temperature curve, with a maximum in 


the evening and a minimum about 3 a.m., is not established’ 


until a child becomes active and starts to walk, but this 
rhythm, once established, is not readily upset: some shift 
workers on night work retain the same rhythm as they had 
when working during the day, although ‘others reverse ‘the 


, pattern to a greater or leas extent. 


The width of swing varies considerably. with different 
individuals and also the pattern of change. In some, as 
already mentioned, the rise may be gradual over the whole 
day ; in others the so-called “evening” 
be reached a few hours after rising, and: there may be no 

-further change for the rest of the day. The pattern usually 
remains constant in a given individual. The rectal tempera- 
: ture-swing is normally between 1 and 2° F. (0.6-1.2° C.), 
and will be. less in a resting than in an active individual ; 

hence it is usually wider in a healthy active child. Oral 
and axillary temperatures may show less swing than the 
rectal, as they have a skin as well as a blood component, 
and skin temperature, im and near the “comfort zone,” is 
affected by environment in the reverse direction to deep 
body temperature. Unusually wide swings in children are 
sometimes the result of emotion, which readily affects ‘a 
childs temperature by, altering blood distribution. The 
regulating centres int young children are very sensitive to 
water deficiency ; hence in hot weather or in warm climates, 
when an active child’ may develop a slight degree of “ volun- 
tary dehydration” during the day, wider swings may also be 
found. 

For more ‘detailed discussion the inquirer is referred to 
E. F. ‘Du Bois’s monograph, Fever and the Regulation of 
Body ' Temperature (No. 13, American Lecture Series ; 
Oxford: Blackwell Scientific Publications), and to the late 
H. C. Bazett’s chapter on the regulation of body tempera- 
ture in Newburgh’s symposium, Physiology of Heat Regula- 
tion (W. B. Saunders, Philadelphia). The whole problem of 
body temperature and its control is exceedingly complex. 
If the inquirer finds it difficult to understand he may be 


` consoled by the fact that at a recent international scientific 


meeting one of: the world’s leading authorities on body 
temperature and calorimetry when-asked the question direct, 
“What is body temperature ? ” ‘answered, “J don’t know” 


Tonics and Glycerophosphates on 


Q.—What precisely is the pliarmacological action of a 
“tonić”? Glycerophosphates are probably the most. fre- 
quently prescribed tonics, and yet they are said to have 
no pharmacological action at all. What justification is 
there for their continued use? i ` 


* A.—A tonic may be a substance which increases appetite 
Bitter tonics like gentian or liquid extract of nux vomica 
, Increase the flow of gastric juice and so increase appetite. 
The, use of alcohol in convalescence has the same justifica- 


tion though alcohol has: drawbacks. The administration of _ 


thyroid increases metabolism, and in consequence stimulates 
appetite. A tonic may also be a substance which helps the 
subject to overcome excessive placidity and to become more 
In this sense the strychnine in Easton’s syrup 
may be said to heighten the activity of the central nervous 
system. Amphetamine i is a tonic in that it removes feelings 
of fatigue and increases endurance. This is an action on 
“ the central nervous system unconnected with appetite, for 


` 2 


temperature may - 


‘ANY QUESTIONS? 
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Glycerophosphates have no known ‘action, but there may 
be one. We used-to think that Jiquid extract of ergot made 
according to the 1914 B.P. was inert, until ergometrine was 
discovered. Glycerophosphates may have'no action and 
yet be prescribed as something which is harmless and which 
has a long tradition. The writer has not met a doctor who 
was convinced that glycerophosphates do good, but there 
may be many such, and, if there are, he would never dery 
that their conviction has some evidential value. | . 


Toilet ‘Powders and Respiratory Disease , 


. Q.—A patient complains of frequent colds and coughs 
since he has worked in @ factory ‘making toilet powders 
(talcum ‘ powder, face powder, etc.). He is engaged in 
packaging the powder. Is the nature of the man’s employ- 
ment likely to account for his respiratory symptoms? 


.—Some persons are allergic to arris root, which is often 
a constituent of toilet powders. Cases of pneumoconiosis 
-due to talc dust in the rubber industry and in the mining 
and milling of talc are also reported (Brit, J. industr Med.. 
1949, 6, 184) i : 


+ 


1 Damp Brewers Yeast 


Q.—Brèwers' yeast is often supplied damp. 
_ cause destruction of the vitamin-B complex ?~ 


—lIf it is supplied wet the yeast may still be alive, and 
if kept at room.temperature may respire or autolyse and use 
up some of its own vitamins, particularly aneurin. Even 
from fresh live yeast, moreover, the intestinal absorption 


Does this 


- of aneurin appears to be less efficient than from dead yeast 


For other members of the vitamin-B complex the disparities 
between live and dead yeast are probably less important 
Stable preparations of-dried yeast should be readily obtain- 
able, and are to be preferred for nutritional purposes unless 
the action of the surviving cells in the intestines is considered 
to be beneficial ` i , 

¢ 


Electric Shock and Damaged Hearts 


Q.—Does the presence of heart disease of any“kind make 
a person more liable to death after an electric shock than a 
normal person ? - 4 i 


A.—A patient with any form of heart disease liable to 


t 


result in sudden death from ventricular fibrillation is‘ likely‘ 


to be hypersensitive ‘to electrical shock. Such diseases 
include occlusive coronary atherosclerosis, syphilitic aortic 
incompetence, aortic stenosis, and certain forms of myo- 
“carditis (not rheumatic). 


w 


nee Streptomycin Inhalations 
Q.—Are streptomycin inhalations of value in the neat- 


ment of pulmonary tuberculosis? If so, what are the dosage 


. and risks? 


A.—There is no Pages that diceptomiyin inhalation, ` 


are of any value in the treatment of pulmonary tubercu- 
losis. In particular it has been found that cases of tubercu- 
lous ‘bronchitis or tuberculous laryngitis do just as well 
whether or not streptomycin -inhalations are given in addı- 
tion to intramuscular injections of the drug. . 
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THE PHYSIOLOGY -OF NEUROMUSCULAR TRANSMISSION AND: 


NEUROMUSCULAR BLOCK* 


BY: 


W. FELDBERG, MD. F.R.S. 


/ (From the National Institute for Medical Research, Mill Hill, London, N. W. 7) 


When we talk to-day about neuromuscular transmission 
we have an advantage over anyone who spoke about 
this subject ten or even five years ago. Even five years 
ago we should have had to spend a substantial part on 
the question, Is acetylcholine the chemical transmitter 
from motor-nerve endings to skeletal muscle ? We could, 


and certainly would, have made out an extremely strong . 


case for acetylcholine, but the difference between then 
. and now is not how strong the case has become in the 
meantime, but that the case, as a matter of dispute, is 
settled and no longer exists. I think it is no exaggera- 
tion to'say that to-day the acetylcholine theory of 
neuromuscular transmission has been universally 
adopted. ` j 
What, however, about the other two transmission 
processes that have so often been grouped together 
with neuromuscular transmission—the transmission in a 
sympathetic ganglion and across the central synapse? 
. For the sympathetic ganglion the position can be stated 
as follows. No one denies that here, too, a strong case 
can be made out for acetylcholine ; but some ask, Is 
acetylcholine the whole story, or may the electrical 
variation of the nerve impulse be involved in the trans- 
mission process as well? This is what Bronk (1939) has 
called the pluralistic view. Recently Lorente de Nó and 
Laporte (1950) have published a monograph of nearly 
200 pages on synaptic transmission in a sympathetic 
ganglion. They report mainly on their own experi- 
ments, but in fifteen lines they deal with the nature of 
the’synaptic transmitter, or rather with the controversy 
‘on.the nature of the transmitter. In their view the 
chemical theory jn, its ‘present form cannot account for 
all their electrophysiological. findings in the ganglion, 
and they therefore ask: Must we discard the chemical 
theory or can it be elaborated so as to explain the new 
‘findings ? They conclude, “ It is undoubtedly best to 
be “thoughtful. ” So, whatever my personal views: on 
this matter, for some at least the case is still pending. 
When we come to the central nervous system the 
opposition against the acetylcholine theory is even 
stronger. About two years ago I spoke about this prob- 
lem.t The conclusion was reached that the evidence so 
far available did not allow us to assume that acetyl- 
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choline was the universal central synaptic transmitter, 
but that it suggested that acetylcholine exerted such a 
function at numerous central synapses. What T actually 
did was_to put before you all the evidence I could find 
in favour of acetylcholine as a transmitter in the central 
nervous system. In other ‘words, I stated the case for 
the defence of acetylcholine: 

‘I think the general acceptance of the acetylcholine 
theory in neuromuscular transmission is based not only 


on the overwhelmingly positive evidence, such as, for 


instance, that acetylcholine is released on motor-nerve 
stimulation, that injections of acetylcholine can imitate 
all details of motor-nerve stimulation, and that there 18 
at the neuromuscular junction a concentration of the 
enzymes which synthesize and destroy acetylcholine ; 
but also on what I may call the negative evidence—that 
is, whenever the possibility existed to’ try out whether 
the «nerve impulse could cause contraction without 
acetylcholine the answer was no, the nerve impulse was 
unable to‘do so. 

re t i 

1. Evidence that the Nerve Inipulse without Acetyl- . 

choline is Apparently Unable to Cause Contraction 


What is so interesting 13 the fact that what I termed 
“the negative evidence” had actually been provided 


long before the acetylcholine theory had been suggested.. - 


In 1904 Langley and Anderson ubited different kinds of 
nerves and studied the results of nerve regeneration. 
They connected, for instance, to the distal stump of the 
sciatic the central end of the cut sensory saphenous 
nerve, which, as we now know, is a non-cholinergic 
nerve. Thirteen months later they stimulated electri- 


` cally the distal end of the sciatic stump and observed 
-a reflex response in the animal but no contractions of 


the muscles supplied by the sciatic. The reflex response 
proves that the sensory-nerve fibres must have grown 
into the sciatic, but the absence of contractions shows 
that they had been, unable, to form functional con- 
nexions with the muscle. “At that time the’ various 


‘results obtained by Langley and Anderson must have’ 


been rather bewildering. For instance, why, if a sen- , 
sory fibre on regeneration into. a .motor stump was 
unable to achieve functional innervation with a muscle, 
could a preganglionic sympathetic fibre do.so ; and why, 
on the other hand, could this same fibre not make func- 


tional connexion with the’ per pean sympathetic > 


fibre a 


1 
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It was left to Dale (1935) to show what these results 
meant, Langley and Anderson had found that nerve 
fibres grow into any nerve stump, but can make func- 
tional connexions only if they are of the same nature— 

, that is, only cholinergic fibres can make functional con- 


`- nexion with cholinergic fibres, sensory only with sen- 


4 


x 


sory, adrenergic only with adrenergic, not sensory with ` 


cholinergic, nor cholinergic with adrenergic, and so on. 
It may be asked how we know that in Langley and 
Anderson’s experiments the sensory fibres had actually 
reached the muscle fibres, so that we are justified in 
concluding that the nerve impulse had got to the muscle 
fibre but could not make it contract. Such histological 
evidence was given by Weiss (1935) and by Weiss and 
Edds (1945). oo : 
Weiss, working with toads, implanted the cut ends of 
sensory roots direct into denervated muscles. Histo- 
logical examination showed that the sensory fibres had 
spread throughout the muscle fibres, Nevertheless, in 


most of their experiments electrical stimulation of the - 


Sensory nerve did not cause contraction of the muscle. 
When it did, the intrusion into the wound of stray 
motor fibres of uncontrollable ongin could be made 
responsible for it. This complication was later avoided 
in thé experiment of Weiss and Edds. They worked 
with rats and used a special method of uniting sensory 
and motor nerves. Union was effected without suture 
by inserting the opposing nerve ends into fitting sleeves 
made from an artery of another, freshly killed, young 
rat. They established, without doubt, that sensory-motor 
union does not enable the sensory regenerating nerve 
fibres to make the muscle, contract, although histological 
examination proves that they have grown in normal 
fashion through the motor stump and have pervaded 
the muscle with extensive arborizations which would 
provide ample opportunity for the establishment of 
myoneural junction if, as we may say, these fibres would 
only liberate acetylcholine. 

I am aware that one can argue against this conclusion, 
and that it can be said that the cause for the failure of 
transmission is not lack of acetylcholine but an inade- 
quacy of structural connexions between the sensory 
endings and muscle. I wonder, however, if this objec- 
tion has any real meaning. The sensory: fibres have 
reached the muscle and we must realize that there is no 
difference in electrical excitability between different 
parts of a muscle fibre, not even between motor end- 
plate and muscle fibre, as was shown by Kuffler (1945). 
If lack of acetylcholine is the determining factor, any 
structural connexion without acetylcholine can be called 
inadequate. ' 

Another instance which illustrates that a nerv 
impulse may reach a muscle without éxciting it is found 
in crustacea. In these animals some limb muscles have 
a double innervation, motor and inhibitor ; both nerves 
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run closely together, and their common course can be, 


followed down to fine intramuscular branches. The 
motor response is abolished or prevented by stimula- 
tion of the inhibitory axon. We do not know what the 
“transmitter of even the motor axon is. In fact, the evi- 
dence so far available speaks against acetylcholine (see 
"Katz and Kuffler, 1946; Welsh and Schallek, 1946; 
Bacq, 1947; Katz, 1936, 1949; Hunt and Kuffer, 
1950b). The fact of interest for Our argument is that 
when the inhibitory axon is stimulated’ to a resting 
muscle no muscular contraction occurs. The only 
visible -response is a small intramuscular nerve spike, 


. 
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muscular nerve spike does not excite the muscle, or, 
expressed in more selectrophysiological terms, ‘the 
current spread of the nerve impulse is ineffective on the 
muscle (Katz and Kuffler, 1946). r 


7 


One more exámple, to show that current spread from 
the nerve endings is apparently unable to produce the 
change at the motor end-plate which leads to excitation 
of the muscle fibres. This change is a depolarization. 
There is a definite but extremely small time-lag between 
the arrival of the nerve impulse and the depolarization 
of the end-plate—the so-called neuromuscular or end- 
platé delay. In the past this delay played a prominent 
part as an argument against the acetylcholine theory, 
the argument being that this time was far too short to 
account for the release of acetylcholine and its sub- 
sequent’ action on the end-plate. But now the opposite 
view is taken. Kuffer (1948) measured this delay in 
frog muscle. He stimulated, not the nerve trunk at some 
distance from the muscle, but the terminal nerve region - 
only about 0.5 mm. away, from the end-plate. If spread 
of current were the transmitter of the nerve impulse, 
depolarization of the end-plate should have been- 
effected within a fifth of a millisecond. But it took 
about the whole of a millisecond. Four-fifths of a milli- 


_ Second remained unaccounted for, and these four-fifths , 


of a millisecond are now presented as evidence against 
the electric current from the nerve terminals being the 
transmitter agent. 

I shall once more return briefly to this problem, and 
give another instance of indirect evidence that a brief _ 
electrical shock is apparently an ineffective mechanism 
for depolarization of the end-plate. 


2. Action of Acetylcholine at the Motor End-plate 


As acetylcholine is the transmitter of motor-nerve 
impulses, any condition which affects neuromuscular 
transmission must be interpretable in terms of acetyl- 
choline. Obviously, a clear understanding of its action 
1s necessary. 


Acetylcholine has three actions on skeletal muscle. 


-First, it may cause contraction ; secondly, it may pro- 


duce depression—that is, neuromuscular block; and, 
thirdly, it may cause a contracture. And all three actions 
are apparently the result of one effect of acetylcholine— 
that of depolarizing the motor end-plate. Acetylcholine ’ 
has no action on the muscle fibre itself, or, I should be 
more cautious and say, no action which concerns neuro- 
muscular transmission, because effects of acetylcholine 
on muscle metabolism have been observed (Gollwitzer- 
Meyer, 1950). à ; 
The Acetylcholine Contraction 

For ‘describing the action of acetylcholine on the 
motor eħd-plate a.simple diagram like that shown im 
Fig. 1:is helpful. The acetylcholine released from the 
nerve endings depolarizes the membrane of the motor 
end-plate as indicated in the diagram. This depolariza- 
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Fic. 1 —Diagram of muscle fibre with end-plate. Nerve fibre 
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: ens ds d-plate, which becomes depolarized (indicated by dots) 
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tion is the appropriate stimulus to excite the muscle 
fibre, so that an excitation wave travels along the fibre 
and elicits the contraction. The acetylcholine is quickly 
hydrolysed, and therefore the motor end-plate is no 
longer .depolarized when the excited muscle fibre has 
come out of its refractory state, so a single nerve impulse 
elicits no second wave of excitation. That, however, 
occurs after eserine, or with am injection of a small dose 
of acetylcholine into the muscle artery. In ‘other words, 
* the response of the eserinized muscle to a single nerve 
‘impulse is no longer a twitch, but a summated contrac- 
tion, a short tetanus; and the contraction due to an 
arterial injection of acetylcholine is also a short tetanus, 
but this time an asynchronous one. The tetanus in both 
cases results from persistence of acetylcholine at the one 
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Fic. 3.—Diagram of an electric organ in the t 
large extrinsic nerves. 





ofpedo with its 


lacking the contractile element. Before the organ iš 
fully developed it consists of striated muscle fibres 
which have their end-plate.not,in the middle of the fibre, 
as usual, but at one end. This end grows until a fully 
developed plate is obtained, whereas the small muscle 
fibre remains either unchanged, diminishes, or dis- 
appears. In Fig. 2 are shown the different stages in the 
development of a plate, whereas Fig. 3 gives a schema- 
tc illustration of the arrangement of the whole electric 
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ne VENA organ. It is formed by a great number of columns 
4 eee 


= SAN arranged side by side, each column being built up of 
Ee RAR NOR R| several hundred superimposed plates. Large efferent 
WAS, UN Ma!) nerves enter the plates from the ventral sides, covering 
them with a terminal nerve net. Impulses are sent down 
from the central nervous system along the nerves, 
causing a brief discharge of the organ. .A photograph 
of a torpedo fish on which an experiment was done is 
giyen in Fig. 4; the left organ has been removed and is 
. shown at b with its large nerves. The blood.vessels run 
with the nerves and the organ can be perfused from its 
cannulated artery. 
Marnay (1937) and later Nachmansohn and Lederer 


Fic. 2.—Different sta m the development of the plates of : p : 

an electric organ. (a) The early stage: muscle, fibres with faint (1939) had found that the electric organ is extremely 
cross-striation are still predominant. Five muscle fibres with 
end-plate regions on the upper end of the four fibres. (b) Later 
stage: a single fibre. End-plate region has increased in size. 
(c) Fully developed single plate. Rudiment of muscle fibre still 
discermble: ın many fully developed plates it is completely 
absent. From the arrangement of the muscle fibres and plates at 
(a) the final arrangement of the plates in columns built up of 
superimposed plates becomes evident. (After Ewart.) 








- end-plate region long enough to keep it depolarized for 
re-excitation of the muscle fibre after it has come out of 
its refractory state. z 

The depolarization of the end-plate is not a theory, |; 
but ıt can be demonstrated ; it is termed ‚the motor end-` f; 
plate potential. End-plate potentials can be recorded |, 
from the end-plate region of a muscle, or we may use 
a preparation which consists of end-plates? only. Such 
a preparation is the electric organ of the torpedo fish. 


The Depolarizing Action of Acetylcholine on the Electric Organ 
of the Torpedo e _ : ee l 
The organ is an accumulation of modified hyper- 1. 4 <a) Torpedo fsh with lefi electric organ removed. 
trophied end-plates derived from skeletal muscle but (b) Removed electric organ with large extrinsic nerves. 
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Fia. 5 -—Depoarzig effect of 10, 5, and 2.5 yg. of acetyl- 
choline (at I, into 
electric organ Ay the to 
injection. 


(After Feldberg and Fessard, 1942.) 
rich in cholinesterase, and Feldberg and Fessard (1942) 
could show that it is also extremely rich in acetylcholine, 
and that acetylcholine is released by stimulating the 
nerve to the perfused organ. Fessard and I then pro- 
ceeded to find out if acetylcholine has an electrogenic 
effect, and for that purpose we injected acetylcholine 
arterially into the perfused organ. The result is seen in 
Fig. 5, which shows the strong depolarizing or electro- 
genic effect of small doses .of acetylcholine. The small 
deviation downwards, when saline alone is injected (at 
IH), is due to the mechanical disturbance of the injec- 
tion. The potentials due to the depolarizing action of 
the acetylcholine occur after a short latency. i 
I can now give the additional evidence I mentioned 
before—why,-in my opinion, a short electrical shock is 
an ineffective stimulus for depolarization of the end- 
plates. 
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Low magnifica 
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uffler, 1942.) 
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The isolated electrıc organ of the torpedo can be 
stimulated artificially, for instance, by pressıng on it 
with an ivory rod, or by.an electric current. The re- 
sponse is a discharge which, on electrical stimulation, is 
clearly distinguishable by a short latency from the arti- 
fact of stimulation. But the position is different when 
the nerves to the organ have been severed and have 
degenerated. Then a discharge is no longer obtainable 
whatever stimulus we apply. Even an electric shock 
gives only the artifact of the stimulus without sub- 
sequent discharge. This was known’ to Garten (1910), 
and has been confirmed more recently by Auger and 
Fessard (1938), 

The following explanation is suggested. In normally 
innervated organs any stimulus, mechanical or electrical, 
will excite: the intraplatal nerve fibres; this leads to 
release of acetylcholine, which, in its turn, depolarizes 
the ventral surfaces of the plates. In the chropically 
denervated organ the nerve fibres have degenerated, no 
acetylcholine is present, therefore no depolarizing sub- 
stance is released, and the electric shock itself is ineffec- 
tive in depolarizing the plates. To prove this theory 
Fessard and I made arrangements to inject acetylcholine 
arterially into the chronically denervated perfused organ 
to see if acetylcholine, the appropriate physiological 
stimulus, would produce its electrogenic effect. The 
outbreak of the war prevented us from carrying out the 
experiment, about the outcome of which, however, I 
have little doubt z 


End-plate Potentials 


The most elegant demonstration of end-plate poten- 
tials in muscle, which are essentially the same poten- 
tials as those in the electric organ, ıs that of Kuffler 
1943). He worked on isolated nerve muscle 
fibres of the frog, and used the following ingenious 
method. A single nerve-muscle fibre 
preparation, hke that seen in Fig. 6, is 
brought into a trough containing a 
saline solution. on top of which 
paraffin is floating The preparation is 
lifted into the pasaffin One electrode 
makes contact with the end of the 
muscle fibre, whereas the other can be 
moved with the help of a microadjust- 
ment to different positions along the 
fibre. Kuffler used a little glass rod 
terminating in a hook, in the loop of 
which this second electrode is fixed. 
The loop also holds a fine droplet of 
diluted solution of acetylcholine (Fig. 
7.) Under direct microscopical obser- 
vation, the hook is lowered to the end- 
plate region. The result is a local 
depolarization of this region which, if 
strong enough, leads to propagated 


G 


Fie 7.—Diagram illustratin| ting 
local application of acety! 
cholige t to an isolated muscle 
fibre (transverse section). 
C Olaa rod terminating ın a 
Rite hook Shaded area shows 
droplet of acetylcholine which 
is brought mto contact with the 
muscle fibre by lowering the 


ply. A, 
glass rod (arrow). After 
uffler, 1942.) 
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impulses along the muscle fibre. Fig. 8 is ‘taken from termed, it spreads detreenciitaily ‘for, a few millimetres 
the paper by Kuffer and shows the effects of acetyl, only on either:side of the end-plate. 

choline applied in.this way to the end-plate region. At The events which occur on the arrival of the motor- 
a the depolarization by acetylcholine sets up four propa-:. jerve impulse at its terminals.thus are: nerve impulse— 
„gated impulses, but at b depolarization is too weak to release of acetylcholine—depolarization of the end-, 
excite the fibre ; only the slow motor end-plate potential plate—excitation of the muscle, fibre. The excitation is 
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Fia. 8.—Local application of’ acetylcholine to the end-plate 
region of a single nerve-muscle fibre apie Acetic Recording 1s 
done from the point of application. Acetylcholine sets up 
four ropagating muscle impulses. b, A weaker concentration of ‘ 4 y 


cetylcholine produces a local negativ By only Time 





N: 1 div. = 10 msec (After Kaffer, 1 


is recorded. Such a potential can be obtained only when t i , ; ` 
led off directly from the end-plate region; when the PET NN wise #3 
leading-off is a few millimetres away we get only propa- piais“reglon of tor’ selene nusecle we) Bal ca on thos > 


gated impulses as illustrated in Fig. 9. Further, acetyl- the slow end-plate potential alone. (2) Less curarization: at a 
choline produces no effect when applied to the muscle he spike responsa at the end- phates; at b no potential when led 
off 2cm. away from the end-plates No contraction. (After 
. fibre away from the'end-plate region. Eccles and O'Connor; 1938.) À 
To record end-plate potentials in mammalian muscle g 
either by acetylcholine given artificially or by the nerve propagated and leads to contraction of the contractile 
_. elements. When we discuss contraction of muscle fibres 
we have to distinguish, as emphasized by Katz and 
Kuffler, between the two processes—excitation of the 
- muscle membrane, the action potential, and activation 
by it of the contractile substance, the contraction. 


i 


Release of Acetylcholine from the Resting Nerve 
There is this problem: is acetylcholine released only 

by the arrival of the nerve impulse, and is there a com- -~ ' 
_ pletely restiùg condition between nerve impulses ? Ido i 
not think so. 

We may compare the release of acetylcholine with 
what happens at a sluice or lock, where there is always 
some leakage even when the lock is closed. The 
amounts of acetylcholine released at rest, however, are 
far too small to produce effective transmission so long 
as the mechanism for the destruction of acetylcholine 
is intact. This idea is based on the effect of eserine, 
which causés fascicular twitching ‘and fibrillation even 
ae oo age a PLEET fe after cutting the nerve. The fascicular pcan may 

1G; oten recor om nerve-muscle-fibre be accounted for by the release of acetylcholine by ran- 
preparation, qe, senyicholine applied to, endplate, While he Jom impulses passing down the cut neqve. The fibrilla- ' 


sweep) a m ulses initiated at snd piste are recorded 5-6 mm. tions cannot be explained in this way. They might be 
‘om. ote the absence of a ega 
of ollowing iho spikes. b. Baso line. (Rodina Gal preceding due to continuous release and resynthesis of minute 


‘amounts of acetylcholine from the endings of the resting 
ome j nerve, so slight as to have no effect in the 'absence of 
impulse has become simple by the use of curare prepara-_ eserine (Feldberg,' 1945). There is a fact which could 
tions for this purpose, introduced by Eccles and his co- be strikingly explained on this assumption: eserine loses 
workers (Eccles and` O’Connor, 1938, 1939; Eccles, its ability to produce these motor effects one to two days 
Katz, and Kuffler, 1941). p-Tubocurarine reduces the after cutting the nerve, although the motor end-plate 
‘acetylcholine effects on the end-plates so that depolari- remains sensitive to acetylcholine and the nerve still 
zation is insufficient to excite the fibres but still sufficient conducts. The only change which has occurred at this. 
. to, be recorded. Fig. 10 illustrates end-plate potentials time is an impairment of the nerve fibre to synthesize 
produced by a single nerve volley in curarized cat’s acetylcholine. The acetylcholine content of the nerve 
muscle: Again, in order to obtain the potentials it is , has dropped and -the tissue synthesizes acetylcholine in 
necessary to lead off directly from the end-plate region, small dmounts only. Therefore even after eserine no 
because this depolarization is,not propagated, or, as itis effect is to be expected: ; 
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- The analogy ofthe sluice has recently found a more 
scientific and exact explanation. Fatt and Katz (1950) 
inserted a micro-electrode immediately nhder the fndtor- 
nerve ending of a frog muscle fibre and observed, with- 
out stumulating the nerve, small action potentials which 
followed one another at random intervals and were of 
the size of 1% of the normal end-plate potential. These 
were increased by neostigmine and abolished by D-tubo- 
curarine; they were termed “miniature end-plate 
potentials.” Fatt and Katz gave the following explana- 
tion of their origin. The fine nerve terminals are excited 
by spontaneous fluctuations of their membrane poten- 
tial; the nerve terminals are’so thin that this local 
excitation will not lead to a propagated impulse along 
the whole nerve, the area affected being too small; but 
it will lead to the release of a minute amount of acetyl- 
choline, which then produces the miniature end-plate 
potential which, agai, is subthreshold to excite the 
muscle fibre. So the idea of a resting state at the nerve 


endings has to be relinquished. 


$ Depression by Acetylcholine 
\ 

The depression obtained with acetylcholine occurs 
either when large doses of acetylcholine are injected into 
a muscle or when the nerve to an eserinized muscle is 
frequently stimulated. 


‘Fig. 11 illustrates a tension 





Fig. 11—Cat under chloralose anaesthesia. Contractions of 
tibialis anterior in response to maximal -shocks tos nerve at fre- 
quency of either 6 or 180 a minute. At arrow, intravenous 
eserine 0.5 mg.’per kg body weight. The dark 
caused by over! apping of the individual contractions 
frequency stimulation. (After Bacq and Brown, 1937.) 


patches are 
uring high- 


record of a cat’s muscle stimulated from its motor nerve 
either with single impulses placed at 10-second intervals 
or with frequent stimulation. At the arrow, eserine 1s 
given. The response to the single impulses is augmented 


and converted into a short tetanus, as mentioned before, , 


but tetanic stimulation 1s reduced. Fig. 12 illustrates 
the rgdughgna in the response-of single nerve impulses 
. when an arterial injec- 
tion of acetylcholine or 
a short tetanus is inter- 


in both experıments is 
„the result of too much 
acetylcholine, and has 
in the past often been 
called the “curare-like 
action of acetylcholine ” 
—a classification which, 





A 


a Vga ote cat. we 
-tions of gastrocnemius muscle in x 
response to angle AoA shocks ês we shall see, is 
to nerve at 10-second intervals, misleading. 

Originally, I had the 
idea that this effect, 


which occurs when the 
muscle is, so to speak, 


B 


Contrac- 


after artertal injection of 0.1 mg. 
the anticholinesterase ` miotine. 

Arterial injection of 10 ug. of 
ahe B, Sbort tetanic 
stimulation of nerve. (After Soad 
and Brown, 1937.) 
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fiooded with acetylcholine, was an action of acetyl- 
choline on the muscle fibre (Feldberg; 1950). This idea 


may be wrong. Acetylcholine apparently acts only on . 


the end-plate, as recently. shown by Burns and Paton 
(1950). But when the acetylcholine persists here long 
enough, then not the acetylcholine but the depolarization 
current spreads to the adjacent parts of the muscle fibre, 
which also become depolarized, and when part of a 


muscle fibre becomes depolarized, not for a brief , 


moment but for some time, this part becomes electrically 
inexcitable—that.1s, an excitation wave cannot pass this 
region, ‘therefore a nerve can, no longer excite the 
muscle fibre—neuromuscular ‘block has been estab- 
lished., 

Burns and Paton ‘have measured the depolarization 
by acetylcholine ın the cat’s gracilis muscle, which is a 
simple muscle with localized end-plate regions and 
nerve-free distal parts. They used the following tech- 
nique. The electrode sweeps to and fro over the muscle. 
Normally there is no change in the state of depolariza- 
tion during such a sweep, but when acetylcholine has 
previously been injected into the muscle artery—or, 


better, another substance of which we shall speak, more, 


later on, decamethonium-—then each time the electrode 
approaches an end-plate region a depolarization current 
is recorded. When the sweep is repeated a few minutes 


later it.is found that the depolarized region has become . . ‘ 
the depolarization apparently has spread along - 
thus . 


larger: 
the muscle fibre on either side of the end-plate ; 
the region depolarized is no longer confined to the end- , 
plate. This is the most likely explanation of the depres- 
sant action of acetylcholine. But we cannot exclude 
the possibility that persistent depolarization of the end- 


plate region itself produces a condition of depression: - 


which, for instance, occurs even in the electric organ of 
the torpedo after eserme, although this organ lacks-the 
muscle fibres: ar 
The Acetylcholine Contracture f 

In ‘mammalian muscle, depdlarization of the muscle 
fibre on either sideof the end-plate leads only to depres- 
sion. In the frog such depolarization is associated with 
another phenomenon—contracture. From the point of 
excitation, contractures—that is, non-propagated con- 
tractions—and depression are the same. In both con- 
ditions the muscle is electrically inexcitable at the 
depolarized region. This, in mammalian muscle, is the 
sole effect, and the cause of neuromuscular block. In 
frog muscle it produces a slow shortening of the muscle, 
the contracture. But ‘essentially there is no difference 
between the normal mammalian muscle and the frog 
muscle. -After motor denervation of a mammalian 
muscle, depolarization of the muscle membrane by 
acetylcholine produces strong contractures in this 
muscle also. 
muscle persistence of acetylcholine produces a very 
slight local contracture of the muscle fibre directly 
near the motor end-plate region, ‘but too small to be `œ 
recorded with our normal tension records ; 
ever, naturally produce block. In fact Brown, Burns, 
and myself (1948) observed that an arterial injection 
of acetylcholine after difsopropylfluorophosphate pro- 
duced, on a number of occasions, not only the quick 
twitch-like contraction but in addition a secondary, 
slow development of tension similar to but much 
smaller than the contracture occurring in denervated ’ 
muscle. The difference between the normal mammalian 


muscle and the denervated or the frog muscle is there- ` 


fore probably quantitative only. 
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it will, how- , 
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It is possible that even ın the normal , , 
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There is one important difference: whereas depres- 
sion in mammalian muscle by too much acetylchdline 
is not a physiological phenomenon, contractures in frogs 
are physiological events which may take place instead 
of propagated contractions, as is shown below. 

There is a problem on which opinions differ. Can 
the same muscle fibre show the phenomenon of con- 
tracture and of propagated contraction? -Hunt and 
Kuffler believe that in frog muscle these two abilities 
are properties of separate fibres, which are distributed 
differently in different muscles. For instance, the sar- 
torius contains only muscle fibres which give contrac- 
tion, the rectus only muscle fibres which give contrac- 
ture. On the other hand, Brecht and Feneis (1950), in 
Germany, have examined the effect of acetylcholine on 
single muscle fibres of different muscles in the frog and 
obtained apparently both effects in the same muscle 
fibre (see Figs. 13 and 14), The position may vary in 
different muscles, but the experiments of Brecht and 
Feneis seem to show that both effects can be obtained 
from the same muscle fibre. How does acetylcholine 
produce the double effect? Does it first depolarize the 
end-plate region ‘which excites the muscle fibre, and 
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` Fici 13.—Tension record from a single 52-n-thick muscle fibre 
of frog’s anconaeus muscle (a) bathed ın acetylcholine 1x 10“; 
(b) effect of acetylcholine 1x 10° for 20 minutes in curare- x 10+. 
Ordinates=Tension in mg. Abscissae=Time in seconds. (From 

’ Brecht and Feneis, 1950.) g l 
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Fia 14.~—Tension record from a single 30-40-u-thick muscle, 


fibre of frog's anconaeus muscle bathed in acetylcholine 1 x10. 
At the arrow, changing bath fluid to Ringer-solution. Ordinates = 
Tension in mg. Abscissae=Time ın seconds. (From Brecht and 
Feneis, 1950.) : 


this way. 


‘ing the effect of nerve stimulation. 


-cholinesterase decreases. 


then, when the depolarization spreads to the adjacent 
part of the fibre, contracture sets in? The record of 
Fig. 13 could well be explained in this way, particularly 
because, when we again reduce the action of acetyl- 
choline by pD-tubocurarine, the slow contraction dis- 
appears first (Fig. 13). p-Tubocurarine, as we shall see, 
counteracts the depolarizing effect.of acetylcholine. On 
the other hand, in the record of Fig. 14 quick contrac- 


_ tions occur during the development of the slow 


shortening—-that is, at a time when we should expect 
the muscle fibre on either side of the end-plate to be 
inexcitable. How, then, can the fibre be excited in this 
condition from a depolarization of the end-plate ? There 
might be a simple explanation. Katz and Kuffler (1941) 
have shown that a single muscle fibre may have more 
than one motor end-plate. We can thus imagine ithat 
depolarization of the one causes the local contracture, 
depolarization of the other producing propagated con- 
traction. If this muscle fibre should contain only one 
end-plate, we may assume that the spreading depolari- 
zation at first excites the adjacent part -of the fibre 
before it goes itself into the state of local contracture 
and electrical inexcitability. ‘At present we must wait 


. for further experiments before a definite answer can be 


given on this problem - f 


Summary of the Action of Acetylcholine 

Summarizing, we may:say: depolarization of the end- 
plate by acetylcholine leads to propagated excitation, 
followed by contraction. If the depolarization of the 
end-plate, however, spreads to the muscle fibre; two 
other phenomena may be observed—depression, or con- . 
tracture ; whereas contracture is a physiological event, 
depression is not. The depression causes neuromuscular 
block. Thus a substance with acetylcholine-like action 
can, particularly if it is not quickly destroyed, be an’ 
effective neuromuscular blocking agent, and deca- 
methonium—first synthesized by Barlow and Ing (1948) 
and later by Zaimis (1950b), and introduced: as a new 
curare substitute by Paton and Zaimis (1949}—acts in 


i 


Before we. discuss neuromuscular transmission, 
another point is worth mentioning. How are we pro- 
tected against the action of too much acetylcholine ? 
The distribution of the true cholinesterase, which des- 
troys the released acetylcholine, may give an answer to 
this question. In a smooth muscle innervated by a 
parasympathetic nerve, too much release of acetyl- 
choline would have no other action but that of increas- 
In the skeletal 
muscle just the opposite effect might be produced, and 
I think it is for this reason that we find a fundamental 
difference in the distribution of the true cholinesterase 
in skeletal muscle and in parasympathetic innervated 
organs. Here the true cholinesterase is present in the 
nerve endings, and when the nerve degenerates the truer 
It is not so with skeletal 
muscle ; here the cholinesterase is also concentrated at. 
the end-plate region. Therefore, no decrease occurs in 
the true cholinesterase content of muscle after motor- 
nerve degeneration (Marnay and Nachmansohn, 1937 ; 
Couteaux and Nachmansohn, 1938; Feng and Ting, 
1938). . 
‘3, Neuromuscular Block 

In terms of acetylcholine there are three possible ways. 
by which neuromuscular’ block may be effected: the 
end-plate becomes less sensitive to the depolarizing 
action of acetylcholine, or too much acetylcholine is 
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released so that depolarization spreads beyond the end- 
plate region, or insufficient-amounts of acetylcholine are 
released by the nerve impulse. All three forms of 
neuromuscular block have been observed. 


D-Tubocurarine 
‘p-Tubocurarine acts by reducing the depolarizing 
action of acetylcholine, so that the amounts usually 
released are insufficient to produce this required’ change 
at the end-plate. That explains why the anticholin- 
esterases are such good antidotes to curare paralysis. 


Decamethoniom : — 
In the action of decamethonium we have neuro- 
muscular block produced by too much depolarization, 
and: therefore anticholinesterases would intensify the 


when they studied the release of acetylcholine during 
stimulation they found a greatly reduced output of 
acetylcholine from the paralysed preparation. The 
neuromuscular block by botulinum toxin must be 
explained by an action of the toxin on the myelin-free 
nerve terminals which prevents release of acetylcholine 

It will be necessary in future to be more cautious in 
the use of the term curare-like action. This term should 
be reserved only for neuromuscular block produced by 
substances which, like p-tubocurarine, have themselves 
no depolarizing action on the motor end-plate but 
antagonize those of acetylcholine If block is, not pro- 
duced in this way, it should be called neuromuscular 
block, and the mechanism by which it is effected—too 
much depolarization or too little acetylcholine—should 
be stated. ‘ ; 


block. In. fact, although it sounds paradoxical, this , 


block could be reduced by p-tubocurarine if given in 
the appropriate concentration. Recently Burns, Paton, 
and Dias (1949) have demonstrated the difference of 


the mechanism in producing neuromuscular block by. 


these two substances on the cat’s gracilis muscle. As 
p-tubocurarine affects only the end-plate, excitation of 
one nerve-free muscle-end will excite the whole length 
of the muscle fibre ; the excitation will pass beyond the 
end-plate region, and can be led off from the other-end 
1 \of the muscle. On the other hand, during block pro- 
duced by decamethonium, the muscle fibre can naturally 
be excited at the nerve-free ending and the excitation 
wave will travel along the muscle, but only to the end- 


plate region; it cannot pass the blocked area—block ’ 


- produced by too much depolarization and no excita- 
e tion wave will appear on the other side of the motor. 
end-plate. 

In the laboratory there is a quick way, without the 
use of complicated apparatus, to find out if a new 
neuromuscular blocking agent acts more like p-tubo- 
curarine or more like decamethonium: to test its effect 
on the frog muscle or on the denervated mammalian 
muscle. If it acts like decamethonium it will readily 
cause contracture, but not if it acts like p-tubocurarine, 
although under certain conditions p-tubocurarine may 
produce contracture preceding its actual paralysing 
effect (McIntyre, King, and Dunn,. 1945). Deca- 
méthonium contractures have been described by Paton 
and Zaimis (1949) and by Zaimis (1950a). 

Botolinam Toxin 
The third ‘mechanism—neuromuscular block pro- 


duced by the inability of the nerve endings to release ' 


acetylcholine—is shown in the condition of paralysis 
produced by botulinum toxin. Guyton and MacDonald 
(1947) showed that the toxin did not interfere with 
nerve conduction and that it left the muscle excitable 
to direct stimulation. Later, Burgen, Dickens, and 
Zatman (1949) analysed on the rat diaphragm the, irre- 
versible neuromuscular block produced by botulinum 
toxin. The muscle remains excitable to direct stimula- 
tion. ‘ The nerve still transmits the impulse to, the 
endings. The motor end-plate shows its normal sensi- 
tivity to acetylcholine. This was shown by a rather 


ingenious method of a reversed arterial injection. It is . 


not possible to inject the acetylcholine in such a prepara- 
tion through the artery, but practically the whole dia- 
phragm drains into a large vein, which empties into the 
inferior vena cava. They injected the acetylcholine, 
retrograde, through the vein, and the paralysed dia- 


phragm responded like the normal diaphragm. But. 


4. The Smal-motor-nerve-fibre System to Skeletal 


Moscle | 

Recently a new problem in neuromuscular physio- 
logy has come into the foreground. It concerns the 
function of the small nerve fibres in motor roots. It 
has long been known that ventral roots contain, in 
; addition to the well-known large-diameter’ fibres, a djs- 
tinct group of small-diameter fibres (Eccles and 
Sherrington, 1930; O’Leary, Heinbecker, and Bishop, 
1934). These have been described in ‘amphibians and 
mammals, but their function was for a long time 
unknown. This is no longer so. We may say this fibre 
system is concerned, with the maintenance of long- 
lasting, sustained contractions, but the mechanism by 


which these fibres achieve their effect is different in frogs > 


and mammals. We must realize that the same applies 


to the phenomenon of muscle tone or sustained contrac- '. 


tions, which can be brought about by different mecha- 
nisms in frogs and in mammals. 

The skeletal muscle of amphibia can exhibit slow sus- 
tained contractions by its, ability to respond to acetyl- 
choline with contracture’ instead of with! propagated 
summated contractions. The small-motor-nerve-fibre 


system in frogs is concerned with this form of localized’ 


contraction. On the other hand, the normal mamma- 
lian muscle, with a few exceptions, does not exhibit this 
kind of motor response. In mammals “ muscle tone 
is, as we know since Sherrington (1915) and Liddell and 
Sherrington (1924, 1925), entirely “reflex tone”; the 

' myotatic reflex is the fundamental basis of postural 
tone. Myotatic reflexes, however, are practically absent 
in limb muscles of frogs. The small-motor-nerve dis- 
charge in mammals appears to be concerned with regula- 
tion of postural reflexes—that is, it acts, as termed by 
Hunt and Kuffler (1950a), as a muscle proprioceptor 
regulator. In detail the position in frogs and mammals 
is as follows. 


Experiments on Frogs 
The work on the frog is connected with the names of 


Tasaki and Mizutani (1944), Kuffer and Gerard (1947). ` 


Kuffler, Laporte, and Ransmeier (1947). Stimulation of 
the small motor fibres in frogs sets up local poten- 
tial changes at the neuromuscular junction which 
resemble the motor end-plate potential and are called 
the small-fibre junctional potentials. These do not give 
rise, like the motor end-plate potentials, to propagated 
_ contractions but to localized contractures. But, in order 

to develop appreciable shortening by this mechanism, 

the small nerve fibres must be excited repetitively and 

at a sufficient frequency. Then the small-fibre-junction 
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potential builds up and a larger and. larger part “of the 
muscle fibre becomes involved in the localized contrac- 
ture. i ` 

The small-motor-nerve-fibre system Varies in its dis- 
tribution in different muscles. There are none to the 
sartorius and adductor longus, but they supply most 
limb muscles, like gastrocnemius and pectoralis, and 
some, like the semitendinosus, especially richly. In 
some muscles the muscle fibres supplied by the small 
motor fibres form a distinct part—for instance in the 
uleo-fibularis, where Sommerkamp (1928) spoke of this 
part as “ Tonusbtindel.” When we assay ‘acetylcholine 
on the frog rectus abdominis muscle, the assay is made 
on smaill-nerve-innervated muscle fibres. 

Kuffler, Laporte, and Ransmeier (1947) have shown 
that there exists in the spinal cord a distinct reflex, 
mechanism, by which the small-motor-nerve-fibre 
system may ,be activated exclusively,-and that reflexes 
through this system are widespread in upper and lower 
extremities. The small nerve fibres can maintain reflexly 
an appreciable tension, while the twitch system is not, 
or only slightly, active. The maintenance of long-lasting 
relatively slow muscle contractions by this mechanism ; 
compensates for the absence óf myotatic reflexes in the 
limbs of this species. 

Originally Kuffler and Gerard seemed to think’ that . 
the same muscle fibre might have a double innervation, 
but recently Hunt and Kuffer (1950b) have expressed 
the view that the small motor nerve fibres of frog inner- - 
vate separate muscle fibres from those supplied by’ the 
larger nerve fibre group. ' The observation of’ Brecht 
and Feneis that a single muscle fibre shares/both res-° 
ponses to acetylcholine makes it necessary to reopen ' 
this question. If Hunt-and Kuffler are right—and they 


4 


_know more than anyone else about this system—then 


there is a difference between the frog and a phylogeneti- 
cally much lower order, Crustacea. ; 


- Experiments on Crustacea 

In crustacea the same muscle fibre has the stability 
to exhibit “fast” and “slow” contractions—that is, 
propagated contractions and localized contractures, In 
most limb muscles both responses are set up in the same 
muscle fibre by one and the same nerve fibre, the deter- 
mining factor being the number arid frequency of stimu- 
lation (Blaschko, Cattell and Kahn, 1931). But in some. 


- muscles—for instance the closer of the claw--the, two 


responses are ‘integrated in a double nerve supply, as in 
the frog, but here to the same muscle fibre. One motor 
axon gives rise to large spikes and powerful twitches ; 
the other to smaller end-plate potentials, which on 
repeated- stimulation grow in size and are accompanied 
by a slow, well-maintained contracture (Pantin, 1936 ; 
Wiersma, 1941; Katz and Kuffler, 1946; Kuffler and 
Katz, 1946). i 4 ? 
. Experiments on Mammals 

In mammals there are also numerous small motor 
fibres ; for instance, about 30% of the efferent myeli- 
nated fibres to the muscle of the hind limb in cats are 
of small diameter. But, as said before, the mammalian 
muscle does not normally exhibit the phenomenon of . 
local contracture. There have been attempts’ in the past 


. to find any efferent nerve supply exerting some kind of , 


what was called a‘ tonic function on skeletal muscle, 
The sympathetic nervous system and a system called 


the parasympathetic, but transmitted efferently via the 


posterior roots, has been suggested to have such a func- 
tion, but it has never been successfully proved. / 
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; Higeqvist (1938, 1940) thought that the small motor 


` nerve fibres might exert such a function. He system- 
, atically examined the distribution of these fibres in 


ventral roots of monkeys and further tried to obtain a 
condition in whic the large motor fibres were des- 
troyed. By occlusion of the aorta the cells in the spinal 


cord ‘are destroyed, and he found that the laige anterior ` 


horn cells, which give rise to the large-diameter fibres, 
are more susceptible to ischaemia than the cells of the 
small-diameter: fibre. After 15-20 minutes’ ischaemia 
only the large anterior horn cells were killed. The result 
was spastic paresis and rigidity. The merit of the experi- 
ments of Higgqvist was to draw our attention again to 
this, motor system ; but where he erred was to think that 
the efferent impulses in these fibres produce directly. 
some kind of tonic effect on the muscle. 

_ A clear insight of the functions of these fibres 
‘in mammals was given by Leksell (1945), He examined 
the effect of stimulating the small motor -fibres without 
stimulating the large ones. |For that purpose he 
eliminated conduction in the large fibres by apply- 
ing a pressure block or a polarization block to the 
nerve trunk. For instance, an effective selective pres- 
sure block could be achieved by a simple spring clamp, 
padded with soft rubber cushions and tightened with a 
screw. The nerve was then stimulated proximal to the 
site of compression and only small fibres were fourid to 
conduct beyond the block. ` 

_ These impulses did-not produce contraction of the 
innervated muscle, but they had a very definite effect on. 
„the afferent discharge from the muscle proprioceptors. 
Provided that the muscle was under a certain stretch, 


t 


stimulation of the small motor fibres considerably |. 


increased the discharge, of the afferent nerves, and he 
definitely stated that these small motor fibres served 
as regulators of ‘sensory activity originating in the 
muscle. i i f i 

‘The problem has recently been taken up- by Hunt and , 
Kuffer (1950a, 1950b). ' They could confirm Leksell’s 
statement that no detectable contractile response or 
propagated muscle impulse was produced. But these 
small motor nerve fibres, when excited, set up local 
potentials apparently arising from the muscle elements 
within the muscle spindles, the intrafusal muscle fibres, 
and this apparently increased the discharge in the 
afferent nerve fibres. They used an extremely elegant 


method—a preparation consisting of a single small ' 


efferent fibre, the components of a muscle spindle, and 
a single afferent fibre. Stimulation of the small nerve 
fibre would cause a discharge in a receptor which had 


' been quiescent, or could increase an existing discharge 


rate. The effect was influenced by existing muscle 
stretch being increased at higher muscle tension. This 
is not a new conception, for Matthews in 1933, in his 


- classical studies on nerve endings in muscle, had already 


stated quite clearly that the intrafusal fibres are con-’ 
tracted by impulses travelling down the ‘small motor 
nerve fibres, and that the sensory endings in the spindle 
are then stimulated by the mechanical effect of the 
contraction. i i : 

We know the intrafusal muscle fibres have motor end- 
plates: no experiments have as yet been performed: to 
show ‘that they are depolarized by acetylcholine, or, 
in other words, that the small-motor-fibre’ system is 
cholinergic. It is unlikely, however, that it should be 
otherwise. On the assumption that all motor fibres in 
the ventral roots-are cholinergic, there still remains this , 
difference: whereas with the large motor system- and 
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with the small motor system in frogs the contractile 


~ effect upon the muscle fibre is the final event, with the 


small motor system in mammals this ıs not so. Here 
the contraction presents an intermediary stage ; it. acts 
as a mechanical stimulus for exciting the nerve endings 
in the spindle and thus sets up an afferent discharge. 
We shall probably hear much more abaut this system 
in the future. 

It may be felt that when discussing ihe small-motor- 


- fibre system I should have confined myself to mamma- 


lian muscle. But we are not certain whether the more 
primitive mëchanism of producing sustamed contrac-- 
tion m frogs and crustacea may not exist in some 
mammalian muscle—for instance, in the eye muscle. 
Further, under abnormal conditions—for instance, after 
denervation—the mammalian skeletal muscle reverts’ to 
the more primitive form of response ; that is, localized 
contracture. This phenomenon is understandable only 
under the wider phylogenetical aspect. But the main 
reason'is that I found it so fascinating to see how Nature 
ingeniously adapts parts of an old system, the small- 
motor-fibre system, to a more complicated mechanism 


in the development of postural reflexes in higher ani? - 
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mals, that I could not resist giving the, full story so far _ 


as it has been unravelled by recent experiments. 
1 
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EOSINOPHIL AND OTHER LEUCOCYTE 
CHANGES IN BURNED PATIENTS 


WITH SPECIAL REFERENCE TO ADRENO- 
CORTICAL ACTIVITY 


BY 


S. SEVITT, MD. F.R.C.PI., M.Sc. D.P.H. 


Pathologist, M.R.C. Burns Research’ Unit and Birmingham 
Accident Hospital ` 


An injection of anterior corticotrophic hormone of the 


hypophysis (A.C.T.H.) produces a marked fall in the - 


eosinophils in the blood, associated with lympho- 
cytopenia and neutrophil leucocytosis : in patients with 
Addison's disease, however, cortisone, but not A.C.T H., 
produces similar effects (Thorn et al., 1947a , Dougherty 
and White, 1947; Forsham jet al., 1948 ; -Hilis et al., 
1948 ; Prunty, 1950). The leucocyte changes, therefore, 
are mediated through adrenocortical stimulation by the . 
anterior pituitary. Selye (1950) maintains that the major 
endocrine response to stress is an increased secretion of 
A.C.T.H. by the pituitary, which induces glyco-corticoid 
secretion by the adrenal cortex.’ The cortical hormones 
act on the peripheral organs and produce eosinopenia, 
lymphocytopenia, and neutrophilia. o 

The initial polymorphonuclear leucocytosis ın burned 
patients is well known (Locke, 19023; Dorrance, 1933, 
McIver, 1933; Brown, 1944), and reference has been 
made to eosinopenia (Schreiner and Pucsko, 1925; 
Crassweller'et al., 19504). The purpose of this study 
was to follow. the changes in number of the blood 
leucocytes of recently burned patients and to, correlate 
the findings with the extent of burning and other factors. 
In this way it was hoped‘ to gain’ information on 
adrenocortical activity. 


The Burned Patients 

Thirty-five patients. (19 males, 16 female) were 
studied ; they were all between the ages of 13 months 
and 80 years and the extent of burning varied from 
0.1% to 80% of the body area (Table I). Twenty-seven 
were admitted to the Burns Research Unit within three 
hours of burning, most within an hour ‘or two, and all 
within nine hours. Twenty-four were or became clini- 
cally shocked and 26 were transfused with plasma or 
dextran or both fluids. 

Right patients died—two were moribund on admission 


and died a few hours later, five died two to four days 
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‘Tame I.—The Burned Patients ~ 


3B 


after burning, and the other on‘the ninth day. ENTA 
one patients were discharged with healed or’ ‘successfully 
grafted burns 1 to 15, weeks after admission, and at the, 
time of writing the remainder have’ been in hospital 2 
to'12 weeks and are doing well. 7 
A patient ‘with, say, 10% of his body aae burned 
is referred to as a 10% burn. In certain analyses: the 
-patients are' grouped ‘into 0-10%, 11-20%, 21-30%, and 
“more than 30% ‘burns: 
Outline of. Treatment—-At the initial dressing 1% 
; cetrimide was used to clean the skin and then, penicillin ; 
cream, often supplemented by polymyxin cream, was 
applied. Local .sulphonamides were not used. ' This. 
was fortunate, as Brown (1944), found that. sulphon- . 


amide cream depressed the leucocyte count. In the ~ 


non-shockéd patients skin-grafting of deep burns~ was 
generally carried out on,the’ first or second-day. Shock» 
was combated by intravenous plasma or 6% dextran in” 


- saline, or both, and repeated. haematocrit observations ' 


were madé. Sometimes blodd transfusions were given. 
In shocked “patients , skin’ excision and grafting was 
delayed for a week or longer. Blood.transfision was, 
. given for anaemia and during most of*the operative , 
procedures. Diet was of the high-calorie- high-protéin 
type. i e 3 \s 
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/ . _ „Methods A R U et 


Blood N were from. ear or finger-prick blood, the 
` first drop being discarded. Differential counts were 
made from Leishman-stained on slides, and- at 


« “least 400 leucocytes, ' often 600 to 1,000, were: enumer- 


ated. In this ‘paper the neutrophil - polymorphs, 
metamyelocytes, and myelocytes are 
neutrophil cells. 

Eosinophil counts were carried out by’ the direct 
“ wet-fieid ” .method- of ‘Dunger (1910). Every few 
days the diluting fluid, consisting of 1⁄ ml. of 1% 


> aqueous eosin Y, 1 ml. of acetone, and 18- ml. of dis-. 


. tilled water, was freshly prepared, and each: day, it Was 


filtered. Blood was diluted 1'in 20 with this fiùid in 
each of two white-cell pipettes: within a few minutes 
a double-sided Fychs-Rosenthal chamber was filled from 


< grouped as 


each pipette. and the eosinophils in four entire fields _ 


were counted. The volume of the blood ‘containing 


` these, cells was 0.65 cmm. A number of parallel counts . 


by-both Dunger’s (1910) and Randolph’s (1949) methods 
gave very close results, 


. In the first 18 cases the counts were usually performed 
twice daily during the first three to five days after burn- 


' ing, daily for the next week, -and thereafter every two 


ot 


1 M 18/12 -1% hand ` 
2 | M 33 = 4% | Smail metal” burns face,| ,, . 
neck, right arm, and back | ~, 
3 M 25 - AR Bo and arms Pog 
4 M 15 I + 5% Face, hand aa 
5 |M 4 = 74 | Scald right leg be a 
6) M 134-4. 9% Back, nait: arm, shoulder, » Y 
n| M 35 _ 8° ‘Eas, both hands, wrists | 4, , 
8 | F 2 F 9% Back N 5 
9| F aj =). TA Back a 
10 | Miyia| + 1094 | Scald left chest, left hand a 
11 | M50 F 11% Face, chest, arms, thighs 5 
12 F 4 + 11% Right arm, right thigh, chest b 
13 M 23 + 17 C Face, ie, aoc, upper chest, " 
4| F 4 Ł 13% Right u upper chest, axilla, | ., 
15 M 2 + 15% Lower = aon thine ” 
116 | FR. 55 V + | 17% '} Scaldslogs | a 
7 | F 3 + | 196 A thighs, |, 
A 2 ‘ ` left arm, right hand 
SLE a | £ [2 |Beboieteormetn| 
o arm, ” 
2 | mag + | 25% | Racecar nak and bu back 
z Bi C. 9 » 
21 '| F 2+ +. y 3505 alda back, bu buttocks, legs |; s 
f 
22 M 38 +4 26% | Right arm, left forearm, | ~, 
S ellie roe hand, face, scalp, Hight |” 
23.. M 20.) +4 30% | Face, neck, chest, arma , | Died, 2 
A CEB + 30% | Half lower back, bu a 
? “thighs, and inside ' right 
25°) M 4 + 30% | ‘Chin, neck, chest, abdomen, | Lived ~ 
Š {+ upper thighs 
26 | E s8 | ++ | 35% eae Died, 3 
IIE 3] + 36% | Abdomen, buttocks, thighs, | Lived 
‘| arms = : a 
28.) M 8 tet 40% | Buttocks, lower abdomen, | Died, 0 
a thighs, scrotum, upper a 
` egs 
29 F 9 ++ 42% Pacer heck, arms, tronk, | Died, 2 - 
30 F š] ++ i% Armas, trunk, thighs Lived . 
-3I | F 8 + 47% || Front chest, abdomen, bat-| „ 
32 M 36 ++ 509 Fece, arms, forearms Died, 9 
33 M 27 ok ane ace, ‘neck, both arms, Toi 
han , Back) right 
341 F 5s. f +4 | 75% SWEDES tronk, “yack arms, Died, 2 
35 | M’22 | ++ | 80% Entire body exsept foet and Died; 0 
\ ‘ lower legs aA 
J 
0 = Day of burning; etc , following 
Shock: — absent, F bie E alight ei aaite: ++ severe. 


to four days until discharge. 
leucocyte changes had by then been established. “Only } 


. 400 are'not considered to‘ indicate eosinophilia. 


The, general pattern of 


“eosinophil counts which were regarded as of, special 
- interest were carried out on the wext 17 patients: They 


were usually performed four~times a day during the = ` 


period of eosinopenia and at the beginning of the post- 
eosinopenic rise (see below), twice daily sue the next 
few days, and thereafter less often. 


-In 16 patients several eosinophil counts Were made , 


at about hourly intervals for three to six hours on the 
day of admission. The first counts were performed. 
on 11 patients- within two, hours of: burning, on 11° 
others within’ the ‘third hour, and on all within 24 


_ hours. 


' 


+ 


7 TABLE H.—The, Eosinophil Counts per comm. of Blood in 19 
‘| Patients, Showing the Development of Eosinopenia After 
"Burning x : 
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Normal Eosinophil Values—-In our experience the f 


eosinophil level in normal subjects usually varies between. 
100 and 300’ per c.mm. and may fluctuate during the 
day and froni "day to day. In this paper ‘the lowest” 
normal level is accepted as 40 per cmm: Values up to 


4 
- - tek Dn ` 
+ Ka = 
ten E 
- “ 1 - 


1 


i 
~ 


w 


$ 


` 


hy 


% of MAXIMAL EOSINOPHIL COUNT 


f cosinophll cells after burning in ten patietits. 


“than a slowing down of cell disa 


978 May 5, 1951 





z , 
3 
: r 
~ A 7 ‘ 
» 3 ` 
1 fi : 


LEUCOCYTE CHANGES IN | BURNED PATIENT. S : 


Barra 
MIMCAL JOURNAL 





i i Eosinophils (Figs. 1 to 6) 
The ‘changes in the eosinophil count after burning 
followed a constant pattern. Within, à few. hoùrs of 
burning the number of circulating eosinophils’ was found . 


either to be falling or to have fallen to low, or zero . 


values. The’ -eosinopenia was maintained for a variable 


‘number of days, after which the count began to rise. 


Later a peak value was-reached/ and then the eosinophil 
count declined. The pattern was therefore one of 
post-burn fail, period of eosinopenia, post-eosinopeni¢ 
rise, and later changes. , ee 


_ The Post-bumn Fall i 
In 10 patients on whom eosinophil counts were 
repeated hourly or so on the day of admission, the 
eosinophils fell progressively from ‘normal or supra- 


normal values to reach lòw or zero levels a few hours, 
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Fic. 1.—Serial counts on the da 







later (Table II). - The kady. changes in Case 7 are 

shown graphically ın Fig. 1. In nine other patients: the 
* eosinophil levels were already low within a few hours 
of burning and sometimes a fall from a low to a lower 
level was found—for example, Cases 17 and 26. 

„As the eosinophil counts before. burning were 
unknown, it was impossible (except-in Case 9) to deter- 
mine, how soon the fall began. However, the interval 
between burning and the onset of a definite fall in the 
eosinophil count was determined in 18 patients, and was 
found to, be within two hours’ in seven and within four 
hours in the remainder. The interval between burning and 
the onset of eosinopenia (defined as less than 40 cells 
þer c.mm.) was determined in’ 19 patients and found 
to be. within two hours in five, between two and 
four hours in eight, and after four hours in the 
remainder. `: G 


i 





of burning. As the eosinophils fa } 
to reach an eosinopenic level there : KU p 
is‘a moderate lymphocytopenia and i z { VA l; 
a definite neutrophil leucocytosis i 7 a“ 
(Case D. I EOSINOPHILS 
` s Í CASE IS 
i s i 3 J 
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i. 
Fic. 3.—Serial neutro; mt lympho-: ' Fig. 4.—Serial neutrophil, lympho- 
90 e, and i counts in cyte, and’ eosinophil counts in 





e 21. 
80 
70} 


69 


(0) 


5 +6 


+2 
HOURS 


2'—The curves. show the rates of disa 


-l oO. +l +3 


Fig. ce of the 
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the maximum values found and are plotted at zero hour. 


The’ curves of the. extensively burned shocked patients are the, , 


non-interrupted heavier lines. There is no' gross difference in the 
rates ‘of disappearance of the eosinophils from.the blood in the 
different patients. Beyond about +2 hours the curves flatten’ to, 
the right and represent the established’ eosinopenic state rather 
ppearance. Note that the 
numerals in this and all subsequent figures refer to case numbers, 
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Fia. 5.—Early eosinophilia (Case 9). 
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Fic. 6.—Senal eosinophil kounte during the first week after ‘ 
coon ed in five patients. The falling’ of the eosinophil count 
soon 


er burning is seen in Case 33 and then a period of eosino-  ficance is discussed later, 


penia occurs, present in all the cases. This lasts from one to 
seven days and is followed by a rise in the coimt. Below the 
horizontal interrupted line at 40 eosinophils per emm. the counts 
are considered eosinopenic. Note that the end of the eosinopenic 
stage is sometimes heralded, by a small rise in the count for one 
or two days (Case 22) \ 


t t 
“The rates of disappearance of the eosinophils from 
the blood in 10 patients are shown in Fig. 2; the 
steepness of the curves gives the rates of eosinophil dis- 


Fic. 7.—Relationship of the percentage of the body area 
aed to the duration of eosinopenia in 28 panents, (see teat) , 
ied af 


relationship between the two viable anton of © 
‘eosinopenia and percentage area burned—is not a 
simple direct one. ; In Fig. -7'it appears, to be an 
exponential curve, with its concavity facing to-the left, 
rising steeply between four and six days after burning 
A few points fall away- from the curve, and their signi-' 


i 


4 
x 


7% Post-eosinopente Rise (Figa.,3 to, 6) fe 


The end of-eosinopenia.was often heralded by a slight 


increase in the count, but often this was abrupt. -The - 
eosinophil concentration progressed for several days to 
reach a peak: sometimes the rising curve was inter- 
rupted by one or two temporary falls, occasionally to. 
an eosinopenic level, and then rose again to A eel 


appearance, Similar rates of eosinophil disappearance ‘height (Fig. 3). 


occurred, both in the extensively burned shocked patients 


(heavier non-interrupted curves) and in the "less-burned “patients they w 


non- -shocked patients. The rates of disappearance vary 
‘between 30% and 10% of the cells an hour. 


* Period of Eosinopenia ù 


The heights of the peaks varied sonei in 13` 
were between 70 and 250 cells per c.mm., 
and in eight others values between 350 and 500 were 
found. Such temporary ‘high borderline values cannot 
be regardéd as'a true eosinophilia, but are probably due 
to the rebotind phenomenon often found when retarda- 


It has been shown that a rapid disappearance of tion is succeeded by a relative abseņce of restraint. 


eosinophils occurs within a few họurs of burning and 
an eosinopenic state with very low or zero levels is soon 
established. The eosinopenia is maintained for varying ' 
‘periods in different patients. 

The duration’ of eosinopenia was defined as the inter- | 


However, in four patients abnormally high levels were -~ i 
found, termed * ‘early ” eosinophilia. . fe S 


my 


, 


Early Eosinophilia in-Barns (Fig. 5) 
In two children (Cases 5 and 9) an eosinophilia pre- . 


val between the time of burning and the time at which .‘ ceded the fall to eosinopenia (Table ID), and the post- 


the eosinophil count first reached a level of 40 per cmm. eosinopenic rise was exaggerated into what may be | 


during the post-eosinopenic rise. The latter point was - 
‘often interpolated from the'curve. The true period of 
eosinopenia was some hours shorter than this and the 
error of the calculations was within +4 day. ` 

In 28 patients surviving this period (including two 
who subsequently died and another recent case not 
included in Table I), the duration of eosinopenia was 
plotted against the percentage area burned (Fig. 7). The 


termed -an acute attack of eosinophilia, which also 
occurred in two other children (Cases 8 and 14),- The 
‘maximum counts were 693, 981, 2,360, and 1,875 (5%, 
8%, 23%; and 20% of the total leucocyte counts), and 
the eosipophilia lasted 6, 10, more than: 14, and 8 days 
respectively. 

In Case 5 an acute. otitis Wedi was diagtiosed the 
day before the onset of the post-eosinopenic eosinophilia.. , 


mean periods in groups of these patients are-shown in In Case 9 (Fig. 5) the onset of this eosinophilia coincided ` 


Table III (p. 982). The eosinopenia lasts about one to.’ with a generalized erythema sparing the face, a pyrexia , 


_two days in patients with burns less than 10% in extent 
(mean, 1.3 days), and is longer, usually three to five 


days (mean, 4.0 days), in those more extensively isolated from the throat and burned skin. No intér- ‘ 


, burned. This is statistically significant, but the 


DOES ! pa 


2 


of 104° F. (40° C.), and a one-day neutrophil peak of 
15,000 per c.mm. ; group A haemolytic streptococci were 


current infection was noted in the other children. 
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Later Eosinophil Changes 
After the peak rise the eosinophil level usually 
declined, but remained within normal limits. In some 
severely burned patients the eosinophil count remained 
low for two to four weeks as if adrenocortical hyper- 
activity was continuing (see below). In many patients 


sudden but temporary falls in the eosinophil level 


” 


* (Locke, 1902; Mclver, 


occurred, often related w a surgical operation or to 
infection. 
-' Late Eosinophilia in Burns 

In five patients eosinophilia occurred four to six weeks 
after burning. In Case 5 early eosinophilia was found, 
but during the next five and a half weeks the eosino- 
phils did not exceed 350 per c.mm. However, the count 
rose to 484 per c.mm. on the 40th day, was 840 five 
days later, 1,431 on the 49th day, forming 11% of the 
total white cell count, and before discharge on the 52nd 
day was 1,256 perc.min In Case 14 early eosinophilia 
occurred, after which the eosmophil count subsided, and 
then on the 27th and 30th days values of 601 and 606 
pe: c.mm. were found: Case 13 did not have eosino- 
philia until the 40th day, when the count was 710 per 
c.mm.'(6% of total leucocytes), and the eosinophilia’ 
persisted, with maximum counts of 1,100 per cmm. on 
the 47th and the 48th days, until the 56th day, after 
which the level fell to normal. In Case 19 eosinophilia 
began on the 33rd day, when the level was 500 per c.mm., 
and this continued for 12 days. In Case 27 eosinophilia 


second to the fourth day, so that'the primary wave 
lasted from one to three days In three patients, for 
example Case 15 (see Fig. 4), the count fell, but re- 
mained high for four to six days after burning, rising 
again as the secondary neutrophil wave set in. The 
height of the primary wave was related to the extent of 


the burning—for example, in five of the eight patients , 
with less than 10% burns the maximum counts were 


between 10,000 and 15,000 per c.mm., and in eight of 
the ten more extensively burned patients studied the 
maxima were more than 20,000 per c.mm. The highest 
counts recorded, which never exceeded 40,000 per 
cmm., all occurred in severely shocked patients 
Primary neutrophilia did not occur in two patients with 
burns less than 10% in extent (Case 6 ; Case 9, Fig 5) 

The Secondary Neutrophil Wave (Figs. 3, 4, and 5).— 
In 13 of the 16 patients investigated a definite or marked 
increase in the neutrophil count began five to ten days 
after burning even if a primary wave did not occur 
(Fig 5). The count increased to a maximum and then 
declined to a normal level two to fourteen (usually three 
to eight) days later. This leucocytosis did not occur in 
three of the eight patients with less than 10% burns ; 
in four others the maximum counts were below 13,000 


per cmm. ‘The secondary waves were usually higher 


in the more extensively burned in whom they were 
always found, and the maximum counts were usually 
more than 15,000 per c.mm. The secondary rise of 
leucocytes has been observed by Brown (1944), who 


began on the 43rd day, when: the count was 580 per ° considered that it was probably due to infection of the 


c.mm , and persisted for about a week 

Twenty patients remained in hospital longer than 21 
days, and 15 more than 28 days. As this eosinophilia is 
delayed until four to six weeks after burning, its true 
incidence was 5 out of 15 or 20 patients (25 or-33%). 

“We do not know the aetiology of late eosinophilia,- 
but ıt may be due to sensitization to a drug, used in 
treatment 


kS 


, Lymphocytes ; 

In six patients two or more lymphocyte counts within 
a few hours of burning were performed, and two 
children showed a marked fall from high levels. For 
example, in Case 5 the count of 9,700 per cmm. at 
one and one-quarter hours after burning fell to 4,500 
and 2,500 at two and three hours, In three patients a 
smaller fall was observed—for example, Case 7 (Fig. 1). 
In other patients low lymphocyte counts during the first 
day or two were followed by higher counts on succeed- 
ing days’ (Figs. 3 and 4), suggesting that’ an early 
lymphopenia was present. 

Therefore, a lymphopenia commonly occurs after 
burning ; ıt may be`marked in some children, but is 
usually moderate: and lasts only a day or two. Sub- 
sequently, the lymphocyte level varied considerably : 
a lymphocytosis sometimes accompanied the post- 
eosinopenic, rise or the secondary neutrophil -wave. 


Neutrophils, 


-The Paman Neutrophil Wave (Figs 1, 3, 4, and 5).— 
It is well known that a neutrophilia follows burning 
1933; Brown, 1944); in this 
study this was confirmed and is called the primary 
neutrophil wave. The onset of the leucocytosis* was 
rapid ; commonly the count was high within a few hours 
of’ burning and was always at its maximum within 24 
hours, often within the first few hours. Then the count 
fell, usually rapidly at first, to normal levels on the 


raw burned surfaces. The bacteriology of the burned 
skin in. our series throws no-light on this 
Discussion 7 

Eosinopenia and Adrenocortical Hyperactivity in Burns 

Among the effects of A.C.T.H. and 11-oxysteroids 1s 
a fall in the eosinophil count associated with a degree of 
lymphocytopenia and neutrophil leucocytosis (Thorn 
et al., 1947a ; Dougherty and White, 1947 ; Hills et al., 
1948 ; Forsham ef al., 1948). The same blood changes 
taking place after burning suggest that adrenocortical 
hyperactivity occurs in the burned patient, and the asso- 
ciation of a mort prolonged eosinopenia with more 
extensive burns suggests that the hyperactivity 1 1s more 
prolonged ın these patients. 

Other evidence supports this contention. Many of 
the effects of burning resemble those of administration 
of A.C.T.H or adrenal steroids. Sodium and chloride 
retention and increased potassium loss octur, both during 
the first few days after burning (Moore er al., 1950) 
and after injection of A.C.T.H. or deoxycortone (Prunty 
eral, 
of carbohydrate metabolism, including hyperglycaemia, 
sometimes glycosuria, and lactic acid acidaemia, occur 
in experimental burns (Clark and Rossiter, 1944), human 
burns (Taylor et al., 1944), and after the administration 
of A.C.T.H. or cortisone (Forsham et al., 1948 , Conn 
et al., 1949; Sprague et al, 1950), and the hyper- 
glycaemia in rats after burning can be prevented by 
previous adrenalectomy (Clark and Rossiter, 1944) 


Similar changes in nitrogen metabolism, such as ' 


increased nitrogen excretion, follow burns (Cope et al., 
1943 ; Levenson et al., 1945; Keyser, 1948 ; Moore er 
al., 1950) and occur after the administration of A.C.T.H. 
and 11-oxysteroids (Long er al., 1940; Sprague et al., 
1950). Degenerative changes in lymphoid tissue occur 
after burning (Bardeen, 1898 ; Baker, 1945) and after 
injection of AC.T.H. (Dougherty and White, 1947). 


i 
f i 


1948 ; Forsham et al., 1948): simular disturbances, 


\. 
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There is an increase of. the urinary .excretion of‘ 17. 
ketosteroids (Cope et al., 1943) and of biologically active 
reducing glyco-corticoids (Heard et al., 1946) after burn- 
ing and after injection of A.C.T.H. in the intact animal 
or man (Thorn ef al., '1947b ; Venning et al., 1948; 
Prunty, 1950; Sprague et al., 1950). The ascorbic acid, 
content of the adrenals in the rat (Clark and Rossiter, 
1944) and of the blood in man (Abbott et al., 1946) falls 
after burning, and -a similar adrenal depletion occurs 
after the administration of A.C.T.H. (Long, 1947 ; 
Sayers and Sayers, 1949). Again, the cholesterol con- 
tent of the adrenal in rats is decreased both after burning 
and after A.C.T.H. (Long, 1947). 

We may therefore conclude that the adrenal cortex 


- is actively stimulated in burns through an increased 


production of A.C.T.H. by the pituitary. 

Hypothalamic Control.—De Groot and Harris (1950) 
have shown that the adrenocorticotrophic secretion of 
the anterior pituitary in rabbits is under hypothalamic 
control, and Hume and Wittenstein (1950) draw a similar 
conclusion from their work in dogs. Hume and Witten- 
stein also showed that the hypothalamus can be activated 
by nervous impulses from an injured area, and -this is 
obviously of significance in burns. 


Adrenocortical Failure in Burns 


We may therefore infer that if a lesion develops in 
the hypothalamus, pituitary, or adrenal it may have the 
same effect on adrenocortical activity—that is, the 
adrenal cortex may fail to function. The term “ adreno- 
cortical failure,” which will henceforth be used in a 
functional sense, does not necessarily imply that the 
fault lies in the adrenal itself, although this may be so. 

‘It is important, therefore, to determine whether 
adrenocortical failure occurs and can be diagnosed in 
some burned patients, as “replacement” therapy with 
A.C.T.H. or cortisone may then be indicated. 


The Eosinophil Changes In Fatally Burned Patients (Fig. 8) 
If acute adrenocortical failure occurs in some burned 
patients its incidence is probably greater among those 
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who later succumb than among those who survive. An 
analysis of the eosinophil changes in eight fatal cases 
was therefore made with this in mind. 


One of these patients died four hours after burning 
while the eosinophil count was falling, and four others 
died two to three days after burning during the estab- 
lished period of eosinopenia. ‘Such changes, we believe, 
are due to hyperactivity of the adrenal cortex. In the 
remaining patients the _ possibility of adrenocortical 
failure arose. 

In Case 28 the eosinophil counts 14, 2, and 24 hours 
after burning were 257, 276, and 268 per c.mm. respec- 
‘tively, and the patient died 15 minutes after the last 
count. The failure of the count to fall does not exclude 
the possibility that eosinopenia may have occurred later 
had he lived long enough. In support of this, the post- 
mortem histology revealed large numbers of eosinophils 
in the spleen and moderate numbers in other organs. 
This may indicate the removal of eosinophils from the 
peripheral blood, as similar changes have been noted in 
other patients dying within 24 hours of burning (unpub- 
lished observations). On the other hand, the patient 
presented some evidence of Cushing’s ‘syndrome— 
namely, obesity, bilateral lipoid-laden, hypertrophic, 
and convoluted adrenal cortices (together both glands 
weighed 30 g.), a pituitary in which the basophils were 
numerous’ and eosinophils few in number, a, cystic 


thyroid, a fatty liver, and sclerosis of the vessels of 


the liver, kidney, and other organs. In this patient, 
therefore, the burning may have béen unable to pro- 
duce the normal response from the abnormal pituitary 
and adrenal glands, but the evidence was inconclusive. 


In Case 29 the eosinophil count was zero at 12 and 
14 hours after burning, suggesting early hyperactivity 


of the adrenal cortex. Shock and haemoconcentration. 


were treated with 6 litres of dextran and 0.5 litre of 
blood. A transient haemoglobinuria was noted three 
hours after burning, and oliguria developed at nine 
hours. At 30 hours the patient’s temperature suddenly 
increased to 104° F. (40° C.), pulse 120; and respirations 
50. At 38 hours the eosinophil count was 11 per ¢.mm., 
and two hours later this had risen to 99. The eosino- 
penic period lasted therefore only one and two-thirds 
days. From Fig. 7 a period of four to five days with 
this extent of burning would have been expected—that 
is, a “premature” rise in the eosinophils took place 
At this time the patient was very ill, her respirations 
were still 50 a minute, she was very restless, and her ex- 
tremities were cold: two hours later she died suddenly, 


and the possibility of acute adrenocortical failure prone, 


possibly due to hypothalamic changes. 

Unfortunately permission for a necropsy was refused, 
but blood removed from the -heart 30 minutes after 
death gave a count of 127 eosinophils per c.mm. and 
confirmed the “ premature” post-eosinopenic rise. In 


’ addition, the lymphocyte count was 4,700 per c.mm. 


(total leucocytes, 18,000 per c.mm.} neutrophils, 71%), 
and in support of adrenocortical failure was a relatively 
low blood glucose of 80 mg. per 100 ml. The relatively 
low plasma sodium of 300 mg. per 100 ml. and very 


. high plasma potassium of 36 mg. per 100 ml. (the plasma 


was separated soon after collection of the blood and 
showed no- visible haemolysis) could support such a 
diagnosis, but the oliguria complicated the problem. 
In the eighth case (Case 32) eosinopenia was estab- 
lished within two hours of burning, lasted four and a 
half to five days, when the rise in blood eosinophils 
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occurred, and the patient died on the ninth day. From 
an analysis of the clinical symptoms, blood changes, and 
post-mortem findings the evidence for adrenocortical 
failure was inconclusive. : 

Therefore the eosinophil changes in five out of eight 
fatal cases suggested that hyperactivity of the adrenal 
cortex was present before death: in another patient 
there was evidence suggesting that adrenocortical failure 
had occurred, and in two others the evidence was 
inconclusive. 

Steroid Therapy in Burns 


Deoxycortone acetate and extracts of the adrenal 
cortex have been used therapeutically in burns (Wilson 
et al., 1936, 1938; Hinhauser, 1939; Elkinton, 1939; 
Ivory, 1940 ; Scudder, 1940 ; Cope et al., 1943 ; Rhoads 
et al., 1943), but the results reported by different workers 
are not consistent. Beneficial results have been claimed 
but are often difficult to evaluate and sometimes not 


impressive ; nevertheless some dramatic recoveries have < 


been reported. However, the purified glyco-corticoid 
hormones of the adrenal were not then available. More 
recently Crassweller et al. (1950b) supplemented the 
treatment of three burned patients with cortisone. Two 
died and the survival of the third may or may not be 
related to the use of cortisone. Crassweller and his 
colleagues (1950a) claimed to have lowered the death 
rate from a standard experimental burn in mice by 
treatment with a special extract of normal urine pre- 
pared in such a way that it was likely to. contain 
cortisone. Their results, which are suggestive, are not, 
however, conclusive, as certain experimental precautions, 


notably the control of environmental temperature, were 
not taken. 


Hyperactivity- and Faflure of Adrenal Cortex and the Period of 
Eosinopenia 

I have shown that eosinopenia develops after burn- 

ing and have produced evidence which indicates that 

this is a sensitive reflection of adrenocortical hyper- 

activity ; furthermore, I have found that the duration of 

eosinopenia is related to the percentage area burned 


(Table UD. 


Tasis HI.—A Comparison of the Mean Durations of Eosino- 
penia in Groups of Patients with Burns, of Different Extent 











Body Area Burned 





No. of patients 

Mean duration of eosi- 
nopenia in days . 

Standard deviation .. 


A statistical comparison of the mean durations of eosinopema in the 
07107704 >11% groups shows a highly significant difference (t = 5-712, 
p 


In Fig. 7 the points of four patients (Cases 13, 22, 
27, 29) fall well to the right or well above the correla- 
tion zone, and the question arises whether these varia- 
tions-are within “normal limits” or if they represent 
departures from the'normal. In Case 13 (12% burn) the 
burn shock was greater than was expected from the 
extent of burning; in Case 22 (26% burn) the area 
burned did not reflect either the severity of burning 
(cne limb was charred and had to be amputated) or 
the severe degree of clinical shock. If the period of 
eosinopenia measures the duration of the adrenocortical 
reaction to burn stress, and the percentage area burned 
is merely an index of the stress present, then the “ pro- 
longed ” eosinopenic periods in these two patients can 
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. associated with intercurrent infection. 
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be accounted for.. Similarly in Case 27 (36% burn) burn. 
shock was present, but was not severe and was easily 
controlled. On the other hand, if the period of eosino- 
penia is appreciably shorter tban that expected from 
the area burned—ı.e., if a “premature” post-eosino-. 
penic rise in the eosmophils occurs—adrenocortical 
failure may be suspected, particularly if the patient is 
at the same tıme seriously ill. Case 29 was such a 
patient. 





Summary 


The quantitative changes in the eosinophil counts in 35 
patients, and of the lymphocyte and neutrophil counts in 
18 patients, with burns of various degrees of severity have 
been studied. Soon after burning, the eosinophil count falls 
and reaches low or zero values in a few hours ; this is often 
accompanied by a lymphocytopenia and usually by a neutro- 
phil leucocytosis (primary wave). 

The eosinopenia, which may persist for a few days, lasts 
longer in the more extensively burned patients. In four 
patients an early eosinophilia was found, and in two it was ~ 
In five patients a 
delayed eosinophilia began four to six weeks after burning 

The height of the primary neutrophil leucocytosis genetally 
increases with the percentage area burned. A further neutro- 
phil leucocytosis (secondary wave) develops five to ten days 
after burning. 


The significance of eosinopenia in burns is discussed in the 
light of the known biological and metabolic effects of burn- 
ing and of the recent knowledge of A.C.T.H. and cortisone. 
It is suggested that the eosinopenia is a sensitive index of 
adrenocortical activity in burns. 


The possibility that adrenocortical failure may occur in 
some burned patients is raised, and it is suggested that a 
“premature” rise in the eosinophil count in relationship to 
the percentage area burned may help in such a diagnosis. 


The eosinophil changes in five out of eight fatally burned 
patients suggested that in them hyperactivity of the adrenal 
cortex was present before death. In one other there was 
some evidence for adrenocortical failure, 
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SOME OBSERVATIONS ON SURVIVAL 
OF PATHOGENIC. BACTERIA ON . 
f COTTON-WOOL SWABS 
DEVELOPMENT OF A NEW TYPE-OF SWAB 
BY : 
SYDNEY D. RUBBO, M.B., Ph.D., -Dip.Bact. 
= AND 
i MARY BENJAMIN, B.Sc. - 
í From the School of Bacteriology, University of Melbourne) 


This inquiry was prompted by our doubts on the relia- 
bility of culturing swabs when examination had’ been 
delayed by sending the specimens through the post or 


by depositing them after laboratory hours. - Our labora- - 


tory is often obliged to carry out such delayed examina- 
tions, but similar delays must be fairly common in 


, 2 : ` : 
LEUCOCYTE CHANGES IN BURNED PATIENTS 


hospital and public health bacteriology. Apart from _ 


a few isolated statements, little attention has been 

given. to the question. of survival of the common 
pathogenic organisms on cotton-wool swabs. 

The earliest account describing the use of cotton- 

- wool swabs in clinical pathology appears to have been 

? given by Councilman (1893),-who recommended their 


employment in the bacteriological diagnosis: of diph-~- 


theria. About this time Continental and English 
workers were using a variety of bizarre methods. For 
example, in France, Roux and Yersin (1890) described 
the use of a platinum wire flattened at thé end for 
sampling from diphtheritic membranes. Goldscheider 
(1893), in Germany, used a platinum scoop ; Hamilton 
(1895), working in London, suggested a goat’s-hair 


2 
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brush ; Hardman (1895) preferred to collect the dis- 
charges on a white paper which could then be dried 
before a fire and sent to the laboratory by post. 
Preston (1896) and Hewlett and Nolan (1896) were 
among the first English bacteriologists to recommend 
the use of cotton-wool swabs for the isolation of diph- 
theria bacilli, By 1900 swabs were in common use 
(Kolle and Wassermann, 1903). ~ 

Although 50 years have now elapsed the bacterio- 
logist can still give the clinician or the field investi- 
gator little information about the survival time of com- 
mon pathogens on these simple appliances. It is gener- 
ally agreed that the bacteriological examination should 
be done as soon as possible after -swabbing ; but this 
vague recommendation, however conservatively it might 
be interpreted, cannot always be met in practice. Van 


Reimsdijk (1924) studied the survival of diphtheria - 


bacilli on swabs and found that by inserting the swab 
in a serum-agar gel contained in the: holder ‘tube the 
survival of these organisms was assured for 24 hours 
at room temperature. This method was cumbersome 


and has not been adopted. Brahdy et al. (1934) © 


suggested dipping swabs in serum and incubating for 
four hours before culture and direct smear. Parish 
(1935) made a similar recommendation, but both 
these investigators were interested in developing a 
rapid method of diagnosis of diphtheria and not in 
extending the survival time of E organism on the 
swab. 

Downie (1940) investigated various methods of pro- 
longing survival of meningococci on nasopharyngeal 


- swabs, and found that these organisms could be cul- 


tured 24 hours after swabbing, providéd the swab was 
placed in contact: with a blood-agar medium contained 
ın the swab tube. Hynes (1942) stated that rectal swabs 
carrying intestinal pathogens should be cultured very 
soon after collection, or, if not, the swab should be 
kept moist by immersion in saline agar. “Mitchell et al. 
(1946) described an elaborate method of prolonging 
survival of haemolytic streptococci, impossible for 
routine use, and Saint-Martin (1949) stated that gono- 
cocci would survive 4 to 18 hours on swabs if the latter 
were thrust into Hirschberg’s medium immediately after 
swabbing. More recently, Aycock and Mueller (1950) 
recommended immersion of the swab in sterile horse 
blood for recovery of meningococci on delayed plating 
Finally, none of the current textbooks in bacteriology 
or clinical pathology give any indication of the time 
limits for delayed culture of swabs. 

It is evident from this survey of liferature that this 
important problem requires further elucidation so that 
the results of delayed culture from swabs can be inter- 
preted with some degree of certainty. 


. Laboratory: Results 

Two rather slight observations served as a starting- 
point of the present stuily. -First it was noted that the 
survival time of Str. pyogenes on swabs from infected 
wounds was far greater than on throat swabs carrying 
the same organisms. The second observation was that 
24hour-old throat swabs mounted on wire were often 
discoloured by solution of the iron in the presence of 
saliva. The lines of investigation which followed soon 
showed that the former was a more fruitful approach to 
the problem of survival than the latter, which, however, 
could be easily overcome by. discarding wire applicators 
for wood. 
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- The experimental technique adopted involved inocu- 


lating a predetermined site on the swab with a tap-water 
suspension of the organism recovered from the centri- 
fuged deposit of a 24-hour broth culture. The turbidity 
of the suspension was made equivalent to a thousand- 
fold dilution of No. 3 Burroughs Wellcome opacity 
tube. All swabs were mounted on wooden applicators 
and sterilized by autoclaving. Some were moistened 
before testing by immersion in sterile tap-water. Each 
swab was plated on an appropriate medium and then 
discarded, and the degree of growth was expressed 
according to the following key: 


+ + ++ signifies more than 200 colonies 


+++ P 50-200 colonies 
++ 7 20-50 colonies 
+ op 5-20 colonies 
7 + i 1-5 colonies 
- oF no growth 


The results of a typical experiment are recorded in 
Table I, which shows that two of the most important 
factors determining the survival of a given species were 


TABLE I.—Survival of Sir. Pyogenes and Sh. Flexneri on Plain and 
Serum Swabs (Temperature of Storage, 17° to 22° C. 
~- Moistening Fluid, Sterile Tap-water, 
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Plain, dry — = = 
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the nature of the cotton-wool and the degree of mois- 
ture present. For example, it will be noted that the 
survival patterns of Str. pyogenes differed according to 


the wool used. With No. 1 sample of plain absorbent - 


wool the organisms rapidly succumbed on both moist 
and dry swabs, whereas with No. 4 sample of plain 
non-absorbent wool viability was retained for at least 
two days. Samples 2 and 3 of absorbent and non- 
absorbent plain wools respectively were different again 
in that the presence of moisture accelerated death. In 
contrast, the survival of Sh. flexneri (Types 1, 2, 3, and 
6 were tested) was unaffected by the different types of 
-plain wool so long as the swab remained moist. 

It was apparent in these and other experiments that 
the main characteristic of the survival of Str. pyogenes 
was its unpredictability on different samples of plain 
cotton-wool. However, the survival time of serum- 
treated swabs was constant and prolonged and un- 
influenced by the nature of the wool or the presence 
of moisture. Although we ‘have recorded growth in 
these experiments up to 48 hours, in many other experi- 
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ments of a similar type ıt has been-found that Str. 
pyogenes remained viable on serum swabs for at least 
10 days. As a result of investigations of this type a 
serum-treated swab was developed which ħas been used 
as a routine in these laboratories for over four years. 

Preparation of Serum Swabs.—Pledgets of cotton- 
wool (absorbent or non-absorbent) are rolled on 
wooden applicators (Peerless brand) and then dipped 
into ox serum for 10 to 30 seconds. The swabs are 
spread loosely on a sheet of blotting-paper and placed 
in a 37° C. incubator until dry (usually 30 minutes) 
The swab is then finished in the usual way by mounting 
in a 6 by ¢ in. (15 by 1.25 cm.) test-tube and sterilizéd 
by autoclaving for 20 minutes at 15 lb. pressure. 

The finished product is a compact honey-coloured 
pledget, 3-5 mm. in diameter, in which the fibres are 
firmly bound to one another and to the applicator” It 
is therefore impossible to dislodge the wool when taking 
a specimen. The surface is smooth and does not unduly 
abrade the medium on plating. No special precautions 
are taken for storage purposes. 

The above results (Table D, which have been 
repeatedly confirmed, foreshadowed the usefulness of 
serum swabs for a wider range of pathogenic 
organisms. In order to test this point plain and 
serum’ swabs were inoculated with suspensions diluted 
as indicated above and plated on appropriate media 
after 0, 8, 24, and 48 hours’ storage at room tempera- 
ture. Swabs plated immediately (0 hours) invariably 
produced a heavy growth—that is, more than 200 
colonies. The results, listed in Table I, show the 


+ 





Taste Il.—Survival of Gram-positive and Gram-negative 
Organisms on Plain and Serum Swabs (Temperature of 
Storage, 16° C. to 22° C; Moistening Fluid, Sterile Tap 

ater, 





Survival after Hours of Storage on: 


‘longest storage time up to 48 hours, at which a posi- 


tive culture was obtained. They represent a summary 
of repeated experiments carried out at different room 
temperature and relative humidities. : 

The salient features brought out in this Table are. 
(1) With the exception of Neisseria serum swabs pro- 
longed survival and yielded heavier growth (when com- 
pared with plain swabs) of all organisms tested (16 
species). (2) Moisture tended to accelerate death rate 
of Gram-positive types on plain swabs but had no such 
effect with serum swabs. (3) In contrast, the survival 
of Gram-negative bacilli was favoured by moisture, and 
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thig was even more pronounced on the serum swabs. 


(4) Of the Gram-positive cocci Staph. aureus survived ` 


best, then the streptococci, whilst the pneumococci 
tended to die off more rapidly. (5) Of the Gram- 
negative enteric bacilli V. cholerae was the most sensi 
tive, while Sh. sonnei, Sh. flexneri, and Salm. typhi were 
intermediate in their survival times between Vibrio and 
the more resistant coliform types of the genus Bacterium. 

Some interesting side-issues arose from these experi- 
ments which would appear, to be worth recording. For 
example, the rapid death of Gram-negative enteric 
pathogens on plain dry- swabs has not been sufficiently 
stressed in the literature or textbooks, and a clear-cut 
demonstration of this phenomenon is indicated. Sh. 
flexneri was used as being typical of this group of 
organisms, and serum and plain swabs were moistened 
with tap-water and examined, after storage at room 
temperature, under three sets of conditions. In the first 
series the moisture was retained by storing in sealed 
tubes ; in the second, slow evaporation was allowed to 
proceed by plugging the-swab tube, containing 1 to 2 ml. 
of water, with cotton-wool ; and in the third rapid dry- 
ing was achieved by exposing the swab direct to air. 
The rate of evaporation was determined by frequent 
weighing of eight swabs (four plain and four serum) 
in each series and viability determined by plating at 
1, 2, 8, 24, and 48 hours. The results are shown graphic- 
ally in the Chart. It will be seen that the death rate 
closely followed the rate of drying. For example, in 
curve 3 and in curve 1 (after unsealing) air-drying 
precipitated a sudden dying out of the organisms. 


+ 


While serum tended to lessen this lethal effect it must - 


be emphasized that a high moisture content is the-most 
important single factor in favouring survival of Gram- 
negative bacilli. 
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: Chart showing effect of drying on survival of Sh. flexneri on cotton-wool swabs 
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It ıs of interest to note that the behaviour of Str 
pyogenes under the same conditions was quite different, 
in that rapid drying of the swab definitely favoured 
survival whilst slow drying associated’.with a high 
moisture content was unfavourable. 

It is appropriate -at this stage to refer to numerous 
survival measurements carried out with Str. pyogenes 
and C. diphtheriae using different moistening fluids. It 
was found that on certain batches of cotton-wool the 
rate of death was almost as rapid in the presence of 
saliva as with saline or tap-water and that this result 
could be effectively countered by serum treatment. 
Hence, from the clinical point of view, no reliance 


should be placed on' the delayed culture—for example, . 


24 hours—of plain cotton-wool throat swabs, which are 
almost invariably moistened with salivary secretions (see 
Tables J and IV below). + 


Although it has been stated in several textbooks (e.g., 
Wadsworth, 1947; Mackie and McCartney, 1948) that 
absorbent wool should be used in preference to non- 
absorbent, our observations lend no support to this 
conclusion. In fact we are of the opinion that if a 
choice must be made the non-absorbent type of wool 
is preferable (see Table J). 


In regard to the type of applicator, we have almost 
exclusively used the wooden applicator in preference to 
wire. The latter is unsuitable for serum swabs, as the 
serum discolours the wool in the presence of wire. With 
plain swabs no difference in survival time of Sv 
pyogenes was detected when wire-and wooden appli- 
cators were compared, although Buchbinder et al. (1947) 
preferred the latter for sampling of food utensils. 


In view of the work of Dunklin and Puck (1948) on 
the-influence of relative humidity on the death rate of 
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Gram-positive cocci in droplet spray, this factor was 
investigated in connexion with survival on swabs. 
Inoculated dry swabs were held between 18° C. and 
23° C. in sealed containers over the solid and saturated 
solutions of various inorganic salts, anhydrous CaCi,, 
and water to obtain the following levels of relative 
humidity: 0% R.H., CaCl, anhyd. ; 35%, CaCl,.6H,0 ; 
42%, Zn(NO,),.6H,O ; 56%, Ca(NO,),.4H,O; 66%, 
NaNo,; 90%, ZnSO,.7H,O; 100%, H,O. Many 
tests were made using Str. pyogenes and Sh. flexneri as 
test organisms, but results were too variable to record 
in a tabular form. In general, it appeared that a high 
humidity (100%) favoured the survival of Sh. flexneri, 
and a low humidity (0%) favoured that of Str. pyogenes. 
Over the intermediate ranges the results were equivocal 
and we concluded that relative humidity, although it 
obviously plays a part in determining the rate of drying, 
was not a major factor in determining death or survival 
on plain swabs. E 

The influence of temperature variations was investi- 
gated over the ranges normally encountered in temper- 
ate climates—for example, 15° C. to 24° C.—anrd was 
foùnd to be unimportant, except indirectly by affect- 
ing the rate of drying of moistened swabs. In spite of 
the fact that the preservation of Shigella requires the 
presence of moisture, refrigeration (4° C.) as a means 
of maintaining this is contraindicated. However, when 
survival of Str. pyogenes was compared at 4° C. and 
room temperature it was found, in contrast to Sh. 
flexneri, to be slightly prolonged at the lower tem- 
perature. 

Other factors which have been studied may be briefly 
summarized as follows: 

1. Anaerobiosis did not prolong survival: Hence it seems 
improbable that death on swabs is due to oxidation of cef 
constituents by atmospheric oxygen. 

2. Ether and water extraction of absorbent and hon- 
absorbent wools failed to alter survival when compared with 
untreated samples, Accordingly, serunt protection does not 
operate by neutralization of toxic lipoid or water-soluble 
substances present in cotton-wool. This contention was 
further supported by noting that serum treatment improved 
the survival of Str. pyogenes on cellulose fibres other than 
cotton-wool—for example, filter-paper pledgets. 

3. Colloids, other than serum, were tested, and it was 
found that treatment with egg albumen or ether-extracted 
serum was equally as effective as serum itself, but that 2% 
agar, 7% gelatin, 10% peptone, and 20% serum were 


ineffective, 
Clinical Results 
The foregoing experiments established the superiority 
of serum swabs over plain, and it now remained to 
apply these findings to clinical material. To this end 


a number of haemolytic streptococcal carriers were” 


examined. The swabs were stored at room tempera- 
ture in the dark for 24 and 48 hours, then plated on to 
gentian-violet horse-blood-agar medium and incubated 
for 48 hours. When serum swabs were included in a 
series these were always taken Jast. To obtain the results 
recorded in Table IV not more than four swabs were 
taken from any particular subject at a session, although 
two or three sets of swabbings were made on the same 
day. In all, approximately 650 swabs were. examined 
The results are shown in Tables II and IV. 

To discriminate between plain and serum swabs 
(Table IM) an analysis of the main factors (type of 
carrier, type of swab, and time of plating) has been 
considered. Combining the interactions of these fac- 
tors, the experimental error was estimated. The results 
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Taste IlI.—Survival of Haemolytic Streptococci on Plain and 
Serum oe Swabs (Temperature of Storage, 17° C. to 
19° C. 





No Pontive After Storage for: 





* Fewer than 20 haemolytic streptococcal colonies on plating at zero time 
+ 20-50 colonies. t+ Greater than 50 colonies. ` 


indicated a significant superiority (at the 1% point) for 
serum swabs, particularly when swabs from light and 
moderate carriers are plated after 24 hours’ storage. 

Duting the course of this study an opportunity pre- 
sented to investigate an outbreak of scarlet fever in a 
district 170 miles from Melbourne. Both plain and 
serum swabs from 44 individuals were examined 24 
hours after swabbing, with the following results. With 
serum swabs Group A haemolytic streptococci were 
isolated from 39%, Whereas only 23% of the plain 
swabs were positive. This incident illustrates the 
advantage to be gained by using serum swabs in the 
investigation of Group A haemolytic streptococcal 
infections. . 

Finally, we thought ıt necessary to show that our 
results for untreated wools were not due to a peculi- 
arity of the wools available in Australia. In Table IV 


Taste IV.—Survival of Haemolytic Streptococel on Swabs Pre- 
pared from Cotton-wools of Different Origin (Temperature of 
Storage, 17° C. to 19° C.) 








we record findings obtained by swabbing the same 
carriers with seven different wools procured in 
Australia, England, and the United. States. Again the 
great variability of survival on plain wools is demon- 
strated, and the findings also show that the Melbourne 
brand of wool compared most favourably with any of 
the overseas types. The disappearance of oral flora was 
also assessed in this experiment, with results similar to 


. those recorded for the haemolytic streptococci, 


Discussion 


It has already been pointed out that, apart from the 
well-known behaviour of meningococci and gonococci, 
a great deal of uncertainty exists concerning how long 
plating of swabs may be delayed before a significant 
change in the bacterial flora occurs, As a result of our 
experience we think it unwise to define any time limits 
when these refer to survival on plain cotton-wool swabs. 
This is subject to great variability even when standard 
inocula of pure cultures are used under controlled condi- 
tions. Apart from the number of cells on the original 
swab, these variations are largely due to the wool used 
and to the amount of moisture present. Neither of 
these factors can be adequately controlled in practice. 
To select a particular brand of cotton-wool, whether it 
be absorbent or’ non-absorbent, is no solution, as we 
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have found that different batches of the same brand of 
wool may yield significantly different survival patterns 
for most Gram-positive organisms. However, if we 
substitute serum swabs for the usual plain type then 
the first factor is automatically removed and the second 
becomes less critical. As a result, estimates of survival 
time on serum swabs may be accepted with greater 
confidence than those applying to untreated swabs. 
Assuming a moderately heavy contamination of a 


serum swab (this is an important variable impossible ` 


to control clinically), we suggest that an examination 
may be expected to yield a valid result when cultured 
within the following time limits: (1) Organisms viable 
far less than eight hours: meningococei and gonococci. 
Downie’s method or Aycock and Mueller’s method is 
recommended for the former and Saint-Martin’s for the 
latter.- (2) Organisms viable for at least eight hours: 
H. pertussis, V. cholerae (moist swab is essential), C. 
diphtheriae. (3) Organisms viable for at least 24 hours: 
haemolytic streptococci, Str. viridans, Cl. welchii, 
pneumococci, Shigella, and Salmonella (moist swabs 
are essential for the last two genera). (4) Organisms 
viable for at least 48 hours: Staph. aureus, Klebsiella, 
Proteus, Pseudomonas, and Escherichia (moist swabs are 
essential for Gram-negative species). 

The above estimates are based on laboratory experi- 
ments, but since the clinical findings for haemolytic 
streptococci closely paralleled the laboratory tests we 
consider that the same relationship will hold for most 
other organisms. However, in the case of C. diph- 
theriae, although good survival has been obtained in 
laboratory experiments (Table ID, we do not recom- 
mend delaying plating longer than eight hours. In 
some clinical cases which we have examined the 
organisms failed to survive 24 hours on serum swabs. 

Although autoclaved albumin-dipped swabs have not 
been studied so exhaustively the results were similar 
to those achieved with serum. 

We have attempted to discover how serum prolongs 
survival, but without success. For instance, it could 
not be shown that serum inactivated a toxic lipoid or 
water-soluble agent in the wool or that it acted as a 
substrate for growth. The effect of serum protein is 
probably a physico-chemical one acting on the bacterial 
cells and prolonging their survival irrespective of the 
materials on which they are lodged. 

It is felt that these findings may have a broader signifi- 
cance than the somewhat restricted object of this investi- 
gation. Two facts are worthy of consideration from an 
epidemiological point of view. The first is the rapidity 
with which enteric pathogens die off when dried in air, 
and the second is that organisms leaving their hosts in 
serous exudates will live longer than those discharged in 
secretions of low protein content, These two points may 
throw some light on factors determining the survival of 
pathogenic organisms outside their natural hosts. 


Summary 


A study has been made of the survival patterns of a large 
number of organisms on plain swabs under standard labora- 
tory conditions. From this study the following conclusions 
have been drawn: (a) Survival time of Gram-positive 
organisms is variable, depending on the batch of cotton-wool 
used and the presence of moisture, the latter -tending to 
accelerate rate of death. (b) Survival time of Gram-negative 
enteric pathogens is uninfluenced by the type of wool but 
depends on the degree of moisture on the swab. On moist 
swabs survival is greatly prolonged. . 
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A new type of swab was developed, termed a serum swab, 
on which survival times of all organisms tested, except the 
Neisseria, were increased. x 

Other factors such as temperature of storage, relative 
humidity, and anaerobiosis were investigated and found to 
be relatıvely unimportant. ; 

The mechanism of serum protection is unknown. 


We wish to record our thanks to Margaret Gibson, M.Sc., 
for her assistance in the early stages of this work and to the 
various laboratories who sent us specimens of their cotton-wools. 
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INVESTIGATION INTO THE EFFECTS 
OF AUREOMYCIN AND 
CHLORAMPHENICOL IN HERPES ' 
ZOSTER 


BY 


A. BARHAM CARTER, M.D, M.R.C.P., D.P.M. 
Physician, Ashford Hospital, Middlesex ; Adviser in 
Neurology to the War Office 


Recent advances in antibiotic therapy have been suffi- 
ciently great to produce an effective remedy against most 
bacterial infections, and it is therefore natural that the 
effects of antibiotics on virus infections should be put to 
the test. Particular success accompanied such „an 
investigation in the case of “aureomycin and virus 
pneumonia. Finland et al. (1949) have described the 
effects of aureomycin on the course of 24 cases of herpes 
zoster ; they conclude that this drug increases the rate 
of healing of the skin lesions, causes a rapid subsidence 
of herpetic pain, and seems to be followed only rarely 
by post-herpetic neuralgia. No controls were used in 
their series, and the total dosage for each case varied 
from 7.4 to 54 g. From this evidence they conclude 
that an effective dose might be 4 g daily for two to four 
days followed by 2 g. daily for a further three to five 
days, and that particular benefit results if the treatment 
is begun early. They claim that in most of the 
patients there was no evidence of secondary infection, 
that no new lesions developed after the first day or so 


- of treatment, and that pain was relieved after the 


first day. . 
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Dawson and Simon (1949) have reported beneficial 
effects from the use of chloramphenicol in a small con- 
trolled series of cases, and Binder and Stubbs (1949) 

` administered aureomycin to four cases of zoster and 
obtained satisfactory results ın three and a fair result in 
the fourth. One patient, a child of 11, developed polio- 
myelitis five days after the subsidence of the zoster rash. 
Their dosage scheme was only 2 g. daily for two days 
for the adults and half this for the child. 

Case (1949) has described good results in one patient, 
and Brainerd et al. (1949) were impressed by the rapid 
improvement of a case of herpes ophthalshicus similarly 
treated. In view of these claims and in spite of the 
difficulties of assessing the effects of treatment on a syn- 
drome of such varying severity as herpes zoster, the 
following small controlled investigation was carried out. 


Material and Method 


The material comprised every case of herpes zoster 
admitted to Ashford Hospital, Middlesex, between June, 
1950, and March, 1951. The local doctors were asked 
to send in all cases except those whose rash had been 
present for 14 days or more. Mild cases either refused 
to come in or had.been unrecognized. The patients were 
nursed ın the acute medical wards, and no case of zoster 
or varicella occurred in other patients, although doctors 
were asked to watch for possible contact cases in the 
district. This request produced the interesting observa- 
tion that in 8 out of the total 44 cases chicken-pox 
occurred in oné or more of the patients’ children from 
8 to 14 days after the patient’s admission to hospital. 

The investigation was divided into two parts. First, 
a series of 11 controls (group 1) treated with a placebo 
(glucose) made up in capsules to resemble aureomycin 
was compared with a series of 11 cases (group 2) treated 
with aureomycin 2 g. daily for six days. Secondly, a 
similar series (group 3) treated with a larger dose of 
aureomycin for a shorter period (4 g. daily for four days) 
was compared with a series (group 4) treated with 
chioramphenicol 2 g. daily for six days. ‘ 

There were therefore four groups of 11 cases each. 
Group selection for each case was made at random by 
the sealed-envelope method suggested by Professor Brad- 
ford Hill, so that only the hospital dispenser knew which 
cases were the controls. Daily records were kept on a 
standardized form regarding pain, paraesthesiae, sleep, 
extent and severity of rash, including amount of secon- 
* dary infection and any side-effects noticed by the 

patients. Cases were divided into two grades, “ severe ” 

and “moderate,” based on the severity of pain and 
extent of the rash ; and, because of the variations in the 
description of subjective symptoms, only the simplest 
terms were used. Local treatment was confined to talc 
powder to prevent sticking, and only three analgesic 
drugs were used—codeine, pethidine, and “ omnopon.” 

Because of the cost and the possible side-effects, just 
„enough antibiotic was given to control the infection, and 
the dosage was standardized for purposes of comparison 
of effect and for simplicity of administration. Long 
et al. (1950) consider that dosage schedules are well 
established, and suggest that for moderately ill patients 
the total daily maintenance dose of aureomycin should 
be from 20 to 30 mg. per kg. body weight. They suggest 
that the drug is best given at six-hourly intervals and 
‘that there is no need for a loading dose. The length of 
treatment has not been defined, and an arbitrary figure 
of six days was used in the present series. - 
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In the first treated group, 0.5 g. of aureomycin at six- 
hourly intervals was given to each patient for six days— 
a total of 12 g—so that a patient weighing, say, 147 Ib. 
(66.7 kg.) would be receiving 30 mg. per kg. as a daily 
maintenance dose ; in the second treated group twice this 
dose was given for four days, so that these patients were 
recéiving 4 g. daily and 16 g. in all) At first 1 g. was 
given six-hourly ; but this dosage produced severe side- 
effects, and so 0.5 g, was given three-hourly, the dose 
- being doubled late at night to save waking the patient 
In the chloramphenicol group the dosage was the same 
as in the first aureomycin group. 

Table I shows the comparability of the groups in some 
other respects; although the numbers are small the 
similarity is great. : 


` 








: Taste I—Showing Comparability of Groups Before Treatment 











Before the results are analysed the natural mstory of 
herpes zoster, shown by the course of the illness ‘in the 
untreated cases (group 1) and by the history and con- 
dition of all the groups before treatment, is worthy of 
attention. 

Prodromal symptoms, of malaise and fever were un- 
common, and generalized headache occurred in only one 


_of the spinal cases. The first symptom was in many 
cases irritation with occasional sharp stabs of burning 
pain, usually in the place where the rash afterwards 
appeared. The average time between this first symptom 
and the onset of the rash im all groups was 4.5 days, 
although in 7 of the 44 cases the rash accompanidd the 
first twinge of pain. The longest interval between pain 
and rash was 12 days. In three cases the initial pain 
was located some few segments higher than the subse- 
quent rash, though always on the same side. 

In the 15 ophthalmic cases generalized headache was ` 
common and at times was accompanied by nausea and 
vomiting ; it was followed by neuralgic pain and irrita- 
tion over the distribution of the ophthalmic nerve. 

The rash itself began as a patchy erythema with 
oedema of the skin, and, after a short papular stage 
which was sometimes absent, vesiculation occurred in 
clusters, usually in the middle of a patch of erythema 
When close to each other the vesicles tended readily to 
coalesce, and if of any size became rapidly haemorrhagic 
Fresh vesicles appeared in some cases up to the fifth day 
of the rash, and these were often seen alongside haemor- 
rhagic and pustular lesions. 

On the third or fourth day pustulation occurred, 
apparently due to a varying degree of secondary infec- 
tion with staphylococci, and these pustules either rup- 
tured, leaving in some cases a blackish almost gan- 
grenous appearance of encrustation, or began to dry up 
This crusting usually began on the fifth to the eighth 
day of the rash, was complete within thirteen days ex- 
cept in two severely infected cases, and was followed by 
desquamation, Separation of the crust, and eventual 
fading of the rash. ; 
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Pain was, of course, a prominent feature, varying from 


aching and soreness to pain of great severity variously - 


described as burning, gnawing, drawing, shooting, jump- 

.ing, or neuralgic. The pain was worse at night, was 
aggravated by movement or light touching of the skin, 
was paroxysmal, and could often be relieved by heavy 
pressure on the skin. It was at its height while vesicu- 
lation was occurring and lasted throughout the pustular 
stage, beginning. to fade when crusting started, and 
leaving an ache or soreness when the crusts had 
fallen off. x 

Paraesthesiae were always present, and were variously 
described as irritation, itching, burning, tenderness, ting- 
ling, prickling, feelings of stiffness, bruising and heavi- 
ness, occasional pins-and-needles, a feeling of rawness, 
numbness, and thumping. They often persisted longer 
than the pain and seemed to match in intensity the 
severity of the rash. In the ophthalmic cases pulling 
or combing the hair caused “ electric shocks” to be felt 
in the head ; these were very’ distressing. 

Objective neurological changes were increased sensi- 
tivity to light touch and pinprick in the erythematous 
and vesicular stage, with decreased sensitivity often 
amounting to complete loss of feeling in the scars after 
desquamation. 

The cerebrospinal fluid was examined before treat- 
ment in every case; if ‘abnormal, examination was 
repeated, usually at weekly intervals. Of the 44 cases, 
14 had abnormal C.S.F.—10 of these were ophthalmic 
cases, and the other four were very severe spinal cases 
in which the rash extended over two or three segments. 


e 
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Taste U.—Detals of Abnormal Cerebrospinal Fluids 








Cerebrospinal Fluid 

Proein, Cells per c.mom. 

mig. 

100 ml. | Total | Polys. |Lymphs 
75 4 18 16 
20 -27 < 27 
20 18 -— 18 
70 40 24 16 
20 2 — 2 

210 45 20 25 
50 40 16 24 
25 42 — 42 
50 16 10 6 
20 12 4 8 
20 5 — 5 
110 24 16 +8 
30 36 12 24 
30 12 — 12 
90 36 20 16 
40 28 8 20 
2 12 _ 12 
90 -44 24 20 
40 30 12 18 
20 10 — 

80 62 40 22 
20 20 8 12 
20 8 — 8 
70 26 6 20 
30 10 _ 10 
70 25 15 10. 
20 12 — 12 
20 4 — 4 
50 45 30 15 
40 29 8 i2 
20 10 — 10 
75 36 14 22 
30 30 — 30 
20 8 — 8 
90 44 20 24 
40 20 — 20 
2 2 — 2 
15 28, 10 18 
40 6 — 6 
2 6 — 6 


Of the 30 with normal C.S.F., 25 were spinal cases 
and 5 were mild ophthalmic cases. Thus of the 29 spinal 
cases in this investigation only 4 had abnormal C.S.F., 
and of the 15 ophthalmic cases 5 had normal C.S.F. The 
abnormal fiuids are detailed in Table II, in which the 
high protein in the early stage of illness 1s to be noted. 
The average age of the patients with abnormal C.S F 
was 64, whereas that of the whole series was 53. 


Analysis of Results 
In the first 22 cases an attempt was made to guess 
whether the patient was having placebo or aureomycin, 
and the condition of the rash was used as a guide—13 
guesses were correct, 2 were incorrect, and in 7 no 
reasonable guess could be made. 


One particular case merits detailed description. A man 
aged 65 was admitted seven days after he had noticed a 
neuralgic pain in his right forehead which kept nagging at 
him particularly at night and made him keep rubbing his‘ 
forehead. Two days before admission he noticed a red rash 
on his forehead and his right eyelid began to swell. On 
admission’ the whole of the right forehead was swollen and 
red; chemosis of the lids and conjunctival injection were 
present, but the cornea was clear. There were two moderate- 
sized vesicles and one papule on the forehead, and he com- 
plained of fairly severe burning’ and neuralgic pain on the 
right side of the head. Light touch made‘the pain worse 
and heavy pressure relieved it. The right corneal reflex was 
slightly reduced. i : 

The next day there were five haemorrhagic vesicles, the 
pain was less, and he noticed “electric shocks ” when his 
hair was combed on the right side. On the third day of 
treatment there were three more clusters of small vesicles. 
the pain was moderate, and the paraesthesiae were less 


. Marked. Sleep was normal without sedatives, and he was 


cheerful and ate well. The chemosis of the lid began to 
go, no further lesions appeared, and the pain changed to a 
bruised feeling which disappeared on the sixth day of treat- 
ment, when drying and crusting of the rash began, being 
complete on the ninth day. On the thirteenth day separation 
of the crusts was complete, and he went home feeling well 
except for a slight sensation of bruising over the right outer 
canthus. His C.S.F. contained 10 lymphocytes per c.mm. 
and 60 mg. of protein per 100 ml. è 

This case is described in detail because it was thought 
probable that an attack of ophthalmic zoster had been 
“aborted ” by aureomycinabout the fourth or fifth day. 
Actually he had been receiving the placebo. This sort 
of case should be borne in mind when remedies are 
alleged to “cut short” or “ abort” an attack of zoster. 


Comparison of Rash 

Fresh vesicles appeared in all of the controls that were 
admitted within 72 hours of the onset of the rash. These 
continued to appear up to the fifth day of observation ` 
In four similar cases of group 2 admitted within 72 hours, 
fresh vesicles appeared up to the fourth day of observa- 
tion. One of these cases received aureomycin within 48 
hours of the appearance of the rash, and in spite of this 
fresh lesions occurred. In the cases receiving a higher 


dosage of aureomycin (group 3) four showed a few fresh 


lesions up to the third day of observation. These four 
cases were admitted on the third (two cases), fourth, and 
fifth days of their rash. Fresh vesicles were seen in two 
of the chloramphenicol cases up to the fourth day of the 
rash. ` - 

These figures suggest that treatment had a slight but 
not significant effect on the early cutaneous manifestą- 
tions. It was hoped that bacteriological control would 
be possible, and that it could be shown whether the 
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virus could be grown from the vesicles of the treated 
cases as it can from the untreated ; but Professor Bedson 
through the Medical Research Council and Dr. Weston 
Hurst in a personal communication have stated that this 
procedure is impracticable. 

The average time taken for the rash to become 
crusted and completely dry was 13 days in group 1 (con- 
trols), 11 days in group 2, and 10 days in group 3 and 
group 4. The difference ın the first two groups was due 
mainly to four cases in which aureomycin had been 
given within three days of the rash appearing: in these 
the rash was dry in eight days. One case in group 3 
is excluded, as it showed no vesiculation at all and pro- 
gressed most dramatically from papules and erythema 
to recovery. 

The most marked difference between the controls and 
the treated cases was seen in the occurrence and control 
of secondary infection. This infection was universal in 
the controls, and often it was very severe. Staphylo- 
cocci were grown from the vesicle fluid in all the con- 
trols, but not in the treated cases while they were 
receiving aureomycin or chlorampheni¢ol. One very 
severe case was of interest in this connexion. 

A woman aged 76 was admitted with a very severe zoster 
of some eight days’ duration affecting D12 and L1 on the 
left side. She was very ill, and the case was complicated 
by hypertension and diabetes mellitus. The rash was heavily 
infected with staphylococci. She received aureomycin, 2 g., 
daily for six days. On the fourth day of treatment vesicular 
and pustular fluid was sterile. Two days after treatment 
had been-discontinued the rash looked grossly infected again 
and the fluid once more grew staphylococci in profusion. 

Early treatment seemed to prevent any secondary in- 

fection and shortened the time from the first sign of the 
` rash to complete desquamation.. In the control group 

this averaged 24 days and in the treated groups 20 days. 

-In those cases (10) treated within 72 hours of the rash 

appearing, desquamation was complete in an average of 

15 days. U 
. Pain r 

Comparison of a symptom that is wholly subjective is 
always beset. with difficulties. The duration was 
measured simply by asking whether pain—not paraes- 
thesiae—was present or not, and a note was made of 
the first pain-free day and the first good night’s sleep 
unaided by drugs. The severity was roughly gauged 
by the need for analgesics; the drugs allowed were 
limited:to three, and a standard dose used in each case— 


Tagle LUI 








No. of Patients Receiving 
Omnopon | Pethidine| Codeine | Nil 





NNN 





omnopon 1/3 gr. (22 mg.), pethidine 100 mg., and tab 
codein. co. (two tablets). An analysis is given in Table 
IG” It shows that there was no significant difference 
between groups 1 and 2, but groups 3 and 4 required 
less analgesic and slept better. 


oe Paraesthesiae 
Perhaps of all the symptoms of herpes zoster the 
severity and duration of the paraesthesiae give the truest 
picture of the effects of viral infection on the nervous 


system 


These paraesthesiae are usually clear-cut, easy 


to define by the patient, ana independent of pain sensi- 
tivity, which is always one of the factors which make 
the assessment of pain so difficult. They were of two 
kinds—those spontaneously experienced by the patient 
without stimulus, and those in which stimuli affecting the 
skin and deeper structures were wrongly interpreted. 
The former type lasted longer than the latter and 
occurred more often in the ophthalmic than in the 
spinal cases. 

Comparison of the groups showed no difference be- 

tween the treated and the untreated cases in the whole 
seriés, nor was there any significant lessening-of severity 
or duration in the four cases in group 2 treated within 
48 hours of the appearance of the rash. 
* This result suggests either that this treatment has no 
control over the virus in jts effects on the nervous 
system or that the damage has already been done when 
the skin manifestations appear. i 


Side-effects 


The side-effects of these antibiotics have been des- 
cribed by Harris (1950) and Tomaszewski (1951) among 
others, although in most of their cases the dosage was 
greater and was spread over a longer period than in this 
series. Probably because of this the side-effects have 

-been less noticeable in our cases. 


Toxic Effects 

Nausea and vomiting occurred with approximately 
equal frequency in the controls, chloramphenicol cases, 
and lower-dosage aureomycin cases, In the higher- 
dosage cases, nausea and vomiting were very trouble- 
some at first with 1 g. six-hourly, bùt became less 
severe when 0.5 g. was giveù three-hourly. 

Loose stools occurred in four aureomycin and two 
chloramphenicol cases within the first two days of treat- 
ment but did not persist beyond the fourth day. True 
diarrhoea did not occur; no granulocytopenia was 
encountered, although white-cell counts were done on all 
patients; and depression was no more than could be 
expected from the underlying illness. Hypersensitive 
reactions did not develop in any case, and no rash 
occurred that could be attributed to the drug f 


Effects Due to Bacterlal Sterilization 

Aureomycin and chloramphenicol effectively sterilize 
the alimentary tract from mouth to anus, and it is sug- 
gested that some of the effects mentioned below may be 
due to the unrestricted growth of fungus in the absence 
of bacterial competition, rather than to vitamin-B 
deficiency as has been suggested. It is of course essen- 
tial to support antibiotic therapy of long duration with 
vitamin-B complex owing to interference with the normal 
synthesis of this vitamin if the upper intestine is 
sterilized, but it seems unlikely that there would be 
clinical evidence of avitaminosis within a few days. 
Similar effects have been described in penicillin treat- 
ment (Geiger et al., 1946), and evidence of fungus infec- 
tion was obtained in those cases in the present series 
which showed this type of side-effect. ` 

In four cases (three women, one man) redness of the 
oral mucous membrane and tongue appeared on the 
third and fourth Ways, and the patients complained of 
a metallic taste. Two were treated with aureomycin 
and two with chloramphenicol. 

One man and one woman had black tongues after 8 g. 
and 10 g of chloramphenicol respectively ; in the former 
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hairiness of thé tongue, and in both patients the dark- 
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h wel l e On the fifth day the 
three pinpoint vesicles were crusted, and by the seventh.day 


brown pigmentation could be seen spreading forward the rash and paraesthesiae had disappeared, leaving only a 


like two fingers -over the surface of the tongue on both 
sides. of the median fissure. . Tongue scrapings showed 
a dark monilia in the man and Candida albicans in the 
woman, with no bacterial flora. Angular fissuring of 
the mouth with buccal ulceration 
and anal irritation and soreness in three cases, including 
the two with black tongues, and ‘one ‘in which anal 
scrapings showed the presence of Candida albicans. 


Di . 


The general results of this controlled series show little 
difference between treated and untreated -cases with 
regard to the appearance of fresh herpetic lesions, the 
amount and duration of herpetic pain, or the type, 
duration, and frequency of paraesthesiae. 


Further analysis shows that treatment with either - 


aureomycin or chloramphenicol within the first week of 
the rash modifies the duration of the pustular stage and 
is associated with earlier drying and earlier desqua- 
mation. This effect can reasonably be attributed to the 
action of these antibiotics on the secondary infection, 
“ particularly if it is very severe. This action was remark- 
ably consistent, as, in all cases in the aureomycin groups 
and all but two of the chloramphenicol group, cultivation 
of the vesicle or pustular fluid was sterile. In the two 
` chloramphenicol exceptions, only a scanty growth of 
Staphylococcus albus was obtained. : 
In view of these results it seems unjustifiable to use 
such expensive drugs in the routine treatment of herpes 
zoster. Itis suggested that their use be confined to two 
types of patient—one the severe case of ophthalmic 
zoster, particularly in the elderly, where it is possible that 
secondary infection plays some part in the severity of 
the scarring and even of the post-herpetic pain which so 
commonly follows ; the other the severe case of spinal 
zoster involving two or mote segments, where the 
patient’s life may be endangered by the toxic effects 
of severe secondary cutaneous infection.. Diabetic 
-and nephritic patients particularly come into this. 
category. . re 
There is less evidence to support the use of these drugs 


EA 


occurred in one cage, - 


slight hypoaesthesia where the rash had been. There was 

naturally some question whether this was a case of oph- 

thalmic zoster, but the cerebrospinal fluid was typical, as 

can be seen from Table II. Sa Da Sig 
Summary 


Forty-four consecutive patients suffering from herpes 


« 


zoster have been investigated to determine the effects of `` 


aureomycin and chloramphenicol on the course of this 
condition. 

These patients were divided into four groups of 11 each: 
group 1, the controls, receiving glucose ; group 2, aureo- 
mycin orally 2 g. daily for six days; group 3, aureomycin 
4.g. daily for four days; and group 4, chloramphenicol 2 g 
daily for six days. The controls ‘were selected at random 

. and the observers did not know which patients.were in this 
group. A 5 

The results showed that there was no significant difference 
between the groups in respect of pain, paraesthesiae, or the 
appearance of fresh herpetic lesions. The treated groups 


. were free from secondary infection, which was. present in 


every one of the controls, and this freedom may have 
modified the pustular stage of the rash so that desquama- 
tion was earlier and scarring less. 

Two cases in which treatment seemed to bring about a 
dramatic amelioration of symptoms are’ described in detail: 
one Was a treated case and the other a control. 

It is suggested that in view of these results there is no 
justification for the routine use of such expensive drugs in 
herpes zoster, and that they should be employed only in 


- very severe cases, particularly ophthalmic zoster, occurring 


in elderly or debilitated patients. 


I should like to thank my colleagues on my medical firm for 
their help in observing and treating these patients; Professor 
Bradford Hill and Dr. J. Knowelden for suggesting the sampling 
method of selection of controls; the Antibiotics (Non- 
Tuberculous) Trials Committee of the Medical Research Council 
for supplies of aureomycin; and the general practitioners of this 
area for sending me the patients. j an 
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Special ceremonies at the University of Copenhagen on 
April 27 marked the successful conclusion of the first course 
at the W.H.O. International Training Centre for Anaesthesio- 
logy. The Centre, founded just a year ago, is the first major 
training'project established by the World Health Organiza- 
tion to aid medical science in Europe. Thirty medical 


hourly for four, days, was begun. He described his pain as Fellows from seven European nations made up the gradu- 
mederate and said that his forehead felt tender and heavy. ‘ating class. They are all doctors or surgeons who are now 


He was given pethidine and codeine the first night, The 
next day his condition was unchanged and he slept well 
unaided. The third day the swelling was gone and the 
erythema fading. The fourth day he had no pain, no tender- 


ness, only a moderate feeling of heaviness, and the edges of year’s course. 


returning to their own countries to teach the new techniques 
of modern anaesthesiology., A second group of 30 Fellows, 


~ like the first group supportéd for the most part by W.HLO. 


fellowships, arrived in Copenhagen on May 3 for the next 
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EXPECTANT TREATMENT OF 
PERFORATED PEPTIC ULCER* 


BY as ey 


. A. DAVIS BEATTIE, F.R.C.S. | 


Surgeon, Leicester General Hospital 


The surgical treatment of acute perforated peptic ulcer 
has through the past three decades gradually tended 
to become more conservative. Even the method 
now generally employed, at most surgical centres in this 
country—simple closure of the perforation by suture or 
an omental plug without any attempt at careful peri- 
toneal toilet or drainage—has often seemed an almost 
unnecessary procedure. Surgical intervention some- 
times seems to do more harm than good. When operat- 
ing on such patients every surgeon of experience must 
often have noticed that the perforation had already 
undergone spontaneous closure. In most instances this 
seems to be due to adhesions between the bowel and the 
under surface of the liver, though occasionally the hole 
is found to have been sealed successfully by omental 
adhesions alone. In these circumstances one has often 
had the feeling that to separate the adhesions and then 
to suture the perforation is defeating the ends which 
have already been achieved by the natural healing pro- 
cesses of the body. : 7 


~ The articles of Tayor (1946) and Visick (1946) there- 
fore excited my interest. But it appeared to me that 
most previous attempts to secure a control series of such 
cases treated conservatively had been vitiated by limiting 
the selection to particular clinical varieties. If this 
method of treatment was to be of use in modern surgery, 
it seemed that its potentialities ought to be fully inves- 
tigated by employing it on a sufficiently large unselected 
series of cases. Moreover, the suggestion in Taylor’s 
article, that conservative measures should be reserved for 
patients whose stomachs are relatively empty at the time 
of perforation, did not seem logical. The degree of 
peritoneal soiling ought to make no difference to the 


success or failuré of conservative measures, provided _ 


that any remaining stomach contents are aspirated before 
expectant treatment begins, as it is never possible to 
remove all the food debris from the peritoneum even at 
laparotomy. Nor should the length of time between 
onset and admission to hospital have any influence on 
the success of such treatment. A 


Most of the experimental work on the bacteriological 
content of the stomach during an acute exacerbation. of 
peptic ulcer suggests that infeçtion is invariably present, 
so that the accepted division of the resultant peritonitis 
into an early aseptic and later septic stage would appear 
to be incorrect. In any case, experience of penetrating 
war injuries of the abdomen complicated by gross peri- 
toneal soiling and of the surgery of acute abdominal 
inflammatory conditions shows that the peritoneum is 
able to deal with an .amazing degree of septic con- 
tamination provided that this does not continue to take 
place. It was undoubtedly the progressive irritation of 
the peritoneum by infected gastric contents which was 


mainly responsible, before the days of chemotherapy, for’ 


` the high post-operative mortality in cases of perforation 
in which there had been a long time delay between onset 
and operation. 





*A paper read at the inaugural meeting of the West Midland 
Surgical Society at, Leicester on January 13, 1951 


ie a 





It seemed, therefore, that there would be little addi- 
tional risk to the patient if expectant measures were 
employed on every occasion, provided that the stomach 
was kept empty and that laparotomy was immediately 
instituted if the clinical condition failed to respond satis- 
factorily to this treatment. Encouragement to follow 
this course was given by two further clinical observa- 

„tions. It has been no infrequent experience to note, 
during routine operative procedures for peptic ulcer, the 
presence of adhesions suggesting spontaneous sealing of 
an undiagnosed acute perforation. Further, simple con- 
servative measures have proved surprisingly successful in 
a number of cases of acute perforation in which the 
patient’s general condition or some concomitant disease 
contraindicated operative treatment. 


Between October, 1947, and October, 1950, therefore, 
all cases of acute perforated peptic ulcer admitted to my 
wards were primarily treated conservatively, no attempt 
being made to select them from the point of view either 
of time interval between onset and admission or of the 
length of time after a meal when the perforation 
occurred. In order, however, to ensure that only true 
cases of perforation should be included, patients who ` 
failed to satisfy the following criteria have been 
discarded from this series: (1) Those who did not give 
a classical clinical picture of perforation ; (2) those who 
failed to show the typical picture of gas under the 
diaphragm on x-ray.examination after the institution of 


TABLE I.—-List of Cases 

















Case] Age Type of Ulcer Remarks 
1 |38| M 12 20 | No | Duodenal 
2| 57| M 6 (48) | Yes | Anterior Laparotomy Death 
gastnc hours later 
3135i1M 6 36 a Duodenal i 
437 M] 24 4 | s 
5143M 18 30 | No | High lesser 
r curve gastric 
6j R2iM 3 22 | Yes | Duodenal 
7/6 M 26 36 | No ” 
8 |37| M SA 24 5 ” 
9/52)M 9 32 i ” 
10] 61 | M 5 (12) | n Antenor Death during es 
, pectant treatment 
11| 36| M 3 (24) we Anterior Laparotomy Re- 
gastric covery 
12| 261M 3 36 | Yes 
13| 46) M 3 18 A ” 
14,43) M 7 22 o v 
15 |32| M 2 28 | Yes n 
16 | 38 | M 4 42 a ” 
17| 65) M 22 30 | No ” 
18 | 48} M 3 16 | Yes , 
19 | 43 | M 5 44 | No We 
2 |3| M 4 24 ss ” 
21)45)M 9 14 | Yes ” 
22 |21| M 3 20 | No ” - 
23 }21)M 2 14 | Yes » 
24| BİM 5 32 | No + 
25 | 55| M 3 28 | Yes » 3; 
26 | 37| M 9 31 | No Şi 
27 |37| M 8 17 5 re: 
28 | 52| M 4 48 | Yes | Carcinoma | Inoperable at x-ray 
stomach later 
29)}30|M 5 18 | No | Duodenal 
30} 46] M 5 (48) ‘a Antenor Death during ex- 
gastric tmen 
31 |2| M 3 14 n Duodenal pop antena ' 
32 |24| M 4 34 $ Py 
33 | 47 | M 3 25 | Yes i 
= 36 E 18 ëh No ” 
2 Yes | Anterior Laparotomy. Death 
gastric P hous 1 
36 | 28 | M 21 18 No Duodenal noe 
37 | 45 | F 4 34 | Sa 
38} 47|M 7 19 i Lowlesser * 
curve 
39144 1M 6 a Ki 
40 | 38 | M 3 13 is Duodenal 








Figures in parentheses denote time when laparc 
death occurred co laparotomy was done or when 
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treatment ; and (3) those on whom subsequent barium- 
meal examination of the stomach and duodenum failed 
_to show either the scar of a healed ulcer or continuing 
ulceration. It was felt that only in this way could 
-indefinite clinical conditions such as “acute exacer- 
bation of peptic ulcer” and “ subacute leaking perfora- 
tion,” which do not represent accurate clinical entities, 
be satisfactorily excluded. In all, 40 cases (37 male, 3 
female) have satisfied these provisions. Table I gives 
details of all cases. Table II shows the age distribution 
and also the time interval before beginning treatment. 


Taste Il —Age Distribution and Time Interval Between Onset 

















and Admission 2 
No. Time Interval No 
6 Under 5 hours ? 17 
12" -9 wi 16 
12 10-14 » I 
5 15-19 K 2 
4 20-24 a F 3 
70 and over 25-29 H l 
The youngest was agod 21 and the oldest 72 
à Treatment 


The treatment employed on all these patients was 
immediate aspiration of any remaining stomach con- 
tents on arrival at hospital, followed by continuous 
Wangensteen gastric suction by means of an intranasal 
Ryle’s tube of modified design, with additional perfora- 
tions over its lower 10 in. (25 cm.). Intramuscular injec- 
_tions of morphine, 1/6 gr. (11 mg), were given six-hourly 
and intravenous infusion was instituted. Continuous 
gastric suction is essential in order that the stomach and 
duodenum may be kept as empty as possible of secretion 
and regurgitated intestinal content until effective -sealing 
of the perforation has had every chance to take place, 
and-to counteract any gastric dilatation which might 
result from air-swallowing. Provided that one has staff 
who understand the method, it is also much easier from 
the nursing angle than the less effective procedure of 
intermittent aspiration. The amount of fluid given 
intravenously was 3 litres in every 24 hours—a con- 
tinuous rotation of 5% glucose-saline, plasma, and 
normal saline. In addition, all cases were treated with 
injections of penicillin, 500,000 units being given in 
divided doses each 24 hours. . 

This treatment was continued until the acute symptoms 
settled. After a varying time the board-like rigidity of 
the abdomen disappeared and the muscles ‘gradually 
relaxed. This took place first on the left side of the 
‘ abdomen and later in the epigastric region and right 
iliac fossa. Some residual tenderness and guarding 


Taste Ll.—Time Taken to Settle Under Expectant Treatment 
(Excluding Cases Dying or Operated on) 


No. , No 

12-18 hours . $ 9 31-36 hours - 5 
24 4, * at % 9 Over 36 ,, yt > 3 
28-30, o e 9 - z 


The shortest tıme was 13 hours and the longest timo 48 hours 


always remained in the epigastrium and down the right, 
flank to the right iliac fossa for several days, gradually 
passing off as the peritoneal inflammation resolved. The 
associated clinical evidences of recovery were a falling 
pulse rate and the advent of active bowel sounds on 
abdominal auscultation. Table HI shows the varying 
periods of time required for the acute symptoms to settle. 
It will be noticed that, out of the 35 successful results of 


expectant treatment, 27 cases settled within the first 30 
hours and only 3 had failed to respond by the end of 
36 hours. : 

After the improvement in the patient’s clinical con- 
dition showed that no further leakage was taking place 
from the perforation, inferring that adequate closure had 
occurred, he was placed on an early Meulengracht diet, 
which was rapidly increased to full gastric diet within 
a week. Ambulation was not allowed until all tender- 
ness in the right iliac fossa had disappeared, which 
usually took about a week, but progress after this stage - 
was always rapid and the average length of time in 
hospital was only 10-12 days. It was not considered 
safe to carry out the subsequent barium-meal examina- 
tion for at least a further month, so that the patients were 
discharged home on continued medical regime for this 
period and attended the out-patient department later 
for their gastro-intestinal x-ray examination. I have 
personally’ witnessed an instance of the secondary per- 
foration of a duodenal ulcer under the x-ray screen as 
the result of an improvidently early barium-meal 
examination. fe 


Indications for, Operative Intervention 


This paper has deliberately been entitled “ Expectant 
treatment of perforated peptic ulcer ” because I believe 
that there is no place in surgery for purely conservative 
treatment, except possibly in very late cases whose poor 
general condition precludes any attempt at operation 
All cases should invariably be carefully watched and 
kept constantly under review during the first 48 hours of 
expectant treatment, with a view to operative interven- 

“tion should they fail to show obvious clinical improve- 
ment. The indications for laparotomy are failure of the 
abdominal rigidity and tenderness to pass off, and a pulse 
rate which either does not fall satisfactorily or con- 
tinues to rise. 

Accurate assessment of the clinical condition of these 
cases is not as difficult as might be imagined and does 
not seem to be unduly influenced by the morphine 
administered: Even the ward nursing staff were soon 
able to decide with considerable accuracy. whether a 
patient was responding effectively to’ treatment. Actually, 
most cases which were going to settle satisfactorily 
showed obvious indications of doing so within the first. 
12 hours, even if their subsequent improvement was 
tardy or intermittent 


- gi Results 
Table IV gives an analysis of the results. Operative 


intervention was indicated only as a secondary pro- 
cedure in three cases. 


Taste IV —Analysis of Results 





Case 2—A man aged 57 had a six-hour history of perfora- 
tion before admission. He appeared to settle satisfactorily 
during the first 12 hours of expectant treatment but failed 
to maintain this improvement, so that laparotomy was 
carried out at the end of 48 hours. He was found to 
have a large anterior gastric perforation, which appeared 
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at first sight to have localized by.adhesions between the 
stomach and the anterior abdominal wall. This localiza- 
tion, however, proved not to be complete, and the resultant 
local collection of fluid was leaking slowly into the general 
- peritoneal cavity. On separation of the adhesions a perfora- 
tion measuring nearly 3 in. (7.5 cm.) in diameter was found, 
and was closed only with considerable difficulty. Death 
occurred within the next 48 hours from cardio-renal failure; 
probably secondary to toxaemia fiom his peritonitis. 

Case 11—-A man aged 36 had a three-hour history prior 
to admission. He failed to improve enough by the end of 
24 hours to justify continued expectant treatment. Lapa- 
rotomy was therefore carried out, and he was found to have 
a perforation of the anterior surface of the stomach, measur- 
ing about 1 in. (2.5 cm.) in diameter, which appeared to 
have completely sealed by adhesion to the anterior abdomi- 
nal wall. But in view of the operative findings in the previ- 
ous case and the fear that secondary leakage might result 
in this instance also, from later partial separation of the 
adhesions, it was felt wiser to break them down completely 
and suture the perforation, This was accordingly done, and 
subsequent recovery of the patient was uneventful 


Case 35—A woman aged 72 had a two-hour history. She ` 


too failed to improve satisfactorily, and laparotomy was 
carried out after 24 hours of expectant treatment She 
was found to have a large anterior gastric ulcer of acute 
type with no attempt whatsoever at localization. The 
perforation was sutured, but she failed to stand the strain 
of operation, and died 72 hours later from “ peripheral 
failure,” after her abdominal condition appeared to have 
seltled satisfactorily. 


It will be noted that all three of these patients needing 
secondary laparotomy were suffering from acute perfora- 
tions of anterior gastric ulcers, only one of which seemed 
to have undergone satisfactory spontaneous closure 


` 


Two further deaths occurred during expectant treat- _ 


ment. . 

Case 10.—A man aged 61 had a five-hour history. -In 
addition to his abdominal catastrophe he was suffering from 
acute heart failure on admission and died from this cause 
within the next 12 hours.' His general condition was such 
as to have contraindicated any attempt at operative surgery 
during the whole of this period, even had this trial of expec- 
tant measures not been in progress. Post-mortem examina- 
tion showed a large acute perforation of the anterior wall 
of the first part of the duodenum, which appeared to have 
sealed satisfactorily by adhesion to the under surface of the 
liver. Had he lived, therefore, he might well have been a 
successful case of spontaneous closure. ~ 

Case 30:-—A man aged 46 had a five-hour history. He 
was acutely shocked on admission to hospital despite his 
© short history, and failed to recover sufficiently during the 
subsequent 48 hours’ expectant treatment for laparotomy to 
be attempted. His blood pressure never rose above 70/30, 
and he finally died from what appeared to be primary 
peritoneal shock. Post-mortem examination revealed a very 
large anterior gastric ulcer with no attempt at localization. 

Altogether, therefore, the mortality in this series of 40 
cases was 10%, and the failure rate under expectant 
treatment was 12.5%. 
one of the cases of perforated duodenal ulcer recovered 
under expectant treatment, and that this solitary excep- 
tion might also have been a successful cure had he not 
died from intercurrent disease. Another fact which 
stands out clearly is that the site of perforation in gastric 
ulcer has a definite bearing on the results obtained by 
conservative measures. It will be noticed that all three 
patients with lesser-curvature ulcer recovered, but that 
only one of the four cases of anterior perforation lived, 
and this only after secondary operative closure. 

The single case of recovery from gastric carcinoma 
was probably an unusually fortunate result. Subsequent 


It is interesting that all except: 


barium-meal examination a month after his discharge 
showed a large carcinoma which must have been inoper- 
able at the time of perforation. This patient died within 
a month of readmission to hospital, and post-mortem 
examination showed a primary ulcerative type of gastric 
carcinoma on the anterior wall of the stomach. This 
had apparently perforated and sealed successfully, 
although the degree of malignant infiltration of the 
anterior abdominal wall made reconstruction of the 
previous acute pathology difficult. 


Conclusions 


It appears justifiable from this series of cases to draw 
the conclusion that the expectant method of treatment in 
acute perforated peptic ulcer does not give results as 
good as those obtained by operative surgery. Before 
the advent of antibiotics and other forms of chemo- 
therapy most large series of operative results gave a 
mortality varying between 15 and 18%, but the figures 
which are available since the last war show that the 
inclusive mortality of surgical methods of treatment 1s 
now less than 8%. In comparison with the latter figure, 
the mortality of 10% in this series is not satisfactory 
Were it possible to be sure of the actual site of perfora- 
tion, and to.treat only the duodenal and lesser-curvature 
ulcers by expectant measures, the method might be justi- 
fiable. But unfortunately this is not generally feasible, 
and the mortality rate in the expectant treatment of 
anterior gastric ulcers in this series has been extremely 
high. 

As the result_of my experiences, therefore, I have 
entirely given up the expectant method of treatment, 
What is now done ıs to carry out laparotomy in every 
case, as soon after admission as possible. If the per- 
foration is found to have sealed adequately, either by 
adhesion to the liver or by means of an omental plug, 
the abdomen is closed again with no further surgical 
intervention and conservative treatment is then instituted. 
Actual operative closure of the perforation is normally 
reserved for cases which do not appear to be sealing 
spontaneously, though it is carried out routinely in 
every instance of anterior gastric ulcer. 

Finally, it is interesting to note the high incidence of 
chest complications during expectant treatment. Of the 
36 patients who lived, no fewer than 13 developed either 
localized pneumonitis or basal collapse. In 10 cases 
this was right-sided, in two it was on the left, and in one 
case it was bilateral. This is approximately the same 
incidence of pulmonary lesions as that following opera- 
tive treatment of perforated peptic ulcer, and it appears 
to support the anaesthetists’ contention that this com- 

plication is not primarily the result of their ministrations. 
tt was indeed fortunate that, despite this high incidence 
of minor chest complications, all of them settled’ satis- - 
factorily under routine chest treatment and chemo- 
therapy, and that there was no case of subphrenic 
abscess or other secondary complication of such nature 
in this series 3 

Summary : 

The results are presented of treating expectantly 40 
unselected cases of acute perforated péptic ulcer. 

The cases were treated by immediate aspiration of the 
stomach contents, continuous gastric suction, repeated injec- 
tions of morphine, and intravenous infusion. The patients 
were kept under constant review during the first 48 hours of 
expectant treatment, and laparotomy was performed if there 
was no obvious clinical improvement. 


~ 
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In this series thé mortality rate was 10%, and the failure 
rate with expectant treatment was 12.5%. Thirty-one cases 
out of 32 with perforated duodenal ulcers recovered under 
expectant treatment, but only one out of four cases with 
anterior perforations of the stomach survived. There was 
‘a high incidence of chest complications during treatment. 

~ The expectant method of treatment has now been 
abandoned in favour of early laparotomy in every case. 
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SIGNIFICANCE OF RAISED SERUM- 
ENZYME LEVELS IN PERFORATED 
PEPTIC ULCER 


BY 


H. WAPSHAW, M.D., F.R.C.S.Ed., F.R.F.P.S. 
Assistant Surgeon, Western Infirmary, Glasgow 


Asıde from renal considerations, a rise ın the amylase 
content of the blood or urine is generally regarded as an 
indication of some form of damage to the exocrine 
system of the pancreas. The gross and the micro- 

` scopical pathological changes may conform to one of 
the recognized types of acute pancreatitis or may be so 
slight as'to be imperceptible: instances of the latter 
have been recorded in which presumably the duct of 
Wirsung has been affected by the presence of gall- 
stones or of some other agency such as a T-tube left in 
the common duct for drainage (Millbourn, 1936; 
Lewison, 1941). In others, a chronic duodenal ulcer 
burrowing into the pancreas is the disturbing factor 
(Probstein, Wheeler, and Gray, 1939). 

There is experimental evidence to show that the 
amylase, after its escape from damaged acini or ducts, 
finds its way into the peripheral blood mainly via the 
portal system: lymphatic absorption plays a secondary 
part (Popper and Necheles; 1940 ; Howard, Smith, and 
Peters, 1949). It would now appear that a free per- 
foration of a gastric or duodenal ulcer has some claim 
to be regarded as one of the conditions likely to cause 

- the blood or urine amylase levels to rise. Mikkelsen 
(1934) cited instances from his own experience in which 
this complication was associated with hyperdiastasuria, 
but gave no details of the incidence or ‘significance of 
this finding. i j 

The first large-scale study of the problem was carried 
out by Hughes (1942). - He investigated 40 patients with 
perforation of a gastric or duodenal ulcer and found 
four with a urinary diastatic index of the order of 300. 
i studied the concurrent amylase and lipase changes in 
the blood in a series of 30 perforated cases, in none of 
which was the pancreas involved by ulcer (Wapshaw, 
1949). Slight deviations from the normal standards 
were noted in four and substantially raised values in two 
cases. 
the values obtained in two cases of acute pancreatitis 
which were comparable in respect of the duration of 
illness. Musgrove (1950) has recently added three 
more to the Jist, apparently the first to be reported from 
the Mayo Clinic. One was a perforated reticulum-cell 
sarcoma ; the other two were ordinary perforated peptic 
ulcers. 


_ later. 


High. though the latter were, they fell short of - 


The aetiological significance of the increases in 
enzyme content of the blood or urine is still uncertain. 
Hughes suggested that they might be due to (1) an over- 
looked patch of acute pancreatitis ; (2) a second peptic 
ulcer lying posteriorly and adherent to the pancreas ; or 
(3) transperitoneal absorption of the pancreatic ferments 
contained in the gastric or intestinal contents which had 
passed into the abdominal cavity. Neither of the first 
two probabilities was confirmed in the cases which were 
examined post mortem. 


-A group of workers at the Mayo Clinic—Pemberton, ` 


' Grindlay, and Bollman (1950}—stimulated by Mus- 


grove’s findings, carried out what seems to be the first 
experimental attempt to trace the source of the surplus 
amylase. Not only did they duplicate in dogs the con- 
ditions in humans, but. they were also able to define the 
perforations both in time and in location. A decided 
rise in the serum amylase was observed in animals which 
suffered perforation within one to two hours after a 
full meal—that is to say, when the pancreas was secre- 
ting to full capacity. If the perforation was delayed for 
three to four hours the amylase levels in the blood were 
unaffected. In samples of the peritoneal fluid with- 
drawn by abdominal paracentesis the-amylase concen- 
tration of the early group was about six times that of the 
The mortality from peritonitis was very high, 
particularly among animals belonging to the former 
group, but, according to the control experiments, 
peritonitis cannot be held responsible for the hyper- 
enzymaemia. Pemberton ef al. concluded that the 
determining factor was the amylase concentration of the 
free fluid in the abdomen. 

In the course of previous clinical study I indepen- 
dently accumulated data bearing on points studied by 
the Mayo Clinic team, such as the times of the previous 
meal ‘and the enzyme activity of the fluid inside the 
abdominal cavity encountered at operation. It seems of 
value to place these findings on record. The results 
are further amplified by the inclusion of repeat serum- 
enzyme observations which were made in most of the 
patients 24 hours after the initia] readings. 


Findings in 32 Perforation Cases: 
Pathological Data 

It must be emphasized again that in none of the cases 
had the ulcer process implicated the pancreas. The site- 
incidence of the perforations was as follows: pyloro- 
duodenal, 29; gastric, 2; anastomotic, 1. Simple 
closure was carried out on 28 patients, with one death. 
Two patients were admitted to hospital with widespread 
peritonitis and died soon after (Cases 1 and 27). There 
were also two late cases which had developed sub- 
hepatic abscesses when first seen ; both made a good 
recovery following open drainage (Cases 31 and 32). 

In Case 27, at necfopsy, a second ulcer was found 
lying posteriorly and loosely adherent to the pancreas. 
A few spots of fat necrosis were also observed in the 
fatty tissue of the lesser and greater omenta of this 
case. Yet the parenchyma of the gland appeared 
normal on section, and certainly the enzyme findings in 
the blood gave no reason for one to think otherwise 


Enzyme Findings in the Blood 
Amylase and lipase estimations were carried out. with 
the same sample of blood. Jn the former, the Somogyi 
iodometric test was employed The normal values 
range between 70 and 200 units per ml. of serum. For 


’ 
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determining the lipase activity the Cherry and Crandall 
method was used. Normal values do not exceed 1.5 
mil. of N/20 NaOH per ml. of blood serum. 


The patients were investigated soon after admission” 


to hospital ; in 15 of the operated cases the tests were 
repeated 24 hours later so as not to miss any late enzyme 
- variations. The results are given in the Table.. The 
following summarizes the chief findings. 

Initial Readings—The highest abnormal values for both 
enzymes were found in a case of two days’ standing too 
ill with peritonitis to be saved by surgery (Case 1). Another 
with considerably raised readings was a 15-hour perforation 


Findings in 32 Cases of Perforated Peptic Ulcer in Order of 
Duration of INness. Repeat Serum-enzyme Estimations were 


` Carried Out 24 Hours Later 5 


































Case] - 
No 
12 2 
5 2 5 
2 E n 
26 
28 4 7 12:3 
10 
9 4 2 145 0-2 o | oF 
190 0-9 
29 4 44 a 6-4 
"B 4 During te | gi |e | 114 
7 Bp r 
4 mea. 84 0-4 ai 
16 5 4 133 0-7 3,200 92 
21 5 3 76 0-3 “400 10;2 
4 6 6 65 œi 
10 6 6 84 00 
56 O-1 a 
18 7 4 88 OI 710 75 
84 0-2 
17 7 2 66 G7 800 49 
- 80 0-5 
t4 7 5 355* 1-7f | 32,000 143 
355* O-1 
2 7 t lesg | of a 
7 4 dra 
B í 200 03 
23 7 106 1-5 133 03 
22 8 5 106 0-7 9,600 10-0 
20 9 4 106 08 400 0-5 
il 9 266* 02 6,400 13-0 
ig 80 90 
8 104 6 248* 0-75 | 13,330 140 
80 0-85 
6 11 4 66 0-1 
123 œi 
13 H 3 266* zit 
‘ 180 0-55 
19 12 5 88 0-0 1,770 4:3 
10% t3 3,200 | 65 
4 712: 5 88 z Z 
2 + 388 i 4 : : 
3 oat 2-5t 48 8-0 
21 24—=«, 177 0-7 
i 4° nor | 4it | 1,600 | 70 
31 10 days 73 O-4 
32 18 ,, 106 0-3 


*Ralsed serun-amylase readings. tRaised sorum-lipase readings. 
t Result at 48 hours, - 


(Case 3); this patient also died from peritonitis. Cases 8, 
11, 13; and 14 had slightly raised amylase readings. An 
associated rise in the lipase levels was noted in Cases 13 and 
14. These cases all fell within the group which had been 
ill for 7 to 124 hours when first examined. The findings 
in all those seen earlier than the seventh hour were normal, 
as were also the findings in the two late cases complicat 

by abscess formation (Cases 31 and 32). ; my 


Repeat Readings~—The results obtained on re-examination 
24 hours later did not conform to any definite pattern, nor 
did such changes as were noted in the amylase and lipase 
concentrations always run parallel. It is noteworthy that the 
second readings in the four cases which had originally a 
moderate increase in the serum amylase were within normal 
limits except in Case 14, which remained elevated. A drop 


« 


to normal levels also occurred in the two with moderately 
raised lipase values. In nine others there was no appreciable 
difference between the first and second readings. In the 
remaining two cases (Cases 6 and 24) the second amylase 
reading was decidedly raised, though in Case 6 it was within 
-normal limits. 


Enzyme Concentration of the Peritoneal Fluid 

This was examined in 21 cases. The samples were 
obtained at operation in all except the first in the series, 
in which recourse was had to paracentesis abdominis 
ante-mortem. The same two tests were employed as 
mentioned above. If dilution was required, sterile 
physiological saline was used. 

The results varied between wide limits. For example, 
the amylase concentration ranged from zero in Case 9 
to 32,000 units in Case 14, afd the lipase from 0.1 ml. in 
Case 9 to 14.3 ml. of N/20 NaOH in Case 14. A com- 
parison betweén those findings and the corresponding 
results with the blood serum failed to show any corre- 
lation such as would lead one to suppose that the 
concentrations in the latter were augmented from a 
peritoneal source. It is conceivable that an excess of 
pancreatic ferments had been carried from the peritoneal 
cavity into the blood in Case 14, but in the light of the 
other findings this evidence must be regarded as purely 
circumstantial. 


Time Since Previous Meal 

This was noted in 23 cases. One patient perforated 
during a meal, four within two hours, and in the re- 
mainder the lapse of time was three.or more hours, the 
average being four hours. : ` 

It was thought at first that the data might give some 
indication of the functional state of the pancreas at the 
time when the leakage of the gastric or duodenal con- 
tents occurred. However, the results of the. estimations 
carried out on the fluid from the abdominal cavity gave 
little support to this assumption. Actually the highest 
concentrations were found among those who had not 
eaten food for several hours. Nor was there any 
relationship in respect of time with the findings- in the 
blood serum such as has been reported by Pemberton 
and his associates. 


Discussion 


The question at issue is whether or not the changes 
in enzyme content that have been observed in the blood 
and urine in certain perforation cases denote a genuine 
disturbance of the pancreas. It is true that fat 
necrosis was encountered both by Hughes and by me in 
patients showing abnormally high readings, but further 
exploration ruled out 4 co-existing pancreatitis. The 
fat necrosis was doubtless the effect of a lipase of high 
potency which had obtained access to the peritoneal 
cavity as a result of the perforation. It is difficult, how- 
ever, to ignore the possibility that the pancreas is some- 
times functionally deranged either at the time of per- 
foration or later. , The irritant nature of the escaping 
fluid, particularly when it has become infected, might 
conceivably lead to changes in the exposed parts of the 
gland, though parenchymatous changes such as round- 
cell infiltration or interstitial oedema have not been 
noted in the deeper parts. 

Pemberton and his colleagues were induced to con- 
sider this possibility in the course of their studies. By 
way of a control experiment, they produced a virulent 
and rapidly fatal peritonitis by the intra-abdominal*in- 
jections of faecal and other noxious matter, but without 
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‘obvious effect on the camylase levels in the blood. + It- 
is fair criticism that their experimental conditions did — 
not strictly parallel theclinical, for, whereas the dogs 
so treated“died in the space of four hours, the present 
investigation leads one to believe that in clinical cases 
the enzyme levels become materially raised, if at all, 
only at a later stage, Thus it was found that the cases 
with abnormal readings had been perforated for. & 
period of 7 to 48 hours; and Musgrove’s cases were 
of one, four, and six days’ Standing. 

When the problem presents itself for the first time 
after operative intervention, other factors have to be 
considered, such as the amount of traction required to 
expose the lesion and even the anaesthetic administered. 
In regard to the latter, ether is perhaps the drug which 
calls for the closest attention. Its effects have been 
studied in animals and the réports are conflicting. Some 
state that the inhalation of ether has a negligible effect 
on the serum amylase (Watanabe, 1918 ; Ross and Davis, 
1921), while others believe that it results in a slight in- 
crease in concentration (Karsner, Koeckert, and Wahl, 
1921 ; Zucker, Newburger, and Berg, 1932). - Lewison 
refers to the occasional occurrence of abnormal read- 
ings after laparotomy, which some allege are due either 
to the anaesthetic or to intra-abdominal majipulations, 
but he himself has been unable to substantiate these 
explanations. With regard to the effects of mechanical 
trauma, it would seem that the pancreas does not object 
‘to gentle handling, but if subjected to damaging injury. 
it registers its protest in the form of a serum-amylase 
response of moderate degree (McCaughan, 1934). 

The experimental evidence brought forward in sup- 
port, of the theory of transperitoneal absorption is con- 
vincing. The effect produced bythe entry of pan- 
creatic ferments itito the blood stream will depend, 
among other things, on the amount and potency of the 
secretion of the pancreas at the time of perforation. It 
was with a view to finding out something of this aspect 
of the problem that. note was taken of the times of the 
previous meal. The findings suggested that a peptic ‘ 
ulcer is apt to perforate during the interdigestive phases 
of gastric and pancreatic secretion. The same impres- 
sion is conveyed b gworth, tt, and Jamieson 
(1944) in their statistical study of 951 perforations 
treated at the Glasgow Western Infirmary during 1938— 
43 when they state that the incidence was highest be- 
tween 3 p.m. and 6 p.m.—that is, towards the end of the 
ordinary working day. It's of interest, however, that 
Strang -and Spencer (1950), at: _Newcastle-upon-Tyne, 
were unable to correlate the time of occurrence with 
any particular phase of digestion. 

The intraperitoneal findings in the perforation series ` 
were inconclusive. „So far as could be determined from ' 
the data relating to the previous meal, there was no 
correspondence between the enzyme activity of the free 
fluid in the abdomen-and the different phases of pan- 
creatic function, nor was there any -apparent connexion 
with the enzyme levels in the blood. One hesitates to, 
infer that the possibility of absorption via the peritoneal 
lining is ruled out on that account. The diversity of ° 
the readings may have been due to factors that are be- 
yond analysis clinically ; for example, the secretory res- 
ponse evoked by the preceding meal, the degree of 
enzyme inactivation that is apt to result from an 
admixture with the acid chyme of the stomach, and the 
diluent effect of the peritoneal exudate are but a few of 
the incalculable variables which have to be, taken into 
account. 


- Pem erton, A. H, 


H Summary - 

Slight increases in the amylase and lipase levels.in the 
blood occur in a small minority of peptic ulcer cases 
complicated by perforation. 


No histological cause for these changes has been found in 
the pancreas. 

A study of the clinical data in the present cases failed to 
yield evidence either for or against the view, supported by 
experimental work of others, that the increase in blood 
levels of the enzymes is due to their absorption into the 
circulation from the abdominal cavity. 
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ADDENDUM.—Since this paper was written another case 
with raised readings has come to notice. The_findings were: 
male, aged 37; anterior duodenal perforation of 22 hours’ 
duration; serum amylase, 400 Somogyi units; peritoneal 
fluid amylase, 1,140 Somogyi units; meal one hour before 
onset of symptoms ; recovered after operation. 


Medical Memorandum.” 
: 
‘Persistent Bacillary Dysentery Carrier 
` Treated with Chloramphenicol 


Bacillary dysentery is endemic in many mental 
hospitals, carriers being the main source of infection 
(Medical Research Council, 1929). Our:recent success- 
ful treatment of a persistent dysentery carrier with 
chloramphenicol is felt to be of general interest. The 
patient had previously remained resistant to sulphon- 
amide, therapy during a period of 19 months. 


5 . Case Report . 

In September, 1948, a small outbreak of bacillary 
dysentery occurred ina female mental ward of approxi- 
mately 50 patients. There were thrée clinical cases, and 
the administration of sulphaguanidine resulted in a prompt 
cure, 

Two months later, on November 5, 1948, the stools of” 
all the patients in the ward were tested and five symptom- 
less carriers were discovered. The infecting organism, both 
in the carriers and in the previously treated clinical, cases, 
proved to be Shigella flexneri (variant X type). Four of 
the carriers were successfully treated with sulphaguanidine, 
but the fifth proved resistant. This was a woman aged 28 
who had been in an institution since 1936 without previous 
history of clinical or bacteriological dysentery. She had no 
general ‘symptoms when examined, and her stools were 
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normally formed, with absence of either blood or mucus. 
A standard course of sulphaguanidine was administered, 
6 g. four-hourly to a total of 130 g. over seven days, but 
her stools remained positive. 


The patient received the treatment shown in the Table. 














10/1/49 
1/2449 
2/3/49 





3 sin stools over | 21/1/49 
No effect; stools ro- 


postive 
No effect; stools inter- 
muttently positive 











4 
pius ai 


pot per permang 
Sulphadimidmo 







15/2/50 3 consecutive negative 


27/3/50 
‘wols’ over 22 days 








29/3/50 | Sulphadiazine 728 4 consecutive negative | 24/4/50 
stools over 10 days 
24/4/50 | Salphadimidins 63 g. 3 consecutive negative | 22/3/50 





stools.over 18 days 





From April, 1949, to January, 1950, no active treatment 
was carried out, 28 stool examinations being made, of 
which 22 were positive. An agglutination test carried out 
in November, 1949, using the patient’s serum against stan- 
dard flexner cultures and flexner bacillus isolated, gave a 
negative reaction in a dilution of 1/25. 

In January, 1950, the Public Health Laboratory, Leicester, 
kindly carried out sensitivity tests on the organism and 
found it to bé resistant to succinylsulphathiazole and only 
weakly sensitive to phthalylthiazole and sulphaguanidine. 
It was, however, shown to be sensitive to sulphadimidine, 
sulphadiazine, sulphamerazine, and sulphanilamide. In 
addition it was found to be sensitive to. 5 units of 
st ee a per inl „and to 25 ag. of chloramphenicol 
per 


Further Ph therapy was then given i in 1950 G 
Table). 

From May 22 to June 2, 1950, six stools were examined, 
five of which were positive. At the beginning of June, 
thanks to the co-operation of the Ministry of Health and 
“the City General Hospital, Nottingham, 12 g. of chlor- 
amphenico] was obtained, being administered over the 
course of five days (June 2-6). The initial dose~ was 
750 mg.; this was followed by 250 mg. ` two-hourly for 
one day and then 250 mg. three-hourly for the remaining 
four days. _ 

In the 50 days immediately following completion of 
treatment, 29 consecutive negative stools were obtained. 
The stools were still consistently negative four months after 
completion’ of treatment. 

During the period in which the patient was a known 
carrier (19 months) 66 stools were examined and 39 (60%) 
-of the specimens were positive. Colonies varied during 
positive periods from 10 to 117 per plate on desoxycho- 
late citrate media. The patient remained entirely free from 
symptoms during the whole period. 


Comment 


Chloramphenicol has been shown to be active 
in vitro against Shigella paradysenteriae (Sonne) 
amongst other Gram-positive and Gram-negative 
bacilli (Smith ef al., 1948). Ley and his co-workers 
(1948), when determining blood and urine levels after 
oral administration, used a microbiological assay in- 
volving the inhibition of the growth of Shigella para- 
dysenteriae (Sonne). S 

There have been two recent reports on the clinical 
use of chloramphenicol in acute bacillary dysentery. 
Mazursky (1950) describes the treatment of three acute 
cases of Sonne dysentery and claims good results. He 
found a rapid change in the character of the stools, but 
unfortunately a long-term follow-up was not_ possible. 
Ross et al. (1950) treated 35 children with shigella 


MEDICAL MEMORANDUM ~- 


Purr 

7 MEDICAL JOURNAL 
enteritis and found that their results compared very 
favourably with similar series previously treated by 
them with sulphadiazine, streptomycin, and poly- 
myxin B. i 

So far as we are aware this is the first published 
account of the use of chloramphenicol in the treatment 
of a chronic bacillary dysentery carrier. Chloram- 
phenicol was found to be active both in vitro and 
in vivo. The absorbable sulphonamides—sulpha- 
diazine and sulphadimidine — although apparently 
active in vitro, had only temporary effects when used 
clinically. | Sulphaguanidine was only slightly active 
in vitro, and the possibility arises that initial treatment 
led to subsequent resistance to the drug. Al three 


\ clinical cases and the four other carri¢rs isolated about 


the same time had responded promptly to one course . 
of sulphaguanidine. 

It is well known that carriers may excrete bacill: 
intermittently, and serial stool examination is thus 
essential when assessing the efficacy of treatment in a 
dysentery carrier. In our case it was very uncommon 
to find more-than two consecutively negative stools 
except after courses of treatment. Four consecutive 
negative stools were obtained after a course of sulpha- 
diazine and three consecutive negative stools were 
obtained after courses of Sulpaadunidine and sulpha- 
guanidine. _ E 

In conclusion, it may be said that, shoiiah the efficacy 
of a particular drug cannot be established by the treat- 
ment of one case, the result obtained has been suffi- 
ciently prompt and clear-cut to warrant further 

« investigation. 

We wish to acknowledge our thanks to Dr. K. K. Drury for 

permission to publish and for advice, to Dr. A. B. Monro for 


advice and criticism in the preparation of this memorandum, 
and to Mr. F. Mills and Mr. J. A. Scott for their valuable 


laboratory work. 
A è D. A. Sme, M.B., Ch.B. 
3 D. Cameron, M.B., Ch.B. 
$ ` Carlton Hayes Hospital, Narborough. 
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The Annual Report for 1950 of the Health-Branch of the 
Government of British Columbia notes that there has been a 
marked drop in both the mortality and morbidity of tuber- 
culosis during the year. Nearly 80,000 people were x-rayed 
in clinics. B.C.G. is being offered to all contact children with 
Negative tuberculin reactions. The control of venereal 
disease also seems to be successful, since there were only 
62 cases of syphilis during the year, the lowest figure ever 
recorded, in spite of the fact that half of the 1,138,000 
people of British Columbia live close to a major seaport. 
Two diagnostic programmes are of interest. A special centre 
exists in the Vancouver City Gaol, and out of 2,800 prisoners 
examined during 1950 5.5% revealed, hitherto undiscovered 
venereal disease. These centres are to be opened in other 
prisons. A blood-testing survey among Indians employed 
in canneries also proved a successful method of case-finding 
among a selected group. It is interesting to note that 
penicillin is issued free of charge to private practitioners on 
notification of a case of venereal disease, and cases of 
gonorrhoea “are treated with 500,000 units of penicillin in the 
hope of eliminating hidden syphilis. 
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BACTERIAL POLYSACCHARIDES 

Bacterial Polysaccharides. B ` A 5 

45s.) Oxford. Blackwell Scientine Patios? 1540. 
This book contains a useful historical survey of the 
investigations which have led up’ to our present know- 
ledge of the chemical and immunological properties of 
the polysaccharides associated with the more common 
types of pathogenic bacteria. In a space of 254 pages 
the author discusses in a fairly comprehensive manner 
the isolation -and properties of those polysaccharides 
which are considered to play an important part in infec- 
tion and immunity. There are inevitable gaps in the 
contents because the author does not encroach unduly on 
the closely related subject of bacterial antigens, and it is 
presumably for this reason that the excellent work of 
Miles and Pirie on the components of the antigenic com- 
plexes of Br. abortus and Br. melitensis receives only 
passing reference and Chargaff’s work on’Proteus OX 19 
is omitted. Nevertheless the book contains a large 
_amount of useful information, simply and clearly set out, 
which covers the chemical properties of the immuno: 
logically important polysaccharides of bacteria. A use- 
ful chapter on the enzymic decomposition of certain 
polysaccharides and on the effect of enzymes on 
experimental pneumococcus infections’is included. The 
inclusion of a fairly detailed account of the preparation 
and properties of the bactericidal agents gramicidin and 
tyrocidine comes as a surprise ın a book on bacterial 
polysaccharides. . 

It is unfortunate that all but one of the practical 
‘methods given in the Appendix for the preparation of 
bacterial polysaccharides are more than 10 years old and 
that none involves the use of high-speed differential 
centrifugation or suggests control of the homogeneity of 
the product by analytical- procedures, such as electro- 
phoresis or ultracentrifugation, which have been in 
fairly general use for the last decade. 

The book is well produced, has many tables which 
bring together much useful information, and is a valuable 
addition to those already available in the field. It will 
be. of considerable use to immunologists and those 
engaged in the study of immunochemistry. 

- W. T. J. MORGAN. 


DISCUSSIONS ON ENDOCRINOLOGY 


Transactions of the American Goiter Association, 1949, 


a -460; illustrated. £3 ~17s. 64.) Springfield: 
harles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1950. : : 


Adrenal Cortex. Transactions of the First Conference) 

1949. Edited by Elaine P. Ralli. (Pp. 189. $2.) New 

York: Josiah Macy, jun, Foundation. 1950. 
Many of us are conscious of the fact that we have 
learned far more about our subjects in.pubs and clubs 
than in the halls of learned societies, in the bars con- 
veniently provided at international congresses than in 
the lecture halls. One only has to sit at the back of a 
lecture hall to realize how large a proportion of the 
audience sleep quietly through each paper, to be gal- 
vanized into mental activity when the discussion begins. 
There is something about the formal paper which 
inhibits attention : it may be the realization that it will 
be far more profitable to read it latér by one’s own 
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fireside, especially if the lecturer’s delivery is as bad as 
it usually is. Some of us may have thought it a pity 
that the paper shortage, which has done so much to 
increase the lucidity of British scientific- papers, should 
have made it impossible to publish discussions. When, 
rarely, such discussions are published at all, they are 
usually polished out of all resemblance to their originals 
and robbed of that spontaneity which gave them their 
original value. 

They do these things better in the U.S.A. ` Most of 
the papers in the Transactions of the American Goiter . 
Association have already appeared in the Journal of 
Clinical Endocrinology. They are valuable, serious, but 
almost completely unreadable additions to knowledge. 
The serious student will no doubt have to refer to them 
often for some years to come. Few of them can be read 
with enthusiasm except in relation to the work which 
the individual reader happens to be doing at the parti- 
cular moment’ of his reading. But when he has read 


~each paper his mind changes gear. The verbatim dis- 


cussion suddenly enlivens the theme, makes it human, 
and gives it immediate impact. You get the feeling that 
you never get in reading serious journals, that here are 
live men; lively, interested, talking intimately of things 
they know. There is always the danger, if this habit 
spreads, that the spontaneity may be lost : people may 
begin to talk with an eye to what will be printed. In 
these two books this back-sliding has not yet begun. 
The dead word of the scientific journal has succeeded 
in becoming alive through such apparently facetious 
comments as that by Professor Means, “ When you give 
dinitrophenol it is like taking the clutch out of a 
car; the engine races, heat is produced, but nothing 
‘happens: When you give thyroxine, on the other hand, 
it is like stepping on the gas; the engine goes faster 
and the car goes ahead.” And by Dr. Soley in answer _ 
to the question, “ Would you treat a close relative with 
Graves’s disease with 111? ” “I would, but I wouldn’t 
tell Dr. Rawson about it.” And later, apropos of the 
future of treatment with 131I, “Dr. Means, would you 
mind commenting on that question, too? We can’t 
get Dr. Soley interested in committing himself.”. And 
the devastating question by Means on nomenclature in 
thyrotoxicosis, which we have all asked, but never in _ 
print, “ What is what primary to or secondary to?” 
And Dr. Frazell’s retort to another interruption, “I do 


- not think one can get emotional about scarring up a 
_ beautiful young girl’s neck when one is dealing with 


cancer of the thyroid.” 

The second book goes even further. There are no 
solemn set papers. The fun begins at once. Indeed, 
“The Adrenal Cortex” belongs to the same class of 
literature as the plays of Bernard Shaw. Occasionally 


-a very important character is allowed-to develop a theme 


for as long as a page, but after that he is subjected to 
almost constant interruption. Most of the characters 
have only a sentence or two to say at a time, but the 
Meaning goes on in a continuous stréam on which one 
is carried with none of that effort of concentration which 
the reading of the average textbook needs. These dis- 
eussions are so informal and intimate that one almost 
feels that one is present at this learned but never heavy 
ol pompous conversation. The illusion would be 
enhanced if Josiah Macy would borrow’an idea from 
Charles Thomas and giye us photographs of the 
dramatis personae. 

: RAYMOND GREENE. 
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HISTORY OF THE INDIAN MEDICAL SERVICE 


Surgeons Twoe and a Barber. Being Some Account of 
the Life and Work of the Indian Medical Service (1600- 
1947). Compiled and furnished with an introductory 
essay by Donald McDonald. With foreword by 
Lieutenant-General Sir Bennett Hance, K.C.LE., O.B.E., 
K.H.S., L.M.S. (Pp. 295; illustrated £2 2s.) London: 
William Heinemann. 1950 


te this pleasantly produced and handsoniely illustrated 
book the author gives an account of the Indian Medical 
Service. A history of the service by D. G Crawford was 
published in 1914, but the present account is less a 
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formal history than a story of the -life and work of. 


the service, While it describes its formation and growth 
from the time when, as may be gathered from the title, 
a surgeon and a barber were of much the same stand- 

- ing, it carries the story through two world wars to 
-August 15, 1947, when with the transfer of power to the 
two Dominions of India and Pakistan the Indian Medical 
Service ceased to exist. To any member of the seivice 
now living the book will revive many memories, but 
it will be interesting also to others, for in a sense the 
history described is a microcosm of life and work undér 
British rule in India and all that went with this. 

After an introductory foreword by Sir Bennett Hance, 
Director-General in 1943-6, who refers to the desir- 
ability that the story of the I.M.S should be made more 
popularly available, the book goes on to describe the 
origin of the service in what were truly adventurous 
times to the establishment of what has been one of the 
most remarkable medical services ever to come into 
being, one not only famous for its contributions to re- 
search in tropical medicine, but unique in the scope 
of its mahy activities. The book gives a full and interest- 
ing account of how, and by whom, were developed the 
great medical and public health institutions which exist 
throughout India, the dispensaries and hospitals, the 
arrangements for medical education, the triumphs of 
medical research, the part played by officers of the 
service in many theatres in the two world wars, and 
much else. There is a special chapter on the I.M.S 
and medical research by Lieutenant-Colonel* H. W 
Mulligan, I.M.S., one on the I.M.S. and public health by 
Lieutenant-Colonel C. A. Bosman, I M.S, and others on 
medical education and on the subordinate miedical ser- 
vices in India. The text is accornpanied by some excellent 
photographs, including those of some former Directors- 

Members of the service will greatly appre- 
ciate such a well-conceived and ably carried out tribute 
to a service of which all are justly proud, and others 
will find much about India of interest 
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Sterilization in North Carolina. A Sociological and 
Psychological Study By Moya Woodside. (Pp. 219 
£1.) London: Geoffrey Cumberlege. 1950. 


Twenty-seven of the 48 States comprising the U S.A. ` 


bave laws which provide for compulsory sterilization for 
eugenic and social reasons, the first of these having been 
enacted in 1907. North Carolina has a largely rural 
community of rathe: less than four million, of which 
approximately one-quarter is negro. A sterilization law 
was introduced there in 1929, but in 1933 it was replaced 
by another which offered better protection to the rights 
of the individual. 
ization for medical indications but with the operation 
_ as carried out at the instigation of institutions dealing 
N 
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The law is not concerned with steril- 
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with mental disorders and delinquency, and of certain 
pùblic health bodies in cases of feeble-mindedness, 
mental disease, and epilepsy “About 140 operations are 
performed under these headings each year in North 
Carolina, more than two-thirds of them on women. 

The author of this book, a psychiatric social worker 
from Britain, gives an “ outsider’s yiew ”, of the deve- 
lopment of this social experiment and its results, and 
indirectly, presents the case for and “against eugenic 
sterilization As it applies in North Carolina it evi- 
dently aims more at reducing immediate social and 
economic problems than at improving the quality of the 
future population. Many professions will be interested 
in Mrs Woodside’s findings and observations From 
the strictly medical point of view one of the most valu- 
able sections is the account of a follow-up of 48 women 
previously sterilized by bilateral tubal ligation or resec- 
tion. In general it was found that the dperation con- 
veyed definite physical and psychological benefits and 
was without significant effect on- the sexual life or feel- 
ings of individuals.” á 

In North Carolina it is clear that the sterilization law 
is limited in scope and that the compulsion clauses are 
rarely applied—sterilization being carried out by persua- 
sion rather than force. Nevertheless, it has its/pitfalls 
and problems as well as advantages, and the experience 
réported here should be known to all those who have 
in mind the introduction of this type of legislation 
elsewhere. 

T. N’ A JEFFCOATE. 
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MEN AND MACHINES . 

- The proposition that working conditions can be more 
easily altered than human anatémy vand physiology 
is of such obvious truth that it might have been 
thought unnecessary to found a society, or to hold 
a conference, to call attention to it. Shoes should 
fit feet, railway upholštery should fit backs, and baths 
shduld hold their occupants. Yet it is only within 

‘the last few years that a system of shoe-fittings has’ 
_ been devised which is based on-the statistical analysis 
of foot measurements ; railway seats are found almost 
universally uncomfortable by those who attempt to ' 
sleep ‘sitting up.; and pocket-sized baths seem to 
have been accepted as a necessary concomitant of 
pocket-sized flats. It is hardly surprising in the cir- 
cumstances that the design of industrial equipment, 
seating, work- -Spaces, and general lay-out should have 
received little attention as yet, except in the obvious 
sense that controls are placed in positions which to 
their designers appear reasonable, and that economy’ 
of material-movement in factories is an accepted 

` principle. What has.yet to be recognized on any 
general scale is that efficiency as well as comfort 
may be promotéd by fitting the machine to man, 
and that biological research at the design stage may 
often be ‘needed to obtain the-best fit possible. 

There is in these facts the justification of the Ergo- 
nomics Research Society—including the addition of 
one more name to those found in the literature— 

and- of the symposium which has been held lately 
by the Society at Birmingham on “ Human Factors 
in Equipment Design.” It is a subject on which war- 

time experience should prove: of value.” An anato- 
mist’s -response was quoted by Le Gros Clark in 

1947, His example was the design of sighting equip- 

ment so pivoted as to enable the observer to follow 

aircraft movements as naturally as possible ; and his 
cofclusion was that it was necessary, or at least 
useful, to begin by studying composite movements 

, through records made as a film, before proceeding 

to either detailed: analysis or the giving of advice. 
1 Symposium on Human Engineering, Ann. N.Y. Acad Sci., 1951, 51, 1123 
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The applied physiology of aviation and cockpit design 
is a more widely known example. Ergonomics has 
been defined broadly as the study of the relation- 
ship between man‘and his working environment. It 
` includes, therefore, the effects of climate ; and it may 
be recalled that the Linen Industry Research Asso- 
ciation has lately found it possible to recommend 


` modifications in the local climate of certain “wet” 
. Processes to the advantage of “the worker and eeu 
~ technical loss. 


The dimensions of the worker appear as an essen- 
tial but unalterable factor in many problems.. At 
the Birmingham symposium, Clements took up two 
points of very general significance: the question of 
distinctive population groups, and the derivation of 
the special measurements wanted for’ equipment“ 
design from weight and height statistics, which | are 
more readily available. On the first he concludes 
that regional differences are largely mythical, but that 


' the Registrar-General’s classification of ‘the popula- 


tion by social groups is significant for anthropometry. 
On the second problem he thought that the required 
special measurements could be obtained” by“ their 
empirical relation to weight and height. Morant, 
going a step further, has considered the space occu- 
pied by people of known dimensions in different 
positions. - Akerblom, in Sweden, has returned to 
the vexed question of’ seating, and Christensen ‘has 
applied physiological arguments based on the effects 
of physical work on ‘the circtlation with the body 
in different positions. Muscular activity has been 
studied in a variety of conditions by Floyd and Silver, 
using the ' methods of electromyography, and the 
normal movements gf the spine and_ of stretch- 
ing have -been investigated by Darcus. Psychologi- 
‘cal considerations énter particularly into the desi 

and placing of indicator dials and control mechanisms, 
and in both Great Britain and the United States’ there 
is much research now in progress on these aspects. 
It would be premature, in almost any respect, to 
suggest that knowledge of" the, underlying biological 
problems is complete, or nearly so; only a begin- 
ning has been made. But the view is reasonable 
which was expressed by Sir,Ben Lockspeiser, in his 
opening address to the symposium, that “enough is 
known to justify the introduction of biological con- 
siderations as a distinctive contribution to machine 
design,” and that this should be “at the earliest stages ~ 
of preliminary design, prototyping, and field trial, 


when, if: necessary, radical changes of design are 


econdmically possible.” 


“ 
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ALLERGIC ENCEPHALOMYELITIS 


The febrile neurological complications of vaccination 
against smallpox, rare at the beginning of this century, 
became much commoner during the third decade, 
and for 1928 the Registrar-General reported 55 cases 
of post-vaccinal encephalomyelitis in England and 
Wales. The incidence has since fallen, though there 
has been no corresponding decrease in the number of 
vaccinations performed. - On epidemiological grounds 
it was at first thought that infection with vaccinia-had 
stimulated into activity a latent neurotropic virus, pos- 
sibly that of encephalitis lethargica. But the crescendo 
in the incidence of post-vaccinal encephalomyelitis 
coincided with the decline of the encephalitis lethar- 
gica epidemic, and the two diseases are not only clini- 
cally but also histologically distinct. i 
> Although allergy as the basis of the nervous com- 
plications of vaccination, smallpox, and chicken-pox 
was first suggested in 1927 by Glanzmann,' recent 
experimental work on the subject i is based on much 
earlier studies on the toxicity of anti-rabies vaccine, 
- which is an emulsion-of the cord of a rabid animal. 
Thus wasting, convulsions, . paralyses, and sterile 
abscesses at the site of injection occurred, after the 
administration of normal as well as rabid brain emul- 
sion to rabbits, and injection of heterologous nervous 
tissue led to the formation of sera with neurotoxic 
properties in vivo. On such evidence Harvey and 
McKendrick* suggested in 1907 that “anaphylaxia 
due to foreign nerve substance” was thè cause of 
the paralytic accidents after rabies vaccination.” Later 
Brandt, Guth, and Müller” obtained complement- 
fixing antibodies to brain tissue by injecting alcoholic 
extract of homologous brain (of the same species as 
the injected animal) mixed with a heterologous protein 
~“ conveyer ” (from a different°species), thus demon- 
strating the presence of a lipoid haptene (determining 
antibody specificity) in nervous tissue. Even so, there 
was no evidence that such antibodies in sera-were 
responsible for the neurotoxic effect of the latter, nor 
that the lesions produced by the sera resembled those 
in the myelitis occurring after anti-rabies vaccination. 
Plaut and Kassowitz‘* saw no abnormalities in rabbits 
injected intracerebrally (across the blood—brain barrier) 


1 Schweiz med. Wschr., 1927, 57, 145. 
2 Scient "the Government of India, 1907, No. 30. Calcutta. 
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with serum containing brain-specific antibodies. Con- 
versely, Weichsel and Salfeld® failed to detect anti- 
bodies to brain in the sera of persons receiving 
vaccines prepared from nervous tissue. 

In 1928 Perdrau® linked up this experimental work 
with post-vaccinal encephalomyelitis and laid the 
foundation for the -present-day - investigations. He 
showed that perivascular demyelination was the 
earliest detectable lesion in both post-vaccinal 
encephalomyelitis and myelitis aftef inoculation 
against rabies. Five years later Rivers and his 
colleagues’ observed lesions resembling post-vaccinal 
encephalomyelitis in monkeys ~after administering 
many alternate injections of alcoholic extract and 
aqueous emulsion of rabbit brain. Schwentker and 


Rivers? further showed that- brain-specific antibodies - 


appeared after injections of autolysed or vaccinia- 
infected homologous brain tissue without convéYer.- 
This suggested that post-vaccinal encephalomyelitis 
might result from the production of auto-antibodies 
in response to damaged nervous tissue in the same 
animal. Kopeloff and Kopeloff,® applying Freund 
and McDermott’s?® “adjuvant” technique, obtained 
brain-specific antibodies in monkeys. -In this the 
“ antigen” in aqueous phase is suspended in a lano- 
lin-like base, which is then mixed with a suspension 


of killed tubercle bacilli in paraffin oil. Kabat and ` 


his colleagues’? and Morgan™ observed perivascular, 
demyelinating lesions in monkeys in Jess than a month 
after only one injection of this antigen. A similar 
result has been obtained in guinea-pigs. The effi- 
cacy of this adjuvant technique is thought to depend 
on the fact that antibody-producing ceHs are attracted 
by the tubercle bacilli and thus come close to the 
“antigen,” and ‘Kabat and his colleagues have 
shown that the encephalitic lesions which are associ- 


ated with antibody production appear more quickly _ 
“only when the injection of brain emulsion is given 
at the same site as the tubercle bacilli, However, _ 


this does not indicate a causal connexion between the 
antibodies and the lesions-any more than between the 
tissue antibodies taking part in the Wassermann re- 
action and the lesions of syphilis. The recently. 
demonstrated efficacy of non-lipoid residues and 
other indications of the protein nature of the 


encephalitogenic agent contrast with the lipoid - 
character of the haptene responsible for antibody - 


production. Again, Schwentker and Rivers’ showed 
a relationship between antibody production and the 
myelin content of the emulsion injected, whereas 
Lumsden?" found non-myelinated (foetal) nervous 
tissue fully encephalitogenic. Failure to transmit 
the experimental disease by transfusion or cellular 
transfer is evidence against the importance of 
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antibodies. However, Lumsden’s!* demonstration 
that antihistamine drugs have a protective effect— 
which he cautiously describes as only suggestive— 
indicates that damage to the blood-brain barrier may 
play an indispensable part in the pathogenesis. Such 
damage may not occur in animals receiving the drugs. 
The importance of this experimental work has been 
increased by the inclusion in the group of diseases 
characterized by acute perivascular imyelinoclasis!” 
of the rare neurological complications of measles, 
influenza, .smallpox, chicken-pox, German measles, 
and mumps. In addition there are similarities be- 
tween acute haemorrhagic leuco-encephalitis'® and 
some of the more acute lesions seen by Kabat and 
his colleagues’ in monkeys. Application of the 
knowledge gained from these investigations to our 
understanding of demyelinating processes in man, and 
in particular the evolution of the larger and more 
chronic progress of disseminated sclerosis, must await 
further clearing of the experimental field. © `° 
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TREATMENT OF PERFORATED ULCER 


The “conservative” or non-operative treatment of 
_ acute perforated peptic ulcer is by now well known, 
- though how many surgeons have the courage to rely 
on it is undetermined. That the number is considerable 
can be accepted from the Several articles published’ in 
the last two or three years. These have recently been 
reviewed by Hermon Taylor,* himself an enthusiastic 
advocate of the method. In all, he reports on 555 cases 
from various countries. Undoubtedly it does demand 
courage to “ wait and see” once the diagnosis of per” 
foration has been made. For one thing, however con- 
vincing the physical signs may be, the diagnosis may 
be wrong and the ubiquitous appendix may be the 
cause of the board-like rigidity and all the other signs 
. and symptoms. Admittedly the modern practice 
of taking a skiagram of the abdomen to show free 
gas makes “this possibility more remote, but many 
surgeons have been caught out on occasions, and 
‘those who have do not easily forget. 

` The reasons which led the pioneers of the method 
to sheathe their knives hardly need repetition. As the 
late Hedley Visick wrote in 1946,? there was already 
a trend towards conservatism in‘that the “ thorough 
peritoneal toilet” had been abandoned and drainage 
largely given up. It was widely recognized, too, that 
frequently the omental plug which had successfully 
* sealed the perforation had actually to be removed 
before the leak could be found. Again, all surgeons 
had-experience of the case that had been missed or of 


the patient who had recovered in spite of being too - 
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ill for laparotomy. Bedford-Turner® established the 
vital importance of keeping the patient quiet, the 
stomach empty, and the fluid balance properly 
adjusted. To these may now be added the benefits of 
antibiotics: It was in these circumstances that trials 
of the method“have been considered practicable. 
such trial is reported on page 1013. 

Also in this issue we publish an article by 
Mr. A. Davis Beattie describing a -carefully con- 
ducted investigation extending over three years and 
including 40 patients. This is a fair number, con- 
sidering that the strictness of his criteria of perfora- 
tion should satisfy any doubter.- He calls his article 
the expectant treatment of perforated peptic ulcer, 
thus leaving. what in current diplomatic parlance is 
called an escape clause. This meant that if a patient 
deteriorated operation was considered. The decision 
was usually taken between 24 and 48 hours after the 
beginning of treatment, but surgery was found. neces- 
sary on only -three occasions. Beattie believes that 
chest complications are worse without operation than 
following it. Perforated duodenal ulcers, he has 
observed, become sealed off better than gastric 


ulcers, and of the latter it is those on the anterior 


surface of the stomach which are. the most lethal. 
It is because of this impossibility of being sure 
where the perforation is situated and how large it is 
that he ends his article with the words: “ The expec- 
tant method of treatment has now been abandoned in 
favour of early laparotomy in every case.” 

The discussion on whether to operate or not natur- 


- ally revolves around the question of mortality. It is ` 


accepted that under the best conditions laparotomy 
does not catry a mortality of more than 6% at most, 
and Beattie found that expectant treatment cannot 
better this figure. In 1946 we remarked in a leading 
atticle* that “the results of operative treatment . . . 
are so much better than those advanced by the“advo- 
cates of conservatism that non-operative treatment 
should _be “reserved for the poor-risk cases only.” 

But it seems that in view of Taylor’s recent per- 
sonal figures and those quoted by him from other 
sources, besides later reports,“ this statement was too 
sweeping. The fatality rate among those treated con- 
servatively compares very favourably with the rate 
among surgically treated patients. Those surgeons 
who have never had conservative sympathies, at least 
in this respect, will delight in Mr. Beattie’s conclusion. 
But it must be observed that since 1945 the case 
for the opposition, to judge from published figures: 
appears to have become stronger. 


w 





1 Lancet, 1951, 1, 7. 
2 British Medical Journal, 1946, 2, 941. 
aIbid, 1945, 1,457. 


é Ibid., 1 2, 948, 
5 Scott, E., ibid., 1951, 1, 675. 
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~ TREATMENT AT SPAS 

Some years ago at an Annual Meeting of the Associa- 
tion a distinguished physician, in opening a discussion 
on the treatment of chronic rheumatism, remarked_that 
the value of treatment at spas had, been recognized 
almost from the beginning of history and critically dis- 
cussed the basis of this reputation as well as that of 
other forms of physiotherapy. While admitting the 
value of spa methods, he concluded that they might 
be made available without, the necessity of visiting the 
spa. Though this may be true of the physical methods 
such a view does not take note of the other features 
whith play a part in the spa—the rest and holiday from 
domestic duties and from the strain of business, the 
benefits of a physical environment which usually, within 
geographical limits, is as good as man and nature can 
provide, and recreation for both mind and body. In 
many Continental spas diet is a conspicuous part of the 
cure, but this receives little scientific attention-in most 
British spas. In the sixteenth century, when spa treat- 
ment was being sought by many sufferers, diet was not 
neglected, for Queen Elizabeth -herself wrote these in- 
structions (suggestive of modern rationing) to the Earl of 
Shrewsbury about the meals appropriate for certain of 
the courtiers who were under treatment while residing 
at his house in a certain spa: 


“We think it meet for the saving of our credit to prescribe 
unto you a proportion of diet which in no case you shall 
exceed, that is to allow him [Lord Leicester] by the day 
of his meat two ounces ‘of flesh, referring the quality to 
yourselves so as you do not exceed the quantity, and for 
drink one twentieth of a pint of wine to comfort his stomach 
and as much of St. Anne’s sacred water as he lusteth to 
drink. On festival days, as is fit for a man of his quality, 
we canbe content you shall enlarge his diet by allowing 
him for his dinner the shoulder of a wren and for his 
supper a leg of the same beside his ordinary ounces, The 
like proportion we mean you shall allow unto our brother 
of Warwick, saving that we think it meet in respect that 
his body is more replete than his brother’s that the wren’s 
leg allowed at supper be abated.” ae 


Because of advances in mhedical knowledge and 
changes brought about by the National Health Service, 
the British Medical Association decided_ that a concise 

. scientific statement on the place of the spa in the field 
of medicine to-day should be prepared, primarily for 
the information of general practitioners. A conimittee 
of distinguished physicians, under the chairmanship of 
Lord Horder, was therefore appointed last year to sur- 
vey the position, and its: report,’ which is summarized 
in this week’s Supplement, deserves the careful attention 
of the profession. The fact is stated at the outset that 
the medical student receives little or no instruction in 
the special treatment given at the spas, and as a result) 
many practitioners are unaware .of the valuable work 
done there. 
used in the National Health Service, university research 
departments could perhaps give more attention to spa 


1The Spa tn Medical Practice, 1951 


Published by the ‘British Medical 
Association, price 3s 6d net ` 


Now that the spas are to be more widely ~ 


7 7 Fa 
treatment, bùt the problem of- providing controls 
in clinical research ‘presents a ‘difficulty. Professor. 
Whitridge Davies and Dr. Geoffrey ‘Holmes began 
some work of this nature, at the University ‘of Leeds 
in 1930, but they were unable to carry it very far, 
though J. B. Burt’s observations on certain spa waters 
were of much interest and importance. Bearing in mind 
the need of the general practitioner for information 
about spas, the committee has included in the report 
chapters on the indications for and the techniques of 
spa treatment, in addition to a short description of the 


». spas in England and Wales, each with a note about the 


conditions suitable for treatment. Provided the ordi- 
nary formalities are observed any patient may obtain 
out-patient treatment under the N.H.S. at any spa hos- 
pital, but at present patients living in hospital regions 
possessing no spa may have difficulty in gaining admis- 
sion to a spa hospital. The committee rightly thinks 
that in-patient. treatment should be related mainly to 
medical, and not only to geographical, considerations. 
The committee’s report refers to the long-continued 
arguments about the therapeutic specificity of different 
spa waters. Statistical evidence is lacking, but it is cer- 
tainly not the experience of spa physicians that the 
same results will be obtained from a plain water as 
are claimed for mineral water. The difference in effect 
between the strong brine of Droitwich and tap water 
is obvious, and there are differences also in waters of 
low mineralization. To regard bathing merely as a way 
of applying heat is to ignore its action in raising resis- 
tance and toning up the peripheral circulation. Again 
-there may be a tendency nowadays to ignore the effect 
of “ taking the ‘waters ” internally, but a course of sys- 
temic water drinking, especially of the milder salines, 
can be of great benefit, especially to those who do not © 
drink enough water or who drink too much of less suit- 
able fluids. Too often the inclination of the patient 
rather than the prescription of the doctor determines 
the question, and the free elimination which is impor- 
tant in many forms of physiotherapy is neglected. The 
importance attached by the older physicians to the free 
action through the “ primae viae” was’exemplified by 


-the prescription of suitable water in suitable qiantity 


at suitable times in suitable cases, and sometimes this 
can still be a valuable part of spa treatment. 


` 
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ENZYMES AND DIAGNOSIS 

Enzymes are organic substances which catalyse the 
chemical reactions of living cells. Their measurement 
in body fluids as an aid to` the diagnosis and treat- 
ment of disease is rapidly assuming more importance 
with the establishment of reliable and relatively 
simple methods of analysis. The phosphatases are 
probably estimated most frequently in clinical work ; 
the value of serum alkaline phosphatase’ determinations - 
in diseases of liver and bone is well known, as is the 
significance of a marked increase in séum acid phos- 
phatase activity in malignant conditions of the prostate. 
Phosphatases have also been measured in other body 


va 


a 


Lot eoa - X 
= 


Fa 


May 5, 1951 N 


ENZYMES AND DIAGNOSIS - 


1005 


Barra 
+ MEDICAL JOURNAL 





fluids ; increased activity in cerebrospinal fluid has been 
reported in cases of meningitis and poliomyelitis,! and 
the change.in the secretory activity of the prostate after 
psychic stimulation has been assessed by an- increase 
in acid phosphatase activity in the urine? “ 

Acute pancreatitis has come to be regarded as a 
self-limiting -disease, and significantly elevated values 
for serum and urmary diastase and serum lipase have 
been considered to be pathognomonic of this condition. 
It would therefore appear that the measurement of these 
enzymes in suspected cases of pancfeatitis constitutes 
one of the most valuable biochemical aids in diagnosis. 
“Recent work,? however, has shown that raised values 
for serum diastase and lipase may, be found in cases 
of perforated gastric or duodenal ulcer, and elsewhere 
in this issue Dr. H. Wapshaw discusses the significance 
of these observations and the possible mechanisms 
involved. f - 

Histaminase, which destroys histamine, is present in 
a number of tissues, but cannot be detected in the blood 
of men and non-pregnant women. During a normal 
pregnancy histaminase. activity becomes apparent in the 
blood about the third month, increases to a maximum 
about thè sixth month, and then decreases. Significantly 
low values have been ‘reported in cases of threatened 
abortion and pre-eclamptic toxaemia.* A volumetric 
method of measuring histaminase activity is available, 


‘and this may prove a valuable aid in the investigation _ 


of the toxaemias of pregnancy. 
Carbonic anhydrase, a zinc-containing enzyme present 


in erythrocytes, catalyses the hydration of carbon dioxide - 


to carbonic acid, and also the reyerse reaction. Altschule 
and Lewis* ‘investigated a variety of blood dyscrasias 
and found that except ın pernicious anaemia and myeloid 
leukaemia the anhydrase activity was proportional to 
the haematocrit’ reading. In pernicious anaemia the 
anhydrase activity per unit quantity of erythrocytes (i.e., 
the amount of enzyme in each red cell) was increased 
two to four times, returning to normal levels only late 
in treatment, and in cases of myeloid leukaemia an 
“increase of 1.2 to four times the normal level was 


foupd. The zinc content of the erythrocytes -has since l 


been used ag a convenient measure of the anhydrase 
activity.® a i 

The hydrolysis of acetylcholine, liberated at the 
cholinergic nerve-endings, appears to be performed 
by at least two types of enzymes, a specific or 
“true” cholinesterase and a non-specific or pseudo- 
cholinesterase. In mivasthenia gravis a disturbance of 
the balance between the rate of liberation of acetyl- 
choline at the neuromuscular junction and the rate of 
its hydrolysis by the cholinesterases may be of great 
importance, but Wilson, Maw, and Geoghegan’ found 
no significant differences between the true and pseudo- 
cholinesterase activity in blood and muscle in patients 





a 
1 Colling, K_G , and Rossiter, R. J , Canad. J. Res. Sect E., 1950, 28, 56. 
1Clark. L C, and Treichler, P., Psychosom. Med, 1950, 12. 261 
se Wapshaw, E, Lancet, 1949, 2, 414: Musgrove, LE » Proc. Mayo Clin., 
1950, 25, 8 ' 
4 Kapeller-Adler, R., Biochem. J., 1951, 48, 99. 
5 Blood, 1949, 4, 442. > . 
ENA B. L., Lewis, H. D., Altschule, M. D., and Gibson, J. G., ibid, 
1 , 461. : - 

7 Quart, J. Med., 1951, 20, 13. 

8 Alcalde, J MO, J. Lab. clin. Med, 1958, 38, 391. ~ _, 
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with myasthenia gravis and`in normal subjects. The 
cholinesterase activity in blood has been used in the 
differential diagnosis of jaundice,’ low values being 
obtained in cirrhosis and in malignant, obstruction, 
whereas in infective hepatitis the values, though low at 
the peak “of the disease, rose during convalescence. 
The measurement of phosphatase activity remains the 
most useful routine enzyme estimation, especially since 
recent work on perforated ulcers casts doubt on the 
significance “of elevated values of serum amylase and 
lipase in the diagnosis of acute pancreatitis. It is too 
early to assess the practical’ value of the determination 
“of enzymes guch as histaminase, carbonic anhydrase, 
and the cholinesterases. Further work is necessary 
before their status as diagnostic aids in clinica medicine 
can justify their routine estimation in body fluids. 


SURVIVAL OF BACTERIA ON’ SWABS 


She collection of pathological material on cotton-wool 
swabs has become a very widespread practice, despite 
the fact that better specimens can sometimes be obtained 
with a little care in a different way. First introduced 
for the diagnosis of diphtheria and other diseases of 
the nose and throat, if has been extended to inflamma- 
tory exudates generally in wounds and other lesions, 
and more recently even to the lower bowel—rectal swabs 
replacing faeces in the diagnosis of intestinal infections. 
It has always. been recognized that certain bacteria, 
notably gonococci and meningococci, will not survive 
long under such Conditions, and special methods have 
been devised to meet this difficulty. But if the examina- 
tion of a swab has to be delayed, it is also advisable 
to confirm that the general run of rather hardier 
pathogenic bacteria will survive in adequate numbers 
under the conditions afforded by transit on a swab 
of any particular type. It is to-this problem that 
Dr. S. D. Rubbo and Miss M. Benjamin, of Melbourne, 
have addressed themselves, and an account of, their 
findings appears on page 983. aes 

When swabs were dipped in a weak bacterial suspen- 
‘sion in tap water and cultivated at intervals, it was 
found that on swabs made with certain brands of cotton- 
wool the bacteria died out quickly. This difficulty could 
not be overcome by choosing a’suitable wool and using 
it exclusively, since the behaviour of a given manufac- 
turer’s product was not constant. It may be said here 
that this is a severe form of test, since it is well recog- 
nized that bacteria live longer in natural material con- 
taining plasma proteiris,or mucin than in water. It is 
mentioned later in the paper that other suspending fluids 
were tried, including saliva, with similar results : it must 
therefore be accepted that some cotton-wools contain an 
unknown bactericidal substance, afid swabs made with 
them, if not cultivated within a short time, ‘will give 
false negative results. The remedy proposed is to dip 
the swab in serum, sterilizing it subsequently by auto- 
claving. Such swabs, even if made with deleterious 
wools, were found to ensure prolonged survival. This 
was confirmed not only by artificial laboratory tests 


x 
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but by using both serum and ordinary swabs in cases 
of haemolytic streptococcal throat infection. Delayed 
culture gave a substantially higher proportion -of 


, positives from the serum swabs. 


These experiments also brought out other interesting 
points about particular classes of bacteria: these are 
mainly confirmatory of existing knowledge obtained in 
somewhat different ways. There is a sharp contrast 
between the behaviour of the pyogenic Gram-positive 
cocci and intestinal Gram-negative bacilli in relation to 
moisture. Drying in the presence of serum favours the 
survival of the former : this tallies with the -known per- 


sistence of such organisms in the dust of septic wards. . 
.It may be added here that diphtheria bacilli will also 


survive .for at least a. month in dust, and it seems 
doubtful whether the authors’ solicitous care for the 
welfare of this species is justified either by their own 
findings or by the known features of its behaviour. 
Intestinal pathogens, on the other hand, abhor drying, 
as.their natural proclivities would lead one to expect, 


~ and it seems as if special moistening of swabs used for 


material which may contain them would be a useful 
precaution—if it be granted that a swab is the right sort 
of specimen for the purpose. It is interesting that 
deleterious wools have apparently no effect on this class 


- . of organism. The authors also ‘investigated the effect 


on survival of other possible factors and indicate the 
survival times to be expected for different bacteria. The 
use of the “serum swab”. should evidently commend 
itself to laboratories receiving specimens from a distance. 


EYE MOVEMENTS 


Whether or not the recording of eye movements will 
eventually be put to clinical purposes, recent work has 
demonstrated its physiological and psychological interest 
and has directed attention to the importance of eye 
movements in special activities such as flying. The need 
to direct the eyes from one point in the visual field to 
another arises from the high resolution associated with 
the fovea, the area of keenest vision, in the centre of 
which, according to Polyak,! there exists a bouquet of 
some.2,500 very narrow cones occupying a circular area 
about 0.1 mm. in diameter. The visual axis of the 
eye in fatt behaves very much like a pointer which has to 
be directed on to the object under regard, but questions 
have been raised about the precision with which it is 
directed on to any particular point in spacé. Is there 
one cone of pre-eminent importance in the retina at the 
‘point where the visual axis of the eye, thé line of sight, 
cuts it? Is there a fixation field rather than a fixation 
point? Does the eye remain, absolutely steady during 
fixation? Can the extraocular muscles control the 
rotation of the eye to.a precision of half a minute of arc 
-or less as required if the visual axis were defined by a 
single cone, and can the two eyes be rotated in harness 
together to this precision ? 
Experiment has not given an unequivocal answer to 
these questions. Subjective tests, such as finding the 
smallest spacing between a row of dots that will still 


~ 
~ 


p 


allow the dots to be counted, suggest a limit of some 
three or four minutes of arc to the precision of fixation. 
Objective methods are more difficult to interpret. They 
usually record the movements of the light reflected 
from the cornea, or, in some cases, from a contact 
lens fitted over the cornea, and the assumption has to 
be made that the centre of rotation of the eye occupies 
a fixed position in the eyeball and is more or less 
coincident with its anatomical centre. Neither-of these 
assumptions may be strictly true, and they may be 
important subjects of investigation in themselves in 
relation to the development of visual fatigue, especially 
in ametropia. Moreover, even if the eyeball rotation 
were accurately known, the corresponding movements ` 
of the image across the retina can be deduced only on: 
the assumption that the crystalline lens is immobile 
.Within the eyeball. This, too, has been questioned by 
some workers. 

Nevertheless, recent reviews,?* have reported very 
considerable activity in this field, in which photographic 
and photo-electric recordings of the corneal light reflec- 
tion, and recording the corneal-retinal electrical poten- 

` tial difference, have all been employed with some success. 

Nearly all the results agree that during supposed steady 
fixation the eyeballs do undergo some movement, if only 
by small angles of a few minutes of arc, but that some 
people are steadier than others. Some records show a 
kind of nystagmic flick occasionally, which may be of 
biological significance in preventing prolonged local 
adaptation of the retina. One of the major experi- 
mental difficulties concerns the movement of the head; 
attempts are usually made to fix it as precisely as pos- 
sible relative to the recording apparatus, but the artifi- 
cial restraints which this involves may themselves disturb 
the subject and affect his eye movements. Neverthe- 
less, there are successful records of both the smooth 
pursuit movements that occur when the eye follows 
a moving target and -the saccadic (jerky) movements 
that appear to be a feature of most other conditions of 
observation. 

Present -experimental techniques appear somewhat 
complicated for direct application to clinical work, 
and it is to be hoped that simpler apparatus capable 
of recording the essential information can be developed. 
A study of the different types of nystagmus, and records 
of nystagmic movements.in their carly stages, would be 
of interest. Correlation of eye movements with neuro- 
muscular disorders may also proye important, and an 
investigation should also be-made to determine whether 
there is any relation between eye movements and visual 
fatigue. In connexion with the design of visual aids 
for landing an aircraft in bad visibility it has been con- 
sidered worth while to make a film of the pilot’s eye 
movements,* and it was found that there are relatively 
long periods when the pilot stares straight ahead. Analo- 
gous studies for other types of visual task, notably car 
driving, would appear to be justified. 


1 The Retina, 1941. University Chica; 
2 Carmichael, La and Dearborn, wW. ~, Reading and Visual Fatigue, 1948, 


P, Lon ae 
3 Lord, M. P., and Wright, W. D., Rep. Prog. Physics (Phys. Soc.), 1950, 
‘Calvert, E Są, Trans. ill. eng. Soc., Lond., 1950, 15, 183, 
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GENERAL PRACTITIONERS ~ 
OF THE FEET—I 


BY 


NORMAN Cc LAKE, M.D. MS. D.Sc, F.R.CS. 
" Serlðr Surgeon, Charing Cross-Hospital ; Emeritus Consulting Surgeon, Bolingbroke Hospital 


Despite the great modern-day use of mechanical trans- 
port, or possibly because of it,-minor ailments of the 
feet seem to be increasingly encountered in medical prac- - 
tice, so that the doctor is often asked to give advice 
upon and to treat such conditions. Unfortunately 
there are a large number of foot troubles, and I abel 
deal only with the commoner ones. 


‘ Corns 

At the head of the list comes the ubiquitous corn. 
Most of these, however, are handled by the sufferers 
themselves or by chiropodists, and only the more per- 
sistent and troublesome ones will reach the doctor. 
Footwear is usually held to blame for the production of 
corns, but it must be remembered that without counter- 
pressure the shoe could do no harm. This counter- 
pressure is provided by structures in the foot, usually by- 
bone. Thus deformed bones, enlarged joints, contracted 
toes, and so on are found underlying corns (with the 
exception of seed corns and the so-called vascular or 
neurovascular corns, which have a different aetiology) 
and share with the shoe in the production of the corns. 
Sometimes, however, one structure in the foot provides 
the counter-pressure for another, as in the case of soft 
coms lying in the fourth interdigital gap where pressure 
occurs between the head of the proximal phalanx of the 
fifth and the base of the proximal phalanx of the fourth 
toe. 


The outer toes in the human foot are rather insigni- 
ficant digits and the» phalangeal shafts are dispro- 
portionately small as compared with the articular ends 
of the bones. This is a factor which concentrates the 
pressure and friction, between the toes or against thé 
shoe, on small areas over the joints and so predisposes 
to corn formation at these points. In searching for the 
_ cause of recurrence of corns after treatment these are 
matters to which attention „must be paid. Again some 
change of stance occurring automatically as a reaction 
to a painful lesion elsewhere in the foot or to an altera- 
tion in the balance higher in the limb may be responsible 
for the corn-producing pressure. 


Unless and uptil such underlying factors can be 
remedied the corns will bé prone to-recur, the more so 
as skin which has once produced a corn seems pre- 
disposed to the production of others. The full investiga- 
tion of a simple case of corns can thus involve the prac- 
titioner in a prolonged examination if the true cause is to 
be discovered. Disappointingly, when ‘such causes have _ 
been found it is not always possible to remedy them by 
simple measures commensurate with the trivial, „though 
troublesome, lesion they are producing. Thus excision 
of an enlarged toe-joint might relieve the pressure, but, 
there are few who would bè willing to submit to this. 
It will be easier in most cases to make the shoe fit the 
foot than the foot the shoe. This may be accomplished 
by having a- special last made, or more simply, where 
the deformity is less marked, by having the shoe leather 
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stretched over the critical point by carefully padded \ 
shoe-trees, 

In practice treatment is often palliative—that is, the 
paring of the corn or callosity followed by protective 
padding. This is essentially work for the properly 
trained chiropodist, but if the doctor undertakes it he 
must see that the central white dyskeratotic core of the 
corn is removed .or there will be early recurrence. 

Alternatively the cornified epithelium may be softened 
and exfoliated by the application of a corn salve, the 
basis of which is salicylic acid, usually in collodion, 
and classically with a little cannabis indica. This 
method often gives relief but is not, of course, 
curative. . 

The commonest complications of corns are infection 
(Fig. 1) and suppuration. In many corns a small fluid- 





Fic. 1.—Hammer-toe with inflamed corn over the proximal inter- 
phalangeal joint.* 


coulaining sac, often improperly called a bursa, forms ia 

-the deeper layers-of the epidermis, and it is in this that 
infection arises either de novo or after treatment. As 
the overlying tissue is entirely epidermal, drainage is 
easily and painlessly instituted by skiving down the corn 
until the sac is reached. The corns which form over the 
prominence of a hammer-toe_or clawed toe-may, how- 
ever, have a real bursa in the underlying dermis; here 
drainage will be painful without anaesthesia. 


Callosities 


The causative: factors of corns and callosities are 
similar, but in the latter the pressures are distributed over 
larger areas of the surface éither owing to the conforma- 
tion of the bones or to the intervention of a thick pad of 

*All the illustrations for this and the succeeding article’ on 
“Minor Ailments of the Feet” have kindly been provided by 


the Medical Photographic Department, Royal National Ortho- 
paedic Hospital, London. 
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- example in. splay-foot—or if its metatarsal is unstable, 
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subcutaneous fibro-fatty tissue—for example, the callos- The treatment of the condition ıs not easy, for the 


ities under the heel. Many callosities are harmless and pads cannot be induced to retrace the movement by any 
some are beneficial, but when they ‘occur in unusual simple measures. I have tried plastic surgical measures 
situations—for example, under the heads of the second with mediocre success, but for the most part the con- 
and third metatarsals—they are often troublesome and dition must be accepted’as a late aytcome of high heels 
demand treatment. ~This must be directed not only to and a pad of sponge rubber or felt of suitable shape and 
the reduction of the callosity itself but to the removal, if thickness should be placed under the metatarsal heads. 
possible, of the causative factor, such as “dropping” of _ Any measure which relieves pressure on the*bone heads 


the metatarsal head. It may be interjected here that this —for example, metatarsal bars on or in the shoes—+ 
is not a true dropping but implies that the particular should be tried in..these difficult cases. 
metatarsal.is carrying a greater proportion of the stresses - / 


of locomotion than it should normally do. - 

The second metatarsal is particularly prone to develop 
these painful thickenings under its head. There are 
several factors concerned in this, the most important 
being the relative projection forwards of the various 
“metatarsal heads. Radiographs of the feet (in many 
cases this Can be more simply determined by direct palpa- 
tion.of the bones) show that in about 50% of people 
the second metatarsal projects beyond the first, that in 
about 30% the first projects beyond the second, and 
that in the remainder the heads are level., When during \ 
walking the foot rises to the take-off position the meta- 
tarsals are almost vertical and obviously the one which 
projects furthest forwards will take most of the stresses. 

It should be noted that these figures are averages from 
normal feet. 

If the great toe deviates away from the others—for 


N Metatarsalgia ? 

The term metatarsalgia is applied rather loosely to 
almost any pain in the anterior metatarsal region of the 
foot not due to some obvious external cause, but one 
well-defined type (distinguished by the eponym Morton’s 
metatarsalgia) has been shown to have a precise patho- 
logical basis. This pain occurs predominantly in the 
region of the head of the fourth metatarsal and extends 
forwards to the digit, sometimes also to the third toe and ’ 
rarely even further afield. It is an acute lancinating 
pain coming on, chiefly in women, after walking a short 
distance ; it, compels the patient to stop and not in- 
frequently to -take the shde off and squeeze the foot. 
A change of shoe may give some relief, but on the whole 
the condition is progressive. The pain, at any rate in the 
early stages, disappears quickly with rest, but it.may*be 

` rA 
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the stresses will fall on the second (and third) metatarsals 
whatever the relative lengths. These facts explain why i 
the mere reduction of a callosity cannot bring about a 
„permanent cure ; a redistribution of the stresses is neces- 

sary so that the sturdy first metatarsal can again carry 

its proper large share of the burden. As it is usually 

not possible to change the anatomical conformation of ’ Plantar digital vessels 
the foot the desired effect must be accomplished by suit- 

ably fitted and shaped pads and elevators, the construc- 

tion of which is beyond the scope of this article. a 





Plantar digital nerve 


Forward Displacement of Pads under Metatarsal Heads~ © 


A condition in this region of the foot which has not 

_ yet received the recognition ıt merits is displacement for- a 
wards of the fibro-fatty pads which underlie the meta- X A n | ———_Neurofibroma 
tarsal heads and normally cushion the impact and j EPRE 
pressure of these on the ground.: The practitioner Yo 
undoubtedly sees many of these cases ; they occur chiefly 
in older’people and particularly in women. „The foot p 
displays the characters which indicate that the patient Branch to third toe—___ Ss 
has for long worn high heels—that is, it is plantar flexed, “ * à 
with a high rigid arch, clawed toes, callosities under the 
metatarsal heads, etc.—and the complaint is of pain on i 
‘the plantar aspect of the anterior metatarsal region. “I 
feel as if I were walking on bare bones” is a common 
- description.. Upon examination it will be noted that the ~ pig 2 pps 5 imetatireilgii ni euro obroma-remòved from the 
metatarsal heads are too readily felt in the sole. There interspace between the third and foprth metatars 

is very little tissue between skin and bone, the normal r 
pad having been displaced forwards as a roll of tissu associated: with tingling and numbness of the toe. 
under the proximal phalanges of the toes, which it has Morton ascribed it to nipping of the digital nerves be- 
pushed up into the clawed position. © This displacement tween the metatarsal heads, but operative exposure has 

occurs as a result of the forward rolling movement of - shown that a neurofibroma, the removal of which cures 
` the metatarsal heads, an action which is greatly enhanced the symptoms, can usually be displayed on the com- - 
when the heel is kept raised as in women’s high-heeled” miunicating branch between the plantar’ nerves (see Fig. 
shoes. The fatty pad is indeed being constantly heaped 2). In patients for whom surgical treatment is not 
forwards like dough before a rolling-pin, and eventually available for one reason or another a good deal of relief 
comes to occupy the new position permanently; eleva- is afforded by metatarsal bars or pads associated with 
“tion of the proximal phalanx naturally follows. a wide type of footwear.” 
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‘Flat-foot 


One of the commonest diagnoses made'in the past to - 
account for foot pain was “ flat-foot.” ‘Nowadays we \ 


Bao 
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except by forcible wrenching. 


are usually well-marked arthntic Hinges present (rigid 
flat-foot. i 


Treatment in the first stage consists chiefly in exer- 


hear much less of this, for-in many of the cases it is ~ cises, designed to strengthen the muscles, with perhaps 


recognized. that the disability i is due to other causes occur- 
ing in a foot with a naturally low arch. The first thing 
to be said about flat-foot, therefore, is that most of the 
so-called cases are not flat-foot. Nevertheless there is a 
‘true condition of flat-foot (Fig. 3). There are ‘two 





Fic. 3.—True flat-foot, showing the mner border in contact with the ground. 


. 


schools ‘of thought regarding the formation and main- 
tenance of the arches of the feet, but.to consider the, 
arguments for and against would occupy too much space. 
Briefly it must be stated that the arches of the feet vary 
within wide limits, so that the diagnosis of flat-foot 
should be made only in those cases which show definite 
changes in the arches. It is easy otherwise to be misled, 
for instance by intermittent claudication of the small” 
muscles of the sole of the foot and of the calf, a pain 
which comes‘on like that of flat-foot after the patient 
has walked a short distance. In youngér people the 
condition often designated “foot strain” may lead to 
misdiagnosis, as it is often associated with some degree 
of pronation of the forefoot. ` 

When it has been concluded that the case is one of 
_true flat-foot it is customary to divide the process into 
three stages. In the first the foot is normal in appearance _ 
when at rest, but the arch ‘drops excessively on weight- 
bearing ; in the second the arch is constantly dropped 
but can. be returned on manipulation ; in the third stage 
the arch 1s permanently -down and cannot be restored 





N 


Note spasm of peronel. B 


Fia 4.—Spastic flat-foot. 


the wearing of a light resilient support in the shoe, which 


is built up along its inner border. In the second stage the ` 


same treatment is applied but with rather more sturdy 


supports. In some cases it may be worth retaining the - 


foot in an over-corrected position for a week or two at 
_the start of treatment by means of a splint 
(split plaster would be suitable) which 


cises. In the third stage -it is sometimes 
bést to leave the foot alone, since, though 
both foot and gait are ugly, the condition 
is often not very painful. In the painful 
cases ‘gentle manipulation combined with | 
treatment for. the arthritis is advigable. 


The use of supports is a controversial 
A) question which cannot be discussed here, 

~ but*most flat-foot patients find them of 
‘value, even though they may be acting 

as splints rather than supports. Brief 
-reference must be made to spasmodic 
in youths and is really a forcible eversion of the foot 
produced by spasm of the peroneal muscles (Fig. 4). The 
spasm is not infrequently associated with a toxic syno- 
vitis of one or more of the intertarsal joints, as can be 
demonstrated by the temporary cessation‘of spasm when 
the joint is injected with local. analgesic. . Septic foci 
elsewhere in the body have been held responsible, but in 
my experience they are rarely found. The tment. in 
severe cases consists in over-correction under anaes- 
thesia followed by retention in a plaster case. - Very 
intractable cases may actually need crushing of the 
nerve supply to the muscle. _ S 

Acute flat-foot arises after some particularly strenuous 
exertion, but may also appear more or less spontaneously 
in éases of gonorrhoea. In the former type rest and 
massage for a few days are all that is necessary ; the 
‘latter type will very rarely be seen nowadays. 
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~, The Fifth Annual Report of the Institute of Child Health, 


University of London, afnounces the proposal to build a 
model child-welfare centre and school treatment clinic on 
the comer of Lamb’s Conduit Street and Guilford Street, 
near the Hospital for Sick ‘Children. The’ architects are to 
be Messrs. Easton and Robertson, who are “also to be 
responsible for the building of the British Postgraduate _ 
Medical Federation central offices (British Medical Journal, 
1950, 2, 1400) on the adjoining corner of the north end 
of Lamb’s Conduit Street, so that the two new buildings 
there can form: part of a general plan. During 1950, 126 
full-time ‘students attended, coming from 21 different 
countries. Nine non-Commonwealth countries were repre- 
sented during the year, showing that students from Europe 
are beginning to make London the centre for postgraduate 


;study. Among other interesting research projects work on 


problems of blood disorders in the Postgraduate Medical 
School of London has been helped by members of the Insti- 
tute, who have also served on the Joint Committee pwhich 
(helped by a grant of £6,000 from the Nuffield Fund) has 
been following the health and development of a national 


`. sample of children. \ These children, born during the first 


In the Jast type there ` 


can be removed for massage and exer- _ 


and acute flat-foot. The former occurs \ 


pi 


week of March, 1946, have already been studied if 1946 / ~ 


„and 1948, and information will be available for over 50% 
‘of the ongina; sample ot more than 5,000. ` 
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SOCIAL BACKGROUND OF INFANTS 
SUFFERING FROM DIARRHOEA 
AND ‘VOMITING 
BY ” 

CONSTANCE A. C. ROSS, MD. - 

: (From the University and Knightswood Hospital; Glasgow) 


The general statement is often made that social and ` 


environmental factors are of considerable importance 
in the aetiology of diarrhoea and vomiting of infancy’ 
The high incidence of the syndrome in urban as com- 


pared with rural districts was shown by Gairdner (1944), . 


who also gave figures indicating that illegitimate babies 
are much more susceptible to diarrhoeal conditions than 
those who are legitimate. Few attempts, however, have 


been made to investigate the influence of other social ` 
The purpose of this-report is to present some . 


factors. 
details of the domestic background of a group c of infants 
admitted to, the gastro- anpe ward of fhis hospital 
during 1949. 

Information was obtained by means of a questionary_ 
devised to assess housing conditions and “ mother care.” 
This questionary was completed by one of the child- 
welfare sisters, who visited the infant’s home-~shortly 
after its admission to hospital. There was no selection 
of patients. The only criteria demanded were the pre- 
admission diagnosis of gastro-enteritis and that the child 
. should be under 1 year of age. 

Diarrhoea, either alone or accompanied by vomiting, 
is a common symptom of many disorders of infancy. 
These may ‘be conveniently grouped in “one of three 
broad categories—namely, dietetic diarrhoea, diarrhoea 
due to patenteral infection, and true gastro-enteritis. (in 
the last group no parenteral infection can be detected.) 
The cases in this series were placed in one of these three 
groups, according fo the clinical history on admission 
and the clinical signs obtained within a week of 
admission.. 


_ Housing Conditions . 

It will be seen froni Table I that 61 (56%) of the 109 
homes were “single ends.” There was’no hot-water 
system in 95 (87%) of the dwellings. An inside lava- 
tory was present in only 34 (31%) of the homes, the 
remaining 75 (69%) sharing communal stairhead closets. 


TABLE I.—Housing Conditions of Enteritis Cases 








a Figures in parentheses represent percentages. 


Subdivision of the cases according to size of family 
showed that 77 (70%) of the infants came from families 
of three ‘children and under, and that 56 (51%) were 
either first or second children. No control figures are 
_avatlable for comparison, but this rather high propor- 
tion might suggest that the mothers’ ignorance of infant 


DIARRHOEA AND VOMITING OF INFANCY 


~ 
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feeding played an important part in initiating the syn- 
drome. It is of interest to compare the family size of 
the two broad groups—those with dietetic diarrhoea and 
true gastro-enteritis (which may be considered together. 
because as yet there is no absolute aetiological distinc- 
tion between them)—and those secondary to a parenteral 
infection (see Chart), In the infants with three or more 


Total cases. 

BA fo Diarrhoea + true 
==? | Gastro-enteritis. ~ 

(_} Parenteral Diarrhoea. - 
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siblings the commonest cause of enteritis was a parenteral 

infection. This would rather suggest the importance of 
overcrowding and the intrafamilial cross-infection to 
which it pave 2 rise. 


va 


= “ Mother Care” 


It is obviously more difficult to assess “mother 
care”; nevertheless it is considered that the extensive 
experience of the child-welfare sisters in home-visitation 
gives a broad accuracy to the figures. They were able 
to estimate the- intelligence, personal cleanliness, and 
housekeeping abilities of the mothers with far greater 
accuracy than could be~achieved by any interview at 
- hospital. 

Table If shows that only 34 (31%) of the mothers 
attended a child-welfare clinic on two or more occasions. 
It is noteworthy, however, that only 26 (24%) of the 
mothers were regarded as of poor intelligence, and only 
17 (16%) were untidy in appearance. 


TABLE II.—Assessment of Mothers 


Intelligenco of 
Mi 








b 
Figures in parentheses represent percentages. 
th 


Discussion 


The piehite revealed by these figures is indeed depress- 
ing. In such a group the occurrence of enteritis is not 
surprising. Indeed, that these babies should survive at 
all seems almost incredible. Of the social factors studied 
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here, it would seem that poor housing conditions are 
intimately related to.the occurrence of diarrhoea and 
vomiting of infancy. ! 

Now, it might be argued that infants with enteritis 
from good homes are probably not admitted to hospital, 
and that any survey of hospital cases is therefore not 
representative. Most general practitioners, however, 
‘realize that the outcome of even a mild enteritis in 
anfancy is unpredictable. Moreover, they recognize the 
value of hospital treatment in dehydrated infants. It 
1s thus likely that the present survey depicts with fair 
accuracy the social background in Glasgow of cases of 
-diarrhoea and -vomiting of infancy. 

The precise aetiological relationship of poor home 
conditions has yet to be determined. Infection prob- 


ably plays some part in the aetiology. Under such con- 


-ditions as have been described it is certain that feeding- 
bottles are not boiled regularly, that napkins are washed 
infrequently, and that even hand-washing before making 
up feeds becomes almost impracticable. It is interesting 
that no breast-fed babies were found in this series, and 
of course breast milk is less liable to bacterial contami- 
‘nation than artificial feeds. It may, however, be argued 
with some cogency that under such social circumstances 
nutritional factors may be of considerable importance. 
Many of these infants were underweight, and some 
marasmic. Inquiry often revealed gross dietetic mis- 
management. Moreover, as breast milk is the perfectly 
balanced food for the young infant, the greater suscep- 
tibility of the artificially fed to diarrhoea'and vomiting 
may well be nutritional in origin. 


I wish to acknowledge with grateful thanks the work of 
‘Dr. N. I. Watue, semor medical officer, Glasgow Maternity and 
‘Child Welfare Services, and the child-welfare sisters. Without 
their invaluable co-operation this investigation could not have 
‘been. carried out. 
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NEW NOSES FOR OLD 


The Life and Times of Gaspare Tagliacozzi, Surgeon of 
“Bologna, 1545-1599. ith a documentary study of the 
Scientific and Cultural Life of Bologna in the 16th Century. 
By Martha Teach Gnudi and Jerome Pierce Webster Preface 

Arturo Castiglioni. (Pp. 538; 77 plates. $15.) New 
Yorke! Herbert Reichner ; 


` “This magnificent volume, printed in a limited edition, in 
‘Jtaly but in the’ English language, commemorates the life 
and work of the most famous of all plastic surgeons; Gaspare 
Tagliacozzi. Miss Gnudi is already well known for her 
admirable translation from Italian of the first work on 
‘scientific metallurgy. Dr. Webster, who spent five years 
‘teaching surgery in China and did distinguished work in 
‘the first world war, is an eminent exponent of plastic 
‘surgery. Their book contains, among other things, a 
history of anatomical and surgical teaching in the Uni- 
versity of Bologna, which is the oldest medical school in 
“Europe attached to a university. The practice of public 
«dissection began there in the fourteenth century, even earlier 
-than at Padua, and it, has been continuous ever since. 
Plastic surgery did not start with Tagliacozzi. It was 
practised in ancient India in the pre-Christian centuries, and 
there are traces of ıt among the Greeks. It Was taken up 
nin the later Middle Ages in south Italy. Notably two of 
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the name of Branca, in Sicily, brought the art to consider- 
able perfection in the fifteenth century. It was oftenest 
practised on the nose: In an account by a Bishop of Lucera 
toward the end of the fifteenth century we read: 


“Tilustriougs indeed through all these times is’ Branca, the 
Sicilian, outstanding among all the surgeons of the whole world. 
He invented in that art a certain thing worthy of admiration and 
indeed almost incredible. For he conceived a method by which 
he could restore and repair mutilated noses. His son Antonius 
added not a little to this fine discovery of his father, Indeed he 
discovered a method of repairing not only noses, but lips and 
cars.” 

This art was not confined to Italy, but was practised also 
in France and Germany. About the middle of the fifteenth 
century the military surgeon Heinrich von Pfolspeundt 
wrote: / 


“To make a new nose for dne who lacks it entirely and the 
dogs havé devoured it.—If a person comes to you, whose nose 
has been devoured, and you wish to make a new nose for him, 
make him promise you solemnly to conceal how you wish to beal 
him. And after the vow, tell him your opinion. If he wishes 
to risk it tell him how you must cut and also bind him and 
how long he must be in bed. And allow no one to watch, so 
that he may not learn the art from you. Then either you or he 
must find a trustworthy person who will also promise to conceal 
the matter, and whom you may allow to observe, provided he be 
of aid to you and also help the patient to eat and drink and bring 
him other necessary things. And the room wherein he lies must 
also be‘locked. Let no one have access except the person who is 
to serve you and. him.” 


Plastic Operations 


Tagliacozzi worked and wrote more than a hundred years 
after these men. He was well trained in surgery at Bologna 
by Aranzio (1530-89), an excellent anatomist, still remem- 
bered for his contributions to heart anatomy and himself 
a plastic surgeon. Tagliacozzi became the professor of 
surgery in’ 1586: From the first he was attracted to the 
plastic side of the art. In the year of his appointment he 
addressed a letter on it to Mercuriale, the famous writer on 
gymnastics. Tagliacozzi's crowning achievement is his great 
De Curtorum Chirurgia (‘ On the surgery of deformities °) 
(1597). This contains a series of figures illustrating plastic 
Operations, the best known being that of a patient whose 
left arm is bound to his head while a flap of skin from over 
the biceps has been attached to his mutilated nose. The 
poor wretch had to remain in this position for some weeks, 
when the flap, having obtained new vascular connexions, 
was severed from the arm and more cae tucked in round 
the nostrils. 


This operation has been commemorated i in several literary 
works. The most! entertaining version, which should still 
add to the gaiety of nations, is a perverted account of the 
original. It is a translation by Walter Charlton (1619-1707), 
a medical gas-bag of the Restoration, whose language is as 
‘He took it, in turn, from a treatise 
by Van Helmont, of Brussels (1577-1644), on the “ sympa- 
thetic ” treatment of wounds: 


“This one experiment, of all others, cannot but be free from 
all suspect of imposture, and illusion of the Divil., A certain 
mhabitant of Bruxels, in a combat had his nose mowed off, 
addressed himself to Tagliacozzus a famous Chirurgeon, living at 
Bononia, that be might procure a new one; and when he feared 
the incision of his own arm, he hired a Porter to admit ıt, out 
of whose arm, having first given the reward agreed upon, at 
length he dig’d a new nose. About thirteen moneths after his 
return to his own Countrey, on a sudden the ingrafted nose grew 
cold, putnfied, and within a few days, dropt off. To those 
of his friends, that were curious in the exploration of the cause 
of this unexpected misfortune, it was discovered, that the Porter 
expired, neer about the same punctilio of time, wherein the nose 
grew frigid and cadaverous. There are at Bruxels, yet surviving, 
some of good repute, that were eyewitnesses of these occurrences. ' 
Is not this Magnetism of manifest affinity with mummy, whereby 
the nose, enjoying, by title and right of inoculation, a community 
of life, sense and vegetation, for so many moneths, on a sudden 
I pray, what is 
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there in this of Superstition ?, What of attent and exalted 


Imagination ? ” 

What indeed?  ; 

Tagliacozzi was certainly one of the most eminent and 
successful surgeons of his century. We have here at last 
a worthy memorial of his work, combined with a history 
of plastic surgery. The book is extremely weli illustrated, 
and ends with 22 full-page facsimiles of the plates in the 
volume of Tagliacozzi himself. The volume is in all ways 
a credit to authors, printer, and publisher. It is further 
adorned with a preface by the veteran medical scholar, 
Professor Arturo Castiglioni. 

r CHARLES SINGER. 
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LABORATORY FACILITIES IN GENERAL 
PRACTICE 


t 

To get his patients x-rayed and “ pathologized ” promptly, 
efficiently, and without recourse to a middleman (if hospi- 
tal consultants will excuse the term) is a standing problem 
for every general practitioner who wants to hold up his 
head among his colleagues and to give his patients the 
service they ought to expect from him. Dr. J. H. Hunt, 
addressing the General Practice Section of the Royal Society 
of Medicine on April 18, gave this important subject an 
airing and showed how he has solved it for himself and 
his patients. After five years of war service Dr. Hunt 
returned to practice in S.W.1 to find, packed in @ trunk 
by mistake at the outbreak of war, a specimen of urine still 
awaiting examination, He found also a legacy of patho- 
logical equipment from-a friend “in practice round the 
corner” who had been killed at Dieppe’ 


Necessity is the Mother of Invention 


Thus stung and persuaded into action, he equipped a 
laboratory ina tile-lined empty kitchen under his consulting- 
room and secured a skilled and experienced pathological 
technician to work there. He secured also the help, as 
consultant and overseer of his clinical pathology, of the 
pathologist of bis own teaching hospital. - 

Later, kind chance disclosed a mews cottage behind his 
room in which to house his x-ray unit. He acted promptly, 
obtained most appropriate assistance, and was soon equipped 
with “an x-ray tube, a developing-room, and a first-rate, 
full-time radiographer.” Turning again to his mother hospi- 
tal he found a radiologist ready to see and report on every 
film taken. ‘He. visits us once or more a week, when we 
go through the films together with the clinical notes beside 
us.’ 

This team, strengthened later by an assistant practitioner, 
has been working now for five years, and Dr. Hunt, after 
describing in some detail his whole diagnostic and record- 
keeping equipment, went on to summarize the work done 
‘and assess its value to his patients and to himself as a 
perpetual student. 

In the five years there have passed through his hands more 
than 3,800 patients, for whom over 7,000 pathological and 
1,476 x-ray investigations have been carried out and 118 
electrocardiograms taken. Dr. Hunt showed tables analys- 
ing the tests performed, the regions x-rayed, and the diseases 
and disorders in whose diagnosis and treatment the investiga- 
tions played a part. He expected criticism from radiologists 
and pathologists, but was prepared to receive and profit by 
it if it came, and also prepared to justify the number of 
investigations made and to make good their claim to be 
useful and necessary. He put in a strong plea for the 
provision by the State of these necessary diagnostic aids 
for the -direct use of all practitioners, inside the N.H.S, 
or out. 

` be able to ask for them himself and to have them “done 


“The important thing is for the family doctor to, 


somewhere near him.” He was by no means suggesting 
that -his own “set up” should or could profitably be 
repeated in detail elsewhere ; it did no more than exemplify . 
the need and show a solution possible in certain circum- 
stances. : 

If Dr. Hunt looked forward to contending with critics he 
was ‘disappointed. Later speakers were at one in praising 
his initiative and enterprise and approving the work done. 


Right of Direct Access to a Laboratory Report 


Dr. R. BopLey Scorr mentioned the feeling that -it was 
not quite cricket to solve clinical problems with the aid of 
the laboratory. This feeling perhaps underlay the barrier 
erected between the general practitioner and the laboratory. 
It was, he thought, almost the rule for the general practi- 
tioner to have to refer his. N.H.S. patients to a physician 


“when he required a blood count or a skiagram of the chest. 


That the necessary ancillae should be at the service of the 
man called upon to identify disease in its early stages was 
a self-evident principle, officially recognized indeed, but so 
far accorded little but lip service. A reported project of 
the Nuffield Trust gave him some hope that regional 
authorities might develop further units of this kind. 

Mr. J. B. HEDLEY ATEINS, “brought up as a child by a 
general-practitioner father,” found, to his distress, that all 
was not well with his brethren. They felt frustrated. One 
after one their sources of interest were taken from them ' 
until they wondered “ whether in the end they would act 
as little more than sorting-houses in the vast, nationalized, 
impersonal, inhuman, incomprehensible, impoverished, irra- 
tional, fantastic, and altogether intolerable machine for the- 
registration, documentation, statistical analysis, and occa- 
sional treatment of disease.” Something of the sort was 
happening also in surgery. Not long since the knee-joint, 
the bladder, and even the inside of the skull had been 
within’ his province. Now he was just a general surgeon, 
“which simply means that the things we generally see 
generally belong to someone else.” 


2 


The Germ of the Health Centre ? 


None the less the orientation of Medicine must change 
with advancing science ; the best clinicians were those who 
completed their clinical ‘examination with laboratory investi- 
gation. If general practice was to hold its field it must have 
something like the facilities for laboratory work created and 
described by Dr. Hunt. If the practitioner himself directed 
the work he would neither over- nor underestimate the value 
of the tests, but would be purposeful and economical in his 
demands. Patients would benefit by the speed and accuracy 
with which their diagnoses would be made. 

If health centres must wait, laboratories might be created 
at less cost and might form the germ from which the health 
centres could grow in more propitious times. A levy on 
the corset like that to be imposed on the false teeth and 
spectacles might provide some of the sinews of war. 

In the discussion that followed, Dr. Gzorrrey Evans and’ 
Dr. J. D. Smmpson emphasized the value of technicians, 
especially those from the Services. Dr. Simpson praised 
the married nurse as consulting-room assistant. From Kent, 
from Essex, and from the young city of Cambridge came 
cheering evidence that practitioners there had free access to 
hospital laboratories and could get at least most of the 


-investigations they wanted done for them on demand. One 


of the witnesses, Dr. Tarsor ROGERS, pointed out that 
where such’ arrangements existed hospitals were not, in 
fact, swamped by needless demands, the general practi- 
tioner, in this respect, comparing favourably with the regis- 
trar. Hospital pathologists and radiologists, in his experi- 
ence, welcomed this extramural work, finding that the practi- 
tioner was more apt than their hospital colleagues to treat 
them as consultants, not as mere purveyors of reports 
Dr. Hunt, replying, was glad to hear of the satisfactory 
arrangements in some districts, but was sure they did not 
exist everywhere. f 


~ 


ment of Perforated Peptic Ulcer ” 


i í s $ 1 
May 5, 1951 g 


PERFORATED PEPTIC ULCER 
At a meeting of the Section of'Surgery of the Manchester 
Medical Society, on March 13, a symposium on “ The Treat- 
was held. 
Mr. T. Hes op, in introducing the subject, said that, while 


the conservative treatment of perforated peptic ulcer’ Had , 


undoubtedly a place, the main difficulty, was to formulate 
guiding principles‘on which fo base a judgment in the indi- 
vidual case. Most of the previously published series had 
been Selected cases, and, while these series had no doubt 
produced useful information, there was need for the com- 
parison of parallel series, of unselected cases, i 

For the past four years two parallel series had been treated 
at two adjacent hospitals in Salford. All the cases seen at 
Salford Royal were treated operatively, the few cases which 


had been treated.conservatively there having been done in the’ 


early days of the’ trial. All cases admitted to Hope Hospital 


had been treated conservatively under the supervision of 


Mr. A. S. Bullough, 


Results in the Series Treated by Operation 


At Salford Royal Hospital Mr. Heslop and Mr. C. Brun 
had observed during the five-year period 1946-50 124 cases 
of perforated peptic ulcer. The total mortality had been 
1l—ie., 8.8%, irrespective of the method of treatment. Of 
the 104 cases treated by emergency operation, nine died 
(8.6% mortality). Twenty unselected cases had been treated 
conservatively, and the mortality in this small group had 
been 10%. In this group subphrenic abcess chad occurred 
once but had resolved after drainage. 

The peak age incidence had been 30-39 years, and the sex 
ratio had been one female to 20 males. 

The salient points about operative treatment were: 
adequate pre-operative preparation ; 
ference inside the abdomen—simple closure of the perfora- 
tion and no exploration of the peritoneum ; maintenance of 
gastric suction and controlled intravenous fluid administra- 
tion for 24-48 hours ; prophylactic chemotherapy ; and early 
ambulation in the absence of complications. 

The mortality depended on the time interval between onset 
and’ operation, the age of the patient (mortality increasing 
very much over 60 years); and the situation of the ulcer— 
perforated gastric ulcer (17 cases) carried a mortality of 


30%, perforated duodenal ulcer (85 cases) only 5%. Of ' 


the nine fatal cases five only had died from general peritonitis 
within four days of operation. 

The preponderance of peritonitis as a cause of death. had 
been striking. When established on admission it was 
questionable whether operation was of any benefit, but when 
it developed aftér operation on early cases it could be traced 


to faulty operative technique or inadequate post-opera- 


tive management, and-these deaths should certainly be 
preventable. 


, Results in the Series Treated Conservatively 


Mr. A. S. BULLoUGH reported his results with the conser- 
vative treatment of 102 consecutive cases of perforated peptic 


ulcer.admitted since March, 1947, to Hope Hospital, Salford. 


His reasons for adopting conservative treatment were the 
high mortality of operated vases ; the occasional recovery, of 
unoperated desperate cases ; the increasingly conservative 
operative measures ; the fact that perforations were often 
found to be shut off at operation ; the sterility of the fluid 
escaping into the peritoneal cavity. Treatment had consisted 
in the use of continuous gastric suction for several days, 
intravenous fluid therapy, and antibiotics. Patients had been 
more comfortable than those operated on, and were up and 
about and on light gastric diet within a week, 

In the total series there had been eight deaths. Four were 
in elderly persons admitted moribund, long perforated, and 
quite unfit for any operation, who had died during the night 
following admission. - They would not have figured in the 
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mortality statistics of any operative series. The remaining . 
four were late deaths (17 days to 8 weeks), and in all these 
there had been unsealed pérforations with fistulae between 
stomach (two cases) or duodenum (two cases) and a cavity 
in the peritoneum containing gastric juice—not pus. In 
three the cavities had been drained, but they had developed 
external fistulae. g ` 

. There had been 93 duodenal perforations with three 


“ deaths, and nine gastric perforations with five deaths. Of the 


four females in the 102 cases, one had died. There had 
been three true subphrenic abscess with recovery in each 
case after drainage. 

A possible criticism of the series was that it was impossible 
to be sure that all the-cases had in fact perforated, although 
clinical experience, the subsequent course, radiographic 
evidence, and in some cases operation, had all tended to 
support” the diagnosis. There was the risk of leaving 
unoperated some condition requiring operation: one such 
case had occurred. On the other hand, such conservative . 
methods of treatment might conceivably preserve the lives 
of sufferers from coronary thrombosis, pneumonia, and 


_ acute pancreatitis by avoiding a dangerous operation. 


\ 


CONGENITAL DISLOCATION OF THE HIP 


At a meeting of the Section of Orthopaedics of the Royal 
Society of Medicine, held, on April 3, a symposium on 
congenital’ dislocation of the hip was presented by Mr. J. S. 
Batchelor, Mr. H. J. Seddon, and Mr. David Trevor. 

The treatment of congenital dislocation has bean a matter 
-of discussion and controversy almost since orthopaedics 
began. From the beginning of the century, closed manipu- 
lative reduction, as introduced by Lorenz,.has been prac- ' 
tised. A period of experimentation with the new technique 
was followed by a prolonged phase when a less traumatic 
closed manipulation than that described by Lorenz became 
generally accepted and practised. It is only in recent years 
that dissatisfaction with this method has been common and 
new methods have been developed. This long static phase 
is explicable- when it is recalled that the end result is not 
known until the late decades of the patient's life. 


Closed Reduction - . 


‘It is now known that only. about half the patients with 
congenital dislocation of the hip have a satisfactory result 
from closed manipulation. The hips of the remainder are 
either never reduced or redislocate, or they are attacked by 
a degenerative arthritis in early, middle, or late adult life. 

Gentle closed manipulation is accepted as being the'safest, 
easiest, and the most successful method of treatment. It is 
only in the “ hard core'” of cases in which closed manipula~ 
tion has failed or is known to be impossible that open 
reduction becomes necessary. There is general agreement. 
also that the younger the child the easier and simpler is. 
treatment. The early diagnosis of the dislocated- hip, 
suggested by a short leg or by difference in the levels of 
the gluteal creases on the two sides as well as by the better- 
known classical signs, still offers the easiest method of 
improving our results. 

Mr J. S. BATCHELOR surveyed the present position of 
closed reduction by reviewing the treatment of 40 children. 


_ “who had had 55 dislocated hips. Of the 55 hips pnmary 


reduction was not obtained.in 7. Of the remaining 48, 
14 redislocated after the removal of splintage. Ten of these 
redislocations were successfully treated, and stable reduc- 
tions were eventually obtained in 44 hips (80%). The. 
method of reduction consisted, first, in preliminary stretch-: 
ing of the contracted soft tissues by--gradual abduction of 
both. legs on a frame. When full (90°) abduction of both 
legs had ‘been obtained, the child was removed from the 
frame and reduction attempted by internal rotation of the 
hip. The position of the hip was checked by radiological 
examination, and,- if reduction was satisfactory, the legs 


- 
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zæ splinted in a position of 90° internal rotation and 
~40° abduction with knee plasters with a connecting bar. 
ascular necrosis occurred in 18-cases, chiefly in hips which , 
‘e reduced by manipulation under anaesthesia without 
liminary correction of soft-tissue contracture. 


# i 


Open Reduction 


Ar. H. J. SEDDON reviewed a series of cases treated at 
Royal' National Orthopaedic Hospital. Closed reduc 
1 was always attempted first, by traction on a frame for 
more than a month. Failure to reduce or subsequent 
islocation was an indication for open reduction. 

nthe past the results of open reduction had been poor, 
: of the more important reasons being that few cases 
te operated upon until after numerous attempts at closed 
uction ; ‘this had caused irreparable damage to the 
icular cartilage. Improved technique with anatomically 
ind operative approaches and blood transfusion had made 
ən procedures less destructive and safer. 


àrthrograms were used in all cases, frequently allowing 

> to predict whether open or closed reduction would be >` 
cessary ;' they also gave an idea of what operative pro- 
lure would’ be required on the soft tissues. In 27 cases 
which open reduction had been performed the following 
t-tissue obstructions to, closed reduction had been 
erved: ' 


High attachment of the inferior capsule .. .. -10 
Hour-glass constriction of capsular neck mB 
Infolded limbus , : ox 5 
Excessive soft tissue in the acetabular floor 3 
Enlarged ligamentum teres 1 


While surgical correction of roe soft-tissue obstruction 
awed of reduction, bony abnormalities might render’ the 
‘er insecure. If the acetabular roof were ill-developed or 
femoral head relatively large the acetabulum required 
arging by a shelf operation (acetabuloplasty). Ante- 
sion of the femoral neck was the other major bony 
1ormality that might cause redislocation ; when present 
an unusual degree it required correction by rotation 
eotomy. This outline may be represented by the follow- 
diagrammatic scheme devised by Mr. Seddon: 


iNT ' Arthrography: attempted closed reduction 
Reduction successful Reduction unsuccessful - 
k 
further treatment Persistent , Open reduction 
(about 50%) anatomical acetabuloplasty 
defect 
Gradual luxation Aplastic acetabulum 
open reduction 
Defective acetabulum: acetabuloplasty tinpossib 
Anteversion : rotation osteotomy , ʻ 
Large femoral head ; acetabuloplasty aıt 
B UNREDUCED : 
Colonna’s operation Colonna’s operation 


Mr. Davip Trevor then outlined the operative procedure 
performed by Mr. Seddon and himself. Although most 
the open reductions had been done on older children, 
s had often been due in the past to unavoidable delay : 
ən reduction had been done recently at approximately one 
ir of age. The hip-joint ‘was approached by a modified 
ith-Petersen incision, the capsule-covered femoral head 
i acetabulum defined, and the obstruction to reduction 
noved. The operative findings were usually those expected 
m the pre-operative arthrogram. When the presence of 
hallow acetabulum, especially if accompanied by a false 
stabulum or a large femoral head, indicated that reduc- 
n would be unsuccessful, a low shelf (acetabuloplasty) 


s made by means of an osteotomy cut approximately 4 in. ` 


26 cm.) above the true acetabular roof; this was, then 
‘ered down and out so as to extend well forwards and 
skwards, and was fixed in position by an iliac graft. 





A further indication for a shelf was a hip which had 
been reduced by the closed method and later developed a 
positive Trendelenburg sign’; if left alone the hip would re- 
dislocate due to a shelving acetabulum. Another cause of 
redislocation was excessive, uncorrected anteversion. Rota- 
tion osteotomy was necessary to correct this and was better 
performed at a second operation, provided the acetabulum ; 
was adequate. The bone section was a high subtrochanteric 
one, and the fragnfents were held in the correct position by 
a small plate. For the late, unreduced hip Mr. Trevor advo- 
cated Hey Groves’s operation as modified by Colonna. 

In the ensuing discussion Mr. P. Wnes stressed that many 
years would be required to assess the results of the pro- 
cedures advocated. Mr. Denis Browne disagreed with 
much that had been said, and advocated a closed reduc- 
tion by posterior pressure on the trochanter. This was 


followed by a month in plaster and nine months’ activity 


in the splint devised by himself. This splint held the legs 
abducted but allowed active weight-bearing and movement 
in one plane, thus achieving a secondary reduction through 
weight-bearing. He claimed that about 19 out of 20 cases 
could be successfully treated in this way. ‘ 


ORTHOPAEDIC MISCELLANY 


The Spring Meeting of the British Orthopaedic Association 
was held in Cambridge on April 6 and 7, 1951, under the 
presidency of Mr. S. L. Hiccs. Scientific papers were 
presented, and on the afternoon of the first day of the 
meeting a wide variety of clinical cases was shown at Adden- 
brooke’s Hospital. One day was devoted to a symposium on 
“Congenital Dislocation of the Hip,” at which Mr. H. J. 
Seppon, Mr. Davo Trevor, and Professor R. MERLE 

D’Ausioné (from Paris) presented their results. Below are 
reported some of the other subjects discussed at the meeting. 


Late Results of Lumbar Disk Operations: 


Of special interest to general practitioners was the discus- 

sion on the late results of lumbar disk operations, Mr. A. L. 
EyRE-BRoox gave an account of his results in 117 patients 
observed for ove to six years after operation for sciatica, 
diagnosed as having ‘been’ due to a disk lesion. He had 
studied in particular the future progress of patients in whom 
no causative pathology had been found on operation, Unless 
there was a definite protrusion or indisputable adhesions he 
regarded the exploration as negative ; he did not believe in ’ 
“hidden ” disks or disk scars. In 117 operations the find- 
ings were negative in eleven; adhesions had been observed 
in six ; and in the remainder a definite protrusion had been 
present. Results showed that 86% of patiénts in whom a 
definite lesion had been found had no more-than very minor 
residual complaints after operation ; of the 21 men with 
disk lesions who were engaged in heavy work before opera- 
tion 18 were able to return to normal work. On the’ other 
hand, all except one of the patients in whom no lesion had 
been found had significant residual disability at the time of 
examination ; in the one exception there was complete free- 
dom from symptoms. Of the six patients in whom nerve- 
root adhesions had been found four had moderate relief and 
two had only slight relief. 
\ Mr. JOHN CHARNLEY considered that lesions of the inter- 
vertebral disk fell into the province of the orthopaedic 
surgeon rather than the neurosurgeon. Exploration had 
been negative in 16% of his patients. In the earlier cases of 
his series he had sometimes failed to find lesions even when 
the straight-leg-raising test had been markedly positive; 
he considered that in such cases he had probably missed a 
disk protrusion at a different level. As his experience of the 
operation increased he found that negative explorations were 
less frequent and were usually in patients with only slight 
restriction of straight leg raising. He considered that the 
straight-leg-raising test was of the greatest value in diagnosis 
and assessment of the case for operation. 
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Mr. Erebo replying to the discussion, considered 
that, whereas lumbar puncture and myelography should be 
undertaken in problem cases, “special investigations other 
than plain radiography were unnecessary in the straight- 
forward case. Exploration of a disk was almost devoid of 
risk, and in, the exceptional case in which the symptoms were 
found to be due to a tumour no.great harm was done by the 
exploration. He did not consider that spinal fusion should 
be undertaken at the time of a disk exploration. If signifi- 
cant back pain arose afterwards it should be assessed as a 
separate problem in the same way as back pain from other 
causes. He agreed with Mr. Charnley that the straight-leg- 
taising test was the most significant sign. 


S 


Traumatic Aneurysm after Meniscectomy 


Mr. T. J. Farrpanx and Mr. E. S. JAMIESON described two 
cases of false aneurysm of the inferior lateral geniculate 
artery after lateral meniscectomy. The clinical features in 
the two cases were very similar, ` In each, a discoid carti- 
lage had been removed. ‘Tense haemarthrosis developed 
11-12 days after’ operation and recurred after repeated 
aspiration. Six weeks after operation a pulsating swelling 
appeared over the lateral joint line in front of the lateral 
ligament, and a bruit was audible on auscultation. An 
arteriogram showed abrupt termination of the inferior lateral 
geniculate artery. In each patient the joint was explored 
and an aneurysm was found between the capsular and 
synovial layers. The damaged vessel was ligated, and ulti- 
mately good function had been regained though ,conva- 
lescence was slow. Anatomical- studies had shown that the 
inferior latéral geniculate artery was liable to injury during 
lateral meniscectomy, especially if the plane of dissection 
wandered away from’ the synovium-cartilage junction. 
Injury seemed especially likely to occur during removal 
of a cystic or discoid cartilage. The vessel was probably 
injured more often than was realized, but if it was divided 
completely healing occurred through the usual process of 
retraction and coagulation. It was a wound of the wall 
of the artery without complete division that might lead to 
the formation of an aneurysm. It was suggested that if 
recurrent haemarthrosis arose after lateral meniscectomy it 
was advisable to explore the inferior lateral geniculate artery « 
without delay. Mr. O. VAUGHAN-JACKSON mentioned a simi- 
lar experience after medial meniscectomy in which the: 
inferior ‘medial geniculate artery was damaged. Mr. H. 
OSMOND-CLARKE had knowledge of a case in which a 
popliteal aneurysm arose after medial meniscectomy during 
which the surgeon had lacerated the capsule posteriorly and 
damaged the popliteal artery. The leg had had to be ampu- 
tated. The case illustrated the necessity for great care in 
dissecting out the posterior part of a meniscus. 


Pes Cavus 


Mr. D. J. Martin discussed the- aetiology and treatment 
of pes cavus. He believed that the essential defect was a` 
lack of balance between the flexors and extensors of the 
foot, with relative weakness of the extensors leading to 
depression of the forefoot. The intrinsic muscles were not 
at fault, and shortening of the tendo Achillis was not a 
responsible factor. Clawing of the-toes was secondary to 
the cavus deformity. Of the many operations that had been 
advocated for the treatment of disabling pes cavus he pre- 
ferred a combination of Steindler’s soft-tissue stripping ‘in - 
the sole with- transplantation of all the long toe extensors 
into the metatarsal necks, This combined operation had 
been described by Todd, and in the speaker’s experience it 
had given very satisfactory results. Mr. A. Rocyn JONES 
thought that Mr. Martin’s assessment of the aetiology was 
correct, and he agreed that the operation described com- 
bined’ the virtues of the Steindler operation with those of 
transplantation of the extensor tendons, Mr. A. Topp was 
convinced that relative weakening of the extensors was in 
fact the primary factor in. pes cavus, and that clawing of 
the toes was a secondary phenomenon ; the Lambrinudi 
operation of HNR deals arthrodeses was accordingly 
unsound. 
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Correspondence 
`; ‘ » Calling all Athletes- 


Sır, —At the request of the Amateur Athletic Association, 


a small committee has been formed to advise and assist - 


athletes in their various problems and difficulties, such as the 
details comprised under “ traming,” the promotion and main- 
tenance of fitness, the treatment of injuries incidental to 
sport, and so on. Such assistance, which has for long been 
available in the United States and on the Continent, has in 


“this country been contributed only in a comparatively 


haphazard fashion by a few interested individuals. Now for 
the first time a systematic approach is contemplated. 

It is clear that widespread co-operation of the profession 
is essential, and I shall be grateful for your generous allow- 
ance of space in order to appeal to colleagues throughout.the 
British Isles and so to secure the technical knowledge and 


` professional experience of a considerable number who in 


their youth were famous athletes. Their assistance is desired 
to give occasional advice to athletes in their neighbourhood, 
and, when convenient, to attend athletic contests. Jn this 
way no great demands will be made on their time, and they 
will have the satisfaction of performing a national service 
and of preserving their contact with athletics under the most 
advantageous circumstances. 

Anyone interested is invited to communicate with Dr. John 
Etheridge, 73, Fitzjohn’s Avenue, London, N.W.3, who will 
in due course forward further information.—I am, etc., 


London, W.1 , ADOLPHE ABRAHAMS. 


š - Breast-feeding 
‘SR —A5 an upholder of breast-feeding for medical and 
psychological reasons, it is only since having children of my 


“own that I have been able to appreciate in my work at the 


infant welfare ‘clinics and in general practice the social 
causes which so often make the establishment of the natural 
function of breast-feeding an uphill task for both doctor 
and-patient. 

All-important, I think, is the attitude of the mother, An 
environment and upbringing which engenders a distaste for 
breast-feeding and favours a return to social life is found 
in all sections of society. Husbands often encourage this 
attitude, finding no beauty in the mother-child relationship— 
in fact, some may find it frankly disturbing. Many women 
start breast-feeding half-heartedly, possibly from a sense of 
duty, intending to fly to the bottle at the slightest pretext. 
Women are profoundly influenced by the many excellent 
advertisements ,for patent baby foods; on the, other hand 
there is no similar publicity for the breast- fed baby. 

Another important factor is the lack of domestic help. 
To most mothers the 10th day of the puerperium means a 
return to the usual household routine, plus the extra work 
and excitement of a new baby, without even a rest in the 
afternoon. This background—anything but tranquil—is 
enough to account for the shortage of milk and lack of 
confidence so common during the second and third weeks. 

The interesting ethical question raised by Dr. J. D. 
Bottomley (April 21/ p. 882) of giving stilboestrol tablets to 
a mother who asks for them depends, I think, on whether a 
doctor believes the mother should adapt herself as soon as 
possible to the present industrial society. The ethical 
problem is concerned not so much with the mother who 
asks for the tablets as with the society of which she is so 
typical a member. In this mechanical age people will use 
any machine or gadget rather than the human body.— 
I am, etc. 

Stoke-on-Trent. 


z 


RUTH vV. Rosson. 


sm,—Dr. J. D. Bottemley’s letter (April 21, p! 882) I find 
easy to answer. The mother who wants to suppress her milk 
for trivial and selfish reasons and does not yield to persuasion 


- must not be given .stilboestrol for the purpose, because it 


- 


s 
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relieves her of part of her responsibility, It is true that she 
will wean her baby in any case. It is also true otherwise, 
however, that she will report to a large circle of acquain- 


` tances: “ The doctor gave me some tablets to take my milk 


away.” She will’ be careful not to report that he did so 
under protest ; and the incident will be interpreted as show- 
ing the doctor’s approval of her reasons. Such incidents are, 
therefore, not self-contained. The principle to follow is, 
I believe: No interference without medical or economic 
grounds, (And one must be careful not to let “ social” be 
substituted for ‘ economic.”) s 

Dr. Jean Lawrie’s letter in the same issue (April 21, p. 882) 
is very ınteresting and important. I know of an area where 


the antenatal preparation for breast-feeding has been under- — 


taken by the health visitors with great determination com- 
bined with tact, and they have achieved considerable success. 
However, it is clear from their case-records (which I have 
been allowed to’ see) that they cannot get any further because 


at present they have not got the co-operation of the local- 


practitioners, When the mother has to call the docter, he 
too often combines with his instructions about treatment a 
Tecommendation to put the baby on a bottle. The mother 
does not distinguish this from the rest of his instructions, 
and dutifully carries it out. One cannot in any way blame 
her for doing so. The fact remains that all the careful 
preparation and attentive supervision of the health visitor 
then goes for nothing because an ill-informed and thoughtless 
doctor has recommended bottle-feeding—without, probably, 
having the least idea himself why he did so. 

I draw ‘the conclusion that health visitors cannot do this 
work alone, and therefore one must still give first place to 
the conversion of the general practitioner—at least in his 
general outlook on the question. On the other hand there is 
no reason why the practitioner should himself give all the 
supervision that is needed unless he is alone in his area’ in 
thinking it necessary. In any area where there is agreement 
as to aims, there is everything to be said in favour of the 


Syringe Needles and Mass Inoculation 


.SR.—I learned the boiling: petroleutn jelly method of 
- sterilizing needles (March 17, p. 543) in Sir Almroth Wright's 
laboratory in 1906, and in 1941 employed it with confidence 
and satisfaction in country schools for mass inoculations of 
children against diphtheria. Wright was a practical genius, 
and the simple outfit of a small enamelled bowl of petroleum 
jelly, a suitable support, and a spirit lamp has everything to 
recommend it nearly 50 years after it was introduced.— 
I am, etc.,. 


Staffordshire A G. COULLIE. 


` 
` 


Sm, —The paper by Fleming and Ogilvie (March 17, 
p. 543) on the sterilization of needles used in mass mocula- 
‘tions apparently refers to intramuscular as well as sub- 
cutaneous injections. They mention the possibility of tissue 
fluid passing beyond the needle into the syringe and make 
this a reason for not drawing up more than one dose at a 
time, for any movement of the piston might cause this to 
occur. It should be the practice, however, when making 
any intramuscular injection, to withdraw the piston in order 
to ensure that a vein has not been entered. This ‘practice 
would seem to be very likely to contaminate the syringe with 
body fluid even if only one dose has been drawn up, and 
thus constitute a danger from infection to later patients. 

Whatever method may, be used to sterilize the needles, to 
make mass inoculation completely safe a new sterilized 
syringe should be used in every case. This may be impractic- 
able in ‘some clinics, but it should be the practice in anv 
hospital—I am, etc., ' 


Sheffield M. G. PELPOTI 


Cortisone and Toxaemia of Pregnancy 
Sm, —I read your leading article (March 10, p. 517) with 


doctors and the health visitors immediately joining forces" -much interest. I quite agree that it is better not to stress 


brought together by the medical officers of health, who can 
provide us with so many invaluable ancillary services.— 
I am, ete., 


York. F. CHARLOTTE NAISH. 


Blood Pressure of Schoolboys 


; Sir,—Since my preliminary report on blood-pressure read- 
ing in schoolboys to which you kindly referred in your anno- 
tation (April 7, p. 750) was originally published in Dr. E. K. 
Macdonald’s annual school medical officer’s report (1949) I 
have extended the volume of the survey to more than 1,400 


too strongly the differences between glucocorticoids and 
mineralo-corticoids, because, as you wrote, cortisone and 
desoxycorticosterone have sometimes the same effect 
(oedema). I venture to draw your attention to the state of 
pregnancy, which ‘in my opinion can give us valuable 
.information about the functions of the adrenal cortex under 
natural conditions—or at least not experimental ones such as 
Selye has used. It is very well known that every pregnant 
woman is liable to retention of water and sodium ; moreover, 
the cortex of the adrenals in pregnancy is hypertrophied 
(better, hyperplastic) and shows microscopically every sign of 
feverish action ; in the last three months of pregnancy the 


‘boys. The results of the findings and a statistical analysis -°%¢retion of 17-ketosteroids and 11-oxycorticoids in the urine 


of the correlation between systolic blood pressure and growth 8 raised (Venning). Keeping in mind that patients who 
at this age period will, I hope, soon be submitted for publica- Suffer from Addison's disease (in many respects the opposite 


tion. Although the values of the average systolic blood of the state of pregnancy) become oedematous when they 


pressure, as you rightly expected, had to be corrected for the 
younger ages, the general trend remained uncHanged. 

The following table shows the mean + statistical error of 
systolic and diastolic blood pressure for boys 11.5 to 15.5 
years of age as found in the whole series, 






Mean systolic B P. .. 
Stat. error t 
Mean diastolic B.P .. 
Stat orror a 





It can be seen that, whereas the difference between fhe 
mean values 'of the systolic blood pressure in the 11.5- and 
12.5-year-old boys is statistically insignificant, there is a rise 
at 13.5 years—the time when in this country puberty starts. 
The increase is about the same between 13.5 and 14.5 years 
and slows down at the age of 15.5, thus approaching the 
average annual increase of 1 mm. Hg in the adults.—tI 
am, etc., 

Leicester, 


Leo Hann. 


-get too much desoxycorticosterone—e.g., by'pellet implanta- 
tion—together with salt infusions, it seems reasonable to 
accept that the retention of water and sodium in pregnancy 
has been caused by a hyperfunction of the adrenal cortex, 
stimulated by secretion of A.C.T.H. by the pituitary. Until 
a year ago it was impossible to prove this assumption, but 
by now a great many diseases have been treated with 
AC.T.H., mostly with temporary success, but showing very 
regularly as so-called side-effects oedema, which can be 


controlled by reducing sodium in the food; hypertension; . 


striae, acne, redness of the face, pigmentation, hirsutism ; 
albuminuria (G. W. Thorn, Arch. intern. Med., 1950. 86, 
319) ; convulsions, and death (L. J. Soffer et al., ibid., 1950, 
86, 558). 

This seems conclusive proof, because we have here under 


experimental conditions (A.C.T.H. injections) a hyperplasia. 


of the adrenal cortex, as in pregnancy, ańd see that not only 
-water and sodium retention appear, but that successively all 
the symptoms of even the severest forms of toxaemia show 
themselves, The main influence of the steroids which are 
released fram the adrenal cortex in- pregnancy seems io be 
“that the capillaries'in the whole body become more 


` 


a 
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permeable to plasma albumin, causing oedema in the sùb- ' 


cutaneous tissues, albuminuria in the glomerular capillaries, 
and probably néorosis in liver, kidneys; and brain, by 
impairing at least in some places the circulation in the tissue 
spaces between cells and capillaries, which become gorged 
, with serum and albumin, As is known, Parviaina et al. (J. 
Obstet. Gynaec. Ludhiana, February, 1951) showed with 
pregnant rabbits that the pathogenesis of desoxycorti- 
' costerone intoxication is very similar to toxaemia. Probably 
the aetiological factor which causes the enlargement of the 
adrenal cortex is a food factor. Selye showed that animals 
‘ona diet rich in casein (30%) get hyperplasia of the adrenal 
cortex ; during the war, casein-rich food (milk) was very 
scarce even in Holland, and as a matter of fact the number 
of cases of toxaemia was in that period exceedingly low 
(mortality in 1944 was 1 in 5,000, before the war 1 in 3,000). 
To me'the only possible conclusion is to regard the milk 
casein as an important aetiological factor in the pathogenesis 
of toxaemia.—I am, etc, ~ 
Amsterdam 


. Oesophageal Spasm and Antihistaminics 

Sm,—The antihistamine compounds have been used for 
symptomatic relief in asthma, dysmenorrhoea, spastic colon, 
and diverticulitis, as well- as for their more widely known 
actions in allergic and paroxysmal rhinorrhoea, urticaria, and 
allied conditions. They are said also to oppose the- acid 


R. SCHUURMANS. ‘ 


response of the gastric mucosa to histamine (British Encyclo- 


paédia of Medical Practice Cum. Sup., 1950, 141, 18-20). 
The following case suggests that they may be of use in treat- 
ing a most distressing condition—oesophageal ulceration with 
associated spasm, a condition not infrequently met with in 

, Practice, occurring in 20 of 350 duodenal ulcer and 70 gastric 
ulcer cases among private patients seen by Sir Arthur Hurst 
(A Textbook of the Practice of Medicine, ‘by F. W. Price, 
1946, p. 383). 


A married woman, aged 35 years, came- under my care in 
June, 1950, giving a ‘history of, inability to swallow solid food, 
substernal pain after eating, regurgitation of undigested food, with 
loss of weight for over four years. Symptoms at first had 
alternated with periods .of relative freedom, but had persisted 
continually for the last 12 months. In 1946 she had been 
investigated fully and oesophagoscopy had shown “marked 
oesophagitis with superficial ulceration.” She had “ wonderful ” 
relief following that investigation, and believed afterwards that her 
‘uicers had been removed during the operath¢n? Conservative 
loge with liquid” diet and atropine and alkalis had been insti- 

but relapse had occurred. Thres years later in December, 
1949" she was dgain completely investigated and oesophagoscopy 
showed a similar picture to that previously found. There was no 
particular response, and symptoms persisted despite conservative 
treatment. 

On examination: she was seen to be much underweight 
(6 st. 13 Ib —44 kg.), anaemic, and resigned. - milk diet (already 
followed) was continued, with alkalis and atrofine in full doses. 
Six weeks on this regime resulted in little change, weight rose to 
7 st. 1 Ib. (increase of 2 Ib—1 kg). 
feel any improvement. She was thea given “elixir benadryl,” 
60 min. (10 mg.) before food. The following two weeks she 
reported improvement, though symptoms persisted to some extent. 
“ Phenergan,” 50 mg. thrice daily, was then prescribed, A week 
later she reported complete freedom from symptoms and, more- 
over, gained 34 Ib. (1.6 kg.) in that week. 
been maintained. 


Though success in this case may be entirely’ fortuitous, 
and coincidental remission cannot be excluded, it seems 
. reasonable to attribute the improvement to the antihistamine 
compounds. Their effect in this case may be related to their 
actions as local anaesthetics relieving painful stimuli, the 


“ spasmolytic action (J. H. Burn, British Medical Journal, 


1950, 2, 691) relieving spasm of the cardiac sphincter, and 
possibly an antihistamine action reducing oedema. I think 
a more extensive trial of these compounds in cases of 


oesophagitis in which carcinoma, etc., have been excluded - 


might be worth while, since temporary alleviations of the 
condition may produce prolonged relief atten discontinuation 
of treatment—I am, etc., 


Camborne, Cornwall S. wW. Vivian Davies 
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‘. Value of Local Streptomycin 


Sir,—Dr. R. P. K.. Coe reported a case of “ Instillation of 
Streptomycin into the Pericardial Sac in Tuberculous Peri- 
carditis ” (January 6, p. 18). - I would like to report three 
cases of the use of local streptomycin. ` 


Case 1—A boy aged 12 was admitted on January 6, 1947, ' 
with a diagnosis of tuberculous effusion of the pericardium. He 
showed the typical ‘signs of a chronic pericarditis, and when the 
pericardium was aspirated tuberculous pus was obtained. In 
spite of aspiration of considerable volumes on five occasions the 
pericardial effusion appeared to be persistent, and it was decided 
to try local and systemic streptomycin. The drug was difficult 
to obtain, as‘it was then strictly controlled by the M.R.C. The 
systemic dose used was 0.5 g. six-hourly for 19 days. Instillations 
in the pericardium were as follows: From May 10 to 
16, daily aspirations: and injections of streptomycin in the 
pericafdial sac, using a dose ‘of 0.25 to 0.5 g. in 10 ml. distilled 
water. From May 16 to 28 aspirations and instillation of 
streptomycin were done on every other day. The effusion 
appeared to respond very well, and after May 28 no further fiuid 
was obtained. 

The child appeared to do well for a few months, but gradually 
developed signs of cardiac failure from constrictive pericarditis. 
He was transferred for operation on December 3, and 
operated on’in early 1948. The pericardial thickening was very 
marked and the stripping was done with great difficulty. The 
operation was successful and relieved the cardiac symptoms. The 


„child died two years later from tuberculoma of the brain. On 


‘looking back, we think a longer systemic course of streptomycin 
would have made a great difference by controlling the pulmonary 
lesion. 


Case 2.—Aspiration of a psoas abscess by the posterior 
approach before the pus starts tracking has not been mentioned ` 
in the literature: The first aspiration was done here in early 1948, 
mainly as & diagnostic measure. 

A girl, 20 years old, was admitted on January 11, 1947, with a 
probable tuberculous spine (lumbar vertebrae 4 and 5), with a 
swelling in the right iliac fossa. Radiographs of the spine were 
not conclusive, and the tense swelling in the right iliac fossa raised 
some diagnostic difficulties. An aspiration was done for diagnosis ; 


. about 8 oz. (240 ml.) of pus were evacuated and tubercle bacilli 


found. The abscess did not refill, Since the first aspiration, psoas 
abscesses have been aspirated here on many occasions with great 
ease and without any complications. Local streptomycin and 
p-aminosalicylic acid (P.A.S.) have been used since the introduc- 
tion of these new drugs, together with their systemic use. Some 
‘abscesses need only one or two aspirations, while others may need 
more. The technique used is as follows. 

If the patient is in a plaster bed, the affected side is lifted out 
and supported by pillows under the pelvis and the chest, at an 
anglé of about 30 degrees. The trunk is slightly arched to 
separate the costal margin from the iliac crest. A long needle is 
used, as it may travel, 3—4 in. (7.5-10 cm.) before entering the 
abscess. The point of entry is just above the iliac crest, behind 
She lateral body lne, so as to enter the broadest part of the 
abscess from behind.’ As the peritoneum is: pushed forward by 
the abscess there is no danger of entering it before striking pus., . 
Up to 20 oz. have been removed, and the pus invariably shows ` 
tubercle bacilli Streptomycin, 0.25-0.5 g. in 2-5 mil. distilled 
water, is injected after the aspiration. In some cases 5-10 ml. 
10% solution of P.A.S. has been used. 

ı With the increased use of streptomycin in: tuberculosis of the 

spine, it seems quite logical that any large collection’of pus should 

not be left behind if the drug is expected to influence i bony , 
lesions. 


Case 3. —Tuberculous palmėr ganglia are not very TOEN to 
conservative treatment, and surgical excision is not easy and often 
not adequate. If used early, local streptomycin may bring about 
a ‘dramatic improvement, as in the following case. 

A boy, aged 16, had been treated for pulmonary tuberculosis 
and tuberculosis of the spine since the age' of 8 years. He. 
developed infection of a right compound palmar ganglion in July, 
1949. A course of systemic streptomycin was started on Septem- 
ber 4, but the ganglion showed no sign of settling down. On, 
November 7 it was decided to aspirate the ganglion and use 
streptomycin. The needle was introduced above the upper limit 
of the swelling and about 7 ml. yellow viscid fluid with ill- 
formed fibrin bodies was aspirated. Streptomycin, 0.5 g. in 2.5 ml. 
distilled water, was instilled. This appeared to cause a slight local 
reaction and so the dose was reduced to 0.25 g. in 2.5 ml. Only 


' three more aspirations and streptomycin instillations were 


r 
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essary. The ganglion subsided completely and the finger 
vements were quite normal. After each aspiration, the forearm 
| wrist were immobilized in a straight splint. 


t appears that early tuberculous lesions, being vascular, 
| very amenable to the influence of streptomycin used 
temically and locally. 

am grateful to Dr. Emrys Jones, Physician superintendent, 
permission to publish this letter. 

fam, ete, > S 


ardıff. M. D. DESHMUKH, 


-Diaminodiphenylsulphone and Tinea 


Sm,—My attention has been drawn to the letter of 
' P. H. Birks (January 27, p 191) reporting a case of tinea 
rporis cured with D.A.DP.S. given orally, and I have 
en asked to comment on it, - 
There is ample evidence that DA.D.P.S. is a potent 
emotherapeutic agent, being many times more active than 
[phonamides against Gram-positive organisms such as the 
eptococcus and pneumococcus in vitro and in animals. 
is widely used in veterinary medicine, but in human beings 
is being used only in leprosy and in tuberculosis. A study 
its action in other infections is highly desirable. For 
is reason, Dr. Birks’s report is of interest ; it is unfortunate 
at my experience here does not support his findings. 
I personally have been using oral D.A.D P.S. for two and 
half years in patients with leprosy, numbering several 
mdreds ; in this part of Nigeria, many thousands of 
tients have been receiving this treatment for the last year. 
. these patients tinea corporis is commonly seen, and 
A.D.PS. appears to have little or no action in preventing 
or in curing it. 
It'is perhaps worthy of note ‘that streptococcal and 
teumococcal infectidns are very rare in our sulphone- 
rated patients; in fact I have not found one. Staphylo- 
ccal infections are common as well as tinea infections: 
mococcal infections also occur. 
The range of activity of D.A.D.P.S. is obviously limited, 
id this fact is likely to limit its use in medicine, but in 
itable infections its activity is so great, its dose is so low, 
id its use is so simple and safe that it might have a sphere 
‘ usefulness apart from leprosy and tuberculosis. A dose 
: 100 mg. a day, which can be given at one time, appears 
pable of exercising: the full therapeutic effect. 
In acute, and subacute infections, daily treatment would 
pear desirable, and it is quite safe, for toxic'effects appear 
sually only after weeks of continuous treatment. For 
ng-continued administration, as in leprosy, ‘we find that 
vice-weekly treatment with doses rising slowly. over several 
eeks from 100 mg. to 400 mg. is preferable. - “Tt appears 
ifer, better tolerated, and no less effective than daily treat- 
ent, and it is of course much simpler and cheaper. 
Dr. Birks’s letter raises one or two points. Increasing 
1e dose to'200 mg. a day in the second week is not always 
evoid of risk, particularly in ill-nourished patients such as 
adian labourers. The claim that sulphone 1s concentrated 
ı the skin has now been withdrawn by its author.—I 
n, ete., 
Uzuakol, Nigeria 


x 


Jonn Lowe. 


Hypertrophic Pyloric Stenosis in Adults. 


Sirn—In the British. Medical Journal, 1948, 1, 99, I 
scorded two cases, and since then I have had three more. 
ıs these differ in some particulars from the former two, I 
iink.that they will be of interest. 


Case I—A housewife, aged 25, whose father had been operated 
n by me in 1928 for gastric trouble, complained of pain in the 
Pigastrium with loss of appetite and of weight, gradually increas- 
ig for about a year. The pain was eased by taking food or 
tink, but woke her at night, when she took something to eat. 
he had a large excess of resting fluid with a definite stenosis of 
3e pylorus. Radiologically the stomach was enlarged. There 
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was no response to medical treatment over 11 months. At opera- 
tion a large stomach was found and the pylorus was felt to be 
thickened.. Partial gastrectomy was performed with a posterior 
loop Polya. The patient made an uninterrupted recovery. 

` On examinjng the fresh specimen the pylorus was found 
definitely thickened to about twice its normal thickness, there 
being a very clearly demarcated wedge-shaped sphincter muscle . 
which showed some palisading. `The pathologist reported: 
“Heavy diffuse chronic ‘inflammatory cell infiltration of the 
mucosa of pyloric canal; no actual ulceration seen, however, in 
the tissue examined.” There was no ulcer, and the condition was 
undoubtedly one of hypertrophic stenosis. 


Case 2.—An engineer, aged 28, had 10 years’ continuous 
dyspepsia, with epigastric pain coming on at intervals of a few 
months and lasting for a few weeks, not noticeably affected by 
food or .alkalis, Radiography showed a normal-sized stomach 
emptying rather slowly, with evidence of hypertrophic gastritis. 
Test-meal showed a great increase in both free and total acidity. 
At operation the pylorus was felt to be much thickened and the 
adjoming 2 in. (5 cm.) of the stomach felt rather like a tube. 
The fresh specimen showed an imniense thickening of the pylorus. 
The sphincter was well demarcated from the stomach muscle, and 
the sphincter muscle itself measured very nearly 0.5 in. (1.2 cm.). 
The muscle coat of the adjacent stomach wall measured just over 
0.25 in., this thick region shading off gradually into the rest of the 
stomach. Palisading was not particularly marked. There was 
no evidence of past or present ulceration. 


Note that both these patients were much younger than the | 
two reported formerly. In the girl, who had the -shorter 
history, the hypertrophy was slight, but one wonders if it 
would hav? gradually increased if Operation had not been 
performed. : 

Case 3—A woman was operated on for sub-acute cholecystitis. 
On examining the stomach the pylorus was felt to be very much 
thickened and tte adjoining 2 in. or so of the stomach felt like 
handling a piece of hose-pipe. “In view of the complete absence 
of any gastric symptoms and the general healthy look of the 
region, and the fact that ıt seemed to contract and relax normally, 
it was felt that there was no suggestion of malignancy,°and the 
condition was I¢tft. The radiologist reported on a bismuth meal: 
“No organic lòion detected in the oesophagus or stomach. 
Initially some persistent pylorospasm but no evidence of an 
intrinsic lesion of the pylorus or abnormality of the duodenal cap. 
The gastric etaptying time is normal.” This case seems to show 
that the condition can occur in an apparently normal patient with 
no symptoms of gastric upset. 


I should like once more to suggest that this condition 13‘ 
probably muc*7gsommoner than is generally held—I am etc., 


London, W 1. A. J. Hosson. 


Congenital Abnormalities 


Sin,—In 1904 J. W. Ballantyre wrote, “The embryo of 
the chick differs from that of the mammal in the details 
of its developmeg.. . . This principle cannot be too clearly 
kept in mind; jor in the past it has been neglected, and 
what was obserted in the chick embryo was regarded as 
proven also for the human embryo, with results which were 
disastrous so far as accuracy was concerned.” 

Dr. P.K. Duraiswami is responsible for the following 
inaccuracies in his article (August 12, 1950, p. 384) and 


. ‘subsequent letters (British Medical Journal, 1950, 2, 1002, 


and March 31,4 isp 704). 

1. He states * “August 12, 385), “The growth of the 
embryo as a while is Perda to a degree varying with the 
dose of insulin” {dose 0.05 to 6 units), and, “ By employ- 
ing this technique I have observed that there- is -not only 
very marked stunting of the cartilaginous skeleton in the 
insulin-treated chick embryos as compared with -the 
controls...” 

Subsequently he hag denied this (March 31, p. 704), 
quoting the same dose of insulin (0.05 to 6 units). The 
reliability of his statement is further weakened when we 
know that Lariste and Féré, at the end of the nineteenth 
century, used more than 40 different substances to produce 
deformity in chicks and invariably noted retardation of 
growth. Their experiments were rigidly controlled and 
large numbers of eggs were used QG. W. Ballantyne, The 
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Embryo, 1904, 
beforehand. This is in contradistinction to the use of spirit 
by Dr. Duraiswami to “sterilize” the egg-shell. 

2. He claims (August 12, p. 388) that his results are due 
to the specific action of insulin, and has not since rescinded 
this statement. Later (March 31, p. 704), “ similar” claims 
are made for “ synthalin,” certain sulphonamide compounds, 
and thallium salts. Where, then, is the specific action of 
insulin? If this is not allowed, his discussion on hypo- 
glycaemia becomes irrelevant, particularly as we know that 
“there are no cases known-in which ’there is an absence of 
sassociation between carbohydrate metabolism and early 
‘development [of the embryo]” (Joseph Needham, 1936, 
Proc. roy. Soc. Med., 29, 1593), and in all probability the 
-occurrence of malformation in the organogenetic period is 
-due to disturbance of the protein-carbohydrate evocator 
‘complex, produced in gross experimental work by many 
substances, 

The absence of any action by insulin after the twelfth day 
-(p. 388) indicates the end of the organogenetic period ‘in the 
‘chick, following which insulin would have only a transient 
action as in’ the adult. 

3. It is gratifying to note that the fallacy of comparing 
the chick ‘with the human embryo has been realized ‘(March 
31, p. 704). I pointed this out (February 3, p. 247) follow- 
xing his letter of January 20 (p. 137), when. obvious inferences 
-were made regarding insulin-treated chicks and diabetic 
‘mothers.: I only beg that this principle be carried further, 
‘as I did at the beginning of this correspondence ; the onto- 
‘genesis of the chick is so utterly different from the human. 
“One cannot seriously compare the-chick deformity shown, 
in Fig. 4 (August 12, p. 385) with club-foot in the human. 
Morphology alone demands greater accuracy. ` 

4, There is a grave discrepancy between Dr. Duraiswami’s 
‘interpretation of a certain specimen (August 12, 1950, Fig. 13, 
“p. 388) and Mr. Bryan McFarland’s interpretation of the 
same specimen (J. Bone Jt Surg., 1951,°33B, Fig. 33, pp. 45 
and 46). The former states (p. 387) that it “shows a mid- 
saggital section of the tibia from a 20-day-old insulin-treated 
embryo ... special features to be noted ...are the 
deformity, the pathological fracture, the stunted growth, and 
sthe lack of subperichondral ossification. . . .” (My italics.) 

The latter states, “ Fig. 33 shows one of the chickens in 
which defects in the tibia closely resembling the pseudo- 

-arthrosis in children were produced.” . 

Further, Mr. Bryan McFarland’s composite Fig. 33 
‘includes the picture of a ‘chicken described in Dr. Durai- 
-swami’s article (Fig. 5, p. 386) as a chicken 3 weeks. old 
-showing bilateral dislocation of the knee in addition to 
pathological bowing of the tibiae. The chicken has no rela- 
‘tion whatsoever to the accompanying section of an embryo, 
although the legend identifies them as the same. í 

Obviously little effort has been made to check what has 


‘been written before, a discrepancy difficult to justify in work: 


of this nature.—I am,, etc., 


Sheffleld. Gavin C. GORDON. 


Treating Lumbago v, 

Sır —With diffidence I record a personal experience of a 

Yumbar disk lesion and suggest a line of treatment which may 
‘be of value in certain types of cases. 
. After an over-flexion of the lumbar spine I experienced a slight 
rbackache which by the next moming had become a severe 
lumbago as described by ‘Dr. J. Cyriax in his article in the British 
Medical Journal (December 23, 1950, p. 1434). The symptoms 
„steadily worsened, and by the. evening there was typical lumbar 
-straightening and acute pain in the lumbar spine aggravated by 
-walking or attempting to stand‘ upright, the only comfortable 
“posture being a. position bent forward and to the ‘left. 


. This would appear to indicate an increasing protrusjon 
of nuclear material, but it is interesting to note that in at 
least five previous attacks over the past 25 years the onset 
had been initiated by a definite click in the back followed-by 

„agonizing lumbar pain with flexion fixation characteristic of 


.abrupt cartilaginous displacement. 
1 4 


p. 217), which were allowed to rest in the dark. 
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Bearing in mind the lucid explanation of the mechanism 
of the’condition given in the article mentioned, J attempted 
the following reduction manceuvre, which, so far as I am 
aware, has not hitherto been described, 


Assuming a full-length supme position on the floor, I clasped 


my hands and held them under the lumbar’curve of the spine. A 
period of about five minutes’ relaxation wag given to allow for 
a reduction of muscular spasm. Efforts were then made to force 
the pelvis downwards over the fulcrum made by the hands. 
When. the pelvis appeared to be touching the floor, first one leg, 
then the other, then both together were raised from the floor 
and a ‘ cycle-pedalling ” action was undertaken. After a return 
to and a short rest in the initial position, it was found possible 
to stand in an upright position with a completely normal 
and painless lumbar spine. This has remained so, but there were 
indications that no liberties could be taken with the recently 
renea disk and great care had to be taken to maintain lumbar 
ordosis 


My only excuse for reporting this gecurrence is in the 


‘hope that those with greater opportunities than mine may be 


able to assess + ‘the value, if any, of this simple therapeutic 
manceuvre. I am conscious of the statistical weakness and of 
the post hoc ergo propter hoc fallacy, but the- immediate 
and dramatic relief personally experienced was in such sharp 
contrast to the ‘marked. discomfort and disability which 
accompanied five similar attacks that I am encouraged to 


hope that the method may have some merit.—I am, étc., 
J. H. Weir. 


Kensington, W.8 


Anatomy of the Inguinal Canal 


Sm,—There are certain issues’ of some anatomical import- ` 


ance in Mr. Walter Thompson’s paper on the “ Radical 
Cure of Inguinal and Femoral Hernia with a Polythene 
insert ” (April 14, p. 797) which may repay discussion. 

With regard to the posterior wall of the inguinal canal it is 
not commonly realized that the transversus usually forms 
most of the conjoint tendon, although it is so stated-in some 
of the older textbooks. In my own series of dissections I 
found that the transversus played the dominant part in this 
respect in 39 out of 58 canals, and ih these 39 canals the 
transversus fibres reinforced almost all of the posterior wall 
of the canal and were intimately fused with the transversalis 
fascia. Therefore in most instances it cannot be possible 


‘to make any incision transversely from the deep inguinal’ 


ring in the posterior wall of the canal, and of greater length 
than 0.5 in. (1.3 cm.) at the most, without dividing part of 
the conjoint tendon. 

My dissections have also shown that the cremaster; exhibits 
certain definite attachments to the posterior wall of the 
canal, and in particular that there are fibres inserted close 
to the medial side of the deep inguinal ring which, in the 
normal inguinal canal, are probably concerned with the 
approximation of the margins of the ring. In Mr. Thomp- 
son’s cases the cremaster was excised, and I raise this point 
Jest occasionally a potentially useful muscle be sacrificed. 

Mr. Thompson states that the sphincter mechanism of 
Sir Arthur Keith is left intact, but it is later said that the new 
deep inguinal ring is displaced laterally for 1 in. (2.5 cm) 
deep to the transversus. Having in mind this fact, and that 
a 3.5 in. (8.8 cm) plate of polythene has been sutured in the 


inguinal canal, may I say that it is\hardly likely that a’ 


sphincter mechanism, or. indeed any other physiological 
mechanism, could operate after the extensive Manceuvres 
employed ? 

Mr. Thompson condemns Lockwood's repair for femoral 
hernia “in those patients who might be expected to have a 
preformed oblique sac.” One would like to know on what 
criteria this expectation is based, as there will not usually 
be a history of hernia on the other side or of imperfect 
testicular descent. If there is no definite evidence of inguinal 
hernia how may a preformed sac be expected ? 

I put these points in no way criticizing Mr. Thompson’s 
operation but as anatomical considerations which it may be 
worth while taking into account.—I am, etc., 


London, WC 1 MICHAEL J. BLUNT. 
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i Typhus and Typhoid 


Sm,—In his interesting article on “A Century of: 
Physicians *. (March 24, ~p. 636) Sir Henry Bashford states 
that William Jenner was the first to proclaim typhus and 
typhoid fever as separate entities. , Surely this is incorrect. 
Credit for first distinguishing these diseases is generally given 
to W. W. Gerhard, of Philadelphia, who published a lucid 
article on the subject in 1837 (Amer. J. med. Sci., 20, 289). 
He gave an excellent description of cases of typhus fever 
which he and Pennock had observed in an epidemic during 
the previous year, and clearly differentiated the disease from 


, _ typhoid*on clinical grounds, As C. Murchison stated in a 


letter to the Medical Times and Gazette in 1857 (ns.-15, 
642): “The truth is, that, as in most: discoveries, the steps 
„towards the recognition of these distinctions have been 
gradual... .”. Murchison pointed out that in 1822 a certain 
Dr. H. Autenrieth, a young German physician studying in 
Edinburgh, had published a paper in the Edinburgh Medical” 
and Surgical Journal (1822, 18, 325) “On’ the Spasmodic 
Abdominal Typhus of Young ‘People” which he had 
observed in Germany ; the symptoms were evidently those 
of typhoid, and Autenrieth clearly considered it as different 
from typhus. Murchison also mentioned that Perry- and 
A. P, Stewart, of Glasgow, and H. C. Lombard, of Geneva, 
had recognized the differences between these diseases by 
1836. As so often happens with scientific advances, the 
same conclusions were evidently reached by several observers 
about the same time. 

Sir William Jenner’s contribution occurred later. He made 


` a careful study of the symptoms and pathology of the two 


diseases from 1847 onwards, and incidentally contracted both 
infections in doing so. He first published his conclusions on 
the non-identity of these fevers in 1849-50 (cf. Lectures and 
Essays on Fevers and Diphtheria, 1849-79. London; 1893). 
According to Murchison he advanced the ' subject by 
endeavouring to show, first, that the same focus of contagion 
would produce only one kind of fever, or that each would 
communicate only itself and not the other; and, secondly, 
that an attack of either fever produced immunity from sub- 
sequent attacks of itself but not of the other.—I am, etc., 


Whitechapel, E 1 H. G. Dunn. 


Confidential Papers and the State 


Sir,—The Ministry of, Health ; has informed -hospital 
authorities that they can properly loan patients’ case 
records for the use of the Ministry of National Insurance 
and the Ministry of Pensions, and instructed them that 
these records should be provided on request. It is clear 
that the matter of medical confidence, and how it mày be 
preserved, has been considered—an attempt is being made 
to observe certain safeguards—but on careful reflection it 
becomes apparent that the question has much deeper impli- 
cations, and is one that involves fundamental principles. 

While it is stated that “ papers will be treated as 
confidential” the circulars go on to make reservations which 
could only undermine the whole basis of that confidence 
between patient and doctor which~has obtained unchanged 


. for many hundreds of years as a vital element of that 


relationship and as a fundamental principle of our pro- 
fessional faith. An example of this is the statement, in the 
circular relating to the Ministry of National Insurance, that 
“the regional medical officer may find it necessary to make 
extracts of the relevant portions of the case papers which 
have been taken into account by the medical boards in their 
examinations, ... The patient will not be put in posses- 


sion of any information other than the extracts mentioned : 


above which are directly relevant to his claim, and if these 
extracts contain any information which might be harmful 
to the claimant the regional medical officer will take care 
to give it only to the claimant’s own doctor or, as appropri- 
ate, to his trade union or legal representative ” (italics mine) 
Another example is the statement of case prepared in 
connexion with appeals to -Pensions Appeal Tribunals, 


` 


sf 


‘ occurs not infrequently. 
-7 sonnel are.involved, could we fairly expect otherwise ? Itis 


, 


reservations: 


` attitude on our part is essential. 


statements which must legally be made. available to both 
sides. 

The intentions are doubtless excellent but in: medical 
confidence,,as we have always known it; there can be no- 
A medical history, or notes of an interview: 
with a patient, are either completely confidential or they 
are not confidential at all. It is within the experience of 


. the writer that the practice of loaning case records ‘to: 


Ministries is leading to results that are highly undesirable 
both for patient and doctor. ’ ` 
Consider the patient's standpoint. ‘Can we assure him: 


‘that what he says will be regarded as confidential ? If not, 


it is our duty to make this cléar, in fact to “caution ” him.. 
Will he be so frank with us then? Or, take the doctor's 
standpoint. Is it right that confidential notes and opinions, 
including those taken before July, 1948, should be revealed 
to the patient and others? Of far greater importance is 
the danger to the patient (acknowledged by the Ministry 
of Pensions) of learning facts which may have an untoward 
effect on him—for example, that he is suffering from schizo- 
phrenia, and that the prognosis is unfavourable. 
practice, despite the safeguards, this’ unhappy’ consequence 
Where other than medical per- 


small. wonder that it is becoming increasingly common for 
new patients to ask whether the interview is confidential, or 
to request that written notes of their story shall not be made. 

Incidentally, in the event of a patient refusing his consent, 
would he prejudice his case thereby ? What might be the 
consequences were the hospital or the medical staff con- 
cerned unable to see their way to comply ? Do the regula- 
tions governing the issue provide safeguards for these 
eventualities ? 

Ways of evading the problem which may suggest them- 
selves are not worthy of consideration. Our duty to our 
patients demands that the Ministries shall receive all the 
help we can give, and it is hard to see how a case sheet to- 
which neither patient nor doctor has contributed frankly, 
an “expurgated edition,” could be of assistance. A positivé 
Could not a Ministry ask 
for information about an individual patient (consent having 
been freely given) and the doctor comply in the form of 
a report? Its contents would then be a matter for the 
discretion of the doctor concerned, and if the report could 
be regarded as absolutely confidential it would doubtless be 
more helpful to all parties. Another alternative might be 
to submit the case to independent and authoritative medi- 
cal opinion, though again the report would need to be 
confidential if it is to be of value. (The latter procedure 
has for some years obtained in cases submitted to H.M. 
Treasury Referee.) Most helpful of all would’ be for this 
important subject to be fully ventilated in your columns, 
with the usual free and unfettered expression regarding 
experiences and views. i 

It might be tempting at this stage once again to try to 
salve one’s conscience with the argument that the procedure 
advocated by the Ministry of Health is the law, and that 
we are powerless to alter it. But to the doctor-patient 
relationship there are’two parties ; and whether the public, 
who make the laws, would, if they were apprised of the 


. true position, willingly forfeit their traditional privileges 


under that relationship seems doubtful. Medical confidence 
admits of no compromisé. To guard against infringement 
or subtle change of emphasis demands our constant vigi- 
lance.—I am, etc., 

Liverpool. 


S. BARTON HALL. 


g 


The South African Meeting 


Sm,—The attention of my council has been drawn to 
Dr. Ralph Lawrence’s letter in your Journal of March 10: 
(p. 530) in which he describes an incident when he was a 
medical student at this university. This was discussed at a 
meeting of the Medical Students’ Council on April 4, and the 
following resolution was passed nem. con.: “This council, . 
the representative body of the medical students of the 
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University of Capetown, regrets the treatment received by 
Dr. Lawrence, and records its opposition to any ‚form of 
discrimination against students.” It was further decided that 
_a copy of this motion be sent to the British Medical Journal. 

The facts mentioned by Dr. Lawrence are substantially 
_ correct. However, probably very little can be done to 
remedy the present situation, ag the factors involved are not 
those which apply to an isolated case, but lie m_a far wider 
province. Nevertheless, -the Medical Students’ Council, 
which ‘has only just been formed, proposes to discuss the 


position in greater detail and will try to do what it cami to. 


see that every student has the fullest opportunity to benefit 
from his medical education. 

In conclusion, it must be stressed that the Medical 
Students’ Council does not claim to speak for the University, 
but only for the students whom it represents. am, etc., 


Capetown E. A. ; 
? ~ Secretary, Medical Students’ Council 
POINTS FROM LETTERS 
Etiquette pee: 


Mr. GEOFFREY MYERS (London, W.1) writes: When I was a 


student, twenty years ago, it was taught to us, en passant, that ` 
elegance demanded a certain formula being adopted in the author- ° 


ship of medical articles submitted to the medical literature, that 
form being that authors should be named in alphabetical order 
and never in order of age, professional seniority, or for any 
`reason other than alphabetically. It is therefore with some 
measure of nostalgia for the days when form meant something 
that I notice now, in every issue of this and almost every other 
medical periodical, a departure from that highly commendable 
tradition. An article by Brown and Walters (using entirely 
fictitious names) should state that it is by Brown and Walters, 
and never by Walters and Brown, merely because Brown happens 
to be a registrar while Walters is his chief. Abrahams and 
Murray (again fictitious) should remain Abrahams and Murray, 
and not become Murray and Abrahams because Murray happens 
to ‘be the President of the Royal College of this or that.... 
I once heard it said (and have always practised it myself) that 
upon acquiring hospital staff status one should address one’s staff 
colleagues by their surnames without any prefix, the exceptions 
being those sufficiently well known to be called by their first 

ames I have, however, not found that this is a generally 
adopted ‘procedure in all hospitals: Perhaps it would be well if 
it were. 


> 
` 


“ Anthisan ” in Whooping-cough x 

Dr. L. SHELDON (London, N.W.10) writes: A little boy aged 
4 years developed an urticarial rash during the third week of 
whooping-cough. Anthisan 0.05 g.—one tablet three times a day 
~-was ordered. Much to my ‘surprise, the cough reflex was 
completely abolished for 48 hours, and during this period the 
boy had two convulsions. His lungs fortunately remained clear 
throughout. He was given “ cremomerazine ” as a precautionary 
measure, and an expectorant mixture, and during the next 24 
hours had seventeen paroxysms‘of coughing . 


Correction.—The authors of the paper, “Two Cases of 
Simmonds’s Disease ” (April 28, p. 924), much regret that inad- 
vertently no acknowledgment was made to the department of 
pathology, Reading area, for the great help and large number of 
investigations made on these two patients. 


Sweden and New Zealand lead world statistics of the 
lowest rates of infant mortality, according to a report issued 
by the World Health Organization. Iceland, Holland, and 
Australia come next. Not only an indicator of the state of 
child health but also of that of the whole population, the 
figures show a rate of mortality of 23 per 1,000 infants in 
Sweden under the age of 1. Corresponding figures for the 
United States are 31, Britain 32, Denmark and Switzerland 
34. Comparative figures for child mortality to-day and 50 
years ago indicate that the rate has been steadily declining 


since the beginning of the century. In Sweden it has, 


decreased from 98 to 23, in Belgium from 172 to 63, in 
Spain from: 186 to 64, and in Australia from 104 to 28. 
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_ Sir ALBERT COOK, C.M.G., O.B.E. MD. 


Sir Albert Cook died at Kampala on April 23 at the age 
of 81, after a long and distinguished career devoted to 
the people of Uganda. 

Albert Ruskin Cook was born in London, the son of 
the late Dr. W. H. Cook, of Hampstead, and was edu- 
cated at St. Paul’s School-and Trinity College, Cam- 
bridge. ‘At both these seats of learning he swept the 
board of scholarships and prizes. After taking the 
B.Sc.(London) he gained a first class in both parts of 
the Cambridge Natural Science Tripos. At St. Bartholo- 
mew’s Hospital, where he was Shuter Scholar, he 
graduated M.B. in 1895. He could then, with the ball 
at his feet, have become a Harley Street consultant if 
he had wanted to, but he elected in 1896 to go to the 
infant Protectorate of Uganda for the Church Mission: 
ary Society. In those days there was not a road in East 
Africa of ‘any kind other than native paths, nor any 
form of transport other than human, and Cook and 
thirteen other young missionaries trudged the whole 850 - 
miles from ‘the coast to Kampala through country where 
some of the tribesmen were still resentful of white 
domination—though the most truculent of them, the 
Masai, had learned, a lesson at the hands of the blood- 
thirsty German; Karl Peters, not many years before. 
The only woman of the party, Sister Katharine Timp- 
son,-of Guy’s Hospital, later became Cook’s wife. On 
reaching Kampala Cook opened his medical practice in“ 
a disused smithy, but soon the first buildings of Mengo 
Hospital were erected, 141 patients being admitted 
during the first year. The Uganda Mutiny: broke out 
very shortly after his arrival, and during its suppression 
by Macdonald and a small force of British officers and 
men Cook’s services to the sick. and wounded were 
invaluable. ; 

- About that time he was joined by his younger brother, _ 
John Howard Cook, M.S., F.R.C.S., who died in 1946 
(Journal, 1946, 2, 519). The two brothers in 1901 were 
the first to diagnose sleeping sickness in East Africa, 
and they rendered an immense service to the develop- ’ 
ment of civilization in that country by providing medical 
and surgical care of the very highest class to the Baganda 
(the inhabitants of Uganda) and ‘to European officials, 
soldiers, settlers, and traders. -When fighting .broke ‘out 
in German East Africa in 1914 Mengo was the only 
hospital of any standing in Uganda, and it became the 


base hospital in the Lake Victoria region under Cook’s l- 


superintendence. He and his wife were tireless in their 
attention to the sick-of all races who poured into the 
hospital. In 1917 Cook founded the first school for 
African medical assistants in Uganda, and the following 
year the deep concern which he shared with his wife 
for maternity work and child welfare was demonstrated 
by the founding of a maternity training school, from ' 
which graduated the first qualified African midwives in 


-Uganda. Cook’s organizing and medical abilities were 


devoted to his hospital, which by 1931 was the most . 
up-to-date in the country. The Bagaftida, who had 
developed a certain civilization of their own before 
the advent of the white-man, warmly appreciated the 
benefits which European medical science had to offer 
through the brothers Cook, and the work at Mengo 
went steadily from success to success. The younger 
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‘rother eventually returned to England, but when Albert 
etired in 1934 he remained in Uganda. By that time 
Aengo Hospital had many branch dispensaries, a 


naternity training school with several branches, a medi- - 


al school, and a nurses training college. Patients came 
o consult Cook at Mengo from as far afield as India 
od South Africa. l 

The list of his appointments is impressive: consulting 
hysician to the European Hospital, Kampala, and to 
1¢ ,Mengo Hospital ; vice-president of the Church 
fissionary Society; president of the Uganda Branch 
f the B.M.A.; president of the Uganda Literary and 
cientific Society ; mentioned in dispatches for service 
1 the Uganda Mutiny, and-again for war service in 
Jganda from 1914 to 1917; O.BE., 1918; C.M.G, 
922; silver medal of the African Society, 1928 ; 
‘mght Bachelor, 1932; representative of Uganda at 
ye Coronation, 1937; Croix de Chevalier de L’Ordre 
e Léopold. But all these honours never dulled 
is sense of vocation. He was always first and fore- 
aost a missionary, and Mengo has always been in the 
ullest sense a mission hospital. Sir Albert Cook spent 
is retirement in Uganda among the people he loved 


o well. In collaboration with Lady Cook, who died ` 


a 1938, he published a handbook of midwifery in 
„uganda (the language of the Baganda) as well as a 
jedical vocabulary and phrase book. His volume of 
Tganda Memories appeared in 1945. The death of 
‘Cook of Uganda” .removes from the scene of- his 
abours a man worthy of mention alongside Living- 
tone himself among the great Englishmen and mission- 
ry doctors ‘of modern times. f 


\ 


Dr. ARCHIPALD NEVILLE MCLELLAN, consulting gynae- 
ologist to the Victoria Infirmary, Glasgow, died in Liver- 
ool on March 5., He studied medicine at Glasgow Univer- 
ity, graduating M.B., C.M. in 1894 Developing an early 
iterest in gynaecology, he took the L.M. (Rotunda) in 1896. 
‘or some time he was a demonstrator in the anatomy depart- 
ent at Glasgow University and prided himself on his 
nowledge of pelvic:anatorhy, which later stood him in good 
tead in the surgery of the pelvis. For over 30 years he 
zas on the staff of the Royal Maternity and Women’s 
Iospital, Glasgow, and for a similar period was gynacco- 
agicdl surgeon to the Victoria Infirmary. He took a great 
nterest in university teaching and for many years was 
ssistant to the professor of midwifery, the late Professor 
Aurdoch Cameron. An internal examiner 'in midwifery 
nd gynaecology to Glasgow University, he was also an 
xaminer to the Central Midwives Board of Scotland. In 
929 he was elected a Fellow of thé Royal College of 
Ybstetricians and Gynaecologists. 

Professor R; A. Lennie writes: A most able clinician 
nd meticulous operator, McLellan had ample opportunity 
f demonstrating his surgical skill, more especially as in 
is early days gynaecological surgery was in its infancy. 
Ie kept well abreast of the times and welcomed any new 
schnique or surgical procedure. His operative results were 
xcellent, and he had the confidence of a large circle of 
ractitioners in the south side of Glasgow. He was much 
eloved by his patients, colleagues,- and friends, being a 
30st kind and courtly gentleman, with whom it was a 
Jeasure and privilege to be associated. He was of a retir- 
ag disposition and had few outside interests, though he 
yas interested in music, and in his declining years derived 
uch personal pleasure in composing new settings for many 
f the old Scottish songs and ballads. He reached a ripe 
ld age.and was gracious to the end. He belonged to an 
ra of medicine” where voluntary service, tradition, and 


~~ 


Kindliness were accepted qualities—and these he possessed 
to an outstanding degree. In his death, medicine has lost 
one of the finest members of the older school. 


Dr. EUSTACE JOHN PARKE OLIVE, consulting physician to 
the Warneford: Hospital, Leamington, died suddenly on 
April 14 aged 88. He had a distinguished career as: a 
student at St. John’s College, Cambridge, and St. Bartholo- 
mew’s Hospital. After graduating M.B., B.Chir. in 1889, 
he held house’ appointments in his own hospital and then 
migrated to the General Hospital, Birmingham, where he 
was house-surgeon to Gilbert Barling, In 1892 he took 
the F.R.CS., and two years later proceeded M.D. About 
this time he went to Leamington, where he was appointed 
to the staff of the Warneford Hospital, and spent his long 
life of professional service in that town. During both world 
wars he was actively employed, being awarded the O.B.E. 
at the end of the first. ‘Always ready for emergency work, 


“in his Jater years he equipped himself as a very competent 


anaesthetist. He led a full and valuable life and earned the 
gratitude of many. ` 


` 
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DOCTOR’S ACTION AGAINST HOSPITAL BOARD 
TO PROCEED % 


[From OUR MEDICO-LEGAL CORRESPONDENT] 


On March 28, 1951, the First Division of the Court of 
Session in Edinburgh allowed an appeal’ against a decision 
given by Lord Sorn in November, 1950, dismissing an action 
against the Greenock and District Hospital Board by 
Dr. John Walker, of Broomhill Avenue, Glasgow. 
Dr. Walker's case is that in June, 1947, the board 
agreed to appoint Him resident physician-superintendent 
of the Gateside Infectious Diseases Hospital, but in 
October, 1947, refused to appoint him. He had mean- 
while held himself free from other commitments. 


Dr. Walker claims £8,000 damages for breach of contract., 


By the defence the board contends that it was a condi- 
tion of the agreement that it should be confirmed in writing, 
but that it never was so confirmed; that written evidence 
of the contract, being a contract for moré than a year, was 
required, but that Dr: Walker did not allege there was any ; 
that the board .was induced to enter into the agreement by 
false and fraudulent misrepreséntations by Dr. Walker ; and 
that the action was barred-by Section 166 of the Public 
Health (Scotland) Act, 1897, which protects authorities from 
liability in damages for their bona fide acts in execution of 
their statutory duty. i : ; 

In allowing the appeal and sending the action for trial the 
Lord President, Lord Cooper, dealt with the board’s allega- 
tion of fraudulent misrepresentation against Dr. Walker. 
The board’s case was that he had not disclosed that in 
1942, after a Ministry of Health inquiry, he had been 
dismissed from the office of county medical officer of 
Northumberland. It was common ground that afterwards 
he had held the appointment of chief medical officer to the 
County of Zetland until 1944, í 

The Greenock post, carrying a basic salary of £900, was 
obviously different in character from that of chief medical 


administrator of a large'English county. Lord Cooper could | 


not see why failure in such a capacity in 1941 should neces- 
sarily or probably imply incapacity for the Greenock post in 
1947, and the apparent attitude of the Board that Dr. Walker 
was thereby permanently disqualified from holding any post 
in the service of the public health authority, however small 
the post might be, was wrong. The board’s forlorn attempt 
to, argue that’ the contract had been broken in the public 
interest was untenable. Accordingly the action must be sent 
to proof. 





1 Manchester Guardian, March 29, 
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Medical Notes, in Parliament 


“Mr. Bevan’s Statement l 
-In the course of his statement to- thé House of Commons 
on April 23, after his resignation from the -Government, 





Tome 


Mr. ANEURIN BEVAN said his quarrel with his colleagues was" 


not: based solely on what they had done to the National 
Health Service, But, if the Chancellor of the’ Exchequer 
found it necessary this year to mutilate the Health Services 


for £13,000,000, what would he do next year? He asked. - 


why the National Health Service should be thrown away. 


- Had the American Medical Association~succeeded in. doing 


what the British Medical Association-failed to do? He was 

“entitled to answer the accusation that he had agreed to a 
charge for prescriptions. He had known that charge would 
never be made, because it was impracticable, and it was 
never made. 


Health Service Bill 
Mr. Hary MARQUAND, on April 24, moved the Second 


` Reading of the National Health Service Bill. He-said that 


when the Secretary of State for Scotland and he framed their 
estimates for this year they found that, if the-full estimates 
presented -by the regional hospital boards were accepted, 
£30m. more would be required than in last year's estimates. 
That was mainly use of the rise in the cost of hospital 
services, which accounted for roughly 60% of- the total cost 
of the National Health Service. Other increases resulted 
from the influenza epidemic and the increased cost of drugs, 
especially imported drugs, -but-were more or Jess. offset by 
savings elsewhere, Members on both sides of the House 
continually drew attention to the need for more beds for 
chronic sick, gynaecological cases, and other ‘deserving™ 
groups. The Government was making provision for more 
accommodation and beds, hoping that improved conditions 
would bring forward more staff In particular it was making 
greater provision for treatment of tubercilosis. In 1950 ‘for 


..-the first time tuberculosis notifications had fallen, despite 


the detection of unsuspected disease by mass radiography. 
Since the start of the National Health Service, over 3,500 
additional beds had been made available for treatment’ of 
tuberculosis in England and Wales, and he aimed this year 
to -provide 2,000 more. About 150 beds for England and 
Wales and the same number for Scotland would be provided 
in Switzerland as authorized in Clause 3 of the Bill. England 
and Scotland undertook an éxperiment of equal size so as to 
compare results. In the future hospital facilities were to be 
expanded, and there must also be better facilities’ for the 
group practice of medicine by general prattitioners, although 
it was at present impossible to-establish large-numbers of 
health centres. “For all these purposes more money was 
needed than the Chancellor could see his way to provide. 
The estimates required £30m. more for maintenance and 
expansion of essentials. The Chancellor could not provide 
more than £7m. Therefore £23m. must be found within 
the Service. The general-practitioner and hospital services 
accounted for some 75% of the total expenditure. Out of` 


` the remaining -25% £23m. had to be saved. 


Economies had already been made by Mr. Aneurin Bevan, 
such as, the-cuts in the remuneration of dentists, ophthalmic 
opticiañs, and ophthalmic.medical practitioners, and in the 
chemists’ allowance for prescribing. He_said that after con- 
sidering the problem he had decided to redtice the hospital `- 
estimates by £10m. No more could be done there, and it was" 


‘necessary to obtain. money from some other parts of the: 
- Health Service so that essentials could be maintained. The - 
‘charges now proposed were estimated.to yield £13m. this 


year, so that £15m. more could be spent on hospitals this 
year than last. Ina full year the charges should yield £25m., 

and thus, despite the ceiling of £400m., there would be £12in. 
more ‘available to-meet essential needs and rising costs. A 
prescription charge, even if it did not exempt children, would 
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so-called hotel charge in hospitals. -there had to be a 
charge, the best was one on appliances, not on treatment or 
services, and” the only appliances which could satisfy his. 
demand in full were Gentures and tacles, No charge 
need fall on children’ or on expectant mothers, and there 
would be no charge for treatment. The service had already 
supplied 20 million pairs of spectacles. Charges at present 
varied from nothing to 15s. id. per pair, but even so there 
was some evidence of abuse. There was to be no charge for. 
in-patients in hospital, nor for spectacles i in children’s frames, 
nor for testing, and examination of the. eyes. The charge 
would not fall on those who were ill. i 

Sir Huca Lucas-Toors asked whether the'resources avail- 
able were being spent‘on really essential parts of the Service 
or were wasted in part. By taking off all charges over the 
whole Health Service, Mr. Bevin had taken the brake off 
demand before there was any possibility of adequate supply. 
Too many: patients were chasing too few doctors, dentists, 
and hospital beds, and the result was damaging both to the 
national finances and to the Health Service itself. 

Dr. SANTO JeceR-said he had searched the Bill, but hac 
found no reference. to its pfoposals being temporary. 
Mr. Marquand had said that no demands were made upon 
the. sick for any payments, but the Bill merely. exempted 
in-patients of hospitals from payment of charges, and they- 
were not the only people who were sick. He said that under 
the National Health--Service the waiting-lists in opticians” 
consulting-rooms had been greatly reduced and the number 


‘of tests for eye defects had fallen. Turning to the question of 


dentures, he said any doctor would agree that-it was already 
difficult to persuade people that they needed dental treat- 
ment, and the new charge was a deterrent. A lot could be 
done to bring down the costs of dental materials and -the 
cost to the National Health-Service if steps were taken to 
deal with the monopoly # in them, 


~ 


NEED FOR REORGANIZATION Z 

Dr. CHartes HL said-that, if the House took thè line 
ihat sickness and its treatment came before anything else, 
they would come to a level of expenditure which would aia 
other social services. One of the reasons -for the present 
-situation was that the financial and administrative structure 
devised for the Service provided insufficient control and 
economy within it. Money should be allocated at the lowest 
possible level, and those appointed to administer hospitals 
or groups of hospitals should be free to spend within those - 
limits. Dentists would be just as busy after this Bill became 
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‘an Act as before. He asked whether. the proposed’ charge- _ 


- was part’of an effort to restore the former efficiency. of the 
school dental service. Parliament had not faced-with suffi- -` 


. cient candour the fact that there were not-enough dentists to 
provide a comprehensive service. The Minister had not 
referred to the fact that the supplementary ophthalmic service 
was temporary. Nota word had been said of the promise 
that this kind of-work should be-done by and under the aegis 
of hospitals. Money_could thereby have been saved while 
the Service "was made more efficient. 

Dr. H. Be W. Moraan said the Health Service was a 
national service and based on egalitarian lines—not the ge 
of thing they’were accustomed to in Tavistock Square.-. 
the early years the cost of the Health Service was high, ~ 
gradually that would level down, as would the cost of the 
dental and ophthalmic services. He had been on the Council 
of the B.M.A. for 15-years and liked the fellows there, but 
they worked against anything progressive except what the 
medical profession thought-it wanted. None!of the teaching 
schools taught the-rights and needs of the public ; they con- 
templated more the rights and nèeds and comfort of the 
doctor. - 

Sir AUSTIN HUDSON, speaking of the tübèrcilosis proposals 
in the Bili, said reference frequently made to the word 

“respiratory.” The Minister had told him he was unwilling . 
to take out the word because he did not wish to open the 
door too wide to thesmany-types of “tuberculosis. One par- 


yield only £6m. Mr. Marquand said he also rejected the - ticularly sad case was. that. of ocular tuberculosis, and the 
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only place -where sufferers could get treatment was Switzer- 
iand. Tbe N.A.P.T. had been able to send nine cases to 
Switzerland; but that was not satisfactory, and the Ministry 
‘was setting up a small hospital at Swanley in Kent to deal 
with such cases. That hospital would have only 22 beds, 
whereas the number of cases was 50 or more a yéar.~ He 
urged the Minister not to close the door against-sending these 
people to Switzerland even when the Swanley hospital was 
open. 
. Mr. W. Grirrrrus said that the timing of the Bill’ s intro- 
i duction was extremely bad, as the services were being used 
with increasing discretion. The number of sight-tests was 
increasing at the moment because people wished to get in 


` ‘before the Bill became law. When it became law,.many 


péople would be worse off than they had been before the 
National, Health Service was introduced. 

Mr. P. L. Es SHuRMER said the peak in the demand for 
spectacles’and dentures had passed. On Clause 3 he 
remarked that it was not shortage of accommodation in 
sanatoria but shortage of nurses which hindered treatment of 
tuberculosis, He welcomed the Bill for its provision of 
treatment for tuberculous cases in Switzerland. 


GOVERNMENT REPLY 


Mr.’Hecror McNew. said the reason why Clause 3 was 
confined to respiratory tuberculosis was because the Ministry 
must tacklé the infectious side of the disease, which meant 
the respiratory cases. Cases would be chosen primarily upon 
miedical advice on their suitability for treatment, and the 
choice would be guided against cases where there was any 
expectation of surgical intervention of a major kind. The 
Ministry would try to aim‘at the case where the normal 
expectation of treatment was about six months. Payment 
would be made direct by the National Health Service to the 
sanatorium chosen. Mr. McNeil remarked that there. had 

-been charges from the beginning of the Health Service for a 
great range of services. The introduction of the dental 
charges could help towards filling the deficiencies in the 
school dental system. Before the Health Service came into | 
operation, about 50% more dentists than at present were in 
the dental educational system. The drain-off had been almost 
exclusively to the National Health Service. The Government 
had made a decided movement towards better control of 
prescribing, mainly on the recommendations of the Cohen 
Committee. He promised: to deal with ‘other points during 
the Committee Stage, and said the Bill was not a breach of 
“the Health Service but a conception inherent in the Act from 
the beginning. 

The Bill was then read a second time without a division. 


~ 


` Teeth and Spectacles for the’ Forces 


In answer 'to a question on April 24 Mr J. STRACHEY 
stated that since the introduction of the National. Health 
Service soldiers had been entitled to free teeth and glasses 
like other members of the population, and the question 
whether they would be affected by the new proposals for 
payment for these appliances was now under consideration. 


Health Insurance in Malaya + ‘ 


On April 25 Mr. S. S. Awsery asked the Secretary of 
State for the Colonies what steps were being taken to intro- 
duce a system of health ‘insurance and social. security in’ 
Singapore and Malaya. 
introduction of such a system there was at present impractic- 
‘able, but the medical services were being improved and 
extended. In Singapore it had-been possible to provide 
free treatment in hospitals, free tuberculosis treatment, and 
family allowances for those under treatment. In the Federa- 
tion of Malaya all workers were entitled to free treatment 
under the Labour Code, and it was given in the case of 
hardship i in all Government hospitals. In Singapore a Work- 
ing Party was investigating the possibility of introducing a 
scheme of social security. | 
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Brussels Îreaty Public Health Committee 


In answer to a question on April 25 Mr. KENNETH ~ 


YounceR said that this was. one of several committees 
which would be considering the development of the social | 
services of the five countries. sigtiatory to the treaty. It 
was composed of administrative and medical officers of the 
health administrations of the five countries and had been 
discussing the control of foodstuffs and proprietary medi- 
cines and the protection of health in wartime. The main 
result so far had been the union of the five countries into 
one for the health control of sea and air traffic. 


Health Centres 


On April 26 Dr. SOMERVILLE Hastines asked ‘the Minister 
of Health how many health centres had been provided 
since July, 1948, and how many were now under construc- 
tion. Mr. H. MArQuanp replied that nine premises taken 
over when the National Health Service began were being 
administered as health centres for groups of doctors and 
other services. One large centre- was under construction 
and tenders for two smaller ones had been invited. Asked 
why he had refused the London County Council permission 
to provide a centre for group practice at the Hampstead 
Health Institufé, the Minister said that the area was already 
well supplied with doctors and surgeries. 


: Tea Ration for Invalids 


On April 23 Mr. J. A. LANGForD-HOotT asked the Minister 
of Food whether he would provide an extra tea ration for 
chronic invalids. 

Mr. F. Wiey replied that on matters of this kind the 
Minister took the advice of the Food Rationing (Special- 
Diets) Advisory Committee of the Medical Research Council, 
who thought that no medical condition required extra rations 


- of tea for its treatment. 


Mr. Lancrorp-Ho tt pointed out that his question did not ` 
relate to the medical condition but to the fact that a cup 
of tea was one of the few pleasures a chronic invalid could 
get. He asked whether, since it did not mean the use of 
much tea, the Minister would reconsider the whole question. 

Mr. WILLEY said he thought they ought to accept the 
advice of those best able to advise. 


Hospital Charges 
During the debate on the Adjournment on April 24 iher 
was raised the case of a woman admitted to King’s College 
Hospital for an emergency operation and who had been 
charged throughout as a private patient. Mr.. A. BLENKINSOP 


’ drew attention to the fact that the Health Service Act\said 


that pay-beds might be used without charge where there 
was urgency and no other accommodation was available. . 
He said that during the past six months King’s had admitted 
65 eases to pay-beds without charge under this part of the 
Act. He emphasized that the hospital had always been 
willing to consider doing this, and also bad amenity funds 
to help people who could not pay the full charges, provided 
the patient raised the matter straight away. 

In answer to a question on April 26 Mr. H. VERRE 
said that about 6,875 beds, or 14% of all staffed beds, were 
pay-beds in Health Service hospitals. 


a 

Mental Defectives—On®January ‘1, 1951, there were 5,316 
mental defectives awaiting admission to institutions Consolida- 
tion and amendment of the Mental Deficiency Acts are receiving 
active attention. 

Hospital Accommodation.—The total number of staffed beds in 
hospitals now in the National Health Service was 440,231 on 
June 30, 1948, and 458,363 on December 31, 1950. 

Trade Mark~on Glasses .—The letters “J NH. ” are stamped on 
the two parts of NH.S spectacles, which are often made and 
sold separately, and are to ensure the quality. ' 

Hearing-aids.—Just over 1% are returned as unsuitable. 

Spectacles -and Teeth.—5,950;000 patients have been supplied 
with dentures since 1948, and 17,000,000 pairs of spectacles have 
been ‘issued. 
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UNIVERSITY OF OXFORD’ 


Robert Victor Coxon, M.D., F.R.C.S., has been appointed to the 
Readérship in Human Physiology for seven years from October 1. 


UNIVERSITY OF CAMBRIDGE ` 


‘ Professor James Dixon Boyd, M.Sc., MD, Professor of Anatomy 


~ adn the University of London, has been appointed Professor of 
Anatomy in the University of Cambndge, in succession to Pro- 
fessor H. A. Harris, who retires from the Chair on October 1. 
C. M. Fletcher, M.D., F.R.C.P., has been appointed a member 
of the Court of Governors of the University College of South 
Wales and Monmouthshire from May 5, 1951, to May 4, 1956 
Professor R. A. Peters, M.D., F.R.S., Whitley Professor. of 
Biochemistry in the University of Oxford, has been elected to an 
Honorary Fellowship of Gonville and Caius College. 
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x kjg: 
UNIVERSITY OF ABERDEEN 
The following medical degrees were conferred on April 5 - 


M.D.—*Valerie A. Cowie (née Field), *Helen L. D. Duguid,” 


G. B. Forbes, A. A. White. 

M.B., Ca.B.—G. Adams, R. A. Andrew, B. M. Barron, G. W. 
“Cruickshank, J. G. Donald, R. H. Duncan, J. A. G. Elmslie, 
‘Mair L. Jones, R. A. Kirton, Mary R. Kramer, Hectorina 
Matheson, June M. Oliver, Moira K. M. Pratt, Isobel B. A. 
Shivas, W.'Soutter, I. D. Spark, R. A. Spark, B. S. Stephen, J. G; 
Sutherland, Dorothy M. McI. Sweenie, Jean P. Watson, Marjory 
I. K. Watt, R. M. Youngson. S 

The following prizes were awarded in the Faculty of Medicine: 

Chanock Gold Medal in Anatomy, W. M. Eason and M. J. 
Emshe (equal). -Durno Prize in Anatomy, J. K. Finlayson; 
proxime accessit, M. J. Emslie, Dyce Davidson Gold Medal in 
Materia Medica, J. G. Fraser. Fije Jamieson Memorial Gold 
Medal in Anatomy, M. J. Emslie; proxime accesserunt, W. M. 
Easson and M. J. Wiliams. Lizars Gold Medal in Anatomy, 
J.-K. Finlayson.. Ogston Prize in Surgery, G. A. F. R. Grant 
and L Symon (equal). 

Ee *With commendation. 
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ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College held on April 26; with the 
President, Dr. W. Russell Brain, in the chair, the Rt. Hon. 
Winston Leonard Spencer Churchill, O:M., C.H., F.R.S., was 
elected to the Honorary Fellowship of the College. 


Election’ of Fellows 


Thé following were elected Fellows of the College: H. H. 
Stewart, M.D. (Belfast); B. A. Hunt, M.D. (Australia); W. G 
Patterson, M.D. (Newcastle-upon-Tyne); B F. Russell, MD 
(London); M. A. Ibrahim Bey, MD. (Egypt); C. E. Dolman, 
M.B. (Canada); C. J. Hackett, M.D. (Middlesex); R. T. Grant, 
M.D., F.R.S. (London); G. H. Newns, M.D. (London); A. H. 
Imne, M.D. (Glasgow); G. R. Ellis, M.D. (Liverpool);‘T, M. 
Greenaway, M.B. (Australia); K. D. Keele, M.D. (Middlesex); 
J. H. Kellgren, M.B. (Manchester); S. A. Propert, M.B. 
(Colchester); W. S. Tegner, B.M (London); J. E. G. Pearson, 
D.M. Gristo); J. W. D. Bull, M.D. (London); C. R St. 
Johnston, M.B. (Birmingham); H. J. Wallace, M.D. (London); 
D. H. Davies, M.B. Gristo)); W W Payne, M.B. (Watford); 
J. W. Crofton; M D. (London); J. D Hay, M.D. (Liverpool); 
J. B. Rennie, M.D. (Glasgow); Sheila P. V. Sherlock, M.B. 
{London); W. Mayer-Gross, M D. (Dumfries); C. Wilson, D.M. 
(London);- W. M. Arnott, M.D. (Birmingham); Viscount 
Addison, M.D., F.R.C.S. (West Wycombe); Sir Alan N; Drury, 
M.D., F.R S. (London); Sir Howard W. Florey, M D., F.R.S. 
(Oxford); Brigadier J. S. K. Boyd, M.D., F.R.S. (London). ` 

Sir Alun Rowlands was appointed as representative of the 
College on the Central Council for District Nursing and Dr. P. G. 
Stock as representative on the Court of the University of Bristol. 


7 Membership z 


The following candidates, having satisfied the Censors’ Board, 
were elected Members of the College: 
Barbara M. Ansell, M.B., A. F. Barnett, M.B., E. T, Bassadone, 


L.R.C.P., J. H. Baylis, M.B., J. H. Bruce, M.D., W. H. Cary, 


~ 





M.B , F: S. Cooksey, M.D., P. Freedman, M.D., H. R. Gilmore, 
M.B., H. Greenburgh, M.B., P. G. Griffiths, M.B., F. Grundy, 
M.D. (n absentia), G. W. Hadfield, M.B., S. P. Hall-Smith, 
M.D., J. P. Horder, B.M., A. W. MacLeod, M.B., C. Pallis, B.M., 
M. I. M. Pines, M.B., K. Rawnsley, M.B., J. B. Ryder, M.D., 
J. S. I. Skottowe, M.D., J. M. K. Spalding, B.M., L. Stein, M.B., 
J. D. Stevens, M.B., K. B. Taylor, B.M., A. W. S. Thevathasan, 
L.M.S., L. Vogelpoel, M.B., C. A. C. Wiggins, M.B. 


- Licences 
7 


Licences to practise were conferred upon the following 194 
candidates (including 30 women) who have passed the Final 
Examination in Medicine, Surgery, and Midwifery of the Con- 
joint Board and who have complied with the necessary By-laws: 

S. W. Albright, Valerie M. D. Alcock, A. J. Allen, B. Altman, 


R. A. J. Anthony, G. H. Apthorp, Joyce A. Arscott, J. Ashworth, - 


G. A. E Baker, Katharine M. Baker, A. A. Bapty, W. R. Barrow, 
A. P. Barter, P. R. Bateson, Elizabeth L. Batson, T. R. Beatson, 
T. G. L. Bells, B. W. Betterton, G. Birch, K. Biss, Pauline M. 


Bousquet, A. L. C. A. M. Bracchi, A. J. Bridge, A. R. Brighten, - 


N. P) Bronsdon, W. Brumfitt, T. A. Bryant, J. A. B; Burn, 


Jean M. Burnett, A. M. Burnford, A. C. Campbell, D. S. Carroll, 


R. D. Catterall, F. A. Chapman, J. S. Clayton, D. J. Cliffe, 
M. K. Coles, P. H. Connell, B. I. Copeland, Delia M. H H. 
Cothay, H. Y. W. Coupe, P. H. E. Courtenay, B. P. 
Courtenay-Mayers, A. N. Cowan, W.-H.,;A. C. Cox, M. J. Craft, 
K. A. Creamer, Mary D. Daly, Margaret, E. Darling, D. D. 
Davies, Joan R. Davies, J. P. Davies, D. M. Devane, S. H. 
Dunce, C. E Durber, F. P. D. Easby, R. Emery, F. O. Esiri, 
G. L. Evans, Stella Feldman, A, Ferrari, P. G. Fildes, A. C 
Garnham, J.-C. Gazet, Hilda L. Gibbs, M. Gibbs, J. S. Gilbert, 
A. Gillespie, G D. Glennie, P. Goodall, J. W. Goodfellow, 
D. J. C. Graff, Pamela E. Green, D. Greenbaum, J. D. Hackett, 
M. H. Hambling, T. R. Hamilton, J. W. Hamlett, C. R. Harrison, 
. B. L. Hart, P. D. Harvey, M. D. A. Heller, C. B. Higgie, 
. E. P. Higgins, B. W. Holbrook, J. B. Holland, D, C. Hood, 
. M. Hood, P. T. Hull, Penelope C. Humphries, J. H. M. James, 
. H. Jantet, J. C. Jelleyman, G. C. Jenkins, Marion J. P. Jenkins, 
. H. John, B. T. Johnstone, G. A. H. Jones, Zilla M. Kaye, 
R. Keeley, T. D. Kellaway, S. W. Kemp, G. C. E. King, R. H. 
King, Beryl J. Lander, J. G. Lewis, R. C. Lewis, W. H. J. 
Llewellyn, A. LI. Lloyd, C. McKinna, E. J. Masters, W. May, 
Margaret B. Mearns, J. W. Mi , P. McK »-Middleton, J. L. 
Montagnon, Ada C.. Morrison, F. Jà Moynihan, J. W. Murdoch, 
Shirley E. Nathan, P. J. Nobes, Zofia Nowiak,'P. M. J. O'Brien, 
Mary Ogden, J. O. Opskwu, J. E O'Malley, G. P. C. Orlay, 
D. R. M. P. B. O’Sullivan, J. N. Pachmayr, P. H. Padwick, S. A. C. 
` Paget, J. Falmer, J. A. Parrish, R. E. H. Partridge, J, T. Patton, 
P. L. Pelmear, Jacqueline S. Pennycuick, R. J. Pett, A R, Phillips, 
_J. M. Powley, W. J. Pryn, A. Raban-Williams, Mary T. C. 
Randall, Ann Reader, S. H. Richards, R. A. A. Rickett, J. N 
„Roper, E. J. Ross, F. L. Rowland, D. L. Rugg-Easey, G. C. Saint, 
Z. R. Salib, V. Schoengut, D. Scott, Rosamund O. F. Shanks, 
M. H. Sheard, C. H Sheridan, A. J. Sims, D. P. Q. Smith, 
R. G. Smith, M. A. Sorefan, K. A. E. Spence, A. G. Spooner, 
W. J. Stanley, E. H. Stephenson, G. J. Stott, Joan M. M. 
Sutherland, M. Sutton, J. A. Szydzik, J. Taylor, W. N7 A. Taylor, 
J. Terry, J. L. Tester, Frances M. Thornton, A. W. Tranter, 
W. M. B- Tweed, V. Udall, J T Vorster, D R.H. Walker, 
M. A. T. Waters, Monica E Watkins, M. W. B. Watson, 
,A.N. E. Watt, P. K. B. White, B R. Wilkinson, W. H. Wilkin- 


C 
F 
J. 

G 
A 


son, D. K. Williams, J. F. Willams, R. A. J. Williams, F. . 
Wyatt, P, A.’ 


Wilson, Vivienne L. L. Wolfson, R. Woodside, E. H. 
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Diplomas 


Diplomas in‘Child Health Were granted jomtly with the Royal 
College of Surgeons of England to G. N H. Cranswick 
and to the “77 successful candidates whose, names were 
printed in the report of the meeting of the Royal College of 
Surgeons of England in the Journal of April 28 (p. 961). 
` Diplomas in Tropical Medicine and Hygiene’ were granted 
jointly with the Royal College of Surgeons of England to R. M. 
Kapadia and to the 34 successful candidates whose names were 


printed in the report of the meéting of the Royal College of, 


Surgeons of England in the Journal of April 28 (p. 961). 

Diplomas in Ophthalmology, in Physical Medicine, in Industrial 
Health, and in Psychological Medicine were granted jointly with 
the Royal College of Surgeons of England to the successful 
candidates whose names were printed in the report of the meeting 
of the Royal College of Surgeons of England in the Journal of 
_ April 28 (p. 961). ~ f 

A Diploma in Laryngology and Otology was granted jointly 


a 
k 


, With the Royal College of Surgeons of England to Coroth M. 


Leelavathi. 


` 
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: INFECTIOUS DISEASES AND VITAL STATISTICS f - 
“We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending April 14 (No. 15. 
of notified cases are for: (o) Bagland and Wales and Wales London included). - (6) London (admmistratıve county)? 2 Scorn ad orthorn Trelano. 
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‘The table is based oa faformatioa supplied b the tof Ragland and Wales, Scotland, Northern Ireland, and Bire, the Ministry of 
Health and Local Government of Northern and the Department of Health of Eire. 
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: Graphs of Infectious Diseases B 
The graphs- below show the uncorrected numbers ‘of cases- 


(deaths from influenza) of certain diseases notified weekly ` 


in England and Wales. Highest and lowest figures reported 
‘during the nine years 1942-50 are shown thus 
the figures for 1951 thus . Except for the: curves 
showing notifications in 1951, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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NUMBER OF CASES 


WUMBER OF CASES 


-In England and Wales the chief fluctuations in the trends 
of infectious diseases during the week ending April 14 were 
decreases in the nuniber of notifications of measles 6,156, 
whooping-cough 173, and acute pneumonia 92. 

~ A large fall in the incidence of measles was reported from 
. Most.areas of the country. The largest declines were York- 
shire West Riding 826, Essex 654; Surrey 527, Kent 494, 
„Middlesex 489, London 473, while the chief exceptions_to a 
declining incidence were Cornwall and Yorkshire North 
Riding with rises of 91 and-80 respectively. No change“of 
any size occurred in the local trends of scarlet fever. The 
largest falls im the number of. notifications of whooping- 
cough were Yorkshire West Riding 64 and Surrey 73. The 


~ notifications of diphtheria were six fewer than in the previous 


week, the chief feature of the returns being a fall of 4 in 
- Warwickshire. In Scotland the notifications of diphtheria 
_ were 13 fewer than in the preceding week. r 
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There were 5 more notifications of acute poliomyelitis 
than in the previous week ; the areas with multiple notufica- 


tions were Middlesex 3, London 2, Derbyshire 2, Lancashire , 


2. Seventy-six cases of food-poisoning were notified from 
‘the rural district of Whitby in Yorkshire North Riding. A 
rise of 12 was reported in the number of notifications of 
dysentery. The largest variation in the local returns of 
dysentery was a fall-of 75 in London. The largest returns 
were Lancashire 116, London 112, Middlesex 105 (Ednionton 
M.B. 61), Yorkshire West Riding 62, and Surrey 60. 


\ - 


, Industrial Accidents and Diseases- 


The ee of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in March was 128, 
compared with 147 (revised figure) in February and 129 
(revised figure) in March, 1950 (Ministry of Labour Gazette, 
April, 1951). Of these, 24 were deaths underground in coal 
mines. There were also 27 deaths of seamen—23 on trading 

‘vessels and four on fishing vessels. 

Thè following cases of industrial diseases were reported 
during March in the United Kingdom: lead-poisoning, 2 ; 
mercurial poisoning, 1; aniline poisoning, 1; epithelio- 
matous ulceration, 8; chrome ulceration, 26 (chromium 
platings 21). There were no cases of anthrax and no deaths, 


Births and Deaths in First Quarter 


In England and “Wales the birth rate during the quarter 
was 16.3 per 1,000 total population ; this rate was 0.4 below 
. the rate for the March quarter of 1950. The stillbirth rate 


was 23.6 per 1,000 total births.and was:0.7, above the rate- 


for the previous first quarter. Infant mortality was 38.2 per 
1,000 related live births, being 1.4 above the rate for the 
March quarter of 1950. The general death rate was 19.0 
per 1.000 total population—5.0 above the rate for the 
corresponding quarter of 1950. With the exception of a rate 
of 19.9 in the first quarter of 1940 this was the > highest death 
rate for any quarter for 25 years. 
Indian Census ; 
The population of India, enumerated if a census on 
March 1, is 356,891,624. Of thése, 183,384,807 are'males and 
173,506, 817 are females. The census excluded Jammu, 
Kashmir, and the tribal areas of Assam. When estimated 
populations for these areas are included, the increase in popu- 
lation since the previous census of 1941 is 42.06 million over 
the previous official figure of 1948-9, India’s population is 


15.1% of the world population and comes second only to . 


China’s, whose population is 19.4% of the world population. 
But the area of China isymore than three times that of India 
(india News, April 21, 1951). 


Week Ending April 21 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet. fever 948, 
whaoping-cough 3,498, diphtheria 32, measles 19,025, acute 
pneumonia 551, acute poliomyelitis 22, dysentery 1,002, 
paratyphoid féver 12, typhoid fever 4. Deaths from 
influenza in the great towns numbered 16. 





The British Council recently organized a course on port 
health in London and Liverpool. Visitors from the Nether- 
lands, Belgium, Italy, France, Portugal, and British Guiana, 
including the port health inspector from Antwerp, the medi- 
cal officer of Lisbon port, and other public health officials, 
studied the fumigation of ships, ways of dealing with rodents 
in docks and vessels, and systems of examining imported 
foodstuffs. A week was spent in London inspecting the 
docks, hospitals, and warehouses, and then the course trans- 
ferred to eh for a further week’s programme. 


N 
‘Medical News 


Care of Cripples 

Mr. Hilary Marquand addressed the annual meeting of 
the Central Council for the Care of Cripples held in London 
on April 20. He said that all concerned with the treatment 














- and rehabilitation of the disabled must have been pleased 


that, since the beginning of the National Health Service, 
services previously available only to special groups, such as 
the war-disabled, had become universally available. The 
Ministry-of Pensions had an excellent production and sup- 
plies division, and the experience gained in obtaining various 
appliances for the war pensioner had now been turned to 
the advantage of the civilian. For every artificial limb 
supplied to-day to war pensioners two were supplied to 
civilians under the National Health Service. In all, since 
the start of the Service, 15,060 tricycles and chairs had 
been supplied to Health Service patients up to March 16, 
1951. This meant that the disabled were afforded not only 
immense joy and satisfaction but also were enabled to go 
to work, and that was essential for successful rehabilitation. 
There was close co-operation in preparing a directive to 
local authorities on their tasks under the National Assis- 
tance Act. Informal ‘conversations were taking place 
between the Ministry, local authorities, and other organiza- 
tions concerned with the bled, and when the directive 
was issued it would be an agreed docufment. The Minister 
hoped that local authorities would study it carefully and 
be determined to play their part in the construction of a 
really adequate service for the handicapped citizens of the 
country. Though that might cost money it would, in the 
long run, be of economic as well as social benefit. It would 
be money invested in rehabilitating those who would other- 
wise be unable to contribute to the productive effort so vital 
to the welfare of the nation as a whole, There was need 
also—and this was whére the Minister paid a special tribute 
to the value of the work being done by the Central Council 
for the Care of Cripples—to develop the training given to 
workers-in this field. , 


Kingston Victoria Hospital 
.The Ministry of Health announced on April 27 that it 


‘ could see no justification for further delay in converting the 


hospital to meet the gynaecological needs of the area. All 
alternative proposals put forward are said to be unwork- 
able, and the Minister has now authorized the regidnal board 
to convert the hospital. It will close on May 31, and no 
admission may be made after May 7. It is understood that 
invitations have been sent to every general practitioner in the 
Kingston Group—numbering about 140—to join the staff of 
what was formerly known as the Surbiton Annexe, now the 


- Claremont Hospital, where there are 26 beds. Dr. T. W. 


Morgan states that the whole affair is a gross breačh of 
faith ; the Claremont Hospital is not even to be administered 
by its own house committee; the mtention appears to be 
utterly to destroy ‘the identity of the Victoria Hospital. 


Seminar on World Health Organization 


During the World Health Assembly at Geneva (May 7- 
18) a séminar will be held for those young doctors and 
medical students who arė interested in the world-wide aspects 
of social medicine. One or two conferences will be held 
every day, covering world medical co-ordination, organiza- 
tion of public hygiene, promotion of health, and so on. Ali 
the meetings will take place at the Palais des Nations, and 
further information may be obtained from the secretariat, 
Villa Rigot, 1, Avenue de la Paix, Geneva. 


National Assoclation for the Paralysed 

The address of the National Association for the Paralysed, 
formerly 1, Dorset Buildings, Salisbury Square, London, 
E.C.4, is now Tavistock House (South), Tavistock Square, , 
London, W.C.1 (Tel,: Eustén 2392), 


> 


, 
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~ Price’s “ Medicine ” 


A dinnér was held on April 17 at the Athenaeum on the 


occasion of the publication of the eighth edition of A Text-` 


book of the Practice of Medicine. Dr. F. W. Price was the 
guest of honour. Mr. Geoffrey Cumberlege, publisher to 
the University of Oxford, was the host, and in a short speech 
expressed regret that Dr. Price was retiring from the editor- 
ship of the book, and announced that his successor would 
be Dr. Donald Hunter. He recalled the history of the Text- 
book, which was first published in 1922, and noted that the 
sales were now divided almost exactly “equally between Great 
Britain and overseas. 


North of England Obstetrical and Gynaecological Society-- 


‘A meeting was held in Sheffield on March 30, when 
Mr. S.. Bender (Liverpool) described a case of persistent 
discharge after vaginal hysterectomy, eventually found due 
to a carcinoma of the Fallopian tube. Dr. C. G. Paine 
(Sheffield) reported a case of Pick’s adenoma of the ovary, 
and Mr. L. B. Patrick (Sheffield) presented a case of a 
masculinizing adrenal tumour. Dr. A. A. Smith (Leeds) 
described a clinical aid to the assessment of cephalo-pelvic 
disproportion in the last weeks of pregnancy, by rectal 
examination of the patient standing erect. 


£50 Award i N 


The committee of the Oliver Memorial Fund is to make 
the fourth award of £50 to a British subject whose services 
in connexion with blood transfusion are considered to be 
a flotable contribution tō the research, organization, or 
donor aspect of this subject. Applications will be wel- 
comed. (before June 30), and also information about suit- 
able candidates. All correspondence should be addressed 
to the honorary treasurer, F. W. Mills, Esq., c/o ational 
Provincial Bank, Ltd., Holborn Circus, E.C.1. 
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Central Index of Translations 


The Association of Special Libraries and Information 
Bureaux is preparing a central index of translations, 
including scientific papers, reports, and published articles 
which appear, in foreign journals. All help and inquiries 


should be addressed to ASLIB, 4, Palace Gate, London, W.8. 


Nurses’ Health = 


King Edward’s Hospital Fund for London has issued a 
revised memorandum on the Supervision of Nurses’ Health 
(3d., post free, from the Fund) with the warm approval of 


the Minister of Health. It recommends that there should - 


be a physician specially for the nursing staff,.and proposes 
that on entering hospital a nurse should have a thorough 
compulsory medical examination, chest x-ray examination, 
vaccination against smallpox, and diphtheria immunization. 
Accommodation for sick leave is discussed, and no nurse 
should be allowed to return to duty until passed by the 
physician. Active preventive measures against tuberculosis 
infection are outlined, including sompok three-monthly 
x-ray examination. 


Publications Received 


Architects’ Co-operative Partnership: A New Hospital for 
St. Albans: Report (1950). The International Hospital 
Federation: Report of the Study Tour of Hospitals in 
Sweden (September, 1950). _ Ministry of Fuel and Power: 
Accident at‘ Knockshinnoch Castle gColliery, Ayrshire 
(H.M.S.O., 2s. 6d.). The National Corporation for the 
Care of Old People: Third Annual Report (1950). The 
Pharmaceutical Society of Great Britain: Registrar's Report 
for 1950. The Tavistock Clinic: Report for the Year 1949. 
Order of St. John and the British Red Cross Society: Fifth 
Report of the Joirit Committee. Gas in the Public Health 
Services. 
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In Brief 


t 

Dr. Fritz Linder, chief resident surgeon’ at Héidelberg 
University Hospital, specialist in vascular diseases and 
thoracic surgery, recently spent two weeks in Britain studying 
recent advances in British surgery. 

At the méeting of the Central Midwives Board held on 
April 5 Mr. Arnold Walker was re-elected as chairman and 
Mr.J. P. Hedley as vice-chairman for the ensuing year. 

Mr. H. J: Seddon, Director of Studies at the Institute of 
Orthopaedics, Royal National Orthopaedic Hospital, London, 
is lecturing at Stockholm, Lund, Upsala, and Oslo during ` 
May. 


Wills 


-© Dr. Daniel Charles Edington, of Penrith, Cumberland, left 
£25,024. Dr. William Alexander Kirkpatrick, for some years 
in general practice at Skelton-in-Cleveland, in the North 
Riding of Yorkshire, left £18,837. Dr. Gilbert William 
Charsley, formerly in practice in Sydenham, a former chair- 
man of the Lewisham Division of the B.M.A., left £7,133. 
Dr. Stephen Roodhouse Gloyne, respiratory pathologist, and 
a recognized authority on industrial diseases of the lung, con- 
sulting pathologist to the London Chest Hospital, and King 
Edward VII Sanatorium, Midhurst, Sussex, president of the 
British Tuberculosis Association in 1938, and vice-president 
of the Thoracic Society at the’ time of its formation, left 
£2,210. Dr. Charles Edward Boyce, a Dublin anaesthetist, 
left estate valued at £54,215. He left £1,000 to the Grand 
Benevolence of the Order of the Friendly Brothers of 
St. Patrick, St. Stephens Green, Dublin, for the benefit of 
the order, and various personal bequests. 
Lieutenant-Colonel Geoffrey Percy Humphery, of Strad- 
broke, Suffolk, left £6,561. Dr. Alexander Thomas Harrison, 
of County Durham, left £11,345. Lieutenant-Colonel 
William Glen Liston, of Morar, Inverness-shire, formerly 
bacteriologist, Royal College of Physicians, Edinburgh, left 
£25,298. Surgeon-Commander Drummond Rewcastle Forbes 
Bertram, of Ilminster, Somerset, left £6,055. Dr. Francis 
Christopher Plummer, of Wirral, Cheshire, left £47,634 
Dr. George Bertram Waiñwright, of Cirencester, Glos, at one 
time senior physician at the Royal Hampshire County Hos- 
pital, and for many years medical officer to Winchester 
College, left £37,881; he requested that “no more than is 
necessary for decency be spent on my funeral.” Mr. Martin 
Witham Palmer, of Surbiton, left £236,082; among other 
bequests he left £50 to Mr. Stevens, “ The taxicab driver I 
employ,” and the residue between the Distressed Gentle- . : 


“folks Aid Association, St. Dunstan’s, Dr. Barnardo's Homes, 


Royal Association in Aid of the Deaf and Dumb, R.N.L.I., 
King George’s Fund for Sailors, and the British Empire f 
Cancer Campai 

Dr. Cyril Mary Brophy,‘ of Wimbledon, left £10,162. 
Dr. Robert Fielding-Ould, consulting physician, Mount 
Vernon Hospital for Diseases of the Chest and to the 
Ministry of Pensions, who had travelled extensively in the 
Far East on leprosy and malaria research missions and 
was also a barrister-at-law of the Inner Temple, left £354. 
Dr. Andrew Fleming Galloway, of Sidmouth, Devon, left 
£17,625, including bequests “to the University of Glasgow, 
to encourage research work on diseases of children, and 
to the Royal Hospital for Sick Children, Glasgow, to endow 
cots in the surgical ward. Dr. Charles Claud Twort, of 
Sussex, left £15,668. Dr. Saville James Fielding, former 
resident medical superintendent of the Bethel Hospital, 
Norwich, left £11,934. 

Dr. Oliver Edward McCutcheon, for over 30 years in 
practice in India, left £6,346. Dr. Herbert Anderson Eccles, 
of County Durham, a former Durham County rugby foot- 
baller, left £11,000. Dr. David Blair, of Edinburgh, formerly 
medical superintendent, County Mental Hospital, Prestwich, 
Lancs, and lecturer in mental diseases, University of Man- 
chester, left £39,299. Dr. Henry Bret Russell, of Ashford, 
Kent, for many years in charge of the electrocardiographic 
department at St. Thomas’s Hospital, left £12,471. 
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Dr. William James Walters, late of Swansea, left £13,410. 
Dr. Thomas Clifford, of Stalybridge, Cheshire, left £17,093. 
Dr. Francis James Strong Heaney, formerly of Southport, 
president of the Lancashire and Cheshire Branch of the 
B.M.A., 1923-4, and.chairman of the Liverpool Division, 
1926-7, left £14,064. “Mr. William Fry, late of the Colonial 
Service, left £66,154; after various bequests the residue to 
be divided equally- between the Boy Scouts Association, the 
Shaftesbury Homes and Arethusa Training Ship, the Royal 
Medical Benevolent Fund, the Royal United Kingdom 
Beneficent Association, the National Benevolent Institution, 
the British Home and Hospital for Incurables, Streatham, 
the Distressed Gentlefolks Aid Association, the Royal 
National Pension Fund for Nurses, the Fairbridge Farm 
Schools, Lloyds Patriotric Fund, the National Society for 
Promoting Religious Education, and the Church Army. 
Dr. Donald Alexander Fraser, of Inverness, left £11,008. 
Dr. Robert Horsburgh Tait, of Edinburgh, left £7,892. 
Dr. Andrew Elliot, of Fleet, Hants, left £33,895 ; among 
other bequests 10 guineas to the qualified medical man who 
severed a main artery in his body after his death, and a 
residue to be divided between Dr. Barnardo’s Homes, 
Quarriers Homes, and the Church of Scotland’s Social 
Service-Homes for the Aged. Dr. Herbert Bree Emerson, 
of Pershore, Worcs, left £23,342. Dr.’ Douglas Martin 
Spring, of West Bromwich, Staffs, left estate, 
at present can be ascertained,” valued at £18,024. 


` COMING. EVENTS i 


Institute of Dermatology . ~ 


A course of lectures is being given, lasting until June 22, 
and also a special series of clinical demonstrations at 5 p.m. 
on Fridays for postgraduates studying for the M.R.C.P. and 
other diplomas. Inquiries should be addressed to the Insti- 
tute of Dermatology, St. John’s Hospital for Diseases Gf the 
Skin, Lisle Street, W.C.2. 


Chemistry In the Service of Man 


Four popular lectures under this general title on the’ 


conquest of disease, food, the amenities of life, and modern 
thought have been arranged by the Chemical Council, and 
will be given at the Royal Institution, 21, Albemarie Street, 
W.1, on May 16 and 23 at 3 p.m. and on May 30 and June 6 
at 6 p.m. Admission will be free by ticket, and all informa- 
tion is available from the Ticket Secretary (Lectures), thé 
Chemical Council, 9-10, Savile Row, W.1. $ 


Course on Photoimicromaphy 


~ Six lectures on photomicrography, including its practice 
` in medical science and the use of phase-contrast techniques, 
will be given by Mr. Harold Malies at the London School of 
Printing and Graphic Arts, Bolt Court, Fleet Street, E.C.4, 
on Monday evenings at 6 p.m., commencing May 21. As 
space is limited; early application should be made in Writing 
to the secretary at the school. The fee for the course is 10s. 


History of Pharmacy 

Sir Howard Florey, F.R.S., will open an exhibition pre- 
pared by the Wellcome Historical Medical Museum illustra- 
ting the history of pharmacy at the Wellcome Research 
Institution, 183-193, Euston Road, London, N.W., on Tues- 
day, May 8, at 3.30 pm | , 


Montessori Society 


The Ninth International Montessori Congress will be held 
at the Royal Institution from May 11 to 19 Gncluding Whit- 
sun). The subject of the congress, at which the president and 
principal speaker will be Dr. Maria Montessori, is “ Educa- 
tion as an Aid to the Natural Development of the Psyche of 
the Child from Birth to University.” The syllabus and full 
details may be obtained from the secretary, Mrs. P. Wall- 
bank, Montessori Society, 14, Gordon Square, W.C.1. 
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Hospital Administration 


The annual conference of the Institute of Hospital Admini- 
strators will be held at Eastbourne, May 17-19. Papers will 
be read on problems of both central and local hospital 
administration, and there will be a discussion of the needs 
of the hospital service. The programme and all details may 
be obtained from the secretary, Institute of Hospital Admini- 


strators, 75, Portland Place, London, W.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked ©. Applicaton should be made first to the institution 
concerned. 


Monday, 


EDINBURGH, Universiry.—At Physiolo 
5 p., “The Hippocratic Ideal,” by Dr. Douglas -G 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London. WC 
May 7, 5.30 p.m., " Sympathetic Ophthalmitis,” by Mr. M. H. 


Whiting. 
MEDICAL SOCIETY of LONDON, as oe Street, Cavendish 
general meetin 


u London, W.—Ma $ 
8. s. pi “ Migrainous anin H EEA Oration by ir 


Charles, Symonds. 

University COLLEGE.—Àt Anatomy Theatre, Gower Street, 
London, W.C., May 7, 5.30 p.m., “ On she. Comparative Study 
of Behaviour,’ Inaugural Lecture by~Dr. R. W. Russell. 

Universiry CoLlece.—At Chemistry Lecture Theatre, Gower 
Street; London, W.C., May 7, 5.30 p.m., “ Recent Advances in 

~ the. Chemistry of Natural Products, ” last of three S 
University Lectures by Professor R. B. Woodward, hD. 
(Harvard University). 


Class rege MI 7, 


Tuesday 

CHELSEA CLINICAL Socigry —At South Kensington Hotel, «4l, 
Queensgate Terrace, London, S.W., May 8, 7 for 7.30 pm., 
annual dinner. 

@INSTITUTE OF DERMATOLOGY, Lisle “Street, Leicester “Square, 
London, W.C.—Ma: Ay 5 pm., “ Tuberculosis of the Skin,” 
by Dr. G. B. Dow! 

RoyaL COLLEGE OF Pees oF Loxpon, Pall Mall East, S.W. 
—May 8, 5 p.m., “ Professional Freedom,” Croonian Lecture 
by Dr. T. Fortescue Fox. 

Roya. Eyvs_Hosprral, St. George’s Circus, Southwark, London, 
SE.—May 8, 5 pm., “ Non-paralytic Strabismus,” by Dr. T. H. 
Whittington. 

Sr. Mary’s HOSPITAL * MEDICAL SCHOOL: WRIGHT-FLEMING 
INSTITUTRB OF MicrosloLocy, Paddington, London, W.— 
May 8, 5 p.m. “ Antigen gua Antibady,” Almroth Wright 
Lecture by Rrofessor H. R - 


Wednesday 
@INSTITUTE OF Eee Lisle Street, Leicester Square 
London, W.C.—May 9 pm., “Cellulae Naevi and 
Melanomas,” by Dr. H. Haber. 
Tent OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
poy 2. 3: 5.30 ere) , “ Recent Advances in Ocular Therapeutics,” 


reales ASSOCIATION OF THR MEDICAL WOMEN’S FEDBRATION.— 
May 9, 2.30 p.m., visit to Queen Elizabeth’s Training College 
for the Disabled, Leatherhead, Surrey. 

SOCIETY OF CHEMICAL, INDUSTRY: Foop Group. —At Burlington 
House, Piccadilly, London, W., May 9, meeting of Nutrition 
Panel. (1) 6 p-m., annual general meeting ; (2) en pM» 
scientific meeting. h Antibiotics i in Nutrition,” by Dr. W. F. J. 


Cuthbertson. 
Thursday 


ALFRED ADLER MEDICAL SOCIETY. ~~At 11, Chandos Street, 
T Bee A R Red May 10, 8 p.m., “ The Neurotic Life-style,” by 
dfern. Discussion to be opened by Dr. Donald 


cn Umans 1 Trinity College Dublin—At Physiology 


Theatre, “May 9, 4.30 p.m., “The Importance of Noradiena- 
ie A Joba Mallet Purser Lecture by Professor J Harold Burn, 


EDINBURGH UNIVERSITY, University New pudinga (Anatomy 
Theatre), Teviot Place, Edinbur -—May 10, 5 p.m., aie 
of the Female Bladder and ethra” Honyman Gillespie 
Lecture by Professor C. Scott Russell 

@INSTITUTE OF ee Lisle Street, Leicester Square, 
London, W.C.—May 10, 2 “ Cutaneous Manifestations of 
the Reticuloses,” by Dr. B ussel. e 

OXFORD UNIVERSITY.—At Nuffield Department of Orthopaedic 
Surgery, Oxford, May 10, 830 pm., “ z undamentals Related 
to S Procedures in Orthopa edic Surgery,’ ,” by Professor 
E. Har t Wilson (Columbus Uaiversity, SA. 


May 5, 1951 


MEDICAL NEWS 


Bro 


‘i j 1031 





ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


London, W.C.—May 10, 3 p.m., “ Exophthalmas,’’ ophthalmo- - 


logy lecture by Mr. J. H. Mulvany; 5 p.m., “ Constrictive 
Perigarditis,” surgery lecture by Professor ile Holman. 
Sr. ANDREWS Unrversiry.—At Lecture Theatre, Materia Medica 
Department, Medical School, Small’s Wynd Dundee, May 10. 
5 p.m., “A Realistic Approach to the oblem of Anaemia, 
by Sir Lionel Whitby. 7 
St. Grorcr’s Hosprrat Mepica, ScHooL, Hyde Park Corner, 
London, S.W.—May 10, 430 p.m., “Neurology,” lecture- 
demonstration by Dr? Denis Williams. i 
UnrversITY CoLLeGe.—May 10 (1) At Chemistry Theatre, Gower 
Place, London, W.C. 4.45 p.m., “ Energy Transformations in 
Living Matter,” by Professor H. A. Krebs; (2) At Physiology 
Theatre, one Sreet, Tondon, BES, 5.15 pm, y Studies an 
egulation o o0 essure, rofessor G. 
Liljestrand (Stockholm). A s 
Wye COLLEGE, Swanley Hall, near Ashford, Kent—Maye 40, 
8 pm, Monkeys and Agriculture,” by Professor 
an. 


Zu 
Friday . 
@INsTITUTE OF DERMATOLOGY, Lisle Street, -Leicester Square, 
London, W.C.—May 11, 5 pm., lecture-demonstration. 


. 


APPOINTMENTS 

EAST ANGLIAN REGIONAL HOSPITAL Boaxp.—Medical Registrar at United 

Norwich Hospitals, S. D Stock, M B., B.S , F.R.C.S.Ed Surgical Registrar 
at Great_Yarmouth and Gorleston Hospital, J. B. Binks, M B., Ch B. =e 

JOHN BERNARD, M.D., M_R.C.P., Consultant Physiclan, Bolton 

and District Hospitai Group; Consultant Chest Physician, Bolton. Chest 

Clinic and Group Hospitals having Tuberculosis Beds. 
SOUTH-WESTERN REGIONAL 
O. Anaesthetist to North Gloucestershire Clinical Area, J. 


aphy, to Bristol Mental Hospitals; B. C. 


Pamela Westhead, M B., ChB. D.A, and 
B., B.Ch, D.A. ` ee : 


Any Questions? 





Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be-of 
general interest. ` 


Paratyphoid Carriers 


Q.—(1) What is the best treatment for a paratyphoid 
carrier? (2) What criteria of cure should be adopted? 
(3) How can journals, textbooks, etc., be disinfected after 
use by a carrier? : : : 


A.—(1) If pardtyphoid bacilli or any organisms of the 
enteric group persist in the faeces after recovery from the 
disease, it is worth waiting for several months, in the hope 
that they will disappear spontaneously, before adopting any 
drastic measures. A sample of bile should then be obtained 
by duodenal intubation in order to verify that the gall- 
bladder is infected, as is usually the case. Cholecystectomy 
has then to be considered: this removes the main focus of 
actual infection, and sometimes achieves a radical cure. Of 
various forms of chemotherapy which have recently -been 
tried, none has had any consistent success, although the 
bowel-can usually be ‘temporarily cleared of detectable 
bacilli by large doses of succinylsulphathiazole, strepto- 
mycin given by the mouth, or both drugs together. Such 
treatment may reasonably be given after cholecystectomy 
to help to eliminate bacilli remaining in the bowel. It is 


, CyriL Georcs Kay, M.B., ChB., D.P.H., Medical Officer of -well established that chloramphenicol, although a specific 


THOMPSON, 
Health, Wakefield County Borough Council, Yorks. 
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BIRTHS, MARRIAGES, AND DEATHS 
BIRTHS 
Allen.—On Apn! 27, 1951, at Colchester Private Nursing Hi J 
wife of Dr. Richard Allen, of Castle Hedingham, pa Se 


Balley.—On April 19, 1951, at Univeruty College Hospital, London, W.C.1, 
to Jeanne, wife -of David Bailey, F R.Č S., a son—David Michael. 


MARRIAGES 


Mazrson—Chaloner.—On April 28, 1951, at Salisbury, Southern Rhodesia, 
John M. S Manson, MD., D.T.M.&H, D.RCO.G, of Arbroath, 
Scotland, and Molepolole, Bechuanaland Protectorate, to A, Jocelyn C. 
Chaloner, M S.T., C.T., of Salisbury. 





DEATHS a 
Abbott.—On April 26, 1951, at St. George’s Hospital, Samuel Herbért 
Lee Abbott, D S.O., M.B., Liecutenant-Colonel, I.M S, retired, aged 73. 


Brewis.—On April 23, 1951, at 8, Esplanade Crescent, Scarborough, Edward 
James D., late of-Willmgton, Co. Durham. 


Burton —On April 26, 1951, at Shanghai, Thomas Menzies Burton, MLB., ° 


Cutross.—On April 21, 1951, James Culros, MBE, MB, C.M., of 9, 
Courtenay Park, Newton Abbot, Devon. 

De Gébert.—On March 8, 1951, Louis Jean Adam’ de Gébert, M.R C.S., 
L.R C P., of 3, Clarence Road, Herne Bay, Kent, formerly of Hornsey, 

London, N a =p he x 

Kdwards.—On Apl 20, 1951, at Berwyn, Heathside Close, Northwood, 
Middlesex, David Glyn Mason Edwards, M.B., B.S., D.P.H. 

Edwards.—On April 29, 1951, at Harrogate, Francis Henry Edwards, M B., 
FRCS.Ed., of 14, St, John’s Hill, Shrewsbury. 

Elfott.—On April 13, 1951, the result of an accident, Kenneth Alwyne 
ooh MRCS; L.R.C.P., of Albrighton, near Wolverhampton, Staffs, 


Little—On April 24, 1951, at West London Hospital, Andrew Hunter 
Litte, M.R C S., L.R C.P., of 4, Wellesley Road, Chiswick, London, W. 

MeCann.—On Aprl 23, 1951, at Cambndge Military ‘Hospital, Aldershot, 
Henry James McCann, M.B., B.Ch., Major, RA M C. 

Porter.—On April 25, 1951, at Princess Alice Hospital, Eastbourne, Wiiliam 
Ernest Porter, M.D, DP H., J.P, of “ Woodeen,” Decoy Drive, Hamp- 
den Park, Eastbourne, aged 88. 

Powell.—On April 27, 1951, at Sudbury, Suffolk, Rhys Vaughan Powell, 
FRCS, aged 60. 

Speeckly—On April 26, 1951, at Overchff, Teignmouth, Alec John Lincoln 
Speechly, M R.C S., L.R.C.P., late of Leicester. ie 

Tennent.—On’ April 26, 1951, at Nakuru, Kenya, James Hall Tennents 
M.B., F.R.C.S.Ed, , = 

Towlson.—On April 24, 1951, at his home, ‘* Homewood,” Charlton, near 
Andover, Hants, Henry Joseph Towison, M.R.C.S., aged 94. ï 

Verrall.—On April 22, 1951, at St. John and St. Elizabeth Hospital, Paul 
Jenner Verrall, M.B., F.R C.S., of 48, Carlton Hill, St. John’s Wood, 
London, N.W., aged 68. 

Wallace.—On April 26, 1951, at his home, Belgrave House, Palace Road, 
East Molesey, Surrey, George South Wallace, OBE, M.B., ChB., 
D.P.H., Colonel, late RAM C., retired, aged 72. ? $ 


for the disease itself, is useless for treating the carrier state. 
(2) The criterion of cure is a series of negative stool cul- 
tures in selective media: to establish the cure-of a persistent 
carrier at least six such cultures should be made over a 
period of several months. 
(3) The known carrier should avoid contaminating books 
and other objects by scrupulous cleanliness in defaecation 


and thorough subsequent washing and disinfection of the ` 


“hands.- The disinfection of books, if necessary, is best 
carried out with formaldehyde vapour. 


Tics 
What ig known about the aetiology and treatment of 





Q. 
tics? z 


A.—There is still something mysterious about tics or 
“ habit spasms.” There seems to be no doubt that psycho- 


logical factors are important in their aetiology, and many - 


consider tics to be frankly hysterical. This is not, however, 
the whole story, for the repetition of one movement in 
certain delicately balanced muscle groups (e.g., of face or 
neck) seems to lead to the establishment of such a strong 


` neuronal pattern that what began as a habit gradually 


becomes a physiological function tending to persist on and 
off throughout life. The occurrence of the well-established 
habit spasm is largely conditioned by the degree of emotional 
tension at the time, dnd the movement often ceases during 
physical and mental relaxation. 

With regard to treatment, the habit spasms of children 
generally cease as age advances, but when severe spasms 
persist into adult life or develop later in life (as with 
spasmodic torticollis) then there is little prospect of any 
permanent cure. It is, of course, important that the patient 


should realize that a habit spasm is not a condition which - 


leads to organic disease. “An irritation which does not 
‘matter much” is a healthy attitude, as the patient at heart 
_Worries a lot and is self-conscious about the spasm. General 
sedatives should seldom be continued for long, but an 
attempt should be made to reorganize the patient’s life in 
such a way as to reduce situations leading to mental tension 
and anxiety. In this connexion a short period of complete 
rest in bed, away from home and relations, is often helpful. 


- 
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The patient’s personal attitude to the disability often requires 
correction. In some cases it is helpful to introduce some 


~-physical means to resist the muscle spasm. For example, 
_ a plaster collar may give relief to cases of spasmodic torti- 


colls. Muscle-relaxing drugs are not of much value ın this 
type of case. 2 


` = 


—Contraindications to Methonium Salts 


Q.—Are methonium compounds advised in cases of hyper- 
tension (a) complicated by adyanced arteriosclerosis, or 
(b) after a cerebral vascular accident has occurred ? 


4 A.—Methonium compounds may be dangerous in both 
these conditions, and also in a third “group—namely, in 
hypertensive patients in whom angina pectoris is attributed 
more to coronary atherosclerosis than to the increased 
cardiac work resulting from hypertension. In all these 
conditions marked lowering of the blood pressure may 
„have disastrous consequences. If the survival of an area 
of cardiac muscle is critical; necrosis‘may well follow sudden 
drastic lowering of the blood pressure whether there is 
secondary coronary thrombosis or not. 

Recently, a hypertensive patient was seen who had bouts 
of slight weakness of the left side of the face and left hand 
which were attributed by her doctor to cerebral vascular 
spasm. Although there was very little to find, it seemed more 
likely that the blood supply to the appropriate part of her 
brain was critical, and that the méthonium compounds, far 
from relieving cerebral vascular Spasm, might precipitate a 
stroke when the pressure fell. Nevertheless, as her doctor 
had observed her in many attacks, his view could not be 
lightly dismissed, and it was therefore agreed to try 
methonium under controlled conditions, and to abandon 
the drug if the symptoms were worse as the pressure fell. 
This is precisely what happened, and the drug was at once 
abandoned. Although this patient did not seem-any worse 
two days later, when the blood pressure had regained its 
previous level, she developed a left hemiplegia from cerebral 
thrombosis shortly afterwards. z ~ 


Coeliac Disease and Hexamethonium Salts 


Q—I have read in the “ Journal” (1951, 1, 552) of hexa- 
methonium bromide being successfully used in steatorrhoea 
following gastrectomy. Has it been tried in coeliac disease’? 
If so, with what result, and in what dosage ? 


A.—The steatorrhoea following gastrectomy appears to 
be largely due to incoordination and small-intestinal hurry. 
Both the absorptive capacity of the upper small intestine 
and the jejunal radiographic pattern are usually normal. 
Hexamethonium bromide slows the intestinal movements, 
so that absorption is improved. 

The steatorrhoea of the sprue syndrome, of which coeliac 
disease is an example, is due to interference with the particu- 
late absorption of glycerides. There is small-intestinal delay 
in most cases ; the absorptive capacity of the small intestine, 
not only for fats, but also for glucose, urea, and other sub- 
stances, is depressed; the radiographic flocculation pattern 
is observed, indicating excessive’ secretion of mucus. There 
is therefore little indication for the use of hexamethonium 
bromide in coeliac disease or other forms of the sprue 
syndrome, and no reports of its use have so far -been 
published. 

` ; Frying-olls 

Q.—Does the frying of foods in (a) mineral oils’ and 

(b) vegetable olls have any ill effect on the health? 


A.—This question involves two different problems. First, 
the desirability or otherwise of the-use of the normal raw. 
dils in foods, and, secondly, whether the heating of the oils, 
-perhaps repeatedly, may bring about changes affecting their 
action in man. 

7 For many: years there has been evidence of absorption of 


mineral oils (see British Medical Journal, 1950, 1, 857). Since. 


. what dosage? 


“ NOS % 
* + ma ~ 
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ANY QUESTIONS ? Mae ae | 


the Paetabolic implications of the ássimilation of these sub- 
stances are unknown it is generally agreed that their inclu- 
sion in foods is undesirable. Although well-fried foods 
should carry little of the frying-oil with them, this cannot 


be guaranteed, and the use of mineral-oil for frying is there- 


fore, to be deprecated. The heating of mineral oils may 
give rise to changes in the oil which might add further risks 
to their ingéstion by human subjects. 

The use of uncooked vegetable oils in food has not been 
shown to have any deleterious effects oh health. If un- 
‘saturated oils are used, and especially if they are repeatedly 
heated and cooled, oxidative rancidity may occur. The 
products of rancidity may cause severe changes in gastro- 
intestinal furiction. There is some evidence to suggest that 
rancid fats may be one of the-aetiological factors in tropi- 
cal sprue. 


f Skin Tests for Syphilis 
Q.—What is the “ luotest ” reaction? How is it performed, 
and how reliable is it? 


A.—This is a modification of the luetin intradermal test, 
once used, but now discarded, in the diagnosis of syphilis, 
both tests being similar in principle to the cutaneous tubercu- 
lin test. Extracts either of syphilitic organs or killed ascites- 
agar cultures-of T. pallidum (Noguchi) are employed for the 

' Juetin reaction, whereas for the modification we are con- 
sidering the extract, marketed in Vienna under the name of 
luotest, is ‘made from acute syphilomas of rabbits’ testicles. 
The test is performed by injecting 0.2 ml. of luotest and the 
same quantity of control solution into the flexor surface of 
the forearm: the result is read 24 and 48 hours later. 
A positive reaction shows a well-defined erythematous patch 
10 mm. or more in diameter., In Some cases a red’ papule 
(occasionally necrotic) appears in the patch. - Positive 
reactions, most frequent during the latent and tertiary 
stages of the disease, are rarely obtained during the 
primary and secondary phases. Both luetin and luotest 
have been proved to be non-specific and are not recom- 
mended for the diagnosis of syphilis at any stage. 


z 


, Enlargement of the Thyroid 


Q.—A woman of 32 has had a slight swelling of the left 
lobe of the thyroid for the past nine years. During the 
last few months it seems to have been enlarging slightly. 
-There are no symptoms of hypo-, or hyper-thyroidism 
Would you adyise iodine? If so, for how long, and in 
What are the prospects of the swelling 


© s 


subsiding ? 


A.—There is no reason to dipnoee? that administration of 
iodine will affect the swelling of this patient’s thyroid gland. 
It is probably part of a non-toxic nodular goitte, but other 
possibilities exist, and the risk of carcinoma must not be 
forgotten. It is most unlikely to subside spontaneously after 

_having been present for nine years. It would be advisable 
to seek a surgical opinion, particularly if progressive enlarge- 
ment continues. 


Liver Extracts in Banti’s Syndrome = 


Q.—Are liver extracts of value in the treatment of Bantr s 
syndrome ? 


A.—The term Banti’s syndrome is most commonly used - 


to mean chronic congestive splenomegaly ; the syndrome is 
therefore no more than a symptom of obstruction to the 
portal circulation. In this ‘sense, liver extract could be of 
no possible value in treatment. If, however, the term is 
applied to some form of hepatic cirrhosis, which is the 
“common pathological process underlying portal obstruction, 
it is conceivable that liver extract might be of some thera- 
peutic benefit. 


~ 
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FESTIVAL SCIENTIFIC MEETINGS 
Summary of Symposia- 


JUNE i 
Date and Time Subject Convener or Chairman 
Mon., 4; 2,00 .. The Peripheral Nervous Sir Henry Dale 
z ; System r 
Tues, 5 bs — ia 
Wed ut 10.30 Otorhinolaryngology Mr. W. M. Mollison 
5 2 
Thurs., 7; 2.15.. ` Antibiotics . Sir Alexander Fleming 
ri, 8; 4.00. Vascolar S (Clinical) ce 
Mona, 11; 2.30 Oph R 
Tues., 12; 10.30 Plastic Surgery Gordon- 
k Taylor 
vä 200 Plastic Surgery (cont ) Bir James Paterson Ross 
Thurs, 14; 2.00 Central Nervous System .. Dr W. Russell B 
15; 4.30.. Annésthetica ee ed Wo Meg? 
Mee 10.00 a pace Dr. F. M. R Walshe 
$ : .— Dr. R. D. Lawren 
Tues, 19; 10.00 Tho Decline oF nfant Mo Mortality Sır alea a Daly i 
5,00 y urns Dr Solebrook 
bide a: io eee erimental) Dr Heny coe 
x tal P. 
Thare ae 10.00 Nutetian an the B Vitamins Hordes 
a i ik go rH aoe 
Fri, 22; 10.00 CardivemelaeTissseinas ot Dr. J. Sheldon 
Ageing Population 7 
215 es pacdics Mr. S. L. 
Mon, 25; 10.00 Cortisono and ACTH. . Professor G. R. Cameron 
4,00 .. Vascular System (P) iology) Lord Horder 
Tues, 26; 10.00 Parly oa Mental Dr, Desmond-Curran 
4 Tropical Medicine Sir Philip Manson-Bahr 
Wed, 27; 4 Epidemtology Dr W. Bradley 
Thurs., 28; 10.00 Carcinoma of the Lung Mr. T. Holmes Sellars 
215 «+ Thoracic Surgery .. -- Mr. R.C Brock . 
Fri , 29 oe — R ~ 
/ 
JULY s 
Mon, 9; 400.. Odontology .. Sir William Kelsey Fry 


Application form for tickets is enclosed loose. 
: -PROGRAMME OF SYMPOSIA 


’ Monday, June ‘4 


2 D: m.—THE PERIPRERAL NERVOUS SYSTEM. Chairman, Sir 
Henry Dare, O.M., G.B.E., M.D., F.R.S. Professor G. L. 
BROWN, Transmission in Sympathetic Ganglia ; Dr. W. S. 
FELDBERG, Special Problems of Neuromuscular Trans- 
mission ; Dr. B. Katz, The Electric Response of the Motor- 
end Plate ;. Professor J. H. Burn, The Relation of Nor- 
adrenaline í to Adrenaline ; Professor J. Z. Youne, Determi- 
nation of the Size of Nerve Fibres; Mr. H. J. SEDDON, 
Recent Advances in the Repair of Injured Nerves ; Pro- 
fessor GRAHAM WEDDELL, The Anatomy of Pain Sensibility. 


Wednesday, June 6 

10.30 a.m.-—-OTORHINOLARYNGOLOGY. Chairman, W. M. 
Morrison, C.B.E., M.Ch. Recent Advances in Otology. 
qd) Hearing-aids: Dr. T. S. Lrrrier, The Development of 
the Medresco Aid; Mr. J. Orry, Clinical Experiences with 
the Medresco Aid; Mr. P. G. Gray, The Medresco Aid in 
Use—Patients’ Experiences. (2) Hearing Tests; Mr. C. S. 
HALLPIRE, The Clinical Tests of Cochlear Function, Recent 
Developments of Theory and Practice. (3) The Surgery of 
the Labyrinth, by Mr. TERENCE CAWTHORNE. 

2.30 p.m.—Malignant Disease of the Upper Respiratory 
Passages. Mr. F. C. W. Capps, Malignant Disease of the 
Nose and Paranasal Sinuses ; Professor F. C. ORMEROD, 


; Malignant Disease of the Nasopharynx and Oropharynx ; 


Mr. V. E. Necus, Malignant Disease of the Pharyngo- 
larynx and Larynx; Dr. H. A. Lucas, The Pathology of 
Malignant Disease of the Upper Respiratory Passages ; 
Dr. Gwen HILTON and Mr, T. M. Prossor, The Radio- 
therapy of Malignant Disease of the Upper Respiratory 
Passages. 
Thursday, June 7 

2.15 p.m.—-AntTipioTics. Chairman, Professor Sir ALEX- 
ANDER FLEMING, F.R.C.S., F.R.S. Professor Sir HOWARD 
FLorey, Some Observations on the Antimicrobial Products” 
of Fungi and Bacteria ; Dr. E. P. ABRAHAM, Some Chemical’ 


s ` a 





Aspects of Antibiotics from Fungi and Bacteria; Dr. E. 
Lester SmirH, The Production of Antibiotics; Professor 
L. P. Garrop, Acquired Resistance to Antibiotics; Pro- 
fessor CLIFFORD Wisor, Clinical Evaluation of Anti- 
biotic Therapy ; Dr. G.-L. M. McEtricorr, Antibiotics in 
Venereal Disease; Professor ROBERT CRUICKSHANK, Anti- 
biotics in Infectious Disease. ; 


Friday, June 8 
4 p.m—Tue VascuLar System (Clinical). Chairman (to 
be announced later). Sir James LEARMONTH, Surgery of the 
Arteries ; Professor J. McMicHagL, Cardiac Failure; Dr. 
R. T. Grant, Wound Shock; Professor G. W. PICKERING, 
Essential Hypertension. Pa - 
Pa . 


Monday, June ll 


2.30 p.m.—OPHTHALMOLOGY. Chairman (to be announced 
later). Dr. L. C. Tomson, Colour Vision; Dr. W. A. H. 
Rusuron, Electrophysiology of the Retina; Mr. B. W. 
Rycrorr, Corneal Grafts (with film); Mr.'A. G. Cross, 
Contact Lenses; Professor ARNOLD Sorssy, Genetics in 
Ophthalmology. 


i Tuesday, June 12 


10.30 am.—Prastic SURGERY. Chairman, Sir GORDON 
Gorpon-TayLor, K.B.E, M.S. Sir Harop GILLins, 
General Review ; Sir WaLam KELSEY Fry, The External 
Ear; Mr. RaAINSFORD MowLeM, Report on the Development 
of the Cancellous Chip Bone Graft.- 

2 p.m.—P.Lastic SURGERY (cont.). Chairman, Professor 
Sir James Paterson Ross, K.C.V.O., M.S. Professor T. 
POMFRET KitNner, Congenital Clefts of the Lip and Palate ; 
Sır ARCHIBALD MclINpogz, Reconstruction of the Burned 
Face; Mr. RAINSFORD MowLem and Mig L. W. PLewes, 
Orthoplastics in Industry. 


Thursday, June 14 


2 pm.——THE CENTRAL NERVOUS SYSTEM. Chairman, 
W. RussetL Bram, D.M., P.R.C.P. Professor W. B., 
Le Gros Cark, The Contribution of Anatomy -to 
Problems of Sensory Discrimination; Professor E. G. T. 
LIDDELL, Stimulation’ of the Motor Cortex in Monkeys ; 
Dr. F. M. R. Warsa, Some Principles Governing the 
Interpretation of Experimental Studies of Cortical Func- 
tion, with Special Reference to the Organization of Move- 
ments; Dr. Grey WALTER, The Physiology of Adaptive 
Behaviour, 


Friday, June 15 


4.30 p.m.—ANAESTHETICS. Chairman, I. W. MAGILL, 
C.V.O., M.B., D.A. Professor E. A. Pasx, Research ; 
Dr. JOHN GILES and Dr. G. E. H. ENDERBY, Controlled 
Circulation; Dr. Ceca Gray, Relaxants; Dr. W. W. 
Mus®sm, Supplementary Agents; Dr. M.,D. Nosworrny, 
Thoracic Surgery ; Dr. A. L Parry Brown, Cardiac Surgery. 


Monday, June 18 


10 a.m.—PoLioMYELITIS. Chairman, F. M. R. WALSHE, 
O.B.E., M.D., FRS. Dr. W. H. KeLiener, Treatment 
of the Acute "Phase ; Dr. D. McALeme, The Early Diag- 
nosis; Dr. F. O. MACCALLUM, Virus Infection; Dr. A. H. 
Ga ez, Poliomyelitis as dn Epidemic Disease in England and 
Wales; Mr. H. J. SEDDON, Péliomyelitis, the Convalescent 
Stage. 

2.15 p.m.—ENDOCRINOLOGY (Clinical), E haimin, R. D. 
Lawrence, M.D. Mr. L. R.’ BROSTER, Some Surgical, 
Aspects of Endocrinology; Dr.’R. D. LAWRENCE, Two 


“ Types “of Diabetes—With' and Without Blood-msulin ; 


Dr P. M. F. Bisnop, The Oecstrogens: Their Clinical 
Use; „Dr. LEONARD Simpson, Pituitary-Adrenal Hyper- 
function. z ' 


` 
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Tuesday, June 19 


10 am.—Twe DECLINE OF INFANT MORTALITY. Chairman, 
Sir ALLEN Daey, M.D., D.P.H. Sir James Spence, Pro- 
fessor T. McKEoWwN, Professor-T. N. Jerrcoate, Dr. H. K. 
“WALLER. 


5 p.m—Burns. Chairman, LEONARD COLEBROOK, M.B., 
F.R.S. Dr. J. P. BULL, The- Problem of Fluid Replace- 
ment; Dr. E. J. L. Lowsury, The Control, of Infection ; 
Mr. Douacias Jackson, Physical Signs which Indicate the 
Need for Grafting; Dr. P. Dartas Ross, Early Skin- 
grafting; Mr. RaINSFoRD MowLem, The Use of Homo- 
grafts for Extensive Burns; Mr. A.B. WaLLace, The 
Exposure Method of Treating Burns. 


Wednesday, June 20 
10 `- am.—Pzrptic Uxcer. Chairman, Professor Sir 
Henry Comen, M.D., F.R.C.P. Mr. NORMAN TANNER, 
The Surgeon’s Viewpoint; Dr. F. Avery Jones, The 
‘Physician's Viewpoint; Dr. CocuraNe SHANKS, Radio- 
logical Diagnosis; Dr. HENRY WILSON, Psychological 
Factors. ~ 


2.15 p.m.—EXPERIMENTAL ENDOCRINOLOGY. Chairman, 
A. S. )._ PARKES, D.Sc., F.R.S. Professor E. C. Dopps, 
Synthetic Oestrogens ; Professor F. G. Young, The Endo- 
crine Approach to the Problem of Diabetes; Dr. G. W. 
Harris, The Hypothalamo-Hypophysial Link ‘in the Stress 


Syndrome ; Professor E. B. VERNEY, The Excretion of Water - 


and its Physiological Regulation; Dr. S. J. FoLLeY, Endo- 
crine Factors in Lactation. - 


Thursday, June 21 


10 a.m.—NUTRITION AND THE B Vrramins. Chairman, 
The Rt. Hon. Lord Horner, G.C.V.O, M.D. Dr. LESTER 
Ssor and Dr. Boprey Scorr, The Treatment of the Macro- 
cytic Anaemias. Other speakers to be announced later on: 
B Deficiencies in the Tropics, and The Clinical Implications 
of Research on Vitamin Bi; Dr. L. J. Harris, Nicotinamide 
and Pellagra. 


2 p.m. —NEUROSURGERY. ` Chairman, Professor Sir Hucum 
Carens, K.B.E., F.R.C.S. Professor N. M. Dorr and 
Mr. G. L. ALEXANDER, Intracranial Aneurysmal Mal- 
formations; Professor Sir GEOFFREY JEFFERSON, The 
Frontal Lobe ; Professor Sir Hucum Carns, Head Injuries ; 

„Mier. J. B. PENNYBACKER, Abscess of the Brain; Mr. Harvey 
JACKSON, Tumours of-the Orbit; Dr. L. Gurrmann, The 
Care of the Paraplegic Patient. 


Friday, June 22 


10 a m— TE PROBLEMS OF CARDIOVASCULAR DISEASE 
IN AN AGEING POPULATION. Chairman, J. H. SHELDON, 
M.D., F.R.CP. Professor A. M. Borp; Dr. WiL11AM 
Evans, Cardiac Pain. Other speakers to be announced later. 


2.15 p.m—Ortuopaepics. Chairman, S._ L. Hicos, 
F.R.C.S., President, British Orthopaedic Association. Sir 
‘Harry Piatt, Unusual Malignant Tumours of Bone, Sir 
GORDON GORDON-TAYLOR, The Surgery of Malignant Disease 
in the Vicinity of the Hip-joint; Sir Taomas FAIRBANK, 
Some General Affections of the Skeleton; Mr. Bryan 
MCFARLAND, Developmental Defects of Long Bones> 


Monday, June 25 


10 am.—Cortisone AND A.C.T.H. “Chairman, Professor 
G, R. Cameron, F.R.CP., F. R.S: Speaker to be announced 
on: The Clinical Implications of Recent Research Work on 
the Pituitary and Adrenal Glands; Dr. W. S. C. COpEMAN 
and Dr. OswaLp Savaag, The Rheumatic Diseases. Speaker 
to be announced on: Cortisone in the Treatment of 


` 


- FESTIVAL SCIENTIFIC MEETINGS 


Barsu - 
MITACAL JOURNAL 





Ophthalmic Conditions; Dr. D. LONG, Cortisone and 
Allergy. Speakers to be announced on: Acute Disseminated . 
Lupus Erythematosus, and The Toxaemias of Pregnancy. 


4 pm.—Tsg PHYSIOLOGY OF THE VASCSLAR SYSTEM. 
Chairman, The Rt. Hon. Lord Horper, G.C.V.O., M.D. 
Professor K. J. FRANKLIN, The Change-over in the Circula- 
tion During and Shortly After Birth ; Professor I. pz BURGH 
Dary, The-Pulmonary Circulation; Dr. D. A. MCDONALD 
and Dr. J. M. Porrer, Some Remarks on Circulatory 
Rheology, with the Following Films: (a) Blood Streams in 
the Basilar Artery, (b) Velocity of the Blood Flow in the 
Basilar Artery; Professor J. Frugera, The Renal Circula- 
tion ; Professor H. Barcrorr, The Action of Adrenaline and 


Noradrenaline on-the Human Circulation. 


- -æ 


Tuesday, June 26 


10 am.—Earty Discnosis of MENTAL DISORDERS. 
Chairman, DESMOND Curran, F.R.C.P., D.P.M. Dr. Noe. 
Harris, The Psychiatrist’s Viewpoint; Dr. RowLAND HILL, 
The Neurologists Viewpoint; Dr. THoMas BEATON, The 
Mental Hospital in Relation to the General Public. 


4.30 p.m.—TrRopicaL Mepicine. Chairman, Sir PHILIP 
Manson-Bagre, C.M.G., F.R.C.P. Professor H. E. SBORTT, 
Protozoology and World Economic Problems; Professor 
B. G. MAaerecrRarrmm, Physiological Approach to Tropical 
Medicine ; Sir Nem HAMILTON FARLEY, Chemotherapy in 
the Control and Treatment of Malaria. 


Wednesday, June 27 


4.30 p.m.—EPDEMIOLOGY. Chairman, W. H. BRADLEY, 
D.M. Dr. C. H. ANDREWES, Influenza and the Common 
Cold; Dr. W, N. PICKLES, Virus Diseases in General 
Practice. 


; Thursday, June 28 


10 a.oL—CARCINOMA OF THE Luna. Chairman, T. HOLMES 
Setiors, M.Ch. Mr. R. C Brock, Professor D. W. 
SMITHERS, Dr. J. G. Scappine, Dr. W. R. S. DoLL. 

2.15 pm-—Tsoracic SURGERY. Chairman, R. C. BROCK. 
Mr. P. R. ALLison, The Anatomy and Physiology of the 
Oesophagogastric Junction in Relation to Hiatal Hernia 
atid Oesophageal. Ulceration; Mr. C. Price THomas; The 
Surgery of Adenoma of the "Bronchus ; Mr. R. C. Brock, 
Intracardiac Surgery. _ - 


Monday, July 9 


4 p.m.—OponToLocy. Chairman, Sir WiLLIAM KELSEY 
Fry, C.B.E., M.DS.» F.D.S. The Significance of Dental 
Sepsis to-the-Physician, the Ear, Nose, and Throat Surgeon, 
the Ophthalmologist, and the Dermatologist. The Physician, 
Dr. A. H. Dourawaire; ,The Ear, Nose, and Throat 
Surgeon, Mr. C. GIL-CAREY. Speaker to be announced 
on: The Ophthalmologist. The Dermatologist, Dr. W. J. 
O'Donovan. The-subsequent discussion will be opened 
by Dr. Wirrrep Fish and Mr. MARTN RUSRTON. 


1 - 
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v. 


[WTH PHOTOGRAVURE PLATE] 


In 1868 appeared Charcot’s original description of the 
histology of multiple sclerosis. „ Out of the 82 years of 
unremitting research since then has emerged a convic- 
tion that this disease is not caused by any single infec- 
tive or single extrinsic toxic agent but that, along 
with the other primary demyelinating diseases, it has its 


causation in some more complex intrinsic biological . 


disturbance within the highly specialized myelin sheaths 
which insulate most of the conducting apparatus of the 
brain and spinal cord. It js not my intention to deal 
with the research, which has been entirely unsuccessful 
after several false trails had been followed, done in the 
attempt to show transmissibility of multiple sclerosis ; 
this has been fully reviewed elsewhere, notably by Brain 
(1930) and by Schaltenbrand (1943). \ 

With regard to the other theories of their causation, 
the 660-page volume, Multiple Sclerosis and the Allied 
. Demwyelinating Diseases, published this year by the 
Multiple Sclerosis Commission of the American Asso- 
ciation for Research in Nervous and Mental Diseases, 
provides a fairly comprehensive bibliography. In 
addition ’to this volume, and to Schaltenbrand’s mono- 
graph; there have i in recent years been several interesting 
shorter papers of a review character such as those of 
Moreau (1932), McAlpine (1946), van Bogaert (1947), 
and, on experimental aspects, that of Hurst (1944). No 
such review is therefore necessary here, and it is my 
purpose simply to deal with some of the problems that 
appear to me from the standpoint of experimental 
pathology to be fundamental. 

The term “demyelinating disease” applies to iig 
conditions in which myelin sheaths are primarily des- 
troyed. but the axons and neurone bodies are largely 
spared, although to a variable degree in the individual 
disease. By common usage, in this group, in man, are 
multiple sclerosis and the diffuse demyelinating diseases, 
including neuromyelitis optica and the concentric 
sclerosis of von Baló; of which latter disease Haller- 
vorden and Spatz (1933) have given a most interesting 
account, with special regard to the physical and 
chemical factors thought to be concerned in the spread 
of this process. ‘On debatable frontiers lie three groups 
of conditions in which myelin is also, but to a much 
more limited extent, specifically involved—namely, in 
” (a) acute disseminated levepentepuslenataie pede 


Neurologists at the National Hosp Queen series London, on 
December 16, 1950. 


ally complicating the exanthematous and certain other- - 
fevers; (b) subacute combined degeneration of the- 
cord: and (c) certain metabolic disorders such as the- 
lipodystrophies and phenylpyruvic oligophrenia. 

In animals, also, several demyelinating disorders, 
possibly of different nutritional deficiency origins, occu: 
notably amohgst apes (Schroeder, 1908),. monkeys. 
(Levaditi et al., 1933; van Bogaert, 1939), dogs. 
(Perdrau and Pugh, 1930; Scherer and Collet, 1939), 
lambs (Bennetts and Chapman, 1937; Innes and 
Shearer, 1940), and horses (Hurst). While working ın. 
the Institut Bunge, Antwerp, I was able to study 
material on these conditions reported by van Bogaert 
and by Scherer, and I am also indebted to Dr. J. R. M 
Innes and Dr. E. W. Hurst for the opportunity to, 
examine some further material. Similar conditions, :t 
should be added, have been reported also in foxes, 
moose, and goats (King and Meehan, 1948). By com- 
parison with human material it is quite evident, how- 
ever, that whatever their causes none of these animal: 
diseases is exactly similar to multiple sclerosis. It may 
therefore be important to consider whether multiple- 
sclerosis is a specific form of reaction on the part of the 
human brain. For this reason it might be that even if. 
for the sake of argument, we found the cause of 
, multiple sclerosis to be a specific transmissible agent, 
‘animate or inanimate, it might not be capable of evoking 
the lesions of multiple sclerosis in animals. Even nega- 
tive eXperimental results will therefore have to be 
scrutinized with care. 


r 


Encephalitis Periaxialis Diffusa 


In man “encephalitis periaxialis diffusa,” separated 
out from the diffuse scleroses by Schilder (1912), is itself 
a heterogeneous group of conditions. Einarson ang’ 
Neel have proposed the present classification: (1) 
glioblastomatous reactive type; (2) inflammatory 1e-. 
active type; (3) sporadic degenerative type: (a) with 
metachromatic prelipoids, and (b) with both fatty and 
metachromatic lipoids; and (4) familial heredo-. 
degenerative type, subdivided into: (a) acute infantile- 
form (Krabbe, 1916), (b) subacute juvenile form 
(Scholz, 1925), (c) adult form (Ferraro, 1927), and (d) 
chronic “ Pelizaeus-Merzbacher ” form. 

In the main this classification is approved by Green- 
field (1950), except for the glioblastomatous type, which 
most neuropathologists agree should be excluded, for- 

: 4714 
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the reason that, with the modern improved identifica- 
tion of the gliomata, it has become evident that the 
glioblastomatous «form of demyelinating disease is 
simply an expression“of a diffusely infiltrating glioma 
with secondary demyelination such as can occur from 
associated oedema (Greenfield, 1939). 

Of the other varieties in the present list I have 
examined material altogether from 23 cases: three were 
original, and the others, studied at the Salpétritre and 
at the Institut Bunge, were mainly from among cases 
already reported from these laboratories. 

The most striking impression one gains is that of the 
wide range of histochemical differences from case to 
case amongst the “degenerative” type, whether of 
familial or of sporadic nature. In this degenerative 
i group of cases, including those aah different grades of 

* prelipoid ” substances, those ‘with true metachromatic 
substances, those with mucinoid change in the oligo- 
dendroglia, and other variants such as Collier and 
Greenfield’s (1924) type with “ globoid ` > cells, there is 
a wide spectrum indeed. 

Continental workers call these “ heredo-degenerative ” 
types leucodystrophy, a strictly accurate and certainly 
useful term to distinguish them from the classical type 
of Schilder’s own Case 1. It does not always.seem to 
be clearly appreciated in the literature that Schilder 
himself described under the name “encephalitis 
periaxialis diffusa ” three quite different types of cases: 

1. The 1912 case, in a girl aged-14, was the now classical 
form with a giant plaque of demyelination and sclerosis with 
sharply punched-out contours, occupying asymmetrically a 
large part only of each hemisphere. There were a few other 
discrete demyelinating lesions elsewhere in the brain and 
brain-stem, and Schilder thought that the condition might be 
a childhood variant of multiple sclerosis. 

2. His second (1913) was a redescription of a case reported 
previously, by Haberfeld and Spieler (1910). This was 
familial. ‘It corresponded much more to the classical 
familial variety in which the whole of the neoencephalic 
myelin is affected even into cortex, and it was characterized 
by a dense accumulation of “ prelipoid ” substance. 

3. The third case, reported in 1924, presented a different 


l picture altogether, -as Schilder recognized. It occurred in 


a woman aged 37 one month after influenza. A study of 
his report now suggests that the condition had much more 
in common with van Bogaert’s (1945) subacute sclerosing 
leucoencephalitis than with either of Schilder’s earlier cases 


A Variable Feature 


Those cases of ‘diffuse sclerosis of the type similar to 
Schilder’s' Case 1 are the preponderating type, and in 
contrast to the structural and histochemical variations in 
the leucodystrophies they show a remarkable uniformity 
ın their basic features. Their only variable feature 1s 
in the location of the large plaque. The fact that in 
Bouman’s (1934) well-known monograph, Diffuse 
Sclerosis, four out of five cases examined post mortem 
showed lesions of this plaque-like form served to per- 
petuate the misapprehension of the unity of Schilder’s 
“ encephalitis periaxialis diffusa,” when the more logical 
assumption would now seem to be that this form, like 
Schilder’s Case 1 on the one hand and the heredo- 
degenerative or leucodystrophic forms on the other, is 
fundamentally different. 


We have seen that in Schilder’s own Case 1 the giant : 


plaque was not the only lesion present. Scrutiny of the 
literature shows that this multiplicity of lesions is often 
described. Bouman recognized the existence of “ poly- 
sclerotic ” forms, and finally Heernu, Martin, and van 
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LEGENDS TO` PLATE 


Figs. 1 to 8 illustrate some of the main features discussed 
of “ encephalitis periaxialis diffusa,” and Figs. 9 to 13 show 
some of the main aspects of classical and-acute multiple 
sclerosis. Figs. 15 and 16 allow comparison of the naturally 
occurring, post-vaccinal encephalomyelitis of man and the 
experimental “allergic” encephalomyelitis of lower 
mammals. Fig. 14 is from a living oligodendroglial cell. 


Figs. 1-3.—Leucodyatrophy Formalin-fixed brain of 4-year- 
old child. Frontal, central, and parietal levels respectively. Note 
the transparent moiré appearance of the white matter due to the 
absence of myelin, except in the lower parts of the pyramidal 
tracts passing down into the crura of the mid-brain. 


Fic. 4.—Same case as in Figs. 1-3. Giant paraffin section at 


-level of Fig 2. Stained by Loyez’s method for myelin (black) 


This confirms the ‘absence of myelin except in region of thalamus 
and crura cerebri. 


Figs. 5-6.—Another case of leucodystrophy. Fig. 5 is a coronal 
section taken at level of posterior hom of lateral ventricle. There 
is residual myelin in the tapetal zone. In this case there is diffuse 
demyelination also in the cerebellum (Fig. 6). Myelin 
preparations. , 


Fie. 7— Prelipoids ' from a case of familial leucodystrophy 
The section is stained for myelin, which has disappeared from the 
nerve-fibre sheaths and now occurs as coarse masses, up to 50 u 

in diameter. On the left some of it has been engulfed by 
phengocytes (the smaller spherical masses seen in the vicimty of a 
blood vessel—i.e., towards the left of the picture) (x 60 approx.) 


Fic. 8.—“ Encephalitis periaxialis diffusa” of the type' of 
Schilder’s classical Case 1. The lesion is a giant plaque of 
demyelination with sharply punched-out contours. The cavity 
seen in the centre of the gyrus at the bottom right corner is due 
to loss of the’ thin friable tissue during technical handling 
Speilmeyer’s method for myelin. 


Fic. 9.—Multiple sclerosis. Two typical plaques in periven- 
tricular white matter (ventricle, left middle). Note the sharply 
cut-out edges of the: plaques but without swelling, shrinkage, or 
tissue loss. Loyez’s stain for myelin (black). Slightly enlarged 

Fic. 10.—Early mulfiple sclerosis. Two “ shadow plaques ” in 
the white matter (staining black). The white arcuate zones to the 
left, top, and right are unstained cortex. 


Fic. 11.—Typical multiple sclerosis plaque round a small vein, 
seen (on the right side) immediately subcortically. Unstained, 
formalin-fixed, slice of brain (X 2 approx.). 


Fic. 12.—Microscopical view of edge of a typical multiple 
sclerosis plaque showing abrupt delimitation of the process with 
the absence of breakdown of the ground substance. Loyez’s iron- 
haematoxylin for myelin (black) (x 60 approx.). The small 
scattered black elements in the demyelinatéd region are cell nuclei 
and erythrocytes in the lumina of blood capillaries. 


Fic. 13.—Acute multiple sclerosis. Dr. van Bogaert’s case (see 
text). Numerous sharply defined shadow plaques (grey) seen in 
the white matter (stained black). The small oval white lumina 
aic spaces left where the thin-walled veins, cut in cross-section, 
have fallen out of the preparation. 


Fig 14.—Living oligodendroglial cell in tissue culture. Photo- 
graphed under phase-contrast (x 400). For description, see 
text. i 


Fic. 15.—Post-vaccinal encephalomyelitis in man. Loyez's 
stain for myelin (x 60). Showing the halo of cellularity and 
“ myelinoclasis ” around small vein, seen cut across four times 
in this plane. The lumen of the vein is black owing to staining 


of the contained erythrocytes by the method. 

Fic. 16 —Experimental “ allergic” encephalomyelitis in guinea- 
pig brain Same stain and same magnification as Fig. 15. See 
text, 
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Bogaert (1945) produced conclusive evidence that there 
is no real anatomical distinction between Schilder’s 
disease of his classical Case 1 type and multiple 
‘sclerosis. Amongst the intermediate forms are Devic’s 
neuromyelitis optica, von Baldé’s concentric sclerosis, 
and another variety which Greenfield (1950) has 
added—namely, a demyelinating myelopathy with a 
coincident diffuse demyelination of one occipital lobe. 

In summary, then, there are in fact really only two 
varieties of true primary demyelinating disease in man: 
(1) the leucodystrophies, and (2) multiple sclerosis, with, 
as a variant, diffuse sclerosis of the type of Schilder’s 
Case 1. 


The Leucodystrophies 
The most remarkable structural feature of the-leuco- 
dystrophies is the high. frequency with which “ pre- 
lipoid” substances, and products staining meta- 
chromatically with basic aniline dyes, are present. The 


(i 


“ metachromatic leucoencephalopathies ” have been the, 


“subject of several interesting papers recently by van 
Bogaert and Dewulf (1939), Einarson and Neel (1938, 
1940, 1942), Einarson et al. (1944), Norman (1947), and 
Greenfield, (1950) ; but the relationship to those of older 
cases in the literature which were characterized by 
masses of tinctorially abnormal prelipoids, such as the 
cases of van Bogaert and Scholz (1932), of Scholz 
(1933), and of van Bogaert and -Bertrand (1933), has 
never been formulated. 

It is now evident, however, that, since attention has 


been drawn to this feature of metachromasia, more and. 


more, and perhaps all, of the familial cases show this 
abnormal accumulation of higher lipdids in variable 
degree, as well as the “sporadic” forms of leuco- 
dystrophy. It is well to remember that cases classified 
under the» “sporadic” group undoubtedly include 


many cases of only children, so the distinction between ' 


“ familial” and “sporadic” forms is just not valid. 
Further, metachromatic prelipoids are not necessarily 
limited to diffuse forms of leucoencephalopathy. For 
instance, Guillain, Bertrand; and Gruner (1941) have 
described under the titlé “leucoencéphalite à nodules 
morulés gliogénes” a most interesting case in which 
clusters of cells lke Greenfield’s “ globoid ” cells con- 
taining metachromatic prelipoid were present ın two 
discrete symmetrical foci in the white matter of the 
putamina. 

That the oligodendrogha ıs especially affected was 
first suspected by Collier and Greenfield m 1924 in a 
case which, later proved to be familial. They proposed 
that, the primary attack in diffuse demyelinating disease 


1s “upor those cells that have to do with the nutrition > 
of myelin.” ‘This view was also expressed by del Rio. 


Hortega in 1928. Since that time Greenfield (1933) has 
separated out as a special variety those forms in which 
the affection of the oligodendroglia seemed particularly 
marked, The occurrence of metachromatic substances 


in“the so-called “ mucinoid degeneration of the oligo-” 


dendrocyte” as well as the freely occurring prelipoid 
in the leucodystrophies suggest a close relationship 
ın the metabolism of myelin and of the cytoplasmic 
constituents of the oligodendrocyte. As metachromasia 
seems to be due to polysaccharide constituents within 
- cells it may be postulated for the moment that the 
metachromatic substances present in the leucodys- 
trophies are, or are related to, galactosphingosides or 


cerebrosides, and that the oligodendrocyte is intimately: 


concerned with the metabolism of these substances, 


` 


which indeed may be the main energy source of this 
‘cell. We shall see the possible importance of this when 
‘discussing the physiology of this cell later. - 
Meanwhile it should be noted that Norman (1947) 
has emphasized that in these leucoencephalopathies the 
„metachromatic substances are not limited to the central 
nervous system but- have been found also in ‘renal 
‘tubular epithelium, in liver, gall-bladder, pituitary, and 
testis—evidence indicating that these diseases are not 
limited to brain myelin but that they bear kinship with 
the general lipoidoses. 
has been drawn to the widespread arrest of myelination 
in early cases of Tay—Sachs’s disease (Norman), in 
Niemann-Pick’s disease (Bertrand and van Bogaert, 
1934), in Gaucher’s disease, and in xanthomatosis both 
of the Schiiller-Christian type (Davison, 1942 ; Globus, 
1942), and of the curious type described as “ cerebral 
cholesterolinosis ” by van- Bogaert, Scherer, and Epstein 
(1937). : 

Throughout all of these general lipoidoses there 1s the 
same individual variation from case to case in the dis- 
tribution of the stored lipoid within the various organs 
as we have'seen occurs in different elements of the 
nervous system as well as in other organs in the instance 
of the leucodystrophies. Yet the sphingomyelin in 
Niemann-Pick’s disease, the kerasin in Gaucher's 
disease, and the cholesterol in xanthomatosis appear 
from such analytical studies as have been made 

' (Sobotka, 1942; Sperry,-1942) to show no qualitative 
difference from those normally metabolized. Nor has 
any increase of these lipoids been found in the blood 
stream in cases of Gaucher’s, Niemann-—Pick’s, and 
Tay—Sachs’s disease (IThannhauser and Schmidt, 1946). 

It is apparent that it is not so much with abnormal 
lipoid or with an excessive, supply in the blood plasma 
that we are dealing, but’ that it is the rate of their 
metabolism within the affected cells which is impaired. 
And the wide range of difference in the histological dis- 

` tnbution of the lipoids from case to case indicates, 
further, that this defect resides in individual cells and 


` 


In support of this, ‘attention ' 


not in any general chemical disturbance within the . 


circulating fluids. In other words, the “metabolic 
abnormality ” which is commonly taken to be present 
is not an abnormality of the lipoid substrates but of the 
mtracellular mechanisms—that is, enzymes——concerned 
in the utilization of these substrates for the immediate 
‘purposes of the cell and its processes. , In this regard 
it should be noted that studies with the stable isotope 
deuterium (Sperry and Waelsch, 1950) have confirmed 
that these brain lipids, even in the adult, are in a state 
of constant metabolic turnover or “dynamic equili- 
brum.” 
Multiple Sclerosis 

It is important to note that, although the disease is 
only of sparsely scattered incidence anywhere in the 
world (up to about 50 cases per 100,000 of population), 
theré seems to be a significantly great geographical 
variation, as McAlpine (1946), Limburg (1950), and 
Kolb (1950) have severally indicated. Mortality 
statistics show no selective association between multiple 
‘sclerosis and population density, however. Nor are 
seasonal ‘variations in onset and recurrence of and 


death. from- the disease statistically significant, so that | 


there is no real support here for an infective theory. . 


There is no evidence of any racial factor, It would 


appear, therefore, that the variation is in some way due > 


to’ a geological or climatological factor, including, of 
‚course, a nutritional element. 


i 
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In the histopathology of the disease my own 
experience is based on the examination, in various 
centres,.of some 60 cases, 15 of which have been re- 
ported in some detail elsewhere (Lumsden, 1948). 


Characteristic Lesions 

The characteristic lesions of multiple sclerosis are 
confined tp the central nervous system, including the 
optic pathways. The intrathecal portions ‘of the 
cranial nerves and of the anterior and/posterior spinal 
roots may occasionally be involved at their origins if in 
immediate contiguity with plaques within the brain 
substance, ‘but discrete plaques are never seen. The 
extravertebral portions of the roots and the peripheral 
nerves are never involved by plaques, though non- 
specific varieties of neuritic change have been des- 
cribed sometimes, notably by MHassin (1921) and 
Schaltenbrand (1943), In two instances only, to my 
knowledge, have plaques been seen in posterior root 
ganglia. As these structures contain oligodendroglio- 
cytes, these two instances provide no exception to the 
general rule that multiple sclerosis plaques are found 
only where oligodendroglia exists. 

The classical lesions within the central nervous 
system are the widely disseminated discrete plaques of 
demyelination and gliosis with the characteristically 
sharply punched-out, contours. Such plaques appear to 
grow by spreading in diameter, preferentially in the 
white matter, though not infrequently encroaching upon 
_ the grey. They may coalesce to form larger lesions, 
which may, for instance, cover almost the entire cross- 
sectional area of the spinal cord, with, it is noted, often 
disproportionately little functional result. Their con- 
tours show no evident tendency to be delimited by 
blood vessels or by pial septa. 


Equally peculiar to multiple sclerosis are the true 
shadow-plaques, or Markschatienherde, where demye- 
lination is only partial—but evenly so—throughout the 
plaque, and where the same sharply punched-out 
character of the contours is still preserved. With 
Kultschitsky’s haematoxylin they look like an ink-stain 
blotted while still wet. Their real nature has been a 
mystery, but the recent studies on the normal myelin 
that have been made with x-ray diffraction and electron 
microscopical methods appear to me to suggest an 
explanation. Schmitt’s (Schmitt et al., 1941) work has 
shown that the lipid molecules in the sheath are arranged 
with their long hydrocarbon chains extending radially 
and are laid in concentric layers alternating with neuro- 
keratin. Each lipid-protein layer measures 186 A and 
contains 25 A of water molecules—that is, some 13%. 
This figure falls short of the chemically realizable water 
content, which varies from 35 to 50%. To explain the 
difference it was predicted by Schmitt that there are 
periodic water channels breaking the myelin into con- 
centric layers. ectron microscopical studies by 
Ferndndez-Morén (1950) have confirmed the existence of 
such myelin lamellae. I believe that the shadow-plaques 
of multiple sclerosis may be-due either to decortication 
_of the outer myelin lamellae or to imbibition of ,water 
molecules into the interlamellar channels, and that it 
should easily enough be possible to elucidate this with 
one of these two ultraphysical methods. 

Tt is an old controversy, indeed, whether the plaques 
are centred round blood vessels or related to vascular 
territories. The failure of Putnam’s thrombosis theory 
of multiple sclerosis to gain acceptance has tended: to 
prejudice some neuropathologists against the view that 
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any vascular factor is concerned in the genesis of the 
disease. But in my experience it is indisputable that 
plaques are sometimes centred round veins and venules, 
particularly in the acute lesions, in such a way as to 
suggest a more than fortuitous relationship. In most 
chronic lesions no such perivascular relationship is 
evident, but the marked tendency to a subependymal 
distribution of plaques may be due to ‘some relation- 


ship with the venous drainage rather than with any . 


intrinsic association with the ventricular fluid. In the 
same way the distribution of plaques in the spinal cord 
often suggests a relationship to the venous territories 
(Fog, 1950). 

The microscopical characteristic of the multiple 
sclerosis plaque is the suddenly delimited demyelination 
with complete or relative preservation of the axis 


_ eylinders—the dissociation axomyélinique of the Con- 


tinental authors—with the laying down of parallel 
strands of neuroglial’ fibres alongside the intact axons, 
a physical structure which is probably the main 
explanation of the characteristic translucency of 
plaques. 


“ Secondary Demyelinations ” ; 

Of course, other conditions from time to time mimic 
plaques of multiple sclerosis. These secondary demye- 
linations occur in a formidable array’ of diseases, in- 
cluding the toxic encephalopathies of hepatic disease 
(Crandall and Weil, 1933; Baker, 1949), uraemia 
(Hechst, 1932; Hiller and Michalovici, 1941 ; Knutson 
and Baker, 1945), eclampsia (Schmorl, 1902 ; Diamond, 
1936), dysentery (Spielmeyer, 1922), and porphyria 
(Baker and Watson, 1945); in the primarily anoxic 
encephalopathies associated with chronic cyanotic heart 


- disease, anaemias like pernicious anaemia (Lurie, 1919; 


Lebensart, 1934), the local anoxic complications of 
cerebral malaria (Rigdon, 1944), and the cerebral 
vascular complications of rheumatism (Costero, 1949). 
In the same category belong the experimental micro- 
embolic and microthrombotic lesions which I have’ re- 
ported elsewhere (Lumsden, 1950), as well as the so- 
called “demyelinating” lesions caused by oedema 
around tumours such as Greenfield (1939) has reported. 
In individual Jesions there may very occasionally be some 
difficulty in distinguishing such~“ plaques simulatrices” 
from plaques of multiple sclerosis, ,especially when this 
latter is associated with some axonic damage and 
secondary Wallerian change, as one must admit can 
sometimes occur in the necrotizing forms. But the 
important thing is the overall character of the lesions. 
On the basis of the generally accepted “histopatho- 
logical criteria, multiple sclerosis could now be defined 
as follows: a process affecting nerve fibres within the 
central nervous system, with the production of focal 
lesions which are disseminated and which continue to 
evolve slowly and often intermittently to the formation 
of sclerotic plaques in which the axis cylinders are 
largely préserved. The process remains predominantly 
periaxial and discontinuous, thus producing plaques of 


~ 


demyelination characterized by abrupt contours which ¢ 


extend eccentrically and irregularly through the mye- © 


linated parenchyma. Any of the individual criteria im 
this definition can be fulfilled singly or in groups by 
other conditions, but, taken together, they delineate a 
disease process that embraces all cases of classical 
multiple sclerosis and excludes all other conditions. 

I deal later with the more debatable “acute” 
or initial forms of the disease, but even on the most 
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generous estimate these have not exceeded 5 or 6% of. 


the total in any large number of cases of multiple 
sclerosis studied pathologically. It is‘ the entitative 
character, then, of the 95% ‘of classical multiple 
sclerosis that has to be explained by any acceptable 
hypothesis of causation. Far from-reproducing ‘this 
entitative character in-95% of the lesions they cause, 
the agencies so far blamed for multiple sclerosis—such 


as spirochaetes and neurotropic viruses (e.g., Bailey 


et al., 1949), thrombosis (Putnam, 1933, 1935, 1937; , 


Putnam and Alexander, 1939), or lead-poisoning 
{Campbell et al., 1950)—can only very rarely produce 
any lesions which even mimic multiple sclerosis. 
‘Broadly, then, the contribution of structural patho- 
logy to the problem of the causation of multiple 
sclerosis has been to narrow the field to'a choice of two 
views: either (1) if the real cause is a specific trans- 
missible agent it must be a virus or a chemical sub- 
stance not yet even listed amongst the known pathogenic 


agents, and one with some extremely uncommon pro- . 


perties ; or (2), alternatively, the disease may be only a 
specific form of reaction on the part of the nervous 
system peculiar to certain individuals and, within limits, 
independent of its immediate precipitating cause. 


G 


Role of the Oligodendrocyte 


On the significance of non-parenchymal reaction in 
the brain in multiple sclerosis there has been no con- 
troversy since the Striimpell-Miiller hypothesis of 
“dysplastic glia development” was dropped and 
argument subsided on the.“ degenerative ”-or “ inflam- 
matory” significance of the perivascular round-cell 
‘reaction that may be associated with the lesions. In 
one important respect, however, this field has been 
completely neglected—namely, concerning the role and 
fate of the oligodendroglia in multiple sclerosis. A 
study of my own material showed a complete loss of 
this cell from the plaques of demyelination both in the 
acute and in the chronic lesions. The oligodendrocytes 
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possible likewise to grow the normal oligodendrocyte 
or at least to maintain it alive in tissue culture for a 
period of some few days, during which its vital pheno- 
mena -could be observed Corpus callosum of the 


normal healthy adult rat provided explants in which ` 


the nucleated cells were almost entirely oligoden- 
droglial. ‘The details of the methods used and observa- 
tions made are reported elsewhere (Lumsden and 
Pomerat, 1951). ` pon: 


Briefly, these cells appear in clusters at the margin of 
the explant, chained together by long filamentous pro- 


‚cesses, usually four or five per cell, with highly 


ampeboid terminal _expansions. When studied in 
cinematographic records these oligodendrocytes are 
seen to exhibit a remarkably strong rhythmic contrac- 
tility quite unlike the movements of astrocytes and 
microgliocytes of nervous tissue on the one hand, 
or fibroblasts, macrophages, and other mesodermal 
elements on the other. Because of their interconnecting 
processes these contracting cells engage in a curious and 
highly characteristic continual tug-of-war.. The whole 


contraction phase of each cell takes about five minutes - 


and consists of a shorter contraction phase, systole-Like, 
lasting one and a half minutes, and a more prolonged 


` expansion. phase, diastole-like, lasting about three 


minutes. i 

With such preparations it should be possible now to 
investigate many problems. With the special micro- 
irrigation chambers (which already exist for this type 
of work in tissue-culture laboratories) it would be 
simple to examine the reaction of living ,oligoden- 
drocytes to various potential “toxins” such as extracts 
of multiple sclerosis plaques, comparing these with 
normal brain from the same and also from a healthy 
subject. Sera from animals with experimental 
“allergic” encephalomyelitis, and- dilute solutions .of 
salts of trace elements like:copper or lead such as haye 
been thought to play a part, favourable or adverse 
to the patient, in the genesis of multiple sclerosis, could 
be assayed similarly. Furthermore, with these cells, 


disappear „as abruptly as the myelin sheaths, but which have such a remarkably rhythmic contractility, 
this is equally true in secondary demyelinating electrical phenomena likely to be associated with the 
conditions. In the grey matter local reactive prolifera- contraction can, we hope, soon be studied: directly. 
tion of perineuronal oligodendrocytes certainly occurs What effect such electrical changes might have on 
in syphilitic and other types of polio-encephalitis, but in the normal electroencephalogram offers . fascinating 


the white matter the reactive potentialities of the inter- 
fascicular oligodendroglia, for instance in rheumatic 
lesions, is indeed limited and short-lived. This cell 
undergoes extremely rapid autolysis post mortem, and 
no cytochemical research has in consequence. been so 
far possible on it in human material. 


material for speculation. 


The Initial Lesions 
One of the difficulties in understanding the pathology 
of multiple, sclerosis is that, because of the insidious 
character of the disease, we do not really know what 


Perhaps the solution of the whole obscure problem the initial lesions are like. One school of neuro- 
of the demyelinating diseases may prove to be in the pathologists, including Hassin (1921, 1937) and Spiel- 
biology of the oligodendrocyte. We already know meyer (1930, 1931), has held that the lesions are always 
much about the biology of the neurone, its chemistry, of the classical type from the outset. The opponent 
its bioelectric phenomena, its mode of growth in school has maintained that they begin as an acute dis- 
culture, and the way it is affected by pathological seminated encephalomyelitis. There are a few cases on 
agencies; and we know something likewise of these record in which death occurred’ from some incidental 
aspects of the astrocyte and microgliocyte. Concerning cause during the earliest phases of multiple sclerosis. A 
the oligodendrocyte, the most numerous cell within the most valuable case of this type is one reported by 
central nervous system, we know strictly nothing' of its Cournand (1930). I had the opportunity of examining 


role in health and disease ‘apart from the general 
assumption, attributable mainly to its discoverer, del 
‘Rio Hortega (1921, 1928), that it is in ‘some way con- 
cerned in the maintenance of the myelin sheaths. 

The claim by Canti, Bland, and Russell (1935) to 


have grown cells. from two cases of oligodendroglioma- 


in the human subject ‘suggested to me that it might be 


the material from this case at the Sdipétritre. Here the 
lesions, though apparently no more than a few weeks 
old, even histopathologically, already bear the stamp of 
indubitable multiple sclerosis. 

If, on the other hand, we take a subacute case of 
post-vaccinal encephalitis for direct comparison—such 
as a most interesting case (Case XII), with survival for 
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108 days, as reported in Blackwood’s (1944) Edinburgh of the. enhancing substance, suspected to be a lipoid. 
series—we find that the encephalomyelitis heals by the The exact chemical nature of the enhancing agent, how- 
ordinary processes of glial and mesodermal scarring ever, still remains to be shown, and how it operates— 
and shows no resemblance whatsoever ‘to incipient whether by conjugating itself with the active principle 
multiple sclerosis. Furthermore, some hundreds of in the brain tissue or by evoking some preparatory 
non-fatal cases of acute disseminated encephalomyelitis cellular or humoral’ change in the body which sen- 
of the post-exanthematous type have now been followed - sitizes the brain of the-injected animal‘ to the brain 
‘over- a sufficient number of years (Kudelka, 1932; tissue injected. The animal’s own brain tissue removed 
Kaiser and Zappert, 1937) to show that at least this by frontal lobectomy and injected subcutaneously will 
variety never progresses to multiple sclerosis even , produce the ‘lesion (Kabat et al., 1949). 
‘though it is the commonest form of acute disseminated The possibility of a transmissible virus can be 
encephalomyelitis and the one which pathologically, by excluded,’ as neither prolonged autoclaving of the 
reason of its “ myelinoclases ” or partial softening , of . inoculum nor prolonged treatment with phenol, or with 
the white parenchyma, moe nearly imitates multiple strong formaldehyde solution destroys the encephalito- 
sclerosis. genic agent (Kabat et al., 1948 ; Lumsden, 1949b). For 
It would appear, estos on the evidence -I have these reasons, too, the agent is evidently not a protein. 
outlined, that multiple sclerosis and acute disseminated I have also reported that it is extractable with the 
encephalomyelitis are different diseases from the outset. myelin sheath lipoids sphingomyelin and cerebrosides 
' Reference must be made here, however, to a unique and not with the axonic lipoids lecithin and cephalin 
case im my experience—namely, that reported by van (Lumsden, 1949b). The possibility, of activation of a 
Bogaert from Spielmeyer’s laboratory in 1932. ; latent virus infection within the injected animals would 
A 12-year-old girl died of an acute febrile cerebral affec- ‘ficity to be excluded on the grounds of the high Speci 
tion 18 days after the appearance of a typical varicellar city of the inoculum, and on the fact that the pheno- 
‘ash. The brain showed an acute disseminated encephalo- enon is shown by a wide range of mammalian species 
myelitis with punched-out foci of demyelination scattered tested—monkeys, guinea-pigs, rabbits, sheep, goats, and 
like oil-drops’ within the white matter. The lesions are dogs—with an -incidence rate diminishing in approxi- 
uncannily like multiple sclerosis, a fact which Spielmeyer mately that order from monkeys -with a 90-95% 
himself admitted, while none the less regarding acute ‘susceptibility. , ` 


~ multiple sclerosis and acute disseminated encephalomyelitis H os ; : ; 
as different diseases. The disease produced in animals so inoculated 1s 


remarkably uniform throughout all species. The lesions 
s unt L y consist of severe, disseminated, perivascular—essentially 
fortuitously associated. Is this, then, the unique ‘perivenular—partial softenings in, the white matter, 
case upon which, after all, we are to conclude that mul- with a sharp microglial reaction and a proliferative res- 
tiple sclerosis begins as acute disseminated encephalo- ponse of the adventitial histiocytes in the vessel walls. 
myelitis ? Surely not. If this were so, most multiple Sometimes this latter element 1s very marked indeed 
sclerotics would have a history suggestive of acute dis- and there is migration into the parenchymal territory 
seminated encephalomyelitis, and most non-fatal cases on the part of these mesodermal elements so that a 
of acute disseminated encephalomyelitis would evolve pseudogranulomatous lesion may develop. But, gener- 
to multiple sclerosis. This does not happen. There- ally, such cellular emigration (including plasma cells 
fore it seems we must accept this compromise: that, and eosinophils) as occurs in some cases always appears 
while they are different diseases, in very rare cases subordinate to the general severity of the damage to the 
multiple sclerosis may arise from acute disseminated parenchyma. There is usually no‘capillaritis. , 
encephalomyelitis which is merely one of the potential The perivenular partial softenings appear, of course, 
precipitating causes. in myelin preparations as sleeves of demyelination, and 
` £ several lesions may become confluent, so that widespread 
Experimental Encephalomyelitis disintegration occurs within the centrum ovale. Even 
This problem of the relationship between multiple tben, however, the neuroglial groundwork remains in- 
sclerosis and acute disseminated encephalomyelitis is , tact, so that no complete necrosis of the tissue. 1s 
no longer an academic one, for a form very similar to affected such as occurs, in contrast, in an infarct 
the latter disease in man can now readily be produced Though the central veins and venules may be much 
in animals by non-infectious means (Kabat et al. engorged, there is no thrombosis. The degree to which 
1947 ; Morgan, 1947 ; Lumsden, 1949a, 1949b). This, the the myelin is damaged varies with the animal species, 
experimental so-called “allergic ” encephalomyelitis, is monkeys showing considerably more demyelination 
-a curious disorder that can be produced ‘regularly in a than guinea-pigs and other animals. When, in the cases , 
_ high proportion of animals by a single subcutaneous of remission -with relapse which sometimes occur, 
_ injection, or a short series of injections, of sterile opportunity is given to examine the late results of the 
normal brain tissue from either homologous. or lesion, these are seen to'be glial and mesodermal scars 
heterologous species, suspended in an oily “ adjuvant” ‘and there is no evidence of production of any spread- 
base containing the products of killed tubercle bacilli. ing demyelination at all comparable to eae 
The disease can also be produced, though much less sclerosis. 


_ It is untenable that in this-case we have two processes 


frequently -or much more slowly, by the brain tissue . If, then, this pmen disease does not TEO: 
alone without “adjuvants” (Rivers and Schwentker, duce multiple sclerosis, it has at least a remarkable 
1935 ; Ferraro and Jervis, 1940). similarity to acute disseminated encephalomyelitis of 


“ Adjuvants” alone and with killed tubercle bacilli the post-exanthematous type in man: And somewhere 
will not-themselves produce the condition; nor is the there seems to be a tantalizing link with multiple 
toxicity of the dead bacillus of any import, since harm-  sclerosis—for instance, in the distribution of the lesions 
less saprophytic varieties of acid-fast bacteria (Freund, -especially in the optic pathways, and in the tendency 
Stern, and Pisani, 1947) serve equally well’as a source to spontaneous remissions and relapses. The one thing 
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the experimental lesion lacks is any evidence of pro- 
gressive spreading demyelination which is the so far 
unexplained peculiarity of multiple sclerosis. 

When, therefore, we consider this experimental 
obvious 
hypothesis presents itself—namely, that two disease 


mechanisms are concerned in multiple sclerosis: (1) a 


preparatory, exogenous mechanism which damages the 
white matter, and (2) at’ endogenous mechanism which 
liberates myelinolytic substance related-to the myelin 
sheaths or the oligodendrocytes. With regard to the 
preparatory mechanism it may be that several different 
agencies act in -this way. It may be that trauma, 
visceral tuberculosis, T.A.B. vaccination, diphtheria 
immunization, and other alleged precipitating causes 
which have been specifically incriminated in certain 
cases of plaque-like “ Schilder’s disease ” in childhood, 
and that, in multiple sclerosis, lead and other toxic trace 
elements and the toxins of banal infections, as Pierre 
Marie maintained, may all be potential “trigger? 
causes which touch off the intrinsic mechanism which 
in susceptible individuals will lead to multiple sclerosis. 
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To prevent the disease, our best hope, therefore, will > 


be in some way to: jam this exogenous “trigger” 
mechanism. Rational attempts to arrest the disease 
once initiated will involve methods designed to block 
the intrinsic mechanism. , _ . 
Before concentrating on this latter aspect I would 


mention that in regard to the precipitating mechanism ' 


im the case of the experimental encephalomyelitis it 


_has not yet been settled whether the ‘encephalitogenic 


agency is really “allergic” or “neurotoxic” in the 
broadest way. It was only in view of the enhancing 
action of Freund’s “ adjuvants” generally in promoting 
antibody reactions that the experimental” encephalo- 
myelitis was assumed to have a similar antibody, and 


in consequence “allergic ” mechanism. ~ However, for . 
the moment, we should note: (1) that the active agent _ 


in brain is apparently non-proteinous; (2) that no 
counterpart to the lesion is produced in other organs 
when other orgaris are used as sources of “ antigen” ; 
(3) that it is not possible to transfer the alleged sensi- 
tivity to brain in any way like that in which tuberculin 
sensitivity can be' transferred passively’; (4) that the 
histopathological lesions in the brain are not like those 
of other conditions more generally accepted as “ aller- 
gic ” in character ; and (5) that anaphylactic and Arthus 
reactions can occur in treated animals independently of 
the encephalomyelitis. Finally, Lumsden et al. (1950) 
found that the antibody responses in the experimental 
animals, Complex in pattern as they were in view of 
the complex antigenic nature of crude brain used as an 
inoculum, showed no evident parallelism or relation- 
ship with the encephalomyelitis. 


Intrinsic Mechanism of Multiple Sclerosis 


One possibly important factor 
specialized nature of myelin-sheath protoplasm with its 
uniquely high ratio of lipids to protein, a biochemical 
peculiarity shared perhaps only with the enveloping 
membrane of the erythrocyte. This latter analogy is 
indeed so close that the very active research being con- 
ducted just now on the biophysics of haemolysis may 
prove vital to our understanding also of the nature of 
demyelination. Exactly what the amounts of protein 
and lipoid are within the sheath is not yet known, but 
this would seem a problem now amenable to quantita- 
tive physical techniques like Caspersson’s (1950) ultra- 


r 
$ t 


r 


is the highly- 


A a 


Barry 


Manica, JOURNAL 1041 


violet-light absorption and Engstrém’s x-ray absorption 
methods (Engström and Lindström, 1950). : 

If the protein component of the sheath is so much 
less than in cytoplasm generally, and in the axoplasm: 
in ‘particular, it may reasonably be predicted that 
enzyme activity in the sheath will be correspondingly 
much less than in the axoplasm. Therefore, even 
though the sheath is structurally part of the nerve fibre 
it may reasonably be assumed that metabolic processes 
within the sheath are slower than in the axoplasm by 
a margin wide enough to permit the phenomenon of 
axomyelinic dissociation. This low “ vitality” on the 
part of the sheath relative to the axon is indeed illus- 
trated by its characteristic slowness to form in vivo as 
in Speidel’s (1932a, 1932b, 1933) direct observations on 
the medullating nerves in the tadpole tail, and by 
recent observations on the development of myelin in 
tissue cultures of chick embryo dorsal root panglion 
reported by Peterson (1950) from Murray’s laboratory 
at Columbia University. . 


oa 


Possible Role of Enzymes 

. It might be.said that by the tenets of modern bio- 
chemistry it is almost axiomatic that, whatever kills the 
myelin sheath, the final process of lipoid degradation 
will be mediated by enzymes. An examination of the 
structural formulae of sphingomyelin and of cerebro- 
side, for instance, will give us a clue to the nature of 
some of the enzymes concerned in the hydrolysis of the 
more vulnerable linkages. We know, too, that the — 
administration of such enzymes as the lecithinases of 

Clostridium welchii alpha-toxin and of cobra venom 
can lead to the splitting of crude myelin in vitro 
(Morrison and Zamecnik, 1950), and that in vivo the 
intracerebral injection of purified pancreatic lipase, for 
instance, can, according to Vogel (1950), cause pools of 
demyelination resembling plaques of multiple sclerosis. 
Then, again, there is reason to believe, as I have written _ 
elsewhere (Lumsden, 1950), that the brain can be in- 
duced | by artificial means to liberate myelinolytic 
substances when certain as yet unidentified enzyme 
systems are poisoned by cyanides. y 

If we seek to understand how intrinsically produced 
myelinolytic ferments could cause multiple sclerosis, as 
Marburg postulated as long ago as 1906, our real pro- 
blem is not to find possible sources of such ferments 
but to explain why in the ordinary processes of myelin 
degradation in diseases of the nervous system other 
than multiple sclerosis the action of these ferments is 
limited to those units already damaged directly by the 
causative noxa ; in other words, why their action does 
not spread to the myelin of undamaged medullated 
axons. 

In the past, attempts were made by Brickner (1930), 
Weil et al. (1935), Richards and Wolff (1940), and Weil 
and Heilbrunn (1941) to demonstrate myelinolytic sub- 
stances in the blood, urine, and cerebrospinal fluid of 
patients with multiple sclerosis. The methods used, 
however, have not been sufficiently analytical nor have 
the results been generally accepted as quantitatively 


_ significant. The probability is that even if myelinolytic 


ferment is liberated within plaques it is utilized, 
neutralized, absorbed, or otherwise bound locally and 
does not enter ‘the body fluids in measurable amounts: 
The logical necessity is therefore to devise -a technique 
for measuring it in situ. I personally believe this should 
now be possible provided suitably fresh material can be 


i 
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obtained immediately after death, or, preferably, by 
biopsy sample when for any reason surgical interven- 
. tion has been undertaken. 

/ To explore the possible application, of, the META 
tive micro-methods of Linderström-Lang to this special 
type of „problem, working in Glick’s laboratory in 
Minneapolis, I have made a preliminary study of 
esterase activity in the sciatic nerve of the rabbit at 
varying intervals after transection. The details of the 
method and the results will be reported fully else- 
where. Twenty-micron frozen sections of the freshly 
removed nerves were incubated in micro-reaction tubes 
along with a suitable buffered substrate, methyl buty- 
rate, and at suitable intervals the reaction was stopped 
by the addition of phenol and the pH change in the 
substrate determined by microtitration. Parallel runs 
were made with tissue without substrate, and others 
' with substrate without tissue. The sections wére' taken 
at various levels above and below the line of transection 
and likewise in the corresponding levels of the contra- 
lateral (unsectioned) sciatic nerve. Esterase activity 
was in this way determined and finally expressed in 
terms of one milligram of dried tissue. Distal to 
transection, - lipolytic activity falls immediately and 
progressively till a constant level is- attained at about 
40% of the normal activity of the normal whole nerve. 
This irreducible minimum we sus measures the 
activity of the endoneurial and perineurial sheath cells, 
which, far from degenerating in the peripheral stump, 
undergo a_ proliferation exceeding in intensity. that 
of the corresponding sheath cells in the central 
stump. 

Meanwhile at the lower end of the portion of the 
nerve proximal to the`transection there is, in the seg- 
ment of regenerating neurites, a steady rise of lipolytic 
activity for about 30 days up to 300 to 400% of the 


normal. Then as reunion occurs the zone of highest ’ 


activity passes into the upper extremity of the now re- 
united distal portion. With this method it is possible, 
too, to take sections adjacent to those used, for micro- 
analysis for’ ordinary fat and other histological: stains, 
thus permitting qualitative histological and quantitative 
microchemical studies at the same time. In the same 
way, given suitable fresh material, it should be possible 
to make quantitative studies directly, at least of lipase 
activity to start with, in different regions of a multiple 
_ sclerosis plaque. 


Concluston 


Until’ the hypothesis that there is produced within 
plaques a myelinolytic ferment which diffuses slowly 
into the surrounding white matter is confirmed or 
refuted in this way it is perhaps premature to speculate 
too far upon the ‘possible ‘mechanism of its production. 
However, when we take account of what is now known 
chemically of the close relationship, if not identity, of 
genes and enzymes, and of the role of vitamins and 
hormones as prosthetic components of enzymes, a 
whole world of light is shed upon our present problems. 
In the leucodystrophies and in the myelin lesions'of the 
. general lipoidoses it may, be postulated that the missing 
enzyme is a gene. In the system demyelinations like 
subacute combined degeneration of the cord and 
“ swayback ” it is probably a deficiency.of some pros- 
thetic group. For instance, in subacute combined 
degeneration it is almost certainly due to a deficiency 
of the cobalt-conteining crystalline red substance 
isolated’ by Lester Smith (1948) i in this eee - 


at 


t 


/ 


. myelin dyscrasia. But in addition to 


In the -case of ‘“swayback” the deficient factor is 
apparently. connected with copper, though copper 
parenterally in inorganic or organic form is useless. It 
is probable, then, that the copper must be bound in a 
specific complex before it is presented to the neural 


tissue and that it forms’ part of an essential prosthetic , 


group, as for instance does zinc in carbonic anhydrase. . 
But we do not know what precisely is the role of the 
trace-element copper apart from the fact that it is essen- 
tial for the formation and maintenance of the enzymes 
cytochrome oxidase and catalase. 

It would seem, then, that insufficiency of essential 
enzymes would be enough to explain the’ genetically 
determined. and the nutritional deficiency forms of 
containing 
enzymes necessary for the synthesis and maintenance 
of, myelin it seems fairly evident from the experiment 
I have described on esterase activity in Wallerian 


degeneration, that the normal nerve fibre, apparently - 
independently of extrinsic: cells, contains .the’ enzymes ; 


necessary for myelin catabolism. + In: other words, the 


living medullated nerve fibre. contains not only myelin 


lipoids but the specific enzymes which hydrolyse them. 
One is reminded that this is no remarkable paradox by 
the classical analogy of Claude Bernard’s that the liver 
cell contains both glycogen and diastase. 

` In the same way acetylcholine, cholinesterase, and 
choline acetylase all exist together at the nerve ending, 
and probably also, as Nachmansohn (1946) has shown, 
along the whole surface Jength of the nerve, And again, 
prothrombin, thrombokinase, and calcium can exist 
together without clotting, as a result, we say, of the 
presence here also of a specific antagonistic ferment. In“ 
the same way we may postulate that myelin contains 
not only phospholipases and cerebrosidases but also 
antiphospholipases and anticerebrosidases. Since on 
theoretical physical chemical grounds it is thought 
highly probable that hydrolysing enzymes act at the cell 
boundary, we may envisage the antiferment molecules 


arranged as a monomolecular layer immediately outside’ 


the lipolytic ferment, layers. 

Can we then postulate, too, a' direct connexion be- 
tween this layer: of antiferment molecules and the 
peculiar morphology of the oligodendrocyte with its 
highly tenuous and fragile protoplasm arranged, as the 
exquisite illustrations of del Rio Hortega have shown 
us, like a delicate bandage-like membrane just outside 
the myelin sheath? To destroy selectively the oligo- 


, dendrocyte and yet to leave a living myelinated axon 


would then permit the hydrolysing ferment to destroy 
the myelin. This in turn would permit the diffusion 
from the ‘still living axoplasm of lipolytic ferment, 
which in turn would damage the oligodendrocytes in the 
next rank of these cells, so setting in process a chain 


reaction of myelin disintegration diffusing out slowly . 


like an oil-stain through the white matter. 


I am indebted to Dr. Ludo van Bogaert, of the Institut Bunge, 
ania for the material from which the*illustrations shown in 
Figs. 5, 6, 8, 10, and 13 were made. J am indebted for the 

raphy to Mr. W. H. Camie, FIM.L.T., and to Mr. N 
Mowat, AILM.L.T., both of Aberdeen University ; and to the 
Rév. Sour Céline, of the Institut Bunge, for the photographs 
reproduced in Figs. 5 and 6. , 
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ASPHYXIA NEONATORUM TREATED 
BY ELECTRICAL STIMULATION 
OF THE PHRENIC NERVE 


' BY 
K. W. CROSS, M.B., B.S, M.R.C.P. 
- AND 


P. W. ROBERTS, B.Sc. 


(From the Physiology Department and Physics Department, 
St. Mary’s Hospital Medical School, London) 


Sarnoff and his colleagues (1948, 1950) have recently 
reintroduced an old method: of artificial respiration by 
the electrical stimulation of the phrenic nerve in the 
neck through the intact skin. This method was first 
used as far back as 1783 by Hufeland, who dis- 
charged a series of condensers through the patient. The 
method was again tried after the discovery of electro- 
magnetic induction, when the shocking coil was used. 
Israel (1927, 1928) reported the use of the shocking coil 
for the resuscitation of newborn infants, and was most 
impressed with the results obtained. With modern 
equipment it is possible to obtain a controlled and 
smoother contraction of the diaphragm than was pre- 


viously possible. : 7 


"Description of Apparatus 
The electrical wave-form used to stimulate respiratory 


movements when applied to the phrenic nerve consists ` 


of negative-going rectangular pulses of 4 millisecond 


` 
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duration repeated at intervals of approximately 10 milli- 
seconds. The pulses increase lmearly in amplitude 
until they reach a maximum, when, after a further short 
period of stimulation, they cease. This complete cycle 
is repeated at a rate of 18 times a minute, the period of 
‘stimulation occupying two-thirds of~the cycle and a rest 
period occupying the other one-third. ` 
In our instrument all these qualities were made 
variable, but the values given here are those we have 
found most suitable in practice, and in any commercial 
, instruments these could be pre-set. The output intensity 
can be controlled and, as can be seen from the diagram, 
currents as large as 110 mA peak were found necessary. 
The apparatus is similar to that used in, électro- 


therapy. It consists of a double triode valve connected ` 


as a multivibrator feeding the screen grid of a pentode 
output valve via a cathode. follower. The control gnd 
is fed with negative-gzoing saw-tooth waves from a 

~- squegging oscillator. The output is’ obtained from the 
anode of the pentode via a large condenser, thus making 
the mean current zero and avoiding polarization within 
the tissues. The power for the apparatus is supplied 
from the 230 v. a.c. supply 


Technique of Treatment 

The active electrode is a silver-plated probe, the end 
of which is covered with a single layer of lint soaked in 
saturated saline immediately before use. ‘This electrode 
makes contact with an oval area of about 8 by 6 mm. 
on the baby’s neck. The infant is placed supine, lying 
on the rectangular indifferent electrode (made of elec- 
trode metal), 14 by 5 cm. in area. This electrode is also 
covered by lint soaked in saline. 

The position of the most readily accessible part of 
the phrenic nerve was carefully described by Duchenne 
de Boulogne in 1851, and is above Erb’s point. With the 
head turned to the opposite side the phrenic nerve is 
found just behind the sternomastoid ‘muscle at the 
junction of the middle and lower thirds of that muscle. 
With use of the electrodes described,-muscles other than 
the ipsilateral diaphragm are often stimulated, and most 
commonly the arm was abducted from the side with 
each stimulation. We have not sought to confine 
stimulation to*the phrenic nerve alone by using a 
smaller electrode, because this arm movement will assist 
expansion of the lungs. When the phrenic nerve is 
being stimulated the epigastrium is seen to protrude 
chiefly on the side being treated. 

Additional evidence of diaphragmatic movement is 
obtained by hearing the inspiration, with or without the 
stethoscope, and when the Rotunda oxygen mask 
(referred to below) was being used one could on 
occasion ‘see the rubber reservoir diminish in size. 
More effective inspirations can be caused by the 
bilateral stimulation of both phrenic nerves; this was 
attempted in a few cases, but it is ‘more difficult for a 
single operator to apply and to maintain the electrodes 
in the correct position. When only one active electrode 
was being used it was our practice, in cases which re- 
quired prolonged treatment, to change from time to 
time the side of stimulation. 

A peak current of 3-5 mA through the electrodes 
described is sufficient to provide adequate ventilation 
in the adult. When we tried to resuscitate babies we 
soon realized that larger currents were necessary. For 
this reason,-and in order to obtain quantitative data, a 
second stimulator was constructed which contained a 
peak-reading voltmeter consisting of a calibrated 


. 
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‘obtained, and it will not be possible to dedi 
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cathode-ray tube and an ohmmeter. When the rigbt 
instrument was available—for both were in use—and 
there was time to make observations, readings of 
potential difference and resistance were noted when 
“adequate movement of the diaphragm” occurred 
From these two readings the peak current was calcu- 
lated, but this figure can be regarded only as an approx- 
imation, as the current wave-form will not be identical 
with the voltage wave-form ; also the resistance between 
the electrodes may not be the same when pulses are 
applied as when a direct current meter reading is taken 





Experimental Investigation 

The present investigation was undertaken in two 
parts. From May, 1949, until July, 1950, we had the 
instrument available in the home of one of us and made 
arrangements to be called to St. Mary’s Hospital, the 
Postgraduate Medical School, and Queen Charlotte’s 
Hospital when cases of foetal distress or neonatal 
asphyxia arose. In‘ this phase of the investigation we 
had only two successful case’ ; in the 30 other calls we 
received the baby had either recovered or died by the 
ime we arrived. The useful control period caused by 
the elay in arriving at the hospital was clearly too 
oe for all but the exceptional cases. ‘For a period of 

weeks, from July to September, 1950, one of us 

.C.), financed by a grant from the Medical | 
Sees Council, was enabled to work in the Rotunda 
and the Coombe Hospitals in Dublin. During this 
period there were 1,083 deliveries of viable foetuses in 
the labour wards of the two hospitals, and on most 
occasions it was possible to be „present within 10 
minutes of a call. 

As the cases reported here have been delivered at - 
five different hospitals, and this treatment was applied . 
only at the invitation’of the responsible clinicians, there 
was a Widely varying background of other methods of 
resuscitation which was not under our control. Before 
attempting to stimulate the phrenic nerve we in- 
sisted only that the air passages of the baby should be 
emptied as thoroughly as possible, by mucus catheter 
or by direct intubation, depending on the practice of 
the hospital. While stimulation was proceeding oxygen 


‘was applied, again by one of several methods, but the 


best and ‘simplest seemed to be a baby-sized anaesthetic 
mask and balloon reservoir which was in use at the 
Rotunda Hospital. Even with the excellent co-opera- 
tion which we received in Dublin it was neither 
possible to be present with the stimulator at every de- 
livery nor possible to be called to every second asphyxi- 
ated case. We can report, therefore, only the results -we , 
uce from this 
investigation whether neonatal morbidity or mortality - 
would be affected in a statistically-significant- fashion by 
this method of treatment. 

Before a baby was treated an assessment was 
made of its clinical condition. We have used the 
simple classification of “slightly,” “ moderately,” and 
“ severely ” ill infants, but we would stress that this 
diagnosis had to be made rapidly and the gradations 
are not clearly defined. “Slightly ill” babies were 
those who at birth had moderate but diminished 
muscular tone and were somewhat cyanosed. They 
would generally have taken some spontaneous respira- 
tions but had not- established adequate oxygenation as 
judged by the colour of the mucous membranes 
“Moderately ill” babies were those who appeared to 


„have no muscular tone and were very deeply, cyanosed. 
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“ Severely ill” babies had.no muscular tone, generally 
had taken no’ respirations at all, had relaxation of 


ELECTRICAL STIMULATION OF THE PHRENIC NERVE 


the anal sphincter, and included those who had. white’ 


asphyxia. All babies treated in Dublin were followed 
to their own homes after discharge, and an attempt was 
made to get the mothers to bring them back to their 
hospitals. Dr. W. D. Brophy has kindly seen those at 
the Rotunda. i \ 


The results of our investigation are divided into four . 


sections. Each section is completed by the inclusion of 
the appropriate case histories. .The total number of 
cases treated was 29, of which _25 recovered.” Measure- 
ments were made on 19 of the cases. 


(a) Relation between Current and Degree of Diness_ 

The diagram shows the current required, as defined 
above, in those babies in whom measurements were 
made. In some cases it was possible to make more 
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.. Diagram showing currents required for a babies in whom measurements were 
made 3 


SLIGHTLY 
aN 


than one measurement, and the clinical conditions of 
the infant might have altered in the interval. The 
points joined by a line indicate repeated observations 
„on one infant and the arrow indicates the passage of 
time. 

It will be observed that there seems to be some epii 
tionship between the current required and the sickness 
of the baby, as defined above. We feel that this 


KEY 
. INITIAL READING 
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<> DIED LATER 


\, later. 


relationship is a function of the neuromuscular system. 


under consideration and not other factors, for the 
following’ reasons: (1) When, after a period of stimu- 
Jation, the neck at the site of the electrode and the skin 
of the back underlying the indifferent electrodé were 
thoroughly cleaned with ether the résistance diminished 
slightly but the current required was not lowered. (2) 
If more than one reading was possible on a baby the 
current required | diminished (in all but one case) if the 
baby was improving and, increased the longer the baby 
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was dead, and there were not necessarily parallel skin- 
resistance changes. 

If it is correct to say that the current required for 
stimulation is a function of the sickness of the baby, 
this is most probably related to the degree of oxygena- 


_tion of the tissues, which can be correlated with in 


vitro observations on muscle-nerve preparations. These 
show that in anoxia a stronger stimulus is required to 
evoke a maximal response of nerve ‘(Lorente de Nó, 
1947). 


(b) Expansion of the Lungs by Phrenic-nerve 
Stimulation Alone - 

In most of the cases in which death subsequently 
occurred the baby had taken some spontaneous res- 
pirations before death, but we have pathological 
material from three cases in which the time of death 
was accurately known and the baby had taken no 

respirations and no other method of 

artificial respiration had been used. This 

material gives us information whether 

stimulation of the phrenic nerve alone, 
r with adequate movement of the dia- 
phragm, is capable of expanding the 
lungs. This is important, for more effort 
is necessary to separate the adherent 
E „alveolar surfaces than to take subsequent 
a “breaths (Wilson and Farber, 1933). 


Case Histories 
_ Case 1. St. Mary’s Hospital—The patient 
was born on April 5, 1950, and was a second 
female twin born 75 minutes after the first. 

At delivery the child was blue and flaccid 

and made no attempt to breathe. The heart 

was slow and stopped 13 minutes later. 

Stimulation was started on the right phrenic 

nerve two minutes after the heart had 

stopped. Dr. J. P. M. Tizard auscultated 

the chest while this proceeded; he heard 

an air-entry’ over the right lower chest 

anteriorly and noted that the heart restarted 

at 16 beats a minute.’ Stimulation rapidly 
SECOND READING became less effective and the heart stopped. 
After five minutes the stimulation was quite 
ineffective and was not continued. Post“ 
Mortem examination showed that there was 
almost complete aeration of the right middle 
lobe and some aeration of the right lower 
lobe. The heart showed a bicuspid aortic 
valve and: the brain bilateral superficial 
tentorial tears. 

Case 2. Coombe Hospital.—This patient was born on 
July 30, 1950, by breech delivery. The foetal heart was 
irregular and rapid. The after-coming\ head very suddenly 
passed through the pelvis and delivery occurred five minutes 
The heart beat could not be heard or felt and there 
were no signs of life. Phrenic-nerve stimulation was applied 
first on the right side and then on the left, with more effect 
on the right. Post-mortem. examination 24 hours later 
showed that the whole thoracic pluck sank in water, but’ 
the right iung by itself floated, while the left sank. There 
were bilateral tentorial tears. Section sowed moderate 
aeration of the right lung. 

Case 3. Rotunda Hospital—This was a case of difficult 
forceps delivery on August 8, 1950. The heart rate at 
delivery was 60 a minute, but this stopped in five minutes. 
There were no respiratory movements. Stimulation started 
directly after the heart had stopped, with reasonably effective 
movement of the diaphragm ; the left: side was stimulated 
more than the right. Post-mortem examination 12 hours 
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latér showed bilateral tentorial tears, right greater than left. 


4 
' 


í ` t 1 


1046 May 12, 1951 ` ` ELECTRICAL STIMULATION OF THE PHRENIC NERVE ` p P E a 








The entire thoracic pluck floated. Sections showed moderate delivery and stopped after delivery. It bad started again 
aeration but many ijntra-alveolar squames. . with a aes injection ,of nikethamide, /and mouth- 
\ 5 to-mouth respiration was used. Phrenic-nerve stimulation 

From these cases we conclude that this method of was started.25 minutes after delivery and good breath sounds , 
artificial respiration is capable of expanding the lungs, were heard with each stimulation. Treatment was stopped 
in which_respect it does not differ from other tech- after 20, minutes, and the baby remained pink in an oxygen 
niques, but here the normal muscles are being called , tent. The infant died 24 hours after birth, shortly after 
into play and there cannot be the danger of pulmonary being given a feed from a teaspoon while lying in the tent. 
emphysema or ‘distension of the stomach, which are Post-mortem examination showed that the lungs were 


ith the positive-pressure methods. moderately weil aerated. There was evidence of inhalation 
present with the positive-p 7 of amniotic debri and signs of early bronchopneumonia. 
Small bilateral tentorial tears were present, with very little 

(c) Evidence for p ee, the Method in haemorrhaze. l 


- From the Table it is seen that four babies died out Pier! a ios aca seer e 7 ek a a 
of the 29 treated. Of the 25 who lived all of those was delivered by an emergency lower-segment caesarean 
slightly ill and moderately ill survived (except the one, section for severe ante-partum haemorrhage with air hunger. 

d ; At birth the baby had white asphyxia without response to 
* Results of Cases Treated skin stimulation. A good colour was rapidly obtained with 
: phrenic-nerve stimulation. Two days after birth the baby’s 

Ot No. va of Condition was not satisfactory. X-ray examination did not 

, [Initial Reading - reveal any massive collapse of the lungs. Death occurred 

three days after birth. At post-mortem examination there 

were some subarachnoid haemorrhages over the posterior 
part of the frontal lobes and some extravasation of blood 


TTET aati aay aD, roe tentorium. The right lung floated in water. but 


case discussed below). As the chance of survival with- Case 7.—Rotunda Hospital.—This was a case of difficult 
out aid is greatest for those least ill it is,obvious that forceps delivery on August 3, 1950; the baby was blue and 


; ; flaccid. It was treated with moderate' success 20 minutes 
the efficacy of th e method would be best mgs by after delivery, and breathed spontaneously and irregularly 
‘those Cases which were severely ul. However, MINS after half an hour's treatment. It was kept in an oxygen 
in mind our definition of degrees of illness, we believe tent, but respiration improved only slightly, and it brought 
that the figures for those less than severely ill show pro- up Jarge quantities of blood-stained mucús. Death occurred 
mise for the method. The four cases in which the patients 12 hours after délivery. Post-mortem examination showed 
were thought to be severely ill and subsequently died bilateral blood-stained pleural effusions and apparent ` 
are here described. haemorrhages in the lungs. The upper lobes floated in 

: : „water, the lower lobes sank. There was some extravasa- 
Four Fatal Cases . tion of blood around the right suprarenal gland. The brain 
PPO ae imi was normal. Sections showed emboli in the pulmonary 
M ia Beie reagan” ieee ig P ieai ” arteries, a finding with which we were previously unfamiliar. 
head, for induction of labour. Castor oil, a hot bath, and 
an enema were given, and alsó quinine ao Panes The Severely Ill Patients Who Survived 
our : g 
aa A cen e var bid in the early The following five reports are of patients who were 
hours of the 16th. At midday a vaginal examination revealed thought to be severely ill and who have lived. 
that the os was still only three-quarters dilated and- the Case 8. St. Mary's Hospital—This case has been previ- 
occiput was posterior in the high mid-strait. There was ously described (Cross, 1950). The patient was under 
a large caput and the head appeared to be-jammed in the Dr. Reginald Lightwood and Mr. Leslie Williams. Briefly, 
pelvis. The anaesthetic was continued and the patient taken after a difficult instrumental delivery per vaginam, there was 
to the theatre for caesarean section. The head was difficult a period of three and a quarter hours’ severe cyanosis with 
to disengage from the pelvis, and there was a great deal of irregular gasping respiration. The baby was twice thought 
meconium in the amniotic fluid. to be dead by the resident obstetric officer, and immediately 
A male infant of 8 1b. (3.6 kg.) was delivered at 12.35 p.m, before treatment was started single gasps were being made — 
He was completely flaccid and the heart was beating slowly. at less than one a minute. Three-quarters of an hour’s treat- 
Phrenic-nerve stimulation was attempted after pharyngeal ment with the stimulator rendered the baby pink and capable 
aspiration, but, although the abdomen moved, the effect was’ of adequate spontaneous respiration. This baby has been 
poor and an air entry could not be heard. Oxygen was followed up by Dr. Lightwood for 20 months; he reports 
given by mask, The baby gradually became pink and cried that the baby milestones have been passed at normal times 
a little. He was put in-an oxygen tent and large quantities and that this infant appears to be in all respects normal, 
of fluid and meconium continued to come from the mouth Case 9. Rotunda Hospital.—Lower-segment caesarean sec- ` 
and nose. When he became more blue direct intubation tion was performed on August 5; 1950, for prolapse of the 
was attempted and oxygen was run in by catheter. He died arm and cord of 1 hour and 40 minutes’ duration with 
at 4.30 p.m. ` ; : marginal placenta praevia. An-8-lb. (3.6-kg.) baby was 
Post-mortem examination showed that there was a large delivered with marked asphyxia pallida ; it made no attempt 
left-sided pneumothorax, with a collapsed left lung and one at spontaneous respiration. There was an immediate and 
emphysematous bulla on the lingula. The right lung was excellent response to phrenic-nerve stimulation, which was 
also collapsed. There were some clots over the posterior discontinued within ‘ three minutes, as the baby was then 
hemispheres of the brain. It seems almost certain that the pink and breathing satisfactorily. It has made excellent 
pneumothorax was the result of the positive-pressure oxygen. progress, weighing 13 Ib. 12 ọz. (6.2 kg.) at 12 weeks. 
therapy which was given without an adequate safety valve. Case 10. Rotunda Hospital—This baby—6 lb. 11 oz. 
Case 5.. Coombe Hospital—This baby was the second (3 kg.}—was born on August 16, 1950, after a very diffi- 
of twins and was born on August 18, 1950, with the cord cult forceps delivery, when the mother had been 64 hours 
. round the neck; delivery was bý breech extraction after in labour. After bathing in hot and cold water and being 
some placental separation. The heart had been slow before given oxygen for 10 minutes from the Rotunda mask, 
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phrenic-nerve stimulation was continued for 15 minutes 
with only moderately good air-entry, and the baby was 
then left in an oxygen tent breathing spontaneously. Since 
discharge the baby has made very good progress and is 
developing normally. Weight 12 lb. 2 oz. (5.5 kg.) at 12 
weeks. : ; 

Case Ll. Rotunda Hospital—The mother suffered from 
toxaemia of pregnancy, and forceps delivery was undertaken 
for transverse arrest of the head. At birth—weight 8 1b. 2 oz. 
(3.7 kg.}—the face of the baby was blue, but the body was 
strikingly white and flaccid. After bathing in hot water and 
skin stimulation had failed, satisfactory stimulation of the 
phrenic nerve was carried out for 10 minutes, at the end 
of which time spontaneous respirations were occurring often 

. enough to keep the baby pink in an oxygen tent, Progress 
since discharge has been good, the weight at 12' weeks being 
13 Ib. 12 oz. (6.2 kg). < ; 

Case 12. Rotunda Hospital—-A multipara was delivered 
on July 24, 1950, of an 8-Ib. (3.6-kg.) female child by breech 
extraction. The right arm had, been extended and the left 
was in the nuchal‘position. Twenty. minutes after delivery 
the baby was flaccid and blue, and had taken no spontaneous 
respiration. Positive-pressure artificial respiration had been 
given from the Rotunda oxygen mask with little or no 
improvement. Good response to phrenic-nerve stimmlation 
was obtained, and after 10 minutes’ treatment the baby was 
breathing spontaneously. She had ‘gainéd 8 oz. (227 g.) by 
the seventh day, when. mother and child were discharged 
from the hospital. The home is rather poor, but the baby 
was progressing satisfactorily at 8 weeks, when she weighed 
10 Ib. 11 oz. (4.8 kg.) The mother has not responded to 
repeated appeals to bring the baby for examination. 

An examination of these results cannot give certain 

_ evidence of the efficacy of the method, but in the 
opinion of the clinicians responsible and the labour 
ward sisters all those labelled severely ill were thought 
to be dying, yet five of the nine have lived. In the four 
cases in which death occurred it appears that catses 
other than neonatal asphyxia could be put forward. 


(d) After-effects of Electrical Stimulation 

As the current we were using was considerably larger 
than that required for the adult, we thought it was 
necessary to examine those babies who recovered to see 
‘if there was any sign of permanent injury from the high 
dosage which had been employed. All but two of the 
babies who have survived the neonatal period have 
been followed up for three months -and no damage 
has been noted, although we must confess that the 
examination was a rather general one, for there was no 
specific type of injury which we could visualize as being 
likely to’ arise. | 

One patient, the first of twins, who had been regarded as 
slightly ill at birth, died at the age of 13 weeks. Forceps 
were applied for persistent occipito-posterior position, and 


on delivery the baby was breathing poorly and was some- ' 


what cyanosed. Good respiratory movements were obtained 
with a peak current of only 11 mA. After discharge both 
twins had made slow progress, which was not surprising, 
as it was with some difficulty that the mother was persuaded 
to increase the diet above 3 oz. (85 ml.) of half milk and 
water with four teaspoonfuls of sugar only three times a 
day. At 12 weeks of age the baby weighed 8 Ib. 11 oz 
(3.9 kg), which represented a gain of 9 oz (255 g.) less 
than her sister in the same period, and was well below the 
average rate of gaim for the group. The child was un- 
expectedly found dead, and post-mortem examination 
showed severe congestion of both lungs, with many alveoli 


filled with exudate; these changes were consistent. with , 


pneumonia. A ; 
It is still too early to say whether the resuscitation of 
babies who had suffered from severe cyanosis has 
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resulted in children with any mental derangement. 
Case 8, however, has so far showed no signs ‘of 
abnormality. | f anes 
We have failed to find any ill effects attributable to 
phrenic-nerve stimulation: or any other abnormalities 
which may result from the survival of a severely 
cyanosed child. ; 





Discussion 


Whenever measurements are made it is necessary to 
give some idea of the errors involved. In Section (a) 
above, errors in the potential and resistance readings, 
together with other undetermined instrumental errors, 
probably amount to 10%, but there are two large errors 
which we have not estimated: (1) The current necessary 


to obtain “ adequate movement of the diaphragm” will’ 


depend very greatly on the positioning of the electrodes, 
and this will vary from case to case and also during 
any ome case; (2) the process of estimating when 
- “adequate movement of the diaphragm” is obtained is 
itself subject to a large error, for diaphragmatic move- 
ment is estimated from the protrusion of the abdomen. 
Both these errors are unsatisfactory, but under the 
urgent conditions of treating these babies, many of 
whom seemed moribund, we did not consider it neces- 
sary at this stage to improve our methods. 
The exact choice of 4 millisecond pulse duration is 
not entirely arbitrary. It is long enough to induce a 
propagated response in the nerve, but is probably too 


short to excite muscles directly in the adult with the © 


, current used for operation. This factor is useful in 
experimental work with the adult. It appeared, how- 
ever, that we generally caused direct stimulation of the 
sternomastoid in the infant, quite apart from other 
muscles supplied by the upper part of the brachial 


plexus ; we have not sought to avoid this, because the, 


movement produced would tend only'to expand the 
thorax, and this effect can be increased by fixing the 
arm in an abducted position.: This was well shown in 
one baby, not mentioned in this series because he had 
multiple congenital abnormalities, including a grossly 
deficient diaphragm. By stimulating the accessory 
muscles we improved the colour of the infant and air 
entry was heard, although there was never any visible 
movement of the epigastrium. 

The effects of phrenic-nerve stimulation in the new- 
born seem to differ markedly from those in the adult, 
in that inhibition of spontaneous respiration, which is 
reported by Sarnoff and which we confirmed in the 
adult, does not occur. This has the advantage that the 


dangers of overventilation are not so great as we had at’ 


first feared. Stimulation is stopped when the baby is‘no 
longer cyanosed, and is restarted if cyanosis returns. 

The repetition frequency of ‘stimulation of 100 c./sec. 
is high enough to ensure a smooth contraction of the 
diaphragm and has the advantage that it can be locked 
to the mains supply frequency. 


We would suggest that those who intend to use the | 


apparatus can best familiarize themselves with ‘the 

anatomy of the part by experimenting on their own 

‘phrenic nerves. For self-experimentation, and when 
one is working on an infant, it is convenient to have 

the machine fitted with a loudspeaker so that a buzz 

is made when impulses are passing and: one can corre- 

late the noise with any movement the infant may make. 

It is clearly not possible to compare our results with 

` those obtained. with other methods, for the series is too 
small and too many factors enter into the consideration 
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of each case, Such a comparison is urgently required 
and should be undertaken ın centres where there is an 
established routine for treating neonatal asphyxia, and 
where enough cases of this variable condition occur, 
so, that treated cases and controls can be studied. 


| : 
. Summary 2 Ss 

An instrument is described which is capable of perform- 
ing artificial resuscitation when electrodes are applied to 
_ the neck over the site of the phrenic nerve. ‘Experiments 

. on the treatment of asphyxia neonatorum are described 
together with appropriate case histories taken from 29 sub- 
jects. Results are given which show the method to be 
promising and the line for’further experiments is suggested. 


‘ 
} 


This work bas been possible only because of the kind co-opera- 
tion of many people, as our appointments carry no clinical 
responsibilities. Post-mortem examinations of most of the cases 
at the Rotunda Hospital were made by Dr. J. H. D. Widdes and 
the pathological material was examined by Professor W D. 
Newcomb and Dr. D. M. Pryce, to all of whom we are very 
grateful. We would also lke to thank the Medical Committees 
of the English hospitals, the Masters and staff of the Rotunda 
and Coombe Hospitals, and the many clinicians who have 
co-operated with us. Our thanks are particularly due to the 
Medical Research Council for a grant to one of us (K. W.C.) 
which made possible the clinical work at Dublin, and to 
Mr. K. F. Tindall for help in constructing the instruments. ' 
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`N 
The pioneer health centre of the Union of South Africa 
was set up at Polela, Natal, in 1940, and up to date 39 
have been opened. They aim primarily to prevent disease 
and to promote health, but curative medical treatment is also 
given. On the whole patients are encouraged-to go to private 
practitioners in case of illness, so no encroachment is made 
on private practice; on the contrary, routine medical 
“examinations and home visits result in more patients attend- 
ing the doctors’ surgeries. All persons in the area covered 
by a centre, whether they ‘are ill or not, are encouraged to 
attend the centre for routine medical examination, and the 
assessment of health and ill-health is based on environmental 
and social as well’ as, individual pathology. Preventive 
services such as immunization against infectious diseases, 
antenatal examinations, and so on are provided. by the 
centres. Each centre is left as much freedom as possible to 
carry out experiments and adapt itself to local needs; in 
short, each is a research centre. They are still embryonic ; 
the training scheme being developed in Durban plans to give 
each medical officer a minimum of six months’ training, and 
to appoint at least two to every centre. preferably one man 
and one woman. The health-centre movement has had to 
cope with both official’ prejudices and the opposition of 
herbalists and witch-doctors. One of their biggest advan- 
tages is the scope they give for the employment of the 
African on health work among his own people. They cater 
mainly for Africans, but also for nan-Buropeans and in 
certain cases Europeans; one result of their work is the 
increasing confidence the ‘people are showing in hospital 
treatment (see S. Afr. med. J., 1946, 20, 326). The centres 
are also educating in sanitation, diet, and hygiene. 
i : 
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BRUCELLA ABORTUS~ ENDOCARDITIS 
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Department of Morbid Anatomy, Westminster 
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AND 


\ BRIAN LACEY, M.B.„ B.Sc. 
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Infections due to Brucella abortus are not uncommon 
in this country. They remain long undiagnosed and 
for many months blood-stream infection persists. Until 
recently, no therapy was effective. It is therefore 
surprising that no fully proved case of endocarditis due 
to this organism has so far been recorded in British 
journals, although in 1936 Rennie and Young described 
a case which was not proved bacteriologically at 
necropsy. ‘To date, only three reported cases can be 
said to satisfy all the required criteria in life and ‘at 
necropsy (Rothman, 1935; Spink and Nelson, 1939; 
Spink, Titrud, and Kabler, 1942). 

Chemotherapy and antibiotics have yet to be proved 
effectual in Brucella endocarditis. Spink et al. (1948) 
reported a case in which streptomycin and sulpha- 
diazine appear to have inhibited the growing powers 
of the organism but did not save the patient. 

Now .that aureomycin and chloramphenicol have | 
both been given with satisfactory results in uncom- 
plicated Br. abortus infections, the following case is 
worth reporting, as courses of “ aureomycin,” chloram- 
phenicol, penicillin, and streptomycin did nothing to 
alter the progress of the disease. Admittedly chloram- 
phenicol was’ given too late to have any effect, but with 
none of the drugs mentioned was the fever lowered ; 
in fact a Jarisch~Herxheimer reaction appeared to be 
caused by aureomycin. Dihydrostreptomycin together 
with aureomycin as used by Heilman (1949) and Herrell 
and Barber (1949) was contemplated, but was with- 
held until too late. ` 

` Case History 

The patient, a male labourer aged 48, was first noticed 
to have a “bad heart” at the’ age of 7. In 1917 he was 
rejected: for mulstary service on this account. As he had 
suffered from dyspepsia for the past five years he had been 
drawing extra unpasteurized milk from the estate on which 
he worked in order to supplement his gastric diet. 

He was first seen in the out-patient department on July 26, 
1949, complaining of palpitations of six months’ duration. 
malaise and fatigue for one year, and shivering attacks with 
night sweats for three weeks.. The heart was found clinic- 
ally to be enlarged to the left. Loud harsh systolic and 
faint soft diastolic murmurs were heard at the aortic area, 
and a systolic thrill was palpable at the same site. The 
E.C.G. was normal; haemoglobin 92% (Haldane); screen- 
ing and radiographs of the heart showed some prominence 
of the ascending aorta, rounding of the cardiac apex with 
slight enlargement of the left ventricle, and calcification of 
the aortic valves. Clinically and radiologically the picture 


‘was that of aortic stenosis, compatible with the diagnosis of 


a long-standing rheumatic condition. 

He returned on August 17, 1949; with fever, and was 
admitted as a case of subacute bacterial endocarditis ‘super- 
imposed ‘on a long-standing rheumatic aortic stenosis. His 
temperature was ranging between 100 and 104° F. (37.8 
and 40° C.) His B.P. was 120/85. Slight clubbing of the 
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Fig. 1.—Electrocardiogram showing complete heart-block. 


fingers was present. Three successive blood cultures 
yielded a pure growth of Br. abortus, and the serum 
agglutinated the organism to a titre of 1/5,000. 

In spite of his high fever he did not complain, and he 
looked far from being a, very sick man. He was treated 
with penicillin, 2,000,000 units daily, for 11 days without 
improvement. 

On August 30 aureomycin was started, 500 mg. by 
mouth, four times daily. On this drug the temperature, 
pulse, and respiration rates became higher and more swing- 
ing in type, and after 48 hours’ treatment the patient com- 
plained of acute pain in the left side of the abdomen and 
left testis. These symptoms developed rapidly in a symptom- 
free patient and disappeared a few days later. After 14 days 
the dose of aureomycin was increased to 750 mg. four times 
a day, and two days later to 1 g. four times a day. The 
drug was stopped on September 23 after 25 days’ administra- 
tion (total, 60 g.) without apparent effect. 

Streptomycin was given from October 10 to 18, 1 g. daily 
(total 8.5 g.), without appreciable effect. On October 28 
penicillin, 250,000 units twice daily, was given for boils 
in the neck, pus from 
which yielded a pure 
growth of Staph. pyo- 
genes. Under treatment 
the boils rapidly sub- 
sided. About this time 
the fever abated and he 
was allowed up. 

Throughout his stay in 
hospital the patient had 
felt well and his physical 
signs had remained virtu- 
ally unchanged. At no 
time was the spleen palp- 
able, and only on admis- 
sion were a few doubtful 
petechiae noted. He was 
transferred to the hospi- 
tal convalescent home on 
November 11, still 
slightly febrile-—tempera- 
ture 98-100° F. (36.7- 
37.8° C}. Blood culture 
had been negative since 
August 30,-and, judging 
by his temperature-pulse- 
respiration chart, he had 
apparently made a slow 
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Fia. 2.—Photograph of heart showing vegetations on aortic valve. 
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and gradual improvement during his three months in 
hospital. 

At the third week of his convalescence he began to feel 
ill, his temperature rose to 102.5° F. (39.15° C.), and he 
developed severe pains in his joints, especially his knees and 
the interphalangeal joints of his hands. His pulse rate lay 
between 60 and 85. On December 1, the day before he 
returned to hospital, he experienced his first “ blackout,” 
which consisted of a peculiar faint sensation without loss 
of consciousness. Subsequently these sensations occurred 
two or three times a day. No physical signs were found 
during such bouts, and his pulse remained regular. 

On December 2 he re-entered hospital, a sick-looking, 
pale, sallow man—an entirely different picture from that 
of three weeks previously. The soft diastolic murmur at 
the aortic area was now marked. His pulse became slow 
the day after admission, rose subsequently to normal, and 
then dropped to 50, with a pyrexia of 99-102° F. (37.2- 
38.9° C.). Auricular sounds could be heard occurring in 
diastole, and a diagnosis of complete heart-block was made ; 
this was confirmed by E.C.G. (Fig. 1), which showed also 
a right bundle-branch 
block. Two days later 
a second E.C.G. showed 
a complete A-V block 
persisting. Most of the 
ventricular complexes 
were now normal; only 
a single short run showed 
right bundle- branch 
block. 


Chloramphenicol therapy 
was started, 250 mg. two- 
hourly, on December 7, 
but two days later noc- 
turnal coughing and dys- 
pnoea rapidly developed, 
with considerable restless- 
ness and great apprehen- 
sion. Oxygen afforded 
some , relief, Further 
attacks occurred, and at 
440 p.m. ‘on December 9, 
almost five months after 
his first attendance, he 
died with marked pul- 
monary oedema. His 
pulse rate before death 
was 40-50 a minute. 
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‘Radiographs: taken with .a portable’ apparatin on the last 
, day of life showed the picture of left ventricular failure 
with right-sided, hydrothorax. A : 


1 


ro - | Necropsy Report ` : r 


At LONN: 64 hoùrs after death, the ‘Body was well 
. nourished, and .there was no evidence of oedema.” The 
pericardial sac contained 3 oz. (85 ‘ml.) of straw-colou 
fluid, and around the base of the heart were a few stringy. 
, fibrous. adhesions. The heart was enlarged (525 g.), mainly 
“ owing to hypertrophy of the left ventricle. The aortic valve 
showed baéterial endocarditis superimposed on an old rheu- 
matic Jesion Cie. 2). .The valvular orifice was obstructed 
by a mass of egetations, 25.mm. thick, attached to the 
margin ‘of all the cusps, creamy yellow in colour and of 


j _ rubbery consistence. The underlying valve cusps: showed ? 


` fibrous thickening and calcification, both ‘clearly of long 


standing, with fusion of ‘the two posterior cusps. The parti-’ 


tion-between the fused cusps had undergone recent perfora- 


tion, so that only its upper border remained, forming ' a’ 


fibrous bridge between the valve margin and the posterior 


wall’ of the aorta, thus allowing free communication ` 


between the respective sinuses of Valsalva, into which the 
ulcerative process had extended. Each of these posterior 


. sinuses contained vegetations, and each had undergone’ 


distinct aneurysmal dilatation. That on the left had caused 


a bulging into the medial wall of the. Jeft auricle (Fig. 3), 





Frc. 3 pba a of heart showing left auricle laid open to 


_the anterior part of the interauricular 


i \ 
ii E 


chal a swelling in 
septum 


25 w broad, and involving the ànterior part of the: auricu- 
lar septum. On incising this, haemorrhagic fluid escaped 
from a chronic abscess, .8 ‘mm. in depth, lying just below 


~ the septal endocardium ‘and. communicating deeply with the 


vegetations in the sinus of Valsalva. 

‘The aneurysm of, the right sinus of Valsalva fiad’ caused 
a similar bulging into the right ventricle in the region of 
thé infundibulum. The infective process in its recesses, had, 
“also spread through the upper part of- the interventricular 
septum to involve the medial cusp of the tricuspid valve, 


\ which was tacked down to the septum at this point. -Ulcera- 


tion shad spread through the substance of the cusp, and from 
its free margin a polypoid vegetation,'3 cm. long and 1 cm.’ 


broad at its bulbous tip, was projecting into the, right . 


Ventricular cavity (Fig. 4). ; 


The left ventricle was dilated and hypertrophied, its aver- 
„age thickness being 18 mm. The mitral valve ring admitted 
ae fingers, but showed no evidence of old-or recent endo- 

rditis, The left auricle was dilated, and in its auricular 
appendise was a small pale adherent thrombus. The -right 
ventricle was dilated but not hypertrophied. The tricuspid 
valve ring admitted five fingers. The right auricle ‘showed 
terminal dilatation only. Tne coronary vessels _were patent 
throughout: : 


Fio. 4,—Diagram of transverse section of, heart ‘at the level of ` 


the aortic valve, to show the spread of infection to the inter- 
auricular septum and' to the’ medial cusp ofthe tricuspid valve. 

There were ioderaté” passive “congestion of the Aspe) 
subacute congestion of the liver, enlargement of the spleen 
(227 g.), which contained a yellow resolving infarct, and a - 
healed infarct in’ the right’ kidney. In’ other respects the 
kidneys looked normal. 


: , ' Microscopical Examination : 

Heart—The aortic vegetations were composed of ddass 
,masses of- fibrin, containing numerous clumps, morpho- 
' logically Brucella. - The aortic cusps were thickened by old 
hyaline fibrosis, with some calcification. The haemorrhagic 
abscess -bulging into the left auricle had a wall composed 
of necrotic: myocardial fibres, infiltrated with polymorphs 
and occasional ‘monocytes. Round its periphery were 
deposits of calcium, presumably an old lesion. Sections 
from the fight and left ventricles failed to` show evidence 
of focal inflammation. ' 

Lungs. — Recent ante-mortem thrombosis of the pulmonary 
veins was observed, probably due to slowing of the circula- 
tion by extreme aortic stenosis. 

Liver, Spleen —Passive congestion only. 

Kidneys.—These showed an inconspicuous’ degreé of focal 
embolic nephritis, with scattered foci of interstitial’ leuco- 
cytic infiltration, mostly round cells. Some of the older 
` lesions showed tubular atrophy and interstitial fibrosis. ` 

` Adrenals, Lymph Nodes, Bone Marrow, Meninges— 
Nothing of note. 

Summary - of Findings-—Bacterial endocarditis, super- ` 
vening on chronic rheumatic endocarditis (aortic stenosis 
and incompetence); mycotic aneurysms of sinuses, of 
Valsalva involving cardiac septa and‘ causing heart-block ; 
inlaet 3 in spleen and right kidney ; focal embolic nephritis. , 


f ` Bacteriological Findings During Lifé R 

Isolation of Organism. —Blood cultures on August 18, 19, 
23, and 30 in liver broth,’ liver agar, and glucose broth grew , 
Br. abortus: within fotr days. On August 30 there were 
seven colonies per ml. of blood. Blood cultures of 
September 23 and November 1 remained pterile during . 
28 days’ incubation. 

Identification of Organism,—-The organism from the blood 
culture of August 23 proved to bea Gram-negative non- 
motile cocco-bacillus, forming colonies 0.5 mm. in diameter 
after 48 hours’ incubation ‘on liver agar in the presence of 
CO: There was no visible growth without COs. No acid 
-or gas was produced in\lactose, sucrose, dulcitol, maltose, 
mannitol, glucose, salicin, raffinose, trehalose, arabinose, 
and xylose. Hydrogen sulphide production on liver-agar 


v 


slopes’ was detectable with lead acetate papers for five days. - 


Flood plate cultures of liver agar incubated in the presence 
of CO: showed, on an average of eight tests, a 4-mm. wide 
zone of inhibition around a paper disk soaked in saturated . 
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- aqueous thionine (vital, G. T. Gurr), and’ no ` ynhibition 


around a disk soaked in saturated aqueous basic fuchsin. 
A saline suspension was agglutinated to titre by Br. abortus 
serum (Standards Laboratory, Colindale) and to half-titre 
by Br. melitensis serum. Flood plate cultures on liver 
agar incubated in the presence of COs showed, on an 
average of eight tests, a 5-mm. zone of inhibition around 
a disk soaked in 0. 1% aqueous aureomycin, a 12-mm. zone 
around 0.1% chloramphenicol, and a 4.5-mm. zone around 
streptomycin 1,000 units per ml. 


Thus the organism was a normal strain of Br. abortus 


with normal drug sensitivity. 

Serology.—On August 24 the serum of August 23 aggluti+ 
nated standard Br. abdrtus suspension (Standards Labora- 
tory, Colindale) to a titre of 1/5,000, after 24 hours at 


I 


37° C. On May 30, 1950, the serum of September 1, 1949, . 


showed the following agglutinin titres: Br. abortus.N.C.T.C. 
No. 5059, non-standard suspension, 1/320; Br. abortus 
homologous strain, non-standard suspension, 1/320; Br. 
melitensis N.C.TC. No. 5060, non-standard suspension, 
1/160 (partial) A 


Bacteriological Findings After Death 


Vegetation.—A portion of the aortic vegetation fixed in 
formol saline showed very large numbers of Gram-negative 
cocco-bacilli. The organisms were well demonstrated by 
over-staining with methyl violet-and partial decolorization 
with aniline water. No intracellular organisms could be 
seen. A portion of the aortic vegetation, well washed several 
times in saline and coarsely ground with powdered glass in 
a mortar, grew a profusion of Br. abortus on liver-agar 
plates during 48 hours’ incubation in the presence of COz. 

Bone Marrow and Spleen—Cultures taken with pre- 
caution to avoid contamination grew Br. abertus only. 

Blood.—Cultuies grew only scanty coliforms and sap 
cocci. 

Drug Sensitivity of Organism-—-A comparison of the 
sensitivities and other characteristics -of the strains isolated 
before and after death with those of N.C.T.C. strains of 














Br. abortus and Br. melitensis is set out in Table I. It 
TABLE I 
| Organism: Br. abortus "| Br. melitensis ` 


Vegetation 
(Patient, NCTC 
`P.M)} 






Growth on liver sgar: 
With CO,: 
24 hours 


Wooo 
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Will be seen that in vitro the strain isolated at necropsy 
was considerably more resistant to both aureomycin and 
chloramphenicol than that isolated from the blood before 
treatment, 

Comment on Case 


There were several unusual features in this case, the. 
most striking perhaps being the well-being of the 
patient until arthralgia and heart-block occurred. This 
apparent well-being in the presence of high fever is a‘ 








feature of uncomplicated Brucella infection, and in this 
case was unaffected by the presence of a Brucella endo- 
carditis. Only when septal lesions occurred did the 
patient’s condition rapidly deteriorate. 

A second noteworthy feature was the failure of peni- 
cillin, streptomycin, and aureomycin tó, alter the course 
of the disease ; indeed, the last-named appeared to 
precipitate the only symptoms he had’ during his first 
stay in the’ ward. Apparently in spite of therapy his 


‘temperature-pulse-respiration chart and general con- 


dition slowly improved in a mariner not usually seen 
in, other forms of bacterial endocarditis. hysical 
signs abated rather than increased; and the few doubtful 
petechiae seen on admission to the ward never recurred. 
It was this slow and apparently steady improvement in 
signs and symptoms which lulled us into a sense of 
false security. The diagnosis of Brucella endocarditis 
was seriously considered at an early'stage in view of the 
past history of valvular damage. and the positive blood 
cultures ; but because of the extreme rarity of this con- 
dition and the' patient’s apparently steady improvement 
it was not considered very aa until late in the course 
of the disease. 


Clinical Analysis of Published Cases 

Comparison with other cases of abortus endocarditis 
in the literature throws only limited light on the clinical 
aspect, since, generally speaking, the clinical findings 
and reports of investigations are scanty. Of the 12 
cases* considered, four (including our own) may be 
regarded as proved beyond doubt (Cases 3, 6, 9, and 10) 
and the remainder highly probable. 

` Aetiology and Duration. —All were males. The ages 
varied from 21 to 61. Occupations were farmer (6), 
labourer (2), wool-packer (1); in three the occupations 
were not stated. Death occurred within three to eleven 
months of the onset of symptoms, and where recorded 
appears to have been cardiac in type, usually with 
terminal pulmonary oedema. Embolic and renal 
deaths, so common in subacute bacterial endocarditis, 


_ Were not recorded. 


Clinical Features —Aortic regurgitant murmurs were 
heard in conjunction with a harsh systolic component 
in six cases; aortic regurgitation with no mention of 
systolic accompaniment in three. Mitral stenotic 
murmurs were heard in seven cases. Pericardial fric- 
tion was twice recorded. Comparison with the necropsy 
findings (where aortic lesions predominate) makes it 
seem ‘possible that some of these mitral murmurs were 
of Austin Flint type; but clinical data, as a whole, 
are indifferently reported as compared with necropsy 
findings. 

White Blood Cells-—Counts varied from 2,800 to 
14,100 per c.mm., with a terminal count of 20,000 per 
c.mm. in one instance. Neutrophils varied from 66% 
to 82% of the total. 

Chest Radiographs.—Four of the six cases reported 
showed cardiac enlargement to the left; bilateral 
bronchiectasis was reported ‘in one, pulmonary infarc- 
tion in another. 

Electrocardiograms.=—These were reported in only 
seven cases—too few and too uninformative to merit 





Hart et al. (1951). (4) Quintin, 


3 
*(1) and (2) Call er al. (1944). (3) (6) Rothman 


d Stalker (194 5) Rennie and Young (1936). 
Ias (D a aphir (1928). © Smith and Curtis (1939) 
3 and Nelson (1939). go S Titrud, and Kabler 
1942). (11) Voth (1949). (12) Wechsler and Gustafson (1942). 
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detailed description. In four out of six cases shown at 
necropsy to have aneurysms of the sinuses of Valsalva, 
there were disturbances of conduction in the form of 
slurring or notching of the QRS wave (Case 9), delayed 


A-V condition (Case 1), ught bundle-branch block 


(Case 8), or complete heart-block (Case 3). 


Pathological Analysis of Published Cases 


In the 12 caseg analysed, certain morbid anatomical 
features recur too frequently to be dismissed as 
coincidental, and taken together may be. considered to 
constitute a fairly characteristic type of*lesion. 

Weight of Heart—This was not recorded in three 
cases ; otherwise it was significantly increased, varying 
from 465 to 646 g. It is probably relevant to note that 
in all nine cases there was an aortic valvulitis, old or 
recent. ' 

Previous Valvular . Lesions. —As ın the case of sub- 
acute bacterial endocarditis the vegetations generally 
occurred on a valve rendered abnormal, by previous 
disease or congenital malformation. Antecedent 
rheumatic valvulitis was either diagnosed during life or 
demonstrated at necropsy in seven cases (Nos. 1, 2, 3, 
4, 7, 8, and 10), while two others showed a bicuspid 
aortic valve (Cases 11 and 12). In this connexion it is 
worth recalling the evidence presented by Gross (1937). 
who suggested that.most bicuspid aortic valves are 

-not .congenital anomalies but the result of healed 
rheumatism. © 

Fibrosis and Calcification—Fibrous thickening of 
the affected cusp was present in all 12 cases, with added 
calcification in eight. Doubtless this was largely due 
to old rheumatism, but it has been pointed ~out by 
Libman and Friedberg (1948) that in prolonged sub- 
acute bacterial endocarditis both these phenomena may 
be found as evidence of healing. 

Valves Affected-——These were (a) aortic alone in 
eight cases (Nos. 1, 3, 4, 6, 8, 9, 11, and 12) ; (b) mitral 
alone in two cases (Nos. 5 and 10); and (c) aortic and 
mitral in two cases (Nos. 2 and 7). In group (a) one 
case (No. 11) showed a calcified mitral valve without 
vegetations, While in group (b) there was one uncom- 
plicated aortic stenosis (Case 10). 

Aneurysm of Sinus of Valsalva—tin no fewer than 
six. of the twelve cases (Nos. 1, 3,°8, 9, 11, and 12) 
aneurysmal dilatation of the sinuses of, Valsalva was 
recorded, with spread of the infection through the 
aortic wall into the auricular septum (Cases 8 and 12), 
the ventricular septum (Cases 3 and 9), the myocardium 
(Case 11), or the, pericardial sac causing fatal haemo- 
pericardium (Case 1). It is known that aneurysms of 
the sinuses of Valsalva may complicate aortic lesions in 
subacute bacterial endocarditis, with rupture into the 
pericardiurh (Libman, and Friedberg, 1948), or into the 
septa causing bundle-branch block (Rothschild, Sacks, 
and Libman, 1927), but nowhere do the authorities 
quoted suggest that such accidents are other than very 
rare. 

Tricuspid Ulceration—The extreme rarity of, tris 
cuspid valvulitis makes its incidence in four cases a 


notable observation (Cases 3, 8, 9, and 12). In all four - 


infection had spread from the sinuses of Valsalva 
through the aortic wall and cardiac septa to involve the 
medial leaflet of the tricuspid valve. 

` Myocarditis—Focal myocarditis was - , observed in 
six cases (Nos. 1, 2, 4, 6, 10, and 12), usually in the form 
of groups of necrotic myocardial fibres, with aggrega‘ 


~ 





tions of leucocytes and fibroblasts. In Case 4 infective 
emboli from the aortic vegetations had given rise to 
mycotic aneurysms along the line of the coronary 
arteries 


Infarcts—-These were recorded in the following ° 


organs: spleen, 9; kidneys, 3; and lungs, 1 
Nephritis——In seven cases (Nos. 1, 2, 3, 4, 5, 6, and 
12) a renal lesion of some sort was present, though the 


‘nomenclature employed is variable and includes such 
‘terms as “ glomerulo-nephritis ” (6), “toxic glomerulo- 


nephritis ” (1), “ subacute nephritis ” (2), “ diffuse sub- 
acute pyelo-nephritis ” (4), and “ acute interstitial neph- 
ritis” (12). Our own case showed a mild form of 
focal embolic nephritis, but in none of the case records 
was a typical “ flea-bitten” kidney described. 


Comparison with Brucella (Melitensis) Endocarditis 


Eight case records* of endocarditis due to Br. 
melitensis have been andlysed for the sake of com- 
parison. Again only males were affected, but there 
were significant differences in the pathological picture 
In Table H the incidence of the various features «s 
given. It should be stressed that the case records are 
scanty in comparison with abortus endocarditis. 


TABLE II 





Previous lesion 

Aortic valve 

Mitral valve 

Fibrous .. r 
Calcification ‘ 
Aneurysm of sinus of Valsalva | 
Septal Involvement 

Tricuspid ulceration 

Acute myocarditis 

Nephatis . = 

Tofarcts 








- Discussion e 


. The foregoing data indıcate that Br. abortus endo- 
carditis is a distinct entity with certain characteristic 
features. 
the disease runs a slow and, until the present, fatal 
course, death occurring within three to eleven months 
of the onset of symptoms: More often than not thee 
is a previous history of a heart damaged by rheuma- 
tism or a congenital abnormality. 

So far the disease resembles subacute AEEA 
due to a non-haemolytic streptococcus, although the 
sex incidence in Brucella endocarditis is more striking 
than in subacute ‘bacterial endocarditis. In the latter 
the M/F ratio is only 3:2 (Blumer, 1923), whereas all 
the recorded cases of the former have been in males 
The nature of the patient’s occupation is not in itself 


workers drink the same milk and are also prone to un- 
complicated brucellosis. 


It is difficult to ‘assess the significance of the 


frequency of aortic lesions in such a small series, but it - 


is clearly’ aortic valvulitis which produces the most 
typical cardiac lesions. The tendency to ulceration of 
the surrounding tissues leads to mycotic aneurysms 
of the sinuses of Valsalva, resulting in septal myo- 
carditis, tricuspid ulceration, or haemopericardium 
The frequency of septal involvement greatly- exceeds 

*(1) Casanova and dena) (1933). 


wien Cases 58. 
R Gounelle and Warter (1935). (4-7) Hughes (189 
1, and 19 (8) Fery and =" 


Occurring predominantly in the male sex, 


a sufficient explanation-of this fact, since female farm- ` 
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other forms of bacterial’ endocarditis, and the lesions 


are large compared with those seen in streptococcal. 


subacute bacterial endocarditis, in which gross sup- 
puration is absent (Bracht and Wachter, 1909). , 

The few electrocardiograms: reported in cases, of 
Brucella endocarditis show some disturbances of con- 
” duction, and“it seems likely that these are related to 
septal lesions. Brucellosis without endocarditis may 
be accompanied by electrocardiographic changes in the 
form of elevation .or depression of the RS-T interval, 
and low isoelectric or inverted T waves (Rubegni, 
1939) ; however, these changes rapidly revert to normal 

- as the fever and symptoms abate, though Friedberg 
(1949) has reported a case with inversion of T waves 
for two months after. 

The defects in conduction noted in our own case and 
in Gases 1, 8, and 9 (the lesion in each case being aortic) 
have not ‘been recorded-in uncomplicated brucellosis, 


- and are extremely rare in streptococcal subacute 


» 


bacterial endocarditis. Libman and Friedberg (1948) 
reported prolongation of the P-R interval to 0.21-0.36 
second in 15% of cases of subacute bacterial endocar- 
ditis, but state that the QRS phase is rarely widened in 
this disease, and that bundle-branch block was noted 
in only one of their series of 109 cases, due to pressure 
of a bacterial aneurysm of the sinus Valsalva on the 
interventricular septum. Complete heart-block, accord- 
ing to thé same authors (p. 346) has been reported, but 
was not seen in their series. White (1944) states that 
very rarely in subacute bacterial endocarditis aneurysm 
or perforation of the ventricular septum may occur, 
and that again very rarely the A-V bundle of His may 
be affected, causing heart-block. Katz (1946) points 
out that anaemia and the underlying rheumatic process 
may affect the electrocardiographic picture in subacute 


bacterial endocarditis. ` - 


The paucity of case records in-four of the melitensis 
series makes clinical comparisons difficult and some of 
~ the negative findings of doubtful value. In Hughes’s 
cases, for example, the issue of previous heart disease 
was never really raised, and it is difficult to assess the 
significance öf fibrosis of the valves in four out of the 
eight cases, especially in what is essentially a chronic 
inflammatory process. On the other hand, only one 
of ‘the melitensis cases showed an aneurysm of the 
sinuses of Valsalva; and septal involvement, tricuspid 
ulceration, and. acute myocarditis—three features 
which give an independent character to the lesion of 
abortus infections—were not observed. “Ofily one case 
of suis endocarditis is recorded (De Gown et al., 1945), 
and that in a male with no previous history of rheuma- 


tism who died in the seventh month of his illness of. 


haemorrhage from a mycotic aneurysm of the. femoral 
artery. Necropsy revealed aortic vegetations with 
ulceration and focal myocarditis. The E.C.G. revealed 

' left axis deviation and increasing negativity of T3. The 
kidneys showed diffuse nephritis and chronic granulo- 
mata. 

There seems to be a greater tendency to gross infarc- 
tion of other organs in abortus endocarditis than in 
either the streptococcal subacute bacterial or the meli- 
tensis forms. The accounts of the concomitant neph- 
ritis in abortus endocarditis are very variable, but the 
condition is presumably of focal embolic origin. 

All the antibiotics used in our case failed to control 
the disease, perhaps because dosage was discontinued 
too soon, but Spink ef al. (1948) reported a case in 
which Br. abortus was isolated from the blood during 


life after 118 g. of streptomycin had been given over a 
period of 31 days; at necropsy, however, positive 


-cultures could not be obtained, although aortic vege: ` 


tations were present. With the newer antibiotics such 
cases may be seen more often in the future. 


Sanak 


The literature of, Brucella endocarditis has, been aral 
and the case records analysed. A new case of Br. abortus 
endocarditis is reported. 

All cases of Brucella endocarditis, 
melitensis, or suis, have been in males. 

Br. abortus endocarditis is a distinct clinico-pathological 
entity, with a duration of three to eleven months. 
in all the recorded cases has been a cardiac one, usually 
with marked pulmonary oedema. 

Thé frequency of myocardial lesions, especially in the 
cardiac septa, where they give rise to disturbances of con- 
ductioñ, appears to set abortus endocarditis apart from 
other forms of bacterial endocarditis, including melitensis 
infections. 

Aortic lesions predominate in abortus endocarditis. In 
both melitensis and abortus endocarditis, aneurysms of the 
sinuses of Valsalva, septal involvement, and heart-block 
have occurred only with aortic lesions. To date only one 
case of Br. suis endocarditis has been reported. 

There is no clear evidence that the use of antibiotics has 
so far altered the course of the disease. Aureomycin, strepto- 
mycin, penicillin, and chloramphenicol in short courses all 
failed to benefit our own-case. 


Our thanks are -due to the Department of Radiology, West- 
minster Hospital; to the Department of Medical Photography, 
Westminster Medical School; and to Dr. Paul Mann, of the 
Department of Clinical Pathology, Westminster Medical School; 
who first isolated the organism from blood cultures. 


whether abortus, 
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“THE REDUCTION OF SURGICAL 
` HAEMORRHAGE Í 


SOME OBSERVATIONS ON CONTROLLED i 
HYPOTENSION WITH METHONIUM COMPOUNDS 


BY 


R. P. W. SHACKLETON, MR.C.S, D.A. ` 
Late Senior Anaesthetist, Plastic and Jaw Unit, Rooksdown 
` House ; Anaesthetist, Royal County Hospital, Winchester 


The literature of the methonium compounds has grown 
` considerably during the past two years. The pharma- 
cology and the physiological action of-the group have 
been fully discussed by Paton and Zaimis (1948, 1949). 
N Decamethonium as a relaxant was introduced by Organe 
in 1949.. Other publications have followed, notably one 
-by Hunter in October, 1950. The hypotensive action 
of the “middle ? numbers of the group, first indicated 
by Organe when studying pentamethonium as an anti- 


dote to decamethonium, has been exploited by several . 


workers in the treatment of hypertension (Campbell 
and Robertson, 1950; Turner, 1950; Saville, 1950). 
The action of hexamethonium on gastric secretion has 
been reported upon by Kay and Smith (1950), as well 
as by other workers. Armstrong Davison (1950) and 
Enderby (1950) have repofted on the use of drugs of 
the group to produce hypotension during surgery in 
order to obtain reduced bleeding. - 


It is my belief that many anaesthetists are now_using 
the methonium compounds for this last purpose, and I 
feel that many of us are working in ignorance of the 
experience and results of our colleagues. Since Enderby 
and I demonstrated the technique of producing hypo- 
tension during an operation at a meeting of the Society 
of Anaesthetists of the South-west Metropolitan Hos- 
pital Region at ‘Winchester in May, 1950, we have 
received many inquiries about the technique and -the 
use of the methonium drugs. This correspondence sug- 
gests that many anaesthetists may be groping along the 
dark passages already traversed by those of us who have 
been using the technique for some time. I do not claim 
to have reached daylight myself as yet, but in the hope 
that the results of my experience, and those of my col- 
leagues in the plastic unit, may be helpful to others, and 
stimulate research into what may prove a useful field 

-of activity, I venture to record certain clinical impres- 
sions that I have gained during a year’s growing 
familiarity with the use of the methonium compounds 
to reduce surgical bleeding. 


The idea of lowering the blood pressure during sur- 
gery, and so reduce bleeding, was introduced to us in 
this country by Griffiths and Gillies in 1948, and further 
amplified by Gillies in his Clover Lectures to the Faculty 
of Anaesthetists in 1950. These workers in Edinburgh 
achieved hypotension by using the total spinal technique. 
By this technique they have shown that considerable 
falls in blood pressure may be produced by spinal block 
high enough to paralyse the thoracic sympathetic, They 
also showed that an adequate circulation can be main- 
tained with considerable hypotension present (60 mm. 
‘of Hg, for instance), given full oxygenation and vaso- 
dilatation. After examining the results of investigations 
of the action of tetraethylammonium chloride. and thé 
two methonium compounds, hexamethonium and penta- 
-methonium, Enderby suggested to us at the Plastic Unit 


t 


z 


- Baro 
MEDICAL JOURNAL 





at Rooksdown House that these drugs might be used as ` 
an alternative to the total spinal technique. It must be 
realized that the autonomic ganglion block produced 
by these drugs is unselective, and that a combined sym-. 
pathetic: and parasympathetic paralysis is obtained. It 
was quickly realized that the effect was considerably 
influenced by the position of the patient, and that the 


_ hypotension produced was partly ice 


Choice of Drug 
Previous work having shown that pentamethonium 
was slightly more effective in produçing hypotension 
than the tetraethylammonium, it was with the methonium 


- compound that we began to work. For fully three- 


quarters of the cases done by me personally, penta- 
methonium iodide has been used. Latterly hexa- 
methonium bromide has become the drug of choice, it 
being my impression that this member of.the group is 
slightly more certain in its action. It has-been suggested - 
by one of my colleagues that the hypotensive action of 
pentamethonium is enhanced if decamethonium has 
been used for relaxation during intubation or early in 
the anaesthetic ; I have no personal experience of this 
combination. 

Dosage.—In the early days smail initial doses were 
the rule, 10 mg., followed by another 10 or 20 mg. after 
a period of observation, being used ; but as time went 
on, and our confidence grew, we increased the initial 
dose, finding much greater certainty with no added 
worries, until I now regularly employ 50 mg. initially 
for a healthy adult. Additional dosage to maintain hypo- 
tension is dictated solely by circumstances and no hard- 
and-fast rules can be laid down. If the pressure rises 
to 75 or 80 mm. half the initial dose should be. given 
This may be repeated at intervals throughout the opera- 
tion. One has learned to identify certain types of 
individual who are particularly sensitive to the drug, 
and who' will ride comfortably with satisfactory hypo- 
tension for an-hour or more on an initial dose of 10 mg 


Suitable Cases 


Type of Operation—As hypotension is to a ia 
extent postural and depends on the pooling of the blood 


„in the dilated vessels, especially those of the legs, 


operations in which a foot-down tilt can be maintained 
are most suitable for the employment of this technique , 
For maximum suecess the surgical site. should be 
elevated above the pelvis and legs. Thus operations on 
the head and neck, thorax, etc., have produced the most 
satisfactory results. Examples of such are a thyroid- 
ectomy, a large scalp rotation flap, and a mastectomy— 
all potentially “bloody” performances. In each of 
the three cases bleeding was minimal. The thyroid 
resembled a demonstration of anatomical dissection, the 
scalp-flap lower towel was almost dry at the end of the 
operation, and in the case of the mastectomy the towel 
below the axilla was devoid of its usual post-operative 
pool of blood. i 

Posture, however, is not everything, and considerable 
success has been achieved with patients in the lithotomy 
position for repair of the pelvic floor. (It is hoped to 
record this series in a separate communication.) 

Type of Individual.—Patients with mild hypertension 
(say 180/100 mm. Hg) react very readily. As an initial 
dose 10 mg. of pentamethonium iodide may produce 
adequate hypotension (and a bloodless field) in a 
pelvic floor repair lasting 40 minutes. If the optimum 
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position is obtainable all types of individuals will res- 
.pond, though tough, heavy, imperturbable males are 
inclined to be resistant and disappointing. I have so 
far had no experience of- the technique with children. ~ 


` Technique 
Premedication may be according to taste. Personal 
preference is for “ omnopon ”-scopolamine. (Note the 


patient’s pre-operative blood-pressure, and any altera- 
tion under premedication. “A marked fall denotes a 
probable sensitive reactor to methonium compounds.) 
Induction is with thiopentone or other barbiturate, 
followed by, nitrous-oxide-oxygen, with or without 
cyclopropane to settle. Intubation can be carried out 
with or without a relaxant. As soon as ; composed, the 
patient should be tilted into a 20-degrees foot-down 
position. A Gordh needle, or a needle with a leak- 
proof cock, should be placed in a suitable vein, and the 
initial dose of pentamethonium iodide (or hexametho- 
nium bromide) given. A sequence of blood-pressure 
readings are now taken. When-the systolic reading is 
in the neighbourhood of 70 mm. or below (and not 
higher than 80 mm.), the surgeon may begin work. The 
fall to the necessary level usually takes place in three 
to five minutes. If subsequent movement of the patient 
is necessary to get an ideal operating position the blood 
pressure must be watched. If there is a rise further 


dosage of the methonium may be given, unless it can’ 


be lowered by slightly increasing the foot-down tilt. 
Maintenance of anaesthesia is usually with nitrous oxide 
and oxygen supplemented with a barbiturate, pethidine, 
or cyclopropane. The giving of small quantities of 
barbiturate in weak solution during profound hypoten- 
sion does not seem to have any further effect on the 
blood pressure. I have- usually avoided cyclopropane, 
owing to its occasional tendency to produce mild 
hyperpiesis. 

The usual aim is to keep the systolic pressure between 
60 and 70 mm. For the first half-hour or longer this 


is generally easy. If it falls below 50 mm., reducing the © 


foot-down tilt will tend to raise it. The diastolic read- 
ing is often difficult to record accurately. In opera- 
tions lasting from one-half to three-quarters of an hour 
the initial dose of the drug will usually prove sufficient. 
In longer operations additions of from 10 to 25 mg. of 
the drug may have to be given. Often increasing the 
table-tilt will prolong the action of a dose. There 
seems little benefit in lowering the systolic pressure be- 
low 60 mm. So far the longest period of -maintained 
hypotension of 60 mm. has been 24 hours... 





lowered. Flow of blood into the legs may produce a 
further drop of pressure, and a head-down position must 
be, adopted at once. 


Post-operative Phase 


Great care must be taken in‘the immediate post- 
operative stage. The patient must be lifted flat on to 
the stretcher, and kept so on the way back to the ward 
He must be wheeled head downhill on ramps or inclines, 
and lifted into bed with care to avoid raising the head 
and shoulders. The foot of the bed must be kept up on 


. blocks until the anaesthetist has again seen the patient. 


The biood pressure is usually steady at 100-110 mm. in 
about two hours. No particular precautions are neces- 
sary after the blood pressure is stabilized. It usually 
returns to normal in 24 to 36 hours. Dilated pupils 
sometimes last for two days, rarely leading to a com- 
plaint of difficulty in reading during the first day. One 
of our cases had a very low temperature—95.6° F. . 
(35.3° C.)}—for six hours after operation. Vomiting was 
very slight, as one might expect after gas~barbiturate 
anaesthesia. My impression is that it was even less than 
usual. A few patients have complained of tiredness 
and lassitude for the first day. ‘No major ill effects have 
been noted There. has been no case of prolonged 
hypotension, and no case of cerebral damage or altera- 
tion in function. 


Ps 


i Dangers” 3 

The obvious dangers might seem to be: (1) Reducing ` 
the cerebral circulation below a safe level. In hyper- 
pietics the sudden fall in blood pressure and diminution 
of circulation might be specially dangerous. -(2) IU 
effects of reduced circulation on other organs—for 
example, kidneys. (3) Prolonged effects of hypotension 
(4) Post-operative secondary haemorrhage as the blood 
‘pressure rises again. (5) Danger during the unstable 
immediate post-operative stage ; especially during trans- 
port and lifting into bed, etc. (6) Failure to establish 
hypotension ‘initially or to maintain it throughout the 
operation, leaving the patient deprived of normal 
vascular tone and liable to increase bleeding. 

Cautious approach to the subject suggests that these 
dangers are mostly ‘theoretical. With full' oxygenation 
-of the blood, with vasodilatation as a result of the 
sympathetic block, and with a constant blood volume, 
sufficient circulation is maintained-to preverit any organ 
falling into jeopardy. Even two-and half hours with 
the systolic pressure below 60 mm. produced no subse- 
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if hypotension is prolonged. (In practice this has very 
rarely been necessary.) È 

Failure to achieve sufficient hypotension, or to main- 
tain it, after autonomic ‘ganglion block may lead to 
trouble. If bleeding appears to be severe, replacement 
therapy is the only measure likely to remove the danger 
to the patient. Fortunately, failure in suitably chosen 
cases is infrequent, and the results of failure are rarely 
serious. I personally have been worried by severe 
bleeding once only. 


Summary -5 
The production of hypotension during surgical opera- 


tion by blocking the autonomic ganglion with a suitable _ 


methonium drug can produce operating conditions of great 
attraction to the surgeon, can considerably reduce bleeding 
and therefore add to the patient’s safety and post-operative. 
health, and seems to be a safe procedure in skilled hands 
and with constant observation. It must be realized that 
posture plays a large part in producing the desired level 
of hypotension, and therefore the technique is unsuitable 
for certain operations. Some individuals also appear un- 
suitable, and the individual reaction to the drugs used so 
-far is variable. 

It must be mentioned that success, or otherwise, in 
reducing haemorrhage in each individual case has been 
assessed entirely by the surgeon. Well over three-quarters 
of the 250 cases have been categorized as “ good.” 


ADDENDUM 


Since this paper’ was completed the subject has been 
debated at a meeting of the Anaesthetic Section of the Royal 
Society of Medicine, with papers from Drs. Enderby and 
Armstrong Davison. Although the work already done in 
this field is consequently more widely known, I feel that 
attention to the basic principles of the technique and the 
importance of careful selection of suitable cases cannot be 
overemphasized. y 

Recently a case has been brought to my notice where a 
patient died two days after an operation for removal of a 
malignant tumour involving skull and meninges. Hexa- 
methonium bromide had been used to control severe 
haemorrhage. The patient’s blood pressure apparently never 
rose above 80 mm. systolic during the two post-operative 
days, nor was any adequate attempt made to raise it. Anuria 
was absolute for the first 24 hours, but the kidneys excreted 
some urine during the second 24 hours. Two errors of tech- 


nique seemed to me to have been made in this case. First, the. 


drug was ‘used late to control already established haemor- 
rhage, instead of at the beginning to prevent bleeding. It 1s 
possible that the circulating blood volume had already been 
dangerously reduced by the time it-was used. Secondly, 
hypotension was allowed to persist for too long without 
attempts to correct it by posture and methylamphetamine 
hydrochloride. I think it is absolutely essential, in using this 
technique, to maintain a full circulating blood volume and 
full oxygenation, and to use an adequate dose of the drug 
to produce successful block and consequent, vasodilatation. 
If extreme hypotension is prelonged beyond a few hours, 
measures must be taken to correct it. 
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TUBERCULOUS LYMPHADENITIS IN 
THE NIGERIAN AFRICAN - 


BY 


_B. S. JONES, M.D., F.R.C.S.Ed. 
Specialist, Colonial Medical Service 


Old-established conceptions of the pathogenesis of 
tuberculous lymphadenitis still appear to hold the 
field. Thus Boyd (1947) states that the cervical lymph 
nodes may become infected through one of two routes: 
either by the blood stream, in which case scattered 
nodes are attacked, or by the lymph stream. In the 
latter, which’ is much the commoner mode of infection 
and accounts ~for 90% -of cases, the cervical nodes 
become ‘involved via the lymphatics from a primary 
tuberculous focus in the tonsils, adenoids, or teeth 
caused by ingestion of contaminated material, notably 
milk from tuberculous cows. ; 
Mitchell (1917), in Edinburgh, found 88% of cases 
of tuberculous adenitis in children to be due to the 
bovine bacillus, and demonstrated tubercle bacilli in 
20% of samples of the local milk supply. In New 
York, Park (1910) found 34% of all cases, and 54% 
in children under 5, to be of bovine origin. In cor- 
roboration of the path of infection microscopical evi- 


‘dence of tuberculosis in the tonsils has been reported 


in 38% of cases, while tubercle bacilli have been demon- 
strated in the decayed dental root pulp of those har- 
bouring tuberculous nodes. It should, however, be 
pointed out that the discovery of a tuberculous focus 
in a tonsil is by no means proof positive that this was 
the original portal of entry. A lymphatic organ such 
as the tonsil, endowed with generous lyniphatic com- 
munications, might conceivably undergo retrograde 
infection from previously tuberculous cervical nodes. 
There seems, however, to be considerable support 
for this conception in the case of bovine infection, 
though it does not appear to be applicable to all cases 
of tuberculous lymphadenitis. In civilized countries an 
increasing attention to the care of herds and to pasteur- 
zation has of recent years ‘considerably reduced the 
proportion of cases attributable to bovine infection. In 
Southern Nigeria bovine infection is a rarity, but for 
a different reason. Relatively few cattle are driven 
down from the north, because tsetse belts have to be 
traversed en route, while fresh milk and butter do not 
enter into the dietary of Southern Nigerians. Peri- 
pheral tuberculous lymphadenitis among the latter may 
thus be taken as almost invariably due to infection with 

the human bacillus. | 
Some observations on the features of the disease in 
51 consecutivé cases seen in Lagos are here presented 
and the implications discussed. _ In 24 cases the diag- 
hosis was made on clinical grounds alone, always quite 
typical, and in the majority with associated sinuses, cold 
abscess, pulmonary tuberculosis, or pleura! effusion. In 
five cases the diagnosis was supported bacteriologically 
by gland puncture, in 10 cases histologically by gland 
biopsy, and in 12 by the macroscopic appearance at 
surgical excision with additional histological confirma- 
tion in five. Tuberculin tests were not carried out in 
this series. , Be 
Clinical Data of Present Series 


Of the 51 cases 32 were male and 19 female; by 
European standards a relatively large number were 
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adult, 17 (33.3%) being over 20 (see Table). Inquiry 
was made whether there had been any recent death in 
the patient’s Household, or whether any member suf- 
fered from persistent cough with expectoration or from 
enlarged lymph glands; but in only two cases 
was any possible evidence of a recent tuberculous asso- 


Details of Cases 
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ciation elicited. One stated that a brother had died 


two years previously at the age of 14 suffering from 
cough, another that two members of his family bad 
enlarged lymph glands similar to his own. Twenty- 
seven of the patients took their food by dipping their 
fingers into a communal family food-bowl ; the remain- 
ing 24 ate from a separate plate. Twenty-eight patients 
from time to time consumed tinned milk, and eight of 
these also on occasion had cold-store butter, but only 
two admitted to the consumption of fresh milk. 


In contrast to this lack of any recent source of tuber- 
culous infection, in four cases the onset of an upper 
` cervical or submaxillary lymphadenitis was definitely 

associated with a homolateral dental or alveolar infec- 

tion ; in three cases an axillary adenitis was unmistak- 

ably connected with lactation; and in two cases a 

troublesome erupting tooth clearly heralded the onset 

of a submaxillary adenitis. In 14 other cases there was 
coincident dentition, but no such close and clear causal 
connexion between the latter and the lymphadenitis. 

Radiological evidence of a pre-existing primary complex, 

or calcified foci in Jungs or hilar glands, was found in 

35% of all cases, as opposed to 21% in a series of 100 
. comparable controls. - 

As regards the physical findings, it is notable that 
more: than one group of glands ‘was involved in 30 of 
the 51 cases. Although various groups might become 
affected in rapid succession, as a rule ‘one group was 
primarily involved, with subsequent spread at intervals 
and in lymphatic continuity to other groups. Groups 
are defined broadly as cervical, axillary, or inguinal ; 
and unilateral involvement of submaxillary, jugular, 
accessory, and supraclavicular glands ıs classified as 
disease of one group only. In a proportion of cases 
there was, in addition to the glands manifestly tuber- 
culous, a slight or shotty enlargement of glands in other, 
remoter groups ; it was thought that this was probably 
in the nature of a focal reaction to products of the 
tubercle bacillus rather than an -active tuberculous 
‘infection. í 


Although the cervical glands were most often initially 


-affected, the axillary glands were primarily “involved ‘in 


seven cases, and involved secondarily and in conjunc- 
tion with other groups in a further 12, while the inguinal 
glands were the primary offenders in three instances 
and secondarily involved in another three. 

Any type or degree of the disease might be met with 
at any age. ` In children under 5, however, there was 
a tendency to a’very massive bilateral cervical glandular 
enlargement, giving a bull-necked appearance, often with 
oedema of the superficial cervical tissues, and sometimes 
with an associated axillary lymphadenitis. This type 
appears to reflect a rapidly developed and marked 
sensitization to the products of the tubercle bacillus, ` 
possibly the result of an early and heavy primary 
infection. The general condition of these children was, 
however, usually fairly good and the response to 


_ conservative lines of treatment slow but satisfactory. 


Cold abscess and sinus formation, which were noted 
in 16 cases, occurred in the younger age groups as a 
rule only after fairly prolonged disease, but often in 
the older age groups after disease of much shorter 
duration. a 

There was coincident pulmonary tuberculosis in three 
cases—bronchopneumonic in patients aged:3 and 24, and 
upper lobar and probably pneumonic in one aged 27. 
While the later cavitative type of pulmonary tuberculosis 
is not associated with a lymphadenopathy, the broncho- 
pneumonic and pneumonic types almost always are. 
Thus no case presenting with tuberculous lymphadenitis 
must be judged simple and of good prognosis until 
associated pulmonary disease has been excluded. 

Two children, aged 44 and 12, had coincident pleural 
effusions. One child aged 6, who had apparent menin- 
geal involvement when first seen, developed a hemiplegia 
and died within a few days. Four children under 10 
had greatly enlarged thymuses. 


Treatment 


Most cases without sinus formation responded very 
favourably but with varying celerity to conservative 
measures, a full nutritious diet, cod-liver ‘oil or ¢alci- 
ferol, and occasionally a period of rest in hospital. Cold 
abscesses might require aspiration. In the presence of 
sinuses response to conservative treatment was slow. 
and unsatisfactory, and if only one gland group was 
involved complete surgical excision was found, to be 
most. successful. Such excision was carried out in 12 
of these 51 cases because of sinus formation or slow 
response to conservative measures, or because of involve- 
ment of a small localized gland group. While in the 
majority healmg was prompt, in a few cases areas of. 
tuberculous ulceration in the scar led to more protracted 
but eventually sound healing. Surgical measures of less 
extent were never employed. 

While the immediate results of surgical excision are 
excellent, it should be remembered that the period of 
sensitization of the lymph glands may be prolonged, and 
that after complete eradication of the involved gland 
group other groups may show the disease months or. 
years later. Thus one patient in this series, for whom 
I had performed a complete left cervical clearance over 


-two years previously, returned with tuberculosis of the 


upper right cervical glands with one cold abscess. The 
recurrence was of recent origin and responded well to 
conservative measures. In the chronic case with involve- 
ment of many gland groups, multiple sinuses, cold 
abscesses, secondary infection, and general debilitation, 
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surgery is excluded, conservative treatment often fruit- 
less, and the course usually progressively downhill. 
Discussion and Conclusions 

It is apparènt that clinical tuberculous lymphadenitis 
does not represent a primary infection with the 
organism. The glandular component of a pulmonary 
primary complex consists of a very limited enlargement 
and caseation of only those few nodes directly draining 
the lung focus, for the lymphatic glands have as yet 
acquired no sensitizatión to the products of the tubercle 
bacillus. On the other hand, the glandular enlargement 
of a clinical tuberculous lymphadenopathy, which may 
be very considerable or even massive and involve a 
whole group or several groups of glands, indicates that 


a degree of such allergy has now developed. The time. 
that must elapse between the primary infection and full ` 


development of sensitization varies, possibly according 
to the dosage of the initial infection, but may be fairly 
short, as suggested by a case in this series that first 
exhibited lymphadenopathy at the age of 18 months. 
Once allergy is attained, the interval before ‘it again 
wanes and desensitization 1s achieved is also variable. 
Thus three patients had cervical scars, attributed by 
them to incision or enucleation of tuberculous glands 
by native “ doctors” five, six, and seven years earlier 
respectively, and this probably represents about the 
longest duration of sustained glandular sensitization. 
The.source and route of the primary sensitizing infec- 
tion merit consideration. Despite the absence of milk 
and milk products from the dietary, the use of the com- 
munal food-bow! offers a possible alternative mode of 
infection by ingestion in 27 of the 51 cases. That the 
alimentary route is not the probable one is suggested 
by the comparative rarity of primary abdominal tuber- 
culosis and the infrequency of calcified abdominal glands 
radidlogically. The likely mode of infection is then by 
inhalation, though whether the portal of entry is 
nasopharyngeal or pulmonary remains open to question. 
Examination of the tonsils for tuberculous foci has 
not yet been carried out in Southern Nigeria. From a 
pulmonary primary focus bacilli could pass via the hilar 
and broncho-mediastinal glands to the cervical glands 
and even further afield to the axillary nodes- It would be 


-necegsary. to assume, however, in those rarer cases in 


which the inguinal glands are primarily involved, that 
infection had been, exceptionally, by ingestion and not 
by inhalation, and the route of infection via the ileo- 
caecal, para-aortic, and ilac nodes. Such an explana- 
tion would yet fail to account for those instances in 
which the inguinal glands are involved in association 
with the axillary and/or cervical glands. ` 

The final possible method of spread of infection from 
the primary complex to the peripheral lymph ‘nodes is 
by the blood stream, a route too little considered in the 
past, paralleled in such diseases ag syphilis, and consis- 
tent with the early bacteriaemia that has been shown to 
occur in tuberculous infection. Though proof is lack- 
ing, this last route seems to be the most convincing 
possibility. Once deposited in the glands, the bacilli 
may be demolished, may be permanently latent if the 
degree of glandular sensitization never attains the 


ease, or; if this threshold is exceeded, may lie latent 
only until and if some precipitating factor provokes 
overt tuberculous lymphadenitis. 

Fhe precipitating factor is probably not a further 
In this series a history of a 


recent tuberculous contact was notably rare, but in no . 
fewer than nine cases there was a clear and unmistak- 
able precipitation of the disease by lactation, a trouble- 
some erupting tooth, or a pyogenic dental or alveolar 
infection. Admittedly there remain 42 cases in which 
no such factor is evident. It is probable that in very 
young children with a high degree of allergy the provoca- 
tive agent may be so trivial as to be easily overlooked 
-normal dentition, perhaps. Further, in some cases the 
precipitating factor might conceivably be general rather 
than local—for instance, an attack of malaria. Though 
no such case occurred ‘in this series, I have observed 
on several occasions the association of a deficiency syn- 
drome (probably of protein and the vitamin-B complex), 
characterized by weakness, skin changes, severe anaemia, 
and oedema, with tuberculous lymphadenopathy. 
The cervical glands, which are those most com- 
monly affected by tuberculosis, are also those most 
prone to intercurrent non-tuberculous infection from 
ears, pharynx, tonsils, and teeth ; while for the axillary 
glands lactation, dnd for the inguinal chiggers, tropical 
ulcer, or venereal disease, may pull the trigger. Once 
one group of glands has been thus excited to overt 
tuberculous disease other adjacent groups may -be 
affected by lymphatic channels and. in lymphatic 
continuity. 2 FR 


- Summary 


A survey of 51 cases of tuberculous lymphadenitis in the 
Nigerian African is made. It is pointed out that there is a 
tendency to rather more florid manifestations than in the 
European, that‘in a high proportion of cases more than one 
gland group is involved, and that the axillary glands are 
quite often, and the inguinal glands not rarely, those pri- 
marily affected. Certain suggestions are made regarding the 
pathogenesis of the disease. 


I should like to express mý thanks to Dr. G. B. Walker, 
Director of Medical Services for Nigeria, for ‘permission to 
publish this paper. 
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At this season of the year, when Continental travel is 
hkely to be popular, there are certain insurance aspects 
which should be carefully considered. It is possible, the 
insurance company having been informed beforehand about 
the precise_period of the Continental visit, for the normal 
motor policy cover to be extended for use on the Continent 
Some companies will include under this heading the Marine 
Transit risk, but inquiry should be made specifically upon 
this point. Certain countries on the Contihent, such as 
Norway, Sweden, Denmark, and Switzerland; require specific 
information to appear on a certificate of insurance. In the 
event of a visit to these countries the insurance company 
will require details of the engine and chassis numbers of. 
the car and a’ note stating inclusive dates of the pro- ' 
posed visit. It should be noted that the cover granted 
by the comprehensive motor insurance policy for personal 
effects is somewhat limited, and, while the detail varies a 
little as between companies, as a rule it extends only to 
a total of £20. Experience has shown that for Continental 
travel thig amount is inadequate, and those who intend to 
have a holiday abroad are strongly recommended to take 
out a separate insurance to the full value of the effects 
which they propose to take with them. A specially attrac- 
tive policy of this type can be obtained through the Medi- 
cal Insurance Agency, B.M.A. House, Tavistock Square, 
London, W.C 1, or 6, Drumsheugh Gardens, Edinburgh. 
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HEREDITARY HAEMORRHAGIC 
TELANGIECTASIA WITH 
HEPATOSPLENOMEGALY AND ASCITES 


BY 


D. W. ASHBY, M.D., M.R.C.P. | 
Senior Medical Registrar, Queen Elizabeth Hospital, 
: Birmingham 


AND 


, ERNEST BULMER, C.BE., M.D. -F.R.CP. 
Consulting Physician, Queen Elizabeth Hospital, Birmingham 


Since Osler (1901) distinguished hereditary haemor- 
rhagic telangiectasia from other hereditary bleeding 
diatheses, it has often been described, and has’ been 
found to be associated with familial epistaxis, melaena 
(Gambill, 1946), haematemesis, haematuria, pulmonary 
arteriovenous fistula (Moyer and Ackerman, 1948), 
piofound anaemia, and splenic or liver enlargement 
, (Roles, 1928; Fitz-Hugh, 1931; van Bogaert and 
Scherer, 1935). Anning, in a personal communication, 
states that hepatomegaly has not been noted in any of 
the cases of Garland and Anning (1950a, 1950b) and 
that the splenic enlargement ıs usually thought to 
accompany severe anaemia None of 56 patients 


recorded by Garland in 1936 had evidence of liver . 


disorder Nora Schuster (1937) published a case of 
telangiectasia with splenomegaly in which there were 
multiple aneurysms of the splenic artery. She refers 
to five complete necropsies, in four of which the spleen. 
was enlarged but not the liver. In two cases of Fitz- 
Hugh there was atrophic necrosis of the liver after 
transfusion intolerance. Another showed fatty change, 
, haemorrhage, and biliary dilatation, and her own case 
showed venous congestion and patchy periportal and 
peribiliary fibiosis,.the patient having died with heart 
failure. The necropsy on van Bogaert and Scherer’s case 
was the only one in which a true cirrhosis was present 
They described the case of a patient with familial 
telangiectasia and a true Laennec’s cirrhosis whose 
mother also had hepatomegaly. Saksela et al. (1949) 
stated that Rooschiiz (1937) was the first to diagnose 
atypical liver cirrhosis at necropsy, and that Johnson 
and Nordenson (1942) were able to find some sort of 
functional disorder of the liver in at least one test in all 
cases. . Parkes Weber (1936) thought that the liver 
changes might be the result of ‘dysbiotrophy. He 
referred to two further necropsies without detail. 

The present report is of a patient with the Osler- 
Weber—Rendu syndrome, severe anaemia, nose-bleed- 
ing and intestinal bleeding, together with hepatospleno- 
megaly and ascites. The latter is assumed to be the 
result of cirrhosis of the liver as described by van 
Bogaert and Scherer. Ascites is not commonly noted, 


but has been described by Gurney Yates (Hurst and, 


Plummer, 1932). 
Case Report 

A woman aged 63 was admitted to hospital on April 5, 
1950, with gross anaemia, telangiectasia, ascites, and hepato- 
splenomegaly. Neither her two older sisters nor her parents 
were similarly affected. Her telangiectases did not begin 
until she was 30. At first a single naevus appeared on the 
‘right cheek, and in the course of years developed*on the 


face, ears, and tongue, and finally on the hands at the age- 


of 61. From the time the naevi appeared she’suffered from 
8 to 10 nose-bleedings a year, so severe that towels were 
soaked with the blood. : 

Sixteen years before admission she became breathless on 
walking uphill, and was admitted to a nursing-home, where 


iron-deficiency anaemia with achlorhydria was diagnosed. 
Iron was given, and she felt better until 1942, when breath- 
lessness again occurred. In 1948 she had melaena, followed 
by loss of consciousness, and on being admitted to hospital] 
5 pints (2.8 litres) of blood was transfused. Subsequently 
folic acid and iron were given. She improved steadily, but 
had a severe bleeding from an angioma on the tongue in 
April, 1949; this ceased after cauterization, and a further 
2 pints (1:14 litres) of blood was transfused. In February. 
1950, her abdomen began to swell and her liver was enlarged. 
‘She was admitted with a provisional diagnosis of Osler- 
Weber—Rendu syndrome and cirrhosis of the liver. - 

On examination she was extremely pale; multiple angio- 
mata were seen on the face, lips, and inside of the mouth, . 
zand scattered on the trunk; there was gross ascites, with 
enlargement of the liver and spleen (Figs. 1 and 2). Her 
blood pressure was 170/90. A haemic murmur was heard 
over the base of the praecordium. 

Paracentesis was performed, and 7}. pints (4.3 litres) of 
clear amber fluid with a protein content of 1.2% and a 
lymphocytic cellular content was withdrawn. 





Fic. 2.—Showing telangiectases of tongue and Ups 
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A blood count showed: red ‘cells, 2,450,000; haemo- 
globin, 42% ; colour index, 0.86; white cells, 3,050; plate- 
lets, 346,000: per cmm. ; cell volume, 214%; M.C.V. 
95.6 pw’; M.CH.C., 28%; bleeding time, six minutes; 
coagulation time, initial clotting five minutes; complete 
clotting, eight minutes. The sternal marrow film showed 
increased haemopoiesis with’ normoblastic erythropoiesis. 
There were some deformed iron-deficiency normoblasts. 

Tests for occult blood in the stools were repeatedly posi- 
tive. The fractional test meal demonstrated a histamine- 

fast achlorhydria and blood in the test specimens. The 
`~ blood urea was 34 mg., and the plasma fibrinogen 250 mg. 
Liver-function tests on April 5 showed: serum albumin, 
3.3 g.; serum globulin, 1.8 g.; serum total cholesterol, 
190 mg. per 100 ml. ; serum alkaline phosphatase, 20 units ; 
van den Bergh, direct and indirect reaction negative ; 
cephalin cholesterol, negative; thymol turbidity, 05 unit ; 
colloidal gold, 33210, The.serum albumin was relatively 
low, and the serum alkaline phosphatase was raised. 

The patient’s blood was found to be Rhesus-negative, and 
she was transfused with 3 pints (1.7 litres) of packed cells 
from Rhesus-negative blood. After this her red cell count 
- rose to 3,390,000 per c.mm., and the haemoglobin to 60%. 
On April 28 she was discharged on choline, 4 g. a day, and 
“rutin,” 60.mg. a day. 

On June 8 she was readmitted. She felt better, but had 
had'two further nose-bleeds and still had a pronounced 
pallor. The liver and spleen were unchanged ın size. A 
blood count showed: red cells, 2,480,000 per c.mm. ; haemo- 
globin, 36%; cell volume, 19.7 c.cm.; M.C.V., 79.4 p; 
M.C.H.C., 25.4%; bleeding time, three minutes; coagula- 
tion time, initial clotting, eight minutes; complete clotting, 
11 minutes ; platelets, 275,000 per c.mm.; prothrombin time, 
14 seconds. Tests for occult blood in stools were still 
strongly positive. Sigmoidoscopy failed to show any angio- 
mata of the rectum and distal sigmoid colon; she was not 
submitted to gastroscopy. <A further 3 pints of Rhesus- 
negative blood was given. She had no further nose-bleeds 
while in hospital: and was discharged on June 22. 

On July 15 she was readmitted, the ascites having re- 
accumulated, but no further nose-bleeds having occurred. 
A blood count on July 16 was: red cells, 2,260,000 ; haemo- _ 
globin, 44% ; colour index, 0.97; white cells, 4,050; plate- 
lets, 283,000 per cmm. A further 12 pints (6.8 litres) of 
ascitic fluid was removed and she was discharged on July 17. 

The -patient’s son, aged 33, had had angiomata of the 
cheek since he was 20. For five ‘years he had had frequent 
nose-bleeds, up to three or four a week, and had required 
cauterization of the bleeding patches up to once a year. The 
daughter, aged 27, had had bleeding from both nostrils inter- 
mittently for 10 years, severe for seven years. There was 
one angioma on her left forefinger ; this had only recently 
appeared. Neither had hepatosplenomegaly. 


Comment 


The above case illustrates the dictum that the true 
frequency of the-condition would be realized if every 
physician, dermatologist, or rhinologist seeing cases of 
recurring epistaxis or multiple telangiectases of the face 
would inquire into the family history. The patient’s 
daughter, although undergoing cauterization of the 
nose, was not previously considered to have hereditary 
haemorrhagic telangiectasia. All members of the 
family developed angiomata or nose bleeds after the age _ 
of 17. This is interesting, and recalls the work of 
Bean ef al. (1949) on the angiomata of pregnancy, 
suggesting an endocrinological basis. The patient’s 
severe anaemia was considered to be due to repeated 
blood loss in the stools, all tests for occult blood being 
repeatedly positive. Whether the bleeding arose from 
oesophageal varices as the result of cirrhosis of the 

. liver, or from angiomata of the stomach or bowel, 
remains unproved, but Kushlan (1946) has described 
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cherry angiomata and ecchymotic telangiectases, to- 
gether with a distended oozing vein on the angulus 
observed through the gastroscope. © The evidence for 
suspecting that the pathology is that of cirrhosis 
depends largely upon the presence of hepatospleno- 
megaly with ascites, the low value of serum albumin 
and raised serum alkaline phosphatase being of them- 
selves inconclusive. . 

Treatment with rutin has been disappointing in this 
case, the anaemia relapsing: within a few weeks of 
transfusion, and the nose-bleeds persisting despite doses 
of 60 mg. a day. ‘This confirms the observation of 
Petch (1948). 


Our grateful thanks are due to Dr. A. L. Peeney and 
Mr. Garfield Thomas for the pathological and biochemical work 
upon this case. 
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AN INTERESTING. CASE 
OF POLYMASTIA OBSERVED IN 
PREGNANCY . 


BY 


F. HAMILTON LECKIE, M.R.C.0.G. 
Obstetrical and Gynaecological Registrar, Paisley and 
District Group of Hospitals 


The occurrence of supernumerary nipples (polythelia) 
and of supernumerary breasts (polymastia) is well 
known.- As students we meet first with these anomalies 
of development in the anatomy and embryology classes. 
In later days, in hospital or general practice, it is not 
uricommon to see patients in whom there are one or more 
supernumerary nipples; less frequently we may see a 
patient in whom supernumerary breasts are present. By 
the very nature of the examinations required, the hyper- 
trophic and secretory changes which take place in the 
breasts, and the interest involved in breast-feeding, it is 
probable that most cases of polymastia are seen in preg- 
nant women 
$ Case Report 
A 2-gravida, aged 20, reported to the antenatal clinic of 


-the Eastern District Hospital, Glasgow, on April 25, 1949. 


Her last menstrual period began on September 17, 1948, 
and her expected date of confinement was June 24, 1949. 
She had been pregnant on one occasion previously, and had 
delivered herself normally of a live male child weighing 
6 Ib. 8 oz. (2.9 kg.) in 1946. The baby was bottle-fed. 
Her urine was clear of abnormal constituents, her blood 
pressure was 120/50 mm. Hg, and her weight was 9 st. 6 Ib. 
(59.9 kg.). . She made no complaint. She was of short 
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stature,- and appeared otherwise normal and healthy. 
Examination of the chest revealed large breasts, which 
on closer inspection were seen to have bilateral secondary 
nipples and areolae on the lower curves, and in this region 
the breasts were locally slightly fuller. Colostrum could be 
expressed from each nipple: Lower down, on the abdomen, 
were two other supernumerary nipples. Arrangements were 
made, with: the patient’s consent, to record these findings by 
photography (see illustration). Examination of her heart 








` Photograph showing the adie go glands with their 
nipples and areo under the normal breasts. The ‘super- 
numerary nipples on the abdominal wall are clearly visible. - _ 


and lungs did not.reveal any departure from the normal. 
Abdominal palpation showed the uterus to be enlarged to 
a size consistent with a 26-weeks pregnancy: the foetal head 
was presenting. Her pelvis was examined and was con- 
sidered to be of adequate proportions. The results of blood 
examination were: Wassermann reaction, negative; blood 
group, O; rhesus factor, positive. ~ a 
From this time until she was admitted to hospital in labour 
- she was seen regularly; and she remained well throughout 
the remainder of pregnancy. Eo yds 
She was admitted to hospital at 3 a.m. on June 24, her 
pains having started at 11 p.m. on the previous day, and a 
live female child weighing 6 lb. 9 oz. (3 kg.) was delivered 
spontaneously at 4.10 a.m. on the day. of admission. The 
placenta (complete) and membranes (ragged) were delivered 
normally at 4.20 a.m. ' ‘ : ` 
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It was decided to stimulate the milk secretion as much as 


possible, and when lactation, was established the baby was 
to have test feeds from each of the four upper nipples. By 
June 27 the breasts were secreting very well, and it was 
considered that lactation was established adequately. Test- 


feeding was started on the following day. On the right side” 


- the baby did well from the upper normally placed nipple, 
. but the secretion from the lower nipple .was negligible; and 
test feeds on the right side were abandoned. On the left 
side comparative test feeds were satisfactory:’ from the 
upper normally placed ‘nipple the baby was able to get an 
average of 14 oz. (400 ml.) of milk in 24 hours, and from 


the lower nipple an average of 74 oz. (213 ml.) in 24 hours.. 


The baby’s weight-chart showed that_it received. adequate 
feeds. ‘It was noted that from whatever nipple the baby was 
being fed the other three were stimulated to secrete spon- 
tancously;and freely: The, patient co-operated very well, 
but it was obvious that she was suffering same discomfort 
-by. being almost bathed -in milk at every feed, and, in spite 
of. being screened, she felt embarrassed. Because of this it 
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was decided to stop breast-feeding completely, and on July 2, 
the day of dismissal, she was given stilboestrol. Prior to 
eet her breasts were palpated añd were found to be 
80 ae : 


As a postscript to this case if is interesting to note that, 





-according to the patient, her husband was unaware that his 


wife had the’ supernumerary breasts and nipples. 


; Discussion -` Ve 

References to abnormal development of the breasts are 
few, but one excellent account is that of Evans (1923). ' 
According to Gray’s Anatomy (1935), Hamilton et al. 


. (1945), Evans (1923), and ‘many others, there are fairly ` 
definite lines—the nipple lines, mammary or milk ridges ° 
-—which extend on each side of the body ventrally from 
the roots of the arms to the inner aspects of the thighs in 
the groins. - At any point along these lines it is possible ` 
‘for nipples and glands to develop by epithelia! down 


growths. That this is so has been shown by Fisher 
(1947), who described a case of fibro-adenoma in breast 
tissue occurring in the groin. The. normal breasts 
develop in the position which Evans (1923) states corre- 
sponds to the fourth archaic position, the first three of 
these positions being at a higher level. In the case des- 
cribed it is apparent that the normal breasts have 
appeared, and extramammary glands have developed in 
the fifth archaic position, that-on the right being very 
tudimentary. In addition, at lower levels, supernumerary 
nipples have grown. s 
The mere presence of these anomalies of development 
is probably of little significance under normal conditions, 
unless on aesthetic grounds. During pregnancy and the 
puerperium, however, when the mammae are under the 
active influence of hormones, the importance of the 
extramammary glands may become evident,-and in a 
negative way as in the case described. - Because of the 
amount of milk which is secreted from all the glands“ 
when the baby is suckled at one, and the discomfort 
occasioned thereby to the mother, it may be necessary to 
stop breast-feeding. The position is paradoxical. It may 
be argued that the control of the secretion could be 
obtained by judicious administration of stilboestrol, but 
it is-contended that the flow from the supernumerary. 
breasts, though reduced, would continue, nevertheless, 
even though the extramammary glands were not suckled. 
The attitude of the mother, of course, must be taken into 
consideration also. : g E 
Summary Li 
A case.of polymastia in pregnancy is described in some 
detail, particularly with regard to lactation and breast- 
feeding. ` i ae 
In discussing the anomaly -of development in the puer- 
perium, it is held that breast-feeding is probably contra- 
indicated, the situation being paradoxical. ` -7 


I wish to express my thanks:to Dr. R. G. H. Cunningham, 
medical superintendent, for permission to publish the case report, 
to'Dr. D. S. Anderson for the photography, to Mr. G. C. A. 
Terry, librarian, Royal Faculty of Physicians and Surgeons, 
Glasgow, for assistance with references, and in particular to the 
nursing staff in’ the maternity wards of the Eastern District 


` Hospital, Glasgow, without whose capable assistance and 
co-operation ‘the test feeding would not have been possible. ~ 
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Medical Memoranda = 


‘Torsion of a Tubercdlous Pyosalpinx 
‘Torsion of the Fallopian tube has been reported in this 
Journal by de Soldenhoff (1949) and Shaw (1949). It 
is- a relatively rare condition, the, total number of 
recorded cases since 1890 being about 120. In ‘most 
cases the affected tube was diseased. Š 
` The following case of a twisted tuberculous pyosalpinx 
is worth recording because of its rarity and unusual 
‘ glinical features. . — 


` Case Report 
A nulliparous woman aged 21 was admitted to St. Giles’s 








Hospital on August 14, 1949, complaining of dull lower - 
The pain was of 


abdominal pain of 48 hours’ duration. 
sudden ~ onset and followed a short attack of diarrhoea, 
being at first general, 
and becoming local- 
wed in the -R.LF. 
some hours later. 
During the last 12 
hours it had again 
become’ generalized, 
but remained maxi- 
mal in the RIF. 
There was anorexia 
but . no mausea or 
vomiting.  Constipa- 
tion followed the 
initial attack of diar- 
rhoea. Flatus was 
* passed a few hours 
before admission. 
During the last 24 
hours scalding pain 
on micturition with- 
out frequency 
occurred.- The 
gynaecological his- 
tory, incłuding the 
last menstrual period 

















Above: Torsion of tuberculous 


pyosalpinx, showing marked con- n 
gestton and ‘earl ly gangreng, Below: ae weeks ES 
Normal appendix “from “the same OUSiy, was normal. 
case. Apart from occasional 

abdominal fullness 


after meals she had no previous abdominal trouble. During 
a routine examination in January, 1946, pulmonary tubercu- 
losis was discovered. In May, 1946, a phrenic crush was 
performed, She was discharged after four months of sana- 
torium treatment and had remained symptom-free since. ' 

On examination she was seen to be a well-built woman ; 
facies slightly flushed; throat normal; tongue clean; 
temperature 100.6° F. (38.1° C.), pulse 124, respirations 22. 
Abdomen: normal appéarance, soft, reflexes present; 
marked tenderness and guarding on deep pressure in 
R.LF. and slightly in L.LF.; positive Rovsing’s sign and 
Cope’s psoas test; shifting dullness in lower abdomen; a 
few borborygmi heard. P.R.: Very tender on right lateral 
rectal wall. ‘P.V.: Nil; no palpable mass on bimanual 
palpation. Urine examination: Acetone ++, otherwise 
nil. E.S.R. 66. Blood count: red cells, 4,500,000; Hb, 
72% ; C.I., 80; white cells, 16,900 (normal differential count). 
- Acute appendicitis with pelvic peritonitis was. diagnosed. 
Findings at operation (performed shortly after admission): 
A moderate amount of blood-stained fluid in peritoneal 
cavity; a dark plum-coloured, congested, mobile mass, the 
size and shape of a large pear, lying against lower caecum 
in R.I.F. (see photograph). Appendix normal. Mass proved 
to be-right Fallopian tube, enormously dilated in its distal 
four-fifths. Most of the dilated portion had risen from the 
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pelvis and, hanging ¢ over the pelvic brim, had become an 
abdominal organ. Both ovaries and uterus normal į in appear- 
ance and position. No adhesigns. The right tube had 
become twisted five times in à clockwise direction, at the” 
junction of the normal and dilated, portions, resulting in 
complete strangulation, early gangrene, and pelvic peritonitis. 
No improvement in colour noticed on correction of tor- 


sion. Salpingectomy performed. Abdomen closed without 
drainage. 

Tube contained thick, green-yellow, odourless pus ` The 

- post-operative diagnosis was acute torsion of a tuberculous 

` pyosalpinx. was confirmed by pathological examina- 

tion: (1) Lòwenstein culture: tubercle bacilli present 

(2) Section: Greatly enlarged and distended Fallopian 


tube. Contents resembled caseous- material. Section of 
wall showed granulation tissue containing a few tubercle 
bacilli. 

Recovery was uneventful. Thé patient was discharged 
on the twelfth post- operative day and has since remained 
well, 

4 
a : $ Comment À 

This case- resembled acute appendicitis. Features 
suggestive of tubal torsion (Cope, 1940; Nixon, 1948: 
were missing—for example, simultaneous pain and 
vomiting, and a palpable mass. The characteristics of 
tuberculous: salpingitis (Dible and Davie, 1945) were 
also absent—for example, signs of chronic salpingitis, 
tubal thickening, contraction, dense pelvic adhesions, 
caseation, and ‘abscess formation. 


. The aetiology of the torsion is obscure. In the absence 


of adhesions it may have been started by the curious. 


imitial short attack of diarrhoea, leading to violent peri- 
stalsis, and aided by a long pedicle 


I wish to thank Dr. W. Feldman, medical superintendent, 
St. Giles’s Hospital, for permission to publish this case. F am 
grateful to Dr. E. Brand, pathologist, Park Hospital, for his 
report. A d Be 


i Joseru Wot, M.B. B.Ch., B.A.O., LM, 
Late Surgical Registrar, St. Giles’s ODR London 
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A Second Attack of ers, y 


Second attacks of poliomyelitis, though very uncommon, 
have been reported by Alves and Pugh (1947) ‘and by 
Lipscomb (1947). Older literature in this respect was 
reviewed by Wilson (1940). Attention has also been 


` drawn to the effect of exercise in precipitating paralysis 


in poliomyelitis (Russell, 1947). 

The following case, in which the paralysis of the 
second attack was probably precipitated by violent exer- 
cise, seems worthy of publication. 


rit Case Report 


A recently qualified medical man aged 24, of distinctive 
athletic ability, had obtained a house appointment in a 
London teaching hospital. His past medical history 
included typhoid, blackwater fever, and chronic sinusitis 

First Attack—In September, 1947, while still a medical 
student, he underwent an operation for diverticulum of the 
bladder. Ten days after the operation he complained of 
headache, with photophobia, and pain in the back. He 
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temperature was 101° F. (38. 3° C.) He had moderate neck- January 23. 


tigidity,and a positive Kernig sign. The-cerebrospinal fluid 
showed a pressure of 80 mm. water, three cells per c.mm., 
and 30.mg. of protein per 100 ml. He developed some 


weakness of the left triceps and left extensor carpi radialis, ' 


and of the left foot. He was seen by'a neurologist, who 
regarded the condition as a mild case of poliomyelitis’ with 
every prospect of complete recovery. He did’ in fact make 
an excellent recovery, but admitted to some residual weak- 


ness in the left foot; sufficient to keep him out of first-class 


rugby. 


Second rare —On January 13, 1950, he reported sick with 
profuse sweating, increasing pain in the lower right chest, 
and hiccup. There was no dyspnoea, cough, fever, or other 
symptom. Later his temperature rose to 100.4° F. (38° C., 
and the hiccup caused considerable distress. The throat, 
lungs, and abdomen were normal except for some tender- 


ness of the recti abdominis. The evening temperature was ` 


99.8° F. (37.7° C.); the pulse and respirations were normal. 
The following morning his temperature was up to 102.4° F 

(39.1° C.), but was: normal by the evening, and remained 
so the day after, when the pain had almost gone but some 
hiccup and headache remained. The chest examination and 
differential white cell count were normal, On January 17 
he was free from pain and his temperature had been normal 
for 48 hours. He felt very well, and was given permission 
to go. A diagnosis of Bornholm disease had been made. 


Apparently he felt quite well until the evening of 
January 19, when, while engaged in a violent game of 
squash, he developed a severe headache and later vomited. 
The headache persisting, he took some “veganin” tablets 


and went to bed. Next day he went away for the week-~ 


end, although not feeling well, and joined a party at a 
cinema in the-evening. He felt cold and shivery, but as it 
was a bitterly cold night little notice was taken of this. He 
admitted to having a headache and feeling not well. After- 
wards at supper he appeared to enjoy his meal and was 
quite bright and cheerful. He took some veganin and a 
hot toddy and. went to bed early. 


It had been intended to allow him to sleep late, but, 
movements being heard in his room, he was visited by his 
host, who immediately realized that he was“ sériously ill, 
with ‘marked meningitic symptoms—namely, severe head- 
ache, neck rigidity, positive Kernig sign, and left plantar 
response extensor. He was perfectly clear, mentally; his 
conjunctivae were congested, and photophobia was intense. 
His temperature was 100.4° F, (38° C.), pulse 100. Occipital 
and trapezius muscles were tender, but there was no tender- 
ness elsewhere, and he was otherwise normal. 


Specialists were called i in, and they diagnosed poliomyelitis. 
In consequence he was removed to hospital, where the 
diagnosis was: confirmed by the physician-superintendent. 
_ While awaiting removal to hospital he began to vomif, and 
this persisted. On admission he was found to have marked 
. photophobia, intense headache, stiffness of the back and 
"neck muscles, and his knee-jerks were brisk and plantar 
responses extensor. His abdominal reflexes were- absent. 
Kernig’s sign was present, and there was muscle tenderness. 
By the afternoon of January 21 there was some weakness 
of the adductors of the thighs, and the knee-jerks, though 
present, were diminished in activity. In ‘view of the diag-. 
nosis of poliomyelitis it was at this stage considered 
inadvisable to do a lumbar puncture.: ot 


On January 22 he was still complaining of severe head- 
ache, and vomited at intervals. While he was being pre- 
pared for lumbar puncture his condition worsened, and- 
he resented- movement. He complained of respiratory, 
embarrassment, which was-obvious, the movements -of his” 
diaphragm and intercostals being weak. He was immedi- 
ately placed in a Both respirator, where his condition 
-improved, and he appeared cheerful but somewhat appre- 
hensive. He had a comparatively ‘restless might, having 
failed to sleep, though hypnotics were administered, and 
., he was rational and in comparatively good condition on 
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His neck, back, and limbs- were still hyper- 
aesthetic; the headache persisted, but the vomiting had 
ceased. There was no interference with speech,-but some ' 
difficulty in swallowing. Suddenly, without any warning. 
he became cyanosed; speech became difficult, and his 
condition critical. He died of cardiac and respiratory 


failure an hour later. 


Sections of the spinal cord and brain were taken at 
necropsy, -and:the pathologist reported: “Sections from 
the lower cervical, thoracic, and lumbar © regions show the 
‘characteristic- changes of acute poliomyelitis. The grey 
matter shows much infiltration with -inflammatory cells, 


- including many polymorphonuclears ; the motor nerve cells 


are necrotic; and the blood vessels show perivascular cuff- 
ing. ‘The medulla also shows focal areas of inflarnmation 


and perivascular cuffing, but the pons and. voptig thalamus 
are normal.” 


Comment 


On the evidence available this man’ had t two attacks 
of poliomyelitis within just over two and a half years. 
the first being mild, from which almost full recovery was 
made, and the second.a fulminating attack, which caused 
death. ` The second attack ran a typical course’ showing’ 
plainly the biphasic progress (McAlpine et al., 1947) of 
the disease, there being an interval of two to three days 
-between the illness of the invasion and ‘the onset of the 
paralytic phase. During the remission he felt well 
enough to play such a strenuous game as squash. It is 
possible that had he remained quietly in bed during this 
remission the_illness would have-.terminated as an 
abortive attack of poliomyelitis, without paralysis. 

I am indebted: to Dr. Douglas _McAlpine for his sugges- 
tion that should publish this casé; to Dr. R. J. McGill, 
Dr.~D. J. N. McNab, M.O.H., Christchurch, and Dr. George 


Chesney ; and to the teaching hospital for supplying the patient's 
previous medical history and notes on the, first phase of his 


second illness. 
E.C. PARKER WILLIAMS, MRCS., 
L.R.CP., DPH. ` 
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— The latest issue of the Bulletin of Animal’Behaviour, an. 
occasional publication of the Association for the Study of 
Animal Behaviour (Cromwell House, Huntingdon), contains 
several interesting articles, including English translations of 
three recent papers by Professor. K. von Frisch on the 
language of bees and on their orientation. As is now well 
known, bees communicate by dancing in certain significant 
patterns, and it has now been shown that they can perceive 
the plane of polarization of the light-reflected from the sky— 
the plane changing as the sun changes its position through 
the day. In this way bees, and apparently ants also, can 
find their way about with reference to the sun’s position 
even when the sun itself is obscured by cloud. The careful 
experiments described in the paper make these ideas, which 
at first seemed fantastic, completely credible and convincing. 
Another article, by Professor O.-Koehler, discusses, the ability 
of birds to count. He points out how careful one must be 
in animal experiments not to give away the right answers 
to test questions by. some slight unconscious sign. The horse 
Clever Hans, for instance, which was at first thought to be 
capable of complex | mathematics, was in actual fact only an 
adept at.responding to the tension felt by his master as the 
correct answer was approached. In the latest work, however, 
ravens, parrots, jackdaws, and other birds have been shown 
able to count in the complete absence of human beings— 
when it was to their advantage to do so. < 
ar \ a 
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` . long series of original essays known as “ The Asclepiad,” 
Reviews _ which were continued till shortly before his death and 
are still often consulted In addition to these, he was 
` responsible for nearly a score of independent volumes 
PHYSICIAN AND HYGIENIST on subjects as varied as the treatment of phthisis (1857), 
A Biography of Sit Benjamin War d Richardson. Bý coagulation of the blood (1858), relation of dental to 


Sir Arthur Salusbury MacNalty, K.C.B., M.A., M.D., 
F.R.CP., F.R.C.S. (Pp. 92. 7s. 6d.) London: Harvey 
ane Biye d Ltd. (id, Shaftesbury Avenue, London, 


“ Richardson’s energy and endurance were phenomenal 


No subject in or near the sphere of medicine did he. 


- leave untouched; in many of them he showed -some 
originality of conception: and none did he fail to 
enliven with some fresh illustration.” So wrote Clifford 
Allbutt in a notice of this tireless and faithful lover of 
Hygeia. The period of scientific activity of Benjamin 
Ward, Richardson (1828-96) covers almost exactly the 
second half of the nineteenth century, for his first paper, 
“On Fibrinous Elements of the Blood,” appeared in 
1851, while the two volumes of his valuable Disciples of 


Aesculapius were collected by his daughter and pub-- 


lished posthumously in 1900. Versatile though he was 
and various though were his contributions, he was before 
all else a clinical physician and a hygienist. The British 
Medical Journal’s symposium on “ Fifty Years of Medi- 
cine (1900-1950),” recently published as a book, illus- 
trates the first half-century of scientific clinical approach. 
Clinical medicine and hygiene have become sciences in 
that half-century. Before then there were plenty of 
` scientific medical men, but the actual approach to clinical 
medicine and hygiene was still too traditional for these 
to be justly numbered among the sciences. Thus the 
second half of the nineteenth century may be regarded 
as a prelude to scientific medicine. In that prelude and 
in that great movement Richardson holds an honoured 
place. : 

Born in 1828, ie lost his mother in-1838, and decided 
then to devote himself to medicine. At 16 he’ was 
apprenticed- to a local apothecary in Leicestershire. 
Soon after he went to Glasgow for medical training. 
Salient events of his student life there were his presence 
at the first operation under a general anaesthetic at the 
Royal Infirmary in 1847 and his contraction of typhus 
and long convalescence therefrom. After working with 
several country practitioners he qualified as a licentiate 
of the Faculty of Physicians and Surgeons of Glasgow 
in 1850. He then became an assistant to a firm of 
general practitioners at Mortlake. Here he spent four 
_ busy, happy, and profitable years, and made several 
contributions to medical literature. In 1854 he settled 
in London as a physician. He did not attain first rank 
among London consultants and was not elected to one 
of the great teaching hospitals, the staffs of which were 
then, and long remained, very close corporations. He 
obtained, however, extensive clinical experience in a 
number of relatively minor hospitals, and he accumu- 
lated teaching experience in forensic medicine in a 
private medical school, in materia medica at the Royal 
College of Physicians, and in anatomy at the College 
of Dentists, He established a considerable reputation 
in legal medicine. 

Throughout life the literary activity of Richardson 
was immense. In 1855 he founded, edited, and largely 
wrote the Journal of Public Health and Sanitary Review, 
which for some years incorporated the Transactions of 
the Epidemiological Society. In 1862 he founded the 
monthly Social Scienee Review. In 1884 he began the 


general disease (1860), disease of modern life (1875), 
alcoholism (1875), manufacture of bread (1884), public 
health (1887), artificial respiration (1890), to say nothing 


-of a novel which is of considerable merit, 


Richardson. was an excellent biographer, a learned 
historian, no mean experimenter, and an understanding 
and penetrating physician in the days when knowledge 
of human nature and- intuitions about disease’ states 
were the main stock-in-trade of the physician. Above 
all he was a devotee of the hygienic idea. He was thus 
specially equipped to edit the work and write the life 
of Edwin Chadwick. This he did in the two fine volumes 
published in 1887 as The Health of Nations. This, with 
his Disciples of Aesculapius, published with an account 
of his own life by his daughter in-1900, are his most 
permanent memorials. He will, however, always be 
remembered as an able, eloquent, energetic, and, withal, 
sane advocate of temperance. In 1875 he became him- 
self a total abstainer, but, in 1888, in a clinical study 
of the action of alcohol, he wrote: “Between the 
general use of alcohol as a supposed food, and its use 
as a medicinal agent, there is the broadest distinction. 
I have never given up-the medicinal use of opium or 
alcohol.” . 

“Call no man happy until he is dead; he is, at 
best, but fortunate,” said Solon .of Athens ‘two and a 
half thousand years ago. This fine, manly, humane, 
inquiring being, B. W. Richardson, was fortunate in his 
life. But he is also happy in finding as memorialist 
one not unlike himself and not unworthy to be classed 
with him. ` 

CHARLES SINGER. 


HUMAN PHYSIOLOGY 


Physiol ie des Menschen (Landois- Rosemann).. By” 
Med. “Hans-Ulrich Rosemann. Twenty-sixth edi- 
uon, “Pp. 958 ; with 240 figures and one coloured plate. 
M. 46.60.) Berlin: Urban:and Schwarzenberg. 1950. 
The present “editor ‘of this famous: work is the son of 
Rudolf Rosemann, who produced the eleventh to twenty- 
fourth editions of the: book, which origmated as the 
textbook by Landois published first in 1879. The scope 
of the work is wide, covering a good deal of, bio- 
chemistry and of pathological and. clinical physiology. 
It contains an enormous amount of information, which 
‘is accordingly somewhat tightly: packed, and among 
other features has interesting paragraphs on the history 
of the subject. As the book has grown with the subject 
it has retained many traces of its evolution, and some 
of these could with advantage be omitted, since they 


~ now fall into the range of other subjects. As an example 


of this sort of thing one may perhaps mention a large 
amount of space given on p. 451 to the properties of 
‘drinking- water; again, nearly a page is devoted to 
sputum on p. 225, 

‘The emphases given are different from those in books 
in English. Thus nor-adrenaline is only lightly touched 
upon, and pancreozymin not mentioned. To make up 
for this we have innumerable examples of the German- 
speaking point of view and references to literature. 
These last would be more useful if the system of number- - 
ing was such that the reference could be located without 
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~ the reader having to turn. back to find what number 


chapter he was reading. Could this perhaps be printed 
on each left-hand page heading ? 


C. Lovatr Evans. ` 


TEXTBOOK OF GYNAECOLOGY 
A Textbook of Gynecology. By Arthur Hale Curtis, 
M.D., and John William Huffman, M.D. Sixth edition. 
(Pp. 799 ; 466 illustrations, chiefly by Tom Jones 
including "37 in colour. £2 10s.) Philadelphia and | 
London: W. B. Saunders Company. 1950. 
When I first turned „over the pages of the sixth edition 
of this textbodk my admiration was profound. It is a 
beautiful production—good: paper, ‘superb illustrations, © 
clear “text, and attractive binding. Then I studied it 
more closely and admiration was at times intermingled 
with some concern, so much so that restful sleep 
became impossible that night. Why was it that some- 
thing so very good could at times appear almost 
unfinished ?—that was the question whose answer proved 
elusive. Then in the early morning hours there came 
the perfect quotation with which to begin the perfect 
review of such a book. It pointed out its faults with- 
out detracting from its inherent value. It was perhaps 
severe, but kindly none the less. If the book was not ` 
exactly a masterpiece there was no doubt that the 
review would be. With this assurance came peaceful 
sleep until the dawn. Unfortunately, with the rising 
of the sun the wording of the quotation could no- 
longer be recalled, and the following must suffice as 


“an unworthy counterpart. 


The general arrangement of the- book is good and 
the emphasis on clinical observation and accuracy is 
most refreshing. “ Bedside visits should include inspec- 
tion of the tongue and notation of the-pulse. The 
modern tendency is to neglect this evidence. A dry 
tongue -tells. more than voluminous charts relevant to 
the patients need for liquids.” > The page from which 
this ‘1s°extracted could well be-framed in gold, and 
extracts suitably chosen would make admirable Christ- 
mas presents for members of“ both the medical and 
the nursing staff responsible for post-operative care. , 

The main weakness of the book is illustrated by the 
sections on infertility and carcinoma of- the cervix. 

They remind one of the inexperienced house-surgeon _ 
who has recorded with great care a detailed history 
of his patient; and the findings of a thorough exami- 
nation, but at the end of it all hag no concise-picture 
of the particular clinical problem requiring solution. 
His mass of detail obscures the main issues. For 


example, the reader interested in infertility will find a ` 


full account of the subject, but the section would be 


more useful if-there were a brief, summarized descrip- ` 


tion of the sequence of investigations practised and 


„advocated by the authors: Those for whom the text-. 
' Book is ‘primarily intended require clear guidance on 
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these practical details. 
‘carcinoma of the cervix that “when symptoms first 
appear we can cure nearly every cancer of the external 
cervix,” and that “there is widespread confidence in 
the great value of high-voltage deep x-ray therapy in 
the treatment of cervical cancer.” “ The insertion of a 
radium’ bomb”: is then advocated, with the dosage 
expressed in mg.-hours, but the authors do not refer 
to the help a physicist can give in making radiation 
therapy. both effective and. safe. General statements 
such as, “ The.male hormones are useful,” and, “ Resec- 
tion of the presacral nerve should ;find a limited field 
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In the same way we read of: 


Barra. 
Manecat JourmaL 





of usefulness, ” leave the reader thinking of the word 
of a famous slogan, “ Say when!” Such incomplete- 
ness is found in only a few places. If remedied in. the 
next edition a good. textbook will become an, ‘excellent 
one. . 

~ Od. ‘STALLWORTHY. 
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DIAGNOSTIC BACTERIOLOGY = 
- Diagnostic Procedures and Reagents. Technics for the 


Laboratory Diagnosis and Control of the Communicable ~ 


Diseases, Third edition. Edited b 
_ M.D. (Pp. 589; illustrated. $6. 

Public Health Association. 1950. 
. This is a manual of laboratory méthods approved by 
the American Public Health Association, in the. com- 
pilation of which 30 authors have participated. Most 
of the chapters are on methods for cultivating and iden- 
tifying particular bacteria, or otherwise diagnosing indi- 
vidual types of disease.” This system of presenting the 
‘material leads to some repetition, and methods of obtain- . 
ing and examining certain’ kinds of specimen are 
described repeatedly. 

Most accounts are purely technical, but that of lepto- 


R. S. Muckenfuss, 
ew York: American . 


spirosis deals also with history, epidemiology, and other ` 


aspects of the subject. Some authors are content with 
describing a single recommended method, and others 
give the choice of several without always indicating their 
relative value : those suggested for determining viru- 


lence in C. diphtheriae include one employing chicks ~ 


and the in vizro method of Elek.- The chapter on syphilis 
is only a general essay on progress and policy in con- 
nexion with serological diagnosis. Other subjects are 
Rh testing, culture media, blood cultures, arid “ anti- 
microbial assays.” The account of the last is dis- 
appointing, the only procedure: suggested for. determin- ` 
ing sensitivity to antibiotics or for assaying them being 
a simple tube-dilution method. There is a good chapter 
on-malaria, well illustrated, and the illustrations are also 
_numerous and helpful in that on mycoses, which pro- 
vides adequate technical instructions and keys to the 
identification of all the main species of pathogenic fungi. 
The methods used in different laboratories vary so 
~ widely .that everyone ‘has ‘something to learn from a 
book like this, even though in some instances he may 
prefer his own technique to that described. n 
ad oe . ad z L. P. GARROD. ' 
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THE ENIGMA OF DISSEMINATED SCLEROSIS 


The aetiology of disseminated sclerosis .remains 
obscure, in spite of research which is being carried 
on all over the world. The view that the disease is 
infective is held by some,’ but the clinical course is 
unlike that of any known infection of the nervous 
system: the pathological lesions differ from those in 
any proved infection due to a neurotropic virus, and 
there is only one suggestive report of experimental 
“ transmission of the disease. Margoulis and his asso- 


ciates? in Moscow isolated a virus from the blood of 


a patient with acute relapsing encephalo-myelitis and 
from the brain of a fatal case of acute disseminated 
encephalo-myelitis and reproduced the disease in 
experimental animals. They carried out neutraliza- 
tion tests with these viruses against sera from patients 
who had recovered from acute attacks of dissemi- 
nated encephalo-myelitis, finding that the virus was 
neutralized in. 70% of cases, and also against sera 
‘from 50 cases of chronic disseminated sclerosis, 
obtaining virus neutralization in 50% of these. 
There are apparently no confirmatory reports of 
this work, and there is grave doubt about the identity 
of acute disseminated encephalo-myelitis and acute 
disseminated sclerosis, though the history of the first 
Russian case is highly suggestive of the latter disease. 
Putnam and his colleagues** suggested that the 
primary lesion in disseminated sclerosis is throm- 
bosis of small venules in the central nervous system 


_ ~ with patches of demyelination around’ them, and he 


thought that the cause of the thromboses was an alter- 

ation in the coagulability of the blood. These views 

on the-primary pathological change have not been 

generally accepted, and even if they were confirmed 

the reason for the change in blood coagulability 
1 McAlpine, D ;-Brain, 1946, 69, 233. 


`s ol Neurarurg. Paychat., 1946, ®, 63. P Swe 3g 
T deer i , 1931, 87, 1491. 2 


6 Arch. Neurol Pwychors Y C 0, 1947, 57, í 
$ Ferrare A, Ibid , 1946, 52, 443. ~ 
7 Lamsden, C. E, Brain, 1949, 72, 198. 


eae 1945, 72, 517. 
` bid te fn] British Medical Journal, 1951, 1, 1002 
10 Bran, at ot 


uJ, Neurol Ps re ` 1939, 2, 323. 


83, i. 


ib Arch, Neurol. ‘hat > Chago, 1 1934, 31, 
1933, 103, 
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* Arch. Neuro! Psychiat., Chicago, 1935, 34, 998. 
986, 73, 52. 
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Ay and Mackay, F. H., J biol Chem. 


remains undiscovered. Possibly the most hopeful 
line of research is the observation of demyelination 
in experimental animals,** brought about by’ the 
injection of homologous or heterologous brain 
extracts with adjuvants—a technique to which we 
referred last week.’ But, as Hurst? has pointed out, 
demyelination is the reaction of the white matter of 
the nervous system to injuries short of those imme- 
diately lethal to the tissues, and there is still a 
wide gap between “allergic” demyelination and the 
assumption that human disseminated sclerosis is an 
allergic disease. In this number of the Journal 
Dr. C. E. Lumsden discusses the problems facing 
a pathologist investigating the demyelinating diseases. . 
He suggests that two disease mechanisms may be con- 
cerned in the causation of disseminated sclerosis, a 
preparatory exogenous mechanism which damages 
the white matter, and an endogenous process which 
results in the liberation of a myelinolytic substance 
which diffuses slowly into the surrounding white 
matter, though at present the possible “ triggers” 
which may set the intrinsic mechanism into action 
remain unknown. _ : 

Some recent reports have indicated that there may 
be a relationship between disseminated sclerosis 
and some disturbance of the metabolism of metals. 
Innes’s'! }* work on the demyelinating disease of 
lambs known as swayback demonstrated that the 
essential cause of this condition was a deficiency of 
copper in the pastures on which the ewes fed, or in 
some districts a disturbance in the utilization of 
copper. He found that swayback in lambs could be 
prevented ‘by giving copper supplements to the ewes 
during pregnancy. Ritchie Russell and his Col- 
leagues** subsequently reported that of seyen men 
who had been investigating the problems of $wayback 
at Cambridge four had developed a neurological 
disease which had the clinical features of dissemi- , 
nated sclerosis. This led to further investigation’ 
of copper metabolism in patients with the disease. 
Unfortunately these have not as yet helped to 
clarify the problem, since the blood—copper content 
was found to be within normal limits. Although 
the -excretion of copper in the urine was in general 
lower than in normal controls, values similar to those 
in normal people were obtained after injection of 
B.A.L., which suggested that there was no lack of 
availability of copper in patients with disseminated 
sclerosis. 
~ The possibility that the development of disseminated 
sclerosis might be associated with an excess of lead was 
put forward by Cone and his co-workers,** who found 
traces of this element in the cerebrospinal fiuid of seven 
established cases of the disease, but others** | found 


* 
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„tho “metal i in the. cerebrospinal fluid in only, two out outstanding restilty obtained. Mote? has undertaken 
of ‘twenty-seven cases in one series and in one out of a more detailed review of the same subject. 

“sixteen in another. Campbell and his colleagues!’ ` The metabolism of protein, fat, and carbohydrate ~ 
have investigated the place of lead as an aetiological has. been shown to be partly under the control 
agent in a different way. During a survey of .the~ of the adrenal cortex, which secretes several steroid 
distribution of the disease in rural districts they found’ hormones. Though there is apparently a consider- 

, one village where six people living within 500 yards. able overlap in their activities, it is convenient to 
of each other had developed the disease: they, had subdivide these hormones into three groups, each 
all spent the first 20 years of their life in the village, characterized by the same major actions. The first 
although ‘neurological symptoms did not develop in ~ consists of those corticoids containing oxygen attached 

’ two of them until they had moved to other districts. to the 1ith carbon .atom of the parent steroid 

In this village the soil had an abnormally high lead nucleus. Compounds E and F are in this category... 
content compared with other places, though . ‘the In the second _ group are the corticoids without oxygen 
reason for this was not apparent. In another vil: on the 11th carbon atom: these include desoxycorti- 
lage three cases of disseminated sclerosis occurred in sone and desoxycorticosterone. The latter; however, 
cottages not far separated, and here also the lead is probably not produced by the adrenal but has been 
content of the soil was unusually high. These workers + synthesized artificially.” The third group consists of 
also investigated the lead content of the teeth in ‘those corticoids in which an atom of oxygen replaces 
patients with disseminated sclerosis and in normal the characteristic side chain present on the 17th 
controls and found that in general the absolute lead” carbon atom of corticosterone. The steroids of the 
content and also the lead content relative to the first group greatly influence the metabolism of pro- 

‘weight of the tooth was significantly greater in the tein, carbohydrate, and fat, but have relatively slight 

patients than in, the controls. He suggested that -effects upon the body’s salt and water economy. On 

excess lead might influence essential enzyme systems the other hand, those of the second group have little 

‘in some people and in this way cause demyelination of the former influence but are about 50 times as 
in the nervous system. These studies are fat from active as the 11-oxysteroids on water and electro- 

conclusive and need confirmation from other parts lyte metabolism. The steroids of the-third group 








-of the country. They do, however, suggest that 


further work on trace elements might yield valuable 
results in the study of the aetiology of neurological 
disease. The importance of potassium in the normal 
functioning of muscle is already realized, and it seems 
probable from the excellent results of vitamin B,, 


- therapy ‘in ,subacute combined degeneration that 


PHYSIOLOGICAL EFFECTS OF CORTISONE 
- . depending upon the reactivity. of the adrenals treated 


cobalt is a necessary element for the proper nutrition 


of the spinal cord. 


ied Sy 
peneem ` 
l : 


AND A.C.T.H. 


l The notable therapeutic successes of cortisone and 


A.C.T.H., though mostly of a temporary nature, have 
tended to divert attention from the important physio- 
logical role which these hormones undoubtedly play 
in the normal individual. The recent summary by 


_ Sprague, Power, and Mason’ is therefore welcome. 


They recall that most of, if not all, the tissues of 
the body are influenced by these hormones, and a 
remarkable number and variety of the body’s meta-- 


_ bolic activities are significantly affected by them. , In 


a, brief review of the physiological effects of cortisone 
and A.C.T.H. such as Sprague and his colleagues 


shave written it is possible to refer only to the most 


ay 
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are mainly androgenic in action but also have an 
‘important anabolic effect in protein metabolism. 
Steroids of all three groups appear to be secreted 
by human adrenals ‘under the stimulus of A.C.T.H., 


but the 11-oxysteroids usually predominate. Corti-: 


sone, however, by depfessing the production of ~ 


A.C.T.H. by the pituitary, diminishes the activity 
of the adrenal cortex and may cause it to atrophy. 
The physiological results of giving A.C.T.H. and corti- 
sone are usually very similar, but differences due to 
the presence of significant quantities of the other 
types of steroid may become apparent in some cases, 


with A.C.T.H. 

In experimental animals, A.C.T.H. and cortisone 
readily induce hyperglycaemia and, glycosuria ; but in 
man the doses are small in relation to the body weight, 
and evidence of impaired sugar tolerance is therefore 
usually slight and apparent. in only about .one-third 


` of cases treated. Overdosage, however, often impairs 


carbohydrate tolerance, with a consequent rise in the 
fasting blood sugar and the appearance of glucose in 
the urine. Part at least of the glycosuria may be 
due to a lowered renal threshold. The effects of the 


ed. Ass , 1950, 144, 1341. 
iT The anosir Bans for i the Ac Action of A.C T.H. in Human Baa 1951, 
our 
s re ei: Reichstein, T., o Hel. chim Acta, 1937, 20, 1164. ¢ 
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hormones are relatively short lasting, and return to 
normal occurs within a few days of termination of 
. the hormone therapy. In a very few cases, especially 
-those with a family history of diabetes, a more severe 
upset-of carbohydrate metabolism may ensue with 
symptoms of frank diabetes ; this, too, is usually only 


temporary. In diabetic patients, of course, the symp- - 


toms of the disease increase in severity while they are 
under treatment with these hormones. > 
Cortisone, compound F, and A.C.T.H./ increase 
nitrogen excretion, especially when given in high 
doses, such as 200 mg.`of cortisone daily. With a 
dose of 100 mg. the nitrogen loss is usually trivial. 
The appearance of cutaneous striae and the increased 
excretion of. uric acid and creatine afte probably also 
signs of increased protein breakdown and impaired 
resynthesis. During A.C.T.H. administration the inhi- 
bition of protein synthesis caused by the 11-oxy- 
steroids may be partly neutralized by the opposite 
effects of the androgenic corticoids secreted under its 
_influence. A commonly observed effect of these hor- 
mones on fat metabolism is a change in the distribu- 
tion of adipose tissue, leading to the “ moon-face ” 
and the “buffalo hump.” Ketonuria, another indica- 
tion of disturbed fat combustion, is a rare occurrence. 
Study of Addison’s disease brought to light long 
ago the importance of the adrenal cortex in water 
and electrolyte metabolism. Although the corticoids 
lacking oxygen on C11 are the most active in this 
respect, the retention of sodium and water and the 
“loss of potassium .induéed by cortisone show that 
the 1l-oxysteroids are also not without influence. 
With therapeutic doses of A.C.T.H. or cortisone the 
electrolyte and water disturbance is usually slight, but 
deficiency of potassium in the blood may become 
serious if not anticipated, and in patients with conges- 
tive heart failure the sodium and water retention may 
aggravate the symptoms. Less well studied, but of 
great importance, is the action of the adrenal hor- 
mones.and hence of A.C.T.H. on the other endo- 
crine glands. The etiects on the gonads, the thyroid, 
and the posterior pituitary are largely mutual, and 
present a wonderful example of the’ constant inter- 
play between hormones and endocrine glands. But 
from the therapeutic standpoint the greatest interest 
now lies not in the physiological influences, already 
closely studied, but in the manner in which these 
hormones enable individual cells to continue te func- 
„tion normally in very adverse circumstances. As 


Mote remarks, “The major physiologic role of the ~ 
adrenal cortex appears to be that of rendering the . 


cells of the body generally more resistant to injury 
. from a wide variety of causes and may allow the 


cells of the body to function in a relatively normal 


physiologic fashion in a grossly abnormal cellular 
environment.” This is perhaps the most remarkable 


“ of the effects of these hormones and the most impor- 


tant challenge to the experimental biologist. 


—_—_—_—_—_ 
PREMENSTRUAL TENSION STATE 
Many women experience a minor degree of discomfort 
premenstrually, but when symptoms are severe enough 
to interfere with their ordinary life the condition is 
called the premenstrual tension state, a name introduced 
by Frank? in 1931. The syndrome becomes increasingly 
apparent over the 7 to 10 days immediately before 
the period and abates suddenly with the onset of the 
menstrual flow. There may be a predominance of 
psychical symptoms, such as irritability, depression, 
insomnia, and emotional outbursts, but somatic symp- 


‘toms, including lower abdominal fullness and discom- 


fort and painful swelling of the breasts, are -nearly 
always present. The aetiology of this disorder remains 
obscure. Frank ascribed it to hyperoestrinism asso- 
ciated perhaps with a high renal threshold for oestrogens, 
and he treated his patients with sedatives and ‘low-dosage 
irradiation of the ovaries. Israel? did not agree with 
Frank’s views and preferred progesterone therapy. 
Greenhill and Freed? attributed the symptoms to the 
influence-of the ovarian hormones in causing a retention. 
of sodium ions and an increase in extracellular fluid 
throughout the body, including the brain. Certainly the 
premenstrual gain in weight may be as much as 7 Ib. 
(3.2 kg.), and increased appetite and thirst are common 
symptoms. These authors therefore recommended the 
restriction of salt and fluid ‘and the daily administration 


` of ammonium chloride (3 g. in divided doses) for the 


10 days immediately preceding the.period. A few 
years later Freed‘ reported on the use of androgens in . 
this condition. In severe cases he gave 100-150 mg. of 
testosterone propionate in a course of injections spaced 
through each cycle, but in mild cases he found that the 
sublingual administration of 10 mg. of methyl testo- 
sterone daily throughout the cycle, or merely for the 
10 days before the period, might suffice to alleviate 
symptoms. 

Recently Morton® has investigated 29 cases of the 
premenstrual tension state by means of basal tempera- 
ture recordings, endometrial biopsies, vaginal smears, 
and hormone assays. It has long been firmly believed 
that the symptoms occur in ovular cycles only, but 
Morton claims that his evidence shows that they may 
occur in anovular cycles too, and he concludes that the 
condition is associated with a premenstrual relative 
excess of oestrogen due to absent or deficient pro- 
gesterone secretion. The urinary output and the excre- 
tion of sodium, potassium, and chlorides were found to 
be markedly diminished premenstrually. Therefore he 
also advised the use of diuretics and a salt-restricted 
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diet, but his main line of treatment was the adminis-- 


tration of chorionic gonadotropin, trusting in its 
luteotropic effect to increase progesterone production. 
However, there is reason to doubt whether this hor- 
mone has such an action in the human, and certainly 
it cannot be helpful in anovular cycles, because it does 
not induce ovulation or corpus luteum formation.* 
Morton also observed in 16 of his patients a pre- 
menstrual “increase in carbohydrate tolerance’ He 
accordingly attributed the symptoms of weakness, 
easy fatigue, increased appetite, and tremulousness 
to. hypoglycaemia and advised a_high-proteinow- 
carbohydrate diet with frequent meals to counter this. 
While success has attended several methods of treatment, 
many of them of such complexity as perhaps to distract 
the patient’s attention from the symptoms, it should be 
borne in. mind that the premenstrual tension state is 
most commonly seen in the emotionally unstable, and 
its onset is often related to‘marital strife, domestic upset, 
or continued frustration. The practitioner may well find 
that a diligent inquiry into the patient's background and 
the lending of a sympathetic ear to her worries and prob- 
lems, together with appropriate advice and reassurance, 
provide the soundest basis’ for successful treatment. 


‘BLOOD AND SURGERY 


“Js your English blood, then, so precious?” an 
` unimpressed French visitor is supposed to have asked 


Moynihan, in the face of his painstaking haemostasis. ’ 


Bleeding is still the surgeon’s most serious problem, 
but since Moynihan’s time it has become recognized 
in two forms: first, as a danger to life during opera- 
tion, and secondly as a major inconvenience in the 
surgical manœuvres. The first has been countered by 
a sharper understanding of the value and technique of 
blood ‘storage and transfusion, but thesecond remains 
as an additional difficulty in operatioiis where large 
areas of skin are manipulated, in neurosurgery, and in 
many thoracic and E.N.T. operations. -The responsi- 
bility has come to be laid on the anaesthetist to 
provide as avascular an operating field as possible, 
for which purpose chloroform and spinal analgesics 
enjoyed an undeserved popularity. The problem has 
recently been, studied more logically, and the surgeon’s 
demands satisfied by a closely controlled spinal block? 
or arteriotomy.? In this issue Dr. R. P. W. Shackleton 
records his impressions of a year’s trial of methonium 
compounds for producing controlled hypotension. He 
made most use of pentamethonium iodide, but changed 
later to hexamethonium bromide, which he found more 
certain in its action. On the strength of his experience 
he increased the dose to 50 mg. for a healthy adult. 
Which he found lowered the systolic blood pressure to 
the region of 70 mm. Hg. Shackleton observes that 


the drug was most effective with the patient in the_ 


foot-down position, which strengthens the assumption 


1 Bateman, D., Berkeley Moynihan Surgeon, 1940, London. 
2 Anaesthesia, 1948, 3, 134. $ 

3J Amer. med Ast A946, 132, 572. d i 

4 Britisk Medical Journal, 1951, 1, 773. 
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made by Paton‘ in a recent issue of the Journal that 
the’ fall in blood pressure results from a relaxation of 
venomotor tone. The immediate post-operative stage 
was managed with great care. If the pressure remained 
low at the end of the operation the patient was placed 
in the head-down position or given an injection of 
“methedrine” ; his head. was kept low on the journey 
to the ward and his bed raised with blocks at the foot 
until the blood pressure became stable. , 

Apart from the extra anxieties in the unsettling 
transition from operating table to bed—particularly 
while there is a shortage of skilled staff—the adminis- 
tration of methonium compounds to reduce bleeding 
has the risks of reducing the circulation in the brain 
and other organs to a dangerous level, and of leading 
There would 
also appear to be the danger of thrombosis in older 


patients and of embolism following pressure on the 


calves in the foot-down position. Shackleton dismisses 
the obvious dangers of the technique as “mostly 
theoretical”; but it 1s for the individual anaesthetist 
to weigh these against his sense of duty for providing 
the surgeon with a comparatively bloodless field. The 
less experienced anaesthetist would certainly be advised 
simply to keep local bleeding moderately controlled by 


‘maintaining: a clear airway and providing sufficient 


oxygen, and to resist the surgeon’s” demands for 
perfection, 


TUBERCULOUS INFECTION OF -LYMPH 
GLANDS : 
Many diseases, both slight and severe, affect the 
lymphatic system; yet at the present time there is far 
less known about it than about any comparable element 
ot the body. Large and important-looking organs such 
as the spleen and tonsils can be totally removed with- 
out any apparent harmful effect; the function of the 
lymphocytes is a mystery compared with what is known 
of the erythrocytes and the polymorphonuclear leuco- 
cytes; and the one undeniable task performed by the 
lymphatics, the absorption of fats from the intestine, 
appears to have no connexion with what may be their 
purpose elsewhere. Considering how often the other 
circulating body fluids are examined and the invaluable 
information to be gained thereby, the fact that the 
lymph is hardly ever investigated in disease becomes 
a strange one. Technical difficulties, of course, account 
for much of this neglect ; the dissection of the lymphatic 
channels is difficult and the procuring of a pure speci- 
men of lymph from the peripheral circulation almost an 
impossibility. Yet it is possible, even probable, that in 
the lymphatic system lie hidden the solutions to some 
perplexing problems. 

Elsewhere in this issue Mr. B. S. Jones gives. 
an account of tuberculous lymphadenitis as seen in 
Nigeria. What must strike anyone working in Britain 
are the great differences in the picture of the disease 
here and in Nigeria: the much higher average age’of | 
the patients, the diffusion of the ‘infection in most of 
the cases throughout several groups. of glands, and the 
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very rapid and massive infection seen in young children 
are all definite points of variation. In this country most 
of the tuberculous infections of lymph glands suggest a 
direct spread from some fairly obvious source of infec- 
tion—from the tonsils and adenoids to the glands of the 
neck, from the lungs to the mediastinum, or from the 
bowel to the abdominal glands, But there are other 
cases, of course, in which an isolated gland suddenly 
becomes affected with no obvious direct track of infec- 
tion leading to it. The most likely sourcé of such an 
infection is the blood stream, and it is to this that 
Mr. Jones attributes most of the cases seen by him. 
He recognizes the point that such infections frequently 
lie dormant until another infection supervenes and stirs 
them into caseation and suppuration, or, as he puts it, 
“ may pull the trigger.” The frequency of suppuration 
in tuberculous glands of the neck, draining areas where 
pyogenic bacteria abound, is in marked contrast to the 
quiet course and eventual calcification of so many glands 
in the chest and abdomen, where the infection is more 
‘likely to’ remain single. It is difficult to avoid the “ old 
established conception,” quoted by Mr. Jones at the 
beginning of his article, that the lymph glands may be 
infected either by direct spread along the lymphatics 
from a primary focus or from the blood stream. Most 
surgeons would agree that the former route is the more 
frequent in this country, and there seems little doubt that 
the latter is commoner among Nigerians. But we are 
‘still left without an answer to a crucial question : Is the 
reaction in the’ gland a defensive mechanism that is help- 
ing the body to resist an infection, or can it be compared 
to the slaughtering of a weak garrison by an invading 
force, frequently aided by allies ? 


i 
, 


PHRENIC STIMULATION OF BREATHING 


Intermittent electric stimulation of the phrenic nerve is 
a harmless and simple method of artificial respiration. 
Careful study of the method is a recent development, 
though it has been practised sporadically for many 
years.” Sarnoff and his co-workers have shown that 
stimulation of one phrenic nerve adequately aerates both 
lungs, the lung on the unstimulated side being ventilated 
by movements of the mediastinum.‘ In adults spon- 
' taneous respiratory movements stop as soon as phrenic 
stimulation begins. This inhibition is, partly at least, 
a reflex phenomenon, since it disappears after section 
of the vagus nerves in dogs. In emergencies requiring 
immediate artificial respiration the stimulating electrode 
is applied to the skin of the neck over the motor point 





1 Annotation In British Medical Journal, 1950, 1, 426. 

a New Engl J Med., 1950, 242, 340. 

3 Cros, K W. Proc. roy Soc. Med., 1950, 43, 445. 

4J thorac Surg , 1950, 19, 929. 

8 Whittenberger, J L., Sarnoff, S. J , and Hardenbergh, E., J. clin. Invest , 
1949, 18, 124 

6 Sarnoff, S. J, Whittenberger, J. L., and Hardenbergh, B., Amer. J. 
Physiol . (948, 186, 203 

? Sarnoff S J., Maloney. J V., Sarnoff, L. C , Ferris, B. G., and Whitten- 
berger, J L, J Amer, med Ass , 1950. 143, 1383. 

4 Sarnoff, S. J. Maloney, J. V, and Whittenberger, J. L., Ann. Surg , 
1930, 132, 921 


4 n 


TUBERCULOUS INFECTION OF LYMPH GLANDS 


‘prolonged stimulation. 


` 
n 


Barua 
MEDICAL JOURNAL 





of the phrenic nerve. When it is necessary to continue 
electrophrenic respiration for days or weeks, as in bulbar 
poliomyelitis, the electrode is applied to, the phrenic 
nerve itself through a small incision made under local 
analgesia. No harmful effects have resulted from such 
Patients so treated are nursed 
more easily than they could be in an iron lung, and 
there are other advantages.’ The apparatus consists of 
a robust and portable box, no more complex than simi- 
lar machines used regularly by physiotherapists in most 
hospitals, though the details may perplex those unused 
to electrical terms. ' 
This method of artificial respiration is immune from 
the risks of circulatory collapse and emphysematous dis- 
tension of the lung which may result from methods 
of inflating the lung by air or oxygen under positive 
pressure:? Thus phrenic stimulation would be expected 
to have advantages over other methods used in resusci- 
tation of the newborn, and in an article appearing 
in this issue Dr. K. W. Cross and Mr. P. W. Roberts 
describe the use of this technique in asphyxia neona- 
torum. They show that phrenic stimulation through the 
intact skin can inflate the lungs of’stillborn babies, and 
the respiratory movements so produced may be life- 
saving. It is clear that this is a practical method of 
1esuscitation in hospitals equipped with the apparatus. 


. As with all methods, the maintenance of a clear airway 


is of the first importance. A larger, controlled series 
is now needed to define more fully the value of this 
method compared with other methods in the treatment 
of neonatal asphyxia. The present study cannot fail 
to arouse greater interest in the rather neglected study 
of neonatal respiratory physiology. Cross’s observation 
that phrenic stimulation does not inhibit spontaneous 
respiratory movements in infants underlines the differ- 
ences which exist between their respiratory mechanisms 
and those of adults. 


p. “ GUILTY DOCTORS ” 


The Committee Stage of the Bill to impose direct 
charges on Health Service dentures and spectacles 
Tevealed the great anxiety caused by this measure on 
the Government benches. About thirty Labour members 
abstained from voting and another five went into the 
lobby against the Government. Though safeguards are 
included to ensure that hardship does not prevent the 
needy from obtaining these‘appliances, a measure of this 
kind is bound to be unpopular because of the flood of 
propaganda for the “ free” Health Service to which the 
public has been subjected in the last three years. Now 
there.is a danger that an attempt may be made to explain 
these charges on the grounds that the medical profession 
is responsible for having impelled the Government to 
impose them in order to keep running a service whose 
operation would be perfect but for the a or ignor- 
ance of the doctors. 


_ * 1 The Times, May 5. 
3 Hansard, May 2. 
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The Minister for National Insurance, Dr. Edith 


Summerskill, is reported to have commented?! recently 
onthe “ extraordinary, unquenchable thirst of the public 
for medicine,” adding that bottles and’ jars in every 
cupboard in the country were costing thousands of 
pounds, According to this report she considered that 
“the guilty men were the doctors who, through ignor- 
ance or to please or impress a patient, prescribed expen- 
sive, branded proprietary drugs.” Splenetic outbursts 
of this kind contribute.more to the harmony of a 
political meeting than to the smooth running of the 
Bealth' Service. There is already adequate machinery 
to check overprescribing in general practice, and there 
is no reason to suppose that the hospitals are treating 
the sick extravagantly. In any case the proportion of 
proprietary medicines prescribed under the pharma- 
ceutical services is only about 16% (cost, about 44%) 
according to the latest figures of the Ministry of Health. 
Clearly there is no widespread prescribing of proprietary 
, drugs in order to “please” patients, and if the occa- 
sional case of ovérprescribing occurs it is checked. 
Ignorance there no doubt is, for doctors would not claim 
to possess the omniscience that some politicians assume. 
Dr. Summerskill may find evidence of “ guilt” in the 
desire of a doctor to please his patients. But a doctor 
who ceased to please them would have travelled far from 
the ideals in which he was trained and would come to 
yesemble—what Dr. Summerskill perhaps had in mind 
—a governess presiding over a rather unruly nursery. 
The debate on the new Bill? also gave Mr. Bevan an 
opportunity, if any were needed, to attribute to doctors 
chief responsibility for abuse of the Health Service— 
“I would say that it is in the manipulation of fee- 
paying beds by ‘specialists in hospitals. There is more 
abuse from that than in any other part of the Health 
Service... .” There is no evidence that these beds are 
being misused in any way, but irresponsible attacks 
on the integrity of doctors are to be expected now 
from one who, when in office, did not hesitate to 
lend wild accusations a responsibility derived from 
his office. , i 
A health service “ free ” to everyone has always been 
a more attractive proposition to set before the public 
than an expensive scheme that everyone must pay for, 
but each side needs equal empbasis if the Service is to be 
properly used. Since the Chancellor of the Exchequer 
referred to the new charges in the Budget speech, 
the ratber disingenuous view has been canvassed by 
opponents of them that they are a threat to the founda- 
tions of the scheme of social security codified in the 
Beveridge report during the war and built up since then. 
But the main principle of the Health Service—and ‘it 
is whole-heartedly supported by the medical profession 
—is that no financial or other barrier should prevent a 
sick person from getting the attention he needs. Increase 
Of real earnings, abolition of chronic unemployment, 
and other means of sharing or properly utilizing the 
_ nation’s resources—all important features of social 
security—contribute largely to that end. Some parts of 
the Health Service must, within that framework, be 
available free at the time because of their expense; 
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other parts may need looking into if financial stability 
is to be kept commensurate with quality. Money is 
limited, and extravagance ‘in any sphere, whether in 


_ prescribing, as is alleged, or elsewhere, is regarded with , 


as much disfavour by the medical profession as by the 
Government, for it detracts from the value of the Health 
Service as a whole. But whatever abuses of the Service 
there may be stem largely from the misleading concep- 
tion of it in propaganda, including such speeches as are 


. referred to here, put out for political purposes. 


‘FESTIVAL OF BRITAIN 


. The London South Bank exhibition was opened by the 


King on May 4 beneath a heavy grey sky which soon 


began to pour penetrating rain, a fine touch of British 


weather to grace the first day of a show of British life 


‘and achievement. No wonder the Meteorological 


Office’s display, selling souvenir weather forecasts inside 
the Dome of Discovery, was surrounded by a small 
crowd. The Dome is filled with other marvels ‘of 
physical science and of biology, including some tropical 
medicine, but the chief centre of medical interest is the 
Health Pavilion close to Waterloo Bridge. On May 4 
this was unfortunately less complete than most of the 
exhibition, and still lacked some display panels and a 
good many captions. But there was enough there to 
learn the outline of developments in physiology, medi- 
cine, and surgery through some surprisingly frank and 
terrifying photographs, and to see the contributions of 
Edward Jenner, Florence Nightingale, and others to the 
public weal. It is a display on a good professional level 
but unfortunately seems to lack a central theme: it 
suffers from trying to cover too much, in too great a 
technical detail, and with an undue emphasis on pure 
science. It seems a pity, for instance, that Florence 
Nightingale’s great work for the Army’s health and 
indeed for public health in general has not received 
mention alongside the description of her influence on 
nursing, yet space has been found“ for Mackenzie’s 
polygraph. It might have been wiser to concentrate 
on the great British achievements of public health, of 
nutrition, and of surgery since Lister introduced anti- 
sepsis, and to have omitted the explanations of elemen- 
tary physiology and most of the panels on blood trans- 
fusion—which has nothing especially British in it 
However, in spite of these criticisms it is well worth 
a visit. 


The next session of the General Medical Council will 
open on Tuesday, May 22, at 10.30 a.m. (not 2 p.m. as 
is usual), when the President, Professor David Campbell, 
will take the chair and will deliver an address, It is 
expected that the Council will sit again at 10.30 a.m 
on Wednesday, May 23, and will conclude its business 
on that day; and that the Medical Disciplinary Com- 
mittee constituted under section 15 of the Medical Act, 
1950, will sit on Thursday, May 24, at 10:30 a.m. to hear 
disciplinary cases. 


` 
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‘REFRESHER COURSE FOR GENERAL PRACTITIONERS 
MINOR AILMENTS OF THE FEET—II 


NORMAN C. LAKE, M.D. M.S., D.Sc., F.RC.S. 
Senior Surgeon, Charing Cross Hospital; Emeritus Consulting Surgeon, Bolingbroke Hospital 


` Hallux Valgus 
Hallux valgus is a very common cause of disability 
in the feet. Except ın certain congenital cases, when 
the deformity may affect the interphalangeal instead of 
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Fic. 5.—Extreme degree of hallux valgus. The splaying of the 
feet and the rotation of the great toe are w own. 


5 $ 
the metatarso-phalangeal joint, the condition is usually 
associated with and dependent upon a splaying of the 


anterior metatarsal region (Fig. 5*). This splay occurs. 


chiefly at the first interdigital space, so that the first 
metatarsal becomes widely separated from the others 
(metatarsus primus varus); it constitutes the primary 
cause of the whole deformity. The deviation is some- 
_ times congenital, but much more often it is acquired as a 
result of excessive forces falling on the metatarsal region 
such as occur when high-heeled shoes are worn. As the 
metatarsal deviates away from the mid-line of the foot, 
the toe itself, tethered at its base by tendons and liga- 
ments, is pulled towards the midline, thus producing 
the prominence of the metarso-phalangeal joint. 

As secondary effects the toe rotates so that the nail 
faces sideways, an exostosis with an overlying bursa 
forms over the mesial aspect of the metatarsal head, the 
structures on the lateral side of the joint contract, the 
sesamoids are displaced towards the interosseous space, 
and the second toe passes into a hammer deformity. 
Treatment may be sought for aesthetic reasons or because 
of disability. In early cases in young patients a good 
deal can be done by the use of corrective appliances. A 
suitably designed elastic accumulator worn along the 
inner border of the foot, a night sandal to which the toe 


is strapped in the corrected position, special corrective ` 


padding and strapping as used by the chiropodist, may 
all be of value, but more important is the correction of 
the splaying of the foot by metatarsal straps and foot- 
wear made with a particularly snug-fitting instep. High 

*All the illustrations for this and the preceding article on 
“ Minor Ailments of the Feet ” have kindly beck provided by the 


Photographic Department, Royal National Orthopaedic Hospital, 
London 
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heels must be forbidden, but if the foot has already 
become “set” in the high-heél position the change to 
low heels should be brought about gradually. 

For more advanced cases these measures are insuffi- 
cient and operative treatment must be adopted. The 
nature of the various procedures is outside the scope 
of this article, but inflammation of the -bursa (bunion) 
may need the practitioner’s attention. Often this is 
traumatic (non-infective) in origin and will subside with 
rest, but at times ıt goes on to suppuration and may dis- 
charge spontaneously, though this is hindered by the 
thickness of the overlying skin: Sulphonamides and 
antibiotics will often arrest the infection in the early 
stages but the necessity for surgical drainage may still 


' arise, especially if there is any indication of spread to the 


cellular tissues. . After subsidence of the infection a 
fistula may remain which discharges a small amount of 
glairy fluid. Although destruction of the bursa by inject- 
ing caustics through the fistula: has been tried it has 
proved unsatisfactory, and the best treatment is removal 
of the bursa together with the underlying exostosis, an 
operation that with the help of antibiotics can nowadays 
be undertaken without the risk of spreading infection to 
the soft tissues, the jomt, or the bone. For advanced 
cases of hallux valgus, when operation is for some reason 


. contraindicated, some relief may be obtained by the 


fitting of appropriate pads by a trained chiropodist. 





fic. 6.—kxtreme degree of hallux rigidus This type is sometimes 
designated * hallux flexus.” 
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Hallux Rigidus $ 


In hallux rigidus the causative pathology is an osteo- 
arthritis (probably of the wear-and-tear or traumatic 
variety) of the metatarso-phalangeal joint producing 
osteophytic ridges which mechanically limit the. move- 
ments of dorsi and plantar flexion. The most trouble- 
some cases are those in which the toe (often an unduly 
long one) is held rigidly in a position of plantar flexion 
(Fig. 6), for this interferes seriously with the “ take-off.” 
Patients adopt all sorts of dodges to overcome this diffi- 
culty in walking. 
expected to bring about a real improvement is surgical, 
but if this cannot be done a metatarsal bar must be fitt 


m 


to the shoe. ` 


A second type of hallux rigidus is seen in youth, in 
which there is no radiographic evidence of joint change. 
In these cases the rigidity is produced by muscle spasm 
secondary to a synovitis of the joint which may be 


traumatic or, as Trethowan suggested, toxic, arising . 


from septic foci in tonsils Gr elsewhere. The treatment 


_ is that of synovitis locally and the clearing up of any 


focal sepsis. 
joint relieves 


The injection of local analgesic into the 
the spasm temporarily, occasionally 


' permanently. 


“nail. 


Hammer-toe - : 

It has already been remarked that hammer-toe is 
often secondary to hallux valgus, but in some cases it 
seems to be congenital. If mild in degree it may be 
treated by suitable protective padding and by the use of a 
sandal to which the toe is strapped. In this deformity 
corns develop over the prominent interphalangeal joint 
and (in the so-called “ mallet-toe ”) at the tip of the toe 
whee it presses upon the ground. The former are 
prone to infection of the underlying bursa. In more 
severe cases surgical treatment is best ; it consists essen- 
tially in excision of the interphalangeal joint so that bony 
union can occur between the phalanges in the straight 
position. This union is encouraged by the use of 
external or internal splints. Alternatively the “spike” 
operation may be done, in which the pointed end of the 
proximal phalanx fits into a corresponding depression in 
the cut end of the intermediate phalanx. The metatarso- 
phalangeal joint ts not usually touched, though the 
deformity here constitutes an essential, and perhaps the 
primary, part of the whole deformity; however, the 
shortening of the toe which results from the excision 


relaxe; the pull of the long tendons and so helps in the 


reduction of the dorsal subluxation at the metatarso- 
phalangeal joint. 
Ingrowing Toe-nail 

{ngrowth of the toe-nail (onychocryptosis) is, like 
many other foot conditions, usually attributed to the 
effect of tight or badly shaped shoes. The truth is that 
footwear is only a minor factor in its development. 
There are two distinct types of ingrowth of nails; the 
first is met with commonly in youths of 14 to 18, much 
less frequently in girls ; the second occurs in later life 
and is often associated with an increased transverse 
curvature of the nails, especially with thé “ involuted ” 
In both types the great toe is the one chiefly 
involved. „In the former variety the nail is fairly flat 
and wide, as is the toe itself, but it cannot be shown that 
the shoe has been exerting any undue pressure. It is 
prone to infection atid suppuration in the lateral nail 
grooves, and this brings the patient for treatment. 

Possibly the real cause -is cutting the nail too short so 
that its termmmation receives ne support from the pulp at 


The only treatment which can be | 
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the end of the toe when downward pressure occurs on 
the bony phalanx by the pull of the long flexor tendon 
during walking. The nail follows the phalanx and tends 
to bed itself in its soft surroundings, its lateral margins 
cutting their way into the rolled-ove: skin (Fig. 7) Once 


the nail is embedded the patient finds it difficult to trim 
the nail across right-up to the edges and so a tongue of 
-nail grows forwards on each side into the pulp: this is 
often called a “ splinter.” 


Careful removal of the whole 





of this splinter forms an important part of the treatment, 
for it will otherwise keep up the infection whatever other 
measures are adopted. 

In slight and early cases, after the nail groove has thus 
been cleared and any granulations touched up with the 
silver stick or copper sulphate, a small piece of metal 
foil or gauze may be packed under the nail border and 
brought up over the prominent roll of skin. Sulphon- 
amide and flavine powders help to overcome the infec- 
tion. In’ persistent or recurrent cases I have no 
hesitation, however, in recommending amputation of the 
end of the toe, together with the whole of the nail and 
its bed, through the terminal phalanx, using a long 
plantar flap to cover the end. This operation gives a 
quick result, can be relied upon to be permanently 
successful, and causes no disability beyond the cosmetic 
effect of loss of the nail. Other surgical methods can 
be practised, but in my opinion they are less satisfactory. 

In the other type of ingrowth the factors are different. 
Here it is the shapie of the nail which is responsible for 
the ingrowth. With increasing age many toe-nails tend 
to become more curved, and shoe pressure, heredity, and 
vascular deficiencies all play their part in this change. 
In the involuted nail the lateral borders become rolled 
over upon themselves and are thus very difficult to trim. 
Pain arises from pressure effects, but actual suppuration 
is rare. A small corn or callosity develops on the 
rolled-over edge of skin and adds to the discomfort. In 


, these cases operative measures. are rarely necessary, but 


the lateral groove must be kept clear:of all epithelial 
debris or\hypertrophy, and the nail, which is usually 
unduly hard, must be trimmed with nail nippers The 
occasional application of epithelial softeners, hydrogen 
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Fia. 8 ~Onychogryphdosis affecting all tne nails, such as occurs in the aged and 


especially in bedridden patients. 


peroxide or potassium hydroxide, to the groove is also 
of value. Some may prefer to have these troublesome 
nails dealt with by a qualified chiropodist. ° 


: Ram’s Hom Nail 
Onychogryphosis ‘(ram's horn nail, Ostler’s toe) is a 


` 


less common condition which arises in two circum- , 


stances ; in the first there has been a gross injury to the 
nail-bed, perhaps causıng a subungual haematoma with 
separation of the nail; in the second, which occurs in 
the aged, the changes are probably brought about by 
vascular deficiencies in the nail-bed ; it is often found in 
the bedridden (Fig. 8). A ram’s horn nail is a nuisance 
because it precludes the wearing of ordinary shoes and 
~is so hard that the patient is quite unable to trim it. It 
cannot be cured, for if the whole nail be removed the 
new one reproduces-the deformity. In younger people 
the most satisfactory treatment is amputation through 

_ the terminal phalanx. In others the chiropodist may be 
able to reduce the nail to reasonable proportions by the 
use of his nippers and’ nail drills, often combined with 
some softening agent. : 


Plantar Warts \ 

This infective papilloma of the sole of the foot is 
unique in that, owing to the thickness of the cornified 
layer of the overlying skin and to the pressures on the 
sole, it becomes pushed deeply into the tissues, leaving 
a flat smooth surface. For this reason it is often diff- 
cult to diagnose and resistant to treatment. ` ‘ Fypically 
they are found in teenagers, especially girls, with a soft 
moist plantar skin, but they may be met with in later 
life. They are contagious and can be transferred from 
individual to individual, from one foot to the other, or 
to fresh areas on the same foot. 
certainly a virus infection; a portal of entry may be 
afforded by some small penetrating injury such as that 
produced by a nail in a shoe. The practitioner should 
suspect a verruca if he finds in a young person an 
apparent callosity in an unusual situation—for example, 
the hollow of the instep—which is very sensitive to the 
release of pressure, giving a throb of pain as the finger 
is removed. If some of the overlying callus be skived 
down the tips of the papillae may be observed, some- 
times appearing as black spots if bleeding has occurred 
into them. 

The very multiplicity of treatments advocated indicates 
that no’entirely reliable one has yet been discovered. | It 
would seem that on occasions a smal] verruca can dis- 
appear spontaneously, like warts elsewhere, and so add 
to the fame of the wart charmers. 
skives down the cornified tissue until the tips of the 
papillae are just exposed and then applies some caustic 


MINOR AILMENTS OF THE FEET’ f 


The cause is almost - 


The chiropodist ~ 
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material—probably monochloracetic or 
trichloracetic acid, pyrogallic acid, nitric 
acid, and formaldehyde ‘are the most 
popular. The process has to be re- 
peated many times in the case of a 
large growth and is by no means pain- 
less. Carbon-dioxide snow can be used 
upon a small growth but is rather un- 
reliable. Direct ‘cauterization with a 
Paquelin or electric cautery, but better 
with diathermy, is a valuable method for 
surgical use. These warts extend sur- 
prisingly deeply and so thorough anaes- 
thetization is essential 1f the whole growth is to be des- 
troyed. This may be combined with curettage, but 
complete surgical excision” is not recommended on 
' account of the great tendency to recurrence in the scar. 
Radium (beta or gamma rays) and x rays are useful 
and painless treatments, but again the result is not 
always certain and it would be unwise to continue with 
such treatments for long. 





Fie. 9.—An extremely flond verruca showing the papillomatous 
structure of the growth. Usually, however, verrucae are buried 
beneath a thick layer of horny tissue. ' 


“In really difficult extensive and resistant cases (Fig. 9) 
I believe that thorough diathermic cauterization gives the 
best chance of cure. The wound left is a deep one, but | 
not proportionately painful, which will heal slowly 
under, simple stimulant dressings. As the condition is 
very contagious it is necessary-to institute common- 
„sense prophylactic measures*to prevent the spread of 
infection to others., os 

The very common fungus infections of the feet and 
nails have already been dealt with elsewhere in this 
series (see British Medical Journal, 1951, 1, 28). 
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REPORT ON THE WORK OF | 
HEALTH VISITORS IN A CHILDREN’S 
_ DEPARTMENT IN HOSPITAL 


BY 


ARTHUR G. WATKINS, M.D. F.R.CP. 
Professor of Child Health, Welsh National Sehool of 
Medicine . $ 


oo. 


In May, 1949, with the co-operation of the Cardiff 
City Health Authority, a scheme was started whereby 
two of the authority’s health visitors were seconded to 
work in the children’s department in United Cardiff 
Hospitals. This provided a practical link between the 
health authority and the hospital, the usefulness of 
which has become increasingly apparent as the 


experiment has proceeded. For some years’ it has‘ 


been our custom to inform the superintendent health 
visitor for the City of Cardiff of the discharge of any 
child from hospital whose home we felt ought to be 
visited and whose mother seemed to need extra, help 
and guidance. This was never a good arrangement, 
first, because of the inevitable delay in getting the rele- 


vant information to the district health visitor concerned, 


and, secondly, because the patient and his illness were 
relatively unknown quantities to her. - 

It seemed essential, therefore, that the health visitor 
should know these children while they were in hospital 
if she was to follow them up intelligently. Accordingly, 
two health visitors from the Cardiff City staff were 
seconded to work in the department of child health, and 
a report of their work for the year August, 1949, to 
July, 1950, is presented. $ E 


Health Visitors’ Duties / r 

The duties’ of these health visitors are divided 
between hospital attendances and home visiting. When 
“in hospital they are present at the teaching rounds to 
undergraduates and generally, take part in the work of 
the department by giving valuable information on 
medico-social histories of the children concerned. Thus, 
the medical student is introduced to the work of health 


visitors, and his interest stimulated ‘in medico-social: 


problems. , During the child’s hospital stay the health 
visitor learns his medical history and visits ‘the child’s 
home, bringing back useful and practical information. 
It is her practice. to write a short account of her find- 
ings on the child’s case notes. She thus makes herself 
known to the family and co-operates with them after 
the child’s discharge. The child, too, knows her in 
hospital and welcomes an old. friend. On the child’s 
discharge from hospital the health visitor, armed with 
all the necessary medical information, sees that the 
medical aftercare is carried out, but as soon‘as she is 
satisfied that her attendance is no longer necessary, the 
family are pasSed on to the health visitor of the district. 
Every encouragement is made- to co-operate ‘with the 
district health visitor and the home is visited together if 
‘possible. In order. to strengthen further this link 
between hospital and public health department the 
hospital health visitors continue’ to share the accom- 
modation with the other health visitors in their depart- 
ment in the public health -offices. In addition, the 
„hospital health visitors each have a small district of 
their own in which they act as routine health visitors. 


\ oe 
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. The following list of duties summarizes the type of 
work done: : fa 


1. To' pay an investigation visit to the home of the child 
while he is in hospital and to report on the suitability of the 
home and the parents to receive the child on his return, 
together with comments on the desirability of convalescence 
or special schooling, etc. i 

2. To supervise, on discharge home, the medical treatment 
ordered—for éxample, feeding, breathing exercises, medi- 


. cines, etc., and, if need be, to contact the general practitioner 


in charge of the case. 

3. To arrange for the child to attend the appropriate 
follow-up clinic, and if necessary to arrange for transport. 

4.~To advise and help in getting other members of the 
family or household medically examined—for example, for 
tuberculous contacts’ and familial disease. 

5. To bring to the notice of parents the many organiza- 
tions through which help can be obtamed and guide them 
in their use—for example, National Assistance Board, 
Women’s Voluntary Services, Order of St. John Medical 
Department, Queen’s Nurses Association, Home Helps, 
Children’s Officer, N.S.P.C.C., etc. f 

6. To give advice on when and how to obtain such benefits 
as free milk, vitamins, and school milk. ` 

7.-To report to the appropriate authorities any comments 
concerning housing or other social problems. 


The Year's Work `œ 
Follow-up: August 1, 1949, to July 31, 1950 


Children visited 361 
Visits paid .. Se 2,935 
Type of Cases Visited 
Chest infechon .. a 143 

' Diarrhoea and vomiting .. fy 76 
Nephritis and urinary infection .. ` 29 
Miscellaneous os a Poh, let 29 
Feeding difficulties ae n u P9 
Heart and rheumatism .. ae Fe 17 
Pyloric stenosis .. oe = a 16 
Surgical .. Sao o ui wie. Dg 16 
Convulsions 7 `.. we Slee S 9 
Anaemia and jaundice .. S os 7 

361 


Two case reports illustrate the character of the work 
done: 


Case I—A boy aged 12. years In hospital with 
severe rheumatic carditis and heart failure. Discharged 
home on November 4, 1949. Home fairly satisfactory, 
mother a widow. Child to attend rheumatism clinic 
every two weeks. Ambulance conveyance arranged. 
November 14: walks around house a little. 
being distempered by uncle, and child has bed downstairs. 
Mother informed she can get milk daily from school. 
January 10, 1950: mame given for home teaching. - 
January 19: readmitted to hospital. June 20: discharged 
from hospital; note sent to National Assistance Board for 
aid to buy, single mattress, and note to St. John’s about 
back-rest, bed-table, etc.; new chair supplied by “W.V.S.; 
home teaching arranged; follow-up attendance arranged ; 


- supervision of doctor’s treatment; nursing help given. 


Case 2.—A ‘girl aged 3 months.’ Admitted to hospi- 
tal on ‘March 16, 1950, with seyere gastro-enteritis. Home 
conditions unsatisfactory—parents’ uncooperative. Local 
health visitor makes similar report. Reason for father’s 
apparent hostility is that he has been out of work for 12 
months awaiting hospital admission for hernia operation, 
and is embittered at having to be dependent on the National 
Assistance Board. Full particulars of financial position 
taken and National Assistance Board almoner informed. 
Advice given on sterilization of feeding utensils and general 
hygiene. April 29: baby discharged home. May 1: baby 
satisfactory, but house dirty and father hostile. May 5: 


es 


Front room . 
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baby seen at infant welfare clinic; gaining weight but not 
taking vitamins. May 12: good progress—now taking vita- 
mins ; dirty bottle on table ; further advice given on steriliza- 
tion. May 26: financial grant from the National Assistance 
Board for clothing. June 4: free milk and vitamins 
obtained ; baby well; transferred to: district health visitor 
on September 17: father operated on in July, and later 


returned to: work. 
Comment i 

Criticism is sometimes heard that these arrange- 
ments may cut across and interfere with the work of 
the almoner. In fact, the almoner of the department 
works very closely with the health visitors and takes 
responsibility for carrying out many of the services 
that are recommended. This concord is made easier 
by their meeting at the bedside of the child as members 
of the department’s staff. In practice we find that, 
whereas the health visitor’s duties are primarily those 
related to the carrying out of medical treatment and 
those of the almoner the use of the social services avail- 
able, the two have so much in common to contribute 
that there is manifest need for both: 

It is our desire to establish a rota among the health 
visitors of the city for this hospital work. In this way 
postgraduate hospital experience will be gained by the 
health visitors in turn, and we believe their work will 
thereby be made more interesting. 

It is hoped that this brief report of a year’s work 
will be of interest to others who are anxious to wed the 
social-and clinical sides of child health. To us it has 


-been most helpful and stimulating to have the guidance 


and advice of these ladies in our department, and we 


-believe that some such scheme should be introduced 


wherever local geography makes such an arrangement 
practicable. ; 
—eEeEe——EEeE——Ee 


HACKNEY HOSPITAL MATERNITY WING 
On May 2 H.R.H. the Ducuess or GioucesTér formally 
opened a new maternity wing at Hackney Hospital and un- 


. veiled a commemorative tablet. The MINISTER OF HEALTH, 


speaking at the ceremony, said that no part of the National 
Health Service gave greater pleasure or pride than what was 
done for the treatment, care, and welfare of mothers and 
children. The decrease in,infant and maternal mortality gave 
a feeling of satisfaction, but, although much progress had 
been made in this direction, the battle to save the lives of 
mothers and children must still go on. Hackney Hospital 
itself was a living example of the progress made during the 


- last 100 years. 


Alderman H. E. GooprIicH, chairman of the Hackney 
Group Hospital Management Committee, said that tbe new 
wing had accommodation for 109 mothers (including one 
bed for eclampsia cases), The ofiginal plan had betn for 
only 86 beds, but, thanks to the enterprise of Dr. F. A. 
Bryning, the medical superintendent, it bad been possible to 
extend the number and to introduce many other improve- 
ments which had not been thought of when’ the’building was 
first planned in 1937. Her Royal Highness then formally 
declared open the maternity wing, and there followed a 
dedicatory, prayer by the Bishop of Stepney. 


The-New Wing 

Maternity beds are provided in wards of not more than 
six beds. There are observation windows in the doors of 
each bedroom, and patients can summon attention by means ` 
of light signals. In addition to the main ward lighting, each 
bed has its own wall-lamp, and cubicle curtains are installed 
in all wards having more than one bed. Each floor has a 
solarium provided with radiant heat, overlooking an orna- 
mental garden. On the top floor is the receiving-room and 
four rooms, each with four beds, for antenatal cases ; also 
an examination room, a doctors’, room, and a comfortably ; 


HEALTH VISITORS IN A, CHILDREN’S DEPARTMENT ` 


: furnished day room and balcony solarium. 
“section is in the west wing of this floor. There are tbree 
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first-stage rooms, two single and one three-bedded ; 
four labour wards with Chassar Moir beds (one room 


_ larger than the others for operative delivery), and an 


operating room. The labour rooms, theatre, and the-room 
for eclampsia cases hdve piped:oxygen. There is a night 
nursery which can be used for babies who disturb their 
mothers’ sleep. The premature babies’ unit consists of a 
main nursery with thermostatically controlled heating and a 
“ cooling-off ” room, also with piped oxygen supply, and 
there is a special milk kitchen. Ultimately it is intended that 
one floor shall form an isolation floor, At present the 
ground floor is devoted to complicated cases, such as those 
requiring caesarean section. The baths are so designed that 
the nurse can have her feet under the bath and thus be 
directly above the patient. for convenient lifting. 

The Duchess of Gloucester was taken on a tour of the 
new department, and presented an inscribed silver christening 
cup to the first child to be born there. It may be added -that 
Hackney Hospital is the responsibility of the North-east 
Metropolitan Regional Hospital Board, but the planning and 
the beginning of the execution took place while it was still 
under the London County Council. 








CHIROPODISTS IN CONFERENCE > 


SIR HENRY COHEN ON PROFESSIONAL 
STANDARDS 


Sir Henry Conen opened the annual convention of the 
Society of Chiropodists, held in London from April 26 
to 28. He recalled the fact that it was the British Medica] 
Association which initiated the movement leading in 1936 
to the setting up of an independent Board of Registration 
of Medical Auxiliaries, and no organization- had given the 
Board a fuller measure of support than the Society of 


` Chiropodists, 3 : 


“I have long been convinced,” said Sir Henry. Cohen, “ of 
the major contribution which your work makes to the com- 
fort and efficiency of mankind, and for 20 years I have been 
a Fellow of your society, not, I confess, having entered by 
the hard way.” He went on to suggest that in place of 
the society's motto, Post curam otium, which was, after all, 
equally applicable to all forms of treatment, they should 
adopt the phrase used by Plutarch in telling how Pythagoras 
deduced the stature of Hercules from the length of his foot 
—Ex pede, Herculem—for this succinctly conveyed that 
aspect of chiropody which established its true status and 


’ purpose. The work of chiropodists was concerned with the 


foot not only as the site but as the index of disease. Those 
who had laid the foundations of the training of chiropodists 
had stressed the importance of bringing to the study a mind 
suitably prepared, and had demanded that appropriate stan- 
dards in general education be attained. They had empha- 
sized that modern concepts of disease and therapeutic 
Measures depended for their understanding on the basic 
sciences of physics, chemistry, and biology; that it was 
necessary to know the normal structure and functions of 
the body if those disturbances, which were called disease, 
were to be recognized, and that before a disease, could be 
prevented or cured its causes and effects must be known. 
“Thus a syllabus has been devised which conforms to 
well-established and well-tried educational principles, and 
those of you who have had the advantage of being trained 
on the lines it lays down have been so well grounded in the 
understanding of your professional work that not only 
should you be competent to deal with the common prob- 
lems of your craft but you should be able also to manage 
the unusual, the novel, and the unpremeditated situation, 
and—perhaps even more important—you will recognize that 
some of these problems he outside the field of your own-pro- 
fessional’ competence and you, will seek aid from your 
professional colleagues. And you should not hesitate to 
acknowledge your limitations.” ` ; j i 


? ” 
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Medical Auxiliaries 

In a reference to the Cope Committee on Auxiliary Ser- 
vices, Sir Henry Cohen said that there had been some resent- 
ment at the phrase “ medical auxiliaries,” and if it was used 
to imply a subordinate, an underling, a slave, to whom was 
assigned the drudgery and menial tasks of medical and sur- 
gical practice it was not difficult to: understand the hurt. 
But chiropodists:had achieved their professional status by 
accepting a course of training which gave them special 
knowledge and skills, and banded themselves together as a 
corporate body with 4,000 members and 500 students in 
training. \The work of this body had been fully justified by 
“the conclusions of the Cope Committee’s report. But he 
reminded them that a profession had responsibilities as well 
as privileges, “You. must always give of your best; you 


‘ must not sacrifice yourselves to the worship of Mammon ; 


‘ 


_ should be of as wide a bore as possible. 


you must maintain the highest ethical standards of practice ; 
you must remain perpetual students of your subject so that 
those who entrust themselves to your care may feel confi-, 
dence in your knowledge, your wisdom, your judgment, and 
your skill.” ' 

Lord AMULREE followed with an address in which he 
spoke of the medical care of the aged. He stressed the 
importance of keeping old people so far as possible. mobile. 
The report on this subject by Dr. J. H. Sheldon in Wolver- 
hampton had stated that 40% of the old people visited 
in the course of the inquiry were found to be suffering from 
foot trouble ; these disorders were specially common among 
the women. A large nunrber of old people, said Lord Amulree, 
would obviously benefit from chiropody services, and the 
absence of such skilled treatment was responsible for immo- 
bilizing them to a very great extent. A regular service of 
chiropody .would relieve the hospitals of a considerable 
burden. 
shoe manufacturers to issue a much greater variety of shapes 
and sizes. There would be far less need’ for chiropody if 
better-fitting shoes were available. 


The programme of the Convention, over which Mr., 


Joen H. Hansy presided, included visits to Guy’s Hospital 
Annexe, Orpington, to see operations on orthopaedic cases, 
and to the Hospital for Sick Children, Great Ormond Street, 
to see operative and post-operative treatment for children. 
Mr. T. T. STAMM lectured to the members on the indica- 
tions for, and the technique of, some orthopaedic,operations, 
and other lectures were given by fellows and members of 
the society on various chiropodial techniques. 








Preparations and Appliances 





- AN AID TO STARTING AND MAINTAINING 
DIFFICULT TRANSFUSIONS 


Dr. C. A. McC. AITKEN, of Wembley, Middlesex, writes: For 
difficult transfusions I have found the following modifica- 
tion extremely useful and timé-saving and quite as simple 
as the usual technique. í 


The needle with adaptor of the transfusion set is put . 


aside and instead a fresh needle is used, attached through 
a small adaptor and tap to a '5-mL syringe (preferably with 





‘ 1 
eccentric nozzle) half-full of normal saline. The needle 
j The 18s.w.c. 
needle 1 to 14 in. (2.5 to 3.75 cm.) long is of thè same bore 
as the usual transfusion needle (1.25 mm.) and is obtainable 
from instrument manufacturers. , Otherwise the 20S.w.c. 
ordinary serum needle (bore 0.9 mm.) of the same length 
is quite’ useful, especially if the veins are small, though 
the tendency. for slow running and stopping is greater. 


‘ 
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He also mentioned the desirability of encouraging . 


` 
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This combination forms an efficient seeker for difficult 
veins, suction being applied to the syringe till blood flows. 
A small volume of saline is then forced through the needle 
to prevent clotting: there. With the tap closed the syringe 
is replaced by the giving end of the transfusion set and 
the blood allowed to flow. 

The syringe is kept in a sterile bowl and is always avail- 
able for subsequent washing out of the needle, should this 
become’ blocked. The combination also greatly facilitates 
reinsertion of the needle into the vein. The process of 


‘restarting a transfusion is thereby greatly simplified and 


can be completed in a few minutes without any fresh 
equipment. ` 





Reports of Societies 








CONGENITAL PYLORIC STENOSIS 


The Section of Paediatrics of the Royal Society of Medi- 
cine met on April 27 to discuss the “ Treatment of Infahtile 
Hypertrophic Pyloric Stenosis.” Although the General 
Surgeons’ and the General \Practitioners’ Sections had also 
been invited’ it was easy to spot the paediatricians. They 
were, on the whole, kindly-looking men; the younger ones 
(the Bloomsbury Set in the main) had the worried air of 
men who think largely in terms of electrolyte balances, and 
when they were seated one could see that they had not yet 
acquired the- savoir-faire of their elder colleagues, who are 
ready to jump’at the first sign of hydrostatic activity on the 
part of the baby. The meeting was very well attended, in 
part because it was 10 years'since the subject had last been 
discussed, but also no doubt because the audience looked 
forward to a renewal of the controversy between physicians ” 
and surgeons. This, indeed, followed the expected lines, 
each side carrying its banner, in its own opinion, to victory, 
while a few cowardly onlookers preferred .to have a foot in 
each camp.” i : ‘ ; 
Dr. KENNETH H. TALLERMAN briefly introduced the matter 
and then betook himself from the presidential chair to the 
rostrum as the first opener. He explained that until 1944 
he had believed in the surgical treatment of this condition, 
but had then weaned himself successfully from such an 
impious belief. While admitting that in the last 15 years 
or so the surgical mortality had fallen from around 15%: 
to-1 or 2% in expert hands, he was of the opinion that up 
and down the country it was most probably in the region 
of 15%. He was sure that medical treatment’ could do 
better than this. He accepted that the mortality of surgi- 
cal treatment depended a great deal on whether the infant 
was breast-fed or artificially fed. (He quoted Levi’s figures 
of no deaths in 100 breast-fed infants but a ‘mortality of 
11% in 46 artificially fed infants.) Since 1945 all his own 
cases had initially been treated with atropine methonitrate 
(‘eumydrin ”). He used a 0.6% alcoholic solution, and he 
stressed that the dosage must be adequate (15 to 25 drops 
per day). (This shocked Mr. Denis Browne into referring 
to babies “tottering on a heavy dose of a dangerous drug.) 
If after 72 hours vomiting persisted or the child failed to 
gain weight, he advised’ surgery. Of his own 67 cases in 
the last five years, 4{ had had purely medical treatment 
and 26 had required operation. Since it was in any case 


. highly advisable to spend two or three days in the pre- 


operative preparation of a baby, by means of gastric lavage, 
the modification of its feeding regime and in administering 


‘subcutaneous saline, why, he asked, did not the surgeons 


allow the child the benefits of eumydrin during this period ? 


The Surgeon’s Point of View 


Mr. Denis J. Browne accepted the president’s challenge 
to fire a heavy barrage at the physicians. Commenting on 
Dr. Tallerman’s assertion that, the surgical mortality’ was 
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higher than the medical, he confessed that he was puzzled 
why, if all-“ failed eumydrin” cases could be passed on 
for operation, there was ever any medical mortality at all. 
He reviewed 600 cases treated by operation at Great Ormond 
Street during the war under conditions difficult for all parties 
concerned. The overall mortality had been 2%: that due 
to the operation itself nil. Mr. Browne explained in detail 
his technique, which he regarded as of very great impor- 
tance. Local analgesia was essential; so was‘ a high 
incision over the liver. He himself divided the rectus 
vertically, and he had devised a special weapon for separating 
the hypertropnied muscle of the pylorus. i : 
‘Mr. Davip Levi differed from other surgeons in regard- 
ing congenital pyloric stenosis as an, urgent surgical emer- 
gency. No time should be spent in “ pre-operative 
preparation,” and (the only necessity was a stomach wash; 
out immediately’ before operation. He, too, regarded a 
local analgesic as essential, though he used far less of it 
‘than Mr. Browne. ` The «operating theatre should be kept 
at 80°% F. (622° C.). He disliked intravenous therapy or 
indeed fluids given in any way except by the mouth. He 
was powerful in his advocacy of breast-feeding. He was 
equally persuasive about the necessity.for specially designed 
wards for children. The facilities he demanded brought to 
mind a cross between the Ideal Home Exhibition and Utopia 
—or, at least, the U.S.A. When he proceeded to outline 
the minima in respect of nursing staff, ward maids, etc., 
together with the precautions necessary to safeguard the 
‘health of babies in hospital; your reporter wondered whether 
he was listening to something from Brave New World, so 
aseptic did it all sound. It is of course true, as Mr. Levi 
said, that “il! babies will succumb to thoughtless action in 
hospital which a normal child will survive with impunity at 
home,” -but in these austere days it all sounded rather 
impracticable. Finally, Mr. Levi showed a really beautiful 
colour film of Rammstedt’s operation. ` 


Selective Treatment 


The last of the opening speakers was Dr. Norman M. 
Jacosy, who described himself (presumably becatse he has 
the sense to live in the Weald\of Kent) ‘as a country bump- 
kin. He believed in “selective” treatment—that it should 
be possible to recognize clinically those cases which would 
respond to atropine methonitrate and those which would 
certainly require surgical treatment. His own cases were 
divided roughly equally and the decision.was made when 
they were first seen. Since he did not think it proper for 
a physician to tell a surgeon what to do and when, he 
resolved the difficulty in a quite satisfactory, though some- 
what Gilbertian, fashion: he did the job himself.” He did 
not find it necessary either to give parenteral fluids or to 
wash out the stomach. 

Dr. GEORGE DAVISON said that, although the disease prob- 
ably occurred once in every 250 live births, this still meant 
that a general practitioner might see only one case every 
five -or six years. It was therefore futile to expect him 
to know the finer points in diagnosis. What was important 
was that when a. baby was vomiting without apparent reason 
a second opinion should be sought. And, further, that to 
lower the mortality cases should be referred to experts for 
treatment. But surely the fact that the “classical” picture 
.of extreme dehydration was now so seldom seen indicated 
that practitioners were recognizing the cases early. He 
reported on a great number of cases from’ Newcastle-upon- 
Tyne. Between, 1926 and 1950 1,100 had been seen. While 
stating that the mortality of the first 200 cases had been 15% 
and of the last 500 cases 3%, he took pains to point to the 
fallacy of figures. Dr. RicHARD Dosps, on the same tack, 
showed some curves indicating that the improved mortality 
rate in pyloric. stenosis followed almost exactly the curve 
of ‘the infant mortality from all causes. 

Mr. R. B. Zacuary said it was All very well to give the 
credit for the present low mortality to breast-feeding, local 
analgesia, and fluids by the mouth, but when he was in 
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Boston, Massachusetts, it was extremely rare to find a breast- 
fed baby, a general anaesthetic was always given (usually by 
a nurse), and it was unusual for a baby to escape without - 
having something put into a vein. He was surprised that 
several speakers had said that medically treated babies spent 
no longer in hospital than those treated"by operation. Most 
of the ones he operated on were home in three or four days. 

A plaintive voice asked if anyone could tell him how 
eumydrin worked, and, though a large number of people 
must also have’ wished to know, no one was bold_enough 
to speculate. In winding up the meeting, the president said 


it must be conceded that the treatment was still a contro- 


versial matter and that no doubt the physicians and surgeons 
would in general continue to differ in their beliefs. Although 
biased, your reviewer feels bound to record that he thinks 
Surgery won on points. 


7 ‘ 


DISEASES OF THE RECTUM - 


At a crowded meeting of the Devon and Exeter Medico- 
Chirurgical Society, held on April 19, Mr. LAWRENCE ABEL 
spoke of some common diseases of the rectum and anal 
canal. Despite its name, he said, the rectum was not a 
straight tube, a fact to be borne in mind when dealing with, | 
among other things, an imperforate anus. _ i 


c 


Yo How. to Examine the Rectum 


Apart from the skin no regions of the body were easier 
to examine than the mouth and rectum ; nevertheless, fore 
than half the cases of carcinoma in those regions came to 
operation too late to give the patient the best chance of 
cure. For efficient rectal examination four things were 
necessary: a: couch, a good light, a rubber glove, and a 
non-greasy lubricant. The patient should lie, not in the 
Sims position, but on his right side, and the examination 
should be made with the left index finger. By this method 
a high neoplasm was less likely to be missed. The examin- 
ing finger should be rotated through an angle of 360°. 
Confirmatory examination with a rectal speculum should: 
follow,'and if there was still doubt the lower bowel should 
be washed out and a sigmoidoscope passed. A barnum 
enema, invaluable for the diagnosis of growths of the pelvic 
colon, could be fallible in the diagnosis of rectal growths. 


_ Pruritus Ani- 


Mr. Abel touched upon the pathogenesis of first, second, 
and third degree haemorrhoids—spasm leading to conges- 
tion and ending in fibrosis ; on their appropriate treatment ; 
and on that of anal fissure and ischio-rectal abscess. Pru- 
ritus ani, once diabetes mellitus and threadworms had been 
excluded, might be due to lack of cleanliness or to roughly 
patched underpants. The condition should be treated by 
the establishment of a regular and normal bowel action, the 
intra-anal use of ung. hydrarg. subchlor. with cinchocaine 
hydrochloride (“ nupercaine ”) suppositories, local painting 
with 20% carbolic, and, on the surface, an ointment of pulv. 
zinc. oxid. and lin. camph. with or without cinchocaine 
hydrochloride and made up with white petroleum jelly. 

It should be remembered that simple neoplasms occurred 
in the rectum ; pedunculated rectal ‘polyps in children were 
easily and safely treated by ligating the stalk twice at a few 
few days’ interval. Haematomata ani, also easily remediable, 
must not be confused with prolapsed haemorrhoids. ‘ 

Mr. -Abel.ended by showing a film of the modern tech- 
nique of abdomino-perineal resection for carcinoma of the 
rectum, the results of which were now highly encouraging. 
Nevertheless, because so many of these cases came too late 
to the surgeon 5,500 persons died annually of this disease. 
The presence of extensive metastases was not necessarily a 
contraindication to operation, for, with the primary growth 
efficiently removed, the patient could enjoy many years of 
comfortable and useful life. , i 
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Hospitality for Overseas Visitors . 


Si,-~May I once again appeal to members through yo 
columns for offers of hospitality for our overseas medica 
visitors from the Dominions and Colonies ? 

As a result of a similar appeal last year (Journal, May 6, 
1950, p. 1075), we received offers which were sufficient to 
cover our needs, and the visits which took place were much 
appreciated by our overseas friends. This year we expect a 
goodly number of overseas inedical visitors, and there will be 
many among them who will much appreciate the opportunity 
of meeting us in our homes and s0 getting to know us better. 

J shall be very glad if doctors willing to offer hospitality to 
an overseas visitor for one or two days, or even longer, would 
write to me stating wHat they are able to offer.—I am, etc., 


Empire Medical Advisory Bureau, 
BMA House, 
Tavistock Square 
London, W.C.L. 


H. A. SANDIFORD. 


ay 
54 


Unexpected Failure of Hexamethonium Explained 


Sir, —Some time ago (December 30, 1950, p. 1496) I 
referred to a case of hypertension id sping girl of 16 
(blood pressure 240/140) who faile fespond to quite 
massive doses of hexamethonium br iby intramuscular 
and oral routes. This-patient was su®.< 
sympathectomy with the proviso that the left kidney be 
explored first, in view of the mild dilatation of the left renal 
pelvis visible in the pyelograms. This dilatatfén was minimal 
and thought to be of no significance by urologists. It 
appeared to be caused by the pressure of Wat radiologically 
seemed to be a calcified lymph gland lying near the left 
renal pelvis. 

Operation revealed a calcified aneurysm of the left renal 
artery, whose lumen in consequence was exyémely narrowed. 
The kidney was not scarred ~nor apggrently atrophic. 
Nephrectomy alone-was carried out with almost immedi- 
ate drop in blood pressure. The patient has been up and 
about for several weeks now and the blood pressure still 
remains at this lower figure of about 135/80 mm. Hg. 

This casé appears to be a typical example of humoral 
hypertension due to renal ischaemia releved by unilateral 
nephrectomy. The reason why ıt did not respond to hexa- 
methonium bromide now becomes understandable if one 
postulates that the cause of the hypertsasion was not 
mediated through the sympathetic nervoyy’ system but was 
due to direct action of angiotonin on the #tood vessels them- 
selves. One wonders, therefore, whether failure of a hyper- 
tensive to respond to the methoriium compounds should not 
„cause attention to be directed to a possible ischaemic kidney 
as cause of the hypertension. This case wil! be reported in 
detail later —I am, etc., 7 

Sydney, Australia. 







a 


FREEMAN. 


u 


Toxic Chemicals in Agriculture 


Sm,—We support the view expressed by Drs. I. A. 
MacDougall and K.-Vickery (April 28, p, 949) that strict 
control should be exercised in the use ofpxic chemical sub- 
stances in agriculture in Great Britain, 
both of agricultural workers who apply ‘these substances and 
of persons who consume foods which have been sprayed 
could be achieved by means of regulations. 


Such regulations have been made and are enforced by law 
in parts of the United States of America. For example, in 
California it is necessary to secure a permi from the State 
Department of Agriculture before using toXic insecticides. 
Permits are issued only to persons who have satisfied this' depart- 
ment that they will obey the regulations Spraying must be 
confined to the property for which the permit jy sought, and the 
holder agrees to refrain from using toxic substances in places 
where persons or animals may be affected by the spray. It is 


-q gto operation for ' 


Greater’ protection. 


necessary to give warming of spraying to all people on the 
property and to take measures to protect them from harmful 
effects. Sprays must be used only in concentrations and for the 
purposes approved by the State Department of Agriculture 
Toxic substances must not be applied when the wind velocity 
exceeds five miles per hour. Special regulations: are designed 
for the protection of bees and of livestock and other animals 
When more than 1 lb. of “parathion” is applied per acre, 


, warning notices must be posted in the area for 14 days. 


Toxic substances must be registered by the State Department of 
Agriculture before they are sold for use within the State. A 
substance is not accepted for registration unless it can be proved 
that it is of practical value when used as recommended by the 
manufacturer. The product must be distributed in containers 
which enable it to be handled safely, and regulations ensure that 
the nature and toxic properties of the ingredients appear on the 
label of the container. The authorities in a given State may 
inspect fresh market produce and determine in the case of any 
item the presence and concentration of spray residues. By this 
means it is possible to detect evasion of the State regulations for 
the safe use of toxic chemical substances in agriculture, and to 
ensure that food is not contaminated by dangerous amounts of 
such substances, 


We are aware that manufacturers and contract sprayers 
in this country bave done a great deal to reduce the potential 
hazards associated with the use of toxic substances made 
and used to increase food production. 
opinion the use of toxic chemical substances in agriculture in 
Great Britain should be controlled by regulations which are 
enforced by law.—We are, etc., 


London, E 1. = 


P. Les_ey BIDSTRUP. 


DONALD HUNTER. ‘ 


+ 


Varicella and Herpes Together 


Sm,—It is a common experience to find varicella occurring 
in contacts of cases of herpes zoster, and more rarely the 
reverse, but it is very unusual to find them present together 
in the same patient. This has prompted me to record a case 
which came under my care recently. 


A gravedigger, aged 47, first saw me on August 29, and com- 
plained of a continuous severe pain spreading over the Ieft 
shoulder and down the front of the jeft arm. He tried to carry 
on at work, but two days later the pain was so severe that he 
willingly gave up. On the evening of September 2 he first noticed 
“blisters on his left arm when he rolled his sleeve up, and 
the following morning found them generalized. On examination 
at this ume there was a typical berpes zoster eruption involving 
the cutaneous distribution C8 and Tl, and also a generalized 
eruption typical of varicella. There were many vesicles on the 
scalp, trunk, and limbs, a few on the face, but none on the 
mucous membranes. Successive crops of vesicles occurred on the 
trunk over the following two. days. The patient had a temperature 
of 99° F, (37.2° C.) which fell to normal next day. The pulse 
rate was 72 per min. The tendon reflexés were present and equal 
The vesicles became slightly purulent and’ crusted in the usual 
way. ; 

On September 10 he complained of some weakness of the left 
arm, and the muscles were tender on pressure. There was nó 
sensory loss. e varicella crusts were separating but not the 
herpetic ones. Å. x 

On September 14 he complained of a great deal of pain over 
the left shoulder and down the front of the left arm. He was not 
sleeping well because of an intense smarting over the area of the 
herpetic eruption. Some crusts had separated, and he stated 
that the arm was more painful since this had occurred. -There was 
marked hyperaesthesia over the area of the herpetic eruption. By 
September 21 the varicella crusts had practically all separated, 
though there were stil} many of the herpetic crusts left. The 
pain in the shoulder and arm was now easing off. From this time 
there was a steady improvement in the pain and by October 7 the 
crusts had all separated and the patient felt well enough to return 


_ to work. 


Jt is usually stated that when the two eruptions occur 
together there is an interval of three to five days after the 
appearance of the zoster rash during which the virus spreads 
from the posteriér nerve roots into the blood stream, and 
then the rash of varicella appears. In this case it was present 
within twelve hours.—I am, etc., 


Macclesfield. E. G. L. Marg. 


Nevertheless in our . 


N 


_ one case only. 
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Phiegmonous Enteritis 


Sir, —The report by Mr. B. C. Rowlands (April 28, p. 926) 
of a case of phlegmonous enteritis following an operation 
for strangulated femoral hernia prompts me to record briefly 


-two cases which I have encountered in recent weeks. Both 


presented as intestinal obstruction, were diagnosed at, opera- 
tion as Crohn’s disease, showed naked-eye changes in the 
gut almost exactly as described by Mr. Rowlands, but were 
proved histologically to be periarteritis nodosa. 

Case I1.—A woman, aged 50, was admitted with acute intestinal 
obstruction. She gave a history of frequent attacks of abdommal 
pain, distension, and vomiting during the preceding two months. 
At laparotomy the terminal ileum was inflamed and oedematous 


for a distance of 8 in. (20 cm.), The abdomen was closed without 


further interference. Her condition did not improve; on the 
10th day she developed anuria and died in uraemia two days 
later. At necropsy the kidneys showed the typical appearance of 
the microscopic form of periarteritis nodosa, with widespread 
“ explosive ” glomerular lesions and fibrinoid necrosis of some 
afferent arterioles. Necrotizing arteriolar lesions were also seen 
in the spleen and in the submucosa of the inflamed ileum. 

Case 2—-A woman, aged 69, was admitted with acute intestinal 
obstruction. There had been two short attacks of threatened 
obstruction during the preceding three weeks. At operation the 
descending colon. was inflamed and oedematous in its middle 4 in. 
(10 cm.), The colon was resected from mid-transverse to sigmoid, 
followed by end-to-end anastomosis, Following opération, 
obstruction persisted, necessitating a caecostomy on the third 
day. This was closed on the 15th day, normal bowel function 
having returned, and further progress was: uneventful. The 
affected gut presented the following features. The mucosa was 
deep red in colour and covered with minute superficial erosions 
for a distance of 4 in., being sharply demarcated from the 
normal mucosa at either end. The submucosa was intensely 
oedematous, accounting for most of the swelling of the bowel 
wall. On histological examination the small vessels in the sub- 
mucosa beneath the mucosal erosions showed a necrotizing lesion 
typical of thé acute phase of periarteritis nodosa. 

Although Mr. Rowlands describes the naked-eye appear- 
ance of his specimen in some detail hè makes no mention 
of histological examinatidn. In the light of my two cases I 
would consider a diagnosis of periarteritis nodosa in any case 
of supposed acute Crohn’s disease or phlegmonous enteritis, 
and it is a diagnosis which can be made only histologically. 
—J am, etec., 

Rochester, Kent. R. B. H. TIERNEY. 


Benign Calcified Epithelioma 
Sm, —Mr. John LI. Temple's article (April 28, p. 920) on 


the benign calcified epithelioma of Malherbe will direct 


attention to this lesion, which, as he says, is not uncommon 
but frequently goes unrecognized. It may therefore be of 
interest to record a further series of ten cases encountered 
among 9,950 miscellaneous surgical specimens ‘from general 
hospitals examined histologically during a total period of six 
years. 

The details summarized in the table show the series to be 
closely similar to Mr. Temple’s, save that giant-cells were 


Giant Cells Were 
ut Pigment and Bone Formation Absent 


Viable 
Injury} Clinical Diagnosis epithe: 
rom. 


Ten Cases of rine Calcified Eptthelioma. 
Present in All 







caki; 



























fica- 
tion 

1 |E |14 — |? Dermoid cyst + + 
2 JE 9 — |} Sebaceons cyst + + 

\3 | Ff 13 — | Tuberculous gland + + 
4 IF | 46 — | Subcutaneous tumour - + 
5 | Mj] 12 + | Thrombosed vein + + 
6 | F 44 — | Sebaceous cyst = + 
7 M] 9 — | Tuberculous gland + — 
8 M | 40 — + + 
9 |F |6? — = + 

10 | M |40 — | Cutaneous tumour + + 





found in every case, neither bone formation nor pigmenta- 
tion was observed, and a history of injury was obtained in 
It should also be recorded that there was 
local recurrence in Case, 2 seven months after excision 
(possibly incomplete), and that cell-masses of the basal type 
showing a number of mitotic figures were found in Cases 1, 
2, 5, and 7, all of which appeared to be early lesions which 


CORRESPONDENCE 


- calcification, a 


BRITISH ‘ 
MEDICAL JOURNAL 





had undergone relatively little calcification or even none at 
all- In the present series viable epithelium was present in 
seven cases; in Case 8 the cell masses surrounded a well- 
defined epidermoid cyst. 

The aetiology of the condition cannot be regarded as 
established, but it would seem that proliferation of basal 
cells is an element which cannot be entirely discounted.— 
I am, etc., 

Portsmouth.’ R. D. Cray. 

Sm,—Mr. John L. Temple has drawn attention (April 28, 
P. 920) to a condition that hardly mézits the term epithelioma, 
since it appears to be more closely related to implantation 
dermoids. It is noteworthy that the latter are more 
commonly seen on the hands and feet, where there is a much 
thicker layer of skin, than on those parts which are the usual 
sites of benign calcified epithelioma, 

I have recently seen the sections of one such case, which 
occurred in a girl of 5 years and underlay a vaccination scar 
on the wot The lump had been present for two years; 
spherical! in shape, about 1 cm. across, attached to the skin, 
and firm (3 roasistence. A provisional diagnosis of implan- 
tation dermoid was made. The histological section showed 
its true nature. Pathologists appearto be more familiar with 
this conditiohi thar surgeons.—I am, etc., 


London, S.E 1, KENNETH MALCOMSON. 





terest Mr. Temple's article on benign 
April 28, p. 920). The one important 
differential diagnosis™sf this condition is from a calcifled 
epidermal cyst, and the criterion for differentiation is the 
presence of squamous epithelium and the absence -of 
basophilic ceingin the latter. “Ghost” or “ shadow ” cells, 
g, ossification occur in both. In so far as 
Mr. Temple was§able to find only squamous epithelium in 
his series, it would appear that his cases were in fact calci- 
fied epidermal cysts and not benign calcified epitheliomata. 
The latter probably arise from primary epithelial germ cells 
yb differentiate into keratotic hair cells, and 
dow cells can be seen originating from 
ever, W. F., and Griesemer, R. D., 1949, 
Arch, Derm. Syp N.Y, Ga 506).—I am, etc., 
London, W.1. ` PETER BORRE. 





The Tuberculosis War 

Sm,—Mass radiography can, and does, play a useful part 
in tuberculosis control, The question, however, is whether 
mass radio hy ought not more often to essay surveys 
conducted alonħ research rather thar the usual routine lines ; 
or, at least, to cof¥oine these two aspects of the mass surveys. 

In the Rhonddy Fach valley an attempt to survey 
‘as near 100% as possible, of the mining and non-mining. 
population of this valley has just been marte, with special 
arrangements for the rapid hospitalization of existing and 
newly discove cases. Those unfit, for one reason or 
another, ‘forgig**pital treatment are being trained to reduce 
their infect ty to a minimum, through domiciliary visits by 
a very able and tactful health visitor. It is reasonable to 
expect that duch efforts—continued at intervals over a period 
of five years—will reduce the amount of active tuberculosis 
and certainly the g#¢gree of communal infection in this area 
very consideratty. The big question remains, however: 
Can such.an effay. be made a permanent feature of this. 
‘mining valley ? 

The answer must be no—unless the efforts being made on: 
medical lines are paralleled by providing what Dr. Brailsford 
has described as “ improvement in the housing of the 
people ... and the provision of good, fresh, wholesome, 
nourishing, cheap food,” adequate rehabilitation facilities 
for the tubertous persons discovered and treated under 
such a schere, and an adequate number of. houses at cheap 
rent. To engage in continually expanding military prepara- 
tions, and atig le same time to attempt to “wipe out 
tuberculosis in‘ a generation,” are, however, mutually 
exclusive aims.—I am, etc:, 

Cardiff. 
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` Streptomycin and Tuberculous Meningitis 


Sm, —The article by Drs. W. C. Calinan, J. Rubie, and 
A. F. Mohun in the Journal of April 14 (p. 794) prompts me 
to put the following question to them and to any other 
colleagues who have in their practice cases of cured tuber- 
culous meningitis: Has insomnia been noted as an after-effect 
of the disease ? I have in my practice a girl of 20 who made 
an excellent recovery after prolonged treatment with strepto- 
mycin and hospitalization. She 1s now to all clinical appear- 
ances a healthy young woman, having been discharged from 
hospital over a year ago, and is back at work. But she 
simply cannot get off to sleep without a full dose. of barbitu- 
rates. All devices have been tried to enable her to sleep 
without the use of these drugs, but the fact remains that 
nothing except full doses-of barbiturates have the desired 
effect——I am, etc., , 

Plymouth. i 


CHARLES WESTON. 


Pethidine Sensitivity 


Sir,—The correspondence in your “columns following 
Dr. D Zuck’s memorandum on pethidine sensitivity 
(January 20, p. 125) was forcibly brought back to me 
recently by a p case showing eyen greater sensitivity to this | 
drug. x 

The patient, a woman of:43, was of medium build, weighing 
120 Ib. (54.5 kg.), and had had no previous illnesses of any 
importance. ‘Routine examination: showed no pulmonary or 
cardiovascular abnormality. Her pre-operative blood pressure was 
130/75 mm. Hg. She was to be operated on for moderate 
prolapsus uteri, Premedication was by papaveretum } gr. 
(22 mg.) and scopolamine 1/150 gr. (0.43 mg.) three-quarters of 
an hour-pre-operatively. Induction was by 5% thiopentone (0 6 g.), 


‘an oral airway being inserted (and anaesthesia being maintained 


by nitrous oxide 5} litres per minute and oxygen 14 litres per 
minute). Once the gas-oxygen sequence was established, 25 mg. 
pethidine (0.5 ml.) was given into the dorsal vein of a hand, 
taking about 10 seconds for the‘ injection. As a towel clip 
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longer than that of a straightforward surgical trauma 
resuscitated by similar ‘methods, 

There appears to be little doubt that individuals vary in 
enormous degree in their reaction to this drug when given 
intravenously as opposed to the intramuscular route. @ 
only the previous day administered 200 mg. pethidine in 
divided doses together with gallamine triethiodide and 
gas-oxygen to a young girl for a straightforward 
appendicectomy.) 4 : 

Subsequent ‘very guarded use of the drug on my part has 
been with a solution of 100 mg. in 10 ml.- normal saline, 
keepiúg rigidly to a maximal intravenous, injection rate of 
1 ml..per minute. Until we know more accurately the mode 
of action, and especially the physiology of elimination, I 
feel that intravenous pethidine has little place as a routine 
anaesthetic agent—lI am, etc., 

Norwich. A. L. REYNARD. 


First Mention of „Rickets 


SmR—AÀAs one of those who heard Dr. Hugh Sinclair’s 
interesting address on the history of nutrition at the recent 
Osler Club meeting (April 14, p. 816), may I be permitted to 
draw attention to an early English reference to rickets which, 
so far as I know, has not yet met the eye of the historian of 
~ that disease ? 

It occurs in a book by the learned -seventeenth-century 
divine Thomas Fuller (1608-61) and runs as follows: 


“There is a disease of infants (and an infant disease, having 
Scarcely as yet gotten a.proper name in Latin) called the Rickets; 
wherein the head waxeth too great, whilst the legs and lower parts 
wane too little. A woman in the west hath happily healed many 
by cauterizing the vein behind the ear. How proper the remedy 
for the malady I engage not, experience ofttimes outdoing 
art, whilst we behold the cure easily effected, and the natural 


‘ cause thereof hardly assigned. | 


insertion shortly after resulted in a marked facial pain reaction , 


and generalized stirring, a further 25 mg. was similarly given’ 


about three minutes later. : 

The operation thereafter proceeded satisfactorily, was of 45 
minutes’ duration, and the blood loss less. than half a pint 
(280 ml.). Occasional assisted respiration was necessary through- 
out, as the respiratory rate was rather slow. Throughout the 
patient was of good colour with a full regular pulse of 
around 80 per min. The airway was removed at the conclusion 
of the operation, as the patient would not tolerate it, and she 
was returned to bed on her side. Fifteen minutes later a hurried 
call from the ward was made. The patient was found blue-grey: 
pupils dilating, extremities cold and clammy, no peripheral pulse, 
capillary refill time as far as hands and ears were concerned non- 
existent; a worried attendant stated that “ she went like this all at 
once.” A very slow apex beat of just below 50 per min. just 
audible with care and an occasional deep gasping respiration (of 
about 5 per min.) were the only signs of life. 

Immediate resuscitation, consisting of a rapid plasma drip, 
intravenous 5 ml. nikethamide, continuous oxygen therapy, and 
lowering the patient’s head, was instituted. Recovery was nol 
marked and for a few hours the outlook was bleak. Three hours 
after commencing resuscitation the pulse had risen to 60 per min., 
the respiratory rate to 10 per min. the blood pressure to 85/?, 
the pupils had contracted, -and the patient was just conscious. 
Nine hours after operation the pulse was 80 per min., respirations 
16 per min., while a systolic pressure of over 100 mm Hg was 
recorded. The fourth pint of plasma was by this time being used. 
From this point her recovery was uneventful and she was up on 
the fifth post-operative day. No evidence, incidentally, of any 
weals was noticed at the site of the pethidine injection; 
subsequent sensitivity tests have not been carried out. 


The points of importance in this case, I feel, are: First, 


cy 


_and his allusion’ to the 


that owing to the slowing of both the heart rate and the - 


respiration pethidine is most likely to have been the cause 
of the acute generalized shock; secondly, that without 
immediate resuscitation a fatal termination would appear 
to have been a foregone conclusion—and this with a total 
dose of 50 mg. intravenously and divided at that, The other 
points of interest appear to be that this collapse, while 
sudden in onset, occurred after the patient was returned to 
bed, and that the state of shock appeared to last considerably 


-“ Have not many nowadays the same sickness in their souls ? 
their heads swelling to a vast proportion and they wonderfully 
enabled with knowledge to ‘discourse ? But, alas, how little their 
legs, poor their practice, and lazy their walking in a godly con- 
versation ! Shall I say that such may be cured by searing the 
vein in their head, not to hurt their hearing, but hinder the itching 
of their ear?” 


The passage is to be found in Meditation 19 of Fuller's 
Good Thoughts in Worse Times, printed in London by W.W. 
for J. Williams ‘in 1647, which is a continuation of his Good 
Thoughts in Bad Times, printed in Exeter in 1645. Fuller 
had been living. in Exeter as chaplain to the infant princess 
Henrietta. His accurate description of the physical appear- 
ance of rickets, which indicates that he had seen actual cases, 
“woman in .thé west” support 
Glisson’s statement that it was in that part of England that 
the earliest cases were noticed. 

As the first record of the English word “rickets” the 
Oxford Dictionary quotes the title of Danie] Whistler’s Latin 
thesis (Leyden, 1645) and then a line from J. Whitaker's 
Uzziah (1646), “The disease called the Rickets in tender 
children.” For the first figurative use of the word it quotes 
Fullers Worthies (1661). It would appear that the 
passage quoted above contains the first accuraté and precise 
definition‘in English of rickets and merits inclusion in the 
Oxford Dictionary, while the account of “ spiritual rickets ”- 
antedates the 1661 reference to the figurative use of the word 
by fourteen years.—I am, etc., 


Wellcome Historical Medical Library, 
London N W.1. 


F. N. L. POYNTER 


1 7 oA 
Methyl Thiouracil and Anginal Pains 


Sm,—In the Refresher Coursë on “Coronary Artery 
Disease ” (April 21 and 28, pp. 874 and 937) Dr. A. Rae 
Gilchrist does not mention thiouracil in the treatment 
of angina pectoris or coronary insufficiency. For the past 
four years I have been treating with methyl thiouracil 
some twenty patients suffering from severe anginal pains.’ 
The series is small and the time of observation too short 
to reach any final conclusion, but all my patients appear. 
to have benefited from this treatment. Methyl thiouraci? 
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in doses of 200 or 100 mg. daily is a well ever for- 


many months. Apart’ from an easily controljed tendency 
to gain weight I have not 'yet met with any untoward 
effects. ‘At the same time it is important to remember that 
‘this, like most active drugs, should be used with discretion 
owing to the possibility of a number of toxic effects. While, 
therefore, further investigations are necessary to clarify the 
mode of action and the ‘actual degree of efficiency of this 
treatment; the result observed so far ‘justifies its use in 
selected cases.—I am, etc., : 
Carshalton, Surrey 


“Danger of ' End-to-side Uretero-colic Anastomosis 

Sm,—Some three years ago the end-to-side anastomosis 
of the ureter to the colon was described. In the press and 
elsewhere I have advocated this operation ~because of ‘the 
ensuing rapidity and certainty with which urine is excreted 
into the bowel. We have, however, been dismayed by the 
subsequent occurrence of intermittent ascending infection in 
too high a proportion of cases. This appears to be due to 
reflux. A careful study is being made and will soon be 
‘ ready for publication. In the meantime, I should like it to 
-be: known as widely and as qtiickly as possible that our, 


nek 
WiLL N. ROGERS. - 


experience suggests that the method is unsafe and our - 


opinion is that it ee not be employed.—I am, etc.,! 
Liverpool. : CHARLES WELLS. > 
: 1 : 
A Substitute Prosthesis for Use in Bed i 
Sm, —The wearing of’an artificial limb. often brings relief 


of unpleasant sensory manifestations (the phenomena of the: 


phantom limb), and of untoward motor effects (jactations 
of the stump) in patients after leg‘amputation. To make 
use of this fact so that patients’ sleep need not be unneces- 
sarily disturbed, a substitute prosthesis for use in bed was 
devised. 

It consists of a pole with a conical: expansion at one 
end, and a ball and socket swivel attached to a vertical piece 
of wood at the other so that it can be fixed to the foot of the 
bed (see photograph). A plaster'shell is made around the 
conical expansion to fit the patient’s stump. By raising the 





top of the bed and placing the stump in the plaster shell, a 
constant pressure is maintained on the end of, the truncated 


leg, simulaung the effects of a prosthesis. 
the patient to tum over comfortably in bed. 

So far the appliance has been used only on, two zhronie. 
sufferers from sensory manifestations ; they were under the 
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. consider it worthy: of trial. 


The swivel allows at 


E 2 ' + € 


e? Baring 
t` MENCA JpuBMAI 





care of Dr. W.’ Ritchie Russell, The first had a painful. 
phantom, which was worse at night after ‘removal of his 
prosthesis. He gained considerable relief, and took his 
model home when he left hospital. The second had radia- 
tion of pain from the phantom and stump to the lumbo- 
sacral region, groin, and scrotum) and, as was anticipated, 
obtained little relief. 

' I describe the appliance in the hope that those who have 
to deal with amputation, particularly in the early stages,’ may 
I am grateful to Dr. W. Ritchie 
Russell, and the Director-General of Medical Services, 
Ministry of Pensions, for permission. to publish this 
description.—I am, etc., 

Stoke Mandeville, 


+ £ ` 


J. E. A. BARTLET. 


f Strangulated Hernia in Infant 

Sm,—On reading the case’ history of the strangulated 
inguinal hernia in‘a,7-weeks-old child by Professor Francis E. 
Stock (January 27, p. 171) and noting the comment made 
regarding the 10 days of comparative well-being experienced 
by the child while intestinal strangulation and sloughing 
were taking place, '] felt that the following record of a mildly 
similar case might prove of interest. 


A West African girl approximately 3 weeks old was admitted 
to a mining’ hospital in Sierra Leone Northern Territories with 
a twisted loop of transverse colon, which was ruptured, pro- 
truding_through the umbilicus; nothing was being passed by 
rectum. The child was fat, looked paige and weighed 7 Ib. 

(3.2 kg.). The mother stated that the intesti ha had protruded 
AA tho -ministrations of a native midwife, and a suture 
had, been placed round them and tied. An attempt was made 
under open ether anaesthesia to reduce the hernia and repair 
the abdominal wall with the idea of leaving an umbilical fistula 
until such. ‚time vag the child Was old enough to stand a resection 
operation ;* but within a week the intestines were once again 
through the umbilical aperture. A second attempt was made and 


` this time the adjoining loops of intestine were separated. A 


‘large hole (about 2.3 cm. across) in the transverse colon was- 
repaired in, two layers and the abdomen closed in layers under 
open ether anaesthesia. Tho child became very shocked dnd was 
not thought likely to survive the operation, but the following day 
it started to feed (breast-fed) as usual and passed faeces for- the 
first time rectally Since birth. - 

The improvement ‘continued: for three:days and the infant was i 
put on systemic penicillin and sulphaguanidine orally (aureomycin 
was not available). On the third day it developed a high tempera- 
ture and fast pulse, vomited once copiously, and died. Post- 
‘mortem findings showed ‘a generalizing peritonitis spreading from 
the site of operation and presumably due to a slight leakage at 


, the repaired aperture or resulting from the original soiling. 


I submit this account because of its peculiar aspects and 
,the amazing recuperative capabilities ‚of this particular 
"infant —I am, etc., 2 1 
_ Sierra Leone. - J. T. CANTWELL. 


Headache. soog 


, Sriti is not generally realized that a frequent cause of 
present-day ‘headache is the prolonged use’ of barbiturates 
prescribed either: for insqmnia ‘or for “nerves.” Utility 
psychiatry, which appears to consist in merely, ‘giving pheno- 
barbitone and “ amytal ” tablets, is also responsible. 

But headache after head injury is one of the most difficult 
symptoms to evaluate and treat, as the usual clinica! features 
which help to differentiate organic from functional’ head- 
ache become obscured by repeated questioning and investi- 
gations. In- medico-legal cases it makes very little ‘difference 
to judges or juries whether the ache is physical or psycho-' 
logical in origin, but when: plaintiffs have complained of . 
persistent headache juries have been known to recommend 
heavier damages than they might ‘otherwise have done in the 
absence of this symptom. The case is, however, different 
when disability pensions and claims for war pensions are 
concerned. If injustice to the ex-Service man or woman 
(and unfairness to 'the taxpayer). is to be avoided it is 
essential to assess the mature -of the headache at the very 
outset. Unless this is done claimants’ for pensions are 
Tikely to be subjected to frequent investigations and cepa 
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lumbar punctures. These procedures have caused many a 
stable person to become neurotic, and tribunals are often 
puzzled by the, conflicting opinions given by medica] experts. 
Unfortunately, there is as yet no objective way of differen- 
tiating organic from functional headache to the satisfaction 
~of the patient. The hopes at one time -entertained that 


perhaps histamine might be useful in this connexion have not 
“materialized. 


Tn 1940, , seen von Storch reported (Arch: Neurol. 
Psychiat., Chicago, 44, 316) that histamine was a useful 
‘drug for distinguishing migraine from other forms of 
wecurrent headache, „A year later, experiments were con- 
ducted on volunteers at the Mill Hill Emergency (Maudsley) 
Hospital to determine whether histamine could be used to 
distinguish post-contusional headache from psychogenic 
ache, The results, which were published in a journal (J. 
ment. Sci., 1945, 91, 213) which is not easily accessible to the 
vast majority of your readers, might be here summarized. 


Seventy-five able-bodied patients. free from physical disease; 
volunteered for the test Ten men who had not complained of 
‘headache were used as controls. Of the 65 men who were subject 
to chronic recurrent headache, 43 dated their symptoms from a 
head injury. ïm 10 the injury had been-severe, involving fracture 
of the cranial bones and necessitating in-patient treatment for 
several ‘weeks; in 33 men the injury had been mild, not causing 
any fracture or greater disturbance than a few minutes’ uncon- 
sciousness; while 10 gave a history of accident with doubtful 
head injury and no loss of consciousness. In 21 of the men the 
injury had been sustained within the previous two years, and in 
‘22 it had occurred more than two years before, often between 
ten’ and twelve years before. The shortest interval was three 


weeks. There was no history of head injury in 12 men. 


When minute amounts of histamine were given intravenously 


. according to the technique described by von Storch transient 


-headache was reported by 23 men, of whom eight said it was 


. similar to ther habitual headache and 15 said it was dissimilar. 


Of 43 patients with a clear history of head injury five reported 
it was like their usual ache and eight said it was unlike. Among 
men with no history of head injury seven reported headache, of 
whom three said it was similar to their usual ache, but the rest 
did not think so. Many described their sensations as tightness or 
fullness of the head, numbness, “ funny feeling on top of head,’ 
or as blood rushing to the head. Ond man complained of a 


feeling. of tightness over the scalp “like after wearing a steel: 


helmet,” but he refused to_call it a headache. There was also 
no correlation between the presence or absence of history of head 
injury and the intensity or the character of the induced headache; 
nor-was there any relation between the latter and the neurotic 
symptoms complained of by the patients. Intelligence and 
suggestibility also appeared to affect, the result. Once they got 
to know what was being looked for or what was the more 
advantageous result, it-would appear in many of them. 


From this research it would be obvious that the clinical 
descriptions given by the patients are not reliable guides to 
the nature of the headache. Much research is needed in 
this connexion to devise a suitable clinical or experimental 
test, which can establish the presence of orgariic headache 
„and differentiate it within reasonable limits from neurotic 
headache. Such a test might satisfy the patients and reduce 
the incidence of post-contusional neurosis.—I am, etc., 


` 


Sutton, Surrey ` M. N.-PAL` 
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Duodenal Stenosis 


Sirn,—Mr: A. J. Hobson's report (May 5, p. 1018) on three 
«cases of hypertrophic pyloric stenosis in the adult tempts 
me to record a case of duodenal stenosis in the adult which 
came my way last year. n 

This patient had been investigated at a teaching hospital for 
painless vomiting of recent onset in 1948. At that time .she 
bro 
by the radiologist, so she was reassured and discharged. The 


vomiting, however, continued and became more severe. As she’ 


described it, the food was pumped up and she was afraid to 
eat anything solid. Still there was no pain. A barium meal 
_ showed a large. atonic stomach with slow emptying, but the 
duodenal cap was not seen. The meal was repeated, and the 
stomach again appeared very distended with much fluid in spite of 
an injection of atropine. The radiologist suggested that the cause 


# 
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of all this was pylorospasm associated with a duodenal ulcer, 
although he could not display the duodenal cap. 

At operation I was able to confirm ‘the fact that the patient 
had a greatly dilated stomach, but discovered that this was due 
to a narrowing at the junction of the first and second parts of 
the duodenum. I performed a Tere Coe gastrectomy,, and 
this immediately relieved the vomiting. 

Dr. G. L. Robinson reported on the specimen “ , the pyloric 
sphincter is greatly thinned to form alax channel over 3 cm. in 
circumference. The duodenal fringe, extending 2 cm. beyond 
the pylorus, is also very thin-walled and narrows rapidly to form 
a constriction barely admitting the tip of a little finger. There is 
no thickening, fibrosis, or other evidence of disease in this con- 
striction. ... -The muscular coat of the stomach is hyper- 
trophied up to 0.35°cm. thick, the submucous coat is enormously 
thickened by gelatinous oedema, and the whole mucous membrane 
is inflamed and granular and covered in places by greyish white 
fibrous membrane. The macroscopic picture is that of acute 
gastritis associated with dilatation behind a duodenal stricture 
which itself has no pathology. Microscopically, acute inflamma- 
tion of mucosa of stomach. No lesion seen in duodenum.’ I 
might add to Dr. Robinson's graphic account of the macroscopic 
appearances that the specimen could ‘be turned inside out through 
the stretched pylorus. 


This patient was a woman aged 63. Whether it is pos- 
sible to imagine that the stricture was of congenital origin 


‘and had-never previously caused any symptoms is hard to: 


say. Supposing this were the explanation one yet cannot 
see why trouble should have. started in later middle age, 
since the narrowing would not be progressive. I can find 
no account of any similar case in the literature. One other 


thought occurs to me—that this patlent (and perhaps’ 


Mr. Hobson’s, too) might have done just as well; with a 

i simple gastro-enterostomy. One is so accustomed to making 
the wider gesture that the lesser tends to be forgotten.— 
I am, etc., 


London, W 1. STEPHEN POWER. 


: Who Shall Decide Treatment ? 

Sir,—A month or two back the Central Midwives Board 
issued a circular for distribution to hospitals by the regional 
boards regarding the length of time a womah should be 
kept in hospital after delivery ; this letter was signed by the 
secretary of the board and makes interesting reading. Rele- 
vant parts are as follows (my italics). 


“I have been directed to refer to M.-of-H, 115/47 concerning 


the cessation of attendance after the tenth day of the lying-in 
period by institutional midwiyes and to inform you that the Board 
has resolved, that for a further period of twelve months, it will 
not take disciplinary action against a midwife working wholly 
within an institution in respect of alleged misconduct, solely on 
account of the period of attendance given in a case where a 
midwife has attended a patient . `. in labour . and a period 
of not less than ten days thereafter. i 


“The Board regards the discharge of patients to either their 
own homes or ta post-natal homes before the tenth day as an 
undesirable practice.” 

“ In the case of training-schools for pupil-midwives any system 

_ of discharge before the tenth day of the sort mentioned above 


will cause the Board to reconsider the approval of the institution ~ 


as g training school.” g 
This circular is remarkable and shows a complete lack of 


~ comprehension of circumstances as they -are at present. 


There cannot be‘many maternity hospitals which are not 
trying, to the best of their ability, to get through in the best 
possible way a volume of work quite outside their ideal 
capacity; and in ‘so doing they and the obstetricians in 
charge are trying to do their best for the community. Often 
this means that a balance must be struck between the neces- 
-sity for a safe delivery and the desirability of a long rest 
for each mother, and surely this must often mean, in an area 
where housing is poor, that the lesser of two evils is to 
arrange for a larger proportion of safe hospital deliveries 
even if this occasionally leads to a number of early discharges 
to homes which are below average. It appears that the Mid- 
vives Board would- have us turn a blind eye to necessity in 
order that their ideas of an ideal ‘and tidy lying-in period 
‘may be realized. 

“this if it were possible and human to do’so. 
/ 


Perhaps many of us would like to do just p 


cy 


\ be large enough to receive it complete with ‘wrapping, etc. ' 
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Not all of us agree that all women ought to be kept in 
hospital for two weeks after delivery, or that it is good for 
them. But the board, it seems, would not.only have us treat 
all alike and deal with all at the pace of the slowest, but 
would take on itself the task of forcing us to comply with its 
ideas, not by fair means, but by threatening to take action 
at some distant date against those who work with us. Who 
is to decide how the patients are to, be treated, the 
obstetrician in charge or the Central Midwives Board ? This 
is obviously the question here. 

Royal Colleges and such bodies as the Central Midwives 
Board have got themselves into a very strong position in that, 
by a process of “ recognition,” they can enforce certain regu- 
lations upon hospitals and departments, and by their blessing 
or otherwise make it possible or impossible for an institution 
to create and maintain an efficient medical or nursing staff. 
This is, of course, an ideal example of power without 
responsibility which if it is not to be abused requires very 
careful use; for example, it hands to a body interested in 
only one thing—that is, the training of personne]—the right 
to say whether an institution should be efficiently staffed, or 
even staffed at all; and that body will have no idea of the 
needs of the local ‘community and no interest in it. 

In this circular from the C.M.B. we have the example af. 


such a detached body claiming to have the right to treat 


patients at a distance. In this case the idea they have is that 
patients ought to be kept if hospital longer, which may or 


may not be right and has, no doubt, been decided upon. 


from the highest motives ; but we may wèl! have a directive 
from this or another body later on reducing the time of stay. 
It may be that the Royal Colleges and the Central Midwives 
Board-have a duty to better the standards of treatment of 
the patients whose conditions concern them, but this was 
ever done better by example and argument: than by threats. 
‘And surely threats to their members and threats to the train- 
ing institutions, especially when the latter can be translated 
into a simple statement, “ Either you do what we think you 
ought to or we make it impossible for you to get staff,” ill 
become a statutory body which ought to have some dignity. 

Anyhow, one is tempted to ask what law or regulation 
gives the Central Midwives Board the power to issue such 
threats. 

I would like to sign my name, but, as obstetrician-in-charge 
of a hospital which is a training school and is hard pressed 
for accommodation and often has to discharge patients early, 
I hesitate to incur the wrath of the board, not upon myself, 
but upon the institution——I am, etc., 


OBSTETRICIAN. , 
_ Testing Ice-cream 
Sır, —We would like to endorse the opinions expressed in 
the letter of Dr. W.: Howard Hughes (January 20, p. 137) 
regarding the limitations of the methylene-blue test for ice- 
creams. 


Observations in these laboratories of the methylene-blue 


test and the full bacteriological examination on 500 miscel- 
laneous samples of ice-cream were published by Dr. G. J. 
Laws (with, the co-operation of Mr. W. C. Dewey and 


_ Mr. C. W. Hillard) in 1948 (Medical Officer, February 28, 


1948). Experience since then has confirmed the view that 
the methylene blue, although a useful sorting test, is not 
nearly as reliable. and informative as the bacteriological 
examination as an indication of the conditions of manu- 
facture and the hygienic quality of the product as sold.to the 
public. 


Your annotation (December 23, 1950, p. 1431) includes the 
following sentence, “ The methylene-blue test has been cniticized 
because its results could not be related with those of the plate- 
count and coliform tests, but in view of the variable results given 
by the latter any close correlation would be surprising.” In our 
opinion variable bacteriological results appear to arise from 
unsatisfactory methods employed in the sampling, transportation, 
or examination; the following details of technique based on long 
experience 1n these laboratories may therefore be of general 
interest. 

The sterile jar or bottle for the collection of the sample shoulds 
We,- 


` 


o 
consider. it essential for the sample to arrive at the laboratory in 
a frozen condition, and the jar should therefore be packed in an 
éffecuvely insulated case., with a separate vessel containing solid: 
carbon dioxide (or ice and salt). On arrival it is stored in a 
conservator until 3.30 p.m., when the frozen product is removed 
from its wrapping and transferred with aseptic precautions to a 
sterile jar in which it is allowed to melt. The melted sample is 
mixed and then withdrawn in a sterile graduated 10 ml. pipette, 
any cream on the exterior of the pipette being removed by rotating 
it against the side of the jar. The pipette is used to introduce the' 
necessary quantity to remain at the 10 ml. mark in the reductase 
tubes for the methylene-blue test after the tubes have beem 
inverted for mixing. The pipette reading is greater than 2 ml. 
due to the “ overrun.” 

ı For the bacteriological examination the volume measured {with 
the same pipette is'five times that for the methylene-blue’test, 
and it is added to 90 ml. of sterile water or Ringer’s solution. 
This 1:10 dilution is thoroughly shaken and then used to prepare: 
the agar plates (37* C.) ‘and MacConkey broth cultures (10 ml. of 
the 1:10 dilution into’ double-strength broth for 1 ml. quantities ; 
1 mi. into single-strength broth for 0.1 ml., and corresponding 
amounts and dilutions for smaller quantities). This practice of 
using a minimum of -10 ml. of the sample for bacteriological 
examinations in these laboratories was commenced after experi- 
ments“made by Mr. W. C. Dewey over 20 years ago and is, in our 
opinion, of considerable importance in obtaining reliable results. 

Reference was made,in Dr. W. Howard Hughes's letter to the 
limitations of the 44° C. Eijkman test for B. coli, and it must 
be appreciated that differentiation by the usual plating technique 
requires several days. We have, however, adapted the rapid 


‘method suggested by E. F. W. Mackenzie, E. W Taylor, ang 


W. E. Gilbert (Journal of General Microbiology, May, 1948) for 
the differentiation of B. coli Type I from Irregular VI and other 
organisms in water. All positive MacConkey tubes are sub- 
cultured into brilliant-green ox-gall peptone lactose broth andi 
a peptone water tube, and incubated at 44° C. At the same time 
a MacConkey agar plate is set up at 37° C. The reference given _ 


‘should be consulted for details, but gas formation in the brilliant- 


green broth together with indole formation in the peptone water 
is practically specific for B. coli Type I. 

As most positive B. coli primary fermentations in MacConkey 
broth appear within 24 hours, and the 44° C, test takes 24 hours, 
the result is usually available within 48 hours. Our experience 
for two and a half years of this 44° C. incubation method 
adapted to ice-cream samples has shown it to be entirely reliable 
as confirmed by the longer method using MacConkey. agar sub- 
cultures. The latter gives more information on the other 
organisms which may also be present. 


As mentioned by. Dr. W. Howard Hughes, the medwienes 


‘blue test can give a hegative result in the presence of - 


intestinal organisms, and we would add that these organisms 
are not the most active in reducing methylene blue. We 
agree with observations that the general bacteriological 


. quality of ice-creams on sale to the public has improved 


considerably since 1948, the improvement being in large 
measure due to the application of the Ice-Cream (Heat Treat- 
ment) Regulations, 1947, as well as to improved control over 
the hygiene of manufacture—We are, etc., 


~ Roy' C. HoarHer. 
W. A. BULLoUGH. 


` The Counties Public Health Laboratories, 
London, S.W.1. 


POINTS FROM LETTERS 


Phacochromocytoma 

Dr. A. D. McDwyer (Dublin) writes: In the valuable contribu- 
tion on this subject (March 3, p: 465) there is one important 
point overlooked—namely. that “tumours of the phaeochrome 
system’ in 20% of cases occur in extra-adrenal: sites, in the, 
chromaffin tissue of paragangliomata (Goldenburg et al., J. Amer, 
med. Ass., 1947, 135, 971). 
Stab Wound of the Heart $ i 

Mr. RicHarp Warren (Weston-super-Mare) writes: I was much. 
interested in reading the account of this condition given by- 
Mr. G. S. M. ‘Wilson (March 10, p 511)... I have been 
involved in two such cases some years ago at the London Hospital 
and did in fact publish the one I did myself in. 1910 (Lancet, 
1914, 2, 835) . . . [the other was] in 1903, when I was house-- 
surgeon to Mr. Percy Furnivall... I think, he should haye the- 
credit of being (perhaps) the first in this country to suture a 
stabbed heart successfully. 
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Sir ALBERT COOK, C.M.G. O.BE. MD. 
A. T. S. writes: May one who had the great privilege of 
working with Sir Albert Cook for fourteen years add 
his tribute to your note (May 5, p. 1021)? Cook 


was “first and foremost a missionary,” as you say, but., 


this to him meant the sincerity of a prayerful student 
of his Master. His was.no weak-kneed faith, but one 
which was robust yet tolerant, practical. yet humble, 
and with it all went the greatest efficiency in his medical 
work. Nothing but the best possible work was good 
enough for the Christian doctor, serving his Lord as a 
doctor, though his countless patients will recall those 
quiet words of spiritual counsel which always came'at 
the close of a visit to his consulting-room. 

There are, however, two other pictures of Cook that 
should: survive. One is of his gaiety and wit. One 
often still chuckles over a flashing comment or repartee 
of his—the sort of brilliantly witty thing a lesser man 
will think of in his bath the following day—or an anec- 
dote so well told that the scene lived before us. There 
was, though, a drawback in his deplorable habit of 
quoting Browning on every conceivable occasion. The 
second picture is that of the voracious readef. Cook 
was,a classic before he took up science, and his tastes 
were astonishingly varied, yet with it all he had a truly 
photographic memory for the printed word. Many a 
time during a discussion, whether of affairs or of a 
medical case, he would rise from’ his chair and go un- 
erringly to his crowded bookshelves to take up a book 
and open it almost at the very page of an article read 
perhaps years before. ` His discipline of reading— 
almost every new medical book or fresh edition came 
to him—meant, however, that he kept “modern” in 
the best sense; although he so seldom returned to 
England, while his many bookshelves were generously 
open to every colleague and friend, whether missionary, 
Government, or other, who came to his delightful home 
at Makindye with its magnificent views over Lake 
Victoria. 

Yes, Sir Albert Cook was, as you say, a ‘great 
missionary and a great Englishman. He was also a 

: wise, lovable, and staunch friend. f 


`y 


G. M. STEPHEN, M.B. 


Dr. George M. Stephen, a consultant pathologist to the 
North-west Regional Hospital Board, died at his home, 
in London on May 2 at the age of 41. 

George Mackie Stephen, the elder son of Dr. John H. 
Stephen, of Aberdeen, had a brilliant academic career. 
He was Dux of Aberdeen Grammar School at the age 
of 16, took first-class honours in classics at Aberdeen 
University four years later, and graduated M.B., Ch.B. 
in 1935 with, first-class honours and the John Murray 
Prize for the most distinguished graduate of his year. 
After a year of hospital work he was awarded first the- 
Philipps Scholarship in Materia Medica and then the 
Thompson Travelling Fellowship, when he worked for 
a time with Professor H. M. Turnbull at the London 
Hospital. From 1938 to 1942 he was a lecturer in 
bacteriology with Professor J. Cruickshank at Aberdeen 
University and was then appointed assistant pathologist 
to the Essex County Council with charge of a laboratory 
at Broomfield Hospital. In 1944 he.was appointed 


assistant pathologist to the L.C.C. North-western Group 


Laboratory, where he worked until 1947, when he 


developed a severe attack of infective hepatitis which . 


kept him off duty for many months. Although he was 
back at work for nearly two years he never completely 
recovered from this infection. 


Dr. Stephen was a man of outstanding intellect, but / 


ill-health prevented him to some extent from fulfilling 
the early promise of a brilliant postgraduate career. 
He was a competent hospital pathologist with a particu- 
lar interest in bacteriology and a sound knowledge of 
general medicine. A man of culture and catholic inter- 


ests, he had great fluency in both the spoken and the © 


written word and was an excellent teacher. Many 
students will remember his witty sallies which drove 


. home the dull facts. Besides possessing a deep know- 


ledge of music, he had a good tenor voice. He was a 
devout churchman. His wide circle of friends will miss 
him sorely, for he was a most likeable man. He leaves 
a wife and two children, to whom we extend our deep 
sympathy. 








Medical Notes in Parliament 








National Health Service Bill 
The Bill was considered in committee in the House of Com- 


mons on May 2, with Major J. MILNER in the chair. Mr. E. H. . 


KEELING moved an amendment proposing that’ foreigners 
should pay the full cost of any teeth or glasses they obtained 
ın this country. 

Mr. H. MARQUAND replied that the amendment was not 
necessary to achieve the object they had in mind, as he and 
the Secretary of State for Scotland had the power to charge 
such people. He pointed out that they had not yet done 
so because there were grave administrative difficulties in 
‘the way, and he did not think that the compulsory showing 
of identity cards to prove the patient's right to the benefits 
of the Service would be satisfactory. 

Mr. A. Bevan, speaking from the back bench he has 


' ogcupied since his resignation from the Government, opposed 
the amendment, saying that if they accepted it there would . 


be no logical reason why they should not charge for all 

medical treatment. He said that visitors did not come to this 
country to have an accident, and he considered it a natural 
piece of hospitality for the British people to care for them. 
He went on ‘to speak of abuses in the Service, referring to 
the “ manipulation of fee-paying beds by specialists in 
hospitals.” 

Dr. CHARLES Hi did not think that the visitor to this 
country regarded it as necessary or reasonable that..part of 
our hospitality should be the provision of free teeth and 
glasses. The quéstion was put and the amendment rejected. 

Mr. F. MESSER moved an amendment stating that anyone — 
under medical treatment, either at home or in any institution, ` 
should be entitled to free dentures. Mr. ‘A. BLENKINSOP 
said that he sympathized with the point and promised to 
look into the matter. Mrs. E. Brappock disliked the whole 
Bill except for the section on tuberculosis, and said that if 
charges were to be made they should be equitable., 
Mr. Emrys’ Huanes believed the provision for tuberculosis 
patients to be good, but thought the rest of the Bill was 
rotten and reactionary. 

Mr. BLENKINSOP promised to try to arrive at a clearer 
definition in regard to patients undergoing treatment, and the 
amendment was withdrawn. 


“MEANS TEST 


Mr. ELLIS SMrTA then moved that any person whose gross 
income before deduction of income tax did not exceed £8 
per week should be exempted from payment. He thought 


1 


\ 


` 
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that the proposed payments should not be accepted until the 
suggestions made in the Civıl Appropriation Accounts had 
been carried.out and the proposals made by the Auditor- 
General had been considered. Miss J. Lee felt that the Bill 
was mean and cruel, and that by the amendment they could 
make ıt a little less so. Mr. H. MCNeIL pointed out that such 
essential services as the number of beds for tuberculosis 
patients were being extended, quite apart from the Switzer- 
land experiment. He did not think that the figure of £8 per 
week would be a fair test ; the amendment would prove diffi- 
cult to administer, and he assured Members that needy 
cases were already being cared for in the Bill. The amend- 
ment was negatived. 

Dr. BARNET Stross wanted an assurance that the charges 
would be withdrawn on March 31, 1952, saying that if a 
breach of the principle of the Service were to be tolerated, 
_ it should be for as short a time as possible. Mr., MARQUAND 
" said that it was his intention on the report stage to introduce 
a clause bringing the charges to an end in April, 1954. 
Dr. Stross withdrew his amendment. 

‘Dr. Hm considered that if there were to be charges they 
should be related to a carefulyexamination of the Service as a 
whole. He did not think they ought to be planted on one 
kind of recipient of that service. He added that he hoped 
that if there was to be a further reconstruction of the dental 
service it would be possible to put the dental estimates work 
on a regional basis. 

Mrs. BRADDOcK asked how -the charges were to be 
_ collected, pointing out that £4 5s. was almost a week’s wage 
_in a working-class family. On the question of spectacles, 
she said people were being forced to go to the cheap shops 
which were again ready to supply glasses for half a crown. 

CoLoneL M. Sropparr-Scétr asked whether the provision 
of glasses for schoolchildren included the splinter-free type. 
Mr. McNett replied that it did not. Answering the points 
raised by Dr. Hill, he-explained that the Government had 
decided to place a charge on dentures because they did not 

_wish to charge for the services—medical, dental, or any other 
kind—-which might be expected to fall inside the Health 
Service. They thought that the fairest way to get the money 
they needed was by charging for appliances. ' 

After further debate the motion that the clause authorizing 
charges for teeth and glasses should become part of the Bill 
was accepted. Clauses 2, 3, 4, and 5 were also accepted. 


FINAL STAGES -~ 


On May 7 the Bill was further considered when Mr. A. 


BLENKINSOP moved an amendment to restrict the free provi- 
sion of appliances to patients in hospital to those who had 
been in-patients continuously since the prescription of the 
appliances. 

Dr. CaarLes HiL pointed out the unfairness of making 
people pay when for some reason their new teeth or glasses 
were delayed in delivery, and said that nothing should be 
done which would encourage old people to stay in hospital. 
After considerable adverse comment from ofher members 
the amendment was negatived. 

Mr. H. MARQquanp then introduced the promised Clause 
to bring the effect of the Bill to a close in April, 1954. 
After some debate, in which Mr. F: G. Bow Les suggested 
that the Government were under pressure from the American 
Medical Association to modify the free Health Service, the 
Clause was added to the Bill. s 

Two other proposéd amendments were shortly debated 
and then withdrawn, and the House then proceeded to the 
third reading of the Bill. This completed its consideration 
in the House of Comnions. 


È Foreign Dentists 


On April 26 Mr. S. S. Awpery asked the Minister of 
Health what was being done to make ‘use of the services 
of foreign dentists in this country who had been 
naturalized. Mr. H. MARQUAND said that the Government 
would introduce a Bill at a convenient opportunity. So far 
as he was aware, it would affect less than 100 foreign dentists. 


É 


MEDICAL NOTES IN PARLIAMENT 


Health Centre 
On May 3 Mr. SoMERYILLE Hastinas asked the Minister 


_ of Héalth why the comprehensive health centre which the 


Sheffield Health Committee decided to inaugurate in 1948 
by the- conversion of the Frith Park maternity and child- 
welfare centre was not yet in Operation, and what was 
holding it up. Mr. H. Margu. said that he understood 
that the doctors concerned were unwilling to co-operate, 
and agreed to look into the suggestion to call a meeting of 
the doctors to put his case to them. 


Speckalist Fees , 

Asked by: Mr. D. F. Vosper on May 3 what steps were 
taken to ensure that hospital ‘patients contracting for pay- ` 
bed accommodation were told in advance the amount of 
specialist fees, Mr. H. MARQUAND said that the fees ‘were 
arranged privately between patients and specialists. Hospi- 
tal authorities had been asked to draw the patients’ atten- 
tion to the maximum charges allowed when they signed the 
undertaking to pay the hospital charges. y 


Thames Pollation 


~Mr. J. A. Boyb-CaRPENTER asked on May 3 whether 
Mr. Marquand was aware of the pollution of the River 
Thames ; and whether, in view of the opening of the bathing 
season, he had any statement to make about dangers to - 
health. involved in bathing in this river. Mr. H. MARQUAND 
said that above Teddington the risks to bathers were not 
great. The Minister- of Local- Government and Planning 
informed ‘him that to purify the Thames completely would 
cost more money, materials, and labour than the country 
gould afford at present. It was impossible to measure 


x ‘accurately the risk to health, and he could only give a general 


opinion ‘based on that of his medical advisers. 


. Pay-beds 

Major TUFTON BraMIsH on May 3 asked the cost of a bed 
in a single-room private ward in the Victoria Hospital, 
Lewes, how this compared with the cost of a similar bed in 
1938, the main reasons for the increase in cost, and what 
was the profit or loss on the administration of all beds in 
private wards, excluding services rendered by medical prac- 
titioners, during the last financial year. Mr. H. MARQUAND 
gave the present cost as £18 11s. per week, excluding medical 
fees, compared with from 44 to 8 guineas in 1938. He said 
that the increase was due to increased hospital costs. Exact 
information was not’ available on the last part of the 
question, but pay-bed charges were, under section 5 of the 
National Health Service Act, 1946, designed to cover the 
cost of the accommodation and services provided. 


Hospital Waiting-lists—On December 31, 1950, there were 
553,577 people awaiting admission to hospital. The number now 
on the waiting-list is less than it was a year ago. 

Health Service —There are 468 hospital management committees 
and boards óf management in England and Wales and Scotland, 
controlling 2,875 hospitals. ' 

National Hospital Service Reserve.—The ee of , recruits 
enrolled is now 14,675. Since in the event of war the hospital 
and first-aid services would need about 80,000 additional nurses, 
Mr. Blenkinsop does not regard the present rate of progress as 


‘satisfactory. 








Modifications have been made to the memorandum pre- - 
pared by the Board of Control on the licensing of mentally 
defective patients from institutions. When a woman subject 
to an order or authority for detention under the Mental 
Deficiency Acts is found to ‘be pregnant a report should 
be made to the Board of Control, and never to the local 
police. Should the question of criminal proceedings arise 
it will be the responsibility of the Board to submit the papers 
to the Director of Public Prosecutions, who will communi- 
cate with the police. 
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UNIVERSITY OF F GLASGOW i 


Médico-Legal ` ene 


> > h The following medical degrees were conferred on April 28: '” 





; : aa as, ~ . M.D—R. Paul (with commendation), D. C. Watt, T. S. 
AN UNUSUAL ETHER EXPLOSION ~- VE 
[From OUR MEDICO-LEGAL, CORRESPONDENT] i 


UNIVERSITY OF LONDON 
The following candidates at the London „School of Hygiene and 


- The hazards of explosion of ether vapour and similar sub- - Tropical ‘Medicine have approved at tho examination 


- indicated : f ds 


ACADEMIC’ pire ae? CERTIFICATE IN PUBLIC ` Heanra.— 
Jessie -S. Freeman, H..'L. Larsen, S: Mandal, K. Nagalingam, ~ 


stances by a spark from ah electrical apparatus or a static 
discharge are well recognized and guarded against, but empty 
ether bottles have hitherto not been considered dangerous. | A.N. Ra 
y, O. W. Tenfjord, Margaret 0. Withof-Keus. 

_A fatal accident, which occurred af the Kent and Canterbury Professor Warren H. Cole, Professor of Surgery ia the Univer- 
' Hospital at the beginning of February proved, however, that sity of Ilinois, will deliver two special University Lectures on 
they constitute another serious risk in the operating theatre. “The Surgery of the Biliary System” at Westminster Medical 
An elderly. patient was uhdergoifig a mouth operation under School (Meyerstein Lecture Theatre), Horseferry Road, London, 
trilene anaesthesia, and just after the surgeon had made one S.W., on Tuesdays, May 22 and 29, at 5.30 p.m. The lectures are 
incision with the diathermy knife an explosion occurred in addressed to’ students of the University and to others interested in 
an empty ether bottle ons the trolley. The rubber bag was | ‘he subject. Admission is free; without ticket, 

set on fire and the tube leading to the patient’s throat was _ UNIVERS ZEALA 

disconnected. - The patient stopped. breathing and started to ets OF NEW ND | 


` Dr. Gerald ‘Spence Smyth, honorary consulting- gynaecological 
bleed from the lungs. The anaesthetist applied suction to to Johannesburg- Hospital, South: Africa, hay ‘been? 


, the end of the tube and removed as much blood as possible, appointed .to the tly established postgraduate Chair of 


from the lungs. A bronchoscope was passed and oxygen tetri were 

and nikethamide were administered, but the patient died in. toes cca Cae M. Serra S 

a quarter of an hour, 2 
At the inquest, held on February 5,’ the anaesthetist stated elected a Member of the Royal Collegé of Physicians of Ireland 

that before the operation he had ‘verified that the ether in 1930 and became F.R.C.P.1. in the following year. He was 

‘bottle was empty, and had blown gases through the bag , “admitted F:R.C.O.G. in 1947. Professor Smyth will also be 

and tube and smelt them to make sure that they contained ` medical director of the Obstetrics and ee oar at 

no ether vapour. The'taps had beeh in proper «position. pee opia pe os eu Ore new 

' He had compressed the rubber bag, and this’ act must have land. Women's Hospitak whens - 

in some way drawn ether vapour from the empty bottle - S SOCIETY OF` APOTHECARIES, OF. LONDON 


into the circuit. In’ future, empty ether bottles would be Dr. W. S. C. Co Has been elected to'a scat ontho Court of 


\ removed. Thé apparatus had been serviced by the manu- the Society in the place of Mr. R. Ogier Ward, who has resigned. 


’ 


% 


z 


facturers about a fortnight before the accident. oo Dr J. Hedley has been reelected representative of the 
The pathologist stated that -the body of the deceased , Soclety on oe Central Midwives Board, for a further year: 
showed superficial small marks, of burning on the right The Society's Gold Medalin Therapeutics was “presented in 
side of the forehead and some degree of singeing of the February to Professor E.C; Dodds, F.R.S., in recognition of his 
eyebrows. Extensive interstitial haemorrhage involved Hess fs fedor heaping nes Be e aaoi 
nearly the -whole of, both ‘lungs, and there was much © following candidates nave gran p 9 
‘blood in the trachea and bronchi. There had been longe LM.S.S.A. upon exeminition: R. E. Hazell, J. R: C. Wallace, 
g. cmpħysema and’ bronchitis. ; Covili, P. B. Hughes, W. Friis, H. G. Hexter, R. F. Mottram, 
‘The jury returned a> verdict of accidental death, and ` P. D. Black, B. L. Breeze, A. E. H. Safeda, G. Dixon, 
recommended in a rider ‘that the ether bottle, should be <A. L. C. As M. Bracchi, I. W. Tumbull, T. R. P. Coakley, 
„removed when ether was not being used in an operation. C. E. A. Thomas, P. Howe, K, M. Stone, Doreen G. Philipps 
EER E E EERE PE EE NIE E EAE (Viscountess St. Davids), W. M. Come 
~ 1 Evening Standard, February 5; Daily Telegraph, Fobruary 6.  , The Diploma in Industrial Health has been awarded, by 
R i. examination, to C. G. Hunter. — 
Universities and Colleges ROYAL COLLEGE OF OBSTETRICIANS: ANDO 
- PEE GYNAECOLOGISTS ` 
Professor H.-L. Sheehan, Professor of Pathology in the University 
of Liverpool, will deliver a William Blair-Bell Memorial Lecture 
“ Anuria in Obstetrics’” at the College House, 58, Queen . 








UNIVERSITY OF OXFORD : 
In Congregation on April 26 the following “medical degrees wore 


conferred: | i 'Anne Street, London, W., on Friday, May 25, at 5 p.m. 
-D.M.—Q. J. G. Hobson, P. c. Reynell. ~> „Admission is by ticket only, obtainable from the secretary of the | 
B.M.—Mrs. Marie L, S. Beesley, D. L. Hadley. , College. ' 





Professor Ty N. A. Jeffcoate, Professor of Obstetrics and = 
Oynaccology in the University of Liverpool; will ee a Litch- ; -< eTii 
eld Lecture on “ Incoordinate Uterine ion” e maternity y ° ° M 
department lecture theatre: of Radcliffe Infirmary, Oxford, on z The Services S anh , 
Thursday, May 17, at 4.15 p.m. Eee 
Richard Alfred Chambers, B.M., B.Ch., MR. C.P., has been . 
pao tk to a Radcliffe Travelling Fellowship. The London Gazette hasiannounced the following appointments, ' 
v G and mentions in ‘dispatches in recognition, of ‘gallant and dis- 
i . UNIVERSITY OF CAMBRIDGE es ‘tinguished services in Malaya during the period from July 1, 


In Congregation on April 28 the Ankis medical degreés were . to December 31, 1950: 
conferred : © 7 CBE. (Military Division)—Brigadier, J.C. Collins, OBE, 
M.D.—D. ‘A.W. Edwards, M. `E. Moore; C. N. Pulvertaft, late R.A.M:C. 
O. L. Wade, I. G. Wickes. . M.B.E. (Military Division)—Captain (temporary) G: Ćć. ‘Smart, 
M.Cum.—J. F. R Withycombe. . ` RAM.C. 
M.B., B.Cum.—*G. S. Brindley, *P. E. Huddy. ~ Mentioned in Dispatches —Major"J. H. Pemet, Major (tem- 
Applications for the Michael Foster Studentship in Physiology porary) T. F. Jouning, T.D. and Captain, J -T., Rowling, 
Physiol reach pide E. bale 9: MaM the Grech at De RAM. C. ' R 
. Physiolo; oratory, versity o ridge, une 
The ideni receives the annual income of the fund (about £120) CASUALTIES IN TRE MEDICAL SERVICES 
and may be re-elected for a second year. : j ; Wounded —Captain Thomas Dungavel, R.A.M.C. 
i > : *By proxy. oan : Missing,—Captain Robert: Patrick, Hickey, RA.M.C. 
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Dublin in 1927 and proceeded M.D. five years later. He was - 


a 


‘ 
D 


t 


N 


x 


+ 





ae ed G i er cae Race Gees aes : j 
S 01088 May 12, 1951 - “> MITAL STATISTICS” ;- ` aanu ea 
bet INFECTIOUS. “DISEASES ‘AND VITAL ‘STATISTICS E 


Ta “We print below a summary ‘of Infectious Diseases and Vital Statistics in the British Isles for the week ending April 21 (No. 16). 


_ Deaths (excluding stillbirths).  ..'| 5,16 aah 612 


Figures of notified cases‘are for: (a) Engiand and Wales (London included) (6) London (administrative county). (e) Scotland: (d) Northern Ire 
{0} Eire. ‘Figures of Sirths and dsaths and of deaths recorded under each disease are for: (a) The 126 great towns in Ergland “and Wales (London melu 


and: 


b) London. (adminisiratrve county) (c) The 16 principal towns in Scotland. (d) The 10 prrcipal towns in.Northern Ireland (e) Tho 13 prnecipal towns. 7 


dash — denotes no cases; a blank s denotes disease not notifiable or no return available 


The tebie is based ‘on information sup by the Registrars-General of England and Wales, otlana, Northern i Treland, aag Eire, the Ministry of- 


Health and Toral Government of Northern Ireland, and the Department of Health of Eire. 








Snr ng ' {951 . 1950. : 1942-50 England & Wales 
iS “Digs nnr, Week Ending April 21 ` ee Week - _ Corresponding Week 
se * ° j (b) | (0) @ (e) || Highest ‘Median Lowest — 
` Diphtheria ' re 
“Deaths ie Bain 2 = , 
C cal 


gra acute 
Deaths 











. Erysipelas 2. +... .. 4 

‘Food-poisoning se eese ae 

me enteritis or seanee under 
“Deaths 


Measles* was 
Deaths ys 


Meningococcal infection 
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Ooh talni neonatorum 


Pneumonia,‘influenzal ~ .. 
Deaths (from influenza)t 











Pneumonia, primary 











` Poliomyelitis, acute .. 
Paralytic 


Puerperal fever Pai eo 











Puerperal pyrexial| x e aa 761" ea 
Scarlet fover .. .. ae 7] ~ 948) 69 141 





Belper 


~ 





G Een respiratory as 
2) Tuberculosis, non- l-tespiratory 7: 
Deaths 


Deaths ee J} 
Su. 


-- Paratyphoid fover 


‘ 


$$ -_______— 
«Whooping-<cough .. ee ie 3,498 209} - 550 
- Deaths (0-1 year) .. e: a TEE 











Annual death rate (per 1,000 
persons living) . te as 12-4) 


— 
* Live births .. -. | 7,5241 = PGE 
Annual rate per 1,000 persons living) 


Stillbirths . ai 
Rate per 1 000 total birthé Gactud- 
ing stillborn) .. ž 
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. ia not notffiable:n Scotland ad returns are approximate: + Includes primary form for England and Wales, London. and N Ireland § The number 
of bee from Nomyelitis and Fie Toa for England and Wales, and | ondon (admimstrative county), are combmed. |] Toclüdes puerperal 
fever for gaad 


and Wales and for Eire saths from paratyphold fever are combined with those from typhoid ever. 
3 ~ 
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526| 352| 268 
148] 231] 5,150), 817] 605 07 5,273 | 4,581 | 4,403 |. - 
“243 Ja 91,298] 970! a a ar 6,689 . 
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Vital Statistics 








f Schoolchildren in Glasgow 


Measurements of schoolchildren in Glasgow taken since 
1910 show a gradual increase during the last 40 years. The 
average measurements of height and weight for quinquennia 
of children at certain ages are;shown in the Table below. 
The data ‘are taken from the Corporation of Glasgow’s 
Report on the Medical Inspection and Treatment of School- 
children for the year ending July 31, 1950. 


i ie 


tions in the local returns of diphtheria were falls in London 

5, Yorkshire West Riding 5, anda rise of 4 in Worcester- 
Small rises in the number of notifications of scarlet 
fever occurred in most areas.of the country. Five of the 
16 cases of enteric, fever were notified in Lancashire, Swinton 
and Pendlebury M.B, Multiple notifications of acute polio- 
myelitis were recorded from Flintshire, Flint M.B. 3 ; Lanca- 
shire, Liverpool C.B. 2; Warwickshire, Birmingham C.B.2. 

A new outbreak of dysentery affecting 39 persons was 
notified from Nottinghamshire, Beeston and Stapleford 
U.D., during the week. The notifications of dysentery in 
London rose by 59 to 171 and in Essex by 46 to 89. Other 


large réturns of dysentery were Lancashire 149, Yorkshire . 


. West Riding 73, and, Middlesex 71. 

















A student from Calcutta was disembarked from s.s. Ranchi 
on April 20 at Marseilles. Modified smallpox was diagnosed. 
The Ranchi docked on May 8 in the Port of London. Warn- 
ing has been sent to medical officers of health of districts to 
which contacts have gone. 

Twenty-nine cases of smallpox have been reported in the 
Netherlands, 27 of them at Tilburg. i f 


` Prematurity and Foetal Deaths 


The Ministry of-Health has introduced a new classifica- 
tion of birth weights of premature infants and a special form 
to provide information on the weights of the foetus in 
abortions of 18 tọ 28 weeks and stillbirths, so that a compari- 
son may be made with the weights of live premature infants 
according to period of survival. The form will first,be used 
for data collected during this yéar. 


: ios 
World Incidence of PoHomyelitis in 1950 
In 1950 there was a marked-_decrease in the incidence of 
poliomyelitis in Canada and the United States and an almost ` 
complete absence of manifestations of the disease in certain 
countries (Iceland, Mauritius, New Zealand) where in 1949 
it had assumed epidemic form. On the other hand, the 


. incidence .in Europe increased, particularly in the British 


- Panama, where... 


Isles and Scandinavia, with the exception of Sweden, and 
there were separate epidemic outbreaks in other parts of 
the world, asin Alaska, Australia, the Belgian Congo, Israel, 
Manila, and Panama (W.H.O. Epidemiological and Vital 
Statistics Report, January, 1951). At present, North 
America, the British Isles, and the Scandinavian countries 
are the principal foci of poliomyelitis, The report adds: 
“The future will show if it is necessary to include with 
this group such countries as the Belgian Congo, Israel, and « 
for the first time it would appear that 
the. disease has taken on an epidemic form.” 


Infectious Diseases 

During the week ending April 21 a fall was recorded in ~ 
the number of notifications of measles 3,619, whooping- 
cough 338, acute pneumonia 156, while notifications of 
scarlet fever rose by 126 and dysentery by 144. 

The incidence of measles greatly declined throughout the 
country. The largest falls in the numbers of notifications 
were London 399, Lancashire 395, Essex 329 ; the only large 
exception to the general trend was a rise of 105 in Durham. 
The largest falls in the incidence of whooping-cough were 
Kent 68 and London 63. The~notifications of diphtheria 
were 10 fewer than in the preceding week and were only | 
2 above the lowest number ever recorded. The chief varia-~ 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases. 
(deaths from influenza) of ‘certain diseases notified weekly 
in England and Wales. Highest and lowest figures reported _ 
during the nine years 1942-50 are shown thus 


the figures for 1951 thus Except for the curves 
showing notifications in 1951, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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Week Ending Aan 28 


The notifications of jnfectious diseases in England and 


` Wales . during the’ week’ included: scarlet fever 1,084, 


whoopitig-cough 3, 643, diphtheria 32; measles 18,006, acute 
pneumonia 570, acute ‘poliomyelitis 19, dysentery 871, para- 


typhoid fever 4, typhoid fever 4. Deaths from influenza in 
the great towns numbered 13. 


Ta a Medical News 


International Code of Medical Ethics 


` One of the first actions of the World Medical Association, 
‘whose Council has just-been meéting in Geneva, was to draw 
up an International Code of Ethics.’ This was in effect an 
addendum,to “ The Declaration of Geneva,” a modern form 

- of the Hippocratic oath to be taken ‘by the newly qualified . 
doctor, formulated by the W.M.A. in September, 1948. These 





two texts are reproduced:in the April issue of World Medi- - 


cal- Association Bulletin. Any doctor wishing to obtain 
copies’ of the code and the’ declaration, handsomely printed 
. on fine vellum stock, may obtain themi free of charge on 
application to Abbott Laboratories, North Chicago, Illinois; 
USA. Ci ; 


Centenary of Royal Cancer Hospital i 

The Royal Cancer Hospital, which this month célebrates 
its centenary, owes its foundation ~to the 
Dr. William Marsden (1796-1867), who had previously 
‘opened-the Royal Free Hospital in 1828. In February, 1851, 
he called a meeting of influential people, and three months 
later the ‘Free Cancer Hospital’ was opened, at first for 
- out-patients only. Six..beds were provided in June, ‘1852, 

and four months' later an additional in-patient depart- 


ment was opened in West Brompton. The necessity for still ` 
further accommodation led in 1856 to the purchase of the | 


present site in Fulham Road. The foundation stone was 
laid in 1859 and the first patient ‘admitted on January. 10, 
1862. To-day it is a school of the University of London, 
with chairs of radiclogy, experimental pathology, and 
chemistry. «a In addition to undergraduate teaching, post- 
graduate instruction in experimental pathology and radiology 
has been given. since 1931. 
visitors from May 15 to 18, and the Chester Beatty Research 
Institute on May 16 from 7 p.m. to 9 p.m. and May 17 from 


10 am. to 6 p.m., when a series of demonstrations will be. 


presented. A detailed programme may be obtained from the 
House Governor at the hospital. 


. 


North of England Obstetrical and Gynaecological Society 
An extraordinary general meeting ‘of the society was 


held in Leeds on April 27, with the president, Dr. J. W. A. , 


_ Hunter, in the chair. Mr. David Currie read a paper and 
* showed a film on an operation for the cure of a prolapsed 
vault, and Mr. P. Malpas and Dr. J. C. Brundet reported’ a 


Scottish Soctety of Ansesthetists 


-' The annual meeting was held at Dunblane Hydro, Perth- 
shire, April 27-29. The president, Dr. H. H. Pinkerton, 


- Glasgow, delivered his address on “General Anaesthesia’ 


for Collapse Therapy in Pulmonary Tuberculosis.” Dr. 
T. J. C. MacDonald, Aberdeen, was elected. vice-president 
for the ‘ensuing year. -Dr. W. W. Mushin was a guest of 
the society, and gave a short talk which he entitled, “The 
Null Hypothesis.” The prize which the society is ‘award: 
ing annually. for the best paper submitted from a registrar 
was won ‘by Dr. J. G. Robson, Glasgow, who read a résumé 
of his paper.: A company of 110, comprising members, 
their wives, and guests, was present at dinner on Saturday 
, evening. ; ` 
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Soclety of Chiropodists Dinner , 


The annual dinner was held in London on April 26 with. 


- MEDICAL NEWS i 


the president, Mr. John H. Hanby, in the chair, The - 


society's health was proposed by Mr. H. Osmond-Clarke, 
who referred to, his long association with the profession in 
Manchester-and emphasized the links between chiropody and 
orthopaedics. In his reply the president mentioned the help 
and guidance they had received since 1912 from medical 
men, in particular Mr. Norman C. Lake, and their future 
udder the Cope, pa The Dean of St. Paul's (the Very 
Reverend Dr. W. R. Matthews) proposed the health of the 
medical profession: ‘and praised the family doctor, to so 
many a guide, philosopher, and friend. Lord Webb-Johnson, 
in a humorous reply, spoke of the value of having one 
society to represent the whole profession, both in and out 
of the Health Service, and asked whether a better term than 
“ medical auxiliary ” could not be found. 


\ 
Society for General Microbiology 


Professor J. W. McLeod has been appointed president of 


the Society for 1951-2, and Dr. J. G. Davis general secre- © 


tary. The Society, which was founded in 1945, now has 
985 members and will hold its September meeting at Man- 
chester. Information about the Society may be obtained 
from the general coretan 35, Villiers Road, Southall, 
Middlesex. 


Chaplains in Hospital 
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technical training, the teams being broken up into groups 
according to their various specialties. The final week was 
‘devoted to reports from the students themselves. This is the 
first time that an attempt has been made to plan a training 


_course on team lines in the field of rehabilitation, and its 


success should encourage similar attempts in the future. 


Wills 


- Dr. William Hugh Steele, of Newton Abbot, Devon, a 
pioneér in radiography, who took the first x-ray apparatus 
to the relief of Ladysmith in the Boer War, and who was 
radiologist to Newton Abbot Hospital, left £25,286-; among 
other bequests he left: ' 


£100 to the Royal Medical Benevolent Fund General Fund and 
£200 for the Chnstmas Gifts Fund, £150 to the R.A.F. Benevolent 
Fund, £50 each to the British Sailors Society, the Training Ship 
Arethusa, the Old War Horse Memorial Hospital Fund, and the, 
Royal Medical Foundation of Epsom College, £200 to the Royal 
Beneficent Association, and by a codicil dated August 16, 1949, he 
revoked a legacy of £3,000 to the Newton Abbot Hospital and 
Dispensary “ as the said hospital is now maintained by the State,” 
and he left the balance of his property to the Royal .Medical 


+ Benevolent Fund, for the General Fund of that Institution. 


The Ministry of Health has reminded hospital manage ` 


ment committees that they should provide for the spiritual- 
` needs of patients and staff by setting aside a room or chapel 
(which may be dedicated, but not consecrated—or it cannot 
be used interdenominationally} and appointing chaplains. 
A whole-time chaplain may be appointed where there are 
750 patients of his denomination, and he is then, in general, 
to be treated like other hospital officers in matters of leave, 
pension, etc.. Regional boards are advised to set up special 
committees for Anglican appointments, after consulting the 
bishops of the dioceses concerned. Roman Catholic and 
Free Church appointments should be made in direct agree- 
ment with their religious authorities. 
i 


Foreign Women for Hospitals 


The Ministry of Labour has arranged with the German 
Federal Department of .Labour to put British employers 
who want to engage German women for resident domestic 
work in hospitals in touch with German women who wish to 
take up this work. They may also be employed or trained 
as student nurses in recognized training hospitals, as nursing 
assistants in mental hospitals, or as nursing orderlies in all 
types of hospitals-and nursing-homes. Full particulars and 
forms of application for domestic workers may be obtained 
from local labour exchanges; for nursing staff application 
should be made to the Nursing Appointments Offices of the 
Ministry. 


Rehabilitation of Children 


The two-months team-training course on the rehabilitation 
of physically handicapped children (British Medical Journal, 


March 10, p. 539) has just completed its work. ‘The pro-, 


gramme and syllabus of the course were prepared by 
Dr. Harold Balme, and the general medical lectures were 
given by Sir Allen Daley, Drs. Wilfrid Sheldon, C. D. S. 
Agassiz, F. S. Cooksey, and Evelyn Lucas, During the first 
fortnight an attempt was made to present a complete picture 
of modern treatment, rehabilitation, education, vocational 
training, and employment of physically handicapped children 
“and disabled young workers. This was accomplished partly 
by a series of lectures and films, and partly by visits to ortho- 
paedic hospitals for children, special schools, training 
institutions, and employment agencies. One whole day during 
this period was devoted’ to a study of the school medical 
service. Four weeks of the course were spent in intensive 


` Cricklewood, N.W.2. Telephone: 


Dr. Haigooni Dikran Absalom Utidjian, of Kenton, 
Middlesex, formerly of Nicosia, Gyprus, left £21,567, 
including £100 to the- Armenian National Hospital at 
Yedi Koule, Constantinople. , 


COMING EVENTS — 


Festival Lecture 


The title of the Festival Lecture, which Sir Henry Dale 
will give at 6.30 p.m. on June 20 in the Great Hall of B.M.A. 
House, Tavistock Square, London, W.C.1, will be “ Medicine 
Yesterday and To-morrow.” Admission will be by ticket, 
obtainable from the Public Relations Officer, B.M.A. House. 


Conference on Ageing f ` 
The British Society for Research on Ageing will hold its 


annual conference on June 2, at 3'p.m., at the Medical School - 


of the Middlesex Hospital, London, W.1. The agenda can 
be had from the Secretary of the Society, Dr. V. Koren- 
chevsky, Department of Physiology, Oxford. 


Internationa! Scientific Film Assoctation , 


The fifth congress of the International Scientific Film 
Association is to be held at The Hague, in the Municipat 
Museum, from September 15 to 22. During this -period 


there will be meetings of the permanent committees deal- 


ing with medical, research, technical, dnd industrial ‘films, 
and a special committee of the British Scientific Film 
Association will be set up to consider films for the 
Scientific Film Festival. Information about ‘the associa- 
tion may be had from the secretary, the Scientific Film 
Association, 4, Great- Russell Street, London, W.C.1. 


‘ 


‘Manchester Golf Competition 


The Manchester and District Medical Golfers’ Associa- 
tion will hold its annual competition at Mere on May 23. 
Any medical man is eligible for membership provided he 
is a member of a recognized golf club within the area, and 
all inquiries should be addressed to the hon. secretaries, 
Manchester and District Medical Golfers’ Association, c/o 
B.M.A. Regional Office, 33, Cross Street, Manchester, °2. 
Telephone: Deansgate 3691. 


Service Reunion , 

106(Br) General. Hospital reunion dinner and dance will 
be held on Saturday, May 26, at 261, South Lambeth Road, 
S.W.8. Tickets from W. Gwynn-Jones, 23, Keyes Road, 
GLAdstone 1141. 
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SOCIETIES AND LECTURES 


. A fee is charged or a ticket/is required for attending lectures 
marked ®. Application should be made first to the institution 
concerned, { A 


Monday 


EDINBURGH UnrversrrY.—At Physiolo 
5 pm., “ The Mediaeval Conception, 


Tuesday 
@INSTITUTE OF Denes ‘Lisle 
London, W.Cr—May 15, oA 
Physics and Chemistry of Blister 
Moynahan. 
Sr. Marys Hosprrat MEDICAL SCHOOL: 
INSTITUTE OF MicrosioLocy, Paddington, 


Class Room, May 14, 
by Dr. Douglas Guthrie. 


Street, Leicester Saare, 
“ Bonds and Blisters, The 
Formations,” by Dr. E. J. 


bad ich PLEMING 
London, W.—May 


15, 5 p-m., “ ‘The Problem of Protection Against Staphylococcal 
Injections,” Almroth Wright Lecture by Professor Wilson 


Smith, F.R.S. , ' 


Wednesday 


@INSTITUTE OF " DERMATOLOGY, Lisle 
pdo Molen 16, 5 pa, “ Chronic Inflammation,” 

liver. 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
May 16, 5.30 p.m., “ How Far Do Fundus Appearances Reflect 
Cardiovascular Diseases 2?” by Dr. C. J. Gavey. 

Nortu-east Lonpon MepicaL Socrery.—At Prince of Wales’s 
Hospital, London, N., May 16, 3.30 p.m., clinical meeting. 
OxrorD UNIversity.—At Radcliffe Infirma , Oxford, May 16, 
5 p.m., “ Defences of the Air Passages, ve k Relation to Ciliary 

Action,” Litchfield Lecture by Mr. V 


Street, Leicester Square, 
by 


Roya. COLLEGE OF PHYSICIANS OF TAa Saye Mall East, S.W. 


—May 16, 5 p.m., “ Professional Freedom,” Croonian Lecture 
by Dr. T. Fortescue Fox. 

‘University Co Physiology Theatre, Gower Street, London, 
W.C.—May 16, 5.30 p.m.; “ Studies in Comparative Electro- 
physiology?’ by Professor A. Fessard (Collège de France). 


Thursday 

Brrriss Institute or RanIoLoGY, 32, Welbeck Street, London, 
W.—May 17, D 815° pm, annual general meeting; 

! (2) 8.45 p.m, “ The Influence of Radiology on the Dia, 
.and Treatment 7 Intrinsic Carcinoma oP ihe 28th 
Mackenzie Davidson Memorial Lécture by Sir ord Cade. 

dmsurGH Untversiry, University New Buildings Anatomy 
Theatre), Teviot Place, Edinburgh.—May 17, 5 pm., “ Arterio- 
yenous ajormarlons, of the Bead,” Hon nyman Gillespie 
Lecture by Mr. John Gillingham. 

MIDDLESEX County Mxpicat Socmry.—At Napsbury: Hospital, 
near St. Albans, Herts, May 17, 3 p.m., “ Transorbital Leuco- 


tomy,” colou 

‘Oxrorp Universiry.—At Radcliffe Infirmary, ‘Oxford,’ May 17, 
415 p.m., “Incoordinate Uterine Action,” Litchfield Lecture 
by Professor T, N. A. Jeffcoate. 


Royal SOCIETY oF TEORION MEDICINE AND HYGIENE. At 26 


Portland Place, London, W., May 17,°7.30 pm * Pathological 
Processes in Malaria: Progress Report,” oy homes Brian 
Maegraith, Dr. E. Sherwood Jones, and Dr. H. H. Andrews: 


A discussion will follow. 
ST. ANDREWS Universiry.—At Lecture Theatre, Materia Medica 
Department, edical School, Small’s Wynd, Dundee, May 17, 
5 pm., “ Physiological and Clinical ‘Importance -of Nor- 
adrenaline,” by Professor J. H. Burn. 
Sr. Georoe’s HosrrraL 'MEDICAL erate Hyde Park Corner, 
London, S.W.—May 17, eee 0 pm "? Psychiatry,” lecture- 


demonstration by Dr. Desm 

Untversity COLLEG) Physiology Theatre, Gower Street, London, 
W.C.—May 17, 4.45 p.m Naik tA Transformations in Living 
Matter,” by Professor H. ; 


P Friday 
H INSTITUTE OF RADIOLOGY, 32, Welbeck Street, London, 
W-_-May 18, 5 p.m., meeting of medical members. 


ei OF RADIOLOGISTS —At Royal College of Surgeons of 
gland, Lincoln’s Inn Field London, W.C., May 18, 2.15 


pm san The Meningiomas,” er Lecture by Sir Geoffrey 
efferson, FERS. 
INSTITUTE o eo Lisle Street, Leicester Square, 


London C.—May 18, 5.30 p.m., clinical demonstration by 
Deo Bt Dowling. 
INSTITUTE OF OPHTHALMOLOGY, Judd ‘Street, London, W.c.— 
May 18, 530 pi m a Gonloscopy After Glaucoma Operations,” 
r. H. E. Hobbs. 
iene EYE Hoar, St. Georges Circus, Southwark, London, 
= E.—May 18, pm., “ Ophthalmic Injuries,” by Miss M. 
ivory. i 


‘ 
G 


OSIS , 





UNIVERSITY COLLEGE, s, Phýsiolo Theatre, Gower Street, London, 
W.C.—May 18, z 30 p.m., atural and Synthetic Sympatho- 
lytic Drugs, and “Their Structural Relations ip with Sympatho- 
mimetic, Substances,” by Professor D. Bovet (Rome). 


Saturday p 
SOUTH-RAST METROPOLITAN REGIONAL TUBERCULOSIS SOCIETY.—Àt : 
Preston Hall, near Maidstone, May 19, 10.30 for T1 a.m, “In 
My Opinion,” by Dr. H. V. Morlock. 


1 


, APPOINTMENTS 


NORTH-BAST i legge Lo REGIONAL HOSPITAL Boran a Mee 
Consultant Radiologist, St et's Hos nal, gy Fd 
B.Chir, DMRE. Parte ‘onsultant Loca. h Mar 
Group of. Hospitals, D M. Dunn, F.R C SEd. P Falt sime Consultant Area 
Pathologist, Prince of Wales, Hospital, W. I «ChB _ Full-time 
Consultant P. Leytonstone Group of. Hospitals, % Raeburn, MRCS, 

SOUTH-WESTERN REGIONAL HOSPITAL BOARD. TrA Director of Regional 
Blood Transfusion Service, N. F. W. Brueton, M B B. Senior Medical 
Registrar, Bath Clinical Area, D. J. Ellison, M.B., ChB, M.R.C.P.Ed. 
Registrar in Thoracic Surgery, Hawkmoor Sanatorium, Bovey Tracey, L. E. 
Ner, MB., B.S. Assistant Pathologist, Fi ae Hosp Hospital, J G. C. Speacer, 
MD., RCS Consiitant Surgeon to South Clintcal Area ( Mine- 
head Aii G. Darke, M B.S. Senior Reglstrar in Psychiatry, 


` Bristol Mental anala RY. ERMD, MRGC.P. 


Tya. P. A.. M D., D.P EL, Medical Officer cf Health, Cambrid 
Rural Districts, and De uty County Medical pcer of Health and 
Medical Officer, Cambri e County Council 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS ° 


Barkworth.—On Apri 28, 1951, to Beryl (formerly Wright), wife of Dr. 
F B. S. Barkworth, of Oakhampstead, Dittons Road, Eastbourne, a 
brother for Paul and John—Peter Mark Remnak. 

Barwise.—On-Apni 8, 1951, at Plymouth, to Dr. Maureen een (formerly 
Bassett), wife of Dr- David Barwie, a daugbter—Susan M 

Farguson.—On May 4, 1951, at the Shearwood Nursing Home. Sheffield, 
to Brenda, wife of Dr Malcolm Ferguson, 2 son—Clive Anthony 

Friedtander.—On May 2, 1951, at Dorns Court, Manchester, to Dr. Jean L. 
Broughton, wife of Dr. H A. Priediander, a daughter. 

Halt-Smith.—On April 30, 1951, at 61, The Drive, Hove, to Angela, wife 
of Dr. Patrick Hall-Smith, a danghter. 

Harrisz.-On May 2, 1951, to Dorothy (formerly Kennedy), wife of Dr R., 
Vincent Harris, of 6, College Road, Eastbourne, Sussex, a daughter— 
Joan Pamela. 

Lawrence,—-On May 4, 1951, at the City Hospital, Derby, to Bronwen 
(formerly Arthur), wife of Dr. Ralph A. A. R. Lawrence, of the Derby- 
shire Royal Infirmary, # son. 

Littie.—On May 2, 1951, at Chertsey Hill Nursing Home, Carlisle, to 
Catherine (formerly Salt}, wife of Dr. J, C. Little, a daughter—Edith 
Alison 

Martin.—On April 28, 1951, at the Queen Elizabeth Hospital, Birmingham, ^: 
to Winifred (formerly Attenborough), wife of Dr. Robert F. Martin, a 
daughter—Patricla Catherine, 3 

Templeman.—On April 10,. 1951, at the Fallodon Nursing Home, Leeds, to 
Anne, wife of Dr. G. H. Templeman; M.B E., M.D., a brother for Susan 
Jay—John. 

DEATHS 


De Penming.—On February, 13, 1951, Herbert Clement De Penning, 
M.R.CS., LRC.P, of 38, Milton Roed, Portsmouth, aged 68 
Denlop.—-On May 2, 1951, at Lake Cottage. Sandhead, Stranraer, Jame 
Dunlop, L.R.C.P'&S Ed., L.R.F.P.S, D.PH 

Hamlett-—On March 21, 1951, at ‘Winsford, Cheshire, Constance Clara 
Maude Hamlet, MR.CS.,, L R.C.P., aged 52. 

Henderson.—On April 30, °1951, at General Hospital, Birit shai. 
Eizabeth Penor Henderson (1 formerty Benson), M.B., Ch'B., D.P H 

Redditch, Worcs. 

Lambafle.—On May 5, 1951, at 82, Millfield Lane, York, Frederic William 
Lamballe, MB, BS, Lientenant-Coloned, RAM, ret. 

Livingstoae-Learmonfh.—On Apni 28, 1951, at Edinburgh, Basr! Lockhart 
Livingstone Learmont, a: CM, late’ of Peking, China, and Plock- 


ton, Ross-shire, aged 

Miller.—On Arr 30, oe at Bradford Roya! penn Christopher 
Graham Miller, B.M , B.Ch, of Harrogate, Yorks, aged 2 > 

Simson.—On May 6, am at we Wilton Road, pea ee ” Henry Joba 
Simson, M.B, Ch8, D.PH 

Stepben.—-On May 2. 1931. at oe South Hill Park, London, N.W , George 
Mackie Stephen, MB ChB, 

Stevenson.—On April 9, 1951, ‘at Sheffield, Eliza Moira Kennedy, M D.. 
F.R.F.P S., of 1, Kingsborough Gardens, Glasgow, W 

Theobalds.-On May 1 1951, at 9, Lancaster Grove, London, N W., Owen 
Le Mare Theobalds, MRCS, LR.GP., 9. ; 

Trapuel.—On Apri 28, 1951, Manor Way, Beckenham, Kent, 
Francis Cyril Trapnell, M.D 

Walters.—On April 21, 1951, at Longburgh, a Carline, Arthur Pierce- 
field Walters, MRCS., LRCP, aged 87 


at 58, 


Wayte.—On May 4, 1951, at a Croydon nursing-home, Jobn Wayte, M.B, 
B.Ch., of 33, Chatsworth Road, Croydon, aged 89, 

Yearstey.—On May 4, 1951, at “ Winscombe,” Gerrard’s Cross, Bucks, 
Percival Macleod Yearsicy F R CS., aged 83. 


` 
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Any Questions ? 





Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should’be typed. We publish here a selec- 
tion of those questions and answers which seem to be of. 
general interest. 


` 


. Nitrogen Mustards in Glomerulo-nephritis 


Q.—I have a patient who developed nephittis during preg- 
nancy a year ago and has not improved after medical treat- 
ment along the usual lines. Would treatment with nitrogen 
mustard be indicated? Secondly, does decapsulation and/or 
denervation of the kidney help at any stage of nephritis? 


A.—There is reason to believe that diffuse glomerulo- 
nephritis may result from immunological alteration in renal 
tissue. Since nitrogen mustard is known to prevent the 
development of certain immunological reactions, Chasis, 
Goldring, and Baldwin (Proc. Soc. exp. Biol, N.Y., 1949, 
-71, 565) tried its. effect in nephritis. They administered 
methyl-bis (8-chloroethyl) amine hydrochloride intravenously 
to three patients in the nephrotic stage of the illness, in two 
doses of 0.2 mg per kilo of body weight on successive days 
In one patient on two.separate occasions this was followed 
by diuresis and a diminution in proteinuria. In a subse- 
quent note (J. clin. Invest., 1950, 29, 804) they report on its 
administration to eight patients with glomerulo-nephritis. 
At the time of the report two had died, three were still 
under treatment, and three were strikingly improved for 
periods lasting up to eight months. This treatment should 
still be regarded as experimental. Its efficacy has not yet 
been proved with certainty, for any form of therapy. is 
difficult to assess in a disease which is so variable in its 
course. z 
_ There is no evidence that decapsulation and/or denerva- 
tion of the kidney help at any stage of nephritis. 


. 


Tallqvist Method of Haemoglobinometry 


Q.—How useful is Tallqvist's method of estimating 
haemoglobin ? eS 


A.—The Tallqvist method is a useful procedure for the 
approximate estimation of haemoglobin. The principal 
objection to the method is that the standards consist of a 
series of definite increments, so that one must guess at 
intermediate values. A drop of blood on blotting-paper is 
compared with lithographed paper standards (Wireless Print- 
ing Co., New York) and the standard is selected which most 
nearly matches the spot. Although seemingly a somewhat 
crude procedure, the Tallqvist has yielded results which are 
of about the same accuracy as those obtainable with most 
dilution haemoglobinometers, such as the Haldane and Sahii. 

Macfarlane, King, Wootton, and Gilchrist (Lancet, 1948, 
1, 282) found the Tallqvist method capable of yielding 
results only slightly inferior to the Haldane method. Their 
“ error quantities ” chart shows that a single observer should 
be able to determme differences in haemoglobin concentra- 
tion of about 2 g./100 ml., corresponding to about 12%, on 
the blood of normal individuals. By the Haldane method 
the corresponding figures are about 1.6 g. haemoglobin, 
equivalent to about 9%. The coefficients of variation 
for a large group of observers in Oxford were.9.7% for 
the Tallqvist method and 9.0% for Haldane. On the other 


hand, the accuracy attainable by photo-electric and photo- ' 


metric methods and by-the Medical Research Council grey 
wedge photometer is much better than this; these corre- 
sponded to only a few-per-cent error (3-5 at the most), 
and showed a coefficient of variation of only 1-2% with 
a group of observers (King et al, Lancet, 1948, 2, 563 
and 971). ~ 


~N 


Jerusalem Artichokes 


< Q.—Are Jerusalem artichokes indigestible? I understand 
that they are excreted unchanged. 


A.—The most prominent constituent of the Jerusalem arti- 


choke is :nulin, a carbohydrate which is made up of fructose 
units in the same way as starch is made up of glucose units. 
Inulin may be absorbed into the system, but no enzymes are 
available to break it down into, fructose. It is therefore 
excreted in unchanged form by the kidneys, and has indeed 
been used in kidney function tests. One authority holds the 
view that inulin may to some extent be broken down by the 
intestinal bacteria into fatty acids, which can be absorbed 
and utilized as a source of energy. 


Asthma and Horses 


. Q.—A patient aged 25, the daughter of a trainer, spends 
her life handling racehorses. For the, past two years she 
has suffered from attacks of asthma after their evening 
grooming, though she worked for two or three years 
previously with impunity. She gives no previous history of 
chest trouble or allergic disorder. The asthma seems strictly 
related to contact with horses, and I do not think anxlety is 
a factor, since she is comparatively free of the asthma pro- 
vided she limits herself to riding and the morning grooming 
only. She has been treated with a full course of an extract 
of horse dander, but without improvement. -The attacks 
are largely prevented by ephedrine and “ benadryl” given 
early, but she wishes to acquire a more permanent immunity 
if possible. What treatment do you recommend? 


.—It is first of all essential to confirm that sensitivity 
to horse’ dander is the cause of the patient’s asthma. It is 
surprising that she has no symptoms during the morning 


grooming, but only when doing the same thing at night. - 


Furthermore, if she were sensitive to horse dander one would 
expect definite improvement following the desensitizing 
injections. Does she give positive skin tests to horse dander 
extract ? 

Has the possibility of sensitization to other atopens with 
which she might come into contact during the evening 
grooming been considered ? For example, feeding materials 
such as bran or oats might be responsible. If sensitivity to” 
horses can be definitely confirmed, a stronger extract of 
horse dander could be used and might produce a more 
‘favourable response. = 


Histamine Poisoning after Antihistamine Drug 


Q.—A woman aged 35 recently took two tablets of an 
antihistamine compound for an urticarial rash on the 
face. In a short time she had severe abdominal pains of 
sudden onset, sweating, flushing, malaise, and aching in 
the back ‘and calves. The symptoms disappeared within 
12 hours. Is this a typical picture of poisoning by these 
drugs ? 


A.—The symptoms caused in this patient are very unusual, 
for the usual symptoms of poisoning with antihistamine 
compounds are those of cerebral depression. 

The symptoms are much more like those due to histamine 
itself, and it is conceivable that the drug acted not by 
antagonizing the effect of histamine in the body but by 
potentiating it. Antihistamine compounds are known to 
have some potentiating action on the production of acid 
gastric juice by histamine, and it is therefore not unlikely 
that occasionally they will be found to fail in their normal 
antagonistic action in other directions. P 

Patients vary a good deal in their response to differen 
antihistamine substances, and the patient in question would 
probably respond differently to another compound of the 
same class. It would be interesting to know whether this 
patient had already been taking antihistamine compounds 
for a long time. í 
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Kyphoscoliosis ‘and Palmo Hypertension 


Q.—What is the mechamsm by which kyphoscoliosis gives 
rise to pulmonary hypertension ? 


A.~—Kyphoscoliosis when severe causes a combination of 
collapse atrophy of part of the lung and over-expansion of 
the remainder. The over-expanded lung becomes emphyse- 
matous, and in time the patient comes to suffer from 
_ pulmonary heart disease indistinguishable from that associ- 

‘ated with ordinary severe` emphysema. This hypertension 
ıs generally attributed to gross limitation of the total cross- 
section of the pulmonary capillaries, so that the pulmonary 
blood pressure rises steeply on effort. Secondary changes 
in the small pulmonary arteries and arterioles may help to 
cause chronic pulmonary hypertension, and during acute 
pafection increased anoxia temporarily lifts the blood 
pressure even higher. 
cardiac output occurs in mostoof these cases, and this aggra- 
vates the hypertensive effect of the diminished cross-section 
of the peripheral pulmonary vessels \ 


Trauma and Local Lesions of Syphilis 


Q.—Will trauma to a syphilitic person predispose to the 
development of a local lesion? For instance, (a) would 
a knock on the skin predispose to a syphilitic periostitis, 
or (b) would the removal of a foreign body from the eye 
‘predispose to the development of interstitial keratitis in 
that eye? 


A.—There is much evidence, both clinical and experi- 
mental, that trauma to a patient suffering from syphilis 
(usually latent or tertiary, rarely secondary) predisposes to 
the Jocalization of lesions. Good examples are the appear- 
ance of gummata in tattoo marks and palmar syphilides in 
labourers. The effects of heat on the faces of cooks and 
on the arms of washerwomen also predispose to rashes in 
these areas. It should also be noted that the formation of 

~ condylomata lata during the secondary phase of the disease 
is partly due to friction. 

The answers to the specific queries contained in the ques- 
tion are (a) yes, and (b) yes, but only in the congenital form 
of the disease. Interstitial keratitis in acquired syphilis is 
extremely rare, and the trauma of the removal of a foreign 
body would more likely predispose to the formation of a 
gumma, Many cases of interstitial keratitis in congenital 
syphilitics have been reported (some with interesting medico- 
legal implications) as having been precipitated by trauma, 
not only to the-eye itself but also to adjacent tissues. 


Pituitary Dyscrasia in Children 

Q.—What are the causes, treatment, 

pituitary dyscrasia in infants and young children ? 
vitamin preparations any place in its treatment? 


and prognosis of 
Have 


A.—This is too large a question to deal with briefly unless 
one interprets it as asking what effects on the pituitary 
gland can non-endocrine illness have in infants and children. 
Histologically, Lorain in 1871 (after whom -the infantilism 
syndrome of Levi-Lorain is named) put forward the 
conception of infantilism in a preface to an article by one 
of his pupils entitled “Du féminisme et de l’infantilisme 
chez les tuberculeux.” This drew attention to the fact that 
failure of somatic and sexual development could occur as the 
“reault of chronic tuberculosis in childhood, and when. Levi, 
in 1908,-drew attention to the pituitary origin of infantilism 
the two ideas linked up Any chronic illness in childhood 
—for example, syphilis, tuberculosis, malaria, pancreatic 


disease, coeliac disease—may have similar endocrine results. . 


Since lack of growth and sexual development may also 


occur with chronic malnutrition this factor would appear , 


to play a part. However, the use of vitamins would only 


be justified in this type of infantilism where primary or. 


secondary malnutrition was operative. 


Finally, a compensatory increase of 


Effect- of Carbon Monoxide ‘on Vision 


Q.—A man working on the gas mains was overcome b} 
gas, which is composed of a muxture of carburetted water 
gas and coal gas. ‘His central vision was not affected, but 
he has a homonymous hemianopia. It is now three months 
since the accident, and there is very little unprovement in 
the fields of vision. What is the prognosis, and are there 


any references on the subject? , 


A.—Carburetted water gas ıs made by passing steam over 
red hot coke, hydrogen and carbon monoxide being given 
off and injected with: gas oil, Thus the effects of inhaling 
a mixture of C.W.G. and coal gas are those of acute carbon 
monoxide poisoning. As there is very little improvement 
in the fields of vision after three months in the case in 
question the damage is likely to be permanent. The litera- 
ture on carbon monoxide asphyxia contains a fair number 
of reports of permanent damage to vision (e.g., Drinker’s 
Carbon Monoxide Asphyxia, 1938, London) 


Discharging Tuberculous Sinus ‘ 


Q.——A child (3 years) has a discharging sinus from 
tuberculous glands in the neck: the sinus has now been 
discharging -for about six weeks. What is the bést line 
of treatment? Would penicillin injections with sulphon- 
amides by mouth help to clear up. the condition? 


A.—In the majority of cases of tuberculous infection of. 
the cervical glands microscopical examination of the tonsils 


and adenoids will show gross infection with tubercle bacilli ` 


in either or both. Guinea-pig inoculation gives an even 
higher percentage of positive results. This infection may 
but often does not, accompany the ordinary “T. & A’ 
catarrhal infections. In consequence, to remove and examine 
the tonsils and adenoids as a first step in treating tuberculous 
glands of the neck in children is a rule to many surgeons of 
large experience. They must be expertly removed by dissec- 
tion; the guillotine is quite unreliable at this age. The 


discharge is caused by the necrotic mass of tuberculous’ 


. gland tissue at the bottom of the sinus, and will continue 
as long as the necrotic tissue remains. Penicillin and sulphon- 
amides, therefore, will pave no influence at all on the process. 
When all the tuberculous tissue has dissolved, the discharge.~ 
which may have appeared as if it would continue indefinitely. 
suddenly ceases. Hence this condition supplies many miracu- 
lous cures, the agents varying from osteopathy to Abrams’s 
box and visits to favoured localities for sea-air or even less 
tangible benefits. 

No surgeon of experience will lightly undertake a com- 
plete excision of the infected mass in such a case as this. but 
healing can be much accelerated by expressing the necrotic 
tissue by strong pressure upon it, applied through a piece of 
gauze at the time of the tonsillectomy and repeated until no 
more ‘fine fragmeénts can be forced out of the sinus 
Curettage is unreliable owing to the impossibility o know- 
ing where the necrotic tissue lies. 
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a (From the Deviation of Therapeutics, University of Edinburgh, and the Clinical Laboratory, 
Royal Infirmary, Edinburgh) 


Despite the long recognition of diabetes as a clinical 


entity, no successful method of treating the disease . 


aes until the nineteenth century, when, Rollo and 
Bourchadat discovered independently’ the value~of 
dietary restriction. 
of glycosuria in diabetics when food was scarce during 
the Siege of Paris, and applied that observation to the 
management of his patients. In the twentieth century, 
Frederick Allen’s work (Allen, 1914, 1917, 1923; Allen 
and Sherrill, 1922) on undernutrition in experimental 
diabetes in dogs put the aran treatment of diabetes on 
a more rational basis. clinical results obtained 
by the use of restricted diets were good in the case of 


The latter noted the disappearance < 


mild and obese diabetics, but among other diabetics: 


deaths from diabetic coma and’ tuberculosis were very 
common. Pregnancy was an exceedingly rare occurrence, 
and diabetic children did not grow satisfactorily. The 
discovery of insulin by, Banting and Best in 1921 revo- 
- lutionized the treatment of the disease. “Since its intro- 
duction the necessity for subcaloric diets, and‘indeed for 
dietary restriction of any kind, has become a matter of 
controversy. 5 
Nobody questions the need for rigid dietary restric- 
ton for patieņts who are overweight, but for the 
' diabetic who is not obese, and who requires insulin, 
three main types of dietary treatment are at present in 
use 


1, A strict regime, in which the’ calories and all the 
proximate principles are meticulously prescribed,-and which 
aims at the maintenance of normal blood-sugar levels and 


„of a practically, sugar-free urine, 

te) 
only the carbohydrate and total calorie intake, but allowing 
mild“ hyperglycaemia and glycosuria <in order to prevent 
frequent insulin reactions. 

3. A “free” diet, in which hyperglycaemia and glycosuna 
are disregarded, and in which the criteria of adequate insulin 
treatment are freedom from hunger, thirst, pruritus, nocturia, 
and ketosis, and the maintenance of weight and energy on 
the one hand, and the avoidance of hypoglycaemic symptoms 
on the other. `. 

Such a diet, free of any restriction or regulation of 
food intake, was first advocated by Stolte (1931); It 
has been used by many physicians, including Lichten- 


A more liberal method, involving the regulation of: 


stein (1938, 1945), Tolstoi and Weber (1939, 1940), 


Tolstoi, Almy, and “Toscan (1942), Tolstoi (1943), and 


patients, The ‘most important advantage claimed for 
this form of treatment is the psychological benefit 
obtained through freedom from irksome regulations 
Diabetés is a chronic disease, at present incurable, and 
to minimize its hardships the fewer the restrictions 
jmposed upon the patient’s daily life the better. The 


“advocates of “free” diets reason that if insulin is. 


required at all it does not matter very much to, the 
patient whether the dose is 30 or 50 units a day, whereas 
it does matter to him a great deal, that he should be 
able to take a normal diet—-‘ that’ (as a diabetic 
doctor has said) “ each meal should be an elegant satis- 
faction of appetite rather than’a problem in arithmetic 
and a trial of self-abnegation” (Practitioner, 1946). 
They claim, too, that their patients are fully nourished 
and therefore more resistant’ to infections, including 
tuberculosis; that in children growth and sexual 
development are satisfactory; and that the- incidence 
of pregnancy is high. 


On the other hand, there are many who object that the - 


use of liberal diets results in difficulty in clinical control , 

that frequent insulin reactions alternate with thigst, 
polyuria, and pruritus, associated with hyperglycaemia, 
glycosuria, and ketosis; that excessively large doses of 


insulin are required; that the patients become obese ;. 


and that ‘degenerative complications occur earlier and 
more often. ; 

This paper describes the study of a group of diabetics 
given a “free” diet over a period of five years. 


Selection of Patients 


Fifty patients were, studied, of whom approximately 
one-half were newly discovered diabetics who had never 
been treated, and the other half patients who. had 
been given dietary instructions at some time, but who 
were making no effort to adhere to them. Naturally 
_the latter group included a number of rebellious spirits 
and a few people of subnormal intelligence. Obesity 
was the only bar to selection ; as a result, the proportion 
of male patients included in the survey was unusually 
high. There were 34 males and 16 females. . Their 
ages ranged from 9 to 71 years, and their occupations 
from sedentary work to heavy labouring. 

A control group of 40 diabetics of comparable cage 


Micks (1943, 1944), and adopted independently i many? and sex’ were chosen from out-patients attending the 
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those who were adhering strictly to their diets and who 
z- required insulin were selected. Their diabetes was as 

well ‘stabilized as- could be expected of co-operative 
None of the patients 
in either group was suffering from any obvious diabetic 
complication or other disease ‘at the time of, selection. | 


patients attending a busy centre. 


In the charts that follow, the number . 
of*patients_ studiéd. varies. This is not 
the result ‘of deliberate Selection, but of 
difficulties in- the collection’, of, data 
which ‘are inseparable from, clinical 
research on out-patients. . 

Method of Treatment . i 

_ Patients who were taking a “free” 
diet were i permitted to eat .as their. 
appetites dictated except for 
omission of table sugar, jam, choco- 
‘lates, and sweets, with the object of 
avoiding wild fluctuations `of , carbo- 
hydrate intake. During the period of 
study e -British rationing. - system 
allowed all diabetics extra meat, bacon, 
‘milk, cheese,‘.and fats.' Thus the 
patients’ standard of nutrition was pro- 
bably higher than that of the bis 
. population, 

Every patient received insulin once or 
twice a day. A simple powder method ` 
of testing the urine for acetone was 
used by the patients twice. weekly on an 
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~, tions or other emergencies. 


1 


early 'mording sample: of: urine, and: 


“every day during intercurrent infections. 


It was the rule to report any positive ` 


“ tests to the: clinic’ immediately. , Testing 
-for sugar was not encouraged, as glycos- 
uria was to be expected., 


- Patients visited the clinic, on’ an 
average, once a month, but were ‘seen 
_Mmore often during ‘the course Of :infec- 
‘At every 
visit the. weight was checked and any 
positive acetone tests,. insulin reactions, 
nocturia, or, other .symptoms were re-, 
corded. ‘The dose. of insulin was 
adjusted from time to time tod maintain 
an adequate weight and freedom from 
either diabetic or hypoglycaemic symp- 
toms. On each occasion a quantitative 


analysis was made. of the sugar content. 


of two samples of urine: (1) a morning 
specimen passed twenty minutes: after 
emptying the’ bladder on rising, before , 
food, or insulin had been taken ; and (2) 
a 24-hour specimen.. - The, collection 
was made on the previous day and the 
quantity ‘measured in pints -by the 
patient. A small sample of this collec- 
tion; was brought for 
Though the results of. these urine 


analyses for sugar were useful for our’. 


purposes, they were not used: to: regulate 
treatment. 


ment of ketonuria. 


y a 


Diets 


Most. patients ‘took three main meals in the aay with 
a snack in the morning and again in the evening: before , 
going to bed. . Co-operative - patients whose accuracy | 
could be trustéd were asked from time to time to keep 
a written record of everything they ate or drank over 
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‘Changes in ‘insulin dosage : 
were dictated solely by the patient’s - 
weight and symptoms or by the develop” 
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a period of one week. These records 
were discussed in detail with the 
patients, and it was felt that a reason- 
ably accurate assessment of their diets 
was thus obtained. Analysis showed 
that the diets of the controlled group 
were higher in fat, much lower in carbo- 
hydrate, and somewhat lower in total 
calorie value than those of the group 
taking a “free” diet. Fig. 1 shows, 
that the carbohydrate intake was con- 
siderably higher on a “free” diet than 
on the diets taken ‘by the control 
group, 

The carbohydrate intake on a “free” 
diet remained remarkably constant from 
one week-day to another, but rose or ` 
fell significantly at the week-end. The 
heavy labourer enjoying a lazy week- . 
end was not so hungry, whereas the 
sedentary worker who played games 
ate more. 

The carbohydrate intake of patients ` 
given a “free” diet from the time that 
their diabetes was diagnosed did not 
differ significantly from that of patients 
who had lapsed from a strict diétary’ 
regime. ‘This eliminated the possibility 
that members of the latter group were unconsciously 
following dietetic instructions given in the past. 


Weights 

If the criticism often levelled at the use of “ free” 
diets, that many of the patients become obese, were 
true, it would constitute a grave objection to this form 
of treatment. 

Fig. 2 compares ‘the present weights of the patients 
after some five years of treatment with their | “ correct ” 
weights. The distribution is remarkably ‘Similar for 
the two groups, there being no increased tendency for 
those taking a “free” diet to become obese. The 
patients who adig become overweight on a “freg” diet 
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all gave a history of obesity in the past, though as a 
result of uncontrolled diabetes they were of normal 
or subnormal weight when they appeared for treat- 
ment. j 

Fig. 3 shows the relation of the patients’ present 
weights to their “ average ” weights—that is, the weights 
which they'maintained before the onset of diabetes. It 
is clear that the tendency of patients taking a “free” 
diet to revert to their pre-diabetic weight held not only 
for those who were previously obese but for the group 
as a whole. ODietetically controlled patients, on the 
other hand, tended to remain below their pre-diabetic 
weight., ` 

, If, as is generally agreed, a normal weight is the 
therapeutic ideal, patients who give a 
history of obesity before the onset of 
diabetes, even if they are thin by the 
time they appear for treatment, should 
be given controlled diets. | Those who 
have never beén overweight may be 
given full diets without much danger of 
their becoming obese. 


Urine-sagar Studies 


The accurate collection, once a month 
for six consecutive months, of the urine 
passed during the 24-hour period of a 
working day demands the full co-opera- 
tion of the patient. Only those who 

“ could be relied upon to be accurate are 
included. The results shown in Figs. 4 
and 5 are based on an'average of the 
sugar content of six 24-hour samples. 
Meal charts covering the 24-hour 
periods’ during which the urine collec- 

; tions were made were brought with each 

. specimen., 
The average daily carbohydrate loss 
in the urine was greater in the “ free 
diet” group than in the control group 
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by 50 to 75 g. (Fig. D. In spite of this (Fig. 5) their 
total daily’ carbohydrate utilization’ was’ greater, by 


a at least 50 g- because of their higher: carbohydrate intake. 


It is evident, therefore, that the quantity of carbohydrate ` 
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Clinical Control | 


Eleven ‘of ‘the original 50. patients _ 
given a “free” diet could not be satis- 

` factorily controlled with this form vof, 
treatment. They are. considered. in 
detail below. By adjusting their, inulin 
dosage:from ‘time’ to time no difficulty 
was: experienced in keeping the remain- 
‘ing 39 patients free from hunger, thirst, ~ 
pruritus, and nocturia; Ketonuria was 

. only an occasional finding ` ‘during the 

, course of intercurrent infections.. “The 

‘ToontroL - frequency ‘of minor insulin, ‘reactions 

GROUP = Was not appreciably higher ` thân among 
; dietetically controlled patients... Like all - 

“. diabetics, most of the patients experi-,. 

~ enced mild reactions from time to time, 
which were readily‘ alleviated by’-taking 
a lump of sugar. (Hypoglycaemic coma 
is considered later.) The“patients main- 
tained an adequate weight and full - 

. physical energy. . -They seemed. happy, 

- and had a balanced ‘outlook. on their 
-disease. Intercurrent infections. did 
not appear to be commoner than’ among 

sae ‘the control group.. - 

i `The incidence of pregnancy was- high. 
ne '. Seven of the eight married women in 
the child-bearing age became pregnant, 
~> one, woman twice during ‘the period | 

a studiéd. Of the eight babies, six are- 
alive and two were stillborn. It has 
been noted that’ a high proportion 
of the women reporting to :the 
Diabetic Pregnancy: Clinic were’ taking a diet of- nor- 
mal -calorie value at the time of conception, either 
` because they belonged to the: “free diet” . group 7 
or -because they ae defaulted from _ their dietetic 


` 


“ot 


. metabolized by these patients on a $ re ” diet was, instruction$, 


i -taking a “free” diet. - 


adequate. > 
Blood-sugar Studies “` ~ , 
‘Information about :blood-sugar levels--was obtained” 
by taking- blood samples from co-operative members. of 
both ‘groups in their homes or places: of work ‘during, 


- a normal day. The samples were taken before breakfast, 


lunch, and the evening meal. A fastiñg ‘period of at 


There were seven young people in i the “ free dict ye 
group, of patients. Three were girls of 16 in .whom 
menstruation had begun before the onset of diabetes, 
-and who-had. stopped growing.‘ The other four were 
boys of 15 or “Under in whom. further growth was to 
be expected. Details of their rate’ of growth are given ' 
-in Table L It is significant that growth, which had been 


least-two hours preceded the withdrawal of, blood. The . unusually Tápid Heroni the’ onset: ‘of diabetes, continued ; 


highest of these ‘three ‘blood-sugar `- 
recordings was used in constructing Fig. ~ 
6, which shows that a higher. proportion /. P 
of patients on a “free” ‘diet exhibited Y 
hyperglycaemia and that the degree of 
hyperglycaemia was ‘greater than in the‘ 
case of the .control group. However, 
more than half of the patients jn the 
“ latter group ‘had blood sugars above 
200 mg. per 100 ml. before.a meal, illus-_ 
trating how difficult it is to attain the 
ideal of ‘normioglycaemia even . when 
‘postprandial rises ‘in blood sugar are 
discounted. 

The lowest blood sugars were similar - 
in the two groups. From these findings’, 
it follows that the fluctuation of blood- 
sugar level during the course of the day , 

_ was greater in the group of patients ` 
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at an excessive rate while they were taking a “free” ‘No patient in the group has so far developed peri- 
diet. : es pheral arteriosclerosis, hypertension, or albuminuria, 
Tama © : Two patients“ have suffered temporarily from diabetic 








X neuropathy. Diabetic retinopathy has developed in four 
fp Height for patients, and senile cataract in one. It is interesting. 
Same Period ‘to note that one young man developed diabetic retino- 






at Bad of| Duration of 

‘* Freo Dist” | " Free Diet X 

Treatment G 
” 


11 yeas 3-8in. (97cm) ` pathy at the age of 28, only one year after becoming 
we pier a Z| diabetic. If was definitely known that he had not been 
154 Oe ins ia. (0 om: suffering from diabetes previously. In contrast, two 


patients who had never paid any attention to dieting 
Be i Clana and Adolescents, Pie on pase. a30 | : since the onset of the disease showed no sign of degener- 
; A ative complications after a duration of diabetes of 
Coma 23-year in the case of a woman who is now 27, and 
: of 25 years in the case of a man now aged 45. 
During the course of this five-year survey 11 patients 
have had to be changed from “ free” diets to regulated 


Among the 50 patients on.a “ free” diet observed over : 
five years three incidents of diabetic coma and seven 
„Of hypoglycaemic coma occurred. This contrasts ‘with diets. In seven of them the diabetic state became too 


' five incidents of diabetic coma and four of hypo- . . A ; 
severe to be satisfactorily controlled with a total daily 

a m a amon fra Sor EN in the E dose of 80 units of insulin. t was considered ‘unjustifi- 

` group incidence of hypoglycaemic coma is a little able to raise this dosage further. Five. of the seven 


higher in the “free diet” group, and perhaps reflects - were children and two were young adults. With regard ’ 
Be aa doses of inulin. an neregulbted tood intake to the other four, frequent insulin reactions made 1t- . 

essential to régulate the -diets of one adult and one 
5 aR - -> ` ~ child; and two women were: given subcalorie diets 

Insulin because they became obese and began to suffer from | 
The type of insulin required and the number and pruritus vulvae. Both had been overweight before the 
timing of the injections varied from patient to patient. onset of diabetes. After the change to a restricted diet 
The majority were stabilized on an injection of soluble the two obese women improved immediately. Of the 
insulin and one of zinc-protamine insulin half an hour two patients in whom frequent insulin reactions dictated 
before breakfast, and a second’ dose of soluble insulin ` the change, one improved ; the other, a child, remained 
half an hour before the evening meal: 40 of the 50 liable to frequent hypoglycaemic attacks. `> There was a 














patients required two injections a day. 7 .considerable fall in the insulin requirement of the seven 
Lo oo F patients who had been uncontrollable while taking 
` Taste H S 80 units a day on a “free” diet. A close study of the 
growth curves of the growing children revealed that the 
Total No No. Requiring eee rapid growth which took place while they were on 
of Tasul : 
ase oe “free” diet was not maintained after the change 
PT ANE io a more restricted regime, though the rate was still 
= satisfactory. 
Table II shows the changes in insulin requirement of ` Discussion 


tf ét hPa < s 2o $ . / 
the patients on a “free” diet. The dose required after From our experience of a group of 50 diabetics given 


, five years’ treatment or in the case of the 11 failures jiperal diets and insulin over a period of five years we 
at the time of changing to a controlled diet is compared are satisfied that, if adolescents.and obese diabetics are 
with the dose needed three months after beginning this excluded, clinical control, „as defined earlier in this 
form of treatment. The insulin requirement was con- paper, can be attained in most patients. However, the 
“sidered to be unchanged if the rise or fall did not degree of hyperglycaemia and glycosuria and the daily 
‘exceed 20% of the original dose. Only 47 patients fluctuation of blood-sugar levels are undoubtedly greater 
_are included in the table, as three defaulted from the in guch patients than in those on controlled diets. 
“clinic. The insulin requirement of the group as a whole Those diabetics whose insulin requirements gradually 
bas tended to rise during treatment. , The most striking rose while taking the “free” diet until 80 units were ` 
increases occurred in children of puberty age and young ouired daily showed an increased liability to ketosis 
adults. Whether this: trend will continue, making when infections supervened. Moreover, the danger of 
further changes to controlled ien necessary, is as yet. insulin réactions. was inereased roughly in proportion 
uncertain to the dosẹ of insulin employed. We feel, therefore, 
. Repeated blood-sugar curves were obtained in one- ihat it ıs unjustifiable to keep patients on a “ free” diet 
, third of the patients in an attempt to assess whether when such large doses are needed for clinical control: 
the diabetic state was-bécoming milder or more severe Seven patients have had to be changed to controlled 
under “free diet” treatment. In general, the results diets for this reason, and the change will almost certainly 
obtained agreed with the trend shown by the com- pe necessary for two other“patients in the near future. 
parative insulin requirements~namely, an apparent Of these. nine, five are adolescent children and the 
increase in severity. ‘a oe remaining four are young adults between the ages of 
` ere 7". 20 and 35. 
Complication: and Failures `The need for dietary fecteetion has ‘become apparent 
, Miscellaneous illnesses, including pneumonia, cystitis, - after periods on liberal diets ranging from six months 
and infective hepatitis, occurred in a few patients, but to ‘five years. Fortunately, when a change over to a 
only complications known to be associated with diabetes ‘controlled diet has been made the insulin requirement - 
are considered in detail. i ' has ‘shown a considerable fall, and no permanent ill 
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effect has been observed. It is uncertain whether 
increasing insulin requirements may make dietary 
restriction necessary for other patients in years to come, 
but the fact that failures are still appedring after five 
years’ treatment is disquieting. Results with non-obese 
patients aged over 35 have been uniformly good, and 
it may well be that it is for this group of diabetics that 
“free” diets will have their greatest value. 


There are many physicians who believe that continued 
hyperglycaemia increases the severity of the diabetic 


state, and that if it is prolonged the. development of. 


the degenerative complications of diabetes is facilitated. 
However, a normal blood-sugar concentration may exist 
when subcalorie diets are used in the presence of inade- 
quate quantities of liver and muscle glycogen, while 
hyperglycaemia by no means necessarily implies inade- 
quate stores unless there is an associated ketosis. 
Indeed, Peters and Van Slyke (1931) defined diabetes 
“mellitus as an inability to store glycogen, and made no 
mention of hyperglycaemia. It is important to distin- 
guish hyperglycaemia which is endogenous in origin, 
due to breakdown of glycogen stares and tissue protem 
—an expression of poor carbohydrate utilization and 
usually accompanied by ketosis—from hyperglycaemia 
of exogenous origin resulting from an abundant carbo- 
hydrate intake, with which, however, carbohydrate 
utilization as the result of insulin therapy is adequate 
and there is no associated ketosis. This distinc- 
tion is rarely made, and the evil effects of uncontrolled 
diabetes are often attributed to the hyperglycaemia 
rather than to the poor utilization of carbohydrate. No 
one questions the undesirability of hyperglycaemia of 
endogenous, origin, but considerable controversy exists 
on the harmfulness of exogenous hyperglycaemia.. 


It thus becomes important to inquire into the relation- 
ship of hyperglycaemia to the pathological physiology 
of diabetes. The production of diabetes by-pancreatec- 
tomy in the laboratory of von Mering and Minkowski 
(1889), and the discovery of insulin with its dramatic 
therapeutic properties, placed the pancreas in the fore- 
front of diabetic pathology. In 1922 Allen and Sherrill 
demonstrated that the pathological changes in the B-cells 
of the islets of Langerhans caused by partial pancreatec- 
-tomy in dogs could be accentuated by giving the animals 
high-calorie diets. Further, Dohan and Lukens (1947) 
reported that normal cats could be made diabetic when 
a sustained hyperglycaemia was induced by. repeated 
intraperitoneal injections of glucose. There is thus 
ample evidence that in experimental animals the insulin- 
producing cells of the pancreas can be damaged by 
hyperglycaemia. 


In man, however, diabetes cannot be considered gay) 
as a disease of the pancreas. In the first place, a histo- 
logically normal’ pancreas is found at necropsy in a 
considerable proportion of diabetics (Warren, 1930), 
and, furthermore, the complete removal of the human 
pancreas causes a relatively mild form of diabetes, 
readily controlled by not more than 40 units of insulin 
a day (Ricketts, 1947), rather than the grave metabolic 
disorder often seen in the spontaneously - occurring 
disease, ‘for the control of which much larger doses of 
insulin may be required. It seems certain that in human 
diabetes, at least in its severer forms, other endocrine 
glands are involved. Animal experiments have shown 
the importance of the anterior pituitary gland and of 
the suprarenal cortex in the pathology of the disorder. 
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` Houssay (1936) discovered that depancreatized dogs 
lived longer if the anteriór pituitary was also removed. 
The reverse of this—namely, tbat permanent diabetes 
could result from continued injections of anterior 
Pituitary extracts in adult dogs—was demonstrated hy 
Young (1937). Along similar lines, Long and Lukens 


(1934) found that adrenalectomy ameliorated pancreatic ' 


diabetes in the cat, and Long and his co-workers (1940) 
and Ingle (1940) demonstrated the aggravation “of the 
diabetes of partially depancreatized rats by the-adminis- 
tration of certain fractions of suprarenal cortical extract. 
Further support is provided by clinical evidence : the 
occurrence of diabetes in association with acromegaly 
and Cushing’s syndrome ; and the striking fall in insulin 
requirement which occurs in: the rare event of the 
development of Addison’s disease in a diabetic. 
However, in most cases of diabetes in man it is) 
uncertain to what extent the syndrome is due to failure 


of insulin production by the pancreas, and to what / 


extent to an abnormal inhibition of the action of insulin 
by-~the anterior pituitary and cortical hormones. The 
effect of: low-calorie diets in lessening the severity of 
human diabetes is an undoubted clini¢al fact, demon- 
strated on a large scale in the countries of . Western 
Europe during the German occupation, but we do not 
know whether it is the result of “ sparing ” the pancreas 
or of inhibiting anterior pituitary function. — 

Jacobs (1948) showed that prisoners of war who had 
been suffering from prolonged, undernutrition presénted 
many of the features of anterior pituitary depression ; 
and it is well known that the clinical picture of advanced 
anorexia nervosa is in many respects indistinguishable 
from Simmonds’s ‘disease. Any attempt to alleviate 
diabetes by depressing the secretion of the “ diabeto- 
genic ” hormone of the anterior pituitary, however, must 


lead to simultaneous suppression of the growth, thyro-. 


trophic; corticotrophic, and gonadotrophic hormones. 
Indeed, the recent work of Young et al. (1949) has 
strongly suggested: that, at least in animals, the growth 
and “diabetogenic” hormones are identical, From 
clinical observations Lawrence (1949) has formed the 
concept of “total diabetes.” He believes that such a 
state is reached by most young diabetics within three 
years of the onset of their disease. Their daily: insulin 
requirement becomes stable at between 40 and 60 units. 
His interpretation of this state is a final cessation of 
insulin secretion by the pancreas. 
the steadily rising insulin, requirement of some young ' 
diabetics cannot be attributed to further depression of 
insulin ‘secretion, but must be due rather to inhibition 
of injected insulin by pituitary or suprarenal cortical 
hormones. 

“The rapid growth, advanced bone age, and precocious 
dental development of children at the onset of diabetes 
(White, 1946) are generally regarded as expressions of 

‘overactivity of the anterior pituitary gland. It is signifi- 
cant that in our group of patients the children at the 
age of puberty maintained an accelerated growth while 
taking a “free” diet, and also showed the most striking 


increase in insulin requirement. Further, these tendencies ` 


were not maintained after a change to a controlled diet 
had been* made. It is possible that the underlying 
pituitary overactivity of these children was ‘perpetuated 
by the metabolic stimulus of a high calorie intake. The 


same mechanism may be responsible for the apparent | 


worsening of the diabetic, state of some of the young 
adult patients, and for the high incidence of pregnancy. 


If this view is correct . 


‘. important factor. 
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If this view is accepted, it follows that, for the young ' 


diabetic atleast, a diet which is generous enough to 
allow for adequate growth and sexual function will to 
some extent result in stimulation of the anterior 
pituitary gland and a Sonnet worsening of the 
diabetic state. 

Opinion is conflicting abot ‘the pelauienshin of hyper- 

glycaemia to peripheral vascular disease. Joslin (1947), 
as a result of his vast experience, is is convinced that 
the meticulously controlled patient is “the one in best 
condition” -after.20 years of diabetes. White and 
Waskow (1948), in ‘a review of 350 young adults who 
had been diabetic for at Jeast 20 years, showed that 
there was a correlation between the severity of vascular 
disease on the one hand and poor diabetic control, as 
,shown by hepatomegaly, incidence of diabetic coma, 
hypercholesterolaemia, and hyperglycaemia, on the 
other. The longest follow-up of a group of patients 
takinga “free” diet, by Lichtenstein, indicated that 
the incidence of degenerative complications after 1u 
years’ treatment was not unduly high, but even this 
period of observation is too short for a reliable assess- 
ment to be made. Dolger (1947), who observed 200 
diabetics over a period of 25 years, found that vascular 
disease occurred neither sooner nor more frequently 
in patients with persistent glycosuria than in those 
whose urine was kept sugar-ffee. He believed that 
complications occurred more often in the older patients, 
and that the duration of the disease was the most 
A similar conclusion was reached by 
Goodof (1945) in relation to the characteristic renal 
lesion of diabetes first described by Kimmelstie] and 
WilBon (1936). As for diabetic retinopathy, Ballantyne 
(1946) stated : “ The outstanding paradox i is the lack of 
any apparent relation between the severity of the. 
diabetes, the control of the condition by treatment, and 
the’ presence or absence of retinal changes.” Ballantyne’s 
opinion is endorsed by Wagener (1945) and by Croom 
and Scott (1949). 

Rundles (1945) gave a ‘detailed report of his observa- 
tions in 125 cases of diabetic neuropathy. He found 
that irl most instances neuropathy followed a long 
period of grossly neglected diabetic management asso- 
ciated with hyperglycaemia, thirst, polyuria, and loss 
of weight. 

While the correlation between the development of 
some of the degenerative complications of diabetes and 
poor control of the disease is at least suggestive, no one 
bas yet produced evidence that hyperglycaemia, accom- 
panied by adequate carbohydrate utilization and good 
clinical control, is responsible for the development of 
vascular complications. The present survey can make 

‘no contribution to the solution of this problem, as five 
years is too short a period on which to base conclusions. 


So Summary l 

An investigation of the use of a “free” diet in the treat- 
ment of 50 diabetics over a period of five years is described. 
For comparison, 40 dietetically controllèd patients were 
observed over the same period. - 

Clinical control, as defined in the paper, was achieved 
in 39 of the 50 patients. Though hyperglycaemia and 
glycosuria were the .rule, carbohydrate utilization was 
satisfactory. The incidence of pregnancy -was high, and 
the. growth of the children was unusually rapid. 

Results were uniformly good ‘in patients over the age 
of 35, but the insulin requirement of the younger patients 
tended to rise. Five children and two young. adults showed 
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a progressive worsening of their diabetic state, and ‘had to 
be given controlled diets for this reason. The change was 
algo necessary for two patients who suffered from frequent 
insulin reactions, and for two others who became obese and 
developed pruritus. Only those patients who gave a history 
of obesity. before the onset of diabetes became overweight 
while taking a “free” diet. There were three episodes of 
diabetic coma and seven of hypoglycaemic coma among 
the 50 patients during the five-year period of study ; these 
did not vary very significantly from similar incidents among 
> the controlled group. 
The relationship of hyperglycaemia to the pathological 
physiology of diabetes and to the development of degenera- 
otive vascular complications is discussed. A distinction is _ 
made between “ exogenous” hyperglycaemia, which accom- 
panies a high. carbohydrate intake in’ patients whose 
carbohydrate utilization is adequate, and “endogenous” 
hyperglycaemia, which results from breakdown of glycogen 
stores and tissue protein in association with poor control 
of the disease. l 7 
While there is no evidence that “exogenous” hyper- 
glycaemia is the cause of degenerative complications, 
there is reason to believe that the high-calorie diets with 
which it is associated may be responsible for increasing 
the severity of the diabetic state in children and young 
adults. A possible mechanism of this action is suggested. 





: 
REFERENCES 


isi M. (1914). J: Amer. med. Ass., 63, 939. 


— Amer. J. med. Sci., 153, 313 
1929) 3- merab. Res. 
-— TSA Ibid., 2, 803, 


Ballantyne, A. J. 5a. Trans. Ophtival ‘Soe. U U.K., 66, 503. 
Banting, F. G., and Best, C H. (1922). J. Lab. clin. Med., 7, 


464. 
Croom, J H. and Scott, G I. (1949). Lanéet, 1, 555. 
£. C. and Lukens, F. D. W. DAD, Science, 105, 183. 
Doles, B Ey! . Amer. med. Ass. 
Nery Ann, intern, Ma 3 
Asay, New Engl. J. Pie oe grt 
roc. Soc. exp. Biol., NY 
(1948). J. cim. Endocrinol., 82T 
N. tnol- 


paa D. i aye) , 176 


Joslin, E. 259. 
Baer „ and ). pies 1, Path., 12, 83. 
La R. ; 


wrence, 1 t, 2, 401. 
Lichtenstein, A. ‘Be J. P 12, 183. . d 
—— (1945). Acta pediat., 32, 556. 

H ., and Fry, E. G. (1940). Endocrino- 


Katzin, B 
— 4 Tekens, F D. W, (1938). Sclence, 79, 569. 
von Mering and Maani 1889). Quoted from The Treatment 


gt Diabet tes es perl edited by E. P. Joslin and others, p. 86, 
CIN ‘Beis Medical Journal, 1, 598. 


ai ea 


HE, and Van Slyke, D. D. (1931). Quoted by Tolstoi 


ae W985). Med, Clin. N. Gane 31, 267. 


Rickets, Medicine, 24 


Stolte, kt 493i), Md. Klin., 27, 831. 
Tolstoi, E. (1943). Amer. J. digest Dis., 10, 247. 
— . P., and Toscani, (1942): ‘Ann. intern. Med., 16, 


¥ 


— and Weer F. A z4 0939), Arch. intern. Med., 64, 91. 
DO ooid Coll. Pap. M Mayo Clin., 37, 414. 


ee 'S. (1930)., ted -by Ricketts (194 
Ses The T en of ag Mellitus, edited by 


osin mna i others, 1946, 8th ed., p. 741. Tondon; 
— Fad Waskow, E. (1948). Sth. i , 41, 561 
Young, F. G. (1937). 2, 372. 
— et al. (1 2: Nature, Lond., 164,,209. 





On ‘May Day, 1950, the Archbishop of Canterbury 
inaugurated a festival at the Mayday Hospital, Croydon, 
and this year it was again celebrated. The patients were 
visited in the wards by civic, ecclesiastical, and other guests, 
and then a service was held in the hospital chapel. After- 
wards there was a staff tea at which the hospital committee, 
doctors, nurses, and guests mingled in an informal manner. 
Many old members of the staff returned to the hospital to 
mark the occasion, and the day’s events were rounded off by 
a social evening organized by the hospital sports clubs. 
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The pharmacology of 2-benzyl-4,5-imidazoline hydro- 
chloride (“priscol”) has been fully worked out in 
animals (Ahlquist et al., 1947). It has complex actions, 
consisting of effects resembling the sympatheticomimetic 
amines, histamine and acetylcholine-like properties, and 
sympatholytic effects. These workers found that 
priscol produced peripheral vasodilatation, cardiac 

- stimulation, and increased cardiac output in cats and 
dogs. Coronary vasoconstriction, bradycardia, increase 
in blood pressure, and stimulation of the gut were pro- 
duced in rabbits. , The last effect could be prevented by 
atropine. In addition, the administration of adrenaline 
after priscol caused general vasodilatation, suggesting 
reversal of adrenaline action. 

Grimson ef al. (1948a) conducted clinical trials with 
priscol on 43 patients with peripheral vascular disease, 
including 6 with Raynaud’s disease, 15 with athero- 
sclerosis obliterans, 
obliterans. The results in Raynaud’s disease were satis- 

, factory and improvement was effected in the athero- 

' sclerotic and thrombo-angiitis groups. The peripheral, 

\skin temperature_of the lower extremities was increased 
five minutes after intravenous and 45 minutes after 
oral administration. Definite cutaneous vasodilatation 
resulted even after oral priscol, butin five cases oscillo- 
` metric readings were not altered. Eleven patients with 
hypertension were treated, but the blood pressure fell 
in only four. 
measured, but the results were equivocal. In another 
series, 17 hypertensive patients were treated, 12 showing | 
a‘fall in blood pressure (Grimson et al., 1948b), ` 

* Rogers (1949a), using skin temperature and oscillo- 
metric methods of. assessment, obtained similar results 
in 27 patients suffering from various forms of peripheral 
vascular disease, using 100 mg. of priscol daily by - 
mouth. ïn a further observation of 15 arteriosclerotic 
patients between the ages of 46 and 79 years, Rogers 
(1949b) reported subjective and objective improvement 
with oral priscol. He noted that the blood pressure 

* may increase. ` 

Douthwaite and Finnegan (1950) found priscol to 
haye a more lasting vasodilator effect than the com- 
monly used vasodilators, and noted a selective affinity 
for the smaller arteries of the hands and toes. In nine 
patients with Raynaud’s disease they obtained excellent 
results, and produced improvement in 24 patients who 
bad claudication of arteriosclerotic origin. Side-effects 
were particularly common, even with oral administra- 
tion. Lynn (1950) found that priscol acted ‘mainly on 

" the skin vessels, producing vasodilatation. After. intra- 
venous injections of 50 mg. the blood flow was increased 
in the hands and: feet in 11 cases of Raynaud’s pheno- 


*Cecil John Adams Travelling Fellow, Univesity, of the 
Witwatersrand. 
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and 6 with thrombo-angiitis - 


In three patients cardiac output was ` 


menon and in the feetín 17 cases with occlusive vasculat 
disease. In the sympathectomized limb intravenous 
injection had no effect, but when priscol was given 
intra-arterially the blood flow icreased locally, sug- 
gesting.a direct,action on the arterial wall. Intra-arterial 


injection also „doubled ‘the. calf flow in the non- 


sympathectomized- limb. The results of orai treatment 
in the spastic group were good, but little or no improve- 
ment was noted in the occlusive group with claudication. 

Side-effects have -been ‘reported, particularly after 
parenteral administration. These melude faintness, 
vertigo, .headache, sweating, and “ goose-flesh.” The 


© blood pressure may rise, fall, or remain unaltered. Two 


of Grimson’s patients had myocardial infarcts: while 
taking the drug. z s 


i Present EEI OE 


In view of the lack of effective therapeutic agents for 
the ambulant treatment of patients with’ peripheral vas- 
cular disease, we decided to investigate the effects of 
oral priscol. The advantages of an effective oral prepa- 
ration are obvious, particularly as othér mecieh Seat 
ment has often very little to offer. : 

Twelve patients between the ages of 47 end 15 years 
with obliterative vascular disease were studied. The 
series included seven patients with hypertension, three 


‘of whom had previously suffered from coronary occlu- 


sion, which in two cases had probably resulted in aortic 
“Saddle” embol. Another hypertensive patient had 
mitral stenosis, auricular fibrillation, and multiple 
femoro-popliteal emboli. 5 
‘The effect of priscol was assessed objectively by 
means of skin temperature readings, reflex heating tests, 
and measurement of circulation -rate using sodium 
fluorescein. Arteriography was performed on suitable 
cases. : 


} Reflex Heating 
The patient lay on a couch in a cool room (tempera- 


‘ture 19-21° C.) and skin temperature readings were ’ 


taken with a “ Light” multichannel skin thermometer. 
One channel was attached to the pulp of each great toe 


` and each mid-calf region by means of adhesive plaster. 


After the resting temperatures had become stabilized, 
control readings were taken. The patient’s trunk was. 
then heated by means of an electric blanket at a tem- 
perature of 60° C. for one to one and a half hours, until 
the skin temperature readings showed no further 
increase.. The room temperature was kept at 19~21° C., 

for separate observations and during each observation. 

In all cases the toes were cooler than the calves before 
heating. After heating, both toe and calf temperatures 
increased, the former to a greater degree than the latter. 

Thus reflex heating produced a reduction in the toe-calf 
temperature difference, or gradient. As: a result ‘of the 
response to reflex heating, the patients were placed in 
two groups. 

Group I (spastic-occlusive) comprised those patients in 
whom the toe-calf temperature gradient was significantly 
reduced or abolished by, reflex heating, suggesting that they 
had a considerable number of collateral vessels capable of 
dilating in addition to vessels grossly narrowed by the 
pathological process. 

Group II (occlusive) was formed by those patients in». 
whom the toe temperatures did not rise enough after reflex 


papal to reduce the toe-calf gradient so significantly as 


in Group I. These cases, with the possible exception, of 
Case.11, were considered to have a ‘poor collateral blood 
supply to the lower limbs. 
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: : Re a a l Taste L—Results of Oral Priscol Therapy 
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Shows high resting calf-toe temperature 
(10° C.) before treatment, reduction of gradient during treatment and 
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The fọot-minus-arm time, which is 
obtained by subtracting the arm-to-arm 
time from the arm-to-foot time, 
‘measures the circulation rate in the 
lower extremities. ' ‘ 

Times within the normal range are 
occasionally obtained in cases with 
definite organic disease, probably as a 
result of dilatation ‘of collateral vessels. 
A difference in time between two legs is 
always abnormal. ' 

A total of 46 fluorescein circulation 
estimations were carried. out. ‘All 
patients with occlusive disease were so 
investigated immediately after reflex 
heating, both before and during therapy. 
In 11 patients circulation rates were also 
estimated during treatment without pre- 
, vious reflex heating. Seven patients 
acted as their own controls, reflex heat- 
ing and circulation rate estimations 
ient ‘being carried out’ two to four weeks 
return of after withdrawal. of priscol. No toxic’ 


' toe to : ess r 
. Teflex heating during treatment persists in some measure after withdrawal of: prisco], effects were noted from the injection of 


i . 

Prior to treatment the resting toe temperature before 
heating did not exceed 26.5° C. (Case 5), with the 
exception of Cases 3 (33° C.) and 11 (31° C.). In Case 1 
the temperature was as low as 19°C. The small toe- 
calf gradient before heating in Cases 2, 3, and 11 -may 
be explained by the presence of dilated collateral skin 
vessels (Pickering, 1933). The test was repeated after 


- the patients had been taking priscol for seven to-four- 


teen days, and’in seven cases two to four weeks after 
the drug had been withdrawn. 


’ Fluorescein Circulation Rate 


The objective measurement of the circulation rate 
using skin fluorescence under ultra-violet light after the 
intravenous injection of fluorescein has been utilized by 
several workers (Lange and Boyd, 1942; Fishback 
et al., 1942 - Sicher, 1943 ; Winsor et al., 1947). 

We have used the technique of MacGregor and 
Wayne (1951), which one of us (J. F. G.), working in 
association with these authors, found entirely satis- 


factory. 


With a solution of 1:1,000 histamine acid phosphate 
and 2% procaine, intradermal weals 0.5 to 0.75. mm. in 
diameter are raised on the left antecubital fossa, just 
below both knees, and on the dorsal surfaces of both 
feet. Then 4 ml. of a solution of 20% sodium fluorescein 
and 2% sodium bicarbonate is injected rapidly into a 
vein in the right antecubital fossa with the room in dark- 
ness. The interval between the first appearance of 


. fluorescence in the weals and the beginning of the 


injection is measured with a stop-watch, the skin being 
illuminated by an ultra-violet lamp (Mercra« 125 ‘watt 


£ MBW/V, Range 3,130 A-4,070 A, 95% radiation concen- 


trated at 3,650 A). By this method a sharp end-point is 
obtained, the normal values being as follows : , 


Arm-to-arm |Arm-to-Foot| Foot-minus- : 
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RESTING GRADIENT 


fluorescein, except nausea in one case and 
vomiting in another. During treatment and ‘investiga- 
tion all patients, except Case 10 (early gangrene of toe), 
were ambulant, and were attending as out-patients in 
order to assess improvement under normal conditions. 
As the object of the investigation was to assess the long- 
term therapeutic value of priscol, tests were deliberately 
performed at random time intervals'in relation to daily 
dosage. No other treatment was given, although 
patients were advised to avoid smoking. , i 
i of 
. Dosage and Duration of Treatment (Table D 


Initially 50 mg., thrice’ daily, was administered to all 
patients. In two patients (Cases 2 and 11) this was, 
increased to 100 mg. thrice daily. The higher dosage 
was tolerated in Case 11 but not in Case 2. ' The dura- 
tion of treatment varied from 12 days to 12 weeks, 
investigations usually being carried out one’to two 
weeks after starting therapy. 
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Fic. 2.—Resting calf-toe temperature gradient before treatment 
during treatment, and two to four weeks after withdrawal of © 
drug (control) in’ Group I. Shows abolition of ient while - 
on priscol, and return of gradient after withdra’ 


: 
t 





May 19, 1951 - “ PRISCOL” IN PERIPHERAL VASCULAR DISEASE Berm "1105 
í ; Toxic Effects | yen g peon TREATMENT , cao eT KS ounn TREATMENT 


All patients: noticed flushing. of the 
whole body, mainly the lower extremity, 
headache, and “ gooseflesh.” These 
symptoms were seldom severe, and 
tended to wear off after two or three 
days’ treatment. Case 6, a nervous 
patient with mitral stenosis and auri- 
cular fibrillation, found them disabling 
when on 300 mg. a day, but was able to 
take 150 mg. a day without ill effects. 
During treatment another patient (Case 
12) developed epigastric' pain and vomit- 
ing possibly due to stimulation of gastric 

` secretion by the drug. The symptoms 


rapidly disappeared on withdrawal of . 


. priscol and on the administration of 
atropine. 
cause a recurrence of symptonis. 


i Results 

Group I (Spastic Occlusive) —Fig. 1 
shows the response to reflex heating be- 
fore, during, and after termination of 
priscol therapy (control). Changes of 
this order were found in all cases in this 
group, both calf and toe temperatures 
being increased and the resting toe—calf 
temperature , gradient being greatly re- 
duced or even reversed while'on treat- 
ment. In Cases 1, 3, and 5 (who acted 
as their own controls) tbe gradient was 
restored two to four weeks after stopping 
the drug (Fig. 2). Fig. 3 shows the 
effect of priscol on the toe—calf gradient 
in all cases in this group. ? 

Group I (Occlusive)—Fig. 4 iHus- 
trates the responses to reflex heating in 
Case 12, 
and the reduction in gradient are less 
marked, as is the response to priscol. In 
this group the results were much more 
variable, though the skin temperature of 
the toes was increased in every case 
` while on priscol. Cases 7, 8, 9, and 12 
acted as ‘their own controls, and showed 
an increase in toe-calf gradient after 
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Subsequent priscol did not 
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Fic. 3.—Group I. Effect of priscol os the a temperature ` 
ginge after reflex heating: Case 1 initially shows a 
‘of 10 in right leg before rating, reduced to 1.5 after 
During treatment, the gradient before hestin 
0.5 and after heating becomes reversed (—0. 
Lowa and without heating the right big toe 
ight calf—after heating, temperature increases 8.5 “When on 
rigat e the resting toe temperature is 9.5° higher and oe he eat 
re After ting, the toe becomes warmer than 
the gradient'is actually reversed. 
changes of same order, i 


10° coe 


All cases in Group I show 


- Fie. 4.—Group II.. Case 12; Shows elevation of toe tempera- 
ture during treatment, and ‘fall when treatment was stopped. 
Effect of priscol on calf-toe temperature gradient is very slight, 
though both calf, and: toe temperatures are elevated during 

therapy. Reflex heating does not alter’ the gradient appreciably, 
indicating absence of spasm and „mainly occlusive changes in 


Fis, 5.—Resting toe—calf temperature dient befo 
and after treatment. Showing an increas in gradient 
drawal of therapy. 
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withdrawal of therapy (Fig. 5). Fig. 6 shows the 
toe-calf . gradients before and aier priscol in Cases 
7 to 12. 


Effect on Fluorescein Circulation Rate ' 
Table H shows the fluorescein times before treatment, 
during treatment (with and without previous reflex 
heating), and, in seven cases (1, 3, 5, 7, 8, 9, and aoe after 
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Fia. 6.—Shows that the effects of reflex heating and priscol on calf-toe tempera- 
ture gradient are inconstant in patients with predommantly occlusive disease, but- 
that there is a general tendency for the gradient to be reduced. « 
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Fic. 7.—Skin temperature of toes at time of fluorescein test plotted a; 
minus-arm time before and during treatment. Each‘dot representa one leg. 
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Apart 
from some scatter of points, the results before treatment show that the foot-minus- 


arm time tends to be short when toe temperature is high, vice versa. 


During 
treatment most cases show high toe temperatures and short-foot-minus-arm times. fowt to the eona 
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the drug had been withdrawn. 
of, the foot-minus-arm 
“decrease for each leg: ‘In all cases except 5 (left leg), 6 

(both legs), and 11 (right leg) an appreciable, reduction 
occurred in the affected leg, varying from 17% to 56%, 
with an average of 38.7%. In 12 legs the foot-minus- 
arm time was reduced from an abnormal figure to one 


within the normal range. The average decrease was, 


i 


“| | during treatment. 
` vealed occlusion of the right femoro- 


Maximum shortening 
time has been expressed‘ as % 


greater in Group II‘ (43%) than in 
Group I (34.5%).. These results are 
comparable. with those. dbtained by 
MacGregor and Wayne (1951) in sym- 
pathectomized legs. 


Case 5 shows prolonged times in the 
left leg, and Case 6 in both legs, during 
treatment. The explanation of this is 
not clear, but in Case 5 at the time of 


: the test the temperature. of the left toe 


-was high (35° C.), indicating dilatation 


. of the arteriovenous anastomoses in the 


skin. It is possible that the local circu- 
lation was shunted through the anasto- 
moses, by-passing the skin capillaries, 
and delaying the onset of fluorescence. 
Harpuder et al. (1940) have shown that 
the efficiency of the peripheral circu- 
lation in the presence of vascular disease 
depends upon the capillary circulation, 
and Popoff (1934) found that patent 
arteriovenous skin anastomoses may be 
present in patients with organic occlusive 
peripheral vascular disease. 


Case 6 shows normal times through- 


oyt, possibly owing to the opening up of | 


adequate colldteral vessels, but abolition 
of calf-toe gradiënt and considerable 
symptomatic improvement occurred 
Arteriography re- 


popliteal artery (Table I. MacGregor 
and Wayne (1951)-found that normal 
foot-minus-arm times > could occasion- 
ally occur after reflex heating in patients 
with , occlusive disease.-Pickering (1933) 
also’ nofed that normal skin tempera- 


` tures were sometimes’ found in patients 
_ with organic disease. Case'9 showed 


no appreciable increase in gradient ‘or 
lengthening of the. foot-minus-arm time 
one month after withdrawal of priscol, 
indicating that a good collateral circu- 
lation was being maintained” Shorten- 
ing of the right-foot-minus-arm ‘time 
also persisted after withdrawal of the 
drug in Case 12. 


Fig. 7 shows the relation of toe tem- 
perattre to foot-minus-arm time in 


- each limb, and it will be seen that, in the 


main, the length of the foot-minus-arm 
time varies inversely with the skin tem- 
perature, indicating that-this circulation 
time is greatly influenced by skin blood 
flow. During treatment the majority 
of limbs show a high toe temperature 
and ‘rapid foot-minus-arm times, suggest- 
ing that oral priscol increases the blood 
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Subjective Changes During Treatment 


All cases, except Case 11, experienced improvement 
in symptoms. , Pain due to ischaemic neuritis, par- 
aesthesiae, and numbness disappeared or was greatly 
reduced. e patients said that the legs felt warmer. 
No. attempt was ‘made to assess improvement in. 
claudication accuratély owing to the extreme ‘difficulty 
in obtaining reliable results, even with’ graded exercise 
tests. Lynn (1950) found claudication'to be unchanged 
by priscol, so that it was surprising to. find that, out 
of ten of our patients- who complained of claudication, 
nine’ said ‘that they could’ walk further without pain. 
and thatthe pain was less severe when it did occur. 
Case 11, however, who showed definite objective -signs 
of’ improvement, persistently denied’ any subjective 
improvement whatever. He refused, however, `to 
reduce his very large consumption of tobacco. Case 7 
- proved a disappointment. After obtaining great sympto; 
matic and objective improvement for seven weeks, ° 
his condition suddenly deteriorated and he-com- 
plained of a return of fevere claudication in both legs, 
numbness, and rest pain. Although there was no great 
change in the physical signs, it was thought that further 
occlusion had occurred in the absence of adequate 
collateral vessels. In Case 9 amelioration of symptoms 
persisted even after priscol had been discontinued for 
one month. 


The two ‘patients suffering from Raynaud’s disease _ Douthwaie, A. it 


showed normal reflex -heating responses and normal 
fluorescein foot-minus-arm times after reflex heating ` 


_ “before treatment, as was expected. The calf-toe and 


finger-to-arm temperature gradients were abolished and . 
attacks did not occur during therapy. 
: Conclusions : 

The results obtained suggest that priscol is an effec- 
tive vasodilator when administered orally to patients 
The most satisfactory’ results 
are seen in patients in whom vasodilatation of collateral 
vessels is possible. Definite, though limited, objective 
and subjective improvement can also occur in patients 
with advanced occlusive disease. In patients with mild 
degrees of disease prisco] may be expected to afford con- 
‘siderable or even complete relief of symptoms, and may 
even delay the onset of more severe ischaemic changes. 
Priscol cannot be said to replace sympathectomy, but it 
may constitute a valuable alternative In patients unsuit- 
able for or unwilling to undergo operation, and in early 
mild cases. In patients with acute-dcclusive ischaemic ' 
changes it may be of value’as interim therapy while the 
extent of the disease and the suitability of the patient for 
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operation are being assessed. It may well -prove to be. 


the treatment of choice in/uncomplicated Raynaud’s 
Our results do not warrant any definite con- 
clusion on the value of priscol in relieving the pain of 


' ` intermittent claudication, but it must be remembered 


that even sympathectomy not infrequently fails to 
relieve this symptom. Rice i 

The ease of administration and lack of serious toxic 
effects when given orally warrant its further trial in 
occlusive vascular disease. A long-term study of a large 
number of cases is necessary to assess fully the value or 
the, árug.' 

Summary ! 

Twelve patients with occlusive vascular disease and: two 

patients with Raynaud’s disease weré treated with 2-benzyl- 
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4,5-imidazoline hydrochloride (priscol) in a dosage of 75- 
300 mg. a day by mouth for periods of up to three months. 
Objective criteria of improvement were obtained in cases 
of occlusive disease, using the fluorescein circulation rate and 
reflex heating tests. Varying degrees of subjective improve- 
ment occurred in all éxcept one case.: Improvement in 
intermittent claudication was claimed by nine out of ten 
patients with this symptom. In the two cases with Raynaud’s 
disease the attacks were completely prevented by priscol. 
Toxic effects were slight. , 

It is concluded that priscol is of some value in the treat- 
ment of ambulant cases of occlusive vascular disease, in 
patients unsuitable for sympathectomy, as an interim treat- 
ment in cases with acute ischaemia, and’ in patients with 
Raynaud’s disease. Priscol is unlikely to replace sympath- 
ectomy, but further work is necessary to evaluate fully its 
place in the treatment of peripheral vascular disease. 


We wish to thank Professor J. McMichael for his help and 
advice. The arterio$fams were kindly carried out by Mr. Peter 
Martin and Mr. &. B, Lygn, of the department of vaséular 
surgery 


ADDENDUM.—Since this paper was submitted for publica“ 
tion one of the patients with Raynaud’s disease has suffered ` 
a return of the attacks with tbe onset of winter. These 
attacks are much less frequent and less severe than before 

starting treatment, and do not seriously inconvenience the 
patient. 
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The Mecca pilgrimage, which annually draws thousands e 
of pilgrims to the holy land of Hedjaz, in Saudi Arabia, 
will from now on be protected through a new set of health 
rules drafted by a special committee of the World Health 
Organization. These rules will become a part of the W.H.O. 
International Sanitary Regulations governing health aspects 
of all international travel by land, sea, and air, and have 
already been approved by a special committee. They were 
submitted to the fourth World. Health Assembly, which 
opened in Geneva on May 7, and are intended to come’into, 
force in the ‘middle of 1952. These special provisions will’ 
be inserted as addenda to the main regulations, and will 
replace the pilgrimage clauses of' the 1926 International 
Sanitary - Conventions established in Paris. The main 
modifications include for the first time provisions for the 


_ sanitary control of pilgrim aircraft. Two vaccinations only— 


against cholera and against smallpox—are obligatory for all. 
pilgrims, whatever their country of origin or its sanitary con- 
dition, and if they come from a yellow-fever area they must 
be vaccinated against yellow fever. The quarantine station 
at Kamaran will no longer be used. This island in the 
Red Sea off Eritrea was an obligatory port of call for all 
pilgrim ships coming from the south on their way to Hedjaz. 
Adequate facilities will soon be provided at Jeddah, the 
main port of Saudi Arabia, which receives ee arom all 
parts of the worki.. 
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' RESPONSE OF. MEGALOBLASTIC 
i ANAEMIA ‘OF ‘PREGNANCY TO- 
E CRYSTALLINE PENICILLIN: G 
' BY ; 

HENRY FOY, MA, Pep, D3cGx0n, 


ATHENA KONDI, M.Sc., M.D. . 
(Fiom the Wellcome T rust Research Laboratories) Ri 

4 i 7 AND : Tepe ie 
ANTHONY HARGREAVES, M.A, MB. B.Ch. 
(Colonial Medical Services, Kenya) ce 
The purpose of this paper ‘is to describe’ a’ case of 
megaloblastic anaemia of pregnancy. which was success- 


. » fully treated solely with injections of- crystalline peni- 


cillin G, 400,000 units daily for 17 days. ‘The reticulo- 
cyte, erythrocyte, and haemoglobin responses were 
. maximal for the blood count and conformed ‘to the 
` criteria- described by Ungley (1950) for 15th-day res- 
ponses. The red-cell count and haemoglobin rose 
from 1,300,000 and 3.5.g.% to 4,300,000 and 12 '2-%. 

`The patient appeated: to resemble the cases of 
megaloblastic anaemia of pregnancy which we saw in. 
‘Macedonia (Fairley, Bromfield, Foy, and Kondi, 1938 ; 

.Foy and Kondi, 1939) and those which Wills _ et ali 
(1930-4) have described from India. The women 
here are mostly apparently well nourished, and have‘a’ 
well-developed layer’ of subcutaneous fat and a high* 
indirect’van den Bergh réaction. It was previously’ 


, Suggested (Foy, Kondi, and Hargréaves, 1950) that their’ 
anaemias might be related to a deficiency of first-class 
protein. 
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-cytosis, 


-| ™ Pemedln 400,000 Units Daily za 


. In a previous papei (Foy‘et ál., 1951) we described 


‘the treatment of’ megaloblastic anaemia in a non- 


pregnant ‘woman with-a histamine-fast, -achlorhydria, 
who responded similarly to seven ‘injections of penicillin., 
G (2,800,000 units). 


‘fully treated with either “marmite” or liver. . ' Apart 
‘from the absence of nervous symptoms ' thé case had., 
cappa to be one of Dermcious anaemia. © 
l X T 
S a ` f Case’ History ms 

The heen a n nspress six months pregnani belonged to 


ithe Jaluo tribe ' inhabiting ‘thé eastern littoral of- Lake `. 


Victoria. This is a hot, damp ared with a heavy rainfall, 
much malaria, and considerable infestation with hookworm. 
The tribe itself has’ a sickling’ rate ‘of 25%. e woman 


appeared to be well nourished and of good physique. She 
entered hospital on January 4, 1951, for, weakness and j 


:breathlessness. We saw her first on January 6, when she 
was obviously gravely ill. Her -liver was enlarged two, 
fingerbreadths below the costal margin ; her ‘spleen was not: 
enlarged ;, her nails, teeth, and tongue were all normal, as 
were her reflexes. Her ‘heart and- lungs showed nothing 
that was not compatible with her anaemic condition. She 
had one other child, aged 3, and she said that during that’ 


Pregnancy she had’ been well, and had never had any- 


anaemia. There was no history of miscarriages or abor-' 
tions. Slight oedema of the ankles was’ present,. and the 
i, Upper ‘lids were puffy. She. said she‘ ate meat three times 


a week—this may or may not have been ‘so. 


Reticulocyte counts were started .on January 6, and a full 
blood examination’ carried out on the 11th is shown in ‘the 
Chart.. Price-Jones' curves were done on January 10, when 
the reticulocytes were ‘1.6%, and, during treatmént,, on’ 


‘January 20, when they were 26%, and on January 27, 


‘when they weré 10%. The M.C.A.T.; mean diameter, macro- 


and <M.C.V. for the various ' reticulocyte -levels 


TE - Penialkn 400,000 Unts Dayi ae 


This woman had had. three ' 
-previous relapses ‘of anaemia, which had’ beer success- ' 


1 


i ' ` Hb 12.0 , 
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are all given in the Chart. As will be seen, there is not 
always a good correlation between these variables, the lack 
of it being probably due in this case to spherocytosis 
(Foy and Kondi, 1943; Foy, Kondi, Hargreaves, and 
Lowry, 1950) A paper on the subject is now in 
course of preparation. 


Before treatment the patient's marrow showed some inter- 
mediate megaloblasts and many giant stab-cells. Coombs’s 
test was negative, and there was no sickling. A gastric test 
on February 5, after histamine, showed normal distribution 
of both free and combined acid. Schumm's test was posi- 
uve, and the indirect van den Bergh was 2.8 mg. per 100 ml., 
indicating that there was some haemolytic process involved 
as in the Macedonian cases, o 


The Chart shows that the reticulocytes remained fairly 
stable at a low figure from January 6 to 12. On the 12th 
the patient received 200,000 units of crystalline penicillin G 
(sodium salt) twice daily, and similar amounts were given 
on the next 16 days. She said that she felt much better 
24 hours after the first injection ; this may have been merely 
a psychological reaction to an injection, but it is well known 
that similar feelings of well-being follow a liver injection. 
What was remarkable was the dramatic improvement in the 
patient's appetite. 

On the seventh day of penicillin treatment her reticulo- 
cytes rose to 26%, and there was an improvement in the 
red-cell count and haemoglobin. On the sixteenth day after 
the beginning of treatment the red-cell count was 2,340,000, 
and the haemoglobin 7.4-g.% ; on the twenty-second day the 
red-celi count was 2,830,000, and the haemoglobin 8.8 g.%. 


As will be seen from the Chart, the penicillin was stopped 
on January 29 until February 7, and during this period the 
blood count remained unchanged or fell slightly, with the 
reticulocytes at about 3%. This stationary state occurred 
10 our pregnant Macedonian cases with liver treatment, in 
which it was found that unless the liver was continued until 
the termination of pregnancy, or until the red-cell count 
had risen to between four and five millions, the patient either 
remained in a stationary condition or relapsed (Fairley et 
al., 1938; Foy and Kondi, 1939). In the non-pregnant and 
in males it is necessary to continue the liver for only a 
few days after the attainment of the maximal reticulocyte 
response to ensure complete remission. In our previous 


. case, that of a non-pregnant woman treated with penicillin, 


only seven days’ administration was necessary to bring about 
a complete cure (Foy et al., 1951). It seems that in preg- 
nancy the extra drain on the haemopoietic system necessi- 
tates a continuation of treatment, or perhaps higher doses. 


On February 7 the penicillin was again started in the same’ 
dosage. The reticulocytes rose to 7% on February 12, and 
on the 14th the red cells numbered 3,000,000 and the haemo- 
globin was 9 g.%. By February 17 the red cells numbered 
3,500,000. At this stage the patient could be kept in hos- 
pital only with the greatest difficulty, and on February 26 
she finally insisted on leaving. A complete blood exami- 
nation done on this day showed that her blood count had 


. risen to 4,300,000 and her haemoglobin to 12 g.%. The. 


rest of the data appear in the Chart. 

As a contrast to this case a non-pregnant negress entered 
the hospital with a megaloblastic anaemia, the red-cell count 
being 1,630,000 and the haemoglobin 4.2 g.%, and was given 
80 vg. of vitamin Bi (“cytamen"). After two months her 
red-cell count was 3,470,000 and her haemoglobin 8.5 2.%. 
On February 19, three months after the last dose of vita- 
min By, the red cells numbered 3,600,000 and the haemo- 
globin was 10 g.%. = 


Discussion 


This is the second case of dyshaemopoietic anaemia 
that we have treated with crystalline penicillin G. The 


‘response, as in the first case; was rapid, complete, and 


in every way similar to that obtained with liver, folic 
acid, and vitamin B,,. Crystalline penicillin (sodium 


d 


- 


- 
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salt) contains no vitamin B,, (Dr. Macrae, personal com- 
munication), and the mechanism by which the ‘haemo- 
poietic response is brought about cannot at present be 
Stated with certainty. It is possible that the penicillin 
Preparation contains some as yet unknown haemo- 
poietic factor, or it may be acting as the so-called 
animal protein factor (when penicillin improves the 
growth of animals on certain diets). It is known that 
penicillin usually clears up cases of infantile diarrhoea, 
and penicillin, streptomycin, and chloramphenicol are 
all known fo affect the flora of the gut both qualita- 
fively and quantitatively, penicillin being the least 
radical in its effect. ‘* Aureomycin” is stated to clear 


.the gut almost completely of its flora, and unless 


vitamins are given with it vitamin deficiency may result. 
Whether all these antibiotics are affecting the same 
organism in the gut is unknown ; it is likely, however, 
that some of them deal with one organism and some 
with another. 


Rominger (1950) has claimed that in infants treated 
with streptomycin there is no change in’ the intestinal 
flora, and that the effects of this drug are in his opinion 
due to the elimination of toxins the origin of which are 
unknown. From work on baboons with megaloblastic 
anaemia we believe that the elimination of “toxins” 
produced by intestinal organisms may be an important 
factor in the results that we have been obtaining. 


Cameron and his colleagues (1949) have suggested 
that in the megaloblastic anaemia occurring with intes- 
tinal stricture there ma4 be a change ın the flora of the 
gut that leads to the loss of an organism that synthesizes 
haemopoietic factors, or to the production of an 
organism that competes for haemopoietic factors, or to 
the production of antagonists. Aureomycin has been 
found to prevent the development of this kind of 
anaemia. i 


It has generally been assumed that the lack of first- 
class protein, or some factor contained therein, is impor- 
tant in the genesis of the megaloblastic anaemias of 
pregnancy and the so-called nutritional megaloblastic 
anaemias. We wonder, however, whether deficiency of 
protein is as important as other items in the diet, such as 
high intake of bulky carbohydrates, as has been found 
to be the case with rats. A deficiency of the first and 
an overabundance of the latter may produce an intestinal 
environment that is unsuitable for the synthesis and 
absorption of haemopoietic substances, or affect the liver. 
In most countries where we have worked, and where 
these megaloblastic anaemias are prevalent, the diet of 
large sections of the peasants consists predominantly ofo 
bulky carbohydrates (Greece, South Africa, Bechuana- 
land, Mozambique, East Africa). The line of demarca- 
tion between these megaloblastic anaemias of pregnancy, 
those of nutritional origin and pernicious, seems to be- 
come less and less clearly defined as knowledge pro- 
gresses, and the terms “extrinsic” and “ intrinsic” 
factors would seem to us to need revision. 


It is not impossible that the relapses and remissions 
that occur in pernicious anaemia may be associated 
with changes in the intestinal flora, leading to the des- 
truction or formation of haemopoietic substances such 
as vitamin B,, or folic acid (Hunter, 1909; Noer, 
1950). If bacterial synthesis is an important source of 
haemopoietic factors, then it might be possible by 
means of aureomycin to produce relapses, as it is 
known that both aureomycin and terramycin “ antag- 
onize ” penicillin (Gunnison ef al., 1950). 
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Penicillin r may bring about its effects by ree l am Ligue g 
bacteria litilizing essential substances that the, body THE CLINIC AL SIGNIFIC ANCE - OF: 


needs for synthesis of haemopoietic substances or 
‘nucleo-proteins ; ; it may do this by modifying the flora VITAMIN: - A DEFICIENGY” 


of the gut (Krampitz : and Werkman, 1947) or by inter- `, a ok 
fering with the absorption of glutamic acid or other ~. : tees an 
substances by bacteria in, the gut (Gale: and Taylor, : 


1946). ` S 
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“Work is continuing on further cases and by the use . | ia g . AN eee . 


of additional methods ; we therefore propose to defer: - During: recent years my colleagues -a “and I have been 
further discussion’. -until we can deal withthe. matter’. working on different aspects‘ of vitamin-A deficiency ın 
‘more extensively. | - a Ges? act . ‘man. “I proposé to outline here briefly’some of our ` 
' eg -sresults, together with a critical reviewzof the literature. 

` i ER 


General Considerations 7 


Cp AN re ‘Summary M3 ve, f Bs 
“After the successful treatmént of histamine-fast acblor-. 
Hydric megaloblastic anaemia with crystalline penicillin G 


-(sodium), this substance has been used without other ‘treat- , The _sequels- of vitamin-A‘ deficiency “have i 


“ey 


ta 


ment in the megaloblastic anaemia of pregnancy with the | studied extensively on experimental Animals during the > , 


game „striking 4 results. "° ra, past 25 years. Most i impressive changes were observed ‘ 
A’ maximum reticulocyte response ‘was observed ‘within in: the epithelial tissues: atrophy of the epithelial 


. five to eight days after the first injection. On the fifteenth Jayer followed by reparative proliferation. of the: basal - 
' day the expected red-cell count and haemoglobin level were cells, with growth and differentiation ‘into a stratified - 


reached, The patient was discharged’ with a red-cell count - ~ 
of 400,000 and a haemoglobin level of 12 g.%., .kératinizing epithelium (Wolbach and Howe, 1925). 
In both these types of: megaloblastic anaemia ther -Tesponse ~ éluding the foetal, stage (Wilson and War any 1941 


to -penicillin was similar to that which we have obtained 
with crude or refined liver, vitamin Bx, or folic acid. .The Epithelial cells with secretory function are predomin- , 


marrow reverts to the normal’ picture, the megaloblasts dis- antly affected (salivary glands, respiratory tract, eyes, 
appearing rapidly and the giant stab-cells more slowly, | ' skin, genito-urinary tract) ; keratinization in: the secre: 

It 1s-suggested ‘that this response to penicillin may be due tory cells may produce severe obstruction -with cystic 
to any or all of the following: (1) changes in the flora of dilatation of the gland ducts and accumulation. of debris- 


. the gut, which may'‘lead“to the destruction of antagonisjs ‘leading to secondary infection- (Wolbach' “and. Bessey, 
' or competitors, or other-factors’ which may be interfering’ 1942). On the other “hand, epithelial cells ‘with 
_ with the synthesis, absorption, or utilization of haemopoietic- chemical function—for example, ‘livet ‘cells—do nòt 


factors; (2) interference with bacterial metabolism, jhus exhibit marked ‘atrophy or keratinizing metaplasia 


releasing haemopoietic factors for the use of the: bédy ; Furth 
(3) an-effect on, protein ` metabolism and the synthesis of Skeleton. important tisane carer Ta “observed. in. if the, 


nucleo-proteins from basic amino-acids ;’ (4) the “presence. 


` of hitherto unknown haemopoietic factors ; and, © the ` In rats vitamin-A deficiency ‘established at an early. 


stage retarded the -enchondral and stimulated the 
. periosteal bone. formation. - In- ies and ‘rabbit 
Our thanks ste due to the Duector of Medical Services, Kenya, reared on a vitamin-A. -deficient y aderito 


destruction of toxins produced by bacteria. 


‘These changes occur presumably in all vertebrates, in- “ 


Medical R: h 
for permission to publish this study; to'the cal Researc of the labyrinth ad thick g of E the cianial bones: , 


Laboratory for mnumerable facilities; and to the medical and 
nursing staff of the King, George VI Hospital, Nairobi, “for its, (Mellanby, 1938, 1941) was observed, whilst the soft 


unfailing assistance throughout. tissues continued: to. grow normally, Owing to this dis- 
Gi e i (Sova proportion between. ‘growth of bone~ and nerve tissues 
o - * | REFERENCES i EE \ an overcrowding of ‘the cranial cavity, with multiple’ 


Cameron; D. G., Watson, G. M., and wis, L. J. (1949). Blood. herniation of the cerebrum and cerebellum into- the . 


Fi Pair E u (1940), Lan cete, L . dural sinuses and. ‘compression of” the cranial nerves, 
romfield, R. J RE “Ho. "g and, Kondi, A. (1938). Trans occurred. - For the same reasons spinal-nerve'’ roots 
a 





voy. Soc. trop. =l , . herniated into. the intervertebral foramina, -and thus. the. 
Foy, Hy an and n asst 5 “Lance 44360, Fs mechanical pressure led to degeneration of various 
1950 Ibid., 1, 1172. `>- ‘cerebral tracts and peripheral -nerves. (Mellanby,: 1939, 

re (iss) 1). “Bris Medi tr ae Gen 1943). However, some’ ‘degenerating - influence’ of - 
Med. Hyg., 43,- - vitamin-A deficiency on the nerve tissue :seems tọ per-.” 


' 635 

Gale, E. F and Tye 'E. S. (1946). Nature, Lond., 158,676 , śist (Irving and Richards, 1940). Py ; A 
Soc. exp . Biol., N.Y., "95, 54 

Hunter wt (1308). Renn Anaemias, 

Kram %, pian Sanaa teristic blood vitamin-A level which is only temporarily ` 

Noer, (1950). Lancet, 2, 706, s , affected by the’ transitory fluctuations of vitamin-A 

Gone eG a oo Ann. Pan diair., Basel, 314,410 í intake. Under the same nutritional çonditions healthy 

wi L. a (1930-4), Indian J. med. Res., 17, 777; 18, 283; male adults‘ seem on the average to have 10-20% 
20, 391; and 21, 669. © s 5 higher vitamin-A values than females: ~ Children, up to 

x a aoe - - the age of 16-17 haye somewhat lower values _ than 


Lond 
AYE a Ps Areh. Blachem , 


ra 


on the use of hearing-aids. A ‘small : ‘proportion, only of +lower than in non-pregnant women ; the diminution is 
X patients, use their aids for the maximum period of 15 hours most pronounced during the last trimester of pregnancy. 

a`day, and about half do not use them for more than five ` Within 24-48 hours after delivery, without - any- change. 
hours. Only one, in five uses his aid for mote than 10 hours _ 
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have been suggested asa result. 


. , The-normal “human organism ‘has the tendency to. 
maintain a' more, or less constant individually charac-_- 
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‘A survey has been ċontlucted for the Ministry of Health’ adults. The vitamin-A Jevels in pregnant women are | 
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, of the diet, a sudden rise occurs. The vitamin-A ia 


. level. 


3 


of the newborn is about half that-of the normal adult, 
and it is independent of the maternal plasma vitamin-A 
Three or four days after birth, the vitamin-A 
level suddenly increases. The regulating mechanism 
for these: processes seems to be linked with the intact 
liver, which stores more than 90% of all - vitamin-A 
reserves of the body. 


Congenital Abnormalities related to Vitamin-A 
Deficiency 


Animal experiments furnish sufficient evidence that 
a nutritional deficiency during Pregnancy does not 
necessarily lead to deficiency signs in the mother. The 
offspring may, however, in consequence die during the 
first few days of life. Another observation which seems 
to be of great significance is that the occurrence of a 
congenital malformation may be enhanced by deficien- 
cies in the antenatal diet. It appears that a latent 
tendency to a congenital trait which may only rarely 
become manifest under adequate nutritional conditions 
may become more frequently overt if the diet during 
pregnancy Jacks certain nutrients. Whilst the appli- 
cation of these conclusions to man is difficult, it-can be 
reasonably assumed that neonatal mortality and the 
incidence of . congenital malformations in humans 


-increase under unfavourable nutritional circumstances. 


The effect of different degrees of malnutrition during 
gestation in experimental animals may be summarized 
as follows: general starvation before conception results 


` in sterility ; uf starvation starts in early pregnancy the 


embryo dies ; starvation in the Jater stages of pregnancy 
may result in stillborn or underweight offspring. If 
the maternal calorie mtake is sufficient, but certain 
essential nutrients—for example, vitamin A—are not 
available at the timé of the organogenic period, a 
borderline deficiency is created at that critical time 
and congenital malformations_may easily occur. The 
addition of only minimal amounts of the Specific 
nutrient may result in normal offspring ; further slight 


restriction of these nutrients, on the other hand, may: 


lead to embryonic death (Warkany, 1947). These facts 
emphasize the importance of environrhental factors in 
the production of congenital abnormalities. 
discovery of prenatal rubella as a teratogenic factor 
capable of inducing congenital malformations in man, 
for which genetic factors are not responsible, deficiency 
of specific nutrients during pregnancy has acquired in- 
creased significance (Leitner, 1950, 1951) 


Experiments on Rats 

In carefully conducted experiments. on<rats on a 
vitamin-A-deficient diet about 75% of the offspring 
showed multiple ocular changes (Warkany and 
Schraffenberger, 1946), such as fibrous retrolenticular 
membrane in place of the vitreous body, colobomas, 
eversion of the retina; and rudimentary development of 
the iris, of the ocular chambers, of the ciliary body, and 
of the cornea ; in addition abnormalities of the genito- 
urinary tract were often present (Wilson and Warkany, 
1948). In about 44% of the same series congenital 
cardiac deformities were found, including septal 
defects, abnormalities of the aortic arch and pulmonary 
vessels, patent ductus arteriosus, and retardation of 
myocardial development (Wilson and Warkany, 1950). 
None of the abnormalities were seen in the controls. 

Many of the cardiac and eye abnormalities in rats 
closely simulated malformations encountered in man. 


f 


Since the- 


T 


It would, however, be absolutely unjustified -to apply 
without reservation the results of such experiments to 
human beings or to suggest that maternal dietary 
deficiency was an important cause of congenital 
malformations in man (Leitner, 1950, 1951). These 
experiments should only. widen our understandiig 
of teratogenic’ factors by demonstrating that a 
maternal metabolic imbalance (in this case a vitamin-A 
deficiency) may interrupt the normal nutrition of the 
embryo during the organogenic period and thus con- 
ceivably lead to abnormal development. It shows also 
that. development of organs may be similarly altered 
by either genetic or environmental factors (Warkany, 
1947). 


Pityriasis Rubra Pilaris 

“In man there are two-rare inherited diseases which 
have, as it is claimed, some relationship to vitamin-A 
deficiency. I referred to the ambiguous topic of the 
fibrocystic disease of the pancreas elsewhere: (Leitner, 
1951), but I should: like here briefly to mention pity- 
riasis rubra pilaris. After having collected 152 cases 
from the literature, I was able to demonstrate with the 
help of Ford that pityriasis rubra pilaris is always m- 
herited, probably as a simple autosomal heterozygous 
condition without sex control and without linkage with 
the ABO blood-group series’ The apparently non- 
familial cases are due only to mutation (Leitner and 
Ford, 1947 ; Cockayne, personal communication, 1950). 

I have encountered two patients with pityriasis rubra 
pilaris in whom, in spite of thorough search, no other 
affected members of the family could be traced. One 
of these, a man in whom the disease was first noticed at 
the age of 63, had normal ancestry and children ; his 
daughter, however, a well-nourished healthy woman 


without any sign of skin disease, had a pathologically. 


low vitamin-A level (Barber and Leitner, 1951). Such 


skipping of a generation or reduced expréssivity of a, 


gene has been repeatedly observed in families with 
heterozygous or recessive abnormal traits; lesser 
degrees of abnormalities—for example, low vitamin-A 
level—or slight deviations from the normal may more 
often be detected, but only by special examinations. 
The second patient suffered from syringorhyelia in 
addition to pityriasis rubra pilaris (Barber and Tatz, 
1946). In this case two different systems of ecto- 
dermal origin—skin and central nervous system—were 
fayolied in the same patient (Leitner, 1946a). 


Clinical. Conditions related: to Vitamin-A Deficiency 


The vast literature on the manifold symptoms and 
signs of vitamin-A deficiency appears to be dispropor- 
tionate to the predominantly negative results of the 
Sheffield experiment (Medical Research Council, 1949) 
One reason for this may be that in clinical medicine, 
in contfast to the healthy young conscientious objectors 
of Sheffield, we deal with subjects of every age group 
with known and unknown impairment of the organs. 
In addition, patients are usually exposed to a number 
of conditioning factors (Leitner, 1948b). Moreover, 
signs and symptoms due to lack of water-soluble vita- 
mins are more acute and more easily detectable than 
those related to deficiency of vitamin A, of’ which 
reserves may be stored for one to.two years. For these 
reasons any discussion of ‘the clinical aspect of vitamin- 
A deficiency should not be considered as a statement of 
facts but rather as an assessment of views at- present 
prevalent. 


gri 
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Vitamin-A Deficiency and Involvement of the Eye 
Hemeralopia.—The retina contains two types of 
photoreceptor cells—the cones active in daylight and 
in colour (photopic vision),‘and the rods functioning in 
dim light and darkness (scotopic vision). When light 
falls on the rods: certain chemical changes occur in the 
visual purple (rhodopsin), which in some form is always 
present in the walls of the rods. Rhodopsin, in which 
the prosthetic group appears to derive from vitamin A, 
is bleached by bright light and regenerated in the dark 
within a few minutes (dark adaptation). 
A is necessary fof this process, hemeralopia might be 
one of the earliest- signs of vitamin-A deficiency. 
(Other causes of hemeralopia are outside the scope of 
this paper.) i 
Bitoťs Spots—These consist of a slight, usually 
triangular thickening of the scleral conjunctivae with 
accumulation of white foam-like epithelial celis 
situated laterally from the cornea, with the base 
directed towards the limbus. Concomitant signs of 
the underlying malnutrition are often hemeralopia or 
phrynoderma. Bitot’s spots are rare in temperate 
climates, and have to be differentiated from the more 
frequent pingueculae which are not of epithelial origin 
or related to malnutrition. . 
Xerophthalmia.—Xerosis of the conjunctiva may be 
a sequel of local disease (trachoma, pemphigus, in- 
- juries) or of malnutrition. In the early stage, which 
can be fairly often observed, there is a loss of lustre 
and rapid desiccation. The latter is especially notice- 
able if the eyelids are kept open for over half a minute, 
and is due to atrophy of the epithelial cells, followed by 
hyperkeratosis and involvement of the lacrimal glands, 
leading to a further drying up of the secretion. In 
the later stages irregular patchy, occasionally confluent 
subepithelial opacities may be observed (Williamson- 
Noble, 1942). z 
Keratomalacia.—As the xerosis advances the cornea 
becomes dull, softened, and infiltrated, followed by 
ulceration, hypopyon, abscess formation, and. perfora- 
tion. 
While hemeralopia and early xerosis are‘not infre- 
quently met with, the other conditions are very rare in 
this country. : 


Vitamin-A Deficiency and -Skin Diseases. 

As mentioned earlier, keratinizing metaplasia of the 
epithelia may be regarded .as the characteristic change 
in vitamin-A deficiency. There is little doubt about 
the indispensability of vitamin A for the normal meta- 
bolism of epithelial surfaces. In spite of this the 
presence of vitamin A could not be detected even after 
feeding excessive amounts of vitamin A either in the 
epidermis (Cornbleet and Popper, 1942) or in the 
epithelium of mucous membranes, which are con- 
sidered the first sites of vitamin-A deficiency (Popper, 
1941). A varying degree of hyperkeratosis, compar- 
able to that seen in man—the extent of which was in- 
versely related to the amount of ingested vitamin A— 
was caused in rats (Moult, 1943). But no unequivocal 
follicular keratotic changes could as yet be produced 
experimentally in man, although the vitamin-A depriva- 
tion was maintained at times for as long as 25 months 
(Medical Research Council, 1949). 

The extensive literature on human skin ‘diseases attri- 
buted to vitamin-A deficiency has been reviewed in 


Since vitamin’ 
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previous papers (Leitner 1945, 1948a; Leitner and 


Moore, 1946; Leitner and Ford, 1947). We have no 
knowledge about the mechanism of vitamin-A utiliza- _ 
tion, either regarding its transfer to the epithelial sur- 
faces or ‘its interrelationship with other factors, such 
as vitamin-C deprivation (which may also cause folli- 
cular hyperkeratosis), the B vitamins, or trauma 
(Stannus, 1945). Moreover, vitamin A is usually’ 
administered in oily solutions containing the “ essen- 
tial” fatty acids (“vitamin F”) which are also 
claimed to be necessary for the maintenance of the 
normal skin (Hansen, 1937). 

In treating deficiency states 10 to 20 times the mini- 
mum dady requirement is considered to be an adequate 
therapeutic dose. The fact that in most folicular 
keratotic conditions well over a hundred times the 
minimum daily requirement is needed indicates that 
vitamin-A deficiency itself cannot be the only cause 
of these changes. The therapeutic effect thus con- 
ferred may not necessarily be specifically nutritional ; 
ıt might perhaps be “ pharmacological” (for example, 
influencing an allergic state or a hypochlorhydria) ; it 
may also act by “supercharging ’—that is, the surplus 
of vitamin A may exceed the storing capacity of the 
liver and it may therefore appear in tissues from which 


. ıt was excluded by the disease, and thus restore an 


equilibrium which in turn controls the regeneration of 
epithelial tissues. 

Many skin conditions have been associated with 
vitanjin-A deficiency—for example, ` phrynoderma 
(Nicholls, 1933), ichthyosis (Rapaport ëf al., 1942), 
acne {vulgaris (Straumfjord, 1943), leucoplakia vulvae 
(Hyams and Bloom, 1947), pili tort: (Siskind, 1947)—- 
and therapeutic successes have been reported. Some 
of our own experiences with Darier’s disease and pity- _ 
riasis rubra pilaris might be of interest (Leitner, 1946b ; 
Leitner and Moore, 1946, 1948; Leztner and Ford, 
1947). Both conditions are characterized by diffuse 
hyperkeratosis in relation“to. the pilosebaceous glands 
and hair follicles, with intrafollicular horny plugs pro- 
jecting above the surface, localized to certain parts, or 
scattered all over the whole body. 

Table-I shows the mean plasma carotenoid and 
vitamin-A values in 105 hospital patients suffering from . 
a variety of common skin diseases, and those of 116 
healthy subjects and hospital patients suffering from 
conditions which most likely do not alter the vitamin- 
A level. The figures are almost identical. Table H 


Taste I.—Plasma Carotenoids and Vitamin A in Cases of 
Common Skin Disease and in Controls 





Mean Values 
Gu. per 100 ml.) 
Carotene Vitamin A 
i 130 120 
Skin disease group (105 cases) ) ty re 






Control group (116 cases, 





Taste H.—Plasma Carotenoids and Vitamin A in Patients with 
Darier’s Disease and Pityriasis Rubra Pilarts 





Darier’s disease .. 
Pityriasis rubra pila- 
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_ shows the-abnormally, low values in nine cases of 


Darier’s disease and eight cases of pityriasis rubra, 


pilaris. In agreement, however, with other ‚workers 
(Peck et al;, 1943 ; Carleton and Steven, 1943., Porter 
et al, 1947), we occasionally found normal vitamin-A 
levels in both conditions. With a few exceptions the 
‘initial vitamin-A level corresponded roughly to the 
clinical involvement. 
it was lower than in the patients with pityriasis rubra 
pilaris; on the`other hand, the rise in the vitamin-A 
levels after dosing was much higher, and was attained 
in a shorter time in Darier’s disease. `The condition 
of most of our patients improved under vitamin-A 
treatment, often ‘considerably, but complete clinical 
cure was exceptional. There was no direct relation 
between high vitamin-A level after dosing and improve- 
ment-—-for example, in a case of Darier’s disease the 


vitamin-A level-was maintained between’ 800 and 1,800 _ 
„iu. for over three years, but the improvement of the 


skin condition was minimal. Yet a patient with a 
severe exfoliative type of .pityriasis rubra pilaris who 
never reached vitamin-A values -above 227 i.u. - was 
healed clinically after four months’ treatment (Barber 
and Leitner, 1951). 


` 


Vitamin-A Deficiency and Diseases -of the Liver. 


- The occurrence of dry, rough skin with or without 


xerophthalmia and keratomalacia in jaundiced children 


~ was repeatedly described towards the end of the last 


céntury. Moore (1929) was the first to demonstrate 
that rats fed on carotene stored vitamin A in the liver ; 
and later he showed that about 95% of the Vitamin-A 
reserve is stored in the liver (Moore, 1931). Since then 
attention has been focused more and more on the dis- 
turbance of vitamin-A metabolism in hepatic diseases. 

In liver diseases not only the absorption of vitamin- 
A seems to be impaired (Breese and McCoord, 1940) but 
also its release from the liver (Popper er al., 1943). In 
liver cirrhosis both the vitamin-A reserves in the liver 
(Moore, 1937) and the plasma vitamin-A level are re- 
duced (Haig and Patek, 1942).  Vitamin-A tolerance 
curves seem to indicate that the blood vitamin-A level 
in man is related to the extent -of the actual liver 
damage (Popper- et al., 1943). Thus in infective 


_ hepatitis a plasma vitamin-A level below normal was 
- found, though the liver stores were proved to be 


‘ 


adequate (Harris-and Moore, 1947). The change in 


plasma vitamin A is considered by some authors “ar 


valuable and sensitive indicator of hepatic function,” 
and it is suggested that it-may develop into a test for 
liver damage (Aron, 1949). The selection of -special 
liver-function tests is indeed of the greatest impoftance 
(Gray, 1950). “This may explain that; whilst we found 
(Leitner and Moore, 1946, 1948) severe impairment of 


the liver function in some cases of Darier’s disease and 


of pityriasis rubra pilaris, Porter and Brunauer (1949), 

using different liver-function tests, could find . only 

minor abnormalities. . ~ - . - -< 
The urinary excretion of vitamin A often occurring 


` in diseases of the kidney and of the genito-urinary 


~ 


tract (Moore, 1951) may also be related to the inability 
of the damaged liver to’store-the vitamin. > : 


wy 


Vitamin-A Deficiency in Febrile Conditions 


. - Extremely low plasma vitamin-A levels were re- 


ported repeatedly in pneumonia and othér feverish 
diseases. - But surprisingly high liver stores were found 


hs e 


z 


In-our cases of Darier’s’ disease , 





at‘ necropsy in some children whose plasma vitamin- 


few days before death (Lindqvist, 1938). - In convales- 
cence after febrile diseases much higher vitamin-A 
levels were sometimes found than before ‘the onset of 
disease. é 


In 92 patients sufftring from venereal . diseases 
physically induced hyperthermia was given in com- 
bination with chemotherapy, and the elevation of body 
temperature up to 105.5-106° F. (40.85-41.1° C.) was 
followed by depression of plasma vitamin A and caro- 
tenoids (Aron ef al., 1946), The diminution both of 
the carotenoids and of the vitamin-A levels was directly 
related to the duration of fever—about 10% after three 
hours, 20% after six hours, and 30% after eight hours 
of fever. A definite’rise was observed on the second 


` morning after termination of the fever treatment, and 


on the third morning the plasma vitamin A returned to 
the original level without any medication or dietary 
supplements. On the other hand, a considerable and 
persistent fall of the vitamin-A level was recorded “in 
acute rheumatism, the degree of which varied directly 


“with the intensity of the rheumatic attack, but it was 


not related to the degree of pyrexia (Shank ef al., 


- 1944). 


Since 1944, in collaboration with Drs. A. L. Jacobs, 
T. Moore, and É M. Sharman, I have been engaged 
‘(Leitne?-er al., 1947; Jacobs ef-al., 1951) in investi- 
gating whether the infectious process as such or the 
pyrexia was responsible for “the depression of the 
plasma vitamin-A lével. The evaluation of these re- 
sults has not yet been concluded, but I may perhaps be 
allowed to give here my personal impressions at the 
present juncture. Our. material consisted of over 300 
hospital in-patiénts, including over 100 suffering from 
rheumatic fever, about another 100 with various 
pyrexial diseases (pneumonia, pleurisy, tonsillitis, etc.), 
and about 100 more with miscellaneous illnesses. The 


_patients were equally divided iñ sex. The age of the 


rheumatic group ranged from 5 to 60, with an average 
of 20.5 years and with 64% between 5 and 19 years. 
The other groups included more middle-aged subjects. 
The plasma vitamin-A level in our material -declined 
with increasing body temperature to about the same 
extent in rheumatic fever, pneumonia, pleurisy, tonsil- 
litis, and erythema nodosum. This inverse relation 
between body temperature and vitamin-A level was, 
however, not constant, and is being evaluated statistic- 
ally at present. - i 

A sudden and considerable increase of: circulating 
plasma volume was reported recently: in rheumatic 
fever (Reid et al., 1950). Bradley, (1951) attributed the 
sudden anaemia and unexpected heart failure to this 
haemodilution. A correlation of our results with the 
very few blood-volume estimations in rheumatic fever 


‘so far published is not yet possible. It appears also 


that the fall of the vitamin-A lével in our patients was 
not in proportion to the blood dilution and it seemed 
to be greater than in experimentally produced fever. 


- In the present state of our knowledge I am inclined to 


attribute this depression simply to disturbances in the 
vitamin-A metabolism. At the outset the deviation 
‘might seem to differ very little in the various pyrexial 
states. In- rheumatic fever, however, some other 
factors have to be considered in addition, such as a 
prolonged course of the disease and repeated relapses, 
often at an age when the normal requirements for 
growth and development*are increased. This line of 


i 


we ` 
kd ~ 


.A values were extremely low and hardly measurable a- 


. —— and 


ard 


1114 May 19, 1951 


CLINICAL SIGNIFICANCE „OF VITAMIN-A DEFICIENCY 


`~ i x 








thought seems to be corroborated by the results of a 
pilot experiment carried out in collaboration with Dr. 

-C. E. Thornton some years ago. We had the -impres- 
sion that a daily supplement of 40,000-50,000 i.u. of 
vitamin A given to rheumatic children during the phase 
of relapse was beneficial (Thornton, 1946). . 

- Only scanty information exists regarding the effect of 
fever ‘on the vitamin-A level in pregnancy. Bicknell 
(1950) suggested that in those caseš of pregnant women 
`> suffering from German measles in which the termina- 
tion of pregnancy was not considered vitamin A should 
be given. I extended this suggestion, proposing that 
vitamin A should be administered ın every case of 
pregnancy complicated by infection or fever; especially 
during the first trimester, which approximately corre- 
sponds to the organogenic period (Leitner, 1950, 1951). 

: - eee 4 
ou Conclusion ' z 

The work -briefly reported here demonstrates the 

importance of an adequate. plasma vitamin-A , level 
‘during the embryonal development and in some clinical 
conditions such as ocular, dermatological, hepatic, and 
febrile diseases. 

I should like to’ conclude this report with two sug- 
gestions which seem to be justified by the present state 
of vitamin-A research, though their, strict therapeutic 
necessity cannot yet be substantiated. I would 
advocate supplementing the routine treatment in the 
acute stage of rheumatic fever with 40,000—50,000 1.u. 
of vitamin A daily.. The same dose of vitamin A~% 
should be administered in pregnancy complicated by 
infection or fever, especially during the first trimester. 
No special claims are attached to these, as yet tentative, 
suggestions, and it is hoped that further research will 
support and possibly amplify them. a 


It is a great pleasure to acknowledge the collaboration or 
the generous help given by so many colleagues during the long 
course of these investigations. My grateful thanks are due 
particularly to Sir Allen Daley, Drs. H. W. Barber, F. J. Bentley, 
E. B. Ford, L. J. Harris, A. L Jacobs, I. M. Sharman, G. B 
Mitchell Heggs, and C. E. Thornton. I am especially indebted 
to Dr. T. Moore for his valuable help, friendly advice, 
constructive criticism, and continuous encouragement. 


Ed 
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THE DISTRIBUTION OF ANOPHELINE 

MOSQUITO BITES AMONG DIFFERENT 
_,_ AGE GROUPS | $ 

A NEW FACTOR, IN MALARIA EPIDEMIOLOGY 


BY % 


R..-C. MUIRHEAD-THOMSON, D.Sc. 
Colonial Medical Research- - 


(From the University College of the West Indies, Jamaica) 


While it has been known for a long time in a general 
sort of way that some individuals are more attractive 
to mosquitoes than others, little attempt has been 


-~ made to follow up the wider implications of this and 


see whether any particular age group is more attrac- 
tive than others. Nothing whatever was known about 
whether children were bitten more by anopheline mos- 
quitoes than adults, or whether, say, babies were more 
attractive than their mothers. There was really nothing 
to give us any idea of what happens when an anopheline 
mosquito enters a native house and is faced with a 
In the 
absence of such information it has been nécessary_in 
discussing problems of malaria transmission and épi- 
demiology to assume a random distribution of bites , 


‘among an -equally accessible human- population, an 


assumption’ which, however, has given rise to many 
inconsistencies. 

.For some time now I have been céncerned with this 
serious gap in our knowledge, without, however, being 
able to overcome the technical difficulties. In many 
tropical countries, particularly in Asia and Africa, the 
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with antimalarial drugs is now carried out almost auto- ` 


matically by most of the European’ population. 

In contrast to this it seems not unlikely that black- 
‘water fever may in the near future occur with increasing 
frequency amongst the. educated African population, 
especially the children. Antimalarial drugs. are in- 
creasingly easy to obtain, and skilful advertising in the 
cinema, press, and shops will certainly make new 
African converts to malaria chemotherapy. The 
danger lies in the likelihood that in many cases chemo- 
prophylaxis will not be continuous+-either because the 
desirability of this may not have been appreciated or 
for financial reasons. If this is so, the African „child 
in a hyperendemic zone will neither be adequately pro- 
tected from malaria nor be able to build up immunity’ 
to it. A similar situation may be produced by, the 
repeated casual treatment of all fevers-in African in- 
fants with inadequate doses of antimalarial drugs. This 
may be overstating the case, as the most likely offender 
—quinine—is being to a certain extent ousted by the 
synthetic antimalarials mepacrine and proguanil. How- 
ever, quinine is still sold very widely, and blackwater 
fever has been described after mepacrine. Blackwater 
fever after proguanil does not seem to have been 
recorded. It must -be mentioned, however, that 
proguanil has been in use for only a few years, and 
then during the period when the importance’ of the 
regularity of-prophylactic dosage has been very widely 
accepted and put into practice. : , 

In the paediatric out-patient department in Ibadan 
only intelligent educated mothers who can afford it are 
advised to give their children malarial chemoprophyl- 
axis in the form of proguanil. In addition, it is 
stressed to them that this must be an~ uninterrupted 


process and, indeed, should “continue, throughout life, as ” 


otherwise there is a definite danger that the pernicious 
manifestations of subtertian malaria—that is, cerebral 
malaria, ete—may occur in adult life. It is realized 
that not all authorities would agree with this advice, as 
they feel that.the “normal” process of repeated infec- 
tron with subtertian malaria that occurs in almost all 
African children in a hyperendemic zone is inevitable 
and not such a serious matter as is usually suggested. 
‘This has been stressed by the work of Garnham (1949) 
in the Luo tribe of Kenya and by Swellengrebel (1950) 
in the African population (Cimarons) of a village in the 
interior of Surinam. Both authors note that, despite 
an almost universal infection with P. falciparum during 
infancy and childhood, only a very small mortality, or 
even morbidity, is attributable fo malaria in these areas. 
It seems unlikely, though admittedly statistically un- 
proved, that “similar conditions pertain in Nigeria, 
where severe and often fatal pernicious attacks of sub- 
tertian malaria are seen comparatively frequently in 
young’ children and appear to represent the price paid 
for the development of, malarial immunity’ in the 


- surviving majority. 
Summary 


The rarity of blackwater fever'in Africans, especially in 


' childhood, is discussed. Four cases occurring in Nigerian- 
children are recorded. 7 

The fall in incidence of blackwater fever in the European 
population of Nigeria is noted. 

The possibility of an increase in the number of cases of 
blackwater fever in the children of educated Africans, 
following the wider casual use of antimalarial drugs in the 
home, is considered. i 


BLACKWATER FEVER IN AFRICAN CHILDREN 


"Chesterman, C. oo Lancet, 2, 554 
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In view of this danger it is advised that only intelligent 


„educated mothers should be advised to give their children 


chemoprophylaxis—in the form of proguanil. The desir- 
ability of continuing this into adult life is nientioned. 


My thanks are due to Professor Alexander Brown, Department 
of Medicine, University College, Ibadan; for permission to 
publish this article. i ; 
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= LABORATORY DIAGNOSIS - OF 


URINARY-TRACT INFECTIONS 


` WITH SPECIAL REFERENCE TO LACTOSE- 
- FERMENTING COLIFORM STRAINS 


BY 


J. B. ENTICKNAP, M.B. B.S. D.C.P. 
Assistant Clinical Pathologist, Guy's Hospital 


v AND 


B. J. STEPHENS, M.B., B.S. 
Chief Assistant in Clinical Pathology, Guy’s Hospital 


The common infecting agents in disease of the urinary 
tract are organisms of the coliform group. This is a 
group of immense complexity, “and a prolonged 
bacteriological analysis is necessary before any one 
member can be accurately described. It is therefore 
common routine practice to disregard these minor 
differences and describe them by some all-embracing 
term such as Bact. coli (Ainsworth-Davies, 1950) or 
simply as “coliform bacilli.” It is the purpose of this 
paper to show that the subdivision of the group into 
true Bact. coli and Bact. aerogenes species, and a group 
containing all other lactose-fermenting Gram-negative 
bacteria to be called “atypical strains of the coliform 
group,” may be of practical importance. A simple 


means of achieving this is described, utilizing only - 


information obtainable in 24 hours. The results 
obtained. by this method have been compared with those 
from one-of the standard longer techniques. The’ data 
have also been analysed to see if they show any 
correlation between the nature of the infecting strains 
and the pathology of the lesions. : 

The incidence of a variable proportion of Bact. 
aerogenes strains in these infections has many times 


_been reported, and recently attention has also been 


drawn to the sulphonamide insensitivity and penicillin 
sensitivity of large numbers of coliform organisms. The 
fact that nearly all are sensitive to streptomycin and to 


some of the newer antibiotics (Frank ef al., 1950) in no | 
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way detracts from the topical importance of these 
observations, since it is still routine practice to treat 


most cases with a sulphonamide on first diagnosis. - 


Furthermore, resistance to streptomycin may rapidly 
develop, and no new antibiotic is generally available in 
this country for the treatment of these. infections. 


Considerable difficulty was experienced in deciding 
what constituted a urinary-tract infection in the absence 
of a definite urological diagnosis, and, since clinical 
diagnosis was frequently made on the result of the 
laboratory findings, there was in retrospect often little 
independent evidence. 

Numerous authors have shown that contamination 
occurs in a very high percentage of routinely collected 
urines, even catheter specimens. - “There is a consider- 
able probability that even with rigorous precautions 
as many as 10% of urines may grow -organisms the 
presence of which is not attributable to any discoverable 
pathological lesion. In a preliminary study of 200 


specimens primarily conducted to confirm that there- 
was satisfactory correspondence between wet-film and, 


dry-film diagnosis a large number of contaminated 
specimens, mostly containing cocci, were in fact noted. 
Cystoscopic and ureteric specimens were only rarely 
contaminated, which fact emphasizes the importance of 
collection technique. Only undoubted cases, therefore, 
in which there were micro-organisms and a definite- 
excess of pus cells in the centrifuged deposit, and, with 
-one exception, relevant clinical findings, have been 
accepted as providing infected as opposed to con- 
taminated urines. It is felt that there is need for a 
critical review of the characters of a urinalysis that con~ 
stitute grounds for the diagnosis of a urinary-tract 
infection, and particularly of the significance ` of 
albumin. à 
Cases—The patients were all the 86 cases with 
urinary-tract infections in the wards of Guy’s Hospital 
from whom specimens had been sent to the Department 
of Clinical Pathology for examination, and 51 others in 
whom the urinary tract was thought to be normal and 


from whom the contaminating strains studied were- 


- derived. Only those patients from whom a lactose-_ 
fermenting coliform strain was isolated have been in- 


cluded, but they were otherwise unselected. The speci- 

mens were received during the months of November to 

May ; all had been collected by students and nursing 
staff. Only catheter specimens were accepted for culture. 
from female patients, and from the male patients 18% 

were catheter specimens and 82% were interrupted mid- 
stream urines collected with due precautions -to avoid 
contamination. 

Strains—-From primary growths on MacConkey 
plates 165 strains were obtained. When the growth 
looked pure a representative colony was picked and 
when more than one organism appeared to be present 
one of each type was investigated. Of these 165 strains 
114‘were considered to come from the true cases of 


` infection and 51 to be contaminating urines from the 


cases that were not clinically infected. Not all con- 
taminants encountered in the latter part of the 
investigation were studied. 

Methods.—All cultural methods were those des- 
cribed by Wilson and Miles (1946). O’Meara’s 
modification of the Voges—Proskauer reaction is found 


‘in this department to be more generally useful than- 


Barritt’s. All investigations were performed shortly 
after first isolation. ; 

Penicillin sensitivities were determined in tubes con- 
taining 5 ml. of glucose broth with 100 and 20 units 
per ml. and a control tube. For sulphonamide 
sensitivities the plate method of Harper and Cawston 
(1945) with a control plate was employed. The inocula 
were standardized by the method in use at the Army 
Vaccine Laboratory- (Sayers, 1949; personal com- 
munication to J. B. E.), which consists in emulsifying in 
peptone water the inoculum on a 3-mm. loop, flaming 
the loop, touching the emulsion with it, and then 


‘agitating the loop in a fresh tube of peptone water. 


This loop is then used for inoculation, and on solid 
media invariably produces separate colonies. The gas- 
production test was carefully standardized so that the 
temperature within the medium—lactose bile salt 
broth—was 44° C + 0.5. 


x 


Classification of Strains 
An attempt was made to apply the Ministry of Health 
(Report, 1934) classification of -coliform strains met 
with in water in Great Britain. 


Table Showing the Number of Strains in Each Type in the Ministry of Health Classification and the Number of Strains 












in Each Broad Group in Relation to the Lesions from which They Were Isolated 
í Atypical Coliform Strains ~ 
i Intermediate irons 
- ogenes 
Soures of Strains No. of | No. of Strains Irregular Strains 
| Typel | Type I i Type I | Typo I as cea | Net Produce Typo I | Type U1 
I u odac. ot uc- . 
p Faecal Saati aed ype" |Gasat44°C| ing Gas 
Infected urinary tracts .. 
N urinary tracts .. 
Total strains .. T 
Atypical Coliform Strains 
Infected urinary tracts .. ar 38 (336 
Norma! urinary tracts .. = ‘4! 
Totalstrains.. = - | | 89 (54%) 63 (38%) 13 (8) 

Cases of pyelitis ` as 41 31 (66%) i 14 (30%) 2 4% 
Cases of cystitis 

F o 11 9 Er 2 Gar 0 

Male * ae 8 3 (387 - 3 38 2 (24%) 
Cases of organic obstruction -. 9 9 3 (33%) 5 (56%) 1 01% 
Cases with a neurological lesion 3 5 5(100%) 0 0 
Cases with some structural z 

pathology of unnary tract .. 24 30 17 (67) 10 (33%) a 3 (10%) 
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, Out of a total of 165 strains, 22 (12.1%) were not 
classifiable into any one of the eight groups, and six 
strains of otherwise typical Bact. coli, Type I faecal, did 
not give a positive methyl-red reaction after three days 
in glucose-phosphate medium at 37° C. This is'a very 
high proportion, and raises the question of the 
applicability of this classification to pathogenic 
organisms—an application it presumably was not 
designed to have. - 

When the unclassifiable strains are further examined 
two groups can be identified, each containing in this 


series as many strains as or more strains than the three ` 


standard types—Irregular Types I and II and Bact. aero- 
genes Type II. The first of these groups consisted of six 
strains that produced gas at 44° C. but were otherwise 
typical Bact. aerogenes, five being indole-negative and 
one indole-positive; the second group consisted of 
seven strains that produced no positive reaction in any 
of the fluid test media. This latter group was not 
homogeneous in its other characters. Of the remain- 
ing nine strains five liquefied gelatin after varying 
periods of time but had no other common characteristic, 
and the remainder was a miscellaneous group. No 
example of Bact. coli Type I failing to produce gas at 
44° C. was encountered. 

If the intermediate and irregular strains are grouped 
together they are nearly as numerous as the Bact: coli 
group and five times as numerous as the Bact. 
aerogenes group. This is the grouping that has been 
used in attempting to correlate types of lesion with 
their bacteriology and also with the drug sensitivity of 
the infecting strains. - z 

The time taken in determining the type in the 
Ministry of Health classification also renders it in-- 
applicable to routine diagnosis. Accordingly those 
individual reactions used in the classification the results 

-of which may be available in 24 hours, and the 
appearances of the primary cultures, have been 
_ separately correlated with these characters. 


44° C. Gas-production Test 


Twenty-four-hour readings have been used through- 
out, as they are the ones that will be available for 
routine diagnosis, and, in fact, of the first 104 strains 
none failed to form gas in 24 hours yet did so after 48 
hours. On this basis 95 strains produced gas and 70 
did not. Of the gas-producing strains 91% showed 
some sensitivity to penicillin against only 41% of the 
other strains. The comparable figures for sulpha- 
dimidine are 94% and 51% respectively. Both these 
differences are significant. The behaviour of the strains 
isolated from infected and contaminated urines was 
essentially similar. Only 26% of strains that did not 
produce gas were sensitive to what may be regarded 
as therapeutic levels of sulphadimidine in non-urinary 
infections (up to 10 mg./100 ml.). : 

Performance of the Gas-production Test on the 
Centrifuged Deposit—In order to make an early report 
as informative as possible it is clearly desirable to have 
the result of this test at the same time as the plate is 
read. This could be achieved if it were practicable to 
perform it directly from the specimen. The centrifuged 
deposits from 48 urines were therefore used as inocula 
and the results corresponded well with those subse- 
quently obtained from the plate cultures. In order to 
minimize routine work, it is suggested that this pro- 
cedure might be performed only on those deposits in 
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which both pus cells and bacilli are seen. On this 


plan only one discordant result was obtained—that of 
the primary test being positive while the test performed 
on what was apparently a pure culture gave a negative 
result. In such cases the probable mechanism is that 
a small number of faecal coliforms which are 


‘colonially indistinguishable give a falsely positive 


result. It seems that such: cases will be uncommon, 
perhaps because of the smaller percentage of Bact. coli 
among contaminating strains (See below). 


Mucold Appearance of the Colony 

. It is well known that some aerogenes strains will, 
under certain conditions, give a highly typical appear- 
ance of gelatinous semi-confluent growth. Mucoid but 
discrete colonies, on the other hand, although shown 
by this type, are not confined to it. In all there were 
27 strains showing an obviously mucoid colony at 24 
hours, 11 of which produced gas at 44° C. Another 
17 strains produced an equivocal appearance and have 
not been further considered. Eight of 89 (9%) Bact. 
coli strains and 7 of 13 Bact. aerogenes (54%) were 
mucoid. There is some correlation between the 
mucoid characteristic and resistance to 100 u./ml. 
penicillin although not to sulphonamide. If the strains 
that are both unable to produce gas and are mucoid 
are considered it then appears that of 12 strains 
7 (58%) are resistant to 100 mg. sulphonamide and 
11 (92%) are resistant to 100 u./mi. penicillin. No 
such strain is either sensitive to 10 mg. sulphonamide 
or 20 u./ml. pénicillin. : 


Haemolysin; Gelatin Liquefaction 

From the first 104 strains examined subcultures were 
made onto 5% horse-blood-agar plates. It was found 
that approximately one in three of each type was 
haemolytic and that this ratio was closely similar in 
groups of both infecting and contaminating strains. 
Subsequently the test was not, performed. 

Only five strains possessed this ability, and none of 
them was a true Bact. cloacae strain. There was no 
correlation with either the type of the lesion or the 
sensitivity. 

Relation of Strains to Drug Sensitivity 


It will be seen from the accompanying Chart that, 
although the majority of organisms show some 
sensitivity to both 
penicillin and sulpha- 
dimidine as many as 
54 (33%) are insensi- 
tive to 100 u./ml. of 
penicillin. Forty- 
two (25%) are insen- 
sitive to 100 mg./ml. 
sulphadimidine, and 
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being sensitive to sulphonamide and none to penicillin 

out of 13. : 

` The atypical coliform strains occupy a position inter- 

mediate between the other two groups in this as in other 

respects (30/63 = 47% penicillin-sensitive and AR 
= 63% aulphenaratde senaiive): 


Relation of Type of Organism to Pathological Features 
of Lesion 


With the exception of pyelitis the number of patients 
suffering from any one condition is small, but it is 
-possible to group the lesions so that some significant 
relationships emerge. There is a significantly lower 
coli in lesions complicated b 
‘organic obstruction (33%) than in pyelitis (66%), as an 
example of a non-obstructive lesion (difference = 33%, 
standard error (S.E.) of difference = 16%), and the 
difference remains significant if the analysis is confined 
to male cases (difference = 50%, S.E. = 21%). There 
is also a just significant difference when the obstructive 
cases (33%) are compared with the remaining infected 
cases (63%) (difference 30% ; SE. 15%). It is remark- 
‘able, in view of the smallness of the groups, that there 
are significantly fewer Bact. coli in the male (38%) than 
in the female cases (82%) of cystitis (difference 44% ; 
S.E. 21%). No such difference was seen in pyelitis nor 
between cases of pyelitis in. pregnanf and non-pregnant 
women. No other significant correlations have been 
discovered between organisms and lesions, but the 
number of Bact. coli is significantly higher in all infect- 
ing strains taken together (60%) than in the con- 
‘taminating group (41%)}—a difference (19%, SE. = 
9%) which is referred to in the discussion. = 


Cases from which More than One Strain was Obtained 


From 22 casés more than one positive culture was 
obtained. In only 10 of these were the strains of the 
same type, and it is perhaps worth comment that of five 
cases of pyelitis from which the same paper was 
twice obtained it was Bact. coli Type I in How- 
ever, in-three of the other five cases of pyelitis from 
which more than one strain was obtained none was of 
this type. 

No definite evidence of change of sensitivity to either 
penicillin or sulphadimidine was obtained. 


Discussion F $ 
The findings from this series lend little support to the 


view (Warner, 1948) that Bact aerogenes is a common 
invader of the urinary tract, although it must be 


-admitted that the number of neurological and obstruc- 


tive cases included is small. With the possible exception 
of the obstructive cases, as opposed to those which 
merely have some other non-inflammatory genito- 
_ urinary abnormality, we have not found the correlation 
` between the precise type of organism and the clinical 
features of the lesion suggested by Coleman and Taylor 
(1949). If our cases are classified as were theirs, in 
Group I, without gross lesions of the urinary tract, 65% 
are Bact. coli (43/66) ; and in Group II, of cases with a 
surgical or medical lesion, Bact. coli are again 65% 
_ 22/ 34). Owing to different methods of -presenting 
results, the relevant literature, mostly referred to, in 
these two papers, is not susceptible to bulk analysis, ‘but 
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we have gained the impression that it leaves this ques- 
tion as open as do our results. 

A general differentiation into true Bact. coli and the 
Intermediate-aerogenes-cloacae Group of Wilson and 
Miles (1946) does, however, possess some clinica] and 
therapeutic applications. It may also be of value in 
deciding whether a given strain is a pathogen or a con- 
taminant. For routine work such differentiation is best 
achieved by a careful consideration of colonial appear- 
ances and the result of a gas-production test performed 

~ on the centrifuged deposit. With this information it is 
probably justifiable and of value to report the gas- 
producing non-mucoid strains as Bact. coli, the mucoid 
strains not producing gas at 44° C. as Bact. aerogenes, 
and all others as atypical Bact. coli. In this series the 
“percentages then become: Bact. coli, 46%; Bact. 
aerogenes, 8%; and atypical: strains, 46% — — the 
differences between these figures and those in the Table 
being largely due to inclusion of the mucoid strains of 
Bact. coli among the atypical strains. This merely in- 
creases slightly the number of uninformative descrip- 
tions while being in no way misleading, and more than 
half the reports would still carry useful information 
otherwise not presented. 

The relative infrequency of faecal Bact. coli and the 
high proportion of atypical strains among contaminants 
is at first surprising. It is, however, common labora- 
tory , experience that lactose-fermenting organisms 
presumed to be contaminants often do not “look like” 
true Bact. coli; and Payne (1949) has shown that these 
organisms have in fact a short survival’ time on the 
skin. This evidence, with that of the rarity of con-: 
tamination of operating-theatre specimens (Stephens 
and Enticknap, 1951) and the knowledge that very care- 
ful skin-cleansing will do much to eliminate extraneous 
organisms (Leishman, 1939), explains, in part at least, 
this finding. - 

Our sulphonamide and penicillin-sensitivity findings 
correspond with those of other workers. When 
these are examined together it is found that of 42 
sulphadimidine-resistant strains only two “are sensitive ’ 
to 20 u./ml. and six to 100 u./ml. of penicillin. Thus 
the sensitivities to the two drugs appear largely to run 
parallel, and failure of treatment with sulphonamide 
implies a high degree of probability that penicillin 
treatment will also fail. In view of thé almost 
universal sensitivity of coliform organisms to strepto- 
mycin it does not seem profitable either to investigate 

_ their behaviour in relation to penicillin or to exhibit it 
therapeutically,~unless for its action on organisms other 
than coliforms. 

It is clear that Bact. aerogenes infections will not res- 
pond to sulphonamide treatment, and it is unlikely that 
half of the infections due to atypical strains will. The 
outcome of the remaining cases due to strains of inter- 
mediate sensitivity is less apparent. The significance of 
the laboratory finding of sensitivity ‘to high drug con- 
centration, although discussed in its theoretical aspects 
by Warner (1948), has, so far as we are aware, yet to` 
receive specific evaluation. To obtain clear-cut results 
of therapeutic and prognostic significance large 
numbers of cases will require to be analysed because of 
the numerous independent variables inseparable from 
routine clinical practice. The method here described is 
applicable to such a large-scale survey, and with it it is 
hoped to obtain further information on this and the 
other points referred to above. 
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Summary 

One hundred and sixty-five strains of lactose-fermentiog 
coliform ‘organisms isolated from contaminated and infected 
urines have been studied, and an attempt has been made to’ 
derive from them a simple classification suitable for routine 
reporting. 

The need for such d-simple but informative description 
based on the data available at the end of 24 hours is stressed, 
and the unsuitability of the Ministry of Health classification 
for this purpose is demonstrated. 

A routine method for reporting Bact. coli, atypical coli- 
` form strains, and Bact. aerogenes is described, and the signifi- 
cance of this grouping in relation to the penicillin- and 
sulphonamide-sensitivity is discussed. 


No correlation between the type of organism, and patho- 


logy of lesion, with the possible exception of purely obstruc- 
tive lesions, was found in this series. 


We wish to thank Dr. F. A. Knott and Professor R. Knox for 
their helpful advice and criticism. 
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Two Cases of Locked Twins 


The occurrence of the complication of locked twins 
on two occasions within six weeks is thought to be 
sufficient reason for reporting this rare event. The cases 
are of interest because they would seem to support a 
theory of causation put forward by Lawrence (1949). 


Case 1 


A primigravida aged 22 was referred to hospital on June 
15, 1949, with a diagnosis of breech presentation. She was in 
the 34th week of pregnancy; the size of the uterus was 
compatible with the period of gestation, and there was no 
evidence of toxaemia of pregnancy. The foetal heart could 
be distinctly heard at two separate points, and the presence 
of twins was confirmed by x-ray examination. The leading 
foetus presented by the breech and the second by, the vertex. 
Radiological examination of the pelvis showed it to be of the 
” gynaecoid type, the true conjugate being 12 cm, 

The further course-of pregnancy was uneventful, and the 
patient was admitted to hospital at 7.30 am. on June’ 29, 
with the history that labour pains had begun four hours 
previously. Examination revealed the fundus uteri to be at 
the level of the ensiform cartilage, and strong contractions 
were palpable at intervals of ten minutes. There was no 
evidence of toxaemia of pregnancy, and, as rectal examina- 
tion showed the cervix to be half dilated, sedation was 
secured with pethidine hydrochloride, 200 mg. At 2.30 p.m. 
the membranes ruptured, and twenty minutes later the breech 
was seen presenting at. the vulva. 

Pudendal block anaesthesia was carried out with 1% pro- 
caine, and when the breech distended the perineum a right 
medio-lateral episiotomy was performed The foetus was 


kad 





delivered spontaneously to the inferior borders of the 
„scapulae, and at this level further progress ceased. Examina- 
tion showed that the head of the second twin was impinging 
on the neck of the leading one, the head of which was still 
above the pelvic brim. Under deep general anaesthesia, the 
head of the second twin was pushed up out of the pelvis 
and the leading twin delivered by manual extraction. It was 
found to be a macerated stillborn female child, 17 in. 
(43.2 cm.) in length and weighing 3 Ib. 15 oz. (1,786 g.) As 
the second foetal heart could not be heard with certainty, 
-internal version was performed ‘and the second foetus 
delivered by manual extraction. It also was stillborn, and 
was 16 in. (40:6 cm.) in length and weighed 3 Ib. 10 oz. 
(1,664 g.). Brisk haemorrhage ensued, and the single 
placenta was manually removed, It was found to have 
multiple areas of white infarction over two-thirds of its 
surface. There were two amniotic sacs and one chorion. 
Recovery’ was uncomplicated, and the patient was ‘dis- 
charged ten days after delivery. 


Case 2 


A primigravida aged 25 was referred to the hospital with 
a diagnosis of plural pregnancy on July 25, 1949. She was 
then in the 34th week and there was no evidence of toxaemia 
of pregnancy. Radiological examination confirmed the 
diagnosis of twins, presenting breech and vertex. The pelvis 
was of the gynaccoid type, the true conjugate being 12.25 cm. 

On August 23 the patient was admitted to hospital, as 
signs of toxaemia of pregnancy had developed. Her 
condition improved with rest in: bed. 

At 12.15 am. on September 9 labour pains began and 
soon very strong contractions were palpable at regular inter- 
vals. She was given pethidine hydrochloride, 100 mg., and 
scopolamine, 1/150 gr. (0.43 mg.), at 4 a.m., when the con- 
tractions were recurring at intervals of five minutes. At 
6.40 a.m. the membranes ruptured, and at 7 a.m. the breech 
presented at the vulva. Spontaneous delivery of the foetus 
ensued to the level of the axillae, When progress ceased. 
Under cyclopropane anaesthesia the arms were brought 
down, but the foetus could not be further delivered. Exami- 
nation showed that the head of the second. twin had entered 
the pelvis with the neck of the first one, the head of which 
was still above the pelvic brim. The head of the second 
twin was disengaged and pushed out of the pelvis, and the 
leading twin delivered by manual extraction. It was a still- 
born macerated male child 16 in. (40.6 cm.) in length and 
weighing 3 Ib. 12 oz. (1,700 g). 

Further examination now revealed that the cervix was 
dilated only to a diameter of four fingerbreadths, and, as the 
foetal heart was satisfactory, it was not considered necessary 
to interfere with the course of labour. The second child 
was delivered spontaneously at 9.5 a.m. in the occipito- 
posterior position. It was ‘an active male child, 19 in. 
(48.26 cm.) in length and weighing 6 Ib. 104 oz. (3,019 g). 
The single placenta was expelled 20 minutes later; there 
were ‘two amniotic sacs and one chorion. 
uneventful, and the patient was discharged on the tenth day 
after delivery. 


i ait . 

The occurrence of locked twins is a rare event: the 
incidence given by Munro Kerr ‘and Chassar Moir 
(1949) is 1 in 90,000 deliveries. Several factors have 
been suggested as causal agents in the production of 
this complication—namely, small foetuses, large pelvis, 
deficiency of liquor amnii, mono- amniotic twin preg- 
nancy, and extension of the leading head. 

Nicholson (1942) reviewed the causes and put forward 
the view that, while such predisposing factors might be 
necessary forerunners to locking, the actual combination 
of circumstances initiating the mechanism was for- 
tuitous. Lawrence (1949), made a study of available 
case histories with a view to assessing the frequency of 
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the factors associated with twin-locking. He found`the 
complication was more likely to arise if the pregnancy 
occurred in a primigravida and the uterine contractions 
were strong. He therefore deduced that the effective 
causal factor in the production of this complication was 
. strong contractions in a uterus whose basic tone was 

high.. 7 

The cases reported bear out Lawrence’s findings with 
regard to the incidence of locking, as both patients were 
primigravidae and in each case the uterine contractions 
were strong. Breech and vertex presentation, with the 
type of locking described above, is classed Group 2 by 
Lawrence, and in this group it is seen that 86.6% of the 
leading twins are stillborn. Another possible aetiologi- 
cal factor may, however, be suggested—namely, intra- 
uterine death, when the flaccid dead foetus may be 
pushed past the head of the other twin by the expulsive 
force of a strongly contracting uterus. 


Acknowledgments are made to Mr. J. T. Mair for-advice and 
help. ` = 
I. D. Macintyre, M.B., Ch.B., M.R.C.0.G 
G. M. Barr, M.B., Ch.B., M.R.C.O.G. 
Southern General Hospital, Glasgow. 
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Cutaneous Anthrax in Dar-es-Salaam 


It is interesting to note how this disease, once regarded 
with good reason as,bighly dangerous, has become pro- 
gressively less serious so far as mortality figures go. 
Legge (1905) mentions a mortality rate of 25.6% in 261 
cases, and states that this was a general average, though 
individual series might show better results. For 
example, Guy’s Hospital from 1896 to 1904 had a mor- 
tality of only 7.1% in 56 cases, using treatment by 
excision or ipecac. Murphy et al. (1944) mention that 
_ the figures for Wést Virginia (U.S.A.) were 26.8% out of 
394 cases in 1928-32 and 13.8% out of 390 cases in 
1938-42. 
_ In Britain, anthrax infections have become rarer, 
probably owing to the careful control of hides, which 
are the main source of infection. Holgate and Holman 
(1949) collected eight cases in 14 months from two 
tanneries in Leeds and district dealing mainly with hides 
from East and West Africa. Dar-es-Salaam is the main 
channel of export of hides from Tanganyika, and indeed 
from East Africa, and anthrax is endemic ; it would be 
expected that, if. some of these hides are infected, cases 
would occur among hide porters. Cutaneous anthrax 
does in fact occur quite often. In 1949, 28 cases were 
admitted to the infectious diseases section of the Dar- 
es-Salaam hospitals, and in the first seven months of 
1950 there were another 27. Cases have not been found 
in other occupations. ' 


Clinical Aspects 
- Diagnosis was frequently made by the men them- 
selves. Appearances were typical, showing vesiculation 
surrounding a necrotic centre, and underlying oedema. 
Sometimes only a single modérate vesicle was seen, so 
‘quick are some to report. Owing to their black skin 
the colour Changes of the inflammation were invisible. 


Severe spreading oedema seemed to occur mainly where 
the lesion was on the face or neck. 

These men wear a minimum of clothing, therefore 
all parts of the body may be infected, some regions 
more frequently than others: face, 15; head and neck, 
8; shoulders and upper arm, 12; forearm and hand, 
6; chest, 7; back, 7; thigh, 3; abdomen, 1; more than ` 
one site, 4. ae 

Bacteriological confirmation by examination of 
Gram-stained film was carried out, but not culture. In 
all except three cases the typical large straight Gram- 
positive bacillus was found. 

Constitutional disturbance was not severe m most 
cases, the patients neither complaining of nor showing 
marked signs. As, however, some of these men do not 
complain lightly, it was thought that the highest tem- 
perature reached might: be a better index of the 
toxaemia: The temperatures observed were: no fever 
or under 99° F. (37.2° C), 18 cases; 99°-10I° F. 
(38.3° C.), 16; 101° F. and above, 18. Three others 
were admitted unconscious, delirious, and collapsed, and 
died within two hours, demonstrating that cutaneous 
anthrax, if neglected, can be dangerous. 


Treatment 


During 1949 the standard treatment was with sulpha- 
thiazole, 2 g. on admission and 1 g. four-hourly. This 
was continued for four to seven days. Penicillin was 
used in addition towards the end of the year, when it ` 


- seemed that the lesions resolved quicker and fever or 


toxaemia disappeared more rapidly. During 1950 
soluble penicillin, 50,000 units three-hourly, was used in 
combination with sulphathiazole and continued for 
three to seven days. Scrutiny of the figures does not 
yield any statistical proof of the superiority of this 
regime, but clinically there was no doubt. Oedema and 
activity disappeared more rapidly, and the average dura- 
tion of fever was 2.5 days in 1950,-as compared with 
3.4 days in 1949. Dressing with an antiseptic ointment 
held in place by “ elastoplast ” was the only local treat- 
ment. g 

Of the three fatal cases—two in 1949 and one in 
1950—no history could be obtained about the duration 
of the infection, but from appearances it was probably. 
at least a week. 

No case remained seriously ill for more than 48 hours 
In spite of treatment the ulcers were slow to clean up 
and heal, the average time for the slough to separate 
and the ulcer to become clean being 14 days, and 
another 10 days at least were required for full healing. 
This was noted because the policy was to retain the men 
until they were completely healed, as they are extremely 
slack in attending as out-patients. 

They all returned to their work without anxiety. 
Second infections have not been noted. 


My thanks are due to the Director of Medical Services, 
Tanganyika, for permission to publish. 


A C. E. Core, M.D., M.R.C.P., D.T.M.&H , 
Medical Specialist, Tanganyika Territory. 
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THE VIRUSES 


Handbuch. der Virusforschung. By Professor R. Doerr 
and Professor C. Hallauer. Second Su plementary + 
Volume. (Pp. 425; illustrated. £5 11s) Vienna: 
Springer. 1950. 


The Pathogenesis and Pathology of Viral Diseases. 
Edited by John G. Kidd. Symposium held at the New 
~ York Academy of Medicine, December 14 and 15, 1948. ` 
Po. 235; illustrated. £1 12s. 6d. or $5.) New York: 

jumbia University Press. London: Geoffrey Cumber- 
lege. 1950. 


_An Introduction to the Study of Viruses. By Kenneth M. 
Smith, F.R.S. (Pp. 106; illystrated. 10s. 6d.) London: 
Sir Isaac Pitman and Sons. 1950. 

These three books are designed to appeal to three 
_ different groups of readers: the Handbuch der Virus- 
forschung to the expert on viruses, the symposium 
edited by Dr. Kidd to the expert in related biological 
fields, and Dr. Kenneth Smith’s little book to a wider 
public who desire to know, or feel that they ought to 
know, “something ” about viruses. 

The Handbuch was first published in two volumes in 
1938 and 1939. A supplementary volume appeared in 
1944, and the present work is a second supplementary 
volume. The work consists of a number of articles 
written either in German or in English by different 
authors, sometimes in collaboration. The aim through- 
out has been encyclopaedic, and the writers chosen to 
deal with each topic are so clearly leaders in their own 
field that the articles may be accepted as authoritative. 

It might be supposed that in so rapidly expanding a 
subject as virus research such review articles can be of 
only ephemeral interest. But itis surprising how often 
the, laboratory worker still turns to the two volumes of 
the Handbuch published before the recent war. One 
of the great advantages of publishing reviews in works 
of this character rather than in the pages of the special- 
ized journals is that in the Handbuch it is possible to 
illustrate the articles on a most lavish scale. The value 
of such expansive treatment is clearly seen in the section 
by Dr. Ruska on electron microscopy. Other articles 
on technique are those ‘on freeze-drying of viruses, 
roller-tube tissue cultures, and certain aspects of bright- 
and dark-field microscopy. There is a particularly 
valuable section by Dr. Hallauer on the haemagglutina- 
tion phenomenon ; this development has revolutionized 
virus research since the publication of the original 
volumes of the Handbuch, and it is difficult to find else- 
where- detailed reviews of the enormous literature which 
has accumulated on the subject. There is a short article 
on variation in influenza viruses by Sir Macfarlane 
Burnet, and an interesting analysis by Dr. Monroe Baton 
of virus pneumonias. The book is superbly printed and 
illustrated ; there are complete bibliographies; and, 
although the price is high, no medical reference labora- 
tory can afford to lack a copy. 

Dr. Kidd has edited a book of quite another type. 
Again the volume is a composite one, the work of many 
authors ; again those chosen to discuss the various topics 
cam speak as authorities in theif field. But the aim has 
been to present short and stimulating reviews with care- 
fully selected bibliographies which shall acquaint micro- 
biologists and-allied laboratory and clinical investigators 
with the facts about a particular specialized field. In 


consequence most of the fifteen articles make easy read- 
ing and they tend to represent personal points of view. 
There is one article in particular which should especially 
delight all epidemiologists—Dr. Richard Shope’s study 
of the origin of the virus responsible for infecting the 
first cases in an outbreak. Dr. Frank Fenner has very 
succinctly reviewed his own work on mousepox; and 
this should interest many clinicians and epidemiologists 
because of the analogies with.variola. There is a short 
article by Dr. Wyckoff on the electron-microscopic study 
of Virus growth and a stimulating study by Dr. Kidd of 
proliferative lesions caused by viruses. The book is 
beautifully printed and illustrated and would be cheap 
if the dollar were at its old value. 

~ In the third book Dr. Kenneth Smith has attempted 
to write an introduction to viruses which will survey 
the whole field, including the animal viruses, the plant 
viruses, and the bacterial viruses. As is well known, 
Dr. Smith is himself a plant virologist, and, although he 
has certainly mentioned the other groups, the work is so 
heavily weighted by his own particular interest that the 
book cannot be recommended as a balanced survey. It 
may be that to attempt such a survey at this time is to 
attempf the impossible. It is by no means certain that 
the three groups belong to a single series in the natural 
order, and bacterial virusés in particular are difficult to 
relate to the other groups at this elementary level. 


FORREST FULTON. 


MALARIA IN THE NEAR EAST 
Anopheles and Malaria in the Near East.. Anopheline 
Surveys in Syria and Lebanon, by H. S. Leeson, F.R.ES., 
Major, R.A.M.C. Ano helism and Malaria in Trans- 
jordan and in the Neighbouring Parts of Palestine and 
Syria, by W. H. R. Lumsden, B.Sc., M. Ch.B., 
D.T.M.&H., Lieutenant-Colonel, R.AM.C., and J. Yote, 
M.D., D.T.M., Lieutenant-Colonel, R-A.M.C. 
Anopheline Mosquitoes of Iraq and North Persia, ae 
T. T. Macan, M.A., Ph.D., F.R.E.S., Major, RAMC 
Introduction by Professor P. A. Buxton, C.M.G., F.R.S. 
London School of Hygiene and Tropical Medicine 
Memoir 7. (Pp. 223; 73 illustrations. £1 1583 
London: H. K. Lewis. 1950. 

An entirely new- feature in military technique was the 
thoroughness with which in the last war measures against 
malaria were intensively carried out and the success 
of such a policy in enabling troops even in highly 
malarious tropical countries to operate with remarkable 
freedom from effects of thisodisease. Though drug 
prophylaxis was largely responsible, this was-by no 
means the only action taken, and one of the most 
important measures was the investigation of conditions 
relative to malaria in-each area by trained malaria units 
and the carrying out of such measures‘as were indicated 
by these units. Incidentally in the course of their 
work these often amassed new knowledge about malaria 
in countries where little was previously known. 

An outstanding example may be seen in this 
memoir of the London School of Hygiene on anopheles 
and malaria in a geographical area which includes 
Transjordania, Syria, Iraq, and Jran—an area which has 
long been of unusual zoological and medical interest. 
Major H. S. Leeson discusses anopheles surveys 
in Syria and Lebanon, Lieutenant-Colonel W. H. R. 
Lumsden and Lieutenant-Colonel J. Yofe discuss 


anopheles and malaria in Transjordania and in the neigh- - 


bouring parts of Palestine and Syria, and Major T. T. 
Macan the anopheline mosquitoes of Iraq and North 
Persia. 


All are ‘thorough treatises on their respective ~ 
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areas and form important contributions to medical ento- 
mology. Apart from their medical and geographical 
interest the papers constitute the latest "revision of the 
species of anopheles of these countries, and as such are 
important standard works of reference. Maps and some 
excellent photographs of types of: country encountered 
` accompany the papers. As noted in an introduction by 
Professor P. A. Buxton, the memoir 1s the a of the 
resumed publication of the series. 


S. R. CHRISTOPHERS. 
ae p 


z PSYCHO-ANALYTIC THERAPY 


Technique of A Therapy. 

Lorand, M.D. (Pp. 251. 12s. 6d.) 

Allen and Unwin. 1951. 5 
Students of medical psychology, glancing through the 
extensive literature of psycho-analysis, often comment on 
the paucity of books dealing with the actual technique 
of the process. This 1s only partly explained by the 
difficulty of teaching a technique of psychic relations by 
means of the written word. Even a dictaphone cannot 
convey the significance of a short pause in association ; 
and such phenomena’as “resistance” can often be felt 
better than they can be explained, much less described. 
At any rate it'is a fact that no systematic textbook on 
the subject has yet appeared. The most successful 
approximations have taken the form of sets of lectures 
to psycho-analytical students. Among these the course 
given over a number of years at the New York Psycho- 
analytical Institute by Sandor Lorand, a teacher of ripe 
experience, is now presented in Book form and stands 
deservedly high as a practical introduction to’ analytical 
technique. 

Of the many ways of approaching the subject the 
author has chosen to follow the method of outlining 
the course of analysis in different psychopathological 
states, citing illustrative cases from among the hysterias, 
obsessional neuroses, sexual disorders, character diffi- 
culties, and depressions. To this end he has had per- 
force to sacrifice any detailed account of the theoretical 
basis of analytical therapy ; and his technical aphorisms 
are scattered throughout the work. This deficiency is 
to some extent compensated by chapters on interpreta- 
tion and counter-transference respectively ; the latter is 
a model of realism and common sense. 

This is essentially a book for the use of students of 

psycho-analysis, though it can be read with profit by 
ee psychiatrists, who should not, however, expect 
more from the author than he sets out to give-—namely, 
a practical outline of technique. , 

g _ EDWARD GLOVER. 


By Sandor 
ondon: George 


THE CEREBELLUM 


Problems in Cerebellar Physiology. By G. Moruzzi, 
‘M.D. (Pp. 116. £1 3s. 6d.) _ Springaele „Ilinois : 
Charles C. Thomas. Oxfo lackwell Scientific 
Publications. 1951. 
This book consists of four lectures delivered by 
‘Professor Moruzzi at the Northwestern University 
Medical School in December, 1948. He discusses only 
limited aspects of cerebellar physiology, paying atten< 
_ tion chiefly to the anterior lobe, which may be con- 
sidered as the spinal “story” of, the cerebellum. Some 
fifty years ago Sherrington found that. decerebrate 
rigidity could be inhibited by faradization of the 
anterior vermis of the cerebellum, and, though compara- 
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tively little importance was attached to this finding at 
the time, Moruzzi considers ‘that it was as fundamental 
for cerebellar physiology as Fritsch and Hitzig’s cele- 
brated stimulation experiments were for the physiology 
of the cerebral cortex. , 

The first two lectures are devoted to a study of experi- 
mental work done in his own department and in America 





as an outcome of this classical experiment, and Moruzzi . 
conchides-that the anterior lobe of the cerebellum has 


many features in common with the cortical suppressor 
areas, since they both inhibit spinal motor neurones 
through reticulospinal paths. 
analyses the physiological connexions between the 
anterior cerebellar lobe and the cerebral cortex, and in 
the fourth gives an interesting account of experimental 
work on the possible relationship between this lobe of 
the cerebellum and the control of autonomic activity. 
Though the results are still inconclusive they. indicate 
the need for further work on this largely unexplored 
aspect of cerebellar physiology, and, as Moruzzi 
remarks, Thomas Willis three centuries ago attempted 
to localize in the cerebellum the central control of the 
viscera. This monograph will be valuable to. everyone 
interested in neurophysiology. 


J. W. ALDREN TURNER 


SEX VARIANTS 


Sex Variants. A Study of Homosexual Patterns. By- 

George W. Henry, M.D. With Sections contributed by 

Specialists in Particular Fields. Sponsored by the Con 

mittee for the Study of Sex Variants, Inc. (Pp. 1,130; 

31 figures. £2 2s.) London: Cassell and Co. 1950. 
We are told that this book was sponsored by the Com- 
mittee for the Study of Sex Variants, which was founded 
in 1935. It is certainly a strange book. Its arrangement 
is as follows: Part 1 deals with men; and they are 
considered under three main headings—bisexual cases, 
homosexual cases, narcissistic cases. Part 2, which 
deals with women, is arranged in the same way. I did 
my best, but failed signally, to discover any real differ- 
ences between the three categories. Nearly all the homo- 
sexuals, so-called, as well as the bisexuals [sic] appear 
to have enjoyed both homosexual and heterosexual qut- 


lets ; and few of the alleged narcissists were cuisracdinsly . 


narcissistic. 
Each case was presented in the following way: 
(1) general impression, by the author; (2) family 


“background, by the author; (3) personal history, by 


the subject ; (4) physical examination, by the author ; 
(5) x-ray examination, by a specialist ; (6) comment; by 
the author ; (7) résumé, by the author. In almost every 
case the personal history is of interést and value, not so 
much, perhaps, from the psychiatric point of view as for 
the light that it throws on the social background of the 
North American continent. The physical examinations 
and the x-ray investigations are quite valueless, for they 
appear to have been conducted haphazard and without 
set purpose. The author’s commentaries are likewise 


“superficial and perfunctory: 


The ‘Kinsey report was important in that it 
broke down the information that it collected and pre- 
sented it statistically ; and the report covered the whole 
field of sexual activity in the human male. It seems 
a pity that a much more circumscribed study, such as 
the one under review, should not have been conducted 
on lines which would have brought out’ the facts more 
forcibly. After reading this book, I feel that I know. 


In the third lecture he - 
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very little more about psychosexual variants than [ did 
before, ‘although a great deal more about the social 
setting against Which these human dramas were enacted ; 

but I believe that an umaginative ‘novelist could have 
done the job better. One day, it is to be hoped, a devoted 
team of psychiatrists, sociologists, biochemists, anthro- 
“pdlogists, and statisticians, led by a man of originality’ 
and wide ‘human sympathies, will study the problem of 
-the sexual ‘deviant creatively, but the time is ‘evidently 
not yet. 


g 


É. B. Sinavas: 


_ TREATISE ON OPHTHALMOLOGY 


Manuel d'Ophtalmologie. By P. Bailliart and A. 
agit (Pp. 1,168; 602 figures.) Paris: G. Doin 
and Masson et Cie. 1950. : 
at textbook is intended; according to the atithors, for 
students and the newly qualified who desire to gain.the 
first ideas about ophthalmology, It can only be said 
that they have treated their intended public liberally. 
They. plead that, although 30 years ago a volume of t 
300 pages would have sufficed, scientific progress has 
‘ been such as to demand a treatise four times that size. 
The book gives the impression of careful and studied 
preparation, as one would expect. There are four main 
divisions headed respectively generalities, affections of 
the globe and adnexa, surgical technique, and refraction ; 
an appendix deals” briefly with industrial, ‘social, “and 
Service ophthalmological matters ; there is an excellent 
alphabetical index, and an ‘analytical table of contents. 
Methods and technique of examination dre well 
described: The volume does not include separate 
sections upon anatomy and physiology. The diagrams 
and drawings are good; some of the photographic 
reproductions are not so happy. There are no coloured 
plates. This is an-up-to-date textbook of ophthalmology 
which will be most useful: `, 2 
‘ Frank- W, Law. 


< 7. CLEFT PALATE 


Cleft Palate and Speech. By Muriel E Morley, B.SC, 

‘ F.CS.T. Second edition. Foreword by Professor T. P. 

Kilner, C.B.E., F.R.C.S. (Pp. 160; 56 figures. 12s. 6d.) 
+ Edinburgh: E. and S. Livingstone. 1951. 
This useful book begins’ with an account of the 
mechanism by which the nasopharynx is closed. If it be 
objected that this is a matter which should be left to 


- surgeons, anatomists, and physiologists, the author 


_~to work it out for herself. 


might reply that, until an intelligible and agreed account 
of this important and elementary subject is given in 
medical education, she has had to do the best she can 
Then she -describes the © 
various surgical attacks on the problem, indicating the 
welcome improvement from the original attitude that 
it was merely a question of closing a gap to the gradual 
realization that what was needed was the production of 
a function—that ‘of- voluntarily shutting the naso- 
pharynx.. The- progressive improvement in function so _ 
gained has much lightened the taskof speech therapists. 
„Miss Morley’s balanced and intelligent, attitude to 
her work is shown by her awareness that the best results 
of. her surgical colleagues do not need her help at all, 
that an intelligent child who has been given a working- 
palate before bad habits of speech have been acquired 
1s often best left alone. She discusses the indications for 
speech therapy and the- time at which-it should be begun, 


‘ and gives‘a full account of the Processes of speech , 
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education. There is a statement-of the many different 
obstacles to perfect enunciation, illustrated by some 
interesting case histories. An apparently normal child, 
who has béen given an efficient nasopharyngeal 
sphincter, may persist in almost unintelligible speech. 


Miss Morley shows how this may'be due to the lack of” 


power of hearing speech properly, just as other children 
may have great difficulty’ in spelling owing to being 
unable to see written words properly. One small, 
criticism is this: the author might point out that, just 
as there is a price to ba paid in pain and danger for, 
any operation, so there is a price to be paid for speech- 
therapy in the mental strain it puts on the child and its: 
liability to result in grimacing. The dangéts of this 


sensible and intelligent as Miss- Morley’s.' 
DENIS BROWNE, 
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` BOOKS RECEIVED - - 


Review is not precluded by notice here of books secently received 


Evaluation of Industrial Disability. By the Committee for 
Standardization of Joint Measurefnents in Industrial Injury Cases 
of the Cabfornia Medical Association and Industrial Accident 
Commission. (Pp. 89. 32s.) London: Geoffrey Cumberlege. 
1950. ' 


Aids to Clinichl Pathology. By D. Haler, M.B., B.S., D.C.P. 
2nd ed. (Pp. 398. 8s. a London: _Baillière; Tindall and Cox. 
1951: $ 


tue, 


. kind are, however, much diminished by an approach as 


Contraceptive Technique. By H. Wright, M.B., B.S. @p 68.. 


6s.) London: J. and A ~Churchill. 1951. 


Plastic $ . By C. R. McLaughlin, M.B., “ChB, Eis 
F.R.C.S.Ed. (Pp. 125. 12s. 6d.) London: Faber and Faber. 
1951. 7 ar 


By W C. Boyd, Ph.D. 


Genetics and the Races of Man. 
. 1950. 


(Pp. 453. 30s.) Oxford: B ackwell Scientific Publications. 


By M. McEwan, M.B.E., SRN, 5.C.M. 


Health Visiting. a 
5 


(Pp. 383. 18s.) London: Faber and Faber: 


Micro-Artertography and Other Radiological Techniques 
m loyed in Biological Research. By A. E. Barclay, OBE, 
DSc, FRCP. FFR. (Pp. 102.- 30s ) ‘Oxford: 


Spade Scientific Publications. . 1951. 
The Day Hospital. By J. Bierer, MD, D.Econ (Pp: 56. 
6s.) London: H, K. Lewis. 1951. 
Selected Writings of: Sir William Osler., Edited by a Com- 
mittee of the Oder Club of London. (Pp. 278. 15s.) London: 
Geoffrey Cumberlege. 1951. > : E Ae 
t- / i A z 

g the Nervous System. By O. Lamel, M.A, 

a, Re 2nd ed. (Pp. 520. $9.) . New York: Appleton- . 


Century-Crofts. 1951,^ 


Primer on Fractures. Prepared by the Special -Exhibit Com- 
mittee-on Fractures in Co-operation with the Committee on 
Scientifié Exhibit of the American Medical Association. 6th ed. 
(Pp. 109. $2.) New York: Paul B Hoeber. 1951. 7 


Die Liebesfahigheit. By Dr. E. Speer. (Pp. 181. 
Munchen: J. F. Lehmanns. 1951. -f 


Clinical and Prognostic Aspects of Acute Coronary Occlusion. 
By S. Eckerström. (Pp. 107. No price.) Göteborg: Elanders 


No price.) 


Boktryckeri Aktlebolag. 1951. 
Enterobacteriaceae. By F. Kauffmann, “MD. 338. 
Sch. 50) Copenhagen : Ejnar Munksgaard, 1951. 


Der Dünndarm im Rontgenbild.. By Professor F. Kuhlmann. 


(Pp. 110 M. 11.80.) Berlin: Urban-and Schivarcedberg. 1951. 
i Obsimadeiasttnas de Nourrisson. By Dr. 'H. aa 
a 84. 420 francs.) Paris: Masson 1950, À 
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7 RESEARCH IN. PAEDIATRICS 


The whole paediatric world will be indebted to the 
members of the Harben Trust for their foresight in 
ensuring that a first-hand account of the numerous 
investigations carried out under the inspiration and 
. direction of the late Sir Leonard Parsons has a 
permanent place in medical literature. There have 
been many famous Harben lecturers, who are chosen 
to discuss “some subject embodying the results of 
original research, in conjunction with the science of 
public health” ; among the earlier names are those 
of Ronald Ross, Thomas Oliver, Metchnikoff, and 
Ehrlich. The Trust’s invitation to -the late Sir 
Leonard Parsons to be lecturer for 1950 brought 
him much satisfaction and pleasure, but, charac- 
teristically, some personal anxiety lest his contribu- 
tion should prove unworthy of the established high 
standard. His lectures? were delivered within one 
week -of his lamented death, and are a modest 
record of his own endeavours and achievements in 
paediatric research and a fine tribute to the work of 
his colleagues and assistants at Birmingham. But 
the lectures go beyond a factual record of the 


researches conducted in Birmingham ;' they present’ 


Sir Leonard’s carefully reasoned opinions upon many 
different paediatric problems. Indeed, even his 
friends who knew him well, and were aware of his 
enthusiasm and remarkable capacity for hard work, 
are likely to be surprised when they read these 
lectures, and realize how varied were his paediatric 
interests and how brilliantly he illuminated the prob- 
lems that he attacked. . When, in 1920, he took charge 


of a ward in the Birmingham Children’s Hospital no . 


laboratory facilities for research work were available ; 
a certain amount of morbid anatomy was done by 
one of the assistant physicians, but there was no bio- 
chemist, no clinical pathologist, and no adequate x- 
ray service. These conditions were, in fact, the rule 
in almost every children’s hospital in the land at that 
time, and Parsons made up his mind to put Birming- 
ham “ on the map,” in the sense that clinical observa- 
tion and morbid anatomy were to be backed up by 
adequate laboratory assistance: and to unremitting 
labour he added not only the highest qualities of 
“THER Inst publ Hith, 1951, 14, 83, 95, and 124. 





personal character but also the ability to attract, to 
interest, to excite, and to encourage his numerous 
assistants. 

The three Harben Lectures do not follow the - 
chronological order of Parsons’s researches. The 


‘first is mainly an account of antenatal paediatrics, 


a Subject that enthralled him, especially during the 
last 10 years of his life ; and it is not until the later 


‘part of the second lecture that he mentions his earliest 


work on wasting disorders in young children, when 
he rendered a great service to paediatrics by bringing 


_ common sense and breadth of outlook to bear upon 


a very confused subject. Then followed the period 
when infantile rickets, coeliac disease, and coeliac and 
renal rickets were the main subjects of his researches, 
and „these are described in the last lecture. The 
splendid contributions that Parsons and his team 
made in studying various anaemic states in infancy 
are discussed in -the second lecture. This work, and 
particularly his investigation of haemolytic disease of 
the newborn, was done mainly between the two wars 
and is perhaps the high-water mark of Parsons’s 
research activities, not only for the light that it shone 
upon this particular problem but for the example it 
set to clinical research workers of the future. Indeed, 
every page of the Harben Lectures bears the impress 
of the author’s intellectual integrity, of his loyalty to 
his assistants, and of his own modesty, which is well 
exemplified by his omitting to mention that the 
infants’ block at the Birmingham Children’s Hospi- 
tal, which .he describes when discussing the control 
of infections in infancy, was dedicated to him and 
bears his name. 

To-day, in these,Harben Lectures, we read the 
stirring record of a life devoted to the use of bio- 
chemistry, pathology, bacteriology, and haematology 
as interpreters of clinical paediatrics ; 50 years hence, 
if the lecturer is a paediatrician, what story will he 
have to tell ? Perhaps the present-day fashion among 
paediatricians of paying particular attention to the 
mysteries of intrauterine life offers some clue. This 
emphasis upon the importance of antenatal paedia- 
trics-has grown as a natural counterpart to other 
developments: the advances of biochemistry and 
their application by experimental embryologists, the 
discovery that in certain animals deformities may be 
caused by vitamin’ deficiencies in the mothers’ diets 
and by other influences operating upon the mother 
early in pregnancy, and the observation that German 
measles may, in the human subject, be one such 
harmful influence are but a few of the factors that 
have played some part. The effect has been to under- 
line the fundamental significance of growth and 


development as the outstanding characteristics of 
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child life and to focus attention ‘upon the sensitivity 
of immature’ creatures tọ environmental conditions. 
If health is to be preserved, the first essential must be ~ 
` that growth and development shall be able to pro- 
ceed. normally, and this applies not only to antenatal 
life but throughout the whole of childhood. 

A few weeks before ‘his death Sir Leonard Parsons 
gave an impressive address at the opening of the 
Department of Child Health of ‘the. Welsh National 


School of Medicine. In this (see page 1137) he dis- , 


cussed among other things the growth of preventive 
paediatrics. -Up to the present there has been a some- 


what artificial separation of preventive from curative 
paediatrics, and, though the two camps are drawing . 


together, real vitality will not be generated until there 
is complete union. There is a_need for fuller study 
` of normal childhood by appropriately trained and 
intelligent workers, and to this end there must be 
enlargement of the university departments and insti- 
tutes of child health to include such workers. . Alterna- 
. tively, research work of this type must be encouraged 
in other university departments—for instance, in those 
concerned with physiology and psychology. There 
will, of‘course, be continuing opportunity for advances 


in clinical paediatrics and for direct personal service _ 


to the patient—work which gives the satisfaction 
described Sy Florence Nightingale in these words: 
“ If I have anything of the kind to do I can do without 
marriage or intellect or social intercourse or any of 
the things people sigh after. . . . I want nothing else, 
my heart is filled.” Clinicians, if they se desire, can 
usefully give a “prophylactic” flavour to their work 
by emphasis upon those’ types of physical disorder 
that are at present mainly responsible for ill-health in 
 childhood—trauma, respiratory infections, the com- 
mon infectious fevers, and, in infancy, disorders of 
nutrition. There are also great opportunities for 
linking prevention and treatment more closely in the 
field of mental ill-health. But the trend of progress 
_ in paediatrics is likely to put the healthy child rather 
than the sick child in the centre of the picturé, and 
the successive gradations down the scale of full health, 
average health, subnormal health, and disease will be 
studied in that order. This reversal of the“ present- 
day pattern—so fruitfully followed by Parsons—in 
which disease is traced back to its sources, is no 
novel conception but rather a question of viewpoint 
and emphasis. One desirable result will be to remove 


any artificial division that at present exists in the.. 
To enlarge our knowledge and_ 


paediatric structure. 
understanding of health, especially during the period 
of most active growth and development, is’ becoming 
increasingly important in the interests both of the 
individual and of the nation. 


PNEUMOCONIOSIS IN SOUTH WALES 


Between 1931 and 1948 more than 22,000 British 
coal-miners had to leave their work because they were 
suffering from pneumoconiosis. Nineteen thousand 
of these men were from South Wales, where the’inci- 
dence of this disease is 40 times as great as in the 
rest of Britain. This concentration of disabled men 
in one coalfield has given rise to a very serious 
social problem, recently reviewed by Hugh-Jones 
and Fletcher. Approximately 10% of an estimated 
population of-43,000 certified and uncertified cases of 
pneumoconiosis are unemployed yet capable of work 
under normal industrial conditions. No country can 
view without serious concerti a situation in which men 
disabled by serving a vital industry cannot find work 
at atime when there are more jobs than men to fill 
them. Nor can it afford to allow younger men to 
be discouraged from mining by seeing groups of un- 
employed disabled miners at the street corners, of 
mining villages. 

Well-intended welfare schemes—such as the Dis- . 
abled Persons (Employment) Act, the Grenfell and 
Remploy Factories, and the encouragement given by 
the Board of Trade to private industry to’ come into 
South Wales—have not met the needs of these men. 
The physical disability of breathlessness among the 
more disabled prevents them from doing heavy un- 
skilled work, which is plentiful in South Wales. Most 
of them have reached the age of 50 and feel incapable 
of learning new skills for light work or of competing 


against the younger men and womenfolk for the light 


unskilled jobs. Moreover, they are crowded together 
in the'Welsh valleys, where there is no alternative to 
mining and where transport to other areas is difficult. 
To make matters worse, they live in a region where 
11% of the male working population is disabled. 
Thus competition for the few jobs they can do is high, 
and to register as a disabled person is of fio help. 
Some men refuse to take this step, bécause they con- 
sider they have better- prospects of finding work in 
the normal labour market. It is easy to understand 
their relfictance to break their ties with Wales to find. 
jobs in other regions. Hugh-Jones and Fletcher sug- 
gest that a system of medical follow-up and grading 
of ex-miners with pneumoconiosis would give them 
the reassurance that so many of them need and could 
steer them into appropriate jobs. Writing as doctors, 
they do not consider it within their province to make 
any social or economic recommendations. This is the ` 
concern of various Government Departments. Since 
1947 a National Joint Pneumoconiosis Committee 
"4 Social Consequences of Presmocontosis among Coalminers In South Wales x 
(Medical i Memorandom No. 25), 1951, HMSO , London. 
a Brit. J. industr. Med., 1951, 8, 53, 
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has co-ordinated the activities of these departments. 
Through one of its subcommittees it has considered 
the problem of re-employment, and the Ministry of 


Labour and the Board of Trade have acted energeti- 


cally on the advice given by this committee. It would 
be interesting to know more about the measures that 
have been taken to deal with the problem and why 
they have not been successful. 

Although the Pneumoconiosis Research Unit has 
not given an answer to the immediate pr blem of 
finding work for these men,-in this and its other pub- 
lications it is evident that it has already made a con- 
tribution which will bring great benefits to the mining 
community. There is now enough evidence to show 
that pneumoconiosis consists of two disease pro- 
cesses: the first, simple pneumoconiosis, due to the 
action of dusts alone; and the second, progressive 
massive fibrosis, which occurs only in well-established 
simple cases from a superimposed infection. Men 
with the earlier stages of simple pneumoconiosis are 
now allowed to continue work in mines, if they so 
wish, under medical supervision. This ends the un- 
necessary suspension of many reasonably fit miners 
with the simple form of disease; some of these 
bitterly resented the regulations of the Workmen’s 
Compensation Act which took their jobs away from 
them i x 

The prevention of this disease depends ultimately 
on dust suppression, which in a coal mine is very 
costly. Complete suppression of dust is impracti- 
cable, and information wanted by engineers is the 
concentration of airborne dust which is low enough 
not to give rise to pneumoconiosis. In another report? 
Fletcher and his colleagues claim that the introduc- 
tion of periodic radiological examinations of coal- 
miners in conjunction with routine dust estimations 


\would in time indicate safe standards of- dustiness. 


Before these have been defined the periodic examina- 
tions would reveal the pits where early signs of the 
disease were arising and enable the engineers to con- 
centrate on them. Disability develops late in coal- 


“ workers’ pneumoconiosis, but radiological changes, 
- indicating a danger of later disability, usually appear 


before irreparable damage has been done to the lungs. 
Such a scheme would give immediate protection to 


the men still in the mines. It could also be combined, 


with the suggested supervision and replacement of 
disabled ex-miners. This might help to solve the 
immediate problem of unemployment, by giving the 
men who are fit enough to do mining, and want to do 
: oe 5 

it, the opportunity to return to the work which was 
unnecessarily taken away from them by well-intended 


‘ but misguided regulations. 
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ELECTROCARDIOGRAPHIC DIAGNOSIS OF 
~ | ANGINA 
The diagnosis of angina pectoris depends almost 
entirely upon careful assessment of ‘subjective sensa- 
tions described by the patient, since definite physical 
signs of heart disease are seldom found. As in other 
disorders in which reliance must be placed on symptoms 
alone, difficulties arise when the symptoms are atypical 
or when the history is confused by functional distur- 
bances unrelated to the disease. In such cases a reliable 


_ objective test would be invaluable, and many attempts 


have been made to evolve an electrocardiographic test 
for the diagnosis of angina. ' Although the electrocardio- 
gram is usually normal in patients" with angina, it has 
been known for many years that definite changes can 
be demonstrated if the tracing is taken during an attack.? 
Hence it appeared likely that induced myocardial anoxia 
might be used as a test in anginal subjects to bring about 
similar cardiographic changes. Tests entailing the breath- 
ing of air with a low percentage of oxygen have been 
described,? but the technical difficulties and the potential 
risk to life have precluded their general use.. Electro- 
cardiographic examination after sustained exertion has 
proved a more simple and reliable procedure, and the 
“2-step” exercise test of Master has hitherto been 
regarded as being the most satisfactory of such tests. ¢ 
In this patients are examined electrocardiographically 
before and after taking a standard amount of exercise 


according to age, weight, and sex. Depression of the” - 


RS-T segment below the iso-electric levelvor a change 
from a normal to a flat, biphasic, or inverted T wave 
are found in patients with coronary insufficiency. The 
number of positive results obtained with this test has 
varied with the criteria adopted for RS-T depression by 
different observers, but it is probable that it is of diag- 
nostic value in about 50%-of patients with angina. 
Recently Paul Wood and his colleagues’ have de- 
scribed a simplified test which promises to be more 
reliable than that of Master. In this modified effort 
test a control electrocardiogram, including standard 
leads, unipolar limb leads, and unipolar chest leads 
is taken at rest and repeated at half-minute inter- 
vals after the patient has been exercised until pain, 
dyspnoea, or fatigue has called a halt. The use of a 
direct recording electrocardiograph greatly facilitates the 
interpretation of the tracings, since it is possible to detect 
at a glance the lead in which the changes are most 
marked. To assess the value of their test Wood and his 
co-workers carried out a comparative investigation on 


‘100 patients“ with ‘angina pectoris but without abnor- 


malities in the resting electrocardiogram and on the same 
number of healthy subjects. It was found that in some 
healthy individuals after exercise there-was a depression 
of the RS-T junction followed by an RS-T segment 
which rose sharply to a normal T. wave. Slight flat 
depression of the RS-T segment, not more than 0.5 mm. 


i pomatield, 9 Lancet, 1918, 2, 457. 
Pattorzon, J . È., Cier Clerk, T W , and Bruenn, H. G., J. Amer. 
med. ASS , 1941 117, 2113. 
`i Mast ter, , Amer, Heart J., 1935, 10, 495 
Pasig fe intern. Med , 1930 , 32, 842 
§ Brit. Heart J., 1950, 12, 363 | S 


" 


‘May 19, 1951 


ELECTROCARDIOGRAPHIC DIAGNOSIS OF-ANGINA 


1131 


Barriga 
MEDICAL JOURNAL 





below the P-Q level, was found in a few of the controls. 
Of the patients with añgina pectoris, 88% developed 
"characteristic changes in the left ventricular leads, lead 
V, being most commonly altered. The usual changes 
consisted of a flat or sagging depression, greater than 
1 mm., of the RS-T segment ; less commonly the T wave 
was flat, biphasic, or inverted. Transient bundle branch 
block was seen in two cases. The proportion of positive 
results was far higher than that obtained by any pre- 
vious effort test, a fact probably due to. the alteration 
‘ of the criteria for limiting the amount of effort. Indeed, 
it seems fundamentally wrong that a standardized effort 
test should be applied to a disease like angina pectoris 
in which the factors precipitating an attack are so vari- 
able, Other reasons for the success of this test are the 
routine use of the direct-recording electrocardiograph 
and the clear distinction between depression of the RS-T 
junction and definite flat or sagging depression of the 
~ RS-T segment. 


THE’ MOSQUITO AND ITS PREY 


There is a popular idea that mosquitoes prefer to bite 
certain individuals. The evidence from subsequent skin 
eruptions, however, is unreliable, for people equally 
bitten may exhibit all degrees of skin reaction from 
severe to none at all. Nevertheless, there is some sound 
support for the idea. Certain African mosquitoes have 
been consistently observed to attack some men in pre- 
ference to others, thougtxan individual’s attractiveness 
varied from time to time.t It has also been found that 
biting mosquitoes prefer full huts, containing sleeping 
Africans, rather than empty ones; and more are 
attracted by numerous and unwashed sleepers than by 
few or washed ones.* Thorough cleansing with’ soap 
and water decreases attractiveness? Artificial tests sug- 
gest that they can be attracted by such crude stimuli as 
warm objects,* lights at night,” dark objects by day,’ 

_ and the gas carbon dioxide,’ though there is controversy 
about this last, and some authors’ deny its effect. The 
unreliability of simple stimuli is not surprising. Instinc- 

tive behaviour reacts to a pattern of impressions rather 
than to a single sensation; thus a mosquito may well 
behave erratically in response-to warmth or CO, 
divorced from the shape and humidity associated with 
a real man or animal, and the African field observa- 
tions suggest that mosquitoes possess considerable 
discernment. Recent tests* in the open in Ontario and 
Labrador attempted to avoid this difficulty. Robots 
dressed in human clothing, kept warm by hot water . 
inside, and exhaling gases through a “ mouth-hole,” 
were set up as targets for the viciously biting species 
of Aédes which infest those regions. Under these con- 
ditions dark clothing was found to be more attractive 
than‘ light, rough than smooth ; and damp than dry im 
warm weather, though’ the reverse was true in the cold. 
Carbon dioxide blown from the “ mouth ” increased the 
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robot's attractiveness, and so, strangely enough, did the 
vapours of ether and petrol. This is largely in line with 
much earlier work summarized by Marston Bates.* 

But experimental work of this kind, aimed at devising 
better mosquito repellents, must in the end be felated 
always to the natural behaviour of the mosquito towards 
man, and unfortunately field observations have hitherto 
been all too few. Dr. R. C. Muirhead-Thomson’s work 
reported on page 1114 of this issue has therefore a 
double importance when it reveals that adults are pre- 
, ferred to children, and men to women, at least by 
’ Jamaican mosquitoes. It shows which members of 
the population particularly require protection, and sug- 
gests that there may be some sexual factor in attractive- 
ness. It also—and this is equally important—throws a 
completely new light on the epidemiology of malaria. 
If children under 2 are very rarely bitten, their noted 
freedom from the symptoms of malaria may simply be 
due to this fact rather than to a malarial immunity. 
And if mosquitoes pay them little attention they can 
hardly be the natural reservoir ofthe malarial parasite 
and responsible for infecting harmless mosquitoes. This 
West Indian work is promising and demands to be 
extended by field observations on a wide front. Though 
the habits of Anopheles albimanus in Central America 
and the Greater Antilles may make observation fairly 
easy, the difficulties in Africa and Europe are not in- 
superable, and attempts should now be made to elimi- 
nate this gap in our knowledge of mosquito natural 
history. 


STUDENTS FEEL THE STRAIN 


Last autumn, at the beginning of the academic year, 
there were 83,592 university students in England, Wales, 
and Scotland,’ almost exactly in the proportion of three 
men to one woman,’ and as a rough estimate it may 
be taken that one man in twenty and one woman in. 
sixty is selected: for university education. The quick 
establishment of health services in almost all British 
universities during the Jast few years has brought some 
interesting facts to light about this highly selected group 
of people. The medical officers in charge of these ser- 
vices quite rightly paid immediate attention to tuber- 
culosis, because it is a recognized danger to young adult 
life and because of its ability to produce local epidemics 
in partially closed communities. At student health con- 
ferences, however, it was soon apparent that mental ill- 
health was likely to rival tuberculosis as a serious handi- 
cap to normal undergraduate life, and nearly two years 
ago a committee was convened to consider the causes 
of mental ill-health among students. A system of noti- 


“fication of numbers (not names) of cases of serious 


mental breakdown during the present academic year 
with sufficient co- 
operation, provide a comprehensive picture for the 
country as a whole. As forerunners of more exact ' 
knowledge in this field two recent reports may be cited 


1 The Economist, March 24, 1951 

3 The Problem Facing British Universes, 1948, London, 

æ Report to the University of was on the Student 
1949-50 Session. 

4 Lancet, 1951, 1, 731. 
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—one by Hitchens, Grant, and McKnight? (from the 
University of Wales) and the other by Parnellt (from 
Oxford). “In each report, largely through the co- 
operation of college authorities and university regis- 
trars,` figures are presented which demonstrate clearly 
the relative importance of mental illness and tubercu- 
losis. From Wales, with a university population this 
year numbering 5,124, it 1s reported that 37 students 
(from all academic years) failed to complete last year’s 
session through mental ill-health. _At Oxford it was 


found in a survey of prolonged illness causing not less 


than a term’s absence that mental illness and nervous 
breakdown accounted for 52.5% of the whole, tubercu- 
losis for 23%, and other conditions for 24%. As an 
indication of more serious disturbance 9 of the 35 under- 
graduate deaths in the three years 1947-9 were suicidal. 
If these figures are typical of what may be found in 
other universities, there seems to be an urgent need to 
examine the relative importance of the various causes 
of mental ill-health in students—causes which include 
such stresses as those due to academic difficulty, exami- 
nations, trouble at home, fear of disease, problems asso- 
ciated with sex, and with mental staleness or fatigue. 
Financial difficulties, because an increasing number of 
students receive grants, are probably less frequent than 
they once were, though the fear of failure and con- 
sequent loss of grant may be intense. Few serious 
students, of course, would claim that they had never 
felt the effect of mental strain. At this time of the 
year, in the weeks preceding examinations, health 
officers have learnt to expect a crop of complaints, 
especially- insomnia. The remedy is obscure. No known 
psychological tests and no assessment of work by super- 
visors can exactly replace the standardized test of per- 
formanee in examinations, though changé in the exami- 
nation time-table might lessen the strain. And to require 
a bill of psychological health before admission to a 
university might exclude many first-class students. 


Pagi 


ANTIBIOTICS FROM LICHENS ` 


During the past 10 years the entire vegetable kingdom 
has been ransacked in the search for new antibiotics, 
and among the quainter plants in which this search has 
yielded some results are the lichens. In any such explor- 
ation an interesting possibility always to be borne in 
mind is tbat an explanation may be found for the action 
of some ancient remedy, whether in folk-lore or pharma- 
copoeia. Lichens are particularly promising in this con- 
nexion, since their medicinal use goes back beyond the 
tıme of Hippocrates, and they have been employed in 
many countries for a variety of purposes, some of which; 
such as the treatment of coughs generally, or phthisis, 
and application to wounds or inflamed areas, are consis- 
tent with antibiotic activity. K. O. Vartia! prefaces an 
account of his own work on this subject with a review 
of these earlier uses. Many of these are merely magical 
or superstitious—for example, “ Mucus cranii humani,” 
lichen grown on a human skull, was “ worth its weight 





1 Ann Med. exp. Biol fenn , 1950, Suppl. 7 


in gold.” Nevertheless, some of them may have had - 
a genuine effect: lichen extracts have been official 
remedies and the subject of pharmacological study. 
Several of the acids which are their active cénstituents 
were identified years ago and their other properties deter- 
mined before the present place of antibiotics i in medicine 
was even imagined. 

The study of these substances as antibiotics has been 
pursued only during the past five years, and has centred 
largly on usnic acid, which has a considerable degree of 
activity not only against various Gram-positive species 
of bacteria but also against the tubercle bacillus. It 
emerges as generally the most active substance from 
the extensive survey now reported by Vartia. He began 
by testing 149 varieties of lichen collected in Finland 
against eight species of bacteria, by placing a fragment 
of the plant on an inoculated plate: 75 inhibited the 
growth of some species, and in most, but not all, this 
was the effect of a known constituent. Further tests 
were done by a more elaborate quantitative method with 
purified extracts of known chemical composition, to 
determine the degree of activity against a considerable 
range of ordinary bacteria, tubercle bacilli, and certain 
fungi. The results furnish a comprehensive picture of 
the antimicrobic activity of these interesting compounds. 
Only one has any effect on Gram-negative species of 
bacteria: Gram-positive species are the most highly 
and frequently susceptible, activity against tubercle 
bacilli being less frequent and generally of a lower 
order (although this fact, as the author points out, may 
have been due in part to the size of his inoculum), and 
that against fungi still less marked. Vartia believes 
that there is still scope for further work in this field, 
and even seems to entertain the possibility that usnic 
acid may prove useful as an adjuvant to streptomycin 
in the treatment of tuberculosis, 


OLD AND YOUNG 


To live to 100 years is an unusual achievement, but 
more people than formerly are attaining that distinc- 
tion. According to the Registrar-General,’ 116 people 
reputedly aged 100 or over died in England and Wales 
in 1946 and the same number in 1947. The average 
number who did so in the six years 1940-5 was 105, and 
in the five years 1935-9 102. Women have a notable 
advantage over men here, for, of the 232 deáths of ` 
people aged 100 years or over in 1946-7, 191 were 
women. In each year one woman died at the age of 108. 
The nearest male competitor to these two was aged 106 
at death in 1947. 

_At the other end of life the death rates continue to 
improve. ‘The infant mortality rate in England and 
Wales was 42.9 per thousand related live births in 1946, 
41,4 in 1947, and the provisional figure for 1950 was 29.8. 
In 1946 and 1947 the north region had the highest infant 
mortality rate (51.5 and 50.7), while the south-east had 
the lowest (34.5 and 32.7). Between 1937-9 and 1947 
the greatest regional reduction in the infant mortality 
rate was‘in Greater London with a 34% decrease, while 
in the north region and in Wales reductions amounted 
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to only 19% and 18%. As the Registrar-General says, 
it is unsatisfactory that the two regions which have per- 
sistently had very high rates are’the two that show the 
smallest relative reductions since 1937-9, 

The neonatal and infant mortality rates in 1947 in 
England and Wales are compared in the following table. 
with those of certain other countries : 









England and Wales . 
Canada jon eer ee 


Australia .. 
New Zealand 
USA... 





The most notable dide are in the infant morality 
rate, the rates for England and Wales and for Canada 
being notably higher than the others. The figures in the 
last column emphasize the relative importance in these 


two countries in 1947 of deaths of children aged 1 morth ` 


to 1 year. In this age group social conditions probably 
exert a greater influence on the death rate than they do 
“during the first month of life. i 
- The Registrar-General has some’ interesting comments 
to make on deaths from accidental mechanical .suffoca- 
tion, In 1931 there were 333 deaths certified as. due to 
this cause. “In 1939 there were 384 ; in 1945 there were 
600, and in 1947’ there. were 911. A higher birth rate 
does not account for these increasing numbers. Whether 
the deaths are, in fact, due to suffocation or not is.a 
_ point that has been debated, and suggestions have been 
made** that fulminating pneumonia is the true cause in 
many cases, But, as the Registrar-General points out, 
whatever may be the true cause of death, it is difficult ` 
to account for the increasitig number of deaths certified” 
as resulting from accidental mechanical suffocation. 


“FREE DIET” IN DIABETES” 


The significance of hyperglycaemia in the human. 


diabetic has long been the subject of controversy. It 
is generally-agreed that hyperglycaemia is the cause of 
such symptoms as thirst, polyuria, and pruritus vulvae, 
but there is at present no conclusive evidence that it 
is wholly or even in part responsible for the vascular 
` and‘ retinal complications of the disease. Joslin and 
his co-workers in America and Graham and Lawrence 
in this country have always taken the view that the 
surest way to avoid such complications is to.maintain 
“the best blood-sugar control compatible with safety 

and a reasonably normal mode of life. 
` has recently brought forward some evidence in support 

of the view that the incidence of vascular and retinal 


complications is greater in .those long-standing cases - 


of diabetes with poor blood-sugar control than in those 
in. which it-has been well maintained. The objection - 
to this conclusion is the impossibility of estimating with 

1 Statisticul Review of England and Wales, 1946-7, Toxt Vol. I Medical, 
D LEM, ae Exqury into the Statistics of Deaths from Violence and 
ee "Causes in she patra i Kingdom, 1915 


H., Bri ; 
«Bowden K Med. J Austral , 1950, 1, 65. “3 
5 Logan, W P. D., British Medleal Journal, 1951, 1, 815. - 
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any degree of accuracy how effectively the blood sugar 
has been controlled over a period of years. On the 
other hand, Dolger? has found that duration of diabetes 
is the only factor of importance and that the incidence 
of complications is uninfluenced a: the degree of 
control. 

In the face of,such divergent opinions the report of 
Drs. C. C. Forsyth, T. W. G. Kinnear, and Professor 
D. M. Dunlop on 50 cases of diabetes- treated for a 
period of five years on so-called “ free diet 3 and insulin 
is of interest and importance to all who treat diabetes, 
and particularly to those in charge of diabetic clinics. ` 
The term “free diet” has been somewhat modified to 
mean a diet dictated by appetite except for the omis- 
sion of table sugar; jam, chocolate, and sweets, though 
rather surprisingly it never contained less than 200 g. 
of carbohydrate per day. The results were very much 
what might be expected : clinical control—that is, free- 
dom from hunger, thirst, pruritus, nocturia, and ketosis 
—was readily,-achieved in 39 out of -the 50 cases, the 
remaining 11 having to be put back on a more conven- 
tional restricted diet because of frequent hypoglycaemia, 
excessive- insulin requirement, or pruritus vulvae. The 
problem of obesity was avoided by confining the investi- 


-gation to diabetics who showed no tendency to be fat 


before the onset’ of the disease. The. insulin require- 
ménts of young patients showed the greatest rise, and 
the authors discuss the significance of this in relation to 
modern conceptions ‘of the aetiology of diabetes. 
Apart from the-dangers of hypoglycaémia attendant 
upon the use of a truly “free” as opposed: to an un- 
restricted diet, the only really important issue is that 
of the incidence of complications in patients so treated, 
and on this all-important point the Edinburgh investi- f 
gation throws no light—in fact, it casts a little gloom. 
In the absence of more detailed information dbout the 
duration of diabetes it is difficult to assess the signifi- 


` cance of the occurrence during the five-year trial period 


of retinitis in four of the patients having the “free 
diet”; the absence of any reference to complications 
arising in the control group presumably must be taken 
as indicating that there were none. If this inference is 


correct it is at any rate still unjustifiable to regard “free _—- 


diet” as being as good as, far less better than, the 


adequate but controlled intake of carbohydrate which- * 


is favoured by most workers in this country. It would 
be quite unfair to the authors of this article not to. 
emphasize that they are concerned only with the pre- 
sentation of clinical observations, and do not them- 
selves advocate “ free diet” in the treatment of diabetes. 
There can be no doubt that the premature adoption of 


an interval of 10 or more years might the harm done 
become apparent as an increase ‘in the already deplor- 
able incidence of vascular and retinal complications. It 
is to be hoped that the Edinburgh workers will continue 
their study, giving special attention to the incidence of 
complications. Meanwhile, until more is known on this 
subject, those who treat diabetes should not be deterred 
from continuing reasonably to strive after a physio- 
logical ideał; however unattainable it may be. 


1J. Amer. med, Ass., 1947, 134, 1289. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


THE 


Acute mental cases' can be divided into those in which 
the diagnosis is obvious and those in which it is not. If 
‘an individual becomes violent and noisy it is clear to 
all that something should be done; but when patients 
are quiet and do not show dramatic changes in 
behaviour the need for action may not be realized until 
it is too late. A substantial number of potentially 
recoverable ‘melancholics are permitted to commit 
suicide because the severity of their condition is not 
realized. 

The incidence of acute mental breakdown is ‘high. 
In round figures, of the 20,000 Health Service patients 
admitted to mental hospitals in England ‘and Wales in 


1950, 1,000. (5%) were admitted on Urgency Orders. . 


In addition, a high proportion of the patients not so 
admitted—for example, many voluntary patients— 
suffered from acute conditions. In 1948, 4,604 indi- 
viduals (2,900 males and 1,704 females) committed 
suicide ; there were probably ten or even twenty times 
that number of unsuccessful attempts. Most murders 
are committed by the insane; 30-40% of murderers 
commit suicide before arrest. > x 


s History Taking 

An, independent, account is quite essential, as from 
the nature of their condition acute mental patients are 
usually uncooperative or even actively antagonistic. 
Difficulties often arise and much time is wasted be- 
cause doctors are rushed off to see a patient knowing 
nothing except that he bas become “violent.” ` An 
adequate opinion about the diagnosis and appropriate 
treatment can seldom be formed solely from an exami- 
nation of the patient without prior knowledge of the 
past history and the development of ‘the symptoms. 
Again, the assistance and equipment that may be neces- 
sary should often be mobilized before the patient is 
examined, if struggles and scenes are to be avoided. 
It is, for example, both difficult and dangerous to give 
an injection to any resistant adult without assistance. 

A’satisfactory history can seldom be obtained from 
more than one informant at a time. The worst possible 
conditions. are to have a number of agitated relations 
and friends all together, interrupting and contradicting 
each other, with perhaps “ noises off ” from the patient 
concerned, or, worse still, with the patient repeatedly 
trying to get into the room to see what is going on. 
The most sensible and informed relations and friends 
should be seen separately. If possible, they should be 
,induced to come round to one’s house; or an assigna- 
tion can be made ın a house or flat near that of the 
patient. If neither of these courses is practicable, the 
relatives can be seen in one’s car. In this connexion 
it 1s difficult to, write on the steering wheel and annoy- 


“ing to have the informant overlooking one’s notes. It 


is better to sit in the back seat with the informant in 
the front seat. 

The main practical issues are (a) whether the acute 
mental condition is of such a type and severity and 
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probable duration that admission to hospital, and in 
particular to a mental hospital or observation ward, is 
called for ;.or (b) whether it is likely to be 4 transient 
reaction with a reasonable prospect of settling ‘rapidly 
at home. = ; 

Broadly speaking, with the exception of the psycho- 
pathic, the hysterical, and the acute alcoholic, most 
patients who can reasonably be regarded as acute 
mental cases need hospital care as soon as possible. 
With few exceptions, they will need sedation and subse- - 
‘quent observation and supervision, at least for a time. 
The great thing is to, have sufficient sedation and 
enough assistants. ` 


Diagnostic Categories 

The diagnostic categories likely to result in acute 
mental states may be listed as follows: (1) manic- 
depressive psychoses and the involutional melanchohias ; 
(2) schizophrenia; (3) organic reactions, especially 
toxic confusional conditions (including alcohol); and 
(4) hysterical and psychopathic outbursts. 

It is clearly impossible to summarize briefly the 
possible symptoms in all these conditions. Moreover, 
mixtures are not mfrequent—for example, hysteria and 
alcohol. Nevertheless, the following points may be of 


- some value. 


Manic-de pressive Psychoses and Involutional Melan- 
cholias.—Manic-depressive psychoses and involutional 
melancholias seldom, show ta really acute onset, and, 
though uot invariably, occur in relatively stable indi- 
viduals, so that the breakdowns come as a surprise to 
the informant, unless there is a history of a previous 
attack. There is a history of increasing excitement or 
depression extending over days or weeks. Manics may 
be socially impossible but are seldom actively dan- 
gerous to others—that is, homicidal. The milder or 
“ hypomanic ” cáses can present the most difficult pro- 
blem of any, when not certifiable. 

The riskin depressions is of course mainly that of 
suicide ; the popular fallacy still persists that those who 
talk of suicide are unlikely to do it: nothing could be 
more mistaken. 

Those with depressions may bè difficult to diagnose 
because they are transiently better after an unsuccessful 
attempt at suicide. Good indications of severity are 
definite ideas of reference (the belief that others are 


. talking about them and looking at them in a disparag- 


ing way), self-reproachful ideas of sin, the belief that 
the ‘police are after them, delusions of disease—for 
example, venereal disease—and delusions of poverty. 
In my experience the commonest psychiatric mistake is 
not to take depressions seriously enough. f 
Schizophrenia—The apparently -sudden develop- 
ment of a state of excitement or violence is relatively 
common in schizophrenia. Schizophrenics can be 
extremely impulsive and dangerous, quite suddenly and 
witbout warning. Special care and precautions are 
therefore necessary. The history will usually disclose 
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premonitory symptoms of being abstracted and with- 
drawn, of decrease in activity and “remoteness,” 
coupled with persecutory ideas. Various odd mis- 
interpretations and the finding of “special meanings ” 
are highly characteristic, as also is talk of being 
hypnotized. 


Organic Reactions——Conditions of severe and dan- 
Serous excitement can occur in general paralysis of the 
insane, nowadays a rare condition. The history 


should disclose impairment of judgment, memory, and. 


grasp. Toxic confusional (“delirious”) states are 
typically variable, and are characterized by restlessness 
and above all by confusion. Paranoid or persecutory 
delusional ideas, typically fluctuating in intensity, are 
very common. These states tend to be worse at night 
and there is increased restlessness then ; for example, 
patients may try to dress up and go out. Visual hallu- 
cinations are im practice diagnostic of a toxic con- 
fusional condition. Owing to the increasing number 
of old people, one sees more and more delirious re- 
actions in the aged or senile. Occasionally prolonged 
and dangerous confusional states occur in epileptics. 
With alcohol one must remember that drinking can be 
symptomatic of other conditions, in which case there 
will be a history of symptoms preceding the indulgence. 
Delirium tremens 1s now relatively rare, but I have 
been surprised to see a number of typical cases not 
recognized ; the usual duration is three to five days. 
The possibility of drug intoxication should be borne 
in mind in any unexplained confusional state, and the 
room should be searched for evidence of this. 


Hysterical and Psychopathic Outbursts—Of this 
group it can be said that a past history of instability is 
invariable, unless there is also a history of quite excep- 
tional stress. These reactions are therefore not a 
source of surprise to the friends or relations who have 
seen comparable manifestations before. This group 
includes the emotionally unstable people who indulge 
in violent outbursts when confronted with difficulties 
or when they cannot get their own way. These out- 
bursts are typically histrionic, melodramatic, and un- 
controlled ; but the patients remain well in touch, the 
whole condition being highly reactive to environmental 
factors. Accusations, complaints, and threats may 
be made; but true paranoid delusional ideas are not 
expressed. 


General Management 


Acute mental patients need to be under care, super- 
vision, and control, for their own benefit and that of 
society, until their acute mental breakdown has sub- 
sided. The first step must usually be to achieve 
adequate sedation, to be continued as necessary. When 
not in hospital, similar precautions should be taken, so 
far as is possible. 

Acute mental patients will often reject control and 
refuse sedation. When this occurs, force must be used. 
As trained nurses are seldom available, untrained 
helpers must be used instead. The cardinal importance 
of having enough assistants has already been empha- 
sized. It is far better to have too many than too few: 
at least three helpers should be available. Moreover, 
patients will often stop resisting when it is clear that 
this ,is useless. If necessary, there should be no hesi- 
‘tation in calling in the help of the police. 

Discretion must be exercised ın deciding when to use 
force. If a patient is actively violent he should be 
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controlled as soon as possible; but it is often reason- 
able to postpone any exhibition of force until the time 
comes for compulsory removal to hospital. In any 
doubtful case this should be preceded by adequate 
sedation to facilitate the removal to the ambulance or 
car. 

When confronted with a powerful patient who is 
armed or clearly prepared to put up a fight, it may be 
helpful to throw a bucket of water over him before 
seizing him. A low-pressure hose, if available, affords 
the safest and most humane method of all. Once the 
patient is held, first remove his boots or shoes ; then his 
kicking is not so dangerous and it is harder for him to 
run away. ` 

Sedation 

The next step is' to give adequate sedation by hypo- 
dermic injection. The syringe should be in readiness 
near by, but preferably out of sight; nothing is more 
vexing than to have one’s syringe broken and no 
other available. It can be very difficult to remove 
the coat of a violently struggling patient. In such 
cases it may-be necessary to give the injection through 
the clothes into the buttock while the assistants are 
sitting on the patient, who is on the floor face down. 
The needle may easily get broken off by violent muscu- 
lar movement, with the unfortunate result that only the 
needle is injected. Needles usually snap off at the 
junction with the nozzle. A long—even 4-in. (10- 
cm.)—needle is therefore the best because it can be 
held distal to the nozzle so that if snapped off it is still 
held, and because if necessary it can be stuck through 
the clothes. The standard injection. is morphine, 4 gr. 
(32 mg.), and hyoscine, 1/100 gr. (0.65 mg.)— gr. (16 
mg.) of morphine may not be enough. Other possi- 
bilities are phenobarbitone, 3 gr. (0.2 g.), or paralde- 
hyde, usually made up in 30-min. (1.8-ml.) capsules ; 
four of such capsules should be injected intra- 
muscularly. 

The advantage of sedation by injection is of course 
that a powerful action can be induced quickly. If 
neither of these effects are so necessary and the patient 
can be induced to swallow, sodium amytal, 9 gr. (0.6 g.), 
is useful (6 gr.—0.4 g—is often not enough), to be re- 
peated as necessary, but it 1s well to let perhaps four 
hours elapse. For old people chloral hydrate, 45 gr. 
(3 g), repeated when necessary, is often useful; 
bromides are better avoided because of the risk of 
bromide intoxication. f 


2 Other Precautionary Measures 


Undress the patient. Remove all stockings, straps, 
bands, and dressing-gown and pyjama cords, and any- 


` thing that could possibly be used for hanging or stran- 


gulation, or swallowing—for example, handkerchiefs. 
Keep the patient on the gtound floor, so that if he 
jumps out of the window he will not harm himself 
much. Keep him warm, perhaps with blankets on a 
mattress on the floor. Remove all sharp objects 
(scissors) ; lock the doors. The patient must always be 
accompanied to the lavatory or bathroom. Preserve 
a constant watch, preferably with two people ; it is con- 
soling for an untrained watcher to have another with 
him, and it also helps to keep him awake. 

Again discretion must be used before attempting to 
approximate the room to a padded cell ; but if mistakes 
are to be made it is better to make them in the direction 
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of unnecessary precautions. 
of stringent precautions is not necessarily a bad lesson 
for the hysteric who may-need them least. 

In addition to sedation, it is very important to see 
that the bowels are open, for which purpose calomel 
(+ gr.), followed by magnesium sulphate, 2 dr. (7 ml.), 
the next morning, may be recommended. The fluid in- 
take should amount,to at least six pints (3.4 litres) a 
day. It is also important to keep he mouth washed 


. and clean. 


The Relatives 


Removal to a mental hospital or observation ward 
still bears a considerable stigma and is apt tò be 


strongly resented or resisted by relations. I have found ° 


the relatives of schizophrenics particularly difficult ; 
they are often queer people themselves. - 

The main points to make are: (1) The patient is 
clearly sick and in urgent need of treatment; this cán 
be properly carried out only in hospital (2) An 
ordinary general hospital cannot admit a patient 
against his expressed wish, nor has it the facilities to 
deal with this type of case.if it could. (3) All one 


_ Wants to do is to achieve a period of observation ; 


— 


certification may not be necessary and one hopes not. 
(4) To convey indirectly that the main issue is what is 
best for the patient and not the feelings of the relations. 
(5) That even if certification’ is necessary, this is not a 
permanent, and irrecoverable step. An astonishing 
number of people still believe this is so. It can also 
be pointed out that over 60% of the patients in mental 
hospitals are voluntary patients ; that nobody wants to 
certify a patient unless it is essential ; that there are the 
most elaborate safeguards against wrongful detention ; 
and that, with few exceptions, patients can be removed 
from mental hospitals, even against medical adviee, if 
the relations are prepared to accept responsibility. 
Sometimes it is necessary to be firm and to state that 
unless the relations are willing to abide by the advice 
given it is one’s medical and legal duty to inform the 
appropriate authorities of the position. 


X Admission to Hospital 


If the patient or relatives are able and willing to pay 
the appropriate fees, the procedure for admission is by 
Urgency Order. The nearest friend or relation must act 
as petitioner. The appropriate “private” mental 
hospital is then rung up and the presence of a'vacancy 
ascertained. Many are willing to send an ambulance or 


- car with nurses: ` But they cannot act unless the Urgency 


Order is available for them to fake with them. Urgency 
Orders may belobtained from any Law stationer. 

An Urgency Order lasts for only seven days; it is 
not certification, and is intended to provide a breath- 


ing space pending further action. “It is much the most 


convenient method for private patients ; a magistrate 
need not be called in. 

Do not try to write up the Urgency Order—a lengthy 
but self-explanatory document—except with’ the friend 
or relation who is acting as petitioner. Lead him or 
her off to a quiet place for the purpose, preferably near 
a telephone, for it will almost certainly be needed. 

If not a private patient—that is, ene who cannot 
afford private fees—the procedure nowadays is easy 
and. consists in ringing up the duly authorized officer 


(formerly known as the relieving officer) of the district,” 


THE ACUTE MENTAL CASE 


Moreover, the adoption . 
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and subsequently giving him or leaving for bim a 
written report on why you think action is necessary. 
The D.A.O. will. then make all the necessary arrange- 
ments; \but they appreciate one’s help. In my 
experience—mainly in London—they are wonderfully 
obliging and efficient; but quite inevitably there may 
be delays before they can act. ~ ‘ 


Prognosis and Treatment i 

It is unwise to be too dogmatic or specific or 
optimistic. With the exception of psychopathic or 
hysterical outbursts and the acute alcoholic, the dura- 


‘tion of the illness in acute mental cases is apt to be 


prolonged While it is reasonable to stress the great 
advances that have been made ın- psychiatric treatment, 
it is most unwise to indicate what the treatment should 


be. It is better to emphasize that only more prolonged © 


investigation and observation will permit of a proper 


‘assessment of the condition, this constituting one of the 


main reasons for admission to hospital. -To pitch 
hopes too high in order to get consent for action, or 
give your opinion on the absolute necessity for a certain 
type of treatment—for example, insulin shock—which 
may be unsuitable, is apt to cause justified bitterness 
and disappointment later. 

Finally, to have a near friend or relation removed to 
a mental hospital is necessarily an extremely upsetting 
experience. It is therefore often reasonable and 
humane to give sedation to help the relation to sleep 
that night, sodium amytal, 3 gr; being a suitable drug 
for the purpose. / 

$ Conclusion 

I am sure doctors are prone to act too late rather 
than too early. This may be in part a reflection of 
their lack of psychiatric, knowledge and also of the 
reluctance of relations to take steps because of .the 


stigma ‘of insanity. But the “ genuine” acute mental 
case usually-needs hospital care. To repeat: the main 


: mistakes are to have an inadequate number of helpers 


and to give inadequate sedation. Lastly, in self- 
‘protection, take and keep really full notes ra 





The air transport of casualties began during the siege of 
Paris in 1870, when 160 patients were successfully evacuated 
by balloon. The first recorded case of a casualty transported 
by aircraft was in 1915, when Captain Dangelza flew ‘a 
wounded Serbian airman to safety during the retreat of the 
Serbian army. The French used air ambulances in Morocco 
in 1918, and the following year the R.A.F. moved patients 
in Somaliland. © Emergency medical cases in Egypt were 
evacuated from isolated areas by ai~, and the Vickers Vimy 


aircraft allocated for this service bore the Geneva Red Cross. | 


This was later removed, as it restricted the use of the aircraft, 
but the stretcher fittings remained so that it could be used 


as an ambulance when necessary. The first air ambulance , 


service in Britain was started in 1925 at Halton, and covered 
a radius of 100 miles. The service was disbanded two years 
later, as it was found that the use of troop carriers was more 


economical, Between 1925 and 1938 a total of 2,112 patients. 


were transported by the R:A.F. An air ambulance organiza- 


` 


tion was established in Britain in June, 1941, consisting of - 


seven specially fitted aircraft marked with the Red Cross 
and stationed at Hendon, Abbotsinch, and Wick. By VJ. 
Day approximately 400, 000 patients had been carried by-the 
R.A.F., and during the latter stages of the war in Europe,90% 
of casualties were transported by air. In the Korean war the 
R.A.F. are transporting British and French casualties. home 


~via the Middle East. 
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THE STUDY OF CHILD HEALTH* 


BY 


Sir LEONARD PARSONS, M.D., F.R.C.P. 
F.R.C.0.G., F.RS. 


A great change has taken place in the standing and 
importance of the subject known under the various 
names of paediatrics, child health, and child medicine. 
It has advanced from being a somewhat insignificant 
section of niedicine to become one of the major sub- 
jects of medica] education; in many universities it 
joins medicine, surgery, and obstetrics in forming the 
four subjects of the final examination. 

The welcome recognition of the importance of 
paediatrics by universities and by the General Medical 
Council has been the result of an educational campaign 
carried on for many years by the British Paediatric 
Association. The association gave evidence before the 
Goodenough Committee on Medical Schools, whi in 
its report, published in 1944, said: “ Generally in the 
medical schools in Great Britain the teaching about 
children has been inadequate and only a faint interest 
has been taken in the subject. The inadequacy has 
béen due in fact to the lack of facilities for the s dy 
of the subject . . . if the place of paediatrics in the 
undergraduate course is to be assured, adequate recog- 
nition must be given to the subject in the final qualify- 
ing examination.” Previous to the issue of this report 
it had offen been stated by university authorities J, 
even if academic and clinical facilities were made avf, ~ 
able for the teaching of this subject an examination 
would be unnecessary. I understand that the Scottish 
student will pursue knowledge for its own sake and 
without any hope of a reward. I do not know the 
attitude of mind of the Welsh student, but. do know 
that many English students have a o a and 
completely utilitarian approach to this”froblem, and 
will not attend classes if there is not an examination in 
the subject concerned. i 

Although the present standing of gupdiatrics in our 
universities is a matter for congrats, many of us 
have a feeling of shame that it has~taken us over 100 
years to follow the example of Sweden. On May 2, 
1845, the paediatric clinic of the Royal Caroline 
Institute, Stockholm, was opened under the charge of 
Dr. Berg, the first professor of paediatrics ; and every 
medical student was obliged to attend the course of 
instruction given by Dr. Berg, and an e=emination in 
the subject was compulsory: 

This action by the Swedes wes the result of a 
memorial prepared in 1842 by the professors of the 
Caroline Institute in which they stressed the difference 
between disease in infancy and that in adult life and the 
need for a clinic for children. As the greatest living 
Swedish paediatrician, Professor Wallgren, has said: 
“The words in which this memorial was couched 
heralded the dawning of a new day” in Sweden. In 
this country it was another nine years before. in 1851, 
the first children’s hospital was opened in Éiverpool, 
followed a year later by one in Manchester and one at 
Great Ormond Street, London, 





$ idged version of an address given at the opening of the 
pea of Child Health of the Welsh Natronal School of 
Medicine at Llandough Hospital, Cardiff, on October 12, 1950. 
This was-received for publication after Sir Leonard Parsons’s 
much-regretted death on December 17, 1950 
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Association with Obstetrics 


Instruction in diseases of children was originally given 
by teachers of obstetrics, whose chief interest was in 
infants, but who, even so, were rightly more concerned 
with the mother than with the baby. The close asso- 
ciation of paediatrics with obstetrics is of the greatest 
importance, as both during pregnancy and in the early 
months of infancy the mother and child are one 
biological unit. Paediatricians and obstetricians there- 
fore must work in a close partnership, the paediatrician 
advising on the care of the foetus and child and the 
obstetrician caring for the mother. Only in this way 
can the present stillbirth and neonatal mortality rates 
be reduced to their proper proportions. Although 
here I am primarily concerned with the specialist, the 
same happy combination can and should exist between 
the general practitioner and the child-welfare medical 
officer, and the general practitioner can himself com- 
bine both roles. 

It is interesting to me to realize that the first indepen- 
dent lectureship in children’s disease was instituted in 
1857 by my own medical school. This occurred before 
there was a children’s hospital in the town. I do not 
know the reason for the appointment nor why, in 1868, 
Manchester 
in 1881 was the next medical school to appoint a_ 
lecturer, and various others were appointed from time 
to time until 1932. The first paediatrician to be 
accorded professorial rank was Sir Frederic Shll in 
1906, but his position was only a titular one, as he 
was without any proper academic department. In those 
early days there was no question of co-operation with 
public health departments; nevertheless, I would like 
to put on record the fact that the resuscitation of the 
lectureship in 1915 in my own university—to which I 
was appointed—was due to the advocacy of a great 
Medical officer of health, Sir John Robertson. At that 
time he was professor of public health, and he insisted 
that the title of the lectureship should be “Infant 
Hygiene and Diseases of Children." He was thus 
one of the pioneers, if not the actual pioneer, of the 
association between preventive and curative paediatrics. 


Preventive Paediatrics 


Preventive paediatrics was at first largely a voluntary 
effort, and its present position is chiefly due to the intro- 
duction of the school medical service, the creation of 
a Ministry of Health, and the foundation of the child 
welfare service. This series of events has been fraught 
with great benefits for the children of this country, but 
for many years it produced a great cleavage in paedia- 
trics. Revelation is perhaps a better word than 
cleavage, because the development of these ser- 
vices revealed to many hospital paediatricians and 
general practitioners their neglect of a great part of 
paediatrics, that, in fact, they were concerned only with 
the child when ill and had little or nothing to offer in 
the way of advice on the upbringing of the healthy 
child or of the measures to be taken to maintain its 
health. 

The development of these services, as we know only 
too well, resulted in the creation of two types of paedia- 
trician: the one concerned with preventive paediatrics 
and who has little experience of curative work, and the 
other with considerable experience of curative and 
little experience of preventive paediatrics. This state 


+ 
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of affairs still exists, but happily it ıs being remedied 
largely by the creation of child health departments. 
Twenty-five years ago I first visited Canadian and 
American paediatric centres. I said at the time, and I 
have never changed my opinion, that the paediatric 
department of Toronto was the best in the British 
Empire. I saw there, for the first tıme, that co-operation 
between preventive and curative paediatrics and between 
the public health and hospital authorities of which I had 
dreamed but which so far had indeed proved nothing 
but the “baseless fabric” of a vision. A municipal 
health visitor attended each out-patient department, 
heard the instruction given, and later visited the child’s 
home to see if these instructions were being carried out. 
If a child did not attend the out-patient department 
when it should do so, a message to the public health 
department ensured a visit to the child’s home to find 
out the reason. The milk kitchen of the hospital sup- 
plied special foods to children in their homes; the 
municipality provided a preventorium for child tuber- 
culosis contacts which was staffed from the children’s 
hospital, and this before we were familiar with the 
primary complex. The hospital also supplied con- 
sultant services to the infectious diseases hospital. In 
~many other ways there was the most complete link be- 
tween the municipal authorities and the hospital, which 


were closely united with other university departments’ 


both geographically and spiritually. 


Child Health Institutes 
‘ On my return I tried, but without avail, to persuade 


“ my university to create a chair of paediatrics and to 


link up with the public health department. Three years 
later I was made a professor and also consulting 
physician to the municipal babies’ hospital; but no 
closer’ connexions with the municipality occurred, 
although a further attempt was made in 1929. I con- 
sulted the late Sir George Newman, thinking at that 
time that the Chief Medical, Officer to the Ministry of 
Health could direct municipalities to pursue a certain 
course, but I soon learned how mistaken I was. A 
third unsuccessful attempt was made shortly after war 
broke out; but in my wartime capacity as hospital 
officer I came into close contact with chairmen of pub- 
lic health committees and medical officers of health, 
and eventually in 1946, 21 years after my first effort, a 
scheme was agreed to whereby the university, the local 
authority, and the children’s hospital united to form 
a child health institute. The scheme might perhaps be 
taken as a broad pattern for other child health depart- 
ments, but details would obviously have to be modified 
to fit the particular university, board of governors, and 
regional board concerned. Up to the present all exist- 
ing child health institutes are spiritual rather than 
material entities because there are no actual institute 
buildings. When an institute can be built in Birming- 
ham it is hoped to erect it on land near the children’s 
hospital, and it will become the headquarters of preven- 
tive paediatrics just as the hospital is the headquarters 
of curative paediatrics. - 

The child welfare, school medical, Mbecak, and 
mental deficiency services have all been linked up with 
the university department, and certain members of the 
staffs of these services are university lecturers and cer- 
tain others are clinical assistants at the hospital. The 
professor of paediatrics is consulting physician to the 
city child welfare service, and the registrars undertake 
duty as child welfare and school medical officers: In 
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addıtıon one of the hospital physicians conducts, a con- 
sultative child welfare clinic in the city’s se child 
welfare centre. 


University Child Health Department 


It is obvious that although such a scheme confers 
great benefits upon both the university and the local 
authority it is limited in its scope because it is confined 
to the university town. Clearly, therefore, subsidiary 
child health institutes are required in other large towns 
in the region, and these should have a close connexion 
with the university. The professer and his chief assis- 
tants should pay regular visits to these outlying centres, 
and the people working in them should have access to 
the university department; there should also‘ be an 
inferchquge of registrars. The board of governors of 
the tssching hospital and the Birmingham Regional 
HosNital Board have recently laid down as a condition 

of 2ppointment of registrars that they must be prepared 
2 work 41 other centres as well as the one to which they 
marily appointed. It is hoped by this means 
to Rect an interchange of registrars betwș-a the teach- 
Ee and the regional board hospitals. I notice that 
tie Ministry has now recommended the general adop- 
tion of this procedure. _ There may sometimes be diffi- 
culti-s in this interchange, when, for instance, the out- 
ly, centres are a long way from the university town 
or if the registrar is married and has given hostages to 
fortune in the shape of children and ownership of a 
house ; but in many instances a way can be found to 
overcome or minimize these’ difficulties. 
‘isits to „outlying centres, the necessary administra- 
of bis department, and attendance at innumerable 
committees will consume a great part of the professor’s 
time, but expenditure of tıme in this way seems un- 
avoidable in the present structure of the Health -Ser- 
vice. It is therefore essential that he must be assisted 
by an adettte staff; a staff which in the old days 
would have Wen beyond the bounds of our imagina- 
tion. In addition to a number of consultant paedia- 
tricians it is necessary to have the help of skilled 
laboratory workers, pathologists, biochemists, etc., and, 
whilst in a genggel hospital these can be shared with 
other departmeMs, there are advantages in having 
people specially trained to appreciate the paediatric 
standpoint. Such a University child health department 
will of course require a considerable ‘income in excess 
of the normal cost incurred by the hospital in carrying 
out its primary duty—the care of the’sick child. If 
staffed by wholg¢-time officers this extra cost may reach 
£10,000 a year; figure which has been accepted by the 
university grants“€ommittee. Where there is a close 
link-up with the local authority, such as I have sug- 
gested, it is reasonable to expect from it a substantial 
contribution to these-running costs—as is done by the 
City of Birmingham. ~ 


Training in Paediatrics Í 


m 


Whilst the primary duty of such a department i is the 


care of the sick child there should also be organized 
research imto the cause, cure, and prevention of illness 


and the Sudy of methods to ensure optimum health _ 


among the child. population. In addition the univer- 
sity department of child health is responsible for the 
teaching of undergraduates and postgraduates. The 
standard of child health and the’treatment of the sick 
child .cannot be improved by any quicker or better 
method thin by the adequate training ofcmedical 
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students. This will ensure that the country possesses 
general practitioners who at any early stage in their 
career are capable of giving sound advice about healthy 
and sick children. In years gone by many practitioners 
have displayed little interest in the promotion of child 
health, and those who were interested had to a great 
extent to educate themselves. 

According to the Goodenough Committee the teach- 
ing of paediatrics can best be developed “along the 
lines that child health and children’s diseases con- 
stitute an important part of the training in general 
medicine and to a-lesser extent in surgery, and that, in 
addition to a relatively intensive training in the subject, 
teaching on the health and diseases of children should 
run like a golden thread throughout the whole of the 
curriculum.” ‘Your new. department will provide this 
intensive training and will, I feel sure, be able to count 
if particular on the departments of anatomy and 

“physiology in carrying out the advice of the Good- 
enough Committee. It seems to me that it is wise to 
link together teaching concerning the function of an 


. organ with its structure in order to show how, in the 


developing embryo, infant, and child, form waits upon 
function and function frequently dictates structure. 

Paediatrics should also be a part of the transitional 
course which now intervenes between the preclinical 
subjects and full clinical studies. In this course the 
student should be informed of certain matters of which 
I have already spoken ; in particular he should realize 
that to understand the hatural history of many diseases 
he must study them in children, and he must also be 
instructed concerning the great importance of adequate 
nutrition and of environméntal conditions in childhood. 
It seems to me that in no other department of medical 
study can curative, preventive, and social medicine be 
so intimately linked together and achieve such outstand- 
ing results as in the department of child health. 

I have already stressed the close association which 
should exist between obstetrics and paediatrics: instruc- 
tion on the care of the newborn child must form part 
of, the intensive training of every medical student. 
Other aspects of this intensive training are clinical 
clerking, and attendance at child welfare, school 
medical, child guidance, and tuberculosis clinics, and at 
a mental deficiency institution. In the period of 
clinical clerking I hope it will be possible to carry out 
the suggestion of the General Medical Council and 
arrange for each student to reside in hospital for a 
period of four weeks. The condition of sick children, 
and particularly óf sick infants, may change so rapidly 
that unless the stent has the opportunity of observing 
these changes he often be completely at sea when 
called upon to treat sick infants in his private practice. 

The size of the department should bear some relation 
to the number of students, as each student should have 
at least four children under his care. The University 

` Grants Committee thinks that a professorial unit should 
contain not fewer than 60 beds ; beyond that figure the 
number of beds required depends entirely on the num- 
ber of children needing in-patient treatment and the 
number of students. It is an ideal condition for the 
teaching of medical students and student nurses that the 
beds used for teaching should be all or nearly all in one 
institution. ; 7 

In addition to clinical. teaching some systematic 
teaching is necessary, and this is perhaps best achieved 
by a system of tutorial classes or seminars. This system 


not only allows more intimate association between 
„teacher and student, but also spreads the burden of 
instruction between the professor, his assistants, and 
the registrars. Some teachers think that such instruc- 
tion should take the form of set lectures... This may be 
true if the lecturer is really good, but I am sure the 
other system is better, although an occasional lecture 
on general topics by the professor or some other mem- 
ber of hus staff, or by a visitor, is stimulating both to 
teachers and to students. 


Recent Trends 


So much for the changes which are taking place in 
the status and teaching of. paediatrics ; but, as in other 
branches of medicine, changes are continually occurring 
in the subject itself. In fact, paediatricians now talk 
a different language from the one which they spoke 
even ten years ago. A few specific examples will illus- 
trate this trend. 


When a resident at Great Ormond Street Hospital I 


was greatly interested in pyloric stenosis of infants, 


but when I started practice in Birmingham in 1910 my 
colleagues told me that the disease did not exist in that 
city. This statement was of course soon disproved, but 
prior to 1919, when the first Rammstedt operation was 
performed at my‘hospital, the death rate from the con- 
dition was 80%. The introduction of that operation 
reduced the mortality to 50% between 1919 and 1923. 
A very different state of affairs exists now. , In a series 
of 102 cases treated in 1946 there was not a single death, 
and in 1948 out of 105 cases there was only one death ; 
and the frequency of the condition seerns to have in- 
creased to such an (extent that over 100 cases a year 
“are admitted to hospital. This remarkable change is 
due to some extent to improved surgical and anaes- 
thetic technique, but much more has been accomplished 
by improved pre-operative and post-operative care and 
prevention of infections among hospital babies. More- 


over, as a result of better medical education there is , 


now a greater awareness of the disease among general 
practitioners ; this leads them to recognize it before 
the baby has become a wasted infant. 

Before the late war diphtheria was said to be the 
commonest cause of death among children of school 
age, but now, as the result of the immunization cam- 
paign started during the later years of the war, deaths 
from diphtheria are approaching negligible proportions 
and its incidence. has greatly diminished. The controt 
of diphtheria ranks with that of smallpox as the 
greatest triumph of preventive medicine in our country. 

Antibiotics, which daily increase in- number and 


potency, have revolutionized the treatment and symp- | 


tomatology of infectious diseases, and in some instances 
their efficacy has even extended to virus disorders. 
They have brought the brightness of hope to the 
parents of children suffering from tuberculous menin- 
gitis when previously there was nothing but unmitigated 
gloom ; and mastoiditis, once so frequent and so often 


fatal, is now infrequent and has been stripped of most. 


of its terrors. Antibiotics are so marvellous in their 
action that frequently they are given when a child has 
a temperature, before any diagnosis has been made, 
and indeed they often prevent a diagnosis ever being 
made. In this way the practitioner may be tempted to 
become careless and not try to solve the problem set 
before him. Even so, on balance there is no doubt 
that the patient is better off than when more care was 
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taken to diagnose the disease but there were less 
-efficacious means of combating it. 

‘In addition to antenatal paediatrics and the care of 
the newbom and premature infants perhaps the most 
recent general trends in paediatrics in the United King- 
dom are the adoption of the Gesell technique in the 
study of the development of the~baby, and an assess- 
ment of the pattern of growth by such means as the 
Wetzel grid and the Tuxford index. These are attempts 
to decide the normal ; but what is the normal ? 

A good knowledge of -the abnormal, especially in its 
minor degree, is important for a knowledge of the 
normal, and therefore a wide experience of curative 
paediatrics is essential even to those engaged in preven- 
tive paediatrics. | Most of the data which we now 
accept as normal—particularly, for example, in regard 
to heights and weights at various ages—are averages 
and not normal. Normality usually covers a wide 
range, but if there is an optimum level which can be 
obtained it should surely be regarded as normal. An 
excellent example of the point I am trying to make is 
found in the haemoglobin values of babies. Helen 
Mackay and others have shown that the values which 
we had previously regarded as normal could be raised, 
particularly in artificially fed infants, by adequate sup- 
plies of iron, and could even be improved by giving iron 
to pregnant women. Children with this higher level 
of haemoglobin were found to be better nourished and 
to stand infections better than those not given iron. 
Therefore it seems to me that this optimum figure 
ought fo be regarded as normal. : 


Conclusion 


Whilst composing this address I was on holiday in 
North Wales, and during a walk on a fine day I was 
entranced by the effect of sunlight and shade on the 
mountains in contrast witk the complete shadow of the 
foreground. The country in the foreground was 
lovely, but in the sunshine the loveliness was greatly 
enhanced, the colouring far more attractive, and the 
whole effect wonderfully different. It seemed that 
here was an analogy which explained my ideas: the 
foreground was the “average,” and the sunlit land- 
scape the “optimum.” Only the “optimum” is good 
enough for our children, and this should be the goal 
for which we strive. Actually, I think we are in pro- 
cess of achieving it, because children in all classes of 
society are obviously more healthy and better nourished 
than they were before the war. For this change the 
health services and paediatricians deserve a greater 
share of praise than politicians, and the latter a much 
smaller share than they are wont to arrogate to them- 
selves. 
CSS —————————_—_ 


H.M. Hospital Ship Maine was the only hospital ship on 
the Far Bast station at the outbreak of war in Korea, and 
until October, when she returned to Hong Kong, she was 
engaged in evacuating wounded and on general hospital - 
ship duties. The 7,514-ton Maine was formerly the Italian 
Leonardo da Vinci, and was converted into a hospital ship 
in 1943. In March this year Denmark sent the 8,500-ton 
Jutlandia to Korea. She carries 16 doctors, 40 nurses, and 
25 medical aid men, all of whom are volunteers. There are 
four specially designed operating-rooms, and 300 surgical 
cases can be handled; many of the complicated cases from 


Korea will be sent to the ship for treatment. . The beds are. 


fastened on rockers so that they remain level when the ship 
rolis, and extra wide beds have been installed for fracture 
cases. : 


~ 


Preparations and Appliances 








APPARATUS FOR SCALP VEIN TRANSFUSION 


Dr. J. J. Kempton, paediatrician, Royal Berkshire Hospital, 
Reading, writes: The new design of needle described below 
has seemed to have some advantages over previous apparatus 


.for transfusion by scalp vein. 


The scalp vein needle consists of a small flanged mount, 
a needle shaft 11/16 in. (1.75 cm.) in length, with a 45- 
degree bevel point, and a short tapered shaft on the proxi- 
mal end of the mount, to which polythene tubing ‘is con- 
nected. The under side of the flanged needle mount is 
shaped to lie flush on the infant’s scalp while the needle 
is within, the vein, and may be secured in position with 
adhesive strapping. A set of three needles of 24, 25, and 
26 B.S.W. gauge provides a choice equivalent to hypodermic- 
needle sizes Nos. 15, 16, and 17. 





The side branch stopcock is equipped with a polythene 
tubing adaptor which grips the wall of the tubing by com- 
pression of a rubber gland. A screw mount on the proxi- 
mal end of the stopcock ensures a secure attachment to the 
syringe, which is of the three-finger-ring type with a screwed 
nozzle for mounting the stopcock. Both the syringe and the 
polythene tubing adaptor are similar to those described in 
connexion with exchange transfusion apparatus by Dr. John 
Henderson (Lancet, 1950, 2, 291). 

A length of polythene tubing is mounted on the tapered 
shaft of the needle and connected to’the stopcock by means 
of th: screw-on-polythene tubing adaptor. The tubing from 
the standard blood-transfusion-giving set is connected to the 
side branch of the stopcock, and the stopcock is screwed on 
to the nozzle of the syringe, which is of either 10-ml. or 
20-ml. capacity. Blood can be seen to enter the polythene 
tubing when the needle has entered the vein; the syringe 
is then filled with blood from the giving bottle and injected 
into the scalp vein of the infant. At the outset, needle and 
tubing contain saline. : 

By the above means flexibility is achieved between the 
infant and the syringe, and the necessity of holding any- 
thing more than the scalp vein needle against the infant's 
scalp (such as a Kaufman syringe) is overcome. At the 
same time polythene tubing provides an excellent window 
through which blood can be seen immediately the needle 
is passed into the vein, and air bubbles are similarly teadily 
detected. = 

Saline infusions may be given by the gravity drip method, 
“using the components described, but in this case the syringe 
and stopcock can be discarded in favour of a simple poly- 
thene tubing adaptor equipped with a female Record tubing 
mount. B 

The apparatus has been made for me by Edwards Surgical 
Supplies Ltd., 83, Mortimer Street, London, W.1. 
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An increasing number of doctors and nurses believe that Infant Milk 
Z - Food should be made similar to Breast Milk in proximal analysis. 
'_—— For 20 years, Cow & Gate have made a Humanised Milk Food to cater 
for this demand, which Is steadily becoming more Insistent. l 
` It ls the only Humanised Milk Food to be made by the Improved Roller 
"process, which gives an easily digested milk curd, a lower bacterial 
i count and a greater stability on storing e 
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Cow & Gate Ltd., Guildford, Surrey - 
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A new pleasantly flavoured elixir 
for the menopausal patient _ 


ETHINYL ŒSTRADIOL B.D.H. (ESTIGYN) is 
now available in Hstigyn Elixir, a pleas- 
antiy flavoured preparation incorporatung 
all the advantages of ethinyl cestradiol— 
full activity by mouth and noticeable in- 
crease in mental and physical well-being 
following administration. 

In addition, it is acceptable to patients 


who experience difficulty in swallowing 
tablets._ Bi 

Estigyn Elixir is compatible with com- 
monly used-sedatives such as phenobar- 
bitone, sodium and potassium bromide, 
which may be added in appropriate doses 
for the treatment of cases characterised 
by motor overactivity, restlessness etc. 
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“ESTIGYN’ ELIXIR 


Containing 0.02 mg. Ethinyl Œstradiol B.D.H. 
i ın 60 minims (one teaspoonful) IY. ~ 


DOSAGE—One teaspoonful thrice daily, modified according to response 
Bottles of 4 fi. oz. and 40 fi. oz. 


Literature is available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 
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i -x For infections of the intestinal tract 


-ENTEROCID? 


t ~ 


0.5 Gm. (7} gr.) oral tablets 
in containers of 25, 100 & 500 


~ 


A new orally active sulphonamide of very low toxicity which 
attains a high concentration in the tissues of the gut wall without 
passing into. the systemic circulation to any appreciable extent. 

' “ENTEROCID ° is indicated in acute enteritis, summer diar- 
rhoea, bacillary dysentery, typhoid and paratyphoid fevers and 
as an adjunct to intestinal surgery. It is especially suitable for 
diarrhoea in children. 


¥ Please write for full descriptive literature ond further Information to: 
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Telephone WEStern 8111 ` 


BRITISH SCHERING 
` i . _ 229-231 Kensington High Street, London, W.8. 
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Anterior Pituitary and Toxaemia of Pregnancy ° 


Sır,—I have read the articles on the subject of cortisone 
and the subsequent correspondence with great interest, 
particularly the suggestion (May 5, p. 1016) that toxaemia 
of pregnancy may be associated with hyperactivity of 
adrenals due to stimulation by the anterior pituitary. One 
of the difficulties in the study of toxaemia of pregnancy is 
the differentiation of the various types of hypertension 
occurring in pregnant women, and much of the controversy 
would be resolved if care were taken in the choice of cases 
for study. 

In this department we have been able to show that there is 
a certain group of cases in which there is apparent hyper- 
activity of the anterior pituitary. This was first suggested 
to us by the results of a study of foetal ovaries in stillbirths 
arising in cases of toxaemia (Govan and Mukherjee, 1950). 
Subsequent studies have shown that the gonadotrophins in 
this type of case are capable of stimulating the testes of 
immature and, hypophysectomized adult male rats, which is a 
fair indication that the popar nyapa are of pituitary origin. 
The hypertension in this group appears to be of humoral 
origin according to the results obtained with tetraethyl- 
ammonium bromide. In addition, they show a negative nitroz- 
gen balance (Mukherjee and Govan, 1951) and they are insen- 
sitive to the action of insulin (Govan et al, 1951). 
These results provide additional evidence for the hypothesis 
that there is a hyperactivity of the anterior pituitary in this 
group of cases. It is difficult, however, t6 determine which 
of the many hormones is actually responsible for the changes, 
since any alteration in the secretion of one hormone inevi- 
tably leads to secondary changes in the activity of other 
hormones. However, our results in the examination of 
tissue fluid from these cases (Mukherjee and Govan, 1950) 
indicate that there may be an upset in the carbohydrate 
metabolism ‘of the tissues. We have found that the oedema 
ıs mainly associated with an increase in the organic acids 
and phosphates in the tissue fluids. There is a retention of 
sodium, and although this may be active in nature we are 
rather inclined to believe that it is secondary to the retention 
of acid substances. Contrary to the suggestion of your 
correspondent (Dr. R. Schuurmans, May 5, p. 1016), we 
found that there was a very low protein content in the 
oedema fluid, a fact which disproves any general increased 
permeability of the capillaries. Albuminuria in these cases 
may be related to the local circulatory changes in the kidney 
or even to the more intimate changes in metabolism—lI 
am, etc., è 

Glasgow. ~ -A. D. TELFORD GOVAN. 
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Confidential Papers and the State 


Sır;—Dr. S. Barton Hall may have performed a great 
service to both patients and doctors by raising the issue of 
-professional secrecy (May 5, p. 1020). Before others con- 
sider possible methods of meeting the moral evil noted by 
Dr. Hall, it might be useful to note briefly certain aetio- 
“logical factors in the problem. l 

The National Health Service Act, by making practically all ` 
«doctors full-time servants of the State, put an.end to the 
«confidential relationship between doctor and patient. There 
is nothing new or startling in this—it is a point which was 
underlined time after time by many members of the profes- 
-sion before the introduction of the Act. When there is a clash 
-of interests between the patient and the State you cannot 
serve both. The case-sheets of the hospital consultant and the 
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record cards of the general practitioner are the property 
of the State, not of the doctor, and therefore no longer 
confidential. The recent circular of the Ministry of Health 
is the logical sequel to > these two points. The circular is for 
the guidance of Jay hospital administrators in the use to 
which they can put patients’ case -records. The problem 
is therefore beyond the control of the individual doctor so 
far as existing case records are concerned. In these cases 
the principle of professional secrecy has already been 
surrendered. 

The Beveridge Report and the National Health Service 
Act were based on the German philosophy (implemented by 
social legislation from Bismarck’s time to Hitler’s) that the 
State is all and the individual nothing. The doctor is the tool ` 
of the State, and no longer the servant of the patient. For 
the moment, apart from stating that the only radical solution 
of this ethical problem is the abolition of the Health Act 
in its present form, I will leave the suggestion of first-aid 
solutions to others. Finally, I wish one sentence of Dr. Hall’s 
letter could be given front-page publicity in all our national 
newspapers: 

“Tt is small wonder that it is becoming increasingly com- 
mon for new patients to ask whether the interview is confi- 
dential, or to request that written notes of their story shall 
not be made.”—I am, etc, 


Woodford Green, Easex Lro P. Gray. 


Sir,—Dr. S. Barton Hall (May 5, p. 1020) is trying to place 
the question of medical confidence on an idealistic plane. 
How confidential is a medical history which is related in 
minute detail in an open court of law with reporters 
present? No one can object to that if the information 
is required in order to arrive af a just legal decision. How 
confidential is the average patient’s medical history when it 
is discussed by the patient with his or her friends over a 
cup of tea or a pint of beer? He or she likes doing this, 
and, moreover, it is the most popular pastime in this 
country. 

I have been a member of a Ministry of National Insur- 
ance Medical Board since the inception of the National 
Insurance Act, and can say that the details of a claimant’s 
medical history, which can be obtained only from his hospi- 
tal notes, are absolutely necessary in order to arrive at an 
accurate estimate of his degree of disability, and are treated 
completely confidentially as between one member of the 
medical profession and another. Furthermore, I have yet 
to hear of any claimant being aggrieved because his hospi- 
tal medical history has been made available to.the members 
of such a board. In fact, the more information available, 
the more the claimant likes it—he is not worried about any 
breach of professidnal confidence. Taking Dr. Barton Halfs 
hypothesis to its logical conclusion, when he sees a patient 
who requires any further investigation, say a pathological 


. investigation, he must not see the pathological report on his 


patient because it would be divulging information and 
would not preserve medical confidence, as he puts it, which 
of course is completely absurd.—I am, etc., 


King’s Lynn. P. G. E. JoLLey. 


Prescribing Potassium or Sodium Bromide 

Sm,—The recent announcement (April 28, p. 963) that 
sodium bromide might be dispensed by chemists in place of 
the potassium salt when supplies of the latter are not avail- 
able to meet N.HLS, prescriptions should receive the widest 
publicity among doctors. 

Those with congestive heart failure, hypertension, oedema 
of pregnancy, or obesity,,are frequently ordered a salt- 
restricted diet. If, at the same time, the doctor should 
prescribe one of the several mixtures containing Potassium 
bromide and the chemist supplies the sodium salt, the intake 
of sodium ion is likely to be sufficient to defeat the purpose 
of the diet. In such circumstances, doctors should endorse 
their prescriptions “ Not sodium bromide.”—I am, ete., 


r 
Woldingham. a's L. M. SPALTON. 
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Conception and Oligozoospernia’ 


Sm,—We would like to answer Dr. P. M. F. Bishop’s 
letter (April 21, p. 882), Our object (April 7, p. 741) was 
, to illustrate the fact, not generally recognized, that preg- 
mancy can take place even in couples where the husband 
suffers from extreme oligozoospermia, and to persuade the 
practitioner to refer such cases for further investigation in 
order that every- chance may be given them. Dr. Bishop 
implies that such cases can be treated only by. specific and 
“unavailable hormone preparations. He must be unaware of 
the extensive biological and medical literature which shows 
that a large number of unspecific factors can impair testicu- 
Jar function (cf., €g., Lagerloef, N. (1934), Acta path. 
microbiol. scand. Supp. 19 ; Imig, C. J, Thomson, J. D., 
and Hines, H. M. (1948), Proc. Soc. exp. Biol.,.N.¥., 69, 
382; Yamasaki, Y. (1923), Virchows Arch., 245, a - 
Bretschneider, L. H. (1948), Nutr. Abstr. Rev., 17, 
abstract No. 4832; Brown, S. O., Wilkening, M. C; fee 
Schweigert, B. S. (1948), Proc. Soc. exp. Biol, N.Y., 68, 


- Electro-convulsive- Therapy in a Patient with a 
~ _ Major Fracture 2 
SR—This note is a report of the administration of E.C.T. 


to a patient with a fracture of the femur, when the broken 
bone was immobilized in a Thomas’s splint under traction 


7, 


. and suspended “from a frame. 


A woman of 36 was admitted on November 20, after having 
fallen under an electric train. She was conscious but severely 
shocked, and had a retrograde amnesia of about’ six hours. 
Examination showed that she had a simple fracture of the mid- 
shaft of the right femur, a fracture of the left clavicle, a fracture 
Of the lateral epicondyle of the right humerus, and severe bruising . 
of the right orbital region with multiple abrasions. She was 
treated for shock and transferred to the fracture ward; the 
fractures were immobilized, the femur in balanced traction, the 
clavicle with a figure-of-cight bandage, and the right elbow ip 
plaster-of-Paris. 

Her physical state seemed to be satisfactory, but she had signs 
of depression, and inquiry from witnesses indicated that her 
injuries were the result of an attempt at suicide, Her mental 


672; Mills, R. G. (1919), J. exp. Med, 30, 505 ; Morgen-™ state did not improve, and Dr. John B. Randell was asked to see 


stern, Z: (1923), Virchows Arch., 245, 229 ; Stieve, H. (1925), 
Z. mikr. -anat. Forsch,, 2, 598, and 12, 233 (1927-8); 
MacLeod, J. (1946), Conference on Diagnosis in Sterility, 
ed. Engle, E. T., Oxford), and that it is the first duty of 


the physician to eliminate nutritional and other adverse | 


conditions affecting general health. Again, neither impair- 


ment nor improvement of fecundity is always reflected in ` 
and this must- be borne in mind when~ 


the sperm count; 
estimating the effect of treatment (cf., e.g., Moench, G. L. 
(1931), Z. Geburtsh. Gynäk., 99, Supplement. 

While it is not possible here or in a memoranduni to give 
full details, it is surely obvious that treatment of semen 
showing signs of infection requires antibiotics (Case 1), that 
liver is a recognized source of accessory nutritiohal factors 

` required for optimum fertility, and that it is not necessary 
to weigh exactly the protein - -intake. of any patient where 
common sense and careful inquiry have revealed a protein 
deficiency according to ordinarily accepted standards. There 
are many cases where faulty or careless food habits do in 
fact produce a continuous slight deficiency in first-class 
protein. Even within the limits of present food supplies 
and allowing for rationing, there are many people who do 
not plan the use of available food to their own advantage, 
and we endeavour to help both husband and wife in this 
respect. Other treatment such as the administration of 
iron and arsenic followed general medical principles and 
does not. require specific explanation.- 

We ourselves pointed out the importance of compensating 
fecundity in the wife, and even if nothing else can be done 
it is for this reason alone worth referring such couples for 
full investigation. In Case 1 no conception could havé 
cccurred‘ until after the wife had received attention. It is 
a remarkable fact that it occurred even then, for a semen 
test taken before the second conception occurred showed 
persistence of extreme oligozoospermia (after one week's 
abstinence: volume 4.3 ml., 0.05 million spertns per ml., 
75% abnormal forms, 20%. fully active after one and a half 


“minutes after the flaxedil injection. 


z 


hours at 37° C., 10% fully active after three and a half ` 


hours at 37° C.). This observation answers Dr.-Bishop’s 
remarks concerning the spermatogenic | status „of the husband 
at the-critical time. 


Concerning other questions raised. by Dr. Bishop, .such -as í 


timing of post-coital tests and correction of coital technique, 
it is surely not.necessary to éxplain that this clinic has not 
abandoned the precautions commonly observed by all 
“experienced workers- -in this field. To tell an infertile couple 
that there is “ no effective treatment yet available for deféc- 
tive spermatogenesis” seems to us too narrow and cate- 
gorical a statement and’ likely to cause unnecessary loss of 
hope, whereas our plea for a guarded prognosis coupled 
with any-and every effort to make conception more likely 
is at least the patient's due — We are, etc., 


{` 


MARGARET MOORE Wane. 
Mary BARTON. 
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her. He Considered that she was gravely depressed, retarded, and 
preoccupied with ideas of self-reproach, and recommended a. 
course of E.C.T. Five treatments were given between January 17 
and-30. The fractures were showing no callus at this time, but 7 
eafly clinical union was present. 

Atropine sulphate 1/75 to 1/50 gr. (0.87-1.3 mg.)- was given 
subcutaneously thirty minutes before inducing anaesthesia. 180 
to 200 mg. “ flaxedil” and 0.5 g. thiopentone were then given 
intravenously. The lungs were.intermittently inflated with oxygen. 
by means of a Boyle’s maclime before the shock was given, and 
afterwards until adequate spontaneous respiration was resumed. 
A Phillip’ s pharyngeal airway was inserted, which, besides keeping 
the airway perfectly clear, also acted as g gag to prevent tongue- 
biting. The electro-convulsive shock was given three to five 
2.5 mg neostigmine was. 
given intravenously five to ten minutes after the shock. 

With 180 mg. flaxedil, double the dose which produced respira- 
tory arrest in this patient, movement of arms and legs was not 
quite prevented when the shock was given, though the fractured 
femur was not affected. On all-subsequent occasions the dosage of 


‘flaxedil used was 200 mg., which produced complete immobility, 


except that the muscles of the head and neck still contracted 
slightly.. Atropine (1/75 gr.) was given before the first two treat- 
ments. On the second occasion only a Magill endotracheal tube 
was passed, but shortly afterwards’an excessive mucous secretion 
was found in the pharynx.’ On subsequent occasions the dose 
of atropine was increased to 1/50 gr. and a Phillip's airway only 
A short -attack of hiccups preceded ‘the return of respira-- 
tion on the fourth occasion, Nothing else abnormal occurred and 
there was little change in the pulse rate or blood pressure follow-- 
ing the infection of flaxedil and thiopentone. Adequate respira- 
tion was resumed ‘within 20 minutes of giving flaxedil, but the 
return to full consciousness was preceded by a confusional state 
lasting one to two hours. 

- During shock therapy no alteration in the position of the: 
fracture occurred, and the bone progressed to sound union, 
clinically and radiologically, by 15 weeks. After E.C.T. the 
depression and retardation had entirely cleared, and the patient 
said _she felt quite: different. Her relatives told us that *they~ 
thought she had returned to her normal self. 


—We are, etc., 
London, W.C.2. 


g CYRIL F. PRIDEAUX. 
Jonn E. Bucx. S 
DESMOND O'NELL. 


_ Relaxants in Electro-convulsive Therapy : 


Sm,—The two papers on the modification of E.C.T. by- 
gallamine triethiodide (“ flaxedil”} by Mr. O. S. Thompson- 
and Dr. A..Norton (p. 857) and Drs. R. H. F.. Smith and’ 
D. L. C. Thomas (p. 860) in your issue of April 21 prompt 
me to quote my experience. I have used p-tubocurarine - 
and C10 for this purpose for several years (Coffin, 1949, . 
British Medical Journal, 1, 1050, and Coffin, 1951, Anaes- 


. thesia, 1, 58), and, having experienced in surgery the benefits.. 


of the reduced respiratory depression from “ fiaxedil,” I have : 


w = 
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more recently used the latter as a relaxant in E.C.T., and 
because of this property find it an improvement over the 
former two drugs. 

The relative doseg seem to be: p-tubocurarine 15 mg., 
C10 3 mg., and flaxedil 75 mg. I find the dosage of flaxedil, 
when used to modify E.C.T., is best estimated at 9-10 mg. 
per stone (63 kg.) body-weight for the average patient, 
slightly- less than this being given for the first treatment 
until the response has been discovered, and still less for 
the elderly. I always ventilate with oxygen for two minutes, 
by which ‘time relaxation should be satisfactory, and aim 
not at complete immobility but at the slightest or no move- 
ment of the trunk with slight flexion of the forearms. 

I am of the opinion that it is better not to mix the 
relaxant with the thiopentone. Used separately through the 
same needle’ one ‘can more accurately judge the minimal 
amount of thiopentone needed, and the change-over of 
syringes should not, with experience, cause any displace- 
ment of the needle. The atropine should be mixed with 
the relaxant, not with the thiopentone, as the latter mix- 
ture is, in my experience, a likely cause of venous throm- 
bosis (Hunter, 1948, Anaesthesia, 3, 116), especially when 
many venepunctures have to be made as in a course_of 
E.C.T. Pa ia 

The giving of a relaxant without thiopentone seems- to 
me unjustifiable. With the present accumulation of experi- 
ence of using relaxants in E.C.T. it is quite unnecessary, and 
I am glad to see that it has been abandoned.—I am, etc., 


London, W1. “Fe . STEPHEN COFFIN. 
Hiccup and Hexamethonium 
Sin,—Hexamethonium abolishes the “lobeline cough” 
(Glasgow Medical Journal, 1951, 32, 72), apparently block- 
ing a carotid sinus reflex. Therefore it seemed probable it 
might affect a reflex such as hiccup, and it was administered 
by injection to a patient with a persistent attack. The 
hiccup ceased almost immediately thereafter. No- further 
opportunity has arisen to confirm this observation, and we 
note with interest Dr. McGull’s account of a similar result 
(April 28, p. 948). In a child with whooping-cough a single 
attempt was made to control the paroxysms with hexa- 
methonium, but they were not alleviated in this instance.— 


We are, ete., B. R. Hrs. 
J. C. C. KELLY. 


Foetal Asphyxia 


Sm,—The fact that the lungs of the newborn are collapsed 
and airless is no doubt responsible for the assumption that 
the initial respiratory effort must needs be inspiratory 
Strange as it may seem, the infant’s first attempt at respiration 
is always expiratory. The phenomenon is best observed as 
a marked increase in tonus of the abdominal muscles and 
culminates in a faint convulsive-like spasm or shudder.” The 
physiological explanation for this behaviour on the part of 
the newborn is bound up with the problem of mobilization 
of the afferent circulation. A local effect may be to clear 
the air passages of amniotic fluid.- A nasal discharge appears 
before the first inspiration, and perhaps some fluid 1s 
swallowed. for investigators have found evidences of alimen- 
tary activity before any signs of lung inflation. 

The circulation in the newborn must necessarily undergo 
a rapid and complex adjustment. None of the factors said 
to be responsible for the venous return in the adult can play 
any part in the initial mobilization of the infant. -These 
are the respiratory suction aided by the pressure action of 
the abdominal muscles on the viscera and the movements of 
muscles pressing on the veins, Were this the true explana- 
tion voluntary hyperpnoea should (but does not) improve the 
pulse pressure. Where a true circulatory asthenia exists 
forced breathing may induce untoward effects such as tetany, 
or aggravate the signs and symptoms of the effort syndrome 
({neurocirculatory asthenia). In fact, hyperventilation result- 
ing in a gaseous alkalosis is a feature of some neurotic and 
hysterical states. Again, apnoea in expiration, whether 


` . N 


Glasgow. 
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voluntary or such as is produced by adrenaline, normal ~ 
physical effort, the therapeutic convulsion or the epileptic 
fit, should by reducing the intrathoracic pressure and the 
respiratory suction action also reduce the venous return to- 
the heart and thereby reduce the output of the left ventricle. 
But this is far from being the case. Apnoea leads to an 
increase of CO: tension, and a measure of success has 
in recent years been claimed for’the therapeutic use of 
inhalations of this gas in some psychopathic states. 

Undoubtedly the problem of the venous return is in need 
of further investigation. Its importance is evidently not 
realized if one is to judge by the scanty attention it receives 
when compared with that devoted to cardiology and the 
arterial side of the circulation. Since the left ventricle is 
dependent for its output on what it receives from the right 
ventricle by the way of the pulmonary circulation, and the 
right, in turn, can supply the lungs only with what it receives 
from the great veins, it is obvious that the mechanism. 
responsible for the venous return is the dominant factor in 
circulatory supply. > 

The venous return depends, I believe, on a single, kinesio-. 
logically accessible factor, which, for want of a better term, 
I will call the “faculty of vacuolation” of the organism. 
The intra-abdominal pressure is normally negative, a nega- 
tive pressure that is undoubtedly increased in proportion to 
the degree of effort. During vigorous muscular effort, when 
the demands on the circulation are at their highest, the 
abdominal wall becomes markedly retracted or scaphoid in 
appearance. In addition the muscles of the athlete in action 
stand out: in other words the-skin is sucked in along the 
muscle margins. This suggests an inter-muscular negative 
pressure. This faculty of vacuolation, to my mind the most 
vital of all the body mechanisms, reaches its developmental 
acme during athletic prime, its power gradually waning with 
advancing years. The skin tends to become loose, wrinkled, 
and apparently somewhat redundant in old age. 

A study of the movement responses of athletic subjects to 


„an effort stimulus and of the underlying physiological adjust- 


ments in the adaptation for physical effort helps to explain 
how the increase in intra-abdominal negative pressure is 
brought about. The immediate objective response, prob- 


- ably the same in all vertebrates, is always an extensor move- 


ment. 


Now expiratory movement alWays synchronizes with 
the exfensor movement. 


The attachment of the spinal 


- muscles to the ribs confirms this, and, incidentally, throws 


new light on the still problematical role of the internal inter- 
costals in respiration. Where effort superimposes“effort the 
response is the same. One has only to witness a horse take 
a fence to note the increased back-stiffening and hear the 
accentuated expiratory effort. The volume of the abdominal 
viscera is reduced by the blood-shunt to the muscles. Thus, 
three factors come into play in increasing the intra-abdominal 
negative pressure. The extensor response elevates the thorax 
and braces the pelvis backwards ; this stretches the abdominal 
muscles and eliminates sag. The associated expiration raises 
the diaphragm and with it the abdominal viscera. The 
reduced volume of the latter tends to draw the abdominal 
wall inwards, 

Barcroft (British Medical Journal, 1939, 2, 986) investi- 
gated the intrauterine development of respiration in the 
sheep. He describes the results of a stimulus to the foetus 


“as a somatic response, extensor in type, followed by a respira- 


tory response, the three factors concerned (the stimulus, the 
immediate somatic response, and the following respiratory 
response) being related quantitatively. I have not seen the 
film referred to by Dr. W. N. Leak in his letter (February 3, 
p. 244), but I am convinced that what Barcroft described as 
the respiratory response was actually inspiratory in type. He 
evidently overlooked the fact that the preceding extensor 
response was also the expiratory phase of respiration. 

My experience of asphyxia in the newborn is very limited, 
but I believe it to be due to weakness or fatigue (due to 
protracted labour) of the “ faculty of vacuolation.” Respira- 
tion would be of little use without a blood supply to the 
lungs.—I am, etc., 


Callan, Co. Kilkenny aAA WILLIAM HERON 


t 


7 
net 





- 


1144 May 19, 1951 





Orf in the Country 


SR, —The series of cases of orf occurring among Smith- 
field porters, described by Dr. I. S. Hodgson-Jones (April 14, 
P- 795) shows some clinical variations from those occurring _ 


.” in a rural area among agricultural workers. This is probably - 


„accounted for by their outdoor employment. Nine- cases 
have been recorded by me since the war years, when time did 
not allow for adequate observation of earlier cases. 


In no-case has the dead, white, soggy skin been seen except 


where marked secondary infection has supervened.. Lymph- 
angiitis has not been detected until the vesicle has been 


broken, so that one has come to regard it as associated with 
secondary infection. Generally, a single lesion is seen, but 


cases have occurred where the primary lesion has remained 
small and a circinate group of secondary lesions have broken 
down, simulating the classical illustration in the older text-- 





- . been available in rural practice up to date. 


books of malignant pustule. These multiple lesions have 
been seen only where the patient has applied dressings prior 
to seeking advice. 

The site of the lesion in the adult cases has generally been 
on the hands and‘forearm; predominantly on the hands 
and-more usually on the dorsal aspect. The case described 
recently (G. M. Lloyd, A. Macdonald, and R. E. Glover, 
Lancet, 1951, 1, 720) illustrated a case where the brow of 


-an adult was infected. Other facial lesions have always 


occurred in children, as reported by Dr. A. K. Rankin’ 
(British Medical Journal, 1950, 2; 1279). 
small girls with pet lambs have been seen with lesions on the 
lip and the temple respectively. The first post-war case was 
that of a farmer’s schoolboy son who developed orf on his ~ 
upper eyelid’ while bottle-feeding a lamb which had lost the 


“ ewe. w 


. The condition resolves ‘itself in five to eight weeks, as 
reported. Treatment with the earlier antibiòtics has been 
unsatisfactory. Chloramphenicol and aureomycin have not 


amides have helped only to limit secondary infection. Very 
hot, bathing, where assiduously applied after removal of 
scabs, has helped to shorten the course to about three weeks. 


Flavine in Secon has been less useful. Zinc chloride 
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(10%), as_used by veterinary colleagues, has not had-sufficient 
trial Jf the eschar is repeatedly removed it appears bene- 
ficial, but it produces much soreness and the patient does 
not readily co-operate, though it would appear the most 
economical form of treatment; 

Orf does not appear to penetrate the skin of the adult out- 
door worker readily. There is-usually a history of the worker 
having been recently employed in hedging, or retrieving the 
lamb from brambles and briars. No case of recurrent infec- 


~ tion has been seen where the farm worker has in sub- 


sequent years handled infected sheep or lambs, so that 
immunity appears to be acquired, 

The seasonal factor is apparently that of Jamb-rearing, 
when stock are most frequently handled. Cases seen here 
have occurred between April and June and exceptionally 
as late as -August—TI am, etc., 

Ross-on-Wye ` 


G. M. Liovp. 


e 


Pink Disease 


Sm,—I was very surprised to read in the British Medical 
Journal (April 28, p. 933) that treatment of pink disease with 
the use of salt and desoxycorticosterone had not met with _ 
success. I have had two cases of pink disease in my“ 
practice which were very successfully treated by giving 
120 gr. (7.2 -g.) salt daily and 3 mg. desoxycorticosterone 
acetate on alternate days, with a total of five injections. ‘The 
response was almost immediate. The irritability and 
insonnia started to disappear and the appetite improvéd! 
About ten days later the redness of the hands’ and feet. 
started to fade away. It is now over three weeks since treat- 


- ment was started and the tachycardia has~ practically 
J| ~ disappeared, along with most of the other symptoms and 


signs.—I am, etc., -~ 


Manchester . z H. FORMAN. 


`- Kimmektie Wilson Syndrome 
Sr,—Dr. Jan Gilliland’s paper (April 28, p. 916) might 


_have made clearer reading if he had defined his renal patho- 


logical groups more precisely. The use of the term arterio- 
sclerosis without further definition or description is always 
confusing. We are told that in Group 1 (the Kimmelstiel- 
Wilson group) there is a pronounced degree of. arterio- 
sclerosis, and that this may be séen to affect both afferent 
and efferent arterioles. From these statements it must be 
implied that Dr. Gilliland includes arteriolosclerosis within 
the term arteriosclerosis, so that presumably Group 3, the 
‘arteriosclerotic group, includes kidneys showing arteriolo- ° 
sclerotic lésions and therefore overlaps Group 2. 

It is generally considered that chronic hypertension is 
almost always associated with a significant degree of renal 
arteriolosclerosis. Ofe is therefore surprised to_find in Table 
IV that hypertension was present in only one of the three 
cases in the arteriolosclerotic group, in all three of the 
arteriosclerotic group, and in four of the “ other diabetics ” 
group, which by definition is free from renal vascular 
disease. This apparent lack ‘of correlation between hyper- 
tension and renal pathology in the cases without Kimmel- 
stiel-Wilson lesions also suggests that his various groups are 
far from clear cut--I am, etc, ‘ 

G. F. M. Hat. 


` Industrial Health Investigations - 


Sm,—Your correspondents, -Drs. R. S. F. Schilling 
- (April 7, p. `759) and Alex. Mair (April 28, p. 950), com- 
-ment upon industrial health investigation. They both refer 


` to the work which requires physical examinations. I would 


point out that observations of less direct clinical interest, 
but not of minor importance, can be made from an examina- 
tion of working methods. `I think that the attitude to health 
in the lay mind has still a long way to go. , You were kind 
enough to illustrate an arc-welder'’s shield which I designed 
(British Medical Journal, 1945, 1, 154). A foreman fitter- 
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welder had been engaged in the old-fashioned practice of. 
doing overtime in order to complete some construction. 
His enthusiasm had exceeded his discretion, and a very 
high voltage had been used. The next day his assistant 
presented himself with a typical “arc-eye.” I felt that the 
routine methods would merit observation, and found that, 
although the welders themselves were adequately protected, 
their assistants, like the retainers of the knights of old, 
did not wear armour, and Were therefore exposed to 
radiation. 

The difficulties encountered arose not from the complexity 
of the problem but from the workers (I use the word in its 
modern elastic sense), who disliked being watched. One 
skilled artisan encompassed the attitude of the industrial 
worker with the words, “I'd rather have the danger money.” 
--I am, etc., 


Rossendale, Lancs J. NOEL JACKSON. 


Enormous Ovarian Cyst 


Sm,—To surgeons in ‘the Tropics colossal fibroids and 
ovarian cysts are everyday fare, as Professor R. J. Last has 
indicated (March 24, p. 622). It was therefore with some 


surprise and pleasure that I met again two old friends whose 
photographs I append. They were both admitted to hospital 





within a few days of each other during the flying-bomb era, 
because their relatives refused to stay and tend them any 
longer. They were both Christian Scientists, and neither of 
them had left their single rooms for over a year. Both had 
multilocular pseudo-mucinous cysts, the one containing 
76 pints (42 litres), the other 60 pints (33 litres) of brown 
glairy fluid. After slow decompression-tapping, removal of 
the cysts was easy except for some parietal adhesions. Blood 
transfusion was unnecessary, but both were-given two pints 
(1,100 ml.) of plasma during operation. They have both 
becn seen quite recently, well and happy.—I am, etc., 


London, W 1 V. B. GREEN-ARMYTAGE. 


Combined Penicillin and Streptomycin 


Sır, —The recent paper by Dr. J. E Cates, Professor R. V 
Christie, and Professor L. P. Garrod (March 31, p. 653) on 
the treatment of penicillin-resistant bacterial endocarditis 
with penicillin and streptomycin prompts me to record the 
following case. 

An accountant aged 37, with rheumatic mitral and aortic 
valvular lesions, was taken ill with “’flu” about the middle 
of November, 1950. As his pyrexia did not subside he was 
admitted to hospital on December t as a suspected case of 


bacterial endocarditis, a diagnosis which was confirmed on- 


December 4 by culturing Streptoceccus viridans from the blood 


stream. The organism was reported as penicillin-sensitive, so - 


parenteral penicillin therapy on the usual lines was instituted on 
the same day. Owing to an error of prescribing he was given 
at the start even larger doses than is customary, and between 
December 4 and January 15 received in all 165.6 million units 


penicillin. The clinical response seemed excellent, but within 
48 hours of stopping the penicillin his temperature rose, and on 
January 17 blood culture again produced a heavy growth of 
Str. viridans. However, the organism was reported as strepto- 
mycin-sensitive, so on January 22 daily intramuscular treatment 
was begun with 2 g. streptomycin and 12,000,000 units penictlhn 
This dosage was continued until April 17, so that in 12 weeks 
168 g. streptomycin and 1,008 million units penicillin were 
given. ~ 

The final result seems to have been satisfactory At the time 
of writing the patient has been apyrexial and symptomless for 
20 days, and ıs beginning to get up and about. The likelihood of 
relapse seems small after such a period. There have been no 
symptoms or signs of labyrinthine damage by the streptomycin, 
and at no time has there been any cardiac decompensation. 


It would be unwise to draw any rigid conclusions from a 
single patient, but as such cases of penicillin-resistant endo- 
cardial infections are rare one may perhaps be permitted 
to comment briefly. Cates, Christie, and Garrod treated 
their patients with larger doses of streptomycin and penicil- 
lin, but for a shorter period. In both their cases which 
survived there was labyrinthine damage due to the strepto- 
mycin. It is possible that this complication. may be avoid- 


.able by less heavy but more prolonged dosage, as in the 


present case. In considering the length of time treatment 
should be given it is interesting to note that my patient, 
a highly intelligent man; volunteered the information that 
although he never had, while under treatment, any definite 
symptoms he could describe clearly, he did not feel entirely 
well until he had been on penicillin-streptomycin for about 
eight weeks. ` It seems therefore possible that the infection 
was not eliminated until that point, in which case it would `° 
appear desirable, if the described dosage is used, to con- 
tinue treatment for at least this time—I am, etc, 


Adwy, nr. Wrexham J. R. FORBES. 


Spontaneous Rupture of Tendon 


Sir,—A case of spontaneous rupture of the extensor longus 
pollicis tendon which I treated ın 1937 may be of interest 
1n confirming the view that this condition is due to a vascular 
necrosis rather than to friction, and in this way to support 
the view expressed by Mr. David Trevor (April 28, p. 952). 
A further point of interest was that in my case there was no 
fracture. 

A man, aged 24, gave a history that he had cut his forearm 
postero-laterally about 34 in. (9 cm.) above the wrist-joint six 
weeks before I saw him There was a healed scar less than 1 in. 
(2.5 cm.) long, but the history was that the cut had ‘gone very 
deep. Shortly before I saw him he had suddenly lost the power 
of extension of the thumb. I explored the extensor tendon and 
found that it had the typical soft yellow appearance near the 
site of the rupture which is seen occasionally following a Colles’s 
fracture There could be little doubt that the original penetrating 
injury bad interfered with the blood supply going down from 
the muscle to the tendon. 


Mr. Trevor advises end-to-end suture, but, owing to the 
extent of softening in the tendon in this and in some other 
cases that I have treated, it has been necessary to perform 
a tendon anastomosis. I personally prefer to suture the 
extensor carpi radialis longus to the distal end of the 
extensor longus pollicis tendon, as this ultimately gives an 
almost perfect result. In this particular repair it is interest- 
ing to note that re-education may be rather slow, as the 
extensor carpi radialis longus normally contracts synergically 
with the flexors of the hand and wrist.—-I am, etc., 


Famham, Surrey STANLEY C. Raw. 


Atropine and Whooping-cough 


SR ,—Following on Dr. Stanley Banks’s Refresher Course 
article on Whooping-cough (Match 31, p. 689) it is interesting 
to note that there has been a marked increase in this area 
in the use of atropine methyl nitrate ın alcoholic solution: 
mostly in the form of the proprietary preparation 
“eumydrin.” Apart from the question of its usefulness in 
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~ the treatment of whooping-cough, ‘there’ is one point which 


N 


already had one case of atropine poisoning in an 18-montb- 
old baby ‘who swallowed the contents of a 10-ml. bottle. | 
If eumydrin is prescribed it would be safer, for home" use,” 
„in the aqueous solution.—I am, etc., 


ELEANOR M. SINGER. 


Colchester. ` y 
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POINTS FROM LETTERS 
Cortisone and Toxaemia of Pregnancy . 

Mr. R. H. PARAMORE (Rugby) writes: Since thé brain of. the 
healthy primigravida in the mid-period of pregnancy so often 
shows a heightened activity, while if* toxaemia appears as, the 
Pregnancy advances it becomes impaired or even deranged, might 
we not argue that some change in the brain is the cause of the 
disease ? Should we be unwarranted then in suggesting the 
injection of cerebral extract; and in demanding df chemists, the 
`~ synthesis of such a substance ? Would not such a substance be 
of value in the non-pregnant—e.g., for students prepating for an 
examination—or even in the treatment of mental deficiency ? To 
say that the latter depends on aberrant structure is beside the 
point: no one dealing with women the subject of the toxaemia of 
pregnancy considers their structure. The physica] basis of the 
disease is discounted. Just as happened in Alexandria after the 


disappearance of its first ee so to-day the cry is, ce “To hell 
„with anatomy.” 


N 


- 


Zip Fasteners 


„Dr. A. H. Price (Reading) writes: Some years ago while I was 
* trout fishing, a man came down the little path and spoke to me, 
showing me his zip fastener (April, 28, p.-948) entangled with 
his dewlap. Fortunately I had with me a very small but powerful 
. Wire-cutter that had lain in my creel. It took less than ten 
“minutes to the zip fastener, though indeed a few drops of 
- ‘blood were shed. Perhaps the purists would want to know why 
there was need of a wire-cutter, for large hooks; but salmon 
were about:. Twice I have cut the wire of a hook, once in a 
man’s upper lip and another time in an eyelid. 


- Dr. W. M. Penny (Beckenham) writes: Is Captain H. Ellis’s 
“ Unusual Accident" (April 28, p. 948) so very infrequent ? 
My patient also was a soldier, who at the end of his leave caught 
the dorsal-surface of his prepuce in the zip. The fastener was 
snipped out and the wound closed. He was certified to be unfit 
to travel owing to a “ minor operation.” Young women who 
vear their corsets next to the skin may suffer a similar kind of 
a ent. g 


Samples (and Pamphleteers) 


‘Dr. R. Oppm (London, S.W.3) writes: Your correspondent, 
- Dr. D. Hanbury, of Midhurst (March 31, p. 704), has my 
~ sympathy; for, though I am literally “ in the trade » myself, I too 
get many samples. by post. But I must enter a modest plea 
in defence of what he calls the “ pamphlieteers” who write 
the accompanying advertisements. As an experienced but 
humble exponent of this art I can assure him that reliance 
.on “ exotic bibliographical references ™ as a means of enlisting 
professional interést in our wares is rarely called for nowadays. 
‘The doctor is too busy and had too much of it in the past. The 


fonction of the pamphleteer is largely interpretative: he tells the `` 
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National Health Service Bill 


Lord Hapen-Guest moved the second reading of the Bill, 
in the House of Lords on May~9. He paid tribute to the 


, “wonderful achievements” of the Service and ‘briefly out- 


lined the changes introduced ‘in the Bill. Lord BALFOUR’ of 
INcuRYE said ‘that on his side of the House they had no 
delight in the charges, but t_ they accepted the Bill as. a 
regrettable necessity brought about by a too hurried introduc- 
tion of the full scheme before the professions, the hospitals, 
and the institutions were administratively ready. Lord 

welcomed the clause providing for treatment 
abroad for tuberculosis patients, and said he felt sorry that 


“it had been found necessary to ‘depart from what had been 


a fine principle in the Act. 

Lord Wess-JOHNSON said that unless there was some 
charge for medicines and appliances there would be wanton” 
waste. Lord FARINGDON believed. that in the Bill there had 
been a serious sacrifice of principle, and feared that charges 
would have to be added for artificial limbs, hearing-aids, and 
so on; he deplored this “special tax” on those to whom. 
fortune had been less kind. Lord Hapen-Gugst; winding , 
up the debate, said that in helping to..back up the national 
defence they were performing a service to the Health Service 
and to the nation. The Bill was then read a second and 
third time and passed. 

+ On May 10 the Royal Assent was granted to the Bill. ' 


X-ray Scheme for Mine A 


. On May 7 Mr. E. H. C. LEATBER raised the subject of 
pneumoconñiosis among miners and the proposed x-ray | 
scheme. He paid.tribute to the work of Dr. Fletcher and 
-the Pneumoconiosis Board, and said that the important 
thing was to capitalize their work and make -use of the 


. knowledge they had.acquired. This could be done, he main- 


tained, only if the work was used as a preventive, and 
that meant the compulsory x-ray scheme he had been urging 
in the House for the past 12 months. If the disease was 
_caught in the early stages when a man was only 5 or 10% 
affected, he could be removed to the surface and would be 


~ sound and fit like any other man. If the miners were forced 


doctor—be it hoped clearly and concisely—what the commercial . 


fraternity (and other doctors) are up to, Indeed, were it not for 
the medical departments of pharmaceutical manufacturers under- 
taking such functions, the busy general practitioner_ might 
frequently be ignorant of the practical value of new (as, also 


of the fresh indications for old) remedies in his everyday work. : 


In the pagt few months the rate of demand for a certain well- 
established Proprietary drug has, following the issue of 

“ pamphlets ” suggesting its use ip a new indication (for the 
symptomatic treatment of a certain infectious disease), increased 
twentyfold. It seems possible that a useful purpose has thereby 
been subserved-for the benefit of doctor and patient. Were my 
erudition a match for the problem I would conclude,.in Latin, 
cape proof of the pudding ... Yours sincerely, Thè 


s 


- Correction { f - l 
. ¥ Dr. F. Dudley Hart writes-to. point out that there was an error 
~ in the report of his address (April 21, p. 879), since the reference 


to Still should have been omitted. 
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to have a yearly x-ray examination both the psychological 
curse and a“tremendous amount of human and economic 
waste would be eliminated. 

Mr. Harotp Neat (Parliamentary Secretary to the 
Ministry of Fuel and Power) assured, the House that the 
Government was deeply concerned with the problem of 
pneumoconiosis, and was dealing with the question of radio- 
logical examination as quickly as possible. ' The National 


Joint Pneumoconiosis Committee had for some time been ” 


considering a scheme of periodic examinations. It had 
decided- that an experimental scheme was neceesary before | 
any general plan could be drawn up to cope with the. 
“formidable objective” of examining’ more than half a 
million mine-workers. If the labour-saving and more easily 
operated mass miniature radiography was found to be suffici- 
ently reliable to detect early pneumoconiosis, the introduc- 
tion of the experimental scheme would be much edsier than 
if large x-ray films-had to be used. The experimental scheme 
would be confined to- the routine detection of the disease 


- and the safeguarding of the men they found to be infected. 


Cook.” ' 


Mr. Neal pointed out that under the Industrial Injuries 
Act every minér who feels that he might be suffering from 
the disease can make a claim for-~benefit, and: then he is 
automatically given an x-ray examination. In the two and 


‘a half years ended December 31, about 31,000 x-ray films 


had been taken “under this procedure, and during the same 
period 10,000 miners were diagnosed as having pneumo- 
toniosis; all of them, whether or not they remained in 
the industry, were required. to report for_periodical re- 
examination. The increased confidence in the pneumo- 
coniosis boards was shown by the fact that half of these 
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men remained in the coal-mining industry. The National 
Coal Board. was taking all possibié steps to eliminate the 
~ dust -which caused the disease, and every effort would be 
made to remove pneumoconiosis from the mines. ae 
On May 8 Mr. LEATHER moved that a Bill be brought i in 
to allow compensation to be paid to workers who contracted 
pneumoconiosis as a result of their employment prior to 


J uly 5, 1948, and who were excluded from the then Work- - 


. men’s Compensation Acts. Under thesé Acts a man was 


‘the Dentists Act. 


entitled to compensation. ‘only if he had served in the pits - 
within the last five years, and Mr. Leather pointed out that 
a five-year time limit was unfair, because the disease may 
sometimes take as long as 20 years to become clear enough 
for diagnosis. He cited the case of a man in his constitu- 
ency who left the pits 20 years ago when he was ‘told he 
was suffering from chronic asthma, and who was not now 
entitled to any compensation because of the length of time 


“he has been away from the mines. The Bill was read a 


first tinie and will be read San: on June 22. - 


Dentists a 


Mr. BARNETT TANNER asked the Minister of Health on 
May 10 what was the present position about amendment of 
Mr. Hary MARQUAND replied that’ pro- 
posals were under consideration, ‘and that-while it was not 
possible to introduce legislation in the present. session it 


-was the Government’s intention to » do so atan early oppor- 


tunity. 


Exports to China.—During the first three months of 1951 British 
exports to China included penicillin to the valus of £4,000, iodides 
value £12,000, and other medicines and drugs value £8,000. 

B.C.G. Waccine.—Research into its use in Britain continues, but- 
general distribution is not yet advisable. 

Pay-beds. -—Tħere are 6,875 pay-beds in hospitals under the 
control of the Minister of Health, and on December 31 there were ` 
1,190 patients on the waiting-list,, ee 
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ANAESTHETIST FOUND NEGLIGENT 
{From Our MEDICO-LEGAL CORRESPONDENT] 


In a recent case a packer, Mr. Charles Alfred Fordyce, was 
awarded £400 damages for negligence’ against the North- 
west Metropolitan Regional Hospital Board. He-had also 
sued. Mr. Neville Stidoiph, the surgeon who had performed 
the operation in respect of which he complained, but during 
the course of the trial the jury found that there was no case 
of negligence against Mr. Stidolph, and a verdict was there- 


` upon returned in his-favour, 


Mr. Fordyce’s case was that on December 10, 1948, he was 


operated on for a duodenal ulcer in St. Mary’s Hospital, _ 


Islington, for which the board was responsible under the 
National Health Service Act. During the operation 
the anaesthetist employed by the board injected curare into 
Mr. Fordyce's left arm to obtain muscular relaxation at the 
operation... It was said that in order to do this the arm was 
strapped: above the patient’s head, this manœuvre causing a 


‘lesion of the brachial plexus and affecting the nerves of his 


shoulder, with the result that, although the operation for 


duodenal ulcer was successful, Mr. Fordyce found when he 


recovered from the Anaesthetic that his arm-appeared to be 
paralysed. 

The case for the board was that the anaesthetist, who was 
most experienced, having given more than 3.000 anaesthetics 
and-having used curare more than 300 times, had not been 
negligent and that the, arm was never strapped above 
Mr. Fordyce’s head.. 

1 Manchester Guardian, M: 


arch 17. 
£ Britisk Medical Journal, psi, 1, 480. 
3 Glasgow Herald, March 14. __- 
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There was no suggestion that the anaésthetist had been _ 


negligent in selecting the arm for the curare injection. 
The jury by their verdict found that the anaesthetist had 


been negligent and assessed the damages at £400. MT Justice 


Cassels adjourned the argument on the liability of the board 
upon the jury’s finding, pending the judgment of the Court 
of Appeal in Cassidy v. Ministry of Health.* 

On March 16, 1951, Mr. Justice Cassels, following the 
decision of the Court of Appeal, held that the board was 
lable in law for the anaesthetist’s negligence, since the board 
was his employer: Accordingly he gave judgment against 
the board for £400 damages and costs. i 


ACTION AGAINST SURGEON WITHDRAWN 


An action for negligence against Mr. Walter Galbraith in 
the Scottish Courts was recently’ withdrawn by the pursuer, 
Mr. Malcolm Macfarlane, a master baker. Mr. Galbraith’s 
action against -Mr. Macfarlane for his fee in respect of 
the operation, which was the basis of Mr. Macfarlane’s 
. action, was also withdrawn after payment by Mr. Macfarlane 
of the fee. ` - . 

Mr. Macfarlane had claimed £5,000 ‘for alleged profes- 
sional negligence. He alleged that he suffered from a serious 
abnormality of the shoulder which rendered it particularly 
susceptible to injury. In May, 1948, Mr. Galbraith operated - 
on him for a diseased prostate, and that operation was 
entirely successful. Mr. Macfarlane complained that during 
the course of the operation he was tilted into such a position 
that pressure was put ‘upon his shoulder. As a result the 
nerves were stretched, his hand was found to be paralysed 
next day, and had continued paralysed. 

“Mr. Galbraith’s case was that he had taken all reasonable 
precautions for his patient’s safety. i 

Lord Sori had sent the action for trial by jury “ih spite of 
. the absence of any averment on behalf of Mr. Macfarlane 
whether there was any alternative method of carrying out 
the operation, and if so what it was. Nor was there any 


“averment in detail of what precautions could have- been 


taken and in what, respect the surgeon had failed to take 
them. 

However, before the heaving’ before the jury was reached 
the action was withdrawn. $ 
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Universities and Colleges” 





UNIVERSITY OF OXFORD 


An examination for a Radcliffe Travelling Fellowship, of the- 
annual valueʻof £300 and tenable for two years, will be held 
during Hilary Term, 1952, at the University Museum.’ Full par- 
ticulars may be obtained from the Regius Professor of Medicine, 
University Museum, Oxford, to whom applications must be sent 
“by Janyary 31, 1952. ` 

The Board of thé Faculty of Medicine will make an election, 
without examination, to the Schorstein Research Fellowship in 
Medical Science in June, 1952, if a candidate of sufficient merit 
offers himself. The Fellowship is of the value of £300 and will 
be tenable for one year from October 1, 1952. Candidates must 
submit their applications to the Secretary of the Medical School, 
University Museum, Oxford, by May 1, 1952. 

Candidates for the Rolleston Memorial Prize, 1952, which is 
now of the value of about £90 and is awarded every two years, 
should submit their applications -to the Head Clerk, University 
Registry, Oxford, before,March 31, 1952. 

Dr, Ian Wood will déliver a Litchfield Lecture on “ Gastric 
Biopsy in the Study -of Chronic Gastritis and Pernicious 
Anaemia" at the ‘Radcliffe Infirmary, Oxférd, on Wednesday, 
June 6, at 5 pm. ` 

UNIVERSITY OF CAMBRIDGE F 
Dr. M. G. P. Stoker has been reappointed Huddersfield Lecturer 
in Special Pathology from October 1 with tenure to the retiring 
age, and Dr. G.F. Roberts, Dr. B. M. Herbertson, and Dr. N. B. 
Finter_ have been reappointéd University Demonstrators in’ 
Pathology, all with tenure for twovyears from October 1. 
st m re f so, 
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A University Lecturer and a University Demonstrator in the | 


Department of Anatomy are to be appointed by the Appointments 
Committee of the Faculty of Biology “ B.” Full particulars may 
be obtained from the secretary of the committee, Mr. M. H. 
Gleeson-White, Department of Pathology, Tennis Court Road, 
Cambridge, to whom applications for the posts must be sent by 
June 6. Bs 3 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College, held on May 10, with 
Sir Cecil Wakeley, President, in the chair, A. H. Harkness, I. W. ¢ 
Magill, A. O. Parker, Surgeon Captain R. W. Higgins, R.N., and 
Professor T. Nicol were admitted to the Fellowship: 
The Walker Prizo was presented to Professor Alexander 
Haddow and the Begley Prize to Mr. G. L. Howe. i 
Professor Ernest Finch was re-elected to serve as the repre- 


sentative of the College on the Court of Governors’ of the - 


University of Sheffield. 

Diplomas of Membership were granted to the candidates whose 
names were printed in the report of the meeting of the Royal 
College of Physicians of London in the Journal of May 5 
(p. 1025). 

Diplomas were granted, jointly with the Royal College of 
Physicians of London, to the following successful- candidates : 

- Drptoma N Camp Hearto.—G. N. H. Cranswick, ’A. J. 
‘Watson. ; 7 

Dirrcoma IN LARYNGOLOGY 
Leelavathi. z 

DrLoma N Pusuic HeaLr.—H. L. Wolfe. 

DrLoMAa IN TropicaL MEDICINE AnD ` HYyYGmNE—R. M. 
Kapadia. Š 


-_-Jhe following hospitals were recognized under paragraph 23 


of the Fellowship regulations: North Lonsdale Hospital, Barrow. 
in Furness (surgical registrar and house-surgeon (general), ortho- 
paedic house-surgeon. ~All posts for six months only). Ipswich 
Borough General Hospital (two house-surgeons, for six months). 
West Norfolk and King's Lynn General Hospital (surgical regis- 
trar, for six months). . Margate Hospital (surgical registrar, for 
six months). Ramsgate Hospital (surgical registrar, for six 
months). -Southport General Infirmary (senior registrar). 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 


GLASGOW 


At a meeting of the Royal Faculty of Physicians and Surgeons 
of Glasgow held on May 7, with the President, Mr. Walter W. 
Galbraith, in the chair, the following were admitted Fellows of 
Faculty qua Physician: A. C. McDougall, M. B. Urs. B. McK. 


- Dick was admitted a Fellow of Faculty qua Surgeon. ~- 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


The Diploma in Obstetrics has been awarded to the following 
successful candidates: E. A. Agius, A. S. Arneil, Janet M, Bell, 
D. G. B. Bennett, E. I; Boxer, H. S. Brown, J. A. C. Brown, 
C. B. Burdett-Smith, R. K. Burt, J. D.-Chalmers, R. A. Chester- ` 
field, Jeanne M. Clements, J. F. Connolly, J. S. Cox, T. I. 
Crichton, J. M. A. Critchley, Margaret E. Davies, J. A: Dew, 
A. J. Dinn, H. G. Dixon, D. C.-Dymond, E. Evans, Harriet E. 
Faris, Margaret M. Farrell, Ethel A. Fisher, Hanora H. Forde, 
J. M. Frew, D. C. H. Garrod, H. S. Gavourin; N. N. Ghosh, 
H. J. Giwelb, N. G. O. Gourlay, M. Grant, K. Greig, P. Griffiths, 
H. Haigh, J. S. Happell, W. T. Harrett, J. W. S Harris, 
Kathleen J.” Harrison, Patricia E. Hartley; M. M. Herbert, 
G. J. S. Herdman, Ruth N. E. Hinckley, J. G. Inglis, W. G. 
Irwin, B. Isaacs, W. C. Jamieson, Dorothy M. Jennings, A. T. 
Johnson, A. W. Johnson, K.-M. Kawa, H. M. Kent, G. 
Kettlewell, H. M. Kirkpatrick, P.-C. Lai, Catherine M. Lamplugh, 
D. C. Langwell, Joyce H. Lazarus, J. J. Lee, W. Lees, T. P. 
Linehan, C. D Linton, H. A. R. Loxdale, H. S. M'Callum; 
A. McCawley, D. P. McDermott, J. McDowall, Susanne M.” 
MacGregor, W. J. M, Mackenzie, F. J. McKenna, L. P, Mackie, 
Cynthia J. McPherson, E-J. Mann, J. G. Mathie, B, Measday, 
Margaret L. Meikle, A. L. Mintz, Rhona E. Morgan, F. J. 


Mouser, Jessie M. B. Muirbead, Anne M. M. Oriel, E. Perelman, - 


Evelyn Peters, Violet M. J. Procter, Margaret D. E. Quinet, 
E. J. H. Reford, A. M. Reid, D. H. Richards, J. H. Ridgwick, 
Freda Mœ Roberts; D. J. Rodger, ‘I. P. Ross, M. Sackwood, 
I. N. Samuel,- Joycelyn H. W. Sandison, Muriel J. Scudamore, 
H. Seid, P.-N. Sinha, June M. Smith, P, M. Smith, Isobel M. W. 
Stark, R. G. O. Tayler, O. H. Taylor, E. Thomas, S. Thurairet- 
nam, W. L. -Timmins, E. L. Trott, A. C. Turnbull, Ethel M. 


` . Wallis, Alexandra C. Watson, Pamela L. C. Watson; Margaret L. 


Watt, Grace A. M. Webster, H. M. White, H. W. Wilson, M. B, 
Wingate, P. A. T. Wood, Frances M. E. Wylde. 
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Cattle Slanghtered for Tuberculosis 


During January 1.to March 31 of this year the numbers of 
bovine animals slaiightered under the Tuberculosis Order of 
1938 were as follows: England 947, Scotland 104, Wales 74; 
total 1,125 (Ministry of Agriculture and Fisheries). The 
numbers of bovine animals in the United Kingdom 
slaughtered under this Order -in the last six” years are,- 
shown in the following Table: i 


` 


Year Number Slaughtered 
a as 8 
1947 .. f 6,545 
1948 .. 6,320 y 
1949 . 5,813 
1950 .. 5,296 





Deaths in the Large Towns i 


The number of deaths in the large towns has been con- 
siderably higher during the present year_than in the corre- 
sponding period of 1950. In the: second week of this year 
10,328 deaths were registered, being 4,808 more than in the 
second week of 1950. The difference between the corre- 
sponding weeks of the two years gradually declined, but it 
was not until the ninth week that the difference fell below 
1,000. For the past two weeks the number of deaths has 
approximated to the level of last year. During the first 17 
weeks of this year 28,604 more deaths were registered in the 
great towns than in the first 17 weeks of 1950. 


> Road Accidents 
Road casualties in Great Britain during March totalled 
16,442, an increase of 2,837 compared with March, 1950. 
Of ‘this total, 404 were killéd, 4,027 seriously injured, and 
12,011 slightly injured (Ministry of Transport). A disturb- 
ing feature of the March figures is that for the first time ~ 
since the war they exceed the total for the last corresponding 
month before the war, March, 1939, which was 15,854. The 
increase is probably due to the fact that Easter this year fell 
in March, whereas in 1939 it was in April, ` S 


Ș 3 
Health Records in Northern Ireland 


According to a statement from the Registrar-General for 
Northern Ireland, the infant and maternal mortality rates in 
1950 were the lowest ever’ recorded, and so also was the death 
rate from tuberculosis. The infant mortality rate decreased 
from 45 the previous year to 40 deaths per 1,000 live births. 
(Gin England and Wales it was 30.) The maternal mortality 
rate declined from 1.4 in 1949 to 1.2 per 1,000 live births. . 


.The death rate from tuberculosis was 48 per 100,000 popula- 


tion, which is one-third of the rate 25 years ago. 

The birth rate fell from 21.4 in 1949 to 21 per 1,000 of the 
population in 1950. (in England and Wales it was 15.8.) 
The death rate was the same at 11.5. The death rate from 
cancer in 1950 was 150 per 100,000 population, against 115 
in 1935. The rate has gradually increased, but the increase 
has slowed in the last seven years. 5> 


Week Ending May 5 — 


The notifications of infectious diseases in ‘England and 
Wales during the week included: scarlet fever 1,032, 
whooping-cough 3,483, diphtheria 45, measles 18,310, acute 
pneumonia 588, acute poliomyelitis 21, dysentery 833, para- 
typhoid fever 7, typhoid fever 4. Deaths from influenza in 


the great towns numbered 10. ~. r, ʻ 
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Graphs of Infectious Diseases _ 


The graphs below show the uncorrected numbers of cases ` 


of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus , the figures for 1951 thus 
—. cept for’ the curves ' showing notifications in 
1951, the grap s were prepared at the Department of Medical 
Statistics and Epidemiology, London School of Hygiene and 
Tropical Meese, 
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a ` Infectious Diseases 


In England and Wales-during the week ending April 28 
the number of notifications of whooping-cough rose by 145 


and of scarlet fever by 136, while those of measles fell by 


1,019 and dysentery by -131. 


Only small changes occurred in the local trends of scarlet i 


fever. The only large variation in the returns for whooping- 
cough was a fise of 42 in Lancashire. The largest falls in 
the number of notifications of measles were Yorkshire West 
Riding 462, Essex 219, Southampton 192, Surrey 102, while 
the largest rises were Cumberland 132, ‘Lancashire 97, 
- Warwickshire 75, and Kent 66. The chief feature of the 
returns of diphtheria was a-rise of 7 in Yorkshire West 
‘Riding. _ - 

More than one case of acute poliomyelitis was notified in 
five counties, but the only administrative area with multiple 
cases was Birmingham C.B. 3. The largest returns for 
dysentery were London 136, Lancashire 122, Yorkshire West 
Riding 121, Middlesex 69. In Scotland ‘the number of 
notifications of dysentery fell for the fourth consecutive 
week, and the total is now oné-half of the value of a month 
ago. The largest centres of infection were the cities of 
Glasgow 36 and Edinburgh 16. 


` 


> 


„1150 May-19, 1951 


> 


VITAL STATISTICS | 





_ >” INFECTIOUS DISEASES AND VITAL STATISTICS 
“We ERR below a a summary of Infectious Diseases and- Vital Statistics in the British Isles for the week ending April 28 (No. 17 M oe 


Figures of notified cases aro for:’ (a) 
{n Bite Figures of births and deaths and 
London 
v dnHire. A tes no cases; a b 
The table is based on information supplied by t 


strar~General 
Health and Local Government of Northern rast, faa and the Department of Health of ae 





of deaths recorded under each disease are for: ae 126 great towns in 
tivo county). = The 16 principal towns in Scotland. (d) The 10 principal towns in Northern 
lank spaco denotes disease not 


od and Wales (London included). (b) London (admimstrative county). fend and Scatland ohe ne m relans: 
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ap The 13 princapal towns 
Wales, Seating, Norther Ireland, and Eire, the Minity of 
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Medical News 





Poliomyelitis Research 


The Royal College of Physicians-announces that a com- 
mittee has been set up to provide those working on the 
aetiology, epidemiology, prevention, and treatment of polio- 
myelitis with opportunities for the exchange of information 
and the discussion of common problems. These workers will 
be encouraged to make recommendations. On April 21 the 
chairman of the Infantile Paralysis Fellowship, a lay society, 
speaking at a national conference at York, said that they 
also hoped to form a research organization which leading 
medical authorities would be invited.to join 


Royal Victoria Infirmary, Newcastle 

On May 23 the infirmary will celebrate the bicentenary 
of its foundation. Before 1751 there were only three or four 
physicians and about a dozen surgeons practising in New- 
castle, which then had a population of 20,000. Even before 
the laying of the foundation stone in September, 1751, a 
house was taken in Gallowgate and opened in May, and 
seven in-patients were admitted. The house contained 33 
beds, which’were soon filled, making further accommodation 
necessary until the new infirmary was ready for patients in 
October two years later. The first physician was Dr. Adam 
Askew, and one of the early surgeons was William Hewson, 
a pupil of the Hunters, famed for his classical work on the 
lymphatics and on the blood. Among the eminent surgeons 
since connected with the infirmary was Rutherford Morison, 
whose enthusiasm for new methods was well known. In 
1896 increasing demands on the infirmary made the building 
of a new hospital essential, and among those who subscribed 
were Mr. John Hall and Mr. J. C.‘ Eno, who had started 
his career as a dispenser at the infirmary. The new Royal 
Victoria Infirmary was opened on July 11, 1906, by King 
Edward VII. The medical school was founded in_1834 as 
the Newcastle-upon-Tyne School of Medicine and Surgery ; 
it became associated with the University of Durham in 1852 
and in 1870 adopted the title of the University of Durham 
College of Medicine. The concentration of university and 
Hospital teaching in one central group of buildings was com- 
pleted when the Dental Department of the School was 
established in the grounds of the infirmary in 1931 


Faculty of Ophthalmologists 


At the council meeting held on Aprl 13 Mr. O. M. 
Duthie was elected president of the Faculty of Ophthal- 
mologists for 1951-2, with Mr. R. C. Davenport and 
Mr. A. B. Nutt as vice-presidents. Mr. E. G. Mackie was 
elected honorary treasurer and Mr. J. H. Doggart honorary 
secretary. 


Norwegian Drive against Tuberculosis 

Nearly two-thirds of the Norwegian population have so 
far had x-ray examinations as part of Norway’s latest 
campaign to intercept and cure tuberculosis at the earliest 
possible stage, according to a British United Press report. 
Seven mobile laboratories are touring rural districts and. 
towns, and all services, including x-rays, medical examina- 
tions, and vaccinations, are free of charge. Two more 
mobile laboratories will soon be sent to the remote regions 
of Northern Norway. In addition, a former minesweeper, 
fitted with niodern x-ray equipment, has been covering 
coastal regions. A similar vessel is now being fitted out 
to take the service to fishermen and farmers along the 
Norwegian coast. The present programme aims at regular 
examinations of every Norwegian at three-year intervals. 
During the past 55 years, deaths from tuberculosis in 
Norway have .dropped from 309 per 10,000 population 
sin 1896-1900 to only 3.8 per 10,000 in 1949. There was 
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a big dêcrease in 1948 and 1949, when the death rate from 
tuberculosis was brought down from 5. 15 to 3.8 per 10,000 
. population. 


ee Dental Council Proposed 


Dr. E. W. Fish, presiding in London at the opening of 
the May session of the Dental Board of the United Kingdom, 
suggested that a general dental council should be formed, 
-according to a report in The Times, May 10. He said-that 
the National Health Service Act had placed increasing 
responsibilities upon the dental profession which made it 
more than ever necessary that it should be self-governing, 
responsible for its own standard of education, its own 
discipline, and its own registration. A spokesman of the 
General Medical Council explained afterwards that the 
Dental Board itself had no powers; it might make recom- 
mendations, but it was the G.M.C. which gave authority. 


Chelsea Clinical Society 


The annual dinner of the Chelsea Clinical Society, belg 
in the South Kensington Hotel on May 8, was as usual a 
highly successful occasion. The guest of honour, who pro- 
posed the toast to the Society, was General Sir Ronald Adam, 
chairman of the British Council. He spoke of the enormous 
demand for knowledge which Britain can satisfy, knowledge 
about medicine, about nursing, and about medical equipment. 
One result of sending anaesthetists to lecture in Italy was a 
£500,000 order for anaesthetic apparatus Mr. Geoffrey 
Parker, the president’ of the Society, made a modest reply. 
The health of the guests was proposed by Dr. N. MacManus, ' 
and in reply Lord Horder congratulated the Society on its 
adventurousness ın its choice of speakers for meetings during 
the previous year. Speaking of the close link between medicine 


. and the social state of the population, Lord Horder remarked 


that attempts to thrust welfare on the people without the help 
of experts was doomed to failure. That there should be 
redundancy on the lay side combined with elimination of 
the experts was tragic. Professor E. C. Dodds also replied 
for the guests. Mr. Parker then performed his last two 
presidential duties, the first to make a presentation to the 
retiring secretary of the Society, Mr. H., Paxton Baylis, and 
the second to inaugurate the new president, Dr. J. H. Dunn, 


Wills . 
Dr William Armstrong, of Cheltenham, left £60,548, and 
bequeathed £160 to the Royal Medical Benevolent Fund. 
Dr. Septimus Sunderland, of Bexhill-on-Sea left £127,529. 
and bequeathed £100 to the French + Hospital Shaftesbury 
Avenue, W.C 


COMING. EVENTS 


Osler Club Dinner ` 

The annual dinner of thesOsler Club will be held this" year 
at the South Kensington Hotel:on July 12, to celebrate the 
102nd anniversary of Sir William Osler’s birth. Mr.-S. C. 
Roberts, Master of Pembroke College, Cambridge, will give 


-the Oslerian Oration on “The Rev. James Beresford, a 


bookish, donnish figure, 1764-1840 ; author of The Miscries 
of Human Life.’ Details may be had from the Hon. 
Secretary, Dr W R Bett, 11,-The Avenue, Bedford Park, 
W.4. - 

\ 


Housing Conference 


' A conference organized by the Housing Centre Trust wilt 
be held at County Hall, S.E.1, June 6-8. On the last day 
the speakers will be Dr. I. G. Davies, medical officer of 
health, Leeds, and Dr. Charles Hill,.M.P. All information 
about the conference, which is intended to provide an 
opportunity for free discussion of the immediate problems 
of housing, may be obtained from the secretary, The - 
Housing Centre Trust, 13, Suffolk Street, Haymarket, S.W.1. 
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Summer Schools 


“The Family: Mother and Child” will be the theme of 
a summer school sponsored by the British Social Biology 
Council to be held at the Cité Universitaire, Besancon, 
France, from July 31 to August 14. The cost is £27, and 
early application is advised. Another school will be held 
at Wadham College, Oxford, from August 20 to September 3 
n “Social Biology and Health.” The cost is £16 16s., and 
application should be made as early as possible to the British 
Social Biology Council, Tavistock House South, London, 
W.C.1. 


International Congress of Clinical Pathology 


The International Society of Clinical Pathology will hold 
an international congress in London from July 16 to 20 
The sessions will be divided into four sections—Micro- 
biology, Morbid Anatomy, Chemical Pathology, and 
Haematology. Programmes and full information may 
be obtained from the secretary-treasurer, Dr. W. H 
McMenemey, Maida Vale, Hospital for Nervous Diseases, 
London, W.9. 


SOCIETIES AND LECTURES 3 


A fee 1s charged Ór a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned. 


Monday 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Imn Road, 
London, NE vag 2i 21, 5 ae “ The Treatment of Facia]. 
Paralysis,’ by Miss 

INSTITUTE OF OPETEALMOLOGY, Judd Street, London, W.C.— 
May 2 530 P pm., “Certain Congenital Ocular Palsies,” by 

B 


nee OF PSCA, Maudsley Hospital, Denmark Hill, 
London, S.E.—May 21, 5.30 pm, lecture-demonstration by. 
Dr. Denis Hill. 

LEBANON HOSPITAL FoR MENTAL AND Nervous DISORDERS, at 


Cora Hotel, Upper Woburn Place, ‘London, W.C., a fay 2I bo 
wle 


3 p.m. annual meetin kers include Dr. J 


Thomas, chairman of edical Committee. 


UNIVERSITY COLLEGE , Physiology Theatre, Gower Street, London, . 


W.C —May 21, 5. 30 pm Nervous Control of Electric 
Organs,” by Professor A. eased (Collége de France). 

WEST N Mepico-CHIRURGICAL ag -—At Royal Society 
of Medicine, 1, Wimpole ale Street London, W , May 21, 8.30 po 
s Over-Population,” vendis Lecture by Rt. Rev. rd 
Bishop of tober, T E. W. Bares, D.D., Sc.D., F.R.S; 


R Tuesday 


@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester Square, 
London; W.C.—May 22, 5 p.m, “The History of Derma- 
tology,” by Dr. R. M. B. MacKenna. 

INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
May, 22, 530 p.m., “ Vision in Conditions of Low Illumina- 
tion,” by Dr. Dorothy Campbell. 

LONDON SCHOOL of ECONOMICS AND POLITICAL Science, Houghton 
Street, Aldwych, W.C—-May 22, 5 p.m., Hobhouse Memorial 
Lecture by ofessor Charles Singer. 

Lonpon_Unrversiry.—-At Westminster Medical pete! 


eyer 
stein Lecture Theatre), Horseferry Road, London, S 


22, 5.30 p.m., “ The Surgery ery othe Biliary System,” Special 
University Lecture by Pro arren H. Cole (University = > 
INO 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—May 22, 3,45 p.m. “ Phase-Contrast Micro- 
scopy of Mouse Sarcomas,” Cancer Research Fund 
Lecture by Dr. James Craigie. 

Royat Eve Hospirat, St. „George’s Giras Southwark London; 
S.E—May 22, 5 pm., “ Diplopla,” by Dr H. Whittington. 

Sr. Mary’s HosprraL MPDICAL ScHOOL : Taito Ercan 
INSTITUTE OF M ICROBIOLOGY, Paddington, Londo W.— 
May 5 p.m., “ Aspects o g Immunity m Influenza,” oth 
Wright ture by Dr. C. H. And bela R.S. 

University COLLEGE, Phy: ysiolopy Theatre, Salve Street. Landon; 
W.C.—May 22, 5.30 pm he Muscle Spindle,” by Professor 
„A. Fessard (Collège de France). 

‘Wusr END HOSPITAL FOR Nervous DISEASES, 10 
Lane, London, W.—May 
clinical demonstration in Leos cig by 


7 Wednesday , ~ 
Boinsurca Universiry.—At Physiol Class Room, May 23, 
5 p.m., “ The Renaissance Upheaval,” by Dr. Douglas Guthiie’ 
Instrrure OF DBRMATOLOGY, Lisle Street, Leicester Square, 
London, W. SD ER 23, 5 p.m , “ Precancerous Conditions of 
the Skin,” by Dr Haber. 


Marylebone 
“ Sciatic Pain,” 
Sr. “Colin Edwards. 
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Royat Eye HOSPITAL, St. George’s Circus, Southwark, London, 
S:-E.—Ma i RoR Eick Theory and Management oj 
Squint,” 

ROYAL £7 ey Mr. RJ SOCIETY, Tavistock House „South, Tavi- 
stock Square, London, W.C.—May 23, 5.30 p.m Histological 
Techniques fo a oe the Electron Microscope,” by Mr 

irDec: 


Thursday 


EDINBURGH UNIVERSITY, University New Buildings „(Anatomy 


Theatre), Teviot Place, Edinburgh.—May 24, 5 p.m., ““ Tubercu- 
lous Meningitis: Problems in Pathogenesis and Treatment,” 
Honyman Gillespie Lecture by Dr. N. W. Horne. 
INSTITUTE OF OPHTHALMOLOGY, Judd Street gondon; W.C.— 
May 24, 5.30 p.m., “ Visual Attention,” by F. A. Elliott. 
LONDON Jewish HosprraL MEDICAL SOCIETY. At Medical Society 


of London, 11, Chandos Street, London, W., May 24, 3 p.m., 
“ Ocular ‘Manifestations of General Disease,” lecture- 
demonstration by Mr. Joseph Minton 


MEDICO-LEGAL Socrery.—At 26, Portland Place, London, W., 
May 24, 8.15 p.m., “Medicine in Industry—ls Social Signifi- 
cance,” by Dr. Leslie Norman, 

Royat Eye HOSPITAL, St. George e’s Circus, Southwark, London, 
S.E.—May 24, 5 pm., “ The ‘yopathies in Ocular Practice,” 
by Dr. S. Nevin. 5 

ST. ANDREWS Universiry.—At Lecture Theatre, Materia Medica 
Department, Medical School, Smalls Wynd, Dundee, May 24, 
5 pin, TR The Pigment Cells "of the Body,” ‘by Professor J. D. 


so 

APEN HosriTaL MEDICAL SCHOOL, Hyde Park Corner, 
onis S.W.—May 24, 430-p.m., Neurology,” lecture- 
demonstration by Dr. Denis Williams. 


Friday 

INSTITUTE oF DERMATOLOGY, Leicester Square, London, W.C.— 
May 25, 5.30 p.m., clinical demonstration by Dr. Brian Russell. | 

KENT AND CANTERBURY Hospirat, Canterbury —May 25, 5 p.m., 
clinical meeting. 

@RoyvaL COLLEGE oF OBSTETRICIANS AND GYNAECOLOGISTS, 58, 
Queen Anne Street, London, W.—May 25, 5 p.m., “ Anuria in 
Obstetrics,’ William Blair-Bell Memorial Lecture ' by Professor 
H. L. Sheehan. 

ROYAL EYE HOSPITAL, St. „George's Circus Southwark, London, 
S.E.—May 25, 5 pm “ Uses of Thrombin and Fibrinogen in 
Ophthalmology.” y Miss M. Savory. 


Saturday 
West MIDLANDS PHYSICIANS ASSOCIATION. —At North Stafford- 
shire Royal Infirmary, Stoke-on-Trent, May 26, 11 a m., second 
meeting. Morning: case presentations ; afternoon : Scientific 
communications. y 


APPOINTMENTS 


CROYDON GRoUP HOSPITAL —Second House- 


MANAGEMENT ` COMMITTEE 
fof Sip ie fa Cro, don. Cee General Hospital, K. Simpson, MB., B.S. Casualt 
kers, General, Hospiia!, A Magdi, M s ChB, and Ar Ann Z 

Tylko, M.D. pdam General Ho , BCh. 
Surgical Registrar, Mayda Hi e CyN lads, MB FAR. yB Resident 
Medical Officer, Purley Hospital, J .. B.Ch., D.T.M, Senlor 
MB ES, House O; Officer, St. Marys pragma nh M.D. Kochan, 

NGLIAN REGIONAL HosritaL Boarp.— Assistant Chest ph sician, 
Contbridge Chest Chest Clinic, E M. Cheffins, M Bu BS. 
“St. Audry's Mental Ho. i, P. McCauley, B., B.Ch., 
Registrar, Peterboroug, and District jy hbase Hospital, K. L. Cleminson. 


Frassr-Jones, JOHN, M.B., B.S., Resident Anesthetist, B d 
ii e radford Royal 
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BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Rostroa.—On May 6, 1951, at Penquite, Lelant, near St Ives, to Dr 
Rosematy (formerly - Arkwnight) and Kenneth Rostron, a son. 
Scott.—On May 5, 1951, at Whiston county Hospital, Prescot, Lancs, to 
Barbara, wife of Bertram Scott, F.R C.S Ed. Ed., a daughter—Merlel, 
Wolcicki.—On Apni 8, 1951, at Penley Hall Hospital, near Wrexham, to 
Zofia, wife of Dr. H M. Wotlcick!, a son—Hesryk Janusz 


MARRIAGES 


Spaldins—Falle.-On May 5, 1951, at St. Mary's 
W. John Michael Kenneth Spalding, 
de Carteret Falle, MRCP, DCH. 

Watson—Pollard.—On May 4, 1951, at 
Trinidad, British West Indies, 
Margaret Eileen Pollard, 


. Bryanston Square, London. 
BM.. MRCP., to Elizabeth 


Greyfriars Church Port-of-Spain, 
H. Preston Watson, FR.CS Ed, to 


K DEATHS 
Arnott.—On May 6, 1951, at the London Hospital, William Arnott, M B., 
B S., of 2, Roundsmead Avenue, Loughton, Essex, formerly of Barnolds- 
wick and Oxford. sged 69.. 
Hawke-Geon.—On February 24, 1951, Bernard Hawke-Geon, M B, Ch B., 
of 139, Blackburn Road, Great Harwood, Bleckburn, Lancs r 
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i Any Questions? -_ 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details. in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. So ee 


` Dangers of Adrenaline Sprays in Asthma 


Q.—Asthmatics who rely on adrenaline inhalations often 
úse more and more of the I in 1,000 solution, and then 
demand the 1 in 100 solution, and use increasing quanti- 
ties of that. (a) What are the possible dangers of prolonged 
adrenaline- therapy, with increasing dosages, in chronic 
asthinatics ? (b) Have any fatal cases been reported after 
inhalation of adrenaline or -selfradminisiered injections of~ 
adrenaline ? 


A.—a) Too frequent use of an “adrenaline spray leads to 
atony of the capillary vessels after the immediate constrict- 
ing effect has worn off. The consequent engorgement of 
the bronchial mucosa may ‘cause intensification of the 
asthma. American investigators have shown a higher ` 
_ Mortality among chronic spray users than among 
` asthmatics who do not use this form of symptomatic 
therapy. However, their figures cannot be taken entirely 
at their face value because.the more severely affected 
patients are more likely to become chronic spray users. 
Local ulceration of the mucosa has been described. Iso- 


propylnoradrenaline in 1% solution is thought to be a more . 


effective preparation for use in-a spray than adrenaline itself, 
but is likely to have the same drawbacks. . 


(b) I am.not aware of death,in asthma having been attri- - 


buted to the use of an adrenaline spray. Hemiplegia, and 
possibly death-also, may result from the accidental injection 


of 1 in 1,000 adrenaline direct into a vein instead of into ` 


the subcutaneous tissues. 


Before or “After Meals ? 


“Q.—What is a good rule in deciding whether medicine 
should be taken before, with, or after meals? When does 
it make no difference? ` š 


A.—Medicines taken before meals are more rapidly and 
more completely absorbed than if they are taken_ after. 
Thus the hypnotic action of a barbiturate is greater if taken 
on an empty stomach -than on a full-one. Medicines 
intended to stimulate appetite and a good flow of gastric 
juice are given before meals. Those intended to counteract 
hyperacidity are usually taken after meals. 

Medicines which have an irritant action on the stomach 


~ are taken after meals because the food protects the stomach 


from their action—for example, preparations of iron are 
commonly taken~after meals. 

Purgatives which are intended to stimulate intestinal 
contractions are taken on an empty stomach. 

“Substances which do not depress appetite and are absorbed 
along the course of the intestine can be taken at any time. 


_- Treatment of Primary Syphilis 
Q.—What is the best treatment for primary syphilis? 


A—Penicillin is now the mainstay in the treatment of 
syphilis. It has-been used successfully for eight years, during 
which period many schedules of treatment have been tried, 


some using penicillin alone; others in which a course is- 


followed by one or more courses of arsenic and/or bismuth. 
Penicillin alone-will cure most cases of early syphilis, but 
until those treated have been observed for a longer period 
than is at present possible two follow-up courses of bismuth 
should also be given. Some workers still combine bismuth 
therapy with neoarsphenamine, but the administration of 
this toxic drug is not recommended. 
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In sero-negative primary syphilis 2 ml. (600,000 units) of 
procaine penicillin in arachis oil with 2%, aluminium mono- 
stearate is injected intramuscularly once-daily for 10 days. 

-In sero-positive primary and secondary cases the injections . 
are continued for 15 days. Owing to the ease of its admini- 
stration an aqueous suspension’ of procaine penicillin may 
be preferred by the busy general practitioner: the daily 
dosage. recommended for -this is 900,000 units. Aqueous ~- 
solutions of penicillin G, either 60,000-100,000 units three- 
hourly or 600,000 units cight-hourly, can also be given, but 
at the present time most workers advocate, even for in- 
patients, the once-daily injection of procaine penicillin 
already described. 

On completion of the penicillin course there follow 10 
weekly injections of 0. ap at metallic bismuth (injectio 
b.smuthi B.P) given in uscularly, and this course is 
repeated after a month’s rest interval. © 


” 


Immunity after Primary Infection with Tuberculosis: Its 
Relation to the Value of B.C.G. 

Q.—It is stated that the frequent existence of a healed 
primary complex in patients later dying from tuberculosis 
indicates that the- first infection does not protect against 
progressive’ disease in later life. As 1 understand that 
B.C.G. vaccine works by providing such antibodies as 
would be produced by a primary complex, is it a safe 
assumption that any immunity is in fact afforded by this 
vaccine ? 

A.—The degree of immunity left by a healed primary 
complex is not great; it can be broken down in genetically 
susceptible persons by superinfection and possibly- by un- 
favourable environmental conditions. Infection with viru- 
lent tubercle bacilli often fails, therefore, to protect against 
subsequent superinfection and its clinical consequences. 
Since bacteriological experience has consistently shown 
that the degree of immunity against a given infection is 
related to the virulence of the infecting organism—pro- 
vided it is not so virulent that it causes serious disease— 
it follows that the attenuated B.C.G. strain cannot afford 
a stronger immunity than that resulting from infection with 
virulent tubercle bacilli; in fact, it is probably less. It 
would be unjustifiable fo expect B.C.G. vaccination to be 
of any further value after a primary infection has occurred, 
because-the virulent tubercle bacilli introduced at. that time. 
if they do not cause progressive disease, will give rise to a 
stronger immunity than that caused, by the less virulent 
bacilli in the vaccinal strain. All that can be hoped for 
from- B.C.G. is that it will prevent the primary infection 
from spreading and giving rise to clinical tuberculosis. 
Unless our present concepts are quite wrong, B.C.G. vacci- 
nation cannot have any effect on the main body of tubercu-~ 
losis mortality in Great Britain, which results not from 
primary infection but from superinfection occurring at some 
later date. se 


aa 


Biochemical and Other Changes in Pregnancy 


Q.—I would like to know what changes take place (a) in 
1ed cell dimensions and (b) in blood electrolytes during 
normal pregnancy. Can you please include some references 
in your reply ? 

A.—(a) There appear to be no striking alterations in red 
cell dimensions during normal pregnancy. A slight tendency 
for an increase in mean cell volume and a slightly increased 
anisocytosis have, however, been reported. A good deal of 
information and further references to the literaturé are to 
be found in the papers of F. H. Bethell (J. Amer. med. Ass.. 
1936, 107, 564) and of G. A. Elliott (J. Obstet. Gynaec. 
Brit. Emp., 1944, 51, 198). 

(b) There is an extensive literature on the blood electro- 
~ lytes-in pregnancy. A good summary of this is to be found” 
in Peters and van Slyke’s Quantitative Clinical Chemistry. 
Part I: Interpretation -(1946). Williams and Wilkins.” 
Baltimore. oe j ° 7 
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2 
Trans-abdominal Migration of the Ovum 


0Q.—A woman of 25 was recently operated on for an 
ectopic pregnancy. At the time of the operation it was 
found that the left ovary was the seat of a large endo- 
ntetrial cyst, and that there were other signs of endometriosis, 


. so. that in all she required to have both the right tube (for 


the ectopic) and the left ovary removed. What are'her 
chances of conceiving, considering both the anatomical 


changes' and ‘the endometriosis? Are any plastic procedures 


possible? . 


A.—Pregnancy is possible but, as is implied in the ques- 
tion, is-not very probable. Endometrioma alone is associ- 
ated with low fertility, and the anatomical arrangements 
now make pregnancy depend ‘on a long internal migration 
of the ovum. In the event of pregnancy there is also an 
added risk of tubal implantation. 


Unfortunately, no treatment is likely to improve, the situa- 


tion. An attempt to approximate the remaining ovary and 
tube by some sort of plastic operation is a theoretical possi- 


` bility, but it is extremely doubtful whether it would improve 


the chances of successful pregnancy, and in the opinion of 
thè writer it is not justified in the circumstances of this case. 


Was-it Suicide ? 


Oi a man is found dead, hanging from a rope, how 
may one tell whether death occurred before suspension or 
as a result of it? 5 


A.—If the man had died as a result of the hanging the 
appearances of the body after death might indicate that he 
was alive when the hanging occurred. This would depend; 
however, upon the exact cause of death, for if vagal inhibi- 
tion or sudden syncope was the terminal event then asphyzial 
signs might not be present. If, on the other hand, the cause 
of death was asphyxia then haemorrhages into the skin and 
conjunctivae above the level of the ligature impressién would 
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be of assistance; these would be present even if the neck ' 
_had been broken, provided that the circulation had persisted 
“afterwards. Vital changes at the site of constriction might 
also be evident. The presence or absence of a seminal 
discharge would not help. ` 

Two important points must be mentioned. First, it is 
relatively easy to cause a post-mortem fracture of the neck, - 
especially if the person has arthritis of the spire. Secondly, 
haemorrhage into the skin and conjunctivae can also occur 
in death from heart failure associated with, for example, 
coronary thrombosis. It is the presence of such haemor- 
rhages above the line of constriction that is of significance. 


Vitamin C and Allergic Rhinitis 


Q.—Have large doses of ascorbic acid {up to l g. daily) 
a place in the treatment of allergic rhinitis ? 


“A.—There appears to be no convincing evidence that 
massive doses of ascorbic acid have a therapeutic action 
in nasal allergy. They are sometimes given in an attempt 
to abort the common cold, but here again they seem no 
more successful than any other nostrum. 


Obstinate Tapeworm 


Q.—I have failed four times with filix mas, four to five 
capsules, of 15 minims (09 ml.), in expelling the head of. a 
tapeworm. The patient weighs 8 stone (508 kg.). What 

i altérnative “treatment is recommended ? ' 


«—The dose of liquid extract of filix mas might be 
increased, say, by a third. Preliminary preparation of the 
patient over a couple of days, by a light fluid diet and saline 
purgation, would probably be helpful, and a further saline 
purge should be given about an hour after the drug has been 
taken. Should the increased dose of filix mas fail, then 
tetrachlorethylene, 3 mL, should be tried after similar 
preparation of the patient. 





MEDICINE IN BRITAIN IN 


THE FESTIVAL YEAR 1951 - 


ITS ACHIEVEMENTS AND ITS FUTURE 


As announced in previous issues of the Journal, a series 
of» festival scientific meetings jointly organized by the 
British- Medical Association and the Royal Society of 
Medicine will be held throughout June in the Barnes Hall, 
Royal Society of Medicine, 1, Wimpole Street, London, W.1. 

A programme was published on May 5 (p. 1033) which, 
though provisional, was complete in almost every respect, 
but there have been several amendments, which are included 
in the programme below. 

The main addition is a general-practitioner symposium 
on Wednesday, June 27, at 10 a.m., entitled “ Reactions in 
General Practice to Scientific Advances,” at which Dr. G. F. 
Abercrombie will take the chair. The following speakers 
will take part in the symposium: Mr. John Everidge, Dr. 
Wilfred Oakley, Dr. Guy Dain, and Dr. Lawrence Dulake. 

While the subjects. to ‘be discussed should interest all 
doctors, many of the meetings have been arranged for 
general practitioners and others who have wide interests 
rather than for specialists in their own fields. 

Authorities on their subjects will take part in the symposia. 
it is expected that these meetings will be somewhat informal, 
and the speakers have been invited to talk freely on the 


_ subject from their own particular viewpoint, expressing 


their opinions and experiences and giving an opportunity 
for discussion and questions. 

Application for tickets should be made as soon as possible 
to the Joint Secretaries of Symposia, British Medical Associa- 
tion, B.M.A. House, Tavistock Square, W.C.1. A special 
application form was enclosed with the British Medical 


Journal of May 5 and copies of this form may be obtained 


y ~ 


Pa 


from B.M:A. House. Accommodation is limited to 300 


„per meeting, and tickets will be issued in strict order of 


application. 
A comprehensive brochure of the symposia may also be 
obtained on application to B.M.A. House. 


Accommodation ` 

it is regretted that it has been impossible to make arrange- 

ments for hotel accommodation for any members from a 

distance attending the scientific meetings, and it is hoped 

that members wishing to stay in London during this period 
will make their own arrangements for accommodation. 


Car Parking ; 


Car parking is extremely difficult ın the vicinity of the 
Royal Society of Medicine, and especially so during the 
period of the Festival of Britain. There are a number of 
bombed sites near by, but these are usually full up by 
9 a.m. dnd remain so for the rest of the day. Those coming 
by car would be wise to park in the outskirts of London 
and continue their journey by public transport. The nearest 
Underground stations are Great Portland Street, Oxford 
Circus, Bond Street, and Baker Street. 


Festival Lecture 

Sir Henry Dale, O.M., -F.R.S., will deliver the Festival 
Lecture in the Great Hail, B.M.A. House, on Wednesday, 
June 20, at 630 p.m. His title is “ Medicine Yesterday 
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and To-morrow.” 
Johnson, President of the Royal Society of Medicine. 

This lecture is-open to the lay public, as well as to the 
medical profession, and applications for tickets should be 
made as soon as possible to the Public Relations Officer, 
B.M.A. House, Tavistock Square, London, W.C.1 


FESTIVAL SCIENTIFIC MEETINGS 
f Summary of Symposia 


JUNE 
_ Date and Time Subject ” Charman 
Mon , 4; 2.00 The Peripheral ‘Nervous ‘Sir Henry Dale g 
tem 
Wet A 10.30 Otorhinolaryngology Mr. W. M. Mollison 
Thurs ,7; 2.15 . Antibiotics . Alexander Fleming 
Fri, 8; 400 .. Vascular System ( (Clinica Sir John Parkinson 
Mon., ; 2.30 Ophthalmology . S. Sichel 
Tues, 12; 10.30 Plastic Surgery Sir Gordon Gordon- 
aylor 

2.00 . Ptasttc Surgery (cant ) Sir James Paterson Ross 
Thurs., 14; 2.00 Central Nervous System . Dr. W Russell Brain 
Fr, 15; 4,30 .. Anaesthetics 
Mon, 18; -10.00 Pohomyelitis Dı. F. M. R Walshe 

215 -- Endocrinol (Cimical) : Dr. R. D. Lawrence 
Tues., 19; 1000 The Decline of Infant Mortality Sir Allen Daley 

300 Burns ¥ Eh Dr L. iar ives 
Wed., 20; 10.00 Peptic Ulcer ir Henry: Coh 

2.15 Endocrinology ( tal) By He Parkes 
Thurs., 21; 10.00 Nutrition  sparimenta Ford Horder 

2.00 : Nonrosirgery ~ Sir Hugh Cairns 
Fri, 22; 10.00 Cardiovascular Disease inan Dr. J. Sheldon 

215 . Orthop: oe Aa Mr. S. L. Higgs 
Mon, 25; 1000 Cortisons and ACTH. | Professor G.R Cameron 

43 +. Vascalar System anioi) T 
Tues, 26; 10.00 Diagnosis and Dr. Desmond Curran - 

of Barly Mental 

430, .- Tropical Medicme .. Sir Fhilip Manson-Bahr 

Wed., 27; 10.00 ReachominGeneralPractico Dr. Abercrombie 
to c Advances 

4.30 . Epidemiology a Dr. W. H. Bradi 
Thurs., 28; 10.00 of the Lung Mr T Holmes ors 

2.15 .. Thoracic oH Mr. N. R t 

\ JULY 5 

Mon., 93- 4.00 Odontology .. Su Wiliam Kelsey Fry 


Application fo may be obtained from the Secretary, B.M A. 
House, Tavistock Square, London, W.C.1. 


‘ 


PROGRAMME OF, SYMPOSIA 


‘ Monday, June 4 


2 p.m.—-THE PERIPHERAL NERVOUS SYSTEM. Chairman, Sir 
Henry, DALE, O.M., G.B.E,, M.D., F.R.S. Professor G. L. 
BROWN, Transmission i in Sympathetic Ganglia ; Dr. B. KATZ, 
The Response of the Motor End-plate to a Nerve Impulse ; 

. Dr. W. S. FELDBERG, Mechanisms of Neuromuscular Block ; 
Professor J. H. Burn, The Relation of Noradrenaline to 
Adrenaline ; Professor J. Z. Youne, Determination’ of the 
Size of Nerve Fibres; Mr. H. J. SEDDON, Recent Advances 
in the Repair of Injured Nerves; Professor GRAHAM 
WEDDELL, The Anatomy of Pain Sensibility. 


Wednesday, June 6 


10.30 a.m.—-OTORHINOLARYNGOLOGY. Chairman, W. M. 
Morrison, C.B.E., M.Ch. Recent Advances in Otology. 
(1) Hearing-aids: Dr. T. S. Lrrreer, The Development of 
the Medresco Aid; Mr. J. Orry, Clinical Experiences with 
the Medresco Aid; Mr. P. G. Gray, The Medresco Aid in 
Use—Patients’ Experiences. ` (2) Hearing Tests: Mr. C. S. 
HALLPEE; The Clinical Tests of Cochlear Function, Recent 
Developments of Theory and Practice. (3) The Surgery of 
the Labyrinth, Mr. TERENCE CAWTHORNE. 

2.30 p.m.——Malignant Disease of the Upper Respiratory 
Passages. Mr. F. C. W. Carrs, Malignant Disease of the 
Nose and Paranasal Sinuses; Professor F. C. ORMEROD, 
Malignant Disease of the Nasopharynx and Oropharynx ; 
Mr. V. E. Neaus, Malignant Disease of the Pharyngo- 
laryox and Larynx; Dr. H. A. Lucas, The Pathology of 
Malignant Disease of the Upper Respiratory Passages ; 
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The chairman will be Lord Webb- 


ine tons: 1155 
Dr. Gwen” Hinton and Mr. T. M. Prossor, The Radio- 


therapy of Malignant Disease of the Upper Respiratory 
Passages. 


Thursday, June 7 


2.15 pīmm.—ANTBIOTICS. Chairman, Professor Sir ALEX- 
ANDER FLEMING, F.R.C.S., F.R.S. Professor Sir Howarp 
FLOREY, Some Observations on the Antimicrobial Products 
of Fungi and Bacteria; Dr E. P. ABRAHAM, Some Chemical 
Aspects of Antibiotics from Fungi and Bacteria; Dr. E. 
LESTER Smits, The Production of Antibiotics; Professor 
L. P. Garrop, Acquired Resistance to Antibiotics ; Pro- 
fessor CLIFFORD Witson, Clinical Evaluation of Anti- 
biotic Therapy; Dr. G. L. M. McELuicortt, Antibiotics in 
Venereal Disease ; Professor ROBERT CRUICKSHANK, Anti- 
biotics in Infectious Disease. 


` é Friday, June 8 


4 p.m.—Twe VASCULAR SYSTEM (Clinical). Chairman, Sir 
JOHN PARKINSON, M.D. Sir JAMES LEARMONTH, Surgery of 
the Arteries ; Professor J. MCMicHAEL, Cardiac Failure ; Dr. 
R T. Grant, Wound Shock ; Professor G. W. PICKERING, 
Essential Hypertension. 


rd 


Monday, June 11 


2.30 p.m.—OPHTHALMOLOGY. Chairman, A. W. S. SICHEL, 
M.D., D.O. (President-Elect, B.M.A., 1951-2). Dr. L. C. 
THOMSON, Colour Vision; Dr. W, A. H. Russron, Electro- 
physiology of the Retina; Mr. B. W. Rycrort, ‘Corneal 
Grafts (with film); Mr. A. G. Cross, Contact Lenses ; Pro- 
fessor ARNOLD SORSBY, Genetics in Ophthalmology. 


a 


Tuesday, June 12 


10. 30 a.m.—PLastic SURGERY. Chairman, Sir GORDON. 
Gorpon-TayLor, K.B.E., M.S. Sir Harotp GuLEs, 
General Review ; Sir Wiu1AM KELSEY Fry, The External 
Ear ; Mr. RAINSFORD Mow Lem, Report on the Development 
of the Cancellous Chip Bone Graft. 

2 p.m.—P.iastic SurcERY (cont... Chairman, Professor 
Sir James Paterson Ross, K.C.V.O., M.S. Professor T. 
POMFRET KILNER, Congenital Clefts of the Lip and Palate ; 
Sir ARCHIBALD McINDog, Reconstruction of the Burned 
Face; Mr. RAINSFORD MOWLEM and Mr. L. W. PLEWES. 
Orthoplastics in Industry. 


Thursday, June 14 


2 pm-—Tse CENTRAL Nervous System. Chairman, 
W.. Russert Brain, -D.M., P.R.C.P. Professor W. E. 
Le Gros Cark, The Contribution of Anatomy to 
Problems of Sensory Discrimination; Professor E. G. T. 
Lippe, Stimulation of the Motor Cortex in Monkeys ; 
Dr. F. M. R. Watsue, Some Principles Governing the 
Interpretation of Experimental Studies of Cortical Func- 
tion, with Special ‘Reference to the Organization of Move- 
ments ; Dr. Grey WALTER, The Fe a of Adaptive 
Behaviour. 


Friday, June 15 


4.30 p.m.—ANAESTBETICS. Chairman, I. W. MAGLL, 
C.V.O., M.B., D.A. Professor E. A. Pask, Research; 
Dr. JonN GLLES and Dr. G. E. H. ENpersy, Controlled 
Circulation; Dr. Ceca ` Gray, Relaxants., Dr. W. W. 
Musa, Supplementary Agents; Dr. M. D. NosworTtaY. 
Thoracic Surgery ; Dr. A. I. Parry Brown, Cardiac Surgery 


Monday, June I8 


10 am.-—-POLIOMYELITIS. Chairman, F. M.. R. WALSHE, 
O.B.E., M.D., F.R.S. Dr. W. H. KELLEHER, The Manage- 
ment of the Early Stage of Poliomyelitis ; Dr. D. MCALPINE, 
The Early Symptomatology of Poliomyelitis Virus Infec- 
tion; Dr. F. O. MACCALLUM, Virus Infection ; Dr. A. H. 
GALE, Poliomyelitis as an Epidemic Disease in England: and 
Wales ; Mr. H. J. Seppon, Poliomyelitis, the Convalescent 
Stage. 
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2.15 p.m.—ENDOCRINOLOGY (Clinical). Chairman, R. D. Dr. OSWALD SAVAGE, The Rheumatic Diseases; Dr. 


Lawrence, M.D. Mr. L. R. Brosrer, Some Surgical 
Aspects of Endocrinology; Dr. R. D. Lawrence, Two 
Types of .Diabetes—With and. Without Blood-insulin ; 
““Dr. P. M. F. Bısmor, The Oestrogens: Their - Clinical 
Use; Dr. Leonarp Stwpson, Pituitary-Adrenal Hyper: 
function a 


Tuesday, June 19 


10 a.m.—Te DECLINE or INFANT MORTALITY. Chairman, 

- Sir ALLEN Daey, M.D., DPH. Sir James SPENCE, Pro- 

fessor T. MCKEOWN, Professor T. N. JEFFCOATE, Dr. H. K. 
WALLER. 

5 p.m.—BURNS. Chairman, LEONARD COLEBROOK, M.B.. 


FESTIVAL SCIENTIFIC MEETINGS 
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D. 


-'Lona, Cortisone and Allergy ; Dr. F. T. G. Prunty, Effects 


F.R.S. Dr. J. P. BULL, The Problem of Fluid Replace- - 


ment; Dr. E. J. L. LowsBury, The Control of Infection ; 
Mr. Douaras Jackson, Physical Signs which Indicate the 
Need for Grafting; Dr.. P. Darlas Ross, Early Skin- 
grafting; Mr. RaINSFoRD MowLeM, The Use of Homo- 
grafts for Extensive Burns; Mr. A. B. Watiace, The 
Exposure Method of Treating Burns 


Wednesday, June 20 


10 am.—Peptic ULcer. Chairman, Professor ‘Sir 
HENRY Comen, M.D., F.R.C.P. Mr. NORMAN TANNER, 
The Surgeon’s Viewpoint; Dr. F. Avery Jones, The 
Physician’s Viewpoint; Dr. COCHRANE SHANKS, Radio- 
logical Diagnosis; Dr. Henry Wriison, Pyschological 
Factors. , 

2.15 p.m.-~EXPERIMENTAL ENDOCRINOLOGY. Chairman, 
A. S. Parkes, D.Sc., F.R.S. Professor E. C. Dopps, 

. Synthetic Ocestrogens; Professor F. G. Younc, The Endo- 
crme Approach to the Problem of Diabetes; Dr. G. W 
Harris, The Hypothalamo—Hypophysial Link in the-Stress 
Syndrome ; Professor E. B. VERNEY, The Excretion of Water 
and its Physiological Regulation ; Dr. S. J. FoLLey, Endo- 
crine Factors in Lactation. 


Thursday, June 21 


10 a.m-—-NUTRITION AND THE B Vitamins. Chairman, 
Lord Horper G.C.V.0., M.D. Dr. LESTER SMITH 
and Dr. Boptey- Scorr, The Treatment of the Macro- 
cytic Anaemias, Professor B. S. PLatr; B Deficiencies in 
the Tropics; Dr. R. A. Peters, The Clinical Implications 
of Research on Vitamin B:; Dr. L. J. Harris, Nicotinamide 
and Pellagra. 

2 p.m.—NEUROSURGERY Chairman, Professor Sir Husu 
Cans, K.B.E., F.R.C.S. Professor N. M. Dorr and 
Mr. G. L. ALEXANDER, Intracranial Aneurysmal Mal- 
formations; Professor Sir GEOFFREY JEFFERSON, The 
Frontal Lobe ; Professor Sir Huca Carns, Head Injuries ; 
Mr. J. B. PaNNYBACKER, Abscess Of the Brain; Mr. HARVEY 
Jackson, Tumours of the Orbit; Dr. L. Gutrmann, The 
Care of the Paraplegic Patient. 


Friday, June 22 


10 am.—THE PROBLEMS OF CARDIOVASCULAR DISEASE 
IN AN AGEING POPULATION. Chairman, J. H. SHELDON, 
M.D., F.R.C.P. Professor A. M. Boyp, The Diagnosis 
and Management of Circulatory Deficiency due to Degenera- 
tive Arterial Disease; Dr. WimLIaM Evans, Cardiac Pain. 
Other speaker Dr. T. RowLAND HILL. 

2.15 p.m.—OrTHOPAEDICS. Chairman, S. L. Hiaos. 
F.R.C.S., President, British Orthopaedic Association. Sir 
Harry Prarr, Unusual Malignant Tumours of Bone; Sir 
GORDON GORDON-TAYLOR, The Surgery of Malignant Disease 
in the -Vicinity of the Hip-joint; Sir Tuomas FAIRBANK, 
Some General Affections of the Skeleton; Mr. BRYAN 
MCFARLAND, Developmental Defects of Long Bones. 


Monday, June 25 


10 a.m.—CorTISONE AND A.C.T.H. Chairman, Professor 
G. R. Cameron, F.R.C.P., F.R.S. Dr. G. W. Harris, The 
Clinical Implications of Recent Research Work on the 
Pituitary and Adrenal Glands; Dr. W. S. C. Copeman and 


_ Mr. Joan Everipce, Dr. 


~ 


of A.C.T.H. and Cortisone in Acute Disseminated Lupus 
Erythematosus and Dermatomyositis; Professor HENRY 
Moore, Experiences with Cortisone in Dublin. 

4 p.m—TseE PHYSIOLOGY OF THE VASCULAR SYSTEM. 
Chairman,. Lord Horpver, G.C.V.0., M.D. Professor 
K. J. Franxun, The Change-over in the Circulation 
During and Shortly After Birth; Professor I]. ps BURGH 
Day, The Pulmonary Circulation; Dr. D. A. MCDONALD 
and Dr. J. M. Porrer, Some Remarks on Circulatory 
Rheology, with the Following Films: (a) Blood Streams in 
the Basilar Artery, (b) Velocity of the Blood Flow in the 
Basilar Artery; Professor J. TRuera, The Renal Circula- 
tion ; Professor H. Barcrorr, The Action of Adrenaline and 
Noradrenaline on thé Human Circulation 


Tuesday, June 26 


10 a.m.—TsE DIAGNOSIS AND MANAGEMENT OF EARLY 
MENTAL Disorpers. Chairman, DESMOND CURRAN, 
F.R.CP., DP.M. Dr. NoeL Harris, The Psychiatrist’s _ 
Viewpoint; Dr. THomMas Beaton, The Mental Hospital in 
Relation to the General Public; Dr. KENNETH CAMERON, 
The Child Psychiatrist’s Viewpoint. 

430 pm.—TropicaL MEDICINE. Chairman, Sr PHILIP 
Manson-Banr; C.M.G., F.R.C.P. Professor H. E. SHORTT, 
Protozoology and World Economic Problems; Professor 
B- G. MagGRAITH, Physiological Approach to Tropical 
Medicine; Sir Nem. HamiLTon Famrtey, Chemotherapy in 
the Control and Treatment of Malaria. 


Wednesday, June 27 


10 a.m.— REACTIONS IN GENERAL PRACTICE TO SCIENTIFIC 
ADVANCES. Chairman, G. F. ABERCROMBIE, M.D. Speakers 
H. Guy Daw, Dr. LAWRENCE 
DuLAKE, Dr. WILFRED OAKLEY. 

4.30 p.m.—Epmemiotocy. Chairman, W. H. BRADLEY. 
D.M. Dr..C. H. ANpREWEs, Influenza and the Common 
Cold: Dr. W. N. Picxres, Virus Diseases in General 
Practice. 


- Thursday, June 28 


10 a.m.—CarRCINOMA OF THE LUNG. Chairman, T., HOLMES 
SeLLORS, M.Ch. Mr. R. C. Brock, Professor D. W 
SMITHERS, Dr. N. Lroyp Rusry, Dr. W. R. S. Dott. 

2.15 p.m.—THORACIC SURGERY. Chairman, N. R. BARRETT, 
M.Ch. Mr. P. R. ALLISON, The Anatomy and Physiology of 
the Oesophagogastric Junction in Relation to Hiatal Hernia 
and Oesophageal Ulceration; Mr. C. Price THomas, The 
Surgery of Adenoma of the Bronchus; Mr. R. C. Brock, 
Intracardiac Surgery. 


Monday, July 9 


4 p.m.—ODonTOLOGY. Chairman, Sir WILLIAM KELSEY 
Fry, C.B.E., M.D.S., F.D.S. The Significance of Dental 
Sepsis to the Physician, the Ear, Nose, and Throat Suigeon, 
the Ophthalmologist, and the Dermatologist. The Physician, 
Dr. A. H. Dournwatre; The Ear, Nose, and Throat 
Surgeon, Mr. C. GILL-CAREY ; The Ophthalmologist, Mr. 
J. H. Doccart ; The Dermatologist, Dr. W. J. O'DONOVAN. 
The subsequent discussion will be opened by Dr. WILFRED 
Fisu .and Professor MARTIN RUSHTON. 
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.C.]. TELEPRONE: EUSTON 2111. 
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EFFECT OF CORTISONE 


R. E. BILLINGHAM, : M.A. D.PhiL* 


BY 


\ i 
ON SURVIVAL OF SKIN HOMOGRAFTS- 
IN RABBITS . n 


P. L. KROHN, B.A., B.M„ B.Ch. 


7 bes ! AND 
P. B. MEDAWAR, M.A., D.Sc, F.R.S. - l ' 
(From the Departments of .Zoology and Anatomy, University of Birmingham) ' 


The experiments to be described in this paper were 
.done with two purposes in mind: (a) to’find out if the 
administration of cortisone prolongs the life of skin 
transplanted from one rabbit to another; and (5) to 
find out in what manner the administration of cortisone 
influences the healing, growth, and differentiation of 
skin grafts as such—whether transplanted from one 
rabbit to another or from one part to another of the 
same rabbit. -~ Cortisone is known to have a profound 
influence on the activity of all mesenchymal tissues, and 
to this: family belong not only the cells that mediate 
immunologiéal responses, but also those that are 
universally and intimately concerned in the processes 
of repair. 

There ıs no acceptable evidence that the epithelium 
of skin grafts long survives transplantation from one 
human being to another, and in rabbits, mice, and 
guinea-pigs there is fully documented evidence that it 
does not. This general rule forms the baseline of the 
present investigation. 


It is known,’ however, to require at least three qualifying 
clauses. Furst, it has repeatedly been shown—most recently 
by Mcindoe and Franceschetti (1950)—that skin may be 
successfully interchanged between human twins of mono- 
zygotic origin, and also between mice or guinea-pigs of 
populations whose members, by very prolonged and strict 
imbreeding, have come to resemble each other almost as 
closely as if they were monozygotic twins (Billingham and 
Medawar, unpublished). It would be an almost inexplic- 
able anomaly if this were not indeed the case. Secondly, 
skin may also be interchanged between twin cattle of un- 
questionably dizygotic origin (Anderson, Billingham, Lamp- 
kin, and Medawar, 1951). The majority of dizygotic cattle 
twins are known to have confluent foetal circulations, and 
to exchange haematopoietic cells which, although of genetic- 
ally foreign origin, nevertheless endure into adult life (Owen, 
1945). Such, twins are therefore already genetical chimeras 
or “graft hybrids,” so it is hardly surprising that they are 
tolerant to grafts of each other’s skin. This dispensation 


is not known to have any bearing on the fate of homografts- 


in rabbits, mice, or men. 

The third qualification is of equally specialized import. 
The rule that skin cannot be interchanged between mammals 
of ordinary genetic diversity need only apply to orthotopic 
grafts of skin—that is, to skin grafts transplanted to posi- 
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„tions formerly occupied by skin. Certain positions in the 


body (like the brain) are known to be immunologically privi- 
leged, in the sense that homografts transplanted to such 
positions either cannot elicit an immune response from their 
hosts, or, if they do so, are protected from its consequences. 
This exception likewise has no practical bearing on the 
clinical uses of homografts of skin. 


‘The rule formulated above related only to the 
behaviour of the cellular constituents of skin grafts. 
The fibrous elements of the corium are known to be 
very much more resistant to effects of homoplastic 
grafting, although they are in due course replaced by 
fibres of native (that is, autogenous) origin. In certain 
circumstances the epithelium of skin homografts may 
be surreptitiously replaced by epithelium of native 
origin. The appearance so produced is sometimes’ 
hard to distinguish from that of a ‘genuinely surviving ‘ 
homograft, and it is to this fact that claims in the 
literature for the occasional success of skin homografts 
can probably be ascribed. ` 

A full report has already been given of the behaviour 
and fate of skin homografts in rabbits (Medawar, 1944, 
1945, 1946a, 1946b), and these papers form the basis 
of several getieralizations made below about the be- 
haviour of skin grafts in normal rabbits. The only 
earlier work known to us which has an immediate 
bearing on the present is that of Whitelaw (1951), who” 
has described. the unexpectedly long survival of skin 
homografts in a patient under treatment with A.C.T.H. 
On the other hand, Baxter, Schiller, and Whiteside 
(1951) have described a patient on whom the adminis- 
tration of A.C.T.H. had-no such effect. - ‘ 


Methods 


Material——Adult rabbits of both “sexes (see Table), 
weighing 2.2 to 2.9 kg., were used in the experiments. 


. Cortisone was given by ‘a single daily subcutaneous 


injection of 10 mg. of a suspension of crystalline corti- 
sone acetate (“ cortone,” Merck). The cortisone was 
provided from a generous gift made jointly to the 
Medical Research Council and the Nuffield Foundation 
by Merck & Co., Inc. The rabbits were fed ad lib. 
on the pellet Diet 18 (Bruce and Parkes, 1946), with 
occasional supplements of raw cabbage. si 


1 


1158 May 26, 1951. CORTISONE AND SURVIVAL OF SKIN GRAFTS 




















Barris 
MIDICAL JOURNAL 
Details of Experiments 
i} ` = 
Autografts at 6 Days Graft Bed Homograft Survival Time : = 
~ — ANCE REDS _| GE Days) (bays) Day ‘of | Period of 
Exp. Donor Recipients Thickness of Meia Mi Mitoses Percenta of > stage Treatment 
s Surface Epi- + ay First-stage Second-stage Operation (Days) 
2 theliam-{mm.) Standard | Error NO Operation Operation Operation fl 
l Co-3 M 0 010-0-020 17402 82 >24 <27 0-21 
Co-5 M 0-050-0-095 10-6406 49 7 ml- 17 13-32 
2 Co-6 M 0 015-0 020 08401 72 >20 <25 0-25 
Co7 M 0+040-0-060 114404 36 9 owl? 21 17-39 
3 Co-9 F 0 008-0 012 0340-1 63 27 À 0-21 
Co-10 F 0-040-0:045 5:2402 61 7 mi5 18 14-33 
4 Co-12 M 0 008-0 012 0740-1 73 >21 <24 0-21 
i Co-13 M 0-040-0 045 4-6404 37 7 >9 <)2 17 13-31 
Co-16 F 55 16 4-22 
5 Co-15 F Co-17 M i ‘ 44 9 i 
6 | coim | {bM : H É sy 
7 Co-2 F Co-1 F >I5 <20 6-20 
8 Co-i F Co-2 F ~ >40 <49 0-40 


Entries in italics relate to data obtained from rabbits under cortisone treatment. 


` Pian of the Experiments 
Each of the principal experiments (Table, Nos. 1 to 
4) made use of three rabbits: two recipients, R, and 
R,, and their common donor D. Each experiment was 
done in two oT according to the following common 


o 


First-stage operation. Second-stage operation. 


Fic. 1. 


In the first stage, R, and R, each received eight skin 
homografts from D, and eight skin autografts as well. 
R, received the first injection of cortisone on the day 
before operation and was injected daily for 21-25 days 
thereafter.. R, received no cortisone to begin with, 
and the homografts carried by it were completely des- 
troyed within 10 days of thew transplantation. R, 
being thus thoroughly immunized, daily administration 


of cortisone was started 13-17 days after the first oper- - 


ation. Four days later R, was made the subject of a 
second operation—a replica of the first, as the diagram 
shows, except that the eight homografts and eight auto- 
grafts were transplanted to the opposite side of the 
body. The administration of cortisone was main- 
tained for from 14 to 18 days after the second-stage 
operation. (In these apparently arbitrary choices of 
times we were guided by pilot experiments entered in 
the Table as experiments 7 and 8.) 

Each such experiment made possible a controlled 
appraisal of the influence of cortisone on the behaviour 
of homografts both in a “virgin ”+animal, R,, which 
had received no homografts before, and in an animal, 

-R„ which was specifically immune in the sense that it 
had already received and reacted against pomograts 
from the same donor. 

The adequacy of this experimental scheme is obvious 
except in one -particular—the genetical relationship between 
animals Ri and R} 





ry 


Antmal'Co-2 received only 5 mz cortisone per day from the 20th-day onwards 


Ideally, Ri and R: should be identical twins, or should 
be rabbits of the same age and sex from a very highly’ 
inbred line. If cortisone were without appreciable action, 
the homografts transplanted in the first-stage operation from 
D would then be expected to live exactly as long on Ri 
as on Ri 

Unfortunately, no such rabbits were available to us. 
Since the inheritance of the antigens controlling trans- 
plantation immunity is highly polygenic, the correct alter- 
native was to choose three animals of great genetic disparity ; 
in fact, in each experiment rabbits D, Ri, and R: were of 
different breeds. In practice this provided a high degree of 
uniformity. of response, for so great was the disparity 
between the donors and the Rs recipients that the homo- 
grafts broke down in all of them about as fast as homo- . 
grafts in rabbits are ever known to do. An added, advan- 
tage of this scheme was to make the test on the effect of 
cortisone a particularly stringent one. It must, however, be 
made clear that the “null hypothesis” appropriate to such 
a choice of animals is; not that homografts should survive 
as long on Ri as on Ra, but simply that the homografts on 
R: should outlive those on Ri as often as not. As it turned 
out, the effect of cortisone was so obvious as not to call for 
the refinements of statistical appraisal .  _ 

Besides the four experiments done in the manner just 
described, two others (Table, Nos. 5 and 6) were done 
in the same way ‘except for (a) the fact that the adminis- 
tration of cortisone to the R, recipients was not started 
until the fourth day after operation, and .(b) the 
omission of the second-stage operation on R, In 
addition, certain useful information was obtained from 
two pilot experiments (Table Nos. 7 and 8) of simpler 
but less satisfactory design. These made use of two 
rabbits, Co-1 and Co-2: each one received eight auto- 
grafts and eight homografts from the other. Co-2 
received the full dosage of -cortisone (10 mg./day) for 
the first 20 days, beginning on the day before operation, 
and half this dosage for a further 20 days. Cortisone 
treatment was not given to Co~1 until the sixth day 
after operation, and was continued until the 20th day. 


` 


Operative Methods 
The grafts were cut in the manner of pinch grafts 
from the shaved skin of the dorsum of the ears: each 
was a thin, flat, circular disk of skin comprising the 
epidermis and the full thickness of the corium, and so 
anatomically best described as a thin Wolfe graft. 
Uniformity of size was achieved by defining . the 


2 
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outline of each graft immediately before its removal with 
a sharpened cork-borer of 9 mm. bore. 


. 


(6 x 7 cm.) prepared by removing the skin down to the 


- fascia overlying the panniculus carnosus muscle on one 


side of the chest. Each animal received eight auto- 
grafts and eight homografts, evenly spaced ina 4 x 4 
pattern and alternating with each other in chessboard 
fashion. The grafts were thus transplanted in “ open” 
- style—that is, in such a manner that each could enlarge 
its epithelial surface by outgrowth over the raw area 
separating it from its neighbour or from the margin of 
the operation field. | Dressings were applied in the 
way described by Medawar (1944). i 
The grafts were first examined six days after oper- 
ation and thereafter at three-day intervals. Biopsy 
specimens were removed at 6, 9, 12, and 15 days after 
operation, and then as often as proved necessary. 
Measurements of the area of the operation field and (at 
later inspections) of the autografts were made at each 
inspection. Total and differential leucocyte counts 
were started the day before operation, and were con- 
tinued for the duration of each experiment—at first 
daily, and latterly, when it had proved . sufficient, at 
two- or three-day intervals. 
Operations and inspections were done under pento- 
barbitone sodium analgesia, supplemented, if necessary, 
by open ether or ethyl chloride. 


Computing the Survival Time of: Homografts 


The breakdown of homografts is very conspicuous to 
the naked eye (see below), but the accurate timing of 
their survival can be based only on the microscopical 
evidence provided by regular graft biopsies taken over 
the period of breakdown. A -three-day serial sampling 
interval was adopted, and the chosen measure of “ sur- 
vival time ” (see Table) is that time at which the break- 
down of the homograft epithelium is just complete. An 
estimate of, for example, seven days’ survival is to be 
taken to mean that breakdown was seen to be in pro- 
gress and far advanced in the six-day biopsy specimen 
and to be long complete in that taken at the ninth day. 
With most of the cortisone-treated animals, however, 
thé process of breakdown was too vacillating and long- 
drawn-out to justify this sort of interpolation: an entry 
in the Table such as “ >>24<27 days” simply means 
that there was some surviving epithelium in the sample 
removed at the 24th day and none’ in that removed at 
the 27th, so that breakdown must have been complete 
at some time between the two. 

The validity of this technique of serial graft sampling has 
been demonstrated by Medawar (1944, 1945). It turns upon 
(a) the fact that epithelial breakdown occurs simultaneously 
and to the same degree in all the orthotopic skin grafts 
transplanted on- one occasion from one donor to one 
recipient, so that (accidents of healing apart) one homo- 
graft is truly representative of the population as a whole ; 
and (b) the fact that breakdown is a progressive and never 
a cyclical or vacillating process in skin homografts trans- 
planted between animals of ordinary genetic disparity. 
Breakdown times can therefore be reliably computed by 
interpolation. Even so, the discrimination between “ gur- 
viving” and “dead” epithelium- is a purely histological 
one: how accurate it- can be was shown by comparing the 
histological diagnosis of survival with a biological test, in 
which homografts at various stages of breakdown were 
transplanted back to their original donors and so given an 
opportunity to recover. - È 


The grafts were transplanted to rectangular raw areas’ 


fe 


Results : (1) The Healing-and Histological Reorganiza- 
tion of Grafts and Raw Areas 


“(a) The Operation Field ` 
- As earlier work (Ragan, Howes, Plotz, Meyer, and 
Blunt, 1949) had led us to expect, cortisone conspicu- 
ously retarded the development of granulation tissue— 
particularly after the second-stage operation on the R, 
animals, in which treatment had started four days be- 
fore the raw area forming the graft bed was prepared. 


-The tracks of even the finest vessels of the raw surface 


remained visible for as long as 12 days after operation, 
and sections showed that the surface of the raw area 
consisted of the scarcely modified fascia of the graft 
bed as it was first prepared. Beyond the 12th day 
granulation tissue began to build up very slowly, and, 
correspondingly, the raw surface began to accept the 
imprint of its immediate dressing, tulle gras. 

It will be clear from the entries in the Table that 
cortisone treatment also retarded the contracture of the 
operation field: column six shows, for both R, and R, 
animals, the area of the general graft bed at the 12th 
day post-operatively, expressed as a percentage of its 
area on the day of operation. 


(Œ) Autografts: Healing and Histological Reorganization 

The primary healing of the grafts in the cortisone- 
treated animals was much weaker than- in their con- 
trols. After it has been in place for six days quite a 
brisk tug is needed to strip a normal! autograft or homo- 
graft from its bed, but under cortisone treatment a six- 
day graft can be removed by an action-more aptly des- 
cribed- as peeling it away. Grafts peeled off at the 
sixth day could simply be replaced in their beds, where- 
upon they healed into place and continued their 
development without suffering.a serious setback. If 
this is done with normal grafts of six days’ standing 
they usually die. What seems to be a sufficient explana- 
tion of this difference will be given below. 

Weakness of healing was more obvious after the 


„second-stage operation on the R, animals because, by 


the sixth day post-operatively, they had been under 
cortisone treatment for 10 days. It was often found 
at primary inspection that the grafts had slipped or slid 
from the positions to which they had originally been 
transplanted. On the other hand, the grafts on animals 
Co-16 and Co-19 had healed very little less firmly than 
on their respective controls, presumably because the 
first injection of cortisone had been delayed until the 
fourth day post-operatively. : 

The administration of cortisone suppressed. the 
traumatic inflammation that accompanies the healing 
process. The blood vessels, and lymphatics that pene- 
trated’ the grafts on cortisone-treated animals were 
fewer in number and individually much smaller than 
in their controls.- Indeed, the vascular supply of the 
more superficial layers of the corium was conspicu- 
ously inadequate even so late as the ninth day after - 
transplantation. The degree of proliferation of the 
graft epithelium makes a very sensitive measure of the 
adequacy of -vascularization. Normal autografts and 
homografts have an abnormally rich blood supply at 
the sixth day, and the autografts retain it for six to 
nine days longer or even more. At the sixth day-the 
graft epithelium displays a tremendous outburst of 
cellular proliferation, which subsides slowly as the vas- 
cularization returns to normal. The epidermis of the 
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grafts, 15-20 u thick on first ‘planting and containing 
either one or two layers of living cells, thickens to be- 
tween 40 » and 100 ų by the sixth day and acquires the 
differentiation into strata that is to be seen, for example, 
in humafi skin. 

It is quite otherwise with grafts from the cortisone- 
treated animals, which at the sixth day may still be des- 
cribed as indolent or vegetative. As the Table shows, 


Mitotic activity is negligible and the epidermis is no. 


thicker than on. the day of grafting (cf. Green and 
Ghadially, 1951). 

Beyond the sixth day the difference becomes smaller, 
because mitotic activity in the control grafts slowly sub- 
` sides and that in the cortisone-treated grafts slowly 


i gains momentum: 


The mitotic indolence of ciitlisohetrewied grafts ex- 


` plains well -enough why, if they are peeled off at the 


N 


sixth day, they will develop without a severe setback 
upon replacement. .-There is no less reason why they 
should do so on this ccasion than upon first grafting. 
A normal autograft cannot be so treated: as Peyton 
Rous first showed (1946), and we have repeatedly con- 
firmed, an “active” graft with rapidly proliferating 
epithelium has particularly exacting metabolic require- 
ments, and it will not withstand prolonged interruption 
of its blood supply. ‘ 


Although the ‘inhibitory ‘effect of cortisone on epithelial 
mitosis might be due to a direct action, our own results can 
be equally well explained as being a secondary consequence 
of the effect of cortisone:on the dermal blood supply. 
Mitotic activity in the epithelium of the graft seems to be 

,unawakened rather than suppressed, and when in the ordi, 
nary course of growth the epithelium spreads from the graft 
over the surrounding raw surface it promptly thickens and 
shows brisk mitotic activity. Yet in this situation,, because 
of its better blood supply, cortisone should have more 
immediate access to the epithelium. Moreover, the epi- 


thelium of the grafts on animals Co-16 and Co-i9 was’ 


vigorously hyperplastic at the sixth afd ninth days: corti- 
sone treatment had not been started until the fourth day 
after grafting, so that the vascularization of the grafts was 
normal. This is telling evidence that the indolence of the 


graft epithelium in cortisone-treated animals is principally ' 


the consequence of an inadequate blood supply. 


As the foregoing observations might Jead one to 
expect, the administration of cortisone Tetarded the 


> normal processes of histological reorganization within 


grafts. The hairs transplanted with normal-grafts are 
thrown off in the course of the proliferation of the 
epithelium of the follicles, which become cystically 
dilated and subsequently open out widely on to the 
graft surface. The primordia of new hairs are norm- 
ally first visible in a graft of 10 to 12 days’ standing, 
and a fine new pelt of hairs will have pierced the graft 
surface by the 20th day. In grafts on the cortisone- 
treated. animals the original hair shafts remained in 
place for longer and the primordia of new follicles first 
appeared between the 20th and 25th days. A cortisone- 
treated graft thus always looks more backward and 
immature than its normal contemporaries. 

Normal autografts, if pigmented to begin with, in- 
variably show a transient depigmentation during their 
proliferative phase. This is known to be causally con- 
nected with their high rate of epithelial proliferation, 
and is due either to the inability of epidermal melano- 
phores to keep pace in division with their Malpighian- 
cell neighbours, or to the temporary diminution of pig- 
mentary activity in rapidly dividing melanophores, -or 
probably to*both causes. Either explanation is con- 


z 


£ 


sistent with the fact that grafts on cortisone-treated 
animals show little if any depigmentation and are thus 
more deeply pigmented than their controls. Evidently 
the administration of cortisone does not inhibit pigmen- 
tary activity, and its enhancement may be a secondary 
consequence of their subdued mitotic activity. 


(c) Antografts: Outgrowth and the Properties of Intergraft 
Epithelium 


By the sixth day from planting, both normal and 
cortisone-treated autografts had given rise. to a 0.75- to 
1.25-mm.-wide annulus of migratory skin epithelium, 
though, being at this stage poorly keratinized, it was 
hardly visible to the naked eye. Beyond the sixth day, 
outgrowth from the cortisone-treated grafts fell much 
behind. It often happened that outgrowth from the 
grafts, having extended so far as 3-4 mm. from the 
perimeter, made little further progress for the subse- 
quent week or more. The perimeter of this stationary 
ring of epithelium was bluntly rounded, so giving the 
impression that: the epithelium was physically unable 
to make progress over an unsuitable substratum. 

It was the rule with cortisone-treated animals that, 
although vascular and fibroblastic activity and the lay- 
ing down of new fibrous tissue were retarded in that 
part of the general graft bed that was still exposed and 
raw, capillary and fibroblastic proliferation developed 
promptly under epithelial cover. Thus the epithelium 
spreading from the grafts never more than briefly lay 


_upon the almost unmodified fascia that forms the floor 


of the operation area, and came to be separated from 
it by a wide stratum of young fibrous tissue, which 
collagenized in the usual way, if perhaps more slowly. 
This effect was most conspicuous whenever epithelial 
migration was retarded in the way that has just been 


described: fhe building up of fibrous tissue under the 


stationary ring of epithelial outgrowth caused the graft 
to be surrounded by a raised-up, thickened tyre. 
Everything that has been said of-epithelial outgrowth 
from the grafts applies also, of course, to epithelial in- 
growth from the margins of the wound. The com- 
bination of the two processes eventually provides the 
entire field with epithelial cover. The cover consists 
in part of intergraft epithelium (i.e, that which bridges 
the grafts) and in part of the epithelium of the grafts 
themselves. The intergraft epithelium is unstable, and 
the area it occupies slowly disappears ; when the pro- 
cess is complete the autografts, variously changed in 
shape, are approximated edge to edge and to the edges 
of the original operation field, which is now no larger 
than can just accommodate them. The entire process 
is usually referred to as “ contracture,” but measure- 
ments have shown that the Joss of intergraft epithelium 
is concurrently made good by the expansion ‘of the 
grafts aswell: expansions of area between threefold 


+ 


and fourfold have been recorded even in animals that , 


have received autografts alone, so it clearly does 
not depend upon the alternation. of autografts with 
homografts, as in our normal experimental design 
Expanded grafts are thinner and more transparent than 
on first planting ; during expansion the mouths of the 
hair follicles become separated to an extent propor- 
tional to the degree of linear magnification, and the 
hair pelt becomes correspondingly more sparse. 

The operation field in cortisone-treated. animals 
underwent the same sequence of changes, though so 
retarded as to take two or three times as long. The 
retardation -of contracture that has already been 


‘ 


_ owing to the lympholytic-action of the 2,000 
cortisone, while the number-of granu- 1,000 
locytes increases (Fig: 3). ‘The level 0 
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referred to temporarily stabilizes the intergraft epi- 
thelium. The grafts therefore remain separated for 20 
days or longer by an epithelium which is flat, shiny, and 
(because of the development, of fine cuticular fissures 
in an epithelium unwaxed by sebaceous secretion) of 
somewhat crackled or marbled appearance. 

The results of sections (b) and (c) may be sum- 


marized by saying that the administration of cortisone: 


retards the sequence of processes consequent upon 
grafting and the healing of raw areas without either 
modifying them in kind oraffecting their final outcome. 


(d) Graft Donor Areas d 
The ears of the untreated rabbits showed the expected 
sequence of changes. Within 24 hours they/were some- 
what swollen at the base and hyperaemic, and each 


- graft donor area was seen by transmitted light to be 
Thick and - 


surrounded by a halo of dilated vessels. 
rather nobbly scabs formed on them and their edges 
became puckered. The scabs could be picked off—or 
they dropped off—~—by the 10th or 12th day to reveal a 
fully epithelized surface, sometimes with a small 
central fibrous knob. The knob was larger in those 
“donor areas from which scabs had he 

been prematurely picked away. 

The ears of cortisone-treated rab- 
bits were at no time swollen or unduly 
warm, and the donor areas showed no” 18,000 
inflammatory halation at any stage. 17,000 
The raw surfaces remained damp 
with serous exudate for one or 
‘two days until a thin, flat, parchment- 

-like scab formed over them; their . 
edges remained unpuckered. The Ë 
scabs were attached more strongly, 2 
and remained. in place for % 
longer > than, ‘on the untreated 
animals. When epithelization was 
complete (we have no accurate infor- 
mation about its rate of progress) the 
donor areas proved to be uncontracted 
and, so far from showing any central 
fibrous nodules, were recessed below 
the plane of the surrounding skin. 0 
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“Fic. 2.—Rabbit Co-5, Total white cell, granulocyte, and lymphocyte counts. 
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(e) Strine - 

Typical white striae were found on 
the 25th day after operation in the 
skin surrounding the operation field on 
animal Co-2. Striae were found on 
no other rabbit. 

(©) The Blood Picture 

The immediate effect of the grafting 

operation alone is a rise in the total 
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g 
white cell count made up of a small- § ie 
increase in the number of granulocytes 3 ‘99 
and a much larger increase in the + 7000 
number of lymphocytes .(Fig. 2). “ 600 


When cortisone treatment is combined 
with the operation the number of 
lymphocytes, instead of rising, falls, 






of the overall white cell count varies 
according, to the way in which these 


_ Violent reaction. 
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~ Fic. 3.—Rabbit Co-2. Total white cell, granulocyte, and lymphocyte counts. 


two effects balance out. The lymphocyte count remains 
low throughout the treatment with cortisone, and the 
normal blood picture is restored about 10 to 14 days 
after the last injection. 


Resulfs: (2) The Behaviour of Homografts 
Controls 


Homografts exchanged between.animals of remote 
genetical affinity, such as those deliberately chosen for 
the- experiments described here, elicit a rapid and 
_Their primary healihg is as sound 
as with autografts, and, like autografts, they enter a 
period of vigorous cellular hyperplasia. The changes 
they then undergo are briefly as follows. The grafts 
swell and harden; instead of being supple and yield- 
ing, they move as a whole, when poked, if they move 
at all. Meanwhile their colour changes from the 
delicate pink that is evidence of vascularization to brick- 
red and thén to various shades of dirty yellow, green, 
or brown. The surface of the graft, instead of being 
white, firm, and dry, becomes damp and pasty, and 
the epidermis may then be peeled off to reveal the 
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“haemorrhagic and exuding surface of the corium below. 


The perimeter of the graft, at first firmly united to the 
graft bed, becomes free all round. In the course of a few 
days the graft turns into a hard, dry`scab ; a tide of 
autogenous epithelium flows round it which, by biting 
into the deeper layers of the corium or into the surface 
of contact between graft and bed, gives the graft the 
appearance of a miniature mushroom attached to the 
bed by a stout fibrous stalk. When this is finally cut 
through by the further advance of native epithelium 
the mummified remains of the homograft simply drop 
away, leaving a small, smoothly rounded fibrous scar as 
evidence of its’ original position. 

Internally, the process of breakdown is accom- 
panied by a very violent inflammatory reaction in 
which the lymphocyte is the most abundant member of 
the invading mass of leucocytes. Destruction of the 
graft is accompanied by the stagnation and disruption 
of its grossly dilated and engorged blood vessels, the 
choking of lymphatics with miscellaneous cellular 
debris, and, finally, the breakdown of every living 
element in the graft, whether of native or foreign origin. 
In spite of the violence of the reaction, two to three 
days may pass between the first signs of epithelial 
erosion and the disappearance of the last traces of sur- 
viving epithelium. It is this latter time that has been 
used for computing the homograft survival time (see 
above). a 

Reference to the Table will show that no homografts 
in rabbits untreated with cortisone survived their trans- 
plantation for longer than nine days. (The data of 
Medawar (1944) gave a median survival time of 10.4 


_+ 1.1 days for skin-homografts exchanged in about the 


same dosage between rabbits of a randomly chosen 
heterogeneous stock.) ; 


Homografts in Animals Under Cortisone Treatment 

The deliberate choice of animals of wide genetic dis- 
parity has subjected the effect of cortisone to a very 
exacting test. To translate our figures for survival 
times to those more appropriate to the human being (cf. 
Padgett, 1932 ; Gibson and Medawar, 1943 ; Baxter and 
Entin, 1951) they should be multiplied by a factor of 
three or four. 

The results of the first-stage operations. upon the 
cortisone-treated animals in experiments 1 to 4 will be 
considered first: in these animals the administration of 
cortisone began on the day before operation and con- 
tinued for 21 to 25 days thereafter. 

The administration of cortisone converted the acute 
and rapidly progressive reaction shown by the controls 
into a feeble, chronic reaction of delayed onset and 
cyclical or intermittent progress. The survival time of 
the homografts was prolonged by a factor of three or 
four (see Table). It will be seen that in animal Co-6 
(as also in animals Co-16 and Co-19 of a different 
series) the homografts finally “died” within the term 
of cortisone administration, and that in no animal did 
the homografts live more than a few days after the last 


_ injection of the daily series. The vacillating nature of 


z 


the reaction was made particularly clear by animal 
Co-9, in which the 21-day homograft showed a higher 
degree of survival than the homografts removed at-the 
18th and 15th days. 

The - inflammatory processes that accompany the 
normal homograft reaction were also proportionately 
subdued; oedematous ‘swelling was delayed and 
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lessened, and the lymphocytic infiltration, instead’ -of 
being massive, was merely sparse and spotty. In 
general, the reaction was diminished in intensity with- 
out being altered in kind. - 

In experiments 5 and 6 the administration of corti- 
sone began on the fourth day after operation, and in 
experiment 7 on the sixth. The six-day biopsy speci- 
mens from these three animals showed that a specific 
reaction had already begun. Nevertheless, the adminis- 
tration of cortisone approximately doubled their 
expected. survival times. 

The prolongation of the life of homografts by corti- 
sone might be due to one, or a combination, of the 
following causes: (a) the homografts’ diminished ability 
to elicit a reaction, as a result of the general retardation 
of healing, vascularization, and proliferative activity 
that has been seen to apply to autografts as well. That- 
this plays an appreciable part can hardly be doubted 
(see below). There are several reasons why it cannot 
be the whole explanation, the most obvious being the 
prolongation of the life of the homografts on animals 
Co-1, Co-16, and Co-19: in these animals delay in the 
first administration of cortisone allowed the grafts to 
become as fully vascularized and as “active” as their 
controls. (b) It might be due to the partial suppression 
of the recipient’s systemic immunological response, 
or (c) to. the thwarting by cortisone of the local inflam- 
matory and other cellular activities that accompany the 
breakdown of foreign epithelium and may be causally 
connected with it. 

The second-stage operation on animals Co—5, Co-7, 
Co-10, and Co-13 makes possible a distinction between 
causes (b) and (c): these rabbits were already highly 
immune when cortisone treatment was started and 


‘ when they réceived their second set of homografts. 


Skin homografts transplanted to an untreated rabbit 
that has been immunized by an earlier egrafting from 
the same donor are known to respond in a highly 
modified way: epithelial proliferation is suppressed, 
vascular stagnation is precocious, and breakdown is 
very much accelerated. Upon this “normal” response 
must be superimposed the non-specific effect of corti- 
sone that has already been mentioned—the retardation 
of healing and proliferative activity that affects auto- 
grafts as well. Paes 
* Homografts transplanted to pre-immunized but 
cortisone-treated animals remained indolent through- 
out their lives ; they were always partially broken down 
by the ninth day, and in only one animal, Co—10, could 
it be said that there was a trace of surviving foreign 
‘epithelium at the 15th day. The response was long- 
drawn-out and the timing of its completion propor- 
tionately difficult and uncertain ; the- figures entered in 
column 8 of the Table are therefore much rougher 
approximations than those entered for the first-stage 
- operation (column 7). Histologically, the grafts re- 
sembled “normal” second-stage homografts. very 
closely. If some allowance is made for the delay in 
vascularization produced non-specifically by cortisone 
(that is, for reasons unconnected with the behaviour of 
homografts as such) then it can be fairly inferred that 
cortisone did not significantly prolong their lives. 

Our provisional conclusion. is therefore that cause 
(b) is the principal one, that cortisone prolongs the life 
of homografts by delaying the development of- the 
systemic immune state rather than by preventing its 
local fulfilment. This is confirmed by the reduced 


` 
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effectiveness of ‘cortisone treatment in those animals 
(Co-1, Co-16, Co-19) in which its administration was 
not started until some degree of immunity had already 
been provoked, ° 


The fact that cortisone prolongs the life of homo- 


- grafts and diminishes the inflammatory reattion that 


accompanies their breakdown has one rather deceptive 
secondary consequence: it facilitates the insidious 
creeping replacement of the homograft epidermis by 
epithelium of native origin. It was the general rule in 
our experiments that the fibrous elements of homo- 
grafts in rabbits under cortisone treatment were pro- 
gressively resurfaced by native epidermis. The appear- 
ance so produced was sometimes very difficult to dis- 
tinguish by naked eye from that of a surviving homo- 
In our control animals, the homografts broke 
down too quickly for the tide of native epithelium to 
have reached their margins, and the corium was in any 
case so poorly vascular (if vascular at all) as to make a 
physically unsuitable -substratum for epithelial migra- 
tion. Such homografts were invariably undermined, 
not overgrown. 
_Ctinical Bearing 
It need hardly be said that.the response of the rabbit 
to cortisone, as we have described it above, may be 
very different from that of the human being. Species 
differences are to be expected, and our colleague Miss 
E. M. Sparrow finds that relatively higher doses of 
cortisone (5 mg./day) administered to guinea-pigs pro- 
long the life of homografts to`a somewhat less degree. 
With this qualification in mind we may now-single out 
certain consequences of the administration of cortisone 
that may prove to have a specially direct bearing on 
the surgery of skin repair. , The principal effect of 
cortisone in the experiments we have described has 
been to delay the onset and progress of “Certain pro- 
cesses mediated by mesenchymal cells; its principal 
benefaction in the surgery of repair ıs therefore likely 


“to be to give the surgeon extra time, or to bring the 


tempo of certain naturally occurring processes under 
more immediate control. 

Prolongation of the Life of Homografts—The pos- 
sible usefulness of this requires no comment. One of 
its secondary consequences is the special ease with which 
autogenous epithelium will overgrow (instead of-under- 
mining and throwing off) the homograft dermal fibres. 
Mere -epithelial cover is well known to be insufficient 
to arrest wound contracture. It may be that 
epithelium is stabilized for a worth-while extra time by 
being caused to overgrow what becomes, in effect, a- 
homograft of dermal fibres. To bring this about, auto- 
grafts and homografts should obviously be so grafted 
as to lie in alternation. This is the pattern of grafting 
adopted in the experiments we have described and 
already made use of, where it is appropriate, in clinical 
practice (Mowlem, 1951, personal communication). 

Retardation of Wound Contracture-—Fibrous con- 
traction of the wound takes place more slowly. More 
time is therefore available to avoid the cosmetic diffi- 
culties due to dense scar formation. 

Delay of Healing—-The weakness of the primary 
union of graft to bed under cortisone treatment might 
be thought to be a serious disability, by no means 
wholly compensated for by the fact that a displaced 
graft can be made to resume its growth and histo- 
logical reorganization by merely reapposing it to its 
bed. One solution for this difficulty might be to allow 
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three or four days to pass between grafting. and the 
first administration of cortisone. ‘It is true that four 
days’ delay curtailed the life of -homografts on rabbits 
(experiments 5 and 6 by contrast to experiments 1 to 4), 
because it allowed the building up of an effec- 
tively high degree of systemic immunity. In the 
common run of human surgical practice, however, the 
homograft reaction is slower to begin, though the rate 
of healing of grafts is much the same. Four days’ 
delay between grafting and the first administration of 
cortisone might therefore make sound healing possible 
without at the same time curtailing the life of homo- 


, grafts. 


Granulation Tissue—The “raw area” that forms 
the general graft bed in cortisone-treated rabbits granu- 
lates very slowly and makes a physically poor sub- 
stratum for the migratory outgrowth of epithelium. 


` Summary 

Experiments have been désigned to examine the effect of - 
the administration of cortisone upon the healing, growth, 
and histological reorganization of skin autografts and upon 
the survival time of skin homografts in rabbits. . 

The daily subcutaneous administration of 10 mg. corti- 
sone acetate to adult rabbits of either sex weakens the 
primary healing of grafts, delays their vascularization and 
the outburst of cellular proliferation consequent upon it, 
and retards their histological reorganization. 

The contracture of graft-bearing areas is retarded by corti- 
sone treatment, but proceeds eventually to the same degree 
as in untreated animals. - K 

The administration of cortisone lengthens the life of skin 
homografts ia rabbits by a factor of three or four. 

The prolongation of the life of homografts is thought to 
be partly due to a non-specific reduction of the graft’s own 
ability to elicit an immune response, but to be mainly due 
to the reduction of the response itself. ~ 

The survival time of homografts in rabbits already made 
specifically immune by an earlier grafting from the same 
donor is little lengthened by the administration of cortisone. 
It is therefore argued that cortisone affects the systemic 
development rather than the local fulfilment of the immune 
response. 

[The numerical data that have been compiled, and a fuller 
description of our histological findings, will be included in 
-nother publication.] i, 

This work has been assisted by an expenses grant from the 
Department of Plastic Surgery, University of Oxford (Professor T. 
Pomfret Kilner). : 
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INHERITED IMMUNITY* ` 
BY 


"H.J. PARISH, MD, F.RCPEd, D.P.H. 
(From the Wellcome Research Laboratories, Beckenham) 


Immunology. is a study of resistance to infection and 
presupposes interactions between host and parasite. 
How do the defensive forces of the host overcome the 
pathogenic powers-.of bacteria, viruses, and protozoa ? 
By what methods can susceptibility be transformed into 
resistance, and how can resistance be increased? Iam 
here concerned with one aspect of the problem—namely, 
the transfer of resistance from mother to offspring. This 
important subject has only recently received the atten- 
tion it deserves, and many of its phenomena still await 
adequate investigation. 

Immunity is often subdivided into (a) the innate, 
inborn, or genetic variety, which should probably be 
termed non-susceptibility rather than immunity; and 
(b) immunity proper, which is always induced in 
response to a specific stimulus either in the subject or 
int his mother. The passive transférence from mother 
to offspring (congenital immunity) is either via the 
placenta (or in some animal species another. form -o 
intrauterine transmission) or via the colostrum and milk. 


Innate Non-susceptibility i 
This variety of fesistance to infection should be 
excluded from dny discussion on immunity in the 
‘strictest sense, for there may be complete non- 
susceptibility , without previous conflict or interaction 
between host and, parasite ; nevertheless, a brief survey 
is indicated on account of the emphasis in this lecture 
on factors of inheritance. Different animal species vary 
in their resistance to bacterial parasités and toxins. 
Thus, for example, man is resistant to canine distemper 
and rinderpest, and the dog and cat do not get measles, 
poliomyelitis, typhoid fever, and cholera. Sometimes 
the differences between species are not complete or 
absolute, as in the above instances, but partial or rela- 
tive. The mouse is: relatively insusceptible to diphtheria 
toxin—relatively, that is, to the susceptibility of the 
guinea-pig. The dog and goat are rarely infected with 
tetanus, and.man seldom develops avian tuberculosis. 
The frog is unaffected by tetanus toxin in the cold, but 
succumbs on warming. The fowl is naturally immune 
“to anthrax, but on exposure to a low temperature.con- 
tracts the disease and dies. These observations draw 
attention to a complexity in this field—namely, that the 
participation of inheritance in the initiation of infection 
is sometimes obscured by other contributory factors 
(exposure to cold, malnutrition, fatigue, etc.) in an 
individual’s environment 
Genetic differences in resistance within a breed or 
species certainly exist (Hill, 1934), and various aspects 
of this difficult subject have been widely studied. Among 
human beings, the relative racial immunity of, say, the 
white race to tuberculosis has received.much attention ; 
it may not, however, be the result of inheritance of an 
acquired characteristic, but rather a consequence of the 
elumination of susceptible, persons for generations, with 
the result that the hardier survivors beget children less 





*A lecture at the London School of Hygiene on 


November 9, 1950, in the course on “The Scientific Basis of 
Medicine " arranged by. the British Postgraduate Medical 
eration. 7 


~ 


susceptible to the disease. In the laboratory, selective 
breeding has been used to increase or lower thé average 
resistance (to an infection) of a suitable strain of rats, 
mice,-or other experimental animals. On the whole 
this work has not been very satisfactory, and there have 
been sources of error. Carriers may infect- young 
animals, and thus influence their immunity statė, In 


" other experiments the results may have been vitiated by 


the passing on to some young animals of a temporary 
passive immunity, likely to mislead the unwary into the 


_belief that a more resistant strain of animal was in 


process of development. Then again, as Hill, Hatswell, 
and Topley (1940) have shown, resistance may be 
acquired to one aspect of the attack of an organism—for 
example, the endotoxin of Salm. typhi-murium—with- 
out any increase in resistance to the one thing that really 
matters—namely, infection with the living bacillus. 

Hereditary differences in the immunizability of guinea- 
pigs have been studied by Scheibel (1943), who was able 
to segregate a guinea-pig population, by selection and 
inbreeding, into a good strain and a poor strain of 
diphtheria antitoxin producers. 

It is not surprising that we have not been able to 
influence to any extent the differences in susceptibility 
which exist between species or between individuals of 
the same species. We do-not understand the mechanism 
at. work, which must surely be a prerequisite for success 
Variations in genetic pattern have been suggested, and 
all would agree that for an animal to be susceptible 
there must be mutual affinity between parasitic products 
and the body cells. Bigger puts it very aptly: the 
key (the bacterial or other parasitic product) must fit the 
lock (the cell protoplasm). 


Congenital Passive Immunity 

‘Passive immunity of homologous type is transmitted 
from mother to offspring (a) in man, apes, and rodents 
predominantly via the placenta (or other intrauterine 
mechanism) ; and (b) in sheep, goats, cows, horses, and 
pigs via the colostrum, which may be rich in antibody 
and is absorbed rapidly by the newborn animal. The 
alimentary tract of the young animal has high absorptive 
power and no digestive ferments, and these factors 
may explain the success of immunization by ingestion 
in certain animal species when placental transmission of 
antibodies is absent or negligible. A few hours after the 
first feed the titre of the serum of the young animal 
may equal or exceed that of the mother, ’ 

The relative importance of the placenta and the 
colostrum in transmission was believed to be due to the 
number of layers of tissue between the maternal and 
foetal circulations. The following summary was com- 
piled by Mason, Dalling, and Gordon (1930) from the 
data then available : 








Since the 1939-45 war a number. of papers on. the 
transmission of antibodies in-the horse have been pub- 
lished by French workers at the Pasteur Institute (see, 
for example, Lemétayer, Nicol, Girard, Corvazier, and 
Cheyroux, 1949). 
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~ Brambell and various collaborators (1946-50) have g Í ; 
been studying ‘intensively the mechanism of immuhiza- Immunity to Various Infections and its uirement 


tion of the mammalian embryo ; their results have-a 
bearing on the current theory of placental permeability. 
First, working with the rabbit, they-have shown by 
electrophoregis and the ultracentrifuge that -albumin, _ 
alpha, beta, and gamma globulins, and fibrinogen are 
present in the yolk-sac fluid of seven- and eight-day 
embryos. The proportions of these plasma proteins are, 
similar to those in the maternal plasma. Secondly, 
agglutinin for Brucella abortus passes freely from the 
mother into the yolk-sac cavity before the allanto- 
chorionic placenta is formed. This finding signifies 
that agglutinins can, and do, pass from mother to 
foetus by a route- other than the allantochorionic 
placenta. ` 

Brambell considers that the yolk-sac pards a pos- 
sible route into the embryo for maternal. globulins in 
other rodents also, but he makes- the important addi- 
fional point that in man it is precluded on morphological 
grounds from replacing placental transmission. 


‘. Protein Chemistry—At this stage it is useful to consider 


the bearing of protein chemistry on immunity findings in 
certain of the animal species shown in the above table. 


On analysing human maternal-and foetal plasmas by electro- © 


phoresis, Longsworth, ‘Curtis, and Pembroke (1945) found . 
«that the concentrations of total globulin were lower in the’ 


newborn than in the-mother. There was, however, a reja- _ 


tive and ‘absolute increase in the gamma globulin in cord 
serum, ‘an observation which can” be correlated with the 
higher titres, of certain antibodies in cord blood than in 
maternal blood. The gamma globulin is, of course, a main, 
protein fraction containing antibactetial substances stich as’ 
typhoid agglutinins, antibodies to the viruses of measles, 
mumps, influenza, and- many other infections, and to somè, 
extent antitoxins, -7 a 


‘When -we compare the serum of man with that of rumi- 
nants we find that the gamma globulin is absent in the 
latter at birth, and so, in accordance with expectations, are 
various antibodies. However, as we have seen, ingestion 
of colostrum rapidly makes good the deficiency. There is- 
more globulin in colostrum (including human) than in the 
later milk, and this is connected with the building-up in 
the colostrum of antibodies of all kinds. Before or immedi- 
ately after birth the colostrum titres of antibodies approach 
or may be much greater than the serum titres of the mother. 


` Later the colostrum and milk titres fall rapidly (Mason, 


l Dalling, and Gordon, 1930; Sugg, 1935). Marrack (1947) 


` 


has given a useful review of the literature of antibodies in 


The gamma globulin in the serum of different, animal 
species shows a fall in the early weeks of life, until the . 
level is lower than that of the same fraction in the mother ; 
the data accord with the immunological evidence of falls 
in circulating antibodies during that period. Á 


Transmission of Antigens.—If antigens could ‘be trans- 
mitted from parent to offspring this would have a profound 

uence on immunity mechanistns/ -However, there is no 
clear evidence that the ordinary bacterial and virus antigens 
are ever transmitted either via the intact placenta or in the 
colostrum and milk. The Rh antigen which produces-~iso- 
immunization of: the mother is believed to pass the placental 
barrier from foetus to mother on account of some local 
damage of the villi: the significance and sa of 
this accident are discussed later. 


Formation of Antibodies.-—A predominant part in the 
production of immune globulins is played by the local lymph 
‘nodes. Fat and muscle are also of subsidiary importance— 
not necessarily the fat and muscle cells, but possibly- the 
granulation tissue formed in these organs ‘Oakley, Warrack, 
and Batty, 1949). Burnet and’Fenner (1949) have reviewed 
the mechanism of antibody oon from normal globulins, 


‘offspring almost entirely via the placenta. 


As we have seen, the mechanism of placental trans- 
mission of antibodies is so efficient in man that the 
colostrum and milk play a negligible and subsidiary part. 
From the immunological side, breast-feeding is- not 
apparently of fundamental importance -to the human 
infant ; there is no evidence that breast-fed babies are 
better protected against the exanthemata than are 
artificially fed infants. 
` The routes of transference of antibodies from mother 
to offspring having ~been ‘considered, what is the 
immunity state of the young animal, and especially the 
human infant, to various infections ? 


Antitoxic Immunity ‘ Loot 
Diphtheria 

.In the human species, if homologous antitoxin is 
present in the mother’s serum it is transferred to her 
Barr, Glenny; 
and Randall (1949) have made certain observations 
which should influence the practice -of immunization. 
They began with a study of thé“ concentration of 
diphtheria antitoxin in cord blood and rate of loss in 
babies” : a noteworthy finding was that the antitoxin 


content of cord blood was as a’rule appreciably higher ` 


than that of the mother's blood’ taken during labour 
or after delivery. Secondly, interesting data were 
obtained about the rate of loss. They state: “ There 
is a steady logarithmic rate of loss of antitoxin in babies 
which averages 13.9% ‘per week, falling from an initial 
average value 36.9% below that of the cord blood. The 
average antitoxin content of the serum of babies 10 days 
old is half that of the cord blood; subsequently’ the 
babies lose half their antitoxin every 44 weeks.” 


Vahlquist (1949) and Barr, Glénny, and Randall (1950) ` 


independently found that passive titres above a certain’ ` 


level caused serious interference with active immuniza- 
tion as carried out by them. 


.. Barr, Glenny, and _ I (1951) have ERE a. 
survey of diphtheria’ antitoxin. in the cord blood of 


infants in various towns; large differences have been 
detected, and it is obvious that the immunity: state of 
very many adults in this country is dangerously low, 

The active immunization of mothers during pregnancy 
is contraindicated when the course is given for the 
benefit’ of their offspring (Di Sant’ Agnese, 1949; Barr, 
Glenny, and Randall, 1950), mainly because it enforces 
postponement of active immunization of infants for ‘a 
variable number of months—possibly till the second year 
of life. 

Further detailed consideration of ~such important 


subjects as (a) the optimum. time for routine immuniza- , 


tion of children ; (b) “diphtheria in the first year of life 


(many cases and local epidemics have been reported in 
neonatal and nursing infants); and (c) the effect of the 
practical: disappearance of diphtheria in many areas on 
the passive protection of the, newborn infant, would 
hardly be justified in the present limited survey. I have 


discussed the literature of certain aspects of these matters 


elsewhere (Parish, 1949). Two points arise, however-— 
namely, the interesting “ resistance” 
membranes and skin of young babies, and, secondly, the 
state,of development of the antibody-producing mechan- 
ism in early life. 


The mucous membranes of the young infant seem to 


“be more resistant to p infection than are those‘of the 


of, the mucous 
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older subject, and this may be one factor in the lower 
incidence of diphtheria in babies. In.many infants the 
Schick test is negative even when there is little antitoxin 
in the serum ; moreover, when it is positive the reaction 
tends to be smaller than in older persons (Wright and 
Clark, 1946). (The term “anergy” has been given to 
the extreme form of lessened skin reactivity). It is not 
surprising that the evidence from Schick readings in 
the early months of life has often been misinterpreted. 
The literature is conflicting about the state of develop- 
ment of the antibody-producing mechanism of the new- 
born infant. Many have held that it is not fully 
developed, so that, for example, the diphtheria antitoxin 
response in young infants is not as satisfactory as in 
older children. | However; older children, like older 
horses, owing to the possible development of primary 
immunity from the stimuli of sub-infecting doses of 
toxigenic bacilli, would be expected to respond better 
.than the very young. The responses of young infants 
may also be “blanketed” by antibody acquired pas- 
sively from their mothers ; when this is absent, infants’ 
cells can and do respond well to specific stimuli 
(Vahlquist, 1949; Barr, Glenny, and Randall, 1950). 
The passive antitoxin so far mentioned in this dis- 
cussion has been homologous in type. As Hartley (1948) 
has shown, heterologous antitoxin given to animals or 
to women in the late stages of pregnancy behaves differ- 
ently. Horse diphtheria antitoxin given to a woman 
for therapeutic purposes is not transferred to her infant, 
who may contract diphtheria from her and require inde- 
pendent treatment with antitoxin. After this observation, 
Hartley carried out experimental studies in pregnant 
guinea-pigs. Unconcentrated (native) guinea-pig anti- 
toxin and guinea-pig antitoxin concentrated —with 
‘ammonium sulphate passed through the placenta 
- readily. Unconcentrated horse serum and horse serum 
‘ concentrated with ammonium sulphate passed through 
the placenta less well than the homologous products. 
The really unexpected finding was that refined pepsin- 
treated antitoxin, homologous as well as heterologous, 
was recognized in the serum of the newborn young in 
only minimal concentrations or not at all. The explana- 
tion of this failure in transmission is not obvious. It 
is unrelated to the size of the molecule, since ‘the anti- 
toxic molecule of refined serum is about half that of 


untreated serum; theoretically, this should facilitate-its - 


passage through the placental barrier rather than act as 
` an impediment. 


S 


Other Infections 


Staphylococcal Infections.—Murray,, Calman,. and 
Lepine (1950) have estimated the concentration of anti- 
body to staphylococcal e-haemolysin in blood samples 
~ from the mother during labour, the cord, and also the 
infant in-the first day of life. As had been shown pre- 
viously for diphtheria antitoxin, the titres of the cord 
blood and the infant’s blood were in the great majority 
of cases higher than those of the mother’s blood. Anti- 
a-haemolysin is only one of the antibodies to staphylo- 
cocci. While a passive immunity to certain specific 
antigens (toxins) may be transferred, the immunity state 
which is inherited may be far from complete ; the new- 
born infant tends to have a poor resistance to bacterial 
invasiveness. Staphylococcal skin lesions, sometimes in 
. association with conjunctivitis, have often been reported 
in maternity hospitals and elsewhere. Everything pos- 
sible should be done to prevent cross-infection. The 


maintenance of good-nutrition of mothers during preg- © 


INHERITED IMMUNITY ? 
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nancy is also important, as this will assist local tissue 
“immunity to staphylococci and other bacteria. 
~ Scarlet Fever—The serum of-newly born infants has . 
similar blanching power to that of their parents, indicat- 
‘ing that the antitoxic levels. correspond. Another 
interesting observation is that‘the skin of the newborn 
ig usually insensitive to Dick toxin in considerable 
doses ; skin sensitivity appears later (Cooke, Keith, and 
Ermatinger, 1927; Cooke, Brinkerhoff, and Woods, 
1928 ;-Cooke, Ermatinger, and Brinkerhoff, 1928), A 
scarlet-fever rash is also extremely-rare in young babies. 
The “anergy ” observed with diphtheria toxin has thus 
been noted with haemolytic streptococcal toxin also. 


.Tetanus.—Natural antibody to tetanus does not occur. 
Therefore mothers as a rule have no circulating antitoxin 
in their serum to pass on to their offspring, and inter- 
ference with active immunization by congenital anti- 
bodies is not a practical problem at the present time 
as it is in diphtheria. However, it is worth remembering 
that women who have served in the Forces and been 
actively immunized with tetanus toxdid may have con- 
siderable amounts of antitoxin in their serum even after 
many years, Further, women attending summer camps 
in the U.S.A. may receive a course of toxoid. The 

- congenital antibodies which the infants of such mothers 
may receive via the placenta may- cause difficulty when 
active immunization is attempted in the early years of 
life. Cooke and her associates (1948) studied 284 healthy 
infants between 1 and 14 months old, and found that 
the mechanism for the production of tetanus antitoxin 
was as well developed in the early months of life as 
‘Tater. 


Gas “ Gangrene-—As Mason, Palling, and Gordon 
(1930) have shown, antibodies to Clostridium welchu 
type B—the lamb dysentery bacillus—are transmitted 
to sheep via the colostrum. They have also shown 
that a similar mechanism of transmission-is at work 
in the-cow, bitch, and mare. It is now well established 
that lamb dysentery can be controlled in the field by 
active immunization of ewes. In the human species, 
Cl. welchii antitoxins would presumably be transmitted 
via the placenta in the same way as other antitoxins. 


` Antibacterial Immunity 

Whooping- -cough.—Antibodies such as agglutinins 
“and complement- fixing substances are passed on from 
mother to child via the placenta. If a woman is immun- 
‘ized during the last three months of pregnancy, the cord 
blood serum contains antibodies, usually in somewhat 
lower amounts than the mother’s serum (Adams, Kim- 
ball, and Adams, 1947). Antibodies are also present 
in the colostrum, but, as in the case of diphtheria and 
tetanus, their significance is probably negligible. Agglu- 
tinins; etc:, are not a measure -of protection against 
pertussis, although their development indicates an 
immunological response to a specific stimulus, ‘Fhat 
is all one can say, for unfortunately there is little 
evidence that immunity in the sense of lowered suscepti- 
bility is transferred from mother to offspring. Whooping- . 
cough in the newborn has been described by Keizer 
(1948). The infection is well known to be dangerous 
in the first year of life ; the younger the child the more 
are lung complications to be feared. Early active 
immunization is important, therefore, and fortunately it 
is a safe and practical procedure, though success is not 
possible in all infants (Waddell and L’Engle, 1946). 


he 
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- Tuberculosis. —No immunity appears to, be inherited ; 
“on the contrary, the child is more susceptible than the 
adult, and the younger the patient the greater the risk 
of infection. According to Blacklock (1947), the source 
of infection in a series of 144 cases of tuberculous 
meningitis was the mother in 44%, the explanation of 
this high figure being the close contact during nursing, 
dressing, fondling, etc. 


“White Scours” in Calves.—The diarrhoea of young 


` galves is often associated with Bact. coli, and it has 


been shown that any antibodies present in the colostrum 


are transferred to the young. We have seen that active. 


immunization of the ewe has been used to good purpose 
in the campaign against lamb dysentery. Unlike lamb 
dysentery, however, “ white scours” cannot be con- 
trolled in practice by active immunization of the mother, 
owing to the variable antigenicity of different strains 
of Bact. coli (Lovell, 1950). It is to illustrate this type 
of difficulty that I have mentioned this'common disease 
of veterinary importance. _ 

Leprosy.—Some immunity may be carried over from 
parents to children. When it is lost there is a phase 
of increased susceptibility, when child contacts of the 


- disease are more prone than adults to contract the 


“infection. 


Syphilis—Unless the infection is virulent, signs of 
inherited syphilis may not be well developed before the 
third week. Complement-fixing antibodies have been 
studied. If the infant is apparently healthy, a positive 
Wassermann reaction does not necessarily imply that 
infection has been inherited. A negative reaction does 
not necessarily signify that the infant is safe ; repeated 
serological tests are indicated (Macfarlane, 1950). In 
addition to complement-fixing antibodies, the evidence 
for a partial (and very. uncertain) “ antibacterial” 
immunity to syphilis in rabbits and man is’ discussed 
by Wilson and Miles (1946). 


Antiviral Immunity 


_ Smallpox.—Viral antibodies are said to be equally 
high in maternal and infant bloods. Unsuccessful 
vaccination in the newborn may be’ due partly to these 
antibodies and partly to the skin refractoriness or 
“anergy,” which I have also mentioned in connexion 
with the Schick and Dick tests. Antibodies and 
“ anergy ” usually disappear in three to four‘ months— 


‘an arbitrary period, as exact estimations are not practi- 


cable. It should be noted that “ anergy ” has nothing 
to do with immunity. The usual recommendation is 
that infants should be vaccinated at four to six months, 
except in the face of an epidemic, when vaccinations 
should be carried out irrespective of age. 


Measles.—The risk to the infant depends Jute on 
whether the mother has had measles.. If she has, a pas- 
sive immunity may be assumed which lasts for, say, four 
to six months. In the very few instances in which there 
is no history of maternal measles full susceptibility of 
the offspring is likely, although cases of measles in 
infants under 6 months of age are actually very rare. 


` Thereafter the disease enters on its most dangerous 


phase, most deaths occurring between the ages of 
6 months and:3 years. 

Poliomyelitis—In connexion with’ ‘this disease we 
should -recall that cases which can be diagnosed clini- 
cally are only-a small percentage of the total of persons 


infected with the prevalent type of virus, When mothers- 





have neutralizing antibodies to a virus of poliomyelitis 
in their serum, as they often have, the same amounts 
are said to be present in the serum of their children at 
birth. As with ‘the. antitoxins, antibodies to viruses 
are transient and “ disappear when the child is between 
6 months and 2 years of age” (J. Amer. med. Ass., 
1950, 142, 525). In spite of the confident statements 
of some writers, only preliminary investigations have so 
far been made, and much further epidemiological and 
laboratory work is indicated. ‘Baskin, Soule, and Mulls 


(1950) have reported two cases of poliomyelitis in the, _ 
newborn, and discuss whether the illness in one of these 


cases developed after an incubation period of. only three 
and a half days or resulted from an intrauterine infec- 
tion. At all events it follows from both cases that 
newborn infants are not invariably immune to polio- 
myelitis. 

Immunity to Protozoal Infection 


Malaria.—Congenital malaria is occasionally encoun- 
tered (Jones, 1950) and has aroused much interest 
(British Medical Journal, 1950, 2, 451). Jones had drawn 
attention to the notable contrast between (a) hyper- 
immune indigenous populations, among whom infection 
of the placenta is very common but congenital malaria 
very exceptional, and (5) relatively non-immune, non- 
indigenous persons, among whom infection of the 
placenta is very rare but congenital malaria relatively 
less rare. He suggests that, as immunity to malaria 
increases, infection of the placenta becomes more fre- 
quent,; at the same time the infected Placenta becomes 
a more efficient barrier to the transmission of parasites, 
and consequently the incidence of congenital malaria 
falls, Peel and van Hoof (1948) have suggested that 
the numerous phagocytes observed in the placentae of 
natives might be expected to impede placental transmis- 
sion of the parasite; this suggestion harmonizes with 
Jones’s views, -> 


Congenital acquirement plays a part in conferring 
increased susceptibility or resistance to a number of 
micro-organisms and toxins other than thase discussed, 
and also to carcinogenic chemicals ; the infections dealt 
with above are -a representative 
selection. 

There are many contributory factors in an individual's 
environment which tend to obscure the participation of 
heredity. _ Our knowledge, particularly of innate non- 
susceptibility, is incomplete, and more is in fact known 


about the hereditary transmission of certain diseases” 


through the agency of abnormal genes than about the 
factors that determine resistance. 


The Transmission of Iso-agglutinins 


Antibodies are not invariably beneficial, and their 
interaction with the corresponding antigens may cause 
disease or death of the foetus. One aspect of this prob- 
lem is the transmission of Rh antibodies. 

The mother-of a child with erythroblastosis foetalis, 
or haemolytic disease of the newborn, is nearly always 
Rh-negative. The father and the child itself are Rb- 
positive. The mechanism by which the disease is 
produced appears to be that small quantities of foetal 
blood containing the Rh antigen escape through the 


_placenta (which may show a local lesion of the villi) 


into the maternal circulation and produce iso-immuniza- 
tion of the mother. Antibodies are produced in her 
serum, which pass back into the foetal circulation. 


and important - 
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` Antigen-antibody reactions then take place between 


these ,antibodies-and the Rh substance in the infant’s 
‘red ‘cells and possibly other tissue cells. This is one 
instance in which the permeability of the placenta to 
antibodies is certainly not a protective mechanism. 

The disease may. take various forms. Apart from 
intrauterine death, occurring usually during ‘the last three 
months of, pregnancy, and leading. to stillbirths, infants 
born alive may show various degrees of anaemia and 
‘jaundice, consideration of which is outside the scope of 
this lecture. However, in view of the attention I have 
given to placental and colostral transmission of anti- 
bodies, the following observations are interesting and 
relevant. 

The infant is not necessarily affected when Rh anti- 
bodies are present in the maternal serum. 

The first child of a marriage is seldom affected unless 
the Rh-negative mother has received a transfusion of 
Rh-positive blood. With this exception, the disease 
rarely appears till the second or third pregnancy. ` 

What part does colostrum and milk play in erythro- 
blastosis, and is -breast-feeding permissible ? Rh anti- 
bodies can easily be demonstrated in the breast milk of 
mothers whose blood serum contains antibodies, and 
who have borne erythroblastotic babies. Although these 
antibodies are not readily destroyed in the stomach of 
infants, there. is no evidence -that they are readily 
absorbed into the blood stream (Cathie, 1947), The 
consensus of expert opinion at present is that infants 
with haemolytic disease need not be weaned because 
Rh antibodies are present in the maternal milk. 

Iso-immunization of pregnancy, leading to jaundice 
or other manifestations of thé syndrome of haemolytic 
disease, has been observed in horses, mules, and dogs, 
and further work is in progress:(Coombs, t950). Many 


~ problems: still await elucidation, or are insufficiently 


_— 


understood—for example, the factors influencing the 
extent and rapidity of the haemolysis and the degree of 
jaundice resulting. The capacity for cell regeneration 
and the rate of haemolysis vary~considerably from case 
to case and influence the degree of anaemia. Holman 
(1950) says: “Of the other variables which make the 
understanding of this disease difficult, the most interest- 
ing is the occasional variation from pregnancy to preg- 
nancy where one sees infants with the same Rh gene 
subject to the same or more powerful antibodies, and 
yet the later pregnancy will sometimes be less severely 
affected.” 

In connexion with the A, B, and Oo blood groups, death 
of the, embryo in very early pregnancy may be due to 
antigen-antibody interaction—yet another example of mis- 
adventure from the inheritance of antibodies. 


Summary 2 

Different animal species show an inborn racial immunity, 
or non-susceptibility, to`various infecting agents. 

Congenital immunity is acquired by the passive transfer 
of antibodies made in the mother to her offspring, either 
~ via the placenta (or other form of intrauterine ole 
or via the colostrum. 

There is a correlation between the transfer of antibodies 
and that of gamma globulin. 

Transference through the placenta, after passive immuniza- 
tion of the mother, occurs more readily with homologous 
than with heterologous antitoxins. 

It is widely held that the active responses of very young 
animals to injected antigens are- relatively unsatisfactory 
owing to immaturity of the antibody-producing mechanism. 


Hewever, the young human- infant. responds well to an, 
injection of diphtheria or tetanus toxoid, provided that the ’ 
level of the corresponding antitoxin transferred from the 
actively immunized mother is so low as not to cause 
interference. 

Congenital immunity to a representative variety of micro- 
organisms and to has been considered in the main sec- 
tions of this lecture. In a concluding section, a brief, account 
has been given of ‘certain aspects of Rh-antigen-antibody 
interactions, and it is shown that the transmission of anti- 


_ bodies is not invariably beneficial. 


r 
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The Manchester Guardian reports that the Committee of 
Inquiry into Weights and Measures Legislation recommends 
that the Government should take steps, in co-operation with 
the Commonwealth and United States, to abolish the Imperial ` 
system of measurement in favour of the complete adoption 
of the metric system over a period of about twenty years. 
Sir Hartley Shawcross, in a written reply in the Commons, 
said that there were many difficulties, and pointed out that , 
the Government was not in any way committed to adopting 
the recommendation. 
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HYPOTHYROIDISM IN CHILDHOOD* 
BY 
; FRANCES BRAID, M.D. F.R.CP. 


Physician, Birmingham Children’s Hospital; Clinical 
Lecturer in Paediatiics and Child Health, Birmingham 


Conditions resulting from deficiency of the thyroid gland 
form the most important group of endocrine disorders 
in childhood because they are the most common and 
because they are the most amenable to treatment. They 
hold a place of importance also inm medical history, for 
their relation to the thyroid gland was recognized long 
before that of myxoedema. 


Nomenclature and Aetiology 


The word “ cretinism ” is used rather loosely in refer- 
Ting to all types of hypothyroidism in children. We 
may perhaps qualify it by prefacing the word “ sporadic ” 

r “endemic”; and we sometimes speak of “ juvenile 
myxoedema,” Some regard these terms as variants of 
the same condition, but authorities such as McCarrison 
(1917), Gardiner-Hill (1937), Zondek (1944), and Means 
(1948) -consider that sporadic and endemic cretinism 
-are of quite distinct aetiology. Certainly, broad distinc- 
tions can be made between the two types. Endemic 
cretinism is the product of generations of goitrous 
families. The cause of sporadic cretinism is less definite, 
Affected children are the offspring of healthy parents. 
The mother in some cases may have a small goitre, but 
signs of myxoedema are not present. In sporadic cases 
it is probable that there is a developmental defect, 
whereby the thyroid gland is absent or small. In three 
infants who died at 3-34 months, the gland was com- 


pletely absent ; in a fourth who died at 8 months, the 


gland was small and thin, and was situated over the 
trachea below the cricoid cartilage. 

Some acute infection ‘in the mother during pregnancy 
“may, by transplacental infection, lead to inflammatory 
changes and fibrosis of the foetal thyroid. We have 
records of a post-mortem examination on a premature 
baby whose mother had an attack of influenza shortly 
before its birth at the 34th week. The main finding was 
a pericholangitic bilidry cirrhosis, but inflammatory 
changes were found also in the thyroid. There was a 
marked increase in fibrous tissue, and the vesicles were 
small and lined by cubical epithelium. Only a few 
vesicles contained a pale granular and often vacuolated 
colloid, and most were filled with desquamated epi- 
thelium cells. In similar circumstances infants may 
survive with thyroid glands of varying degrees of effi- 
ciency, and herein may lie some explanation of the 
differences in the time of onset or in the severity of the 
‘deficiency. Post-natal infection may also be a cause of 
sporadic cretinism. It is certainly true that in some cases 
the onset of signs dates from an acute infection such 
as’ measles or pneumonia. 

Since the use of thiouraci] in the treatment of hyper- 
thyroidism, there arises the danger of congenital goitre 
with hypothyroidism being added to the list of iatrogenic 
diseases. The drug can pass through the placenta, and ` 
it is also excreted in the milk. It seems, however, that 
in these circumstances the changes are reversible and 
à the infant will recover spontaneously if breast-feeding is 
avoided. 

*Abbreviated from the Tn 
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by Lectures delivered at the 
niversity, on May 25 and June 1, 


The important disadvantage'in the general use of the 
term “ cretinism ” is that it fails to denote the fact that 
a great variety of clinical pictures exist. I would prefer 
the terms “ congenital hypothyroidism, pease post- -infective 
hypothyroidism,” and “endemic cretinism.” 


Diagnosis 

Before trying to describe these three types of case, I 
must refer to the question of diagnosis. Diagnosis of 
hypothyroidism depends primarily on the appearance of 
the patient and on the change which takes place after 
giving thyroid extract. That does not mean to imply 
that’ they all look exactly alike. Mongols, with whom 
cretins are so often confused, are as like each other as 
peas in a pod, but that is not true of-cretins. These 
resemble each other only as much = do members of 
the same family. 

Diagnosis is confirmed by x-ray examination for signs 
of delay in skeletal development, by estimation of the 
cholesterol and the phosphatase levels of the blood, and 
by the electrocardiogram. Signs of delay in ossification 
are always present, the blood cholesterol is usually high, 
the phosphatase is usually low, and the electrocardiogram 
almost invariably shows some characteristic change. 


Improvement after thyroid medication is revealed in 5 


these indices as well as in the general „appearance, and 
periodic examinations are useful for assessing progress 
and the adequacy of treatment. 


Classification of Cases 


My observations are based on a study of 30 patients 
whose present ages range from 18 months to 20 years ;’ 
25 are now more than 4 years old. I have seen 28 of 
them at more or less regular intervals since their first 
attendance and two have reappeared after an ‘interval 
of several years, In addition, I shall refer to four cases 
of which I have now lost sight, because they present 
features of special interest, and to four others—one child 
of 10 years and three women aged 25, 27, and 38 years— 
whom I have seen on one occasion only. Lastly, four 
female infants were examined at necropsy. This makes 
a total of 42 cases (31 female, i male). : have classified 
them into three groups. 

N 
- Group I: Congenlial Hypothyroidism 

In this group were 24 cases: 19 (13 female and 6 male) 
from those successfully followed up, the 4 female infants 
who died, and one woman (now aged 25) who was seen on 
one occasion only. z 

These are cases in which there is a ‘developmental defect 
of the thyroid gland, or in which the gland has been 
damaged in utero as a result of some maternal infection. 
Normally the foetal thyroid becomes sufficiently active about 
the third month (Clement Smith, 1945) to supply the needs 
of the foetus. However, there is evidence of a two-way 
transfer of thyroid hormone through the placenta: the 


myxoedematous mother of a normal baby loses her signs . 


-of myxoedema during pregnancy ; these return after parturi- 


tion, and an infant with no ‘thyroid may be quite well 
developed at birth and show signs to’ suggest its’ deficiency , 
_ only after several weeks. Signs may, however, be detect- 
able quite early, and one mother of a second cretin recog- 
nized that her baby wás not normal “ from the first.” Birth 
weight may be above the average, but this is by no means 
a constant finding. 

It is often said that the condition cannot be recognized 
before 6-9 months, and Zondek (1944) states that there is 
no indication for treatment until the infant is between 1 
and 2 years old- It is true that most Cases core under 


` 
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observation between 6 and [2 months, but several of my 
cases have been recognized before the age of 4 months, 
and one at 7 weeks (see Figs. 1 and 2) and one at 6 weeks. 
The importance of récognizing the condition during the 
tme of most rapid growth of brain and body cannot be 
overemphasized. 

The 6-weeks-old baby was referred because of “the 


sudden appearance of bilateral supraclavicular tumours” ; ` 


axillary pads were also present. The 7-weeks-old baby 
came with a provisional diagnosis of “jaundice.” In this 
infant the” yellow colour, which is due to the carotenaemia 
resulting from lack 
of conversion of 
the carotene to 
vitamin A in the 
absence of thyrox- 
ine, was unusually 
deep, and certainly 
simulated jaundice. 
The conjunctivae 
were, however, un- 


pigmented. 

The commonest 
complaint before 
the age of 4 


months is that the 
baby has become 
- slow in feeding and 
is becoming more 
lethargic. In spite 
of the low intake 
of food, the weight 
increases ` for a 
time and the quiet 
fat baby may be 
accepted .as a god- 
send, The yellow- 
ish pallor may sug- 
gest anaemia. In- 
deed, anaemia may 
be present, but it 
does not respond 
to iron. Umbilical 
„hernia or abdomi- 


or increasing con- 
stipation may bring 
the parents for ad- 
` vice. After the 
age of 4 months 
the heavy features, 
the usually dry, 
cool skin, the pro- 
truding tongue, the 
dull, sad expres- 
sion, the hoarse 
voice, + and the 
m y x o e d ematous 





Fia. 2.—Case 4 after treatment; aged 
5 months, 


sues which gives a 
peculiar stiffness of the limbs, gradually appear, making the 
full picture of the 9-12-months-old toothless cretin. By then 
the retarded mental and physical development has become 
quite apparent. In one infant in our series the nature of the 
condition went unrecognized until the age of 24 years, by 

-which time she was wasted, hypotonic, and almost immobile 
(Figs. 3 and 4). 


Group I: Post-infective Hypothyroidism 
_ In this group were six cases (four female and two male). 
These are children in whom one can be reasonably. sure 
that post-natal development has progressed normally for 
some time, normality being judged by the age at which the 
milestones of infancy have been passed and by the stage 
of ossification, Symptoms date, commonly though not 
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nal distension and/ _ 


firmness of the tis- - 


Buri 
MEDICAL JOURNAL 





quite invariably, from some acute infective illness such as 
whooping-cough or pneumonia. The interval between the 
acute illness and the parents becoming conscious of delay 
in further development is a matter of months, which varies _ 
to some extent according to the parents’ acquaintance with” 
The 


normal children and to their powers of observation, 
signs of hypo- A 
thyroidism are not 
so striking as in 
the previous group, 
but evidence of 
delayed skeletal 
development ` may 
be seen in an open 
anterior fontanelle; 
the number of 
teeth is inadequate 
for the age, supra- 
clavicular pads can 
usually be felt, and 
the child looks un-. 
naturally solemn. 
He is short for his 
age, and the pro- 
portions tend to be 
of . the infantile 
type ; he is physic- 
ally inactive and 
does not show the 
normal zest in bis 
play. Usually he 
is mentally dull, 
but there may be 
no true mental 





impairment, — Fic. 3—Case 12. Photograph taken 
These patients on May 1, 1945, at 2} years. Before 
are usually re- treatment. $ 


ferred to as cases ‘ 
of juvenile myx- _ s 
oedema, but the 
term “ post-infec- 
tive hypothyroid- 
ism” seems prefer- 
able, The gland 
may be’ damaged 
by infection at any 
time in post-natal 
life; and the term 
“juvenile” is not 
always applic- 
able. ; 


Group M: 

Endemic Cretinism 

In this group 
were nine cases— 
seven (four female 
and three male) 
from those success- 
fully followed up, 
and two of. the 
three adult women. 


_ These cases differ - Fa, 4.—~Case 12, Photograph taken on 
in many respects September 18, 1945. 

from those already 

described. They came under observation late—only one 
before the age of 2 years: The history is vague and the 
mother is usually unable to say when she first became 
worried about her child’s progress. The child has never 
been very active and has never displayed much interest in 
his surroundings ; teeth have been cut late; he has learned 
fo walk late, and to talk still later; the voice is gruff, not 
just hoarse, and the sounds produced may be quite a 
late. Myxoedema is not pronounced in the majority, but 
there is always considerable stunting of growth. A goitre 
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was present in two patients when first seen; a ‘third patient 
developed a goitre at 16 years. One patient was deaf. With 
one exception the mental level was low, and three (and prob- 
ably a fourth, but he is still only 2 years old) would be 
classed as idiots. Two had spasticity of the limbs, and one 
of these had epileptic attacks. Two of the adult women 
were in this group, and one of them had a large nodular 
goitre. In childhood both were treated with thyroid extract 
for several years, but, according to the mother of each, “ it 
did not make much difference.” Both are very stunted and 
both have ‘a very low intelligence (Fig. 5). 

Dwarfism, goitre, and poor response to thyroid medica- 
tion are accepted characteristics of endemic. cretinism, and 
McCarrison (1917) also regards spasticity of the limbs and 
convulsions ‘as features of that condition. Cases present- 
ing Such signs he 
calls “nervous 
cretinism,” which 
he defines as 
“cretinous idiocy 
with associated di- 
plegia and tetany 
due to fibrosis of 
the thyroid and 
parathyroid 
glands.” He found 
that one-third of 
all Himalayan cre- 
tins were of this 
type. Thomson 
(1925) found three 
such cases among 
62 cretins. In these 
cases brain dam- 
age is probably a 
part of the general 
degenerative state, 
and the spasticity 
and convulsions are 
due to that. But 
carpo-pedal spasms, 
which do occur, are 
more likely to be 
related to associ- 
ated fibrosis of the 
parathyroids: 
Himsworth and 
Maizels (1940) re- 
port such a case. 
I contend that the 


are relics of en- 
demic cretinism 





Fia. 5.—Case IX aged 26 years. 

Dwarfed; goitre; imbecile made no and not examples 

response to treatment in childhood. of simple hypo- 
thyroidism. 


The first group 1s the most important, for on early 
recognition and adequate treatment during the period 
of most active growth of the brain the child’s future 
largely depends. Cases in the second group are perhaps 
more readily recognized, because arrest of development 
in a previously normal child attracts attention, and, even 
if the condition is not immediately diagnosed, delay in 
starting treatment is less serious than in the-first group. 
The older the child when hypothyroidism develops, the 
truer this is. The third group is the least satisfactory 
from the point of view of success in treatment. 


Clinical Features 


The thyroid hormone seems to be responsible for the 
normal development of all tissues, but when it is defi- 
cient the various tissues are not affected equally, nor 
are the corresponding systems in different patients. 


m 


HYPOTHYROIDISM IN CHILDHOOD 


cases in this group, 





Skeletal System 

The most’ constant changes are to be found in the skeletal 
system, in the arrest of growth. The infantile proportions 
persist so that the long body and short limbs may suggest 
a diagnosis of achondroplasia. The disturbance of growth 
of the bones of the skull, the endochondral bone being 
affected more than the membranous bone, is reflected in 
the naso-orbital configuration, which is responsible, in part 
at least, for the characteristic facies. : 

Radiographic examination of the skeleton provides an 
important diagnostic measure in revealing arrested growth, 
as shown in the increased density of the provisional zone 
of calcification and in the delay in appearance of ossifica- 
tion centres, The influence of thyroid therapy is shown in 
growth of bone within a few weeks, and the appearance of 
fresh centres of ossification within a few months. ' That the 
histological changes which normally take place in cartilage 
preliminary to calcification and ossification are disturbed 
1s shown in the irregular calcification which proceeds under 
treatment. Instead of a single centre gradually spreading 
outwards to include the whole, multiple islets appear ; these 
gradually coalesce and produce a fragmented appearance 
instead of one of uniform density. The longer the delay 
in beginning treatment the more apparent will be this sign, 
but only in those centres which should have shown ossifi- 
cation previously, while those centres which ossify at a 
later date do so quite normally. Wilkins and Fleischman 


“(1941) regard this as “probably the most specific of all- 


anatomic changes which are found in hypothyroidism ” and - 
give to it the name “ epiphysial dysgenesis.” 

- The changes subsequent to epiphysial dysgenesis tend to 
be most marked in the head of the femur, and are accom- 
panied by changes in the femoral neck. It seems likely 
that, although the primary factor is a disturbance of matura- 
tion of the cartilage before ossification, mechanical strain 
is contributory. Deformity of the head and neck develop 
and are responsible for a waddling type of gait. 


Muscular System 

Atony of the muscles is a common, though not constant, 
feature of the untreated cretin. In the adequately treated 
cretin, also, in whom signs of hypothyroidism have dis- 
appeared, atony of the muscles may persist to such a degree 
that a diagnosis of familial muscular dystrophy may be 
suggested. The method of walking up steps and of rising 
from the recumbent position may closely resemble that seen 
in pseudohypertrophic muscular dystrophy. 


Alimentary. Tract 

Bastenie (1946), in writing of paralytic ileus in the 
myxoedema of adults, states: “The possible importance 
and severity of the intestinal signs and symptoms in 
myxoedema do not appear to have been sufficiently 
emphasized.” Symptoms related to the alimentary tract 
—lack of appetite, slowness in feeding, constipation, 
meteorism—though well known to be symptoms of the 
condition in infants, are easily misinterpreted when they 
are the presenting symptoms. In a child who is being 
treated inadequately, a chronic type of diarrhoea may 
develop, due presumably to the myxoedematous state of 
the mucosa, which will clear up only when the dose of 
thyroid extract is suitably increased. On the other hand, 
in spite of adequate therapy, constipation of the type 
associated with megacolon—abdominal distension, palpable 
faecal masses, and incontinence—may develop. In three 
children treated from infancy this occurred, and a dilated 
colon with a long sigmoid was demonstrated by barium 
enema at the ages of 34, 64, and 10 years. In such children 
the faecal incontinence might be attributed to subnormal 
mentality and appropriate treatment be withheld. 


Blood 
In the hypothyroidism of children, as of adults, some 
degree of anaemia is usually present. In general it is hot 
severe and bears no relation to the severity of other signs 
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of hypothyroidism. Occasionally it is the presenting feature, 
in which case, it may be mistaken for simple. nutritional 


„anaemia or, especially in infants, for haemolytic anaemia 


because the colour due to the lipochromaemia resembles 
that of bilirubinaemia. $ ' 

In most of my cases anaemia has been slight and of the 
normocytic orthocliromic type. With two exceptions, the- 
haemoglobin has been above 60% and the red cells above 


-3.5 millioris. I have no clear case of macrocytic anaemia, 


which is said to be the essential anaemia of hypothyroidism 
(Bomford, 1938), but in a few cases microcytosis has been 
recorded, The change which took place on treatment was 
very variable. In one child aged 5 months, in whom general 
signs were minimal and who presented as a case of anaemia, 


the haemoglobin rose from 50% to 65% in a month on- 


treatment. with thyroid extract only. Another of the same 
age, who presented the classical picture of cretinism, had 
a haemoglobin of 70%, which remained at this level during 
four months’ treatment with thyroid. When microcytosis~ 
was present it was necessary to give iron as well as thyroid 
extract—that is, an iron-deficiency anaemia was superadded 
to the essential anaemia of thyroid deficiency. 

It is interesting to note that a fall in haemoglobin and red 
cells sometimes occurs during the early weeks of treatment, 
a point observed originally by Vaquez in 1897. This is due 
to restoration of the plasma volume. The reticulocyte 
response to thyroid administration is, of course, a useful 
point in diagnosis. 

: The exact pathogenesis of anaemia in thyroid deficiency 
is a problem which is still unsolved. i 


s 


Biochemical Findings 

Cholesterol. —There seems to be a close relation between 
basal metabolic rate and blood cholesterol, but- whether 
thyroxine has a specific effect on cholesterol metabolism 
(Hoffmann and Hoffmann, 1944) or merely influences the 
shift of the cholesterol to and from the blood plasma 
(Fleischman and Shumaker, 1942) is undecided. In nor- 
mal children the blood- cholesterol has a wide range, but, 
excluding cases of nephrosis, a level of above 200 mg. per 
100 ml. may be regarded as confirmatory evidence of hypo- 


` thyroidism ; however, the cholesterol level may be: well 


F 


within normal limits. In the cases under review the initial 
level ranged from ‘116 mg. per 100 ml. in a 5-months-old 
baby to 479 mg. in a 4-year-old girl. The effect of thyroxine 
is perhaps of more value in diagnosis; in a normal child 
the cholesterol will fall after a single dose of thyroxine but 
will return to normal quickly, while in the hypothyroidic 
child the fall will last for several weeks (Wilkins and 
Fleischman, 1941), The blood cholesterol level is of value 
in judging adequacy of treatment, and in this respect is 
certainly a more sensitive test than x-ray examination of the 
bones, though perhaps less sensitive than the electrocardio- 

-Phosphatase—A low serum phosphatase level is common 
but not a constant feature, and it rises on administration 
of thyroid. 


Calcium and Phosphorus——Aub and his collaborators 
(1927) found that in hypothyroidism there is a diminished 
tate of exchange of calcium and phosphorus, these sub- 
stances being deposited in greater concentration in the 
‘bones and eliminated less freely in the urine-and the stools. 
than they are in the normal. Their actual concentration in 
the blood is not greatly altered. This observation was con- 
firmed by Robertson (1941), who studied the calcium and 
phosphorus metabolism in three cases of myxoedema in 
adults. He found that the blood serum level of calcium 
and phosphorus was normal but the output greatly reduced, 
and that the reduction was greater in the urinary calcium 


than in the faecal calcium. After thyroid therapy the out- ` 


put-of both calcium and phosphorus rése, the increase being 
mainly in the urine. I have found no similar studies in 


children, and our attempts to investigate calcium and. 


-cal, 


phosphorus balance 
were unfortunately 
unsuccessful. There 
was, however, clini- 
evidence of 
calcium’ retention, 
increased density * 
of the bones being 
present, and one 
patient (Case 12) 
had a diffuse calci- 
nosis .of the soft- 
tissues (Fig. 6). 
The patient, a 
girl aged 24 years 
when first seen, 
was a very extreme 
example’ of wun- 
treated congenital 
hypothyroidism. 
The powdery ap- 
pearance of the 
soft tissues was re- ` 
vealed on routine 
x-ray examination 
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Fic. 6.—Case 12. Radiograph show- 

ing diffuse calcinosis, untreated before 
of the long bones. age 2} years. ~ : 
Under treatment, ee es 
the calcinosis appeared to increase at first (presumably it 
became more apparent because of loss of tissue fluid), and 
then gradually cleared. The effect of thyroid on the blood 
chemistry is shown in Table I. 


Taste I—Effect of Thyroid on Blood:Chemistry in Case 12 
ae : (Group I) 
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When seen in May, 1946, crotinold features were obvious ; until then the 


infant had been having 1 gr. (65 mg.) of id extract daly; this was 
increased to 14 gr. (0-1 g.) and later to 2 a fs g ) daily with correspand- 
ing physical impr. and improvement in ttd chemistry. 


ovement 
Heart ‘ 
The alteration in the size of the heart, with and without 


treatment, which occurs in adults is rarely seen in children, 


and bradycardia is not a feature. But sometimes an extreme 
cyanosis of the extremities bears witness to the indolent 
action of the heart, and the electrocardiogram usually shows 
a quite characteristic change from the normal. 

„ The characteristic signs are a low-voltage curve, with flat 
P, and T waves; the P-R interval is usually normal, but 
occasionally it is lengthened; and more rarely the-Q-T 
interval is lengthened. Various explanations have been 


offered for these electrocardiographic _ findings, but it | 


seems likely that they are due mainly to the myxoedema- 
tous changes in the myocardrum and to changes in the con- 
ductive mechanism. A typical tracing is shown from Case 12 
before treatment, and the return to normal after six months’ 
treatment (Fig. .7). : 


” The E.C.G. is also perhaps the most sensitive test of 


adequacy of treatment. In. diagnosis, electrocardiography 
is probably of no greater value than the more commonly 
used x-ray examination of the bones. 


Treatment and its Control 
Children, and especially infants, suffering from a 


deficiency of thyroid hormone are. particularly sensitive 
to its administration, and it is important that the initial ` 


\ 
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Fic. 7.=-Case 12. E.C.G. on April 30, 1945, before treatment, 
and on October 3, 1945, after six months’ treatment. 


, dose should be low. The characteristic swelling of sub- 
cutaneous tissue, presenting as a generalized non-pitting 
oedema and localized as supraclavicular and, more 
rarely, axillary pads, is due to an extracellular accumu- 
lation of mucoprotein which exerts sufficient -osmotic 
pressure to withdraw fluid from the plasma fo the extra- 
‘cellular spaces. The first effect of thyroid treatment is 


to'dissipate the mucoprotein, and the associated fluid is . 


excreted. This is seen in the rapid disappearance of the 
supraclavicular pads within a week or so of the start 
of treatment, and in a-loss of weight due to fluid loss. 
If dosage is incautious the loss of both extracellular and 
intracellular fluid may be so great that the infant 
becomes dehydrated to a dangerous degree. Av daily 


dose of $ gr. (8 mg.) of the extract, or 4 gr. (16 mg.) on © 


alternate days, is safe, and-it should be increased by that 
amount at intervals of four to five days. As a result 
-of therapy the infant begins to: feed more willingly, 
the subnormal temperature becomes normal, the colour 
improves, and the facial: expression changes. 

Signs of too high dosage ‘are a sudden rise in tem- 
perature occasionally, an ‘increased ‘frequency of stools, 
and further loss-of weight. If such signs occur thyroid 
should .be stopped for two to three days and then 
restarted at-a slightly lower level. The dose thus reached 
can then be given for several weeks or even months, 
‘so long as its adequacy is checked by improvement in 
the level of the blood -cholesterol and by -evidence of 
satisfactory growth of -bone ; the latter-can.be observed 
within’ a few weeks, although fresh ossification centres 
may not appear for about three months. As a safeguard 
against overdosage, itis a good plan to omit the dose 
on one day in each week; in some cases it can be 
omitted on two days a week. -Irritability in the early 
weeks of treatment is not, iof itself, an indication for 
reduction of dose, but should be countered by giving a’ 


` sedative such as phenobarbitone. > ' ' 


For: at least three months the child should be under 
close supervision, and thereafter his general condition: 


should be reviewed and an estimate made of the ‘need 
for any alteration in dose at iftervals of 3,:6, and, later, 


oe 
į 


12 months, until the stage of puberty has been passed. 
The immediate improvement in physical appearance is 
so dramatic that-both parents and doctor are apt to be 
too, easily satisfied. It is important to realize that; while’ 
the maintenance dose required varies greatly in differ- 
ent patients, the length of time for which it remains 
adequate also varies. The most common mistake lies 
„in a failure to increase the dose periodically, and under- 
dosage-is now of much greater danger to the patient’s 
ultimate well-being than overdosage. Another point of 
importance is that progress is not always “even,” and 
a balance must be struck between the effect produced 
on body-growth and that on the nervous system: a child 
with a satisfactory LQ. may have a bone age below her 
chronological age yet an increase in dose might only 
dead to irritability. > ` 


. The dangers of a too high initial dose and of a failure 
to increase the maintenance’ dose are shown in the 
following case. N ` 3 
_ Case 6—A boy born in January, 1942, witli a birth weight 
of 8 Ib. 5 oz (3.77 kg.), was seen at the age of 3 months, 

-when He had the general appearance of a- cretin. His 
temperature was between 95 and 96° F. (35 and 35.6° C.) 
and the pulse rate 130. He was given thyroid extract, 4 gr. 
(32 mg.) daily, and’ a state of dehydration supervened, 
necessitating the administration of parenteral fluid. The 


_ weight continued to fall for two days after stopping thyroid 


and then began to rise (Fig. 8). Thyroid extract was re- 
started, 4 gr. (16 mg.) daily, then alternated with 4 gr., and 
all seemed well. When i gr.. was given daily the weight 
again fell. Ultimately a satisfactory dose of 4 gr. on five 
days a week was reached. By the age of 18 months he was - 
trying to walk and-his bone age was up to normal, J did 
not see him again until he was 7 years and 10 months, when, 
in October, 1949, ‘he was sent back because of a chronic 
diarrhoea of 12 months’ duration. The dose of thyroid had 
never been altered from that of 4gr. five days a week. He 
now presented the general picture of hypothyroidism, with 
a yellowish colour, cretinoid features, and a somewhat fatu- 

_ ous expression. His height was 434 in- (110 cm.), and his 
bone age that of 3 years. The E.C.G. showed evidence of 
hypothyroidism ; the blood cholesterol was 267 mg. per 
100 mi. Thyroid extract was increased to 1 gr. (65 mg.), 
and later 2 gr. (130 mg.) daily. The, blood cholesterol fell 
to 188 mg. within three weeks ; the E.C:G. showed improve- 
ment within 18 days; the diarrhoea ceased. In six months 
the grew 24 in. (5.7, cm.). 3 


In treating’ older patients the scheme followéd is of - 
course similar, but the initial dose need not be less thah 


4} gr. daily, as after infancy, the danger of initial over-" | 


dosage is very much less. There is an important excep- 
tion, however, in the type of child who would most 
-likely belong to Group IL Where the mental Jevel is 
relatively high, thyroid extract may produce a manic 
type of psychosis unless the initial dose is low and is 
increased very gradually. Means (1948) describes such 
a case. 


A child under treatment may appear to.be so normal 
that doubt is raised whether continued’ therapy is neces- 
sary, and’a failure to recognize that the appearance of - 
normality is in fact due to the therapy too often leads 
to thyroid extract being withheld. If there is any reason- 
able doubt. it is certainly right to withhold thyroid, but 
this should be done only under controlled conditions. 
The general effects of withdrawal may become apparent 
-quickly, but they may appear very insidiously and several 
weeks may elapse before hypothyroidism is again appar- 
ent, by which time the patient may be lost. sight of. 

` The effects of, withdrawal -can and ‘should -be observed 
by regular ‘weekly, or at most fortnightly, examinations 
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Fia. 8.—Influence of thyroid on weight in Case 6. 


\ 
of blood cholesterol or by the electrocardiogram. Here 
the E.C.G. is the most sensitive test. i 

Although continued overdosage is much less common 
than underdosage, it does sometimes occur and is 
Tevealed by a failure to gain weight and by undue 
excitability. The child is aimlessly restless and the 
powers of concentration so impaired that he is unable 
to learn and is apt to be credited with less intelligence 
than he has. Bruch and McCune (1944) lay emphasis 
on this point, and I am sure it is important. 

In cases in which treatment has been started late or 
in which there is an underlying cerebral defect or in 
cases of Group IM, it may be necessary to allow physi- 
cal signs of hypothyroidism to persist rather than change 
a placid defective child into an unmanageable one. That 
is a matter of common sense., It is certainly wrong to 
push thyroid in the hope of raising the mental level.if 
all physical signs have disappeared. _ 

In the early days of treatment especially, as growth 
is then more rapid than normal, adequate vitamins 
should be given, for it is easy to allow rickets to develop. 


Ms Results and Prognosis ` 


There is no difficulty in foretelling the ienmmsdiate 
effects of thyroid therapy, but it is wellnigh impossible 
to make an ultimate prognosis with certainty, though it 
is right and justifiable to give a hopeful one. 

Skeletal growth is stimulated. ‘In older, previously 
untreated, hypothyroidic children during the first year 
of treatment the rate of growth may be 600% of that of 
the! year preceding treatment, and 200% over the normal 
for the age, while in the second year the curve falls to 
25% of the previous annual increment and in the third 
. year the child will grow at approximately normal rate 
© (Shelton, 1942). According to Shelton, the ability to 
grow and to differentiate:much more rapidly than normal, 
as a result of treatment, seems to increase with the years 
up to somewhere between 10 and 15 and then gradually 
decreases, This remarkable fact was reported by John 
Thomson (1896) at the Annual Meeting of the British 
Medical Association in 1896, when there took place what 
was probably ‘the first discussion on the influence of 
thyroid in the treatment of cretins. ` f 

The increased rate of growth ‘is seen in cases in 
Groups I and I; these children became'`normal in 


height, whether or not treatment was started late and 
whether or not the intelligence reached a normal level. 
On the other hand, cases in Group II did not show a 
rapid initial growth but progressed at a slow steady rate 
and remained well below the average, except in Case I, 
who was also the only one in this group whose intelli- 
gence was above 70%. 

Teeth erupt fairly rapidly after treatment is begun, but 
the primary dentition may not be complete until the age 


' of 24-3 years.’ Permanent teeth tend to appear early. 


Dental caries develops early : it 1s severe, and affects 
permanent as well as temporary teeth. It is most severe 
when treatment has been most delayed. 

Menstruation, though somewhat late in onset, is usually 
quite normal. This is probably quite independent of 
treatment, for even untreated cretins may become sexu- 
ally mature and capable of reproduction. 

The real difficulty arises in attempting to foresee what 
will be the mental development in any particular:case. . 
Gesell et al. (1936) think that there may be two types of 
cretin, one in which both mental and physical retarda- 
tion are due to hypothyroidism, and one in which the 
essential condition is primary amentia with superadded 
hypothyroidism. They consider that “immediacy of 
response ” [to thyroid] “is an important prognostic indi- 
cator,” and state that the entire gain in development ` 
quotient is accomplished in the first two years of treat- 
ment—years accordingly of critical importance. Good- 
kind and Higgins (1941) studied 23 patients who had 
been under treatment for 54 to 24 years. Usually the 
dwarfed patients had a lower I'Q. than those of normal 
growth, and the age of diagnosis and the beginning of 
treatment were usually earlier in the ultimately mentally 
retarded cases than in those of normal intelligence. They 
considered that, as the ultimate mental capacity of the 
hypothyroid child under adequate treatment was not 
strictly related. to physical growth, to delay in beginning 
treatment, or to the dose of thyroid necessary for normal 
metabolism, the cerebral deficiency could probably be 
regarded as congenital and from the same cause.as the 
thyroid damage. Bruch and McCune (1944) review the 
literature, and from their own study of 23 cases conclude 
that mental capacity shows “ noteworthy independence 
of the amount of treatment.” They consider that “ the 
functional development before treatment supplies an 
index of the capacity for future mental development.” 
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` Aubrey Lewis (1937) surveys 79 patients who had been 


` treated with varying degrees of adequacy. He concluded 


“~e 


that, although there is a rough correspondence between 
results and promptness and continuity of treatment, these 
alone are not decisive factors ; tlie stage of development 


before the onset of symptoms, the inherited intellectual ` 


capacity, and the general environment are also important. 


Radwin and his colleagues (1949) think that the out-- 


look in congenital hypothyroidism is not so bleak as has 
hitherto been pictured: They studied 12 cases and com- 


; pared’ early with later psychometric tests, finding that 
in the majority the LQ. had risen. Nine of their patients: 


became normally functioning self-supporting people, and 
three were mentally retarded. Thompson (1941) con- 


siders that absence of thyroid' function for only a few ‘ 


months’results in some permanent damage to the rapidly, 
growing brain of the'infant and that in most cases some 


irreparable damage has béen done before the as a 


is made. t 

My findings are in agreement on some of these pointe 
but not on all. The possible mental development of 
any child depends primarily on its inherited intellectual 


, capacity, and that, broadly speaking, depends on the 


intellectual level of its parents. This is doubly impor- , 
tant in the case óf the cretin, for, excepting the few 
cases in which there is,an underlying cerebral defect, 
the more intelligent the patents the greater the potential 
of the child, the more likely is it that the child’s abnor- 
mality will be recognized early, and the more likely is it 
that the need for regular and continuous treatment will 
be appreciated. Intelligent parents are more able to 


’ handle the child with patience and encouragement dur- 


ing the early years of its slowly developing faculties. 


McDonald, Brown, ‘and Bronstein (1940) stress. the’ 


. importance of the parental attitude in its contribution 


to the child’s ultimate intellectual and social development. 

The immediate improvement in appearance in response 
to treatment, the increase in emotional response, and 
the change of a sad-looking immobile child into a smiling 
active one may raise’ hopes unduly. , Then follows des- 





Case Sex 
1 F 
2 F, 
3 F , 
4 M 
nis M 
6 M 
7 F 
8 M 
9 F 
10 F 8 yrs 10 mths 
il M 8} years 
12 F 
13 F 
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pondency, for further development seems to proceed 


` more slowly. There is slowness.in learning to walk: . 
children who come under treatment reasonably early 


may walk between 14 and 2 years, and, in some, delay 
is due in part at least to muscular hypotonia: ' Schreiber 
and his colleagues (1940) made‘an intensive study of 
They found 
that the children were able’to express most elemental 


sounds and that there was some relation between age 


and intelligence and the various errors, of speech. They 
state that “‘some cretins developed language facilities 
within the short space of six weeks” and suggest that 
with -thyroid medication there was ‘a: “sudden release 
of the speech mechanism.” 
release of the walking mechanism in one case, but have 
not seen anything similar in relation to speech. It is 
difficult to know, from parents’ statements, at what age 
a child begins to talk, but it can be observed that the ' 
hoarse voice soon becomes soft; progress from sounds 


~ to syllables, and from syllables to words and sentences, 


is at a slower rate than with normal children, The great 
majority ultimately learn to talk quite distinctly, but in 
some a slowness in’speech persists and the words tend 
“to be slurred. In‘a few there is a definite speech defect. 


The possibility of a defect in hearing should be kept in . 


. mind,-but the incidence of deafness is low except in 
endemic cretinism. - 

This slowness in learning new things remains, and is 
noted in school reports along with the almost constant 
remark that “arithmetic is poor.” A child-who is slow 
is not necessarily stupid, and a wrong estimate may 
easily be made. This fact-indicates the. need for more 
individual teaching of these children. any of them 
are reported to have good memory, and to have good 
powers of concentration and of perseverance. 


Much helpful information can be obtajned by regular 


use of intelligence tests, and I am greatly indebted to - 


Dr. Joan Greener, who has kindly examined my patients 
and has assessed their I.Q.s, using the Stanford revision 
of the Binet-Simon tests (see Tables I, m, and IV). 
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Height 
Low average 
father are 
Deaf; goitre from age 15-16 years Earns | Below ,, 
£2 10s: weekly foal 
tten ecial sc ” ” 
= ad Dwarfed 
Spasticity of lower limbs 
migrated of lower Limbs; has fits 
eee i : Dwarfed\* 
Developed goitre in early "teens » 








Conclusions 

Cases of hypothyroidism as we see them in the Mid- 
lands can be placed in three groups. In attempting to 
give a:prognosis this classification is helpful, for prog- 
nosis depends primarily on the particular type of 
~In those cases which bear some resemblance to 
endemic cretinism (Group IM) there is a constitu- 
tional degenerative state (Zondek) associated with hypo- 
thyroidism. They can be recognized by the history of 
slow mental and physical development before definite 
signs of thyroid deficiency supervene ; goitre may be 
present early or may develop during adolescence. In 
these, prognosis is not good ; they are likely to remain 
undersized and the intelligence is likely -to keep at a 
low level; epilepsy may supervene and the limbs may 
be so spastic that walking is impossible. This is a group 
that is probably dying out. 

In contrast, iñ those cases in which there is a period 
of normal development and signs of hypothyroidism 
appear after some acute infective illness (Group ID), 
the outlook is good and normal physical and menfal 
development may be expected. The later the onset of 
symptoms the better the outlook, and the length of the 
interval between the onset of symptoms and the start of 
treatment seems to be of less importance than in the 
cases of Group I. 


In congenital hypothyroidism (Group JD, which is 
easily the largest group, signs appear in infancy. Here 
prognosis seems to be intimately related to early diag- 
nosis and to early and adequate treatment. I do not 
agree that the earlier the appéarance of symptoms the 
worse the’ prognosis, but the earlier their appearance 
the more important it is that diagnosis should be made 
early. In this group growth will be normal. In a small 
proportion of cases there may be an underlying. cerebral 
defect which is revealed by thyroid medication, but the 
epigrammatic statement “that you treat the cretin and 
unmask the idiot” is far from being universally true. 
Treatment requires detailed supervision over many years. 
With early diagnosis and careful treatment, most of these 
children can be brought to a level which makes it pos- 
sible. for them to be admitted to an elementary school 
—a point of great practical importance. Some find 
their way into the “ average ” stream, and now and then 
into the upper regions of average. Some would be 
helped greatly by individual teaching in the early school 
years. Even when scholastic attainment is not high, 
they become pleasant members of the family and self- 
supporting members of the community. 


I am indebted to Professor K. D. Wilkinson and Dr. Clifford 
Parsons for the electrocardiogram, and to the hospital photo- 


grapher, Mr. A. G. Williamson, and his assistant, Miss B. Field, < 


for the photographs 


Except in first two, LQ. is a personal estimate * Seen once only. 
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Western Europe, which has been dependent on Marshall 
Plan aid for life-saving drugs, is beginning to produce its 
own penicillin, streptomycin, and other antibiotics, accord- 
ing to a report from the Economic Co-operation Administra- 
tion. Production is, however, still far from bemg self- 
sufficient. E.C.A. has so far financed about $50,000,000 
worth of drugs, mostly penicillin and streptomycin, for 
countries faced with high mortality rates from tuberculosis 
and other diseases following the war. American equipment 
for the construction of plants in France (at Vitry-sur-Seine 
and La Plaine St. Denis) has.been provided by the organiza- 
tion, and France is manufacturing other antibiotics and has 
enough penicillin for export. Italy now bas a penicillin plant 
which is supplying 40% of the country’s needs. New equip- ` 
ment is being installed which is designed to increase the out- 
put to 60% of the required amount by the end of the year. 
Additional production capacity that has been planned will 
put Italy well on the way to being self-sufficient in all forms 
‘of penicillin and the same will apply to streptomycin when 
the Laboratoria Plama in Rome reaches full production level 
in September. Other countries, such as Belgium, Luxem- 
bourg, and Denmark, are also making considerable progress 
in the production ‘of drugs, but Greece is still dependent 
upon imports of penicillin and streptomycin, although she- 
produces some sulpha drugs. 
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At the present time partial gastrectomy seems to be the 
standard procedure when peptic ulcer presents a surgical 
problem. All authorities are agreed on the satisfactory 
nature of results, but the unpleasant symptoms, termed 
the “post-gastrectomy syndrome,” which sometimes 
occur after operation continue to attract considerable 
attention. Indeed, the symptoms may be so severe and 
disabling as to make the patient a “ gastric cripple” 
(Custer, Buft, and Waugh, 1946). 

Perusal of the existing literature reveals the following 
hypotheses which have been offered to explain the 


causation of the syndrome: (1) Rapid emptying of a- 


small gastric remnant, with jejunal filling and distension, 
due to absence of a sphincteric mechanism between the 
stomach and small bowel (Hurst 1913; Mix, 1922; 
Reingold, Schwartz, and Necheles, 1942; Custer, Butt, 
and Waugh, 1946 ; Adlersberg and Hammerschlag, 1947, 
1949; Irvine, 1948). (2) Deldyed emptying of the 
stomach remnant (Snell, 1937). (3) Reflux of food into 
the afferent loop of the anastomosis and into the 
duodenum (Finsterer and Cunha, 1931; Ogilvie, 1935; 
Lake, 1937 ; Maingot, 1940 ; Marshall, 1944 ; Ingelfinger, 
1944 ; Wangensteen, 1945 ; Monro, 1945 ; Mimpriss and 
Birt, 1948). (4) Coincident hyperglycaemia due to rapid 
absorption of carbohydrate (Glaessner, 1940). (5) 
Reactive hypoglycaemia subsequent to the initial hyper- 
glycaemia (Lawrence, 1936 ; Evensen, 1942 ; Gilbert and 
Dunlop, 1947 ; Barnes, 1947 ; Adlersberg and Hammer- 
schlag, 1947, 1949; Zollinger and Hoerr, 1947). (6) 
Coincident gastrojejunitis (Porges, 1947). (7) Absorp- 
tion of fluid into the jejunum as a result of too rapid 
entry of hypertonic solutions (Machella, 1949). 

Much confusion has been caused by failure to estab- 
lish exact time relationships between the occurrence of 


„the symptoms and the various features observed as 


possible causes. In the attempt to elicit the aetiological 
factors of the post-gastrectomy syndrome, the most 
valuable concept is that offered by Adlersberg and 
Hammerschlag (1947), and confirmed by Zollinger and 
Hoerr (1947) and Avery Jones (1948, personal com- 
munication). These authorities believe that there are 
two distinct syndromes—an early type coming on at the 
end of a meal, or within a few minutes of its completion, 
and a late variety, occurring during the second or third 
hour after a meal. 

This paper presents the results of a study of the post- 
gastrectomy syndrome over the past three and a half 
years. From 660 cases of patients who had survived 


partial gastrectomy performed for benign peptic ulcer, 


and who had been carefully sifted, 79 cases showing the 
early post-gastrectomy-syndrome were collected. It is not 
without significance that although 102 of the 660 cases 
reviewed were of the Billroth I type gastrectomy, all 
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these 79 cases were of the Polya type. Up to the present 
time we have not seen a case of the early syndrome 
following the Billroth I operation. For the purposes of 
control, every fifth case without symptoms was also 
studied, thus affording 174 cases in all—79 with the 
syndrome and 95 controls. We have come to use the 
term “early syndrome” only with reference to those 
symptoms which occur during the first half-hour after a 
meal. The various symptoms so occurring and their 
relative frequency are shown in Table I. 


Tass I.—Analysis of Symptoms in 79 Cases 
Bpigastric fullness and distress à 
Pallor $ a è 
Sensation of warmth 
Nausea se . 

Palpitations .. : 
omiting of bite-stained fluid 

Eructations .. on . 

Borborygmi . x 

Vomiting of food 

Sensation of cold 


wur ods RNAS 


The precise aim of the present study has been to re- 
produce these symptoms by experimental methods in 
order to identify the cause.’ 


A. Experimental Distension of the Jejunum with a 
Balloon 


In this particular test the patient swallowed a Miller- 
Abbott tube and bag until about 18 in. (45 cm.) of it was 
in the gastric remnant as confirmed by x-ray examina- 
tion. To get the balloon through the stoma into the 
jejunum was a most difficult task, and the simplest tech- 
nique was found to be the best. The patient swallowed 
the tube on the day before the tests were performed. 
During the rest of the day he or she was encouraged to 
take all meals, to drink freely, and to walk around as 
much as possible. On the following morning the patient 
was screened to locate the balloon. A mouthful of 
barium emulsion was given to be swallowed, and this 
showed if the tube had passed through the stoma. When 
the attempt to pass the stoma was successful the balloon 
was usually situated about 12 in. (30 cm.) beyond the 
anastomosis in the efferent loop of jejunum. 

In the 61 patients with the early syndrome who were 
subjected to this test the balloon passed into the jejunum 
26 times, while in the control group success was obtained 
in 23 out of 53 attempts. 

The effects of jejunal distension were tried in the morn- 
ing before any food had been consumed. Initially, all 
the air in the balloon was aspirated, and then 80 ml., 
100 ml., and 120 ml. of water was injected in turn, 
aspirating fully after each occasion and waiting half an 
hour or só between each injection to allow the effects of 
the previous distension to subside. ‘ The experiments 
were carried out first with the patient supine, then in 
the erect position. The results of these distension tests 
are shown in Table II, the figure in each case.representing 
the number of patients in whom distension produced 


symptoms. ‘ 


Taste U.—Effects of Jejunal Distension 





Amount of Water in Balloon 







Supine position: 


Cases with syndrome am 26 
Cases without syndrome’ 23 
Erect povtion: 
Cases with syndrome 26 26 
Cases without syndrome 23 23 
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The symptoms produced by this distension of the 
jejunum consisted of a vague sensation of fullness, on 


, three occasions described as pain, and in every case the 


sensation was referred to the umbilical area. Three of 
the cases with the syndrome and two of the controls 
vomited bıle during the performance of the tests in the 
supine position. In two cases only—one exhibiting the 
early syndrome and one of the controls—did the disten- 
sion produce vasomotor effects—that is, tachycardia, 
pallor, perspiration—together with a sensation of nausea 
as well as fullness. The table indicates that posture does 
not affect the tests, the results of distension being almost 
the same in both the erect and the supine position. In 
addition, it seems that there 1s no difference in the sen- 
sitivity of the jejunum to distension, as both groups of 
patients appear to respond to an equal degree. 

The effect of sympathetic splanchnic block was tried in 
some of these cases—in 20 with the syndrome and in 16 
of the controls, With Kappis’s technique 20 ml. of 
1:2,000 solution of amethocaine was injected on each 
side of the first lumbar vertebra. The sensation pro- 
duced by the balloon distension was abolished in 17 
(85%) of the cases with the syndrome and in 11 (69%) 
of the cases of the control group. 


Devine, of Australia (quoted by Aldersberg and - 


Hammerschlag, 1947), stated that jejunal distension with 
a balloon in these cases produces no symptoms, while 
Machella (1949) believes that distension can produce 
them. The effect of balloon distension of the small 
bowel in normal individuals, however, has been observed 
repeatedly (Hurst, 1913 ; Barclay, 1936 ; Samson Wright, 
1945). All these authors were especially concerned with 
the location of the sensations produced rather than their 
nature. In each case the raised tension within the 
jejunum caused by the distended balloon produced a 
sensation of fullness which was referred to the umbilicus. 

As a result of these investigations, the following con- 
clusions may be drawn: (1) jejunal distension produces 
a sensation of fullness referred to the umbilicus; (2) 
jejunal distension does not usually produce any other 
symptoms ; (3) posture has no effect on the results of 
jejunal distension ; (4) there is no difference in the sen- 
sitivity of the jejunum between cases with the early 
postcibal syndrome and those without it; and (5) 
sympathetic block (splanchnic) relieves the symptoms 
produced by jejunal distension. 


B. Radiological Study 


The aim of this study was to compare cases with and 
without symptoms in both the supine and the erect 
positions, In addition, since the early syndrome did not 
occur in 102 of the Billroth I cases reviewed, a series of 
these was studied also. The groups of cases were made 
up as follows: 72 Billroth I cases, 95 Polya cases without 
syndrome, and 61 Polya cases with syndrome. The 
number of cases with the syndrome was originally 79, 
but 18 of these did not attend for further observation. 

In order to compare the findings in the supine and 
erect positions, screening was carried out in both, the 
stoma being occluded when the patient changed his 
position. In some cases the stomach was empty before 
the position could be changed. In the Billroth I seres 
the position of the stoma was sometimes so high that 
occlusion was impossible. It was found that comparison 
of the state in the erect and supine positions was best 
achieved by a separate skiagram in each position show- 
ing all the vertebrae, the picture in each case being taken 


, in the same phase of respiration. 


The findings of this radiological study were as follows: 


Billroth I Series (72)—Emptying of the stomach was 
complete within one hour in 65 of these cases (90%). In 
the remainder the stomach was empty in one and a half 
hours. Emptying was just as rapid in the supine position 
as in the erect. On occluding the stoma 17 (24%) of the 
series of 72 experienced a feeling of distension, but none 
had any vasomotor symptoms. The average width of the 
stoma appeared to be between 1.5 and 2 cm. In the change 
from the supine to the erect position the stoma descended, 
on the average, about 2 cm. 


Polya Series without Symptoms (95)—-The stomach was 
empty within 40 minutes in 91 cases (96%), whilst in the 
remainder a variable time between one and a half and 
two hours expired before emptying was complete. . Afferent- 
loop reflux was seen in 21 cases (22%) in the erect position 
and in 25 cases in the supine position. The size of the 
sfoma varied, of course, depending on the type of opera- 
tion, and it ranged from 2 cm. to 8 cm. Occlusion of the 
stoma was difficult in these cases, but accumulation of 
barium in the stomach caused a feeling of distension in 
approximately ‘one-third of the patients. Change from the 


‘supine to the erect position was associated with descent of 


the stoma, the average descent being about 2 cm. Although 
sometimes there was no descent apparent, on other occasions _ 
it was nearly 5 cm. : 


Polya Series with the Early Syndrome (61)——The empty- 
ing time in this series was 40 minutes for 57 (93%) of the 
cases. Afferent-loop filling was seen in 9 cases (15%). Again, 
as in group B, the size of the stoma showed variations 
according to the type of operation, but cases were equally 
scattered through the range. In this series 48 (79%) of 
the cases had symptoms during the examination. In all of 
them the symptoms occurred in the erect position, and in 
17 (28%) it was observed that symptoms occurred while 
the barium emulsion was still in the stomach. The patients 
complained of fullness in the epigastrium, their pulse rate 
increased, they perspired, and two of them fainted During 
screening, of course, pallor could not be seen, though it was 
obviously present when seen afterwards. In, changing from 
the supine to the erect position the stoma was observed to 
descend on an average about 7 cm., the maximum being 
nearly 11 cm. 


It was very difficult to evaluate this finding of descent, 
the degree of which appears to be greater in cases with 
the early syndrome than in cases without symptoms. In 
normal people there is considerable descent of the. 
stomach in the change from the supine to the erect 
position. Thus, Moody and Van Nuys (quoted by 
Grant, 1946) have shown that the normal pylorus moves 
about 6-8 cm. with this change of position, whilst the 
lowest margin of the greater curvature moves a distance 
equivalent to the width of two vertebrae. The higher 
one ascends in the stomach the less is the range of move- f 
ment. Moody and Van Nuys state that the most fixed 
position is the gastro-oesophageal junction. If this is 
so, the descent recorded may be interpreted as stretch- 
ing of the gastric remnant. We were, very careful to 
ensure that pictures were taken at exactly the same phase 
of respiration, so that the position of the diaphragm was 
constant. In this‘ way descent relative to the 
diaphragm was measured, Figs. 1 and 2 show the 
descent in two cases with rapidly emptying stomachs 
Although rotation of the gastric remnant around an axis 
through the gastro-oesophageal junction (the stoma 
moving downwards and to the, left) would also account 
for apparent descent, this feature was not apparent in 
the radiographs. In.any case, this rotation would be 
common to all cases except the Billroth I patients. 

An observation common to about 70% of all the cases 
was as follows: The initial mouthful of barum, when 
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Fic. 1-—iuustrauion of descent of the stomach with change from 
thé supine to the erect position (descent =6 cm.) 





swallowed, passed straight through the stomach into the 
jejunum As more barium was swallowed egress from 
the stomach was definitely much slower, as though a 
primitive stretch reflex came into action, emptying being 
controlled by rhythmical contractions of the - jejunal 
muscylature. 

Comment.—The findings of this radiological study 
may be summarized as follows: (1) Relatively inert sub- 
stances—for example, barium emulsion—are capable of 
producing the post-gastrectomy syndrome. (2) Symp- 
toms may occur before jejunal filling has begun. (3) 
There is no significant difference in the incidence of rapid 
emptying, delayed emptymg, and afferent-loop filling 





Fig. 2.—Ilustration of descent of the stumach with change trom ta) the supine 
to (B) the erect position (descent =11 cm.). 


EARLY POST-GASTRECTOMY SYNDROME ` 





Barwa 


MEDICAL JOURNAL 1179 





between cases with and those without the early post- 
gastrectomy syndrome. (4) There is a greater descent of 
the gastric stoma in changing from the supine to the 
erect positian in cases with the syndrome than in those 


-without (Table IM). The interpretation of this observa- 


tion, assuming the gastro-oesophageal junction to be 
fixed, is that it represents stretching of the gastric remnant 
by the weight of its contents. a 


Taste IH.—Comparison of Degrees of Radiological Descent of 
Stomach in Cases With and Without Symptoms 





C. Studies of Glncose-tolerance Curves 


Glucose-tolerance tests using capillary blood were per- 
formed on ‘all cases as a routine. The findings are 


summarized in Table IV; this shows no significant 
difference in the variations of the blood-sugar level in 
patients with the early syndrome and those without it. 






Average maximum blood sugar 
» Minimum ,, ” 


oe fall... 
s rate of fall 





D. Effect of a Mercury-loaded Bag in the 
r Gastric Remnant 


The findings which suggested this experiment were as 
follows: (1) The clinical fact that it was the heaviest 
meal of the day that produced the syndrome most fre- 
quently ; (2) change of posture—that is, from the erect to 
the supine position—afforded marked relief ; (3) the fact 
that relatively mert substances—-for example, barium— 
produced symptoms identical with the postcibal syn- 
drome; (4) the radiological finding that 
cases with the syndrome showed a greater 
descent of the stoma than did asymptom- 
atic cases. f 

In this test on cases of the early syn- 
drome the patient was asked to swallow 
a Miller~Abbott tube, after which he was 
examined radiologically to verify the 
position of the tube and the bag. With 
the patient lying in the supine position, 
a measured amount of mercury was intro- 
duced into the bag via the tube. The 
weight of mercury corresponded to the 
weight of the meal which normally pro- 
duced symptoms. A weight of 12 oz. 
(340 g.) corresponded to 25 ml. of mer- 
cury. When this was done the patient 
assumed the erect position and the effects 
were then recorded. 

(a) In 49 patients (80%) there were no 
symptoms in the supine position. The re- 
maining 12 patients noted some heaviness in 
the epigastrium only. 


i 


‘ 
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(b) On assuming the erect position, 57 patients 93%) com- 
plained of heaviness and fullness in the epigastrium—high 
in the costal angle’ This was associated with nausea, and 
six patients began retching. All showed increased pulse 
rate, pallor, and sweating, whilst 24 complained of palpita- 
tions and a feeling of suffocation. Two patients fainted in 
assuming the erect position, and no further tests were carried 
out on them. On returning to the supine position these 
symptoms disappeared in five to ten minutes.” 

(c) Patients with retrocolic anastomoses required more 
mercury to produce symptoms compared with those with 
antecolic anastomoses (Table V). 


Taste V.—Comparison of Mercury-bag Test in Short Loop and 
Long Loop Anastomoses 












Retrocolic— 
Short Loop 


Antecohic— 
Long Loop 


Weight of mercury to produce symp- 
toms (mean) 


6-7 oz. 
170-200 
Amount of bile-stalned fluid aspirated : 9-20 a 


in supine position (mean) (255-568 mil.) 
Weight of additional mercury to pro- 3-6 ox. 
duce symptoms (mean) (142-170 g.) 





The experiments were then repeated on 59 patients— 
that is, excluding the two patients who reacted so 
markedly to the previous test. On this second occasion, 
however, the patients were instructed to lie supine half 
an hour before the test was begun. During this time 
the Miller~Abbott tube was still in position and aspira- 
tion was carried out. Bile-stained fluid was readily 
aspirated in amounts varying from 6 to 23 oz. (170 to 
650'ml.). The same weight of mercury as in the previous 
test was then reintroduced into the bag, the patient 
still being supine. On adopting the erect position 10 
patients had symptoms exactly as before. It was noted 
that these patients were those in whom small amounts of 
bile were aspirated. In four cases the patients com- 
plained of heaviness in the epigastrium, but there were 

“no other symptoms—no vasomotor features. In the 
remaining 45 cases (76%), however, there were no 
symptoms until a further amount of mercury was added 
to the bag. This weight of extra mercury varied from 
2 to 7 oz. (57 to 200 g.). To complete the test about 
2 oz. (57 ml.) of barium emulsion was given to verify 
radiologically that the bag had not passed through the 
stoma during the course of the test. 

Finally, the response to splanchnic block was observed: 
Of 53 patients on whom this was tried, 41 (77.3%) were 
free from symptoms when the loaded bag was in 
position. In seven patients, although there was a fall in 
blood pressure, indicating adequate nerve block, symp- 
toms still occurred, but of reduced severity. i 

Throughout these tests two points were constantly 
checked. First, care was taken that the weight of the 
mercury was not taken ùp by the tube, so preventing 
full traction on the stomach. In each case about 
18-24 in. (45-60 cm.) of the tube was allowed to coil up 
in the gastric remnant, and when the mercury was intro- 
duced the tube was held vertically so that all the mercury 
entered the bag or the immediately adjoining part of the 
tube in the stomach. Secondly, when the mercury was 
aspirated the same volume of saline was introduced into 
the bag. In no case did this cause symptoms. This 
was done to ensure that it was not the distension of the 
bag in the gastric remnant that caused symptoms during 
the tests. 

It must be stressed that this test is very difficult to 
perform at times. The loaded bag often slips through 
the stoma and no symptoms are produced. Sometimes 
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the bag slips through the stoma after producing symp- 
toms, and in these instances the symptoms disappear 
at once. l 

The average weight of mercury required to produce 
symptoms in this series was 8 oz (227 g.) In the 95 
controls this amount of mercury failed to produce effects 
in any of the cases, but 14 oz. (400 g.) produced identical 
symptoms in approximately 74%. In a series of six 
people who had never had a gastrectomy, 10% got symp; 
toms similar to the early syndrome when 14 oz. was put 
into the bag. : ` 

Comment.—This seems to be’the most significant test 
of the series. It indicates that a major factor in the 
production of the early syndrome is the weight of food 
in the stomach. It also indicates that the weight of the 
contents of the afferent loop and the weight of a meal 
in the stomach are complementary. If the afferent loop 
is relatively empty a greater bulk of meal can be taken 
before symptoms occur. If, on the other hand, the loop 
is heavy with temporarily retained contents a small meal 
increases the whole weight to the critical level required 
to produce symptoms. . 


E. The Therapeutic Value of Splanchnic 
Block 


Splanchnic block by the posterior route (Kappis) was 
used many times during the .whole series of investiga- 
tions. Initially, successful block was obtained in less 
than half the cases to which it was administered. 
Recently, however, success has been obtained in about 
three-quarters of all attempts made. The effect of 
splanchnic block has been observed now on all 61 cases 
—some after one injection (that is, apart from splanchnic 
block in the experiments) others after two or even three 
injections. The success of the block was judged by the 
associated fall in the blood pressure. 

‘In four cases the patients have had no further trouble 
—the longest period being seven months. In_46 cases 
the patients were relieved for periods ranging from two 
to mne days. During this time they were able to eat 
bulky meals, which they had not been able to do since 
thè operation. - In the remaining 11 patients the block 
failed to abolish the syndrome. This particular finding 
will be discussed in a later paper dealing with the nerve 
pathways involved. All that is necessary at the moment 
is to say that splanchnic block relieves only those cases 
in which all the afferent fibres involved pass through 
the splanchnic plexus. It is well known that in a pro- 
portion of cases some fibres go direct to'the splanchnic 
nerves and lower thoracic ganglia. These cases will 
therefore not be affected by splanchnic block. 

Distilled water was used for the second injection in 
eight casés, but without effect. 

It would appear that the early post-gastrectomy 
syndrome is transmitted via the sympathetic system. In 
a personal communication ın 1949 Hastings-James 
stated that sympathectomy would relieve symptoms ; and 
at the last Gastro-enterological Conference in the U.S.A. 
it was stated that “ etamon ” was also effective in re- 
lieving the symptoms. 


Conclusions and. Discussion . 
In view of the above we are able to draw the follow- 


- ing conclusions: 


1. The symptoms constituting the syndrome are not 
all due to the same cause. The sensation of central 
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abdominal fuliness is due to the distension of the 
jejunum. The rate of emptying of the gastric remnant 
and thus of jejunal filling—that is, the x-ray observation 
that led to the use of thé term “ dumping ’"—is a factor 
in the production of the sensation of fullness, but is 
unrelated to the rest of the syndrome. Indeed, fullness 
is not the most distressing part of the syndrome. It is 
the vasomotor upset—that is, the feeling of warmth, 
sweating, tachycardia, palpitations—which really dis- 
tresses the patients, and these symptoms were not repro- 
duced by jejunal distension. . i 

2..The vasomotor component can be completely 
reproduced by inert substances—that iş, both barium 
and’ a mercury bag in the gastric remnant. ` 


3. There is no difference in the blood-sugar curve of 


those with and without the early syndrome. 


4. The afferent-loop reflux per se is not a cause of the 
syroptoms, because, as has been shown, the incidence. of 
this finding is equal in cases with and without the 
syndrome. 

5. The syndrome can be reproduced fully by a 
mercury-loaded bag in the gastric remnant, where the 
weight of the mercury is roughly equal to the weight of 
a meal known to produce symptoms. This test also 
suggested that the weight of the gastric contents plus the 
weight of the contents of the afferent loop are com- 
plementary factors in production of the syndrome. 

6. If the patient lies down the vasomotor symptoms 
produced by the mercury bag are abolished. (On the 
other hand, posture had no effect on the sensation of full- 
ness produced by balloon distension of the jejunum. 

7. Splanchnic, block suggests that the syndrome is 
mediated by the sympathetic rather than the vagus 
nerves. _ - È 

As a result of these studies ıt appears that several 
different mechanisms are involved in production of the 
syndrome—namely, jejunal distension producing a sen- 
sation of fullness, and drag produced by the combined 
weight of the gastric and afferent-loop contents in the 

_ erect posture leading to vasomotor effects. Experi- 
mentally it has been shown that abolition of the effect of 
gravity abolishes the latter but not the former. This 
corresponds with the clinical observation that lying down 
during an attack causes the vasomotor symptoms to dis- 
appear within five minutes, whereas the sensation of 
fullness may persist for an indefinite period. 


In a subsequent paper we hope to present a clinical 
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study of the problem and attempt to correlate it with- 


these experiments> 
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THYROID ACTIVITY IN MENTAL 
PATIENTS 
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. The radioactive tracer method of estimating thyroid 


function used in these investigations has been reported 
elsewhere (Haigh and Reiss, 1950; Reiss ef al., 1951). 
Only small doses of radio-iodine are employed, and the 


method does not depend upon absolute measurements / 
- in the thyroid region. The index of thyroid function 
is calculated from measures of the uptake by the » 


thyroid and of the urinary excretion of radio-1odine. 
With the particular units chosen, normal values of this 
function, 1,, have been found to lie in the range—males 
1.8 to 8, females 3 to 12. The error in the measure- 
ments is about +20%, and there is evidence that, the 
spread of the chosen normal limits'is probably too 
great. It bas been found useful to divide each 
normal range into an upper and lower normal range 
about the mean normal value. 

The investigation can be repeated after two to four 
weeks without danger to the patient and without error 
due to the earlier injection. “The radiation from the 
small dose (25 yc.) of radio-iodine appears unlikely to 
influence thyroid function, which may be a source of 
error in methods employing large doses such as that 
published by Bowman et al. (1950) in his survey of 49 
psychiatric cases. 

Our series consists of 541 cases in an acute 
psychiatric admission hospital and out-patient clinic, 
embracing most of the usual psychiatric disorders. 
The series includes many cases of mental illnesses of, 
recent origin and short duration, and is a fair cross- 

~section of psychoneurotic and psychotic illness. 

The Tables show the distribution of the psychiatric 
categories according to the degree of thyroid activity. 
Abnormal thyroid values do not seem to be consis- 
tently characteristic of any single psychiatric disorder, 


` 
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TABLE L—Male Patients 
Other 
S Objective Mania Recent Chronic Psychiatric 
as pe Chameterization, Anxiety Schizophrenia Schizophiema Disturbances 
‘ No No. No. 
* 0-1-8 Underfunction 28 (44%, 1 {208 8 G 6 17% 
1:8-36 Lower normal range * 25 (3) 3 (60% 5 9 {265 
3-6-8-0 Upper normal sange: 8 {i A ; ae 9 (26' 
80-100 | Overfunction wt: 36 1 (20%) 6 ni 
Total (299) .. ta 64 5 24 35 
7 t 
Taste IH—Female Patients 
f Other 
Objective * Chronic 
Ranges Characterization Anxiety Depression Mania Shaa nia Schizophrenia Di y chatne 
i of Range isturbances 
No. No, No No. 
0-3 Underfunction š 6 (15%) 28 (239 i (20% 2 (109 2 
3-6 Lower normal range. 3 36 29 (248? | Sods A Fe 12 2968 
6-12 Hoper normal rangs. 15 49 ie 2 (40' 6 (3 EN is 446) 
12-100 Overfunction Š 16 I 13 (11 1¢ 10 faofa 6 U5% 
Total (242) 39 119 3 , Al 


but analysis shows that: (1) In male anxiety there was 
underfunction in 44% and functions in the lower part 
of the normal range in 39% of the cases. Thus in 
83% of male anxiety there was a tendency towards 
reduced thyroid function. (2) In female anxiety, by 
contrast, 41% are above normal and 38% are in the 
upper normal range: a tendency to hyperfunction in ` 
79%. (3) In acute‘female schizophrenia the distribu- 
tion was similar to female anxiety, with 50% hyper- 
thyrotic, but hyperfunction was not observed in any 
case of chronic female schizophrenia. (4) There was 
‘no tendency to hyperfunction ın acute male schizo- 
phrenia. (5) In other categories the level of thyroid 
function did not seem to be significantly related to the 
psychiatric disorder alone. `’ 


Discussion ` 


The method employed seems capable of detecting 
slight degrees of thyroid hyper- or hypo-activity with a 
precision hitherto unobtainable, and therefore of ana- 
lysing the so-called borderline cases. Thyroid abnor- 
mality may be an important factor in the production of 
mental illness (Asher, 1949 ; Simpson, 1949), but prob- 
ably because of variable aetiological factors there is 
no psychiatric reaction characteristic of hyper- or hypo- 
thyroidism alone. This is in agreement with the experi- 
ence of Means (1948) in general medicine. Hypo- and 
hyper-thyroidism diagnosed on clinical’ evidence are 
uncommon in average psychiatric case material. : 

However, there are indications of thyroid disturbance 
in schizophrenia, and a low B.M.R. has been reported 
by Bowman and Fry (1925), Hoskins and Sleeper (1929, 
1932), and Hoskins (1946). According to the last- 
named some schizophrenic patients can tolerate up to 
60 gr. (4 g.) of thyroid daily. We have found the same, 
and regard it as a consequence of under-sensitivity of 
the body tissues to thyroid hormone and not a sign of 
hypothyroidism. This may be comparable to the well- 
known insulin resistance observed in schizophrenia. 
Further evidence of insensitivity of peripheral tissue in 
schizophrenia is provided by the paradox cases reported 
elsewhere (Reiss ef al., 1951) in which increased thyroid 
activity is associated with a low oxygen consumption. 
The paradox reaction has im some cases been abolished 
and the B.M.R. brought up to normal, or increased, by 


_ treatment with vasodilating drugs, which presumably 
‘facilitated the action of thyroid hormone on peripheral 
tissues. oo 

The differential diagnosis between anxiety states and 
hyperthyroidism has always been difficult to make from 
clinical evidence. The tracer method allows this prob- 
lem to be studied. The significant incidence of hypo- 
thyroidism noted in male anxiety was’ unexpected. 
Animal experiments carried out in this laboratory 
have shown that small doses of adrenaline infused 
simultaneously (2 »g./min.) with the radio-iodine inhibit 
the uptake of the latter by the rabbit thyroid. By ` 
analogy we imagine that in male anxiety, when 
adrenaline is mobilized by frequent psychological 
stimuli, a state of functional hypothyroidism is created, 
depending to a great extent on the severity and chroni- 
city of the neurosis. This may explain why chronic 
anxiety in males even of good personality is often un- 
influenced by psychotherapy, for it is probable that 
prolonged hypothyroidism affects brain metabolism, 
impairing efficiency and adaptability. 

In female anxiety the tendency to a higher rate of 
thyroid function may be a constitutional attribute 
linked to the emotional reactions peculiar to the normal 
female, or there may be some fundamental difference 
between male and female anxiety neurosis, or it may 
be due to the female endocrine system. : 

Many investigators have treated psychotic patients 
with thyroid with inconclusive results. On the indications 
of the tracer method, thyroid treatment should be 
examined afresh. Bearing in ‘mind that, according to 
animal experiments, the brain is extremely resistant to 
thyroid hormone, treatment may have to be prolonged, 
with high doses.” Our results so far in chronic anxiety 
and psychotic material selected and controlled by the 
tracer method have been encouraging. 


Summary 


The thyroid activity of 541 psychoneurotic and psychotic 
patients has been evaluated, using a radio-iodine tracer 
method. ; 

In over 50% of male anxiety, thyroid activity was 
subnormal. 

In female 
hypernormal. 


anxiety, thyroid function was usually 
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In acute female schizophrenia, thyroid function was 
usually increased, but was normal or subnormal in the 
chronic form. 

There were no psychiatric reactions characteristic of 
thyroid ` abnormality. 

The significance of the findings and the possibility of 
thyroid therapy have been discussed. 
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ACUTE UNILATERAL DACRYOADENITIS 
A REPORT OF FOUR PATIENTS ` 
3 T 7 
PETER WILSON,. F.R.C.S.Ed., D.O.MLS. 
. Ophthalmic Registrar, General Infirmary, Leeds 


During the six months October, 1949, to March, '1950, 
four cases of acute dacryoadenitis were observed among 
the 3,622 new ophthalmic patients at the General Infirm- 
ary at Leeds. This incidence contrasts with the views 
of many writers who regard it as a rare condition, and 
several articles describe a single case which is reported 
by virtue of its rarity. Arlt (quoted by Schirmer, 1877) 
stated that he had never met a case. Pooley (1884) 
stated that the condition was rare and reported one 
instance which was considered to be metastatic in origin, 
' though at the time there was a diphtheritic infection of 
the conjunctiva of the other eye. Galezowski (1886) 
also stressed its rarity, but stated that he had met five 
examples. Weeks (1911) reported the incidence to 
‘be 1 in 10,000 ophthalmic cases. Richardson (1942) 
was able to compile from the literature 37 cases of 
- gonococcal origin and mentioned the causes of acute 
dacryoadenitis, which had been reported. 
The clinical features of the four patients with acute 
dacryoadenitis are described below, and points of par- 
ticular interest are discussed. 


: Case 1 

Five weeks before admission this patient, a girl aged 16, 

had had what was thought to be influenza, which lasted two 

weeks. She made an apparently complete recovery and was 

` able to resume work. The day before admission a painful 
swelling appeared in the upper lid of the left eye and was 
accompanied by malaise and lack of appetite. 

On examination the patient was rather lethargic. Her 
temperature was normal, pulse 80, respirations 18. There 
was no cough, and the chest condition seemed normal. 
Radiologically the paranasal sinuses appeared normal. 

Ocular Condition—A swelling was seen in the upper lid 
of the left eye, situated mainly at the outer aspect but 
extending to involve the whole lid and adjacent frontal 
region. The swelling was tense and tender; the eye was 

' considerably proptosed, but there was only slight chemosis 
of the bulbar conjunctiva. Eye movements were almost 


absént. A radiograph of the sinuses showed no evidence 
of infection. , 
Systemic administration of penicillin and ‘sulphanilamide 
was accompanied by the instillation of penicillin drops and 
application of heat to the eye. After a few days the swell- 
ing became less tense and subsided, allowing palpation of a 
firm lump in the upper lid which was felt to extend for- 
wards from under the superior orbital margin. The general 
condition improved as the swelling diminished. When the 
patient was seen after four weeks no lump could be pal- 
pated and the chemosis had disappeared, but there was still 
slight ptosis and some weakness of the left superior rectus. 


Case 2 


Three weeks before attending hospital this patient, a boy 
aged 10, had had what was thought to be tonsillitis, for 
which he was confined to bed for one week. He made an 
apparently complete recovery and was able to resume school. 
Four days‘ before admission a painful swelling appeared in 
the right upper lid, accompanied by considerable malaise 
and loss of appetite. One intramuscular injection of penicil- 
lin had been given by his own doctor.. 

On examination his general state was one of languor and 
apathy. His temperature was normal and pulse 80. The 
patient had a loose cough, and rales and rhonchi were heard 
in the chest. Radiological examination revealed some hazi- 
tess of the paranasal sinuses. 

Ocular Condition.—The. right upper lid was swollen, This 
swelling was mainly in the outer part, but involved the whole 
lid and extended into the frontal region. It was tense and 
tender and there was complete ptosis. The eyeball was 
considerably proptosed, the conjunctiva was chemotic and 
bulging between the lids. Movements of the eye were 
almost absent. Acute tenderness was felt on palpation over 
the right malar bone. Both fundi appeared normal. Radio- 
logically there was thickening of the mucosa of the frontal 
sinuses ; this was not considered an adequate cause for the 
swelling of the lid. 

Systemic administration of penicillin and “ sulphatriad” 
was accompanied by instillation of penicillin drops and the 
application of heat to the eye. Next day the pulse rate had 
increased to 90 though the temperature remained normal, 
so an incision was made over the swelling and forceps were 
inserted. No pus appeared until the orbital septum had 
been pierced, when about 0.5 ml. of creamy pus was evacu- 
ated. During the next seven days the swelling and proptosis 
subsided and a lump could be palpated in the upper lid. 
This lump- was felt to extend forwards from under the 
superior orbital margin.’ When the patient was seen five 
weeks later there was a complete recovery of both the general 
and the local condition. 


Case 3 


A girl aged 16 had recently had an attack of what was 
considered to be influenza. She was in bed for one week 
and then returned to school for two weeks. Four days 
before she attended hospital a painful swelling appeared in 
the upper lid of the left eye, mainly at the lateral aspect. 
The swelling increased during the next few days and was 
accompanied: by ptosis and chemosis. 

On examination her general condition was one of languor 
and malaise. Her temperature and pulse were normal. 

Ocular Condition —The left eye showed complete ptosis, 
with a tender tense swelling occupying the upper lid, mainly 
in its outer part and extending into the forehead. There 
was considerable chemosis, mainly of the lateral bulbar 
conjunctiva. Slight proptosis was present and movement 
of the globe was limited in all directions. Radiological 
examination revealed no evidence of infection of ‘the para- 
nasal sinuses. 

Systemic administration of penicillin and sulphatriad was 
accompanied by the instillation of penicillin drops and 
the application of heat to the eye. The swelling subsided 
gradually, and after four to five days a lump became 
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palpable in the lateral part of the upper lid, emerging 
from under the superior orbital margin. Apart from some 
nausea from sulphatriad, the general condition improved 
as the swelling diminished. Two weeks later the proptosis 
had disappeared, but there was some diplopia on looking 
to the left. The diplopia.was the last to clear up and was 
still noticeable after five months, 


Case 4 


_ A boy aged 14 began to complain of headache and 
feverishness six’ days before attending hospital. Three’ 


days later he had a painful swelling of the upper lid of 
the right eye and, at the same time, a sharp pain in the 
left side of the chest. He was seen by his doctor, who was 
doubtful whether to diagnose right frontal sinusitis or left 


© lower lobe pneumonia. His temperature exceeded 100° F. 


(37.8° C.) during the next few days. 

On examination signs of consolidation with a small effu- 
sion were found at the left base of the chest. A blood count 
showed 8,600 white cells with 81% polymorphs.. There was 





a swelling of the right upper lid, maximal at the ‘lateral 
aspect but involving the whole lid and extending into the 
frontal region (see illustration). The swelling was tense and 
tender and was associated with complete ptosis, some pro- 


ptosis, and chemosis, Movements of the right eye were 
considerably diminished in all directions but mainly upwards 
and outwards. ‘The right malar bone was ‘tender on 
palpation. i g : 

Systemic administration of penicillin and sulphadimidine 
was accompanied by the instillation of penicillin drops and 
by the application of heat to the eye. Aspiration of the 
pleural effusion was unsuccessful. During the following 
week -complete resolution occurred at the left base, but 
no fluid-was found, though transient inflammatory changes 
appeared at the right base, accompanied by fever. With 
treatment the swelling in the right lid gradually subsided 
during the course of seven days, and a lump became 
palpable in the lateral part of the upper lid. Three weeks 
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later there was only slight ptosis and slight thickening of 
the outer part of the lid. E 


Discussion 


The diagnosis of infection of the lacrimal gland 
depends upon the palpation of a lump in the lateral 
part of the upper lid, extending forwards into the lid 

_ from under the outer aspect of the supraorbital margin ; 
therefore the posterior limit of the lump cannot be 
determined, though the anterior edge is easily palpated 
through the thickness of the lid. During the initial 
stages of the infection the tenseness and tenderness of 
the region prevent any useful palpation, but the condi- 
tion may be suggested by a swelling which is maximal 
at the lateral‘ aspect of the lid. ` Such a swelling must 
be distinguished from other inflammatory swellings of 
the upper lid. 

The most important conditions which may simulate 
acute dacryoadenitis are orbital cellulitis, osteitis, and 
acute inflammation of the Meibomian gland. Schirmer 
(1877) stated that many instances described as infection 
of the gland were really infections of the cellular tissues 
in the vicinity. } 

, Orbital cellulitis arising from ‘metastatic infection, 
from spreading thrombophlebitis, or by direct spread 
from a paranasal sinus “usually produces a swelling 
which is diffuse throughout the length of the lid or 
maximal at the nasal aspect. Ethmoidal mucocele 
typically produces a ‘swelling which is at the medial 


|. aspect of the lid and displaces the eye laterally and 


downwards (Thomson and Negus, 1948). 


Osteitis of the frontal bone may produce a swelling 
of the upper lid, but radiological changes in the bone 
would be expected, and such a subsiding osteitis would 

` be unlikely to leave a lump at the site of the lacrimal 
gland. Benford and Brunner (1947), however, give 
details of a patient with a polypoid mass of sinug‘mucosa 
which had herniated through ‘a fistula in the frontal 
bone. f ' i 

Acute infection of a Meibomian gland may cause a 
swelling in the lid and on. subsiding may leave a firm 
lump ; the lump is likely to be confined to the lid and 
not to extend under the orbital margin ; moreover, eye 
movements are not likely to be affected. 


Some interesting features'are presented by these four 
patients. In each there was an infection of the 
respiratory tract. The first three gave a history of such 
an infection two to three weeks before attending hospi- 
tal and apparently had made complete recovery. Two 
of these febrile attacks had been ascribed to influenza 
and one to tonsillitis. The fourth patient apparently 
acquired infection of the lung and ‘of the lacrimal gland 
simultaneously. Why infection of the lacrimal gland 
should have this'association with infection of.the respira- 

‘tory tract is’ difficult to explain. It may be that the gland 
infection follows transport by the blood stream of 
material from a site of infection elsewhere in the body, 
and a common site for such an infection is the respira- 
tory tract. f 

General symptoms were severe in the early stages. 
By the time the patients were seen in the eye department, 
all had- had penicillin systemically and their tempera- 
ture was normal; nevertheless there was considerable 
malaise and loss of ‘appetite. Recovery of the 
general condition seemed to run concurrently with subsi- 
dence of the swelling, in contrast with the type of infec- 
tion described by Toulant, Benhamou, and Foissin 
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(1947) in which the local condition cleared up in a 
matter of days but the general malaise was considerably 
prolonged. ' ` 

Acute tenderness caused by pressure over the zygoma 
was noticed in Case 2, and thereafter was elicited in 
Cases 3 and 4. It was not noticed in Case 1, perhaps 
because that area wag not palpated, but in Case 2 the 
provisional diagnosis of osteitis of the zygoma was made, 
owing to the situation and degree of the tenderness. 
This point was about 1 in. (2.5 cm.) behind and below 
the external canthus—a point quite distinct from that 
- found in tenderness due to enlarged preauricular gland— 
and presents an interesting feature for speculation. It 
may be that the sensory nerve supply for this area of 
skin is derived from the zygomatic branch of the maxil- 
lary nerve, and as a result of the communication between 
the lacrimal and zygomatic nerves tenderness in this 
region reached a high degree. No reference to this 
phenomenon could be found in the literature, yet’ it 
appears to be characteristic of acute dacryoadenitis at 
an early stage, when swelling of the lid is too tense to 
permit palpation of a lump. 

Ptosis was present on each occasion, and owing to 
the situation of the swelling, which was maximal at the 
lateral aspect of the lid, a sinuous outline, was given to 
the lid margin. This appearance has been noted by 
Richardson (1942) and by Rosen (1944). 

Restriction of eye movement was found in all patients 
in the early stages of the gland infection; in two it 


amounted to almost complete immobility of the eye,’ 


and a notable feature was the comparative slowness in 
recovery of full eye movements. ; ' 

Proptosis was a pronounced feature in one instance. 
This patient had had the most severe general reaction, 
and one might visualize an abscess in the gland which 
had extended backwards to cause an orbital cellulitis. 

Chemosis was seen in all patients, chiefly affecting 
the temporal bulbar conjunctiva. In two it caused 
bulging of the conjunctiva between the lid margins. 

In conclusion, it may be stated that acute dacryo- 
adenitis is not uncommon in some districts and at certain 
tumes of the year. Schmidt (quoted by Schirmer, 1877), 
stated that the condition was not uncommon ; Wright 
and Nayar (1937) described three cases which seemed to 
be caused by Diplobacillus morax-axenfeld. Epidemics 
have been reported from time to time (Galezowski, 
1875; Groenouw, 1889 (quoted by Nicolau, 1933) ; 
Nicolau, 1933 ; Toulant, Benhamou, and Foissin, 1947). 
The seasonal incidence is a matter of some interest ; 
Nicolau described 10 cases which occurred during the 
winter months, and, on investigating 81 instances pre- 
viously reported, she found an increase .in numbers 
during the months ‘of October to March, those months 
in which respiratory infection is most common. 
Respiratory infection may be a frequent cause of 
unilateral’ acute dacryoadenitis. 

It appears that there may be a latent interval of two 
to three weeks during which the patient feels quite well 
before orbital symptoms become manifest ; only careful 
history-taking will reveal that there has been a period 
of headache, malaise, sore throat, and feverishness. 
Fralick (1935) makes the following comment: “Seldom 
is the practising ophthalmologist called upon to treat 
conditions affecting the lacrimal gland. Consequently, 
little is written in the standard textbooks on the subject 
of acute inflammation of this structure. It is therefore 
conceivable. that a few cases may leave our offices 


+ 





improperly diagnosed because of our unfamiliarity, with 
this particular group.” 


Na Summary 

Four patients with acute dacryoadenitis have been seen 
during a six-months period. The clinical features are 
described and discussed. Attention is drawn to the follow- - 
ing points: (1) the rarity of acute dacryoadenitis, (2) its 
association with respiratory infection, (3) its seasonal inci- 
dence, atid (4) an early diagnostic sign of acute dacryo- 
adenitis consisting of‘ tenderness over the malar bone. 


. 7 
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their patients, 
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BORNHOLM DISEASE ° 


BY 


T. GEFFEN, MD., M.R.C.P. 


Late Medical Registrar, Hampstead General and North-west 
London Hospital 


Outbreaks of Bornholm disease have been described in 
this country at infrequent intervals since the work of 
Pickles (1933) in Yorkshire. The subject was recently 
reviewed by Hopkins (1950), who reported a further 
series of cases; and the possible connexion between 
this disease and the Coxsackie group of viruses was 
discussed by Findlay and Howard (1950). Very 
shortly after the publication of the latter two papers a 
small group of patients attended this hospital with 
clinical: histories corresponding closely to those re- 
ported in previous descriptions of Bornholm disease. 
Dr. G. M. Findlay very kindly attempted to isolate 
Coxsackie virus ‘from the nasal washings of some of 
the patients and to carry out the serological antibody 
reactions on them from the earliest stages of the out- 
break. The clinical histories of these patients are 
briefly described, together with a summary of Dr. 
Findlay’s findings. me ' 
Case Reports 

Case 1—A girl aged 18 first noticed mid-thoracic pain 
and pain behind the right shoulder on May 28, 1950. It 
was worse on inspiration but was not severe, and she did 
not mention her symptoms until three days later, when two 
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other members of her family had been similarly affected. 
She was found to have a temperature of 101° F. (38.3° C.), 
but the fever settled within two days, and she was then 
free of all symptoms. ‘This girl did not attend hospital 
at any time and so no investigations could be carried out 
on her. A fortnight later, however, she was reported to 
be completely well. 


Case 2—On May 29 a schoolboy aged 14, a brother of 
Case 1, complained of a stabbing pain on the left side of 
the chest on inspiration. He had previously had a heavy 
head cold for a few days but had had no other symptoms. 
The onset of his pain was quite abrupt while he was sitting 
in a chair. On admission his respiration was shallow and 
was obviously causing pain. temperature was 104.4° F. 
(40.2° C.), pulse 110, and respirations 28. Movement and 
air entry on the left side of the chest were diminished and 
a friction rub could be heard over a small area in the front 
of the chest, just to the left of the sternum. No other 


abnormal physical signs were found. No chemotherapy was , 


given, and within a day the pleural rub had gone, though 
' the pain on inspiration persisted; on the second day he 
developed epigastric pain on respiration. The temperature 
was 101.4° F. (38.55° C.) on June 1 and then slowly settled 
to normal during the following week. A blood count 
showed: haemoglobin, 80%; leucocytes, 9,000 per c.mm. 
(69% polymorphs, 25% lymphocytes, 6% monocytes)... The 
sedimentation rate was 15 mm. in the first hour. A chest 
. radiograph showed no abnormality. The patient was 
discharged perfectly fit on June 19. 


Case 3—On May 30 another brother of Case 1, aged 12, 
complained of epigastric discomfort, headache, and general 
malaise, and was found to have a temperature of 101° F. 
(38.3° C.). Later in the day he developed a sharp pain in 
the left upper chest, which, though not severe, was increased 
by deep breathing. On the next day his chest pain was 
worse and his abdominal pain was also exacerbated by 
breathing, so he was admitted to hospital. On admission 
he was hot and flushed but not unduly distressed. His 
temperature was 100.6° F. (38.1° C.), pulse 110, and 
respirations 26, A few lymph nodes were palpable in both 
axillae, but no other abnormal physical signs were found 
m the chest or elsewhere. Within a day his pain- had gone 
and the temperature settled after a further three days. A 
-blood count showed: haemoglobin, 78% ; leucocytes, 9,000 
per c.mm. (neutrophils 45%, lymphocytes 38%, monocytes 
14%, eosinophils 3%). The sedimentation rate, uncorrected, 
was 21 mm. in the first hour. A chest radiograph was clear. 
He was discharged fit on June 10. 


Case 4.—On June 1 a married sister aged 21 complained 
of cough and of sharp pain in the right side of the chest 
and behind the lower end of the sternum. The pain was 
increased by deep breathing and by coughing. She felt 
feverish all that day, and was still feeling ill three days 
later. Despite this she attended hospital to visit her brothers 
and was examined there. She then had a temperature of 
99.6° F. (37.55* C.), but no other abnormality was found 
on physical examination. As she was breast-feeding her 
5-weeks-old infant it was impossible for'her to come into 
hospital, but she was seen again on subsequent visits to her 
brothers. Although on her second visit on June 11 the fever 
and pain had settled, she still felt unwell, but further 
physical examination again revealed no abnormality and 
the chest radiograph was cledr. This patient did not feel 
completely well for a further three weeks 


There were seven members of this family. The 
mother,,aged 43, shared a room with a son aged 4, and 
Case 1. Case 2 shared a second room with a 12-year- 
old brother. Case 3 shared a room with a 7-year-old 
adopted brother. Case 4 and her baby lived in a 
near-by flat, her husband at the time of the outbreak 
being away from home. Case 4 was'a daily visitor to 
her family. It is curious that only one occupant of 
each room was affected, whereas, in the outbreak re- 
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ported by Hopkins, every member of two affected 
households had symptoms of the disease. 


Case 5-—On June 11, 10 days after the admission of 
Case 3, a boy aged 74, who had been admitted on May 26 
with a boil on the arm and who occupied a bed next to 
Case 3, developed a sudden spike of fever of 102° F. 
(38.9° C.) and complained of pain in the left side of his 
chest increased by inspiration. On examination the respira- 
tion rate was 24 and the pulse rate 120. There was diminu- 
tion of movement and air entry on the left side of the chest, 
but there was no friction rub nor any other abnormal find- 
ings. His temperature‘ was still 99.6° F. (37.55° C.) on 
June 13, but settled completely, and he was perfectly well 
when discharged on June 16. On June 12 a blood count 
showed: haemoglobin, 90%; leucocytes, 7,000 per c.mm. 
(neutrophils 55%, lymphocytes 20%, eosinophils 12%, baso- 
phils 2%, monocytes 10%, plasma cells 1%). Thé sedi- 
mentation rate, corrected, was 18 mm. in the first hour. 
A chest radiograph was clear. The patient attended hos- 
pital on August 22; he then felt perfectly well and a chest 
radiograph was again normal. 


Case 6.—A boy aged 16, the last patient in this series, 





‘had no connexion with ‘any of the earlier cases nor was 


there a history of contact with anyone else with a similar 
illness. Although the serological investigations were nega- 
tive, the course of his illness was so like that of the others 
that he is included in the series. He was admitted on 
June 16 with a one day’s history of pain across the upper 
part of the chest, worse on deep inspiration, and of epi- 
gastric pain. During that time he had also noted nausea and 
anorexia and frontal headache, but had not vomited. On 
examination his. temperature was 102° F. (38.9° C.), pulse 
95, and respirations 24. Palpable glands were present in 
the posterior triangle of the neck on both sides. There was 
tenderness to palpation right across the lower abdomen. 
No abnormalities were detected in the chest or elsewhere. 
Investigations: haemoglobin, 98%; white cells, 6,000 per 
c.mm. (neutrophils 65%, lymphocytes 28%, monocytes 6%, 
eosinophils 1%). A blood count on June 30 was substanti- 
ally the same. The Mantoux intradermal test was positive 
at a dilution of 1:1,000, and a chest radiograph was normal. 
This patient ran a swinging pyrexia until June 25, after 
which he settled down completely and was well on dis- 
charge on July 5. 

No meningeal or paralytic signs were observed in any 
case in this series. 


Farther Investigations ` 


Attempts were made to isolate Coxsackie virus from the 
nasal washings of Cases 2, 3, and 4. The results were nega- 
tive in the first two çases, but the virus was isolated in the 
nasal washings from Case 4 on the second day of. her 
illness. ' 

The complement-fixation reactions 
vjrus 2 were. as follows: 


against Coxsackie 


- A of disease Titre 
2 Negative 
Case 4 cbs 5 ak 1:10 
7 1:20 ` 
, 1:5 
Case 3 1:10 
1:20. 
` 1:5 
Case 2 1:5 
1:10 
| 3 1:5 
Case 5 7 1:10 


One of the contacts EA a titre of 1:10 during the first 
and third weeks after the outbreak, but the other two mem- 
bers of the family who were tested never showed a titre 
greater than 1:5. 

Case 6 gave negative results on the second and nineteenth 
days of his illness. 
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Discussion 


These six patients all had clinical histories and find- 
ings which were essentially similar, and which, further- 
more, closely resembled previous descriptions of Born- 
holm disease. The condition was in fact suspected on 
the admission of Case 1 even before the occurrence of 
further cases in the family helped to establish the 
diagnosis. The first five patients, forming as they did 
a small group, could be fairly confidently diagnosed as 
suffering from Bornholm disease. In these cases 
the connexion previously described between Bornholm 
disease and Coxsackie-virus infection (Curnen, 1950) 
was confirmed by the isolation of virus in one case and 
by a rising agglutination titre in all four of the five 
patients who were available for testing; no such con- 
firmation was obtained in Case 6, and ‘the final 
diagnosis of this patient cannot be regarded as 
established. 

Coxsackie virus was first isolated from two paralytic 
patients during an epidemic of poliomyelitis (Dalldorf 
and Sickles, 1948). During 1947 and 1948 there were 
reports from the United States of various outbreaks of 
febrile illness in which many cases resembled non- 
paralytic poliomyelitis. In some of these cases polio- 
myelitis virus was isolated, but in others faecal specimens 
and nasopharyngeal washings tested for poliomyelitis 
virus were non-infective for monkeys (Dalidorf, 
1950). During these outbreaks Coxsackie virus was 
isolated from patients with various minor illnesses, 
with illness resembling epidemic myalgia (Bornholm 
disease), and with illness suggesting non-paralytic polio- 
myelitis. In some but not all of the last group polio- 
myelitis virus was also isolated (Curnen, 1950). 

In some previously reported cases of Bornholm 
disease signs of meningeal irritation have been noted. 
DeRudder (1937) drew attention to the similarities be-- 
tween epidemic myalgia and poliomyelitis, although his 
views were to some extent disputed by Lindberg (1938). 
The similarities were also stressed more recently by 
Ronse (1949). 

There is of course no reason why patients should not 
harbour both poliomyelitis and Coxsackie, virus at the 
same -time, and this association has in fact been 
recorded (Melnick, 1950). 

The similarities and differences between these two 
groups of virus are summarized by Melnick (1950), 
who concludes that, though antigenically distinct, their 
„biological behaviour is surprisingly similar. He points 
out, furthermore, that members of the Coxsackie group 
of viruses are now being repeatedly found where polio- 
myelitis is epidemic. 

I am grateful to Drs. H. V. Morlock and E. W. Hart, under 
whose care these ‘patients were treated, for their permission to 
publish this article, and to Dr. L. Cohen, who brought four of 
the patients to our notice. I am also very much indebted to 
Dr. G. M. Findlay, who carried out all the virological investi- 
gations, , for his generous assistance. 
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TUBERCULOSIS OF LIVER TREATED 
.. .WITH STREPTOMYCIN 
- BY 
IAN D. MELVILLE, M.B., ChB. 
House-physician, Western Infirmary, Glasgow 


The following case is of interest on account of its 
rarity and its clinical course 


Case Report 


The patient, a student aged 20, was admitted to hospital 
on March 14, 1950. He enjoyed good health until June, 
1949, and was living in a college pleasantly situated in the 
country. He noticed, however, that during the first two’: 
weeks of his summer vacation in 1949 he was becoming , 
easily tired, could find little energy for his usual holiday 
activities, and had diarrhoea. Some few days later his stools 
became very pale and offensive, and he noticed that his 
eyes “were becoming yellow.” A few weeks later he was 


- drenched in a rain-storm, after which severe pain developed 


in the right loin accompanied by anorexia and malaise. He 
was confined to bed for seven days, and was seen to be 
slightly jaundiced. His condition improved with rest, and , 
= resumed his usual activities. Before his return to college 
in September, however, two of his. teeth were extracted; 
haemorrhage was profuse and persisted over four or five 
days in spite of plugging. His general condition as a result 
became very poor. 

Lest any absence due to! illness should mean the sudden 
end of his scholastic career, he returned to college, although 
he felt very weak. He had been advised to take iron, and 
with this therapy his pallor became less severe. His jaundice 
persisted, and during the last months ‘of' 1949 gradually 
became more intense. He began to have frequent sweats, 
often profuse, and especially at night. At the end of 
December he suffered a minor cut on one of his hands, 
and again the bleeding ‘was prolonged. A  vitamin-K 
analogue — self-prescribed-— made no difference to this 
tendency to bleed. Bleeding from the gums occurred, 
becoming more and more frequent until it was a daily 
event. His appetite at this time was’ fairly good, and he 
was passing two or three loose pale motions each day. 
The urine was deep yellow in colour. He had no cough, 
and, so far as he could judge, had not lost weight. , 

His past history was of appendicitis at the age of 7 years 
and section of peritoneal adhesions at 15, when ‘there was 
suspicion of mesenteric tuberculous adenitis. No proof of 
this was ever obtained. The family history shed no light 


on his illness. 


Examination on admission showed him to be a tall lean 
youth, pale and slightly jaundiced. He was febrile and was 
sweating freely; his fingers were clubbed; enlarged lymph 
nodes were not detected. The left elbow-joint was painful 
and tender, its movements being limited to about a right- 
angle. The abdomen was distended and the liver slightly 
enlarged. The spleen and kidneys were not palpated. 
Examination of the chest disclosed no.abnormality, and 
the cardiovascular and | central nervous systems appeared 
to be normal. 

Blood examination revealed an iron-deficiency anaemia: 
Hb, 76% Sahli (10.64 g.); red cells, 4,580,000 per c.mm. ; 
colour index, ‘0.8; white cells, 8,000 per cmm. The 
differential count gave average readings. The bleeding- 
time was 44 minutes by Duke’s method, and the coagula- 
tion time 8 minutes by the method of Lee and White. The 
red-cell-fragility test showed commencing haemolysis at a 
concentration of 0.5% NaCl, complete at 0.35%. The urine 
contained bile and urobilin. No blood or casts were seen 
on microscopical examination. $ 

Diagnosis was at this point obscure, and many investiga- 
tions were carried out. Radiological examination of the 


y 
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chest showed no evidence, of active pulmonary disease. On 
cholecystography the gall-bladder was considered to be non- 
functioning. X-ray examination of the left elbow-joint 
revealed no abnormality. The van den Bergh reaction 
gave a positive indirect result. No serum agglutinins were 
detected for Leptospira icterohaemorrhagiae. 


By April, 1950, the left elbow-joint showed the signs of 
an infective arthritis, and was greatly swollen. Aspiration 
of the joint revealed pus, and a culture was set up. Epi- 
gastric pain was now becoming increasingly severe, and the 
possibility of impacted gall-stones was considered. The 
surgeon hesitated to operate on account of the possibility 
of severe haemorrhage. When the bleeding-time was found 
to be normal, laparotomy was carried out. 


At operation, gall-stones. were not found, but the liver 
was very congested and raw-looking, with numerous small 
yellow spots all over its surface. Around the liver there 
iwere many adhesions to the anterior abdominal wall and 
viscera. The gall-bladder was normal, but was fixed in 
adhesions. The head of the pancréas was slightly thickened, 
but was thought not to be the seat of malignant growth. 
A piece of the edge of the liver was remoyed for histo- 
logical examination. 

Three days after operation ‘it became known that from 
the pus aspirated from the elbow-joint a culture of Myco- 
bacterium tuberculosis bad been grown. This finding 
„reached startling significance whén the pathologist’s report 
on the liver specimen showed that tubercle follicles were 
present in the liver parenchyma deep to the capsule: tubercle 
bacilli were not demonstrated, but the lesions were histo- 
logically typical of tuberculosis. Also, there was an increase 
of connective tissue in and between the portal tracts, and 
the surrounding liver tissue showed irregular hyperplasia 
and atrophy. 
plasma cells and lymphocytes, and there was pronounced 
bile-duct hyperplasia. The lesions were summarized as 
metastatic haematogenous tuberculous follicles, and early 
scarring resulting from prolonged, or recurrent, and still 
active infective hepatitis. 

Streptomycin Treatment 

The problem of diagnosis, of course, now included ‘the 
possibility of a'dual pathology. Nevertheless, it appeared 
that a case of tuberculosis of the liver had been diagnosed 
during life without evidence of generalized miliary infec- 
tion, but with a distant focus which had become manifest 
long after the initial symptoms of hepatic disorder. What- 


ever the diagnostic difficulties, there seemed to be no similar _ 


therapeutic problem, Streptomycin, which is most success- 
ful in some of the rarer manifestations of tuberculous infec- 
tion, seemed to be the most reasonable basis for treatment. 
It was first given on May 12, 2 g. daily being injected intra- 
muscularly for the first five days, after which the daily dose 
was | g. This was continued until August 22, when a total 
of 107 g. had been given. ' 

During the months of treatment the- temperature, which 
previously” had shown intermittent elevation, gradually 
settled and general clinical improvement began. Appetite 
improved steadily and there was a sustained increase in 
weight, though bile persisted in the urine, stools remained 
rather pale, and 4 tinge of jaundice was perceptible. The 
erythrocyte sedimentation rate was thought to be a useful 


“index of progress, Westergren’s method being used through- 


out. From the high first-hour reading of 95 mm. on April 18 
a steadily continuous fall was observed. On August 27, five 
days after the cessation of streptomycin administration, the 
comparable reading was 15 mm. 

‘The tuberculous arthritis of the left elbow-joint was 
treated -by immobilization in plaster. During May the 
joint became unstable, and two months later was almost 
completely disorganized. A cold abscess pointed dnd -dis- 


_ charged in the, antecubital fossa, but by the end of August 


the resultant sinus had ceased to discharge and had filled 
with granulation tissue. 
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Further Progress ` 


In September the patient became ambulant and seemed 
to be making steady progress. His appetite, however, was 
capricious, and injections of vitamin-B complex were given. 
These had the effect of making the appetite almost voracious, 
and a higħ-protein diet, rather unpalatable to an average 
person, was consumed with ease. Diarrhoea developed at 
this time, with the passage of loose, pale, unformed, and 

‘very offensive stools. ` They resembled closely the stool of 

steatorrhoea, Dietary adjustment—namely, lowering of the 
fat content and administration of an ox-bile preparation— 
was followed by immediate improvement. His general 
condition was now so satisfactory that he was allowed 
home to continue convalescence. There was no jaundice, 
pallor had been replaced by good ‘colour, and his weight 
was 9 st. 4 Ib. (59 kg.), an increase of over 14 Ib. (6.4 kg.) 
since the beginning of streptomycin treatment. The elbow- 
joint was immobilized in plaster, in the position of flexion 
to just less than a right-angle, and he was quite capable of 
dressing and eating, etc., with only one efficient arm, 


Since discharge he has begn seen regularly at fortnightly 
intervals. The gain in weight has been maintained and 
‘his appetite has been enormous. The sedimentation rate 
(Westergren) on November 15 was: first hour 17 mm, 
second hour 47 mm.; and on. November 29, first hour 
20 mm., second hour 47 mm. Stools were still rather pale 
and loose, and there was slight tenderness in the right 
umbilical region. Examination of the chest still showed 
no abnormality. The elbow-joint was gradually becoming 
ankylosed. 

At the time of writing the patient feels well, but, while 
the degree of recovery following -streptomycin is as yet very 
satisfactory, the ultimate prognosis must remain doubtful, 
with the possibility of recurrence to be considered. f 

I, wish to express my thanks to Dr. D K. Adams for per- 
mission to describe this case, which was treated in his wards, 
and to Mr. G. Dalziel, who performed the laparotomy. My 
thanks are also extended to Dr. Adams and, Dr. W. Kyles for 
-their guidance, help, and criticism during the preparation of this 
paper. 


Medical Memorandum 





Special Visits by Medical Officers 
of a Public Health Department 


The visits of medical officers on the staff of a public: 
health department to suspected cases of infectious 
disease receive but scant publicity. During serious 
epidemics this work becomes more obvious, but the 
regular visits which take ‘place throughout the year 
are but little appreciated until an epidemic such as one , 
of poliomyelitis throws them into relief. 


An analysis of a miscellaneous list of such visits cover- 
ing the period 1935 to 1950 for the City of Manchester 
is most revealing in showing the diagnostic difficulties 
that are most common. A miscellaneous list has been 
chosen to show the range of clinical acumen neces- 
sary in this special field. An analysis of these visits is 
presented in the accompanying table. 

The screening of cases by public health medical offi; 
cers becomes increasingly important, for the available 
accommodation in infectious disease hospitals is limited 
by shortages of nursing staff and a standstill in building 
extensions to these hospitals. This work is essentially 


clinical, and requires that those undertaking it shall have 
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patient was suffering from a serious illness—in many 
instances requiring admission to hospital. It is intended 
to emphasize the need for team-work between the hos- 
pital, the medical practitioner, and the medical officer of + 
health, There is still an important field of clinical work 
treptoccecal septicaemia ~for the medical officer of health and a need to make 
akela aama diph- the fullest use of the i increasing accessory aids to diag- 


Home Consultations by Medical Officers Bass 1935-50 



















Nasal Fancial diphtheria - nosis provided by the national Public Health ne t 
Cartier Service. 3 
SER Ü nce el Reference to the table shows that ‘only one case At 
phold or para- nant dikas, tansilita, bacillary dysentery was referred- for home consultation 
`. typhoid) Pate Psion cerebro: rbro- and that comparatively few cases (21) of diphtheria 
i i tivo endocarditis, anac ' needed. a second opinion. The presumption is that in | ^ 
food-poisoning, and the case~of diphtheria medical practitioners referred all 
~erebrospinal Acute purpura, rheumatic suspicious cases to hospital ; while in the case of bacillary ` 
ec- , - dysentery they obtained bacteriological diagnosis and 
uals Erythema, rubella, enema Cither treated the cases at home or sent them to hospital. 
Ure rtloaria ty There is a further possibility that some cases of dysentery 
Pollomyelitis: ox Nearitis, cervical adenttis, were treated as gastro-enteritis. 
oatbreak, when its" ucumonis, abe 3, N Atoh interesting point is that Gee is an excellent 
fi tee huetar pon confirmation rate for meningococ: ection (12 out 
conirmed "at mening ellen che of 16 cases) but confirmation rates for smallpox and , 
i itted-to how thrombosis, “ite cat. > arte pte are ie A aes ae in, aris e 
Aa eeeh , itis, serious diseases and responsible for the low con on 
in. hospita) äi spinal o fore, “gare rate is the anxiety of the medical practitioner not to miss 
s^ POHNE. the disease. The variety of revised diagnoses underlines = 
Scarlet fever .. $ nib,” tons, pes this difficulty. i a 
: measles, onfi der-, - Over a period of 15 years, and.exclusive of epidemics, 
‘Smallpox (exclu- Pollet eg dermatitis, &8 Many cases “of suspected poliomyelitis as of suspected ` 
avo or Z noel poreclla, erythema nulti scarlet fever were referred to the health department for $ 
outside city) and herpes, lichen urti- a second opinion y this number represents one-sixth of 
caria otrais tepticae. the total cases. One might have expected a higher con- 
mia, purpura, Mon catia firmation rate in diseasés such as erysipelas, enteric 
a en phonamide rash, fodide fever, and measles. 
Rash? infections 7 Measles rabella (3), sorom ; 
. reaction, urticaria, , Conclusions . 
P U.O.? infection 6- Ente fever, posmmonila; A survey, of 328 home consultations by medical offi- 
Puerperal fover 6 Mamita o P en of a ee gruan over a ped of i? hee 
Malaria. 2 ' been made. These visits are exclusive of those- 
Dysentery 1 Gastro-enteritis carried out during major epidemics, 
' Giahdalar fever A Nasal diphtheria - The diagnosed infection was.not confirmed in 221 g 
bility eter 1 = asa ot sn i consultation and ze after admis- 
j bmaxill sion to hospita is represents very effective screen- 
` Pria Oparo l on i 3 ing of cases and a considerable saving in 1 Hospital Ie 
Encephalitis, 2 Rheumatism, scarlet fever accommodation. ~ E : 
Ta 1 Drug ıdioayncrasy Examples are given of the variety of conditions which 
ena, Meningitis following otitis make the diagnosis of the specific infectious diseases a | | 
” n mza . matter of considerable difficulty and call for the special- 
Streptococcal 1 


Agranulocytic angina ized training of medical officers of the public health 
` service. The necessary team-work, with medical prac- 
titioners and laboratory and”hospital services, leads tò - 
r efficient administration in the control of infectious 
* Diagnosis as in last column. t 199 home consultations, 22 hospital. ‘diseases in the community. 
a a L. R. L. Epwarps, M.D., DPH, 


e pt 





not only a sound background of knowlèdge gained in - ~ SeniorAssistant Medical Officer of Health, 
infectious disease hospitals but also many years of experi- ; City of Manchester. `> - 

ence'in the art of applying this knowledge. In this te ea ee GO et we ee ee a A ge 
connexion the table shows the numerotis pitfalls of diag- ` j a soo’ í 
nosis of poliomyelitis and the need for the public to be - N.A.P.T. has just published the 13th edition of the Hand- É 


reassured by the comparatively few cases that.are con- book of T uberculosis Activities in Great Britain and the 
firmed. The necessity for thorough screening of cases Commonwealth. This is a complete directory of hospitals, | 

.by experienced medical officers is essential if effective sanatoria, clinics, regional hospital boards, hospital manage- 

use is to be made of hospital beds ment committees, and tuberculosis services in the British 

: ` : : + X Commonwealth, including: addresses and telephone numbers: 

This survey of consultations has not been made in, Jt is the first edition of the handbook to be published since 

~ any spirit of criticism. When one considers the list of the start of the Health Service, and therefore there is much 

revised diagnoses it is evident that in most cases the new material presented. : 
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STARVATION 


The Biology” of Human Starvation. By Ancel Keys, 
Josef Brozek, Austin Henschel, Olaf Mickelsen, Henry 
Longstreet Taylor. With the assistance of E. Simonson, 
A. S. Skinner, and S. M. Wells. Volumes 1 and 2. 
‘Forewords by J.-C. Drummond, R. M. Wilder, and 
C., G. King and R. R. Williams. (Pp. 1,385. $18.) 
Minneapolis: University of Minnesota Press. London: 
Geoffrey Cumberlege (Oxford University Press). 1950. 
Some time in_1944, when the end of the war and the 
responsibilities of the victors were in sight, a little group 
of investigators at the University of Minnesota conceived 
the idea of making an experimental study of prolonged 
undernutrition and its relief by food. They argued that 
real knowledge about such matters was so scanty that 
their results could not fail to improve our knowledge 
of nutrition and to assist in the rehabilitation of the 
occupied territories. The idea-was not altogether new, 
for Benedict and some collaborators had made a some- 
what similar experiment in the closing years of the first 
world war. “L'idée c'est la graine,”* and although this 
little seed germinated with difficulty and without much 
official support, and for the last four years of its life 
had to subsist without any monetary manure at all, the 
authors have marketed a very fine ‘plant. 
The subjects of this ambitious experiment were 32 
conscientious objectors. After a preliminary control 
period lasting for 12 weeks these 32 men were given a 


* diet similar to those likely to be available in Europe, 


containing 50°g. of protein and 30 g. of fat and pro- 
viding 1,570 calories’a day. The investigators predicted 
that the men would lose about 25% of their body 
weights during the period of semi-starvation, which was 
planned to last 24 weeks, and this was a remarkably 
accurate prediction. For the rehabilitation’ period the 
men weresplit up into subgroups and the 1,570-calorie 
diet was supplemented to varying degrees by additional 
food. The supplements were too small at first and had 
to be increased, and the allowances of food during the 
rehabilitation period are a feature that perhaps may 
be criticized in this fine experiment. It is difficult to 
understand, for instance, why the investigators did not 
give one group an unrestricted calorie intake, but it is 
easy to be wise after the event. 

The two large volumes which have now been pub- 
lished describing these experiments also include the most 
comprehensive review of the literature on undernutri- 
tion and starvation which has appeared up to the present 
time. The first volume contains three sections, each 
180 to 240 pages-in length, devoted respectively to the 
morphology, the biochemistry, and the physiology of 
starvation. The second volume opens with a section of 
similar length on psychology, and this is followed by 


the consideration of a number of special problems such ` 


as oedema, growth, and development; and the relation- 
ship of undernutrition to infectious diseases, particularly 
tuberculosis. A chapter is devoted to diabetes and 
another to neoplastic disease. The methods used, the 
detailed results of the authors’ own investigation, and 
information about rations available during the second 
world war are relegated to appendices. Last, but not 
least, comes the impressive list of references. A rough 
calculation shows that there must be nearly if not quite 


*M. Claude Bernard, Introduction à l'Etude de la Médicine 
Expérimentale, Paris, 1865. 


- definite conclusion. 


3,000 of these—with titles—enough surely for the most 
demanding seeker after knowledge. 

The investigators satisfied-themselves that the clinical 
syndrome they had under observation was dominated by 
a calorie deficiency. The diet provided all the vitamins 


- necessary, and administering them did not accelerate 


rehabilitation. Nearly everyone with European experi- 
ence after the recent: war would certainly confirm this. 
The psychological side has very properly been given 
careful consideration and description, for the mental 
changes are some of the most subtle and also the most 
terrible likely to be met with in a starving community. 
Better to lose all the fat in the body than every sense 
of moral value! The historical part of this section is 
most interesting and might have been enormously 
enlarged. 

For most people the hallmark of undernutrition is 
oedema, and Keys and his collaborators discuss its 
aetiology in considerable detail without coming to any 
There are still plenty of problems 
in undernutrition for future investigators, but let us 
hope there are not many famines in which to investiga 
them. . í 

Sir Jack Drummond has contributed a foreword, and 
the value of the book is aptly described in his concluding 
words: “ This volume will soon take its place among 


_the classic treatises on nutrition, a fitting reward for 


the years of thought and labour that Professor Ancel- 
Keys and his ‘ band of brothers’ gave to their formidable 
task.” : boon 

R. A. McCance. 


BINOCULAR VISION 


Researches in Binocular Vision. By Kenneth N. Ogle, 

Ph.D. (Pp. 345; illustrated. £1 17s. 6d.) Philadelphia 

and London: W. B. Saunders Company. 1950. 
No book of first-class merit has appeared on binocular 
vision and space perception in English literature for 
many years, and it is well, in view of the completely 
new aspects of the subject opened up by the intensive 
study of aniseikonia by Ames and his co-workers at 
the Dartmouth Eye Institute in the U.S.A., that the 
whole subject should be reviewed and aligned with recent 
advances in knowledge. There may be some differences 
of opinion about the clinical importance of aniseikonia 
and the value of its optical correction, but there can be 
none about the marked influence exerted by a natural 
or artificially induced disparity in the size of the two 
retinal images on the physiological processes involved 
in the perception of space. Among the large staff of 
ophthalmologists, physicists, psychologists, and techni- 
cians who worked under the stimulus of Ames none 
is more qualified to review these researches than 
Kenneth N. Ogle. His presentation is perhaps some- 
what mathematical for the average medical reader, but 
the writing is clear and the algebraic and geometric for- 
mulations are readily understandable and fundamentally 


_simple. 


He discusses a wide range of subjects—the horopter, 
Panum’s fusional areas, cyclofusional movements, fixa- 
tion disparity, magnification of images, prismatic distor- 
tion, depth clues, stereopsis, anomalous correspondence, 
asymmetric convergence, and ocular movements, to 
mention a few. Each proposition advanced is -sup- 
ported by well-defined and ably conceived experiments. 
The main theme advanced is the comparative precision 
and stability of the functional organization of corre- 
sponding retinal points, which are claimed to be an~ 
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- innate property of the retinal elements, the directional 


value of which can be changed only by artificial means, 
-aş by the use of lenses or prisms. ‘It will take much 
more research and time before the full potentialities of 
the methods of investigation employed are realized and 
all the questions raised can be adequately answered ; but 
no better presentation of the basic principles of this 
difficult but absorbing subject.can be found than in the 
present volume a 

- ; STEWART DUKE-ELDER + 


PNEUMONIA IN CHILDHOOD 

` Pneumonie èt 

Etude Clinique et Radiologique. By Professor Georges 

Mouriquand and Dr. Jacques Savoye. (Pp. 208; 90 
figures. No price.) Paris: Vigot Frères. 1951. 


_ For 40 years Professor Georges Mouriquand has studied 


> 


pneumonia in childhood with special reference to the 
radiological appearances. With Dr. Jacques Savoye he 
has collected his experiences in this monograph. The 
earliest studies were actually made in 1905-6 with 
Professor Weill in Lyons, and are of historical interest, 
for ‘there was at that tithe a_“ modest radiological, 
apparatus” in the children’s department of the hos- 


p-tal- Special interest was shown in a triangular - 


shadow,. usually in the right upper zone, and Pro- 
fessor Mouriquand has continued his contact with the 
subject, correlating this x-ray appearance with clinical 
signs and pathological findings. ` E See 

This monograph does not presume to be completely 
comprehensive—for the subject would take considerably 
more space-—but it is a remarkably interesting record of 
observations in a clinic where this common disorder of 
childhood has been carefully studied. The clinical dis- 
‘cussion is particularly well done ; that on treatment is 
curiously less good, but in this aspect differences in 
national practice come into the picture. All would agree 
with the dictum (in italics in the original) that children 
with pneumonia should above all drink and drink 
heartily, but drugs to reduce temperature given as sup- 
positories must surely seldom be indicated. Through- 
out the monograph the problem of what the 4-ray 
appearances mean in term$ of pathology recurs in vari- 
ous forms, and in particular the value of_radiology in 
differential diagnosis is well emphasized. This book is 
a typical French medical monograph and is welcome, as 
such works usually are.’ 

7 ALAN MONCRIEFF 


PENICILLIN AND CARINAMIDE i 
Pharmatological Basis of Penicillin Therapy. By 
Karl H. Beyer, Ph.D., M.D. F.A.C.P. American: 
Lecture Series. (Pp. 214; 37 figures. £1 12s. '6d.) 
Springfield, Illinois: Charles C. Thomas. Oxford: 
Blackwéll Scientific Publications. 1950.. ° 
This interesting book contains an account of the factors 
affecting the use of penicillin, including the value of 
administration by all-possible routes, the variation in 
concentration in the blood and in cerebrospinal and 
other fluids, and the incidence of toxic reactions. The 
evidence of Gale and his colleagues that. penicillin acts 
by interfering with the uptake of glutamic acid and-of 
lysine by certain Gram-positive organisms is given, and 
the author explains that if these organisms - become 
penicillin-resistant they lose their ability to assimilate 
glutamic acid, and then become Gram-negative. 

The main feature of the book is the account of the 
introduction: of carinamide, for which, the author is 
responsible, as a substance capable of interfering with 
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the excretion of penicillin by the renal tubules. By 
this means the concentration of penicillin in the blood 
is maintained at a much -higher level than otherwise, 
with an increased therapeutic effect. Dr. Beyer regards 
the excretion of penicillin by the renal tubules as being 
an enzymatic process, which’ can be inhibited by a 
neutral substance allied in structure to penicillin, just 
as the oxidation of tyramine’ by amine oxidase can be 
inhibjted by indolethylamine. His search for the harm- 
less substance and discovery of it in carinamide (4’- 
carboxyphenylmethane sulphonanilide) must be regarded 
as a brilliant achievement in medical research: It is 
interesting to note that much of the work of finding a 
suitable agent was done by the aid -of slices of frog 
kidney in which the excretion of phenol red into the 
lumen of the tubules can be seen by naked eye, and the 
inhibition of this excretion can be studied. It is a. 
pleasure to note that the author has given full attention 
to work outside his own country., 
s : i J. H: BURN. 
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SKIN HOMOGRAFTS 


‘In 1947 the Swiss father of 6-year-old twin sons 
Victor and Pierre became aware of a third child, 
` Eric; whose appearance was so astonishingly. like 
Victor’s that they might almost have been identical 
twins.. When Eric proved to have been born in the 
same clinic afid on the same night as the other two, 
it seemed quite possible that the children had been 
muddled up and allotted to the wrong parents.. Iden- 
tical twins are usually recognized to be such by a 
systematic point-for-point comparison of their physi- 
cal characters. A comparison supervised by Pro- 
fessor Franceschetti! made it fairly certain that Victor 
and Eric were indeed identical twins, for in addition 
to their general similarity they had certain minor but 
rare physical abnormalities in common ; and detailed 
blood grouping showed that, Pierre could not have 
been the son of his alleged mother, although Eric 
could” have been his alleged mother’s son. The test 
eventually agreed to be conclusive was this: small 
skin grafts were exchanged between Victor and Eric, 
and these survived and behaved like ordinary “ auto- 


grafts ” of skin—i.e., like skin transplanted from one. 


part to another of the same person. On the other 
band, grafts exchanged between Victor and Pierre 
quickly became necrotic. The grafting test, designed 
`- and carried out by Sir Archibald McIndoe,” proved 
that Eric and Victor were identical twins. It did not 
éxclude the possibility that Victor and Pierre were 
ordinary twins or brothers, but the blood-grouping 
tesf had' done that much beforehand. The confusion 
was then sorted out, and the story ended happily. 
The principle made use of in this test is now well 
understood. Skin grafts cannot be transplanted with 
permanent success between human. beings of ordinary 
genetic disparity—which means, in effect, between 
other than identical twins. For permanent grafting 
“ the plastic surgeon is therefore obliged to cover a 
skin defect by using skin taken from elsewhere on 
his patient’s body. The skin used for grafting is 


either cut so thin that its donor area can heal within ` 


a week or two by the upgrowth of.epithelium from 
the truncated hair follicles ; or, if the graft is thick, 


its donor area is resurfaced by a thin graft cut from 


elsewhere: The use of identical twins as skin donors 
cannot but be rare, since only one patient in about 
350 can be expected to have such a twin; but it has 
once happened. A young French soldier with severe 
and extensive phosphorus burns of his legs was alleged 
to have been seen walking round the hospital in splen- 
did health shortly after a preliminary autografting 
operation. It was his identical twin who had been 
seen, and his skin was used by Converse and Duchet* 
to complete his brother’s grafting operation with com- 
plete and permanent success. Cattle, it should be 
said, are more privileged or less exacting than human 
beings, for skin can be exchanged with permanent 
success between non-identical cattle twins, even when 
they are of different sex.‘ This anomalous tolerance 
to each'other’s tissue is the consequence of their nor- 
mally having a confluent foetal blood supply, which 
incidentally gives them identical blood groups as 
well." 

Tissue transplanted from one individual to another 
of the same species is said to constitute a “ homo- 
graft.” ` Skin homografts are by no means altogether 
useless ; they are quite widely employed for tempo- 
rary repair (particularly of badly burnt children) in the 
full recognition of their being destroyed within about 
a month of -transplantation and quite often sooner. 
Their purpose is to tide the enfeebled patient over 
the dangerous period that follows extensive skin loss, 
on the principle that the best'dressing for an area of 
skin loss is skin itself. (Not everyone believes that 


skin homografts always fail, but this is due to an’ 


understandable confusion between the survival of 
living foreign cells and the endurance of the more 
resistant fibrous skeleton of the corium of the graft. 
The corium may sometimes be overgrown by the 
patient’s own epithelium and infiltrated anew by his 
blood vessels in such a way ‘as to give a fairly life- 
like imitation, of a truly surviving graft.) 

A method of treatment that made possible the 
prolonged or indefinite survival of skin transplanted 
from one person to another might obviously be of 
considerable clinical value, particularly in wartime. 


1 Franceschetti, A., Bamatter, F., and Klein, D., Bull. schweiz. Akad. ‘med. 
Wiss , 1948, 4, 433, 

t Mclndoo, A., and Franceschetti, A., Brit J. plast. Surg., 1950, 2, 283. 

3 Plast. reconstr. Surg , 1947, 2, 342. 
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Visitors to the National Research Council’s recent 
symposium on burns at Washington will have heard 
favourable, if inconclusive, reports on the ‘use of 
A.C.T.H. for such a purpose, and M» J. Whitelaw 
has lately published a suggestive case history.’ Sub- 
sequent discussion of the value of A.C.T.Hhas been 
critical in tone, and the life of a homograft trans- 
planted to a patient described by Baxter, Schiller, 
and Whiteside’ was not prolonged by its administra- 
tion. Billingham, Krohn, and Medawar, writing in 
this issue, have now shown that the administration 
of cortisone in 10 mg. daily doses prolongs the life 
of skin homografts in rabbits by a factor of three or 
four. By deliberately choosing to exchange skin 
between rabbits of wide genetic disparity they made 
the test particularly exacting. Skin homografts trans- 
. planted to untreated rabbits survived about a week 
before the last of the transplanted cells was finally 
destroyed, but those grafted to cortisone-treated 
rabbits Jasted three or four weeks or even longer. 
The administration of cortisone was not without 
secondary surgical disadvantages. The primary heal- 
ing of the grafts was somewhat. impaired ; but in 
the human being, in whom the reaction against foreign 
. skin is slower of progress, they believe that this could 
be got round by giving the grafts a few days to 
heal soundly ‘before the administration of cortisone 
began. Cortisone treatment did not significantly 
prolong the life of homografts on rabbits that had 
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already been inimunized by an earlier grafting of skin ` 


from the same donor, and the authors therefore argue 
that cortisone inhibits the systemic development of 
the immune state rather than its local fulfilment in 
the graft. But, whatever its mechanism may be, corti- 
sone does indeed greatly prolong the life of homo- 
grafts in rabbits. Whether it will do as much for the 
human being has yet to be seen. It should be added 
that the clinical use of skin homografts does not 
depend upon a donor’s presenting himself when 
an emergency arises, for skin can for many weeks 
be stored alive, or in “suspended animation,” by 
methods hardly more elaborate than putting it into 
an ordinary refrigerator.® j 

What is the mechanism by which, in the ordinary 
course of events, skin homografts are inevitably 
destroyed ? Gibson and Medawar’ and. Medawar”? 
have shown that homografts are not set upon at once ; 
they behave at first in a manner indistinguishable 
from that of autografts. Thereafter their survival 
time depends upon the quantity of skin that has been 
grafted—the more that is grafted, the shorter the time 
it lives—and, of course, upon the genetical relation- 
ship between the donor and the recipient. The life 
of homografts transplanted to a recipient that has 


. 


1193 


Barn 
MEDICAL JOURNAL 





already reacted against homografts from the same 
donor is very much curtailed. For these and other | 
reasons it has been argued that resistance to foreign 
skin depends upon an actively acquired. immunity 
similar in broad outline to that provoked by more 
remotely foreign cells liké bacteria. “This general 
interpretation has been supported by the recent work 
of Dempster, Lennox, and Boag,”! who find that the 
x-irradiation of rabbits prolongs the life of skin homo- 
grafts—i.e., weakens the immunity reaction they pro- 
voke—in a manner closely analogous to its depres- 
sion of the cldssical’antibody response.** Antibodies 
to skin homografts have nevertheless not yet been 
revealed by reactions in vitro. Medawar' found that 
skin-explants from a donor rabbit could be cultivated 
with complete success in a medium composed of 
serum and tissue extracts from a highly immunized 
recipient, even when the explants were glued by 
means of clotted. plasma to, for example, lymphoid 
tissue from the recipient.: ‘Tests in vivo have given 
more positive results; protective antibodies were 
shown by Gorer to be formed in response to 
grafts of leukaemic cells in mice, and Woodruff 
and Forman" have lately shown that serum from 
rats immunized by skin homografts caused a tran- 
sient lymphopenia when injected into theit respective 
donors—a result that might have been due to the 
formation of iso-antibodies, because leucocytes and 
skin epithelium are known to share antigens ‘in 
common. It is possible -that the subtle in vitro 
tests that have been developed since the- discovery 
of incomplete and conglutinating antibodies will help 
to reveal the mechanism of immunity to transplanted 
skin. Gorer, who has long maintained that immunity 
to tumour homografts ‘is essentially similar to that 
provoked by normal tissues, has demonstrated an 
overlap between the antigens of red cells and of trans- 
planted tumours in mice,’* and has been able to 
reveal the former not only by classical agglutination 
methods but also, more sensitively, by the congluti- 
nation test. Much still remains to be done, however, 
to translate tissue immunity from the biological to 


. the test-tube level of analysis. The whole problem 


_is a challenge to the ingenuity of biologists and clini- 


cians—not only as it relates to skin, cartilage, nerve, 
and bone, but to the ductless glands as well, in which | 
purely endocrinological influences (such as those 
embodied in Halsted’s Law) are superimposed upon 
and may greatly modify the ordinary immunological 
response. Whether it is-useful, proper, or expedient 
to re-equip one human being with tissue derived from 
another. is a question that. admits -of no general 
answer ; but that it will one day be possible can now 
hardly be in doubt. 7 ` 
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MALIGNANT DISEASE OF THE THYROID 
: : GLAND _ à 


Two studies of malignant disease of the thyroid gland 
have recently been published. Rouallet has examined 
the records of 100 consecutive cases seen at St. Bar- 
tholomew’s and its sector hospitals between 1931 and 
1948, and Hare and Salzman,’ of the Lahey Clinic, 
have followed 198 cases diagnosed before 1936. 
Thyroid malignancy is rare outside endemic goitre 
` regions, accounting for some 300 deaths annually in 
England and Wales, compared with nearly. 8,000 
deaths from mammary carcinoma. It is therefore 
unusual for any one surgeon to assemble a ‘sufficiently 
large personal series to enable him to build a picture 
of the disease in all its aspects. In general there iš 
close agreement between the British and American 
experience, although allowances have to be made for 
differences in composition of the two series and in 
the methods of recording employed. _Thus women 
-are three times as numerous as men in the British 
series and six times as numerous in the American 
series. In the British series 53% of patients were 
known to have had thyroid swellings from 2 to more 
than 20 years before operation—malignancy having 


apparently developed de novo in the remainder— 


whereas the malignant growth is described as having 
arisen in a pre-existing tumour in every American 
case. Roualle classified his patients according to 
clinical as well as pathological findings, the essen- 
tial clinical factor beiñg the presence or absence of 
clinical suspicion of malignancy before operation. As 
in other series, the best results were obtained in cases 
in which malignancy was unexpectedly revealed by 
histological examination of an apparently localized 
and benign adenoma. Fifteen per cent. of Roualle’s 
patients were of this type, and in a further 24% com- 
plete’ excision was possible in spite of pre-operative 
suspicion of malignancy on clinical grounds. These 
considerations are unfortunately omitted from the 
American report, though it seems that all the cases 
were operable, and malignancy was unsuspected in 
every case of “adenoma with invasion” (49 cases) 
and in an unstated. number of other types. In 
Roualle’s series 30 cases were inoperable, either on 
surgical grounds or because of the presence of distant 
metastases. The American series contained a higher 
proportion of the more slowly growing papillary 
growths. Since Roualle’s series includes cases oper- 
ated on as late as 1948, he does not attempt to record 
20-year survivals. When all these factors are taken 
into account it is not surprising that the American 
results include a higher proportion of long survivals : 








1 Ann róp: Coll Surg. Engl., 1950, T, 67 
2 Amer. J. Roentgenol, 1950, 83, 881. 
3 Lancel, 1949, 2, 979. 
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there were 5% of 20-year survivals and 14%, 40%, 
and 57% respectively of 15-, 10-, and 5-year sur- 
vivals. In the smaller British series 33% survived 
for 10 years or more and 52% for 5 years. i 

The prognosis of thyroid carcinoma varies with 
pathological findings. Undifferentiated growths, which 
often arise in long-standing tumours in elderly women 
and were often mistaken for sarcomas in the past, are 
by common consent the most malignant. They infil- — 
trate extensively and- metastasize widely, respond. 
poorly to radiotherapy, or else recur rapidly. Never- 
theless 8 of 39 cases in the American series sur- 
vived 5 years, 3 of them 10 years. Papillary growths, 
which are found more often in younger patients, often 
grow slowly and form metastases late in local lymph- 
nodes, where they were formerly regarded as “ lateral 
aberrant thyroids.” They are radio-sensitive, and 
survival figures are good: in.both series 80% of these 
cases survived 5 years, and 60% survived 10 years, 
and out of 86 cases in the American series 23% and 
7% survived 15 and 20 years respectively. Alveolar 
growths, which tend to invade small veins, give rise to 
blood-borne metastases more readily, sometimes while 
still confined within the capsule and arousing no ‘sus- 
picion of malignancy (Cohnheim’s “ benign metasta- 
sizing goitre”). In both series 60% of these cases 
survived 5 years, and rather more than half of these 
survivors were alive after 10 years. Even the presence 
of regional and distant metastases is often compatible 
with survival for many years. j aes 

The origin of so many thyroid carcinomas in pre- 
existing tumours raises the all-important question 
of when to excise apparently innocent nodules as 
a prophylactic measure. As Roualle points out, ex- 
cision of every goitre in this country would necessitate 
several hundred thousand operations, as a result of 
which just over half of the 300 annual deaths from 
malignant thyroid growths would be averted. Clearly 
some kind of selection is necessary, and there is 
general agreement that it is the solitary nodule, 
especially in young persons, which should be regarded 
as dangerous. Hare and Salzman found that 10% 
of single thyroid nodules operated upon were malig- 
nant, which they believe justifies excision of all single 
tumours, a conclusion also reached by Roualle and 
by Branson and Houston,* who add that “it may 
require a good deal of moral courage on the part of 
the general practitioner to persuade a patient with a 
small nodule in the thyroid gland, which may have 
been present for many months without causing symp- 
toms, to submit to operation.” Most surgeons would 
agree with this view, and in these days of improved 
operative and anaesthetic technique fewer patients 
may be expected to decline the offer of having a 
potentially dangerous thyroid nodule removed. 
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ANTIBODIES AND THE FOETUS `- 

For more than half a century arguments have raged 
over the method by which the baby develops its immu- 
nity: Elsewhere in this issue Dr. H. J. Parish describes, 
much of the recent work on the transmission of anti- 
bodies. Originally these were thought’ to be too large 
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to pass the undamaged placenta, but in. 1907, from the . 


-results of animal experiments, Lochead!: was able to 
deny this and postulate some secretory mechanism 
dependent upon living cells. Nevertheless for many 
~years afterwards a theory of simple filtration held 
sway, and it is not surprising that this mechanism was 
related to the number of cell layers which separate 
maternal and foetal -blood, thanks to the comparative 
studies of Grosser? and, much later, Mossman.*¢ 
Recently, however, the passage of antibodies across 
the placenta has been carefully studied; and the theory 
of filtration is once more open to doubt. Among’ the 
Many puzzling facts not explained by simple filtration 
are findings of antibody concentrations in the newborn 
greater than those in the mother.*-’ These observa- 
tions fit well with the high values for gamma globulin 
in the.serum of newborn babies.* The filtration con- 
ception fails also to account for the selection observed 
by Timmerman,’ who found that typhoid H agglutinins 
reached the baby during pregnancy, whereas O did not. 
It was a significant finding, too, that in colostrum O 
agglutinins were of higher ‘titre than H. 

At the same time the view that transmission of anti- 
bodies is a vital process akin to secretion is upheld by 
the most recent work on animals. Using delightfully 
ingenious techniques in a series of experiments in 
rabbits, Brambell and his colleagues!*1!2 have care- 
fully traced the route-taken by antibodies. They have 
proved conclusively that antibodies pass from the 
maternal blood stream into the uterine cavity and 
through the yolk-sac splanchnopleure into the vitelline 
vessels of the embryo rabbit. They have further shown 
that not-only is the placenta impermeable to antibodies 


_ and so is bypassed, but that antibodies reach the foetal 


circulation before the placenta is even formed. This 
work from Bangor casts the very greatest doubts upon 
any filtration mechanism; since it makes clear that the- 
simplest placenta of all, that of the rabbit—where only 
one cell layer separates maternal from foetal blood— 
is impermeable to antibodies. Caution is of course 


. necessary in translating these results in terms of humans, 


for, as Brambell points out, the yolk sac could not serve 
as.a route in man as it does in rabbits. In their latest 
communication to the Royal Society, Brambell and his 
colleagues show that antibodies could be detected in- 
the amniotic fluid and foetal stomachs when the doe 
rabbit had received injections of immune serum. It is 


1 Trans. Edinb. obstet. Soc., 1907, 33, 120. 
3 Vergleichende anatomie und Entwicklungsgeschichte der Eshaute und der 
mit besonderer Berucksichtigung des Menschen, 1909, Vienna. 
‘Cont E Cornea Instn, 1937, 28, 129 à 
‘ontr, - Carneg. Instn, > . 
K.J., Lancet, 1949, 2, 324, 
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¢ Murray, J., Calman, R. ML, and Lepine, A., ibid., 1950, 2 14. ` 

7 L.M., and Barnet, F. M., J. Path, Bact , 1952, 46. 183. 

8 worth, G., Curtis, R. ML; and Pembroke, R. H., fun, J. clin. 
Invest, 1945, 24, 

9 Z. ImmunForsch., 1931, 70, 388. 

18 Proc. rov. Soc. B, 1948, 135, 390. | 

11 Ibid., 1949, 136, 131. - 

18 Ibid., 1950, 137, 239. . 
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‘interesting that the foetal rabbit stomachs concentrated 
the antibodies very greatly, but, oddly enough, no 
absorption into the foetal circulation from the stomach 
occurred. i i 

While it is idle to speculate on the actual route taken , 
“by antibodies in man, the possibility remains that 
absorption through the stomach may take place: per- 
haps we drink our early immimity in utero, just as the - 
ungulates do theirs after birth. There is, on the other 
hand, the theory.that the human baby makes its own 
antibodies from “altered” amino-acid groupings pro- 
vided by the mother.!*~ Both these conceptions would 
account for the known facts. J 


- METRIC SYSTEM IN MEDICINE 
The Committee on Weights and Measures -Legislation, 
whose report has recently been published,! has wisely 
recommended that weights ánd measures in medicine 
and pharmacy should be given entirely ın the metric 
system. The much simpler calculations that the metric 
system allows have long made this change desirable’; the 
urgent, necessity for it is obvious now that so many 
remedies are synthetic chemical products marketed in 
doses measured in the metric system. The absurd’ 
anomaly of Having to prescribe in two different systems 
of measurements taxes the physician’s memory, and the 
use of easily mistaken hieroglyphics in the apothecaries’ 
system has its dangers, as a medico-legal case reported 
this week at page 1210 shows. For some time now 
this Journal has given the metric equivalents of other 
measurements. i 

The Pharmaceutical Society in its evidence to the 
committee pointed out that its members must work in 
three systems—the avoirdupois, the metric, and the 
apothecaries’. It considered that some’ simplification 
is necessary in the interests of human life and welfare 
because of the present inconvenience and possibility 
of confusion. For many years the Society and the 
British Pharmacopoeia Commission have advocated that 
the medical and pharmaceutical professions should work 
in the metric system only.. Evidence submitted by the 
B.M.A. stated that the medical profession is probably 
in favour of using the metric system, but that so far 
as prescribing is concerned abolition of the use of the 
apothecaries’ system would cause what would almost | 
amount to hardship to the middle and older generations 
of doctors. This objection seems to be met by the com- 
mittee’s recommendation that there should be a transi- 
tion period of five years. The committee thought that 
a longer time, such as 20 years, would merely spread 
out the period of inconvenience, and that the medical 
and pharmaceutical professions should be able to sur- 
mount the difficulties satisfactorily and far more quickly 
by the combined efforts of all their members. 

The report therefore recommends that the Govern- 
ment should invite the medical and pharmaceutical pro- 
fessions to collaborate in the adoption of the metric 
system at the end of the five years and that the 
Government should use its own direct influence to 


of the Committee on Weights and Measures Legislation. (Board 
: HMSO. 
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“achieve this sensible and worthwhile goal.” In con- 
. junction with these arrangements the apothecaries’ units 
used in medicine would cease to be lawful at the end 
of the five-year period, and the hieroglyphic symbols 
would no longer be recognized as lawful abbreviations, 
Discussing the whole field of weights and measures, 
the committee wishes to see the imperial system eventu- 
ally replaced by thé metric and advocates a decimal 
coinage. It’recognizes that the abolition of the imperial 
system is “contentious in the extreme” and is aware of 
“the element of human inertia.” The medical ‘profes- 
sion would surely be failing in its duty if it gave way 
to inertia, There is probably little danger of that, for 
the laboratories where the new synthetic drugs are pre- 
pared necessarily work in the metric system and must 
impart some momentum to our profession. But more 
_ than passive acquiescence is needed in view of this com- 
mittee’s report, and it is to be hoped that the medical 
profession will study its recommendations and investi- 
gate how they.may soon be fulfilled. It is not often that 
a Government report is as courageous as this one, and 
rarely so contentious. The committee is to be congratu- 
lated on recommending a thoroughly sound scheme. 


‘ 


A DANGER OF THE NEWER ANTIBIOTICS 


The Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association is now requiring! a warning 
statement to be added to the label of bottles of aureo- 
mycin, chloramphenicol, and terramycin, pointing out | 
that when susceptible bacteria are suppressed by these 
drugs Monilia (Candida) and-other yeast-like organisms 


“ may appear. It is well recognized that these antibiotics,” 


_ and also penicillin if given in large doses or applied 
Jocally, may transform the flora of the mouth, with or 
without resulting symptoms. Candida albicans is highly 
fesistant to all antibiotics in use as chemotherapeutic 
agents, and as one of the organisms which survive and 
multiply .in the mouth when they are administered : 
the development of frank thrush has sometimes been 
observed. Smce the newer antibiotics, unlike penicillin, 
also affect the flora of the lower bowel, the same or 
similar organisms have been found in markedly in- 
creased numbers in the faeces, although there seems to 
be no evidence that they cause any lesion in the bowel. 
Thus, so far as the alimentary tract is concerned, this 
is a well-known effect and not one which need usually 
cause any serious alarm, although a severe stomatitis 
may occasionally call for interruption of treatment. 
It appears, however, that other parts of the body 
may become involved, since the statement continues : 
“... If this replacement occurs in a lung abscess, 
bronchiectatic cavity or in certain other lesions, a con- 
dition is created which ‘may be unfavourable for the 
patient. Deaths from pulmonary moniliasis following 
therapy with the new antibiotics are known. Also in- 
_ stances of cutaneous moniliasis mistaken for sensitivity 
have been noted when the newer antibiotics were used 
in the treatment of disease.” Presumably this statement 








_ id. Amer, med. As., 1951, 145, 1267. 
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will not necessarily appear on packages of these drugs 
manufactured in Britain, and the profession may there- 
fore like to know that it has been thought necessary to 
issue such a warning in the U.S.A. The much more 
extensive use of these drugs generally in America has 
evidently brought to light complications with which 
we are still unfamiliar. Skin infections with Candida 
(Monilia) need cause confusion only if they imitate re- 
actions of hypersensitivity, but pulmonary moniliasis is 
a much more serious matter, and it would be interesting 
to know in what circumstances it has-been seen “to 
develop and what evidence there is that it has actually 
caused death. Although it is not uncommon to find 
Candida in sputum—and demonstrable bronchial lesions 
may occasionally be caused by it—infection of the lung 
itself is very rare, and usually secondary to some other 
condition such as tuberculosis or new growth. 


PUBLIC HEALTH SALARIES 


The Industrial Court has now given its award on the 
matters referred back to it for decision, and the results 
will probably cause satisfaction in the public health 
service. A teport of the award appears at page 209 of 
the Supplement. After the Court gave its first award? 
it referred back certain matters for negotiation between 
the staff and management sides of Whitley Committee C 
(public health). These were the terms ‘and salaries of 
deputy medical officers of health, divisional or area 
medical officers, and medical officers holding mixed 
‘appointments. The two sides of the Whitley Com- 
mittee failed to agree, and they therefore invoked the 
aid of the Industrial Court for decision. 

The most important feature of the award is that medi- 
cal men and women in the public health service will be 
paid in accordance with scales that are designed specifi- 
cally for them, and not on scales linked with those on 
which laymen are paid. The management side wanted 
a system of grading introduced which derived from 
salary scales paid to lay officials employed by local 
authorities. The staff side contended that the local 
authorities’ proposals would lead to “ subjective ” judg- 
ment on what doctors should be paid, that they were not 
designed specifically for medical officers, and that they 
would not fit.into the framework established by the main 
award. 

The Court agreed that the salaries of deputy medical 
officers should be linked to those of the doctors for 
whom they deputized—namely, medical officers of 
starting salary which is 
664% of the minimum scale adopted by the employ- 
ing authority for the post of medical officer of health, 
with annual increments equivalent to those of the 
M.O.H. Divisional or area medical officers have their 
own scale of salaries rising from £1,250 a year by annual 
increments of £50 to £1,650, with additions ranging from 
£50 upwards to be paid in accordance with the popula- 
tion of the division. Medical officers with mixed. 
appointments are to receive for their salary relating 





1 British Medical Journal Supplement, 1950, 2,255. ` 
\ ` 


\ 


1 


May 26, 1951 


PUBLIC HEALTH SALARIÉS 


1197 


Barrau 
MEDICAL JOURNAL 





to county council work the appropriate proportion (cal- 
culated in accordance with the Spens formula for con- 
sultants) of their salary as assistant medical officers, or 
divisional or area medical officers, as the case may be, 
plus the appropriate proportion of the salary fixed for 
county district medical officers of health under the pre- 
vious award and a similar proportion of £100. 


The case presented to the Industrial Court has been a, 
long and intricate one, and the medical officers’ repre- ' 


sentatives have argued it compellingly. Much praise is 
due to them for the success that has attended their work. 
These awards should constitute a charter—open to 
revision by negotiation through Whitley machinery— 
for medical officers in the public health service, and 
ensure that their unique place in the country’s public 
services is rewarded by scales of pay specifically 
designed for them. i 


N 


SOCIAL MEDICINE 


For better or for worse the universities—or at least 
“many of them—are now committed to social medicine. 
It is too early to attempt an objective assessment of 
what has been achieved, and the thoughtful observer may 
still be in two minds about whether discussion of recent 
advances in social medicine is to be regarded as encour- 
aging evidence of progress or as an example of whistling 
to keep up one’s spirits. Yet time passes quickly, and 
_ the publication of A Report on the Work of*the Insti- 
tute of Social Medicine, Oxford, 1943-50, as well as the 
sixth annual report (for the year 1950), comes as a 
reminder that it is over seven years since the late Pro- 
fessor J. A. ‘Ryle left the Regius Chair of Physic at 
Cambridge to become the first head of the first depart- 
ment. Academic social medicine, in the sense in which 
it is understood in Great Britain, started in Oxford. It 
did not end there. Nevertheless there are two reasons 
why the achievement of the Oxford school could not 
fail to have a special significance: the first was the 
fact, surprising enough, that this promising if hazardous 
adventure was launched by the most ancient of our 
universities ; the second was the unusual distinction as 
a clinician of its first chief. 

As a site for social medicine Oxford would not have 
been everyone’s first choice ; indeed, from the point of 
view of the research worker its only conspicuous assets 
were the Bodleian and the Morris works. Perhaps it 
is easter for old institutions to take the patient view that 
new enterprises should be approached on the principle 
that the 80% which is error is worth tolerating for the 
20% which is sense. As to teaching, there were also 
difficulties, for the number of students doing clinical 


training was small. In any case it was evident from ` 


the beginning that the Institute would be judged mainly 
by its achievement in research. Š 

It ıs not easy to asséss the merits of the numerous 
papers which have appeared from the department during 
the seven years of its existence. Nor would it be reason- 
able after doing so to pass judgment on the Institute, 
much less on social medicine. For if the evidence at 
this point seems inconclusive it should be remembered 
that it is also incomplete. Few professors who have 


had the experience of starting a new department in a 


medical faculty would doubt that it takes at least five 


years to get under way—to find facilities, money, and 
(most important of all) suitable staff. The professor of 
social medicine is confronted with yet another difficulty 
peculiar to his subject. His research depends very 
largely on local opportunities for field inquiry, and, un- 
like his colleague in the laboratory who may bring with 
him his animals and his unfinished papers, he must 
find new ‘problems or adapt old problems to new 
opportunities. i 

To-day there are many departments of Social medi- 
cine, and in time no doubt they will write many 
papers. Inevitably some will be bad papers; yet if 
even a few of them introduce to medica] research. 
methods which are both novel and fruitful the game 
will most decidedly have been worth the candle. The 
alchemists did not transmute base metal into gold, but 
in attempting to do so they launched the science of 
chemistry. The day may come when it will occasion 
less surprise to recall that a man left a regius chair of 
medicine to become the first head of the first department. 


THE HASTINGS MEMORIAL FESTIVAL 


Doctors visiting Worcester on Wednesday, May 30, for 
the Sir Charles Hastings Memorial Festival will enjoy 
an interesting occasion and receive a cordial welcome - 
from members of the Worcester and Bromsgrove Divi- 
sion of the B.M.A. Hospitality in Worcester on the 
Tuesday or Wednesday night is offered, and any doctor 
who would like to accept it should write without delay 
to Dr. C. Mackie, The Lower House, Stourport. The 
celebrations honouring” the founder of the B.M.A. will 
begin with a memorial service in the cathedral, to be 
conducted by the Bishop of Worcester. Lunch follows 
(tickets 1 guinea, from Dr. M. P. Martin, 109, Laugherne _ 
Road, Worcéster), and then Dr. W. H. McMenemey will 
deliver the first Sir Charles Hastings Memorial Lecture 
at 3 pm. Tea will be provided, and some relics of 
Sir Charles Hastings will be on view at the Worcester 
Royal Infirmary. The full programme appeared in the 
Supplement of May 19 (p. 207). The festival promises 
to be a fitting celebration of the work of a most unusual 
man. Spending his whole working life in the provinces 
at a time when the capital cities exerted a much stronger 
attraction on men of outstanding ability than they do 
to-day, Hastings came both to excel in the practice of 
medicine and to display great administrative gifts. The 
organizers of this festival are hoping for a large atten- 
dance ; the occasion is worthy of it. 


The Festival Scientific Meeting, jointly organized by 
the Royal Society of Medicine and the B.M.A., will be 
opened on June 4 at the Barnes Hall, Royal Society 
of Medicine, 1; Wimpole Street, London, W.1. The 
opening ceremony will be performed at 2 p.m. by the 
Rt. Hon. the Earl of Athlone, K.G., Chancellor of the - 
University of London, accompanied by H.R.H. the 
Princess Alice, G:C.V.O., Chancellor of the University 
College of West Indies. 


. 
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REFRESHER COURSE FOR GENERAL PRA CTITIONERS 
INFECTIVE HEPATITIS 


a 


BY 


L. E. GLYNN, M.D. M.R.CP. 
Director of Pathology, Canadian Red Cross Memorial Hospital, Taplow 
~ 


It is now generally accepted that infective hepatitis is an 


infectious disease due to a virus. The condition desig-’ 


nated “ catarrhal jaundice ” since the time when Virchow 
described a plug of mucus obstructing the lower end of 
the common bile duct in a fatal case is now recognized 
as being identical with infective hepatitis. 
necropsy studies; in many cases conforming exactly to 
the clinical picture of catarrhal jaundice, have shown 
without doubt that the underlying lesion is a hepatitis 
with necrosis of liver cells, especially in the centrilobular 
zones, disruption of the liver cell columns, and consider- 
able cellular infiltration mainly in the portal tracts. 

A closely related disease, apparently identical in its 
clinical and pathological manifestations, is known to 
follow the injection of blood or serum from certain 
donors. This condition, known as homologous serum 
jaundice, has a longer incubation period than ordinary 
infective hepatitis—50-140 days compared with 25-36 
days—and often has a more severe clinical course and 
a somewhat worse prognosis. - 


~ 
- 


Epidemiology 

In civilian practice large epidemics are rare, though 
apparently isolated cases and small epidemics are by 
no means uncommon. Conditions in war, however, 
especially among the armed Forces, seem to provide 
ideal conditions for epidemic spread, and in both the 
recent world wars epidemics of crippling proportions 
occurred, particularly in the Mediterranean theatres. - - 

Extensive epidemiological studies have suggested two 

. possible routes of infection—by droplet inhalation from 

infected pharyngeal secretions, or by ingestion of con- 
taminated food or water. The ability to transmit the 
disease to human volunteers by spraying the throat with 
nasopharyngeal washings provides confirmatory evidence 
for droplet infection. On the other hand F. O. 
MacCallum found in some cases that nasopharyngeal 
washings were not infectious, but he succeeded in trans- 
mitting the disease with faeces givenin capsules. These 
observations suggest that transmission by ingestion of 
faecal contaminated material is a distinct possibility, 
since the virus is shown to be present in faeces. The 
discordant results of different epidemiologists may 
perhaps be explained by strain variations in different 
epidemics, some being excreted into the nasopharyngeal 
secretions and giving rise to droplet infections, while in 
others excretion is mainly via the faeces, transmission in 
such epidemics being mainly by ingestion. For adequate 
epidemic control both routes of infection should be anti- 
cipated and prevented so far as is possible. 

Owing to the minute quantity of blood or serum that 
may convey homologous serum jaundice, the most strin- 
gent aseptic precautions must be taken to prevent large 
outbreaks of this type of hepatitis. The use of one 
syringe and a different needle for each subject in a series 
of mass injections of any kind has been shown to be 
inadequate to prevent cross-infection. The only sure 
technique in such cases is to provide a heat-sterilized 


Biopsy and. 


needle and syringe for each subject. Owıng to the great 
mcrease in the number of blood and plasma transfusions, 
cases of homologous serum jaundice must be expected 
to arise fairly often until some satisfactory means of 
sterilizing the blood and plasma is developed ; ultra- 
violet irradiation has unfortunately been found un- 
reliable. ; 
Symptomatology 


It is convenient to consider the clinical manifestations 
in two stages determined by the appearance of jaundice. 


Pre-icteric Stage 


In almost every case the appearance of jaundice is 
preceded by a prodromal phase characterized by gastro- 
intestinal symptoms, particularly nausea and loss of 
appetite. Fever is often present with its usual accom- 
panıments of headache, malaise, and some general aches 
and pains. It is rarely severe, though in some cases it 
dominates the prodromal picture. In most cases the 
temperature falls with the appearance of jaundice some 
one to six days after the onset of symptoms. In some 
cases, however, fever persists for a few days with the 
jaundice. In a small proportion of cases a period of 
several days of normal temperature and comparative 
well-being may intervene between the prodrome and the 
appearance of jaundice, which in these cases is usually 
accompanied by a recurrence of the fever for a few days. 

The most characteristic and suggestive features at this 
stage are upper abdominal pain, usually on the right side, 
and loss of appetite associated with nausea. Vomiting 
and diarrhoea also occur in about one-fifth of the cases 
and may result in dehydration. Physical signs are not 
very helpful. The liver may be enlarged and tender and 
the spleen just palpable, but the incidence of spleno- 
megaly varies considerably in different epidemics. A 
useful sign is the development of an acute epigastric 
pain on sharply punching the lower ribs in the right 
axillary line. ; 

Icteric Stage 

The appearance of jaundice is usually accompanied 
by some improvement in the subjective well-being of the 
patient. In severe cases the jaundice.is frankly obstruc- 
tive, the stools are clay-coloured, and constipation is 
troublesome. In mild cases the stools may remain 
normal in colour, but in every case the obstructive 
nature of the jaundice declares itself by the appearance 
of bile pigment in the urine. 

Nearly all cases run a benign course, the jaundice and 
symptoms gradually subsiding in one to three weeks. 
When the jaundice has completely cleared and the 
patient is becoming convalescent there is a well- 
recognized tendency to relapse and the reappearance of 
the jaundice. These patients usually make a complete 
recovery after a-further period of rest in bed. A more 
serious variation from the usual course is for the jaun- 
dice to persist for several weeks or months. This is 
often associated with progressive and permanent liver 
damage, culminating in hepatic cirrhosis. This sequence 
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of events occurs in about 0.5 to 1% of cases. A some- 
what greater proportion, some 1-2%, after making an 
. apparently complete recovery, relapse some months 
later. The clinical course in relapse tends to be more 
severe than in the first attack, and permanent sequelae 
are probably more frequent. - 

. The most serious, and often fatal, deviation from the 
common benign course is the onset of acute yellow 
atrophy. This complication is usually heralded by 
evidence of cerebral disturbance with delirium subse- 
quently declining into coma and often followed by death. 
Reduction in the area of hepatic dullness is commonly 
described, and sometimes the appearance of a haemor- 
rhagic tendency, with bleeding particularly from the 
mucous membranes. These most serious symptoms are 


strongly suggestive of massive hepatic necrosis, and call, 


for strenuous therapeutic measures if death is to be 
averted? g 
Differential Diagnosis 

In the midst of an epidemic diagnosis in the icteric 
phase is fairly obvious. In the pre-icteric phase the 
diagnostic problem is that of pyrexia of unknown origin. 
At this stage the pronounced loss of appetite, abdominal 
pain and tenderness in the right upper quadrant, and the 
appearance of urobilin in the urine are points of greatest 
significance. 

Once jaundice has appeared the chief problem of the 
physician is to distinguish infective hepatitis from other 
causes of jaundice associated with biliuria. Toxic 
jaundice resulting from exposure to liver poisons such 
as carbon tetrachloride or T.N.T. can usually be 
excluded on the history. Weil’s disease, or spirochaetal 
jaundice, is usually associated with a rat-infected 
environment ; and, clinically, severe conjunctival injec- 
tion, herpes labialis, and albuminuria are characteristic. 
Moreover, excellent laboratory diagnostic methods are 
available—namely, the isolation of the causative spiro- 
chaete from the blood or urine in the early stages, and 
the serum-agglutination tests later on. Infectious mono- 
nucleosis, or glandular fever, may also be associated with 
jaundice-and a clinical picture much like that of infective 
hepatitis. A blood coupt is not very helpful, as a 
moderate lymphocytosis and mononucleosis is also com- 
mon in hepatitis. A positive Paul-Bunnell heterophil 
agglutination test will, however, readily identify the cases 
of glandular fever after the first week. 

Jaundice due to obstruction of the extrahepatic bile 
ducts may prove extremely difficult to differentiate from 
infective hepatitis, especially those cases of hepatitis in 
which the jaundice persists for more than three to four 
weeks. This differentiation between obstructive and 
parenchymal jaundice is a major. diagnostic problem, as 
the treatment of obstruction is mainly surgical and that 
of hepatitis entirely medical. It is mainly for this type of 
case that the large variety of so-called liver-function 
tests have been developed. It must, however, be 
emphasized that no single laboratory test is infallible, 
and when one considers the damage to the hepatic 
parenchyma that must inevitably result’ from several 
weeks of biliary obstruction it is hardly surprising that 
cases of biliary obstruction may show evidence by these 
tests of parenchymal change. Nevertheless their diag- 
nostic usefulness has been amply demonstrated, and 
when combined with the clinical data and history a 
correct diagnosis may be reached in well over 90% of 
cases. As most liver-function tests require adequate 
laboratory facilities, and since, moreover, surgical inter- 
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vention is required for nearly all cases of obstructive 
jaundice, it is advisable that all suspected cases of 
hepatitis that remain jaundiced for longer than one 
month should be transferred to hospital for further 
investigation. 

Prognosis 

In most cases the prognosis is excellent, complete 
recovery without sequelae occurring in over 90%. The 
immediate mortality among the otherwise healthy and 
well-nourished is approximately 0.2%. But in 1-2% 
there is chronic liver damage, with persistence of hepatic 
enlargement, slight jaundice, which waxes and wanes, 
and permanent impairment of health usually terminating 
months or years later in hepatic cirrhosis with ascites. 
Clinical evidence of chronic parenchymal damage may 
usually be found in these patients, Pulsating spider 
naevi on the face, hands, and arms and “a mottled 
erythema of the palms and soles may be seen in cases 
of either sex. In men, loss of hair on the chest, gynae- 
comastia, and testicular atrophy with loss of libido may 
also occur, while in women menstrual disturbance, 
especially menorrhagia, is not uncommon. All these 
disturbances are thought to result from an excess of 
circulating oestrogens owing to impairment of the liver’s 
normal capacity to inactivate these hormones. Slight 
oedema of the ankles, with hypoproteinaemia and 
reversal of the albumin/globulin ratios, and a moderate 
degree of anaemia, sometimes of macrocytic type, are 
also indicative of the progressive failure of the liver in 
these chronic cases. 

Certain factors seem to predispose the individual to a 
severe attack. Malnutrition is probably a major factor 
in the high mortality observed in outbreaks among the 
native populations in less well nourished communities of 
the world; mortality rates up to fifteen times those 
occurring in healthy European communities have been 
reported. Previous severe injury or burns also appear 
to affect the prognosis adversely, and were probably res- 
ponsible for the unusually high mortality rates in some 
of the published reports on Service personnel in the last 
war. Pregnancy also seems to impose considerably in- 
creased risk of acute yellow atrophy in patients with 
infective hepatitis. i 

Malnutrition, recent injury, and pregnancy all have in 
common a considerable disturbance of protein meta- 
bolism, and, in the light of recent experimental work on 
the- production of massive hepatic necrosis by diets 
deficient in protein, it has been suggested that a similar 
metabolic disturbance may be at work in these hyper- 
susceptible cases. * 

Treatment - 


There is at present no specific chemotherapeutic agent 
operative against the virus of infective hepatitis. The 
extensive epidemics of recent years, however, have pro- 
vided excellent opportunities for therapeutic trials of 
several regimes, and have resulted in considerable 
uniformity of opinion about the best methods of re- 
ducing the duration of disease and the likelihood of 
sequelae. 

Rest in bed for as long as the jaundice persists is pro- 
bably the most important of all the therapeutic measures. 
With the disappearance of bile from the urine the patient 
may be allowed to leave his bed for purposes of toilet, 
but rest in bed should otherwise be maintained until any 
hepatic enlargement and tenderness have virtually dis- 
appeared. Return to full activity should be gradual, as 
many cases relapse if this precaution is ignored. After 
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a`period of two to three weeks in bed, at Joist a fortnight 
should be allowed for convalescence. 

Recent experimental work has emphasized thei impor- 
tance of pròtein in maintaining the integrity and function 
of the liver. Fatty diets, however, haye been shown to 
enhance the toxicity of several liver poisons: There is 
therefore general agreement that the patient’s diet should 
be rich in protein and carbohydrate, but poor in fat. If, 
however, fat be too severely restricted, the meals be- 
come unpalatable. A daily diet containing 150 g. of 
protein, 350 g. of carbohydrate, and 50 g. of fat will pro- 
vide about-2,500 calories, which is ample for a’ patient 
confined to bed. As the appetite is impaired and nausea 
and vomiting are common, meals should be small but 
be given at fréquent intervals. If dehydration -occurs 
from excessive vomiting parenteral fluid and even paren- 


.teral feeding may have.to be used. 


There is little evidence that supplements of methionine, 
cystine, or choline will affect the duration of the disease 
in subjects who were previously healthy. It is, however, 
possible tbat, in the previously malnourished, supple- 
ments of the sulphur-containing amino-acids may reduce 
the mortality from acute yellow atrophy. : These are most 
conveniently given as methionine in tablet form in a 
daily dosage of 3-5 g. . ` 

Patients in whom little bile is “reaching the intestine 
may have difficulty in their absorption of fats. Such 
patients on a low-fat diet may suffer from deficiency of 
fat-soluble vitamins. This is unlikely to become mani- 
fest in acute cases, but in those in which the symptoms 
persist for several weeks vitamins A and E should be 
given, and vitamin K also if the plasma-prothrombin 
level is low. Vitamin A may be given in daily doses of 
25,000 to 50,000 units, and vitamin E in a daily dose of 
100 mg. E 

Of the water-soluble vitamins, ascorbic acid will pro- 
bably be adequate provided the diet contains, as it 
should, a reasonable amount of fresh vegetables and 
fruit. 
very intimately associated with liver metabolism. “Since 
an-imbalance of these vitamins may well result from 
supplementation with the known pure preparations, a 
cheaper and more satisfactory means of achieving the 
same end may be obtained by giving a crude liver or 
yeast extract. 

Apart from rest and careful dietary supervision, the 


treatment of infective hepatitis is largely symptomatic.’ 


Constipation, which may be troublesome, especially 


when. Very little bile is reaching the intestines, is best ’ 


dealt with by saline laxatives. If a sedative is required 


‘barbiturates and opium alkaloids ‘are best avoided, as 


their detoxication -andı excretion are largely dependent 
upon normal liver function. Chloral hydrate and paral- 
dehyde are undoubtedly the safest. + Nausea and vomit- 
ing may be very resistant to treatment, but small- meals 
and attention to the bowels are usually sufficient to avoid 
the necessity for more drastic measures. In extreme 
cases it may be necessary to feed the patient parenterally. 
Alcohol should be strictly avoided, both during the 
disease and preferably for several months afterwards. 
Relapses and remissions should be treated in the same 
way as first attacks, but return to full activity should 
be slower, as such relapses considerably increase the risk 
Pre-coma and coma re- 
quire treatment that is quite beyond that usually attain- 
able in the home. If it is thought that coma is likely to 
develop the patient ‘should be transferred to hospital as 
goon as Poss i 


The water-soluble vitamins of the-B complex are . 


. are the ancillary 


.ment in human nutrition. g 
effort has been made to raise the standard of life.of thẹ - 


PUBLIC HEALTH ON SHOW 


The ‘art or craft of exhibiting; which has been brought to 
a new high level in the Festival of Britain, is well exemplified 


- in a display which is open for this summer at the London 


School of Hygiene and Tropical Medicine. Here, super- 
imposed-on the interesting permanent museum of the school, 
on the second and third floors at Keppel Street, there 
has been arranged a display, which advertises some of the 
achievements in public health and social welfare of the last 
100 years, and particularly of the last 50. In its arrange- 
ment, in the way the story is told, it is wholly admirable. 
All the means available to the modern exhibitor'have been 
used—attractive text, catchy slogans, ‘pointed cartoons, com- 
parative photographs, telling diagrams and charts, and ingeni- 
ously designed models. Sometimes no text 1s necessary ; 


the pictures themselves are enough. In the section concerned + 


with child health, for example, two photographs are shown 
side by side. One of them is of a group of boys in a 


` Southwark school in the ‘nineties, the other of a similar 


group in the same area 50 years later. The contrast is 
impressive. It is evident that the boys in ‘the earlier picture 
are ill nourished ; they appear dull, listless, vacant in expres- 
sion ; some are obviously defective ; a number appear to be 
adenoidal, whereas in the other photograph almost all the 
boys are bright and alert, well nourished, and well clad. But 
many of the exhibits in this section take one back to an 
earlier period, when large numbers of children, especially in 
industrial areas, had no childhood—the time of W. P. Frith’s 
“Crossing. Sweeper” and Shaftesbury’s ragged schools. 
When the Great Exhibition was opened, infant -mortality 
in this country was something like 158 per 1,000 births ; in 


‘the last quinquennium it was below 40 per 1,000.’ Other 


photographs trace the evolution of welfare centres from the 
early shacks in which some of them were housed to the 
modern well-equipped building. They also tell the-story of 
the beginnings of school medical inspection and the school 
dental service. 


The National Health Service 


One large exhibit of many panels introduces us to the 


ramifications and interrelations of all that is comprised in 
the National Health Service. The chart of the services and 
administrations and how they are derived and the relation 
they bear to one another looks rather like a map of London 
underground transport. One of the panels is devoted to the 
family doctor. Here we are told that circumstances will not 
allow the general building of health centres for many years 
to come, but that there is urgent need to improve the condi- 
tions under which general medical practice is carried on. 
The encouragement of group practice, it is pointed out, 
could foster such improvement. “The family doctor is the 
basis of the National Health Service.” The work of the 
medical officer of health is also well depicted in his relation 
to the health, welfare, education, and children’s committees 
of his local authority, and photographs Hlustrate his mani- 
fold activities. Some attempt is also made to indicate the 
organization of the hospital services in a region. Then there 
services, each with its.appropriate pictures 
—the Public Health Laboratory Service, organized by the 
Medical Research Council; the immunization service, 
carried out by the local authority and family doctors; the 
transfusion service, for which regional hospital boards are 
responsible ; and, finally, mass miniature radiography. 


* Nutrition in West Africa i 
Somè experimental researches in public health are por- 


trayed with an ingenuity which fastens them on the lay, 


mind. , These include comparative studies of health and of 
ages at death of people of tropical and of temperate 
climates, and the difference which the conquest of malaria 
has made in the Tropics (Ceylon). Am~large’ section is 
devoted to setting out graphically what is called an experi- 
During’ the last few years an 
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people of Gambia, to improve their nutrition, protect them 
against disease, and at the same time strengthen their 
economy and develop self-reliant communities., A clinical 
survey made at the beginning of ‘the effort showed that a 
considerable proportion of the population showed signs 
of malnutrition. Accordingly agricultural supplies were 
improved, more land was cultivated, production methods 
stepped up, and qualitative studies of diets were made. 
Gradually, with improved farming and more food, a 
better nutritional state has developed, in particular a 
better growth pattern in the young, though a balanced 
economy and a balanced agriculture still remain to be 
achieved. 


Research Exhibits 


Other panels set out-the story of the epidemiology of the 
common cold, on the basis of a survey made among Post 
Office workers—a story which has to be continued in an 
uncertain “next.” Another exhibit shows the association 
between heavy cigarette smoking and the increased incidence 
of lung carcinoma; another depicts the experiments with 
streptomycin in tuberculosis ; yet another is called a study in 
bacterial detection—the “fingerprinting” of types of 
bacteria within the species so as to assist in tracing the 
source of epidemics. This exhibit shows the application 
of phage-typing of typhoid bacilli in field entomology. 

Then, of course, there is housing, which lends itself best 
of all to exhibition. Successive groups of photographs and 
tables and other matter suggest what an immense rehousing 
problem was created by the second world war, the phase 
of improvisation which followed, and the beginnings ‘of 
planning. The housing of the Londoner, of the people of 
smaller towns and cities, and of the countryman is displayed, 
also experiments in the housing of special classes such as 
the old and the disabled, and finally the making”: the new 
towns. It is stressed that what is called the housrdg problem 
concerns much more than the putting up of a decent shell ; 
it concerns the design of the kitchen, the bathroom, and 
other parts of the house, and the choice and disposition of 
the furniture. g 

The exhibition at the London Schoo! is not as spectacular 
as others associated with the Festival, but it comes closer 
home than most, and in its arrangement it is as ingenious 
as any. At the same time the visitor will see many interest- 
ing things ‘in the permanent collection, including material 
relating to the great pioneers in public health whose names 
are engraved around the top of the building. The exhibition 
is open to medical practitioners and students. 





a 
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The Medical Act, which reached the Stans Book m 
August, 1950, affects the University of London in several 
ways (Principal’s Report for the Year 1950~1). The General 
Medical Council now has the power not only to inspect 
medical examinations but also to visit medical schools ; the 
Council’s visits are expected to coincide with the Senate’s 
inspections. By Order in Council a medical student must 
now, following registration, serve for a short period as an 
intern in an approved hospital. The University has pre- 
pared a list of hospital posts in the four metropolitan hospital 
regions which it considers suitable for the purpose. Hither- 
to it has been possible to obtain exemption from the Internal 
First Medical Examination either through the Higher School 


Certificate Examination or by passing the corresponding ` 


external examination. The Faculty of Medicine has long 
wished to link the first and second medical courses, and 
agreement to do so has now been reached in principle. This 
causes practical difficulties of staffing and accommodation, 
and the Senate has decided to introduce the new system in 
a limited number of schools. From October, 1953, some 
medical schools will be bringing into operation the new 
integrated preclinical course, from which no exemption can 
be gained by passing another examination. The remaining 
schools will work under the old regulations until the 
difficulties in adopting the new system are overcome. 


PUBLIC EEALTH ON SHOW 
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JENNER MEMORIAL MEDAL 


PRESENTATION TO DR. J. ALISON GLOVER 


On May 18, in the presence of members and guests of the 
Section of Epidemiology and State Medicine of the Royal 
Society of Medicine, Lord Wess-JoBNSON presented the 
Jenner Memorial Medal to Dr. J. Alison Glover. The 
medal was.instituted by the Epidemiological Society of 
London (of which the Section of Epidemiology is the direct 
descendant) on the occasion of the Jenner Centenary Cele- 
brations in 1896, and is awarded for distinguished work in 
epidemiological research or for pre-eminence in the pre- 
vention and contro] of epidemic disease. Dr. Glover is the 
eleventh recipient of the medal. 


Research on Cerebrospinal Fever 


Dr. W. H. BRADLEY, President of the Section, recalled 
Dr. Glover’s outstanding contributions to the science of 
epidemiology. In 1918 Dr. Glover had applied Gordon’s 
classical work on the types of the meningococcus to the 
study of carrier rates in a community. He had shown that 
a high carrier rate denoted overcrowding and lack of 
ventilation in the community in which it was found; that 
this high carrier rate took from two to three weeks to 
develop after overcrowding had begun, and that any inter- 
current respiratory disease, by increasing the spraying 
capacity of the carrieré, was a powerful accelerator. 
Although sporadic cases of cerebrospinal fever might occur 
with any carrier rate, anything approaching an epidemic 
of cerebrospinal fever would be heralded by a warning rise 
of considerable height in the carrier rate. This work power- 
fully reinforced the opinion of military medical officers 
against overcrowding and caused the then director of 
pathology to report: “He [Glover] has been a good friend 
to the- private soldier.” Dr. Glover also did the bacterio- 
logical part of the work which enabled Clemenson to 
describe the nature of the nasal deformity which almost 
invariably characterizes the common carrier of the menin- 
gococcus. He also showed the remarkable variations in 
potency of various batches of anti-meningococcus serum 


The Rheumatic Diseases 


Dr. Glover was appointed secretary of the first rheumatism 
committee set up by the Ministry of Health, which had 
organized the successful general-practitioner inquiry into 
the incidence of rheumatic diseases among insured persons. 
The committee’s report on “ The Incidence of Rheumatic 
Diseases” was published in 1924, and there was little doubt 
that it had given the primary impetus to the formation_of 
the international league against rheumatism, and it had been 
one of the main points in the appeal for the foundation 
of the British Red Cross Clinic for Rheumatism at Picca- 
dilly Place. The report was still characterized by the 
American Committee for the Control of Rheumatism as 
being basic. 

Dr. Glover had been one of the first to describe out- 
breaks of acute rheumatism in semi-closed communities and 
to demonstrate the silent carrier-wave of haemolytic strepto- 
cocci, with the visible wave of tonsillitis preceding by 
10-14 days the individual cases of acute rheumatism in the 
outbreak. With the late Fred Griffith, Dr. Glover had 
published several papers on outbreaks of nasopharyngeal 
infections in boarding-schools and shown the importance of 
proper spacing in the control of these; he also demon- 
strated the aetiological identity of tonsillitis, pharyngitis 
with unnoticeable sore throat (febricula), and scarlet fever, 
and had associated these conditions with otitis media and 
acute rheumatism. These observations did much to lead 
Okell to the “unitarian view ” of infection by Streptococcus 
pyogenes. He had also written on infectious hepatitis, on 
dysentery, and largely on the tonsil problem. 

In all this work Dr. Glover’s concern had been for the 
sick person and had been directed towards the prevention 
of disease. That was what they would expect from such 
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a sensitive, generous, and affectionate man. In latter years 
these qualities had endeared him to an ever-increasing circle. 
As editor of the Report of the Chief Medical Officer on 
the State of the Public Health in the annual Report of the 
Ministry of Health for the past 11 years, and as editor of 
the Monthly Bulletin of the Ministry of Health and Public 
Health Laboratory Service since its first appearance in 1943, 
Dr. Glover’s kindness had brought relief to a large number 
of young and discouraged authors. 


Dr. Glover’s Reply 


In reply, and after expressing his gratitude and apprecia- 
tion. of the award of the medal, Dr. Gover said that of the 
ten previous recipients he had known seven, Two—Laveran 
and Manson—were among the immortals, their names 
graven in stone upon the frieze of the London School of 
Hygiene and yet more indelibly stamped upon the history 
‘and nomenclature of disease. Two--Power and Newsholme 
—had been distinguished epidemiologists as well as chief 
medical officers of the Local Government Board ; two were 
medical statisticians—Stevenson, the finest vital statistician 
since Farr, and Major Greenwood, the co-founder of experi- 
mental'epidemiology. Two others—McVail and Copeman— 
had rendered great services to Jennerian vaccination. Of the 
two under whom he had had the honour to serve, Sir George 
Buchanan might well be termed the father of international 
health, while Sir Shirley Murphy had not only written a 
famous textbook of public health but also, while he was 
Chief Medical Officer of the London County Council, had 
put all Londoners for ever in his debt by his influence upon 
the building by-laws. 

All these were dead, but their work survived them in many 
a classic report and standard textbook. He himself had been 
nurtured in preventive medicine by a father, a, friend of 
Lister and his early supporter in the columns of the Lancet, 
who,-as a port cholera officer, had seen the last great cholera 
epidemic here in 1854, a year when 10,000 persons died of 
cholera in England and Wales. Dr. Glover ended by paying 
tribute to the host of able friends to whom was due, he said, 
the credit for any contribution to epidemiology which -he 
had been able to make. 





ROYAL CANCER HOSPITAL 
CENTENARY CELEBRATIONS 


t 
The Royal Cancer Hospital celebrated its centenary last 
week by opening its doors:to visitors from May 15 to 18. 
At the Chester Beatty. Research Institute there was an 
impressive display of the work of scientific investigation 
which goes on side by side with the more publicized activi- 
ties of the therapeutic departments. On May 16 the chair- 
man and board of governors gave a reception at the hospital 
at which the Duchess of Gloucester was present, and on 
May 17 a dinner was held at the Hyde Park Hotel. After 
the chairman, Sir Epwarp Cripps, had read a message of 
congratulation from the King, Sir Henry Daze proposed 
the toast to the hospital. He briefly reviewed the history 
of what he called this “humanitarian enterpnse,” which 
had now become a centre of research and teaching. .Man- 
kind had perverted the benefits of science to increasingly 
horrible methods of destruction, but, by way of compensa- 
tion, medicine and physics had been able to divert to life- 
saving uses discoveries which would have been made only 
much later had it not been for the urgent pressure of war. 
After discussing the attack on cancer which was converging 
from many directions, Sir Henry said that in the last 50 
years there had been a great change for the better in‘ the 
conquest of disease, with sudden turns from. frustration to 
success. _ Persistence in research would ultimately lead to 
success in cancer. 

In reply, Lord Horner, who was appointed to the staff 
of the hospital as -its first physician in 1908, said that the 
Royal Cancer Hospital had amply justified the aims.of its 
founder, and mentioned some of the men who had helped 
to bring it to the fore. The special hospitals in general 
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and the Royal Cancer Hospital in particular had made 
immense contributions to pathology and “medicine. The 
British Empire Cancer Campaign showed its confidence in 
the value of the research work being done at the Royal 


7 Cancer Hospital by the funds which it granted for the 


furtherance of this research. Lord Horder ended his 
speech with a plea that the governors might again consider 


_ the advisability of changing the name of the hospital to 


avoid emphasis on the word cancer. | 

The health of the guests was proposed by Mr. OLIVER 
LYTTELTON, and in reply Mr. H. A. MAR «UAND, the Minister 
of Health, said that not only this country but also the 
Commonwealth was justly proud of the Royal Cancer Hos- 
pital, The recent change of ownership was not intended 
to be a change of function or purpose. The deadliness of 
the foe faced by the staff of the hospital was in itself a 
challenge to them. Hope for the future lay in research, 
and he intended that the Ministry should give all the help 
it could in that direction. Mr. Marquand also mentioned 
the necessity ‘of. pyercoming the public’s fear of cancer, and 
said that fiims were being prepared with the help òf the 
Royal Cances Hospital to show that there was a real prospect 
of successful treatment in certain cases. 


ane oe 


SANITARIANS IN CONGRESS 
MANIFOLD ASPECTS F PREVENTIVE MEDICINE 


Delegates from about $90 local authorities, as well as from 

‘Government departments, overseas Governments, the World 
Health Organization, and other interested bodies, assembled 
at Southport from April 23 to 27 for the Health Congress 
of the Royzi Sanitary Institute. The Bmtish Medical 
AssociatiGag was represented by Dr. C. Metcalfe Brown 
and Dr. J. M. Gibson. The Congress divided its work 
among eight sections, and there were special conferences 
for medical officers of health, engineers and surveyors, sani- 
tary inspectors, and health visitors. The subjects ranged 
over preventive medicine, maternal and child health, food 
and nutrition, and industrial hygiene, and included such 
themes as the human element in the planning of new towns, 
_the design- of a premature-baby unit, and occupational 
diseases of Yuterest to engineers and surveyors—namely, 
Weil's disease, silicosis, and occupational dermatitis. 


Rheumatic Diseases 


The Preventive Medicine Section was presided over by 
Sir Jonn CHARLES, who devoted his address from the chair 
to an ap&a‘serhent of John Simon and his contemporaries, 
especially illiam Farr. Sir HENRY COBEN opened a discus- 
sion on rheumatic diseases, a subject, he said, which had 
suffered from vague differentiations, leading to woolly 
thought 4nd the gathering of worthless statistics. He 
suggested the following classification, based on present 
knowledge: (1) arthropathies (a) of known cause (infec- 
tive, metabolic, haemorrhagic, neurogenic, traumatic), (5) of 
unknown yuse (acute and subacute rheumatism, rheumatoid 
arthritis, usteoarthritis), and (2) non-articular rheumatism 
(myositis of known and unknown origin, “ fibrositis,” 

“panniculitis,” “ neuritis,” etc., and skeletal disease, such 
as disk lesions). He estimated that there were in Great 
Britain at least 250,000 arthritics, costing the community in 
loss of productive capacity hundreds of millions a year, but 
when the cry of “ cortisone for all” was raised it was well to 
remember that, at $35 a gramme, assuming an average dose 
of 100 mg. daily, the treatment of one patient would cost 
£450 a year, even if such large amounts of the drug were 
available. The increasing appreciation of the importance of 
theumatic disease was due, among other factors, to Lord 
Horder’s zeal in forming the Empire Rheumatism Council, 
to the Heberden Society, and to the interest of the Nuffield 
Foundation and the Medical Research Council. 

Dr. E. T. ‘CoNyYBEARE (Ministry of Health) said that the 
prevention of acute rheumatism would elude us until its 
aetiology was more completely understood, but a concerted 
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attempt was being made to tackle this problem in: several 


areas where acute rheumatism was notifiable. Inquiries 
had been inaugurated by the Rheumatic Fever Committee 
of the Royal College of Physicians along lines laid down 
by the late Professor Ryle: There was good evidence that 
large doses of penicillin by mouth would prevent Group A 
streptococcal infection in those exposed‘to it. A trial of 
penicillin prophylaxis was now being made at the rheumatism 
supervisory clinic in Bristol. The Medical Research Council 
had set up a panel to evaluate the-place of hormones (corti- 
sone and A.C.T.H.) in the treatment of acute rhepmatic 
disease, in co-ordination with similar work in the United 
States. ; ` 
Food Infections 


"Inthe Section of Veterinary Medicine an interesting paper . 


was read by Dr. W. S. Davson (Birmingham) on the three 
animal parasites apt to be found in British abattoirs and 
infectious for man. `The first of these was Trichinella 
spiralis, which inhabited the small intestine of pigs. This 


-parasite was killed by heat, and it was worth remembering 


that, while pork was usually fairly well cooked, sausage meat, 
ham, and bacon were often eaten raw or partially cooked. 
An outbreak in Wolverhampton in 1941 was traced to raw 
or uncooked pork. ‘The othets were Cysticercus bovis, 
which was not extinct in this country as was commonly 
supposed, and Cysticercus, cellulosae, which seemed to be 
virtually extinct—at least the only well-authenticated case 
of infection by this parasite, over “several years, was ‘at 


` . Hitchin ın 1949. There was-room for investigation and 
„research in all these matters, both by the medical authority 


as represented by the Ministry of Health and by the food 
inspection service as represented by the Ministry of Food. 

Dr. E. R. CALLENDER (Ministry of Agriculture) gave figures 
concerning the eradication of bovine tuberculosis. The 
number of attested herds, which 15 years ago was only a 
few hundred, was now over 55,000. 

The question of emulsified food products was the con- 
cern of another Section. It was stated that-since the Heat 
Treatment Regulations came into force in 1947 only a few 
minor outbreaks of food-poisoning due to ice-cream had 
occurred, but synthetic cream, which was becoming more 
popular; had beef responsible since 1942 in England and 
Wales for 14 outbreaks of bacterial food-poisoning and three 
of paratyphoid fever. 


~ 


Adopted Children 


Dr. ALFRED Torrie, speaking as a mental health expert, 
gave.some excellent advice to another Section concérned 
with the placement of adopted children. He warned magis- 
trates and others that to judge the suitability of prospec- 
tive parents only by their economy, the spotlessness of their 
house, and the number of its rooms’ was to miss half the 
problem. The plain gruff woman who had little to say for 
herself might have a capacity for developing affection and 
might make a most syccessful substitute mother; and a 
home ‘not too spotless from the health visitor’s standpoint 
might have -parents capable of-a relationship emotionally 
satisfying to an adopted child. i 

Concern Was expressed at another meeting at the short 
supply of health visitors. They number 2,534 full-time and 
7,021 part-time. The number of domiciliary midwives, which 
is comparable, is probably sufficient in view of the increase 
in hospital confinements, but the pool of. female labour of 
the age group from which health visitors‘are recruited has 
been ‘greatly reduced during the last 10° years, yet a full 
health visiting service for thé family was promised under 
the: Act. i ; 

The relationship of the child-welfare officer. and the school 
medical officer-to the National Health Service was the sub- 
ject of several papers. Dr. A. V. NeaLe (Birmingham) said 
that there was nothing more satisfying than a general practi- 
tioner who had a practical and comprehensive outlook on 
the whole family. He hoped-that a gradual easing of condi- 
tions of general practice would enable a not overworked 
doctor to take a positive interest in welfare work. Dr. R. W. 
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ELDRIDGE (Lancashire C.C.) pleaded for a strengthening of 
the tie between the\school medical officer and the hospital, 
perhaps by making the school medical officer řesponsible 
for some paediatric out-patient’ sessions. ' ’ 
Among the medical officers of health a good deal wa: 
said about _the loss of clinical responsibility, but as one of 
them (Dr. W. S. PARKER, Brighton) remarked, although the 
complexities of’ modern local, government had chained the 
medical officer to his desk, the true field of his work opened 
out more and more in the cultivation of the mental and 
physical health of the community. ` 





EMERGENCY BED SERVICE 
REPORT FOR THE YEAR ENDED MARCH 31, 195% 
The first half of the year saw the continuance of the steady 
and regular increase of work which has been evident ever 


since the service has worked for the regional boards. How- 
ever, there is reason to hope that -this- trend is gradually 


stopping. This hope springs from the fact that for the ~ 


month of November, 1950, the applications were nearly 
the same as in the previous year. Then came the influenza 
epidemic, which was quite exceptional, but when in March 
the epidemic ended the figures reverted to the level of the 
previous year. - 
The Influenza Epidemic $ 

The influenza epidemic produced a strain on the service - 
hitherto quite unknown. For not only did the resultant 
acute cases, mainly of respiratory diseases, ‘increase the 
demand for acute admissions by 35%; but also there were 
epidemics of measles, whooping-cough, and chicken-pox, 
which ‘resulted in a 92%. increase in fever applications. In 
all, this resulted in 2,380 applications of all sorts being 
received in one week in January. The previous highest 
weekly total was 1,660 on February 2, 1950. . 

To cope with this burden it was found necessary to 
evolve some way of curtailing the number of applications 
for medical cases, and to this end thé system of “ Restricted 
Approach” was brought ifto force. This meant that, on 
days when hospitals were believed to have reached satura- 
tión point for a certain type of case, a general practitioner 
asking for af bed was adviséd of the situation and asked 
whether his patient could possibly wait until the following 
day. If this proved impossible, the case was taken on by 
the service and the nearest hospital approached for a bed. ` 
If this failed, the regional medical Admissions officers were 
consulted for instructions. .Thus, as during the previous. 
winter, no case was’ actually refused. The number of 
applications for’ acute medical and surgical cases only 
during the whole of Jantiary was 7,064 compared with. 
5,718 for January, 1950, an increase of 35%. During this. 
time the number of admissions failed to keep up with the 
applications, antl for-the whole of January the admissions 


were only 65% ‘of the applications, a figure 10% below that | 


for the corresponding period the previous year. At the 

worst poit, the failure rate wasiabout 100 per day. Ig 
addition to this, epidemics of infectious diseases were in pro- 

gress, so that the total applications of all kinds for January’ 

came out at 9,900. : 


New Warning System 


This threw a very great pressure on the service, althou~h 
the regional boards took all the steps open to them to 
overcome the difficulties of this crisis, which undoubtedly 


‘prevented the-crisis from being even more serious than it 


was. However, it was evident that more could:have been 
done if an efficient warning system had been im existence, ~ 
and for future use a scheme is in preparation based on am 
adaptation of the air-raid warning system which will come 
into operation automatically on a prearranged plan as the 


.pressure on the emergency bed service begins to mount. 


A preliminary warning will be sent to the regions when the 
z Á ae. 
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percentage of admissions falls below 80%. On its falling 
to 75% a further warning will be sent out and relayed by 
the regions ‘to all hospitals and by- the Ministry of Health 
to all teaching hospitals. On its reaching 70% another 
warning will be similarly dispatched. The actual steps 
to be taken by the hospitals on receipt of these warnings 
will be a`matter for mutual arrangement between the hospi- 
tals and the boards. The duty of the service will lie in 
ensuring that prompt warning is given. 


Details of the Applications 


“The total number of applications received during the year 
ended March 31, 1951, and the corresponding agus for the 
previous year were as follows: 








1951 1950 

General acute cases 49,573 42,732 
Infectious cases : 17,445 14,506 
Chronic sick cases .. 4,196 3,411 
Total -.. 71,214 60,649 


The 1951 figures show a percentage increase of 14.8%. 


: Acute Cases 

Of the 49,573 cases offered, admissions were 40,560, an 
increase of 5,985 on the previous year. Cases withdrawn by 
the applicant totalled 1,617 plus 205 not taken on under 
the system of “ Restricted Approach.” For the remaining 
7,191 no beds ‘could be found, and these were referred back 
to the applicant. In 1,134 of these cases the applicant was 
a hospital and the patient was in the casualty department 
but could not be admitted to the wards owing to the lack 
of beds. 

Comparing the winter months (November to March inclu- 
sive) of 1949-50 with those of 1950-1, the number of cases 
admitted shown as a percentage of cases offered was 77. 5% 
for 1949-50 and 76.4% for 1950-1. The worst months in 
each winter were January and February, when 75% were 
admitted in each case in 1950 and 65% and 75% respectively 
in 1951. 

Once again this winter there was some difficulty in admit- 
ting patients over 60 years, and, although the situation has 
shown improvement over that of the previous winter, the 
percentage increase in these age groups has not been as 
great as that of-1950 over 1949. There has been a drop in 
the percentage of admissions in the age groups from 30 to 60 
years, but as the percentage of admissions as a whole fell 
in January, 1951, 10% below that of January, 1950, this 
decrease is accounted for. 


General Practitloners’ General Acute Cases Only, November 5. 
1950, to February 24, 1951 
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18,303 ` 





Total offered 





Infections Cases 

Infectious cases have proved somewhat more difficult to 
admit than before, and in the winter months it was found 
necessary to Impose restrictions on cases of measles, chicken- 
pox, and whooping-cough. With the co-operation of the 
public health authorities those infectious cases with miedical 
complications and those whose home conditions were un- 
suitable were given a degree of priority. During the winter, 
183 infectious cases had to be referred to the group medical 
referees before securing admission. 


Chronic. Sick Cases - 


The machinery for dealing with chronic sick cases remains 
unchanged. The branch offices are responsible for keeping 
the files of chronic cases placed on the waiting-lists and for 
dispatching the details of each case to the appropriate hospi- 
tal management committee. These details are sent out on 
the day of application so that there is as little delay as 
possible. 


: Group Medical Referees 


Of the general acute cases admitted 1,620 bad to be 
referred to the group medical referees before ıt was possible 
to find a bed for them. This represents a percentage of 
3.26% of the total applications over the whole year. The 
worst month was January, when 357 general acute cases 
and 61 infectious cases were admitted by the medical 
referees ; this put a great strain on the system. Without 
their co- ‘operation the position would have been much more 
difficult. 


, Time Taken to Deal with Cases 


There ‘has been a further reduction in the time taken to 
deal with cases. The previous winter the average time needed 
to admit a case was 42 minutes. This winter 1t has been 
reduced to 34 minutes, in spite of the greatly increased 
number of cases with which the emergency bed service has 
been called upon to deal. In each case it was found neces- 
sary to approach an average of 3.02 hospitals in order to 
obtain admission in comparison with 3.36 the previous 
winter. 

Where the patient was not admitted the average time taken 
to conclude the case in the winter of 1949-50 was 2 hours 25 
minutes, in the course of which 7.05 hospitals were tried. 
This year the average time was 1 hour 31 minutes, during 
which time 5.56 hospitals were approached before the case 
was handed back. These averages were taken over a sample 
week in February and are for ali cases dealt with in Greater 
London. This reduction, unfortunately, does not represent 
a greater facility in dealing with cases. The reason for it 
is that the regional medical admissions officers have been 
asked to give a decision for or against the admission of 
cases at an earlier stage, 


1 


Branch Offices i 


. The branch offices, which were opened in the autumn of 
1949, are now firmly established. They have dealt with 47% 
of the total number of applications in comparison with 
approximately 42% the previous year. This increase is 
largely due to’ the extension of their areas of operation to 
incluce some of the boroughs previously allotted to Old 
Jewry. In addition, they are being more widely used by the 
local general practitioners. It is difficult to assess the per- 
centage imcrease, as the offices at Leytonstone, Ealing, and 
Woolwich have been in operation only since October 3, 
1949, and that at Wimbledon since November 5, 1949. The 
figures for 1949-50 cover only the winter months. During 
the past year (1950-1) they have dealt with the following 
cases. 





General Total, Total, 
* _ Acute Infectious Chrome 1950-1 1949-50 
Leytonstone 8,257 1,384 1,330 10,971 5,058 
Ealing .. 4572 758 1,146 6,476 3,561 
Woolwich 5,992 1,795 708 8,495 4,617 
Wimbledon .. 5,261 1,699 867 7,827 3,398 
Total, 1950-1 .. 24,082 5,636 4,051 33,769 
Total, 1949-50 12,269 2,410 1,955 16,634 





Speaking at the Royal Sanitary Institute’s congress at 
Southport on April 24 Sir Henry Cohen said, according to 
the Scotsman, that it was well to remember when the cry 
of “cortisone for all” was raised that it cost $35 a gramme. 
The treatment of 250,000 patients would thus cost £112m. 
a year. 
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Paralytic Ileus after Hexamethonium 


Sm,—C. Hirson and A. R. Kelsall (Lancet, 1951, 1, 585) 
report a death which they ascribe to 
during treatment with hexamethonium compounds. -We 
have recently encountered a similar case. 


A man aged 66 was admitted to hospital. He was hypertensive ~ 
(blood pressure 205/110) and had recently been the victim of a 
feft-sided cerebrovascular accident. “He showed grade II retino- 
pathy, but his renal and cardiac state appeared satisfactory. 
He had a hyper-acid dyspepsia with pylorospasm. With bed 
rest, blood pressure fell to 175/110. Hexamethonium therapy. 
was cautiously begun and he was discharged after 18 days on an 
oral dosage stabilized at 500 mg. thrice daily. He appeared to 
have improved greatly during his time in hospital. His residual 
paralysis had almost cleared and his blood pressure had fallen 
to 148/82 recumbent, 140/70 standing. At the out-patient clinic 
a week later, he reported that he was rather constipated. Hrs 
blood pressure was a few points higher than on discharge. One 
month Jater his blood pressure had further risen to 188/110 


_ recumbent, 164/106 standing. He was less troubled with consti- 


pation, but noticed that his mouth was dry. The dose of 
hexamethonium was increased from 1.5 to 1.75 g. a day. 

A week later he became nauseated. Next day he began to 

t bright “green fluid and had some diarrhoea. His practi- 

tioner noted that his pulse was feeble and his blood pressure 
awnrecordable. He immediately stopped methonium therapy, but 
the blood pressure did not rise. After two days of vomuting the 
patient was readmitted. He was severely dehydrated and his abdo- 
men was distended. Occasional faint bowel sounds were heard. 
His blood pressure remained unrecordable and he died one day 
later, 

Necropsy was carried out by Dr. Archibald Dick, who reported: 
“Hypertensive disease of moderate severity as evidenced by 


~ changes in heart and kidney Generalized atheroma. Area of 


softening in left cerebral hemisphere as result of old thrombosis. 
The most interesting features were found in the alimentary tract— 
namely, stomach grossly dilated with bile-stained fluid; mucosa 
somewhat atrophic with numerous small erosions in middle third 
and pyloric region; slight degree of pyloric stehosis due to con- 
siderable scarring from healed duodenal ulcer. Common bile 
duct entered duodenum unusually high-up. Small intestine, par- 
ticularly: jejunum, was grossly dilated with appearances of a 
paralytic tleus, there being much congestion and oedema, while a 
considerable amount of fluid filled the lumen; no mucosal 
u'ceration was found. No distension or other abnormality noted 
in colon. Histologically the stomach showed slight superficial 
necrosis but little cellular infiltration, and, as necropsy “was per- 
formed fifteen hours after death, post-mortem autolysis probably 
caused this. The jejunum and ileum showed very marked necrosis 
of the mucosa; submucosa oedematous and blood and lymphatic 
yessels being dilated. Appearances were consistent with -a 
pressure necrosis due to accumulation of fluid and gas in the 
intestine. Little inflammatory cellular reaction; no abnormality 
noted in ganglia in small ‘intestine.” 

It seems highly probable that this patient’s death was 
immediately attributable to C6 therapy. The mechanism 
is obscure, but is presumably related to a profound disturb: 
ance of the control of blood pressure and exchange of 
electrolytes—We are, etc., 


- 


Glasgow. 


W. ARTHUR MACKEY. 
Gavin B. SHAW. 


= À First Mention of Rickets 


Sm, —Under this heading Mr. F. N. L. Poynter (May 12, 
p. 1081) quotes Thomas Fuller’s reference to rickets (1647), 
which he suggests has not yet met the eye of the historian of 
the disease. This is not so, The passage from the 1649 
edition is quoted and commented upon in Drummond and 
Wilbraham’s The Englishman’s Food (1939, pp. 187 and 188). 
The relevant section in the 1647 edition (number “ XX ”) is 
entitled “ The new disease ” ; it differs in minor points from 
the passage given by Mr. Poynter. 

There are, of course, earlier mentions of rickets in English. 
- The new disease ” is not,-I think, mentioned in the weekly 
Bills of Mortality (which started in 1592 and were resumed 


“paralytic ileus” 





in 1603) until the year 1634 ; thereafter the word “ Rickets ” 
appears almost contmually.among the list of “ Diseases and 
Casualties.” There is much evidence that the disease 
suddenly became prevalent in England during the first 20 
years of the 17th century: Whistler (1645), Fuller (1647), 
‘ Glisson (1650), Sir Thomas Browne (about 1650), and 
others suggest this. But it is obscure why this should have 
been so ; and at the middle of the century certain remediés 
were quoted as if they had been in use for some time 
(Browne states that many rooks were killed for their livers 
to cure the rickets, and Whistler praises the livers of cows 
and frogs). The divine Fuller’s mention of the woman of the 
West who healed many „by cauterizing the vein behind the 
ear, to which attention is drawn by Mr. Poynter, seems to 
be a layman's ignorant statement concerning the common 
„treatment by English nurses of blood-letting by cutting the 
veins at the back of the ear; this practice is described in 
>» detail by Whistler, writing two years earlier—I am, etc., 


Oxford, H. M. SINCLAR. 
Dr. Ricketts Y 


Sirn,—Mr. F. N. L. Poynter (May 12, p. 1081) ıs mistaken 
in his suggestion that Fuller’s reference to rickets in Good 
Thoughts in Worse Times has not been noted by the 
historians. In the excellent section “ Rickets in England ” in 
The Englishman's Food! Drummond and Wilbraham, 1939, 
the early references, including Fuller's, are dealt with at 
some length. 

There is, however, an earlier English reference than 
Fuller's which I have not seen noted elsewhere. On p. 980 
of the monumental Theatrum Botanicum, 1640, when -dis- 
cussing the virtues of “ The French supposed white Thistle,” 
Parkinson writes: “ Galen saith that the roote and leaves 


~ hereof are of an heating qualitie, and good for such persons 


that have their bodies drawen together by some Spasme or 
Convulsion, or by some other infirmitie, which disease is 
truely to be called the Rickets, which happening sometimes 
to childrén doth so binde them in their Nerves, Ligaments 
and whole structure of their body, that it suffereth them not 

“to grow or prosper eyther in height strength or alacritie.” 
This is not a very detailed description, but it is an obvious 
1eference to the condition which by then had come to be 
recognized as a distinct disease, and may be the first in an 
English medical book. 

With regard to the first record of the English word 

“ rickets,” the earliest appearance found by Drummond and 
Wilbraham was in a Bill of Mortality for the City of London 
dated 1634, which 1ecorded 14 deaths from that cause. 

The same authors point out that the early refetences to 
rickets all indicate that it first attractéd attention about 1620. 
This is further supported by an interesting note by that 
garrulous antiquary John Aubrey, which was first brought to 
light by Oliver Lawson Dick in his edition of the Brief Lives, 
1949, and which certainly bears repetition in a medical 
journal: “I will whilst *tis in my mind ingert this Remarque, 
viz—about 1620 one Ricketts of Newberye, a Practitioner in 
Physick, was excellent at the Curing Children with swoln 
heads, and small legges: and the Disease being new, and 
without a name, He being so famous for the cure of it, they 
called the Disease the Ricketts: as the King’s Rvill from the 
King’s cureing of it with his Touch ; and now 'tis good sport 
to see how they vex, their Lexicons, and fetch it from the 
Greek P&xic, the back bone.” 

I think this derivation is as likely as any, and it would be 
interesting to know more about “ Dr. Ricketts, of Newberye.”” 
—I am, etc., - z 

Friern Barnet, N 11. ' G. O. MITCHELL: 


Herpes Zoster and Chloramphenicol 


Sm,—We wish to report the following case. $ 

.A woman aged 45- years was seized with some discomfort in 
the left eye on November 10, 1950. The pain increased in severity, 
radiating up to the forehead, and was accompanied by some 
-photophobia and epıphora. Two days later she sent for her. doctor 
R.G. K. H.), who found the eye in’ an inflamed condition and 
asked an ophthalmologist (Q. A.R.) for a second opinion: 


`X 


1206 May 26, 1951 





CORRESPONDENCE z 


Barrun 
MEDICAL JOURNAL 





Examination disclosed only a mild generalized conjunctival suffu- 
sion with a localized patch of definite conjunctival injection at 
the limbus at 4 o'clock. It was thought likely that a keratitis 
or possibly an iritis would develop. Suitable local treatment for 
@ conjunctivitis was instituted without benefit, and every effort 
to allay the pain by analgesics, mcluding morphine, was tried 
- without much avail. 

On the morning of November 14 a small erythematous patch 
appeared on the forehead on the course of the supraorbital nerve 
and the eyelids had become swollen. There was increased con- 
junctival injection. A diagnosis of herpes zoster of the supra- 
orbital branch of the left trigeminal nerve was made. by 
R.G.K.H. Later in the day she was seen by all three of us, 
when she was becoming worn out with intense. pain in the 
eye and the lack of sleep. The diagnosis of herpes zoster was 
now quite definite, as the patch on the forehead had a number 
of small vesicles on it and there was one spot at the paranasal 
site in the distribution of the nasociliary nerve. The eyelids were 
swollen and there was some conjunctival injection, but the cornea 


was clear. The patient was started-on 0.5 g. chloramphenicol six- * 


hourly the following day, with 1% atropine drops daily to the 
eye. In two days she was free from pain, while the herpetiform 
eruption and congestion of the eye were subsiding. The drug was 
continued in smaller doses for a further three days and the 
atropine discontinued. 

- When she was last seen five weeks from the onset the neuralgic 
pains were considerably less and she was getting about the 
house quite well. There was some residual swelling in the upper 
eyelid with a little conjunctival injection and one minute corneal 
; infiltrate paracentrally at 9 o'clock. 


In view of the afnotation “Herpes Zoster and the New 
Antibiotics ” (British Medical Journal, 1950, 2, 1485) there 
are several points about this case which are worth consider- 
ing. Chloramphenicol was given early, and produced rapid 
relief from pain and rapid recession of vesiculation and 
oedema. There was definite evidence of corneal involvement, 
but this did not progress. This is all completely contrary to 
the normal experience in a case of this type. 

Further, the husband, a friend, and the cook all developed 
chicken-pox about a fortnight after the onset of the patient’s 
herpes zoster. This would seem.to establish the fact that 
the virus concerned was of the same strain as that in chicken- 
pox, and presumably explains the efficacy of chloram- 
phenicol in this particular case, 

One of us has long held the view that there is more than 
one type of infection responsible in herpes zoster to account 
for the undoubted association of one group of cases with out- 
breaks of chicken-pox and the absence of this association in 
the remainder. This would also explain the varied results 
accompanying the use of chloramphenicol in-cases of 
herpes zoster.—We are, etc., R. G. K. HODGSON. 


ipenn J. A. ROBERTSON. 
C. B. S. FULLER. 


SR——-Dr. A. Barham Carter's excellent paper (May 5, 
p. 987) has inspired us to write of our own experiences in 
six cases in genéral practice—a much smaller number than 
his experiences cover—but we think possibly seen even 
earlier in the course of the disease than his. 

Our experiences have been almost identical with his, the 
early crusting of the lesions being particularly noticeable. 
They were similar regarding the duration of the after-pain, 
which did not seem to be at all diminished by the use. of 
the antibiotic drugs. All our cases were in old people. 

At the moment, it seems to us that the large expenditure 
-on antibiotics is unwarranted in cases of zoster while the 
prices remain at a high level, and we have discontinued the 
use of them: for this reason, although the case against is by 
no means proved.—We are, etc., 

F. R. Witson, 


Normek, 3 P. H., A. Jonason. 


Tests for Sugar During Antibiotic Treatment - 


Sm,—Because streptomycin and dihydrostreptomycin are 
reducing agents and contain sugar in their molecular struc- 
tures, routine reduction tests performed on the urine from 
patients receiving intramuscular injections of these antibiotics 


may be positive. Also it has been recorded recently that 


similar results are encountered when massive intravenous - 


penicillin is given—e.g., 86 million units average daily dose 
(Whipple and Bloom, J. Lab. clin. Med., 1950, 36, 635). 

Recently in this laboratory repeated examinations on 
cerebrospinal fluids obtained from a patient with Staphylo- 
coccus auretts meningitis were made. Apart from other find- 
ings, the sugar estimations during a course of chloram- 
phenicol showed a sugar decline from 80 mg.% to 33 mg.% 
over nine days. On the twelfth day the C.S.F. sugar was 
again 33 mg.%. It was decided to change the treatment, 
and 100 mg. dihydrostreptomycin sulphate in 10 ml. distilled 
water was given by intrathecal injection, Twenty-four 
hours later a sugar content of 55 mg.% in the C.S.F. was 
recorded. 

In both tubercular and pyogenic meningitis considerable 
attention is given to the C.S.F. sugar content by most 
authorities, and the raising of the total amount of reducing. 
substances in the C.S.F. by intrathecal injection of antibiotics 
may give temporary false sugar values, with no accurate 
index for correction available, so that estimations carried „ 
out during and for an indeterminate time after this form of 
treatment are invalidated.—I am, ete., - 


Board of Health Laboratory, Henry WILSON, - 
Guernsey. Technician in charge 
Warts à 


Sm,—I have read with considerable interest the paper by 
Drs. A. Lyell and'J. A. R. Miles, together with the annota- 
tions on the fascinating subject of warts (April 28, pp. 933-4). 
A study of this common affection makes one realize some of 
the limitations of medical knowledge and teaches, above all, 
humility. One of the most simple and banal of conditions, 
the wart would seem to obey no laws other than its own. 
Apparently a virus infection, it comes and goes as it pleases. 
Recurrences are common after surgical removal and yet quite 
frequently lesions disappear as a result of wart charming. 
The exact significance of inclusion bodies, demonstrable in 
only a small percentage of warts, has for long been a vexed 
question, although they are generally accepted as evidence 
of a virus aetiology. The fact that Lyell and Miles were 
able to show that these bodies occurred predominantly in 


‘plantar, palmar, and peri-ungual warts is of considerable 


interest and merits further investigation, but unfortunately 
the series of cases is small, and where one is dealing with so 
ubiquitous a subject one must have a very large number of 
cases to justify drawing- clinical conclusions. This particu- 
larly applies to ‘the .suggested resuscitation of the word 
myrmecia. From the point of view of wart charming, it 
may be of use, but from a scientific point of view 
it can but add confusion to a subject already confused 
enough. Indeed, I think the same argument applies to the 
word verruca, so beloved of the chiropodist, and would 
suggest that it should give-way entirely to that simple but 
expressive word “ wart.” ; 


While agreeing with your annotator that as regards imme- 
diate results surgical removal is the most reliable method of 
treatment, I feel that the high relapse rate is not emphasized 
enough. When this is taken into account the long-term 
result varies but little from that of the more simple and 
practicable methods, the majority of which act in all proba- 
bility by “ charming.” It would seem reasonable to suggest 
that the individual practitioner should take advantage of 
this susceptibility in the wart, and, if his scientific conscience 
will not allow of the more bizarre and dramatic forms of 
wart charming, that he should at least try the effect of 
suggestion in the form of simple drying pastes and lotions. 
By so doing he will find that he will reduce, frequently to 
an unexpected degree, the number of lesions requiring 
surgical removal. In particular the usefulness of 3% 
formalin in tredtment of plantar warts is not always 
appreciated, for its routine use will usually serve to clear 
50-70% of these lesions—I am, etc., 


Huddersfield. A. J. E. BARLOW. 
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Serum Enzyme Levels in Perforated Ulcer. 


SrR,—Dr. H. Wapshaw in his paper (May 5, p. 995) has 
not discussed one possible mechanism which could elevate 
the levels of serum amylase and lipase in cases of perforated 
peptic ulcer. The findings reported could be caused by 
spasm of the sphincter of Oddi, Which in turn would lead 
to increased pressure in the duct system of the pancreas and 
consequent absorption of the enzymes into the portal venous 
tract. Though this spasm would be produced reflexly, the 
use of opium derivatives or pethidine to relieve pain might 
be a potent determining factor. 

This hypothesis would not only account for the findings 
noted in these cases but also in those other acute upper 
abdominal conditions—small-gut obstruction and peritonitis 
—in which raised serum enzyme levels have_been reported. 
Absorption of enzymes from the peritoneal cavity cannot 
arise in those lesions. This explanation is in keeping with 
the recent experimental work reported in cases of biliary 
dyskinesia in man by J. B. Gross, M. W. Comfort, D. R. 
Mathieson, and M. H. Power (Proc. Mayo Clin., 1951, 26, 
81), who observed elevation of the serum amylase and lipase 
in a few individuals to whom codeine had been given, and 
with the' occasional finding .of raised enzyme levels in the 
blood of patients. with stones in the gall-bladder, in whom 
no manifest signs of pancreatitis are found at operation. 

Support for the validity of this contention could be easily 
obtained. In these patients a fall in serum enzyme values 
should follow the administration of nitrites, which relax the 
sphincter of Odds —I am, ¢tc., 


Manchester. Henry T. Howat 


Expectant Treatment of Perforated Ulcer 


Sm—I read with considerable interest Mr. A. Davis 
Beattie’s review of tHe expectant treatment of perforated 
peptic ulcer in 40 unselected cases (May 5, p. 992). Asa 
hitherto confirmed Japarotomist I was very impressed by his 
figures and was -therefore the more surprised to read that “as 
a result of his experiences” Mr. Beattie has abandoned 
expectant’ treatment. It seems to me that he is too severe 
on himself. Analysis of the four fatal cases shows that one 
patient never sufficiently recovered from the initial shock to 
have the laparotomy awaiting him, one had acute heart 


failure on admission and could not have stood laparotomy’ 


anyhow, and one, an elderly woman, died 72 hours after 
delayed laparotomy from “ peripheral failure.” Would these 
three patients have fared any better had they been admitted 
under a laparotomist ? Only the fourth might reasonably 
have been saved by early operation, and who knows what 
operative or post-operative misfortune might have occurred. 
among the 36 who survived ? 

It is interesting to note that three out of the four patients 
who died were over’50 years of age, while the fourth (aged 
46) would have been lost to anyone. Further, the only 
young patient (36) submitted to operation after expectant 
treatment, and found, moreover, to be suffering from the 
particularly lethal anterior gastric perforation, survived. 

It seems to me, therefore, that the most equable conclusion 
to be drawn from this series, admittedly small, is that it is 
reasonably safe to employ expectant measures on patients 
under the age of, say, 50, while, on account of the greater 
risk of intercurrent weakness and failure to stand the strain, 
early operation is preferable i in the older age groups.—I am, 
etc., 


Dartington, B. B. FRESHWATER. 


Allergic Encephalomyelitis = 


Sir,—I ask the favour.of space to take issue publicly with 
the author of your leading article on this subject (May 5, 
p. 1002). In reference to my work on the subject he writes: 
“Lumsden found | non-myelinated (foetal) nervoug tissue fully 
encephalitogenic.” This statement is an unjustified interpre- 
tation of my findings (Brain, 1949, 72, 517) from which I 
reported that “brain tissue from nearly full-term guinea-pig 
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foetuses is highly encephalitogenic.” I did not make, and 
was not in a position to make, any statement about the 
degree, of myalin formation already in progress in these 
brains, My empirical findings with foetal guinea-pig brain 
appeared worthy of record, however, in view of the report of 
Kabat and his colleagues (J. exp. med., 1948, 88, 417) that the 
encephalitogenic factor did not appear in the rabbit’s 
cerebrum until about. the 12th day of post-uterine life. 
Kabat and his colleagues added, “In this 1espect it parallels 
the laying down of myelin.” 

. It should bé noted, however, as pointed out in my paper, 
that whole brains from foetal guinea-pigs were used. As 
such, the specimens included material from cerebellum and 
brain-stem as well as cerebrum, From the analogy of human 
myelinogenesis, as studied in the classical work of Flechsig 
and more recently by Lucas Keene and Hewer, it is possible 
that myelination is already in progress by the 60th day of 
intrauterine life in the guinea-pig. Though work has been 
done on myelination in the rat brain (Ganzalez, J. comp 
Neurol., 1929, 48, 459) no systematic work has yet been done 
in this field in the case of the guinea-pig so far as I have 
been able to learn. 

Far from disagreeing with the observations of Kabat and 
his colleagues, I am inclined to believe that the appearance 
of the encephalitogenic factor has something to do with the 
development of the myelin, and at the time of the experi- 
‘ments reported I -suspected that the apparently greater 
activity of brain tissue from near-term guinea-pig foetuses 
might have something to do with greater activity in'elabora- 
tion of myelin or with co-existent greater oligodendroglial ` 
activity at this stage. 

Since the brains of smaller mammals are not very suitable 
for study of the relationship of the encephalitogenic factor. 
to myelination some further studies have been begun using 
foetal human brain from cases of abortion or miscarriage. 
To date it has been found that, while adult human brain 
contains the factor, three-month foetal brain does not. =I 
-am, etc., 3 


Aberdeen. C. E. LUMSDEN. 


Who Shall Decide Treatment? , 


Sm, —Your anonymous obstetrical correspondent (May 12, 
p. 1083) makes the statement that the Central Midwives Board 
shows “a complete lack of comprehension of the circum- 
stances as they are at present.” In point of fact the reverse 
is clearly true. They comprehend that women are leaving 
maternity hospitals before the tenth day and they do not like 


it. But nowhere does your anonymous correspondent show - 


any, appreciation of why the woman comes into hospital: 
it is not in order that she shall go out as soon as possible, 
but that she shall go home with a live baby firmly established 
at the breast. The issue is between quality and quantity, 
and however much the standard of obstetrics in hospitals is 
lowered’ in the interests of a greater intake, there will still 
remain many to have their babies peacefully at home with 
the midwife. So why lower it at all? The answer to how 
long a woman should stay in hospital i is until breast-feeding 
is firmly established, and it is certainly not less than ten 
days.—I am, etc., 

Blackheath, S E 3. ` KEITH VARTAN. 


i Polymastia and Lactation . 


Sm,—I was particularly interested in Mr. Hamilton 


Leckie’s article (May 12, p. 1060) on a case of polymastia; , 


because in the issue for March 3, 1928 (p. 346), I reported an 
exactly similar case. Again, in the Journal of March 14, 
1936 (p. 556), I wrote another letter in reply to Mr. R. 
Graham-Campbell, of Bath, who reported (March 7, 1936, 
p. 471) a case of polythelia having ten nipples, and possibly 
an eleventh, together with the most convincing photograph 


I have ever seen of the condition. I made at that time some ` 


observations anent the position of -accessory breasts and 


nippies, and expressed the opinion that they always occurred ~ 


in the “ mammary line,” or “ mammary ridge ” as Mr. Leckie 
terms it, and never elsewhere such as the back, shoulders, 


` 


vag 


- 
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buttocks, or outer side of the thigh, as stated by some 
authorities, and Mr. Leckie rightly stresses the same point. 

My patient suckled her infant successfully from the two 
normal breasts, the accessory ones giving little trouble except 
at first. But I delivered her in her own home, where she 
escaped the embarrassment which the morbid curiosity of 
neighbours in a hospital ward might have caused her. It 
seems a pity to stop breast-feeding just because an extra 
nipple’ makes one wet for a few minutes. Moreover, these 
supernumerary mammae, being asa rule entirely separate 


_ entities unconnected with the main organs, tend to dry up 
if not used for suckling, even though the main organs are . 


actively used for their proper purpose. However, it is 
admittedly a much more valid excuse for bottle-feeding than 
most reasons proffered by the mothers of to-day, who appear 
almost universally opposed to feeding their young by the 
means Nature provided —I am, etc., 


Penzance. G. B. RICHARDSON. 


Preventing Ether Explosion j 
Sir,—In the Journal of May 12 (p. 1087) is an article 
“An Unusual Ether Explosion.” I made it quite clear in 
a paper which I read to the Royal Society of Medicine in 
1934, on my, own experience of an explosion, that 95% 


_ oxygen and. 5% ether is a most dangerous mixture, but I 


also stated that such explosions could be avoided by flood- 
ing the anaesthetic apparatus with COs if ether has been 
used or if there is any danger of ether vapour being left in 
the apparatus. 

Ether vapour may travel from bottles - insecurely corked 
or stoppered as far as five yards away from a flame or sparks 
from an electric cautery, and a simple method of flooding 
-the apparatus with COs should be appreciated where there is 
any chance of danger—I am, etc., 


London, 5 W 1 _ R. W. IRONSIDE. 


POINTS FROM LETTERS 
Premenstrual Tension State ay 


Dr. P. D. MULKERN Giristol) writes: This condition (May 12, 


p. 1088 is frequently met with in general practice and I have 
Hagicd the hypothesis that excess oestrin is present. The con- 
dition responds well to androgens given parenterally or orally, 
but often relapses after a few months. In these patients it would 
appear that the pituitary-ovarian complex has a low threshold 
for emotional and psychic impulse arriving via the hypothalamic 
area. J also recognize a menopausal hyperoestrinization syn- 
drome expressed by increasing periods of amenorrhoea followed 
by heavy bleedings, hypertension, tachycardia, headaches, 
erythema of the neck and sternum, fullness of the lower abdomen, 
urmary frequency, and obesity of grossly female type. This 
responds well to a three-months course of androgens and does not 
relapse so frequently. Multiple uterine fibroids are so often 
found in females bearing this temperament that I-often speculate 
on the possible role of, oestrogen excess -in the causation of 
fibroids. x 


Who Shall Decide Treatment ? 

Dr. J. NoeL JacKson (Rawtenstall) writes: In my view the 
Central Midwives Board is merely fulfilling its proper function 
when it takes. a stand on a matter of principle. The circular 
presumably means what it says—namely, that it regards discharge 
before the tenth day as undesirable. An obstetrician working 
almost exclusively in a hospital sees only one side of the picture. 
Some of us have seen rather more of the drawbacks of domiciliary 
midwifery at first hand. The conditions which impel the hospital 
obstetrician to clear his beds early are related to shortage of 
“nurses and accommodation. These very conditions result from 
modern circumstances which the patient feels most acutely on 
return home, and this is an argument for later, not earlier, dis- 
charge, but the hospital obstetrician may not have daily reminders 
of this. 


Arm Girth and Blood Pressure Readings 


Dr. A. D. McLauGauw (ford) writes: A useful tip that I ` 


have picked up,to solve the problem of the small cuff and the 
bulky limb (April 14, p. 832) is the firm application of an ordinary 
6 in. (15 cm.) bandage over the cuff. This gives fairly accurate 
readings and overcomes the unsightly bulging of the corseted 
rubber bag. 


- of the. submarine service. 
the special problems arising in underwater craft, and his * 


‘useful work as chairman of the 
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SIR BASIL HALL, K.CB., OBE, MRCS. 
(Surgeon Vice-Admiral, R.N.) 


Surgeon Vice-Admiral Sir Basil Hall, who died at - 
. Haslemere, Surrey, on May 16, served in the Royal Navy 


for thirty-seven years and was Medical Director- 
General of the Navy and-an Honorary Physician- to the 
King from 1934 to 1937 He was 75 years of. age. 
Robert William Basil Hall was born at Southsea in 
1876 and educated at Portsmouth Grammar School. He 
studied medicine at Guy’s Hospital, qualifying in 1900. 
In the same year he entered the Royal Navy as a surgeon 
and steadily progressed to the top of his chosen branch 
of the profession, being promoted to staff surgeon in 
1908, surgeon commander in 1916, surgeon’ captain in 
1925, surgeon’ rear- admiral in 1925, and surgeon vice- 
admiral in 1934. In 1913, while serving in H.MS. 
Active, he received the thanks of the Scottish Office for 
valuable service rendered at St. Kilda, where the bulk of 
the population was suffering from influenza and in a 
deplorable condition. During the first world war he 
served in the cruiser Lowestoff, which took part in the 
Dogger Bank action and other operations in the North 
Sea, and in 1917 was appointed senior medical officer 
He took a great interest in 


Handbook for Medical Officers of the Submarine Ser- 
vice was published in 1920 and became a standard book 
of reference. 

From 1920 to 1926 he served as an assistant to the 
Medical Director-General and then until 1929-as: Deputy 
Medical Director-General. In 1930 he was appointed 
as medical officer-in-charge of R.N. Hospital, Plymouth, 
and during the three years in which he held this post he 
was responsible for many valuable improvements in the 
hospital organization. In 1934 he became the Medical 
‘Director-General ‘of the Navy. He retired from the 
Navy in 1937, and during the last war.he performed 
National Service 
Medical Board at Guildford. For a short time after the 
first world wat he served on the Naval Medical Service 
Subcommittee of the B.M.A. 

During the course of his successful career Hall was 
made an O.B.E. in 1924, a C.B. in 1930, and a K.C.B. in 
1936. In 1922 he was awarded the Gilbert Blane Medal 
-by special adjudication for conspicuous zealand pro- 
fessional ability displayed throughout his Service career. 
In 1920 he was made an Officer of the Order of the 
Redeemer (Greece) and in “1937 a Commander of the 
Venerable Order of St. John of Jerusalem. -- 

Sir Basil Hall was twice married. His first wife died 
in 1948, and in 1950 he married Dorothy, daughter of 
the Rev. Charles Hemsley and widow of Rear eae 
Cyril Copner. . 


J. R. C. GREENLEES, D.S.O. ,- M.B. 


Dr. J. R. C. Greenlees, who had a distinguished career 
first as a physician and -then as headmaster of Loretto 
School, died in Edinburgh on May 16, aged 72. 

James Robertson Campbell Greenlees was born in 
Glasgow in 1878. He was educated at Kelvinside 
Academy ; Loretto School; St. John’s College; Cam- 
bridge } and Glasgow University. One of the foremost 
rugby footballers of his day, he played for Scotland in 
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many games: After graduating B.Chir. in 1905 and 
- M.B. in 1907 he was elected to the out-patient staff of the 

Western Infirmary, Glasgow, and in 1908 he became 
assistant physician atthe Royal Hospital for Sick Chil- 
dren. He served with great distinction during the first 
world war, becoming an acting. lieutenant-colonel 
commanding the 98th Field Ambulance in 1916. He 
was awarded the D.S.O. and Bar, the Legion of Honour, 
and mentioned four times in dispatches. At the end 
of the war he returned to his medical work in Glasgow, 
and his appointment to the headmastership of Loretto 
in 1926 ‘came as a surprise. But he was a great success 


as an educationist, and no doubt his wide experience in . 


paediatrics gave him an, unusually deep understanding 
of young people’s needs. Under his headmastership 
Loretto flourished, and the numbers of boys became 
greater than ever before. Although he intended to 
retire in 1940, he retained the headmastership of the 
school until the end of the last war. : 

Although Greenlees gave up the practice of medicine 
when he took the headmastership of Loretto he did 
not lose interest in his old profession, and in 1947 he was 
appointed chairman of the South-Eastern Regional 
Hospital Board in Scotland, a position he held almost 
until his death. In 1948 he was honoured by being 
appointed surgeon to the King’s Bodyguard for Scotland, 
the Royal Company of Archers. He married in 1922 
Allison Hope, daughter of Sir John Cargill. They had 
one son and one daughter. : 


a 
F. H. EDWARDS, F.R.C.S.Ed. 


The St. John Ambulance Brigade has suffered a great’ 
loss by the sudden death at Harrogate, on April 29, of 
its Surgeon-in-Chief, Mr. F. H. Edwards, at the age 
of 55. 

Francis Henry Edwards studied medicine at the 
University of Liverpool, qualifying in 1920 and graduat- 
ing M.B., ChB. a year later. He had a distinguished 
- academic career, at one time holding a Holt fellowship 
in physiology. In 1925 he became a Fellow of the Royal 
College of Surgeons of Edinburgh. After holding resi- 
dent appointments at the Children’s Infirmary, Liverpool, 
and the.Royal Salop Infirmary he eventually settled 
down in Shrewsbury, where he was one of that great band 
of general-practitioner consultants who were such pillars 
of strength in the smaller provincial towns. In Septem- 
ber, 1948, he relinquished general practice to devote 
himself entirely to gynaecology and obstetrics. He was 
consultant obstetrician to the ‘Royal Salop Infirmary 
and to the counties of Shropshire and Montgomery- 
shire, and he was also gynaecological surgeon to the 
Wellington Cottage Hospital. His enthusiasm for his 
professional work was as abundant and fresh as that 
of the student becoming aware of the wonders of 
medicine for the first time. His social activities were 
widespread, and it was remarkable that one man could 
have packed so much goodness into such a short span 
of life. To the St. John Ambulance Brigade he dedi- 
cated the whole of his personal life. After being sur- 
geon to the Shrewsbury nursing divisions and corps 
surgeon he became county surgeon in 1936 and county 
commissioner in 1947. He had held the distinguished 
position of Surgeon-in-Chief to the Brigade only: since 
January of this year, having previously been deputy 
Surgeon-in-Chief, but in the short space of time he had 
held this office his ability, enthusiasm, industry, and 
personality made a profound and lasting impression on 
the great movement he served. He was recently 


+ 





appointed a Commander of the Order of St. John of 
Jerusalem. The large dnd representative assembly at his. 
memorial service bore testimony to the deep regard and 
affection in which he was held by all. He leaves a 
widow and two sons, both of whom are in the Services.— 


PETER BULL, M.D., Hon. F.R.CS. 


Professor Peter Bull, who died on January 31 at the age 
of 81, was for many years the most forceful personality 
of the surgical world in the Scandinavian countries. 
Quite early in his career-his work for four years at the 
Pathological~Anatomical Institute of the Rikshospital im 
Oslo left a permanent impression on his outlook as a 
surgeon. In 1912 he was appointed professor of surgery 
at the University of Oslo, and during the next 16 years 
so much of his time was absorbed by-his successful 
activities as a teacher and examiner that he resigned the 
chair of surgery at an-early date in order to devote more 
time to research and clinical work. As early as 1908 
he set himself the uphill task of teaching his more 
conservatively minded colleagues the imperative neces- 
sity for early operation in appendicitis. The many 
and quite temperamental debates on this subject gave 
ample opportunities for the exercise of a logical mind 
and a witty tongue expressing the thoughts of a clinician 
trained to think in terms of morbid anatomy. As early 
as 1914 Bull performed his first thoracoplastic operation. 
Thenceforth he contributed much original work on this 
subject, and his reputation in connexion with it was such 
that on the invitation of the British Medical Association 
he delivered a lecture in 1922 at Glasgow on extrapleural 
thoracoplasty for pulmonary tuberculosis. The follow- 
ing year he gave an address on the same subject at a 
meeting of the Royal Society of Medicine in London. 
He was an honorary member of many medical societies 
abroad, and he much appreciated his honorary member- 
ship of the Association of Surgeons of Great Britain 


-and Ireland and fellowship of the Royal College of 


Surgeons of England. 


Dr. ALEXANDER BROWNLEE, for many years ‘medical super- 
intendent of Glan Ely Hospital for Tuberculosis, died at 
Cardiff on May 9 at the age of 76. The son of Mr. Alex 
Brownlee, of Edinburgh, he qualified as a dentist before 
taking the Scottish triple qualification in 1901. In later years 
he graduated M.D. at Durham, became a member of the 
Royal College of Surgeons of Edinburgh, and took the 
D.P.H. of Cambridge University. After serving as a house- 
surgeon at Ingham Infirmary, South Shields, he came to 
Cardiff in the early nineteen hundreds as a house-surgeon at 
the Cardiff Infirmary, and while there he specialized in anaes- 


_thetics. For some years he practised in Cardiff as an anaes- 


thetist, but in 1914 he was appointed medical superintendent 
of Glan Ely Hospital, Cardiff, which had been opened 
shortly before as a hospital under the King Edward Vil 
Welsh National Memorial Association for the treatment of 


‘tuberculosis, both pulmonary and non-pulmonary. He 


remained at this post until his retirement in 1943. He became 
an expert in the diagnosis and treatment of non-pulmonary 
tuberculosis and was a very capable surgeon. He was 
extremely interested in the “light” treatment of lupus and 
of surgical tuberculosis in children and superintended the 
building and equipment of a large light department in the 
hospital. He was in charge of aftercare clinics for non- 
pulmonary tuberculosis in South Wales and was also a 
clinical teacher in tuberculosis at the Welsh National School 
of Medicine. He had been, in addition, president of the 
Cardiff’ Medical Society and vice-president of the Section of 
Tuberculosis at the B.M.A. Annual Meeting in 1928. In 
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‘later life he became interested in law and was called to the 
Bar at Gray’s Inn in 1940. 

Dr. Brownlee never enjoyed good health and in his latter 
-years had had considerable difficulty with his sight, but 
‘despite this he was greatly interested in Association foot- 
ball and had been a director of the Cardiff City Football 
‘Club for forty years, having been at one time the chairman 
of directors and medical officer to the club.. He was the 
author of papers on “ Administering Ether” and “ Con- 
genital Absence of Head of Femur.” His widow and a 
‘daughter survive him.—J. K. D. 


Dr. LENNARD CUTLER died on May 15 at a nursing-home in 
London at the age of 86. Afte? studying medicine at 
St. George’s Hospital Medical School, he qualified as L.S.A. 
‘in 1889 and became M.R.C.S., L.R.C.P. in 1891. He had 
‘a very thorough preparation for general practice as house- 
surgeon, house-physician, resident obstetric officer, and 
assistant surgical registrar at St. George’s, and as house- 
physician and physician to out-patients at the General 
Lymg-in Hospital. After that he joined as junior partner 
the late Dr. Ewart, brother of the late Dr. William Ewart, 
the eccentric senior physician at St. George’s Hospital 
in the late Victorian era. The firm of Ewart and Cutler 
was a very well known one in South Kensington in the 
heyday of that once aristocratic locality, and its pros- 
perity was based on the real efficiency of both partners. 
Cutler lived for a great-number of years at a corner house 
of somewhat unusual and striking design, No. 1, Kensington 
Gate. He continued in practice until a comparatively recent 
date, though latterly he would see only a few old patients 
who were dismayed at the idea of having to find a new 
attendant. He was, of course, already about 50 when the 
first world war began, and in consequence did not attempt 
any military service. As an all-round practitioner of a type 
now becoming increasingly rare, he worthily represented 
what is now almost a tradition; and the profession is the 
poorer for his loss. . 
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DEATH AFTER OVERDOSE OF PARALDEHYDE 
[From Our MEDICO-LEGAL CORRESPONDENT] 


The danger and possibility of confusion inherent in the Latin 
symbols used in prescriptions were commented on by the 
Belfast City coroner at a recent inquest on a 72-year-old 
woman who died after an overdose of paraldehyde. ' 

The patient had been admitted to hospital for a palliative 
operation on a large arteriovenous aneurysm involving the 
vessels at the back of the skull and brain. She bad consented 
to undergo the operation only on condition of having a 
general anaesthetic, and 6 drachms (21 ml.) of paraldehyde 
with 6 drachms of olive oil were prescribed as premedication 
to be followed by 1/100 gr. (0.65 mg.) of atropine, subject to 
her weight not being less than 8 stone (50.4 kg.). 


When the patient was weighed it was reported that her 


weight was 9 stone 10 Ib. (61.2 kg), and the resident medical 
officer decided that the premedication should be increased 


from 6 to 8 drachms (28 ml.) of_paraldehyde and the same of“ 


olive oil. When he came to alter the entry on the list of 
patients who were to receive premedication for operation 
next morning, besides altering the figures he inadvertently 
altered the symbols from drachms to ounces. 

The staff nurse in charge of the patient thought the dose 
of paraldehyde unusually large, but on checking with the 
entry in the list concluded from the alteration of both figures 
and symbols that the premedication had been deliberately 
increased. The paraldehyde and olive oil were accordingly 
administered per rectum at 9 a.m., and about half the dose 
was retained, 

When the operation was started at 10 a.m. it was noticed 
that the patient was deeply sedated, though her general con- 
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dition was_ otherwise satisfactory. But after some time the 
surgeon and the anaesthetist became worried about her - 
respiration, and discovered that an overdose.of paraldehyde 
had been administered. Remedial measures were taken and 
the operation was ended as soon as pessible. During the 
day the patient’s condition improved and next morning her 
respiration was good and her general condition fairly satis- 
factory. Later her condition deteriorated, and she died 
suddenly at about 4.30 a.m. the next day. 

At necropsy it was found that her lungs were oedematous, 
with areas of marked congestion on section. There was 
extensive oedema of the air spaces and well-established 
pneumodic inflammation throughout. There was also acute 
inflammation of the lining of the trachea. There was no 
evidence of degeneration due to any poison or toxin, and 
the pathologist’s opinion was that death was due to 


_ pneumonia superimposed on oedema of the lung. 


` The coroner recorded the verdict that the patient died 
from pneumonia following oedema of the lungs, possibly 
caused by a toxic dose of paraldehyde accidentally pre- 
scribed. He exonerated from all blame the nurse who had 


_ administered the premedication. 
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The London Gazette has announced the award of the George 
Medal to Acting Squadron Leader Tuomas COLIN LYALL Brown, 
M.B., B.S., R.AF. Station, Abingdon. The citation reads as 
follows: | 3 - 
“Squadron Leader Brown is Senior Medical Officer at Royal Air 
Force Stanon, Abingdon, On the rught of December 20, 1950, be was 
travelling as a passenger on a Route Flying Fatigue trial from Singapore, 
for Headquarters, Transport Command, D the flight, a propeler 
blade broko loose from one of the engines of the Hastings aircraft in 
which Squadron Leader Brown was a passenger The blade cut through 
the fuselage and seriously injured the co-pilot, who was lying on the 
bunk in the crew’s compartment It also severed the control cables to 
the rudder and elevators Withm a few seconds the faulty engine fell out 
of the aircraft. Squadron Leader Brown immediately went to the aid of 
the mjured co-pilot and gave him medical attention. Although he fully 
appreciated the danger mvoived, he continued to administer medical atten- 
tion until the amcraft crashed. When all others were at crash stations 
he remained at his post with the injured man. If be had been prepared 
to leave him, he could have taken up a position in the passenger cabin 
on one of the stressed, backward facing seats, all of whose occupants 
escaped_ serious injury. The crash took place at Benina, killing five 
members of the crew, including the injured co-pilot. Squadron Leader 
Brown was himself seriously injored, and there is no doubt that he 
consctously risked his life in order to save that of the Injured officer. He 
carried out his duties in accordance with the traditions of his profession 
without regard for his own personal safety. He has set an outstanding 
example at all times and bas completed eighty parachute descents from 
balloons and aircraft in the course of his duties with the Parachute School * 


Surgeon Lieutenant-Commanders G. L Ward, D.S.C., H. A. 
Mogg, T. T. Hardy, T. M. McEwan, D, H. Anderson, C. S. 
Cane, J. B. W. Hayward, and G. A Hart, RN.V.R., have been 
awarded the R.N V.R. decoration. 








Universities and Colleges 








UNIVERSITY OF OXFORD 
In Congregation on May 15 a Readership in Human Nutrition 
was established and Dr. H. M. Sinclair, Director of the Labora- 
tory of Human Nutrition, was appointed to the post-for seven 
years from October 1. . è 

A bequest to the University has been made by the late Miss 
Mary Goodger for the establishment of scholarsbips in memory 
of-her father and herself. It was decided in. Congregation on 
May 15 that there shall be two Mary Goodger Scholarships and 
one Henry Goodger Scholarship to assist research into the causes 
and prevention of disease, with special reference to the study of 
disease in its early stages; that one Scholarship shall be awarded 
annually and one scholarship awarded in one year out of three 
shall be a Henry Goodger Scholarship; that the scholarships 
shall be open to all members of the University provided that in” 
the award of the Mary Goodger Scholarship preference shal) 
be given to women; and that the scholarships shall each be 
tenable for two years but may be extended for a further year. 
The annual emoluments of each scholar shall be not less than | 
£300 or more than £400. Full particulars of the scholarships 
may be obtained from the Regius Professor of Medicine. 
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_ - INFECTIOUS DISEASES AND VITAL STATISTICS f 
Wo print below a summary of ie Diseases and Vital Statistics in the British Isles for the week ending May 5 (No. 18). 


d and Wales (London included). o London (administrative county). (ec) Scotland. (d) Northern Ireland. 





ip) Bee. arara iat denis oa deaths recorded under each disease are for: a) The 126 great towns in and Wales (London included). 
= c county). (c) The 16 principal towns in Scotland. (d) The 10 principal towns m Northern (e) The 13 principal towns 
in Biro, A dash — denotes no cases; s blank spaco genot onae icine aA oF no hin gt on 
The tablo is based on information supplied by the Registrars-G. of Wales, Scotland, Northam Ireland, and Eire, the Ministry of 
Health and Local Government of Northern Irelan: snd erans general of Enalane aod 
Š 1951 > ; 19507, ` 1942-50 England & Wales 
Disease io a tn 5 i Sormsooasing a .Corresponding Week 
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u enteritis or diarrhoea under À 
years T ei wa 7 17 
Deaths i 2 18 3 1 
Measles* . “a 310} 871| 540 233 6,317} 141] 467| 238|* 147| 13,139 2,035 
Deaths 3 youve ae 1 
Meningococcal infection .. 27) 3) m4 1i 4 18 2j- 149 52 2] 
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Pneumonia, influenzal es 588| 36 5 7 6 1,096 534 494 
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Pneumonia, primary. ia 191 g 156 
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Poles, acute 7 j 
ytic ` ž se 17 : 
e | Yb DD RDP ba ‘ 
ths§ .. > J — f = ay — i a - 
“Puerperal fover a a e Me cil a 
Pons pret [ala =| [epe 
Scarlet fever p GE 135|* aS me 130 711 83 ee 873 
Smallpox A Ng = 
Tuberculosis, respiratory ©.. l 143) 4 169 40, 
2) Tuberculosis, 1, ene A Al 47 
(1) Dea i { 17 l A gogls 32| 36 13 
(2 tt te ees 2 O J 7 5 
Typhoid fever i 3 1 2 7 
Deaths . S mm Z = i à 5 
C [PP 
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Influenza : 


The outbreak of influenza has now subsided to the endemic 
level. Only 10 deaths were registered in the great towns 
during the week ending May 5, five of these in London. The 
recent epidemic was the most severe for several years: 
1,269 deaths were registered during the peak week, the 
largest number for 18 years. The largest of the other peaks 
during the 18 years were 1,155 in 1937, 1,148 in 1943, and 
629 in 1940. During the first 18 weeks of the year deaths 
ftom influenza in the great towns numbered 7,278 compared 
with 1,365 in 1950 and 2,679 in 1949. The curve of mor- 

_ tality -during the recent outbreak followed the course of 
the majority of the epidemics since 1920, ising ın the last 
weeks of the preceding year to a maximum in the early 
part of the year and then steadily declining. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly ih England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures for 1951 
thus . Except for the curves showing notifications 
in 1951, the graphs were prepared at the Department of 


Medical Statistics and Epidemiology, London School of” 


Hygiene and Tropical Medicine. 
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Infectious Diseases “a 
During the week ending May 5 the chief variations in the 
trends of infectious diseases in England and Wales were 
decreases in the number' of notifications of whooping-cough 


by 160, scarlet fever by 52, and dysentery by 38, while the 
only large rise was 304 for measles, 


“VITAL STATISTICS © 


The rapid fall in the incidence of measles has Been checked , 


by a rise, but during the preceding four weeks the number 
of notifications declined by 13,262. Rises in the number of 
notifications of measles were recorded in many areas. ‘The 


, largest were Durham 160 and Sussex 117. The largest falls 


were Warwickshire 176, London 146, Surrey 130, and 
Nottinghamshire 116. Only small variations occurred in 


the local trends of scarlet fever and whooping-cough. . 


A rise of 13 was recorded in the number of notifications 
of diphtheria, due mainly to increases in Lancashire 10 
and Worcestershire 6. The largest centres of diphtheria 
were Dudley C.B. 5 and Liverpool C.B. 5. Multiple cases 
of acute poliomyelitis were reported from Lancashire 3 
(Liverpool C.B. 3), Yorkshire’ West Riding 3 (Leeds C.B. 
2), Warwickshire 2, Glamorganshire 2. $ 

The largest of the new outbreaks of dysentery reported 
during the week were Sussex, Brighton C.B. 28,’and Cam- 
bridge, Chesterton R.D. 24. The largest returns of dysentery 
were Lancashire 146 (Bolton C.B. 23), London 145 (sling- 
ton 36), Yorkshir West Riding 91 (Bradford C.B. 30), 
Middlesex 73 (Ealing- M.B. 33). The largest outbreak of 
food-poisoning was in Wiltshire, Malmesbury R.D. 34. 


Fewer immunized Against Diphtheria 

The Ministry of Health states that, although diphtheria is 
being held in check as an epidemic disease, the numbers of 
babies and children immunized are declining. In England 
and Wales over 140,000 fewer babies were protected in 1950 
than in 1949. Since the immunization campaign began in 
1941 over 9,000,000 babies and children have been immu- 
nized. Diphtheria deaths have fallen from a pre-war aver- 
age of 2,800 to 49 (provisional figure) last year—a new low 
record.. Cases during the same period have declined from 


_ 55,000 a year to 980 (provisional figure)—also a new low 


record. The Ministry points out that if diphtheria is to be 
kept at bay the level of immunization must not be allowed 
to fall. 


g 


Week Ending May 12 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,025, 
whooping-cough 3.206, diphtheria 38, measles 19,929, acute 
pneumonia 574, acute poliomyelitis 21, dysentery 940,- para- 


‘typhoid fever 10, typhoid fever 3. Deaths from influenza 


in the great towns numbered 15. 


Births and Deaths in Mauritius 


The estimated population of Mauritius at December 31, 
1949, was 456,717. Of these, just over 290,000 were Indians 
and about 13.000 were Chinese. The birth rate in that year 
was 46.0 in the total population and 51.0 in the Indian popu- 
lation (the birth rate in England and Wales in that year was 
16.9). The crude death rate for the total population was 
16.6 and for the Indian population 17.4 (in England and 
Wales it was 11.8). The infant mortality rate was 91.0 per 
1,000 live births in 1949, 181.5 in 1948, and an average of 
152.8 in 1939-48 (in England and Wales in 1949 it was 
32.37). 


The Save the Children Fund has undertaken to train Greek 
girls as nursery teachers to help Greek efforts to raise the 
standard of nurseries in their country. The girls will attend 


a residential nursery training college staffed by British 


nursery, trained personnel under a British director, who 
will ultimately hand over to the Greeks as soon as they 
are ready to continue the work. 
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President’s Address and Reception i 

- The adjourned Annual General Meeting of the B.M.A., 
at which Dr. A. W. Sichel, of Capetown, will give his 
Presidential Address, will be held at 8 p.m. on Friday, 
June 15, at the Central Hall, Westminster, and will be 
followed by the President’s Reception in the same build- 
ing. These functions’ are open to all members and their 
ladies. Admission will be by ticket obtainable from the 
Secretary at B.M.A. House. Early application for tickets 
is advisable. Evening dress with decorations and academic 
robes should be worn. Academic robes may be hired from 
Messrs. Ede and Ravenscroft ‘Ltd, 93, Chancery Lane, 
London, W.C.2. g 








g 


Changes in the Poisons Rules 

The Home Office announces that in Part I of the Poisons 
List the item “antihistamine substances” is amended to 
include chlorcyclizine and promethazine, and the following 
substances ate added: gallamine, organic compounds of 
mercury which contain a methyl (CHa). group directly linked 
to the mercury atom, paramethadione. Under Part II of the 
List the entry “ organic compounds of mercury ” is amended 
to read “organic compounds of mercury except compounds 
which contain a methyl (CHs) group directly linked to the 
mercury, atom.” 


Southern Ophthalmological Society 

The Society visited the Corneo-Plastic Unit at the 
Queen Victoria Hospital, East Grinstead, on May 5 for 
a demonstration by Mr. B. W. Rycroft of the operative 
technique of lamellar corneal grafting and dacryocysto- 
rhinostomy. Cases were also shown illustrating optical, 
therapeutic, and cosmetic grafts, from which the success 
of this therapy was-apparent. Mr. Rycroft emphasized 
the urgent need for donor eyes and invited the co-operation 
of the Society (and of all ophthalmic surgeons) in the pro- 
vision of donor material. A box for transport of the eye 
under suitable conditions would be sent in time for any case 
if a notification were received by the Corneo-Plastic Unit in ; 
advance. 


French Honour Doctor 
Dr. W. S. Parsons, of Mobile, Alabama, who qualified ! 
at McGill University in 1917, bas been named a Chevalier 


_de la Légion d'Honneur. In a letter to Dr. Parsons 
“the French Ambassador in the ‘United-States said that the 


honour showed thé gratitude of the French Government for 
the services he had rendered to the Allied cause during the 
two world wars and particularly to the Free French Forces 
in the East. Dr. Parsons was at one time a temporary 
surgeon in the R.N.M.S., and lived in China from 1919 to 
1942, serving as a major in the Shanghai Volunteers. 


Charges for Teeth and Glasses 

The charges for National Health Service teeth and glasses 
- came into force on May 21. A full set of dentures will ° 
cost £4 5s., one, two, or three teeth £2, four to eight teeth 
£2 5s., nine or more teeth £2-10s. Glasses wil! cost £1-a 
pair, plus the cost of the frames, which range irom 3s. 4d. 
to 15s. 1d. These charges will not apply to the free range 
of glasses available for children under 16. Those who were 
already undergoing treatment before May 21 will not have 
to pay the new charges. The Ministry draws attention to- 
the following points: where a patient prefers to have metal 
dentures which are not clinically necessary there will be an 
extra amount to pay; the charge for replacing dentures 
which have been lost or damaged through carelessness may 
exceed, the charges specified in, the new scale; if only one 
lens is supplied the patient will have to pay only 10s.; in 
cases of carelessness the full cost of the replaced glasses 
anes and lenses) will be paid by the patient. 
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Appeal by Institute of Psycho-Analysis ' 
According to a recent report in-the Manchester Guadian 


the Institute of Psycho-Analysis iñ London (at 96, Gloucester 


Place, W.1) is appealing for funds and hopes to raise 


` £100,000. . It was incorporated in 1924 as a place to train 


s 


psycho-analysts—-there are about 60 now being trained—and 
to hold out-patient clinics where analysts would work 
without fee. In addition it publishes the International 
Journal of Psycho-Analysis and maintains a good library. 
The clinics receive a yearly grant from the regional hospi- 
tal board, but otherwise the Institute survives only on private 
beneficence. 


$ 


Doctors Wanted in Malaya = 

The Secretary of State forthe Colonies is appealing for 
doctors for Malaya, where an essential part of the re- 
establishment of law and order is the provision of full 


. medical and social services. At least one year’s experience 


after qualification is required in applicants, and secondment 
from the National Health Service for periods up to six years 


. is possible, (For a definition of “secondment” see Supple- 


ment of May 19, p. 206.) Most men are required for general 


medical and health duties, including clinical teaching in the 
“University of Malaya; 
' surgeons. 


there are also some vacancies for 
Full information of the openings may be obtained 
from hospital authorities, or from the Director of Recruit- 
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Maternity and Child Welfare: Conference 
The National Association for Maternity and.Child “Welfare 
will hold the annual conference at Church House, West- 
minster, on June 27, 28, and 29. It will be opened by 
Princess Elizabeth, and talks will be given on the present 
position and the objects to be achieved ; the next two days 
will be devoted to group discussions, and visits, and 
Mr. Hilary Marquand will close the conference. Applica- 
tions for tickets (£1 1s.) should be made to the Secretary, 
N.A.M.C.W,, 5, Tavistock Place, London, W.C.1. 


Glasgow Graduates Dinner 
The Glasgow Graduates Dinner will be held this year at 
the Mayfair Hotel, London, on June 14, at 7 for 7.30 p.m. 


Graduates who are unable to travel to ‘Glasgow, but who' 


would like to take part in the quincentenary celebrations of 
the University, are invited to attend the dinner. Tickets 
(£1 108. exclusive of wines) may be obtained from Dr. Robert 
Forbes, 
Tavistock Square, London, W.C.1. 


Indian Medical Service Dinner. 
The annual dinner of the ILM.S. Dinner Club will be held 
at the Connaught Rooms, London, on Wednesday, June 20, 
“at 7 for 7.30 p.m. Tickets from the Secretary, Medical 
Department, Commonwealth Relations Office, 4, Matthew 
Parker Street, S.W.1. 


ment (Colonial Service), Colonial Office, Sanctuary Build- 


ings, Great ‘Smith Street, S.W.1. 


Open Invitation from York 

York Medical Society would like to meet any doctors who 
may be visiting York for the Festival of Britain celebrations 
from June'3 to 17. The society’s library and house at 17, 
Stonygate will be open from 4 to 6 p.m. on Tuesdays, 
Thursdays, and Saturdays of the fortnight and members 
will be pleased to welcome doctors and their families for 
afternoon tea during that time. Tickets may be had on 
application at the Festival Club or to the Secretary, 17, 
Stonygate, York. 


a i 

Ex-Minister Resumes Sanatorium Post 7 

Dr. Noel Browne, former Irish Minister of Health, who 
resigned when his free Mother and Child Scheme was 
opposed by his Cabinet colleagues, will resume his duties 
as assistant resident medica] superintendent at Newcastle 
Sanatorium, near Dublin, 'on June 12. He is standing as an 
Independent candidate in the General Election on May 30, 
having resigned from Mr. Sean MacBride’s (External Affairs 
Minister) Republican Party. Dr. Browne retained his New- 
castle post during his three years as Health Minister, but his 
duties there were carried out by a substitute. 


. COMING EVENTS 


Institute of Urology 

The Institute of Urology (University of London) in associa- 
tion with St. Peter’s and St. Paul’s Hospitals, Henrietta 
Street, London, W.C., has arranged a special intensive course 
of urological instruction to be held at the Institute from 
‘June 4 to 15, both dates inclusive. Full particulars may 
be obtained’ from the secretary of the Institute at the above 


+ 


` address. ` 


` 


West London Medico-Chirurgical Soctety 

-The annual banquet of the West London Medico- 
Chirurgical Society will be held at the Royal College of 
Surgeons of England, Lincoln’s Inn Fields, London, W.C., 
on Wednesday, June 6, at 7.30 for 8 p.m. A 
Contraceptive Technique ` S 

A lecture and demonstration (on living models) on contra- 
ceptive technique will be given by’ Miss Marie C. Stopes, 
Ph.D., at the Mothers’ Clinic, 108, Whitfield Street, London, 
W., on Thursday, June 7, at 2.30 p.m. Tickets must be 
obtained in advance, as space is limited. x 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectuies 
marked @. Application should be made first to the institution 
concerned. , 
Monday ~ 
EDINBURGH UNIVERSITY. —At Physiology Class Room, May 28, 
5 p.m., “ The Materialist View,” by Douglas Guthrie. . 
Roya. Eye Hospirat, St. George’s Circus, Southwark, London 
ay .—May 28, 5 Pin, “ Ocular Palsies, ’ by Dr. 


Unrversiry CoLLEGE HOSPITAL MepicaL ScHOOL, University 
Street, Gower Street, London,’ W.C.—May 28, 5.30 gm 
“ Oligophrenia Phenylpyruvica,” by Professor A. ae ( slo). 
(See also May 29.) 
, Tuesday 


EUGENICS Soen —At Royal Society, Burlington House, Picca- 
dilly, London, W., May 5.30 p.m., “ Recent Investigations 
of Intelligence and its Measurement, ” by Professor P. E. 


Vernon, M.A., Ph.D 
Lisle Street, Leicester Square, 


INSTITUTE OF DERMATOLOGY, 
London, W. C. e 29, $ pm., “ Erythemato-Squamous 
ea London, W.C.— 


Eruptions,” b . J. Wallace. 

at 29, 530 “a Ther in Ophthalmol h 

ay J Hormon i erapy in Opht thalmology wit 
Cortisone apie AC ” by M H H Sk s 

LONDON UNIVERSITY. li a Mohel School M 
stein Lecture Theatre) Horseferry Road, London, S. 
May 29, 5.30 p.m., “The Surgery of the Biliary stem,” 

ecial "University Lecture by Professor Warren open 
Rar of Ilinois). 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's: Inn Fields, 
London, W.C.—May 29, 5 p.m., “ Surgical Physiology of, Large 
_ Arteries, with Particular Reference to Traumatie-Spasm,” Arris 
` and Gale Lecture b y Mr. J. B. Kinmonth: 

Sr. Mary’s Hosprra. MEDICAL SCHOOL: WariGHT-FLEMING 
INSTITUTE OF MicroproLocy, Paddington, London, W.—Ma 
2 5 Peak Hes » “The Avoidance of Post-in ection Paralyses, wit 

Reference to o Diphhena Prophylaxis,” Almroth Wright 
pote by Dr. G. Bousfield. 

University CoLtrece HosprraL MepricaL ScHoor, University 

 Oligophrenia Phenplpyruvion,” by Profesor A. olias (Ose) 

“Oligophri enylp: n ofessor 0). 

(See also May 28.) : 

‘West END HOSPITAL FOR Nervous DISEASES, Marylebone 
Tene London, W.—May 29, 2.30 p-m., “ neay Manifestations 

Nervous Diseases,” Part I, 
Khia by Mr. J oseph Minton, 


- _ ‘Wednesday 
@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester S 
London, W.C.—May 30, 5 p.m., “Medical M ycolo 
ficial Mycotic Infections,” by Dr. R. W. Riddell. 
INSTITUTE OF OPHTHALMOLOGY, Judd Street, London, W.C.— 
May 30; 5.30 p.m., “ Burns o yM Eye with R 
Recent Form of dg ero J. D. M. Cardell, 
RoyaL Eys HosrmaL, St. i Cian, Southwark, Londo 
S.E.—May 30, 530 wk primon Plastic Operations 
Orbital Surgery,” by 


TA 


Medical Defence Union, Tavistock House South, . 


T. Rowland 


clinical demonstration ın 


uper- l 


ec 
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EDINBURGH UnIvERSITY, Universit New w Buildings (Anatomy 


Theatre), Teviot Place, a Gillespie 5 p-m., 
“Peri al Nerve Injuries,” ig pel a ‘Gi ues by 
Mr. x J. Slessor. 


@INSTITUTE or DERMATOLOGY, Lisle Street, Leicester Square, 
London, W.C.—May 31, 5 p.m., “ Seborrhoeic Dermatoses,’ 
by Dr. 5. L. Franklin. > 2 \ 

INSTITUTE OF PSYCHIATRY, “Maudsley Hospital, Denmark Hill, 
London, S.E.—Ma ay 31, 3 pm., “ Neurosurgical D ties in 
Performing Fans Prefrontal Operations,” Public by 


r. Jacques Le B peau 
Sr, ANDREWS ~—At Lectore Theatre, Materia Medica 
Department, Medical Sc School, Small’s Wynd, Dundee, May 31, 


» 5pm,“ Sw ery of the Chronic Hip,” by Professor W. Mercer, 

„Sr. George’s HosprraL MEDICAL Scuoor d Hyde Park Comer, 

** London, S.W.—May 31, ee p.m., “ Psychiatry,” lecture-~- 
demonstration by Dr. M. A. Partridge. 


UNIVERSITY COLLEGE: ARTMENT OF BIOCHEMISTRY, Physiology 
Theatre, Gower Street, London, W.C., May 31, 4.45 p 4 
“ Biological theses Conc g Carbohydrate Radiales? 
2nd of Die eea a J. Bell, Ph.D., Sc.D., F.R LC. 


Friday 
Royat Eye Hosprrat, St. George’s Circus, Southwark, London, 
. SE.—June 1, 5.30 pm., “ Recent ‘Advances in Pharmacology 
of the-Eye,” *by Dr. C. A.. Keele. 
mehr eed Instrrure.—At Guildhall, Swansea, June 1, 
m., papers: an Problems in Port Health Administration,” 
i Dr. M “ Swansea Main Drainage Scheme,” 
by D. J. Milford ota A.M.I.Mun.E.: Afternoon visits. , 
Socisry or Pustic ANALYSTS: BIoLogicAL METHODS Group.—At 
the National Institute for Medical Research, The Ridgway, 
Mill Hill, London, N.W., June 1, 2 p.m., summer meeting. 
Communications and demonstrations. 


Wurpps Cross HOSPITAL MEDICAL SOCIETY IETY, ‘Whipps_ Cross ” 
Hospital, London ES ETE 1, 8.30 pm; “The Hazards of 
: Treatment,” by Mr. D. F. Ellison Nash. 


Rare spe á 

Bryant, Hucum O. Ch.B., D.P.H., Deputy Medical Ofat of 
Health, County ecg of Bok Lancashire. 

Caowisy, Aran Fy MB, B.Ch, Medical Officer, Wormwood Scrubs 

Danke, G. H, MB., B.S., „ÈR CS.Ed., Consnitant Surgeon to South 


Somerset Clinical Area (Minehead District), Santi Westera Regional Hospital 
Board. {Corrected announcement } 








BIRTHS, MARRIAGES, 


' BIRTHS - 


AND DEATHS. 


s Darles —On May 6, 1951, at the Maternity Heme, High Wycombe, Bucks, 


9 Mary Angela (formerly Whiteaway), wife of De. Leslie W. Davies, 
Davies On May 8, 


Ta E CACAT: 10 Made, WUE GE. Drs D. M. 
Davies, a daughter—~S 
Rosenvinge.—On 


May 7, fost, at Carlton Lodge, Harrogate, to Margaret 
> (formerly Ogden), wife of De. Gerald Roscnvinge, a sister for Louise, 


‘Stephen, and Heory—! 

Sau -On er 1951, at Lincoln, to Myfanwy, wife of Dr. H. Ells 
mith, a son 

Tyrrel.--On May 13, 1951, at: Hallamshire Maternity Home, to Moyra. 
wife of Dr David Tyrrell, M.R.C.P., 2 daughter—Frances Elizabeth. 

Warte.—-On May 14, 1951, at:St. Brenda’s Nursing Home, Bristol, to Anne ` 
(formerly Hollis) and Robert Warin 5 
Woatkinsor.—On May 14, 1951, a Queens Park 
Dr, Margaret, wife of ‘Deryck’ H. . Watkinson, R daughter—Deborah Jane. 


i Wy aed? 
MEDICAL NEWS 


1215 


’ Barım 
Manicat JOURNAL 


.. Any Questions ? 
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Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


P Chronic Infestation with Threadworms 


Q.—A woman, aged 37, is a chronic sufferer from thread~ 
worms. She has been treated haphazardly in the past with 
gentian violet, “ diphenan,” and ‘acetarsol without success. 
“She is now exceedingly worried by these constant failures 
to cure her. What plan of treatment is advised to erddicate 
the infestation once and for all? (Facilities are available 
for colonic irrigation if required.) 


A.—The patient should be instructed about the dangers 


and methods of auto-infection, and if possible she should 
be removed from her personal environment for the dura- 


tion of the treatment: In addition to general measures to | 


prevent reinfestation, such as scrubbing the hands, wash- 
‘ing the perineum and- buttocks on waking and after going 
to stool, and the wearing of suitable clothing and attention 
to its cleanliness, enemas .of a saturated solution of hexyl- 
resorcinol may be used to kill the worms in the lower bowel. 
The drug may be irritating to the mucous membrane, and 
whether the enemas can be given daily or at less frequent 
intervals will have to be determined by trial. The treatment 
should be continued for three weeks. All other members 
of the family should be examined, and those found to be 
infected should be treated at. the same time. While the 
patiénts are being treated, their rooms should be thoroughly 
washed and cleaned, as eggs may be found on the bed- 
spreads, floors, and walls, and bedding and underclothes 


should be e sterilized: l 


Worms from the Dog 
Q.—W hat intestinal parasites of the dog` can infect man: ? 


“A „The following speties of helminths occur as intestinal 
parasites of the dog and are also parasitic in man, but not 
necessarily in the human intestine nor as adult parasites. 
Those species which infect man only when larval or imma- 
ture are marked with an asterisk. Very rare or doubtful. 
records in either host are queried. a 

Roundworms: Toxocara canis, Trichinella spiralis, 
Strongyloides stercoralis, Gnathostoma spinigerum,* Ankylo~ 


, 


stoma braziliense, A. caninum (Man ?), Necator americanus 


(Dog ? ), Enterobius vermicularis (Dog ?). 
Flukes: Heterophyes heterophyes, Metagonimus yoko- 


Fietcher—Kent.—On May 12, 1951, at St John’s Church, Perry Barr, + gawai, Monorchotrema taihokui, Echinochasmus perfoliatus, 


MARRIAGES 
Birmingham, Joseph H. Fletcher, M.B, of Burimngham, to Mary Kent, 
M.B., of Derby. 7 

DEATHS 


Anderson.—On May 10, 1951, at Apsley, Lodge, : Cheltenham, Frederick ' 


Thomas Anderson, M.D., FR.CS.Ed., aged 88. 
ag aT On May 13, mi a The Butts ao Stanhope, Co, 
Durham, James Bannerman, C.M., aged 77 ` 
Bear on May 7, 1951, at Pa Hampton Terrace, Edinburgh, Alexander 
—On May 12, 1951, Frederick William Bury, MD., of The Cottage. 
ussex, aged 79, 


R N., retired, “aged B. 
May 8,‘ 1951, 


Riverscourt, Park Avenue, Worcester 


Hayes.—On May 18, -1951, at Kilberg. Claygate, Surrey, “Arthur Berbert ‘closed, and the patents recovery was uneventful. 


Hayes, F.R C P., D.P H, Major, R.A.M.C., reured, 
Johnston. —On May 17, 1951, Wiliam Ellis Johoston, MB. ChB. 
Westhoughton, Lancs, 


of 


aged 45. 
. Joknstone.—On. May 12, 1951, David Patrick Johnwtone. CIE. O BE., 


LRCP&S.Ed, LE.F.PS., `D P.H., Major RAM C., retired, late 


of za Wicklow 
“ Dorema,” Kilmaco im, Renfrewshure, 
Mackay.-On ‘May 18, 1951, at Norwood, Stonehaven. Kincardın 
Alastair Frederick Bochanan Mackay, L.R.C.P.&S Ed, REPS. 
aged 58 


erville-Large.-On May 3, 1951, Wiiliam Collis Somervifie-Large. M B. 
STR CST, of “St Valerie,’ ”, Bray, Co . Wicklow, and Dublin, Fire 


> 


wo? 


Peter Alexander Laird, M.B., C.M; wee 


Sophia Graham,\ M.B., BS, DPM. of* 


. Pseudamphistomum truncatum, Schistosoma japonicum. 
Tapeworms: Dipylidium caninum, Taenia’ echinococcus* 
(hydatid cyst in man), T. cerebralis,* T. serialis,* Dibothřloz 
cephalus latus, D. mansoni.* 
Protozoan intestinal parasites of the’ dog do not infect 
man. 


aise of the Appendix 


Q.—A man of 35 was admitted showing a classical picture- 
of acute appendicitis. The abdomen was opened, but a- 
thorough search did not reveal the appendix. The caecum, 
however, was congested (typhlitis). The abdomen was- 
Might 
this have been a case of congenital absence of the appendix ? 


A.—Congenital absence of the appendix is exceptionally 
rare, and few authentic cases have been recorded. In the- 
circumstances of the case described this would seem to have- 
been an unlikely possibility. Despite thefailure to find an 
appendix,.and without any offence to the operator, one must 
say that this was most likely a case of acute appendicitis. 
It is possible for a retroperitoneal appendix, especially iff - 
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x * 
small, to be overlooked even in the course of a “cold” 
laparotomy. In the presence of inflammation it would be 
still easier for the offending organ to be missed. The fact 
that the patient made an uneventful recovery does not, of. 
course, rule out the diagnosis of appendicitis. If the appen- 
dix was truly absent then it would be tempting to suggest 
the presence of an occult and inflamed caecal diverticulum 


_ to explain the typhlitis. 


Congenital Fibrosis of the Pancreas 


Q.—What is the aetiology of congenital fibrosis of the 


pancreas? I have a patient who has had two children, in 
1940 and 1949, with normal pregnancies and deliveries, who 
both died of fibrosis of the pancreas at about 6 months. 
The patient has just become pregnant for the third time. 
What are the chances of this child being affected, and are 
there any prophylactic measures which may be taken? 


A.—Congenital fibrosis of the pancreas is not particularly 


uncommon. It was first described in this country by Clarke 


_series of necropsies in a children’s hospital. 


and Hadfield in 1924 (Quart. J. Med., 1924, 17, 358), but it 
was not until the publication in 1938'of a series of cases 
by Andersen (Amer. J. Dis. Child., 1938, 56, 344) that the 
condition aroused the interest of paediatricians. 

The disease is invariably fatal between the ages of 2 days 
and 144 yedrs. Its aetiology is unknown. The arresting 
lesion is à clearly defined pancreatic defect which eventu- 
ally leads to pancreatic fibrosis. Two other organ defects 
accompany this lesion so consistently that it is almost, certain 
they are causally linked. The first is meconium ileus pro- 
ducing intestinal obstruction in the newborn—this occurs in 
those cases in which the pancreatic lesion is far advanced at 
birth ; the other is a pulmonary defect which terminates in 
chronic purulent bronchitis, bronchiectasis, and pulmonary 
fibrosis, The course of the disease in cases surviving for 


a year is almost invariably overshadowed by pulmonary 
f 


suppuration, which is often staphylococcal 

The most attractive hypothesis is that the primary defect 
in all three situations is the production by sub-epithelial 
mucus glands of an abnormally viscid secretion and that 
this may be related to some abnormality in parasympathetic 
innervation. This is in all probability true of the pancreas 
and intestine, especially the duodenum. It is not yet fully 
agreed that the pulmonary suppuration is due to bronchial 
obstruction by an abnormally viscid bronchial mucus. 

There is no question that the disease has a highly signifi- 
cant hereditary background due to a single recessive lethal 
gene which in the pure or homozygous state is causally 
linked with the organ defects. Direct transmission and the 
existence of a single Mendelian dominant can be ruled out. 
Consanguinity in the parents is very uncommon, strongly 
suggesting that the gene is not a particularly rare one. It 


has been found that the disease was present in 12 children 


out of 6,500 admissions, and in approximately 4% of a large 
The trans- 
mission is not sex-linked, as there is no sex predominance, 
and in the large majority of cases there are no other con- 
genital abnormalities. It bears no relation to birth order, 
and cannot therefore be related to the age of the mother. 

With this well-defined hereditary background it cgn be 
stated with certainty that the chances that the next child 
will suffer from the disease are precisely one out of four. 
Prognosis is clearly related to the severity of the pulmonary 
disease, and not necessarily to the time of onset of pulmonary 


symptoms. 
No suggestions have yet been made about prophylaxis. 


The Whoop in Whooping-cough 
Q.— Does Haemophilus pertussis have any toxic action on 
the cilia of the respiratory tract? I have heard that in 
whooping-cough the cilia are paralysed. i 


.—There is no direct evidence that Haemophilus per- 
tussis has any specific paralysing or destructive action on 
cilia. In 1912 Mallory and Hornor’ found masses of Gram- 
negative organisms, indistinguishable from H. pertussis, 
among the cilia of cells, lining the trachea, bronchi, 
and bronchioles of children dying of whooping-cough. 
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Organisms were crowded even between` the stumps of 
cilia and in mucus overlying ‘epithelium denuded of cilia. 
Mallory and Homor thought that the bacteria mechani- 
cally obstructed the cilia and possibly Ied to their destruc- 
tion. The whoop would thus be due to the local irntation 
of stagnant mucus and inflammatory exudate. Few now 
believe this to be the whole truth. Experimental infection 
provokes a spasmodic cough only in the human,” ape,** 

and possibly monkey.** But the histological changes of 
pertussis are neither specific nor confined to man. ‘They 
occur in other bacterial and viral infections of the lung, 
and can be produced by the inoculation of living H. 
pertussis in apes, monkeys, cotton rats, mice,” and chick, 
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Whoop 
embryo.‘ Lung sections of all these animals show masses 
of organisms among the cilia, a mixed mono- and poly- ' 
morphonuclear exudate in the alveoli, superficial inflamma- 
tion of the mucosa, desquamation of epithelium, patchy” 
interstitial pneumonitis, and, in the later stages, obstructive 
emphysema and atelectasis. The mechanism of the whoop 
in humans is unknown., Above is a schematic representa- 
tion of conceivable theories of the pathogenesis of the 
whoop in whooping-cough; enly further work will settle 
which 1s correct. 
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Correction.—In the paper by Drs. J. B. Enticknap and B, J. 
Stephens on “ Laboratory Diagnosis of Urinary-tract Infections ” 
(May 19, p. 1119) a mistake arose from a transposed heading on 
p. 1121. Under the heading “ Haemolysin; Gelatin Liquefac- 
tion ” the statement is made in the second paragraph: “ Only 
five strains possessed this ability, and none of them was a true 
Bact. cloacae strain.” This statement should refer only to gelatin 


, liquefaction. 
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TREATMENT OF ARTERIAL HYPERTENSION BY PENTA- AND HEXA- 
l METHONIUM SALTS | ‘ 


BASED ON 150 TESTS ON HYPERTENSIVES OF VARIED AETIOLOGY AND 83 PATIENTS 
i . TREATED FOR PERIODS OF TWO TO FOURTEEN MONTHS 


BY 


F. HORACE SMIRK, M.D. F.R.C.P., F.R.A.C.P. 
Professor of Medicine, Otago University e 


AND 


f K. SEVERIN ALSTAD, M.D., MR.C.P.Ed. 


Lecturer in Medicine, Otago University 


(From the Department of Medicine, University of Otago, -New Zealand) 


Although from the therapeutic aspect ıt was the 
curarizing effects of the higher members of the 
methonium series which first attracted attention (Barlow 
and Ing, 1948a, 1948b ; Paton and Zaimis, 1948a), it soon 
became evident that the penta- and hexa-methonium 
halides, shown to be ganglion-blocking agents by Paton 
and Zaimis (1948b),*were effective in producing reduc- 
tions in blood pressure in normal and in hypertensive 
individuals (Arnold and Rosenheim, 1949 ; Arnold et al., 
1949 ; Paton and Zaimis, 1949 ; Burt and Graham, 1950 ; 
Hunter, 1950; and Davison, 1950). Preliminary tests 
carried out in this department (Restall and Smirk, 1950) 
indicated that good results could be obtained by the use 
of these substances as a mode of treatment in hyper- 
tension. i 
Further reports have been published on this use of 
penta- and hexa-methonium salts (Turner, 1950 ; Saville, 
1950; Campbell and Robertson, 1950). No definite 
conclusions were reached by the first two authors, but 
Saville was hopeful that pentamethonium -bromide 
would find a place in the treatment of hypertension. 
Both of these workers used relatively large doses to 
investigate effects, and neither reported the results of 
‘treatment over a long period. Campbell and Robert- 
son (1950) report results similar to those of Restall and 
Smirk in respect of relief of such manifestations as 
headache and breathlessness. Further practical details 
concerning the management of cases are given by 
Smirk (1950a, 1950b, 1951), who claimed that effective 
blood-pressure -reduction with subcutaneous injections 
of penta- or hexa-methonium bromide led to a clinical 
improvement im severe hypertensives which is of a 
higher order than that ordinarily obtained by other 
methods. The results obtained by oral therapy were 
much less reliable, though sometimes good. Turner 
(1951) has had similar results, and cites favourable 
experience in the toxaemic and other hypertensions of 
pregnancy. Frankel (1951) prefers hexa- to penta- 
methonium bromide,,and regards intramuscular injec- 
tion as more effective than oral dosage. Locket (1951), 
who has apparently used mainly oral therapy with 


z 


r 


hexamethonium bromide, regards the results as unsatis- > 
factory. Bromism may occur. Locket thought there , 
were patients who ceased to react to the substance. 


The tests alluded to in this-department convinced us 
of the possible usefulness of penta- and hexa-methonium 
salts in the long-term treatment of hypertensives, and 
accordingly we investigated the response to these 
methonium halides in 150 cases of hypertension of 
varied aetiology—benign essential (fixed, 72; labile, 
15; following sympathectomy,. 11); malignant (11); 
renal (nephritic, 7; surgical kidney, 3); pregnancy 
toxaemia (post-, 21; acute, 2); polycythaemia vera_ 
(1); and miscellaneous*(7). _ 

Fifty-three patients have been under treatment for 
periods of 2 to 14 months. Of these, 32 have been 
treated for six months or more. In selecting for treat- 
ment preference was given to those with the highest 
blood pressures, especially when the basal pressure was 
high, and to the patients with the most severe poten- 
tially reversible hypertensive manifestations. These 
included papilloedema, retinal haemorrhages, exudate, 
and oedema, cardiac asthma, hypertensive heart failure, 
cardiac enlargement and electrocardiographic changes, 
severe headache, dizzy: and encephalopathic attacks, 
and minor strokes. Recently we have accepted patients 
over 65, but, at the outset, fear of cerebral and coronary 
complications decided us in most instances against 
treating patients in this age group. 

Our main purpose has been threefold: (a) to investi- 
gate the effects of an adequate test dose which might 
give an -indication of the possibility of treatment; 
(b) to find if these methonium salts reduce blood pres- 
sure in ,hypertensives irrespective of aetiology ; and 
(c) to ascertain if hypertensive patients may be treated 
adequately with these methonium salts with relief of 
signs as well as symptoms. Our experience has indi- 
cated that, if postural effects were taken into account, 
a true index of potential reduction of blood pressure 
under treatment might be achieved, by small subcuta- 
neous test doses without adverse effects on the patient.” 
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We record many instances of the relief of papilloedema, 
retinal oedema, and left ventricular failure, as well as of 
_ symptoms such as headache, dyspnoea, and vertigo. 
Turner (1950) seemed inclined to be diffident about 
symptomatic relief, and his experience with three cases 
urged him to caution in the use of these salts. Using 
smaller test doses, and being fully aware of the develop- 
ment of tolerance to the methonium salts, as well as 
utilizing. postural effects in the treatment, we have 
experienced no complications in those patients we have 
treated, all of whom have shown symptomatic relief 
_and objective ‘improvement of one kind or another 
when signs were present. 

It is not proposed to discuss the pharmacology of 
these methonium salts, -so carefully worked out by 
various authors (Barlow and Ing, 1948a, 1948b ; Paton 
and Zaimis, 1948a, 1948b, 1949; Balaban, Levy, and 
Wilde, 1949), and the pharmacodynamics of these salts 
in man is the subject of another paper in preparation 
(Restall and Smirk), but attention will be drawn to the 
development of tolerance which occurs in the course 
of treatment. 7 


Relation of Treatment to Pathogenesis 


Many writers express the view that reduction of the 
blood pressure in arterial hypertension by sympath- 
ectomy or by drug action is a treatment of symptoms 
and a stopgap form of therapy to be employed only 

` until some attempt can be made to correct the funda- 
mental cause. In terms of other views on patho- 
genesis, the evidence for which is presented elsewhere 
(Smirk, 1949), the maintenance of the blood pressure 
as near to normal as practicable is much more than 
symptomatic treatment; on the contrary, 
blood-pressure reduction by suitable means is likely to 
arrest or retard pathological processes rowers for 
the development of the disorder. 
_ According to this latter hypothesis there is no ; single 
or simple primary cause of, essential hypertension 
The disorder is thought to arise in some cases as the 
result, of the simple overactivity of physiological pro- 
cesses, whereas in other cases pathological processes 
such as renal arteriolosclerosis may be primary. The 

. fundamental concept is that, while initial blood-pressure 
increases may be, and commonly are, of composite 
origin, such pressure increases, if frequent, large, or 
prolonged, lead to a number of pathological and func- 
tional changes which tend further to maintain or 
elevate the blood pressure. Once this self-perpetuating 
cycle of changes has been set up the condition may be 
described as essential hypertension. 

There is strong circumstantial evidence that many 
factors which raise the level-of the blood pressure 
enhance strongly the liability.to the subsequent develop- 
ment of essential hypertension. These include certain 
geographical environments, race, heredity, emotional 
lability or disposition to over-alertness and tenseness, 
occupation or domestic environment involving a ten- 
dency to stress and strain, over-average liability of the 
vasomotor system to respond by vasoconstriction to 


tenseness and emotion, physical activity or metabolic - 


stimuli, over-average body weight or sthenic habitus. 
It is thought that such factors predispose to essential 
hypertension in so far as they are factors which tend of 
themselves to elevate somewhat the level of the blood 
pressure. When sufficient of these factors are present, or 
when they are present in a degree which may be regarded 
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as pathological, the higher level of the blood pressure 
so engendered tends to set up pathological changes 
which of themselves perpetuate or increase further the 
initial blood-pressure rises. 

The various pathological and functional changes 
induced as the result of primary blood-pressure rises 
(or excessive vasoconstriction), which, when they are 
developed, may lead to secondary blood-pressure rises, 
are thought to include such factors as the following: 
(a) inelasticity of large arteries; (6) exaggerated con- 
traction’ of hypertrophied arterioles ; (c) the release of 
pressor agents from ischaemic ladneys ; (d) to a very 
minor degree, increased passive resistance of hyper- 
trophied arterioles; and (e) an unknown non-renal 
factor or factors capable of perpetuating certain blood- 
pressure increases after the primary exciting causes of 
these increases have ceased to operate. i 


In terms of the above hypothesis the fundamental 
unity of the clinical picture in essential hypertension is 
not dependent upon the blood-pressure elevation being 
regarded as the.result of a single or simple pathological 
process, it is due to the fact that the clinical mani- 
festations and complications are caused almost entirely 
by events which are secondary to a single characteristic 
of the disorder—namely, high blood pressure—brought 
about mainly by vasoconstriction. It would follow 
that any condition associated with high blood pressure 
from any cause‘would be likely to lead, if the high 
pressure persisted for long enough, to the various 
pathological changes which, it is suggested, may be 
responsible for maintenance of existing increases or for 
further increases of the blood pressure in essential 
hypertension. 


Essential hypertension is both a syndrome and a 
disease. It is a syndrome in that its characteristic 
clinical and pathological features form part of all 
protracted high-blood-pressure cases, whatever the 
primary cause. lt is a disease in that in the clinical 
entity we call essential hypertension the syndrome is 
the whole disorder. In nephritis, cortical hyper- 
adrenalism, and many other conditions associated with 
blood-pressure elevation, the syndrome of essential 
hypertension is only part of the disease. 


Evidence that our present knowledge of hypertension . 
is consistent with the views expressed has been given else- 
where (Smirk, 1949). Holding provisionally such views, 
the authors prefer to regard effective blood-piessure re- 
duction as a fundamental and not as a secondary objec- 
tive in treatment. If it were found that effective reduction 
of the blood pressure would not retard the disorder, 
then the hypothesis would need revision. „On the basis 
of this hypothesis the present paper is concerned with 
two matters: (1) can one obtain substantial control 
over the level of the blood pressure in various types 
of arterial hypertension, and (2) are there classes 
cof patients in which blood-pressure reduction is 
beneficial ? 


Effects of Various Methods of Administration 


- We have administered penta- or hexa-methonium 
salts orally and by subcutaneous, intramuscular, and 
intravenous injection. Most of the results to be 
described here have been obtained with subcutaneous 
injection, and most of the formal tests have been made 
with hexamethonium bromide. In treatment, how- 
ever, the effects of which have been. closely observed, 
we have used almost as much penta- as hexa-methonium 
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bromide. In the course of treatment we have often maximum hypotensive effect often comes later, and in 


gone from the one to the other without important 
subjective changes being apparent to’ the patient. A 
comparison of the hypotensive effects of penta- and 
hexa-methonium.bromides is set out in Table I. It 


suggests that the hypotensive action of-hexamethonium 


is usually the stronger. Patient 52, however, “has 
always stated that pentamethonium has the stronger 
effect on her as judged by the occurrence of 
postural hypotension, and formal tests indicate that 
the pentamethonium has in her case a more powerful 
hypotensive action. 

To prolong the effect we have tried intramuscular 
injection of a fine suspension in almond oil. Admixture 
with 1 in 400,000 to 1 in 100,000 adrenaline hydro- 
chloride has been employed to slow absorption, and a 
number of investigations have been made with con- 
tinuous subcutaneous injection over -a 12-hour to 12- ` 
.day period, using a device which empties the contents 
of a syringe (1-100 ml.) at a uniform rate over a 
selected period of time (2-32 hours). While the level 

* of the blood pressure may be controlled in some cases 
by oral administration, the dose used is much larger 
even when it is administered with water before meals. 


Tanie I—Com 


Oral Administration of 





It should be emphasized that the larger doses set out 
in Table I, both oral and subcutaneous, are not to be 
administered until the patient has developed the 
requisite degree of tolerance to the action of the drug, 
otherwise there may be dangerous sequelae. . In the 
initial stages of our work it seemed preferable to avoid 
the uncertainties of alimentary absorption and to use 
the drug by an economical route so that more patients 
could be treated. ; 

Subcutaneous administration has proved very satis- 
factory in that the levels of the blood pressures are 
largely predictable, the average duration of effect from 
a single injection being about three hours, thougli ‘it 
has been longer, especially with larger doses. , The 
disadvantage of subcutaneous injection is that with 
the smaller doses 'a maximal effect is ordinarily - 
obtained within the first hour, and in some cases a dose 
. large enough for effective lowering over a three-hour 
or four-hour period may cause giddiness when patients 
have been standing for a few-minutes between the 15th 
and 60th minutes after injection. 

In 30 patients doses of 15-25 mg. subcutaneously 
exercised their maximum hypotensive effect at the 
-following times (in minutes) after the injection: 45, 36, 
14, 27, 10, 40, 25, 30, 45, 30, 35, 50, 40, 45, 30, 25, 30, 
40, 10, 45, 30, 45; 30, 20, 20, 30, 40, 20, 75, 35. When 
doses of 100-250 mg. are injected subcutaneously the 


n of the Effects of the Subcutaneous ‘and ~- 
examethonium Bromide 


16 patients the times (in minutes) were: 20, 55, 120, 
120, 110, 60, 150, 55, 35, 150, 130, 75, 120, 17, 30, 25. 
The therapeutic regime should be adjusted to the indi- 
vidual response of the patient. 

To overcome initial giddiness we gave-intramuscular 
injections of a suspension in almond oil. These were 
effective in lessening the incidence of dizzy attacks on 
standing and they prolonged the action of the drug to 
eight hours. But it was felt that the preparation would be 
unsuitable for continual use. In a number of patients 
the addition of 1 in 100,000 adrenaline has prevented 
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Fic, 1—Effects of 15 mg. of hexamethonium bromide sub- 
cutaneously on the course of the blood pressure with and without 
the addition of 1/100,000 adrenaline hydrochloride. The addi- 
tional fall of blood pressure after a meal is shown. ; 


postural faintness shortly after administration without 
interfering much with the subsequent lowering of blood 
pressure. 

When penta- or hexa-methonium salts are, adminis- 
tered by means of an electrically operated syringe 
(Smirk, unpublished), it is-possible to reduce the level- 
of the blood pressure to a selected level and main- 
tain this under quiet conditions with little alteration. 
Conversations with the patient involving emotional 
topics still raise the blood pressure considerably 
(Table I). ; Meals commonly cause a temporary 


TaBe Il.—Effect of Emotion on the Blood Pressure in Patients 
While Under the Action of Hexamethonium Bromide 
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40 | 240/140 | 234/136 | 157/105 27 
41 | 240/120 | 160/80 158/108 32/12 
49 | 258/141 | 196/106 | 176/104 28/18 
s4 | 220/160 | 172/110 | 118/86 24/12 
45/24 
235/141 | 213/118 | 170/108 51/32 
248/150 178/124 178/120 - 62/20 
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followed by a more substantial pressure fall (Fig. 
-In some patients smoking raises the pressure. - 
ae patients tolerate this automatic method. of admin- 
istration with few symptoms beyond dryness of the. 
mouth, and the blood pressure may be maintained at the 


. normal or near. to. normal level, day and night, for 


sessions of 12 days or more. There must be especial cadre 
during the hours of sleep, when the blood pressure will 
-fall further. In anticipation of this the rate of injection of 
„the drug should be reduced at about 5 pm. There is 
a, somewhat greater tendency to digestive upsets with 
this method of administration, perhaps because of the 


Influence of, Posture on Falls of Blood Pressure Induced 
by Penta- and Hexa-methonium Salts 


A large majority of patients show blood-pressure - 


falls after injection of penta- and hexa-methonium 
salts., Ordinarily the blood pressure falls progressively 
as‘the patient rises from the horizontal posture succes- 
sively to-semitrecumbency, sitting up. in bed, sitting 


‘..” with the legs dangling, and finally to standing upright. 


.This is of some importance from the point of view of 
initial investigation and treatment of patients, for if a 
large dose be administered to d patient recumbent a 
fall-of blood pressure may be obtained, but should he 
sit or stand up at this time the dose may be sufficient 
to lower the pressure still further and syncope may 
occur. For example, some patients after injection of 
these methonium salts may exhibit falls of only 15 or 
20 mm. of mercury in the systolic pressure when i in n the 
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_ Fig. 2.—Effect of posture on the systolic bicod:-přresmine level 
in 33- hypertensive patients following -initidl] doses of 15 to 
20 mg. of hexamethonium bromide subcutaneously. When 
patients are maintained in the horizontal- posture the falls are 
rather less than those shown here.” The diastolic-pressure falls are 
about one-third of een falls. > 


horizontal posture, but the sess pressure may on 
occasion fall by 100- mm. of.mercury when the vertical _ 
posture is assumed (Fig. 2 and Tables MI, IV, and’V).° 
We would point out that the knowledge of this 
occurrence prompted us to test patients in the 
sitting posture initially, for if the dose (15 mg.) 
produced a large.fall (in some cases 150 mm. systolic 
and 90 mm. diastolic) the resulting low pressure might- 
be accompanied by signs of faintness, which ‘could 
quickly be remedied by placing the patient in a hori- 
zontal position. Indeed, by controlling posture we 
have been able to control the blood-pressure level as ` 


Taste U1—Compartson of the Hypotensive Effects of Penta- and Hexa-methonium Bromides 








ff - Effect of Pentamethoniom ; ` Effect of Hexamethonum 5 
cue Standing - Sitting - Sittmg `- Lying ` Doses 
, o| e PR e a a e aT BP PR 
s2 £ Before 280/160 16 290/170 72 290/168 68 280/140 76 2941146 ` 76 300/142 80 i0mg. C5 l 
2 {After | 140/98 76 204/120 72 220/122 68 solo 80 214/126 . 72 270/142, 76 190 mg C6 
sg J Before 160/100 80 164/100 72 184/108 64 80 164, 100 72 | 168/102 60 75 mg C5 
38 9 After 108/68 100 124/8} 84 150/100 72 Sase B8 | 12 88 14590 72 75 mg C6 
«9 oro 190/120 '88 200/128 80 ‘| 208/128 68 194/130 80 030 n 174/114 100 mg C5 
After 112/80 120 134/98 112 170/110 92 104/78 124 38/94 100 190/124 100 mg. C6 
133 {Before 168/112 88 166/110 94 170/110 88 166/116 86 ig, 86 168/106 a 55 mg CS 
{Afr 102/80 98 | -122/88 90, | 138/74 78 50? 100 92 | -146/100 76 53mg C6 -> 
424 {Before 166/132 86 164/130 82. 168/126 78 168/132 82 178/132 84 168/122 88 35 mg C5 
{aia ` 138/110 | 84 146/116 76 168/118 72 134/110 92 144/108 82 154/110 72 35 mg C6 
123 {Before | “188/104 72 200/110 68 190/102 64 190/104 64 200/110 64 220/120 60 120 mg CS 
After | 120/72 .80 194/116 68 200/120 64 | . 110/78 84 156/98 60 “196/112 56 
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TABLE IV.— Effect, of Posture on the Blood Pressure and Pulse Rate Before and After Hexamethonium Bromide 













240/100! 112 
245/103 


256/98 
172/110 ae 
60/90 


165/104 -60 
182/122 118 


Doses have ranged from 15.to 150 mg according to the state of tolerance which had developed at the time. 
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. 140/76 








160/88. 80 1 73 
48/98 ` 88 210/130 
ito/6e 100 122778 96° 
140/90- 70 170/100 42 
136/124 90 156/124 82 ` 
162/124 90 180/130 80 
142)98 96 148/102 - 88 
184/110 100 186/108 92 
88 146/110 76 . 
90 1531104 84 
162/112, 62 173/106 70 
170/128 104 180/130 80. 
0/92" 92 148/98 76 
176/122 84 192/122 78, 
180/128 92 i134 92 
184/120 80 , 198/130 68 
143/93 80- 14795, 74 
148/108 114 154/120 100 
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TABLE V.—Effect of Posture on the Blood Pressure and Pulse Rate Before and After Hexamethonium Bromide in Patients 
- who have had a Sympathectomy a 





178/120 
216/132 
216/132 60 


Doses have ranged from 15 to 150 mg according to the state of tolerance which had developed at the time, 


desired. In this connexion.it is of practical impor- 
tance to remember that most patients are ambulant, 
and it is in this way that dosage can be adjusted suit- 
ably so that blood pressures in the standing and sitting 
postures are sufficiently but not excessively reduced, 
thus allowing of out-patient control of treatment. 


`~ 


Influence of Blood-pressure` Level on the Magnitude of 
Falis Induced by Hexamethonium Bromide 


The hypotensive effect of a 15-mg. dose of hexa- 
methonium bromide administered ın the sıtting posture 
is compared in 20 patients with mild and in 25 with 
severe degrees of arterial hypertension (Table VD. 


TABLE VI.—Influence of Blood Pressure Level on the Magnitude 
of Falls Induced by 15 mg. of Hexamethonium Bromide With 
Corresponding Pulse Rate Changes 





Basat | Before Hexamethonium | After Hexamethonrum 





Diag- 
No. | nosis | Blood Casual Pulso | Faltof | Change of 
Pressure BP. Rate B.P. |PalseRate 
113 | EH 218/138 68 —4 
34 EH 255150 12 +32 
115 | BH. 248/125 70 0 
68 | RH 246/110 +12 
127 | EH 240/160 100 —20 
49 | MEL 240/140 99 +9 
130 | EH. 238/116 92 =$ 
16 | BEL 8/96 108 +16 
56 | PT 198/140 | 238/154 96 = 
10t | RH 162/118 | 234/118 64 +8 
55 | ME 235/175 90 +20 
100 | PT. 30/150 | 380 +4 
105 | EH. 1134 72 +8 
112 | EH 228/112 88 +16 
131 | EH. 274/110 72 
125 | BH. | 188/124 | 222/134 +16 
10 | BEL 218/120 88 0 
57 | PT. |. 213/118 | 220/120 96 +20 
T2 PT. 168/116 218/136 +12 
38 | EEL 216/102 102 —2 
16 | EH. | 214/124 | 215/112 +28 
121 | PT. 206/134 .| 214/138 100 —2 
58 | PT 178/124 | 212/136 
63 | EH 210/106 16 44 
112-| BH 210/116 72 +4 
82 | EH. 140/92 180/110 102 +2 ” 
92 | EH | 134/100 180 50 +2 
20 | BH. | 149/98 178/120 80 +4 
Il, | RE 178/132 114 +6 
0 | PT. 178/112 84 +6 
1 | BH 160/102 | 176/104 0 
95 | BH. 176/130 
86 | BH 136/88 174/120 
-135 | EHL | 172/100 172/102 96 —16 
39 | PT 149/106 | 170/114 8 +9 
80 | EH `| 142/88 170/104 +10 
75 | EH 124/86 0/98 12 +6 
44 RH \ 170/126 82 +36 
91 | BEL 170/108 88 0 
§ | EH 118/78 164/100 78 +8 
81 | EH 128/86 162/118 58 +14 
92 | EH 134/100 | 162/110 93 +9 
93 | PT. 124/88 162/96 70 +2 
108 |P. 130/102 | 162/114 86 +12 
84 | EH -| 146/90 160/90 72 
EH «Essential hypertension M.H.=Malignant hypertension. PT.= 


Post-toxaemuchypertension. R.H «Renal hypertension. P.=Polycythaemia. 
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132/88 66 
170/110 100 
2 





210/128 
130,120 
238/92 





142/100 80 
202/114 
163/107 63 


138/3 
162/102 `100 
1538/110 8I 


The degree of blood-pressure lowering induced by 
15 mg. of hexamethonium bromide seems, on an 
average, to be greater when the initial casual systolic 
blood pressure is high. This 1s by no means an 
invariable relationship, and the statement is the expres- 
sion only of a general tendency. In general the blood- 
pressure fall is also greater in cases selected for a high ` 
basal systolic pressure as contrasted with those exhibit- 
ing a low basal systolic pressure. There is no pro- 
nounced relationship between the initial diastolic 
pressure and the extent of the fall in diastolic pressure 
after 15 mg. of hexamethonium bromide. 


Basal-blood-pressure Lowering by Penta- and Hexa- 
methonium Salts 


In the absence of drug action blood-pressure lower- 
ing takes place under conditions of physical, metabolic, 
and emotional rest, and the resulting level is called the 
basal pressure (Addis, 1922; Alam and Smirk, ‘1943; 
Smirk, 1944). Kilpatrick (1948) has shown that in 
health the basal pressure is a physiological constant and 
in hypertension’ it varies much less than does the 
casual pressure. te 


Administration of adequate doses of penta- or hexa- 
methonium bromide leads to decrease ‘in the blood 
pressure to well below the basal level even with the 
patient in the horizontal posture (Fig. 3). Much 
smaller doses cause falls of pressure to below the basal 
level if the patient is in the semi-recumbent or the 
sitting posture. Small initial doses of 15 mg. of 
hexamethonium bromide, given ‘subcutaneously in the 
sitting posture, decreased the blood pressure below the 
basal level in 29 out‘of 57 patients. Some of these 
results are seen in Table VI. In all of 10 patients 
whose blood pressure falls had not been to as low a 
level as the basal, the administration in the sitting 
posture of a larger dose brought the blood pressure 
below the basal level without difficulty. - 


It would appear that in the standing and sitting , 
postures, and probably in the lying posture, the reduc-* 
tion of the blood pressure to below the basal level can 
be effected in almost all patients, provided an appro- 
priate dose is given.. As will be shown later, the 
magnitude of the dose réquired depends upon the 
degree to which a state of toleration, has developed ; 
it might be anything from 15 to 300 mg. It is evident ' 
from the above statements that the ‘substances cause 
reduction in the basal as well as ip the supplemental 
(that is, casual minus -basal) pressure, and that the 
casual blood pressure may be reduced below the 


original basal. 


fa 
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Fia. 3.—Effect of continuous subcutaneous injection of hexamethonium bromide 
chart. In the sittin 
ressures aro reduced to well 


on the blood pressure. Injection rates shown on the 


postures the systolic and diastolic blood 
e Fee ot th of the patient’s basal blood pressure 


.B.P.). 
Effect of Penta- and Hexa-methonium Salts on the 
Pulse Rate 


It has been remarked by Arnold and Rosenheim 
(1949) and Burt and Graham (1950) that the falls in 
blood pressure after administration of these methonium 
halides are accompanied by acceleration of the pulse. 
Certainly, sharp falls in blood pressure are usually 
associated with pulse acceleration, which may be as 
much as 20 or 30 beats a minute. Acceleration of the 
heart occurs with both penta- and hexa-methonium 
salts (Table MI). 

There is, however, no invariable relationship between 
the blood pressure and the pulse rate (Table VI). 
Blood-pressure falls are occasionally associated with 
slowing of the pulse. In some patients the fall of blood 


pressure ordinarily is accompanied by acceleration of -` 


the pulse, but if the blood-pressure fall is excessive, to 
low levels which cause faintness, then the pulse slows 
as it usually does in a fainting attack. 

After months of treatment a proportion of patients 
exhibit less acceleration. when the blood pressure. falls, 
perhaps because of habituation to the lower blood- 
pressure level, possibly from improved heart action. 
In fact, cardiac acceleration and palpitation, which in 
some patients may be prominent in the early stages of 
investigation or treatment, are little cause for trouble 
later. For example, one patient’s palpitation after 
hexamethonium bromide made us consider abandoning 
the treatment. The heart rate, however, was con- 
trolled by digitalis though no failure was present. 
After some months the digitalis was omitted and there 
was no recurrence of palpitation following the hexa- 
methonium injections. In most patients palpitation has 
subsided without recourse to other drugs. 

Ordinarily the change of pulse rate is more closely 
related to fall in blood pressure than to the amount of 
drug in the body; for example, there is often little 
change in the pulse rate when the patient remains in 
the horizontal posture,.but when the patient assumes 
the vertical posture and the blood pressure falls the 
heart- rate usually accelerates (Tables III and IV}. This 
is evident in most hypertensives whether they have had 
a thoraco-lumbar sympathectomy or not. There is this 
difference: that, even though the pulse rates in these 
two groups have been comparable before a methonium 


SITTING oo 


KEY VING "=s 








_ salt was given, there is more pulse 
acceleration on standing in the sym- 
pathectomized hypertensive (Table V) 
than in the others. 


Response of Various Types of Arterial 
Hypertension to Hexamethoninm 
7 Salts - 


Observations have been made on 150 
patients with hypertension. Of these 
patients 88 have been investigated ‘in a 

-way which gives a rough idea of the 
magnitudes of the effects obtained 
injecting these methonium salts. Be- 
cause factors such as the -initial blood- 
pressure level influence the magnitude of 
the falls of blood pressure, the follow- 
ing figures should not be taken to 
indicate important differences in the 
responses of the different types of hyper- 
tension. All these tests were of three 

to four hours’ duration, with blood-pressure measure- 
ments at intervals of about 10 minutes. They were 
carried out by trained technicians. Their presence 
throughout the tests has been an important factor in 
avoiding any reactions more unpleasant than transient 
faintness. The following results were obtained in the 
various groups of patients tested with a 15-mg. test dose 
of hexamethonium bromide given subcutaneously. 
(a) Essential benign hypertension (46): 
Average reduction; 48/19 mm.; 
7/+4 mm. 
(b) Malignant hypertension (7): 
Average reduction, 39/24 mm.; Range 78/44—15/7 mm. 
(c) Renal hypertension (11). 
Average reduction, 
0/+14 mm. 
(d) Toxaemic hypertension (14): 


and 
low 


Range 152/92— 


31/12 mm.; Range 98/60— 


Average reduction, 37/13 mm.; Range 103/35— 
4/3 mm. 

(e) Hypertensives with sympathectomy (10): 3 
Average reduction, 61/25 mm; Range 138/64— 


24/10 mm. 


Emphasis is placed on the fact that these results are 
from a small test dose (15 mg.) in the sitting position 
and that, with the exception of one or two nephritic 
patients, much greater falls in blood ‘pressure were 
easily produced by larger doses of the drug. 

Our experience is that when a good fall is produced 
by a 15-mg. test dose given subcutaneously in the 
sitting posture there is seldom any, difficulty in main- 
taining a reasonably low blood pressure in the course of 
treatment with suitable doses of methonium salts. In 
those cases where there is a poor response to the test 
dose of 15-mg. it is nearly always found that a larger 
dose produces a useful fall of blood pressure and that 
continued treatment is practicable. 

It is not surprising that almost all cases show some ` 
fall in the level of the blood pressure irrespective of 
aetiology, because, even if the pressure rise in some 
instances is partly the result of a humoral mechanism, 
it would seem probable that those processes which 
normally maintain the tone of blood vessels still con- 
tinue to operate. If this be so, decrease of nerve 
impulses by the blocking of sympathetic ganglia will 
still lead to a fall in the blood pressure as the result of 
the removal of normal sympathetic tone, and this 
would still be expected to happen -even though the 


t 


DOSES IN MGMS PRODUCING EQUIVALENT EFFECTS 
D 
la] 


2 p - = 


JUNE 2, 1951 


ARTERIAL HYPERTENSION AND METHONIUM SALTS- o 


i 2 
= t -r 


aT a 123 





elevation of the blood pressure were the result of- a 


\ humoral mechanism which, it might be supposed, could 
not be overcome by the action of ganglion-blocking - 


drugs. 
Tolerance to Penta- and Hexa-methonium Salts 
. following Repeated Administration ~ 
Repeated administration ‘of penta- or hexa- 
methonium salts in 53 cases under treatment indicates 
that some tolerance is acquired within a few days and 
“the dosage needed to produce a given effect continues 
to’increase for some weeks. After a time, however, 
_ the dose required does not .need further increase. 
When tolerance has been acquired to one of the drugs 
260. - 
Key.. 7 
— Later dose. 


initia] dose. 


O 


Fic. 4.—Comparison of the doses of hexamethonium bromide 
‘required to produce a ximately equivalent effects before and 
after tolerance to the. has been acquired as the result of 
repeated a tration. . y 


it is found that there is a corresponding increase- of 
tolerance to the other. Fig. 4 indicates that five or ten 
times the original amount of. drug may be required to 
produce the same effect after tolerance has devéloped. 
However,-in a few instances, after several months ‘of 


‘treatment, the dosage required to produce a given effect © 


has actually diminished to slightly below the highest 
level. af 3 : 


= 


Improved Tolerance of Low Blood-pressure Levels 
following Repeated Administration of Penta- 
or Hexa-methonium Salts 


There have been hypertensive patients who sur- 
prised us by showing no symptoms with blood-pressure 
falls of over 100 mm. Hg, even on the first clinical trial. 
Patients accustomed to blood-pressure levels of 
220/130 or, more have dropped to levels such as 
110/80 and experienced no symptoms or only mild 
lightheadedness. Other hypertensives. show symptoms 


before the pressure falls to classical notmal levels such 


- - / 


- dose as tolerance develops. 





as 120/80. An occasional patient already feels faint 
at- 170/105. More usúally faintness first appears 
between 150 and 135 systolic. -Most of our patients 
who have exhibited symptoms even when the pressure 
was above-normal became habituated to lower pres- 
sures in the course of regular administration of penta- 
or-hexa-méthonium salts in doses large enough to bring 
the blood pressure down to just a little above the symp- 
tom level. This, of course, requires increase of the 
Table VU sets out the 


Taste VI.—Jmproved Tolerance to Low’ Blood-pressure Levels 
Following Repeated Administration of Penta- or Hexa- 
methonium Salts — - - 


164/130 
110/70 


Eee 


204/158 


blood-pressure levels which caused symptoms at the . 
outset of treatment and contrasts them with the lower 
pressure levels which were well tolerated at a later 
stage of treatment. Hypertensives remain susceptible 


- to the symptoms associated with lowered blood pres- 


sure, which, however, make their appearance at @ lower 
level of the blood pressure than they did before the 
vascular system became habituated. to-a more normal | 
level. The symptoms encountered are referred to in 


‘more detail later. 9 _  , 


of Hexamethoniam Salts by a 
Salt-poor Diet 


At an early stage of this investigation one, or- 
two patients who had been taken off hexamethonium 
bromide because of a temporary shortage were placed 
on a Kempner salt-free diet. When supplies of -the 
drug became available dosage at about the original level _ 
was resumed. One of our patients who had taken earlier 
doses without notable symptoms became unconscious, 
and another had an excessive fall of blood pressure to 95 


Potentiation 


systolic while lying flat and with the foot of the bed 


raised. This last patient experienced at rest a strong pre- 
cordial pain which appeared to be anginal. - Subsequent 
investigation showed that the Kempner dief and also a 
salt-poor dief without protein-deprivation (0.2 g. of 
sodium in 24 hours) enhanced the response to hexa- 
methonium bromide. - ` 3 


Fig. 5 illustrates responses to 15 mg. of hexa- 
methonium bromide before and during the adminis- 
tration of a salt-free diet. Observations on six other 
patients gave similar results and on oné other an ambigu- 
ous result. “There is therefore a definite indication that 
the blood-pressure-lowering effect of hexamethonium 
salts is enhanced by salt deprivation, an observation 
which is of clinical importance in the treatment of 
hypertensives, particularly those with congestive heart 
failure. : ° 
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Fie. 5.—Effect p a salt-poor diet on the response to. hexa- 
e methopium bromide. 


Effect of Penta- or Hexa-methonium Salts on Headache 


One of the most striking symptomatic ~effects of 
the treatment of hypertension by penta- or hexa- 
methonium salts is the relief of headache, which may be 
prompt and which may date from the inception of 
therapy. In 27 out of 29 consecutive cases with severe 
headache, relief was considerable or, more usually, 
substantially complete. “By “substantially complete” 


it is meant that the headache was removed or if it- 


remained it was considered by the patient to be 
infrequent and of inconsiderable magnitude. In most 
patients the headaches were relieved almost as soon as 
there was effective reduction of the blood-pressure level 
during the day and part of the night. In some patients 
the headaches were relieved only in the course of 
months. Avoidance of the horizontal posture during 
both day and night is an important factor in the relief 
of headache. In some instances sleeping in the sitting 
posture may by itself be sufficient to relieve a morning 
headache. Recurrences of headache can nearly always 
be traced to a break in the therapeutic regime such as 
failure to raise the dose of hexamethonium bromide as 
tolerance develops. Patients have also stated spon- 
taneously that, in addition to relief of headaches, 
the head feels clearer and they themselves feel -brighter 
in the morning. This statement has been volunteered 
so many ‘times that it would appear that the lack of 
brightness and general feeling of sluggishness common 
in the morning in hypertensives is often relieved in this 
way. Table VIII sets out a summary of these results. 
- The relief is not confined to any particular type of 
hypertension and is not dependent on rest in bed. A 
few observations have been made with other types of 
headache, as, for example, those due to migraine—so 
far without relief. 

Although hypertensive headache is relieved by 
penta- or hexa-methonium injections, these may on 


occasion induce a headache, which, -however, is 
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TABLE VIUL—Effect of Penta- and Hexa-methonium Salts on 
- Headache 












Previous Duration 
daches 














p. e 
for 12 months 
52 | Headaches for as long gubstantally 
as shocan remember complete 
41 months Complete 
40 | Every night for several Almost com- 
z plete—about 
one per 
month 
17 Completerehef 
61 Much less 
60 Considerable, 
14 Complete 
16 Gonnderable 
21 Complete 
59 Moderate Substantially 
completo 
56 Severe Almost com- 
pleto 
42 Moderate Complete 
49 nm 
57 »» 
16 $ 
100 Much 1m 
proved 
105 i Improved 
Ms _1 month Substantially ` 
complete 
122 2} moni Almost com- 
piete 
1233 }1 = 5 weeks | Complete 
125 | Mornings for some 2 months A 
t - 
142 |“ Yours” 1 month | Little differ- 
ence 
134 | 2 years S Complete 
107 | 1 year bo yg Substantially 
complete 
136 )1 ,, E is Little differ- 
d ece q 





ordinarıly of a different character and less severe than 
the hypertensive headache. This occurs especially 
when the blood pressure falls precipitously, and some- 
times may be avoided by adding 1 in 200,000 adrenalme 
hydrochloride to the drug, so as to lessen the rate of 
absorption. 


4 


Effect of Penta- and Hexa-methonium Salts on the 
. Incidence of Encephalopathy and 
Dizzy Attacks 


Of the patients treated, six had experienced definite 
attacks of encephalopathy in the sense of having 
attacks either of unconsciousness or of paralytic pheno-, 
mena with rapid recovery. The number of attacks of 
encephalopathy before treatment -was comparatively 
few and there have been three recurrences of short 
duration since treatment started. It seems that en- 
cephalopathic attacks are not prevented. Spontaneous 
dizzy attacks, however, were frequent in seven patients, 
and were stated to be completely relieved by treatment. 
While this is purely subjective, there is a case for 
further study of the probability that treatment with 
these methonium halides may lessen the tendency to 
spontaneous dizzy attacks, and it is proposed to give 
further attention to the question of whether the inci- 
dence of encephalopathic attacks is influenced by them. 

It should be borne in mind that most patients on 
adequate dosage of penta- or hexa-methonium salts 
experience slight or moderate faintness occasionally on 
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standing quietly. Intelligent patients distinguish spon- treatmént. In one case this occurred in Hospi ir K 
_ taneous dizzy’ attacks from the faintness induced by course of intercurrent pneumonia; it rene 
hypotension. Until a-specific inquiry is made into the „disappeared completely from both eyes, and several 
character of the sensation, they tend to describe both months later recurred to a slight extent in one eye at 
sensations as “dizzy turns.” The sensations induced a time when the patient was making further clinical 
by the drug are relieved promptly by the sitting or improvement subjectively. In another case it recurred 


lying posture. in both eyes in an -out-patient case during an attack 
of glandular fever; it disappeared completely in one 
Effect of Penta- and Hexa-methonium Salts on ` eye and was greatly diminished in degree in the other - 


Hypertensive Changes in the Retinae eye coincidentally with intensified treatment. The 

In this department stress has always been laid on the third case, seen recently, exhibited a slight oedema of 
observation of the retinae in hypertension, and we the disk edge without loss of the physiological cup at 
have had the advantage of the opinion.of Mr. Rowland 4 time when treatment seemed effective in other re- 
Wilson in many instances. In this series our own  spects. In three patients treated by. continuous injec- 
observations were augmented by his and those of senior tion of hexamethonium bromide, securing day and 
members of the Neurosurgical Department. When night blood-pressure reductions of the order of 80-100 
differences of opinion arose this will be indicated inthe mm. systolic and 30-40 mm. diastolic, the papilloedema 
text. In all of 25 patients under treatment who bad had disappeared from one eye in each patient within 
such reversible retinal changes as haemorrhages, soft 12 days of treatment and had decreased to a consider- 


exudates, or retinal oedema we observed distinctive able extent in the other eye. NSS 
improvement, and in many instances disappearance of 

the abnormality. This was particularly evident in the Effect of Penta- and Hexa-methonium Salts on ~ 
case of haemorrhages and of retinal oedema which was Circulatory Manifestations-in Arterial 


not located in the immediate vicinity of the disk, when - ~ 
complete disappearance could be anticipated. Soft ; Hyp Senin 
exudate sometimes disappears, but we have not had We have directed attention to the effect of penta- 
many examples of soft exudates in this series. and hexa-methonium salts on breathlessness, gallop 
Cases with papilloedema-were sought out especially rhythm, alternation of the pulse, heart size, nose-bleeds, 
for- treatment, and 12 were available for study and 24 the presence or absence of angina pectoris. 
have been examined at frequent intervals. Eleven of - Breathlessness was complained of in varying degrees 
these were examples of malignant hypertension. One by 21 patients who were treated with penta- or hexa- 
patient, though papilloedema was present, appeared on methonium salts. There was an appretiable measure 
other grounds to be an example of advanced’ essential of improvement in all (Table IX). These patients, in 
hypertension. It has been clear to all observers that - addition to treatment with penta- or hexa-methonium 
in all patients with papilloedema treated for two-. Salts, had the advantage of rest in hospital. Six of 
months or more there has been either disappearance or these patients were given a salt-poor diet in order to 
a substantial diminution of the abnormality. Ordinarily, economize ‘in the amount of drug employed. The 
improvement was evident ın a month or less. It will” degree of improvement even in these cases appeared to 
be realized that, although there is no difficulty in be considerably greater than we have ordinarily experi- 
detecting the presence of appreciable papilloedema or enced on salt restriction without the use of these 
retinal oedema, it is often particularly difficult to decide methonium halides. Of the 21 patients who originally 
whether these have entirely disappeared, leaving behind had breathlessness 19 have been maintained on treat- 
only those permanent changes which sometimes remain ` ment and improvements have been sustained. Eighteen 
when papilloedema has disappeared—as, for example, of these are now out-patients and 17 have climbed 32 
a hazy edge to part-of the disk and some loss of or more steps without discomfort. At the present time 
translucency of the disk and immediately surrounding only one of these patients is on digitalis and none are 
structures, on mersalyl. One of the two remaining patients, 
It will be clear that the distinction between residual Whose breathlessness had improved, disliked injections 
circumpapillary oedema and papilloedema, and “the and.declined further treatment. The blood pressure 
permanent changes which follow these, is not always ose again and she had a further cerebral haemorrhage 
a matter which can be decided with finality. Such about 14 days after injections ceased. ‘The other of the 
differences of interpretation as bave arisen have always ‘wo maintained a blood-pressure fall without injections, 
been on this point. The opinion here expressed is, so SO these were terminated. f ; p 
far as we can make it, a conservative one compounded Two other patients with arterial hypertension and 
of our own and of the views ‘of several observers who congestive heart failure, not included in the series of 
have been kind enough to help us. That there has 21, received a few injections of hexamethonium 
been diminution in the extent of these retinal bromide without either favourable or. unfavourable 
changes is agreed by all observers. All cases have response. Treatment- was not continued in the one 


` ymproved to a stage where the presence of a physio- case because of a local haemorrhagic reaction to injec- 


logical cup was generally accepted. In almost all tions, and in the other because, apart from injections, 
cases ong eye, and sometimes both eyes, improved to thè presence of polyfocal ventricular premature systoles, 
a stage where it was generally accepted that all papill- with occasional R waves interrupting the antecedent T 
oedema had disappeared from that eye. > Not in- waves, suggested the probability of added risk to lıfe. 
frequently, however, the other eye, though exhibiting a Improvement was particularly dramatic in two 
physiological cup, would retain a fuzzy edge to a part patients with malignant “hypertension and cardiac 


< or sometimes to the whole of the disk circumference. asthma tredted day and night by continuous blood-, 


In three instances, after several months, we observed pressure reduction to approximately normal levels for 
return of papillotdema while the patiént was still under periods of 12 days. In both cases rest had failed to 
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increased in the 12 days from 0.9 to 2.1 litres. 

Other circulatory changes were not observed in a 
sufficient number of instances. Of five patients who 
had over two months’ treatment a gallop rhythm dis- 
‘appeared in four and -was barely audible in the other. 
However, we do not attach great prognostic impor- 
tance to gallop rhythm in hypertension. Alternation 
of the pulse was noted before treatment in two patients 
and was absent after treatment. 


Nose-bleeds were complained of by five patients 
There has been very little nose-bleeding since treat- 
ment started. 


Angina was present in seven patients. Attacks were 
induced by over-lowering of the blood pressure in two 
patients and with slight lowering in one patient. _ Four 
patients who’ received treatment for two months or 
more appeared to have fewer attacks. This result was 
unanticipated, and the relief of symptoms may well be 
coincidental, though theoretically it is possible that the 
Jowering of the blood pressure reduced the work to be 
done by the heart to a degree which is out of propor- 
tion to the decrease in the coronary flow that results 
from a lower arterial pressure. 
cases which receive genuine benefit it seems probable 
that others will be made worse. In ány case, the 
administration of methonium salts to anginal patients 
is a matter which we have regarded as an indication for 
extreme caution. 


Radiographic observations were made on 15 patients 


treated with penta-- or hexa-methonium salts over ' `- 


periods of 2 to 14 months. Reduction in the degree 


If there are indeed ` 
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TABLE [X.—Effect of Penta- and Hexa-methonium Salts on Breathlessness 7 
- Cass 
se a Diagnosis Before Treatment During Treatment Other Treatment 
o. ge 
55 ~ 44 Malignant hypertenmon | Breathless getting out of bed |- Walks slowly on flat without breathlessness | None 
si 38 i A Breathless in bed” Does very light on farm; not breath- | Mersalyi and salt-poor 
. lesson flat. Slightly breathless on slopes diet 
. 52 47 i S k s Walks up 62 steps without dmadty. Salt-poor diet 
716 43 as fi R ted cardiac asthma. | No nocturnal breathlessness. W up | None 
Breathless on walking a fow 31 steps without breathlessness 
$ 
~ 49 52 ; — » cardiac asthma, al- ” ” n ” 
moite every night for 1 month. 
“9 70 Essential hypertension Cardiac Breathless | No nocturnal breathlessness, Less breath- | Digitals 
on slight exertion when up less on exertion 
73 @ s ” Cardiac asthma frequent. In | No nocturnal breathlessness. Now begin- | None 
bed 2 yeara to get up ` Able to walk 200 
- on flat without breathlessness - 
41 48 vi » Breathless on stairs Climbs stairs and hills slowly ” 
4 58 r = Breathless in bed Walks up stairs holding conversation Salt-poor diet 
13 54 a i Breathless on stairs and hill Much less breathless; tested in same places Ps +: 
17 53 af si ýk i in ae same situations; definitely less | None 
reathless 
58 36 Post-toxanmic hyperten- | Slightly breathless only No breathlessness in same curcumstances a 
on 
14 48 Essential hypertension Breathless when gardeni Not breathless gardening Salt-poor diet 
60 41 Fete hyperten- | Breathless with hoasowork Definitely less breathless . ne ” 
on + 
59 42 i w Breathless on stairs Not breathless on stairs ” ” 
100 43 ” ” Moderately breathless at rest Not breatliless at rest or with moderate | None 
- ousewo! j ` 
125 52 Essential. hypertension. | Cardiac asthma severe. Very | Cardiac asthma mild. Still breathless on | Ni but will require 
Aortic regurgitation breathlees on effort exertion digitalis 
127 56 Essential hypertension Congestive heart failure. Breath4 Walks up 32 steps without discomfort Digitalis. Improved with- 
less at rest a out alteration of dose 
134 30 a aa Cardiac asthma. Congestive ” v n Falled while on moderate 
. heart failure Breathless at salt restriction—regime 
rest unaltered No digitalis. 
' ' -_ No mersaly] 
133 50 ide i s S j Unrelieved by hexamethonium alone; | Digitalis 
relief on adding digitalis 
56 40 Post-toxaemic hyperten- | Congestrve heart failure. Breath+ Improved, but recurred when off treatment. | None a 
sion 5 less at rest; fon leg proved when treatment restored. Now 
/ oedema; basal rales climbs 32 steps 
. bring relief No attack occurred after the starting of of pulmonary congestion was noted in all of the 
treatment. Both patients noted that, apart from four patients in whom congestion was present at the 
lessened breathlessness, they could breathe more inception of treatment. Certain changes in the frontal 
deeply. The vital capacity in one of the patients silhouette of the heart occurred; some of these were 


əwell within the limits of experimental - error, the 
differences being so small that no conclusion could be 
drawn concerning change in -the size of the individual 
patient’s heart. Taking all the results together, how- 
ever, there is an indication that slight reduction in the 
size of the heart is not unusual whether judged by the 
whole silhouette or the transverse diameter (Table X). 


TaBLeE X.—Change in the Transverse Diameter of the Heart 
During Treatment With Penta- or Hexa-methonium Bromides 










Change in Time Interval 
(Weeks) 


Transverse . - 
Diameter (cm) | 


Initial 









Transverse 
Diameter (cm.) 








56 

127 9 
134 2 
47 H 
55 9 
13 0-9 40 
14 0-5 36 
4) 0-4 13 
54. 04 16 
37 05 6 
51 1-2 38 
53 0-5 34 
16 -21 46 
63 —04 9 
0 12 
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The algebraical average of the changes is a decrease of 


0.61 cm. in transverse diameter. Eleven of the above- 
mentioned patients had shown impairment in exercise 
tolerance, and all of these were improved during 
methonium treatment. 

Electrocardiographic changes due to arterial hyper- 
tension were present in eight of the cases in which our 
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observations extended over several months. In all 
instances changes were observed in the direction of 


return towards a more normal trace. In cases of | 


moderate severity inverted T waves became positive ; 
in severe cases the T wave inversions remained, but ST 
segment deviations decreased or disappeared. Such 
changes were most evident in the first limb lead and 
in the fifth and sixth (V) chest leads. Unipolar limb 
leads sometimes showed similar changes. 


` Effect of Penta- and Hexa-methonium Salts on Renal , 


Excretion in Hypertensive Patients with Impairment 
of Renal Function 


Our observations here are confined to four patients 
whose high blood pressure was associated with renal 
insufficiency. In no case was effective blood-pressure 
reduction associated with rise in the non-protein 
nitrogen, or with symptomatic indication of impair- 
ment in the excretory functions of the kidneys. It is 
clear that any patient with impairment in the excretory 
functions of the kidneys requires careful study in regard 
to the effect of blood-pressure lowering before such 


treatment is adopted as potentially of therapeutic value. - 


Such results as have been obtained indicate that there 
are at least some patients whose excretory capacity is 


not reduced when the blood pressure is lowered by, 


methonium halides. 


Case 47-—Male aged 27. Chronic nephritis. Urea 
concentration, 1.16%. When off hexamethonium bromide 
the casual blood ‘pressure was in the region of 220/125 
and the. T.N.P.N. was 43 and 50 mg. / 100 ml When under 
treatment the blood pressure was in the region of 148/90 
and the T.N.P.N. was 42 mg./100 ml. 

Case 42.—Male aged 40. Advanced renal tuberculosis. 
Urea concentration, 1.1%. When off hexamethonium 
bromide the casual blood pressure was in the region of 


_ 190/100 and the T.N.P.N. was 62, 93, 42, and 76 mg./100 ml. 


When under treatment with -hexamethonium bromide the 
blood pressure was in the eon of 135/87 and the T.N.P.N. 
was 78, 74, 62, 57, 58, 72, 64, and 75 mg./100 ml. 

Case 55.—Female aged 45. Malignant hypertension. 
Urea concentration, 0.98%. When off treatment the 
casual blood pressure was in the region of 265/170_and 
the T.N.P.N. was 66 mg./100 ml When under “treat- 
ment with hexamethonium bromide the blood pressure 


_ was commonly in the region of 180/110 and the T.N.P.N. 


was 30 and 41 mg./100 mL 

Case 49—Female aged 53. Malignant hypertension. 
Urea concentration, 1.24%. When off treatment the 
casual blood pressure was in the region of 250/132 and 
the T.N.P.N. was 52 mg./100 ml. When on treatment with 
hexamethonium bromide the blood pressure was about 150/ 
100 and the T.N.P.N. was 54, 48, 46, 50, 46, and 40 mg./ 
100 ml. . 


In a number of instances, microscopical haematuria, 


albuminuria, and cast excretion have diminished or ` 


disappeared coincidentally with blood-pressure lower- 


ing, but not to a greater extent, than may occur- 
ordinarily with rest. 


Dosage of Penta- and Hexa-methoniim Salts 
In the course of treatment we have not experienced 


„any difficulty in substituting pentamethonium bromide 
‘for-.hexamethonium bromide in the same dose. 


Actually formal -tests indicate that the hypotensive 
effect of |hexamethonium bromide is usually slightly 
stronger“(T able IO). In all instances we have found 
that when tolerance is acquired to pentamethonium 


bromide an equivalent degree of tolerance develops for 
hexamethonium bromide. 

In patients who have not had the drug previously, 
and who are given their preliminary injection inthe 
sitting posture, we find an initial dose of 15 mg. sub- 
cutaneously is usually sufficient to cause a considerable 


-fall in the blood pressure when that is high, and about 


a third of the patients so tested, especially women; have 


- to lié down for a short time corresponding to the 


trough of the blood-pressure fall. The response to 
later doses shows the effect of habituation to the action 
of the drug, so that 250 mg. per injection may have no 


- greater effect than was initially produced by 15’ mg. , 


. We wish. to stress the great importance, with these 
drugs, of starting with small doses, as even 15 mg. may 
have a large effect; but, administered in the sitting 
posture, there is an added factor of safety, because if 
the blood pressure falls excessively a change to the hori- 
zontal posture will restore the pressure towards normal. 
In a patient on a salt-free diet 15 mg. may be rather 


. a substantial initial” dose, though there- will -be little 


trouble if the patient lies flat. Patients with con- 
gestive heart failure may get an excessive response, and 
orthopnoea contraindicates use of the horizontal pos- 
ture. We have had substantial blood-pressure falls 
from 5 mg. subcutaneously in a patient with congestive 
heart failure on a restricted intake of salt. Advantage 
of a salt-poor diet may be taken in treatment. It 
economizes in the use of the drug, makes oral adminis- 
tration more effective, and may further supplement the 
blood-pressure fall_in a small proportion of ‘cases by 
inducing a fall due to the salt-free diet itself. In the 
case of oral therapy the risk of bromism must be a epi 
in mind. 


Conclusions 


When a suitable technique of dman is 
employed penta- and hexa-methonium salts appear to 
be most ‘effective and generally sepHeaDies RS 
agents. ` 

We hold most strongly-to the « view that the extent of 
the benefits to be derived from penta-. and hexa- 
methonium bromides has not been explored unless the 
method of administration of these substances is ‘one 
which leads to and maintains a substantial blood- 


„pressure reduction in many classes of case to near 


normal levels, and for an appreciable proportion “of the 
day and night. With oral dosage this is not always 
possible after tolerance has developed. 

Blood - pressure reduction by penta- and hexa- 
methonium salts has been associated with unmistakable 
clinical improvement as witnessed by the relief of dys- 
pnoea, pulmonary congestion, headache, papilloedema, 
and retinal exudates, in the course of treating 53 severe . 
hypertensive. patients (including 11 with malignant 
hypertension) for periods of 1 to 14 months, with one 
death from cerebral haemorrhage. . 

Great blood-pressure reductions may be inadvisable i in 
patients with much cerebral or coronary sclerosis. The 
selection of cases, and the decision on how much blood- 
pressure reduction should be effected, therefore requires 
care. For these reasons, and for others set out in the 
text, treatment must be individualized and controlled 
by measurements of the blood pressure before adminis- 
tration of the drugs and during the trough of the blood- 
pressure fall which they induce. - 

Attempts at treatment which do not take ‘account 
of aaah: ens to the “drugs, postural 
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hypotension, the effect of salt intake, the acquisition of 
tolerance, and numerous other factors will flounder 
between the dangerous and the ineffectual. 


Summary 


There is a close similarity in the hypotensive effects of 
penta- and hexa-methonium bromides, though formal tests 
show that hexamethonrum bromide. is usually slightly 
stronger in action. We have experienced no difficulty in 
interchanging these substances at approximately the same 
level of subcutaneous dosage. 

Falls, in blood pressure following penta- or hexa- 
methonium injections are influenced by posture, being 
greater as the patient approaches the Vertical. ` 

Under comparable conditions patients! with the higher 
pressures tend to have the greater blood-pressure falls after 
hexamethonium, bromide injections. 

Following sufficiently large injections of these methonium 
halides, the casual blood pressure falls below the original 
level of the basal blood pressure, and may be well below 
this level even in the horizontal posture. 

The effects of penta- and hexa-methonium injections on 
_the pulse rate are not constant, but usually as the blood 
pressure falls the pulse rate increases. This statement 
applies to the blood-pressure changes induced by changes 
in posture. 

Sensitivity tests to hexamethonium bromide have been 





carried out in 150 cases of high blood pressure, including - Saville, S. on 


72 cases of ‘fixed and 15 labile types of essential hyper- 
tension; 11 following sympathectomy; 11 patients with 
malignant hypertension ; 21 with hypertension following 
pregnancy { toxaemia ; two with acute prégnancy toxaemia ; 
10 with inipairment of renal function following surgical 
disorders of- the kidney or nephritis; one case of hyper- 
tension associated with polycythaemia; and seven cases of 
miscellaneous aetiology. Poor response to penta- or hexa- 
“methonium salts has so far been restricted to certain cases 
of renal damage; other cases with renal damage showed 
good blood-pressure falls. Fifty-three of the more severe 
cases were treated, and we have been able to maintain a 
substantial measure of control over the blood-pressure 
level. 

On the basis of 150 test doses and treatment of 53 cases 
we would judge that, apart from some of the cases with 
ifppairment of renal function, almost all hypertensives can 
have their blood pressure controlled by these drugs.’ Among 
those with impaired renal function the four selected for 
treatment were readily brought under control without 
deterioration ‘in their renal excretory capacity as judged 
by the T.N.P.N. estimations. 

Repeated administration gives rise to considerable toler- 

. ance, such that 5 or 10 times the original dose may be 
required to produce the same effect. The acquisition of- 
tolerance to hexamethonium bromide conveys. an equiva- 
lent degree of tolerance to pentamethonium bromide, , and 
vice versa. 

Following repeated administration of penta- or hexa- 
methonium salts, patients who at the outset exbibit symp- 
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BLOOD -GROUP FACTORS AND ` 
PHYSIOLOGICAL ICTERUS 
Š ý BY 

-~ IRVING B. WEXLER, MD. 
AND 


ALEXANDER S. WIENER, ,MLD., F.A.CP. 
(From the Department of Paediatrics, and from the Blood 
Transfusion Division of the Department of Laboratories 

’ of the Jewish Hospital of Brooklyn) > 


' 


“Ever since the pioneering work of Yllpë (1913) and 


Hirsch (1913) it has been recognized that the icterus 
index of the serum of newborn infants is higher than 
the values considered normal for adults, Moreover, in 
most infants the icterus index rises during the first few 
days of life, not infrequently’ with resulting noticeable 
jaundice of the skin and mucous membranes. Most 
workers (Weech, 1947) consider that physiological 


„toms such as faintness on blood-pressure reduction usually- jaundice is due to functional immaturity of the liver at 


‘become more tolerant of the lower blood-pressure levels. 

The hypotensive actions of penta- and hexa-methonium 
salts are enhanced on a salt-poor diet (0.2 g. of sodium 
in 24 hours) to such a degree that dangerous reactions 
. May occur if the effects of this potentiation are not allowed 
for in determining dosage. 

Hypertensive headaches can be relieved in most patients. 

The relief of signs and symptoms, when present, in cases 
treated over a period of months was prompt and striking. 
Particular reference has been made to the marked improve- 
ment of dyspnoea under treatment, and to the disappear- 
ance of papilloedema and retinal exudates. Pulmonary 
congestion disappeared, and there are indications of reduc- 
‘tion in heart‘ size and electrocardiographic improvement. 


` ~ 


birth. - However, the course of the syndrome resembles 
so closely the course of erythroblastosis caused by mild 
sensitization to the Rh factor that the possibility has to 
be considered that physiological icterus may have a 
similar pathogenesis. For example, sensitization to 
the A and B agglutinogens has been shown (Halbrecht, 
1944; Polayes and McNally, 1948; Wiener et al., 
1949) to be a not uncommon cause of a relatively 
benign form of icterus occurring in the newborn infant 
which has been designated as icterus praecox by 
Halbrecht (1944). Similarly it is possible | that the 
‘benign syndrome of physiological icterus 'may be the 
result of some antigen‘antibody reaction. Although 
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several’ studies have already bees published on the: 


blood-group factors in relation to physiological icterus 


(Lenart and Biro, 1929), a new study including the more ~ 


recently discovered Rh-Hr blood types seemed in order, 
if only to exclude the A-B-O groups and 
as bearing a relation to ‘the syndrome. ~ In this paper 


. we shall present studies on the icterus ‘index, red-cell 


selected newborn infants. 


count, and haemoglobin concentration, as well as the: 


A-B-O groups and Rh-Hr types, on 21 randomly 


Materials and-Methods - 


‘The’ babies’ studied were all newborn. infants 
divert ks the obstetrical service at the Jewish 


` 


“Rh-Hr types ` 


ar i i 
PHYSIOLOGICAL ICTERUS w gut oe 1229 
- Hospital, the ijoy being members of the negroid , 
race., There were no “ premature” -Babies in the 
group, all weighed over 2,500 g., and all had, been 
„delivered close to term. ` A sample of the baby’s blood 
for typing was obtained from the-umbilical cord at 
birth, and blood from the mother -was usually obtained 
on the following day. On every day thereafter for the 
first five days of life a sample of the baby’s blood was 
obtained from the femoral vein and mixed with oxalate 
as for the Wintrobe-Landsberg sedimentation test. The 
A-B-O and M-N type and-the Rh-Hr type of every 
- baby, and its mother were determined in the usual 
‘manner. -The icterus indices were determined on the 
' oxalated plasma bythe acetone method, and red counts 


TABLE L Cases in-which the A-B-O Groups and Rh Factor of Mother and Baby were Compatible 
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and haemoglobin determinations were carried out on 
the daily samples of the oxalated blood. Tests for Rh 


_ antibodies were made on the serum of all- mothers ` 


found to be Rh-negative. 
oe Results’ 

-The cases were divided into two categories depending 
on whether the A-B-O group and the Rh types were 
compatible or incompatible with those of the mother, 
and the results are summarized in Tables ï and II. - As 
will be seen, the average icterus index of the cord serum 
for the group with compatible blood types was 10.8 
units, as compared with the average of 9.2 units for 
the group with incompatible blood types. In. most 
babies of both groups the icterus index rose imme- 
diately after birth, and at the highest point in the com- 
patible group the average icterus index was 36.8 units, 
in comparison with an average at'the highest point of 
30.9 for the incompatible group. 

These results indicate that the high icterus index of 
the cord serum and the rise which occurs in the neo- 
natal period are not ascribable to any incompatibility 
involving the A-B-O groups or Rh types. In accor- 
dance with the previous observations (Weech, 1947) the 
values of the blood counts and haemoglobin determina- 
tions remained-constant from day to-day, indicating 
that the rise in icterus index was not due to haemolysis. 


Comment 


Inadequacy of the excretory function of the liver has 

been shown to be one of the phenomena associated with 
_physiological icterus. The cause for this malfunction 

has not been determined, though most workers in the 
field have ascribed it to “immaturity” (Weech, 1947). 
Because erythroblastosis foetalis is also attended by a 
marked diminution in the excretory capacity of the 
liver, Wiener (1951) has postulated a pathogenesis for 
physiological icterus on an analogous basis. Examina- 
tion of women-at term demonstrates the constant 
presence in their serum of auto-antibodies in’ tests 
carried out at ice-box temperature, especially when 
enzyme-treated test cells are used. Almost invariably 
the antibodies are of the univalent variety, so they are 
presumably capable of traversing the placental barrier 
and coating the foetal red blood cells. As in the case 
of mild Rh sensitization, the auto-antibodies derived 
from the maternal circufation are only occasionally 
demonstrable free in the cord serum, but the practically 
universal occurrence of hyperbilirubinaemia in the 
newborn infant could be explained by the universal 
occurrence of auto-antibodies in the maternal blood. 

One of us (A. S. W.) has further postulated that, since 
the antibodies are of the cold variety, the cooling of the 
baby’s skin that attends his birth brings about clumping 
of the coated red cells and acts as the trigger mechanism 
that sets off the explosion that is physiological icterus. 
“The high incidence of icterus in premature infants, with 
their poor temperature control, may have a similar 
explanation, although here developmental immaturity 
also has great plausibility. 

We have recently encountered a case in which an 
expectant mother was found on antenatal testing ‘to 
possess cold antibodies in her serum with a titre 
approximately three times as high as the upper limit 
found in other mothers. The baby born to this mother 
developed mild jaundice and anaemia, the haemoglobin 
dropping to 65% by.the time the baby was 3 weeks old. 
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No other cause for the anaemia could be demonstrated. 
As the titre of cold antibodies has been shown to be 
elevated in cases of atypical pneumonia and infectious 
mononucleosis, a search is being made for cases in which 
pregnant women had these ailments shortly before 
term. x 
Summary y 

Studies of the A-B-O groups and Rh-Hr types revealed 
no relationship between these blood factors and the occur- 
rence of physiological icterus in the newborn infant. The 
average icterus index of the’ cord serum in babies with 
compatible and incompatible blood types did not differ, 
being 10.8 and 9.2 units respectively. At the peak of the 
hyperbilirubinaemia the values were 36.8 and 309 units 
There was no fall in red blood cell, count 
or haemoglobin concentration accompanying the rise of 
icterus index. The possible relationship of auto-antibodies 
to the syndrome of physiological icterus is’ discussed. 

We wish to express our appreciation to Mrs. Elaine Rieders 


and Miss Barbara Didio for the performance of the blood counts 
and the icterus index determinations, 
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“ANGIOCARDIOGRAPHY IN CONGENITAL 


HEART DISEASE 
ANAESTHESIA AND TECHNIQUE 


BY 


D. M. CARNEGIE, MB., B.S, D.A. _ 
Chie} Assistant, Department of Anaesthetics, Guy's Hospital _ 
Kreutzer ef al. (1950) state that “ angiocardiography is 
simple and harmless so far as our experience shows.” 
The results from a series of 172 cases of angiocardio- 
graphy performed for congenital heart disease at Guy’s 
Hospital make it t impossible to agree with this statement. 
= Literature 

Forssmann (1929) was the first to introduce a catheter 
into the heart (his own) and also to inject a dye (iodoxyl 
B.P., “ uroselectan ” 35-50%), but it was not until 1937 
that. the first clear view of the right side of the heart 
and pulmonary arteries in man was shown by Castellanos 
-et al. (1938a). They were unable to show the left side 
of.the heart and aorta, because of the poor contrast 
medium used. In the following year Robb and Stein- 
berg (1939), using “diodrast” 70% (diodone; the 
diethanolamine salt ‘of 3,5-diiodo-4-pyridone-N-acetic 
acid, containing 49.8% iodine), showed the left side of 
the heart and aorta as well. Their technique, or some 
modification of it, is the one most commonly used 
to-day. In these investigations general anaesthesia 
seems to have been used very infrequently. 

Kreutzer and his colleagues carried out their investi- 
gations entirely on infants and children without any 
form of general anaesthesia. They used diodone 75% 
as the contrast mesimi in doses of 10 mi. for the 
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newborn, 12 ml. up to 3 months, 15 ml.-up, to 1 year, and 
then 1.5 ml. per kg. of body weight for any child over 
I year. The injection was made intravenously through 
a procaine weal without exposing the vein. - In per- 
forming angiocardiography in over 400 cases they. had 
only one death—in an infant with complete transposition 
of the great vessels. The-infant died with high tem- 
perature and convulsions 12 hours after injection of the 
contrast medium, ` ; 7 
Castellanos ef al. (1938b) also carried out their inyes- 
tigations on infants and children. They did not-use 


general anaesthesia, but they realized that complete 


immobilization of the infant was necessary in order to” 


`. obtain good angiocardiograms. At first prevention of 
movement was carried out by manual restraint, but it 
had the disadvantage that many assistants were required.- 
In order to overcome this, they constructed a device 
called an “immobilizer,” which was made in two sizes 
—for infants and older children. The contrast medium 
was injected through a cannula after exposing the vein. 
under local analgesia. s i 
“Robb and Steinberg (1939) carried out 238 injections 
‘on 127 patients aged -between 16 and 74 years. No 
general anaesthetic was administered, but in cases of 
+ extreme nervousness” the patients were premedicated 
with a barbiturate. The only other pre-operative measure 
was to ensure that the stomach was empty. With the 
patient in the sitting position, the diodone (25-45 ml’) 
was given with the arm abducted. - 

Since that time Dotter and Stéinberg (1949) have per-- 
formed angiccardiography in over 1,000 patients with- 
out a fatality. Most of these were carried out accord- 
ing to the original technique described by Robb and 

- Steinberg, except that in the last 448 injections, “ neo- 
iopax” 75% (sodium iodomethamate) was used as the 
contrast medium. ` : 5 i 

Under local -analgesia Chavez et al. (1947) exposed 
the external jugular vein, and introduced a rubber 
catheter (size 12-14) into the right- atrium or‘ ventricle. 
They used 50-90 mi. of diodone as the contrast medium. 

‘They report only one death, which occurred after their 
paper was written. og 

- Anstruther Smith (1950) seems to have been the first 
to report a series of cases (40)-in which general anaes- 
_ thesia was used. He considers that a general anaesthetic 
is essential for all children under 5 years and probably 
up to the age of 12. In his series, cardiac catheteriza-_ 
tion was performed first, and the contrast medium 
injected through the catheter after the-latter had been 
withdrawn so that only a few inches remained in the 
vein, -His patients were premedicated with pento- 
` barbitone .(“ nembutal ”), 0.6 gr. per’ stone (6 mg. per 
kg.) body weight, and atropine, 1/150 gr. (0.43 mg.), 
45 minutes pre-operatively. Anaesthesia was induced 
with thiopentone and maintained with intermittent injec- 


tions of the same drug. In a few of his cases angio- - 


cardiography alone was performed. These children 
received the same premedication as above, and anaes- 
thesia was induced and maintained with “trilene” 
(trichlorethylene) and oxygen through a Boyle machine. 

Lee (1950) advises the use of nitrous oxide, oxygen, 
and trilene for angiocardiography. 


ros 


Present Investigation i 

` ` Jn this series of 172 patients most have suffered from 
- cyanotic congenital heart disease, though a few have 
- been acyanotic. In, 115 cases angiocardiography was 
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~ performed under . general anaesthesia and in the 


remaining 57 under local analgesia with adequate `- 


premedication. The ages of these patients ranged from 
3 to 37 years. Most children under the age of 12 
received general anaesthesia, but the older patients did 
not require. it. In this series three patients died on 
the ‘table—two while under general anaesthesia and one 
who received local analgesia only. A fourth patient 
died immediately on arrival in-the ward. ‘A further 
patient—a child aged 3—developed signs of cerebral 


- anoxia, but finally recovered sufficiently to return home. 


Angiocardiography was- performed by Mr. I. M. Hili 
in 121 cases. In the remaining 51 cases it was carried 
out by Mr. Lawrence Whytehead. ` : 


-Technique ~ 
The conscious patient is placed in the recumbent 
position on `a pa ray table _designed by Hills 
(1948). On this e exposures are en in 10 
seconds. Thè- surface of the table is 5 ft. (152 cm.) 
above ground-level, and this tends to make induction 


of anaesthesia inconvenient ; the younger patients there- 
fore are anaesthetized on an ordinary theatre trolley 


. and then transferred to the table. 


Originally the young patients were premedicated with 

pentobarbitone, 0.5 gr. per stone (5 mg. per Kg.) of body 
weight orally 14 hours pre-operatively and- atropine 
1/100 gr. (0.65 mg.) 30 minutes pre-operatively. This 
method of sedation proved unsatisfactory, as cases 
occurred in which the children were awake on arrival in 
the x-ray department, and it was felt that the small chil- 
dren should not be alarmed in anyway. The premedi- 
cation was therefore changed to rectal thiopentone in a 
dosage of 1 g. per -50 Ib. (22.7 kg.) body weight and 
atropine 1/100 er.. (0.65 mg.) half an hour -pre-opera- 
tively. Rectal thiopentone ın this dosage was not found 
to be too depressing even to the younger and more ill 
patients, and it was much more constant in action. The 
conscious patient is premedicated with pentobarbitone 
and atropine on the same scale of dosage as for chil- 
dren, with-a maximum of 45 gr. (29 mg.) of pento- 
barbitone. - : 

More recently, all patients have received a test dose 
óf quinidine, 14 gr. (0.1 g.), and, provided no reaction 
—for example, nausea, headache, or tinnitus—occurs, 


quinidine 3—5 gr. (0.2--0.32 g.) is given pre-operatively. 


as a prophylactic against arrhythmias. It is adminis- 
tered either as a divided dose four hours and again two 
hours pre-operatively, or as a single dose two hours before 
operation. The dosage, and whether it is given once or 
twice pre-operatively, depend upon the age, weight, and 
size of the child:. A test dose, of diodone in the form 
of a tablet is given to all patients the day before opera- 
‘tion. If no stomatitis develops the patient is considered 
to be not sensitive ; transient urticarial rashes occur very 
occasionally, but, so far, sensitivity to this drug has not 
been observed. --. 

In the early cases in the series anaesthesia was main- 
tained with nitrous oxide, oxygen, and trilene through 
a Boyle machine: But this method was discontinued 
after the death of-a girl aged 12 inimediately on her 
return tothe ward. It was realized that a large number 
of these children were extremely grave anaesthetic risks, 


and that the slightest degree of anoxia must not ` 


be allowed to occur. The patients therefore. were 
induced with cyclopropane and oxygen, and also main- 
tained with the same drug through a Coxeter—-Mushin 


` usually found to be steady at this lower level. 
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absorber. This method gave a smooth induction with 
no trace of anoxia. ‘After further expericnce it was 
observed that in a number of cases coughing or bréath- 
holding occurred within 2-10 seconds of the intro- 
duction of the contrast medium. “At times this was 
undoubtedly due to bronchospasm, because it was impos- 
sible to inflate the Jungs, though there was no laryngeal 
spasm (confirmed by direct laryngoscopy). The cough- 
ing and breath-holding could not be prevented by 
increasing the depth of anaesthesia with cyclopropane, 
so ether is now added after induction with cyclopropane. 
Provided the level of anaesthesia was carried to that 
of deep~second plane or early third plane with ether, 
these immediate respiratory complications became much 
less frequent. ° 
Although cyclopropane and ether are both explosive 
mixtures, it was felt safe to use them in an x-ray'depart- 
ment for the following reasons: (1) The gases are 
administered in a closed circuit.. (2) If Jeakage of explo- 


sive mixtures should occur the relative absence of naked | 


flames or sparks in a modern x-ray ‘department is 
unlikely to give rise to an explosion. (3) The anaes- 
thetic apparatus is placed next to the extraction grille 
of the air-conditioning plant, so that any gases that may 
have escaped will be removed from the room. 


The patient, having been adequately anaesthetized 
with cyclopropane and ether, is transferred to the 
special x-ray table and the arm is abducted about 
30 degrees from the side. A suitable vein is selected, 
and skin and subcutaneous tissues are infiltrated with 
procaine 2% in an endeavour to prevent venous spasm. 


“The vein having been exposed, a large cannula of 


0.224-mm. internal diameter is inserted. In the very 
young patients a smaller cannula of 0.148-mm. bore 
may have to be used. The cannula is connected to a 
100-ml. transfusion syringe with a three-way tap. The 
syringe contains a “ perspex” disk- valve which enables 
normal saline to bé separated from the contrast medium 
The advantage of this arrangement lies in the fact that 
after the diodone has been given it is immediately washed 
through with about 20 ml. of saline. When the syringe 
has been connected to the cannula, having ‘been partially 
filled with normal saline, 10-20 ml. of saline is injected to 
ensure that there is a free flow. The required quantity 
of diodone 70% is drawn into the syringe and, with the 
arm abducted to about 90-100 degrees, the injection is 
made as quickly as possible. The quantity of diodone 
used was calculated-on the aggregation of several factors 
—for example, weight, size, age, physical development, 
and general condition-of the child Œ. M. Hill, 1950, 
personal communication). But more recently Whytehead 


“has calculated the diodone requirements on a basis of 


1.2 ml. per kg. of body weight. He has also intro- 
duced various modifications to the technique previously 
employed. -~ 4 

As soon as the cannula had been inserted a solution 
of procaine 0.2% in dextrose 5% ‘is given by the drip 
method in order to reduce myocardial irritability and 
bronchial secretions. While the procaine is flowing at 
a rate of 10-20 mg. a minute (depending upon the 
weight of the patient) blood-pressure récordings are 
taken at one-minute intervals for four or five minutes. A 
fall of blood pressure amounting to 10-20 mm. Hg may 
be expected, but at the end of four or five minutes it 1s 
It is 
now considered safe to inject the diodone solution -pro- 
vided’ the E.C.G7 tracing is satisfactory. If, however, 
the blood pressure should continue to fall or a gross 


g 
Ne 


drop of blood pressure. should occur immediately and 
no improvement take place on slowing the rate of flow 
of procaine, then the angiocardiogram ought to be 
abandoned. So far we have not had to resort to this 
in any of our cases. 

The contrast medium having been injected, blood- 
pressure recordings are still taken at intervals of a 
minute. An immediate marked fall in blood pressure 
usually occurs, but within one to two minutes it starts 
to rise and in five to eight minutes is usually slightly 
above the reading taken immediately before the injec- 
tion of diodone. Continuous blood-pressure records 
were taken by Howarth (1950), who found a similar 


. fall in blood pressure in all her cases. If, however, the 


rise in blood pressure does 'not start within two minutes 
resuscitative measures should be introduced. Oxygen 
100% is given and methylamphetamine hydrochloride 
(methedrine) 5-10 mg., intravenously. If there is no 


. improvement preparations should be made for cardiac 


puncture and cardiac massage, a stop-watch being used 
to time events. Intracardiac injections of procaine 5% 
for ventricular arrhythmias and calcium chloride 1% 
to’ improve myocardial tone may have to be given.: 
Immediately after the injection of diodone, procaine 
0.2% is given in the same dosage as above until 
the blood-pressure recordings are satisfactory. E.C.G. 
tracings are taken throughout the investigation, starting 
immediately after induction of anaesthesia : 
In only one case out of 90 in which E.C.G. tracings 
have been recorded has angiocardiography been aban- 
doned, and this was due to a 2 to 1 heart-block, which 
persisted in spite of removal of cyclopropane from the 
anaesthetic mixture, the administration of intravenous 
procaine, and atropine. Nodal rhythm.is often seen 
before the diodone injection, and after the injection S~T 
depression and abnormalities of conduction leading to 


«complete heart-block are revealed. “These appear to 


Be expressions of coronary insufficiency. The patient, 
with oxygen through a B.L.B. mask, is then returned to 
the ward under the care of the anaesthetist and is placed 
in an oxygen tent for the next three to twelve hours. 


Complications 

Secretions in the tracheo-bronchial tree are not 
always inhibited satisfactorily by atropine. Their pres- 
ence greatly enhances the danger of laryngeal spasm, . 
which on this type of patient mày produce sufficient 
anoxia to endanger life. Hither angiocardiography must 
be abandoned or a further dose of atropine 1/100 gr. 
(0.65 mg.), must be injected intravenously by the anaes- 
thetist before giving the anaesthetic. A sucker should 
always be available during angiocardiography. 

Breath-holding due to bronchospasm or laryngospasm 
may occur when_the “diodone enters the pulmonary 
vessels ; liability to this can be reduced to a marked 
degree by adequate depth of anaesthesia with ether, 
which is, of course, a bronchodilator. Intravenous pro- 
caine may also play some part in preventing broncho- 
spasm. If the apnoea is due to bronchospasm, oxygen 
100% must be administered, while the spasm itself 
might be relieved: by an antihistamine drug, such 
as “benadryl” (diphenhydramine hydrochloride) or 
“anthisan ” (mépyramine maleate), given intravenously 
Up to this time we‘have had no experience of the use 
of the antihistamine drugs. If laryngeal spasm has 
occurred a gum-elastic catheter should be pushed gently 
through the vocal cords and oxygen given immediately. 
The delay’in waiting for the laryngeal spasm to pass may 


` 
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give rise to such a degree of anoxia that permanent 
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about this patient was the presence of marked E.C.G. 


cerebral damage occurs. Laryngeal spasm may also, changes about one’ and a half minutes before any 


result from reflex vomiting during return to conscious- 

ness ; the patient must therefore be kept under the obser- 

vation of the anaesthetist until consciousness is regained, 
Vomiting may continue for 24 hours after angiocardio- 

graphy. This is probably due to the diodone, as it 

occurs in patients who have not been given a general 

anaesthetic. ` Ta ` 

Discussion 


Statements have often been made which suggest that 
investigation by angiocardiography is without danger to 
the patient. There are two reasons for these statements, 
First, if investigations are carried out on comparatively 
fit patients the mortality rate is extremely low. Secondly, 
there is no doubt that,-however well a general anaes- 
thetic is administered, danger to the patients is greatly 
increased if they are “poor risk” subjects. Therefore 
in these extremely ill children suffering from congenital 
heart disease it is best to avoid a general anaesthetic if 
possible. This can~ be done in -a co-operative well- 
premedicated child of about 9 years ; but below this age 
the child tends to be uncooperative if it is sufficiently 
premedicated 10 remove all apprehension. Also, the 
sensation of heat, headache, and vomiting or nausea 
after injection of diodone may make the young child 
move while the x-ray films are being taken. Normal 
respiration in the anaesthetized child. does not interfere 
with the films, but the conscious subjects are asked to 
hold their breath following injection. 

A sign of grave prognostic significance is a history of 
cyanotic attacks or attacks of unconsciousness. All the 
four children that died had suffered from these attacks, 
as did the small child of 3 who suffered from cerebral 
anoxia. Four seconds after the injection of diodone 
this child developed bronchospasm, which lasted about 
60 seconds. Spontaneous respirations then started, but 
after a few breaths apnoea occurred, again. Artificial 
respiration with oxygen 100% was begun, and after 
about five minutes spontaneous respirations which were 
slow and shallow returned ; this type of respiration con- 
tinued for the next few hours while the patient was in 
an oxygen tent. The child remained in a semi-conscious 
state for 36 hours and was unable to swallow for 48 
hours after angiocardiography. 

All patients should be kept in the x-ray department 
for at least 15 minutes after the operation—as the danger 
period seems to be 30 seconds to 10 miinutes after the 
injection of diodone. In the four fatal cases collapse 
occurred within this period. The child operated on 
under local analgesia vomited very shortly after the 
injection, became unconscious at the same time, and 
died within 10-15 minutes. i 

Of the remaining three patients two died-early in the 
series before E.C.G. tracings were routine, but the third 
case was interesting in that the first sign of any upset 
_was the presence of E.C.G. changes. Six seconds after 
the injection the child held its breath for about four 
seconds, but spontaneous respiration then started and 
the child’s colour and pulse were good. Two minutes 
after the injection the child hyperventilated for 12 
breaths ; respirations then ceased and the pulse became 
impalpable. Cardiac massage was started five minutes 
later, but was of no avail. The E.C.G. tracings were 
suggestive of a posterior infarct at 30 seconds after the 
injection ; this was followed by disorganizea rhythm 
and finally ventricular fibrillation (G. L L. Reynolds, 
1950, personal communication). The interesting fact 


: 


clinically detectable deterioration occurred. 

Since even the slightest degrees of anoxia are probably 
the gravest dangers that these patients have to face, 
every effort should be made to prevent the occurrence 
of oxygen lack. This can be aided by full atropinization 
(1/100 gr. half an hour pre-operatively to any patient 
over the age of 1 year), so that secretions from the 
tracheo-bronchial tree are absent. Although intubation 
has not been done in any of: these cases it seems that 
this ought to be carried out in order to maintain a 
perfect airway throughout. 

Cardiac catheterization 1s usually performed some 
days or weeks before angiocardiography. The complete 
injection of diodone through our catheters cannot be 
carried out in 1.5-2 seconds, and therefore it is pre- 
ferred to inject through a larger cannuld. If, however, a 


_particular heart defect or chamber is to be shown the , 


catheter can be placed in that chamber and a small quan- 
tity of contrast medium injected satisfactorily. 


Conclusions 
A large number of these cases of congenital heart 


„disease are serious anaesthetic risks. Angiocardiography 


should therefore be carried out in an x-ray theatre with 
full surgical and anaesthetic equipment to deal with any 
emergency. Pre-operative cyanotic attacks are of bad 
prognostic significance.” The older patients’ should be 
premedicated with pentobarbitone and atropine, the 
younger with rectal thiopentone and atropine. Quinidine 
and a test dose of diodone should also be given pre- 
operatively. Cyclopropane, ether, and oxygen, through 
a cuffed endotracheal tube, form the anaesthetic of 
choice. Intravenous procaine, both before and after the 
injection of diodone, should be given through a large 
cannula inserted into the vein under direct vision. Serial 
blood pressures and E.C.G. tracings ought to be recorded 
The patient must be carefully watched for 15 minutes 
after the injection ; must be under the care of the anaes- 
thetist until consciousness is regained ;-and must spend 
the first three to twelve hours post-operatively in an_ 
oxygen tent. 


I wish to express my thanks to Dr.- E. H. Rink, Dr. P J. 


`Helliwell, and Dr. A. M. Hutton, who have administered a 


number of the anaesthetics for these cases, and given me their 
advice and encouragement. 
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Hampstead Health Institute (see British Medical Journal, ` 
January 20, p. 111; and May 5, p. 1024) is probably being 
bought by the London County Council for £10,000 and will 
be used when the clinic services in the area are increased, 
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Discharge home of an infant from hospital necessarily 
‘involves a break in the continuity of professional super- 
vision. The break applies les§ to medical than to nursing 
supervision. Established custom ensures that the family 
doctor is advised concerning babies who are being 
returned from hospital to his care: 
care is thus favoured. In contrast, arrangements for 
securing continuing nursing supervision where it is 
required are less simple. This is true of infants leaving 
any hospital. The situation afises particularly-in the 
case of, the newborn infant discharged from a 
maternity hospital in certain. circumstances. Two 
examples will suffice: (1) the case of the baby returning 
home before feeding has been éstablished or before the 


mother is certain of her desire to feed her baby or con-- 


fident of her ability to do so; and (2) the problem 
- suddenly presented to the mother by the arrival home of 
her baby, who has been retained in hospital on account 
of illness or prematurity. 

Discharge of babies in such circumstances involves 
transfer. of considerable responsibility from trained 
nursing staff toʻa mother who, however willing, may 
be understandably anxious. Anxiety not to separate 
mother from child may on rare occasions contribute to 
the undesirably early discharge home of a baby. On 
the other hand, the desire not to impose too great a 
nursing problem on a mother may result in a baby being 
_ detained for an unduly long period in hospital. These 
and similar difficulties are less likely to arise if the house- 
holds to which babies are being returned are assured 
of nursing assistance and guidance. The assistance 
required, for a temporary period at least, calls for-more 
time and personal attention than the district midwife or 
health visitor can readily give in the course of her normal 
routine duties. Nor is this of a nature which every busy 
family doctor can reasonably be expected to give with 
the frequency or in the detail desirable. 

The problem resolves itself into thè provision for 
selected infants and-for a limited period of the services 
of a nurse who is skilled in the care of infants and who, 
at‘the same time as helping the family doctor, will serve 
as a link between the hospital and domiciliary 'servicés. 

This article is intended to describe a year’s experience 


of a limited experiment designed to deal with the prob- - 


lem described above. Those taking part in the experi- 
ment include members of the staff of thé infant-welfare 
departments of the City of Leeds and of the West Riding 
County Council, and the Leeds Maternity Hospital. 
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Arrangements with the City of Leeds 

The first phase of the experiment took the form of 
arrangements which were agreed between the City of 
Leeds Health Department and the Leeds Maternity 
Hospital after previous consultation with the senior 
obstetrical staff and matron of the hospital, and which 
had particular reference to premature babies. In accor- 
dance with these arrangements, the hospital informs the 
health department concerning babies-who are due for 
early discharge and who are considered to need con- 
tinuing nursing supervision. This advance information 
iè telephoned by the resident paediatric registrar to the 
supervisor of midwives. Selection of infants for special ~ 
follow-up nursing care is made by the visiting paedia- 
trician to the hospital On receipt of a telephone 
request from the registrar, the supervisor of midwives 
then allocates responsibility for the baby in question to 
one of her staff. Nearly all the cases are allocated to 


. one of a team of special nurses who are also trained 


midwives employed whole-time on follow-up care of 
infants included in the scheme and who have had special 
experiénce in the domiciliary care of premature and 
ailing newborn infants. 

When informed of a new case the nurse visits the 
maternity hospital. - There she is’ introduced to the 
mother of the baby by the lying-jn ward sister, and has 
explained to her by the paediatric registrar and -ward 
sister the clinical or other circumstances which have 


-prompted a request for the baby to be specially followed 
up. In the event of the mother having been discharged 


before the baby, arrangements are made for the mother 
to revisit the hospital at the same time as the special 
nurse. ‘ 

At an early date the nurse visits the home to which the 
baby will be soon returning. There she satisfies herself 
that all is in readiness and that no essentials are lacking. 
The special nurse knows in advance the day on which 
the baby will be discharged from hospital and makes a 
point of visiting the household a few hours after the 
baby’s arrival home. After she has seen the baby and 
given the mother any necessary help the nurse tele- 
phones the family doctor, advising -him concerning the 
baby’s return home and general-condition. The doctor 
receives additional information from the paediatric 
registrar, who as a routine in all such cases sends a’ 
letter summarizing clinical events during the time the 
baby was in hospital and explaining the reasons 
why the help of the health department has been 


. enlisted. = 


The frequency with which the special nurse pays 
further visits depends upon the baby’s progress, ypon the 
needs of the mother for guidance, and upon the wishes 
of the family medical attendant. Arrangements are 
invariably made to meet a family doctor’s request to see 
him by appointment. On an average, visits have con- 
tinued for a period of three to four weeks. At first the 
visits are daily, or if necessary several times daily. Later 
they are made‘at intervals of several days. Exception- 
ally, visits have continued for longer than four weeks 
where the baby’s progress has been slow, where the 
mother has had trouble with her breasts, or where for 
various reasons she has been slow to show ability to look 
after her infant. Visits cease when the demands on the 
nurse’s time are not in excess of those with which a 
health visitor can cope. The last visit is made in com- 
pany with the health visitor, to whom the facts concern- 
ing the baby’s progress are explained. 
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Field workers are always in danger of losing contact ` 
. With their colleagues at the centre. To forestall any - 


such risks periodic meetings are arranged which afe~ 


attended by the nurses undertaking the follow-up care 
and by those on the paediatric staff of the maternity 
hospital.- The meetings enable the results of the follow- 
up care to be assessed, and provide opportunities for the 

: joint discussions of clinical and other problems met with 
in hospital and on the field. 


Afganis in the West Riding 
Initially, selection of babies was limited to those whose 
homes were in the City of Leeds. Early results suggested 
that arrangements mught be extended to selected babies 
- born in the Leeds Maternity Hospital anid returning to 
_ homes outside the city boundary. Not unexpectedly, 
a county area presented problems of its own. -Although 
relatively small in number, the children involved 
have.returned to homes dispersed over an extensive 
geographical area. The distances separating the homes 
from one another and -from the maternity hospital have 
been considerable. It is not often possible for a district 
midwife or health visitor from outlying districts to visit 
‘ the maternity hospital. The employment whole-time, 
on a county basis, of special nurses on follow-up ser- 
_ Vices of the type described in connexion with the county 
borough of Leeds is seldom practicable. Nor has- the 
practising midwife the time to supervise the nursing care 
of babies returned from hospital.. To meet the county 
situation the special follow-up visits are undertaken by 
health visitors. 
The resident paediatric registrar at the -maternity 
hospital, having previously telephoned the family doctor, 
` communicates with the county superintendent of health 
visitors, who is in charge of organized arrangements for 
the- aftercare of children discharged from hospital. 
This nurse then visits the maternity hospital, sees the 
mother, and is given first-hand information about the 
baby by the registrar and ward sister. Subsequently 
she arranges (through the divisional medical officer) for 


follow-up care to be undertaken by the appropriate - 


health visitor, to whom she passes on the facts previously 
‘ obtained from the hospital. In cases of special difficulty 
the superintendent of health visitors herself visits the 
home. In all other respects the procedure followed by 
the county authority resembles that described in con- 

nexion with the City of Leeds. 
A further although very limited extension of the 


original experiment developed in rather more fortuitous - ‘ 


fashion. At different times two babies were transferred 
from the maternity hospital to general hospitals in the 
city for necessary treatment. In both instances, when 
the time for final discharge arrived, and after consulta- 
tion with thẹ family doctor, the local health authority 
was asked to implement nursing follow-up arrangements. 


This in turn has Jed to similar approaches being made - 


in the case of a few babies leaving the children’s wards 
- of general hospitals after surgical, medical, or dietetic 
treatment. 2 

p Selection of Babies 


To date 225 babies have been provided-with follow- 
up nursing care, Selection is not subject to any rigid 
rules, but takes account of the physical well-being of the 
infant, doubts concerning the establishment of appro- 
priate feeding, and’ home circumstances. Assessment of 
the baby’s condition is based upon daily observations of 
the developing clinical-pattern, and on the findings of _ 


- 
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repeated complete’ pliysical Lamination: Account is 
taken of the bearing of such anomalies as cleft-palate or 
congenital heart on care of the infant during the early 
weeks after discharge home. 

An infant who has survived à Clinically viqlent neo- 
natal course is regarded as suited to a follow-up; so 
also is a baby with evidence of some localized superficial 
infection which may be slow to heal if the infant is 
detuined in hospital, but which may be expected to dis- 
appear rapidly with removal from a hospital environ- 
ment The random examples quoted are not met with 
often, but illustrate the variety of factors which may 
influence selection. The two factors of greatest impor- 
tance in influencing selection are prematurity and incom- 
pletely solved feeding problems. Final selection takes 
place at the cot-side, takes account of the wishes of the 
mother and the observations of the paediatric registrar 
and ward sister, and aims at anticipating situations in 
which the family doctor would appreciate skilled nursing 
assistance. , A 


What Are the SE EN of the Arrangements ? 

Experience over the past year justifies the view that 
the arrangements are beneficial not only to mother and 
child but also to those responsible for the professional 
care of the newborn infant. Some of these immediate 
benefits may be conveniently summarized as follows: 


1. The informal procedure whereby the domiciliary nurse 
is introduced to the mother by the hospital staff gives to 
continuity of supervision: a Jive personal touch. of infinite 
value. 

2. The hospital midwife finds satisfaction and stimulus i in 
the personal interest shown in her work by. her colleagues 
on district. 

3. The nurse works on district is brought in contact 
with and reminded of the difficulties of nursing the neonate 
under institutional conditions, and finds a verbal exchange 
of information given before assuming responsibility for a 
baby more stimulating and more helpful than facts recorded 
on prescribed forms. = 

4. Breast-feeding is often successfully established and 
maintained in circumstances (delayed lactation, temporary 
decline of secretion, malformed nipples, etc.) which in the 
absence of adequate follow-up measures often contribute 
to natural feeding being wholly discontinued after discharge 
from hospital and without any professional advice (medical 
or nursing) being sought. 

5. A number of babies who might otherwise be retained 
‘in hospital for precautionary observation or minor treatment 
can be confidently returned home with their mothers. 

“6. Infants who on account of prematurity, frailty, or ill- 

ness are detained in hospital after the discharge of their 
mothers ‘are enabled to return home sooner than would 
otherwise be the case. 

7. The demands on hospital nursing staff are lessened -and 
the pressure on maternity nursery cots is relieved. 

8. The attention of mothers is focused on. the desirability 
S continuing medical supervision by the family doctor as 

a preventive measure. 

Other Considerations . 
Any arrangements which involve team-work and the 
linking of hitherto separate or partially separate interests 
are apt to give rise to misgivings.. The local experiment 
described has been no exception, but so far as we can 
assess the doubts have been few in number. If they are 
more numerous than we believe, it is because they have 
not been brought to our-notice. “Certainly there have ~ 
been, no complaints’ from any households. On the 


S 
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contrary, there have been many unsolicited expressions of 
appreciation, by mothers and relatives, of the nursing 
care given in the homes.. Lying-in ward sisters have, 
without exception, welcomed the contact with their 
colleagues working in the field and are enthusiastic in 
their encouragement of follow-up care. The enthusiasm 
of ‘those undertaking the follow-up nursing care is no 
lessthan that of the ward sisters. 

. While it has been relatively easy to gauge the reactions 
of the nurses, it has been less easy to-gauge those of the 
family doctor. Two instances have occurred of general 
practitioners objecting to the special visits of the nurse 
or health visitor. A number have spoken of the valúe 
of her help, and, as was to be anticipated, there have 
been isolated occasions when the nurse’s advice has been 
modified or reversed at the time of the doctor’s visit. 

It need hardly be stated that the medical attendant is 
looked to for decisions relating alike to treatment-of the 
child or mother. There have been other occasions when 
the visiting nurse has been instrumental in securing for 
a baby timely medical advice not thought to be neces- 
sary by the parents. On a number of occasions the 
nurse has been able to secure urgent help necessary to 
offset in part at least the indirect effects of poverty and 
slum conditions. 

The few misgivings of which we have heard appear to 
have arisen from suspicions concerning motives rather 
than from doubts about the working practicability of the 
arrangements. The arrangements have only one motive 
—the discharge home, with the minimum of delay, of 
small babies who are in hospital as a result of illness or 
of the circumstances of birth. It is implicit in the 
arrangements that when the family doctor assumes 
clinical responsibility for these babies he should be 
enabled to share in the indispensable benefits, known to 
his hospital colleagues, of-having the assistance of a nurse 
skilled in the observation and in the general manage- 
ment of the small or ailing infant aged only a few weeks. 


Success is dependent upon careful selection of infants : 


the skill, knowledge, and personality of those providing 
the infant-nursing care; and co-operation between the 
family doctor, the local health services, and maternity 
hospitals. 
the task of hospitals will be lightened, the place of child 
care in the home will be emphasized, and a further con- 
‘tribution—no matter how small—will have been made 
to improved prospects of total health in infancy and 
childhood. ~ 


We are indebted for generous co-operation to Sisters G. E 
Capewell, A. M. Kelly, M. Pattullo, M. McMackin, and A. H. G 
Whitehill, of the Leeds ` Maternity Hospital; to Miss D. 
Humphiey, supervisor of midwives, and Sisters D. Booth and 
B. Chapman, of the City of Leeds Health Department; and to 
Miss A. Carey, superintendent of health visitors, and the health 
visitors of the West Riding County Council. 





At a meeting of the North of England Section of the 


Society of Public Analysts in April, Mr. J. G. Sherratt com; 
pared the methylene-blue grading test and the plate counts 
of ice-cream. He said that comparison of the results of the 
methylene-blue grading test for 1,400 samples of ice-cream 
from various sources was made with the results of plate 
counts at 37° C. and 20° C. and the coliform population 
of the samples. It was concluded that e Grade 1 indica- 
tion may be accepted with confidence, that about 80% ‘of 
samples falling into Grade 2 were bacteriologically satıs- 
factory, and that the presumption that samples falling into 
Grades 3 and 4 are unsatisfactory must be adopted only 
with considerable reserve. . 


If this co-operation can be firmly secured ' 


CARCINOMA OF THE PROSTATE 
i A COMPARISON OF METHODS OF DIAGNOSIS 
BY 


J. E. SEMPLE, MD., ERCS. 
Surgeon to St. Paul's Hospital for Gentto-Urinary Diseases 


The difficulty of making a -conclusive differential 
diagnosis between malignant involvement and inflam- 
matory changes in the prostate gland raises the question 
of the reliability of the various methods of investigation. 
The importance of this differential diagnosis becomes 
all the more evident when it is realized that cancer of 
the prostate is said to be the commonest carcinoma in 
the male over the age of 60 years (Hey, 1948). In 1921 
the death rate from this disease was 4.18 per 100,000 of 
the male population, and it had risen in 1930 to 7.55 
(Hoffman, 1934). The Registrar-General’s Review for 
1948 records double the number of deaths from this 
disease in 1948 than in 1928 (Registrar-General, 1948). 

There is a wide divergence of opinion regarding the 
effect on the expectation of life from the introduction of 
hormone therapy in a patient with cancer of the pros- 
tate; nevertheless it is generally agreed that, whether 
‘conservative or radical surgical treatment is to be under- 
taken, only by early diagnosis can the best results be 
obtained. 

~ In order to review the reliability of the commoner 
methods of diagnosis a series of 62 cases (see Table) in 


Cases (62) Suspected of Cancer of Prostate on_ Rectal 
Examination 

















Non-malignant (28) 






Radiological examina- 
tion 


Serum acid phos- 
phatase .. g 








Test for malignant 

scelis in prostatic 
secretion orin urine 
Needle biopsy 


Perurethral biopsy 








* Four of thess patiznts had carcinomm of the bladder. 


which there were strong clinical grounds for suspecting 
malignant changes in the prostate were investigated and 
the results compared. Of these cases only 34 had cancer 
of the prostate. 


Rectal Examination y 


This had elicited one or more of the following altera- 
tions in the gland suggestive of malignant change: 
(1) increased induration in a part or the whole of the 
gland; (2) irregularity in the contour of one or both 
lobes ; (3) obliteration of the notch between the seminal 
vesicles ; (4) induration along the lateral ligaments‘ and 
lymphatics of the gland, especially at the upper pole and 
the seminal vesicles ; (5) loss of the lateral sulcus ; (6) in- 
creased fixation of the gland on bimanual palpation ; 
(7) the membranous urethra broadened, indurated, ill- 
defined, and more fixed. 

Of the 62 cases 34 were proved to be carcinomatous’; 
of these latter, induration of a part or the whole of the 
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gland was present in 31, increased fixation in 34, and 
induration of the lateral ligaments in 22. Of the 28 non- 
malignant prostatic cases, induration was present-in 27, 


decreased mobility.in 24, and extraglandular induration 


in 11. 
Cystoscopic Examination 


Although cystoscopic investigation is considered in-. 


advisable by some urologists (Macalpine, 1949) for fear 
of disseminating malignant ¢ells, it may provide valuable 
information, especially regarding lesions primarily of the 
bladder or urethra but involving- the prostate ; while the 
changes in the gland may be evident by the gritty resis- 

_ tance offered to the passage of the cystoscope, the more 
obvious fixation of the gland, easier identification of 
induration in the gland by palpationsover the instrument, 
irregularity of the mternal urinary meatus, puckering of 
the mucosa at the apex of the trigone, and the presence 
of nodules on the floor of the bladder in advanced cases 
Of the 30 cases of cancer of the prostate which were 
cystoscoped, 14 showed a picture strongly suggestive of 
malignancy, while in 16 the bladder appeared normal. 
Of the non-malignant cases, 9 showed irregularity or 
oedema of the bladder floor, 15 were normal, and 4 had 
carcinoma of the bladder. : 


- Radiological Examination 
This is done to exclude any condition of the prostate 
or bladder which might cause induration and „fixation 
of the gland and also to detect metastases in the bone, 
which would denote the late stage of the disease. Of the 
34 cases of cancer of the prostate 15 showed secondaries 
in the bones. The commonest sites were the rami of 
the pubis and ischium, then the ilium and sacrum, and 
lastly the lumbar spine. There were two cases of 
osteitis deformans, which were confirmed by the high 

level of the alkaline serum phosphatase. 


Serum Acid Phosphatase Estimation — 

Estimation of the serum acid phosphatase has become 
a routine procedure since phosphatase was shown to be 
present in large amounts in carcinomatous prostatic 
tissue and in its metastases, and that in such cases 
the serum acid phosphatase might be considerably 
raised (Gutman and Gutman, 1940). It is generally 
agreed that readings above 4 K.A. units are suggestive of 
carcinoma of the prostate, while above 10 K.A. units 
they are diagnostic (Huggins and Hodges, 1941). The 
converse, however, does not hold good, for it is usually 
stated that in only 40% to 50% of cases of cancer-of the 
prostate is the phosphatase level raised above normal. 
In the present series the serum acid phosphatase was 
raised in 9 cases to above 4 K.A. units, and in 4 of these 
it was over 10 K.A. units. Of the 15 cases with secondary 
deposits in bone 6 showed readings above normal limits 


` Malignant Cells in Prostatic Secretion 


The identification of malignant cells in prostatic 
secretion and in urme as a means of diagnosing cancer 
of the prostate has been a source of interest for many 
years. In 1931 Mulholland recorded the presence of 
clumps of epithelial cells with large acidophilic nuclei in 
17% of cases of carcinoma of the prostate. Herbut and 
- Lubin (1947), adapting the technique evolved by 
Papanicolaou in staining vaginal smears for- uterine 
carcinoma cells and applying it to prostatic secretion, 
were able to identify the epithelial cells from various 
parts.of the normal lower urinary tract, benign condi- 
tions of the prostate, and carcinoma of the prostate 
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gland. The recognition of these cells depends not only 
on their arrangement in sheets or clumps or as single 
cells, on the cell outline, on the size of the cells, and on 
the position and staining of the nuclei, but also on the 


characteristic colour imparted to the malignant cells by’ 


this method of staining. Those authors were able to 
-make a cytological diagnosis of carcinoma in 17 out of 
100 patients; 10 of these cases were confirmed histo- 
logically and 6 were considered to be reasonably certain 
on clinical grounds. In a later`paper Herbut (1949) 
reports that neoplastic cells were found in 54 out of 
66 cases of known cancer of the prostate. Albers, 


eosin staining, found 3 cases of carcinoma of the pros- 
tate among 100 patients with a supposedly benign 
enlargement of the prostate and 13 positive smears in 24 
known cases of carcinoma of the gland. 

The main objection to this diagnostic method is that 
prostatic massage might cause a dissemination of cancer 
cells: this risk is regarded by its advocates as very slight 
and to be justified by earlier diagnosis. It has been 
suggested that prostatic secretion may be obtained from 
the urethra immediately after defaecation, fhe bladder 
having previously emptied ; while Chute and Williams 
(1948) report that, by centrifuging the early morning 
specimen of urine, malignant ceils were found in 10 out 
of 24 cases of known carcinoma of the prostate. 


In the present series of 34 cases of cancer of the pros- ` 


tate, malignant cells were identified in 19. In 5 of these 
cases the finding of malignant cells was the first definite 
evidence of malignancy. None of the non-malignant 
cases showed cells suggestive of malignancy, but 13 had 
numerous pus cells,-denoting a chronic imflammatory 
condition of the gland. The presence of pus cells, how- 
ever, does not necessarily indicate a benign condition of 
the prostate, as they were present_in 7 of the malignant 
cases. i s t: 
Prostatic Biopsy 


Conclusive evidence of the malignancy of the prostate 
gland can be obtained only by histological examination 
of tissue removed from the suspected area. Such tissue 
is obtained by a biopsy needle (Figs. 1 and 2) by per- 
urethral resection, or by excision through the bladder or 
perineum. 

Needle Biopsy.—The advantage of this method is that 

.ıt causes the least amount of discomfort to the patient 


and of disturbance to the urinary tract, while tissue can _ 


be removed from any part of the gland. But the amount 
of tissue may be small, and considerable experience in 
sectioning and interpretation is required. The best- 
known needles are-Lowsley’s biopsy instrument, Silver- 
mann’s needle, and the harpoon types of needle. In 1944 
Roth and Turkel modified (Fig. 2) the latter’s bone- 


marrow biopsy needle by increasing its length, and they, 


showed that by inserting this needle in the midline of the 
perineum, midway between the anus and the bulb of the 
urethra, it could be directed to any suspected nodule or 
lobe of the prostate by the left index finger in the rectum. 
That finger is then hooked over the upper border of the 
prostate and the gland compressed on to the trephine, 
which is passed up the neédle. By rapid rotation of the 
trephine a column of tissue over a millimetre in diameter 
and of the desired length can be removed, and its 
removal may be facilitated by suction from a syringe 
exerted through the lumen of the trephine. Haemor- 
rhage is coptrolled by pressure with the index finger at 
‘the point at which the trephine enters the gland or by a 


` McDonald, and Thompson (1949), using haematoxylin- ' 


~ 


`a 
$ 
‘ 


1238 June 2, 1951 





diathermy electrode passed up the needle. This type of 
needle was found to be’the most effective in obtaining 
adequate pieces of tissue from the prostate gland 


la ee 


Fig. 1.—Needles designed to combine the tissue-holding action 

of the ha n needle with the cutting action of the trephine. The 

inted obturator, when in place within the trephine, allows the 

- lattes to be inserted through the mid-point of the perineum down 

- to the prostatic capsule The obturator is removed and the 

h-like stylet is passed down the trephine into the suspected 

tissue. By slightly withdrawing the harpoon the tissue is com- 

pressed on to the edge of the trephine, which by a rotary cutting 

action removes a bi egy of tissue than if the tissue was 
not compressed, Made y Messrs. C. Thackray.) 





t l o 


Fic. 2.—The elongated Turkel needle with its obturator in 
place. The trephine is next to the needle; its length compared 
with that of the needle and its toothed cutting end are shown. 
Below is the stylet with which the column of tissue is pushed out 
of the trephine. (Made by Down Bros. and Mayer & Phelps.) 


Perurethral Biopsy.—Perurethral resection of the pros- 
tate gland by McCarthy's electrotome or Thompson's’ 
punch has the advantage of excising large pieces of tissue 
while at the same time removing bladder-neck obstruc- 
tion. But biopsy then becomes a major surgical pro- 
cedure, especially if the tissue under suspicion is situated 
at the periphery of the gland or iñ the posterior Jobe, 
which, again, is regarded as the commonest site for early 

` carcinoma of the prostate. The results from perurethral 
biopsy and Turkel’s needle correspond closely. Per- 
urethral resection was carried out in 21 of the 34 malig- 
nant cases, and in each instance a needle biopsy preceded 
„the resection; in 17 cases the perurethral fragments 
showed a carcinoma of the prostate, while in 2 the needle 
biopsy revealed carcinomatous areas which perurethral 
` section had failed to show. In 2 cases the tissue removed 
by the needle’ presented no sign of malignancy when it 
was evident in the perurethral sections. This discrepancy 


was mainly due to the fact that a recently sharpened . 


trephine is essential, and this is practicable only if two 
or more trephines are available—a condition that 
obtained only during the latter part of the investigation. 


Discussion 

Carcinoma‘ of the prostate shows an increasing inci- 
dence greater than can be accounted for by the ageing 
of the population. The gradual onset of symptoms is 
responsible for the spread of the malignant process 
beyond the prostatic tissue in 90% to 95% (Barringer, 

. 1935) of cases before diagnosis is made, and the interval 
between the onset of symptoms and diagnosis has been 
oa at 25 months (Wear and Schoenenberger, 
Many authorities believe that hormone therapy has 
extended life only 18 to 21 months in the majority of 
cases; while others claim that a large percentage reach 
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the 5-year survival period. It is generally agreed that 
from 10% to 20% of patients fail to respond .to 
oestrogen, while of those who do react a number rapidly 
become resistant to hormone therapy. But, whether 
medical or surgical treatment be adopted, the results will 
largely depend on how early the diagnosis has been made. 

Clinical diagnosis depending on-rectal examination has 





` been claimed to be reliable in up to 88% of cases, but 


in the present series of 62 clinically suspected cases only 
34 were proved to be carcinomatous. : 

Cystocopic examination, although considered inad- 
visable by some urologists, may be of help in determining 
the extent of the disease, the-induration of the gland, and 


its fixation, and is especially valuable in excluding, 


diseases of the bladder and urethra which by involving 
the prostate may simulate carcinoma ; four such cases 
were discovered in this series. 

Radiological examination is a routine procedure to 
exclude those lesions of the bladder and prostate which 
may cause induration and fixation of the gland and thus 
simulate a malignant involvement. Secondary deposits 
in the bones of the pelvis and spine indicate the late 
stage of the disease. Bony metastases were present in 
15 of the malignant cases. = 

The level of the serum acid phosphatase is a valuable 
diagnostic measure. It-is accepted that readings above 
the normal limits of 4.0 K-A. units are strongly suggés- 


tive of malignancy and are diagnostic when raised above . 


10 K.A. units ; but they are raised in less than 50% of 
cases of carcinoma of the prostate. In this series they 
were raised in 9 of the 34 malignant cases. : 


The identification of malignant cells in the prostatic 


secretion obtained either by prostatic massage from the 
urethra immediately following defaecation or by centri- 
fuging the early morning specimen of urine is valuable 
confirmatory evidence. The reliability of this test is 
reported as being 84% after massage and 54% in urine. 
In the present series a positive diagnosis was made in 19 
of the 34 cases of carcinoma of the prostate. 

The only conclusive evidence of malignant involve- 
ment of the gland is by microscopical examination of 
biopsy tissue removed from the suspected area of the 
prostate. The most efficient biopsy needle was found to 
be Turkel’s. Perurethral resection provides larger pieces 
of gland for section ani at the same time removes 
bladder-neck obstruction, but it may be difficult to re- 


move tissue from the periphery of the gland or from the’ 


posterior lobe. The results of these two methods of 
biopsy correspond very closely. ew 


I wish to thank Dr. R. Thomson for his assistarice and advice 
regarding the histology and the identification of malignant cells 
in the prostatic secretion. ` 
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DIAGNOSTIC VALUE OF THE 
GLUCOSE CONTENT OF SEROUS 
PLEURAL EFFUSIONS 


BY 


W. L CALNAN, M.D., D.C.H. 
Registrar, Whittington Hospital 


B. J. O. WINFIELD, M.D. 
Senior Registrar, Whittington Hospital . 


MARY F. CROWLEY, B.Sc. 
Senior Blochemist, Whittington Hospital 


AND 


ARNOLD BLOOM, M.D. M.R.CP. 
Assistant Physician, Whittington Hospital 


Bacteriological confirmation of the tuberculous origin 
of non-purulent pleural effusions may be difficult to 
obtain by direct culture, while the result of a guinea- 
pig inoculation will not be available for several weeks. 
Where negative results are obtained, radiography and 
sputum examination may not be helpful, and a search 
was therefore made for other diagnostic criteria. 
Experience gained from glucose estimations of the 
cerebrospinal fluid in tuberculous meningitis directed 
attention to the possible diagnostic value of the glucose 
content of pleural fluid. 


Tame I.—Summary of Recent Investigations 






Fluid Glucose 











Present Tuberculous eae i 
series Non-tuberculous(30 Jensen 
“ Undiagnosed ” ( 








Table I summarizes the results of four recent inves- 
tigations into the glucose content of pleural effusions 
and includes the results of the present investigations. 
Foord et al. (1929) found that there was little variation 
in the glucose level of tuberculous and non-tuberculous 
fluids, and also that the level of the sugar in the pleural 
fluid paralleled the level in the blood. The method of 
estimating the glucose is not given, and the- Jack of 
agreement between their results and those of others 
may be due to the use of a method less specific for 

- glucose than the Hagedorn—Jensen and Folin-Wu 
methods. Pinner and Moerke (1930) investigated only 
tuberculous fluids. Although they concluded that no 
. Significance could be attached to the glucose content, 
their results agree with those of Nassau (1941) and 
Gelenger and Wiggers (1949), who found the glucose 
content in tuberculous effusions depressed to a variable 
extent when compared with blood values. 
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Nassau used the glucose level in tuberculous pleural 
effusions as a prognostic aid, and stated that values over 
70 mg./100 ml. were favourable and values under 
50 mg./100 ml. were unfavourable prognostically. 
Gelenger and Wiggers in their series found’ that the 
glucose level was below 39.5 mg./100 ml. in 10 tuber- 
culous effusions and above 60 mg./100 ml. in 21 non- 
tuberculous cases, and conclude that if the sugar level 
is above 60 mg./100 ml. it is unlikely that the effusion 
is tuberculous. They quote one non-tuberculous 
case (bronchogenic carcinoma)’ in which the level is 
below 40. 

In the present series, 61 cases were examined, 25 of 
which were tuberculous, 30 non-tuberculous, and 6 
“undiagnosed.” The term “undiagnosed” is used 
because bacteriological confirmation of the tuber- 
culous origin of the effusion was not forthcoming, and 
no other cause presented. In all the tuberculous 
cases the diagnosis was confirmed by bacteriological 
examination of either sputum or pleural fluid, or at 
necropsy. Of the 30 non-tuberculous cases, 13 were 
due to congestive heart failure, 7 to carcinoma, 1 to 
leukaemia, 2 followed pulmonary infarct, 1 was in asso- 
ciation with ascites and pancreatitis, and 6 were post- 
pneumonic. The pleural fluid was collected two hours 
after the patient’s last meal. In many of the cases con- 
comitant blood sugars were taken, and these values lay 
within a normal range. Fluoride was used to prevent 
glycolysis, and. the glucose was estimated by the 
Hagedorn-Jensen method. The results of the inves- 
tigation are set out in Table II. No correlation could 
be found between the blood and pleural fluid glucose 
levels (Table IID). i 


Tasis M.—Results in Present Series 


Glucose Levels 
(mg /100 ml.) 





Taste Il.—Blood and Pleural Fluid Glucose Levels in 
A Tuberculous and Non-tuberculous Patients 


Pleural Fluid 
mg /100 mi 








Discussion i 3 
All 30 non-tuberculous pleural effusions had a 
glucose level of over 60 mg./100 ml. and in 24 of these 
the level was over 100 mg./100 ml. In the 25 tuber- 
culous cases, 13 showed glucose values below 60 mg./ 
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100 ml. - Of the 12 cases above this figure, one was 
complicated by amyloid disease, while another was a 
diabetic with a glucose: level in the pleural effusion of 
220 mg./100 ml. 


A glucose level of under 60 mg./100 ml. would there- 


_fore appear to be strongly suggestive of the tuberculous. 


origin of a serous pleural effusion. Where the glucose 
_ level is over 100 mg. / 100 mi. the effusion is probably 
of non-tuberculous origin. 

` The six.“ undiagnosed” cases had glucose levels 

“ranging from 62 to 96 mg./100 ml. Four of these six 
cases were considered clinically and radiologically to 
be of tuberculous post-primary type, but bacteriological 

` confirmation was lacking. The four patients were 
adolescents or young adults, with. straw-coloured 
lymphocytic effusions of recent onset, and gave 
positive Mantoux reactions. 

There were eight tuberculous patients with glucose 
levels between 60 and 100 mg./100 ml. and seven non- 
tuberculous. The glucose values in the six “ undiag- 
nosed” cases would therefore be of no value in 
deciding the, aetiology of the effusion. . 

f 

i Summary = i 
The Hai glucose level has been studied in 6{ cases of 

serous effusion. 

In these cases: (a) a glucose level of less than 60 mg./ 
100 ml. was found only in tuberculous effusions; (b) the 
majority of tuberculous effusions had glucose levels of less 
than 100 mg./100 ml., while most non-tuberculous effusions 
had levels above 100 mg./100 ml.; and (c) no significance 
could be attached to glucose levels of betwéen 60 and 
100 mg./100 ml. . 
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ACUTE PORPHYRIA 
WITH UNUSUAL FEATURES | 


BY 


“ERIKA GROSSFELD, M.B., ChB. | 
(Fiom the Southern General Hospital, Glasgow) 


In view of the recent interest in this disease and its 
comparative rarity in this country it is thought worth 
while to record the following case, which presents-some 
unusual features. i 
- Case Report 

The patient, a woman aged 23, was admitted in December, 
, 1949,-to a surgical ward of the Southern General Hospital 
with a history of attacks of abdominal pain and vomiting of 
one week’s duration, The pain usually started in the right 
hypochondrium and travelled forward across the epigastrium 


and through ‘to the back in’ the upper lumbar region. It was ' 


. Spasmodic in nature,'and severe, and an attack lasted for 
- 15 to 30 minutes. Shortly after the onset of the pain she 
vomited. These attacks occurred three or four times a day. 
Her bowels had been regular until two days before admis- 
sion, since when they had ,been constipated. Three ‘days 
before: admission her urine was red in colour on one occa- 
sion. Her menstrual history was normal, and she had just 
finished a period when the pain began. 

There was nothing relevant in her past history except 
that she had had a similar attack of pain and vomiting with 
-~ the passage of red-coloured urine one year previously, when 
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she was treated for “kidney trouble” with rest in bed for 
six weeks at home. No further information is available 
about this ilness. 

On examination the patient was seen to be a well-growno 
and well-nourished woman who looked ill. She had definite 
guarding and tenderness in the right loin and hypochondrium 
but none elsewhere. Her temperature was normal, pulse 72, 


. and respirations 16; No abnormality was detected clinically 


in any of the other systems.. The urine was dark in colour 
but gave a negative reaction for both blood and bile. The 


~ test with Ehrlich’s aldehyde reagent, however, was strongly 


positive. The importance of this was not appreciated at the 
time. On the fourth day a trace of bile was detected in the 
urine (1odine test) and a faint icteric tinge was noticed at 
the corners of both sclerae. The blood bilirubin then was 
0.6 mg: per 100 ml, the thymol turbidity test for liver 
function was. ++, prothrombin time 22 seconds, icteric 
index 4. The blood picture was normal. 

In the meantime the patient’s condition had not improved. 
The attacks of pain had persisted with almost unabated 
severity and were still accompanied by guarding and tender- 
ness in the right hypochondrium. In view of this fact and 
the laboratory findings it was decided to pérform a laparo- 
tomy with the tentative diagnosis of gall-stones. At opera- 


-.tion, however, the biliary tract appeared perfectly normal 


and no other intra-abdominal abnormality was found. It 
was then that the diagnosis of acute porphyria was pro- 
posed. Chemical tests and spectroscopy of the urine 
speedily established it. 

The patient had a post-operative cough and ‘ater 
developed pneumonia. It was noticed at that time that 
she had some difficulty in coughing and that her sclerae 
assumed a plum-coloured tinge. Temporarily she made a 
partial clinical recovery, but her cough persisted. On the 
seventh post-operative day she felt so well that she asked 
to be allowed to get up, and enjoyed it. She then com- 
plained of attacks of numbness in both thighs, occurring 

- only at night and lasting for about one-hour ; but there 
was no objective evidence-of peripheral neuritis, and the 
cerebrospinal fluid was normal. On the 14th day she first 
complained of weakness and could hardly raise herself in 
bed. The trunk muscles, thighs, and upper arms showed 
great loss “of power, while the reflexes appeared normal. 
There was some improvement in the right arm and the 
thighs after two days, but the other affected muscles 
remained weak. At this time she developed tachycardia, 

- 120 a minute, and her blood pressure rose from 108/75 
to 135/95 mm. Hg. The attacks of abdominal pain had- 
retumed on the ninth post-operative day and were severe. 
On the 18th post-operative day she lost her voice and did 
not regain it. On the 24th day she had great difficulty in 
swallowing, and’ next day the diaphragm became involved 
and she died with a-generalized flaccid: paralysis. 

During. the whole course of her illness the urine was 
, pigmented, the intensity varying from a faint pink tinge 
to a deep port-wine colour. 

Further Investigations—Once the diagnosis of acute 
porphyria was established a number of other investiga- 
tions were carried out in an attempt to find out to what 
extent, the different systems were involved in the disease. 
The liver function tests carried out on the 19th post-operative’ 
day were as follows. Plasma proteins: total, 8.12 g.% 
(albumin 3.88 g., globulin 4.24 g.). Laevulose-tolerance test: 
fasting 2.4 mg., half-hour 8 mg, one hour 13.1 mg. per 
100 ml. Thymol turbidity test ++ ; cephalin-flocculation 
test negative; van den Bergh test negative, direct; blood 

“bilirubin, 1.35 mg. per 100 ml.; icteric index, 6. 

Bile'could not be detected in the urine post-operatively. 
On: the 12th post-operative day the sérum chloride and 
sodium” levels were 325 mg.—336 mg. per 100 ml. respec- 
tively. Renal-function tests were carried out from the 12th 
to the 18th post-operative day and showed no abnormality: 
urea-clearance test 82% ; urea-concentration test, concen- 
trated to 4.6 g.% in the ‘second hour; blood urea, 26 mg. 
per 100 ml. The blood picture on the ninth post-operative 
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day was: red cells, 5,840,000 per cmm.; Hb, 14 g.%; 

P.C.V., 52%; M.C.V., 89 2! > M.CH.C., 27% ; white cells, 
10,000 per c.mm. The water-excretion test (Kepler-Power) 
was carried out on the 24th post-operative day and gave 
the following results: largest volume of day urine, 21 ml; 


- volume of night urine, 72 ml.; urine urea, 3.4 ¢.% ; urine 
- chlorides, 320 mg /l00 mL; 


plasma sodium chloride, 

565 mg./100 mL; plasma urea, 45 mg./100 ml ; value of 
“A,” 33. The urine contained 285 mg. of uroporphyrin 
per litre at the time of death. 

Post-mortem Examination.—The lungs showed mucopus 
in the larger bronchi and patches of unresolved pneumonia 
at both bases. No abnormality was detected macroscopi- 
cally ın any of the other, systems. Sections of the lungs 
showed bronchopneumofiia Sections of the brain ‘and 
spinal cord showed none of the characteristic features of: 
“the disease. . 

Family History —The mother died, aged 49 years, of a 
“ stroke,” the father in his seventies with “ dropsy.” Three 
brothers and two sisters are well ; their urines were examined, 
and none contained porphyrins. Two cousins on the mother's 
side died young—one -at 23 years, diagnosed as from acute 


ascending myelitis, the other at 21 years, a iia as from 


anxiety neurosis and pneumonia. ' 


> Discussion 
_ Porphyria i is a disease believed to be due to an inborn 


error of metabolism which results in the circulation of- 


an excess of porphyrins in the blood. It has been sug- 
gested that porphyrins exert a toxic-action, particularly 
on nervous tissue (Mason, Courville, and Ziskind, 1933 ; 
Vannotti, 1937; Thorner, 1937). The ‘condition was 
first described as a clinical entity by Günther (1911). 


` Since then a number of cases have been reported, parti- 


cularly in Scandinavian and American literature, and 
the condition has been excellently reviewed by Nesbitt 
(1944). In this country attention has been drawn’ to the 


_ disease only recently (Chandler, Harrison, and Riming- 


ton, 1939 ; Discombe and D’Silva, 1945 ; Jörgensen and 


With, 1947; Abrahams, Gavey, and Maclagan, 1947; ` 


Diseombe, 1948; Petrie, 1948; Davies, 1949; Gibson, 
Harrison, and Montgomery, 1950; Hart and Collard, 
1950). 


This case presents a aides of the usual features of _ 


the disease. The patient had abdominal pain, neuro- 
logical manifestations, tachycardia, and arterial hyper- 
tension, and she passed pigmented urine. But the most 
interesting and confusing feature was the marked guard- 
ing and tenderness in the right hypochondrium ; this 
is a feature which has not been reported before, and 
was very largely responsible for the delay in arriving 
at. the correct diagnosis. Her' family history is also 
` interesting, ag the stories of the fatal illnesses of her two 
cousins suggest that they, too, may have suffered from 
_ acute porphyria, 

The serum chloride and sodium levels were estimated 
and the Kepler-Power test was carried’ out because it 


* has been suggested that there is some adrenal insuffi- 


ciency’in this disease (Abrahams; Gavey, and Maclagan, 
1947). This contention cannot be supported by the pre- 
sent case. The lowering of the serum chloride and 
serum sodium has also been attributed to impaired renal 


function rather than adrenal disturbances (Davies, 1949), - 


but again in this case we could find no evidence of renal 
disorder. Since this. patient's serum sodium and 
chloride values showed no significant deviation from 
normal -we cannot expect to throw light on this parti- 
cular problem, but it is evident from this case that 
lowering of sodium and, chloride concentration in-the 
serum is not an invariable accompaniment of the disease. 


rote 





.Various drugs such as sulphonal, methylsulphonal, 
barbiturates, lead, etc., have been incriminated in the 
production of this disease. This patient stated that she 
did not take any drugs before her admission. - 


. My thanks are due to Mr. W. A. Mackey for his advice and 

encouragement, to Dr. J. W. Chambers and Dr. A. Dick for 
carrying out the biochemical and pathoyogical investigations, « 
and to Professor Rimington for doing the es(umation of porphyrin, 
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Failure of Aureomycin in Dermatitis 
Herpetiformis | 


Conflicting reports of the value of “ aureomycin” have 
been published recently. In America Robinson et al. 
(1949) treated five cases of dermatitis herpetiformis with 
from 1 to 2 g. of the antibiotic daily. They reported 
invariable relief from itching and involution of vesicles 


. within one to two weeks, and that the response was more 


rapid and satisfactory than could be expected with any 
previously known treatment. Clarence Shaw (1950). 
used aureomycin in two patients suffering from derma- 
titis herpetiformis and reported complete failure to influ- 
ence the course of the disease in either patient. The 
dosage he, used was 1 g. daily for two weeks. 

Recently I have, had the opportunity of treating a 
severe case of dermatitis herpetiformis with this drug.” , 


Case Report ` 


A married woman aged 68 developed erythema of both 
forearms in May, 1950. By July the lesions had become 
vesiculaf, involving the forearms and backs of hands, and 
spreading rapidly to the legs, thighs, buttocks, face, and neck, 
with groups of vesicles and bullae scattered over:the chest 
and back, and accompanied by considerable itching. At no 
time were the mucous membranes affected. 

Before admission she had received a course of penicillin 
injections (2,500,000 units in a week), then a course of 
sulphadimidine (32 g. in four days), and, finally, sulpha- 
pyridine 1 g. four times daily for a week (total, 28 g.). No 
improvement was noted with these measures, vesicles and 
bullae continued td form, and she was admitted to hospital. 

Investigations——Bulla fluid contained “a few leucocytes— 
no eosinophils.” < The patch test {potassium iodide, 20% in 
soft paraffin) was strongly positive. Nikolsky's sign could 
not be elicited. Blood eosinophilia varied between 13% and 
34%. Biopsy report: “A subepidermal bulla. in the. floor 
and lumen of which are numerous eosinophils. There is 
no evidence of pemphigus. Diagnosis—dermatitis herpeti-. 
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Aureomycin capsules were administered orally in dosage 

of 250 mg. four times daily for seven days, and then 
increased to 500 mg. for a further two weeks. In all, a 
total‘ of 35 g. was given in three weeks: At no time was 
there any objective or subjective improvement in the condi- 
tion. The bullae continued to form (some as large as a 
walnut) and became increasingly widespread. No toxic side- 
effects were noted apart from a feeling of warmth and 
excessive sweating. 
, Aureomycin was considered to have been valueless in this 
case, and was discontinued. The patient was then given 
liquor arsenicalis, 10 min. (0.6 ml.) four times daily, and 
within a, week her general condition had improved, the 
erythema lessened, and no further vesicles formed. She 
was discharged from hospital two weeks later with the 
disease apparently controlled by the arsenic. 


BENTLEY Parus, M.D., 
Consultant Dermatologist, Epsom District 
Hospital, Surrey. 
REFERENCES 
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Cholelithiasis in a Boy of 10 Presenting 
as Acute Appendicitis 


The following case is of interest because of the com- 
parative rarity of such a condition in children, and 
because it presented as an apparently classical case of 
acute appendicitis. 

Case Report 


The patient, a boy aged 10, was admitted to hospital on 
September 5, 1949, at 8.45 a.m. At Il p.m. the previous 
night he had complained of the sudden onset of peri- 
umbilical pain ; this had persisted overnight, getting worse 
at times and then better. Early on the morning of admis- 
sion it had shifted to the right iliac fossa, where it remained, 
‘of fairly severe intensity and sharp in character. Shortly 
after the onset of abdominal pain he had vomited up his 
tea and supper, and this had made the pain worse. His 
bowels had not moved since the onset of pain. There was 
no dysuria or frequency. He had had a similar but less 
severe attack four days before admission, lasting only an 
hour or so. There was nothing relevant in his previous ~ 
history. His mother said that he had always been a very 
healthy youngster. . 

On examination his general condition was fairly good, 
His skin was a good colour, and there was neither pallor 
nor flushing of his cheeks. His temperature was 98.4° F. 
(36.9° C.) and his pulse 96. The abdomen wag not moving 
very freely on respiration, and there was guarding over and 
also tenderness in the right iliac fossa. Rdvsing's sign was 
positive. Nothing abnormal was found in the cardiovascular, 
respiratory, and central nervous systems. 

A diagnosis of acute appendicitis was made, and the child 
waa taken to the theatre for laparotomy at 2 p.m. on the 
day of admission. 

Operation—The abdomen was opened through a right 
lower paramedian incision, and the appendix was found 
in the ileo-caecal angle; it was about 4 in. (10 cm.) in 
length and the seat of a mucocele, but not of any actual 
infection. In view of the negative findings in the appendix, 
the mesentery was examined carefully for any sign of acute 
non-specific mesenteric adenitis, However, only a few 
glands were found, some partially and some completely 
calcified, presumably from an old tuberculous infection. 

Palpation higher up on the right side of the abdomen 
, revealed a greatly distended transverse colon and a sausage- 
shaped mass below the edge of the liver. The original 
incision was lengthened at this point to give easier access 
to the liver and gall-bladder region. The gall-bladder was 
found to be grossly distended and inflamed ; it was two to 
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three times its normal size, and a stone was palpated in 
Hartmanh’s pouch. In view of the great distension of the 
transverse colon and the relative smallness of the patient, 
it was decided not to attempt to remove the gall-bladder. 
The stone was milked back into the fundus of the gall- 
bladder, a purse-string suture inserted, and a small incision 


made over the stone, which was then delivered. The purse” - 
string suture was tightened and tied. A corrugated-rubber i 


drain was inserted under the right costal margin and brought 
out through a stab incision in the right flank. The abdomen 
was closed.in layers. 

Pathological .Report on the Gall-stone-—Macroscopic 
examination revealed_a tar-coloured waxy stone 4 in. 
(1.25 cm.) in diameter, containing a nucleus of brown 
materia! of somewhat softer consistence, It was a mixed 
stone, composed mainly of cholesterol, with traces of bile 
pigment, calcium, phosphates, and fatty material. 

Post-operative progress was good. The patient was given 
a course of sulphadiazine over five days, and this settled a 
slight pyrexia The drain was removed on the ninth post- 
operative day. He was discharged on September 22 feeling 
very well indeed. 

Comment 


While the comparative rarity of cholelithiasis and 
cholecystitis in children in itself gives interest to this 
case, the complete absence of symptoms and signs 
referable to gall-bladder disease is of even more 
interest. 

Ladd and Gross in The Abdominal Surgery of Child- 
hood state that only about 450 cases of gall-bladder 
disease in children are recorded in the literature. They 
find that cholelithiasis is commoner than acute chole- 
cystitis, and say that the stones tend to remain in the 
gall-bladder. The commonest symptoms are right upper 
quadrant pain, nausea, vomiting, and fever. The com- 
monest cause of gall-stone formation in children is said 
to be haemolytic anaemia. This case showed no 
evidence of such an aetiology. 


J should like to thank Mr. Douglas G. Martin, surgeon- 


- superintendent, St. Richard's Hospital, Chichester, for permission 


to publish this case. 
PEARL A. WALKER, M.B., Ch.B., 
Lately House-surgeon, St. Richard’s Hospital, 

cs Chichester. 

X a. 
The Principal of the University of London (Report for 
the Year 1950-1) refers to the impact of the National Health 
Service Act on ‘the facilities for medical education, which 
continues to’ create problems.- Following on last year’s 
dispute with the Ministry of Health over the function and 
remuneration of registrars in the London teaching hospitals, 
which was finally settled to the satisfaction of the University, 
the Ministry issued in November its well-known circular 
suggesting drastic reductions in the numbers of registrars. 
However, the problems involved are receiving further con- 
sideration, and the Ministry appears to be ready to com- 
promise, though nothing has as yet been éettled. The 
Ministry has now amended the Appointment of Specialists 
Regulations in a way which for the most part meets the 
objections raised by the universities. Concerning clinical 
posts, where the salaries are paid out .of university funds, 
each university is now free to make its own arrangements 
with the teaching hospital concerned. In addition univer- 
sities have been allowed four representatives out of eight on 
the appointment boards which make recommendations about 
filling posts on the staffs of teaching hospitals. For the first 
time since 1933 the undergraduate medical schools of the 
University of London were visited on behalf of the Senate 
by inspectors ; they drew attention to a number of serious 
deficiencies, the most important being the shortage of clinica] 
facilities in the teaching hospitals. A report of their findings 
and the recommendations made has been sent to the Ministry. 
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JUVENILE DELINQUENCY 


Uniaveling Juvenile’ Delinquency. By Professor 
` Sheldon Glueck and Dr. E. T. Glueck. (Pp. 399. 
£2.) New York: The Commonwealth Fund. London: 
Geoffrey Cumberlege. 1950, - j ; 


Dr. and Mrs. Glueck are well known for their studies of : 


the American criminal. Hitherto their investigations 
have been concerned- chiefly with the efficacy of 
different modes of treatment; this has pow led them 
to attempt an analogous inquiry into the problem of 
causation, Different schools of psychiatry, as they 
point out, are apt to subscribe to very different causal 
theories, and each “too often insists that the truth is to 
be found only in ifs own special field.” They them- 
selves decided to adopt the procedure which was first 
applied to criminological problems in Britain—namely, 
making intensive case studies of two matched groups 
of delinquents and non-delinquents respectively, , and 
applying a rigorous statistical analysis to. deter- 
mine which causal factors are genuinely significant. 


Accordingly they selected 500 offenders from the city’ 


of Boston, nearly all between 5'and 14 years, and paired 
each with a non-delinquent of the same age, sex, 
intelligence, neighbourhood, and race. - By means of 
tests, questionaries, and other devices, a systematic 
inquiry -was then undertakcn into the health, physical 
type, intelligence, temperament, character, and home 
background of each one. i 

Their conclusions may be summed up as -follows. 
Physically delinquents belong, with few- exceptions, to 
what W. H. Sheldon has called the mesomorphic type: 
that is, they exhibit a physique in which there is a rela- 
tive predominance of muscle and bone. This, it is 
considered, points to the influence of innate or 


genetic, factors. Intellectually they tend to express. 


_ themselves through direct and concrete activities rather 
than by the use of abstract processes, such as reason- 
ing or reflection; their mean intelligence quotient is 
only 92. In temperament they exhibit a marked degree 
of emotional instability, and are of an extraverted 
rather than an introverted type. Their parents tend to 

© be inferior in almost every respect—physically, intel- 

lectually, emotionally, and morally. Delinquency 
itself is thus nearly always the outcome, ‘not of 
any single pathological trait, but of a plurality of 
converging factors. It will be seen that these 
several conclusions agree to a remarkable extent with 
those already reached by British psychologists who 
carried out similar investigations in London and 

elsewhere. . : 2 

One feature of special interest is that the plan of the 
investigation enables the writers to eliminate certain 


causal factors frequently ‘cited by „previous writers. 


. They find, for example. that feelings of inferiority and 
of insecurity are actually less common ,among delin- 
quents than among non-delinquents. Emotional stress, 
as reported by the psychiatrist on the basis of inter- 
views, was not found to be specially characteristic of 
the delinquent group. “ Although it is often assumed 
that many ‘delinquents are psychopathic, only 36 of the 
500 are thus characterized; and neuroticism is more 
markedly present among the non-delinquents.” Indeed, 
both in ‘physical and in mental health the delinquents 
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differed scarcely at all from the control, group. 
Detailed tables of the findings are-given in appendices ; 
and, on the basis of their statistical calculations, the 
authors claim that, by using similar methods of psycho- 
logical and social assessment, it should be possible to 
predict, at or soon after the age of entering school, which. 
children are most likely to drift into delinquent habits, 


„and so to substitute preventive methods for curative. 


The whole research has been admirably planned and 
carried out, and forms a model of its kind. = 


CYRIL Bert. 


CATARACT 
Surgery of Cataract. By Daniel B. Kirby, A.M., M.D., 
LL.D. (Pp. 695; 339 illustrations, including 52 sub- 
jects on 21 colour plates. £12.) Philadelphia and 
London: J. B. Lippincott Company. 1950. 


Daniel B. Kirby, of New York, has established an inter- 
national reputation as one of the foremost exponents of, 
the techniques of cataract surgery, and it is to be- 
expected- that a monograph from his pen on a subject 
he has made a life's study would be valuable and 
informative. Those who know Kirby personally would: 
also expect it to be unusual. All these expectations are 
fulfilled. The author's attitude is clearly reflected in‘ 
his writing ; he lives for the surgery of cataract, and 
each individual operation is -a drama in which the 
surgeon is author, producer, and star. The theatre must 
be worthy, grey-tiled, and air-conditioned, its illumina- 
tion perfect im its minutiae, and the drapes grey-green ;, 


- the instruments must be perfect in their style, weight, 


and balance ; the assistants and nurses must be minutely 


„trained and, rehearsed in their various parts; and the 


surgeon, his correct behaviour, his psychology, and his 
mode of life are fully outlined. He must dedicate 
himself to his work, eschewing alcohol, nicotine, and 
caffein ; he must ensure that by diet and supplement 
to diet he receives the proper supply of vitamins and 
minerals. ` 

As an introduction to this picture the author describes 
the development of the surgery of cataract from its ea:ly 
emergence in the Hindu, Chinese, and Graeco-Egyptian 
cultures. He discusses the basic principles of. the 
anatomy and physiology of the lens; and he describes- 
in detail, with a wealth of illustrations, the various ` 
types. of pathological opacification in this tissue, develop- 
mental’ and acquired by disease or trauma. Medical 
treatment for cataract is dismissed as ineffective, and the 
historical development of the many operations for deal- 
ing with the various types of cataract and the details of 
each technique are discussed with great thoroughness. 
Not the least interesting features are the advice given 
on the preparation of the patient, the original contribu- 
tions the author has himself made to the subject, and 
the discussion of the post-operative complications which 
may arise, with guidance on how these may be circum- 
vented or treated. Where it is possible—the indications 
and contraindications are fully and fairly given—-the 
author favours early removal of the lens by the intra- 
capsular method and has a preference for-three radially 

The book is excellent, unusual in its detail, complete 
in the presentation of the opinions of others as well as 
the author’s own, lavishly illustrated, and beautifully 
produced. 

STEWART DUKE-ELDER. 
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Se TROPICAL MEDICINE 

Diseases of the Tropics. By George C. Shattuck, M.D 

(Pp. 803; 131 figures. $10.) New York: Appleton- 

Century-Crofts, Inc. 1951, = 
In bis. preface the author of this book states that the 
primary objective in its preparation was to offer at 
moderate cost a concise but comprehensive account of 
the ‘diseaseS of the Tropics He presents the subject 
matter in 12 separate parts of varying length, arranged 
in no very obvious pattern. A curious omission is that 
of the enteric group of fevers, especially as epidemic and 
endemic typhus occupy a chapter of reasonable length. 
Admittedly the former are not peculiar to the Tropics, 
but they are none the lessevery common there and are 
so important in the differential diagnosis of the many 
obscure fevers which occur in warm countries that their 
absence leaves an important gap. Apart from this the 
scope of the work is comprehensive. The layout within 
the different sections is logical, the descriptions are lucid, 
the illustrations are excéllent, and the lists of references 
are useful, though few are later than 1948. There seems 
indeed to have been considerable delay in publication, 
for, although the date given ıs 1951, the newer antibiotics 
receive no more than passing mention, and other recent 
work, such as the treatment of leprosy with the 


-parent sulphone, diamino diphenyl sulphone, is missed 


_ each subject written by experts is likely to be satisfactory . 


altogether, è 

In general the teaching 1s sound, though it is obvious, 
and indeed inevitable, that the author has little, if any, 
first-band experience of some of the subjects on which 
he writes This resulfs in a certain lack of perspective 
which detracts from the practical value of the book. 
To quote a single instance: the subject of suppression 
of malaria receives much less attention than it deserves, 
Data concerning the suppressive action of the different 


antimalarial drugs. are mixed up with those on therapy, ' 


and there is no balanced account of the advantages and 
disadvantages of each compound in this role to serve 
as a guide to the tyro. On the other hand, rather more 
than a page is devoted to the diagnosis of “latent” 
malaria by sternal, spleen, and liver puncture. 

The subject of tropical medicine has now expanded 
to such an extent that it is beyond the capacity of any 
one person to write a comprehensive and up-to-date 
textbook. Only an edited symposium with chapters on 


However, no modern book of this type exists, and in 
its absence the volume under review will no doubt prove 


of value to many. 
J. S. K. Bovp. 


TREATMENT OF TYPHOID CARRIERS 
Typhoid and Paiatyphoid B Carriers and their Treat- 
ment. „Experiences from Western Norway. By Th. M 
Vogelsang, M.D. (Pp. 368. No price.) Bergen, 
Norway: A. S. John Griegs Boktrykkeri. 1950. 

The campaign against typhoid and paratyphoid .B in 
Western Norway, started by the late Dr. Magnus 
Haaland at Dr. Gade’s Institute in Bergen a few years 
after its establishment in 1912, has been systematically 
pursued by his successor, Professor Th. M. Vogelsang. 
He has paid special attention to chronic carriers of these 
diseases, and now reviews his work in this monograph, 


` which is in English. It is dedicated to the memory of his 


former chief, Dr. Magnus Haaland, and appears as the 
first of a medical series of publications which the newly 
created University’ of Bergen will issue from time to 
time. is : 


a XN 


- William Hodge. 


` Ia the opening pages the author discusses the history 
of the subject and the contributions made to it by other 
observers, but most of the book is on the prodigious 
work carried out so perseveringly at Dr: Gade’s Institute 
over many years Professor Vogelsang paints a very 


“tragic picture of the lot of the typhoid carrier, however 


conscientiously she is dealt with by the medical authori- 
ties. She is often -an old woman whose fate it is to be > 
hunted from pillar to post, disowned and shunned by 
her relations and friends, treated by the’ authorities, as 
more dangerous than a leper. * Little wonder therefore 
that she gladly accepts such a drastic measure as the 
removal of her -gall-bladder in some instances. Pro- 
fessor Vogelsang's review of the less radical methods is 
as discouraging as his record of operative treatment 1s 
hopeful His material consists of 75 carriers of S 
typhi and 55 carriers of S. paratyphi-B. Seventy-eight 
were discovered as the result of a systematic search for 
the source of infection, and 38 were convalescent car- 
riers. Nearly all were faecal carriers, but there were 
four who were apparently only urinary carriers In a 
few cases both faeces and urine were infected. As many 
as ‘58 carriers were operated on, cholecystectomy being 
performed in all but two of these cases. Four-fifths of 
those undergoing cholecystectomy were free from their 
infection Professor Vogelsang’s indications for this 
treatment include the demonstration of the specific 
organism in the bile by means of the duodenal tube and 
of the presence of gall-stones or functional disturbances 
of the gall-bladder But we have to face his admission 
that, “ Whether the interval between infection and 
operation be long or short, a certain number of carriers ' 
will continue to discharge the specific germ after 


cholecystectomy.” _ ` 
$ á C LILLINGSTON. 
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(Pp. 133. No price) London: Hunterian Society. 1951 . 


Clinical Uses of Intravenous Procaine. By D J. Graubard, 
M.D., and M.°C. Peterson, M.D. (Pp. 84. 8s. 6d.) Oxford: 
Blackwell Scientific Publications. 1951. 


The Trials of Patrick Carraher. Edited by G, Blake, 
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Microscopic Staining Techniques No. Edited by E. Gur, 
FRIC., F.R.MS., FLS. (Pp 64. 3s. 6d) London: Edward 
Gurr. 1957, ' : $ 


Symposium on Diseases of the Skin and Symposium in Honor 
of William Sharp McCann. Nationwide Number of tho 
Medical Clinics of North America (Pp 329. No price.) 
London: W. B, Saunders. 1951. 


Memorias do Instituto Oswaldo Crug, Vol. 48. (Pp. 732. 
No price) Rio de Janeiro: Servico Grafico do Instituto Brasilero 
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Abdominal Distension and Intestinal Activity Following 
Laparotomy. By A. Höyer. (Pp. 207. Kr. 15.) Oslo: 
Nationaltrykkeriet 1950. A 
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WORLD MEDICAL ASSOCIATION 
The Annual General Assembly of the World Medical 
Association will be held in Stockholm in September 
. of this year, when Dr. Dag Knutson, who is assistant 
physician at the Karolinska Hospital and president 


“of the Swedish Medical Association, will take over- 


the presidency from Dr. Elmer L. Henderson. It is 
expected that about 200 delegates and alternate 
delegates will be present at the meeting. The dele- 
' gates will assemble in the second chamber of. the 
Riksdag, the Swedish Parliament.~ Meetings of the 
Council of the W.M.A. will immediately precede and 
follow the Assembly. In the first week of May the 
Council of the W.M.A. met in Geneva to receive the 
- reports of the various committees which have been 
at work on their respective problems since the 
October meeting of the W.M.A. in New York last 
year. 

At Geneva senior officers of the W.M.A. held a 
series of important conferences with representatives 
of W.H.O. (World Health Organization) and with 
LL.O. (international Labour Office). The ‘relation- 
ship between W.M.A. and these special agencies of 
the United Nations has been of some concern to 
W.M.A. since it was established in 1946. It was 
felt to be especially desirable that the respective 
fields of work of W.M.A. and W.H.O. should be 
clearly defined so that these two international 
organizations, having the same broad aims in 
common, should be able to reach these with the 
minimum of misunderstanding and conflict. Some 
` overlap of fields of work is inevitable. With a 
clear understanding of each other’s immediate objects 
this overlap should be lessened, if only for the sake 
of avoiding duplication of work. But in some cases, 
as, for example, medical education, it is hoped that 
the combined activity of W.M.A., W.H.O., and other 
bodies will be of undoubted benefit. The Secretary- 
General of W.M.A., Dr. Louis H. Bauer, in his oral 
report to the W.M.A. Council, was able to show that 


the‘ discussions held with W.H.O. had done much to - 


clear the air. It is, of course, necessary to emphasize 
that the W.M.A. represents, at an international level, 
the physicians and surgeons who are the members of 
national medical associations—represents, that is to 


say, some half-million doctors in most of the non-, 


Communist countries. W.H.O., as a special agency 
of U.N., is an inter-governmental organization, and 
therefore fundamentally represents the views of the 
health departments of its member States. It is obvi- 
ous, therefore, that in some respects the approach to 
certain problems will differ, even sharply, as between 
the W.M.A. and the W.H.O. Nevertheless, there is 
a wide area of common interest, and an important 
first step has been taken to bring the two organiza- 
tions together on those matters that make co- 
operation possible. Anything which can lessen 
mutual suspicions is to the good. 

During the eight days in. Geneva last month the 
committees of Council and the Council itself worked 
long hours in carrying their various projects a stage 
further, so that they will be in a position to give an 
account of their stewardship at the meeting of the ` 
General Assembly in Stockholm in September. In 
the regrettable absence through’ ill-health of the 
Chairman of the Council, Dr. T. -C. Routley, of 
Canada, the proceedings were most ably conducted 
by the Vice-Chairman, Dr. P. Glorieux, of Belgium. 
As on previous occasions, social security was much 
to the fore in the minds of members of Council. In 
so far as schemes for social security affect the medi- 
cal profession—as they must do—it was plain that’ 
this is of intense interest-to those national medical 
associations represented in W.M.A.. The committee 
On-social security has collected many facts on medi- 
cine in relation to social security, and is considering 
an ambitious scheme for collecting and collating still 
more facts so that these may be available for those 
interested. In a report from this committee, the 
chairman of which is Dr. Knutson, it was pointed 
out that anything in a medical service under a social 
security scheme which lessened the patient’s sense of 
responsibility heavily increased that of the doctor, 
and that where the citizen was given increasing rights 
to this and- that benefit he tended to think more of 
his rights than of his duties. 

Once more the Council had before it the contro- 
versy between the International Office of Documenta- 
tion of Military Medicine and the W.M.A. about a 
professional code of ethics. As is well known, the 
W.M.A. has put down in the Declaration of Geneva 
and the International Code of Medical Ethics a set 
of rules for professional behaviour which has been 
widely acclaimed. For an international association 
of military doctors to try to lay down, as it has done, 
such a code for all doctors is an intervention which 
the W.M.A. has strongly resisted. The W.M.A.’s 
action on behalf of doctors in civilian practice 
deserves widespread recognition. : LO a iy 

What perhaps roused most intérest at the Council 
meeting in Geneva was the report by Dr. J. A. 


m 


1246. June 2, 1951 





Pridham, chairman of the committee on medical 
education. In October last year’ it was suggested 
that the W.M.A. should sponsor an international 
conference on this subject of perennial importance 
to the medical profession of all countries, and per- 
haps never more so than at the present time. In 
Dr. Pridham’s report it was thought that such a 
‘conference should attempt to find answers to the 
following questions: (1) What is the aim of under- 
_ graduate medical education? (2) What should be 
the requirements for entry into medical studies ? 
(3) What should be the general character of the 
curriculum after entry? It will be necessary to 
make thorough preparation for.such a conference, 
and in this the W.M.A. will seek the collaboration 
of other interested bodies—collaboration in financing 
as well as in planning the conference, which, if all 
goes well, may be held in London. In addition to 
receiving reports from other committees, the Council 
had before it the April issue of the World Medical 
Association Bulletin, edited by Dr. Morris Fishbein. 
Among many other interesting items there is an 


account in this issue of the Fourth General Assembly ` 


at New York last year. The Bulletin is in English, 
French, and Spanish, and thus affords a useful oppor- 
tunity for English readers to brush up their know- 
ledge of the other two languages. 

It is perhaps difficult for the individual member of 
the B.M.A.—or of any other national medical associa- 
tion—to grasp the significance of W.M.A. to himself 
or herself. Time, distance, and money make it 
‘possible for orily a relatively few to attend the annual 
general assembly. Yet it is important for medical 
men and women to know that the W.M.A., by the 
‘nature of its organization, has very much at heart 
the impact upon the individual practising doctor of 
all those matters that affect his professional and social 
life. In these days, when Governments are more and 
-more providing publicly the personal services of 
doctors to their patients, the vigilance of such an 
international body as the W.M.A. is more than. ever 
_ necessary. Not only that, but the interchange of 
information between doctors from different parts of 
the world is ‘something which cannot fail to be of 
benefit, especially to those countries in need of help 
and information about all sides of professional life. 
The W.M.A. is gathering strength and confidence, 
and it is encouraging to note that it is determined to 
tackle, at an international level, medical education. 
This is the root of the matter of medicine. ` Unless the 
principles and practice of medical education are on a 
~ sound foundation the doctor will not be able to apply 
in his practice the judgment and skill needed to give 
his patients all that modern medicine has to offer. 
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METHONIUM. COMPOUNDS IN 
HYPERTENSION 
The assessment of the value of any new treatment 
in hypertension is extremely difficult, for blood 
pressure often settles with rest and reassurance, and 
symptoms may clear with little change in blood- 
pressure level. Opinion on the value and place of 


potassium thiocyanate,. of thoraco-lumbar splanch-- 


nicectomy, and of the rice diet in the control of high 
blood pressure is still divided, though the progress 
of the disease has certainly been modified in many 
cases. The introduction of the long-acting ganglion- 
blocking drugs, the salts of pentamethonium and 
hexamethonium, Jed to the hope that the medical 
interruption of vasomotor tone might also prove of 


- value in the treatment of hypertension. Since the 


original paper by Paton and Zaimis,’ these com- 


pounds have been widely used; many would say, 


too widely, for they are undoubtedly potentially 
dangerous. drugs that should be given only under 
carefully controlled conditions. 

The drugs were first administered by intravenous 
or intramuscular injection,? and it was found that 


in normotensive subjects, while there was little ` 


change of blood pressure in the supine position, 
marked hypotension occurred on standing up. In 
the hypertensive patient a marked fall of blood 
pressure occurred while-supine, and an even greater 


fall followed the assumption of upright posture. It _ 


was soon found that these drugs cauld be given by 
mouth, though much larger doses were required to 
produce the same effect on blood_ pressure. 


oral and parenteral dose is due to failure of absorp- 
tion, and studies on the excretion of the compounds 
in the urine? support this view. The variability of 
response to oral dosage and the reported occurrence 
of severe hypotensive or other toxic effects may be 
related to sudden increased absorption. 

` A series of authors‘* have reported favourably- on 
the contro] of blood pressure by oral administration, 
though certain difficulties have arisen. The uncer- 
tainty of absorption has already been mentioned ; 
acquired tolerance to oral dosage is frequent and the 


dose may have to be much increased, and even then ` 


it may cease to be effective ; and, finally, toxic effects 
from the large dose of the associated anion, bromide, 
have been reported. The- observed hypotensive action 


1 Nature, Lond (948, 162 SW 
2 Arnold, P,, and Rosenheim, M La, Lancet, 1949, 2, 321. 

3 Milne. G. E. and Oo eh Ss; ibid., 1951, 1 889. 

4’ arner, R., ibid.. 1950 2, 353. 

toaville S., ‘Ibid. 1950, 2, 358. 

‘amp A., and Robertson. E., British Medical Journal, 1950, 
TIbid., 1951, 1 778. ati 
8 ibid., 1949, 1, 791. 

o Retell. P AS and Smirk, F. H., N.Z. med. J., 


950, 49, 206. 
10 Smirk, F. H., ibid., 1950, 49, 637. a 
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cannot, however, be ascribed to the bromide ion, for 
other salts have proved equally effective. Locket 
and his colleagues’ have recently reported a series 
of cases treated orally by these drugs and concluded 
that they were hardly more effective in lowering 
blood pressure than bed-rest alone. While their 
paper confirms the importance of controlled obser- 
‘vations, it is doubtful whether their condemnation 
of the drugs is fully justified. They make no men- 
tion of the measurement of blood pressure in the 
upright posture, and their figures, being the average 
of readings over two-day periods, give no clear 
picture of the effectiveness of the single dose. 

Last year Professor Smirk? outlined the view that 

hypertension resulted from many causes and that the 
higher the level the more severe the secondary effects 
and the greater the chance of the hypertension being 
perpetuated or increased. If this view is accepted, 
the lowering of the blood pressure during the major 
part of the day, and while in the upright posture, 
might be expected to be of considerable advantage. 
Elsewhere in this issue Smirk and Alstad extend 
the original reports from New Zealand**° on the 
use of the drugs by subcutaneous injection. This 
route has the advantage of more prolonged action 
than intravenous or intramuscular injection, while 
the dosage is far less than is needed orally, and 
tolerance, though often increased after a short period 
of treatment, is less complete and can be countered 
by increased dosage. Their results and conclusions 
are as optimistic as Locket’s were pessimistic, and 
their method is clearly an advance in harnessing 
these potent drugs for clinical use. Both objective 
and subjective improvement is recorded in the 
majority of their patients, and the value of the 
drugs is confirmed in such complications of 
hypertension as papilloedema, retinitis, pulmonary 
oedema, and headache. There would appear to be 
some measure of agreement that the cautious use 
of pentamethonium or hexamethonium salts in these 
complications is of great value. The special interest 
of their paper, however, lies in their account of 32 
patients treated for over six and up to fourteen 
months. The patients gave themselves the injec- 
tions, just as the diabetic gives himself imsulin. 
Their results are impressive. In view of the diffi- 
culties of oral administration, the subcutaneous route 
is now being widely tried. Smirk and Alstad experi- 
enced no serious complications in their large series 
of cases, but these must clearly be expected when 
a potent drug is being tried out in a dangerous dis- 
ease; complications (and even death) have been 
reported in orally treated cases, so that the sub- 
cutaneous route must be used with great caution. 
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The drugs have been mainly used in cases of essen- 
tial hypertension, but they have also proved effective 
in some patients with renal hypertension and with 
toxaemia of pregnancy. They may be of value in 
certain cases of chronic nephritis complicated by 
hypertension, but, in the presence of renal failure, 
must be used with great care, since excretion may be 
delayed and action prolonged. Caution must also 
be exercised in treating patients ‘with evidence of 
cerebral or coronary arterial disease, for the sudden 
lowering of blood pressure may lead to relative 
local ischaemia and possibly to thrombosis. 

Many of the new and potent drugs that have been 
introduced of recent years require very careful 
supervision, and often the control of therapy de- 
pends upon laboratory findings. The effective use 
of the methonium compounds demands the very 
careful personal supervision of each patient. The 
effect of small doses must be followed over a period 
of hours. Treatment is then started with small doses, 
the blood pressure being recorded at frequent inter- 
vals, and the dose gradually increased as tolerance 
occurs until a maintenance dose is reached. This 
may require alteration from week to week. Smirk’ 
has already published full details of his procedure. 

Time will show whether these new drugs represent 
as definite an advance in the long-term control of 
hypertension as they do in the treatment of compli- 
cations, and whether the ultimate prognosis of the 
disease is improved. At the present time there seems 
no justification for their widespread and uncontrolled 
use in mild benign essential hypertension. Until 
the method of use, the dosage, and the expected 
effects are more clearly defined, the treatment should 
be reserved for carefully selected and controlled 
cases who can be closely observed during the early 


CHILDREN IN NEED 
The break-up of the Poor Law and its replacement, 
in so far as the neglected child is concerned, by the 
new Iachinery of the Children Act of 1948 has 
brought about many improvements in the last three 
years. Children’s committees have striven towards 
the ideals of the Curtis report in creating, among 
much else new, children’s homes and reception 
centres; and the Central Council for Training in 
Child Care has sought to provide trained staff. For 
these reasons the. recently published report! on the 
work of the Children’s Department of the Home 
Office is of exceptional ‘interest. Out of about 55,000 
children in the care of local authorities, approximately 
19,000 are boarded out with foster parents and 


a 


~ short-stay and lo ; 
approved schools are all products of family dis- _ 
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30,000 are in children’s homes. There are a 


- farther 29,000 in the care of voluntary _organiza- 


tions (of whom 25,000 are in children’s homes and 


3,500 are with foster parents), and 35,000 children 


boarded out by their parents and supervised through 
child-life protection schemes (25,500 in independent 
schools, 7,500°in private foster homes). Thus about 
120,000 children are supervised by children’s com- 
mittees.~ The percentage of children who are boarded 
out by these committees has risen slightly since 1946— 
from 29 to 35%. The small home of not more than 12 
children (usually i in an ordinary house in an ordinary 
street), so strongly advocated by the Curtis Com- 
mittee, has made a little progress, with only 41 new 
units opened. The -grouped homes, consisting of 
groups of cottages holding 10 to 20 children in the 
care of ‘a house-mother—a less preferable method, 
because.“ it creates in the aggregate a large com- 
munity of children in care who are too numerous 
to be absorbed readily in the ordinary life of the 
neighbourhood ”—does not appear to have been 
extended. The ideal of the small family unit either 
in group or scattered homes is not very much nearer, 
and, partly because of building difficulties, students 
leaving training courses are often disappointed to find 
themselves at work in barrack-like institutions of the 
old Poor Law’ type. 

- Adoption, the fostering of children for gain, bosi: 
ing out, children’s homes, residential nurseries—both 
long-stay—remand homes, and 


integration. The children needing care may be 
illegitimate, destitute and abandoned, taken to “ care 
and protection ” either by the local authority acting 
on its own initiative or at the order of magistrates, 
delinquents, children whose parents pay others to care 
for them, and children who need to be. removed 


temporarily owing to illness or other adverse circum- - 


stances at home. The integration of these diverse 
arrangements under the children’s officer has been a 
wise step, but the separation of the work from the 
health department of the local authority is a great 
disadvantage. ‘Community health can. be achieved 


' only~upon the basis of the happy family; both 
_ environmental and personal hygiene have this at 


heart, and most of the services of the health depart- 
ment are therefore concerned ultimately with this one 
object. It is in this respect that many experienced 
medical officers of health consider that the Child- 
ren Act has failed most signally. The Home Office 
report emphasizes the “overlapping and division of 
effort among different Government departments and 
different committees of the local authorities ” which 
ISh Report of the Work of the Children's Deparument of the Home 


fice, 1951, H.M.S.O., eee 
$ Joint Circular of the Minist f Health (78/50), Home Office (157/50), 
and Ministry , 


of Education 025130), dated July 31, 1950. 
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existed before the Act came into operation, and by 


- inference it suggests that unity has now been achieved. 


In fact, the disunity is as great to-day as it was before 
the Act, for the real unification must be of the means 
of attack on the social conditions which lead to 
children being deprived of a normal home life, and 
the work done uñder the Children Act needs to be re- 
integrated with all the-other measures’ that are taken 
to safeguard community health. It would be a logical 
step to place the children’s officer, whose work for 
the individual child can be invaluable, on the staff of 
the medical officer of health. The disadvantages 
which can arise from the separation of the work of 


_ the children department from that of the health 


department can be seen clearly in ‘connexion with 
health visiting. Children’s departments employ 
separate boarding-out visitors to supervise boarded- 
out and foster-children. In theory these visitors are 
supposed to be able to pay -more -attention to the 
educational aspects of child development than health 
visitors could, but in fact this special visitation under- 
lines the difference from its fellows of thé unfortunate 
child who has lost its own home at a time when this 
is the last thing to be desired. The visiting of children 
in foster homes, boarded-out children, the selection 
of suitable homes, and the visiting and examination 
of adopted children and those placed with a view to- 
adoption: would best be done by the ordinary staff 
of the health department under the immediate direc- 
tion of the children’s officer. =f 
The disunity which the Children Act has produced 
within the field of social medicine has affected the _ 
official approach to the “problem family.” The 
Home Office report has a:chapter on the subject of 
children neglected or ill-treated in their own homes. 
This gives the impression that the solution of the 
problem family, if indeed one can be found, lies 
within the ambit of the children’s officer and the 
children’s committee. How far this impression has 
already gone can be seen from the action taken under 


-the joint circular* issued last summer by the Home 


Office, Ministry of Health, and Ministry of Educa- 
tion: this was addressed to county and county 
borough councils and asked for an officer to be desig- 
nated who could be responsible for the co-ordination 
of the work relating to the child neglected in its own 
home. ‘The report states that “about half of the 
officers designated so far are children officers ; most 
of the others are clerks of councils or medical officers 
of health, while some authorities have selected the 
chief education officer.” This increased interest in 
the child neglected in its own home, which has arisen 
from public agitation leading to a debate in Parlia- 
ment, is in fact a pointer to the steady growth of appre- 
ciation of the importance of prevention. A child 
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neglected away from its home has at one time been 
a child neglected in its own home. One estimate of 
the number of children in problem families is 300,000 
compared with the total of 55,255 children in the care 
of local authorities at the-end of 1949. Many dis- 
orders of community health, delinquency included, 
often originate from neglect of children iri their own 
homes. Ascertainment must be early and will usually 
be done by the health visitor, often in collaboration 
with the general practitioner. If the ‘family is to be 
lifted out of the “ problem ” category, all the resources 


of the health department must be used—the sanitary _ 


inspector, the school medical officer, the home nurse, 
the home help, the mental health social worker, and, 
of course, the health visitor, Whatever the adminis- 
_ trative implications of the joint circular, this is work 
of the first importance for all health departments.’ 


REMUNERATION OF GENERAL 

f PRACTITIONERS 

The General Medical Services Committee held a 
special meeting on May 24 to receive a report from 
its representatives of their discussions with the 
Minister of Health on the remuneration of general 
practitioners. A brief statement of this appears in 
this week’s Supplement. In addition, the Committee 
had before it a letter from the Minister, the proposals 
of which were considered to be unsatisfactory. The 
G.M.S. Committee met on Thursday of this: week, 
and at-the time of going to press we are unable to 
say whether or not it has received from the Minister 
a reply to.a letter which was sent to him at the end 
of last week. It was considered inadvisable at this 
stage to make public the contents of the Minister’s 
letter: There are, however, some facts in the situa- 
tion which need to be emphasized. Of these, the 
most outstanding is the Spens report on the remunera- 
tion of general practitioners—a report which is now 
some five years old and therefore in danger of being 
temporarily lost sight of. ‘ 

The essence of the Spens report was that it laid’ 
down, in the 1939 terms of money, a standard of 
living for general practitioners, and it recommended 
that there should be a varying distribution of income 
for practitioners of different ages and responsibilities. 
In view of the importance of general practitioners. in 
any medical service, the idea behind the recommenda- 
tions of the Spens Committee was that it should pro- 
vide a financial return which would continue to attract 
able men and women. The Spens Committee was 
concerned that the recruitment and status of general 
practitioners should be maintained as against other 
professions, and its financial proposals were directed 
~ towards this end. During ‘the past three years there 


f aud ‘ eer cy R 





have been endless discussions on relating the Spens 
proposals to the present-day value of money, a 
correction which the Spens report—accepted by 
both the Government and the profession—said 
should be made. Yet it still appears tobe diffi- 
cult to get exact figures on which -such a necessary 
adjustment can be made, or to get agreement on 
what the adjustment should be. It is the absence 
of these facts and this decision that makes general 
practitioners feel frustrated and disgruntled, and it 
is surely in the interests of everybody that the pro- 
longed period of delay- and prevarication should 
come to an end. 

It is essential in this situation to hold fast to the 
basis laid down by the Spens report. Its acceptance 
by the Government, for example, makes it clear that 
the central pool must be enlarged to keep pace with 
the increase in the number of general practitioners, 
when there is such an increase. The Spens report 
did not lay down that such-and-such a sum of money 
should be available centrally, but that certain propor- 
tions of general practitioners should receive certain 
ranges of income, to be adjusted according to the 
change in the value of money. The Ministry of 
Health, in arriving at its initial figure for the central 
pool, aimed at a sum which, with its own betterment 
factor (not accepted by the profession), would satisfy ` 
the requirements of the Spens Committee, If ever 
the size of the central pool were to be divorced from 
the Spens recommendations, then general practitioners 
would be at the mercy of any arbitrary decision made 
by a Minister of Health, introduced for whatever 
apparently sound reason. To-day, for example, we 
are faced with the decision of the Government (sup- 
ported by the Oppositidn in Parliament) that there 
should be a ceiling of £400m. for the National Health 
Service. Such a ceiling has become necessary because 
of the lack of ecdnomic foresight of Mr. Aneurin 
Bevan in planning the Health Service. His successor 
has had the misfortune to inherit -this legacy of 
extravagance. As a result, general practitioners 
now find themselves in the highly invidious position 
of being at the bottom of the queue. 

The present Minister of Health, Mr. Hilary 
Marquand, has shown his sympathy with the posi- 
tion of the practitioners in the N.H.S. and has 
admitted that there is a case for reviewing their 
remuneration. The trouble is that this case has so 
often become obscured by irrelevancies. ‘-Funda- 
mentally, the matter is simple. The medical pro- 
fession wants to know whether or not the Spens 
recommendations are now being met in terms of the 
current value of money. It surely is time that the 
facts were laid openly upon the table to enable those 


concerned to decide whethef or not this is so. 
$ t 


- strate sensitizing antibodies in the mother or foetus 
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NEONATAL JAUNDICE AND ANTIBODIES ‘: 


The syndrome of icterus gravis neonatorum, resulting 
from_iso-immunization against Rh, is well known. A 


` similar condition, in which iso-immunization against the 


A or B factor is a possible cause, has also occasionally 
been reported. Physiological jaundice, on the other. 


“hand, occurs in nearly 50% of newborn infants and 


is most marked when birth is premature ; it is usually 
ascribed to functional immaturity of the liver, an idea 
supported by the experiments of Mollison.! However, 
the similarity in broad clinical outline between physio- 
logical jaundice and icterus gravis has caused several 
workers to consider whether the former might also be 
a mild result of iso-immunization against blood-group 


factors. Wiener, elsewhere in this issue, examining a - 


small sample, finds no correlation between physiologi- 
cal icterus and incompatibility of ABO or Rh factors, 


E which seems to diminish the possibility, though other 


known blood groups should be similarly investigated 
and the possible influence of groups yet unknown also 
considered. 


The problem might be approached by trying to demon- 


Aidin, Corner, and-Tovey? described a neonatal con- 
dition of jaundice, kernicterus, and prematurity in 
which no antibodies were detected and the direct anti- 
globulin test was negative. Wiener postulates, however, 
that the responsibility may lie with maternal “cold 
auto-antibodies” which are universally present and 
capable. of crossing the placenta and attaching them- 
selves to the foetal red cells. The activity of these “ cold 
antibodies ” may be facilitated at birth by the precipitate 
entry of the infant into an environment colder than 
that of the uterus. A similar hypothesis was invoked 
by a Spanish author to account for neonatal icterus in 
mules.* 

The interest of this suggestion lies in the consideration 
of what can properly be regarded as an antibody ; this 
matter is also discussed by Wiener.‘ “In the present state 
of our knowledge it is doubtful whether it is wise to 


`~ accord to “univalent cold auto-agglutinins” the full 


status of antibodies. They do not sgem to enjoy in any 
marked degree certain’ features commonly associated 
with immune antibodies—namely, specificity, firmness of 


combination, and origin from the known stimulus of a 


foreign antigen—yet they can mimic some of the sero- 
logical reactions by which antibodies are recognized in 


- vitro. They may be deteeted by agglutination, by lysis 


under special conditions,’ by the anti-globulin test, and 


by using trypsinated red cells; though the last tech- 


nique is inherently prone to be non-specific. The situa- 
tion recalls the uncertainties of specificity which beset 
the serology of syphilis. To apply the term antibodies 
to those substances which simulate immune reactions 
in vitro may be no worse than imprecision, but, in the 
absence of experimental proof, to assume that their 
presence may invoke such dynamic consequences as 
haemolysis in vivo is more dangerous. 


1 Lancet; 1948, 1, 513. 

Albid , 1950, i, 1153. 

2Cued by Puget, F Rey. méd. Yet., Lyons et Toulouse, 1948, 98, 503. 
J. Immunol., 

Daet. Vo p Toth Bact., po 82, 241. 


s —— Nature, Lond , 1950, 186, 3 





i NEONATAL JAUNDICE AND ANTIBODIES 


Barri 
MEDICAL JOURNAL 





, ‘ut DELINQUENT BOYS f 
We publish this week on another page a summary of 
the report! of the Joint Committee on Psychiatry and 
the Law appointed by the British Medical Association 
and the Magistrates’ Association to consider delin- 
quency in adolescent boys. The size of the problem 
can be judged from the figures published by the Home 
Office in Criminal Statistics. Jn 1938 there were 19,387 
boys between the ages of 12 and 17 found guilty of 
indictable offences. In 1948 the number had increased 
to 27,545. The report seeks to examine the special 
characteristics found more frequently among delin- 


_quents of these ages, and emphasizes the wide variety” 


of the causes that appear to be at work. It lays most 
stress on home circumstances. No precise figures are 
given, but the committee found that a large number of 
delinquent boys are members of households that are - 


neglected, overcrowded, and even criminal ; many come ` - 


from families where the parents are. divorced or where 
matrimonial disharmony exists; and some are adopted 
children. The report concludes, and the conclusion will 
be readily accepted by all who have had experience in 


._ this field of work, that personal relations are far more 


important to the child than material circumstances. 
Other influences, such as that of the cinema, street com- 
panions, dance halls, and the temptation to gamble on , 
horses, dogs, and football pools, are discussed in turn ; 
and the war, it is argued, must have operated as.d major 
factor, not merely by increasing the disruption of family 
life, but also by aggravating the problem of housing. 
The results of intelligence tests appear to show that 
many delinquents are below average in innate capacity ; 
and many, it is said, have suffered from inadequate 
schooling. Above all, adolescents are particularly prone 
to-go through a phase of emotional instability and 
impulsiveness ; and their inclination is nearly always to 
seek jobs yielding immediate high wages which very 
often turn out to be blind-alleys. 

The committee makes a number of practical recom- 
mendations: education authorities should modify the 
curriculum during the last year of school life so that 
neither the pupils nor their parents should .feel that 
this additional year is wasted; sex education and sex 
guidance should be instituted ; -there should be far 
greater co-operation between parents and youth organi- 
zations ; special attention should be given to appro- 
priate placing in industry, particularly of the dull and 
backward ; and, finally, further research on the prob- 
lem should be undertaken without delay. 

Dr. Lucien Bovet,? of Lausanne, reached similar con- 
clusions in a contribution to the United Nations “ Pro- 
gramme for the Prevention of Crime.” Aftersummarizing 
thé many investigations carried out during recent years in 
various countries on the causes and treatment of delin- 
quency at all ages, he, too, insists first and foremost on 
the fact of multiple causation. Psychiatric writers, he 
finds, still express very contradictory views: some attri- 
bute delinquency almost wholly to innate constitution, 
others to environmental and social conditions ; very few 


1 The Adolescent Delinquent Boy, 1951, Published by the British Medical 
Association Price 3d 
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` have recognized that in nearly every instance both types. 


of factor are at work. Until the end of adolescence patho- 
logical conditions, whether physical or mental, are of 
little influence. “A large proportion show no major 


physical or psychological abnormality : they are simply | 


the victims of adverse external. circumstances; and, in 
general, organic disease is not of overwhelming import- 
ance in the aetiology -of antisocial behaviour : before 
puberty true psychosis plays almost no part, nor are the 
fully fledged neuroses of much importance.” - Emotional 
instability, on the other hand, is extremely common. 
Dr. Bovet himself believes that most cases have a three- 
fold origin—tbiological, psychological, and social. Treat- 
ment must be adapted to each individtial delinquent, and 
should be “ based on the fundamental laws of psycho- 
logy.”; In view_of the wide differences of opinion that - 
_still obtain, more research and more publicity are 
“needed. “In Dr. Bovet’s opinion this -should lead to 
better facilities and more_appropriate training’ courses 
for those who will be directly concerned with the 


problem of <a . = 


RESPIRATORY TUBERCULOSIS IN SCOTLAND 
AND ENGLAND 


in Scotland the trend of pulmonary tuberculosis in the. 


last 12 years has differed’from the trend in England and 
Wales. In 1939 the death rate in England and Wales 
was 52 per 100,000 of the population ; it rose to 59 in 


1940, to 60 in 1941, declined to the pre-war level by` 


1944, and then continued to fall, being 44 in 1948, 40 
in 1949, and 32 (provisional figure) in 1950. This is a 
notable decline and seems to be continuing this year ; in _ 
the first 20 weeks of 1951 the number of.deaths in the 
great towns from tuberculosis was 3 3712, a reduction of 


rise has been recorded in the death rates since 1940. 
Thus it would appear that. the reduction of mortality 
from respiratory tuberculosis presents a different prob- 
lem in males and females. Tuberculosis in young adults 
is to a large extent the result of recently acquired~infec- 
- tion, while much of the disease in later life is probably 
due to latent infections flaring up or to a second infec- 
tion. While various hypotheses to- explain the different 
age distribution of mortality between the sexes can be 


- advanced, a satisfactory assessment of the different influ- 


ences which may play an important part—for instance, 
physiological, biological, and socio-economic factors-— 
is not practical. 

The difference in the trend of respiratory tuberculosis 
in Scotland and in England and Wales during recent 
- years is not easily explained. It has been suggested that 
the facilities for isolation and treatment are better in 
England and Wales than in Scotland, and consequently 
the tendency for a rise in mortality was counteracted 
earlier in England and Wales than in Scotland. It is 


_ very unlikely that this is the only factor, since the 


number- of notifications has steadily risen in all three 
countries, and all have experienced a serious shortage 
of sanatorium beds. In England and Wales 37,879 cases 
- of respiratory tuberculosis were notified in 1938, and this- 
number gradually increased to 43,971 in 1949. In Scot- 
“Tand 4,657 cases were notified in 1939, and a continuous 
rise occurred in the following years until 1949, when 
8,653 cases were notified, but in 1950 a small decline 
to 8,138 cases was recorded. The introduction of mass 
radiography probably accounts for some of the initial 
increase, but the continuous rise is unlikely. to have 
been due solely to this, even if many of the new cases 
.were only insignificant lesions that formerly would have- - 
escaped attention altogether.. It seems probable that, 


about 10% on last year’s comparable figure of 4,138: In- there has been. a real increase in incidence, but a 


Scotland the death -rate from respiratory tuberculosis 
was 54 per 100,000 in 1939; it rose to, 62 in 1940, 
reached 66 in 1947 and 1948, fell to 60 in 1949, and 
fell again to 47 in-1950. In England and -Wales no 
marked changes occurred in the mortality in different 
age groups during this period, but in Scotland changes 
of this kind were recorded. For several years before 


. the war the greatest mortality -among females in Scot- 
-land was’ in the age group 15-24, but the rise in mor- 


tality was most marked at ages 25-34, so that this age 
group became as ‘important as the younger one. In 
1938 the death rates-per 100,000 were 101 for ages 
15-24 and 74 for ages 25-34: ; these rates had increased 
to 142 and 147 respectively by 1947, and to 150 and 149 
respectively in 1948. A small rise from 45 in 1938 to 
56~in 1948 was recorded for ages 35-44, but for other 
age groups over 45 the death rates in 1948 were slightly 
below those of 1938. The age of: maximum mortality- 
also shifted for the males, though the increase was not 
so impressive as in the case of the females. The male 
mortality per 100,000 in 1938 for the age groups 25-34, 


. 35-44, 45-54, and 55-64 were 83, 85, 98, and 79 respec- 


tively, while in 1948 the rates were 99, 96, 119, and 129. 
For the first three age groups the trend of the death rates 
“has been irregular, and each had a maximum value 
during 1938.and 1948, but at ages 55-64 a continuous 


` 


puzzling feature in the figures for England and Wales 
is the decline in the death rates if the incidence has really 
increased, especially since there has been an acute ` 
shortage of sànatorium beds. 


NEW HOSPITAL FOR TROPICAL DISEASES ` 
With the opening of a spacious new building in. 
St. Pancras, the London Hospital for Tropical Dis- 

eases, which was founded by Sir Patrick Manson just 

over half a century ago, enters. upon a newera.: The 

building, in St. Pancras Way, adjacent to the former 

L.C.C. hospital of St. Pancras, was built in 1939 and 

was intended as a maternity wing, but it has now been 

adapted and equipped in the most modern manner to 

serve the purpose of tropical medicine. It accommo- 

dates 68 in-patients, which is 20 more than at the 
premises in Devonshire Street wna -the hospital has 

just vacated. 

-~ Manson’s” original hospital was at the -Albert Dock, 

, located -there for convenience an treating seamen, and 
it served as a centre for the study of tropical’ disease. 

The hospital remained in dockland until after the first 

world war, and then, with the School of Tropical Medi- 

cine attached to it, it wag removed to Endsleigh Gardens 

in Bloomsbury, where there were 77 beds. In 1924 the 
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school joined forces with the London School of Hygiene, 
established by the University’of London, thanks to the 
generosity of the Rockefeller Foundation, in the fine 
building in Keppel Street, but functionally the school 
and the hospital continued as one unit. At the begin- 
ning of the second world war the hospital was closed 
and later was severely damaged by a land mine, but as 


soon as the war was over a large nursing-home in- 


Devonshire Street was taken and equipped as a hospi 
of 48 beds. 

At St. Pancras it is hoped to carry on in better and 
roomier quarters the clinical researches which have for 
so many years distinguished the hospital and the school. 
The move will enable the London School of Hygiene 
and Tropical Medicine to~ introduce a longer course 
of eight months, which will include four continuous 
months at the hospital. It will make it easier for hos- 
pitality to be offered to medical men from home or 
overseas who wish to devote their attention to this 
specialty, and it is hoped to bring about a wider inter- 
change of doctors, students, and nurses with hospitals and 
schools abroad. The hospital will be the yellow-fever 
inoculation centre for south-east England, and a mobile 
vaccination team will visit the London docks to inoculate 
ships’ crews making only a few hours’ stay. The new 
hospital, which is only a mile or so`from the London 
School of Hygiene and Tropical Medicine, was opened 
by the Duchess of Kent on Empire Day. It is one of 
the University College group of hospitals. 


Ta CLOTHING WANTED 


On page 1266 of this issue there is a letter from the ` 


Ladies’. Guild of the Royal Medical Benevolent Fund 
appealing for clothes. Readers will be well acquainted 


with the R.M.B.F. Christmas appeal, but what is not” 


so widely realized is that clothes of all kinds (especially 
children’s and large sizes) are always wanted for the 
many beneficiaries of the Guild. Parcels are sent out 
twice a year to dependants of members of the medical 
profession who need help, most of all children of school 
“age and old people; the plea for warm nightclothes and 
underwear is never ending. The Guild appeals to all 
those with clothes to dispose of, however few, to 
remember them. 
In addition the Guild provides many other most 
valuable services. As well as making grants for the 
_ training and maintenance of children, help is given to- 
wards school fees, uniforms, lunches, and holidays. 
Where there is great need gifts in kind are often made to 
replace broken furniture, and so on. A small number of 
grants are made for domestic help—greatly appreciated 
, by the elderly and frail—also a small number for conva- 
lescence. A scheme to lend wireless sets was made 
possible by a legacy from a former beneficiary, but 
this is now almost entirely used up. Cheques are sent 
in wintér to those who would otherwise be unable to 
buy coal; last year £357 was devoted to this fund. 
There- are at present 142 branches of the Guild in 
Britain, and new members and subscribers are always 
most, warmly welcomed. 
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”. AND SO TO BURLINGTON HOUSE 


In the early days of the Royal Society it used to be one 


of Robert Hooke’s duties to devise a new experiment 
each week for demonstration to the assembled Fellows 
on Friday evening. Nearly three centuries have passed 
since’ then, science has become infinitely complicated 
and scientists devilishly sophisticated, and all that re- 
mains of the Society’s custom of staging displays of 
natural phenomena is an annual evening party at 
Burlington House, the Conversazione. This year there 
were about 30 demonstrations, mostly fairly elaborate 
in style though basically straightforward in concep- 
tion, with their inventors at-hand to explain in simple 
language what was going on. Several were concerned 
with the sea. One showed how samples.can be bored 
from the deep-sea floor and analysed to reveal the 
history: of the earth’s climate over a million. years. 
Another was a special camera which took a series of 
flashlight photographs of the sea bottom 150 ft. down 
—a kind of marine census. There were tanks with 
living hermit crabs in transparent shells, delicate pink 
and greenish shrimps staring up with black bulbous 
eyes, long feathery worms swimming gently in coils, 
and an octopus -asleep. And in a great transparent 
slowly turning wheel full of sea water swam a tiny 

“ jellyfish ” (medusa): an apparatus for measuring the 
speed of-swimming and changes induced by the alterna- 
tion of an artificial day and night. There were skulls 
of South African ape-men with ridged brows and mas- 


sive jaws and carious teeth, dead a million years ago; - 


and dinosaur skin impressions in stone from the Upper 


Cretaceous. Films were shown on snakes and their _ 


bites (in colour) and on the harmless freezing of 
spermatozoa and red cells to —79° C. in the presence 
of glycerol. Many of the other exhibits conformed to 
the original purpose of the Society to study “such know- 
ledge as hath a tendency to use.” 


It is rare, even in London, to see science dynamically 


displayed with living animals and apparatus in action on 
the frontiers of research, but the Conversazione is only 
for the Fellows and their guests. It seems a pity that 
the demonstrations cannot afterwards be transferred 
each year for exhibition to the general public, at the 
Science Museum or elsewhere. Or, better still, they 
could form a travelling show, spending a week or a 
fortnight in each of ‘the principal provincial museums. 
If the Ministry of Education cannot sponsor it, the 


. British Association for the Advancement of Science 


could well do so; the problems of transport, staffing, 
and finance are not great. Such a show would stimu- 
late enthusiasm in schools, would be useful propaganda 
for science among a wide public, and could well be 
entertainment bearing the ‘same relationship to the 
peep-show and the fairground as the zoo has to a 
circus. _ s . 

There is a continual risk that science should seem 
too remote and theoretical, but public experiments 
—as in Pepys’s day—can do much to show it to 
be real, tangible, and practical, as it was at this year’s 


- Conversazione. 
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TREATMENT OF SQUINT IN CHILDREN 
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T. KEITH LYLE, C.B.E. M.D., M.Chir., F.R.C.S. M.R.C.P. 
Surgeon, Moorfields, Westminster and Central Eye Hospital ; Ophthalmic Surgeon, King’s College Hospital and National 


Although in the treatment’ of certdin disorders of 

. function of the human body it may be expedient to 
adopt a “wait-and see” or expectant policy in the 
hope that the condition will right itself with the passage 
of time, such a policy should not be adopted in the 
treatment of squint in children, an exception being 
made only in the case of an infrequent intermittent 
squint lasting but a few seconds, which is sometimes 
encountered in young infants when teething. Many cases 
of squint are rendered unnecessarily difficult to 
treat because they have been neglected in the early 
stages. 

Squint is apt to be regarded purely as a physical 
deformity. People are inclined to forget that a squint 
results in the loss of an important physiological func- 
tion—namely, that of binocular vision. When a squint 
is present the visual axes of the two eyes are not point- 
ing in the same direction, hence the two eyes cannot be 
used together to obtain binocular vision, and as a result 
there is loss of the ability to appreciate perspective. 

One would naturally expect that, if the eyes were 
looking in different directions, diplopia would result, 
as indeed it invariably does in the case of an adult who, 
having previously possessed normal binocular vision, has 
acquired a squint as a result of an ocular palsy due to 
disease or injury. In the case, however, of a young child 
whose binocular functions are as yet not fully developed, 
diplopia is at the most only a fleeting symptom. Mental 
suppression of the image formed in the squinting eye 
rapidly takes place, This usually gives rise to a definite 
loss of vision in the squinting eye (amblyopia), unless 
the squint alternates from one eye to the other. Ambly- 
opia, if allowed to develop, mtay require prolonged 
occlusion of the non-squinting eye before it is over- 
come. f f 

It should be realized by all who are responsible for 
giving advice to parents about a child’s squint that 
once a permanent squint has become established it 
will not disappear without adequate treatment. The 
fact that in some cases of (untreated) unilateral con- 
vergent squint a gradual reduction of the angle of 
devjation may occur, rendering the eyes cosmeti- 


+ 


cally straight by about 40 to 50 years of age, albeit” 


without the function of binocular vision, and” pos- 
sibly with one relatively blind eye, is no excuse 
‘for not treating the condition adequately in infancy. 


Diagnosis : 

Unless a squint is diagnosed in the early stages -it is 
idle to talk about the importance of its early treatment. 

Although a squint of large degree, especially a 
convergent squint, is obvious to any casual observer, 
one of small degree, and none the less important for 
that, may easily be overlooked. A squint of not more 
than 10 or 12 degrees may be undetectable by mere 
inspection, and may necessitate refined methods of 
examination for its diagnosis. On the other hand, one 


Hospital, Queen Square ; Civilian Consultant in Ophthalmology, Royal Air Force 


must bear in mind the possibility of the existence of an 
apparent squint. The dlustration shows a case of 
pseudo-convergent strabismus, in which it was thought 
that a squint was present, but the squinting appearance 





Pseudo-convergent-strabismus due to broad epicanthic folds. 


was due to- the presence of broad epicanthic folds. 


- 


These made the eyes appear to be “closely set” when _ 


the gaze was directed forwards and made the adducting 
eye appear to turn in excessively when the gaze was 
directed to one side. 7 


A squint of sudden onset is naturally easier to detect, 


than one of more gradual onset, especially if the latter 
is only slowly progressive. At its onset a squint may be 
variable and intermittent, or it may occur only in certain 
directions of the gaze and for certain distances of fixa- 
tion. Precise information about the mode of onset, the 
exact anomaly observed, its variability and duration, 
and other details given by an intelligent observer are 
of the utmost importance. A squint of the intermittent 
type may not be “ obliging ” at the time of examination, 
but if there is a clear-cut history of such a condition 
given by a reliable observer the diagnosis is unlikely 
to be in doubt. ; , 

It is also desirable to inquire into the family history, 
for in a doubtful case of squint a strong family history 
of the condition makes one more suspicious. 

The simplest test for the presence of a squint is as 
follows. 

Make the child fix his gaze on a spot-light (in the case of 
a young infant it is advantageous to keep the light flashing 


on and off in order to attract attention), then, while watching _ 


the right eye, quickly occlude the left eye: if the right eye 
exhibits a movement in order to take up fixation of the light 
as soon as the left eye is covered, it follows that it must 
have been squinting before the left eye was covered. The 
direction of such a movement of the right eye will give 
evidence of the direction of the squint—for example, if the 
right eye turns outwards to take up fixation it must have 
been in a convergent position before the left eye was 
occluded, and therefore there is a right convergent squint. 
There will be a precisely opposite observation in a divergent 
squint and comparable observations in-vertical squints. If, 
on the other hand, the right eye temains fixing the light, 
there is no manifest squint of the right eye. 

A similar procedure is then carried out, covering the right 
eye and observing the left eye. The test should be repeated 
at least twice to. ensure correct observation. Furthermore, 
the test should be carried out if possible using a distant fixa- 
tion light as well as a near one, for sometimes a squint may 
exist when the gaze is directed in the distance and not when 
it is directed towards a near object or vice versa. 
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As a result of this “cover test” it will be clear whether 
there is (a) a manifest squint of the right eye, (b) a manifest 
squint of the left eye, (c) an alternating squint of either eye: 
it will also determine the type of deviation and whether the 
squint is present both for near and for distant fixation or 
only for one or the other ; or (d) no manifest, squint of either 
eye, in which case the test may demonstrate the presence 
of a latent squint—that is, a deviation of the occluded eye 
due to dissociation, with recovery of binocular fixation when 
the occluder is removed, 

Although this test can be easily carried out by anyone 
not fully versed in ophthalmology, the following diffi- 
culties may be experienced: (1) the squinting eye may 
be so defective in vision (amblyopic) that it does not fix 
readily, or it may fix eccentrically ; (2) the angle of 
deviation may be so small that the movement of the 
eyes is difficult to detect ; and (3) the child may be too 
young and/or too inattentive to keep his gazé fixed on 
the light. 

Apart from deciding whether a squint is present or 
not, it is important to determine, if possible, the state 
of the vision in each eye. If the child is not old enough 
for his vision to be tested by means of Snellen’s~ test 
types, or by the illiterate “E” test, or by picture test 

. types, then some idea of the visual acuity may be 
obtained by investigating, by means of the cover test, 
the capacity of the child to fix with each eye. 

The ocular movements should be examined in all 
directions of the gaze to determine if there is any limita- 
tion of movement, which may be suggestive of an ocular 
palsy, or if there is any excessive movement, which may 
be suggestive of overaction or contracture of a muscle. 
The pupils and their reactions should also be examined, 
and the eyeballs as a whole, both externally and 
ophthalmoscopically. 

Before discussing the line of tredtment to be recom- 
mended in any case of squint, let us consider why a 
squint develops in a child. 


Convergent: Squint 
Paresis or Paralysis 


In some cases a child is born with a paresis or 
paralysis of one or more of the extrinsic ocular muscles. 
If this is so there is usually an obvious squint, either in 
all directions of the gaze or only in certain directions 
(depending upon the extent of the palsy) noticeable 
within the first year of life. One would of course expect 
the squint to be noticeable from birth, and indeed it may 


be, but in view of the fact that ocular motility is not - 


fully exercised until the maculae are properly developed 
at about the age of 6 months the squint may pass 
unnoticed until after this age. 


certain directions of the gaze, binocular vision being 
retained in other positions of the gaze. In some of 
these cases the squint is more or less overcome by the 
adoption of a compensatory head posture. 

A paralytic or paretic squint may also occur as an 
acquired condition due to a febrile illness—for example, 
measles. Surgical treatment is invariably required in 
cases of squint of paralytic origin. 


Refractive Exrors 
Hypermetropia.—Although all infants are ‘hyper- 
metropic to a greater or less extent, on account of 
the relative shortness of the infant eyeball, in some 
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This is especially true - 
of those cases in which the squint is manifest only in. 
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cases the hypermetropia is excessive. This may lead 
to over-accommodation in order to obtain clear vision. 
Over-accommodation tends to lead to over-convergence 
(since accommodation and convergence are synergic 
actions), and this may precipitate a convergent squint. 





_ Furthermore, even in the absence of excessive hyper- 


metropia a squiht of the “ accommodational ” type may 
occur owing to an incoordination of the functions of 
accommodation and convergence. In these cases the 
squint usually begins in an intermittent fashion and 
tends to start, as one would expect, at the age at which 
the eyes are beginning to be used for discriminating near 
objects—usually at about 24 to 3 years. 


Congenital Myopia. —An infant born with a moder- 
ate degree of myopia may develop a convergent squint 
because he can only see clearly objects which are situated 
at close range. As all distant objects appear blurred 
there is no incentive for the child to straighten his eyes 
when looking in the distance. 


Anisometropia and Other Dissociating Factors.— 
Gross difference in the refraction of the two eyes may 
be a predisposing cause of squint because it produces 
images of unequal size and clarity on the two retinae. 
This tends to make fusion difficult and may cause dis- 
sociation. In a similar way an artificially produced 
anisometropia, such as may be caused by the wearing 
of incorrect glasses, may precipitate a squint. Prolonged 
occlusion of one eye by temporarily dissociating the two 
eyes may also cause a squint to develop 

In general a child with a squint caused by a refractive 
error essentially needs that error to be corrected by 
means of a pair of glasses, although other treatment may 
also be needed. 


Other Causes 


These include psychological factors—for example, 
sudden shock—familial factors, and conditions which 
may lead to general lowering of resistance—for example, 
excessive fatigue or general ill-health, especially if a 
latent squint already exists. Although these factors 
should be dealt with, their removal may not of necessity 
have any effect on the squint. 

Secondary convergent squint may occur owing to loss 
of vision in the squinting eye due to organic ocular 
disease. 


Divergent Squint 

- Primary.—By far the largest number of cases of diver- 
gent squint begin in an intermittent fashion at the age of 
3 to 5 years, or sometimes later, and appear to be due to 
some form of inherent, neuromuscular incoordination. If 
untreated the squint tends to become more frequent and 
of larger degree and eventually it may become a constant 
squint. There are three main types: (1) those of the diver- 
gence excess type, m which the squint occurs when the 
patient is looking into the distance ; (2) those of the con- 
vergence insufficiency type, in which the squint occurs 
when the patient is looking at a near object ; and (3) those 
of a mixed ‘type. Although orthoptic treatment may 
lessen the “ attacks ” of squint and considerably improve 
the condition, surgical treatment is usually needed to 
effect a cure. 


Refractive Errors-—Uncorrected unilateral myopic 
astigmatism may be the underlying cause of uni- 
lateral divergent strabismus affecting the myopic eye. 
Uncorrected bilateral myopia manifesting itself in later 
childhood may cause divergent strabismus, usually of 
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the alternating type. This type of squint, however, is 
rarely encountered nowadays, 
uncommon in the days before the routine examination 
of the eyes of schoolchildren was carried out. The 
‘essential treatment in these cases is correction of the 
refractive error. - 


Paresis or Paralysis LWeakn of the medial rectus, 
which may þe due to a partial third nerve palsy, may be 
the cause of a divergent squint. 


Secondary divergent strabismus May occur as a result 
of loss of vision due to organic ocular disease in the 
eye which is diverging. 


z l 


Vertical Squint 
In practically every case of vertical strabismus there is 
a paretic or paralytic cause involving one or more of 


. the vertically acting muscles. It must be remembered 


that pure vertical strabismus is a rarity. It usually 
occurs in association with convergent , or divergent 
strabismus, and for its cure _ operative treatment is 
‘usually indicated. X 


Treatment 


Although from the foregoing description it might be 
thought that every case of squint can be fitted into a 


water-tight aetiological compartment, this is untrue, for ` 


in many cases of squint there are several aetiological 


factors present. 

The full function of binocular vision is not developed 
until about the age of 3 years, the elaboration of this 
function and its further development continues until 
about the age of 5, and the complete “ grounding” of 
the binocular refiexes is not achieved until about the 
age of 8. Thus in the early years of life a squint may 


-be precipitated by some trivial obstacle, even if it acts 


only temporarily, as in the covering of one eye for a 


‘few days on account of an injury of, say, the eyelid— 


an obstacle which in the case of an adult with well- 
developed: binocular reflexes would not have the slightest 
effect. Just as the bonds which unite the eyes physio- 
logically may be rapidly broken, so, provided that 


. immediate treatment is given to restore parallelism of 


the visual axes, they may be quickly reunited. But if 
the squint is left untreated, then the eyes. tend to develop 
along dissociated lines and prolonged re-educative treat- 
ment may be needed to restore normality of physio- 


logical function, to say nothing of precise surgical - 


_ treatment to restore normality of anatomy. 


The eyes should first‘be examined ander the full 


- cyclap'egic action of atropine (atropine drops or oint- 


ment of 1% strength should be used for both eyes twice 
daily for three days before the examination). The reasons 
for this examination “under cycloplegic and mydriatic 
are (a) to examine the optic fundi and media and to 
exclude the possibility of a “secondary” squint—that 
is, a squint secondary to organic ocular disease; and. 
(b) to determine the state of refraction. and to prescribe 
glasses to correct relevant refractive errors. 

Naturally, if an organic ocular lesion is found the 
treatment resolves itself into that of the cause. The 
prognosis then depends on the nature and site of the 
lesion. An operation may be required sooner or later 
if only on purely cosmetic grounds. Although this 
group of cases forms but a small percentage of the total 
cases of squint in children, the possibility of a squint 
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being due to organic ocular disease or to disease of the 
central nervous system must be born in mind constantly. 

In the cases with refractive errors it is-clearly useless 
to prescribe glasses unless they are going to be of some 


. benefit. They may be of benefit because they overcome 


the squint, reduce the angle of deviation, or improve the 
visual acuity. It is a mistake, however, to adopt a com- 


-placent attitude towards a case once glasses have been 
prescribed, and the limitation of their benefit must be‘ 


fully understood. Unless-the wearing of glasses causes 
the squint to disappear and the eyes to function nor- 
mally together (binocularly) at least half of the time, 
and this within a few days of wearing the glasses (this 
can be ascertained only by refined methods of examina- 
tion), then it may be assumed that other treatment will 
be needed, and needed immediately. This, first of all, 


consists in occlusion of the normally fixing eye. Occlu-/ 


sion should be coritinued until the vision of each eye is 
equal as determined by testing with Snellen’s test types 
or the illiterate “ E ” test, or by the picture test. (If the 
child is not old enough for these tests the occlusion 
should be continued until free alternation occurs.) In 
some cases atropine drops instilled into-the usually fixing 
eye may be used for occlusion to make the child “ use” 
the squinting eye. Atropine is, now ENS quite useless 
unless it reverses the squint. 

“When the vision of the eyes is TE and the 
refractive error corrected the squint may disappear ; on 
the other hand it may persist. In either case, provided 
the child is old enough to co-operate (usually not until 
the age of about 3), tests should be carried out (orthoptic 
examination) to determine the state of binocular vision. 
If fusion is present and the squint is not of large degree, 
orthoptic exercises alone (or with the assistance of 
glasses) may restore normal binocular functions. 
exercises should, however, not be undertaken for pro- 
longed periods unless definite progress is being made. 
On the other hand, if the child is not old enough or if 
the squint is of large degree, operation should be carried 
out at once. If abnormal retinal correspondence ‘is 
present orthoptic treatment may be able to overcome it 
and to restore normal binocular functions, although 
unless there are signs of. this taking place after about 
two months it is wiser to proceed with surgical treat- 
ment, for once the visual axes of the two eyes are 
réstored to parallelism there is always a reasonable 
chance, provided-there is equality of vision, of spon- 


taneous development of normal physiological functions.. 


(It should be stressed that operative treatment often has 
to be performed in a series of stages and it should be 


“persevered with until the eyes are straight in all 


circumstances.) 


There is a small percentage of cases in which, in spite ' 


of occlusion and the absence of ophthalmoscopic abnor- 
mality, improvement of vision in the squinting eye does 
not occur. In these cases there is probably a congenital 
retinal lesion, or a lesion due to traumatic-retinal haemor- 


rhage at birth. Treatment consists in an operation for ~ 


N 


cosmetic purposes in early childhood. 


In view of what has already been said about the . 


development of the binocular reflexes it should “be 


pointed out that if a squint starts at a very early age 


—for example, within the first few months of life—there 
is no need to operate immediately, but it is wise to do 


‘so before the age of 18 months to 2 years in order to 


give the child a reasonable chance of developing normal 
binocular vision. 
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The accompanying schematic summary gives the 
method of treatment recommended in any given case 
of strabismus. 


Outline of Treatment for a Child with a Squint (Excluding Rare 


Cases Associated with Obvious Disease of the Central 
Nervous System) 
(1) instillation of mydriatic and cycloplegic 


{a) for examination of optic fund: and media ~ 
{b} for estimation of refractive error 





No organic ocular disease Organic ocular disease, tên 
strabismus i$ secondary. 
Treatment is essentially that 
of the cause, Operation for 
cosmetic purposes may be 
needed latar. 










Significant refractive error 





(2) Glasses for constant use 


No significant refractive orror 


} 


Eyes usually straighten Squint persists 


{3) (Occlusion if amblyopia (2) T equalize viston 


1S present) | and/or to help ovar- 


come abnormal retinal 
correspondence 
(4) Orthoptic treatment (3) Orthoptic treat- Too young for 
when child ts old enough ment (if patient orthoperc treat- 
1s old enough) ment 


Y 


(5} Operation not likely to {if squint rusts and/or 
be necessary, but may be if abnormal retinal corre-" 
needed to secure com- H ndence persists and/or 
fortable binocular vislon no fusion davelops) 
without glasses) NG 


Ser 


t 
Squint cured both furctipnälly Squint ** à. cosmetically 


and cosmetically 


~ 


Conclusion 


It cannot be overstressed that the treatment of squint 
may be a prolonged and painstaking business. It entails 
careful preliminary examination and frequent visits to 
check progress. The surgical treatment of squint is not 
just one wave of the surgical wand. It may entail opera- 
tive treatment in seyeral stages. The restoration of com- 
fortable binocular vision does not of necessity follow as 
a result of wearing correct glasses or of surgical inter- 
vention. Prolonged occlusion to equalize the Vision of 
the two eyes and orthoptic re-educational exercises may 
be required, 
a squint is treated energetically and efficiently directly it 
begins, the prognosis is usually good, and, even if it is 
not possible in all cases to restore binocular single vision, 
it is possible in most cases to ensure that the child will 
grow up in possession of two useful seeing eyes, and, 
indeed, what is just as important, will grow up without 


the psychological disadvantage of being “ cross-eyed.” 





The Ministry of Health is drawing attention to certain 
possible changes in prescribing. Hospital quality cotton- 
wool, which has the same absorbing power as the B.P.C. 
wool, but is not so white, should be prescribed whenever suit- 
able, as it is less expensive. Unless hospital quality is 


. specifically ordered, however, B.AC. wool will be supplied. 


When prescribing elastic hosiery practitioners should specify 
on Form E.C.10 which of the ten kinds available is required. 
Prescribers are also reminded that when replacement of a 
complete colostomy belt or suprapubic belt is needed they 
should state on Form EC.10 that a complete outfit is 
required, otherwise the one part only will be replaced. 
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THE ADOLESCENT DELINQUENT BOY 


A report on “The Adolescent Delinquent Boy” has been 

prepared by the Joint Committee on Psychiatry and the Law, 
appointed by the British Medical Association and the 
Magistrates Association. It complements | the report on 
“The Unstable Adolescent Girl” published in 1946 (Journal, 
December 14, 1946, p. 909). The report is summarized 
below. . 

\ More Delinquency Now 


The committee found that the problem of adolescent crime 
was one of great complexity. There has been a steep rise in 
the incidence of adolescent delinquency in the last 10 years, 
and the committee thought it probable that there had been a 

llel increase in the number of undetected adolescent 
offenders. The war would appear to have been a major 
factor, for it led to widespread disruption of family life. An 
unfavourable feature of the present social situation is the 
decline in the standards of family life and parental example. 
There has also been all too often a lowering of the standard 
of integrity, a lessening of appreciation of moral, social, . 
and spiritual values, and a decrease in the practice of true 
religion. The war greatly accelerated the development of 
these changes.’ 

The committee was especially impressed with the need for 
the guidance of parents and for the prevention, early detec- 
tion, and correction of disharmonies in the home. The com- 
mittee felt that ministers of religion can and should play 
their part in explaining to young engaged couples the mean- 
ing of the marriage service and in discussing the responsibili- 
ties of marriage. It is also important for the doctor, and 
especially the family doctor, to play his part in explaining 
not only the physical side of marriage, but, from his know- 
ledge of the family, to give helpful, friendly, and experienced 
advice, 

It is important that the delinquent who is not likely to 
respond to any form of treatment should be recognized at an 
early date after conviction. There is need for thorough 
research in the problem of the persistent offender, afd some 
new form of treatment or preventive detention may be 
necessary. 

Bad Homes 

Many adolescent delinquents come from homes where con- 
ditions are unsatisfactory, and which are overcrowded, 
inadequately furnished, and neglectéd. In such a home there 
18 no privacy and no sense of ownership—beds are shared, 
clothes are shared, the chest of drawers is shared. There is 
little home life and little opportunity for play. Thus from 
early childhood the boy is driven into the street, where he is 
in danger of joining a “ tough gang.” 

There-are some particularly bad homes which produce a 
number of delinquents far in excess of the general relation 


But—and this is the important point—if -of delinquents to non-delinquents. Thus a large number of 


delinquents may come from a small number of “ criminal 
homes,” especially in neighbourhoods where moral standards 
are low.: On the other hand some boys from homes of good 
standard become antisocial because of unfavourable psycho- 
logical or environmental] influences. 

The proportion of delinquents who come from broken 
homes where the parents are divorced, legally separated, or 
living apart, or where some degree of matrimonial dis- 
harmony exists, is high. The boy is often unhappy and 
insecure: The Legal Aid Act of 1949 enables some of those 
in matrimonial difficulties to make a free or an assisted 
application to the High Court for divorce, if it is found that 
there are sufficient grounds, and there is likely to be a heavy 
increase in the number of divorce decrees, a fact which will 
probably have | serious consequences to adolescents and 
children. This state of affairs is all the more serious because, 
so far as is known, no system has been created whereby those 
in matrimonial difficulties can receive social help before 
their cases are examined from the legal point of view. Social 
help before legal aid is of inestimable value. 

In cases of parental disharmony, whether the home is - 
technically “ broken” (i.e, where one parent is absent) or 
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not, one or the other parent may demand too much of the 
affection or loyalty of the child, constantly trying to impress 

_ upon him how much the parent does for him‘and, therefore, 
how, great is the child’s debt. This may lead to rebellion 
on the part of the child, with consequent delinquency. 


Mothers at Work 


The absence from the home of mothers who are working 
when they are needed by their children has its disadvantages 
even for the older children. For example, if the mother 
leaves home for an 8 a.m. shift there is no one to see that 
the children leave home properly fed, clean and tidy, and up 
to time. This may be detrimental both to health and to 
discipline, and may result i in bad time-keeping or truancy, or 
both. 

If the mother is not at home when the child returns from 
school, he often has to stay out in the streets until she 
returns, and this may lead to undesirable conduct. When 
the mother does return home, she may be too tired to 
prepare aproper meal, to give first-aid to tears in clothes 
and skin, and generally to attend to the welfare of her 
children. Even more important from the psychological point 
of view is the fact that she may be unable to listen to the 
“adventures” of the day and express the sympathy and 
interest in these which are so important to the child. There- 
fore he feels unwanted and rejected. 

It may well be necessary, in the present economic state of 
the country, to encourage mothers to return to industry, and 


many find this necessary on economic grounds. © Having. 


worked in factories during the war, some women enjoy the 
companionship and the relief from the loneliness of being 
in the house and the monotony of household duties. 
Furthermore, by becoming wage-earners, wives may be less. 
dependent upon their husbands and on what they may choose 
to give them from their wages. 

A certain number of delinquents are illegitimate, or are 
born in wedlock where the only reason for the marriage was 
that the mother was pregnant. In such cases the child may 
feel, or may be made to feel, that he is unwanted, or even 
to blame. This feeling may be aggravated where additional 
children are born in wedlock. 


- Adopted Children 

Some delinquents are adopted children, and their delin- 
quency may date from the sudden disclosure to them of 
the fact of their adoption. It is the opinion of many experts 
dealing with children that, the later the child discovers that 
he has been adopted, the greater the psychological shock, so 
that the sooner he learns his true position in the family the 
better it is for his future security, provided the information 
is conveyed tactfully. The regulations allowing for shortened 
birth certificates are of definite benefit and lessen the risk of 
humiliation. Such certificates can be used as evidence of 
birth without revealing adoption. 

There is a need for the 1949 Rules of the Ad®ption Act to 
be amended. Rule 9 (d) requires that a notice of application 
for adoption must be issued to the infant, “ unless the Court 
is of opinion that he is not of an age to understand the effect 
of an adoption order.” Under Rule 32, the notice, which 
is in a prescribed form, must.be served by the guardian ad 
litem. ~The court has to judge by the age of the infant 
whether a notice is to be issued to him or not. It is impos- 


sible to know from the age as disclosed in the application 


whether the infant is capable of understanding the effect of 
an adoption. Thus, there is a very grave danger that the first 
knowledge that he was not born the son of the adopter might 
bo the receipt of a notice served on a boy by the guardian 
ad litem. The shock might be „very great indeed and have 
a lasting effect on his character. 


Character and Discipline 
Yn many cases the parents of delinquents are of poor 
intelligence and behave extremely foolishly. Many, through 
either ignorance or poor mentality, are quite incapable of 
‘rearing their children wisely or of good housekeeping. 
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Boys from such homes have “ dragged themselves up,” their 
social education has been largely obtained in the streets, and 
they have had undesirable standards set for them in the 
home. 

It is not, however, the material faults in the environment 
that primarily, or even mainly, affect the development of 
character and standards. Personal relationships are more 
important to the child than material circumstances, and the 
major environmental factors in the development of standards 
and character are the degree and type of affection in the 
family, and the standards of conduct and the example set 
for the child by his parents. This is proved by the fact that 
most slum children show no antisocial trends. 

Many children have been brought up without any con- 
sistent training in self-restraint, and without having acquired 
the habit of self-control. They grow up with no fixed stan- 
dard of what is right and what is wrong. The adolescent 
delinquent has little self-control, so that, he“takes what he 
happens to want, without reference to an ethical code of 
right and wrong, and with little thought for others or for his 
own future. 

Delinquencies may be committed as the result of sudden 
impulse, or they may be carefully planned. The validity of 
the plea that a crime was committed as a result of-sudden 
impulse is sometimes called in question, but, nevertheless, it 
may be perfectly true. Such impulsive actions, however, indi- 
cate that the child either has never been’ taught, or has 
lacked the ability to learn, to practise any self-control or 
restraint. 

In a few cases of ‘delinquency it is found that the home has _ 
a very high standard. Possibly the standards may be too 
rigid and repressive, so that the boy becomes resentful and 
rebellious. ‘Some boys elect to lead an antisocial life. The 
first crimes are often impulsive, but, if the delinquent “ gets 
away with” antisocial behaviour which brings him material 
profit or emotional satisfaction, he may then plan further 
delinquencies. 


Intelligence and Education 


Many delinquents are below average intelligence. Some 
adolescent delinquents are to be found in every type of 
school, although in general they come. from secondary 
modern schools. But the statistical distribution of delin- 
quents between the different kinds of schools is apt to be. 
misleading, since in many of the independent grammar 
and private schools delinquents are often dealt with by the 
school authorities,-so that they seldom appear in the courts. 

Many children and adolescents have suffered from inade- 
quate schooling and were deprived of the stabilizing and 
socializing influences of school life as a result of wartime 
conditions. A considerable number are therefore educa- 
tionally retarded, or even illiterate, because of lack of educa- 
tional opportunities, although they are of average intelligence. 

Truancy from school is often a cause of educational or 
mental retardation ; the converse is also sometimes true. A 
certain number of boys are deliberately kept away from 
school by their mothers in order to run errands for them 
or to look after the younger children. In many cases truancy 
and delinquency go hand in hand. 

The early treatment of truancy is most important. At 
present, in cases of truancy, the parents are summoned to 
appear before the magistrates’ court, or petty sessional court, 
and even at those courts where the services of a probation 
officer are available it is the parent and not the child who 
can be placed on probation. Usually it is only after the 
parents have been summoned, perhaps more than once, that 
the child is referred to a juvenile court, where he may be 
placed under the supervision of a probation officer. This 
help and supervision come too late, for by that time he may 
have become a habitual truant. The boy who gets into the 
a of truanting tends to retain the habit when he goes to 
wor! 

At present difficulties in the schools are being experienced 
with a certain number of boys agéd between 14 and 15. The 
group is probably not large, but its members contain some 
potential or actual delinquents. The boys are usually well- or 
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over-developed physically. They gain little by the extra 
~year at school, for various reasons, including G) poor intellec- 
` tual capacity; Gi) distaste for formal school learning ; 
, (i) overeagerness, characteristic of neurotic boys, for inde- 
pendence and for what seems to them a “ grown up form 
of life at work ; (iv) a genuine precocious maturity coupled 
with a habit of following their own desires, 
The first two factors occurring together are those most 
* commonly found. The boys so constituted naturally become 
bored with school and are frustrated by the restrictions of 
school life to a degree that imposes undue strain on their 
social adaptability, which is often low. Truancy is a fre- 
quent outcome and so are such offences as impulsive 
destruction, impulsive thefts, and mischievous behaviour 
generally. Moreover, their leisure pursuits are more likely 
fo take a socially undesirable form. When these boys are 
placed in suitable work this phase usually ends, but if bad 
habits and companionships have been established, and if 
the work is unsuitable, they frequently continue. . 
The fact that the family benefits financially when a child 
starts working makes some parents aid and abet tho, older 
boy in truanting and sympathize with his resentment of 
school. f= ty 
g ` Tt is not suggested that the school-leaving age should be 
' lowered, but it is clearly desirable, especially in rural areas,, 
that -the *education authorities should endeavour to modify - 
the curriculum so that the interest of these boys may be 
maintained and so that neither the boy nor his parents 
should feel that time is being wasted. Such modifications 
should stress what might be described as “ pre-training for 
work,” by providing increasing activities related to these 
boys’ probable working life, in place of scholastic learning, 
with a delibérate bias towards training in citizenship on a 
practical basis. Fortunately this has already become a 
common practice in some areas, 


r 


Work and Play 


In general the tendency ‘of the delinquent is to have a 
craving for immediate high wages. This results in his taking 
/blind-alley jobs. He rarely shows an interest in his work 
or thought for the future, and, when not dismissed, will 
change his job frequently without any apparent reason. 

The right placing -in industry of the below-average boy 
“is most important, and the committee considers that the~ 
chances of finding the right type’ of work for him can be 
materially increased by full co-operation between the officers 
of the Youth Employment Service and the headmaster, and 
“especially the form master. In some parts of the country 
in the past this co-operation has not been adequate and in 
some cases the boy has been sent to a situation where there 
happened to be a vacancy rather than to one for which he 
had some aptitude, When this happens, the boy feels 
frustrated in this first venture of his life undertaken on his 
own. It is realized that many of these boys show no special 
aptitude for anything, and that the Youth Employment 
Service can act only in an advisory capacity. To most 
boys the ‘discipline of working conditions ¢omes as a rude 
awakening. >` 

The ‘policy of the Ministry of Education whereby educa- 
, tion authorities; with the co-operation of employers, make 
arrangements for children to be shown round various local 
industries in order to broaden their minds, to interest them, 
and to help them in their choice of career is an excellent one. 
and needs to be encouraged. i i 

The three years between leaving school at 15 and being 
called up at 18 may be spent most unsatisfactorily unless 
there is more scientific placing in industry of the type of 
boy whose instability and lack of concentration are much - 
greater than those of the normal boy: $ 

The normal adolescent usually spends his leisure in a satis- 
factory way, either as a member of a youth organization, at 
evening classes, or with his friends at home or elsewhere. As 
recent surveys have shown, however, even in the case ‘of 
minor delinquents, the way in which their leisure is spent 
often leavés much to be desired. It is unusual for a delin- 
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quent to be an active member of a youth, organization, 
though he may be loyal to his “ gang” to an exasperating 
degree. ‘Never having got into the habit of doing anything 
systematically and regularly, except, at most,.to attend school 
by compulsion, he rebels against regular attendance at a 
voluntary’ organization. ” a - 

Gambling plays a large part in the activities of many 
people to-day. Parents gamble in one way or another and 
their children naturally imitate them. It may easily lead a 
boy of weak character to steal and cheat, and is a factor 
which may produce delinquent behaviour. 

Sheer boredom and having nothing better to do may lead 
many into adventurous exploits which bring them before the 
courts. The normal boy satisfies his competitive instincts in | 
playing or watching team matches. Others satisfy it by 
competing against the police and risking detection. Because, 
after leaving school, so many delinquents take no part in 
organized games, they rarely shine in any form of sport. 


“But if the delinquent can be persuaded to train seriously for 


boxing, or athletics, or football, it is not unusual for him 
to be outstandingly good at it. In addition he learns loyalty 
to the team and pfide in its achievement. 

A‘preliminary report on “leakage” from boys’ clubs, in 
1947, indicated that, of boys who joined clubs,.an average of 
39.8% left within six months, and'54% within twelve months. -` 
It is not easy to retain as a good member of an organization 
a boy who first joins when he is leaving or has Actually left 
school. It is therefore desirable that youth organizations 
should cater specially for boys in the early years of adoles- 
cence and while they are still at school. On the other hand 
boys in the later years of adolescence—between the ages of 
154 or 16 and 18—do not want to spend their leisure with 
boys who are passing through the crises of the dawn of 
puberty; so that separate provision should be made for the 
younger boys. By evoking their loyalty and interest in an 
organization composed mainly of schoolboys with whom 
they mix happily while at school, this younger age group will 
probably transfer without difficulty later on into the organ- 
ization for older boys which may have attained such a high 
standard that they would have been afraid to become a 
member of it when they were younger. : 

By satisfying the needs of the boys in the early stages 
of puberty, when they are especially aggressive, destructive, 
and unstable, youth organizations could do much more than 
they'do at present to prevent delinquency in adolescent boys. 


: Solitary Boys ' 
_ A considerable number of boys refuse to join any organ- 
ization and may thus get little training in establishing 
satisfactory human relationships. The solitary boy may be 
aggressive—the lone wolf type whose aggressiveness has to 
be expressed somehow or other—and if he cannot find outlet 
in legitimate ways he is apt to find illegitimate occupation, 
and appears before the courts as a delinquent. If the parents 
and probatidn officers can fully understand the nature and 
needs of such boys, he may be wisely guided and ‘find 
salvation, but it will not be by way of youth clubs. 

Choice of occupation will, be important, and if he has 
sufficient intelligence and practical aptitude and if some job 
can be foun. in which he can-do something on his own and 
express his own individuality, all may be well. If he has 
committed a serious offence, the difficulty may be great, for 
such a boy is not likely to be a success in a Home Office 
school and stilf Jess at Borstal, and yet that may be the only 
available channel of disposal. . 

The shy solitary child is psychologically even more of a 
problem thar the “lone wolf.” He-much less frequently 
comes into -the juvenile court, but, if he finds no one to 
understand him, he may break out into’some violent or quite 
irrational behaviour. . £ 

_ While it is important that attention should’ primarily be 
given to the proper treatment of the average boy—and a 
great deal has already been achieved—the time has come 
when more serious study of the exceptional should be 
encouraged. 7 
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Z Other Failings = ‘The Megitimate Child 
- The delinquent boy is often generous towards his pals - 7, The mother of a child born out of wedlock should be 
, -and is generally eager to treat them to cigarettes, to a meal urged to take care not to ignore or neglect that child after 
in a café, or to the cinema. A major portion of his money the arrival of a legitimate child. 
is frequently spent on clothes, usually a snit of the latest _ i 5 i 
pattern and cut, with tie, socks, and shoes to demand atten- _- S 
tion from the passer-by. A good many offences are com- Education —— 

- mitted in order to satisfy his desire to be conspicuous in 8. Under the Education Act, 1944, the special education 
this way, or to win popularity by bribery, and thereby com- and care of educable children with low intelligence quotients 
pensate for his sense of inferiority. ` are fully covered legally. But owing to’ financial, building, 

Very few delinquents have a sincere religious background. and other current difficulties the necessary and adéquate pro- 
Such religious training as he may have been given in school visions to meet their needs aré not yet available. Though a 
ce has little restraining influence on him, nor is it an inspiration recent increase has been noted, it is urged that an accelera- 

‘ for right doing. It must be admitted, however, that this ig ‘tion is imperative if the propensities of this group of children | 

+ frequently also true of the non-delinquent. - to antisocial behaviour are to be countered. 

Š Often, because of mismanagement, poverty,-and ignorance 9. Education authorities should endeavour to- modify the- 
at home, the health of the adolescent may be inferior. Many school curriculum so that the #iterest of boys aged-between 
neglectful : parents fail to have him treated for physical 14 and 15 may be maintained in order that neither they nor 
defécts discovered at the school medical inspections, and the_parents should feel that. the additional year’s schooling 
his nutrition often suffers_frem—siuWise, inadequate, and’ is being wasted. 
irregular meals. In sop ases a sense of inferiority arising 10. Appropriate action should be taken-to ensure adequate 
from a marked physical disability or deformity may be over- aftercare of those who leave the special schools for ’ 
compensated by resorting to delinquency. educationally subnormal children. 

- The Salen is more likely to affect the unhappy boy of 
poor #itelligence. The committee is in general agreement < 


with the Report of the. Departmental Committee on Children_ _ N Sex ae Canes ç 
aid the Cinema, which says of the influence-of the cinema: . . 11. In addition to giving general instruction in schools in 
A7 a If the values it portrays are wholly worldly and material, biology (including human reproduction); there is need for- 

S the cinema will help to rear a future generation of men and _imstruction in the personal approach in sex relationships. 
= women lacking in ideals of spiritual force and therefore 12. Ideally, instruction in personal sex relationships should 
- Jacking in sound moral standards for normal life.” be given individually, preferably by the parents. Courses 
: Le : of instruction for parents in the giving of -sex educa- 
. 3 Bi : tion and guidance should be instituted either by local 
~ RECOMMENDATIONS authorities ôr by voluntary organizations, and efforts should 
Child Cruelty and Neglect be made to encourage parents to attend. 


, à . oats tle tg 13. Courses should also be organized for members of 
1. It is essential that there should be early detection in -school staffs, ministers of religion, and’ leaders dF youth 
cases where a child is jill-tredted or neglected or made organizations. 
„unhappy because of unsatisfactory relationships between 14, Advantage should be taken during ‘the period of 
“parents, or between the parents and the child. To assist in National Service to encourage young men to adopt the right 
this, care committees, as in London, should be established attitude to the other sex and to impress upon them the 
for all schools throughout the country. sanctity and responsibilities of marriage and parenthood. 
2. Where a child’s development or happiness is being - g 
seriously jeopardized because of physical or mental cruelty i 5 
H in the home, whether direct or indirect, and it is not protected The Adolesccit - 

- by existing provisions, the, children’s officer should -be "15. There should. be far greater co-operation between the 
notified by. either the care committee, the teacher, or the leaders of youth organizations and the parents of the, 
health visitor. The children’s officer will frequently need~ members, and parent-leader associations should be formed 
expert medical assistance in dealing with the case, and he is for the purpose of discussing the emotional and behaviour 

- urged to obtain such assistance in all suitable cases. Where Problems which arise during adolescence. _—- 
the case appears to be hopeless, it should be referred to the 16. More home visiting should be undertaken by the 
police, or local authority, or National Society for the Preven- leaders of youth organizations. 
tion of Cruelty to Children for inquiry and supervision, 17. The formation of parent-teacher associations should 
and, if necessary, prosecution. be encouraged in all schools. 
* 3. Where rehabilitation of the parents is attempted, greater 18. It is important that courses in homecraft and mother- 
-- care should be taken to ensure that the child is not subjected ‘Taft should be available for girls in evening institutes under 
to continued neglect or unhappiness while this process of the auspices of the'local education authorities. 
h rehabilitation is going on. 19. In view of the different outlook and characteristics of 
4. In cases where children are neglected or made to suffer boys in the various age groups between 13 and 20, the com- 
through their parents’ cruelty or lack of capacity to look mittee feels that clubs should be so organized as to cover the 
after them, it is essential that the children should be removed Whole range from 13 to 20, but with different sections to 
from harm at the earliest possible moment under-the:pro- Cover the different age groups—i.e., 13-154, 154-18, and 


visions of Section 1 of the Children Act, 1948. _ 18-20. These groups should be under the same general 
. - leadership and should meet together occasionally. 
s l The Adopted Child ~ 20. Boys should be encouraged to ‘join a youth organiza- 


tion or club while they-are still at school. 


` 5. In cases of adoption, the High Court and County Court 21. For boys who are aggressive, and not willing to adapt 


2 judges, and the magistrates in the juvenile courts, should themselves to ordinary club conditi erlmental clubs 
» ` advise the prospective- parents to inform the child at the might be formed which would cater far SpSnta Reads group 
earliest possible moment that he has been adopted.. formation, with self-government within the group . 

. 6. The Adoption Act should be‘amended so that the age at , : & \ : 
which an infant is considered: old enough to uhderstand the 7 a 
nature of adoption proceedings is determined by the Act, Pa Employment . 
or,.preferably, the Act should give to the court a clear 22. Sincea schoo} report on all boys is sent to the Youth 
discretion as to the service of notice in the case of any Employment Committee, it would be advisable if, in all 
infant.. - $ f = . cases, the committee would consult with parents and school 
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teachers before the boys leave school and obtain their first 


- situations, and, if possible, keep in touch with the boys 


afterwards. ~ i 
23. It is highly desirable tbat, with the more backward 


boys, attention should be paid to special placement in 
industry so that they are not given work which is beyond 


“their capabilities. 


24. Aftercare committees should be established in con- 


- pexion with all secondary modern schools throughout the 


country. 


va 


Pre-marital Guidance 


«25. Facilities-for obtaining pre-marital advice and guidance 
should be available to all who desire it. The committee, 
strongly supports the view that education, in the widest 
sense, before marriage is a vital matter. Thesfamily doctor, 
marriage, guidance councils, and the Church are channels 
through which advice can ordinarily be obtained. The com- 
mittee feels, however, that with regard to marriage guidance 
councils, and other lay bodies, there is a real need for a 
greater measure of selection and training of those giving the 
advice. ' 7 - 

26. There should be a closer follow-up by the Church of 
-those who are married in church, so that the clergy may be 
on such terms as to be able to advise and help in marital 
difficulties. 


Married Couples 


27. Discord in the home should be dealt with as early as 
possible, and to this end the committee recommends that 
those people welcomed in the home, such as the doctor, 
nurse, health visitor, etc., should be fully cognizant of the 
help which can be given by psychiatric clinics of the 
hospitals and child-guidance clinics, by probation officers, or 
by organizations such as citizens’ advice bureaux, the 
Council of Social Service, marriage guidance councils, family 
guidancé councils, etc. - If signs of marital disharmony are 
apparent, they should encourage individuals to seek the 
advice of these or similar organizations. 

28. The scheme for free or assisted legal aid should be 
amended so that in some way or other those seeking divorce 


° should be afforded the opportunity of discussion and help 


from trained social workers. 5 

29. Every effort should be made to help parents to take 
their pleasures together. To this end, sitter-in services should 
be established on lines similar tọ the home-help scheme, 
The committee realizes that it may be_necessary for local 
authorities to subsidize this service. 

30. The home-help scheme should be extended to ensure 
that no mother resumes her household duties until she has 
fully recovered from childbirth. p 

_ 31. Mothers of children of school age should, if possible, 
be employed only during the hours in which the children are 
at school. $ 

32. There should be “ short stay ” crèches, where mothers 
can leave their children for short periods. This would help 
to prevent older children being kept away from school to 
look after the babies. 


“General 


33. One of the best means of deterring delinquency is 
the certainty of detection, and this depends on the success 
of the efforts to increase the strength of the police forces. 

34. To enable children who are deprived of a playroom or 

. Z e . : . o 
nursery to have supervised play in surroundings similar to 
their own homes, and within near reach of their parents, a 
children’s tenement flat should be reserved on the ground 
floor of new tenement buildings. 

35. A distinction must be drawn between the various types 
of truancy. Where it is due to the child, he should be 
referred to a juvenile court as soon as possible, and, as in 
this type of truancy the child is generally maladjusted, there 
should be further inquiries before a decision on his future 
is made. 
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36. The recommendations of the departmental committee 
on the cinema should be implemented as soon as possible. 


Powers of the Courts 


37. Legislation should be introduced to provide for ade- 


quate aftercare for those youths who have served a period in 
a detention centre. 

38. Special closed houses, attached to certain approved 
schools, should be established for persistent absconders. 
Such houses should be staffed by a team specially selected 
and trained for the purpose. . 

39, Special approved schools should be established for the 
appropriate age groups of severely maladjusted delinquent 
boys. R 

40. More hostels should be established for those boys who 
are found to be maladjusted and are in danger of becoming 
delinquents. à 

41. In order to ensure that parents appreciate their 
responsibilities, a surety should be deposited at the time an 
“rder is made under SectronSS of the Children and Young 
Persons Act, 1933, f. 


Note.—Sectic 55 (2) of the Children and Youzg Persons Act, 
1933, states that “in the cage of a child or young person charged 


, With any offence, a court may order his parent or gui#dian to 


give security for his good behaviour.” 


a 


The Persistent Offender 


42. It ıs important that the delinguent who is not likely to 


respond to any form of treatment should be recognized at 
an early stage after conviction. Accurate prediction is 
essential in these cases, and the committee urges that further 


research on the problem should be undertaken without — 


delay. 





THE MENACE OF OVER-POPULATION 
Dr. E. W. BARNES’S CAVENDISH LECTURE 


The Cavendish Lecture was delivered before the West 
London Medico-Chirurgical Society on May 21 by the 
Bishop of Birmingham, whose subject was “ Over- 
population.” Dr. C. E. NEWMAN, president of the 
Society, was in the chair. 

Dr. Barnes, after a reference to Henry Cavendish. 
eccentric eighteenth-century millionaire and discoverer of 
hydrogen, in whose honour the lecture had been founded, 
and to his own friendship with J. J. Thomson and Ernest 
Rutherford, who were successively directors of the Caven- 
dish Laboratory at Cambridge, spoke of the change of out- 
look which had taken place in this century concerning the 
future ‘of mankind. Never had the knowledge of the facts 
of nature grown so rapidly as during the last SO years, never 
had the control over natural processes been so complete, 
and yet concerning the future of mankind on this earth 
there was profound pessimism. 

In the world at present there were 2,200 million human 
beings, and the number was increazing steadily and danger- 
ously. In England as late as the time of Queen Anne the 
struggle between life and death had been severe. Smallpox 
and other scourges prevailed. When Dean Stanley was at 
Westminster he opened one of the Stuart tombs and out 
there tumbled an avalanche of little coffins containing the 
mortal remains of the 18 children of Queen Anne, only one 
of whom had lived to be a full-grown child. 

The conquest of infant mortality and of disease had 
been marvellous. Throughout the world populations had 
expanded. Everywhere communities were becoming dis- 
quietingly dense. Pressures arose in many areas from 
intrusive immigrations, leading to racial enmity. History, as 


he read it, held little promise for the future of racial groups. 


that were fashioned by overcrowding. Over-population and 
social progress were not natural allies. E Sa 


’ 
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The science of genetics, the Bishop continued, had made 
great progress during the present century. The nature of 
Mendelian inheritance had become general knowledge. But 
what was the effect of the new knowledge? Was ıt much 
more than that nature was more powerful than nurture ? 
When an adverse mutation—feeblemindedness was one of 
the most troublesome—had appeared in a family or group 
of families it was not removed by transferring those families 
from a slum into wholesome surroundings. The defect 
remained, and it was to be eliminated only by eliminating 
the stock in which it appeared. 


Inferior Stocks 


Was such elimination possible withqut some measure of 
sterilization or infanticide ? What should be the policy of 
a civilized race anxious to improve the quality of its people ? 
For hundreds of thousands of years the human race had 
had to struggle to ensure its survival, and thereby it had 
acquired an outlook which was difficult to set aside, even 
though religious sanctions were abandoned. The average 
Man—perhaps even more, the average. woman—hesitated 
to admit the legitimacy of any form of euthanasia. Many, 
perhaps most, would not permit the elimination of defective 
individuals, even those whose life was a tragic burden to 
themselves and to the community. 

The result of preserving inferior stocks in populations 
that were becoming excessive was to saddle the community 
with an increasingly heavy social burden, and probably, as 
the defective mutations permeated the community, there 
would be a lowering of the general quality of our people. 
-For ourselves, our food supplies still held out—but was 
that permanent? Ever larger populations were struggling 
against one another for food and for space in which to 
Irve. Was the process to continue until intolerable condi- 
tions made war inevitable ? Fifty years ago a few thinkers 
held that war was a useful blood-letting? We had learned 
too much-of war to tolerate such facile optimism. Atomic 
weapons were too dangerous to think of their use as a 
means of eugenic defence. If atomic radiation made for 
favourable genetic mutatiohs there might be some excuse 
for such weapons, but, although radiation could produce 


genetic changes, ‘such changes were almost invariably ` 


harmful. 


Birth Control on a National Scale 


Until recently it had been held that population increase 
was necessary for survival in a competitive world. Had not 
„the time come when the wiser leaders of opinion should 
join in a different policy? There were signs of a change 
of feeling in France, which continued to be one of the 
leading intellectual nations of the world, where birth con- 
trol was a definite element in social policy. In India 
Mr. Nehru had said recently that the Government was 
studying the possibilities of birth control. What alterna- 
tive could there be in a country with a density of 300 to 
the square mile and where the rate of growth of popula- 
tion in the last 20 years had been three times what it was 
half a century ago ? Japan, realizing that her present food 
increase was inadequate to her high birth rate, was encour- 
aging contraception and had legalized under certain condi- 
tions medically controlled abortion and sterilization. China, 
on the other hand, was arming her people, but it was diffi- 
cult to see. how, as over-population increased, she could 
ultimately escape, notwithstanding the very fine qualities of 
her people, poverty, revolution, and war. ee Fal ‘ 

In conclusion the Bishop asked how our so-called Christian 
country could combine necessary and wise action with what 
was best in the Christian tradition. 

“Ido not myself find in that tradition a group of social 
policies which can be termed final and perfect. How can 
one expect that in this imperfect world? But I would 

- emphasize that we show loyalty to that tradition when we 
do our best for those with whom we live, and when we 
remember the great teaching,“ Thou shalt love thy neigh- 
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bour as thyself.’ Should we not, with the object of increasing 
the welfare of our neighbours, welcome changes of thought 
and feeling called for by new world conditions? Should 
we not join’ with other peoples in careful thought as to 
how the moral stature and happiness of mankind can be. 
increased ? The ideals we ought to set before ourselves 
are undoubtedly menaced by over-population. Over- 
population inevitably leads to the increase of inferior 
human stocks, which even a few generations ago would 
„not have survived in this country under harsher social 
conditions. F 

“What are we to do? Are the great countries of the 

. world to have. populations so large that they become an 
excuse—although a mistaken excuse—for war? Are we 
to refuse to accept the restraints that limit the increase ? 
Or are we deliberately to seek to foster populations of finer 
types ? ” tara 
In moving a vote of thanks to the Bishop of Birmingham, 
Mr. V. B. GREEN-ARMYTAGE said that so far as he could 
see it was only the totalitarian State which could deal with 
this problem, and that meant the destruction of the liberty 

of man. ; 


` + 





BLINDNESS IN THE COLONIAL EMPIRE 


A British Empire Campaign Against Blindness was inaugur- 
ated at a luncheon given at the House of Lords on May 23, 
with the Earl of Halifax presiding and the Prime Minister 
as chief guest. The purpose of the Campaign 1s to bring 
help to people in the Colonies in reducing the heavy inci- 
“dence of eye disease, which, it is computed, affects between 
10 and 15% of the general population. Sir BERNARD PAGET, 
chairman of the Appeals Council, addressing a conference 
on the subject before the luncheon, said that in 1945 the 
Colonial Office and the National Institute for the Blind set 
up a joint committee to investigate blindness ın the Colonial 
Empire. A delegation made an extensive tour in Africa and 
the Middle East, travelling 35,000 miles and visiting 12 
Colonies. The report they presented_revealed a sombre 
picture, and it was obvious that some action was necessary. 
In January, 1950, the British Empire Society for the Blind 
was incorporated. This body is under the direction of an 
executive council comprising membefs appointed by the 
Secretary of State for the Colonies and the National Insti- 
tute for the Blind, together with other members having. 
experience in Colonial administration and large-scale volun- 
tary effort. It is empowered to take action in every térritory 
of the Colonial Empire to prevent blindness and to advance 
the education, employment, and welfare of the blind, and. 
it may extend its working area to the High Commission 
Territories of South Africa, and any condominium, such as 
the Sudan, to which the British Government is party. Grants 
were made to the Society by the National Institute totalling, 
£10,000 for three years, and an even larger sum has been 
promised by Colonial Governments. ° 


A Million Blind. 


Sir Bernard Paget said that it was estimated that a million 
people in the Colonial Empire are blind, this number being 
equal to three times the blind population of Great Britain 


— and the United States put together, and that 75% of this 


blindness and of eye disease in general is preventable. In 
the four West African Colonies alone the blind’ population. 
is estimated ‘at 300,000, and Hast and Central Africa also. 
show very large figures, In-Malaya 12,000 blind people 
have been recorded, and in the West Indian Colonies the 
incidence again is very high. i 

The British Empire Campaign Against Blindness (53, 
Victoria Street, S.W.1), which is being sponsored by the 
Society, aims at raising this year one million pounds, half 
of which, it is hoped, will be contributed in the United 
Kingdom, in certain Dominions, and from selected interests 
in the United States, and the other half by the Colonies. 
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themselves, sich of which has fixed its own target. At 
present the facilities for educating, training; and employing 
blind people in the Colonies are woefully inadequate. In 
all the Colonies there are only 11 schools for the blind, 
altogether accommodating fewer than 300 children, and with 
only two small workshops. The work which is to be put 
into operation as the result of what it is hoped will be a 
successful appeal will include intensive campaigns in repre-. 
sentative regions to demonstrate practical means of prevent- 
ing eye diseases ; continuous publicity to teach people how 
to preserve their own and their children’s-sight ; grants to 
voluntary -bodies to extend and improve research facilities, 
eye hospitals and clinics, and to develop existing schools . 
and training centres; the establishment of regional offices, 
staffed by experts, in each of the principal parts of the 
Colonial Empire to stimulate and co-ordinate work for the 
blind’ by Governments and unofficial agencies ; the founda- 
tion of at least one school and vocational training centre 
for the-blind in each large Colony, and also centres where 
local staffs can be trained as school-teachers and craft 
instructors. Another ‘objective is the establishment of 
Braille presses to print school textbooks. No Braille books 
are as yet printed in Colonial languages. 

The Society’s secretary, Mr. J. F. Wilson, ‘lately visited 
Nigeria and the Gold Coast to Jay the foundations of.a West 
African office and to plan the first ophthalmic survey in the 
Northern Gold Coast, which includes the “ country of the 
blind,” where large numbers of -people are afflicted by 
onchocerciasis, 

Lord HaLmax announced at the luncheon that the blind 

in Canada, on their own initiative, had-launched an appeal 
thfoughou ithe Dominion, sponsored by the Canadian 
-National Institute for the Blind. 
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~ PUNCH-HOLDER FOR ‘BLOUNT’S STAPLES 


Mr. RanpLe Lont, M.Ch.Orth. surgeon-superintendent, - - 
Bretby Hall Orthopaedic’ Hospital, writes: The method of 
obtaining epiphysial arrest by means of the introduction. of 





stainless-steel staples astride the epiphysial plate described 
by Blount and Clarke (J. Bone Jt Surg., 1949, 31A, 464) 
seems to be gaining favour. The operation: js slightly 
tedious, and accurate introduction of the staples can be 
difficult. The introduction is facilitated by using the punch- 
holder ‘illustrated here, which has been made for me by 
Messrs. Down Bros. With this instrument the staple itself 
acts as a starter and can often be pushed home to half its 
length . by hand, allowing very accurate positioning. The 
staple sits in the recess at the end of the holder, and is 
held firmly in this position by the small spring, permitting 
withdrawal of the holder when the a is located in the 
bone. À š 
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Hexamethoniom and Hemiplegia. _ 


Sik,—Recent reports of the occurrence of hemiplegia as a 
side-effect of therapy with methonium salts’ prompts me to 
put on record a further instance of this complication. 

Aman of 55 years was admitted to Ronkswood Hospital on 


- January 10 with a blood pressure of 270/180 min. Hg which 


had been discovered by his family doctor twelve months 
Previously and which had been treated by weight reduction. 
He was free from headaches but complained-of shortness of 
breath. There were no signs of cardiac failure: the intra- 
venous pyelogram was normal. -After five days’ bed-rest 
his blood pressure fell to 236/130. On January 17 the blood 
pressure had fallen to 200/ 150 and on that day hexameth- 
onium bromide was started in a dosage of 20 mg. intramuscu- 
larly per day. This was giadually increased to 80 mg. per day 
in one dose, but the blood pressure on January 24 was still 
as high as 220/150. On that date he suffered from violent 
vomiting and acute vertigo which did not settle down satis- 
factorily and the drug was discontinued for two days. On 
January 27 oral hexamethonium was started (40 mg. four 
times daily) and continued until Febriary- 3, the dosage 


` having been steadily increased to 80 mg. four timés a day. 


The blood pressure was now 230/138—i.e., almost precisely 
the game as on the first day of administration of this drug. 
At 4 a.m, on-February 4 the patient had. a sudden attack of 
dysarthria with weakness of the right arm and considerable 
mental impairment. ‘The following day it was clear that he 
had developed a crossed hemiplegia with a left facial weak- 
ness,-a much impaired grip of the right hand, and a right 
extensor plantar reflex. By February 22 gradual improve- 


_ ment had reached the state where movements and power 


were normal and the extensor plantar reflex-had disappeared. 
The blood pressure remained -practically unchanged during 
this period. By May 16 there were no residual signs of 


upper motor neurone dysfunction and the-patient had been a 


at work for some weeks.—I am, etc., 


Worcester. C. F. J. CROPPER. 


Pentamethoniom in Surgical Emergencies 


Sm,—Pentamethoniam bromide is a new drug and up to 
the present full use has not been made of its clinical appli- 
cations. It is known that it will produce, with comparative 
safety, a bloodless operating feld by causing a fall in blood 
pressure (see R. W. P. Shackleton’s paper, May 12, p. 1054). 
Recently I have been struck by its use in surgical emergencies, 


Caso 1 was an operation of ‘external ethmoidectomy on a 
woman in.good health: The anaesthetic employed was 0.6 g. 
thiopentone followed by 60 mg. “ flaxedil.” An oral-cuffed: No. 8 
Magill tube was passed into the larynx. Maintenarce was with 
gas and oxygen, with further small increments-of thiopentone 
during the operative procedure. As bleeding in this operation 
is‘unusually profuse, and -we were making a film, 80 mg. penta- 
methonium bromide was given. This produced a drop in blood 
pressure from 120/75 mm. Hg to 45/15 mm. Hg with perfect 
operating and filming conditions. The pressure remained at this 
level throughout the operation, which lasted for 45 minutes. 
“‘ Methedrine,” 10 mg. intravenously and 20 mg. intramuscularly,, 
was given at the end of the operation, with a very speedy recovery 
of the blood pressure to 100/65. The patient was returned to the 


- ward in good condition and semi-conscjous. During the night 


An interesting new industrial skin disease is described in 
the latest issue of the British Journal of Industrial Medicine 
(1951, 8, 95). It results from continued contact with a 
vibrating surface—for example, the handling of a lathe stand- 


“ing on a loose floor-board. When the hands have béen for 


some time in contact with the vibrating surface they become ` 
red and sweat excessively, and the signs disappear within. a 

week of stopping work. Thé author suggests the name 
hyperhidrosis erythematosa traumatica. ` 


a1. -:. 2 


severe haemorrhage occurred and a new resident dealt with the 
condition very effectively but in quite an unorthodox manner:- 


to wit, by administering 50 mg. pentamethonium bromide intra- - 


yenously. This controlled the bleeding, but unforttinately no 
record of the blood pressure was taken. When seen by myself 
the following day the patient was very well, there was no recur- 
rence of the haemorrhage, no ill effects were obvious, and her 
complete recovery wag uneventful. 

Case 2 was a high and difficult. gastrectomy done on a fit young 
man. The anaesthetic consisted of thiopentone, gas-oxygen- 
cyclopropane, with tubocurarine asa relaxant: Towards tne end of 
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oe eop id npo on ie Ptg paie a artery spit and sensitivity, Dr. Reynard’s case is strongly suggéstive of a 

was felt, however, acres oo uld be extremely di Ath eh kad _ direct cardiac effect of the drug., Dawes (Brit. J. Pharmacol., 

tig the bleeding point owing to its inaccessibility. After consul- 1246, 1, 90) has demonstrated the quinidine-like action of 

‘tation it was decided to give pentamethonium bromide; 90 mg. Pethidine on the isolated rabbit auricle, which is exerted 

_ in all was given ‘intravenously in split doses over a period of 810 ina potency of 0.83 times that of quinidine itself, weight for 

A minutes, bringing down the blood pressure from 100/75 mm. ` Weight. That intravenous pethidine can induce heart block 

a Hg to 50/30, mm. Hg. The packs were then removed and the in the artificially respiring cat has been demonstrated inthe 
bleeding was'found to have stopped: in fact the-bleeding point Department of Pharmacology. University of Leeds: : - 

coula. not be found. The problem then arose whether to close > In view of. the accompanying bradycardia, it is thus” 

eee’ Gn boca ee Pack, or to brng. the pose possible that Dr. Reynard’s case may have been, in’ fact, one 

£. er was adopted, 30 mg. of hypersensitivity, to the quinidine-like action of pethidine. 


: “ methedrine ” being given’ intravenously with ‘a recov Eth ; : : 
` blood pressure`to 100/75 within a fe Sa Thee was nied I feel that his suggestion that intravenous pethidine has little 


further onset of haemorrhage, and the abdomen was closed. The Place as a routine anaesthetic agent might profitably be 


patient made an uneventful recovery. extended to include the intravenous-use of thé drug in 
Judging from these two cases it seems to me that the. use i ae am, etc; ž z r 
h Leeds ; K. A. EXLEy. 


of this drug in the control of haemorrhages offers, possibilities _ ` R 
which ‘would bear investigation. I have in mind (1) ligațure- f 
„O ma slipping on a‘renal pedicle, (2) arterial anasto- “|” _ Obstinate Tapeworm. 

N “mosis, post-operative haemorrhage, (4) ordinary emer- —In hi r ic i 

ı > gencies like haemoptysis or haematemesis. I must stress, Pr Fee 29 e AA hie oe 

however, the importance of the fact that none of these trials dent (“ Any Questions ?” May 19, p. 1154) did not mention” 
be made by anyone other than a skilled anaesthetist, fully a useful and not unpleasant treatment—namely, mepacrine. 

= conversant with modern measures of resuscitation, and only I have found it expel the head in a dosage of 1 g. given 
in selected cases.—I am, etc., -in two cachets after the usual preparation. The worm is - 


2 


` London, W.1. , - J. KENNEDY HARPER.. stained bright yellow and so recognition of the head is 
ten 58 a ea r e 5 : easier.—I am, etc:, S 
Is Superinfection Important in Tuberculosis ? - _Enfield, Middlesex. ~ 7 C. ALLAN BIRCH. + 
5 AA - = 
. Sm,—In your answer to a correspondent (“ Any Ques- va 2 ĉ* 
2 tions ? ” May 19, p. 1153) you write that the main body of Sm—tI should suggest giving the filix mas through a 


tuberculosis mortality in Great Britain “ results ‘not from Ryle’s tube. Use the ordinary preparation, and on the 
primary infection but from superinfection occurring at some second day pass a Ryle’s tube. ` Wait till the ‘end is in the 
liter date.” You may be right, but I think your correspondent duodenum (turning the patient on his right side helps). Then, 
should know that there is a substantial and I believe growing when x-ray screening shows the end in’ place, give through 
number of phthisiclogists to whom. supefinfection appears the tube a drachm of liquid extract of filix mas made up to 
of little importance. To them phthisis develops from the about 10 ml., followed by about 5 ml. water. ; 
primary lesion, or from the seedings of the haematogenous This gets a concentrated dose of filix mas well on to the 
dissemination which.usually occurs shortly after primary head of the worm: I have found this method succeed several - 
infection.—I am, etc., ; 7 times after other ways had failed —I am, etc., i 

Aylesbury. ZO STEPAN HALL. King’s Langley, Herts. - REGINALD FISHER. 


+ 


a 


ig Oe” y e Ame SAS T e o A g London School of Hygiene Association 
. SR, —As a frequent employer of pethidine in conjunctiog SR,—A school association has been formed, membership 
with nitrous oxide-oxygen anaesthesia, I was interested to 4 which is open to all studerits who have followed a com- 
read the description of Dr. A. L. Reynard’s case (May 12, plete recognized course of instruction in the London School 
p. 1081). I feel, however, that in his interpretation of the \o¢ Hygiene and Tropical Medicine. There is a nominal 
_ ~ events described I can agreed with him only as far às the entrance fee of 2s. 6d, but no annual subscription. Members 
termination of the operation, which he states was approxi- 1, entitled to receive every year a copy of the annual report 
sonny aa minutes after the second intravenous dose, of and any notices connected with the association.. It is hoped 
; pethidine. > ž o aane n E to arrange an annual open day and possibly an annual dinner. 
‘That pethidine depresses respiration is generally agreed, 4 special association tie -has been designed, and is obtain- 
“but before holding it responsible for the severe collapse - able at a cost ofa17s. 6d. a 
~ described, and so long after injection given intravenously, I. y hope that all past students will join the association and’ 
feel that one must consider the possibility of other con- maintain as close contact‘as they can-with the school and 
~- tributing factors. I cannot help wondering -whether-there staff. Applications, together with the entrance fee of 2s. 6d., - 

$ Peake: not some degree of respiratory obstruction Present after. should be sent to Miss K. M. Shaw, Personal Assistant to 

es a aoia p ie ae aad poan o Loa the Dean, London School. of Hygiene andSTropical Medi- 
‘depressed cen could itself give rise to just such a train |; : sr Stree á ‘C.1-+I am, 

x - of events as described, and the resultant damage to the ae Keppel, Street: Gower t, Eon ov wes AN 
„medullary centres from prolonged hypoxia would account for i 
the delayed response to resuscitation.—I am, etc, — 

- Hitchin k O. H. E. BAYLES. , f 
o tae ; SOE .`,  , Gallamine Trietliiodide and Electro-convuksive Therapy 
a * = ae Aray Nons +e a . `, Sm,—The papers by Drs. O. S. Thompson and ‘A. Norton- ~ 
_  SiR,—Following the introduction of intravenous pethidine (April 21, p.-857) and by Drs. R. H. F. Smith and D, L. C. - 
-as an adjuvant to general anaesthesia by Mushin and’ Thomas (p. 860) on this subject were of great interest. We 
Rendell-Baker. (British Medical Journal, 1949,-2, 472) there * should like to confirm and comment on their findings from 
have appeared, in your columns 'two` case reports of . our experience of 110 treatments on 16 patients aged from . 
so-called “ pethidine sensitivity ” (Zuck, January 20, p. 125, 23 to 73. . ~ 
~ and Reynard, May 12, p. F 1081). Both cases woro We first used a method very similar to that of Drs. Thompson 
characterized by acute generalized shock, the first exhibit- and Norton in March, 1950, for a young man, a schizophrenic, 
ing tachycardia and the second a marked bradycardia.. who had shortly before suffered a crushed dorsal vertebra in 
While in the first case the rapid onset of symptoms may ‘ an unmodified induced fit. So pleased were we with the result Šg 
-have indicated a condition of true generalized pethidine -, that we have modified all E.C.T: since with “ flaxedil.” - 


* 


London; W.C 1. ` ANDREW TOPPING, 
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For the first treatment the dosage is judged on the experience 
of one of us as an anaesthetist and is suitably modified for the 
later fits. The range has been 60-80 mg. flaxedil mixed in 
a syringe with 250-500 mg. thiopentone and 1/100 gr. (0.65 mg.) 
atropine sulphate. The patient lies in bed with his head on one 
pillow. One nurse gives all the assistance needed and remains 
with the patient until he recovers. No restraint or special padding 
ws needed. Tho injection is given and as consciousness is lost 
the apparatus is carried into the room. The lungs are gently 


CORRESPONDENCE 


inflated once or twice with oxygen from a face-mask and bag, - 


and after about two minutes the shock is given. The-stages of 
the convulsion are recognizable, the clonic stage varying from 
‘a slight twitching to a definite convulsion in which, however. 
the muscles offer no resistance to passive movement, Tbe chin 
is supported throughout, and on the slightest sign of cyanosis 
the lungs are, even during the fit, again inflated. Cyanosis is 


rare, owing to the initially high alveolar oxygen. On cessation -~ 


of movement the lungs are again inflated and the patient turned 
on his side. This obviates any need of an artificial airway and 
prevents, inhalation of the saliva that is often produced. The 
duration of apnoea after the fit is oddly constant for each 
individual in all his treatments and occurs even if the shock is 
delayed until reasonable respiration has returned’ after the 
injection. If there appears to be any risk of the patient waking 
when partially paralysed we give 1.25 mg. neostigmine intra- 
venously. All our patients have woken quietly, as if from a 
natural sleep, within twenty minutes, One elderly woman failed 
to convulse after either modified or unmodified shock. 


After this admittedly short series we feel that it is 
becoming clear that the method has the following advan- 
tages: (1) Feeble muscular ‘action, causing neither local 
damage nor systemic strain. (2) Absence of glottic spasm 
and prolonged respiratory depression, making the avoidance 
“of anoxia simple. (3) Full psychiatric effect of the treatment 
enhanced by the fact that the patient, often anxious and 

~ depressed, sees no apparatus but a syringe, feels nothing 
worse than a thiopentone induction, and awakes quietly and 
orientated. The increasing confidence of most patients 


contrasts markedly with the sometimes increasing fear of 


unmodified electroplexy as the course proceeds. 
We believe the method to be effective, safe, and speedy. 
It should not be undertaken without apparatus for pulmon- 
_ ary inflation nor without the immediate availability of instru- 
ments for intubation and resuscitation and the presence of 
someone skilled in their use. Whenever a patient is rendered 
(unconscious and apnoeic, accidents can happen. The contra- 
. indications are those of barbiturate anaesthesia and the 
curarizing drugs. - = 
The observations of Drs. Smith and Thomas on the effects 
of flaxedil on conscious patients are of importance as an 


investigation, but we feel most strongly that no patient 


should eyer be subjected to curarization when conscious. We 
have recently heard from a reliable source of patients fearing 
surgical operation because of true stories of the awful feeling 
of “ waking death ” following the anaesthetist’s injection. To 
subject psychiatric patients to such an ordeal cannot be 
helpful. The raised blood pressure and respiratory rate 
found by these investigators might surely be due to anoxia 
as well as to fear. Thiopentone would be expected to lower 
the blood pressure and slow respiration without, however, 
relieving the anoxia. 

Some queries may be added on the psychology of E.C.T. 
If, in contrast to insulin, cardiazol, or unmodified E.C.T., 
patients can be made unaware of the whole procedure (one 
of our patients thought -that there was nothing happening 
but the injection), how does this affect the psychological 
interpretation of the convulsive reaction as the experience 
of, and unconscious need for, punishment -against guilt- 
feeling ? If, as seems agreed, results of modifiedE.C.T. are 
at least as good as unmodified treatment, are we still right 
in interpreting after-shock aggressiveness in unmodified treat- 
ments as abreactive ? Or can the absence of post-convulsive 
excitement, even after the effect of thiopentone and relaxant 
has worn off, be co-ordinated with the quicker return to 
normal of the electroencephalogram after shock under an 
anaesthetic ?—We are, etc., 

W. M. Jones. 
H. B. ROSENBŲSCEH. 


Harrogate. 
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Diet in Diabetes 
Sm,—The paper of Drs. C. C. Forsyth, T. W. G. Kinnear, 
and Professor D. M. Dunlop (May 19, p. 1095) is of great 
importance in drawing attention to the necessity to provide 
the diabetic, and particularly the diabetic child and the preg- 
nant woman, with a diet adequate to maintain proper 


nutrition. That this can be effected by “free” diet is not,, 


however, by any means established. Such a diet had to be 
abandoned in 11 of their 50 cases, and “ the fact that failures 
are still appearing after five years’ treatment is disquieting.” 
On the other hand the condition of patients on their con- 
trolled diet was generally less satisfactory as judged by body 
weight. But surely the controlled diet cofitained far too little 
carbohydrate, Presumably their cases were of similar type 
to those studied ‘on a “free” diet, who were non-obese 
diabetics, males preponderating in the ratio of 2 to 1, and 
whose occupation ranged “from sedentary work to heavy 
labouring.” ‘Yet 30 of their 39 patients received only 150- 
200 g. carbohydrate, and seven even less. 

One would agree with their conclusion that diabetics who 
have never been overweight may be given a full diet without 
much danger of becoming obese, but in some cases a tendency 
to exceed the desirable weight must be checked by dietary 
restriction. For several years it has been my practice to 
coinmence treatment of the non-obese patient with a 
measured intake of carbohydrate, 200-250 g. for a woman, 
250-300 g. for a man, allowing free choice of protein and fat. 
Glycosuria is controlled with insulin, and the adequacy of 
the diet judged by the patient's appetite and the weight. The 
dietary carbohydrate is adjusted so that the patient is satis- 
fied and the diet approximates closely to that of other 
members of his household, but few desire more than 300 g. 
Insulin dosage is altered as found necessary. Thus the 
patient is very soon taking a diet virtually of his own choice, 
glycosuria being generally controlled with one injection, 
usually a mixture of soluble and P.Z. insulin. With this 
regime he is less liable to insulin reactions, and is also able 
to make adjustments in the amount of insulin when upset by 
intercurrent illness. He is told what is his “ideal” weight, 
and instructed that this must never be exceeded. This 
method is simple and generally ensures the full co-operation 
of the patient, and appears to me preferable to the “ free” 
diet. It is of interest to note that the great’ majority of 
the patients of Drs. Forsyth, Kinnear, and Professor Dunlop 
on “free” diet were found to consume between 200: and 
350 g., carbohydrate, just the amount in the controlled diets 
of my patients. . 

In conclusion I would like to refer to the term “ correct ” 
weight. Published tables of average weights are satisfactory 
for men and the younger female age groups, but the 
“average” weights given for women of middle age or more 
are undoubtedly above the “ desirable,” probably by about 
10%. It is noted that two women in the authors’ series 
had formerly been overweight, and that “ free ” diet had to 
be abandoned`as they again became obese. This is surely 
what might have been anticipated. With a history of obesity. 
dietary restriction is probably always necessary, and generally 
this is effective without resort to insulin—I am, etc., 


Glasgow TAN Murray. 


Polymastia and Breast-feeding - 


Sm,—I have read with interest the case of “Polymastia 
Observed in Pregnancy,” reported by Dr. F” Hamilton 
Leckie (May 12, p. 1060). Dr. Leckie remarks that in a case 
of this nature breast-feeding is probably contraindicated, 
since he argues that the flow of milk from the supernumer- 
ary breasts would probably continue even though the extra- 
mammary glands were not suckled. This may be a fallacious 
conclusion, as in the case reported the supernumerary nipples 
were suckled. One other case which I have seen lends 
support to this view, 


A primigravida was otservéd to have islands of additional 
breast tissue, with a rudimentary nipple i in the region of the right 
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axilla. She was delivered normally at term, following which 


lactation became established, and milk was seen to drip freely 
from the additional nipple during breast-feedmg. No attempt was 
made, however, to put the child to this nipple, and after the 
first five or six days of the puerperium the flow of milk from 
it became markedly decreased, and disappeared entirely by the 
twelfth day, when the patient was discharged from hospital. The 
supply of milk from the normal breasts continued unchanged. 


“ It is possible, therefore, that the attempt to feed from the 

_ additional nipples in the case reported by Dr. Leckie was 
responsible for continuation of the milk supply, which might 
have dried up had suckling from them not been attempted. 
—I am, ete., 
Manchester. C: J. DewHurstT. 


- Insomnia after ‘Tuberculous Meningitis and 

_ Streptomycin j 
Sm,—In answer to Dr. Charles Weston’s letter (May 12, 
p. 1081), we havé not in our series of cases noted insomnia 
as an after-effect of tuberculous meningitis treated with 
streptomycin. During the course of treatment sleep abnor- 
malities have been’ noted, including complete reversal of 
sleep rhythm, but these have, in our.experience, all resalved 
with recovery. We have noted “as an after-effect in treated 
‘Gases disturbances which are presumably due to lesions of 
the hypothalamus or its neighbourhood, such as obesity and 
glycosuria, and there seems to be no reason why insomnia 
should not also- occur, as in Dr. Weston’s case. It is a 
recognized sequel of other néurological disorders involving 
this region. One would have thought that there was no 
. objection to barbital therapy, but some of these cases learn 


to lead lives consistent with their new sleep pattern.— We - 


are, etc. “W. L. CALNAN. 
J. RUBE. 
A. F. MORON. 


London $ W.3 - 


” Oral Streptomycin for Dysentery 


SR, —For some months now, with the co-operation of the’ 


physicians, at the Peace Memorial Hospital we have been 
using streptomycin orally for the treatment of Sonne dysen- 
` tery, in which in quite a large percentage of cases courses of 
sulphonamide drugs have proved ineffective. The dosage 
usually. employed is 0.5 g. twice daily for four days. Stools 
are tested 48 hours after cessation of treatment, and again 
at periods up to one month, and have remained negative for 


Shigella sonnei. Clinical response was equally rapid, with . 


no sybsequent remission, in the 20 cases tested so far. There 
have been no toxic manifestations, as would be expected, 
. Since the drug-is not absorbed from the gut. All strains 
were tested for sensitivity prior to treatment, and to date: 
we have not isolated a resistant strain. 
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of which were subsequently treated with chloramphenicol. 


- Three of them died of the illness for which they 


were admitted originally. The remaining four became 


“negative, threes after one course of 100 mg./kg. body 


weight daily in divided doses for four days, and one after 
two courses.- All of thém showed three or four consecutive 
negative specimens taken at intervals from five to seven days. 
The two cases not treated with sulphonamides became and 


remained negative after one course of chloramphenicol. — 
I am, etc., - 
W. MESTITZ. 


Brighton. 
-Treatment of Orf 


_SmR—Dr. G. M. Lloyd (May 19, p. 1144) writes, “The 
condition resolves itself in five to “eight weeks, as reported. 
Treatment with the earlier antibiotics has been unsatisfac- 
tory.” Perhaps it may be of some help in other cases to 
report that during the last few months I have treated three 


-cases of orf with ung. hydrarg. ammon. dil. “In each case 


after three days of this treatment there were no furthér signs 
of activity and the exhibition of a bland ointment resulted 
in a healed lesion at the end of another ‘seven to ten days. 
i am, etc., 


Chenton Bahon, near Exeter. F. E. GRAHAM-BONNALIE. 


-r 


Atropine and Whooping-cough 
Sm,--I was very interested to read Dr. E. M. Singer’s 
letter (May 19, p. 1145), in which she mentions a case of 


_ atropine poisoning following 10 ml. of atropine methonitrate 


and recommends that for home use an aqueous solution be 
prescribed. Apart from an unsuccessful attempt at suicide, 
by an adult, this seems to be the first recorded case of 


` poisoning, and, as Dr. Singer says, atropine methonitrate has 


become increasingly popular of recent mionths as sympto- 


matic treatment for whooping-cough. The use of an aqueous 


~ An argument’ has been put to us that, should a- patient - 


have a quiescent or undiagnosed tuberculous lesion, strepto- 
mycin-resistant strains of tubercle bacilli might develop from 
this treatment. As the drug is not absorbed in the gut we 
think this criticism is without foundation. ` 
- We have not found any record in the literature of oral 
streptomycin trials ip this country, but Ross et al. `U. Amer. 
med. Ass., 1949, 141, 183) report satisfactory results in the 


treatment of Shigella "enteritis mth oral streptomycin.— - 


Tam, etc. 


- Watford B. A. THOMPSON. 


Chloramphenicol in Persistent Dysentery_ 
Sm,—tThe recent t memorandum by Drs. D. A. Sime and D. 
Cameron (May 5, p. 997) confirms the experience gained in a 
children’s hospital and a children’s ward of a -general 
hospital during an outbreak of Sonne dysentery, Forty- 
six out of 48 cases were treated first with one of the 


generally used sulphonamides: Those patients who_became _ 


clinically symptomless, but whose stools-remained positive, 
were sent home or transferred to an isolation hospital. 
‘This, however, was impracticable ‘in seven cases, all- 


solution presents some difficulties, because a 0.6% solution 
(or a 1:10,000 solution, commonly employed in treating 
infantile pyloric stenosis) will not keep satisfactorily for 
more than-a few days, and repeat prescriptions would place 
an added burden on the pharmacist. Moreover, accurate 
dosage with the last-mentioned dilution, in terms of portions 
of a teaspoonful, is not possible. It seems.far more likely, 
too, that a good portion of an. alcoholic solution would be 
spat out bya, child because of its very unpleasant taste, 
whereas an aqueous one is practically tasteless. The answer 
seems to be, as always, that drugs in any form should be 
kept out of the child’s reach—I am, etc., _ 

London, W.C.2. "J R. Cox. 


Child Health Visiting 


Sir,—Professor A. G. Watkins’s report (May 12, p. 1075) on 
the work of health visiting in a children’s department i is of 
great interest, as I have had what I think is.probably the 
unique experience of having worked for two years in a 
university neonatal department to which a health visitor was 
attached, and then became responsible. for similar cases in a” 
general practice to which again a health visitor was attached. 

7 This idea of elaborating and perfecting home visiting from 
a hospital in the-case of children passes by the very founda- - 
dation of any principle of paediatric treatment-—namely, 
that, ideally, children should never reach hospital but be 
treated in the home and nursed, if humanly possible, by the 
mother. When I first qualified and became a house-physician - 
in a university children’s department this was one of the 
lessons continually instilled into me by a chief whose 
teaching has been my. inspiration ever since. During my 
succeeding six years in paediatrics it has become more’ and 
more obvious that children recover more quickly and are far 
happier at_home. The more enthusiasm and conviction 
about this, the easier it is to find ways aid means to avoid 
admission to hospital. It is now perfectly obvious to me 
that less than a quarter of present admissions to,children’s 
wards are really necessary. Thus the whole idea of home 
care by health visitors from a hospital following hospital 
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treatment is putting the cart before the horse. Far better get medical help. After paddling for a whole day they 


would it be to extend the scope of the domiciliary consultant 
service in paediatrics so that, when the general practitioner 
found that he required expert help, the specialist could not 
only visit once and give his opinion and advice but if neces- 
sary follow up in the home, working with the general 
practitioner. He then could, if he wished, either use.a health 
visitor attached to the general practitioner or, if the treat- 
ment required was of a highly specialized kind, provide his 
‘own personal health visitor. 

All health visitors with whom I have had any dealing are 
unanimous in saying that they would far rather work in 
conjunction with one individual doctor than be given a list 
of people who must all have routine visits whether they 
require it or not (as they are required to do by local health 
authorities). Then all their visits would be to those who are 
in need of help. So it seems to me that it would be very 
much closer to the ideal so far as paediatrics is concerned 
if health visitors worked primarily as part of one particular 
general practice, or in partnership with a consultant 
working in ‘domiciliary paediatrics but with a scope far 
greater than is possible to-day. Thus, if he so wished it, 
any individual general practitioner could enlist far greater 
help with treatment in the home and so avoid parting the 
child from his parents. This makes allowance for. the general 


_ practitioner who is himself vitally interested in the care of 


the children in his practice and also for those who feel that 
they cannot cope with children efficiently—I am, etc., 


t 


York SEELA F. SCHOFIELD. 


Frequency of Mosquito Bites . 


Sr,—Dr. R. C. Muirhead-Thomson in his paper (May 19, 
p. 1114) on “ The Distribution of Anopheline Mosquito Bites 
Among Different Age Groups” does not indicate whetller 
he considers that the surface area presented by the mosquito’s 
victim has any influence on the number of times that he or 
she is bitten. While the question of surface area is prob- 
ably unimportant for ‘a comparison of’ bite frequencies 
between adult male and female subjects it should surely be 
involved for any adult /child comparison. In this connexion 
a more direct comparison for all figures could be made if 
the weights of the subjects were given. This would allow 
for evaluation of relative surface-area figures and the “ bites 
per unit area.”’—I am, etc., 


- London, N.14 Epwin R. NYE. 


Medical Work in New Guinea 


Sır—This letter is an appeal to young graduates to con- 
sider doing medical work in New Guinea. It is difficult to 
explain how great the need is to people who have not seen 
the condition of the natives in New Guinea. _ 

The work is demanding, because the jungle people will not 
go to the doctor readily: they are too afraid of the witch- 
doctor on the one hand and of the unknown white man on 
the other (until they gain confidence). When they do appear 


their condition generally requires immediate attention, and the - 


result can easily mean the difference between life and death. 
But the chronic diseases, also, are rife: hookworm, yaws, 
malaria, tuberculosis, dysentery, skin diseases, tropical ulcer, 


* uridermine the health of the whole people, as do their lack 


of understanding of an intelligent diet, and the absence of 
any glimmer of an idea about hygiene. The villages are 
generally filthy, where a crowd of half-wild pigs and starved, 
diseased -dogs wander about. 

In a country of low moral and physical standards the 
women are the most miserable. They eat what is left when 
the men have finished; they do the heavy work; they are 
bought, sold, or exchanged at the whim of the men, by 
whom they are ill-treated with impunity. It is not surprising 
that newly born children have often little chance of survival, 
even if they are wanted. If they are not, they are knocked 
on the head and thrown out. 

-A few days ago I was in a district in this delta of Papua 
where there are 1,500 people who must, travel for a day to 


` 


reach a “medical assistant” (six months’ training) and a 
native orderly. There iş no doctor. This district is not 
unique nor even unusual. 

I beleve that there are over 50,000 medicai men and 
women in Great Britain. If only a dozen of them would 
leave their congested areas to work in New Guinea the 
amount of good they could do is incalculable. 

Life here has its compensations. After a few years the 
medical man has the satisfaction of seeing the villages cleaned 
up, the hordes of miserable dogs eliminated, the population 
increasing and their physique improved, and the confidence 
of the local people in the white doctor gained by modern 
methods of treatment and cleanliness. Perhaps, too, a 
growth of some idea of compassion both foreach other and 
for, the rest of the animal creation may result. 

And the country is beautiful. The mountains, the trees, 
the flowers, the birds, the fireflies and butterflies, the sunny 
climate, must be a source of happiness to most educated 
people living in this country. Also many pests that civilized 
people have organized for themselves—shortages of every- 
thing (except regimentation and frustration), strikes, black- 
outs, and the income tax—are missing here. x 

A letter to the Director of Public Health, P.H. Dept., Port 
Moresby, Papua, New Guinea, will bring particulars of con- 
ditions of service, salary, etc. Several missionary societies 
have centres here. The Rev. N. F. Cocks, Australasian 
Secretary of the London Missionary Society, is at présent in 
England, and application can be made to him at Livingstone 
House, Broadway, London, S.W.1, for any information 


` required about work in Papua—TI am, etc.,- 


Aird Hill, Delta, Papua, New Guinea E. K. Mackay, 


R.M.B.F.. Appeal for Clothes 


Smr,—We would like to remind your readers of the work 
we do, in the Clothes Room, for the widows and children 
and dependants of the less fortunate members of the pro- 
fession. In these times, when prices are steadily rising, the 
lot of those who have met with misfortune through no fault 
of their own is critical, and the number of applications for 
help with clothing has risen sharply. Particularly mothers 
with growing children, though often in sore need themselves, 
are happy and content if we can help with their family. 

We are in constant need of clothing of all sizes, winter and 
summer, for men and women and children of all ages. We 
have special facilities for cleaning when necessary, and we 

-should be very grateful for any gifts, which should be sent 
direct to: The Clothes Room, The Ladies’ Guild of the 
Royal Medical Benevolent Fund, Tavistock House North, 
Tavistock Square, London, W C.1.—We are, etc., 


i DOROTHY MORAN, 


J. M. BANISTER, 


London, W C.1. Chairman, Clothes Committee. 


POINTS FROM’ LETTERS 


Vitamin C and Allergic Rhinitis 
Dr. F. Corr (Whitburn) writes: With reference to this subject 


(f Any Questions?” May 19, p. 1154), vitamin C is only - 


associated with the prophylactic treatment of allergies and 
allied conditions such as the common cold. Ascorbic acid will 
not abort either an allergic rhinitis or a common cold once 
histamine activity has occurred, and its entire role is in the pre- 
vention of such histamine activity. In my view it achieves this 
in probably two ways: (1) It assists the liver to store additional 
glycogen reserves, thereby preventing excessive protein break- 
down and subsequent excessive amounts of intracellular 
histamine; (2) it tends to reduce the sensitivity of the mucous 
membranes, thereby reducing the degree of vasomotor reaction 
to irritants. I have seen several cases of allergic rhinitis, where 
attempts at desensitization to a specific allergen have failed, kept 
free from further attacks by the use of massive doses of ascorbic 
acid, together with regular daily doses of glucose. It is also 
wiser to reduce the protein intake in the diet and provide for the 
abortion of the attack by the use of an antihistamine and vaso- 
constrictor intranasally. 


` 
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Obituary - 
=e 
R. St. A. HEATHCOTE, D.M., ` F.R.C.P. 

Dr. R. St. A. Heathcote, professor of pharmacology in’ 
the Welsh National School of Medicine, died in Uni- 
versity College Hospital, London, on May 19, in his 
63rd year. = - 

Reginald Saint Alban Heathcote was born in 1888, 


youngest son of the Rev. G. Vyvyan Heathcote, of West 
Deeping, Lincolnshire. A scholar of Winchester and 


New College, Oxford, he went on to University College - 


Hospital as the first holder of the Theodore Williams 
Scholarship. Graduating just before the first world war, 
he saw service in the field as a captain in the R.A.M.C. 
- until 1917, and then until the end of hostilities as a 
surgeon-lieutenant, R.N.V.R. Returning to Oxford, 
he joined the staff of Professor J. A. Gunn ın the depart- 
ment of pharmacology, and proceeded D.M. in 1920. 
Two years later he took the degree of B.Sc. It was 
at this time that he began to publish the first of a con- 
tunuing series of papers which were to become known 
for clarity and thoroughness. E i 
In 1922 Heathcote went to Egypt as first occupant of 

the chair of pharmacology in the University of Cairo, at 
the age of 34. His broad academic training, great mental 
powers, and enthusiasm for_teaching and research work 
fitted him well for this responsible post. There, besides 
occupying a prominent position in the life of his country- 
men in Egypt, he bore the main burden of organizing 
a modern department of pharmacology, training and 
encouraging ‘assistants who have since played a major 
part in local developments in this subject in their 
country. He took an important place im the Congrés 
International de Médecine Tropicale et d'Hygiène in 
1928. Travelling widely, he developed an enviable ease 
in expounding the fascinations of the antiquities of 
Egypt, and he possessed a superb collection of photo 
graphs which he built up over the years. For the-work 
he did for the University of Cairo he was appointed to 
the Order of the Nile. In 1932 he became a Member 
of the Royal College of Physicians, and a: Fellow five 
years later. > 

_ Returning to this country in 1933, Heathcote was 
appointed independent lecturer in, and subsequently 
professor of, pharmacology in the Welsh National 
School of Medicine at Cardiff. There he remained until 
his death, building up his. department, writing a senes 
of excellent articles ın the Medical Annual from 1937 
to 1946, pursuing important researches in pharmacology 
in relation to invertebrate animals, playing a vigorous 
part in the Home Guard during the last war, and 
endearing himself to a generation of Welsh students of 
medicine and pharmacy by his amiability and pro- 
fundity. A man of great personal charm, witty, amiable, 
with an astonishing memory, wide knowledge of 
academic affairs, of his special science,’ of art and 
history, he had many sides to his character. He was a- 
gourmet with an admiring appreciation of much that is 
best in France, and a skilled worker in metal and wood. 
He was gentle and encouraging with beginners, pene- 
trating in his analysis of the work of those more experi- 
enced, sane and cautious in his opinion of research 
matters, loyal to his friends, and discreet in committee. 
His wife, who- was the youngest daughter of Osbert’ 
Salvin, F.R.S., died in 1947. They had one son, who 
survives them—J. D. P. G. 
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JAMES BATTERSBY,_F.R.CS, F.REPS. 


Dr. James Battersby died at his home in Helensburgh 
on May 20 at the age of. 80. The announcement of his 
death will bring back many memories to Glasgow 
graduates all over the world, and -especially to those 
who received their medical education at St. Mungo’s 
College: or who were in any way associated with the 
Glasgow Royal Infirmary. - 

Battersby qualified in Glasgow, taking the triple 
qualification in 1896. After holding the posts of senior 
house-surgeon and house-physician at the Royal 

f ry he obtained in 1899 the F.R.C.S. (England), 
being one of the first men north of the border 
to hold this distinction. He became a Fellow of the 
Royal Faculty of Physicians and Surgeons of Glasgow 
in 1907. For many years he held the position of pro- 
fessor of anatomy at St. Mungo’s College and combined 
with this an appointment on the surgical staff of the 
Glasgow Royal Infirmary, where he was an assistant 
surgeon. He ran a general practice in the east end of 
Glasgow in addition to his-specialist appointments, and 
retired from this in 1934. An excellent teacher of 
anatomy, he was renowned for his blackboard drawings. 
Déspite his many and varied medical interests, he 
managed to find time to take part in civic activities, 
having been collector and deacon of the Incorporation 
of, Barbers of the Trades House of Glasgow—a body 
with which doctors have been associated for generations 
He was also a keen Mason and a member of the Society 
of Antiquaries of Scotland. His work for the B.M.A. 
extended over many years. He was honorary secretary 
of the Section of Anatomy at the annual meeting in 
1922, a representative, of his Division for several years 
before the last war, and president of the Glasgow and 
West of Scotland branch from 1945-9. 

Battersby was a remarkable man in many ways, but 
principally, perhaps, in his ability to overcome the dis- 
advantages of a frail physique which would have handi- 
capped many men of lesser courage. He was adored 
and admired by_many generations of patients and 
students, to whom he was known affectionately as “-Wee 
Jimmie.” A “character” in the true Scottish sense 
of the word, his kindliness and pawky sense of humour 
will never be forgotten by those who knew him. By 
his passing a link has been severed with an older and 
entirely different generation of practitioners. We extend 
our sincere sympathy to his wife and three sons.— 
G. ELS. i 

Sir WILLIAM GOODENOUGH 


Sir William Goodenough, who died on May 23, was one 
of those men of whom there are so many examples in 
the British tradition who crown an eminent career in 
business with another career, as arduous and calling for 
similar qualities, in social service and public hfe. 
Oxford was his university and also the place where he 
entered‘upon his career as a banker, and there he soon , 
niade his mark. In him Lord Nuffield found the ideal 
pursebearer in those benefactions which startled the 
country in the years before the last-war. Sir William 
Goodenough became chairman of the managing trustees 
of the Nuffield Foundation, of the Nuffield Trust for 
the University Medical School, of the Nuffield College, 
and the Nuffield Dominions,.Trust. He had more to 
do than most with the shaping of the Nuffield Provincial 
Hospitals Trust—a body which carried on in the ppo- 
vinces the kind of work which the King Edward’s 


_ Hospital Fund was doing in London. For nearly 


` 
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twenty years also he was curator of the University Chest, 
and for an even longer time treasurer of Radcliffe 
Infirmary. In his work for hospitals he inherited the 
zeal of his father, the late F. C. Goodenough, whom he 
succeeded as joint honorary treasurer of the new West- 
munster Hospital. He was also treasurer of the British 
“Postgraduate -Medical School and of the Medical 
Research Council. In all these positions he brought to 
bear his conspicuous ability in financial administration 
and a far-sightedness which was of the greatest value 
. in a time of hospital transition. Like Lord Beveridge 
and others, he achieved immortality by the attachment 
of his name to a famous report. In 1942 he was 
appointed chairman of an interdepartmental committee 


~ set up to inquire into the organization of medical 


schools. The committee took important evidence and 
produced a report which was hailed in many quarters 
as presaging a new era in medical education, though its 
recommendations did not escape criticism. One of the 
proposals which it elaborated was that a period of 
clinical experience under supervision in hospital should 
be an integral part of the training of doctors after 
qualification ; effect has been given to this in the Medical 
Act, 1950, and on the very day of Sir William Good- 
enough’s death the General Medical Council -was 
framing regulations to meet this requirement. A man 
of high ideals and strong convictions, and of fearless- 
ness in the expression of them, his death at the early 
Age of 52 is a great loss not only to the banking com- 
munity but to the world of philanthropy and education. 


~~ ‘J. R. C. GREENLEES, DSO, MB. 


R.W.C. writes: As a family doctor Greenlees was 
trusted and beloved in a very exceptional dégree. He 
took a great interest in children and in the welfare of 
youth. For seventeen years he was assistant physician 
to the Royal Hospital for Sick Children, Glasgow, and 
held a similar post at the Western Infirmary. In 1926 
there came a major change in his life’s work. The 
governors of his old school of Loretto, having to appoint 
a new headmaster, and being impressed by his strength 
of character, his personality, and his understanding of 
boys, took the unusual step of appointing him as head- 
master. If there was some surprise in educational 
circles at the appointment of a medical man to this 
important scholastic post, it was quickly dispelled. His 
appointment was an outstanding success. His fine 
presence and impressive personality made a great impres- 
sion on the boys, who were devoted to him. He made 
it a point to know each pupil intimately. He was kind 
and understanding, but was also a strict’ disciplinarian. 
Slackness was a thing he could never tolerate. A man 
of strong religious beliefs, his main object as head- 
master was the building of character. He retired from 
the post in 1945. 

Greenlees, however, always retained his interest in 
medical affairs. He served for some years as a member, 
and later as chairman, of the board of management of 
the Royal Hospital for Sick Children, Edinburgh. His 
tireless energy and drive were of great benefit to this 
institution. | When the National Health Service Act 
came into operation the Secretary of State for Scotland 
appointed him as chairman of the South-Eastern 
Regional Hospital Board.. In this sphere he found a 
congenial outlet for his energies. He threw himself 
wholeheartedly into the task of reorganizing the hospital 
service. In spite of physical handicaps he spared no 
effort in attending innumerable committee meetings, in 
visiting all the hospitals in the area, and in getting to 
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know the members of the medical staffs. After a gallant 
fight against illness he found it necessary to resign from 
the chairmanship of the Board some few weeks ago. 


Jim Greenlees lived a full, a strenuous, and a happy 
life. To meet him was a stimulating experience, to 





‘know him a rare privilege 


~ Dr. Sopma GraHAM (née Antonovitch), who died on 
May 8 at the age of 49, came to this country from Yugo- 
slavia to study medicine in 1922. At the close of the first 
world war medical women were unknown in the newly 
constituted State of Yugoslavia, and there were no facili- 
ties for medical education: the male practitioners had all 
been trained in the old Austrian Empire. The British 
Women’s Medical Mission that operated in the old Serbia 
under the leadership of Sir James and Lady Berry sought 
to remedy this by arranging for the training of a promising 
girl in this country in the hope that she would be able ulti- 
mately to interest her fellow countrymen in female medical 
education. Sophia Antonovitch, then in her nineteenth year, 
was recommended for the first scholarship and brought to 
England to train at the Royal Free Hospital. Her career 
as a student was brilliant: she very quickly acquired an 
intimate knowledge of English and distinguished herself at 
the medical school in physiology and -allied subjects. She 
graduated M.B., B.S.(London) in 1928. Her devotion to the 
laboratory had early marked her as a potential research 
worker, and when she had taken her degree she decided to 
devote some years to research at the outset of her career 
She was most particularly interested in the study of 
what is now known as psychosomatic medicine, and she 
naturally gravitated to the Central Pathological Laboratory 
of the L.C.C. mental hospitals’ department at the Maudsley 
Hospital. After a period as-a grant-aided research worker 
she joined the laboratory staff—she had taken the DP.M. 
in 1932. The debt that the laboratory owed to her efforts 
was so generally acknowledged that when she married 
Dr. John Graham in 1935, by a unique exception to the 
rule requiring women to resign on marriagé, she was allowed 
to continue at her post. She retired in 1939 to assist her 


~ husband ‘in- his practice. 


F.L.G. writes: Dr. Sophia Graham’s enthusiasm was 
unbounded and her dexterity and resourcefulness as a 
laboratory worker were generally recognized. She contri- 
buted to a numberof researches, and her work on the bodily 
concomitants to mental imagery will undoubtedly bear fruit 
when psychologists can be induced to pay attention to 
contributions from the physiological laboratory. She was 
a woman of very wide culture and keenly interested in many 


. activities outside her profession. For the past year she 


faced with courage a long and painful malady from which 
she well knew there is in the present state of knowledge no 
hope of recovery. 


Surgeon Rear-Admiral JOHN ScaRBROUGH DuUDDING, who 
died at Winteringham, Lincs, on May 12 at the age of 73, 
served in the Royal Navy for 35 years and was appointed 
an honorary physician to the King in 1935. He was born at 
Garthorpe, Lincs, in 1877, and went to Oundle School. 
At the London Hospital he was Buxton Scholar and 
qualified in 1900, entering the Royal Navy as a surgeon 
in’ the same-year. He was promoted to staff surgeon in 
1908, to surgeon commander in 1916, to surgeon captain 
in 1926, and to surgeon rear-admiral in 1932. While serving 
in H.M S. Lancaster he rendered good service at the Messina 
earthquake in 1909, and received from the Italian Govern- 
ment the Order of Officer of St. Maurice and St. Lazzore. 
In 1929 he was appointed director of medical studies at 
the R.N. Medical School, and -in 1933 he became medical 
officer in charge, R.N. Hospital, Plymouth. He served in 
that post for three years, and was then placed on the retired 
list at his own request in order to facilitate the promotion 
of junior officers. He was appointed O.B.E. in 1925 and 
C.B. in 1935. i 
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Medico-Legal 
FATAL HYPERSENSITIVITY TO PENICILLIN 
[From OUR MEDICO-LEGAL CORRESPONDENT] 


The first recorded case in Great Britain of death due to 
hypersensitivity to penicillin was investigated by the Newport 
District Coroner on April 27 at the inquest on a baby girl. 
She had died after penicillin treatment for-superficial burns. 
It was said that only five -similar cases had ever been 
_ rẹcorded, all in America. ~ 
On March 16, Jane Patricia Simonds,-a healthy child aged 
14 months, was burned on the left side of her head and 
face and on her left hand by spilt frying fat. Her mother 
at once took hér to the Royal Gwent Hospital. She was 
seen by the casualty officer, who found a first-degree burn 
Fomine an area`of about 4 in. by 3 in. (10 x 7.6 cm.) on the- 
left side of her head extending on to her face.” Her tem- 
perature and pulse were normal, shé was not suffering from 
shock, she had no rash, and her general condition was good. 
The burn was dressed, she was given penicillin treatment, 
and sent home, anà her mother was told to bring her to 





- hospital next morning for dressing. , Next day she was 


accordingly seen again by the casualty officer, who found her 
condition unchanged, and the burn was again dressed. 

On that evening a doctor was called to the child’s home 
because of swelling round her eyes. As she was not hot and 

> had no rash he-did not think it advisable to send her to 
hospital immediately. She was worse next morning, and 
when taken to hospital for dressing was at once admitted 
_ because of swelling of the face near the burnt surface. This 

“appeared to respond to treatment, -but on the evening of 
the next day, March 19, her temperature -rose to 103° F. 
(39.4° C.), and on the following day a rash appeared and 
her- temperature continued to rise. She died at 11.30 pm. 
on March 21, five days after the penicillin treatment was 
first given. 

At the post-mortem examination carried out next day it 
was found that the burnt area was clean and was healing, 
‘and the brain was normal.. The whole body was covered 
with_a diffuse rash. On opening the chest a quantity of 
clear yellow fiiid gushed out. In each pleural cavity 
10-15 oz. (284-426 mil.) of fluid was present, and the lungs 
were oedematous and somewhat collapsed. The heart was 
normal, but it was contracted and all the chambers were 
empty ; there was an effusion of about 6 oz. (170 ml.) of 
clear yellow fluid in the pericardial cavity, which was under 
tension. Spleen and liver were firm and normal, as were 
the kidneys, apart from congestion of the medulla and 
ischaemia of the cortex. The adrenals were congested. The 
stomach and intestines were distended with gas, and there 
was an effusion of clear fluid into the peritoneal cavity. 

In the opinion of Mr. R. V. Jones, who carried out the 
necropsy, death was caused by cardiąc failure due to embar- 
rassment of the heart’s action by the pressure of the fluid 
in the pericardium. This was-part of a general out-pouring 
of fluid into the serous cavities of the body which is typical 
of a sensitivity reaction. The rash and constriction of the 
smooth muscle of thé intestinal sphincters were evidence in 
support of such a reaction. There was no evidence that any 
extraneous substance had gained access or that the reaction 
“was caused by the breakdown of the tissue substances in’ the 
burnt area, which was clean and healthy. On laboratory 
examination the fluid effusions showed no micro-organisms 
and no characteristics ~of inflammatory exudates. Mr. Jones 
concluded that since penicillin was the main agent used in 


treating the burn it was probably penicillin which had caused - 


the sensitivity reaction. Although mild reactions to penicillin 
such as rashes, pyrexia, and joint effusions had, been 
recorded, he had been able to find no previous record of a 
fatal reaction. 

The coroner recorded the cause of death as cardiac 
tamponade due to hypersensitivity reaction to penicillin. 
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UNIVERSITY OF OXFORD 

Provided a suitable candidate presents himself the Board of the 
Faculty of Medicine intends to appoint a Betty Brookes Research 
Fellow, who will be expected to devote himself to a study of 
brain metabolism in relation to nervous and mental disease. The 
Fellowship is tenable for three years in the first instance, but a 
Fellow is re-eligible, and the stipend will be not more than £1,200 
per annum. It “is not essential that a candidate should have 
medical qualifications. Applications must reach the Whitley 
oe of Biochemistry, University Museum, Oxtord, by 
une 3 


UNIVERSITY, OF CAMBRIDGE - 


-The Council of the Senate has gratefully accepted the offer of 


the Trustees of the Nuffield Foundation to renew for a third 
period of three years its grant of £6,000 a year for an investiga- 
tion under the direction of Sir Frederic Bartlett, F.R.S., into the 
causes and results of ageing. 

In Congregation on May 12 the degree of M.A. was conferred 
on Dr. R. A. Noble, Associate Lecturer in the Faculty- of 
Medicine. The degrées of M.B., B.Chir. weré also conferred on 
B. E. L. Thompson, 


Dr. Alfred Tıssières has been elected into a TENN of ; 


King’s College, Cambridge. 


__UNIVERSITY OF EDINBURGH. 
Professor Warren H. Cole, Professor of Surgery in the University 
gf Illinois, will deliver a Macarthur Postgraduate Lecture in the 
surgery lecture theatre,- University New Buildings, Edinburgh, on 
Friday, June 15, at 5 p.m. His subject is “ Electrolyte Imbalance 


in Surgery.” Senior students and graduates in medicine are ` 


invited to attend the lecture. 


g A UNIVERSITY OF DURHAM 

Professor Warren H. Cole, Professor of Surgery ‘in the University 
of Illinois, will deliver a lecture on “Carcinoma of the Stomach ” 
at the Royal Victoria Infirmary, Newcastle-upon-Tyne, ` 
Thursday, June 14, at 5.15 p.m. >i 3 


UNIVERSITY OF LONDON 

The following candidates have been approved at the examinations 
indicated : S 

ACADEMIC POSTGRADUATE -DIPLOMA IN- PSYCHOLOGICAL 
Mepicing.—Part I: E F. Carr, A. A. Cashmore, G. F. Vaughan. 

TuirD M.B., B.S.—' ‘G. A. E. Baker, +*Agnes R. D. Bartels, — 
1 "Elaine M. Belton, 145A. M. Dawson, "A. E. Dormer, !*A. 
Gillespie ! * "N. A. J. Hamer, * ‘Marion 7, P. Jenkins, * sZilla M. 
Kaye, +R. C. Lewis, '7Cicely J. Milbank, 7*J. W. Mold, 
15M. A. Péars, 5A. Singer, 1°M. Sutton, **A. W. Tranter, 
1 3Coral I. Welch, K. R. Aberdour, J. F. Adam, J. A. M. Ager, 
Valerie M. D. Alcock, J. H. Allison, B. Altman, D. B. Amos, 
R. D. Andrews, 
Apthorp, Joyce A. Arscott; J. H. Bailey, Helen J. Barnes, A, P. 
Barter, P. J. Batchelor, P. R. Bateson, Elizabeth L. Batson, C. H. 


Bearblock, J. Beasley, T. R. Beatson, T. G. L.-Bellis, J. Bendas,. 


F. W. Best, G. Birch; R. L. Bird, B. LI. Bisley, O. H. Blacklay, 
J. A. Blundell, G. P: B. Boissard, F. E. Bonner, Pauline M. 


-Bousquet, Audrey'A. Boutwood, P. R. W. Boyd, A. L. C. A. M. 
Bracchi, Catherine M. Bradford, P. W. W. Branch, A. R. 
Brighten, B. St. J. Brown, P. P. Brown, W. cae T . A. Bryant, . 
A. F. Buck, P. È. Burden, D. M. Burley, J . A. B. Bum, C. F. 
Caldwell, J. C. D. Callander, J. C. Camac, L. Candiah, M. J. 
Cassells, H. N. Chambers, P. A. Chapman, V. R. Chuck, J. D. 
Clark, G. Clementson, L. F. Cleveland, a G. Cleverly, D. J. 
Cliffe, G. E. Clulow, J. B. Coldrey, P. A. Coldrey, D. J. 
Coleman, M. K. Coles, Daphne C. Collins, H. W. M. Collymore, 
P. H. Connell, E. N. Coomes, M. P. M. Cooray, J. L. M. 
Corbet, J. C. Comwell, Delia M. H. H. Cothay, P. H. E. 
Courtenay, F. J. Covil, A. N. Cowan, C. W. Crane, J. M. D. 


Crook, A. F. Cross, J. V. Dadswell, Mary D. Daly, Audrey 
Davidson, Joan. R. Davies, J: P. H. Davies, J. P. Davies, D. M. 


: Devane, D. G. Dick, A. B. Dickie, J. C. Dilley, G. Dixon, J. W. 


Dodson, J. A. Dossett, J. M. Doyle, Marie Driver, M. V. Driver, 


: R. D. P. Druitt, R. J. Drysdale-Anderson, Barbara Duguid, F. M. 


Dunn, C. E. Durber, G. W. Edward, S. C. Emerick, R. Emery, 
Beatrice M. Evans, T. W. Evans,-A. C. Fairburn, S. T. Faithfull, 
J. D. Farley, C. P. Finch, ‘Kathleen T. Flanagan, P. T. Flute, 
D. L. Foote, R. H. Fox, S. Freier, J. H. Fryer, A. P. Fuller, 
D. H. , K. M. Gammie, N. H. Gelpke, A. A. Gibberd, 
Hilda L. Gibbs, P. R. Gilbert, -A. L. A. Gill, J. W. Goodfellow, 


1 - 


on 


J. M. Angeloni, R. A. J. Anthony, G. H.- 
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M. H. Gough, G. T. Gould, G. F. Giave, Pamela E. Greeh, 
D: Greenbaum, Joan Greene, Brenda Griffin, G. T. Griffith. 
Mary P. Gummer, B. C. Hale, M. H. Hambling, J. W. Hamlett, 
D. J. Handford, D. H. C. Harland, P. Harnarayan, W. R. 
Harrison, Robina Harry, C. J. R. -Hart, Helena J. Harthoorn, 
M. D. A. Heller, N. G. B. Hersey, A. J. Hibell, A. C. Hill, R. C. 
Hobbs, D C. Hodgson, B. W. Holbrook, G. C. A. Holden, J. M. 
Holden, J. M. Hood, I. A. Horton, H. V. Hoyle, Penelope Ç. 
Humphries, C. P. Hunt, Olive Ibberson, R.N. Ibbotson, D. Jack- 
son, J: H. M. James, W. V. James, R. J. Jameson, G. H. Jantet, 
J. V. Jeffs, Pamela Jewell, A; H. Jobn, K. Jones, R. F. Jones, T. R. 
Jones, M. J. Keith, T.-D. Kellaway, J. C. C. Kendall, P. H. 
Kendall, P. J. Koblenzer, Mary I. Legg, A. G. Leslie-Smith, D. C. 
Levin, D. M. Lewis, J. G. Lewis, M. Lewis, J. S. Lowry, Colina C. 
Mackenzie, K. E. MacLachlan, K. L. McNeilly, J. G. Mander, 
J. W. Mann, G. E. Manning, E. J. Masters, Frances E. Mather, 
J. R. M. Mathieson, Althea G. Matthews, Margaret B. Mearns, 
J. M. Medlock, A. J., Merrifield, R. P. Michael, P. McK. 
Middleton, Anne €E. Millar, Margery L. Moncrieff, J. L. 
Mońtagnon, J. Moran, Avisa J. M. Morley, M. C. T. Morrison, 
W. H. Mortiboys, R. F. Mottram, J. S. Mousley, F. J. Moynihan, 
A. Muir, Shirley E. Nathan, R. C. Nauth-Misir, Marianna 
- Newman, A. J. Newton, J. G. Nıcholson, P. J. Nobes, J. P. 
Norman, K. R. Norton, M. J. C. O’Brien, P. M J. O’Brien, 
T. M. O’Brien, D. R. M. P. B. O’Sullivan, J. N Pachmayr, 
S. A. C. Paget, J. Palmer, J. A. Parrish, J. W. B. Parsons, 
* R. E. H. Partridge, Jacqueline S. Pennycuick, A. G. Penrose, 
R. J. Pett, A. R. Phillips, G A. Phillips, H, O. Phillipśon, J. C. 
Pittman, T. A. Plumley, J. C. Pollard, Ariėla Pomerance, J. C. 
Pond, J. M. Powley, I. G. Pryce, W. J. Pryn, Barbara R. Purchas, 
J. A. Rassell, C. H. R. Read, J. D. Redmill, S. H. Richards, 
R. A. A. Rickett, F. Ll. Roberts, J. McK. N. Roberts, R E. LI 
Roberts, B. F. Robinson, G. E. Robinson, Ruth M. Robinson, 
A. Robson, D. A. Roche, A. Rodger, Margaret Rooms, I. Rosen, 
*D. L.- Rugg-Easey, D. H. Rushton, P. S. B. Russell, J. A. 
Rycroft, G. C. Saint, J. R. Saunders, H. M. Saxton, I. P. Q. 
Scott, R. Sepson, C. H. Sheridan, S. Shuster, D. D. Sdver, 
S. C.-Simmons, A. J. Sims, H. P. Smith, K. G. Smith, K. J. 
Southgate, Constance R.-Spittle, A. G. Spooner, Joan V. Stavert, 
V. L. Steinberg, R. V. Steward, D. Stewart, D. J. Stoker, T. 
Sussman, E. P. W. Tatford, C. W. Taylor, J. Taylor, W. N. A. 
Taylor, J. Terry, I. B. Thomas, T. G Thomas, J. A. Thornton, 
~À. C. Trevan, W. M E. Tweed, V. Udall, P) Venables, R. J. 
Venn, Edith Wahl, A. H. Walker, G. F. Walker, J. D. Walters, 
P. J. R. Walters, D. M. Warner, M. A. T. Waters, M. G. Webber, 
C. P. Wendell Smith, E. D. West, W. T. White, A. E. Wilkinson, 
B. R. Wilkinson, D. K. Williams, J. F. Williams, P. J. Williamson, 


F. Wilson, D. Wimborne, J. Winstanley, Vivienne L. L. Wolfson,- 


L. Wollner, C. H. Wood, P. R. T. Wood, R. Woodside, K. G. 
Worms, E H. Wyatt, H. J. Wyatt, M D. Youings, J. V. I. Young, 
Joan F. Zilva. 
_- ‘With honours. *Distinguished in Pathology. Distinguished 
in hygiene and forensic medicine. “Distinguished in medicine. 
‘Distinguished in applied pharmacology and therapeutics. 
‘Distinguished in surgery. "Distinguished in obstetrics and 
gynaecology. 

The following candidates have been approved at the examina- 
tion indicated : 


POSTGRADUATE DIPLOMA IN PSYCHOLOGICAL MeDICcINE.—D.' 
Anton-Stephens, K. Bobath, R. B. Carr, M. B. Contractor, W. A. 
Cramond, H. W. D. Davies, J. Denham, L. H. Field, G. F. J. 
Goddard, E. S. Goller, Herta Graz, B. A. J. C. Gregory, 
L. G. W. J. Hannah, Mercy I. Heatley, D. Irwin, M. A. Jackson, 
W. G. Joffe, J. C. Kerridge, Hazel W. Liddell, J. S. B. Lindsay, 
J. S. Pippard, E. Roderic-Evans, P. D. W. Shepherd, S. Smith, 
G. F. Spaul, S. J. G. Spencer, H. P. Tarnesby, E. L. Udwin, 
A. A. Valentine (with Mental Deficiency in Part B), K. R. H. 
Wardrop, Letitia E. Woodvine. All with Mental Diseases 
(Psychiatry) in Part B, unless otherwise shown. Part A: B. 
Benjacar, D. H. Bennett, C. Borg, J. H. Brown, Nina A. Cohen, 
J. D. C. Currie, G. A. Dransfield, B. V. Earle, M. M. Ernst, 
M. H. Friedman, G. P. Hartigan, J. A. Irwin, N. B. Jetmalanı, 
K. S. Jones, I S. Kreeger, N. P. Lancaster, R. C. MacGillivray, 
E. Marley, W. Pappenheim, J. M. K. Rehmany, E. J. Rich, 
W. D. G. Robson, W. F. Salter, R. C. Simpson, R. W. Simpson, 
Daphne G. D. T. Smedberg, R. A. Y. Stewart, G. E. Swinney, 
W. B. Tudor, E. A. Williams, S. C. B. Yorke. 

Peter Brian Medawar, D.Sc., F R.S , has been appointed to the 
Jodrell Chair of Zoology and Comparative Anatomy, tenable at 
Universıty College, from October 1. Professor Medawar is at 
present Mason Professor of Zoology in the University of 
Birmingham and Dean of the Faculty of Science. 

Harry Butler, M.D, has been appointed to the University 
Readership in Anatomy tenable at St. Bartholomew's Hospital 
Medical College, from October 1. 

' . 
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UNIVERSITY OF MANCHESTER 


Dr. Colin Fraser Brockington has-been appointed Professor of 
Social and Preventive Medicine in the University in succession 
to Professor Andrew Topping and will take up his duties in 
August. Dr. Fraser Brockington qualified M.R.C.S., L.R.C.P. 
in, 1927 and took the D.P.H. in the following year. He graduated 
B.Chir. in 1930, and two years later he obtained the Cambridge 
M.D. He was appointed Deputy Medical Officer of Health for 
Warwickshire in 1938 and became the County Medical Officer 
of Health in 1942. He received his present appointment of 
County Medical-Officer of Health for the West Riding of York- 
sbire in 1946 and has been Lecturer in Preventive Medicine in the 
University of Leeds since 1948. 


UNIVERSITY OF BIRMINGHAM 


The following have been appointed representatives of the Univer- 
sity: Professor A. P. Thomson on the General Medical Council, 
in place of the late Sir Leonard Parsons; Professor C. F. V. 
Smout on the Board of Governors of the United Birmingham 
Hospitals in place of Professor Hilda Lloyd; and Professor J. M. 
Smellie on the Standing Joint Committee of the University, the 
United Birmingham Hospitals, and the regional hospital board 
in place of Professor Hilda Lloyd. 

The following have been appointed University Clinical Lecturers ` 
from Aprl 1: Dr. L. Nagley (Medicine); Mr. A. B. Watson 
(Surgery); Mr. E. A. Turner (Neurosurgery); Mr. R. Evans 
(Diseases of Ear, Nose, and Throat); and Dr. J. W. Woodward 
(Anaesthetics). 

Dr. B. S. B. Wood, Lecturer in Paediatrics, Kaa- resigned his 
appointment on becoming Assistant Paediatrician at the Dudley 
Road Hospital. 


UNIVERSITY OF LIVERPOOL 
Dr. Andrew Wilson, Reader in Applied Pharmacology at Univer- 
sity College, London, has been appointed to the Chair of 
Pharmacology in the University of Liverpool. 


UNIVERSITY OF LEEDS 


Dr. A. B. Eastwood has been appointed Lecturer in Anaesthetics 
and Dr. T. H. Flewett Lecturer in Bacteriology. 


UNIVERSITY OF SHEFFIELD 
The title of Reader in Pathology has been conferred on Dr. H E. 
Harding, at present Senior Lecturer in Pathology, 
Dr. D. M. Matthews has been appointed Honorary Demon- 
strator (part-time) in Physiology. 
Dr. A. A. Belton, Dr. E J Clegg, Dr. J. A. Howarth, and 
Dr. P. A. King have resigned their appointments as demonstrators 


” in anatomy on returning to clinical work, and Mr. T. Smith has 


resigned his appointment as temporary lecturer in obstetrics and 
gynaecology on becoming Consultant in Obstetrics and Gynae- 
cology to the Northern Regional Hospital Board. 


The Services 








A Supplement to the London Gazette has announced the 
following awards: 

Three Clasps to the Territorial Efficiency Decoration Major 
R. H. Mortis, T.D., R.A.M.C. 

Two Clasps to the Territorial Efficiency Decoration —Colonel 
J. B. S. Guy, C.B.E., T.D., and Majors F. J. L. Lang, T.D., and 
J. M. Lees, T.D., RAM C. 

First Clasp to the Territorial Efficiency Decoration .—Lieutenant- 
Colonels H. D. Chalke, O.B.E., T.D., and Ç. K. Sconce, T.D., 
Major (acting Lieutenant-Colonel) W. H. Wolstenholme, O B.E., 
TD, Majors D. S. Austin, T.D., J. G. McDowell, T.D, and 
F.E. Street, T.D., R.A.M.C. , 

Territorial Efficiency Decoration and First Clasp.—Lieutenant- 
Colonel (acting Colonel) D. H. Young, Lieutenant-Colonels A. 
Barber, M C., C. Berens, A. T. Burn, R. P. Kemp, A. McQuiston, 


, and G. C. Pether, Major (acting Colone]) P Hawe, Majors 


(Honorary Lieutenant-Colonels) R. Evans, O.BE., C. E. 
Moorhead, OB.E., and H. B. Porteous, Majors R. W. Evans, 
J. L. Fraser, J. R. Hamerton, and E Shipman, and Captain F. 
Buchan, R A.M.C. 

Teirjtortal Efficiency Décoration. — Lieutenant-Colonels 
R. G. W Ollerenshaw, A. B Pam, and T. D. Pratt, Honorary 
Lieutenant-Colonel F. B. Mackenzie, D.S.O., M.C., T.D , retired, 
Majors E. V. Bevan, A. B. Dick, and A. K. Dougall, M C., and 
Captains (Honorary Majo1s) S. R. A. Beckett, G. F Petty, and 
J A. W. Shearer, R A.M C. 
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- Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus - ---- -- , the figures for 1951 thus 
—. Except for the curves showing notifications in 
1951, the graphs were prepared at the Department of Medical 
Statistics and Epidemiology, London School of -Hygiene 
and Tropical Medicine. 
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` Infectious Diseases 


The chief variations in the trends of infectious diseases 
in England and Wales during the week ending May 12 were 
increases in the number of notifications of measles 1,619 
and idee 107 and a decrease of 277 for whooping- 
coug 

A rise in the incidence of measles was recorded in every 
region with the exceptions of Yorkshire and the north-west. 
The largest increases in the number of notifications were in 
Northumberland 266, Kent 194, Derbyshire 183, Devon- 
shire 155, and the chief exceptions to the rising trend were 
decreases in Yorkshire West Riding 255 and Southampton 
165. No change of any size occurred in the local trends of - 
scarlet fever. The largest falls in the number of notifica- 
tions of whooping-cough were Lancashire 71 and London 
57, while the largest rise was 59 in Warwickshire. No 
changes were recorded in the trends of diphtheria; the 
largest return was Lancashire 9 (Manchester C.B. 5), The 
number of notifications of acute poliomyelitis was the 
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same as in the preceding week (21). Two cases of acute 
poliomyelitis were notified in each of the cities of Bitming- 
-ham, Coventry, and Manchester. 


The higher incidence of dysentery was due to rises in ' 


established outbreaks, and no fresh outbreak of any size 
was reported during the week. The largest returns of 


dysentery were London 196 (Islington 44); Lancashire 192 . 


(Manchester C.B. 26, Oldham C.B. 21), Yorkshire- West 
Riding 77 (Skipton U.D. 26, Bradford C.B. 20), Middlesex 
72 (Edmonton M.B. 18, Ealing M.B. 17). i 

- i ~ World Population 


The growth of the world’s population between 1920 and 
1949 is discussed in the Demographic Yearbook, 1949-50, 


‘issued by the United Nations. Some statistics of population 


are admitted to be unreliable, especially in Africa and 
many parts of Asia, but if the figures are accepted as a rough 
appreximation they will not be entirely misleading. 

The population of the world increased from 1,834 million 
in 1920 to 2,378 million in 1949. That is an increase of 
30% on the 1920 figure and corresponds to an increase of 

-slightly less than 1% per annum. If this rate of growth is 
maintained, the present world population will be doubled 
in less than 100 years. The greatest-increase was in Latin 


’ America, the reliability of whose estimates is described as 


“fair.” In 1920‘the population was 92 million and i in 1949 
it was 158 million—an increase of 72%. The smallest 
increase was in North-west-central Europe, the reliability 
of whose estimates is described as “ good.” Here there was 


a 19.5% increase from 179 million in 1920 to 214 million in.. 


1949. The population of Eastern Europe, including the 
Asiatic parts of the U.S.S.R., increased by 22% from the 1920 
figure of 236 million to the 1949 figure of 288 million 
(“fair ” reliability). The United States and Canada, whose 
estimates are reliable, had a population increase of 42% 
from 115 miilion in 1920 to 163 million in 1949. Smaller 
than the increase found in Latin America, and larger than 
that found in the United States and Canada, was the increase 
in the population of Japan, whose estimates are also reliable ; 
it rose from 56 million in 1920 to 83 million in 1949—an 
increase of 48%. 

Japan is by far the most densely populated. region in the 
world, having in 1949 223 persons per square kilometre. 
The next most densely populated is South-central Agia with 
100 per square kilometre. The comparable figure for North- 
west-central Europe was 78, for Southern Europe 88, for 
Eastern Europe including the Asiatic part of the U.S.S.R. 12, 
for the United States and Canada 8, and for Latin America 8. 


! - 


Births and Deaths in the U.S.A, 


In 1950 in the U.S.A. the crude birth rate was 23.5 per 
1,000 population, as compared with 24.0 in 1949 and 25.8 
-in 1947. If an estimate is made of unregistered births, the 
crude birth rate for 1950 becomes 24.5. The estimated 
death rate in 1950 was 9.6 per 1,000 population, as~com- 
pared with 9.7 in 1949. The estimated infant mortality 


~ rate was 29:2 per 1,000 live births in 1950—a record low 


level. It was 31.1 in 1949. (Public Health Service Monthly 
Vital Statistics Bulletin, April 24, 1951.) 


Births and Deaths in Capetown 


In the year ending June 30, 1949, the European popiliiod 
of Capetown was 194,085 and the non-European population 
219,644 (Annual Report of the Medical Officer of Health 
of the City of Capetown). Some birth and death rates are 
shown in the following Table: 











on-European 


Death rato 


Infant mortality rate |. 
Tuberculosis death rate* ` 


-7 * Per thousand population. 


- i - 
Week Ending May 19 i i 
The notifications of infectious diseases in England and 
Wales during the week included : scarlet fever 991, whooping- 
cough 2,556, diphtheria 31, measles 18,381, acute pneumonia 
483, acute poliomyelitis 24, dysentery 661, paratyphoid fever 


10, typhoid fever 6. Deaths from influenza in the great 
towns numbered 8. a 





E o Medical News 


What w. H.O. is-Doing 


The fourth W.HLO. Assembly ended at Geneva on Friday, 
May 25, after taking a number of, decisions, the most 
important of which was probably the unanimous adoption 
of the international sanitary code, which prescribes maximum 
as well as minimum regulations and therefore should prevent 
the imposition by any country of special health regulations 
purely for reasons of commerce or prestige. An effective 
working budget of 57,677,782 was approved for the coming 
year, and the U.S. contribution adjusted to be one-third of 

“this total (it has hitherto been greater); the subscriptions 
from Austria and from Japan (now admitted a member of 
W.HLO., together with Spain and the Federal ‘German 
Republic) were modified to follow changes in political status. 
It was decided to maintain the Tuberculosis Research Office 








in Copenhagen, subject to biennial review, and the agree- - 


ment between W.HLO. and the Egyptian Government on the 
diplomatic status of the staff of the Regional Office in Alex- 
andria was approved. The application of the International 
Catholic Committee of Nurses and Medical Social Workers 
for admission into official relationship with W.H.O. was 
opposed on many sides, and a resolution for postponement 
of the application was passed by 27 to 9, with 15 abstentions. 


Harvelan Society of London 


The Buckston Browne dinner was held at the Hydé Park 
Hotel on May 10 with the President, Mr. W. E. Tucker, in 


the chair. The Rt. Hon. L. S. Amery proposed the health of © 


the.society ; in a wise and witty speech he referred to the 
Harveian concept of man’s function. The president, in his 
reply, appealed for a continuance of unity and friendship in 
the medical profession. Dr. Brian Warren, who proposed 
the health of the guests, told of several interesting aspects of 
Stuart history as seen through the eyes of William Harvey. 
Replies were made by Sir Alexander Maxwell. (chairman of 
University College Hospital), who delighted the company by 
his‘sparkling humour, and by Mr. Basil Cameron, who made 
a graceful speech of thanks. 
. + ~ 
Ulster Paediatric Society Dinner | 
The Ulster Paediatric Society held a dinner on May 18 
at Ballygally Castle Hotel,.Co. Antrim, with Professor 


4 


F. M. B. Allen in the chair. There was a large attendance . 


of members and guests ; the. principal guest-was Professor 
A. G. Watkins, Welsh National School of- Medicine, who 
gave an address on “Acute Respiratory Obstruction in 
Children.” . 


British Cardiac.Society `, ze . 

The thirteenth annual general meeting of the British 
Cardiac Society was held in Glasgow on May 10 under 
the chairmanship of Dr. J. H. Wright. At the morning 
session there was a discussion on heart disorders of pul- 
monary origin, the opening speakers being Professor J. 
McMichael, Dr. A. J. Thomas, and Dr. Paul Wood. In 
the afternoon short communications, arranged by the secre- 
tary, Dr. K. Shirley Smith, included papers on vector cardio- 

~graphy, clinical and cardiographic aspects of cardiac infare- 
tion, and electrokymography ; colour films illustrating move- 
ments of the valves of: the heart and diaphragmatic flutter 
“ were shown. _ 
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Society of Medical Officers of Health 


The following have been elected officers for the session 

1951-2. President: Dr. W. G. Clark, medical officer of 
health, City of Edinburgh. Vice-presidents: Professor R. H. 
Parry, M.O.H., Bristol) Dr. H. C. Maurice Williams 
. (M.O.H., Southampton), and Dr. J. M. Gibson (M.O.H., 
Huddersfield). Chairman of council: Sir Allen Daley. 
Honorary treasurer: Dr. James Fenton. Dr. Clark is the 
first M.O.H. for Edinburgh to hold this office since the 
foundation of the society in 1856. Sir Allen Daley has been 
re-elected as chairman of the council for the fourth year 
oin succession. 


Jacques Arsène @Arsonval A 


June 8 marks the centenary of the birth of Professor 
Jacques Arsène d'Arsonval (1851-1941), famous for his 
introduction of diathermy and various biophysical re- 
searches. The son of a country doctor, he showed much 
talent for mathematics and physics, and was always interested 
ın the more exact and mathematical aspects of medicine. 


MEDICAL NEWS 


While a medical student he attended lectures given by the’ 


physiologist Claude Bernard ; once the galvanometer he 
used did not work and d’Arsonval repaired it for him. 
Bernard offered him an assistantship in his research labora- 
tory, and d’Arsonval devoted himself to studying and experi- 
mental work in physiology, at the same time continuing his 
medical studies. He received his doctorate when he was 26 
for a thesis on pulmonary elasticity. In 1882 he became 
director of the biophysical laboratory ‘of the Collége de 
France, and subsequently professor. His researches 
covered a wide field—from the invention of numerous 
electrical instruments to the study of high-frequency cur- 
rents and their physiological effects, and the heat produc- 
tion of fishes. 


Julius Leopold Pagel (1851-1912) -~ 

Born on May 29, 1851, Pagel is known .to the medical 
profession at large through his Biographisches Lexikon, 
while the medical historian values his readable Geschichte 
der Medicin, his Handbuch, and his Zeittafeln. As a 
general practitioner, Pagel began lecturing on medical 
history at the University of Berlin in 1891, being made 
professor extraordinary:in 1901. He died on January 31, 
1912. Ata meeting of the Osler Club held in his honour 
at the Wellcome Research Institution on May 4, Dr. Walter 
Pagel spoke on “ Julius Leopold Pagel and the Usefulness of 
Medical History for Medicine.” 


a 


Osler Club and Library hs 


It is not generally known that the Osler Club library was 
almost completely destroyed during the war, and that efforts 
are now being made to rebuild the collection. At present 
it consists merely of a few books and reprints by Sir William 
Osler, a few biographies devoted to him, and about 2,000 
reprints mainly devoted to the history of medicine. Members 
_ of the medical profession are invited to send copies of their 
own books on the history of medicine and to remember the 
Osler library when disposing of books. A list of the books 
already owned by the club is available to those wishing to 
help. Thé library is at present housed in the-Medical College 
Library, St. Bartholomew’s Hospital, E.C.1. The Osler Club 
now has abéut 70 members and is open to all members of 
the medical profession, students, and laymen. The subscrip- 
tion ‘is 15s. a year (10s. for undergraduates), and new 
members or guests will be welcomed at any time. ance is 
no entrance fee. - 


Aureomycin and Chloramphenicol Regulations 

From June 1 these two antibiotics will, like penicillin 
under the Penicillin Act, 1947, be available only from regis- 
tered pharmacists on prescription. These regulations antici- 
pate the wider availability of aureomycin. 
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Helicopters in Korea r 
General Bliss, Surgeon General. to the U.S. Army, has 


‘ reported that -the use of helicopters by the Mobile Army 


Surgical Hospitals has been most successful in Korea, Each 
unit has a number of helicopters attached to it; the pilots 
live with the unit, and when a call comes from the clearing 
station at the front lines the helicopter can take off immedi- 
ately. Those now in use in Korea carry two patients 
strapped in basket-type litters on the outside. A new type 
is now being tried out; this is a Sikorsky helicopter that 
can carry eight patients inside it. At present there is only 
one in operation in Korea. 


Wills 


Major-General Robert James Blackham, of Etchingham, 
Sussex, barrister-at-law, a member of the Pharmaceutical 
Society of Ireland, author, and a Liveryman of the Society 
of Apothecaries, who was also a Freeman of the City of 
London and Under-Sheriff of the City of London, 1935-6, 
left £1,749, including £100 each’ to~the Royal Institute of 
Public Health and Hygiene and the Royal Faculty of 
Physicians and Surgeons of Glasgow, to provide an annual 


> 


- lecture, to be known.as the Blackham Lecture. 


~ COMING EVENTS > 

Osler Club Meeting 

The next meeting of the Osler Club will be held on June 
15, at 7.45 p.m., at ‘the Medical Society of London, 11, 
Chandos Street, Cavendish Square, W.1, in commemoration 
of Sir Oliver Lodge (1851-1940). Talks will be given on 
Sir Oliver by Dr. R. H. Thouless and Mr. W. H. Salter, and 
Dr. G. F. Newbold will talk on the history of hypnotism. 


Edinburgh Royal Infirmary Residents’ Club 
The Edinburgh Royal Infirmary Residents’ Club is being 


` resuscitated, and the annual dinner is to be held in Edin- 


burgh on June 22. Any member who has not rèceived a 
notice of this, and who wishes to be present, should write 
to the honorary secretary, Dr. W. D. A. Callam, 29 Murray- 
field Avenue, Edinburgh, 12. 


Tuberculosis Conference 


The Oxford Conference on Tuberculosis and Diseases of the 
Chest will be held from July 16 to 21: It is designed to display 
British thought and work on these diseases and to stimulate 
discussion ; the sessions will be held in the Taylor Institution 
and ascommodation will be provided in Balliol, St. John’s, 
and Trinity Colleges. Further information may be obtained 
from the Hon. Sec., Dr. Stephen Hall, 16, Grosvenor Place, 
London, S.W.1. x 


. SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 
concerned, 


Monday 
Episurca Universtry.—At Physiology Class Room, June 4, 
ik 5 p.m., “ The ates of Sprema Ord Dr po las Guthrie, 
STITUTE OF PsycHuTRy, Maudsley 
London, S.E.—June 4, 530 p.m. ena Ea A by 
Dr. E. biai 


Tuesday 
LONDON Con MapicaL SOCETY ae St. Ebba’s Hospital, 
Epsom, June 5, 3 p.m., clinical meetin: 
RoyaL EYE HOsFIral, St. George's Cire Cires, Southwark, London, ‘ 
S.E.—June 5 5 P ae ‘Surgery of the Lacrimal Sac and 
WRIGHT-FLEMING 


Ducts,” by. Mr. 
Sr. Mary’s HOSPITAL Manis ScHOOL: 
Pon OF MıcxontoLo9Y, Paddington, London, W.—June 5; 
“ Infection Resistance in Young Animals,” . 
Arot W eas Mr. R. Lovell, D.Sc., M R.C.V.S. 
West Enp HosprrAL For Nervous DISEASES, 40, Marylebone 
Lane, London, W.—June 5, 230 p.m, “ Demyelmating 
Diseases,” clinical demonstration in neurology by Dr. N. G. 
ulbert. 


Fi f 
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Wednesday 


OINSTITUTE OF DERMATOLOGY. Lisle Street, Leicester Square,’ 
London, W.C.—June 6, 5 p.m., “ Medical M ycolo 'y-—M icro~ 
sporon and Epidermophyton Injections by Dr R “Riddell 

Oxrorp Universiry.—At Radcliffe Infirmary, Oxford, June 6 
5 p.m., “ Gastric Biopsy in the Study of C ronic Gastritis and 
Pernicious Anaemia,” Litchfield Lecture by Dr. Ian Wood, 

Rovyat Eye HosrrraL, St. George’s Circus, Southwark, London, 
S E.—June 6, 5.30 p.m, “ Surgical Treatment of Squint,” by 
Mr. R. P. Crick. 

West Lonpon MEDICO-CHIRURGICAL SocweTY.—At Royal Coll 
of Surgeons of England, Lincoln’ s Inn Fields, London, W.C., 
June 6, 7.30 for 8 p.m., annual banquet. 


Thursday . 
EDINBURGH University, University New Buildings (Anatom 
Theatre), Teviot „Place, Edinburgh.—June 7, 5 pm., “ Infantile 
pie eters Honyman Gillespie Lecture by Dr. Glenys M. 
wdon. 
@INSTITUTE OF. DERMATOLOGY, Lisle Street, Leicester Square, 
London, W.C—June 7, 5 p.m., “ Acne Kulgaris and Sébor- 
rhoea”’ by Dr. G. B. Mitchell-H 
STITUTE OF UrRoLocy.—At Roya Ser of Su 
En and, Lincoln’s Inn Fields, London, Ca June 
raemia,” by Professor M. L 
ROYAL COLLEGE OF SURGEONS OF ee “Lincoln s Inn Fields, 
London, W.C.—June 7, 5 p.m., “ Uraemia, ” Urology Lecture 
by Professor M. L. Rosenheim 
Piccadilly, London, W.— 


ae of 
5 p.m, 


RoyaL Sociery, Burlington House 
June 7, 4.30 p.m., “ Lethal Synthesis,” Croonian Lecture by 
Professor R. Peters, F.R.S. 

St. ANDREWS Untversiry.—At Lecture Theatre, Materia Medica 
Department Medical School, Small’s Wynd, Dundee, June 7, 

“ Balance of Li ca and Death in Bran Lesions, a by 
Dior Sir Geoffrey J 

Sr. George’s HOSPITAL Manica, SCHOOL, Hyde Park Corer, 
London, $.W.—June 430 pm., “ Neurology,” lecture- 
demonstration. 

Unrversiry COLLEGE: DEPARTMENT OF BIOCHEMISTRY, Physiology 
Theatre, Gower Street, London, W.C., June 7, 4.45 p.m, 


“ Biological Sess Concernin ng Carbohydrate Radicles,” 
third of four public lectures by D. J. Bell, Ph.D., Sc.D., F.R.I. 
WESTMINSTER OOL OF Menicing, Meyerstein ecture Theatre, 


Horseferry Road, London, S.W.—June 7, 5.30 p.m., clinico- 

pathological demonstration. Discussion “ACTH. and 
Contin’ speakers, Professor N. F. Maclagan, Dr. F. Dudley 
Hart, and Dr. J. G. Humble. 


Friday 


Instrrure, oF DermaToLoGY, Lisle Street, Leicester Square, 
London kGs —June 8, 5.30 p.m., clinical demonstration by 
rain, 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS - 


Bedford.—On May 14, 1951, at Stoke-on-Trent, to Janet (formerly Shnmp- 
ton), M.B., B'Ch, wife of Godfrey Thomas Bedford, MB. ChB. 
DOMS., ‘a son 

Bunting.—On May 5, 1951, at 12, Wilmington Road, Quinton, Birming- 
ham, to Vera M, wife of Dr. John Bunting, a daughter—Alison Margaret 

Crichton.—On May 20. 1951, at Abyad, Egypt, to Jean. wife of Squadron 
Leader David Crichton, M.B'B’, of Royal Air Force, Kabrit, M.E A F., 
15, a daughter, i 

James.—On May 15, 1951, at Parkhouse Nursing Home, Liverpool, to 
Joyce, wife of Dr. H Watkin James, a son 

Pillai.—On April 20, 1951, at Swansea, to Lenora (formerly Anthony) 


wife of S. Pilla, MB, FRCS, a son—Mohan Anthony. 
DEATHS 
Carter.—On May 20, 1951, at his home. 


Gilford Broadstone, Dorset 

William Henry St. Leger Carter. L.R CP &S Ed.. aged 89. 

Conpal.—On May 22, 1951, at the Hospital of St John and St Elizabeth. 
Tondon, NW, John Connal, M.B., Ch.B, late of Isleworth, Middiesex. 

Creau.—On May 23, 1951, Thomas Francis Crean OBE, LRCP&SI, 
Surgeon Commander, R.N., retired, of 512, Allerton Road, Springwood, 
Liverpool 

Gray.—On May 25, 1951, at Highgate, London, N., Cyri! Gray, LR.CP& 
SEd., LRFPS., late of Gosforth, Newecastlo-npor-Tvne. 

Harvey.—On May 23, 1951, at Bermuda, Eugenius Harvey, MRCS., 
LR.C P. 

Martta.—On May 18, 1951, at 12 Croxteth Road, Liverpool, John Grabam 
Martin, MD. Colonel, A.M S., retired 

Pringle—On May 24, 1951. -at Hong Kong. Leonard Duncan Pringle, 
MR.C.S, LR CP., formerly of Finchley, London, N, 

Raakiu.—On May 19. 1951, inn 58, Cleveden Drive. G'acgow, Frederick 
Powlett Renkin, Q RE, » ChB.. Lleutenant-Colonel, RAM.C. 
retired 


Soflwan.—On May 23. 1951, at South Kirkby, Yorks, Fleetwood Witham 
Porter Sullivan. M.D. 

Upeott —On “May 74 1951, at China Garth, Thornton-le-Dale, Yorks, 
Harold Upcott, F R CS., aged 71. 
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Any Questions ? 


Bacillary Dysentery Carriers 


Q.—I have lately cone across a few .casesof Flexner'‘and 
Sonne dysentery which clear up clinically on treatment but 
give positive stool results for many weeks afterwards in 
spite of repeated courses of sulphonamides. What drugs 
are likely to’ be most effective in the treatment of these 
“chronic excreters”? Is there a “ carrie:”’ condition in 
bacillary dysentery in any way comparable to that in 
typhoid ? 


.—Persistent excreters of Shigella flexneri are rare. 
Organisms of this group live and multiply in the superficial 
layers of the mucous membrane, and such persistent 
excreters are therefore suffering from mild chronic infec- 
tions. S. sonnei, on the other hand, is more closely related 
to the non-pathogenic coliform organigms and can live and 
multiply in the contents of the bowel. This organism ‘fre- 
quently persists for long periods after symptoms have dis- 
appeared, and subjects infected in this way.can be regarded 
as true carriers. The most favoured sulphonamides for the 
treatment of persistent excreters are the slowly absorbed 
compounds sulphaguanidine, succinylsulphathiazole, and 
phthalylsulphathiazole, but these are frequently ineffective. 
Good results have been achieved in some cases with the 
newer antibiotics, particularly chloramphenicol. This is 
given orally in a dosage of 250 mg. four-hourly for 6 to 
10 days, and is claimed to produce a rapid clearance. 


Sore Tongue 


Q.—For the past five years a boy of 18 has complained 
of pain in his tongue brought on by eating acid foods or 
highly spiced dishes such as curry and haggis. This is 
followed by soreness for about half an hour. Examination 
shows a tongue deeply furrowed transversely which is a 
little redder than normal, with fairly prominent, papillae at 
the tip. There is no coating on it, and from ‘every other 
point of view he seems perfectly fit. Urine examination, 
Wassermann and Kahn tests, and haematological examina- 
tion are negative. A swab from the fongue produced on 
culture Neisseria pharyngis with a few colonies of Strepto- 
coccus viridans and haemolytic streptococci. There can be 
little doubt that he has a congenital furrowed tongue, with, 
I suppose, the possibility of a chronic glossitis. 1 can find 
little about these symptoms of sore tongue in the books. 
What line of treatment would you advise ? 


A.—The aetiology and treatment of a sore and painful 
tongue are difficult and often complex problems. The 
commonest association is with achlorhydria, so that sore’ 
tongue is a feature of pernicious anaemia and hypo- 
chromic microcytic anaemia, and it may also occur in non- 
anaemic- achlorhydric patients. In these cases the condi- 
tion nearly always clears up on a hydrochloric acid and 
pepsin mixture taken in plenty of water through a glass 
tube after meals. Where ‘anaemia is present then the 
appropriate therapy. should be given. There is, however, 
a group of cases associated with hyperacidity, and often 
there appears to be a multiple vitamin deficiency of.mainly 
the vitamin-B complex. Some_of these cases will respond 
to an alkaline mixture (for the hyperacidity) and a high 
vitamin intake; one of the vitamin-B-complex ‘mixtures 
may be prescribed. Particularly do these cases seem: to 
require nicotinic acid, aneurin, and folic acid, with sometimes 
the addition of vitamin A. Again, any mild degree of hypo- 
chromic anaemia should be treated appropriately. 

There is a further group of cases seen in young women 
which takes the form of a cyclical mucosal ulceration of 
the tongue and mouth which occasionally also involves the 
vaginal membrane. It often comes on before the menstrual 
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period, and it may clear up during or after, recurring again 
with the next period. This is a very intractable condition 


_ to treat, but some relief has been reported from the use of 


testosterone, and sometimes from oestrogen therapy, with 
the ‘addition of the vitamin and anti-anaemic therapy as 
described above. 

In the case of the boy concerned in this question he should 
have first a test meal. . 


- Exercises for a Protuberant Belly 


Q.—~-A patient, aged 26, has just spent three months in 
bed, and she now has a very prominent abdomen—partly 
due to excess subcutaneous fat and partly due to very 
relaxed abdominal muscles. She has the appearance of 
being about five months pregnant, although she is really 
quite thin. Can you suggest some good exercises for her, 
and also some way of reducing the abdominal fat? 


A.-~The essential feature in treating ‘this patient is to 
improve her muscle tone; in such cases the subcutaneous 
fat is almost always a very minor factor, and if the abdomi- 
nal wall returns to normal tone the fat will hardly be noticed. 
There is no local method of reducing the fat. 

It is important to stress that the patient should try to 
hold in her abdominal muscles tightly all the time, but 
especially when standing; after a while the muscles will 
remain in better tone habitually. In addition to this, simple 
exercises should be carried out to improve muscle tone; 
but unless a full course is carried out under the supervision 
of a physiotherapist it is always wise to keep these exercises 
as few as possible, otherwise patients tend to neglect them. 
It is therefore suggested that the patient should practise 
contracting the recti abdominis some 30 times morning 
and evening while lying down; she can also contract them 
at intervals during the day when she is either sitting or 
standing. 
formed 12 times every morning and evening: the patient 
lies on her back and slowly raises both legs together and 
slowly lowers them again; then with the toes fixed under 
a firm rail she raises her oe toa sitting position without 
using her hands. ~ 


Hexamine 


Q.—Hexamine was the main urinary antiseptic a few 
years back. Why is it no longer included in the “ British 
Pharmacopoeia” ? 


.—Hexamine is no longer included in the British 


Pharmacopoeia because its value as a urinary antiseptic 
has always been small and it does not compare in effici- 


ency with ammonium or calcium mandelate or with the 


sulphonamides, such as sulphathiazole, or with the anti- 
biotics, such as streptomycin. Hexamine has therefore 
been entirely replaced by these newer agents, particularly 
the sulphonamides. 


Barrier Creams and Eczema 


Q.—-There are a number of barrier creams on the market 
intended primarily to keep clean the- hands of those 


_employed in dirty types of work. Two creams in com- 


mon use protect the skin against liquids, waterproofing it, 
as well as against solid dirt. Would such creams be useful 
in the treatment of the types of eczema which are exacer- 
bated by either water-soluble substances or by household 
dirt and dust? 


_A.-Barrier creams are meant to be applied to normal 
and not damaged skin. They leave a more or less occlusive 
film-on the epidermis to protect against external irritants. 
This must usually be harmful if there is an underlying 
inflammatory lesion. ` 

There are numerous types of barrier creams. -Many con- 
taining soaps are alkaline, and so are somewhat irritant. 
Most contain fats and higher fatty alcohols and various 


ANY QUESTIONS ? 


The two following exercises should also be per- ~ 
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inert emulsifying bases. Upon occasion patients show 
sensitivity to some of the ingredients. As a rule, therefore, - 
barrier creams are not suited to the treatment of eczema, 
for which they are not intended. Nevertheless some patients 
with mild chronic dry eczematization do find these creams, 
quite helpful. 


Allergy and Immunization 


Q.—A female infant, aged II} months, was recently 
admitted to a childrer’s hospital as an emergency. The 
history was that after taking, a little fish she developed a 
rash, and parts of the body swelled, especially the eyelids, 
which were completely closed. She was discharged cured in 
three days, with a-diagnosis of “ angioneurotic oedema due 
to fish-poisoning.” The family history is that the child's 
mother suffered in a similar manner at the same age after 
taking fish, and since then at intervals has suffered from 
attacks of asthma. There is also a more distant relative 
who suffers from asthma. The father has no history of 
allergic disorder. 

The mother is anxious that the child should be immunized 
against most of the infectious fevers. Js this desirable or 
dangerous ? i i 


- A.—Immunization is desirable and without -risk. For 
diphtheria, the alum-precipitated toxoid should be used 
and not the toxoid-antitoxin. Immunization to tetanus 
might also be considered later, as it would avoid the 
necessity of antitetanic serum with its risks in an allergic 
subject in the event of a skin laceration in later years. 


Paget’s Disease of Bone 


is there any treatment at present for osteitis defor- 
mans, particularly where it is giving rise to pain in the 
muscles of the calves? 2 


A.—Osteitis deformans (Paget’s disease) causes no symp- 
toms in most cases. In a few there is an aching pain in the 
region of the affected bone. When other symptoms are 
experienced the possibility of some complication, or of 
associated diseases, must be borne in mind. Important 
complications are fracture and sarcoma; and commoùly 
associated diseases are osteoarthritis and occlusive vascu- 
lar disease. Before treatment is advised for Paget's disease 
these possibilities should be eliminated by careful clinical 
investigations (including an assessment, of the peripheral 
circulation) and adequate radiographic examination. - 

Treatment of Paget’s disease is disappointing. The cause 
of the condition being unknown, most methods of treatment 
are empirical. Agents that have been tried include calcium, 
phosphates, x-ray therapy, and longitudinal osteotomy. But 
it cannot be said that any of them can be relied upon to 
afford important relief. ` 


Methaemoglobinaemia in Industry - 


Q.—Iin the “Chemist and Druggist” (December 9, 1950, 
p. 661) it is stated that para-aminopropiophenone produces 
a methaemoglobinaemia in mice. Is there any evidence 
that this substance can produce methaemoglobinaemia in 
humans? Also, ig there any evidence that para-nitro- 
acetaminohydroxypropiophenone can produce methaemo- 
globinaemia? Men in a certain industry are exposed to’ 
the latter both by skin contact and also by inhalation. 


A.—There is no reference in the literature to methaemo- 
globinaemia in human beings due to absorption of para- 
aminonitrophenone or to  para-nitroacetaminohydroxy- 
propiophenone, The chemical structure suggests that 
both substances could cause the conversion of haemo- 
globin to methaemoglobin, but the prediction of toxic 
effects from a study of chemical structure cannot be made 
with certainty. 
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FESTIVAL SCIENTIFIC MEETINGS 


There has been a considerable demand for tickets for the 
Symposia arranged throughout June at the Royal Society of 
Medicine. The following meetings are now full, and 
members are advised to. apply as eariy as possible for the 
remaining sessions : 


Date and Time 
Monday, June 4, 2 p.m 
Thursday, June 7, 2.15 p.m .. 
Friday, June 8,4 pm 
Thursday, June 14, 2 p.m. 
Monday, June 18, 2.15 p.m. 
Wednesday, June 20, 10 a.m. 
Monday, June 25, 10 a.m 


` Subject - 


Antibiotics : i 
Vascular’ System (Clinical) 
Central Nervous System 
Endocrinology (Clinical) 
Peptic Ulcer 

Cortisone and, ACTH 


[i 


: PROGRAMME OF SYMPOSIA 


í Monday, June 4 . ~ 

2 p.m.—Twe PERIPHERAL Nervous SySTEM Chairman, Sir 
Henry Date, O.M., G.B.E., M.D., F.R.S, Professor G. L. 
Brown, Transmission in Sympathetic Ganglia ; Dr. B. KATZ, 
The Response of the Motor End-plate to a Nerve Impulse ; 
Dr. W. S. Facpperc, Mechanisms of Neuromuscular Block ; 
Professor J. H. Burn, The Relation of Noradrenaline to 
Adrenaline ; Professor J. Z. Young, Determination of the 
- Size of Nerve Fibres; Mr. H. J. SEDDON, Recent Advances 
in the Repair of Injured Nerves ; Dr. D. C. Sinctam, The 
Anatomy of Pain Sensibility. 


Wednesday, June 6 


10.30 a.m.—OTORHINOLARYNGOLOGY. Chairman, W. M. 
_ Motuison, C.B.E., M.Ch. Recent Advances in Otology. 
- (1) Hearing-aids: Dr. T. S. Lrrrter, The Development of 
the Medresco Aid; Mr. J. Orry, Clinical- Experiences with 
the Medresco Aid; Mr. P. G. Gray, The Medresco Aid in 
Use—Patients’ Experiences. (2) Hearing Tests: Mr. C. S. 
HALLpme, The Clinical Tests of Cochlear Function, Recent 
`. Developments of Theory and -Practice. (3) The Surgery of 
the Labyrinth, Mr. TERENCE CAWTHORNE. 

2.30 p.m.—Malignant Disease of the Upper Respiratory 
Passages. Mr. F. C. W. Capps, Malignant Disease of the 
Nose and Paranasal Sinuses ; Professor F. C. ORMEROD, 
Malignant Disease of the Nasopharynx and Oropharynx ; 
Mr. V. E. Neaus, Malignant Disease of the Pharyngo- 
larynx and Larynx; Dr. H. A. Lucas, The Pathology of 
Malignant Disease of the Upper Respiratory Passages ; 
Dr. Gwen HILTON and Mr. T. M. Prossor, The Radio- 
therapy of Malignant Disease of the Upper Respiratory 
Passages. ` : 


Thursday, June 7 


2.15 pm.—AnNTBIOTICS. Chairman, Professor Sir ALEX- 
ANDER FLEMING, F.R.C.S., F.R.S. Professor Sir HOWARD 
Fiorgy, Some Observations on the Antimicrobial Products 
of Fungi and Bacteria ; Dr. E. P. ABRAHAM, Some Chemical’ 
Aspects of Antibiotics from Fungi and Bacteria; Dr. E. 
LESTER SMITH, The Production of Antibiotics ; Professor 
L. P. Garrop, Acquired Resistance to Antibiotics ; Pro- 
fessor CLIFFORD Wrison, Clinical Evaluation of Anti- 
biotic Therapy ; Dr. G. L. M._McELLIGOTT, Antibiotics in 
Venereal Disease; Professor ROBERT CRUICKSHANK, Anti- 
biotics in Infectious Disease. 


+: ` Friday, June 8 


4 p.m.—Te VASCULAR SYSTEM (Clinical). -Chairman, Sir 
JOHN PARKINSON, M.D. Sir JAMES LEARMONTH: Surgery of 
the Arteries ; Professor J. McMicnazL, Cardiac Failure ; Dr. 
R. T. GRANT, Wound Shock ; Professor G. W. PICKERING, 
“Essential Hypertension. ` 


FESTIVAL -SCIENTIFIC MEETINGS 


The Peripheral Neivous Sys'em | 
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Monday, June 1] 


-- 2.30 p.m.—OPHTHALMOLOOY. Chairman, A. W. S. SICHEL, 


M.D., D.O. (President-Elect, B.M.A., 1951-2). Dr. L. G 
THOMSON, Colour Vision ; Dr. W. A. H. Ruston, Electro~ 
physiology. of the Retina ; Mr. B. W. Rycrort, Corneal 
Grafts (with film); Mr. A. G. Cross. Contact Lenses ; Pro- 
fessor ARNOLD Sorsxy, Genetics i in Ophthalmology. 


Tuesday, Tune 12 7 


10.30 am.—Piastic Surcery. Chairman, Sir öin 
GorDON-TAYLOR, K.B.E, M.S. Sir Harorbo GuLeEs, 
General Review ; Sir WILLIAM Ketsey Fry, The External 
Bar; Mr. RaINsFORD MoWLEM, Report on the Development 
-of the Cancellous Chip Boné Graft. ` 

2 p.m.—PLASTIC SURGERY (cont.). Chairman, -Professor 
Sir James Parerson Ross, K.C.V.O., M.S. Professor T. 
POMFRET KILNER, Congenital Clefts of the Lip and Palate ; 
Sir ArcampaLD McINDor, Reconstruction of the. Burned 
Face; Mr. RAINSFORD MowLeM and Mr. L. W. PLEWES, 
| Orthoplastics in Industry. 3 ' 


` Thursday, June 14 


9 p.m.—TuHe CENTRAL Nervous System. Chairman, 
W. RussELL Bram, D.M., P.R.C.P. Professor W. E. 
le Gros Czarx, The Contribution of Anatomy to 
Problems of Sensory Discrimination ; Professor E. G. T. 
LIDDELL, Stimulation of the Motor Cortex in Monkeys x 
Dr. F. M. R. Watsue, Some Principles Governing the 
Interpretation of Experimental Studies of Cortical Func- 
tion, with Special Reference to the Organization of Move~ ` 
ments; Dr. Grey WALTER, The- Physiology of Adaptive 
Behaviour: 


. Friday, June 15° | z F 
4.30 p.m—ANAESTHETICS.. Chairman, I. W. Mains, 


<- C.V.O., M.B., D.A. Professor E. A. Pask, Research ; 


Dr.. Jonn GLES and Dr. G. E. H. EnpeRrBY, Controlled , 
Circulation; Dr. Cecm Gray, Relaxants; Dr. W. W. 
Musuin, Supplementary Agents ; Dr. M, D. NoswortTay, 
Thoracic Surgery ; Dr. A. I. Panny Brown, Cardiac Surgery, 


Monday, June 18 


- 10 a.m—POLIOMYELITIS. Chairman, F. M. R. WALSHE, 
O.B.E., M.D., F.R.S. Dr. F. O. MacCaLLuM, Virus Infec~ 
tion; Dr. D. McALPINE, The Early Symptomatology of 


Virus Infection ; Dr. W. H. KELLEHER, The Management of _. 


the Early Stage of Poliomyelitis; Mr. H. J. SEDDON, Polio~ 
myelitis, the Convalescent Stage; Dr. A. H. Gaze, Polio-. 
myelitis as an Epidemic Disease in England and Wales. 


` 2.15 p.m —ENnpocrinoLocy (Clinical). Chairman, R. D. 
Lawrence, M.D. Dr. HAROLD GarDINER-HILL, Obesity and, 
Carbohydrate Metabolism; Dr. R. D. LAWRENCE, Two 
Types of _ Diabetes—With and Without Blood-jnsulin ; 

Dr. P. M. F. Bisnop, The Oestrogens: Their Clinical Use ` 
Dr. LEONARD Simpson, Pituitary—-Adrenal Hyperfunction. _ 


Tuesday, June 19 


10 a.m.—Tag DECLINE OF INFANT MoRrTALITY. Chairman, 
Sir ALLEN Davey, M.D., D.P.H. Sir James SPENCE, Maternak 
Skill and Other Factors Responsible for the Decline of 
Infant Mortality ; Professor T. McKeown, Congenital Mal-. 
formations ; Professor T. N. A JEFFCOATE, From the Angle 
of the Obstetrician ;- Dr. H. K. WALLER, Breast Feeding. | 

5 p.m-—Burns. Chairman, LEONARD COLEBROOK, M.B. 
F.R.S. Dr. J. P. BULL, The Problem of Fluid Replace. 
ment; Dr. E- J. L. Lowsury, The Control of Infection ; 
\Mr. DOUGLAS JACKSON, Physical Signs which Indicate the 
Need for Grafting; Dr. P. Dartas Ross, Early Skin- 
grafting; Mr. Ramsrorp Mow Lem, The Use of Homo-~ 
grafts for Extensive Burns; Mr. ‘A. B. _ WALLACE, The 
Exposure Method of Treating Burns. 


~~ 


“SHANKS, X-ray Diagnosis of Peptic Ulcer; 


- formations ; 


~ 
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ti Weta Wednesday, June 20 


10 am —Pepric ULCER. Chairman, Professor Sir 
Henry Coren, M.D., F.R.C.P. Mr. NORMAN TANNER, The 
Role of Surgery in the Treatment of Peptic Ulcer; Dr. F. 
AVERY Jones, The Physician’s Viewpoint ; Dr. S. COCHRANE 
Dr. HENRY 
WILSON, Psychological Factors. 

2.15 p.m.—EXPERIMENTAL ENDOCRINOLOGY. Chairman, 
A: S. Parkes, D.Sc, F.R.S. Professor E. C. Dopps, 
Synthetic Oestrogens-; Professor F. G. Youna, The Endo- 
crine Approach to thé Problem of Diabetes; Dr. G. W. 
Harris, The Hypothalamo-Hypophysial Link in the Stress 
Syndrome ; Professor E. B. VERNEY, The Excretion of Water 
and its Physiological Regulation; Dr. S. J. FOLLEY, Endo- 
crine Factors in Lactation. 


Thursday, June 2] 


10 a.m.—NUTRITION AND THE B“ VITAMINS. Chairman, 
Lord Horper, G.C.V.O., M.D. Dr. R. A. Perers, The Clini- 
cal Implications of Research on_ Vitamin Bı; Dr. LESTER 
SMITH and’ Dr, Boptey Scorr, Treatment of the Macrocytic 
Anaemias; Professor B. S. PLATT, B Deficiencies in the 
Tropics; Dr. L. J. Harris, Nicotinamide and Pellagra.” 

2 p.m.—NeEuROsuURGERY. Chairman, Professor Sir HucH 
Camns, K.B.E., F.R.C.S. Professor N. M. Dorr and 
Mr. G. L. ALEXANDER, Jnotracranial Aneurysmal Mal- 
Professor Sir GEOFFREY JEFFERSON, The 
Frontal Lobe ;’Professor Sir Huom Camns, Head Injuries ; 
Mr. J. B. PENNYBACKER, Abscess of the Brain ;, Mr. HARVEY 
Jackson, Tumours of the Orbit; Dr. L. Gurrmann, The 
Care of the Paraplegic Patient. 


a Friday, June 22 


«< 10 am-—Txe PROBLEMS OF CARDIOVASCULAR DISEASE 


iN AN AGEING POPULATION. Chairman, J. H. SHELDON, 
M.D., F.R.C.P. Professor A. M. Boyp, The Diagnosis and 
Management of Circulatory Deficiency in the Lower 
Extremity due to Degenerative Arterial Disease; Dr. 
Wuıram Evans, Cardiac “Pain; Dr. T. ROowLAaND HL, 
Neurological Aspects ; Dr. D. D. Rem, Incidence. 

2.15 p.m—OrtHoparpics. Chairman, S. L. Hiaes, 
F.R.CS., President, British Orthopaedic "Association, Sir 
Harry PLATT, Unusual Malignant Tumours of Bone; Sir 
GORDON GoRDON-TAYLOR, The Surgery of Malignant Disease 
-in the Vicinity of the Hip-joint;.Sir THOMAS FAIRBANK, 
Some ‘General Affections of the Skeleton; Mr. BRYAN 
McFarianp, Developmental Defects of Long Bones. 


- 


Monday, June 25 


10 a.m.—CORTISONE AND A.C.T.H. Chairman, Professor 
G. R. Cameron, F.R.C.P., F.R.S. Dr. G. W. Harris, The 
Clinical Implications of Recent Research Work on the 
Pituitary and Adrenal Glands ; Dr. W, S. Cx COPEMAN and 
Dr. Oswatp SAVAGE, The Rheumatic Diseases; Dr. D. 
Lona, Gortisone and Allergy ; Dr. F. T. G. Prunry, Effects 
of A.C.T.H. and Cortisone in Acute Disseminated Lupus 
Erythematosus and ‘Dermatomyositis ; Professor HENRY 
Moore, Experiences with Cortisone in Dublin, with Special 


` Reference to Toxaemia of Pregnancy., 


4 p.m.—Tse PHYSIOLOGY OF THE VASCULAR. ‘SYSTEM. 
Chairman, Lord Horper, G.C.V.O., M.D. ` Professor 
K. J. FRANKLIN, The Change-over in the Circulation 


During and Shortly After Birth; Professor I. DE BuRGH' 
. Daty, The Pulmonary Circulation ; Dr. D. A. McDonaLb 


and Dr. J. M. POTTER, Some Remarks on Circulatory 


“Rheology, with the Following Films: (a) Blood Streams in - 


the Basilar Artery, (b) Velocity of the Blood Flow in the 
Basilar Artery; Professor J. TRUETA, The Renal Circula 
tion; Professor H. Barcrort, The Action of. Adrenaline and 
Noradrenaline on the Human Circulation. 


+ va s ‘ 


FESTIVAL SCIENTIFIC MEETINGS 
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Tuesday, June 26 

10 a.m.—THe DIAGNOSIS AND MANAGEMENT OF EARLY 
MENTAL DISORDERS. Chairman, . DESMOND CURRAN, 
F.R.C.P., D.P.M. Dr. NoeL Harris; The Psychiatrist’s 
Viewpoint; Dr. J. C. SAwLe Tuomas, From the Angle of 
the Regional Psychiatrist ; Dr. THOMAS BEATON, The Mental 
Hospital in Relation to the General Public ; Dr. KENNETH 
CAMERON, The Child Psychiatrist's Viewpoint. i 

4.30 p.m:—TropicaL MEDICNE. Chairman, Sir Pur 
MANSON-Baur, C.M.G., F.R.C.P. Professor H. E. SHORTT, 
Protozoology and World Economic Problems; Professor 
B. G. Maeararm, Physiological Approach to Tropical í 
Medicine ; Sir Nem HAMILTON FARLEY, Chemotherapy in 
the Control and Treatment of Malaria. 

~ f 


¢ r 


Wednesday, Jah une 27 


10 a.m.—REACTIONS IN GENERAL PRACTICE TO SCIENTIFIC 
ADVANCES. Chairman, G. F. ABERCROMBIE, M.D. Dr. 
LAWRENCE DULAKE, „Reactions in General Practice to 
Scientific Advances ; Mr. JoHN Everipag, Personal Impres- 
sions of Some Advances in Urology of Significance to the 
General Practitioner ; Dr. H. Guy Dam, Changes in General 
Practice During: the Past Twenty-five Years as Seen by a 


~ General Practitioner; Dr. Georrrey Evans, Changes’ in 


General Practice During the Past Twenty-five Years as Seen 
by a Consultant Physician ; Dr. WILFRED OAKLEY, Diabetes 
and Modern Therapy. 

4.30 p.m.—EPmeMioLocy. \Chairman, W. H. BRADLEY, 
D.M. Dr. C. H. ANDREWES, Influenza and the Common ^ 
Cold; Dr. W. N. Pickres, Virus Diseases in General- 
Practice. 


Thursday, June 28 


10 a.m.—CaRcINOMA OF THE Luna. Chairman, T. HOLMES 
Sectors, M.Ch. Introduction by Mr. R. C. Brock. Profes- 
sor D. W. SmiTHERs and Mr. C. Price Tuomas, The Place of 

- Radiotherapy in the Treatment ‘of Bronchial Carcinoma ; 
Dr. N. Ltoyp Ruspy, From the Angle of the Physician ; 


` Dr. W. R. S. DoLL, The Relationship Between Smoking and 


Bronchial Carcinoma. 

2.15 p.m.—THORACIC SURGERY. Chairman, N. R. BARRETT, 
M.Ch. Mr. P. R. ALLīIson, The Anatomy and Physiology of 
the Oesophagogastric Junction in Relation to Hiatal Hernia 


-zand Oesophageal Ulceration; Mr. C. Price Tuomas, The 


Surgery of Adenoma of the Bronchus; Mr. R. C. BROCK, 


Intracardiac Surgery. 


Monday, July 9 


4 pm.—OpdntoLogy. Chairman, Sir WiLL1AM KELSEY 
Fry, C.B.E, M.D.S., F.DS. The. Significance of Dental 
Sepsis to the Physician, the Ear, Nose, and Throat Surgeon, 
the Ophthalmologist, and the Dermatologist. The Physician, 
Dr. A. H. Douruwarre; ‘The Ear, Nose, and Throat 
Surgeon, Mr. C. GILL-CAREY ; The Ophthalmologist, Mr. 
J. H. Docaart ; The Dermatologist, Dr. W. J.’ O’Donovan. 
The subsequent discussion will be opened by Dr. WILFRED 
Fisa and Professor MARTIN RUSHTON. 
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‘Sir ALLEN DALEY, MD, F.R.C.P. D.P.H. 


An occasion such as this gives an opportunity to take 
stock of the national health—a subject which con- 
cerns all of us. We are perhaps too’ much inclined as 


a profession to limit our vision to our success, or other-- 


wise, in the treatment of the individual sick person who 
seeks our aid, and to forget that the function of doctors 
as a proféssion is to preserve health, to try to get our 
patients to come to us at the beginnings of disease and 
not to wait until 
irreparable dam- 


age has been done 
and even heroic 
measures niay fail ; B: 


g RESPIRATORY T i 
or it BA 
4446 


to restore health. 
But before we can 
give serious 
thought to the 
preservation of- 
health we must 
know what are the 
diseases which 
afflict us and what - 
-are those which 
` cause premature 
death. We can 
then, if we look _ 
back to see what 
changes have 
occurred in the 


DEATHS 


_last few decades, Bt 
` consider the extent è 5 
to which we have <9 20 
succeeded jin re- ee n 
ducing premature a8 W 


mortality, the ex- 
‘tent to which we 
have failed, - and 
what- are now the. 
most important- 
killing diseases. We can next examine such data as 
are available about the incidence of disease and ill- 
health as distinct from the causes of death. It might 
- then be salutary to‘consider how our ‘national health 
scheme is attaining or is likely to attain our objective. 
I regret that it is impossible to avoid the consideration 
of a large number of figures, which are shown in’ the 
tables or illustrated by diagrams. 
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Measures of Health—Mortality 7 
"Though it would be more- logical to take morbidity 


before mortality, there is more and better information - 


about deaths than about disease, so we should consider 


*The’ Purvis. Oration delivered tó the West Kent Medico- | 
Chirurgie Society on December 8, 1950. 


-readily available to me. 
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Fie. 1.—The conquest of au in yndon (A. C. 


Pe THE HEALTH - OF. THE NATION* | : 


first the death rate, Some of my figures will be for 
the administrative County of London, others for England 
and Wales. J have taken whichever are the more 
London has a population 
approximately one-tenth that of England and Wales, and 
the trends of mortality are the same. Fig. 1 shows thé 
death rate of London for the-past 112 years. It shows - 
a reduction from 28.4 in 1838 to 11.7 in 1949. Cholera 
caused 14,137 
_| deaths _in-- 1849 
~ and 5,596 in 1866. 
We- must remem- 
- ber, however, that 
cholera in the pre- . 
bacteriological era 
was ill-defined, and 
that “ diarrhoeal 
diseases” are in- 
cluded under the 
same heading. 
Smallpox 'caused 
1;314 . deaths, in 
- 1902 and influenza~ 
-13,085 in 1918. 
Scarlet fever was 
` responsible for 
3,651 deaths in 
1875 and typhus 
fever for .3,598 in 
1862. 


. 


Over a hundred 
years’ span from . 
1847, when the . 
death rate was 





26.8 per 1,000, to 
1947, and -taking 
into account the 
difference in the 
age composition of 
the two saci uade had the 1847 death rate applied to 
to-day’s population there would .have been something 
like 106,000 deaths in London instead of the 41,000 
which actually occurred—a saving of some 65,000 lives 
in a single year. 

Table I gives the principal vital statistics for England 
and Wales for 1847, 1897, and 1947. . Compared. with a 
century ago, the striking features are: (1) the population 
has more than doubled ; (2) the crude death rate is less 
than half ; (3) typhus fever and cholera have disappeared 
entirely and smallpox virtually so ; (4) as causes of death 
scarlet fever, diphtheria, and typhoid fever are becoming 
rare and measles ‘and - whooping-cough ‘much less 
virulent ; (5) syphilis, which includes locomotor ataxia, 
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“Tanta "L-jEngland and Walés—Vital Statistics—1847, 1897, 1947. - Rate_per 1,000 Population, -Except Jor Infantile sand 


Maternal Deaths (see Note.(c)) 





a = 


1847 
“No. T Raten `~ 





Tuberouloais: 


D. Intracranial ieions of ‘vaioular origin 
E. Nephritis « 
E A+B+C+D+B a 





Sa 


(a) Estimated. (b) Not known. 
oftaning of braln, hemiplegia. ( 


aorta, has a heavier death rate now than a century ago 
and there has been no'reduction in the last 50 years ; 
many of those dying now, of course, are persons treated 
twenty years or more ago with less effective means’than 
are now available ; (6) the tuberculosis death rate, though 
still very heavy, is only a quarter of what it was 50 years 
ago and only one-seventh of that of a century ago ; (7) 
on the other hand, the degenerative diseases are taking 
a much heavier, toll.’ The cancer death rate has more 
than doubled in 50 years and is seven times greater than 
in 1847.. In a group of cardiac and vascular diseases, 
taken together with bronchitis and nephritis so as to 

, overcome the changes in classification of deaths intro- 
duced bythe Registrar-General in 1940, the death rate 
hds more than doubled in a century and increased by 
some 40% in the last fifty years. 

We must remember, however, that these are crude 
figures—not broken down into age groups—and some, 
but by no means all, of the increase is due to the ageing 
of the population and some is due to more accurate 
diagnosis and death certification. ; 

The rate of infantile mortality, which showed little 
reduction between 1847 and 1897, is now only one 
quarter of what it was in the latter year, and the same 
applies to ‘maternal mortality. 


Mortality at Different Ages Ry 
` In our quest for information’ on what are the great 
killing diseases, it is illuminating to find out what are the 
_Most important causes of death in the several age groups. 
Fig: 2 shows the general death rate, separately for each- 
sex, by age groups in England and Wales in 1947.° 
23) , aS foe 


N 


(a) 17,150,018 
: 67 


per 1,000 live births. (d) Croup. (e) Based on civil 
Raona population. (E) Bažod'on total popolation; 


RATE PER 1000 POPULATION 


1897 1947 


(a) 31,055,355 |= (4) 41,786,000 | |= (4) 41,786,000 | 41,786,000, 


















“ The rate for Bio is 27. 

Female death rates are consistently lower than male, 
and the lowest death rate is at age 13. It is not until 
70 that the death rate rises to that of infants. Fig. 3 
shows the loss of infant life, including stillbirths, up to 
1 year of age for the past twenty years. In the last ten 
years there has been a reduction in spas from 38 per 
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RATE PER 1000 TOTAL BIRTHS 


là 





1926. !930 1932 1934 1836 1938 1940 1842 1844 1948 1948 ` 
_ Fig 3.—Loss of life under 1 year. England and Wales, 1928-48. 
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11,493 
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PREMATURITY zg 
RESPIRATORY DISEASES 
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“. 7,085 
4806 
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1,000 total births (live and still) to 23, but,. nevertheless, 
-they now equal two-thirds the number of children born 


alive who die. 


in the first year of life. There are no 


accurate figures of the incidence of abortion, but it is’ . 


fairly certain that there are more dead foetuses—that is, 


abortions plus 


‘a year of birth. The principal killing diseases and their 


stillbirths—than children who die within < 


£ ‘ 


relative importance as a rate per 1,000 of the principal ~ 
age groups are shown in Fig. 4.. During the first year 
of life the principal cause of death is from congenital 


malformatians 


and birth injuries, the rate of which has 


been fairly steady for some years. The next is pré- 


in the first few 


` maturity, which at last shows a reduction compared with 
previous years. 


These three causes, which are maximal 
days of life, have yielded less to progress , , 


than the common infections operating later in the first 
year; for this reason neonatal mortality has declined i 
much more slowly than mortality between 1 month and 


1 year of age. 


UNDER /TYEAR +” 
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Fie 4.—Leading causes-of death by age groups. England and Wales, 1947. . 
/ ; are 


“` gitis, and by violence, mostly accidents 


` tuberculosis, followed by cancer and then 


Next in importance come pneumonia . à 
and bronchitis, the death rate from which 
is substantially less than a few years ago. 
In the 1-4 age group the total number 
of deaths is greatly reduced; but 
pneumonia heads the list, followed by 
tuberculosis, mainly tuberculous menin- 


in the home. ! f ` 

-In children of school age (5-14) the 
highest cause of death is violence, acci- \ 
dents in the home being slightly com- 
moner than road traffic accidents, and 
boys being involved three times more 
frequently than girls. It will probably 
surprise you to learn that the next highest 


cause is tuberculosis, two-thirds being 


non-pulmonary.” ~~ ‘ 

In our next age group, the first three- 
fifths of working life (15-44), the actual 
numbers of deaths are naturally over a a 
span of years-much larger than in the 
preceding groups, and by far the most 
important killing disease is: pulmonary. . 
violence. Heart disease now makes its 
appearance, causing 4,625 deaths out of 
41,918. | a ’ 

In the remaining two-fifths of working 


_ ‘life (45-64) pulmonary tuberculosis sinks - - 


to fifth place—actually- the fourth for 
men and the sixth for women, though in 
the case of men the absolute number of 
deaths in this age group is not dišsimilar 


_from that in the 15—44 age group. For .. ` 


both men and, particularly, women . 
cancer stands well at the top of thelist, 

followed in each sex by heart disease. In 

the aged (over 65) heart disease is well’ 

at the top, followed by intracranial : 
vascular lesions: and ‘cancer. Mea! a 


pa 
« ve 


© Morbidity “> 
Though death certification is by ro 


‘ means accurate about the real cause of . 


death, we are on even less cetin ground 
when we consider illnesses. Tfiere are, 


. however, several sources of information. 


First, there are the notifications ‘of infec- 
tious diseases. These- follow broadly 


at : ‘ 
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the death rates from the notifiable diseases, except that 
the case mortalities: from scarlet fever, cerebrospinal 
fever, measles, and whooping-cough are much less than 
they were, and therefore the fall in incidence is much 
less than the fall in deaths. Another exception is that 
the incidence of notified pulmonary tuberculosis is 
increasing while the death rate is declining. This is no 
doubt associated with better case-finding by mass radio- 
graphy and other means. 


i 


Hospital Records 


“The number of admissions to hospital and the reasons 
therefor are another method of ascertaining the serious 


TABLE eae ne Provincial Hospitals Trust. Summary of 
Stirlingshire and Ayrshire Findings, 1948 










Per 1,000 of Population 


Out- 
patients 





Clinical Group 















Infective diseases 
Neoplasms ~ oe 

General diseases ` 

Piet orp nervous system md 


= 
te ALDH at 
ROH ù 


Som wm we n 


and breast 
Disease of skin and cellular tissus 
Disease of bones and organs of, 


movement 

Ill-defined conditions and symp- 
toms 
Injuries and acute polroning 

Other defined diseases 
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Total a x 
Progaaney, childbirth, aad com- 
ia cations ea 
fs born in‘hospital._ % 
* Total 


diseases from which we suffer. 
careful analysis in the counties of Stirlingshire and Ayr- 
. shire made by the Nuffield Provincial Hospitals Trist.1 
The number of hospital admissions in one year per 1,000 
of the population was 72.9 and the number of patient 


Table II is based on a 


bed-days was 2,275 per 1,000 population. The figure 
of 72.9 includes 14.0 for admissions to maternity wards 
and 10.1 for babies born there. Of the remaining 48.8, 
14.3 admissions per 1,000 of the population are for 
diseases of the digestive tract, nearly half being for acute 
or chronic tonsillitis, which, perhaps strangely, are in- 
cluded in this group; and most of the rest were for 
appendicitis and. peptic ulcer, showing how important 
these diseases are when morbidity, as distinct from mor- 
tality, is under consideration. The next highest group, 
5.7 per 1,000, is “infective diseases,” including tuber- 
culosis, followed by diseases of the genito-urinary tract 
and breast, 4.2, diseases of the nervous system and sense 

. organs, 3.3, and neoplasms, 3.0. Injuries and acute 
poisoning were responsible for 5.0 per 1,000 and diseases 
of the bones and organs of movement only 1.7. 
Rheumatoid arthritis and fibrositis figure very little in 
the in-patient lists, though their calls on out-patient 
treatment are much more substantial. 

The most common class of out-patients are casualties 
—injuries, poisonings—32.8 per 1,000 population. Ear 
and ey, Raes and digestive diseases make up a large 
fraction of the remainder, while another large propor- 
tion is, as one would expect, made up of ill-defined 
diseases or symptoms incompletely diagnosed. 


i 


„average of 1,120* days of incapacity: 


Health Insurance Statistics 


When we examine the analysis of certificates for sick* 
ness benefit under the National Insurance Act, as was 
done by Sir George Newman in 1933,? we get a com- 
pletely different picture. The number at risk was not 
adequately indicated, so that it was not possible to calcu- 
late rates of morbidity but only to compare the relative 
frequency of different diseases as a proportion of all ill- 
nesses. ‘The five principal conditions were respiratory 
diseases, 25.0% ; influenza, 11.8%; digestive system, 
11.0% ; lumbago and rheumatism; 9.0% ; and injuries 
and accidents, 8.6%. The chief mortal diseases show 
comparatively low figures as certified causes of claim 
for sickness benefit—namely, malignant disease, 0.18% . 
tuberculosis, 0.72% ; and organic heart disease, 1.26% 


` National Morbidity Survey 


Another source of information on illness is the 
“Social Survey” which started in 1944. The trained 
workers of the survey interview, at the beginning of each 
month, different samples of the civilian population aged 
16 and over, and record the ilinesses and injuries said to 
have been experienced during each of the two preceding 
months, The size of each monthly sample was initially 
about 3,000, but has since been raised to 4,000 (1949) 
The results are vitiated by faults of memory, and as they 
are not checked by reference to the doctor or hospital 
they do not purport to’ reflect exact diagnosis. They 
are, however, in several ways revealing. During the year 
ended September, 1947, the average number of persons 


ill in each month was 619 men and 713 women per 1,000 - 


interviewed. The days of incapacity per year averaged 
12.9 per head for men and 11.7 for women. For men 
up to 45 it was about 10 days, increasing to 17 at ages 
55-65, and 18 at ages over 75. ` 


The number of medical consultations in the year aver-, 


aged about 4 per head for each sex up to 45, was 6 at 
ages 55-65, and over 7 at advanced ages. Only 23% of 
all people recording an illness or injury during a month 
had consulted a doctor during that month. The rates 


of prevalence of’ different illnesses are of considerable, 


interest and quite different from any we have examined 
so far. The monthly prevalence rates per 1,000 of 
the population during the year ended April, 1947, 
were: colds and febrile catarrhs, 136; psychoneuroses, 
126 ; dyspepsia, 77 ; constipation, 54 ; muscular rheuma- 
tism and lumbago, 161 ; headache, 112. These are, in 
effect, the disabling conditions, of which people complain 
rather than a diagnosis of the cause of the disability. As 
perhaps might be expected, the largest number of 
medical consultations a month was for a psychoneurosis 

The most recent, comparative information from the 
Social Survey appears in the Monthly Bulletin of the 
Ministry of Health for October, 1950, and relates to the 
first quarter of 1950. The figures are in slightly different 
form from those for the year 1946-7 and are for a 
quarter of the year when illness is most prevalent. The 
figures for the working age group 16-64 are: out of every 
1,000 interviewed, 684’on the average during each month 
of the quarter had suffered from some illness or injury, 
and among the 1,000 there had been each month an 
An interesting 
point is that each month there were, among every 1,000 
interviewed, 480 consultations with their doctors, and 


*Some of the figures given are rounded to the nearest ten, as 
the published rates are per 100 instead of per 1,000, 
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this compares with approximately 400 in the first quarter 
of 1948 before there was a medical service free to all at 
the time of'the illness. k ; 

For those over 65, the figures per 1,000 interviewed 
were, monthly: sickness 848 compared with 684 in those 


under 65 ; incapacity'2,150 days compared with 1,120; 


and medical consultations 790 against 480. In the 16- 
64 age group, “serious, moderate, or mild” illnesses, 
monthly, were 52 for men and 74 for women among 
1,000 interviewed and 346 and 422 “minor or ill- 
defined ” for men and women respectively. There is no 
detailed analysis available for this quarter of the nature 
of the illnesses, but each month 182 per 1,000 of those 
aged 16-64 interviewed had developed a “cold or in- 


fluenza ” and 49 per 1,000 of the men and 82 per 1,000. 


of the women some form of rheumatism. 4 

An interesting check on these figures is from a survey 
ın the Eastern Health District of Baltimore, Maryland, 
U.S.A., during the years 1938-43.+* The total recorded 
illnesses for persons of all ages was 1,379 a year per 1,000 
interviewed. Non-disabling illnesses accounted for 729 
and those necessitating confinement to home or bed were 
650. The annual average number of days of disablement 
was 15.8 each, which is not dissimilar from our own 
figures of 10 days under 45 and'17 at ages 55-65. Minor 
respiratory cases account for 47% ofall cases of illness 
and accident and for 41% of the cases confined to bed 
for one or more days, but only 13% of the number of 
actual days spent in bed of the total so confined. The 
next largest group are the minor digestive diseases, in- 
cluding diarrhoea and enteritis. A special study of the 
chronic cases included in this survey showed that the 
five most prevalent in order of frequency were; ‘arthritis, 
heart disease (not rheumatic), rheumatic fever and rheu- 
matic heart disease, hypertension, and psychoneurosis. ` 


Disabled Persons 


In considering the burden of disease and accident on 

. the community the last set of figures we need to consider 
is the national register of disabled persons. You will 

remember that under recent legislation certain types of 

work are reserved for those on the register and that every 

large employer must employ disabled persons. The per- 

centage of his total employees is prescribed, and is now 


' \ 
Tarts II.—Disabled Persons Register: Nature of Disablement 
(From Ministry of Labour Gazetie, May, 1950) 







Nature of Disablement 




























































.Amputations .. . 80 8-3 -1 
tis and rheumatism 4-4 3-9 42 
Congenital malformations 0-2 3-7 16 
Di of digestive sys- , 
tom .. ee a 9-6 | 23,924 61 8-1 
Discases of heart, etc. .. &1 | 26,114 66 63 
Diseases of the lung (sof - 
tuberculosis) . ay 82 | 29,044 | 7:4] 73,669] 79 
Ear defects ‘a 3-5 | 23,918 | 61 | 42,674) 46 
Eyo defects 5:3 | 32,804! 8-3) 61,531] 66 
Injuries of head, face, 
neck, thorax, ab 
lvis, and trunk =. 37,503 69 | 10,293 47,796 31 
i os and diseases of 
ower © cae . 79,007 | 146 | $1,137 130,144 | 13-9 
Injuries and diseases of g 
upper limb? “5 A 60,085 28,406 88,491 9-4 
and diseases of - ` 
spinet.. sm a. | 13,386} 2-5] 14,575 27,961 3-0 
Nervous and mental dis 
rders . 45,200 | 8-3 | 40,275 85,475 | 91 
Tuberculosis 32,175 | 5-9 | 26,637 58,812 | 63 






29,361 24,682 54,043 


3%. Figures published by the Ministry of Labour® and 
shown in Table If] show that the register contains 


. 936,196 names; 13.9% are because-of injuries and 


diseases of the lower, and 9.4% of the upper, limb ; 9.1% 
nervous and mental disorders ; 8.1% amputations ; 8.1% 
diseases of the digestive system ; 7.9% non-tuberculous 
diseases of the lung; 6.6% eye defects ; 6.3% tubercu- 
losis; 6.3% heart disease; and 4.2% arthritis and 
rheumatism. ý 


Before leaving the subject of disabling illness, I would ' 


quote the words of Mr. Arthur Blenkinsop, M.P. (unpub- 
lished), when speaking at a centenary meeting of the 
Friern Mental Hospital. He reminded his audience that 
over a quarter of all Joss of work is due to mental distur- 
bance and that 48% of the hospital beds in the country 


\ 


are devoted to these illnesses. - 
f 
Cost of Health Services S 
It is perfectly clear from the information I have been 
able to collect that there is an immense amount of ill- 
health and disability in this country, as indeed in any 
country. It has a crippling effect upon our national 
economy. The cash payments to the sick and injured 
by employers and by the Ministry of National Insurance 
must be staggering. No precise figures have been issued, 


but from answers to Parliamentary questions it appears ` 


that the latter are of the order of £70,000,000 in a year. 
The estimates for the cost of the National Health 
Service® for 1950-1 are £405,000,000. Hospital treat- 
ment amounts to £238,000,000 and has risen steeply ; 
dental services cost £40,000,000; ophthalmic services 
£24,000,000 ; medicines £26,000,000 ; general practitioner 
services £43,000,000—proportionately, I think we would 
all agree, too low. 

Local health authority services under the National 
Health Service Act cost £34,000,000. This is a mixed 
bag, and only a small fraction is for real preventive 
services. The ambulance service takes £8,000,000 of it. 
I cannot give national figures for the domestic help and 
home nursing services, but the total budget of the Public 
Health Department of the London County Council for 
the National Health Service Act is £3,631,200,’ of which 
the ambulance service costs £632,200, the -domiciliary 


midwifery service £223,500, day nurseries £841,700, care ° 


and aftercare services £992,900, including domestic helps 
£458,000, and home nursing £170,000. Some preventive 
services are in this total of £3,631,200: they include 
vaccination and immunization (£31,300 in London), 
health visiting and infant welfare clinics, health educa- 
tion, and the preventive side of chest-clinic work. I have 
not included day nurseries, which absorb about one-fifth 
of the expenditure of the London Public Health Depart- 
ment, as they are not provided primarily for keeping 
healthy children healthy but because of the socio- 
economic circumstances of the mother. I agree, how- 
ever, that it might be argued that they do help to keep 
fit a particularly vulnerable section of the child’ popu- 
lation. Probably, in all, the cost of direct preventive 
services does not amount to more than about 17.6% of 
the total cost of the local health services in London. If, 
however, the cost of the local health services in London 
is multiplied by ten to give an estimate for England and 
Wales, and if this latter figure is set against the total 
cost of the Health Service, it will be seen that galr about 
1.5% of the total expenditure is for direct pzeventive 
work. There must be mention, however, of other local 
authority services which are preventive in character. I 
refer to the school health service, costing £666,000 in 
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London, housing, drainage, collection and disposal of 
refuse, and the proyision of open spaces. But most of 
these, except thefirst, are long-term. z 

It must, of course, be borne in mind that, as school 
and industrial medical officers are well aware, diagnosis 
and treatment when carried out early are, in fact, 
preventive in the sense that they prevent the develop- 
ment of more serious illness. This is an important 
_ aspect: for clinicians to appreciate. 


` Discussion 
What I have endeavoured to demonstrate up to now 


may perhaps be put into perspective and commented 
‘ upon:, 


1. The total burden of ill-health and disability is enormous 
despite the fact that it is probably much less now than it was 
in former years, 

2. Probably few who are working in one or other branch 
of curative medicine realize the relative contribution, great 
or small as it may be, of their own particular work to the 
alleviation of the total volume of human sickness. 


3. The diseases which figure most in the work of an acute 
general hospital and in the Bills of Mortality are by no, 
means in all cases those which are most important from 
the point of view of the national health. 


4. In considering disease from the point of view of the 
national economy we must have regard to (a) its total inci- 
dence ; (b) its average duration; (c) the period of life at 
which its incidence is highest; and (d) its preventability. 

5. We must consider for each disease its aetiology and the 
means of preventing it. If the aetiology of any common 
disease is not definitely known every encouragement must 
be given to those who seek to find it. When it is known, 
preventive measures must be devised and be applied vigor- 
ously. In this connexion I would make an earnest plea, to 
clinicians to think more and more about means of preven- 
tion and to take any ideas which occur to them to their 
public health colleagues, who will be only too willing to 
carry out further~investigations and endeavour to apply 
preventive measures. 


6. With regard to the individual patients, it is’ doubtful 
whether sufficient attention is paid by their medical atten- 
dants to inquiry into exactly why they fell ill at that particu- 
lar time and to the giving of advice on how the patients can, 
in future, prevent a further breakdown in health. 

7. The most important diseases from the national point of 
view are: minor catarrhal and respiratory infections ; nerv- 
ous and mental diseases; rheumatic manifestations—acute 
and chronic; tuberculosis; and heart and digestive dis- 
orders. If consideration is given to diseases which cause loss 
of working years. of life by prolonged illness or death, 
tuberculosis is much more important than cancer.* Lives 
saved in early manhood are much more important than 
prolongation of life of the aged. 


8. Accidents are a fruitful cause of impaired capacity and 
loss of public money. More should be done to forewarn 
the public and inform them of how accidents both at home 
and in the street can be avoided. 


9. The lag between a discovery in preventive medicine and 
its application should be reduced. B.C.G. vaccination 
against tuberculosis was-discovered 30 years ago. In this 
country it is only now being applied. Immunization against 
diphtheria was also discovered over 30 years ago, but only 
from 1941 has it been vigorously commended to the public 
of this country. In the years before 1941 the deaths from 
diphtheria numbered about 2,500 a year and the cases 
45,000. Deaths now number 200 in a year and cases 4,000. 
The sain of hospital beds amounts to about 5,000 and, 
assuming the low cost of £14 per patient a week and an 
average duration of stay of seven weeks, the annual saving 
is nearly £4,000,000., The_cost of immunization is pro-- 
portionately almost negligible. 
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10. Preventive medicine often involves: the discovery of 
early failures to maintain good health so that a chain of 
disease which may have serious consequences may be broken 
at the beginning. Mass radiography of the chest and con- 
tact examinations at chest clinics are examples, but they 
are more or less futile if, when the early case of tubercu- 
losis is found, those who need admission to a hospital have 
Routine medical inspections of school- 
children are another ‘method of discovering the. beginnings 
of disease. One of the fruits of this has been the L.C.C. 
scheme for dealing with juvenile rheumatism, with, as its 
objective, a reduction in the: incidence of and mortality 
from rheumatic heart disease. 


11. The psychoses and psychosomatic iiine are prob- 
ably the greatest single group of causes of unhappiness and 
inefficiency. Increasing attention is being given to preventive 
psychiatry, but, beyond a realization that many cases of 
juvenile maladjustment and adult mental illness arise from 
wrong handling of the infant and young çhild, little is yet 
known, and even that which is known is'seldom applied. 


The above are but a few examples of the reflections 
which occur to me on considering the facts included in 
the first part of this address. It must be clear to all that 
a considerable proportion of the man- and woman-power 
and of the wealth of this country is being used in an 
endeavour to make our. people healthier. We have a 
great National Health Service, but it is mainly -for the 
cure of disease, and more and more money is required 
for this purpose. It is for administrative purposes 
divided into three sections: (1), the hospitals and 
specialist service ; (2) the general ‘practitioner, general 
dental, pharmaceutical, and supplementary ophthalmic 
services ; and (3) the local health authority services. I 
wish, however, to emphasize that there is only one health 
service, not rhree, and each must play its proper part in 
both the curative and the preventive services. 


-The hospital and general-practitioner sides have impor- 
tant parts to play in the preventive services by the giving 
of advice on aftercare and prevention to their individual 
patients," and by endeavouring to fathom the reasons why 
particular diseases are specially prevalent in any locality . 
or group of people. Often this can best be done by 
keeping good records and calling upon the local health 
officer to help to solve the problem. As “already men- 
‘tioned, the local health authorities’ services include some 
which belong to the curative field—for example, home 
nursing and aftercare—and,/in these, close co-operation * 
with the other two branches is required, but the essential 
part of the work of local health authorities is to employ 
experts in the preventive field. 


I plead for a much closer relationship between the 
health officer-and his staff and those engaged primarily 
on the curative side. If for no other reason than the 

mounting cost of the curative services, more and more 
attention will have to be paid to prevention. The health 
officer cannot, however, attempt to apply general preven- 
tive measures unless he has accurate knowledge of the 
incidence of disease in his area, and this means the keep- 
ing of records in such a form that they can be analysed 
by districts, places of work, occupations, etc. Much 
useful information can be obtained and thoughts formu- 
lated by general conversation in ‘the nature of “shop.” 
One of the great values of comprehensive health centres, 
where both general practitioners and public health 
doctors will work in the same building, will be this close 
personal contact between the two groups so that each 
can call upon the other to help solve either problems 
relating to individual patients or more general problems 
relating to the prevention of disease in the locality. 
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Similarly, it would help to facilitate this exchange of 

views and a realization that both sides form a team if 

the local health officer could have some attachment to his 

local hospital and' be welcomed in their common-rooms 
‘ and committees as one of themselves. . 

I must apologize for presenting so many figures, but 
it was essentia] to a proper understanding of what is the 
burden of ill-health which it is the duty of our National 
Health Service to try to reduce. My main thesis is that 
it is only by a “ teaming-up,” as they say in America, of 
the curative and preventive sides that progress can be 
made. : 


I wish to express my indebtedness to Mr. Benjamin and 
Mr. Gore, of the Statistical Section, and to Mr. Trendell, of 
the Library and Information Section of the Public Health Depart- 


‚ment of the London County Council, for valuable help with the * 


figures and references. 
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The dramatic results obtained by Hench et al. (1950) in 
the treatment of rheumatoid arthritis by the systemic 
use of cortisone gave rise to the hope that’ cortisone 
would be a helpful therapeutic agent in those ophthalmic 
conditions that seem to have an allergic origin. It had 
also been found that certain: ophthalmic diseases were 
benefited in patients. who were being treated for rheu- 
thatoid arthritis ‘with systemic cortisone (Moore et al., 
1951). yo 


When this investigation was begun (July, 1950) there 


were no publications available to us dealing with the 
local use of cortisone in the treatment of ophthalmic 
lesions. _It was therefore necessary, in the first place, 
to find out by clinical trial’ the optimum dosage and 
_ the most suitable method of administration. We found 
that the instillation of a drop of cortisone acetate suspen- 
sion into the conjunctival sac did not produce any irrita- 
tive reaction. As a number of therapeutic agents which 
are used in the local treatment of ophthalmic conditions 
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have their maximum therapeutic effect when injected 
subconjunctivally this method of administration was 
next tried, and likewise produced no irritative symp- 
toms when administered in the concentration and volume, 
mentioned below. + ~ 

, The cortisone used was generously given free by 
Dr. James M. Carlisle, Medical Director of Messrs. 
Merck & Co., to the Medical Research Council of 
Ireland through Professor Henry Moore; for this 
investigation it was in the form of cortisone acetate 
ointment (25 mg. per g.) and a 2.5% suspension in 
saline (25 mg. per ml.) for instillation, both being bland 
when introduced into the conjunctival sac. 


i Parallel Work | Š 
It is of interest that other investigators, working 
independently, have come to similar conclusions about 
dosage and mode of administration and adjudge the 
therapeutic value of cortisone, in the main, much as 
we do. ,The first report was by Henderson (1950). ~ 
Steffensen et al. (1950) record the use of a saline suspen- 


‘sion of cortisone administered topically (4 volumes of 


isotonic saline to 1 volume of the. original crystalline 
cortisone suspension) in four ophthalmic cases. These 
cases had, in addition, received systemic treatment with 
A.C.T.H. and cortisone. One of these, a case of luetic 
interstitial keratitis, showed continued improvement with 
the use of cortisone topically after the systemic treat- 
ment with cortisone had been suspended. Woods (1950) ' 
reports upon the use of cortisone locally in eight cases. 
Only one of these received systemic cortisone in addi- 


‘tion. He concludes that cortisone administered locally 


in the conjunctival sac has a profound effect in the 
control of external ocular inflammation, the beneficial 
effect being uniformly observed after two to four days’ 
intensive treatment, but that it has not yet been demon- 
strated that cortisone has any effect on the exudation 
ın the vitreous. Koff et al. (1950) report that, out of 
nine’patients with acute or acute recurrent iritis treated 
with subconjunctival injections of cortisone, eight were 
decidedly improved. They, injected 0.2 to 0.4 ml. 
(25 mg./ml.), the injections being repeated in 48 to 
72 hours where necessary. 


_ Present Investigation i 

As our investigation was a clinical one, and as most 
of the cases were being treated by the local use of cor- 
tisone, it was considered that laboratory tests would. not 
be of assistance in helping to regulate the dosage. 

The use of cortisone locally in ophthalmic conditions 
has advantages. When used locally, such small quantities 
are required that the cost of the hormone is not a 
serious obstacle and no side-effects need be feared. The 
impression gained was that the method of choice is in 


the first instance by subconjunctival injection followed 


*Third Report of the. Cortisone Clinical Subcommittee 
(Professor He Moore, Chairman ‘and Clinical Director, Pro- 
essor W. J. E, Jeso and Dr. D. K. O'Donovan) to the Medical 


‘Research Council of ireland. Three circumstances led to this 


work being undertaken: (a) the first case of rheumatoid arthritis 
treated by our cortisone team also suffered from severe episcleritis ; _ 
on the fifth day of intramuscular cortisone treatment the epi- 
scleritis had completely disappeared; (b) a short time after that 


‘observation Henderson’s work in the Mayo Clinic on the use of 


cortisone in ophthalmic diseases became known to us; and (c) the 

gift of cortisone preparations for use in ophthalmic 
diseases became available to us. Consequently, the (ortisone 
Clinical Subcommittee of the Medical Research Council of 
Ireland requested Drs. Lavery, Werner, O'Donoghue, Guinan, 
and Macdougald to undertake the study described in this article 
under its general direction. aa 
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by the instillation of cortisone drops every two hours 
during the day and the insertion of some of the ointment 
into the conjunctival sac last thing at night, the sub- 
conjunctival injection of cortisone being given every 
second day. The number of subconjunctival injections 
required varies from case to case, and local treatment, 
‘should be continued until the inflammatory condition 
has subsided or until it is apparent that no response is 
being obtained. If a'relapse occurs the treatment should 
again be instituted. 

-The subconjunctival injections were found to’ be 
entirely painless if local analgesia had been previously 
produced by the application of a pledget of cotton- 
wool that had been soaked in 2% butacaine sulphate 
{“butyn ”) at the site of the intended injection. 


Only one patient complained of a smarting sensation ` 


being caused by~the eye drops; the bland and soothing 
effect of the ointment and drops was remarked ‘upon 
by many. 

Notes on the treatment of 83 cases are set out below. 


Table of Cases 





Diagnosis 
aotorstitial keratitis 


Result 


these had had other treatment. without 


relapsed over a period 


of several months 
Other of vascular Symptoms relieved in six cases, but in only 
‘ asso- one case was there im in visual 
ciated With acae rosa- acuity Two cases did not respond to 
cea treatment f 
Keratitis md irldo- Rapid relief 


of symp Visual acui 
which had fallen ta to S8, came up.to acuity, 
after two weeks’ cortisone treatment. No 
relapse over a period of three months 


Not roved. This was the case that 
comp tast tie. drape produced. 


sensat 
Corneal burns: o of the lime barns were fresh cases; in 
Lime ieee treatment appeared to have no ` 
Alkali offect. ae (eee other two treatment was 
Acd.. begun 


lessened ani one showed improvement 1 


= Yrga ae kom = hand movemen 
k 60 in two weeks. Noi rovement 
in acuity in alkali acid burn cases 


Marked and rapid improvement. 
corneal 


opacification 
quarter of ita former aize. Period of 
treatment required was two weeks, No 
relapse up to five months after cessation 
of treatment 


In ono 


resistant to other treatment for three 
Ni he weeks, In three the lesion bealo within 
— days, subjective 
i been abolished within t t houra. 
' eight cases, beyond producing some relief 
in subjective symptoms, the condition did 


Symptoma relieved within 24 hours ın 8, Six’ 


TETS None of the eaght cases . 
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, 


corneal opacification , was Ealos'i-discaas of 


Are of Bxudative choroiditis . 


tnuance f 
weeks after Retinal detachment 1 
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Continued from previous column 
No.0 of Remit m i 
= ok “pa apa eae 


to four months laters 


Scleritis No improvement in three. In the fourth 
am tension was asso- 

ciated with the tion; a subcoajunc- 

tivel injection brought the 


tension down from 40 to 29 mm. Hg 
(Schitz) n eight hours; no myouc was 
used Intraocular tension again rose to 
former level in 48 hours, when it was 
controlled by wong 


S, betic ophthalmia First cato came at begin- 
an opi ning of condition on dorir came (30; the keratitis 
punctata after three days’ in- 


five 


* established, was improved; this case is 
X discussed fa detail below 
a me 
Reaction to retained lens id removal of symptoms and of 
cortex after oxtra- “Toa ies acre eye. One pei which hed 
capsular extraction of treatment, 
cataract- e hpn ter muspension aeh PT 


Intraocularınfection fol- 
lowmg extracapsular 
extraction of cataract 

L 


ant 


four hours intramuscularly. 
day of treatment wound was clean and 
pos \in_antenor chamber had been 
absor bed, r 1s, not powible to ssa 
what x 


Iridocyelitis following 
extrac- 
‘inet cataract 


Three days after operation the 
‘had been operated upon sh 
ciliary mject vitreous haze. No 


the eye became almost white and clearing 
of vitreous opacities was noticed 


Jn eight; rapid relief of ptoms and much 
improvement in visual acul 


all’ early cases; 
period of dx Vaca to 


showing 
valus Ka (early cortisone treatment are 
given be! 


In one case, which before contione ga 
ment had been s'ationary, visual 
roved from 1/60 to 6/ ow 
(9) three cases were 
treatment = 





Golndcaced by 





bringing about resolation 
cases had systemic cortisone treatment as 


well as local treatment, and aro 
f below 


`‘ 


Unimproved on subconjunctival injections 
vitreous opacitios over two 
perpenreaepe mih arth- 


ritis 


No imprdvement in vislon or in retinal 
to tuber- condition. Byo became white after one 
culous aveltis month of local cortisone treatment, bit 


again became inlected three months later 
Koral- cortisone treatment has been 


in ` ' 4 ” 


A survey of the above 83 cases shows that 27. were 


not appear to be influenced by tearment much improved, 22 were moderately improved, and 34 - 
‘were unimproved by local cortisone treatment. 


Obdjectively, the corneal condition a 
to be be unimproved, bu he vigual eculy 
creased fram 3/60 to a. No further 


i r a r in visual acuity occurred 
It seems that local cortisone treatment did 
Not have any beneficial influence 


Rapid relief of 


Follicular conjunctivitis 1 symp 
\ resolved in two weeks. No 
occurred 


In a series of 14 consecutive cataract extractions by 
one of us there occurred post-operative reactions of an ‘ 


- unusual kind, manifested by “ red-eye,” increased con- 
toms. Follicles junctival secretion, and, in some cases, mild cyclitis. 


ap te dve months ia had Jn the next six cases which came for cataract extrac- 





; Hon the effect of a prophylactic subconjunctival injection 


Å. 


~ 


June 9, 1951 


` 





of cortisone was tried. ‘The injection was given as 
soon as thé operation. was completed. In four out of 
the six cases ‘the post-operative course was uneventful. 
In the first of the two remaining cases the eye, which 
had been operated upon remained white for six days 
_ after the operation ; on the seventh day circumcorneal 
injection ‘appeared. A further subconjunctival injection | 
’ of cortisone was given, with the result that the eye again 
became white’and no relapse occurred. In the second 
of these two cases vitreous was lost upon completion of 
the section and the lens was removed with a vectus. 
Severe cyclitis developed, and did not yield to a second 
subconjunctival injection of cortisone on the seventh 
post-operative day. This series of cases suggests that 
cortisone may be of value as a prophylactic against 
-post-operative reaction in ophthalmic surgery.. 
As will be | seen, dramatic results were obtained in, 
eight out of nine cases of interstitial keratitis. It may 
. be of significance that in the one case which failed to 
' respond the blood Wassermann reaction was negative 
(two tests) at the time the-cortisone treatment was begun, 
while in the other ‘eight cases it was positive. This 
patient had had interstitial keratitis in‘ his other eye 11 
years previously, and at that time the blood W.R. was’ 
> positive before antisyphilitic treatment was instituted. 
Details of two tases which show the value of the 
early institution of the cortisone treatment are as follows. 
1 
cra Case 1. Iridocyclitis 
A woman aged 26 was first seen on March 7, 1940, when 
she had a severe irldocyclitis in her left eye. The visual 
acuity of the eye was reduced to 3/60. . General investiga- 
tion was negative except for a strongly positive Mantoux 
‘reaction to 1/10,000 old tuberculin. She was treated. with 
protein shock produced by intravenous injection of T.A.B., 
large doses of sodium ‘salicylate by mouth, and 1% atropine 
drops locally. After six weeks’ treatment the condition 
subsided, with a resultant visual acuity of 6/12. On 
November 24, 1950, the iridocyclitis had recurred in the 
left eye. Extensive keratitis punctata was present, and 
there were inflammatory cells in the vitreous. Vision in 
the left eye was again reduced to 3/60. Two sib- 
conjunctival injections of cortisone, with a day's interval- 
between them, were given, and cortisone drops were instilled ` 
every two hours during the day. On November 28 the 
affected eye had quieted down, the keratitis punctata 
started to shrink, and the vision had improved to 6/18. 
On December 4 only vestiges of the. keratitis remained, 
and the vision was 6/12, which, it will be noted, was the 
degree to which it had reached after the, 1940 attack had’ 
subsided. The iocal treatment with cortisone was dis- 
continued on January 9, 1951.. When last seen on 
_January 31 there were no signs of a recurrence of the 
condition, and vision was still 6/12. Par 


Case 2. Iridocyclitis 
A man aged 26 was first seen on December 1, 1950.. He 


gave a’ history that vision had begun to fail ight days © 
previously. Vision in the right- eye was 6/18, in the left 


eyo 6/36. Both eyes showed the presence of fine keratitis ` 


punctata and vitreous haze. Subconjunctival injections of 
cortisone were given to both eyes on December 1, and he 
was put on 1% atropine drops. On December 6 vision in 
the right eye was 6/12, in the left eye 6/24; subconjunctival 
injections ‘of cortisone were given to both / eyes. On 
December 13 vision in the right eye was 6/12, in the left 
eye 6/18; keratitis was much less and vitreous haze had 
diminished ; subconjunctival injections of cortisone were 
repeated.” On December 22 vision in the right eye was 
6/9; in the left eye 6/18; media clearer, very little keratitis 
present ; subconjunctival injections of cortisone were 
repeated. ‘On January 10, 1951, vision in right eye was 


te 
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6/6, left eye 6/9; no keratitis praeit and media clear. 
No relapse had occurred up to February 22. 


In four cases, in addition to local treatment, cortisone 
was administered intramuscularly. Details of these cases 
are as follows, 


Case 3. Sy*hpathetic Ophthalmia 
A man aged 41 was first seen on May 10, 1945, when he 
gave a vague history of some pitch dust having got into 
his right eye two days previously. A hypopyon ulcer was 
present in the right eye, in which vision was reduced to 
appreciation of hand movements. The vision of the left eye 


‘was 6/9. The‘ condition did not respond to routine treat- 


ment. On May 18 Saemisch’s section was performed.., The, 
inflammation subsided, leaving a large leucoma in the. right 
cornea. When seen again on September 8 the right eye was 
injected and vision in it was nil ; that of the left eye was 6/36. 
The left eye showed presence of keratitis punctata. Next 
day the right eye was enucleated. The condition of the left 
eye continted to deteriorate and intensive routine treatment 
was carried out. 

On October 27 local cortisone treatment of the left eye 
was begun ; the eye became white, but no visual improve- 
ment resulted. After the extraction of 10 septic teeth on 
November 7 the eye flared up again. . Intramuscular injec- 
“tions of cortisone, 100 mg. a day, was begun on December 3. 
The vision was then 2/60. The eye rapidly became white. 
On December 7 the dose of cortisone was reduced to 50 mg. 
daily. On the 12th vision was 6/60 and there was a little 
clearing of vitreous cloud, but from this date gradual 


. deterioration set in, and on January 9, 1951, the vision 


was 4/60 and the opacification of the vitreous had increased. 


i é . 

` Case 4. Recurrent Choroiditis in Both Eyes 

This patient.was a woman aged 27. On July 26, 1950, 
her right eye was in a quiescent condition, but the left eye 
showed recurrence of gross vitreous haze with reduction of 
visual acuity to appreciation of hand movements, On July 27 
local cortisone treatment was’ begun in the left eye, sub- 
conjunctival injections being given every second day, for 
17 days» Gradual improvement, with slow clearing of 
vitreous in the left eye, resulted. At the end of this period 
of treatment the fundus could be. clearly seen and the eye 
was “quiet.” Vision of the left eye was only 2/60, as the 


‘macula had been damaged. 


On August 31 a recurrence in the right eye was demon- 
strated by the presence of a- large active focus in the macular 
region accompanied by dense vitreous haze. Next day treat- 
ment with cortisone tablets (100 mg. daily) was begun. In 
two days the vitreous of the right eye had become much 
clearer and fhe choroidal exudate had’ greatly diminished. 


In four days the choroidal exudate could scarcely be seen; | 
after that the vitreous continued to clear more slowly.: At 


the end of two weeks the cortisone tablets were discon- 
tinued, and cortisone ointment was substituted, four times 
daily in both eyes. 

On November 4 the condition recurred in the left eye, 
with gross vitreous haze, and no view of fundus could be 
obtained ; vision was reduced to appreciation of hand move- 
ments. Treatment with cortisone tablets was restarted, 
25 mg. four times daily, and was continued for four days, 
after which cortisone intramuscularly. was substituted, 
100 mig. daily for three days and 50 mg. daily for a 
further three days; the vitreous gradially cleared, until 


at the end of seven days’ treatment a clear view of the . 


left fundus was obtained’ and no active choroidal lesion 
was visible. Treatment Was continued vith cortisone oint- 
ment four times daily. 

On December 4 the right eye again relia, with the 
appearance of a large choroidal exudate. On the 6th 
parenteral treatment with cortisone 100 mg. daily was again 
instituted. On the Lith the eye had again become quièt and 
the massive exudate was completely absorbed. Up to two 


. months later no relapse had occurred. 
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Case 5. Recurrent Choroiditis 


A girl aged 15 complained on October 3, 1950, of blurred 
vision in her left eye, which she had first noticed two weeks 
previously, Examination showed a large raised area of 
exudate in the left macular region with cells in the vitreous ; 
vision in the right eye was 6/5, in(the left eye 1/60. X-ray 
films of the chest, Mantoux, and Wassermann reaction were 
. negative. Nose and throat examination revealed septic 
tonsils, which were removed. On October 9 initial treat- 
ments ‘consisted of sulphonamides and intramuscular penicil- 
lin while the patient was being investigated. 

On October 12 local cortisone treatment (left eye) was 
substituted, The exudate showed some reduction in size 
within 12 days, but vision was still 1/60. She ‘was trans- 
ferred to a general hospital, where parenteral cortisone was 
given. In four days the area of the exudate had diminished 
to a quarter of its former size. On November 23 the exudate 
bad completely disappeared, leaving a scar. As was to be 
expected, central vision in the left eye showed little 1mprove- 
ment, coming up from 1/60 to only 3/60. 


Case 6. Chorolditis 


A man aged 22 was first seen on December 16, 1950, when 
he gave a history that about a week previously the vision of, 
his left eye had begun to diminish. Vision in the right eye 
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- tion in the dose of cortisone was begun. 


was 6/6, in the left eye 6/36. His left eye showed the , 


presence of keratitis punctata, posterior synechiae, and such 
gross vitreous opacities «that a view of the fundus could not 
be obtained. The blood Wassermann reaction was negative. 
X-ray films of the chest did not reveal any abnormality. 
The Mantoux test with 1:1,000 old tuberculin was negative. 
Examination of the nose and throat did not reveal any focus 
of infection. An X-ray film of the teeth revealed an apical 
abscess at the root of an uppei incisor; this tooth was 
extracted. Locally, the eye was treated with atropine 
sulphate solution 1%. General treatment consisted of 
intravenous T.AB. injections, \“sulphatriad’” by mouth, 
intramuscular penicillin, and a course of para-aminosalicylic 
acid by mouth. On January 6, 1951, the condition was un- 
imptoved ; vision in the right eye was 6/6, in the left eye 
6/36. Intramuscular cortisone was begun, 50 mg. daily for 
three days; all other treatment, with the exception of local 
treatment of the left eye with /atropine sulphate solution 
1%, was cuspended. On the next two days the dose was 
increased to 100 mg. daily. It was then raised to 200 mg. 
daily for five days. On January 17 the vision of the left 
eye had improved to 6/9 and the- opacification of the 
vitreous showed diminution; reduction in dosage was 
begun on this date, the quantity injected being reduced 
by 25 mg. every third day. On Fébruary 1, the date 
upon which cortisone treatment was suspended, the vision 
» Of the left eye was 6/5, only slight vitreous haze was 
present, and a clear view of the fundus could be obtained ; 
a large area (about three disk diameters) of “ healed 
choroiditis " was observed in the upper nasal quadrant. 


\ 
s 


‘ : Further Work 


Fifty other cases of various ocular diseases have been 
treated by local cortisone therapy, in the main with 
similar results to those described above. ~ 

One case of sympathetic ophthalmia treated with intra- 
muscular cortisone is of particular interest, and, although 
the case is not yet completed, a short outline is here 
given. 

On January 15, 1951, a`boy aged 11° was admitted to 
hospital under the care of Dr. Desmond Douglas. Ten 
days previously his left eye had been struck by a stick. 
There was a penetrating wound in the left cornea in which 
iris tissue was incarcerated. The prolapsed iris was excised 
and the corneal wound was covered with a conjunctival 
flap. On January 26 he was discharged from hospital; the 
left eye was “quiet” and the visual acuity was: right eye 


» February 9; slit-lamp examination of the le 


6/6 and left eye 6/9. He returned for observation on 
eye showed 
oedema of the corneal epithelium. 

On February 19 the visual acuity of the left eye had 
fallen to 6/18, the margins of the optic disk were blurred, 
and cellular deposits were present on the posterior corneal 
surface ; the right eye showed early bedewing of the cornea) 
endothelium and cellular deposits on the posterior corneal 
surface. The boy was readmitted to hospital. The eyes 
were treated locally with atropine ; general treatment con- 
sisted of “aureomycin” and sulphatriad by mouth and 
penicillin by intramuscular injection. On February 21 the 
left eye was enucleated ; subsequent pathologicaf examina- 
tion of the excised eye showed the. presence of the changes 
typical of sympathetic ophthalmia; the visual acuity of the 
right eye at that time was 6/9, and treatment with intra- 
muscular injections of cortisone was begun, 100 mg. being 
given daily? On February 23 slit-lamp examination showed 
that the endothelial bedewing on the posterior surface of the 
right cornea had disappeared. On the 24th gradual reduc- 
On cessation of 
the cortisone treatment on March 10 visual acuity of the 
right eye was 6/6. ‘Slit- -lamp examination did not show the 
presence of any inflammatory signs. On March 21 slit-lamp 
examination showed a recurrence of endothelium bedewing 


~of the cornea, but the visual acuity of the right eye was 


still.6/6. Intramuscular cortisone was reinstituted, 100 mg 
daily for three days. In addition, cortisone was administered 
subconjunctivally every second day. On March 24 the endo: 
thelium bedewing was reduced in amount and the dosage 
of intramuscular cortisone was reduced to 75 mg. daily for 


. three days and the subconjunctival injections of cortisone 


x 


were discontinued. On the 30th the dosage of intramuscular 
cortisone was reduced to 25 mg. daily, and this dosage has 
been continued up, to April 4. The right eye does not now 
show the presence of any inflammatory signs. It is intended 
to maintain the patient on small doses of intramuscular 
cortisone-for a further 10 days, and a careful watch will -be 
maintained for the first signs of! a Telapse. 


This case will be reported upon fully later. It seems 
probable that in sympathetic ophthalmia cortisone treat- 
ment may have to be continued for a considerable period” 
after signs of activity have disappeared (as in the. 
cortisone treatment of rheumatic fever). 


í Discussion 

The impression gamed from this investigation is that 
in cortisone we have a very much more powerful agent 
for the control of allergic reactions in the eye than has 
been available heretofore. As a number of eye condi- 
tions have an allergic basis, cortisone should be a very 
valuable therapeutic agent in their treatment. If ocular 
inflammatory reaction can be kept under control while 

e basic cause is being dealt with, or until it ceases to 
operate, permanent damage to the eyes may be avoided. 
Cortisone does not appear to have any curative effect 
upon the underlying disease, and hitherto irreversible 
pathological changes remain uninfluenced ; therefore it 
should be stressed that the greatest benefit from the 
hormone treatment will be obtained when it is begun 
early in the course of a case. It is ‘inadvisable to delay 
the use of it while prolonged or time-consuming investi- 
gations are being carried out or while other treatments 
are being given a trial. As might be expected, the good 
effects of local cortisone are confined to conditions 
involving the anterior segment of the eye. In those of 
the posterior segment amenable to cortisone treatment, 
its parenteral use is indicated. f 

The rapidity with which massive exudates resolve after 
the institution of parenteral treatment is astonishing. 
but, as is often the case, if the cause has not been 
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removed relapses ate prone to occur if the treatment i is 
stopped: 

* It was noted above that the local use of cortisone pro- 
duced disappointing results in scleritis: It seems to us 
that for this condition it is necessary to give cortisone 
parenterally. This suggestion is supported by. the fact 
that a case of sclerttis (not described in this paper), 
associated with rheumatoid arthritis which was being 
treated (by Professor Henry Moore and Dr. Mervyn 
Abrahamson) with intramuscular injections of 100 mg. 


of cortisone daily, cleared up completely in five days. ` 


The scleritis had previously been resistant to the accepted 
forms of treatment. On withdrawal of the cortisone, 
both the rheumatoid arthritis and the scleritis relapsed, 
but were again controlled upon the reinstitution of the 


treatment 
ea Summary 


Cortisone has been used in the treatment of a variety of 
eye conditions (143 cases in all), mostly administered by: 
subconjunctival injection or in the form of drops.- Inter- 
stitial keratitis was particularly benefited, and iridocyclitis 
also improved rapidly in most cases. Treatment of two 
cases of sympathetic ophthalmia with systemic cortisone was 
successful. It is concluded that cortisone is very valuable 
in the control of allergic reactions in the eye, but has no 


effect on any underlying disease which may be the basic 


condition 


We express our thanks to our ophthalmological coliéaguës who 
gave us access to their cases for the purpose of this investigation. 
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TOPICAL CORTISONE IN TREATMENT 
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Infirmary, Leeds - 


Jones and Meyer (1950), Woods and Wood (1950), and 
Leopold et al. (1951) have studied the action of 
AC.T.H. and cortisone on experimental ocular inflam- 


-mation. Reports of clinical trials in ocular diseases with ` 


A.C.T.H. have been made by Blake et al. (1950), Gordon 
and McLean (1950), Mann and Markson (1950), McLean 
(1950), and Olson et al. (1950) ; with A.C.T.H. and corti- 
sone by Harvey et al. (1950) and Woods (1950) ; and with 
cortisone by Henderson (1950), Henderson and Hollen- 
horst (1950), Fitzgerald etal. (1951), Leopold et al. 
(1951), Olsen et al. (1951), Scheie et al. (1951), Steffensen 
et al. (1951), and Thygeson and Fritz (1951). 


The indications for the use of these hormones were ° 


discuSsed by these authors in the light of their relatively 
short experience, and all were agreed on the dramatic 
effects in various inflammatory and exudative conditions 
of the eye, especially in those in which hypersensitivity 
plays a part. It appeared that the earlier the hormone 
was administered in the course of the disease the more 
dramatic and beneficial were the results’ After ‘the end 


4 S 


~ -of local irritation. 


“SYPHILITIC OCULAR DISEASE - 


- admitted to hospital for treatment. 
' topically in a strength of 5 mg./ml. of normal saline, 


of treatment relapses occurred in some conditions, but 
readministration of the hormone controlled them. 


Woods (1950) described the effect of topical cortisone 


as being as dramatic in some cases.as when cortisone 


was used parenterally, and summarized its advantages as 
being: “ (1) That much smaller‘amounts of the hormoné 
are required, (2) that the depressant action of exogenous 
cortisone on the adrenal cortex might be avoided, and 
(3) that any effect obtained by local treatment might be 
more permanent, since the normal secretion of cortisone 
by the adrenal cortex might not be seriously interfered 
with by the instillation of small amounts of exogenous 
cortisone.”. He instilled one drop, of cortisone suspen- 
sion (25 mg./ml.) into the eye every hour during the day 
and every two hours during the night, but had to dilute 
the suspension 1 :.4 in,two out of eight cases on account 
Harvey et al. (1950) found that in 
most of their 12 cases local instillation of cortisone 
was just as effective as parenteral administration of either 
A.C.T.H. or cortisone, but that the former method did 
not’ influence vitreous exudation or changes in the 
posterior uveal tract. 

Steffensen et al. ( 1951) listed the conditions responding 
to the instillation of ,cortisone among 24 cases of 

“anterior-segment ” eye disease. Thygeson and Fritz 
(1951) treated 14 cases of phlyctenular keratoconjunc- 


tivitis successfully. with cortisone instilled into the eye” 


or injected subconjunctivally. Leopold et-al. (1951) 
listed the conditions responding to cortisone adminis- 
tered parenterally, by local instillation, and by sub- 
conjunctival and retrobulbar injection, based on „the 
treatment of 142 eyes. 

As most cases of inflammatory arid exudative cular 


A 


disease in patients wıth syphilis ‘behave as if they were’ 


manifestations of “hypersensitivity,” A.C.T.H.. and 
cortisone would be expected to be of value in their 
management, but the literature on the use of these hor- 
mones in syphilitic ocular disease is ‘small. Fitzgerald 
et al. (1951) reported rapid improvement (and no relapse 
after four months’ observation) with parenteral cortisone 
mm a case of acute syphilitic granulomatous uveitis. 
Reports on cases of interstitial keratitis have been made 


by Woods (1950) (one case, advanced and with corneal. 


necrosis) ; Fitzgerald et al. (1951) (one case, with chronic 
non-granulomatous uveitis) ; Leopold et al. (1951) (four 
cases, no details given); Olsen et al. (1951) (one case, 
“ atypical ”) ; 
which was advanced with the “ salmon patch ” type of 
vascularization). 

It is difficult- from these reports to assess the results 
in interstitial keratitis in view of the small number of 
cases, the differing methods of admmistration of the 
hormone, and the limited data provided, but the results 
on the whole were disappointing. Greater success 


appeared to be obtained when the hormone was used ~ 


early in the course of the disease and for a prolonged 
period v, 


i Clinical Trial 
In this mvestigation cortisone has been used in five 


cases of syphilitic ocular disease. All the patients were 
The drug was used 


one drop being instilled three-hourly day and night 
(except where otherwise stated). “Only brief clinical 
details are given, as the objects of this communication 
are (1) to confirm the beneficial effects of topical cor- 
tisone ; (2) to indicate that it has an application i in our 


and Scheie (1951) (three cases, -one of ` 


l 
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conditions associated with syphilis; and (3) to draw 
attention to the needs of some of those ocular conditions 
in which relatively small ‘doses of cortisone give excellent 
Tesults—an important, matter at this time, when only a 
limited ‘supply of the hormone is available. 


Case 1. Acquired Syphilis 


‘The patient, a man aged 42, probably acquired syphilis 
in 1945. He developed bilateral acute iridocyclitis at the 
beginning of September, 1950, his blood | Wassermann re- 
action being positive. He was first seen on October 3, 
when no other clinical evidence of syphilis was found, and 
x-ray examination of the chest revealed no disease. The 
positive W.R. was confirmed. The cerebrospinal fluid was 
normal, 

Between October 3 and Denbo 6; 
treated (in hospital, with the exception of one period of 
six days) with atropine instillations and local hot bathing, 
two separate courses of 10,000,000 units of penicillin, weekly 
injections of neoarsphenamine and bismuth, and five periods 
of artificial fever induced by graded doses of T.A.B. vaccine. 
Apart from one or two transient improvements, the ocular 
condition deteriorated, pain and photophobia persisted, there 
was gross impairment of vision in both eyes, and the patient 
was quite incapacitated and very depressed. 

All systemic and local treatment was stopped on 
December 6, and, as local sensitivity, to atropine had 
developed, “lachesine E.3” was substituted for atropine. 
(This would appear to’have been unnecessary in the light 
of the experience of Woods (1950), who /found in one case 
that sensitivity to atropine was controlled by cortisone.) 
Saline drops were instilled three-hourly fér three days, with 
no change in the loca] condition, and on| December 9 corti- 
sone was substituted, one drop being instilled in each eye 
three-hourly. 
almost completely relieved and vision had begun to improve 
strikingly. Within two days there was obvious rapid regres- 
sion of the inflammatory changes, and ie! days after start- 
ing cortisone vision was 6/9 in each eye. i The psychological 
change in the patient was equally dramatic. The cortisone 
was reduced to six drops in 24 hours on: ‘December 16. On 
the 18th no residual inflammatory or exudative changes could 
be detected. Cortisone and lachesine were stopped, and the 
patient was discharged from hospital on December 20. 

Antisyphilitic treatment was restarted! The blood W.R. 
was negative on December 28, and been negative on 
several occasions since, supporting the ‘brobability that the 








_ infection was recent in origin. The ¢yes have remained 


normal up to the patient’s last visit on| April 3, 1951. 


Case 2. Congenital Syphilis 

A man aged 27. developed acute interstitial keratitis in 
the right eye at the beginning of February, 1950. He was 
first seen on March 3. His blood W.R. was strongly posi- 
tive, and Hutchinsonian incisors ‘were present. He was 
admitted to hospital and treated with: local atropine and 
hot bathing, penicillin (10,000,000 units), artificial fever 
(eight rigors induced by intravenous 7/.A.B. vaccine), then 


‘a further course of penicillin (10, 600,000 units). “At the 


end of treatment there was. considerable improvement 
in the eye; it had begun during the fever therapy, but there 
were still signs of activity eight weeks after the onset of 
symptoms. The man was observed at| intervals as an out- 
patient, and the eye was first noted to be perfectly clear on 
April 18. 

He remained free of symptoms until| about the middle of 
December, when he developed acute interstitial keratitis in 
the left eye. He was not seen until January 11, 1951, when 
there was gross vascularization of the cornea and consider- 
able interstitial and deep corneal opacity ; there were dilated 
vessels on the iris, but no definite keratitis punctata was seen. 

He was readmitted to hospital, and topical cortisone was 
started on January 12, one drop three-hourly Pain and 





the patient was' 


CORTISONE IN SYPHILITIC OCULAR DISEASE ' 


Within 12 hours discomfort in the eyes WAS , 


a 


` 


Barnu 
MEDICAL JOURNAL 





photophobia were relieved over the course of a few days, 
but improvement in vision was slower. By January 17 the 
eye was clearing rapidly (vision 6/60), and on January 29, 
when cortisone was stopped, no evidence of disease could 
be found. (This was approximately six weeks after the 
onset of the attack, the previous attack in the other eye 
having lasted nearly three months.) f 

He was discharged from hospital on February 5, and was 
kept under observation as an out-patient, While in the ward 
he was given a course of penicillin, and this has been 
followed by weekly injections of bismuth. There had been 
no recurrence up to the time of his last visit on March 16. 
He has defaulted since then (as he had done in the past), 
but it can therefore be assumed that at least be has, had 
no recurrence of acute symptoms. 


- Case 3. Congenital Syphilis 


- A boy aged 12 had inflammation of both eyes for three 
weeks before reporting on January 9, 1951. He was ‘found 
to have acute bilateral iridocyclitis with early interstitial 
keratitis. His blood W.R. was strongly positive, and he had 
active periostitis of left arm. He was practically blind, and 
showed the‘ personality changes typical of such cases. He 
was admitted to hospital, and topical cortisone, one drop 
three-hourly, was started on January 10. Next day there 
was marked improvement in vision, almost complete relief 
of pain and photophobia, considerable clearing of the 
anterior chamber and’circumcorneal injection, and a corre- 
sponding change in personality—he was now alert, co- 
operative, and cheery. 

There was progressive improvement, and on January 22 
the eye was almost white; there was no evidence of inter- 
stitial keratitis, but still some keratitis punctata. Cortisone 
was stopped and the condition remained stationary, Cortisone 
was restarted on February 15, after which there was further 
improvement, until, when it was stopped again on March 7, 
the only signs of activity were a few cells in the anterior 
chamber of the right eye. Vision in the right eye was 6/12, 
and in the left 6/9. 

He was discharged from hospital on March 15, when 
there was again a slight exudate im both anterior chambers, 
and continued to be observed as an out-patient. Whilé in 
the ward he had received 10,000,000 units of penicillin, 
and this was followed by weekly injections of bismuth, 
which.he is still receiving as an out-patient. On March 29 
there was still a slight exudate in both anterior chambers, 
and cortisone was restarted, one drop being instilled three 


times daily. -3 


Case 4. Congenital Syphilis 

A youth aged 17 developed irıdocyclitis and acute inter- 
stitial keratitis in the left eye and painless effusion in the 
left knee-joint at the end of December, 1947. He was first 
seen on` February 3, 1948. His blood W.R. was strongly 
positive and Hutchinsonian incisors were present. He 
was admitted to hospital and treated with local atropine 
and hot bathing, penicillin, arsenic, and bismuth. The 
condition subsided slowly over several months, but it was 
not until September that no evidence of activity was noted 
Treatment was continued with courses of arsenic and_bis- 
muth until July, 1949, and a further course of penicillin 
was given in January, 1950. The bloed W.R. remained 
positive. 

He was free of syaiptois until March 13, 1951, when 
he developed inflammation of the right eye. He was found 
to have an exudate in the anterior chamber, keratitis 
punctata, and deep vascularization of the ‘cornea with 
patchy opacities. ra 


He was admitted to hospital on March 16, and topical- 


cortisone was started immediately, one drop three-hourly 
For the first four days a suspension of 25 mg./ml. was 
used, and the immediate response (relief of symptoms, clear- 
ing of anterior chamber, and circumcorneal injection) 
appeared to be even more dramatic than in the other 
cages The usual suspension (5 mg./ml) was then substi- 
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tuted, and improvement continued. On March 29 there 
was still some deep vascularization of the cornea and a 
slight deep corneal haze, but no other signs of activity. 
Cortisone was stopped, and he was discharged from the 
ward on April 2.. A week later there was still no sign 
of activity, and vision was 6/18. (In the left eye, the site 
of the previous attack, vision was only 4/60.) 

On April 13, while symptoms were not present, vision was 
still 6/18 in the right eye, and there was no significant 
change in the cornea; there were slight conjunctival and 
ciliary injection and cells in the anterior chamber. The 
administration of further cortisone was contemplated to 
control these recent inflammatory changes. No anti- 
syphilitic treatment had been given up to this time. 


Case 5. Congenital Syphilis 


A man aged 28 developed acute iridocyclitis in his right 
eye while in the Army in April, 1941, and was subsequently 
discharged with the diagnosis of congenital syphilis, Recur- 
rences in the right eye appeared in 1945, 1949, and March, 
1950, all treated elsewhere. Each attack lasted for several 
months in spite of treatment (which had included arsenic 
and bismuth, penicillin, and artificial fever), and had 
resulted in progressive deterioration Of vision. It was 
stated that the attack started in March, 1950, and had 
never completely subsided, but flared up about three weeks 
before first being seen on December 12. 

On examination then the right eye showed active irido- 
cyclitis with marked circumcorneal injection. There was 
evidence of previous damage with posterior synechiae, but 
signs of active or healed interstitial keratitis were not seen. 
The left eye also showed evidence of old healed iritis, but 
no signs of recent activity. The patient complained of 
photophobia and irritation in the eye, and marked blurring 
of vision. The blood W.R. was still positive, and, although 
no definite confirmatory evidence of congenital syphilis 
could be found, the balance was in favour of this diagnosis 
rather than that of acquired syphilis. X-ray examination 
of the chest revealed no evidence of disease. 

He was admitted on December 7. Atropine was instilled 
twice daily, and saline drops three-hourly. No other local 
or systemic treatment was given. Topical cortisone was 
substituted on December 9, one drop being instilled three- 
hourly. There was almost complete relief of photophobia 
and irritation within 12 hours, and vision began to improve. 
The circumcorneal injection and other evidence of activity 
were still slowly subsiding two weeks after cortisone was 
begun, but the condition was not yet By any means com- 
pletely quiescent. At this point the possibility of the condi- 
tion being tuberculous in origin was considered, and the 
case passed out of my care. 


Discussion 


These five cases show ‘the effectiveness of topically 
applied cortisone, even in very small quantities, in 
inflammatory and exudative ocular conditions asso- 
ciated with syphilis, acquired and congenital. It is of 
course difficult to assess the effects of treatment in con- 
ditions which are in any event self-limiting, but in the 
cases recorded the results could fairly be described as 
striking, and in two of them there had been previous 
attacks for comparison. Most dramatic were the almost 
immediate relief of pain and photophobia and the 
improvement in vision. These are of great importance 
especially in young patients with congenital syphilis, 
when the often prolonged and severe symptoms, and 
sometimes temporary blindness, may result in perma- 
nent psychological damage and sometimes a charac- 
teristic facial appearance. 

The effect of topical cortisone on the iridocyclitis was 
similar to that described by other observers, and in the 
acute cases resolution was ebtained without any signifi- 
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cant permanent residual pathological changes. In the 
three cases in which acute interstitial keratitis was present 
the results were also good, and scarring will probably 
be minimal. In two of these three cases the attack was 
of very recent onset, however, and in neither had the 
typical “ salmon patches ” developed. 

It should be borne in mind that cortisone is not 
“curative,” but appears merely to inhibit the inflamma- 
tory and exudative reactions typical of this type of hyper- 
sensitivity, and relapses may therefore be expected on 
withdrawal of the hormone as long as the hypersensitive 
state persists, as was found in Cases 3 and 4. Treatment 
may therefore have to be prolonged, or be repeated, and 
must also be directed against the underlying disease— 
syphilis. Nevertheless, the application of cortisone during 
such hypersensitive episodes will help to prevent the 
permanent pathological changes in the eye which up to 
the present it has been difficult to avoid, and which result 
in varying degrees of permanent impairment of vision 


Summary o 


The beneficial effect of the topiçal application of corti- 
sone in five cases of syphilitic ocular disease (iridocyclitis 
and interstitial keratitis) is described. The cortisone was 
used as a suspension (5 mg. per ml. of normal saline), one 
drop being instilled three-hourly. 


I am indebted to Mr. G. W. Black, Mr. J. Foster, Mr. J. 
Sherne, and Mr. P. Wilson for their collaboration in the treat- 
ment of the cases. The cortisone used in the treatment of one 
case was made available through the Medical Research Council 
and is part of a gift to the Council by Merck and Co (North 
America), New York, U S.A. 
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An interesting case of human foetal malformation is 
described in the Report of the Sudan Medical Service for 
1948, page 50. A stillborn, approximately full-term 
monster of the type known as ischiopagus, weighing 
10 1b., was received from Dongola. “The peculiarly 
interesting feature of this monster was that one of its 
component- individuals was male and the other female. 
These monsters are extremely rare, and in all previous 
examples the two component individuals have always been 
of the same sex. The occurrence of both sexes in this one 
indicates that it must have arisen from the fusion of bin- 
ovular twins during development.” 


‘further questions arise. 
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SOME NOTES ON 

* | | ATHLETIC TRAINING _ 

WITH SPECIAL REFERENCE TO HEART SIZE 
BY o> ee 


R. W. PARNELL, D.M, MRCP. ` / 
Physician in Charge, Sugen Health Service 


(From the Institute of Social Medicine, Oxford) 


+ ‘ 


In the course of the last two years two groups of 
athletes—the~ Oxford University Women’s ' Boat ‘Club 


“and the Oxford University Athletic Club—have been 


studied. In each case the aim was to discover ‘whether 
the physique of these undergraduates differed from that 
of the undergraduate population as a ‘whdle. 
0.U.W.B.C. represents a group of’ women students who 


. elected to take part in exceptionally strenuous physical . 
. activity. The O.U.A.C. consists of men athletes highly 


selected in relation to either school or general university 
level. If it can be shown that fundamental differences 
exist between the physique of athletes and others, then 
Are these differences related 
to success or failure in the particular sport concerned 
and, if so, do they represent inborn ability or are they 
the result of training ? Again, could these attributes, 
once identified, be used for the purpose of selection, or 
even to predict- performance?” Satisfying answers to 
such questions would help incidentally to counter ` 
Poni opinion or ‘prejudice expressed im such views 

“athletics injure the heart,” or in the case of a 
aks Towing, as one landlady picturesquely, put it, 


_ that it “ would turn her into a man.’ 


' 


The Oxford University Women’s oe Club 


In the O.U.W.B.C. a medical examination 1s required 
This was undertaken for the present series 
on condition that members submitted to examination, ` 
including a chest radiograph before’and after a period 
of nearly four weeks’ heavy training in preparation for 
the race against Cambridge. 
row on an average four miles daily, and after watching 
them from the towpath no doubt was left that they 
worked hard. Chest radiographs (P.A.) were taken 
under standard conditions at 6 feet with the subject 
sitting. 


i 
Comparison in Physique with Other Women Undergraduates 


, This is ilfustrated in Table I, in which the measure- ' 


ments of rowers arè compared with those of other 
women undergraduates. Only in the «case of chest 
depth and of the body ratio biacromial/bi-iliac was the 
difference significant, and even here the observed 
differénces in. means -divided by their standard errors 


were only 2.1 and 2.2 respectively. Although just reach- * 


ing the 5% level of statistical significance, the difference 
is of such small degree that it would require a larger 
sample than 18 to show it convincingly. In addition 
the means for those in the University boat were the 
same as for all rowers. In height, weight, ‘sitting 
height, and Jeg length, in the other measurements and 
body proportions derived from them, there was no 
significant difference between this group of rowers and , 


non-rowers. 
in measurements made on the cardiovascular system. 
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TaBLE L.—Measwements of Rowing Women Compared With 
- Those of Others 





Height (in ) 

Weight (Ib ) ne 
Sitcing height (in ) 

Leg length (abachiats ån.) ` f 131 


360 | 132 


Biacromial (cm ) 
Suat yadi foni) 
Brilac(cm) .. 


Body proportions: 
Ht 44/Wt (in 1b.) 
Biacromual x aeeng 
Chest width x 100/chest de; 
Sittmg ht x 100/sub’ 


Cardiovascular: 
B E ae (mm Hip 
diastolic (mm 
Rena pulse{lying, per min.) 


Heert transverse diameter (in 
em. before training) / 









Effect of Four Weeks’ Strenuons Training on Heart Size 


To assess the size of the. heart-by its transverse 
diameter*: and more particularly the changes that 
might: occur in the transverse diameter of the heart of 
rowing women during training, it was considered best 
to compare the hearts of rowing women with a control 
group of non-rowers who had been x-rayed ‘more than‘ 
once under the same’ standard radiographic ea yeas 
(see Table II). In each case the mean transverse 
diameter for the group was slightly reduced in the. 
second picture. Because a reduction id the mean ‘trans- 


_ verse dianieter was present in both groups it might be 


argued that some alteration in technique had occurred. 

The 5% level of significance cannot-carry conviction, 
however, with such small samples as ‘13, and a subse- 
quent check with a larger sample of controls did not 
confirm significant reduction at the second radiograph. 
-Again, even if an alteration in technique was present 
“and a mean gain-of 0.18 cm. had occurred among 
rowers—that 18, 0.44-0.26 cm.—such a difference would 
not be significant There is no evidence to support 
a suggestion of any ‘general change occurring in the 
transverse diameter of heart shadows as a result of 
nearly four weeks’ strenuous training. The maximum 
individual increase observed in rowers was 0.85 cm., in 
non-rowers 0.50 cm., the maximum individual decrease 


_ was 1.45 cm. in rowers, 1.80 cm. in non-rowers, Inci- 


dentally the findings illustrate the danger of assessing 
change in heart size from two teleradiographs alone, 
because an apparent hange of up to + 1.5 cm. in the 
transverse diameter of any-one heart occurred even under 


standard conditions with careful radiography. ` ’ 

Before leaving the question of thé effect of traming, 
there ‘is one other more general matter to note. 
Towards the end of term several members of the first 
eight were showing signs of physical- tiredness, in 





*Bedford and Treadgold (1931 


heart and its measurement. ey considered the most reliable 


' index of heart size to be its total transverse diameter, and the 


orthodia, the quickest and most accurate method of assessing 
it, With a 2-metre teleradiograph they considered a reduction 
of 5 to 10% in linear measurement necessary to obtain actual 
heart size They stressed the irerence associated with respira- 
tion, height, weight, body build. and posture, stating that the 
transverse heart diameter may be reduced 0.2 cm. by change of 
osture from lying to sitting, and again from sitting to standing. 
With exposures of 0.1 second the teleradiograph exposure may 
coincide with ventricular systole and thus cause reduction of the 
transverse diameter. yt 


discussed the size of the healthy 
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Taste I +-Teleradiographic Transveise Diameter of the Hem 


Before and After Training . 




















Mean Transverse 
Diameter of Heart 






” Rowers in 
t trming . 
Control non- 
rowers .. 


particular pallor and certain rather less well defined signs 


in behaviour and expression. 
showed these signs wére those who worked in. the morn- 
ing, rowed in the afternoon, and took part in some 
-other university activity—for example, the opera or, 
other club—in the evening. The effect was therefore 
to be attributed more to a temperament inclined to do 
` too much yather than to one particular activity.such as 
rowing. It affords confirm 
advice of rowing coaches to go to bed early. Another 
and more lively umpression was the keen enjoyment 
which members of the club obtained from. their rowing. 
Few doctors would wish to deprive them of this enjoy- 
ment except for firmly established Medial reasons. 


y : i s f f 


ar ‘Oxford University Athletic Club (Men) 
It-is common observation that few athletes, if any, 


The individuals “who `, 


ation for the customary . 


a 


reach the top class both as sprinters and as long-, 


distance runners. 
whether this difference is linked with demonstrable 
anatomical variation. Although athletes have for cen- 
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It seemed worth while to inquire ‘ 


i r we - * 
TABLE IIL—Physical Measurements of Athletes Compared by! Athletic Events ` š 


turies attracted the interest of physicians and physio- 
logists and a slow pulse has long-been recognized as a 
/special feature, no constant or precise combination’ of 
‘characteristics has been identified which appears to 
endow one individual above fellow competitors,,a com- 
bination of characteristics such as might lead to 


` selection ‘and successful prediction of performance. 


. Cureton (1947) has discussed “ all-out ” athletic perfor- 


parisons between the heart x-ray shadows of Olympic 
competitors ‘and normal individuals, and to the anthro- 
pometric measurements made by Kobirausch (1929) on 
more than 300 Olympic athletes. 

One of the most interesting accounts, however,, is 
' given by Bramwell and Ellis (1931), who reported on ‘38 
marathon runners. Compared with other Olympic 
athletes these were found to be older men, in the late 
twenties or early thirties, men of lighter build, with 
lower resting pulse, and rather higher, systolic blood 
pressure, Their most striking feature, however, was’ 
that they possessed hearts relatively much bigger than 
those of other athletes. The/ investigators’ interest 
centred on the heart, and, although the lighter build of 
marathon runners was mentioned, no record of height, 
_was published with which weight could be related in 
“any precise measure of: build. No distinctive charac- 
teristic. was, found to separate sprinters from middle- 
and long-distance runners. Nor was there any con- 
stant physical finding which differentiated successful 
marathon runners from léss successful competitors. 

The material now to be examined comes from a com- 
bined clinical and photogrammetric study of the 
O.U.A.C (1949) undertaken. by Dr. J. M. Tanner in 
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conjunction with me. Dr. Tanner took various anthro- 
pometric measurements, and he has very kindly given 
me permission to use his records of the height, weight, 
and sitting height of these athletes. Subischial leg 
length is derived by deducting sitting height from total 
stature. Two body proportions have been calculated : 
height/cube root of weight, and the ratio of sitting 
height to leg length, 


Table ‘II gives a summary of the measurements. 
The samples are too small for any fine degree of statis- 
tical treatment between the various types of field event. 
Nevertheless, calculation of the means and range is 
interesting in several ways. 


Leg Length—The longest pair of legs was found in a 
high jumper. He and a discus thrower had longer legs than 
any in a control group consisting of 241 men from two 
colleges, The average length of leg was shortest in the 
controls, slightly greater in sprinters, greater still in long- 
distance runners, high jumpers, and hurdlers, and greatest 
in the small group competing with discus, javelin, and shot. 


The ratio of sitting height to “subischial leg length also” 


reflects the longer legs-of athletes. No athlete had a body 
longer in relation to the length of his legs than is reflected 
in the ratio index 1.18, yet indices up to 1.27 were found 
among controls, and 27% of controls had ratio indices above 
1.14, which was the maximum for a long-distance runner. 


Height—With regard to mean height, all_ groups of 
athletes, whether sprinters, long-distance runners, jumpers, 
or others, were taller than the controls. Of the athletes, 
the javelin, discus, and shot group were tallest, and sprinters 
the shortest. Relatively short men (66 in.) máy sprint 100 
yards in 10.2 seconds or clear 9 ft. 9 in. in the pole vault, 
„The smallest range of height was found in 10 middle- and 
“long-distance runners (880 yards and over), who, were 70.5+ 
2 in. tall. 

Weight—With regard to mean weight, middle- and long- 
distance runners were the lightest athletes, though not lighter 
than the control group, and their range of weight (30 Ib.) 
was also the smallest. All types of athletes had mean 
weights above that of the controls, which was 150.6 Ib. 
Sprinters were 5.7 lb. above, jumpers 10.9 1b., and those in 
heavy events 33.7 Ib. 


Height/4/Weight—The ratio Ht./,/Wt. is a measure 


of linearity of body build. A thin man, for example, has’ 


` a high ratio; the average is 13.2, and those of stocky or 
tubby build have lower ratios. As might have been expected, 
men in heavy events had the lowest mean, and also a small 
range. The highest mean was in long-distance runners, with 
an average build equal to the control series. Sprinters as a 
whole (if the 100, 220, and 440 yards are included) are not 
easily distinguished. from long-distance runners in either 
height, weight, or the ratio Ht./,/Wt.; but it is interest- 
ing to note that the lower body-build ratios were -found 
in sprinters, stockier men, whose competitive distance did 
not exceed 100 yards. In four such men the ratios were 
12.3, 12.8, 12.9, and 13.0, whereas in’ five quarter-milers 
the ratios were 12.9, 13.0, 13.1, 13.3, and 13.4. 


Heart Size-—Heart size may influence efficiency in running 
long distances, and reference has already been made to 
+ Bramwell and Ellis’s findings in marathon runners. In 
considering the transverse diameter of, the heart by tele- 
radiograph there was a range in the present series of 10.9 
to 14.8 cm. among 100- and 220-yard sprinters, and as 


, 


TABLE IV.—Percentage Distribution of Transverse Diameter of the Heart 


to 16.3 cm. among quarter-milers and iong-distance runners. 
Perhaps the first point-of interest is that a wide range of 
heart size, from 10.9 to 16.3 cm. transverse diameter, appears 
to be consistent with high athletic achievement. This is 
almost comparable to the full range of the control series 
(see Table IV). The next point is that there is an overlap 
: of 1.4 cm. between sprinters (100 and 220 yards) and longer- 
distance runners. 
{ 


Selective Characteristics 


Now it may be argued that a combination of long’ 


legs, minimum weight with adequate musculature, ‘and 
a large healthy heart should produce a runner with the 
best, potential for long distances. The data for testing 
this’ notion are assembled in Table V, in which the 
values for each dimension are multiplied together. 


° 


Taste V.—Selective Characteristics in Middle- and Long-Distance 
Runners Compared with Sprinters and a Control Series 














Control Series (359 men) 


Mean values 128 13-2 83-8 14,180 \ 
No in sample co | (359) | (241) | | — \ 





It will be seen from this table that a value of 175 for 
heart size multiplied by height/,/weight ratio would 
serve to distinguish most of the sprinters from long- 
distance runners Only one sprinter (No. 16) had a 
product above 175, but he had a height/ y weight ratio 
of 12.3, representing a body build which may be so 
heavy that it cannot compete at more than 100 yards 


without incurring an excessive handicap through pro- ' 


gressive oxygen debt. There is, it seems, something 
in the notion that a combination of heart size and 
physique may influence choice of particular athletic 
events. 

To test this idea further, including length of leg as a 


possible factor, the product of heart size, height/ y weight 


` 


Transverse Diameter of Heartin cm. ` 
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ratio, and subischial leg length was calculated (see the 
last column of Table V). When this was done two 
things happened. No. 16 (a sprinter) came within the 
product range of sprinters, and No. 6 took the lead with 
the highest product, among long-distance runners. He 
has since earned international fame as a most consis- 
tent and brilliant miler. The separation of long- 
. distance runners from the sprinters in the series became 
complete at a level of 15,000. , The evidence for the 
original hypothesis is therefore strengthened; but can- 
not be accepted as conclusive owing to the smaliness of 
samples. Competitors in other events, such.as hurdles 
and the quarter-mile, had values scattered within the 
total range of both sprinters and long-distance men. 

It should be emphasized that the product levels 
found to discriminate between sprinters and long- 
distance’runners should not be used for prediction. Nor 
should they,even if confirmation be obtained later of 
the selective influence described, be used in the present 
form. This is because, although certain allowance 1s 

_ made for the shape of an individual, none is made for 
his actual size: weight, for example, is well known as 
a factor to which heart size is directly related. 


Comparison of Sprinters and Long-distance Runners 


In comparing sprinters with the controls, it has already 
been noted that the sprinters (especially those com- 
peting at 100 yařds only) were distinguished by a 
physique heavier and by being more muscular than the 
average. Heart size and leg length were, however, close 
to the. general average, and both the products calculated 
were distributed equally above and below the general 
mean. \ 

Long-distance runners, on the other hand, had hearts 
larger on the average than the controls, especially so 
where the Ht./s/ Wt. ratio indicated a stocky build— 
for example, ratios 12.8 and 12.9 occurred with diameters 
of 14.5 and 163 cm. There appears to be an 

- optimum body build for long-distance running ; the mean 
Ht./4/Wt. ratio (13.2) was the same as in the control 
series, -but the range (0.8) was the smallest of any group 
‘of athletes A higher ratio than 13.6 may indicate that 
the weight of musculature is too slight for the task of 
long-distance racing. The legs of long-distance runners 
were longer than those of the controls. Lastly, the mini- 
mum products found (heart-size by body-build-ratio 178, 
and heart-size by body-bui'd-ratio by leg length 15,540) 
were in each case far above the mean products for the 
control series, which were 169 and 14,180 respectively. 
There is evidence, then, to support a contention that the 


combination of these three items—teart size, Ht./4/ Wt., 
and leg length—is associated with „a strong selective in- 
fluence for successful long-distance running. Although 
it may still be maintained that heart*size could be in- 
fluenced by training over long periods, the view is less 
likely to be held that leg length, or for that matter the 

~ body-build ratio, is influenced in a material way by the 
differences in training of long- and short-distance runners. 
In any case heart size would seem to be of little conse- 
quence to sprinters. , 

The conclusion is reached that an individual's choice 
of athletic events may be recognized to be due, in greater 
degree than, previously determined, to! characteristics 
probably inborn. Training, it seems, does little to alter 

Jf this ts so, ıt is unlikely to 
bring about a chahge towards the optimum type which 
exists for certain events. Degree of success in any one 


event may‘ also depend on inherent characteristics to a 
greater extent than previously recognized. This con- 
cept in no way detracts from the importance of training 
to the individual -who wishes to compete successfully. 


Conclusions Ea 


N . Rowing Women 

In comparing women who iow and other women 
undergraduates, the body proportion biacromial— 
bi-iliac was slightly higher in rowers. On the other hand, 
chest depth was slightly greater among controls. In 
both cases the differences were significant, but only just 
reached the 5% level. No significant difference was 
found in the following measurements: height, weight, 
sitting height, leg length, biacromial, chest width, and bı- 
iliac ; in the body ratios: Ht./4/ Wt!, chest-width / chest- 
depth, or sitting-height /subischial-leg-length ; and, lastly, ` 
the cardiovascular measurements of blood: pressure, 


‘pulse rate, and transverse radiographic diameter of the 


heart. : 
. 2 . nA . . 

No radiographic evidence of increase in the trans- 
verse diameter of the heart could be demonstrated in 
association with a period of strenuous training for an 
inter-university women’s boat race 

R ! 
- University Athletes 


Leg Length—The average subischial leg length was 
shortest in the control group from two men’s colleges, 
slightly lońger in sprinters, greater still in long-distance 
runners, hurdlers, and high jumpers, and greatest in the 
small group competing with discus, javelin, and shot. 

Body Build of- Sprinters and Quarter-milers.—The 
body-build ratios of Ht./4/Wt. for four sprinters whose 
competitive distance did not exceed 100 yards were 12.3, 
12.8, 12.9, and 13.0, whereas for five quarter-milers the 
ratios were 12.9, 13.0, 13.1, 13.3, and 13.4. The sprinters 
as a group had a stockier type of physique. 

Long-distance Runners—{a) The product of the 
transverse radiographic diameter of the heart and the 
physical ratio Ht././Wt. may serve to distinguish those 
with essential prerequisites in heart size and physique for 
successful long-distance running., (b) When the above 
product was multiplied by subischial leg length a still 
more complete separation of sprinters from `long- 
distance runners was obtained. The highest product 
was found in a star performer. Both individual 
choice of athletic event and also to a certain extent the 
final level of success in athletics may be recognized to 
be due, in greater degree than previously determined, to 
what a man is born with, rather than to the effect of 
his training. It remains to confirm the hypothesis 
presented by testing it against larger samples. 


Besides my debt, already mentioned, to Dr. J. M. Tanner for 
various anthropometric measurements, it 1s a special pleasure to 
acknowledge the co-opeiation of members of the O.U.W.B.C. 
and the O.U.A.C. Miss Emiys Roberts very kindly took the 
teleradiographs, and I am indebted to other mermbeis of the staff 
of the Institute of Social Medicine for helpful criticism. 
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DIABETES AND PREGNANCY During the past four years the management of diabetic 
os 5 pregnancies in Oxford has been under the care of.a team 
am - consisting of physician, obstetrician, and paediatrician. 
J. C. PEASE, D.M., MR.C.P. _ . Table UE gives the facts relating to the diabetic and 
' Senior Registrar, Radcliffe Infirmary, Oxford ' obstetrical histories of 25 consecutive pregnancies at the 
Radcliffe Infirmary during that period. i 
V. SMALLPEICE, M.D, MRCP. / . . , 
Pòediatrician, Radcliffe Infirmary, Oxford — TES E 
nee (2 AND 
G. GORDON LENNON, ChM., M.R.C.O.G. 
M.MLS.A. ° 





Formerly First Assistant, Nuffield Department of Obstetrics 
and-Gynaecology, Oxford ; Professor of Obstetrics and 
Gynaecology, University of Bristol 
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Since the beginning of 1947, at the Radcliffe Infirmary, 
Oxford, 21 diabetic patients have had 25 pregnancies’ 
extending beyond the 28th week. No mother died, and 
23 babies are living. The remaining two were stillborn. 
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Hydramnios 
- The British Medical Journal (1949) stated: “It seems’ Hypertenstón, hydram: 
probable that termination of pregnancy has failed to re- -= E 
duce the overall foetal mortality because, while many A pak aioe | pyeta 
late intrauterine deaths are avoided, it has increased the haemorrhage 
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‘neonatal death rate due to prematurity (in spite of the 
large size of the infants). To be of real value, oestrogens 
—or any other therapeutic agents—must be able to avert 
late intrauterine death and so enable full-term birth to 
occur with its much reduced likelihood of neonatal 
death.” i 








Toxaemia, post-partum 
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The numbers in the Radcliffe Infirmary series are T 
small, but few clinics have large numbers for analysis 7-15 
We consider the present report justified if only to show sil 
that early induction of labour and prematurity need not $10 


increase the neonatal death rate. This point is brought 
out in Table I. ` 


A œ Alive and well C = Caesarean section (lower segment) Cv = Con- 
vulsions. L = Marked lethargy. M = Medical induction. MF = Mecer- 


_ Taste I.—Babies Born of Diabetic Mothers ited foetus MS Modica aden pee induction, S = Porglealindueeon 


The Antenatal Period 


During the first six months of pregnancy the patient 
_ attends the diabetic and antenatal clinics once a month 
and for the remainder of the pregnancy attendances are 
fortnightly or weekly. Most patients are admitted to 
the medical wards during the middle trimester for assess- 
- ment of their diabetic and physical state, and to the 
maternity home during the,35th week in the absence of 
other indications—for example, toxaemia which may 
have necessitated earlier admission. Twelve of the 
mothers in our series developed diabetes between the 


“ 


1947-50 





These results may be compared with those of Reis, 


21 and 30, eight d five were. 
BeCosts cud. Allweiss (1950); Peal and Oakley (1950), re oc eee ere, VOOD aod ANG Wee 


; : , older. Seventeen of the patients had had diabetes 
and White (1949). The figures are given- in Table I. mellitus for five years or less, four between six and nine 


. i and- 
Tame [.—Results in Other Series ` 7 years, three between ten and fifteen years, and-one for 


a few days before delivery ; the remainder, with two 
exceptions, had attended the diabetic clinic regularly 
None of these patients had hypertension, albuminuria, 
or retinitis on their discharge from the maternity home 
Eight were nulliparae, ten had had one child, and seven 
had had two or more children. | 

The foetal loss rates are high when compared with the The renal threshold was found to be low in 15 cases, 
figure of 5.2% (excluding abortions and miscarriages) in three it was normal, and in the remainder no esti- 
given by Gilbert and Dunlop (1949) as representing the mation had been made Four of the patients were 
foetal loss rate in 3,276 pregnancies in non-diabetic €xcreting in the urine daily more than 80 g. of reducing 
patients attending the Ayr County Maternity Service. ` substances as tested by Benedict’s solution. Two patients 
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sixteen years. One patient was found to have diabetes - 
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‘necessary adjustment to the diet. 
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were stabilized on diet alone ; three required less than 
20 units of insulin and 14 more than 60 units each day. 
Twenty-one patients had their diets increased, 17 their 
insulin “increaséd, three their insulin reduced, and the 
remainder required no. change. The management of a 
mother’s diabetes when she is admitted to the maternity 
home is kept as simple as possible. The registrar of the 
diabetic clinic and the dietitian see the patient soon after 
admission. Soluble insulin only is used, and a patient 
on a high dosage of insulin is given the same dose in 
three or four injections a day. The dietitian makes the 
She arranges for a 
fluid diet, containing the calorie equivalent of the carbo- 
hydrate normally taken, if the patient is unable to take 
the full diet during or after delivery.” If a caesarean 
operation is to be done the time is fixed after the 
physician and obstetrician have consulted 


Hormone Therapy 


_ Hormone treatment was not used, because biological 
„assay could not easily be done and because uncontrolled 


use of oestrogens was thought undesirable. 

White (1949) attributes the high foetal survival figure 
in her series to hormone therapy, but at present no 
adequate explanation of the rationale for this treatment 
has been given. Other factors, such as termination of 


_ pregnancy at the 35th or 36th week and the increasing 


experience and knowledge of the team dealing with these 
cases, may have played an important part in the good 
results achieved. In a much smaller series of cases 
Reis er al. (1950) have had, without the aid of endocrine 
therapy, a foetal and neonatal death rate of 13.5%. 

It is premature to make any dogmatic statement about 
the part that hormone therapy plays in the management 
of pregnancies in diabetic patients. The controversy 
which this form of treatment has raised may inspire the 
publication of other series of cases treated with and 
without the uses of hormones. Any comments on 
White’s results must také into account: (1) that she has 
supervised 439 diabetic pregnancies,in which 58% of the 
mothers had developed diabetes before ‘the age of 20 
and 50% had had diabetes for more than 10 years ; and 
(2) that the foetal survival rate was 95% (47 cases) where 
there was no sex hormone imbalance, 58% (89 cases) 


“when the imbalance was uncorrected, and 89% (297 


cases) when corrected.by oestrogen therapy. 


Complications of Pregnancy 


Toxaemia.—Eight patients developed hypertension . 


(blood pressure of more than 130 490), eight oedema, one 
albuminuria, and one post-partum eclampsia. ` Five had 
two or more of the factors which constitute toxaemia 
of pregnancy, an incidence of 19%. : S 

Hydramnios. —Six patients had hydramnios, an inci- 
dence of 23%, which is higher than usual. There were 
no gross foetal abnormalities. 

Obstetrical Problems.—Table IV shows the duration 


‘of pregnancy, the mode of delivery, and the parity of 


the mothers in the 25 consecutive pregnancies» 


Tasis IV 








P = Primigravida M = Muitigravida. * One foetus died 


£ 


DIABETES- AND PREGNANCY- 


- vigour. 


Barrsa 
MYNCAL JOURNAL 


. The good neonatal results achieved have now con- 


firmed one of us (G. G. L.) in-the belief that termination _ 


in the -uncomplicated case should-be undertaken just 
before the 36th week of pregnancy, and that delivery 
should be-completed -by the end of the 36th week. Jt 
is better to get oút of the uterus a live child for which 
something can be done than one already dead. The 
only problem is the method of termination. For both 
primigravida and multigravida caesarean section is being 
more readily employed. Both of the babies born dead 
in the series followed surgical induction in primigravidae 
by membrane rupture or puncture, in one case at the 34th 
week and in the other at the 37th week of pregnancy 


Certainly, the finding of an “ unripe ’ ’ cervix will neces- 


sitate a caesarean section. . g 

In the multipara, surgical induction by liquor-loss is 
more ‘likely to be followed by the onset of labour, but 
undue delay should cause reassessment of the case and 
resort in many instances to caesarean section. 

` f 
The Newborn Infant i < >` 

Twenty-three babies were born alive and all survived, 
though many proved slow and difficult to establish. In 
11 there was a loss of weight of 12 oz. (340 g.) or more 
within the first nine days. Convulsions were recorded 
in.two infants, both apparently due ‘to cerebral birth 
injury. None was discharged under 2 weeks of age and 
seven were kept in hospital three weeks or longer. At 
birth the baby was invariably large and heavy-in relation 
to the period of gestation, whilst its behaviour resérfibled 
that of an infant of considerably greater prematurity. 
Lethargy was the outstanding feature, and cyanotic 
attacks occurred. 

The infants of these diabetic mothers were treated on 
the same general plan. as the smaller premature babies, 
except that we did not withhold all feeds and fluids from 
them for 48 hours. Great care was taken to clear the 
airways at birth and to prevent cooling ; oxygén was not 
administered as'a routine, but the more premature and 
less vigorous infants were admitted to the premature 
nursery immediately and, if necessary, placed in an 
oxygen tent. The infants were nursed with the minimum 
of disturbance, being turned’ from side to side but neither 
washed nor dressed until they showed signs of increasing 
There may be a delay- of several days before 
this stage is reached. In this connexion it is of interest 
that Reis eż al. (1950) take the opposite view and advise 
“ frequent and continued mechanical stimulation to over- 
come lethargy,” whilst others prescribe thyroid for the 
same purpose. 

There is as yet no satisfactory answer to the question 
why these babies are so difficult to establish. Congenital 
malformations and’ poor resistance to infection account 
for a very small proportion of neonatal deaths. At 


È 


first sight hypoglycaemia, either relative or absolute, | 


would appear to be the most likely source of trouble 
The normal newborn infant shows both low blood- 
sugar levels‘and great variability in the first days of life 
(Norval et al., 1949). Premature infants usually reach 
even lower levels. í 
Smith (1946) considers that a “ particùlar neonatal 
tolerance to low blood sugar may confer a relative resis- 
tance to hypoglycaemic stimuli just as it does to anoxia.” 


-White (1946) gives neither fluids nor’ feeds (glucose 


feeds were abandoned in,1940) for the first, days of life, 
treating the infants in this respect as thé premature 
babies of non-diabetic mothers are treated at the 
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Radcliffe Infirmary. Reis et al. (1950), whose good results 
have already been mentioned, consider that the blood 
sugar in the infant of a diabetic mother tends to fall more 
rapidly, to reach lower levels, and to return to normal 
more slowly than in the normal infant, a marked fall in 
the first hour being characteristic. They advocate 
giving 50% glucose solution by mouth from the first 
half-hour of life, but changing to '5% glucose solution 
,after two hours. Peel and Oakley (1950) have 
studied a few cases and confirm this very rapid fall in 


blood-sugar levels: immediately after birth. As the © 


results at the Radcliffe Infirmary are satisfactory we 
are continuing to give 5% solution in 4- to 1-oz. (14- to 
28-ml:) feeds every two to four hours during the first one 
or two days. 

We have had no experience of the effect of repeated 
gastric aspirations for infants delivered by caesarean 
section as advocated by Gellis, White, and Pfeffer (1949) 
with a view to minimizing the risk of regurgitation and 
inhalation of vomit. 

Lactation may be difficult to establish in the diabetic 
woman, and this, together with the lethargy and poor 
condition of the infarit, leads to failure in breast-feeding 
in a proportion of cases. As a rule nothing is to be 
gained by putting the infant to the breast early; the 
mother expresses the milk until the stage of engorgement 
is over, by which time the infant is likely to be more 
vigorous and able to suck from the breast. Ten mothers 
in the present series breast-fed their babies satisfactorily. 

If the close co-operation of the obstetrician and the 
physician can reduce stillbirths and intrauterine deaths, 
allowing the well-controlled diabetic mother to “be 
delivered of a live baby, then the infant should stand a 
good chance of survival even when it is born at the 36th 
week. After birth the skill of the nursing staff is the 
most important factor in reducing neonatal deaths. 


Summary and Conclusions ? 


A series of 25 consecutive diabetic pregnancies beyond 
the 28th week (1947 to 1950) is presented. No mother 
died and 23 babies are living. Although this series is 
small it shows that good results have been obtained by 
adopting the principles of (1) working as a team with a 
definite policy ; (2) careful diabetic control ; (3) induc- 
tion of labour not later than the 36th week of pregnancy ; 
and (4) careful neonatal control but without overtreat- 
ment of the baby. 


We acknowledge our thanks to Dr. A. M. Cooke, head of the 
Radcliffe Infirmary Diabetic Clinic, to Dr. D. C. Lewin (registrar, 
Diabetic Clinic, 1947-8), and to Professor J. Chassar Moir and 
Mr. J. Stallworthy for allowing us to publish details of their 
patients. We thank Sister Ware, who has been in charge of the 
nurseries in the maternity department for the last four years, 
for her invaluable help. 
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LYMPHOCYTIC CHORIOMENINGITIS 
ASSOCIATED HUMAN AND MOUSE INFECTIONS 


BY 


E. H. R. SMITHARD, M.B.E, MD. D.P.H. 
M.O.H., Metropolitan Borough of Lewisham 


AND 


A. D. MACRAE, M.D. 
Virus Reference Laboratory, Central Public Health 
Laboratory, Colindale, N.W.9 


Lymphocytic choriomeningitis (L.C.M.) was first 
differentiated from other types of aseptic meningitis by 
‘Rivers and Scott (1935), the causative virus having been 
described by Armstrong and Lillie (1934). The main 
reservoir of infection occurs in the house mouse (Mus 
musculus), but laboratory experiments have suggested 
that bed bugs, mosquitoes, lice, and trichinella larvae 
may be implicated in the spread of the disease 


_(see van Rooyen and Rhodes, 1948). 


In investigations “of houses in areas in which 
human infection occurred, Armstrong (1940) found that 
approximately 40% harboured infected mice, and about 
50% of the mice trapped in such premises were found 
to be carriers of active virus, which they may excrete in ° 
saliva and nasal secretions, urine, and faeces. Trans- 
mission to man probably takes place via contaminated 
food or by the inhalation of dust infected from mouse 
excreta, with possibly occasional arthropod transmission. 
It has not been proved that man-to-man transmissions 
may occur. Mice infected naturally may carry the virus 
throughout life and the female may transmit it to her 
offspring. 


Wooley ef al. (1937) reported that up to 12% of 
samples of serum from persons not suffering from the 
disease possessed neutralizing antibodies against L.C.M 
virus, but this has not been confirmed in recent years in 
U.S.A. or elsewhere. MacCallum (1949, 1950) has found 
that only 3 to 5% of two series of cases of lymphocytic 
Meningitis investigated in England in 1947-9 had had 
a~recent infection with this virus. 

Final diagnosis depends on laboratory methods. The 
virus has been isolated from blood, cerebrospinal fluid, 
and nasopharyngeal secretions during the febrile period - 
by intraperitoneal inoculation into guinea-pigs or intra- 
cerebral inoculation into mice. Complement-fixing anti- 
bodies develop in the serum three to four weeks, and 
neutralizing antibodies usually six to eight weeks, after 
the onset of illness. 


After exposure to the virus an incubation period of 
5-10 days may be followed by an influenza-like attack 
of 7-20 days’ duration. Recovery may ensue or, after 
some days’ remission, meningeal symptoms may appear + 
These persist for 7-30 days, gradually recede, and are 
followed by recovery. Few fatal cases of proved infec- 
tion have been reported (Smadel et al., 1942). Some- 
times the attack is initiated by meningeal symptoms and 
in severe cases there may be somnolence, disturbed deep 
reflexes, and paralysis. The cerebrospinal fluid is sterile 
bacteriologically, and cell counts range from a few 
hundred to 3,500, mainly lymphocytes. 


The differential diagnosis includes other forms of 
meningitis, encephalitis, and anterior poliomyelitis. 
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a “Two Recent Cases 


‘Lymphocytic choriomeningitis is not a notifidble ~ 


disease, and few cases have been reported in this coun- 

. try. Below are given details of two.cases occurring, 
nearly 16 months apart, in houses~in the same road 
separated by only a few yards. As mice in this areh 
were found to be infected with L.C.M. virus, the record 
may be of public health interest. i ‘ 

ie Case 1 

- This case has been previously reported’ by MacCallum 
(1949), A labourer aged 52, of No. 50, Z Road, suffered 
from headaches of increasing severity for three weeks until 
on November 16, 1948, he was confined to bed. He felt 
better on November 22 and returned to work, but he 
collapsed the next ‘day and was taken home. On the 24th 

~ he was admitted to the Park Hospital, Lewisham, complain- 
ing of vomiting, pains in the back and limbs, with some neck 
stiffness and drowsiness. There was marked photophobia 
and a -positive Kernig sign. The cerebrospinal fluid was 

_ opalescent and contained 1,800'cells per cmm., 50% being 
_ polymorphonuclear leucocytes, and L.C.M., virus was iso- 


t 


lated from it_by guinea-pig-inoculation. The diagnosis was_ 


confirmed serologically by complement-fixation tests with 
the following’ results: (1) serum -taken on the 41st day of 
illness, titre 1/8 ; (2) serum taken on the 61st day of illness, 
titre 1/8 ; (3) serum taken five months after onset, titre 1/2 ; 
(4) serum taken one year after onset, negative. The titres 
refer to the initial dilutions of serum in which complement 
fixation occurred. ` i a 
. On being questioned, the patient said that there were 
large numbers of mice in his rooms. He had been trapping 
them and clearing out the traps afterwards. Attempts were 
made to trap mice, but only one was caught about two 
- months after the probable time of infection. No, virus was 
- isolated from its brain or spleen. - 
Case 2 2 
A married woman aged 69, of No. 86, Z Road, had been 
treated at home by her doctor for bronchopneumonia since 
February 8, 1950. Her condition improved rapidly until 
February 23, when she was admitted to Lewisham Hospital 
in a drowsy, dehydrated, flushed state with some neck rigidity. 
The cerebrospinal fluid was cloudy and under pressure, con- 
taining 400 lymphocytes and 200 large mononuclear cells 
perc.mm. She rapidly improved until by March 1 she was 
symptom-free- apart from slight headaches, and was dis- 
~ charged-on March 29. The cerebrospinal fluid was not 


examined for virus. A presumptive diagnosis of lympho-_ 


cytic choriomeningitis was made serologically by complement- 
fixation test with the following results: (1) serum taken on 
` the 20th day of illness, titre 1/8 ; (2) serum taken on the 28th 
day of illness, titre 1/8 ; (3) serum taken on the 49th day of 
. illness, titre 1/16; (4) serum taken nine and a half months 
after onset, negative. i 
In view of the diagnosis, arrangements were made to trap 
mice at the house, Three mice were caught, and, from the 
pooled brains of these, L.C.M. virus was isolated after 
inoculation into guinea-pigs and mice. 


Investigation ‘into the Cause 


Owing to the proximity of the houses of these two 
patients it was decided to visit each of the 73 houses 


comprising the block made by the four roads (see dia- 


gram) to inquire specifically for the presence of mice 
and to set traps if possible. About a dozen houses 
at a time were visited, and the purpose was explained. 
For. variots reasons traps were set in only 34 of the 73 
houses. Ten more mice were caught and examined for 


virus. A-2%. suspension of each mouse brain was- 


inoculated intracerebrally into six mice. These were 
examined daily. Where virus was present,. the 
mice showed ruffled coats, had Jaboured respiration, 


“and developed 


convulsions with terminal -spasm 
six to nine days after inoculation. . Where no 
signs of illness were noted the mice were further tested 
intracerebrally, 14-21 days after the original inoculation, 
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with a known strain: of virus to detect any immunity 
which might have developed from a subclinical infec- 
‘tion. Details of the results are as follows: 





- 50, Z Road No virus isolated 
86,2 ,, Virus isointed from pooled 
mouse brains 

42.Z 1. No virus wsolated _ 
Z v Virus isolated 
36,Y ,, No virus isolated 
67,X°,, Virus isolated 

‘oj x No virus isolated 
7X ft Viros isolated | ~ 
a No virus Isolated 
107, X |, aan 





Sera from three inhabitants of No. 66, Z road, in 
which an infected mouse had been trapped on May 3, 
„contained no complement-fixing antibody against L.C.M. 
virus when tested 29 weeks latet. - It is apparent that 
they had not been infected with L.C.M. virus during the 
preceding six months. The back gardens of the houses 
in Z and X roads are separated by an-old low brick wall 
or a wooden fence. The main structures of the two sets 
of houses are 80-90 ft. (24.4-27.4 m.) apart. Many of 
the gardens contain sheds Which mice might inhabit, but 
in fact mice were“trapped only in the houses. 

From unpublished’ observations (Southern, personal 
communication, 1950) it appears that the movement of . 
house mice is limited and may be confined to contiguous 
rooms. If they migrate it is thought most likely that 
they will move to near-by houses, less likely that they 


. will move into.gardens and thence into houses opposite, 


and least likely that they will move across moderately 

wide metalled roads to houses on the opposite -side. 

From time to time movement wider afield takes place, 

but its extent is unknown. : 

- An inquiry into the possible occurrence of further 

cases in Lewisham was carried out. ` Over 200 doctors 

were circularized, but no other cases, suspected or con-_ 
firmed, were reported. Similarly, seven of the eight 

M.O.H.s of surrounding districts stated that no cases 
“had occurred in their areas during the preceding two 

years. The other M.O.H. reported a’ case which 

‘occurred in February, 1950, in a house 34 miles (5.6 . 
km.)-from the -block of houses containing the two re- 
ported cases. No mice were caught in the rooms 
occupied’ by the patient, but two were trapped in the 
flat below, and from these L.C.M. virus was isolated at 
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Colindale. 
area of 66 square miles a7 km.*) with a population of 
950,000. 


Acknowledgment is made to Dr. H. S. Banks, of the Park Fever 
Hospital, and to Dr. C. Knight McDonald, of Lewisham Hospital, 
for their co-operation in providing case histories and specimens 
from the patients, ~ 
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A CASE OF CHRONIC NEUTROPENIA 
TREATED BY SPLENECTOMY 


BY 


J. R. ARMSTRONG, M.D. 
Physician, Stracathro Hospital, Brechin, Angus 


In view of the reports of chronic neutropenia which 
have recently appeared in the literature, the following 
case seems worthy of record. 


` Case Report 
A motor-lorry driver aged 45 was admitted to hospital in 
March, 1947, suffering from an abscess in the perineum. 
His temperature was 100° F. (37.8° C.), pulse 82, and respira- 
tions 20. He was pale and sallow and had no symptoms 


beyond pain at the site of the abscess. This was incised,’ 


and, because of its failure to heal, he came under medical 
observation, when a chronic ulcer was found in the perineum, 
lying anteriorly to the rectum; the edges were hard and 
undermined, the base was unhealthy, and there was surround- 
ing induration. A biopsy examination of the ulcer tissue 
did not reveal any specific characteristics. The Wassermann 
reaction test was negative. On May 27 the liver was enlarged 
three fingerbreadths below the costal margin and the spleen 


, was also palpable.. The blood showed a severe leucopenia, 


‘with a marked diminution in the number of neutrophil 
cells. _ 

From May 9 to the end of June fever continued and the 
white corpuscles varied from 900 to 1,000 per c.mm., and 
a considerable reduction in the percentage of neutrophil cells 
was noticed, Most of the cells were very primitive, and some 
` of these contained nucleoli and showed monocytoid features. 


During June the liver and spleen were considerably enlarged ` 


and the patient developed an ischio-rectal abscess. The white 
celis varied between 1,200 and 2,000 per cmm. Treatment 
with penicillin and pentnucleotide was given, and on Juné 13 
the white cells numbered 2,000, but no granular leucocytes 
were seen in the film. Four-weeks later the- leucocytes 
still numbered. only 1,000, and a blood film showed 
only one or two granulocytes, Nearly all the white cells 


“were of the monocyte series. The ulcer in the perineum 


had by this time healed, and the patient was allowed to 
return home but was instructed to remain under observation. 

In spite of treatment the white-cell count „had failed to 
improve, and the patient left hospital with a leucopenia, 
hypochromic normocytic anaemia, and: thrombocytopenia, 
and a normal bone marrow. His condition was thought to 
be due to hypersplenism, and it was decided that, if improve- 
ment did not occur or if deterioration should take place, 
he Should return for splenectomy. On September 13 the 


oS 
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white cells were 3.850, haemoglobin 100%, platelets 
188.000. bleeding-time 2 minutes, and the coagulation time 
4 minutes. Splenectomy was performed on September 25, 
On the 27th the white cells numbered 12,600 (polymorphs 
80%, lymphocytes 14%, monocytes 6%) ‘and platelets 
300.000 per c.mm. After the operation the patient developed 
a left-sided basal pneumonia, but eventually made a satis- 
factory recovery and returned home on December 17. A 
histological report on the spleen did not indicate any changes 


- characteristic of any particular diséase. 


From December, 1947, until October, 1948, the patient” 
remained in good health, but was then readmitted to hospital 
on account of a streptococcal sore throat. A blood examina- 
tion at this time showed: red cells, 5,370,000; white cells, 
4,600 (neutrophils 5%, lymphocytes 18%, eosinophils 1%. 
basophils 3%, Tiirk cells 4%, monocytes 9%) ; colour index 
1. The erythrocytes were normocytic and normochromic. 
The platelets were numerous and large, but there was a 
marked neutropenia, and sternal puncture revealed a 
moderately cellular normal marrow. The myeloid series of 
cells consisted mainly of myelocytes and metamyelocytes and 
a few scanty myeloblasts. The blood uric acid at this time 
was 3.4 mg. per 100 ml. (serum). Blood counts gave the 


* following results, along with occasional myelocytes- 











On November 9 the patient developed an irritable erythe- 
matous rash on his arms and legs, but this cleared up satis- 
factorily. On November 29 nodular inflammatory areas 
appeared in both buttocks, and on December 13 two 
abscesses were opened and drained. He was finally dis- 
charged from hospital in good health on January 13, 1949 ; 
the white cells at this time numbered 4,280, with 20% 
neutrophils. 

When examined on January 10, 1950, he was found to be 
in good health and weighed 14 stone (88.9 kg). He had 
completely recovered from his illness, but-there was still a 
relative neutropenia, the figures of the blood count being: 
red cells, 5,320,000; white cells, 7,000 (neutrophils 33%. 
lymphocytes 59%, monocytes 4.5%, eosinophils 1.5%, baso- ` 
phils 2%); P.C.V. 52%; CL, 0.85; M.CV., 98; 
M.C.H.C., 28%. The red blood cells’ were of good size and 
shape, but hypochromic. Platelets were numerous. A rela- 
tive neutropenia with a shift to the left was noted. 


. 
PA 


' Discussion y 


In this case a diagnosis of hypersplenism was made 
and the patient underwent splenectomy. It is interesting 
to note that after the operation, whilst his genetal condi- 
tion improved, the white-cell count remained for a long 
time. at a low level and at the Jast blood examination 
there was still a relative neutropenia. Furthermore. 
histological examination of the spleen did not show any 
abnormality. 

Many cases of neutropenia have recently been re- 
corded. Primary splenic neutropenia was originally 
described by Wiseman and Doan (1939, 1942), who 
emphasize the following characteristics: profound 
granulocytopenia, hyperplasia of the, bone marrow, 
splenomegaly, and the curative effect of splenectomy. 

At no time did my patient show any evidence of 
haemolytic anaemia, and, although. the spleen was 
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removed, the white cells, and in particular the neutro- 
phils, did not appreciably increase in number and the 
bone marrow was normal. It would appear that the 
patient when last seen was still suffering from a chronic 
` neutropenia. 

Reznikoff (1946) has pointed out that the diareea 
istics of chronic neutropenia consist of splenomegaly 
and hyperplasia of the bone marrow, especially the 

myelogenous elements, and has stressed the importance 
of the presence of hyperplasia, or at least the absence 
of hypoplasia of the bone marrow; before splenectomy 
ıs contemplated. Moore and Bierbaum (1939) reported 
on the tréatment of chrohic neutropenia by splenectomy. 

Primary splenic neutropenia has been described by 
Rogers and Hall (1945), who give a complete list of the 
possible causes of the condition and stress the following 
facts in the pathological details: inhibition of granulo- 
poiesis in the bone marrow ;‘arrest of maturation of - 
blood cells ; and excessive destruction of neutrophils. 

Other writers consider this relatively newly recog- 
“nized splenic syndrome of neutropenia to be closely 
related to congenital icterus and thrombocytopenic 
purpura, and it has been pointed out that in any one 
of these conditions splenectomy is almost invariably 
followed by an increase in all the circulating -blood 
elements. In the case of chronic neutropenia, however, 
it appears that an increase in the white cells does not 
always follow splenectomy, and this is what happened 
in the present case. Hattersley (1947) has described a 
case of severe chronic neutropenia occurring in a patient 
who after ten years eventually underwent splenectomy 
and whose spleen was found to be of normal size. ` 

Fullerton and Duguid (1949) described a case of 
cyclical agranulocytosis occurring in a patient who 
showed improvement after splenectomy, but who still 
had a persistently low-count, although polymorpho- 
nuclear leucocytes never completely disappeared from 
the blood. Splenic neutropenia is often precipitated by 
infection, or at least blood findings become apparent 
during anf after infection ; and Langston, White, and 
Ashley (1945) suggested that a neutropenic individual 
is more susceptible to chance infections. and that the 
infection draws attention to the hitherto unsuspected 
neutrophil deficiency. , 

Rogers and Hall have described primary splenic 
neutropenia and have mentioned associated liver disease 
They postulated the existence of a leucolysin which is 
found in the spleen and of suppressed leucopoiesis in 
the bone marrow. 

Kracke and Riser (1949) reported on nine cases of 
hypersplenism and enumerated the criteria for this con- 
dition as follows: a spleen that is clinically enlarged ; 
depleted cell values of the blood, including neutropenia 
or anaemia ; demonstration of the fact that the bone 
marrow production i is not impaired ; and demonstration 
of splenic overactivity by the adrenaline test. These 
writers recommend splenectomy in cases showing func- 
tional overactivity of the spleen. They point out, how- 
ever, that careful selection of such cases is necessary, 
because splenectomy is a serious operation and not one 
which should be lightly undertaken. 


r 


i Summary 


A case of chronic neutropenia occurring in a patient who 
has undergone splenectomy is described, 

Splenectomy seems to have improved the general condition, 
while the blood continues to show a relative neutropenia. 
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I am indebted 10 Dr. A, W. Hendry for his criticism and 
advice in the presentation of this case, 


’ 


pate 


Fullerton, H. W, and Du L. D. (1949). Blood, 4, 269. 
Hetnersie P. G. "1947. ids 2, "227, 
SR. R R., and Riser, W. H . (1949). J. „Amer. med. Ass., 141, 


anatoa, W., White, O. A. and Ashley, J. D. (1945). Ann. 
intern. . Med. 667. 

, and terete. O. S. (099; Int. Clin., 3, 86. 

pind Trans: Ass. A . Phys., 59, 216. 

H. M., and: Hall, B. E. C1945) “Arch, intern. Med., 15, 


Wiseman, B. K., and Doan, C. A. are J clin. Invest., 18, 473. 
— — (l 942). ` Ann. intern. Med., T. 





“ REFRACTORY ANAEMIA” AFTER 
ARSPHENAMINE DIGLUCOSIDE 
‘ (STABILARSAN) = 
BY 


C. N. PARTINGTON, MB. ChB. D.C.P. 
Deputy Director, Dorset County Laboratory 


AND 
WATSON ROGERS, M.B., B.Ch. 


' Aplastic anaemia is a rare complication of organic 


arsenical therapy; Wintrobe (1946) records recovery 
from the condition, but this is not invariable. The 
patient here described, when first seen, showed grave 
anaemia, leucopenia, thrombocytopenia, and the 
symptoms of haemoglobin deficiency. The successful 
use of dimercaprol (“B.A.L.”) in post-arsenical 
dyscrasias has been recorded by Eagle (1946), and it 
was decided to use this drug in addition to other gener- 
ally accepted methods of treatment, as our case showed 
features in common with those described by this author 


Case Report 

The patient, a man aged 31, was admitted to hospital on 
November 13, 1949. In March, 1949, he had presented with 
a secondary syphilitic rash. The Wassermann reaction and 
Kahn test were both strongly positive, and he was treated 
at the venereal disease clinic as follows: (1) From March 11 
to May 17 he received 10 weekly injections of “ stabilarsan,” 
06 g.. and bismuth, 0.3 g. (total: 6 g. of stabilarsan, 3 g. 
of bismuth). He also received a five-day course of procaine 
penicillin, 6,000,000 units being given during this period. 
(2) From August 23 to October il] he received a further 
six weekly injections, a total of 3.5 g. of stabilarsan and 
1.7 g. of bismuth being given. 

He was next seen on November 10, when he complained 
of malaise, breathlessness, and inability to work. On 
examination he was clinically anaemic, the pulse rate was 
100, but there were no other abnormal physical signs. 
There was no jaundice, skin eruption, or enlargement of 
spleen or lymph nodes. His haemoglobin was found to 
be 28% (100% =14.8 g.) He was regarded as a case of 
aplastic anaemia following organic arsenical treatment. 

On November 14 he was transfused with, 2 pints (1.14 
litres) of fresh blood of his own group (Group O, D posi- 
tive), and a further 2 pints was given on the 16th. There 
were no reactions. His haemoglobin was then 40%. Treat- 
ment with dimercaprol was started on the 16th, 2 ml. of 
5% solution in arachis oil being given four-hourly for 12 
hours, then twice daily for four days. A further two half- 
pints of fresh packed blood cells were given at the.end of 
this course as his haemoglobin was still only 51%. The 
patient said he felt well and was anxious to return home. 
He, was therefore discharged the next day to continue 


, 
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treatment as an out-patient. Throughout his stay in hospital 
he received, in addition to the treatment mentioned: from 
November 16 to 22 compound ferrous sulphate, BP.C., 
1 tablet thrice daily ; procaine penicillin, 300,000 units daily ; 
and on alternate days from November 13`to 19 sodium 
nucleinate, 1 ml. ` 

After discharge he continued to make progress, as the 
haematological reports show. The ferrous sulphate was 
continued for two months, but other treatments were 
stopped. - ; 

The regular haematological findings are set out in the 
Table. Other findings were: November 16: clotting-time 
(Lee and White method), 27 minuteś (normal, 4-7 minutes) ; 
bleeding-time (Duke’s method), 19 minutes (normal, 2-5 
minutes) ; blood Group O, D -positive ; icterus index, 2 units ; 
prothrombin time (modified Quick’s method using “ difco” 
thromboplastin), 19 seconds (normal, 15 seconds). Novem- 
ber 23: clotting-time, 20 minutes ; bleeding-time, 17 minutes ; 
icterus index, 2 units; prothrombin time, 17 seconds. On 
February 8 and November 15, 1950, the bleeding and^ 
clotting times were normal.- 


- Haematological Findings 
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Discussion 
It will be seen that the platelets returned to normal in 


one month and the white cells in three months. These 
findings agree with those of Hart and Humble (1949) 
in their case of aplastic anaemia following neoarsphen- 
amine, illustrating that the neutropenia is later in 
recovering. In the early stages the lymphocytes were 
divided into large and small, as a number of the former 
were atypical, possessing a large oval nucleus and 
abundant bluish-grey cytoplasm, with many azure 
granules. Eosinophils were not seen during the first 
seven examinations, although a minimum of 200 cells 
were counted. The title of aplastic anaemia is not given, 
as we have no proof of the state of the bone marrow. 
Sternal puncture was considered, but in view of the 
greatly prolonged clotting and bleeding times, and the 
strongly positive capillary resistance test in two minutes 
with pressure at 84 mm. Hg, it was thought that the 
risks involved outweighed the academic indications. We 
have therefore preferred to use the term “refractory 
anaemia.” i E 

Eagle states that in 10 of 11 patients with arsenical 
agranulocytosis who were given dimercaprol there fol- 
lowed an increase in the total white count and an even 
more pronounced increase in the proportion of poly- 
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morphs. He says that, in some, this change was 
apparent in two days and the white count approached 
normal in seven days. His eleventh patient, who showed 
in addition a reduction in the number of platelets, died 
on the fourth day. This author claims that dimercaprol 
had no effect in three cases of aplastic anaemia occur- 
ring as a complication of arsenotherapy. Although in 
our patient the peripheral blood did not show initially 
the extreme degrees of changes which have been noted 
in some cases, they were nevertheless well marked. 
The favourable response to treatment, although provid- 
ing no absolute proof that it was due to dimercaprol, 
does suggest that it is worth a trial. 


Summary 
A case of “ refractory anaemia” following arsphenamine 
diglucoside (“ stabilarsan ”) administration is described. The 
peripheral blood showed anaemia, leucopenia (particularly 
granulocytopenia), and thrombocytopenia. Response was 
observed shortly after the usual therapy and dimercaprol, 
and almost full recovery occurred within three months. 
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A Case of Sjégren’s Disease with 
Scleroderma 


The following case is of interest on account of the 
occurrence of Sjégren’s disease in the male and because, 
like Sheldon’s (1938) case, it is associated with sclero- 
derma and pigmentation of the legs. 


Case Report : 

A man now aged 59 began to complain of symptoms in 
his legs and feet soon after the 1914-18 war. He had had 
“trench feet in 1918, but very “mildly, so that he was 
never in hospital for this, and significant symptoms 
developed only gradually over the course of years. They 
consisted of cramping pains in his feet and in his legs 
below the knees, always worse if the limbs were cold, if he 
stood for long, or if he walked very far. After standing 
his legs became swollen and discoloured. These pains had 
steadily worsened over the years, so that, whilst he did 
Manage to work intermittently as a farm labourer until 
1939, he had not been able to do so since. 

In 1917 his teeth broke off and the gums became rotten, 
and in 1925 all the teeth were extracted and dentures fitted. 
Dryness of the mouth was first noticed in 1919 and has 
persisted ever since, so that he can swallow dry food such 
as bread only if he takes water with it. Dryness of the 
eyes was first definitely noticed a few months ago, when, 
being depressed about his legs, he found himself unable to 
weep ; but it could have been present much before, and- he 
has long known that his eyes would burn if exposed to a 
wind and that he dared not face the sun. The eyes have, 
however, never been acutely inflamed or ulcerated. Neither 
salivary nor lacrimal glands have ever been swollen, nor 
has he suffered from mumps. His skin, he says, is usually 
dry and often seems to be “hot and burning”; he sweats 
a little on the palms of his hands, but hardly at all on 
brow, axillae, and other parts. His hands are not unduly 
sensitive to cold, but his wrists and ‘ankles will swell if he 
keeps them long in water. Otherwise his health has always 
been fairly good, although for the past 10 years or so there 
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has been some shortness of breath on exertion, He married 
in 1923 and had two children—a daughter now aged 22 and 
a son who died at 18 years of a stomach complaint. He has 
continued to have normal sexual relations with his wife 
about once a fortnight. He shaves each morning, but states 
‘that the beard is very soft. Family history: both parents 
and his only brother are dead; four sisters are alive. So 
far as he knew none had a dry mouth. : 

On examination he was seen to be of medium build and 
average intelligence, though rather depressed in mood. His 
body temperature was normal.- There were no telangi- 
ectases. The skin everywhere was a little dry, but on, the 
legs below the knees it was greatly thickened, shiny, inelastic, 
and patchily pigmented. The soles of the feet were hyper- 
keratotic, but were softened on the instep by a fungous 
infection. In each leg the pulsations of the popliteal and 
posterior tibial arteries could be felt, but not the dorsalis 
pedis, perhaps because of the thickened skin. Moderate 
varicosity of veins was present on each side. The finger- 
nails were normal, but the toenails showed trophic changes, 
and there was a small ulcer on the right ‘shin. Body hair 
was scanty, especially in the axillae, and was of feminine 
distribution about the pubes. The genitalia. were hypo- 
plastic. The eyes showed evidence of old blepharitis, but 
not of any corneal ulceration. The mucous membrane of 
the mouth was obviously dry, and the tongue was dry, red, 
and wrinkled. The nares showed the characteristic changes 
of atrophic rhinitis sicca with some paranasal infection. 
The pharynx and larynx were quite dry too, except for a 
little sticky mucus on the vocal cords ; the voice was corre- 
spondingly rather hoarse, and the patient stated that when 
be had a cold it usually disappeared completely. The sali- 


vary and lacrimal glands were not enlarged or unduly hard. 


The lungs and heart were clinically normal, and the B.P. 
was 150/90. Optic fundi and pupils were normal, and the 
only changes noted in the C.N.S. had been some diminished 
pain and touch sense in the lower two-thirds of the legs with 
absent ankle-jerks. Vibration sense was present, however, 
in the toes. The urine contained neither albumin nor sugar. 


Investigations 

Schirmer’s tests.for lacrimal secretion (SjSgren’s technique) 
showed that none of the litmus paper beyond the lid margin 
became moistened by the end of five minutes, and that, 
after cocainization of the cornea and stimulation of each 
nostril in turn by a camel-hair brush, moistening did not 
occur outside the lid margin on the left side, and on only 
0.5 cm. on the right, in the course of two minutes. It was 
concluded that lacrimal secretion was grossly defective. 
A radiograph of the nasal sinuses showed an opaque 
left antrum, the other sinuses being denser than normal. 
A radiograph of the chest was normal, except for kypho- 
scoliosis of the spine. A barium swallow showed no 
sclerodermatous change in the oesophagus. Radiographs 
of the hands, knees, legs, and ankles were normal, but 
those of the feet showed general decalcification, especially 

of the terminal phalanges. 
~ A blood count showed: red cells, 3.900.000 per c.mm. ; 
Hb, 78% (11.5 g.%); white cells, 7,800 per c.mm. (poly- 
morphs 74%, lymphocytes 16%, monocytes 8%, eosinophils 
2%). The E.S.R. (Wintrobe-corrected) was 20 mm. in one 
hour. The blood Wassermann reaction was negative ; 
Mantoux 1 in 1,000 was negative. 
calcium, 10.8 mg. per 100 ml. ; inorganic phosphate, 3.8 mg. 
per 100 mL; urea, 20 mg. per 100 ml.; glucose-tolerance 
curve, 120, 220, 220, 150, and 120 mg. per 100 ml. with 
slight glycosuria, but no acetonuria, from one to two hours. 

Liver function: Serum alkaline phosphatase, 6.9 units 
(Jenner and Kay); thymol turbidity, 14 units; flocculation, 
++++ (later, 8 units and ++, respectively); hippuric 
acid excretion, 3.4 g. in four hours (normal, at least 3.2 g.); 
plasma proteins, total 8 g.% (albumin 2.8, globulin 4.5, 
fibrinogen 0.7 g.), later total 7.5 g. % (albumin 3.2, globulin 
3.7, fibrinogen 0.6 g.). Biopsy: except for some wear and 
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tear pigment, there was no abnormality in the portion of 


MEDICAL MEMORANDA 


Blood chemistry :- 


Men aL 1303 
liver examined, and in particular no evidence of Boeck’s 
sarcoidosis. 17-ketosteroid excretion, 6.8 mg. in 24 hours. 
Fractional test meals: alcohol, no free acid produced ; 
histamine, a little free acid, but all specimens very scanty 
and viscid. An electrocardiogram showed left axis 
deviation only. i ; : 
In viéw of W. Stahel’s claim (quoted by Parkes Weber, . 
1938) that great improvement occurred on treatment with 
vitamin A, this patient received 24,000 units daily by mouth 
for three months without any perceptible benefit. . 
We wouild like to thank the Director-General, Medical Services, 


Ministry of Pensions, for permission to publish, and Dr. F. K. 
Herbert for the ketosteroid estimation. ' 


A. B. HARRINGTON, M.D. 
H. A. Dewar, M.D., M.R.C.P 
Ministry of Pensions Hospital, 
Dunston Hill, Gateshead. ` 
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Glandular Fever and Chloramphenicol 


Recently I had the chance of observing a case of 
glandular fever in which chloramphenicol had a striking 
effect. 

A girl aged 12 years 9 months had a fainting fit at her 


-boarding school on the evening of October 6, 1950, and 


next day a “cold ” with a temperature of 101° F. (38.3° C.). 
The temperature slowly subsided, but the girl did not feel 
well. On the evening of October 14 another fainting fit 
occurred, and her temperature immediately afterwards was 
102° F. (38.9° C.). She returned to her home the next day 
and was seen by me in the evening. She complained of 
backache and pain in the neck. Her temperature was 
99.8° F. (37.7° C), her face was flushed, with marked 
pallor of the naso-labial triangle, thè right tonsillar gland 
was enlarged and tender, the tongue was furred, and a 
few red and enlarged lymph follicles were present on the 
posterior pharyngeal wall; chest, abdomen, and reflexes 
were normal. 

October 16: Morning temperature 104° F. (40° C.), severe 
headache, ‘tonsillar gland more painful and swollen. 

October 17: The temperature, which had gone down’ to 
normal the previous evening, rose again to 104° F. at mid- 
day; there was tenderness of small axillary and inguinal 
glands. . : 

October 18: Large glandular packets on the right in the 
anterior’ and posterior triangles, very tender; spleen just 


_ palpable and very tender ; W.B.C., 18.200 (polymorphs 13%, 


lymphocytes 64%, monocytes 8%, rod shapes 8%, -cosino- 
phils 7%). , 

October 19 and 20: Swinging temperatures with several 
spikes of over 103° F. (39.4° C.), new groups of tender 
glands appearing on the left side of the reck. 

October 21: Start of treatment with chloramphenicol, 
250 mg. every six hours. 

October 22: Temperature normal, general well-being, no 
new glands appeared ; some of the old ones and the spleen 
still tender: 

October 24: Temperature remained normal, all glandular 

swellings disappeared, except the right tonsillar gland, 
which was greatly diminished in size and not now tender. 
Hb, 65%; R.B.C., 3,900,000 per c.mm.; W.B.C., 11.200 
(polymorphs 37%, lymphocytes 48%, monocytes 5%, rod 
shapes 8%, eosinophils 2%). The child had received 
altogether 5 g. of chloramphenicol. 
- November 3: Child well. Indurated right tonsillar gland 
palpable. Hb. 80%; R.B.C., 4,300,000 per c.mm. ; W.BC.,, 
8,600 (polymorphs 33%, lymphocytes 55%, youth forms 5%, 
rod shapes 6%, eosinophils 1%). P. Kanz, MD. 
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` MODERN PAEDIATRICS 


Modern Trends in Paediatrics. Edited by the late Sit 

Leonard Parsons, M.D., F.R.S., F.R.C.P. (Pp. 600, 

Matted: £2 15s.) London: Butterworth and Co. 
This volume, edited by, the late Sir Leonard Parsons, 
was published “to provide an authoritative and up-to- 
date account of some aspects of the newer paediatrics,” 
and the subjects chosen cover a wide and interesting 
range of topics including developmental, clinical, pre- 
ventive, and administrative aspects of paediatrics. The 
editor obtained the collaboration of a distinguished team, 
including paediatricians and specialist-colleagues from 
Sweden, the U.S.A., and Holland, as well as from Britain 
and the Commonwealth. The result is an excellent 
volume, well written, well produced, and for the most 
part well illustrated. - : 

The book is essentially one for reference purposes, 
and by the nature of things—paediatrics being so wide 
in scope—it has not been possible to include a number 
of important subjects that properly come into the 
category of “newer paediatrics.” The reader who 


wishes to turn up some particular problem may there- ` 


fore be disappointed to find no reference to it; but he 
will soon forget his disappointment, for he is sure to 
see some chapter that attracts his attention, and he will 
be encouraged to treat himself to the valuable and 
pleasant intellectual pastime of “browsing.” There 
should be some relaxation from the modern habit of 
high-pressure planning, with its intense concentration 
on practical means and ends, and this book will help 
to provide a salutary escape. 

An attractive feature of most of the chapters is that 
the writing has a distinctive, almost intimate, quality 
that is conveyed more often by the spoken than the 
written word, and-for this we are indebted to the per- 
sonal influence of the editor, whose success ‘as leader 
of a team was due mainly tò his own inspiring example. 
and the response that it evoked. 

It will be noted that most of the authors have inter- 
preted “trends” on a wider basis than “recent advances,” 
and surely this is right. As a result, British paediatric 
literature has been enriched by a book that, despite the 
constraining adjective “ modern in its title, pays respect 
to earlier history ; and the reader who looks for some- 
thing more than a factual statement of modern tech- 
niques and therapeutics will be gratified that the presen- 
tation of the selected subjects is not fragmentary but 
on a broad canvas. A minor criticism may be that in 
some cases the authors have restated “ textbook ” facts 
and have described technical details that will be well 
known to most of those who are likely to read the 


book. By omitting this type of material it would have - 


been possible to comment more on evolution or trends 
without increasing the size of the book. f 
It is sometimes said that scientists are poor hands at 
writing, even on their own special subjects ; that their 
English is of inferior quality, their vocabulary restricted, 
and their exposition faltering and uninspiring. This 
criticism could not be levelled against the contributors 
to this book. It would be invidious to single out par- 
ticular sections for special praise when the general level 
is so high, but at least three of the chapters are models 
of perfection. Those who are ambitious to write con- 


cisely and ‘attractively would do well-to spend some time 
in reading and studying this volume of “Modem 
Trends.” 

Norman B. CAPON 


RADIOACTIVE ISOTOPES 

The Clinical Usé of Radioactive Isotopes. By Professor 

Bertram V. A. Low-Beer, M.D. . 414; illustrated. 

£3 10s.) Springfield, Dlinois: Charles C. Thomas. 

Oxford: Blackwell Scientific Publications. 1950. 
When an investigator of Dr. Low-Beer’s authority writes 
so lucidly and comprehensively on a subject of this 
importance, his book is likely to prove of outstanding _ 
value. In this review of radio-element investigation and 
treatment Dr. Low-Beer has combined a broad survey 
of basic physical and chemical methods with an excel- 
lent account of the clinical applications of these isotopes 
in investigation and therapy, many sections containing 
previously unpublished material In particular, those 
on radiophosphorus and radiocobalt therapy will be of 
great practical value as including the author’s experience 
and views on these methods. The remaining sections on 
therapy are adequate, if less full, and give a useful sum- 
mary at the time of writing. Inevitably, recent develop- 
ments, for example of cavity radiation by sodium and 
gold isotopes, are not discussed, and the applicability of 
radio-iodine in thyroid destruction and in certain cases 
of thyroid carcinoma is clearer now than would appear 
from Dr. Low-Beer’s discussion. But the therapeutic 
work published by 1949 is admirably summarized. 
. The uses of radio-isotopes in clinical investigation are 
particularly’ well and fully covered, with a wide but 
well-selected bibliography. Minor criticisms might be 
made, as of the author’s doubts about quantitative esti- 
mation of radio-elements in vivo by external counting 
In general, however, the balance and judgment of his dis- 
cussién are remarkable in view of the variety of subjects 
described, and it forms a most readable survey of clinical 
or human work done with each radio-isotope of 
importance. f 

The section on physical principles gives a_ helpful 
introduction, but it ranges rather widely and might with 
advantage be more concentrated. on those subjects on 
which counting methods depend. Thus electron orbits 
and radioactive decay series are considered, but counter 
design is only broadly discussed, and liquid counters, 
scintillation counters, and problems of shielding for 
directional counting are not described. Some errors 
have escaped correction in proof, such as thyroxine for 
thyrotropin, and milligrams for micrograms, and there 
are some minor slips in’mathematical expression. The 
general presentation and illustration, however, are excel- 
lent, and the book will give the greatest value and 
delight to anyone interested or working in this important 
field of investigation : jie 
E. E. Pocam 


{ 


EXHIBITIONISM 


Exhibitionism, By N. K. Rickles, B.S., M.D. (Pp. 198 
£2.) London: J. B. Lippincott. 1950. 


The development of a scientific approach to sexual prob- 


lems proceeds apace. From the brilliant descriptive 
studies of Havelock Ellis and the more profound and 
intensive psycho-pathological investigations of Freud 
there has now emerged a combined individual and 
social approach to sexual abnormalities of which the 
present book is a good example. Within a compara- 
tively short compass Dr. Rickles gives’ a systematic 


-“ 


-June 9, 1951 _ 





outline of the problem, discussing it from the descriptive, 
statistical, social and anthropological, psychiatric, 
psychological, therapeutic, and forensic. points of 
view. These various aspects are, illustrated from the 
author's clinical records, and the book contains a fairly 
comprehensive account of some typical cases. , This 
„work should be read by psychiatrists, sociologists, and 
all concerned with the investigation of criminal offences, 
-as well as by the general: practitioner, who from time 
to time encounters such cases before they come to the 
courts. 

Dr. Rickles’s psycho-pathology is Tot the most/ part 
Freudian, and presupposes rather more understanding 
-of unconscious mechanisms than the general reader is 
likely to possess. And since his presentation is 
extremely condensed, it cannot do justice to some- of 
the unsolved problems of exhibitionism, in particular 
its relation to homosexuality and to the less direct forms 
that are found in some women of a homosexual dis- ` 
position. Some observers’ may also- think that the 
author takes too sanguine a view of the accessibility of 
the exhibitionist to psychological treatment. His own 
methods include exploratory analysis with or without 
thiopentone, and a variety of social adjustments. ` These 
reservations apart, the book can be strongly recom- 
mended. It will bring home to any reflective -reader 
the urgent need to re-examine criminal procedure, and 
in particular the disposal of sexual offenders, in the 
light of modern discoveries in psycho-pathology. 


EDWARD GLOVER. 


- 


ELECTROCARDIOGRAPBY 
Clinical Electrocardiography. By Francis F. Rosen- 


baum, M.D. Pia vaya Henry A. Christian, A.M., 

M.D., LL.D., ACP. Hon.F R.C.P.(Can. 

D.S.M.(A.M.A)). “Reprinted from Oxford Loose- 
Medicine. Oxford Medical Publications. (Pp. 121; 


82 figures. .£1 16s.) New York:. Oxford University 
Press. London; - Geoffrey Cumberlege. 1950. 
This book is reprinted from the Oxford Loose-Leaf 
. Medicine. It begins with a section on the elements 
of the electrocardiogram, Various technical points are 
discussed, but examples of artifacts, very important for 
beginners, are lacking. The brief section on the theory 
of Enthoven’s triangle i is one of the neatest and clearest 
explanations the reviewer has read. Then follows an 
account of the various disorders of the heart beat. They 
are fully and clearly shown. ` The author briefly con- 
siders their clinical aspects, but might well have given a 
fuller account of them; discussion of them comes in. 
-another section of the book, which is a pity. Some 
directions for treatment are given ; the doses for intra- 
venous “ digitalis ” [sic] and digitoxin are curious (p. 370, 
52. 3), and that for quinidine (p. 370, 52. 7). This 
odd pagination is the result of the work being extracted. 
from the larger book, There is no scheme whereby the 
beginner may set about understanding the curve of an 
arrhythmia, and one would be very helpful. 

The second part of the book starts a section on the 
form of the electrocardiogram, and passes on to discuss 
unipolar leads. ' All this is clearly set out. With refer- 
ence to unipolar limb leads and the position, of the. 
heart, it has always seemed odd (to one brought up on 
Euclid) that there could be any difference between 
“ semi-horizontal ” and “ semi-vertical ” : this termino- 
logy is unsatisfactory. There is-a full account of the 

- curves of myocardial infarction, hypertrophy, and 
bundle branch block. This last topic could have been 


ea 
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made much simpler by. emphasizing more fully the 
importance of the position of the intrinsic deflection— 
the only thing that really matters. It is a pity that no 
illustrations are given of the effects of pericarditis and 
digitalis on the precordial V leads. The section on 
the curve of pulmonary infarction is weak’ and the, 
tracings are rather unsatisfactory, as also are those of 


» myxoedema, ` 


Throughout the book the form of the illustrations is 
excelient. Nearly all the records come from the famous 
pepers by Wilson and his associates, which are familiar 
to all who have followed their work.’ On’ the whole 
the book is too technical for the beginner, for the 
language should be clearer and the steps simpler, but 
it scarcely contains enough information for the experi- 
enced, The conventional arrangement of the book is 
hardly up to date. A modern book of this sort should‘ 
Start with an account of the unipolar precordial leads 
and build up from that; the bipolar limb leads may 
come in at the end for historical interest. For a book 
of this size the price is high. ‘ 

‘ TERENCE EAST. 


HANDBOOK FOR THE TROPICS 


Tropical Dispensary Handbook. By Clement C. 
Chesterman, -M.D.(Lond.), M.R.C.P., - D.T.M.&H. 
amb Fifth edition, revised. (Pp. 313; 26 plates, 
aon full colour. 12s. 6d.) London: Lutterworth Press. 
1. “š 


To appreciate fully this useful little ‘gat one should 
understand something of its history and of the purpose 
it is intended to serve. Its subtitle is “ An aid to the 
training and practice of native medical assistants and 
for. the guidance of all engaged in medical practice in 
rural dispensaries in the Tropics.” It was originally 
published in 1928 from notes of lectures given to a class 
of African medical assistants under thé title, The African 
Dispensary Handbook, It has appeared in two English 
editions, a French, and a Portuguese. The third and 
fourth editions were enlarged and published under the 
present title. The fifth edition, reviewed here, is a 
revision in which essential new matter has been 
incorporated. 

Only those whose experience in the Tropics has 
brought them in contact with remote villages in jungly 
areag or the small but often populous native towns can 
judge what the native medical assistant, or hospital assis- 
tant, as the case may be, may represent in the bringing of 
the benefits of medicine to many who would otherwise be _- 
wholly divorced from them. Though not what in this _ 
country is understood as medically -qualified, this most 
useful class, who have had training at their medical 
schools, have in an astonishing way imbibed the spirit 
of the medical profession. It may well’be understood, 
however, that, largely isolated as they must often be, 
and surrounded by disease conditions of most varied 
character, some guide and work of reference that they 
can consult.on occasion is almost a necessity. - It is the 
stated purpose of the present handbook: to Provide such 
help. 

In Section 1 the author gives a short account with 
relevant facts about clinical conditions and diseases and 
some information on the many parasites which in the 
Tropics so largely contribute to disease. Section 2 
serves the same purpose for surgical conditions and 

technique. Section 3 is on pharmacology and is 
severely practical, giving some 90 prescriptions, inclu- 
„ding many used with modern drugs. Section 4° ig 
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entitled “ Laboratory Notes,” and gives instructions on 
such matters as making and examining blood films afd 
examining and testing urine and faeces, and ends with 
a useful list of apparatus desirable for the clinical 
laboratory. There are some 26 plates figuring the 
malaria parasite, trypanosomes, tsetse and other harm- 
ful. flies, filarial embryos, surgical instruments, and dis- 
pensary articles, as well as illustrating some diseased 
conditions. The labour involved in condensing such 
a wide field of practice for such a purpose must have 
been very great, and that it ts not entirely a compila- 
tion, but has throughout clear evidences of the uuthor’s 
experience, makes it all the more valuable. The book 
is certainly to be recommended for the purpose intended 
—namely, for the guidance of all engaged in med.cal 
practice in rural dispensaries in the Tropics. It would 
be a useful book of reference even for the qualified 
practitioner. 4 
S. R. CHRISTOPHERS. 


FACT AND FALLACY 


Popular Fallacies. A Book of Common Errors: 
Explained and Corrected, with copious References to 
Authorities. By `A S. E Ackermann, B Sc(Eng.), 
Lond., FC.G i, M.Cons E„ Hon.F S.E.. A M.I CE. 
M-RS.[. Fourth ediuon. With introduction by Sir 
Richard Gregory, Bt., F R.S. (Pp. 843 £) 10s.. postage 
11d.) London: Old Westminster Press. 1950. 


It is a fallacy to think that there exists anywhere any 
person whose mind is-entirely free from fallacies. Any 


one who has a contrary opinion shou d have this remark- ~ 


able book brought to his notice, and he will probably 
reverse his opinion after looking through the 2.120 
reputed fallacies described in the 830 pages of text. The 
first edition appeared in 1909, and the au hor apologizes 
for the ancient date of some of his references He 
frankly states that “ single-handed there ts no time to 
keep up to date with a 26-year advance in human know- 
ledge,” and appeals for a successor to carry on his 
work The answer to such a confession. is that it is 
better to wait until matter has been brought up to date 
before publishing rather than to perpetuate error Such 
` a book really needs a panel of experts to give advice 
and information on the many questions raised, 
Nevertheless, we found the book interesting, and in 
quite a number of instances:were ourselves found want- 
ing. The variety of information on so many subjects 
makes the book very suitable to dip into and read at 
random. ‘The information on medical matters would 


have been more accurate if it had been subm.tted to a ` 


medica] adviser. Thus we do not think that opinion 
has finally decided whether syphilis was or was not 
brought over from the New World by Columbus: and 
his men. It is certainly inaccurate to say that there 
has not been an increase in the expectation of life by 
“a person of middle age during the last 100 years; the 
Royal Commission set up in 1944 found that, even in 
the previous 24 years, there bad been an improvement 
in the expectanon of life for all ages up to those of 
65. or over. A less understandable and more serious 
error is the asservon that Sir Alexander Fleming did 
not discover penicillin, because “ penicillium from 


which penicillin is obtained was known at least as far . 


back as 1881.” This unfortunate confusion between the 
mould and the substance derived from it would never 
have been made if a medical man had been consu!ted. 

It is said to be a fallacy to think that drinking hot 
tea cools the person who drinks it, “for if anyone 
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during a heat wave drank hot tea in the belief that it 
would lower the temperature, it might be_the last straw 
—and cause heat stroke.” The reviewer lived through 
three hot seasons in Irak when heat-stroke was common, 
and he remembers well the beneficial and cooling effect 
of the sweating produced by drinking hot tea—an experi- 
ence quite contrary to the statement in this book. 

In spite of these criticisms we are Sure that anyone 
will find much to interest them in this work, and they 
will find occasional flashes of humour, such as the 
limenck on relativity, which is worth quoting :. 

There was a young lady called Bright 
Whose movements were faster than light; 
TA She went out one day 


In a relative way 
And returned on the previous night. 


V. ZACHARY COPE. 


BOOKS RECEIVED 
Review is not precluded by notice here of books recently received 


The “Double Tenth” Trial. Edited by C. Sleeman, B.A., 
and S C Silkin, B.A. War Crimes Trials, Vol. 8. (Pp. 324. 
18s.) London: William Hodge. 1951. $: 


The British Journal Photographic Almanac. Edited by A. J. 
>Dalladay, A.lnsi.P. (Pp. ts. 64.) London: Henry . 
Greenwood 1951. ; 


Catalogue of Lewis's Medical, Scientific and Technical Lendi: 
~Library. Revised to December-31, 1949. Part I: Authors and 
Titles (Pp 1.152. 35s. To Library Subscribers, 17s. 6d.) 
London: H. K Lewis 1950. 


The Diagnons of Smallpox, Issued by the Department of 
Preventive Medicine and Public Health, Leeds University. (Pp. 12. 
2s.) Leeds: H. Grayshon Lumby. 1951 


Pathology of the Central Nervous System. By C. B. Cour- 
wile, MD 3rd ed. (Pp. 473. $9.50) California: Pacific Press 
Publishing Association. 1950. 


The Biochemistry of Inositol, By E. R. Weidlein, jun. (Pp. 53 
Free of charge.) Pittsburgh: Mellon Institute of Industrial 
1951, @ 


Paracelsus: Magic into Science. By H.M. Pachter. (Pp. 360. 
$4) New York: Henry Schuman. 1951. 


Ultraschall. By Di E. Hippauf. (Pp. 55. 
Wilhelm Maudnch, 1951. 


By F. von Muller. (@p. 264. M. 15.) 
Munchen: J. F. manns. 1951. 
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A competent trainer of football and athletic clubs should 


` be strongly endowed by nature, according to Mr. W. D. 


Jarvis, author of A Medical Handbook for Athletic and 
Football Club Trainers (Faber and Faber, 10s. 6d.) But 
education must play its part, for be should bring to the 
athlete a specialized knowledge of his particular sport. He 
should be acquainted with the structure and working of the 
He should have a knowledge of first aid, 
minor ailments, massage, hydrotherapy, medical electricity, 
chiropody, and sane views on diet, together with a fair 
understanding of human nature for the psychological side 
of his job An admirable ideal, an education which the 
author has aspired to impart. The trouble is to decide how 
much of any and all of these should be selected. This is a 
matter of opinion, no doubt, but it is difficult to believe that 
it is necessary or desirable to confront such an aspirant 
with a diagram of the autonomic nervous system, with a 
concentrated exposition on endocnaology, with a detailed 
description of the alimentary canal and the physiology of 
digestion, with references to hydrogen jon concentration, to 
take some examples at random. Far too much has been 
attempted With inadequate discrimination. 
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ALL OVER THE WORLD 


Though its Fourth World Assembly ended last 
„month, the World Health Organization has been 
in existence in a permanent form for little more 
than two years. To make a definitive estimate of 
the position and work of any international organ- 
ization after such a brief period would be both 
unwise and unfair. Nevertheless much information 
on W.H.O.’s achievements and trends can be found 
in the admirable report? of its Director-General, 
Dr. Brock Chisholm, on its work-in 1950—its second 
year of life, The first impression derived from this 
200-page report is the startlingly wide distribution, 
both in space and kind, of the services it is already 
rendering. The charts of activities by region’ and 
country show that there is hardly any active member 
- State in the world which is not receiving assistance 
—either directly or through the technical control by 
W.ELO. of the United Nations Technical Assistance 
Programme—in many of the ten fields on which 
W.H.O. has concentrated: and this is exclusive of 
central technical services, such as the epidemic intel- 
ligence services, biological standardization, library 
and information services, seminars and conferences, 
and the 20 Expert Committees with numerous sub- 
committees. This rapid build-up' was only possible, 
of course, from the preliminary work of W.H.O.’s 
Interim Commission between 1946 and 1948 and 
` becausé many of the services were taken over as 
going concerns from the earlier organizations 
now absorbed by W.H.O.—namely, the Interna- 
tional” Office in Paris, Unrra, and the Health 
Organization of the League of Nations. 


These large programmes of work present both a 


danger and a difficulty. The danger is that some 
countries with underdeveloped health services may 
not be able to absdérb all that is now offered. “One 
government is reported to have actually reached the 
point of stating that it is incapable of accepting 
programmes in technical assistance beyond those 
now planned.” The difficulty is to provide inter- 
national staff of a quality which will- command 
1 Work of WHO, 1950. Off. Rec. W.H.O., No. 30, 1951, Genova: 
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international respect in sufficient numbers, and on 
the widest geographical basis of recruitment, with- 
out mutilating, at least temporarily, the existing 
_ health services of some countries. In consequence, 
a change of emphasis is discernible in the policies - 
of W.H.O. In the early stages it was hoped that 
when W.H.O. got into its’ stride the world would 
see a direct assault with measurable results on the 
more important causes of death and disease, com- 
parable to the campaigns of the Rockefeller Founda- 
tion against hookworm disease and yellow fever but 
on a much wider front. - The world-wide front is still 
there, but in place of the direct assault there is now 
a greater emphasis on the slower, less spectacular, but 
surer and safer method of building up or remodel- 
ling the health services of the less developed countries 
to enable them to profit permanently from the techni- 
cal aid offered and then carry on the improvement 
for themselves. For the conception of a health 
army of the United Nations, W.H.O. is to some 
~extent substituting that of cadres of instructors, and 
hence public-health education and administration in 
their widest senses are beginning to stand out as 
the rocks on which progress must be based. The 
fellowship programme, for instance—always a popu- 
lar activity—has now reached a total of over 850 
long-term fellowships awarded from 65 countries, as 
well as 72 financed by- U.N.LC.E.F. and adminis- 
tered by W.H.O., chiefly from Asia, and 107 short- 
term fellowships for eight group-training courses in 
Europe. The chief gap so far is from the African 
Region, -since assistance for colonial territories is 
only now ‘being developed. Eleven seminars- and 
symposia were also held during 1950 on such sub- 
jects as syphilis (in Paris and Helsinki) ; child health 
(New Delhi); public-health nursing (Noordwyck) ; 
infant metabolism (Leyden and Stockholm); and 
tropical diseases (Beirut). Another development of 
increasing importance is the effective and rapid 
decentralization from Geneva to the six Regional 
Organizations and Offices. Though it has strained 
financial resources, this deéentralization has stimu- 
lated local interest, as shown by the voluntary. con- 
tributions to the regional budgets made by a num- 
ber of countries, and has gone far to meet the charge 
that W.H.O. is not in sufficiently close touch with 
the real needs and characteristiés of Member 
States.” 

In his introduction to the report the Director- 
General mentions two important defects observed 
in many countries. One is the need to reorganize 
the public-health services “ so that security of tenure 
can be guaranteed to permanent, adequately paid, 
full-time public-health officers and auxiliaries who 
will no longer be affected by the caprice of changing 
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political regimes.” The other may be called the lure 
of the new toy: 


“The question should be raised as to whether some 
administrations, in their zeal for using the most modern 
methods, are really doing everything possible to utilize 
techniques which have proved themselves in the past. 
Some of these techniques—often inexpensive—are the 
ones which have led to the advancement of the more 
highly developed countries: For instance, it is unfor- 
tunate that smallpox should still remain almost a world- 
wide problem when the means for controlling it have 
been in existence for such a long period, and when all 
countries could to-day avail themselves of such methods 
as the use of dried vaccines in anti-smallpox cam- 
paigns organized according to modern techniques. A 
re-examination of the tools at our disposal in the world- 


wide struggle against disease may lead to most useful 
results.” 


To set against this encouraging picture of expand- 
ing achievement, 1950 saw the withdrawal from 
co-operation of six more Cominform governments, 
completing a total of ten inactive members. This 
was a serious blow, for “any withdrawal from the 


-Organization on the part of a Member State is bound 


to be a loss for the citizens of that State as well as 
for those of the other States which continue to par- 
ticipate in the Organization.” What a triumph it 
would be for health and for W.H.O. if some historian 
of the future was able to write: “The bridge of 
health between the East and the West was one of the ` 
last to be blown up and one of the first to be rebuilt. - 
Its restoration gave the impetus to rebuild others 
and was the first step in creating the relative har- 
mony that now prevails.” But that, alas, depends 
on Russia and not on W.H.O. 


—_—————— 


PSYCHOLOGY AND OCCUPATIONAL 
PROBLEMS 


The first important excursion of the psychologist into 
the occupational field was made 40 years ago by 
Hugo Munsterberg, a German who succeeded 
William James .as professor of psychology at 
Harvard. The improvement of personnel selection 
methods in industry, of working conditions, and of 
methods of advertising and salesmanship were the 
three prongs of his vigorous fork. The third has 
long since been discarded by most of those who now 
call themselves occupational psychologists: the first 
two remain. Interest in the improvement of per- 
sonnel selection methods has, however, been ex- 
tended, both backwards and forwards, to the whole 
-process of “ fitting the man to the job.” The voca- 
tional guidance of the’potential worker must come 
before his selection for a particular employment, and 
his training for it must come afterwards. The psycho- 
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logist now has contributions to make to all three 
stages of the main process. Interest in the`improve- 
ment of working conditions has similarly extended, 
backwards to the design of work routines and work ~ 
equipment, and forwards to those relatively elusive 
working conditions which nowadays are often dealt 
with under the heading “human relations.” It has 
thus become a concern for the whole process of “ fit 
ing the job to the man.” j 

For many years there were signs of divergent 
notions about the principal path the occupational 
psychologist should follow. In the United States the 
tendency was to stress Munsterberg’s first problem— 
the improvement of personnel selection methods: in 
this country, as is evident from the long and valuable 
series of reports issued by the Industrial Health Re- 
search Board, the emphasis was on the second—the 
improvement of working conditions. During the last 





: two decades the differences have lessened. On both 


sides of the Atlantic the scope of the psychologist’s | 
activities in industry and the public services now 
covers almost all aspects of the behaviour of people 
in the role of “ workers ” of all types and at all levels. 
With this integrative movement has come some clari- 
fication of the specific nature of the psychologist’s 
concern with occupational problems. He conceives 
his task to be twofold: first, to be more expert than 
others in bringing to bear on these problems our 
accumulated knowledge about the identification and 
assessment of human capacities and inclination ; and, 
secondly, to develop and advocate scientific methods 
of inquiry of special appropriateness. | 

This clarification, brought about to a considerable 
extent by experience gained during the last war, has 
given marked impetus to the work of occupational 
psychologists in the United Kingdom, and with a 
general increase in their activities there has become 
evident a welcome recognition of the importance of 
investigations sharply designed to lay bare funda- 
mental principles. No longer can it be said, as it 
could be said before the war, that the psychologist 
in the factory is too often a provider of “ first aid” 
based rather untidily on his previous personal experi- 
ence. His inevitable ad hoc advisory work is now 


‘more satisfactorily supplemented by solid research. , 


Some of this is in the hands of bodies, such as the 
National Institute of Industrial Psychology, with long 
and direct acquaintance with personnel problems in 
industry, while some is carried out, by -university 
departments. - 

Eminent among the academic psychologists who 
have led the attack on occupational problems has 
been Sir Frederic Bartlett, of Cambridge, whose 


1 Skill and Age By A. T Welford. assisted eight others Geoffrey 
S nber’ Oxford University Press, Tondon. 198, for the Trastecs of the 
‘offteld Foun dation. Pp. ix. + 161. 
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Oliver-Sharpey Lectures on the measurement of 
human skill were printed in this Journal in 1947, and 
under whose general direction the Nuffield Research 


. Unit into Probléms of Ageing has been working since - 


1946. A report? on the work'of this unit has now. 

been issued by the Nuffield Foundation: The research- 

"itself was done by a group of nine, but the report 
has been prepared by Mr. A. T. Welford,. the leader 
of the group, who writes uncommonly well. 

The terms of reference of the inquiry were wide, 
“permitting the study of nearly every aspect of 
ageing,” but “from the outset it was clearly in mind 
that the unit’s main purpose was the study of changes 
in middle and old age with a view to ultimate appli- 
cations in industry.” The principal method used was 
that of laboratory experiment, but towards the end 

of the investigation relevant data were collected in 
two dozen factories. The findings, though not sur- 
prising, will be of particular interest to industrial 
medical officers and general practitioners in industrial 
areas. Chief among them is the very important. con- 
clusion that the notion that older people should be 
moved from heavy to lighter work is in need of con- 
siderable redefinition, because “it is probable that, . 
although the most strenuous work is unsuited for 
older people, over a wide range of moderately heavy 
operations heaviness as such is a feature of minor 
importance.” 

There is increasing need for the systematic elucida-. 
tion of psychological problems arising in the occupa- 
tional field, and it is to be hoped that the: Nuffield 

` Foundation will feel encouraged by the outcome of 
the excellent work done by Mr. Welford and his col- 
leagues to delve still further into them.. The young 
and the, disabled, as well as the ageing, offer material 
that could contribute substantially to the development 
of the practice and theory of occupational psycho- 
logy ; and the study of “ motivation” cannot in these 
days be regarded as any less important than the study 
of skill. 





‘PREVENTIVE MEDICINE IN MEDICAL - 
PRACTICE 


"The saying about the Greeks and their gifts might 
be expressed’ in modern terms, “I begin to suspect 
you when you pat me, on the back.” In the medical 
profession the most back-patted groups are general 
practitioners and medical officers of health. Family 
doctors are, as we all know, “ the first line of defence 
against disease” and “the backbone of the profes- 
sion” : and the health officers have a special place in 
the hearts of ministers of health. The famous White 
Paper of 1944 said as much, and Mr. Bevan went 
even further: “I am confident,” said he, “that the 
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medical officers of health'are not at the end of an 
epoch but at the beginning ; that they are not at the 


‘beginning of an epoch of declining usefulness but, 


on the contrary, I believe that their value is going to - 
expand, and their importance is going to grow, and 
that they are going to achieve new. distinction.” 

We need not doubt the sincerity of those who make 
remarks of that kind ; it is their understanding that 
is at fault. Anyone can talk about prevention, and 


- the word “health” is too often profaned ; but the 


art and -practice of health are difficult. Moreover, 
it is always easy to make light of preventive medi- 
cine as carried out by the general practitioner and the 
medical officer of health. Their work can be cast 
aside as unscientific, if only because its results are 
hard to assess in a limited sphere or over a short. 
period of time. The event that does not happen is 
not published. The effects of prevention can be, as ` 
it were, distributed like a bonus among shareholders. 
But who is so bold as to say, “I prevented ” ? 

In an address now printed in the opening pages. of 
this issue Sir Allen Daley has sewn an attractive 
sampler about the conquest of pestilence. The main 
theme of his figure ‘traces the gradual fall in the 
general death rate in the London area since 1838 ; 
the tale is illustrated by records of important events 
in local government and in the war against epidemic ' 
disease. One after another the giants of destruction 
are defeated, or they are so weakened that they have 
to be content with sporadic raids across the 38th 
parallel of health. Sir Allen points out that if, taking 


into account the difference in age composition, the, 


1847 death rate of 26.8 per thousand was applied to 
the year 1947, there would have been about 106,000 


deaths in London instead of the 41,000 which actually - - 


occurred—a saving of some ‘65,000 lives in a single 
year.. In his analysis of deaths in the various age 
groups he shows, among other things, that in children 
of school age the highest cause of death is violence 


causes-are, of course, fair wear and tear, together 
with what might perhaps be described as a futile 
attempt on the part of Nature to continue existence 


-by lawless new growth. In plain truth the chief 


causes of death in active life to-day are tubercu- 
losis and violence, with. cancer manng a significant 
encroachment. 

e Basic knowledge of sickness is less sure. We know 
a good deal about infectious disease, thanks to noti- 
fication; and the family doctor can help greatly by 


providing quick and ‘accurate information. The job 


of the medical officer of health is to protect the com- 
munity, using all the means at his disposal ‘to attack 


the lairs of these diseases and to control their spread.’ 
` But it is the story of ordinary illness which opens up 


In old age the main, 


r 
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the largest field of preventive work. As Sir Allen 
says: “It is perfectly clear from the information I 
have been able to collect that there is an immense 
amount of ill-health and disability in this country, as 
indeed in any country. It has a crippling effect upon 
our national economy.” “He goes on to show how 
small a proportion of the expenditure on medical care 
—perhaps about 1.5%, if the London figures are 
accepted as a standard—is devoted to prevention. 
Of course this figure refers only to direct preventive 
work and is not related to the value of, say, early 
diagnosis and treatment or of the rapid admission 
to hospital of ‘persons suffering from pulmonary 
tuberculosis. 

- If we are seriously aiming at lightening this burden 
of sickness and its heavy cost in treatment half- 
hearted attempts at prevention will do little good. 
A grave error at the present time is to imagine that, 
because there has been a spectacular decline in the 
mortality rates, the care of the public health may 
now safely be handed over to laymen. ` But there 
never was a time when-a medical officer of health 
was more urgently needed to regroup .the forces of 
prevention. Fortunately the clinical specialist has dis- 


_ covered for himself that to understand a sick person 


it is necessary to know his social and industrial back- 
ground. In fact he is now discerning what ‘general 
practitioners and health officers have been practising 


_ for a century, and he has been able to bring to the 


study more accurate weapons of investigation. The 
real danger to the future of public health is not from 
this quarter but from excessive specialization within 
its own ranks and the attempt of each special group 
to secure privilege for itself instead of working to- 
wards integration. Only-last week we pointed out 
grave defects in the Children Act: the artificial separ- 
ation of the children’s officer from the department of 
the medical officer of health is a glaring example of 
disunity, and it is already tearing holes in the service. 


So, too, is the report’ of the Dale Committee, set 


up to consider the industrial health services, another 
example of failure to bring together the health needs 
of oné section of the population and the preventive 
services of the local health authorities. Most of the 
social services of this country are in the same state 
of disunity: each little species within the genus of 
social worker is busily trying to seal itself off, appar- 
ently with the idea that by so doing it will raise its 
status. And now that sanitary inspectors are joining 
the isolationists the health service is in danger of 
disintegration. 

The practice of preventive medicine must be based 
on the principle that the general practitioner is the 
agent of prevention in the family group and the medi- 
cal officer of health in the community. The founda- 


nr ea etre nen nneneaee 
1 Report 8 arfs eal of Inquiry on Industrial Health Séryicos, 1951, 
London 





PREVENTIVE MEDICINE IN MEDICAL PRACTICE 


ret Tut 
tion for both is Medicine. What the practitioner 
needs most is technical help to enable him to reach 
a diagnosis, instead of being a junction-box between 
patient and hospital. Success depends on his watch- 
fulness and skill, on his ability to diagnose and his 
readiness to- report danger-signals to the medical 
officer of health, and on his sense of responsibility 
for action. The medical officer of health, on the 
other hand, relieved of most of the accretions of 
curative medicine, should receive strength and en- 
couragement by having the whole of the preventive 
services under his charge. One of his main functions 
is to act as interpreter of scientific knowledge to the 
authority he serves, and so help to reduce the time 
lag between discovery and its application ; another 
is to judge the significance of the signs of danger’ 
which may be reported by family doctors. His 
resources mist include the willing co-operation of 
his fellow practitioners, the specialized services of 
the public health laboratory, the -knowledge to be 
gained from investigation of the social and indus- 
trial background of sickness, and the whole armour 
of education—in public-health centre. school. and 
market-place. ` 


THE WORCESTER FESTIVAL 

“ An institution,” said Emerson, “is the lengthened 
shadow of one man,” and therefore the more we can 
know about the founder of the B.M.A., Sir Charles 
Hastings, the nearer are we likely to get to the main- 
springs of a voluntary association of like-minded men 
which has now been in existence for nearly 120 years. 
Hastings was a Shropshire lad and not a native of 
Worcester, although it was there through the time- 
honoured method of apprenticeship that he entered 
the medical profession. It was in’ the board-room 
of the Worcester Infirmary on July 19, 1832, that 
Hastings founded the Provincial Medical and Surgical 
Association—a title subsequently changed to that now 
borne by the organization which represents some 80% 
of the medical men and women in Britain. Hastings’s 
inaugural address on that occasion.formed the intro- 
ductory article to the Provincial Medical and Surgical 
Transactions—the forerunner of the weekly journal 
which since 1857 has been known as the British 
Medical Journal. It is interesting to know that the 
B.M.A., like so many other good things, had its origin 
in the provinces, and it is from the provinces that in ` 
the main the B.M.A. still draws its principal officers 

The Worcester and Bromsgrove Division of the 
B.M.A. performed a signal service in reminding ~ 
the Association of its origins by arranging last week 
at Worcester a memorial festival in honour of its 
founder. An account of this appears in the opening 
pages of this week’s Supplement, and at page 1327 is 

1 Ses review, British Medical Journal, 1947, 2, 255. 
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an abridgment of the festival lecture given by Dr. 
`W. H. McMenemey, who has already shown his gifts 
as a historian of Worcester in the interesting History 
of Worcester Royal Infirmary he wrote in 1947.1 
According to a newspaper report, the only advice 


President Truman gave to his daughter on her first , 


visit to England was, “ Make sure you do not miss the 


' old cathedrals,” and it was a pity that Miss Truman 


did not arrive in time to be present at the beautiful 
ceremony held in a cathedral which in its own struc- 
ture represents the architectural history of 400 years. 
In his sermon the Bishop of Worcester, Dr. W. Wilson 
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THE WORCESTER FESTIVAL 


Cash, epitomized the character of Charles Hastings 


and of the good doctor when he said of him that he 
was more interested in persons than in things. During 
the service, which was attended by descendants of 
Hastings, a wreath of remembrance was laid by the 
President of the B.M.A., Sir Henry Cohen, in front 
of the Hastings memorial window in the south aisle. 
After the service a large company sat down to lunch 
in the Guildhall, where subsequently Dr. McMenemey 
delivered his address, illustrated by a number of 
attractive photographs. As Dr. McMenemey pointed 
out, there must be many of Sir Charles Hastings’s 


_letters in existence, but so far only a very few have 


been traced. We may therefore take this opportunity 


.of urging those who know of the existence of such 


letters to urge the possessors to send them or copies 
to Dr. McMenemey, so that he may continue his 
researches into the history of the founder of the 
British Medical Association. 





_OPENING OF FESTIVAL SYMPOSIA 


The festival programme of symposia for which the 
Royal Society of -Medicine and the British Medical 
Association are jointly responsible was opened in the 
Barnes Hall of the Society on June 4 by the Earl of 
Athlone, who was accompanied by Princess Alice; 
Countess of Athlone. Lord Webb-Johnson presided 
over -the brief ceremony. 

The Earl of Athlone, after being introduced to the 
company by Lord Webb-Johnson in his usual felicitous 
way, referred to his long association with him at the 
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record in the medical field, with the work of Harvey, 
and Hunter, and Jenner, and the contributions in the 
field of anaesthesia, but soon after 1851 came the advent 
of preventive medicine and antiseptic surgery, and the 
name of Lister was added to these other immortals, No 
country held a finer record in the advancement of medi- 
cal science. The number of diseases which could posi- 
tively be prevented or cured was-ever increasing, and 
British workers were generally to be found in the fore- 
front of progress. In all the fields to be covered by the 
symposia Britain had made notable contributions, and ` 
in many of them Britain had led the way. He instanced 
the surgery of the vascular system, antibiotics, the sur- 
gery of the ear, corneal grafts, the vitamins, the endo- 
crines, cortisone, on which so many high hopes were 
built, and thoracic surgery, for the advancement of 
which his old friend the late Tudor Edwards did so 


1311 





much. The Earl of Athlone ended by saying he was. - 


very happy to have this opportunity of expressing his 
admiration for the work and achievements of British 
medicine. 

Sir Henry Cohen, as President of the B.MA., 
expressed affectionate ‘gratitude to the distinguished 
visitors. He said that the idea of these scientific sym- 
posia was conceived by the Royal Society of Medicine 
and the British Medical Association independently and 
almost simultaneously. It was perhaps an object-lesson 
to the world at this time when many of our cherished 
ideals of amity and co-operation were threatened ‘that 
two great medical organizations should have shown the 
better way by uniting in this effort. They had been 
able to present a series of programmes with a galaxy 
of distinguished speakers, so that even the most casual 
observer could not fail to discern the brilliance that 
lay beneath this “ dome of discovery.” 

Thus began a month of meetings which promise to 


‘ be of the highest value to those who_can be present at 
_ them. It isa happy augury for the future that the Royal 


Middlesex Hospital. At the time when the future Lord 
Webb-Johnson was resident medical officer there, he- 


himself became chairman of the hospital in succession 


` to his brother. He had been interested when he heard 


` 


that in connexion with the Festival of Britain the Royal 
Society of Medicine and the British Medica! Association 
had arranged a programme lasting over a month and 
dealing with the advances in the science and practice 
of medicine. 
of knowledge with that prevailing at the time of the 
Great Exhibition of 1851. A hundred years was not a 
long period, and he had heard from the lips of his 
mother, Princess Mary of Cambridge, who was present 
herself at the opening of that exhibition, about its 
wonders. Even at that time this country had a prond 


One naturally contrasted the present state~ 


Society of Medicine and the British Medical Association 
have made this first and successful attempt at co- 
operation in what-matters to them both—the advance 
in the science and practice of medicine. 


HEALTH CENTRES 


The need for some health centres to be built now so, 
that the idea shall not fall into oblivion is an important 
feature of the Central Health Services Council’s report.* 
The council strongly favours group practice, preferably 
from a health centre, and sées a useful opportunity for 
trying out health centres in theynew towns and housing 
estates. According to the report, the council's special 
committee which has been studying these problems 
heard much evidence of unnecessary isolation of the 
several parts of the Health Service. It was.told of 
general practitioners who do not know the other doctors 
and dentists practising in the neighbourhood and have 
limited knowledge of the local health services available — 
for their patients. 

The particular advantages of wore: ina group are 
that the doctors can consult one another readily, and 
each is encouraged to specialize in some branch of 


- A 
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medicine to the benefit not only of his own patients but 
indirectly of all the patients cared for by the group. 
Discussing the lack of time and of technical assistance 
which tend to make a doctor “ abbreviate his treatment 
of. each case to a routine and to abandon clear thought 
and observation,” the recent B.M.A. report? on general 


practice concluded also that the remedy might lie in ` 


the development of health centres and group practice. 
But it went on to emphasize that “ the individual practi- 


~ tioner also must be assured of the same facilities and 


freedom.” This proviso draws attention to an essential 


‘element of medicine—that it is practised by people who 


are intensely individual in their approach to a problem, 
as craftsmen must be. The council recognizes that 
there may be difficulties here, and suggests that, in select- 
ing doctors to work at a health centre, preference should 
be given to those willing to work in partnership unless 
there are strong reasons for appointing one who refuses 
to do so. These appointments would therefore need to 
be carefully watched to ensure that doctors who prefer 
to work on their own are not debarred from health 
centre practice. 

The urgent need for experimental health centres is 
unquestionable. The need is for experiment; whether 
health centres prove to be as effectual as many people 
hope is still problematical. The new towns and housing 
estates are likely to afford suitable sites for building 
health centres of various types, and these will have the 
advantage of being designed and built for their specific 


purpose. But there may well be an opportunity of con-— 


verting existing buildings in established communities at 
relatively low cost, and some encouragement ‘to local 
authorities from the Minister of Health would be wel- 
come. Whether individual practice should be dis- 
couraged on new estates is another matter and needs 
careful thought. The'council recommends that houses 
with special surgery accommodation should not be built 
on them, and its proposals go far towards limiting prac- 


„tice there to health centres. This may be premature in 


what ought to be a trial period. Health centres should 
win approval on their own merit rather than ompa 
attendance for lack of`alternative. 

On occasions doctors have been blamed for andinas 
in accepting the idea of health centre practice or of 
refusing to, undertake it. What the critics have not 
always realized is that the doctors are being asked to 
stake. their livelihood on an untried form of practice 
wħich may or may not commend itself to the public. 
They therefore ask for safeguards against losing their 
patients to other doctors in the neighbourhood who have 
remained in ordinary géneral practice and against other 
doctors’ coming into the area they have left. Proposals 


to ensure this should be made quickly by the Ministry . 


of Health, for a new-health centre, at Woodberry Down, 
is to be opened next year. To revolutionize general 
practice in this way may well be desirable, but the pro- 
fession would want to ensure that the preliminary experi- 
ments are carefully studied and that the doctors in the 
health centres who carry this out shall not suffer if the 
scheme has to be modified.- The: Central Health 


tof the catal Health Sernces Council for the Year Ending December 
31, os JEM S0. (see also account in n, Supplement at p. 230). 
ie actice and Training of the General Practitioner, 1950. British 
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Services Council has prepared a most useful report ; the 
detailed recommendations will be instructive to ‘those 
who come.to plan health centres, and the note of 
urgency is properly struck even in these times of national 
economy ` 


, 


NURSING AFTERCARE OF SICK CHILDREN 
The danger to infants of infection in hospital is well - 
known, and their in-patient treatment should be as short 
as possible. Some babies might be discharged from 
hospital much earlier if expert nursing care could be 
continued in the home. This would not only enable 
infants to obtain’ the maximum benefit and run the 
minimum risk from hospital treatment, but it would 


‘also reduce presstire on hospital beds. For many years 


local health authorities have co-operated with maternity 
hospitals by sending midwives to attend mothers and 
infants discharged early from hospital, and by arranging 
for premature babies and those with feeding difficulties 
to have an early visit by the health visitor.’ In some 
areas health visitors also call at the home before the 
discharge of a premature baby to ensure adequate 
preparation for his homecoming. These services are 
invaluable, but they are not sufficient, and it is now 
suggested that a nursing service should be provided 
for selected infants for a limited period of time after 
discharge from hospital. Professor A. G. Watkins! 
recently reported on the work of selected health visitors 
in the children’s department of the United Cardiff 
Hospitals, and in last week’s Journal (p. 1234) Professor 
W. S. Craig and Drs. G. A. Kitching, I. G. Davies, and 
C. Fraser Brockington described a year’s experience in 
continuing nursing care for infants. discharged from 
the Leeds Maternity Hospital. 

In Cardiff two of the“authority’s health’ visitors have 


+ been seconded to work: in the hospitals. Their duties + 


are divided between hospital attendance and home visit- 
ing. They attend ward rounds and contribute to the 
medico-social histories of. the children concerned. By 
visits to the homes they help to prepare the parents for 
the- return of the child, and in co-operation with the 
family doctor and the local health visitor they continue 
to visit the child after its discharge, ensuring its atten- 
dance at follow-up clinics and giving advice on various ` 
social problems. In Leeds a team of midwives with 
special experience in the domiciliary care of premature 
and ailing newborn infants are employed whole-time 
on the care of infants included in the scheme. The 
midwife visits the mother and baby while still in hospi- 
tal, and helps-to prepare for the homecoming. She 
notifies the general practitioner of the patient’s discharge 
from: hospital, and continues the nursing care in the 
home until the.health visitor can take over: her last 
visit is made with the health visitor. For babies dis- 
charged to homes outside the city boundary a rather 
different system of care is undertaken by the county 
council’s health visitors. 

The value of special schemes such as those described 
is unquestioned, but they do have the disadvantage of 


- introducing yet another group of nurses into the home. 


Each individual health visitor could undertake such 
1 British Medical Journal, 1951, 1, 1075 
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duties as those outlined in-the Cardiff report, but her 
preventive and educational work would suffer unless 
her district were considerably reduced. In addition, the 
linking of so many health visitors to the hospital would 
cause administrative difficulties and inevitably some 
waste of time. This is an age of specialization, but 
care must be taken not to reduce the’ fields of interest 
of midwives and health visitors and so affect recruit- 
ment to these important groups of professional women. 
Teams of midwives are employed whole-time in the 
care of the premature baby (in Newcastle, Birmingham, 
and other areas) without detriment to the recruitment 
of midwives, and, if this nursing aftercare is limited 
to those infants and children requiring more time and 
nursing than the local health visitor can reasonably be 
expected to give, these schemes should be acceptable to 
health visitors, particularly if it is possible to establish 
atrota for hospital work among all the health visitors 


in an area, as suggested by Professor Watkins. In our 


correspondence columns last week (p. 1265) Dr. Sheila 
Schofield suggested a revolutionary change in the organ- 
ization of the work of health visitors, who, she thinks, 
should be attached as staff officers to general practi- 
tioners. Dr. C. Fraser Brockington, in a letter in this 
week’s Journal (p. 1330), gives her plea some indirect 
support, by urging the necessity for-health visitors to 
obtain the approval of the family doctor for any work 
they may do for his patients. Given a large expan- 
sion in the domiciliary consultant service in paediatrics, 
Dr: Schofield believes that the numbers of children 
admitted to hospital could be drastically reduced, to 
their great benefit. Such an idea is well worth consider- 
ing—partly for the impetus it would give to the growing 
movement to close the gap between the public health 
services and general practice—but it must never be for- 
gotten that the main purpose of the work of health 
visitors is not to look after the sick but to prevent illness. 


A SIGN OF THE TIMES, 


One of the most striking features in the post-war world 
of medicine is the Enormous output of papers. Many 
more people are making observations and writing them 
down than ever before, and established medical and 
scientific journals have been unable to absorb the flood. 
The discovery of numbers of new antibiotics and the 
dawning of the Hormone Age with the Mayo Clinic’s dis- 
covery of the value of cortisone make the rapid publica- 


tion of the many papers in these two fields very desirable, _ 


and Antibiotics and Chemotherapy* is a new American 
monthly journal which will help to satisfy this need. 
It is published simultaneously in English and Spanish 
editions—an interesting sign of the times—and the first 
issue contains papers on the blood estimation of chlor- 
amphenicol, on the treatment of scrub typhus, on the 
future of antibiotic therapy, on the greater value of 
aureomycin than penicillin in pneumonia, on animal 
protein factor,? and on the history of the chemical 
development of cortisone. Since penicillin and cortisone 


1 Antibiotics and Chemotherapy, 1951, 1, No 1 (April), Published 
month Ae Washington Institute of Medicine, 667, M Avenue. New 
Y 

3 British Medical Journal, 1951, 1, 404, 








have at present nothing in common it is perhaps un- 
fortunate to force them into the pages of the same 
journal ; and indeed the antibiotics are winning, because 
Kendall’s cortisone lecture is so far the sole endocrine 
contribution announced. The journal might do well to 
concentrate on the first part of its title. 


CORTISONE IN THE EYE 
The ophthalmic surgeon is favourably situated in his 


study of the effects of substances which are reputed in 


some way to modify or control the phenomena of ocular 
inflammation, since he can from day to day see precisely 
what is happening. Furthermore, there is by now con- 
siderable evidence that the local use of cortisone in 
small quantities, either by subconjunctival injection 
or even as collyria, is as effective in many ocular diseases 
as its systemic administration in much larger doses. His 
use of the drug, therefore, is not only economical but 
also free from undesired side-effects. 

In the past year a sufficient number of papers faa 
been published to allow some preliminary assessment of 
the place of ‘cortisone and A.C.T.H. in the oculist’s 
therapeutic armamentarium. Perhaps the most impor- 
tant experimental work is that of Alan Woods,! of 
` Baltimore, who has shown that in rabbits A.C.T.H. 
given systemically, and cortisone systemically or locally, 
block in the eye the inflammatory and exudative phases 
of an anaphylactic protein reaction,- of a bacterial 
allergic reaction, and of the focal reaction produced by 
the subcutaneous injection of tuberculin; while corti- 
sone used topically or systemically blocks the inflam- 
matory reaction caused by glycerin or jequirity infusion 
injected mto the anterior chamber. Woods emphasizes 
—an important point confirmed by Biegel? in work on 
horse serum uveitis in rabbits—that neither cortisone 
nor A.C.T.H. has any effect on any underlying hyper- 
sensitive state which may be present, and that, even 
after their prolonged administration, once they are with- 
drawn hypersensitive ocular tissues will react in the 
usual manner if contact with the specific antigen is re- 
established. 

The inferences which may be drawn from this are 
borne out to a large extent both by the clinical results, 
sometimes conflicting, so far published*? and by two 
papers appearing elsewhere in this issue. . 

Very encouraging results have been reported in the 
treatment of such self-limiting ocular diseases as con- 
genital syphilitic interstitial keratitis and sympathetic 
ophthaimia. With either A.C.T.H. or cortisone, the 
latter effective locally, the manifestations of acute 
inflammation subside, in many cases in a few days, and 
the sequelae of corneal scarring in the one, and the 
multifarious complications of the other, are mitigated 
or even completely averted. In the case of endocylar 


inflammations, ‘iridocyclitis, choroiditis, and the, like, 


there is general agreement that these drugs, best adminis- 


1 Amer J. Ophthal., 1950, 33, 1325. Fi 
Herd Ar 1951, 45, 258. 
etal., Amer J Ophthal., 1950, 33, 1033. 
Aaea Chicago, 1951, 45, 274. 
951, 45, 301. 
e Mosher, H. A., ibid., 1951, 45, 317. 
7 Fitzgerald, J. R., et al., ibid., s 45, 320. 
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. tered systemically in choroiditis, are particularly effec- ` 
tive in those cases in Which gross exudative ‘changes are 
a feature; a severe’ attack of plastic iridocyclitis, its 
occasional concomitant secondary glaucoma, or an 
attack of acute’ choroiditis may subside within’a few 
days, leaving an eye often functionally unimpaired by 
its experience, a recovery which, at least on a short- 
term basis, is well sustained. Similar results have been 
reported in a variety of external diseases, particularly 
those like episcleritis and phlyctenular disease, which 
are allergic-in nature. 

The short-term cure by cortisone or A.C.T.H. of Neto 
ocular diseases‘ which have a known tendency 'to recur- 
rence should never be allowed to distract attention from 
the search for aetiological factors. The period of follow- 
up ofvall the reported cases is short ; some acute cases 
have rélapsed and responded less, well to subsequent 
treatmient, while in the more chronic cases, if indeed 
they improve at all, relapse is only too common once 
the protective curtain is withdrawn. At present in 
regard to these diseases it is perhaps permissible only to 

. hope that the abortion of an acute attack, of iridocyclitis 
for example, within a day or two may leave the eye less 
liable to the subsequent attacks, formerly so prone to 
occur, however thorough the investigation and drastic 
the treatment. . |; : i 





A WHIFF OF GAS 


A letter in this issue from Dr. J. G. Bourne+directs the 
attention of his colleagues from the fascinating prob- 
lems of anaesthesia in the operating theatre to, the 
neglected routine “dope” of the casualty department. 
He condemns the anoxia that accompanies nitrous oxide 
anaesthesia, although it has been lightly accepted: by 
anaesthetists for over a century. He gave to 150 patients’ 
instead of nitrous oxide a mixture of cyclopropane and 
oxygen in equal parts, with total rebreathing into a 
large bag. Their recovery was rapid, though in some 
cases disturbed by nausea, which he reduced in fre- 
` sguency and severity by a fairly ‘large dose of hyoscine 
by mouth half an hour before operation. 
As Dr. Bourne points out, the damage done by the 
transient anoxia of nitrous-oxide anaesthesia is difficult 
to assess, though it appears to do little harm to the 
`- healthy patient. The narcosis is light; the respiratory 
centre is not depressed, and the anoxia can immediately 
be relieved with a few breaths of air. Nitrous oxide has 
established its place in out-patient and dental surgery 
through its rapid elimination and lack of after-effects, 
both compelling indications for the drug when the 
patient expects to return home or to work immediately - 
after the anaesthetic.. It is often incautious to allow him 
to leave alone for some time after the administration of 
a stronger agent, and few hospitals or dentist’s surgeries 
have space or staff enough-to provide’ recovery rooms. 
Nitrous oxide has also the important property of safety 
in the hands of the junior administrators usually given 
charge of minor operating lists: the striking appear- 
ance of the cyanosed patient is a warning to the anaes- 
thetist who might ignore the more subtle signs of danger 
_ under eropPEenee anaesthesia. Dr. Bourne’s method 
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is enterprising’ and satisfactory, but the out-patient - 


department in many hospitals must receive the atten- 
tion of more senior anaesthetists before it begins to 
use more powerful drugs. 


DESIGN FOR SANATORIA 


y ` 
‘The recent report? of the Tuberculosis and Diseases 
of the Chest Group Committee called attention to the 
urgent need for more institutional beds for the tubercu- 
lous in this country. The situation is bad both for the 
individual patient and for the public health, with a 
delay of up to nine months between diagnosis and 
admission to a sanatorium in some areas. No single 
action has more effect on the tuberculosis death rate 


. than the provision of waiting beds instead of waiting- 


lists. Many. of the necessary beds should be in sana- 
toria, so the appearance of a report? on the design of 
sanatotia by a committee of the National Association 
for the Prevention of Tuberculosis is opportune. ‘The 
average hospital architect has little or no knowledge 
of the special problems of housing long-stay tubercu- 
lous patients in an institution which is partly a surgical 
hospital, partly a chronic, sick hospital, partly a rehabili- 
tation centre, and also a social centre. This book indi- 


- cates the differences from ordinary hospital planning 


and supplies an answer to nearly all the questions 
Whether one agrees with all the answers is immaterial. 
What is important is that the study of the report by 
the - architect, in consultation with the physician- 
superintendent, should ensure consideration of all the 
many details: where architecture and administration 
overlap. One interesting point is that the optimum size 


_ of a sanatorium depends on the capacity of the super- 


intendent to know every patient. The upper limit 
suggested, 240 beds, is higher than R. C. Wingfield’s 150 
at Frimley; but the provision of adequate laboratory , 
and surgical facilities becomes an economic proposition 
at the higher figure, and it is-to be hoped that no new 
sanatorium will be built without these. Except in the 


most sparsely populated areas, it should-not be neces- . 


sary to build on a smaller scale. By careful choice of 
site an institution of economic size can serve several 
minor centres of population. It is not easy nowadays 
to staff a rural institution, but good housing and recrea- 
tional and transport facilities help to lessen the diffi- 
culties. The section of the report dealing with the 
housing of non-resident staff deserves special attention 
These buildings appear to be the most difficult of all 
to obtain.. 


Sir Henry Dale, O.M., F.R.S., will deliver the Festival 
Lecture in connexion with the ‘Scientific Meeting spon- 
sored jointly by the Royal Society of Medicine and the 


‘British Medical Association. Thé title of his address 


will be “ Medicine Yesterday and To-morrow.” The 
lecture will be delivered at B.M.A. House on Wednes- 
day, June 20, at 6.30 p.m. The chair will be taken ny 
Lord Webb-Johnson. 


AS Se A a Oe ere 
1 British Medical Journal, 1950, a pee and leading article on p. 1373 
3 Design for Sanatoria, London, 19 
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PHYSICAL METHODS OF TREATMENT IN PSYCHIATRY 


l 


WILLIAM SARGANT, M.B., F.R.C.P. 
Physician-in-charge of Department of Psychological Medicine, St. Thomass Hospital 


- 


` AND 


‘ . ELIOT. SLATER, M.D. FRCP. 
_ Physician in Psychological Medicine, National Hospital for Nervous Diseases 


No general practitioner can afford to regard psychiatry 


as a remote specialty of which he-need know nothing. 


Psychiatric illness is far too common for that. It has 
been estimated that nearly half of the hospital beds in 
‘the coyntry are occupied by psychiatric patients; and 
about one-third of all the patients going ‘to their doctors 
for help have symptoms which are caused or compli- 
cated by psychological factors. Even if these patients 
are referred to hospitals or clinics they are likely to be 
„handed back to their own doctors again. The family 
doctor is likely to be the last as well as the first court 
of appeal, especially when the patient has been seen by 
specialists of rival schools who have tendered mutually 
conflicting advice. The bewildered patient will then go 
to his own doctor, who, he trusts, will decide these com- 
plicated questions for him on a basis of common sense. 
Furthermore, psychiatry depends on the general body 
of medical knowledge and opinion for guidance in 
making its advances. The family doctor knows which 
of his patients have benefited from one or another 
method of treatment. If in fact some theory of psychi- 
atry proves of little practical use, its adherents, how- 
ever fanatical their faith, will eventually be brought 
into touch with reality by a dwindling clientele. In the 
‘conference rooms of learned societies abstruse theories 
will continue to be debated in magniloquent terms. The 
wise practitioner will eschew theory but pay the closest 
attention to clinical facts, and judge from them alone. 

An this article methods of treatment are discussed 
which have no adequate theoretical basis. Their dis- 
coverers were often led by theoretical notions which 
now no longer gain much credence. The reason why 


these methods are still used is because they are actually. 
found to, work. The lack of theoretical foundation - 
cannot be claimed as a merit. But it must be remem- ` 


bered that many of the most effective methods of treat- 
ment in general medicine were discovered in the same 
accidental way—the use of liver extract to treat perni- 
Much of our medical 
knowledge has been gained the wrong way round, and 
a discovery in therapy has compelled reconsideration of 
pathogenesis. Psychiatry to-day is in a stage of develop- 
ment in many ways equivalent to that of general medi- 
cine a hundred years ago, and we can expect advances 
to occur in the same way. 


The three methods of treatment discussed in this, 


article have altered the face of clinical psychiatry. 
Before ‘their advent the hospital psychiatrist had to 
watch the progress of his patients uphill or down almost 
with folded hands. Only in the case of the general 
paretic was he‘able to take active remedial measures. 
Since the discovery of insulin coma treatment, electric 
convulsion therapy, and leucotomy the outlook for the 
great bulk of his patients has been altered immeasur- 
ably. This change has not occurred without putting new 


responsibilities on the general practitioner. It is now his 
duty to see that no one of his patients slips into a state of 
dangerous depression or mental alienation without being 
put in touch with the sources of aid. The several indi- 
cations of these treatments are of immediate ‘interest to 
all doctors who are directly in touch wi sand are 
directly consulted by the, general public. “ay 


Insulin Coma: 
The indication for insulin coma treatment is in the 
first place a diagnosis of schizophrenia. It is therefore 


- essential that this diagnosis should be made or excluded: 


If the general practitioner has a patient whose history 
and clinical condition are suspicious and refers him to 
an expert for an opinion, he should be able to rely on 
an expert answer in one sense or the other. 


Importance of Early Treatment in Schizophrenia ‘ 
There is no really satisfactory treatment for schizo- 


phrenia, but insulin treatment is the best we have. All 


attempts to’ show by the statistical analysis of follow-up 
data that other methods of treatment, such as electric 
convulsion therapy, electro-narcosis, or psychotherapy, 
have any beneficial effect have so far failed. The evi- 
dence of benefit from insulin coma treatment is, how- 
ever, convincing, even though one cannot rely on a 
cure. To obtain benefit, early treatment is essential. 
During the war soldiers who broke down with schizo- 
phrenic illnesses were often in psychiatric hospitals in 
a matter of days, and the therapeutic results then 
obtained were spectacular. It is much more difficult 
to ensure that the civilian patient is seen so soon by a 
doctor, and patients and their relatives will often go 
‘on for months tolerating symptoms which would call 
for immediate action in the Services. ` 

If the patient can be treated in the first three months 
of his illness one can hope for a remission rate of 75%. 
For patients treated during the first year of the illness 
the rate is 50% and still above the expectation of a 
spontaneous recovery. After the erid of two years from 
the onset the chance of bringing about a full remission 
with coma therapy is almost negligible ; but the treat- 
ment may still be worth giving in the hope of-obtaining 
a clinical improvement. Follow-up studies have shown 
not only that a higher proportion of patients recover 
after insulin coma treatment than spontaneously, but 
also that recovery is more complete. Minor sequelae, 
even -if not sufficient to interfere seriously with social 
adaptation, are in general common, but are less frequent 
in patients who have recovered after insulin treatment 
than in those who have recovered without treatment. It 
seems probable that relapse is rather more frequent in 
the insulin-treated patients than in those who have 
recovered spontaneously; and it may' even be that 
results are equalized after a period of many years. 
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We do not, however, have sufficient information on the 
results to be expected over very long durations; but 
over comparatively short periods of five to ten years 


‘insulin treatment achieves much more than could be 


obtained without it. 


Adjuvant Measures 


E.C.T. can offer nothing like these figures, and its 
role ‘in the treatment of schizophrenia is rather limited. 
There is little doubt that it helps in the management 
of some troublesome symptoms, such as stupor and 
states of negativism or confusion. | If a predominant 
symptom is relieved in this way it may even appear that 
the patient has made a remission—uniil the progress of 
the disease results in less florid but more intractable 
changes. Such spurious remissions can be very decep- 
tive to the clinician, and their frequency accounts for 
the fack that at some centres E.C.T. is still regarded as, 
to some.extent, a treatment of the schizophrenic disease 
process. This, however,-is bad practice. There is no 
justification for giving courses of E.C.T., or electro- 
narcosis or psychotherapy, as a routine procedure and 
by way of substitute for insulin. Before such practice 
could be accepted it would have to be shown that these 
treatments influence the prognosis, and there is no evi- 
dence of that. Their use in the early stages may mean 
the waste of valuable time. The family doctor should 
therefore avoid, so far as possible, sending his schizo- 
phrenic patients to any hospital or treatment centre 
where insulin’ treatment cannot be given at the earliest 
practicable time after admission. 

The role of E.C.T.-and of psychotherapy is not as a 
substitute for insulin treatment but as an adjuvant. The 
best results are obtained when treatments can be com- 
bined. Insulin therapy halts or mitigates the progress 
of the disease, and is very effective in coping with some 
symptoms, such as states of excitement It has a valu- 
able effect on the weakening of emotional responsive- 
ness and the tendency to disintegration of thought pro- 
cesses, which are the main causes of that dilapidation of 
personality which is the most dreadful result of schizo- 
phrenia. E.C.T. may be used in addition, and is then 
best given in the state of pre-comatose hypoglycaémic 
sopor to alleviate the depressive symptoms which are 
a frequent accompaniment of schizophrenia or one of 
the other special symptoms already’ mentioned, or for 


some other special purpose. Psychotherapy is especially - 


valuable in helping in the reablement of the patient once 
the worst of his illness is over. It is undesirable even 
then that psycho-analysis should be used. It will do no 
good to drag up repressed material from the uncon- 
scious, and it may actually be dangerous to do so. 
What is wanted is help at the conscious level, to assist 
the patient to get over the bewilderment caused by his 
past psychotic experiences, to accustom hira to the idea 
of taking up the threads of his past life and adjusting 
anew to the world outside hospital.. 


Selection of Cases for Insulin Therapy 


Insulin treatment should be under the supervision of 
an expert with prolonged experience. In some centres 
the treatment is in the sole ‘charge of registrars with 
no great acquaintance of the problems involved. The 
penalty of failure, to be paid by the patient, may be 
30 years of life in a mental hospital, and there are few 
medical treatments where the stakes are so high. 

It may be that the facilities for treatment in a given 
centre are limited, so that not all schizophrenic patients 
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recently admitted can be transferred to the insulin ward. 
If this is so, then priority should be given to those 
patients in whom the onset has been most recent and 
“most acute, whose original personalities were the best 
and are now the best preserved. If shallowness of affect 
is not marked, then there is likely to be a good deal of 
emotional response to the illness, taking the form of 
depression and anxiety. The state then may resemble 
a mixture of affective and schizophrenic symptoms, 
sometimes called “schizo-affective states.” These 
patients respond to insulin as well as any, but if they 
are left untreated often deteriorate into states from 
which the affective element has disappeared, leaving 
only a now unmistakable schizophrenic. dilapidation. 
. An over-nicety in the diagnostic approach may there- 
fore be of disservice to the patient. On the other hand, 
patients with a poor previous personality and with:un 
insidious onset do not respond well and should not be 
preferred to more hopeful cases. When the “ splitting ” 
of personality 1s marked, so that, for instance, the patient 
describes his unpleasant feelings blandly or with a fatu- 
ous smile, the disease has probably already progressed 
too far for treatment to be hopeful. Hallucinations 
occurring in a clear state of consciousness are also not 
yery encouraging. f 
Recent evidence has shown that the number of comas 
given is important. It has been suggested that a further 
20 should be given after the patient has relinquished 
his delusional ideas and fresh psychotic experiences have 
ceased. This may not always be possible. But as many 
as 60 comas are often needed, and sometimes 80. 
Relapse a few years, sometimes a few months, after 
treatment is unfortunately common. If it occurs, the 
patient should be treated again. Very few untreated 
patients survive more than two fresh attacks without 
showing grave changes of personality ; but if treatment 
has been successful once it will probably succeed again. 
In short, insulin treatment should, be given in every 
early case, and as early as possible, and in all cases of 
doubt. The doctor should not hold his hand in the 
hope of a spontaneous remission, nor content himself 
with substitute methods. E.C.T., psychotherapy, and 
leucotomy have their place in special cases and for 
special purposes, but are not to be looked on as treat- 
ments for schizophrenia. 


Electric Convulsion Therapy 

The indications for E.C.T. are urgently in need of 
clarification. The results obtained in some cases are 
so dramatic and spectacular that clinicians are tempted 
to apply the method indiscriminately. Electroshock has 
its principal effect in relieving the feeling of depression, 
and is therefore often given in depressive states of any 
kind. Depressive states, however, vary much in nature, 
and the results of treatment are very unequal in states 
of different kinds. If this method of treatment has 
taught us nothing else, it bas shown that the old- 
fashioned diagnostic approach which fails to distin- 
guish between the different depressive syndromes is not 
a reliable guide. 


Involutional Depression 
Of all depressive conditions there is one in which 
E.C.T. is nearly sure of success. This is the so-called 
involutional depression, which, however, does not always 
occur as late as the name implies. It is characterized 
by an insidious onset without any noteworthy precipi- 
tating-cause. The personality of the patient is often of 
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the obsessional type, of- fixed habits, and he has fre- 
quently struggled long and painfully before seeking the 
advice of the doctor. The mood is a persistent one 
and is never completely relieved by any external distrac- 
tion, such as a few hours spent in enlivening circum- 
stances. It shows a daily rhythm and is‘commonly at 
its worst in the first-hours of the day. The sleep rhythm 
also shows a characteristic disturbance: the patient can 
usually get off to sléep well enough but wakes again in 
the early hours. The clinical condition is at its most 
typical if some degree~of retardation—that is, slowing 
down of responses and spontaneous activities—is shown. 
Qualities which are atypical and therapeutically discour- 
aging are any marked tendency to anxiety or to paranoid 
symptoms or a previous personality of a tense and 
anxious kind. These patients, if submitted to E.C.T., 
usually begin to improve from the first or second treat- 
ment and fail in only about 10% of cases to make an 
eventually adequate recovery. 


Mauic-depresstve State 


The other “common type, of endogenous depression, 
the manic-depressive state, may resemble the type of 
depression first described’in the clinical picture, but 
differs a good deal in the past history. The patient 
shows a cyclothymic rather than an obsessional person- 
ality, and has been subject to spontaneous swings of 
mood ; and the onset-of the illness is a good deal more 
rapid, occurring over days or weeks instead of months. 
The manic-depressive has often had a number of previ- 
ous attacks of depression, perhaps at rather regular 
intervals, whereas the involutional patient has had none, 
or a single illness years before. Electroshock should be 
given to the manic-depressive patient in a tentative way. 
As things are to-day, these patients are often battered ` 
by prolonged courses of convulsions, with the only result 
that they develop confusional and dysmnesic symptoms 
and go into a state of utter despair. This is not to say 
that E.C.T. is not a useful aid here too. It is most help- 
ful if it is given towards the end of a phase of depres- 
sion, about the time when, judging by the history of 
previous attacks, a spontaneous remission could be 
hoped for, even if the patient shows no signs of its 
occurring. As E.C.T. is sometimes successful at other 
times too, one or two trial treatments can be given, and 
the attempt persisted with if the patient shows signs of 
responding, or abandoned if he is made to feel worse. 


Reactive Depression 


The same tentative method’ of trial application can 
sometimes bring success in another type of depressive 
illness, perhaps the commonest of all. This is the re- 
active depression which is brought on in the over- 
susceptible patient by environmental causes. The’ past 
history may at times resemble that of the manic- 
depressive patient, though the previous mood-swings 
wili have had an adequate external causation and not 
have been endogenous. The clinical state, however, is 
very different, and one will not find the rhythmic quality, 
the specific sleep disturbance, or the retardation that 
characterize the endogenous depressions. Of course the 
proper way to treat reactive depressions is by dealing 
with the circumstances which have caused the emotional 
reaction and also perhaps by some relatively superficial 
psychotherapy. E.C.T. may~prove helpful in some 
cases, however, which will have to be judged on their 
merits ; if attempted, it must be given in a tentative“ 
way. If EC.T. is going to work it should cause some 
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“improvement in the symptoms in the first 24 to 48 hours 


after a trial treatment ; if the patient is made worse 
during that time, E.C.T. will not generally help him. 


Depression Accompanying Organic Disease \ 


Depression may be a marked feature in organic 
states, notably arteriopathic conditions, but also general 
paresis, the presenile dementias, and even disseminated 
sclerosis. E.C.T. given to these patients may greatly 
relieve the depression, but should be used with great 
caution and forbearance. Another neurological condi- 
tion in which E.C.T. is occasionally useful is epilepsy. 
The indications, however, are very precise and are not 
suitably discussed here; only an expert on epilepsy is 
ın a position to recommend treatment in this way and 
to decide exactly how it should be applied. 

a y 
“ When to Start Treatment : 

In the involutional depression treatment should be 
begun as early as possible. Recent reports have shown 
that it may even be a life-saving measure. In clinical 
states of other kinds it is better to withhold treatment 
until the patient’s case is thoroughly understood and 
the therapist is clear about his reasons for giving it. In 
recurrent endogenous depressives, for instance, treat- 
ment may be useless until the end of the biological phase 
is at hand. Older patients respond much better than 
younger ones. Patients have been successfully treated 
up to the age of 80. On the other hand, patients between 
the ages of 20 and 30 often give very disappointing 
results for two reasons. First, errors in diagnosis are 
very easy, and-it is commonplace to mistake the onset 
of a schizophrenia for an affective state. Secondly, the 
younger patient is relatively more unstable, and the 
deleterious effect of E.C.T. in increasing instability is 
more likely to show in his case. 


The Abuse of E.C.T. 


In general, electroshock therapy is given far too freely 
and is in fact much abused. Many patients with reactive 
depressions, anxiety states with some accompanying 
depression, and hysterical syndromes into which depres- 
sion enters are treated by E C.T. although entirely un- 
suitable. This is a matter of no trifling concern, as these 
patients are frequently made much worse. Not only | 
may the disturbances of memory, which may be pro- 
duced by as few as half a dozen fits, hamper and dis- 
tress the patient, but he may also suffer an increase in 
anxiety or develop symptoms of depersonalization. It 
is important that the doctor should take account of th: 
personality as well as of the present state. Unstable 
and hysterical personalities are rendered more unstable 
‘by the treatment. It is also a deplorable fashion to 
give courses of treatment. A patient may, for instance, 
be ordered a course of 12 E.CT., given twice weekly, 
which is rigorously carried through to the end regard- 
less of the results which show in an intermediate stage. 
Much damage can be done this way. Large numbers 
of fits are sometimes given over a very short space of 
time, the so-called “ intensive ” E.C.T., for instance to 
schizophrenics, obsessionals, and psychopaths, often to 
relieve the symptom of tension, and sometimes with the 
false notion that the treatment will be a substitute for 


‘Jeucotomy. Even though the patient may thereby be 


battered into apathy for a few days or weeks, the ten- 
sion recurs and the patient is burdened in addition with 
disturbances of memory. 

` \ 
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Whatever the condition for which it is given, it is 
often unnecessary to give E.C.T. more than once a week. 
Treatments given twice or more a week may still take 
just as many weeks to_produce recovery—-which means 
that a number of treatments will have been given un- 
necessarily, with danger of impairment of memory. The 
goal of recovery cannot be attained without unnecessary 
cost by an impetuous rush. For this very reason treat- 
ment in out-patient clinics, where some forbearance must 
be exercised, is often more successful than treatment in 

. hospital. ` 
Leucotomy 


The possible application of cerebral surgery in 
psychiatry is so’ great, and the feelings roused by its 
use run so high, that clear thinking and a dispassionate 
approach .are especially necessary. Practically all 
workers with an extensive experience are agreed that 
the main significance of leucotomy is that it is the 
most certain measure we have for reducing anxiety and 
tension which have persisted for a long time. The symp- 
toms for which it is effective are those which it is now 
fashionable, and indeed not meaningless, to attribute to 
1“ feed-back ” processes in the C.N.S., on a metaphor 
taken from electronic engineering. Excessive anxiety, 
shown in one form or another, is responsible for a great 
part of mental ill-health and is prominent in very vari- 
ous clinical conditions, neurotic and psychotic. The 
persistent rumination on a complex of painful themes, 
which also enters so largely into mental disorder, is 
equally responsive to relief by this operation. It 1s 
therefore not surprising that, in Britain and the USA, 
50% of the schizophrenics who have had the operation 
‘in the first two years of illness have made some social 
readjustment, even though insulin and E.C.T. had failed. 
After two years of schizophrenic illness the percentage 
of recovery or great improvement drops to a much lower 
figure—nearer to 20%. me \ 

In depressive states, where we do not have to envisage 
the likelihood of a progressive deteriorative process, the 
results are more independent of the duration of the 
disease, although if the patient has been ill for a long 
time-social rehabilitation is so much the more difficult. 
Nearly all patients suffering from a depressive psychosis 
who are leucotomized because they have failed to 
respond to E.C.T. make a good recovery ; it is usually 
those with depressive states with a marked element of 
tension who are failures with E.C.T., and leucotomy is 
especially suitable for their condition. 

The use of leucotomy in neurotic states is as yet 
insufficiently explored. There can be no doubt that 
many otherwise intractable cases may be greatly aided ; 
‘but one hesitates to recommend such a drastic method 
of treatment unless the suffering and disability are great 
and no other hope can be held out. In a group of 
patients carefully selected like this.70% of worthwhile 
results have been obtained. Furthermore, whereas 
ordinary methods of treatment at their best bring about 
a restoration of the status quo ante, leucotomy produces 
a permanent alteration of the constitution’ and so offers 
a greater hope of stable results. The factor which 
weighs most heavily on the other side of the scales is 
the fear that the patient’s personality will be damaged, 
and that psychological defects of a number of kinds will 
outweigh the good that is done. 


Limited Operations 
Much of the earlier work on the damage to ‘the per- 
sonality resulting from leucotomy is now of historical 
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interest only. The recently developed undercutting 
operation of Scoville and: modified anterior forms ot 
leucotomy now widely practised, by which the section 
is sometimes confined to the lower quadrant of the 
frontal lobe, do not have anything like so much 
damaging effect as the original leucotomies. Rylander, 
who made one of the earliest and best follow-up studies 
on operations on the frontal lobe, and based on them 
some serious objections to leucotomy, now takes a 
different attitude to limited operations. Nevertheless 
there is still a good deal of ill-informed publicity in the 
popular press and on the radio, in which no allowance 
is made for the recent change in surgical procedure 
The modern and more limited operations are enough to 
bring the needed relief to a wide range of patients, even 
though there are still some whose symptoms are so 
severe that something more willy be required. 


Selection of Cases and Results 
It is not possible here to go into the pros and cons 
of “ psychosurgery,” but some simplification of the 
problems involved is possible. The , first requisite is 
the decision that no other treatment is likely to help; 
to be dble to decide so'much-one needs to have a work- 
ing knowledge of the other methods. One then has to 
come to a reasoned judgment of the extent of the in- 
capacity and the suffering of the patient and the likeli- 
hood that they will prove permanent if nothing is done. 
The individual symptoms must then be evaluated and 
conclusions drawn about the extent to which the illness 
involves anxiety and tension and is kept alive by 
rumination. If from the total state the anxious- 
_Tuminative tendencies are subtracted, what will be 
left? Symptoms may be derived from different causes, 
and in one patient a form of abnormal behaviour may 
be based on tension, in another on immaturity and 
impulsiveness. Irritability and jill-temper is a case in 
point, and in the one patient these symptoms will be 
helped by operation, in the other made worse. In the 
schizophrenic patient the clinical analysis must be made 
with subtlety and care. In so far as the symptoms are 
based on tension they may be helped by the operation ; 
but if there is a marked degree of emotional flattening 
and schizophrenic “ splitting ” is prominent little benefit 
can be expected. The apathetic patient, no matter what 
the diagnosis, should rarely be submitted to operation. 
In depressive states good results can be expected 
where tension rather than retardation is in the fore- 
ground, Retardation is a symptom which is more likely 
to respond to E.C.T., although it is also associated witb 
manic-depressive syndromes which may be refractory to 
electrical shock. The typical manic-depressive patient 
will: be considered as a candidate for leucotomy only 
if the recurrent attacks of illness are so frequent as to 
involve the greater part of the patient’s life. Even then 
caution should be observed. Manic attacks are not 
prevented by leucotomy and may even be precipitated 
by it; and even posterior cuts may not abolish but 
only modify the biologically determined swings of mood 
in this hereditary form of mental disorder. 
Obsessional states may respond to leucotomy after 
years of psychotherapy have failed to help. Patients 
whose symptoms mainly take the form of phobias anc 
ruminations do much better than those who are tied 
down in fixed patterns of compulsive behaviour. Entire 
relief from severe and long-standing obsessional symp- 
“toms will hardly be ‘expected with anything less than 
a posterior cut, inevitably involving damage to the 
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personality. Nevertheless a milder form of operation may 
greatly diminish anxiety and so take some of the com- 
pelling. power from phobic symptoms and allow dis- 
abling modes of adaptation to resolve owing to lack 
of emotional reinforcement. A field even more suitable 
for operative treatment than the typical obsessional 
neurotic will -probably be found in those neurotic 
patients who show much anxiety, some mild obsessional 
traits, and perbaps a degree of hysterical overlay. These 
patients rarely respond to psychotherapy and are often 
made worse by E.C.T.; but their symptoms are of a 
kind to respond to leucotomy, and the underlying per- 
sonality is not so rigid as in the obsessional. In our 
experience when the anxiety and tension are relieved 
the hysterical component of the picture also diminishes. 
Such patients, however, must be distinguished from 
those in whom hysterical mechanisms are primary 
rather than secondary, who do not react well to surgery. 

Research is now proceeding into the results of sur- 
gical treatment of other neurotic states, and is likely 
to be fruitful. We may particularly mention: psycho- 
somatic disorders in which anxiety and rumination are 
causing more distress than is warranted by the organic 
factors, other types of hypochondriasis, intractable an- 
orexia nervosa, the mental reactions to intractable pain, 
tinnitus, organic dystonias, etc. All patients falling into 


_ the neurotic group will be considered only if the illness 


4 


is of some years’ duration, and: treatment by other physi- 
cal, psychological, or social means is not indicated or 
has already been tried and has failed. 

The older the patient is the better he is likely to do, 
as the greater stability and even rigidity of habits of 
behaviour offer what we might call a margin of error. 
The increased emotional liability produced by the oper- 
ation is more upsetting to the young. Furthermore, 
young persons suffering from a chronic mental illness, 
even though it be apparently neurotic in form, often 
prove in the end to be schizophrenic. Practitioners 


_ would be well advised, in seeking a second opinion on 


surgical treatment, not to pay too much heed to the 
advice of those whose minds are finally made up on 
grounds of principle. Every patient has to be judged 
on the merits of his case; and no unbiased judgment 
will be obtained either from the consultant who believes 
that all incurable schizophrenics should be leucoto- 
mized, or from the psychotherapist who believes that 
surgery is inadvisable in any case of neurotic illness» 


Failures of Operation 

_The mortality of the operation, in patients who are 
not in an impaired state of physical health, is in the 
tegion of 1%. In-few cases will the persons concerned 
be deterred by such'a risk. Much more seriously worth 
considering are the twin risks of failure to improve and 
of impairment of, personality. Although progress is 
slow there are good grounds for hoping that improve- 
ment in operative technique, itself dependent on wcreas- 
ing knowledge of the function and connexions of the 
frontal lobe, will permit a much greater degree of pre- 
cision than at present. Some failures to respond may 
be due to an inadequate operation, and in some of these 
cases a second operation has been more successful. 
Many patients, especially in the schizophrenic “group, 
fail to improve because of the severity of their men- 
tal illness. The operation may bring: about a greater 
social accessibility but reveal an unsuspected degree of 
deterioration of personality and flattening of emotional 
responsiveness. Such defects in these cases should be 





attributed to their true cause, thé sequelae of the schizo- 
phrenic process, and not in the absence of evidence laid 
to the discredit of the operation. 

Damage to the personality is most to be feared in 
those whose livelihood depends on its full preservation. 
What may represent a negligible danger to a man 
engaged in routine duties may be too serious to face in 
the case of a writer who needs all his capacity for 
imaginative and constructive thinking. In the same way 
the loosening of a sense of responsibility which may 
follow operation may be a contraindication to surgery 
in the case of a man with antisocial tendencies, while 
it is positively desirable in the overscrupulous. 


——————— nena oe 


GUIDING THE BLIND 


BY 


R. L. BEURLE, B.Sc. 


(Experimental and Research Departrient, St. “Dunstan ’sj 


The question of finding their way about has always 
been a problem to the blind. The experiences of a 
great number of young men in the technical arms of the 
Services, and especially in the R.A.F., who used radar, 
led many of thoSe who became blinded as a result of 
their war service to suggest that some adaptation of 
tradar might aid them. This led to a consideration of 
the scientific possibilities of aiding the blind. 


The Problem — 


To be practical, a guiding aid should give sufficient 
information about surrounding ‘ objects to enable a 
blind man to walk freely at a moderate speed along 
streets or inside buildings. -To do this it must indicate 
the distance and direction of any obstacle within 6 ft. 
sufficiently rapidly to allow the path to be chosen 
accordingly. Moreover, it must be very light in weight, 
compact, and inconspicuous. Ata range of only a few 


„feet it is impracticable to use a normal radar beam as 


an exploring medium, and light, or ultrasonic energy, 
must be used. 

A factor to be borne ein mind is the natural ability, of 
many blind men to find their way about with little 
assistance. A blind person who has the ability and in- 
clination to learn how to use an instrument is usually 


` able also to learn to find his way largely . unassisted. 


Then, with the aid of only a walking-stick, or even with- 
out this, he can go to and from work, to a friend’s 


house in the evening, or on any journey he knows well. 


The chief use of a guiding instrument might therefore 


be to help on totally new routes. P 


Several different devices,' including two based on the 
use of light beams and three on ultrasonic energy beams 


‘of different frequencies, weré first constructed at St. 
` Dunstan’s. 


The beam was narrow, about 2 in. square at 
6 ft, to enable objects to be located. Range was’ 
measured in the ultrasonic devices in terms of the time 
delay between the transmission of an ultrasonic pulse ' 
and the reception of the echo returned by an 
object in the path. The blind man was informed of 
the presence of this obstacle: by hearing a new “sound, 
the pitch of which indicated the range. Light travels 
so fast that it is reflected back over 6 ft. or so in an 





1 Sce Electronic Engineering, January, 1951, pp. 2-7 
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immeasurably short time, so the range in this case was 
determined by triangulation. That is to say, the trans- 
mitted beam of light was divided into sevefal sections 
each of which could be reflected into the photocell only 
‘by objects at a certain different range. The sections were 
modulated by tones of different pitch, and the presence 
of these tones in headphones served to indicate the 
presence and range of the obstacle. 

These narrow-beam devices were found to have the 
great inherent disadvantage that at any instant the 
narrow beam allows the user to obtain information 
about only a very small part of his surroundings. The 
beam must be continually swung to and fro and up and 
down as he moves forwards, yet must rest for an appre- 
ciable time on any object of small dimensions to allow 
it to be detected. This slow elaborate scanning pro- 
cedure necessary fot safe progress made the instrument 
of no practical use. A wider detecting beam, however, 
means using more power. 

With an ultrasonic device transmitting a wide 
‘beam and each ear hearing the echo separately 
through its own receiver it was certainly possible 
to obtain an approximate idea of the direction 
from which an echo was returning. There were, 
however, many disadvantages. Perhaps the most 
important was that the necessity for maintaining high 
sensitivity with low-power consumption and for limit- 
ing the size of the device by using’ miniature valves 
made it impossible to avoid the echoes being, to some 
extent, distorted in the receiver. As a result it was only 
possible to locate one single object at any given time, 
and then only if the echo from that object was con- 
siderably stronger than the echoes from other surround- 

. ing objects. If Several’ objects were present in the 
vicinity at roughly the same distance the distortion 
caused echoes from these to become confused with one 
another and the resultant sound was completely un- 
intelligible. : s 


A further device was constructed which, instead of, 


transmitting ultrasonic energy, transmitted a succession 
of high-pitched audible clicks. This was relatively 
simple: the source was placed near the focus of a para- 
bolic reflector to produce a fairly wide beam with a 
concentration of sound towards its centre. Its advan- 
tages included a lower bulk and weight and a longer 
battery life than the other instruments, and, since the 
wearing of earphones was unnecessary, the blind user's 
ears were free for normal use. The choice of a succes- 
sion of clicks as the best form of sound to employ was 
based on a series of.tests with blind people. Although 
the clicks were not the best under all circumstances 
they did give the greatest amount of assistance over, a 
wide range of different conditions. 

The composition of the sound beam—that is, a wide 
beam, with a concentration of sound on the centre line— 
was also chosen as a result of tests with various types 
of beam. It was found that the concentration of sound 
in the centre made it possible to pick out objects such 
as trees, pillar-boxes, etc., some way ahead on the line 
of advance, in the presence of larger objects close be- 
side the user. On the other hand, the presence of at 
least some sound radiated towards each side made it 
possible to estimate the position of, for example, a wall 
beside which the user was walking, so that he could 


keep his distance from it without the necessity of con- , 


tinuously swinging the beam round towards it. These 
factors did not greatly alter the telability or the 
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accuracy with which an object could be located. They 
affected rather the speed with which an object could be 
detected, and by rendering a complex scanning tech- 
mque unnecessary made it possible to move at a 
reasonable walking, pace. 


Experiments with the Clicker 
This simple acoustic device, which became known as 
the “Clicker,” had two marked disadvantages. The 
noise of heavy traffic drowned the click and made it 
quite impossible to hear echoes from an obstacle, and 


‘at other times passers-by could notice the clicker in 


action. It was decided to test the clicker device exten- 
sively under favourable conditions. Three groups of 
totally blind people—ex-Service men’ at St. Dunstan's, 
a number of adults who had been blind since childhood. 
and children from three schools in the London area— 
were given training in its use. 

The results of the tests were at first very encouraging 
Blind men who already had some experience in getting 
about alone found that the clicker could reveal to them 
many objects of which they had previously been 
ignorant. People with less experience were surprised, 


not so much at the new information, which they were 
at first less able to appreciate, but at the fact that they 
could walk about unaided at all. Nearly all were keen 
on using the device, and some inquired about the possi- 
bility of having one for personal use. | 


hid ! 


The clicker is beid m the hand like a torch: it measures 9 in. by 
24 in. (22.8 by 63 cm), has a reflector of 54 in. (133 cm) 
diameter, and weighs 2 Ib. 





Later the attitude of many changed. The more 
experienced found that the extra information piovided 
by the clicker, though useful in strange surroundings, 
did not make much difference on routes which were 
familiar. The less experienced’ also, as they learned 
to use the device, learned in addition much about 
their surroundings which enabled them to move more 
freely even without it. As they thus gained in 
experience their outlook tended more towards that of 
the blind man who had always been able to find his 
way around. Thus, the device, while apparently useful 
in initiating people into the appreciation of echoes, 
would very probably be discarded later. 


Results with Blind Children 
The period of training at the three schools culminated 
in a test in which the children were allowed to find their 
way under supervision, but without assistance, along 


x t 
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an unknown route. The results are interesting in that 


- they show how the speed with which a route is traversed 


‘and in shops. 


increases as, the route becomes famuliar even if, as in 


this case, the route is being traversed only for the . 


second time and in the opposite direction. The average 
speed at which test routes were covered with the clicker 


on the outward journey was 2 m.p.b, while without, 


any form of aid it was 1.6 m.p.h. On ‘the return 
journey, when the children knew the route because of 
their experience on the outward journey, the average 
times were 2.5 m.p.h. with the clicker and 3 m.p.h. 
without the clicker. It seems significant that the 
differences between outward and inward speeds, with 
and without the clicker, showed thé same trend at 
different schools. The figures again show clearly that, 
so far as speed is concerned, the device was of assistance 
only: when the route was unfamiliar. \ 

Throughout these trials, in fact, we found -that 
experienced blind people were well able to travel to and 
fro on regular journeys, the details of which they had 
come to know well, and that any attempt to give addi- 
tional assistance by any form of device was of value 
only on unfamiliar ground. Indeed, on well-known 
routes speed was frequently reduced because attention 
was drawn away from the familiar signs which the 
blind man had been accustomed to use. 


It is worth while remembering that one of the. 


principal handicaps of a blind man is the. inability to 
make use of so much essential information displayed in 
notices and signs—for instance, on buses, in the street, 
Imagine searching for a house with a 
certain number in an unfamiliar road. To a blind man 
no guiding device short. of a miraculous “ artificial 
eye” could be of any assistance. Our experience 
during the tests confirmed that these difficulties were 
sufficient to deter all but a very small. percentage of 
blind people from exploring new routes completely un- 
assisted, either without a device or with any device 
which is likely to be pratticable at the present time. 
Apart from any physical danger from . undetected 
obstacles the mental concentration required is very 
great, because of the inability to use ordinary signs. 
No doubt a man may sometimes wander down an 
unknown street out of curiosity, but this would be done 
in an exploratory spirit rather than as a means of 
reaching a destination. 

A blind man, then, must be reconciled to the necessity 
of knowing what route he is to take to his destination. 
Provided he knows where to find his bus stop or tube 
station, where to turn left or right, etc., he will not be 
worried by the inability to read notices. If he is thus 
confined to known routes he will know the positions of 
obstacles such as trees, lamp posts, etc., and an, obstacle- 
detecting instrument becomes almost redundant. 

Besides route-finding and obstacle detection, sight also 
helps in maintaining poise or balance. A blind man, 
however, must rely on such sensations as the variation in 
pressure over the soles of the feet, and when he has to 
traverse rough or steeply sloping ground there are addi- 
tional variations in the pressures, and it is less easy to 
determine the balance. In such circumstances many blind 
people appear to find that the third reference point pro- 
vided by the tip of a walking-stick assists materially in 
walking straight. No doubt the long base line from 
the feet to the tip of the stick also helps. 

The functions of obstacle detection and route-follow- 
ing are the two fields in which it was hoped that a 
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guiding device might be useful. Now a blind person with 
well-developed hearing will, in a quiet situation, be able 
to detect most large obstacles by footfall echoes. If 
his route runs beside a wall or hedge, he will be able to 
follow it without any difficulty, and deduce from the 
cessation of`the echoes at what point the wall turns a 
corner and hence the probable position of turnings in 
the road. , g 
Experimental Conclusions 


“We were thus faced with the fact that a guiding 
device appears to be of little assistance to an experi- 
enced blind man on a well-known route, while, even 
though it might make progress easier on unknown routes, 
there is still so much it cannot cope with that few blind 
people are likely to trust to it on new ground. Never- 
theless, during the tests a number of interesting facts 
emerged. Particularly noticeable was the great varia- 
tion in the ability of different blind people to get about 
unaided, and together with this the difference that even 
a small amount of practice made to their ability to co- 
ordinate all the information at their disposal. Very 
few seem to lack the potential ability to detect echoes 
and make use of them, but the percentage of adults who 
had developed this and made any practical use of it 
was very small. Among-blind children it was excep- 
tional to find one who could not learn to follow a route 
after being taken along it a few times, and experience 
gained in this way increased ability to learn a second 
route. 


Importance of Encouraging Independence 


, This marked discrepancy between the potential 
ability of most children and the actual development of 
route-finding ability in only a small percentage of adults 
demands some explanation. It became clear after dis- 
cussion of the question that in almost all cases those 
who had not developed the ability to go about unaided 
had failed because of lack of opportunity or encourage- 
ment. Frequently their family had never let them try 
to find their own way about and would have been 
shocked at the thought of them doing so. They prob- 
ably had not gone to a school for blind children where 
they could learn with the help of other children, or they 
had gone to a school where little effort was made to 
encourage independence and self-reliance: It was 
noticeable that between the schools where the tests were 
carried out there was a marked difference in the degree 
of development of route-finding ability. This ability 
appeared much more developed where the children 
had the benefit of large grounds to roam about in by 
themselves. , 

The benefit to blind children of opportunities like this 
for develdping their natural abilities cannot be over- 
stressed. They need some early deliberate instruction in 
the art of getting about. Those, too, who become blind 
later in life would benefit from some deliberate instruc- 
tion at an early stage by experienced blind instructors. 
It is in these early stages that a device such as the clicker 
may prove useful in demonstrating the significance of 
echoes. Of course, on many journeys a blind person will 
prefer the company of a friend or relation who may be 
going the same way, and in any case not all will-develop 
the ability to find their way alone with any amount of 
instruction. But it is certain that those blind men who 
have been able or who through force of circumstances 
have had to learn to find their own way would be very 
sorry to lose the independence thus gained. 


1 
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THE HISTORY OF PHARMACY 
EXHIBITION AT THE WELLCOME HISTORICAL 
: MEDICAL MUSEUM a 


To mark the occasion of. the Festival of Britain the trustees 


of the Wellcome Foundation have arranged an exhibition, .” 


illustrating the history of pharmacy, at the Historical Medi- 
cal Museum, Wellcome Research Institution, Euston Road, 
London, 


The exhibition, which will be on view until September 28, , 


was opened on May 8 by Sir ,Howarp FrLorey, who was 
introduced to a ‘distinguished gathering by Mr. H. E. SIER, 
chairman of the Wellcome Foundation. Sir Howard readily 
admitted that“he was not good at opening exhibitions ; m 
fact, he. had never opened one before. He praised "the 
interest and scope of the exhibition: the exhibits traced 
the growth of pharmacy from prehistoric times, and showed 
the ever-strengthening link between biological and chemical 
research. There ‘was material illustrating the arts- of the 
ancient herbalists as well as the work which had been carried 
out by modern pharmaceutical firms in their own labora- 
tories. 

Thirty years ago, when he had qualified in medicine, 
there had been only a few potent drugs, whereas now there 
were many. Before the sulphonamides had been introduced 
into medicine the haemolytic streptococcus had been a very 
dangerous hazard ; quite a number of pathologists had been 
removed from this world by means of streptococci encoun- 
tered at necropsies. But now there were the sulphonamides, 
penicillin, and other drugs which were extremely effective 
against the streptococcus. So much so that there was little 
interest nowadays in discovering new drugs active against 
streptococcal infections. 

Sir Howard spoke of the vast amount of work on organic 
compounds now being carried out in many laboratories, and 
of the studies on hormones based on facts provided by the 
pathologist and biochemist. It was important to remember, 
he said, that most of the large-scale discoveries and investiga- 
tions were being done by large firms both in this country and 
in the States. 


- Antibacterials in the Middle Ages 
Mentioning that one of the exhibits contained Gerard’s 


Herball, Sir Howard pointed out that among the illustra-' 


tions was the wallflower. “If you take any part of the 
wallflower, its stem, seed, or leaves, and grind them up, the 
liquid in which they have been drowned is a very powerful 
antibacterial. It is much more powerful than carbolic, and 
was certainly used in the Middle Ages, and possibly earlier, 
as a poultice to apply to various inflamed parts. There is 
some connexion between the herbalist and the type of 
pharmacy now being, done.” 

The old-fashioned meaning of the word pharmacy had 
greatly degenerated, in the United States: to the local drug 
store, which was just another place for breakfast, and in 
England to the chemists shop, where a large part of the 
plarmacist’s time was ‘devoted to the selling of beauty 
preparations. Hoan doctors still had to give prescrip- 
tions, and patients still swallowed medicine. 

Dr. E. ASHWORTH UNDERWOOD, director of the Wellcome 
Historical Medical Museum, in thanking Sir Howard Florey, 
said that in presenting the exhibition they had interpreted 
the word pharmacy in liberal terms, and consequently a 
number of exhibits would be seen which were connected 
witb other sciences and with other arts. He did not wish 
it to be thought, however, that the exhibition dealt only with 
the aftistic point of view. Within the limited space avail- 


able they had tried to include the great classics which had 


influenced therapeutics. 


The Exhibition 


Starting with the deities of Egyptian medicine, “Neithé, 
Ptah, Isis, and Horus, in bronze, ‘the first section: of the 


- 





exhibition is devoted to objects recovered from the Egyptian 
tombs. Imhotep, originally a physician and subsequently 
deified as an Egyptian god of medicine, is represented by 
a silver statuette, circa 800 B.c.` A kohl-container in carved 


` wood from the temple of Queen Hatshepsut (1501-1479 B.C), 


Dair al-Bahri, commands attention. This early cosmetic 
box, divided into four compartments, is labelled for 
powders to be used at different seasons. Other early con- 
tainers include unguent vessels | in glass and alabastrons for 
ointments or perfume. p 

Among the classical exhibits there are statuettes of the god 
Apollo in ivory, circa 50 B.C, and Asklepios (Aesculapius), 
the Greek god of medicine, in marble. Early Greek pottery is 


‘represented by a red figure vase (lekythos) of the late fifth 


century B.C. and Corinthian alabastrons of the seventh-sixth 
century B.C. 


` Early Pestles and Mortars 


Thase symbols of pharmacy, the pestle and mortar, have 
been in use since Neolithic times for domestic as well as 
medical - purposes, for, before the advent of grinding 
machinery, cereals, spices, herbs, etc., were crushed or 
pulverized by being pounded . in a mortar. An early 
Egyptian stone mortar on‘ view is decorated with relief 
carvings of the dog-faced baboon. In another character- 
istic design in stone the four lugs, or handles, are formed 
by representations of human or animal heads. Roman 
mortars of marble, earthenware, and bronze are also shown. 
The sixteenth century is represented by an English bell- 
metal mortar decorated with the Tudor rose and crown, 
and the seventeenth by a specimen bearing the arms of 
the Commonwealth (many of these were destroyed at the 
Restoration). Bell-metal mortars, which give out a ringing 


sound when struck, were cast in the church-bell foundries’ ' 


from metal left over, from a peal of bells. Solid ivory 
mortars of Portuguese origin and a specimen in jade 
complete the exhibit. 

A sixteenth-century manuscript in the form of ajroll 11 ft. 
6 in. (3;5 m.) long dominates the display of alchemical 
apparatus of the Middle Ages. The production of the philo- 
sopher’s stone is illustrated in pictorial cryptograms. In the 
portion shown the alchemist is holding an alembic within 
which are illustrations of the eight stages of the whole 
process, l 

A selection of works from the Wellcome Historical Medi- 
cal Library includes Braunschweig’s Liber de arte distillandi 
de compositis, 1512; the Venetian edition, 1556, of the 
Dispensatorium of Valerius Cordus ; the 1568 edition (printed 
in Cologne) of Turner’s Herbal ; the De historia stirpium, 
1542, of Leonhart Fuchs ; and the rare first edition of the 
London Pharmacopoeia of 1618. ; ; 

In the library itself there is a special exhibition: “The 
Illustration of Medical Books.” Exhibits range from the 
coloured miniatures in early medical manuscripts to the 
photographic reproductions of the nineteenth century. 


Drug Jars and Pill ‘Slabs 


An attractive, array of pharmacy jars from Sir Henry 
Wellcome’s extensive collection begins chronologically with 
a Persian jar of the twelfth century. Hispano-moresque 
albarelli made at Valencia are also displayed to advantage. 
But it is the Italian drug jars with their rich colourings which 
dominate the scene. The sixteenth-century specimens are 
attributed to potteries in Tuscany and the well-known work- 
shops of Faenza, Castel Durante, and Venice. Early 
eighteenth-century confection pots made at Delft bear the 
pottery marks of the famous factories—De Drie Klokken, 
De Lampetkan, and De porceleyne Schotel. 

In- the section devoted to “Lambeth” delftware pride 
of place goes to a rare polychrome pill slab bearing the 
full arms and motto of the Society of Apothecaries. Decor- 
ated in blue, the figure of Apollo stands over a serpent 
vert; the supporters, two unicorns, and part of the crest, 
a rhinoceros, are in yellow. Another seventeenth-century 
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Fig. 1—Pill slab with arms of the City of London and of the 
Apothecaries’ Company. Seventeenth century. 








Fia 2.—Silver pomanders of the seventeenth century. 


The photographs reproduced have been kindly supplied by the 
Wellcome Historical Medical Museum. 


pill slab, which is painted in blue on white, has the arms 
of the City of London as well as those of the Apothecaries” 
Company (Fig. 1). The motto was taken by Camden from 
Ovid’s story.of Apollo and‘ Daphne: Inventum medicina 
meum est, opiferque per orbem dicor, et herbarum subiecta 
potentia nobis. (The art of medicine is my discovery. I am 
called Help-bringer throughout the world, and all the potency 
of herbs is given unto me.) $ 

Some early English ointment pots recovered from excava- 
tions as well as the charactenstic blue and white “ Lambeth ” 
drug jars conclude the exhibit. Of the latter the most note- 
worthy is a syrup jar, circa 1652, showing on the ends of 
the drug cartouche the design of a man smoking:a pipe.. 
Another rare specimen is dated 1664. A large eighteenth- 
century jar inscribed “ Mithndatum ” is of interest, as this 
anti-plague electuary is said to have been priginated by King 
Mithridates VI of Pontus as an antidote against poisons 
and the bites of venomous animals 


. Pomanders 


In the seventeenth century silver pomanders (Fig. 2) were 
carried as prophylactics against infection and “ pestylente 
ayers.” The globular pomanders shown open out into six 
segment-shaped compartments, each with a. sliding lid. 
These held the perfumed substances to be inhaled. The 
portraits engraved on the outside of the example shown 
on the left of Fig. 2 are those of English kings and 
queens. Ships, houses, and trees ornament the beautiful 
Dutch pomander at the foot of the ulustration. (The sliding 
lids of this type are often incised with the names of the 
perfumes: rosemary, myrrh, amber, lavender, etc.) The 
flagon shape, containing a piece of sponge impregnated 
with the perfume or aromatic substance, is represented by 
the English specimen depicted on the right. 

Among the historical medical equipment shown is a rose- 
wood medicine chest formerly the property of Lord Nelson. 
It was kept in his cabin in the Victory. Visitors from the 
other side of the Atlantic will be interested to see a 
mahogany medicine chest which once belonged to Georgé 
Washington. A beautiful mid-eighteenth-century specimen 
in Chippendale mahogany is believed to have been the 
property of the Duke of York, brother of George II. The 
contents, which are complete, include a funnel, strainer, 
dose-measurer, and scale pans, all of silver gilt, A smaller 
English chest of similar date, covered in black fish-skin, 
has the original six cut-glass bottles. The cup and funnel 
are of silver gilt. 


Forward to Chemotherapy 


From these picturesque relics we progress through the 
eighteenth century by easy stages—illuminated by portraits, 
manuscripts, and printed works of Linnaeus, Withering, 
Heberden, and a host of lesser giants—to the dawn of the 
exact sciences with their ever-increasing authority over 
modern therapeutics. Wöhler, Liebig, and Berthelot, who 
ushered in the era of organic synthesis, are represented 
by portraits, apparatus, and publications, while in Kekulé's 
classic paper on the structure of benzene (conceived, we are 
told. on the top deck of a London bus) may be seen the 
origins of that esoteric hexagon which symbolizes the central 
framework of innumerable modem drugs, from sympatho- 
mimetics to sulphonamides, 

The section devoted to bacteriology and immunology dis- 
plays some interesting relics of Pasteur and some of his 
contemporaries, together with Calmette, Roux, von Behring, 
and an imposing line of other pioneers, from Loeffler to 
Schick, whose names have passed into the language of the 
bacteriological laboratory and clinic. 

The early history of chemotherapy, less rich in names 
than in achievements, hinges largely but inevitably upon 
the work of Ehrlich. The display includes a group of his 
original arsenical compounds, culminating in salvarsan, 
together with dyestuffs from his laboratory. 

Endocrinology is spanned by portraits of Brown-Séquard, 
Banting, and Best, and with Murray’s original publication 
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(British Medical Journal, 1891, 2, 796) on the treatment 
of myxoedema with injections of thyroid extract. 

As a contrast to the historical subjects dealt with in,the 
exhibition, a final section contains selected photographs of 
the plants used in the manufacture of modern therapeutic 
substances. ~ \ 

premem 


PRECAUTIONS AGAINST ANAESTHETIC 
EXPLOSIONS IN OPERATING 
THEATRES 


‘Below we pint the revised Memorandum 191 (Med.) 


received from the Ministry of Health. 


The risk of igniting an inflammable anaesthetic is tending 
to rise as electrféal technique advances with increasing 
use of surgical diathermy. The matter has been undér 
review, and it has been thought desirable to revise the 


` previous Memorandum 191 (Med.) in the light of present- 
' day practice. 


` The Anaesthetic 


(a), Ether*—Air and Ether-Oxygen.—It should be empka- 
sized that a mch ether-oxygen mixture is more dangerous 


„than a corresponding ether—air mixture, and a very small 


spark suffices to cause ignition. 

(b) Cyclopropane. —This gas in all proportions com- 
monly used is inflammable and explosive. 

(ce) Nitrous Oxide—Although this gas is not itself infam- 
mable, mixtures of ether vapour with air or oxygen are 
made not less, but even mote, inflammable if nitrous oxjde 
is added 

(d) Ethyl Chloride —This yields a vapour which forms an 
explosive mixture’ with air, and its use is dangerous in 
proximity to flames or apparatus likely to involve a spark 
or hot wires 

(© A.C.E. Mixture—The ordinary A.C.E. mixture may 
yield an explosive mixture with air and presents dangers 
if used under the conditions mentioned in (d) above. 

() Ethylene-Oxygen—With this mixture the explosion 
resulting from ignition is very destructive, and its use is 
therefore very rare. 


7 Choice of Anaesthetic 


Methods of anaesthesia which are available when explosion 
risks may be anticipated are: basal narcotics, intravenous 
anaesthetics, local analgesia, nitrous oxide, chloroform, and 
trichlorethylene 

These may be used in their usual combinations and with 
oxygen. Chloroform is, however, not always advisable, and 
if local analgesia is impracticable the risk of ether may be 
minimized by limiting its administration to the ınduction of 
anaesthesia. After an interval sufficient to ensure that all 
ether vapour bas been practically eliminated, the use of 
electrical apparatus is admissible, anaesthesia being main- 
taimed with chloroform, trichlorethylene, or nitrous-oxide— 
oxygen. 

Risk of explosion may in general be lessened by the 
employment of a rigid closed-circuit method of admini- 
stration with carbon dioxide absorption. Under such condi- 
tions with a tightly fitting mask there should be no appreci- 
able escape of anaesthetic into the air, but electrical pre- 
cautions are nevertheless imperative. 4 

In cases where the cautery or surgical diathermy is in use 
in the airway, decomposition of chloroform or trichlor- 
ethylene may occur with the formation of highly toxic 
products: the use of these agents is therefore undesirable 
under such conditions. 

It should be recollected that ether peroxides occasionally 
form and are explosive. This danger-may be reduced by 
frequent cleaning of the apparatus and the use of fresh 
ether. 





"The term “ ‘ether ” includes diethyl ether, divinyl ether, and 
methyl propyl ether used with air and/or- oxygen. 





, 


Anaesthetic Apparatus 


The design of anaesthetic apparatus should be such that 
explosive mixtures cannot be delivered when the respective 
valve or tap is in the “ off ” position. 

It has been established that ether-oxygen mixtures can 
ignite along a tube such as that employed in endotracheal 
administration or in conjunction with a mask. If ignition 


‘occurs at the outlet, therefore, flame may reach the ether 


bottle, causing a burst with ejection of burning ether. 
Enclosed suction pumps should be so constructed that the 
exhaust delivery is outside the motor case; otherwise in 
nose and throat operations it is possible to suck im the air 
containing ether until concentration. within the explosive 
limits is reached. Explosions have occurred as the result 
of the use of electrically operated machines designed to 
produce -pulmonary inflation during thoracic operations. 


` Electrical Apparatus 


Surgical Diathermy—The use of, surgical diathermy is 
inevitably attended by risk if an inflammable anaesthetic 
is used. The essential feature of this apparatus is the 
cutting arc or spark at the electrode, which is definitely 
capable of igniting ether-air or ether-oxygen mixtures. 
Thus, a first precaution would be the removal of the ether 
bottle from the room. P 

In surgical operations within the chest cavity, consulta- 
tion should take place between the surgeon and the anaes- 
thetist on the anaesthetic and the electrical apparatus to 
be employed witn a view to reducing the msk of explosion 
to a minimum. 

The employment of a blanket or other form of screen 
between the patient’s head and the point of application of 
the electrode is in no sense a safeguard. A further risk of 
ignition may arise from the spark gaps within the cabinet, 
and from the fact that. the patient may be at an electrical 
potential, with consequent risk of sparking to the operator 
or other conducting bodies such as the table or anaesthetic 
apparatus. 

In some cases the electrical conditions, such as the desian 
‘of the diathermy set or the method of use, may result in 
slight shocks being experienced by the anaesthetist or others 
when touchin% -the patent, and the contact between the 
patient and the rating-table, or other earthed metal, may 
result in superficit) burns. The slight shock is usually due 
to a direct curreš. component in the H.F. active circuit, 
and it may be, diminated by the addition of a small 
condenser (about 0.00025 #F) preferably fitted within the 
diathermy set, ‘in series with the active lead terminal. 
Rubber sheeting under the patient, disposed in such a way 
as to prevent contact between the person and the frame of 
the operating-table, may be possible in many cases, except 
where arm- or leg-rests are necessarily used and introduce 
difficulty. Apart from the fact that superficial burns are 
injurious, the sparking which causes them may also be 
incendive, and where trouble of this kind is experienced 
it is desirable to bring it to the notice of the manufacturers 
of the diathermy set. 

X-ray Apparatus-—Careful consideration of the electrical 
construction and method of connecting x-ray apparatus is 
essential if its use in the presence of an inflammable anaes- 
thetic is required. Sparking may occur in consequence of 
a defect in insulation, regulators, or plug and socket con- 
necters, the degree of danger depending on the ventilation 
and’ proximity to the patient. Special attention should 
therefore Ge given to the latter factors where an inflam- 
mable anaesthetic must be administered. 

Surgical Lamps.—These instruments must, in general, be 
of small dimensions, a fact which has led to a form of 
construction which, comparatively, is not robust, and there- 
fore tends to become unreliable with use. Sparking may be 
caused by accidental short-circuiting of exposed terminals, 
or may occur in consequence of defects such as failure of 
insulation or intermittent contact, and also at switches, 
including those of the regulating type. Such sparking is 
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particularly dangerous in connexion with nose and throat 
operations where anaesthesia is maintained by ether-oxygen. 
It is very desirable that those concerned with the design, 
construction, maintenance, and use of surgical lamps should 
realize- the explosion risk and endeavour to minimize it. 
The first two pdints are for the manufacturer, but the best 
designs may be rendered ineffective unless the maintenance 
is both careful and competent. Grave risk of electric shock 
and sparking is introduced by the arrangement of a surgical 
` lamp, in conjunction with a regulating resistance, for direct 
connexion to a public supply mains. 
These considerations apply also to lamps intended for 
attachment to the surgeon’s head, and other forms of light 


projectors, the degree of risk depending on ventilation and ~ 
distance from the point of administration (or leakage) of , 


the anaesthetic. 
The danger of ignition is-less when small low-voltage dry 


- cells are used than when other forms of supply, ‘such as 


accumulators, transformers, motor generators, and large dry 
cells are employed. In ‘general, the voltage of the source 


the lamp bulbs are rated, common 
, and 3.5 volts. Circuits may be rend 
tion of a resistance at the source of 
current to a non-incendive value. The following Table’ 
gives some indication of the values desirable: 2 


ues being 2.5, 2.7,» 
re safer by the addi? 





of supply need not be appreciably more than that-for-which: 
ie ~ 
L 





yi 
< 





- Cauteries—-In addition to the possibility of electrical 


sparking the heat of the cautery may in itself be sufficient , 


to cause combustion of ether vapour’ Ether-oxygen vapour 
will, under conditions quite compatible with those under 
which anaesthetists use such a mixture, ignite by coħtact 
with hot metal 300-350° C. below visible ‘ted heat.” ' 

Motor-driven Apparatus—-Bone sws, drills, etc., are often 
connected direct to the mains. # should be realized that 
a breakdown of insulation may e the metal case “live” 
without the knowledge of an operating surgeon who is 
protected by rubber gloves and boots. Under such condi- 
tions the patient may receive a fatal shock. The metal cases 
should be efficiently earthed, and a test-to check this should 
always~be made before use. Simple methods can be devised 
(see Diagram). 


~ Sparking caused by breakiood of the flexible, or occur- 


ring .at the motor commutator,.may be incendive. Risk is 

lessened and reliability increased by the use of a transformer 

reducing the mains pressure to not more than 50 volts. 
General Elgetrical Installation —The Institution of Electri- 
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be interlocked in such a way that the plug cannot be 
withdrawn until the; switch is in the “off” position. 


Electric fires of the high temperature radiant type should , 


not be used. Fuse boxes should be external to the theatre. 

The failure of a flexible conductor connected to the mains 
supply either by. breakagé or short circuit will usually cause 
an incendive spark, and therefore no other than heavy duty- 
tough-rubber-sheathed’ cable should be used. Use of long 
flexes, especially across the -floor, is particularly unwise. 
Frequent examination of flexibles, especially at points of 
entry into plugs and appliances, is essential if they are to 
be kept in safe repair, 







In an operating theatre electrical safety depends largely 
on effective earthing | of appliances connected to, the mains 
supply. A defect in, or breakage of, a current-carrying 
conductor in a three-core flexible will at once attract atten- 
tion because the appliance will not work. ‘A discontinuous 
„or otherwise ineffective earth wire’ does not, however, pre- 
- vent the use of an electrical appliance, and thus, unless there 


is a reliable maintenance service, it goes undetected for an ~ 


indefinite period. 

Visual examination by itself is unreliable and should be 
supplemented by continuity tests for» earthing. The latter 
should not be made with an insulation test-set such as s 
megger. A heavy current (10 amps.) instrument should be 
used and applied in such a way that the test current traverses 


cal Engineers specify a high level of: electrical installations, the.whole path from the metalwork of a portable appliance 


work which is accepted as standard practice in this country, 
and particular attention is drawn to their recommendations 
for earthing of installations yhe. explosive atmosphere 
exists. 

The term “ general electrical installation ” includes wiring, 
lighting, and heating apparatus with the necessary switches 
for plug sockets. The risk of anaesthetic i n, such as 
at a heater element or in consequence of a 'W-itch spark or 
a defect, is again’ dependent on the ventilatio; Sand situation. 
The risk.is greatest in the immediate vicinity of the patient 
and anaesthetic carriage, but unforeseen contingencies, such 
as failure of normal ventilation or spillage of ether, may 
lead to inflammable concentrations at other points. The 
use of enclosed mercury-type tilting switches for the con- 
trol of all electrical apparatus in the operating suite is 
essential. When used to control socket outlets they should 


1The Electrical Ignition of Mbctures of Ether Vapour, Alr and 
Oxygen, by Professor W. M. Thornton. 





to the hospital main earth, especially including the plug and 
socket contact. 

Electrical servicing and maintenance in an operating 
theatre can be reliable only if carried out by personnel 
possessing a knowledge of electrical risks, both as regards 
shock and incendivity, and equipped with suitable testing 
instruments. Testing should be regular, systematic, and 
designed essentially to’ prevent failure during operation. 


> Static Electricity 

Under ordinary conditions there is sufficient, humidity in- 
the atmosphere of ‘this country to prevent dangerous static 
electrification, bit on days of exceptional dryness, pdrticu- 
larly in theatres of which the mechanical Ventilating plants 
do not ethbody means for humidifying the warmed and, 
filtered air, supply as may be necessary, the possibility of 
electrification, and consequently of sparking, is present, - 
Insulated apparatus such as rubber-tyred patients’ trolleys 
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or portable anaesthetic equipments can be electrified in 
various ways, as, for instance, by drawing a dry blanket, or 
towel across them. Such charges usually leak away after 
a few seconds, but discharge by sparking to. the person: or 
adjacent objects is capable of igniting ether-oxygen mixtures. 

When artificial humidification of the air is undesirable a 
leakage path should be provided by the use of conductive 
rubbér tyres on a suitably conducting floor. ‘Jt will then be 
necessary to measure the combined resistance of tyres and 
floor by a suitable instrument. Values between 10° and 
10" ohms should be aimed at.” Too low a resistance results, 
in shock and fire risk. If too high the leakage required will 
not be sufficiently rapid to prevent a retention of charge. 

Similar considerations apply when conductive rubber gum 
boots’ are used to prevent Personal electrification resulting 
from movement and “scuffling” of the feet. 


A 


General Notes 


The first point for attention when risk of anaesthetic 
explosion is under consideration is the adequacy, or other- 
wise, of the ventilation.‘ It may be possible to devise local 
means of extracting air and vapour from the immediate 
vicinity of -the patient which may considerably diminish 


_ general diffusion of anaesthetic vapour in the theatre, a 


‘point which, apart from reduction of explosion risk, may 
be of physical advantage to the’ surgical staff. 

It is advisable that ether and other inflammable substances 
should not'be stored in large quantities, and so! far as possible 
should be separate from general stores and not kept in 
operating theatres. » 

Oxygen cylinders should on no account have any form of 
grease or oil on the valve mechanism. ' 


Accidents 


The following brief accounts of accidents of recent 
occurrence ‘in this country illustrate some of the dangers 
referred to: * ` p R - 

I. In the course of an operation for dilatation of a cancerous 
growth of the oesophagus with insertion of radium, and while 
the surgeon was withdrawing a small surgical lamp, an explosion 


' occurred in the patientis mouth and also at the anaesthetic 
` apparatus, which burst into flames. The patient subsequently . 
. died. : 


When the surgeon was about to begin the operation the oxygen 
stream through the ether bottle on the anaesthetic equipment was 
stopped. by means of a tap, the latter being set to deliver- 
chloroform and oxygen only. It was found, however, that a 
small quantity of ether may have been drawn from the open 
delivery side of the bottle to join the main current of oxygen 
and chloroform to the patient. ` a«a . 

II. While a portable anaesthetic equipment carried on a rubber- 
tyred vehicle was being pushed alongside a similarly tyred patient’s 
trolley, an explosion occurred resulting in injuries to the anaes- 
thetist and the patient. ‘The air supply to the anaesthetic room 
in which the explosion occurred was treated and delivered by 
a ventilating plant. Its humidity was very.low in consequence 
of this treatment. It was afterwards found that the insulated 
trolleys could be readily electrifled by sharp movements of 
blankets, etc. The possibility of electrification of the insulated 
vehicles has since been obviated by the provision of trolley chains, 

“ granolithic ” or similar 
floor. $ : , ; 
IM. A diathermy operation was in progress for carcinoma of 
the epiglottis. Anaesthesia was induced by chloroform (intra- 
tracheal), but during the course of, the operation the anaesthetist 
thought it desirable to change to ether. An explosion occurred 
when the diathermy electrode was within the patient’s mouth 


Some of those- present were injured by flying glass, and the ` 


patient subsequently died. 


*Draft British Standard C.M. (RUC) 8160—Methods of testin 
electrically, conductive and anti-static rubber. (To be publish 
shortly.) S3 ; 

Draft British Standard C.M. (RUC) 5524—Articles made from: 
conductive and anti-static rubber. (To be published shortly.) 

1 4Ventilation—Changes of Air. See raphs 200 to 202 of 
- the Ministry of Health De tal Committeé on the Cost of 





partmen 
Hospitals and other Public Buildings, 1937, First Report—“ The; 


Acute General Hospital.” . 
` í 
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IV. Dunng the course of a diathermy operation for the removal 
of a lung the pleura‘ was accidentally perforated. Cyclopropane 
was being used as the anaesthetic and was ignited. The patient 
died. : 

V. An explosion (cyclopropane) occurred during an operation 
just as the anaesthetist was about to use the rebreathing device 
after administration of curare. The anaesthetic equipment was 
not of modern type and was mounted on a frame carried by non- 
conducting rbber-tyred wheels. By process of exclusion of other 
possible sources of ignition it was concluded that the carriage 
with associated metalwork acquired a static charge which caused 
‘an incendive spark. Conductive rubber tyres to these carriages 
are desirable and should be standard throughout the theatre guite. 


III 
aed 


A PROVINCIAL BED BUREAU |: 


Since 1948 three bed bureaux have been in existence in the 
north-west part of the Sheffield Regional Hospital Board’s 
territory. These offices have been mainly responsible for 
centralizing the admission of patients to hospitals of the 
particuler hospital management committee group they serve, 
but thef; has also been liaison between the individual. 
bureaux. ig bo bureaux at Chesterfield and Worksop have 
largely comg[ned themselves to their own respective groups of 
hospitals, while the one at Mexborough has been responsible 
for three contiguous groups—namely, Rotherham and Mex- 
borough, Barnsley, and Doncaster. The Sheffield hospitals 
have bg cluded from the sphere of these bed bureaux, 
althous ses of difficulty contact has been made with 
either tlUnited Sheffield Group of Hospitals or with the 
regional board’s hospitals. 





a 


~ de 
New Central Bureau 


It is because of the restricted spheres of activity of these 
bureaux and of the absence of medical officers capable of 
enforcing admission that the service provided has hitherto 
not been ‘entirely satisfactory. For these reasons the regional 
board has decided to set up a central bureau at the board's 
headquarters in Sheffeld. This central bureau will cover 
all the West Riding within the board’s territory and, in 
addition, the catchment- areas of the Chesterfield and Work- 
sop Hospital Manageme Committee Groups. The popula- 
tion is computed at about 1,500,000, and the new bureau 
will be responsible for an area with a radius of some 20 
miles around Sheffield. The board of governors of the 
teaching hospitals has indicated that such a bureau, opera- 
ting under the supervision of the, regional hospital ‘board’s ` 
medical officers, would be acceptable to it. a! 

The following Table shows the towns to be covered by 
the bureau and their distance from Sheffield, and also the 
number of beds involved: , : 


No. of 


Distance 
from Sheffield General Beds 
Sheffield © — 1.217* 
Chesterfield 12 miles 189 
. Rotherham 6 miles 391 
Mexborough 11 miles } 
Worksop 17 miles 174 
Barnsley ;⁄ pi s 14 miles 143 
Hn “= . 18 miles 384 
o *Including|726 teaching beds. ` 


J, ; : 
© ` . 5 

Je .burea\, will provide “a 24-hour service. General 
practitioners Vill be asked to try to have their patients 
admitted, in the first instance, to the nearest hospital or 










ining before the bureau opens. The present 
hesterfield. ; Worksop, and Mexborough will, 
hospital. management committees’ so: desire, 
c ti ithe purpose of centralizing admis- 
sions within, the respective groups. oe 
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THE FOUNDER:. HIS PERSONALITY 
AND TIMES 


FIRST SIR CHARLES HASTINGS 
MEMORIAL LECTURE 
One of the principal events at the Sır Charles Hastings 
Memorial Festival at Worcester, reported in the Supple- 
ment (p. 229), was the delivery of a memorial lecture in 
the Guildhall by Dr. W. H. MCMenemey. The lecture was 
fully illustrated by lantern-slides. 

Dr. McMenemey began by giving a word picture of 
Hastings in his prime, in 1839, when he was 45 years of 
age, the leading physician in Worcestershire. At that time 
the Associatian which he had founded seven years earlier 
had far exceeded expectations. Its membership had reached 
over 1,000, and much had been accomplished, including 
contact with eminent practitioners in other countries. Its 
fame had reached London. Thus the Morning Herald of 
September 4, 1838, impressed by the democratic machinery, 
had already christened the annual meeting the parliament 
of the profession. Before 1832 the profession was dis- 
united, without discipline, and a theme for ridicule by the 
shallow wits of the day. Thomas Wakley was, it was true, 
exercising his reforming zeal in London, but Hastings in 
the provinces pursued a different method. His enthusiasm 
and ability‘ were shown in the persuasion he employed to 
get men to work together. He won his way by diplomacy 
and friendly exhortation at general meetings and around 
convivial tables, and his ideals for his Association made a 
universal appeal. Apparently only four of his letters had 
survived. The lecturer felt that somewhere there must be 
others. He wished they could be found, also the early 
records of the Association ; it was inconceivable that they 
were all lost. 

He gave a brief outline of Hastings’s life. He was born in 
Ludlow, the ninth child of a family of fifteen, and the sixth 
son. 
Hastings, affer a brief spell in London at the anatomy 
schools, was elected -house-surgeon at Worcester. Early in 
the autumn of 1815 he went to Edinburgh to continue his 
medical education. In Edinburgh, with his animated manner 
and cordial nature, he made many friends, but he did not 
hesitate to criticize the diet of the hospital patients and the 
state of the wards, telling the Scottish doctors, to their 
chagrin, that the standards at Worcester were higher. 
Presently his election as physician at Worcester took place 
unopposed, though he did not become senior physician until 
many years later. He arrived at the infirmary at the time 
of one of the periodical economy waves, the aftermath of 
the Napoleonic wars. 

In 1819 he presided at the Star and Garter Inn at the 
anniversary dinner of the Worcestershire Medical and 
Surgical Society. This Society was one of the earliest in 
the country. It was in existence in 1799, comparing with 
the date of Guy’s Society (1771) and the Royal Medical 
Society in Edinburgh (1737). No more was heard of this 
Society after 1831, and it seemed that Hastings became 
preoccupied with the important business of inaugurating 
„the body which was to become the British Medical Associa- 
tion. In August, 1828, there appeared the first number of 
the Midland Medical and Surgical „Reporter, printed at 
Worcester. It was published quarterly between 1828 and 
1832. The year 1831 saw the birth of the British Associa- 
tion for the Advancement of Science. Hastings stated that 
he had not known of this body when he formulated his plan 
for the British Medical Association, but he was present at the 
Oxford meeting of the British Association in October, 1832. 

The historic meeting which resulted in the founding of the 
British Medical Association was on July 19, 1832, in the 

‘ board-room of the Royal Infirmary, when over 50 doctors 
attended. They repaired to a coffee-house for dinner. at 
six o’clock. The Association was criticized by the Lancet 
for the restriction in its title indicated by the word “ pro- 
vincial,” bur the word remained in the title for another 
24 years, and it was only with.reluctance that Hastings 
accepted the decision of the majority to abandon it. 


< 
ee 


SIR CHARLES HASTINGS MEMORIAL LECTURE 


His father died in 1856 in his 101st year. Charles . 
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The lecturer showed a handbill which stated that in view 
of the cholera epidemic arrangements had been made for 
medical attendance upon the sick poor, for which purpose. 
the town was-divided into parochial districts, and two medi- 
cal practitioners were assigned to the care of each district. 
Hastings’s name appeared' as one of the practitioners so 
assıgned. 

The Medical Act, 1858, was to Hastings and his associates 
a signal triumph. At the annual meeting of the Association 
in Edinburgh during that year a telegraphic dispatch was 
dramatically presented to Hastings and he read it to his 
colleagues, announcing that the Bill had been passed. 
Dr. McMenemey paid brief tribute to some of the, men 
who helped Hastings in his struggle—Edward Barlow, 
Edward Johnstone, John Connolly, John Kidd, John Henry 
Walsh, editor ‘of the Association’s Journal -from~1849 to 
1853. ` 

Of Hastings himself it was said that he was tall, amiable,’ 
prepossessing, and walked with a limp. The lecturer had 
encountered only one living person who had seen him— 
Mrs. Hastings Lloyd, who, as a Victorian girl of 10, naturally 
shy, was soon put at her ease by the great man. Ladies 
were not mentioned in connexion’ with B.M.A. meetings 
until 1860, when it was stated they were invited to a soirée 
at a meeting at Bath. In 1864 they were permitted to sit.in 
the gallery. - 

In Worcester Hastings played a full pait in public life, 
and addressed meetings of his fellow citizens. His style was 
said to be florid and his voice rose to a.crescendo. In 1839 
he was elected mayor in his absence, but, whilst expressing 
appreciation of the honour, he begged to decline it, because 
his health and strength were hardly adequate to the demands 
of his profession. He received a knighthood, an honorary 
doctorate, was made deputy lieutenant of the county, a | 
corresponding member of the Massachusetts Medical Society, 
and a Crown nominee of the General Medical Council. His 
contributions to medical literature were varied and abundant, 
though his early experimental work had to be abandoned in 
view of the demands of general practice. In 1848 he contri- 
buted an article on “A Fatal Case of Diabetes, with 
Remarks.” In the field of public health he preached the 
importance of the family doctor. He was interested in local 
occupational diseases—those of leather-dressers, operatives 
in china works, and others. One of his papers was 
“Remarks on the Connexion between Abdominal Diseases 
and Chronic Meningitis.” He also contributed much to 
the study of the natural history of Worcestershire. 

Jn the summer of 1865 he went to the annual meeting of 
the Association at Leamington, accompanied by five of his 
Worcester colleagues. It occurred to him sadly that of those 
present at, the inaugural meeting in 1832 he was now the 
only survivor attending. In his final words to the Associa- 
tion he spoke with gratitude of his associates in the carly 
days, and declared that his-own services were small in com- 
parison with those of the individuals who had surrounded 
him. The fact remained, nevertheless, that without him 
there would have been no Association in 1832. His genial 
personality pervaded the whole body, and led an American 
observer to remark, “He seems to have the heart of your 
Society.” aoe 
———OOO OOS ee 

In the Maternity Report for the year 1949, just published 
by the Woolwich Group Hospital Management Committee, . 
there is a reference to a useful method of achieving co- 
operation between the hospital and public health services. 
Bach month the divisional medical officer, local clinical 
medical officers, midwives, and health visitors meet at the 
British Hospital for Mothers and Babies in Woolwich. 
A review of the hospital’s work for the month is given, 
including relevant information about patients admitted 
from the district, If there have been obstetric or paedi- 
atric ‘difficulties in hospital the local health‘ authority is 
informed before the patients return home. Once a month 
each clinical medical officer in turn goes to live in the 
hospital for a week-end in order to be familiar with its 
working. ; 
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RHEUMATIC FEVER CLINICS 


Compulsory notification of rheumatic fever as the first step 
in the public health control of this disease has in the past 
been powerfully advocated by many, including the late 
Professor J. A. Ryle.* It was interesting, therefore, to learn 
from two speakers at the annual general meeting of the 
Epidemiology and State Medicine Section of the Royal 
Socigty of Medicine, on May 18, about areas where 
measures of control of this disease have already been in 
practice. E š a 

Dr. LLYWELYN RoBERTS spoke about his experiences in 
Sheffield, which is one of the areas where rheumatic fever 
has been notifiable since 1947. During this time a total of 
357 cases have been notified, in 297 of which rheumatic fever 
was confirmed. In the first two years many of the notified 
cases had quiescent rheumatic heart disease. Since that 
time the emphasis had shifted to active rheumatic mani- 
festations. ' 
Social Background 

Notification has played a large part in a research pro- 
ject into the social background of rheumatic fever in the 
Sheffield area. The homes and social circumstances of 
notified children were investigated by a sanitary inspector 
and a health visitor. At the same time the domestic and 
social background of a control sample of the general child 
population of Sheffield was investigated in a similar manner. 
No particular social factors could be incriminated with 
certainty in the genesis of the rheumatic state. The inci- 
dence of the disease was the same in each income group, 
with the exception of the richest, and this exception was 
most probably due to failure in notifying cases in this class. 
Overcrowded homes and employment of the mother were 
two factors found slightly more often in the families of 
rheumatic children than in the control families. The high 
family incidence of rheumatic fever, especially amongst 
female relatives, was again confirmed. 


Is Notification Worth While ? 

In an effort to find out whether notification was con- 
sidered of use, the general practitioners of Sheffield were 
sent a questionary. Of those who answered it, more than 
one-third surprisingly’ said they had not seen a case of 
rheumatic fever in the past three years. The rest had 
mixed feelings about notification, but most thought that 
it was of some use, since it brought these children under 
long-term supervision. Professor R. A. ILLINGWORTA, of 
the Children’s Hospital Unit at Sheffield, to whom all 
notified children are referred, also thought that notification 
had been worth while. Not only was there earlier treat- 
ment for some patients, but in many vaguely ill children 
a correct diagnosis was made (several cases of tuberculosis 
had been picked up in’ this way), and a proper assessment 
of the cardiac status prevented a good deal of unnecessary 
invalidism, P 
Liberate the Child 

This last point was strongly emphasized by Dr. J. W. 
Brown, of Grimsby. One of the chief uses of rheumatic 
fever clinics was to “liberate” the patient. Many children 
with innocent murmurs were released from restrictions, and 
many with only minor disease had been encouraged to regard 
. themselves as normal. The child's own. feelings were the 
best guide to the amount of exercise he could take. The 
child’s illness was a reason for keeping him at school rather 
than at home, since in later life the handicapped child 
would have to work with his head rather than his hands, 
and would need his education even more than his fellows. 
In 20 years’ experience of supervising rheumatic children, 
Dr. Brown had'never seen a rheumatic child who sent him- 


*Ryle, J. A. (1946). J. R. sanit. Inst., 66, 277. 
tKerley, P. (1949). Proc. 10y. Soc. Med., 42, 1041. 
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self into congestive cardiac failure by his own activity. 
Another valuable aspect of the rheumatic fever clinic was 
the assistance given in guiding the rheumatic child into a 
suitable occupation on leaving school. This and other 
aspects of the supervision of rheumatic children demanded 
a close personal relationship between the doctor and the 
families of his patients, in which the doctor must strive to 
get the child so to order his life that he could live within 
his limitations and, within those limitations, regard himself 
as normal. Rheumatic fever clinics should not be conducted 
from hospitals, since children attending at hospital very 
easily came to regard themselves as invalids. 


Incidence of Rheumatic Fever 

Dr. Brown had been supervising the rheumatic children 
discovered by school medical officers of Hull and Lincoln- 
shire during routine examination for many years before 
notification became compulsory. Even after this, however, 
he still found that most of the patients that came to him 
had not been notified. That notification of rheumatic fever 
was still only partially complete was indicated by several 
facts. Besides having seen for many years all known rheu- 
matic children in Hull, he also saw most of those young 
women who had been found to have heart disease at routine 
antenatal examinations. Few of the latter, even those with 
severe lesions, had been seen by him in childhood; more- 
over, many of them had had no symptoms suggesting 
previous rheumatic fever. Mass miniature radiography had 
disclosed a rheumatic heart disease rate of about 4 per 1,000 
in the general population.t Dr. E. T. ConyBeare quoted 
unpublished work by Dr. Alice Stewart which showed a 
history of rheumatic fever in 39.3 per 1,000 and an inci- 
dence of valvular heart disease of 14.1 per 1,000 amongst 
male recruits aged 17 to 45 examined by civilian medical 
boards. Some of these discrepancies might of course have 
been due to a decrease in the incidence or severity of 
rheumatic fever in the last 20 years. Such a decrease had 


been the clinical experience of Dr. Brown and others. In | 


contrast, the rheumatic fever incidence in the notification 
areas had been only about 0.5 per 1,000, although Dr. ALLAN 
Drxon said that this rate did not hold good for the rural 
environment of the Canadian Red Cross Memorial Hospital 
Rheumatism Unit at Taplow, where the incidence had been 
about 2 per 1,000. In this case the nearness of a hospital 
specializing in the disease had perhaps made practitioners 
in the area more conscious of its early manifestations. 





Since the beginning of the National Health Service the 
part of the King Edward’s Hospital Fund income which 
was formerly devoted to maintenance grants to hospitals 
has been released for other purposes. Preparation and 
further training for various forms of hospital work -are 
given a high place in these programmes. A staff college 
was opened in South Kensington in 1949 because the advan- 
tages of bringing together on a residential course'nurses and 
sisters from different hospitals were realized. In the first 
year 71 students completed the 15-week junior course and 
19 the four-week senior course. The former course is open 
to all nurses who have had at least a year’s experience in 
hospital after qualifying, and the latter to ward sisters of 
at least five years’ standing. There is no charge for tuition, 
the whole cost of which is defrayed by the Fund, but 
students make a small refund for their maintenance. The 
main aims of the courses are to ‘help the ward sister with 
three problems: how, to give her student nurses the best 
possible teaching: how to maintain easy staff relations ; 
and how to manage her ward with the maximum efficiency 
and minimum labour. The preparatory course consists of: 
six weeks spent at the college for lectures, discussions, and 
practical demonstrations, four weeks’ practical work, and 
two weeks’ discussion and consideration of the course. The 
senior course is based on the curriculum of the junior course, 
adapted to meet the needs of experienced sisters. The course 
is not a clinical one, as it is assumed that the students are 
already competent to nurse their patients. 
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SIR CHARLES HASTINGS COMMEMORATION 
AT WORCESTER 


B.M.A. PILGRIMAGE AND FESTIVAL 


The City of Worcester stepped back into the middle of the 
nineteenth century on Wednesday of last week, when, on 
a perfect day of early summer, its citizens joined with 
medical visitors from many parts of England and Wales to 
commemorate Sir Charles Hastings (1794-1866), the founder 
of the British Medical Association. The events included a 
memorial festival service at the cathedral, with the laying 
of a wreath at the foot of the Hastings window, luncheon 
at the old Guildhall, from. whose rostrum Hastings must 
often have spoken to the people of Worcester, followed by 
a lecture on the man, his work, and his associates, and 
finally an exhibition of relics of Hastings in the board room 
of the Worcester Royal Infirmary, where Hastings in 1832 
dehvered the inaugural address at the first meeting of the 
Provincial Medical and Surgical Association. The success 
of the occasion was the result of arrangements carefully 
worked out over a long period by the executive committee 
of the Worcester and Bromsgrove Division of the Associa- 
tion, with Dr W, D. Steel as chairman, Dr. Carmichael 
Mackie, vice-chairman, Dr. M. P. Martin, honorary secre- 
tary, and Dr. J. ©. Smyth, honorary’ treasurer. 


+ 


Cathedral Service 


The members of the Association attending the service at 
the cathedral robed in the College Hall of King’s School. 


The procession was headed by the President (Sir Henry. 


Cohen), the Chairman of Council (Dr. E. A. Gregg), the 
Chairman of the Representative Body (Dr. J. A. Brown), 
and the following members of the Council: Mr. Lawrence 
Abel, Dr. H. Guy Dain, Mr. H. H. Langston, Dr. F. M 
Rose, and Dr. J. A. Stallworthy, together with the chief 
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Lieutenant of the City and County (Admiral Sir William 


» Tennant) and Lady Tennant were also present, together with 


members of the Worcestershire County Council, and the 


. chairmen of Worcester Executive Council and the Mid- 


` 


officers of the Association, Dr. A. Macrae (Secretary), and . 


Dr. H, A. Clegg (Editor). Others in the procession were 
Professor Hilda Lloyd (President of the Royal College of 
Obstetricians and Gynaecologists), Dr. Janet Aitken (repre- 
senting the Medical Women’s Federation), and officers and 
members of the Worcester and Bromsgrove Division, the 
Worcestershire and Herefordshire Branch, and representa- 
tives of other Divisions and Branches, from Northumber- 
land and Westmorland to the Southern Counties. 
. A civic procession was headed by the Mayor of Worcester 
(Alderman W. H. Norton, J.P.), accompanied by the 


Mayoress, his daughter, Dr. Margaret Norton, a member ' 


of the Association, and followed by the Town Clerk and 
members of the Worcester City ‘Council. The Lord 


Worcestershire and South Worcestershire Hospital Manage- 
mènt Committees. The mation and other representatives 
of the nursing staff of Worcester Royal Infirmary -were in 
the congregation. 

The Dean of Worcestër (Very Rev. W. E. S gave a 
greeting : 


“We are met . to pay high tribute of honour and iemem-~ 
brance-to one who greatly adorned his profession and founded 
and furthered the brothérhood of medicine, whereby through 
wise counsel and patient research new and living’ paths have 
been opened for God’s bounty and for the benefit of mankind.” 


The lesson was read by Dr. E. A. Gregg, and after prayer 
and thanksgiving the commemoration took place, the Preši- 
dent, the Chairman of Council, and the Chairtnan of the 
Representative Body proceeding to the Hastings Memouial 
window in the nave, which was unveiled by Lord Dawson 
of Penn in 1932. There, after laying a wreath, Sir Henry 
Cohen said the following prayer: 


“O God, the God of the spirts of all flesh, we give Thee 
humble and hearty thanks for'all who have sought the welfare 
of mankind,, and especially for Thy servant whom we com- 
memorate anew this day We praise Thee for his good and 
gifted hfe, for his far-seemg wisdom and his fruitful woik ; and 
we pray that, inspired by his memory and example and inherit- 
ing his faith and achievement, we may promote the things which 
he wrought and serve Thee with a like devotion.” | 


The sermon was preached by the Lord Bishop of Worcester 
(Rt. Rev. W. Wilson Cash, D.S.O., D.D.). Charles Hastings, 
he said, biought his faith to bear on all his medical service. 


“Ido not think that we shall ever understand Charles Hastings 
unless we keep in view the fact that medical science and religion 
were in him united as co-partners in the service of humanity. 
Hastings was born in an era of change./ He could never sit 
down und accept things as they were. He was far more inter- 
ested in people than in things. His hospital cases were never 
just ‘ cases.’ ” 


Hastings throughout his life stood for the voluntary’ 
principle. He was its embodiment. 


“The Welfare State has now assumed vast responsibilities for 
the medical care of the nation, and with this we need not 
quarrel to-day, But let us draw the lesson, that if our nation 
loses its voluntary service it will lose something of immense 
value... . It is one of the glories of the medical profession 
that, it has always made available its scientific knowledge and 
dis€overies to the sick and.suffering The results of research 
have been placed at the disposal of the humblest members of 


society. 
2420 
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“ Long before the phrase ‘the Welfare State’ was coined, the 
medical profession under the leadership of such men as- Hastings 
were inaugurating it on this voluntary basis. This man whom 
we delight to honour to-day always had his eyes on the far 
horizons in eager anticipation of fresh discoveries. Lord 
Beveridge in his book Voluntary Action uses words that bear 
out admurably the lesson of Sir Charles Hastings’s life. 


“The making of England ın the coming days depends on the , 


person and his relationship 'with other persons. Moral leader- 
ship in all walks of life 1s our greatest need. The vision Hastings 
had of the future of medical science must be our. vision for 
to-day. Sir Charles Hastings found a faith by which he lived 
and worked. He served his day and generation and blazed the 
hn along which we travel. He laboured, and we enter into his 
labours.” 


The organ music before and after the service included 
Choral Song and Fugue, by S. S. Wesley ; Choral Prelude, 
“ Rhosymedre.” by Vaughan Williams; Overture to the 
Occasional Oratorio,-by Handel; and Fantasia in C, by 
Bach. “ Alleluia! Sing praises to our God,” by Vecchi, 
was rendered as an anthem. 


Guildhall Luncheon 


The company then adjourned to the Guildhall in the High 
Street, where some 250 sat down at the luncheon tables. 
Dr. W. D. Steel presided, and the Bishop, the Dean, the 

~ Mayor, and the Lord Lieutenant were present. Others who 
attended whose names have not already been mentioned 
included six representatives of the Hastings family, Mr. and 
Mrs. P. Hastings, the Rev. Hastings’ and Mrs. Lloyd, and 


Mr. A. W. and Miss K. C. Lloyd. Others present were . 


Professor Seymour Barling, Dr. S.'C. Dyke, Dr. Cuthbert 
Dukes, Dr R. Slater (chairman of the Preston Division), 
Dr. F. W. Marshall (chairman of the Sutton Coldfield 
Division), Dr. E. Wright (chairman of the Kesteven Divi- 
sion), Dr. W. N. Leak (Cheshire), Dr. A. G. Marshall 
(Wolverhampton), Dr. R. H. Godling (Dudley), and many 
doctors of Worcester and of the county and beyond, nearly 
all of them being accompanied by their ladies. The students 
of Birmingham University and Medical School were repre- 
sented, the headmaster of King’s School, Worcester, was 
present, and there also attended the senior housemaster 
(Mr. P. Warburton), representing the headmaster of Epsom 
College, together with four boys from that foundation who 
intend to make medicine their career. 

A telegram of greeting was read from the Royal Medical 
Society of Edinburgh. Sir Cecil Wakeley, President of the 
Royal College of Surgeons, who was unable to attend, also 
sent a message. 

The toast of “ The Founder” was drunk in silence. 
monumentum requiris, circumspice.” 

Sir William Tennant proposed the health of the British 
Medical Association. Medicine he thought the most hard- 
working and worthy of all professions. It was extraordinary 

/to reflect that, at a time when science was ever producing 
new weapons of destruction, medical science should be 
equally energetic and successful in evolving new methods 
of rehabilitation. Dr. J. A. Brown, in responding, said that 
the Council of the Association was very grateful to the 
Worcester and Bromsgrove Division for arranging the 
present function. It was nearly 120 years since Hastings 
sowed the seed from which had grown so great a tree-, but 
what seed would not flounsh~in the fertile and kindly 
Worcestershire soil?” ‘He thanked those who had made this 
festival such a notable occasion, ‘the Church and the civic 
authonties, the hospital board, ‘and the representatives of 
the Division who had served on the memonal subcommittee, 
especially Dr. M. P. Martin, the honorary secretary. 

Dr. E. A. Gregg proposed the health of the guests. Their 
representative character had given him great pleasure. He 
referred especially to the representatives of the Hastings 
family. The gathering would not have been complete with- 
out their presence, and he felt that they must be rightly 
proud on that occasion. The Mayor of Worcester made a 
brief response and added his tribute to those who had 
arranged the meeting. 


“Si 


Memorial Lecture 


Following the luncheon the first Sir Charles Hastings 
Memorial Lecture was given in the Guildhall by Dr. W. H. 
McMenemey, who has for many .years been pathologist to 
the Worcester Royal infirmary. His subject was the person- 
ality, work, and associates of Hastings, and the‘lecture was 
illustrated by many lantern slides. A summary of the lec- 
ture appears on page 1327 of this issué of the Journal.‘ 

Sir Henry Cohen presided at the lecture, which was 
attended by a large and distinguished company. In pro- 
posing a vote of thanks to the lecturer at the close, Dr. W. D. 
Steel said that when Dr. McMenemey first came to Worcester 
they speedily became aware that they had the help of a 
most agreeable colleague, but they failed to realize at first 
that they had also an enthusiastic antiquarian. In his 
History of Worcester Royal Infirmary he plainly indicated 
the part played by Hastings, and it was duly recorded in 
its proper relationship to the full history of the institution. 
But, of course, in that work Hastings’s career was touched 
on aqniy in passing. Such was the desire of many in 
Worcester and elsewhere to know more of the life and back- 
ground -of the Founder that it was decided to institute a 

- biographical lecture. There could be no one more suitable 


than Dr. McMenemey to deliver it, and he had abundantly’ 


justified their choice. In acknowledging the vote of thanks 


- Dr. McMenemey referred to the help he had received from 


Dr. I Lloyd-Johnstone, 

j Finally the members and guests made their way down 
Foregate Street, where Hastings had carried on his practice, 
to the Royal Infirmary. The board room is very much the 
same as in Hastings’s time except for the wall tablet which 
was unveiled by the then Chairman of Council some four 
years ago. An exhibition of portraits of Hastings, photo- 
graphs of his residences in and outside Worcester, and of 
contemporary prints was on view. 

The comfort of those attending the festival was greatly 
assisted by the presence of twelve young medical men who, 
wearing blue and gold rosettes, acted as stewards. 


[s 





REPORT ON THE HEALTH SERVICE 


The Central Health Services Council has issued its report 
for the year ending December 31, 1950. 
Minister of Health emphasizes the importance of the report 
“in preparing the way for the drive to get more hospital 
beds opened for tuberculosis patients, which was one of the 
major developments in the Health Service during 1950.” 
He has also accepted the council’s view. that the administra- 
tive and clerical staffing of hospitals should be controlled, 
but in view of the urgent need for economy he has decided 
to go, in some respects, further than the council recommends. 
Individual establishments are being worked out for each 
hospital authority after'visits by small teams of selected 
experts. Once the establishment is fixed authority will be 
required before appointments are made in excess of it. 
Other teams are also visiting hospitals to review medical, 
nursing, and domestic staffs in consultation with the hospital 
authorities. The Minister expresses his indebtedness to the 
council and its Health Centres Committee for the study of 
health centres given in the report. He is having 1t sent to all 
local health authorities. 


Tuberculosis f 


ry 
The report states that a cause for anxiety is the lengthen- 
ing waiting-list for tuberculosis treatment: a large number 
of infectious people are living uncontrolled among the 
healthy population ; though shortage of, nurses is a major 


difficulty, there are other factors. The best use is not being | 


made of beds already available. And beds which could be 
used for a succession of early cases may be blocked for long 
periots by chronic, though still infectious, cases, or they 
may be used for cases inaccurately assessed or inaccurately 
diagnosed outside, because of the lack of diagnostic facilities 


In a preface the. 


' 
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in some chest clinics. The time between diagnosis and start- 
ing institutional treatment is increasing, and-in most regions 
1s from seven to nine months. 
The following recommendations have been made by the 
Standing Tuberculosis Advisory Committee to the Minister. 
To reduce the extent of tuberculous infection, the staffing ‘and 
equipment of chest clinics should be brought up to a standard 


~~ that would ensure efficiency in diagnosis and treatment and would 


‘ emphasizes 


also counter some ot the causes of the waiting-list for sanatorium 
beds : 


Mass radiography should be pursued, with close liaison between 
hospital boards and local health authorities as regards propaganda, 
operational planning, and results of surveys. It should be- 
regarded as bound up with the diagnostic and clinical functions 
of tuberculosis clinics and chest physicians. 4 

There should be more scrupulous attention to the- duty of 
notifying tuberculosis, and an increase of effort in case-finding. 

To relieve the shortage of beds, and the long waiting-lists for 
institutional treatment, hospital boards should be urged to set 
aside for tuberculosis cases a proportion of the medical beds in 
general hospitals, where possible in a separate unit. The use 
of infectious disease hospitals should also be considered. 

To encourage more nurses to undertake tuberculosis nursing, 
all nurses should be made better informed about the disease and. 
some training in the nursing of chest diseases should find a place 
in general training (subject to full training in tuberculosis nursing 
for those who later wish to specialize in it). There should be 
provision to save nurses who contract tuberculosis from conse- 
quential financial difficulty, and they should be afforded every 
opportunity of finding employment in sanatoria. 

For chronic infectious patients who are ambulant it is desirable 
to provide hostels affording domiciliary care and medical super- 
vision. The provision of “ night sanatoria ™ for patients with a 
prospect of recovery and capacity for industrial employment 13 
also to be advocated. 

There should be special centres (serving all regions) for treat- 
ment of rare categones of tuberculous cases—e.g., tuberculosis 
of the eye or-skin, or tuberculosis complicated with other condi- 
tions, Research in new forms of treatment should be carried 
out at such centres, 

In each region there should be centralized (bed bureau) control 
of institutional admissions and discharges. 

Facilities for Sheltered employment for disabled tuberculous 
persons are necessary, such as “ Remploy ” factories sponsored 
by the Ministry of Labour and National Service under the 
Disabled Persons (Employment) Act. Village settlements serve 
this purpose, but there is a limit to this method of rehabilitation. 

There should be co-operation between the tuberculosis service 
and paediatricians, child-welfare authorities, and education 
authorities in dealing with children suffering from or susceptible 


_ to tuberculosis-—e.g., through open-air schools, 


The council, after accepting these findings, asked the com- 
mittee to underline the importance of the general practitioner 
in this field and to episke that all nurses, whether or not 
engaged on tuberculosis work, should be tuberculin-tested, 
negative reactors being offered B.C.G. vaccination. 

The Standing Nursing Advisory Committee proposed that 
each teaching hospital with nurse-training facilities which 
had not set aside at least 10% of its beds (apart from those 
for midwifery and chronic sick) for pulmonary tuberculosis 
patients should be asked to second student nurses up to 
about 5% of the total nursing staff. This secondment is to 
be to sanatoria controlled by the regional hospital board 
in the same area as the, teaching hospital. The, council 
that the proposed secondment should be 
voluntary, 


Hospital Administration 


A committee set up to review hospital administration 
concluded that ıt is too early yet to make radical alterations. 
But it made a number of recommendations, on which the 
council has advised the Minister, and they, include the 
following : ' 


The area committees of regional boards ‘should in due course be 
‘abolished or regional areas should be redrawn so as to avoid 
the need for these committees. 

The Ministry should discourage regional boards "from making 
the boundaries between one board and another watertight. 

A review of regional board areas and management committee 
groupings should be made when more experience of the working 
of the Service has been gained. 
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The Ministry should consult with the Treasury in order to 
devise means by which the capital allocations of boards could be 
spread over more than one year. 

Each hospital management committee should receive an “alloca- 
tion of money to be spent on small capital works. 

The Ministry should at regular but mfrequent intervals collect 
detailed and comparable statistics of the administrative and 
clerical staffs employed by regional boards, hospital management 
committees, and boards of governors and should use these 
statistics for inquiring into excessive staffing. 

In consultation with its regional board each hospital manage- 


- ment committee should work out establishments for all grades 


of staff appointed by it. Regional hospital boards should have 
authority after full'consultation with hospital management com- 
mittees to approve or disapprove these establishments. Within 
these establishments, hospital management committees should 
have power to make appointments and fix gradings, including tke 
power to make appointments additional to establishment, subject 
to a financial maximum. 

Regional hospital boards should consult with hospital manage- 
ment committees before’ laying down establishments for specialist 
staff. 
Decisions on changes of use of non-mental hospitals should 
continue to be made by regional boards, but the boards should 
consult the Ministry at an early stage before implementing 
decisions which are likely to give rise to serious local opposition. 

pea 


Prescribing 


The report states that the need for concern on this subject ` 


has in no way diminished. The monthly cost of drugs and 
dressings prescribed in the Health Service (hospita, and 
general-practitioner services) rose from £2.3m. in 1948-9 to 
£3.25m. ın 1949-50. Reports by a joint subcommittee on 
the definition of foods and drugs and by a joint com- 
mittee on prescribing various types of preparations were 
summarized respectively in the Supplement of May 27, 1950 
(p. 231) and July 8, 1950 (p. 24). 


` 


Health Centres 


The bulk of the report is taken up with a discussion on 
health centres and recommendations on how they should 
be organized. A special committee appointed by the council 
in 1948 has visited various types of practice and heard the 
views of people experienced in group practice or related 
services. In previous interim reports to the council the 
committee ‘has drawn attention to the need for legislation 
to permit treatment of private patients at health centres 
and to safeguard the practices of doctors entering health 
centres. In a third interim report the committee considered 
the setting up of health centres in new towns and new 
housing estates. The council agrees that they ought to be 
provided in such places together with other public services. 

“Tf the opportunity were lost and doctors were allowed 
to establish themselves in independent practice, it would be 
many years before the lost ground could be regained. We 
accordingly advised the Minister that a circular should be 
sent to local health ‘authorities and local housing authorities 
urging that, during the first stage of the erection of a new 
estate, accommodation should be provided for group practice 
in health centres and that doctors’ houses with special 
surgery accommodation should not be provided.” 


Unnecessary Isolation z 


In spite of the present need for “economy the council 
believes that the full possibilities of the health centres’ con- 
ception should not be obscured. The special committee 


heard much evidence of unnecessary isolation of the several, 


parts of the ‘Health Service. It was told of general practi- 
tioners who do‘not know the other doctors and dentists in 


the same neighbourhood and have a limited knowledge of ,- 


the local health services available for their patients. There 
were complaints of lack of opportunity of general practi- 
tioners to talk to the specialists to whom they referred their 
patients and to gain knowledge of the latest treatment. : The 
council concludes that one of -the most valuable functions 
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of a health centre would be to provide a natural meeting- 
place for all working in the health services of the neighbour- 
hood, and it favours a comprehensive type of health centre 
as the ultimate aim, It therefore recommends that: 


General medical services and some local health authority 
services should be provided at all health centres. 

General and priority dental services should normally be pro- 
vided at health centres, but, where it is geographically convenient, 
one dental department might serve the areas of several health 
centres. 

Pharmaceutical services should be provided wherever local 
circumstances indicate a need. 

The services of specialists or other services provided for out- 
patients not requiring special -accommbdation and expensive 
equipment should be provided at a health centre wherever the 
demand would justify clinics being held. 

The services of specialists or other services provided for out- 
patients requiring special accommodation and expensive equip- 
ment should be provided at health centres only where the demand 
would ensure the accommodation and equipment being used to 
such an extent as to be in all the circumstances economical, 
including the specialist’s time. In particular, x-ray apparatus— 
other than dental x-ray—should not be provided if adequate 
facilities are readily available elsewhere. 

Because of the common fear of infection, tuberculosis clinics 
should not be held at health centres unless a separate entrance 

,and separate waiting-room and other accommodation can- be 
provided, (i 


, Staff of the local health authorities domiciliary services 
should be given accommodation where possible. The site 
should be large enough to permit the subsequent addition 
of accommodation for clinics or, failing this, ıt should be 
near the maternity and child-welfare clinic serving the 
neighbourhood. 

Accommodation should be provided for four to eight 
general practitioners. If the average ‘number of patients 
on a doctor’s list is about 2,500, the minimum population 
which a health centre could conveniently serve would be 
about 10,000. A population of this size would also need 
a maternity and child-welfare clinic. Health centres should 
generally be placed to serve 15,000 to 20,000 people—and 
not fewer than about 10,000—living within about half a mile 
of the centre. The council describes in some detail the 
facilities and equipment to be provided at the health centre. 


Practice at the Health Centre 


The council believes that it would be an advantage to 
patients and doctors alike if the general practitioners of the 
health centre were encouraged to take special interest in, 
and attain greater experience of, particular branches of 
medicine. A general practitioner with special interest in 
obstetrics or paediatrics could obtain part-time employment 
in local authority clinics: The council considers that the 
tendency should be towards staffing clinics with part-time 
_medical officers of the local health authority who are also 
general practitioners, but for the next few years the staffing 
should be flexible. 

“We suggest that the arrangements for filling vacancies 
at health centres should be such as to secure that doctors are 
chosen who are likely to work amicably with those already 
practising there ; and that it should be the aim to build up 
a group of doctors with special knowledge of different 
branches of medicine, including some who would be accept- 
able to the local health and education authorities for part- 
time employment in the maternity and child-welfare clinics 
and the school health service. We think it would often be 
impracticable to select doctors for their experience or quali- 
fications at. the first opening of a health centre, when 
preference should normally be given to the doctors already 
practising in the area, particularly if they are already work- 
ing in association with each other. Local health authorities 
might be associated by invitation in the selection of general 
medical and dental practitioners for health centres; this 
would be particularly useful in cases where there is a possi- 
bility of the practitioners’ being also employed part-time in 
a local health authority clinic. 
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Non-competitive Association 


There is no legal obligation on doctors at health centres 
to work in financial partnership, though the desirability of 
encouraging them to do so was recognized in the White 
Paper on the National Health Service Bill. The council 
suggests there is a danger that, if a number of doctors work 
at a health centre as individuals, this might lead to competi- 
etween the doctors for patients. Lack of mutual 
confidence might develop, preventing interchange of know- 
ledge and’ éxperience. Therefore, some form of non- 
competitive financial association between, doctors working 
at a health centre is most desirable. The council points 
out certain difficulties here. 

“Doctors are willing to work in partnership with others 
they consider of equal calibre, but are loath to accept 
partnership with practitioners whom they think to have a 
lower standard of skill or zeal, or who are temperamentally 
incompatible. We do not think it would be wise, in selecting 
doctors to work at health centres, to give absolute preference 
to those willing to work in partnership (who might be less 
good as doctors than others not so willing), though with the. 
qualification of ‘ other things being equal’ the advice would 
be reasonable,” 

The council does not think .that permanent assistants 
should be encouraged at health centres. Separate accommo- 
dation should not be provided for assistants, though a 
principal should not be barred from sharing his consulting- 
suite with an assistant. Health centres would be eminently 
suitable for instructing trainee assistants and also for 
educating medical students in the field of general practice. 


Terms of Service 


The Minister of Health has already indicated that doctors. 
in health centres would not be asked,to pay an economic 
rent but a reasonable rent. The couricil’s opinion is that 


_ the doctors should be required to pay what it would cost 


them to provide themselves with adequate facilities and 

services in the neighbourhood. It would be helpful if the 

Minister were to express his view of what constitute adequate 

facilities and services so that the basis of calculation would | 
be uniform for all the centres. Account would be taken 

of local variations in rent levels, etc. 

The terms of service should, in the council’s view, include. 
reasonable security of tenure and an assurance that the-rate 
of payment required from doctors would not be varied fre- 
quently. For the time being local circumstances should 
mainly decide where, and to what extent, pharmaceutical 
services should be provided at health centres and more 
experience should be obtained before firm conclusions are 
reached. 

In general, specialists should attend at health centres, 
particularly where the centres are at a considerable distance 
from a hospital, but each specialty should be considered 
separately in regard to the frequency of attendance needed 
and the nature of the apparatus and -assistance required in 
the particular specialty. Attendance for diagnostic investi- 
gation and examination, or any forms of specialist treatment 
that can be carried out without the need for many repeated 
visits, should be arranged at hospital. Repetitive attendances. 
for treatment, particularly for dressings, injections, etc.. 
could best be made at health centres. 


The Immediate Programme 


Economic difficulties at present rule out the possibility of 
comprehensive health centres in many urban areas. The 
council therefore recommends that the immediate pro- 
gramme’should be: a 

To encourage non-competitive group practice at once and in 
every possible way and to bring doctors into under-doctored areas 
by the provision of suitable accommodation of simple and 
economical type for group practice only. 

To build a few comprehensive health centres, varying in design, 
and to study. and gain experience from the construction and 
management of these centres. 

o 


ty 

1 pods 
& Heo i 
‘ i 
s 


June 9, 1951 





To ensure that. large new communities are planned to have 
health centres from the beginning and so to discouragė the start 
of individual practice in separate houses which impedes the ideal 
of group practice in health centres. : 

To, plan future health-centre. requirements of the country so 
that the most essential ‘sites’ may be reserved and the scheine 
implemented as opportunity occurs. = ' 


The council considers it. most important that some 


_ ‘comprehensive health centres should be built now, notwith- 


+ 


standing the financial circumstances of the time. The council 
concludes by recommending that local health authorities . 
should consider now what will be the ultimate health-centre 
needs of their areas, and should obtain the Minister's 
‘approval of their general proposals so that they may reserve 
‘or acquire suitable sites as opportunity: occurs. 





"GENERAL MEDICAL SERVICES 
' "SPECIAL CONFERENCE TO BE CALLED 


A meeting of the General Medical Services Committee was 
‘held on May 31. In the absence of Dr. S. Wand, Dr. H. Guy 
Dain was. called to the chair. The CHARMAN expressed the 
sympathy of the Committee with Dr. Wand in the recent 
death of -his wife after a long illness. He spoke of the 
singular devotion ‘with which Dr. Wand had pursued his 
‘work for the Committee, conducting anxious negotiations 
in London, and returning home to Birmingham ‘every night, 
under conditions of great strain. The Committee ssent a 
message of deep sympathy and appreciation to its chairman., 

The Committee congratulated one of its members, -Dr. A. 
Campbell, of Accrington; on his election as mayor of his 
borough. . ; 

The Committee had before it a reply from the Ministry 
of Health to the letter sent by the Committee the week 


‘ before. The Ministry had also sent a statement only a few: 
hours préviously giving the provisional results of the second . 
inquiry into the remuneration of general practitioners, The, 


rough figures were presented: to the Committee, but it was 
evident that, they needed’to be analysed and examined, in 
consultation with the Association’s actuary. The Committee 
agreed to hold a further meeting on June 7, after which a 
detailed statement would be available’ for circulation to the 
profession with a view to the calling of a special conference 
of representatives of local medical committees iri due course. 

The date Of the special conference was fixed for July 19. 
- The Committee appointed three of its members—namely, 
Dr. Wand, Dr. Talbot Rogers, and Dr. I. G. Innes—as its 


, representatives ‘on the joint committee for the organization 


of the plenary sessions at the annual scientific meetings of 
the Association. a” os 
An office note was placed before the’ Committee ont a 
meeting which had taken place between its representatives’ ' 
and the Permanent Secretary of the Ministry of Health in 
connexion with the appointment’ and work of' the special 


committee set up by the Central Health, Services Council’ 


to study the conditions of general practice. ‘It was decided 
after “a brief discussion that some further assurances or 
understanding should be sought from the Minister himself: 
before the Committee decided to tender evidence, : 


General Practitioners and Hospital Work 


» 


the committee studying the association of the’ general practi- 
tioner with hospital work. The recommendations of the 
Liaison Committee of consultants and general practitioners 
were also before it. 

Dr. 
broad significance of this-report. It raised questions of 
the greatest importance, There were really two separate 
.parts to the report, one, concerning general-practitioner 
hospitals and beds, on which there. was not ‘likely to be 
any controversy, and the other the relation of general practi- 
tioners to ‘the specialist services, which raised questions of 
status. He complained of this part of the report that it 
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The Committee resumed consideration of” the report by . 


FRANK Gray ‘asked ‘the Committee tó look at the ' 
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_ was not based: on a principle of equality as between general 
- practitioners and specialists. The idea seemed to be that 


the association of the general practitioner with hospital 
_ work was wholly for the benefit of, the general practi- 
“tioner. No doubt general practitioners could learn from 
consultants, but could not consultants, learn also from 
general practitioners? The assumption appeared to be 
throughout , that ` ‘general Practitioners did not do good 
work, in hospital except in so far as they were’ brought 
into contact with a superior branch of- the profession. tf 
the Committee approved this report he felt that the status 
of the general practitioner was degraded. ‘He moved, “ That 
the Committee would welcome co-operation with other sec- 
tions of the profession on a basis of equality, but regrets 
that this report is not founded on that basis.” 

‘Dr. W. Wooley seconded: ' tl) 

Dr. D. F. Hurcemnson thought that this was begging the 
question. The general practitioner was a specialist in his 
own line,-but after all a hospital did not practise general. 
practice. There was no place for the general practitioner 
as guch in the type of hospital which did major. work. He 
thought they would be putting their heads in the sand if 
they rejected this report out of hand. It was a genuine 
attempt on the part of consultants to get closer to their, 
brethren in the general-practitioner field. 

Mr. H. H. Lanoston, a member of the Consultants and 

Specialists Committee, said that there was no denigration 
„of the general practitioner intended in the report. The idea’ 
was to try to bring the general practitioner into closer 
contact with hospital work. Dr. H. H. D. SUTHERLAND 
thought that “associate” was the key word to the whole 
problem. His own feeling was that in the future the general’ 
practitioner was’to be in hospital as a‘ clinical associate. 
The general practitioner should be regarded as an associate 

with his own hospital beds. 

After some’ further discussion Dr. Gray’s resolution was 
carried and Dr. Gray undertook, at the request of the chair- ~ 
man, to prepare a memorandum setting out the conception | 
of equality as’ between general practitioners ‘and specialists 

ı of which he had spoken, which document would be sent to 
the Consultants and Specialists Committee. 

[A report of the remainder of the meeting will appear in 
a subsequent wa : 


REMUNERATION OF GENERAL PRACTITIONERS | 
The following letter has been sent from the secretary of the 
G.M.S. Committee to chairmen, secretaries, arid representatives 
K local medical committees. £ 

“The General Medical Services Committee met again yester- 
day [May 31] to consider a further communication from “the 
Ministry of, Health, arising out of the recent discussions with 
Ministers on the remuneration of general practitioners in the 
National Health Service. The Committee also gave preliminary 
ı consideration to some advance figures relating to the inquiry'into . 
the remuneration of general practitioners from all N.H.S. sources 
for the year ending March 31, 1950, which had been received that 


* morning. These figures are being examined by the Committee's 


actuary, and the Committee will meet again on Thursday next, 
‘June 7, to’consider the result of this examination. : 

“In the meantime, the Committee has decided to convene a 
Special Conference of Local Medical Committees to be held on 
Thursday, July 19, 1951, at 10 a.m. 

“A full report of the "discussions which have taken place with | 
the Ministry since tlie last Special Conference in March is now~ 
being prepared and will be- ‘sent to local medical committees as, 
soon as possible. a 
_ >| “Control of Medical Man-power in War 

“ Some local medical committees have taken exception to the ` 

proposal that local medical committees should co-opt a ‘lay 
member to assist them in screening medical reservists. The Com- 
mittee has again considered this point and has asked me to say 
that the present arrangements were only agreed with the Govern- 
ment Departments concerned after- prolonged discussions. It is 


understood that, in some areas, local medical committees have `- 


\ welcomed’ proposal in the ‘light of. their “experience, during 
the last war, ; 
“In the’ circumstances, ae Committee has reaffirmed its 
,opinion that it is unobjectionable to include a lay member in 
a committee of this character.” ; Fa 
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REGISTRARS IN SCOTLAND 


CRITICISMS LARGELY MET 


The Joint Committee for Consultants and Specialists (Scot- 
land) met, in Edinburgh on May 23. It considered and 
later discussed with Sir George Henderson and other officers 
of the Department of Health for Scotland the draft of a` 
departmental memorandum supplementary to R.H.B.(S)(50)29 
dealing with registrar tstablishments. The Committee felt 
that the proposals now put forward in respect of these estab- 
lishments very largely met the criticisms they had felt bound 
to make of those outlined in the earlier document. 

The effect of the present proposals will be to reduce from 
190 to 160 (approximately) the establishment of senior regis- 
trars as from September next, but provision is made‘ for 
retaining supernumerary to establishment such fully trained 
registrars as it is considered necessary in the interests of the 
Service to retain. There is provision also fof an annual 
review of the establishments. Some drafting amendments 
were accepted by the department officers, who accepted the 
position that the Committee, while not formally approving 
its contents, were agreeable that in the interests of all.con- 
cerned it should be issued as soon as possible. - 

The Committee also discussed with the Department’s 
officers, informally and on the basis of a paper prepared 
by the Department, certain suggestions for dealing with the 
anomalies which have resulted from the present structure 
of hospital staffing. It was agreed that the paper, redrafted 
in the light of the discussion, should ‘be circulated for con- 
sideration by the constituent bodies of the Joint Committee 
and the Registrars’ Group Council for Scotland prior to a 
further meeting between the Committee and the Department 
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“KINGSTON DOCTORS TO START NEW 
HOSPITAL 


The doctors of the Kingston and Malden Victoria Hospital 
announced on June } their intention to found an entirely 
few voluntary hospital. The Kingston Victoria Hospital 
was closed on May 31. Dr. F. B. Lake, chairman of the 
action committee of a new body called the Kingston -and 
Malden Victoria Medical Foundation, said on June 1 that 
there was nothing to stop them. In order that the people 
of Kingston and Malden should once more have their 
“own” hospital, he said, a national appeal would be made 
for funds to found it. They were forming a_trust to be 
registered as a charity. They had suitable buildings in view 
for conversion into a 15- or 20-bed hospital. “ We estimate 
that we want between £40,000 and £50,000 to found and 
equip the new Kingston Vic. and for the first two years’ 
funning -of it.” i 

Treatment would be free, and the general practitioners‘and 
specialists would give their services free. It would represent 
a big principle—that hospitals should exist where family 
doctors and specialists could work together for the benefit: 
.of local patients. 

They appealed, therefore, to three sections of the com- 
munity: fo doctors throughout the country ; to all men and 
women who wanted to keep the human touch and the 
personal relationship between doctor and patient—a relation- 
ship rapidly being destroyed; and to all independently 
minded men and women. “By standing up to bureaucracy 
for two years we have, we believe, struck a blow for them.” 
Brigadier N. Skentelbery, chairman of the former Kingston 
and Malden Victoria Hospital and a member of the 
action committee, announced that donations should be 
sent to the Treasurer, Kingston and Malden Victoria 
Medical Foundation, c/o Barclay’s Bank Limited, Kingston 
Hill, Surrey. 2 x 


af 


GENERAL MEDICAL COUNCIL 


MEDICAL DISCIPLINARY COMMITTEE . 


The first sitting of the Medical Disciplinary Committee was 
held on May 24 under the chairmanship of Professor Davip 
CAMPBELL. Pias 
Restorations 


1 

The following names were restored to ‘the Medical 

Register: John Matthew Campbell, Bernard Drummond 

Hendy, Vincent Blumhardt Nesfield. Under the new pro- 

cedure the applicants for restoration: appear before the 

Committee, and the decision of the Committee, after con- 
sideration in camera, is announced in public. 


a 


Cases Arising from Convictions 


The Committee considered the case of James Joseph 
Murray; registered as of Castlerea, Co. Roscommon, who - 
appeared on the charge of having been convicted of man- 
slaughter at Chester Assizes in October, 1950, when he was 
sentenced to three years’ imprisonment and disqualified from 
holding a driving licence for ten years. Dr. Murray was 
represented by Mr. Norman Richards. 

It was stated that on September 12, 1950, Dr. Murray’s car 
ran head-on into a motor-cyclist, who was killed. Evidence 
had been given in court by doctors who examined him after the 
accident that he was, in thelr opinion, under the influence of 
drink, though he performed a number of the tests satisfactorily 


- A certified midwife testified that he had been working very hard 


previous to the accident; she saw him twice on the day of the 
accident, and in her opinion he was sober. While she was work- 
ing with him professionally she had seen no signs df alcoholic 
indulgence. Evidence was given to similar effect by the house- 
keeper of one of his patients and by a medical colleague. 
Mr. Richards, in his address, said that Dr. Murray was no 
confirmed alcoholic, but a quiet conscjentious man who took 
great care of his patients. It was an isolated incident. ~ 


The Committee decided not to direct the Registrar to 
erase Dr. Murray’s name. : 

The next case was that of Henry William Miles Williams, 
registered as of Merthyr Mawr Road, Bridgend, who 
appeared on the charge of having been convicted at Ponty- 
pridd police court on April 27, 1949, of six offences of 
unlawfully procuring drugs on certain dates early in 1948, 
when he was fined £15 in respect of each offence ; and of 
having been convicted at Porth police court on November 9, 
1950, of driving a car while under the influence of drink or 
drugs and also of driving a car in a dangerous manner, ‘and 
in respect of both offences he was fined. He was also dis- 
qualified from holding a driving licence for 12 months. 

After particulars of the offences as disclosed in the police 
courts had been given, Dr. Williams in evidence said that he 
suffered from the effects of phosgene and mustard-gas poisoning 
contracted during service in’ the first world war. A slight inten- 
tional tremor which sometimes became pronounced had prevented 
him from taking up surgery as he had wished. During the 
second world war his house was destroyed by enemy action while 
he was resident, and this seriously affected his health. In the 


. forties he started using morphine, and in 1948 on medical 


advice went into hospital. Since his discharge he had not used 
a dangerous drug. He had been advised, however, to take 
sodium amytal during attacks of migraine, and he had ‘had a 
bad attack of migraine and had taken sodium amytal on the 


occasion which led to his appearance in court at Porth. Evidence 


had been given that a slight trace of sodium amyta] had been 
found in his urine, but no sign of alcohol. 

Evidence, was given on Dr. Williams’s behalf by the vicar of 
Porth and by a medical colleague. The latter stated that 
Dr Williams had taken sodium amytal on the recommendation 
of a psychiatrist. In reply to Lord Nathan, he said that there 
had been no complaints from patients about Dr. Williams. 


In this case also the Committee did not see fit to direct 
the Registrar to erase Dr. Williams’s name. 

The Committee next considered the case of John Vincent 
Gill, registered as of Rosetta, Belfast, who was charged with 


‘having been convicted at Belfast in 1948 and in 1950 of 


driving a car while-under the influence of drink. Dr. Gill 
said that both these convictions were isolated incidents ; they 


` 
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were concerned with his conduct not while’ driving along 
the road but while getting his car in and out of a car park. 
Since the second conviction he had joined a total. abstinence 
association connected with the Roman Catholic Church. 

The convictions were found proved, but judgment was 
postponed.for one year. 

The next case wag that of Harold Stanley Groves, 
registered as of Littleover, Derby, who was charged with 
having been convicted in 1949 of driving a car while under 
the influence of drugs, and again in January, 1951, of being 
under the influence of ‘drink to such an extent as to be 
incapable of having proper control of a car. Dr. Groves 
did not appear, his solicitor saying that he did not feel 
equal to coming. 

The magistrates had found a special reason ‘why the statutory 
disqualification, following conviction of driving a car while under 
tho infiuence of drugs, should not be imposed. He was ill at the 
time he took the drug,- He.ceased practice in April, 1949, and 
was not engaged in a professional capacity at the time of the 
second offence. The magistrates imposed a smaller fine on this 
occasion than they did for the first offence. t 


The Committee postponed judgment for six months. The 
President said that the Committee would wish to see 
Dr. Groves at the November session. 

The last case was that of James William Hay, registered as 
of Spencer Street, Carlisle, who appeared on two convictions 
(1938 and 1946) of driving a car while under the influence 
of’ drink, two convictions (1946 and 1950) of driving without 


- due care and attention, and one conviction (1951) of being 


found drunk. . It was stated on behalf of Dr. Hay thatthe had 


‘been having treatment at hospital, and that he had under- 


taken not to touch any alcohol in future. 
‘The Committee postponed judgment for one year. 


Warning Notices 


-~ As the disciplinary functions of the Council are now trans- 
ferred to the Medical Disciplinary Committee, it was agreed 
on the recommendation of the Penal Cases Committee that 
the notice commonly known as the Warning Notice should 
be issued, with such variations as circumstances might 
require, by and under the direction of the Medical 
Disciplinary Committee in lieu of the Council. 3 

Educational Business 
The General Medical Council adopted certain draft regula- 
tions under the appropriate sections of the Medical Act, 

1950, concerning-the experience to be required after qualifi- 
cation but before full registration. The regulations, which are 
subject to approval by order of the Privy Council, provide 
that an applicant must have been engaged in employment 
as a house-officer in medicine for six months and as a house- 
officer in surgery for six months. The time during which an 
applicant, while employed as a house-officer, has , been 
engaged in midwifery may be counted for the purposes of 
the regulations asa period not exceeding six months, and not 
more than six months in a health centre may be reckoned 
towards the completion of this twelve-month period. A 
“ house-officer ” means a pérson who, after passing a qualify- 
ing examination, has been engaged in employment in a 


“ resident medical capacity in one or more approved hospitals 


or institutions for the period prescribed. ‘An “applicant” 


means a person claiming registration by virtue of a ‘qualify- - 


ing diploma within the meaning of the Medical: Act, 1950, 

other than a Commonwealth or foreign diploma within the 
meaning of ss. 11 or 12 of the Medical Act, 1886. 
Proposed Approved List of Hospitals 

‘The Council considered the replies received from licensing 

bodies to its circular sent out in April concerning the com- 

pilation and_maintenance by the Council of a list of hospitals 

approved by bodies for the purposes of s. 2 of the Medical 


Act, 1950, as institutions in which applicants for full regis- 


tration may be employed after qualification. _- 
The Present said that all bodies were agreed on recipro- 
cal approval so far as hospitals were concerned, and had 


` 


agreed to keep the list up to date. A proposal to_approve 
hospitals ih the United States and the Dominions had been 


. made by some of the universities, but it was felt that such’ 


hositals should not be included in the list, The list would 
follow, with. suitable’modifications, the arrangement of the 
Hospitals Directory. ~ 

In the course of gome discussion it was ” stated that the 
University of Durham felt that it was‘not possible to give 
complete reciprocity of posts as distinct from approval of 
hospitals, The suggestion was made that the body licensing 
the student should inform him‘ of the type of appointments 


_ they would approve. To meet the danger that the two six- 


month periods might be taken in two specialties, it was 
suggested that specialist posts should be suitably marked, 
with an explanation that two posts so marked would not be 
acceptable. One marked and one unmarked post might be 
held with approval. Dr. THOMSON, representing the Univer- 
sity of Manchester, read a note which that university was 
proposing to issue on the pass list and also stated that the 
Director of Studies would write to the student’s chief within 
three weeks of his appointment, and if he received an unsatis- 
factory report he would interview both chief and student— 
for the fault might lie with the chief and not always with 
the student—so that difficulties could be overcome at an 
early stage and the student would not have the mortification 
of completing his six months and then finding himself the 
subject of an unsatisfactory report. Dr. GREEN, who, had. 
opened the brief discussion, said that he saw no objection 
to a comprehensive list, but it must not be assumed that any 
licensing body would necessarily accept any combination of 
posts in that list. 


The Diploma in Public Health 


It appeared from the annual returns for examinations 
presented to the Council that seven universities, as well as 
the Scottish and Irish Conjoint Boards, had held no examina- 
tions for the D.P.H. in 1950. Professor R. M. F. Picken 
referred to this as a “creeping paralysis ” which had been 
going on for years. The public health service was becoming 
less and less attractive, ahd the National’ Health Service 
Act had worsened the position. Candidates were’ unwilling 
to come forward for the D.P.H. because they felt it was not 
worth their while to become medical officers of health. 

The PRESIDENT pointed out that the main source of can- 
didates came through the University of London. In 1950 
there were 41 passes in the University of London out of a 
total of 115 passes for all the bodies. The. next largest 
numbers were 16 in the English Conjoint -Boayd, 12 in the 
National University of Ireland, 12 in the University of 
Glasgow, and 11 in the University of Edinburgh. Professor 
PICKEN remarked that a large number of the students who 
entered for the diploma from the London School of Hygiene 
and Tropical Medicine were not intending to take up the 
public health service in this country. 


Pharmacopoela Committee 


In the report of the Pharmacopoeia Committee, presented 
by Dr. H. G. Dan, it was stated that the British Pharma- 
copoera Commission had made good progress with the 
preparation of material for the British Pharmacopoeia, 
1953. Work on the preparation of the Addendum, 1951, 
to the British Pharmacopoeia, 1948, had been completed 
and the’ Addendum published on April 19, 1951. A short 
list of new approved names had been issued. 


| 





MEDICAL ‘SUPERINTENDENTS — 
' \ ARBITRATION 


The B.M.A.'s proposals for improving the remuneration of 
medical superintendents have been negotiated in Whitley 


` Committee B, but without agreement being reached. The 


case is therefore to be submitted to arbitration in the near 
future. 
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ADDITIONAL MOTIONS FROM DIVISIONS AND 
BRANCHES - 


GENERAL MEDICAL SERVICES 


Remuneration | 
Motion by West DENBIGH AND FLINT: That attention be 
drawn to the alarming increase in practice expenses, due to 
such things as purchase tax on cars, increases in the prices 
of petrol and tyres, etc. In striving to secure adequate 
remuneration for the practitioner, this factor must receive 
due i 


i 


Rural Practitioners Fund 


Motlon by BARNSTAPLE: That when the increase in` 


remuneration is negotiated this should reflect the substantial ~ 
increase in motoring costs, which bear especially hard on 
the rural practitioner. 


Capitation Fee to Dispensing Doctors 
Motion by West DENBIGH AND Fuinr: That the rapid 
increase in the price of drugs and dressings has made the 
‘dispensing fee on a capitation basis woefully inadequate, 
and this Meeting recommends that the dispensing capitation 
„fee be reviewed from time to time and adjusted on a sliding 
scale dependent on dispensing costs. 


Shortage of Hospital Beds 
Motion by Crry: That this Meeting draws the attention of 
the Ministry of Health to the almost complete breakdown of 
the admission of patients to hospital during the last epidemic. 
It demands that an overhaul of the system is ee in 
order to avoid similar chaos in the future. 


Motion by ,TunsRiDGE WELLS: That this Meeting | con- | 


siders it should be the responsibility of the regional hospital 
boards to provide facilities, at hospital group level, for the 
admission of urgent cases to hospital. 

Motion by Crry: That this Meeting views with increasing 
despondency the difficulty of obtaining admission for the 
acutely ill aged patients, often without proper attention in 
their own homes, and calls upon the Minister to take immedi- 
ate steps to remedy this urgent social problem. 


Central Practitioners Fund: Basis of Calculation 
Motion by WEMBLEY: That this Meeting is of opinion that 
a uniform capitation fee should be instituted throughout the 
country in -view of the wide variations in the amount of 
the capitation fee payable in different parts of the country. 


‘Motion by NOTTINGHAMSHIRE: That a uniform capitation’ 


fee be paid as opposed to the present method of payment 
on a capitation basis. 


t 
l Committee to Study General Practice i 
Motion by Gumprorp: That this Meeting notes that the 
General Medical Services Committee of the B.M.A. does not 
approve of the constitution of the above Committee ; it 
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Medical Service Committee and Tribunal Procedure 


_ Motion by WESTMINSTER AND HoLsorn: That this Meet- 
ing views with grave disquiet the recent findings of certain 
medical service committees and the Tribunal. It demands 
that the procedure shall be overhauled and reiterates the 
principle that there must be a right of appeal to the courts. 


Economy in Prescribing 


‘Motion by Lincotn: That in ‘the interest’ of national 
economy and in order to minimize both abuse of the Service 
and of the general practitioner’s time, this Meeting favours. 
the imposition of a token payment for every prescription 
dispensed or similar service rendered by a practitioner, thus 
confirming the decision previously made by his Majesty’s 
‘Government. 

Motion by West DENBIGH AND FLINT: That this Meeting 
would approve the adoption of the letters N. F.E. affixed to 
prescriptions for proprietary preparations, asa suggestion 
to reduce drug costs without sacrificing efficacy. i 

Motion by GurLprord: That, while full freedom of action ~ 
should .be allowed in general practice to prescribe whatever 
drug the general practitioner considers suitable for the treat- 
ment of his patient, this Meeting does not see any reason 
why, if the practitioner so desires, he should not, when speci- 
fying a proprietary drug, also add “ or National Formulary 
equivalent” if he felt that “equivalent” would be equally 
efficacious. 

Conduct of Patients 


Motion by Licor: That this Meeting is of opinion that 
there’ should be riles governing the conduct of National 
Health Service patients and that some penalty should be 
imposed in cases of flagrant and persistent breaking ‘of these 
rules. 
` _ Reports to Regional Medical Officers , 

Amendment by HENDON: That the time allowed for the 
completion of the return of the report to the regional medical 
officer be increased from two to four days. 


Filling of Vacancies 


Motion by TuNBRIDGE Wers: That this Meeting urges 
that agreement should be reached with the Ministry and the 
Medical Practices Committee to prevent any doctor succeed- 
ing to a National Health Service practice who secured the 
practice premises during or before the time a successor was 
being considered. 


Representation of General Practitioners on ia 
Administration 


Motion by Crry: That this Meeting démandi a greater 
representation of general practitioners on hospital manage- 
ment committees and regional boards, 

Many of the difficulties of the liaison between general prac- 
titioners and hospitals would then be overcome. 

Motion by Tower Hamers: That this Meeting is per- 


would therefore like to inquire why the Chairman of the ‘turbed at the continued lack of representation of general 


Council is serving on the Central Health Services Committee, 
as this fact might appear to indicate the approval of the 


Association to the Committee, when the contrary is the case. 


Unestablished Practitioners 

Motion by the Chairman of the General Medical Services 
Committee: That para. 20 of the Council’s Report be 
‘approved, 

Amendment by HENDON: That the figure £850 be substi- 
tuted for the figure £1,250 where the latter, appears in the 
third proposed qualification for membership of the electorate 
of the Assistants and Young Practitioners Subcommittee. 


Trainee Assistants ` 
Motion by NORTHAMPTONSHIRE: That the Council be 


- urged to press for the abolition of the trainee assistants 


scheme. 


‘practitioners on hospital ‘medical committees and regional 
hospital boards and urges the greater use of practitioners’ 
representation of doctors in each, area. 

Motion by Lcoun: That in hospital’ management com- 
mittes areas, where there are general-practitioner hospitals, 
general practitioners employed in such should be represented 
on the appropriate group medical committee, 


Dental Anaesthetics 


Motion by BARNSTAPLE: That the present payment for 
dental anaesthetics is unsatisfactory and further negotiations 
should be made with the Ministry. 


Report of General Practitioners on Hospital Administration 


Motin by WESTMINSTER AND HOLBORN: That this Meet- 
ing deplores the tendency towards the replacement of doctors 
-on regional hospital boards, boards of governors, and 
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hospital management committees by laymen. In the interests 
of the patient it calls upon the Minister through Council to 
reverse this procedure and especially stresses the value of 
general-practitioner representation at all levels in the 
National Health Service. 


4 
Protection of Practices 


Motion by West DENBIGH AND FLINT: That Service 
personnel should be automatically restored to their former 
doctor’s list on discharge from the Services, except where 
removal from their former district has taken place. 


t 


` 


` General 


Motion by West DENBIGH AND FLINT: That persóns going 
out of the country for periods of less than three, months 
should not be removed from doctors’ lists. 

Motion by WINCHESTER: That Council be instructed to 
« press the Minister to provide for the general practitioner 
employed in the National Health Service facilities to practise 
similar to those provided , to all other branches :of, the pro- 
fession. This provision must in¢lude: 

(D) Consulting-room and waiting-room. 

(2) Necessary equipment. 

(3) Secretarial and reception assistance, 

(4) Telephone, stationery, and Postage. 

(5) Travelling expenses. 

(6) Dispensary facilities 
obligatory. 

(7) Adequate annual leave 


(where dispensing services are 


Skperannuation and Compensation 


Motion by HENDON; Thak, in view of the grave inflation 
with which the country is confronted at the present time, 
steps be taken to represent to the Minister the need for the 
payment of compensation forthwith. 


r 


CONSULTANTS AND SPECIALISTS 
Review of Registrar Appointments 


Motion by Tower Hamlets: That this Meeting protests 
against the decision to whittle down the appointment of 
registrars to hospitals as a retrograde step which will not 
improve the standard of the Service.. 

Motion by TunsripGe WeLLs: That the Representative 
Body disapproves of the Minister’s action in cutting down 
the number of registrars. 

Motion by SimLiNG: That this; Meeting considers that the 
policy of arbitranly terminating the appointments of senior 
registrars who have completed their training programme is 
morally indefensible and detrimental to the hospital service 
and to the profession as a’whole, and urges that senior 
registrars who have satisfactorily completed their training 
should have continued employment in their specialties 
guaranteed to them, either by expansion of the consultant 
establishment or by the creation of a suitable number of 
posts Ae a new grade of junior consultant. 


a 
~ 


“Clinical Assistantships 


Motion by West DENBIGH AND FLINT: That this Mestine 
does not regard clinical assistantships as the only means 
whereby a general practitioner may take part in the shospital 
service where the hospitals in the area have been designated 
closed hospitals. 


General ` 


Motion by GUILDFORD: That this Meeting considers that 
all medical practitioners who aspire to specialist or consultant 
status should have had at least one year’s previous experi- 
ence of general practice. 

Motion by MonmouTHsHire: That all part-time hóspital 
appointments should be listed at B.M.A. Headquarters, and 
that these should not be advertised im the British Medical 
Journal as full-time appointments without prior consultation 
with the medical staff of the hospitals concerned: ° 


a” 
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% foo: 
Relationship of Autonomous Bodies to the Association 


Motion by HEenpon: That the Council be invited to give 
special consideration to the steps to be taken to maintain the 
prestige and efficiency of the Branches and Divisions of the 
Association in view of the enlarged activities and powers of 
the local medical committees. 

Motion by WESTMINSTER AND HOLBORN: That this Meet- 
ing considers that, in the light of recent events, the obvious 
disadvantages which have accrued from the autonomy of 
certain Standing Committees of the Association have created 
situations which are detrimental to the interests of the pro- 
fession ; and calls upon these Autonomous Bodies to act 
strictly in accordance with By-law 82 of the Articles of the 
Association, 1950—viz.: “All Standing Committees shall 
report to and act under the instructions of the Council.” 





7 


Reform of the National Health Service 


Motion by Oxrorp: That this Meeting considers that the 
Interim Report of the, Amending Acts Committee ‘be dis- 
- cussed by Council at an early date and then be referred to 
a Special Representative Meeting, to be held not later than 
the middle of October, 1951. 

Motion by WESTMINSTER AND HoLBoRN: That this Repre- 
sentative Body affirms that all patients of a practitioner 
whether receiving treatment privately or under the National 
Health Service are entitled as of right to receive all the 
facilities of the hospital services free of charge. It further 
considers that the action of certain regional hospital boards 
in discriminating between the private and National Health 
Service patients of general practitioners is illegal. 


a o PuBLIC HEALTH : 
Salaries in the Public Health Service 


Motion by DaRLINGTON: That in the event of any 
authority having failed to implement in full the award of 
the Industrial Court relating -to the salaries of full-time 
public health medical officers by September 1, 1951, the 

_matter shall be referred to the Minister of Labour, and 
in the event of full implementation not being obtained the 
British Medical Association shall take action and advise 
medical officers employed by the defaulting Atithorities to ` 
withdraw their service. ; 


Pa 


MerDicaL Ersics 
Television, ete. 


Motion by HENDON: That, while recognizing that public 
education on selected health matters is eminently desirable, 
this Meeting is of opinion that a close liaison should be 
established between the B.M.A. and the B.B.C. to control 
the selection of subjects and the scope of material presented 
to the public, and that practitioners lade nape to appear 
in such programmes, whether for “sound” “ visual ” 
broadcasting, should insist -on anonymity as ie of the 
contract, 

PRIVATE PRACTICE ,e 
Allowances to Witnesses 

Motion by Henpon: That the time has again arrived to 
make fresh representations to the Home Office for an increase 
of the’ fees payable to professional witnesses appearing in 
Criminal Courts and that, in so doing, an effort should be 
made to secure the substitution of minimal for maximal 
allowances. ` 

“ BRITISH “MEDICAL JOURNAL ” 

Motion by WINCHESTER: That thé Supplement should be 

recast as a new weekly publication under lay-editorship, to 


deal with medico-politics and non-scientific matters, and 
should be issued with the British Medical Journal, í 


PuBLIC RELATIONS , 


Motion by WINCHESTER: That, as “Public Relations” 
falls naturally within the scope of the Amending Acts Com- 
mittee Report, this subject, in its widest sense, should be 


1 
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considered for discussion at the S.R.M. on the Amending 
Acts. 


Motion by Wincaester: That under the powers conferred 
on the Representative Body in accordance with By-law 75 of 
the Memorandum and Articles of Association and the 
By-laws of the B.M.A., 1950, the present Public Relations 
Committee should be replaced by a Standing Committee to 
deal with: 

(a) Relations between the B.M.A. Organization and ‘its 
members. 

(b) Relations between’ the B.M.A. and the Government. 

2 Relations between the B.M.A. and the members of the 
public. 
COMPOSITION 

Ex-officio—President, Chairman of the RB., Chairman of 
Council, Treasurer. 

Elected by the RB—Six members, preferably two from each 
of the three main sections of the profession. 

Elected by Council.—Six members, as for the R.B. 

Representing GM S. Committee-—One member. 

Representing Public Health Committee -—One member. 

Representing C. and S. Committee-—-One member. 

In Attendance.—Public Relations Officer, B.M.A. Information 
Officer, Editor of British Medical Journal, Supplement Sub- 
editor. 

Terms of Reference:—These rere be designed to correlate 
all items of current news of interest to the profession and its 
dissemination with the greatest speed through all possible channels 
and the maintenance of continuous contact with Branches, 
Divisions, executive councils, and local Consultant and Specialist 
Committees; to ensure adequate and effective publicity in regard 
to the Association’s relations with the Government, and through 
the local organizations to make cohtact with Members of Parlia- 
ment whenever necessary; to take all steps necessary to keep the 
doctor's case constantly before members of the public. 


This Committee shall-be responsible for the publication of 
the Supplement of the British Medical Journal. 


~ ™~ 


ORGANIZATION 
Recognition’ of Outstanding Services 


Amendment by WINCHESTER: That this Meeting of the 
Representative: Body regrets to note that the Council, while 
awarding the Gold Medal to those who have given dis- 
tinguished service in the central work of the Association, is 
entirely devoid of any ideas of a form of recognition to those 
who have rendered outstanding and meritorious services in 
the Branches and Divisions both at home and overseas ; and 

- that the Council be instructed to institute a‘roll of “ Freemen 
of the British Medical Association.” The “ Freedom” of 
the Association to take the form of honorary life member- 
ship, and to be presentéd with the same ceremony as is 
attached to the presentation of the Gold Medal. Branches 
and Divisions may forward names, and the final recom- 
mendation to the “ roll of freemen ” to lie with the Organiza- 
tion Committee in the case of home members, and/with 
the Colonies and Dependencies Committee for overseas 
Members. . 


Candidates for Election’ to Council ‘ 


' Motion by NORTH GLAMORGAN AND BRECKNOCK: That in 
future all candidates | for election to the -Council should 
declare, on nomination, membership of other medical 
political organizations, and that such declaration should be 
included on the ballot paper. 


‘ + 
Agenda of A.R.M.: Motions of Divisions and Branches 
Motion by LANARKSHIRE: That in future the agenda for 
the A.R.M. be published early enough to allow time for 
each Division to consider the motions prior to the meeting, 
or, alternatively, motions be published as formerly in the 
B.MJ. Supplement. 


$ 


Information to Local Units 


Motion by. WINCHESTER: In view of the lack of informa- 
tion which is ‘passed from Headquarters to Branches and 
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-Association and senior officials of the Colonial Office. 


t 


SUPPLEMENT TO THE 
MEDICAL JOURNAL 


Divisions, Council be instructed to take ‘immediate steps to 
remedy this. \ 


, CONTROL OF MEDICAL MAN-POWER 


Motion by Tower Hamiers: That this Meeting views 
with great alarm the decision of the Central Medical War 
Committee to disband the local medical war committees 
and asks that this decision be rescinded. ° It is, in their 


. view, too great a responsibility for any member of the local 


medical committee to decide the fate of his colleagues, and 
urges the use of a local committee as heretofore. 

Motion by WINCHESTER: That this meeting views with 
disfavour the reports of a new scheme of control of medical 
man-power in war. The first information published in. the 
Supplement to the British Medical Journal of April 13, 1951, 
is the barest outline of what is known to be a complicated 
and comprehensive scheme which has been under discussion 
for some time.’ No consultation has as yet taken place with 
the periphery. That Council be instructed that no decision , 


` shall be reached until the whole scheme has been referred 


to the Divisions for approval and the approved scheme has 
been sanctioned by the Representative Body. 

That, when priorities for-service with the armed Forces 
are assessed by regions, the basis of “ shorter service, sooner 
back ” should be applied when possible, and that this assess- 
ment shall be applied regardless of the type of commission 
held: 

_ OTHER MOTIONS By DIVISIONS AND BRANCHES 

Motion by GuiLprorD: That this, Meeting, having -care- 
fully considered the B.M.A. Committee’s interesting Report 
on -General Practice and the Training of the General Prac- 
titioner, is opposed to any su: 
training for the young medica] man, especially in' view of 
the recent Act of Parliament which has added one year to 
the period of compulsory training for all medical men 
and women. g 

Motion by Norta STAFFORDSHIRE: That when any trade, 
industrial cor professional agreement is being made necessitat- 


— ‘ing the presentation of a medical certificate, or a medical 


opinion, the medical profession must be represented while 
these matters are under discussion. 

ı Motion.by WrxcHESTER: That the Council be instructed 
to request members of the Association not to serve an 
Ministerial committees, either formal or informal, without 
its knowledge and consent. - 

That the Council be instructed to publish the names of all 
persons recommended by the Association to serve on com- 
mittees of the National Health Service, or those convened 
by any Government deparùnent. 

Motion by NORTH STAFFORDSHIRE: ‘That the solution of 
the social problems of the age is not, in the opinion of this 
Meeting, the responsibility of the medical profession, 








Hy 


THE CARIBBEAN CONFERENCE 


P 
The resolutions of the Caribbean Conference of the British 
Medical Association held in Trinidad in January were dis- 
cussed at a recent meeting between representatives of the 
The 
Colonial Office undertook to seek the views of the Caribbean 


“Governments on the resolutions and to communicate with 


the Association after these views had been received. 


i 





SHERRY PARTY 
The executive committee of the London Association of the 
Medical Women’s Federation invite the women members of 


. the Representative Body‘to drink sherry with them, at the 


Federation headquarters, ` fifth floor, Tavistock House 
North (entrance B), adjoining B.M.A. House, on Wednes- 
day, June 13, 12.45 to {.15 "p.m. 


¥ 


estion of further compulsory ~^ 


r 
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Correspondence 











Få 
Limits to S.H.M.O. Grade 


Sm,-—Rereading your leading article in ‘the Journal of 
October 14, 1950 (p. 876), on the above subject, in which you 
say, “ An important statement on senior hospital medical 
officers . . . should go. far to allay much of the dissatisfac- 
tion that bas been felt about this grade,” I feel that no 
suitable answer has been given so far. The statement allows 
the appointment of S.H.M.O. specialists in certain specialties, 
but in others only consultants can be appointed to senior 
posts. For example, a specialist in ophthalmology or 
psychiatry can be classified S.H.M.O., but if a dermatologist 
or a neurologist he must be a consultant. Perhaps the reason 
why- no one commented earlier was because we felt this 
solution so “ priceless,” and it had the added beauty that 
the B.M.A., ordindfily so different ın outlook from the 
Ministry, had forgotten their differences in a burst of con- 
gratulation. Certain specialties are to bear the whole weight 
of S.H.M.O. discrimination, while others go entirely free 
from it. Of course it may not turn out this way. In practice 
it may mean that in the favoured specialties senior registrars 
will have to do a substantial proportion of consultant work, 
whereas had the-S.H.M.O. grade been allowed in their respec- 
tive specialties they would have enjoyed its advantages. But 
on the face of it certain branches of medicine are relegated 
to secondary importance, and the chances of gaining con- 
sultant status within them are apparently restricted. ` 

Surely it would be a better arrangement that junior con- 
sultants, junior in experience and in age, should simply be 
classified as “junior” consultants in the case of all special- 
ties, receiving appropriately smaller salaries. It ought, 
indeed, to be difficult to achieve senior consultant status: 
even now I have known cases where it has been too easily 
obtained. Certainly in the past it was not easy, and in the 
teaching hospitals at least to become a chief in charge of 
wards was a high distinction. But the principle implied by 
the Ministry and the B M.A. seems to be that all consultants 
are equally competent to take any responsibility. But why 
in some medical arts and not in others ? There is no such 
person as an ophthalmic surgeon whose field of interest is 
‘confined to optics and excludes ocular pathology: he would 
then be an optician. It remains as urgent as ever that some 
scheme should be worked out that will provide specialist 
posts in proportion to the work to be undertaken, that will 
distnbute rewards in a realistic manner, and that will recog- 
nize the fact that it is the specialist who is junior or senior 
and not his specialty—I am, etc., 


* /Brentwood, Essex Z 


Barred from’ Medical - Lists 


Sm,—Like Dr. G. de Swiet (Supplement, May 26, p. 215) I 
do not wish to comment on the merits of the particular 
case, but there seem to me to be.two very important points 
of principle ‘involved. 

First, surely it is sufficient to have one body which can 
impose a sentence of professional ruin. -From the General 
Medical Council a doctor is assured of a fair hearing, and he 
now has the right of appeal to an entirely disinterested body, 
the Privy Council. 
complaints before the G.M.C.-as others must ? 

Secondly, tradition is a fine thing, but it is apt to become 
hidebound. ‘ Are our ideas of what constitutes unprofessional 
conduct up to date? The idea that doctors should dash 
to all urgent calls is more emotional than logical. Apart 
from quelling panic, there is seldom anything useful to 
be done. Few. doctors can conscientiously say they have 
ever snatched anyone from death in this magner. Not to go 
is unkind, but is surely less disastrous than neglecting to 
examine an early case of, say, carcinoma of the cervix or of 
the rectum. 

The heinous crime of antedating a.certificate can result 


D. T: MACLAY. 


at worst in Someone getting a few pounds more than he is | 
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Why should not the Ministry bring its 
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“entitled to. Is it possibly a worse thing to ‘have so many 


patients that one is unable to™examine them ? 

Is it possible for someone to formulate the duties of a 
family doctor and allot them some order of prionty? I 
hardly think that rushing to every “urgent” call would 
come at the top of the list—I am, etc., 

Ashtead, Surrey, W. EDWARDS. 


Time for Study 
Sm,—The British Medical Association, being a democratic 


_ body, is committed to the principle of consulting its members 
whenever any matter fundamentally affecting those members 


is under discussion. This principle ıs not always fully carried 
out and therefore may become inoperative. A frequent 
cause of such failure is that too little time is allowed to 
members at the periphery to study the implications of any 
memorandum referred to the Branches or sections of the 
profession. 

An example of this has occurred recently, when two 
copies of the Interim Report of the Amending Acts Com- 
mittee reached the two representatives of the group of 
consultants in the North Gloucestershire clinical area as late 
as May 19. Consequently it was impossible to procure and 
distribute sufficient copies of the report to permit profitable 
discussion of it at a group meeting called to brief representa- 
tives before the South-western Regional Consultants and 
Specialists Committee meeting at Taunton ‘on May 27. 

Clearly there was a miscalculation of the time which 
should have been allowed between the’ circulation of a 
report of this importance and complexity and the holding of 
the Central Committee meeting which will finally consider 
1t—an interval which must include adequate opportunity for 
study by individual members, briefing of-representatives to 
regional committees and similarly to the Central' Committee, 

In the circumstances the undersigned have been instructed 
to protest against such a state of affairs whereby this area 
has been virtually prevented from sharing in any decisions 
which may have resulted from the meeting at Taunton. This 
protest is made because we feel other areas may have had 
a similar experience.—We are, etc., 

E. N. Davey. 
S. L. MuckLow. 
: Wm. NIccov. 
Gloucester, F. H. WooLLeyY 


*," The Secretary of the B.M A states: The request for 
the observations of the Regional Committees was issued 
from the head office on Apri! 18, more than five weeks before 
the date of the meeting of the South-western Committee 


; Do Doctors Sleep ? 


SR—At about 130 on a Sunday morning I was 
aroused from a well-earned sleep by the telephone bell at 
my bedside. A female voice at the other end said, “ My 
father-in-law has cut his thumb. Can you tell me what to 
do?” I said that if she would bring him along tothe 
surgery I would give him any attention that I thought he 
needed. There was some slight hesitation, then the same, 
voice said, “But he ıs undressed and has gone to bed.” 
There is no need for me to record any further conversation 
that we might have had —I am, etc.,~ 

Cross-in-Hand, Sussex. -R. CUDDEFORD. 


Devalued Money 


S1r,—One is constantly reading nowadays about the steady 
decrease in the purchasing value of the pound. Financial 
advisers and experts are, I think, fairly unanimous in their 
opinion that Government stock is at present a poor invest- 
ment, and worst of all undated Government stock at a low 
rate of interest. I am given to understand that it is of such 
importance that a number of trusts and other organizations . 
are taking the precaution of invésting their capital in good, 
ordinary commodity stock. 

Those of us who- were in practice before July 5, 1948, 
are all in the position at present of having made a forced 


` 


240 June 9, 1951 


CORRESPONDENCE 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 





N 
loan to the Government of undated stock at a low rate of 


interest. This capıtal is steadily decreasing in value, and 
already the original compensation value of £3000 is 
probably only worth £2,500 to-day. This problem especially 
affects the older man who may be hoping to retire in about 
ten years’ time. for his capital in the form of compensation 
may at his retirement be less than half in its true purchasing 
power. 

I would like to suggest, therefore,’ that the B.M.A. take 
up this matter with the Minister, and strenuous efforts should 
be made to obtain this capital compensation as soon as’ 
possible, thus enabling one to reinvest the capital in the 
hope of preserving its purchasing powet.—J am, etc., 

Loughborough, Leics, H. Pierce Huaues. 


Retrospective Adjustment 


Siz,~-In the dispute about remuneration an essential point 
in our case is that we are not asking for an increase in 
remuneration, but that the rate promised by the Minister, 

on Spens, should be paid, and we assert that the 
promised amount has never been paid. It follows, of course, 
that any correction in the rate of remuneration which is 
arrived at must ‘be retrospective to, the beginning of the 
Health Service, 

The correct estimation of the capitation fee is the essence 
of our case. While all this is quite clear‘to the profession, 
I have never seen it stated quite clearly and definitely that 
any alteration in remuneration based on Spens is to be 


corrected as from the appointed day. One hopes that it has ` 


been made quite clear to the Minister—I am, etc., 
Malvern, J. RICHARDSON. 


Association Notices 


AREA OF MESOPOTAMIAN BRANCH : NEW 
MIDDLE EAST BRANCH 


Notice is hereby given by the Council 

(1) That the name of the Mesopotamian Branch has been 
altered to Middle East Branch, and 

(2) That the area of the Branch is now as follows: Iran, 
Iraq, Syria, Lebanon, Jordan, and the territories adjoining 
the southern shore of the Persian Gulf, including Kuwait, 
Bahrein, Dhahran, Trucial Coast. 


,DISSOLUTION OF PALESTINE BRANCH 


Notice is hereby given that the Council has dissolved the 
Palestine Branch, and has incorporated those of its mem- 
bers who are resident in Jordan in the Middle East Branch. 


CHANGE OF NAME OF THE CAERNARVON 
AND ANGLESEY DIVISION 


Notice is hereby given by the Council that the name of 
the Caernarvon and Anglesey Division has been changed 
to the North-west Wales Division, 

A. MACRAE. 
Secretary. 





Branch ‘and Division Meetings to be Held - 


Borper Counties BrancH —At Cumberland Infirmary, Cannie, 
Sunday, June 10, annual general meeting. Address by Dr. A 

anki 

Harrow Division.—At British Legion Hall, Northolt Road, 
Harrow, Thursday, June 14, 8.30 p.m., lecture by Sir Ernest Rock 
Carling, F.R.C.P.: “ Atomic Warfare ” 

Hype Drvision.—-At Greenfield Street Committee Room, Hyde, 
Wednesday, June 13, 8.30 p.m., annual general meeting. 


Reaping Diviston.—At Royal Berkshire Hospital, Reading, 
Monday, June 11, 8.30 p.m., special meeting of Division for 
adoption of revised ethical rules; 8.45 p.m., general meeting. 


ROCHDALE Division.—At Red Lion Hotel, Lord Street, Roch- ` 


«dale, Monday, June 11, 8.30 p.m, meeting. 


Sourn-west Essex Division —At Clinic Hall, Thorpe Coombe , 
Maternity Hospital, 714, Forest Road ‘Walthamstow, London, 
E., Wednesday June 13, 8.30 p.m. lecture by Mr Malcolm 
Donaldson: “ Education ’ of the Public Concerning Cancer and 
Early Diagnosis.” 

Wigan Division.—At Ailey. Wednesday, June 13, 2 pm, 
Golf Competition open to all medical practitioners and dentists 
practising in the Wigan area f 


} 


Diary of Central Meetings 
JUNE 


11 Mon. Dual Appointments Joint Subcommittee of Staff 
Sides of Committees B and C, 11 a.m. 
12 : Tues. Staffing Committee, 5.30 p.m. 
12 Tues. Office Committee (following Staffing Committee). 
13 Wed. Annual Representative Meeting, 10 a.m. 
14 Thurs. Conncil,9 am - o 
14 Thurs. Annual Representative Meeting, 10 a.m. 
15 Fri. Annual Representative Meeting, 9.30 a.m. 
15 Fri. Annual General Meeting, 12.30 p.m. ' 
15 Fri: Adjourned Annual General Meeting and Presi- 
dent’s Address (at Central Hall, Westminster, 
5 London, S.W.), 
“16 Sat. Annual Representative Meeting, 9.30 a.m. 
16 Sat. Council (at conclusion of A.R.M.). 
16 - Sat. Overseas Conference, 3.30 p.m. 
20 Wed. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 3 p.m. 
26 Tues., Dermatologists Group Committee, 2 p.m. 
26 Tues. ‘Conference of Dermatologists Group, 2.30 p.m 
27 Wed. Amending Acts Committee, 2 p.m. 
27 Wed. Catalogue Subcommuttee, Film Committee, 
2.15 p.m. 
28 Thurs. Editorial Subcommittee, Joint Formulary Com- 
mitee (at Pharmaceutical Society, 17, Blooms- 
bury Square, London, W C.), 10.30 a.m. 
JuLY i 
3 Tues. Jomt Committee for Consultants—Pay-bed Sub- 
committee, 11 a.m. 
3 Tues. Joint Committee for Consultants—Merit Awaids 
4 Subcommittee, 2 p.m. 
4 Wed Whitley Committee B, 2.30 p.m. 
5 Thurs. Empire Medical Advisory Bureau, Committee of 
anagement, 11.15 a.m. 
18 Wed. Conference of Tuberculosis and Diseases of the 
Chest Group (at Taylor Institution, Oxford), 
5.30 p.m. 
19 Thurs. Special Conference of Representatives of Local 
Medical Committees, 10 a m. 
26 Thurs. Conference of Radiologists Group, 3 p.m.’ 
27 Fri. Conference of Venereologists Group, 2.30 p.m, 





H.M. Forces Appointments 








WOMEN'S FORCES, 
Employed with R.A.M.C. 
Short Service Commission (Type “ B’”’).—Captain J. H W 
West has retired, and has been granted the honorary rank of 


Major 
ROYAL AIR FORCE ` 
Air Vice-Marshal F. J. Murphy, C.B., C.BE„ K H.S. has 
retired at his own request, 


Squadron Leader J. K. McCabe has been transferred to the : 


Reserve and called up for Air Force ek 
Squadron Leaders R. A Smart and J. E. Adamson have been 
transferred to the Reseive. ‘ 


COLONIAL MEDICAL SERVICE 


The following ae intments have been announced: J T. 
Sweetman, M.B., ; BAO., and M. L, Cattell, M.B., B.Ch. 
Medical Officers, ' Nigeria J. W. Kucharski, M B., Ch.B., Medical 
Officer, Tanganyika; K. Kuczynski, M.B., Ch.B.. Medical Officer, 
General Hospital, Barbados; K. D. Mason, M.B., B.S., Medical 
Officer (temporary), Nigeria; A. S. Subramani, MB. B.S.. 


*M.R.C.0.G., Medical Officer, Special Grade (temporary), Nigeria; 


cal Officer (temporary). 


Z. K. Sutorowski, MD, "Medi 
L. Teckham, M.B., B.S., Medical omad 


Coast; N. N. 
Mauritius. 
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C > d : cases. The need is to use a technique that reveals at once 
: the occasional case where it fails. In my, view, aspiration 
orrespon ence by hand, x-ray control, and the withholding of morphine 








Conservative Treatment of Peptic Ulcer 


Sin,—I read with great interest Mr. Davis Beattie’s account 
(May 5, p. 992) of his experiences with the conservative 
treatment of peptic ulcers. 

This method is in its infancy, the dangers and pitfalls 
are still being defined, and Mr. Davis Beattie does well to 
remind us of the special! danger of the anterior gastric 
perforation, Progress can come only from careful record- 
ing of technique, particularly where the method fails, in 
order to avoid repetition of mistakes. Mr. Beattie should 
not be discouraged: rather should he look to his technique. 
With regard to this I have three points to make; 


1. In my view continuous gastric suction by a machine will not 
do. This is‘all right when it works, but when it fails to empty 
the stomach the fact is not recognized until after a time-lag 
which may be fatal. Before it is realized what is amiss, leakage 
into the peritoneal cavity may have gone on for several hours,. 
without any change in the patient’s condition, till the rising pulse 
points its fateful finger. It is indeed “ much easier from the 
nursing angle ” to contemplate this complicated apparatus at the: 
bedside than to aspirate by hand, but this is precisely why it is 
unreliable. All my cases are aspirated, by hand: a test drink 
is immediately recovered and a test injection down the tube is 
made to keep it clear and confirm its patency. If there is doubt 
the ward sister is informed. If she fails, the resident is called 
and no one is content until the aspiration is complete once more. 

‘ 2, Mr. Beattie apparently makes nod use of x-ray control to 
ensure the efficacy of the aspiration. This is essential for two 
reasons. First it establishes for certain that the Ryle’s tube is 
where it is thought to. be, right in the stomach. Many times 
we have confidently supposed a tube to be im the stomach, because 
injected fluid or even a test drink could be recovered, when all, 
the time it has been resting above the cardia tightly closed by 
diaphragmatic rigidity. We have found at King George Hospital 
that there is no way of being certain of the lie of an indwelling 
gastric tube except by x-ray examination. Secondly, the x-ray 
Picture, repeated at 12 and 36 hours, will show what is happen- 
Ing inside the abdomen by the tell-tale layer of air under the 
diaphragm. If the ulcer is sealed it will slowly diminish in size; 
if not it will mcrease and operation is called for immediately. 
I suspect that if this had been done in Mr. Beattie’s fatal second 
case operation would not have been delayed for 48 hours. His 
successful eleventh case, where operation was done at 24 hours, 
supports this suggestion. My experience so far suggests that, 
apart from errors in technique in aspirating, non-sealing of a 
perforation is always associated with increased gas under the` 
diaphragm and results from air-swallowing. Naturally this 
escapes more readily from a gastric than a duodenal perfora- 
tion, but the 12-hour x-ray picture detects at once what is happen- 
ing. If operation is then carried out without further delay, little 
danger is incurred, but, after 48 hours the position: may not be 
the same. Š 

3. I feel that Mr. Beattie’s routine of morphine 6-hourly is 
unwise. It must not be forgotten that the pain and rigidity are 
protective; they hold the stomach tight and motionless while 
the perforation seals. At King George Hospital we find morphine 
unnecessary, after the initial dose, because with efficient aspiration 
a patient’s spontaneous pain is already subsiding by six hours. 
If it is not subsiding we review thè whole question of diagnosis, 
recheck the aspiration, take an x-ray earlier than the routine 12 
hours, and we may change over. to operation if we are not 
satisfied. This mechanism must not be stifled by morphine. Only 
uf we are sure that everything is well do we allow a sensitive 
patient a further injection. , i 

Mr. Beattie has had a first experience similar to ours. He_ 
has lost two cases who could-not have been saved by any 
method, and two cases from failure of technique, including 
one old woman with the progressive peripheral failure 
described in the literature of operated as well as aspirated 
series. He has had more cases of failure of sealing of the 
perforation than we have and has detected this much later. 
Nevertheless, he has had‘ five good cases in his list of 
successes, two 24-hour .perforations, one each at 22 and 
21, and two at 18 hours. These may well have been serious 
cases. It is therefore necessary to concentrate on the pre- 
vention and early diagnosis of non-sealing of the ulcer. 
Clearly the method works well in the great majority of 


` i 


after the initial injection are the cardial points of such a 
technique.—I am, etc., 
London, N.W.1. i i 


HERMON TAYLOR. 
Sm,—To assess the value of conservative treatment one 
needs a detailed.comparison of a large series treated medi- 
cally with another series treated surgically. At the Central 
Middlesex Hospital rhy unit sees all the patients with acute 
perforation, and a detailed index card is kept to facilitate 
the collection of statistics. These records, together with the 
original notes if needed, and some clerical assistance are 
available for anyone wishing to compare their medically 
treated cases with our surgical series. By agreeing on defini- 
tions (for example, post-operative chest infection) an 
accurate comparison could be achieved. An analysis of our 
series was published in 1950 (British Medical Journal, 1, 211) 


-~ and showed a remarkable drop in mortality in recent yea 


The: present surgical mortality is now so low that I am 
doubtful if expectant treatment is justified except in young 
subjects with known duodenal ulcer; there is increasing 
evidence that perforated gastric ulcers treated conservatively 
carry a high mortality. Some of these patients really need 
a partial gastrectomy, which can sometimes be done at the 
time of perforation. My own view is that acute perfora- 
tion of a peptic ulcer should be treated surgically with the 
post-operative care supervised by the physician, and not 
treated medically in surgical wards—I am, etc., 
Park Royal, N.W.10. F. AVERY ‘JONES. 


The Case for the Billroth I Gastrectomy 


Sm,—I was most interested in reading Mr. Brendan 
Hickey’s letter (April 14, p. 818) to know that he uses 
the Billroth I gastric resection for most peptic ulcers and 
that he is well satisfied with the results. Perhaps I may be 
allowed space in your columns to make some additional 
comments on the Billroth I operation. 


Billroth himself is reputed to have compareti his two operations, 
saying, “ My heart draws to the Billroth I operation, my experience 
to the Billroth 0.” Since then some surgeons have tried the 
Billroth, I resection but have given it up, some have used it 
selectively, and a few have regarded it as the better gastrectomy. 
Recently: no less an authority than Sir James Walton has written 
in its favour (British Medical Journal, 1950, 1, 206), and other 
distinguished surgeons have practised it in this country, notably 
Professor Grey Turner, Professor Morley, and Sir Heneage 
Ogilvie. Yet, with gastrectomy becoming even more commonly 
used in the treatment of chronic ulcer and the operation itself 
tending towards inevitable standardization, surgical opinion 
appears to remain in substantial agreement with Billroth’s verdict. 
Does this mean that the Polya modification of the Billroth II 
operation is in terms of safety and function a ‘better operation 
and is there no acknowledged place for the Billroth I operation in 
the surgical treatment of peptic ulcer ? . 

. Iam at present reviewing nearly 100 Billroth I resections for 
chronic ulcer. We find, that incidence of discomfort after meals 
is less and immediate recovery and convalescence smoother after 
this operation. Although this particular series is not a large one- 
it leaves no doubt in my mind that the Billroth I gastrectomy is 
the operation of choice in all gastric ulcers (and to this group 
can be added growths of the body of the stomach). .The ulcer 
sitting high on the lesser curve in no way alters the choice-of 
operation, since gastro-duodenostomy can be performed without 
difficulty when almost the entire stomach has been removed. 
Sir James Walton has pointed out the paradox of “ the higher 
the resection in the Billroth I gastrectomy the easier the anasto- 
mosis” and has also given the anatomical explanation in the 
mobilizing effect of division of the left margin of the gastro-colic 
omentum. Division of the vasa brevia completes the mobiliza- 
tion of the greater curve and allows the gastric stump to be easily 
approximated to the duodenal stump in the high resection. 
Mobilization of the duodenal, stump is likewise of cardinal 
importance in many cases, and is the sine qua non of the 
Billroth I resection for duodenal’ ulcer. ` 

In the non-penetrating duodenal ulcer case with relatively 
mobile duodenum the Billroth I operation can be performed 

“without any particular technical difficulties. Although the number 
of duodenal ulcers in my series is small compared with the number 
of gastric ulcers the results have been equally satisfactory. Like 
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Mr. Brendan Hickey, I have not encountered stomal ulceration, 
although as a precaution I have added vagotomy in the young 
man with the high resting juice. However, a relatively high 
incidence of this complication has been reported (Garnet Wright, 
Brit. J. Surg., 1935, 22, 433; Wells, C., and Brewer, A. C., ibid., 
1948, 35, 364), but the latter observers mention that ıt would 
not be fair to draw definite conclusions since a pylorectomy only 
was carried out im most cases Here it is important to pomt 
out that our resections have been of the extent generally accepted 
in the Polya operation for duodenal ulcer and more precisely 
defined by the late Mr. Hedley Visick (Lancet, 1948, 1, 505, 551) 
I believe with Mr. Brendan Hickey that if the Billroth I 
gastrectomy is to be used for duodenal ulcer the amount of 
stomach removed must compare with the standard Polya resection. 
Unfortunately there ıs a tendency to curtail the necessary. resec- 
tron for ease of anastomosis. The fallacy of this has been pointed 
out by Mr. Brendan Hickey. Since preparation of a satisfactory 
duodenal stump for anastomosis is an essential step in the Billroth 
I resection, the large penetrating duodenal ulcer may on occasions 
require that the operation 1s completed as a Polya gastrectomy 
However, the change of operative plan involyes no retrograde 
step, and with mcreasing' experience of the surgery of the 


‘duodenum more large duodenal ulcers can be resected by the 


Billroth I gastrectomy. 

The chief criticisms of the Billroth I operation are that in 
the high gastric ulcer a high resection cannot be reconciled 
with gastro-duodenostomy, that in duodenal ulcer stomal 
ulceration is likely, and that stenosis is sometimes a compli- 
cation. Is it possible that these criticisms can be answered, 
the first by adequate mobilization, the second by adequate 
resection, and the third by precise tailoring and sewing so 
that bunching and gross inversion at the site of anastomosis 
are avoided ? Like Mr. Brendan Hickey, I believe that the 
use and appreciation of the Billroth I gastrectomy can be 
extended with advantage in modern gastric surgery, particu- 
larly, in my opinion, in gastric ulcer. ‘Careful analyses of 


-further series of Billroth I resections are required which 


can be studied in conjunction with similar series of Polya 
resections.—I am, etc., 


Nford, Essex. D. Lana STEVENSON. 


Anaesthetics in Casualty 

Smr,—In the casualty departments of many hospitals 
anaesthesia has lagged behind advances in the main 
theatres. Where nitrous oxide is used as the sole narcotic 
a blue struggling patient is common and the damage done 
is difficult to assess. To those interested in its improve- 
ment I venture to suggest the following postulates: 

(1) With N;O alone and normal oxygenation anaesthesia is 
usually impossible. 

(2) A “gas” ın Casualty means N,O plus anoxia. 

(3) Anoxia plays a large, possibly the greater, part, 

(4) Anoxia is undesirable. 

(5) Even in skilled hands N,O plus anoxia fails in a few and 
is inadequate in many cases. 

(6) Satisfactory anaesthesia can be achieved and andxia 
avoided 1f some other narcotic is used with or instead of N,O. 

In the foregoing I define * anaesthesia ” as coma deep 
enough to keep the patient still, and use “anoxia ” where 
some would prefer “ hypoxia.” 


If these things are so we should no longer practise or 


teach the use of anoxia.’ There are then two possible 
prescriptions : ‘ 

O: + N;O + one of the following: trilene, cyclopropane, 
vinesthene, thiopentone, pethidine, etc, or Og + cyclopropane, 


_ or other powerful agent. 


- 


I have made a preliminary tnal with considerable success 
in 150 out-patients using O2 + cyclopropane in equal quanti- 
ties. A large bag is filled with this fifty-fifty mixture and 
the flow of both gases stopped. There is a two-way valve 
between the bag and mask so that when the mask is applied 
to the patient’s face he is breathing air. The valve is then 
turned and he breathes in and out of the bag. At the same 
time a flow of 300 ml. of oxygen is started. With a little 
experience the anaesthetist knows how long before the end 
of the operation the mask should be lifted from the face 
so that the patient comes round without undue delay. 
Nausea sometimes follows, but its incidence, duration, and 
severity are much reduced by giving a tablet of hyoscine 


(1/100 gr. or 0.6 mg.) by mouth half an hour or more 


beforehand. 1 have used this dose of hyoscine for patients 
between the ages of 4 and 83 without undesirable results. 
Rerhaps “ dramamine,” “ avomune,” or some other motion- 
sickness remedy used prophylactically may be even more 
effective. i 

I beleve that this method with cyclopropane is safer than 
the time-honoured one with nitrous oxide, and there is no 
anoxia. It is easily taught, more pleasant for the patient, 
and far more effective for the surgeon. Nevertheless, your 
readers may be able to suggest better ones, and it is for 
that purpose that I write this letter—I am, etc., 


London, S.E 1. t J. G. BOURNE. 


‘ Operating Theatre- Technicians 

SR,—I endorse all that has been said in the British 
Medical Journal about the need for recognition and 
adequate payment of operating theatre technicians. As 
senior theatre sister at St. Thomas’s Hospital, with many 
years of experience, I find they are essential to the smooth 
working of a busy operating unit in a large hospital. 
Modernization of anaesthetic technique and constant 

«variation in nursing personnel necessitate some perma- 
nenge in skilled assistance for the theatre sister. This is 
adequately supplied- by the grade of operating theatre 
technician.—I am, “etc., 
London, S E 1. L M. Nixon. 
Health Visitors’ Work 

Sm,—Professor A. G. Watkins’s account (May 12, p. 1075) 
of the Cardiff scheme of hospita] health visiting, operated 
jointly by the United Cardiff Hospitals and the City Health 
Department, is of exceptional interest. The need to link 
up the work of hospitals with the services operating in the 
world outside is so great that experiments of different types 
and character to produce this are to be welcomed. This is 
certainly one of the subjects for which we are likely to find 
an answer by the well-established British practice of tral 
and error, and in the end no doubt there will be many 
different arrangements designed to meet the peculiar circum- 
stances of the area and the many varying types of hospital. 
Some account of similar experiments made in the West 

* Riding was given in my last annual report (1949). - 

The subject is one of exceptional complexity, and I do not 
intend to deal with it in any detail in this short note but 
only to ask Professor Watkins his views on two principles 
which to me seem fundamental to success whatever other 
variations of detail may be accepted. The first principle is 
that any individual discharged from hospital must pass to 
the care of the family doctor. We make it a rule that none 
of the health department staff do anything without first 
securing the consent`of the general practitioner. If this is 
intended in the Cardiff scheme it is not very well expressed 
in the duties of the health visitor, which say, “ And, if need 
be, to contact the general practitioner in charge of the case.” 
The reader gets the impression, probably -quite wrongly, 
that the health visitor is acting as a responsible agent of the 
hospital and not, as she should be in my view, as the right 
hand of the family doctor. 

The second principle is that health visiting (like general 
practice, of which it will increasingly form part) must be 
related to the total family; it can no longer be regarded 
as wholly satisfactory to consider the care and aftercare 
of individuals as such, but more properly as units in a family 
group. I should like to know what arrangements Professor 
Watkins is making to safeguard this principle. In the article 
it is, of course, emphasized that the hospital health visitor 
“as soon as she is satisfied that her attendance 13 no Jonger 
necessary ” passes the family “ on to the health visitor of the 
district.” This may or may not be the answer ; there is a 
certain risk that the hospital health visitor will interpret this 
with a bias to her own continued visiting. In our schemes 
the hospital health visitor hands over to the health visitor 
of the area at or near to the time when the patient leaves 
hospital ; this goes some way to ensure that the child is con- 
sidered by the family health visitor and family doctor as part 
of the total family picture——I am, etc., 


C. FRASER BROCKINGTON, 


Wakefield. County Medical Officer. 
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6 Who Shall Decide Treatment ? 


` SR—The letters of Mr. Keith Vartan (May 26, p. 1207). 
and Dr. J. N. Jackson (p. 1208) contain statements which 
are of value, but they appear to me to miss the main point 
of “ Obstetrician's ” protest (May 12, p. 1083). This, surely, 
is the fundamental principle that the practitioner (whether 
general or special) in whose hands the patient has-placed 
him- or herself must bave the final responsibility for treat- 
ment. In making his decisions about treatment the wise 
practitioner will take into consideration the opinions of 
learned bodies. or individuals—if these are founded wisely 
on facts and not on prejudices—but he must rely chiefly 
upon his own experience and his knowledge of the whole 
circumstances of each patient’s case. 

The answer to the question, “ How long should a woman 
stay in hospital ? ”, must never be, “ Fourteen days,” or, 
“Until breast-feeding’ is firmly established, ” or any other 
pre-determined rule, but, “ As long as the practitioner in 
charge decides is advisable,’ *—J am, etc., 

Pontypool, Mon. LA Darby. © 


Laboratory Facilities in General Practice 


Smr,—It was with considerable interest that I read in the 
“Reports of Societies” (May 5, p. 1012) that a certain 
Dr. J. H. Hunt, in London, immediately after the second 
great war, returned to private practice and solved his own 
problem of the full investigation of bis patients by equipping 
a small laboratory and obtaining the services of a skilled 
technician, and by installing an x-ray apparatus in a near-by 
cottage and obtaining the services of an expert radiographer. 
Such energy and enterprise call for nothing but praise and 
Not many general practitioners would have 
shown such enthusiasm and initiative even if they had had 
some of the apparatus to begin with. However, in fairness to 
the average general practitioner it should be mentioned that 
Dr. Hunt is not without the highest medical qualifications‘ 
and knew what he was about. : 

I am not going to suggest that every practitioner should 


emulate Dr. Hunt and install his apparatus without delay, , 
' even if he could afford it. Dr. Hunts set-up is quite 


ebviously the ideal which very few practitioners can hope to , 
achieve. What I do suggest is that it is high time that such 

laboratory and x-ray facilities were made available to general 

practitioners. These facilities could be made to serve many‘ 
practitioners and could be provided by the State at a.small 

fraction of the cost of health centres which we cannot hope 

to be able to afford to build for some years to come. One, 
or two such “ diagnostic centres” could 'be made to serve 

a large town or a rural area. 

The main difficulties obviously lie, first, in persuading the 
Minister of Health of the necessity for such diagnostic 
centres (in spite of the present need for economy in the 
Health Service generally), and, secondly, in eradicating from 
the minds of the general public that stupid conception, that 
the general practitioner is a doctor for minor ailments only 
and a signpost to the specialist for anything but the most 
trivial complaint. In other words the general practitioner 
is discouraged from trying to be a fully equipped physician ; 
he is little better off in equipment than the physician of 
fifty years ago. In many ways the general practitioner in 
Britain is out of date. Small wonder that the young prac- 
titioner fights shy of general practice (quite apart from the 
difficulties of entering general practice).’ Being in general 
Practice may give the young doctor an inferiority complex 
which is specially marked when he meets his old colleagues 
who still hold hospital appointments at small salaries, hoping 
_ that soon something good in the shape- of a senior appoint- 
ment will be theirs for the waiting, but avoiding general 
‘practice like the plague. What is this stigma which attaches 
itself to general practice? Or is it the long and often 
irregular hours of work which do not appeal? Let the 
doctor entering general practice be assured that the know- 
ledge he has acquired in his training will not be allowed to 
rust with disuse—allow his knowledge of laboratory tests, 


- of microscope work, the reading of -ray films and of 


1 , id [j 
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électrocardiograms to be of immense value to himself and 
possibly to his colleagues also. That is at least one way of 
raising the status of general practice. ` 

Many will say, no doubt, that we cannot settle such 
complex questions by merely providing general. practitioners 
with laboratory and x-ray facilities. Perhaps not, but at all 
events it is, in my humble opinion, a step in the right 
direction. Moreover, it would relieve, at least to some 
extent, the chronically congested hospital out-patient depart- 
ments and would thereby effect simultaneously some 
economy in hospital services. =l am, etc., 


Sheffield. . C. B. Ainscow, 


1 


Paralytic Ileus after Hexamethonium b 


Sm,—We also (May 26, p. 1205) would like to record a 
case which occurred recently. 


The patient, a woman aged 44, was suffering from chronic 
pyelonephritis and gross hypertension. Her’ blood pressure on 
admission was 250/130 mm. Hg. ‘She had bilateral retinal 
changes, a very large heart, and gross impairment of renal 
function. Blood urea was 172 mg.%, and an intravenous pyelo- 


gram showed no excretion of the dye after three hours. Her | 


main complaints were of headache, paroxysmal nocturnal 
dyspnoea, and dimness of vision. She gave no previous bowel 
history. It was in an effort to relieve the headaches and dyspnoeic 
attacks and to make her last days as comfortable as possible 
that a trial of hexamethonium bromide was decided on. 


An initial dosage of 100 mg. twice daily, orally, was given, rising ' 


to 750 mg. twice daily by the seventh day. Her blood pressure 
on the ninth day was 180/105 mm. Hg. On the second day of 


. therapy her abdomen was found to be, rather’ distended both 


centrally and in the flanks, and she complained of constipation 
and colicky central abdominal pain. The distension and pain 
increased and vomiting became a prominent feature. Oral 
administration of hexamethonium was stopped on the tenth day 
because of the vomiting, and intramuscular Injections were given, 
commencing with 250 mg. daily and rising to 500 mg. daily. This 
dosage kept her blood pressure between 175/105 and 200/115 mm. 
Hg. Her abdomen remained grossly distended and she complained 
bitterly of the pain, but vomiting, although frequent, was never 
profuse. Rectal examination‘ was negative, but a straight x-ray 
photograph of her abdomen, on the 30th day showed grossly 
distended colon and multiple fluid levels. Hexamethonium 
therapy was then stopped. The distension gradually diminished, 
and although her abdomen. never quite returned to normal 
dimensions she had much less discomfort. Bowel sounds had 
been persistently present at all times. 

~ At necropsy three weeks later the whole of the large intestme 
was markedly distended. The stomach and small intestine 
appeared normal and there was no apparent obstruction. The 
remaining findings were those .of chronic pyelonephritis and 
hypertension with terminal bronchopneumonia..: 


Although in this case the ileus was only an ‘hceliog 
finding in a dying patient, it would appear to be a real 
danger in using drugs of the hexamethonium series.—We 
are, etc., 

O. M. THomas. . 

Salford. ‘ R. G. WiLiiaMs. 
` Sr, —The interesting and careful, report (May 26, p. 1205) 
of a death after hexamethonium reported by W. A. Mackay 
and G. B. Shaw calls for a -brief comment. In their final 
sentence, the statement, “a, profound . disturbance of the 
control of: blood pressure and exchange of electrolytes,” 
would, rather suggest that both these phenomena are directly 
due to the hexamethonium bromide. ‘I would like to suggest 
that this conclusion is mistaken. My reasons for saying 
this are based on the following facts, which are the result 
of the treatment of a very considerable number of patients 
by oral, intravenous, intramuscular, and subcutaneous 
administration of methonium compounds, 

We know that all methonium derivatives are very poorly 
and slowly absorbed when given by mouth. A liberal esti- 
matè would put the total amount of hexamethonium 


absorbed in the case recorded at 150 mg. daily, more “prob-’ 


ably absorption of much less than this quantity in fact 
occurred. The large mass of our patients showed only about 
4-5% absorption, which would be about 75 mg. daily, ~ 
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The rate of absorption from the gut is so slow that except 
in the presence of advanced kidney disease (and often not 
even then) it is extremely unlikely that this dose of drug 
had any effect at all on the blood pressure. ~ 

The alimentary canal and the bladder both have ganglia, 
parasympathetic in derivation, situated in their muscular 
and connective tissue coats, The alimentary canal and the 
bladder both have a high concentration of hexamethonium 
compound in their lumen or cavity. We would therefore 
expect a failure of the emptying mechanism to occur in both 
these organs because of the local action of the methonium 
compound in blocking these ganglia. Paralytic ileus is the 
more likely to occur because of the very high concentration 
of the drug in the gut, and almost always it will follow oral 
administration of the drug because of the large doses used: 
it is not evidence of massive absorption of the drug. Reten- 
tion of urine is less likely to occur and might equally follow 
oral or other modes of administration. This is borne out by 
clinical experience. 

I would suggest that in the reported case ‘the changes of 
blood pressure were in no way due to the drug, and from 
the figures quoted were no more profound than occurs in 
other patients not receiving methonium compound. The 
preterminal hypertension was not unexpected in view of the 
ileus and fluid loss involved, and I would finally suggest 
that the biochemical changes are no different from those 
occurring in any case of ileus, irrespective of its cause, and 
in no, way directly related to the hexamethonium compound 
except that, if the bromide were used, the bromide ion would 
replace some of the chloride ion—I am, etc., 


Romford, Essex S. LOCKET. 


$ 


Sir,—We were interested to read the letter from Mr. W. A. 
Mackey and Dr. G. B. Shaw (May 26, p. 1205), reporting 
a death attributable to hexamethonium treatment. We would 
like to correct the statement, attributed to us, that in the 
fatal case which we reported (Lancet, 1951, 1, 585) death 
could be ascribed to “ paralytic ileus,” a phrase which did 
not appear in our letter. We stressed that the patient 
“entered an irreversible, progressive... 
state” without any prior evidence of a cumulative thera- 
peutic effect. 

Since our previous report we have seen another death 
resulting from the administration of a methonium compound. 
An elderly woman was admitted to a surgical ward as a 
suspected case of intestinal obstruction: she was a known 
hypertensive who. had been treated, without hospital control, 
by small doses of a pentamethénium product. Her vomiting 
settled rapidly, but hypotension persisted and death occurred 
48 hours after admission. 

We would like to draw'attention to the fact that in both 
our cases and in that reported by Mackey and Shaw the 
vomitus was bright green in colour; this curious 
phenomenon, may have some diagnostic value. It seems 
possible to us that cases of methonium poisoning are occur- 
ring in which the true nature of .the condition goes 
unrecognized. Unless specific inquiry is made into the 
question of previous drug treatment, the syndrome might 


well be regarded as a severe gastro-enteritis or an incom-' 


plete, intestinal obstruction, hypotension being attributed to 
“shock ” or dehydration. If hospital staffs are aware of the 

syndrome, diagnostic error may be avoided and effective 

therapy may be evolved——-We are, etc., 
Hemel Hempstead C. HIRSON. 

~ A. R. KELSALL. 


Enormous Ovarian Cyst ~ 


Sizn,—I_ was interested in Mr. V. B. Green-Armytage’s 
letter (May 19, p. 1145), and I venture to submit an 
interesting case of mine. 

A woman 86 years of age with a colossal cyst had been 
bedridden for 16 years, and the cyst had grown to a huge 
size. She refused operation because she thought it would 


~ 


hypotensive ` 


' example, 


kill her, and then became so uncomfórtable that she decided 
to have the operation in order`that it would put her out 
of her trouble. She was really nothing more than a small 
woman attached to an enormous cyst. It had to be propped 
up on either side, and she was very attenuated. I decided 
to operate, and made preparations. It was no good think- 
ing of a hospital or nursing-home, because the cyst was so big 
she could not be got through the door. I took an operating- 
table and intended to operate in her room, but when the 
operating-table was erected I found that, if she were put on 
it, to operate I would have to be somewhere near the electric 
light hanging from the ceiling, so the only thing to do was 
to do it on her bed. As in Mr. Green-Armytage’s cases, 
the operation presented no technical difficulties. The slow 
decompressing-tapping was performed and the fluid led into 
a zinc bath, which, as it got filled, was carried out into the 
bathroom and emptied. A careful count was made of the 
emptyings of this bath, and then a measurement was made 
of the amount of fluid that was put into the bath from time 
to time. It amounted to 22 gallons (100 litres). She made a 
very steady recovery, but when she came out of the anaes- 
thetic she refused to believe that she was alive. She thought 
that she had died and was a disembodied spirit because she 
could not feel her body. However, this was got over, and 
shortly after I was able to take her out for her first ride 
in a motor-car. Her progress was steady, and she hved 
until she was 103. She became rather like, Queen Victoria 
in appearance, for she put on weight, was round-faced, and 
was much looked up to by her friends. She was very proud 
of the royal telegrams that were sent to congratulate her 
on her age. She ended her life very happily, mainly being 
very well.—I am, etc., 


Newcastle-upon-Tyne. J. COLLINGWOOD STEWART. 


Kimmelstiel—Wilson Syndrome 


Sir,—I am indebted to Dr. G. F. M. Hall (May 19, p. 1144) 
for drawing attention to a misprint in my paper (April 28, 
p. 916. Group 1 (b) should read that Kimmelstiel-Wilson 
lesions are characterized by a pronounced degree of arteriolo- 
sclerosis affecting both the afferent and efferent arterioles. 
The illustration (Fig. 3) brings out this point. i 

The distinction between arteriolosclerosis and arterio- 
sclerosis drawn by F. T. Bell (Renal Diseases, 1946, London) 
was followed throughout. The purpose of the subdivisions 
of Group 2 and Group 3 was to bring out this difference. 
Most people will agree that hypertension of sufficient dura- 
tion is almost always associated with a significant degree of 
renal arteriolosclerosis. However, I did not use the term 
“ chronic hypertension ” which Dr. Hall has imputed to me 
No attempt was made to show that renal arteriolosclerosis 
and renal arteriosclerosis fell into distinct clear-cut groups. 
It was found that those with Kimmelstiel—Wilson lesions did 
fall into a distinct group which could be clinically differen- 
tiated from other forms of renal disease —I am, etc., 


London, W 12. I. C. GILLILAND 


Congenital Abnormalities _ 

Sirn—I am distressed to read Mr. G. C. Gordon’s 
letter (May 5, p. 1018)- containing unwarranted and ill- 
informed statements. He does gross injustice by misquoting 
me to begin with, and then adds insult to injury 
by asserting that I ‘have been inaccurate. It should be 
obvious to everyone that the boot is on the wrong leg. For 
I stated in my letter (March 31, p. 704), 
“Mr. Gordon will be interested to know that localized 
deformities or ‘ distortions,’ as he would prefer to call them, 


. can be induced in chickens with small doses of insulin (0.05 


to 1 [one and not six] unit) without any stunting of the 
general growth.” ` He says in his letter (May 5, p. 1018), 
“Subsequently he has denied this (March 31, p. 704), 
quoting the same dose of insulin (0.05 to 6 units)” Have I 
really done so? Would Mr. Gordon kindly check it up and 
find out for himself who is in the wrong ? 


a 
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Secondly, he has been unfair by omitting relevant parts 
of the two sentences he has quoted from my article (August 
12, 1950, pp. 385 and 389) and, worse still, by quoting them 
out of their contexts. Though it should have been obvious 
to anyone who has read the whole article that these two 
sentences deal with two different aspects of the subject and 
occur on two separate pages—namely, 385 and 389—yet 
Mr. Gordon does not explain their true contexts, as will be 
evident from the following quotation from his letter (May 5, 
p. 1018): “ He states (August 12, 1950, p. 385), ‘ The growth 
of the embryo as a whole is retarded to a degree varying 
with the dose of insulin’ (dose 0.05 to 6 units), and, ‘ By 
employing this technique I have observed that there is not 
only very marked stunting of the cartilaginous skeleton in 
the insulin-treated chick embryos as compared with the 
controls ...’”- In point of fact, the second part deals with 
the histological appearance seen in ‘ osteogenesis imperfecta ° 
induced by high doses of insulin which, as I have already 
mentioned, may result in stunted growth. If only 
Mr. Gordon had read the sentence which follows it 
(August 12, 1950, p. 389) he would not have pointed out 
an inaccuracy which existed only in his own imagination. 

I am simply amazed at the way in which Mr. Gordon 
tries to read between the lines and draws unwarranted 
inferences. For want of space I intend to refer only 
to one of several such examples I have come across in 
his letters. In my brief letter (March 31, p. 704) I have 
simply stated that localized deformities can be induced in 
chicks without any stunting of the general growth with small 
doses of insulin as well as with “similar” (small) doses of 
other substances such as “synthalin,” certain sulphonamide 
compounds, thallium salts, and 3-acetyl pyridine. I have 
not so far made any reference to the possible mode of action 
of any of these substances other than insulin, as Mr. Gordon 
seems to have misconstrued. The proper course for him 
should have been to wait until the appropriate articles are 
published and then launch his attack, if any necessity should 
arise after reading them. I do hope at least hereafter he will 
be fair enough not to misquote me or quote mutilated 
sentences out of their contexts, and thus save a lot of 
unnecessary and unpleasant correspondence. 

He quotes J. W. Ballantyne, and refers to the work done in 
the nineteenth century by Camille Dareste (by the. way, I 
would like to.remind Mr. Gordon first of all that it is Dareste 
and not Lariste, as he has mentioned in his letter, and, 
secondly, Dareste “used, almost solely, variations of tem- 
perature,” ‘as his teratogenic agent) and Charles Féré, in 
order to substantiate his contentions. I wish to quote a few 
sentences from the very book (Antenatal Pathology and 
Hygiene—The Embryo. J. W. Ballantyne, Edinburgh, 1904) 
from which he seeks support for his arguments. Far from 
strengthening his statement, the following remarks of J. W. 
Ballantyne will prove conclusively to any impartial reader 
that “the reliability of his [Mr. Gordon’s and not mine] 
statement is further weakened.” 1 


(a) “He [Camille Dareste] differentiated between hemi- 
terata in which the arrest of development was quite local 
and was due to a teratogenic cause of little intensity and the 
monstrosities proper in which it affected a whole region and 
was the result of a strong teratogenic influence” (p. 215) 
(my italics), 

(b) “ A conclusion of great value that followed upon the 
whole research [of Camille Dareste] was the similarity of 
the monstrosities met with in the chick and those found in 
the mammalian and especially in the human subject. In 
this fact Dareste found the germ of the hope that the causes 
active in the chick in teratogenesis might yet be found to 
apply also to the human subject, and this human tetralogy 
might likewise be elucidated ” (p. 216), 

(c) “Some substances which had a dystrophic effect in 
large doses had a eutrophic effect in small ones ; but in esti- 
mating such differences it was always well to bear in mind 
the individuality of the germ, so strongly insisted upon by 
Dareste as well as Féré” (p. 219) (my italics). 
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Mr. Gordon reminds me of Rip van Winkle, because ' 
he would rather remain in the dark in company witb 
the highly eulogized eggs of Féré in the nineteenth 
century than be enlightened by the incomparably more valu- 
able observations which have been made on experimental 
induction of congenital deformities not only in birds but also 
in mammals during the past decade. During my recent tour 
in the United States I was much impressed with some of the 
results which have already been achieved, in certain research 
centres in the field of experimental causation of. congenital 
abnormalities in mammals, and as most of these experiments 
are still in progress we may watch for‘equally yaluable 
results in the near future. Personally, I was gratified to find 
that some of my observations on insulin-induced skeletal 
abnormalities in chick embryos have been paralleled in 
Cincinnati by H. Lichtenstein, G. Guest, and J. Warkany 
(unpublished work), who injected suitable doses of insulin 
into pregnant rats at certain periods during gestation and 
induced skeletal abnormalities in the offspring.—I am, etc., 


Liverpool. P. K. DURAISWAMI. 


Sir,—During the course of the present correspondence 
on congenital deformities I have confined myself to facts 
proved and written about over the past 70 years by many 
writers .of considerable .repute who counsel great care in 
the application to human development of the results of 
gross experimental work on animals. I referred especially 
to that class of deformity which is probably the result of 
distortion of the normally growing foetus. 

The facts are incontrovertible and remain as stated. 

I have avoided so far as possible personal views and the 
personal approach and hope my letters have had some 
The’ mis-spelling of “ Dareste” was a 
typographical error, corrected by letter as soon as noted. 
I am, etc., 

Sheffield Gavin C. GORDON. 


* This correspondence is now closed.—Ep., BMJ. 


In Praise of Breast Milk 


$m,—For several years now I have carefully studied the 
faces, especially the jaws, of the Oxford-and Cambridge 
boat-race crews, and I think I can tell the winners before- 
hand. i 

My attention was first drawn to the subject in select- 
ing expectant mothers for antenatal exercises. The well- 
developed jaw and teeth seemed to be a guarantee of absence 
of. rickets, the presence of a well-developed pelvis, and 
promise of a normal confinement. 

I put this down to breast-feeding by a healthy mother, 
and consider that fresh human milk gives not only normal 
physical development, but endurance, personal courage, and 
an unrivalled toughness of both body and brain never 
attained by the bottle-fed. If inquiry be made, outstanding 
athletes, boxers, runners, and footballers will be found to 
have been breast-fed—that is, on living human milk. 
Farmers and breeders of cattle or race horses know this 
well: the artificially fed lacks both spirit and endurance, 
and if a female makes but a poor mother whole races sink 
and go to the wall directly bottle-feeding becomes general. 
Did the bottle-fed ever win a campaign? Our great leaders 
of the past were fed on fresh human milk (not necessarily - 
their own mother’s milk), and it is endurance of mind and 
body one should look for in the adult. 

Much interesting matter presents itself for research. The 
rise and fall of whole communities due to the lack of out- 
standing leaders of men, the decrease in mental ability in 
a nation, the poverty of individual effort, the sheep-like 
following of any regime promising comfort and security, 
are typical of human life where growth and development 


depend on artificial means~—I am, etc., 
London, N W 11. KATHLEEN VAUGHAN. 


‘ 
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Obituary 








J. G. “MARTIN, M.D. 


Dr. J. G. Martin, late honorary physician to King 
George V, died at his home in Liverpool on May 18, 
aged 76. 

John Graham Martin was born in Liverpool and 
_educated at the Royal Institute and Liverpool Uni- 
versity College. He graduated M.B., Ch.B.(Vict,) in 
1896, proceeding to the M.D. of Liverpool University 
some years later. After working as a house-surgeon 
in-the Liverpool Royal ‘Infirmary he took the post of 
a ship surgeon; and then showed for the first time what 
was to prove to be his constant devotion to National 
Service by volunteering as a civil surgeon to the South 
African Field Force during the Boer War. For a short 
time he was a prisoner of war in the hands of the Boers. 
He received the South African Medal with four clasps. 
He returned to general practice in Liverpool, and, no 
doubt mspired by his earlier experiences, he joined the 
Volunteers and was appointed surgeon lieutenant to the 
2rd Volunteer Battalion of the King’s Liverpool Regi- 
ment. When the Territorial Army superseded the 
Volunteers this battalion was renamed the 6th Battalion, 
The King’s Liverpool Regiment—the Liverpool Rifles— 
a battalion of the highest standing and repute in the 
city. On the outbreak of the first world war he went 
to France with his battalion in 1914, serving then as a 
major. Those who were with him at that time will 
remember with special gratitude his work during the 
first German .gas attack on Ypres. His was the only 
regimental aid post actually in the town, being situated 
in the old casemates. Martin gave assistance to soldiers 
and civilians alike and saved many lives. Doubtless he 
would have wished to continue service with his regi- 
ment, but his abilities were recognized and he was called 
upon to become, first, acting D.A.D.M.S. 55th Division 
and then D.A.D.M.S. 5th Division. In 1917 he was 
appointed to command the 58th C.C.S. 

After the war, when the Territorial Army was 
re-formed, he became A.D.M.S. of the 55th (West 
Lancs) Division. He held this appointment for eight 
years, working hard to rebuild the R.A.M.C. units of 
the Division, and he finally retired at the end of 1928. 
He had been awarded the Territorial Decoration, and 
in 1927 he was appointed honorary physician to King 
George V. The esteem and affection in which he was 
held by his brother officers were reflected in his appoint- 
ment in 1936 as honorary colonel of the R.A.M.C. units 
of the 55th (West Lancs) Division. He died after a 
long illness, and is survived by his wife and one son, 
Captain H. N. G. Graham Martin, whose service in 
the Regular Army was a source of great pride and 

_ pleasure to his father. 

A. A.G. writes: The details of Martin’s voluntary 
military service give measurable evidence of the devo- 
tion and worth of his work in that sphere, but there is 
no similar means of recording: all that he achieved as 
a family doctor. He was indeed the trusted and beloved 
adviser of very many. His gift for friendship, his keen 
sense of humour, and his warmth of heart endeared him 
to all who came in contact with him. His patients and 
their relatives have good cause to recall with gratitude 
his close attention to all the details of medical care. 
His qualities were recognized by his colleagues, who 
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elected him, to the council of the Liverpool Medical 
Institution for two periods, to the vice-presidency in 
1929, and to life membership in 1946. 

Professor Charles Wells writes: Graham Martin was 
‘a man to whom life and service brought official responsi- 
bilities and public honour. It will, however, be as a 
family doctor that so many of his old friends and 
patients will remember him. There is no rank and 
no seniority among medical practitioners, but it is fair 
to say that he was a doyen of general practice at a 
time when general practice itself was at its peak. He 
delighted in caring, for his patients. His characteristics 
were kindliness, humour, shrewd wisdom, and a con- 
stant readiness to seek help and advice. In his last, 
long illness he always greeted his many visitors with a 
chuckle and a joke. He had always seen to the cheerful- 
ness of the sickrooms of others and there was nothing 
depressing about his own. He'took pleasure in the 
happiness of his family and of others. His proper sense 
of enjoyment and fun abided with him to his last 
moments. They were of the essence of his spirit: no 
one can doubt that, indeed, he did delight in caring for 
his patients. 


w. C. SOMERVILLE-LARGE, M.B., F.R.C.S.L 


Mr. W. C. Somerville-Large, senior honorary surgeon to 
the Adelaide Hospital, Dublin, died in Dublin on May 1. 

William Collis Somerville-Large studied medicine at 
Trinity College; Dublin, and graduated M.B., B.Chir., 
B.A.O. in 1925" He quickly made a name for himself 
as a surgeon, and took the F.R.C.S.I. in 1927. Hus chief 
interest was in orthopaedic surgery, though foremost in 
his affection and loyalty came the Adelaide Hospital, to 
the staff of which he was elected early in his career. He 
was also on the staff of the Incorporated Orthopaedic 
Hospital of Ireland and of several children’s homes. 
During the second world war he served with distinction 
in the R.A.M.C. from 1940 onwards. In 1945 he was 
adviser in surgery to the Persian and Iraqi Forces. His 
contributions to the medical journals on the development 
of an orthopaedic service in Ireland were practical and 
full of sound sense. He was an examiner in the final 
fellowship examination of the Royal College of Surgeons 
of Ireland. 

Mr. Nigel Kinnear writes: Col Large was a man who 
made an immediate, strong, and lasting impression on 
all he met—particularly for his great physical and 
mental energy. Allied to this was a marked personal 
charm and a violent abhorrence of anything sugges- 
tive of ostentation. It is no wonder that he was‘a 
leader and that he inspired affection and emulation. 
Students and nurses vied with each other to serve him: 
His work was characterized by critical clearhoadedness 
and that slight ruthlessness which orthopaedics demand. 
His ward rounds were conducted at whirlwind speed, 
and they left a trail of laughing, refreshed, and encour- 
aged patients. He was readily capable of jerking a man 
out of self-pity or sullenness. 

Teaching delighted him. He was a good teacher, 
clear, dogmatic, and convincing. His teaching was 
indeed so popular that the size of his classes necessi- 
tated their being held in the hospital board-room. 
Particularly good was his teaching of more senior 
pupils. He had that rare fortitude which enables the 
senior to assist the faltering junior without obtrusive- 
ness. Always he maintained his junior’s interest by 
pressing him on to something new and by never treat- 
ing him merely as a drudge to do the routine work. 
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Decided on a course, of action, he proceeded bald- 
headed. In doing so he could be impatient, and what 
in Ireland, we call “contrary.” I think he had early 
recognized that the man with singleness of purpose and 
no doubts is the man who gets things done. 

Large freely admitted that his Army career was 
complicated by the fact that he himself was “ un- 
Army.” The general necessity for formality and detail 
he well understood, but when it became apparently 
an end in itself he could not stomach it nor make the 
appearance of stomaching it. He refused the rank of 
brigadier, probably because he knew that it would 
divorce: him from clinical work. Yet his ability, his 
enthusiasm, and his powers of leadership were well 
recognized. His energy was inexhaustible, and he re- 
joiced in the hardest manual Jabour. Despite a large con- 


sulting practice, carpentry, building, and ploughing kept ` 


him at the height of physical condition. While in 
Trinity he played in the first hockey XI and later for 
Three Rock Rovers, going on tours to England with 
the Buccaneers. Perhaps it was the sea’s challenge to 
his physical strength and endurance that. made him so 
keen on ocean cruising. Yachting, and indeed all 
matters pertaining to boats, enthralled him. He could 
never resist a shipbreaker’s yard, and his home 
exhibited many of his “ finds.” 


He loved entertaining, as his friends loved his hospi- ` 


tality. Early in the nineteen-thirties Large bought a 
tiny sea-girt island in the estuary of the Kepmare river. 
Here he found his greatest interest and happiness. Here 
were his boats, his sea-fishing gear, and here he loved 
to entertain his friends, professional and otherwise, from 
all over the world. At all holiday periods he would 
rush off “to the island,” and, working there with his 
family, his brothers, and his friends, he transformed it 
into a place of real physical beauty and a source of deep 
unforgettable happiness to very many. Our deepest 
sympathy is extended to his widow and sons. 


G. M. STEPHEN, M.B. 


Dr. A Beck writes: Dr. Stephen’s passing is felt as 
a deep personal loss by the whole staff of the laboratory 
in which he worked. His gentle kindness and wise 
counsel won him many friends. The courage with 
which he bore his physical incapacity aroused the 
sympathetic admiration of all who came in contact with 
him, It was characteristic of his personality that despite 
the limitations his illness imposed on him he continued 
to take an active part in the life of the laboratory until 
a few days before his death.. He maintained to the end 
his gentle humour and his appreciation of the richer 
-things of life. (An earlier obituary notice was published 
in the Journal of May 12.) 


` 


` 


‘Members of the Association who are old enous to have 

. taken part in the stirring events connected with the National 
Health Insurance struggle of 1911-13 will hear with regret of 
the recent death of Dr. ALEXANDER CHARLES FARQUHARSON 
in London, aged 87. It is some years since he went into 


retirement, but the writer remembers him well as an attrac- - 


tive personality of great energy and wide interests, not the 
least of which was his work for the British Medical Associa- 
tion, After a successful career as a student at Glasgow 
University, where he was one of the founders of the 
Students’ University Union and the Students’ Representa- 
tive Council, he took his M.B., C.M. (with commendation) 
in 1899, proceeding M.D. in 1891, and taking the B.Sc. in 
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1894 and the D.P.H.(Cambridge) in 1890. He built up a 
large practice at Spennymoor, County Durham, and was 


-for a time on the county council. A keen Territorial, as 


a major he was D.D.M.S. for Northern Command during 
the 1914-18 war. From 1918 to 1922 he was Liberal M.P. 
for North Leeds. After losing his seat he went, back to 
practice for a few years.’ His Association record was an 
impressive one. He represented his Division in the Repre- 
sentative Body in 1906; and afterwards, from 1911 to 1921, 
except for one or two short intervals, he was a member of 
Council and did a full share of committee work. A good 
speaker, with wide experience of many kinds (he was a 
barrister-at-law of the Middle Temple) and possessing a fund 
of strong‘common sense, he was always heard’ with atenton 
and was well liked by his colleagues.—A. C. 
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HOSPITAL FINANCE 
Unwieldy Centralization 


In the House of Lords on May 30 Lorp ReApina suggested ` 


an inquiry into the administration of the finances of National 
Health Service hospitals. He noted that Mr. Marquand 
had asked for suggestions for economies. ere was no 
suggestion that the services rendered by hospitals should 
be reduced’ or that patients should be compelled to make 
greater financial contributions. He reminded the House 
that the Chancellor of the Exchequer in his recent Budget 
statement had declared there was no longer any source from 
which economies could be made. It was in the hope of 
being able to rescue Mr. Gaitskeli from that attitude of 
defeatism that he thought the House should inquire into 
the working of the hospital services. It was possible that 
by a revision of the financial system-substantial retrench- 
ment could be affected. The original 1951-2 estimate made 
for hospital and specialist services, which could not be’ dis- 
entangled, had soared to something like £285m. In the 
White Paper issued in 1946 on the National Health Ser- 
vice, regional boards and management committees had ‘been 
promised a high degree of independence and as mitch 
financial freedom as general principles of Exchequer 
responsibility made possible. It was now required that 
there should be estimates by individual hospitals, sub- 
mitted to the hospital management committee which was 
responsible for a group of hospitals. These estimates had 
to be examined and revised by the committee, then by the 
regional board, and -thereafter transmitted to the Ministry 
for further examination and ultimate approval with or 
without reduction. Each hospital had to prepare its 
financial estimate for the year ynder, some 40 different 
headings in the early autumn, and it then made its way: 
by devious routes to the Ministry. In the following 
September, half-way through the financial year, a revised 


‘estimate had to be submitted under separate headings. 


Final approval of the account for the year was not 
given by the Ministry until a Statutory Order had taken 
place. - 

Last year there had been refinements and additions to the 
requirements of the Ministry in this matter of estimates. 
A ceiling had been imposed on the amount which the hospi- 
tal Service was to cost, with arbitrary reductions in esti- 
mates. It also brought a new procedure whereby every 
month accounts had to be submitted to the Ministry show- 
ing whether under any heading the original estimate was 
‘expected tovbe exceeded, and also showing what had been 
spent, what had been ordered, and what awaited payment 
and the appropriate estimate for that heading. One of the 
difficulties in dealing with hospital costs was that there was 
no uniform costing standard. 

Before the National’ Health Service started the Ministry of 
Health was not concerned with the economic aspect of hospi- 
tal administration. It was a burdensome and embarrassing 

os, 


| 


+ 


1336 June 9, 1951 


MEDICAL NOTES IN PARLIAMENT ` 


Barwa 
MEDICAL JOURNAL 











task for it to deal with a multiplicity of subdivided 
headings of accounts sent up by hospitals and to criticize 
_the estimates submitted by those in daily charge of hospitals. 
He suggested there should be some interchange between the 
Ministry of Health and those responsible for day-to-day 
administration in hospitals, so that each could learn the 
problems confronting the other. Human nature being what 
it was, if hospital management committees knew that an 
estimate would be reduced they would start with a pre- 
cautionary inflation. Under the present system no allow- 
ance was made for changed circumstances. If a hospital 
found that it had to produce a bigger sum for wages or to 
take on more porters it had to make corresponding reduc- 
tions in other equally ‘essential services. Allocation through 
the hospital group committee was one which covered all 
the hospitals in the group, and if one hospital succeeded in 
saving there wag no guarantee that.the money saved would 
be at its disposal. The result was that the money was 
filched from the saving hospital and thrown into a careless 
hospital. That was a serious defect of the system. At the 
end of the financial year any money saved had to go back 
to the Treasury. What happened was that hospitals which 
had money in hand towards the end of the financial year 
looked round for something to spend it on rather than hand 
it back to the Treasury. If the articles ordered were not 
delivered by the end of the financial year they could not be 
paid for out of the money saved and the hospital was 
burdened with this expenditure in the next financial year. 
The weakness of the whole existing system was that it was 
centralized, rigid, wasteful, and divorced the responsibility 
of those who paid out the money and of those who pro- 
vided it. It had departed a long way from the system 
outlined by the Minister in the early days of the scheme. 
Lord Reading remarked that the year-by-year planning was 
one of the great difficulties and it was hard for a hospital 
to confine its programme to that period. Possible alterna- 
tives were a block ‘grant system such as had been estab- 
lished under the Local Government Act, 1929, or one over 
a period of years such as was now applied to universities, 
or some formula worked out on the cost of the individual 
treated as out-patient or as in-patient over a period of time. 
Lord AMULREE said he felt that it was right to impose 
some kind of ceiling on National Health Service expendi- 
ture. Parliament must be careful, however, to make sure 
that the economies were genuine. Money could be saved 
by shutting down hospital wards or by cutting hospital 
staffs, but a second-rate service would result. He supported 
Lord Reading’s plea for an independent committee to inquire 
into the cost of hospital services. Lord Amulree quoted an 
assurance given in the use of Commons on May 1, 1946, 
by the Parliamentary‘Becretary to the Ministry of Health, 
who said there would not be central control over the detailed 
items of financial expenditure. So far as Lord Amulree 
could see there was now central control over financial 
expenditure. It was difficult to find a convenient yard- 
stick to’ cover all types of hospital. A teaching hospital in 
London would obviously require more money proportionally 


to its patients than would some small cottage hospital in‘ 


the country. He felt it should be possible to decide the 
cost of in-patient and out-patient treatment in these various 
types and for each hospital-to be paid a capitation fee. 
There was a good precedent for that in ‘the capitation fee 
paid to general practitioners. Such a system would ensure 
that hospitals tried to achieve a reasonably quick turn-over 
of their beds. Block grants appeared to Lord Amulree to 
be a good way of financing hospitals, because they were 
subject to a five-year revision, making it possible to plan 
beyond March 31 of the current year. If a hospital had 
a longer period to think about its patients and what it 
required that would result in a more easily run service. 


Present System Justified 


Lord SHEPHERD said the Government welcomed the debate. 
There were few institutions where better arrangements were 
an force than in hospitals to govern the finances which had 





to be found by the taxpayers or by the customers. The 
Government had to “administer the hospital service accord- 

ing fo law. Much now complained of in the management 

of the hospitals was inevitable ; Parliament would not agree 

to any change which would allow great blocks of money to 

be voted without full knowledge of their purpose, and 

details given to the Chancellor and the Minister of Health - 
must be great enough for them to be able to tell Parliament 

how much money was wanted. The Minister of Health 

best learned the views of the hospital authorities through 

the estimates they put before him year by year. In the: 
discussion which followed they had the opportunity of 
winning over the Minister, but that could not be possible 

unless fe had detailed information. 

The reason for hospital management committees having 
to give a record of receipts and expenditure for each previ- 
ous month was rearmament and the need for spending vast 
sums of money on it, Parliament had therefore to find 
ways and means by which normal expenses could be kept 
down, and the hospital. authorities had to take their share. 
The working of the priority- system would be impossible if 
a block grant were applied for. He explained that balances 
existing at the end of the year in the hospital services were . 
not balances of cash, and that if the full allocation was not 
spent it was not returned but merely lapsed. The present 
tendency to spend the balances was encouraged by regional 
boards and to some extent by the Minister, because prices 
were rising and the danger was that if expenditure was left 
until the following year they would be much higher. Lord 
Shepherd did not think that on the basis of the day’s 
speeches a case had been made out for appointing a 
committee of inquiry. In addition to the Public Accounts 
Committee, ‘the Estimates Committee was now active in 
investigating! expenditure upon the hospital service; and 
provided the kind of investigation for which Lord Reading 
asked. 

He went on to deal with the question of a costing sys- 
tem. The Central Health Services Council had been much 
interested in this, on a hed basis. Departmental accounts 
based on the circumstances of individual hospitals would 
be prepared during the present year for 108 hospitals of 
different types controlled by four boards of governors and 
nine hospital management committees. The Government 
was finding out whether the costing system could be applied 
all round, but hospital conditions varied so much that a 
general system might not be practicable. 


, 


Wards Used as Offices 


Lord Wess-JoHNSON was surprised that Lord Shepherd,. 
representing the Government, should be so touchy about 
the anxiety expressed by Lord Reading. The impression 
that some of the colossal sum being spent was wasted should 
cause anxiety to those responsible for public funds. Lord 
Shepherd had not told the House that the King Edward's 
Hospital Fund and the Nuffield Provincial Trust at an early 
stage in their investigations decided that a costing system 
was essential. The system must be applied to departments, 
to dispensaries and wards, and to showing the difference in 
cost when any change was effected in administration or 
service. Both organizations had concluded that costs could 
be lowered and the service improved. There was a good 
deal to be said for having a ceiling and a good deal to be 
said for a quinquennial estimate. The running of the group 
hospital management committees required careful examina- 
tion. Every pound wasfed in administration was taken away 
from the patient. Accommodation used for offices of 
hospital management committees was often suitable for 
patients. In some cases these committees with their 
administrative officers had .been installed in what had been 
active wards, and in other cases new wards could not be 
opened because they were full of offices. Many patients 
who were anxious to pay for themselves could not 
to-day afford to do so because the charges in the private 
wings were based on general hospital costs, which were so 


« high. 
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Lord STAMP said the cost of the large secretariat added 
to the expense of the Health Service. Safeguards to ensure 
-wise spending could be provided by regular inspection of 
hospital accounts by Ministry officials. 

Lord Hapen-Guest thought the whole debate would have 
been put more in perspective if Lord Reading 12d made 
reference to the general medical practitioners’ service. If 
the hospital service was considered as‘the main feature of 
the health scheme a wrong impression was given. Lord 
Reading would remember that grotesque: over-expenditure 
and bad conditions had been well known in many hospitals 
in the bad old days when there was no, hospital centraliza- 
tion. Since the National Health Service came into existence 
remarkable results had been produced in the health condi- 
tions of the country. Whereas under the panel system 
20,000,000 people were entitled to receive medical aid, 
under the National Health Service there were 43,000,000 
Women and children were going to doctors and hospitals, 


and their improved health had a marked effect on the’ 


national physique and expectation of life. Lord Reading 
had not mentioned, the consultant service. The consultants 
who before the National Health Service were largely concen- 
trated in the towns were now spread over the regions. This 
“was part of the planning carried out by the: Ministry of 
Health and was replacing the planning of individual hospitals. 
Each hospital could plan a good deal more if it worked 
more closely with the Ministry through the hospital manage- 
ment committee and through the regional board. Lord 
Haden-Guest thought there was room for improvement in 
methods of administration and that some of its costs could 
be cut. Parliament would not be going in the right direc- 
tion if it set up a committee to overhaul this very young 
system. The Nuffield and King Edward Trusts- would do 
a useful service in their costing experiments. The Health 
Service did not exist to keep perfect accounts but to give 
the best service. 
Lord Reaping then withdrew his motion. 








Universities and Colleges 








. UNIVERSITY OF CAMBRIDGE 


Sir Lionel Whitby, ‘Master of Downing College and Regus, 


Professor of Physic in the University, has been élected Vice- 
Chancellor of the University for 1951-2. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Reciprocity of Primary examinations for the Fellowship has been 
arranged between the Royal College of Surgeons of England, the 
Royal College of Surgeons of Edinburgh, the Royal College of 
Surgeons in Ireland, and the Royal Faculty of Physicians and 
Surgeons of Glasgow. Reciprocity became effective from June 1, 
1951; that is to say, candidates who pass the Primary Fellowship 

examination of any one of the four corporations-after that date 
+ will be permitted to proceed to the Final Fellowship examination 
of any of the four corporations, subject to complying with the 
regulations. A pass in the Primary Fellowship examination 
before June | does not entitle a candidate to the benefits of 
reciprocity. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At an extraordinary meeting of the College b held on May 29, with 

‘Mr, W. Quarry Wood, President, in the chair, Sir Gordon 
Gordon-Taylor and Professor George Grey Turner were admitted 
Honorary Fellows of the College. 


UNIVERSITY OF LONDON 


A Special University Lecture in Medicine on “ Male Fertility ” 
will be delivered by Dr. Edmond J. Farris, Director of the Wistar 
Institute of Anatomy and Biology, Philadelphia, U S.A., at the 
Westminster Medical School (Meyerstein Lecture Theatre), Horse- 
ferry Road, London, S.W., on Monday, June 18, at 5.30 pm. 
Tho lecture is addressed to students of the University and to 
others interested in the subject. ,Admission is free, without 
ticket. 3 
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: Quarterly Report for Eire 
The birth i:ate during the fourth quarter, of 1950 was 19.3 
“per 1,000 ; this rate was 1.1 below the average for the five 
preceding December quarters. The infant mortality rate 
was 41 per 1,000 registered births compared with 58 in 
1949 and 50 in 1948. The general death rate was 12.2. 
being 0.1 above the rate for the preceding December 
quarter. 400 deaths were registered from pulmonary tuber- 
culosis and 91 from other forms of tuberculosis; these 
totals- were 20 and 5, respectively, fewer than in the fourth 
quarter of 1949. Deaths from infectious diseases included, 


55 from gastro-enteritis (under 2 years), 36 from influenza, - 


11 from whooping-cough, and 10 from measles. Two deaths 
were attributed to diphtheria. 

For the whole year the birth rate was 21.0 per 1,000, 
being 0.4 below the rate for 1949. The infant mortality rate 
was 45 per 1,000 registered births compared with 51 in 1949 ; 
the rate in 1950 was the lowest ever recorded in Eire, ‘The 
general death rate was 12.6 per 1,000 and was 0.1 below 
the rate for 1949, 1,860 deaths were registered from 
respiratory tuberculosis and 493 from other forms of tuber- 
culosis ; these were, respectively, 251 and 47 fewer than in 
the preceding year. Deaths from the principal infectious 
diseases included 307 from influenza, 256 from gastro- 
enteritis (under 2 years), 60 from whooping-cough, 31 from 
measles, and 23 from acute poliomyelitis. Five deaths were 
recorded from diphtheria during the year , 


Week Ending May 26 
The notifications of infectious diseases in Englànd 
and Wales during the week included: scarlet fever 933, 
whooping-cough, 3,002, diphtheria 43, measles 19,189, 
acute pneumonia 613, acute poliomyelitis 30, dysentery 
689, paratyphoid fever 15, and typhoid fever 5. Deaths 
from influenza in the great towns numbered 11. 


Census Population in Scotland 
~ According to provisional figures obtained by the Registra: - 


General for Scotland at the recent census, and given in a . 
Parliamentary reply on May 30, the total population of 


Scotland is 5,095,969, of which 2,434,749 are males and 
2,661,220 are females. The population has increased 5.2% 
since 1931. The county with the largest increase since 
1931 is Kincardine, with a population increase of 18.8% 
It is closely followed by Moray, with an increase of 
18.1%. The county with the largest decrease since 193] 
is Sutherland, whose population fell by 15.1% ; next to it 
comes Caithness with a fall of 11.5%. Among the burghs 
Dunfermline shows by far the largest increase since 1931, 
it is 275%. Next to it is the burgh of Inverness, with an 
increase of 19.4%. In only three’ of the 20 burghs has the 
population declined, the largest decrease being 5.1% in 
Clydebank. _ i 
s Smallpox Not Confirmed 


In the Journal of May T2 (p. 1089) it was reported that 
a student from Bombay had been admitted to the isolation 
hospital at Marseilles from 3.8. Ranchi as a case of modified 
smallpox. The original diagnosis has not been confirmed 
and laboratory investigations have proved negative 


Quarterly: Report for Northern Ireland 


The birth rate during the third quarter of 1950 was 20.7 
per 1,000 and was 1.3 below the average ofthe five preceding 
September quarters. The infant mortality rate was 36 per 
1,000 registered births and was 9 below the average of the 
five preceding third quarters. The general death rate was 
9.4 per 1,000, ‘being 0.4 below the five years’ average. 

Deaths from pulmonary tuberculosis numbered 108 and 
deaths from other forms of tuberculosis 34-; these were 54 
and 14, respectively, below the average for the third 
quarters of ‘the five preceding years. Only 41 deaths were 
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attributed to the principal infectious diseases compared with 
an average of 92. Of the 41 deaths 30 were due to in- 
fluenza. No deaths were recorded from diphtheria. 


Infectious Diseases 

During the week ending May 19 the incidence of infec- 
tious diseases declined in England and Wales. The largest 
falls in the number of notifications were measles 1,548, 
whooping-cough 640, and dysentery 279. 

A small decline was recorded in the incidence of scarlet 
fever, but the only variafion in the focal trends of any size 
was a decrease of 30 in the number of notifications in 
Lancashire. The largest falls in the number of notifications 
of whooping-cough were Warwickshire 98, Kent 73, and 
Devonshire 47. The number of notifications of diphtheria 
was 7 fewer than in the preceding week ; a decrease of 3 
in Lancashire was the chief feature of the local returns. 
The largest falls in the notifications of measles were 
Buckinghamshire 208, Surrey 201, and London 180, while 
the largest rises were Devonshire 232, Sussex 166, and 
Suffolk 68. f 

Four cases of acute poliomyelitis were`reported in War- 
wickshire (Coventry C.B. 4) and in Kent (Chislehurst and 
Sidcup U.D. 2, Orpington U.D. 2). 

The notifications of dysentery were the lowest for 25 
weeks. The largest decline during the week was 94 in 
Lancashire. The largest returns were London 142, Lan- 
cashire 98, Middlesex 44, and Yorkshire West Riding 43. 

In Scotland an increase of 43 occurred in the number of 
notifications of acute primary pneumonia, due to a rise in 
the western area, 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures for 1951 
thus . - Except for the curves showing notifica- 
tions in 1951, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Conference of Prison Medical Officers 
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MEDICAL NEWS 


The annual conference was held at the Home Office on | 


May 25. It was opened by Mr. L. W. Fox, chairman of the 
Prison Commission, and at the morning session Dr. Charles 
Newman, dean of the London Postgraduate Medical School, 
gave an, address on “ Advances in Medica]. Treatment.” - In 
the afternoon papers were read on the following subjects : 
“Some Difficult Borstal Boys,” by Dr. J. L. Brown ; “ Some 
Observations on the Recidivist at Parkhurst,’ by ‘Dr. Ian 
Angus; and “ Drunkenness as a Defence to a Charge of 
Murder,” by Dr. J. C. McI. Matheson. 


Churches’ Council of Healing 

A series of lunch-time addresses between May 17 and 
September 27 have been arranged by the Churches’ Council 
of Healing in connexion with the Festival of Britain at 


St. John’s, Waterloo Road, S.E.1. It is hoped to interest over- . 


seas visitors and make the movement more widely known in 


this country. The council and the British Medical Associa- , 


tion want to secure fuller co-operation between those engaged 
in the spiritual and medical aspects of healing. The first 
speaker was the Bishop of Ely, who spoke of the ministry 
of healing practised within the Church to-day; Dr. E. E. 
Claxton, an assistant secretary of the B.M.A. and a mem- 
ber of the council, will give a talk on June 23 on the 
“ Highest Possible Level 'of Health.” Other speakers will be 
‘Dr. Burnett Rae, a psychiatrist and vice-chairman of the 


council, Godfrey Mowatt, J.P., and the Rev. J. Crowlesmith. 


Details may be had from the Church ‘Information Board, 
Church House, Dean’s Yard, Westminster, S.W.1. 


Dedication of the Barclay Room 

- Many friends of the late Dr. A. E. Barclay attended the 
British Institute of Radiology.on May 17, when a ceremony 
was held to dedicate a room in the Institute to his memory. 
Mrs. Barclay was present. The president, Dr. Richard 
Fawcitt, opened the proceedings, and a, speech was made 
by” Brigadier D. B. McGrigor. Mrs. Barclay, escorted by 
the president, then went to the Barclay Room, which she 
unlocked with a gilt key. After unveiling a portrait of 
Dr. Barclay, Mrs. Barclay thanked the president, Brigadier 


McGrigor, and members -for this expression of their affec- 


tion and regard for her late husband. ; ws 


COMING EVENTS 

Festival Lecture , 
The title of the ‘Festival Lecture, which Sir Henry Dale 
will give at 6.30 p.m. on June 20 in the Great Hall of B.M.A. 


- @ixstrrure OF DERMATOLOGY, ak 


House, Tavistock Square, London, W.C.1, will be “ Medicine 


Yesterday and To-morrow.” Admission will be by ticket, 
obtainable from the Public Relations Officer, B.M.A. House. 


Festival Scientific Meetings 
There is still accommodation available for the. following 
meetings: 
Date and Time : Subject 
Monday, June jl, 230 p.m... Ophthalmology 


+ 


Plastic Surgery 
. The Decline of Infant Mortality 
Orthopaedics 
The Diagnosis and Management 
of Early Mental Disorders 
Tropical Medicine : 
Reactions in General Practice to 
Scientific Advances” 
Wednesday, June 27, 4.30 p.m. Epidemiology’ 
Monday, July 9, 4 p.m. . Odontology 
Members wishing to obtain tickets for any of the above 
meetings are advised to apply as early as possible to the 
joint secretary of symposia, B.M.A.- House, Tavistock 
Square, London, W.C.1. All other symposia are full (for 
programme see Journal, June 2, p. 1277). 


Tuesday, June 19, 10 a.m. 
Friday, June 22, 2.15 p.m. . 
Tuesday, June-26, 10 a.m. . 


Tuesday, June 26, 4.30 p.m. .. 
Wednesday, June 27, 10 a.m. 


i 
X 





k3 
Benjamin Ward Richardson Lecture 

“The Report of the Interdepartmental Committee on the 
Inspection of Meat” will be the subject of the Benjamin 
Ward Richardson Lecture to be given by Mr. G. R. Oake, 
chairman of the Interdepartmental Committee on the Inspec- 
tion of Meat, at the Royal Sanitary Institute on June 20 at 


2.30 p.m. Sir Wilson Jameson (vice-president) will be in 
the chair. 


Course in Medical Teaching 

The Postgraduate Medical School of London is arranging 
a conference-course in teaching -methods for postgraduates 
of the School, where the course will take place on June 22 
and 23, from 9.30 a.m. to 3.30 p.m. On the first day talks will 
be given on,“ The Aim and Intention of the Medical Teacher,” 
“The Technique of the Formal Lecture,” “The Technique 
of the Lecture-Demonstration,” and “The Technique of 
Bedside Instruction.” The subjects for the following day 
will be- “The Contribution of the Younger Teacher to 
Medical Education,” “The Teaching of Clinical Methods,” 
“The Technique of Teaching in the Out-patient Depart- 
ment,” “Pictorial Teaching,” and “The Introduction of 
Young Graduates to Research.” Admission will be by 
ticket only, and application should be made to the secre- 
tary, Postgraduate Medical School, Ducane Rond, London; 
W.12. 


Medica) Association for the Prevention of War 

A general meeting of the association, following the meet- 
ing already reported (April 7, p. 769), will be held in the 
Lecture Hall of the Royal College of Surgeons, Lincoin’s Inn 
Fields, W.C.2, to-day, June 8, at 8.30 p.m. for the discussion 
and adoption of the rules and policy and for the election of 
officers. Until the next general meeting has taken place 
there can be no official membership, but doctors who are 
interested are invited to write to the acting secretary, 
Dr. Richard Doll, 24, Lansdowne Road, London, W.11. 


SOCIETIES AND LECTURES ' ‘ 


A fee is charged or a ticket is required_for’ attending lectures 
marked @. Application should be made ars to the ee 
concerned. 

Monday - 


EDINBURGH UNnrversiry.—At Physiology Class Room, June 1, 
5 p.m., “ The Specialist Centrifuge,” by Dr. Douglas Guthrie 


Tuesday i 
Leicester Square, 
ex Hormones in 


ospital Square, 
ereditary N Neurologic 


Diseases,” by Professor 


London, Ww.C.—June se 
“Dermatology” by Dr. D Williams 
INSTITUTE OF NeuROLOGY, National Hos 
London, WC.—June 12, 5 p.m 
Diseases Associated with Certain Eye 
Torsten Sjégren (Stockholm). 
Royal COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields, 
London, W.C.—June 12, 5 p.m., “The Lymphatic System (a 
film),” Arris and Gale Lecture by Professor J. M Yoffey. 


Sr. Mary’s Hospita, MepicaL SCHOOL: WRIGHT-FLEMING 
Deas OF, _Microsiotoay, Paddington, London, W. June 


PIL, 


pa ouseepribiliy and Jenny in Tubercidosis,” 

eet Wright Lecture by D 4 

West END Hosrrrat FOR Neen: ‘Diszases as bone 
Lane, London, W.—June 12, 2.30 p.m. “ Radiologica Tech- 
niquer, clinical demonstration in neurology by Dr. Douglas 

ordon, 

@Wesr Lonpon HosrrraL Menca ScHOoL. A A, Chandos 
Street, London, W., June 12, 8 30 “ Outstandin 
Problems of Burns and Scalds,” Fourth jen Simpson Smi 
Memorial Lecture by Dr. Leonard Colebrook, ERS ‘ 


Wednesday s 

@INSTITUTE OF E es OOY an Street, Leicester Square, 
London, W.C.—June ‘Medical Mycology— 
Trichophyton Tafecnens,” byt Dr R wW R 

Insriru™e or Psycriatry, Maudsley Ma Denmark Hin, 
London, S.E.—June 13, om a The Heredity of_Pick's 
Disease and other Presenile onditlons,” by Professor Torsten 
Siógren (Stockholm) 


Lonpon Untversiry.—At University College (Anatomy Theatre),, 
Gower Street, W.C., June 13, 530 pm., “Ongin and eee 
Evolution of the Primates, s Specia) University Lecture 
Human Anatomy and Morphology by Dr. G. 
(American Museum of Natural History. 


` 
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RoyaL Sanrrary Institute, 90, Buckingham Palace Road, 
London, S.W.-—June 13, 2.30 p.m. discussion: “ Planrling for 
the Care of the Aged and Chronic Sick,” to be opened -by 
D. A. Goldfinch, Dip.T.P.(Leeds), F.R.I.B.A. 


Thorsday 

Cuapwick Trusr.—-At Chelsea Physic Garden, Swan Walk, 
Chelsea, London, SW., June 14, 4 pm., “ he € apacity of 
Vegetation to Support Human Population,” Chadwick Public 
Lecture by Professor T, A. Bennet-Clark, F R.S. 

Durnam Universiry.—At Royal Victoria Infirmary, 
upon-T: June 14, 5.15 p.m., “ Carcinoma of the 
by Professor Warren H. Cole (University of Tllinofs). 

EDINBURGH Unrversiry, University New Buildings (Anatomy 

. Theatre), Teviot Place, Edinburgh- June 14, 5 p.m., “ Retinal 
Changes in Hypertension,” Honyman Gillespie Lecture by 
. Joho Macaskili, s 

@instrrurs OP DERMATOLOGY, Lisle Street, Leicester Square, 
London, W.C.—Jume’ 14. 5 p.m., “ Systemic Lupus Erythe- 
matosus,”” by Dr- S C. Gold. 

Lonpon Jewisn Hosprrat Menicat Socrery.—At London Jewish 
Hospital, Stepney Green, London, E., June 14, 3 p.m., annual 
general meine. 

ROYAL CoLLEGg OF PHYSICIANS OF LONDON, Pall Mall East, S.W. 
-—June 14, 5 p.m., “ Pulmonary Tuberculosis in Young Adults: 
Observations on Minimal Lesions Revealed by Routine Radilo- 
graphy,” Mitchell Lecture by Dr. W. E. Lloyd. $ 


Newcastle- 
Stomach,” 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn’ Fields, 
London, WC.—June 14, 3 pm., “Surgery of Orbital 
Tumours,” Ophthalmology Lecture Mr Harvey Jackson; 


5 p.m., “Emergency Surgery of the Abdomen,’ Surgery 
reenn py Dr. Henry Cave (President, American College of 
urgeons), 

@Rovat Socrry, Burlington House, Piccadilly, London, W.— 
June 14, 4.30 pm., “Some Researches on the Physical 
Chemistry of Bacteria Cells.” by Sir Cyril Hinshelwood. F R.S. 

ST. Grorce’s Hospital Mepicat ScHrooL, Hyde Park Corner, 
London, S.W.—June 14, 430 pm., “ Psychiatry,’ lecture- 
demonstration by Sir Paul Mallinson. 

UNIVERSITY COLLEGE : DRPARTMENT OF BIOCHEMISTRY, Physiology 
Theatre, Gower Street, London, W.C.—June 14, 4.45 p.m., 
d Biological Syntheses Concerning Carbuhvdrate Radicles,” 

-last of four public lectures by D. J. Bell, Ph.D., Sc D., F-RIC. 


Friday 
EDINBURGH Untversrry.—At Surgery 
un 


? Lecture Theatre, University 
New Buildings. Edinburgh 


\ e 18, 5 pm, “ Electrolyte 

Imbalance in Sur ery,” Macarthur Posteraduate Lecture by 
Professor Warren H. Cole (University of Tilinois). 

InsTITUTE oF DermaroLoGY. Lisle Street, Leicester Square, 
London, W.C.—June 15, 5.30 p.m., clinical demonstration by 
Dr. S. Thomson 

Unrversrry CoLLEGE, Anatomy Theatre, Gower Street, London 
W.C —June 15, 5.15\pm., “ The Naples Zoological Station and 
its Work,” public lecture by Professor R. Dohrn (Naples 
Zoological Station). 

Saturday 

BIOCHEMICAL Socrery.—At Department of Physiology, the 
Medical School, Hospital Centre, Birmingham, June 
1.45 p.m., 298th meeting. Scientific papers will be read. 

Roya Sanrrary Instrrure—-At Minor City Hall 
, Northern Ireland, June 16, 10 a.m . joint meeting with Northern 
Ireland Branch of Society of Medical Officers of -Health 
Papers: “The Housing Problem from thè Medical Point of 
View,” by Dr. John McLaughlin; “ Procedure Under the 


Planning and Housing Act (N 1.) 1931,” by Mr W. E. Weir; 





“ Rural Housing with S al Reference to Sewage Disposal,” 
by Mr K. H Lynas. Afternoon visit. 
BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Blair.—On May 27, 1951, at Wolverhampton, to the wife of Dr. E J. Biar. 


a «on, 

Johæson.—On May 30, 1951, at Suffolk House Nurting Home, Stanmore, 
Middlesex, to Bunty, wife of Dr F E Johnson, a son, 

Sloan.—On June 1, 1951, to Dr, Betty J Stoan (formerly Barrow), wife of 
Tom B Sloan, 230, Higham Lane, Nuneaton, a daughter 


MARRIAGE 
Shribomo—Isaacs.—On April 15, 1951, In London, Irving Shnbman, MB, 
D.P M., of Dublin, to Hazel Isaacs 


DEATHS ai 

at Mentone House, Aspley Guise. 
Arthur Norman Dickson, MC, MB, 
retired, aged 70 

Irving.—On May 28. 1951. at his daughter's home, Pnvetts, Totland Bay, 
Isle of Wight. Wiliam Irving. MD, M.RCOG. of Crofton. Cheriton 
Road, Winchester, late of Christchurch. New Zealand, aged 81. 

McLean.—On May 28, 195t, at the Royal Infirmary Edinburgh Willtam 
Farquhar McLean, M.C., MD., of Hilton Lodge, Haddington, East 
Lothian 

Norten.-On May 31, 1951 at Bury St Edoronds. Edgar Lionel Robert 
Norton, M.B. BS, formerly of Derby and Winnipeg, Canada. " 

Smith.—On Jone 1. 1951 at “ Willingham,” Budleigh Salterton, Devon, 
Charles Vincent Smith, LSA 

Young.—.On May -31. 1951, at Meadowslde, Twyford, Berks, Frederic 
Charles Young, M.B., B.Ch - 


Dicksom.—On May 29. 1951, Beds 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion ‘of those questions and answers which seem to: be of 


general interest 


Death from Senility 


Q.—There are elderly patients who, for no good reason 
except that they are old, take to their beds, desire little or 
no food, and die from inanition. They may in fact be 
said correctly to die from " inanition due to senility.” But 
on page 5.of the book of forms used to certify a death 
(Form 66) “inanition” is. listed as an undesirable term, 
only to be used with acause. “ Nomenclature of Disease” 
(1948, HMS.O. London; ,7th edition) does not give 
“senility” as. a disease. What is the correct way of 
certifying the death of such parients, when in honesty one 
cannot incriminate heart, lungs, etc. ? 


A.—Although senility is not a disease, among elderly 
persons it can be a cause of death. As such, it has a 
place in the International Statistical Classification of 
Diseases, Injurles, and Causes of Death (1948, H.MS.O., 
London), and in proper circumstances it is a suitable term 
to state on a death certificate as the cause of death. 

The correct statement of cause of death in the circum- 
stances described in the question would be "inanition due 
to senility.” This would be regarded by the Registrar- 
General as satisfactory and sufficient provided that the age 
of the deceased conformed to such a description; and the 
death would be assigned to senility. As a routine, however, 
it is the practice of the Registrar-General to issue a medical 
inquiry to the certifying practitioner in regard to all cases 
of death under the age of 70 about whom no more definite 
cause of death than senility has been mentioned. The 
inquiry asks whether any more definite cause was present, 
Usually when an elderly person dies there has been some 
recognizable disease or degenerative process (e.g., of heart, 
blood vessels, kidneys) that materially contributed towards 
death, and in such circumstances the certifier should always 
mention that particular condition rather than state senility ` 
alone, 


Cullen’s Sign 

Q—A woman seen recently had signs and symptoms 
suggestive of acute pancreatitis, followed by extravasation 
of blood round the umbilicus, éspecially at the left side ; 
there were all the usual colour changes of absorbing blood. 
One year later she developed a cyst in the abdomen—found 
at operation to be an ovarian cyst; the pancreas appeared 
to be normal at the operation. What, apart from pancrea- 
titis, are the possible causes of Cullen's sign? Could the 
ovarian cyst have caused it? ’ 


A.—The fact that the pancreas appeared normal a year 
after the acute abdominal symptoms would not rule out the 
diagnosis of pancreatitis in this case. 

Colour changes around the umbilicus may occur in ' 
association with a variety of intra-abdominal conditions. 
Cullen? first described a bluish discoloration in some 
cases of ruptured ectopic gestation, and Grey Turner’ 
described dark blue, greenish. or yellow discoloration in 
cases of pancreatitis. Both Cullen’s and Grey Turner’s signs 
are seen in but a small proportion of cases, and the possi- 
bility of their development is probably chiefly dependent on 
the presence or absence of Poirier’s fascia. Poirier’ described 
the peri-umbilical fascia. which is present in some 84% of 
subjects and which attaches the umbilicus to the rectus 
sheath. Where this fascia is absent or ill-developed it would 
seem possible for any exudate to track from the extra- 
peritoneal-into the subcutaneous tissues. It is not surprising, 
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therefore, that Cullen's sign has been described in a number 
- of conditions. Blood, bile, and gut contents in the retro- 
peritoneal tissues, from a variety of causes, may track for- 
ward and appear in the region of the umbilicus. . 
On purely theoretical grounds it would seem possible for 
the discoloration in the case here described to have been 
due to incomplete torsion of the ovarian cyst. Haemor- 
thage into its pedicle could have spread to the umbilicus 
via thet extraperitoneal tissues. 


REFERENCES 
1 Cullen, T. 8., Amer J. Obetet. Gynec., 1918, 78, 457. 
2 Gray Turner, G., Brit. J. Surg., 1920 
8 Poirier, P., and Charpy, A., 
Part Í, p. 354. Masson, 


Aetiology of Otosclerosis 


Q.—What is the aetiology of otosclerosis? I have heard 
u said that pregnancy leads to worsening of the condition ` 
is this true? 


A.—The first symptoms of otosclerosis are usually noticed 
in early adult life. - The otosclerotic focus has been present 
for some years by then, probably since puberty, but, because 
it has not reached the oval window, it has not caused deaf- 
ness. About 10% of the population have a small symptom- 
fess lesion, and about 10% of these people suffer from 
deafness. Twice as many women as men have the disease. 
Some 60% of patients with otosclerosis give a family history 
of the disease. 

The deafness advances by a series of exacerbations 
between which it remains stationary; the exacerbations 
may be precipitated by pregnancies or illness or periods 
of overwork or worry. It is estimated that only one 
pregnancy in four causes a noticeable increase in the 
deafness, and by the time the patient reaches the age of 
50 pregnancy will not have affected the degree of deafness 
to any great extent. 


Local Indoration after Penicillin 


Q.—! have noticed that about 24 hours after receiving 
injections of penicillin for a septic finger a brawny, some- 
what itchy swelling develops at the site of injection. This 
takes two or three days to subside. Is this an allergic 
response to penicillin? Is there any danger of an 
anaphylactic reaction if I am given the same brand of 
penicillin again at some future date? Would reactions 
of this kind be less likely with other types of penicillin? 


A.—This localized induration at the site of the penicillin 
injection is a recognized form of sensitization to penicillin. 
Lederman has recorded similar types of reactions, and other 
references are given in a review by E. A. Brown (Ann 
Allergy, 1948, 6, 723). These reactions seem more likely 


_ to follow the use of penicillin in oil, but in Lederman’s 


case a similar reaction was caused by various brands of 
penicillin |in aqueous solution. It is impossible to say 
whether other forms of allergic reactions will develop at 
a later date, but there is no special reason to anticipate 
that they will. It is probable that other brands of penicillin 
will produce a similar type of reaction 


Cholinesterase 


Q.—Brefly, what is cholinesterase and what is its impor- 
tance in human physiology? With what pathological condi- 
tions is disturbance of cholinesterase metabolism associated ? 
Can cholinesterase production or activity be controlled thera- 
peutically, and, if so, how ? 


A-—The term “cholinesterase” was ‘given in 1932 by 
Stedman, Stedman, and Eason to an enzyme present in 
plasma which hydrolyses acetylcholine and other cholinesters 
into choline and acetic acid or the respective other acids, 
“and which is different from the fat-splitting lipase. Later 
on Mendel -and Rudney (1942) showed that the term 
“cholinesterase ” included two different enzymes or enzyme 
groups which they named the true cholinesterase and the 
pseudo-cholinesterase. Synonymous with true cholinesterase 


ANY QUESTIONS ? 


-~are the terms 


Tratté d*Anatomie Humatas, 1912, vol 2, 
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“ specific” and “specified” cholinesterase 
or “acetylcholinesterase”; synonymous with pseudo-. 
cholinesterase, the terms “ unspecific,” “ unspecified,” or 
simply “cholinesterase.” 

Both enzymes destroy acetylcholine in vitro, but it is the 
true cholinesterase which is responsible for the destruction 
of the acetylcholine released in the body by cholinergic 
nerves. This must be regarded as its main physiologica} 
function. The pseudo-cholinesterase does not take part in 
this destruction, or, at most, to a very small degree, because 


‘ it acts far too slowly when acetylcholine is present in low 


concentration, True cholinesterase’ occurs in the tissue of 
cholinergic nerves and in the red cells of many species. Its 
inactivation by anticholinesterases such as neostigmine or 
physostigmine explains the beneficial action of these drugs 
in myasthenia gravis. Recently, concentrated preparations 
of purified cholinesterase have been prepared to be used 
for injection ; it is too early to assess their clinical value. 

We do not know the physiological substrate for the- 
pseudo-cholinesterase. As long as it remains unknown it 
is impossible to state what the physiological function is of 
this enzyme. In man and in many other species the cholin- 
esterase of plasma and serum is the pseudo-cholinesterase, 
sometimes referred to as plasma or serum cholinesterase. 
There are great individual variations in the pseudo- 
cholinesterase content of serum in human beings, but it 
has so far not been possible to correlate pseudo- 
cholinesterase activity with any specific physiological or 
pathological condition. Low values occur in acute infec- 
tions, in under-nutrition,-and in diseases of the liver. In. 


` fact, measurement of cholinesterase activity in serum has. 


been suggested as a test of liver function, whereby it is 
possible to differentiate jaundice of hepatic and obstructive 
origin. Thus the liver appears to be the source, or at least 
one main source, of the pseudo-cholinesterase. This enzyme 
is also inactivated by anticholinesterases, some of which. 
for instance, diisopropylflucrophosphonate, or D.F.P. (see 
British Medical Journal, 1948, 2, 719), have a selective 
action. Whereas injections of neostigmine and physo- 
stigmine cause only temporary inactivation of cholin- 
esterases, D.FP. causes their permanent destruction. 


Thrush in Newborn Babies 


„—is gentian violet toxic to newborn babies, in whom» 
it is sometimes used for the treatment of thrush? Cam 
you also suggest a comprehensive reference on the toxicity. 
of gentian violet and related dyes? 


A.—There . are no reports in medical journals which 
suggest that gentian violet is toxic to newborn babies. 
Ebbs (Arch. Dis. Childh., 1938, 13, 223) states that the 
signs of thrush usually disappear after the first applica~ 
tion of an aqueous 1% solution, and that the temporary 
staining of the lips and mouth is the only disadvantage. 
Liberal applications have been made in the hope that the 
dye would reach the oesophagus. 
~ For toxicity the paper by Wright and Brady (J. Amer 
med. Ass. 1940, 114, 866) should be consulted. It is fully 
quoted in The Pharmacological Basis of Therapeutics (New 
York, 1941) by Goodman and Gilman. 
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“ASPECTS OF THE CIRCULATION’S ECONOMY* 


K. J. FRANKLIN, DM., D.Sc, F.R.C.P. 


F Professor of Physiology, St. Bartholomew's Hospital Medical College ' 


1 
Dr. Oliver's objects in founding these lectures in 
memory of -Professor William Sharpey were “to pro- 
mote physiological research by observation and experi- 
ment, and encourage the application of physiological 
knowledge to the prevention and cure of disease and 
the prolongation of life.” With these objects I find 
myself to be in sympathy ; they are, indeed, very much 
the basis of my own outlook, as they-were of that of 
one of my heroes, Richard Lower (1631-91),. Harvey’s 
greatest follower in circulation studies in the seven- 
teenth century. I would particularly stress physiological 
research by observation, much as I value and have 
indulged in its counterpart; for experiments too often 
disturb unduly the normal conditions and render diff- 
cult the assessment, from their results, of what naturally 
happens. Direct acquisition of knowledge by observa- 
tion has been a feature of our science throughout the 
„two millennia of its story, and it has become possible 
in recent times, as I shall describe more fully later, to 
extend such “zooscopy” (Franklin, 1933, 1949b) to 
many of the internal activities, inosine the blood’s 
circulation, of the living body. 

~My choice of subject for these- lectures would, I 
think, have appealed to both, Sharpey “and Oliver, for 


the latter’s interest in the blood and its circulation is 


manifest ‘in the titles of his book (Oliver, 1895) and 
of the papers which he published in the Journal of 
Physiology (Anon., 1928), while the former’s main 
research contribution was on ciliary action, and the 
movement of mucus by cilia is part of the circulation 
in the extended connotation of that term which I shall 
mention below.t 


E Literature 


The blood’s circulation and the cardiovascular system 
within which it is effected have been my major research 
interests for nearly 30 years, and I have deemed it right 
to study the associated literature with some thorough- 
ness, whatever the date of publication of any particular 
contribution may have been. This is not any purpose- 
less devotion to medical history as such, but an attempt 
to “ take out of the past all that is noble and good, and 


*Tho first Oliver-Sharpey Lecture, aCe at the Royal College of 
Physicians of London on March fi a iasi 
Carl Ludwig introduced the kymographic reco of bloo: 
sure i in 1847, and Sherpey io to show students and others 
ow it was done by turnin top-hat round and imitating the 
movement of the float with a finger. The hat used to be preserved 
at University Coll but I have not, seen it smce the recent war. 
M own copy of ey’s Opera omnia abe has tie inscription, 
University College London. 1st May, 1 o Mr. I. B. 
Cariill, in remem ranee of the Session 1835-40. From W, 





Sharpey Gees Professor of Anatomy and Physiology.” 
-Schafer, 1927, 17) studied classi 
A (PF versity fore transferring to the Faculty of Medi- 


Fanou it is interesting that, from the Latin medical texts avail- 
able ‘in 1840, he chose Harvey's works for the presentation to 
his pupil, Mr. Carli. 


° 


to build on it for the future ” ; ‘it is also an acknow- 
ledgment that the great men of earlier centuries can 
still, through their thoughts and attitude to our science, 


“assist our progress to-day. In one instance in particu- 


lar—namely, in connexion with our Oxford work on 
the foetal circulation and cardiovascular system (see 
Barclay et al, 1944)—study of the literature pro- 
duced not only the right outlook on certain vexed points, 
but also a list of queries and agenda which formed 
the basis of our next season’s research. It also, in 
part, suggested my subsequent pnaiomicg chvdologicil 
research upon the Eustachian valve (Franklin, 1948b). 
Apart from the aboye particular indebtedness to 
historical studies, I should like to mention that they 
give one a correct perspective and- thereby proper 
orientation. In the nineteenth century the main interest 
of the cardiovascular physiologist was in the heart and 
arteries ; thereafter the small and the most minute 
vessels came more into the picture with the work of 
Ebbecke (1917), Dale ef -al., Krogh,* and Lewis, the 
veins with the later work of Fleisch and Gollwitzer- 


- Meier;f and arteriovenous anastomoses with that of 


Lewis and Grant and others. Experimental proof of 
the functional activity of blood depots; and of the con- 
sequeft changes in circulating blood volume, dates 
essentially from Joseph Barcroft’s work of ieee and 
thereabouts. 


More important, however, than this orde Ane 


scope of blood-circulatory physiology is the realization , 


that the blood circulation itself is but part of the vast 
continuous movement of the body fluids as a whole, a 
movement by means of which even the cell constituents 
are constantly being removed and replaced so that no 


, individual remains exactly the same being from hour 


to hour, or even from minute to minute, however much 
he appears so to do to himself and to his fellows. I 
have recently (Franklin, 1951) written on this extended 
connotation of the circulation which we owe primarily 
to isotope researches carried out by the biochemists, so 
I will not say much more about it here. It has, how- 
ever, corrected a progressive lack of balance between 


*Krogh’s work on the capillaries is so neatly appraised by the 
words, Ad gugusta per angusta, that I have no compunction in 
"e era th o phràse from its original setting and context in 
Victor Hugo’s Hernani. 

+Sir James Barr in 1930 claimed some measure of priority in 
this new outlook. He wrote: “ The objects of the circulation are 
to convey oxy, and nutritive material to the tissues, and 
remove carbonic acid and other waste products ‘therefrom. I 
look upon the circulatory system as one unit, but although we 
have numerous books on diseases of the-heart, it is only of recent 
ee that much attention has been paid to the distributing tubes. 

en in 1906 I gave the address at the meeting of the British 
Medical Association in Toronto on the circulation viewed from 
the periphery it was generally considered that I had opened up a 
new vista many occasions I have dealt with, the parts played 
by the arteries, arterioles, capillaries, and veins.’ 
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increasing knowledge of the. activities of the blood- 
circulatory system and less rapidly increasing know- 
ledge of the other fluid‘ movements, and has led to a 
more integrated view of the whole. x = 





Circulation of the Blood y 


Having stated that, and having duly stressed its out- 
standing importance for the proper appreciation of the 
functioning of the body in both health and disease, j 
may, perhaps, be allowed to confine my further remarks 
to aspects of the economy of one particular part of 
the whole fluid movements—namely, the circulation of 
the blood. The scope of such circulatory physiology 
(Franklin, 1948a) can be divided into four parts, con- 
cerned respectively with: (1) the blood flow in the 
embryo and foetus, and the changes which occur at 
birth ; (2) the post-natal blood flow ; (3) the blood flow, 
artificially transferred from one subject to another ; and 
(4) the blood flow in tumours. i 

With item 3 above I shall not specifically deal. With 
respect to item 4, I had hoped, a few years ago, that 
it would be possible to study the circulation in tumours 
and to discover means by which it could be influenced 
so as to produce regression of the tumours without any 
serious disadvantage to the hosts. Dr. R. W. E. Watts 
and I subsequently discussed the literature and the prob- 
“lem with Professor A. Haddow and Dr. Eric Horning, 
of the Chester-Beatty Institute, and Dr. Watts made a 
very determined effort, with the use of two or three 
techniques, to get the answers. Unfortunately, the tech- 
niques proved inadequate and the problem ‘remains. 
But I hope that some time, with, fresh methods, this 
potentially important research may be resumed, and 
that it will “encourage the application of physiological 
knowledge to the, prevention and cure of disease and 
the prolongation of life.” 

Studies of the circulation of the blood have as their 
primary objective the acquisition of knowledge about 
the intact and unanaesthetized human being and lower 
animals at various stages of their lives, under all con- 
ditions from rest to full bodily activity, and over a wide 
range of variations in external environment. ‘The know- 
ledge required 1s as follows: (1) How, in what amount, 
at what speed, and at what pressure the blood is dis- 
tributed to the various parts. (2) The various details 
relating to its passage through the tissues or to its 
by-passing of them. (3) Data about its return from 
the periphery (tissues, by-passes, and blood depots 
where such are present)'and the reaction of the heart to 
such return. 

As subsidiary objectives of medical and veterinary 
importance, we may add the above, as affected by: 
(1) disordered conditions of the body, (2) narcotics 
and/or anaesthetics, (3) the administration of other 
substances by various routes, (4) haemorrhage at vary- 
ing rates and of various total amount, and (5) the 
transfusion of blood or of blood components. 

The objectives in question, it must be.admitted, have 
to date been only very imperfectly attained. On the 
other hand, study ‘of the circulation was somewhat 
sporadic until little over a century ago, so the total 
research period has been relatively short; in addition, 
it is only during the last three decades or so that the 
number of those engaged in such research, the range 
of techniques, and the, necessary financial support have 
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increased to an extent at all commensurate with the' 


vastness of the problems to be solved. 
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Another criticism which can justly be‘levelled at our 
present knowledge of the blood circulation is that it 
1s, on the whole, too piecemeal—that is, that there are 
too few records of the conditions simultaneously obtain- 
ing in a large number of parts of the functioning cardio- 


vascular system; the great majority of researches have . 


dealt with isolated sections such as the coronary, pul- 
monary, and cerebral blood flows. It is true that Rein 
(1931), by applying thermostromuhrs to. many -blood 
vessels within each of a number of animals, made a step 
in the right direction ; it is true also that Silfverskidld 
(1938) made important contributions to knowledge of 
the blood volume and its distribution in a variety of 
conditions, and that certain other studies have given 
relatively extensive pictures of the circulation. Their 
total number, however, is as yet all too small, and 
additions to them are an urgent need. 


, Radiography and Cineradiography i 
This .particular aspect of research is one which has 
especially appealed to me over a number of years. 
About 1931, when I was seeking for a method which 
would allow study of- circulatory happenings without 


too extensive departures from the normal, produced by 


operative procedures, I noted in a reprint given ‘me 
by my friend, Dr. H.,M. Carleton, that the thoracic 
posterior vena cava of the cat was visible in radiographs 
(Carleton, 1929). That was before the effective intro- 
duction of radiopaque media, such as thorotrast, for 
intravascular injection, and for a while I made progress 
tather laboriously by a combination of radiography and 
anatomical dissection. By 1933, however, the contrast 
media were coming into use, and in that year I 
co-operated for the first time, indirectly, with Professor 
Robert Janker, of Bonn, who was the effective pioneer 
in cineradiographic studies of animal physiology and 
pathology. In January, 1934, I went to work with him, 
and few scientific experiences have been so exciting for 


“me as my first view, upon the dazzlingly bright. fluores- 
cent screen, of his apparatus, of the passage of the 
radiopaque medium from the point of its injection 


round through the blood vessels and the heart. 
‘That was the first of many visits to Bonn, but in 


some ways it was the most important, for it led to the | 


establishment within the West Wing of the Nuffield 
Institute for Medical Research, Oxford, of a centre in 
which, it was planned, all available radiographic and 
photographic techniques should be applied to, medical 
research, J still have my original list* of the techniques 
I envisaged we might use; many have been employed 
in the Institute since its opening in 1935, even if one at 
least waited for a decade. Another has net been used 
in the Institute, but has recently been a success in the 
hands of Dr. D. A. McDonald and Dr. J. M. Potter 
in my department at Bart’s.t Still others remain as 
yet unused, though potentially informative. 

The point which I wish to make here is that cineradio- 
graphy in its direct and indirect forms, and radiography 
as indicated, combined with intravascular or intracardiac 
injection of suitable contrast media, are for many cir- 
culation researches the techniques of choice, for they 
allow observation or recording with the minimum of 

*It owed much to the help of Mr. P.*Betton Done and Mr. W 
Buckstone, of Messrs. Kodak Ltd., and of my technician, 
Mr. M. S. Tuck 


+The use of 
speed cinematography—was their own idea for recording features 





e 
he technique ‘in question—namely, ultra-high- 


`of the blood fow in the rabbit’s basilar artery. At the Institute 


I had thought of using the method on studies of the origin of the 
mammalian heart-beat. 


` 
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departure, through operative procedures, from the and, finally, could fix the specimen and prevent further 


normal.* 


From 1936, when the leading British tesearch radio- 
logist, the late Dr. A. E. Barclay, came to the Institute 
- in an honorary capacity, we had thè use of all the cine- 
radiographic and radiographic techniques to which I 
have referredt and circulatory studies, inter alia, profited, 
the first major one being that on the foetal circulation 
and the changes which occur during, and shortly after, 
birth (Barclay et al., 1944). Its origin was to some extent 
fortuitous. I had been to Bonn on yet another \visit, 
and had brought back with me a section of film, made 
in co-operation with Professor Janker, showing the 
passage of radiopaque blood through the dog’s heart. 
I offered to project this as an extra demonstration at 
a meeting of the Physiological Society, and it there 
followed an ordinary film, made by Sir Joseph Barcroft 
and Dr. D. H. Barron, of the intrauterine foetal move- 
ments. At the time these Cambridge, workers were try- 
7 ing to establish the moment of occlusion of the ductus 
arteriosus, and the accidental juxtaposition of our films 
in the Society’s programme suggested to Dr. Barron that 
‘cineradiography. might solve their problem. In the out- 
come the research not only did that, but also gave the 


larger story of which the functional closure of .the ` 


by-pass in question forms but a part.} 

The next major circulatory research, which resulted 
m our Studies of the Renal Circulation (Trueta et al., 
1947), had as its curtain-raiser the prelimmary studies 
of Barnes and Trueta, carried out in 1941 in relation 
to war injuries, but not then completed because of the 
suddenly increased wartime demands made upon sur- 
geons’ time, The later research was discussed by Drs. 
Trueta and Barclay and’ myseif one Sunday night in 
Oriel Senior Common Room, and was planned to be 
a comprehensive study of direct, central, and reflex 

_ nervous effects upon all radiographically accessible parts 
of the functioning cardiovascular system (Trueta, 1945).’ 
Before it became diverted to the renal circulation in 
particular, it yielded information about the events.occur- 


change. With 5% Evans blue in the dosage of 1.5 ml. 
per kg. as the dye, “‘stypven ” (Russell viper venom) in 
the dosage of T mg. per kg. as the coagulant, and 5 or 
10%* formol as the fixative, this has proved a useful 
technique for a number of purposes, especially to corro- 
borate or expand results obtained by other means, but 
it is not yet perfect; in particular, the dye tends to 
diffuse post mortem.{ Fast thrombin, another coagu- - 
lant which I have used, is less satisfactory because it 
can provoke vascular reflexes. 


Differential Distribution of Available Blood Volume 

After that long but necessary introduction I pass to 
a major theme—namely, the differential distribution of 
the available blood volume under a variety of circum- 
stances, and the mechanisms by which such differential 
distribution is effected. Gollwitzer-Meier (1931) wrote 
that the regulation of the blood flow serves to adapt the 
blood supply of the organs to their needs; similarly, 
Fleisch (1935) wrote that its object is to ensure that each 
tissue has brought to it in each moment of. time the 
exact amount of blood necessary for its activity. With 
certain qualifications} this view is acceptable for physio- 
logical conditions, but in a number of pathological ones 
parts of the body may have their blood supplies severely 
reduced while others continue to receive more or less 
their normal allowance. 

Before, however, procéeding farther along this line, I 
have to note that the differential distribution of the 
available blood volume has been envisaged in two’ senses 
In one óf these it is the anatomical allocation of the 
blood volumes between the heart and the various yascu- 
lar territories, im the other it is the physiological appor- 
tioning of the total cardiac output as blood flows to the 
different tissues. The anatomical picture is to some 
extent linked up with the physiological one, but a par- 
ticular vascular area can obviously be fairly full of 
blood without the flow through it being marked, and 
vice versa. Unfortunately, measurement of flow is 


ring simultaneously within the greater part of the rabbit's + technically difficult, and objection can be taken to many 


circulatory system—that is, it gave the sort of. wider 
picture to which I have above referred. Some of its 
renal results are mentioned later. Meanwhile, I would 
add that, as before, the radiographic studies were 


reinforced by related anatomical, though this time | 


microscopical rather than macroscopical, ones. 
After leaving Oxford in 1947 for Bart’s, I was with- 
_ out the techniques which I had enjoyed at the Nuffield 
Institute, but I still wished to study the circulation as 
a whole as well as piecemeal. It seemed to me that I 
might possibly accomplish the former, though gaining 
only one picture per animal used, if I could inject 
intravenously a dye which did not diffuse at all rapidly 
from the blood, could therefore inject a coagulant 
which weuld not seriously alter the blood: distribution, 


*It ıs rather like what happened in a dream experienced by 
Professor U. Ebbecke, of the Physiological Institute, Bonn. In 
a field he saw a girl with an ‘animal which was transparent; the 
blood vessels were all visible and he .could see the blood go 
“whoof ” round the various organs. He thought he would like 
to have such an animal (it was a sort of marmot) for himself, so 
he asked the girl where she had got it (as she said her father 
would not Jet her part with that one), and ordered one for himself. 
But, when his mal came, it was of the common variety, and 
his disappointment was not ordinary k ‘ 

{THe brought the direct apparatus invented by himself, and whil 
at the Institute devised and made an indirect one. 

tHistory and comparative anatomy made not inconsiderable 
contributions to the research, and we were, greatly indebted to 
Dr. (now Professor) E. C. Amoroso for his great and disinterested 
„help in respect of the structural studies. A 


\ 


` 


of the procedures as introducing’ unphysiological con- 
ditions. Indeed, despite certain drawbacks, the answers 
given by timing the cineradiographically recorded pro- 
gress of contrast media, and multiplying the distances 
travelled by the cross-sections of the vessels determined 
(on the assumption that they are circular) from their 
calibres, are often preferable to the answers given by 


thermostromuhrs and other measuring devices. 


Blood Depots 

Be that as it may, we can begin by examining what 
I have called the anatomical blood distribution; and 
first I would mention the: content of blood found or 
estimated to be in thé blood depots (see Franklin, 
1937). In the dog the only unconditional one—namely, 
the spleen—can contain the equivalent of up to 20% 
of the total blood volume, but in other laboratory 
species the percentage is lower, and in some Very small 
indeed. In the dog, Grab, Janssen, and Rein (1929) 
considered that the liver’s contribution (released through 
the activity of the hepatic venous sluices) could exceed 

*59% for macroscopical, 10% for microscopical, purposes. 

tIn the earlier researches I had the co-operation of my friend 
Professor E. C. Amoroso, and I should like here to acknowledge 
his help. I was also indebted to various members of my depart- 
mental staff for investigations of particular points, and am like- 
wise grateful to them: ‘ 


$I am thinking here mainly of the capacities of some tissues for 
accumulating a temporgry oxygen debt. 
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that of the spleen, but Silfverskiéid (1938) found this 
idea, unacceptable ; he was also unable to accept earlier 
estimates of the capacity of the splanchnic area. Barcroft 
gave the maximum content of all the depots in the dog, 
were they simultaneously full, as 46% of the total blood 
volume, but this was the result of an addition sum 
tather than a direct experimental determination of their 
combined simultaneous storage capacity. 

With regard to man, the depots which have been men- 
tioned have been chiefly the spleen, the subpapillary 
venous plexus of the skin, and the hepatic venous por- 
tion of the liver vasculature. Belief in this last as a 
possible blood depot is based solely upon anatomical 
evidence of “sluice mechanisms,” similar to the dog’s 
but much more rudimentary, at the exits from the 
hépatic veins into the vena cava. The subpapillary 
venous plexus over the whole extent of the skin would 
not, in Barcroft’s view, contain more than 0.5 ‘litre of 
blood. The spleen, according to the same authority 
(personal communication), could discharge up to 0.5 
litre of concentrated corpuscles,’ that is, double what 
Eppinger and Hueck estimated. Finally, Barcroft 
regarded 1,800/ ml. (Wollheim’s estimate of the skin 
depot’s capacity alone) as being a maximum for the 
capacity of all the human depots together. 

Since those statements were made, other evidence has 
been advanced suggesting that in man there are no 
appreciable reserves of blood or blood cells subject to 
emergency mobilization. Parson er al. (1948), who 
quoted four references in support of the changed out- 
look, themselves found no significant change in the 
plasma or red-cell volumes, as directly measured by 
the T-1824 or **P techniques, after subcutaneous injec- 
tion of. 1 mg. of adrenaline. I imagine their conclu- 
sions affect only one’s belief in the human spleen as a 
potential blood donor of consequence; and even in 
respect of that organ one would like to see them repeat, 
with their more modern techniques, the temperature- 
change experiments described by Barcroft in 1925. 

With regard to mammals other than man, the account 
given above is derived from separate studies of indi- 
vidual depot functionings, and against it we have to set 
the findings of Silfverskidld (1938), who studied the 
anatomical blood distribution as a whole, his main sub- 
ject being the mouse, his subsidiary ones the guinea- 
pig and rabbit. -He regarded the mouse body as con- 
sisting of a cranial portion and a caudal portion, with 
the diaphragm separating them. The cranial portion 
was subdivided into head and fore-part, the caudal por- 
tion into a middle part and a hind-part. As will be 
observed from his table, the head was found to contain 
about 10% of the blood volume at rest and during 
excitement, and 12% during muscular work. During 
excitement there was a transfer of 14% from the abdo- 
men; this amount went mainly to the fore-part, but 
also to some extent to the hind-part, of the animal. 
Under the action of adrenaline the addition to the lungs 
was 3% and to the fore-part as a whole 11% ; in con- 
sequence, more blood was in the portion cranial to 
the diaphragm than in the rest of the body together 
Silfverskidld’s findings as a whole showed that the heart 
and its associated great vessels have the power to accom- 
modate greatly increased amounts of blood under various 
conditions, while, on the other hand, being the parts 

*The evidence was provided during the radiological screening 
of a patient in, if my memory serves, Cairo. At one point 
something went wrong, there was a sudden noise and/or flash 
behind hin, and his spleen, pro mptly contracted to an extent 


which was estimated at 0.5 litre. e would like further details, 
but the opportunity is, unfortunately, past for acquiring such. 
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mainly responsible for constrıctive adaptations to 
haemorrhage. They also showed that the previously 
reported great variations in content of the intestinal 
vessels are largely mythical. With respect to the 
muscles, it was found that during activity the increase of 
blood in the two hind-parts, though these included 
half the musculature of the body, represented only 
5% of the total. In the rabbit, despite the relative 
increase in the dimensions of the abdominal „part of 
the alimentary canal, the blood content of the intestinal 
vessels was still not more than 9-10% of the total, with 
this latter reckoned as 6% of the animal’s body weight. 
The findings as a whole are’ niost interesting, though 
it would be useful if corresponding studies were available 
for carnivores. ; 


Cardiovascular Blood Distribution 


Changes in the anatomical blood distribution within 
the various parts of the, cardiovascular system, including 
intravisceral changes, are due in the' main to nervously 
and/or humorally intermediated cardiomotor and vaso- 
motor effects, Among the more marked’ intravascular 
changes are those in the veins, which are not the passive, 
lifeless vessels they were commonly stated to be half a. 
century ago, but in many instances extremely reactive 
tubes, often much more so than the corresponding 
arteries, 

The intravisceral changes in anatomical blood distri- 
bution, where not caused by back pressure in the veins 
draining the organs, are due not only to contraction or 
dilatation -of the supplying arteries before these have 
entered the organs, but also, in many cases, to altered 
apportioning of the blood flow within the viscera them- 
selves. In many there are potential by-passes or short- 
circuits or short-cuts, and this is no novel concept, for 
Stirling (1891) used the term “short-cut” in respect of 
the intrarenal vascular system and circulation, and 
doubtless one could find much earlier examples of this 
trend of thought: 


Locations of By-passes 


Among the organs in which by-passes are stated to 
occur are the following: 


i. The Skin-—-The occurrence of arteriovenous anasto- 
moses here is go well known that I need not give details. 

2. The Lungs: —Von Hayek (1940) found, in the human 
subject, that there were numerous connexions between con- 
tractile branches of the pulmonary arteries and the bronchial 
venous network, and that in consequence there was ample 
provision for the by-passing of capillaries. In resting labora- 
tory animals Sjdstrand (1934, 1935) reported a patchy lung 
distribution of intravenously injected indian ink, and I have 
myself found similar patchy distribution of Evans blue, ete., 
except when artificially induced asphyxia or hypoxia was 
necessitating full use of all parts of the lungs. As the, 
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distribution of the injected dyes is variable, one can presume 
that there are intrinsic mechanisms regulating the tours of 
duty of the different alveolar regions. 

3. The Stomach.—Barclay and Bentley (1949) found, in 
the human subject, that arteriovenous anastomoses in the 
region of the submucous vascular plexps caused diversion 
of the blood flow away from the mucous membrane when 
the sympathetic nerve supply was active: mere handling of 
the viscus at operation could effect this. Walder (1951) 
injected glass spheres of 60-180 » diameter into the fluid 
perfusing human stomachs removed at operation, and 
showed that, under various conditions, anastomoses many 
times wider than the capillary vessels were open. Barlow 
(1950), finally, by: double injection techniques, demonstrated 
direct type anastomoses in the submucous connective tissue | 
of human stomachs removed at operation or necropsy. 
Their calibres in fixed specimens were normally 40-60 p. 

4. The Intestine-—The villi theoretically need a good 
blood supply during digestion but not at other times, and 
mechanisms exist, as Spanner (1931, 1932) showed, for by- 
passing the capillaries as need arises. In one group, which 
includes man, the rabbit, rat, mouse, and bat, the arterio- 
venous anastomoses are within the villi themselves; there 
are interesting specific variations in the anatomical arrange- 
ments within the group. In the second group, which includes 
the cat, dog, pig, and horse, the anastomoses lie in the sub- 
mucosa, and again there are specific variations within the 
group in respect of details. The overall functional implica- 
tions are presumably similar in man and all the other 
mammals mentioned. : t 

5. The Liver—Daniel and Prichard (1951) gave a pre- 
liminary account of their findings in a number of species, 
and from it, while awaiting the fuller story, we may extract 
the following. “The angiographic studies,” they wrote, 
“have indicated that generally the portal venous blood 
y flow is distributed throughout the liver and passes through 

all the many pathways which exist from hilum to periphery. 
They have also indicated that on occasion this blood flow 
is short-circuited, and that in these circumstances the shorter 
of the intrahepatic pathways, situated in the more central 
and hilar regions ‘of the liver, transmit the greater part or 
even all of the flow, whilst little of no portal blood circu- 
lates through the longer pathways at the periphery.” 

6. The Kidney.—In the mammalian organ, under a variety 
of conditions, there can be diversion of part or of the whole 
of the renal cortical blood flow (Trueta et al., 1946, 1947), 
and the diversion has been noted in all the mammalian 
species investigated. During it a varying number of layers 
of cortical glomeruli, beginning with the outermost, are 
temporarily shut off from the renal blood flow, and simul- 
taneously there is a variable degree of constriction of the 
main renal artery in its course from the aorta to the kidney. 
The conditions of occurrence include acute asphyxia of the 
subject, when the exclusion of glomeruli is nervously inter- 
mediated (Franklin, McGee, and Ulimann, 1949, 1951). The 
.blood which would otherwise have gone to these cortical 
destinations may be diverted in its entirety to other parts 
of the body without entering the renal artery at all, for in 
some asphyxia experiments, simultaneously with the cortical 
paling, there has also been a reduction in the normal vascu- 
larity of the medulla, though some circulation was continu- 
ing through it and the renal artery was not fully constricted 
(Franklin, 1950). On the other hand, the vascularity of the 

‘ medulla may on occasion be markedly increased (see Fig. 71,, 
and cf, Figs. 22 and 23 in Trueta ef al., 1947) during diver- 
sion of blood from the cortex, and such findings led to the 
idea that the basal glomeruli, with their afferent and efferent 
vessels and the vasa recta into which these latter discharge, 
could be regarded as by-passing routes. Various other 
possible by-passes, differing from the above in short- 
circuiting capillary networks of any kind, have been 

described by anatomists (see Franklin, 1949a, 1950). 

7. The Uterus-—Schlegel (1945-6) found “arteriovenous 
anastomoses” joining arterioles and venous lakes in the. 
stratum functionale of the human endometrium ; they were 





present in increased number with advance in the menstrual 
cycle, so not unnaturally the author discussed their possible 
role in menstruation. According to Bartelmez (1947), how- 
ever, they are non-existent in Macacus rhesus, so the basic 
mechanisms of menstruation cannot be dependent upon them 
(see also Reynolds, 1947). ‘ 


The above list of locations of by-passes is far from 
comprehensive if one can rely upon the discoveries of 
arteriovenous anastomoses* reported passim in the litera- 
ture. It does, however, detail some of the more impor- 
tant and better-documented ones, and it provides suffi- 
cient examples for my present purpose, which is to 
demonstrate that there are routes available for short- 
circuiting the blood flow to tissues which are temporarily 
inactive or for other reasons can, in the interest of the 
body as a whole, be rendered ischaemic over a period 
of time. j 

The one with which I have myself had much to do is 
the renal cortical by-passing, which can be brought into 
action in circumstances of stress in various mammals,t 
man probably included (Franklin, 1950), and which 
would provide the anoxic conditions necessary for the 

. production of renin (Cruz-Coke, 1946; and personal 
communication, 1947) and of the vasotropic factor 
V.E.M., to which reference will later be made. 


“ Orders of Sacrifice ” 


In the Oxford studies (Trueta et al., 1946, 1947), which 
led to the idea of a renal cortical by-passing, certain 
experimental procedures practised upon anaesthetized 
rabbits led to constriction of the femoral'artery, abdomi- 
nal aorta, and renal arteryt in that descending order 
of severity, while the mesenteric artery remained un- 
changed in calibre or was slightly dilated. Haemorrhage, 
on the other hand, led to constriction of all the vessels 
studied, including the mesenteric artery, while a massive 
dose of adrenaline cut off all the parts supplied by the 
distal portion of the aorta, increased markedly the size 
of the heart, and caused widening, lengthening, and 
serpentine bending of the unconstricted portion of the 
aorta (see Fig. 13 in Trueta ef al., 1947). 

These and other findings§ suggested to me in 1946-7 - 
the idea of an order of sacrificel|—that is,.of differential 
reduction of the blood supply to various tissues and 
organs in a number of circumstances. It also seemed 
to me thatthe incomplete order of sacrifice (skin, limb 


*Either in Clara’s (1939, p. 2) stricter sense (direct, ‘regularly 
present communications between the arterial high-pressure and the 
venous low-pressure systems which by-pass the capi circula- 
tion, and are characterized anatomically by their very specialized 
structure, and physiologically by their capacity for complete 

usion) or in the looser one employed by some writers (direct 
‘communications e arterial and venous systems outside 
the capillary circulation). Schlegel (1945-6), for instance, used 
the term with the latter connotation. 

+Professor' E. C. Amoroso (personal communication. 1950) 
added the seal to those already known—the monkey, dog, cat, 
rabbit, rat, mouse, and guinea-pig—that is, all the laboratory 
animals so far tested. 

In control subjects with the splanchnic nerves divided, the 
renal artery sho no constriction and the renal cortex remained 
throughout fuller of blood than normally, while the medulla was 
paler. The other vessels reacted as before. 

§For example, those of Rous and Gilding (1929), who found in 
rabbits and cats that severe haemorrhage resulted in the skin, 
most of the skeletal muscles, the spleen, the omentum, and the 
bladder being largely deprived of their blood supply; on the other 
hand, the muscles used in respiration and in swallowing, the gut 
the gall-bladder and liver, the pancreas, the red bone-marrow, and 
the pregnant uterus were adequately supplied. The authors 
attempted no detailed study of the kidney. 

{This term contains a suggestion of teleology, so I should like 
to quote—via Professor Otto Loewi and Dr. W. Feldberg—from 
E. von Brücke the passage, “ Teleology is a lady without whom 
no biologist can live. Yet he is ashamed to show himself with her 





in public,’ 
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muscles, renal cortex, central nervous system, and last 
of all the heart) which I then formulated* was perhaps 
the reverse of the order in which the parts, developed 
“their major demands for blood supply (gauged by their 
degrees of functional activity) during intrauterine and 
immediate post-natal life. The heart is busy from very 
early stages and, during the second half of mammalian 
gestation, is the only obviously active part in the other- 
wise lifeless-appearing foetus. The central’ nervous 
system, according to the findings of Barcroft and Barron 
in the sheep (résumé in Barclay et al., 1944) attains 
functional activity progressively from below upwards ; 
the demonstrable onset occurs about a fifth or more 
of the way towards full term, the nervous influences 
changing from excitatory to inhibitory, in respect of 
muscular movement, at about half-term. The renal 
cortex in many species is still not fully formed at birth, 
and before birth excretory functions are subserved 
mainly by the placenta. Skeletal muscle, after its long 
period of intrauterine nervously induced quiescence, 
becomes visibly active at birth, and spikes appear for the 
first time in the electrical records. Finally, within a few 
days after birth the skin has settled down to its new 
duties ; in utero it has no concern with temperature 
regulation, etc., and presumably its véssels are also com- 
pressed by the surrounding fluid. , 


While the orders of sacrifice still need much further 


research in respect of details, I do not wish to stress 
unduly this order of development, which is at present 
more hypothetical. It will, however, be most interesting 
if it is substantiated, for the changes effected slowly at 
the beginning of the individual’s life-span will be shown 
to correspond in reverse with those often occurring, 
though usually more slowly, at its end. This will not 
only help to integrate the full story of the circulation’s 
economy, but will be a guide to further research, as 
well as the basis for judgment with regard to points 
which are not readily open to elucidation by direct 
investigation. 


Differential Reactivity of Vessels to Adrenaline 


One of my interests since 1947 has been to test 
further the first hypothesis, and, as a simple’ beginning, 
I have collected extra evidence about the differential 
sensitivity of a number of the rabbit’s arteries in situ 
to intravenously injected adrenaline. The rabbit was 
chosen ‘for the earlier ‘experiments partly because it is 
easy in this animal to note superficial kidney colour 
changes, partly because it was at, the time the only 
species of reasonable size that was available in quantity. 


In the later experiments it was deliberately chosen to, , 


avoid the complications mtroduced, in respect of many 
other species, by discoveries about the part played by 
noradrenaline (see, for example, Schmiterlow, 1948 ; 
and others). The medulla of the rabbit’s adrenal gland 
contains mainly or exclusively adrenaline (Holtz and 
Schiimann, 1950; West, 1951); this substance is also 
more important than noradrenaline in the rabbit for the 
transmission of autonomic impulses (West, 1951) ; finally, 
it definitely appears to be the transmitter in the case 
of the rabbit’s ear vessels (Gaddum, Jang; and Kwiat- 
kowski, 1939; Gaddum and Kwiatkowski, 1939): with 
regard to the other vessels I have so far failed to find 
any information. 

*Since that ime I have thought in terms of one rather than 
of a single order. 

tExtra layers of glomeruli are still being added a the outside 


except in those species in which the newborn animal sees, feeds, 
and moves about actively. 
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In the earlier experiments, catried out with the 
stypven-Evans-blue technique which I have described, I 
had the co-operation of Professor E. C. Amoroso, but 
the findings were not published as the work was not 
complete ; nevertheless, it’gave useful information as a 
basis for further studies. Recently, Miss Lindop, 
Mr. Pearce, and I reported to the Physiological Society 
the microscopically observed and measured reactions of 
various arteries to graded doses of intravenously admınis- 
tered adrenaline, and at the same meeting Prófessor 
R. H. S. Thompson and Dr. Tickner (1951) provided a 
complementary story. For they had found that mono- 
amine oxidase was present in varying amounts in the 
walls of different arteries in the rabbit, and the increase 
in enzyme activity in their series corresponded, in so far 
as they and we had studied the same vessels, with the 
decrease in sensitivity to adrenaline in our series. ‘Finally, 
I have done some more experiments with the stypven- 
Evans-blue technique, which has the advantage of indi- 
cating, by absence or intensity of coloration, the degree 
of blood supply to tissues ; direct microscopical studies 
of the reactions of individual arteries give only part of 
the picture. 

With regard to the work carried out by Miss Lindop, 
Mr. Pearce, and myself, I have to begin by saying that 
the dosages of adrenaline used were high because in 
general we decided to, take full vasoconstriction as the 
end-point. In brief, the findings were that the ear arteries 
required 10 pg. per kg., body wall arteries 20 pg., the 
femoral artery 25 ug., splenic artery 40-45 ug., renal 
artery 50 ag, small gastric and intestinal branches 
usually 100-120 ug., and, internal carotid artery 
100-120 ug. The vertebral artery seemed to be in the 
same class as the internal carotid or to require somewhat 
higher dosage, and technical difficulties made it impos- 
sible to sée if the blood flow was completely arrested. 
A posterior spinal artery was very refractory and 
remained incompletely closed, though its branches were 
fully constricted, with as much as 200 wg. per kg. The 
coeliac axis and superior mesenteric artery gave the 
most varied reactions, dilating or remaining unaffected 
or constricting, the extremes being slight constriction 


- of the mesenteric artery in one subject with only 5 yg. 


per kg., and no effect upon either vessel in another 
subject with 300 ug. per kg. = 


Order of Reduction in Blood Flows 


The new stypven—Evans-blue series has on the whole 
given comparable results, though in infinitely more 
detail, as the distribution and intensity of dye-staining 
throughout the body were noted. On the whole, the 
two different techniques indicated an order of reduction 
in blood fiows ın which the skin and the non-vital skeletal 
muscles were the first parts to suffer; later ‘came the 
spleen and the renal cortex, and, very late, the brain and 
spinal cord. The different parts of the alimentary canal, 
however, as also a number of other viscera, showed con- 
siderable variations from animal to animal, and on occa- 
sion some were still within the circulation when the 
central nervous system was out. Control stypven-Evans- 
blue experiments without adrenaline showed that varia- 
tions were possible in the differential staining of the 
alimentary canal and other organs, and one presumes 
that in respect of the former these variations can be 
correlated with degrees of digestive and absorptive 
activity. 

In the human patient, however, as I’shall mention 
later, thére is not in general a preferential blood supply’ 
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to viscera while the central nervous system supply. is 
reduced, and the anomalous findings mentioned must be 
ascribed to the fact that the experiments were done on 
healthy anaesthetized subjects. In other words, the prob- 
lem put to the’ body as a whole—namely, how it would 
deal with a full blood volume when the skeletal muscu- 
lature was generally inactive, and adrenaline, often in 
high dosage, was introduced was fundamentally an 
unfair one. As Rothlin (1920) and many since have 
shown, isolated or perfused mesenteric and several other 
visceral arteries react to adrenaline by constriction ; that 
on several occasions in our experiments they were irre- 
sponsive or dilated must mean that they were nervously 
inhibited or, though this seems on other evidence less 
likely in the cases of certain vessels, that their natural 


tendency to contract was overcome by the raised blood ` 


pressure. , 

Studies, of animals after haemorrhage and’ during 
shock of various kinds much more closely imitate the 
conditions met with in patients, and experiments already 
mentioned, as well as others described in the literature, 
_ Show that during haemorrhage the arteries, with some 
exceptions, constrict ; certainly the mesenteric ones do 
so. Further, the liver seems to come more definitely 
in place in respect of reduction of blood supply; it 
appears to follow after the renal cortex, in Van Slyke’s 
(1948) view, for he found “ that in the dog, the function 
of the kidney is abolished by haemorrhage before that 
of the liver.” Delorme (1951), however, took the line 
that the. liver may be earlier or more gravely damaged 
than the kidney in vasoconstrictive states. It is, he 
wrote, “more susceptible to anoxia than either muscle 
or kidney (Russell et al., 1944); although less sensitive 
than the cerebral cortex, it does not possess the protec- 
tive circulatory adjustments of the latter (Gellhorn, 
1943) ; moreover, the liver is unique among body tissues 
in that it depends on venous blood for the larger part 
of its oxygen supply.” 


[The second lecture, with a list of references, 


will 
appear in our next tssue.] - 


` 
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The 27th Annual Report of the British Empire Leprosy 
Relief Association (1950) announces that since January five 
more lay workers-and two nurses have been sent overseas. 
Five years ago B.E.L.R.A. resolved to recruit six doctors 
for overseas work, but so far only one of them has been 
appointed ; in more than one area the progress planned has 
been frustrated for lack of medical supervision. Especially 
ın East Africa the field is open. B-E.L.R.A. is aiming to help 
to the utmost in the establishment and staffing of leprosaria 
planned at key points and in the development of those 
selected for expansion. Lay workers are available, but some 
of the schemes may well have to be further postponed unless 
doctors and nurses can be.found. The organization has 
always aimed to save the children before leprosy destroys 
them, and at the end of 1949 there were 1,500 B.E.L.R.A 
adoptees. Dr. Ross Innes (Inter-territorial Leprologist for 
Kenya, Uganda, and Tanganyika) has completed a massive 
survey and made recommendations; on the basis of an 
examination of 362,000 persons throughout the area he 


estimates.an incidence of 80,000 cases in Uganda, 35,000 in, 


Kenya, and 100,000 -in Tanganyika, with an averase of 10 
per 1,000 in Kenya, and 18 in the other two territories. As 
yet only 6,850 of them are receiving treatment. The report 
also’ notes that in Britain the outstanding achievement was 
the collection of almest £13,000 from the appeal broadcast 
by a cured leper in January, 1949, and when an anniversary 
letter was sent the following year to all those who had 
responded to the appeal, over 25% again contributed. 


4 ASPECTS OF THE CIRCULATION’S ECONOMY 
rr ee i aat a 


2 


MEDICAL JOURNAL 1349. 
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Hospital, Copenhagen, and the Medical Department 
of the County Hospital, Aarhus; Denmark) 


Up to the turn of the century a diet low in sodium 
chloride was used most successfully in the treatment of 
oedema and other symptoms of congestive heart failure 
(Karell, 1866; Strauss, 1903; Widal and Lemierre, 
1903 ; Finsen, 1904). After the introduction of mer- 
curial diuretics the low-salt diet was used much less 
because these diuretics were more dramatically effective 
and easier for the patient than the slow and complicated 
treatment by dieting. In the English-speaking world 
in particular (Lewis, 1933 ; Levine; 1940 ; White, 1947) 
it became usual to treat cardiac oedemas with only a 
moderate of casual salt restriction and with mersalyl 
(“‘salyrgan ”) and a restricted fluid intake. Although 
many German (e.g. Volhard) and French physicians 
continued to treat their patients with the low-salt diet, 
Allen (Allen and Sherill, 1922) seems to be the only 
American im recent times to have done so on a large 
scale, and his chief interest was the effect of the salt 
restriction on hypertension. \ 

During and after the last war, however, the tide again 
changed, and now great importance is attached to the 
usefulness of a low-salt diet, and very intensive research 
is being carried out to investigate the importance 
of sodium chloride or sodium to the physiology of 
the organism. This new development began with 
the publication of a number of clinical reports by 
Schroeder (1941), Schemm (1942), and Kempner (1944). 
The results of their investigations have received 
universal recognition (White, et al., 1946), and have 
been supported by physiological and pathological 
investigations on the pathogenesis of congestive heart 
failure by Warren and Stead (1944) among others. 

Schroeder demonstrated in, 23 cases of cardiac 
oedema that a decrease in the consumption of salt to 
an amount less than the salt content of the urine was 
always accompanied by a decrease of oedema. Further- 
more, he showed clearly that the low-salt diets hitherto 


, used were not sufficiently low in salt, and that a limita- 


tion to 1 g. in twenty-four hours was often necessary to 
achieve a decrease of oedema or merely to prevent its 
increase. He also demonstrated the very interesting 
point that a decrease in the amount of the fluid intake 
on such a low-salt diet had no effect in decreasing the 
oedema—in fact, in some cases oedema disappeared 
more readily when the patient was given more water. 
In 1944 Schemm’s second report, gave the results of 
eight years’ treatment of 241 patients with oedema, 
90% with cardiac oedema. He successfully used a low- 


“salt, acid-ash diet together with a larger intake of water, 


if possible 3—4 litres a day. Finally, Kempner (1944) 
in his study of the effect on hypertension of a diet 


*This work was supported by a grant from the King Christian X 
Foundation. 
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consisting chiefly of unsalted rice showed that this low- 
salt diet was effective in oedematous hypertensives. 
Heintzelmann (1949), in Denmark, has described the 
effect of a low-salt diet in the treatment of: congestive 
heart failure. 

` Recent investigations, ‘dene with the aid of radio- 
active sodium, have demonstrated ‘that patients with 
congestive heart failure retain much more of the tracer 
sodium than normal people (Threefoot et al, 1949). 
The sodium as a diffusible ion accumulates in the blood 
and extracellular fluid, together with chloride, bicar- 
bonate, and protein, and for osmotic reasons the retained 
sodium holds water. In the formation of oedema the 
retention of water is thus secondary to the retention of 
sodium. If the patient is brought into a state of negative 
sodium balance the result is the clearing or diminution of 
oedema. Patients with congestive heart failure are often 
thirsty, because the oedema fluid is not: water but 
a salt solution, and a relative true dehydration—that is, 
a deficit of plain water—may be present. . 

As a result of these facts a rational approach to the 
treatment of cardiac oedema appears to be: (1) a 
decrease in the intake of sodium (diet) ; (2) an increase 
of sodium excretion (mercurial and acid diuretics) ; 
(3) improvement of the action of the heart and circu- 
lation of the blood (digitalis, oxygen, rest, etc.) ; and 
(4) an ad lib. intake of water, which is both permissible 
and desirable if the first three factors are in force. ' 

The work reported in this paper was designed, to 
determine whether a diet containing less than 1 g. of 
salt in 24 hours is of such importance and advantage 
in the treatment of congestive heart failure that it 
should be made part of the regular routine. The diet 
used was the same as that used in our previous study 
of the effect of sodium restriction in patients with 
hypertension (Bang, Bechgaard, and Levin Nielsen, 
1949). It contained about 260 mg. of ,sodium and 
about 2,000 calories. 

The material consisted of 64 patients (35 males and 
29 females) between the ages of 40 and 84; average age 
62. All were suffering from congestive heart failure, 
and manifested oedema and/or cyanosis, pulmonary 
passive congestion as verified by x-ray film, attacks of 
dyspnoea, and pulmonary oedema. 

The following four cases are presented in some 
detail. Their severe congestive heart failure showed 
no improvement with the usual methods of treatment, 
but responded after they were given a low-salt diet. , 


Case 1 


A housewife aged 44 had had chorea at the age of 12 
and rheumatic fever at 17. At 29, during her second preg- 
nancy, ‘cardiac symptoms appeared, and these have troubled 
her since. At 37 she was admitted to hospital for rheumatic 
fever, and mitral stenosis was noted ; since then she has had 
increasing palpitation of the heart, dyspnoea’ on exertion, 
and oedema, and has constantly received digitalis and 
mersalyl. She entered hospital for congestive failure six 
months before the present admission. 

When admitted on September 28, 1948, she had shortness 
of breath, exhaustion, and marked oedema, and a sense of 
fullness under the right costal margin. She had been' up 
‘and about, but required several hours of intermittent rest 
a day. Her weight was 55.8 kg., and height 164 cm. She 
was weak, cyanotic, and markedly dyspnoeic at rest. The 
action of the heart was tumultuous (irregular irregularity). 
The apex beat was in the mid-clavicular line; there was a 
rough systolic apical murmur, but no palpable thrill; B.P. 
110/95. Crepitant rales were heard at bases of both lungs. 
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The liver edge reached to the umbilicus ; there was dullness 
in the flanks, and marked oedema of the lower extremities 
and over the lumbar area. 

An electrocardiogram revealed auricular fibrillation and 
negative ST: and STs segments. X-ray examination showed 
mitral configuration, 17/29 cm., and pulmonary passive 
congestion. Haemoglobin, 110%; sedimentation rate, 
36 mm.; urine, albumin +; microscopical examination, 
normal; blood urea, 32 mg. per 100 ml. 

Treatment.—With a full diet containing the usual amount 
of salt, digitalis, 0.3 g. and, later, 0.1 g. daily, mersalyl, 
‘2 mi. twice a week, and urea, 45 g. daily, the condition of ‘ 
the patient grew gradually worse in the course of five weeks, 
with increase in her oedema and a weight gain of 7.7 kg. 
Without other change in the treatment during the preceding 
month the patient was put on a low-salt diet. Within a few 
days her weight began to fall and at the same time her 
dyspnoea and oedema disappeared. After five weeks on the 
low-salt diet her weight loss amounted to 17 kg., and there 
was only slight evening oedema of the lower extremities. 
Since then the patient has done light housework at home for 
six months on the low-salt diet with digitalis and oral urea 
daily and mersalyl twice a month. Her weight has oo 
only 2 kg. 


Comment.—This 44-year-old woman with conges- 
tive heart failure (rheumatic heart disease with mitral 


Stenosis) became worse in spite of rest in bed for a 


considerable length of time and in spite of digitalis, 
mersalyl, and urea. Institution of a low-salt diet, with 
no other change, brought about immediate ‘decrease of 
oedema and overall clinical improvement. After dis- 
charge on a low-salt diet, digitalis, and mersaly! she has 
not suffered noticeably from symptoms of congestive 
heart failure during the past six months. 


Case 2 


A male window-cleaner aged 39 had been in hospital at 
the age of 7 and 22 with rheumatic fever and at 32 for 
pheumonia. During the past three years he had increasing 
fatigability, dyspnoea on exertion, ankle oedema, and pres- 
sure in the epigastrium. He also had several severe and 
sudden attacks of extreme dyspnoea with a feeling of oppres- 
sion lasting several hours. At 38 he had severe haemat-, 
emesis.: He was admitted to hospital 18 months previously 
on account of congestive heart failure ; he had been receiv- 
ing digitalis for many years, and was unfit for work during 
the last six months. 

He was admitted to hospital on February 14, 1949, com- 
plaining of shortness of breath and‘the fear of death. He 
was not weighed ; his height was 168 cm. Marked prostra- 
tion, dyspnoea, and cyanosis were present. The apex beat 
was not felt. There were an apical thrill and a pre-systolic 
murmur, accentuation of Ps, sinus rhythm, and an apex rate 
of 120 a minute; B.P. was 140/85. The lungs showed: 
dullness at both bases, and fine moist rales of pulmonary 
oedema. Signs of ascites were not present; the liver edge 
was three fingerbreadths below the right costal margin, and 
there was no peripheral oedema. 

An electrocardiogram revealed sinus rhythm, right axis 
deviation, large P waves in Lead JJ, and slight depression 
of ST: and ST: segments. X-ray examination showed mitral 
configuration and severe pulmonary passive congestion. The 
haemoglobin was 95% ; sedimentation rate, 8 mm.; urine, 
albumin + ; microscopical examination, normal ; blood urea, 
42 mg. per 100 ml. 

Treatment.—Morphine and oxygen „given on admission 
brought no rélief. The expectoration of large amounts of 
frothy red-tinged material disappeared after a 200-ml. vene- 
section and aminophylline and morphine by vein. He was 
given ‘penicillin the first few days. After the venesection 
he remained very weak, with continuous dyspnoea and very 
little sleep. He received a daily dose of digitalis. After 
three weeks in bed he still complained of shortness of breath, 
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fullness in the epigastrium, ‘and thirst. At night he was very 
confused, had severe attacks of dyspnoea, and suffered much 
from thirst. Oedema of the legs developed. In spite of 
mersalyl, diuresis’ was scant and the oedema increased, so 
that after 12 days a low-salt diet was begun without other. 
wise changing the treatment. Two days later the urine 
output had risen to 1 litre, and mersalyl then brought it up 
to 3 litres. The patient could not be weighed the first few 
days, but the oedema disappeared, and so at the same time 
did the patient’s thirst. The dyspnoea, the fullness in the 
abdomen, and his restlessness at night ceased. The patient 
was able to leave his bed, but the advanced condition of his 
heart disease permitted only partial improvement, and con- 
tinued ' hospital treatment was necessary. ‘He died three 
months later, 


Comment.—This 39-year-old man with congestive 
heart failure (rheumatic heart disease with mitral 
stenosis) had repeated attacks of pulmonary oedema. 
On his admission to hospital there was no improve- 
ment in the severe signs of congestive failure and 


thirst, in spite of rest in bed, digitalis, and: mercurial | 


diuretics. After institution of a low-salt diet with no 
: other changes the more distressing symptoms, including 
the thirst and the. oedema, which had developed under 
observation, were greatly relieved, though the patient 
remained unfit for work, 
Case 3 
An old-age pensioner aged 64 had no history of rheu- 
matic fever or venereal disease. He entered ‘hospital in 
December, 1947, with bronchitis ; swelling of the legs was 
noted. Digitalis was begun when he was again in hospital 
in May, 1948. 
He was readmitted on June 10, 1948, with congestive heart 
failure, complaining of increasing shortness of breath on 


exertion and while at rest. His weight was 71.2 kg.; height 
170 cm. He perspired and was dyspnoeic ; the veins of his 


neck were much distended. The apex impulse was in the™ 


anterior axillary line, the heart sounds were hammer-like, 
with persistent irregularly irregular rhythm and an‘ apex 
rate about 60 a minute. BP. was 200/130. Lung bases 
showed dullness, impaired breath sounds, and rales. The 
liver edge was four fingerbreadths below the right costal 
margin; there was no detectable ascites, but moderate 
oedema of the legs. 

An electrocardiogram revealed auricular fibrillation; 
deeply inverted Tı and Ts, add a ventricular rate of 80 
a minute., X-ray examination showed the heart greatly 
enlarged, 18/28 cm., and severe passive congestion of 
both lung bases; no pleural fluid. “The haemoglobin was 
112%; sedimentation rate, 4 mm.; urine, albumin +, 
microscopical examination normal; blood urea, 22 mg. 
\,per 100 ml. . 

Treatment:-Thé day after admission Cheyne-Stokes 
respirations and his general -condition were improved 
by venesection (400 ml.) and morphine, but in the next 
few days he grew restless, with dyspnoea and mental con- 
fusion. Ammonium chloride had to be stopped after five 
days on account of nausea: - His condition deteriorated, and 
“because of dyspnoea he sat up day and night. On the eighth 


day treatment with the low-salt diet was started, but to begin . 


. 


with he could eat only half the food. After six days on 
‘this diet his condition was noticeably improved. The B.P. 
fell to 150/100, dyspnoea decreased, diuresis increased (but 
on account of mental confusion could not be measured 
exactly), and weight fell 5 kg. After a further 10 days he 
could sit up, and his mind had cleared. The oedema had 
disappeared and his weight had fallen another 4 kg. He 
was sent home on the 67th day. 


His condition was then bearable. He continued on a 


low-salt diet, but still had slight oedema! of \the legs, and ' 


was admitted to the hospital again four months later in 
order to clear his oedema completely. After this he was 
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so well that he bought a tricycle. On July 20, 1949, he was 
admitted’ on account of hypostatic pneumonia. 


Comment.—This 64-year-old man with hypertensive - 


` heart disease showed marked congestive heart failure 


with extreme dyspnoea and cyanosis, which did not 
improve after eight days in bed, with digitalis, 
ammonium chloride, and mercurial diuretics. After a 
low-salt diet was begun there was a fall in blood pres- 
sure, a loss of dedema, and marked general improve- | 
ment. With continuation of the low-salt diet he was 
later admitted because of slight oedema of the legs, and 
again with hypostatic pneumonia, but his condition in 
the intervals between these readmissions was consider- 
ably better than before he began the low-salt diet. 


Case 4 
A grocer aged 56 had had scarlet fever at the age of 8, 
but no diphtheria, rheumatic fever, or venereal disease. He 
had always eaten too much, had taken fairly large amounts 
of alcoho] earlier, and .was obese, weighing 92-95 kg. 
Diabetes was known to exist since the age of 42; he had 
had no insulin.’ He had urolithiasis at 53. At 54 he entered 


' hospital for arteriosclerotic heart disease with dyspnoea, and 


had been treated since with an ordinary diet without sugar 
and with mersalyl, and later theophyllin and digitalis leaf, 
0.1 g. a day. He had increasing dyspnoea, especially at 
night, over the past 12 months and oedema.of the legs during 
the past three weeks. : 

He was admitted on February 15, 1949, for congestive 
heart failure, with dyspnoea, pressure in the ‘chest, oedema, 
and severe suffocative paroxysmal nocturnal dyspnoea, 
whith forced him to’sit up in order to sleep. His weight 
was 83.4 kg.; height 164 cm. He was weak, dyspnoeic, 
cyanotic, and extremely orthopnocic. The heart size was 
indeterminable ; heart sounds were of very poor quality ; 
rhythm irregularly irregular; apex rate, 78; B.P. 100/60. 
The liver edge- was palpable a hand’s breadth below the 
costal margin; no ascites was detectable. : 

An électrocardiogram revealed auricular fibrillation, T 
waves iso-electric, and low-voltage QRS cémplexes in 
standard leads. X-ray examination showed the heart 
shadow not enlarged, 16/34 cm., and pulmonary passive 
congestion, without fluid’ The haemoglobin was 95%; 
sedimentation rate, 4 mm.; urine, albumin +; blood urea, 
38 mg. per 100 ml. 

. Treatment-—For one week he was on a diet without sugar 
but with the ordinary amount of salt, with digitalis, 0.3 g. 
and later 0.1 g. daily, and mersalyl. There was no change 
in his general condition or in the oedema, and he continued 
to complain of severe dyspnoea at night. In the next 10 
days, after removing the salt from the diet, diuresis increased, 
the weight fell by 5 kg., and the dyspnoea, including the 
nocturnal attacks, disappeared. He was discharged three 
weeks later in good condition, having lost a total of 14 kg. 
in weight. He continued on the low-salt.diet without sugar, 
with digitalis daily and a mersaly! suppository twice a week, 
without any recurrence of signs or symptoms for the next 
two months, when he died suddenly, presumably of an acute 
coronary thrombosis, ; 

Comment This 56-year-old man `with obesity, 
diabetes, and arteriosclerotic heart disease with severe 
congestive failure did not improve in spite of rest in 
bed, digitalis, and mercurial ‘diuretics. ° After the insti- 
tution of the low-salt diet without other change, his 
condition improved, and he was discharged., His 
improvement was maintained withdut any return of 
symptoms until sudden death two months later. 


General Comment on Above Cases 


The data from these four patients with severe con- 
gestive heart failure are presented in some detail To 
obtain a true picture of the effect of the low-salt diet’ 


` 
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we first tried to ascertain whether the usual methods of 
treatment (confinement to bed, digitalis, mercurial 
diuretics) resulted in an improvement in the condition. 
Only when this method failed were the patients trans- 
ferred to a low-salt diet. Changes in weight, together 
with observation of the changes in oedema, were used 
as objective. criteria of the patients’ condition. The 
changes in subjective symptoms—dyspnoea, cyanosis, 
palpitations, pains, sleeplessness, fatigue, etc—how- 
ever, could only be described. There was no doubt 
about the results: the low-salt diet led to a dramatic 
change in the condition of these patients in a few days. 
It was also noted that without salt \restriction the 
diuretics brought about only a temporary decrease in 
the oedema, but that their effect when used with this 
diet was greater and more lasting. The latter result 
is naturally due to the fact that on a low-salt diet 
there is much less possibility of the oedema re-forming 
rapidly. ` 


General Observations and Follow-up Studies of the 
64 Patients ` ` 


Having seen the good results of the low-salt diet, we 


began to use it on patients fairly soon after their. 


admission to hospital as a supplementary therapy in 
nearly all cases ‘of congestive heart failure. We also 
used it in some of the-cases which could have been 
treated without the low-salt diet. ,In‘these cases the 
good effects of the treatment can best be judged by 
examining the after-effects. We have examined these 
patients to see whether those who kept to the low-salt 
diet fared better than those who did not. 

Attention must be drawn to the fact that all of these 
patients were suffering from severe heart disease and 
had a very doubtful prognosis even on a low-salt diet. 


On account of the relatively small number of cases no ~_; 


great importance can be attached to the difference in 
the death rate in the two groups, though on analysis it 
does favour the patients who followed the diet. It is 
more important to examine the degree of the symptoms 
of congestive heart failure in the two groups. 

Table I shows the results of the treatment of all: 64 
cases in the hospital ‘period. The low-salt-diet treat- 
ment in the hospital resulted in decisive improvement 


Tans L—Result of Hospital Treatment of 64 Patients with 


Congestive Heart Failure 











Type of Markedly | Slightly 
Heart Disease | Treated | Improved | Improved 


Causes of death~-l Adhesive pericarditis, norte,- and mite stenosis. 

heen Gy a Onga heart fail deas ive 

ure, coro a ve ure, a pen- 
eal 


in 36 and slight improvement in 21 ; six of the patients 
grew worse and died; in one there was no change. 
Two others died of intercurrent diseases. The causes of 
death. are. given at the foot of the table. 

After their discharge from the hospital (see Table I) 
50 of the 56°‘survivors from the original 64 were 
examined from three to eighteen months later. The 
length of time between discharge and observation is 
approximately the same for the group that followed the 
diet and the group that did not In 27 out Of the 
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harge from the Hospital 





Causes of dreih n —? 
deat o a padopsreitis nra: 10 tt Gor 


heart failure. 16 Carne seinen ' 


wo beart failure 
ure). 15 Congestive, 


31 patients | who continued the diet their n 
remained the same as when they left the hospital : 

four the condition had’ deteriorated, and two of these 
had died. Nineteen patients did not continue the diet 
—in three the condition was unchanged, but 16 had 
deteriorated, and five of these: had died, all of conges- 
tive heart failure. f ' 


\ Discussion 


Time and again at these follow-up examinations we 
have been able to ascertain a relation between discon- 
tinuation of a diet and a deterioration in the patient's 
condition, an increase in weight, and greater excretion 
of chloride in the urine. This is not contradicted by 
the fact that several of the patients have continued in 
good health on a diet with a greater salt content than 
prescribed. This even applied to patients who origin- 
ally were improved “only with difficulty with the aid of 
a low-salt diet in addition to the usual treatment. It 
can therefore be assumed that the salt tolerance may 
rise simultaneously with the general clinical improve- 
ment in the patient’s condition (see Case 1). This means 
that some patients do not have to continue with the 
low-salt diet, but are able to live on a more normal diet 
—for example, simply without table-salt and salted 
dishes—or often with ordinary bread-and-butter. By 
watching the patient’s general clinical condition, weight, 
and chloride excretion in the urine one knows whether 
he is keeping to the diet and, if this is not the case, 
whether a discontinuation of the more rigid features of 
the diet is permissible, In cases of incipient congestive 
heart failure it can be decided on the same basis whether 
a return to the low-salt diet alone may be expected to 
improve the condition or whether diuretics are necessary. 


Our observations seem to show that if the patient’s | 


weight remains the same, the sodium chloride content 
of the urine will correspond more or less to the amount 
consumed. In cases of increasing weight alone, due to 
the formation of occult oedema, the excretion is less, 
and when the oedema decreases again the excretion is 
greater. Excretion of salt rises violently with mersalyl 
diuresis; an excretion of 20 g. or more of sodium , 
chloride in 24 hours may be-observed. With the did * 
of mercurial diuretics, temporary relief may be obtained 
by the excretion of the retained cooking-salt, but if the 
salt consumption is not decreased, patients will’ again 
retain salt, and oedema will again be the result. By 


‘keeping to a low-salt diet a more stable condition is 


achieved than if the oedema is allowed to reproduce. 
It is possible that this greater stability and continued 
freedom from occult oedema is the reason why some 
patients feel much better on a low-salt diet than on an 


1 


4 


. combination of this 
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ordinary diet with diuretics. But all patients will not 
or cannot tolerate the low-salt diet often necessary to 
prevent vedema. In these cases diuretics must be 
administered with a diet heavier in salt-or possibly com- 
bined with a weekly saltless day, with unsalted thin oat- 
meal gruel or boiled rice as' the only food. 

Formerly one of the methods of treatment of patients 
with a predisposition to oedema was to reduce the con- 
sumption of fluid. “ When a low-salt diet is used, how- 
ever, a reduction in the amount of fluid is not neces- 
sary ; in fact, a fluid consumption which ensures fairly 
large diuresis (2-3 litres every 24 hours) seems to be 
the most effective, ‘as an output of 2-3 litres-of urine 
“has been shown to give a larger excretion of salt. When 
allowing the patients plenty of water it must be borne 
in mind that some water is relatively high in sodium. 
In Copenhagen, for example, the sodium content of 
tap-water varies from 9 to 131 mg. per litre, with an 
average of 50 mg. i : 

Finally, we should like to review the symptoms and 
signs in which improvement has been observed on a 
low-salt diet. The effect on the oedema was the easiest 
„to demonstrate. The low-salt diet, and especially ‘the 
diet with digitalis, mercurial 
diuretics, and sometimes ammonium chloride and 
urea, is the treatment which most readily causes the 
disappearance of oedema in patients suffering from 
heart failure. The most striking example of the effect 
of this treatment was seen in the case ofa 64-year-old 
oedematous woman who lost 27.6 kg. in two months. 
Both dyspnoea at rest and attacks of dyspnoea at night 
often improve or cease altogether, generally after a few 
days’ treatment. We observed good results in many 
cases, particularly in patients suffering from nocturnal 
dyspnoea. A number of patients who in spite of 
morphine had slept badly for a long time soon slept 
better with this treatment (see Case 4). - : 

A true dehydration from a deficit of plain water 


which is often found in oedematous patients, results in - 


the symptoms of an intense thirst and a dry tongue. 
‘The symptoms may be present even if the patient’s con- 
sumption of fluid has not been decreased, and these 


symptoms are often the first to. disappear when the- 


patient is put on a low-salt diet. This is a great relief 
to patients, but means that they must be encouraged 
to drink plentifully to ensure a fairly large diuresis. , 
The blood pressure in hypertensive subjects often 
falls during the treatment (Bang ef al., 1949). 
_ With the diet used we did not observe any signs of a 
lack of salt—that is, fatigue or weakness—but many of 
the patients complained of the ,tastelessness or unifor- 
mity of the diet. There are, however, two diseases 
which necessitate care when using a low-salt diet: in 
cases of advanced kidney disease in which the kidneys 
are not able to retain sufficient sodium a low-salt diet 
may mean a definite-deterioration of the condition of 
the patient, with hypochloraemia and acidosis ; simi- 
. larly, in cases of Addison’s disease a low-salt diet may 
bring about a typical crisis. : 


” 


Summary 
Sixty-four patients suffering from congestive heart failure 
with oedema were, in addition to the usual treatment with 
‘confinement to bed, digitalis, and diuretics, treated with a 
low-salt diet (less than 1 g..of sodium chloride a day). 
A detailed case history is given of four of the patients in 
whom the critical condition was not improved until they 
were transferred to a low-salt diet. 
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Follow-up studies were made on 50 of the cases in the 
series. Thirty-one bad kept on with the low-salt diet, and 
-27 of these continued in as good health as on discharge, one 
was worse, and three had died. 

The results are discussed, and the effects of mercurial 
‘diuretics and a low-salt diet are compared. 

_ The restriction of the fluid intake is not necessary or 
beneficial for the patient with oedema on a low-salt diet. 

In some cases of chronic kidney disease with loss of 


„normal ability to conserve sodium, and in Addison’s disease, 


sharp restriction of salt is contraindicated. 


For valuable criticism and final preparation of the manuscript 
we are most grateful to Dr. F. R. Schemm, Great Falls, Mont., 
U.S.A. i 
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RADIATION, LIGHT, AND 
ILLUMINATION* 


i BY 


OJ. N. ALDINGTON, B.Sc, Ph.D, FRIC. 

: Finst P., FLES, A.M.LEE. 

The visual’ mechanism is normally stimulated by 
radiation lying within the comparatively narrow region 
of from 4,000 A to 7,000 A. In nature the source of 
this radiation is the sun. In the highly complicated 
structure of modern society, however, man Bas found it 
necessary to devise artificial means for the production of 
light. I shall therefore concern myself to some extent 
with radiation generally, but more particularly with the 
limited region’ in the radiant energy spectrum known as 
light to which the human eye responds and with artificial 
light sources. 

In trying to present a picture of the evolution of 
modern light sources in historical perspective it is neces- 
sary to consider cértain primary matters in connexion 
with radiation, light, and illumination. Whereas the 
eye has evolved through many ages under the continuous 
radiation from the sun, it has from the beginning of time 
been subjected to a more limited region of the visible 
spectrum in the perception of colour. ‘It is this fact 
which led lamp-research physicists to believe that if in 
the course of the evolution of light sources they had to 
produce and put before the public lamps giving discon- 
tinuous spectra no harmful results would thereby occur 

* hthalmology at the Annual Meetin: 
of Re nits Medical Assocation, Liverpool, 1950. i 
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' similar in character to the radiation from the sun. 
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Artificial Light and the Human Eye 

It seems probable that if, by the evolutionary process 
of time, part of the human body has come to function in 
a particular way and is then subjected for long periods 
to some other condition short-term or long-term damage 
may result. It was considered that the matter might be 
of importance in respect to the human eye in view of the. 
evolution of modern electric-discharge lamps primarily 
intended for street lighting. The sodium lamp, for 
example, gives a practically monochromatic yellow 
light, while the high-pressure mercury lamp ‘has 
dominant spectral lines in the yellow, green, and violet 
regions of visible spectrum. There has thus’ been 
a break / tradition, as up to about 1930 practically 
all normal light sources gave continuous radiation 
It is 
interesting to record that after nearly twenty years’ 
practical experience with these sources there is no 
evidence of damage to the visual mechanism. Indeed, 
a number of observers have reported an increase in the 
visual acuity under the light of the plain electric ' 
discharge. 

` If we study the spectrum of radiant energy we see at 
the short wavelength end the region of x rays merging 
into the ultra-violet region and ultimately into the visible 
spectrum. Beyond the visible spectrum the infra-red 
tegion extends until ultimately we reach the wavelengths 
which are used for‘radio transmission. It is a most 
interesting fact that practically all sources of light emit 
radiation extending far beyond the visible region and to 
that extent are less efficient in stimulating the visual 
mechanism than they would be if the radiation was con- 
fined within the 4,000 to 7,000 A waveband. The 
research physicist, therefore, in considering the develop- 
ment of light sources has to be very conscious of the 
properties of the human eye. He has not only to, con- 
sider the need for giving the maximum possible amount 
of radiation in the visible region but also the sensitivity 
curve of the normal eye and its differential response from 
the blue to the red end of the spectrum.’ If a given 
source of energy produced monochromatic light’ at- 
6,500 A the efficiency of the source in terms of lumens 
per watt would be only one-tenth of the efficiency 
which would be produced by the same amount of 
energy radiating at 5,550 A at the peak of-the visibility 
curve. 


t 
F 


Iitumination Levels 
If we look at these general facts from a mathematical 
point of view we find that a watt wholly converted into 
visible radiation will produce theoretically between 600 
and 700 lumens. In other words, one watt converted 
into visible radiation at the peak of the luminosity curve 
would give about the same amount of light as a 40-watt 
tungsten-filament lamp. As, however, we are concerned 
in general with white or near-white light sources it is 
wise to consider what would happen if the whole of the 
radiant energy was emitted in the visib'e spectrum, but 
so distributed as to give white light. ite 

If this ideal condition was attainable in practice the 
efficiency would be something of the order of 220 L/W. 
It is interesting to' compare this value with that of'10 to 
15 L/W for small incandescent tungsten-filament lamps 
of the type used in domestic premises and of 70 L/W 
or so for the efficiency of sodium lamps such as those 
used for street lighting. Somewhere between these two 


: limits we have the efficiency of practically all electric , 


AND ILLUMINATION cia ee 





lamps in common use—for example, the efficiency of a `, 


modern fluorescent lamp is of the order of 40 to 50 L/W. 
It was the development of the electric discharge lamp 
in the many forms now-available to the public which 
enabled electrical energy to be more efficiently trans- 
formed into light than was possible with the tungsten 
“lamp. These developments have reached maturity only 
within the last two decades, but, because of them, higher 
illumination levels have become economically possible 
and therefore to some extent they bear upon the work 
of the ophthalmologist. 

When we try to trace the evolution of artificial-lght 
sources, we find evidence of early forms ‘of the oil-wick 
lamp dating back more than 70,000 years. It is interest- 
ing to note that the modern oil-lamp is very little 
different in principle from the early forms discovered 
among the ruins of ancient civilizations. In each case 
„a combustible oil burns at a wick and produces a flame 
which gives light. 


The Electric Lamp 

It is now more than one hundred years since the prin- 
ciples underlying the incandescent electric lamp were 
discovered. Very briefly the electric lamp depends on 
the fact that when an electric current passes through a 
conductor the temperature is raised. Under suitable 
conditions the conductor will incandesce and emit light. 
At first the distribution of radiant energy from the heated 
body lies entirely in the infra-red region, but at a tem- 
perature of the order of 500° C. the energy curve of the 
heated body intercepts the visibility response curve of the 
human eye and red light is seen. With further increases 
in the temperature of the incandescent body there 1s a 
gradual shift in the radiant energy spectrum towards the 
peak ‘of the visibility curve. The effect of this shift is to 


cause the emitted radiation to become gradually more > 


white and/at the same time to produce an increase in the 
efficiency, of light production as more of the radiant 
energy falls within the visible region. 

If it were possible to produce an incandescent body 
which could be maintained at a temperature of the order 
of 6,500° K, then the maximum possible efficiency would 
be produced, as at this temperature the radiant energy 
‘distribution would peak about the region of maximum 
visibility—that is, at about 5,500 A. With further 
‘increase in temperature above this value, if this were 
possible, 
efficiency of light production, as increasing amounts of 
radiation would be emitted in the ‘ultra-violet region. 


K Efficiency 
In the design of any light source, therefore, the lamp 
physicist. is vitally concerned with producing those 


- Operating conditions which will enable the maximum , 
percentage of the total input energy to be emitted in the~ 


visible region. In this connexion it is interesting to note 


that the first successful carbon-filament lamps made | 


available in about 1879 by the work of Swan, in England, 
and Edison, in America, operated at about 1.4 L/W. 
Later, by depositing on the carbon filament a more 
coherent layer of carbon, it was found possible to 
increase the efficiency to about 4 L/W. The use of 
tungsten, operated in the form of a thin wire in vacuo, 
brought the efficiency to about 10 L/W for a lamp 
designed for a life of 1,000 hours The advent of the 
gas-filled lamp enabled efficiencies of about 15 L/W to 
be obtained in a small lamp, while 25 L/W is a common 


g 


there would be a gradual decrease in the - 
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efficiency for a tungsten-filament projection lamp 
designed for a life of 50 to 100 hours. 

The important thing to note in all these changes is that 
the progressive improvement in efficiency has been 
brought about by operating the filament at a higher tem- 
perature. It should be noted that, whereas tungsten has 

' the highest melting-point of any metallic element, it can- 
not be operated above about 3,500° K without the risk 
of fusing. This temperature is, however, still some 
3,000° below the maximum theoretical value for an 
incandescent body producing light with the optimum 
efficiency. 

For a given lamp, while any increase in the filament 
temperature will result ın increase in the efficiency of 
light production, it can be obtained only at the expense 
of a reduced life. This is a fact of nature which is not 
generally realized. In general the life of a tungsten 
filament varies inversely as the thirteenth power of the 
applied voltage. In more simple terms, if a tungsten- 
filament lamp designed for 230 volts is operated at 240 

' volts the life will be reduced to approximately one-half— 
that is, a lamp life of 1,000 hours will be reduced to 
500 hours. 


Practical Aspects 


Our consideration so far has been limited to certain’ 


general points relating to the design of tungsten-filament 
incandescent ‘amps, and we must now consider one or 
two practical aspects. It is necessary in most types of 
incandescent lamp—and there are many hundreds of 
different types—so to design the tungsten filament that 
the light is emitted from a comparatively limited area 
within the lamp bulb. This limitation in area is gener- 
ally effected by coiling the filament into a fine spiral. In 
this way about a yard (0.9 metre) of wire can be made 
into a helix only about 2 in. (5 cm.) in length for the 
single coil lamp and about 1 in. (2.5 cm.) in length for 
the coiled coil type. In projection lamps the filament 
coil may be further formed into a grid of either the single 
or the biplanar type. ; 

- Low-voltage lamps for projection purposes can now 
be made with very compact filament formations of high 
brightness. In the solid source type several short stiff 
filaments are mounted parallel to one another to form 


a rectangular unit which can be raised to a very high ` 


brightness. In the tungsten ribbon lamp the filament 
consists of a thin strip of sheet tungsten. In each of 
these cases the glass envelope, after exhaustion, is filled 
with an inert gas, generally argon. The purpose of the 
argon filling is to reduce the rate of evaporation of the 
tungsten during the life of the lamp and thereby to 
enable the filament to be operated at a higher tempera- 
ture and efficiency. ; to 

In the special cap-fitting or hand lamps used by coal- 
miners the gas filling is now krypton, which because of its 
low thermal conductivity enables about 20% more light 
to be produced for a given wattage. If the still rarer gas 
xenon was available in quantity then a further gain could 
be produced with a xenon-filled incandescent lamp, but 
at the present time the price of this gas is prohibitive for 
such usage. -~ 


Electric Discharge Lamp 


The power of emitting radiation when suitably excited 
is one of the most fundamental and characteristic pro- 
perties of an atom. The discovery and identification of 
many elements has depended upon or been assisted by 
this phenomenon. Indeed, it is probably true that no 


t 
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other property has contributed so much to our present 
state of knowledge of the structure of matter and of 
the elements of which it is composed. 

Quite apart, however, from these analytical aspects the 
facility with which radiant energy can be produced 
under the influence of an electrical discharge is being 
turned to ever-increasing usefulness in modern discharge 
lamps and electron tubes. In lamps of the low-pressure 
type in which the discharge appears to fill the tubular 
vitreous envelope the electrodes generally terminate 
quite close to the ends of the tube. On the other hand, 
especially in some of the very high pressure mercury- 
vapour lamps, the discharge occupies only a very small 
proportion of the volume of the containing vessel and 
generally takes place at the approximate centre of a 
spherical bulb. ; 

The geometry of the lamp is determined by the desired 
electrical and luminous characteristics. In practically 
any shape or size of bulb some luminous effects would . 
be produced by an electric discharge through a gas or _ 
metallic vapour; but in general the efficiency would be 
very low and the lamp performance poor. Only by the 
most careful study of the peculiar requirements of 


, each type of discharge has the present range of highly 


efficient lamps been evolved. For example, one class 
of mercury-vapour lamp operates inside an exhausted 
outer jacket to assist in the development and main- 
tenance of the required mercury pressure, while another 
type of lamp must be operated in a stream of running 


> water. Í x 


In all modern metallic-vapour lamps a low pressure of 
inert gas is introduced into the bulb after it has been 
exhausted and processed to facilitate ignition of the dis- . 
charge and for other purposes. This inert gas filling, 
generally introduced at a pressure of only a few milli- 
metres of mercury, is of course in addition to the metallic 
filling, which may be sodium or pure mercury or an alloy 


, of mercury with cadmium or zinc, according to the class 


of lamp. For- special-purpose lamps elements other 
than those mentioned may be introduced either to pro- 
vide the principal gas or vapour or as additives to the 
primary radiating element. ~ 

The first phase in the development of the modern 
electric discharge lamp, which is designed in most cases 
for operation from alternating current mains and with 
a choke-stabilized arc, may be considered to have lasted 
not more than a decade. During that period, beginning 
in about the year 1930, the principal electric discharge 
lamps were of two main classes—mercury-vapour lamps 
operating at pressures of the order of one atmosphere 
with smaller lower-wattage’ lamps at higher pressures, 
and sodium lamps emitting light from the electri- 
cally excited resonating atom at comparatively low 
temperatures. f nis 

In the second phase of development several important 
new types of lamp have found practical applications, and 
their introduction has widened the field of research and 
stimulated activity in other directions. Practical forms 
of high-brightness projector-type lamps have been pro- 
duced in wattages already as high as 15 kW. and with arc- 
brightness values greater than that of the carbon arc. 
The 1939-45 war gave impetus to work on flash dis- 
charge lamps, and a number of standardized types are 
now available. The favourable properties of the high- 
current density discharge through certain rare gases 
stimulated development work, which led to the evolution 
of a new type of discharge lamp—the gas arc. An 
electrically excited gas or metallic vapour usually 


\ 
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radiates only at certain definite wavelengths charac- 
teristic of its nature. According to the conditions .of 
operation the radiant energy may be, emitted at rela- 
tively few wavelengths or the emission may-extend, over 
a.wide waveband and may be manifested as a complex 
assemblage of spectral lines. 


Role of the Aton? 
To assist in understanding the way in which radiation 
is produced from the electrically excited atom we may 
visualize some mental picture such as that of the 


‘ Rutherford-Bobr conception, in which the atom is 


likened to a miniature solar system. The nucleus of the 
atom, though occupying only a very small proportion of 
the, volume, is responsible for practically the whole of 
the mass and consists ın most cases both of protons and 


‘of neutrons. In the neutral atom, around the nucleus 


x 


. radiation. 


and arranged in certain orbits of movement, are electrons” 


equal in total number to the number of protons. In 


” considering the mechanism of gaseous ionization and the 


means by which the atom transforms electrical into 
radiant energy we are concerned with the electrons 
exterior to the nucleus and not with'the nucleus itself. 
In a normal gas-discharge or metallic-vapour lamp the 
emitted radiation is the sum of contributions from 
innumerable atoms far enough apart from each other 
to behave as separate entities. Any particular atom 
at a given instant of time will probably be emitting 
radiation at a different wavelength from that being 


emitted by its nearest neighbour, but each quantum of - 


radiation will occur at a wavelength characteristic of the 
atom. 

The radiation which is ultimately perceived ‘or 
measured results from the summation of a very large 
number of small .contributions from the individually 
excited atoms which together emit the complete spark 


spectrum. The relative quantities of radiation at each ~ 


wavelength will be proportional to the number of atoms 
undergoing the responsible transition at a given time. It 
will therefore be appreciated that the conditions of 
excitation will affect the likelihood of occurrence of par- 
ticular transitions within the atom and therefore the 
relative intensity of the radiation at each of the dominant 
wavelengths. The number of atoms radiating simul- 
taneously in any excited gas is, however, so tremendous 
that under any given set of conditions the composition 
of the radiation will be constant. 

Turning now to the structure of the” atom itself, it has 
been mentioned that radiation from the electrically 
excited atom is produced by electronic changes in the 
atom. The nature of these changes is here discussed in 
a little more detail. The definite orbits in which the elec- 
trons progress around the nucleus are among the most 
fundamental characteristics of the atom, and even when 
an electron is removed by the process called ionization 
the remaining electrons are not free to take up random 
positions relative to the nucleus. The outer or valence 
electrons, however,-revolving in orbits most remote from 
the nucleus, can be disturbed by very high speed 
electrons and can therefore receive extra -energy, 
enabling them to take up transitory positions more 
remote from the nucleus. 
however, remain at its new energy level for a period of 
time much less than one-millionth of a second, after 
which it returns to its former state and in so doing emits 
The magnitude of'the pulse or quantum of 
radiation then produced will depend in part on the 
extent of the original jump—that is, on the energy level 
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: the non-excited or ground state. 


An electron so affected will, 


é 
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to which the particular électron was raised by the 
primary collision, and, as stated above, a: number of 
possibilities can arise. 

It has been found that a iole relationship exists 
between the wavelength of the emitted radiation and the 
voltage difference between the energy levels within the - 
atom ‘between which the valence electron will fall in each ` 
transition : 





Wavelength = <_-1.2336_ z 
avelenethi Vd. microns 

In resuming its normal position in the unexcited atom 
the electron may not return to the ground state in a 
single jump, but may do so in a series of two or more 


- steps. Much of the longer-wavelength radiation from 


atoms such as mercury, afte due to these stepped returns 
as distinct from single jumps from the excited state to 
The only transitions 
which produce light in the visible region are those’ be- 
tween two excited states, while all electron jumps from 
an excited state to the ground or normal level produce 
radiation outside, the visible region. 

It is interesting, therefore, to note that under certain 
conditions of excitation the mercury atom can produce 
visible light efficiently. These conditions must obviously 
be those in which the minimum number of transitions 
directly to the ground state occur and the maximum 
number of transitions between higher energy levels take 
place. This fact will perhaps be more apparent on 
studying the formula given above, when it will be seen 
that visible radiation between 4,000 A and 7,000 A is 
produced only by transitions involving energy levels 
separated by between 3 and 1.8 volts—quite a narrow 
region. As the resonance potential of mercury is 4.68 
volts it is clear that the wavelength of the resultant 
radiation is well down in the ultra-violet region. 


The Eosi Lamp 


It is a well-established fact that low pressure or low 
concentration of ions in a gas. discharge, and low ‘current 
density, favour-the production of resonance radiation, 
and that higher pressures and current densities favour 
the intermediate transitions from higher energy levels. 
Applying these facts to the case of mercury vapour we 
See that, if efficient production of ultra-violet radiation 
is the requirement, then the mercury-vapour pressure 
should be low, as should the current density. 

This fact is ultilized in the design of the modern- 
fluorescent lamp. By the use of a very low vapour 
pressure: of mercury a high percentage of the input 
energy is emitted as 2,537 A radiation. ‘This radiation 
can then be transformed into visible light by a coating 
of a suitable inorganic phosphor on the inner surface ' 
of the glass tubing, containing the- discharge. In this 
country the principal lamp-makers now use a calcium 
halo-phosphate, which can be made to yield visible light 
of either white or near-white colours according to. the 
proposed usage of the lamp. 

„Mention has been made in various journals of the use 
of beryllium compounds in fluorescent lamps. It should 
be noted that zinc beryllium silicate is not used by. the 
leading lamp mariufacturers in this country. It is true, 
however, , that potential dangers arising from this com- 
pound in the U.S.A. and elsewhere have been greatly 
exaggerated. ; 7 

Another line of dévelopment in the last decade has 
resulted from increased interest in high-current-density 
discharges through the rare gases, particularly: through > 


` 


æ 


r 


`- to make in the production of artificial light for the 
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xenon. As a result of this work flash discharge tubes 
have Been made available which will produce intense 
flashes of light of very short duration suitable, among 
other things, for the photography of the human eye. 

_ These tubes are energized from a condenser charged to 
a high voltage. - They emit ın addition to the complex 
line spectrum of xenon a large amount of continuous 
radiation similar to: that from an incandescent body. A 
further development has been the production of a con- 
tinuously burning gas arc in which xenon is electrically 
excited to a high level. In the xenon lamp of either the 
flash or the gas arc type the light is white and is produced 
at a comparatively high efficiency. 


. Conclusion 

Modern light sources fall, therefore, into four principal 
groups, each of which has distinct characteristics: (1) 
Incandescent sources in which the light is emitted by 
virtue of the temperature of a heated body. (2) Metallic- 
vapour discharge lamps in which the electrical excitation 
of the metallic vapour by the electric discharge causes the + 
emission of characteristic radiation from the metallic ion. 
(3) Fluorescent lamps in which the primary radiation is 
produced from the low-pressure mercury discharge, but 
in which its radiation is absorbed by inorganic fluores- 
cent compounds which are caused to glow with visible 
light. (4) Gas discharge lamps in which one or other 
of the rare gases is excited by the passage of the electric 
discharge ; in this case the discharge may be of very 
short duration as in the repeating flash tube, or it may 
be a continuous discharge of high current density as in 
the gas arc. 


None of these different-types of light sources seems . 


to have characteristics which ‘will eventually make it 

supersede the others. All have a particular contribution 
many 

varied purposes for which it is required. ` 
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AND 
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The importance of ABO blood-group incompatibility as 
a cause of haemolytic disease of the newborn has given 
rise to considerable controversy during the past few 
years; some have even doubted the existence of the 
hazard. However, new tests for sensitization and re- 
-finements in technique have furnished ample evidence 


that such incompatibility does at times produce a definite’ 


clinical condition. There is also no doubt that ABO 
incompatibility between mother-and foetus has a sparing 
effect on Rh response and reduces the risk of Rh sensi- 
tization where Rh incompatibility exists. 

Pickles (1949), in reviewing the recorded cases, has 
emphasized that rigid criteria should be complied with 
before an alleged case of ABO sensitization is accepted 
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as such, and has stressed the necessity for stringent tests 
to exclude all other abnormal antibodies, and for proof, 
by a positive direct Coombs reaction, of adsorption of 
the antibody on the affected baby’s erythrocytes. Such 
criteria are now minimum requirements in specialist 
laboratories. Additional confirmatory tests include 
paralle] titrations in saline and serum or -albumin at 
different temperatures, especially 4° C. and 37° C. 
(Hubinont, 1949). Boorman et al. (1949) have also car- 
ried out differential agglutination tests of survival rates 
and have shown that cells of the type in question are 
eliminated abnormally rapidly. Mollison and Cutbush 
(1949) have reported simular results. 

- In our experience the condition is relatively common 
ın Bantu races, in whom it is probably as important 
as Rh sensitization, as only 5% of the Bantu are 
Rh-negative and the incidence of classical Rh sensitizd- 
tion is correspondingly low ; moreover, distribution of 
the Rh subgroup is very different from that in Europeans 
(Zoutendyk, 1947). Similar results among negroes in 
the United States have been reported by Wiener, and he 
has also described two cases treated by exchange trans- . 
fusion (Wiener ef al., 1949), 

The following case demonstrates the importance of 
ABO incompatibility and emphasizes that the obstetric 
history may, in fact, be worse than in the case of Rh 
incompatibility, as in the latter state the first pregnancy 
almost invariably ends successfully provided that the 
Rh-negative. mother has never received Rh-positive 
blood even in minimal amounts by any route. 


Case Report 


The patidnt, aged 24, had been married for 18 months 
when her first pregnancy ended in an abortion at 14 weeks. 
Serological investigations were not made because at that 
time blood-grouping and Rh-testing were not routine pro- 
cedures. However, complete investigations were carried out 
on the blood of the patient and her husband in December, 
1948, when the second pregnancy had progressed to 14 
weeks. The reactions were as follows: 





OCcDeN 
A, CcDoN 





It will be seen that, apart from the difference in the ABO 
grouping, the reactions are identical. No abnormal saline 
or albumin agglutinins were demonstrable in the wife’s serum 
against a wide range of Group O test cells both of known 
type and of others taken at random, and the indirect Coombs 
test was negative in every instance. The anti-A titre, how- 
ever, as ascertained against the husband’s red cells, was 
1/10,000 at 37° C. The anti-B ttre was 1/50, which is - 
normal. 

The abnormally high anti-A titre at 37° C. was considered 
to be’of obstetric significance, and systematic investigations 
and titrations were tentatively planned for 32, 36, and 38 
weeks. Unfortunately the patient went into labour at 31 
weeks and, although the’ foetal’ heart had been heard 24 
hours previously, a stillbirth resulted. Investigations on the 
cord blood showed that the baby belonged to Group Au, 
but in other respects the reactions were the same as those of 
the mother. The maternal serum agglutinated the baby’s 
cells to a titre of 1/20,000 in saline and 1/50,000 in serum. 
The anti-B titre remained unchanged at 1/50. The baby’s 
red cells gave a strongly positive direct Coombs reaction. 
Exhaustive tests of the maternal serum on a representative 
panel of Group O cells in saline, serum, and albumin and 
by the indirect Coombs’ method failed to reveal irregular 
antibodies. 


1358 June 16, 1951 





We considered the evidence conclusive enough to ascribe 
the foetal death to an immune anti-A agglutinin of abnor- 
mally high titre. As the prognosis depended on whether 
the husband was homozygous or heterozygous for A, family 
studies were carried out in the hope that information might 
be obtained on this. point, but they failed to be of assistance, 
as both his‘parents belonged to Group A. i 
_ Follow-up investigations were carried out six months later, 

when it was found that the anti-A titre had fallen to 1/1,000. 

In November, 1949, the patient became pregnant for the 
third time. Systematic investigations and titrations were 
carried out throughout the pregnancy. The anti-A titre 
fell progressively to 1/500 and subsequently remained uñ- 
changed at this level. The anti-B titre was constant at 1/50. 
As the pregnancy progressed and no change ‘occurred in the 
titre we felt increasingly confident that a Group O foetus* 
was present, and we decided to allow the pregnancy to pro- 
ceed to term. On September 7, 1950, the patient went into 
labour and was duly delivered of a normal female infant. 
Immediate investigations on the cord blood showed that the 
baby did indeed belong to Group O, and the direct Coombs 
test was negative. The haemoglobin was 19 g.%, nucleated 
‘red cells were not observed, and the blood picture was 
normal in all respects. The maternal serum had no abnor- 
mal action on the baby’s cells in saline or albumin, and the 
indirect Coombs test was negative. 
The husband was thus proved to be heterozygous AO, 
and there will be an even chance of a Group O and conse- 
- quently unaffected baby resulting in any further pregnancy. 
Should a rising anti-A titre again indicate the presence of 
a Group A foetus one would recommend premature induc- 
tion of labour followed by immediate blood investigations 
and, if indicated, immediate transfusion of the baby with 
Group O biood, selected before delivery as not being acted 
upon abnormally by the mother’s serum 


Summary 


A case history is given in which the importance of an 
immune anti-A agglutinin of abnormally high titre is illus- 
trated. The sequence was an abortion possibly due to this 
agglutinin, a stillbirth certainly caused by it, and finally the 
birth of a normal baby belonging to Group O. 

It is emphasized that ABO incompatibility is a relatively 
important cause of haemolytic disease, and every case with 
a suspicious obstetric history should be fully investigated 
from this point of view. 
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The Ministry of Health announces that clean-food drives 
throughout the country will be aided by a new display set 
on the dangers of food-poisoning. Photographs and coloured 
sketches show how easily food becomes infected through 
dirty and careless handling. Unwashed hands are high- 
lighted as the principal source of infection, and there are 
warnings against germs spread by unguarded coughs and 
sneezes, by unprotected cuts and sores, and by flies, rats; 
and mice. Other panels record the case history of a victim 
of food-poisoning and give commonsense preventive 
measures, including hints on cooking and washing-up. 
This latest 12-panel display set is the fifth in the compre- 
hensive series on hygiene being produced by the Ministry 
with the help of the Central Office of Information for the 
use of hospitals, factories, local authorities, and voluntary 
organizations. 
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CHANGES IN SWEATING AFTER 
PRICKLY HEAT 


BY 


^ W S S. LADELL, M.B. 
(From the Colonial Medical Research Committee’s Labora- 
tory for Hot Climate Physiology, Oshodi, near Lagos, 
Nigeria) 


In 1944 Ladell, Waterlow, and Hudson described a type 
of heat exhaustion characterized by diminished sweat- 
ing, poor heat tolerance, inability to retain water and 
salt, and a general lassitude, increasing as the day got 
botter ; the anhidrosis was often associated with healed 
prickly heat. There was also, especially in cases with a 
history of severe prickly heat, an unusually high concen- 
tration of chloride in the sweat of these patients when 
tested during convalescence. A similar syndrome of 
aphidrosis and asthenia was described by Wolkin, Good- 
man, and Kelley (1944), who did not record any asso- 


ciation with prickly heat ; but O’Brien (1947), working 


in South-east Asia, confirmed clinically the anhidrotic 
effect of prickly heat and the subsequent development of 
tropical asthenia. 

It has not previously been possible to confirm experi- 
mentally the effect of prickly heat on sweating and on 
the composition of sweat, as the lesion cannot be pro- 
duced in the laboratory, and it is usually endemic in 
localities where facilities for detailed investigations aré 
non-existent. Even when facilities do exist it is not 
practicable to test all new arrivals in the country in the 
hope that some of them will develop severe prickly heat 
later and present themselves for reinvestigation. Obser- 
vations on a single case are therefore presented as a 
clinical record with details that are unlikely to be 
obtained often. 


Case Report 


A man arrived in the Tropics for the first time to join the 
staff of this unit in September, 1950. In October, 1950, he 
was given a routine acclimatization test, consisting of five 
20-minute cycles of work and rest, mean metabolic cost 
100 kg.cal. /m.?/h. (=2 met) in a climate of 100° F. (37.8° C.) 
dry bulb, 93.5° F. (34.2° C.) wet bulb, air movement 50 ft. 
(17 m.) a minute. Pulse rates, rectal temperatures, and body ` 
weights were recorded every 10 minutes throughout the 
110-minute exposure ; serial samples of sweat were obtained 
by an arm bag and analysed for chloride ; water drunk and 
urine passed were measured. After the test the subject was 
an active observer in a series of climatic investigations, in 
which effective temperatures up to 95° F. (35° C.) were 
used, three days a week. 

Within a few weeks, and shortly after being severely sun- 
burnt when playing cricket, he developed prickly heat, The 
skin over the back, forearms, wrists, and belly was most 
affected; the irritation kept him awake at night and he 
began to complain of lassitude and debility. The condition 
was exacerbated by exposure to climates in which, although 
he sweated freely, evaporation was rapid enough to leave 
the skin sticky rather than wet; profuse sweating, with 
perspiration running off the skin, tended to give relief. He 
continued his work in the climatic chamber while treating 
his prickly heat vigorously. He gave up wearing tight-fitting 
cotton singlets, which became sweat-sodden and irritated the 
skin, ‘and he cut down the use of soap ; he applied a lotion 
of salicylic acid and perchloride of mercury in spirit (30%) 
to the affected parts every few hours, on the basis of E. C. 
Smith’s (1927) demonstration that prickly heat is a monilia 
infection, and he anointed himself with red palm oil after 
bathing, in accordance with O’Brien’s observation that the 
disorder is aggravated by, if not the result of, a deficiency of 
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fat on the skin. One month later the skin was clear except 
for a few small patches on the wrists and back; he was 
sleeping well again and no longer complained of lassituue. 


Reactions to Heat After Recovery 
In March, after he had been going into the climatic 


again tested to determine to what extent he had become 
acclimatized. Changes the reverse of acclimatization were, 
however, found. In Fig. 1 are plotted the mean sweat rates 
and mean rectal temperatures for successive ten-minute 
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Fic 1.—Sweat-rate/rectal-temperature curves before and after 
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prickly beat. The mean sweat rates and rectal temperatures in 
the successive 10-minute periods are shown as solid circles, with 
the number of the period. Continuous line =before prickly heat; 
broken Jine=after prickly heat. 
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Fic, 2.—Salt losses in the sweat before and after prickly heat 
Cumulative salt loses have been plotted against cumulative water 
losses at 20-minute intervals throughout each exposure. The 
small numbers beside the points correspond with the numbers 
outside the circles m Fig. 1. Continuous line=before prickly 
heat; broken line=atter prickly heat 
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“periods in each of the two tests. For the first 40 minutes 


of the second test he showed evidence of acclimatization 
(MacArdle, 1944); he began sweating at a lower rectal 
temperature and sweated more at a givén rectal temperature. 
But as the exposure continued and his rectal, temperature 
went higher his sweat rate failed to increase further. The 


- final rectal t tu .5° F. hi in ` 
chamber three or more times a week for 20 weeks, he was - ad cmperature was 0:3" F. bigher in the. second 


exposure, but the sweat rate never surpassed that achieved 
during his first exposure, when he could not have been 


- acclimatized. The overall sweat production in the first 


exposure was 1,950 g. for a rectal temperature rise of 2.7° F. 
(1.5° C.) ; the corresponding figures for the second exposure 
were 1,765 g. and 3.9° F. (2.2° C). The ratio (sweat- 
output /rectal-temperature rise) over a standard 80-minute 
period suggested as an index of acclimatization (Ladell, 
1951), fell from 668 on the first to 497 on the second 
exposure. A second, fully acclimatized, subject tested as a 
control in the chamber on the same two occasions had a 
ratio of 781 on the first and 776 on the second test. 


Fig. 2 shows the cumulative salt losses in the sweat for 
each of the two exposures, plotted against the cumulative 
sweat water loss, at the end of each 20 minutes. Salt losses 
were markedly higher in the second exposure: for a sweat 
loss of 1,800 g. the subject lost 6.85 g. of sodium chloride 
on his first exposure, but for the same sweat loss on the 
second exposure he lost 8.85 g.; the mean concentration of 


chloride in the sweat had increased from 0.38% to 0.49%, | 


expressed as sodium chloride. 


Discussion è 

With acclimatization the sweat rate increases, the body 
temperature does not rise so high, and (Conn, Johnston 
and Louis, 1946 ; Robinson, 1949) the chloride content 
of the sweat falis. The subject, however, after nearly 
five months’ work in a tropical climate, which would 
have tended to acclimatize him but during which he had 
had severe prickly heat, showed the reverse of these 
changes. To what extent could this reversal be regarded 
as the effect of the prickly heat, on the hypothesis. of 
Ladell, Waterlow, and Hudson (1944)? Other factors 
might have contributed. Thus Thomson (1951) has 
shown that ultra-violet irradiation will diminish the 


. sweat rate. The subject here was, however, first tested 


soon after being badly sunburned in the cricket field, 
and, though he continued to-play cricket, the amount of 
body surface exposed while playing was not extensive. 

The small vesicles, the sudamina, described by 
Thomson, were exhibited by the subject ; but these are 
usual in prickly heat (O’Brien, 1947); the vesicles are 
the mechanical result of blockage of the mouths of the 
sweat glands. The treatment with rhercury perchloride 
may itself have been injurious to the sweat glands and 
so have been a contributory cause to their altered 
activity. Possibly all three factors were concerned— 
prickly heat, sunburn, and the mercury. 

In spite of the opportunity for acclimatization, the 
subject lost more instead of less salt in his sweat ; this 
could have been the result of an increased salt intake 
(Ladell, 1945a), though he did not confess to one. Such 
an increase, according to Horne and Mole. (1949) would 
itself have precipitated prickly heat ; on the other hand, 
clinical experience in West Africa (Egerton, 1950) sug- 
gests that increasing the salt-intake relieves rather than 
exacerbates this skin lesion. It is probably more reason- 
able to suppose the change in the sweat to be secondary 
either to the prickly heat itself or to some coincident 
pee disorder. The actual validity of the estimation 
of salt loss‘in the sweat by arm samples has been ques- 
tioned by Van Heyningen and Weiner (1950), but the 
method has been fully investigated and found accurate 
under the conditions of these tests (Ladell, 1948a). 
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The increased rise in the rectal temperature could not 
be attributed to the diminished sweating, as there was 
always more sweat produced than could be evaporated, 
and in Thomson’s experiments considerably greater re- 
duction of sweat, after ultra-violet irradiation, did not 
affect heat tolerance. A systemic disorder must therefore 
be postulated, which would also account for the lassitude 
and debility. The subject was, in fact, a mild but typical 
case of Ladell, Waterlow, and Hudson’s Type II heat 
exhaustion. To adopt Selye’s (1950) terminology, Type 
TI exhaustion might be called, as a working hypothesis, 
a “disease of adaptation.” To some extent this con- 
cept is supported by accumulating evidence that the 
adrenal cortex may be involved in the control of sweat- 
ing (Ladell, 1945b; Conn and Louis, 1950); on this 
theory, prickly heat would be the stress which, added to 
the several already imposed by a tropical climate, would 
rapidly lead to what Selye calls the “ exhaustion stage,” 
so that even after apparent recovery the heat tolerance 
remains markedly diminished. A somewhat similar 
hypothesis has been advanced elsewhere (Ladell, 1948b), 
but positive evidence for it has not yet been obtained. 


Summary 


An otherwise healthy subject on recovery from prickly 
heat showed a diminished tolerance to heat and an increased 
rate of chloride loss in the sweat, as compared with his 
figures obtained before prickly heat developed. The implica- 
tions of these findings are discussed in relation to a certain 
type of heat exhaustion. wt 
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One of the main aims of treatment at the Cassel Hospital 
for Functional Nervous Disorders is to prevent desocializa- 
tion and 'accustom the patients to community life and 
responsibilities (Medical Director's Report, 1948-50). The 
team of workers mainly concerned. with this'aspect of treat- 
ment is called a social therapy unit, and is composed of 
nurses, two psychiatric social workers, anda psychologist. 
They are responsible for everything except the actual psycho- 
analysis. A great deal of emphasis is placed on the patients’ 
social life while in hospital, and patients’ committees are 
made responsible for their welfare, entertainment, and other 
activities. Subcommittees deal with messing, and regularly 
meet the hospital staff concerned; the housing committee 
allocates bedrooms, and this method greatly avoids displays 
of neurotic behaviour. Patients who are fit to do so clean 
and look after their own rooms, and some are attached to 
the housekeeper to help with her duties, or assist the admini- 
strative, clerical, and maintenance staff. 
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ACTINOMYCOSIS IN THE NORTH- 
EAST OF SCOTLAND : 


BY t 


I, A. PORTER, M.B., ChB. > 
Assistant, Department of Bacteriology, University of 
Aberdeen 


Although clinical accounts of actinomycosis in man had 
been given by Ponfick in 1882 and by Israel in: 1886, it 
was not until some years later that the causative 
organism of the disease, Actinomyces israeli, was 
isolated by Wolff and Israel (1891). Wright (1905) 
obtained a similar organism from 13‘ cases of actino- 
mycosis in man and two in cattle. Since then these find- 
ings have been repeatedly confirmed by other workers. 

Within recent years it has been recognized that 
actinomycosis; although not a common disease, cannot 
be considered rare. In a period of six weeks from 
February to March, 1949, three specimens of pus con- 
taining sulphur granules and showing on microscopical 
examination ‘the branched filaments of A. israeli were 
examined in the University Department of Bacteriology, 
Aberdeen. That three cases of actinomycosis had 
occurred in such a short space of time was considered 
unusual, although it is generally held that the infection 
1s not uncommon in this area of Scotland. Examination 
of the. literature revealed few reports of the incidence 
of actinomycosis in Britain and none for Scotland. 
Accordingly, it was decided that an investigation of 
actinomycosis, with special reference to its incidence in 
the north-east of Scotland, would be of interest. 


\ 


Scope of Investigation 

The survey was restricted to actnomycosis which had 
occurred in residents in the counties of Aberdeen, Banff, 
Kincardine, Moray, and Nairn from 1936 to 1948. To 
ensure that’ the list was as complete as possible the 
records of admission to the hospitals in the area and the 
bacteriological and pathological records of the Aberdeen 
Royal Infirmary and the City Hospital were examined. 
The records of cases of actinomycosis which had been 
treated in the X-ray Therapy Department, Aberdeen 
Royal Infirmary, were also examıned. The period 1936- 
1948 was chosen, as it was considered desirable to use 
a period of time in the fairly recent past in order to 
ensure accurate diagnosis and follow-up of cases. 

The north-east area of Scotland, on: account of its. 
geographical position, contains a population which is 
relatively static. At the census of 1931 the total popu; 
lation of the whole area was about 444,000, of which 
167,000 people lived in the city- of Aberdeen. The 
chief occupations in the city are fishing, shipbuilding, 
and the granite and distributive trades. The provincial 
towns in the area are market towns dependent on the 
surrounding agricultural districts. The chief occupa- 
tions of the rural population are dairy-farming and 
stock-raising. 

It was decided that no case should be included as one 
of actinomycosis unless there was confirmatory bacterio- 
logical or pathological evidence of the infection. As a 
result, at least 10 cases diagnosed clinically as actino- 
mycosis have been excluded. The minimum requirements 
for bacteriological confirmation were the finding of 
sulphur granules and the demonstration microscopically 
of the branched filamentous organism. The finding of ` 
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club-bearing filaments in sections of the tissues was’ 
required before pathological confirmation’ could be 
claimed. ` ; 
'i Results 

In the thirteen years over which the ‘investigation 
extended 98 cases of actinomycosis occurred amongst 
the population of this region. Each of these satisfied ` 
. the requirements of laboratory confirmation ‘stated 
above, although in’seven of them there were few or no 
details of the clinical manifestations of the disease. 
Table I shows the results obtained in some previous 

x f 


TaBLe I.—Results in Some Previous Surveys 






Investigation 


4 


ea 
Sanford and Magath (Mayo 
Clinic) (1921) 
Davis (1941) .. 
Britain: 
Acland (1906) . . 
Foulerton (1913) raed 
Cope (1930) (11 hospitals) 


N.E. Scotland (1950)- 
t survey . 
[i 


The case numbers 10 parentheses refer to those confirmed by laboratory 
examination.’ ’ 


surveys in America and Britain; the results of the’ 
present investigation have been included for comparison. 
The figures given by Sanford and Magath (1921), of the 
Mayo Clinic, are comparable in size to those from the 
north-east of Scotland. But, whereas the latter came 
from a:welldefined area with a known population, those 
of Sanford and Magath were collected from all over 
the United States and Canada. Of the 46 cases reported 
by Davis (1941) from the University Hospital, Nash- 
ville, Tennessee, it would appear.that 14 were uncon- 
firmed by laboratory exammation. 

The 167 cases collected by Cope (1930), and discussed 
at a meeting of the Royal Society of Medicine, came 
from eleven hospitals in England over periods totalling 
97 years, giving an annual mean mcidence of 1.7. This 
low annual mean incidence is accounted for by the fact 
that the 167 cases were all hospital cases, no out-patients 
being included in this total. At the same time Cope 
gave the number of cases which had occurred in two 
large Scottish hospitals—the „Glasgow Royal Infirmary 
and the Edinburgh Royal Infirmary—five cases in ten 
years and eight cases in nine years respectively. In the 
light of these figures from Scotland the 98 cases obtained 
from the area here under consideration is a surprisingly 
large number. 

The distribution of cases of actinomycosis over the 
years of the survey is fairly uniform except for 16 and 
12 cases in the two “ peak ” years 1941 and 1943 (Table 
ID. The increase. in these years may be explained, at 
least partially, by the inclusion in each of five cases of 


Taste U.—Number of Cases in Each Year 









No of Cases 


Female 








actinomycosis which had occurred in members of the 
armed Forces stationed in the area. 
Sex and Age Incidence 

It is characteristic of this disease that males are much 
more often affected than females, the ratio of male to 
female cases being roughly two to one. This is borne 
out in the present series, 69% of the cases being in males 
(Table I). 


` Taste Ill.—Percentage of Males Affected 
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Acland 

Foulerton oe 
Sanford and Magath 
Sanford and Magath 


Mayo Climo) 
S.A.) rr 
NE. Scotland .. es 








The age of the youngest patient was 2 years and that ’ 
of the oldest 80 years. The distribution ın the various 
age groups is shown in the Chart. The maximum 
number occurred in the 21-30 age group or, to extend 
the period further, in the 11-30 age group, which in- 
cluded 53 out of the 97 cases. Cope (1930) asked, if 
the rise in incidence over the age of 5 years was parallel 
to the increasing incidence of dental caries. It is diffi- 
cult to obtain figures of the incidence of dental caries, 
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AGE IN YEARS 
Chart showing distribution of 97 cases according to age 
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oups. The percentage of the population in each age group 
tased on civilan population) is marked —P—. 
? 


but it is commonly held that the maximum occurs be- 
tween 15 and 30 years. Over the age of 30 the “ denture 
era ” is reached. ; 
In the 1-10 group the number of cases is small in com- 
parison withthe size of the population in this age group. 
` In the 11-20 and 21-30 groups more cases have occurred 
than would have been expected from the proportion of 
the population in thesé groups. After the age of 30 
the fall in the number of cases is parallel to the fall in 


: abdomen, and one was intrathoracic. 
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the number of the population. However, these 97 cases 
include 11 which had occurred in members of the armed 
Forces, while the percentage population figures are for 
the civilian populátion only. These 11 cases were dis- 
tributed in the various age groups as follows: under 20, . 
1 case; 21 to 30, 6 cases ; 31 to 40, 3 cases ; 41 to 50, 
1 case. If the seven cases in members of the armed 
Forces in the group up to 30 are deducted it will be seen 
that more cases still occur in this age period than would 
be expected from the size of the population. ‘ 


Anatomical Distribution 


The anatomical distribution of the disease is known 
in 95 cases (Table IV). In 72 (75%) the lesions were 


TABLE IV.—Anatomical Distribution in 95 Cases 


Cases 
Cervico-facial actinomycosis 72 
Abdomunal 2 ab % 14 
Thoracic ” oe * z eis s% 1 
Acnnomycosis of breast ` : ii x 435, PNT 
B »CNS. .. { I 
» » thorax and skin š 5 1 
» a n oy Heck . 2 
” » oy abdomen 1 
» » neck and skin . 1 
» » face and C.N.S 1 


confined to, the cervico-facial region, in 14 to the 
The breast alone 
was affected in one instance and the central nervous 
system in another. In the remaming six cases more 
than ohe region was involved. It is well recognized that 
actinomycosis occurs in the cervico-facial region more 
often than in any other part of the body. In the 1,330 
collected cases of Cope (1938) 56% of them involved the 
cervico-facial region, while of New and Figi’s (1923) 167 
cases 68% affected the same region. The high percent- 
age of cervico-facial cases in the present series—-75%— » 
may be explained by the fact that 31 of them came from 
the dental department of the Aberdeen Royal Infirmary. 
It may well be that more of the cervico-facial cases were 
associated with dental caries but that only in the dental 
department was a careful and minute inspection of the 
teeth made and’ bacteriological examination regularly 
carried out and the finding recorded in the case-sheet. ' 


Occupational Incidence 


In the past there has been much difference of opinion 
on whether those engaged in agriculture were specially 
liable to this disease. 
farming was the occupation of 57 out.of 90 of their 
cases, while Davis concluded that farmers were no more 
susceptible to this disease than others, since only 15 out 
of his 46 cases were farmers. Table V gives the 


TABLE V.—Oceupations of 91 Cases 


` Farming GE] Marine bg 
io E \ engineer 
Forcen . on . H Painter 1 
Housewives .. S ee S Munition worker . 1 
School-children : ve 15 School teacher 1 
Labourers a 5 Bnickworker l 
eurs ee. 2 Tramdriver 1 
Factory workers | 2 Fish worker 1 
Motor mechanic +s i Porman i I 
Rail a s3 etir ei 8 ol ` 
HA Po ran ‘ 1 Agricultural student 7 1 
Van boy 1 Domestic servant .. 1 
Blacksmith 1 Milk deliv Hoos 1 
Draper 1 Pre-school child 1 
Salesman 1 


occupations at the onset of the disease of 91.of our 
cases ; it will be seen that 20 occurred in farmers—all 
males. As they came from a restricted area with a 
stable population it was possible to obtain the figures of 
the number of males engaged in farming and the number 

i XN 
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Sanford and Magath found that ' 
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`of males engaged in non-agricultural occupations ; it 
appeared worth while to submit the figures to statistical 
analysis, for which I am indebted to Mr. Quenioulle, 
statistician, Marischal College, Aberdeen. The results 
show that the attack rate among farmers-was 1 in 250 
and in the remainder of the male population 1 in 2,900, 
‘the difference between these rates indicating that males 
engaged in farming are more liable to develop this 
disease than those in non-agricultural occupations. 

Eleven cases of actinomycosis occurred in members of 
the armed Forces in this area. Ten of these occurred 
in men who were strangers to this part of Scotland. It 
may be that there is a greater liability to develop this 
infection here, or it may be that the conditions under 
which the troops were living played a part in the pro- 
duction of the disease. i 


Influence of Trauma 


It has been recognized that trauma often precedes the 
onset of this infection. In the present series of 72 
cervico-facial cases it was found that in three there was 
a history of injury to the mouth or face and that in 
12 there had been extraction of one or more teeth a 
short time before the onset of the disease. In five cases 
the patient had suffered from tonsillitis a few days to a 
few weeks before actinomycosis developed, and in 23 
other cases the disease was associated with gross dental 
caries. In 11 of the 14 abdominal cases there had been 
an antecedent appendicectomy. One of the remaining 
three patients in this group gave the history of a fall 
on his right flank. The skin was unbroken, but over a 
period of ten days a swelling developed in the right 
lumbar region, from the contents of which, after in- 
cision, a pure culture of A. israeli was obtained. 


Mortality p 

The number of deaths from actinomycesis in this area 
from 1936 to 1948 recorded by the Registrar-General 
for Scotland was\12, while eight deaths occurred in this 
series Of 98 cases. It was found that seven deaths were 
common to both lists. The five extra cases which 
appeared in the list of the Registrar-General could not 
De included here, for the following reasons: (a) one 
had ıts origin outside the area ; (b) three occurred at 
home and the patients do not appear ever to have been 
in hospital, so no evidence was available to show that 
the diagnosis had been confirmed by laboratory examina- 
tion ; (c) one case, although certified as actinomycosis, 
was found at post-mortem examination to be a carci- 
noma of the caecum. — 

The one further death which occurred among the 98 
cases reported here’ and which escaped registration as 
actinomycosis by the Registrar-General had been diag- 
nosed clinically as meningitis and the cause of death 
certified as. such. However, on post-mortem examina- 
tion the condition was found to bean actinomycotic 
meningitis. No death occurred in any case in which the 
infection was limited to the cervico-facial-region. Five 
deaths occurred amongst the abdominal cases and one 
death in each of the following: skin and thorax, cervico- 
facial and skin outside this area, and cervico-facial with 
central nervous system. involvement. 


‘ . Discussion ` 
Although actinomycetes are commonly found in the 
soil, these are, unlike A. israeli, all aerobes. Bostroem 
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.in 1890 claimed that he had isolated an aerobic actino- | 


mycete from cases of thé disease i in cattle ; later workers ` 
showed that he almost certainly was dealing with a non- 
pathogenic organism. Infections due’to aerobic actino- ' 


mycetes are known, but in most cases of actinomycosis , 


the micro-aetophilic Or anaerobic A. israeli. can be. 
isolated. This. latter organism has: never: been found 
free in nature. 
of the disease it has been obtained by numerous workers ' 
from the mouths, carious teeth, gums, and crypts of the 
tonsils of healthy individuals (Lord, 1933; Emmons, 
1936 ; Slack, 1942). The oral cavity 18 considered to 
be the normal habitat of this organism. ‘When certain. 
abnormal conditions arise in the mouth A. israeli is 
thought to alter its habit from a saprophytic to a para- 
sitic state and invade the tissues, giving rise to~ actino- 
mycosis. It would appear that trauma—for example, 
the extraction of a tooth—is one factor in precipitating 
this infection. That there must be others is apparent. 
The fact that pieces of grairi or grass were often found 
in actinomycotic lesions was thought to support. the 
theory of Bostroem that the causal organism was 
aerobic and came from the soil. It is now believed’ that 
such foreign bodies act only in their traumatic capacity 


and allow the A. israeli, already in the-mouth, to gain , 


access to the tissues. 

According to the series of cases presented here there 
is no doubt that agricultural workers are more often 
affected than others by actinomycosis. Previous sur- 
veys amply support this finding. There is no obvious 
explanation for this, but an occupational hazard is 


‘indicated. The city dweller is not immune from the’ 


disease, and it‘may well:be that during a visit to the 

country or while working in his garden he is exposed to 

some factor which predisposes to this infection, 
Summary: 

In a restricted area in the north-éast of Scotland there 
occurred 98 cases of actinomycosis in ‘the 13 years from 
1936 to 1948. All these cases were ‘confirmed by laboratory 
examination. 

The results suggest that the ETRA of actinomycosis is 
relatively high in this area. 

The 98-cases are analysed with particular reference to the, 
age groups affected, sex” difference, anatomical distribution, 
and occupation. The findings are in agreement with previ- 
ous . investigations. ` The fact that agricultural workers 
appear to be specially liable to this disease is stressed. , 

Eight’ deaths occurred in this series, bit there was no 
death where the infection was limited: to the cervico-facial 
region. | , = 


. I wish to thank Professor John Cruickshank for his encourage- 


ment, and the records staff of the various hospitals’ for their 
assistance, in obtaining the necessary data. 
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POTASSIUM, BROMATE POISONING 
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in oe VOY eS 


JOHNSTON R. BARR, M.B., Ch.B. 

_ (From the Royal Antena, Seeing) i 
Potassium bromate poisoning hag been ree only 
twice in the literature. Carratala and Urcaray (1941) 
reported one case of grave intoxication, and Dunsky 
(1947) published_a necropsy report on a 17- -jnonths-old 
boy who died after swallowing an unknown quantity of 
potassium bromate, from:a neutralizer contained in a 
_“home-perm ” outfit. . The following case report is 
presented because similar cases could be expected in view 
of a claim by manufacturers of home-perm outfits that 
more than fifty million outfits are sold annually in the 
United States of America alone. MacKenna (1950a,' 
+1950b) gave a timely outline of treatment. 


a , Case Report 
A boy aged 3 found a milk-bottle containing a clear 
fluid and drank a quarter of its contents. The bottle con- 
tained 4 oz: (14.2 g.) of potassium bromate dissolved in 
one pint (570 ml.) of water, being the neutralizing solution 
of a home-perm outfit. The child was well until-one hour 
later, when he complained of nausea and vomited.’ During 
the next hour he vomited several times and began to look 
pale.. He was given 4 oz. of castor oil, which he vomited 
immediately, but within half an hour he passed two fluid 
stools’ and had much abdominal discomfort. Retching 
started, and he had a small haematemesis estimated at about 
half a cupful. It was four hours after’ swallowing the 
potassium bromate before medical aid was sought, and he 
was admitted to hospital two hours later. - 
` On admission the child, a well-developed boy, was uncon- 
scious, pale, and flaccid’: He could ‘not be roused, but 
occasionally moved a limb. The pupils reacted to “light. 
Tendon reflexes were absent and the plantar responses were 
equivocal. The abdomen was soft on palpation. The pulse 
rate was 100 a minute, regular, but of poor volume; the 
blood “pressure was 85/45 mm. Hg; the heart was not 
enlarged. Eyeball tension was diminished ; the tongue was 
dry but the skin moist. .The axillary temperature was 97° F. 
\ 36.1°C.). ‘“Respirations were shallow at 30 a minute, and 
there was acetone in the breath. The fundi were normal. 
Gastric lavage was catried out immediately with warm 
normal saline, and 10 oz. (284 ml.) was left in the stomach. 
Dextrose 5% in normal saline was given by intravenous 
drip and warmth applied. After the pulse rate had increased 
during. the next two hours to 160 the intravenous drip was 
discontinued when 30 oz. (850 mi.) had been given. The 
axillary temperature and eyeball tension were now normal. 
Respirations, however, were shallow and rapid, so -1 ml. of 
nikethamide was given intramuscularly. Soon afterwards 
the blood pressure rose to 110/65 and the tendon reflexes 
were elicited. Consciousness was regained three hours after 


, 


During: the next: ‘ices days intermittent vomiting -con- 
tinued, but considerable quantities of glucose drinks and 


` warm ‘citrated milk were retained. : The child was irritable 


and pale, and lay with eyes open but remained motionless 
most of the time.. Tachycardia at the irate of 120 a minute 
remained until the twelfth, day after admission. Anuria 
was present for the ‘first 24 hours, and only a few milli- 
litres were passed on the second day. On the third: day 


6 oz. (170 ml.) was passed, ‘and subsequently quantities were © 


normal. Albuminuria, at first 6 g. per litre, diminished, but 
did not disappear until the seventh day. No casts or other 


es 


my 
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abnormal -constituents were present excep acetone on the 
„second day. 

On the seventh day after admission the child smiled, 
took an active interest in his surroundings, and accepted 
a semi-solid diet. Convalescence was uneventful, and he 
was discharged after 17 days in hospital. 


his mother stated that he was fretful and irritable at home. 
Tests for bromate in the urme on the third day were 
negative. 


Discussion 


Goodman and Gilman (1941) state that bromides 
„depress the activity of the- nervous system but have 
little effect on the kidneys or other tissues. However, 
bromates which do not release ‘the ionic form do not 
possess the actions of the iomizable bromide salts. 
Bromates are only partly reduced in the tissues, and, 
according to Santesson and Wickberg (1913), are toxic 
to animals, ‘producing among other features apathy, 
vomiting, diarrhoea, and depression of the central 
nervous system, particularly the respiratory centre. These 
workers also noted conspicuous changes in the kidneys, 
especially tubular degeneration. Some of these features 
were noted in our patient. 

The toxic effects in ‘the patient described by Dunsky 
(1947) were similar to those in this boy,‘but his patient 
developed anuria, which persisted with convulsions until 
death. Necropsy revealed gross tubular damage in the 
kidneys. Other findings were hepatitis, pulmonary 
oedema, and toxic myocarditis. 

It is estimated that this boy swallowed 60 gr. (4 g.) of 
‘potassium bromate, but no evidence is available of the 
amount consumed in the other cases. 

We asked the manufacturers of the home hair-waving 
outfit for information about’ recommended methods of 
treating poisoning caused by accidental swallowing . of 
neutralizing solution, and they obtained ‘the following 
guide from their New York headquarters: —(1) Emetic: 
(a) teaspoonful of mustard powder in glassful of warm 
water, or (b) zinc sulphate, half teaspoonful in warm 
water followed by copious drinks of water, or (c) 
apomorphine, 5 mg. intramuscularly, and/or (d) wash 
out the stomach with stomach tube. (2) Sodium thio- 
sulphate (hypo)}—one level teaspoonful in water. This 
may precede but should follow the emetic. (3) Demul- 
cent drinks such as milk, flour and water, or cereal gruel. 
(4) If shock is present, treat for shock, but avoid central 
nervous stimulants. (5) For pain (gastritis) ‘give mor- 
phine, 15 mg. subcutaneously. Dose for children 5 mg. 
or more, depending on age and weight. (6) Sodium 
thiosulphate solution 1% intravenously by drip, 100 to 
500 ml. : If not feasible, give 10 to 50 mik of a 10% 
solution. | 

Investigation in this hospital has diow hat, after in- 
cubation of normal gastric juice at 38° C. with potassium 
bromate for periods of up to three days, no bromide or 
bromine was released. Bromine was not liberated’ in 
acid solution unless the pH was below 1. This agrees 
with other experimental -evidence that bromate ıs 
absorbed unchanged. The bromate used by the-manu- 
facturers of the home-perm sets showed no evidence of 
bromide contamination. 


In the presence of dilute HCI and thiosulphate some 


bromate is reduced to bromide, but in addition there 
is some reduction of thiosulphate to sulphide, which 1s 
in itself a powerful irritant and toxic agent. For this 
reason oral administration of thiosulphate is not 
“advised. 


N 2 


Review at inter-_ 
vals during the next month revealed no abnormality, though, 


We would criticize the use of apomorphine, as vomit- 
ing’ is severe in established cases, and suggest that stimu- 
lants such as nikethamide may be required when the 
respiratory centre is depressed. Fluids should be given 
if necessary intravenously when vomuting is protracted. 

Immediate evacuation of stomach contents and gastric 
lavage with normal saline are.of the utmost value, as we 
have information that.when small quantities have been 
consumed and an emetic was given speedily no toxicity 


was observed. 
: Sommary 


The patient here described was a child of 3 years: who 
had swallowed about a quarter of a pint of a solution of 
potassium bromate—60 gr. (4 g.}—used as a neutralizer in 
a “home-perm” outfit. The child was very ill for some 
days, but was discharged from hospital completely recovered 
17 days after admission. Emergency treatment should 
include emptying of the stomach and gastric lavage with 
normal saline. 

.Our thanks are due to Mr. J. U. Lewin, chief chemist, Gillette 
Industries Limited, for his immediate co-operatson, and to Dr. T. 
Kay Maclachlan ‘for permission to publish this case report. 
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PREGNANCY PROLONGED BEYOND 
THE EXPECTED DATE 
‘BY 
DOUGLAS LATTO, M.B., Ch.B., D.Obst.R.C.0.G. 
M.R.C.0.G. 


Assistant in the Nuffield Department of Obstetrics and 
Gynaecology, Radcliffe Infirmary, Oxford 


The term “ post-maturity ” has purposely been avoided 
in the title of this article, as it implies that this state is 
pathological. 

It is generally agreed that the baby born at term (after 
40 weeks’ gestation) has the best chance of survival. It 
is also generally supposed that with post-mature babies, 
as with premature babies, there is an increased mortality. 
To many people, therefore, it seems that labour should 
be induced as soon as the pregnancy becomes post- 
mature ; and there is evidence of a growing tendency for 
such induction to be performed by many obstetricians 
Mills (1950) states that he induces labour in all cases in 
which pregnancy goes ten days beyond the expected 
date of delivery. Malpas (1950) says that he advises 
induction if the patient goes three days beyond the 
expected date of delivery. That these policies are not 
always justifiable will be obvious from the following 
considerations. 

The duration of pregnancy varies considerably in 
humans, and, as in all biological measurement, there is 
an éxpected variation on each side of the “mean.” With 
regard to the size of the baby, there is also variation: 
it is stated. in standard textbooks that a baby at term 
may weigh ‘anything ffom.5 to 10 Ib. (2.3 to 4.5 kg.) It 
ig also known that in women with long menstrual cycles 
pregnancy tends to become post-mature. For these 
reasons alone a cut-and-dried policy of routine induction 
at ten days, or at any other precise period after the 
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expected date of delivery, is difficult to uphold ; by such 
an methods some of the art of obstetrics is inevitably 
ost 


Gibson and McKeown (1950), in Birmingham, found 
that 31.72% of women in their series of 17,072 cases 
went seven days beyond the expected date of delivery. 
If, therefore, obstetricians were to induce labour ın all 
cases in which pregnancy goes seven days beyond the 
expected date the induction rate’ would be as high as 
31.72% for post-maturity alone, which would amount 
to 250,000 inductions annually in this country. 


Another reason for the increased tendency to perform 
surgical induction of Jabour is that the operation now 
carries a very low mortality, or morbidity, especially 
when performed under a penicillin or chemotherapy 
shield. But, although low, the mortality and morbidity 
directly or indirectly attributable to this procedure is by 
no means negligible. It therefore seems fair to state 
that the decision for or against induction of labour 
should rest on something more substantial than an esti- 
mate of the duration of, pregnancy as judged: by the 
reported date of the patient's last menstrual period. 


Aetiology of Post-maturity 

Because the cause of the onset of labour is unknown 
—although doubtless influenced by the convergence 
of structural, hormonal, nervous, circulatory, and 
nutritional factors—the aetiology of post-maturity is 
also obscure. The following factors must, however, be 
regarded as of importance. 

Heredity There seems to be a hereditary tendency 
towards post-maturity. Not infrequently the patient gives 
a history that her mother also went beyond the expected 
date (Kerr and Moir, 1949). 

Constitution—The same patient may have several post- 
mature babies. One patient of mine had five children, and_ 
on each occasion there was a normal delivery of an average- 
sized baby after 44 weeks’ gestation. As previously stated, 
there is a greater chance of post-maturity with women with 
a menstrual cycle of 31-35 days than with women having 
a cycle of 21-28 days. This is presumably due to a 
lengthening of the pre-ovulatory phase of the menstrual 
cycle. Fe 

Rest in Bed—This may bé a factor in prolonging preg- 
nancy. This rest is generally supposed to help in prolonging 
pregnancy in cases in which premature labour is feared— 
for example, in multiple-pregnancy cases: ’ 

Hormones—Animal experiment shows that hormonal 
imbalance plays a part in producing post-maturity ; Snyder 
(1934) was able to procure post-maturity in rabbits by giving 
progesterone or chorionic gonadotrophin (“antuitrin S”). 
In humans the problem is more complicated: progesterone 
does not necessarily prolong pregnancy, although such pro- 
longation has’ occasionally been reported. 

Malpresentation and Cephalo-pelvic Disproportion-—— 
These are frequent causes of post-maturity. In such cases 
the lower uterine segment is poorly formed and there is no 
stimulus from an even pressure of the presenting part on 
the lower pole of the uterus. Browne (1946) states that post- 
maturity is more apt to occur when the foetal head is above 
the pelvic brim. According to Malpas (1933), the anencephalic 
(without associated hydramnios) and the hydrocephalic head 
do not fit well into the lower pole of the uterus to stimulate 
polarity, 'and thus bring about the conditions favourable 
to post-maturity. It ıs generally agreed that the occipito- 
posterior position is, for similar reasons, another common, 
cause of post-maturity, as it is of inertia and poor uterine 
contraction§ when labour does start. 


` Present Investigation 

An analysıs has been made of the last 4,653 deliveries 
in the Nuffield Department of Obstetrics in the Rád- 
+ z i 


cliffe Infirmary, Oxford. There were 171 in which 
pregnancy was reckoned to have continued for 42 weeks 
since the first day of the last menstrual period. This 
represents an incidence of 3.7%. Of these patients, 42 
(24.5%) required a forceps delivery, and 12 (7%) re- 
quired caesarean section. Thus, in about one-third of 
the cases operative intervention, was deemed necessary. 
This series therefore confirms the high incidence of 
cephalo-pelvic disproportion or of malpresentation in 
association with post-maturity. ; 5 

- Of the nine stillborn babies, four had gross abnor- 
malities incompatible with life. Of the remaining five,- 
only one case could be attributed to post-maturity. 


Case Report.—Patient aged 21 years. First Pregnancy: 
Delivery of a stillborn baby 15 days after the expected date 
of confinement (August 25, 1947). Male child, weight 4 1b. 
2 oz. (1.9 kg.). Placenta small and infarcted, weight, 318 g. 
Blood group, A, Rh+ ; Wassermann reaction and Kahn test 
negative. Second Pregnancy : Elective caesarean section 
seven days after the expected date of confinement (July 17, 
1948). Female child, weight 4 Ib. 6 oz. (2 kg.) ; died in 11 
hours. Post-mortem report: atelectasis of lungs. Placenta 
small, as with previous pregnancy. Pathological report: 


“trophoblast wholly syncytial and is evenly distributed ; _ 


the villi give the appearance of a 28-30 weeks’ gestation 
period.” Third Pregndncy: Elective caesarean section four 
days before the expected date of delivery (January 16, 1950). 


Male child, 6 lb. 6 oz. (2.9 kg.). Baby survived. Placenta 


small and infarcted. 


The above syndrome of a small baby and a small 
placenta with intrauterine death occurring in consecutive 
pregnancies is rare, but it has been occasionally observed, 
and may result in foetal death not only in the post- 
mature period but at any time before the expected date 
of delivery. 

When the death occurs ae term the cause is often 
stated to be “undetermined.” In contrast, a death 
occurring after term is usually ascribed to placental in- 
sufficiency—and often, it seems, with little justification. 
In order to obtain a balanced-picture of the incidence 
of’ intrauterine deaths, the histories of 154 stillborn 
babies were studied. Twenty-one were found to have 
died in utero from no apparent cause. Of these 
21 only one was post-mature (the case ‘mentioned 
above). 

The results given by von Ruette (1949) ‘so closely 
parallel the results of the present investigation that they 
are included for comparison, although the conclusions 
of that worker are different. (Von Ruette studied cases 
in which amenorrhoea had lasted for 290 days or over.) 


a ` t 


Stillbirth and Neonatal Deaths in Post-mature n 


Oxford (Y an a Rutte) 
Total No of post-mature babies . “171 +. 1,003 , 
Neonatal deatha Ep i% 2 š 
Stillbirths TRE pis . ia 9 wa 


Analysis of stillbirths: 
Foetal abnormalities as 
Toxaenua oe è p% 
Pr and other cord complications .. 
Induction of labour a 
Impacted shoulder r presentation . 
Cause of death unknown, post-maturity 


* One associated with over-admimstration of qumine, 
admimstration of ‘‘ pitocin ” (5-unit doses). 
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Clayton (1941) may also usefully be quoted. In 705 
cases in which pregnancy was of 42 weeks’ duration or 
more he found no intrauterine deaths due to post- 
maturity and only twe stillbirths of an Unexplained 
nature, but possibly due to post-maturity. 
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Treatment of Post-maturity 


From the foregoing evidence the following views on 
treatment seem justifiable: 

Overmuch weight should not be given to the occur- 
rence of post-maturity per se. For uncomplicated post- 
maturity no treatment is required: this also is the 
opinion of Clayton (1941) and of Wrigley (1946). The 
patient should be reassured, but she should not be 
admitted to hospital, for rest serves no useful purpose. 
A medical induction is not reliable as a test for post~ 
maturity, nor ıs it likely to succeed ın the case in which 
the head is high or the cervix is long and uneffaced. 

If post-maturity is complicated by a minor degree of 
cephalo-pelvic disproportion, surgical induction may 
sometimes be desirable. Munro Kerr and Chassar 
Moir state: “ Management of post-maturity largely re- 
solves itself into the determination of tHe size of the 
foetus relative to the pelvis.” In deciding for or against 
induction of labour, each case should be individually 
considered and routine induction -avoided. Better 
subsequent uterine contractions and minor improve- 
ments in the attitude and position of the child may more 
than cofnpensate for a week’s delay. 

With a history of a stillborn small baby associated 
with a small placenta, induction is advisable a few weeks 
before the time when the previous baby died. As already 
` stated, these cases are rare. i 

Nothing in the foregoing remarks is intended to imply 
that the high head, possibly in the occipito-posterior 
position, is free from danger to mother and baby. These 
cases require careful watching and management. 


Conclusions 


Post-maturity with placental insufficiency is extremely 
rare. In the present series of 171 post-mature preg- 
nancies it accounted for only one death. 

A foetus may die in utero for no apparent cause at 
any time during pregnancy. Deaths during the post- 
mature period’ in the 171 post-mature cases amounted 
to no more than 9 (5.2%). In all save one of these an 
adequate cause for death was found. ` 

Malpresentations .and cephalo-pelvic disproportion 
are a frequent cause of a high presenting part and a 
poorly formed lower uterine segment, and are hence the 
cause rather than the result of post-maturity. 

In hospital statistics the foetal mortality tends to be 
high in post-mature cases. Thus is because the selection 


of patients is different from that of patients going into . 


spontaneous labour at term, and failure to diagnose dis- 
proportion is common. 


The problem of post-maturity resolves itself, to a 
great extent, into the proper management of mal- 
presentations and minor degrees of cephalo-pelvic dis- 
proportion. 
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Fatal Case of Acute Ulcerative Colitis with 
Multiple Perforations i 


The outstanding features iņ the following case are the 
acute onset with no previous history of ulcerative colitis 
and the’ complete lack of signs which would lead to a 
diagnosis of intestinal perforation. 


Case Report f 
A housewife aged 27 was admitted to hospital with a 
history of some years’ constipation and pain and bleeding 
from an anal fissure. The anal canal was dilated and the 
fissure excised. The surgeon made a note that there was 
considerable oozing from the upper rectum, which would 


- require further investigation when the fissure had healed. 


Five weeks after the operation the patient was readmitted 
with a history of diarrhoea for the past two weeks, with 
blood and mucus in the stools. The abdomen was not 
distended but was slightly tender. Her temperature was 
101.4° F. (38.55° C.)., On admission she was given 100,000 
units of penicillin four-hourly. Her temperature stayed at 
101-103° F. (38.3-39.4° C.) for three days, when 3 g. of 
phthalylsulphathiazole was given four-hourly in addition to 
tHe penicillin. This reduced her temperature to normal by 
lysis in two days, wHere it stayed; but her condition 
deteriorated, the abdomen showing tympanitic distension | 
and, although fairly solid, having a doughy feel. The 
motions were. four or five a day and were liquid, greyish | 
in colour, and very offensive. Repeated laboratory exami- 
nations of the blood and faeces yielded no useful informa- 
tion. The patient became gradually worse, and in spite of 
blood and saline transfusions she ‘died 10 days after 
admission. ` 

At necropsy the abdominal incision opened into a cavity 
containing liquid faeces. This cavity was bounded anteriorly 
by the abdominal wall and posteriorly by the omentum, 
which was firmly bound down to the colon all the way 
round and to the posterior brim of the pelvis. So complete 
was this attachment that the ‘coils of the small intestine 
under this floor showed no sign of peritonitis. There were 
numerous perforations in the large intestine; two in the 
ascending colon, each nearly 2 in. (5 cm.) long and over 
1 in. (2.5 cm.) wide ; three in the transverse colon of about 
the same size; and six in the descending colon. These 
varied in area from the size of a halfpenny to one which 
was 3 in. (7.5 cm) long and involving most of the wall. 
All the ulcers had ragged edges. Where the colon turned ' 
over the brim of the pelvis the gut was reduced to one 
longitudinal muscle band, and the almost free end of the 
pelvic colon was expanded to resemble a funnel and filled 
the space between the sacrum and the uterus. 

It would appear that liquid faecal matter found its way 
through the numerous perforations into this false cavity 


-and eventually was callected by the pelvic funnel and passed 


as a diarrhoeic stool. Histological examination of the wall - 
of the intestine as far away as possible from a perforation 
showed the mucosal epithelium to be almost completely 
denuded. The mucosa and submucosa, and in parts the 
whole wall, were diffusely infiltrated with plasma cells and 
lymphocytes and some polymorphs. At the edge of the 
ulcers there was an acute pyogenic exudate into the mucosa. 


‘Louis L. Grirritas, M.D., D.P.H. 
‘ Consultant Pathologist. 
Leo Gricurist,; M.D., M.R.C.P. 
Consultant Physician. 
. Farnborough Hospital, Kent. 
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E ' A Case. of Q Fever 


The following case of Q fever may be found of interest. 


The source of infection is unknown, and is being investi- ' 


gated. So far'as can be ascertained, no previously 
recognized cases have occurred in the same area, 


` 1 t 


: ` Case Report 


The patient was a retired Indian cavalry officer aged 58, | 
witha good medical history. Apart from dengue fever in 
1913, and malnutrition while a prisoner of war in Bulgaria 
in {918, he has always enjoyed good health. The present 
illness began on the evening of April 25, 1950, with general | 
muscular aching. During-the night he had a rigor and a 

heavy sweat. When seen next morning his‘ temperature 
was 100.3° F. (37.95° C.) and pulse 88. On' examination 
some injection of his pharynx was found, but, ‘otherwise 
physical examination was negative: The heart sounds were | 
pure and closed; blood pressure was 140/80; the lungs | 
wero clear. He complained of muscular aching in his limbs, 
and said-that he felt bruised all over. Influenza was 


, diagnosed, it being epidemic in the area, and he was treated 


accordingly. , 

When next seen, on April 28, the picture had changed 
considerably. His temperature had remained up, swinging 
between 101 and 103.5° F. (38.3 and 39.75° C.); he had had 
some very'heavy sweats and a rigor during the previous 


night. He still complained of much pain in his musculature ° 


and had- developed a slight cough. On examination ‘his 
temperature was.102° F. (38.9° C.), pulse 88, and respirations 
30. He was markedly dyspnoeic and cyanosed, with a dusky 
flushed face. There were scattered rales and rhonchi all over 
both lungs. As. he was obviously pneumonic full doses of 

“ sulphatriad ” were given, together with 200,000 units of 


' crystalline penicillin in the morning and 300, 000 units‘ of 


“ distaquaine ” penicillin at night. i 
During the .next two days his condition remained 
unchanged. He was ‘cyanosed and dyspnoeic, with. fever 


` swinging between 101 and 102.5° F. (38.3 and 39.15" C), 


and with a pulse rate of 80 to 90. His muscular aching was 
troublesome, but cough was not a striking feature: His 
physical sigas remained unchanged. 


By the morning of May 1 he had developed signs of con- 
- solidation in his right upper lobe, with impairment and faint 


bronchial breathing best heard in the axilla. His general 
condition remained unchanged, and he did not give cause 
for anxiety. There was no sign of response to the sulphon-’ 
amides and penicillin, and it was thought probable, therefore, 
that he had an atypical virus pneumonia. An x-ray film of 


_ the chest showed ‘a consolidation’ of the right upper lobe 


spreading outwards from the root, the remainder of the lung 


- fields being clear. A blood count made by Dr. Lazarus 


1 


Barlow showed: haemoglobig, 16 g. % (100% Sahli); red 
cells, 4,900,000 per c.mm. ; C.I., 1.0; leucocytes, 2,800 per 
cam. (polymorphs 66%, “monocytes 5%, » lymphocytes 
29%). Coid agglutinins were present at 1/80. : 
In view of the x-ray appearances, the leucopenia, and the 


presence of cold agglutinins, the diagnosis of atypical virus, | 
pneumonia was thought to be correct. The sulphatriad was 


therefore stopped and the patient was kept under penicillin 
guard. 


During the next day violent shooting pains jn the face, * 


head, and limbs developed. These were quite transitory but 
severe, and. were agcompanied by violent twitching in the 
muscles, “ Those in the face were reminiscent of a tic 
douloureux ; those in the limbs produced a jerk sufficient to 
disarray the bedclothes. They led to much’ disturbance of 


. sleep, but were not associated with any positive physi 


findings in the C.N5. 
On May 3 the patient was seen ‘in consúltation with 
Dr. J. M. ‘Ranking, of Tunbridge, Wells. His condition was 


unchanged except that he appeared to be developing a~ 
‘macular rash, which was then visible only on. his back. 
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Dr. Ranking Seed with the provisional diagnosis, but 
suggested that the possibility of Q fever should be considered. 
This had already been discussed with Dr. Barlow, who had 
kept some of the patient’s serum in case further investiga- 
tions should be required. Dr. Barlow was accordingly asked 
to forward this serum to the Virus Reference Laboratory at 
Dr. Ranking obtained some “ aureomycin,” and 
treatment with this was begun at midday—two capsules 
six-hourly. 

By the morning of May 4 there had been a most dramatic 
response to the aureomycin. The temperature was normal 
and the pulse rate 72. The patient looked and felt much 
better ; the muscular pains and twitching had Vanished over- 
night. He was, however, covered with a macular rash, dusky 


‘red in colour, most pronounced on the back, where it had 


first appeared, but also prominent on the front of the trunk 
and the limbs. The face was not involved. For the first 
time his spleen was easily palpable. He was no longer 
cyanosed, there were signs of resolution over the chest lesion, 
and his urine showed a trace of albumin only, red blood cells 
not being present: 

Thereafter his improvement was steady and rapid. The 


aureomycin was continued until his, temperature had been | 


normal for four days. By May 16 his rash had gone, his 
spleen was no longer palpable, his chest was clear, and he 
was eating and sleeping well. He has remained well since. 

. The following additional investigations wére carried out: 
Paul-Bunnell test: negative at 1/10. A blood culture’ 
showed no growth after seven days. The Widal test showed 
agglutination to a dilution of 1/120 in Salmonella typhi H 
only; no agelutination in the remainder of the typhoid, 
paratyphoid, or abortus group. Sputum: tubercle bacilli 
were not found; cultivation yielded a scanty growth of 
non-haemolytic streptococci. Faeces: no pathogenic. 
organisms cultivated. Complement-fixation tests carried out 
by Dr. B. P. Marmion atthe’ Virus Reference Laboratory, 
Colindale, showed: ` 





* The psittacosislymphogranuloma venereum group of viruses, 


This man’s illness, therefore, was certainly due to infection 
_with Rickettsia burneti. The striking features of this ee 
were the pneumonia, which gave rise to some anxiety, the 
rash, the enlarged spleen, and the signs of involvement of 
the C.N.S. It was worthy of note that throughout the illness - 
his pulse rate was never as rapid as oné would have expected 


from the degree of fever. A, most encouraging result was 
obtained from the use of aureomycin, the illness literally 
being cut short and all anxiety ended within 36 hours. - 


I am greatly indebted to Drs. Barlow and Marmion for the 
investigations they carried out in this case, to Dr. W. Addey 
for the x-ray films, and to Dr. Ranking for his advice and 
his help in obtaining the aureomycin. 


H. CAMERON, MRCS., LR.CP. 





. At-present there are no schools for teneily handicapped 
children in the Isle of Man, and the question of providing 
accommodation for them on the island is shortly ee be 
discussed (School Medical Officer's Report, 1950). 

dental department is now up to full establishment, an 
there are four full-time dental officers—one temporarily 
for six months. During the year 2,517 medical examina- 


„tions were carried out, and 15% of the children needed 


treatment. Schoolchildren on the island are drinking about 


800 pints of milk a day, afid nearly half of this amount is , 
supplied free. 
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ANATOMICAL ATLASES 


Atlas of Human Anatomy. By M. W: Woerdeman, 
M.D., F.R.N.A.Sc. Volume 1: Osteology ; Arthrology ; 
Myology. (512 illustrations. £3 10s.) Amsterdam: 


Wetenschappelijke , Uitgeverij. London: Butterworth 
and Co.’ 1948. ‘ 


y t 
Volume 2: .Splanchnology; Angeiology; Nervous 

‘System ; Organs of tg 642 illustrations: £3 38.) | 
Amsterdam: “Wetenschappelijke Uitgeverij. London: 

Butterworth- and Co. 1950. ` 

An Atlas of Human Anatomy. By Barry J. Anson, 

Ph.D. (Pp. 518; illustrated. £2 17s. 6d.) London‘ 
and Philadelphia: W. B. Saunders Company. 1950. 


Visual Anatomy: Head and Neck. By Sydney M. 

Friedman, M.D., Ph.D. (Pp. 217 ; illustrated. :£2 7s. 6d.) 

Springfield, Nl., U.S.A.: Charles C. Thomas. 1950. 

Oxford:, Blackwell Scientific Publications. 
Since the days when Atlas held the heavens above the 
earth his name has been attached to increasingly diverse 
collections—of maps, drawings, even anatomical illus- 
trations. Certain it is that the massive expensive atlases 
of wood, copper, steel, and mezzotint engravings have 
had their day. They are expensive to house and to 
repair. They belong with the amenities of the eighteenth 
century, although a few superb atlases appeared as late 
as the earlier years of the twentieth century. 

The wood engravings of J. S. Calcar in the famous 
De Fabrica of Vesalius (1543) had a truth and exacti-~ 
tude beyond reproach in terms of the standard of dis- 

‘section at that time’ The gentleness and feeling of 

į Calcar's wood engravings gave place to the dry, hard 
exactitude of the copper engravings of Eustachius. These 
were completed as early ag-1552 but were rescued from 
oblivion by Lancisi, physician at the Vatican, who pub- 
_lished them in 1714 as the famous Tabulae Anatomicae. 
The last magnificent folio published in the eighteenth 
century was Mascagni’s Vasorum lymphaticorum., cor- 
poris humani historia et ichnographia (1787), illustra 
on copper by Santi of Bologna: ` 

At the end of the nineteenth century appeared two 
octavo atlases, that, of Carl Toldt (1896-1900) in one 
volume and that of Werner Spalteholz in three volumes 
(1895-1903). The Spalteholz atlas gained popularity 
because of the high. quality of the parti-coloured litho-’ 
graphs. , Moreover, it was translated into English by 
Lewellys F. Barker, of the Johns Hopkins Medical 
School (1900-3). - The smaller quarto atlas of J. Sobotta 
appeared in 1904 and was more of a handbook. 

There is another type of atlas which provokes more 
thought—the cross-section atlas based on frozen sections 
of the cadaver. The first important one was that of 
N. I. Pirogoff, which appeared in folio and octavo, 
1852-9. This was followed by Braune’s folio ‘in 
1867-72. An English translation by Bellamy appeared, 
in 1877. Symington published the Topographical Atlas 
of the Child in 1887, and Eycleshymer and, Schoemaker 

published their Cross-Section Anatomy in folio in 1911. 
This accurate atlas of 113 cross-sections is of the greatest 
use to radiologists and radiotherapists. 

There is a strange disease running through modern 


schools, from juniof schools to universities. It is called - 


“Visual Aids.” It calls for expensive projectors, screens, 
and filmstrips of doubtful value. The nursery’ and 
_ infant schools have been spared this curse, for young 
children are too healthily active to be bored by 





pictures—stills or movies. They insist on handling things, 
feeling, biting, and breaking ; using hand, eye, ear; and 
developing -three-dimensional sense in the pariétal lobe 
of the cortex. At six months a child recognizes the 
front or the back view of his mother. He mauls her. 
This practical method of acquiring knowledge decreases 
steadily from then onwards. mu 

There ıs a basic objection to all forms of pictorial. 
art, for it places the barrier of someone else’s vision 
in the way of the student’s apperception of the structure 
and build of the object. It may produce a form of 
mental laziness and hebetude and persuade the student 
that, having seen, therefore he has understood. 
_ The first two volumes of Woerdeman’s’ Atlas are’ 
mainly reproductions in black-and-white ‘of drawings 
and diagrams, with an occasional plate in colour. There 
is no text. The diagrams’ are numbered and labelled 
in the B.N.A. Latin terminology, with an English trans- 
lation of most of the titles. The translation is often 
awkward and the spelling is strange. Anulus may be 
more correct etymologically than annulus, but it is not | 
common usage. There is an incomplete list of errata 
at the end of each volume. ‘The author is engaged on . 
Vol. 3, which will include regional anatomy and radio- 
graphic anatomy. In spite of the professed adherence 
to the B.N.A. terminology certain strange eponyms creep 
ın. Several lymph-nodes (lymphoglandulae): are asso- 


! ciated with the names .of Bartels, Virchow, Ewald, 


Troisier, and Botallus. The ligamentum iliofemorale is 
associated with the name of Bertin, not the more familiar 
Bigelow. Considerablé space is devoted to subcutaneous 
nerves, their segmental distribution and associated auto- 
nomous supply. Langer’s lines of cleavage in the skin 
are figured. , 

The Atlas of Human Anatomy, by Professor Barry J. 
Anson, of the Northwestern University Medical School, 
` Chicago, is essentially regional, and illustrates the head, 
neck, upper limb, back and thorax, abdomen, pelvis, 
and lower limb. It fits into the scheme of dissection of 
the cadaver adopted in most medical schools. The 
labelling of the drawings, a few of which have some 
colour, is in the B.N.A. Latin terminology. Footnotes 
form a sort’ of running commentary on the build and 
“purpose of the diagram. These are’ in English. The 
illustrations are very variable in quality, for they. are 
partly culled from the existing medical journals, especi- 
ally the anatomical and surgical journals. There is an 
ambitious attempt to include the common variations seen 
in the operating theatre. ‘The atlas is likely to stimulate 
the student to look in the dissecting-room. On the other 
hand it may reduce him to a state of perplexity and 
inanition, for many of the diagrams are too complicated. 
The omissions are startling. The breast, lymphatic 
glands in general, and many facts of prime importance 
in the clinic are treated with scant respect. The index 
is not a good working index, for neither breast, mamma, 
nor mammary glands are given. The only lymph glands . 
mentioned are the inguinal group. 

The third atlas, Visual Anatomy, by Professor Sydney 
Friedman, of British Columbia, is an attempt to curtail 
‘drastically the volume of preclinical anatomy retailed 
to the student. This volume is on the head ‘and neck. 
The, diagrams are of the crude blackboard type, and are 
labelled in a loose English translation of the B N.A. 
Each diagram iš faced by a text which is often incon- 
sequential and sometimes wrong, ‘The diagram ef the 
auditory apparatus depicts the chorda tympani nerve, 
and the text describes it as arising from the facial nerve 


~ 
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“as it passes above the oval window.” The origin of tory sentence to the third chapter, “ Hitherto an orderly 


this nerve is within 1 cm. of the stylomastoid foramen. 

The retropharyngeal lymphatic glands, so often in- 
volved in children after the acute exanthemata, are not 
mentioned. The complex arrangement of glands super- 
ficial or deeg to the parotid gland, or within it, are 
grouped together as “ preauricular.” The preauricular 
gland. is superficial to the deep fascia running from the 
zygoma to invest the parotid gland and may be moved in 
any direction. The other glands may be moved from 
side to side, but never downwards. 

As a test of the need for precise anatomy in relation 
to clinical’ significance the actual course of the man- 
dibular branch of the facial nerve was checked in all 
three atlases. Not one indicates that this nerve descends 
into the neck and then climbs up on the mandible to 
supply the muscles at the corner of the mouth. One 
atlas does refer to this branch as the ramus marginalis 
mandibulae, but this is not enough to protect the patient ; 
for this nerve is often cut when opening an abscess in 
the submandibular triangle. 

A similar test was applied in relation to the Siole 
drainage of the scalp and the kidney, the portal-systemic 
venous anastomoses, and the significance of the relation 
of the capsular line to the epiphysial line. All three 
atlases are distinct. That of Woerdeman more closely 
approaches the Spalteholtz. That of Anson has a 
bewildering mass of detail. ‘That of Friedman reduces 
anatomy to an inefficient minimum. The student, in 
fairness to the living patent, must subject himself to 
the discipline of such anatomy as was depicted and 
described in Gray’s Anatomy (1858) and in Quain’s 
Anatomy (10th edition, 1890-6). i 

The medical student is'rapidly being reduced to the 
state of the boy who studies Euclid without the text. 
The future conjures up a picture of an undissected 
cadaver in a plastic mould surrounded by dumb students 
and a more dumb demonstrator carrying several atlases. 
Q.E.D. and Q.E-F. will no longer have any significance. 
Medicine is an oral art, not a pictorial one. St. Paul 
put it pithily when ‘he said, “ Except ye utter by the 
tongue words easy to be understood, how shall it be 
known what is spoken z For ye shall speak unto: the 
air.” 

H. A Harris 


THE SHOULDER GIRDLE 


Surgery of the Shoulder. By A. F. DePalma, M.D. 
(Pp. 438 ; 4 illustrations. £7.) Philadelphia and 
ondon: J. B. Lippincott Company. 1950. ' . 

_ Codman’s book on the shoulder, published by hisnself 
in 1934, has long been unobtainable, and there has been 
an obvious need for an up-to-date reference book on 
the subject. This has been fully met by Professor 
-DePalma’s monograph. The typography and illustra- 
tions make the book a pleasure to read’ and handle. It 
is one of the most delightfully produced medical works 
which has appeared, and has obviously been a labour 
of love in which no effort has been spared on illustra- 
ton, detailed description, and bibliography. The con- 
tents of the book would be better indicated if it were 
called the “Surgery of the Shoulder Girdle,” for it 
covers lesions from the shaft of the humerus to the 
cervical spine. 

Some sentences have an’ odd ring about them, for 
medical clichés and prolixity are-substituted for simple 
English. The style does not make the book any less 
readable, though irritating to the purist. The introduc- 


» dromes. 


study of the variational anatomy and degenerative 
lesions of the shoulder had not been done,” might read, 
“An orderly study of the variations in anatomy and 
degenerative lesions of the shoulder has not been made.” 
This chapter is the freshest contribution to our know- 
ledge in the book, and is based on the detailed study 
of 452 shoulders, of which 208 were examined post 
mortem, - The information thus obtained ranks with 
Schevermann’s on the spine, and forms a basis, pre- ` 
viously lacking, for a study of the abnormal. It has 
thus been shown that many lesions of the rotator cuff 
are compatible with good function, and the author pro- 
vides strong evidence to support his contention that 
operative treatment should only follow failure of 
recovery. 

American writers have long been, averse to accepting 
in full that the lesions described ah Bankart are the 
genesis of recurrent dislocation ‘of the shoulder. It 
would not be correct to say that this volume gives 


- them unequivocal support. The pathological findings ' 


are accepted and to most provide a complete explana- 
tion, but the author believes that over and above these 
there must be a “neuromuscular” imbalance, the 
muscular defect being produced by the stretching of the 
affected muscles. The main basis for this statement is 
his discovery of the essential] “ Bankartian” lesions in 
the ageing shoulder without dislocation. The known 
occasional case in which redislocation becomes less fre- 
quent with age is attributed, and probably correctly. to 
increasing capsular fibrosis and loss of external rota- 
tion. It is therefore a little ungenerous to point out 
that as recurrent dislocations are a feature of the earlier 
decades of life, while the “-Bankartian ” lesions are a 
feature of the later decades, the two are not related, 
and to superimpose a vague hypothesis as the primary ' 
factor. Surely the absence of fibrosis in the earlier 
decades predisposes to recurrence. 

Not all observers would agree that “it is common 
knowledge that calcaréous tendinitis is the most frequent 
cause of painful shoulder.” A figure of 43% is given as 
the incidence of this condition in-300 consecutive cases. 
In this country non-calcareous tendinitis is the most 
common cause, certainly in people over 45 years of age 

The approach to fractures of the upper end of the 
humerus is eminently practical, with its emphasis on 
function rather than reduction. There is a clearly 
illustrated and satisfying chapter on the tumours of the 
shoulder girdle. The chapter on shoulder pain of neuro- 
genic origin is clear without being dogmatic, and helps 
to sort out for the reader these sometimes vague syn- 
The possession of this book will give daily 
delight, even though the cost is rather high. 


- J. G. Bonnin. 


EXOTIC DISEASES 


Exotische Krankheiten und Krankheitsyerldufe. By’ 
F. O. Horing, Professor for Internal and Tropical Medi- 
cine at the University of Tubingen. (Pp. 407; 51 
‘figures. M. 36.) Stuttgart: Georg Thieme. 1950. 


_ The author, who has acquired experience from sojourn 


in warm climates for a considerable tume before, and 
during the second world war, has written this book on 
exotic diseases and disease-courses to help doctors who 
are likely to meet with exotic diseases in their own’ 
(non-tropical) homes, and to be of service to those who 
for one reason or another have to visit or practise in 
hot climates. 


\ 
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The work is a genuine handbook on the clinical, diag- 
nostic, and therapeutic aspects of the subject, not 
omitting special features of ordinary non-tropical 
diseases as met with in warm climates and the Tropics. 
Names of authors’ tests, experiments, and theories are 
often mentioned, but no list of bibliographical refer- 
ences ıs attempted ; this would probably have taken up 
much space and possibly have confused the general 
picture as the author sees it. For typical examples of 
the author's methods the reader may refer to the short 
accounts of'Plaut-Vincent angina and the possible super- 
vention in the Tropics of noma (p. 17); to the account 
‘of typhus exanthematicus (pp '84 er seq.).; and to the 
‘discussion on the different kinds of pneumonia and 

“ pneumonitis ° and respiratory diseases in our own 
(temperate) and in tropical climates, 

Among many longer or shorter accounts specially 
to be noted are: sleeping sickness (African trypano- 
somiasis) (p. 223); the discussion on lepra (p. 261): 
eosinophilia and tropical eosinophilia (p. 384); yellow 
fever (p. 111) as a type of virus disease the pathology 
of which has been well worked out; typhoid fever, 
which may have a quite different clinical aspect in hot 
climates ; the explanation of brucellosis (Malta fever, 
Bang’s disease) and relapsing fever (p. 153) ; the malarial 
diseases and blackwater fever (p. 219); rat-bite fever 
as the typ of a “ zoonosis” and long known in Japan 
under the term “sodoku.” On p. 390 attention is 
drawn to high blood pressure being less frequent in 
hot climates; on p. 388 it is noted that calcium- 
bilirubin (intrahepatic) calculi are commoner among 
natives of hot climates than among Europeans On 
p. 37 there is mention of dysenteric arthritis and 
“ Reiter's syndrome,” the latter as a possible result of 
dysentery. 

In addition to its use for doctors in hot climates and 
—in these days of quick and easy travelling—for those 
liable to see exotic cases in temperate climates, this 
excellent work, with its wide range of information, may 
obviously serve as a handy reference book for the study 
or consulting-room of any doctor in any climate who 
can read German 


F. PARKES WEBER 


A SUCCESSFUL CONGRESS 


Transactions of the XIIth British Congress of Obstetrics 
and Gynaecology. Editors'in Chief: Alec Bourne, 
F.R.C.O G., Professor W. C. W. Nixon. (Pp. 304 ; illus- 
trated. £2 10s) London: Published on behalf of the 
Congress Committee by Austral Press 
The Twelfth British Congress of Obstetrics and 
Gynaecology was held in London in 1949 under the 
‘presidency of Sir Eardley Holland, and for the first time 
in the history of these congresses the proceedings are 
published in book form. The joint editors, Mr. Alec 
Bourne and Professor W. C. W. Nixon, are to be con- 
/ gratulated on their work. The subjects discussed were 
caesarean section ; hypertension in relation to preg- 
nancy ; diabetes complicating pregnancy ; endometriosis , 
the diagnosis, prognosis, and follow-up of cervical cancer 
by vaginal smears and cervical biopsy ; pelvic exentera- 
tion for advanced malignant disease; pregnanediol 
assays; the treatment of enterocoele; and maternal 
mortality. . The variety of topics attracted a record 
attendance “of more than 700 registered members, who 
heard papers. of the highest standard from leading 
authorities fron this country, from the United States 
of America, and from the continent of Europe, 


` 
? 


It was the first meeting of its kind for 10 years, and 
was made the occasion for an impressive presentation 
of modern methods and results, some of the papers 
introducing almost a new outlook on such matters as 
caesarean section and radical surgery for malignant 
disease. Reports of the discussions clearly indicate 
that there was some disagreement on whether this out- 
look is progressive or retrogressive The right conclu- 
sion is more likely to be reached by a leisurely and 
unprejudiced study of the published papers and statistics 
than in the heat and hurry of the conference room 

Much of the material gathered together in this volume 
is not obtainable from any other source, and its quality 
is such as to make it indispensable to those who would 
keep abreast of modern thought and practice in obstet- 
rics and gynaecology. This record is a tribute to all 
those who contributed administratively or scientifically 
to what ıs acknowledged to have been a highly successful 
congress, and it is good value even for its high price. 


T. N. A JEFFCOATE 
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BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


By J. G. Bonnin, M.B. 


A Complete Outline of Fractures. 
42s.) London: 


BS, F.R C.S. 3rd revised ed. (Pp. 671. 
William Heinemann 1951, 


Wayward Youth. By A. Aichhorn. (Pp. 236. 9s.) London: 


Imago Pubhshing Company. 1951. 


Die Blutgerinnung in Theorie und Praxis. By Dr. 3. Schmid. 
(Pp. 444 M 50) Vienna: Wilhelm Maudrich. 1951. 


Was ist, was kann, was niii Hypnosef By Dr. K. 
Schmitz (Pp. 211. Paper cover, M. 9.50; stiff cover, M. 12.) 
Munchen: J F. Lehmanns 1951. ; 


Die Frit nose des Uteruscarcixoms. ` By Professor H. 
Limburg. (Pp 158. M. 14.80) Stuttgart: Georg Thieme. 1930. 


Behandlung Diabetischer Kinder. By Dr. K. Weisse p. n 
M 4.90) Stuttgart: Georg Thieme. 1951. 


Hergschalldiagnostik in Klinik und Praxis. By Dr. J. 
Schmidt-Voigt. (Pp. 116. M. 960) Suitgart: Georg Thieme. 
1951. 


By Professor É. Hof. 


Behandlung Innerer Krankheiten. 3 
1951. 


4th ed. (Pp. 41. No price.) Stuttgart: Georg Thieme. 


‘ / 


Lewis’s Library has been in existence for more than a 
century, and its catalogue, recently revised to the end of 
1949, increases both in size and value with the years. The 
library is unique in the sense that a number of old medical 
works, difficult to find elsewhere and too scarce to be allowed 
out of other libraries, are available for borrowing. All 
modern British and American books have a place in the 
catalogue and reflect the wealth of medical, scientific, and 
technical material available in the library. The subject index 
included in the catalogue is not above criticism, for the 
subject headings are generally too ‘broad and books are 
classified by title, which is not always the same as content. 
The publishers might consider giving in future editions the 
publisher and place of publication, for while the catalogue 
was intended only to show the books available in the library 
it has now become an invaluable reference work, and such 
additional information would bring it into line with other 
standard bibliographies, among which it deserves a place as 
one of the most useful medical book lists available. The 
complete catalogue (not Part I only; as stated last week) may 
be purchased from H. K. LeWis & Co., Ltd., 136, Gower 
Street, London, W.C.1, price 35s. (to library subscribers 
17s. 6d.). 


‘ 
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THE ANNUAL MEETING 


By the time this week’s Journal went to press the 
Annual Representative Meeting had begun its usual 
review of the work of the Association. ‘The meetings 
are being held in B.M.A. House in the second half of 
this week, and the occasion was marked by the election 
as President of the B.M.A. for 1951-2 of Dr. A. W. S. 
Sichel, of Capetown. The South African Medical 
Journal was tight in heralding this event as without 
precedent in the history of the B.M.A. There is no 
need to recapitulate here the reasons why it proved 
to be impossible to hold the proposed joint meeting 
with the South African Association in their own coun- 
try. That the B.M.A. decided to ask Dr. Sichel to be 
its President for'the coming year, and that he accepted 
the invitation, stresses the feeling of unity we have 
with our colleagues in the great dominion of South 
Africa and the fact that the cancellation of the joint 
meeting was due to no fault on our part or on the part 
of the South African Medical Association. In the 
words of the South African Medical Journal,’ “ The 
British Medical Association’s gesture implies not only 
a great honour and distinction to our own President 
but also demonstrates the firm friendship and under- 
standing that should and does exist between two 
fellow-Associations.” Dr. Sichel has a long con- 
nexion with the Cape Western Branch. Since 1920 
he has been continuously a member of the Branch 
Council ; he held the office of Honorary Librarian of 
the Cape Western Branch for fourteen years and was 
President of the Branch in 1941. Since 1935 he has 
been a member of the Federal Council and has given 
freely of his services in the solution of the many 
problems facing the profession in his own country. 
Dr. Sichel was formerly President of the Ophthalmo- 
logical Society of South Africa, and has acted as chair- 
man of the Festival symposium on ophthalmology 
jointly arranged by the Royal Society of Medicine 
and the B.M.A. On Friday of this week he is 
giving his Presidential Address in the Central Hall, 
- Westminster. : 

Many of the matters before the A.R.M. this week 
are concerned with various aspects of the National 

1 S. Afr. med. J., March 24, 1951. 
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Health Service. The feeling of general practitioners 
about the delay in settling their remuneration is 
expressed in a motion by Manchester which “ urges 
the profession to submit their resignations from the 
National Health Service forthwith,” and one from 
Lancaster reminds us that the profession is asking 
for the fulfilment of the Spens Report and not for 
an increase of any agreed remuneration—a matter 
referred to in another leading article. A motion by 
Marylebone draws attention to the fact that the cost 
of the general-practitioner service is 10.2% of thè- 
cost of the N.H.S. as a whole, and stresses that 
opportunities for clinical work by general practitioners 
have diminished. Other motions underline the dis- 
satisfaction of general practitioners at their exclusion 
from hospital work and also with the difficulties ex- 
perienced in the past year in getting patients into hos- 
pital when the need was urgent. A series of motions 


‘on the maternity medical services again gives point 


to the anxiety felt by general practitioners about the 
part they wish to play in this important branch of 
their work; another motion draws attention to 
the need they experience for the facilities of modern 
medicine in diagnosis. The position of registrars 
and of senior and junior hospital medical officers 
still causes concern to those who are watching over 
‘the consultant and specialist side of the N.H.S., and 
it is interesting to note that one motion advocates 
that all those “ who aspire to specialist or consultant 
status should have had at least one year’s previous 
experience of general practice.” That some disquiet 
still exists about the relationship of the Autonomous 
Bodies to the B.M.A. is suggested by motions by 
Hendon and by Westminster and Holborn, and in 
this connexion there will be a recommendation from 
the Council that the autonomous powers of these 
bodies should be renewed for the -year 1951-2. 

The A.R.M. is often’ referred to as the Doctors’ 
Parliament and no doubt, as in other parliaments, 
there will be keen discussion for and against many, 
if not most, of the motions to be debated. Those 
who have read ‘the motions published in the last 
two issues of the Supplement certainly can find little 
evidence of apathy in the peripheral organization 
of the B.M.A. The N.H.S. has not impaired the 
vigour of the Branches and Divisions of the Associa- 
tion, and here, if anywhere, one can see the volun- 
tary principle strongly at work. The shaping of the 
National Health Service will depend more upon the 


‘medical profession than upon the Ministry of Health, 


and that doctors in all branches of the profession are 
determined to do this is becoming increasingly mani- 
fest. A full report. of this week’s proceedings will 
appear in next week’s Supplement. 
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ARBITRATION ON G.P. REMUNERATION 


The General Medical Services Committeé decided at 
. its meeting on June 7 to recommend the Conference 
of Local Medical Committees to seek arbitration qn 
the'remuneration of general practitioners. The case 
is very fully set out in a report published in this 
week’s Supplement. As was stressed in a recent 
leading article,! the one fact that stands out in the 
confusion that inevitably surrounds a three-years-old 
controversy is the Speris Report on the remuneration 
of general practitioners.. The recommendations of 
this report have been accepted by both profession 
and Government, and what remains to be determined 
is the translation of these in terms of the current 
value of money and of the earnings of, other profes- 
sions. To use what is an awkward but generally 
understood term, it is the “ betterment ” factor which 
is the 38th parallel between the Ministry of Health 
and the medical profession. The Government early 
on arbitrarily imposed its own factor of 20% (net) 
—a figure which bore no relation whatsoever to the 
altered value of money or to the earnings of other 
professions. Those representing general practitioners, 
finally tired of the diversionary activities of the Minis- 
try of Health, now seek arbitration to decide what 
this factor should be. The Minister, anxious to reach 
a fair settlement, would surely be unwise to oppose 
this. The only way to break the deadlock is to lay 
the facts on the table before an impartial tribunal ; 
the corollary of this is that both sides should accept 
its findings. _ 

It may help to-recapitulate some of the recent 
moves in the present controversy. Earlier this year 
the Minister of Health and the Secretary of State for 
Scotland agreed that there was a good case for review- _ 
ing, as a matter of urgency, the adequacy of the total 
remuneration of general practitioners and its distribu- 
tion. There was,and still is, failure to agree upon a 
figure for practice expenses, the Ministry insisting 
on a figure no higher than 36.5%, the GMS. Com- 
mittee, on the advice of an actuary, claiming 37.5%. 
When the Chancellor presented his Budget a ceiling 
of £400m. was placed upon expenditure on the 
N.H.S. This appeared to rule out thé possibility of. 
considering an increase in remuneration of general 
practitioners on the merits of the case. Rather, as 
it soon emerged, general practitioners would, on cer- 
tain conditions, have to make do with the margin left 
between the actual cost of the Service and the arbit- 
rary ceiling of £400m. These conditions were set 
forth in a letter from the Ministry of Health on 
May 23. First of all, the Ministry was not prepared 

1 British Medical Journal, June 2, 1951, p. 1249 ` 
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to go beyond the residue of £2m., quite irrespective 
of the justice of the general practitioners’ claims. 
Secondly, the Minister and. the Secretary of State 
for Scotland were not prepared to recommend Parlia- 
ment to provide this addition unless in future the ` 
maximum number of patients on a practitioner’s list 
were reduced below the present level of 4,000. 
Thirdly, any additional money was to be made 
available to make it easier for new doctors to enter 
general practice and to improve the position of those 
with small lists. And, lastly, extra money was to 
depend on saving on the drug bill. . . 

Whether these objects of the Ministry are or are 
not desirable is completely beside the point, and pos- 
sibly designed by the Ministry so to be. One may 
comment here only that a progressive reduction in 
the size of lists brings nearer a whole-time salaried 
service and makes more remote the possibility of 
free choice. of doctor. _ The Minister of Health is 
being asked to carry out the” obligation accepted by 
the Government to fulfil the recommendations of the 
Spens Committee. We understand that the Govern- 
ment now knows how much from public sources 
general practitioners in varying proportions are earn- 
ing. These ranges of income can be related to the 
ranges laid down in the Spens Report. What remains 
to be determined-is the factor which should relate 
these to modern conditions, and it is on this point 
that the G.M.S. Committee is recommending the 
“ Panel Conference ” to seek arbitration. The Minis- 
try’s almost casual bait of £2m. is, we fear, designed 
to divert the attention of general] practitioners from 
the Spens Report. If once practitioners allow them- 
selves to be enticed away from the Spens recommen- 
dations then successive steps in the same direction , 
would be swift and sure. Poof os Á 

The G.M.S. Committee deserves the fullest support 
for resisting the Ministry’s proposals and for its vigi- 
lance in insisting upon keeping to an agreement freely 
entered into by both profession and Government. 
It claims thatthe central pool must be adjusted to 
reflect the changed value of money since 1939 and 
to the alterations in income of other professions and 
to the number of practitioners in the Service ; to -this 
it adds that the Government’s figure for practice 
expenses is inadequate. The G.M.S. Committee 
refuses to base its case on expediency, rejects the 
limitation set by an arbitrary ceiling unrelated to the 
Spens recommendations, and challenges the Minis- 
try’s suggestion that it might make extra money avail- 
able by saving on prescriptions. No one denies that 
the pharmaceutical bill in the N.HLS. is excessive, 
but what else could the Government, expect when it 
offered the public, apparently free of charge, anything 
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it wanted in the chemist’s shop from a pad of cotton- 
wool upwards. To try to escape from its folly by 
attempting to bribe the medical profession into pre- 
scribing less shows how little the Ministry has yet 
learnt about how to corduct its relations with both 
profession and public. . 

These interminable discussions have now been 
going on with the Ministry of Health for close on 
three years, and it is neceSsary,.to recall that general 
practitioners entered the N.H.S. in 1948 only on the 
promise of the Ministry of Health that their terms 
of service were open to negotiation. After - these 
wearisome delays and ` tortuous arguments general 
practitioners cannot be accused of either- intolerance 


. or impatience, if, after three years’ bafflement, they 


s 


suggest the matter be submitted to arbitration. ` It 
is a profound pity that the Ministry’s lack of realism 
has compelled the G.M.S. Committee to propose such 
a step, because in any arbitration one side or T other 
is likely to regret the final decision. 


THE FOUNDATION OF MENTAL HEALTH 


Mental hygiene, although. an extension of’ ordinary 
public-health work, goes further in that it alters the 
kind of people that compose the world. It is signifi- 
cant that the report! of the second session of W.H.O.’s 
Expert Committee on Mental Health concerns itself 
mainly with the management of infancy and child- 
hood, thus taking for granted something which might 
not have been accepted by doctors 50 years ago— 


. namely, that the basis of adult mental health is laid 


down in infancy and childhood, and of course ‘in 
adolescence. The introduction to the report’ begins 
with the statement: “ The most important single long- 
term principle for the future work of W.H.O. in the 
fostering of mental health, as opposed to the treat- 
- ment of psychiatric disorders, is the encouragement 
of the incorporation into public-health work of the 
responsibility for promoting the mental as well as 


physical ‘health ,of the community.” The report 'then ` 


discusses the maternity services, the management of 
the infant and the pre-school child, the dependence of 


the pre-school child on the mother, school health in. 


its wider aspects, and the emotional problems arising 
from physical handicap and from the isolation of chil- 
dren suffering from infectious diseases such as leprosy 
and tuberculosis. The committee recognizes that the 
mental health worker in training has more to do 
than ‘to learn. The student is faced with “an 
emotional” ‘problem because of the nature of the 
subject matter quite apart from any intellectual diffi- 


culty in understanding the facts. Its initial emotional 
impact is far greater than that of the dissecting room 
or the operating theatre.” 

Along with the publication of this report there 
comes a W.H.O. monograph on “ Maternal Care and 


- Mental Health,” written by Dr. John Bowlby, consul- 


tant in mental health to W.H.O., asa contribution to 
the United Nations programme for the welfare of 

homeless children. Dr. Bowlby, in his work at the 
Tavistock Clinic, has already shown that he appre- 
ciates the need for’ presenting psychological concepts 
in_a form which appeals to the’ scientific worker 
trained to make the statistical approach, and it can 
be said at once that he has been: successful in writing 
a remarkably interesting and valuable report. Com- 
pared with the amount of individual psychotherapy 
that is being done all over the world the investigations 
giving clear-cut results are few and far between: per- 

haps there are aspects of psychology which cannot 
yield results for fhe statistician. The success of this 
monograph is due in part to the „choice of subject: 


~—the effect of the separation from their homes, 


and ‘specifically from their own mothers, on the 
emotional development of infants and children, who, 
as Dr. Bowlby writes, “are not slates from which: 
the past can be rubbed by a duster or a sponge, but 
human beings who carry their previous experjences 
with them and whose behaviour in the present is pro- 
foundly affected by what has gone before.” Quoting 
cohvincing figures, he is able to show how separation 
can augment the tendency to the development of a 
psychopathic personality. Bowlby found that almost 
all workers in this field had arrived at the same con- 
clusion: “ What is believed to be essential for mental 
health is that the infant and the young child should 
experience a warm, intimate, and continuous rela- 
tionship with the mother (or permanent -mother- 


-Substitute) in which both find satisfaction and enjoy- 


ment.” This is not new; it is what mothers and 
fathers feel, and it is what those who work with 
children have found. But what is new in this report — 
1s the attempt to translate the idea into figures. 
There are three main sources of information : 


‘studies by direct observation of infants and small 


children ; studies based on the investigation of ‘early 
histories of those who are ill; and follow-up studies 
of groups of deprived children in various categories. 
Perhaps the main result bf these inquiries, especially 
when they have been confirmed and amplified, will 
be to serve as a lesson for the medical profession, 
including the administratprs. It must always be difi- 
cult for those who are making physical health their 


1 W.B.O. tech Rep Ser.,No 31, 1951, Geneva. 
“a Maternal Care and Mental Health, 1951, Geneva. 
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_ now a tendency to allow daily visiting. 


. effect. 
`“ impersonal upbringing of ‘children tends to produce 


-1374 June 16, 1951 





specialty’ to keep the greater importance of mental ` 


health in mind. Emotional development can so see 
be disturbed: the child in hospital who has forgotten 
its mother and who has reached the stage of making ' 
friends with anyone who comes along may be delight- 
` ful to have in the ward, but itis a fact that a child, 
and especially a small child, cannot forget a parent 
without damage to the personality. Happily. in 
children’s wards and, children’s hospitals there is 
Admittedly 
this presents great difficulties to the nurses, but even 
the small amount of carefully controlled work which 


. Bowlby is able to report on this limited aspect. of 
the subject shows how worthwhile the.extra trouble is. ~, 


Naturally the effect on the child of separation from 
its mother will depend on the degree of deprivation 
and also on the age of the child. The care of infants 
` brought up in an institution from their earliest days 
was obviously due for reform, and in this 'ccuntry ` 
public opinion was firmly behind the Curtis Com-- 
mittee and the Children Act which followed in 1948. 
It is now becoming generally accepted that no child 
should be removed from the mother’s care if this can 
be avoided—and this simple statement ‘must ‘not be 
obscured by the subsidiary fact that a minority of 
parents are themselves ill (in a psychiatric sense) and 
therefore bad for their children. N : 

It would be a large task to teach ‘the parents of the 
world how to be good parents, especially as most of 
them already know much better than we can ever. 
tell them. It is appropriate therefore that W.H.O. 
should start at the other end in its consideration of 
mental hygiene, at the end at which teaching can have 
The two important conclusions are that the 


unsatisfactory ‘personalities and even active antisocial 


| characters and, secondly, that when there is anything 
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i ji POPULATION POLICY ; 


In the last month ‘three addresses have been reported in 
which reference ,was made to the eugenic aspects of 
sterilization. Professor Wallgren! was addressing the 
British Paediatric Association, the Bishop, of Birming- 
.ham* the West London Medico-Chirurgical Society, 
and Dr. P. Weintraub? was reporting to the Human 
Betterment Association of America on the study he 


had .made of Swedish population policy. -It is natural 


enough that there should be growing concern in 
England, North-west Europe, and the United States of 


America about the quantity and quality of the popula- 


tion. These countries are about to be faced with the 


problem of trying to maintain output and living stan- > 


dards in spite of an ageing population, and so it is most 
desirable that few of the young should be passengers 
because, of, mental or physical defect. “Professor Wall- 
gren notes that.the cost in Sweden of maintaining a child 


in an institutiofi or reformatory is as great as the income. 


ofa labourer, on which he may support himself, his wife, 
and three- children. In addition the methods at present 
available for planning family size, natural and artificial, 
are such that a small proportion of ‘individuals* in each, 
social class are incapable ‘of making effective use of 
them. These less-gifted individuals—their family size 


_limited.only by their natural fertility—are contributing 


to the next generation many children, unwanted by their 


, Parents, who have neither the good genetic endowment 


`~ 


nor the parental affection which should so far- as, pos-,, 


sible be every , child’s birthright. 

- These may be temporary phenomena and disappear 
if ever family planning becomes universal and the birth 
rate has remained steady for a couple ‘of generations. 
But there is a case for a positive eugenic policy, since 
the total number of mutations occurring in each gener- 
ation, most of them disadvantageous, is considerable. 
Professor Muller‘ has estimated that at least one human 
gamete in ten contains a new mutation. 
disease or deformity produced by a mutation is lethal 

in childhood, or at any rate sufficiently serious to 
pee the ‘affected individual having ‘children, the 


like a good relationship between the developing infant - proportion of individuals in the population with that 


or child and the parent’ the continuity of this relation- 


ship must be respected , and must never be broken - 
' without good cause. Bowlby likens the acceptance 


of these facts to the acceptance of certain facts on 


. the physical side of paediatrics, such as the impor- 


tance of vitamins in the prevention of scurvy 
and rickets. Acceptance of the principle to which’ 
Bowlby’s statistics point could lead to a reduction 


` of antisocial tendencies ‘and the suffering that lies 


behind’ them, exactly as vitamin D has lessened the 
incidence of rickets. Such a result would be a great 
achievement of preventive medicine, ‘even without 
taking into account the deeper aspects of emotional 
development, such as richness of personality, strength 
of character, and the capacity for full, free, and 
mature self-expression. 


particular disability will reach equilibrium at twice the ` 


mutation rate 'for dominant genes and'once the muta- 
.tion rate for completely recessive genes. In so far as 
a: civilized ‘society is successful, by medical and social 
aid, in keeping such affected individuals alive and 
enabling them to rear an average-size family the pro- 
portion of affected ‘individuals in the. population will 
rise. If-by a new treatment nine-tenths of a group of 
children with a formerly lethal genetically determined 
disability are made fully fit and have the average number 
of children, then the proportion of the population with 
that particular disability and needing’ the treatment will 
reach nearly’ 10 times the previous level. In the long 
run this process, operating over a wide field of physical 
and mental’ disorders, would ‘put an intolerable burden 


l 1 Arch. Dis. Childh., 1951, 28, 97. 
2 British Medical Journal, 1981. a 1260. 
3 New York Times, Mag 20, 195 = 
4 Amer. J hum Gen., 1 
5 The B.ology af Mental Dee 1949, London 
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on the medical and social services. When natural 
selection is mitigated many maintain that some kind, of 
artificial selection through the deliberate planning of 
family size must be substituted. 

Swedish policy is already—and English policy possibly 
will be—to rely both for quantity and quality of 
population on family planning by well-informed and 
responsible parents conscious of the issues at stake when 
they decide how many children they will have. In both 
countries public opinion is against any attempt to keep 
‘up the numbers of unwanted children by’ making 
access to information of contraceptive methods difficult. 
This Policy will probably work after an initial 
+ period of anxiety about quantity, since most of the 
children who grow up in families which are happy, 
united, and large by design are likely to repeat the 
pattern themselves—if they can afford to. It is reason- 
able to hope that the numbers of men and women in 
‘the population with serious diseases and deformities 
determined by dominant genes will be. kept near the 
lower limit set by the mutation rate. An affected parent 
is perhaps the best judge whether his disability is one 
that he would wish to transmit to children. On the 


other hand, any real reduction in ‘the frequency of reces-. 


sively determined conditions of a serious nature will 
come only when it is possible to recognize the appar- 
ently normal heterozygous carriers ; it appears that this 
will in many cases be possible, since only a few genes 
are truly recessive in the sense that they have no effect 
` at all on the heterozygote. Probably every one of us 
is heterozygous for some disadvantageous genes, and 
when they are all recognizable it will be reasonable 
for those who carry more than the average number to 
plan a family at .below replacement level—say, two 
children—and fer those who are lucky enough to carry 
very few to plan at above replacement level—say, five 
children. With qualities which are mostly determined 
by numerous genes of small effect—intelligence above 
the level ef imbecility probably falls into this group— 
rapid progress in raising the average of the population 
towards the level of the present-day best would be 
achieved by voluntary differential fertility of this kind, 
unless, as Professor Penrose has suggested . without 


much direct evidence, the intelligent have a low 


fertility. 

In countries with population policies of this kind 
legal sterilization will play only a small part, and the 
indications will be medical and social more often than 
eugenic, ' Some argue that to make voluntary legal 
sterilization available with proper safeguards in this 
country would be an extension of human liberty. While 
contraceptive methods are still not altogether reliable, 
men and women who may in all probability have seri- 
ously affected children often wish to be sterilized. Any 
doctor at the moment performing sterilization on these 

` grounds, rather than in the interest of the individual’s 
own health, is perhaps liable to prosecution: the 
obscurity of the legal position was discussed in’ the 
report of the Departmental Committee òn Sterilization 
published in 1934. Sterilization, voluntary in principle, 
is also carried out extensively in Sweden (and many 


i Sri 


POPULATION POLICY S 
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other countries) on high-grade feeble-minded men 
and women before they leave institutions. “ Such 
individuals are often able, with some supervision, to 
maintain themselves in society but would bẹ incapable 
of giving their children a satisfactory upbringing, quite 
apart from the fact that the majority of their children 
would be well below the average in intellectual potential. 
Professor Wallgren argues that it is inhuman to keep 
high-grade feeble-minded persons in institutions when 
the only bar to their release; the danger that they might 
have children, can be overcome by sterilization. Only 
time will show what the effect of this policy will be on 
the incidence of mental defect. In the Colchester sur- 
vey Professor Penrose" found that about a quarter of 
the parents of the border-line or feeble-minded children 
were “border-line” or “feeble-minded” themselves. 
Perhaps it would be reasonable to expect a 10% reduc- 
tion in the incidence of feeble-mindedness in each gener- 
ation (though not of idiocy or imbecility) if all the 
feeble-minded who were not in institutions were steril- 
ized. This is by no means insignificant, but is small 
compared with the-reduction that would come about if 
“dull arid backward” individuals voluntarily limited 
their families to two children. 
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THE MEDRESCO HEARING-AID 


A physicist (Dr. T. S. Littler), an otologist (Mr. J“ H. 
Otty), and a social scientist (Mr. P. G. Gray) gave their 
views on the development and use of the Medresco hear- 
ing-aid at the Festival Scientific Meeting (symposium on 
oto-rhino-laryngology) held on June 6. Dr. Littler, who 
is secretary of the M.R.C.’s Electro-Acoustics Commit- 
tee, which was responsible for the design of the Medresco 
hearing-aid, gave an account of the evolution of the 
scheme to provide a national hearing-aid from its incep- 
tion in 1944 to the publication of the committee’s 
report? in 1947., The committee found that a valve aid 
with air conduction receiver and giving even amplifica- 
tion for speech would meet ‘the requirements of most 
deaf people. Such an aid was designed and in a series 
of pilot trials it proved ‘to be satisfactory, comparing 
favourably with other hearing-aids then available. Since 
‘the original design three improved models had been 
produced, and, according to Dr. Littler, with continuing 
developments in the performance and battery con- 
sumption of hearing-aids further improvements in the 
Medresco aid might be expected, not the least important 
of which would be a reduction in the size and weight 
of the batteries. Mr. Otty, as the otologist in charge 
ofa busy hearing-aid distributing centre' at Bradford, 
had found the Medresco aid of help in all but a very 
small proportion of applicants. In particular he had 
found that three-quarters of the children at a deaf school 
were helped by and were now actuglly using Medresco 
aids. A great problem was the long waiting-list, which 
at the present rate of issue meant a wait of at least three 
years. To keep pace With the increasing waiting-list the, 


Bradford centre, without increasing present staff or 





1 Spec. Rep. Ser. med. Res. Coun., Lond., No. 261. 
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_ accommodation, could distribute at least a third more 


aids than at present. Mr. Gray, of the Social Survey 
Division of the Central Office of Information, gave some 
of the results of an inquiry among patients who had 


_ been ‘issued with Medresco hearing-aids. _ Over one 


thousand were selected at random from those attending 
distribution centres throughout the country and visited 
in their homes by trained interviewers. Of the patients 
with aids at the time of the inquiry, 95% claimed to be 
using them ; in fact they had worn them on an average 
for almost five hours a day during the previous week. 
With the help of the Medresco aid 91% said that they 
could understand all or most of what was said to them. 
As many as 50% of users came from households where 
the income of the head of the family was £5 a week or 
less, and it would have been a real hardship for the 
majority to have. had to find the money for the purchase 
and maintenance of an aid. The main criticism made 


by patients was of the weight and size’ of the batteries. 


When asked at the end of the interview for their general 
comments on the aid and the service, more than half 
the patients were enthusiastic and 83% approved. The 
survey suggests that the Medresco hearing-aid is making 
a very real contribution to the welfare and happiness of 
deaf people in this country. 


POST-MATURITY 


Medicd-legal implications apart, post-maturity is a con- 
dition which is regarded seriously by some obstetricians 
and lightly by others. This diversity of outlook was 
reflected in the discussion on the subject? at last year’s 
Annual Meeting in Liverpool. In this issue of the 


Journal the problem is raised once more by Dr. Douglas 


Latto, who points out that, whatever view is taken, the 


„decision to induce labour in any individual case should 


rest on something more substantial than the duration 
of pregnancy. as estimated from the reported date of 
last menstruation. Not only may the patient’s memory 
be actually or conveniently unreliable, but in addition 


post-maturity may be apparent rather than realin womer’ 


with longer than average menstrual cycles, Lengthen- 
ing of the pre-ovulatory phase in such women means 
that conception does not take place about the fourteenth 
day after the first day of the last period, which is the 


` basic assumption in the standard method of estima- 


ting the expected date of confinement. Further; post- 
maturity may tend to recur in successive pregnancies in 
the same women, or in different members of the same 
family, without untoward effect.’ Yet when these factors 
have been discounted and the fact recognized that post- 


nancy are not necessarily synonymous, true post-maturity 


‘does sometimes present a, difficult clinical problem. 


Dr. Latto takes the view that it resolves itself largely 


MEDRESCO HEARING-AID 


Barrie 
` MEDICAL JOURNAL 





ing maternity hospitals the overall foetal loss rises signi- 
ficantly with the prolongation of pregnancy beyond 
term, and it is difficult to believe with Dr. Latto that 
this is largely because of failure to diagnose dispropor- 
tion. One common clinical observation is that the 
post-mature foetus has a poor resistance to_anoxia and 
becomes easily distressed during’ labour. This may be 
because the efficiency ‘of the maternal uterine circula- 
tion becomes, impaired ‘and the oxygen saturation of 
the -foetal blood is diminished after term, or perhaps 
because the foetus outgrows the efficiency of its own 
placenta’ While therefore agreeing with Dr. Latto that 
each case must be considered individually ande routine _ 
induction avoided, many obstetricians will continue to 
be worried when the confinement becomes overdue by 
dates and the foetus is. found to be large and rather 
rigid, with relatively little liquor in the uterus—the 
physical' signs of post-maturity emphasized by Wrigley.* 

Moreover, in such circumstances there is every need to ' 


be alert for evidence of foetal distress in the ensuing 


-maturity of the foetus and prolongation of the preg- -` 


into the proper management of malpresentations and - 


minor degrees of disproportion, but this is contrary to 
the general experience. Hamilton! and McKiddie? 


have shown that in the practice of two different teach-- 





1 British Medical Journal, 1950, 
2 J. Obstet. Gynaec. Brit. EP 


oe 58, 386 
3 Proc. ray. Soc. Med , 1946, 39, 


labour, whether it be spontaneous or induced. 


SALARIES OF HOSPITAL BOARD OFFICERS 


Negotiations on salaries of headquarters medical officers 
employed by regional hospital boards have been the 
subject of arbitration after the two sides of Whitley 
Committee B had failed to reach agreement. The arbi- 
tration was carried out by the Industrial Court, and its 
award, together with the evidence and other information 
put before it, is set out in the Supplement at p. 244. 
The doctors whose claims have been negotiated are 
senior administrative medical officers, deputy senior 
administrative medical officers, and: regional psy- 
chiatrists.’ i 

The S.A.M.O.s and the regional psychiatrists are paid 
on scales that‘vary from region to region. The present 
salaries of S.A.M.0.s vary from £1,750 in the Scottish 
porthern region to £2,500 in certain lage regions in 
England and Scotland, with intermediate figures for 
other regions. The award classifies the salary scales 
by the same groups of regions, and makes the present 
salaries minima for scales in which annual increments 
are added. The figure of £1,750 is now the bottom of 
a scale rising to £2,250 per annum by annual increments 
of £100, while the highest salary scale now ‘rises from 
£2,500 to £3,250 a year by annual increments of £150. 
The top salaries of the scales in thé other regions , are 
now £3,000, £2,750, and £2,475. i : 

-The original salaries had been fixed in 1947, but it was 
‘then accepted that they would be looked at again in the 
light of the Spens recommendations for consultants, 


which were not then known, and other relevant salaries. 


The evidence given before the Court emphasized that 
S.A.M.O.s “are entitled to full parity of status with 
the average consultant and to broadly equal pay,” for 
they must organize and control many consultants and 
command their respect. 

` The, present ‘scale of deputy S.A.M.O.s is £1,550 rising 
to £1,750 a year by annual increments of £50, plus a 
weighting of £50 in the Metropolitan area. The Indus- 
trial Court has classified dhe salaries awarded by regions, 
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the minimum salary varying from £1,550 a year to ' 


£1,650 and the maximum from £2,050 to £2, 150.. The 
regional psychiatrists have had -the maxima of their 
present scales increased. Again the scales vary from 
region to region, the minimum in this case from £1,800 
to £2,000. The award retains the.same’ minima, but 
increases the maxima to vary bétween £2,425 and 
£2,625 according to region instead of the present £2,100 
and £2,300. ’ 


The senior administrative medical officers have. 


obtained what they asked for with the exception of those - 


” in the Eastern and North-eastern regions of Scotland, 


p> 


who are placed on'a slightly Jower scale. The court 
has clearly accepted the contention that the salaries of 
- 'S.A.M.O.s should bè broadly. equal fo those of the 
-average consultant. The deputies have not done quite 
so well, though they have obtained some increase on 
their present salaries and especially on.their maximum 


, salaries. The psychiatrists also obtained something 


between what they how receive and ‘what they asked for. 
in generah the Court’s award is a compromise, favour- 

~ing most the S.A.M.O.s. 
medical officers engaged in what has been an impor- 
` tant feature of Health Service,organization. A less satis- 
factory feature of the award is that the salaries are 
payable only from October 1,:1950. Since the salaries 
were fixed only provisionally i in thé first place, it would , 
surely have been more just to take that into: account 
‘and make the award retrospective to Fuly 5, 1948. 


X ý A 


TRAINING. HOSPITAL ADMINISTRATORS 


The King Edward’s Hospital Fund “for London has ` 


established a staff college for the training of hospital 
administrators. It began in April a four weeks’ 
,teftesher course which was undoubtedly ‘a success. ' 
The great advantage of such € course is that men with 
different experience in hospital administration meet 
together and, in addition to lectures, have free discus- 
sions of their common problems. Group discussions of 
this kind never ‘fail to be stimulating, and those attend- 
ing them part all the more readily with set ideas of what 
is right or wrong in hospital administration. The King 
Edward’s Fund is planning long courses on a two-year 
basis, but it is not yet ready to put them into effect. 
It is intended that nine months of this course souls be 


_ Spent in residence in the staff college. 


At`a reception last week the Minister of Health pro- 
mised his support to the fund in this work and com- 
mended its action in concentrating on short refresher 
courses for existing administrators and on long courses 
for younger students who would be the administrators 
of the future. He hoped that the boards and committees 


-in the four Metropolitan regions would take full advan- 


tage of the opportunities afforded, and said that, if any 
management committee was’faced with financial. diffi- 
culties in releasing an officer on full pay for the long 
course, his officers would be réady to take this up with 
the regional board‘ concerned.. -It is good to see the 
King’s Fund turning its ee voluntary eg 
this particular job. 
1 The address of tho staif college is 2, Palace Court, Bayswater, W.2, 
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CLOSED SHOP AT DURHAM 


According to information: reaching ‘the- B.M.A. the 
Durham County Council is-continuing its “ closed- 


“shop” policy for public health medical officers and 


also refusing to implement the award of the Industrial 


i Court, and the Secretary has irnmediately communicated _ 


with /the council. Since it has advertised in a newspaper 


. vacancies for three assistant school medical officers and 


one assistant school medical officer to actas anaesthetist, 

“Important Notice” appears in our advertisement 
Eee this week warning medical practitioners not ‘to 
, apply without! first communicating with the Secretary of 
the B.M.A. The threat to limit the freedom of doctors to 
belong or not to belong to. any organization is one that 
the B.M.A. will strenuously resist. As we made plain” 
when this controversy began, though membership of the 


B.M.A. is regarded as fulfilling’ the local authority’s ` 


requirement, it is essential to preserve free institutions 
and the freedom they Have to criticize without bas 
central or local official bodies. 

Though the closed shop is ostensibly ee in 
order to facilitate negotiations between employers and 
employéd, and to ensure that both sides stick to an 
argeement, a remarkable feature of the Durham policy 
is that it refuses to abide by a decision reached by arbi- 
tration between representatives of the medical profession 
and the local authorities. Not content with appearing 
to violate’ thé expressed ,wishes of the Government on 
whether or not,employees should be forced to belong 


‘ to a professional association, the majority on the Dur- 


ham council is rashly trying to discredit the’machinery 
for negotiating salaries through the Whitley Council. 
The continuance of Durham’s policy can lead only to 
the depletion of its public health services, to the jeopardy 
of its people's health, and to a bad relatjonship between 
an authority and its employees. The attempts of com- 
mittees at Durham to influence policy this way and that, 
the “ pressure ” that has been brought to bear at various 
meetings,? the uneasy silences—all combihe to make a 
most unpleasant chapter in the history of local govern- 
ment. In any case the threat’is bound to fail, for no 
Government could allow the public health service to be 


treated in this way. The B.M.A. will watch the course. 


- of events closely and take any action necessary to pre- 
serve the liberties that are an essential feature of our 
profession. 


” FESTIVAL LECTURE 
The Festival Scientific Meetings jointly organized by 


the British Medical Association and. the Royal Society ' 


of Medicine will continue throughout. this month. On 


Wednesday, June 20, Sir Henry Dale will deliver the Festi- , 


val Lecture in the Great Hall, B.M.A. House, at 6.30 p.m. 


` 


His subject is “ Medicine Yesterday and To-motrow,.” 


Lord Webb-Jobnson will preside. The lecture is open to 
the public’as well as to the medical profession, and 
admission will be by’ ticket, for which application 
should’ be! made -to the Public Relations, Officer, 
B.M.A. House. ‘ is 


ish Medical Journal, a 2, 1210. 
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REFRESHER COURSE FOR GENERAL. ' PRACTITIONERS 


‘TREATMENT OF COMMON ACUTE INFECTIONS 
OF THE FINGERS AND HAND 


voi 


_`BY Ë 


R. S. PILCHER, M.S., F.R.C.S. 
aj Professor of Surgery and Director of Surgical Unit; University College Hospital 


This article starts from the premise that general prac- 
titioners treat and-will continue to treat acute infections 
of the fingers and hand. Antibiotics have so simplified 


the treatment of these infections that it is now seldom’ 


necessary, although it may be convenient, for a prac- 


~ ,titioner to refer such cases to hospital, and whatever 


contrary opinion: may be held it is likely that the general 
practitioner will continue to have the best opportunity of 
starting treatment early and thereby avoiding operation. 

The methods here described have been devised for 
No claim is 
made for their superiority to other methods, but their 
efficiency and safety have been proved by trial in 
thousands of cases in a hospital clinic. The three prin- 
ciples underlying the treatment are: 

(1) Control of infection by antibiotics, in particular the 
prevention of local spread, lymphangitis, and septicaemia. 

(2) The limitation of surgery to small incisions fer the 
evacuation of pus and slough. 

(3) The use of rest during the diffuse stage of infection 
only. 

The margin of safety. provided by antibiotics does not 
justify any complacency about treatment, and there is 


still scope for the saving of time in healing and restora- , 


tion of function, though the old dangers to life and limb 
have been largely eliminated. This generalization is 
valid only for the common infections due to penicillin- 
sensitive Gram- -positive cocci. The risk of serious com- 
plication still exists in the occasional case in which the 
infection is resistant to antibiotics, and such cases 
should be referred for special investigation as quickly 
as possible. 

Most infections of the hand and fingers involve only 
the skin and subcutaneous tissue, and are due to 
Staphylococcus aureus usually inoculated by minor 
trauma. Infections of tendon sheaths and joints have 
become less common as complications of subcutaneous 


infection, but they still occur, especially if these struc-. 


tures are involved in the initiating trauma. The joints 
are particularly at risk in knuckle injuries and the ten- 
don sheaths in pricks of the volar flexion creases. The 
treatment of these complications is not described here 
and is best carried out in hospital. f 


` Sites of Infection 

The cutaneous and subcùtaneous infections comprise 
the following: (1) paronychia ; (2) pulp infection of the 
terminal segment; (3) volar infection of the ‘proximal 
and middle segments ; (4) interdigital web infection ; and 
(5) carbuncles of the back of the fingers and hand. 

Infection 1s diffuse at first, but under treatment, and 
sometimes without treatment, it will localize and form 
an abscess. In some cases, particularly if antibiotics 
are given’ early, resolution may occur without ‘abscess 
formation. This should be the aim of tréatment with’ 
antibiotics, but success can be expected only if treatment 


is begun within twenty-four hours of the onset of pain, 
and at present most patients wait longer than this 
before seeking treatment. ‘ 
The depth at which infection occurs has a most 
important bearing on treatment, but in only one group— 
paronychia—can one be reasonably sure of the depth 
when the patient is first seen. Paronychia is a sub- 
cuticular infection and pus forms under the horny layer 
of the deep aspect of the lateral or basal folds of skin 
‘over the edge of the nail. From here it may spread 
under the nail itself or on to the superficial aspect of. 
the folds.- Pus is usually present when the patient first 
seeks treatment even if none is visible, and.its early’ 
release from the nail fold can prevent its spread beneath 
the nail. 

- Infection in any of the other groups may have as one 
of its manifestations subcuticular pus, and this is the 
only site in which pus can be recognized with certainty 
and ease by inspection. The. subcuticular purulent 
blister is obvious,“ but it may be connected by a hole 
in the skin with a subcutaneous abscess, and a careful 
search must always be made for this when a purulent 
blister is opened. It has been suggested that no harm 
results from waiting in all cases until visible pus forms 
in the subcuticular layer ; while this may be true if anti- 
biotic cover is given, time may be saved by anticipating 
its formation, particularly in paronychia. In individuals 
with a soft skin and a thin horny layer escape of pus into 
this layer easily decompresses a subcutaneous abscess, 
and pain is thereby relieved. If, however, the horny layer 
is hard and thick it does not yield readily, and it may 
retain pus under tension, with corresponding prolon- 
gation of pain. The commonest cause of delay in heal- 
ing after an abscess is opened is the presence of adherent 
slough, and it seems that slough separates more readily 
when it is bathed in pus. However, when an abscess 
is seen there is no means of telling whether it contains 
adherent slough. The question can be answered only 
by opening and inspecting it. 


` 


Always Use an Antibiotic i 


‘ At ‘whatever stage the infection is seen antibiotics 
should be the first part of treatment. No exception to 
this rule is allowed even if the abscess is ripe. Operation 
should not be done until the patient has an antibiotic in 
his circulation. At present penicillin is the most useful 
agent, and if used in one of the slow-acting preparations - 
a daily dose of 300,000 units is adequate in most cases 
(see below). If operation is intended at the first visit 
250, 000 units of a watery solution of penicillin may be 
injected for a rapid effect half an hour before the oper- 


‘ation. It is better to delay the operation for a few hours 


‘than to operate without antibiotic cover. 

„In cases of spreading infection with lymphangitis and 
severe constitutional signs Jarger doses of penicillin 
should be given at more frequent intervals—for example, 


` 
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500,000 units four-hourly—and when ‘the infection is 
localizing the daily 300,000 units of slow-acting penicillin 
can be substituted. For such cases rest is also necessary, 
and the best way to ensure it is a plaster splint mouldéd 
to the hand and forearm on the aspect opposite to the 
lesion. If fever, tachycardia, and malaise ‘are present 
the patient should rest in bed until the antibiotic takes 
, effect. If there is much swelling of the hand it should 
be elevated on pillows, or suspended if there is anything 
convenient, such as a picture rail, to which to hitch it. 
\Penicillin: should be continued until local as well as 
o general signs of infection have subsided, but splint 
and sling can be discarded when the inféction is well 
localized. , 

Pain is a conspicuous feature of all hand infections, 
particularly those of the pulp of the distal segment. 
Although some relief „may be given by the antibiotic, 
anodynes should be prescribed, particularly when oper- 
ation is deferred. Tab. codein. co. in doses of 10+15 gr. 
(0.65~1g.) are adequate for. most cases, but repeated 
doses may be needed 

Operation should not be undertaken until the infec- 
tion is localized, the hand being rested until this occurs. 
Pus may be manifested by a subcuticular purulent blister 
or, when subcutaneous, by localized ‘tenderness persist- 
ing after the diffuse reaction has subsided. An apparent 
exception is paronychia, when pus, though not visible, 
may be expected at the first inspéction. In paronychia 

- the infection is superficial, a diffuse reaction is rare, 
and there is no objection to early intervention. 


> ; Local Analgesi 

For simplicity and single-handed work local analgesia 
is recommended for all cases. fs .superiority over 
general anaesthesia is merely a matter of convenience, 
and no objection*is offered to general anaesthesia if 
preferred by patient or doctor, provided that it is of 
adequate duration. Operations under nitrous oxide are 
often associated with haste and this must be avoided. 
The digital nerves are easily blocked with local anal- 
gesics at the base of the finger, but for palmar ‘infections 
nerve block at the wrist ‘is required. Both blocks are 
easy, but many practitioners may prefer to use general 
anaesthesia instead of the wrist, block, which requires 
more time and care than the digital ‘nerve block. 

All operations’ should be done in a bloodless field. 
For the fingers a piece of rubber tube clipped with a 
haemostat round the base of the finger is adequate, and 
this is apphed before the nerves are blocked. For a 


digital nerve block a subcutaneous injection of 1 ml. of ' 


: 2% procaine without adrenaline is made on each side of 
the digit distal to the tourniquet. Analgesia takes 10 
minutes to develop. For the wrist block 2 ml. of 
procaine is injected round the medidn nerve, 2 ml. 
round the ulnar nerve, and 2 ml. across the ‘dorsum o 


the wrist for the branches of the radial nerve.- A’ 


sphygmomanometer cuff on the arm: makes an efficient 
tourniquet for all lesions proximal to’ the digits. -Some 
patients find this very uncomfortable, and if adrenaline 
is added to the procaine the tourniquet need not be 
applied until analgesia has developed in the hand, but 
adrenaline must never be used for digital nerve block 


because of the risk of gangrene resulting from the pro-. 


longed ischaemia. i 
If operations are done under local analgesia it is con- 
venient for the patient and practitioner to sit on adjacent 
sides of a small table, the patient facing the practitioner: 
It is advisable’ to have a couch available for, the 
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_ occasional patient who “comes over queer.” If the 


operations are done under general anaesthesia more 
elaborate arrangements are necessary. ~ ~ 

The nature of the operation will vary a little with the 
site of the infection, but its aim should be the evacuation 
of pus and slough with minimal trauma. There are no 
standard incisions for abscesses in the fingers and hand. 
Incision should be made over the~abscess, and if made 
through the full thickness of the skin it should follow 
Lange’s lines and should never cross flexion creases. 
Drains of either rubber or gauze are not necessary. If 
incision is made through the full thickness of skin its 
edges should be pared off for a width of 1-3 mm so 
that the opening is slightly “‘saucerized.” This is par- 


f ticularly valuable when the skin is very*thick and horny. 


It not only improves drainage but helps to prevent the 
persistence of a rigid cavity after the separation of slough 
(see below). All of the following treatments can be 
carried out under nerve blocks, but whatever anaesthesia 
is used a bloodless field must be obtained, and for 
general anaesthesia the simplest tourniquet is a sphyg- 


` momanometer cuff on the arm. f 


\ 
Equipment and Technique ; 

~ The following instruments and materials are needed : 
syringes and needles for penicillin injections and nerve 
blocks ; scalpel with small blade (Bard~Parker No. 11 is 
suitable); nail scissors ; fine pointed scissors ; fine dis- 
secting forceps, toothed and untoothed; probe (a 
Watson Cheyne dissector is adequate and is useful for 
raising nail folds); artery forceps for clipping finger 
tourniquet ; fine rubber tubing for tourniquet; heavy 
dissecting forceps for handling sterile instruments ; dry 
gauze dressings ; finger bandages ; 3-in. (7.6-cm,) plaster- 
of-Paris bandages; slings; procaine, 2% solution in 
ampoules ; penicillin, aqueous solution ; penicillin, slow- 
acting preparation; penicillin lactose powder (2,000 
units of calcium penicillin pér gramme of sterile 
lactose) ; cetrimide. _ 

If the practitioner sees enough cases to make it worth 
while, instruments can ‘be sterilized by boiling at the 
beginning of the day and kept ready for use in a dry 
sterile box‘with a lid. If the operation is done with dry 
washed hands and the instruments are carefully handled 
it is possible to maintain a “no touch” technique and 
sterile rubber gloves are not necessary. However, it is 
advisable for the operator to wear gloves to prevent the 
contamination of his own hands, as the victim of a hand 
infection is likely to be a skin carrier of Staph. aureus. 
Gloves used for this protection néed not be sterile. They 
can be put on dry and then washed with soap and water 
or with cetrimide and dried. 


Treatment 

Paronychia.—As has been stated, pus is usually present * 
when the patient is first seen, and it is subcuticular 
Unless he is seen within twenty-four hours of the onset 
of pain: paronychia should be explored at the first visit. 
To find the pus the nail fold is separated by blunt dis- 
section from the nail, a start being made at the site of 
maximum tenderness. This-manceuvre will release the 
pus and after this has been mopped away the nail must 
be carefully examined to ste if pus has tracked beneath 
it. If it has, the undermined area of nail is excised 
but adherent healthy nail is left. An incision into the 
nail fold is not necessary. Any cuticle that has been 
elevated by pus is carefully snipped away. Subsequently 
the nail folds must be carefully inspected daily and care 
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taken to Seveni premature adherence to the nail, which 
may cause pocketing of pus and result in further spread 
under the nail. Occasionally a lateral pulp infection pro- 
duces a subcuticular component beside the nail. Care- 
ful inspection of the abscess in paronychia will reveal 
the track to the deep component when it is present. ; 
Pulp Infection—{a) Subcuticular purulent blister: 
The blister is completely unroofed by snipping away the 
raised cuticle. The floor is mopped dry and inspected 
for a, track into the pulp. Ifefound, its extent and 
direction are measured by probing, and the opening 1s 
then enlarged~in the appropriate direction. Probuig 
should include a deliberate search for bare bone. 
(b) No subcuticular blister but pus diagnosed by localized 
tenderness: Incision is made over the site of maximum 
tenderness and when pus 18 found it is mopped away 
and the abscess explored with a probe. The incision 
is then enlarged, if necessary, in the appropriate direction 
and, as in the previous case, a search if made for bare 
bone. The abscess is also inspected for the presence 


- of slough, which must be removed if loose, but its 


excision is not recommended. 

Volar Infection of Proximal and Middle Segments.— 
These are dealt with as ‘pulp infections. It must be 
remembered that in the flexion creases there is little fat, 
and the skin approximates closely to the tendon sheath. 

Web Infection.—In the early stage this is manifest by 
swelling of the adjacent fingers and of the back of the 
hand and also some separation of the fingers. As m 
other parts of the hand abscess may be detected by the 
formation of a subcuticular purulent blister or localized 
tenderness after the diffuse infection has begun to sub- 
side. Incisions are made carefully through skin only 
and enlarged according to the direction of spread as 
shown by probing. The most generally useful incision 
for these infections is one in the Srey ne flexion crease 
at the base of the finger. . 

Carbuncles—Subcuticular purulent bier: usually 
multiple, are a feature of carbuncle, but the chief cause 
of trouble in these infections is slough. There need be 
no hurry to open. the blisters, as little good will be done 
until the slough is loose and can be removed. Incisions 


are not necessary in most cases, but sometimes a large. 


slough can be extracted only after enlarging the Spon- 
taneous opening in the skin. 
Dressings and Aftercare - 

Dry gauze dressings are recommended fgr all cases, 
and the*patient is instructed not to remove the dressing 
or to get it wet. The dressing is changed daily until 
the wound is healing. In paronychia it has been found 
useful to introduce a little penicillin . lactose powder 
under the elevated nail folds, and in pulp infection with 
bare bone a little of the powdeér-is packed into the.depth 
of the wound. Paronychia after the formation of pus 
has ceased requires no dressing unless the nail has been 
removed, and for early cases- without removal of any 
nail frequent washing with soap and water is recom- 
mended after operation. 

Persistence of much swelling is an indication for con- 
tinued splinting and elevation of the limb. Trouble- 
some swelling is commonest in web infections and car- 
buncles, the swelling being mainly on the back of the 
hand and fingers. 
have subsided , particularly pain and swelling, movement 
and use of the finger are to be encouraged. If the 
patient is having antibiotic treatment there appears to 
be no tisk of 1 recurrence the diffuse stage of the infec- 
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tion’ ‘In most cases healing ıs rapid after pus has been 
evacuated and slough removed. The commonest catise 
of delay in healing is the persistence of adherent slough. 
At the daily dressing the wound must be inspected for 
slough, which is pulled out when loose. Other possible 
causes are bone infection, joint infection, and -the 
presence of foreign bodies. Delay in healing also occurs 
in cases in which a large slough has separated slowly,, 
leaving a cavity which has had time to become some- 
what rigid. -If there is any doubt about the cause of 
delay the finger can be x-rayed for bone changes or 
opaque foreign body. But a careful exploration of theo 
wound under ring block and tourniquet is more likely to e' 
provide the answer. 

A film entitled The Treatment of Infections of the Hand, which 
was made at the Hand Clinic of University College Hospital, is 
included in the B. M.A. Film Library and is available on request 

{ 
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OF GREAT BRITAIN: (1949 - 50) 


BY 





, Cc. J. "HACKETT, MD. 2 
Secretary, British Section, International Association of 
Medical Museums; Director, Wellcome 
Museum, of Medical Science 


_At the annual general meeting of the British Scion ` 


of the International Association of Medical Museums 
in London on December 30, 1948, with Professor 
Matthew J. Stewart in thẹ chair, it was proposed that 
a survey of medical museums of Great Britain should , 
be initiated. Copies of a questionary were circulated. 
to members of the association in February, 1949. 
Additional copies were more widely distributed later 
‘in that year, and attempts were made to get further 
replies in 1950, Returns were obtained from 41 
museums in London, 23 in the Provinces, 20 in Scot- 
land, 2 in Wales, and 4 in Ireland. Of these, 5 in 
London and 4 in the Provinces were either under con- 
struction or were exclusively for the use of students of 
the parent organization, and no details were submitted. 
There were thus returns from 81 museums for study. 
Although considerable efforts were made- to ‘communi- 
cate with all medical museums by inquiry from directors 
of museums returning the completed questionaries and 
by reference to directories, it is not certain that all 
museums were approached. It would be appreciated if 
the directors:of any such museums would write to the 
Secretary of the British Section of the International 
Association of Medical Museums, at 183, Euston Road, 
London, N.W.1. ” 

The present attempt could provide only a list of the 
ums of Great Britain. There is need for 
a mdre complete survey of such museums as indicated , 
by Hackett (1949) comparable to that made by Markham 
(1938) of the smaller museums and art galleries of the 
British Isles. This could best be done by one individual 
visiting each museum. 

The questionary was headed by this paragraph: ~ : 
“Purpose of Survey: Fhe preparation of a list of 
medical museums to facilitate visits and interchange of 
ideas by students and workers in medical museums.”, 
Inquiries were made in 20 sections on the following 
points: ‘Name and’ address of museum, director and 
staff ; type of museum ; type of user for whom museum 
was ‘planned ! size and general’ scheme of museum ; 
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contents of, museum (i.e., specimens, illustrations, dia- 
grams, charts, models, etc.) ;. system of, classification and 
identification of specimens ; source of specimens ; avail- 
ability of microscopical preparations, microscopes, and 
reference library ; facilities for study ; accommodation 
for research work ; facilities for training of technicians ; 
if regular demonstrations were given in the-museum ; 
method of lighting; methods of preservation and 
mounting; particular strength of museum; annual 
number of -visitors; and by whom the museum was 
financed. Inquiries were also made for other _museums 
in the area. A second brief questionary was sent out 
in 1950 asking if the museum, was open to all medical 
graduates and undergraduates without or with permis- 
sion of the director of the museum, or if the museum 
was available only to students of the parent body. 

Before listing the museums under the above geo- 
graphical divisions, certain items may be summarized. 
There were very few full-time directors ; the museum 
duties of most directors were a small part of their acti- 
vities, which included teaching, routine investigations, 
research, or other work related to their department or 
appointment. . z 

Replies to a Questionary 

Over half the museums were said to have been planned 
for undergraduate and postgraduate students and, in a 
smali number, also for nurses, or were intended for 
undergraduates and nurses or postgraduates only. The 
replies to the second questionary showed that over half 
the museums were accessible only,to medical graduates 
or undergraduates after seeking permission from the 
director or other person in authority (e.g., dean), while 
about a quarter were available to these groups without 
previous permission. A small number were available 
only to the students of the institutions concerned. 
Although where permission is necessary it is usually 
readily granted, there are some teaching hospitals where 
entrance to their medical museums is barred to all 
except their chosen few. This may be necessary. to pro- 
tect their own students from the rush of outsiders, who 
might otherwise monopolize the matefial, but it seems 
out of step with the possibility that Britain should 
become a major centre for postgraduate medical teach- 
ing. The lack: of an attendant in the museum should 
not be a hindrance to a more liberal policy, since any 
technician or graduate on the staff occasionally visiting 
the museum could, at a glance, identify and warn off 
any “stranger.” A notice on the door indicating the 
categories for whom the museum is available would 
probably do much to reduce the possibility oftunwdnted 
visitors. 

The floor space of over a quarter of the museums 
was less than 1,000 sq. ft. (92.9 m.*), of over a half 
it was less than 2,000 sq. ft. (185.8 m.*), and in only 
8 was it over 5,000 sq. ft. (464.5 m.%). 

The most usual arrangement of material was in 
shelves, cases, cupboards, etc., and in only about a 
quarter of the museums were bays made use of to 
increase available display area. 

In over three-quarters of the museums it was reported 
that illustrations, etc., or models,'or both, were employed. 
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_ 88 were microscopical preparations. 


$. 


In over half the, museums specimens were classified by . 


anatomical, organ, disease, or aetiological subdivisions ; 
in the remainder their own, the decimal, or Maude 
Abbotts classifications were used in about equal num- 
bers. Most replies expressed mild satisfaction with the 
system in use. The most usual methods of describing 
specimens were loose-leaf books or labels. Card indices 
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were used in a few, and in fewer still bound volumes of 
notes were employed. 

At over half the museums microscopes were available, 
In about half the 
museums regular demonstrations were given to classes 
of students attending the university, medical school, etc. ; 
in about a further quarter such demonstrations were 
occasional. In over two-thirds of the replies it was 
stated that a reference library, facilities for study, accom- 
modation ‘for a limited number of research workers, 
and facilities for training technicians were available, but, 
except for the second, these probably applied more to 
the institution with which the museum was associated 


. than to the museum. In very few museums was day- 


light the only source of light ; ın most it was assisted by 
fluorescent lamps, filament lamps, or by both in about 
equal numbers, 

In most museums Kaiserling' s method or some modi- 
fication of it was used to preserve gross specimens! In 
a few the sodium hydrosulphite method (Wentworth, 
1947) was in use. Although in about a third of museums 
glass jars alone were employed, in nearly a half both 
glass and * * perspex’ ’ (methyl methacrylate) containers 
were in use, and in most of the others perspex only 
was used. About half the museums were considered by 
their directors to contain material worthy of visits by ` 
interested persons outside the museum area. In returns 
from 71 museums the date of foundation was given ; 4 
were founded in the eighteenth century, 29 in the nine- 
teenth, and the remainder were equally divided between 
the first and second 25 years of the present century. 


"Alphabetical List 

The following is an alphabetical list of 36 museums ` 
in London, 19 in the English Provinces, 20 in Scotland, 
and 2 each in Wales, Northern Ireland, and Eire. Those 
museums open to medical graduates and undergraduates 
without previous permission are indicated by an asterisk. 
The figures in brackets after each museum are the date 
of founding of the museum and the area of its floor 
space. 


London z 
Central Histological Labora- Pathological (1933; 1,600 sq. 
tory, Whittington Hospital, ft., 148.6 m.” s 


Archway Wing, N.19 


Chelsea Hospital for Women, Pathological—of female genera- 


Dovehouse Street, S.W.3 tive system. (1930; 800 sq. 

. ft., 74.3 m.) 
*Guy’s Hospital Medical -Pathological, anatomical, 
_ School, Gordon Museum, dermatological, and dental, 
SE.1 ‘with some historical material 
relating only to Guy’s Hospi- 
tal. (1905; 14,700 sq. ft., 

i : 1,365.7 m.*) 
Hospital for Sick Children, Pathological, historical. (1853; 

Great Ormond Street, W.C.1 1,200 sq. ft., 111.5 m.%) 


Institute for Diseases of the 
Chest, Brompton Hospital, 
Brompton Road, S.W.3 

Institute of Laryngology and 
Otology, 330, Gray’s Inn 
Road, W.C.1 


*Institute of Ophthalmology, 
Judd Street, W.C.1 

Institute of Orthopaedics, 
Royal National Orthopaedic 
Hospital, 234, Great Port- 
land Street, W.1 

Institute of Psychiatry, 
Maudsley Hospital, Denmark 
Hill, SE.5 


Pathological and radiological 
of diseases of the chest. 
(1880; 800 sq. ft., 74.3 m.?) 

Pathological (ear, nose, and 
throat) with some clinical 
and surgical material. (1946; 
1,200 sq. ft, 111.4 m.%) 


Pathological, (1857; 350 sq. 
ft., 32.5 m.7) 
Pathological, clinical, and * 


surgical (orthopaedic) 


1. Pathology of central nervous 
system. 2. Guttmann-Maclay 
Collection. Art in mental 
disorder and allied biblio- 

(1951; 


graphia. 300 sq. ft., 


27.9 m^ 


/ 
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` ; London.—cont. 


London 
College 
Street, Mile End, E.1 


National Heart Hospital, West- 
moreland Street, W.1 

National Hospital for Diseases 
of the Nervous System, 
Queen Square, W.C.1 - 

North Middlesex Hospital, 
Silver Street, Edmonton, 
N.18 


Postgraduate Medical School 

"of London, Hammersmith 
Hospital, Ducane Road, 
W.12 

*Prince of Wales’s General 
Hospital, Tottenham, N.15 

Queen Charlotte’s , Hospital, 
339, Goldhawk Road, W.6 

Royal Army Medical College, 
Mullbank, S.W.1 


Royal Cancer Hospital, Ful- 
ham Road; S.W3 

*Royal College of- Surgeons, 
. Lincoln’s Inn Fields, W C.2 


Royal Free Hospital School ‘of 
1 Medicine, 8, Hunter Street, 
Brunswick Square, W.C.1 
*Royal Sanitary Institute, 
Parkes Museum of Hygiene, 
90, Buckingham Palace 
Road, S.W.1 

St. Bartholomew’s Hospital 
Medical College, West Smith- 
field, E.C.1 

St. George’s Hospital Medical 
Smool, Hyde Park Comer, 


*St. Mark’s Hospital, City 

‘ Road, E.C.1 

St. Mary’s Hospital Medical 
School, Paddington, W.2 

“St Peter's Hospital for Stone, 


10, Henrietta Street, Covent 
Garden, WC.1 i 

St. Thomas’s Hospital Medical 
School, The Shattock 
Museum, SE.1 

University College Hospital 
Medical School, Gower 
Street, W C.1 


*Wellcome Historical Medical 


Museum, 28, Portman 
Square, W.1 

*Wellcome Museum of Medical 
Science, 183-193, Euston 
Road, N.W.1 

West End . Hospital for 


Nervous Diseases, Welbeck 
Street, W.1 

Westminster Hospital Medical 
ca 17, Horseferry Road, 
SW. 


1 


Hospital Medical - 
Museum, Turner | 


‘Pathological, clinical, surgical, 
dental, parasitological, ana- 
tomical, pharmaceutical, 
preventive: medicine, and 
industrial medicine. (1854; 
7,200 sq. ft 6689 m.*) 

Pathological. (1930; 300 sq. 
ft., 27.9 m.) i 

Pathological. (1920; —) 


Pathological, clinical, surgical, 
gynaecological, and anatomi- 


cal, (1947; 360 sq. ft, 
33.4 m.*) 

Pathological. (1935; 800 sq. 
ft., 74.3 m.) 

Pathological. (—; 200 sq. ft. 
18.6 m.*) 


Pathological, clinical, and 
surgical —- mostly obstetrical 

1 Pathological with, tropical 
medicine bias. (1904; 2,000 
sq. ft, 185.8 m3) 

2. Preventive * medicine and 
hygiene with special refer- 
ence to Army health, (Ad- 
mission by application to 
Commandant R.A.M. Col- 
lege.) (1914; 3,000 sq. ft, 
278.7 m3 

Pathological. (1898: 360 sq. 
ft., 33.4 m.*) ; 

Anatomical (including odonto- 
logical) and pathological. 
ee 7,700 sq. ft,’ 715.3 


m. 

1. Anatomical. 2. Pathologi- 
cal. (1879; 1,100 sq. ft. 
102.2 m 9 

Hygiene. (1876; 2,700 sq. ft., 
250.8 m.*) 


Pathological. (1726 ; 2.800 sq. 
ft., 260.1 m.*) 


Pathological. (1835; 1,200 sq. 
ft, 111.4 m.): 


Pathological (diseases of 
rectum). (1926; —) 

Pathological. (1855; 900 sq. 
ft., 83:6 m.*) 


Pathological (urologica D. 
(1930; —) 


Pathological, clinical, medical, 


and surgical (1847; 2,700 
sq. ft, 2508 m.%) 

1. Anatomical (New Museum 
1946; 1,070 sq. ft., 99.4 m.”) 

2. Morbid anatomy and histori- 
cal relating to U.C.H. (1907; 
2,600 sq. ft., 241 5 m.3) 

Historical. (1913; 2,300 sq. ft., 
213.7 m.) 


Medical sciences. 
4,500 sq. ft., 418 m.?) 


(1912; 


Pathological (neurologica 
(1920; —) oca) 
Primarily pathological, with 
morbid anatomical speci- 
mens illustrating clinical 
medicine and surgery. 
(1849; 1,600 sq. ft., 148.6 
m.*) 


r 


` 


£ 
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i : Provinces 


Birmingham ` 


Birmingham Medical School, 
Birmingham, 15 


' 


dental, anatomical, 
anthropological.’ (1938; 
7,200 sq. ft., 668.9 m.*) 


Bristol 


‘Pathological Museum, Univer- 


sity of Bristol 


Pathological. (1826; 2,300 sq. 
ft, 213.7 m.) 


Cambridge - 


Anatomy School, University of 
Cambridge 


*Humphry . Museum, Depart- 
ment of Pathology, Tennis 
Court Road, Cambridge 


Anatomical and anthropologi- 
cal. 


(1804; 4,050 sq. ft., 
376.3 m.*) 
Pathological. (1891; 1,150 sq. 
ft., 106.8 m.*) 


Leeds 


St. James’s Hospital, Leeds, 9 


University of Leeds, School of 
Medicine, Leeds, 2 


x 


Pathological, clinical, 
i (1929; 360 sq. ft., 
33.4 m.) 


*i. Anatomical. (1887; —) 


2. Pathological, including all 
specialties. (1904; 6,340 aq. 


ft., 589 m.) 
3. Forensic medicine. (1947; 
—) 


Liverpool 


*Department of Pathology, 
University of Liverpool 


*University of Liverpool, 126, - 


Mount Pleasant, Liverpool, 
4 . 


Pathological. (1844; 1,300 sq. 
ft., 120.1 m.7) 

Preventive medicine and his- 
torical. (1897; 5,700 sqft., 
529.6 m3 


! Manchester 


Anatomy Department, Man- 
chester 


Department of Pathology, 
York Place, Manchester, 13 


Anatomical, with small histori- 
cal and dental sections. 
(1874; 3,000 sq. ft., 278.7 


m.*) 
Pathological. (1927; 1,800 sq. 
ft., 167.2 m’) 


Newcastle-upon-T yne 


Dental Museum, Sutherland 
Dental School, King’s Col- 


lege, Newcastle-upon-Tyne, 1 


*Pathological Museum, Medi- 
cal School, King’s College, 
Newcastle-upon-Tyne, 1 ; 


*Pathological Museum, Royal 
Victoria Infirmary 


Pathological Museum of Pathological. (1900; 1,000 sq. 
Oxford University, Radcliffe ft., 92.9 m.*) 
Infirmary 
i Sheffield : 
‘Sheffield Royal Infirmary Pathological (medical and 


University 


Oxford 


Dental (pathological, clinical, 


“anatomical — human and 
comparative—and historical) 
(1895; 1,900 sq. ft, 176.5 
m 


-) 

At present pathological, but it 
is intended to make it a 
general medical museum. 
(1840; 2,200 sq. ft., 204.4 


m.*) 
Pathological. (1948; 800 sq. 
ft., 74.3 m.*) 


surgical) with essential para- 
sites or organs of parasito- 
logical interest. (1934; 100 
sq. ft, 9.3 m5 


of Sheffield, 1. Anatomical. (1905; 550 sq. 

Sheffield, 10 ft, 51.1 m.?) 
2. Pathological. (About 1900; 

1,080 sq. ft., 100.3 m.%) 
Scotland 
A Aberdeen . 
University of Aberdeen, Anatomical and anthropo- 
Marischal College, Aberdeen logical. (1860; 2,500 sq. ft., 
, 232.2 m.%) 

*University of Aberdeen, Pathological, clinical, and 
Fosterhill, Aberdeen surgical, (1938; 4,600 sq. 

k ft., 427.4 m.?) 


r 


Pathological, «clinical, surgical, 
and 


and’ 


u 
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, Stoian; Replies to a questionary were received from 8i 
. ' Dundee : medical museums in Great“Britain. A brief summary 
“Department of:- Pathology, Pathological. (1902; 850 sq. of these returns,and a) list’ ‘of the museums has been 
neg seer arg ai Dr a3 2200 sg: ft, made. ‘There is need for a-more complete survey of 
versity of St. Andrews, Park 2044m3) °° Bis them, based upon the visits of one or at mest only a 
Place, Dundee : few observers. | } y 
Forensic Medicine Forensic medicine = REFERENCES 


Medical School, Dundee, 
, St. Andrews ‘University Surgery 


Museum, Smals Wynd, 


Dundee, Angus 
University College, 


ment of Anatomy, Dundee 


oe 1? 
“Royal College’ of Surgeons 


Museum, Royal College of 
Surgeons, 18, wap 


University of Edinbyrgh, Uni- 
Versi 


ty New “Buildings, 
Teviot’ POR Edinburgh 


*Usher Institute, Harenden Public health and industrial 


. Park Road, Edinburgh, 


EE N of Anatomy, Uni- 


A 


9 


, Hackett, C. J. gst Bull. int. Ass. med. Mus., 39, 114. 
Surgical (1933; 400 sq. ft, Markham, S. (1938). A Report on the Museums and Art 


372 m.*) „ Galleries of the British Isles (other than the National 
* Museums). Constable, Edinburgh, 
Anatomical (1887;' 1,400 sq. Wentworth, J. E. (1947). Bull. int med. Mus., 27, 201. 
, 130 m.” ; 





N 


. I ; 
Primarily surgical pathology MEDICAL BIRTHDAY HONOURS 


i To Terisa peepee The names of the following members of the medical profes- 


cal sections (1804; 7,800 sq.- sion were included in a Birthday Honours List published in 


ft, 724.6 m.) Supplements to the London Gazette on June 7: 
*1. ‘Anatomical, including con-‘ ‘ i > 
siderable collections of com- K.C.V.O. 


parative anatomy, and lesser: = Gzorrgsy Sypnsy Topp, C.V.O., OBE, MB., ChM. 
ones of pathology. (1798;, FRCP. Medical Superintendent, King Edward VII Sanatorium, 


‘6,000 sq. ft., 557.4 m.*) Midhurst, Sussex. 
. Forms medicine, SOO D.B.E. (Civil Division) 

ft., 139.4 m.*) Hina Nora Lioyp, M.B, Ch.B., F.R.C.S. President of the 
3. Materia medica. (Early Royal College of Obstetricians and Gynaecologists. Professor of 
- 19th century; —) Obstetrics and Gynaecology in the University of Birmingham 
4. Surgical pathology. (1924; from 1944 to 1950. i 

600 sq. ft., 55.7 m.*) g Knighthood f ` 


CHABLES ARTHUR Lovatr Evans, D.Sc., Hon. LL.D., F.R.CP., 


medicine. (1902; —) F.R.S. Emeritus Professor of Physiology in the University of 


Glasgow. ` London. 


wa of Glasgow, Glasgow, 
Glasgow “Royal Infirmary, 


Glasgow, C.4 


Glasgow Royal Maternity and 


Women’s Hospital, Rotten- 


row, Glasgow, 'C.4 


Institute, of Pathology, . Royal 
Hospital for Sick Children, 


Yorkhill, Glasgow, C.3 


Mearnskirk Hospital Museum, 
Newton Mearns, Glasgow 
Western Infirmary, Glasgow 


St, Andrews E 5 2 ‘ CM. G: 


ERNEST Piwa FINCH, MD., MS., F.R.C.S. Professor 
Anatomical and pathological. o¢ Surgery in the University of Sheffield from 1934 to 1944; 


(1783; 3,000 sq. ft, 278.7 Vice-President of the Royal College of Surgeons of England. For 


03 _ services to surgery and medical education. 


Son ae 2,400 sq. © Jonk Wiium McNes, D.S.O, DSc; M.D, FRCP, 
F.R.C.PEd., F.R.F.P.S. Regius, Professor "of the Practice of ... 


seer ri s clinical. Medicine in the University of Glasgow'sinċe 1936; Physician to 
sq m.*) H.M. Household in Scotland ; Consulting Physician to the Royal 


Pa © Navy in Scotland. 
Pi erri (1924; 1,300 sa. Pune Santo Massie M.S, FRACS. Director of 
m’) -Surgical Studies, University of Adelaide, South Australia. 
as logical. (1930; 400 sq: i C.B. (Military Division) 


g 


' Pathological. (1870; 1,600 sq. Joun MANDEVILLE Macr, C.B.E., M.C., M.B., Ch.B. Major-” 


ft., 148.6 m.*) General, iate R.A.M.C. Honorary Surgeon. to the King. 


? 


Bute Anatomical Museum, - Anatomical. (1899; 1,000 sq. JORN MERRILL CRUICKSHANK, OBE, M.D., F.A.C.P., F.A.C.S., 


Bute Medical Bnildings, 


St. Andrews 


Hughes Museum, 


ft, 92.9 m.4) Colonial Medical Service. Diréctor of Medical Services, Fiji, 


and Inspector-General, South Pacific Health Service, 


Wales : Jonn Waryam Fep, M.D., Colonial Medical Service. Director 


of the Institute for Medical Research, Federation af Malaya. 


f 


Cardiff Hersert Jon Seppon, D.M., F.R.C.S. Member of the 
i University College, The Alfred 


ment of Anatomy, Newport 


Road, Cardiff 
Welsh National School 
Medicine, Royal 
Cardiff 


of 


$ 


A Colonial Advisory Medical Committee; Clinical Director of the 

Ar oan 5 sd- Royal. National Orthopaedic Hospital Nuffield Professor of 

a ` Orthopaedic Surgery in the University of Oxford and Clinical 
Director of the Wingfield-Morris Hospital from 1940 to 1948. 


Pathological. (1916; 1,750 sq. : 
ft. 162.6 m.%) R cyo. , 


ALEXANDER ĠĜRĘIG ANDERSON, M.D., F.R.C.P. Physician to 


. i Northern Ireland ; | HLM. Household in Scotland; Consulting Physician, Aberdeen 
Royal Infirmary. 
ak Belfast Grorce Rrrcume Maraer Corpmer, M.B., ChB, DM.RE. 
*The Queen's University, 1. Anatomical and clinical. Honorary pena: St. George’s Hospital, London. f 
E Belfast — , : (1860; 4,400 sq. ft., 408.8 
ee me ` J ‘OBE. (Military Diviston) 
eit, ela my D30 Wirum Epwarp Barnes, MR.CS, LRCP., DT MAH, 
ooo : Air Vice-Marshal, R.A.F. 
f WILLIAM ALEXANDER Duncan Drummonp, O.B.E., FRCS., 
$ Eire i ‘D.L.O. Colonel, late R.A.M.C. 
k Dublin ` 
Trinity College, Dublin 1. Anatomical. (1889; 1,600 C.B.E. (Civil Division) l 
: sq. ft, 148.6 m.” Tuomas Braton, O.BE., M.D., F.R.C.P. Physician-Superin- 


2. Pathological. (1898; 900 sq. tendent, St. James Hospital, ‘Milton, Portsmouth, end Medical 
ft.. 83.6 m.*) ‘ “ Director, Mental Health Service, Portsmouth. 


+ 
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Epmunp Ceci Bevers, B.M., BCh, F.R.CS, FRC SEd. 


`“ Lately Charman, United Oxford Hospitals. , 


Eusrack HENRY TAYLOR CUMMINGS, MBE, M.D, DPH, 
DRM: For Services to the Municipality of Freetown, Sierra 

one. 

Evan STANLEY Evans, M.B., BS, F.R.C.S., Chairman, Queen 
Elizabeth Training College for the Disabled, Leatherhead, Surrey. 

Tana Keno Ler, M.B., Ch.B. Member for Health, Federation 
of Malaya, 

Joseren STANLEY MitcueLt, Ph.D., M.B., B. Chir., DMR, 
Professor of Radiotherapeutics i in the University of Cambridge. 

Matruew Jonn Stewart, Hon.LL.D., M.B., Ch.B., F.R.C.P., 
F.R.F.P.S., Emeritus Professor of Pathology i in the University of 


EDWIN LAWRANCE STURDEE, O.B.E., MRCS. L.R.C.P., 
DPH., Principal Medical Officer, Ministry of Health. j 

JAMES MATHEWSON Wesster; M.D., F.R.C.S.Ed., Director, 
Home Office West Midland Forensic Science Laboratory, 
Birmingham, ' 


-O B.E. (Miltary Division) 


WILLIAM MACFARLANE Davipson, M.B., B.Ch., Acting Interim 


Surgeon Commander, R.N. 
DEREK Gzorgs Levis, 
RAM.C, 
ANGUS JonN MaAcivmr, 
R.A.M.C., T.A. 


M B., B.Chir., Lieutenant-Colonel, 
M.B., Ch.B., Lictitenant-Colonel, 


:0.B.E. (Civil Division) 
WILLIAM "BLOOD, M.R.C.S., L.R.C.P., DIH., Chairman; Brook 


` Green Disablement Advisory Committee: 


ARTHUR JosepH Boase, M.R CS., L.R.CP, Colonial Medical 
Service. Ophthalmologist, Uganda 

*Evi1zaBETH Casson, MD, D.PM. Founder and Medical 
Director of the Dorset House School of Occupational Therapy, 
Churchill Hospital, Headington, Oxford. 

GERALD SAMUEL WILLIAM DE SARAM, M.B., B.S 
Medical Officer, Colombo, „Ceylon. 

James Lest McLercuiz, M.B., ChB., D T.M.&H., Colonial 
Medical Service. Senior Medical Officer in charge of Sleeping 
Sickness Service, Nigeria. 

GrorGe MARANGOS, Honorary Consulting Surgeon at Limassol 
Hospital, Cyprus. 

Jonn Percy TRUELOVE-Musson, M.B., Ch.B., Deputy Director- 
General of Medical Services, Ministry of Pensions. 

LENA Frances GORDON Priestman, M.B., B.S., Medicd] Officer, 
Molai Leper Colony, Nigeria. 

Henry Dovcras Wretman, MRCS, LRC.P. 
DTM.&H., lately Director of Medical Services, North Borneo. 

Harry Mownreriore Witson, M.B, B.Chir., F.R.A.C.S., 
Medical Practitioner, Hawkes Bay, New age 


. lately Judicial 


MBE. (Military Drean 
Ricuarp Swinton Hunt, M R.C S., L.RIC.P; Major, R'A.M.C. 


M.B.E. (Cwil Division): 


Mrs. Marcarer Merry BrorHsrston, M.B., Ch.B., D P.H, 
Organizing Secretary and Honorary Treasurer, Voluntary Health 
Workers’ Association, Edinburgh. 

ELIZABETH CATHERINE Gunn, M.B., Ch.B., a former Director of 
the School of Hygiene, Wellington, New Zealand. For public 
services. 

Nan Georce Trotrer, M.D. For public and social welfare 
services in New Zealand. 

Joun Ricardo Wiison, M.D., Visiting: Physician, Tuberculosis 
Hospital, Welisara, and Consultant to the Chest Hospital, 


Ragama, Ceylon. 
Honorary M.B.E. (Civil Division) x 


ABDUL Latir bin Asput Razak, L.MS., Medical Officer, 
Federation of Malaya. ry 








. The Nurses and Midwives Whitley Council hag decided 
to grant a service allowance of £15 at the end of six months’ 
service to trained nurses who are engaged in full-time nursing 

of tuberculosis during the year -starting June 1, 1951. This 
1s to be an experiment which will operate for one year only, 
and will be reviewed by the council towards the end of the 
period. Under the existing arrangements tuberculosis nurses 
qualify for,an allowance of £30 after’one year’s service. 


A 


Reports of Societies 





FESTIVAL SYMPOSIUM ON ANTIBIOTICS 


On June 7 a symposium on “Antibiotics” was held at 
1, Wimpole Street, London, W.1. This was the fourth of 
the Festival scientific meetings sponsored jointly by the 
British Medical Association dnd the Royal Society of 
Medicine, 

The Chairman, Sir’ ALEXANDER FLEMING, opened the 
symposium by paying tribute to the work of Sir Howard 
Florey and his colleagues at Oxford whose researches into 
the pharmacology and purification of penicillin had estab- 
lished it as a therapeutic substance. It had been the stimulus 


„of war which bad led to production on a massive scale and 


the refinements in production technique which made peni- 
cillin readily available to-day. 

Since the early days the attitude to dosage of penicillin 
had altered completely, due largely to its abundance and 
to the development of delayed-absorption preparations, such 
as procaine penicillin. The disadvantage of the latter was 
that blood levels were correspondingly lower and for this 
reason it was often preferable to use repeated injections 
of sodium salt. 

With the discovery of the newer antibiotics, the field of 
chemotherapeutics had been greatly widened. The tubercle 


' bacillus had been shown to be susceptible to streptomycin, 


and in chloramphenicol they had an antibiotic which could 
be synthesized. z 

Professor Sir Howarp FLorey said that although the 
initial scientific’ and clinical work on penicillin had been / 
done in this country the discovery and exploitation in the 
clinic of other antibiotics had mostly occurred in the U.S.A. 
Nevertheless work on antibiotics continued in this country 
and the outlook here had been considerably improved by 
the acquisition by the Medical Research Council of an 
Antibiotics Research Station where materials were produced 
for further investigation elsewhere. 


Antibiotics from Bacteria 


He described work done by a number of colleagues in the 
Sir Wiliam Dunn School of Pathology and the Department 
of Botany, Oxford. Investigations there and elsewhere had 
shown that at least 23 species of renicillia and 9 of asper- 
guli produced substances indistinguishable from penicillin. 
But no substance, other than penicillin, produced “by` peni- 
cillia or aspergilli had so far been found to be suitable for 
use in medicine. There were ovet 30,000 species of the | 
basidiomycetes, each of which might have individual strains 
varying in their capacity to produce antibiotics. This showed 
how large was the field awaiting investigation. 

“ Bacitracin ” had been found to contain 3 polypeptide © 
fractions with powerful antibiotic activity; two had been 
highly purified but found, if used systemically, to produce 
severe kidney lesions. These fractions were valuable when 
used locally, but had no secure place i in chemotherapy owing 
to their toxicity. In 1946 a micrococcus recovered from 
sewage had been found to produce an antagonistic-substance, 
micrococcin; this had subsequently been obtained as a 
crystalline substance of low solubility but active in a dilu- 
tion of 1 m 30,000,000 against streptococci. It was also 
active against the tubercle bacillus, though unfortunately 
much less so. Strains of Bacterium coli produced anti- 
biotics which were active almost exclusively against other 
coliform organisms. They were destroyed by proteolytic 
enzymes. Staphylococcus aureus had also been found to 
produce an antibiotic substance of protein nature. 

Another antibiotic, cephalosporin, had been isolated from 
an organism recovered from the sea near a sewage effluent 
off the coast of Sardinia.and came from a group of organ- 
isms hitherto not found to, produce antibiotics. Five frac- 
tions of this antibiotic (P 1~5) had now been isolated, and 
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cephalosporin P 1 was nearly,in the chemotherapeutic class.’ 
It was about half as toxic as “ aureomycin ” and “ terra- 
mycin ” when given intravenously and was absorbed from 
the alimentary tract. For some unknown reason it was 
much less effective in experimental infections in mice than 
would ‘be expected from its activity in vitro. 
This difference between the activity in vitro of an anti- 
biotic and its effect ın vivo had been a cause of much specu- 
‘lation. Experimental work on rabbits with a leucopenia 
following subcutaneous injections of benzol had shown that 
ififection with pneumococci in such animals was overcome 


by penicillin in the absence of leucocytic emigration into 
the tissues. f 


1 


~ Stability and Purity of Antibiotics 


Dr.'E. P. ABRAHAM took up the chemical aspect of anti- 
biotics and showed the very great importance of the chemust 
in the future df antibiotic research. 

The ‘ease of isolation of an antibiotic depended on a 
number of its properties. One of them was its stability, 
for a stable antibiotic could often be, easily purified by pro- 
cedures that would imactivate a highly labile one. Many 
different factors were known to affect the stability of anti- 
biotics. .For example, ‘the antibiotic from Staph. aureus 
was inactivated by an air—water interface -induced by 
rapid shaking of a solution. 
when dissolved. in water or ether, but in the dry crystalline 
` state they rapidly polymerized and Igst activity. In some 
cases traces of impurities in water or organic solvents, such 
as heavy metals, could bring about inactivation. ~ Penicillin, 
micrococcin, and bacitracin, for instance, were inactivated 
by copper ions. Enzymes might also inactivate antibiotics. 
The various colicines and bacilysin were readily inactivated 
by common proteolytic enzymes. Cephalosporin'P 1 was 
inactivated by a preparation of penicillinase obtained from 
a strain of Bacillus cereus, but this had been found to be 
due‘not to the penicillinase itself but to an enzyme that 
accompanied it. 

The crystalline state was no guarantee of purity, at; least 
with antibiotics of complicated structure such as the ‘poly- 
peptides. Crystalline gramicidin, for example; contained 
more than one compound. The purification of antibiotics 
by modern methods had shown that what was formerly 
-believed to be a.single substance might really be a mixture 
of several ‘constituents. Thus, bacitracin had been found 
to consist of three clearly defined active components, A 
given strain of bacteria might give rise to a whole series 
of polypeptide antibiotics, all of which might be very closely 
related in chemical composition and which appeared to be 


formed by minor variations of a common biosynthetig ' 


process. 

Although very few of the antibiotics that had: been isolated 
had any use in the clinic, many of them were of considerable 
chemical and physiological interest. The study of the poly- 
peptide antibiotics from bacteria, for example, might be 
expected to add to our knowledge of the structure of the 
proteins. In the“ long run these academic investigations 
might also be of direct valueito medicine. i 


Commercial Production 


Dr. E. LESTER SMITS, in describing the large-scale pro- 
duction of antibiotics, paid tribute to the anonymous teams 
of scientists and industrialists from whose efforts the whole 
of the now abundant supply of penicillin and other anti- 
biotics had resulted. Penicillin was being produced ‘at a 
rate of over 200 tons per annum, while streptomycin was 
manufactured at a rate of 40 tons per annum in 1948, only 
four years after its discovery. The initial yield of penicillin 
was now more than ten times what it had been in the early 
days of commercial production. The main problems in the 
manufacture of penicillin had been, first, the teaching of 
bacteriological technique to untrained personnel; and, 
secondly, the construction of apparatus and the devising 
of methods’ for growing Penicillium in deep culture for 
several days, which would allow thorough aeration and yet 
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The quadrifidins were stable’ 


A diminishing usefulness in the future; 
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maintain complete freedom from contamination. The 


purity of penicillin to-day in the crystalline form of peni- 
cillin G was vastly different from the substance prepared 
in the early days, which had a purity of between 10 and 20%, 
and the cost, originally over 20s. per‘ mega unit, was now 
5s. 6d. per mega unit. 

The chemical modification of the molecular structure of 
antibiotics had been attempted but neither penicillin G nor 
chloramphenicol had been improved ete 


Devèlopment of Resistance 


Professor L. P. GARROD brought a note of caution and 
some gloomy prognostication about the future of the anti- 
biotics at present in use. Acquired resistance was the 
most important single limiting factor with an antibiotic ; 
much argument was going on whether this was the result 
of mutation or adaptation. For a genetic alteration in 


characteristics to occur a sexual conjugation would appear ` 


to be necessary ; since bacteria multiplied by,simple fission, 
the transmission of ah acquired character seemed possible. 
Mutation was nevertheless a factor; minute numbers of 
celis in a bacterial population never before exposed to 
streptomycin could be shown to be many times more resis- 
tant than the main mass, and it was these cells which came 
to the fore when an infection with such an organism 
became resistant to streptomycin. The capacity for 
in vitro habituation of organisms to penicilin varied 
considerably ; the resistance of the meningococcus to peni- 
cillin could be increased half-a-millonfold, that of the 
gonococcus about a thousandfold, that of the pneumococcus 
only slightly, and the resistance of the haemolytic strepto- 
coccus Group A could hardly be increased at all. Group B 
streptococci could be habituated to a greater extent than 
Group A to penicillin, and the resistance of Staph. aureus 
could be increased up to 350,000 times. These high 
degrees of laboratory resistance had no counterpart in the 
clinical field except in the case of „Staph. aureus, and 
it had been clearly shown that the increase in penicillin- 
resistant strains encountered was simply due to a selection 
of originally resistant penicillinase-producing staphylococci 
as a result of the wide.use of the drug. 

Streptomycin-resistance could develop in nearly all organ- 
isms within 20 generations, and the drug would have a 
probably the only 
organisms that would continue to be amenable to treatment 
by streptomycin would be those causing diseases conveyed 
from animals to man, such as plague and tularaemia. 
Resistance of moderate degree to chloramphenicol, aureo- 
mycin, and terramycin could develop both in vitro and in 
vivo, and when it occurred it embraced all three drugs to 
some extent. \Z 

If no new- powerful antibiotics were discovered, the 
probable future position with the commoner pathogenic 
bacteria would be that the meningococcus would probably 
still be well under control, likewise the gonococcus and the 
haemolytic streptococcus. Staphylococci and the intestinal 
group of organisms on the other hand might gradually 
become less and less amenable to attack by the resources 
at our disposal. 


Clinical Trials. 

Professor CLIFFORD WILSON said that the evaluation of 
antibiotic therapy demanded the closest co-operation 
between clinicians and bacteriologists. In diseases with a 
well-defined course, particularly those of serious prognosis, 
clinical trials of a new antibiotic’ could be carried out by 


‘a number of investigators in different centres working toa 


common plan. This method had proved of value in thera- 
peutic trials of penicillin in subacute bacterial endocarditis 
and of streptomycin in Haemophilus influenzae meningitis 
and ın tracheo-bronchial and urinary-tract tuberculosis. 
Where, however, the nat 


uncertain, 2 rigidly controlled trial was essential, with 


random selection of cases and statistical assessment of - 


results by independent observers. Such a trial had provided 


1 course of the disease was. 


z 
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. a critical and accurate assessment of streptomycin therapy 
‘in pulmonary tuberculosis. , With new antibiotics appear- 
ing in rapid succession, carefully planned comparative trials 
were necessdry. To this'end, groups of investigators were 
trying out ,aureomycin, chloramphenicol, and terramycin in 
pneumonia, whooping-cough, and infantile gastro-enteritis. 
Until the results were established, a great responsibility lay 
on the clinician to use these drugs with discrimination. 


Antibiotics and Venergal Disease 


Dr. G. L. M. McEtuicorr outlined the great advances 
in the treatment of venereal diseases resulting from the dis- 
covery of antibiotics. Undoubtedly penicillin was wonder- 
fully, effective in the treatment of syphilis, signs of resistance 
im the spirochaete not having yet appeared. In this country 
many venereologists ‘had been loath to forsake entirely the 
use of arsenic and bismuth, which were still often given 
‘in addition to penicillin. The speaker had, however, decided 
to abandon’ arsenicals in the autumn of 1947 and up to the 
present had had no cause to regret hig decision. A follow- 
up of cases treated with'penicillin plus, arsenic plus bismuth, 
and penicillin plus bismuth alone, had so far shown no 
appreciable difference in results. The end of the arsenical 
era would appear to be at hand. 

The fact that results seemed to be better now than they 
were three or four years ago was due mainly to a fast 
diminishing reservoir of infectious syphilis; many so-called 
relapses in the early days of penicillin had been, in fact, 
reinfections. The use of procaine penicillin in oil with 
alumimum monostearate (P.A.M.) had greatly facilitated 
the treatment of syphilis, and he had become increasingly 
convinced that a single injection of from 600,000 to 900,000 
units of P.A.M. was far more active therapeutically than 
a full dose of any arsenical compound and, what was per- 
haps equally important, it could do no harm. Another very 
great advantage of penicillin was that with it tite patient was 
made non-infectious before his lesions had had time to heal, 
which greatly lessened the social risk. ` 

In neurosyphils there was a sustained improvement in 
the cerebrospinal fluid, and clinical improvement was more 
rapid than after the older methods of treatment. There 
had been a remarkable fall in the reported deaths from 
,G.P.I. and tabes during the last three years but no such 
improvement in those from aortic aneurysm. Cardio- 
vascular syphilis was rarely recognized until irreparable 
damage had been done. This pointed to a neéd for earlier 
diagnosis rather than better treatment. The value of peni- 
cillin in the prevention and treatment of congenital syphilis 
was well established. 

Acute gonorrhoea could usually be cured by a single injec- 
tion of 150,000 units of P.A.M. A tablet of 250,000 units 
of penicillin by mouth could prevent the disease, but one 
disadvantage of this procedure was that the contact might 
not be discovered and treated. Streptomycin was effective 
against gonorrhoea and had the advantage of not masking 
concurrent syphilis. It was also useful in chancroid and 
non-gonococcal urethntis, and was outstandingly valuable 
in granuloma inguinale. Aureomycin, chloramphenicol, and 
terramycin formed an expensive strategic reserve against 
gonorrhoea and syphilis, and their use was not at present 
indicated, except in the treatment of resistant cases of non- 
gonococca! urethritis. 


Control of Infectious Diseases 


Professor ROBERT CRUICKSHANK said that the principal 
applications of antibiotics in infectious disease were in the 
treatment of the clinical condition and, by eliminating the 
causative organism, in the control] of the spread of infection. 
Jn scarlet fever and streptococcal sore throat sulphonamides 
were not effective in the control of the clinical condition 
nor in preventing the spread of infection, whereas penicillin, 
given for 5-6 days, was of value from both points of view. 
Penicillin was similarly effectivé in puerperal sepsis and in 
diphtheria. In typhoid fever, chloramphenicol, though of 
great value clinically, was not effective in the elimination 
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-of the organism, and this might be penise chloramphenicol 
was more bacteriostatic than bactericidal. . 

The prophylaxis of infectious disease could be accom- 
plished by the use of antibiotics. A controlled trial with 
penicillin, 100,000 units orally once a day, in children con- 
valescent from acute rheumatism had shown that in the 
streptococcal carriage rate, the development of streptococcal 
sore throat, and the recurrence of rheumatism the controls 
receiving no oral penicillin were four to five times worse 
off than those receiving penicillin. He was sure that there 
was a field for the combined use of two chemotherapeutic. 
drugs which might act differently on the infecting organism, 

The combination of streptomycin and P.A.S. in the treat- 
ment of pulmonary tuberculosis resulted in the more rapid 
elimination. of the organism: and largely prevented the 
development of resistance to streptomycin. The effect of ~ 
antibiotics on the immunological responses of the body was 
a matter of some concern. The relapse rate in typhoid 
fever treated with chloramphenicol was now, between 25 and 
30%, compared with the earlier incidence of 5-10%. There 
appeared to be no deficiency in demonstrable antibody, but 
the use of either antityphoid serum or small frequent doses (4 
of T.A.B. vaccine with chloramphenicol was being tried in 
some centres. Alternatively a second course of the drug 
could be given after an interval of 10 days, when the relapse 
usually occurred. Similar methods were gu used in 
undulant fever. 

Sir ALEXANDER FLEMING summarized the syt posiüm and 
mentioned that nothing had been said of the remarkable 
growth-stimulating capacity of penicillin and other anzi- 
biotics; and he brought the meeting to a close in a lighter 
vein with a slide showing a big and a little turkey of the same 
age, the former having been fed on a diet containing © 
penicillin. i a 
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ADRENOCORTICOTROPHIC HORMONE 


On, May 23 a symposium on A.C.T.H. was held jointly by 
the’ Section of Endocrinology of the Royal Society of Medi- 
cine and the Society for Endocrinology at the House of 
A large audience heard ' 
a sefies of critical papers, given by experts in their own 
particular corners of what has now become a vast, many- 
sided field. No one at this memorable méeting could have 
failed to be impressed by the bewildering. complexity of this 
essentially very new subject. 


Are there Several Corticotrophic Hormones ? 


The opening paper, by Professor F. G. Youna and Dr. M. 
Strack-Dunng, discussed two problems relating to the pro- 
perties of A.C.T.H. The first of these, on the question of 
whether more than one corticotrophic hormone is pro- 
duced by the anterior lobe of the pituitary gland, took us 
back to the early experiments of Phillip Smith, who first 
showed how hypophysectomy in rats caused degenerative 
changes in the adrenal cortex which could be prevented or 
reversed by implants of fresh pituitary glands. The authors’ 
own experiments have led to the definite conclusion that the 
factor which causes depletion of ascorbic acid in the adrenal 
cortex of the hypophysectomized rat—that is, the’ factor 
assayed by the well-known Sayers test for A. CT. H.— is not 
the same as that which will maintain the weight aud histo- 
logical structure of the adrenal cortex in similar test animals. 
Indeed, in diferent hormone preparations the differences 
between these two effects might be several thousandfold. 
Growth hormone, for example, was found to be rich in the 
weight-maintenance factor but poor in the ascorbic-acid- 
depleting factor, There was no reason to suppose that 
growth hormone ‘itself was the weight-maintaining factor. 
The suggestion was made that the weight-maintaining factor 
might promote the accumulation of cholesterol or of other 
precursors of cortical steroids, while the ascorbic-acid- 
depleting factor was involved in the release of the newly 
formed hormones. The second question discussed by Pro- 
fessor Young was the relation of the active peptide desctibed . 
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by Li to the now well-known protein of molecular weight 
20,000. He stated that Dr. Stanford Moore, in his labora- 
tory, had found that by using an ion-exchange column 
A.C.T.H. could be separated into a major fraction almost 
devoid of ascorbic-acid-depleting activity and a minor 
fraction which was a basic substance (probably a peptide) 
and highly active in depleting cortical ascorbic acid. It was 
supposed that, in the gland, this fraction was associated 
with the slightly acidic protein fraction which acted as a 
carrier. 

Dr. C. J. O. R. Morus, in discussion, said that results 
obtained in his laboratory were in entire agreement with 
those of Professor Young. Both weight-maintaining and 
ascorbic-acid-depleting factors were ultrafilterable. Some of 
the Armour A.C.T.H. preparations he had tested were 
devoid of weight-maintaining factor. 


Clinical Urinalysis Unreliable 


Professor G. F. MarriaNn discussed some of the deficien- 
cies in the methods at present in use for assaying urinary 
metabolites of cortical hormones. Three main methods 
were in current use for determining the substances obtained 
by chloroform extraction of the urine either with or without 
preliminary acid treatment—viz., biological assay, depending 
upon the deposition of glycogen in the livers of adrenal- 
ectomized mice, the reduction of copper or molybdate 
solutions, and the liberation of formaldehyde from periodic 
acid. Clearly, chemical methods would measure many sub- 
stances not detected’ by biological assay, and, moreover, 
substances such as those with a-glycol side chains would 
react with periodic acid but would not necessarily, like those 
with a-ketol side chains, cause reduction. No systematic 
study of the effects of preliminary acid hydrolysis had been 
made, but Dr. Patterson, in his laboratory, had found very 
-complicated relationships which led to the conclusion that, 
apart from the presence of free steroids which were acid- 
labile, there were two types of conjugated formaldehydogenic 


steroids present in urine, one chloroform extractable and . 


rapidly hydrolysed at pHi and then rapidly destroyed at 
this pH (these were probably not glucuronides) ; and the 
other not extractable by chloroform even in acid solution, 


but slowly hydrolysed at pH 1, yielding free acid-stable and- 


acid-labile compounds. There were also objections to 
methods of hydrolysis employing -glucuronidases, although 
by their aid the yield of formaldehydogenic’ substances 
could be increased 10 to 30 times. No satisfactory methods 
were yet available and great doubt attached to the signifi- 
cance of the results obtained. Other problems related to 
‘the need for better methods of ‘extraction and to the fact 
that there were good reasons for believing that urine con- 
. tained adrenocortical metabolites not determined by any 
existing method. There were, for example, several 21- 
deoxy steroids which had been isolated from urine and 
which might well be important metabolites of cortical 
hormones, but no methods were yet available for measur- 
ing them. In short, Professor Marrian doubted whether 
the fact that present methods seem to.have some value in 
clinical investigation justified their use in the face of such 
grave drawbacks, and he urged those employing them to 
Sevats some of their energies to improving them and making 
them more reliable.” 


~ 


Metabolic and Tissue Responses to’ A.C.T.H. aud Cortisone 


Professor G.' R. Cameron, whose subject was tissue re- 
actions to A.C.T.H. and cortisone, said he félt like the 
Children .of Israel on a memorable occasion being asked to 
make bricks without straw—so little was known of the sub- 
ject. There seemed no doubt, however, that in man and in 
some “animal species cortisone markedly modified inflam- 
matory reactions, reducing oedema and lymphocytic infiltra- 
tion. It was remarkable that, on cessation of treatment, the 
previously affected tissues relapsed, thus showing that corti- 
sone acted not on the causal agents of disease but on the 
reactions of the tissues to those agents. Fibrin disappeared 
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from healing areas, and granulation tissue, blood vessels, 
and fibroblasts were poorly developed under the influence 
of large doses of cortisone.: Wounds therefore healed 
slowly, lymphoid tissue underwent atrophy, and, in the 
Mouse at any rate, skin mitosis had been shown to be 
inhibited. The differentes, however, in inflammatory re- 
action in treated.ańd untreated animals were quantitative, 
not qualitative. Large doses also decreased the permeability 
of blood vessels to histamine and leucotaxins. Professor 
Cameron suggested that a reasonable explanation of the 
action of cortisone on tissues depended upon its being a 
surface-active substance, modifying the permeability of cell 
membranes. He thought this might be a good starting-point 
for further investigations into an explanation of the observed 
facts. 

Dr. F. T. G. ProNTY had found the metabolic changes 
in humans after administration of A.C.T.H. to be: very 
irregular and unpredictable. Determinations of serum 
protein, cholesterol, uric acid, and of sodium. balances had 
proved to be of little value in ‘the assessment of the response 
from individual patients, but the output of 17-ketosteroids 
and formaldehydogenic steroids and the fall in circulating 
eosinophils gave useful information. In general, the rise in 
17-ketosteroids was much less than that in formaldehydo- 
genic steroids after A.C.T.H., and a relationship existed 
between the output of the latter steroids and the percentage 
fall in circulating eosinophils. The eosinophils usually were 
almost completely absent when the urinary formaldehydo- 
genic steroid level was 4-5 mg. a day. He had found 
that adrenaline in repeated doses would ‘depress the circu- 
lating eosinophils without affecting either 17-ketosteroids 
or formalidehydogenic steroids, and therefore suggested that 
the pituitary-adrenal axis was not the only factor concerned 
in’ the adrenaline-produced eosinopenia. There seemed to 
be little correlation between dose of A.C.T.H., period of 
administration, and response ; this could: be-due to variability 
of response by the adrenal, of the potency of the prepara- 
tion used, and of the adrenal ntetabolites ; it might also be 
due to antibody formation. It was known that the potencies 
of preparations in humans might vary considerably, inde- 
pendently of their potency in animal tests. The eosinophil 
response, and its duration, could be potentiated by solution 
of the A.C.T.H. in polyvinyl pyrrolidine—but the response 
to this preparation shown by the formaldehydogenic steroids 
was rather disappointing. The rapid destruction of intra- 
muscular A.C.T.H. was shown by the great augmentation 
of response when it was administered by slow intravenous 
infusion. 

In the subsequent discussion various speakers com- 
mented upon the variability of different patients to the 
same batch of A.C.T.H., as well as variations in the same 
patient to the same batch of A.C.T.H. given at different 
times: 


\ . 3 Biological Assay 


Àfter an interval for tea, a return to the fray was made 
with’ renewed vigour, as shown “by the absence of any 
diminution in the complexity of the subjects discussed by 
the remaining five speakers: Dr. A. S. PARKES spoke of 
the technical difficulties of assaying A.C.T.H. With an 
intact animal almost any experimental procedure resulted 
in the outpouring of adrenocorticotrophic hormone from 
the anterior pituitary body. This difficulty could be avoided 
by the removal of the pituitary body from animals used 
for testing A C.T.H., but the operation, for practical pur- 
poses, limited work to the rat. Criteria of response were 
difficult to choose, and, as Professor Young had shown, 
confining the test to a single criterion could be very mis- 
leading. The possibility of measuring the output of adrenal 
steroids in the venous effluent from the gland, after stimula: 
tion with A.C.T.H., was an attractive one. Dr. Parkes men- 
tioned his own recent work in this field, based on the possi- 
bility of increasing the survival time of mice in closed 
vessels. Cortisone and A.C.T.H. were found to have the 
expected effect of increasing resistance to anoxia: Having 
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been told that A.C.T.H. (might be cpntaminated with 
posterior-lobe principles, he decided «to try the effect of 
commercial posterior-lobe extracts, and it was found that they 
behaved in @ similar manner. However, since such extracts 


had been found to be quite highly active in the Sayers test. 


(ascorbic acid depletion), the position was still uncertain, 
though it was still possible that a relatively simple test for 
A.C.T.H. activity might be based on its ability to increase 
‘resistance to anoxia in the intact animal 

Dr. J. H. KELLGREN described some effects of A.C.T.H. 
and cortisone on the peripheral circulation. Vanable and 
conflicting results had been obtained in different conditions. 
In rheumatoid arthritis a low dose of AC.T.H. caused a 
transiént rise in kneé blood-flow and a similar change in 
finger-tip skin temperature ; a high dose over a longer period 
of time produced the same transient rise but then a profound 
and sustained fall of knee blood-flow and a sustained rise 
-of skin temperature at the finger-tip. However, in a woman 
with initial high finger-tip heat-flow, A.C.T.H. made it fall 
to normal values. In a patient with Raynaud’s disease the 
finger heat-flow was virtually unaffected by A.C.T.H. or 
cortisone, though subsequent cervical sympathectomy caused 
a great increase. He felt that no general statement of the 
effects of A\C.T.H. onthe peripheral circulation could be 
made until much further work had been done. 


A.C.T.H.-like ‘Activity in Plasma Extracts 


Miss D. M. V. Parrotr described the A.C.T.H--like 
activity of acetone-precipitates of plasma, as shown by 
their ability to deplete adrenal ascorbic acid in the Sayers 
test. High levels of such activity had been found by 
Bornstein and Trewhella in plasma from patients with 
Cushing’s syndrome or subject to stress, and low levels 


were found in Simmonds’s disease. Technical points, were, 


discussed, and the lability of the extracts was emphasized. 
It seemed probable that an enzyme present in blood rapidly 
destroyed its A.C.T.H.-like ‘activity. She had obtained high 
results in a diabetic woman with a 31-weeks pregnancy, in 
Cushing’s syndrome, and in a case of adipose gynism. After 
irradiation of the pituitary the patient with Cushing’s syn- 
drome gave lower results. A very low level was obtained in 
a case of Simmonds’s disease. Using the adrenal weight- 
maintenance test, she was again able to show A.C.T.H.-like 
activity in the plasma extracts 

Dr. Max Ress pointed out that the incubation of 
A.C.T.H. with blood from many species of animal led to 
its rapid disappearance. This affected the determination of 
the A.C.T.H. content of the blood of both animals and 
patients, since even a short delay between the time of taking 
the blood and precipitating the hormone resulted in partial 
inactivation. In attempting to detect A.C.T.H.-activity /in 
blood he now took it directly into acetone or freeze-dried it 
immediately without centrifugation. Dr. J. BORNSTEIN said 
that he had always centrifuged the blood at —4° to —10° Ç. 
immediately after collection so as to minimize the inactiya- 
tion referred to by Dr. Reiss. 


A.C.T.HL and the Gonads 3 i 

Dr. P. M. F. Bısgor discussed some recent work which 
suggested an interaction of A.C.T.H. with the gonads. He 
was privileged to describe some as yet unpublished investiga- 
tions by Drs. Prunty and Clayton on the influence of the 
gonads on the prevention of w sa healing by A.C.T.H. 
It seemed that luteinizing hormone (L.H.) was involved in 
this effect, supplementing the action of A.-C.T.H. The work 
of Greep and Chester Jones showed that, whereas androgens 
widened the transition zone in the adrenal cortex, oestrogens 
diminished it. Oestrogen treatment produced some effects 
similar to thosé of A.C.T.H., and it seemed possible that it 
actually stimulated ACTH. production, while androgens 
might inhibit it. Similar conclusions had been reached by 
Selye and Stone. Wooley had found that experimental 


tumours and hyperplasia of the adrenal cortex could be’ 


produced by removal of the gonads in mice within the 


first three days of life. It was suggested that in the absence 
of the gonads there was increased utilization of A.C:T.H., 
leading to the increased production of A.C.T.H., and hence 
overstimulation of the adrenal cortex. It seemed possible 
that post-menopausal bleeding from a hyperplastic endo- 
metrum might be due to adrenocortical hyperfunction 
broiight about in this manner. 

Mr. I. E. Busa considered the secretion of adrenal corti- 
cal steroids in relation to the pituitary gland and emphasized 
the rapidity with which stress evoked an outpouring of 
cortical steroids. Within a matter of minutes a depletion 
in ascorbic acid could be detected in the adrenal cortex. 
In rats, however, the rapid response could be inhibited by 
prior treatment with cortical extracts. It had been shown 
by Harris and de Groot that the response to stress depended 
upon the integrity of certain areas of the hypothalamus. 
The response of the adrenal cortex to A.C.T.H. was simi- 
larly very rapid. By analysing the venous effluent from the 
adrenal gland it was found that marked species differences 
existed in the proportions of the ‘different steroids produced 
by the cortex. Under the coriditions of the experiments these 
proportions did not seem to change when the rate of secre- 
tion rose with administration of AvC.T.H. There was no 
evidence that specific types of -stress brought forth the 
increased secretion of specific cortical steroids. Thus, 


_ administration of potassium chloride to a dog did not 


evoke a disproportionate increase in the salt*retaining 
steroids, as might have been expected, but the usual stress 
response, involving all the usual steroids in their usual 
proportions. Q. 

The proceedings were ably summarized by Dr. C. J. O. R. 
Morais, who gave it as his opinion that the ascorbic-acid- 
depleting factor of A.C.T.H. was a highly active substance, 
not'of particularly low molecular weight, adsorbed on to 
the now famuliar protein of molecular weight 20,000. 


f , 
CRIMINAL ABORTION 


Dame Louise McILRoy took’ the chair at a meeting of the 
Medico-Legal Society on April 27, when Dr. R. D, TEARE 


-read a paper on “The Medico-legal Significance of Death 


Following Abortion.” He began his address with an 
apology that it was not as finished a’product as he would 
have liked } it had been conceived only three, months before, 
and he had been expecting delivery to take place in the 
autumn. 

Dr. Teare said that the frequency of criminal abortion was 
much greater than was commonly realized—probably of the 
order of 40% of all abortions. It was known that the mor- 
tality rate of criminal abortion was high, but the morbidity 
rate was even higher and impossible to estimate. Nobody 
knew how many women had been left with chronic pelvic 
sepsis as the result of a criminal abortion. ’ 

The extent of the abortion service of this country was a _ 
feature not commonly appreciated. By way of example 
Dr. Teare described an abortion service which was organized 
around a palais de danse. Would-be patients made an 
arrangement at the palais to go to a nearby station, where 
they were met by a car. In the window of this car there 
was a letter, which not only acted as a means of identifying 
the car but also contained further instructions. A similar 
service was run in a seaside resort on Saturdays and Sundays. 
The gentleman who carried out the abortions charged 
anything from 20 to 100 guineas. Clostridium welchii had 
eventually been responsible for the abortionist’s undoing, but 
he must evidently have been expecting the police to call, 
because when they did he was already over the garden wall. 


\, -Canses of Death 


Of Dr. Teare’s 89 cases of death following abortion most 
occurred between the ages of 26 and 30. Forty-five of these 
women were married, 44 were not. It was commonest for 
the pregnancies to be terminated in the third and fourth 
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months. More than half his cases had been “ self-induced ” 
or “criminal,” and the Higginson enema syringe was the 
most popular instrument; Dr. Teare thought that slippery 
elm was beginning to, go out of fashion. In the years 
preceding 1946 the commonest cause -of death following 
criminal abortion was peritonitis: this accounted for some 
31% of deaths in criminal cases. Thanks mainly to the new 
antibiotics, this figure had been reduced to 17% in the years 
since 1946. Many abortionists provided their patients with 
prophylactic sulphonamides nowadays; air embolism’ and 
haemorrhage had therefore increased relatively in incidence 
as causes of death. 

One had to resort largely to speculation about the course 
of events in these cases, because it was exceptional to find 
witnesses—at any rate medical ones. Comparison with 
, deaths due to air embolism in surgery or after pneumo- 
thorax refills gave some.idea of the time-lag between the 
introduction of air into the circulation and death; in air 
embolism following insufflation of the, Fallopian tubes death 
occurred in a matter of seconds. When soap-and-water’ was 
pumped into the uterus through a Higginson ;syringe the 
system was subjected to a pressure in the regiof™,f a hundred 
centimetres of mercury: that is to say, very” much higher 
than that in the pelvic veins. Furthermore, the soap solu- 
tion frequently contained bubbles of air because the receiving 
end ‘of the syringe was often above the surface of the fluid, 
lying in the froth on the top. oe 

It was a difficult matter to decide whether K not death 
had occurred suddenly. Blood was said tg,vémain liquid 
in cases of sudden death, due to the presg.ice in the body 
of fibrinolysins, their quantity being th to vary directly 
with the speed of death. For those cas% ¢ which lysol or 
its .derivatives had been used, Dr. Teare’ was developing a 
method of gauging the speed of death on the basis of the 
quantity of cresols present in the heart at necropsy. But 
that ‘death could occur as a matter of accident in cases of 
this sort was illustrated by the following case history. 


Mrs. X. lived in a “pre-fab.” with her son aged 2. Her 
husband, a soldier, was stationed away from home. One morning 
the next-door neighbour heard the small boy crying for a long 
time, and she later noticed that Mrs. X.’s milk and bread were 
still on the doorstep. She finally “ gained an entrance” and 
found Mrs. X. sitting on the lavatory, dead. When the police 
arrived she had- obviously been dead some nine to twelve hours. 
She was fully dressed except for her knickers, and her pyjamas 
were found neatly folded over a chair in the living-room. An 


enema syringe was found lying on. the sink d -board, and 
beside her in the lavatory was a bowl of disinfed@s fluid, At 
necropsy some hours later bubbles of air were in the 
cerebral vessels. She was pregnant and the memb: "had been 
stripped off the uterine wall. Froth was found uterus. 


Her husband said he knew that his wife was preguant and that 
she had acquired the habit of douching when they lived in 
Egypt. Every preparation had been made for the child’s dehvery. 
Clearly, therefore, the abortion had been accidental. 


This raised the question of how long a: person could 
survive after air had been introduced into the circulation. 
Dr. Teare would say that it was something between two 
minutes and 10 minutes. . 

Haemorrhage was not a common cause of death follow- 
ing abortion. When it did occur it was almost always the 
result of self-inflicted injuries produced in an attempt to 
cause abortion. One of the most dramatic cases of this 
nature that-he remembered was that of a professional woman 
who was married and had an interesting job. When she 
found herself pregnant she tried to produce abartion by 
means of a knitting needle, but succeeded only in inflicting 
very severe lacerations of the vagina, and'‘she died of 
haemorrhage soon after her admission to hospital. Septi- 


caemia and peritonitis, which were fairly frequent causes , 


of death even now, sometimes killed as long as three weeks 
after the abortion. The main cause of death in many cases 
was Cl. welchii, the placental tisue and blood clot being 

an ideal culture medium for it. Being spore-bearers, 
“ the gas-gangrene bacilli defied many antiseptics. Patients 
who succumbed to Cl. welchii did not often reach hospital, 
because the illness was so fulminating, killing in a matter 
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of 24 hours. Dr. Teare quotéd’one case of ĈI. oedematiens 
septicaemia in which a pure ‘growth of the organism had 
been recovered from the suspected abortionist’s slippery 


- elm bark. 


Kidney damage was an occasional cause of death follow- 
ing abortion, and the pathological picture was reminiscent 
of that occurring in mismatched blood transfusions. One 
such case was that of a woman who found: herself three 
months pregnant while her husband had been away for some 
six months or more. Evidently she did not share the belief — 
current in legal circles—in the elasticity of the period of 
gestation, for she sought an abortion, following which ‘she 
succumbed to renal failure. ' 


Any improvement in the ‘death rate would depend, : 
Dr. Teare thought, on improved medical care and— 
possibly more importantly—on improved housing condi- 
tions. “Unlike the victims of somé murders,” he said, 
“these women do not deserve the fate that claims them, 
and they die taking the secret of the process with them.” 


: , The Doctor’s Duty 


The two most important questions arising from the discus- 
sign which followed were whether or not dying declarations 
should be obtained, and whether or not a doctor should 
report a case of criminal abortion to the police. Dr. F. E. 
Cames felt that it was not justifiable to tell a patient she 
was going to die: while there was life there was hope. In 
any event, the cases of dying declarations which he could 
recall were no help, because the patients steadfastly main- 
tained that they themselves had performed the abortion. 


’ Dr. R. W. Cocxsnur felt very strongly that the doctor's 


duty was to the patient, and that giving her away to the 


‘police would mean that in future patients would not come to 


the doctor until they were really desperate and much more 
seriously ill; the mortality rate would in fact rise. He 
thought that the situation was entirely different if the patient 
died, however: then the doctor should inform the police. 
Dr. A. R. Frenca endorsed what Dr. Cockshut said, and 
made the observation that in this matter doctors and lawyers 
tended to find themselves in opposite camps. 


In replying, Dr. TEARE said of dying declarations that they ` 
were in any case of doubtful value, because ultimately there 
was no patient to cross-examine. He thought there ought 
to be a middle way through the question of reporting cases 
of criminal abortion to the police ; he felt inclined to liken 
one’s feelings in the matter to the qualms one would get if 
one observed an epileptic patient to be driving the local bus. 





+ 


BEIT MEMORIAL’ FELLOWSHIPS FOR 4 
MEDICAL RESEARCH 


The following elections for 1950-1 have been made; Junior 
Fellowships (valùe £600 per year), Pamela M. Holton, M.A., 
D.Phil., to investigate the chemical] transmission at nerve 
endings at the Physiological Laboratory, University of 
Cambridge; H. F. Jarvie, M.B., Ch.B., D.P.H., D.P.M., 
to study the psychological manjfestations of organic nerv- 
ous disease at the Department of Neurology, the Radcliffe 
Infirmary, Oxford; Eleanor W. McCloy, M.B., B.Ch., 
Dip.Bact., to study.a lysogenic Bacillus strain at the London 
School of Hygiene and Tropical Medicine, London; A. F. 
Phillips, M B., B.Ch., to study the mechanism of the thera- 
peutic action of x and gamma rays, at the Department of 
Radiotherapeutics, University of Cambridge, and at the 
Radiotherapeutic Centre, Addenbrooke's Hospital, Cam- 
bridge; E. V. Rowsell, BA., to study the biochemical 
changes associated with, physiological activity in nerve 
tissue at the University of London Instituté of Psychiatry, 
audsley Hospital, London; W. G. Spector, M.B., B.Ch., 
.R.C.P., to study the mechanism of protein synthesis in 
premature and full-term neonates in infancy and childhood 
at the Graham Research Department, University College 
Hospital Medical School, London. F g 
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A PORTABLE HOT-COT FOR TRANSPORTING 
PREMATURE INFANTS 


Dr. MARGARET B. MARTIN and Dr. ELUNED STEVEN, of Elsie 
Inglis Memorial Hospital, Edinburgh, write: The purpose of 
this article is to describe a portable hot-cot which has been 
developed at the Elsie Inglis Memorial Hospital for trans- 
porting premature babies born at home into hospital. Very 
small babies are still sent to many children’s hospitals 
wrapped only in blankets, and many of them reach the ward 
too cold for resuscitation to have any effect. We feel, there- 
fore, that the apparatus here described may prove useful for 
children’s as well as maternity hospitals. 

The accompanying drawing shows the principal features 
of the hot-cot, It is a rectangular box, the sides being con- 


„structed of jin. (0.6-cm.) sheet “perspex” and the floor 
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of five-ply wood. Its overall external dimensions are 22 
by 15 by 14 in. (6 by 38 by 35.5 cm). The floor is 
‘strengthened underneath with 20-gauge sheet aluminium. 
The lid, which slides in a pair of metal grooves, is made of 
3/16 in. (0.5 cm.) “perspex” and measures 18 by 15 in., 
leaving a space 4 in. (10 cm.) wide above the baby’s head 
through which oxygen can be administered if necessary. 
Mounted on the floor, where it is held in position by four 
metal angle-pieces, is a removable tank-of 18-gauge sheet 
copper. It has an opening at one corner fitted with a flat 
The mattress overlaps the tank and 
fits to the sides of the box snugly. 


weighs 22 Ib. (10 kg.). 


When a premature baby has to be brought into hospital 


_the nursery staff fill the copper tank with boiling water, cover 


it with a mattress, gamgee, and blankets, and slide the lid 
into place to conserve the heat. The mattress and blankets 
are very warm by the time the house is reached. The former 
is then reversed, so that the warm side is next the baby, 
which is wrapped in a gamgee jacket, already prepared, and 
covered with the ‘blankets. The lid is closed, leaving an 
opening of 4 by 15 in. (10 by 38 cm.); and oxygen is 
supplied from a portable cylinder if necessary. The air- 
space left when the baby is in the box is 20-30 litres. The 
baby is then carried, warm and without disturbance, tọ the 
car and transferred to the premature unit at the hospital. 
The cot can be lifted by one nurse, but when the baby is’ 
inside it is usually carried by two persons. By use of the 
above procedure the air temperature inside the cot can be 
kept at about 75‘~F. (23.9° C.) for several hours. If an 
extra hot-water bottle is added, it can be. raised to 80° F. 
(266° C). 

This cot has been in use at the Elsie Inglis Memorial 
Hospital for the past two years, and all babies brought in 
have arrived warm and in a most satisfactory condition. 


The whole assembly- 
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A.C.T.H., Cortisone, and Abdominal Catastrophes 


Siz,—‘ This is at least something you won’t have to go 
through in Great Britain.” Thus spake a very distinguished 
American surgeon during a recent discussion in Washington 
on the uses of A.C.T.H. and cortisone therapy in the treat- 
ment of burns, and on its effect upon the life history of the 
homologous skin graft. A previous report that A.C.T.H. so 
modified capillary permeability that plasma loss in burns 
is negligible and intravenous fluid no longer necessary, 
and that under its influence homologous: skin grafts will 

“take,” had led to intensive publicity in the lay press, 
including the pictorial magazines. Research departments in 
more than one centre in the U.S.A. set about to confirm these 
exciting “ discoveries,” only to find that both were invalid. 
AC.T.H. does not affect significantly the extent of the 
oedema assacije‘ed with burns, nor does it obviate the need 
for intraven®§, therapy’; neither cortisone nor A.C.T.H. 
prolongs the Viability of skin homografts. The admirable 
work of Billingham, Krohn, and Medawar (British Medical 
Journal, May 26, p, 1157) in this country also bears on this 
problem; It wae, however, the possible side-effects of 
A.C.T.H apd. cortisone upon the alimentary tract which 
prompted tN Semark. Even one of the protagonists of 
A.C.T.H. thersgy admitted that one of the burns patients 
‘so treated died rom. i silent,” and thus undiagnosed, per- 
foration of the diggg‘aum, in which three holes were'found 
at necropsy. Oth®* examples of perforation of duodenal 
ulcer also came to light. ` $ 

At many different centres I heard of the same or simiļar 
complications. How these are caused is not as yet known; 


but it has been established that A.C.T.H. increases the acid ` 


concentration and total acid output of the stomach to 'levels 
usually associated with duodenal ulceration, and that: it 
will also incr-ase the production of pepsin. Not only may 
the duodent.n or other areas in the intestinal tract perforate, 
but the body tissues are robbed of powers of resistance to 
acute.infection and of their ability to cry out in protest. A 
good example of silent perforation due to A. C.T.H. was: in 
that of a doctor who for 20 years had suffered from chronic 
ulcerative colitis of moderate severity and who had refused 
surgical treatment. He was admitted to hospital so that he 
could be ty Sid by the new wonder drug, A.C.T.H. (I gather 
at his okt test). The diarrhoea, which was never severe, 

seemed ish, but improvement in this respect coincided 
with the et of a high temperature. unassociated with 
localizing symptoms, which persisted and after some days 
became typical of that due to an abscess. A week or so 
after the onset of the`fever x-ray examination showed the 
presence of a large left subphrenic collection, which was 
drained, the patient making a good: recovery. This case is by 
no means an isolated instance of the danger of unsuspected 
peritoneal infection. , Thus at a chance visit to the post- 
Mortem room in one hospital J saw a necropsy on a man 
who had heen tréated in one hospital for psoriasis and during 


‘treatment had developed a very severe dermatitis, During this 


ilħess appendicitis developed, and the appendix was 
removed, Three days later the patient died, and the peri- 
toneal cavity was found to be full of pu:, ‘though no perfora- 
tion of bowel could be found. Presumably infection 


‘occurred dutiig the appendix operation which normally the 


defence forces of the peritonenmi could easily subdue. 
One physician, in fact, recSmmended to a medical meet- 


‘ing that a course of antibiotics should be started routinely 
towards the end of a course of A.C.T.H. or cortisone. 


The incitement to haemorrhage from peptic or colonic 
ulceration is also laid, at the door of these hormones. In‘ 
one centre, for example, four consecutive examples of 
massive bleeding had occurred during treatment of chronic 
ulcerative cclitis by A.C.T.H., in one of which an emergency 


ileostomy was performed in ‘the hope that diversion of the . 


faecal stream would help in promoting haemostasis, 


i 
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` pills,” said his wife,- 


„S. Afr. med. J., 


In the United States, Ahire A.C.T.H; seéms to be readily 
available, the task of the doctor in rationalizing the treat- 
ment of his eager patient, charged with knowledge of the 


- wonder drug obtained from an uncritical lay press, is diffi- 


cult indeed. The hold that propaganda may have upon the 
lay public is illustrated by a remark I overheard in the house 
of a surgeon. A lay acquaintance (not a patient) and her 
husband were being entertained. “J., fhe husband, was taking 
A.C.T.H. for hyperthyroidism. ‘ ‘When J. takes one of these 
“he feels his whole biochemistry 
change.” i : 

My object in writing this note is not to decry or to 
minimize in any way the excellent laboratory and controlled 
clinical investigations into the properties of these remark- 
able substances which are now being undertaken by com- 
petent workers both in the U.S.A. and in Great Britain, but 
to draw attention to some of the dangers which may imperil 
our patients if and when A.C.T.H. and cortisone become 
available for general use, so that the American surgeon’s 
remark may prove to ‘be, as I hope it will, an accurate 
prophecy.—I am, etc., 


King’s College Hospital, London, HaroLD EDWARDS.’ 


. Syphilis in Different Races 


Sm,—I should like to comment on and add to the state- 
ments made in answer to a ‘question on this subject in “ Any 
Questions ” (April 21, p. 897). Your answer begins, “In 
the American negro, as compared with the white races, 
pustular and annular lesions (precocious tertiarism) and 
generalized adenitis are much more frequently observed 
during the secondary phase of the disease.” J do not think 
there is any justification for speaking of annular secondary 
lesions as signs of precocious* tertiarism. They are. not 
gummatous,’and Sp. pallida can easily be demonstrated in 
serum from moist lesions or*from dry lesions after scraping. 
The term precocious tertiarism implies the appearance 
of genuine tertiary lesions of the skin or other organs earlier 
than is normally expected—i.e., under three or four years 
from the start of the infection. Precocious tertiary lesions 
usually occur in certain cases where inadequate treatment of 
early syphilis seems to accelerate the march of the disease. 

Annular secondary and recurrent secondary lesions are as 
common in the African native as“in the American negro. 
Residual pigmentation is often seen after healing of secon- 
dary lesions on a white skin. The black skin frequently shows 
the opposite effect, a transitory diminution of pigmentation. 


An odd syphilitic condition peculiar to South African natives, _ 


and in particular to Bechuanas, is witkop, or whitehead (see 
1949, '23, 783). This has never, to my 
knowledge, been. discovered in any‘ other race. 

Epitrochlear adenitis, noted as significant in the T 
of secondary syphilis in the European, is not significant in 
the South African native, as it is found in a large percentage 
of non-syphilitics. Visceral syphilis of all kinds certainly 
does occur in the South African native and is not very 
uncommon. Neurogyphilis*has been stated to be fare in 
certain races, Chinese, North Africans, etc. 
is accepted, and passed without examination from one.text- 
book to the next (I have sinned in this respect in the past). 
In fact, neurosyphilis exists in these races and can be, found 


“if it is looked for. The races in question are neither long- 


lived nor over-doctored, so that the reason for earlier mis- 
apprehension is obvious. I no longef believe in Kraft- 
Ebing’s dictum that neurosyphilis requires civilization as well 
as syphilization—I am, etc., b 


Johannesborg. JAMES MARSHALL. 


Epidemic Vertigo 


Sm,—In the last two months I have seen three patients, 
aged 54, 39, and 9, struck down: by the following syndrome: 
the acute onset of severe giddiness, followed rapidly by 
nausea, and in the two adult cases severe vomiting; associ- 
ated with headache, ee aches in the limbs, and slight 
fever. 
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On examination in‘all cases an obvious coarse horizontal 
nystagmus was elicited on looking to either side. No other 
physical signs in the central nervous system were observed. 
The giddiness was not present while lying down flat, but 
became incapacitating on sitting up or standing. In all cases 
the nausea and vomiting were rapidly relieved by an anti- 
histaminic, promethazine 8-chlorotheophyllinate, in appropri- 
ate dosage, but this did not affect the vertigo. 

The first case seen two months ago still has fine- nystagmus 
on extreme deviation and vertigo on stooping, but is other- 
wise well. The second case is improving steadily after three 
weeks, and the third is still in the acute stage. 

In view of recent reports I have little doubt that these 
are cases of epidemic vertigo, or “ neurolabyrinthitls 
epidemica ” (see British Medical Journal, 1950, 2, 1493). 
In an exactly similar case seen in Winchmore Hill, London, 
in 1948, the patient was referred to a leading neurologist 
during her convalescence and was suspected ôf having had an 
initial cerebellar attack of disseminated sclerosis. It appears 
likely that this condition has been endemic in this country for 
many years, having been confused with disseminated sclerosis. 
or with Méniére’s syndrome.—I am, etc., 
° Stroud, Glos. 


S. C. ROGERS.’ 


- Eosinophils and Blood Clotting 


Sr, —Dr. Z. Z. Godlowski’s preliminary report (April 21, 
p. 854) prompts us to report some of our observations, which 
were made on 59 rats and three men. We observed in eight 
out of nine rats that high dosages of intravenous’ heparin 
(6 mg. per 100 g. body weight and above) regularly pro- 
duced significant eosinophilia, while doses of 2-3 mg. per 
100 g. or below did not produce it in three cases. The 
eosinophilia begins to appear as soon as 15 minutes after the 
intravenous administration, and is of about 24 hours’ dura- 
Traumatic. or operative shock (5 rats} 


abolished or ‘prevented the phenomenon. Therefore the 


following experiments were carried out three to four days . 


after the operations were performed. In «these trials the 
heparin eosinophilia was unaffected by bilateral adrenal- 
ectomy (4 rats). Divergent results were gained after 
splenectomy 4 rats). .Subtotal hepatectomy (4 rats) seemed 
to interfere in some degree with the four-hour eosinophil 
response. 

Studer (1950) found that a heparin “resistance occurred 
during the acute phase of liver damage produced by carbon 
tetrachloride and trypan-blue, 

-We succeeded in preventing eosinophilia with toluidine- 
blue in one animal. Adrenaline abolished eosinophilia 
within 25 minutes in two animals, but not after adrenal- 
ectomy in one other. a - 

Further, we attempted to produce eosinophilia in three 
humans. The usual doses of 150-250 mg. (heparin vitrum 
and “liquemin ”) failed to give a positive response in the 
first four hours., We therefore concluded that heparin could 
hardly play a part in the physiological regulation of circula- 
ting eosinophils. Dr. Godlowski gave pharmacological doses 
of about 1,000 mg. heparin in his human experiments, and 
our rat doses also are of pharmacological magnitude. It 


» must, however, be mentioned that the heparin preparations 


used’ were of animal origin and seem to be not identical with 
the human one. 

During the experiments we expected to find a rather close 
connexion between circulating eosinophils and blood clotting. 
Shortening~ of the clotting time represents an archalc defence 
mechanism of organisms, and like eosinopenia it seems toraccom~ 
pany different life stresses (Cannon and Gray, 1914). Bertelli, 
Falta, and Schweeger ‘suggested already in~1910 a possible con- 
nexion between vegetative tone and blood eosinophils, The 
eosinophil count of humans slightly increased during sleep, and 
also in our three barbiturate-treated rats, and the clotting time 
was slightly prolonged. 

It seemed to us that, according to the dynamic state of 
regulation, quicker coagulation is accompanied by eosino- 
penia and increased clotting time by eosinophilia. Takats’s 
experiences (1950) on’ operated patienfg seemed,to confirm 
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our suggestion. Thus, besides the hypophyseo-adrenal regula- 
tion of homoeostasis the systems regulating blood coagula- 
tion also play a part in response to different stresses. Later 
still we gained some results hardly explainable only by the 
factors regulating coagulation. 


The' following conditions gave rise to eosinophilia in rats: both 
adrenaline (two cases) and acetylcholine (four out of five) in 
adrenalectomized animals; high salicylate doses (four cases) in 
adrenalectomized animals. Dury (1950) observed a significant 
increase in the number of circulating eosinophils after splenectomy 
and adrenalectomy-splenectomy, and Janovics and Tiszai in this 
clinic after subtotal hepatectomy in rats. 

The anticoagulant “ liquoid ” (Roche), a polyanetho] derivative, 
only irregularly evoked eosinophilia even after 12 hours, and 
with doses of 4-7 mg. per 100 g rat (six cases). An eosinopenia 
was observed in five out of six cases at the fourth hour. A 
connexion, however, existed with the bleeding time, and the 
eosinopenia of the fourth hour was accompanied by the accelera- 
tion of clotting. 

Stressing doses of intravenous salicylate caused only slight 
or insignificant eosinophil-rebound (three cases) in the hypopro- 
thrombinaemuc phase of Link, Overman, Sullivan, Heubner, and 
Scheel (1943), and also repeated effective oral doses of dicoumarol 
only elicited eosinophilia irregularly (three cases). In a few cases 
of different experiments there was an easily demonstrable diver-* 
gence of clotting. and the eosinophil count. Prothrombin time, 
clotting time, etc, were not measured in our experiments and 
only estimation of bleeding was our indicator. It proved to be 
sufficient. a 

According to Bickel (1950) the failure of blood to coagulate 
in cases of anaphylactic shock is mostly accompanied by eosino- 
penia, and eosinophilia only develops subsequently, while coagu- 
lation time tends to femain normal. Further, although results with 


/ cortisone and A.C.T.H. are divergent in this relation, it can be 


` 


said that prolongation of the clotting time accompanied the 
eosinopenia of single doses of cortisone and A.C.T.H. (Smith, 
Margulis, Brennan, and Monto, 1950). A 

Finally, we add that Jancsó at this University noted in 1931 that 
anticoagulants exert a marked inhibition of the storage capacity 
of the reticulo-endothelial system. 


Thus, after recognizing some facts about the effect, of 


pharmacological doses of heparin, the mystery of eosinophils , 


remains ‘yet unsolved.—We are, etc., 
Szeged, Hungary. E. KELEMAN. ¢ 
M. Masoros. 
k T. JANOVICS. 
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Conception and Oligozoospermia 


Sm,—Miss M. Moore White and Dr. Mary Barton.(May 
19, p. 1142) have drawn my attention to a number of refer- 
ences dating from 1919 to 1948 concerning unspecific factors 
which impair testicular function and have emphasized the 
influence of nutritional deficiency. The Biological and 
Medical Committee,, reporting to the Royal Commission on 
Population (Papers of the Royal Commission on Population, 
vol. 4, 1950, H.M. Stationery Office, p. 43), considered 
carefully all the; available evidence on this aspect of 
infertility, and said this concerning the possibility that an 
inadeqdate or unbalanced diet might reduce human 
fecundity: 

- “We do not think that this conjecture has much bearing 
on our problem, for the following.reasons: (i) As the diet of 
the population of Great Britain as a whole is now much 
superior to what it was 100 years ago; yet the birth rate 
has diminished in the period. (ii) The diet of the Registrar- 
General's Classes I and II was, in 1911, more abundant, 
better balanced, and of better quality than that of classes IV 
and V. Yet the birth rate of the last two classes was then 
higher than that of the first two. (iii) In the large cities of 


India, the depressed or scheduled classes live according to 
dietetic standards far lower than any known in this country. 
‘Yet they have immense birth rates.” 

It seems unlikely, therefore, that mere correction of 
possible dietary errors can be claimed as a cause of a 
_ husband, who shows extremely defective spermatogenesis, 
` achieving parenthood. Nog do I believe that “ administra- 
tion of iron and arsenic” (apparently in the absence of 
haematological evidence of anaemia) “following general 
medical principles” could be regarded as the reason why 
any of the three husbands reported on became fathers. 

Miss Moore White and Dr. Barton point out that it is 
a remarkable fact that in spite-of a very low sperm count 
men sometimes prove to be fecund. This completely agrees 
with our observation at the.Chelsea Fertility Clinic and with 
the opinion of the Biological and Medical Committee of the 
Royal Commission on Population, who expressed the view 
(p. 40) that “men whose semen appeared on examination 
grossly defective have been known to effect conception.” 

My reason for criticizing (April 21, p 882) the original 
-contention of Miss Moore White and Dr. Barton (April 7, 
p. 741) was that they claimed that a series of non-specific 
forms of treatment was the cause of the three husbands 
reported in their memorandum achieving parenthood, It is 
my personal opinion that one has no right to make such a 
claim, and that it is therefore one’s duty to tell such a 
husband that though he may possibly eventually succeed in 
becoming a father there is at present no proved therapeutic 
measure which offers him a redsonable chance of doing so. 
—I am, etc., 

London, W.1 P. M. F. Bishop. 


Early Diagnosis ‘of Infective Hepatitis 


Sm,-——Many of these cases are clinical puzzles until the 
appearance of a dark urine gives a welcome clue; and since 
not a few are associated with abdominal pain and fever 
there may be much anxiety. In your refresher course 
(May 26, p. 1198), as in all textbooks, nausea and loss of 
appetite are noted as early symptoms. But in my experi- 
ence frequently the patient will refuse both solids and fluids 
of every description even when there is no vomiting, and, 
this may apply both to febrile and afebrile cases. Since'l 
first observed this peculiarity a couple of yeats ago I have 
failed to notice its occurrence in any other condition; but 
it has appeared regularly in the few cases of hepatitis which 
have come my way, and it has thus been possible to make 
a tentative diagnosis several days before the actual jaundice 
appeared. If the patient can be induced to take some fluids 
the advantage of early expectant treatment on a fat-free 
diet (instead of the usualwmilky slops) where a hepatitis is 
developing needs no stressing. 

Naturally, a country practitioner like mysélf cannot quote 
a large number of cases, and I write to you because it would 
be most useful and interesting if others have made a similar 
observation, or can confirm it out of their recent experience. 
—I am, etc., ə 

Shipton-onder-Wychwood, Oxon. Gorpon Scorr. 


Morphine and Pancreatic Secretion , 

Sm—Dr. H., T. Howat (May 26, p. 1207) raises the 
pertinent point that morphine,’ by virtue of its action on, 
the sphincter of Oddi, ought to be regarded as one of the 
factors responsible for the abnormal serum enzyme findings 
which have been reported in cases of perforated peptic 
ulcer. It so happens that I did take the precaution of 
carrying out the initial enzyme estimations before the cases 
which were reported in my paper (May 5, p. 995) had 
received opiates or other sedatives. 

I should like to take this opportunity: of mentioning that 
I hope soon to publish observations on the pancreatic side- 
effects of morphine. Previous observers have used secretin 
to stimulate the pancreas prior to the administration of 
‘morphine (Lagerlöf, 1945, 1947; Myrhe, Nesbitt, and Hurly, 
1949), and the more potent combination of mecholy! and 
secretin has also been given a tri uke Plummer, and 
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Bradford, 1950). My work is mainly concerned with the 

effects of morphine on normal subjects after supplying the 

natural stimulus of a well-balanced meal. The effects of 

carbachol on the pancreatic secretion, which so far have- 
received httle or no attention, will also be taken into account. 

Dr. Howat refers to other conditions, such as gallstones 

and intestinal obstruction, which may affect the tonicity ‘of 
the sphincter of Oddi. I have yet to be convinced that the 
mere presence of stones in the gall-bladder is likély to cause . 

an arrest of the delivery of the pancreatic juice to the 

duodenum as the result of reflex spasm of this sphincter. 

It is, however, well known that stones in the common bile 
duct may evoke a rise in the serum enzyme levels which 

is not necessarily associated with any appreciable morbid! 
change in the pancreas, and in these cases the causal 
mechanism is surely a simple mechanical block of the tuct 
of Wirsung. The following data taken from my files may~ 
be of interest. Serum amylase (Somogyi) and lipase estima- 
tions (Crandall and Cherry), were carried out on 19 biliary 
cases, five of which had stones in the common bile duct. 
Elevated readings were found in only one patient who was 
examined 24 hours after the onset of the acute abdominal 

symptoms. At operation a week later the pancreas pre- 
sented a normal appearance, but five faceted stones were 
picked out of the‘lower part of the common duct and a 

chronically inflamed. gall-bladder was removed. 


The details of the -enzyme findings in this case are given 
‘below: 


Lipase ` 
Amylase ml. N/20 NaOH 
Units /ml. serum per ml. serum 


* 


February 24, 1943 1,830 21 
- February 26, 1943 460 _ 44 
February 28, 1943 210 18 


The only reference to abnormal values iù intestinal 


„obstruction which I have cóme across was in a paper 


¢ 


by Johnson and Bockus (1940). They suggested thatthe 
pancreas in the four cases cited might have become affected 
either by the distension of, or by the absorption of toxins 
from, the part proximal to the obstruction: absorption of 
the digestive ferment (which happened to be lipase) from 
the obstructed loops was also offered as an explanation. 
My observations, which extended to six cases all of which 
had faecal vomiting, failed to yield positive 1 results for either 
amylase or lipase.—I am, etc., i 
Glasgow. HENRY WAPSHAW. 
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os Treatment of Perforated Ulcer = 


Sm,—There has been considerable controversy recently in 
the journals about the best method of managing perforated 
peptic ulcers. Assessment of the value of a treatment has 
tended to be based on the mortality i in an unselected ‘series 
compared with a similar series treated another way. This 
of course is fallacious, as certain cases may be best managed 
one way, others another ; at best the use of such statistics 


’ shows that, if all cases are to be treated alike, one method 


may be better than another. I do not hold the view that all 
cases should be treated alike; the essence of wise surgery 
is intelligent selection, not the use of a rule-of-thumb. I 


would like to emphasize this point in view of the reverence ~ 


which seers nowadays to be given to unselected series—as 
though surgery could be reduced to a mathematical science. 

I and some of my colleagues have for the past few years’ 
adopted three methods of treating perforations, and careful 
selection of cases is always exercised. 

Conservative.—This we adopt in perforations which whenetine 
seen show evidence of localization of the peritonitis; there is little 
lower abdominal rigidity, and the pain is Jess severe than it was. 
Many of these cases are difficult to distinguish clinically from 
acute exacerbations cf a peptic ulcer, but a straight x-ray reveals 
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the tell-tale crescent of gas above the liver. In any case the dis- 
tinction is not important, as the treatment for. both conditions 
is non-operative. 

Radical.—By this I mean immediate gastrectomy. For this 
treatment the patient must, in my opinion, fulfil the following 
conditions: (a),there must be a definite indication, other than the 
single occurrence of a perforation, for gastrectomy—e.g., Previous 
perforations, long-standing chronic ulcer, previous major bleeds; 
(b) the patient’s condition must be excellent, and we have 
restricted its use largely to the younger age groups; (c) the per- 
foration’ must have occurred recently—usually so that operation 
is possible within four hours; (d) at operation it must be evident 
from the conditions found. that the gastrectomy will prove 
relatively easy. My colleagues and I have done 15 such 
gastrectomies without any mortality and with excellent results. 

Suture——Operative suture remains the treatment for’ the 
majority, of cases. 


The wisdom of immediate gastrectomy even ın selected 
cases is of course disputed, and I feel that one factor which 
now influences me against it in some cases is my view that 
the Billroth I gastrectomy—or the Shoemaker modification 
of it—gives much the best functional results; and-that a 
perforated ulcer which is not’technically amenable to such a 
procedure might become so if sutured and allowed to settle 
down. ” 

In conclusion J would emphasize again that, in a prodlem~ 
with as many variable factors as perforated peptic ulcers, 
statistics over a few hundred unselected cases can never be as 
adequate a guide to the surgeon as wisdom, compounded 
as it is of knowledge and experience.—I am, ete., 


Leicester P. HICKINBOTHAM. 


The Acute Mental Case“ 


Sm,—Dr. Desmond ‘Curran’s otherwise lucid and compre- 
hensive account of dealing with the above condition (May 19, 
p. 1134) surely errs on the side of over-caution. It 1s, in my 
opinion, only humane to give the anxious and distressed 
relatives in these cases the consolation of the infinitely 
brighter prognosis which was ushered in by the development 
of E.C.T. and insulin-coma therapy. After all, the acute 
mental case is usually only the neglected mental case, and 
had action been taken a week or two earlier would probably 
have been a mild mental case, willing to enter a hospital as 
a voluntary patient. The appearance of acute symptoms, 
therefore, in no way lessens the chances of complete recovery 
(apart from the dangers of an accident-or dehydration), pro- 


, Vided treatment is prompt and adequate. 


The necessity to use force in these cases, fortunately now 
very rare, would in my opinion be much rarer still if doctors 
and relatives could appreciate that the acute mental case has 
“become as a rule, in addition to his neurotic ‘or psychotic 
symptoms, merely terror-stricken, and that therefore a calm, 
confident, sympathetic approach will often~allay much 
of his restlessness and threatened violence and obviate any 
struggling worth mentioning. 

I would strongly endorse Dr. Curran’s warning of the 
danger of depressive symptoms. In these days when the 
latter can be removed almost overnight it is almost inexplic- 
able to find these patients being treated for weeks or months 
‘on end by sedatives, tonics, etc.—I am, etc., 


Armagh, N Ireland, ,  ROBĘRT THOMPSON. 
p ; 


Clinical Significance of Vitamin A 


Sm,—Your abstract of Dr. Z A. Leitner’s address (May 19, 
p. 1110) and especially the section on febrile conditions 
(p. 1113), may at last stimulate interest on the role of vitamins 
A and D in infections generally. I have been interested in 
this subject for 21 years, and have added reason for interest 
in that I owe my life in an attack of septicaemia in°1933 
(contracted from a patient who died of it three days later) 
to treatment, by injection, with large doses of these vitamins. 

Interest in the possible beneficial effects of large doses 
of vitamin A was discounted by the fact, which Dr. Leitner 
mentions, that large supplies of vitamin A are found in the 
livers of patients dying of long febrile illnesses, and this 
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was known some while before Lindqvists paper in 1938. 
Indeed it was this, among other things, which led me (Lancet, 
1938, 1, 599) to postulate that in febrile conditions there is 
some interference with the’ mechanism of the liberation of 
vitamins A and D into the blood, and this accounts for the 
poor response to oral administration of these vitamins. I 
also think that there is some synergic action of the two fat- 
soluble vitamins, for I can obtain with regularity results 
from injection of the two together which I cannot from 
either singly. 

Dr. Leitner now confirms that there is a marked drop in 
the serum content of’ vitamin A in febrile conditions, and 
the only way, therefore, whereby this content can be raised 
to normal must be by injection, in order to by-pass the liver. 
I have used intragluteal injections of an oily solution, which 
are not ideal, for other muscles seem to tolerate them badly, 
but emulsions fine enough for intravenous injection were— 
and perhaps still are—difficult to make and keep stable, and 
the newer water-miscible solvents were not then in use. 

Clinical experience obtained over these 21 years shows 
clearly that vitamin A (and D) has a very definite effect on a 
febrile temperature; in fact the injection of 1 ml. of 
“ dekadexolin ” will markedly lower the temperature for 
somé 24-36 hours. Doubling the dose will prolong but not 
increase this effect, and it will certainly be rather uncomfort- 
able, for the patient. If, however, the second millilitre is 
giver: ät the same.time into a different area or into the other 
buttock, the depression of the temperature will be increased 
but not doubled, because, presumably, though the area of 
absorption has been doubled the serum is not able to take 
up more than a certain amount, This action of dekadexo- 
lin on the temperature is visible in a few hours after the 





- first injection and its euphoric effect on the patient ‘is quite 


definite. If at the same‘time a little aspirin and Dover's 
powder are given -the patient will often have a soaking 
perspiration, after which he feels very much better and the 
febrile process may have come to an end. The action is 
quite different from either sulphonamides or penicillin, and 
I still get patients who will respond to neither of these and 
yet clear up after one or two injections of dekadexolin. 
Dekadexolin has the great advantage that it makes the 
patient feel better (often much better than he really is) 
instead of depressed or exhausted—i.e., its action seems to be 
on the patient rather than on the infecting organism. 
Naturally, as a general practitioner, I can only observe 
clinical effects and speculate about the mechanisms by which 
they are produced, but I am fairly confident that these 
mechanisms are really vital to our knowledge and control 
of disease. It seems to me sad that legitimate enthusiasm 
for sulphonamides and the antibiotics should have rather 
eclipsed interest in the patient and his reactions. I have 
written about this matter many times in the last 17 years 
but no one seems to take much notice, I suppose because 


G.P.8 are seldom genuinely expected to see or find out any- ! 


thing ; but that does not alter the observation that here is a 
way by which lives can be saved, illness curtailed, and know- 
ledge extended, if only’ doctors will use it—I am, etc., 


Winsford, Chesture. W. N. LEAK.. 


Bitten by Adder 


, Sm-—The haemorrhagic and thrombotic effects of viper 
venom are well known and it is generally agreed that in 
the healthy adult these effects are not likely to endanger life 
after a bite from a British adder. Hamilton Fairley (1936) 
states that viper venom contains a third agent which produces 
peripheral vascular failure; and Walker (1945), discussing 
poisoning by the British adder in 30 cases in which he had 
been able to collect case-notes, comments that, in addition to 
the local haemorrhagic signs, there is a general yeaction 
varying from slight weakness to profound collapse: In the 
following case the general.reaction was alarming, while the 
vascular effects gave rise to little anxiety. 

The patient, male, aged 18 years, weight 10 st. 8 lb (67 kg), and 
of good physique, was undergoing a routine course at Brompton 
Hospital Sanatorium for bilateral apical disease of moderate 
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extent. On June 12 at 10.20 a.m, he presented himself carrying 
a dead adder about 22 in. (56 cm.) long. Five minutes previously, 
while doing his walking exercise, ho had seen the snake and 
picked it up between the left thumb and mdex finger. The 
snake. bent itself sideways and bit him on the left index finger. 
Examination of.the finger showed, one puncture wound on the 
terminal phalanx, with some swelling up to the proximal mter- 
phalangeal joint. Tho patient:looked and felt well. Since only 
one fang had struck home and the patient had immediately 
sucked the*wound till it bled, no local treatment was given. 
He was told to rest on his bed. 

At 11 a.m. he felt ill, and was pale and sweating. Blood 
pressure 68/? mm. Hg. Persistent vomiting and diarrhoea. Intra- 
muscular injection of adrenaline (1/1,000) 74 m. (0.45 ml.) given. 

At mid-day there was great deterioration of the general condi- 
“tion: anxious; sweating; cold clammy skin. Blood pressure 58/7. 
Pulse rate’ 146 on auscultation of the heart; pulse impalpable at 
‘the ‘wrist. Hexobarbitone 0.39 g. and “ anthisan ” 100 mg. not 
retained owing to continued vomiting. 1.7 ml. nikethamide and 


,0.09 g. ephedrine injected intramuscularly with no improvement. 


In view of the clinical picture of severe shock it. was decided to 
give a plasma transfusion. 

At d p.m. plasma transfusion started. 

At 3.30 p.m. transfusion of two pints (1,120 ml.) of dani 
completed. Skin warmer. Pulse rate at wrist 120. Blood 
pressure 116/68. “ Antivenin ” had now been obtained, but was 
not given, since. the patient’s general condition had greatly 
improved. 

On the following day he felt well, with pulss 88, blood pressure 
116/68. Haemoglobin 112%. Red blood cells 6,200,000 per 
c.mm. White blood cells 18,800 (polymorphs 77%). Subsequent 
progress uneventful. 

Within 48 hours of the bite the whole of the left arm and TE. 
became swollen with pitting oedema, and there was bruising on 
the inner aspect of the upper arm. The swelling subsided in four 
days and there was yellow discoloration of the arm and forearm 
for a week, f 


The improvement in tbe patients condition was almost 
as sudden as the initial collapse, and it occurred during the 
transfusion of plasma, the first pint of which was given-in 
about half an hour. This may have been coincidence, but we 


feel that there is a case for giving plasma immediately after ~ 


an‘adder bite, pending the arrival of antivenin, which is not 
usually available at once. Mathias and Ffrench (1947) 
publish two cases in which “ benadryl ” appeared to be effec- 
tive in combating the shock following adder bite; it was 
given by mouth in one case, and by both mouth and rectum“ 
in the other. In our case oral administration of “anthisan ” 
was useless owing to vomiting, and the severe diarrhoea 
would have prevented rectal administration. An anti- 
histamine drug giyen parenterally might have been bene- 
ficial in view of the experience of Mathias and Ffrench—* 
I am, etc., 


„Aldershot, Hants. Deryck L. H. Gopparp, 
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POINTS FROM LETTERS i 
Obstinate Tapeworm 


‘Colonel S. G. S. HAUGHTON (Cranleigh, Surrey) writes: The 
advice given (May 19, p. 1154) will fail in the majority of cases 
It is merely textbook teaching and not clinical bedside experience. 
The one essential in treatment is the starvation of the patient— 
this ensures the starvation of the worm. Then fresh liquid extract 
of filix mas will do its work. 


Use of Ascorbic Acid with A.C.TH. 


Dr. J. BurnnaM Kino (Cape Province) writes: L have been 
surprised at the little attention paid to the role of ascorbic acid 
in treatment with A.C.T.H. While it is only conjectural, this 
assertion nevertheless has strong experimental backing: it is 
known that there 1s a nearly linear relationship between A.C.T.H. 
dose and degree of adrenal Ascorbic acid depletion. This suggests 
most strongly that there is some relationship between adrenal 
hormones and ascorbic „acid (perhaps in the so-called 
“amorphous fraction”). ‘At the very lowest estimate,’ it 
would be sound, physiologically, to keep 'the adrenals supplied 
with extra ascorbic acid during courses of A.C.T.H. 
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‘Tone 16, 1951 
Obituary _ 
‘SIR ‘THOMAS WATTS, “M.D. Ping 


Sir Thomas Watts, who was in practice at Hyde, 
Cheshire, for nearly thirty years, died at Southport on. 
June 3,.aged 82. 

Born at Hyde, Cheshire, the eldest son of Dr. John 
Taylor Watts, J.P., he lived in the atmosphere of family 
practice from his ‘earliest days, and even. in retirement 
maintained an active interest in the well-being of general 
practitioners. From Bolton Grammar School he went 
on to Owens College, which has this year celebrated 
its centenary and is now the University of Manchester. 
His clinical instruction was undertaken at the old Man- 
chester Royal Infirmary in Piccadilly under the many 
famous savants associated with that institution. In 1889 
he graduated M.B., B.S. Durham, proceeding M.D. three 
years later. Immediately aftér qualification he entered 
the practice of the late Dr. George Sidebottom, of Hyde 
aA practice with which his father was closely associated 
—and in’ this fine old industrial family practice he 
obtained invaluable experience. He was an obstetrician 
of no mean order, and his skill As a surgeon—at,a time 
when surgery was performed in the patient’s own home, 
and the doctor’s surgery ‘was a true surgery—extended 


` beyond the immediate neighboyrhood in which ‘he 
.resided. A most versatile man, Watts took the degree 


~ Alfred Ryder, of Durban, Natal. 


' of industrial medicine. 


of B.Sc. of the Victoria University of : Manchester 
while busily engaged in practice. He was proud 
to be known as a family doctor, and “Dr. Tom,” 
as he was’ familiarly known, gave to his patients, in 
partnership with his brother Dr. James Watts, and aided 
by many well-trained assistants, all the medical, sur- 
gical, and obstetrical sérvices which their patients 
required. He held numerous public appointments. As 


the surgeon to several local factories engaged in various 


industries he attained a unique and practical knowledge 
He was for some years honor-, 
ary treasurer of the Incorporated Association of Factory 
Surgeons and at one time held the office of president. 
In 1902 he contributed an article to this Journal on the 
subject of “ Shuttle Threading as a Source of Infection,” 
a process which was giving rise to much anxiety among 
cotton operatives. ; 

Watts strongly opposéd the introduction of a national 
medical service, inasmuch as he believed it violated ' 
the private and confidential nature by which family 
practice was sustained. Nevertheless, he accepted the 
inevitable and gave valuable service as a member of the 
Insurance Committee of the County Palatine of Chester. 
He was an ex-president and ex-chairman of the Ashton- 
under-Lyne Division of the B.M A. and was also a 
former vice-president of the Lancashire and Cheshire 
Branch. In later years he served on the Parliamentary 
Elections Committee of the Association. He retired 
from practice in Hyde in 1921, and shortly afterwards 
went on a tour of South Africa. It was there that in 
1922 he married Dorothy , Dudley, daughter of Mr. 
Returning to England, 
he continued to work as a consultant physician in Man- 
chester and took an active interest in politics. In 1922' 
he became Conservative M:P. for the Withington Divi- 
sion of Manchester, defeating his Liberal opponent, 
Mr. E: D. Simon. (now Lord Simon of Wythenshawe) by 


, 670 votes. The following vear he lost’ the seat to 


x jaa 


Mr. Simon, but in the election of 1924 Watts regained ` 
it with a majority of over 3,000, and he-held it until ~ 
1929. His maiden speech, on vaccination, was a great 
success. About this time he was greatly impressed by 
the Spahlinger method of. treating pulmonary tuber- 
culosis. He made personal contact with Spahlinger in 
Geneva, and there studied his technique and investigated” 
his results. He was a member of a party of medical 
members of Parliament who reported on this form of 
treatment, recommending its official recognition by’ the 
Ministry of Health. 

For his public: services Watts deceived the honour of 
knighthood in 1928. His death severs another link with 
a race of medical practitioners who did so ‘much to 
enhance the position of domestic medicine ‘in ‘this 
country. He is survived by ‘his widow, his son, who 
is in the Royal Navy, and his oui —J. K. 


M. P. REDDINGTON, M.B., FRCS, MRCOG. 


Mr. M. P. Reddington, senior obstetric surgeon t- the 
Woolwich, Memorial Hospital, died in the Middlesex 
Hospital on May 25 at the early age of 51. BA 
Mortimer Philip ‘Reddington was born at’ " Christ- 
church, New Zealand. He had his schooling’ theré.and 
graduated i in medicine from Otago University, where he ` 


-gained a much-prized trials cap for the “ All Blacks,” 


After a brief spell of ‘practice in Wellington, he came, - 
at the age of 25, to this country to take the English 
F.R.C.S., which he did in 1933. About two years after 
his arrival here he married and went to a country prac- 
tice in Colchester, where he was both happy and success- 
ful. When he obtained the Fellowship he-came to 
London to specialize in obstetrics and gynaecology. His 
earlier appointments—resident at the Jessop, registrar at , 
the Grosvenor, and registrar at the Royal Waterloo— 
indicated that: he was already leaning towards this 
specialty. His personal magnetism, his real sympathy 
with patients, and his surgical skill ensured that he ‘was 
immediately successful, and soon he was a well-known 
figure in London medical circles. He took the 
M.R.C.O.G.* in 1936. His hospital practice at this 
stage was confined to the Memorial Hospital at Wool- 
wich. Then in 1939 began a series of events which 
changed him from a man controlling his destiny to one 
who must perforce watch it unfolding itself. He was 
fortunate that he possessed the courage to do so. He 
had joined the R.N.V.R. in 1932, so at the outbreak of 
war he was called to the Navy with the rank of surgeon 
lieutenant-commander. In this he served until he was 
invalided out. While he was in the Service his young 
wife died. Coming out of the Navy, he went first to 
a country practice in Bridgwater to recuperate, but 
soon was back in London to gather up the threads. 
Here he was injured in an air raid, but when he had 
recovered he took on additional hospital appointments at 
the Royal Hospital, Richmond, Queen Mary’s Hospital, 
Sidcup, Joyce Green Hospital, and the Bexley Maternity 
Hospital—and in fact was working harder now than ever 
before. The strain told on him, and in his Igst 18 months ~ 
it was clear that he was becoming seriously ill, Never- 
theless, he kept on till he was no longer able to continue. f 
Reddington ° was a man of culture, and he wrote verse 
as well as prose. His style was effortless, as his series of 
articles, “ Problems in Obstetrics,” showed. In the years 
before the war he was able to indulge his love of sport 
and games—golf at Tonbridge and St. George’s Hill, 
tennis at, Hampton Court or Lord’s, and an occasional 
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day’s shooting. Quite recently he married Mrs. Beryl 
Cookson ; to her and to his three sons, two of whom 
are medical students, the sympathy of ‘his friends and 
colleagues goes out.—C. K. V. 
A 
S HAROLD UPCOTT, F.R.C.S. 


~ Mr. Harold Upcott, late senior surgeon to the ‘Holl 


Royal Infirmary, died at his home at Thornton-le-Dale, 
Yorkshire, on May 24, aged 71. 

Educated privately, Upcott received his medical train- 
ing at St. Thomas’s Hospital, and took: the -conjoint 
diploma in 1902. After holding resident appointments 
at St. Thomas’s he became a Fellow of the Royal College 


` of Surgeons in 1904. After a clinical assistantship at the 


“Samaritan Hospital for Women he went to Leeds as 


r private assistant to the late Lord.Moynihan, and in 1907 


was. appointed honorary assistant surgeon to the Hull 
Royal Infirmary. Apart from the first world war, when 
he served as a surgical specialist with the 37th C.CS. in 
France and Italy, and was twice mentioned in dispatches, 
he spent the remainder of his professional life in Hull, 
becoming in 1919 a full surgeon at the infirmary, to 
which he rendered outstanding services. 0 His large con- 
sulting -practice extended into East Yorkshire and North 
Linéolnshire. During the second world war, though due 
.f0 retire, he took on the duties of adviser in surgery to 
_“the E.M.S., and was largely responsible for the efficient 
running of ‘this side of the service in East Yorkshire. He 
was a Fellow of the Association of Surgeons, one of the 
~ original members of the Moynihan Surgical Club, and 
past president of the Hull and East Yorkshire Branch of 
the B.M.A. and Hull Medical Society. Upcott was a 
surgeon of outstanding: ability and versatility, and his 


“careful and gentle technique was an object-lesson to all ; 


his former house-surgeons, many of whom have since 
become surgeons, both at home and abroad, will look 
back with gratitude on the stimulating experience of 


_ working with him in their formative years. He possessed 


great personal charm, and was a man: of quiet and 
unassuming disposition, inspiring loyalty and affection in 
all who worked with him. A keen student of nature and 
a great lover of all country pursuits, hé had many inter- 
ests outside medicine. The sympathy of his many friends 
and colleagues goes out to his widow and three 
sons.—J. N. Y. 

Mr. R. B. Blair writes: Harold Upcott’s death has 
torn a gap in the ranks of English surgery. His reputa 
tion as-a surgeon was not limited to Hull, Yorkshire, 
but was wide and generally established. His technique, 
probably based on his association as an, assistant with 
Moynihan, was pre-eminent and could readily cémpete 
with the best in the world. From my knowledge of 
and association with him for over thirty years J can 
willingly and readily vouch for his great skill, and com- 
plete faith in his ability was easy of attainment. Apart 
from his surgical skill, Upcott was a man of many parts. 
I know that he encouraged.the younger 1 men who showed 
enthusiasm and some ability. He possessed a personal 
charm which, endeared him to patients and friends alike. 
His passing will ever be a sad event in the lives of many, 
who will never forget his life and work. Such men as 
Upcott are rare and far between.’ d 
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Dr. W. F. McLean, who practised in Haddington for over 
30 years,-died on May 28 in the Royal Infirmary, Edinburgh, 
after a short illness. A “ 
Farquhar McLean was born in 1888 at Boddam, Aberdeen- 
shire, spent most of his boyhood -days at Cullen, Banff- 


y ` 


son of the manse,” William _ 


shire, and laid the foundation of his education at Fordyce 
Academy. He' went on to Edinburgh University, where 
after a distinguished undergraduate career he graduated 
M.B., ChB. in 1912, proceeding M.D. in 1920, After vari- 
ous appointments in the Royal Infirmary,’ Edinburgh, his 
_career was deflected by the outbreak of war in 1914, when 
-as a lieutenant in the R.A M.C.(S.R.) he went to France 
with the original B.E,F. He ‘served throughout the war 
with distinction as M. O. of one of: the Guards battalions, 
as D.A.D.M.S. of a divisidħ, as O.C. troops in a hospital 
ship during the Gallipoli campaign, and finally as com- 
manding officer of a field ambulance with the rank of 
lieutenant-colonel. For his services he was mentioned three 
times ın dispatches and was awarded the Military Cross. 
On demobilization in 1919 McLean entered general prac- 
tice in Haddington in partnership with the late Dr. H. H. 
Robarts, and.for the next 32 years conducted a busy and 


| extensive practice which alone would have taxed the strength 


of most men. McLean, however, had many other interests 
and activities in the professional, medico-political, social, 
and recreational fields. In 1945 he succeeded Dr. Robarts 


as medical superintendent of East Lothian Mental Hospital, / 


and was for many years M.O. of Aldetston Convalescent . 
Home, Haddington. Among his other appointments were: 
medical referee under the Workmen’s Compensation Acts ; 
medical referee to the Ministry of Labour and National 
Service; M.O. to the Post Office; M.O. to the Christie 
Children’s Homes, and to Tynepark Home. A keen and 
active member of the RM.A., he was for many years a 
member of East Lothian insurance committee and chair- 
man of the local panel committee, and, since 1948, a member 
of\the Lothians and Peebles executive council, and ice- 


chairman of the local medical committee. He held office, 


as chairman of the Lothians Division from 1939 to 1940, and 
he was also president of East Lothian Medical Practitioners 
Society, being the moving spirit at its clinical meetings and 
social functions. A'good golfer, he was also a first-class 
rifle’ shot, the winner of numerous trophies at Bisley. To 
the traifing of V.A.D.s, the organization of first-aid work 
in relation to Civil Defence, and to the British Legion he 
unselfishly devoted much valuable time. af 


O.D.J. writes: It was with a tragic sense of personal / 


loss that’ his colleagues and the ‘general community in East 
Lothian- learned of the death of Dr. W. F. McLean. e 
bare recital of so numerous'interests and activities is surely 
evidence enough of his sterling worth. He looked so strong 
and‘sturdy (almost Churchillian in-appearance and constitu- 
tion): that those who lived close to him thought him indes- 
tructible. In spite of all the other calls on his time, his first 
concern was always for his patients. He had the ideal 
temperament for‘ the exacting’ job of ‘GP kind, generous, 
hospitable, human, approachable, not easily, ruffled, 3nd 
willing at any time of the day or night to go to the help 
of a phtient or a colleague. He was in fact the best 


- of (GP., with more than average skill, knowledge, ‘and 
experience in most branches of medicine and surgery, and , 


ever searching for the truth—even to ‘the extent of liking 
to perform post-mortem examinations. 


Dr. ALEXANDER CRUICKSHANK, who had been in general 
practice in Buckie for the past 25 years, died suddenly, in” 
the Royal Infirmary, Aberdeen, on June 2 at the age of 47. 
Alexander Cruickshank was educated at Strichen Secondary 
School and Aberdeen University, where he graduated M.B., 
Ch.B. in 1925.. After a year’s residency in the Sick Chil- 
dren’s Hospital, Aberdeen, he went as assistant to Dr. George 
Hendry in Buckie, Banffshire, and became a partner in 1935. 
Eleven years later he established his own practice in the 


town. -He had a high reputation as a medical practitioner” 


.in the district, particularly for his work in obstetrics and 
paediatrics, and his unfailing good humour and friendliness 
endeared him to his patients, for whom he was a real family 
doctor; giving his Whole time and energies for the benefit 


‘of those i in need without thought of material reward. He. 


took a keen interest in the sporting activities of the town, 
and was a member of the B.M.A. for 15 years. There could 
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be no better tribute to his memory than the appreciation 
published ‘in the local newspaper: “ Perhaps no more popu- 


lar man than’ the late Dr. Cruickshank ever served the’ 


public of Buckie.” He leaves a widow and two children, 
aged 11 and 7° years. 


Dr. W. Asten, for many years chairman of the health 
committee of the Bournemouth County Borough Council, 
died in» Bournemouth on June 4, aged 84. Walter Asten 
was born in Dewsbury and educated at Batley Grammar 
School and Mason University College, Birmingham. 
Qualifying in 1900, he was in general practice,for several 
years near Wakefield, where he held a number of public 
appointments. He was called to the Bar in 1911, and for 
three years he practised as a barrister in London. However, 
in 1914 he returned to medical‘ practice, settling in Bourne- 
mouth. It was about this time that he graduated M.D. at 
. the University of Brussels. Always a keen temperance 
advocate, he became for a few years medical superintendent 
of Rendlesham Hall in Suffolk, but he returned to Bourne- 
mouth, -where ‘in 1927 he began his long association with 
the health ‘committee of the town, council. -One of his 
achievements was the establishment, before the war of a 
municipal cancer clinic, where free advice was given to any 
person who attended. Asten, who took a keen interest in 
the work of the B.M.A., was much respected by his 
colleagues. For many years he wag secretary’ of the 
Dorset and West Hants Branch, and its president in 19334. 
Besides beifg a representative of the Bournemouth Divi- 
sion at many annual meetings, he held office as chairman 
of the Division in 1928-9. He was also a mefnber. of the 
Public Health Committee of the Association from 1931-6. 
A man of the highest principles, Asten’s work for the com- 
munity and for his profession will long be remembered. 


By the dedth of Dr. Eucentus Harvey Bermuda has lost 
one of its most popular and gifted medical practitioners. He 
died suddenly on May 23 at the early age of 47. He studied 
Medicine in this country at Oxford (Merton College) and 
the Middlesex Hospital, qualifying in 1929 and graduating 
B.M., B.Ch. in the following year. While in practice in 
Bermuda he attracted the genuine affection of those with 
whom he worked, of the patients he served, and of numerous 
friends. He was a skilled surgeon, and was particularly 
interested in the artificial pneumothorax treatment of 
tuberculosis. He was the first doctor in Bermuda to per- 
form a replacement transfusion in erythroblastosis foetalis. 

` Budit is not only for his high professional competence that 
he will be remembered. He was sympathetic in a true sense, 
for he felt and suffered deeply with others. He is survived 
by his widow and two children. 


Mr. L F. McAsn, senior dental officer tó the Lancashire 
County Council, died suddenly on May 28 in Southport 
at the age of 51.” Ian Fleming McAsh was a native of 
Edinburgh, and was educated at George Watson's College 


and Edinburgh ‘University, where he studied both dentistry , 


and medicine, qualifying in the former in 1921 and in the 
latter a year later, when he became temporary, assistant 
medical officer to the Royal Albert Institute for the Feeble- 
minded in Lancaster. He then went into private dental 
practice in Edinburgh, where he obtained the H.D.D.R.CS. 
in 1932. Some years before this he had entered the school 
dental service of the Lancashire County Council. Children’s 
health was his great concern, and he was the author of 
articles dealing with anaesthesia and oral and dental sepsis 
in schoolchildren. He also wrote a Dictionary of Dental 
Diseases and Treatment. These writings would suggest that 
he was more dentist than doctor, but this was not so. Every 
advance in medicine was known to him, and this knowledge 
was full and intimate, rendering him capable of critical 
suggestion and comment. During the second world” war 
he'was one of the medical officers to the Southport battalion 
of the Home Guard. This, with his county duties and other 
activities, made the war years very strenuous for him, and 
its end left him with impaired health. Thereafter all his 
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energy had to ,be.reserved for his work, and so he became ` 
deprived of the normal recreative and social outlets. This 
he did not resent, for the deprivation was fully compensated 
by his contentment in his home life. He continued at work 
till within two weeks of his death, and this is how he would 
have wished it to be., The quick, penetrating, but gentle 
glance of the eyes so”often accompanied by a quiet Ghuckle 
and flashing smile are‘lost to us, but the memory remains. 
To his widow and son his colleagues on the medical and 
dental staff of the Lancashire County Council and his many 
friends, both lay and professional, extend their deep and 
sincere sympathy.—P. Y. L. ` 











Medical Notes in Parliament 


\ oe” 

AGED- SICK = 

Mr. ANTHONY GREENWOOD, in the Adjournment Debate on - 
June 6, drew the attention of the House to the problem 
of getting old people into the chronic sick wards of hospitals, 
He said that the Parliamentary Secretary to the Ministry of 
Health. calculated that in the whole country 7,000 were 
waiting for chronic sick beds. The problem was primarily 
one of ‘providing adequate accommodatioh, but it was also, 
necessary to gain a new outlook on the aged sick. They 
should be stopped from going to hospitals if that Aas 
possible, as frequently those in chronic sick wards were not’ 
in need of hospital treatment. It was necessary to set out 


_ to cure old people who were in Hospital and to try to get 


them out to lead an ordinary existence. In their own homes ` 
old people had the attention of their general practitioner 
and could consult specialists under the National Health 
scheme. Occupational therapy should be made available to 
patients in their own homes, and adequate nursing. Volun- 
tary organizations could provide old people with meals in 
their homes and help them in other ways. Domiciliary 
treatment on those lines was cheap and would allow more 
effective use of hospital beds. The expense would be some- 
thing like £3 a week against between £8 and £15 a week in 
the chronic sièk wards of hospitals. For old people who 
could not stay in their own homes hostels should be provided 
either of the ordinary welfare type or‘of the kind which 
catered for those who alternated between sickness and good 
health. Big local authorities were providing these hostels, 
but more were needed. Hospital treatment in the first 
place should be on a short-term basis. Every hospital ought 
to be encouraged by the Ministry of Health to set up a 
geriatric department. He quoted statements by Lord 
Amulree, under whose supervision the first geriatric unit 
in a teaching hospital was set up at St. Pancras, that only 
about 13% of the cases admitted to the unit were regarded as 
irremediable. » , 
HALF-WAY HOUSES 


Mr. A.’BLENKINSOP agreedthat it was important to prevent 
old people from becoming chronic cases. The first care of 
the Government must be to improve the domiciliary services, 
and to assist the hospitals in providing accommodation for 
those who could be discharged. It was essential to bring 

‘together the voluntary and statutory agencies working in this 
field, and there had been a great response to the circular 
issued by the Ministry of Health a year ago to local authori- 
ties urging them to co-ordinate all bodies engaged in welfare 
work for old people. There were now 42, county old 
people’s welfare committees, generally including both 
voluntary and statutory bodies. He was anxious td encour- 
age the setting up of committees where this had not been 
done and that would assist the hospitals as well. Many local 
authorities had set up residential hostels under the provisions 
of the National Assistance Act. There were about 350 of 
these in England and Wales and another 400 were in prepara- 
tion. These hostels provided accommodation for about 
8,000 old people. They had been intended mainly for the 
healthy old, and where people fell sick the problem arose of 
whether they should be moved into some other type of 
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hospital or whether provision could be made to meet their 
needs where they were. There ought to be some experi- 
mental provision of intermediate accommodation for those 
who were partly sick and partly well. The main problem, 
however, still lay' with the hospitals and was chiefly one of 
trying to make better use of existing accommodation. It 
was possible with a better turn-over of hospital beds to meet 
most of the problems of the waiting-list. The Ministry was 
doing what it could to encourage active work in the hospitals 
on geriatrics. Much more effective co- operation was 
required between the different authorities concerned and was 
more a matter of co-operation by those on the spot than of 
setting up committees at regional or national level. He was 
anxious to encourage provision of hostels for patients who 
were not permanent bed cases but required regular nursing 
and medical care and could ultimately be discharged. Funds 
had been provided by the King Edward VII Hospital Fund 
for such hostels and he hoped it would not be long before 
there were many more of these places. 

Mr. J. Enoca Powe said the cost of the social services 
was largely governed by the rate of turnover, and any 
measure which promoted a more rapid turnover and thus a 
reduction in overheads would be the truest economy which 
„could be carried out. 

*,The debate then closed. 


- Accommodation for Infirm—tino Scotland 5,936 beds are avail- 


-able in local authority establishments for the care of aged and 


infirm persons, and 3,000 additional beds in voluntary ahd private 
establishments. Local authorities estimate future needs as 5.600 
additional beds. i 

Sulphur.—Strains of bacteria most effective in producing 
sulphur have been isolated and cultures are kept at the Chemical 
Research Laboratory. Further quantities can be bred from these. 





Medico-Legal ` 








CHEMISTS SHOP NOT A “FACTORY” 
[From OUR MEDICO-LEGAL CORRESPONDENT] 


The Court of Appeal recently dismissed an appeal’ by a 
Mr. 'H. Joyce, who was emploved as a porter at the 
Leytonstone branch of Boots Cash Chemists (Southern) 
Ltd., from a judgment of Mr Justice Slade in the com- 
pany’s favour. Mr. Joyce was injured while carrying a 
box of medicines upstairs, when he tripped at the top of 
the stairs because the linoleum on the top stair was raised 
from-one-eighth to three-sixteenths of an inch above stair 
level. He had been employed at the branch for 21 months 
before his accident. | 

It had been contended before Mr. Justice Slade that the 
shop was a “factory” within the meaning of the Factories 
Act, 1937, and that the company was in breach of the provi- 
sions of that Act by allowing the linoleum on the top stair 
to be in such a condition. Alternatively, it was contended 
that the company was negligent at common law. Mr. Justice 
Slade held that the shop’ was not a “factory” within the 
meaning of the Act, and that the company had not been 
negligent at common law. He refused to say that the top 
of the stairs was dangerous because the linoleum had not 
been set back 4 ft. . 

The Lord Chief Justice, Lord Goddard, in his judgment 
dismissing the appeal, said that, in the five and a half years 
that the linoleum had been in place, hundreds of people, 
including Mr. Joyce himself, had passed over it without 
accident or complaint, and Mr. Joyce had, like hundreds of 
people before him, tripped. But the fact that an accident 
might happen at that place did not necessarily mean that 
the place was dangerous, and he agreed with Mr. Justice 
Slade’s conclusion that it was not. 

| Lord Justice Singleton and Lord Justice Denning agreed 
that the appeal should be dismissed. 


p 


7 ‘The Times, March 3. 





Universities and Colleges 








s 


UNIVERSITY OF OXFORD 


‘Dr: J. M. Walker has been elected a member of the General 
Board of the Faculties by the Faculties of Medicine, Physical 
Sciences, Biological Sciences, Anthropology and Geography, and 
Agriculture and Forestry. 

Sir Hugh Cairns and Professor L. J. Witts have been elected 
official chnical members and Dr. G. S. Dawes, Dr. D. S. Parsons, 


Dr. H M. Sinclair, Mr. J. A. Stallworthy, and Dr. A G M 


Weddell ordinary members of the Board of the Faculty of 
Medicine. 

Professor R. A.-Peters, F.R.S., has been elected an official 
member of the Board of the Faculty of Physical Sciences. 

Professor W. E. Le Gros Clark, F.R.S., and Professor R. A. 
Peters, F.R S., have been elected official members and Dr. H. M. 
Sinclair an ordinary member of the Board of the Faculty of - 
Biological Sciences. 

All the above appointments are for two years from the first day 
of Michaelmas Term, 1951. 

On May 30 Sir John Çonybeare was elected a faeces of the 
Board of the Faculty of Medicine by the General Board electorate 
for two years from October 1. 


t 


UNIVERSITY OF CAMBRIDGE 
Dr. W. A. Fell has, been appointed an Associate Lecturer in 
Physical Medicine in the Faculty of Medicine from April 1 with 
tenure for three years. 
In.Congregation,on May 26 the following medical degrees were 
conferred: 9 
M.D.—W. W. Brigden, M. A. Epstein, G. A, Newsholme, 
F. McL. McGown, A. N. Exton-Smith, J. L. Fluker, V. R. 


Pickles. ‘ 
MB, B.Cum.—*A, D. Moore, S. D. Bradley. 
*By proxy. 


UNIVERSITY OF SHEFFIELD 


Applications are invited for the J. G. Graves Medical Research 
Fellowship. The Fellow appointed will be required to under- 
take full-time medical research in one of the departments of the 
University of Sheffield (clinical or other) or in a teaching hospital 
associated with the University’ The value of the Fellowship is 
£1,300 per annum, and the normal period of tenure 1s three 
years’ with the possibility of extension for not more than a 
further two years. Applications (three copies) indicating the hne 
of research proposed by the applicant, and including the names 
and addresses of three referees and, if desired, copies of not 
more than three testimonials, should reach the Registrar, 
University of Sheffield. Sheffield, 10, by July 28. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on May 1, with -Sır 
David K. Henderson in the chair, the following were elected 
Fellows of the College: A. P. Agnew, T. Semple, R. W. B Elks. 

The following were elected Members of the College: A. Kahan, 
K. C. Kandhari, K. Aaron, A. Mohammad} D. R. Barry, O. T. 
Samani, J. D. Robertson, P. W. Wishart, K G. Lowe, A.. K. 
Siddiqui, Munel M. McLean, C. M. B. Field, C. D T. MacLean, 
B. C. Sinclair-Smith, W. J. Bel, A. S. Douglas, J, Hingston, 
J. F. C. Waterston, K. B. F. Witcombe, D. Banerjee, N. P. 
Bector, G. Selby, H. J. Stott, H. W. Macintyre, A. S. Thambiah, 
M. M. Pradhan, M. F. Oliver. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the College held on May 17, with Mr. W. Quarry 
Wood, President, in the chair, the following candidates, who had 
passed the requisite examinations, were admitted Fellows: H. A. 
Beagley, A. El Masry, W. T. Gibbs, R. R. Gilfillan, P: D. 
Goatcher, J. McL. D. Hay, T. A. H. Hurrell, R. M. Jackson, 
W. H. McGillivray, I. N. Maciver, M. Mukherji, T. J. Noonan, 
G. Singh, D. B. Skewes, R, G. Townsend, L. W. van Bleick, 


SOCIETY OF APOTHECARIES OF LONDON 


The sixth Joseph Strickland Goodall Memorial Lecture will be 
delivered by Dr. T. Jenner Hoskin at Apothecaries’ Hall, Black 
Friars Lane, Queen Victoria Street, London, E.C., on Tuesday, 
June 26, at 5 pm. His subject is ‘‘ Thyroid in Heart Disease ” 
Members of the medical profession and senior students are invited 
to attend the lecture. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of meals Diseases and Vital Statistics in the British Isles for the week ending May 26 (No. 21). 


Figures of notified cases are for: d and Wales (Loadon included). (b) London (administrative county). (c) Scolar. (d) Northern Ireland. 
g ) Eire, Fy of births and deaths dee deaths recordad under each disease are for: (a) The 126 great towns in England and Wales (London included). 
b) London (admunistrative county). (c) The 16 prmcipal to in Scotland» (d) The 10 principal towns in Northern Ireland. 13 The 13 principal towns 


in Eire, A dash — denotes no cases; a blank feces a pc disease Got pear gira alr ppg ae Vogts 
Tho table is based on information supplied by the Regustrars-General of England and Wales, Scotland, Northern Ireland, and Eire, the, Ministry of 
Health and Local Government of Northern Irelan and the Department of Health of Eire. 






1951 1942-50 England & Wales 
Di Week Ending May 26 Corresponding Week | 
a (a) (6) | @ | @ E (e) | Highest Median | Lowest 
Diphtheria .. igp Sa oe 43 
Deaths ta T s ni — — 
Dysentery .. ie ‘ie es 689} 153 














Erysipelas 
Food-poisoning . 





Infective enteritis or diarrhoea under 
Deaths si bs as ae Le. 14 : 
9,189] 4 : 9,354| 2,662. 








Measles* ois a se -» 419, 
Deaths A 


Meningococcal infection 














Ophthalma neonatorum 











Pneumonia, influenzal 
Deaths (from influenza)t 


Pneumonia, primary 

















Poliomyelitis, acute: 
Paralytic ; 
Non-paralytic .. 

Deaths .. A 








Puerperal fever . 
Puerperal pyrexial] ` 


Scarlet fever .. a Le 
Deaths ae as wi {a 





982 








Smallpox see ais 
. Deaths os Dira 
n Tuberculosis, respiratory ^ 
1 bh regen Nie 1 
pas fo aang 
Typhoid fever’ sa P a 5 — 
Deaths] .. oa TO ues ie 1 — 
Paratyphoid fever .. re i 15 
Whooping-cough 
Deaths s 


we 
S 
AN 


313 228 











Deaths (excluding stillbirths) 3 
Annual death rate tper 1,000 
persons living) . 


4,390 | 3,859 


Live births .. SN as .. | 8,059 é 3} 7, ; 234| 457) 10,173 | 7,949 | $,826 
Annual rate per 1,000 persons:livin ; ~ 19-2) | 
` ee ee - 
i 211 4 _ 261 ' 221 a178 
Rate per 1, 000 total births (includ- s 
ing stillborn) os 


Stillbirths 
na ae ae a a RR a A A aa a a a aaa ee a 
* Measles not no'tfiabie in Scotland and returns are approximates. t Includes primary form for England and Wales, London, and N. aes § The number 



































of deaths from “potions omyclitis and potio carers for England and Wales, and London (administrative county), are combined. puerperal 


fever for Engian and Walos and foe Hiro: $ ths from paratyphoid fever are combined with those from typhoid fever. | 
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Vital Statistics 


l 
: Deaths from Lightning 


During the last 30 years an average of 10 deaths a year 
from lightning has been recorded in England and Wales, 
-the total number in that period being 305. This cause of 
death is tare, the deaths being about’ 1 in 50,000 of total 
deaths from all causes. In 1949 motor vehicles killed over 
12 times as many people as were killed by lightning-in the 
period of 30 years. The only year since 1920 when no 
death from lightning was recorded was 1937, and the year 
when the largest number was recorded was 1939 with 24 
deaths, Table I shows the numbers of years in which 
various numbers-of deaths from lightning were registered 
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~~ Men are much moré liable to be killed by lightning, the 
ratio of male deaths to female being 8 to 1. The age distri- 
bution .of the deaths is shown in Table I. 
oe } ` 
Taste Il.—Age Distribution of Deaths from Lightning, 1920-49, 
England and Wales 
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As is to be expected, there are many‘more deaths from 
lightning in the summer than in the winter. “The distribu- 
tion by months is shown in Table I for the period 1921 
(when the figures were first available) to 1949, ' 


TABLE Ih. —Monthly Distribution of Deaths ‘from Lighining in 
1921-49, England and Wales 


Month 
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font Industrial Accidents and Diseases 


_ The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in April was 126, com- 


i 


. 





pared with 128 in the previous month and 114 (revised 
figure) in Aprl, 1950 (Ministry of Labour Gazette, May, 
1951). 

There were 8 cases of lead-poisoning, 5 of anthrax, 10 


‘of epitheliomatous ulceration, and 10 of chrome ulcera- 


tion. There was one death from anthrax of a person 
handling and sorting hides and skins. - 

In 1950 provisional figures show that thd number of per- 
sons killed at mines (mines of coal, stratified ironstone, 
shale, and fireclay) was 493, compared with 460 in 1949, 
The ‘total number of fatalities underground was 447, an 
increase of 36 compared with the figure of 411 in 1949, 
Of these 447 deaths, 93 occurred in September, 1950, in 
the disasters at the Cfeswell and Knockshinnoch Castle 
collieries. 3 


Poliomyelitis 


` Poliomyelitis notifications in the week ending June 2 were 
as follows (figures for the previous week in parentheses): 
paralytic, 16 (22); non-paralytic, 12 (8); total, 28 (30). 
Notifications to date in the current year are compared 
with the uncorrected notifications in the previous four years 
in the Table below. Distinction is made in h year 
between’weeks 1-13 and weeks 14-22. Notifications in the 
first of these periods may be regarded largely as a conse- 
quence of the previous year’s experience. his i is not likely 
to apply i in any material degree to cases in the second period, 


` 


- and it is the numbers of these which are most likely to give 
- an indication ọf the probable experience in the subsequent _ 


poliomyelitis season, if in fact they afford any such indica- 
tion at all; of this there is no proof. 


Uncorrected Notifications of Acute Poliomyelitis, England 
an: 


Wales 








Remarks 
| Epidemic 
Post-epi 


year 

Epidemic year 

Post-epidemic 
and epidemic 
year 





year 











Infectious Diseases 


An increase in the number of notifications was recorded 
in England and’ Wales during the week ending May 26 for 
measles 808, whooping-cough 446, acute pneumonia 130, 
and dysentery 28, while the only fall of any size was scarlet _ 
fever 58. 

The largest rises.in the aimbe. of notifications of measles 
were in Northumberland 147, “Durham 135, Warwickshire 
124, Derbyshire 121, Lancashire 115, and the jargest decreases 
were Middlesex 88 anf Yorkshire West Riding 81. The 
largest rises in the number of notifications of whooping- 
cough were in Yorkshire West Riding 70, London 52, and 
Warwickshire 33. The notifications of diphtheria were 12 
more than in the preceding week ; the largest fluctuations in 
the local returns were increases "of 4 in Staffordshire and 
3 in Cheshire, The largest centres of diphtheria were Staf- 
fordshire, Coseley U.D. 5; Cheshire, Birkenhead C.B. 5; 
Devonshire, Plymouth C.B. '5, Only small changes occurred 
in the local returns of scarlet fever; the decrease in inci- 


“dence was mainly contributed by the southern section of 


the country. A small rise in the incidence of acute pneu- 
monia occurred throughout the country. 

Six cases of paratyphoid fever were notified from an out- 
break in Pembrokeshire, Haverfordwest XD. The notif- 
cations of acute poliomyelitis. were 6 more-than in the pre- 


ceding week, and the returns were the largest for 16 weeks. 


A rise of 10 in the number of notifications was recorded in 
the combined south-east and south-west counties, Eight 
counties had more than ,one notification of acute polio- 
myelitis ; the administration areas with more than one case 
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~% 
were Warwickshire, Coventry C.B. 3; Kent, Gravesend 
M.B. 2; Southampton, Gosport M.B. 2; Dorset, Poole 
M.B. 2; London, Kensington 2. 
The largest‘returns for dysentery were London 153 Usling- 
ton 44, Lewisham 32), Lancashire 122 (Blackburn C.B. 31, 
“ Manchester C.B. 25), Middlesex 65 (Enfield U.D. 14, Ealing 
M.B. 13), Yorkshire West Riding 45. i 
\ . 
Graphs of Infectious Diseases i 
The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported .during the nine years 


1942-50 are: shown thus’ -~----- , the figures for 1951 ` 


thus . Except for the curves showing notifications ~ 
in 1951, the graphs were prepared at the Department of 
Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. e 
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Week Ending June 2 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,043, 
whooping-cough 3,218, diphtheria 47, measles 15,630, acute 
pneumonia 500, acute poliomyelitis 28, dysentery 753, para- 
typhoid fever 4, and typhoid fever 20. Deaths from influenza 
in the great towns numbered 8. - è 





Casualties Union’s annual open competition in diagnosis 
and first-aid will be decided in London on Sunday, 
October 7. The competition will be realistic throughout, 
and copies of the rules can be obtained by sending a 
stamped addressed envelope to the hon. secretary, 29, Whyte- 
leafe Hill, Whyteleafe, Surrey. The last date for ordinary 
entries is August 31, although entries will be accepted until 
‘September 7 if accompanied by a.special late fee. 
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Medical News 








Birthday Hononrs 
In the Birthday Honours a knighthood is conferred on 
Professor E. K. Rideal, F.R.S, professor of chemistry in 


the University of London and. president of the Chemical . 


Society ; Professor Lillian M. Penson, vice-chancellor of 
the University of London, is appointed a D.B.E.; and Pro- 
fessor A. Bradford Hill, ’ professor of medical statistics in 
the University of London, honorary director of the Statisti- 
cal Research Unit of the Medical Research Council, and 
consultant in medical statistics to the R.A.F., a C.B.E. 


Orphans and Widows of Medical Men 

> The annual genéral meeting of the Society for the Relief 
of Widows and Orphans of Medical Men was held on 
June 6 at 11, Chandos Street, W.1. In the unavoidable 
absence of the president, Sir Robert Young, the chair was 
taken by Mr. C. Hope Gunning. The report for 1950 was 
presented by the secretary; during the year 39 necessitous 
widows of medical men had received grants from the Society, 
_ a total of £5,028 having been distributed among them. Sir 
Ernest Rock Carling then presented the treasurer’s state- 
ment. The meeting approved amendments to the by-laws 
aimed ‘at giving the directors of the Society greater discre- 
tion in assisting widows, ‘and at simplifying the procedure 
for applying for assistance; these amendments will again 
_ be considered at a special "general meeting in July. The 
t Society has now a membership of 240. Inquiries about the 
Society should be made to the secretary at the above address. 


The Medical Directory 

The accuracy of the Medical pices depends on the 
return of the annual schedule; which has recently been posted 
to members of the medical profession. Should the schedule 


have been mislaid, a duplicate can be obtained from the ' 


Editor, The Medical Directory, 104, Gloucester Place, 
London, W.1. The full names of the doctor. should be sent 
for identification. 


Recognition for Bravery 

The London Gazette has anviounced the appointment as 
M.B.E... (Civil Division) of Dr. PETER STANFORD LONDON, 
Birmingham Accident Hospital. The citation reads as 
follows: 

“In the course of transporting a 35-ton ‘Comet’ tank through 
Birmingham it became necessary to unload the tank from the 
transporter in order that, both vehicles could ascend a sharp 
incline in the centre of the city. When the tank was being 
remounted on to the trailer ıt heeled over and fell to the ground, 
trapping a man between the tank tracks and a parapet wall. 
Dr. Lonpon was in charge of the mobile surgical unit which 
was summoned, and on his arrival he immediately went to the 
trapped man and commenced anti-shock treatment. In order, to 
release the man, hawsers were fixed to the tank, which was ther 
slowly raised from the wall on which it was resting. To prevent 
further injury to the man Dr. Lonpon jumped into the cavity 
between the wall and the still-moving tank, so that he could 
support him. The doctor was fully aware of the danger that the 

might fall back on him during the lifting operations, but 
without regard for his own safety he remained with the injured 
man until the Jatter had been released and removed to hospi 


Guy’s Hospital Restoration 

Mr. Hilary Marquand announced on June 8, at a dinner 
in London attended by members of the governing body of 
Guy’s Hospital and the medical staff, that the Ministry 
has sanctioned part of the. plan to rebuild the hos- 
pital. The hospital is the first of its kind tò be given 
permission to rebuild on so large a scale; it is estimated 
that £1m. will be needed for the project, and about half 
the cost will be covered by funds built up from donations 
from Lord Nuffield. Air-raid damage reduced Guy’s to 
a 300-bed hospital during the war; there are now 575 beds, 
‘and the ultimate aim is to have 800. The present plan will 


` 
` 


mean the addition of one block in which it is hoped to 
have 350 beds. The complete rebuilding of the hospital as 
planned will be spread” over about 50 years, and the plan 
just passed will probably take five years to complete. 


International Council of Ophthakiiology 

At a meeting of the council in Paris on May 5 the follow- 
ing appointments were Confirmed: president, Sir Stewart 
Duke-Elder; vice-president, Conrad Berens ; secretary, 
Edward Hartman (2, Avenue Ingres, Paris XVIe) ; treasurer, 
Marc Amsler. At this meeting it was decided that the XVII 
International Congress of Ophthalmology would be held in 
New York in the autumn of 1954 under the presidency of 
Bernard Samuels. 


$ 
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COMING EVENTS 


Festival Scientific Meetings 
There is still accommodation Baia for the following 


meetings ; 

Date and Time Subject 
Tuesday, June 19,10 am. .. The Decline of Infant Mortality 
Friday, June 22, 2.15 p.m. .. Orthopaedics 


The Diagnosis and “Managemeñi 
of Early Mental Disorders 

Tropical Medicine 

Reactions in General Practice to 


Tuesday, June 26, 10 am. .. 


oA i 
Tuesday, June 26, 4.30 p.m... 
Wednesday, June 27, 10 a.m 


Scientific Advances 2 
Wednesday, June 27, 4.30 p.m. Epidemiology 
Monday, July 9, 4 pm. > Odontology 


The morning session on June 27 is designed particularly to 
interest general practitioners. Members wishing to obtain 


tickets for any of the above meetings are advised to apply as 


early as possible to the joint secretary of symposia, B.M.A. 
House, Tavistock Square, London, W.C.1. All other 
symposia are full (for programme see ı Journal, June Z, 
p. {279. 1 


t 


ers Refresher | Course 


A medical postgraduate refresher course is being arranged 
by the Maternity and Child Welfare Group of the Society 
of Medical Officers of Health on June 30 and July 1. The 
first ‘day’s programme, on the theme of “Preparation for 
Motherhood,” will be arranged by Professor J. A., Nixon, at 
University College Hospital, London, and the second, deal- 
ing with health education in maternity and child-welfare 
clinics, by the Central Council for Health Education (place 
of meeting not yet decided). Application forms may be 
obtained from the Society of Medical Officers of Health, 
-Tavistock House South, Tavistock Square, London, W.C.1, 
and should be returned ‘with a registration fee of 10s. 6d, to 
Dr. K. Hart, 26, Langside Crescent, Southgate, London, 
N.14. - š 


Forensic Pathologists 


The second meeting of the British Association of Forensic 
Pathologists will be held in Edinburgh on June 16 from 
9 a.m. in the Department of Forensic Medicine of the Uni- 
versity. Further details of the association may be obtained 
from the Secretary, Dr. F. E. Camps, 79, Harley Street, 
London, W.1. ` 


International “Research Centre for Chemical Microbiology 


The centre will be formally opened in Rome on June 25. 
Directed by Professor E. B. Chain, it is attached to the 
Istituto Superiore di Sanità, the chief centre for medical 


research and drug control of the Italian Government, under “ 


the direction of Professor Domenico Marotta, A symposium 

n “ Bacterial Growth and its Inhibition” will be held on 
June 25-30, and will group some 20 scientists currently 
engaged in important research in the field of antibiotics. The 


symposium is jointly sponsored by the Istituto Superiore di , 


Sanità, the Council for the Co-ordination of International 
Congresses of Medical Sciences, and the World Health Organ- 
ization, and the papers presented will be published by W.H.O. 


` 
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SOCIETIES AND LECTURES . aad 


A fee is charged or a ‘ticket is required for attending lectures 
marked @. Application should be made first to the’ stitution 
cerned. $ A 


Monday ` 


EDINBURGH Untverstry.—At Physiology Class Room, June 18, 
5 p.m}, “ The Sodial Science,” by Dr. Douglas Guthrie. 

Lonpon_Universiry.—At Westminster Medical School ee 
stein Lecture Theatre), Horseferry Road, London, S.W., June 
18, 5.30 p.m., “ Male Fertility,” Special University Lecture in 
Medicine by Dr. Edmond J. Farris (Philadelphia). 

J 


: Tuesday 
@INSTITUTE OF DERMATOLOGY, Lisle Street, Leicester 


Square 
London, W.C.—June 19, 5 p.m., “ Cutaneous Manifestations of ` 


Visceral eee ae by Dr. L. Forman. ` 

ROYAL COLLEGE OF GEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—June 19, 3.450p.m., “ A Critique of -the Present 
Concepts of Synovial Reactivities, with S, Reference to the 
So-called Synoviomata,” Arnott Demonstration by Dr. H. D. 
Ross (See also June 22.) y i 


SourH-wesr LONDON MEDICAL SOCIETY.—At Bolingbroke ‘ 


Hospital, Wandsworth Common, London, S.W., June 19 
8.30 p.m., “The Origin, Past History, Present Position, 
Future Prospects of the General Practitioner,’ Bolingbroke 
Lecture by Mr. V, ; Cope, M.S., F.R.C.S. ' f 
West Enp HosriraL For Nervous Disrases, 40, Marylebone 
Lane, London, W.—June 19, 2.30 p.m., “ Spinal Com ression,” 
chnical demonstration in neurology by Mr. G. C. ight. 


_ Wednesday 

@INSTITUTE oF DERMATOLOGY, Lisle Str 
London, W.C.—June 20,” 5, 

` Systemic Infections,’} by Dr. R. 

Thursday i 
Royal SocwertY, Burlington House, Piccadilly, London, W.— 
_ ‘June 21, “ Reactions in Monolayers,” erian Lecture by 
Professor E. K. Rideal, F.R.S. 

RoyaL SoceTY or TROPICAL MEDICINE AND HYGmNE.—-At 26 
Portland Place, London, W., June 21, 7.30 p.m., annual’ general 
meeng, to be followed by an ordinary meeting. “ Filariasis in 
Fiji,” film by Sır Philip Manson-Bahr; “Two New Cultures 
of Mycobactenum Leprae Hominis (Strains Chaves and Emilia) 
Pathogenic for Macacus Rhesus and Man,” demonstration by 
Dr, H. C. de Souza-Araujo. ' 1 

> St. Grorae’s Hosprra, MEDICAL ScHOOL, Hyde Park Corner, 
London, S.W.—June 21, 430 pm., “ Neurology,” lecture- 
demonstration by Dr. Denis Williams. i 


ae Square, 
pm, “ Ci ycology— 
W. Riddell. ý 


t 


i Friday 2 

INSTITUTS oF DermaToLoay, Lisle Street, Leicester Square, 
London, W.C.—June 22, 530 p.m., clinical demonstration by 
Dr. F. R. Beitley. \ s, z 

RoYaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
‘London, W.C.—June 22, 3.45 p.m., “ A Critique of the Present 
Concepts of Synovial Reactivities, with Special Reference to 
the So-called Synoviomata,” Amott Demonstration by 
Dr. H. D. Ross. (See also June 19.) 


` Saturday ; - 
LONDON ASSOCIATION OF THE MEDICAL WOMEN’S FEDERATION. — 


June 23, 2.30 p.m,, visit to St. Helier Hospital, Wrythe Lane, - 


Carshalton, Surrey, l 
aaaea a aeaa a a e e 


BIRTHS, MARRIAGES, AND DEATHS 


“BIRTHS 


Alexender:-—On fune 2, 1951, to Dr June Alexander (formerty Tyson), 
wite of ‘Dr J. Gordon Alexander, Ellerbarn, Nunburnholme Avenue, 
North Fernby, E Yorks, a daughter, 

b 


. MARRIAGES 


Gibson—Stark.—On June 1, 1951, at Cliftonbill Parish Church, John Baird 


Gibson, M.B., ChB, D.A., Paisley, to Agnes Macfarlane Stark, MB, 


Ch.B, MRCOG., Coat . 
Redmond-Henderson—Redmond.—On June 1, 1951, in London, Sidney 


+ Redmond-Henderson to Wiufred Helen Redmond, M R C S.. L.R.C.P. 
DEATHS ' A 
Donglas.—On`June 3, 1951, at Longmore Hospital, Edinburgh, Andrew 
.  Rrhmond Douglas, M.B., Ch B., sged 72. i 
Gray.—-On June 5, 1951, in hospital, Leo Patrick Gray, M B., Ch B., 
husband of Hjizabeth Gray (formerly Wheatley), M B, ChB, D.P.B., 
ae oe Green, Essex, formerly of 97, The Ridgeway, Chingford, 
n, E. j ` 
Haries-Jones.—On June 7, 1951, at the General Hospital, Northampton, 
: Evan ao Harries-Jones, M.D., of The Cottage, Church Brampton, 
Longstaff.-On June 7, 1951, in South Africa, Eadbert Ralph Collison 
Longstaff, MRCS, LRCP. ° 
Pedersen.—-On June 4, 1951, at 27, Macdowall Road, Edinburgh, Peder 


Nielsen Pedersen, M B, FR.CS Ed, aged, 70. 


` 
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Any Questions ? 











Correspondents should give their names and addresses (not 


, for publication) and include all relevant details in their 


questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest, 5 


5i : 
‘ “Three Months’ Colic” , 
Q.—Our baby is inclined to be wakeful from the 6 p.m. ‘ 
feed till 8 p.m., dnd, as she is 3 months old, being wakeful 
leads to howling. I am confident there are no dietetic errors. 
Is it in any way harmful to put } gr. (16 mg.) phenobarbitone 
in the 6 pm. feed? We have found this most effective. 
A.—It sounds very much as if.this ‘is the so-called “ three 
months’ colic,” which is very common in the' first three 


and - Months ‘of life, usually getting better soon after the third 


month. The cause of this is by no means certain. Brenne- 
mann (Practice of Pediatrics, 1949: W. F. Prior Co., Inc., 
Hagerstown, Maryland) discusses it in detail, and thinks that 
it is due to colonic flatulence with temporary kinks in the 
intestine. It is also discussed in Spock’s excellent little book , 
Baby and Child Care (1947: American Pocket Book Series). 
The colic appears characteristically between 6 p.m. and 
10 pm. It is difficult to relieve, though sucking at the 
breast does appear to help., J see no harm at all in giving 
phenobarbitone } gr. if it is found to give relief, but it should | 
be dropped off as soon as possible, so that the child does not 
get to need it in order to sleep. Wakefulness at this time 
may also be due to habit in a child who was in earlier weeks 
necessarily picked up a great deal in the evénings as a result 
of colic (Spock, B., Pediatrics, 1949, ‘4, 89, and Illingworth, 
R. S., British Medical Journal, 1951, 1, 722). x 


Trauma and Parkinsonism 


Q.—Is trauma recognized as an occasional factor in the 
production of parkinsonism ? 


A.—References to proved cases of traumatic parkinsonism 
are extremely rare. On theoretical grounds it is clearly a 
possibility for very deep trauma to affect the basal ganglia, 
by either a penetrating wound or haemorrhage, but -usually 
patients do not, survive such disasters. I have personally 
seen two cases in which a very grave psychologicdl dis- 
turbance without actual injury was responsible for the pro- 
duction of a parkinsonian disturbance within a matter of 
hours. In a paper by Kremer, Ritchie Russell, and Smyth 
(J. Neurol. Neurosurg. Psychiat., 1947, 10, 49) are described 
a number of cases of mid-brain disturbance with parkin- 
sonian features, dysarthria, and cranial nerve palsies. 


- Abnormal Hand and Eye Dominance 


Q.—What symptoms would lead one to suspect abnormal 
hand and eye dominance.in a child, and how is dominance 
effectively demonstrated ? 

Is abnormal dominance likely to have an adverse effect 
on a child’s behaviour.or his progress at school, and what 
adyice ‘should be given to parents and teachers in these 
cases ? K Á = ' 

A.—In answering this question it is presumed that the 
term “abnormal dominance” is used by the questioner to 
describe left-handedness with left-eyedness, as well as uneven. 
lateral dominance such as is demonstrated by a child who 
is left-handed but right-eyed or the reverse. Signs of this 
condition in an intelligent child may be backwardness in 
reading and writing, associated with the writing of letters in 
mirror-form and of words from right to left. Such signs, 
however, are no more than suggestive, and may indicate 


‘only a particular dévelopmental stage, negativism or, in read- 


ing especially, some difficulty in auditory synthesis. Con- 
siderable research has been directed to the relationship 
r ld 
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between educational “retardatioù and both cross-lateral 
dominance and left-handedness, with inconclusive results. 
Both Monroe! and Schonell? found i in cases of reading diff- 
culty a higher incidence of crossed-laterals and left-handers 
than among controls, but their control groups ‘proved to 
contain 41% and 40% respectively of children who were not 
both right-eyed and right-handed, findings which suggest 
caution in ing that right-hand-plus-eye dominance is 
normal for the general population. 

Testing for dominance is an expert job best carried out 
by an educational psychologist or by a psychiatrist who has 
giyen special attention to the problem. Rough tests would 
include observation of which band is commonly preferred 
by a child for a wide range of activities, including writing, 
throwing, winding, stirring, cutting, and sorting. A useful 
test for eye dominance is to get the child to lok through 
a hole in a card held about 15 in. (38 cm.) from his face at. 
a small object, such as a sixpence, on the floor: he looks 
first with both eyes, then with each-in turn while the other 
is covered, and without moving either head or card: the 


eye with which he can still see the object is the dominant - 


one. The test should be repeated three times with different 
objects, but even then it is not infallible, though strongly 
indicative if the results are consistent. 

Although the less usual dominances may to some extent 
impede educational progress, it séems probable that they 
do so largely by acting as the last straw when there exists 
already some personality stress in the child or teaching 
methods which discourage individuality. It is _ often 
inhibiting to be labelled an oddity. 

Parents and teachers may be assured that there is nothing 
abnormal about the child who is not right-eyed and right- 
handed, and that the best way to help him ‘is by making 
learning a desirable and enjoyable part of social adaptation. 
Ix addition, orientation difficulties may be diminished by the 
use of a. pencil to guide a child’s eyes from left to right in 
reading, and by attention being drawn to initial letters. 
Writing is helped by tracing in coloured pencils until a left- 
to-right habit is established. by the use of the “ Writing 
Pattern Method” of Marion Richardson, which is familar 
to most teachers and by children looked on as a pleasant 
game. oe 
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Stump Carcinoma 


Q.—is stump carcinoma of the cervix more frequent in 
patients in whom ovarian tissue has been conserved at the 
time of the subtotal hysterectomy ? 


A —The writer does not know of any published work 
which allows a firm answer to this question. Moreover, 
considering the many issues involved, for example, the indi- 
cation for the operation, and the large’ number -of cases of 
subtotal hysterectomy with and without oophorectomy which 
would have to be followed for many years, it would probably 
be difficult to produce significant statistics. 

The implication that ovarian function is important in‘the 
development of carcinoma of the cervix is rather refuted. by 
the general experience that the growth is more common in 
post-menopausal than in pré-menopausal women. More- 

over, J. McL. Morris and J. V. Meigs (Surg. Gynec. Obstet., 
1950, 90, 135) record 75 cases in which the growth developed 
in women previously subjected to bilateral oophorectomy. 
- Several of these are no doubt included in their 143 cases of 
stump carcinoma, but it is nof clear how many. F. Saegesser 
(Gynaecologia, Basel, 1947, 123, 89) goes so far as to express 
the opinion that removal of the ovaries at thestime of sub- 
total hysterectomy increases’ the risk of the subsequent 
„development of cervical carcinoma. The evidence does not 
“yet permit a conclusion for or against this or other views, 
but it does indicate that it is by no means uncommon for 
cancer, and indegd other growths such as fibroids, to/arise in 
a cervical stump after ablation of ovarian | function. 
` 
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Blood Changes during Pregnancy 


l aan 
Q.—What is the normal range ‘of ESR., red blood cell 
‘count, and haemoglobin level in pregnancy ? 


A.—The limits of normality in respect of E.S.R., red cell | 
counts, and haemoglobin levels ın normal pregnancy are 
not well defined. However, most workers would probably - 
accept the data of Bethel, “Gardiner, and MacKinnon (Ann. 
intern. Med., 1939, 13, 91) as being approximately correct. 
They conclude that red cell counts of less than 3,500,000 
per c.mm. and a haemoglobin content of less than 10 g. per 
100 ml. indicate anaemia. They record the following data 
as average figures for the different months of pregnancy. 


4th Sth 6th 7th 8th h month 
4.47 4.20 3.93 3.94 4.02 4.04 mull. per c.mm 
118 114 110 111 11.2 11.2 g per 100 m 


The published limits for thé E.S.R. in normal pregnancy 
indicate a very wide range. A review of relevant literature 


RBG: 
Hb 


is given by Nichols (J: Lab. clin. Med., 1942, 27, 1317). 


Post-mortem Appearances in Byssinosis 


o.-could you tell me the post-mortem findings to be 
expected in a case of -byssinosis ? 


~—Unlike most other industrial pulmonary diseases, 
byssinosis presents no distinguishing post-mortem findings. 
At least this is the generally accepted view at present. The 
findings are those of emphysema, usually with chronic 
bronchitis and often with those of congestive heart failure. - 
Shaw, Dunn, and Sheehan reported necropsies on 10 cotton 
workers, five of whom were strippers ‘and grinders, and four 
of the latter showed hypertrophy of the right ventricle which 
indicated the severity of the condition (Report of the Depart- 
mental Committee on Dust in Card Rooms., Home Office. 
1932. H.M.S.O., London). They noted the following nega- 
tive points: (1) By use of the polarizing microscope, no 
trace of cotton fibre was found in the Jungs, or bronchial 
lymphatic glands in any case. (2) No feature was detected 
by which the cases of chronic bronchitis and emphysema 
might be differentiated from other cases of the same 
condition that have been observed in other workers. 

Cotton workers with byssinosis must have worked for 
long periods in card rooms, blow rooms, or cotton rooms 
It is not a disease suffered by spinners or weavers. The, 
occupational history is therefore important, 


2 4 
\ 
Polycythaemia and Transfusion 


QI understand that the blood from patients suffering 
with polycythaemia vera should not be used for transfusion. 
Whàt is the reason for this? 


.A.—Blood from patients suffering from polycythiäetiia 
. vera is used in some haematological centres for transfusion. 
“Because of its raised red cell count, such blood offers a 
convenient means of introducing a high concentration of 
haemoglobin. On the other hand its increased viscosity and 
its tendency to clot make the collection difficult. A wide- 
bore needle, a large volume of anticoagulant, and thorough 
mixing of blood and anticoagulant solution help to overcome 
these difficulties. 

Myeloid leukaemia may develop in patients differing from 
polycythaemia vera. This blood should not be used for 
transfusion. 
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British Medical Association 


ONE HUNDRED AND NINETEENTH ANNUAL MEETING, LONDON, 1951 


President’s Address 
SOME IMPRESSIONS OF.AN OPHTHALMOLOGIST 


A. W. S. SICHEL, M.D., D.O. D.O.MLS. , 
Honorary Consulting Ophthalmic Surgeon, Groote Schuur Hospital, Capetown - 


On this occasion, without doubt the most momentous 
event of my life, my first duty is to thank the Council, 
and through it the British Medical Assoctation, for 
the great and unique honour conferred on me by my 
being invited to become its President for the ensuing 
year. Although the invitation to attend this meeting 
came perforce at short notice and placed me in a 
difficult position in making ‘the necessary arrangements, 
my wife and I are delighted to be with you in London 
and deeply appreciate the very warm welcome extended 
to us. 

It was not without considerable hesitation and qualms, 
and after most serious consideration, that I agreed to 
accept the Presidency. By the cancellation of the Joint 

- Meeting, due to be held in Johannesburg next month, 
all arrangements with regard to the appointment of 
office-bearers nominated by either Association in my 
opinion atitomatically fell away, including the office 
of the President-elect, who was to preside at the Joint 


Meeting. It was therefore with feelings akin to. 


amazement that I received the jnvitation, despite the 
circumstances, to become your, President. As President 
for the time being of the’ Medical Association of South 
Africa, I can but interpret it as a most wonderful and 
sporting gesture extended to my association and to the 
medical profession of the Union of South Africa ; for 
that reason alone I had no alternative but to assent. 
Without a passport Mahomet could not go to the 
mountain and so, strange to relate, the mountain has had 
to come to Mahomet. s 
-` Prior to the establishment of the first school of medi- 

cine in South Africa, that associated with the University 
of Capetown, all South Africans desirous of entering 
the medical profession were compelled to go overseas 
to pursue their studies, and by far the greatest number 
entered the’ medical schools of the United Kingdom 
and Ireland. Owing to the increased facilities now 
available in the medical faculties of the’ Universities of 
Capetown, the Witwatersrand, and Pretoria, the num- 
ber of undergraduate students proceeding overseas is 
greatly diminished, but there still are large numbers 
of doctors who, as in the past, are dependent for post- 
graduate: training on the institutions of the Old 
Country. On behalf of all my colleagues who have ties 
‘of one sort or another with your universities and post- 
graduate schools, I take this opportunity of expressing 
» our deep gratitude for all that the British Isles has 
meant to us and for what it has given to South African 
medicine. 

A Paradoxical Position 

“Standing here at the moment I find myself placed 

in a somewhat paradoxical position, one to which only 


N 
d 


Pooh-Bah himself could do justice, in that I, as Presi- 
dent of the Medical Association of South Africa, must 
now convey to myself, as President of the British 
Medical Association, the cordial greetings: of the 
Medical Association of South Africa, and the hope that 
the bond of affiliation that binds us will constantly be 
strengthened in the years to come. I am sure that it 
will be with your full approval that I, as President of 
the British Medical Association, convey to myself, as 


‘President of the Medical Association of South Africa, 


a message of reciprocal greetings to take back to South 
Africa on my return, and better luck on some future 
occasion. ; 

The cancellation of the Joint Meeting 1S a grievors 
disappointment to the members of both Associations, 
‘but this is not the occasion to comment on the causes 
that led to its abandonment. It will suffice for me to 
say that we in South Africa very much regret having 
been deprived of the opportunity to welcome and enter- 
tain our distinguished visitors. Had circumstances been 
otherwise I am sure that your visit to the Union would 
have been most pleasant from the social standpoint, 
valuable and informative on the scientific side, and 
would have afforded you an opportunity of assessing 
for yourselves the many problems peculiar to the 
country which confront the Medical Association of 
South Africa in the exercise of its functions and the 
furtherance of the objects for which it was established. 

It now devolves on me, a duty I do not relish quite 
so much, to deliver the President’s Address. My hesi- 
tance is much increased by the presence in the audience 
of so many of the fair sex, but I am encouraged by 
bearing in mind the words of W. S, Gilbert, “ When 
a man’s afraid a beautiful maid is a cheering sight 
to see.” The choice -of a subject has given me much 
food for thought. The temptation to wander into the 
broad fields of medicine js very great, especially at the 
present time when so much attention is being focused 
on such topics as the relationship of the medical 
profession to the public and the State, the medical 
curriculum and postgraduate education, the status of 
the general practitioner, and the rapidly changing 
economic conditions to which the members of our 
profession are being forced to adapt themselves. 

Notwithstanding the lure of these aspects of medical 
practice, I have decided to confine myself to. the subject 
about which I am most qualified to speak—namely, 
ophthalmology. This specialty, in some respects the 
Cinderella of medicine, does not often get the oppor- 
tunity to appear in the limelight on big occasions, and 
so, in the exercise of my prerogative and as a gesture 
to my fellow ophthalmologists, I shail pose for the nonce 
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as Prince Charming. Having in`mind the injunction 
that my-address should not be of a highly technical 
character, I propose to pause at the point I have reached 
after a period of more than thirty years spent in the 
practice and teaching of ophthalmology and, looking 
back, give you some impressions of what experience 
has taught me. My distinguished predecessor in office 
addressed you last year in Liverpool with eloquence 

, which I cannot hope to emulate. While making “no 
pretence to intellectual eminence or scholarship 
sublime,” I trust that my effort on this occasion will 
not have sunk in your estimation to the sump level of ° 
literary achievement, an up-to-date but crude version of 
‘the idle thoughts of an idle fellow.” 


Advances in Ophthalmology 


The great advance of medical science during the last 
half-century, so spectacular in many other branches of 
medicine, is not so evident in ophthalmology. Much 
of what we know and practise has remained unchanged 
since the days of von Graefe and his contemporaries. 
Operative technique, particularly during the last decade, 
has been further evolyed and improved to a notable 
degree. Examples that come to mind are the intra- 
capsular method of extraction in operations for cataract, 
the diathermd-coagulation procedure in the operative 
treatment of detachment of the retina, and the art of 
corneal grafting. The miracle of replacing a diseased 
blind eye by a new and healthy one, while existing 
in the public imagination, is still an achievement beyond 
the realm of practicability. i 3 

Great improvement is manifest, too, in the manufac- 
turé and fitting of spectacle lenses, and in the design 
of frames it is obvious that the artist plays no incon- 
siderable part. The introduction of contact lenses, and 
the precision with which they can be fitted, has reached 
a stage of perfection where in selected cases they may 
well’ replace complicated and cumbrous spectacles, 
particularly in conditions of conical cornea and high 
myopia. i i : 

Diagnosis has been rendered more accurate and 
certain by reason of great improvement in the manufac- 
ture, and refinement in the design, of optical instru- 
ments and apparatus. Aided by such pretty but 
expensive toys with which to play, the work of the eye 


specialist has become more pleasant and interesting, but — 


it is still true that it is the man behind.the gun that 
matters, 

In the field of ocular therapeutics the introduction of 
modern agents, notably the sulphonamide drugs and anti- 
biotics, has brought a new era. No longer is ophthalmia 
neonatorum—purulent conjunctivitis of the newborn— 
the scourge it was now that the sulphonamides, 


penicillin, and its successors are available. It has been : 


accepted in the past that 20% ofall cases of blindness 
in adults are attributable to this mode of infection, but 
statistics of the future will prove beyond all doubt that 
we have available to-day most potent weapons in the 
prevention of blindness. The fact that whereas only 
a few years ago our ophthalmia neonatorum wards were 
filled to overflowing, while at the present time it is rare 
to see in them even a single babe, is to my mind the 
most dramatic episode in the history of ophthalmology. 

In practice to-day we are bewildered by the number 
and variety of elegant preparations that are available 
in ocular therapeutics ; but we must not allow ourselves 
.to be swept, off our feet by the rising tide of modern 





therapeutic substances so’ lavishly and artistically dıs- 


played to us by advertisement and by literature, plus ' 


blotting paper, which every post deposits on our desks. 
There is still a place in the Pharmacopoeia for the 
homely zinc drop. The trend at present in all spheres 
of medicine is to overtreatment, which is something the 
average eye cannot endure too long without detriment. 
In dealing with diseases of the eye it is often wise to 
withhold treatment of any kind and allow that sensitive 
organ to recover from the therapeutic bombardment 
to which it has been subjected. It may even be that the 
eye-bath in the bathroom “ will surely not be missed.” 


_ Undergraduate and Postgraduate Training , 


The place which ophthalmology should occupy in 
the medical curriculum remains a difficult problem. In 
my experience the average student in his undergraduate 
stage has no great interest in its study, regarding it 
rather as a minor hurdle which he has to clear in his 
tun to the final year of the course. The average teacher, 
on the other hand, takes the opposite view, regarding 
each and every student as a budding specialist who has 
to be trained accordingly. It would be better-if formal 
lectures were reduced in number to a necessary minimum 
and the basic teaching carried out by means of tutorial 
classes, whereby a few students at a time could be given 
more individual attention. : 

In many medical schools the large number of studen 
in the clinical years makes it well-nigh impossible to pre- 
sent this relatively small but important subject in a 
satisfactory manner. Undue stress is laid on the rarer 
conditions and not enough attention devoted to the 
trivial but common ailments which confront the general 
practitioner from day to day. It should never happen 
that, in the removal of a superficial foreign body from 
the cornea, this sensitive surface be denuded of a 
considerable portion of its epithelium. 

The question of postgraduate training likewise pre- 
sents difficulties, largely owing to the relatively small 
number of hospital appointments available to trainee 
specialists. Even the holders of such appointments are 
handicapped by the limited opportunities for acquiring 
for themselves experience in the performance of opera- 
tions. In surgery of the eye, perhaps more than in any 
other branch, seeing is one thing, doing is another. 

The eye is a very small organ in which can be ob- 
served in miniature certain phases of disease in general. 
Within its narrow confines are housed many clues to 
the problems of the clinician. The study of its patho- 
logy and its aberrations necessitates methodical examina- 
tion and accurate observation. In our investigation of 
clinical cases we should concentrate not only on the 
pathological but, remembering that the “eye is the 
window of the soul; the intellect and will are seen in 
it,” endeavour to ascertain something of the psychologi- 
cal background, the importance of which is often 
forgotten when arriving at a’ diagnosis 
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A Tribute 


Any success which I may have achieved in my profes- 
sional career I attribute in large measure to the general 
training in medicine which I received from my former 
chief and teacher, the late Sir Thomas R. Fraser, 
Professor of Materia Medica and Clinical Medicine in 
the University of Edinburgh, to whom somewhat be- 
latedly I pay tribute. I well remember the framed 
motto which hung in one of the side rooms of his 
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wards—“ A little thing is a little thing, but faithfulness 
in little things is a very big thing.” I have endeavoured 
throughout my career, whether in my practice or in the 
affairs of my association, to. make these words my 
lodestar. Fraser's fame as a teacher was established 
not only by reason of his personality but by his in- 
sistence that clinical acumen can be acquired only by 
methodical observation and accurate description. This 
is a principle to be regarded as basic by all practitioners, 
but particularly by those who ‘aspire to become 
successful ophthalmologists. 

To be master of his craft it is desirable that the 
ophthalmologist have reasonable knowledge of mathe- 
matics, physiological optics, pathology, neurology, 
dermatology, some experience of oto-rhino-laryngology, 
but especially an intimate knowledge of general medicine 
and a sound training in the principles of surgery. It 
is ‘inconceivable that any postgfaduate student could 
afford the time, or possess the determination, to pursue 
“his studies adequately in these several branches of 
medicine wjth a view to practising so narrow a 
specialty. No-wonder we find among our most eminent 
ophthalmologists some who have achieved fame as 
skilful surgeons, some who are noted as good diagnosti- 
cians, others who shine merely as refractionists, and a 

' small residue who have reached the pinnacle mainly 
by literary achievement. The late Mr. Harrison Butler, 
under whom I served for a period of two years as 
house-surgeon at the Birmingham and Midland Eye 
Hospital, in bidding me farewell on my return to South 
Africa in 1920, gave me this advice: “If you can’t 
get on ‘any other way, write a lot.” I happen to have 
got on fairly well by not taking this advice, but possibly 
ophthalmic literature is thereby the poorer. 

When reduced to terms of bread and butter, the large 
majority of eye specialists will be judged by the glasses 
they prescribe, the relative few by the sight they restore. 


Experlence in Hot Climates ‘ 


I have wandered perhaps from my original objective, 
which is to record in some, detail impressions of certain 
aspects of ophthalmology which have been of interest 
to me, as well as lessons learnt by dint of long experi- 
ence. “Ex Africa semper aliquid novi” ‘is a phrase 
familiar to all of you, in terms of which I may be 
expected to describe the “new look” in ophthalmology. 
In this J fear you will be disappointed; for, be my 
observations considered old-fashioned, hypercritical, 
or even foolish, the presentation of my subject is 
conventional. . 

I claim, however, some justification for dealing with 
an aspect of ophthalmological: practice unfamiliar to 
many of you who have had no experience of working 
in tropical or subtropical climates. The conditions to 
which I'shall allude are not peculiar to South Africa, 
but occur in many parts of the world where Europeans 
have settled in environments for which they were not 
designed by Nature. This is a theme which has not 
been expounded sufficiently to the public, not even by 


the numerous “digests” which present the world’s. 


literature in small doses. Just as a polar bear might 
not be at home in the Sahara, so there are individuals 
living in various parts of the globe whose eyes are not 
happy. In South Africa, for example, the greater section 
of the European population are the descendants of 
settlers who oame originally from northern- climes, 
endowed with light-coloured eyes and delicate skins. 
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Those of us who practise in regions where there is 
abundance of glare, heat, wind, and dust are consulted 
daily by patients whose eyes are bloodshot and remain 
so in spite of treatment of one sort or another over 
long periods. The state described as bloodshot is due 


to hyperaemia of the bulbar-conjunctiva, which, after . 


all, is merely an extension of the skin of the face, 
though very much more delicate in texture. Just as 
the skin reacts to climatic conditions by becoming ` 
freckled, bronzed, or rubicund, so does the white of the 
eye, but in a different way. In it is developed a network 
of fine surface blood vessels, showing up prominently 
by contrast in the light-complexioned eye. These blood 
vessels easily become dilated through the actions of 
irritants of many kinds, such as ‘dust, tobacco smoke, 
and wind, for example, and the tendency is aggravated 


_ by fatigue and lowered general health. 


There is little point in adding to the number of medi- 
cine bottles on the shelf by prescribing still more local 
applications, despite the human desire to have a remedy 
for every ill. For many years it has been my custom 
to utilize the greater part of the consultation by explain- 
ing in some detail why the eyes are bloodshot and why 
the expected treatment will prove unavailing so long 
as the basic factors of complexion and environment 
cannot be eliminated. Constant “ fiddling” with the 
eyes after all is just another item in. the list of what 
constitute local irritants. In my experience most patients 
welcome an explanation of this sort and go away “with 
a feeling of relief that the redness of their eyes is due 
not to disease’ but to a form of chronic irritation, the 
treatment of which is common sense and, occasionally 
protective glasses. 3 ee 


Some Common Eye Diseases in South Africa 


While not in a position to quote comparative figures, 
I can‘ say that in South Africa the incidence of 
glaucoma, cataract, disease of the lacrimal apparatus, 
and the ocular complications of diabetes occupies a 
high place. Incidentally, I am of the opinion that of 
all- the systemic diseases ‘that may involve the eye 
diabetes is the most protean in its manifestations. 
Among its ocular complications may be cited cataract, 
iritis, conjunctivitis, retinitis, paresis of the extrinsic 
muscles, and, more rarely, disturbance of accommoda- 


.tion. By far the worst and most tragic of its complica- 


tions is the occurrence. of glaucoma, secondary to 
diabetic retinitis, which often leads to complete blind- 
ness accompanied by intolerable pain, as instanced by 
a case in which a patient of mine in his agony implored 
me to enucleate both his eyes at one sitting—a truly 
harrowing experience, 

Strangely enough, although tuberculosis is one of the 
chief scourges of South Africa, presenting a major 
problem to our health legislators, tuberculous complica- 
tions of the eye are rare. The incidence of ocular 
disease of syphilitic origin, as no doubt in most other 
countries, has been greatly reduced by modern treatment. 

Trachoma, a disease pandemic in many regions 
throughout the world, is prevalent in certain sections of 


the population, notably the so-called “ poor whites ” and | 


the Cape coloured. Until comparatively recently it-was 
stated not to occur in the Bantu, and my own experience 
confirms this. Numerous cases of a mild type: of 
trachoma are now recognized among the natives of West 
and Central Africa, the Rhodesias, and the Transvaal, 
especially in its northern area, the significant clinical 
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picture being trichiasis and corneal opacities, which are 

common sequelae of the disease. An interesting con- 

tribution, suggesting a possible new approach to the’ 
problem, has been made within the last few months by 

a colleague of mine in an article appearing in the South 

African Medical Journal. In this the writer asserts that 

many of these cases, which may be productive of blind- 

ness, are due to malnutrition and present a clinical 

picture closely simulating trachoma, constituting possibly 

a new clinical entity. -Further investigation of this par- 

ticular problem is obviously desirable. 

Senile cataract, which is recognized as being more 
prevalent in all tropical and subtropical climates, is in 
my opinion influenced in its onset not so much by the 
intensity of the sunlight as by its richness in infra-red 
rays. In other words, heat and not glare is the decisive 
aggravating factor, though not necessarily the primary 
one. Incidentally, heat would appear to play no incon- 
siderable part in the causation of bilateral macular 
degeneration, a condition often observed in the aged It 
is reasonable to assume that heat rays focused by the 
optical system of the eye over long periods produce a 
trauma at the macula, not unlike the scorching of paper 
by using a burning-glass. For the reasons mentioned, 
it is scientifically correct to impress on individuals living 
in hot climates the desirability of wearing lenses which 
absorb a proportion of the infra-red rays, more for the 
preservation of sight than for the relief of symptoms 


Cataract 


With regard to cataract I am tempted to make some 
observations on the handling of elderly patients, the 
victims of this condition. The word “cataract” may, 
and often does, strike terror into a nervous old lady 
and create consternation in the family circle. This fear 
may be likened to the horror .with which the public 
generally regard cancer. The doctor who in the course 
of an examination blurts out that his patient is develop- 


ing cataract is, ta. say the least, indiscreet, and little ~ 


‘ realizes what the psychological effect of his pronounce- 


ment may be. No doubt, with his reputation in mind, 
he cannot risk the possibility of the patient being in- 
formed of the condition subsequently by a colleague, 
with the imputation that he was incompetent. The 
position is best met by a simple explanation which the 
patient can appreciate. : 

It is my custom to compare the eye to a little camera, 
describing the position and function of the lens but 
pointing out that, whereas jn a camera the lens is made 
of glass, in the eye it is a portion of living tissue. 
Although the eye itself is an outgrowth of the brain, the 
lens‘ alone of its component parts is derived from the 
skin, the ectoderm of the embryo. I describe the changes 
which occur in the skin and its appendages, and liken 
the streaks and haziness which are developing in the lens 
to the turning grey of the hair or the wrinkling of the 
skin. Patients appreciate this method of approach 
which makes it possible for them to understand why 
their sight is becoming misty although the word cataract 
is not mentioned. 

When it comes to, the question of operation for 
cataract'I have decided views on the method which 
should be employed. While the modern trend is to-, 
wards the intracapsular technique, which in the hands 
of the experienced surgeon yields brilliant results in the 
scope of one operation, nevertheless it is my opinion 
that this method should be reserved for selected cases, 
particularly those of immature cataract in younger 
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subjects. My preference for the old-fashioned extra- 
capsular technique is based not only on the lesser risk 
involved, but more especially on the time factor. I am 
convinced by long experience that the actual operation, , 
though performed under local analgesia with complete 
freedom from pain, subjects the patient to intense mental 
strain which in the aged profoundly affects the expecta- 
tion of life. For this reason every effort should be 
made to reduce the time spent on the operating table to 
an absolute minimum, a reasonable average being 15 to 
20 minutes, including the induction period. Enthusiasm 
for technical perfection -should not be allowed to 
jeopardize the comfort and future well-being of those 
who have reposed confidence in the surgeon. 
Handling of Child Patients 
It is a natural step to hark from the aged to the infant. 
Some remarks on the handling of children will not*be 
out of place in this kaleidoscope of ideas. The examina- 
tion of a child from the ophthalmological standpoint: 
may range from an almost impossible achievement to 
an event of real pleasure. The key word is patience and 
the faculty of knowing how to make friends with our 
little patients—the pun is unintentional. Too often the 
consultant working under pressure becomes short- 
tempered and unintentionally frightens the child to’ the 
extent of making further progress futile. A few minutes 
spent on one’s knees playing ball or rattling a bunch of 
keys pays handsome dividends, especially if an obser- 
vant mother is watching to see, how her little pet is being 
handled. Contrary to what may be the general opinion, 
when it comes to sight testing, a child is far easier to 
examine than an adult. There is not the same hedging 
and exaggeration of symptoms in the juvenile, who 
usually makes an all-out attempt to read to the lowest 
line of the test type, whereas ‘adults very often profess to 
see only the larger letters and have to be coaxed by any 
means to reveal, their real visual acuity. ae 
“A common error, unfortunately made by many 
medical practitioners, is to inform a parent that her 


. squinting baby is too young to be taken to the eye 


specialist, who, she is told, can do nothing until the 
infant is older. Advice of this sort is to be deplored and 
may condemn the child to the infirmity of having what 
is known as a “lazy” eye for the remainder of its life 
Even in the cradle estimation of the refraction under 
cycloplegia affords valuable information about the pos- 
sible origin of the tendency to squint and a sure indica- 
tion whether glasses, either prescribed at once or at a 
later stage, should play a part in treating the condition. 
By far the most important measure at this stage is to 
make certain by daily occlusion that the infant uses each 
eye. The necessity for this should be explained to the 
parents, as well as the part to be played by orthoptics 
or operation subsequently in the correction of the 
deformity. 


Demand for Spectacles 

It might have been feasible to devote my address 
solely to the subject of the use and abuse of spectacles. 
The world has read with amazement that under the 
National Health Service in Britain provision is made for 
some nine to twelve million pairs of spectacles a year, 
entailing an annual expenditure of many millions of 
pounds. This prolific, demand for eyeglasses is not 
pecular to Britain but exists in all civilized countries 
throughout the world. The blame for this must be 
assigned not only to the public, who cherish a childish 
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belief that spectacles can cure all ocular ills, but also 
to those who prescribe optical correction, both ophthal- 
mologists and optometrists. To the last-named group, 
being vendors and at the same time human beings, the 
temptation to sell goods would appear to be ifresistible. 

The attitude of the public to the question of wearing 
glasses has altered remarkably during the last thirty 
years. When I began practice it was a.matter of diffi- 
culty to persuade a comely young lady to disfigure her- 
self, even when the need for wearing spectacles- was 
apparent. To-day many of the fair sex are frankly 
disappointed when informed that glasses are unnecessary. 
In my opinion spectacles should be prescribed for two 
reasons only: to correct defective vision and to relieve 
symptoms which can reasonably be attributed to errors 
of refraction. If this is accepted as a basic principle I 


am convinced that a large percentage of the spectacles ‘` 


worn to-day are unnecessary. , 

While it is true that headache is very often due to low 
degrees of astigmatism, it ‘does not follow that every 
error of low degree produces headache. This, however, 
is a rule-of-thumb method adopted by many ophthal- 
mologists and almost all sight-testing opticians. The 


result is that when, for example, a healthy young adult / 


who has been engaged in office work during the day 
and then spent the evening to a late hour reading or- 
sewing complains of tired eyes and headache, the fact 
that the eyes have had ‘a working day of fourteen to 
sixteen hours is disregarded completely and glasses pre- 
scribed because of some insignificant error of refraction 
discovered in the course of the examination. 


Discrimination in Prescribing Spectacles 

A great responsibility devolves on the practitioner who. 
advises spectacles in the case of children and young 
people generally, as the psychological effect may react, 
greatly to their detriment and at- the same time be a 
source of unnecessary anxiety to the parents. The 
correction of low degrees of hypermetropia and small 
errors of astigmatism in otherwise healthy children is 
quite unnecessary and in my opinion reprehensible. 
‘Whatever the case may be with regard to adults, it is 
essential to estimate the refraction of a child’s eyes under 
cycloplegia, especially on the occasion of the first 
examination. Unless this is done the true measure of 
- hypermetropia may be greatly underestimated and, on 


occasion, glasses prescribed for myopia which does not ~ 


exist. If this principle is accepted, as it should be, 
examination of the eyesight. of.children under the age 
of 15 years should be undertaken only by medical prac-- 
titioners, who alone are entitled to employ cycloplegiac 
drugs. 

Even in adults a wise discretion should be exercised, 
as the following instance, admittedly an exceptional one, 
illustrates. Some years ago I was consulted by a young 
“man who, unknown to me at the time, was under treat- 
ment by a psychiatrist. At the conclusion of the 
examination, which revealed no ocular abnormality, the 
patient asked me what I could suggest to relieve his eyes 

-from glare. Little did I imagine when I mentioned sun- 
glasses that on his return home he would blow his brains 
out, having remarked to a companion that to wear dark 
glasses was the last straw. If a wiser discrimination 
were exercised when prescribing spectacles, fewer people 

„would waste their money and be none the worse in con- 
sequence. We should make it a rule to spend at least 
some part of the consultation in explaining to our 
-patients the many possible factors which in the aggregate 
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may have contributed to their symptoms, instead of 
ushering them out merely with a script in, hand. ' 
The treatment of presbyopia too often is not accorded 
the detailed care which it merits. It is not sufficient to 
ascertain the age of the patient and then add an arbitrary 
amount of correction according to Donders—a rule-of- 
thumb method so readily resorted to by the busy prac- 
titioner., _In each case the amplitude and range of 
accommodation should be measured and, before pre- 
scribing, the build of the patient, his particular kind of 
work, and his individual wishes should be taken into 
consideration, not forgetting his state of health and 
psychological make-up. Considerable reputation is 
acquired by the eye specialist who is known to provid 
comfortable redding glasses. ; 


2 


$ The Value of Humour 


I am a great believer in humour. When tactfully 
utilized it can save a tense situation, disarm an opponent 
in debate, and above all make life with its present-day 
worries and responsibilities more bearable. In the words 
of Sterne, “I live in a constant endeavour to fence 
against the infirmities of ill-health, and other evils of life, 
by mirth. I am persuaded that every time a man smiles 
—but much more so when he Jaughs—it adds something 
to this fragment of life.” And there is humour even in 
the eye. I remember many years ago having the un- 
pleasant task thrust on me of enucleating an eye of a 
personal friend, a man prominent in the world of com- 
merce. He took his sentence philosophically and in due 
course the time arrived for fitting an artificial eye. While 
I was occupied in selecting a prosthesis which would 
match the fellow eye, he inquired whether there were 
different kinds of artificial eyes. I explained that they 
varied greatly in size, colour, and shape, which made it 


- a matter of some difficulty to select a suitable on£. My 


friend replied, “ I appreciate all that, doctor, but what 
I want to know is whether I can have an eye with a 
soft look for social occasions and one with a steely look’ 
for business purposes.” ; 

In South Africa, as you may-know, we have two 
capitals, two flags, two languages, and most of the 
inhabitants have two eyes. On one occasion I had as a 
patient an Afrikaans-speaking man who was inclined to 
be critical of my inability to converse fluently in his 
home language. While appreciating the fact that I could , 
express myself fairly well, he stressed the importance of 
being fully bilingual when dealing with my patients. To 
this I retorted that it made little difference so long as the 
spectacles I prescribed were bilingual, a ‘remark that 
seemed to puzzle him. When he asked me what I meant 
I explained that with my spectacles he would be able 
to read Afrikaans with one eye and English with the 
other. He looked thoroughly mystified, not knowing 
whether I was serious or merely pulling his leg. 

Wumour in medical practice can be carried too far, as 
the following incident illustrates. On one occasion I was 
consulted by a lady of See a complexion with 
regard to her two little daughters, who were very near 
io bene albinos. Knowing that previously the family 
had been patients of Dr. X, I inquired why she had come 
to me for advice. She then explained that Dr. X on the 
occasion of a recent visit had suggested -that it would 
have been better if she had married a black man. On 
getting home she repeated this to her husband, who 
became furious and forbade her to go near Dr. X in 
future. aod . 
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Aids to Beauty 
For the benefit of the ladies, whose reseace I wel- 


`. comed at the outset of my address, I venture to make 


a few remarks which are'kindly meant. I refer to the 
practice of plucking the eyebrows, which presumably is 
intended to have a beautifying effect. Let me remind 
you that Nature provided the eyebrows for a specific 
purpose—namely, to divert the drops of perspiration 
which course down the forehead from entering the eyes. 
It would be just as reasonable to tear down the gutter- 


, ing from the roof of a building and allow the rain water 


cascade over the window-panes. The natural corol- 
lary. would be that those of the gentler sex who resort 
to this practice do not work hard enough to perspire. 

Another beauty ‘aid extensively employed in high 
society is the application of pigments of various kinds, 
to the eyelashes, perhaps .not quite so reprehensible an 
embellishment. This form of toilet is not without risk, 
and I have seen at least one “pair of sparkling ¢yes” 
rendered permanently glazed and blinded as the result 
of innocent preparation for a social function. 


3 Conclusion . 


Ophthalmology is perhaps the cleanest and most con- i 


genial of all the specialties, its practice attended by a 
minimum of blood and pus and „the unpleasantness of 
working in obnoxious cavities. Nevertheless it is apt to 
be monotonous and tiring, especially when one is cooped 
up in darkened rooms for the greater part of the week. 
To find that mental relaxation so essential for the human ‘ 
‘machine it has been my habit for the past few years to 
spend part of the week-end in the company of a few 
friends walking and climbing on Table Mountain, the 
mountain so beloved by my fellow countryman and that 
great statesman, the late Field-Marshal Smuts.: It was 
on the summit of Table Mountain that he delivered per- 


_ haps (the finest of all his many inspiring addresses, on / 


the occasion in May, 1923,‘ when he unveiled the 
Mountain Club War Memorial to those of its members 

ho fell in the 1914-18 war. He spoke of the Religion of 
the Mountain, and I hope you will pardon me if I quote 
a few sentences of his address: 


“What is that religion? When we reach the moun- 


“tain summits we leave behind us all the things that weigh 


heavily down below on our body and soul. We leave 
behind a feeling of weakness and depression... ., We 
feel a great joy. The ‘religion of: the mountain. is in 
reality the religion of joy. Not only on the mountain 
summits of life, not only on the heights of success and 
achievement, but down in the deep valleys of drudgery, 
of anxiety and defeat, we must cultivate this great spirit 
of joyous freedom and uplift of the,soul. We must’ 
practise the Jelision of the mountain down i in the valleys 
also. ” 

Not to all of us' comes the opportunity to scale moun- 
tain heights where we may experience for ourselves the 
exhilaration of spirit so beautifully described by Field- 
Marshal Smuts } but to each of us performing our daily - 
round and common task, despondent and worried by the 
troublous times in which we live and the cares of prac- 
tice, it is possible to look up to something higher than 
ourselves, Someone to whom we can turn for help and 
guidance. Though’ I am not one who parades my 
teligion, I can give you an assurance that if you practise 
this uplift of the soul from day to day you will not be. 
disappointed. On what more appropriate note can I 
end this ophthalmological address than by reminding 
you of the words of the Psalmist, “ I will lift up mine 
eyes unto the hills, from whence cometh my help.” ` 


. ASPECTS OF THE CIRCULATION’S 
ECONOMY* 


BY 
K. J. FRANKLIN, DM, D.Sc, F.R.CP. 


Professor of Physiology, St. Bartholomew's Hospital Medical 


var College 


It is obviously pertinent now to ask how the order of 
blood-flow reductions found in experiments upon ani- 
mals corresponds with experience in human circulatory 
failure. A priori, I think, it might be expected to corre- 
spond where the conditions are sufficiently similar, 
but otherwise it would show divergences, though with 
analysis of the clinical and other experience available 
it should be possible to classify the various types of 
blood-flow redistribution, and of exitus through the 


progression of certain of them to. the stage of irrever- , 


sibility. ' I propose to ‘give a number of instances of 
blood redistribution in man ; many of them are in line 
with the, order of sacrifice which I have detailed, but 
certain are not, for the conditions were different. I 
shall ‘pass then to consideration of the blood flows in 
diving mammals, in the foetus in utero, and in obstetric 


` shock, and shall show points of similarity which emerge, 


in particular the packerentia) treatment of the brain. 


Circulatory Effect of Cold 


In the first place, the symptom of coldness due to 
contraction of skin vessels is so common an early 
symptom in various disorders that it needs no empha- 
sis. In the case of the limbs it may be followed by pain 
in ischaemic muscles; this was so with the late King 
Gustav of Sweden on October 28, 1950, the day after 
his collapse. At the time, however, his brain was clear 
and he was able to receive several members of his 
family. The bulletin issued in the evening, no impor- 
tant change having occurred in the interim, stated that 
the heart’s activity was comparatively good. ` Let us turn 
to a second instance. When the great eighteenth-century 
physiologist, Albrecht von Haller, was dying he exhibited 
a fine professional interest in his own circulatory failure 
(Cushing, 1901). For a while he found that he could 
still feel his pulse ; thereafter it was imperceptible. Here 
then, the arm circulation had been markedly reduced 
while that to the brain remained competent. 

, The part played by the peripheral constriction in 
maintaining higher cerebral activity is also exemplified 
in the late Sir Joseph Barcroft’s exposures of himself 
to severe cold. On two occasions he lay down naked 
in a freezing-room, and carried on until an assistant, 
seeing unconsciousness to be imminent, came to the 
rescue with warm blankets and hot drinks. In each 
experiment “ J. B.” at first lay shivering, with his limbs 
flexed in a sort of effort to huddle up, and he was very 


conscious of the cold. During this stage his nervous “ 


system, in an effort to fight the adverse circumstances 
and to preserve the body’s heat, was constricting his 


cutaneous vessels and keeping the blood in the internal . 


parts ; because of the cold he had to suppress, by an 
effort of will, his instinct to be up and about. Suddenly 


thereafter. his nervous system gave up the struggle; he . 


stretched out his legs, and the sense of coldness was 
succeeded by a beautiful feeling of ‘warmth as his skin 
vessels relaxed—he lay “ — ” in the cold. At this 

*The second Oliver-Sharpey Al College 


of Physicians of onion bn. on Met 15, lecture 
appeared in last week’s issue. 
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point his initiative had gone and he was completely. 


acquiescent while his body temperature, no longer kept 
up by cutaneous vasoconstriction,* was falling. His 
natural modesty, also, changed to “ Well, I don’t know 


: what,” and he no longer worried about what some 


person alien to the experiment would think if that 
came in and found him stark naked. . 

It is obvious from this account that in the earlier part 
of “J. B.'s”, exposure sacrifice of the cutaneous blood 
supply (and doubtless of :that to the musculature) was 
part of the circulatory readjustment which conserved 
the blood flow to the highest nervous centres and kept 
them active ; with such sacrifice reversed, these centres 
went out of action and less modest ones tdok over, while 
even these latter would quickly have followed the first 
but for thé attendant’s intervention ‘with the warm 
blankets and hot drinks. 


person 


Reduced Blood Flow m Conditions of Shock 


In obstetric shock in human patients Sheehan (1949) 
found that the blood flows were reduced, without a 
complete shut-down occurring anywhere, in the order: 


(1) that to the skin, the capillaries being affected less. 


than the other minute vessels, and the superficial veins 
being markedly contracted ; 2) that to the muscles ; 
(3) and (4) that through the portal system and liver, 


. and that through the kidney—he was unable to say 


which first suffered ; (5) that to the brain, which was 
more or less normal ‘until the onset of dying. 

Further details will be mentioned later. Meanwhile 
we can add that Sheehan thought that the same order 
of reduction of blood flows occurs in patients with 
severe haemorrhages, and that he found some evidence 
of a cardiac effect of the shock. The finding, said to 
occur also in experimental, animals, was the occurrence 
of subendocardial: haemorrhages over the. distribution 
of the left atrio-ventricular’ bundle branch, with pecu- 
liarly swollen Purkinje fibres in the vicinity. It seems, 
therefore, that the coronary circulation itself may be 
included at times in the blood flows: which are mney 
reduced, 


Though the above is the order in which, in -man, 


. parts of the body often have their blood flows cut, it 


is not the only one, nor is it sufficiently detailed about 
the brain supply. I have myself- often attempted to 
picture the distribution of the blood fiéws which 
obtained in some exhausted infantrymen whom I saw 
during the Battle of Arras in 1917. They had made 
an attack, consolidated their positions, and then been 
relieved later than planned. When I saw them they 
were coming back in extended order across the open, 
but were fast asleep. By what mechanisms they 
managed ‘to do this I do not know, but obviously the 
highest nervous centres were out of action while the 
limb muscles must have been receiving a good blood 
supply, I also remember a forced night march of 
30 kilometres, suddenly ordered for our field artillery 
brigade .on the French front in the summer of 1918. 


. sequence, as we moved through the moonlit villages and 


countryside, many’ of us were sleeping at intervals 


‘though remaining in our ee dropping off in one” 
‘sense but not in the other. 


*Cf. cases of haemorrhagic shock at the front during the Jate 
war, when cutaneous venoconstriction was so marked during the 
period of resistance to circulatory collapse that it was well-nigh 
impossible to make injections via these vessels; if thereafter they 

, the Prognosis immediately worsened. 


We had had a full day’s activity before it, and in con- | 


' That the highest brain centres can be suddenly cut 
out is suggested—though here also no direct connexion 
with a blood-flow: restriction is established—by the 
experience of Nor Hussain, sole survivor of the crew 
of 74 on the steamer Indian Enterprise, which with 580 
tons of explosives aboard caught fire and blew up in 
the Red Sea on June 19, 1949. Asked at the subsequent 
public inquiry in London if he had smelt anything 
before the explosion, Hussain said: “When a man is 
about to die he does not remember very much. I have 
no recollection. I did not hear any alarm given.” 
Psychologists may have.an alternative explanation of 
this, and there may also be explanations other than 
purely circulatory ones of the sparing of the vital brain 
centres during many forms of successfully conducted 
general anaesthesia ; in some of them, however, as also 
in ‘alcoholic intoxication, depression of higher cerebral 
activity goes hand in hand with cutaneous’ and other 
vasodilatation. 


Blood Flow in Diving Animals 

I wish now to refer to diving animals and their adapta- 
tions, and in this confexion much that is, pertinent to 
this discussion was included by Irving (1939) in his 
review. Cessation of circulation, he noted, affects the 
various tissues very differently. The arm or leg can 
endure tourniquet-produced asioxaemia for a quarter 
of an hour without undue discomfort and for nearly an 
hour without permanent damage ensuing. Nerve figres 
also are quite resistant, but peripheral nerve endings 
are seldom at their best after even a few minutes’ 
asphyxia, and the brain is particularly. sensitive ‘to it. 
Apparently, the brain as\a whole will not operate 
during true anoxaemia, and the blood returning from 
it is seldom more than half desaturated. 

- On the other hand, the respiratory centre, some spinal 
cord centres, and some sympathetic ganglia are “quite 
‘resistant, continue to: discharge rhythmic trains of ner- 
vous impulses during the first quarter of an hour of 
asphyxia, and’ may be revived after even longer periods. 
The different’duration of survival of somé ‘parts of the 
nervous system indicates a varying sensitivity to anoxia, 
“but the integrated whole which is necessary to con- 
scious activity is apparently much more delicate than 
some of its components.” The heart as a whole is 
rapidly affected. by’ anoxia ; oxygen lack, as we learn 
from other sources (Hilton. and Eichholtz, 1925), is by 
far the most powerful dilator of the coronary vessels, 


and heart failure sets in when they have dilated to 


500% without relief of the musculature. 

To return to Irving—newborn animals are more 
asphyxia-resistant than adults. It seems likely that the 
sensitivity of the brain to-the condition is common to 
all mammals, and that any special arrangements which 
preserve the divers must keep up a proper oxygen 
supply. for the brain and probably-also for the- heart. 
The other tissues are less sensitive to asphyxia and 
also less indispensable for life. Addition of carbon 
dioxide in appropriate amount to the inspired air causes 
in man, the cat, the dog, the rabbit, the musk-rat, and 
the beaver an increase in the flow to. the brain and, 
decrease in that to the muscles; the reduction in the 
flow to the latter during apnoea is effected through the 
sympathetic nerves. Irving concluded his survey by 
stating: “It is. interesfing that the principal physiologi- 
cal adjustments of divers differ only quantitatively from 
- those of land animals.” 
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Circulation in the Foetus ` 


Passing to the circulation in the foetus (Barclay et al., 
1944 ; Franklin et al., 1946), we note first that the blood 
returning from the placenta is not`very fully saturated 
with oxygen, and that the only part to which even that 
blood is distributed without adulteration is the “ umbili- 
‘cal ” portion (the left two-thirds in the sheep foetus) of 
the liver. 
less oxygenated than the joint umbilical, portal, and 
abdominal caval blood streams which arrive by the 
thoracic posterior vena cava, and the orientation of the 
7 parts ensures that it is the bulk of this joint blood which, 
together with the pulnionary venous return, passes to 
the arch of the aorta for distribution via the coronary 
arteries to the heart, and via the other offshoot or off- 
shoots of the arch to the head and forelimbs. In the 
foetus, then, the heart and brain, after the “ umbilical ” 
part of the liver,- get as good an oxygen supply as 
possible.* 

“Intrauterine State and Obstetric Shock 

Let us compare this intrauterine state with that found 
by Sheehan (1949) in cases of ‘obstetric shock. He 
wrote: , 


’ “The reduction of the rate of blood-flow to most of the 
body is naturally associated with a reduction of metabolic 
activity by the body in general, as is evidenced by the fall 
of body temperature and the reduced rate of oxygen usage 
, by gte body as a whole. It is, however, important not to 
" exaMerate the slowness of the blood-flow through the abdo- 
men and limbs. It is a slowness of flow, not a complete 
arrest. Some blood certainly flows down the abdominal 
aorta even in very severe shock. This is easily shown by 
manual compression of the upper abdominal aorta, which 
produces a definite rise of blood pressure in the upper parts 
of the body, even in moribund patients. In addition, the 
blood-flow to the various parts of the body is sufficient to 
maintain the life of the tissues there is no necrosis, apart 
from one special exception to be mentioned later. Human 
beings do not’ develop the necrosis of intestinal mucosa 
which is found after prolonged experimental shock in certain 
types of animals. ` 

“In contrast to this evidence suggesting a very consider- 
able reduction in the blood-flow to most of the body, there 
‘is the very significant fact that the patient remains quite 
conscious until the terminal stages of shock.- This can only 


mean that the blood-flow to the brain remains relatively’ 


good. 


“Thus the actual condition of the circulation through the 
vascular bed in shock seems to be as follows: 

“The blood gomg from the heart each minute passes 
into one or other of two functionally distinct circuits 
which have very different circulation times, though” the 
rates have not been measured. (a) A high proportion of 
it goes to the brain and passes rapidly through the cerebral 
circulation back to the right heart. The rate of blood 
flow ‘through this circuit may well be almost normal, 

~ except in dying patients. (b) The remainder (a much 
lower proportion than normal) is distributed to the rest 
of the body and circulates very slowly through the vessels 
until it reaches the right heart and mixes with the rapid 
current of blood returning from the cerebral circuit. 
“In patients who have severe haemorrhage, the ‘circula- 
tory changes are probably very similar and form a beneficial 
defence mechanism to maintain an adequate blood supply 
to the brain in the presence /of a sudden reduction of blood 
volume. In shock the same mechanism appears to come 
into action, but without any obviously useful purpose. As 
*The ductus venosus blood in the sheep foetus is 60 to 70% 


saturated with o pen, 


umbilical arterial blood about 30%. 
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will be shown later, there is somg evidence of sympathetic 
over-activity in shock, and it is possible that this may be 
responsible for the vasomotor disturbance of shock.” 

We have, then, in obstetric shock, haemorrhage, and 
in the underwater physiology of diving mammals. evi- 
dence of circulatory adjustments which ensure that the 





heart and the brain remain well supplied with blood, in ~ 


general surprisingly so, while other parts of the body 
have their supplies cut, some of them: severely. In the 
foetus there is no circulatory readjustment, but the nor- 
mal mechanisms ensure the same effect. In all. the 
cases mentioned, the various organs appear to have 
places in the order of restriction corresponding, in the 


main, with their capacity to withstand % anoxia.’ Anoxia, ` 


however, is probably but one ‘of many! alterations 
brought about -by diminution of blood flow, and we 
should probably think also in terms of other changes 
and of any particular organ’s indispensability to jife. 


“ Fixity of Internal Environment ” ~ 


Claude Bernard (1813-78), the greatest of the French 
physiologists and óne of the greatest of all physio- 
logists, began the better understanding with his concept, 
expressed in somewhat varying phrases over a nuinber 
of years (see Olmsted, 1939), of the constancy of the 
internal environment of the body ; one form of the idea 
was contained in’ the sentence, “La fixité du milieu 
intérieur est la condition de la vie libre.” + Doubtless 
Bernard was originally thinking of the Hid as the 
internal environment ; but with the passage of time and 
increase in knowledge of tissue fluid and ‘its movements 
—indeed, nowadays with the progress of isotope inves 
-tigations of intracellular circulation itself-—the term 
“internal environment” has acquired a more special 
connotation, ‘even if the blood composition and flow 
remain closely connected with that environment’s 
homostasis or homoeostasis. 

In his time Claude Bernard’s concept was not fully 
appreciated, and after his death, ‘like many of his more 
subtle contributions to our science, it fell rather into 
the limbo of forgotten things. In succession, however, 
in more recent times Haldane, Henderson, Cannon, and 
Barcroft have resuscitated, examined, and extended it; 
and Barcroft in particular, in 1934, really got to grips 
with the problems raised. In his final discussion he 
wrote: “ Authors of great distinction have emphasized. 
the importance of the statement? ; they have stressed 
the fixity of the environment, but there is a curious 
What has the 
organism gained by constancy of temperature, constancy 
of hydrogen-ion concentration, constancy of water, con- 
stancy of sugar, constancy of calcium, and the rest ? 
Is not the poikilothermic animal a very good animal ?' 
The bass or the perch with a blood on the acid side of 
normal—what fault is to be found with its muscular 


-contraction or its heart-beat? You may take other 


organs of the body and subject them to a concentration 
of oxygen far below that necessary for man as a whole 
and they will function excellently. What, then, is this 
free life of which the fixity of internal environment is 
the condition ? ” 


rs ' Mental Activity 


After reviewing the effects of cold, heat, change 
ın hydrogen-ion concentration, and: acute and' chronic 
oxygen lack and oxygen excess, many of them from 

*“ The fixity of internal environment is the condition of a free 
life.” i > 


. 
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personal experience, Barcroft came to the conclusion 
that the fixity of internal environment, is controlled by 


. the upper part of the central nervous system. As a 


general rule it is this part of the body which suffers 
if the environment is altered beyond physiological limits ; 
in other words, the fixity of the internal environment is 
the condition of mental activity. The processes of the 
mind require a medium of great constancy in which to 
attain to ordered development. “To look for a high 
intellectual development in a milieu whose properties 
have not become stabilized is to seek music amongst 
the crashings of a rudimentary wireless or the ripple- 
patterns on the surface of the stormy Atlantic ... by 
degrees throughout the ages the constan¢y of the internal 
milieu became controlled with ever-increasing nicety till 
ultimately this control was perfected up to the point at 
which man’s faculties could develop and*he could attain 
to an understanding in terms of abstract knowledge of 
the world around him. .. Of that intellectual ascen- 
dency, ‘la fixité du milieu intérieur’ appears to be the, 
or at least a, condition ; of that intellectual ascendency 

Fortunately for our efforts at interpretation, Carl 
Schmidt and his colleagues (see Schmidt, 1950) have 
measured the total cerebral blood fow, A-V oxygen 
difference, and vascular resistance in normal human 
subjects during active and passive overventilation of the 
lungs, oe inhalation of high (85-100%) and low (10%) 
oxygen-Containing and high (5-7%) carbon-dioxide- 
containing atmospheres. Except for ‘the passive over- 
ventilation, these correspond with four out of the six 
conditions mentioned by Barcroft, and in Schmidt’s five 
the cerebral blood flows were respectively 36, 32, 45, 
73, and 95 ml. per 100 g. of brain tissue a minute, com- 
pared with the normal of 54 ml. Obviously there is 
nothing in cofamon between them except considerable 
departure from this, normal, and even that is not con- 


- stant in direction or of anything like the same order 


thoughout the series. In respect of total cerebral 
oxygen consumption, however, three of the five condi- 
tions gave the normal figure of 33 ml. per 100 g. of brain 
tissue a minute, and in a fourth the amount was 32 ml. ; 
in the fifth alone—namely, active overventilation—was 
there a marked change, and Schmidt thought that the 
rise here to 38 ml. was related to the extra mental acti- 
vity associated with the excessive voluntary respiratory 
efforts.” 

Mental disorder, on the other hand, can be present 
without departures from normal in total cerebral blood 
flow, A-V oxygen difference, and vascular resistance. 
Kety er al. (1948), for instance, found no change in 
schizophrenic subjects, either before or during their 
beneficial treatment with amylobarbitone or thiopentone, 
and Kety and Schmidt (1948) wrote: “The higher 
psychic functions are associated with biochemical 
changes so smooth and complex. as to render any 
attempts to describe them in terms of mere oxygen 
utilization no more adequate than to predict the fidelity 
of a radio by its power requirements.” j 
~ It seems to me, therefore, that the successive diminu- 
tion of blood flows to parts other than the central ner- 
vous system, which we have mentioned as occurring 
in a number of conditions, has not as its primary or 
basic effect, though. it often has as a highly important 
secondary one, the preservation of the highest mental 
activity. Rather, I imagine, may the conservation of 
the vital nervous centres be the more essential thing; 
for while they retain the necessary conditions for their 

ri 
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activity ways are left open for the subsequent full 
restoration of higher brain functions if these have 
undergone temporary reduction or suppression as in 
the cases mentioned by Barcrdft, as in sleep, and as 
in various other circumstances. In so far as the con- 
ditions in the mature foetus are parallel, they can be- 
remembered also, for in that foetus the highest nervous 
functions have not yet appeared. Further, in a small 
number of post-natal human subjects they never do 
develop, or only imperfectly, and in others, at varying 
Stages and to varying degrees in later years, higher 
mental activities deteriorate or disappear without appar- 
ently altering the order of successive restriction of blood 
flows in haemorrhage, etc. 


-S Reactivity of Cerebral Blood Flow 


It remains to substantiate this idea by demonstrating 
preferential homoeostasis of the blood supply to the 
vital centres of the brain stem and spinal cord, and 
some fairly close correspondence between their use of 
the blood constituents and the preservation of their 
activities. At the outset I shall frankly admit that the 
evidence is, far from adequate ; on the other hand, such 
as it is, it does not seem directly opposed to the 
hypothesis which I have advanced. 

Schmidt (1950), to begin with, reported: sympathetic 
vasoconstrictor effects in the hypothalamus of the cat, 
and in the parietal cortex of that animal and Ëe 
monkey, while the medulla, pons, and occipital cortex 
of the cat were irresponsive. With regard to the rabbit, 
which was not in Schmidt's list, the first point to be 
noted is that the internal carotid arteries supply the 


` greater part of the cerebrum, while the Vertebrals supply 


- 


7 projection. 
come 


the occipital cortex, cerebellum, brain stem, and (in part) 
the spinal cord ; the brain-fiows of these major arteries 
under normal conditions are strictly unilateral, and the 
two vertebral flows remain functionally separate (as 
shown by Drs. D. A. McDonald and J. M. Potter in 
their beautiful colour film*) even while proceeding 
farther in the single basilar artery formed by their 
union. i ; 

In unanaesthetized rabbits Lubsen (1941) found that 
the cervical sympathetic innervation was basically con- 
strictor-to both the external and the internal ipsilateral 
carotid arteries, but to the former more powerfully than 
to the latter ; it was also constrictor to the contralateral 
internal artery. With weak .unilateral stimulation the 
constriction of the external carotid resulted in increased 
cerebral flow through both hemispheres ; with medium 
stimulation there was increased ipsilateral and decreased 
contralateral cerebral flow ; with strong stimulation there , 
was bilateral decrease, the contralateral one predomi- 
nating over-and lasting longer than the ipsilateral one. 
Adrenaline, in the dosage of 10 ug., caused rise of blood 
pressure and increased cerebral flow; in the dosage of 
50 yg. there was an initial decrease of cerebral flow 
before the increase in about half the cases, and in the 
dosage of 200 pg. the drop was more marked. In a 
proportion of cases of 50 yg. there was a second fall 
in flow after the rise. Bilateral ganglionectomy increased -~ 
sensitivity to adrenaline, the peak being reached at 10 - 
days ; at this stage 50 pg. decreased the cerebral blood | 
flow despite the rise in blood pressure. Unilateral 
ganglionectomy predisposed to increased cerebral flow 

+“ Blood Streams in the Basilar Artery.” A_16-mm. silent 
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on the. omei side, and decrease on the contralateral 
side. 


All this evidence of reactivity of the cerebral blood 


“flows is complemented by the finding of Poupa (1948) 


that application of a tight tourniquet to the root of the 
rabbit’s thigh over a period of four to five hours, resulted 
in constriction of the internal carotid artery during, and, 
after, the application up to the time at which premortal 
dilatation occurred. Control experiments showed that 
a marked fall of blood pressure could be produced by 
injection of cold saline‘or of acetylcholine into a jugular 
vein without affecting the calibre of the internal carotid 
artery.. While one wishes that the reproductions of 
Poupa’s radiographs had been better, one cannot help 
thinking that Lubsen’s evidence, added to that of Poupa, 
shows an appreciable degree of reactivity in respect o of 
the rabbit's cerebral blood flow. a 

Unfortunately, neither author studied the vertebral 
arterial flows, and the only pertinent findings that I 
can quote are those by my various colleagues and 
myself on the differential reactivity of the vessels to 
adrenaline. Nor do they give a really satisfactory 
answer, for it is not easy to make studies of the verte- 
bral arteries where they pass through bony canals or 
are overlaid by veins. My general impression is that 
they and their offshoots are somewhat less reactive to 
adrenaline than ‘the internal carotid .arteries, but much 
further work needs to be done to substantiate or other- 
wise the hypothesis that the vital centres, in even this 
one species, can remain homoeostatic in respect of their 
blood flow while most of the higher centres, supplied by 
the internal carotid arteries, are less so in respect of 
theirs. If the hypothesis is not substantiated in the 
rabbit and other mammals, including man, that will not, 
I think, invalidate the suggested late position of the 
brain as a whole in the order of sacrifice, but it will 
leave many problems to be solved. - In other words, the 


preferential preservation of the brain’s blood flow may 


be but one of the factors concerned, and biochemistry 
—defined ‘by Young (1951) as “the study of the struc- 
ture and function of living matter on a molecular 
basis ””"—-may be the ultimate solver of the problems 


propounded. 


Antagonistic Mechanisms ae 
I think that is as far as I should go with the occur- 


rence of the orderly differential’ restriction of ‘blood , 


flows as a whole, but I wish to consider the mechanisms 
through which, on occasion, this generally protective 
series of events is invalidated, and, in consequence, is 
followed aby death. For Dr. Oliver’s secondary object 
was to “encourage the application of physiological 


- knowledge to thé prevention and cure of disease ‘and 


the prolongation of life.” ' 

I have already mentioned instances (Barcroft’s experi- 
ence in the cold, and cases of wound shock in the recent 
war) in which cutaneous vessels have given up their con- 


‘ strictor activity arid the general body condition has 


promptly deteriorated. Such giving way of the con- 


' strictor efforts in the skin could conceivably initiate the 


regressive stage—for example, the cutaneous vessels 
might have their innervation paralysed by severe cold 
—but such evidence as we have indicates, I think,, that 
anoxia of the liver is more probably the general villain 
of the piece. From my own experierice, which is in 
line with- much in the literature, I should say that ‘the 
renal cortex tends to have its blood supply restricted or 
, cut before the liver does, but Delorme (1951) i in his very 
' interesting article appears to put the liver in the prior 


position. Maybe some of, the many hepatic functions 
are embarrassed sooner than others, and both views may 
contain some of the truth. But let us examine part of 
the story in greater detail. 


Enzyme and Vasotropic Factors 

in the anoxic renal cortex, if we may, take the’simplest 
account, are produced (i) an enzyme, renin, and (ii) a 
vasotropic factor, “ vaso-excitor material ” (« V.E.M.”). 
Renin acts upon a pseudoglobulin, hypertensinogen (or 
‘angiotonin precursor, or hypertensin precursor), which 
is formed in the liver, and the product is hypertensin or 
angiotonin, a vasoconstrictor agent. which apparently 
acts mainly upon the arterioles, may perhaps be a factor 
in the normal regulation of arterial blood pressure, and 
is certkinly concerned with hypertensive states.. It is 
inactivated by an enzyme, hypertensinase or angiotonase, 
, present in the healthy kidney, also to some extent in 
` the intestinal mucosa, pancreas, and red cells, and to a 
minimal amount in the liver and in serum. V.E.M., 
which has to. date been physiologically detected rather 
than chemically identified, is one of two vasotropic fac- 
tors brought to recognition and to a wide measure of 
acceptance during the past 12 years, mainly through the 
work of the group which includes Zweifach, Chambers, 
and Shorr. This ’vasotropic factor is inactivated by the - 
renal cortex (and perhaps, also, to a lesser degree by 
the liver) when that part of the kidney is once again 
adequately supplied with oxygen. 

The other vasotropic factor, “ vaso-depressor 
material” (“V.D.M.”), hás been chemically iden- 
tified by Mazur and -Shorr (1950) as ferritin or 
apoferritin. It is produced pre-eminently by the liver, 
but also by skeletal muscle and the spleen, under anoxic’ 
conditions. It is inactivated by the liver alone, and to 
perform this task the viscus must be adequately supplied 
with oxygen ; further, too long-continued anoxaemia of, 
the organ irreversibly. depresses this faculty. 

In the compensatory phase of shock, according to 
Zweifach, Chambers, and Shorr, the relative reductions 
in the renal cortical and hepatic blood flows are such ` 
that the renal cortex is rendered anoxic before the liver 
1s affected.’ So production of V.E.M., but not of V.D.M., 
‘takes place. In the decompensatory phase, V.E.M. is 
produced, but the renal cortical blood flow is too scanty 
to carry it away into the general circulation. On the 
other hand, the further reduction in the oxygen supply 
to the liver results in the anoxic production of V.D.M. 
‘So in the first phase of shock V.E.M. predominates,- 
and in the second phase V.D.M. 

The part of the vascular system upon ‘which these 
particular vasotropic’ factors exert their influences lies 
between the arterioles and the venules, and our know- 


‘ledge of the functional anatomy of this region has been 
‘ developed mainly by Zweifach : with his 


delicate 
and fascinating micromanipulative techniques. V.E.M. 
ensures @ brisk and effective, if perhaps somewhat in the 
nature of a bare maintenance, blood flow through this | 
region. It enhances the frequency and amplitude of 
the rhythmic constrictor activity (vasomotion) of the 
metarterioles and pre-capillary sphincters, and very 
greatly enfiances their reactivity to the topical applica- 
tion of adrenaline; as tested in the mesocaecum of the 
rat and omentum of the dog. It therefore produces a 
` favourable reaction to a reduced circulating. blood 
volume by confining the peripheral blood flow to ‘the 
thoroughfare channels and ensuring an adequate venous 
return. V.D.M., on the other hand, progressively 
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depresses the reactivity of the metartegiolar muscula- 
ture and pre-capillary sphincters, diverts blood to the 
true capillaries, and causes venular stagnation and 
inadequate venous return. With consequent progrés- 
sive fall of oxygen in the blood ' supplied to the liver, 
the natural mechanism for the production of V.D.M. 
comes ‘ever more into play, and that for its inactivation 
the opposite. So the shock becomes igreversible, and 
death ensues. | 

To the above summary ‘we can add the findings that 
V.D.M. has an antidiuretic effect ; that the intact adrenal 
cortex Appears to be necessary for the proper function: 
ing of the V.E.M. mechanism ; that V.E.M. differs from 
renin in being heat-stable and dialysable, as well as in 
its more physiological aspects ; and that it also differs 
from hypertensin and similar pressor agents, which pro- 
duce acute changes in blood pressure by their constrictor 
effects on more proximal vessels—namely, .the larger 
arterioles, It may be worth adding that the initial 
reaction in various kinds of shock, and one which will 
provide the anoxic conditions necessary for the pro- 
duction of V.E.M., may be a nervously intermediated 
one such as Trueta ef al. (1947), for instance, found in 
their tourniquet experiments. I would not, ‘however, 


rule out humoral mechanisms after a particular experi- 
ence ‘by Dr, A. M. Miles and myself.* For an anaes- ' 


thetized rabbit gave birth during the experiment, and 
our observations suggested a liberation of posterior 
pituitary hormone in concentration sufficient to cause 
cortical paling in both the innervated and the denervated 
kidney; that was during the uterine contraction and 
parturition. Then, while the uterus was accommodating 
itself to the absence of the foetus, there was further, ` 
but reflex, cortical paling in the innervated kidney only. 
Before leaving this summary of the work of Shorr 
and his colleagues, I should like to make some reference 
to the hypothesis which they have been developing and 
which brings their vasotropic factors into the physio- 
logical as well as the pathological field. This hypothesis 
is that the “ vaso-excitor and vaso-depressor principles 
are oppositely acting components of a homeostatic 
mechanism participating in the regulation of peripheral 
blood flow and blood pressure” (Shorr, Zweifach, and 
Furchgott, 1948). While the articles written by these 
authors and their colleagues deal in the: main with the 
drastic disturbances of equilibrium produced by experi- 
mental shock, they suggest that “ under more normal cir- 
cumstances circulatory homeostasis would undoubtedly 
be accomplished by more subtle alteration’ in the 
equilibrium between these vasotropic principles.” 


Damage to Parenchymatous Organs 
Delorme (1951) began his very interesting contribu- 
tion to the subject of shock by noting that “in the 
higher organism, when life is threatened, by a reduction 
in the effectively circulating blood volume, the blood- 
flow to tissues of immediate importance to survival is 


maintained by selective vasoconstriction’ elsewhere in | 


the body (Malcolm, 1910, Mann, 1915).” He then 
went on to state that, while bone, muscle, and skin can 
remain anoxic for considerable periods without harm, 
compensatory circulatory adjustments can cause serious 
damage to parenchymatous organs such as the kidney 
and liver, and that the importance of this in the case 


of the kidney had become well recognized since 1942. 





*] think one may reasonably cite evidence from a single expert 
ment when, as in this instance, the chance of a recurrence o 
similar activity in in further experiments is naturaliy remote and 
cannot be greatly increased by the most careful planning. 
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“That earlier and graver injury,” he went on, “to the 
liver may occur in vasoconstrictive states has been 
neither so well recognized nor so intensively studied.” 

It is this point about thé injury to the liver occurring 
earlier than that to the kidney which I cannot find 
demonstrated either in Delorme’s own experiments or 
in his abstracts from the literature; and, as my own 
experience leads me to believe that the renal cortex in 
many circumstances suffers before the liver as a whole ; 
further, as Van Slyke (1948) wrote that the renal func- 
tion shows signs of failure. before the hepatic in just 
thé kind of shock—haemorrhagic—which Delorme chose 
for study ; finally, as Shorr et al.’s schema, based on 
much careful study, depends on the vasoconstriction 
developing in the order kidney first, then liver, Delorme’s 
contention oneeds to be thoroughly investigated. On 
the other hand, his proof that increase in the oxygena- 
. tion of the portal vein blood.in dogs increases resistance 
to haemorrhagic shock is a fine addition to our know- 
ledge, and all can subscribe to the view, which he has 
further established, “that a gradient loss of liver func- 
tion occurs under anoxic conditions and that peripheral 
vascular responses are directly or ERY influenced 
by this failure.” - 

Here I should like to say that I still wonder if the 
“ umbilical vein portion” of the mature foetal liver is 
particularly dependent for its functioning upon getting 
the best-oxygenated blood that is available—that is, if 
there is a “purpose” in the anatomico-physiological 
arrangement of the parts. In one of the war years, 
when the performance of such research had to be care- 
fully weighed against loss of food supplies, Dr. E. C. 
Amoroso arranged for a sow near term to be trans- 
ported 40 miles to the Nuffield Institute for Medical 
Research so that, in conjunction with Mr. J. R. O'Brien, 
we could investigate inter alia the differential bio- 
chemistry of the umbilical and portal vein portions of 
the foetal liver.* Unfortunately, the sow took avoiding 
action by commencing parturition as soon as she was ' 
on board the lorry, and the’ research has: never been 
done. The point here is that some hepatic, functions, 
after birth as well as before birth, may be more depen- 
dent than others upon oxygenation of the organ’s blood 
supply, and in that case more detailed mention of the 
liver will be required from any future lecturer on my 
present subject. 
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Oxygen Treatment in Shock 


I cannot proceed to my final remarks without first 
/Teferring to something which leaps to the mind in read- 
ing Delorme’s paper, apart from constantly obtruding 
upon the thoughts at other times. I refer to the possi- 
bility of oxygen therapy in shock ; and I should particu- 
larly like to mention a communication on the subject 
produced by W. T. L. Ohlsson in'1949. Beginning with 
the statement that, “irrespective of its cause, shock is 
always attended by a slowing of the circulation and, 
by unsatisfactory oxygenation throughout the body,” . 
he went on to show that the improvement effected 
by oxygen therapy was even greater than could at 
present be explained, and—a most important point— 
that, whereas the healthy subject can be adversely 
affected by inhalation of pure oxygen, the shocked 
patient (unless his shock is associated with a tendency 
. to haemorrhage after damage to the lungs) can breathe | 
* such an atmosphere without harm and with all the 
benefits. “To sum up,” ended Ohlsson, “oxygen is 

of great value in the: treatment of. Ree not ais for ^ 
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SOME SUICIDE STATISTICS 


BY 


DOUGLAS SWINSCOW, M.B., B.S. 
Assistant Editor, “ British Medical Journal” 


The causes of suicide are diverse and often too obscure 
to elucidate in individual cases. A leading article in 
the British Medical Journal (1947) pointed out that 
suicide has been described as “ our most baffling social 
disease.” The incidence of this manner of ending life 
doubtless depends in part on religious, philosophical, and 
cultural, as well as social, influences. Many studies, 
both individual and statistical, have been made of- 
suicide, but it is hoped that the following contribution 
may draw attention to certain features of suicide 
statistics hitherto unconsidered, or add fresh evidence 
in confirmation of data already published. yi 

The graphs and tables given below (referring only to - 
civilians) are calculated from various national statistics, 
and some of them indicate certain factors influential in 
causing people to commit suicide. Among these are 
economic factors and the relation between our present 
society and old people. The suicide rate might be 
reduced, as the infant mortality rate and the incidence 
of some. communicable diseases have been, with the 
help of appropriate social measures. 

It is commonly believed that the suicide rate in Eng-_ 
land and Wales, while showing considerable fluctuations, 
is in general rising. For instance, Stengel (1950), in 
a recent review of the literature,,says that the suicide 
rates in England and Wales have shown a steady increase 
in recent years after a marked decrease during the war, » 
though they are still below the 1938 figures. But this 
is too broad a generalization, and Figs. 3 and 4 below 
reveal that the rates in different age groups and for the 
two sexes are now behaving differently. ` 

The death rate in England and Wales for. sutcide per 
million males in four age groups is shown in Fig. 1 by 
decades from 1861 to the end of 1920., The upward * 
trend in every age group until 1911 is clearly shown. 
In the decade that includes the 1914-18 war the rates 
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all fell, though precisely by how much is questionable 
because of the difficulty of estimating the civilian popu- 


_ lation during the war. 


The death rates for suicide among women changed 
over these decades in a similar way, as Fig. 2 shows, 
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~ except in those aged 65 and over, in whom the rates 
did not go markedly up or down. (The vertical scale is 
two and a half times that of Fig. 1, and the changes are 
magnified by that much in comparison.) The age group 
with the highest rate among women is consistently 45-64 
years, whereas in men it is the age group 65 and over. 
Since 1921 new features have appeared in the trends, 
which are referred to below. 

> Fig, 3 shows how the death rates for men in the three 
upper age groups descended to a low point in 1924, 
climbed irregularly to a peak in 1932, went to a secon- 
dary peak in 1938, and then fell and rose during and 
after the war. Since the war the rates for the two upper 
age groups have been ominously rising. But in 1949 they 
were still remarkably low in comparison with previous 
years (see also Table A, Appendix), and the rate for the 
age group 65 and over declined slightly from 1948 to 
1949, The rates for the age group 25-44 may continue to 
fall. Certainly there was no post-war inclination up- 
wards such as is seen in the two higher age groups, and 

" 

600 


556 
500+ i 


450 


va) 


> 
© 
O 


SUICIDE RATES PER MILLION 
© 
° 


25-44 
100 


50 
UNDER 25 
x 


0 


1921 193} 941 1945 


YEARS 


Fic. 3.—Suicide rates p million in males cva i En and | ' 
eh intone by age groups: under 25 44, 
45-64, 65 and o 


g 
SOME SUICIDE STATISTICS 


SUICIDE RATES PER MILLION 


Barna 
Mernscar JOURNAL 





the rates for this age group were also at an unusually 
low level in comparison with the rates for the previous 
years (Table A, Appendix). The rates for the age group 
under 25 were in 1949 at about the average level for the 
period reviewed. 

The rates for women contrast in several respects with 
those for men, and are illustrated in Fig. 4 (see also 
Table A, Appendix). The rates in the two upper age 


.groups have risen sharply since the war. Indeed, the 


rate for women aged 65 and over was in 1949 higher 
than ‘ever previously recorded for that age group, and 
the post-war rates for women aged 45-64, though 
declining from 1948 to 1949, are not far short of the 
peaks in the 'thirties. As before, it was the age group 
45-64 that showed the highest rates except’in' 1947 and 
1949. The rates for younger women were more favour- 
able. In the age group 25—44 there is no post-war up- 
ward trend, rather the reverse, and the rates compare 
favourably with those 50 to 60 years ago, while being 
considerably below most of those for the intervening 
years. Best of all are the rates for the age group under 
25 ; these have declined fairly steadily since 1934, and 
are distinctly below even the rates of 1861-1900. 


Unemployment 


Norwood East (1913) compared some figures for 
suicide and unemployment and concluded that the rate of 
suicide was adversely affected by unemployment. Dublin 
and Bunzel (1933) compared suicide data with data on 
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“general business conditions” provided by a public 

utility corporation for the years 1910-31 in ten 

American cities. They found an inverse correlation 

between the suicide index and the business index, each 
based on annual data (r = — 0.55, SE. = 0.15)—that is, ~ 
the better the busimess, the fewer the suicides. From 

other figures they concluded that the closest correspon- 

dence between suicides and business conditions was 

among white males (r = — 0.66, S.E. = 0.13); the 

correspondence among females was less (r = — 0.44, 

S.E. = 0.18). But in Massachusetts they found much 

lower correlation coefficients. They also gave ‘some 

figures for England and Wales, but the unemployment 

statistics for the years they considered are too incomplete 

to have any importance attached to them. Dahlgren 

(1945) found that men more often than women 

mention financial motives (including unemployment) for 

attempted suicide. 

Unfortunately, unemployment statistics in Great 
Britain are published in such a form that any exact com- 
parison is impossible. For instance, they cannot be 
standardized by age groups as the statistics for suicide 
can be. Nor are the figures from year to’ year strictly 
comparable in some cases, for certain sections of the 
population from which the figures of unemployed have 
been recorded have been included or excluded by 
changes in the various Acts governing unemployment 
benefit.” É í 

Among such changes made between 1923, when fairly 
sound figures for Great Britain were first available, and 
1947, after which -the population at risk was greatly , 
changed by the National Insurance Act of 1946, are the 
following: in 1928 persons of 65 and over were 
excluded, and in 1940 women aged 60-64 were 
excluded ; in 1934 juveniles of 14 and 15 were included ; _ 
agricultural workers were included in 1936, certain 
domestic workers in 1938, and non-manual workers 
earning £250 to £420 a year in 1940. In spite of these 
imperfections the comparison is made, with the admis- 
sion that it can be only a rough one, in Figs. 5 and 6. 





Fic. 5.—Comparison between numbers of male suicides, showh 


thus ————-—-, and numbers of unemployed males, shown thus 
scene ee s+, during 1923-47 (Great Britain). 
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Since the figures for unemployed cannot be standardized 
'by age groups, the figures for suicides have not been, 
and the crude-figures for Great Britain have therefore 
been given. The suicide figures were obtained from the 
Annual Reviews of the Registrars-General of England 
and Wales and of Scotland ; those for unemployed, 
which are the average of the monthly figures*for each 
year, were kindly supplied by the Ministry of ,Labour 
and National Service. They, are given in Table B, 
‘Appendix. TN, j 
The curves shown in Fig. 5 for male suicides and 
unemployed males indicate some association. Both 
descend to a trough in 1924, rise to a peak in 1932, jump 
to a small peak in 1938, and sweep down through the 
“early years of the war only to rise again to their respec- 
tive levels in 1947. It is probably safe to conclude that 
Fig. 5 confirms the suggestion that unemployment is 
influential, directly or indirectly, in causing men to com- 
mit suicide. But unemployment may be either th> sign 


_ or the cause of other social disorders that have a more , 


direct relation to the problem. Particularly is this so 
durmg the war years. Fig. 3 shows that the suicide 
rates of men aged 65 and over also rose to their highest 
peak in 1932, reached a lesser peak in 1938, and fell and 
rose during the war. The unstandardized figures hardly 
allow of any certain conclusion, but they do suggest 
that, when society is in such a condition that many men 
are unemployed, then we may expect an unusually high 
incidence of suicide in men. It is unsafe to speculate 
from this evidence on how direct is the relation between 
suicide and unemployment. 

Similar graphs for female suicides and unemployed | 
females are given in Fig. 6. The curvés are only vaguely 
related, and suggest that unemployment, or the society 
of which it is a feature, has little if any influence on the 
suicide rate in women. 

In order to afford a rough comparison with the data 
of Dublin and Bunzel given above, the correlation co- 
efficients for the British figures given here were calcu- 
lated. For men suicides and unemployed, r = + 0.932 ; 
P <0.01. For women suicides and unemployed, r = 
+ 0.474 ; 0.05> P>0.01. . 

As to the difference between the figures for men and 
those for women, Fisher’s z test shows a difference of 
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1.1601 and a standard erir oo 3013: The difference 
1s 3.8 times its standard e 

We may conclude n res data that there is a 
high correlation between the figures for male suicides 
and those for unemployed males, a low correlation be- 
tween, the figures for females, and a significant disparity 
between the two correlation coefficients. The corre- 
lation coefficient between the figures for female suicides 
and those for unemployed males is + 0.497 (0.05> 
P>0.01), and does not differ significantly from the corre- 
lation coefficient between the two sets of figures for 
females. ‘The relative crudity of the figures leads'us to 
conclude only that unemployment, or, the social con- 
ditions, of which it is a feature, has some ‘influence on 
the incidence of suicide among men, but none of signi-- 
ficance on that among women. i 


Age Distribution - 

During the last 80-odd years the age distribution of 
suicides in England and Wales has changed both in men 
and in women. ‘The highest rate in men has nearly 
always been in those aged 65 and over, while the highest 
rate in women.has nearly always been 1n those aged 45— 
64. The crude average age at which suicide 1s com- 
mitted is not of much interest, for the age structure of 
the population has changed greatly in these years and 
the distribution about the mean is exceedingly asymmet- 
rical. A standardized mean age for male and female 
-~ suicides in England and Wales was therefore calculated 
from the rates of suicide ın each age group instead of the 
numbers in each age group. As an approximation the 
highest age group was assumed to be closed, consisting 
of the years 75-84. The rates used were the rates per 
million for ten-year age groups at ages 25 and over, and 
for five-year age groups at ages under 25 (Registrar- 
General, 1940, 1948-51, 1949) 

The effect of the changing age structure of the 
population was thereby eliminated, and the figures for 
different periods are comparable with each other, 
though they are not the actual average ages at which 
suicide was committed, since they are disproportionately 
weighted by the comparatively few elderly people and 
‘are therefore too high! The results are shown in 
Table I. 


Taste I.—Standardized Mean Age of Suicldes in England and j 


Wales, 1861-1948 











Age r 
Males | Females 
577 530 
58-8 531 
58-8 50-8 
57-8 $0-1 
57-4 499 
58-0 505 
*59-5 522 
59-2 32-2 
589 527 
59-9 54-4 
59-0 352 
61-1 57-1 











' There are some interesting fluctuations. The figures 
for~both males and females. descend to their lowest 
troughs in the decade 1901-11. Thereafter they rise, 
that for the women consistently, that for the men with 
interruptions in the trend. They show clearly that 
suicide in the last 50 years has increasingly become a 
disorder of elderly people. As the present century has 


7 4. 


advanced, the old may have found their environment 


` more hostile than the young ; or the young and unstable, 


who might formerly have’ committed suicide in their 
tenderer years, have found society so tolerable in their 
youth that they survive to an age when, withdrawing 
their interest to some extent from ther environment, 
they are no longer sustained by its attraction and 
succumb to loneliness. 

Some changes in the age distribution of men and 
women who committed suicide in England and Wales 
during the years 1934-48 are analysed in Table I]. The 
figures on which these are based are those published by 
the Registrar-General in his Annual Reviews for the rele- 
vant years. The numbers of suicides given here have 
been standardized by age groups against the combined 
male and female population of 1934. For ages 25 and 
over, ten-year age groups were used, for ages under 25, 
five-year age groups. The numbers of suicides attributed 
to each age group are the numbers expected if the age 
and sex structure of the population ın those years had 
been the same as that of the total population in 1934 
The percentages have been calculated from the stan- 
dardized numbers.. Differences in the age and sex 
structure of the population from year to year have 
thereby been eliminated Coo 


í 


TABLE JI —Standardized Numbers of Suicides Committed by Men 
and Women in England and Wales in 1934-48 














1934 .. 











1935 
1936 
1937 


1938 
Under 55 
1934-8 . { n 
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Under 55 
35+ 



















Under 55 f 
35+ 







Under 55 
55+ 






Under 55 
55+ ? 





We see here the steady reduction of the number of 
both men and women who commit suicide under the age ` 
of 55. The following percentages are all calculated from 
standardized numbers. In 1934, 54.9% of the male 
sùicides were under 55, and 70% of the female ; in 1948 
the corresponding figures were 50.4% and 57. 2%. If the 
years before and.after the war tare compared, in 1934-8 


of the men who committed suicide 53.9% were aged ` 


under 55, and, in 1946-8, 51.8%. This is a fall of 2.1%. 
The corresponding figures for women are from 67.5% to 
59.4%, a fall of 8.1%. The continuity of the decline 
during these years, so especially notable in women, 
suggests that the decline may persist. 

- The changes inthe sex ratios over these years are 
interesting. In 1934-8, 77.2% of the suicides aged 55 
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TABLE T.—Numbers of Suicides and Attempted Suicides, Men and Women, England and ales, J934-8"and 1946-9 




















Sucade ° r Attempted Suicide Sex Ratio 
es (% Males) 
% m Age Groups No. % in Age Groups A 
F -| Mm F M F M F | Swcido |Agemmet 
4,269 422 51-3 5,324 5,462 601 73-4 63-6 49-4 
4,050. 578 48-7 3,534 1,977 39-9 26°6 716 Cel , 
705 39-8 41-1 5,253 `` 5,938 64-2 724 62:6 46:9 
Paga * 602 58-9 3533 2,268 35-8 276 638 563 


and over were men; in 1946-8 only 69.4%. The The typical distribution is apparent and 1s common, to 
difference is 7.8%. Of suicides aged under 55, 656% both men and women. ` The months in which peaks 
were males in 1934-8, and 62.5%>in 1946-8, also a dis- occur vary slightly, as-they do in other published 
tinct decline. These changes are due to a relatively statistics, but the favourite season for committing suicide 
mcreasing number of women committing suicide at ali’ is clearly from spring to about midsummer. It was 


ages and more especially at ages 55 and over. , \ thought to`be of interest to find Out whether a converse 
- - > distribution occurred south of the Equator. McGeorge 
r i ONG N s 
Suicide and Attempted Suicide 5 Sii 


. National statistics of ‘attempted suicide are bound to 
be incomplete, for they refer only to cases known to the 
police. Nor are they published in a form suitable for 
age standardization. But some instructive comparisons 
can be made from Table HI. ‘The figures, which refer 
to England ahd Wales, are taken from Criminal 
‘Statistics for the years in question. Unfortunately, age 
groups different from those in Table II have to be used. 
Figures for the war years have been omitted, for unless , 
standardized they are misleading because of great 
changes in the population at risk. as ' 

The most notable feature of these figures 1s the rela- 
tively high proportion of women among the suicides 
attempted but not completed by people aged under 50. 

,Of attempted suicides in people aged undef. 50. the 
majority were women both before and after the_war. 

Of people who attempted suicide aged:50 and over and 

of those who committed suicide at any age, the inajority 
. were men. Nearly three-quarters of the women who 

attempted suicide were aged under 50. These findings 

are broadly in agreement with those of Dahlgren (1945) 
` and Moofe (1937). a 
` 2 Seasonal ‘Distribution. ` f 

The fact that suicides in Europe are more numerous 
in spring and summer has been known for over a cen- 
tury: Dahlgren (1945) cites Esquirol as having’referred ~ 
to this distribution in 1838, and his own figures for 
Malmö for the years 1933-40 were similarly distributed, 
though they showed a small peak in ' September. 
McKinlay (1948) gave figures for suicides in Scotland _ - : ` 

_ for, the period 1911-40, and these also were greater = : watt 

during spring and early summer than at other seasons, . 5 

though rising to a small'peak in November. Béth these TAN FER MARCA APR MAY sue JOLY Ale SEP Oct NOM. DEC 

authors standardized '. their figures to compensate - Fig, 7.—Percentage distribution of suicides in England and 
for the varying lengths of the months, but recorded Wales by.months in certain periods of years; based on numbers 
their standardized figures only for men and women: Stan to eliminate „variability in length of months. 
combined. : f z f =. ; ; 

In Fig. 7 (and Table C, Appendix) the distribution of (1942) found in a series of 523 attempted suicides in 
suicides by months is given for-England and Wales for Australia that the favourite season was the summer, the 
the sexes separately in three periods, 1921-9, 1930-9, and least favoured the ‘spring. But he did not take account 
1940-8. The crude figures, were obtained from the of the varying lengths of months. . ~ 
Registrar-General’s Annual Reviews, for the- relevant Here the monthly suicide figures for Australia have 
years. They were standardized to compensate for the been obtained from the Abstralian Demography~ 
different lengths of months, and: monthly standardized Bulletins for the relevant years, standardized, and 
numbers were then expressed as a percentage of the expressed in the same way as those for England and. 
annual total. Walés. The result is shown in Fig. 8. Though the - 
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Fic. 8.—Percentage distribution of suicides in Australia by 
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months in the period 1930-9; based on numbers standardized 
to eliminate variabikty in length of months. 


Taste [V.—Percentages of Standardized Numbers of Suicides in 
Six-months Periods 
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curves are less regular than those for England and 
Wales, the converse distribution 1s apparent. 

Percentages of suicides in six-months periods, ‘calcu- 
lated from monthly x aa para numbers, are given i in 
Table IV, which shows clearly the distinction between 
the two countries, as well as that between the two 
seasonal periods, 

No explanation can be offered of thy people show 
any preference for committing suicide in the months 
that they do. It is not due to unemployment, which 
tends to be lower‘in summer than in winter. Similar 
distributions have been found for admissions to mental 
hospitals. But such analogies do nothing more than 
suggest that in the warmer months the relation between 
the individual and his environment is more strained than 
in the cooler: why that should be is unknown. 


` 


Summary 


Some statistics of suicide are presented to show ‘how 
variations in the jncidence from year to year run in different 
age groups and how they differ between the sexes. 

The rather crude figures given here suggest that un- 
employment among men, or the society of which: it is a 
feature, probably influences the suicide rate among men \ 
considerably ; unemployment among women probably has 
no significant effect on the suicide rate among women; 
nor does ‘unemployment among men have any decisive . 
influence on the suicide rate among’ women. 

The average age (calculated from standardized figures) at 
which suicide is committed has been rising in both men and 
women since 1900. A relatively high proportion of the 
people attempting suicide under the age of 50 are women. 

The highest incidence of suicide in England and Wales 
is from spring until about midsummer, and the seasonal 
distribution is similar in Australia 
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APPENDIX 


A.—Suicide Rates per Million, ngland and Wales 


‘ABLE E 
(Civilians): by Decades 1861-1920, by Yeas 1921-49 
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1940 17 |'123 | 312 | 464 155 | 133 
1941 g 16 H7 | 232 384 126 101 
1942 17 | 109 | 211 | 340 118 | 103 
1943 17 | 128 | 219 | 339 112 |, 100 
1944 1°16 | 120 | 226 | 350 107 | 100 
1945 | 14 } 114 | 226 | “371 123 | 108 
1946 15 | 121 | 244 | 412 145 | 128 
1947 17 | 100 | 254 | 410 146 | 148 
1948 19 | 108 | 269 | 445 159 | 148 

; 17 | 108 4 278 | 443 144 | 156 


* Figures slightly accurate in this decade because’ of war years. 


Taste B.—Great Britain, 1923-47 : Numbers of Suicides in Each 
Year and Numbers of Unem loyed mT ousands (Average 
of Monthly Figures) in Each 








Unemployed 
` Year Suicides (in Thousands) 
1 Males 
1923 ‘3,132 
1924, * 2,878 
1925 3,106 
"1926 Q 3,384 
1927 3,811 
1928 3,751 
1929 3.893 
1930 3,875 
1931 3,971 
1932 4,407 
1933 4,265 , 
1934 4,211 
1935. 3,855 
1936 3,786 
1937 3,747 
938 3,853 
1939 3,624 
+1940 3,152 > 
1941 2,584 
1942 2,345 
1943 2,439 
1944 2,421 
\ 1945 2,439 
1946 2,883 
1947 2,890 
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TABLE C.—Actual and Standardized Numbers of Suicides by Months in Certain Perio ds in England and Wales and in Australia + 
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, The standardized numbers were computed to four decimal 
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ANTIHISTAMINE TREATMENT OF 
ACUTE NEPHRITIS ' 


Š BY 


DAVID LAWSON, M.D., M.R.C.P. 


Medical Registrar (lately Resident Assistant Physician), the 
Hospital for Sick Children, Great Ormond Street, London 


4 

If almost every case of acute nephritis a history can be 
obtained of a bacterial, usually a streptococcal, infec- 
tion which precedes the nephritis by between one and 
three weeks ; it was this uniform association, and the 
characteristic time, interval, which gave rise to the idea 
that immunity responses were involved in the patho- 
genesis of the disease—-an aetiological hypothesis “which 
is now widely accepted. The known mediation of 
histamine or a histamine-like substance as a final com- 
mon path in the production of a variety of hyper- 
sensitivity phenomena made .it likely that sooner or 
later a trial would be given to one of the recently 
developed antihistamine drugs in the treatment of 
acute nephritis. t : 

The theoretical basis of such a treatment is tenuous, 
consisting as it does merely in the observed association 
mentioned above; and a consideration of the charac- 
teristics of the disease will suggest that tHe interpreta- 
tion of the results in a fairly short series of cases is 
likely to be very difficult. . 

Acute nephritis is known to have, on the whole, a 
very good prognosis, but nevertheless to follow a widely 
variable course. There are very few cases which, 
properly managed,: will suffer permanent impairment 
of renal function or develop progressive disease, 
though the exact effect of.such management is not 
clearly known: it follows that even if a treatment were 
found which would absolutely prevent such serious 
consequences a very long series would have to be 
studied to prove that this! was the case. There are 
only two ways in which this difficulty might theoretic- 
ally be overcome. ~ - 

First, if it were possible to define cleàrly on admission 
which cases were likely so to progress. Unfortunately 
this is not possible, nor has it ever been shown that 
there is a strong correlation between the severity of the 
- disease at its inception, however, measured, and the- 

long-term prognosis. 

Secondly, 1f the treatment under trial were to give 
dramatic and sudden relief of the symptomatology of 


+ 












: adequately controlled. i 


[s 





Austraha 
, 1940-8 1930-9 
Standardized Actual Standardized Actual Standardized 
- No. No. No. No. No _ 
F M .F M~ F F M F M an 

1,400 | 3,002 374 1,005 | 1,720 987 591 147 580 1 
1,239 2,986 337 991 1,858 065 537 139 580 150 
1,478 3,187 51 1,120 2,058 198 571 135 561 133 
1,529 3,373 351 1,175 2,106 192 473 99 482 100 
1,507 3,312 79 1,207 1,942 185 520 1 511 125 
A,509 3,309 31 1,186 2,172 204 445 114 451 116 
1,420 3,122 94 1,256 1,925 ,233 522 135 512 133 
1,321 2,960 297 1,084 1,727 065: 487 138 478 135 
1,312 2,953 5331 1,038 1,786 053 558 134 $66 136 
1,362 2,668 37 1,061 1,624 042 546 |, 174 536 171 
1,341 2,659 +260 1,047 | ‘1,637 063 550 135 558 137 
1,334 2,678 ‘ 1,118 1,709 098 $24 164 514 161 





Riaces for the graphs and calculations given in this paper. 


the disease. ‘Even if this were to occur the effect upon 
long-term prognosis would not be clearly proved until 
a large series had been folloWed up, although the 
probability of such effect. would be strong enough to 
justify the optimistic use of the treatment. 

Craig, Clark, and Chalmers (1949) reported their 
experience in the use of rhepyramine maleate (“an- 
thisan ”) in the treatment of a series of cases. The 
average duration of the disease in their treated series 
was two to three weeks, and in the series of untreated 
cases, with which it was compared, about four month: 
This result was encouraging, but the work suffered, as 
the authors pointed\out, from two defects: first, there 
were only eight cases in each series ; and, secondly, the 
treated and the control cases occurred in different years, 
and the series could’ not therefore be regarded as 


| 


Present Investigation 


After the publication of their article it was decided 
` to carry out a carefully controlled trial of mepyramine 
maleate in the treatment of acute nephritis at the 
Hospital for Sick Children.* The arrangements for th 
trial were as follows. 4 g 

All cases of acute fiephritis—Ellis (1942) Type 1— 


“admitted to the hospital between May 1949 and May: 


1950 were included in the series. Each case on 
admission was allotted a seral number. Odd numbers 
were treated with mepyramine maleate ; even numbers 
were controls. The following records’ were made in all 
cases ; (a) a 24-hour specimen of urine was collected 
whenever possible for each of the first few days; 
(b) daily blood-pressure readings were taken until 
stable and normal; (c) daily blood-urea levels were 
estimated until they were stable and normal ; (d) daily 
fluid intake was measured for the first few days; 
(e) daily weight was recorded until stable ; (f) the E.S.R. 
was estimated on admission and weekly until normal ; 
and (g) when gross haematuria had ceased, weekly 
Addis counts took the place of the daily urinary inves- 
‘tigation until discharge, after which they were performed 
‘monthly and subsequently ‘at longer intervals. 
Mepyramine maleate was given to alternate cases for 
ten days in the following dosage :—Children under 3: 
300 mg. daily in ‘divided six-hourly dosage ; children, 
over 3: 600 mg. daily in divided six-hourly dosage. 
nc er ener ee 
in a series of similar length has 
sane epee meh omson (1948). 
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A third of this dosage was given imtually 5 ; it was then 


, « built up rapidly to. the full dosage in a day ar two. 
_No signs of toxicity were noted in any child. i 


All cases, both in the control and in the_ treated 
_, series, were given penicillin intramuscularly i in normal, 
~ therapeutic dosage for five days, in order that all should 
“be on the same footing so far as the treatment of infec- 


ion was concerned. In order further to standardize: 


anagement, the following diet was given in all cases: 
For the first two or three days glucose and fruit, juice 
only. For the next day or two a low-protein diet was 
given, and was built up to a diet of normal protein 
intake—that is, about 1 g. per pound body weight a day 
—by the fifth or sixth day, but with no added salt’until 
the urinary output had become normal. The fluid in- 
take until diuresis had occurred (in those cases showing 


_ evidence of fluid retention) was restricted to 15 ml, per 
- pound body weight a day—that is, estimated non- 
* urmary 


loss—plus the previous 24-hours’ urinary 
output. 

The children were kept in bed in this hospital, or in 
the later stages at the country branch hospital, until the 
blood pressure, blood urea, and urinary output weré 
normal, and until the Addis-count and. E.S.R. were 
approaching the upper limits of normality. After dis- 
charge the cases were all examined once a month in a 
special follow-up clinic. 

Thirty-six - consecutive cases were admitted to the 
series, but of these three were withdrawn: a relapsing 
vase first seen in a relapse; a case. in which mepyr- 
amine, was given, owing to a misunderstanding, for 
three days only; and a fatal case of pneumococcal 
meningitis with a secondary nephritis. There remain, 
therefore, 33 cases for eee mepyramine and 17 
control cases. 

The comparability of the two series as the arose by 
automatic alternate selection of cases is studied in 
Table I. It will be seen that the two series were in 


Taste I.—Comparability of the Two Series on Admission 








Rotentron - 












fact reasonably simular, both as regards sex and’ age 
distribution and in terms of the criteria of severity on 
admission ; ‘that is to say, the frequency of oedema, 
hypertension, and nitrogen retention. 

In Table II the following items have been analysed in 


terms of the number of days’ duration of each 
abnormal finding in each case. The length of history 
on admission is also recorded. ` 


Oedema:—This is recorded in terms of the number of 
days before stable weight is reached. , 


Diastolic Hypertension.—No arbitrary upper limit of nor-, 


mality was set: the time is recorded at which the diastolic 
pressure in each case reached a stable level within the gross 
limits of normality. Difficult borderlme cases were expected, 
but none occurred: in every case recorded as hypertensive 
the diastolic pressure was above 95 mm. Hg on admission, 
and in each of these (except Case 6, in whom the disease is 
still active) the stable level eventually reached was below 
80 mm. Hg. _ : 
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/ Taste II : Z 
E Duration in Days of Each Abnormar 
Ej Sign (Day of Admission = 0) 
& : 
i g Gare 
H S g o” 
Pun ER 
= g za Ba 
= E jag ge 
2 Q 33 zg A> 
F ú BE pee 33 
i < im Pach Be 
ý Mepyramine Maleate Series 
st M| 4 4 — — n 20 82 
3 |E |7] 27 FER ee 18 
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* In Cases 8 and 32 the significance of the Addis count was vitiated by the 


presence of other infection 3 ; 

Raised Blood Urea—40 mg. per 100°ml. igithken as the 
upper limit of normality. 

Proteinuria.—20 mg. per 100 mil..is taken as the upper 
limit of normality. 

~ Addis Count—The time in days at which the red-cell 
excretion falls below 5,000,000 cells in 24 hours is recorded. 
The 5,000,000 level is the lowest which it is practicable to 
use for the comparative assessment of progress; it ‘is un- 
common, except in a clear relapse, for the count to rise 
above 5,000,000 once it has fallen below it, whereas there 
1s often an oscillation around the 1,000,000 level for several 
weeks, For the final assessment of inactivity, however, the 
1,000,000 level is taken, and all cases recorded as inactive 
showed red-cell excretions „below 1,000,000. 3 < 

Eıythrocyte Sedimentation Rate—The time in days is 
recorded at which the E.S.R. falls below 15 mm. in one 
hour. In the final assessment. of inactivity, however, the 
level of 10 mm. in one hour was taken. The reasons for 
the use of the higher level in the initial assessment are 
similar to those governing the selection of the 5,000,000 


level for the Addis count. 7 


Total Duration .of Activity—In this column is recorded 
the number of days until normality is reached by all the 
above criteria. ‘ 


Results 


All cases but one have completely resolved according 
to all the criteria used within periods varying between 
5 and 150 days after admission. The only case still . 
active is a 12-year-old boy who is still. hypertensive and 


x 


_ after treatment had begun. 


i 
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has a raised Addis count and E.S.R. and passes 300 
mg. of’ albumin per 100, ml. of urine 14 months after 
admission. This child is a member of the control 


Tanz Ill.—Showing the Number of Cases Reaching N i t 
by All Criteria During each Month Aher dine 4 








Over 150 
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Mepyramine (16 cases) 







Control (17 cases) One case still 
, active 

Whole series (33 cases) One case stili 
`~ active 





series. It is clearly impossible to, judge the effect of 
mepyramine maleate on the long-term prognosis in this 
Series, in Which only one case has failed-to resolve 
completely. 
only to the experience of the first six months in each 
case, and for the purpose of the statistical analysis the 
still active case has been allotted the full period of sx 
months. Follow-up periods range between six and 
eighteen months. É i 
-The mean period taken to return to normality in the 
mepyramine series is 67 days, whereas in the control 
series it is 52 days.’ If, in addition, the various criteria 
of cure are analysed separately it will be seen that the 
cases in the control series did consistently, better than 
those in the mepyramine series; the mean times taken 
to achieve normality in respect of Addis count and 
E.S.R. were longer in the treated than in the con- 
trol series. The first impression therefore is that 
Mmepyramine maleate is deleterious. 

This difference is not, however, significant. 
shown in Table IV, the value of “t” is only 1.03, 
whereas it would have to be 2.04 in order to attain the. 
„lowest conventional level of significance—that is, tq 
show that the difference was such as would arise by 


- chance not more than once in every 20 such trials. 


Further Analysis of the Series 


The criticism may be made, after a study of Table II, 
that the series is heavily diluted with cases which were 
very mild on admission. Before the trial began it 
was decided that every case diagnosetl ‘clinically on 
admission as acute nephritis (Ellis Type 1) must enter 
the series in order to avoid both bias and the possible 
criticism of bias in the acceptance of cases for either 
half of the series. Furthermore, if any exact labora- 
tory data were to be used either in diagnosis or in the 
definition of severity, there would be inevitable delay ` 
after admission before the cases could enter the series’; 
this delay might affect the two halves of the series 
differently, and treatment of tHe: mepyramine cases 
would be delayed. 


It was also recognized that it would be perfectly 


easy, should it seem desirable, to eliminate retrospec- 


tively cases of extreme mildness, provided that the 
criteria for so doing were clearly defined and did not 
depend upon any observations or measurements taken 
But in view of the lack of 
correlation between severity ‘and long-term prognosis 
in this disease, to which reference has already been 
made, there seems to be no reason to exclude any case 
from the series. A’ separate analysis has, however, 
been made of the series formed of cases which passed 
one or another criterion of severity on admission ; in. 
Table IV jhe experience of cases presenting with 


The following analysis therefore refers . 


As is > 
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Mepyramine 
Control 


(a) Whble series { 


OY aa nT 
J intual oedema 
(c) ALL cases with 


E No. of Cases, Ù 





Mepyramme 








9 
2 
tral hype f 
instig. r- 

tension Control 10 
(d) All cases with (|Mepyramine | 5 

initial nitrogen. : 
rêtention Control yh 








T 


oedema, hypertension, and nitrogen retention, respec- 
tively, is analysed. It is seen that the difference .be- 
tween the trial and control cases remains insignificant 
by whatever criterion the series is divided. 

_ As it seems likely that a logarithmic time scale is 
more appropriate than an arithmetical one on which to 
plot a process such as recovery from tissue damage, the 
above calculations have been duplicated, using not the 
“actual numbers of days taken to return ‘to normality, 
but the logarithms of these numbers (Table IV):- 
although Students “t” values are then considerably 
higher than in -the arithmetical series, nevertheless 
significance is not attained in any case. 


a 
` 


: Summary : 

An attempt has been made to control as many of the 
variables:as possible in the management of a series of 33 
consecutive cases of acute nephritis (Type 1 Ellis), of which 
alternate members were treated with an antihistamine drug 
for 10 days. « : 

Cases have been followed for periods ranging between 
6 and 18 months: this report refers to the first six months’ 
experience of each case, during which period every child 
except one recovered completely. 

The periods in days taken to return to normality 
various criteria are recorded. _ 

Analysis of the total durations of activity shows that the 
mepyramine cases were consistently slightly slower to resalve, 
but that these diffefences are not significant (P=0.05). 

This study was undertaken following a report that 
mepyramine had proved valuable in the short-term 
management of acute nephritis. This finding is not 
confirmed. ' 

In a short series such as this, in which every child but 
one recovered fully within a few weeks orsmonths, it is not 
possible to study the effect of the drug upon the long-term 
prognosis: but, as a sound theoretical basis for the treat- 
ment is lacking, it does not appear justifiable to embark 
upon a necessarily lengthy and laborious investigation of 
this kind without a better empirical background than this 
study affords. 


by 
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TREATMENT OF PSYCHONEUROSIS 
MODIFIED CO, ABREACTIVE TECHNIQUE 


BY r 


' W. LIDDELL MILLIGAN, M.D, B.Sc. 
Consultant Psychiatrist, St. George's Hospital, Morpeth ; 
c Late Deputy- Physician-Superintendent, 

St. James Hospital, Portsmouth 


f During the past few years the production of abreaction ` 


- say exactly what he wants. 


by drugs or gases has taken a place in recognized psychi- 
atric therapy. Sargant and Slater (1940) and Sargant 
(1942) have described the use of intravenous barbit- 
urates ; Palmer (1944) the use of ether ; Rogerson (1944) 
the use of nitrous oxide ; and Simon and Taube (1946) 
> venous “ methedrine ” (methylamphetamine hydro- 
chloride). Meduna (1947) reported successful abre- 
actions following inhalation of 30% carbon dioxide and 
70% oxygen. None of these methods are completely 
free from danger, and some are decidedly unpleasant 
for the patient. High eee of carbon dioxide 
can produce an irreversible failure of the respiratory 
centre, and in this respect Meduna’s method would 
appear to be fraught with danger. 
that more use might be made of the “subcortical excit- 
atory state ” described by Meduna, and that it should not 
be necessary for the patient to lose consciousness. The 
following modified technique was therefore developed. 


: : Method ` 

The patient receives treatment in bed in a quiet room 
and the procedure is briefly explained. It is emphasized 
that consciousness will not be lost, and that after in- 
haling the gas he is to “let himself go” and do and 
It is useful to spend some 
time in ensuring that the patient knows what is required 
of him. A Boyle anaesthetic apparatus is used and the 
patient is first allowed to inhale pure, oxygen, the mask 
being held-a few inches above the face and gradually 
lowered into position. It is not wise to employ the 
harness,'as this produces a feeling of constriction and 
would naturally tend to increase apprehension. After 
a few respirations, carbon dioxide is gradually intro- 
duced until 10-15% is being given. After twenty 
respirations the amount of carbon dioxide is increased 
to 30% and then almost: immediately lowered’ to the 
former level. The inhalation is terminated rapidly after 
25—40 respirations. The concentration of carbon 
dioxide required varies quite markedly between indi- 


` vidual patients, but the’amm is to produce overbreathing 


with some restlessness. 

As soon as the mask is removed the nursing staff 
retire, but should be within call lest any subsequent 
violence ensues. Some patients abreact immediately, 
but others recount former incidents for as long as half 
an hour before any true release of emotion takes place. 
It is necessary for the psychiatrist to devote at least an 
hour to each patient and to be content to await results, 
it only rarely being necessary to encourage the flow of 
material. When, however, the abreaction occurs, it is 


' 


It occurred to me- 


helpful to increase the drama and heighten the emotional 
” atmosphere. 


Meduna originally described the treatment as a purely 
physical method, but I have used the modification 
described above purely as an aid to psychotherapy 
Accordingly, only a few induced abreactions have been 


4 


vafter an abortive suicidal attempt. 
\severe 


required in each case: the maximum number of such 
treatments in any one case was twelve. Up to date 
some 40 patients—mainly cases of hysteria or mixed 
states showing anxiety and obsessional features—have 
been treated. Every patient has benefited considerably, | 
and in some the response has been dramatic. The follow- 
ing are illustrative cases. 


` 


Case 1 


A tense, anxious man of 33 was seen as an out-patient 
He complained of a 
pounding.” headache, inability to relax, insomnia, 
and depression of seven years’ duration. „He was unable to 
carry on his business as newsagent and tobacconist, and 
stated that he had had impulses to attack customers and 
commercial travellers. There was no relevant family 
history ; he was happily married and‘had two children. 

His personal history did not reveal any instability until 
1941, when, after taking part in 15 operations as an air- 
gunner in the R.A.F., he was “ grounded,” as he had 
suddenly become “a bag of nerves.” This was attributed 
to the fact that several of his friends had failed to return 
from a recent bombing operation. He received some 
psychiatric treatment, but improved only slightly, and 
continued to reproach himself with thoughts that he was 
“letting the side down.” After a further trial on ground 
duties, he was eventually invalided and sent to a neurosis ` 
centre, where he spent six months and received treatment 
by narco-analysis. There was some improvement in his 
condition, but a few months later he relapsed and was 
sent to another neurosis centre, where he was given modified 
insulin therapy. There was again some improvement in his 
condition ; he gained a little weight, and was able to return, 
home in four months. He stated that: he felt better, but 
stil- had severe headaches and trembled easily. He.started 
in business and struggled on, often visiting his doctor and, 
m his own words, “living on phenobarbitone.” 

The patient’s confidence was gained at the first interview (at 
the beginning of which he had protested that he was sceptical 
of all psychiatrists), and it was decided to start abreactive 
treatment at once. After 35 mhalations of the carbon ° 
dioxide mixture he lay back peacefully and said, “This is 
the first time in seven years that I have felt really relaxed 
yet thoroughly conscious.” He, then began to talk quite 
rapidly about his Service experiences, and mentioned 
particularly the “ injustice ” of his not being given another 
chance to return to air-crew duties. He became more and 
more vehement, ahd then relived an incident which occurred 
when he was being medically‘boarded, and during which he 
felt that a senior officer had inferred that he was “merely -~ 
yellow.” He clenched his fists, shouted, raved, and finally 
burst-into tears. After this session he was much calmer and 
relatively cheerful. Two days later he reported that there 
was a definite improvement in his condition and that he. 
was able to sleep better. 

During the next session, after ranting on about “the 
frustrations of modern business,” he, mentioned his father, 
who had financed his venture. There was a short pause, 
and he then suddenly began to shout and swear at the top 
of his voice. He fought, kicked, struggled violently, his face 
being contorted with rage—staring at some unseen person, 
threatening murder, and ‘all the time pouring forth a torrent 
of abuse. After a few minutes he became lacrimose and 
sobbed for a considerable time. When he had settled down 
somewhat he said that, immediately before his illness began, 
he received a letter from his wife telling him that his father 
had, under the influence of alcohol, tried to seduce her, He 
had felt homicidal and lay awake all night, thinking out how 
he could put his father to death in the most painful possible 
fashion. He could not mention his feelings to anyone, but 
finally decided‘ that,-as his father appeared duly contrite, he 
would “forget” the incident. This story was punctuated 
by further emotional outbursts. He was allowed to rest 
for half an hour, and thereafter he was found to be calm 


“ 


“voice” immediately after. 


` 
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and seemed quite happy. His first words were, “ What a 
fool I’ve been.” 

He has been seen on several occasions since then and 
has remained perfectly stable and completely symptom-free, 
His relations with his father are cordial and his business is 
flourishing. 


Case 2 


A well-built girl aged 22 was referred because of aphonia 
of four years’ duration. She was accompanied by her 
mother, a dominant woman who did all the talking and 
said that she had read in a book that “this could be caused 
by a shock,” that her daughter had had such a “shock” 


-because of an accident at her work, and*‘that therefore the 


company should pay compensation. Seen alone, the girl 
was quite serene, and stated that just before the beginning 
of her illness there had been an accident in the factory 
where she was employed and another girl was “ dragged into 
the machinery and killed.” She maintained that she had 
been perfectly well until this incident, but had “lost her 
She had apparently attended a 
psychiatric clinic and narco-analysis had been attempted, 
without improvement. 

Little was revealed during the first abreactive session, but 
she spoke (in a whisper) a great deal about her brother, and 
said that she wanted to get better “ more than anything else 
in the world ” so that she could resume singing in the church 
choir. She maintained that she did not want compensation, 
and released some aggression against her mother. During 
the second induced abreaction she mentioned the name of 


` a former boy friend and then became extremely agitated’, 


she clenched and opened htr hands and tears rolled down 
her cheeks. After this ‘session she was very depressed and 
agreed to being admitted to hospital for a few days. 


On the following morning carbon dioxide inhalation was 


“again administered, and it was suggested that she should try 


to remember the happenings of the day before the accident. 
On this occasion she lay quite still when ‘the mask was 
removed, and then, after straining to produce a long sibilant 
sound, uttered a piercing scream, She struggled, shouted, 
wept, and continued this activity for three or four minutes, 
after which she sat bolt upright, seized me by the hand, and 


poured forth her thanks. It appeared that on the day previ- ` 


ous to the accident she was returning from choir practice 
with her boy friend, when he attempted to have intercourse 
with her. She had previously permitted some “love play” 
and did not at first realize what was happening, but when 
she discovered this she screamed, struggled, and eventually 
ran away. She felt ashamed, humiliated, and afraid of 
becoming pregnant. She managed to evade her family and 
went to bed, but lay awake weeping all night. In the morn- 
ing she dressed hurriedly and left the house before the rest 
of the family were awake. When she arrived at her work 
she could not speak, and imagined that God had taken away 
her voice as she had been so wicked. The accident occurred 
later that morning, and it was assumed that her misery and 
agitation were due 
tal the next day and resumed work in a few weeks. She 
has since been seen on several occasions, and remains stable. 


Case 3 


An excessively tidy married woman aged 42, obsessed 
with the idea that she was suffering from schizophrenia, 
was referred by her doctor, who stated that she was con- 
stantly calling him in the middle of the night, saying that 
she was dying. 

, On’ examination she was found to be extremely tense, 
anxious, apprehensive, and morbidly introspective. She sat 
rigidly on the edge of the chair, with hands and teeth 
clenched. She admitted that she had always been “ nervous,” 
but denied that her parents or her brother were otherwise 
than “extremely well-balanced people.” She expressed a 
great love of her parents, particularly her mother, whom 
she described as “ the best mother in the world.” Her symp- 
toms were of over 20 years’ duration, and she had received 


4 
n ` 


to this. She was discharged from hospi- . 


treatment (modified insulin and electric convulsion treat- 
ment) in two mental hospitals. She felt that her case’ was 
hopeless and was tortured by the thought that her child 
would “be the same.” Narco-analysis was attempted, but 
on infinitesimal amounts of thiopentone she would merely 


become somewhat drowsy and elated, repeating, over and: =~ 


over again, “ My beautiful son.” It was.decided to employ 
induced abreaction with carbon dioxide. ` 

On the first occasion she started talking rapidly as soon 
as the mask was removed and, almost immediately, relived 
an incident which occurred when she was 10 years of age. 
She had apparently reported to her mother that her brother 
had been disrespectful to some people in the street, and after 
this her brother (to’ whom she was very much attached) did 
not speak to her on any occasion for two years. She wept 
bitterly for several minutes and then began to disclose 
several other incidents. After this treatment she was much 
more calm and self-composed. She reported that after 
leaving the treatment room she found that for the first 
time in her life she felt “easy” with people and wanted 
to talk to them. When she went to bed that night she felt 
relaxed for the first time in many years and did not want 
to go to sleep “as it was so wonderful to feel entirely at 
ease.” On the next morning, however, she had again 
become tense and worried. ; 


During the second treatment she began by talking about 
her mother, and then re-enacted three childhood incidents, 
with appropriate emotional reaction. At the age of 5 ‘she 
accidentally upset a bucket of water over her 3-year-old | 
brother, who developed: pneumonia on the same night: Her 
mother would not speak to her for weeks, except to accuse 
her of causing her brother’s iliness. The emotional storm 
aroused by this incident lasted for 15 minutes. When she 
was 7 her mother developed a fear of animals, and on one 
occasion she received an unmerciful beating because she 
fondled a dog. After relating further incidents she sat up 
in bed and said, “ This is all very childish, as well as being 
disloyal to my mother.” She then proceeded to continue 
her story as if nothing had happened. After this session 
she said that she felt much ‘improved. 

The major abreaction in the third treatment occurred 
when she mentioned her mother’s “ peculiar habits.” She 
said that her earliest recollection was of her mother spitting 
on the floor and making her take some of the sputum on 
her finger and then place her finger in her mouth. She was 
commanded to do this on frequent occasions, and when her 
brother was old enough he too assisted inthe ritual. During 
this enaction she evinced horror, disgust, and revulsion,.and 
she retched. Immediately after, however, she recalled that 
she had fractured her femur at the age of 10, and her mother 
had “ spent all her savings to pay for the best doctors ” and 
had nursed her day and night. She later recalled seeing her 
father in “epileptic fits.” - 

During the fourth and last treatment she recalled that 
when she was 16 a man working in the same office kissed 
her. Her mother had always threatened to kill her if. she 
“ did anything wrong with a man,” and she was terrified lest 


she was found out. It was after this that she began to feel f 


tense ‘and became “nervous.” This re-enaction produced 
the most extreme emotional reaction of all, and she wept 
for half an hour. e 

This patient is still attending the out-patient clinic, but 
a very good adjustment has been obtained ; she is now able 
to cope with her problems in a realistic way and is living 
a happy and useful life. 


Comment 


The method described has much to commend it, in 
view of its technical simplicity, the patient’s freedom 
from unpleasant’ physical sensations, and the fact that 
consciousness is retained throughout the treatment. 
Most patients express amazement at the clarity with 
which incidents are recalled. Names and faces, long 
since forgotten, are remembered “as if I had seen the 


i 
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person yesterday.” | Repressed material is released 
fluently, and the saving in time is tremendous. In my 
experience the method is much more successful in re- 
vealing repressed incidents and particularly repressed 
emotions than the procedure of narco-analysis, using 
. wntravenous barbiturate. If partial resistance is encoun- 
tered during the session, a few further breaths of 20% 
carbon dioxide will usually be sufficient to overcome this. 
The patient is able to leave as soon as the session has 
ended, and there are no complaints of headache and 
giddiness such as are found after the use of higher 
concentrations of carbon dioxide or one of the other, 
methods of inducing abreaction. It is therefore a suit- 
able method for use in the treatment of out-patients. 
~ Case 3 is quoted to indicate the value of the treatment 
in even the most chronic types of psychoneurosis. The 
applications of this method are undoubtedly much more 
diverse than those of the abreactive techniques which 
_.were developed originally to deal with the casualties of 
war. ` 
P Summary 
A simple method of producing abreaction and liberation 


of représsed memories by the use of carbon dioxide is 
described. 


This method is perfectly, safe, and is particularly süitabis 


for use in the treatment of out-patients. 
Three illustrative cases are reported. - 
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IDIOSYNCRASY TO AUREOMYCIN 


BY 


P. D. BEDFORD, M.D., M.R.C.P. 
(From the Cowley Road Hospital, Oxford) 


Treatment with “aureomycin” is commonly com- 
plicated by side-effects which, although unpleasant, are 
rarely so severe that the drug must be discontinued 
(Spink et al., 1948 ; B.M.J. Annotation, 1950a ; Harris, ’ 
1950; Leitner, 1950 ; Parets, 1950 ; Tomaszewski, 1951). 
Further, the diseases for which aureomycin is available 
in this country are such that the risk of stopping treat- 
ment usually outweighs the unpleasantness of its side- 
effects. A case is here reported, however, in which a 
reaction to aureomycin was so severe as to preclude 


absolutely its further administration, and which in an ' 


elderly or enfeebled individual might well have been 
catastrophic. When its cost becomes less prohibitive 
and supplies less exiguous, aureomycin Will be used as, 
widely as penicillin, for it has a wide range of anti- 
bacterial activity, “and “ drug-fastness” has not ‘yet 
occurred (B.M.J. Annotation, 1950b); similar severe 
reactions are therefore to be expected. 


Case Report 


The patient was a healthy but obese man aged 36, whose 
only known drug idiosyncrasies were to aspirin (with nausea, 
vomiting, and urticaria) and to penicillin (with eczematous 
dermatitis) (Bedford, 1946). There was neither a personal’ 
nor a family history of asthma, hay-fever, or other 
“allergic” disorders. $ 

Although he was known to be “sensitive” to penicillin, 
the patient had undergone 72 hours’ treatment with a total 
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of f,500,000 units of penicillin four weeks previously, under 
a heavy “umbrella” of antihistaminics and ephedrine, for 
a cellulitis of the face which had failed to respond to 
sulphonamides. In spite of the “umbrella” he had 
developed dermatitis of the hands and feet which had 
gone on to heavy exfoliation. 
of drug idiosyncrasy had occurred since his first-reaction 
to penicillin in 1944 (Bedford, 1946). 

During the recent influenza epidemic he developed fever 
and a cough productive of purulent sputum. He was given 
1 g. of aureomycin by mouth. Ten minutes later he noticed 
itching between the outer toes of both feet and of the groins, 
sites which had been infected with ringworm some years 
previously. 
ingravescent respiratory embarrassment developed, consist- 
ing of inspiratory and expiratory dyspnoea accompanied by 
stridor and cyanosis. A suffocating minute ensued in a 
stridulous fight for breath, with eyes protruding and suffused, 
face a dusky purple, and “the world ‘a reddening haze.” 


A crowing indrawing of breath terminated the inspiratory , 


difficulty, and was succeeded by a typicaliasthmatic attack, 
with the chest expanded in wheezing inspiration, the acces- 
sory muscles of respiration in action, the patient sitting bolt 
upright with hands on knees and shoulders elevated, and a 
difficult unproductive cough. * 
The only antispasmodic readily available was a proprietary 
preparation of nor-adrenaline in 20-mg. tablets for sublingual 

administration. Three of these were allowed to dissolve 
under the tongue, with no effect other than palpitations 
and a pounding in the head beginning after abont 10 minutes 
and lasting for 15 minutes. ; 

An itching tightness of the hands-and feet developed and 
proceeded rapidly to gross pitting oedema of thé hands, feet, 
scrotum, lips, and tissues about the eyes; several giant 
urticdrial lesions appeared about the wrists and ankles. Sub- 


cutantous adrenaline to a total of 1 ml. of 1/1,000 solution 
-given half an hour later failed to modify the reaction. 


The asthmatic attack subsided spontaneously two hours, 
after its onset, but the oedema (a confluent urticaria) ofthe 
scrotum, hands, feet, and-face reached maximum about two 
hours afterwards, and slowly subsided some 36 hours Jater. 

The original infection was in no way modified by the 
aureomycin but ran its course, to subside by lysis wie 


a week. 
Discussion 
The view that this alarming episode was due to aureo- 
mycin, and was not merely coincidental, was streng- 
thened by a strongly positive skin test. A 12-mm 
wheal with “ pseudopodia ? developed within 15 minutes 
after 0.1 ml. of a 0.25% solution of aureomycin in water 
had been injected intradermally (see Table) ; “ controls” 
were negative. i . 
, ‘Sensitivity Tests 














Wheal at | Wheal at 
Test Substance 15 mn. 30 min. Dose 
(mm) |P 
Fenin oe b ae antim ol ml a 
treptomycin ; . of 0- solution 
ureomycin 15 Ol, » 0:23% sy 
Chloramphenicol 1⁄2 oI H» 9 25% » 
Telchophytia richophytin® ' 1 11 œI», > 1/100 dilution 
(polymyxın B) 22 18 Ot ak ai 1 mega umt 
Vitamin from strep- 
patna 8 9 | 01 ml. of 20 ug.fml. 
Vit Bys from liver 0 0 0-2 ,, n 10 wg./ml 
Sterile water 0 0 02 mi. ’ 
Houss dust 0 0 0'2 a 
Pollen 0 Q 02,, ; 
Feathers l - 0 0 0-2 : 
Acetic acid 4 4 0-1 ml acetic acid pH 3-4 
Horse serum 0 0 0-2 ml. 


*24 houma after the subsidence of this wheal a 20-mm. ringed, wicking 
scaling lesion developed at the site of injection. 

It is interesting to speculate on the possible relation- 
ship between this patient’s idiosyncratic reactions 
to penicillin and aureomycin. His first episode of 


Other than this, no episode ` 


Two to three minutes afterwards rapidiy” 
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penicillin dermatitis in 1944 was an acquired sensitivity 
phenomenon induced by a second course of penicillin 
25 days after the first (Bedford, 1946). The second 


and more severe episode, four weeks before the incident 


reported above, was expected and guarded against. But 
the reaction’to aureomycin had occurred with the first 
dose. Tomaszewski (1951) has noted that “ side-effects 
to chloramphenicol and aureomycin .. . developed 
more rapidly in cases previously treated with penicillin 
and streptomycin.” Can aureomycin and penicillin 
have common antigenic properties ? Experiments are 
in progress to elucidate this point. 

It is of interest that the patient’s first symptom was 
pruritus at the site of previous fungus infection. In view 
of the possible relationship between penicillin, aureo- 
mycin, and ringworm of the feet, it was considered that 
the patient -may be “ sensitive ” to the many products of 
mould growth used therapeutically. Skin tests showed 
that this was indeed highly probable (see Table). Peni- 
cillin, streptomycin, aureomycin, chloramphenicol, 
“terramycin,” and aerosporin (polymyxin B) gave 
strongly positive results on intradermal injection. 
Numerous “control” suspensions and sera were nega- 
tive; but an ‘acetic acid solution of pH-3.4 used as 
“ control ” for those antibiotic solutions which are highly 
acid gave a weakly positivé result. | Trichophytin (a 
product of culture ofa common pathogenic skin fungus) 
also yielded a strong positive, as did. a proprietary pre- 
paration of vitamin B,, made by streptomyces culture, 
whereas a vitamin B,, made from liver extract gave a 
negative result. It should be noted that chloramphenicol, 
although a synthetic compound, also yielded a positive 
result: it is thus reasonable to infer that the dermal 
reactions are not due solely to impurities present in 
extracts of mould cultures. 

It is invidious to argue from the ‘particular to the 
general, but it is reasonable to assume that this patient’s 
idiosyncrasies are not unique. This has already been 
demonstrated with a vitamin B,, streptomyces product 
(Bedford, 1951). Severe reactions, however_uncommon, 
to aureomycin and the newer “antibiotics” should 
therefore be anticipated, particularly in those people 
who are “ anaes to penicillin. 


i -Summary mi 

A severe idiosyncratic reaction to aureomycin is described 
in a patient known to be “sensitive” to penicillin. 

Dermal tests have shown him to be “sensitive” to many 
“antibiotics ” and to trichophytin (a“product of growth of 
a common pathogenic skin fungus). , 

There is possibly an antigenic relationship between, the 
products of growth of various moulds and fungi. K 


Though they may be uncommon, severe reactions fo the- 


newer “ antibiotics” should be anticipated, particularly in 
people known to be “ sensitive” to penicillin. 


I-am grateful to Dr. R, L. Vollum, director of the Public 
Health Laboratory Service, Oxford, for supplying the terramycin ; 
to the director of the Mycology Reference Library, London, for 
the trichophytin; and to Mr. W. Trillwood, chief pharmacist of 
the United Oxford Hospitals, for his assistance 
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A NEW DILUTING FLUID FOR THE 
EOSINOPHIL COUNT 
Se s 


T. MANNERS, M.B., B.S. 
Registrar, Central Laboratory, Royal Infirmary, Sunderland 


Eosinophil counts are widely used in the control of 
treatment by A.C.T.H. and adrenal steroids. These 
counts are usually done by direct enumeration in the 
counting chamber. The diluting fluids generally 
employed for these counts are either the eosin-acetone 
diluent of Dunger (1910) or the phloxine-propyleneglycol 
diluent of Randolph (1944). 

The diluting fluid described below hag several practical 
advantages over these‘ solutions, and fulfils the main- 
requirements of a diluent for these counts. 


: Method 
The formula for the diluting fluid used is : 
Urea ae 50g 
Trisodium citrate 0.6 g. 
Distilled water .. oe to 100ml. 
Aqueous phloxine 2%. A oe 5 mi. 


It is found in practice that oe tend to collect 
around any floatmg particle, thus giving an uneven dis- 
tribution in the counting chamber, which predisposes to 
erroneous counting. It is therefore advisable to centri- 
fuge the whole stock as soon as it is made. If the upper 
100 ml. of the supgrnatant liquid is carefully pipetted 
into a thoroughly clean receptacle any dust or foreign 
particles will be removed. The remaining 5 ml. is dis- 
carded. The diluent keeps well at room temperature. 

Ordinary white-cell counting pipettes are used, and 
four Fuchs—Rosenthal nee chambers are required 
for each count. 

Blood from the second or ` subsequent drop from a 
finger-prick is drawn to the 1 mark of the pipette and 
diluent added to the 11 mark. The pipette is imme- 
diately shaken for two to three minutes, and then the 
four counting chambers are filled by capillation.. The 
counting chambers are set aside in a, moist chamber 
made by placing a few sheets of filter paper soaked in 
water in the bottom of a large Petri dish. After 15 
minutes nearly all the leucocytes other than eosinophils 
are lysed. As lysis of the eosinophils does not occur 
from prolonged contact with the solution, the filled 
counting chambers may be left in the Petri dish up to 
two hours before counting. The count is then per- 
formed under the 16-mm. objective with a x 10 eye- 
piece. The eosinophils are stained pink and the bilobed 
nucleus is frequently prominent. A few neutrophils 
and lymphocytes may still remain after 15 minutes, but 
they are unstained and cannot be mistaken for eosino-, 
phils. All the ruled area of the chamber is counted. 
The total volume of the four counting chambers is’4 by 
3.2 cmm. = 12.8 c.mm., and the dilution is 1:10. The 
number of eosinophils per c.mm. is therefore ascertained 
by dividing the total number counted by 1.28. 


2 Experimental Work 


The effect of mechanical agitation of the eosinophils 
when suspended in this solution was studied by the 


` following experiment. , 


` 


i ‘the bench. 
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Five healthy young adults wert used as subjects. From 
each; two pipettes were filled consecutively from a single 


‘“finger-prick. One of the pipettes was treated ‘according 


to the method described, but the second pipette was 
„mixed and then allowed to stand for half an-hour on 
It was then vigorously reshaken, and four 
counting chambers were filled. After five minutes a 
count was made. The results are given in the Table. 


Results of Experiments 






After Standing 
+ Hour in Pipeste 


Similar tests were performed, leaving the pipette for 
longer periods, but it was found that the eosinophils 
formed clusters which no amount of shaking would 


break up. ‘This was also noted by Rud (1947), who 
used a diluting fluid of quite a different composition. 
These aggregates may produce errors in counting, so 
that it 1s not advisable to leave filled ieee longer 
than half an hour. 


Discussion, 
The disadvantages of Dunger’s eosin-acetone diluent 
have been demonstrated by Henneman, Wexler, and 
Westenhaver (1949). It was shown that with this diluent 


the counting chambers have to be filled within five 
minutes of mixing in the pipette. ‘Tf the pipette is left 


- for longer periods the reshaking that is necessary before 


filling the counting chambers causes the breaking up of 
many of the eosinophils. Further, the relatively rapid 
evaporation of this fluid means that there can be no 
delay in performing counts. These factors introduce 
practical difficulties if the blood has to be teken in the 
wards., 

The phloxine-propyleneglycol is an oily liquid which 
evaporates slowly and stains eosinophils pink, but also 


_ has some disadvantages. It has a high viscosity, which 


prolongs both the mixing -process and the settling of the 
cells in the counting chamber. Some of the cells remain’ 
permanently in a different plane from the rest, necessi- 
tating repeated refocusing. It does not lyse leucocytes, 


“ and its refractive index makes unstained leucocytes stand 


out more prominently than they do when suspended in 
watery solutions. As the eosinophils are usually only 
about one in fifty cells, they are thus more difficult to 
count in this solution than they are in solutions in which 
other leucocytes are lysed. The ease with which an 
eosinophil count can be performed is of considerable 
importance, because four counting chambers are 
required for each investigation. : 

The phloxine—urea diluent described has none of these 
disadvantages. The high concentration of urea slows 
evaporation but raises the viscosity only slightly above 
that of water, so that mixing in the pipette and settling 
of, the cells in the counting chamber are rapid. Other 
leucocytes are lysed, so that the eosinophils are easily 
distinguished and are all in the same plane ; counting 
can therefore be done speedily and without fatigue. 
For these reasons the urea diltient is preferred to those 
generally used. - 


A 





Summary 
A diluting fluid for eosinophil counts is described., It 
evaporates slowly and mixes easily. It stains eosinophils- 
pink, and does not lyse them. It lyses other leucocytes and 
erythrocytes. \ 
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Aleukaemic Myeloid Leukaemia Presenting 
‘as Aplastic Anaemia 


Cases of aleukaemic leukaemia usually present a‘diag- 
nostic problem which is solved by examination of the, 
bone marrow. In one case we describe, the clinical 
diagnosis of acute leukaemia was not substantiated by 
the haematological findings, which suggested a diagnosis 
of hypoplastic anaemia, apparently confirmed by re- 
covery after treatment. Five months later, however, the 
patient was again admitted to hospital and died of 
typical acute myeloid leukaemia. 

Thé reported cases of aleukaemic leukaemia present- 
ing as aplastic anaemia—for example, that of Parkes 
Weber (1932}—had recognizable early myeloid cells in 
the peripheral blood with the exception of that of Easton 
(1930). In Easton’s case there is no mention of the 
sternal marrow findings or of thrombocytopenia. Only 
terminally did our case show identifiable precursor cells, 
and at no time was the spleen or liver palpable. 


Case Report | 


A 14-year-old schoolgirl was admitted to hospital on 
March 17, 1949, having two weeks previously. developed 
a sore throat, for which she had received penicillin lozenges 
and oral sulphadiazine (total 20 g.). After four’ days of 
this she was observed to be notably pale. For four days 
before admission she had vomited frequently, and on admis- 
sion complained of headache, weakness, and nausea. There 
had been no,obvious bleeding from the mucous membranes. 
She. was extremely pale, with severe herpes labialis and a 
temperature of 104° F. (40° C). Her gums were normal. 
The liver, spleen, and superficial lymph nodes were not 
palpably enlarged. Both ocular fundi showed fairly large 
circumscribed haemorrhages, reminiscent of subhyaloid 
haemorrhages seen in cases of subarachnoid haemorrhage. 
There were no other abnor:mal signs in any system, and 
acute leukaemia was diagnosed. 

The blood count (see Table) showed Türk cells but no 
nucleated red blood cells or other abnormal cells. In view 
of the pancytopenia, the sternal marrow was examined 
and found to show gross hypoplasia (another puncture of 
the sternum gave identical findings):—reticulum cells, 2% ; 
haemocytoblasts, 1.75% ; myeloblasts, 8% ; premyelocytes, 
3.25% ; nm myelocytes, 0.5% ; n. metamyelocyteg, 0.25% ; 
segmented polymorphs, 0.25% ; no eosinophil or basophil 
cells were seen ; lymphoid cells, 56% ; plasma cells, 1.5% ; 
proerythroblasts, 5.5%; normoblasts: basophilic 6%, 
polychromatic 5.5%, orthochromic 8.5%. <A diagnosis of 
hypoplastic anaemia, the result of sulphonamide therapy, , 

! Y 















“Varieties of Leucocytes (0) 


600 pn =m 
2/3/48 50,000 | 1-00 | 17200 Sql = 
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was Suggested. A marrow biopsy was rejected in view of 
the patient’s condition and the hazard associated with the 
thrombocytopenia. 

Treatment was begun with blood transfusions and systemic 
penicillin, 200,000 units every three hours. ‘During the first 
three weeks she received invall 9 pints (5.1 litres) of com- 
patible blood. She remained febrile. The haemoglobin 
level fluctuated between 50 and 60%, the total white count 
remained below 1,500 per c.mm., and the platelets could not 
be seen. Reticulocytes were absent. 

On March 31 (see Table), two weeks after admission, the 
total white cell count was down to 800 per c.mm. On this 
day she was given 100 mg. of folic acid and a similar 
amount of pyridoxin daily by mouth, in addition to the 
systemic penicillin. There was considerable bruising at the 
sites of the penicillin injections and free oozing of blood 
from the herpetic areas on the lips. On April 4 reticulocytes 
were 0.6%. The total white count rose to 4,000 per c.mm. 
on April 7, and continued to rise until the time of her dis- 
charge. On April 20 her reticulocytes reached a maximum 
of 8.8% and then declined until her discharge on May 4. 
On her return from a month’s convalescence she seemed 
well, apart from facial acne and alopecia. 

When seen again on October 29 she said she had been 
feeling off colour for two weeks and had difficulty in eating 
because of soreness of the gums. She had vomited once or 
twice each day and had a tendency to bruise easily. She 
was pale, and there was some ulceration and bleeding of 
the gums. ` The submaxillary and axillary lymph nodes were 
‘palpably enlarged, but not tender. There was no enlarge- 
ment of the other superficial lymph nodes, liver, or spleen, 
or other abnormal signs. Her blood count is given in the 
Table. Her sternal marrow showed a markedly increased 
cellularity :—reticulum cells, 1.25% ; haemocytoblasts, 0.5%; 
myeloblasts, 67% ; premyelocytes, 12.5% ; neutrophil myelo- 
cytes, 1.25%; lymphoid cells, 1.75%; monocytes, nil; 
plasma cells, 1.25%; proerythroblasts, 1.75%; normo- 
blasts: basophilic 2.5%, polychromatic 4.5%, ortho- 
chromatic 3%.' , 

Radiographs of varous bones revealed no abnormalities. 
Symptomatic treatment only was given, and after 10 days 
the girl died with extensive purpura. 0 

Post-mortem Findings.—A few small nodules—collections 
of myeloid cells, chiefly myeloblasts—were found on the 
anterior surface of the epiglottis. The spleen (200 g.) showed 
no gross abnormality, but a fine diffuse fibrosis and patchy 
infiltration with myeloblasts. The normal architecture 

+ was completely effaced; with an absence of Malpighian 
bodies. The liver weighed 1,500 g., with sparse myeloid 
infiltration. The mediastinal and mesenteric lymph nodes 
were algo moderately enlarged, with myeloid infiltration. 
The right femur was examined, and almost throughout its 
length there was greyish cellular marrow, with a prepon- 
derance of myeloblasts. . 





Comment 


_The marrow of this patient when first seen showed - 
diminished cellularity with a reduction of the myeloid 
Series and a shift to the left. Since this'result was given 
by two different sternal specimens it is unlikely, though 
not of course ruled out, that there was dilution with 
peripheral blood. A patchy distribution of ‘the leuk- 
aemic process could explain this result. ' Some of ‘the 
peripheral blood cells regarded as lymphocytes may 
have been micromyeloblasts, but in the presence of 
marked leucopenia a differentiation is difficult. Even 
the examination of smears made from the white-cell 
layer in the haematocrit may hot help, as normal cells 
are easily distorted. , 

Increased cellularity of the marrow does not preclude 
a diagnosis of refractory anaemia. In a fafal case seen 
by one of us (M. J. M.), pancytopenia of the peripheral 
blood with a hyperplastic marrow occurred after con- 
tact with a hair dye. The preponderant marrow cells 
were myeloid, with arrest of maturation at the myelocyte 
stage. A preponderance of myeloblasts with diminish- 
ing numbers of more mature cells suggests aleukaemic 
leukaemia, whereas a maturation arrest with absence of 
adult and juvenile polymorphs suggests refractory 
anaemia, The identification of micromyeloblasts settles 
the diagnosis in. favour of acute leukaemia. 


We are indebted to Dr. Oscar Brenner for permission to record 
this case. We thank the technicians of the Clinical Pathology 
Department for help with the numerous blood counts and 
“Miss M. N. Ellis for secretarial assistance. 


A. B. Brack, M.B., M.R.C.P. 
M. J. Meyve, M.D., B.Sc., D.P.H. 
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Africa will soon be served by a W.H.O. regional organiza- 
tion, according to a decision, taken by the Executive Board 
of the World Health Orgarization. The next step will be the 
convening of the Regional Committee for Africa, which will 
formally establish the regional office, launch its activities, 
and recommend a site for its permanent headquarters. Africa 
has so far been served from Geneva by a temporary office 
under the direction of General François Daubenton. The 
establishment of the regional organization for Africa will 
bring to five the number of W.H.O, regional organizations. 
The others are for South-east Asia, the Eastern Mediter- 
ranean, the Western Pacific, and the Americas. Europe is 
served by a special office which is located in Geneva. 
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MODERN NEUROLOGY ` 


Modern Trends in Neurology. Edited b 
Feiling, B.A., M.D., F.R.C.P. 717; 202 figures. 
£3 3s.) London: Butterworth wie Co 1951. 
A book reviewing recent work and ideas in a special 
branch of medicine is valuable from time to time, and 
Dr. Feiling is to be congratulated on the selection of 


Anthony 


subjects discussed in this volume, for with one or two” 


exceptions there have been important advances in all 
of them during the past 10 to 15 years. Neurophysio- . 
logy is represented by Rushton’s defence of the electri- 
cal nature of transmission in the nerve fibre, and by 
Denny-Brown’s original study of the frontal lobes and 
their functions, while ancillary methods of neurological 
examination are clearly described in Wuliams’s article 
on electroencephalography and Bull’s on neuroradiology. 
The remaining 16 articles are on clinical subjects and 
vary widely in scope. Some are almost textbook articles, 
such as the acount of intracranial tumours by Dorothy 
Russell and Northfield ; others are. descriptions of re- 
cently recognized syndromes, such as Cloake’ 8 section on 
temporal arteritis, cerebral thromboangiitis obliterans, 
and thrombosis of the carotid artery. Possibly the most 
valuable are more critical in their outlook, and out- 
standing are Nevin’s survey of the disordered physio- 
logy and treatment of myasthenia gravis and Walshe’s 
account of nervous and vascular presstre syndromes of . 
the thoracic inlet and cervico-axillary canal. Among 
other important subjects discussed are the modern treat- 
ment of. neurosyphilis by Worster-Drought, the symp- 
tomatology and treatment of intracranial aneurysms by 
Meadows, present-day views on the cerebral palsies of 
infancy by Wyllie, and certain aspects of anterior polio- 
myelitis by McAlpine. The whole book is pleasantly 
readable and will be of value to everyone interested in 
neurology, while the production, \in particular the illus- 
trations, as one would expect from Butterworth’s, is 
admirable. i 
J. W. ALDREN TURNER. 
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LORD DAWSON ` 


Dawson of Penn. By Francis Watson. (Pp.-344. 
London: Chatto and Windus. 1950. - . a 


There can be few harder tasks than to write, in a 
fashion that will satisfy those who knew him, the 
biography of a man who died so recently as six years 
ago. The difficulties are increased when so much of his 
influencé and reputation depend on qualities of person- 
ality which easily elude capture by the biographical pen. 
It required but a single meeting with Lord Dawson to 
receive an indelible impression of poise and charm, of 
sureness of touch, of, genius for saying the right thing, 
and of unerring control of the sitvation. These aspects 
of his character, which many of his professional 
colleagues recall so vividly, do not emerge clearly from 
the pages of this book. 

-Mr. Watson sets down faithfully the record of 
Dawson’s achievement, the story of his early years and 
rapid success in consulting medicine, of his service ‘to 
the ‘Royal Family, and of his work as consulting 
physician to the British Army in the first world war. 
The long ordeal of the King’s illness in:1928 and the 
poignant scene of his closing hours in 1936 are des- 
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cribed ïn terms which could not be bettered. Dawson’s 
activities in the field of medical politics and in the House 
of Lords receive their due consideration. Yet, the vital 
figure which many can recall does not stand out from 
this record of accomplishment. 

It is perhaps more than can be expected to find here 





, an adequate appraisal of Lord Dawson’s position as a 


physician. We are still too close to him and it is not 
built on contributions of academic importance. It may 


be argued with’ justice that this biography is addressed ' 


to a wider audience than the profession of which Lord 
Dawson was such a distinguished member. Neverthe- 
less, medicine is-a following which tinges the whole of 
a man’s contact with experience, and this fact, while 
-'self-evident-to other members’ of his profession, is only 
dimly appreciated by the laity. For these reasons the 
biography of a physician is likely to be fully satisfying 
to his fellows only when written by a doctor. With these 
reservations this book can be recommended as a com- 
petent account of Lord’Dawson’s life. The author is to 
be commended for the rarity of his technical errors. 


R. Bopiey Scott. 
ha 


MODERN GYNAECOLOGY 


Progress in Gynecology. Volume 2. Edited by Joe V. 
Meigs, M.D., and Somers H. Sturgis, M.D. (Pp. 821; 
illustrated. £3.) London: William Heinemann. 
This book was generally regarded as the most important 
contribution to gynaecology for many years and might 
‘aptly be described ‘as the product of a ministry of all 
the talents in American gynaecology. Its success has 
“been outstanding, and this new edition will increase 
its great reputation still further. Fundamentally, the 
success of the book depends-on the most up-to-date 
account of almost every branch of gynaecology being 
concisely written by a team of experts. The main 
criticism of the first edition was that the net had not 
been cast widely enough, but this objection has been 
overcome by the co-option of new authors both from 
America and from Europe. There is, however, a limit 
to the bulk of a book of this kind, and it might not 
be advisable to increase the size in the next edition. 
Phaneuf’s chapter on the management of prolapse is 
remarkable for the way the material has been condensed. 
New chapters on antibacterial therapy, the surgical treat- 
ment of pain of pelvic disease, and blood control in a 
patient with a gynaecological disorder are of very great 
value, but the section, on the intrinsic metabolism of 
the uterus is perhaps too academic for the average prac- 
tising gynaecologist. Schiller’s article has been improved, 
and Gunnar Teilum’s section is. very welcome. , There | 
is no doubt that the book will raise the standard of” 
gynaecology throughout the English-speaking world. 


. WILFRED Smaw. 


o ALLERGY 


Food Allergy. By H. J. Rinkel, M.D., FACP., 
F.A.C.A., F.A.AA, T. G. Randolph, M.D., F.A.C.A., 
F.A.A.A.„, A.AC.P., and M. Zeller, M.D., F.A.CP., 
F.A.C.A., F.A.A.A. (Pp. 492; illustrated. £3 38.) 
Oxford: Blackwell Scientific Publications. 1951. . 
This book is exquisitely printed and produced. On, 
p. 24 there is a statement, referring to the allergic 
patient, that “this individual, being an allergic person, 
can be and probably. is sensitive to both foods and 
inhalarits.” This sentence may well be said to sum up 
the outlook of the book. The food-sensitive person 
can, according to the authors, be in one of a number 
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f 
of stages of sensitivity. The most difficult and most cause the-light to diverge. This is quite untrue, because ' 
important is the stage of masked food-sensitization. In the more strongly curvea .urfaces of the cortex are in 
this stage ıt is possible for the patient to eat-daily the contact with material of higher refractive index than the 
food to which he is sensitive, with a decrease or aboli- other surfaces.‘ Again, we are told that the depth of 
tion of symptoms. If, however, the food 1s omitted focus of the eye is from infinity to 15 m. The reader’s . 
for a few days, a furthef intake will at once cause task is made more difficult by other errors such as the 
hyperacute symptoms. Further evidence of the diffi- faulty equation on p. 357, the quoting of the protein 
culties in the diagnosis of food allergy is given in the. concentration of the aqueous humour as 0.02 mill- 
statement, “Do not attempt to predict what the diet grammes per 100 c.c. on one page and as 0.019-0.034- 
must be in wintertime if the patient has been diagnosed grammes per 100 c.c. on another; the quoting of 
in the summertime” The diagnostic and therapeutic, mutually incompatible chemical analyses of the vitreous 
uses of detailed menus and recipes are fully discussed body without comment; and faulty indexing. (For 
in a practical manner, and the book ends with an example, on looking up “electroretinogram” one is 
appendix of 96 pages on the’ American Food and referred to pages 472, 494, 552; on the first the E.R.G. 
Drug ‘Act. , É 3 is mentioned, but only in passıng ; the second and third 
-There 1s‘no doubt about the sincerity of the authors, contain no reference at all to 1t.) ° 
but the experience in Britain is clearly that specific food _ “ Viewed generally, the book cannot be said to justify 
allergy is by no, means such a common cause of symp- its title, since so many of the clinical applications have 
toms in the adult. The reviewer believes that in many, ` either not been described at all, or, if an account has 
if not in most, cases the effect of food in precipitating, been given, it has ignored recent work. As an account 
say, an attack of asthma 1s through.a nervous reflex of pure physiology of the eye it fails through ignoring 
from the stomach irritated by any indiscretion of diet. too much of the field and through lack of balance he 
Thus a heavy or rich meal of itself can cause such a book is well produced. That the author has a good 
reflex, and specific food sensitivity is not essential. power of exposition is shown by comparing the chapter 
Whatever, one believes, however, the data compiled by ‘on the aqueous humour with that on the eye move- 
the authors ‘and. the clear-cut and practical approach to ments; in the former the author acknowledges having 
the subject command respect i . received assistance and the chapter is poor, while the 
i C J. C BRITTON“. latter is presumably all the author’s own work and is 
mA , ` good. $ ` 


: HuGu Davson. 
PHYSIOLOGY OF THE EYE = 


Phystology of the Eye Clinical Application. By . . i 

Francis fi Adler, M.A., M.D (Pp. 709; 319 illustra- BOOKS RECEIVED . 

tions, including 2 in colour. £4 43.) London: Henry 

Kimpton. 1950. i a : : 
A text on applied physiology should contain an up-to- Labelled Atoms. By R. Glascock, BSc, PhD (Pp. 227. 
date account of our knowledge in this branch. of medical 10% 64). London: Sigma Books 1951. 
science, with emphasis on those aspects that may be: The Yearbook of the Universities of the Commonwealth r951. 
related immediately to clinical experience. Adler’s book ' Edited by J. F. Foster, M.A.. LLD 28th ed (Pp. 1,416. 
falls short of these two requirements. From a clinical 37s.-6d) London: G Bell. 1951. i 


point of view the following aspects of the physiology of Design for Sanatorra. Report of the N.A.PT. Architectural 


the eye are of immediate interest : physiological optics Committee (Pp 124. 12s 6d) London: Nafional Association 
in so far as they bear on the refractive errors of the for the Prevention of Tuberculosis. 1951. 


eye and their correction ; intra-ocular pressure and the* N ; g 

metabolism of the lens and cornea ;'movements of’ the , Childhood and Se: ae H Erikson; (Pp. 397. 25s.) 
eyes ; stereoscopic vision in its bearing on amseikonia London; Imago Publishing ompany; ` 

and orthoptic traimmg ; colour vision- from the point of Addendum 1951 to’ the British Pharmacopoeia 1948. Pub- 


q 
+ Review is not precluded by notice here of books recently received 


‘view of colour blindness ; and electro-retinography. ~ lished under the direction of the General Medical Council. 


It is therefore with some surprise that we discover (Pp. 114 17s. 6d.) London :`Constable. 1951 z 


that in a book of some 700 large pages the physiological — p mary Carei t of the Liver. By C. Berman, M.D., 
optics of the eye are ignored completely except-for a BCh. (Pp. 164. 35s.) London: H. K Lewis. 1951. m 
page on the refraction of the lens and on the depth of ' 


focus of the eye; that the recent work on the aqueous The New Way to Relax. .By K.- Roon. (Pp 257. 9s. 6d.) 
veins, which has given such an impetus to clinical Kingswood, Surrey: The World’s Work (1913) Limited 1951. 


research in glaucoma, receives barely a page ; thatstereo- : Continuous Aspiration in Venépuncture and Intravenous 
scopic vision has been scantily treated, with no reference Injection. By A. G Pebaczek, M. (Pp. 31 4s.) ‘Glasgow? 
at all to aniseikonia ; that colour ,blindness receives John Smith. 1951 ; 
barely a page ; and that, in spite of a minute description 5 ' Nee t 
A : : p : A Primer for Psychotherapists. By K. M. Colby, M.D. 

of the E.R.G., its recent clinical applications to siderosis, (Pp 167 $3.) \New York: The Ronald Press 1951, 
etc., have been entirely ignored. Only in the chapter \ : 
on the eye movements does the author come,near to Transactions of the ar eee of Life Insurance Medical 

ing our requirements. The separation of the chapters Directors of America. 59 nual Meeting. Edited by J. R. 
filling : qu pare pters Gudger, M.D. Vol. 34. (Pp. 201. No prce.) New York: 
on the intra-ocular pressure and the intra-ocular vascular 3 ra, : 

: : h Recording and Statistical Corporation 1951 

circulation by three unrelated chapters is pedagogically ' ' 
bad and fails to reveal the intimate’relationship between» Red Cell Survival Studies tn Norma:and Leukaemic Subjects. 
these two functions. It is disturbing to find such mis- By R. Berlin. (Pp 141: No price.) Upsala. Almqvist and 
takes as the following : for example, we are told that Wiksells. 1951. J7% 
the cortex of the lens may be regarded as two concave Rontgondiagnostik der Wirbelsanle. By Professor B. Simons. 
meniscus lenses: enclosing the nucleus, and that these 2nd ed. (Pp. 478. M. 36) Jena: Gustav Fischer. 1951 ` 


t 


i g © 


a4 


"1434 June 23, 1951  ? THE PRESIDENTIAL ADDRESS Baram 





give thém homely advice, enlivened with many a 
: . touch of humour. The lay press was quick to seize 
„upon Bis remarks about the plucking of eyebrows and 
the possible dangers of decorating eyelashes. Possibly 
as a result of this we may see still one more change in 
BRITISH MEDIC i JOURN AL, feminine fashion. But the lesson that we can take 
from his address is that, however specidlized the 
LONDON . > specialist, he must first and foremost be a general 
SATURDAY JUNE 23 1951 „physician. There is the danger these days that the 
\ specialist may come to be regarded, and may come to : 
regard himself, merely as a highly skilled technician. 
_ When this happens harm is done both, to the calling ` 
; r : ` of medicine and not least to the patient who seeks 
FUE PRESIBENTISE ADDRESS specialist advice. By telling examples Dr. Sichel 
Although this year’s Annual Meeting was shorn of shows how important it is for the ophthalmologist not 
much of its glory, it was fortunately possible to to lose sight of the whole person whose ocular dis- 
maintain one traditional ceremony—the delivery' orders he is called upon to examine and treat. This 
of the address by the new President. The Central question of the approach to the patient in these days ` 
Hall, Westminster, was last week filled with doctors, of specialization is fundamentally a matter of teach- , 
their wives, and friends who had come to hear ing. The attitude of the practising doctor is largely 
Dr. A. W.S. Sichel, the President of the South African determined by the example of his teachers and the 
Medical Association, address them as President of the way he was taught in his medical school. Dr. Sichel 
-British Medical Association for 1951-2. After this shows his awareness of this when he refers, in his, 
the President and Mrs. Sichel received a multitude of address, to the place .which ophthalmology should 
guests át the President’s Reception in the same build- occupy in the medical curriculum. The average 
ing. The occasion was memorable because this is student, he points out, looks upon ophthalmology as 
the first time that a medical man from the Dominions a minor hurdle to be cleared i in his “run to the final 
. has been inducted in Great Britain as President of the year of the course”; and the average teacher, he i 
parent association. Dr. Sichel, in his opening remarks, observes, tends to train every student as a budding 
said that it was with “feelings akin to amazement” specialist. His apt remarks about the neglect of 
that he received the invitation, which he interpreted as teaching of the common and trivial ailments will find 
‘a most wonderful and sporting gesture extended to a responsive echo in the mind of every general 
my association and to the medical profession of the practitioner. 
Union of South Africa.” Some reference was made To deliver an address is the principal and most 
at the Representative Meeting to the circumstances ‘obvious task of the Presidents who each year succeed 
which made+it impossible to hold the proposed joint each other in this, the highest office of the British 
‘meeting in Johannesburg:-this year ; but, despite these Medical Association. But the influence of a Presi- , 
circumstances, there can be no doubt of the close con- dent extends beyond this, and he comes to be judged 
cord between the medical profession in‘ Britain and by his colleagues by the way he meets the numerous 
_ their colleagues in South Africa. The choice for this occasions, formal and informal, which are part and 
year’s President of a distinguished medical man from parcel of his position.. Since he has been in this 
Capetown, in the person of Dr. Sichel, underlines this, country Dr. Sichel has endeared himself to the many 
and we may indeed hope that conditions will make it medical men and women_he has met and has been 
possible ‘at some time in the future to hold in South’ charmingly supported by Mrs. Sichel. They will both 
Africa a joint meeting, the cancellation of which return to their own Country carrying with them the 
this year has come as such a ‘sad disappointment to warmest wishes of their British colleagues and their 
doctors in both countries. wives, and our only regret is that distance will make 
In his presidential address, which is printed in full it impossible for him to attend the meetings of the 
in the opening pages of this week’s Journal, Dr. Sichel Council of the .B.M.A. and the various functions 
gives us the benefit of his special experience as an which throughout the year are characteristic of our 
ophthalmologist. He touches:briefly upon some of professional life. But at least when the new Presi- 
the advances that have been made in this subject, and. dent returns to South Africa he will be able to tell 
then, bearing in mind the fact that his audience our professional colleagues there that the ties that 
included many non-medical listeners, he proceeds to bind our two associations are closer than ever. , 
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ANNUAL REPRESENTATIVE ' MEETING 


The outstanding feature of this year’s Representa- 
tive. Meeting was the discussion of the report of the 
“General Medical Services Committee (G.M.S. Com- 
mittee) and the speech on remuneration by Dr. S7 
Wand, Chairman of the Committee and elected during 
the meeting as Chairman of the Representative Body 
for the coming year. Dr. Wand’s speech, fully sum- 


marized in this week’s Supplement, was a remark- - 


ably clear and emphatic exposition of ‘the, recent 
stages in a controversy now nearly three years old. 
-* The basis of his remarks was the report of the G.M.S. 
Committee to the special Conference of Representa- 
tives of Local Medical Committees which is to meet 
on July 19.1 Comment on this report was made in 
a leading article in last week’s Journal. It is impor- 
tant to put this controversy in perspective and to 
stress that, as Lord Horder points out in a letter 
in this week’s Journal, it is a matter of equity and 
principle rather than just a bargaining for more 
money. For close on three years the Ministry of 


` Health has refused to say whether or not the recom- 


mendations of the Spens report are being fulfilled. 
They have refused, in other words, to say what the 
betterment factor should be if the ranges of income 
_ in the Spens report are to be related to the present- 
day value-of money. ° f 

Early in his speech the chairman of thè Committee 
stressed that when he,and his colleagues met the 
Minister early in May they offered their “fullest 
co-operation to the Ministry to provide the very-best 
possible service to the public. . . .” Again, later, in 
putting forward’ the claim of general practitioners, 
he said,/ “We wish to take part in a settlement 
because it is in the public interest, and we do not 
want to be antagonists.” The G.M.S. Committee 
is recommending the: conference which meets on 
July 19 to regard the Minister’s proposals as set 
out in the Minister’s letter of May 23 as unaccept- 
able, because no provision is madè for the profes- 
sion’s claim to be examined ow its merits. The 
. conference will be advised to ask for arbitration 
to settle the size ofthe central. pool and, once 
this has been determined, to authorize the G.M.S. 
Committee to discuss with the Minister how the 
_ money should be distributed “in accordance with 
the recommendations of the Spens Committee and 
which will enable the best possible ‘medical service 
to be available to the public.” No section of the 
community can feel happy in giving its services if it 
labours under a sense of injustice, and‘ the essence 
of the long-drawn-out dispute with the Minister of 


1 Supplement to the British Medical Journal, Jone 16, 1951, p. 241 
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` Health and his officers is the injustice resulting from 
a failure to carry out an agreement fully accepted 
by both profession and Government. It is to be 
hoped, therefore, that if the conference on July 19 
accepts the recommendation of the-G.M. S. Committee 
oto demand arbitration there will be a prompt response 
on the part of the Minister of"Health, who will surely 
recognize the strength of feeling that must lie behind 
such a demand. As Dr. Wand emphasized, “If we 
ask for arbitration . .'. wé are primarily asking 
for arbitration on betterment.” (The possible 
mechanisms of arbitration are described on another 
page.) Later in the’meeting Dr. Wand observed that 
if the Minister refused to examine on their merits the 
claims of general practitioners the G.M. $. Committee 
would have seriously to consider recommending that 
they wọuld have to withdraw their services from 
the N.H.S. 

As there has been some uneasiness about the rela- 
tionship of the autonomous bodies to the Association 
it is of interest that an amendment by Glasgow was 
carried as a substantive motion to the effect that the 
Representative Body has every confidence in the 
General Medical Services Committee. But subse- 
quently the R.B. accepted as a reference to Ccuncil 
4 motion.by Westminster and Holborn that these 
autonomous bodies should act in accordance with 
By-law 82 of the Articles of the Association, to the 
effect that “all standing committees shall report to 
and act under the instructions of the Council.” ‘Logic 
is clearly on the side of this resolution. Nevertheless, 
it is a national characteristic not to carry logic too 
far and to ignore formal propositions when they 
appear to go against good sense and harmony of 
working. The R.B. had already renewed the auto- 
nomots powers of the G.M.S. Committee for the fol- 
lowing year on a proposal by the Chairman of Coun- 
cil, and this was strengthened by a resolution by 
Bromley to the effect that the R.B. looks to auto- 
nomous committees not to take any action that may 
prejudice the interests of another part of the profes- 
sion and to use their powers to expedite and not’ to 
delay the work of the Association. The Representa- 
tive Body is right to be vigilant in upholding its status 
in the constitution of the Association. But when the 
position of the autonomous bodies is considered 
during the course of the year the Council will no 
doubt take fully into account the facts as well as 
the theories of their-relationship to the Association. 
The question to be answered is, Does this illogical 
arrangement work ?. In this country that is always 
the testing-point, and. if a certain mechanism works 
then as often as not it is wiser to leave it alone rather 
than to meddle with it. Certainly the debates last 
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week showed that the mechanism does work :and* 
that the Representative Body felt in no way ham- PROBLEMS OF CIRCULATORY 
pered in its discussions: by the fact that much of ‘its ‘REGULATION 
time was given to a consideration of the reports Quiller Couch wrote in The Art of Reading: “The. 
by the Chairmen -of the G.M.S. Committee and of banquet of knowledge grows and groans upon the 
the Central Consultants and Specialists Committee. board until the finer appétite sickens, . . . The Teal 
Indeed, it had no hesitation in electing the Chairman tragedy of the library at Alexandria was pot that’ the 
of oe of these, autonomous committees as the Chair- incendiaries burned immensely, but that they had 
man of the Representative Body for 1951-2. ’> either the leisure nor the taste to discriminate.” 
As the account in this week’s Supplement shows, ` The - ever . accelerating development of biological 
discussions in the Representative” Meeting. ranged, . technology has loaded us with an indigestible mass ` ` 
over a wide field. Throughout, these there was. an of data’ which can only be partially absorbed and . 
underlying note of discontent’ with the facilities metabolized ‘into our body of integrated knowledge. 
afforded doctors for doing their job to the best pos- ‘We should be grateful to Professor K..J. Frankli 
, ‘sible benefit to their patients. The shortage of hos- whose Oliver -Sharpey lectures appear in this and 
. pital beds and the difficulty of securing’admission of _ last week’s Journal, for his selective attitude to the 
urgent cases is something, which is of grave,concern vast literature on the circulation. Unlike so many 
to the medical. profession and not least to the public. reviewers to-day, he has the courage to reveal his per- 
A motion was passed which deplored the decision ` sonal thoughts, and his scholarly approach i is, as we . 
o “whittle down the appointment of registrars to might expect, leavened with the anecdotes of a dis- 
hospitals,” as was a motion which “pressed for the ’ tinguished medical historian. Stimulating and pro- 
long-delayed ‘report of the Ministry survey” of- hos- vocative ideas abound in these lectures, which throw 
pital’ medical staffing.’ The Representative Body light on many of the problems awaiting the renewed 
expressed its grave disquiet with recent findings of attention óf vascular physiologists. Franklin indi- ` 
certain: medical service committees, resolved that the Gates some‘ of the weaknesses of Barcroft’s.idea of / 
procedure -should be overhauled, and reiterated that -blood depots, The human spleen in life ‘(visualized by 
there must be a right of appeal to the courts. The’ thorium dióxide) and after death scarcely exceeds 200 
< meeting approved with acclamation the action taken grammes in weight and can hardly be a blood ‘depot of 
. . by the -Association on the closed-shop policy of significance. Capacity alterations in thé vessels holding 
- Durham County Council, and in a lively exchange , flowing blood are probably of much greater impor- 
of views turned down the. proposal that candidates—,.i6¢ than blood depots in the maintenance of 
_ for ‘élection to the B.M.A. Council should declare on adena vacar enea Hers Faaa oreo 
the ballot. paper membership of other medico-political perly „calls attention to the veins and venomotor 
organizations. system, which have been somewhat neglected in circu- 
At the last two Representative Meetings it proved latory physiology. Problems of interpretation arise ` 
to be difficult to get through the business in timè. As from the aceéptance. of circulatory’ short-cuts estab- 
a result of this the reports of many important com- lished in the kidney and other viscera by the Barclay 
_ mittees had to be presented in almost indecent haste, schoo]: of ‘investigators in Oxford.” Increased flow 
and neither the chairmen of these committees nor through these circulatory by-passes may be accom-. 
‘: _ the Represehtative Body could feel satisfied with the panied by diminished circulation to the active cells 
result. There was a very full agenda this year, and ofthe organ concerned. 
muth time had to be spent.on the report of the G.M.S. When the ciftulation through the body as a whole 
ı Committee. Yet the confusion of the past two years is impaired it is generally thought that, the volume 
was happily not- repeated, and every item on the ow is,so regulated that the brain and heart suffer 
agenda received full consideration. This showed that ast, skin and splanchnic areas being the regions in 
` the Agenda Committee-had really done its task well. which vascular “shut-down” occurs first. In:study-, 
But, for the fact that the meeting ran so smoothly, ing this problem Franklin and his collaborators were ı 
the Representative Body was deeply indebted to its able to “fix” blood almost instantaneously in the 
“Chairman, Dr. J. A.. Brown. -With urbanity and vessels by rapid coagulation ‘after the injection of , 
courtesy. he held the Representative Body to its rere re 
_appointed course, and there was much regret. at ogre Z edha B . W., and Furchgott, R F , Ann. N.Y. Acad Sct, 
“Dr. Brown’s decision not to stand. this year for the. Openia S, fhe, Jnsoronuonal Congress of Obstetricians and. 
Chairmanship of what has come to be Owe as the. ' tDavien, C. E., anid Mackinnon, J., Lancer, 1949, % 883 
O, a Doctors’ Parliament” ; e Meblicheel, YJ. Physiol., 1932, 18, 241 
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Russell viper venom. They were thus able to show. 
that the kidney and mesenteric vessels are „constricted 
in shock states. The circulation through the, cortex 
of the kidney is the earliest to suffer, according to 


i Franklin, and here he is at variance with Delorme,' 


who believes that the first organ to suffer is the liver. 
Possibly differences ‘in technique and’ mode of 
approach explain their apparently divergent views. 
Most of the enormous blood flow (1,200 ml. per 
minute) to the -healthy kidneys is “going to the 
laundry,” and the kidney cells can survive with a 


fraction of this amount. On the othet hand, most. 


of the blood flowing into the liver is already venous 
(portal vein) in character, and the central cells of 
the lobule most distal from the point of arrival: of 
blood live precariously. Even a slight reduction in 
volume flow through the liver may lead to recogniz- 
able centrilobular degeneration. _Mic¢roscopically 
recognizable damage to the livér is far. more 
frequent in circulatory depression than similar 
damage to the kidney. While the liver and kidney 
are both obviously subjected to decreased blood sup- 
ply in shock, this reduction of flow in turn leads to 
the production of vasotropic factors in each of these 
organs. Those from the kidney cause vasoconstric- 
tion (V.E.M.), while the liver produces vasodepressor 


i material (V.D.M.).? \ 


In his discussion of shock Franklin quotes exten- 
sively from Sheehan’s* interpretation of the morbid 
anatomical findings, and stimulating ideas on adap- 


tation to low oxygen supply are drawn from the- 


physiology ‘of the foetus and of ‘diving mammals. 
The cerebral blood flow, which was -suppdsed for so 
long to be passive, is now shown to be subject to 
some degree of vasomotor control... The fixity of 


‘the “milieu intérieur” is perhaps not so inflexible 


as we once imagined. In his broad sweep over such 
a mass of biological work Franklin-has done a singu- 
lar service in again “questioning many so-called 
“fundamentals.” Yet here and there his range is 
perhaps-hardly wide enough: he supports oxygen 


PROBLEMS OF- CIRCULATORY REGULATION 


therapy in-shock ; but in practice in the last war this - 


was disappointing, and no clinician would agree that 


it ever helped significantly. Circulafory breakdown- 


is far too complex to be regarded as a simple defi- 


’ ciency of oxygen transport. Much has been learned’ 


recently about oxygen poisoning. In emphysematous 
subjects adapted to life at low oxygen tensions full 
oxygenation of the blood may have deleterious effects 
on the cerebral circulation, possibly by interfering 
with carbon dioxide transport. Oxygen therapy is 
thus far from simple. It is interesting to be reminded 
of the work of Rous and Gilding, who have used 
intravenously injected dyes to delimit those parts of 


the circulation with a poor flow of blood in animals ‘ 
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subjected to haemorrhage. The skin vessels in a 
severely shocked animal were tightly closed. This 
reaction, comparable to Bier’s spots in a limb with 
occluded circulation and also to the pallor of death, 
is -worth' renewed study. 

Both in experimental physiology and in human 
therapeutics we cannot interfere with the complex 
physiological balance without setting, into action a 
whole chain of responses which may ultimately 
counterbalance and neutralize the immediate conse- 
quences of the initial procedure. The surprising 
finding of Franklin that the mesenteric arteries may 
be dilated by adrenaline could be explained by’ the 
observation ‘that these vessels ‘contract only during 
the rise in arterial pressure produced by this drug: as 
soon as the pressure rise has reached its peak vaso- 
dilatation- occurs in the mesenteric vessels.® Vari- 





ations in state of the vessels may thus depend on the . 


time after adrenaline administration at which the 
vessels are fixed for examination. 
Eee 
‘MESSAGE TO THE KING 
The King’s health has for some time been a matter of 
national concern. Happily he is now convalescent, and 
the Representative Body on the first: day of its meeting 
took the occasion to pass a resolution in the, following 
terms : “ That this meeting, composed of representatives 
of the~British Medical Association from the United 
dom and from the British Commonwealth and 
Empire, tenders to His Majesty the King, Patron of the 
Association, an expression of its loyal duty, and its 
sincere : wish for His Majesty’s speedy restoration to 
heal r 
The representatives stood and applauded the resolu- 
tion, which was then conveyed to His Majesty. In reply 
the King sent the following message to the Representa- 
tive Body: “The King ¿sincerely thanks you and all 
members of the Representative Body'of the British 
Medical Association for the kind and loyal terms of 
your.message which His Majesty as Patron of your 
Association Warmly appreciates.” 


SUICIDE : 
Dr. Douglas Swinscow’s article in -this issue of the 
Journal draws attention to a problem of unusual 


‘interest and difficulty. The suicide statistics he pre- 


sents provide us with a number of valuable clues. The 
prevailing ethical attitude towards suicide has- changed 
a good deal in the course of history and varies with the 
cultural environment and with religious belief. It would 
be interesting, if only it were possible, to compare 


‘suicide rates in Protestants.and Roman Catholics, for 


the religious sanction against suicide is of a more com- 
pelling kind for the Catholic than for others, One may 
see in Table A (page 1422) that in most of the age groups 


‘there has been a consistent rise in suicide rates from 


1861 till now, though the drop which occurred during 
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the last war is still having an effect. Nevertheless it 
would be risky to associate this with the coincident 
decrease in the intensity of religious belief, since so 
many other factors have changed too. 

- Suicide is generally considered as an almost exclu- 
sively psychiatric problem. The majority of attempted 
suicides who are seen by the psychiatrist have attempted 
the act in a state of depression associated with recogniz- 
‘able forms of mental disorder. The impression that 
suicide is most ‘usually caused by mental illness receives 
support from Swinscow’s figures. Symptoms of depres- 
sion are much commoner in the illnesses of later life 
than they are in the illnesses of youth; and this may 
be a part cause of the fact that suicide rates standard- 
ized for ‘age are also higher in the later ages. In this 
respect there is a noteworthy difference between men 
and women. The suicide rates for women are highest in 
the years 45-64, for men in the years 65 and over. The 
involutional depressive illnesses are of earlier occurrence 
‘in women than in men, and in women tend to occur 
especially about the time of the menopause. Another 
interesting parallel between mental illness and suicide 
is shown in ‘the seasonal incidence. Both suicide rates 
and rates of admission to mental hospitals show a peak 
in the early summer, and this occurs in both the northern 
and the southern hemispheres. 

Nevertheless this‘cannot be the whole of the story. In 
men suicide rates run closely parallel with the rises 
and falls in unemployment. The underlying relationship 
defies analysis. One might suppose either that finan- 
cial prosperity or economic security provided some safe- 
guard against suicide. It is possible that the next decade’ 
may provide further information about this. With full 
employment, as at present, and with the great increase 
in economic security consequent upon the development 
of the welfare State, economic security and the standard 
of living are to some extent divorced. If security is the 
_ factor, the post-war rise in suicide rates should never 
reach the height attained between the wars. Here once 
more there is an age difference. While the post-war rise 
is so marked in both men and women above the age of 45 
that the suicide rates of the early nineteen-thirties might 
soon return,.at younger ages there is no sign of any 
rise at all. It is tempting to conclude with the author 
that suicide is bécoming increasingly ‘a disorder of 
elderly people, and that the environment may be becom- 
ing relatively more hostile for the old than for the. 
young. l 

Is it possible to reconcile both the psychiatric and the 
economic factors? From the standpoint of the clinical 
psychiatrist,. poverty and insecurity are only rarely the 
immediate cause of an attempted suicide, and the con- 


nexion between them and mental illness is not-by any. 


means direct. Nevertheless the involutionary depres- 
sions are particularly likely to arise when a man retires 
from active work or a woman finds herself faced by 
the break-up of the family and a life of narrowing 
interest. It may be that the accumulation of tensions 
without an outlet, the multiplication of both internal 
and external frustrations, are the factors which are 
common to both the psychiatric and the social and 
economic correlates of suicide. 
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THE METHOD OF ARBITRATION 


The Representative Body has unanimously supported 
the General Medical Services Committee in its 
recommendation to the Conference of Local Medical 
Committees that the size of the general practitioners’ , 
pool at present money values should be submitted 
to arbitration. There are two possible ‘methods by 
which arbitration may be obtained. The first is 
through Whitley machinery. As this does not yet provide 
a method of arbitration, resort would probably be had 
to the Industrial Court, by agreement. In the second 
the Minister of Labour refers a dispute under the Con- 
ditions of Employment and National Arbitration Order, 
1940 (No. 1305), to the National Arbitration Tribunal. 
The Whitley Committee concerned with the remunera- 
tion of general practitioners—Whitley Medical Func- 
tional Committee A—has not yet met, though it has 
been constituted, for the General Medical Services Com- 
mittee and -deputations from it have been negotiating 
directly with the Minister of Health or his officials. 
In order to have the general practitioners’ claim brought 
before the Industrial Court the staff side might first 
have 4o raise the claim in Whitley Committee A. 
The staff side of this committee consists of members 
of the G.M.S. Committee, while the management side 
would consist of the employing authorities with Ministry 


. of Health representatives. 


It is important to stress that Whitley Councils and 
Committees are a mechanism for conciliation and not 


“arbitration. When -conciliation fails arbitration is 


sought. If attempts at conciliation were to fail, and if 
both sides then agreed to arbitrate, the case could then 
go to the Industrial Court. There is no provision in the 


_ Whitley machinery by which one side can go to arbitra- 


tion without the consent of the other. In the two cases 


so far taken to arbitration by other branches of the 


profession the management side did not oppose the , 


. procedure; there is no reason to suppose that the 


A 


management side would do so here ; and, as we point 
out last week,! the Minister of Health would surely be 
unwise to oppose it. . 

The alternative method of obtaining arbitration is to 
lodge a dispute with the Minister of Labour. Under 
Order: 1305 the Minister of Labour must satisfy him- 
self that every effort has been made to séttle the dispute 
within any conciliatory machinery open to the parties 
concerned. If attempts at settlement have failed the 
Minister must refer the dispute to the National Arbitra- 
tion Tribunal within 21 days of the date on which the 
dispute was, reported to him, unless in his opinion the 
special circumstances of the case make it necessary or 
desirable to postpone such a reference. 

Bringing the claim before the- Whitley Council in the 
first place is therefore probably the most expeditious 
way of getting it submitted to arbitration. If the dis- 
putants had reached deadlock without attempting con- 
ciliation through Whitley machinery the Minister of 
Labour might well refer them to Whitley machinery 
before admitting that sufficient negotiation had been 
carried on to settle the dispute. The Industrial Court 


1 British Medical Journal, 1951, 1, 1372. 
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‘receives a thorough hearing. 
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may also be a more suitable body to hear the claim 
because it has already had.the opportunity of studying 


the affairs of the public health service and of medical ' 


officers on the headquarters staff of regional hospital 
boards. It is therefore acquainted with some of ‘the 
problems of the medical profession; whereas the 
National Arbitration Tribunal has heard no claims 
on behalf of medical men. Experience of the Indus- 
trial Court has shown that a case presented to it 
Parliament constitu- 
tionally cannot accépt in advance the decision of any 
arbitrating body, for it cannot allow its freedom 
to legislate to be restricted in any way. But a refusal 
to accept a decision obtained by arbitration on the pay 
of general practitioners would certainly have most 
serious consequences—not only on the medical profes- 


sion but on the country’s whole machinery for settling 
' disputes about wages and salaries. 


NOTIFICATION OF LEPROSY 


, On June 22 the Public Health . (Leprosy) Regulations 


came into operation, and a copy will later be sent to 
every practitioner. 
notification of leprosy. In the words of a statement 
issued, by the Ministry of Health: “ Henceforth every 
practitioner attending on or called in to visit a patient 
suffering from leprosy in any building used for ‘human 
habitation shall, as soon as he becomes‘ aware that the 
person is so suffering, of if he is aware at the date of 


the coming into operation of these regulations, send to 


the Chief Medical Officer of the Ministry of Health a 
certificate in the form set out in the schedule of regula- 
tions.” This method of notification direct to the Minis- 
try is considered advisable because “it enables strict 


secrecy: to be maintained and provides means whereby, 
any additional suffering on the part of the patient and. 


his friends can be prevented” (in the past the whole 
family of the patient has ‘sometimes been affected by the 
local disclosure of knowledge of the patient’s condition), 
and because accurate knowledge of the location of cases 
of leprosy is essential if the full benefit of all recent 
advances is to be brought to the patient. There are no 
statutory powers of any Rind within the regulations 
whereby a patient suffering from leprosy can be removed 
to a hospital. Such powers would be undesirable, for 
they might lead to concealment of the disease and defeat 
the purpose of the regulations. 

It is hoped that with the new regulations it will be pos- 
sible to gain more accurate knowledge of the number and 


location of cases of leprosy inthe country. The number. 


of cases now Coming to notice is quite small, and almost 
without exception the patients have been infected abroad. 
Many of them,are foreigners or from the-Colonies, and 
they can usually be repatriated to their own country ; 
but since the war this has occasionally been impossible, 
because the patient was either a British subject or a 
national of a country to which, for various reasons, 
return was impracticable. Some noninfectious patients 
are known to be receiving treatment under private 
arrangements ; others are being treated as out-patients 
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at hospitals or admitted temporarily to infectious diseases 
hospitals or to a small but very valuable private hospital 
restricted to British nationals. In the past the arrange- 
ments for the treatment of infectious cases sometimes 
presented’ great difficulty, but plarls to overcome this 
are announced in a letter from Sir John Charles, the 
Chief Medical Officer of the Ministry of Health, to all 


‘medical officers of health. First, there is the appoint- 


ment of an adviser in leprosy, Dr. Robert G. Cochrane, 
the British Empire Leprosy Relief Association, 167, Vic- 
His services are now avail- 
able to any doctor who may need advice on the diagnosis 
and treatment of leprosy. He will associate himself 
with practitioners notifying cases and will also be ready 
to examine close contacts. Secondly, there is the open- 
ing of a hospital specially adapted for the reception of 
patients with leprosy. This hospital, at Reigate, in 
Surrey, is provided by University College Hospital as 
an annexe to the Hospital for Tropical Diseases. These 
three new measures—the notification regulations, the 
adviser in leprosy, and the special hospital—mean that 
no individual patient need lack thebest medical atten- 
tión and advice, and he will be able to‘live a more 
normal and happier life than is otherwise generally 
possible for those aware that they have the disease. At 
the same time the new measures will operate to remove 
any risk of infection, which for centuries now has been 
negligible in this country. The general public have an 
exaggerated horror of the disease, and it would be as 
well for them to learn that it is an ordinary’ medical 
disease,-not highly dangerous or infective, and to extend 
to the person who has been unfortunate enough to con- 
tract leprosy, generally in the service of the Crown, that 
sympathy and understanding which he deserves.. 


THE AWARD OF THE GOLD MEDAL 


During last .week’s meeting the Gold: Medal of the 
Association was awarded to Dr. E. A. Gregg, Chairman 


“of Council. The Medal was instituted in 1877 and is 


awarded for “distinguished merit” to anyoné “who 
shall have conspicuously raised the character of the 
medical profession by scientific work, by extraordinary 
professional services, or by special services rendered to 
the British Medical Association.” Dr. Gregg has been 
Chairman of the Council since 1949 and has been a 
member of the Association for over 40 years. He joined 
tbe London Local Medical and Panel Committee in 
1919 and served as its Chairman from 1936 until 1949. 


- He was also for many years on the Insurance Acts Com- 


mittee, to which he was elected Chairman in 1938, con- 


tinuing in this office until the G.M.S. Committee took . 


its place on the introduction of the N.H.S. in 1948. He 
became a member of the B.M.A. Council in 1938, was 
Deputy Chairman of the Representative Body from 
1945 to 1948, and its Chairman in’1949. Through all 
these long years of unstinted and devoted service to 
the medical profession and the B.M.A., Dr. Gregg has 


endeared himself to his professional colleagues: and as, 


a doughty, fighter has never hesitated to speak up with- 
out fear or favour on behalf of his profession. 
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The term “dysentery ” is widely and loosely applied to 
all om of diarrhoed in which the stools contain mucus 
and | ood. - In this article, however, it is proposed to, Sharp griping pains are followed by diarrhoea of-in- 
E ha eae to pales = ee ee creasing severity. The stools, SRA anvearly stage are 
eee mention of some other forms of protozoal liquid and contain flakes of blood-stained mucus, soon 
I -BACILLARY DYSENTERY consist solely of small quantities of blood-stained-muco- 
This is an acute infectious disease in which the funda- pus. In a severe case the bowels move at Jeast once 
mental lesion is ulceration of the mucous membrane of ~ or twice every hour ; indeed, the desire to go to ‘stool 
the large intestine and the dominant symptom is frequent- may be almost constant. There is severe griping and 
and painful diarrhoea with stools containing, or consist- tenesmus/and not infrequently considerable haemor- 
ing solely of, blood and mucus. rhage. In the most severe cases of all, large sloughs of 
‘Geographical Distribution—Bacillary dysentery was ™MHcous membrane are passed in a thin serosanguineous 
at one time regarded as a tropical disease but is now fluid. If untreated, such cases usually, go on to a fatal 
known to be widespread throughout temperate climates termination, death resulting from toxaemia and peri- 
as well. Nevertheless, the more severe and occasionally pheral vascular failure. 
fatal cases, particularly those caused by Shiga’s bacillus,. Throughout the acute stages there may-be nausea and 
are in the main confined to tropical and subtropical a little vomiting; and there is usually a moderate degree 
countries, while the milder forms, especially infections of fever. As recovery sets in, this order is reversed. 
with Sonne’s bacillus, are: more common in cooler Stools become Jess frequent, the mucus is less obviously 
regions. > 3. blood-tinged, and, ultimately, when the patient is able 
Aetiology and Morbid Anatomy to take food, stools ‘of normal appearance are passed. 
Bacillary dysentery is caused by infection with For some days, however, varying quantities of mucus can 
organisms of the genus Shigella. The most important be recovered, even from stools which are practically solid. 
of these is the bacillus described by Shiga, Shigella, When cure is incomplete and the chronic state super- 
dysenteriae, which produces a potent toxin-and gives Venes, there are alternating periods of apparent nor- 
rise tq’ severe symptoms which may be fatal. mality and of irregular diarrhoea with stools containing 
S. schmitzii and various types of S. flexneri and steater or lesser quantities of mucopus. 
S. boydii cause a milder form of the disease which runs In children, and particularly in infants, bacillary 
a more benign course. S. sonnei often produces a dysentery is apt to assume a fulminating form. Not 
simple diarrhoea rather than a dysenteric condition, and infrequently the child rapidly becomes collapsed and 
has other characters which place it in a different dehydrated, passing numerous. small green-coloured 
category from the others. stools containing a little mucus. Such symptoms are of 
_ Infection results from swallowing the causative considerable gravity, and urgent treatment is required if 
organism. Contaminated „food rather than con- the child’s life is to be saved. 
taminated water is usually responsible, and the source 
is more often an acute case than a carrier. Infection : Diagnosis i 
may be conveyed by flies. Protection of food, good - Clinical—In acute cases the symptoms and the 
sanitation, and anti-fly campaigns play an important character of the stools usuaily present an unmistakable 
part in preventing outbreaks of this disease., ı picture. For all practical purposes the diagnosis in such 
_Dysentery bacilli multiply in the mucous membrane cases rests between bacillary dysentery and acute 
of the large intestine and give rise to inflammation and amoebic- ‘dysentery. The latter, when uncomplicated, 
varying degrees of ulceration. In mild cases this rarely has the acute characters which have been des- 
‘amounts’.to little more than a desquamation of epithe- cribed, but the possibility of co-existing bacillary and 
lium on the projecting edges of the folds of the mucous. amoebic dysentery must never be overlooked. As the 
membrane. . In more advanced cases the lesions extend. two diseases have very different incubation periods, 
more deeply and produce a series of superficial ulcers, bacillary' dysentery being short and amoebic dysentery 
having their long axis across the bowel. In severe infec- long, it 4 obvious that where both infections are present 
tions there may be wholesale desquamation of mucous’ they cannot have been acquired simultaneously. An 
membrane, with the formation of large areas of highly acute bacillary infection, however, not infrequently 
inflamed granulation tissue covered with greenish black lights up an unrecognized pre-existing amoebic infection. 
sloughs. “The less severe lesions heal quickly and ¢om- Where subacute or chronic bacillary dysentery is 


Symptoms - ‘ 


_’ pletely. Where extensive destruction of the mucous suspected it has to be differentiated from chronic 


membrane has taken place, regeneration does not occur amoebic dysentery, schistosomiasis, ulcerative colitis, 
and fibrosis and scarring result. If cure is incomplete malignant disease, and other rarer conditions which 
“and the condition becomes chronic, lesions persisf in the’ produce inflammatory lesions of the bowel. Sigmoido- 
form of small irregular ulcers surrounded by inflam-" scopy may be of assistance, but the final diagnosis must 
matory. congestion. i E rest on the isolation of the dysentery bacillus. 

iy i į 7 oe . 
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The onset of bacillary dysentery ıs usually sudden. 


become more frequent and in the course of a few hours ` 
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Laboratory.—In acute cases an experienced worker 
can establish the diagnosis by microscopical examination 
alone. It is essential that the specimen should be 
freshly passed. If desired, a rectal swab may be used 
to obtain a specimen. It is advantageous to make the 
microscopical examination in the clinical laboratory. A 
small piece of mucopus is placed on a microscope slide, 
a cover-slip is applied and pressed down, and the edges 
are sealed with petroleum jelly. Examination is made 
with a low-power objective. Even in the early stages 
of the disease the small fidkes of mucus which are 
present in the liquid stools give all the characteristic 
appearances dbout to be described. The exudate in 
bacillary dysentery is essentially inflammatory m nature 
and the apparently homogeneous mucus is surprisingly 
- cellular. The number of red blood cells present is 
variable, depending on the portion which has been 
chosen. Exclusive of these red cells, over 90% of the 
others which crowd the field are normal-looking pus cells 
(neutrophil polymorphonuclear leucocytes). The remain- 
ing 10% is made up of large macrophage cells, shed 
epithelial cells, and others of less definite origin. From 
the point of view of differential diagnosis the macro- 
phages are important, as they may be mistaken for 
amoebae. They are of the same size and may contain 
red blood cells, but are not differentiated into endoplasm 
and ectoflasm, and exhibit only the faintest movements. 

While microscopical diagnosis is sufficient for the 
initiation of treatment, it is often if not always desirable 
to isolate the causative organism. This can be done only 
in a properly equipped laboratory, and a description of 
the technique used is outside the scope of this article. 
Specimens for bacteriological examination must be 
passed into a bed-pan free from antiseptics. Without 
any delay a small portion of mucopus—about 1 mi— 
should be selected and placed in a scréw-cap specimen 
bottle containing neutral 30% glycerol in normai saline. 
- In this preservative the dysentery bacilli will remain 
viable for some days and will therefore survive transit 
to the laboratory. 

Treatment 


General.—-During the acute stages the patient should 
be kept in bed and given'fluid diet. It is, important that 
he should drink copiously to ensure free action of the 
kidneys. In very acute cases it is advisable to allow the 
stools to be passed on to a pad of cotton-wool rather 
than put the patient to the exertion of'using a bedpan. 

. Specific—The sulphonamide compounds ‘have a 
specific action on the dysentery bacillus. The first to be 
used successfully- was sulphaguanidine, which is slowly 
absorbed from the bowel, but it was subsequently dis- 
covered that most of the rapidly absorbed sulphon- 
amides are equally effective. British workers still prefer 
sulphaguanidine because it has no tendency to crystallize 
out in the kidney tubules and so obstruct the secretion 
of urine. For this reason it is more suitable for tropical 
countries, where excessive sweating may lead to a low 
output ofsconcentrated urine in which crystallization is 
likely to occur. It is grven to a normal adult in an initial 
dose of 6 g. followed by four-hourly doses of 3 g. until 
the stools are reduced to about four a day. Thereafter 
the same quantity is given at eight-hourly intervals and 
is further reduced as the condition improves. Phthalyl- 
sulphathiazole in four-hourly doses, each of 1 g., is 
another of the slowly absorbed compounds which has 
its advocates. Sulphadiazine is favoured by many 
United States workers and is given in an initial dose of 
2 g. followed by four-hourly doses of. 1 g., the interval 


Zz 


being lengthened as the patient’s condition’ improves. 
With ‘this compound the risk of- renal obstruction is 
definitely greater than with sulphaguanidine, and it is 
essential that the patient should drink large quantities of 
fluids. ` . 

The effect of sulphonamide treatment in bacillary 
dysentery is dramatic. Within a few hours griping 
ceases and’ the diarrhoea becomes much less marked. 
The patient experiences a sense of well-being and the 
appetite quickly returns. . If due care*is exercised in 
matters of diet and other general measures of treatment, 
„he willbe well in a few days. ‘ 

More recently, the newer antibiotics have been used 
with success, but in normal infections they have no 
striking advantage over the less costly sulphonamides. 
Chloramphenicol acts well when given in doses of 250 
mg. four-hourly for a week or more. 
~" Shigella dysenteriae (Shiga’s bacillus) secretes a 
powerful exotoxin which may produce symptoms of 
severe toxaemia. This stage is not reached if specific 
treatment is started early, but in patients who have gone 
untreated for some days the toxaemia may be marked 
and may in itself be a menace to the patient’s life. It 
can be countered by the intravenous administration of 
large doses of concentrated antitoxin (100,000 units or 
more). This will relieve the immediate symptoms and 
give an opportunity for concurrent sulphonamide treat- 
ment to take effect. In such cases it will not be possible ` 
to await the confirmation of diagnosis by the identifica- 
‘tion of Shiga’s bacillus, but it is justifiable to assume that 
this organism is responsible, and to give antitoxin. 

Treatment of Children—-Sulphonamides act well in 
infections of average severity in children and infants, 
and should be administered in doses proportionate to 
weight. In fulminating cases with much dehydration 
antibiotics, such as chloramphenicol, are preferable to 
sulphonamides ; saline transfusions and other sympto- 
matic treatment’ must be simultaneously administered. 


Chronic Infection and Carriers 


In most instances subjects‘ who are, found to be 
carriers are in reality cases of chronic infection follow- 
ing inadequate treatment. The remedy is a course of 
sulphonamide adjusted to the needs of the particular case 
or, if this proves ineffective, a course of chloramphenicol. 
An exception occurs in the case of infection with Sonne’s 
bacillus. This organism can live arid multiply in the 
bowel contents, and hence, though the symptoms may be 
trifling, the carrier state may persist for weeks. Sulphon- 
amides are generally ineffective in clearing this con- 
dition, but better results are reported from the use of 
antibiotics., Pi x 
Prognosis and Tests of Cure 

With' modern methods it is possible to effect cure ia 
‘all cases of bacillary dysentery which come under treat- 
ment at an early stage. Rapid convalescence may be 
confidently anticipated, and the prolonged subacute and 
chronic infections which were at one time all too com- 
mon are now to be seen only in patients who have not 
received specific treatment. 

In tropical surroundings cases are usually so numerous 
that laboratory tests of cure are impracticable. If the 
stools are solid and free from mucus ıt is safe to assume 
that infection has:been overcome. In special circum- 
stances, such as institutional outbreaks, it is advisable 

to have six consecutive negative cultire tests before 
discharging the patient as cured. 
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i AMOEBIC DYSENTERY ; 


In contrast to its bacillary counterpart, amoebic 
dysentery is essentially a subacute or chronic disease 
with a long incubation period and an insidious onset. 
Not infrequently the infection, although it has been 
present for some time, is recognized only when an 
investigation is being made of some more acute inter- 
current condition. Nevertheless, in certain circum- 
stances, or because of the presence of complications, it 
may become acute in nature and may even cause the 
death of the patient. 

Geographical Distribution—The _ parasite 
causes amoebic dysentery has a world-wide distribution, 
yet for reasons which are not fully understood the 
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disease itself is much more restricted and is common: 


only in tropical and subtropical countries. A negligible 
number of cases which are apparently indigenous do, 
however, occur in temperate regions, such as Britain, 
and the possibility of such an event should never be over- 
looked. “ 


i Be Aetiology and Morbid Anatomy 


The primary cause of amoebic dysentery is the proto- 
zoon Entamoeba histolytica, This is a strict parasite 
which is found in man and a few other mammals, and 
is transmitted from one host to another in the form of 
resistant cysts which are passed in the faeces. The 
epidemiology is therefore that of an excretal disease. 

Recent observations strongly suggest that the patho- 
genicity of E. histolytica is dependent in part at least 
either on the associated bacterial flora or on some other 
external factor. The elucidation of this phenomenon is 
not sufficiently advanced to warrant.its discussion, but-it 
must be noted as having an important bearing both on 
treatment and on the significance of the symptomless 
cyst-passer. 

The amoeba has its normal habitat in the mucous 
membrane of the large intestine. Lesions are perhaps 
commonest in the caecum but occur distally as far-as the 
anal canal. They rarely extend above the ileo-caecal 
valve. They begin as minute flask-shaped ulcers which 
may increase superficially until they are an inch (2.5 cm.) 
or more in diameter, and in depth until they cause per- 
foration and peritonitis. The edges are thickened and 
undermined, the base of the ulcer is covered by a 
slough, and the mucous membrane between ulcers is 
usually comparatively normal. 

In the process of ulceration an amoeba may penetrate 
a vein and be carried to the liver, where it multiplies, 
causing an amoebic hepatitis which, if untreated, will 
develop into hepatic abscess. 

If the bowel ulcers become secondarily infected with 
pyogenic organisms a much ‘more active and inflam- 
matory condition supervenes, and a large area of the 
bowel wall tay become involved. 


’ Signs and Symptoms 

In an uncomplicated case the onset’ is gradual. 
Abdominal discomfort, a grumbling pain, and, flatulence 
accompany a moderate degree of diarrhoea in which 
the bowels may move four or more times a day. The 
faeces are usually dark-coloured, part semi-solid and 
part liquid, foul smelling, and containing varying quan- 
tities of dark-coloured muctis. Palp&tion of the abdo- 
men may elicit considerable tenderness, and any part of 
the bowel which is heavily infiltrated can usually be 
felt. In uncomplicated cases febrile disturbance is rare. 
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On to this basic picture the various complications 
which may supervene add their own particular features. 
Secondary infection leads to a condition with characters 
which differ little from those of bacillary dysentery. 
The combination of bacillary and amoebic dysentery is 
of course a common occurrence. Lesions in the appen- 
dix may simulate an acute appendicitis—an important 
point, as appendicectomy in amoebic infection is 
strongly contraindicated. Perforation of an ulcer gives 
the characteristic symptoms of peritonitis. Hepatitis is 
suggested by a swinging temperature, a well-marked 
leucocytosis, hepatic enlargement and tenderness, radi- 
ating pains, and a raised and fixed right cupola of the 
diaphragm. The recognition of this condition is of the 
greatest importance, and its dramatic response to treat- 
ment one of the most satisfying experiences of the 
tropical practitioner. ` 

Diagnosis 


The signs and symptoms which have been described 
are in no sense specific and do no more than indicate the 
possible diagnosis. This can be established in one way 
only—by the demonstration of the active trophozoites 
of E. histolytica in the mucus present™in the stools or 
in scrapings from ulcers. When possible the examina- 
tion should be carried out by an experienced protozoold- 
gist. A small portion of fresh mucus should be placed 
on a warm slide and prepared for microscopical exam- 
ination as previously described. It is advisable to use 
a heated stage (37° C.) or, if this is not available, to 
keep the specimen warm by some improvised means. 

The mucus from a typical case is comparatively non- 
cellular, the predominant elements being mononuclear 
leucocytes and partially digested cells from the bowel 
wall. Polymorphs are relatively scanty. Red cells are 
often seen in rouleaux,: and Charcot—Leyden crystals 
may be found. The amoebae are highly refractile, and 
when rounded have a diameter equal to that of four to 
five red cells. Ectoplasm and endoplasm are well 
differentiated, but the characteristic features, both of 
which must be present before an amoeba-like object 
can with certainty be identified as Æ. histolytica, are 
ingested red cells and active motility. This dictum does 
not imply that E. histolytica always contains red cells 
and is never rounded and motionless. It is based on the 
fact that any one of these characters, but never both, 
may be found in objects which are not E. histolytica. If 
the inexpert observer follows this rule he will not go 
astray. r is important, too, to bear in mind that cysts 
are not formed in the active phase of the disease, and ` 
consequently are not found in mucus. As will be shown 
Jater, the finding of typical quadrinucleate cysts in 
normal faeces cannot be taken as evidence of active 
amoebic dysentery. - 

Sigmoidoscopic examination is of great help in for- 
mulating a diagnosis, partly by revealing the characters 
of the ulcers—though the most experienced observers 
are the least given to committing themselves on this— 
but mainly by allowing scrapings to be taken for micro- 
scopical examination. It may be accepted as a working 
rule that if an ulcer is amoebic in nature E. histolytica 
will be found in scrapings taken from it. It should not, 
however, be forgotten that active amoebic ulcers may be 
present in the caecal end of the colon while the portion 
of the bowel wall within range of the sigmoidoscope is 
normal. 

When the necessary facilities are ; available culture is , 
probably more reliable than direct examination for 
demonstrating amoebae, but it does not afford evidence 
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of active amoebic dysentery, as a positive culture may 
be obtained from a specimen which contains only cysts. 

Indirect tests such as the complement fixation have 
not yet been perfected to the stage of affording practical 
help in the diagnosis of amoebic dysentery. Neg 


- - Treatment a 

The treatment of amoebic dysentery is at present in a 

phase of transition, mainly because of the growing con- 

_Viction that some factor in addition to the amoeba is 
concerned in producing the lesions. Diet throughout 
should be in accordance with the patient’s appetite and 
of such a nature ds not to irritate the bowel. 

Emetine remains the favoured specific. In active 
infections three to five daily doses of 1 gr. (65 mg.), given 
subcutaneously, will relieve the acute symptoms. This 
should be followed by a ten-day oral course of emetine 
bismuth iodide (E.B.I.) administered in capsules or 
enteric-coated tablets to ensure that the drug is not 

' released before it reaches the intestine. Because of its 
tendency to produce nausea and vomiting, E.BI. must 


be given late in the evening, preferably preceded by a` 


sedative such as 1 g. of phenobarbitone. During any 
form of emetine, treatment the patient must be kept in 
bed because of the toxic action which this drug has on 
the heart. 

It has been customary to supplement emetine treat- 
ment with compounds such as chiniofon (“ yatren,” 
“quinoxyl,” etc.), “diodoquin” (‘embequin”), or 
carbarsone. Chiniofon can be given ‘as a retention 
enema concurrently with the E.B.L treatment.» The 
bowel is first washéd out with 500 of 2% 
sodium bicarbonate, and an hour later 200 ml. of a 1% 
solution of chiniofon is slowly introduced and must be 
retained for six to eight hours. Carbarsone may be 
given in the same way, but is usually prescribed after 
E.B.I. treatment. z . 

Alternatively, these three compounds can be given by 
mouth after the completion of E.BI. treatment: chinio- 
fon, | gr. daily for 10 days or longer in powder form 
in capsules or in tablets; diodoquin, three tablets of 
200 mg. three times daily for the same period ; carbar- 
sone, capsules of 250 mg. twice daily, also for 10 days 
or longer. So many different “ blunderbuss” courses 
have been recommended embodying these various drugs 





é 
' Prognosis and Tests of Cure 

Although remissions may occur, amoebic dysentery‘is 
not a self-limiting disease. When treatment is ‘begun at 
an early stage and pursued with vigour, the prospects of 
cure are good. But if the disease has been smouldering 
for some considerable time, and especially if primary 
treatment is inadequate, a relapsing infection of great 
chronicity may ensue. Many cases of this kind occurred 
during the recent Burma campaign. 

It is customary to demand six consecutive negative 
stool examinations, starting a. fortnight after the 
cessation of treatment. The passing of this test is not 
evidence of permanent cure, and it is well to check up 
periodically for at least two years. . ʻ 


Significance of the Persistent Cyst-passer 

The problem of the persistent cyst-passer is one of 
great complexity. If the results of surveys of small 
sections of the population of Britain can be applied to 
the country as a whole there must be, at a conservative 
estimate, over a million persons who are infected“tith 
E. histolytica, yet cases of indigenous amoebic dyseniery 
are rare. Some of these cyst-passers produce the small 
type of cyst which is generally believed to’ be non- 
pathogenic, but others excrete normal-sized cysts which 
have been found to give rise to lesions in the rat similar ` 
to those caused by known pathogenic amoebae. 

Are these cyst-passers invariably to be regarded as 
cases of subclinical amoebic dysentery and treated 
accordingly ? The obvious common-sense answer is 
“no,” and the validity of this decision is upheld by 


, recent observations which suggest that, contrary to 


that it is obvious that none of them is really satisfactory. ` 


Of recent years this routine has been challenged, and 
indeed the whole outlook on the treatment of amoebic 
dysentery has been changed by the introduction of anti- 
biotics. Penicillin, given before emetine treatment, was 
the first to be used, and with good effect, in chronic 
relapsing cases, but it has been superseded by the more 
recently discovered varieties, first “ bacitracin,” and now 
“ aureomycin ” and “ terramycin.” The last two appear 
to have amoebicidal as well as bactericidal activity, but 
further trials and long periods of follow-up are needed 
before a definite opinion can be expressed. Aureomycin 
and terramycin are given in doses of 1 to 2 g. daily for 
10 days. It seems probable that the best results will be 
achieved by combined’or consecutive courses of emetine 
and one of these antibiotics, the former given for its 
known amoebicidal action, the latter’ mainly for its 

bactericidal properties. 
' Chloroquine, an antimalarial drug, has a well-marked 
amoebicidal actioh and has proved useful, particularly 
in the treatment of metastatic lesions in which emetine 
has been ineffective. It is given to adults in doses of 1 g. 
daily for three days, followed by 0.5 g. daily for 24 days. 


earlier beliefs, E. histolytica can lead a saprophytic 
existence in the human gut. Most of these cyst-passers, 
being unrecognized, create no problem, but others may 
be discovered in circumstances which bring them under 
suspicion. In such cases each must be judged on its 
merits. - If the patient has diarrhoeal symptoms and has 
either been in the Tropics himself or has been in con- 
tact with someone recently returned therefrom it is 
advisable to give treatment. If there are neither symp- 
toms nor a history of this kind it is sufficient to keep the 
subject under periodic observation. 
Ciliate Dysentery ` 
Man occasionally becomes infected with Balantidium 
coli, a ciliate whose normal host is the pig. This causes 
an intractable ulcerative colitis, with symptoms similar 
to those of amoebic dysentery, for which no satisfactory 
treatment is known, although some have claimed good 
results from carbarsone or from enemata (methylene - 
blue, 1%). The actively motile large ciliate is easily 
recognized under the microscope. 


Infection with Giardia Lamblia 


Giardia lamblia is a flagellate which inhabits the 
duodenum. The oval cysts ‘found in the stools are of 
characteristic appearance and in diarrhoeic conditions 
the trophozoites may appear in enormous numbers. 
This organism has no known pathogenic action but it is 
possible that it may irritate the duodenum mechanically, 
and some believe that it can be a cause of diarrhoea, 
particularly in children. In any event, a five-day course 
of mepacrine, in doses of 0.1 g. three times daily (adult 
dosage), will usually eradicate the infection and can be 
given in any case in which misgivings are felt about the 
role of the flagellate. 
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MAKERERE COLLEGE MEDICAL SCHOOL 


Medical education was pioneered in Uganda in the years 
before 1914 by the late Sir Albert Cook at Mengo Hospital 
-in Kampala. In 1923 medical training under Government 
auspices started at the Makerere Training Centre, opened 
under the late Dr. H. B. Owen for the training of African 
dressers at Mulago Hospital. In 1924 this became the 
Uganda Medical School, from which students passed out 
after a four years’ course as senior native medical assistants ; 
in 1928 the course was lengthened to five years. The school 
was directed by Dr. J. P. Mitchell from 1932 until his 
retirement in 1944. In 1936 the Joint Rast African Boafd 
of Examiners was set up~on an international basis, as 
students from Kenya, Uganda, Tanganyika, and. Zanzibar 
were training at Mulago, and this body supervised 


medical education: until Makerere College- became a. 


University College and the Board’s functions were taken 
oyer by the Academic Board of the college. The teaching, 
formerly. carried out entirely by members of the Uganda 
Medical Services, is now directed by full-time college staff, 
although the Government staff still take a very large share 
in the teaching. 

This was in the minds of many members of the large 
audience composed of all races in Uganda who on May 15 
assembled in the library to attend the formal opening of 
the new medical school buildings, the first to be- completed 
from the Colonial Development and Welfare Fund. The 
opening ceremony was performed by the Secretary of State 


~ for the Colonies, Mr. James Griffiths, who, was welcomed 


at the entrance of the new buildings by the Governor of 
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thanked the people of Britain for their generous gift. He 
wished they could see for themselves and could realize what 
„their generosity would mean for the peoples of East Africa 
in the health of countless men and women of all races. He 


also expressed thanks to the people of America for their ` 


many generous gifts to the medical library. 

The Secretary of State and many of the visitors then 
inspected the new “buildings. These comprise a single-story 
building housing the biochemistry, physiology, and pharma- 
cology laboratories, and another single-story building housing 
the physiological research laboratories maintained by the 
Colonial Medical Research Service. The main building of 
two stories, with large basement areas, houses the medical 
library, the administrative offices, and the departments of 
anatomy and pathology. These are all closely adjacent to 
the clinical departments and are within a few yards of the 
boundary of Mulago Hospital. 4 


The Medical Library , 


The library already contains some 6,000 volumes under 
the care of a full-time librarian ; the nucleus was formed in 
1946 by the amalgamation of the library of the Director of 
Medical. Services, Uganda, and of the Mulago Hospital 
Library. It has expanded rapidly, thanks to generous gifts 
from the University of Bristo] and from the London School 
of Hygiene and Tropical Medicine. These have latterly been. 
supplemented by most generous gifts, from American 
institutions. This help was organized by Mrs. Hileen 
Cunningham, of Vanderbilt University, and by Miss Alice 
Ball, of the U.S. Book Exchange of the Library of Congress, 
aided by the Rockefeller Foundation and the Smithsonian 


Uganda, Sir John Hathorn Hall, the Visitor of the college,‘ Institution. Particularly large collections have been re- 


and by senior members of the staff. 


Opening of New Medical School Buildings 
In introducing Mr. Griffiths to the assembly His Excel- 


ceived from the Armed Forces Medical Library at Washing- 
ton, from Miss Doe and the Academy of Medicine at New 
York, and from the Mayo Clinic. But these are only major 
donations, and smaller gifts have been received from a 


lency said that the new buildings represented an act of’ multitude of hospitals, universities, and institutions from all 
faith by the British people—faith in the African, in the-zeal - over the USA. These gifts are deeply appreciated, and 


and ifitegrity of 


devote their skill and knowledge whole-heartedly to their American periodicals. However, the library is more repre- 


fellow Africans. In declaring the buildings open Mr. 
Griffiths brought to the college, the medical school, and the. 
people of Uganda the good wishes of His Majesty’s Govern- 


erection was' symbolic of His Majesty’s Government’s 
greatest importance was attached. The medical school at 


Mulago was an integral-and essential part’of Makerere as 
the University College of East Africa, and he said “there 


sentative of American than of English medicine, and it is 
hoped that this may be adjusted. The library maintains 
working arrangements with the Mengo Hospital Library 


_ ment and of the people of Britain for the continuing pro-, and the library of the pathology department of the Uganda _ 
gress of the medical school in teaching and research. Their Medical Service, thus putting many more volumes at the 


disposal of its users. These include not only staff and 


_? interest in higher education in the Colonies, to which the | students of the medical school but all Government medical 


officers and members of the Ugande branch of the B.M.A., 
which places its periodicals in the library. It also supplies 
medical literature to medical men'and research institutions 


is no more important institution ‘in the East African~ all over East Africa,'and these services will be extended, 


territories.” Wherever Mr. Griffiths had been in Uganda— 
and he supposed it would be the same in all East Africa— 
he had been impressed with the intense-desire of the 


when photoduplication apparatus arrives. _ 
A feature of tho buildings’ is that provision has been made 
for visiting research workers. The anatomy and pathology’ 


Africans, even in remote areas, for education, and to them departments have large storage spaces for the preservation’ 


the college and medical school represented a great hope. 
He referred appreciatively to the work of the Government 


* medical staff who had so long borne the burden, were 
still sharing extensively in the teaching, and who had built, workers have. been accommodated. 


of specimens, and animal quarters, including a large monkey- 
house, are available. Space is available for research 
workers in all the new buildings, and already research 
There is a well- 


up the high reputation which Mulago Hospital had attained, equipped photographic department, and the histological 


and he referred especially to the investigations into mal- 
nutrition carried out at the hospital He welcomed the 
evidence he saw of active student life and the multiplicity 


preparation work,for all departments has been centralized 
in one well-equipped spacious room. It will be possible for 
any research in medicine to be carried out which does not 


of student societies, the cross-fertilization with other ' involve too elaborate equipment. In addition there are 
branches of learning which, with the teaching the students rapidly growing facilities for research in physical anthro- 


received, would, he hoped, lead to their being not mere pology and allied subjects. The proximity of the hospital 


medical technicians but “ educated doctors.” The need for 
such men in Hast Africa was great; they would be respon- 


~ sible not merely to their own profession, to prevent and ` 
cure disease, but to the peoples whom they would be called with new buildings and apparatus and with the services of , 


to the laboratories brings all departments into close contact 
with the problems of clinical medicine. 


With the major departments headed by full-time staff, and 


on to serve, to be leaders of the community and to contribute many Uganda Government specialist officers, the Makerere 


to the further economic and social adv; 
territories, i 


In thanking the Secretary of State for his message the 


vancement of these College Medical School looks forward to-still greater oppor- 


tunities of serving the peoples of East Africa, and in this 
endeavour it bas the encouragement and close co-operation 


Principal of Makerere College, Mr. B. de Bunsen, also of the Government Medical Services of East Africa. 
` ‘ E 3 
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e African student, faith that they would the library is now fortunate in possessing long sets of/ 
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OCCUPATIONAL THERAPY 

A two-day conference of the Association of Occupational 

Therapists was held at the Church Hoŭse, London, opening 

on June 15. The first: session was presided over by 

Lord Wess-JOHNSON, who welcomed the delegates, especially 

a number who had come from other countries. 

The MINISTER OF HEALTH, who opened the Conference, 
began by remarking that the Cope Committee in its recent 
Teport had stated that the Association was the only organ- 
ization in England and Wales representing the profession of 
occupational therapists. If that were true of some of the 
other professions dealt with in that report, the position 
would be much easier. i 

He himself first came to know about the work of occupa- 
tional therapists at the time he was Minister of Pensions. 
At that Ministry they had tried to enable war-disabled men 
to become as normal members of the community as their 
disability allowed. In this matter Great Britain was very 
much in the vań of progress. After the sécond world war 
over 90% of those injured had survived'to engage in 
ordinary life, a very different position from that after the 
first world war. Much of the improvement had been 
achieved as the result of new treatments, including the 
application of physiotherapy, but ‘occupational therapy also 
had played a noteworthy part in rehabilitation. 
logical value of teaching a man who thought he was broken 
that he could nevertheless be a productive member of 


-society as well as any_ fit person, could not be over- 


emphasized. : 

~ The Minister said that he and Sir Arton Wilson, perman- 
ent secretary to the Ministry of Pensions, had felt that 
occupational therapy would be equally valuable outside 
hospitals as within them. They had had the responsibility 
for disabled men of the 1914-18 war, far too many of whom 
were unemployed, and so there was established the home- 
craft service to bring some creative activity to the homes 
of these people.. It had been difficult at first to interest 
men of 60 or over in the value of taking up some form 
of diversional activity in the bedroom or sitting-room which 
was the range of their world, but once their interest had 
been engaged by the occupational therapist they found life 
more satisfying than it had been for many years. The 
homecraft service had proved a great success. i 


> 
Mobile Occupational Therapy Units 

Mr. Marquand welcomed the reference in the Cope report 
to mobile occupational therapy units.. There were many 
people who could take advantage-of that kind of service, 
and he hoped it would be extended. There was no fear now 


OCCUPATIONAL THERAPY ' 


The psycho- > 


of putting anyone else out of employment if such people. 


were given some form of useful activity. Again there was 
a great field for occupational therapy in therapeutic social 
Jubs, one of/which he had been glad to open“in London 
tecently. In the National Health Service he had seen a 
great deal of occupational therapy, and he hoped that the 
Cope Committee’s endorsement of their work woùld be 
studied throughout the profession. 

The Minister went on to say that the combination of 
medical science, new drugs, the efforts of local authorities, 
the mass miniature radiography service, and the provision 
of free treatment had resulted in a remarkable achievement 
în the battle against tuberculosis. The additional beds pro- 
vided numbered 3,500 and the additional nurses 1,500. The 
death Yate had gone down, and despite the wide employment 
of mass radiography among young people, resulting in the 
detection of more unsuspected cases,-the number of noti- 
fications was also going down. Whilst there-were no grounds 
for complacency, there were sources of satisfaction. In 
this field of tuberculosis occupational therapy was proving 
of great importance. š 


Occupation m Mental Hospitals 


A second field in which occupational therapy was of the 
highest importance and deserved further development was 
the mental hospital. Mr. Marquand believed that the people 
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of this’ country did_not- realize—he was sure the House of 
Commons did not—that four out of ten beds in the hospital 
service were in mental hospitals and mental deficiency insti- 
tutions. There was now a new attitude towards mental 
illness. People were much more willing to seek’ treatment, 
and the person who had been in a mental hospital was no 


. longer regarded as incurably insane or mad (to use words 


which ought to be no longer current). The idea of restraint 
had given way to rehabilitation. The Minister went on to: 
speak of the value of occupational therapy in mental hos- 
pitals, and referrediin particular to the Cope Committee's 
suggestion for employing in the field of occupational therapy 
people who were not trained as occupational therapists but 
were specialists in arts and cfafts and other activities. 

Lord Wess-Jomnson, taking up the Minister's remark 
about mental hospitals, said that eight out of ten patients, 
in one famous mental hospital were there voluntarily. His 
own great ambition was to see all voluntary patients and 
all border-line patients treated in a-general hospital,-so that 
when they came out no stigma would be attached to them, 
In general hospitals there ought to be an‘out-patient depart- 
ment for mental illness and an allocation of beds. A place 
might be called a hospital without any reference to mental 
illness, but the fact remained that, when a person said, “I 
yas at Hospital,” people knew it to be a mental’ hos- 
pital, whereas if he said he had been to the Middlesex or 
Guy's no one considered particularly why he went. 

Miss K. M. THOMPSON, a member of the council of the 
association, in proposing a vote ‘of thanks to the Minister, 
mentioned that there were now over 1, occupa- 
tional therapists in this country. What they wanted was 
recognition by the authorities that they needed space to 
work in and tools to work with. 

Subjects discussed at the conference were occupational 
therapy in relation to geriatrics, to the rheumatic and para- 
plegic patient, to the mentally. deficient, and to children, also 
occupational therapy as a pre-vocational guide to the 
physically and mentally Handicapped ; the part occupational 
therapy might play in child guidance; and occupational 
therapy ın relation to orthopaedics. Among others who 
addressed the Conference were Lord Amulree, Professor 
F. R. G. Heaf, Dr. Clifford Parsons, Dr. Rees Thomas, and 
Dr. F. S. Cooksey. Visits were paid to the Belmont Hos- 
pital (Neurosis Centre), the Cerebral Palsy Unit at Carshal- 
ton, Maudsley Hospital, a Remploy factory, and the Slough 
Industrial Health Service. : 
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CHEST CLINICS IN THE CONTROL 
OF TUBERCULOSIS , 
Mr. Fred Messer, M.P., chairman of the North-west Metro- 
politan Regional Hospital Board, and Mr. M. Hackett, 
chairman of its Tuberculosis Committee, met representa- 
tives of the Press on June ií to xeport the achievements 


` 


‘of the Board in dealing with tuberculosis. The region 


comprises most of west and north-west London and, except 
for certain areas, the counties of Middlesex, , Hertfordshire, 


_ and Bedfordshire, with parts of Berkshire and Buckingham- 


shire, the population being 3} million. A survey in 1948 
showed that marly of the chest clinics in the region were 
in unsuitable premises or ill-eqhipped, that the number 
of beds both in special and in general hospitals was 
inadequate, and that facilities for thoracic surgery were 
incomplete. 

The Board, regarding the chest clinic as the base-line for 
the attack on tuberculosis, decided that there should be one 
clinic to every 200,000 population, and this:has now been 
achieved save in Hounslow, Middlesex, where plans have . 
been drawn up for the early establishment of a second 
clinic. Of the 22 clinics now operating, 16 are completely 
equipped with their own x-ray apparatus and technical staff, 
and the other six have access to equipment and staff at the 
adjoining hospital. Chest physicians, all specialists of 


_ consultant rank, are in charge of the clinics. 
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The number of beds available in the region is now 1,494 
in chest hospitals and 746 in general hospitals, compamng 


with 1,249 and 539 respectively at the end of 1948. The ` 


increase has been made possible by the improvement in the 
recruitment of nurseg for tuberculous cases and the second- 
ing of student nurses as' part of their general training to 
hospitals with tuberculous patients. 
reluctance on the part of nursing staff to undertake tubercu- 
losis nursing had been encountered once the position had. 
been explained to them. Proposals for the future included’ 
the building of a new 29-bed block at Mount Pleasant 
Hospital, Southall, the complete rebuilding of a block at 
Colindale to give 60 beds, and the rebuilding of a part of 
Clare Hall: Sanatorium, South~Mimms. In spite of economy 
cuts in other directions the Board had decided that there 
must be” no curtailment of tuberculosis services. 

- Waiting- lists have been abolished at chest clinics, and 
there’ was a sufficient staff to undertake domiciliary treat- 
ment. The average waiting time for a‘ bed, which -was 7.8 
weeks in January, 1950, was shortened to 4.6 weeks by 
January, 1951. The new cases diagnosed in the region 
numbered 4,229 in 1949 and 4,121 in 1950, and the total 
number of patients admitted to hospital was 3,937 in‘ 1949 
and “4,838 in 1950., 





LADY TATA MEMORIAL TRUST 
International Awards for Research in Blood Diseases ` 


The trustees of the Lady Tata Memorial Fund announce 
that, on the recommendation of the scientific advisory com- 
mittee in London, they have made the following awards 
for research in blood diseases, with special reference to 
leukaemia, in the academic year beginning on October 1. 
Grants for Research Expenses and/or Assistance-——Pro- 
fessor Jörgen Bichel (Denmark), for work at Aarhus, Den- 
mark; Dr. George Discombe (Great Britain), for work in 
London ; Dr. Astrid Fagraeus and Dr. Bo Thorell (Sweden), 
for work in Stockholm ; Dr. Niels Gunnersen Harboe (Den- 
mark), for work in Copenhagen ; Professor Charles Oberling 
(France), for work in Paris; Professor Gunther Schallock 


(Germany), ‘for work at Mannheim; Dr. Charles Cady - 


Ungley (Great Britain), for work at Newcastle-upon-Tyne. 

Part-time Personal Grant-——Dr. Jean Baptiste Gabriel- 
Dausset (France), for work in Paris. 

Scholarships——Dr. Pascou Atanasiu (Rumania), for work 
in Paris; Dr. Henri Paul Lucien Febvre (France), for work 
in Paris. . ' 

In addition, the trustees, on the committee’s recommenda- 
tion, Have awarded a special fellowship to enable Dr. A. R. 
Gopal-Ayengar, chief research cytologist at the Tata 
Memorial Hospital, Bombay, to work for a period at the 
Chester Beatty Research Institute of the Royal Cancer 
Hospital, London. 





The business of the Medical Sickness, Annuity and Life 
Assurance Society, Ltd., in the year 1950 was considered a 
record. At the annual general meeting in May the chairman, 
Mr. McNeill Love, said that the rate of expansion had 
been the most remarkable since the war, and the Society 
now had funds of nearly £5m., with a premium income 
of £500,000 a year. At the same time be warned the mem- 
bers‘ that ‘much of this progress was due to the effects of 
inflation and‘the dwindling value of money. Many of the 
old members would have been content with sickness benefit 
at the rate of four guineas a week ; nowadays at least 20 
guineas a week was needed to give any margin for addi- 
tional expenses beyond the cost of a locumtenent. Busi- 
ness conditions were uncertain, and insurance companies no 
less than individuals were subject to economic strain. It 
could safely be said, however, that insurance was one of the 
few things costing no more than, it did before the war; in 
fact, many of the Society’s policies were cheaper than they 
were 10 years ago. é 


CHEST CLINICS AND TUBERCULOSIS 


It was stated that no . 


_tion of remuneration, and-a very , important one: 
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Equity and the G.P.s’ Pay 


Sin,—The final] section of the report of the G.M.S. 
Committee to the special Conference*of Local Medical 
Committees on remuneration of G.P.s opens with the 
sentence, “ The issue before the profession 1s at last clear.” 
For this clarity Dr. Wand and his committee are to be 
congratulated and thanked. 

Many of our lay friends, whilst expressing sympathy 
with us in this issue, also express regret. that the first - 
“show-down” between the profession and Government 
threatens to be on the question of the doctor’s pay, rather 
than (say) on the lowered standard of medical care which 
1s forced upon him in many instances. 

May I suggest that this attitude should be met by our 
reminding our patients that a principle underlies this ques- 
the 
principle of equity, which, in common law, Francis, Bacon 
did not distinguish from honesty? 

The folk in the slum retorted to the lady visitor that she > 
was saving her soul on them. ,The doctors should retort 
to the Government that it is economizing on them, Surely 
we may trust the public to realize that this is not fair, not 
honest?—-I am, etc., 


London, W.1. HORDER. 


. Management of Pneumoconiosis 


,Sm,—In an area such as the North-east,- where the 
prevalence of the more severe types of coal-miner’s pneumo- 
coniosis is probably much less than it is in South Wales, 
there is still an important place fpr wise personal advice to 
the man with this disease on a straight doctor-to-patient 
basis. What you refer to, in your leading article (May 19, 
p. 1129), as “well-intended welfare schemes” and “the 
concern of various Government departments” which need 
the inevitable co-ordination of a joint committee, are apt 
to result in the patient as a person falling between ali the 
stools. 

Advice given to a man with this disease must take into 
consideration his,ac: occupational history, the x-ray appear- 
ance of his chest gether with a knowledge of the natural 
history of pneumoconiosis. This must be added to an assess- 
ment of his disability in relation to his job, to a knowledge 
of his family and financial situations, and to an estimate of 
‘his chances of getting different work near his home. To 
advise a man to more than halve his income is a serious 
business, and it affects'‘his family probably more than it does 
himself. These men must be justly compensated from public 
funds, and there seems, therefore, to be a case for the 
experimental amalgamation of the compensation machinery, 
the independent clinical and social advice, and perhaps the 
periodical examination suggested by Dr. C. M. Fletcher and 
referred to in your article, 

lf the numbers of breathless men in any given area 
become greater than can be absorbed by the coal-mining or 
other local industry, then the setting up of light employ- 
ment dispersed in- penny packets in the pit villages must be 
‘considered. The problem here, as it is with some other 
prescribed diseases, is to provide the patient with wise 
personal advice, follow-up facilities, just compensation, and, 
if necessary, alternative.employment—and to do it with a 
single mechanism.—I am, etc., 


Newcastie-upon- Tyne, R. C. BROWNE. 


Aftercare of the Premature Baby- 


Sm,—Professor W S. Craig Ee his collaborators are to 
be congratulated on their valuable work for the provision of 
nursing care for the small infant discharged from hospital 
(June 2, p. 1234), 

My interest has been ‘particularly focused on the aftercare 
needs of the premature baby. Since a special premature 


` 
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baby unit was started at’ Southmead Hospital, Bristol, six 
and a half years ago, it has been evident that despite the 
excellent progress of the’ babies when they left hospital, a' 
number presented themselves again during their first year 
with fairly considerable nutritional problems, particularly 
anaemia, It was disappointing to find that the high calorie 
and high vitamin feeding had been discontiqued shortly after 
their discharge from hospital, despite full reports to local 
infant welfare authorities and practitioners. Reports were 
also received of a few deaths where the mother had failed to 
recognize serious illness until too late. Social and domestic 
reasons had often prevented attendance at infant welfare 
clinics, and occasionally the mother feared the risk of infec- 
tion or taking her baby out in bad weather. Thus it seemed 
that ordinary infant welfare arrangements, which are of 
very high standard in Bristol, were not adequately meeting 
the needs of these special babies. There appeared to be two 
reasons for this: first, lack of time for frequent home visiting, 
and, secondly, the fact that the health visitor, while doing 
excellent work in advising on the health of the normal baby, 
often may have had so little practical nursing experience 
of the abnormal or sick baby that she may be unaware of 
the problems confronting the mother and not know how/to 
deal with them ; in particular she may fot realize how much 
supervision is necessary for such a baby. 

In November, 1949, therefore, an experifnent was. started 
in aftercare nursing supervision for the premature baby in 
Bristol. The premature unit sister for external purposes (a 
certificated health visitor) is resident in the hospital and 
jointly employed by the hospital and Bristol Corporation ; 
this enables the closest liaison with the local authorities. 
Later a second health visitor was employed for, part-time 
work in this scheme. The sister spends two sessions a week 
working in the unit in order to become familiar with recent 
developments and to get to know the babies and their 
mothers; she also assists at the special follow-up „clinic 
for premature babies which is held by the consultant 
paediatricians at the hospital, and the remainder of her time 
is spent in visiting: recently her visits have averaged 40-45 
a week: Each home is visited immediately before discharge 
of the infant, 'mainly to make sure there is no infection there 


and to inspect arrangements for nursfig the baby. A written. 


Fr the unit, and this largely 
e home is then visited 


report is made to the medical staff 
determines the date of discharge. 
again within 24 hours of the ct 
subsequently very frequently, according to need, usually at 
not longer than weekly intervals, until the child is about 5 
months old or the weaning programme is proceeding 
satisfactorily, since we have found that at this stage 
some of these babies easily slip back. Accurate weighing 
scales are taken round so that weighing and test-feeding 
can be carried out in the home. If the child if making 
satisfactory progress, record cards are seen regularly by 
the paediatricians, and the baby only attends the special 
clinic three times during the ‘first six months. . These 
visits are intended for complete assessment of the child’s 
development and advice on special problems. Special 
vitamin preparations and iron are also dispensed then. This 
arrangement helps to avoid risk of cross-infection to the 
infant, and perbaps its greatest advantage is that the mother 


receives’ individual tuition in her own home with her' own ` 


equipment on the care of her baby. In addition the frequent 
visiting has enabled serious disease to be diagnosed early, 
and undoubtedly some lives have thus been saved. 

` The results of this aftercare programme have been most 
gratifying. Approximately 180 babies have been covered in 
18 months. The general physical development of the babies 
has been very good; 
developed, and feeding problems requiring medical advice 
have been almost abolished. Of particular interest have been 
the excellent results obtained in really bad homes, where 
with the collaboration of the “Home Help” service the 
“slut” mother has even succeeded in rearing premature 
twins satisfactorily. present this service has been pro- 
vided only for prema’ babies discharged from the unit 


| n 
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\ 


in no case has anaemia or rickets’ 


Bristol. 


and such other large prematures who have been ill “while 
in ' hospital. 1 
As Professor ‘Craig has indicated, services such'as these 
reduce time spent in hospital and also frequent readmissions- 
and time spent by doctors ‘on advice, which can properly be 
given by specially trained nurses ; they are thus economical 


= 


„as well as making a great contribution to the problem of 


lowering infant mortality and morbidity—I am, etc., 
BERYL D. CORNER. 


s 


Reduction of Surgical Haemorrhage 


~ SR, —I have read with interest Dr. R. P. W., Shackleton’s 
article (May 12, p. 1054). Since May, 1950,"I have used 
the methonium compounds to reduce surgical-bleeding om 
over 200 occasions, and my experience has béen “similar to 
that of Dr. Shackleton and Dr. Enderby. J have’ not, 
however, found doses as low as 10 mg. to be effective. In 
175 cases I used pentamethonium iodide, and this series has 
formed the basis of a separate communication. More 
recently I have been using hexamethonium iodide, and it is 
my impression that this drug is more certain and more 
effective in ifs action. I have been particularly impressed 
with its use in partial and total gastrectomies where presum- 
ably by prodiicing splanchnic and vagal blocks and 
preventing blood loss the post-operative state of the patients 
has been most pleasing. > 
I have not observed any patients to be particularly sleepy 

in the post-operative period when these methonium iodides 
have been employed, and no cases of iodism have so-far 
come to light. 

' Up to the present I have felt it advisable to avoid the use 


` of these drugs in cases of angina ;'in the frail and cachectic ; 


d leaving hospital, and - 


caesarean sections ; cases of shock ; cases with poor renal 
function ; cases with a tendency to cerebral thrombosis ; 
cases of hypertension complicated, by chronic pulmonary 
disease; hypotensive states; cardiac surgery; children. 
While I have been careful to maintain the blood volume 
and haemoglobin to as near normal as possible I have 
avoided the use of vasopressors mainly to eliminate the 
danger of reactionary bleeding. On one or two occasions, 
however, when the systolic pressure has fallen to below 
70 mm. Hg post-operatively Ihave used “ methedrine,” but 
only in doses of 5 mg. given slowly: intravenously. 

In some patients, such as young adults, the effects of 
methedrine may rapidly wear off, and if a large dose is 
given intravenously to a case rendered -hypotensive with a 
methonium compound a precipitous rise may be followed 
by a precipitous fall which may result in acute circulatory 
failure. In laminectomies performed in the prone jack- 
knife position there is also a danger of acute circulatory 
failure if in addition to a methonium compound a relaxant 
drug is.employed, for then pressure on the relaxed abdominal 
wall may seriously impede venous return. No difficulties 


have been encountered when a special rest which leaves the 


abdomen free has been used.—I am, etc., 
Hull. W. N. RÓLLASON. 


‘Post-gastrectomy Syndrome 
Sir,—In their instructive review (March 17, p. 546) Pro- 
fessor C. Wells and Mr. R. Welbourn have failed to nail 
some important practical points. They may have hesitated 


to do this because so many of their patients were referred | 


problems. Complete obstruction is now uncommon, but 


less serious sequelae are more common, and many of ‘these ' 


are due not to the operation but to its faulty performance. 
These faults should be pointed out. 

In an anastomosis with jejunal,loop passing from lesser to 
greater curvature (it should always pass'so), obstruction to 
the emptying of the afferent limb of the loop may be caused 
by faulty suturing at the lesser curvature, or by kinking due 
to too short a loop, or to neglect of the Kappeler sutures 
(which should suspend the afferent limb in an even curve 
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above the stoma). Obstruction to the emptying of the 
stomach is caused by a too large Hofmeister—Finsterer 
septum ; or by a narrowing of the efferent jejunal limb by 
faulty suturing at the greater curvature (usually too much 
inversion) ; or by a disproportionate removal of the greater: 
curvature so that the*efferent limb is kinked upwards by the 
return of the parts within the abdomen. This dispro- 
portionate removal of the greater curvature prevents the 
efferent limb of jejunum from passing normally downwards 
and to the left. The stomach, therefore, tends to empty into’ 
the afferent limb. The fate Mr. Hedley Visick described this 
in his cases as the ‘“ question-mark” deformity of the 
jejunal loop. This tendency is further aggravated by the 


neglect of the very essential Kappeler stitches. In other. 


words, when the afferent limb is placed to the lesser curva- 
ture the part of jejunum used in the anastomosis and the 
efferent limb and the cut across the stomach should all pass 
downwards and to the left and not transversely. 

„>` Rarely the surgeon may be forced, for example by an 

~abnormal mesentery, to employ the Jess desirable anastomosis 
from left to right—that is, with afferent limb to greater curva- 
ture, In such a case much more of the greater curvature 
should be removed so that the efferent limb. tends to pass 
downwards and to the right, thus preventing emptying into 
the afferent limb. Neglect of one or more of these technical 
points probably accounts for three of the four mechanisms of 
the early post-prandial syndromes illustrated by Professor 
Wells and Mr. Welbourn (Fig. 5). Other erfors are the 
faulty adjustment of stoma and jejunal ° “loop within the 
transverse mesocolon, and torsion of the jejunum in its long 
axis through a jejunal incision not in the long axis of the 
jejunum. 

Another factor in causing í post-gastrectomy syndromes ? 
is the faulty selection of patients for-operation—for example, 
those with minor gastro-duodenal lesions and major tempera- 
mental disability, and those who are not psychologically 
prepared to accept operation. Another is the faulty selection 
of operation for the particular patient—for example, through 
a rule-of-thumb which would apply the same type of 
gastrectomy whether the stomach be in a male with duodenal 


` ulcer, hypertonic, steer-horn, rapidly emptying and hyper- 


acid, or in a female with gastric ulcer, long, ptotic, atonic, 
and of low acidity. , S 
Another common caust of “ post-gastrectomy syndromes Y 


is the presence of other diseases, such as gastritis, neuroses, - 
migraine, and food allergy. Their symptoms sometimes ` 


become.more noticeable after operation, as though to substi- 
tute.for the pain of which the patient has been relieved.— 
I am, etc., 


Sydney V J. KINSELLA. 


- .Sm,—I read S great interest the article by Mr. T. J. 
Butler and Mr. W. M. Capper- on the early post-gastrectomy 
syndrome (May 26, p. 1177). Their conclusions, reached at 
the end of a painstaking and wonderfully detailed experi- 
mental study, prompt me to add a rather unscientific guess at 
the cause, of these troubleséme symptoms. 

It is well known that the Billroth I operation is rela- 
tively free from this complication, and one is entitled t 
assume that it is associated in some way with the jejund 
loop. Butler and Capper have demonstrated ‘that the: 
symptoms are frequently accompanied by undue descent of 
the gastric remnant, but they do not explain how this descent 
comes about, or why it should occur after some Polya 
operations but not others. I would suggest that it is pro- 
duced, at any rate in the antecolic anastomosis, by thé drag 
of the transverse colon, and that it can be minimized by 
attention to a detail of tecbnique. 

Textbook illustrations of the operation imply that the 
jejunal loop crosses the transverse colon about the junction 
of its left and middle thirds, Jn fact, the fashioned loop 
should follow the fundal remnant into its normal habitat in 
the upper left corner of the abdomen, and should embrace 
the relatively ‘fixed splenic flexure. This can be assured 
at the end of the operation by gently pulling on the trans- 
verse colon while pushing the anastomosis to the left, when 


i 





ıt will drop neatly into place. If this isnot done the loop 
may become adherent to the transverse colon in its wrong or 
textbook position, and in the erect posture the loaded colon 
may pull on the stoma and interfere with its mechanics. This 
impediment is of course relieved when the patient lies down. 
In an effort to test this „hypothesis, Dr. Cedric Hilliard, 
radiologist to the Barnet General Hospital, kindly performed 
synchronous barium meal and enema examinations on two 
of my patients, one with the syndrome and one without. 
The films of the first patient, who was operated on before I 
appreciated the importance of the manœuvre described 
above, showed a jejunal loop in the textbook position, and 
those of the second patient showed the loop correctly placed. 
—I am, etc., 
Barnet, Herts. V J, Downe. 
Urinary-tract Infection = - 


Sm,—In their interesting paper on laboratory diagnosis 
of urinary-tract infections Drs. J. .B. Enticknap and B. J. 
Stephens state that they have not found the correlation 
between the precise type of organism and the clinical 
features suggested by Coleman and Taylor (J. clin. Path., 
1949, 2, 134). They agree, however, that in obstructive. 
casés there may be a correlation, stating, that the ‘number 
of obstructive cases included in their series is smail. ` Their 
quotation may give the impression that there is a greater 
disagreement between the results of the two investigations 
than 1s actually the case. It was with the difference in 
coliform flora between cases of urinary obstruction and 
cases without obstruction that our paper was mainly con- 
cerned. The correlation suggested,, between organisms 
found and clinical features, was limited to comments on 
the relatively increased importance of coliform bacilli other 
than Bact. coli in cases of ‘obstruction. We found that the 
cases where infection was secondary to obstruction formed 
an important group in our series. 

-The non-lactose-fermenting coliform bacilli become impor- 
tant in cases of urmary obstruction, but Drs. Enticknap and 


- Stephens have excluded consideration of them from their” 


inquiry in order to give full attention to lactose fermenters. 
It is possible that, mg! they been able to consider also’ the 
non-lactose fermenters; the difference between obstructive 
and non-obstructive : would have been more apparent. 
The small number of o 
series may in part be due to the exclusion of cases of infec- 
tion where non-ldctose-fermenting organisms alone were 
present. This procedure would tend selectively to exclude 
obstructive cases.—I am, etc., 

Middlesbrough. P. N. COLEMAN. 


` “A Strange Coincidence s 


Sm,—Late last year there was admitted to hospital a 
young woman aged 25 years and six months pregnant, 


She was suffering from a spinal cord compression syndrome 


of rapid onset, starting with pain between the shoulder-blades one 


month before admission and progressing to complete paraplegia 
in three weeks. Lumbar puncture revealed a spinal block which 


_ was localized at the level of D 4-5 by cisternal myelography. A 


laminectomy performed on November 24 disclosed a soft haemor- 
rhagic tumour plastered on the back of the cord, to which it was 
intimately adherent. The tumour was removed as completely as 
its infiltrative nature permitted. Histologically it proved to be a 
malignant tumour of primitive neural type, which was first 
thought to be an ependymoblastoma, but was finally classified as 
a neutoepithelioma. The patient improved for a while after the 
operation and then her condition began to deteriorate once more. 
At this tame her husband asked for an interview, and when seen 


‘was found to be suffering from considerable mental agitation on 


account of the following facts. 


The patient was his second wife, and, according to, his 
story, exactly four years ‘previously his first wife when four 
months pregnant became paralysed in exactly the same way 
and was admitted to another hospital, where she was operated 
upon for a spinal tymour and. subscguently irradiated. She 
was delivered-of a premature child by caesarean section and 
died shortly after. The child died&st three months of 


tructive cases encountered in their | 


` 
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gastro-enteritis, 
to be somehow responsible when the same tragedy overtook 
his second wife, who was totally unrelated, atid in such 
similar circumstances. He was of course reassured, but 
inquiries made'of the other hospitals discjosed the following 
astonishing facts. , 

The first wife was admitted i in, August, 1946, aged 23 years, 
and seven months pregnant., She was suffering from a com- 
plete paraplegia which had come on over a period of three 
months. A laminectomy was performed and a' malignant 
intrathecal tumour found at the level of D 4-5. No removal 
was attempted, but a biopsy was taken which on section 


showed a malignant tumour of primitive neural type, which ` 


was ultimately classified as an ependymoblastoma. Sections 


`~ very kindly provided by the surgeon for comparison with - 


our own proved to be so similar as to. be almost indistinguish-' 
able; indeed such differences as there were could be 
accounted for by differences of fixation and staining (see 
illustration). SS 


Sections’ of the spinal; fumours (x 700). A, Th -frf case. 
B,” The e second case. p 
i E 
Our gwn patien“ the second wife, was delivered of a 


prematyre child per ‘vias naturales at eight months. The 
child „died of bronchopneumonia within 48 hours, and 


“necr@sy did not! reveal,any tumours in the infant. 
mot& herself died shortly afterwards'from the combined 
effects of massive pressure sores and a urinary infection. 

The astonishing character of this coincidence, if such it be, 
will be appreciated when it is remembered that spinal tumours 
a whole are uncommon and tumours of this variety exceed- 
ingly rar Of a large series of spinal tumours’ which have 
, been dealt with in this unit in the past 25 years, this is the 
only orfé of this type. “As a complication of pregnancy, 

„once in the proverbial “blue moon” would seem to be a’ 
` gross overestimate of ‘the frequency of occurrence. Even 80, 
the alternative is so disturbing to orthodox surgical thought 
that one tends to assume coincidence, however: unlikely, as 
the explanation.: One should not, however,: reject an 


explanation out of hand just because it is unorthodox, and ' 


this letter is therefore written in the hope that it will 
stimulate discussiom and possibly “evoke further ‘evidence 
from the experience of others. ‘ ' 

‘My thanks are due to Proféssor Lambert ` Rogers’ and ‘Sir 
Geoftrey Jefferson for: permission to a these cases. | 


—I am, etc., 
Cardiff. , ` ARNOLD S. ALDIS. a 
+ Anti-trachoma’' Campaign’ in 


SR, —I have been asked by Miss Croskery: ‘of Aden, to 
[sme some of the points raised in my article’ (April 7, 
. 738). Early cases usually responded, within two months, 
‘hile older cases took longer to get-better. No more 


Lecific time limits Were given, as it was felt that they - 


night be, misleading. Duration of treatment depended on 
the stage of the disease, on the virulence o e virus and 
' the tissue reactions ‘to it, and above all on the regularity 
of ‘treatment. Drops and ointment were applied until all 
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follicles ‘disäppeared. In this series there were ‘no yn- 
pleasant side-effects from systemic or local sulphonamide 
therapy, and there was no evidence that inadequate treat- 
‘ment led to` resistance to sulphonamides. | An examination 
of all cured cases after a period of one year revealed that 
‘ less: than 6%. showed fresh evidence of trachoma.—I am, 
` etc, ae t ' 


Malta. i i _V. TABONE. | 


X = e Medical Work in New Guinea, 


sone letter from Dr. Elizabeth K. Mackay (Gune 2, 
1266) reads oddly alongside the precis of Dr. E. W. 
Barnes's Cavendish Lecture (p. 1260). Considered biologically 
,Dr. Mackay’s plea would be better ignored, unless she’can 
"show that there exists an abundant food supply for an 
increasing population. If there ig not, then an increase in 
medical services would only substitute one problem for 
another. There is now plenty of evidence of the unfortutate 
results of s ful medical work—serious overpopulation 
such as exists in Puerto, Rico and in many other countries 
—and the time has come *when big public health schemes 
shotild no longer be allowed. independently of other advisory 
services designed to make the people self-supporting in food. 
If the. latter is impossible because of the lack of fertile soil, 
then it would, be better not to lay on an improved medical 
service. 
Limitation of world population i is terribly urgent and no 
other ‘problem comes near to it in importance. To ignore 
it ensures frightful trouble, including wars, not so far in the 
future —I am, etc., 
Alderley Bdge, Manchester, 


too 


f J. T. EDWARDS. 


” Ansesthètics in Casualty | 

Sm,—If Dr. J. G. Bourne’s letter Gune 9, p. 1330) on 
anaesthesia in casualty departments is to be taken seriously, 
I suggest that he has traced the trend of modern teaching 
, in anaesthesia. The guiding principle is an effective method 
which can be quickly learnt. A very blind eye is turned to 
such crimes as total rebreathing without absorption. Did we 
not see enough of that in the days of Clover’s inhaler ? 

The administration of more powerful drugs may allow the. 
surgeon to work in comfort. But these drugs can smother 
the faults of the anaesthetist, who then fails to see either 
the faults or the toxic results. These faults may ‘not have 
serious effects on a case in casualty, but an anaesthetist who 

‘condones them in one department will do so in another. 
Sooner. or later their presence will turn the balance of life ` 
against a seriously ill patient undergoing major surgery. A 
death, under these circumstances will probably be dismissed 
as ‘inevitable, and-so no progress ‘ig made at all. Such an 
anaesthetist is slow to realize that’ those dying while under 
his care would have lived had someone else administered the - 
anaesthetic. “Gases” in casualty are excellent training for 
dental gases; these are more difficult and of considerable 
importance. Are those cases routinely to be anaesthetized 
with cyclopropane, in every dental surgery in the ae ? 
‘Surely the need for basic skill continues throughout the 
whole field of anaesthesia ? $ 

” Further indirect consequences euie from the use of 
more powerful drugs in casualty include loss of time in 


: pre-operative medication, which would’ have serious repercus- 


, sions in a busy department, Free use of cyclopropane on a 
semi‘open system would increase costs. A greater demand 
would be made on recovery room space, which indeed may 
not exist, and the demand on nursing personnel would also 

ı be increased. Even in times of serious national - financial 
problems, cost must not be allowed to impede progress 
indefinitely. But is it not the duty of each one of us to be 
confident that our“ financial’ demands are necessary and 
unavoidable. Time will show whether or not Dr. Bourne’s 
suggestions have a’ permanent place, 

Nitrous oxide stands alone for speed of elimination, that is 
why it should be used'on most out-patients. Itis a weak 
anaesthetic and unless administered with some“skill will 
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produce the picture described by-Dr. Bourne. The specialized 
training in anaesthesia should, in my opinion, include the 
skilled use of nitrous oxide. That a different result can 
be obtained is well known ; were it not 80 the gas would not 
have the wide application that it has after over a century 
of use. Good results are easier if us¢ is made of a machine 
which will deliver gase¢ under pressure. A trchlorethylene 
„bottle will help with the very resistant types; these cases 
are few in number and thé trichlorethylene should seldom 
be used—I am, etc, = 


Portsmouth. | 


\ 


P H. B. C. SANDIFORD., 


Sm, —I read Dr. J. G. Bourne’s letter (June 9, p. 1330) with 
interest, and congratulate him on his results, but beg to differ 
from: him in some of his views. He states that anaesthesia 
is usually impossible “ with N:O alone and normal oxygena- 
tion,” but does not say whether he refers to NsOsair or 
NzO-Os ‘anaesthesia ; if the former, I agree with him, but 
if the latter, I would make certain observations. 

Cyclopropane is, in my opinion, not a safe anaesthetic 
agent in the hands of the juniog resident staff, to whom 
casualty work is usually relegated, „because of its effect 
on the cardiovascular system, and because dangerously deep 
anaesthesia can be rapidly produced, and may go unrecog- 
nized until too late. The anoxia—i.e., mild hypoxia—which 
may accompany N:O-O, anaesthesia is at least frankly 
anoxaemic in type, whereas the excess of dxygen used with 
cyclopropane may blind the inexperienced to the fact that 
the Orcarrying power of the blood is limited, and that, in 


. any case, the ability of the nerve-cells.to employ oxygen 


is reduced in the anaesthetic state; if a sedative, such as 
hyoscine, is given pre-operatively, this must enhance . the 
anaesthetic effect, and further depress the metabolism of the 
central nervous system. In skilled hands, NsO-Oz anaes- 
thesia is adequate and safe for the minor surgery of casualty 
and out-patient’ departments, and anoxia should certainly 
not play “a large, possibly the greater, part” ; the difficulty 
arises in that skill is not easily acquired. It is unfortunate 
that the student frequently learns how to give anaesthetics 
in the operating theatre, but only incidentally in the casualty 
department or dental room; yet, under modern conditions, 
he is much Jess likely to be called upon to anaesthetize for 
a major operation than for the removal of a tooth or the 
“ opening” of a septic finger. More emphasis should be 
placed on the proper administration of NxO—Oz anaesthesia 
in the ambulant patient. As you, Su, imply June 9, p. 1314), 


and as Dr. Bourne has shown in practice, this important , 


branch of anaesthesia is worthy of more attention—I am, 
etc., . 0 
Bramcote, Notts. D. D. C. Howat. 


Laboratory Facilities in General Practice 
Sm,—Having advocated the provision of laboratory 


~ 


\ and x-ray facilities for general practitioners nearly. forty 


years ago without any-obvious response from the, medical 
profession, I was agreeably surprised to find Dr. C. B. 
Ainscow (June 9, p. 1331) quite independently advocating 
such provision. As he ‘maintains, such facilities could be 
provided, at a fraction of the cost of health centres, such 
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John Brownlee Research Laboratory 


Sm,—Some of your readers will no doubt be interested to- 
learn that the new headquarters of the department of infec- 
tious diseases of the University of Glasgow at Ruchilt 
Hospital, is to be named “The John Brownlee Research 
Laboratory.” The late Dr. John Brownlee was physician 
superintendent of Ruchill Hospital immediately before his 
appointment as principal statistical officer to the Medical 
Research Council. ` 


I am anxious to get in touch with those who worked with 
him and who had admiration for his work ; for it hag seemed. 
to me appropriate that there should be placed on the build- 
ing a-simple tablet which would permanently commemorate 
one who has made many contributions to the study of 
infectious diseases. Would any such person please write to 
me at Ruchill Hospital, Glasgow, N:W. ?—I am, etc., 

Glasgow. * T. ANDERSON. 
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Subarachnoid Haemorrhage in a Child | 


Sm, —I read with interest the article by Dr. A. Kahan on 
the subject of spontaneous subarachnoid haemorrhage ‘in 
children (March 17, p. 567). In view of his comment that 
very few Gases of this condition have been reported I feel 
that J should pass-on a recent experience of my own. 


A young male African child was. admitted recently to 
Machakos. Hospital, where I was then working. He was 
He was running a slight temperature and was 

slightly dr&wsy. As the malarial season had started he, 

was thought to have cerebral malaria. A day after admis- 
sion he was found to have head retraction, and a lumbar 
puncture was performed to exclude meningitis. The cerebro- 
spinal fluid was stained a uniform pink colour and it was 
realized that he had a subarachnoid haemorrhage. Question- 
ing exckids3°,ny recent injury. Aw examination of the 
central nég@jus systems showed no jaralyses. After the 
lumbar puęure his condition improved fom ‘a few days, he 
then became delirious. My available lite: ture. (Price{s Text- 
book of Medicine) said that repeated lumbar punctures were 
contraindicated, and so he was treated with sedatives anly ; 

shortly before I left Machakos his condition besa to í 

improve and his delirium subsided, and he later madè- a 

complete recovery.—I am, etec., 

Fort Hall, Kenya. . 


g 
`S 


E. P. Riapy. p 


Bleeding in Acute Leukaemia Treated with Protaming 


Sir—It has been pointed out that in acute leukaemia 
the haemorrhagic syndrome may be caused not only by 
thrombocytopenia but also by a ciroulating heparin-like 
anticoagulant. Such alterations are evidenced by the 
prolonged clotting time of the whole blood, by the posi- 
tivity of the screening test (normal plasma mixed with the 
plasma to be examined in various ‘proportions ; progressive 
prolongation of the clotting time in the mixture: see details 
in*), by the protamine titration.’ Blood transfusions are not 
completely effective in counteracting the coagulation defect. 


as are now receiving the support of the Council of the^ An attempt has been made with intravenous and intra- 


B.M.A. 
I was one of the secretaries of the West London Medico- 
Chirurgical Society when Lord Dawson (Sir Bertrand 


Dawson at that time) gave its Cavendish Lecture in which” 


he advocated what he called health centres, but I felt and 
continue to feel that the proposed health centres were on 
too grandiose a scale. In such centres the general practi- 
tioner is fo see his patients in co-operation with his fellow- 
practitioners, but what kind of co-operation is to be 
expected in this competitive world, and what progress is to 
be sxpected in general practice without competition ? This 


idea of co-operation may be in line with present egalitarian ` 


views, but I fear it will not work. Courteous, friendly 
rivalry ig likely to produce better results——I am, etc,, 
Kensington) HAROLD H. SANGUINETTI. 
a ™ à 
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muscular protamine sulphate (5-10 ml.:1% solution) to 
neutralize the heparin-like anticoagulant.? Such treatment 
produces a shortening of the clotting time, which persists for 
only a few hotirs. The injection of larger quantities of prota- 
mine sulphate intravenously has to be made very slowly and 
is not always “armless. The intramuscular use of su% 
solutions is considerably painful and it is not advisable t 

repeat their administration very often. An evident advantage 


can be obtained by using concentrated intramuscular prot e j 


mine sulphate (200-400 mg ~in -1-2 mL)’, which is efectiv 
also in the hyperheparinaemias caused by the intramuscular 
administration of heparin’ ; such preparations assure a more 
persistent effedg,(12-24 fours and more, according to the 
degree of the coagulation defect), and do not need to be 
repeated at frequent intervals, as the less concentrated 
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protamine sulphate doe’. If the bleeding tendency of a 


leukaemia shows the pattern outlined above, this treatment 
can be recommended.—TI am, ete., 


Department of Internal Medicine, 
-The Univeraty,. Pavia, Italy. 
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No Inherited Immunity © 


Sm,—I feel prompted by the review of the subject by 
Dr. H. J. Parish (May 26, p. 1164) to record an unusual 
instance of varicella in a newly born infant that occurred 
recently in my own practice. The textbooks state that the 
incidence of chicken-pox in children under 1 year old is rare. 


A woman aged 24 was delivered of a boy at her home on 
April 10. Two days previously an older daughter (4) bad 
developed a miid attack of varicella. There were very few 
vesicles and she did not feel ill; she was not confined to bed. 
On Apnl 23 the baby had a “sticky eye ” and on April 26 both 
mother and baby developed chicken-pox. The mother was hardly 
inconvenienced by this illness, the vesicles being extremely few 
in number, but the baby had’a very extensive crop all over the 
body, the face being especially severely affected. There was, 
however, no fever and the child took his breast-feeds satisfac- 
torily, continuing to gain weight. A further únusual feature of 
this interesting case was that the child developed an acute otitis 
media on May 25, in itself an’ uncommon complication of 


. varicella. i 


—I am, etc., 
London, N.W.11. 


` 


BERNARD HOMA. 


’ Isolation of, Child, T.B. Contacts 


Sirn,—Your remarks in “Any Questions?” (May 19, 
p. 1253) and Dr. Stephen Hall’s comments (June, 2, p. 1263) 
thereon raise some interesting points, Whatever opinions 
may be held as regards the evolution of clinical tuberculosis, 
I-imagine there are few experienced workers in the tubercu- 
losis field -who would dissent completely from the view 
expressed picturesquely by von Behring that “ phthisis is but 
the last verse of the song, the first verse of which was sung 
to. the infant at its cradle.” , 

Yet it cannot be denied that the arrangements in this 

“country for the isolation of child contacts from open cases 
of tuberculosis are far from satisfactory. Moreover, the 
recent introduction of B.C.G. vaccination, with the need for 
adequate segregation, has rendered the existing state of affairs 
more acute, Here and there 4 few authorities have provided 
special accommodation, in a hygienic environment where 
effective segregation can be obtained and the children’s resis- 
tance to disease raised by a regular regime along physio- , 
logical (sanatorium) lines, so that they may become healthy 
and useful members of the community. Is it too much to, 
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Every applicant who wishes to be considered for recogni- 
tion` by the National Marriage, Guidance Council as a 
counsellor must conform to the following procedure `of 
selection and training: 


Acceptance as satisfactory by the chairman of the local council; 
acceptance: of the report of chairman by National Marriage 
Guidance Council; form, completed by candidate, giving personal 
details and beliefs must be approved by ‘National Marriage 
Guidance Council; selection by a National Selection Board with 
five selectors to a maximum of 16 candidates, The selectors 
consist of the councils education officer, a psychiatrist or 
psychologist, usually one previously trained in officer seléction 
procedure in the.Forces, and three experienced counsellors chosen 
from a panel of selectors with up to 15-years’ experience of deal- 
ing with marriage problems. The conference, residential ang 
adapted from the War Office Selection Board technique, lasts for 
two days and includes an individual interview of every candidate 
by each of three selectors, leaderless group discussions, and cage 
work. Mr. A. H. B. Ingleby, the council’s education officer, has 

* kindly supplied me with the results.of selection conferences held 
during the past two years. Of 379 candidates, 113 (29.8%) bave 


_ The reason for the absence of inherited immunity in this ‘ been rejected. ‘These figures do not’ suggest that the boards are 
-case, however, became immediately apparent. 


lenient in passing candidates ; attendance at 48 lectures and discus- 
sions, given by university staff, consultants in legal and medical 
spheres, and by other authorities. “The subjects comprise 
sociology, psychology (family relationships), ethics, law, anatomy 
and physiology, education’ for family life. and interviewing 
technique; writing papers on these subjects; satisfactory assess- 
ment by experienced full-time member of headquarters staff after 
& probation period of at least one year. 


These seven stages must_be passed by the candidate before 
he can be accepted by the National Marriage Guidance 
Council as a marriage guidance counsellor. The council | 
considers candidates of all religious denominations through- ~ 
out this country with the exception of ‘those of the Roman 
Catholic faith, who are dealt with by the Catholic Marriag 
Advisory Council. The whole of the selection and training 
is voluntary and the candidates consist for the most part of 
ministers of religion, doctors, housewives, solicitors, and 
business men. The methods of selection and training used 
by the National Marriage Guidance Council are approved 
and financed by the Marriage, Guidance Training Board set 
up by’the Home Secretary-—I am, étc., 

Bristol. 4 G. pe M. RUDOLF. 


In Praise of Breast Milk 


SmR,—Savye in those ultra-scientific circles that would 
arrogate the superiority of art over -nature, there will 
surely be universal sympathy with Dr. Kathleen Vaughan’s 
advocacy and eulogy of breast-feeding (June 9, p. 1333). 
Fresh human milk may with confidence be credited with 
capacity to confer a foundation of good health and fine 
physique, especially with resistance to infections and with 
psychological advantages more elusive perhaps but not the 
-less admissible. 

I am not so sure, however, about the influence Dr. 
Kathleen Vaughan advances regarding athletic endow- 
ments. It is possible that an extensive investigation would 
support her expectation that outstanding athletes, boxers, 
runners; and footballers’ would be found to have’ been fed 
on human living milk, and with such a revelation nobody 


hope that other authorities will do likewise in the near - could be more pleased than I; but if contradictory or even 


future ? “If preventable, why not prevented ? ”—I am, etc., 
z Davip W. TouGH. 
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Marriage Guidance Counsellors 


Sm,—The Joint Committee on Psychiatry and the Law 
appointed by the British Medical Association and the 
Magistrates Association in its report upon “The Adolescent 
Delinquent Boy” (British Medical Journal, Séne 2, p. 1256) 
“feels that with regard to marriage guidance councils, and 
other lay bodies, there is a real need for a greater measure 
of selection and training of those giving the advice.” In case 
this comment. leads to the erroneous belief that-the selection 
and training of marriage guidance counsellors is inadequate, 
I am writing to draw attention to the facts. 


Z 


adverse decision resulted, I should not be surprised. So 
far as my own inquiries have extended, no definite conclusion 
_ has been forthcoming. Admittedly the evidence has been 
unsatisfactory—comparatively few can provide reliable state- 
ments of the events and episodes of some 20 years back. 
I am at any rate certain of one notable example. An out- 
standing athlete, in some respects the most outstanding in 
this country in the last half-century, was the premature 
‘seventh child of a delicate sickly mother aged 40. Inevit- 
ably artificially fed, his first two years of life were extremely ' 
precarious, indeed his survival was regarded as miraculous. 
Athleticism 1s a special condition: it is of course not incom- 
patible with good health and a fine physique, but these | 
desirable possessions are’ not necessary accompaniments. ` In 
the attempt at identification, physical and physiological 
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investigations teach us something, and Dr. Kathleen 
: Vaughan’s application to facial configuration may -~be 
contributory ; but on the whole we have to fall back on 
the presumption of inborn characteristics, to some of which 
Dr. R. W. Parnell refers in his excellent article in the same 
issue (p. 1292).—I anf, etc., | . i 

London, W.1. ADOLPHE ABRAHAMS. 

Str,—As a Cambridge supporter I am relieved to discover 
that even if Oxford were to change to “ swivels” they would 
still be no nearer winning the boat-race. I had not previ- 
ously realized how prevalent is bottle-feeding among Oxford 
rowing families——I am, etc., 

Middlesex Hospital Medical School. 


i POINTS FROM LETTERS 


Hormones In Stress 


Dr. Bernarp GoLDsTONE (East London, South Africa) writes: 
In their article (March 31, p. 670) Mr. M. Parkes and Dr. Fred 
Wrigley describe ‘how they reproduced Selye’s topical irritation 
arthritis in rats. Unlike Selye, however, they failed to relieve 

\ the arthritis with A.C.T H.’or cortisone... . I have never been 
able to accept Selye’s views. I have the greatest admiration for 
his epoch-making researches, but I must point out certain features 
of his’ experiments which seem to speak against his own theories. 
Two rats iwere each injected locally with U.S.P. mustard powder 
(Selye, Stress, Montreal, 1950, p. 389). Rat D had been previously 
adrenalectomized ; rat E had intact adrenals. As a result rat E 
suffered less violent periarticular swelling than rat D, and Selye 
ascribes this to the power of secreting its own natural A.C.T.H. 
and therefore cortisone. Selye infers that (within the time limits 
of his experiment) the intact adrenal cortex responds to the 
alarm reaction by secreting more glucocorticoid than mineralo- 
corticoid. At this point his theory of arthritis should be recalled. 
As a result of local irritation in the neighbourhood of the joint the 
general adaptation syndrome acts via the adrenal cortex to pro- 


H. J. RAYNER. 


duce an abnormal quantity of mineralocorticoid in relation to the - 


amount of glucocorticoid produced. This “ inverted ” corticoid 
ratio is then said to act on the peripheral target—the joint— 
because the latter has been conditioned to it by the local action of 
the original irritant. We may well ask why a G.A.S. in the 
normal rat should produce a rise in the glucocorticoid /mineralo- 
corticoid „ratio, whereas a G.A.S. in a potentially rheumatoid 
arthritic person should cause a fall in the ratio ? Moreover, both 
Selye and Hench are in agreement that any fresh stimulus is likely 


~“ to alleviate the course of rheumatoid arthritis; they believe it does 
~ go by, increasing the relative amount of glucocorticoid produced. 


In order to rescue his theories from this impasse Selye is driven 
to the assumption that after a time the G.A.S resulting from a 
particular stimulus may result in an inverted corticoid ratio, 
whereas a fresh stimulus gives a normal ratio. This is a bold 
attempt to stretch the older hypothesis to cover the newer facts, 
but actually for both versions of the hypothesis there is 
surprisingly little direct evidence. In the experimental‘ animal 
we cannot deliberately influence the corticoid ratio by separately 
eliminating the actual source of one of these hormones, since 
both have the same source—the adrenal, cortex. Nor do we 
yet possess the chemical refinement to estimate this ratio in the 
living body. The theory rested entirely upon the- results of 
treated artificially induced arthritis; Selye claimed that cortisone 
improved the joint and that D.C A. made it worse. This was the 
sole basis for Selye’s Bene theories ; and now Parkes and 
Wrigley deny that basis. 


Antihistamines and Hay Fever 


Mr. C. F. A. Cummins (Cambridge) writes: Antihistamines in 
various varieties are still widely advertised for the alleviation of 
hay fever. It would seem that my experience a year ago with one 
of these drugs, promethazine hydrochloride, is worth record- 
ing as the consequences might have been very serious. I took 
the drug ir the suggested dosage late at night before retiring. In 
the morning I was operating in the theatre and noticed nothing 
untoward. After lunch I went home and while changing into 
some other clothes found that I was unable to remember how to 
tie my tie. I tried for nearly half an hour and each attempt be- 
gan with a “half hitch ” ‘and then petered out. I finally took a 
sedative on other advice, and after a few hours’ sleep was able 
to remember the sequence, The makers warn that a slight degree 
of disorientation may occur, but it is as well to bear in mind the 
possible results of prescribing this substanse to people whose 
work depends on manual co-ordination. 
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IVOR BACK, M.B., F.R.CS. 
Mr. Ivor Back, consulting surgeon to St. George’s Hos- 


. pitál.and president of the Medical Defence Union, died 


in London on June 13, aged 71. Though his friends 
had noticed for several months that he was not looking 
well, he had punctually discharged his many activities 
right up to his death. 

Ivor Back was the son of the late Mr. F. F. Back, 
and through one of his grandmothers was a descendant 
of Arthur Wellesley, the first Duke of Wellington. He 
was educated at Marlborough and at Trinity Hall, Cam- 
„bridge, of which he was a classical scholar. At'the 
University he made a con- i 
siderable reputation not 
only as a student but as an 
oarsman and a boxer. 
Thence he gained in 1902 
an entrance scholarship to 
the medical school of St. 
George’s Hospital, where, 
after qualifying, he held 
all the resident posts in 
succession. In‘ 1906 he 
wonthe Allingham 
scholarship in surgery and 
a year later he became 
F.R.C.S. and M.B.Cantab. 
At one time-he contem- 
plated specializing in 
gynaecology, but put this. 
aside in favour of general 
surgery : after holding the o 
post of sufgical registrar he was elected assistant sur- 
geon at St, George's and in due course became ‘full 
surgeon, lecturer, and, finally, consulting surgeon. In 
1911 he was chosen as one of the first A.K. (Albert 
Kahn) Travelling Fellows, and spent a year in a tour all 
round the globe. Not only did he visit surgical centres 
in many countries, including naturally the Mayo Clinic 
at Rochester, U.S.A., but he enlarged his horizon by > 
seeing picture galleries, architectural masterpieces, and 





‘other items of a truly liberal education. The fruit of 


this journey was a book, printed for private circulation 
only, which he called Round the World dnd Back—and 
a most entertaining product it is. In the 1914-18 war 
he served in the R.A.M.C. 

‘ At St. George’s, where he soon made an outstanding 
- reputation both as surgeon and as teacher, he modelled 


„his operating technique, as he frankly stated, on that of 


the late Sir Crisp English, and his teaching methods on 
those of the late Marmaduke Sheild. But he was too 
original to be merely an imitator, and everything he 
undertook was stamped with his own. personality. After 
appointment as surgeon to the Grosvenor Hospital for 
Women he took up proctological work there, in which 
he became especially interested : he .was one of the first 
to appreciate, and adopt Ernest Miles’s abdomino- 
perineal technique for cancer of the rectum. He was 
particularly proud of the result of this operation in one 
case, that of a young woman sufferer who was able to 
resume her occupation of ballet dancer. At his own 
university he was examiner in surgery for several years ; 
this function he carried out supremely well. 


i 
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Back was a connoisseur of all the fine arts and of 
~ literature, and among other things wás a highly suc- 
cessful spare-time journalist. He was also a first-rate 
after-dinner speaker, to which he brought the resources 
of an unusually well-stored mind. Another facet of his 
character was his faculty for committee chairmanship : 
he had the art of being able to control debate and dis- 
courage idle discursiveness without giving offence or 
appearing in any way to dragoon those with lesser 
ability for keeping to the point. Two years ago he was 
elected president of the Medical Defence Union, where 
.this attribute, largely innate but also developed by long 
experience, “found full play. To this work he devoted 
all his great gifts, to the advantage of, the council and 
the members of that imporțant body : he was unwearied 
in attendance at committee meetings and was in constant 
toúch with the secretariat over innumerable cases—in 
‘fact was actively in control of the Union’s affairs right 
up to his death. For a great many years he had been 
one of the best-known members—and ex-chairman— 
of the Savile Club ; he was essentially a “ good mixer ” 
and everyone there knew him as “Ivor.”- Sir William 
Orpen, another Savilean, painted a fine portrait of him 
entitled “ The Surgeon,” depicting Back in a white sur- 
gical overall and rubber gloves—quite one of the artist's 
outstanding successes, 

“Back contributed to Choyce’s System of Surgery, and 
‘ was the author of occasional papers on surgical sub- 
‘jects, but he ‘led too busy and varied a life to devote, 
himself to authorship of textbooks. He was the ideal 
expert witness in the law courts ; completely imperturb- 
able, he more than once turned the tables on counsel 
who were unwise enough to try to rattle him. He was 
an ardent criminologist ; whenever He could, he attended 
at-causes-célébres, and he-was a keen Sherlock Holmes 
devotee ; he married Miss Barbara Nash, who survives 
him with their only son, Mr. Patrick Back, a member 
of the Bar. 


-7 A former colleague writes: Ivor Back came to 
St. George’s from Cambridge with a great reputation 
as a teacher and as an anatomist, and upheld this reputa- 
tion throughout his career. He was elected to the staff 
of St. George’s in 1910 on the retirement, owing to ill 
health, of the late Lawrence Jones. Though strictly a 
general surgeon of the old school, he always had a lean- 
ing towards proctology and-achieved considerable repu- 


tation in this specialty. Back had many interests. 


outside surgery—a keen golfer, an enthusiastic fly- 
fisherman, and an excellent raconteur, he was always 
welcomed as an after-dinner speaker : he was in addi- 
tion’ an ardent Mason and reached high rank in the 
craft. A man of great culture and an ideal companion, 
he will be missed by many. 

\ 


JOHN CHISHOLM, FRCSEd, F.R.C.0.G. 


Mr. John Chisholm, emeritus professor of obstetrics and 
gynaecology in the University of Sheffield, died in the 
Sheffield Royal Hospital on June 12 in his 69th year. 
His death was sudden, though he had had a serious 
operation about a year ago. 

Chisholm was born in Inverness and was ‘educated at 
the Inverness Royal Academy and the University, of 


Edinburgh. He was proud of his Scottish ancestry and ' 


was indeed the head of his family; it was only the 
peculiar law of succession in a first bdronetcy which pre- 
vented him succeeding his uncle, Sir Joseph Chisholm, 
Bart. He graduated M.B., Ch.B. in 1905, and after 


“had preyiously been a registrar. 


holding a number of resident house appointments in 

Manchester, Cardiff, and Prestwich he went into prac- - 
tice for a year or two in South Wales.’ Having decided 
to make obstetrics and gynaecology his career, he then 
spent some years in house appointments in this specialty 
in Sheffield and Manchester. Just before taking up the 
post of registrar at St. Mary’s Hospital, Manchester, he . 
went on a voyage to the Far East and had the misfor- 


‘tune to be wrecked on the Island of Ras-el-gareb off the 


coast of Arabia. "The first world war had broken out 
by the time he returned to England, and he immediately 
joined the R.A.M.C., serving to the end of the war in 
England and France. In 1920 he became F.R.C.S. Edin- 
burgh, and was elected an honorary assistant surgeon 
to the Jessop Hospital for Women, Sheffield, where-he 
‘In 1935 Chisholm 
succeeded Miles Phillips as senior surgeon to the hos- 
pital and also as professor of obstetrics and gynaecology 


- at the University of Sheffield. In the same year he was 


elected a Fellow of the Royal College, of Obstetricians 
and Gynaecologists, of which he had been a foundation 
member. He retired from the chair last Noyember and 
from the hospital last March. 

Professor Chisholm was never a contributor to the 


. medical press, though he was very widely read and had 


the gift of being able to express himself in a clear, con- 
cise, and rhythmical style when he was called on to 
write reports: his presidential addresses to the North 
of England Obstetrical Society and the Sheffield Medico- 
Chirurgical Society were models of literary skill and 
will be long remembered. He was an examiner to the 
Central Midwives Board, Liverpool University, and ‘the 
Royal College of Obstetricians and Gynaecologists. 


J. E. S. writes: Chisholm was not an easy man to 
know,’ but those who worked with him and got to know 
him well valued his friendship, loyalty, and kindness of 
heart. He never spoke ill of any man, and he was always 
revered and beloved by hiš colleagues as an honourable 
gentleman. His human sympathy bound‘ him to his 
patients by that characteristic of the true physician 
which makes the individual more important than the 
disease. He could well, have been “the spéaker of 
Tererice’s: Homo sum; humani nihil a me allenum 
puto. He was devoid of malice, indapable of sustaining 
a quarrel, and weighed his words too carefully ever to 
regret onthe morrow what he said to-day. He has 
gone to join “ the choir invisible of those immortal dead 
who live again in minds made better by their presence.” 
Apart from his absorbing passion for his . work, 
Chisholm «was happiest of all with “his family of five 
daughters. They. were to him all-sufficient, and the 
sunshine in his life departed when they were separated 
during the last war. To his devoted wife, as well ag to 
his daughters—one now a qualified doctor and another 


‘ta trained nurse—the sympathy of all is extended.in the 


loss of a devoted husband and father, who has now,gone 
to join a sixth daughter, whose death some yan ago 
was the deepest sorrow of his life. i 


\ 
Lieutenant-Colonel J. B. DatzeLL Hunter died after a 
short illness at the Royal Masonic Hospital on May 7 at 
the age of 72. John.Brown Dalzell Hunter graduated M.B, 
Ch.B. at Glasgow University in 1902, and took his F.R.CS. 
at Edinburgh in 1914. Entering the Indian Medical Service 


-sbortly after he qualified, he was seconded to the Foreign 


and Political Department. After serving at Katmandu, 
Nepal, his duties took him to Persia, where he remained 


ot 
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for many years, gaining an intimate knowledge of the 
country and its people. He was in Eastern Persia in -1908 
when oil was first discovered in Masjid-i-Sulaiman. Later 


_ he served in the South Persian Rifles during the 1914-18 


war, and was awarded the O.B.E. In 1926, after 25 years 
of duty abroad, he retited from the Indian Medical Service 
and joined the head office staff of the Anglo-Iranian Oil 
Company in London. ‘There he became known to the 
majority of the staff, for most of those who served both 
at home and overseas passed through his department. His 
wide knowledge of human nature and of world affairs fitted 
him well for the post he held as the company’s chief medi- 
cal representative. His was a personality which commanded 
confidence and respect. Through the years of stress and 
turmoil between the wars and during the late war he main- 
tained in all matters, both professionally and administra- 
_tively, as well as in personal problems, a firm moderation 
“in “outlook, action, and advice. His stirling ccharacter 
endeared him to the many who were privileged td know 
and work with him. On his retirement in 1948 the com- 
pany and its staff lost a good friend and wise counsellor. 
In 1915 he married Marjorie, daughter of the late Lord 
Greenway ; she and one daughter survive him.—S. D. M. 
Dr? F. W. P. SULLIVAN, who was in practice near 
Pontefract for over 30 years, died at South Kirkby on 
May 23. Fleetwood William Porter Sullivan was’ born in 
County Cork in 1895, and was educated at Galway and 
Sligo Grammar Schools, and Trinity College, Dublin. 
Graduating M.B., Ch.B. in 1917, he joined the R.A.M.C. 


immediately afterwards, and remained a keen supporter and’ 


official of the British Legion ever afterwards. In 1920, after 
he had proceeded M.D., he settled in practice in South 
Kirkby with his cousin, the late Dr. E. I. H. Sullivan. There 
he became a trusted member of the community, and for two 
years during the last war he was chairman of the Wake- 
field Division of the B.M.A. A keen supporter of the 
St. John Ambulance Brigade, he was first an enthusiastic 
diyisional surgeon and later county surgeon. In 1944 he 
was appointed an officer of the Order of St. John. During 
the second world war he was grievously overworked, for 
he undertook multitudinous civil defence commitménts, 
acting as medical officer to and commandant of the local 
Home Guard, and he ran, often single-handed, a practice 
which in peacetime required three doctors. For the last 
three and a half years of his life, after a serious.lung opera- 
tion, he lived in digcomfort and pain, yet he went his way 
with cheerful fortitude, and, although the death of his wife 
18 months ago struck him a ope cruel blow, his quiet 
courage endured to the end. ‘Although he had lived in 
‘England the main part of his life, he always remained an 
Irishman, delighting all with his Trish charm, his dry wit, 
and his rich Trish brogue. Sullivan was a true Irishman, 


a dearly loved general practitioner, and a most loyal friend.’ 


—J. P. : 3 

Dr. Georcz HarL-Davis died suddenly on May 31 at 
Keston, Kent, aged 56. He studied medicine at Dublin, 
being awarded the Purser Memorial Medal in his final year. 
After graduating in 1920 he became senior house-surgeon 
at the David Lewis Northern Hospital, Liverpool. During 


OBITUARY 


Ga 


the first world war he served at a combatant with the ' 


Munster Fusiliers in France and Gallipoli, attaining the 
rank of captain, and in the last war he was in the R.A.M.C., 

serving with the Eighth Army in North Africa and being 
mentioned in dispatches. After practising for 25 years in 
Bolton, he had been engaged since 1945 in a busy practice 
at West Wickham and Keston. He was a man of lovable 
personality and of the highest integrity, being held in high 
regard by his colleagues for his clinical acumen, Wise 
counsel, and unfailing good humour. He loved his profes- 
sion and no one asked his help in vain. He was a man 
full of humanity, whom it was an honour to have known. 
His widow can be assured of the sincere aympatby of his 
many friends in her irreparable loss.—J. F. H 
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Dr. F. C. Youna died at his home in Twyford, Berks, on ~ 


May 31, having been in general practice there for 50 years. 
Frederic Charles Young studied medicine at Cambridge (St. 
John’s College) and Guy's Hospital, London, where, after 
graduating M.B., B.Ch. in 1892, he was house-physician to 
the late Dr. Pye-Smith and the late Dr. Newton Pitt and 
house-surgeon to the late Mr. C. Higgins. Later he travelled 
widely in India and the Far East, studying and writing 
about the then little-known disease beriberi. On returning 
to England he became medical officer to the South-western 
Fever Hospital, London, and in 1897 he settled in general 
practice’ at Twyford. He held several public appointments 
in the district, including that of anaesthetist to the Royal 
Berkshire Hospital, Reading, and surgeon to the St. John 
Ambulance Brigade. He was vice-chairman of the Reading 
Division of the British Medical Association in 1929, His 
chief recreations were golf and hunting, and he was a keen 
follower of the Garth hounds for 35, years.’ Dr. Young 
was much beloved by his patients and friends, for he was 
of a most kind and generous disposition, and no one appealed 
to him in vain. Most happily married, he and his wife 
celebrated their golden wedding in 1949. His many friends 
will miss him sadly, and much sympathy is extended to’ his 
widow and daughter.—J. E. S. 


Sir JoHN, VIGERS WORTHINGTON, Parliamentary Private 
Secretary to the Prime Minister from 1931 to 1935, died 
at his home in Lyine Regis on June 16, aged 79. He was 
born in Lowestoft and went to school at Haileybury. From 
there he went on to the London Hospital and qualified in 
1895. After holding-a number of resident appointments at 
the London Hospital, he became assistant demonstrator of 
anatomy in the medical school. At this time he was also 
surgeon to the Mission to Deep Sea Fishermen. After work- 
ing for six years as a doctor he decided to give up medicine, 
and in 1901 he joined the staf of the Dunlop Rubber Com- 
pany. Dissatisfied with the policy of the second Labour 
Government, he successfully stood for Parliament in 1931 
as National Labour candidaté for the Forest of Dean 
division of Gloucestershire. During the next four years 
he was Parliamentary Private’ Secretary to Mr. Ramsay 
MacDonald, and was made a knight in 1935 at the dissolu- 


` tion of Parliament. , 


Dr. C. J. Doherty writes from Haileybury, Ontario: His 
many friends in Britain will mourn the loss of Dr. BARNEY 
BERNSTEIN, who died suddenly at his home in Cochrane, 
Ontario, last March. Dr. Bernstein served in the Royal 
Canadian Army Medical Corps in the second world war, 
and was attached to the R.A.M.C. when IJ had the pleasure 
of knowing him. He served in India, Burma, and Malaya, 
sand was mentioned in dispatches for conspicuous bravery 
in Burma. Later he served with me in the hospital ship 
Karapara. He was an excellent doctor, a staunch friend, 
and a fine officer beloved by patients and colleagues. After 
the war he returned to his practice in Cochrane, where he 
remained until ‘his untimely death. I know there are many 
of his late comrades in arms who will readily join me in 
extending to his bereaved family our sincere sympathy. 
ee et 


Medical Notes ‘in Parliament 
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Malaria Control in Cyprus 


The Reverend R. W. SORENSON asked the Secretary of 
State for the Colonies, on June 13, whether the stocks of 
D.D.T. in Cyprus were adequate and how the malaria control 
schemes were progressing. Mr. James Grirritus replied 
that He had no information on the present stocks, but that 
he had no reason fo suppose that they were inadequate. 
The anopheles eradication scheme was successfully 
completed in January, 1950. 
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Medical Certificates for -Cremation ‘ 


Mr. S. Srorey asked; on June 14, whether the certificate 


of the medical attendant and the confirmatory medical certi- 
cate required under the Cremation Act, 1902, were provided 
free of cost under the National Health Service. Mr. H. 


MARQUAND explained’ that these certificates were not pro-, 


vided free under the National Health.Service except for' the 
first certificate when a patient died in hospital. The fee, 
a matter for private arrangement, was usually about £2 for 
the first certificate and £1 for the second. 

o 5 = 

: Terramycin Imports ‘ 

In a written answer to a question from Sir T. Moore on 
June 14 Mr. H. MARQUAND stated that arrangements were 
undér consideration tó obtain the manufacture of terra- 
mycin in the United Kingdom. He added that the Medical 
Research Council was carrying out extensive clinical trials 
with material supplied by American manufacturers for com- 


parison with other drugs of a similar nature already avail-, 
- able here. Mr. Marquand further stated that all available 


supplies of/cortisone were already being imported for dis- 
tribution to hospitals and for research in this country. 


` 


Vaccination of Visitors —No proposals for the imposition of 
a vaccınation requirement on entrants to Great Britain are under 
consideration. 

Phenol.—Exports “of phenol have” been stopped, except for 
small ‘quantities required by hospitals abroad. 

Welsh Mental Hospitals-—There are 19 mental hospitals not 
associated with medical schools in Wales. In these there are 
approximately 1,260 patients aged 65-74 and 520 aged 75 and 
upwards. There are 15 mental deficiency institutions accommo- 
dating 1,528 patients. 

Cancer Deaths —The number of cancer deaths recorded in 
1900 was 26,721 and in 1950 was 85,272. The total number of 
cancer deaths recorded in the 50 years 1901 to 1950 was 2,621,253. 


increased as resources allow. i 


í 


Hearing-alds—The number of ‘distribution centres is being. 


+ 
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Medico-Legal 


ANOTHER MISTAKEN CYLINDER 
[From Our MEDICO-LEGAL CORRESPONDENT] 


: ‘ae z 
On March 12 Nurse Paisley, a State-certified midwife, 
delivered Mrs. Alice Machell of a baby boy at her home. 








The confinement was normal. On March 14 the baby was’ 


not well, and Nurse Paisley called in the family doctor, 
Dr. Hepworth, who found him to be suffering from, tachy- 
cardia. On Match 15 the baby was worse, and Dr. Hep- 


worth advised that nikethamide and oxygen be given., Nurse ° 


Paisley therefore telephoned the Christiana Maternity Hospi- 


* tal at Southport and asked the night sister, Sister Mawdsley, 


to send a,cylinder of oxygen as soon as possible to the 
Machells’ home. Sister Mawdsley telephoned the South- 
port General, Infirmary and asked the junior night sister, 
Sister Dixon, to send over an oxygen cylinder with a gauge. 
Sister Dixon asked the night theatre nurse, Nurse Dodds, 
for a cylinder-of oxygen with a gauge. Nurse Dodds did 
not appreciate what ‘It was wanted for. She went into the 
anaesthetic-room, where there were, as she knew, cylinders 
containing oxygen, cylinders containing oxygen |: and carbon 
dioxide mixed, and cylinders containing carbon dioxide 
alone, and selected.a cylinder with a gauge attached. She 
did not know what gas was in the cylinder, and gave it ta 
Sister Dixon. 

- Sister Dixon observed that the cylinder hada gauge on 
it, but failed to observe its colour. She wheeled the trolley 
into the dimly lit corridor and handed it over to the night 
porter, Mr. Pitman, who, khowing that what was wanted 
was a cylinder of oxygen, took it for granted that that was 
what he got. He did not check its colour. He took ‘it to 


the Maternity Hospital and there he handed it over to Sister 
Mawdsley and to Nurse Roberts. Both Sister Mawdsley 
and Nurse Roberts, having asked for oxygen, took it for 
granted that it was an oxygen cylinder. Neither noticed 
what the colour was. Nurse Roberts took the cylinder and 
a perspex cradle by ambulance to the Machells’ home. 

Nurse Paisley, like Sister Mawdsley and Nurse Roberts, . 
fook it for granted that the cylinder contained oxygen, The 
light was not strong and she also did not notice what the 
colour was. 

From 3 a.m. to 6.15 a.m. Nurse Paisley administered gas 
slowly from the cylinder. By 6.15 a.m. the baby was'much 
worse, and was admitted to ‘hospital, 

The cylinder unloaded from the ambulance and 
wheeled into the labour ward. As Staff, Nurse Eglin was 
about to connect it to the cradle Nurse. Roberts said, some- , 
thing about a gauge. ‘Staff Nurse Eglin therefore looked àt 
the cylinder and saw at once that it was a 7-lb. cylinder of - 
carbon dioxide, painted green. 1 

An oxygen cylinder was immediately substituted, but the 
baby, when examined at 8.35'a.m., was dead. 

At necropsy; which was carried out the same day, 


“Mr. F. S. Mooney; pathologist, found that the: whole 
„body was an intense dark blue. -There was no, post- 


mortem rigidity, and the body was flaccid. > All the iùternal 
organs were dark in colour and very congested. There was 
no ‘evidence of atelectasis in the lungs, but numerous 
haemérrhages were present, more in the right lung than in 
the left. The heart was normal in size apart from some 
dilatation of the right auricle and ventricle. There- was a 
patent foramen ovale, but it was not outside the physio- 
logical' limits for a child of that age. A narrow patent 
ductus arteriosus was discovered. In Mr. Mooney's opinion 
death was due to carbon dioxide poisoning, ‘accelerated by 
congenital heart disease and shock. 

Such was the story told at an inquest held recently. It 


affords yet another illustration of the ease with which gas * 


cylinders can be and too often are confused, in spite of 
their distinctive colouring. The six people who handled 
this cylinder all knew that oxygen cylinders are black with 
a white band at the top; that Oz + CO, cylinders are black 
with a green afd white band at the top; and that COs 
cylinders are green with a broad band round the base. 
Moreover,’ the Pinson valve is fitted vertically to Os and’ 
O: + CO; cylinders, and a Pinson valve of a different type 
which is not interchangeable is fitted to COs cylinders 
horizontally. Yet of these six people no fewer than fiye 
failed to recognize this green cylinder with a horizontal 


' Pinson valve for what it was. À ; 
a 


The Services 





\ eo 


Major-General J. Œ. A. Dowse, C.B., CBE, M.C, late 
RA.M.C., has been appointed Colonel! Commandant, R.A.M.C., 
in succession to Major-General O. W. McSheehy, C:B., D.S.0., 


“O.B.E., resigned. 


Surgeon Captain E. S. McPhail, V.R.D., RN.Z.N., bas béen 
appointed an Honorary Surgeon to the King. 

A Supplement ‘to the London Gazette has announced the 
following awards: 

Three Clasps to the Territorial Efficiency Decoration — 


, Lieutenant-Colonel M. L. Sutcliffe, T.D., R.A\M.C., retired 


Two Clasps to the Territorial Efficiency Decoration.—-Major 
(Acting Colonel) F. Heywood-Jones, O.B.E, TD., Major 
(Honorary Lieutenant-Colonel) D. N. Nicholson, T.D., and 
Major T. C. Ayres, T.D., R.A.M.C. 

First Clasp to the Territorial i as Decoration _—Major 
H. B. Lee, T.D., RA.M C. 

Territorial ‘Efficiency Decoration arid First Clasp.—Lieutenant- 
Colonels W. A. Law, O.B.E., and M. J. Lindsey, M.C., and 
Major J. H Whittles, R.A.M.C. 

Territorial Efficiency : Decoration—Honorary Lieutenant- 
Colonel W. Patrick and Honorary Major B Portnoy, R A.M.C., 
retired; Major (Honorasy Lieutenant-Colonel) J C. Lindy and 
Captain (Honorary = p- L. Brittain, RAM C 
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; INFECTIOUS DISEASES AND VITAL: STATISTICS ' 
We print below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week coding June 2 (No. 22). > 


Fıgures of notified cases are for: (a) 


(3 Ton Fi 
London 
Elre. A ~~ denotes no cases; a 
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«Health and Local Government of Northern 
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denotes disease not available. 
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Poliomyelitis 


Poliomyelitis notifications in the’ week ending June b 
were as follows: paralytic 32 (16); non-paralytic 20 (12) 7 
total 52 (28). This is an increase of 24 compared with 
the previous week, for which the figures are in parentheses. 

The Table below compares the current year with ethe 
four previous years in respect of notifications in weeks 
1—13 and weeks 14-23 in the years 1947-50: 























` Death Rates from Cancer 


In England and Wales in 1950 the provisional death 
tates per million from cancer excluding Hodgkin's disease, 
leukaemia, and aleukaemia were: males, 1,992; females, 
1,792; persons, 1,889. If deaths from Hodgkin's disease, 
leukaemia, and aleukaemia are included,- the death rates 
per million were: males, 2,058; females, 1,840; persons, 
1,946. In 1949 the death rates from cancer excluding 
Hodgkin’s disease, leukaemia, and aleukaemia were: males, 
2,028 ; females, 1,819; persons, 1,919. In 1939 they were: 
males, 1,678; females, 1,692; persons, 1,685. . 

! é P 
_ ` Infectious Diseases 

An increase was recorded ın the number of notifications 
of whooping-cough 216. scarlet fever 110, and dysentery 
64 in England and Wales in the week ending June 2,’ and 
decreases were reported for measles 3,559 and acute pneu- 
monia 113. 

A fall in the incidence of ineasies was general throughout 
the country, and decreases of 100 or more in the number 
of notifications were recorded in 14ecounties. The largest 
falls were Sussex 347, Essex 309, London 208, and Warwick- 
shire 202. The largest increases in the number of notifica- 
tions of whooping-cough were Lancashire 49, Essex 41, and 
‘Kent 40. The largest variations in the trends of scarlet 
fever were rises in Yorkshire West Riding 33, Middlesex 
29, London 25, and Glamorganshire 23. The notifications 
of diphtheria were 4 more than in the preceding week. The 
chief features of the returns were a ‘decrease of 5 in Stafford- 


` 


shire and an increase of 4 in. Glamorganshire. Of the 20. 


cases of typhoid fever 14 were notified in Gloucestershire, 
Cirencester R.D. 

The notifications of acute poliomyelitis were two fewer 
than in the preceding week. Nine cases, one-third of the 
total, were notified in Warwickshire (Birmingham C.B. 4, 
Coventry C.B. 5). This is the largest total for any copnty 
for the past six months. 

The chief feature -of the returns of dysentery was an 
increase in the number of notifications from 65 to 170 in 
Middlesex. This rise was_contributed by Ealing M.B., 
where the cases rose from 13 to 104. ‘The other large 
returns of dysentery were London 138 (Islington 42), Lanca- 
shire 97 (Manchester C.B. 23, Bolton C.B. 18), Yorkshire 
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West Riding 50 (Huddersfield C.B. 24). In Scotland a rise 


of 51 was recorded ın the number of, notifications of 
dysentery. The largest returns were Stirling County 53, 
Edinburgh 38, and Glasgow 37. 


’ Graphs of Infectious Diseases , 
The graphs below show the uncorrected numbers.of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown ‘thus ------- , the figures for 1951 
thus —-_———. Except for the curves showing notifications 
in 1951, the graphs’were prepared at the Department of D , 


` Medical Statistics and Epidemiology, London School of 


Hygiene and Tropical Medicine. 
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Infant Mortality in Pretoria 


The 46th annual report of the Medical Officer of Health 
of Pretoria gives infant mortality rates for the city for each 
12 months since 1926-7. The rates for certain 12-month 
periods selected from ¢he figures he gives are shown in the 
Table below. 


Infant Mortality Rates in Pi en 














Infant Mortality in Queensland 
The infant mortality rate in Queensland in 1949 was 24.7 
per 1,000 live births, while in Australia as a whole it was 
25.3, (in England and Wales it was 32. 4). The following 
table compares the infant mortality rates in certain years in 


‘Queensland and Australia : 

















The Queensland population is reproducing itself, and in 
1949 22% more children were born than were required to 
replace the present generation of mothers (Annual Report of 
the Health and Medical Services of the State of Queensland 
for the Year 1949-50). 


The Birth Rate during the War 


The birth rate in England and Wales declined steadily 
during the first years ‚of the last war, reaching 13.9 per 
1,000 of the population in 1941, the lowest level ever 
recorded since the beginning of registration. ‘Unexpectedly 
the birth rate started to rise in 1942, when the rate of 15.6, 
the highest value since 1931, was recorded. The birth rate 
in the three following years was16.2, 17.7, and 15.9. The 
slight fall in 1945 was due to the large-scale removal’ of 
young men from the home population in 1944. The birth 
rate reached 20.5 in 1947, the highest rate since the rise 
after the 1914-18 war. . 

It was generally thought thaf the rise in the birth rate 
was due to the increasing numbers of young women marry- 
ing and having a child earlier in life than in the preceding 
years. The marriage rate had been rising in the immediate 
pre-war years and was higher than in the two preceding 
decades, The maintenance of an increasing marriage rate 
necessitated a younger age of marriage. Before 1939 the 
largest proportion of women marrying was in the age group 
25-30, but since 1939 the largest proportion has been in 
the 20-24 age group. The birth rates and marriage rates 
for 1938-45 are shown in the following Table: 











Marriage Rate per 
1,000 Population 











5:1 17-6 

48 21-2 

41 22-5 

39 186 

5-6 17-7 

62 14-0 

i 17 14-3 
1945 ‘159 18-7 
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The Registrar-General’s Statistical Review for the six years 
1940-5 (Text, Vol. 2, Civil) shows that the pattern of 
the birth rate changed considerably. The variations that 
occurred in the distribution of the rank of birth are shown 
in the following Table: 


Legitimate Births Proportion i Each Birth Order per 1,000 


. i 


















Order 1945 
1 407 
2 296 
3 142 
4 © 67 
5 41 35 
6 27 20 
7 18 12 
8 12 8 
9 8 5 

10 5 3 
11+ 7 4 








The Table shows that from 1938 to 1942 the proportion of 


~ first births increased but fell in the following years. In 


1945 the proportions of second and third children. were 
Jarger than in 1938, while all other birth orders showed a 
relative decline. The proportion of children born into . 
large families fell throughout the period, and 52 per 1,000 
births in 1945 were the sixth or later child, compared with 
77 in 1938. There was not only a relative decrease but the 
actual number of the sixth and later rank of birth declined 
from 47,146 in 1938 to 33,437 in 1945, although there were 
15,501 more births in 1945 than ın 1938. The age distri- 
butions of the mothers age during the eight years were as 
follows : 


e 


Age Distribution of Age of Mother per 1,000 Legitimate Births 





1945 








is 2 

This Table shows that mothers over 30 were proportionately 
very much more important in 1945 than in 1938. The 
increase was actual as well as relative; mothers over 30 
years of age numbered 286,531 in 1945 and 248,694 in 
1938. There were 339,660 mothers aged under 30 years in 
1945 and 361,996 in 1938. The increase in the number of 
births to older mothers is interesting and unexpected. The 
distribution of the rank of birth among these mothers is 
shown in the Table a: 


Mothers Aged 30+.. Popor tion in Each Birth Order per 1,900 
Legitimate Births 
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The increase in the number of children born to women 
aged 30 and over is due to a larger proportion of these 
women having a second and third child. The proportion 
of the fifth- or later-born children declined from 252 per 
1,000 in 1938 to 173 in 1945. The actual numbers of births 
in the fifth and later ranks of birth were 63,158 in 1938 
and 49,437 in 1945, ‘while the numbers in the first four 
birth orders were 185,536 in 1938 and 237,094 in 1945, 
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Week' Ending June’ 9 

The notifications of infectious diseases in’England and 

Wales during the week included: scarlet fever 972, whoop- 

ing-cough 3,275, diphtheria 37, measles 14,746, acute pneu- 

monia 372, acute poliomyelitis 52, dysentery 682, para- 
typhoid fever 15, typhoid fever 7. 
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E UNIVERSITY OF OXFORD, 
The following medical degrees were conférred on June 2: 


D.Mi--E. N. Allott, J. W. Gerrard, *R. Beet: M. K. 
March, E. H. Seward. 

B.M. :—J. B. Dossetor, *T. Freeman. | 

- In absence. 

The Geotge Herbert Hunt Travelling Scholarship for 1951 hak 
been awarded to Dr. Oliver Murray Wrong.’ 

The University of Oxford proposes to establish a committee-for 
a health service for undergraduates, and a statute for this pur- 
pose is to be promulgated in October. The committee will super- 
vise the administration of any funds provided by the University 
for the maintenance of e health service for undergraduates and 
may, in particular, arrange clinical and x-ray examinations, but it 
will not be empowered to provide medical treatment. A director 
of the service, who will also act as secretary of the committee, is 
to be appointed and will be responsible, under the supervision of 
the committee, for the organization and administration of the 
service. The post will be a full-time one and the director will be 


required to reside in or near Oxford. Appropriate experience is-, 


essential and a higher medical qualification desirable. The initial 
stipend will be withm the scale*£1,500 to £2,000, with an allow- 
ance of £50 for each dependent child. Applications (twelve 
copies) and the names of three referees should reach the Registrar 
of the University by October 1. 

. Dr. Clifford Alan Simmons has been elected to a Horatio 
Symonds Studentship in Surgery for 1951. 

Edwin John Bovett, Scholar of Oriel College, has been awarded 
an Open Scholarship offered to a medical student for entry into 
the clinical school at thọ Radcliffe Infirmary during the academic * 
year 1951-2,‘ Z 

The Clinical Scholarship offered to a student from Canada for 
entry into the Medical School during the academic year 1951-2 
has been awarded to Alexander Grant Macintyre of the University 
of Toronto. 


UNIVERSITY OF WALES ee 
The following candidates at the Welsh National School of 
«Medicine have been approved at the examination indicated: - 


TusercuLous Diseases ‘Drroma.—G. M. Abraham, M., O. 
Alakija, S. S. Bhirdi, C Y. Chang, G. K.-K, Cheng, I. P. 
Christodoulides, M. K. Dhole, Ethna C. Fox, E. O. Henschel, 
V. W. J. Hetreed (with distinction), W. J. Jesudason, B. I. Malik, 
B. pein DN. Muniswamy, A.-H. Saeed, C. E. Smith, E, J. 
Valentine, N. Don J. de S. Wijesekera. ` 


‘UNIVERSITY OF BIRMINGHAM 


The University has received from an anonymous donor a gift 
of the value of £29,000 and a further sum'of £1,000 a year for 
seven years, the whole to be applied towards the building: ‘of the 
library and lecture theatre at the Medical School. 

A public appeal is to be made to establish a memorial lecture- 
ship as a tribute to the late ‘Sir Leonard Parsons. 

Professor A. P. Thomson has been appointed representative of 
the University at the International Gerontological Congress to 
be held in the United States in September, and Dr. P. G. H. Gell 
Tepresentative at the Congress of the International Association of 
“Allergists to be held at Zurich in September. 

Professor Boris Ephrussi, of the Laboratoire de Génétique’ of 
the University of Paris, has been ‘appointed William Withering 
Lecturer for 1952. 

Dr. Enid Charles, Honorary Reader in. Demography and Vital 
Statistics, has been transferred from the Department of Social, 
Medicine to the Department of Medical Statistics. 

` Dr. S. H. Wajda has resigned the post of Lecturer in Anatomy 
on appointment’to the Chair of Histology and Embryology in the 
University,of Mendoza, Argentina. ` 
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“Family Doctor” 

The July issue of Family Doctor’ will - be published on 
June’ 27. The work of the R.A.F. Institute of Aviation 
Medicine is described in.an article entitled “The Farn-, 
borough Story.” Professor Robert Cruickshank contributes 
an’ article on “Clean Food in thé Home,” and the same 
theme is taken up in other features. Harold Abrahams 
writes on “ Achievement in Athletics” and Alison Settle on 
“Outsize Women.”, Other contributions in this issue are 
‘on open-air holidays, red hair, flies, summer ‘lightning, and 
German drugs. There are also articles on cookery, baby- 
tare, first aid, and “ Plump People.” Copies can be ordered 
from any newsagent or direct from the ee Manager 
at p. M.A. House; 


West London Medico-Chirurgical Society 

The sixtieth"annual dinner of the West London Medico- 
Chirurgical Society*was held at the Royal College of 
Surgeons ‘on June 6, when the President, Dr. Charles E. 
Newman, welcomed a large company of members and guests, 
Sir Arthur Porritt, in proposing the health of the Society, 
referred to the history of the Society and its close associa- 
tion with the West London Hospital, now approaching its 
“centenary. In its membership it had included some of the 
most famous naines in British medicine and not a few 
eminent colleagues in other countries. Sir Arthur Porritt 
thought there was everything to be said for the preservation ` 


‘of the identity of small medical societies, and he was glad 


that the West London, along with a few others, had resisted 
the great “merger” of 1907, when the Royal Society of: 
Medicine absorbed so many of them. Dr. Charles Newman, 
in his reply, said that the Society was founded at a time when 
the medical world depended on private practice and volin- 
tary hospitals. That state of affairs no longer existed, and 
he intended to call a special meeting of the council to give ç 
preliminary consideration to the revision of the Society’s 41 
rules to'meet more adequately the new situation. Sir Cecil 
Wakeley, P.R.C.S., proposed the health of the guests and 
kindred societies. The latter, represented by their Presidents, 
were the Hunterian Sociéty, the’ Harveian Society, and the 
Chelsea Clinical Society., The two names with which the 
toast was coupled were those of Air Marshal Sir Philip 
Livingstone and Dr. Hugh Clegg. He said that Sir Philip 
Livingstone was due fò retire this year; they would miss 
his genial presence and his “battleship courage.” They 
gave a special welcome ‘to Dr. Clegg, ‘who, during his 
editorship, had had difficulties with which he as a‘ fellow 
editor sympathized. He also commended the joint effort 
of the Royal Society ‘of Medicine and the British Medical 
Association in the arrangement of the symposia which 
marked medicine in Britain in this festival year. Sir 
Philip Livingstone dnd Dr. Clegg suitably replied. 


Hospital Pharmacopoeia ; 

- Dr. R. T. Brain, in'collaboration with the medical and 
pharmaceutical staff of St. John’s Hospital for Diseases of 
the Skin, has revised the Hospital Pharmacopoeia, the last 
issue of which was made in 1935. The cost of. this publica- 
tion is 5s., plus 3d. ‘postage, and can be obtained from the 


. secretary, St. John’s Hospital for Diseases of the Skin, Lisle 


Street, Leicester Square,‘ W.C.2. 


„Australia to Produce A.C.T.H. 


The Times reports that Sir Earle Page; Australian Minister 
of Health, has announced that t his country is to produce 
ACT.H. For eight months’ the Commonwealth serum 
laboratories have been experimenting with the extraction of 
the drug’ from various animal glands, and they are now ready 
to begin large-scale production. ` Australia may supply 
Britain with any partly processed glands that can be spared. 
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Medical Insurance Agency . 

The annual meeting of the Agency was held on June 7 
at B.M.A. House, under the chairmanship of Dr. James 
Fenton. The report of the committee of management on 
the year 1950 showed that never before had the Agency 
rgndered such wide sesvice to the medical and dental pro-, 
fessions. Clients secured a direct saving on premiums of 
nearly £11,000 ; and the sum made ayailable to the various 
professional charities, through the operation of covenants 
and gifts, amounted to £25,689. Even more important has 
been the safeguarding of the interests of the Agency’s clients 
by advice as to the most advantageous policies, not only for 
life, endowment, and children’s assurances, but for car, 
household, sickness, fire, and other insurances, and about 
loans for house, car, and equipment purchase. Herein, 
even more than in purely financial advantage, lies the greatest, 
benefit which the M.I.A. provides for the profession. The 
report paid emphatic tribute to thé efficient services of the- 
staff and, above all, to Mr. A. N. Dixon, the general 
manager. -Dr. Fenton was re-elected chairman, and 
Dr. Henry Robinson as honorary secretary. Professor 
R. J. Willan and Dr. J. T. Ingram were elected to the 
committee ‘of management, ‘replacing ,Sir Robert Hutchi- 
son and Professor „Sir Francis Fraser. Dr. J. A. Brown, 
Dr. G. Roche Lynch, Sir Ewen Maclean, and Sir Henry 
Souttar were re-elected. Professor J. W. McNee, a member 
of the committee, was congratulated upon his accession to 
knighthood. A branch at Glasgow was opened in 1950; 
this year further branches have been started at Cardiff and- 
Birmingham, and yet another is contemplated in -the near 
future at Newcastle-upon-Tyne. 


Foot Health , 
The, Foot: Health Bureau bas produced a bulletin called 
Feet and Footwear, dealing with children’s shoes. Copies 
of the Jeaflet have been sent to medical officers, school 
medical officers, physiotherapists, and chiropodists, dnd the 
` Bureau (21, Ebury Street, London, S.W.1) will be glad to 
send copies to anyone interested. 


Ciba Foundation Lecture i i 

Professọr B. A. Houssay, Director of the Instituto de 
Biologia y Medicina, Buenos Aires, will deliver a Ciba 
Foundation lecture on July 3, at\6 p.m, at the Royal 
Institute of British Architects, 66, Portland Place, W.1. His 
_ subject will be “ Sex Hormones i in Diabetes.” The chairman 
will be Lord Horder. Admission is by ticket, obtainable 
free from the Secretary, The Ciba Foundation, 41, Portland | 
Place, W.]. ° 


Manchester Bain Blood Transfusion Centre 

The Regional Blood Transfusion Centre (Director, Dr. F. 
Stratton) moved on June 13 to new premises at Roby Street, 
Manchester, 1. Telephone; Central 8181. ` 


COMING EVENTS ` 


Festival Scientific Meetings 
There is still accommodation available for the following 
Meetings: 


Date and Time 
Tuesday, June 26, 10 am... 


s 


Subject 

The Diagnosis and Manage- 
ment of Early Mental 
Disorders 

Tropical Medicine 

“Reactions in General Practice 
to Scientific Advances 

Wednesday, June 27, 4.30 p.m. Epidemiology 

Monday, July 9, 4 p.m. Odontology.” 


- b 
The morning session on June 27 is designed particularly to 
interest general practitioners. Members wishing to obtain 
tickets for any of the above meetings are advised to apply as 
early as possible to the joint secretary of symposia, B.M.A. 
House, Tavistock Square, London, W.C.1. All other 
~ symposia are full (for programme see Journal, June 2, 


p. oan} 


Tuesday, June 26, 4.30 p.m... 
Wednesday, June 27, 10 a.m. 
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Contraceptive Technique 

A lecture and demonstration (on living models) on contra- 
ceptive technique will be given by Marie C. Stopes, Ph.D., 
at the Mothers’ Clinic, 108, Whitfield Street, London, W., 
on Thursday, July 5, at 2.30 p.m. Tickets must be obtained 
in advance as space is limited. 


Association of Industrial Médical Officers 

The association will be holding their annual provincial 
meeting in Sheffield from July 16-20. The meeting is a 
residential one, with the main residence at Crewe Hall, 
Clarkehouse Road, Sheffield, 10. Full particulars may be 
obtained from the hon. secretary, Dr. J. A. A. Mekelburg, 
Peek Frean and Co. Ltd., Keetons Road, Bermondsey, S.E.16; 


Festival Lectures in Tropical Medicine 

The Royal Society of Tropical Medicine and Hygiene has 
arranged two special meetings for the benefit of overseas 
Fellows and other visitors to this country to_be held at 
Manson House, 26, Portland-Place, London, W., on July 18 
and 19, at 7.30 p.m. On Wednesday, July 18, Sir Harold 
Scott will give a discourse oif“ Some British Contributions to 
Tropical Medicine,” to be followed by medical films of 
general jnterest. ‘On Thursday, July 19, Professor H. E. 
Shortt, F.R.S., will read a paper on “ The Life Cycle of the ' 
Malaria Parasite,” followed by a demonstration. All 
interested in tropical medicine are invited. , 


Second International Congress of Internal Medicine 

The congress will be held in London from September 15 
to 18, 1952, under the presidency of Dr. W. Russell Brain. 
Sir Harold Boldero is acting as secretary, and all inquiries 
should be addressed to him at the Royal College of Physi- 
cians, 12, Pall Mall East, London, S.W.1: 


XIlth Congress ‘of Stomatology - 

, The twelfth French Congress of Stomatology will be held 
in Paris at the Fondation Eastman, October 8-13, under the 
chairmanship of Dr. René Vincent. Communications for 
presentation at the meeting have already been received from 
a number of other European countries and from the United 
States, but no papers have yet been submitted from Great 
Britain. The organizers would welcome the participation of 
British doctors who have specialized in dental problems, and 
those interested are requested to write to De. Friez, Secré- 
taire Général, XO Congrès Francais de Stomatologie, 42, 
rue Notre-Dame des Champs, Paris, 6. 


SOCIETIES AND LECTURES 


A ‘fee is charged or a ticket is required for attending lectures 

marked @. Application should be made first, to the institution 

concerned. whe ` 
Friday 

INSTITUTE OF ‘NEUROLOGY, National Hospital, Queen Square, 

Lindon, W.C.—June 22, 5 p.m., “ The Treatment of Petit Mal 

Epilepsy, ” Guest Lecture by Dr. B. Ch. Ledeboer (Heemstede). 


Monday . 


MEDICO-LEGAL SOCIETY. Pe 26, Portland ' Place, London, W 
June 25, 8.15 pm, “ A_Gomparison Between the Medical 
Examiner's System and the Coroner’s System in the United 
State¥,” address by Dr. Theo J. Curphey (New York). 

Roya Eye HOSPITAL, St. George s Circus, Southwark, London 
S.E—June 25, 5.30 p.m., “ The Surgical Anatomy oj Orbital 
Exploration,” by Professor Thomas Nicol 

f 


z Tuesday 

INSTITUTE OF NeuroLoay, National Hospital, Queen 
London, W.C —June 26, 5 pm., “ Brain Abscess,” 
‘Lecture by Dr. Joe Pennybacker 

PADDINGTON MepicaiL Society —At St. Mary’s* Hospital 
Paddington, London, W., June 26, 8.45 pm., 21st annual ‘ 
general meeting, “ “Genius and Madness,” by Dr. L. Zeitline. 

SOCIETY OF APOTHECARIES OF LONDON, Apothecaries’ Mal, Black 
Friars Lane, Queen Victoria Street, E.C.—June 26 p™., 
“ Thyroid in Heart Disease,” Sixth Joseph Strickland Goda 
Memorial Lecture by Dr. T. Jenner Hoskin. 

West Enp Hosprrat ror Nervous Diseases, 40, Marylebone 
Lane, London, W.—June 26, 2.30 pm.; “Common Virus 
Infections of the Central Nervous System,’ pues demonstra- 
tion in neurology by Dr. T. Rowland Pa 
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` Wednesday 


RENAL AssocraTion.—At Ciba Foundation, 41, Portland Place, 
London, W., June 27, 4.30 pm., general meeting preceded by 
annual meeting. “ Nephron Dissections from Cases ‘of Acute 
Renal Necrosis,” by Dr? E. M. Darmady. 


l Thursday 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields 
London, W.C.—June 28, 3.45 pm, “The Red Blood 
comets Arnott Sar by DE F. S. Gorrill; 

p.m. he Newer Antibiotics.’ I Lecture 
Professor Arnold Sorsby. : Oo otek ce I Ke 

ğ N "Friday 

MEDICAL SOCIETY FOR THE STUDY OF VeNeReaL Diseases, 11, 
Chandos Street, London, W.—June 29, 8 p.m., general meeting. 

Bejel,” by Dr. Hudson. To be followed by a discussion. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 

London, W.C.—June 29, 3.45 p.m., “ Blood Coagulation, with 


Particular Reference to B ”” Arnott De 
Dr. F. S. acer f eparin ott Demonstration by 


~ . 
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` APPOINTMENTS 
Caoprinc, P. T., M.B., B.S., D.M.R., Consultant Radiotherapist to 
Hospitals m Western Part of East Anglian Region and United Cambri 
Hospitals, East Anglian Regional Hospital Board. nee 

HOSPITAL For Sick Cumpren, Great Ormond Street, London, W C.— 
House-physician (Senior House Officer Grade), R. C. Roxburgh, M.B., B.Ch., 
D.C.H. Houre-surgeon (Senior ‘House Officer Grade), A. Katz, ChM. 
Restdent Aural Registrar, Ruby MeL. Jackson, MB, Ch B. 
»»M.B,B Cai D a Consmiltant Anast thotist, Central Middle-, 


Acton gane, Pa London, . 
C., M.B. , Chest Physician to Plymouth Clinical Area, 
Regional Hospital Board. R 
POLITAN REGIONAL HOSPITAL BOARD.—-Part-tme 
helmsford Child Guidance Clinic, Winifred M. 
, M.B., B.S, Part-time Consultant Radiologist, St. George- 
t Hospital, F. Bush, M.B., B.Ch., D.M.R.E. Part-time Consultant 
Radiologist, Metropolitan Hospital, A. Elkoles, M.D., D.MLR.E. Part-time 
Consultant Radiologist, Queen Elizabeth Hospital for Children, B. C. H. Ward, 
M.R.C.S., L.R.C.P., D.M.R. Part-time Consultant Neurologist, Bethnal 
Green and Mile End Hospitals, K; W.-G, G. Heathfield, M.D., Č.P. 
Full-time Consultant Paice in Diseases of the Chest, Hertford Group of 


H and Bishop's Hertford, and Walth Chest 
RR Norlin BAL Be AR tam Abbey cI 


FRANK, M.D., F.R.C.P., Consultant Chest Physician, United 


Oxford Hospitals. j 5 
MARGARET Jones, MLB., Ch.B, D.P.H, Medical 
esten Area No. 2, and ETE Once. 


Health, Assistant County Medical Officer, 
: Tow, M.B., FRCSEd, F RFPS. MRCOG, Consultant’ 
Obstetrician and logist ,Northern Regional Hospital Board (Scotland). 
UTE IONAL Hi AL BOARD.-—Clinical Assistant in Newro- 
logy to West Cornwall Clinical Area, H. D.’ Eddy, B.M. 


dc og ed Fe echo ee oni 1 
TEPLE, Sraa ets YE Oe oa satstant Divisional Medical tics 
or Heal, Lin Wala Victor, MB. ChB, MRCP “DPM. ne 
Medical Superintendent, Cheadle Royal Hospital. Cheshire. | N 








BIRTHS, MARRIAGES, AND DEATHS ` 


BIRTHS 


Burgess.—On June 5, 1951, at Capetown, to Phl (formerly Hewitt), wife 
of Surgeon Commander P G Burgess, RN, a son. 

Fredoon.—On June 9, 1951, at St. Chad's Hospital, Birmingham, to the 
wife of Dr. J Fredoan, a son. 

Gardner.—On May 12, 1951, at Oldenburg, Germany, to ‘Helen, wife of 
D. L. Gardner, M B., M.R.C P.Ed., a daughter—Rosalind. 

James.—On May 22, 1951, at University College Hospital, to Elisabeth 
(formerly Withers), MB, BS, DC.H., mfe of D. W. James, M.B., 
B.S, a daughter 

DEATHS 


Cathler—On June 1, 1951, at Nairobi, Kenya, John Walker Cathles,, MB, 


Chadwick—-On June 9, 1951, at Kibworth, Leics, Harold Chadwick, 
MRCS, LRCP, 

Dukes.—On April 26, 1951, at Mangonui, New Zealand, Edmund Sprague 
Dukes, MB, aged 82, 

Reynalds.—On June 4, 1951, Reginald Reynalds, L.SA, of 5, Redland 
Green Road, and 464, Stapleton Road, Bristol. 

Robertson.--On May 28, 1951, at Westbrook, Kent, Anna Menzies Robert- 
son, . ChB, D.PH., late of Slough, aged 48 

Robinson.—-On June 6, 1951, Frank Robinson, M B., Ch B., of Inglewood, 
Astley Bridge, Bolton. i 

Startin.—On June 1, 1951, at Greenbanks Hospital, Plymouth, John Startun, 
MC. MRCS., L.R.CP., Major, RAMC, reured, aged 67. 

Somers.—On June 11, 1951, at Aldeburgh, Suffolk, Charles Dudicy Somers, 
OBE, MB, BCh, aged 81 

Stevrart—On June 1, 1951, Francis Hugh Stewart, D Sc, MD, DPM., 
Mayor, IMS, reured, of Strafford, Grouvilic, Jersey, aged 70. 

Stuart-Webb.—On June 14, 1951, at Mortlake, Ralph Edwin Stuart-Webb, ' 
MB., B.S, of 248, Sheen Lane, East Sheen, and 86, Brooke Street, 
London, W.' 

Taylor—On June 2, 1951, at ** Brynhirfon,’’ Cymmer, Port Talbot, Glam , 
James McKane Taylor, M.B, ChB, late of Dervock, near Coleraine, 
N. Ireland 

Young.—On June 8, 1951, at The Glen, Rickmansworth, Herts, Charles 

Melville Young. MB, ChB, late of Wandsworth, aged 75 
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Any Questions ? 
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Correspondents should give their names and addresses (not 
for: publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Home Treatment of Intermittent Claudication 


Q.—What home treatment is advised for an old man 
with fairly severe intermittent claudication? He is strongly 
averse to going to hospital. ‘ f 


A.—One may assume that this patient has arteriosclerogis. 
of his femoral, popliteal, and tibial arteries, that he has not 
got diabetes, and that the claudication is of the third degree 
—which means that when the pain comes on it is bad 
enough to stop him walking. š 

The ọbjects of treatment are to prevent the condition 
becóming worse, to avoid infection and damage to the limb 
(with the danger of gangrene), and to open up a collateral ' 
circulation. The development of a collateral circulation 
often leads to marked clinical improvement, which is why 
careful treatment is so well worth while. 3 

Tobacco-smoking should be strongly discouraged and, if 
possible, stopped altogether. If the patient-is overweight 
this should be corrected. Extra clothing should be worn 
day and night. Exercise up*to the point at which pain is 
produced is beneficial—that is, within the patient’s “ claudi- 
cation distance.” Raising the heels of the shoes a quarter 
or half an inch (0.62-1.25 cm.) is worth trying; and the 
patient may be taught to walk inssuch a way, that he uses. 
his calf muscles (or whatever other muscles are affected by 
claudication) as little as possible. A stout walking-stick 
may be helpful. A warm bath each morning is often a 
comfort; the temperature of the water must not be above 
103° F. (39.4° C.), and a bath thermometer should be handy 
to ensure this. 

Of the vasodilator drugs, “ priscol” is the bne in favour 
at present. It is given by mouth in tablet form (25 to 
50 mg.) after the four main meals of the day. Smaller 
doses should be given at first so that sensitivity to the drug 


- and side-effects may be recognized and avoided—flushing, 


sweating, palpitations, postural giddiness or faintness, head- 
aches, gooseflesh, or indigestion. Priscol is most useful: 
when the vasospastic elementis most marked. Vitamin E 
may be, given by mouth at the same time (50 to 100 mg- 
four times a day); and this.should be ‘continued for some 
months, as its beneficial effect does not become evident 
straight away. It is somewhat expensive, and it may be 
difficult to differentiate between the delayed benefit from 
vitamin-E therapy and the improvement which follows 
the spontaneous physiological development of a collateral 


’ circulation. There is no known pharmacological action of 


vitamin E to support the belief that it has a vasodilating 
action. There is some doubt also about the efficacy of the 
other vasodilator drugs (such as -aspirin, alcohol, nicotinic 
acid, carbachol, and papaverine sulphate), because when: 
these produce generalized. vasodilatation the blood supply 
to the ischaemic limb may even be reduced owing to 
increased blood flow elsewhere. Special care should be 
taken to avoid the use of vasoconstrictor: drugs such as 
ephedrine, adrenaline, amphetamine, or ergotamine 
derivatives. - i 
Buerger’s exercises are-easy to do at home. Apparatus 
for intermittent venous occlusion can be hired. There are 
two simple and valuable surgical procedures which can be 
done under local -analgesia in an out-patient department, 
or even in the patient’s home; these are phenol lumbar 
sympathetic block and tendo-Achillis tenotomy. When 
other measures ‘fail to relieve symptoms one or other of , 
these comparatively minor surgical procedures may be 
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Prophylactic treatment to avoid damage to the feet, and 
to prevent the arterial condition becoming worse, is of very 
great importance, and care should be taken to prevent injury 
or infection of every sort, especially when cutting corns and 

‘toenails, Abrasions and epidermophyton infections of the 
feet must be treated with respect. Strong antiseptics and 
analgesic Ointments ‘should be avoided altogether, and 
penicillin and sulphonamide ointments applied with care 
because of possible local allergic reactions. Suspenders 
and tight bandages should not be used. Socks and stock- 
ings should be soft and of a good fit, close-woven, without 
darns, and put on clean each day; two pairs of thin socks 
are better than one thick pair. Bedsocks may be worn at 
_ hight. Boots and shoes should be roomy, smooth inside, 
fleece-lined, and waterproof, with thick rubber soles and 
heels, A soft rubber arch-support may reduce the work 
of the smaller muscles of the foot and thus diminish 
clgudication in them. Hot-water bottles and electric pads 
must not be placed too near the skin at night, and the 
patient should be advised not to sit with his legs in front 
of the fire or radiator, because ischaemic tissues are easily 
damaged. -He should never sit with one knee crossed over 
the other. 


Retching with False Teeth 


Q.—What,.can be done for a patient who is unable to 
wear dentures because of persistent retching ? 


Av~The usual cause of persistent retching with dentures 
- is that the upper denture has been extended too far back, 
coming in contact with the soft palate. Care should be 
taken that the denture is not éxtended too far posteriorly ; 
and in difficult cases, where even the mucosa over the hard’ 
palate is sensitive, a horseshoe type of denture, leaving a 
large ‘part of the ‘palate clear, may sometimes be of value. 
Stability is greatly decreased if a horseshoe shape is 
employed, owing to lack of adequate suction, but pro- 
prietary adhesive powders may be of assistance. Nervous 
patients occasionally complain that dentures make them 
retch when they first try to wear them. This stage is usually 
soon overcome, however, particularly if it is pointed out, 
somewhat bluntly, that either they will have to try to over- 
come the tendency to retch or go without teeth, 


Treatment of Chronic Nasopharyngitis 


Q.—Could you tell me whether the inhalation of pentcil- 
lin would be of value in treating chronic nasopharyngitis 
associated with penicillin-and-sulphonamide-sensitive Micro- 
coccus catarrhalis? Alternatively, would penicillin and 
sulphonamide snuff be better? ' 


A.—Micrococcus catarrhalis can be elirhinated from the 
nasopharynx by the use of penicillin inhalations or snuff, 
but as it is a normal inhabitant of this region it returns 
soon after the treatment is stopped. The patient's symp- 
toms are not usually relieved to any extent, as Micrococcus 
catarrhalis is unlikely to be the causative organism. 

The treatment of chronic nasopharyngitis still depends on 
general neasures—for example, avoidance of dust, tobacco, 
and alcohol, and attention to digestive disturbances, and on 
_ local treatment particularly directed to the nose and para- 
pasal sinuses. 


` 


4 
Fibrinoid Degeneration of the Placenta 


Q.—What is the cause of the white, irregularly shaped 
plaques,’ resembling icing, sometimes seen on the foetal 
side of the placenta? If they are very extensive they can 
cause retention of the placenta. 


A\-—This thickening of the foetal surface of the placenta 
is probably the change called “fibrinoid degeneration” (by 
Hitchmann and Vindenthal). This is the earliest and com- 
monest degenerative process observed in otherwise normal 
placentae. The subchorionic deposition of fibrin-like 
material is seen to a varying degree in almost all placentae 
in late pregnancy. There are flat, opaque, or whitish 


`y 





plaques which may be only just visible or may cover the 
entire chorionic plate. There may be central liquefaction 
and pseudo-cyst formation, and sometimes there may be 
calcification; very rarely is thé maternal circulation 
impeded through the intervillous space. There is no 
reason why this common change should be associated 
with retention of the placenta. This is also true for a 
similar change occurring in the villi beneath the syncytium ; 
although the latter may be so extensive that an area of villi 
1s denied maternal nourishfent, with resultant infarction, 


4 
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Pathogenesis of Hydrops Foetalis and Icterus Gravis 
Neonatormm L 


Q.—If haemolysis is the manifestation of Rh iso- 
immunization, how does this produce hydrops foetalis, 
and why does icterus usually appear only after birth ? 


A.—Haemolysis causes hydrops foetalis by producing very 
severe anaemia, which in turn leads to cardiac failure. 

In the syndrome of icterus gravis neonatorum the serum 
bilirubin concentration is already raised at the moment of 
birth, and anaemia can almost always be demonstrated ‘if 
cord blood is examined. It is generally believed that bili- 
rubin is excreted by the foetus across the placenta and that 
the main cause of the post-natal rise in bilirubin concentra- 
tion is delay by the newborn infant in establishing an 
efficient means of excreting bilirubin. 


i Persistent Urinary Infection 


Q.—A man of 50 has a persistent Bact. coli urinary tract 
infection. The left kidney was removed four years ago (on 
account of attacks of left renal pain), the prostate last year 
(because of a chronic prostatitis), and now he is stated to 
have diverticulitis, which is thought to be the Basic lesion. 
What treatment is advised ? 


Az—The relationship between diverticulitis and a chronic 
urinary infection is obscure, unless a vesico-colic fistula is 
present. ‘If this is not the case and the urinary infection 
has proved resistant to all treatment, some underlying 
urinary stasis is probably present, Investigation of the 
sensitivity of the organism to the available urinary anti- _ 
septics might prove useful. Many patients with chronic 
and ‘intractable urinary infections are helped by taking 
very small doses of sulphadimethylpyrimidine (“ sulpha- 
methazine ”) daily; 4-1 g. daily (1-2 tablets) | can usually ~ 
be taken indefinitely without the organism becoming 
sulphonamide-resistant and is sufficient to keep the infec- 
tion in check, reduce the pyuria, and, provide marked 
symptomatic relief. This treatment may not be possible 
if renal insufficiency is present. In this case regular small 
doses of chloramphenicol, 250 mg. twice daily, may prove 
useful, though it is too early to say how long this can be 
continued. 


% 
Oestrogens and Progesterone in Rheumatoid Arthritis 


Q.—Have oestrogens and/or progesterone any value in 
the treatment of long-standing rheumatold arthritis ? 


A.—No. : 
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` THE PREVENTION OF WHOOPING-COUGH BY VACCINATION 
Ei : A MEDICAL RESEARCH COUNCIL _INVESTIGATION* 


Since 1942 investigations have been in progress under 
the direction of the Whooping-cough Immunization 
Committee of the Medical Research Council to assess 
the prophylactic value of pertussis vaccines. From 1942 
to 1944 controlled trials were made in Oxford City with 
children attending welfare clinics and day nurseries, and 
also in Oxfordshire, Berkshire, and Buckinghamshire 
with children in residential nurseries. A report of this 
work: was published by McFarlan, Topley, and Fisher 
(1945). No significant difference was observed in 
the incidence or severity of the disease between the 


- vaccinated and unvaccinated groups. In the Oxford 


City trial 12.5% of 327 vaccinated and 14.1% of 305 


_ unvaccinated children developed pertussis, while in 


those residential nurseries in which whooping-cough 
occurred 55% of 33 vaccinated children and 63% of 30 
unvaccinated children were attacked. Similar unfavour- 
able results have been reported by others. Doull and 
his colleagues (1939) described a trial, comprising 479 
vaccinated and 496 unvaccinated children who were the 


_older siblings of the former, in which the numbers of 


. 


cases of pertussis in the two groups were 74 and 94 
respectively. Siegel and Goldberger (1937), in a trial in 
a tuberculosis sanatorium, reported attack rates in 
children exposed to the disease of 53% in the vaccinated 
and 58% in the unvaccinated groups. ‘ 
~On the other hand, the majority of vaccination studies, 


most of which were made in the United States of 


~X 








*The following collaborated in this investigation : 
Members of the Whooping-cough Immunization Committee of 


the Medical Research Council: Professor S. P. Bedson, F.R.S.’ 


(chairman), Dr. W. C. Cockburn, Dr. E. T. Conybeare, Professor 
R Cruickshank, Professor A. W. Downie, Professor A. Bradford 
Hill, Dr. P. L. Kendrick, Dr. J. Knowelden, Professor J. W. 
McLeod, F R.S., Dr. H. J. Parish, Mr. A. F. B. Standfast, 
Dr. G, S. Wilson, Dr. D. G. Evans (secretary). 

Medical Officers of Health: The late Dr. G. C. Williams 
(Oxford); Dr. C. Metcalfe Brown (Manchester); Dr. F. Roy 
Dennison (West Ham); Dr. G. Hamilton Hogben (Tottenham); 
the late Dr. A. G. Morison and Dr. E. Grundy (Wembley); 
Dr. J. Johnstone Jervis, Dr. J. F..Warin (Deputy M.O.H.), and 
Dr. I. G. Davies (Leeds); Dr. D. Regan (Edmonton). 

Field Workers: Dr. M. Fisher and Miss C. Rudkin (Oxford); 
Dr. A. V. Magee and Miss O, I. Howell (Manchester); Dr. W. C. 
Cockburn, Miss M. A. Massey, and Miss M. M. Wall (Wembley, 
Tottenham, and Edmonton); Dr. G. R Baxter and Mrs. E R. 


Beard (Leeds); Dr. F. Barasi and Mrs. L. J. Bunch (West Ham). 


Laboratory Workers: Dr. R. Knox (Oxford); Dr. H. W. Clegg, 
Dr. H. R. Cayton, and Dr. M. T. Parker (Manchester); 
Dr. A. J. H. Tomlinson and Dr. H. D. Holt (Colindale); Pro- 
fessor J. W. McLeod, Mrs, E. H. Farnworth, and Dr. B. Dawson 


(Leeds); Dr. W. W. ‘Walther (West Ham). 


Tho trials were planned with the advice of the Statistical 
Research Unit of the Medical Research Council and were arranged 
and supervised by Dr. W. C. Cockburn. 

The results were analysed and the report prepared by Dr. W. C. 
Cockburn, Dr. D. G. Evans, and Dr. J. Knowelden. 


' an interval of four weeks. 


America and Canada, indicated that pertussis vaccine 
produced a significant degree of protection. Many of 
these studies were reviewed by Felton and Willard (1944) 
and by: Tudor Lewis (1946). The first hopeful results 
were obServed by Zachariassen (see Madsen, 1933). in 
two epidemics in the Faroe Islands. A plain vaccine 
was used prépared from freshly isolated strains of 
Haemophilus pertussis. In the first epidemic, vaccination 
was begun during the outbreak and was found to have 
no effect on incidence, although it was reported to have 
reduced the severity of the disease. In the second 
epidemic, vaccination. was completed shortly before the 
outbreak occurred, and of the 1,832 vaccinated childre: 


. 715% contracted pertussis, compared with 98.2% among 


the 446 unvaccinated children. Encouraging results 
were later obtained by Sauer (1937), who used a plain 
vaccine prepared from strains which fulfilled the criteria 


- for phase I H. pertussis described by Leslie'and Gardner 


(1931). In this investigation Sauer vaccinated 1,122 
children, and reported that of 128 who were subsequently 
‘exposed to’ pertussis, 94 in their own homes, only six 
developed the disease. -Of the many studies made with 
plain vaccine the best known are those conducted by 
Kendrick and Eldering (1939). These studies comprised 
a total of 47212 children, divided into vaccinated: and 
unvaccinated groups which were similar in a number of . 
respects. Of children exposed to infection in the home 
34.9% in the vaccinated group contracted pertussis com- 
pared with 89.4% in the-umvaccinated group. 

In the majority of studies with plain vaccine the total 
dosage was relatively large in volume (sometimes 7 ml.) 
and in numbers of organisms (70 to 120 thousand 
million), and was given in three to five injections. More 


‘recently investigations have been made to determine 


whether effective protection could be obtained with 
alum-precipitated pertussis vaccine when given in smaller 
doses than those used with plain vaccines. Bell (1941, 
1948) made two well-controlled trials, the first with alum- 
precipitated vaccine alone and the second with alum- 
precipitated combitied pertussis vaccine and diphtheria 


toxoid. In each trial the total dose of vaccine was 20 


thousand million organisms, given in two inoculations at 
The incidence of the disease 
among the unvaccinated children was thrée to four times 
greater than that among the vaccinated. Kendrick 
(1942, 1943) also obtained good results with an alum- 
precipitated vaccine which was given in three doses. 

In view of these favourable reports the Whooping- 
cough Immunization Committee concluded that the 
vaccines used in their trials in 1942-4 differed in some 
material though unknown way from those vaccines 
which had been shown to give protection. The Com- 


mittee therefore decided to carry out a new séries of | 
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field trials with a number of vaccines prepared in 
different laboratories and to include vaccines of 
American ‘origin which in previous studies had been 
reported to give.substantial protection. 

The first trial in this new series was in Oxford City. 
Three batches of Sauer vaccine, prepared by Messrs. 
Parke Davis & Co., of Detroit, were tested. In all, 
1,530 children between the ages of 6 months and 5 years 
were inoculated, 785 with pertussis vaccine and 745 with 
“anticatartrhal” vaccine coritaining no H. pertussis. 
‘ After inoculation the children were observed for a period 
of two to three years. The total number of definite cases 
of pertussis diagnosed in those thildren whe received 
pertussis vaccine was 113 and in those who received 
“ anticatarrhal” vaccine’ 165, giving attack rates per 
15000 child-months ‘of observation of 5.28 and 8.17 
respectively. In addition to these definite cases there. 
were 143 doubtful cases—80 in the group which received 
pertussis vaccine and 63 in the comparative , group. 
This trial was begun during the war, in 1944, when it 
was impossible to obtain adequate staff,to deal with 
intensive follow-up investigations. Further, the staff 
necessary and the number of visits required to ensure 
the standard of accuracy needed in these trials were, at 
this early stage, underestimated by the Committee. The 
follow-up-studies, therefore, were in many cases incom- 
.Plete. For this reason the Committee does not propose 
to draw any firm conclusions from the results of this 
early trial, though, it appears unlikely that thè vaccines . 
were highly effective. The trial, however, provided in- 
valuable information regarding the problems associated 
with: organization, and the subsequent trials, reported 
below, were planned in the light of experience gained 

in the Oxford investigation. 


` 


General Plan of Investigation 


In all trials a uniform plan was followed. Children 
between the ages of 6 and 18 months, whose parents 
agreed that they should be inoculated, were divided by 


- the method of random sampling into two groups of 


approximately equal size. The children in one group 
were inoculated with pertussis vaccine and are referred 
to subsequently as “ vaccinated.” Those in the other 
group were given a similar dose of “ anticatarrhal” 
vaccine which contained no H. pertussis and are referred 
to subsequently as “unvaccinated.” After inoculation 
each child was visited at frequent intervals for a period 
of two to three years by a nurse-investigator. Neither 
the parents nor the observers knew whether a child was 
in the vaccinated or the unvaccinated group: 
\ 


« Messrs. Burroughs 


Five batches of pertussis vaccine from three manut 
facturers—Messrs, Parke Davis & Co., of Detroit, the 
Michigan Department of Health, and Messrs. Glaxo 
Laboratories Ltd.—were used in ten separate field 
trials in Leeds, Manchester, Tottenham and Edmonton, 
Wembley, and West Ham. Information‘on the nature 
and dosage of the vaccines and the areas to which they 
were allocated is given in Table I. The “ anticatarrhal ” 
vaccine was prepared specially- for the inquiry by 
ellcome & Co. It contained killed 
suspensions of Staphylococcus aureus, Streptococcus 


‘pneumoniae, Corynebacterium hofmannii, and Neisseria 


catarrhalis, and was similar in turbidity to the plain 
pertussis vaccines. 
bottle as that.used for the pertussis vaccines _ 


Procedure in the Field 


In each trial area a “ pertussis team ™ was appointed 
comprising a full- or part-time medical officer, a nurse- 
investigator for'each group of 400-500 children, and a ` 
full- or part-time clerk. The members of the teams in 
most areas were appointed from the staff of the local 
health’ department who hdd had close associations’ in 
their routine work with mothers of young children and 
experience in the administration and day-to-day ‘work of 
diphtheria immunization schemes. ere it was not / 
possible to make such arrangements the teams were 


It was dispensed in the same type of ` 


appointed by the Committee in collaboration with the | 


medical officer of health.- 


Propaganda 

Parents with children aged 6~18. months were given a 
pamphlet, to which was attached a parent’s consent form, 
explaining the scheme. The pamphiét was either sent 
by post, distributed at welfare centres, or handed to the 
mothers by a health visitor on her routine visits. In the 
pamphlet it was made clear that the vaccines were being 
tested, that it was necessary to inoculate some of the 
children with a substance which was not whooping- 
cough vaccine, and that parents and observers would not 


know until the end of the investigation whether.a child . 


was in the vaccinated or the unvaccinated group. In 
addition, posters were displayed in welfare centres and 
nursery schools, and in some areas the medical officers 
of health publicized the scheme with the help of the 
Press, the cinema, and the radio. A letter was sent to 
all general practitioners in the area giving them details 
of the plan and inviting them to co-operate by giving 
advice on the scheme to parents and by: informing the 
health department of suspected cases of pertussis among 
trial children under their care. 


1 
FABLE I—Trial Areas, Vaccines, and Dosage Schedules : 





Maccine í g Dosage Schedule 
Trial Area Des | Eees in Milltons Doses at at Total D Doso 
Batch ' Manufacturer | Demon | in Mili 
A ea rertoan Count)* ai Cr ) of Organisms 
Manchester Sauer 087860 R e Davis & Co, | Plain suspension 15,000 ee a 2,3 90,000 
Manchester, Tottenham and | Michigan D231 —_ Dept. of 10,000 + 1, ee aes 60,000 
Edmonton, Wembley 

Leeds. Glaxo 61 becca Laboratories oe 0-75, 075 112,000 
Leeds. Glaxo 174 50,000 aap ee 0,75 112,000 ` 
West Ham Glaxo 174 50, "000 100,000 


Manchester, Tottenham and | Michigan A236 
Edmonton, Wembley Z 





Tig Da of | Plain suspension 


10,000 1, 2,3 60,000 





in terms 


* Concentrations of all vaccines are 
considerably in density (see McFarlan, Topley, and ia Fisher 1945). 





of the American count, as British and American vaccines, with the same labelled concentration, differ 


\ 


ra 
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: Allocation of Children to the Vaccinated and Unvaccinated 

f r Groups ? i 

On receipt of signed consent forms from the parents, 
children with no previous history of pertussis or of pre- 
vious inoculation with pertussis ‘vaccine were classifiéd ' 
by sex and placed in one of the following age groups: 
6-8, 9-11, 12-14, and 15-17 months ; a few children were 


accepted just after they had reached the age of 18 


months. For each age and sex group, ‘sheets were 
previously drawn up on which vaccine letters A, B, C, 
and D in random order were repeated a sufficient 
number of times to deal with all expected volunteers in 
the appropriate age and sex group. As each child’s 
name was received it was written in the first vacant space 
on the appropriate sheet, and the yaccine letter opposite 
the child’s name determined what it should receive and 
was inserted on the child’s record card. 

Although four vaccine letters were used, two of them 
in fact indicated the pertussis vaccine being tested in the 
trial and the other two the “anticatarrhal” vaccine. 
It was thought that by. employing this method field- 
workers would be less likely to ‘distinguish the 
pertussis vaccine from the “ anticatarrhal” vaccine. 
As the early trials progressed it became evident that more 
cases of pertussis were occurring in children inoculated 
with vaccines A and C—the “ anticatarrhal ” vaccines— 
than in children with vaccines B and D—the pertussis 
vaccines. There was also. some difference in “the 
incidence of slight inoculation reactions. between the 
pertussis and ‘“‘anticatarrhal” vaccines. To ensure, 
therefore, that follow-up observations remained un- 
biased, the vaccine fetter on each record card was 
covered by a thick label until the end of the investiga- 
tion or until the duration and severity of an attack of 
pertussis had been recorded on the card. 


a Inoculation of Children : 

When sufficient names had been obtained, clinic 
sessions were arranged on an appointment system. On 
arrival at the clinic the children were’ inoculated with 
vaccine from the bottle labelled with the appropriate 
vaccine letter. Three inoculations were given at monthly 
intervals: .In general the inoculations were given intrà- 
muscularly, although in some areas at the beginning of 
the tridls they were given subcutaneously. One child in 
every five was visited 24-72 hours after each inoculation, 
to determine the severity of the reaction. 

‘If a child failed to attend for the first inoculation, a 
second and, if necessary, a third appointment was 
arranged, and if these were not kept, no further steps 
were taken and the child was excluded from the trial. 
Further appointments were also made for those children 
who failed to attend for the second or third inoculation, 
and if they still failed to attend they were visited to- 
ascertain the reason. In most cases a satisfactory reason 
was obtained. ; 


. i : re 
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When each child received the last inoculation the 
mother was given a report slip in a stamped ‘envelope 
addressed to the health department and was instructed 
to post this slip if the child had been in contact with 
whéoping-cough or had developed suspicious symptoins. 


Follow-up Observations 


_. When the course of inoculations was completed each 
child visited monthly by a nurse-investigator until 
the end of the investigation or until it was excluded from . 
the trial. On the first visit the information already 
entered on the record card was checked and notes were 
made of the duration of breast-feeding and of the 
number of other children under 14 years of age living 
in the house. On subsequent monthly visits informatien 
was obtained on exposures to pertussis, the incidence of 
upper respiratory-tract infections, the history of diph- 
theria immunization and smallpox vaccination, and the 
incidence of measles, chicken-pox, bronchopneumonia, 
and diphtheria. i 


When it was found, either om a routine visit or by ` 


receipt of the report slip from the parent, that a child 
had been exposed to pertussis oy had developed 
suspicious symptoms, repeated visits were made to 
determine the diagnosis and to assess the severity of the 
attack if it proved to be pertussis. So far as possible 
these special visits were made by the senior nurse-_ 
investigator or by the medical member ofthe pertussis 
team. During the special visits a detailed history of the 
intimacy and duration of exposure was obtained and, 
where possible, nasopharyngeal swabs were taken. 
Sometimes swabs were also taken from the presumed 
infecting case. The mother was asked to make notes of 


‘ the number of paroxysms during each 24 hours at the 


height of the disease. Notes were also made by the 
observers of the nature and severity of complications. 
At the end of the- illness the degree of severity of the 
attack (see footnote to Table VI) and the duration of 
the cough were recorded. 

Once childrerr‘who had developed pertussis were con- 
sidered to have made a complete recovery, nurse- 
investigators were not required to visit them more 
often than every three months, although in fact in most 
areas it was found convenient to continue the monthly 
visits. These visits were necessary to obtam information 
on diphtheria immunization, on smallpox vaccination, 
and on the incidence of other infectious diseases. 


Number of Children and Duration of Trials 


The number of children whose parents agreed to take 
part in the investigation was 8,927, of whom 4,515 were 


_ allocated to the vaccinated and 4,412 to the unvaccinated 


group (Table I). Of these, 7,558 completed the course 
of inoculations—3,801 in the vaccinated and 3,757 in the 
unvaccinated group. ‘Most of the remainder, 1,369 in 
all, were. children whose parents repeatedly failed to 


j : ‘N , 1 re 
a ~ Taste H.-—Numbers of Children in All 10 Trials 








Va 


Total'children entered for inoculation .. k 
Excluded before df inoculations* 
Total number given a ` 
Excluded during follow-up period an Ss 
Total number remaining at end of ‘ollow-up period 







ccinated 
(Inoculated with Pertussis Vaccine) 












A Unvacelnated 
(Inoculated with “ Anticathrrhal ” Vaccine 

















* Persistont dofaulters; developed or were in contact with pert 
+ Moved from arce; relnoculated by private doctor: dea 
children, up to the time when they were lost from the invest: , Were 


t 


? 


not associated with pertussis or 
included in the analysis. 


on; 


s; moved from area; illness or deatb not associated with pertussis or inoculation. 
uncooperai 


tive parents. Observations on these 
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keep appointments for the first inoculation. After the 
first inoculation few parents defaulted, and those that 
did had good reasons, such as prolonged illness in. the 
child or removal from the trial area. The period for 
observation began ds soon as each child received its 
third inoculation. After the completion of inoculations, 
848 children were lost from observation at varying 
intervals, in most cases because they left the area. Other 


reasons for, withdrawal are given in the footnote to” 


Table II. Observations on these children, up to the time 
when they were lost from the investigation, were in- 
cluded in the analysis.” At the end of the investigation 
6,710 children remained ; 3,358 were in the vaccinated 
and 3,352 in the unvaccinated grotip. 

. eIrials were begun between November, 1946, and 
April, 1948, and were completed during 1950. In all 
trials, except that in West Ham, the inoculations were 
given within a period of three to six months; in’ West 
Ham most of the children were inoculated during the 
first year of the. investigation. On the average, each 
child was observed for 27 months after its third inocu- 
lation ; the average period varied from 23 to 30 months 
in the separate trials. The period of each trial in relation 
to the incidence of notified cases of pertussis in the 
general population is shown in .the Chart. 


Similarity of Vaccinated and Unvaccinated Groups’ 


- The method of allocation of the children to vaccinated 

and unvaccinated groups was found, by examining 
certain relevant attributes of the children, to give two 
groups of closely similar character. It is clear from 
Table ID, which relates to all 10 trials, that the two 
groups were similar in the number of children, their 
average age, the average number of children (including 
the trial child) under 14 years of age in the families, 
and the average duration of the period over which they 
were observed. ‘Furthermore, the similarity of the two 
groups was evident from the information relating to 
-breast-feedirg, infectious diseases other than pertussis, 
immunization against diphtheria, and vaccination 


INCIDENCE OF PERTUSSIS PER 10.000 POPULATION 





1946 


Chart showmg notified incidence of pertussis ` per 10,000 
population (all ages), from 1946 to 1950, in the trial areas. The 
horizontal blocks indicate the period .of the trials and the shaded 
areas the period during which the inoculations were given. In 
the West Ham trial the densely shaded area indicates A the period 
during which the majority of children were inoculated 


~ 


1547 1948 1919 1950 


against smallpox. In each separate trial also, the two. general reactions were observed, although a number of 


groups v were similar in character. 


t 


Reactions to Inoculations 


One child in every five in the vaccinated and un- 
vaccinated groups was visited 24-72 hours after each 
inoculation. With the plain vaccines no severe local or 


children developed a rise in temperature within 24 
hours of inoculation, and in some the site of inoculation 
was red and swollen for one to two days. In only a 
few instances were the reactions such that the mother - 
Tefused to co-operate further. There was no apparent 
increase in the incidence of reactions after the second 


TABLE II.—Similarity of Vaccinated and Unvaccinated Groups in All 10 Trials 





R è Vaccinated 


Total No of children given 3 inoculations 

Average age (months) .. ae a 

Average duration of observation per chfid (months)| 

pata a No of children under 14 years per house- 
2 si a a 


Average cama: of breast-feeding (months) : 
No not not breast-fed sie 
No. where history not known :. 


No of cases of certain other eons diseases 
woe daring the trial F 


nck mamona 
Diphtheri 
Total 
No. known to be: 
Vestal apa aah 
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‘and third inoculations, In trial areas where alum- 
precipitated vaccines were used, six children developed 
sterile abscesses. f - 

Byers and Moll (1948), Toomey (1949), and others, in 
the United States of America, and Anderson and Morris 
(1950), in this country, reported the occurrence of con- 
vulsions and encephalopathies as rare complications of 
pertussis vaccination. Martin (1950), McCloskey (1950), 
Geffen (1950), and Bradford Hill and Knowelden (1950) 
drew attention to the occurrence of ‘poliomyelitis in 
which the paralysis affected with undue frequency the 
, limb which had recently been injected with diphtheria 

or pertussis or with the combined prophylactic.. These. 
reports were made while the present studies were in pro- 
gress, and the records of all children who had completed 
the course of inoculations were carefully scrutinized and 
most of the children who had not completed the’ 
course were revisited. None of the children had a history 
of convulsions, and in none did poliomyelitis develop 
within the arbitrarily chosen period of two months after 
inoculation. In only two trials—Manchester II and 
Leeds I—were the children inoculated during periods of 

, high incidence of poliomyelitis, and asthe numbers of 
children were relatively small the risk of any one child 
developing poliomyelitis was remote. 


Incidence and Severity of Pertussis 
Attack Rates Per 1,000 Child-<nonths of Observation 

In all ten trials the total number of cases of pertussis 
diagnosed in the vaccinated groups was 149 and in the 
unvaccinated groups 687 (Table FV).. The corresponding 
attack rates per 1,000 child-months of observation were 
1.45 and 6.72—a ratio of 1:4.6. This difference in 
attack rates is clearly significant. In both vaccinated 
and unvaccinated groups the attack rates in females were 
higher than in males, an observation in agreement with 
previous epidemiological studies. 

It is also evident (Table V) that in each separate trial 
the attack rate in the vaccinated was substantially less 
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than in the unvaccinated group, but the ratio of the 
attack rates was not the same for all trials. These 
differences in ratios.are taken into account when com- 
’ paring the potency of vaccines (Table XIV). 


i 


Attack Rates in Children Known to Have Been Exposed to 
Pertussis 


Analysis of information on the exposure of the chil- 
„dren to pertussis showed that such occurrences could 
be conveniently divided into two categories: (1) “ Home 
exposures ”—children exposed in their own homes to 
infection in one or more siblings ; (2) “ other exposures ” 
—children exposed to infection in day nurseries, in 
nursery schools, at parties, in cinemas, in buses; and 
while playing outside the home with other children. 
The figures for each of these categories are given for 
each trial and also for all 10 trials (Table VD. In the 
table the number of exposures to pertussis is recorded, 
not the number of children exposed, as some children 
were exposed on more than one occasion. Exposure to 
infection could also occur after a child in the trial had 
developed pertussis, but such exposures were not 
recorded. ` ' ‘ 


The average attack rate in the “ home exposures ” for 


all 10 trials was 18.2% in the vaccinated and 87.3% in 
the unvaccinated groups. A high incidence of pertussis 
occurred in the unvaccinated group of each trial ; in only 
one trial was the attack rate less than 75%. The attack 
rates in the vaccinated groups varied considerably with 
the different trials, and this variation is considered when 
comparing the potency of the vaccines (Table XIV). 
~ With the “other exposures,” the average attack rate 
for all 10 trials was 8.3% in the vaccinated and 38.0% 
in the unvaccinated groups. In this category the attack 
rates in both groups varied, but the variation was not as 
great in the unvaccinated as in the vaccinated groups. 
A history of exposure was not obtained for every 
case, and 65 children in the vaccinated and 323 in the 


TABLE IV.—Number of Cases of Pertussis and Attack Rates per 1,000 Child-months of Observation in Vaccinated and 
, Unvaccinated Groups in All 10 Trials 
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TABLE V.—Number of Cases of Pertussis and Attack Rates per 1,000 Child-months ‘of Observation in Vaccinated and . 
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TABLE VL—Number of Cases of Pertussis and Percentage Anak Rates by Type of ‘Exposure in. Vaccinated and Unvac- 
cinated Groups in Each Trial 


















1 | Sauer 087860 8 22 
I Michigan D231 0 0 
I 1 1-1 
H 2 100 
I 1 30-4 
pi 7 241 
Esi 7 38-9 
DI 3 11-5 
u 2 143 
u 0 








unvaccinated groups developed 
source of infection being ktiown. 
It is of interest that in the “home exposures,” the 
“other exposures,” and in children with no history of 


pertussis without the 


exposure the ratios of the incidence of pertussis in the ` 


‘ vaccinated to that in the unvaccinated children was 
‘almost identical—namely, 1:4.8, 1:4.6, and 1:5.0. 


Severity and Duration of Attack 
The assessment of the degree of severity of attack was 


based, in general, on the parent’s record of the number ` 


of paroxysms in 24 hours during the height of the disease 
(see footnote to Table VII). Parents varied in their 


Taste VII—Degree of Severity of Attack in Diagnosed Cases of 
Pertussis in All 10 Trials 


Vaceingted (149 Cases) 


Unveceinated (687 Cases) 





* 1 = An abortive attack, with or without occasional 


bacterlo! . 2 = Fewer than 10 paraxysms in in 2A ours at height of 

discass. = 10-20 paroxysms in 24 hours at height of disease. 4 = More 

fhan 20 paroxyams in 24 hours at tof 5 m Attack complicated 
i REY , ete 


ability to keep accurate records of the number of 
paroxysms and, in any event, no record'could be made 
of the severity of each paroxysm. As a general guide to 
severity of attack, however, the method was valuable, 
particularly as neither parents nor members of the team 
knew whether any.one child suffering from the disease 
was in the vaccinated or.the unvaccinated group. | 


The severity of attack for cases in both the vaccinated, 


and the unvaccinated groups for all 10 trials is given in 
Table VIL Degrees of severity of 1 and 2 may be con- 
sidered as mild, and 3, 4, and 5 as moderate, severe} and 
complicated attacks. ‘In the vaccinated 73.2% of cases 
were mild compared with 24.1% in the unvaccinated 
groups. Two complicated cases occurred in the 
vaccinated, compared with 28 in the unvaccinated. 
There were no deaths i in either group. 


An additional indication of severity was obtained by - 


-recording the duration of the cough (Table VIII). By 
this method also, a-difference between the two groups 
was observed: 44.3% of cases in the vaccinated had a 
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cough for less than sıx weeks, compared with 14.4% in 
the unvaccinated groups. 

Similar differences in severity -and duration of attack 
between vaccinated and unvaccinated ‘children were 
observed when each trial was considered separately. 


Taste VIU.—Duration o Cough dn in Diagnosed Cases of Pertussis 
n 






Vaccinated (149 Casea) Unvaccinated (687 Cases) 








“No of 
cases’. 178 | 159 | 240 
Percentag 26m4 | 23-6 | 35-6 
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856 





Duration of Immunity 
` An analysis was made which indicated that during the 
period of observation there was no waning in the degree 
of protection afforded by the pertussis vaccines. Attack 
rates at intervals after inoculation are given in Table IX 
for those vaccinated and unvaccinated children who were 


TABLE 1X.—Percentage Attack Rates in “ Home Exposures” at 
Intervals After Inoculation in Vaccinated 
Children in All 10 Trials 


and Unvaccinated 











’ exposed to infection in their own homes. It is evident 


that the attack rate in the unvaccinated children was 
almost constant during the whole period of observation, 
and it is therefore justifiable to compare the correspond- 
ing attack rate in the vaccinated children. Throughout 


the period of observation the attack rate in the vac- 


cinated children remain 
showed no evidence of 
inoculation. 

A further analysis was made for each of the five 
vaccines separately, and for none of, them, within the 
limits of the small numbers of cases involved, was, there 
evidence- of waning immunity during the period of 
observation. ; 
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Occurrence of Coughs not Diagnosed as Pertussis After Exposure 
to Infection : 

After reported exposure to pertussis particular atten- 
tion was paid to all children for a period of 42 days. 
During this period a number of children developed a 
cough which was not paroxysmal in character. ‘Most of 
those int whom the cough lasted for more than 
a week were swabbed. The average number of swabs 
taken from each child was 1.5. From some of these 

„cases H. pertussis was isolated, and they were recorded 
as cases of pertussis with a degree of severity of 1, but 
in the majority no bectiriclogical evidence of pertussis 
infection was obtained. : 

The duration of the cough in ‘ies cases is given iñ 
Table X. Itis evident that in 90% of the children the 


f Taere X.—Duration of Cough in Children Who_Did Not Develop 
Pertussis but Who had a Cough which Began Between 7 and 
42 Days After Known Exposure to Pertussis 
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Vaccinated, (231 Children) 


Unvaceinated (129 Children) 
en os 
Duration (Weeks) 





















45 | 46127] 5 | 6 
34-9 | 35-6 | 20-9 | 39 | 47 
sa Eta baso srad 
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cough was of short duration, lasting for less than four 
weeks, and that there was no pronounced difference be- 
tween the vaccinated and unvaccinated groups in its 
average duration. Further, from Table XI it is evident 


.y Taste XI. eines of Cough in Children who Did Not Develop 


ertussis After Exposure 








as 
Percentage ot cases of Cough i exposures not 





that the incidence of this type of cough in those who 
were exposed to pertussis but did not develop it was 
similar in both groups. For these reasons it was ‘con- 


- sidered that most of these cases were not due to infec- 


tion with H. pertussis. 


Bacterlological Observations 


Swabs were taken from 806 (96.4%) of the 836 clini- 
cally diagnosed cases (Table XII). Postnasal swabs were 
used in the early stages of the ee but later it 
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was found that pernasal swabs gave better results 
(Cockburn and Holt, 1948) and these were then used 
ın all areas. So far as possible the swabs were obtained 
in the first two weeks of the disease and the average 
number of swabs per child was ].85 for all trials ; the 
figures for the separate trials are also given in Table 
XI H. pertussis was isolated from 59.8% of the cases 
which were swabbed and from 57.7% of all cases 
diagnosed. The,proportion of clinical cases confirmed 
bacteriologically varied from area to area, but the per- 
centage in the vaccinated was similar to that in the un- 
vaccinated group for each’trial and forall trials together 
(Table XIM). 


TABLE XUI. —Number id Percentage of Bucterlologically Con- 
firmed Cases in Vaccinated and Unvaccinated Groups in All 


10 Trials | 


i x Vaccinated | 














i Haemophilus parapertussis was isolated from 24 chil- 
None of these 


were in West Ham, and the remainder were dis- 
tributed in the other trial areas.. There were 10 


cases in the vaccinated and 14 in the unvaccinated: 


group. Nearly all were mild; in 21 the degree 
of severity was 3, and in 18 the cough lasted. less than 
six weeks. Haemophilus bronchisepticus was isolated 
from one case with clinical symptoms of pertussis which 
occurred in Leeds. The child had a cough for six weeks 
and the degree of severity was estimated:as 3. There 
have been previous reports of the isolation of H. para- 
pertussis from cases clinically diagnosed as pertussis 
(Bradford and Slavin, 1937; Eldering and Kendrick, 
1938 ; Miller et al., 1941 ; Cfuickshank and Knox, 1946 ; 
Sohier and Fauchet, 1949), and a case, with symptoms of 
pertussis, from which H. bronchisepticus, was isolated 
has also been described (Brown, 1926). 

Serological tests were made in a number of children 
in both the vaccinated and unvaccinated groups at vary- 
ing intervals after inoculation and the results will be 


. referred to in a later report. 


a 


Comparison of the. Prophylactic Potency of the Vaccines 


It is not possible fromthe results of these trials to 
make a direct comparisen of the prophylactic potency 
of the vaccines, as they were not tested in the same area 


TaBLe XII—Number and Percentage a Cases From Which H. pertussis, was Isolated by Swab Culture in Both 
Vaccinated and Unvaccinated Groups in Each Trial . 
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and at the same time. In Table XIV, ‘however, the 
attack rates in children have been compiled for each 
vaccine and the corresponding attack rates in the -un- 
vaccinated children are also given. It is evident that the 


Tants XIV.~—Attack Rales in Vaccinated and: Unvaccinated - 
Groups for Each Batch of Vaccine Tested 









Sauer 087860 


Michigan D231 ` 29 
Gusee S] ion 
Glaxo 174 463 





attack rate per 1,000 child-months of observation in thé 
unvaccinated children for each of these vaccine groups 


- was almost constant, varying only from 6.48 to 7.04. 


This was no‘doubt due to the fact that the incidence of 
pertussis in the general population, over the whole period 
of the investigation, was alike in each trial area and that 
no large epidemic occurred (see Chart). There was only 
slight variation also in the attack rate‘in the unvaccinated 
children exposed in the home—from 725% to 90.7%— 
and considerable uniformity was evident in the attack 
rate in the unvaccinated children in the “other 
exposures ” category—from 32.9% to 46.3%. ` 

It ıs justifiable, because of these similarities in the 
incidence. of pertussis in the unvaccinated groups, to 
compare the prophylactic value of the different vaccines. 
Each vaccine gave substantial protection. It is evident 
that for the trial with the Sauer vaccine the ratio of the 
attack rate per 1,000 child-months of observation in the 
vaccinated to that in the unvaccinated group was 1:2.5. 
There was a slightly greater degree of protection with 
each of the two Glaxo vaccines, where the corresponding 
ratios were 1:3.3 and 1:3.6. The two Michigan vaccines, 
however, gave a considerably greater degree of protec- 
tion than any of the others; the ratios with these were 
1:7.3 and 1:10.8. Similar differences in the degree of 
protection are revealed by the rates of attack in “ home 
exposures ” and “other exposures.” i 


Further Studies 


It is evident from the results of these field trials that 
pertussis vaccines may vary considerably in their protec- 
tive property. This variation in potency is possibly 
related to the many variables concerned in the prepar- 
ation of vaccines, such as the selection of strains, the 
composition of the medium on which the organisms are 
grown, the method of harvesting the growth, and the 
nature of the killing and preservative agents. In these 
trials the yaccines prepared by the Michigan Department 
of Health proved to be more potent in the field than 
any of the others tested, and full details of the method 
of preparation have been made available to the Com- 
mittee. Vaccines prepared in this country’ by the” 
Michigan method are now being tested in the field in 
comparison with a new batch of Michigan vaccine with- 
the object of ascertaining whether the method, in the 
hands of British manufacturers, gives vaccines of high 
potency. Some of the field trials with these new vaccines 
have already been begun in Manchester, Oxford, 
Cardiff, Poole, Leeds, Tottenham, and Wembley. 

Although thë Michigan method of preparation may, 
in the hands of others, prove to give vaccine of high 
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prophylactic potency, it would not be advisable to adopt 
the method as a standard procedure, as other methods 
may be equally satisfactory or even better. The ideal 
method of controlling the prophylactic activity of 
pertussis vaccine would be to adopt a reference vaccine 
which has been shown to give substantial protection in 
the field and in terms of which the potency of other 
vaccines could be assayed by means of comparative tests 
made in the laboratory. Such a procedure is being 
investigated in the United States of America by the 
Biologics Control Laboratory of the National Institutes 
of Health and the Michigan Department of Health (Pitt- 


` man and Lieberman, 1948 ; Kendrick et al., 1947, 1949), 


and a provisional reference pertussis vaccine has been 
adopted (United States Biologics Control Laboratory, 
1948). 

The method of comparative testing employed by these 
workers necessitates ‘the immunization of mice with 
pertussis vaccine and the determination of ‘the level of 
immunity by the intracerebral challenge injection of 
virulent H. pertussis. It is, however, not yet known 
whether there is a correlation between this laboratory 
test and the ability of vaccines to induce immunity in 
children. It, was therefore decided to investigate this 
problem by testing the prophylactic property of a 
number of vaccines in children and comparing the 
results with those obtained by laboratory tests. With 
this aim in view, trials were begun in Manchester, 
Oxford, Cardiff, Poole, Walthamstow, and Leyton, and 
have now been in progress for two years. The results 
will be reported later. ` : 


l Summary and Conclusions 

Controlled trials were made to assess the prophylactic 
value of pertussis vaccine in children. Those between the 
ages of 6 and 18-months whose parents consented to take 
part in the study were divided by the method of random 
sampling into two groups of equal size. The groups proved 
to be strikingly similar in the average age of the trial 
children, the average number of children in the families, and 
the average duration of observation. The close similarity 


a 


of the groups was also evident from a comparative history ' 


of breast-feeding, infectious diseases other than pertussis, 
immunization against diphtheria; afid vaccination against 
smallpox. 

The children in one group (referred to as the vaccinated 
group) were inoculated with pertussis vaccine and those m 
the other (referred to as the unvaccinated group) with “ anti- 
catarrhal” vaccine containing no H. pertussis. Each child 
was visited at frequent intervals for a period of two to three 
years by a nurse-investigator. Neither parents nor observers 
knew to which group a child bad been allocated, + 

Five batches of pertussis vaccine from three manufacturers 
—Parke Davis & Co., of Detroit, the Michigan Department 
of Health, and Glaxo Laboratories, Ltd.—were tested. Ten 
separate field trials were made in five different areas. In 
all, 7,558 children were inoculated and followed up—3,80] 
in the vaccinated and 3,757 in the unvaccinated group. With 
only a few exceptions there were no severe local or general 
reactions after_inoculation. None of the children had con- 
vulsions and in none did poliomyelitis develop within two 
months of inoculation. ‘ 

In all the trials, 149 vaccinated and 687 unvaccinated 
children developed pertussis. The corresponding attack rates 
per 1,000 child-months of observation were 1.45 and 6.72, 
giving a reduction in the incidence of the disease of 78%. 
Among children exposed to pertussis in their own homes the 
attack rates were 18.2% in the vaccinated and 87.3% in the 
unvaccinated groups. cases that occurred in 'the vaccin- 
ated were on the average less severe and of shorter duration 
than those in the unvatcinated children. During the two- to 
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three-year periods of observation there was no evidence of a 
waning in the degree of protection afforded by the pertussis 
vaccines, 


Swabs were taken from 96.4% of all clinical cases, and in . 


59.8% a bacteriological confirmation was obtained. 

Each batch of vaccine gave substantial protection, but the 
two batches supplied by the Michigan Department of Health 
gave a considerably greater degree of protection than the 


others, 


Vaccines prepared in this’ country according to the method 
used by the Michigan Department of Health are now being 
tested in similar field trials. An investigation-is also being 
made in which the immunizing properties of vaccines as 
indicated by laboratory tests are being compared: with their 
prophylactic value in the field. 


The Whooping-cough Immunization Committee and the medical 
officers of health concerned wish to record their gratitude to the 
many parents who, in the full knowledge that their children would 
not necessarily receive pertussis vaccine, consented to take part in 
the investigation. They also wish to thank Messrs. Parke Davis 
and Co, of Detroit, the Michigan Department of Health, and 
Messrs. Glaxo Laboratories Ltd for the free supply of pertussis 
vaccines, and Messrs, Burroughs Welicome and Co for the free 
supply of “ anticatarrhal ” vaccine 

-1 

REFERENCES, 
Anderso: and Morris, D, (1950 
Bell, J. TA. ton Publ. Hith Rep. 


—— (1948). J. Amer ae 137, 1276. ‘ 
“Bradford, W. L., and Slavin, B -Ü Amer. J. publ. Bith, 27, 


Lancet, 1, 537. 
a , 1535. 


Brown, H. (1926). Johns (ba Hosp. Bull., 38, 147 
and Moll, F.C 8). Pediatrics, 1, 437. 
Se Holt, D. (1948). Mon. Bull. Minist 
oe "Lord kA EEA 
Cruickshank, and ao R. DiS) Ibid., 5, 233. 
Donli, J Rembe G S. G. E., Bancroft, H., 
MicCillana A ey "and Hosischer, . (1939). Amer. J. Dis 
Eldering. Ġ. and Kendrick, P. (1938). J. Bact., 35, 561 
Felton, Hi M, and Willard, C. Y. (1944). J. Amer. med. Ass:, 


aeng H. (1950). Med. Of. 
Hin, A. Bradford, and Knowelden, y 11950). British Medical 


Journal, 2 
Kendrick, P. L. (1942). goe ae publ. Hlth, 32, 615. 


— (1943), Amer. J. ys. 

-—- and Eldering, G. 193 id (Sect B), 29 133. 7 
—— —— on, ee Misner, J. (19 ho? ya J pubi 
Hih, wE i d Eld ager Ibid., 179 

race i Pee an a A 
Leslie, P. H ; and Gardner a ng ET J. Hyg., Came 31, 
Lewis, J. Tud », Me d. Offr, 76, 5. : 
McCloskey, B eit) Lancet, 1, 65 9. 
McFa A. M., Perley E., and ’ Fisher, M. (1945) British 
Medical Journal, > 5. 
Madsen, T. (1933). J. Amer. med. Ass., 101. IST, 
Martin, J 09 50), ‘Arch. Dis. Childh., 25 
Mie ee T., Saito, "M, and Silverberg, R. * lioan. J: Pediat , 
Pittman, M., and Lieberman, J. E (1948). T J. publ Hith, 
Sauer, L (1937). J. Ame med. Ass 
, Siegel, M., and Goldber; 


Ew Gian: To. 109, 1088 
D. Bull. A 


Sohier, R., and Fauchet S. cad. nat. Méd., Pais. 
133, 202. 


Toomey, J. A. Biologics J. Amer. med. Ass., 13 
United paa iolo Control Laboratory, National Institutes 
of Ha “ Minimum Requirements for Pertussis 
aca y 


The World Health Organization ıs helping the Indian 
Government take preventive action against possible out- 
breaks of cholera and malaria inf the famine-stricken area 
of Bihar. An appropriation of $30,000 was made to pur- 
chase bleaching powdeh to sterilize drinking-water as a 
measure against cholera, and proguanil tablets to prevent 
malaria. In presenting the Indian request for aid, the W.H.O. 
regional director for South-east Asia stated that the area 
affected, with a population of about 20.million people, is 
normally subject to outbreaks of cholera and malaria, and 
that the famine conditions that now exist are bound to 
aggravate the situation. 
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`” PROGNOSIS AND TREATMENT OF 
‘CARDIAC INFARCTION 
A SURVEY OF 200 PATIENTS ‘ 
BY 


CORNELIO PAPP, M.D. 
Clinical Assistant, Cardiac Department, Charing Ad 
s Hospital 


eA 


$ \ 
u AND 


K. SHIRLEY SMITH, M.D. F.R.C.P. 
Physician and’ Cardiologist, Charing Cross Hospital and 
London Chest Hospital 


The mortality in untreated series of myocardial infarc- 
~ tionjhas been extensively reviewed in recent publications 
(Tulloch and Gilchrist, 1950 ; Lancet, 1950). The figures 
given in different statistics vary between 20 and 40% . 
for the first four weeks following cardiac infarction. 
About 25% of the patients die either in the seizure or 
within two months of it, 50% by the end of the first 
year, 75% by the end of the third year, and 80% by 
the end of five years (Katz, Mills, and Cisneros, 1949). 
The average period of survival after the appearance of 
coronary artery disease, estimated at three and a half 
years by Levine and Rosenbaum (1941), is now said by 
McCain, Kline, and Gilson (1950) to be only one and 
a half years. Cardiac infarction is not a disease of 
uniform severity, and statistics, however large in number, 
give only a rough average of the variants encountered in 
cardiological practice. Although the prognostic signifi- 
cance of the individual symptoms was subjected to pains- 
taking analysis by Rosenbaum and Levine (1941) and by 
‘Mintz and Katz (1947), it is rather the grouping of 
symptoms into clinical features which determines the 

degree of gravity and the outcome of the disease. 

We were impressed by the fact that in a survey com- 
prising 109 cases of cardiac infarction, mostly untreated 
by anticoagulants, there were 33—almost one-third—in 
which shock and cardiac failure were absent and in 
which prolonged cardiac pain accompanied by conclusive 
electrocardiographic changes were frequently the only 
diagnostic features (Papp and Shirley Smith, 1951). Al 
these patients survived the two-months period of close 
observation: Post-mortem evidence has since proved 
that these slight coronary attacks correspond to sub- 
epicardial cardiac infarctions rarely reaching the endo- 
cardial surface. Others in our series were‘unmistakable 
examples of severe cardiac infarction showing the criti- 
cal combination of persistent circulatory shock and early 
congestive heart failure. A middle group of moderate 
cases could be formed of those in which the ominous 
symptoms of the severe group appeared only for a short 
time, in which shock did not outlast the pain, and in 
which signs of left ventricular failure did not go beyond 
fleeting basal crepitations. ` E 

It seemed worth while, therefore, to investigate separ- 
ately the prognosis of patients afflicted with slight, moder- 
ate, and severe infarctions ; to review the complications 
in the different groups and the ensuing disabilities ; and 
to correlate the clinical and electrocardiographic find- 
ings. It was hoped that this study might help to define 
the treatment of tbe individual case and lend some pre- 
cision to prognosis. Patients who had full anticoagulant 
treatment were considered separately. 
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Material and Method of Study 


From May, 1948, till the end of December, 1950, 
200 consecutive cases of cardiac infarction (25 of them 
treated with anticoagulants) were collected from three 
different sources—from .- consultant practice (K.S.S.), 
from general practice (C.P.), and from Charing Cross 
Hospital in- and out-patient departments. These were 
partly recent cases with infarctions less than a fortnight 
old, and partly older ones which came for control and 


in which detailed data of the original attack were avail- - 


able. Each case was assessed on the basis of the clini- \ 
cal and electrocardiographic signs exhibited dufing the 


attack, dnd was ‘classified as slight, moderate, or severe. 


The condition for inclusion in: the series was that at 
least two conclusive electrocardiograms should show the 


. usual serial changes seen in cardiac infarction, except in 


the case of-patients who died within days, when one con- 
clusive cardiogram was accepted as evidence. Patients 
‘seen in hospital and general practice came frequently 
under review, which included clinical, radiological, and 
cardiographic’ examinations. 

At the end of December, 1950, follow-up letters were 
sent to the doctors of those patients who had not been 
seen for three months or more. The questions asked 
were simple and straightforward, as the many clear 
answers proved. The patients who were observed during 
repeated infarctions or who had had previous infarction 
were assessed for the last one. Those who could not 
be followed up were included in the two-months period 
of close observation. Each patient was seen by one of 
us ; most patients were seen by both of us. 


N 


Overall Classification : Source, Sex Incidence, Mortality 
Severe cardiac infarction formed the largest group; 


slight cardiac infarctions were rather fewer, and infarc- 


4 TaBLe Il.—Age and Sex Incidence. 
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119%. Mortality of severe cardiac infarction, 44-3% 


Total mortallty, 25%. Moriality of slight cardiac infarction, 86%. 
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tion of moderate grade made up the smallest group 
(Table I). While almost half of the severe cases were 
hospital in-patients admitted through the casualty depart- 


‘ment or Emergency Bed Service, less than one-third of 


wy 


TABLE I.—Source of Material , ‘ 






Hospital | Consultant} General 
In-patien Practice 


20 


19 
40 
79 





the slight cases were so admitted. All the hospital out- 
patients who did not become in-patients were slight cases. 
- Patients seen first in consultant and general practice were 
fairly evenly distributed in the three groups. 

Table II, like Table I, comprises the whole series, 
whether treated or untreated by anticoagulants, and 
shows the age and sex incidence and total mortality. 


At furnishes a solid basis for this investigation, for the 


all-round mortality of the series is 25%. While the mor- 
tality of the slight group is only 8.6%, that of the moder-_ 
ate group is 11.9% and that of the severe group 44.3% 

The sex ratio confirmed the well-known preponderance ` 
of men over, women (4.9: 1), though the mortality was 
about equal—24.7% in men and 26% in women. There 
was, however, considerable difference in the separate 
groups: no woman died of slight or moderate cardiac 
infarction ; but,in the group of severe cardiac infarction 
9 out of 17 women died, whereas 30 out of 71 men died 
Thus in severe cardiac infarction, mortality seems to 
be higher in women (53%) than in men (42%) 
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i ERE of “Untreated Slight Cardiac Infarction 


' Included in the 69 patients of this group are the 33 , 
cases published | as “ slight coronary attack” (Papp and ' 
Shirley Smith, 1951) which are recognized as slight 
cardiac infarctions, Cardiac pain in slight cardiac 
infarction may be long-lasting (up to 12 hours) when 
it is intermittent, but. is less severe than in the moderate 
or severe group ; ; only 13 asked for relief by injection, 
and a second injection of morphine was necessary in 
only one case (Table I). As in the other groups, angina 


of effort preceded cardiac infarction for months or years | 


in 47 patients; and in 17 of these prolonged infarction 
pain was absent (Morgan Jones and Wade, 1949 ; Stein, 
1950). Diagnosis here was based on the electrocardiogram 
only. 

Slight shock was observed in 11 and was responsible 
for lowering of the systolic blood pressure for‘a short 
time to. 100-110 ; even in these patients the pulse pres- 
sure never fell under 30 mm., while in the others the 
fall of the blood pressure was irrelevant. Pyrexia for 
a few days was known to be present in nine, but many 
patients were seen late. Out of 20 who were seen early 
enough a raised E.S.R. or white-cell count was present 


+ 


later of further cardia infarction, and Case 179, aged’ 72, 


, died suddenly two years later of probable ventricular 


fibrillation. Case 188 died in unknown circumstances. 

Though 45 patients were active, 35 out of 63 who 
were alive continued having angina of effort; in nine 
it was so severe that they were disabled by it. One of 
‘these had.to be subjected , to ie ganglionectomy 
four years later. 

Predisposing conditions include EET diabetes, 
obesity, intermittent claudication, and chain smoking. 
No particularly adverse prognostic significance could be 
attached to any of these factors singly or in combina- 
tion, for they were present in similar proportion in 
the moderate and severe groups.: Precipitating causes 
(Master, 1946) are not listed, for they were rarely instru- 
mental in provoking infarction. <Pre-existent cardiac 
enlargement was slight in. all, and mostly was of hyper- 
tensive origin. Except in Case 155, slight cardiac infarc- 
tion did not produce or make worse existing cardiac 
enlargement. The electrocardiographic changes were 
described elsewhere ; they are of diagnostic but not of 
prognostic significance. The far-reaching cardiographic 
restoration in almost two-thirds of the patients is 
possible because the Q waves of eyes 


:ı TABLE IV.—Prognosis of Untreated Slight Cardiac Infarction e Cases) 


Last Follow-up (Years): 
No. of cases 
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‘in five. Basal crepitations were found in one for a short 


time, but none showed congestive heart failure. The 
ectopic rhythm present during the attack in‘two dis- 
appeared without treatment as soon as the pain subsided. 
The electrocardiographic location of the ischaemic zone 
was more often anterior and -antero-lateral than pos- 
terior. The presence of bundle-branch block or com- 
plete heart-block was-exceptional; in the only patient 
in whom right bundle-branch block was found this 
probably existed before the actual infarction. 


5 No patient out of these 69 died during the two months ~ A : 
* showed, for a short time some of the signs found in 


of close observation, in which the overall mortality rate 
‘is said to be 20-40% (Table IV) ;; moreover, none had 
further infarction’or developed congestive heart failure 
during this time. Cerebral embolism was observed in 
Case 7, eight months after slight cardiac infarction ; he 
recovered with no disability. Multiple pulmonary infarcts 
were found on post-mortem examination in Case 155; 
these were not due to-embolism but to severe pulmon- 
ary arteriosclerosis. This, in association with coronary 
arteriosclerosis, was responsible for the congestive heart 
failure of which he died. On post-mortem examination 
fibrotic scars were found in the two predicted myocardial 
-areas—one postero-basal, the other antero-septal where 
‘the electrocardiograny had shown acute ischaemia three 
and a half years and one year previously after slight 


cardiac infarctions. Case 197 died in pulmonary oedema, - 


Cases 187 and 162 died one and one and a half years 
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infarction are commonly absent. Though the general 
impression is that fewer of those who made electro-. 
cardiographic recovery were disabled by angina, the 
exceptions are too many for ve to be of prognostic 
value. s \ 


Prognosis of Untreated Moderate Cardiac Infarction 

This is the smallest of the three groups; with 39 . 
patients; as it is the intermediate one, some over- 
lapping is inevitable with both slight and severe.cardiac 
infarction.’ These patients, though not critically ill, 


severe cardiac infarction (Table III).. Infarction pain , 
was present in all, and 28 were in need of morphine, 7 of 
‘repeated injections. The incidence of circulatory shock 
was higher (17) and shock was severe in two, one of 
-whom also developed ‘signs of early congestive heart 
failure. Pulmonary congestion was present in 10 and 
was transitory in all except one. Pyrexia and increase 
in white-cell count and E.S.R. were present ‘in greater 
proportion than in the previous ‘group. 

Two patients died during the first two months and 
four developed thrombo-embolic complications. Five 
had further cardiac infarctions, and in four congestive 
heart failure appeared in contrast to one in the slight 
group. Cardiac infarction, thrombo-embolic complica- 
tions, and congestive heart failure, singly or in combi- 
nation, were thè causes of death in three cases in the 
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“TABLE V.—Prognosis of Untreated Moderate Cardiac Infarction (39 Cases) 


Last Follow-up (Years): 
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late follow-up series (Table V). The proportion of 
angina ıs similar to that in the previous group, but it 
was mostly slight and produced incapacity in two only. 
No electrocardiogram reverted to normal, though in less 
than half the signs of actual infarction have disappeared. 
Thus the immediate prognosis in this group is not much 
worse than in the previous one, though the clinical and 
electrocardiographic signs are more severe. 


` 


Prognosis of Untreated Severe Cardiac Tnfatctton 


The dominant and grave symptom (Table ID) was 
circulatory shock, which was present in 68 of the 88 
patients in the severe group ; it was mostly severe and 
outlasted the pain by hours or days. Basal congestion 

` developed in more than half and progressed often to 
basal consolidation, which prolońgeďd the period of 
pyrexia and was partly responsible for the high white- 
“\cell count and E.S.R. in 36. Shock when severe pre- 
vents the development of pyrexia. More than one-third 
of the patients had pre-existent cardiac enlargement due 
to either hypertensive or ischaemic heart disease, and 
half of these were in failure when they developed recent 


cardiac infarction. The earliest signs of congestive heart . 


failure after severe cardiac infarction were high pulse 
rate, gallop rhythm, and pulmonary congestion. 

Out of 39 who showed early signs of left ventricular 
failure 21 died within two months and a further 12 
within three years (Table VI). The longest survival 
period among the five who are still alive is three and a 

, half years. Those who in addition to early left ven- 
tricular failure developed right ventricular failure died 
within weeks or months; a similar experience was 
recorded also by Selzer (1948). An exception 


Case 140, in whom subtotal thyroidectomy was per- 


formed during irreducible right, heart failure, six. 


months after the second cardiac infarction. 
alive and active after three years. _ 
of circulatory shock and congestive heart failure was 
particularly critical. Cardiac infarction was silent in 
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Taste VL-—Prognosis of Untreated Severe Cardiac Infarction (67 Cases) 


No 28 5 5 
Mild.. 1 — 1 
Further infarction 10 1 1 
Cardiac aneurysm =. — 1 — 
Cardiac enlargement : 23 3 a 
Congestive heart failure ~ 21 1 1 
Thrombo-embolic complications 6 1 — 
No complaints 2 — 2 
Active 1 17 3 
locapaittated 5 1 — 
Sa farcti 7 [5 5 
Signs of infarction —.. 
BC: A Sos Of ‘of infaredion i — — 


was, 


The combination . ` 


five cases in which it arose during gross congestive. 


heart failure ; the pain-equivalent here was paroxysmal 
dyspnoea. 


Persistent arrhythmia, whether audeeter” ' fibrillation, 
flutter, ectopic rhythms, or salvos of ventricular extra- 
systoles, is of serious prognostic significance, and no 
patient who developed persistent auricular fibrillation 
during the acute stage survived. In our experience the 
electrocardiographic location of the ischaemic area was 
diagnostic of severe infarction only when the record 
showed antero-posterior infarction (Roesler and Dressler,- 
1947) or when posterior infarction was associated with , 
bundle-branch block or heart-block (Table OI). The ’ 
latter, if transitory, may not be of grave significance ; 
all five patients in whom it ushered in cardiac infarction 
but disappeared after few hours or days survived the 
two-months period, and three are known to be still alive. 
The infarction was “silent” in them and syncope was 
here the pain-equivalent (Papp, 1951). . i 

Severe cardiac infarction leaves indelible traces in the 
electrocardiogram. In only 3 out`of 67 did the signs of 
actual infarction disappear, but even in these the record 
remained abnormal (Table VI). The fact that 50% of 
these patients had congestive heart failure is in agree- 
ment with the findings of Mills et al. (1949), who also 
emphasized the frequency of congestive heart failure in 
those whose electrocardiogram showed gross persistent 
changes.. , - 


Of the 67 patients with untreated severe cardiac infarc- 
tion 33 died. Two-thirds of the'deaths occurred during 
the first two months and the remaining one-third during 
the succeeding three years. The disability in 9 out of 
34 who survived was due more to congestive heart failure 
than to angina ; in fact, only three were disabled by 
severe angina, and this is in contrast with the slight 
and moderate group. Eight were free from: complaints 
though two had cardiac aneurysm. Twenty-two were 
able to resume normal activity, mostly in sedentary 
ocupations. 
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z PROGNOSIS OF 
n S 
7 i - Treated Series 
One slight, three moderate, and 21 severė cases of 
cardiac infarction. are included in this series (Table VID). 
Many more were treated, but only those were selected” 


Taste VIL-—Result of Anticoagulant Treatment in 23 Cases of 
: Cardiac Infarction (1 Slight, 3 Moderate, 21 Severe) 








Last Follow-up (Years) of 21 Patients 
ve at End of Treatment 
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in whom treatment was continued for longer than a 
fortnight, in whom satisfactory prothrombin levels were 
obtained, and in whom treatment was started within. 
four or five days after infarction. Some were treated 
with heparin and dicoumarol after the method of Wright, 
Marple, and Beck (1948), others with heparin alone, and 
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s rupture: may also cause a fatal termination in the first 


few days (Gans, 1951). Sudden death in unexplained 
circumstances (two during sleep, two on the road, one 
‘on the bedpan) may be due to the causes mentioned (in 
one instance post-mortem examination showed a recent 
cardiac infarction). Death in shock and cardiac pain 
occurred in three cases within hours or days after. the 
beginning of infarction! while most of the nine who also 
-showed signs of congestive heart failure died between 
the first and fourth weeks. - : ' 
Congestive heart failure caused death usually at a 
later stage (18 cases), and was twice associated with 
pulmonary infarction. Pulmonary infarction was in 
neither instance due to embolism but to local throm- 
.bosis.. Peripheral and cerebral embolism were fatal com- 
plications in five patients, but in only one was post- 
‘mortem confirmation obtained. In two further cases 


` the clinical diagnosis was not substantiated at necropsy: 


although myocardial infarction with mural thrombosis 
was found on post-mortem examination, the limb symp- 


toms were due to arteriosclerotic gangrene precipitated ` 


by circulatory shock and possibly vasoconstriction (Swan 
and -Henderson, 1951). Unrelated conditions included 
bronchopneumonia and suicide. In each instance there 
was post-mortem confirmation of healed cardiac infarc- 
tion. One patient died. in unknown circumstances. 
Death in 90% was due to further cardiac infarction, 
shock, or congestive heart failure. In only 10% ‘could 


others with “ tromexan.” When laboratory facilities were thrombo-embolism be held responsible, and then it was 
not available heparin was preferred. The reason for treat- more often due to local thrombosis than to embolic 
ment in the slight and moderate cases was persistence, Phefomena. ' A ; . 

of cardiac pain. : Repeated Cardiac Infarction . Sa 


+ 


OLA 
-The four patients with slight and moderate infarction 
are alive; out of the 21 severe cases only four died following a first attack of cardiac infarction. Twelve 
during the period of treatment (Table VII). Death was patients died after the second episode, the date of the 
dué to cardiac failure-in all, and so was it in a further . first cardiac infarction being known in 10. The survival 
two who died within two, and six months after infarc- periods from the first attack were- two months in one, 
. tion, Thrombo-embolism occurred in two during treat- from one to three years in six, and from seven to\eight 
ment; both had pulmonary infarctions, but these were years in two. In five who succumbed after the third 
not severe. Both survived, while in the untreated severe cardiac infarction the survival periods were five months 
group thrombo-embolism occurred’in seven during the ` in one, six to seven years-in two,'and 12 years in two. 
' -first three months (peripheral and cerebral in/four, pul- Follow-up of surviving patients showed comparable 


monary in three) and was the cause of death in three. results: out of 20 who had repeated attacks, five could 
Further cardiac infarction was observed in ‘three; in be followed up to two ‘years, nine up to four years, 


‘two it occurred before satisfactory prothrombin levels five up to seven years, and one up to 20 years after 


‘were reached ; this also compares favourably with the 

untreated series. ‘The influence on recurrent cardiac 

« . pain after infarction was variable, and the two patients, 

one of the slight and: another of the moderate group, 

` had to be subjected to stellate ganglionectomy. a few 

months later. In five patients haemorrhagic complica- 

tions occurred and treatment had to be stopped in three 

after the second week.‘ In another three, these com- 

plications occurred during the first few days and treat- 

. ment had to be abandoned ; these cases were regarded 
' as untreated and are not included in this series.. 

The late follow-up has shown, no difference from the 
untreated series. The absence of severe angina was 
remarkable, but this only_confirms what has been noted 
in the untreated series ‘of severe cardiac infarction. : 


‘Circumstances and Cause of Death (50 Cases) 
These were similar in the 6 slight, 5 moderate, and 39 
severe cases of cardiac'infarction, whether treated or 
untreated. Post-mortem canfirmation was ebtained, in 
- 11 instances. Sudden death in cardiac. pain may occur 
- atany time after infarction and is possibly due to further 
infarction or to massive embolism (seven cases). Cardiac 

= | 2 : s 


the first attack. > 


It is not the number of cardiac infarctions but the , 
severity of the single attacks which is of prognostic: 


significance. Patitnts who had previous infarctions might 
develop successively small marginal ischaemic areas ; the 
clinical ‘expression of such slow extension of infarction 
was a recurrence of slight or moderate attacks of cardiac 
infarction. What is being accomplished in severe tardiac 
infarction in one stage may be accomplished gradually 
by repeated cardiac infarctions. Finally, a stage may be 
reached when the patient is without symptoms or. dis- 
ability for a long time; such a course corresponds to 
the case of severe cardiac infarction in which suddenly 
a large coronary artery is occluded. Electrocardiography 
here is of great prognostic value, as a second infarction 
in a hitherto unaffected area is of grave significance. 


Treatment l 

The technique ‘of anticoagulant tredtment is 

known (Wright, 1950). Heparin is given either by intra- 

venous injection through a polythene tube, 5,000-7,500 

units four-hourly, or by intramuscular injection 15,900- 

25,000 units twice a day. The latter method is obviously 
~ * y a t : 
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More than half of the deaths occurred during or 
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„hours later, may avert haemorrhage. 
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‘to be preferred in general practice ; it does not need 


much laboratory control, and the addition of 1 ml. 
of 1% „procaine makes the injection almost painless 
(Abrahams, 1950). The cost and the risk of haema- 
toma formation at the place of the injections are its 


, great drawbacks, “If laboratory control is available 


dicoumarol should be given with heparin ; if the initial 
prothrombin time is normal (12-18 seconds) 300 mg. 
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should be given in divided doses the first day, 200 mg.. 


the second day, and 100 mg. the third day. 'After 48 
hours heparin can be discontinued, as a satisfactory pro- 
thrombin time will be reached by then. This is 25-40 
seconds, with a control around 15-20 seconds, and. the 
aim is to keep the patient on this level during ‘the three 
to four weeks’ treatment., The average maintenance 
dose of dicoumarol is 50-100 mg. daily ; but it can be 
Higher or lower, and has to be worked out for every 
patient. č 


Tromexan is safer than dicoumarol since it has no lag 
action, and the prothrombin time returns to normal 
within 24 hours, should complications make its discon- 
tinuance necessary. Furthermore, a satisfactory pro- 
thrombin time can be reached within 24 hours and 
therefore the addition of heparin may not be neces- 
sary. The dose is 1,200 mg. the first day, 900 mg. the 
second day, 600 mg. the third day. The maintenance 
dose is 150-600 mg.; in our experience a stable pro- 
thrombin time is more difficult to obtain with tromexan 
than with dicoumarol. About 75-80% of the patients 
can be stabilized on a satisfactory prothrombin level, 
and, in these, thrice-weekly prothrombin estimations 
during the first fortnight and twice weekly thereafter 


t 


will suffice. The rest of the patients are unstable reactors ` 


in whom the ‘prothrombin time shows wide variations ; 
in spite of daily laboratory control they may develop 
haemorrhagic complications, and should be referred to 
hospital or treated with hepdrin. 


A daily examinatidn of the patients for subcutaneous 
or oral haematomas, and the inspection of every urine 
specimen for haematuria, are essential, as haemorrhages 
may affect vital regions and be difficult to contro]: If 
they occur in patients on heparin, 5-10 ml. of protamine 
sulphate should be injected intravenously and treatment 
be discontinued until the clotting time becomes normal 
(4-7 minutes). Treatment thereafter should be con- 
tinued under laboratory control and, heparin should be 
temporarily discontinued if the clotting time exceeds 20 
minutes. If the patient is being treated with tromexan 
or dicoumarol a prothrombin time of 50 seconds (with 
a control time of 15-20 seconds) is the danger signal. 
If the patient-is on tromexan, its discontinuance for ‘one 
day will lower the prothrombin time to near or below 
the maintenance level ; if on dicoumarol, 60-70 mg. of 
vitamin K intravenously, followed by a second dose four 
In the presence 
of haemorrhage repeated transfusions with fresh whole 
blood may be necessary. 

In general practice choice of the drug dependi on the 
laboratory control available. With reasonable labora- 
tory control tromexan is safer than dicoumarol. With 
no laboratory control intramuscular heparin is the only 


-alternative, though it is much more unpleasant for the 


patient and not altogether devoid of danger. Hepatic or 
renal disease, ulcerated surfaces, pregnancy, and haemor- 
rhagic tendency are absolute contraindications for both. 


Additional treatment ‘includes penicillin, | digitalis, 


‘quinidine, oxygen, and analgesics: If pyrexia per- 


sists | for more than three to four days it is com- 
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monly due to infection of the Saat Jung bases; 
and penicillin treatment should not be delayed.’ Cardiac 
failure is better treated with intramuscular ouabaine 
_ injections (0.25—0.5 mg. daily). than with digitalis, though ` 
‘in the presence of shock the effect ‘of both is unsatisfac- 
tory. Extrasystolic arrhythmia requires quinidine, 5 gr. 
(0.32 g.) three or four times a day, to reduce the danger 
of ventricular fibrillation. An oxygen tent may be 
life-saving when shock persists or when cyanosis and . 
engorgement of the neck veins indicaté right-sided heart 
failure. . Recurrent cardiac pain should be treated with 


min. (1.2 ml.), or pethidine, 100 .mg. by- injection 
or by mouth, may suffice and have less unpleasant 
side-effects.: Sedation by “sodium amytal,” 2 gr. 
(0.13 g.) three times a day, is less depressing than by * 
phenobarbitone, . 

Absolute rest in bed should be continued for four to 
six weeks in severe cardiac ‘infarction ; if failure exists, 
after ‘this period’ nothing is’ gained by prolonging the 
complete rest. The patient should be treated as a cardiac~ 


‘morphine if severe; if it is moderate, “nepenthe,” 20 < 


invalid and be allowed the amount of exercise com- ~ 


patible with his reduced cardiac reserve. In contrast, in 
slight and moderate cardiac infarction complete immo- 
bility in bed is not only unnecessary but may be harmful. 
To prevent pulmonary congestion and phlebothrombosis 
these patients should have respiratory exercises, should 
move their legs, and should be allowed to use the com- 
mode as'soon as pyrexia has subsided. After two to, 
thrée weeks they are allowed up by gradual stages pro- 


vided the E.S.R. has become normal. 


Discussion, ‘ 
The results of this investigation confirm the statement 


made by many others that anticoagulant treatment con- 
siderably reduces the mortality -of cardiac infarction. 


Thus the suggestion that it should be used in all cases ` 


of coronary thrombosis (Wright et al., 1948) and that it 

“ should, be considered for every sufferer of myocardial 
infarction ” (Tulloch and Gilchrist, 1950). is based on 
good evidence. . Furthermore, preventive treatment of 
impending cardiac infarction. has been advocated by 
Wood (1950) in patients who have prolonged attacks of 
angina at rest ; to these cases can be added patients. who 


have increasingly ‘severe angina of effort of less than a - 


fortnight’s duration, for in our experience many ‘of 
these have either already sustained cardiac infarction | 
or are in danger of it. The limitation of hospital accom- ' 
modation, the non-existent laboratory facilities in general 
practice, and the cost of intramuscular heparin. treat- ' 


ment as advocated by Abrahams (1950) (about £60-£70 ` 


for three to four weeks) make a selection of cases 


imperative, 


Our investigations have shown. that the mortality of 
untreated cases of slight and moderate cardiac infarc- 
tion during the first two months of close observation is 
less than 2% (Tables IV and V) and that, the incidence 
of thrombo-embolic complications is negligible. Thus 
over half of the patients with cardiac infarction’ seen in 
general, consultant, and hospital practice will be at no 


“disadvantage through having conservative treatment. In’ 


moderate cardiac infarction, where the clinical symptoms 
may be equivocal, the electrocardidgraphic signs may 
tilt the balance, for or against anticoagulant treatment, 


while the risks attending the use of anticoagulants have — 


to be remembered. 


There is the same gradation in severity in cardiac 
infarction as there is from angina to cardiac infarction 
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(Freedberg et al, 1948); in fact, there is no strict 
dividing-line between these two conditions, which are 
differentiated more for didactic than for pathological 
reasons. The first attack of angina may be the clinical 
expression of cardiac infarction and, conversely, severe 
coronary arteriosclerosis may be ‘symptomless, until it 
produces fatal cardiac infarction (Cassidy, 1946). The 
successive evolution of slight and moderate cardiac 
infarction is often similar to ordinary angina of effort, 
' and in fact many of these patients are severely -disabled 


by angina though their electrocardiogram may have: 


reverted to normal. 


Slight. cardiac, infarction may be only an episode in 
the clinical history of slowly progressing coronary nar- 
rowing which favours development of collateral circu- 
lation (Blumgart et al., 1950). In contrast, the sudden” 
occlusion of a large coronary artery in a heart previously” 
unprepared by the development-of collateral circulation, 
,produces severe cardiac damage; but once the patient 
ıs over the critical period and does not develop conges- 
, tive heart failure, he may eventually become able to 
lead a comparatively normal life. These are only the 
two extreme types of the disease, and their combination 
is frequent. Nevertheless they justify-a variation of 
therapeutic approach to cardiac infarction according to 
the severity, even when the symptoms in the individual 
patient vary if long enough observed (Boas, 1951). | 

The diagnosis of severe cardiac infarction can nearly 
always be made within 24 hours. Prolonged continuous 
pain requiring repeated injections of morphine is the 
first sign ; if circulatory shock is delayed, a mounting 
pulse rate and a falling pulse pressure (25 mm. or under) 
herald its approach. All the other signs which make up 
the clinical picture of severe myocardial infarction are 
the secondary effects of: circulatory shock’ associated 
later with left ventricular failure. - They are in order 
of appearance basal crepitations, increase oF the pulse 
rate, and gallop rhythm. 


~ The influence of circulatory shock on the aain 

favours cardiac failure by extension of the infarcted area 

(Corday et al., 1949); left ventricular failure increases 

circulatory embarrassment in the lungs and may cause 

pulmonary oedema or pulmonary consolidation, or both. 

Thus ‘pulmonary infarction during the first few days fol- 
lowing cardiac infarction is only exceptionally of embolic 

origin, as infarction of the right ventricular wall, and 

therefore formation of mural thrombosis in the right- 
ventricle, is rare. If shock of cardiac origin could be 
effectively treated, ome entra treatmént would be of 
secondary importance. ‘As the results of treatment of 
shock are uncertain (Schwartz, 1947; Corday er al, 
1949 ; Epstein and Relman’ 1949) one aims to reduce 

the thrombogenic effect of slowing of the circulation 

(Macfarlane, 1950) by prolonging the clotting-time 

(heparin) or by reducing the prothrombin level 

(coumarin drugs) of the blood. 

In our experience real embolic complications amount 
to no more than 15% (Shirley Smith, 1950) ; 
embolic complications or peripheral ischaemia may occur 
so.soon after cardiac infarction that they cannot be pre- 
vented in spite of effective anticoagulant treatment. The 
risk of phlebothrombosis of the legs—the embolic source 


x 


of: pulmonary infarction—can. be reduced by anti- - 


coagulant treatment though not abolished. 

In about 15% of cases increasingly severe premonitory 
pain may herald the infarction for days or weeks, the 
electrocardiogram remaining unchanged until finally the 
infarction develops These cases therefore begin as myo- 
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cardial ischaemia and develop into slight cardiac infarc- 
tions ; yet they may progress into severe ones. The aim, 
then, is the prevention of impending cardiac infarction; 
and ‘Tesults in these’ cases. are being published ie aaa 
Shirley Smith and Papp, 1951). e 


` 


` Summary 


Two hundred consecutive cases of cardiac infarction, 175 
treated on conservative lines and 25 treated with anti- 
coagulants, were collected from consultant, general, and 
‘hospital practice and divided into three groups—slight, 
moderate, and severe. The prognostic significance of each 
of these groups was investigated separately and the clinical 
and electrocardiographic findings were correlated. The ages. 
of the patients ranged from 34 to 75 years, the sex ratio 
was five men to one woman; the total] mortality was 25%° ' 
being about equal in the sexes. 


All the 69, patients with untreated slight cardiac infarc- 
tion were alive at the end of two months; six men died 
six months to four years later (8.6%), but there were no 
deaths among the women. Disability for the patients’ 
usual occupation was due to angina in 11 cases; only one 
had congestive heart failure. three and a half years later. 
Normal activity was resumed in 45. Cardiographic restora- 
tion occurred in almost two-thirds of the patients irrespec- 
tive of the presence of angina. 


Out of 39 untreated cases Òf moderate cardiac infarction 


` two died during the first two months and a further three 


two to three years later (12.8%). No female patient died. 
Four had thrombo-embolism, but only one had it during 
the first two months. Five had further cardiac infarction 
Incapacity in four was due to congestive heart failure, in 
two to’ angina. Normal activity was resumed in 25. No 
eardiogram reverted to normal, though in 17 the signs of 
infarction have’ disappeared, 

Out of 67 patients with untreated Severe cardiac infarc- 
‘tion 33 died (50%) ; two-thirds of the deaths occurred during 
the first two months, and the mortality in women was higher 
than in men. Congestive heart failure, present in 33 cases, 
appeared early in 21. Further infarction took place in 19, 
in 10 of these within two months; thrombo-embolism 
occurred in 10, in six of these within two months: Out 
of 34 who survived nine were incapacitated, mostly by con- 
gestive heart failure. Normal activity in sedentary occupa- 
tion was resumed, ın 22. The cardiogram remained abnor- 
mal in all, and signs of infarction persisted in 64. 

_ Twenty-five cases (1 slight, 3 moderate, and 21 severe) 
were treated with anticoagulants. Only four out of the 
21 with severe infarction died during the first month, and 
two a few months later (21.6%). Thrombo-embolism was, 
seen in only two while under treatment, and’ both recovered. 


‘Early cardiac failure was observed in 10, of whom six 


recovered. The value of anticoagulant treatment in seveie 
cardiac infarction is confirmed. In contrast, this treatment 
is unnecessary in slight and moderate cardiac infarction. 
where the early mortality is less than 2%. In such patients, 
who are fundamentally sufferers from angina; cardiac infarc- 
tion may be no more than an episode which does not produce 
permanent cardiac damage. i 

More than half of the deaths occurred during or follow- 
ing first cardiac infarction. Death in 45 (90% of the 50 


thrombo- | who died) was due to further cardiac infarction, shock, or 


congestive heart failure ; only in five was thrombo-embolism 


_ the cause, and then ‘local thrombosis was more often 


responsible than embolism. The success of anticoagulant 
treatment is therefore due much less to prevention of 
embolism than to reduction of the thrombogenic effect of 
circulatory shock on the myocardium, lungs, and peripheral 
circulation. yf 

The choice of anticoagulant depends on the ready avail- ` 
ability of laboratory control. The indications for additional 
treatment with penicillin, ouabajne, quinidine, oxygen, and 
analgesics aré discussed. ea 
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The importance of salmonellae as causes of disease in 
man and animals is recognized. Most outbreaks of, 
food-poisoning in man caused by these organisms are 
thought to follow the consumption of food directly or 
indireetly associated with jnfection of animals (Topley, 
and Wilson,. 1946). Salmonella infection among 
domestic animals is also of.economic importance to the 
agricultural industry and is’ associated with serious 
disease problems, particularly among .young animals. 

: A considerable amount of evidence has accumulated 
froni studies of clinical salmonella infection to indicate 
the species most commonly affected and the types of 


salmonellae that have been isolated from them. Less - 


time has been devoted to the study of animals that are 
latently infected with salmonellae. The ‘work. carried 
out on this subject has been confined mainly to the 
examination of such material as mesenteric lymph nodes. 
Since the bacteria in these nodes-may be constantly coù- 
fined to them, this potential source of food-poisoning 
would be removed with the viscera after slaughter. Of 
more impertance from the public health and;agricultural 


` . 
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points of view are animals that are symptomless faecal 
excreters of salmonellae. During their life such animals 
may give rise to disease in susceptible animals and may 
contaminate milk, eggs, and other food products, and 
after slaughter their carcasses and those of other animals 
may become contaminated with salmonellae. 

The purpose of this paper is to report’ on the isolation 
of salmonellae from the faeces of cattle, sheep, horses, 
pigs, goats, chickens, turkeys, ducks, and geese. Faecal 
specimens were examined from adult healthy com- 
mercial stock, from animals suffering from’ diseases 


‘other than primary salmonella infection>-and, where 


"possible, from animals exhibited at agricultural shows. 
The thitd group was included in order to determine the 
effect of hygiene and general management on the inci- 
“dence of salmonellae in the faeces of healthy animals. 
Techniques K 
Several methods of isolation and preliminary deoii 
fication, of salmonellae from faecal specimens were 
tested. The method finally adopted was as follows. 
A sample of faeces about the size of a hazel nut was 


moculated into selenite’ F medium (Leifson,.1936) and . 
These enrich- | 


into tetrathionate broth* (Rolfe, 1946). 
ment media were incubated at 37° C. for 18 to 24 hours 
and plated on to Hynes’s (1942) modification of 
Leifson’s _desoxycholate—citrate a with the addition 
of 1% sucrose and 1% salicin (D.C.S.S.) as described by 
‘Haines, Elliot, and Tomlinson (1947). Tetrathionate 
broth was always’ used within three days of its prepar- 


. ation. The inoculated D.C.S.S. plates were incubated at 


37° C. for 48 hours. The plates were then inspected and 
suspicious non-fermenting colonies: were marked and 
tested for indole and urease production by the rapıd 
test described by Williams Smith and Chave (1949). 

Colonies negative to this test were then streaked on to 
a modification of the D.C.S.S. medium, the sucrose, - 
salicin, and lactose being replaced by, 1% dulcitol _ 
(D.C.D.). + The plates were incubated for 24 ‘hours at 
-37° C. One plate of this medium was sufficient for six 
to eight strains. The object of this procedure was to 
obtain pure cultures for further examination and to 
ascertain whether the cultures fermented dulcitol 
Colonies on the D.C.D. medium that either fermented 
dulcitol and/or agglutinated with ‘polyvalent O serum 
were transferred into plain Craigie tubes to induce 
motility and then subcultured on to moist agar slopes. 
The resulting cultures were studied serologically by 
means of antisera obtained either from the Standards 
Laboratory, London, or were prepared by ‘one of us 
(A. B.). Organisms giving: positive slide-agelutination, 
reactions were submitted to a full tube test and their 
biochemical characteristics were also determined. Where 
necessary, final identification of cultures were made at 
the Salmonella Reference Laboratory, Colindale. 

In the early part of the work specimens were plated 


. directly on to D.C.S.S. medium as well as being inocu- 


lated into enrichment media. The results showed that 
there was no advantage from direct plating, and, bè- 
cause of the extra labour involved, it was discontinued. 
When a salmonella, was isolated by one or both of the 
enrichment methods the original faecal specimen was 
plated direct on to D.C.S.S. medium. Sometimes the 
initial examination of suspicious colonies for indole and 
urease production was replaced by slide-agglutination 
tests with polyvalent O serum. When this was done the 


*Medium A with brilliant green omitted 
$ 
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colonies on the D.C.D. plates were always tested for 
indole and urease production before proceeding to 
further identification. 

DIN Resolts 

Horses ~- 

Healthy Horses.—The total number of faecal speci- 
mens examined from healthy horses was 500. These 
were obtained from horses that were killed for human 
‘consumption in a large slaughterhouse in Cambridge- 
shire, which received animals from many parts of the 
country. Of the 500 specimens examined, one (0.2%) 
was found to contain salmonellae. 
identified as Salm. thompson and was isolated’ after 
- enrichment. in selenite medium and in tetrathionate 
broth. Direct plating of this sample gave a negative 
result. ; we : 

‘Diseased Horses——Faecal specimens from horses 
suffering from a variety of diseases other than primary 
salmonella infection were received from a number of 
veterinary diagnostic laboratories located in various 
parts of the country. Two (0.4%) of the 500 faecal 
specimens that were examined contained salmonellae. 
The cultures were isolated by both enrichment media, 
but not bv direct plating on D.C.S.S. medium. The two 
cultures were identified as Salm. thompson and Salm. 
dublin. 5 


1 


ys Cattle 
Healthy Cattle—Most' of the 750 specimens from 
normal cattle were obtained through the help of the 
veterinary staff of the Animal Health Division of the 
Ministry of Agriculture. Only one faecal specimen was 
taken from any one healthy milking cow in each herd. 
The remaining specimens, 150 in all, were obtained from 
adult cattle entering a large abattoir in London. Of the 
750 specimens’ that were examined, three (0.4%) were_ 
found to contain salmonellae. The organisms were all , 
‘ Salm. dublin. All three were isolated after enrichment 
in selenite. Two were also isolated after tetrathionate 
enrichment and by direct plating on D.C.S.S. medium’ 
Diseased Cattle—Specimens from diseased cattle 
were received from a number of veterinary diagnostic 
laboratories. The diseases from which these cattle were 
_ suffering, or had died, were considered to be fairly repre- 
sentative of the disease conditions that affect cattle in 
this country ; none of them were suffering from primary 
salmonella infection. Salmonellae were isolated from 
three (0.6%) of the 500 specimens examined. The three 
cultures were identified as Salm. dublin and were‘isolated 
after enrichment in selenite media. Two of them were 
also isolated following enrichment in tetrathionate broth. 
Direct plating ón D.C.S.S. medium gave negative results. 
Show Cattle—None of the faecal specimens collected 
from 430 cows attending the Dairy Show and the Fat ™ 
Stock Show in London in 1949 were-found to contain 
salmonellae. 
Pigs 
Healthy Pigs—Faecal specimens from 600 healthy 
pigs were obtained through the help of the veterinary 
staff at two large abattoirs where large numbers of pigs 
are slaughtered. “One abattoir was situated in the East 
Midlands and the other in the West Midlands. The speci- 
mens were collected over a period of a fèw months, so ' 


that they were representative of the pigs entering these . 


abattoirs. Salmonellae were isolated from the faeces of 
four (0.67%) of the 600 pigs. The‘organisms were Salm. 
meleagridis (3) and Salm. typhi-murium. All four cul- 
tures were isolated after enrichment in selenite medium. 


$ | ! 


This culture was -` 
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One strain of Salm.- meleagridis and the Salm. typhi- ` 


murium strain were also isolated by means of 
tetrathionate broth. Direct plating of the four positive 
specimens on D.C.S.S. medium gave negative results in 
all cases. ° ; 
Diseased Pigs—Owing to unavoidable circumstances 
it was possible to examine only 33 specimens of faeces 
from diseased pigs. Very little information could be 
discovered relating to the diseases with which the pigs 
were affected. No salmonellae were isolated from these 
samples. ` 4: 
- Sheep 
Healthy Sheep.—Specimens of faeces were examined ` 
from 500 héalthy sheep. These were obtained in batches 
of approximately 20 specimens a' week from a smal] 
abattoir receiving animals from ‘many parts of the 


_ country. No salmonellae were isolated from these 


samples. A 

Diseased Sheep—Specimens of faeces from 130 
diseased sheep were received through the help of several 
veterinary diagnostic laboratories. These animals were, 
suffering from a variety of diseases, the most common 
being parasitic gastro-enteritis. No salmonellae were 
isolated from these samples. 


! Goats , i 

Diseased Goats.—It was found impossible to collect a 
sufficient number of faecal samples from healthy goats. 
Specimens, however, were examined from ‘100 diseased 
goats. These.specimens were obtained from a labor- 
atory which was responsible for the examination of 
faeces for intestinal parasites Very little information 
was obtained about the diseases affecting these goats, 
but some of them were-suffering from parasitic gastro- 
enteritis. None of the 100 specimens were shown to 
contain salmonellae. ; $ 

"Chickens 

Healthy Chickens——The total number of specimens 
examined from normal apparently healthy adult chickens ` 
was 750. Of these, 360 were obtained from Poultry 
Stock Improvement Plan (P.S.LP.) flocks-—that is, flopks 
in which Salm. pullorum infection is controlled by 


-regular agglutination tests. These specimens were care- 


fully selected so that normally not more than ~one 
chicken was sampled from any one farm unless: the 
number of poultry on the farm was very large. Most 
of the specimens were collected by the veterinary staff 
of the Ministry of Agriculture and by members of the 
National Agricultural Advisory Service. The remaining 
390 specimens were obtained from chickens in non- 
designated flocks. Some of these were collected by the . 
method employed in the case of the P.SI-P. ‘chickens. 
The majority, however, were obtained from sales yards 
—a method of collection which was rapid and also 
ensured a wide distribution, as only one chicken was 
sampled from any one flock. Salmonellae was isolated 
from five (0.67%) of the 750 faecal specimens. All the 
positive specimens came from chickens belonging to non- 
accredited flocks. The organisms were Salm. typhi- 
murium (2), Salm. pullorum (2), and Salm. anatum. 
The five cultures were obtained after selenite enrichment ~ 
Tetrathionate cultivation resulted in the isolation of only 
one strain of Salm. typhi-murium and one of Salm. 
pullorum., Only one of the. cultures, Salm. pullorum, 
was also isolate) hv direct plating on D.C.SS. ‘medium. 
Diseased Chickens- —Faecal specimens from 500 adult 
chickens that were known to have died from causes 
other than primary salmonella infection were received : 
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' from a number of veterinary diagtiostic laboratories in 
: Britain. ‘It was not possible to classify the chickens 
according to whether or not they were from P.S.I.P. 
flocks.: Not more than one chicken from any one flock 
was examined. The causes of death of the chickens 
were various, and were considered to be typical of the 


losses occurring in flocks in, this country. Eight (1.6%) 


` of the 500 faecal specimens from diseased chickens were 
found to contain. salmonellae. 


Salm. typhi-murium, (4), Salm. pullorum (2), Salm. 


thompson, and Salm. senftenberg. All the cultures , 


except one strain of Salm..typhi-murium wete isolated 


after selenite enrichment, and all’ except two, Salm:. 


pullorum and Salm. senftenberg, after. tetrathionate 
enrichment. Only one of the cultures, Salm. thompson, 
was also obtainable by direct plating of the eight positive 
specimens on D.C.S.S..medium. | H 
Show Poultry. —-No salmonellae were isolated from 
specimens collected from 420 chickens exhibited, at the 
National Poultry Show and the Dairy Show in Lopdon 
~ in 1949. < 
Ducks ves a 
Healthy Ducks—The total number: of faecal _speci- 
riens examined from healthy adult ducks was 500. The 
majority ‘were obtained through the co-operation , of 
members of the British Water-fowl Association. Owing 
to the relatively small number of duck farmers in this 
country it, was- not possible to confine examination of 


` faeces to only one duck on any one farm. When, how- 


‘ number of faecal specimens from geese. 


‘The organisms were ' 


Menear Toomnat, 
4 


i be vo G + 

Healthy Geese.—-Owing to the methods of husbandry, 
technical difficulties’ made it impossible to' collect a large ' 
Of the 100 
specimens that were-examined, all except 15 were taken 
from geese. from: different farms. These were mostly 
collected at poultry markets. 

Salmonellae were isolated from the faeces of two (2%). 


_ of the 100 healthy adult geese. The organisms, were 


identified as Salm. thompson and Salm. typhi-murium. 
The Salm. thompson culture was isolated by means of, 
selenite and tetrathionate enrichment but not by direct 
plating. The Salm. typhi-murium culture was isolated 
after .tetrathionafe but not after selenite enrichment. . 
This“latter strain was also isolated by direct plating on 
D.C.SS. medium., ‘ 
‘ ' Analysis’ of Results , L 

” Comparative „Frequency of Salnionellae | lin Faeces of 
Different Species of Healthy Domestic Animals.—Table 
I is designed to compare the alae with which 


TABLE ‘L—Frequency eu which Salmoñńeliae were s Isolated from 
_ Faeces of Adult Healthy Domestic, Animals 


ever, more than one specimen was examined from one Ducks 


farm, care was taken to ensure that they originated 

e only ‘exception 
to this rule was when the units comprised large numbers 
of ducks; more fhan one specimen’ was-then taken. 
Salmonellae were isolated from-faecal specimens from 

-~ six (1.2%) of the’ 500’ healthy ducks. The organisms 

. were identified .as Salm. typhi-muriurh (5) cand Salm. 
meleagridis. Three ofthe cultures’ were isolated after 
‘both selenite and, tetrathionate enrichment ; two were 
isolated after selenite enrichment only and one ’ after 
tetrathionate only. Only one ‘salmonella culture was 
isolated by direct plating on D.CSS. medium. 


Show Ducks—Salmonellae , were not isolated from - 


faecal specimens taken from 155 ducks exhibited at the 
National Poultry Show ane the Dairy Show i in London 
in aie 

Tarkeys ; 

"Healthy ee —With the help of members of the 
National Agricultural Advisory Service and individual 
turkey farmers it was possible to examine faecés from 
‘It was found necessary to examine 
more, than one specimen from each turkey farm, but no 
more than one specimen was taken from each unit or 
pen. The only exception to this, rule was made when 
“large units containing several hundred turkeys were 
encountered. Salmonellae were isolated from the faeces 
of 16 (2.5%) of the 650 healthy turkeys. The organisms 
were „Salm. typhi-murium (11), Salm. anatum (4) and 
Salm. tennessee. 


Ten of the cultures were obtained by | 





The gures in brackets are the pas of the ara of salmonellse other 


thani Salm. aie i 


‘salmonellae were isolated ‘from faecal specimens of the 
different species of adult. domestic animals that were 


examined. This table shows that turkeys were the most 


frequent faecal excreters of salmonellae, followed by 
geese, . ducks, pigs, chickens, cows, and, horses. 'As no 
salmonellae were isolated from the faeces of sheep it 
has to be concluded that they ‘must be infrequent 
carriers. . It is noteworthy that three species of poultry 
were the most frequerft carriers of salmonellae. Varia- 
tion between the different species. appeared to be quite 
considerable ; judging from the figures,- turkeys “were 


f approximately four times more frequent excreters of 


salmonellae than chickens, six times more frequent than , 
cows, and twelve Hms more frequent, than horses, 


7 
TABLE l.—Frequen cy 
from Faeces of Ad 
than Primary 


with ‘which Salmonellae. were Isolated 
ult Animals Suffering from Diseases Other 
almonella Infection 


“both methods of enrichment, five after selenite enrich- . Pigs 


ment only, and one after tetrathionate enrichment only. ` 
Direct plating on D:C.S.S. medium of the 16, positive 


faecal specimens resulted in the. isolation of only. two 
of .the salmonella ‘cultures. 


Show Turkeys—No salmonellae were , isolated ‘from 


the faeces of 63 turkeys exhibited at the’ National 
Poultry Show and the Dairy Show held in- Londoh in 
1949. - k pa 
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other than Salm. pullorum. i 
` Comparative Frequency of ‘Salmonella in Faeces of 
Different Species of Diseased Animals.—Table II com- 
pares ` the „frequency 'with which. salmonellae were 


‘isolated from adult `animals that were suffering, „Or 


had o trom diseases other than primary salmonella 
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infection.. 'Chickens, cattle, horses, and sheep occur in: 
the same order of frequency as was found in healthy 
animals of these species (Table I). The cattle and. 
chickens Were suffering from a variety of diseases ; the 
eight salmonella-positive chickens and the three positive 
cows were all suffering from different diseases. Although 
_ the figures 
_ they‘do not lend much support to the view that sal- 
monellae commonly proliferate in animals suffering 
from diseases caused by other agents, ` 


+ Tasve It. Showing the Occurrence of Salmonella m Isolated 


on slit and Diseased Animals 


t 





T 
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‘Salm. typhi-murium 


' Species of Animal 










‘ pig (1 
Salm. dublin ` g 


A 

Salm. anatum + Tonks Ble) dy 
Salm. thampson Horse ( chicken Ne 
Salm. pullorum — Chicken í 
Salm, pelagrdls Pig (3), a (1). 
Salm. tennessee -` Turkey (1) 

Salm. senftenberg , Chicken (1) 


Frequen of Isolation of Different Salmonela Types. 
—Table ey ofl the frequency with which different 
types of salmonellae were isolated during this’ work. 
Nearly half the number of salmonella cultures that wee 
obtained were Salm. typhi-murium. This was by f 
the most ‘commoh type isolated from turkeys, ducks 
and chickens. ‘The next most common types weré Salm. 
dublin, Salm. anatum, Salm. thompson, ‘Salm. pullorum; 
and Salm. meleagridis.’ As éxpected from data of Clinical 
salmonella infection, Salm.' dublin was most commonly 
found in cows, and was, in fact, the only type present 
in the faecal specimens from -these animals. On the 
other hand, despite the fact that Salm. pullorum is by” 
far the most common type causing clinical salmonella 
‘infection in chickens, it was not the type most commonly: ' 
found in the faeces of the adult chicken in this country: 
It was also surprising that Salm.-thompson, a common 
cause of disease in young chickens, was isolated only 
‘Once from chickens but twice from horses. 5 


Health and Infectivity of Faecal Excreters of Salmonellae , 
. It was possible to, examine _more critically some 
of the animals that had been classified vas healthy 
and that had-been shown to-be excreting salmonellae in 
their faeces. - There was no evidence to indicate that 
the general health and condition of these animals’ were 
not normal’ 

In some cases it was possible to obtain’ faecal speci- , 
mens from other animals on a' farm where a'faecal 


‘carrier óf salmonellae had been found, and also to 


examine these animals on morethan one occasion. 


Specimens from two’ horses kept in thé: same stable as, 
a third horse which was a faecal.excreter of Salm. 


thompson also contained this organism. ‘Another horse, 
on different premises, remained 'a faecal excreter of > 
salmonellae for six months, when examination was dis- 


continued. Investigations following upon the isolation ' 


of Salm. typhi-murium from the faeces of a turkey 
showed that 26 of 30 turkeys in the same pen were also - 
excreting this organism. Further examination about a: 
month later revealed that most of the, faecal specimens 
from these turkeys were still positive. A similar type 
' of investigation in the case of another pen of turkeys 


revealed that 20 of 24 of these turkeys were also excret- | 


$ $ 
t 


are higher than those for healthy ahimals, ` ` 


~ including, of course, the original duck. Salm. 


Tes a R parey 


ing Salm.’ typhi-murium in their faeces. The general 
health of both of these lots of turkeys was considered 
„excellent. Their sera did‘not contain ceo uEneyle anti- 
‘bodies to Salm. typhimurium. ` 
In'contradistinction to' this fairly amaia carrier 
state, examples of a- temporary-carrier state were also 
found. e faeces of a pig, examined several times 
-after the isolation of Salm. typhi-murium, were consis- 
tently negative. Again, following upon the isolation of 
Salm. typhi-murium from the faeces of a duck, faecal 
specimens from all the, ducks in the pen were examined,’ 
typhi. 
murium was not recovered from any of the faecal 
samples ;,.two of the ducks were, BONEN excreting 
Salm. give. a8 


t w 


‘Comment on Bacteriological E Findings à 
Comparison of D. C.A. and D.C.8.S, Media for Faecal 
_ Examinations 


“For the first:150 specimens of bovine faeces Leifson’s 
desoxycholate-citrate agar (D:C.A.) was used, and non- 
fermenting colonies from 84 specimens required further 
examination after selenite, enrichment and 52 after 
,tetrathionate enrichment. For the. next 150 bovine, 


specimens, D.C.A. with the addition of 1% sucrose and - 


1% salicin (D.C\S.S.) was used, and only 39 Specimens — 
required further examination after selenite and 38 after ` 
` tetrathionate enrichment. The reason for. the less notice- 
able effect of the addition of sucrose and salicin on ‘the 
number of colonies requiring further examination after 
tetrathionate than after selenite enrichment was that 
their addition led to-the recognition and elimination 
‘mainly of paracolon bacilli which grew more readily in 
selenite than in tetrathionate medium. Proteus strains, 
‘growing more commonly in tetrathionate than, in 
selenite, did not ferment these substrates. 

a ‘ F e 
Comparison of Ď.C.S.S. With and Without- Selenite ahd 

< Tetrathionats Enrichment in Isolation of Salmoneltac 

This survey presented a good opportunity of com- 
paring the value of plating: on D.C.S.S. medium directly, 
and'after enrichment in selenite medium and in tetra- 


thionate broth. Tetrathionate broth is probably used ©, 
i ‘more often than’ selenite medium as a-routine ,~ocedure 


in the examination of faeces. Some workers report, how- 
ever, that selenite is ‘more satisfactory than tetrathionate _ 


(Hobbs and Allison, 1945; Cruickshank aad Williams ' 


Smith, 1949 ;. Preuss, 1949). 
Table IV illustrates the compare frequency with . 
which salmonellae wereisolated from the faecal specimens 


ative Value of. Plating Faeces 


edium, and Af 


‘Tani IV—Showing os Com hae re imino 


‘Direct on to D.C 


Enrichment in Tetrathionate and Selenite Media in the 
Isolation of Salmonellae i 









Cattle .. 


5 
Horses I 

Pies S 
Turkeys.. 2 
Ducks `“ 

Geess .. 


Total.. 


Os Several postive specimens from  in-contact™ dmmals are included in 
this to 
ft Results obtained by plating all positive samples direct on to D.C.S,8." 


4 
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by means of the different media. A few positive 
specimens from “ in-contact ” animals are also included. 
Of the 60 specimens shown to contain salmonellae, 38 
(63%) were identified by both selenite enrichment and 
tetrathionate enrichment, 17 (28%) by selenite enrich- 
ment only, and 5 (8%) by tetrathionate enrichment only. 
Only 12 (20%) of the 60 specimens were shown to con- 


tain salmonellae by direct plating on D.C.S.S. medium. ` 


The superiority of selenite over. tetrathionate medium 
was particularly noticeable in the case of the faecal 
specimens from turkeys, chickens, and pigs. Many 
of the plates originating from selenite-positive, 
tetrathionate-negative specimens grew only a small 
number of salmonellae colonies after selenite enrich- 
ment ; tetrathionate enrichment of some of these speci- 
mens resulted in a prolific culture of Proteus colonies. 


s 


Types of Non-fermenting Colonies Growing on D.C.S.S. 
Mediun Sown with Faeces of Different Animal Species 


The bacterial flora of the different animal species 
differed from one another. Table V iflustrates a few 
ofthese differences; the figures are percentages and 


TABLE ee the Frequency with Which- Non-fermenting 
š Colonies were Isolated on D.C.S.S. Medium from the Faeces 


of Different Healthy Animals 















Proteus 






oe Paracolon bacilli 2 
Horses .. if Patacclon bacilli 2 
Chickens . { eae bacil: 50 
ee e { Pascal 17 a 
pete Lf Poe a | s 
Pia >.. Pei bacil % % 
Sheep Paracoton bacili 35 a hs 











relate to healthy animals. A great variation was noted 
in the Proteus content of the faeces of different animal 
species.. The order of frequency of isolation of Proteus 
sp. fromthe various species was pigs, ducks, turkeys, 
sheep, chickens, cows, and horses, the actual percentage 
being,72, 56, 40, 38, 24, 16, and 12. . Proteus strains were 
more commonly found after tetrathionate than after 
selenite enrichment. The number of faecal specimens 
containing paracolon bacilli that failed to ferment the 
sucrose or salicin in the D.C.S.S. medium did not ‘show 
a great variation between the different species of animals, 
there being about 20% in all cases except sheep and 
pigs ; the percentages for these two species were 60 and 
40 respectively: No’ significant difference was noted 
between the numbers of paracolon bacilli and 
Proteus sp. present in the faeces of normal animals and 
diseased animals. ae, 
1 ‘ A Compartson of Screening Methods 
Two methods .of screening the mnon-fermenting 
colonies growing on D.C.S.S. plates were compared. 
Usually the screening was carried out by rapid testing 
of suspicious colonies for urease and indole production. 
Sometimes, however, colonies were submitted to a rapid 
slide-agglutination test using the polyvalent O serum 
- issued by the Standards Laboratory. First impressions 
were that this latter test was less time-consuming, but in 


* 
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view of the considerable, number of colonies that either 
partly’ or completely agglutinatéd the polyvalent O 
serum, or -were either auto-agglutinable or sticky, the 
former test was preferred. When using polyvalent O 
serum for screening ,it was found necessary to, test 
agglutinating strains for urease and indole production at 
an early stage to avoid a lot of unprofitable and time- 
consuming work. - fc 

After the preliminary tests, cultures were pumfied. 
The D.C.A. plates modified by replacing lactose with 
dulcitol were extremely useful for this purpose. It was 
found possible to plate out six cultures on each plate 


- so as to obtain isolated colonies. The salmonella’ cul- 


. salmonellae, produced this reaction. 


tures on this medium produced either pink colonies or 
paler colonies with black centres. Very few indeed of 
the cultures that were investigated, and, which were not 
An exception had 
to be made for Salm. pullorum, which does not ferment 
dulcitol. It must be emphasized that this medium was 
used mainly to obtain pure cultures, and cultures were 
not discarded if they did not givéa positive reaction. 

f - -> 


t 
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Discussion 


The results of this survey show that the types ‘of 
salmonellae isolated from the faecés of healthy animals ` 
were, with the possible exception of Salm. pullorum, 
those that are commonly ‘incriminated in outbreaks of 


: food-poisoning (M.R.C. Report, 1947). They are also 


' the types that commonly cause clinical disease in 


domestic animals. It is therefore obvious that symptom- 
less faecal excreters of salmonellae are important from 
both the public health and the agricultural points of 
view. - 

- Most of the outbreaks of food-poisoning traced, to 
domestic animals have originated from “ emergency- 
slaughtered” or “casualty” animals. THis does not 
mean that these animals are the most common source of 
infection, as the vast majority of outbreaks remain un- 
traced (Food Poisoning in England and Wales, 1941-8). 
The attention of those concerned with the investigation 
of outbreaks of food-poisoning is naturally directed 
pon these animals, whereas: outbreaks caused by 
animals that are symptomless faecal carriers would tend 
to go untraced. Extensive outbreaks, probably caused 
by symptomless faecal exċreters, have, however, been 
reported (Camps, 1947 ; Jones and Symons, 1948). That 
salmonella infection ın man is closely related to infec- 
tion in animals has been shown by Watt and DeCapito 
(1950) in America. Whenever they discovered a human 
salmonella excreter they examined faecal specimens 
from the domestic animals within one block radius. In 
50% of cases they were able to isolate from one or more 
of the anumals the same type of salmonella as from the 


“human excreter. Hinshaw, McNeil, and Taylor (1944) 


also have drawn attention to cases of gastro-enteritis 
among attendants on poultry farms which have occurred 
simultaneously with outbreaks of clinical salmonella 


~“ infection among the poultry. They are of the opinion 


that ih some instances agricultural workers may be the 
sources of infection for poultry. - 

The relative importance of. different’ species of 
animals as reservoirs of salmonella ‘infection depends 
on the incidence of salmonella carriers in the species, 
the total population of the species, and, in the case of 
food-poisoning, the degree of contact they have with 
human beings and their food. The figures for the total 
population of some of the species, based on the June, 
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Han Livestock Census, are: horses, 500,000 ; cattle, horses (0.2%), and none of 500 sheep were found to be 

000 ; pigs, 2,200, 000 ; chickens, 60,000,000 ; ducks, excreting salmonellae in their faeces., The organisms from 
2,200,000 ; turkeys, 750 ,000 ; and geese, 800 000. The the turkeys were Salm. typhi-murium, (11), Salm. anatum 
correlation of these figures with those ‘in Table I shows . 4), and Salm. tennessee; from the geese, Salm. typhi-- 
that merely comparing the frequency of galmonella murium and’ Salm. thompson; frpm the ducks,’ Salm: 
excreters among different species- òf animals does not’ 2P hi-murium (5) and Salm. meleagridis; from: the pigs, 
ee Salm. meleagridis (3) and Salm. typhi-murium ? from the 

rily give a true impression of the importance of 
the diffe chickéns, Salm. typhi-murium (2), Salm. pullorum (2), and 

e rent species as reservoirs of salmonellae. ` For 
Salm. anatum ; from the cows, Salm. dublin (3); from the + 

instance, although the frequency of salmonella excreters horse, Salm. thompson. 
rand Se m Ot their large population makes Among animals suffering , from „diseases other than 

probably the largest reservoirs of infection. primary salmonella infection, eight of 500 chickens (1. 6%), 
Turkeys, found to be the most frequent faecal excreters three of 500 cows (0.6%), two of 500 horses (0.4%), and 
of salmonellae, do not appear to be so.important as a none of 130 sheep, 100 goats, and 33 pigs were found to. 
reservoir. They may, however; be of considerable be excreting salmonellae in their faeces. Although these 
significance as foci of infection and may disseminate it figures are higher than those for healthy animals they do 
to other species of animals with which they may come not lend much support to the view that salmonellae com- 
in contact. Horses are probably of little importance. monly proliferate in disease pr cs. The organisms from 


the diseased chickens were Salm. typhi-murium (4), Sal 
‘From the food-poisoning point of view, cattle, sheep, . pullorum (2), Salm. thompson, and Salm. senftenberg ; fren 


and pigs afe-important, as they ‘are the principal food the diseased cows, Salm. dublin (3); and from the diseased 
animals. Symptomiless: faecal excreters of these species horses, Salm. dublin and Salm. thompson. : 

may give rise to infection of human beings after. the No salmonellae were isolated from the faeces of the 
contamination of meat at slaughter by the accidental « following species of animals which were exhibited at 
rupture of the alimentary tract, or by the contamination national shows in this country: cows (430), chickens: (420), 


.` of slaughtering instruments, and of the slaughterhouse ‘ducks (155), and turkeys (63). 
‘> itself, with faeces containing salmonellae; cloths used All the salmonella types that were isolated in this survey, 


for wiping down the carcass may be: particularly dan- ’ with the possible exception of Salm. pullorum, are known 
gerous in this respect. The excretion of salmonellae in tO be capable of causing disease in man. A 


the`faeces of milking-cows is an added danger in view The significance of these findings, is discussed with regard ~ - 
' of the possibility of the milk becoming infected” many to the causation and prevention of food-poisoning in man 


and the control of disease in’ ariimals. 
The techniques used in the isolation and’ identification of 


tamin milk. * a the salmonellae are also discussed. : Selenite medium was 
been Traced to -con ated The ‘importance. of found to be superior to tetrathionate broth as an enrich- 


raw or insufficiently cooked eggs as soufces of infection 
r tr : ` ment medium, but a ter number of positive s imens 
in man has already been indicated, particularly in the were found by the PETE both media. as iis 
case of duck eggs. The contamination of poultry during 

We are greatly indebted to Mr. K. A. Piggins, Miss Sheila 
evisceration may also be of importance, particularly Day; and Mr. J. F. Tucker for the efficient and untiring manner 
as this process is often carried out by those responsible in which they have helped us with the technical aspects of this 
for the preparation of food. work. We also wish to thank Dr. Joan Taylor for typing some 


of the salmonella cultures. Onr thanks are also due to Professor 
The difficulties in preventing animal faecal excreters „Wm. C. Miller and Dr. R. F. Gordon for help in or a 


giving rise to salmonella infection in human beings and' ` this survey, and to the numerous people’ who, by collecting faecal 


of the outbreaks of food-poisoning caused by Salm. 
dublin, the most common type isolated ‘from cattle, have 


in other animals are formidable. The «detection Of specimens, gave ùs ald without which this survey would have 


carriers by agglutination tests is effective in the control been impossible to carry out, 
of Salm. -pullorum infection. in chickens, but such ’ 


methods dre much less effective in other salmonella „EE . (1947 947). ee Bull. Minist. Hlth, Lond., 6, 89 


infections. “There is no evidence to suggest that vaccin- Cria „Smith, H. , Williams (1949). ` British, , 
ation or chemotherapeutic substances would,reduce the Medical iua 2, 1 


number of carriers of salmonellae. It may be possible Food pon e Engling and Wales, 1941-8, Mon. Bull. Minist 
that improvements in general hygiene and aR Haines, K. B, i » and Tomlinso n, A. Li H. (1947). 
-would résult in a decrease in the frequency of salmonella pec. Neh OF es Coun n 

` 944). A 
carriers. Some support for this is given by the finding J. oye. McNeil, E. and Taylor, T, PIED amer 


that no salmonellae were isolated from the faeces of "Hobbs, E Cu and one V. D. 0945). Mon. „Bull. Minist. 
animals exhibited at the Dairy Show and the Poultry Hynes, Net 1943) ‘J. Path. Bact. 193 

‘Show in London in 1949, as these animals would have fous, À LPA nd Symons, A. D.' toa) Mon. Bull. Minist. 
been kept under a better standard of hygiene than valli Lond, 1, ‘Amer. TH 

ordinary commercial animals. However, another’ Preuss, H Iba). 2 Hyg. infelionshr. 1 129, 

explanation of this fact may be that the general con- Report (154 pec, Rep. Ser. med. Res. Coun rand bane: 260. y 


Mon. B t. Hlth, ; 
dition of a faecal excreter of salmonellae would not be Smith, H Wal ms, “and A pW aia " Mon Bull. 


Tople: ey, W W. W. Ċ., an S. (1946). , The Princi 


shows.. From the food-poisoning point of view it is erlology and innari S 3rd ed., revised by G. S nciples of or 





obvious that ‘moré attention will have to be paid to and A. A. Miles. rendo 
hygiene during and after the slaughter of food animals Watt, J., and DeCapito, T 1980). Amer. J. Hyg., Si, 343. j 
if the dangers of animal excreters of salmopellae are to 7 7 ; F aA 
-~ be reduced. - $ _' ` A note in Nature, May 5, page 730, draws attention to: 
Fo ož ` \ ` the unreliability of killing the eggs of worms in faeces with 
Summary formalin. A faecal specimen from à patient infected with: 


In a survey of healthy adult domestic animals i in England Ascaris lumbricoides was preserved in hot 10% formalin in 
and Wales,-16 of 650 turkeys (2.5%), two of 100 geese (2%), ` March, and when the specimen was examined in November 
six of 500 ducks (1.2%), four of 600 pigs (0.67%), five of many eggs were found containing motile Ascaris larvae, 
750 chickens (0.67%), three of 750 cows (0.4%), one of 500 although the formalin concentration was still 6%. 
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A STUDY OF HEPATIC FUNCTION IN 
MAN BEFORE AND AFTER PARTIAL 
i RESECTION OF LIVER - i 
; BY : 
F. V. FLYNN, M.B., B.S. 
AND 


J. M. WALSHE, MLB. M.R.C.P. 
(From the Depaitment of Clinical Pathology and the 
Medical Unit, University College Hospital) 
It is well known that “liver-function tests” may be 
nęgative in the presence of extensive liver disease and 
that sometimes one of these tests may be positive whilst 
thers are negative. Recently the opportunity arose of 
iVestigating liver function in a patient before and after 
partial resection of the liver, and the findings are 
recorded as an indication of the effects of simple reduc- 
tion of liver tissue ‘on these tests. In a survey of the 


literature recording partial hepatectomy in man we have. protein metabolism: 
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It was at this stage that the initial pathological 
investigations were carried out. 


At a second operation for radical excision of the growth,’ ° 


also performed by Mr. Riddell, under thiopentone, curare, 
and nitrous oxide anaesthesia, the left lobe of the liver 
was removed by diathermy incision after ligation of the main 
vessels to the lobe. The excised portion of liver had a 
fresh weight of 215 g., and, like the organ’ as a whole, it 
showed no evidencé of cirrhosis either macroscopically or 
microscopically. Fhe penetra neoplastic nodule had a 
diameter of 1 cm. 

During the immediate postopeiaiNe period, which ‘was, 
free from complications, the liver-function tests were all 
repeated. , 

The patient has remained well and gained weigbt during 


the nine months since his operation. There has been some ' 
merease in the size- of the right lobe of the liver,’ 


» presumably as a result of compensatory hyperplasia. |‘ 


i Method of Study l ' 


The following tests were performed beforé and after 
resection of the left lobe of the liver: (1) Tests related to 
serum proteins, serum flocculation 


` 


~'. TABLE I.—Results of Tests ; t 


i ` 

































va Pre-resection Results y Post-reecction Results 
est 
t A 
Pre-operative Results Jinniedtate Pont- operative Beata Late eeu tive 
Serum proteins Total SAB: 4 albomin 3 5g Total 5-58 %° albumin 3-9 g, 54 zon TT 9% atbuminé 4g, 
globulin i 5s AIG 18 elobultn bg AIG24 a3 13 
y 108 Ta ETEY A S ibuan Sig, 
globulin 2$ g. A/G 18 
Colloidal red .. 14 Negative (0) X Posluve (++) Er 54 | Weak positive fp 
108 Week positive (-+) 
Cephalin cholesterol . 14 - | Negative (0) Very weak positive (+) ie N ve o) 
| turbidity and focculs- | 14 | 5 units with floccnlation 10 units with Socculation 54 | 8 units with flocculation 
108 7 units with flocculation 
Pema prothrombin concentra- 14 91%.0f normal 91% of normal 
Plasma amino-acid pattern .. 7 Normal ¢ Abnormal but typical of post- 
y i operative state f 
Urine amino-acid pattern 14 t abnormality—probably A Ke Ka f i 
and 7 of first operation g g 
Blood urea. ” 7 39 a 1100 mi 39 mg./100 ml g ' 
Serum bilirabin = 5 negativo indirect, Direct, negative; indirect, g 
` 0-4 mg /100 ml 0-4 mg /100 mi 1 
Urine urobilin(ogen) ae 7 Normal «Excess on days 2-7. Peak 
excretion on 6th day 
Hippuric poi aynihsa (intra- 6 Excretion in 1 hour, 0°64 g Excretion in 1 hour, 0-76 g i 
venons test, $ 
B hthalein clearance « 10 Retention at 1 hour, less than Retention at 1 hour, less than 
(dose Fg e) ex 2% . 
Serum e phosphatase 5 -Armstrong units/100 ml. 4 Soke Armsrong u units/ i 
Urea clearance s aak elk Cem 81% and 70% of average a 
normal eS \ 
X l 





* Normal en corrected for body weight (Scurry and Field, 1943) = 


Ț 


peen unable to find biochemteal studies similar to those . 


here recorded, and Berman (1951) does not mention 
such an investigation. However, Grey Turner (1923) 
recorded faecal fat, urinary ammonia, and urinary urea 
findings two years after resection of a hepatoma in a 
boy aged 13. : i 


Case Report* 

,A man aged 54 was admitted to hospital with acute 
abdominal pain, and at a laparotomy performed by Mr. 
A. G. Riddell two nodules were found in the left lobe of the 
liver, from one of which haemorrhage was occurring. The 
bleeding nodule was excised and haemostasis was secured. 
Histological examination of the „biopsy specimen showed it 


‚to be a primary liver-cell carcinoma, bile pigment being 
present in the. neoplastic cells; there was no evidence of, 


cirrhosis in the surrounding liver tissue. N 


*A separate communication describing the surgical procedure 
followed and the pathological features of the tano. is being 
prepared by Mr. A. G. Riddell. \ 


i 











0-70-1°25 g. 


tests (colloidal red, cephalin cholesterol, thymol turbidity, 
and flocculation), plasma prothrombin concentration, 
plasma and urinary amino-acid patterns, blood urea. 
(2) Tests related to bile-pigment metabolism: serum bili- 
rubin, urinary urobilin(ogen). (3) Tests related to detoxicat- 
ing function: hippuric acid synthesis (intravenous test). 
(4) Tests related to excretory function: bromsulphthalein 
clearance, serum alkaline phosphatase. 

These tests -were carried out by standard techniques—in 
common usage. The methods employed in the case of the 
amino-acid studies, however, require mention. The con- 
centration ‘of individual amino-acids was followed by the 
method of paper partition chromatography, two-way 
chromatograms being run as described by Dent (1947), In 
testing urines for a pathological output of amino-acids a 
urine volume with a constant amount of total nitrogen— 
that is, 250 »g.—was used (Dent, 1949). In the case of 
plasma a constant volume of 625 al. of ultrafiltered and 
desalted fluid was taken. Each specimen of urine and 
plasma was examined—oxidized and unoxidized. 

The results are summarized in Table L 
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Discussion 


It is important in considering the results to estimate: 
the proportion of liver tissue that was removed. Using 
the formula of Scurry and Field (1943)}—namely, liver 
weight = 0.433 oz./Ib. body weight—the theoretical 
liver weight calculated on the patient’s maximum known 
weight is, ın this case, 1,380 g..; hence about 16% of the 
organ was removed. ' i ' 

Before the results of some of the-tests are discussed 
~ certain points applicable to the interpretation of all must 
be mentioned. First, there is the enormous functional 
reserve of the liver. 
speed of regeneration, In the rat, after removal of over 
60% of the organ ‘regeneration is complete in 10 to 21 
days (Warner, 1938 ; Abercrombie and Harkness, 1951) 
Whilst it is probable that the rate of regeneration will 
be slower in a man of 54 years this factor may have 
played a part in ,the normal, post-resection results. 
Finally, it must be remembered that in this case the 
primary carcinoma developed in a non-cirrhotic liver. 
In adults this is a circumstance of great rarity (Coun- 
seller and McIndoe, 1926; Tull, 1932; Boyd, 1944; 
Hoyne and Kernohan, 1947; Willis, 1948 ; Mallory, 
1948 ; Berman, 1951). 

The further discussion is here confined to those tests 
which showed a significant change after the resection. 


, _ Serum Proteins i 

The initial estimation showed a rather low total pro- 
tein. This low reading may well have been a result of 
the haemorrhage, despite a transfusion of 4 pints (2.27 
litres) of blood after admission. ‘The very much higher 
results found at follow-up are probably to be attributed 
to the replacement of the serum proteins lost at the 
time of the haemorrhage. 


i 


Serum Flocculation Tests 

The thymol test alone registered an abnormality 
before the resection; moreover, the occurrence of 
flocculation in this reaction is stated to indicate abnormal 
liver function (Maclagan and Bunn, 1947; Neefe et al., 
1950). Possibly this result is to be attributed to the 
presence of the carcinoma. : 

It can be seen (Table I) that in the immediate 
post-operative phase the colloidal-red and cephalin- 
cholesterol flocculation tesfs changed a 
from negative to positive and that the 
thymol turbidity ` registered a greater. 
degree of abnormality. Whilst the 
cephalin-cholesterol test had returned to 
normal in two months the colloidal red 
and thymol turbidity were still abnormal 
three months after operation. . 

In order to ascertain that the changes in 
the flocculation reactions were related to 
the liver resection, control tests were per- 
formed. These control observations were 
carried out on two cases of carcinoma of 
the pancreas; both found at laparotomy to 
have hepatic metastases, and on a case of 
carcinoma of the oesophagus subjected to gram 
radical surgery. A further control obser- 
vation was’ made on a case in which a 


Secondly, there is the remarkable’ 


’ ticularly if 





<——— Phenol 
Fio 1—Diagram of a chromato- 


from unne with a nitrogen con- 
tent of 250 ug. oxidized. Specim 
lected on the third: post-operative day. 


Kuy.—1= Tyrosine. 


- There is the possibility that the initial results may have 
been altered by dilution of the gamma globulin follow- 
ing transfusion. However, in the case of the post- 
resection results the dilution factor must again be taken 
into consideration, as the patiente received a further 2 
pints (1.14 litres) of blood during the operftion. A 
change in these tests means in effect that there has been 

, a qualitative change in the serum proteins—in the globu- 


» lin or the albumin fraction, or in both. In clinical terms, 


such a change is less likely to be due to á reduction in 
liver mass than to a necrosis of liver cells. There’ would 
be ample opportunity for such to occur locally, both 
from the use of the diathermy knife and the ligation of 
the vessels to the left lobe, with the consequent disorgani- 
zation of the intrahepatic circulation. However, the 
amino-acid studies gave no indication of necrofis. 
Thus it is of interest that Popper er al. (1949) belieye 
that the thymol test remains positive during reg 

tion and distorted reconstruction of the liver. - 


_ Plasma and Urinary Amino-acid Patterns 

It has been reported (Dent and Walshe, 1951) that 
certain changes are commonly found in the urinary 
excretion of amino-acids after abdominal surgery, par- 
i the liver or biliary tract is involved.» The 
initial chromatograms, following the first operation, 
showed minor abnormalities that do, in fact, fall within 
this category. After resection of the left lobe of the 
liver much greater alterations in amino-acid excretion 
were expected, because of the major disturbance in 
hepatic circulation and the necrosis that must have been 
produced. This was not the case, and only the usual 
post-operative response was observed. Figs. 1 and 2 
_show the patterns detected in the urine and plasma on 
the third post-dperative day.. The changes in the plasma 
were no more striking than those in the urine, the only 
~abnormality being a definite rise in the cystine concen- 
tration. These findings accord well with those of 
‘Ferrari and Harkness (1951), who made similar studies 
on the rat after removal of two-thirds of the liver. In 

- view of the dramatic rise of liver ethanolamine phos- 
phoric acid reported by these workers as occurring 24 
hours after operation, it is of some interest that our 
patient was excreting this compound, as the principal 
ninhydrin reactor in his urine, six months after opera- , 
tion. One further abnormality appears to merit attention 
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—that is, the presence of a ninhydrin reactor (Fig. 1, 
symbol. 18) not reported by Dent (1948) as occurring 
in human urne. Work on the isolation and jdentifi- 
cation of this compound will form the basis of a separate 
communication. ` In gonclusion it can be said that re- 
section of 16% of the liver produced no specific change’ 
in amino-acid metabolism, , - 


i Urinary Urobilin(ogen) 

Before resection the excretion was within normal 
limits. During the eight days immediately following | 
operation the excretion was excessive on five days, the 
peak being reached on the sixth day.’ This was in fact 
a quantitative change in the excretion of urobilin(ogen), 
as allowance was made for variations in the’ 24-hour 
urine volumes. Control observations were made on 
eight cases following surgery of comparable’ severity. 
The results are shown in Table I, Reference to this 
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table shows that, while several of the controls did have 
excess urobilin(ogen) excretion post-operatively, in none 
was it manifest so early or so markedly as in the patient 
subject to partial hepatectomy. It seems possible, there- 
fore, that part of this increase is directly attributable to 
decrease of liver mass available for disposal of the 
chromagen arriving via the portal vein., ~ 

Further control observations on a patient who re- 
ceived’ a transfusion of 3 pints (1.7 litres) of blood 
established that this alone was not hkely to be respon- 
sible for the increased urobilin(ogen) in the urine follow- 
ing the resection. ~~ ; 


Summary and Conclusions 


Liver-function tests were performed before and after 
resection of 16% of the liver in a case of primary liver-cell 
carcinoma occurring in a non-cirrhotic organ: 

‘The serum flocculation ‘tests and the urinary excretion of 
urobilin(ogen) alone, showéd. changes believed to be 
attributable to partial resection of the liver. p 

The serum proteins and the pattern of amina;acids in the 
blood and urine showed changes which are believed to be 
non-specific in relation io the operation. 

The following tests failed to register the surgical inter- 
vention: plasma prothrombin concentration, blood urea, 
serum bilirubin, hippuric acid synthesis, bromsulphthalein 
clearance, serum alkaline’ phosphatase: 7 

We wish to ‘thank Mr. H. R. I. Wolfe, the surgeon in chars, 
for permission to publish this report, and Mr. A. G. Riddell, 
through whose co-operation we were able to carry out this 
investigation. 
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BONE DYSTROPHY IN ASSOCIATION 
WITH MUSCULAR DYSTROPHY 
ki OPATHY) | : 
BY = 
© DW. a M.D. MR.C.P. 
G. E. 0. WILLIAMS, M.D., M.R.C.P. 
: AND l 3 3 


O. E. SMITH, M.B., Ch.B, D.M.R.D. 


In 1905 Professor Spiller stated that implication of the 
bones in progressive muscular dystrophy was not often 
observed, and that many of the textbooks on fhervous 
diseases made no mention of it. This statement ‘is 
almost as true now as it was then, and, although 
bone changes in poliomyelitis, syringomyelia, and other 
neuromuscular disorders are frequently. described in 
standard textbooks, their association with ' primary 
muscular dystrophy is rarely mentioned. 

Marie and Crouzon.(1903) reported a case of muscular 


_ dystrophy with fracture and atrophy of the humerus. 


Spiller (1905), in an account of’a case of muscular 
dystrophy with wasting of the humerus scapula, and 
acromion process, gave as his earliest reference that of 
Lloyd (1884)’; however, Friedreich had discussed the 
subject at length in 1873 and had referred to dn earlier 
observation of Le Gendre. , _ 

Boné changes mentioned in the Literature include not 
only kyphoscoliosis and deformities of the skull, foot, 
and ‘pelvis, but also atrophy of the clavicles, scapulae, 
ribs, and innominate bones, and atrophy, narrowing, 
and, less frequently, shortening of the long bones. The 
latter have often a shaft of reduced width, the reduction 
of the medullary canal being os marked than that of 
the cortex, whereas the epiphyses may be of normal 
diameter, giving an attenuated’ dumbbell shape to the 


` affected long bones. Zellweger (1946) described five 


patiehts whose pelves wére x-rayed, and’ who were said 
to have coxa valga; one was shown.to have bilateral 


dislocation of the hips with hypoplasia of the acetabula. 


Primary Carcinoma ‘of the Liver. Lewis, f 


x 








The patella in one case, by loss of 
its bony structure, resembled a thin- 
walled cyst described by Merle and 


de verre.” 

In discussing causes most authors 
discount muscular inactivity. 
Curschman (1936) often found no 
bone atrophy in advanced’ muscular 
dystrophy.’ Maybarduk and Levine 
(1941) pointed out that bones were 
affected which could hardly have 
been influenced by muscular disuse 
—for example, shortening of „the 
© vertical ramus of the lower jaw was 
noted, though masticatory muscles 
were not involved in the dystrophy. 
They referred to Eulenburg’s (1896) 
case of muscular dystrophy, in 


trophy of the bones were found. 
In describing the following case 
we again draw attention to the 
occurrence of bone changes in 
primary muscular dystrophy. 


Case Report 


A woman aged 28 was admitted to 
hospital on July 19, 1949, At the age 





her right clavicle. One year later she 
noticed a weakness of her arms, which 
she at first attributed to her fall. The 
weakness affected the muscles of the 
upper arms and shoulders, so that she 
could not get her hands up to do her 
i hair and had to support her elbows on 
the dressing-table. She received massage treatment without 
improvement, but the condition did not seem to get any 
worse until the birth of a stillborn child in 1942 after a 
pregnancy complicated by high blood pressure. After the 
puerperium the left leg appeared to be weak and heavy, and 
her muscles ached after exertion. The’condition of the arms 
did not seem to have deteriorated. | 

Examination showed the patient to be a well-nourished 
young woman, weight 8 st. 13 1b. (56.7 kg.), height 5 ft. 2 in. 
(157.5 cm.). There was marked lordosis (Fig. 1) with com- 
peusatory upper dorsal kyphosis, and bilateral talipes 
equinovarus. Both shoulder-blades appeared to be small, the 
left measuring 6 in. (15 cm.) along its vertebral border, the 


Fig. 1.—Profile of 
patient, showin 
typical stance wi 
lordosis, feet astride, 
and scapulae winged. 





: eos 
Fra. 2.--Showing the elevated hypoplastic right scapula of the patient 


pared with that of a normal control (B). In these 
made to avoid foreshortening of the scapula by obliquity. 
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Raulot-Lapointe (1909) as “ rotule | 


which both atrophy and hyper- ` 


of 12 she fell from a gate, fracturing. 


g these pictures care 


Fic. 3.—A. Patient's right humerus. B. Left humerus of a 
normal control of same age and height. C. Patient's left humerus. 
Note the attenuated dumbbell appearance given to the patient's 
right humerus by the comparatively slender shaft. The medullary 
diameter is much reduced though the cortex ıs of average depth. 


right 54 in. (13.8 cm.). They were highly placed, giving a 
Sprengel’s type of shoulder deformity, and were also winged. 
The gait was of “myopathic” type, and it had been 
originally suggested that she might have a congenital dislo- 
cation of the hip. On attempting to rise from the floor, she 
went through the evolutions known as “ Gowers’s patho- 
ghomonic figures.” 

There was weakness of the shoulder girdle muscles, 
particularly deltoids, pectoralis major, trapezius, rhomboids, 
and serratus magnus. The left trapezius and both deltoids 
were wasted, though facial musculature and sternomastoids 
appeared normal. The muscles of the arms and forearms 
were also involved, particularly the triceps and brachio- 
radialis on thé right side, with 1 in. (25 cm.) of wasting of 
the right arm. There was no loss in the power of grip. The 
arm reflexes were uniformly diminished, with the exception 
of the left supinator jerk. Weakness also involved the legs, 
so that flexion of the hip and knee, dorsiflexion, plantar 
flexion, and eversion of the feet were difficult. These 
changes were more marked in the left leg and thigh, and the 
left thigh showed ł in. (1.9 cm.) wasting The abdominal 
musclés were all extremely weak, and so were the sacro- 
spinalis group, particularly on the left side. There was no 
pseudo-hypertrophy of the affected muscles and they did not 
fibrillate. There were. no sensory, pyramidal tract, or 
cerebellar abnormalities. 


Radiographs of the arms and shoulder 
girdles showed the right scapula to be ele- 
vated and hypoplastic (Fig. 2) The left 
scapula, though by no means as under- 
developed as the right, was also on the small 

_ side. The right humerus was shorter thaft 
the left, and was also shorter than a well- 
selected control (Fig. 3). The right humeral 
shaft was narrow, the medullary diameter 
being much reduced, while the cortex was 
of average depth. The extremities of the 
humerus were nearly normal in size, and the 
cancellous texture was not altered. No 
overall reduction in calcium content was 
indicated by the x-ray films. Radiographs 
of the rest of the skeleton revealed no 
abnormality, there being no hip dislocation. 

The patient’s three sisters and one brother, 
and a nephew aged 2}, were examined clini- 


Do 
dence of either myopathy or bone dystrophy. 


cally and radiologically, but showed no evi~ ' 
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Discussion 
‘The bone dystrophy of myopathy has in common with 


‘tthe muscular weakness only one undisputed aetiological ` 


factor, which is a héredo-familial incidence (Schultze, 
1899 ; Dreyer, 1906 ; and others). Spiller (1898) assumed 


` a process taking place in myopathy which caused 


A 


atrophy and developmental arrest in early life, probably 
involving bones as well. ‘Hemiatrophy, a condition 
which one attempts to explain by an incomplete minimal’ 
form of twinning (Gesell, 1921), does not appear to be 
related, as the myopathic bone dystrophy may involve- 
bones in an asymmetrical manner. It is hardly sur- 
prising that abnormalities of the sympathetic nervous 
sygtem (Kuré et al., 1936), endocrine system, or dien- 
cephalon (Zellweger, 1946) have been invoked to explain 
the puzzling combination of bone and muscle dystrophy. 

“Friedreich, in describing a case of an 18-Year-old 
youth,, postulated an external concentric progressive 
bone atrophy with simultaneous deposition of new bone 
along the medullary surface of the cortex. He con- 
sidered the process to be a nutritional atrophy rather 
than an arrest in development. 

Despite the numerous points of similarity between this 
humerus and one whose development has been arrested , 
or slowed down by paralysis—for example,, acute ' 
anterior poliomyelitis—it is not easy to explain all 
characteristics by disuse in the absence of any osteo- 
porosis in this case. Even the versatility of Pommer’s 
(1925) theories of tissue pressure as a basis for the 
mechanism of changes in blood supply causing relative 
preponderance of osteoclastic or osteoblastic activity does 
not provide a ready explanation of why the bone should 
be abnormally slender and of normal density in this case. 
If these bones have ever been of normal dimensions 
the present appearances must be due to the process pos- 
tulated by Friedreich. Even if the bones have developed 
in this fashion (never having been normal) the com- 
pactum must partially, at least, have been _laid down 
from within in order to explain the alterations in cortex/ 
medullary ratio. Nevertheless, the final result in this 
condition, as in poliomyelitis, is in striking contrast to 
the thick sturdy bone with prominent muscle attach- 
ment produced by continued heavy muscular stresses. It 
would be impossible to assess whether developmental 
arrest had occurred from the time that muscular weak-, 


" ness became evident in this case ; the question could be 


answered only by repeated observation of progressive 
cases beginning at an early stage. 

Trophic changes are not operative in the same sense 
as they are in tabes when kinaesthetic sensation is ¢om- 
monly involved and Charcot’s joints occur, although the 
word “ trophic,” meaning a nutritional change, would - 


_ be applicable. 


a 


Apart from recognizing familial incidence in both 
muscle and bone changes, we feel that there is little to 
be gained by theorizing upon the pathogenesis of the 
bone changes. 


Summary . L 
A case of myopathy showing atrophy and hypoplasia of 
humerus and scapula is described. ’ Previous literature is 
reviewed and possible mechanisms are briefly discussed. 
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A’ CASE OF PRIMARY AMENORRHOEA 
ASSOCIATED WITH ASTHMA 


BY 
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The Physiology ‘of Primary Amenorrhoea 
The mechanism responsible for menstruation may be 
interrupted at three levels: first, the output.of pituitary 
gonadotrophins may not suffice to stimulate the ovary . 
to secrete oestradiol, to ovulate, and to secrete pro- 
gesterone ; secondly, the ovaries may be .unable to 
respond to a normal pituitary gonadotrophic stimulus ; 
and, thirdly, the uterus may not respond to the ovarian 
hormones. Primary amenorrhoea may arise at any 
of these levels. Pituitary deficiency may be of all 
degrees from the extreme of pituitary dwarfism, 
through decreasing, grades of gonadotrophic hypo- 
plasia, to a mere delay in the establishment of puberty 
and menstruation. Ovarian deficiency similarly ranges 
from complete agenesis to the mildest hypoplasias. An 
infantile uterus is only rarely seen when ovarian 
secretion is‘ normal, but undue delay in the establish- 
ment of menstruation may leave the uterus irreversibly 


` 


infantile. 


There is little hope of curing primary amenorrhoea 
if ‘an infantile body-build indicales severe pituitary 
hypoplasia, or if extreme ovarian. deficiency is shown 
by a eunuchoid body-build (hormonal castrate). 
Success is most likely in the obese type of young woman 
who may perhaps be regarded as having no more than 
a very undue delay of puberty. 

Primary amenorrboea may be treated by either 
ovarian or pituitary hormones. ‘At the lowest level 
intermittent oestrogen, therapy will very often induce 
cyclical withdrawal haemorrhage from the uterus. 
Such bleeding may give psychological benefit; but is too 
far removed from the normal mechanism of menstru- 
ation to induce a normal pituitary-ovarian rhythm. 
Better results follow when progesterone succeeds the 
oestrogen—for example, oestrogen for five’ days, pro- 
gesterone for five days, and 20 days’ rest. Bickers 
(1948) induced cyclical bleeding by this means in 60% 
of cases of primary amenorrhoea, and in 40% menstru- 


` ation continued for at least three months after stopping 


treatment. Y , 

The most logical treatment of primary amenorrhoea, 
however, is to stimulate or reinforce the normal 
pituitary secretion of'follicle-stimulating and luteinizing, 
hormones. Suitable cases often respond to massive 


i i 


a 


‘a at 


z 


i * . 
or, i : r X 
$ > & - 


ÉJ 


June 30,1951 





doses such as five daily injections of 3 3000 i.u. of serum 
gonadotrophin followed by three injections of 1,500 i.u. 
of chorionic gonadotrophin on alternate days (Riisfeldt, 
1949). The treatment may, however, be interrupted 
either because antihormones to the, serum gonado- ' 
trophin form or because the patient becomes allergic to 
other components of the mare’s serum. The -pro- 
prietary preparation ““.synapoidin ” avoids this diffi- 
ae ‘by combining chorionic gonadotrophin with a, 

“ synergistic ” pituitary extract ; ; the preparation is said ~ 
Ate exert both follicle-stimulating and luteinizing effects, ` 
and encouraging results in the treatment of amenor- 
thoea of pituitary origin’ were reported by: Davis (1944). 

Either form of pituitary therapy may ara 
excessively stimulate the ovaries. ~The patient suff 
severe abdominal pain and the. ovaries are great y 
enlarged by cystic changes, with haemorrhages ° into 
cysts and interstitial tissue. The ‘ovaries’ invariably re- 
turn to normal’ within three weeks of stopping treat- 
.ment (Movin, 1949). oN, 

\ ' i 
Aiiagy and Menstruation 

The association of ovarian and especially of men- 
strual disorders with allergic manifestations has’ often 
been noted. Thus, cases of skin hypersensitivity which 
vary with the stage of the premenstrual cycle are not in- 
frequently observed, and premenstrual and menstrual 


a S 


=, migraine are also well-known entities. The association 


i 


“of asthma’-and menstruation is perhaps less well 
known, but certain well-defined groups occur. First, 
there are those children who Have asthma till the age’ 
of puberty: and who at the menarche are completely 
cured or much improved (these are often said to have 
“ grown out of it”), and as many as one-third are cóm- , 
pletely free of attacks. , Then there are women whose 
asthmatic attacks ‘are’ predominantly premenstrual in a 


` well-defined manner, and these attacks, are completely 


relieved. at the onset- of the flow. Others have their 
attacks regularly during the flow, while some have 
‘attacks which appear haphazardly at any time during, 
the month. Often patients are free from attacks during 


: pregnancy—so much so that it has been alleged that 


attacks resembling asthma in the -pregnant woman can- 
not be, accepted; as being genuinely asthmatic and 
should be regarded as, hysterical (Curschmann, 1920).' 
This freedom from an allergic manifestation during. 
' pregnancy is very similar to,.and is probably on the 


- game basis as, the temporary | remissions “of various skin 


allergies, hay-fever, and migraine ; ;: 
‘and of rheumatoid arthritis. At the ` ` MENSTRUATION E 
menopause, again, some women YNAPOIIN2 
are relieved, but others. définitely =.” , 
deteriorate. : B i 
The endocrine basis of a certain 
' proportion of cases of asthma in the 
female cannot be, doubted—even , ` IN NL. 
less so nowadays -when we learn ‘ 
that A.C.T.H. (Astwood. et al., 1950) Bee 
and cortisone (Carryer et al., 1950) 
ean be used to relieve asthmatic 
attacks. The mechanism is not yet 
understood, but the” result may be . 
due to, alteration in water, salt, or 
carbohydrate ‘metabolism, or. to 


vestro A 


“SYNAPOIDIN 2 
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- modification’ .of histamine and SYNAPOIDIN 2 
acetylcholine activity. Possibly also . ~~ 
‘there may be.some modification of 1 A” 
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' thalarhus. Thus Introzzi and Larizza (1947) achieved 
good results in the treatment of bronchial asthma’ with 
folliculin, which they claim modifies! the tonus of the 
vegetative nervous system, i a pA 
_ » Case Report » wh i 
A. The Respiratory History 

Agirl‘first attended the London Chest: Hospital in August, 
,!937, when aged’ 17. ‘She gave a history of two weeks’, 
“dyspnoea of: sudden onset, with sweating, wheeziness, and 
cough with purulent expectoration ; the cough was trouble- _ 
some by day, and the wheezing was cleared by coughing. 
Her dyspnoea was ‘severe enough to necessitate her being 
propped up at night. Her only previous chest history was 
of an attack of “bronchitis lasting two weeks when she was 
14. She was smali for her age and intélligent. Examina- 
tion of the chest revealed numerous rhonchi scattered in 
both “lungs, and crepitations at, both bases. A radiograph 
of the chest showed the heart slightly deviated to the left, 
and the right lung field more radiolucent than the, other. 
It was thought that the right lung was emphysematous, thus 
pushing the mediastinum over. Screening confirmed the 
appearance , of pulmonary emphysema, the right dome 
moving : little and being depressed and flattened. The 
heart was displaced’ to the left on expiration and became 
more central on inspiration. Mist. lobel. co. and ephedrine 
“were given. 

The patient was admitted for investigation. Bronchoscopy 
„showed no abnormality; a right bronchogram revealed a 
“normal bronchial tree; and the sputum was negative for 
tubercle bacilli. Bencard skin tests were negative for groups 
Ai and A2. She continued to complain of dyspnoea, which 
was not related to exertion, but came on many times daily 
while she was at rest.’ By June, 1938, she had improved 
considerably, but had a recent recurrence of dyspnoea, 
especially when she walked. 


B. The Menstrual History 


Meanwhile the patiént had also beer attending the London 
Hospital on account of the retarded development of secon- 
dary sex characters and failure to’ menstruate, and a report 
suggested that this delayed puberty was due to her poor 
-general condition. She continued to attend right | through 
the latter half of 1939 and the early part of 1940, with vary- 
ing response to treatments She was seen again in April, 
1943, when it was reported that she had not worked for 
. three years, that she had remained short of breath but had 
‘not been too bad until lately, and in addition had had a 
sharp pain and an intermittent dragging sensation on the 
left side. Examination showed that theré had been no 
change in the general bodily’size or contour. Physical signs ' 


of emphysema‘ on the right and numerous rhonchi on the 
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left were found. An E.C.G. was oflow voltage in Lead I, 


‘ but otherwise the curves revealed no significant abnormality. 


Breathing exercises brought some benefit, but she relapsed 
1943. Rhinorrhoea and sneezing also 
developed. An `E.N.F. report stated that she had the 
pale type of nasal mucosa often found in asthmatics. 


‘Nasal ephedrine drops considerably relieved her. , 


The patient was first seen by me in October, 1943, when 
she was 24.‘ Her complaint was of severe asthma, and she 


looked younger than her age. Her breasts were only slightly 
developed; being of the type generally seen in girls at the 
onset of puberty, and her external genitalia were infantile. 
There was no pubic hair and only slight axillary hair. 
Pelvic examination revealed an Undeveloped cervix and a 
very small uterus. 

The asthma continued unchanged in spite” ‘of all the usual 
palliatives, and in March, 1945, was severe enough to necessi- 
tate adrenaline injections. In September, 1945, stilboestrol, 
0.5 mg. daily, was started, and by December, 1945, the 
patient was sufficiently improved to wish to start work. 
The daily stilboestrol was continued until December, 1947, 
when the dose was increased to 1 mg. daily. There was 
slight enlargement of her breasts. 

In August, 1948, she was seen by Mr. Leonard Phillips, 
who advised a course of synapoidin. The size and spacing 
of the injections given is shown in the accompanying chart. 
The first 10 injections were followed. by uterine haemor- 
rhage lasting for eight days, the first menstrual period of 
the patient’s life,at the age of 29. 

By September, 1949, after eight courses of synapoidin and 
six periods, the cervix was definitely larger and softer and 
the uterus was a little larger. In April, 1950, the labia were 
quite normal and the uterus definitely larger. In October, 
1950, the labia majora were fully developed and the labia 
minora were normal. The cervix was that of a normal 
adult, but the uterus was still small. The breasts were 
well developed, with prominent nipples and deeply pig- 
mented areolae. A vaginal smear showed an adult type 
of keratinized epithelium. Treatment with synapoidin: is 
continuing successfully. 

The patient attended the -London Chest Hospital for. 
review in December, 1950, when she was able tọ report 
that she was much better than ever before, her breathing 
was easier, there was no cough or sputum, and instead of 
taking four or five 4+-gr. (32-mg.) tablets of ephedrine daily 
she was now able to-continue comfortably with two or three 
tablets a week. 


t Summary 


+ . 

A case of primary amenorrhoea with severe asthma is 
described. The use-of endocrine therapy has resulted in 
the development of secondary sex characters and the estab- 
lishhment of irregular menstruation, and simultaneously 
there has been considerable improvement of the asthma. 
Continued treatment may induce a true puberty with regular 
menstruation. As the patient is now 30 years old this may 
be very difficult, but the result so far has been most promis- 
ing. Probably the improvement in the asthma is compar- 
able to that noted in children at the time of puberty.. 


My thanks are gue to Mr. Leonard Phillips for his advice and 
opinion; to PEN . Lloyd Rusby for giving me access to case 
notes at the ndon Chest Hospital; and to Dr. Martin Hynes 
for his encouragement and assistance with the microscopical 
examination. 
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THE ALBUMIN ‘ANTIBODY IN 
ROUTINE RHESUS GROUPING 


ADAPTATION OF THE CHOWN CAPILLARY 
~'METHOD i 


BY 


I M. TUCK, MB. B.S. 
Senior Régistrar, North-west Group Laboratory, London, ' 
N.W.3; Late Registrar, Pathology Department, 
North Middlesex Hospital, Edmonton 
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Attention has been drawn in recent months to the 
difficulty experienced in maintaining adequate supplies ` 
to laboratories of Rhesus testing serum, especially anti- 
D. This difficulty has arisen from the increasing ten- 
dency to screen for this factor all expectant mothers and 
patients requiring blood transfusion. ‘For these tests 
serum containing the complete or saline antibody is 
generally used, and the examination is carried out ‘by 
the tube ‘method. It is unfortunate that the blood of 
mothers of erythroblastotic infants usually shows a com- 
paratively low titre of this antibody; more often the 
serum ¢ontains the incomplete or albumin antibody in 
high titre. It would appear that if-this latter antibody 
werein general use the supply problem would be solved 
In the laboratory of the North Middlesex Hospital we 
found that the albumin antibody is suitable for routine 
screening,’ using the Chown capillary technique in which 
a saline suspension of the unknown red cells is allowed 
to fall through a column of serum containing the Rh ` 
antibody in a capillary tube. This tube is inclined at an 
angle of 45 degrees against an illuminated glass screen, 
the light source being so disposed as to give a fairly con- 
stant temperature of 37° C. acrossthe screen face. The 
Rh-positive cells agglutinate into clumps which are 
readily seen with the naked eye, spaced in the length of 
the fluid with clear intervals- between each, whilst the 
Rh-negative cells fall evenly to the bottom of the 
capillary type, leaving a clear supernatant fluid. This 
method combines the advantages of economy of serum 
and effort with rapidity, the positive results being 
apparent in 5-15 minutes, and it has been used ex- 
clusively in that laboratory since routine Rhesus screen- 
ing was introduced in December, 1947, and from 


October, 1949, the albumin antibody has replaced the 


saline antibody formerly employed. 

In the hands of some workers the Chown test seems 
to be a little difficult, but by rigidly adhering to the 
details óf the technique as originally set out (Chown and, 
Lewis 1946) no difficulty has been encountered by’ us 
and, furthermore, technicians become familiar with it 
after a few demonstrations. 

To use the albumin antibody a few minor modifica- 
tions of the original method have been evolved. 

Apparatus.—The apparatus used is the box as described 
by Chown. ee 

Capillary Tubes—These are pulled from ordinary glass 
tubing similar to that used for making Pasteur pipettes. 
The internal capillary diameter should be about 0.5 mm. 
and the length about 8 cm. 

Serum.—The serum containing the albumin antibody is 
diluted with an equal volume of 20% bovine albumin. Dilu- 
tion with weaker albumin solution (15% or 10%) gives satis- 
factory results, but these take longer to appear, often 3040 
minutes, thus depriving the method of one of its advantages. 
- The speed of the reaction is also affected by the titre, 1:8 
‘being regarded as the lowest satisfactory for general use. 


` 


) 
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_ Such dextran Solutions as have been available have, proved 
unsatisfactory diluents owing to rouleaux formation. 

Red Cells—tThe unknown, red cells, which fay be, 
obtained from either citrated or oxalated blood, or from 
the blood-stained serum of clotted blood after serum has 
been taken for Wassermann reaction or antibody' investiga- , 
tion, are washed in saline and centrifuged‘at not more than `- 
1,000 r.p.m. for three to five minutes. The “supernatant 
fluid is withdrawn and the cells are resuspended in saline 
` to approximately 49-50% concentration. 


1 
` 


MA o The Test ` 
_ The. test'is carried out as described by Chown. The 
serum-albumin mixture is taken into: a. capillary tube 
for a distance of 2 cm. followed by the red-cell suspen- 
sion for a‘ distance of-0.5 cm. Care must be taken to 
` avoid any intermediate air bubble. The capillary is 
then inverted and the lower end set in the plasticine bed . 
at the base of the ‘illuminated screen with the red cells 
uppermost, 80 that they fall through the. column of 
“serum : agelutination is apparent in positive cases in 
5-10 minutes ; negative cases should be left 20 minutes ^ 
before: reporting, 
Approximately 300 tests ‘can be perioed from 1 ral 
_ of the original serum. 

With this antibody the agglutinates tend to be larger 
than’ when the saline antibody is used, and they remain 
suspended in the fluid medium for at least an hour. 

f 


~ Results of Tests 











_ Antibody Used - 
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All ee cases were checked by Tetesting when 
the first antibody assay was made or, in ‘the case of. 
blood donors, whet” ‘the genotype was inyestigated. - In 
the series of over 10,000 only 45 wrong groupings were | 
found, proportionately divided between the two types 
antibody ‘used (saline 11 and albumin 4). No ‘patien 
reported by us as Rh-positive has subsequently been 
shown to be Rh-negative. 

Our cases were not in any way ‘representative ofta 
cross-section of the population, for the series included 
many” expectant mothers referred to the antenatal 
clinics with ‘obstetric histories suggestive of Rh incom- - 
patibility,, most of whom proved. to be Rh-negative. In 
maintaining the hospital blood bank the relatives of Rh- - 
negative recipients also tended to increase ‘the propor- 
tion of Rh-negative persons. Thus it is that our per- 
centage of Rh-negative subjects_is 19.11, against the 
. figure of 16.8 given by Mollison, Mourant, and Rape 

(1948). © ~ 

A modification of the Chown capillary method for Rh 
grouping using the albumin antibody is described ; ‘the 
suspension of the unknown red cells is-increased to 50%, 
and the antiserum is diluted with an equal volume of 20% / 
bovine albumin i , 

The findings in a series of over 10,000 cases (7,801 tested 
with the saline antibody and 2,793 with the albumin anti- 
body) are given for a comparison of results obtained by 

` the use of these two antibodies ; they are yay gi 
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As the series included many, cases referred to the labora- 


. tory for investigation a higher percentage of” Rh-negative 


persons was found in our “population” than in a more 
Ne cross-section. j PE , 

'I am ‘indebted to Dr. J. F. Heggie for bis help and encourage- 
ment in the preparation of this paper. 
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Rheumatoid Arthritis : Sustained i 


Improvement on Low Dosage of. Cortisone S 


A case of rheometoid arthritis is presented which has 

been successfully treated for eight months with corti- 

sone. ` After an initial period of ‘treatment with high . 

dosage, maintenance dosage has been reduced—gradu- 

ally at first—to -the lowest level short of provoking 

relapse. s 
Case Report ‘ 

The patient, a boy aged 15, first noticed pain and swelling 
of the small joints of the fingers in January, 1950, while at 
his boakrding-school. By the end of March, when‘his parents | 
went to take him home for the holidays, they found him very 


-lame with pain and swelling of recent origin affecting the 


left knee. He was also complaining of pain and swelling of 
ahe wrists and of the small joints of the fingers, ‘so that he 


had difficulty in using his hands to feed himself. 


He was put to bed at. home on April 7, and a diignosis 
of rheumatoid ‘arthritis was made. The ESR. was raised 
to. 90 mm. (Westergren) in one hour. 


‘tion of 0.01 g. of sodium. 
aurothiomalate and five sub- 
sequent weekly injections. of’ 
0.02 g~ There was only 
slight | improvement in his 
condition, and on June 24 
he was ‘admitted to, hospital 
for treatment with cortisone, 
He then was afebrile, apart 
from an occasional tempera- 
ture of 99° F. (37.2° C.). He 
was asthenic and of poor 
physique. His teeth and 
throat were healthy. His 
heart was normal. Glands, 
and spleen were not en-- 
‘larged. There was practi- 
cally no, movement: in the - 
right wrist. The ‘left wrist, 
could be flexed ‘to 45 dè- 
grees, but there was no’- 
dorsiflexion, The wrist- 
joints were swollen, and 
attempts'to move the wrists 
were very painful, The 


joints of the hands ‘were also, 
swollen, and there’ was well- 
marked fusiform periarticu- 
lar swelling of the left knee, ` 
with painful and restricted ` 
movement and wasting of 
the quadriceps (Fig. 1). A 


Fig, 1—Ph t h taken on 
radiograph of the left knee June. 2 
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His excellent progress continued, and by the beginning of 
_ September he was up and about all-day and free from 
symptoms (Fig. 3). The deformity and limitation of move- 
ment of the affected joints had resolved.. From September. 4 
he received a dose of 50 mg. of cortisone once a week, and 
was able ta take up work as’an apprentice in a factory. 
‘Since, then he hag kept-well, and has -been regularly at ' 
work. The -E.S.R. has xemained normal. ‘In November 
, his maintenance dose was reduced to 50 mg. once a fort- 
night, and this dosage:has been continued- up to the time 
of writing ig ath 1951) with the co-operation of his / 
family doctor, Dr. W. P. Morgan, of Long Eaton. 


‘Comment AN 
f In the original series of 14 patients with rheumatoid 
arthritis treated at the Mayo-Clinic with , cortisone 
(Hench et al., 1949) all responded dramatically, but every 
patient except one relapsed when treatment was dis- ' 
continued. Freyberg (1950)“recorded 17! cases, treated 
-with cortisone with good results, which could be main 
tained with a dosage of 100 mg. three times a week. 
Goslings et al. (1950) reported five cases of rheumatoid 
arthritis.treated with maintenance doses of A.C.T.H: for 
periods of two to six months. In this country, Copeman’ 
et al. (1950) recently confirmed the claims of the’ Ameri-: 
can workers and, obtained a dramatic clinical response 
in five ' cases of rheumatoid arthritis treated with corti- . 
sone. Only a 10-day supply’ of the drug, however, was 
~ available for each patient. © . 
; ’ Hench, in his recent -lectures in Britain, has empha- 
Fic. 2—Photograph taken on Fic. 3.—Photograph taken on, sized that the rebound, relapse which follows the sudden 
July 28. i September 4. withdrawal of cortisone can ‘be averted by gradually 
ris ; Bf oak saat tapering off the dosage.” The present case is reported to, 
eae oe pear asa on RA ae but o ater the success’ of this ETA A a of, 
polvaticiiar athiri, Tie ESR ERER Pap a6 bone. cortisone . adequate for maintenance tréatment was. 
A blood count showed: Hb, 78%; red_cells, 5, 00,000 ; fortunately obtained from America asa gift from friends 
, CL, 0.7; ‘white, cells, 15,000. ’ of the patient. The dose given is now so small that it 
On June 28 treatment with intramuscular injections of would appear likely that cortisone could be discontinued 
cortisone was begun. ‘He was given a total of 300 mg. ‘without fear of relapse, but this .is a risk which, so far, 





daily for the first three days, by eight-hourly injections; neither the patient nor his parents are prepared to face: i 


, then’ 200 mg. for two, days, followed by 100 mg. for- the yê 

next 10 days. Response to the drug was dramatic, as judged ” eas Sea naa I an yon ney Mr. McLeod, clinical 
by the improvement in his general condition, increasé in Photographer, No gham General ‘Hospi 

appetite, gain in weight, relief of pain, improvement in joint 2 ‘Rey: Twort, M.D., M.R.C.P.; 
and muscle function, and fall in E.S.R. Side-effects did ‘not j 


v 


n S Physician, Nottingham General Hospital. 
occur., During this time he was kept on ‘a low sodium diet, , aS ysici ie: ~ 
but had, no other drugs except extra vitamins and onon ` REFERENCES E aon 
' af first, for relief of pain. After two weeks’ treatment Cope a s. È Savage! O., Bishop, P. M. F., Dodds, E. C 
weight had increased from S-st. 1 Ib. (32.2 kg.) to 6 st. 4 Ib. Gottlieb, B. Glyn vane, O; AK AL re Kolie, Å E rs 


Hen! 
llen from 50 to 14 mm. in ' ). British iaa Er He 849, 
eget RO Pee E " Sia Freyberg, R. H (1950). Bull. N.Y. nain § Med:, 26,206 


W. Limpt. P. M., ‘and v. 206. H. A~; 
Cortisone was then: gradually reduced to the dosage shown Gongs T 50). ” British Medical Journal, 2, 1019. 


in the Table. After the first two weeks of rest in bed ‘in Hench, E S., Kendali, E. C , Slocumb, C . H., and Polley, H. F` 
hospital, non-weight-bearing exercises were started for the ` "Proc. Mayo Clin., 24, 181., 

‘Some time ago the government of Land Niedersächsèn 
passed a law making it compulsory for every inhabitant to 
undergo an. x-ray examination for tuberculosis, and the first 
500,000 x-ray examinations, have now been completed. As 
this “number includes individuals. from the country, from 
small towns, ‘and from the largest towns, the results may 
with justification be taken as applicable to West Germany as, 
a whole. Tuberculosis not previously diagnosed was dis-/ 

z G i , covered in 1% of those'examined; one in five of whom -were 

legs, and exercises for the wrists and bands. ‘After a month’s found to be in need of active hospital treatment. It is esti- 
treatment the swollen left knee-joint had practically returned ` mated approximately three years will be needed to examine 
to normal contour (Fig. 2), and there had been correspond- » the whole pópulation in Niedersachsen, when the cycle of, 
ing improvement in the'function and deformity of the wrists examinations will be begun again. A yearly expenditure of 
‘and hands. He was allowed to get up- cand bear weight at 1,200,000- marks has been approved. | In all s'x. x-ray centres 
the beginning of August, and on discharge from hospital on, have been. set up,. with a total establishment of 90, among 
August 8 he was walking well, and had oe nearly 2 st. whom, are nine doctors with- special mnpWicsee of jung 
(12.7 kg.) in weight. a ae diseases. ' l , 
iy = ki : ; 


4 x s £ + 





r 


ay 


` 


June 30, 1951 | 


REVIEWS 


1493 | 


BRITE 
MEDICAL JOURNAL 





Reviews 











i ENZYMES 
The Enzymes. Chemistry and Mechanism of Action 
Edited by James B. Sumner and Karl Myrbäck. 


Volume 1. Part 1. (Pp. 724. $13.50.) 1950. 
Volume 1. Part 2. Cr 636. $12.80.) 1951. New 
York: Academic Press, Inc. 


Multi-Enzyme Systems. By Malcolm Dixon, Ph.D., 

Sc.D., F.R.S. (Pp. 100. 7s. 6d.) Cambridge: At the 

University Press. 1949. 
Thirty years or so ago the subject of enzymes was 
mainly considered in that section of a textbook of 
“chemical physiology” ‘or of physiology which dealt ` 
with digestion. In other sections passing ‘reference 
might be made to one or two intracellular enzymes, 
while a brief account would also be included of the 
experiments of Buchner (1897), in which the zymase 
was separated from yeast and shown to bring about 
alcoholic fermentation apart from living cells. Des- 
pite all this a generation or so ago the subject of 
enzymes was mainly a matter of digestive ferments. 

At the end of the nineteenth century and during the 
early part of the present century many of the reactions 
which occur in biological systems and which we now 
regard as typically enzymic were ‘thought to be vitally 
dependent upon the activities of the living cell. Pasteur 
had been one of many distinguished exponents of such 
a view, and ıt died hard. As late as 1927 we find a 
paper published in Hoppe-Seyler’s Zeitschrift trying 
to explain away the significance of the results of 
Buchner and his followers. To those who retained 
such relics of a “vital force,” alcoholic fermentation 
was the result of the activity of an “organized fer- 
ment” existing within the yeast cell and capable of 
acting only in the living system. | Buchner’s experi- 
ments were discredited in the eyes of such by the 
assumption that his separated yeast juice, active in pro- 
moting fermentation, must contain “ expressed proto- 
plasm.” 

From 1920 onwards Gowland Hopkins in this coun- 
try, Warburg in Germany, and von Euler in Sweden, 
among others, began to lay with certainty the founda- 
tions of the view that separable intracellular enzymes 
provide the essential basis of all metabolic activity. 
Although some enzymes were found to withstand all 
attempts to bring them into aqueous solution, and in 
such instances enzyme activity was dependent upon the 
presence of insoluble elements of the cellular structure, 
such elements were in no sense living, and their insolu- 
bility was not of immediate relevance to the main 
question. Recently it has been found possible to bring 
many hitherto insoluble enzymes ınto solution by the 
use of butanol (R. K. Morton, Nature, Lond., 1950, 
166, 1092), and no doubt many other previously intrac- 
table ones will yield to such treatment. 
~ In 1926 Sumner in the U.S.A. crystallized urease 
from jackbean meal and showed it to be a protein. 
Since that time the view has become widely accepted 
that enzymes in general are protein in nature, although 
in many instances they require the presence of non-’ 
protein co-enzymeé for their functional activity. It is 
now agreed that proteins possessing such enzymic 
activity constitute a large part of the living cell and that 
these enzymes are responsible for catalysing and gener- 
ally controlling the metabolic processes which take 
place in it. 


The two-volume treatise on enzymes edited by Sumner 
and Myrbick, of which the two parts of the first volume 
have so far been published, is an encyclopaedic work. 
Each chapter has been prepared by an authority on the 
subject ‘discussed, and although this makes for some 
unevenness a work provided by the co-operative efforts 
of-78 outstanding investigators drawn from the U.S.A., 
Canada, Europe, and Australia cannot fail to carry 
authority. In the first part of Volume 1 are included 
eight chapters on general questions such as the forma- 
tion of enzymes, their role in adaptation, their cytologi- 
cal foundation, and their relation to other biologically 
active substances and to immunochemistry. These chap- 
ters also cover the physical chemistry of: enzymes, the 
kinetics of enzyme reactions, and the inhibition of 
enzymes by chemical reagents. In the last chapters of 


‘the 19 in the first part of Volume 1 begins the systematic 


survey of all enzymes which can be said with any cer- 
tainty to have individual existence and which are reason- ' 
ably well known. This systematic survey is continued 
in Volume 1, Part 2, which begins with cellulases and 
related enzymes, and concludes with carbonic anhydrase. 
In most instances the references given in footnotes cover 
the ground adequately up to the last few years, but in 
Chapter 13, on sulphatase, there is only one reference 
later than 1938, and the whole chapter bears a striking 
resemblance to an earlier review by the’ author of this 
chapter. Nevertheless, for general reference this work 
as a whole is unequalled and invaluable, and we shall 
look forward to the second part of Volume 2 with eager 
expectation. 

It is to be hoped that the time lag between the appear- 
ance of the two parts of Volume 2 will be somewhat 
less than that between the two parts of Volume 1, since 
the first part of Volume 1 contained no index, and its 
value was correspondingly diminished until the appear- 
ance of the second part of Volume 1. The present 
reviewer wonders why the term “enzymatic ” has been 
so widely adopted in this work instead of the simpler, 
more euphonious, and much more directly derived word 

“enzymic.” “Enzymes” surely lead to “enzymic” 
and no other word is needed ; the derivation of “ trau- 
matic ” from “trauma” is really not relevant, although 
it may be the reason for the introduction of the extra 
syllable in the word derived from “enzyme.” The pro- 
duction of the two parts of Volume 1 1s good, the dia- 

ms and Ulustrations are clear, and the index is 
dequate. ` Undoubtedly’ the work will come to be 
accepted as a standard reference book in the course 
of time, although its price in England will deter many 
who might otherwise buy it, and whose need for it may 
be great. 

While the treatise edited by Sumner and Myrbäck 
bears witness to the enormous accumulation of infor- 
mation about separated enzymes that has become avail- 
able in recent years, Dr. Malco'm Dixon’s little book, 
based.on four special lectures delivered at University 
College, London, has a different aim. This is to set 
out in a succinct manner modern views on how intra- 
cellular enzymes may be considered to be coupled 
together’ functionally within the living cell, and to dis- 
cuss some of the ptocesses which such coupled systems 
promote. For the complex processes associated with 
living matter to proceed, a certain minimum number 

of enzymes must be bound together, functionally and 
perhaps morphologically, in a system that can bring 
about energy-yielding reactions. Such systems can 
then transfer this energy to other systems, where it 
can be used for many different Processes. Dr, Dixon 
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deusas] in Particular two types of reactions of this type: 


f: a er of hydrogen, which generates energy, “and 
of phosphoric acid groupings, which makes 
att arte “utilization of stored energy for a multi- 


T plicet pþpurposese The idea that enzymes work in 
nzyme” systems within the cell has been of 


“most fruitful significance within recent years,-and Dr. 
' Dixo accoùůt of this aspect of a vast field is a 


delightfully written one which will be easily understood, 
by all” those’ interested in the subject. Some -of the 
material included is unpublished—for instance, that 
concerned with the concept of r P (phosphate pressure), 
but all the material, whether published or not, is pre- 


sented in a new and interesting manner. 


teatise of Sumner and Myrbtick can be re- 
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out. Of the work as_a whole it would be possible to 
make a few pettifogging criticisms, but to do’ so woiild 
throw into. higher relief the generally high merit of the 
production. Proof reading has been good : there are 
_ very few printer’s errors. The format is of a pleasing” 
' standard and the binding and finish fitting- for a book 
which We feel will come to be recognized as one of the 
best of its type, a worthy representative of British 


surgical literature 
eee Norman C LAKE. 


f THE ANKLEJOINT - l 


t Injuries tọ the Ankle. By J. Grant Bonnin, M.B., 
B.S.(Melbourne), F.R.C.S. . 412; 399 figures. 
re a London: William Heinemann Medical Books 


garded aļ a substantial main dish, then Dixon’s volume < 


is’ a’tlelightful dessert. It is a pity-thag.no, references 


are included in the latter work, and’ "if muex is some- 


what meagre. - But"it is a book for reading, ard 
nobody interested in i enpm shodi hut- Ma 
io SS =A ‘G! Young’. 
me Se eg SS se 


~ "i 


ENCYCLOPAEDIA OF SURGERY a 9 


British „Surgical Practice> .Edited by Sir E. Rock. 

Carling, F.R.CS., F.R.CP., and Sir James Paterson 

Ross, kavo. M.S., FRCS. Volume 8. ŒP: 597 ; 

eo £3, Index £1) London: ‘Butterworth. 
Si ¥ 


About years ago we had’*tite opportunity . of 
“very favourably the first’ two volumes of 
this work. The-publication of six further volumes 
in the interval has now been completed by the issue 
of “Yok (Spleen to Yaws)... In a short notice it is 
impossible to deal “With individual subjects critically, 


But there can be no doubt, that more extensive 


» 


acquaintance with the work has, increased our 
admiration for this contribution to surgical literature. 
Since our review of the earlier volumes it has been pos- 
sible to, fest the reference value of the information pro- 
vided; as. from time to time certain queries have arisen 


“on many subjects“ in both the practice and the teaching 
. of surgery. 3 W „can say | without flattery that the work 
- bas stood up t 


test excellently and’ that we, have 
rarely ‘failed to find the authoritative answer to our 


quest. 


It has to be onid. that no encyclopaedia, even 
of eight volumes, can be expeçted to cover every aspect 


of a-subject in as full a manner as a monograph, but ._ 


many of the chapters surprise us by their completeness. 
The careful balance of the earlier volumes has been 
maintained throughout without ‘neglecting short articles 
on such sidelines of surgery as compensation damages 
and pensions, the law in surgery, artificial limbs, electro- 
myography, electrocardiography in surgery; and soon 


_ An abundance of excellent illustrations continues to be 


a feature of the publication ; some of the coloured ones 
deserve special . -praise for the truth of the reproduction - 
—e.g., those in;the sections on eye diseases, cystoscopy, 
and gastroscopy. It\is unfortunate that the death of 
the author of the section on thoracoscopy (Mr. Tudor 
Edwards) has meant the omission of iltustrations of this 
subject, since it lends itself so well to graphic teaching. 

„All subjects of any surgical importance seem to have 
been covered, an examination, of the Index Volume; 
of some 360 pages, discloses. In a book of encyclo- 
paedic proportiofs the index volume is perhaps one of 
the most important parts of the production.; there is no 
doubt that here this work has been well and fully carried 


vi ae is to be congratulated on his enterprising 
and stimulating account of ankle-joint injuries. For 
the most part the author's opinions, and his analyses 
of the mechanics of, the various injuries, are readily 
‘acceptable, but some’ are provoking. The. subdivision 
of first-degree external-rotation fractures of the external 


. Malleolus into three groups Js unnecessarily elaborate, 


for the second and third groups are potential second- 
degree injuries and should be treated as such. In the 
„treatment of sprains and fractures more emphasis might 
' be laid on the need for functional activity and immobi- 
lization in plaster for an adequate period rather than 
on physiotherapy and procaine infiltrations. ‘It is diffi- 
cult to believe that there is anyone who, would consider - 
-the use of leeches in the treatment -of sprains, while 
few would agree that the operative treatment of com- 
plete ligamentous ruptures is often indicated. In the 
final ‘chapter on operative treatment’ the reference to 
arthroplasty for ankylosis of the ankle might well be 
‘Omitted in future editions. But in a monograph of, this 
kind, expressing as it must the author’s views on rela- 
_tively common problems, it would be surprising for a 
reviewer not to find grounds for critical comment. 

In all respects the book calls for praise, for it is of 
“the right size; ‘the work is well arranged, and the dia- 
grams and radiographs are’ excellent. It .undoubtedly ` 
fulfils a need, for a detailed study of ankle-joint injuries 
has not appeared before in Enghsh. It should be read 
by all those interested i in the treatment of these injuries. 


| LS: BATCHELOR. 


IMPLICATIONS OF PSYCHO-ANALYSIS 


Trends in Psycho-Analysis. By Marjorie Brierley. 

‘ International Psycho-Analytical Library No. 39. 
(Œp. 320. £1 1s. London: Hogarth Press. 1951. 
With but a few outstanding “exceptions the positive con- 
tributions of women analysts to psycho-analysis have 
been scanty, Unimaginative, and, in exegetical respects, 
lacking in discipline or perspective. Dr. Brierley, whose 
reputation for careful evaluation is based on a broad 
scientific training and a happy, flair for striking a 
balance, has -in her present work added not only to 
her own stature but raised appreciably the low level of 
disciplined thinking which‘ in recent years has seriously 
reduced the scientific standing of psycho-analysis in thi8 
country, Her book should not only be made part of 
the obligatory reading of every psycho-analytical student, 
but be studied with care by psychologists, sociologists, 

and humanists of whatever persuasion., 

Her work falls: naturally into two sections; The 
second, longer, and, from the general reader’s point of. 
view, more digestible part is concerned with the implica- 
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tions of psycho-analysis for human life and conduct, in 
particular the development of positive integrative values. 
This naturally calls for a preliminary survey of recent 
tendencies of psycho-analytic theory, which Dr. Brierley 
provides in the first part. In this connexion the author 
seems to have been not only stimulated but to some 
extent distracted by the violent controversies that for 
some time have rocked the British Psycho- analytical 
Society She devotes a disproportionate amount of 
energy to the later theories of Melanie Klein regarding 
child psychology, and her criticisms, though pointed 
enough, are couched in an unnecessarily timid and 
apologetic form. The reason for this is apparent at 
various points throughout the book, where she appeals 
for an impartial approach to new ideas, an entirely 
laudable ideal which, she maintains, can be obtained 
only through the “ training-arfalysis” of students. In 
only one brief sentence, however (in Chapter III), does 
she hint at the existence of a fatal flaw in this argument, 
It is notorious that the transference developed in course 
of trainmg-analysis leads almost invariably to an 
uncritical tendency on the part of the student to accept 
and propagate his analyst’s theories. The inevitable 
result is that the “ validity ” of these theories comes to 
depend as much on the counting of studénts’ noses as on 
scientific evaluation. It is certainly true, as Dr. Brierley 
points out, that“ to conserve the letter of all Freud’s 
statements as a kind of Bible of Psycho-analysis is to 
condemn psycho-analytic inquiry to stasis, and, there- 
fore, psycho-analysis as a science.to death.” On the 
other hand, psycho-analysis is less likely to be smothered 
to death by a careful adherence to basic principles than 
by developing a luxuriant overgrowth of untested and 
inherently umprobable speculations that find a fertile soil 
in the mimetic minds of emotionally vulnerable candi- 
-dates. There is, after all, such a thing as a scientific 
_ canon by which apocryphal ideas can be tested, but 
these tests cannot be successfully applied by acolytes ; 
to which ıt may ‘be added that the value even of non- 
partisan evidence depends on the contributor’s scientific 
training and sense of judgment—qualifications which 
vary i eae in the psycho-analytical field. 

With the contention advanced in the second part of 
the book, that the attitude to life implicit in psycho- 
analysis constitutes a “ neo-realistic humanism ” which 
leads to “more enlightened, realistic, and integrative ‘ 
standards . . . relevant to the’ psycho-social necessities 
‘and the actual conditions of world affairs,” readers will 
no doubt react with a degree of scepticism proportionate 
to their estimation of the ‘neo-realistic humanism ” 
exhibited by such analysts as they have personally 
encountered. But they cannot deny the service Dr. 
Brierley has rendered in attempting to assess the inte- 
grative and redintegrative value of psycho-analysis in 
human adaptation, or the skill and erudition with which 
she brings her assessment in line with work in cognate 


fields. EDWARD GLOVER. 


TEXTBOOK FOR PHYSIOTHERAPISTS 


A Textbook of Medical Conditions for Physiotherapists. 

By Joan E. Cash, B.A, M C.S.P. With foreword by . 

Frank D. Howitt, C.V.O., M.A.. M.D., F.R.CP. 

(Ep. 350; illustrated. £1.) London: Faber and Faber 
951. 


The title of this book is'a little deceptive, for its*contents 
embrace the practical application of physiotherapeutic 
procedures to diseases of various systems ın addition to 
a description of these diseases The author gives first 


REVIEWS 


_ tion of Tuberculosis 
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Mme es QURNAL 
t of b thol l to -di 
an account of basic pathological response to „disease, ` 
of circulatory disturbance, and of ronha kyper. 
trophy. A large section is then devoted to'an account of 
rheumatic conditions, and, although this is im y oR 
orthodox lines,’ it is a little startling to find gokyceccal 
and: tuberculous arthritis classified ufider the heading 
of “ rheumatoid type of known causation?>. The‘gection 
on non-articular rheumatism is well. done; and it is 
of interest to note that in this book “ Abrositis” is 
discussed with a moderation unusual in textbooks of 
physiotherapy. 
describes diseases of the respiratory system, which are 


. now so extensively treated by physiotherapy. Sections 


on diseases of the nervous and cardiovasculats 

are followed by one on diseases of the abdominal yiscefa 
and peritgneym, and it is perhaps in this section “that 
the author”Is'#ast-happy. 


“The sections on the application: of physiotherapy to" 


diségse are ipto of am ‘gafhusiast in her own profes- 
‘sion. This means that claims are made for the efficacy 
of various procedures which may have escaped the 
attention of the medical profession. These claims are 
on the whole made with fairness and moderation, and 
we welcome the author’s forthright statements that in 
certain conditions—for instance, diseases of the heart— 


In an excellent section the author - 


wary 


medical opinion does not usually support the use ofa, 


physiotherapy. Some traditional unsubstantiated Mais 
of physiotherapy are, still perpetuated, and we are still 


told in the section on rheumatoid arthritis that “bois 


minal massage stimulates digestion, absorption and . 
elimination,” and this claim is repeated in the section 
on abdominal conditions. 

This book will prove invaluableze students of pa: 


therapy, for the author approaches the subject from the 


point of view of orthodox medical thought rather than ` 


that of physiotherapeutic tradition. 
$ 7 - WILIAM TEGNER, 


BOOKS RECEIVED 


Review is not precluded by notice here of books recently received 


The Further History of a Scottish Voluntary Hos ial. By 
T. C. Mackenzie, M.D., F.R C.P.Ed. (Pp. 144. 7s.) Inverness: 
The Royal Northern Infirmary. „1950. 


Handbook of Tuberculosis Activities in Great Britain aie 
the Commonwealth. Edited by H. Williams, MD. 13th.-ed. 
(Pp. 370. 30s.) London: National Association for the Preven~ 
1951. 


n Anesthesia. By F. W. Clement, 
9. 46s.) London: Henry Kimpton. 


By C. F. Craig, MD., M.A., Sc.D. 
; S.M., and E. Carroll Faust, M.A. PhD. 
1 


Narous Oxide-Ox 
M.D. 3rded. (Pp. 


Clinical Parasitolo, 
FACS, FACP, 
5th ed. Pp. 1 032. 84s ) London: Henry Kimpton 








Dental Surgery and Pathology (fourth edition ; Staples 
Press ; £3 3s.), by T. W. Widdowson and E. V. B. Widdowson, 
which. includes special chapters by other authors, is intended 
as a work of reference for students and practitioners. An 
attempt is made to cover a very wide field, and it results 
in several inadequacies. In many sections there is little 
account of important modern work. Throughout there is a 
tendency to quote opinions of all sorts, even if these opinions 
have been shown to be incorrect, It would perhaps have 
been more advantageous i in a book of this type to have given 
the current opinion, or conclusions which have been reached, 
with a list of references from which further information 
could be gleaned where desired. Notwithstanding these 
slight deficiencies the book will undoubtedly be of consider- 
able value both to students and to practitioners. 
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CONTROL OF WHOOPING-COUGH 


Six years ago McFarlan, Topley, and Fisher’ reported 
im this Journal the failure of a whooping-cough 
vaccine to control the incidence and severity of this 
infection in groups of children attending welfare 
clinics and day nurseries, or living in residential 
nurseries, in the city of- Oxford. In an’ editorial 
comment we suggested that before steps were taken 
Officially or unofficially to extend the practice of vac- 
cination against whooping-cough further observations 
should be carried out under the most carefully con- 
trolled conditions to determine the value of this pro- 
cedure. By this time plans had already been formu- 
lated by the Whooping-cough Immunization Commit- 
tee of the Medical Research Council for extensive 
field trials of different vaccines ; in particular it was 
felt desirable to test the vaccines used by Sauer and 
Kendrick, which had apparently proved their worth 
in the U.S.A. The first of these trials, with the Sauer 
vaccine prepared by Parke Davis and Co.,. Detroit,” 
was begun in Oxford in 1944, and the experience 
gained in this investigation was of value in the organ- 
-ization of a further series often separate trials in 
five areas—Manchester, Wembley, Tottenham and 
Edmonton, Leeds, and West Ham. The material con- 
sisted of five batches of vaccine from three’ manufac- 
turers—two American (the Sauer vaccine and the 


Kendrick vaccine from the Michigan State Labora- 


tories) and one British (an alum-precipitated vaccine 
froma the Glaxo Laboratories). In all these trials, 
reported in detail in the opening pages of this issue, 
an anti-catarrhal vaccine which was not expected to 
give any specific protection against pertussis was used 
for inoculation of the children in the control groups. 
The children included in the trials came from families 
whose parents voluntarily agreed to “have their 
children inoculated, in the knowledge that some of 
the children would be given the anti-catarrhal vaccine 
and that in any .case no guarantee of protection 
following the inoculations could be given. In each 
area the trials were organized through’ the public 
health department with the enthusiastic support of 
the medical officer of health and his staff, some of 
whom as medical officers and health visitors, were 
1 British Medical Journal, 1945, 2, 205. 





' = 


actively engaged in the field work throughout the 
three to four years that elapsed before the investiga- 
tions in any area were completed. Dr. W. C. 
Cockburn, of the Public Health Laboratory Service, 
was responsible for the general organization and 
direction of these studies, and it is a great tribute 


. to thé team spirit which was engendered that similar 


investigations have been ‘going on continuously in 
some of the areas since 1945, 

In any controlled investigation into the prophy- 
lactic or therapeutic value of an agent it is most desir- 
able that the two groups, treated and control, should 
be as similar as possible and that those engaged in 
the conduct of the trials should not know whether 


any particular individual belongs to the treated or, 


control group. These tenets were admirably fulfilled 
in the present trials, and, indeéd, the resemblance of 
the control to the treated group was almost uncanny. 
Thus, besides the similarity in age and sex, the pro- 
portion and duration of breast-feeding, the incidence 
of other infectious diseases, and the percentage in 
each group which had been vaccinated or immunized 
against diphtheria were remarkably alike. It may 
be noted that the figures for breast-feeding and vac- 
cination among the children in these trials are well 
above the average rates for the country generally, and 
therefore these volunteer children are not necessarily 
a representative cross-section of.the child community. 
The important point is that for the purpose of assess- _ 
ing the efficacy of the vaccine the two groups are 
closely - comparable with each other. Another 
desideratum, that the medicament be safe as well as 


_ effective, was also satisfied, for with the exception of- 


a few sterile abscesses with the alum-precipitated 
vaccine there were no serious local or systemic 
reactions following the inoculations. It is also satis- 
factory to note that despite careful scrutiny of the 
records of all vaccinated children no cases of con- 
vulsions, or encephalopathy (which have caused some 
concern im the U.S.A.) were noted in the present large 
series, nor was there any case of post-inoculation. 
poliomyelitis; though the vaccines were mostly given 
intramuscularly and in at least two areas at a time 
when poliomyelitis was epidemic. 

The children taking part in the trials were seen at 
monthly visits for-two years or more after the last 


_ inoculation, and any child with a suspicious cough 


was specially visited and pernasal swabs taken for 


bacteriological examination. This must have meant 


the culture on Bordet-Gengou medium of many 
thousands of swabs, and it is- very-creditable that 
some 60% of the clinically diagnosed cases were also 
positive bacteriologically. When a case of whooping- 
cough was confirmed an assessment of the severity 
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and duration of the attack was made. The overall 
analysis of incidence and severity of attack in the 
two groups showed a very significant advantage to 
the vaccinated children. It is particularly note- 
worthy that among children intimately exposed to 
“infection by a sibling in the family, which gives a 
secondary attack rate around 90% in unprotected 
children, the ratio in favour of the vaccinated children 
was about 5:1. Incidentally, less than one-quarter 
of all the affected children acquired whooping-cough 
in this way, and in about half the cases there was no 
history of exposure. Equally important was the modi- 
fication of severity in the vaccinated group, of whom 
73.2% had mild attacks compared with 24.1% in the 
control group. Whooping-cough is so often a pro- 
tracted and debilitating infection in children of this 
young age that a vaccine which attenuates and 
shortens the infection, even if it does not-completely 
protect, is surely worth while, and the modified attack, 
provided the child suffers no ill-effects, may have 
some advantage in inducing a more lasting immunity 
than the vaccine alone can procure. In these trials, 
. however, the immunity induced by vaccination 
showed no tendency to wane over the period of two 
years or more of the follow-up. ; 

When the results obtained with the three vaccines 
were analysed separately, the Kendrick vaccine gave 
considerably greater protection than the other two 
vaccines—for example, the attack rate for home 
exposures was more than 10: 1 in favour of the vac- 
cinated child, compared with ratios of 4: 1 and 3:1 
for the Sauer and Glaxo vaccines. What factors in 
the nature and preparation of the Kendrick vaccine 
are responsible for this superiority cannot at present 
be defined, but the results vindicate the missionary 
zeal which Dr. Pearl Kendrick and her colleagues 
have shown over the past 15 years for prophylactic 
vaccination against whooping-cough, and it is encour- 
aging to know that British vaccines made to the 
Kendrick formula are at present on trial by the 
Whooping-cough Immunization Committee. 

What is particularly needed now is some laboratory 
yardstick which will differentiate between good and 
poor vaccines. Some progress has already been 

- made in this direction in the U.S.A. by means of a 
mouse-protection test. The problem of large-scale 
production is also being met there by increasing use 
of vaccines prepared in liquid media. For con- 

' venience in administration these vaccines are being 

combined with diphtheria toxoid and, in some 
instances, tetanus toxoid ds well. The age at which 
to vaccinate and the number of injections are still 
matters for argument, but these carefully controlled 
trials should convince the sceptics that prophylactic 
vaccine against whooping-cough can be both safe and 


effective, and should lead to its much wider use in 
this country. To hope that some of the new anti- 
biotic drugs will obviate the need for preventive 
measures is foolish, for often wkooping-cough may 
fot be diagnosed before much harm is already done 
to the patient. In a disease of such prevalence and 
severity prevention must always be better than cure. 


va 
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METHODS OF MEDICAL TEACHING 


In the educational number of the Journal two years 
ago we published a symposium of articles on the 
teaching of the basic sciences in medicine, and as a 
sort of addendum to this included an article by a 
professor of education on the training of the teacher. 
Commenting on this we observed that it was unusual 
“to find so plainly stated the need to improve the 
teachers as well as the taught and the teaching.” 
This was not a novel idea, as it had been suggested 
by Dr. Ffrangcon Roberts in 1944. The interest 
aroused in this hint that those who teach students 
should take some thought about their methods and 
techniques prompted us to publish in the educational 
number last year a symposium of articles on educa- 
tional methods in medicine. The Royal College of 
Physicians has recently set up a committee on the 
teaching of teachers, and the Postgraduate Medical 
School of London held a two-day course last week, 
the attendance at which was a most welcome illustra- 
tion that those who now teach medical students are 
free from self-complacency about their approach to 
this highly important problem. A report of this 
course elsewhere in this week’s Journal will give the 
reader some idea of the drift of the debate. 

In the Journal symposium last year, Professor 
Lauwerys? did not favour any systematic instruction 
of the university teacher in his task, but suggested 
that it would be an advantage if departmental heads 
were to discuss at regular conferences with their staff 
educational and pedagogical problems ; and in a sense 
this was the model followed by the Postgraduate 
Medical School last week. Both the teacher and the 
taught unfortunately cannot escape the spectre of the 
examination hall. Students (and their parents) see 
in the inevitable examinations a series of obstacles 
between them and the responsible exercise of their 
profession as independent men and women. The 
student goes to the ‘examination feeling heavily 
burdened with facts and anxious lest the examiner - 
should find him deficient in a few out of many 
thousand. Obviously there must be a minimum of 
knowledge of facts without which it is not safe to let 
1 British Medical Journal, 1944, 1, 728 


3 Ibid., 1950, 2, 471 
3 Ibid., 1949, 2, 526. 
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loose upon the public one who wishes to practise as 
a doctor, but the bogy of the examination compels 
the student to see in medical education a painful 
exercise in cramming rather than an instruction in 
method and principle and, a process which should 
bring out those qualities indispensable to the good 
doctor. This demand of the student is bound to have 
an effect upon those who teach him, and establishes 
the reputation of those in our medical schools who 
can almost guarantee to get the dullest dog through 
the conjoint or other similar qualifying examination. 
One way to counteract this tendency, as Sir Francis 
Fraser hinted last week, is to imbue all medical teach- 
ing with the university ideal, the university being a com- 


munity of teachers and students. That this ideal is in. 


danger of being ignored was suggested by Professor 
Ernest Finch’s remark that he found men applying for 
surgical posts who regarded themselves “purely as 
surgical technicians,” and he deplored what he saw as a 
tendency to produce a breed of “ slick operators.” The 
word “university” suggests remoteness from the prac- 
tical side of life, and the history of medicine shows 
how this tendency to remoteness has been corrected by 
those who may be-said to represent the art and craft 
of medicine and surgery. The influence of the Royal 
Colleges has been paramount in this respect. Yet, 
with ‘the present flood of specialized techniques, the 
spirit of the university is more than ever necessary 
in medical education. 

Perhaps the most bewildering dine of the medical 
student’s life is when he passes from his preclinical 
studies to the out-patient department and the wards 
of a teaching hospital. Here, for the first time, he is 
confronted with facts that do not fit neatly and con- 
veniently into some theoretical structure. Physiology 


and anatomy appear to him as disciplines but | 


.remotely connected with the aches and pains of the 


patients. The educational experiment described by- 


Professor Robert Platt is therefore of much interest. 
During the past two or three years there have been 
held at the Manchester Royal Infirmary clinico- patho- 
logical discussions for students takińg physiology. 
These are.conducted by a lecturer, the professor of 
physiology, and the professor of medicine; in this 
way the student is shown how his education is a con- 
tinuous process and not a series of isolated and dis- 
connected mental exercises. When the student goes 
to hospital he often sees himself as someone , who, 
for two or three years, will be “ walking the wards,” 


and Professor G. W. Pickering is right to stress what: 


has been so characteristic of British medical educa- 
tion, the teaching at the bedside. But perhaps there 
is need to bring the out-patient department more to 
_ the forefront of hospital teaching. As Mr. A. J. 

Gardham points out, one of the great advantages 
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of this department for the student is that there he 
witnesses the teacher’s mind continually at work on 
fresh problems. Immediate decisions have to be 
taken ; the cases are not selected ; textbook pictures 
are rare; the possibility of error exists, and this 
should not be concealed from the student. Certainly ' 
the experience in the out-patient department is much 

closer to the experience of general practice, and one 

more representative of the ailments of humanity than 

that which is obtained by examination of selected 

cases in the wards. The two kinds of experience are, 

of course, ‘complementary, but the student should 

perhaps be put on his guard against the intellectual 

attractions of the exhaustively EVSSU EAEN patients 

lying in hospital beds. 

Most of the men, and women who attend our 
medical schools are destined to practise their profes- 
sion as general practitioners or consultants, and, this - 
being so, the aim must be at each stage to inculcate 
a sense of responsibility. As Professor Pickering 
observes, the student wants not only to know how to 
observe facts, but also how to interpret them’ More 
than that, he wants to feel that he is a responsible 
member of the team and that, to some extent, the 
patient is being helped by the work he is doing. He 
watits to be brought more into what Professor 
Lauwerys described as “activity methods.” | It is, 
therefore, discouraging to find someone with the wide 
éxperience of Sir James Paterson Ross coming to the 
conclusion that “ one of the most regrettable changes 
in practical medical education during the last thirty 
years was the disappearance of any sense of responsi- 
bility from the student.” In his hospital it had be- 
come- the rule that -no student should on his own 
responsibility send a patient away, however trivial the 
condition. The reasons for this are evident, but this 

_tendency cannot be without its ill-effect upon the 
student. If the student is not to be allowed to take 
more and- more responsibility as he goes through 
hospital, he will be so much the less fitted to practise 
medicine to the benefit of his patients when he 
qualifies. 

The Postgraduate Medical School has done a 
signal service in holding the conference course on , 
medical teaching, and it is to be hoped that the 
success of this experiment will encourage further 
efforts in this direction. It appears that no educa- 
tionist took part in the conference, and it would be 
worth considering whether such a conference between ° 
teachers of medicine and teachers of teachers would 
not carry the debate a stage further. As Professor 


j W. R. MiMe suggested in these columns two 


-years ago,? much might come out of co-operation 
between institutes of education ‘and sehools of > 
medicine. | 
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CORONARY ARTERY DISFASE 


Physicians find little agreement among themselves, 
about the correct title for a prolonged attack of 
cardiac ischaemic pain. “ Coronary thrombosis ” is 
hallowed by long usage but is inaccurate, for coro- 
nary thrombosis i is not present in all cases of myo- 
cardial infarction, and a coronary vessel may bè 


- occluded by arteriosclerotic changes but not throm- 


bosed. s Myocardial infarction” is no better, be- 
cause more than four-fifths-of 950 men who died from 
coronary artery disease failed to show an infarct at 
necropsy.’ Perhaps “coronary occlusion ” is a more 
precise term than any other, althopgh death may 


- occur from cardiac ischaemia with patent coronary 


~ Soulié? have implied. Fortunately none of the com-. 
- monly. used-terms is likely to be misunderstood. 


a 


arteries. In these cases spasm may occlude the vessel 
long enough to produce an infarct, as Laubry -and 


There is a form of coronary artery disease charac- 
terized by. pain, typically ischaemic in quality but of 
longer duration than angina pectoris, yet lacking the 
usual associations of myocardial infarction—-such as 
fever, leucocytosis, and increased erythtocyte sedi- 
mentation rate. The electrocardiographic changes of 
myocardial infarction do not develop, although fairly 
characteristic ST segment abnormalities are the rule. 


This syndrome bears no definitive name ; it is known: 
“by a variety of titles, including “ acute coronary in- 


sufficiency” and “ coronary failure.” Drs. C. Papp 
and K. Shirley Smith® used the term “ slight coronary 
attack” to include this and other forms of atypical 
cardiac ischaemic- pain. ,The survival of the patient 
may depend on the early recognition of this form of 
coronary insufficiency, for it is often-the forerunner 
of myocardial infarction. Prompt administration of 
anticoagulants combined with-complete bed rest may 
avert the danger. The eventual course of such an ill- 
ness is not eagy to predict, but a favourable response 
to treatment when the symptoms are acute and alarm- 
ing warrants a hopeful outlook.‘ 

Elsewhere in this issue of the Jourrial Papp d 
Shirley Smith have attempted to assess the prognosis 
of myocardial infarction according to three degrees 
of severity—slight, moderate, and severe. The terms 
are useful provided their limitations are understood. 


In the group’ of “slight cardiac infarction,” pain, 


often prolonged but not severe, was the main clini- 


cal feature—cardiac failure and severe shock being 


absent: Yet such a clinical picture, presenting as a not 


ater, W, M, Welsh, P. P, Stapleton, J. F., -and Clark, M. L., Ann. 
te “Mad, AN 34, 352. 
3 Les maladies dex coronatres, 1950, Paris. 
8 Brit. Heart J., 1951, 13, 17 w 
4 Wood, P., Diseases. of the Heart and:Circidation, 1950, London 
š Bri Medical Journal, p0, 2,99 
* 8 Arch Path , 1946, 42, 4 
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alarming illhess, may usher in sudden and unexpected 
death, as Yater and his colleagues! have shown. We’ 
- recently- emphasized the importance of bearing in 
mind the variants from the natural course of myo- 
cardial infarction in _any discussion on ‘mortality.’ 
Assessment of prognosis raises similar problems. 
The unfavourable portent of untreated severe shock 


- and cardiac failure is beyond question. The majority. 


of the. fatalities in Papp and Shirley Smith’s series 
(39 out of 50) were so ¢omplicated, and they conclude 
that anticoagulant therapy,should be reserved for this 
type of case. In their opinion the outlook in “ slight ” 
cases, with pain alone or with slight shock in addition 
and electrocardiographic evidence of infarction, is so 
hopeful (less than 9% mortality over an observation 
period of four years) that anticoagulant therapy is 
unwarranted., But the physician confronted with a 
patient complaining of cardiac pain for 6-8 hours but 
without shock or failure may now find himself in a 


- quandary: can he withhold anticoagulants with safety 


-because, according ‘to the current definition, the 
patient has only a “slight” myocardial infarction ? © 
An affirmative answer would be hard to defend in © 
the light of the uncertainty of early prognosis referred 
‘to earlier. It seems that the only way such a problem 
can be solved is by long-term observations on a large 
number of controlled cases. Small series often dis- 


close a trend which'may be confirmed or overthrown ° 


when ‘experience is wider. 

The clinical picture and pathological ñdings in. 
950 fatal cases of coronary artery disease in males of 
different ages, from 18 to 50 years and over, have 
been compared, and reviewed from a different aspect 
by Yater and his co-workers. They fourtd that fatal 
attacks are more likely to occur without warning in ` 
men under 40 years of age, and that the survival 
period after the acute attack tends to lengthen as age’ 
increases. The incidence of pain, 98% in the younger 
group, decreased to 84% with advancing age, though 
collapse occurred more often in men under 40 than 
in those over 40. Painless myocardial infarction 
has always been a controversial subject: in Yater’s 
series patients without pain tended to ‘live longer than 
those with painful infarcts.* In men under 30 the 
infarcts were usually’ in the anterior wall of: the left 


ee 
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ventricle, but posterior infarcts were found more 


often as age increased. Five years ago Moritz and 
Zamcheck® cast doubt on the widely held opinion - 
that men under 40 with myocardial infarction were _ 
usually overweight or of a stocky build: they were 
able to show that the weights of such patients did 
“not differ from those in the same age group dying 
from traffic-accidents or accidental gunshot wounds. 
Similarly, Yatey and his co-workers could find no 
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conclusive evidence linking obesity and myocardial 
infarction in men under 40. In men over 50, how- 
ever, obesity is decidedly more common in those with, 
than in those without, myocardial infarction. 


SS ———————_ 


_ OEDEMA AND SALT 
The importance of a diet of low sodium content in the - 
treatment of congestive heart failure has been recog- 
nized for over half a century. As early as 1901 French 
clinicians were aware that patients in heart failure 
excreted: chlorides poorly, and that retention of sodium 
chloride was an important factor in the development of 
oedema.+* With the introduction within the last two 
decades of the organic mercurial diuretics—modern 
versions of the famous Guy’s pill—there developed a 
tendency to regard control of fluid intake rather than 
sodium restriction as the factor of greater importance 
in the management of heart failure. Some clinicians 
were inclined to regard the organic mercurials more as 
eliminators of water than of sodium. But in fact these 
mercury compounds exert their chief action by decreas- 
ing tubular reabsorption of sodium, increased secretion 
of urine being a direct osmotic consequence of decreased 
sodium reabsorption by the kidney. During the past [0 
years, largely because of American research, the impor- 
tance of the sodium ion in the disturbed haemodynamics 
of congestive heart failure has again come to the fore. 
Perhaps the most important early contribution to this 
topic was Schroeder’s* demonstration that in- heart 
failure ingestion of sodium chloride in amounts below 
that excreted by the urine invariably led to decrease 
in oedema. Futcher and Schroeder® later showed that 
patients convalescent from congestive heart failure were 
able to excrete an amount of sodium chloride equivalent 
to only 30% of that found in normal controls. Proger 
and his colleagues* also demonstrated that oral adminis- 
tration of excessive amounts of salt to patients. recently 
recovered from congestive Heart failure led to-abnormal 
retention of sodium, together with recurrence of symp- 
toms and oedema. More recent studies with radioactive 
` sodium’ * have confirmed these findings. - 
- In the Journal of June 16 (p. 1349) Drs. A. L. Neilsen, 
P. Bechgaard, and H. O. Bang, from Copenhagen, gave 
further practical proof of the value of sodium restric- 
tion in the treatment of heart failure by recording the 
results obtained in 64 cases. These were convincing, 
particularly in four patients who proved resistant to 
rest, digitalis, and mercurial diuretics, but who improved 
greatly when the salt intake was reduced to less than 1 g. 
a day.” Using increase in weight as a measure of pro- 
gressive oedema, either occult or overt, the authors found 
that decrease in urinary salt excretion ran roughly 
parallel with weight gain, and that disappearance of 
oedema was matched by a corresponding increase in 
> AC R Soc Biol , Paris, 1901, 83, 346 
2 Bull So Med ‘Parts, 1903, 20, 678. 
3 Ibid , 1903, 20, 725 
4 Amer~ Heart J , 1941, 28, 141 
5 Amer. J med Sci., 1943, 904, 52 
8 Amer. Heart J , 1942, 23, 355 
1J Lab lin Med, 1947 32, 1169 
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sodium chloride excretion. Their follow-up studies of 
convalescent patients suggest that the prognosis is more 
favourable in patients who maimtain a low salt intake 
than in those who resume a normal diet. A longer period 
of observation of a greater number of patients will be 
necessary to establish this important point: only whea 
clearer evidence is forthcoming will doctors generally 
feel justified in prescribing drastic salt restriction during 
convalescence from heart failure—a form of: treatment 
which from the patient’s point of view can be described 
only as weary, stale, flat, and perhaps unprofitable. 

Rigid restriction to less than 1 g. of sodium chloride 
a day is essential in patients who fail to respond 
to rest, digitalis, and diuretics, and in whom the valu- 
able but much-neglected treatment of acupuncture 
fails to break a vicious circle. It is doubtful, however, 
whether such rigid control is necessary or desirable in 
those patients who continue’ to respond well to mer- 
curial injections. For them a diet which omits foods 
of high salt content and to which no salt is added in 
preparation or at the table will reduce the salt intake 
to approximately 2 g. a day: few patients will adhere 
faithfully for long to a diet containing much less than 
this, particularly when they are convalescent and feel- 
ing relatively well. Palatable food is one of the few 
pleasures remaining to many of these people, and the 
decision to prescribe a strict salt-poor diet for life (to 
which few doctors would submit themselves after once 
giving it a trial) should not be undertaken lightly. A 
further disadvantage of rigid sodium chloride restric- 
tion is the occasional development of the so-called salt- 
depletion syndrome.- This is seen especially in elderly 
patients, in whom the limitation of salt and fluids, 
together with-loss of these substances from mercury 
diuresis, may lead to anorexia, muscle cramps, weak- 
ness, and perhaps serious mental disorder. These symp- 
toms are unlikely to develop in patients whose salt 
intake is not less than 2 g. a day and who receive only 
one or two injections of mercurial diuretics a week. 
Such a regime will keep the majority of ambulant car- 
diac patients relatively comfortable and oedema-free. 
Although not ideal it is a practical form of treatment 
which gives good results and is appreciated by the . 
patient. If it fails, then the patient should be in 
hospital. P i 

It is to be hoped that the intensive research now 
taking place on cation exchange resins may soon lead 
te the production of highly active substances capable 
of diverting via the gut considerable quantities of dietary 
sodium without hazard to the patient. A recent report 
by Dock and Frank’ indicates that the most reliable 
two- or three-to-one mixture of ammonium and pot- 
assium resins will exchange only 1 mEq sodium per 
gramme of resin when the diet is normal. On a low 
sodium intake the exchange is even less than this. This 
means that a patient must somehow swallow several 
ounces of tasteless sand-like material to divert 1 g. 
of dietary sodium. But perhaps in the near future the 
diet kitchen may have more potent exchange resins to 
work on, so that such impositions as are placed- upon 
the oedematous patient will be not only.therapeutically 
effective but tolerable and even gratifying. 
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SALMONELLA IN SEWAGE 


The epidemiologist in search of the source of spor- 
adic cases of enteric fever is sometimes able to show 
that infection was conveyed by water from a sewage- 
polluted river or stream. Efforts to trace the infection 
back to ıts source have in the past met with little suc- 
cess because of the difficulty of isolating the organism 
from the highly diluted sewage, in which it is greatly 
outnumbered by other bacteria, and because the patho- 
gen may be present only intermittently. The first 
difficulty has largely been overcome by the use of the 
modern highly selective fluid and solid culture media 
for enrichment and plating. The other problem has 


been solved by Moore,!? who has successfully devised ; 


a method for the isolation of enteric bacilli from sewage 
systems. The method consists in lowering folded pads 
of gauze through the manholes and tethering them with 
string so that they dip into the flowing sewage. Two 
to seven days later the pads are transferred to selenite 
F medium, from which, after overnight incubation, sub- 
cultures are made on selective solid media. For Salm. 
paratyphi B simple enrichment followed by plating on 
deoxycholate citrate medium gives good results, but for 


Salm. typhi it is better to make three successive tenfold 


dilutions in selenite of the original sample and plate 
them, after incubation, on deoxycholate and on Wilson 
and Blair’s media. Moore has given a number of 
instances of the value of these aids to detective work, 
and the latest example is contained in a report by 
Lendon and Mackenzie." These workers describe the 
investigation of a number of sporadic cases of typhoid 
fever in children who had drunk water from a stream 
in Hampshire. Typhoid bacilli were isolated from this 
stream,. which was subject to intermittent pollution 
with crude sewage discharging through overflow pipes 
designed to carry away excessive storm water. Infec- 
tion was then traced back through the main sewers of 
a residential area to the sewer serving a row of houses, 
and ultimately to a single house, in which a chronic 
carrier of typhoid bacilli was found. It was thought that 
this carrier, who had no definite history of typhoid 
fever, might have been infected some 60 years pre- 
viously. An essential part of these investigations is the 
typing of the bacilli by specific Vi-bacteriophages. 


ar 


UNIVERSITY CELEBRATIONS 
Academic celebrations have lately added colour and 
warmth to this Festival summer in two northern cities. 
The highlight of the cefitenary of Manchester’s Owens 
College—later to become Manchester University—was 
the Queen’s visit on May 31 to receive the honorary 
degree of Doctor of Laws. Speaking of the develop- 


_ ment of the University, the Queen said that Lancashire 


had not only exported textiles to the world: it had 
exported ideas. One of the ideas of which the Queen 
spoke was the conception of a civic- university, which 
probably did more than anything else in the last cen- 
tury to enlarge the scope of academic education in 
Britain. Though a civic university must by its nature 
oe 1 Mon Bull Min Hlth, 1948, 7, 241. 


@tbid , 1950, 8, 72 
3 Ibid , 1951, 10, 23. 
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have particularly close ties with the district in which it 
is situated, it is true of Manchester University, as the 
town’s own great newspaper put it, that “it has 
endeavoured to meet not only the technically industrial 
requirements of its region but also its human, moral, 
or economico-moral needs.1 

Manchester University may be said to have come of 
age. Glasgow University, whose quincentenary we have 
already welcomed,? has now reached full maturity. 
Last week in Glasgow, representatives from univer- 
sities in this country, from Europe, from the Common- 
wealth, and from America took part in a series of 
ceremonies marked by a dignity and friendliness which 
should be the envy of all politicians. At the gathering 
in the Bute Hall on June 19 the Chancellor of the 
University, Lord Boyd-Orr, was presented with more 
than 150 addresses. The Principal, Sir Hector Hether- 
ington, said they would cherish these memorials of 
good will. He continued : “ The universities the world 
over have been, and surely will be again, a unity of 
diversities, working in fruitful interchange, each in the 


_full vigour of its individual life, but all in faithful 


allegiance to the same ideals, upheld by the same im- 
perishable hope.” At the honorary graduation ceremony 
on June 20 there were many well-known medical men 
from all over the world among those who received the 
degree of Doctor of Laws. Of the two women who 
were thus honoured, one was Professor Dorothy Russell, 
the other Miss Freya Stark. The celebrations came to 
an end on June 21, when the Prime Minister addressed 
a gathering in St. Andrew’s Hall. 


FESTIVAL OCCASIONS | 

The Festival Lecture,* delivered on June 20 by 
Sir Henry Dale, O.M., F.R.S., was one of two re- 
creational occasions held during the Festival Scientific 
Meetings jointly organized by the Royal Society of 
Medicine and the British Medical Association. After 
being introduced by Lord Webb-Johnson, who was in 
the chair, Sir Henry delighted a large audience with his 
account of “ Medicine Yesterday and To-morrow.” He 
described the transformation of medicine in the last 
100 years and the effect it had had on saving life and 
relieving suffering, leading up to the need to-day for 
bringing the new resources of medical knowledge to 
the individual patient and the community. Mr. Gerald 
Barry, Director of the Festival of Britain, thanked the 
speaker and drew attention to the Scientific Meetings 
as an important feature of the Festival. 

Next day in the evening-the President of the B.M.A. 
and the Chairman of Council, together with Mrs. Sichel 
and Miss Gregg, received about 250 guests at B.M.A. 
House. Mr. Marquand, the Minister of Health, was 
able to be there and spoke to the assembled company. 
After welcoming the presence of Dr. Sichel as a repre- 
sentative from South Africa “ of your great profession,” 
he contrasted the confidence of 1851 with the ¢onfusion 
of 1951, but set against that the remarkable increase in 
health and of' the expectation of life. Dr. Gregg felici- 
tously replied. K 

1 The Manche. uardian, May 25, 1951, 
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2 Britith Medical. Journal, 1951, 
3 To be published next week in this Dalene: 
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S THE EARLY DIAGNOSIS OF SCHIZOPHRENIA 
j : i K x BY l 
f HENRY WILSON, M.D., F.R.C.P. 


Psychiatrist to the London Hospital 


' Few doctors would have trouble in accurately diagnos- 


_ing a fall blown schizophrenia ; all-doctors, including 
specialists, make mistakes about early cases. This 


. paper will largely exclude those cases marked by delu- 


sions, and hallucinations where clear deviation of 
kehaviour points to a psychotic process. 

A diagnosis of schizophrenia is always a serious one, 
but the hope that came when Bleuler suggested the 
substitution of the term “schizophrenia” for dementia 
praecox still blows through psychiatry, and the 
encouraging results of some modern treatments have 
confirmed a moderate optimism, provided early diag- 
nosis is made. 


Acute Schizophrenic Reactions 


During the war it was found that some apparently 
acute schizophrenic reactions which occurred in battle 
areas in exhausted soldiers would persist so long as 
the men remained in the foreign theatre of war, but 
would cease dramatically on return to this country. 
These cases show how schizophrenia may apparently 
come on after stress, and also how the condition may 
remit. No one, seeing such cases would call them 
“hysterical,” though the outcome might suggest this 
diagnosis. They are mentioned here as examples of 
the acute schizophrenic reaction, with marked hallucina- 
tions and delusions, which is akin to delirious reactions 
and in which the prognosis seems relatively good. 

Such cases had been distinguished by Langfeldt before 
1939, and have since been given the dysphonic name 
“ oneirophrenia.” Stromgen found that tbe heredity 
in 77 cases of this type was quite different from that 
in what has been called “ process-schizophrenia.” 
Their family histories should have yielded ten cases of 
indubitable schizophrenia and ten of doubtful schizo- 
phrenia ; in fact, they yielded only one case in which 
the disease was indubitable, but many cases of neurosis 
and psychopathy. 5 

These acute cases always need ımmediate segregation, 
but we shall largely concentrate upon a description of 
those types of schizophrenia characterized by intro- 
ee day-dreaming, and less florid behaviour dis- 
orders. `~ > 


Adolescence and Schizophrenia 


_ The cardinal symptom in established schizophrenia is 
disordered thought. The fundamental attitude is that 
the external world is threatening, damaging, mis- 
chievous. The self is altered, but not responsible ; for 
this outside agencies are blamed. The patient specu- 
lates about the alteration in himself and defends him- 
self against this change in’a number of ways that may 
give the impression of being neurotic. It is wrong to 
think that the patient is not profoundly upset emo- 
“tionally at the beginning. In the later stages, affect 
is lost or incongruous, but a diagnosis should be 
attempted before such signs of an encrusted process 
ares clamant. 
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Since three-quarters of the cases of schizophrenia 
begin between the ages of 15 and 30, they occur when 
the normal, person is leaving the stage of dependency 
for one of responsibility. Some of the difficulties in 
diagnosis arise for that very reason. — 


Myerson has described the scrutiny and derision 


, reactions in normal adolescents and has emphasized 


the difficulties that even normal youths experience in 
the presence of others, the apprehension they feel and 
the suspicious attitudes they may adopt. The most-shy 
are those who are trying most to please others. Nor- 
mal adolescents may be likened to crustaceans with 
some carapace, but with multitudes of antennae. Their 
experience is limited, yet they dare not admit this. 
They therefore brag, become ashamed, feel frustrated, 


give up in despair, or seek to solve their problems by 


ill-directed outbursts. Few if any children go through ~ 


these years without showing temporary, seclusiveness. 
Aims-have a vacillating strangeness. Attachments, deep 
one moment, become shattered the next, and the 
youngsters appear illogical, fretful, morose and unpre- 
dictable to their elders. They are suspicious of secrets 
or the unmatured plans of others, and believe that they 
are being watched or checked when no such intent is 
admitted by their seniors. í 


The schizophrenic is incompletely equipped to cross 
the bridge between childhood and maturity. He uses 
time to think and daydream. He develops fantasies 
about himself, at which his later bearing of supercilious- 
ness plainly hints, or he ruminates about normal bodily 
sensations until these merit the description of hypo- 
chondriacal delusions, which gradually become more and 
more bizarre. Lonely and sensitive, he becomes 
suspicious when workmates talk—it must be about him— 
or if they seem indifferent to him it is because he smells 
or has been miraculously deformed by secret agents. ° 


Most of us dispel our parents’ alarm, bit many 
normal “adults have shown during adolescence brief 


episodes’ of emotional instability. . These can be - 


“reckoned as means of defenée against the new percep- 


tions and needs of these years. Few of us Could assert 
that we had not felt unduly suspicious. There were 
periods when we secretly became hypochondriacal, we 
were not far from developing a fixed hysterical pain, 
criminal intents fleeted through our minds, Or escapes 
such as truancy or sprees. We have not carried our 
fancies into execution because we have been endowed 
with the common sense which comes from security of 
school and home. 


_ Family Background and Previous Personality 


A great number of schizophrenics have no such secure 
roots. G. W. B. James is credited with the aphorism, 
“For every schizophrenic patient there is one schizo- 
phrenic parent.” Genetic studies support him, and 
show how often the home environment is filled with 
woolly-minded, undependable, if not overtly unstable> 
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persons. (This is not an argument for environment as 
against heredity.) When such an individual .is facing 
the adjustments of the post-pubertal years he does so 

“equipped, for the family offers no support or the 
accent is all wrong. The tendencies we normal persons 
believe we conquer defeat the patient. 


But people are endowed with bodily characteristics 
as well as with mental attributes. Thus the body-build 
is often as tell-tale as the pre-psychotic personality (the 

- thin test-tube type of physique, with cold extremities), 

We attach the name of “ schizoid personality ” to the 
man who is without emotional warmth, incapable of 
genuine friendship, either coldly calculating or apatheti- 
cally ineffective, a man who may never make a mistake 
but whom we would never trust. He hides within his 
carapace. Such persons often, though by no means 
always, constitute those from whom the schizophrenics 
spring, Other such personalities remain cold, detached, 
and only narrowly effective without ever developing the 
psychosis, z 7 


Early Symptoms : 

-The youthful turbulence we have described'in normal 
adolescents arises as much from unsteadiness in aim and 
thought as from rapid emotional changes. These 
thoughts and feelings are the reason why he seeks 
salvation for himself and his ‘elders in excessive 
athleticism, fervent political loyalties, emotional religion, 
or becomes over immersed in reading and study. The 
inadequate frequently seek a haven jn the Merchant 
_ Navy, which later they leave as impulsively. These 
“passionate enthusiasms usually become integrated in a 
normal way because the youth feels he belongs to a 
society or to a new home; and such immature 
attachments are outgrown. With the. schizophrenic 
salvation from health and’ beauty, the red-blue party, 
esoteric religion, or mystical cult are activities in which 
his thoughts but not his feelings find outlets. It is 
in this way that the early signs of the disease emerge. 
First the genetic background and environment play their 
part, and then we become aware of the attempts which 
are being made by'the patient to control thought and 
feeling, or we are suddenly (though less often) faced 
with a florid psychotic disorder. 

It cannot be too strongly emphasized that before the 
diagnosis is made we should be ‘clear that we appreciate 
the patient’s background. Hence, it is wise to be wary 
in diagnosing the disease in a person coming from a 
different social culture. Even some temperate Irishmen 
show conduct normal for themselves which would be 
psychotic if demonstrated by an executive officer of the 
Civil Service. A dock labourer’s lack of finesse and 
feeling may be normal, but such signs appearing in an’ 
authoress would create surprise. 

The morbid thoughts and speculations express them- 
selves first through a falling off in normal interests, and 
the patient tries to concentrate upon examinations or 
factory work, and fails. He is described as_being aloof 
and dreamy, and his appearance bears this out. He may 
explain spontaneously that things look and seem 
different. He may admit that he feels changed and that 
this change affects his head or his viscera. If asked to 
describe how he can explain it, the schizophrenic will 
either be unable to, or blame others or agencies rather 
than himself. Derealization and depersonalization, 
attributed to the operation of an outside power, are 
described in curious, quaint ways. One mark of the, 
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schizophrenic is that whereas with so many other 
Patients we can sympathize and place ourselves in their 
Position, or exclaim “ There, but for the grace of God, 
go I,” the schizophrenic’s experience eludes us ; we can 
almost get there, but never quite. Shakespeare has des- 
scribed these changes in an advanced condition: 


“... her speech is nothing. 
Yet the unshaped use of it doth move 
The hearers to collection; they-aim at it, 
And botch the words up fit to their own thoughts, z 
Which, as her winks and nods and gestures yield them, 
Indeed would make one think there might be thought, 
Though nothing sure, yet much unhappily.” 


- It is this near-to-normal quality, yet not quite normal, 

which is the hallmark of early schizophrenic thinking 
So, too, is the patient’s conduct. There is a degree of 
inappropriateness rather than impropriety : turning away 
when we should expect enthusiasm ; hilarity in place 
of quiet sympathy ; over-activity where contemplation 
would better-suit. When it is seen, the disdain and 
hauteur of the patient so unlike” his previous self is 
pathognomonic. > 

‘Similarly convincing is a patient’s complaint that his 
thoughts’ have been interfered with: they have been 
introduced into his head or body ; they have been stolen 
—again from the activity of outside agencies. One 
caveat is needed. If these questions are asked directly 
the answer should “ click.” Mere passive acquiescence 
to the question may lead us astray. Near-defective, 
inadequate, or other patients may appear to suffer in 
these ways when they are merely obligingly answering 
affirmatively. : : : 

There are four objective signs of this interference with 
ideation. “Thought blockage” is the failure of the 
patient to continue a conversation. Instead it is punc- 
tuated by pauses in which he appears abstracted, think- 
ing of things irrelevant. Sometimes the only sign of 
the disorder is that he will not answer our questions 
directly, a characteristic he shares with many defectives 
but capable of creating irrational antagonism in us. 
Mapother described the “knights move” in the 
patient’s associations, well illustrated by what the gentle- 
man-reported of Ophelia. Lastly, there is perplexity. 
Many early cases appear objectively only perplexed and 
we cannot tell why. There are plenty of perplexed 
adolescents whose difficulties we can appreciate. It is 


°f 


this unapproachability to the patient which is so strik- — 


ing. This difficulty shows itself early in those who 
promise they are going to do something and yet never 
do. The procrastinator admits his fault, is slightly 
ashamed, and does something. The schizophrenic smiles 


- when taxed, gives an unconvincing promise, and does, 
„nothing. He finds it difficult to go to bed, or equally 


stays abed in the mornings though*being wide awake for 
hours previously. He is said to spend his time idling, 
looking at a magazine yet not reading. A history of 
much time spent looking out of the window or into 
mirrors is suggestive. The loss of interest goes beyond 
apathy towards friends“and current events. There is a 
loss of interest in those features of appearance which 
connect us with others; the hair on,head and face is 
unkempt, the clothes are untidy, shoes are unbrushed, 
‘and nails uncut. Loss of libido comes early. (Amenor- 
rhoea may be present—transitory or permanent. ` Hypo- 
chondriacal concern, with curious speculative colour- 
ing, may be marked as a sign, though lacking as a 
symptom. . - ` 
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~ 


Nh 


1504 June 30, 1951 


EARLY DIAGNOSIS OF SCHIZOPHRENIA | no E ass 
—— eee ee aEaEECaEnEEEE-anRITIEEEEEEEE EERIE 2 


. Differential Diagnosis 


We have purposely only touched on the delusions, 
allucinations, excitements, incongruous cofiduct, and 
stupor which mark the advanced disease, or the acute 
schizophreniform reactions. What is more difficult is 
to indicate the differential diagnosis. This includes 
prolonged and turbulent adolescence, hypochondriacal 
anxiety, obsessional states, criminal tendencies, slowly 
developing: intracranial disease, and, most important of 
all,-hysteria and depressions. 

If we bear -in mind how often schizophrenia is a 
gradual process, and how the cardinal symptom is dis- 
ofdered thought, we shall realize that the mind has time 
to marshal all its resources against the, mental under- ` 
ntining which these strange thoughts imply- It may well 
be found that modern empirical treatments are effective 
because they help the mind’s defences. All the different 
mental syndromes we have just enumerated may be 
essential accompaniments of the disease, “representing 


the results of an attempt to limit it. 


The distinction from an unusually turbulent adoles- 
cence, with impulsive and thoughtless acts, wild accusa- 
tions, scenes, and psychopathic’ behaviour, rests upon the 
maintenance of affective sympathy. If we accept .the 
youth's premises (false though they be) might we have 
done the same ? With the neurotic we should answer, 
“Yes.” With the schizophrenic we should answer, 
“No”; ‘with him one premise at least or its resultant 
act is inexplicable and more often strange if not “ clear 
balmy. ” 

Hypochondriacal hss is very common in the teens 
and twenties. In the non-psychotic'it emerges as a sign 


or warning of emotional conflict, and, though it may - 


have features of strangeness in the neurotic, these can 
be explained by lay ignorance or superstition. — 
QObsessional neurosis is-a most thorny problem; 
especially since the more bizarre compulsions lead on 
to the psychosis. As Stengel has poimted out, the obses- 
sional ruminations; philosophizing, writing, or rituals 


_may be defensive against the disease. -What we find in 


the non-psychotic is obsessional anxiety with marked 
insight into the symptom’s abnormality—‘ It is absurd 
to have to check this, but I simply must *—or the per- 
sistence of an original fear which is used to justify an 
unwillingness to travel, for example, or to alter a course. 


Frequently the obsessions have been present with Jong’ 


intermissions. The obsessional concerns of the early 
schizophrenic are more speculative than anxiety-produc- 
ing. They justify rumination, but this is odd, detached, 
without meaning to us, but with much personal meaning 
_to the sufferer. Again we are aware of the safety- 
‘curtain between us and the stage upon which mes 
schizophrenic drama is being enacted. 

Two widely held misconceptions must be died 
The first is that the affect is incongruous, shallow, or 
absent. At the beginning it may be wholly appropriate 
to_the odd beliefs, a little Jater depression is wholly 
reasonable, and suicide not uncommon, often executed 
with a macabre flavour which is the sign-manual of 
schizophrenia (e.g, disasters at public schools). 

The second must be to deny the erroneous belief that 


‘hysterical’ manifestations do not accompany schizo- 


phrenia. The anxiety generated by the self-observed 
changes may be apparently dismissed by the sixteen- 


year-old schoolgirl, yet thought disorder is so disturbing 


that it may result in conversion symptoms and pro- 
duce apparently “ hysterical” physical sensations. Such 
X 


> . ‘ 


_ symptoms tend to be less clamant than in the hysteroid 
~ personality. Anything odd about the flavour of a 
‘hysterical complaint in an adolescent who has recently 
lost interest, lies abed, and is becoming dreamy, must- 
not be dismissed. 

Two rare manifestations merit mention : RI may 
initiate the illness; and, in my opinion, self-mutilators 
are schizophrenics. There are many anxious, hysterical, 
obsessional persons whose symptoms arise because they 


are fighting for months or years their secret detachment i 


and misunderstanding of õthers, which not only perplex 
them, but, which they know at the beginning have a 
bizarre flavour cutting them off from human sympathy. 
It is our privilege to be approached and receive their 
anxious secrets and act as if we -believe puto “nihil 
alienum humani est. 

Cerebral abscess and intracranial neoplasm may com- 
mence withthought disorder and go on.to abnormalities 
of conduct. Careful neurological examinations must be 
made. Psychopathic personalities and defectives when 
in difficulties may behave in strange and unpredictable 
fashion. Here one must emphasize that an adequate 


y 


history is essential, not of the illness alone, but of the” 


person’s past. achievements ‘and clinical history. It is 
here that we need to ‘envisage someting of his cultural 
. background. 

After one has canvassed all the possibilities presented 
by the patient, one is often left with little certitude except 
“that the relatives will be loath to co-operate in accepting 
_ hospital treatment. Schizophrenia, despite all its impli- 
cations, is a disorder which should be met by ordered 
hope, great patience, and readiness to press for observa- 
tion of the sufferer in suitable surroundings. Now there 
are not only hopeful methods of treatment, there are 
diagnostic aids with investigation by barbiturate 
injections and tests such as the Rorschach. which can 
clarify this difficult field. $ 

One final word: severe temporary stress “ees as 
military conditions) and frustration. may’ produce 
extremely paranoid conduct, impulsiveness, ill-matched 
aims. 
the harassed partners of a marriage seem commoner than 
they were. Théy may certainly proceed to an irrever- 
sible schizophrenia or an irreversible frigidity. Consider- 
able expenditure of time and energy spent in elucidating 
such cases may not pay a large dividend yet a worth- 
while, one. 


$ 


Correction.—We much regret that owing to a printer's 
error the m of phenobarbitone was wrongly given as 1 g. 
instead of 1 in the second paragraph under the cross- 
heading of “Treatment” at p. 1443 of Brigadier Boyd's 
article on “The Dysenteries.” ; 





Nurses and nursing auxiliaries engaged in periods of train- 
ing or taking refresher courses in the National Hospital 
Service Reserve will not, while so engaged, be liable to pay 
national insurance contributions as employed persons excupt 
when they render services in the reserve for 24 hours or more 
in any contribution week (National Insurance (Classification) 
Amendment Regulations, 1951). The nurse or auxiliary who 
doés less than 24 hours’ service in the week will in general 
(Gf she has no other employment in. that week for which 
an employed person's contribution is payable) remain liable 
to pay- a contribution in Class 3. or, if ordinarily a self- 
employed person, in Class 2. The regulations do not affect 
the liability for payment of industrial injuries contributions. 
These contributions are payable no matter how short the 
petiod of employment. 


In our present post-war society these reactions in ‘ 
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METHODS IN MEDICAL TEACHING. 


CONFERENCE-COURSE OF POSTGRADUATE 
‘MEDICAL SCHOOL a 


The Postgraduate Medical School of London arranged on 
June 22 and 23'a conference-course-on methods in medical 


- (mainly undergraduate) teaching. Over 400 accepted 


invitations for the course, which was held at, the London 
School of Hygiene and Tropical Medicine. Dr. C. E. 
Newman, Dean of the Postgraduate School, presided at the 
first sessidn, and subsequent chairmen were Professor Ernest 
Finch, Professor J. McMichael, and Professor Jan Aird. An - 
extraordinary amount of interest was taken in the event, and 
the course could have continued for another day or longer. 


7 Aims of the Medical Teacher 


Sir FRANcIS FRASER, in an opening address, declared that 
all medical teaching must be at university level. It had been 


_ Suggested that, while the preclinical years were properly the 


responsibility of the university, the clinical years, devoted as 
they were to instruction in practical methods and acquisition _ 
of skills, might be spent in institutions. not necessarily of 
university standard in equipment and staff. But medicine 
was not technology. It was the university which endowed 
a man with capacity for discrimination, with breadth and 
vision. The'university was a community of teachers and 
students, and the contact of the groups gave the student ‘a 


3 knowledge of humanity and a trained intelligence. 


In the clinical years’ there was no danger: of the appli- 
cations of knowledge being neglected ; the danger was rather 
that they should-become dominant and over-exciting. - Medi- 
cine. was both an art and an applied science, but it was 
rare to find a situation-in which the evidence was sufficiently 
complete to justify,a conclusion ‘on scientific grounds alone, 
and’ the medical practitioner had constantly to fall back upon: 
experience. Nevertheless, the teacher must look for every 
opportunity to apply exact science, developing in his students 


- such habits as :history-taking and physical examination so as 


to have knowledge of all the facts available. The patient 
must be regarded from the physical, psychological, and social 


’ points of view, and concerning the social aspect he suggested 


that most medical teachers knew very little about the services 
provided by local authorities. Sir Francis Fraser concluded 
by saying that the most fruitful method of medical teaching 
had been left out of the programme of the course—namely, - 
the influence of the personal example of the teacher. 

Dr. R. D. Lawrence. said.that; stimulated by its Educa- 
tional Number, he wrote a letter to the British_Medical 
Journal two years ago in which‘he asked who was going to 
teach the teachers. He pointed out-that capacity for teaching ' 
was practically never taken into consideration when an, 


appointment was made to the-staff of a teaching hospital. 


As a result the Royal College of Physicians set up a com- 
mittee on the teaching of teachers. Dr. Lawrence mentioned 
diction and delivery, and quoted from the Lancet: “ Many 
medical teachers are inaudible ; they bury their noses in-their 
notes, and address their boots, the blackboard, the ceiling, 
Anything except their audience.” At least at the, registrar 
stage some critical process should be applied tọ diction and 
delivery in medical teaching. What was the good of talking 
to students if they could not hear? Students might much 
more profitably be i in ‘the library reading the textbook one 
had not written. > 

In all discussions on medical teaching it was agreed that 
too much detail was taught, there was far too much memor- 
ization. wee Should be taught were general principles. But 
haw could \the general principles of diagnosis be taught ? 
The mental processes of the expert clinician were such that, > 
by the time he looked at his patient and heard his first few, 
words, he had made a provisional diagnosis, and from then 
onwards he was going backwards and forwards in a very 
subtle_ and difficult way. How could this be taught to the 


student- t 
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~The Teaching of Diagnosis ' 
„Dr. RICHARD ASHER agreed with Dr. Lawrence on the 
difficulty of” teaching diagnosis. The more efficient a 
clinician was in the making of a diagnosis the les certain 
‘was he of his reasons for making it. He likened diagnosis 
to the instinctive way in which one pushed or pulled a door ; 
one did not pause in front of a door and work out the 
mechanics of the operation., Indeed, if the diagnostician did 
think about his diagnosis whe would be ‘like the centipede 
who was asked which leg ‘tame after which— , i 


“ Which wrought his mind to such a pitch, ' 


He lay distracted in the ditch, 
Considering how to run.” 


> 


Yet the teacher who had’ to tell his class, “r cannot say 
why, but I somehow feel this man has typhoid,” ” was not a 


good teacher, though this might impress his’ students, °” 


Dr. Asher ‘also suggested that students should-be taught 
-to be critical of Jiterature- There was a tendency for 
‘students to Yead the latest articles and be greatly impressed 
by them. They read the medical journals before they should. 

Dr. C. E. NEWMAN said that diagnosis, like all other real 
skills, was essentially unconscious, and teachers had to 
acquire the incredibly difficult. art of analysing an uncon- 
scious process and explaining “how they did something 
which’ they did not know how they did.” He also raised the. 
question of the object of medical education: whether it was” 
to produce a good\general practitioner. He suggested that- 
it was to train an undifferentiated good doctor, and another 
_ speaker said that what they should try to turn out was simply _ 


La graduate—a potentially goọd doctor,’ who could tum to 


medicine or to surgery as a Especially > 


Pa 


The Formal Lecture 


Professor Jan Airp had some pawky things to say about ` 
the formal lecture. A lecture had! been defined as a con- 
venient mechanism for the, passage of facts from the mouth 
of the lecturer to the notebooks of the students, _without 
passing through the mind of either. The lecture “was the ’ 
Cinderella of teaching. In university common-réoms it was - 
said that a man would apologize for or even conceal his | 
ability as a lecturer, Jest he be dubbed meretricious ora 
charlatan. The lecture must still remain in most universities 
because of its cheapness, but ‘though cheap it need not be 
nasty. 
perhaps eloquent, lecturer. Fallopius, Eustachius, Linacre, 
John Hunter, Paget, and many others lectured with profit. 
The aim of the lecture was not to extract the essence of the 
library, but to bring sunlight through the library wirdows, 
to take the smouldering coke of students’ minds and by some 
alchemy of personality transform ‘it into incandeacence. 


A bad lecturer was not only a slur on his university, 


and’ an embarrassment to himself but.a waster of students’ 
time. The lecturer‘should have a -wide knowledge of his 
specialty and ‘experience in its practice, should have made 
some original contribution to his-subject, and should be able 
to teach. At the same time the born lecturer was open to 
some dangers—he was Liable to over-teach, to dramatize; to 


sacrifice truth for aphorisms.’ At the other extreme was the -- 


introvert who found lecturing difficult and did it ‘badly—~ 
the kind of lecturer whose head was bent over his notes, 
and' who, when a student in the front row asked, “ What 
was that, sir ? ” looked up and said, “I am s SONY, - I did not , 
know ‘J was overheard.” 


-Hippocrates was knowm to have been an effective, ` 


+ 


` 


Note-taking, said Professor Aird, was a primitive occupa- ` 


tion, for notes could be taken more accurately and comfort- 
ably from textbooks. Yet note-taking, properly done, was 
an excellent intellectual éxercise, and might be profitable for 
more junior students. The teacher should interest himself in 


his students’ notes, although too elaborate notes made the 


‘university teacher a kind of coach; and coaching was’ the 
unimaginative presentation of facts. 

He then went on to.certdin details of Jeeturing. The 
lecturer should be careful about his dress, which should. 


a 


r 
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be neat but not gaudy, with nothinig.—certainly not a startling 
tié or a monocle—to distract attention. One speaker the 
following day, by the way, mentioned that a lecturer should 
not come to the-lecture desk in his overcoat. The lecturer 
should fix his gaze on the man in the middle of the second 
row-from the backe He.could use his eye for discipline, 
not staring out the unruly student, but focusing on a point a 
little. above -the bridge of his nose, which was very con- 
founding. As for the voice, not all of them were equipped 
with the necessary accessory sinuses for a booming voice, 
nor was that required. Every lecture-theatre should be fitted 
_for dmplification. Speed of delivery should be neither too 
~fast nor too slow. Pauses were important. The lecturer 
should, if possible, listen to himself on the dictaphone, 
humbling experience. He must eschew distracting ha 
such as walking from side to side of the lecture table. One 
famous lecturer was accustoméd to walk up one gangway 
sand down the other, his class watching him as if they were 
watching slow-motion tennis. It was well to have a striking 
opening. One eminent cancer specialist . who came to 
Hammersmith began: “Cancer! Gentlemen, do you fish ? 
Why does a trout stop growing?” -` 
Clichés should be aVoided. It would-be a good discipline 
never to use the- word “case.” There should not be too 


much humour, and what' there was should be good-natured. - 


In short, the lecturer should know himself, know his subject, 
and know his students. In some discussion following Pro- 
fessor Aird’s lecture, notes taken at lectures were criticized 
„as useless ; and the same was said of lantern slides. One con- 
tributor held that there should not be more than one lecture 
a`day, preferably given just before lunch. The proper dura- 
tion was regarded as 45-50 minutes. It was also considered: 
that indecisive or incomplete research should be kept out of 
lecture teaching. 


The Lecture-demonstration A 
Sir SranrorpD Cape carried out a lecture-demonstration 


with two patients. The object of a lecture-dèmonstration, - 


he said, was to convey something that no books or formal 
-lectures could convey—namely, living medicine or surgery. 

` It was teaching by_example ; it appealed to the intelligence, 
not the mémory, and it aroused the critical faculty. If he 
was asked who was-the ideal lecture-demonstrator, he would 
answer, “ Ruth, Draper.” If he could catch the students’ 
imagination as she caught the imagination of her audietices 
he could carry obt a lecture-demonstration even in the 
absence of the patient. 


The first of Sir Stanford Cade’s two patients was a woman | 


who had had pulmonary tuberculosis, for which a thoraco- 
plasty was performed ten years ago, and who, seven years 


ago, developed a tumour of the breast, for which radical - 


“mastectomy was done. Later she developed nodules in the 
other breast, and the same*surgeon, whose views had altered 
in the meantime, now performed simple mastectomy. There 
was excellent healing on the side on which the radical 
‘operation had been performed, but, on the other, telangi- 
ectasis had developed and the arm movement was less free. 
The other patient had a rodent ulcer on the forehead. This 
was of an extensive character, but, having been painless, he 
had sought no medical advice for several years. Sir Stan- 
ford Cade demonstrated these cases as if he were talking*to 
students: + * 

Dr. F. M. R. Watsae followed with a similar lecture- 
demonstration on a patient with progressive paraplegia, 
which had shown its first sign in loss of temperature sense. 
He affirmed that he had no philosophy concerning the 
lecture-demonstration, and no technique.’ The difference 
between the formal lecture and the lecture-demonstration 
was the difference between the general and the particular: 
The formal lecture, like the, textbook, was made up of 
generalizations, but in the practice of medicine it was 
particularization that the doctor needed, and the lecture- 
demonstration seemed to be the only way in which the art 
of dealing with the particular could be conveyed. 
~ In discussion it was suggested that many conditions—early~ 
“cardiac disease, for example—were not suitable for lecture- 
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demonstration. One speaker thought tbat if discussion took 
place in the presence of the patient it was likely to be 
embarrassing, and if the patient was removed before discus- , 
sion he was likely to think that something was being con- ' 

cealed from him ; also that the word “tumour” should not 
be used before the patient. Sir’ Stanford Cade, however, 
said. that patients were comforted by the word “ tumour.” 

“It is only a tumour ;“I was afraid I had got cancer.” The 
ideal number in attendance at a lecture-demonstration would’ 
be- between five and ten. -= 


Bedside Instruction 


Professor G. W. PIcKERmNG spoke briefly on the technique 
of bedside instruction. He said that there was probably no 
form of clinical teaching in which it was more profitable to 
teach method than at the bedside. By “method” he did 
not mean simply technique, but the manner of collecting, . 
checking, and interpreting facts about the patient. Bedside 
teaching was intimately related to clerking and dressing. 
The teacher should consider clerking and dressing from 
the student’s point of. view. There was nothing more dis- 


~ 


-couraging to the student than to feel that his notes were- 


not going to be-read and would be passed to the waste- 


- paper basket. 


. The student wanted several things from his teacher. In - 
the first place, he wanted his work appraised, he wanted to 
know whether he had done it well or badly, and how it 
could be bettered.. Secondly, he wanted some help in 
interpreting the facts he had collected. He wanted to know 
what was -going on in the patient in. terms of disturbed 
stricture and function, and how to identify the type of 
disease process which had led to these disturbances, and why 
it should have arisen in that particular patient. The student 
wanted to feel himself a responsible member of the team, 
and that the patient was helped to some extert by the work. 
he was doing there. 

In outlining a typical session of bedside instruction, Pro- - 
fessor Pickering said that the optimum number of students 
was one to six, and should never exceed ten. The audience 
should sit ; the brain was more receptive when the body was 
at rest. The optimum duration was about an hour, the 
maximum ninety minutes. He also emphasized the necessity 
for the teacher to be kind to the patient—bad manners were . 
always out of place—and to be kind to the students, not 
endeavouring to score off them. Asked about students’ notes 
he said that they varied very greatly in value ;.some were 
worthless, but ‘others as‘ valuable as~any they had: In his 
hospital they always kept the students’ records. 


Clinico-physiological Discussions 

Professor Ropert PLatr said that during the last two 
or three years at Manchester Royal Infirmary they had 
developed -clinico-pathological discussions for students who 
were doing physidlogy and had never been in hospital before. 
There was nio attempt to teach them the technique of 
examining cases ; that was learned later when they came to 
the introductory clinical course. The discussions were 
started during the students’ third term in physiology, when 
they fad already “ done” the cardiovascular-and respiratory : 
systems and were learning about the blood, They came in 
groups of about 30 at a time, and the professor of physio- - 
logy and usually one lecturer came with them, and he (the 
professor of medicine) took the chair. He and his staff got 
together and tried to reconstruct exactly what happened at 
the lást examination. He started with a few remarks about 
the Objects of the -discussions on applied physiology, that 
they were to give an insight into what the students were 
learning at present and what they would go on to learn in 
the wards. The patient was then brought in and introduced 
by one of the doctors ;-the history was taken and the simple 
physiological appearances were demonstrated. Then another 
ofthe doctors would take up the story, after which the ' 
patient, duly thanked, would go out. Professor Platt then gave 
an outline of the discussions and exchanges which followed. 
` The subjects covered, with different groups of students, 


were anaemia, congestive heart failure, cyanotic pulmonary 
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disease, acute haemorrhage, diabetes, renal oedema and 
failure, steatorrhoea, thyroid and parathyroid disease, and 
upper and lower motor neurone lesions. ihe proceedings at 
a discussion took as long as 14 hours, and there was no 
flagging of interest. It was difficult to get students’ questions, 
_and a good deal of the discussion was sustained by the staff. 
There were only a limited number of topics which lent them- 
selves to this form of treatment, but he felt that this was one 
of the most successful things that they had done in medical 
teaching The students were given the feeling that they were 
doing something real, that they were on the way to becoming 
doctors, and it was of benefit to the joint medical and physio- 
logical teaching staff. : 

In discussion it was suggested that the same technique 
could be applied occasionally with reference to anatomy as 
well. as physiology. Peripheral nerve injuries could be help- 
fully demonstrated. Dr. James Livincsione suggested that 
the haematologist and the biochemist might occasionally be 
invited to the bedside and make their contributions. It was 
remarked that students’ questions were generally on the 
human side-—about treatment and prognosis—rather than 
on the scientific. - 


Tbe Young Teacher 


On the second day of the course Professor M. ARNOTT 


opened with the contribution of the younger teacher to 
medical education. Age and development in teaching 
capacity were not necessarily correlated. There were elderly 
Peter Pans and. conversely, ola heads on young shoulaers. 
But older teachers like himself, looking back on their early 
days, were rather appalled at the recollection of their glib- 
ness, their assurance, the absence of the voice which now 
whispered in their ear, “ You must not say it that way. You 
must not attach- that ‘émphasis to it. You know, that is 
not really sound.” The teacher should not over-simplify or 
talk down to the dullest in the class ; medicine was no field 
for the dullard, nor even for the average person, 

It was important that those beginning to teach should be 
engaged in scientific research, clinical or otherwise. They 
all knew the kind of person who liked teaching, but not 
research. When he encountered an individual with such 
views he did his best to prevent him from getting an oppor- 
tunity of perverting the mind of the young. Such a teacher 
would be popular with students ; he would talk all the time, 
asking questions which he would answer himself to his com- 
plete sausfaction, but he would not change from year to 
year and would do nothing to advance knowledge. Teach- 
ing, after all, was not the handing on of the same body of 
knowledge from one generation to the next; that would 
stultify evolution. “ WJniversity teaching is the teaching of 
what is not known rather than of what is known.” The 
young teacher should be encouraged to develop happy rela- 
tions with the students. He should be cautioned against 
going on for a long spell without bringing the students into 
discussion. The teacher who acquired a complete set of 
notes on any subject was lost. The sooner he could do 
without notes altogether the better teacher he would be. 

Professor IAN Airp said that as a student he was very 
grateful to his immediate seniors under whom he served 
his initial clinical apprenticeship. It was from house- 
physicians and -surgeons that the student got a great deal 
of instruction in such matters as catheterization, anaesthesia, 
tapping of chests, and performance of lumbar puncture. 
There was no gap between the first year of the house-surgeon 
and the final year of the student. = 

In some further discussion on this subject the view was 
put forward that there was no antagonism between research 
ability and teaching ability. Research was an important 
safeguard against too much didacticism in the teacher. One 
speaker said that a main difficulty which the student encoun- 
tered was the mass of people who were not able to teach 
and never would be. Were there no means by which people 
incapable of teaching could be released from ‘this duty for 
the rest of their lives? There ought to be some method 
whereby students could let them know whether they were 





being taught eflectively. Other advice given to young teachers 
was to classify their ideas and the presentation of them, not 
to be afraid of using eponyms, to emphasize the more impor- 
tant points by repetition, and to bear in mind that listeners 
tenued to fall asleep. 


Technical Clinical Methods 


‘The subject of technical clinical methods was briefly 
introduced by Mr. JuLIAN TayLor, who addressed himself 
to the question of taking a young man and turning him into 
the beginnings of a surgeon. When people saw an experi-. 
enced surgeon operating they were apt to say how easy it 
was. It was an example of the art which concealed art. 
ie stressed in particular the importance of teaching the 
young surgeon to be gentle. 

Professor ERNEST FINCH said that, sitting on committees 
as an assessor, it was distressing to him to find men who 
were seeking posts regarding themselves purely as surgicdl 
technicians. They would claim proudly that they had done 
80 gastrectomies—that appeared to be the great yardstick 
of a surgeon's ability. Many of these men were ready to 
take posts in busy industrial places, where they would be 
called upon to deal with fractures ‘aiid other injuries, but 
their interest seemed to be in the alimentary canal. He 
deplored the tendency to produce a breed of technicians— 
slick operators. It would be the worst thing that could 
happen to British surgery. These men did not know wher, 
but they knew how; and that got one nowhere. He hoped 
that some form of postgraduate teaching would correct the 
tendency. 

Sir James PATERSON Ross said that one of the most 
regrettable changes in practical medical education during 
the last 30 yéars was the d.sappearance of any sense of 
responsibility from the student; it was transferred to those 
who were more senior. In his own hospital it had become 
a rule that ‘no student should ever send a patient away, no 
matter how trivial the condition from which he was suffer- 
ing. It might be said that that was a sound rule, but in 
days gone by they learned a great deal from having a sense 
of responsibility. The present tendency had led to students 
not even doing dressings in the wards. 


Teaching in the Onut-patient Department 


Mr. A. J. GARDHAM spoke on the techtique of teaching 
in the out-patient department. One of the great advan- 
tages of that department for teaching was that there thè 
teacher’s mind was continually at work on a fresh prob- 
lem. This did not happen in the wards or in lecture- 
demonstrations. When the teacher was working on a fresh 
problem he must go slowly and resist the temptation to 
short cuts. He himself insisted on having everything written 
down by his dresser in longhand. The teacher, in his first 
contact with cases in the out-patient department, might make 
mistakes, and ıt was important not to attempt to‘ conceal 
them from the student, who was probably aware of them 
anyway, but to use them profitably, going back on himself 
and doing it again. The close relation to the patient which 
obtained in the out-patient department never happened again 
to the same extent, for once the patient went into hospital 
he was to some extent regimented, It was worth remember- 
ing that it was in the out-patient department that the student 
saw the vast preponderance of suffering humanity who were _ 
not textbook pictures. At all events, the textbook pictures 
did not turn up in his own department. 

Again, it was in the out-patient department that immediate 
decisions had to be taken, whether the condition should be 
treated or left alone, and one of the points of usefulness 
of the department in teaching concerned not only the cases 
which were treated but the cases which were sent away. 
Owing, again, to the closeness of the relation with the 
patient, one could in the out-patient department cover a 
very large number of the little gaps which were left open 
in ward teaching. The department was not a bad place also 
to start the student learning how to behave to patients. A 
broad hint could be given if a not-too-clean hand wers 
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placed on the abdomen, or a laugh were heard at the wrong 
. Moment, or a careless word which might afterwards worry 
the patient were uttered. 
Mr. Gardham thought that detailed pathology should not 
be taught in the out-patient department, but one should 
stick to very simple issues. He tried not to mention rarities 
and to keep everythittg on the ground floor, also to avoid 
talking about niceties of treatment. The student who got 
his physical signs right nearly always gave a-good account 
‘of himself in other directions. As to the arrangement of 
out-patient sessions for teaching; he mentioned, only to con- 
demn, the practice at one hospital where the surgeon, at a 
first ségsion, took the physical signs, and at a second session 
_ the same week had back again the best cases on which to 
teach. The logical conclusion of such a method would bet 
to have a panel of whole-time patients. There was probably 
no best solution. His own method was to plough through 
the cases as they came, not collect them, and try to show 
the students the way in which his mind was working.’ If 
he came across a case with good physical signs he went 
over them with his registrar, and afterwards left him behind 
with some part of his audience to demonstrate them. 
Out-patient Teaching of Paediatrics 

Sir JAMES SPENCE expressed his strong disapproval. of the 
old German clinical lecture, which he thought a thoroughly 
_ bad instrument of teachmg. His experience at the- Johns 
Hopkins 20 years ago had also chilled him towards the 
clinico-pathological conference. What he had to say about 
out-patient. teaching applied more to paediatrics than to any 
other branch of medicine. It offered a situation in which 
one had the presence of the mother who had observed the 
symptoms in her child, and the paediatrician had to com- 
bine the roles of judge and examining counsel. This brought 
out factors in the technique of examination such as practi- 
cally no other branch of medicine could elicit. He regretted 
the divorce between general medicine and paediatrics— 
though he was not afraid of its effect on paediatrics. ` . 

Points to bear in mind were that very often in such con- 
sultations’ the parents would not confess- their fears and 


doubts in the presence of a third party; the student must ` 


be told that he would not be allowed to examine the patient, 
but he would see the teacher tendering explanations and 
advice to the person who had sought ‘his opinion. There 
` wére three diagnoses to be made in paediatrics.. The first 
was as to the presence or absence of the organic disease 
which the symptoms suggested. The second was as to the 
concept of symptoms or the fear which the mother 'enter- 
tained. The third was as to her ability to uriderstand and 
follow the advice given. 
. On the question of design of the out-patient department, 
Sir James Spence suggested that a house should be taken 
` for the, purpose. The house should have small rooms, 
with only two students to a room, and it should be 
called the out;patients’ consultation centre. In speaking, 
as Mr. Gardham had done, on the teaching of behaviour to 
the students, he said that he had received a letter from 
America, from someone who had been attending his own 
department in Newcastle, saying how impressed he had 
been with the courtesy shown to patients by the students, 
as, for example, in getting up and opening the door for 
them when they left the room. Professor ROBERT PLATT 
urged that, in dealing with out-patients, the patiénts should 
not be seen and selected beforehand by somebody else. 


af Pictorial Teaching 

‘Dr. P. N. CARDEW gave a demonstration of pictorial 
teaching. It was important not to overlook this factor, 
because the majority of people, including students, tended ` 
to think in visual terms. He spoke mostly about lantern- 
slides, the ie commonly used—and abused—of all tht 
methods at disposal. A frequent fault with diagram- 
matic slides was to overcrowd them with information which 
could not be absorbed during the minute or two they were 
oF the screen. He showed one:such slide from which six 


2 


slides could easily have been made. Slides should be viewed 
not more closely than two or three screen-widths away, and 
not further than six screen-widths—a condition difficult to 
fulfil'in a lecture theatre—and the angle should not be 
greater than 60 degrees. Lecture theatres might well be 


“sdesigned diagonally to assist screen viewing. He gave some 
-advice on the proper size of legend on lantern-slides. 


A 
useful rule was that, as letters in ordinary typescript were 
2 mm. high, 6 in. (15 cm.) was the largest amount of type 
script that should be covered in a slide. The total area of 
typescript on a slide should not be greater than was con- 
tdined on a postcard. He preferred white lettering on a black 
ground to the reverse. He considered: the filmstrip of small , 
advantage in teaching, and, as for films, their only justifi- 
cation, for teaching purposes was when tbey showed (as 
in ophthalmic operations) more than could be seen with 
the naked eye or (as in exercises of recovering paralytics) 
dealt with subjects which themselves had movement. 

Professor IAN ARD said it seemed to him perfectly 
clear that even though a professional photographer was 
employed at a teaching hospital it was a great advantage 
to have the. services of a medical consultant on the use of 
illustration as a teaching instrument. ~ ‘ 


Young Graduates and Research 


The last subject of the course, the introduction of young 
graduates to research; was brought forward by Professor 
H. J. Seppon. He said it was very important when people 
came along with some proposition for research that they 
should be asked to search their hearts. A variety of motives 
actuated people to say they wanted to do research: They 
might be in a place where research was a fashionable thing 
to do, or they might have an eye on a higher appointment. 
One was thankful that the business of writing papers was” 
not regarded as a necessary preparation for preferment in 
this country. 

Research was largely a matter of the spirit. The whole- 
idea of ‘research had been dramatized in fiction, and when 
an account of a discovery was published it read marvel- 
lously. But, of course, the work did not start or go on in 
that way., It was for the most part an -undramatic form 
of activity, and it required spiritual endurance of a high 
order to carry through. It was said of great musicians that 
their success was due, 10% to ability, 10% to good for- 
tune, and. 80% to hard work. The same was true of the 
research worker. Moreover, he had to achieve a kind of 
mental dichotomy. He had his responsibility to his patients, 
which was paramount, and at the same time he was using « 
his patients and the phenomena they presented as a means 
to an end. By the way, he must never go so far in that 
respect as to refer to his patient as a “preparation.” 

One of the powers that must be cultivated was concen- 
tration, and with it went the ability to say “ No.” Not too 
much of his time must be allowed to go into routine work ; 
also (a heavy price to pay) he must forgo being an all-round 
man at his job as a clinician, and again, at times when there 
was a great detail of work to be done, he must forgo social’ 
pursuits. Clinical research must obviously be carried out 
within the busy walls of a hospital, so that he must be a 
guardian of his own mind and produce for himself the 
atmosphere in which he could work. 

What could be tackled in ordinary clinical research ? 
First, the natural history-of disease. Such a” thing, for 
example, as knock-knee, formerly supposed to be due to. 
rickets, but persisting after the abolition of rickets, Sec- 
ondly, the results of treatment. An investigation going om 
at the present time concerned the effect of streptomycin in 
joint tuberculosis. ` Thirdly, the investigation of some com- 
plaint or phenomenon with the object of finding out just 
what it amounted to and what was its cause. | 7 

X [i 
The Qualifications of the Research Worker 

Professor J. MCMICHAEL said that-all clinicians in a sense 
were doimg research. Jf, in a university department, 
they. concentrated on more.esqteric techniques, this was only 
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because they. were equipped to do such work! Research 
was really an extension of -clinical experience. Factual 
teaching in the wards left many unanswered questions, and 
these were the questions to. which théy addressed tbem- 
selves. Each research unit should give facilities only for 
the kind of work for which it was: equipped. One line of 
work should be enough for one director or head of a group. 
They should be able, certainly within a year, perhaps within ` 
six months, to say whether someone who had offered him- 
self as a research worker had the necessary flair or qualities 
of character to be continued in that employment. The 
worker should be familiar with the most recent articles on 
his subject, but the important thing was that he should 
get down to laboratory work and develop a sense of tech- 
nique, and it was when that was done that he could read 


* the literature to the greatest advantage. 


Professor McMichael stressed the necessity for careful 
documentation, the avoidance of theltoo early formation of” 
‘hypotheses, and the desirability of bringing in at the appro- 


priate point someone who was statistically minded. Research” 


which was, merely of the ‘form-filling type should not be 
encouraged,’ The research worker must do things with his 
own hands. He must be responsible for the acctracy of 
laboratory determinations and observations. In writing his 
‘paper it might be necessary to draft it half a dozen times 
before .attaining a presentable script, and here the speaker 
paid a tribute to the editors of the medical scientific journals 
for the way in which they edited the many “ill-constructed 


‘scripts submitted to ‘them. Finally,” the research worker 


must never forget tHat he was a trained clinician ;` other- 
wise there was a danger that a separate breed of clinical 
pathologists would arise. - ; 
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- FESTIVAL SYMPOSIUM '`ON BURNS 
Under the chairmanship of Dr. LEONARD COLEBROOK, 
F.R.S., a symposium on “ Burns.” was held at 1, Wimpole 
Street, London, W.1, on June 19. This was the 12th of the- 
Festival Scientific meetings arranged jointly by the British 
Medical Association and the Royal Society of Medicine. 
The first four papers were presented by members.of the 
staff of the Medical Research Council’s Burns Unit, at the 
Birmingham Accident Hospital. The fifth paper,.on the use 
of homografts for extensive burns, by Mr. Rainsford 
Mowlem, was preceded by a tribute to Dr. Leonard 
Celebrook for his work on infection and its control, most 
of which had been accomplished through his own 


- enthusiasm, backed by the establishment of the M.R.C. 


Burns Unit. Finally, Mr. A. B. Wallace, of Edinburgh, 
recapitulated briefly the details of the exposure method of 
treating burns and its technical difficulties, ` 


’ a 


« Fhħid Replacement f 


Dr. J. P. Butt described the various physiological prob- “* 
lems which burns produce. There was increased ,per- 
meability of the capillary bed from which large as well as 
small molecules escaped, the lymph oozing out having 
much the same protein content as plasma. The total plasma 
loss was not immediate and continued “for twenty-four 
hours or more, and the fact that the patient did not appear 
shocked in the early stage was no justification for with- 
holding treatment if the area burnt was sufficiently large. 

' The’ body’s attempted method of correction was by 
vascular constriction and- redistribution of extracellular 
body fluid’ For small burns this, together with the 
administration of oral fluids, was sufficient, but the electro- 
lytes lost should be replaced by adding some sodium salts 
to the drinks. A solution of 0.4% sodium lactate ‘with 
glucose and fruit juice was recommended. Burns in adults 
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‘involving 15% of the body area and in children 10% of the 
body -area required intravenous therapy. A simple method 
of calculating the area involved was to. allow 9% for the ` 


Barr 
MEDICAL JOURNAL 


+ 


` 


head and neck, $% for each upper limB, 18% for each lower #7 


limb, and 36% for the trunk.’ The ideal replacement fluid 
„was plasma and its administration was best controlled ‘by 
observing the clinical state of the patient, repeated haemato- 
crit estimations, and a watch on the urinary output, for 
which the use of an indwelling catheter was recommended. 
The quantities of plasma required were thus controlled by 
a running assessment ‘of the patient's condition, though a 
rough approximation of the fluid required could be made 
by allowing one to one and a half litres of plasma for each 
10% of burn area. ‘Half of the quantity of plasma required 
should be given in the first six hours and the ‘remainder 
over the next eighteen hours. A further small volume might 
be needed after this. While there was some red cell loss 
this was not important in the early stages, and the adminfs- 
tration of blood immediately after the burn interfered with 
the interpretation of the haematocrit readings. It: was more 
convenient to give blood at the end of the shock phase. 

In view of possible difficulty in obtaining sufficient plasma, 
a search had been made for plasma substitutes. These must 
contain molecules similar in size to plasma protein, and of ` 
a number tried dextran, which was a carbohydrate whose 
molecular size could be varied easily, appeared satisfactory 
and could be administered in quantities equal at least to the 
body plasma volume with apparent efficiency and safety. 

S A 


` Control of Infection . 


„The fresh burn was sterile, and Dr. E. J. L. Lowsury , 
described methods .of control for preventing the develop- 
ment of infection. Clinicians were not only concerned with 
gross infection with toxic effects, but with silent infection 
with organisms such as Streptococcus pyogenes which might 
grafts and increase the tendency of scars 


~X 


Yon 


to contract. > 

Control of infection could be divided-ińto two parts 
prevention of infection when the burn was being dressed, 
and the protection of the burn in the ward. A’ special 
dressing-room had been set apart for burns in which filtered, 
heated, and humidified air was blown at a constant rate to, 
control airborne infection. Nose and throat swabs were 
taken from both the patient and staff, and dressings were 
‘carried out by “no-touch” technique. The wounds were 
dressed with penicillin cream, containing 1,000 units per 
gramme in a “Janette wax” base. Firm pressure and’ sup- 
port were then applied to the skin area to prevent movement, 
by plaster-of-Paris if necessary.. It was essential to change 
‘dressings which had become soakéd in exudate. For diffi- 
cult dreas, such as the buttocks, and circumferential burns 
exposure treatment with the insufflation of penicillin powder 
was recommended. Nothing was more important in the 
prevention of infection than the early skin grafting, when 
possible, of full-thickness skin-loss burns., It had beer 
shown that 67% of burns grafted on the day of admission 
remained uninfected, while only 16% grafted at a later date 
were clean. Staphylococcus aureus and Pseudomonas 
pyocyanea were the most difficult organisms to control. 
Polymyxin had proved useful for Ps. pyocyanea and coliform 
bacilli; grafts ,had taken more effectively when a mixture 
of polymyxin‘and penicillin was employed than when peni- | 
cillin aloné had been used. Aureomycin had been found of 
value in infection of Staph. aureus. 


Physical Signs which Indicate the Need for Grafting f 
There was general agreement that full-thickness skin loss 


" 


-should be exciged and grafted on the day of burning if the -_ 


patient’s condition, and the size ‘of the burn permitted this 
course. / Mr. D. M. Jackson then went on to describe the 
difficulties in assessing the area of ‘total skin loss. 


<. The appearances of a burn, or scald in the early stages 


depended on the intensity of the bum and were not related 
to the depth of tissue destroyed. Burns could be divided 
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into three- zones: the peripheral zone of hyperaemia, the - 
intermediate zone of capillary stasis, which often throm- 
bosed later; and the central zone of coagulation, usually” 
- white unless charred: Zones two and thrge subsequently 
sloughed off. It was only when these zones penetrated the 
full-thickness of the skén that total skin logs occurred. Early `. 
observation of the circulatory changes in the burned area” 
was unreliable in deciding: whether the skin was viable 
or not, but estimation of the sensitivity to pin-prick was a 
- -helpful guide in-delimiting the area of partial skin loss. 
In dealing with burns of the face, palm, and sole the attitude 
should be conservative and excision of areas of doubtful 
vitality was contraindicated. On the other hand, healing 
on’ the back of the hand was notoriously poor and early 
excision, was advisable. Some of the later appearances of 
burns ‘were then described to show how these were related 
fo. the. nged for grafting. _ 


` 


‘ r Early Skin Grafting 
Further technical details in the treatment of burns by 
_ primary excision were given by Mr. W. P. Datias Ross. 

Excision and grafting should be carried out where possible 

within six hours of the injury. If the patient was seen 

later, twenty-four hours. shouldelapse so that the burnt area 

could be cultured for pathogens. Burns of over 10% body 

area in children and over 15% in adults were too large for 
. immediate grafting. Treatment of the shock precluded 
operation. 

The majority of burns excised were ústaliy smali “and 
mostly involved the hands and-feet. All the totally des- 
troyed skin must be removed inclùding, in mixed burns, a 
small margin of the partially damaged skin. The depth of 
the excision rarely caused difficulty., Absolute haemostasis 
was essential ; this was obtained by hot packs, elevation of 
the part, and spraying with a mixture of fibrinogen and 
thrombin. Excessive blood loss was made up at the time 
by transfusion. Usually repair was done with split-skin 
grafts, but for deep burns wheré bones and tendons were 
exposed a flap graft was necessary. Where grafts failed, 
regrafting should be done as soon as possible. In burns 
unsuitable for primary excision and grafting ~the* operation 
was only delayed for the elimination of haemolytic strepto- 
cocci:~ Postage-stamp grafts were-not desirable and, where 
it was necessary to use them owing to 2 shortage of skin, 
they should never be placed more than } in. (6.3 mm.). 
apart. -Where there_was much skin loss the stage planning 
of the operation might be complicated. It was better to 
graft, a limited portion of the burn completely than to 
patch-graft a large area with wide gaps between the grafts. 
Preservation of the grafts in a refrigerator and their applica-. 
tion without anaesthesia at a later date was often helpful. ° 


j Homografts for Extensive Burns 


Mr. RaInSFOoRD MowLEM paid tribute to the experimental 
work of Professor P: B. Medawar in the study of homo- 
grafts in animals. It had been shown that these grafts 
normally lasted for about seven days, and were then shed. 
Dunng this’ phase, however, the animal apparently 
acquired an intolerance to the transplantation of such tissue 
and subsequent grafts were discarded earlier. Medawar 
thad shown that cortisone prolonged the life of the graft 
but réduced the formation of granulation tissue. A similar 
result had been obtained by radiation (B. Lennox), but the 
dosages used were impracticable for the human being. 

Tn both the experimental and clinical fields much remained 

“to be done. In man, homografts normally lasted’ from 15 
` to 25 days, and were sometimes of value in resurfacing 
extensive areas as a life-saving but temporary measure. The 
application of homografts and autografts side by side had, 
however, not been followed by lysis of the former. It seemed 
probable that they were replaced by -ingrowth from the 
autografts. This process occurred without visible death of 
the homografts. The exact method of replacement was not-, 
clear, but invasion had been shown to occur (Stuart Gordon). 
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Grafts from multiple donors were more successful than 
from a single donor, „probably because they elicited less 
mass ‘reaction. A curious pigment change which left the 
homograft á pale grey colour for many months was not yet 
_ understood, . N - 


Exposure Method of Treating Barns 
In the short time left to him Mr. A. B. WALLACE could ` 
do little more than outline his method of treatment. The 
chief principles were the same as for thé treatment of burns 
by other methods, but the additional important factor of 
drying the burnt area reduced infection - very effectively. 
The burn was cleansed under aseptic” conditions using 


_cyclopropane anaesthesia. Blisters were snipped and washed 


with hypotonic saline, and the area was then dusted -with 
lactose containing 10,000 unifs of penicillin per gramme. 
The powder was insufflated every four hours. The treat- 


` nent was particularly suitable for burns of the face and one 
` aspect of the trunk (allowed up on the. fourth day), and! 


burns of the genitalia. More difficult areas included the 
neck, ‘where the effective formation: of crust was slightly 
delayed by movements and skin foldg, and the hands and 
fingers, where support to allow adequate treatment was diffi- 
cult but not insuperable. Satisfactory results were obtained, 
by this method in both superficial and deep`burns. The use 
of grafts should follow the crusting as soon as possible, 
ustially about the tenth day if- the burns were deep. The - 
sequence of cover in all burns should be crust, then skin, 
accomplished within three weeks.- The exposure method of 
treatment had been continued after grafting, with equally 
satisfactory results, the iad area being spores through- 
out each day. 


=~. 


FESTIVAL SYMPOSIUM ON POLIOMYELITIS — 


On Jung 18 a symposium on “Poliomyelitis” was held at 
1, Wimpole Street, London, W.1. is was the eleventh 
of the, Festival Scientific Meetings sponsored jointly by the 
British Medical Association and the Royal Society of Medi- 
cine. The Chairman, Dr. F. M. R. WALSHE, opened the, 
symposium by pointing out that the recent increase in the 


incidence’ of poliomyelitis had been accompanied by a J 


‘growth of knowledge on many aspects of the disease. 


Poliomyelitis Viruses 


Dr. F. o. MacCaLLuM said that the poliomyelitis virus- 
was the smallest known virus pathogenic for man, being only 
Its predilection for the anterior 
horn cells, as well as its immunological behaviour, 
distinguished it from related viruses affecting various lower 
animals, 

There were three immunologically distinct types of human 
poliomyelitis virus, though there might be some degree of 
overlap of immunity in‘ man. The Lansing strain was 
capable of being adapted to mice and cotton-rats. It seemed 
that in areas where sanitary standards were low there was 
a widespread ‘jnapparent, infection by this strain in infancy, 
as shown by serum neutralization tests. . It was probable 
that in this country by 1947 another strain of poliomyelitis. 
virus, of greater virulence than the Lansing’ strain, had been 


sufficiently widespread to lead to an epidemic of the disease. 


There was evidence that in man past infection with the 
Lansing strain might protect against infection with a more 
virulent strain. 

Native human poliomyelitis virus had recently been 
successfully cultured in human foetal tissue. The presence ~ 
of multiplying virus in these cultures was indicated by’ pH 
changes in the medium which could be prevented by the 
addition of specific immune serum. This technique thus 
provided a method of testing for neutralizing antibodies in 
sera as well as for the growth of Virus. The recently identi- - 
fied Coxsackie virus family had grown in number to ten. 
They were frequently found in association with attaeks of 
clinical poliomyelitis, and Melnick and his colleagues had 
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found m two patients that there had been a parallel rise in 
antibodies to both Coxsackie and poliomyelitis viruses 
during the course of the illness. The Coxsackie viruses were 
known to cause myositis in experimental animals, and it was 
possible that in man infection with this group of viruses 
might be related to the occurrence of muscular pain in the 
course of the illness. : 


7 Symptomatology 


Dr D. McALpiInE pointed out that in an epidemic only 
1 to 2% of those infected with poliomyelitis virus became 
paralysed. Known factors determining the occurrence and 
the site of -paralysis in an infected person included tonsill- 
ectomy, muscular fatigue, inoculation, and local infection, 
in particular of the tonsils and the intestines. , 

Abortive cases of poliomyelitis showed a clinical non- 
specific illness resembling influenza, lasting from two to 
seven days, with malaise, inconstant headache, shivering, 
mild fever, and a normal C.S.F. The non-paralytic form 
of the disease showed an extension of the infection to the 
central nervous system,-characterized by muscular pains, stiff- 
ness of the back, and paraesthesiae, and accompanied by 
nystagmus, transitory muscular weakness, alteration in the 
deep reflexes, and changes in the C.S.F. The onset of paraly- 
sis, at times after a symptom-free interval, was accompanied 
by pain and hyperaesthesia. Variants of the paralytic form 
included ascending paralysis and the development of an 
acute myelitis. f 

Polio-encephalitis was occasionally accompanied by mental 
symptoms, such as confusion or hypomania, and by drowsi- 
ness or more rarely coma. Involvement of the medulla 
might lead to defects in articulation, deglutition, respiration, 
and to circulatory failure. Dr. McAlpine concluded with a 
plea that for the control of epidemics of poliomyelitis 
emphasis should be shifted to the group of patients not 
showing paralysis. s 


Management of the Early Stages 


Dr. W. H. KELLEHER considered that the convalescent stage 
of poliomyelitis was entered when fever, pain, and spread of 
paralysis had ceased. Abortive cases should be nursed at 
home and did not require admission to hospital. There was 
no evidence that lumbar puncture in abortive and non- 
paralytic cases led to the development of paralysis. _ 

All paralytic cases should be admitted to hospital. There 
was no specific therapy available against the agent of the 
disease. Treatment by physiotherapy should aim at the 
relief of painful spasms by hot moist packs, and at full 
passive mobility of all joints, with maintenance of correct 
posture between treatments.. Overactivity of the sympa- 
thetic system, manifested by bladder and intestinal dysfunc- 
tion, might be countered by carbachol, and peripheral 
angiospasm, by sympathetic paralysants, such as benzyl 
imidazoline, or by hot packs. 

Early recognition of difficulty with respiration might be 
aided by spirometry. Complications of treatment in a 
respirator incjuded respiratory acidosis, hyperventilation 
atelectasis, pressure sores, acute dilatation of the stomach, 
and renal lithiasis. With vagal involvement removal of 
secretions by suction, postural drainage, and the use of a 
positive-pressure respirator were indicated. The place of 
tracheotomy was still uncertain. Electrical stimulation of 
the phrenic nerve might prove the treatment of choice in 
respiratory disturbance of bulbar origin. 


Convalescence 


Professor H. J. Seppon emphasized that recovery from 
poliomyelitis was a spontaneous affair. The specific changes 
. in the spinal cord had run their course six weeks after the 
onset of the disease. During this period irritative phenomena 
might occur: possible mechanisms included a discharging 
focus surrounding a destructive lesion, a discharging lesion 
from involvement of the posterior root ganglia, a true 
myositis in a few cases, and involvement of the sympathetic 


ay 
system. Pain and muscle spasm should be relieved by moist 
heat or by sympathetic paralysants. Full mobility at all 
joints should be maintamed by passive movements, with the 
avoidance of prolonged stretching between treatments, and 
for the latter splints were required chiefly in young unco- 
operative patients. , ae 

Repeated muscle-charting indicated that the time-course of 
recovery of muscular power extended over a period of eight 
months. Active exercises from six weeks after the onset 
were indicated for four reasons: (1) Damage to internuncial 
neurones might be compensated by a re-routing of voluntary 
impulses in the-cord. (2) A superimposed functional 
paralysis was not uncommon. (3) Trick movements were of 
value in the restoration of function. (4) True hypertrophy 
of healthy motor units could occur. 

Professor Seddon entered a plea for simplicity in treat- 
ment in the convalescent phase, Electrical stimulation of 
muscle was useless. Active exercises with springs and slings, 
and active exercises in the waterbath, were the only two 
methods required, 


Epidemiology g > 


Dr. A. H. Gare recounted some early clinical descrip- 
tions of poliomyelitis and quoted the observations of 
Sir.Charles Bell in 1836 on the sequelae of an epidemic* 
affecting young children on the island of St.. Helena. In 
England between 1896 and 1910 the disease, which had 
previously occurred sporadically, began to appear in small 
outbreaks. From 1911 to 1946 scattered outbreaks of vary- 
ing size occurred almost every year, but the years 1926 and 
1938 were outstanding. Large epidemics ‘occurred in 1947, 
1949, and 1950, and even in 1948 the incidence was abnorm- 
ally high. There bad been a rise in the age incidence in 
recent epidemics, the age groups 0-4, 5-14; and 15 and 
over providing almost equal numbers of cases. There was 
no evident pattern of spread in recent epidemics, and it was 
difficult to make confident generalizations about the 
epidemiology of poliomyelitis. Dr. Gale concluded by 
showing graphs of the’ weekly notifications of poliomyelitis 
in this and previous years, aud by extending an unanswered 
invitation to the audience to forecast the trend of notifica- 
tions for the remainder of the current year. 

After a brief discussion, during the course of which the 
Chairman emphasized the necessity for a precise definition 
of the terms “abortive” and “spasm,” Dr. McAlpine 
expressed the thanks of the meeting to Dr. Walshe for 
taking the chair. 





Preparations and -Appliances 





A NEW CARTILAGE RETRACTOR 


Mr. J. COLLINGWOOD-STEWART, M.S., F.R.C.S., senior 
surgeon, Newcastle General Hospital, wmtes: J` have 
designed the retractor here illustrated for use in opera- 
tions for the removal of semilunar cartilages from the 
knee-joint. It has a curved blade to fit the rim of the 
joint, and also has a shoulder with an acute angle. This 





acute angle fits tightly against the ussues at the ends of the j 
incision, and does not slip in and out as 1s the case with 
rounded retractors. The-retractor has a very bright reflect- 
ing surface which gives some additional light when it is in 
the jomt. I use a horizontal incision for these operations, 
so’ that a very extensive view of the cartilage is given when 
the retractor is in position. The apparatus is made by 
Chas F. Thackray Ltd., of Leeds. 


a 
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Laboratory Facilities in General Practice 
Sirn,—With reference to the discussion on laboratory 
facilities in general practice at the Royal Society of Medicine 
(May 5, p. 1012), and the letter from Dr. C. B. Ainscow 
(June 9, p.. 1331), I beg to submit the following 


” observations. 


In this urban-rural area some 30 general practitioners have 
had free access to a full pathology service for nearly four 
years. They have,also had direct access to the radiology 
department of the hospital for much longer. The result 
is that patients are investigated by their own doctors. 
Three things follow. First, the consultant clinics are 
sparéd those patients who would otherwise be referred with 
the sole object of getting an investigation performed. 
Secondly, a practitioner can refer a patient to one of the 
consultant staff, having had the opportunity to reconsider 


` his clinical -findings in the light of any ancillary investiga- 


tions done. Thirdly,. the consultant whose opinion is 
sought may see the patient, the x-rays, and the pathological 


. findings on “the patient’s first visit, and is thereby more 


often- in a position to give his opinion on that occasion 
A saving of hospital beds results from this and also from 
the fact that the registrars will often have available x-ray 
and pathological data on the day the patient is admitted. 
The facilities provided to the general practitioner ın fact 
augment dnd do not detract from the ‘pathology service to 
the hospital. 

It is perhaps partly bécause of these facilities that a 
‘particular atmosphere prevails in the medical practice of 
this locality, marked by the sound relationship between 
the practitioners and the members of the hospital staff. and 


characterized by discussion, which benefits. the participants . 


as -well as the patients. 

I am not clear from Dr. 
considers that practitioners should carry out ther own 
uivestigations, either individually or as a group. Without 
wishing’ to disparage any practitioner who pursues his own 


~ particular interests, I think it right to point out that clinical 


“measures which are specific and rational. 


pathology is an analytical and integrative discipline which 
demands all one’s attention and time. It carries with it 
the responsibility of imterpretation, the latter depending 
on a proper understanding of the method by which a parti- 
cular result was obtained, and a knowledge of the patient 
on whom the investigation was done. A history is taken 
and a clinical examination is performed immediately a 
patient is referred to the laboratory here, in order that the 
interpretation of the investigations done may be of the 
fullest possible value to the patient’s doctor. By this 
method much time can be saved in arriving at-a diagnosis, 
and the practitioner is often helped in selecting therapeutic 
No practitioner 
has, so far as I am aware, taken exception to this procedure, 


_ which leaves him sole judge and arbiter of his patient’s 


~ the practitioners he serves. 


welfare. The fear of misuse of laboratory services ‘that 
haunts official minds appears, from my own experience 
and from all reports, to be groundless. The entertainment 
of such fears has always struck me as being derogatory to 
the standards of general practice. It is clear that the pro- 
vision of laboratory. and x-ray facilities directly available 
to probationers leads to invigorated general practice, and 
is an important factor in the improvement of the relationship 
between general practitioners and hospitals. 

The subject was discussed at the 45th Scientific Meeting 


"of the Association of Clinical Pathologists. It became clear 


to me then that the problem of providing such facilities for 


an area containing, say, a population of 500,000, served” 


by 200 doctors, is a different one from that which I have 
described, where the pathologist can know personally all 
Nevertheless, our experiertce 
on a small scale suggests that the problem should be 
capable of solution provided that wider recognition is 


` 


Aiscow’s letter -whether he ` 


accorded to clinical pathology, in the original sense of that 

term. The need felt by practitioners in many parts of the 

country, which exists in spite of the high degree of speciali- 

zation in all branches of pathology in the teaching hospitals 

and larger provincial centres, will only be met by patholo- 
gists who have maintained an active interest in clinical 

medicine and who are anxious to pursue'the basic sciences 

of pathology in the closest possible relation to the patient 

and his doctor.—I am, etc., 


Hemel Hempstead, Herts G. A. MATI HEWS. 


SR,—I have been following the recent discussion on 
laboratory facilities in general practice (May 5, p. 1012, and 
June 9, p. 1331) with considerable interest. Since 1944 the 
private clinical laboratory in whigh I act as haematologist 
has been serving the practitioners in the area*‘and, to judge 
by the volume of work dealt with, meeting a very real 
demand. 

Since the coming into force of the Nationa] Health Service 
we have been plied with inquiries from general practitioners 
as to whether our services are available to patients under 
the scheme. In response to these inquiries we are now 
putting forward proposals for an arrangement whereby our 
examinations, at a suitably revised scale-of fees, could be 
ordered by practitioners for their National Health Service 
patients, the cost to be‘ wholly or partly borne by the 
Service, Your readers may be interested to learn from 
this that laboratory facilities are available directly to the 
general practitioner in parts of the country other than 
London. 

We are hopeful that the representations which we are 
making will receive favourable consideration, partly because 
an arrangement under the scheme would obviously be to 
our advantage in bringing us increased range of work, but 
also because we feel very strongly that the general practi- 


“toner is entitled to a say what investigations are to be 


carried out on his patients. Dr. C. B. Ainscow in his letter 
of June 9 mentions the all too prevalent notion in the 
public mind that the general practitioner is a “ signpost to 
ue specialist for anything but the most trivial complaint.” 

e general practitioner, however skilled he may be m 
the practice of his profession, obviously can do nothing to 


eradicate this misconception if he is forced to refer any: 


patient for whom he requires even such a straightforward 
examination as a blood count to a hospital, not because 
he does not know what requires to be done but because 
only the hospital clinician has the power to order it to 
be done. 

It is only too well known that the hospitals are over- 
worked and overcrowded. It is high time, therefore, that 
the general practitioner was allowed to have the satisfaction 
of diagnosing, investigating, and treating many cases which 
are well within his scope but which at present find their 
way to hospital or else, remaining with their own doctors, 
receive expensive and often unnecessary treatment because 
those doctors have not the power to obtain confirmation 
of their diagnoses-—J am,-etc., : 


Glasgow. ANNE C, V. GRETO. 


Diabetes and Pregnancy 

' SR,—Dr. J C. Pease and his colleagues are to be con- 
gratulated on the good results they have obtained in the 
management of thejr 25 diabetic pregnancies (June 9, 
p. 1296). They point out that “early induction of labour 
and prematurity need [my italics] not increase the neonatal 
death rate.” Given good team work between the diabetic 
physician, paediatrician, and obstetrician it is possible to 
reduce the neonatal death rate of the premature infant to a 
minimum, as indeed they have so well demonstrated. They 
miention that many of their babies “proved slow and 
difficilt to establish” and all credit is due to the nursing 
sister’ in charge of the infants for the good results. In the 
larger “series of 142 diabetic pregnancies of Peel ‘and 
Oakley’ quoted by Pease and his colleagues there was a 
larger number of neonatal deathé (20) than stillbirths (16), 
and again in the still larger serles of 439 diabetic 


, 
1 
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pregnancies of White? there were 44 neonatal deaths as com- 
pared with 34 stillbirths. Few will deny that prematurity 
does weight the scales against an infant’s survival as these 
larger series demonstrate, and it would be quite wrong to 
assume that early induction of labour 1s without its toll of 
infant life in diabetic pregnancies. 

Elsewhere’ it was shown that in a small series of 22 
diabetic pregnancies terminated at the 36th week of preg- 
nancy the foetal salvage rate was 41%, whereas in 23 
diabetic pregnancies observed over the same period of time 
and allowed to terminate spontaneously the foetal] salvage 
rate was 43%. Thus the salvage was approximately the 
same for the two methods of treatment. Whereas intra- 
uterine death occurred more frequently in the pregnancy 
that was allowed to proceed, the chance of neonatal death 
was reduced as compared with the terminated group. 
Although these numbers are small they would appear to 
indicate that early termination does not alter the outcome 
of the diabetic pregnancy as far as the foetus is concerned, 
but merely changes its death-bed, and of course subjects 
the mother to the risks of interference. Whatever the lethal 
factor is in these pregnancies it appears to act on the foetus 
with increasing intensity to produce intrauterine death in 
the later weeks of pregnancy. It has been suggested that 
this lethal factor originates in the maternal anterior- 
pituitary gland.* If an attempt is made to cut short its 
action by terminating the pregnancy prematurely, an infant 

„is delivered which has already been subjected to its harmful 

influence and which is therefore less able to withstand its 
prematurity, and hence more liable to neonatal death than 
the premature infant.of a normal mother. By allowing the 
pregnancy to continue the chances of intrauterine death 
are increased, but we have found that in such cases the 
mother frequently goes into spontaneous labour at 37-39 
weeks, so that she naturally cuts short the influence of the 
lethal factor and yet gives the infant the longest possible 
‘time in utero compatible with intrauterine survival. The 
problem therefore is, as stated in the British Medical 
Journal, to find a therapeutic agent which will prevent the 
harmful effects of this factor and so enable full-time birth 
to occur. 

At University College Hospital since 1947 we have adopted 
the policy of allowing the diabetic expectant mother to proceed 
to spontaneous delivery or delivery at term usually by 
caesarean section on account of the large baby, unless some 
complication arose necessitating termination for the sake of the 
mother. In addition she has received hormoue therapy in one 
form or another. We have observed to date 21 diabetic preg- 
nancies with one neonatal death, and three intrauterine deaths 
occurring at the 33rd, 35th, and 37th week. It is to be noted that 
two of these intrauterine deaths would not have been avoided 
by termination of the pregnancy at the 36th week. The neonatal 
death occurred in an infant weighing 9 Ib. 6 oz. (4.3 kg.), the 
onset of labour occurring at the 38th week spontaneously. The 
mother developed deep venous thrombosis at the 37th week of 
Pregnancy and was treated with anticoagulants. The baby died 
from numerous cerebral punctate haemorrhages. The mother 
subsequently became pregnant and was delivered of a live baby 
weighing 7 Ib. 44 oz. (3.6 kg.), labour occurring spontaneously 
at the end of the 37th week. The mother of the infant which 
died in utero at the 33rd week again became pregnant a few 
months later and was delivered at term of a live Infant weigh- 
ing 8 Ib. 134 oz. (4.0 kg.), the onset of labour being spon- 
taneous. The infant which died m utero at the 35th week 
weighed 8 Ib. 134 oz., and was delivered macerated two days after 
the absence of foetal heart sounds had been observed, the onset 
of labour being spontaneous. The mother whose baby died in 
utero at the 37th week had a bad obstetric history. In 1937 
she was delivered of a macerated foetus weighing 3 Ib. 7 oz. 

_ (1.6 kg.), intrauterine death occurring at the 35th week; in 1938 
she had a live baby weighing 5 Ib. 14 oz. (2.7 kg) by caesarean 
section at the 36th week; in 1941 she was delivered by caesarean 
section at the 36th week of a baby which lived eight hours; in 
1942 intrauterine death occurred at the 36th week and she was 
delivered spontaneously of a macerated foetus weighing 6 Ib. 
9 oz. (30 kg.) at the 40th week; in 1944 caesarean section was 
performed at the 36th week and a baby weighing 6 Ib. (2.7 kg.) 
was delivered, which died after 14 hours. 

One other patient is of interest in this connexion. In 1941 
caesarean section wes performed at the 36th week of pregnancy. 





The baby weighed 7 Ib. 74 oz. (3.4 kg.) and lived 12 hours. A 
year later the performance was repeated and a baby weighing 
7 Ib 11 oz. (3.5 kg.y was delivered by caesarean section. This 
one lived 14 hours. In 1944 caesarean section was again per- 


“formed at the 37th week. The baby weighed 7 lb. (3.2 kg.) and 


died after eight hours. Recently she was allowed to proceed to 
term. Caesarean section was carried out one day after expected 
date of delivery on account of a large baby and previous 
caesarean sections She was delivered of a live baby weighing 
11 Ib. 6 oz, (5.1 kg.). 


I believe that our results likewise demonstrate what can 
be ‘attained by team work between physician, paediatrician, 
and obstetrician, and clearly emphasizes the need of an 
obstetric department being situated in a general hospital 
where such co-operation can be readily obtamed.—I am, 
etc. 


London, W.t H. H. FOURACRE Barns. 
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Sm,—Drs. J. C. Pease and V. Smallpeice and Professor 
G G. Lennor are to be congratulated on their record of 
25 consecutive diabetic pregnancies with no maternal 
deaths, two stillbirths, and no neonatal deaths (June 9, 
p. 1296). They evidently feel that this admittedly small 
series refutes the suggestion made in the British Medical 
Journal (1949, 1, 62), which they quote, to the effect that 
termination of pregnancy, in order to avoid late intrauterine - 
death in diabetic women, is likely to increase the neonatal 
death rate. They therefore advocate, inter alia, induction 
of labour not later than the 36th week of pregnancy. 
Whether pregnancy should be terminated by induction of 
labour or by caesarean section is a controversy into which 
I would not care to enter, but I think some comment is 
justifiable on the propriety of recommending, as they do, 
the practice of early termination. 

In the first place, spontaneous premature labour is not 
uncommon in diabetic pregnancy (true, it occurred only 
once before the 36th week in their series of 25 pregnan- 
cies}; these cases, therefore, are not helped by the recom- 
mended procedure, nor will those in which death takes 
place in utero before the 36th week. In the second place, 
the: babies born of diabetic mothers before term are, in 
spite of their size, generally “bad doers” and it is clear 
from the authors’ report that many of their babies were 
very difficult to nurse. Obviously the nursing skill and 
paediatric care for these premature babies must be~ excep- 
tional at the Radcliffe Infirmary: it is scarcely reasonable 
to assume that such excellence will be found in most hospi- 
tals. The recommended procedure, therefore, counsels 
delivering a live baby (so as to lessen the risk of being left 
with a dead one in utero), which only nursing skill of the 
highest order will keep alive. A much larger series of ~ 
pregnancies, culled from a number of centres where the 
average of skill is more truly representative of that gener- 
ally available, would be necessary before it could be ac- 
cepted that the risks of prematurity in the babies of diabetic 
mothers are so negligible as to render iatrogenic prematurity 
the lot of all such babies. 

This small series apart, and taking birth statistics gener- 
ally, the fact 1s inescapable that prematurity is the cause 
of nearly half of all neonatal deaths, its incidence rising 
rapidly as one descends the social scale (see Papers of the 
Royal Commission on Population, 1950. 4, 15, 17). It is 
futile, therefore, to suggest that prematurity in the offspring 
of diabetic mothers is lightly to be encouraged, and the 
Jast part of the above-mentioned quotation from the British 
Medical Journal remains true, namely: “To be of real 
value, oestrogens—or any other therapeutic agents [my 
italics}—must be able to avert late intrauterine death and 
so enable full-term birth to occur, with its much reduced 
hkelihood of neonatal death.”—I am, etc., 


London, W.C.1. G. L M. SWYER. 
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$-Hydroxy-2-phenyl-clachonini Acid and ACTH. 
Sm,—I was interested to read in Mr. Harold Edwards’s 





N letter (une. 16, p. 1390) of the effects of A.C.T.H. -on 


r 


` 


chronic ulcerative colitis. He quotes that in one \centre 
four consecutive examples of massive bleeding had occurred 
during treatment of this condition. In view of the reported 
similarity, of response of the suprarenal cortex to both 
3-hydroxy-2-phenyl-cinchoninic acid acting in’ the presence 
of an intact anterior pituitary gland and A.C.T.H. 
(Blanchard, K. C., et al, Bull. Johns Hopk. Hosp., 1950, 
86, 83), we have been trying this drug in various conditions , 
which have been ameliorated by A.C.T.H. (see also the paper 
by Rennie; J. B., et al, British Medical Journal, ‘1951, 1, 
.383). 
~ In one ‘patient with’ chronic ulcerative colitis the imme- 
diate clinical response to treatment by oral administration 
of hydroxy-phenyl-cinéhoninic' acid was a marked ameliora- 
tion of symptoms, a fall ‘of temperature to normal, and the 
passage, in a few days of apparently normal stools. After 
continuing treatment with hydroxy-phenyl-cinchoninic acid ` 
for a further three days this patient suddenly developed 


- massive rectal haemorrhage which necessitated transfusion. 


However, treatment was continued with the drug orally and 
he is once again passing normal stools. Sigmoidoscopy _ 
shows that’his colon has improved considerably, although 
it is far from normal in appearance. 

A further, feature we have noticed in the treatment of 
patients with this drug, which increases the parallel between 
its action and that of A.C.T.H. and cortisone, is that peptic 
ulcer symptdéms increased in severity, possibly due to the 
increased acid output of the’ stomach. This, of course, is 


. much like the action of phenyl-cinchoninic acid, which is 


used experimentally to produce peptic ulcers in dogs 
(Simonds, J. P., Arch. Path., 1938, 26, 44) and has produced 
ulcers in “humans When used therapeutically (Bloch, 
Li, and “Rosenberg, D. H., Arch. Path., 1932, 14, 860). 
There is, as far 4s I know, no experimental work relating 
this peptic ulcer producing ability of phenyl-cinchoninic acid 
to the presence of the anterior pituitary. However, it is of 
interest in matter to note that the fore-stomach of the 
shay rat (Shay, H., et al. Gastroenterology, 1945, 5, 43) 
seldom develops ulceration in the adrenalectomized rat. 
This appears to be related to diminution of the volume of 
gastric secretion which was restored with recurrence of 
ulceration by cortisone and D.C.A.,.but most effectively! by 
the administration of normal saline (Madden, Ri J., and 


Ramsburg, H. H., Gastroenterology, 1951, 18, 128).—, 
I am, etc., i a Ei 
Romford. S. LOCKET. 
\ 
4 Haemosiderosis in the African 


Sm,—Dr. A. R. P. Walker’s letter (April 14, p. 819) raises 
many points of interest in regard to malnutrition and- iron 
absorption.” The immense quantities of won in the livers 
of Africans in Johannesburg, which, thanks to,the courtesy 
of Drs. T. and J. Gilman, we have had the opportunity of 


_ Studying, is an extraordinary phenomenon which.as far as we 


know: has no parallel in central and east Africa. The very 
high incidence of haemosiderosis on the Witwatersrand and 
its absence in Uganda poses very interesting problems, for 
similar malnutritional states are seen in both regions. The 
amounts of iron are so great in the South African livers that 
comparable states could hardly be missed by those who have 
studied hepatic pathology elsewhere. In reports from French 
West Africa’ and from Kenya’? no mention is made’ of marked 
haemosiderosis. Our colleague Dr. B. G. T. Elmes kindly 
informs us that he did not encounter the condition in Nigeria. 
Wo have, never encountered it in Uganda, and, since iron 
accumulattons have not been found at post-mortem examina- 
tions at this hospital, on natives of tribes in the Southern 
Sudan, Belgian Congo, Kenya, ‘Tanganyika, and Nyasaland, 
weGnfer that it ig not common in these regions. We do not 
know of reports on liver diseases from the Rhodesias, but 
' Gelfand; although he doés not specifically mention haemo- 
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siderosis in Southern Rhodesia, merely quotes the findings 
from Johannesburg, and we infer that it is not common in 
‘Rhodesia, and neither does Blaine‘ mention it in a brief 
report. .Dr. Walker states that we do not know. its geo- 
graphical “distribution-in South Africa.” Yet.we understand 
that workers from the Rhodesias and Nyasaland. figure 
largely in the Witwatersrand labour forces, 

Over most of the area between Kampala and Johannes- 
burg there is widespread malnutrition, and, although the 
staple carbohydrate varies from area to area, many tribes 
subsist largely on maize, and drink, inter alia, fermented 
maize liquors, Although locally an aluminium pot is pre- 
ferred as a cooking vessel, paraffin cans are widely used, as 
are iron cooking pots. We have no figures, howeyer, for iron 
intake ; anaemia is common, especially in association with 
hookworms, and the majorjty of our cases come from 
-malarious areas. ‘The effect of malaria ‘in tending to promote 
iron deposition in the liver is perhaps counteracted by the 
abstraction of iron by hookworms, and perhaps the hook- 


worm protects our local inhabitants. from haemosiderosis,- 


though we can hardly credit it. 
We’ would suggest that a knowledge of the iraa 


distribution of haemosiderosis between- Kampala and ~ 


Johannesburg, with delineation of the areas where the inci- 
dence begins te rise, might be an important’ step in- establish- 
ing the aetiology of haerfosiderosis.. Such a survey, if 
«organized; might not prove too difficult to carry out, as, 
thanks to the interest taken in yellow fever by the Rocke- 
feller Foundation, viscerotomes are available in many 
hospitals throughout this vast region. Use of these instru- 
.ments-in areas where complete necropsies are-not possible 


could establish the geographical distribution of haemo- . 


siderosis as well as other forms of liver disease, and not 
only of liver disease, for where a viscerotome is available 
many organs can be sampled through very small incisions. 
We are, etc., i 
7 N. P. DAVIES. 
Malago Hospital, Kampala, Uganda. H. C. TROwELL. 
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Absorption of : Hexamothonimn 


- -§m,—In his letter (June 9, p. 1331), Dr. S. Locket suggests 
that, when hexamethonium bromide is administered by the, 
-oral route, only 4-5% is absorbed. This suggestion is 
apparently based only upon the quantity excreted in the 
urine, determined by the method described by E. J. Zaimis 
(Brit. J. Pharmacol., 1950, 5, 424- G. E. Milne and S. 


x Oleesky (Lancet, 1951, 1, 889) drew a similar conclusion. 


It is difficult to understand how any conclusion .can be 
arrived at upon ‘the extent of oral absorption in the absence 
of any method of estimation of the serum levels, Hexa- 
methonium is not a stable compound; we have seen 
ampoules of the iodide prepared a year previously which 
spontaneously became ' subject to yellowish-green discolora- 
tion with marked loss of activity. Until proved otherwise, 
it isjprobably unwise to assume that some of the drug is 
not metabolized. It, is mot chemically unrelated to 
naturally occurring substances. Milne and Oleesky record 
that, with an oral dose of 3 g. per day, 19-30% was recover- 
able in the faeces of one patient. Might-this not suggest 
the absorption and detoxication of a substentioh part s the 
dose ? 

The oral route involves a slower absorption and aeta 
possibility of modification in the liver. * During the last 
18 months of therapeutic application of hexamethonium-in 
hypertension, in oral dosage of 2-3 g. total per day, we have 
had evidence of absorption of an adequate amount to pro- 
duce a hypotensive action in many patients. Admittedly 
the activity by this route is not so immiediate and precise 
as when hexamethonium is administered nahin re as 
described by F. H. Smirk and K. S. Alstad (British Medical 

- Journal, 1951, 1, 1217), but it-has been sufficient to occasion 
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improvement of many ambulant patients with ‘hypertension, 
with a comparative convenience of administration. A. W. 
Kay and A; N. Smith (British Medical Journal, 1950, 2, 807), 
who were the first to use hexamethonium orally, determined’ 
that 500 mg. by mouth produced an effect upon gastric 
secretion and motility equal to that of 100 mg. intra- 
muscularly. We have confirmed this finding on many 
occasions in gastric secretion. We have found this dosage 
ratio to obtain approximately in the maintenance treatment 
of hypertension, and it is reasonably in accord with the 
relative biological toxicities prepared by one of the manu- 
facturers of this drug (May and Baker, Ltd.), which are 
for the bromide salt in mice 0.026 mg: per g. intravenously 
and 0.70 mg. per g. orally, approximately 3 : 1. . 
We are in agreement with Dr. Locket that there is a‘ 
greater tendency to constipation when hexamethonium is 
administered orally. However, during treatment of some 
50 patients at this hospital, there were only two instances 
of_paralytic ileus. + These occurred at the beginning of our 
experience. A mild laxative such as liquid paraffin has 
since been routinely prescribed to all patients receiving 
hexamethonium and there has been no further instance of- 
this complication, which was recorded by A. Campbell and 
E. Robertson (British Medical Journal; 1950, 2, 804).— 


We are, etc., J. GIBSON GRAHAM. 


Paisley. A. CAMPBELL, . 


Electrophrehic Respiration in Asphyxia Neonatoram™ 


Sir,—It was with considerable interest that my colleagues 
and I read the report of ‘Dr. K. W. Cross and Mr. P.-W. 
Roberts, dnd the related annotation, in the May 12 issue 
of the British Medical Journal (pp. 1043 and 1070) on the 
subject of electrophrenic respiration in asphyxia neonatorum. 
We are in a position to appreciate keenly the organizational 
effort as well as the investigational endeavour that must 
have gone into this’ study and were highly gratified that 
~a method in which we have been so interested seems to 

have found some area of usefulness as applied to the 
newborn infant. It seems worth while to address this to 
. you both for the purpose of expressing the above and of 
mentioning several related observations pertinent to the 
above report. 
In preparation for a study on electrophrenic respiration — 
_in neonatal asphyxia we have, with the encouragement of 
Dr. Clement Smith, been training several of the house- 
, officers of the Boston Lying-in Hospital in the use of thes 
electrophrenic respirator. We have produced effective 
ventilation’ in 28 consecutive infants between the 
ages of 8 and 48 hours. None were in need of respiratory 
assistance. The programme was undertaken in support of 
our view that an emergency procedure, and especially 
electrophrenic respiration, is best practised at some length 
before the user brings the method to an actual emergency 
situation. — m 7 
We can support the observation of Cross and Roberts 

that newborn infants require an appreciably higher voltage 
than adults for effective phrenic stimulation. It is well 
known that myelinization of motor nerves-is far from com- 
plete in the newborn infant and that, in general, the electrical 
threshold of excitability of nerve fibres is inversely propor- - 
tional to their degree of myelinization. It is not surprising, 
therefore, that a newborn infant’s motor nerve requires a 
higher potential for the excitation of a propagated impulsé. 
This is, of course, of theoretical interest, but of little practi- 
cal importance, since in practice one simply increases the 
potential until a phrenic motor response is obtained. One 
scarcely bothers even to observe the potential used, since 
it is not the electrical threshold but diaphragmatic descent 
in which one is interested. Needless to say, the maximum 
output of which’ the electrophrenic respirator is capable 
has been held well below that capable of causing injury. 
It was with some surprise that we noted that Cross and 
Roberts did not obtain inhibition of spontaneous respiration 
in. nfants as they did in.adults until we considered the rate 
of respiration they were using. The factors involved in the 


~ 


_on the anterior surface of the scalenus anticus muscle. 


{leaking from the subsequent junction. 





suppression of spontaneous respiration have been clearly 
set forth (Paul O. Chatfield and Stanley J. Sarnoff, “ Role 


of Pulmonary, Proprioceptive Reflexes in Suppression of z 


Spontaneous Breathing During Electrophrenic Respiration,” 
Amer. J. Physiol., 1950, 163, 118). ‘It is no more 
reasonable to expect that their rate of 18 per minute would 
inhibit a newborn infant’s spontaneous breathing than it 
would be to expect a rate of nine per minute to do so in 
the adult. Suffice it to say- that clear suppression of spon- 


- taneous respiration was obtained by us in each of the 28- 


infants in which electrophrenic respiration was tried. Rates 
of between 30 and 45 per minute were used. We are 
unaware of any significant hazards to be feared from 
moderate overventilatfon for the periods of time used by 
Cross and Roberts in their study. ` - 

The apparatus used by Cross and Roberts was, we 
presume, constructed with a view to yielding important 
and needed data in addition to producing artificial respira- 
tion. However, as pointed out in the annotation mentioned 
above, the various electrical designations may prove 


confusing to the average physician. The physiological . 


advantages of this method over positive pressure breathing 
are manifest. Whether or not it becomes a generally useful 
method revolves plainly and simply around the problem, 


`of feasibility. It is for this reason that the clinical appara- 


tus now commonly in use in this country has only 
non-electrical designations—e.g., “Rate,” “Depth,” and 
“ Distribution” (ong or short inspiration) and an off-on 
switch. Knowing how many amperes or volts are being 
applied contributes absolutely nothing to the ability of the 


user to produce effective ventilation in either the newborn 


infant or adult. When first starting to use electrophrenic 
respiration by external stimulation, we had the subject’s 
head turned away from the side on which stimulation was” 
to be applied, and indeed it was this positioning which Dr. 
Cross saw demonstrated by us in 1949 before-the British 


Physiological Society, so that he was entirely justified in 


assuming that ‘that was what had proved most useful in 
our hands. Since then, however, we have observed that 
if the head is held straight forward in the anatomical posi- 
tion this has the effect of relaxing the sternocleidomastoid 
muscle and permits the electrode to be placed more effec- 
tively in relation to the motor point of the phrenic — 
one uses this positioning of the head and a somewhat 
smaller electrode than that used by Cross and Roberts it is 
possible to elicit solely a diaphragmatic response without 
the ‘activation of muscles supplied by nerves of the cervical - 
or brachial plexus.—I am, etc., 5 


” 
Harvard University. STANLEY J. SARNOFF. + 


The Case for the Billroth I Gastrectomy 


Sir,—I should like to say a small word both in support 
of Mr. Brendan Hickey’s (April 14, p. 818) observations and 
those of Mr. Lang Stevenson (June 9, p. 1329) on the subject ~- 
of the Billroth I gastrectomy for both gastric and duodenal 
ulcer. It has always seemed to me purely- on anatomical 
grounds to be the sounder operation, because at the end of the, 
operation you have a gastro-duodenal tract which approxi- 
mates to the physiological stomach in its continuity. I believe 
that there are a number of reasons, and rarely adequate ones, 
for the unpopularity of this operation as compared with the 
Polya and Hofmeister-Finsterer resections. The first is that 
the operation is more difficult because the greatest caution 
must be observed in mobilizing the first part of the duo- 
denum, and this may be both difficult and hazardous in the 
presence of a penetrating ulcer. If this ulcer extends,for 
some distance along the first part of the duodenum’ the 
posterior lip of the duodenal surface to be anastomosed is 
devoid of peritoneum, and this may introduce a fear of 
Mobilization. of the 
second part of the duodenum OF course presents no difficul- 
ties. Another reason for abandoning the Billroth operation 
is fear of stenosis at the junction with greater curvature of 
the stomach. : 


f 
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I submit that this, fear is unwarranted if the interrupted 
stitches in two layers are employed... Personally 1 use- 
fine linen thread, but I think the material cused is of less 


importance ‘than the avoidance of continuous sutures. I ` 


have done more than,200 gastric-resections by this method 
and have never had either bleeding or leaking at the ‘site 
of the junction. I must confess that I am not’an enthusiast 
for combining vagotomy with gastric resection, on the prin- 


ciple that if the vagotomy is done temporary atony and dila- - 


- tation of the stomach may be expected, and I feel that this 
might throw 4 strain on the suture line. A Ryle’s tube for 
the first four days after operation might; I suppose, alleviate 
this, but I always allow my gastrectomies to take fluids by 


mouth within 12 -hours of operation ; and I like to think- 


that the stomach is emptying itself in the normal way.—I 
am, etc., 


dondon, W.1. GEOFFREY PARKER: 


Potassium Bromate Poisoning > 


Sir,—I read with interest the article on potassium bromate 
-poisoning by Dr. A. Parker and Dr. Johnston R. Barr 
- (June 16, p. 1363), as I had a similar casé about three weeks 
ago, unfortunately before the publication of their article. 
The patient, a boy of 4 years, weighing 30 Ib. (14 kg.), 
had found a packet of “hair neutralizer,” some of which 
he had sprinkled into a cup of milk and then swallowed. 
The amount was unknown, but, judging by the dmount left 
in the packet, it could not have been very much. The child 
had been put to bed in the evening, when he had appeared 
normal. Later he had woken complaining of abdominal 
pain and vomiting. When seen, about four hours had 
elapsed from swallowing the neutralizer. The child 
was pale and - fretful, and repeatedly vomited small 
amounts of blood-stained mucus, the staining being bright 
red. An immediate. stomach washout was given, using 
sodium bicarbonate. The washout was continued until no 
mucus or blood was obtained. Then half a pint (284 ml.) 
of cream, with an egg yolk whipped up in it, was given to 
: hin, partly by mouth, partly by Ryle’s tube, as-he found 
it} too rich. The child, was drowsy but resented any 
interference sufficiently strongly to make an intravenous 
injection “of picrotoxin impracticable, so 5 mg. of 
D-amphetamine sulphate was given with the cream to 
counteract the drowsiness. 
retained. The child remained drowsy for the next 48 hours, 
during “which time the pulse, at first 160, fell slowly to 
100, then rose to 140, and then gradually settled to 100. 
He then became brighter and more normal,: the pulse 
rate, however, varied between 140 and 80 until the fourth 
day. Methaemoglobin was never present in detectable 
quantities and there was never any anuria. The child was 
discharged on the twelfth day:—I am, etc., 

Chesterfield. G. I. BENSON. 


POINTS FROM LETTERS 
Successful Homograft - 

Dr, F. C. Enpean (London, S.W.1) writes: The leading article 
on homografts in your issue of May 26 (p. 1157) recalls a case 
, I grafted successfully. Briefly, an Australian volunteer ordinary- 
seaman was put ashore at Singapore some time during 1917 
for circumcision. A week after the operation the sites of the 
stitches ' necrosed and the condition extended until the entire 
skin covering of the body of the penis was destroyed. A skin 
graft taken from the. patient’s thigh failed. The local con- 
dition -was all against grafting. Then the idea, suggested itself 
to me to try a homograft from a boy due to be circumcised. 
After the operation I dissected off the inner layer of the boy's 
prepuce and cut it into four pieces and stitched these in a row 
downward to the right corpus cavernosum. A saline drip was 
used to keep the site of operation as clear as possible. Before 
the tenth day the lower three grafts turned black and fell away, 
but the top graft, although shrivelled and black, was still 
adherent on the i4th day. The next day the last graft came 
off and a magnifying glass revealed a small white speck which* 
eventually” grew to, cover the whole affected area. The patient 
made an uneventful convalescence and returned to duty. After 
~ the war he wrote from Australia stating that everything Was 

perfect. 


CORRESPONDENCE __ 


About half the cream was - 
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.~ E: H. HARRIES-JONES, M.D. 
Mr. E. H. Harries-Jones, - ophthalmic surgeon to the 
Northampton General Hospital’ for. 50 years, died in 
Northampton on June 7, aged 77. Evan Harries 
Harries-Jones was born at Rhyl. He was Welsh to the 
bone and was proud_of it, speaking the Welsh language 
fluently. As a -youth he was apprenticed to Dr. 
Hughes, of Ruthin, and his academic medical training 
was taken at Edinburgh and Dublin. After graduating 
M.B., C.M. in 1897, he proceéded M.D.Edin. in 1900. 
His early work in surgery-of the eye was done in the 
Birmingham Eye Hospital, where he occupied every 
residential post, from junior house-surgeon to resident 
surgical officer. In’ 1901 he was appointed as the first 
«honorary ophthalmic surgeon. to the Northampton 
General Hospital. His success was great, and he became 
a leading figure in the public and professional life of 
the town. In later years he was one of the founders of 
thé, Oxford Ophthalmological Congress and was also 
President of the Midland Ophthalmological Society. 
Secretary of the South Midlands Branch of the B.M.A. 
from 1901 to 1924, he was its President in 1927-8. He 
made several. important contributions to the literature 
of his specialty. 


W.M.R. writes: Conditions were difficult when 
“H.J.” started in Northampton, since there were no 
_ ophthalmic beds and no special out-patient department. 
I remember him telling me with a-twinkle in his eye 
that he. was amused by the large number of cataracts 
in the left eye which he found on the waiting-list for 
operation when he took over, but none for the right 
eye. This he attributed to the fact that few general 
surgeons are ambidextrous. In-1924 one of his private 
patients, in order to help others similarly afflicted and 
as a token of gratitude to “HLJ.,” presented to the 
General Hospital those fine’ in-patient wards and out- 
- patient buildings, complete with operating-theatre, pri- 
vate rooms, etc., which are known as the Singlehurst 
Block. This new department was opened by our present 
King, who was then Duke of York. It was in these 
buildings that Harries-Jones subsequently did all the 
fine work for which Northampton and its area are so 








“duly proud and thankful. In 1926 he was joined by . 


Mr. S. H. G. Humfrey. Together, by strenuous work, 
these two maintained a thoroughly efficient ophthalmic 
service for this extensive area until the coming of the 
National Health Service Act. 

Harries-Jones had a national reputation amongst 
ophthalmic surgeons, with whom he kept in close 
touch at their annual and other meetings. His life, 
however, had other interests in spite of the pressure of 
professional duties. From his youth Freemasonry had 
an- intense attraction. As the years went by he suc- 
ceeded to higher and higher-honours. He became Pro- 
vincial Prior of the Order of Knights Templar, which . 
was his fav6urite Order,-and in 1945 reached the peak | 
as Provincial Grand Master for the Province of 
Northants and Hunts. As a colleague Harries-Jones 
had the charm and loyalty which transform’a hospital 
staff into a happy family. - His.staunch adherence to 


what was ethically sound never allowed him to be found” 


`, 


at a disadvantage.. He was loved by us all. He was, 
moreover, a man of reading, and historical works had 
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a large claim on the time he devoted to this form of 
recreation. Above all, he had that sense of humour 
which made him popular in whatever grade of society 
he may have been found. He married Miss M. B. 
Manfield, daughter of Mr. James Manfield, the founder 
of the Manfield Orthopaedic Hospital, by whom he had 
one son and one daughter, who is now married to 
Mr. S. H. G. Humfrey, his célleague and successor. 
So has ended a life devoted to helping others, whose 
mémory will linger till time shall bring forgetfulness. 


F j ~ 
Dr. J. M. TAYLOR died suddenly at Cymmer, Port Talbot, 
. Glamorgan, on June 2, after being in practice there for 39 
years. His loss will be felt throughout the whole of the 
South Wales Valley, where he was very greatly loved and 
Tespected. James McKane Taylor was born at Dervock, in 
N. Ireland, and studied medicine at Edinburgh University, 
where he graduated M.B., Ch.B. in 1910. After holding 
resident appointments at the General Hospital and the 
Queen's Hospital, Birmingham, he went on to Manchester 
to study gynaecology and midwifery. at the Cheetham 
Hospital. He then settled down at Cymmer, where, employ- 
ing his great energy and capacity to full advantage, he 
carried on a most successful practice for the rest of his lift, 


~ J.B.H. writes: “Tip” Taylor was a real, true Irishman. 

A certain roughness of speech and manner really hid a 

kindness he was very shy of expressing. To see and hear 

him rate someone, and then suddenly observe his rugged- 
face break into a smile, was like seeing the sun come out 

of a dark cloud. His many patients will, I know, ‘never 

forget him; they were his friends for whom he did so 

much. He never had an assistant, and, until the beginning . 
of the last-war, he never had a car, but did all his rounds 

on foot or on a bicycle. Having no hobbies, he lived for 

his work and family—his wife, two sons, and two daughters 

—to whom our deepest sympathy goes. 


Dr. L. P. Gray, who was in general practice for a number 
of ‘years in Epsom and Chingford, died in London on 
June 5, aged 48. Leo Patrick Gray graduated M.B., Ch.B. 
at Glasgow University in 1928. After holding posts as 
house-physician and anaesthetist at the Victoria Hospital, 
Burnley, and resident medical officer at the Warwick County 
Mental Hospital, he went into general practice. He was 
always interested in industrial health, and in 1943 was 
appointed works medical officer of Vickers-Armstrong, but ~ 
increasing ill-health compelled him to retire altogether from 
medical*work a few years ago. - 


Mr. Colm Brogan writes : Dr. Gray maintained a most 


lively interest in all medical problems, and it is probable ` 


that in his last years of professional inactivity he exercised 
more influence and contributed more to the welfare of the 
Medical profession than in the years when he was fully 
engaged as a doctor. From boyhood, Leo Gray had been 
condemned to struggle against the disadvantage of a 
. seriously affected heart. He was a man of immense physical 
and mental vigour, with all the qualities of leadership and 
a most unusual integrity. Granted full health, he would 
have made a deep impression in medical and perhaps in 
public ufe. Even with his heavy handicap he won the 
respect and affection of a wide variety of friends and 
colleagues. Among the numerous expressions of regret and 
loss*which followed his death, it was notable how many 
came from people who had first made his acquaintance after 
his retirement from the practice of medicine. These were 
a remarkable fribute to a character of singular force and 
fortitude and integrity, — A - 


His many friends and old patients will be grieved to learn 
of the death of Dr. CmarLes MELVILLE Youna, . which. 
‘occurred in the early hours of June 8 at his residence at 
Rickmansworth. The eldest son of Andrew. Young, valuer 
to the London County Council, he was born in London on 


EA 


Christmas Eve in 1875 and educated at St. Albans Grammar 
School. He studied medicine at Aberdeen University, 
where he graduated M.B., Ch.B. in 1900. Thereafter he filled 
the posts of assistant medical officer and casualty officer 
at the London Temperance Hospital pefore he settled in 
„practice in South-West London near. Wandsworth Com- 
mon. There he rapidly built up a large practice and was 
also elected honorary anaesthetist to the Bolingbroke 
Hospital, to which institution he gave devoted service for 
more than twenty years. He was at one time president of 
the South-West London Medical Society. During the war 
of 1914-18 he served in France in the R.A.M.C., being 
attached. to the 91st Field Ambulance. In 1925 he was 
appointed medical officer, to the Royal Masonic School for 
Girls at Wandsworth, ‘and in 1934, when the School was 
remdved to Rickmansworth, Dr. Young, who was already 
feeling the strain of his extensive practice, decided to cong 
fine his attention to the work at the school. He therefore 
gave up his general practice, took a house at: Rickmans- 
worth, and devoted all his skill and strength to the good 
of the hundreds of girls at the Royal Masonic School. At 
the time of leaving Wandsworth he was senior anaesthetist 
to the Bolingbroke Hospital, and when he left he was 
elected consulting anaesthetist. Dr. Young was not a 
strong man, and during the last few years it had been 
evident that his strength was failing. In spite of anginal 
attacks he worked on till last year, when he felt compelled 
to give up all work. It. was a great wrench for him to 
sever his association with the Masonic School. Towards 
the end he bore very seveře pain With great fortitude. A 
largely attended memorial service was held at the.Methodist 
Church, Rickmansworth, on June 17. - 

V.Z.C. writes:- The bare outline of Dr. Young’s life 
gives but little idea of his modest but great personality. 
He had the true vocation of a doctor. His life was in his 
work and he lived for his patients. No trouble was too 
great and no time was sacrosanct when the good of the 
patient was in question. Being without guile himself, he 
found difficulty’ in seeing anything but gopd in other&o - 
These qualities or faculties endeared him to his patients and , 
well fitted him to be the medical officer of the large Masonic 
School. He was fond of children, and ‘found great satis- 
faction and happiness in looking after the welfare of many 
generations of girls at the school. He was certainly one of 
the best doctors both as to ability and character that I have 
ever known. In 1907 Dr. Young married Beatrice Pertwee, 
and his family life was exceedingly happy. Everyone’s sym- 
pathy will go out to his widow and daughter. 


p Medical Notes in Parliament 








: Russian- Crab Meat 

Mr. Maurice Wess said in reply to questions on June 18 
that he had seen Press reports about cases of food-poisoning 
alleged to have been caused by the consumption of Russian 
crab meat. The quantity covered by the last’contract for 
this commodity was about 800 tons, all of which had been 
released. On arrival in this country the goods were exam- 
ined in the usual way and found to be in sound and perfect 
condition. The Public Health Laboratory Service had exam- 
ined the’ remainder of the food in-the can that was thought 
to have been the cause of cases of illness, but as this exam- 
ination did not take place until some time after the can had 
been opened the results were inconclusive. But an exant - 
ination of 20 unopened: cáns of the same batch showed that 
they were all perfectly sound, He felt that hon. Members 
and the public. could be reassured about the quality of this 
product and the efficiency of the routine tests. ~ 


Tuberculosis in Scotland S 
Miss’ HERBISON on June 19 told Mr.- MALCOLM 
MacPuHerson that the improvement which took place in the 
tuberculosis situation in Scotland durig 1950 had continued 
in 1951. In the first quarter of 1951 there were 723 deaths 


r 
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„oÈ services for the prevention and treatment of tuberculosis , 
in Scotland. 


1518 June 30,4951 





from all forms 
first quarter of 1950. For the first 23 weeks of 1951 there 
were 4,489- new cases notified, as compared with 4,678 in the 
corresponding period of 1950. Apart altogether from beds 
in Swiss sanatoria the number of beds available in Scottish 
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of tuberculosis, as compared with 826 in the- ` 


hospitals for the treatment of tuberculosis increased by 176 ` 


in thé first quarter of 1951. She added that while this trend 
was most encouraging it was no reason for relaxing efforts. 
All concerned should give first priority to the improvement 


Medico-Legal a 


» £2,453 DAMAGES ‘FOR INJURED FINGERS 
{From Our MEDICO-LEGAL CORRESPONDENT] á 


The Court of Appeal, allowing an ‘appeal’ by Mr: D. T. 
Thurogopd against a judgment of Mr. Justice Devlin, entered 
judgment in his favour against his employers for £2,453 as 
damages for-injuries by fracture and laceration to his fingers 
which were caught in the blades of an electric fan. Leave 
to appeal to the House of Lords was given to the employers. 

The fan was normally run to ventilate a, room in the 
employers’ factory used for one of the processes in making 
margarine, but at the time of the accident it had been moved 
to the electrical section in a different part of the factory | for 
test. Mr. Thurogood, in the course of his duty as electrician, 
was feeling the fan motor to check for vibration and heat 





, when the accident happened. 


Mr. Justice Devlin had held that the electrical section 
was a separate “factory” within the meaning of the 
Factories Act, .1937, and that because the fan was. not- 
part of the machinery of that separate factory but had 
beentaken there for repair it was not required under the 
Act to be securely fenced. Accordingly he héld that the 
employers were ‘not liable to Mr. Thurogood for breach of 
statutory duty“to fence. He also held that they were not 
liable for negligence at common law. s 

Lord Justice Cohen and Lord Justice Asquith, in allow- 
ing the appeal, both took the view that the electrical section 
was not a “separate factory” within the meaning of the 
Act, that the employers were obliged to ensure that danger- 
ous machinery there was securely fenced, and that they were 
therefore liable for breach of statutory duty. They also 
held that the employers were liable at common law. At 
most Mr. Thurogood, in getting his fingers into the fan, 
had been guilty of inadvertence or forgetfulness which did 
not amount to contributory negligence, and the employers 
ought to have anticipated” that unless they took proper 
precautions there would ‘probably be an accident. 

The Lords Justices accordingly allowed the appeal on 
both ‘grounds, and Lord Justice Birkett concurred. 


The Times, March 3. 
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UNIVERSITY OF OXFORD 


Di. E. Œ. T. Liddell, Fellow of Magdalen College, has been 
elected a member of the Halifax House Committee. 
Dr. Janet M. Vaughan, Principal of Somerville College, has 


+ been ‘reappointed as a delegate of the University Museum for 


Ki 


on D. 


three years from the first day of Michaelmas Term. - 


` UNIVERSITY OF CAMBRIDGE 

In Congregation on June 7 the honorary degree of Sc.D. was 

conferred on Sir John Sebastian Bach Stopford, M.D., F.R.C.P., 

F.R.S., Vice-Chancellor of and Professor of Experimental 

Neurology in the University of Manchester, and on Professor 

Albert Michotte van den Berck, Director of the Experimental 

Psychology Laboratory in the University of Louvain.’ 

In Congregation.on June 9 the degree of M.D. was conf€rred 
Ree and R. F. Hobson. ae 


` ‘ . 
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UNIVERSITY OF GLASGOW 


On June 15 the degree of M.D. was content upon R. N. 
Sinclair. 


| UNIVERSITY OF LONDON 


The following have been appointed, or nominated for appoint- 
ment or reappointment, as representatives- of the University on 
the governing bodies indicated in parentheses: Professor S. J. 
Cowell and Professor Esther M. Killick (King’s College of House-, 
hold and Social Science); Dr. J. Purdon Martin (National 
Hospital for Nervous Diseases) ; Professok M. E. Delafield (Public 
Health Engineering Advisory Commuttée). 

The following have been recognized as teachers of the University 
in the subjects indicated in parentheses: Institute of Laryngology - 
and Otology: Mr. N. Asherson and Mr. M. P. Ellis (Oto-rhino- 
laryngology). Middlesex Hospital Medical School: Miss Diana 
J. K. Beck (Surgery). St. George's Hospital Medical School: 


- Dr. J. W. D. Bull (Radiology) and Dr. E. Landau (Anaesthetics). 


Institute of Obstetricy-and Gynaecology: Miss, Amy M. Fleming 
(Obstetrics and Gynaecology) and Dr. R. M. Haines 
(Pathology). 

The following, who are already comei teachers at” under- 
graduate medical schools, bave been also recognized as teachers 
at the Institute of Obstetrics and Gynaecology in the subjects 


indicated in parentheses: Mr. A. B. Evans (Obstetrics and >- ~l 


Gynaecology) and Dr. P. M. F. Bishop (Medicine). 

Dr. G. W. Hayward resigned the post of Reader in Medicine 
and Assistant Director of the Medical Professorial Unit at 
St. Bartholomew's Hospital Medical College as from March 31. 
- The following awards of medical entrance scholarships, have 
been made on the results of the London Inter-Collegiate Scholar-” 
ships Board’s examinations in February: Bucknill Scholarship, 
University College, M T Morgan (Leyton County High 
School). 

Dr. Charles Enrique Dent has been appointed to the University 
Readership in Medicine tpnable at University College Hospital 
Medical School from October 1 Sa 

The following scholarships at the Royal Free Hospital School 
of Medicine have been awarded for 1951-2: Mabel Sharman- 
Crawford Scholarship (£40 per annum for four years), Miss 
M. C. Underwood; Macintyre Evans Scholarship (£75 per 
annum for four years), Miss A. M. Maclean ; Elizabeth arreti 
Anderson Scholarship (£40 per annum`for four years), Miss 


'R. L. Dart; Dr. Margaret Todd Scholarship (£40 per annum , 


for- four years), Miss A. de la C. Davies; Florence Hughes 
Scholarship (£40 per‘annum for three years), Miss N. A. Lloyd- 
Jacob; A. M. Bird Scholarship for Clinical Studies (£40 ber 
annum for-three years), Miss C. M. Oakley. 

Mr. P. H. Mitchiner bas been. appointed Deputy Vice- 
Chancellor as from September 1 for the university year* 1951-2. 
` Apphcations are invited for the William Julius Mickle Fellow- 
ship, of the value of approximately £230, which is awarded by 
the Senate to the man or woman who, being resident in London— 


, Le., within the administrative area of the London County Council 


7 


_ H. B. C. Wallace. 


—and a grāduatė of the University, has in the opinion of the 
Senate done most to advance medical art or science within the 
preceding five years. Applications must be received by October 1 
and further particulars should be obtained. from the Academic 
Registrar, Senate House, London, W.C.1. S 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


On June 14 the Honorary Fellowship of the College was conferred 
on Professor Edward Joseph Conway, F.R:S., Professor of Bio- 
chemistry and Pharmacology at University College, Dublin 
After the ceremony, Professor Conway delivered an address on 
“ Science and the Physician. an 

The following Members were admitted to the Fellowship of the 
College on June 1: M. J. F. Drury, P. D. J. Holland, A. F. 
Kennedy, J. P. Malone,. S., P. O'Toole, B. E. R. Solomons, 
F. S. Stewart, E. W»; L. Thompson. 

The following were admitted to the Membership of the College 
on June 1; A. D. H. Browne, E. M. Cheffins, A. L. Jones, S. G. 
McComb, T. C. Milliken, N. B. O’Donohoe, D. G.+Simpson, 

` % 7 


ES g 
ROYAL COLLEGE OF SURGEONS IN IRELAND 


On June 15 the Fellowship of the College was conferred on the 
following successful candidates: J. R. Evans, J. E. F. Coolican, 
J. Cainpbell-Reid, M. J.' P. McCormack, J. McCabe. if ‘ 

At a meeting of the College held on June 4 Professor William 
Pearson was elected President of the College and Mr. M. R- Burke 
Vice-President for the ensuing year. 
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INFECTIOUS DISEASES AND. VITAL STATISTICS ` oo : g 


Treland. 
cach disease are-fe 126-great towns in d and Wales (London included), * 
ondon EE ERA of death re towns m Scotland. (d) The Í a ip at oe apa gd 
denotes no cases; a binik spaco tes disease not notifiable or no return a’ 
inf the Ri eneral of 


egistrars-G a Waler Beotland, Northern Ireland, and Eire, the Ministry off 
an 
arthern Ireland, and the Deparenent of Heath of Ec. 3 
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Food-poisoning 





Infective enteritis or diarrhoea under 
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Deaths .. 1: 


Measles* z E 














Deaths 





Meningococcal infection `` 
Deaths... ae 








Ophthalmia neonatorum 
Pneumot 
Daten SET influenza)t ’ 


Pneumonia, pene 
Deaths 


























Poliomyelitis, acute : 
Paralytic Seve ee 
: Non-paralytic 





` Puerperal fever a 
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Scarlet fever .. 
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Smallpox. ` 


























0 Tuberculosis, respiratory bh 
~ (2) Tuberculosis, non-respiratory .. 
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Paratyphoid fever. 
Whooping-còughe .. < = ..+| 3,275)" 207) 351 39| 3,43 -3,437 |. 2,050,| 1,033 ~ < 
. Deaths F ai we Sang ‘| 
- Deaths (0-1 year) *. | -289 | 239 
Deaths (excluding stillbirths) .. 3,796 
Annual death rate (per 1,000 : fs 
- persons living) om ae B 2 
Live births > Ñ Pe 5,462 
. Annual rate per 1, 000 persons living! 
Stillbirths -177 
Rate per Í ,000 total births (includ. > 
ing stillborn) as i - 17 33 
for E: d and W: Lond: and N.Ireland. § The number 
~ og abi tar pe Gel peer Panay «ld guts ar Nie bina Soy ee Tel 
fever Tor Eoglan Waka and for Eiro Deaths from a a torte Aaa a ous thoes Gaal to d fever, . - 
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Poliomyelitis 


j 7 thus —. . 
Poliomyelitis ~ notifications in the week ending June 16. in 1951, the graphs were prepared at™the Department of 


were as follows (figures for the previous week are in paren- 
_ theses): paralytic 25 (32), non-paralytic 25 (20); total 50 
© (52). The Table below compares the current year with the 
` four previous years in respect of notifications in England 
and Wales in weeks 1-13 (in which it may be assumed 
. that many cases represent the aftermath of the preceding 
year) and Weeks 14-24. 


- 


` Weeks 14-24 














Up to and including the week ending June 9 the overal 
notification rate for England and Wales was 1.34 per 100,000. 
Regionally the highest rates were in the midland and south- 
west regions--2.09 and 2.08 per 100,000 respectively—and 


. the lowest inithe north-western and the EB. and W. Ridings— 


0.97 and 0.9 per 100,000 respectively... E 
- In weeks 1-23 some districts with [arge numbers of 


: notifications were as follows (rates per 100,000 in paren- 
~. theses) : Birmingham C.B. 37 (3:3),-Orpington U.D. 18 (30.4), 


Flint M.B. 7 (49.4), pene C.B. 6 (8.0), and St. Austel 
R.D. 6 (38.2). - 


reer Accidents in April 
` Road casualties in Great Britain during- ‘April totalled” 


l 16,049, compared with 14,005 in the corresponding- month 
`~ last year. ~ Deaths numbered 379, compared with 349 ; -seri- 


ously injured - 3,930,. compared with 3,458; and slightly - 


injured 11,740, compared with 10,198. Total casualties in- 
April, 1939, were 18,597, 


á Infectious Diseases .. 


In England and- Wales during the week ending ‘June 9 the 
numbers of notifications of measles fell by 884, of dysentery 
by 71, and of scarlet fever -by 71, while rises were recorded 
for - whooping-cough 57 and acute poliomyelitis 24. 

The larvest decreases in the incidence of measles were 
Yorkshire West Riding 173, Staffordshire 169, Warwickshire 


131, London 120, -Surrey 120, Somerset 112, "ahd Leicéster- ` 


“shire 103 ; the chief exceptions to a falling trend were rises 
in, Devonshire 41! and Durham 118. The local trends of 
. scarlet fever varied only slightly, the largest change being 


a fall of.23 in Yorkshire West Riding. The largest fluctua- i 


tioús`in the returns for whooping-cough were a rise ‘of 56 in 
Sussex and a fall of 58 in Lancashire. The notifications of 
diphtheria were 10 fewer than in the preceding week ; the 
chief features`of the returns were a nse of 3 in Warwick- 
shire and in Staffordshire and a fall of 5 in Glamorganshire. 


“Of the 15 cases of paratyphoid fever 9 were notified in 


Pembrokeshire, Haverfordwest R.D. 

It appears that the seasonal rise in- acute poliomyelitis 
has begun ; the number of notifications increased from 28 to 
52 during the week. -The Targest returns were Warwickshire 
7 (Birmingham C.B. 5) and Yorkshire West Riding 5. 

The incidence of dysentery still remains at a very high 
level. The chief feature of the returns during the week was 
a falt ‘of 78 in the number of notifications in Middlesex. 
The largest returns were London 145 (Islington 53), Middle- 
‘sex 92\(Ealing M.B. 35), Yorkshire West Riding .79. (Hud- 
dersfield C.B. 38), and Lancashire 76. 


e 


i iia OF CASES 


Graphs of Infectious Diseases 
. The graphs below show the uncorrected numbers of cases 


- of certain diseases notified weekly in England and Wales. 


Highest and lowest figures reported: during the nine years 
1942-50 are shown thus ------- , the figures for. 1951 
Except for the curves showing notifications 


Medical Statistics and Epidemiology, London School of 
Hygiene and | Tropical Medicine. 
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- Week Ending June 16 
The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 976, whoop- 
ing-cough 3,290, diphtheria 29, measles 12,139, acite pneu- 
monia 460, acute ‘poliomyelitis 50, dysentery 509, ‘paratyphoid 
fever 14, ‘typhoid fever 10. 


~ 
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International Congress of Clinical Pathology 
The first congress will be held in London from July 16 
to`20. The opening ceremony will take place at Friends 


House, Euston Road, N.W.1, at 3 p.m. on the first day, - 


when Sir Lionel Whitby, President of the Association 
of Clinical Pathologists, will give -an address on “The 
_ Science and Art of Medicine.” The sessions will be divided 
` into four main sections: Microbiology,. Morbid Anatomy, 
Chemical Pathology, and Haematology.. Members of the 
congress will be received by the Minister of Health at 
‘Lancaster House, and attend receptions given by the Royal 
College of Physicians, the B.M.A., the University of Lon- 
don, and the Goldsmiths’ Company. Full details may be- 
obtained from the Secretary-Treasurer, Dr. W. H. 
McMenemy, Maida Vale Hospital for Nervous Diseases; 
London, W.9. 


Award to Mayo Clinic Sclentists 


The- first $10,000 Dr. C. C. Criss award and gold médal 
for “ outstanding contributions-iñ the fields of public health 
and safety ”-were presented in Atlantic City on June 10 to 
last year’s Nobel Prize winners, Drs. Edward G. Kendali 


and Philip S. Hench, whose joint efforts at the Mayo' 


Clinic led ta the development and use of cortisone for rheu- 
“matoid arthritis and other diseases. The presentation was 
-made at the closing session of the annual meeting of the 
American Rheumatism Association. {New York Times.) 


International Society of Orthopaedic Surgery — 
At the fifth congress of the Société Internationale de Chir- 


urgie Orthopédique et de Traumatologie, held at Stockholm 
- on May 21-25, the following officers were elected : President, 


Sir Harry Platt, Manchester; Vice-Presidents, Professor -_ 


Etienne “Sorrel, Paris, and Professor José Valls, Buenos 
Aires’; Secretary-General, Dr. Jean Delchef, Brussels; 
Assistant Secretaries, Dr. P. Kempeneers, Brussels, and 
Dr. R. Van Cauwenberghe, Liége ; Treasurer, Dr. M. Charles 
~ Parisel, Brussels. The president of the sixth congress, to 
be held i in Switzerland in September, 1954, will be Professor 
_ Etienne Sorrel, assisted by Dr. Marcel Dubois. 


King Edward’s Fund Annual Meeting 


The annual meeting of the Fund was held at the House 
of Lords on June 21, the Duke of Gloucester presiding. 
The Duke referred to various committees of inquiry” set 
-up by the Fund, “and said that the findings of the inquiry 
into convalescent homes wouid soon be published. Part 
of the new programme of training schemes was now bearing 

-fruit: the Nurses’ Staff College was established two years ago 
and was doing valuable work ; the Hospital Administrative 
Staff College was now in operation and the Minister of 
Health had paid tribute to its work ; the School of Hospital 
Catering was also ready. In 1951 some £180,000 was being 
allocated in direct grants to hospitals and convalescent homes 
both. within and without the Health Service. One after 
another of the homes for elderly sick were being opened 
and were receiving the support of the Ministry of Health. 
The Treasurer, Sir Edward Peacock, moved the adoption 
of the accounts and said that £197,100 had been absorbed 

- by grants to hospitals and convalescent homes and over 
£103,000 spent on special services. A vote of thanks to 

.the Duke of Gloucester was moved by the Speaker of the 
House of Commons and seconded by the Lord Mayor. 


West -Midlands Physicians Association i 

The second meeting of the association was held at the 
North Staffordshire Royal Infirmary, Stoke-on-Trent, on 
May 26. Dr. Bruce Maclean was elected president i in suc-: 
cession to the late Sir Leonard Parsons. 
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North of England Obstetrical and Gynaecological Society 


A meeting of the society was held in Newcastle on June 1 +» 
with the president, Dr. J. W. A. Hunter. in the chair. 
Mr. J. A. Hadley described a case of * Malignant Melanoma 
in Pregnancy ” ; Dr. James Hendry discussed “‘ Prolonged 
Labour in Doiticiliary.Practice”; and Mr. Bryan Williams 
read a paper on “The Aetiology and Treatment of the 
Adherent Placenta.” 


a 


Medical Section of the Library Association 


On Wednesday, June 6, in connexion with the Toray 
Association’s annual conference in Edinburgh, Dr. L. W. 
Sharp, the Edinburgh University librarian, read an interest- 
ing paper to the Medical Section on “ The Edinburgh Medi- 
cal School in the Eighteenth Century.” His outline of the 
early history of the Medical Fatulty from its foundation in 
1726 was illustrated by extracts from contemporary writings. 
In conclusion Dr. Sharp gave an account of various historical 
researches that are now being carried out on the period. 
Members of the Medical Section visited the libraries 
of the Royal College of Surgeons of Edinburgh, Royal 
College of Physicians of Edinburgh, and the Royal Medical 
Society. ; 


W.HLO. ‘Assistant Director-General Retires . - - 


Dr. Brock Chisholm, W.H.O. Director-General, announced , 
on June 11 that Dr.' Martha Eliot had given’up her post 
with W.HLO. Dr. Eliot is one of the leading public health 
workers in the U.S.A. Before she joined W.H.O. in June; 
1949, she was associate chief of the U.S. Children’s Bureau. 
She had previously occupied other important posts in the 
American Government, and collaborated in large-scale child- 
health programmes in the United States and abroad. She 
will be replaced by Dr. Marcolino Gomes Candau, of Brazil. 
He joined “W.H.O. a little more than a year ago. In his 
new job he will direct all the various services rendered by 
W.H.O. through public health teams, disease control 
demonstrations, consultants, training centres, and fellow- 
ships. : 2 - 


Association of Rheumatic Sufferers 


` In 1948 the British Rheumatic Association held its first 
annual general meeting`in the Guildhall, having been in” 
existence för a year; there were then 1,000 members, 

and two years later the number was-doubled. The associa- 
tion is a registered charity ; briefly its aims are to increase 
the facilities for early diagnosis and treatment, to collect 
information about the disease, and to promote public under- 
standing of the problems and needs of rheumatic sufferers. 

Its efforts benefit those people as a group, only reserving 
certain personal services to its members. In hospitals with 
rheumatic units the waiting-lists are long, and many patients 
become disabled through the delay in obtaining treatment ; 

many of the beds allocated to rheumatic cases are occupied 
for long periods by elderly disabled patients who do not need 
hospital service but for whom no other accommodation is 
available. It was to offset this problem that B.R.A. Homes, 

Ltd., was founded as a financially independent registered 
charity. The object is to provide accommodation both for 
patients who live too far away from a hospital with a 
rheumatic unit to travel daily for treatment and for those at 
present occupying beds in hospitals simply because they 
have nowhere else to go. The first hostel is to be at North- 
wood, about two miles away from the Mount Vernon 
Hospital, and will at first house’37 patients, with the possi- 
bility of increasing the number to 52. £12,500 is needed to 
finance the project, and the association hopes to interest the 
benevolent public and more especially industrialists. The 
foremost aim is a practical one—to treat early and enable 
patients to return to work as soon as possible. As the con-. 


-tributions paid by industry will be counted as welfare 


expenses, and therefore be tax-free, the project is economic 
as well as humane, since the loss to industry of workers 
suffering from rheumatism will be lessened. - 


~ 
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Nuffield Foundation Dental Fellowships 


The Foundation is prepared to award a number of fellow- 
sips and scholarships for two main purposes; first,- to 
enable men and womep with dental qualifications to receive 
additional training in pure and applied science which will 
fit them to follow an academic career in dentistry ; secondly, 
to train university graduates in science and medicine to 
undertake ;research on dental health and disease. Further 
details and.forms of application can be obtained from the 
secretary of the Foundation, 12 and 13, Mecklenburgh 
Sqúare, London, W.C.1. a 


, 


.éPubjic, Health Laboratory for Leeds 


The Yorkshire Post reports that a new Ministry of Health 
„laboratory for public health bacteriological work is to be 
Bitilt in. Leeds. Up to now this work has been done at the 
University ; the establishment of the ‘new laboratory will 
marr that -the service can be extended. to a muth larger 


community., 
Fae at Ap, 


Parr are 


' < POmMibiie dating. John Brownlée’ -: sy 


+ The „University Depaitmefit “of Infgctious Diseases for 


cofamemerate 

: apply, piaia] 

methods të the study pf, infectious diseases. it is|proposed 
iToha 


those 
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` Banting Memorial Lecture 


Princess Ysabai Memorial Hospital 


The‘ hospital built in Ethiopia in memory of Emperor 
Hailé. Selassié’s daughter will be opened on July 23. To 
celebrate the opening a garden party will be held at the 
Holme (Bedford College), Inner Circle, Regent's Park, N.W.1, 
on July 10 from 3 p.m. to-10 p.m. Miss Wendy Hiller will 
open the bazaar,-and Lord Winster will preside. Gifts for 


the refreshment and other stalls-will be much appreciated, ' 


and should be sent to the Hon. Secretary, 3, Charteris Road, 
Woodford Green, Essex. Donations towards the fost of 
equipment for the hospital will be gratefully acknowledged 
by the Hon. Treasurers, Lord Horder and Lord Amulree, 
è/o Messrs. Gold and Prideaux, 88, Bishopsgate, E.C.2. 

z > 4 


King Edward’s Fund Homes for Aged Sick 


In June, 1949, the Fund allocated £250,000 to the setting 
up of homes for the aged sick. These homes are for people 
who no longer need to stay in hospital yet need some hos- 

“pital care. Twelve homes are planned; one has -already 
been opened at Whittington, and the second will be opened 
by Lord Horder on July 4 at 2.30 p.m. It-is “ Westmoor,” 
244, Roehampton Lane, S.W.I5, and is run by managers 
linked with the Battersea and Putney Hospital Management 
Comittee. 

` ` 


i SOCIETIES AND LECTURES 

T'A fee is charged or a ticket is required for attending lectures 

? marked @. Application should be made first to the institution 
concerned, 

= Monday 


f STITUTE OF NeEuroLoGY, National Hospital, Queen Square, 
London, W.C.—July 2, 5 p.m, “ Acalculia,” Guest Lecture by 
Dr. F. Grewel (Amsterdam). a 


Tuesday 


. EDINBURGH POSTGRADUATE BOARD FOR MEDICINE:—ÀAt Edm- 


- 


£ 


burgh University (Anatomy Lecture Theatre), July 3, 4.30 
p.m., “Bone Growth, with Special Reference to the « 
Epiphyses,” by Professor H. A. Harns. 

INSTITUTE of NeuroLoGY, National Hospital, Queen Square 
London, W.C.—IJuly 3, 5 pm., “Treatment of Cerebr 
Embolism and Thrombosis,” Guest Lecture by Professor René 
Leriche (Panis). ae 

West EnD HOSPITAL For Nervous Diseases, 40, Marylebone 
Lane, London, W.—July 3, 230 p.m., “ Orthopaedic Treat- _ 
ment in Neurology, with Special Reference to the Part of 
Orthopaedic Surgery in Spastic Paralysis.” Clinical demonstra- 


_' -"rHé Banting Memorial Lecture of the Diabetic Association ‘ 

-A tewill be delivered by Professor C. N. H. Long, of Yale Medi- 
veal School, in the medical school of the Postgraduate Medical 

school of London, Ducane Road, W., on Friday, July 6, 

-ratz 11.30 "m. . His subject is “Present Concepts of the 

~ Endocrine Control’ of Carbohydrate ‘Metabolism.” The 

ys, lecture will be preceded and followed by_ lectures and 

> “demonstrations from 10.15 a.m. to 4.30 p.m, Admission is 


~ 
oe 
Ae 


” 


free, and all interested are invited to attend. 


British Social Biology Council 


- The annual general meeting of the council will -be-held at 


2.30 p.m. on Jûly 10 in the council chamber of the Free 


Church Council, 27, Tavistock “Square, London, W.C.1._ 


Dr: G. L Ca Bertram, director of the Scott Polar Research 


‘Institute, will speak on the ‘Felationship of population and 


food production. Agdnterested in this problem are invited 
to attend, à p > 

aes : s’ 

Association of Surgeons 


_ The Association of Surgeons of Great Britain and Ireland 
will hold an annual meeting in Manchester at the Medical 
School, July 19 to 21. Full details may be obtained from 
the secretary of the association, 45, Lincoln’s Inn Fields; 
London, W.C.2. oy: Shi 


. Intemational Congress for Psychotherapeutics 


Under the auspices of the Nederlandse Vereniging voor 
Psychotherapie an international congress will be held at 
Leiden-Oegstgeest from September 5 to 8. The subject of 
the congress will be “ The Affective Contact.” Details may 
be had from the secretary of the Dutch Society for Psycho- 


- therapeutics, . Psychidtric Clinic of the State University, - 


- 


Leyden. 


tion in neurology by Mr. K. I. Nissen. 


Wednesday 


RoyaL CoLLEGE or SURGEONS of ENGLAND, Lincoln’s Inn 
Fields, London, W C.—July +4, ‘5 ee “The. Range and 
Results of Transurethral Surgery,” Hunterian- Lecture by Mr. 
A. Wilfrid Adams. 

West Lonpon MEDICO-CHIRURGICAL Socrery.—At West London 
Hospital, W., July 4, 5.30 p.m., annual general meeting.~ 

YORKSHIRE” SOCIETY OF ANARSTHETISTS. — At the General 
Infirmary at Leeds, July 4, 8 p.m., “ Methods of Anaesthesia’ 
in Chest Surgery,” by Dr. L. Mountford. re 


Thursday 2 
Instrrure oF NeuroLocy, National Hospital, Queen Square, 
London, © W.C —July -5, mM., “Intrathecal Tuberculin 
Reactions,’ Guest Lecture by Dr. Honor M. V. Smith. 
RoyaL COLLEGE OF SURGEONS oF ENGLAND, Lincoln’s Inn 
Fields, London, W.C.—July 5, 530 pm, “ Carcinoma of the 
Nasopharynx,” Otolaryngology Lecture by Professor Kenelm. 
H. Digby. 
E Friday : 
DIABETIC Association.—At Postgraduate Medical School of 
London, Ducane Road, W., July 6, 11.30 a.m., “ Present Con- 
cepts of the Endocrine_Control of Carbohydrate Metabolism,” 
Banting Memorial Lecture by Professor C.N.H. Long (Yale 
Medical School). Preceded and followed by lectures and 
demonstrations from 10.15 a.m, to 4.30 p.m. 
RoyaL COoLLEGE OF SURGEONS oF Encuanyp, Lincoin’s Inn 
Fields, London, W C.—July 6, 5 p.m, “Oral Manifestations 
aoe stemic Disease,” Charles Tomes Lecture by Professor 
. H. Stones. : 
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RoyaL SANITARY Instirure.—At Town Hall, Colwyn’ Bay, July 
6, 10 a.m., papers: “ Co-operation Between the Various Ser- 
vices—Hospital Board Local Authorities—in the Pro: 


motion of Health,” by Dr. D. J. A. A. Alban Jones; .“ The 

Prevention of Food Poisoning,” by Dr. D.E. Parry Prit chard 

Afternoon visit. . i 
Saturday 


SOUTH-EAST METROPOLITAN REGIONAL TUBERCULOSIS SOCETY.— 
At Royal Pavilion, Brighton, July 7, 10.30 for 11 am., “ Treat- 
ment and End-results AE uberculous Pyo-pneumothorax,” by 
Dr. Geoffrey Todd; ratory Aspects of the Tuberculosis 
Problem,” by Dr. J. E. Jameson. 


if 4 
APPOINTMENTS 

$ 
Bowie, DOUGLAS ST JEAN, M B., Ch.B., Medical Officer, Rhodena Railways, 


Bulawayo 

EAST ANGLIAN REGIONAL Hi ‘AL BOARD —Orthopaedic Registrar at 
Norfolk and Norwich Hospira, L.W W Godtrey, MB,B. 8, Surgical Registrars 
ae arg Norwich Wee, Bs R Pewee BM, BCh, 
FRCS,andBM MRCOG 

Fisner, G R M are BCh A pea Officer, West Kent Genoral 
Hospital, Maidstone, Kent 

Fisazr, S W., MD, D.I H., Consultant to the National Coal Board, from 
June 1, for the period of one year. 

HOSPITAL ror Sick CHILDREN, Great agar Street, ete weo-— 
ae Stent Medical Registrar (Registrar Grade), H G. Dunn, MB.,.MRCP, 
R RC. BP H Assistant Morbid Anatomist (Senior Hospital Medical Officer), 


IONAL HosprraL Boarp —Waole-tume Consultant Patho- 
Walton ‘Hospital and City Hospital Narth, x 


rege to Liverpool, Vickers, 

Whole-time Assistant Radiother: i gg hl to Ci silag' A Radium Institute, 

M.B., B 8, D.M R. time Tuberculosis M ical 

v En ‘entral Chest Clinic} Liverpool, F.J. Welton, MB Ce DPH 

onsultant Radiologist to Liverpool Stanley Hos; we and Wisin Sei wath 
Hospital, G. D w MD, oo ey DMR 

Board of Govemors of United gl l Hospitais sal ge pr ear 

Psychiatrist to Upton Mental Hosp lynn, 7 RCP&SL,DPM. 


Whole ime Assistant Kenia 


Warrington Greup on Cree f Ho Hi 


t P Seaman's Dispensary, Liverpool, 
Ed. Whole-time fesittant Pathologist to ® 

B, Mossman „ChB. Consultant 
and South cepa! € enter J D. Loughrey, 


Anaesthetist to itals in 

M nsn FR. ET MB. FRCS, First Assistant, Depart 
ASKER, ‘rat 
Bt, Gesrye'e Howl, ondon, 8.W. 


tal London Pathology, University 
tho West ndies 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Broadhead.—On May 22, 1951, at Newport, Isle of Wight, to Hil (formerly 
Moody), wife of H. H. Broadhead, M B , B Chir., a son 

Craig.+On June 17, 1951, at Bnstal, to Dr Jean Craig (formerly Simpson), 
wife of Dr. R A Craig, a daughter 

Carrle.—-On June 24, 1951, at The Knoll, Duns, to Morag (formerly 
Duncan), wife of Dr. Gordon Cure, a son 

, McCrae.—On June 4, 1951, at Ayrshire Central Hospital, Irvine, to “Eueen 
(formerly Crane), wife of John 9 McCrac, M.B.E, MB, ChB, Glen- 
avon, Catrine, Ayrshire, a daughter 

Mellor.—-On June 8, 1951, to Dr and Mrs Norman Mellor, of Cereal, 
Alberta, a daughter, 

Roberts.—On June 18, 1951, at Westminster Hospital, London, SW, to 
Mary (formerly Cook), wife of Dr. Peter Roberts, a son—Paul Morton 

Walters.—On June 6, 1951, at the Bromhead Nursing Home, Lincoln, to 
Daphne (formerly Pullein-Thompson), wife of Geoffrey A Bagot Walters, 
FRCS Ed, a son. 


MARRIAGES 


Camac—-Swift.—On June 16, 1951, at Church Gresley Parish Church, Joha 
Cramsic Camac, MB, BCh, MRCS, LR.CP, to Joyce Enid Swift 


DEATHS 


Alnstey.—On May i 951. at Middelburg, South Africa, William Aunsicy, 
LR.CP &S Ed, 


-FPS, of Downview Court, Worthing, formerly 
of Preston, roca 


BeDsmy.—On June 22, 1951, at Cross a Cottage, Winterbourne Suck: 
land, Dorset, Henry Francis Bellamy, M.D. 
Essex-Loprestl.—On June 13, 1951, at 5, Reservoir Road, Olton, Birmins- 
ham, Peter Gordon Lawrence Exsex-Lopresu, F R CS Ed. D.A , aged 36 
Franeis.—On June 16, 1951, at 30, Brookfield Mansions, Highgate. London, 
N., Lous Aroari Framis, MRCS, LRCP, formerly of Uxbridge. 
Middlesex, aged 84 
opkinsou.—On Fune 11, 1951, Emilius Hopkinson, CMG, DSO., MB, 
BCh., of Wynstay, Balcombe, Sussex, late of Gambia, West Africa 


82 

Ingall.—On June 22, 1951, at The Hospital, Ashford, Kent, Frank Ernest 
Ingall, F.R C.S , D.P H., aged 81. 

Jokastoze.-On June 18, 1951, at Rossiyn Street, Brora, Sutherlandshire. 
Walter Edward Johnstone, MB, CM, J.P. 

Lemon.—-On June 18, 1951, at a nursing-home, Hove, Edward Henry 
Lemon, MR.CS, LR.CP, DPH, aged 85 

Mamnifold.—On June 15, 1951, in Saudi Arabia, John Alistair Mamfold, 
OBE. MR.CS, LRCP, Lieutenant-Coloncl, R A M C., aged 38 

Norman-Walker.—On June 18, 1951, at The Coombe, Streatley Berks, 
John Norman Norman-Walker, CIE, MRCP, Colonel, IMS., re- 
bred, aged 79 

ee eet June 16, 1951, in London, Hugh O'Hagan O'Neill. MB. 
Ch 

Porter.—-On June 22, 1951, at 61, Tavistock Drive, plone Frank 
Constable Porter, MRCS, LRGP., LDS, DDS, aged 8 

Richardson.—On June 19, 1951, at St. Andrews, Hugh Richardson, DSO, 
MD. DPH. Colonel, A M S., TA, retired, aged 77 

Willtams.—On Jane 17, 1951, at Royal Naval Hospital, Chatham, Edward 
Rex Pascoe Willams, O.B.E, MB, B.S., Surgeon Commander. RN. 
aged 49 # 


MEDICAL NEWS 
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Any Questions ? 








~ « , 
Correspondents should give their names and addresses (not 
for publication) and include all relevant details in then 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem’ 10° be of 
general interest. ` 


f 


« Electric Shocks from Car Handles 


Q.—A young man consulted me recently complaining: ha 
every time he got out of his car and closed the door with 
his hand he received an electric shock. This did not repeat 
itself when he touched the door again. This has occurPed 
to such ‘an extent that he carefully uses his handkerchief 
when closing the door: I frankly thought that he was-exag- 


e 


gerating until my wife started complaining about ‘the same 


thing a week ago. (There is no psychological "link+up™as 


she knew nothing of this. patient.) 7 Not ont: ATES. 
“jump” with the shock, but, she states that she ears a SS. 


What is the explanation’ ?*"~ 


. 


A.—This as a common „phenomenon EA fom the 


accumulation of a statit® sharee’ generat d by certain, mov- . 
ing parts. the: vehicle and. by frictioh lesen the rubber ` 
tyreg and ‘the road.- Tis chargeatid, inggs ence, the 
shor fekt- bya parson standing on the road å ane touching, 
for example, a door-handle ‘can be” considerable, particularly 
ona hot" dry ” although the shock is insufficient to cause 
injury. It 1s experienced on many public service vehicles, 
and to prevent shock to passengers’ boarding and alighting 
a special tyre with a meMiflic content-has been developed so 
that the static charge may egcape to-earth. With some road 
vehicles, more particulajly: those propelled by steam engines, 
such as a road rollef;the static charge can be quite large,- 
and these vehicles are sometimes equipped with a length of 
light chain trailing on the road, to prevent the building up 
of the static charge. 


can he EER 


Rapid Rh Testing 
Q.—Is there any quick and reliable clinical method of 


A 
me 


x 


determining the Rh status when a, transfusion s* urgently * 


required and the Rh group is nog ‘known? Methotis 
employed .hitherto are not suitable for use in the patients 
own home or, indeed, tn hospital as an emergency measure 
in the absence of a pathologist. 


A.——Before any blood transfusion tris desirable to déter- 
mine the Rh group of the recipient, and this 1s essential in 
the case of a girl or woman (who may bear children or who 
may have borne children and developed antj-Rh antibodies). 

Accurate Rh grouping, even in experienced hands, may be 
a long task, and a rapid method which will give no false posi- 
tives and few false negatives_in inexperienced hands has 
been much sought. The difficulties and dangers of domi- 
ciliary transfusion are great; if this,g@necessary in a “ life 
and death” emergency it would be justifiable to use Rh- 
negative blood, although this is scarce. It woulâ” be 
better, if possible, to use dextran or ‘small-pool or irradi- 
ated plasma, and then to transfer the patient for blood 
transfusion to a centre where there are facilities for grouping 
and direct compatibility tests. 

Among rapid laboratory methods for grouping recipients. 
the capillary method of Chown and the slide technique of 
Dianfond are the most popular. For the capillary method, 

now described in most standard works, ‘the cells must be 
washed, and results are not entirely reliable in inexperienced 
hands. 

Diamond’s method has the advantage that whole blood 
(heparinized or oxalated) or a suspension of cells in their 
own (or neutral) serum is used: a cell suspension in saline 
or citrate is not suitable. One drop of whole blood and 


“one drop of a strong incomplete anti-D serum of known 


performance are mixed together ona piece of opalescent 


1 
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glass ; ~the mixture is rocked gently over a lamp, care being 


Jit i 7 
p 





ka 


` taken not to let it become overheated and dried up 


eat the edges. The cells agglutinate strongly in three or four 


minutes if the cells are Rh-positive; doubtful reactions 
‘should be classed af negative. Positive and negative 


controls are necessary ; in a hospital laboratory suitable 


cells can be kept back from routine work for use ‘as 
controls, , 

Another useful method requiring no special apparatus’ is 
this: One volume (about 0.01 ml.) of a strong saline anti-D 
serum, and one Volume of an approximately 2% suspension 
of the patient's cells in,saline, are mixed in a gmall tube 
(the rimless precipitin variety, external diameter 6.5 mm., 
used in routine Rh work is -suitable); the tube is agitated 
in a 37° C. water-bath for 10 minutes, centrifuged for 
one minute, and the deposit is then ‘spread on a slide and 

ed microscopically. Great care must be taken in 
removing the deposit from the tube ‘not to break up the 
very delicate agglutinates. Clumps of cells mean tat the 


sample is Rh-positive. 


.considerably by practice and experience. 


It must be stressed that “rapid” methods are ‘liable to 
give false negative‘results, and so, while useful for, grouping 
recipients in case of, emergency, donors so grouped must 
never be used as “ Rb: -negative donors.” 

The dangers inherent in the rapid methods can be reduced 
Workers pro- 
posing to undertake emergency transfusions should spend 
a few hours regularly in becoming familiar with the practi- 
cal details of the method they propose to adopt, such as. 
storage of serum, in learning the “snags” and how to 
circumvent them, and in ‘streamlining their technique—so 
important in an emergency when time’is vital. 

The questioner,makes no mention of ABO grouping or 
a direct compatibility test: this, last is the most ‘important 
single test of all. Mixing a thin saline cell suspension with 
the patient’s serum on a cold slide_is valueless and creates 
a false sense of security. If cross-matching by a tube 


< technique in an incubator really is impossible, and not just 


too much trouble, Diamond’s technique is of some value: 

Mix one drop of the donor's whole blood with one drop 
of the recipient’s serum on a piece of opalescent glass (or 
a slide) and rock over a'lamp asifor the rapid Rh test. 
This method can detect antibodies of the.“ incomplete ”-or 


_ albumin type. 


wage 
aad B. asiaticus and Fatal Gastro-enteritis 


Q.—B. asiaticus was recently isolated ‘troh the istool of 
an infant aged 5 weeks who died of gastro-enteritis. The 
case appears to have, been a sporadic ‘one. Of what signi- 
ficance is this organism ? Is it causative? Does the organism 
belong to the dysentery group? 


A.B. asiaticus is Dow included in the paracolon group 


of organisms, though previously it was included in the. 


proteus group.. The paracolon group is intermediate between 
the food-poisoning and dysentery groups on the one hand 
and the coliform group on the other. The exact pathologi- 
cal significance of the;paracolon group is difficult to assess 
though some types are known to cause intestinal disease: 
in man. Studies on B. asiaticus have been conducted in 
sub-tropical countries,“ where it ‘has been isolated as 
commonly from the faeces of healthy individuals as from 
those suffering from non-specific enteritis. Nevertheless 
some observers believe that this organism may cause an 
enteric-like fever. It is, however, a common experience to 
isolate a paracolon organism from a stool during conva- 
Jescence from dysentery or gastro-enteritis, even wheh the 
causative shigella,or salmonella type was found in almost 
pure culture during the acute stage of the disease. . 

Babies and young children are much more susceptible 
to infection by accepted intestinal pathogens than are older 
age groups, and it has been suggested that the paracolon 
group of organisms may cause infantile gastro-enteritis. 
Therefore B. asiaticus, whòse ability to cause gastro- 
enteritis in adults is in doubt, may nevertheless be pathògenic 
to an infant of 5 weeks. wy 
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. people think make it more palatable. 


ANY QUESTIONS? =," re eas 





`, Muscle Building 
Q.—W hat is the value of the various physical culture ` 


courses which are designed to cause muscular hypertrophy ? 


A.—It is always. advisable, before recommending any 
course of physical’ culture, to make sure that it is’ based 
on rational ‘anatomical. and physiological ‘considerations. 
Frequently, physical, culture courses concentrate on the , 
development of muscular hypertrophy without primarily 
considering the functions to which the muscles should 
normally be put. ‘While physical training from.an effici- 


` ently trained instructor is most. useful in the development: 


of correct posture and physique, there is little point in 
developing a large girth of muscle in the limbs if this càn- 
not be usefully employed. One quite often sees enthusiastic 

“muscle builders” whb are unable to carry out full respi- 


` 


ratory. and other physiological exercise in spite of tbeir . 


sustained efforts at muscular development. 


Compukive Yawning 


Q—A Turkish lady of 48 has ‘suffered since the age of 23 
from attacks when she yawns loudly. The attacks begin ' 
without apparent cause, occur at! two-'to three-minute 
intervals, and may last for three to six months. ‘The lady 
speaks but rarely during the attacks. Physical-examination 
is negative. What is the diagnosis and treatment? 


A.—A pathological tendency towards yawning has not, ' 


been described as a neurotic symptom. It dpes occur in’ 
certain ‘brain tumours, but a history of 25 years without 
extension of the symptoms or`the development of physical 
signs makes this possibility extremely unlikely. Yawning 
attacks can occur as an epileptic phenomenon, but they are 
then almost always associated with the involuntary voiding 
of urine, and followed by giddiness, headaches, and some- 
times vomiting ; some ‘degree of changed consciousness 
should be observable, if in the case in question the attacks 
are due to cerebral dysrhythmia. 

The most likely diagnosis in the patient described is post-- 
encephalitic respiratory disturbance, ‘S; A. Kinnier Wilson 
(Neurology, 1940: Arnold, London) -mentions a personal 
case of postrencephalitic paroxysmal yawning which was 
remarkable for the noisy, preceding inspirations ; spasms in 
some cases have been violent enough to dislocate the lower. 
jaw.’ Like other, respiratory sequelae of epidemic encephalitis 
paroxysmal yawning can occur in the absence of other post- 
encephalitic signs. 

No specific treatment ` is known’: amphetamine sulphate 
or related drugs should be tried, the dosage being pushed to 
maximum tolerance; psychotherapeutic assistance with any 
emotional disturbances that might be present, and to which 
-post-encephalitics are notoriously prone, should diminish 
the frequency of the attacks. 


>- Yoghourt and Gastro-intestinal Disorders 


Q.—Is yoghourt of value in treating gastro-intestinal 
disorders? . Is it possible to disguise its st Are 
there any definite contraindications to its use?’ ; 


A.—As far as i$ known yoghourt has no specific value 
in the tfeatment of gastro-intestinal disorders. It is now 
sold by some dairies flavoured with fruit juices, which some 
There are no definite 
contraindications to its use. 
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SWEDISH HOSPITALS AND HEALTH - 
SER VICES 
IMPRESSIONS OF A BRITISH VISITOR 


A tour of fifteen hospitals in Sweden, extending cver ten 
days, was undertaken last September by representatives of 
the International Hospital Federation, with the Swedish 
Hospitals Association as hosts. The delegates, numbering 
129, came from 14 countries, and included men and women 
from every branch of the hospital service. One visitor from 
Great Britain, Mr. John Dodds, a non-medical member, 
not diréctly engaged in hospital administration, and visiting 
Sweden for the first time, has summarized in a private cyclo- 
styled publication his notes and impressions.’ 

The party started from Malmö, where they visited a 
general and mental hospital and the recently opened and 
still incomplete dental university; then went on to Lund, 
with its university hospital and its school of nursing, the 
most modern in Sweden ; to Örebro, with its county council 
hospitals ; Upsala, with its teaching hospital, and the district 
of Södermanland, with cottage hospitals and convalescent 
homes, and so to Stockholm, where attention was directed 
to two great hospitals, the Southern or Södersjukhuset and 
the Caroline or Karolinska Sjukhuset. 


Common Factors 


The latest Swedish hospitals, says the writer of these notes, 
“are magnificent—stupendous would hardly be an exaggera- 
tion when it is remembered that the population of Sweden 
is less than that of London.” He almost suggests that the 
Swedes are overreaching themselves and that it is doubtful 
whether they will be able to staff their hospitals and meet the 
enormous and rising costs of maintenance. The material 
equipment is second to none and considerably in advance of 
what many nations can afford. 

Among common factors in all the hospitals visited he 
noted the high standard of cleanliness and hygiene; the 
liberal use of colour schemes, with plants and flowers ‘ the 
width of corridors and doors ; the sound-absorbing ceilings, 
and the large windows. On the other hand, neither the 
appointments system for out- -patients nor the central record- 
keeping was as well advanced as in Great Britain. Beds are 
only 2 ft. 6 in. wide as against the more comfortable 3 ft 
width in this country, and facilities for the bathing of 
patients, especially those who cannot leave their beds to go 
to a basement, are less easy than in the normal British 
hospital. Standard bedside lockers, with brackets for fixing 


‘British Hospitals Contributory Schemes Association (1948), 
Royal London Heuse, Bristol, 1. (Ssa post free.) 





a bed-table and reading-frame, designed, it is said, by a 
prominent Swedish politician, were regarded by the British 
visito1s as less convenient than the separate table across the 
bed, with legs on each side. 

At present in Swedish hospitals patients pay a low standard 
fee, which, if they are privately insured, as most of them 
are, they recover from their insurance organization, together 
with two-thirds or three-quarters of their private doctor’s 
fee. But under what is described as the “ Act” of 1946— 
which is not an Act in our sense, but a Bill, the coming into 
operation of which has been twice postponed and now is 
put forward to 1953—there will be an entirely free hospital 
service. Ths “ Act” provides compulsory health insurance. 


Stockholm Hospitals 


The Caroline Hospital at Stockholm, for, 1,000 in-patients, 
Is associated with the Caroline Institute of Medicine, which 
ranks with the State universities. This hospital was regarded 
by the visitors as more homely than the other great Stock- 
holm hospital, the Southern, which has 4,500 rooms under 
one roof. At the'Caroline the newest part 1s the x-ray depart- 
ment, which is in four sections, each section being under the 
headship of an assistant lecturer in radiology. The sections 
are planned on the fundamental principle of avoiding con- 
gestion and minimizing transport distances, About 200 
examinations and 1,000 films are made each day, and the 
staff of the department numbers 73, including the professor, 
the four sectional heads, 14 nurses, and three students. 

Of the 1,000 beds, 140 are for private patients, None of 
the rooms in the wards have more than six beds, and each 
ward has several small rooms to afford privacy for seriously 
ill patients or those who have just undergone an operation. 
Most of the wards consist of two six-bed rooms, three three- 
bed rooms, one two-bed room, and two one-bed isolation 
rooms. The rates in the private wards are fixed by the 
Government and now amount to 20 Swedish kronor a day 
{about 27s.) for private rooms and 16s. for semi-private. 
These rates include the total cost for medical attendance, 
x-ray and laboratory examinations, and surgery. Private 
patients are permitted to make a voluntary payment to the 
medical officer in attendance for his services, and a chart is 
put up in each room suggesting suitable fees in given circum- 
stances. The gross daily cost for each patient in hospital 
averages nearly 50s. 

Each of the efght clinics has at its head a professor in 
the respective specialty in the medical school, and the 
medical staff includes a number of' full-time and part-time 

7ANl the money figures in this abstract, jhough not in the 


exci compilation, are worked out on the basis of the current 
chango rate of about 14.50 Swedish kronor to the English 
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assistants and about 60 interns employed on a full-time basis 
who are not permitted to carry on private practice. The 
nursing staff numbers 540. 

The other great hospital in Stockholm, the Southern, is a 
modern building; jts erection began in 1939. It has at 
present 1,195 beds, with a daily average of 862 patients and 
an average patient stay of 14.8 days, but when the building 1s 
completed the number of beds will be over 1,600. The staff 
numbers 1,363, of whom 103 are medical. 'The wards.are 
32-bed units, with 16 beds assigned to each nurse. Each 
16-bed section is divided into three rooms, each for four 
patients, one two-bed room, and two one-bed isolation 
rooms. Other points noted about this hospital were the large 
distances covered, the nurses moving about on scooters, and 
the placing of the kitchens on the top of the building, pre- 
serving the wards from the smell of cooking There are 


eleven subsidiary kitchens, each built over a block and each 


serving 100 patients. In Sweden there is a nursing shortage, 
and, although the hospital provides some pleasant flats for its 
nurses, there is no compulsion upon them to be resident. 


Municipal Care 


In Stockholm (725,000 population) the municipal care of 
the sick is supervised by the directorate of hospitals, 
apparently a lay body, which administers the Southern 
Hospital, just described, three other general hospitals, the 
tuberculosis hospital, two children’s hospitals, two mental 
hospitals, an infectious-diseases hospital, infirmaries for the 
chronic sick, and convalescent homes. Altogether the people 
of Stockholm have at their service 10,400 -beds, of which 
over 1,500 are for internal medicine, over 1,000 for surgery, 
and over: 3,300 for psychiatric care, the remainder being 
divided among the various specialties. A charge is made to 
public patients at present. In the general hospitals ın the 
public wards it is about 6s. a day for the first fifteen days 


struck some of the visitors as unduly spartan, and they 
were also surprised to observe staircases in this hospital with 
spiral corners, the treads narrowing to a dangerous extent 
on the inside. The hospital has 973 beds. Polyclinics serve 
as admission departments and furnish treatment for out- 
patients. There is a staff of 959 (762 medical and nursing). 


' This hospital receives every year 50 medical students who 


‘ 


and 5s. a day thereafter, while for semi-private and pri- . 


vate rooms the charge is the same as at the Caroline. 
The daily charge in maternity hospitals in the public 
ward is only 1 krona (is. 4d.) for the first ten days and 
4s, 8d. thereafter; 12s. a day in the semi-private ward, and 
20s. in the private ward. For mental hospitals the charges 
are about 5s, a day in the public wards, 10s.’ 6d. inthe semi- 
private wards, and 16s. in the private. Out-patient charges 
at the hospitals are about 4s. per visit, or about 2s. 6d. for 
children, but the services of a central dispensary, and of a 
consulting department for surgery, for maternity welfare. 
and for infectious venereal diseases are free. 


Teaching-school Hospitals 


Apart from the Caroline at Stockholm, two other 
hospitals attached to medical schools were visited. One was 
at Lund (33,000 population). Here there is a new children’s 
clinic, containing every department in the one building for 
the treatment of children. It has 140 beds and an isolation 
ward. It was noted that visiting by parents, except 
nursing mothers, was not permitted, but arrangements were 
made for parents to speak to their children by telephone. 
No domestic staff are allowed in the wards, which are 
cleaned by nurses, Nurses are housed in three staff 
residences with 61 apartments. . 

The Royal Academic Hospital at Upsala (60,500 popula- 
tion) was one of the first hospitals to be built in Sweden, and 
its ancient part is still in use as the clinic for medicine. ‘The 
hospital has been extended by separate units in a park. 
The units are connected by long subterranean tunnels, which 
the British visitors likened to the London Underground 
without any trains. Here again the visitors were impressed 
‘oy many things—the stainless steel cots for babies, the auto- 
matic bed-pan washer, the chromium bedsteads with a handle 
enabling them to be fixed to the floor or raised on their 
wheels, the separate basins for teeth cleaning, the ingenious 
stops worked by the foot at each door so as to hold it in 
any position, and the delivery bed, half of it detachable, 
enabling the doctor to work in front of the patient. But 
the arrangements for scrubbing and for preparing the patients_ 


receive theoretical and practical training for about four years 
in the different clinics. 

š ` 1 
Other Provincial Hospitals 


In Malmö (186,000 populatio op), Sweden's third largest city, 
the public hospital was founded fifty years ago. The visitors 
were delighted with the artistically decorated solarium, and 
the designing of pillow ’phones and adjustable bed lights 
caught the eye, but it was a little surprising to find that bed- 
pans were generally not sterilized, and in some departments 
only cold water was used. Two hospitals were visited at 
Orebro (64,000), both of them owned by the county council, 
Local patients pay about 4s. a day for a bed in the general 
ward, about 9s. for maintenance and treatment in the semi- 
private room, and 21s. for a private room. 

The doctors here live in the hospitals. They are allowed 
to see private patients in the afternoon. There are no private 
specialists outside the hospital, except ın the large cities. 
‘Fhe average stay of patients has been shortened by co-opera- 
tion between departments and by planning for maximum 
requirements with a staff large enough to allow sufficient 
time for the work with insistence on routine and punctuality 
on the part of the medical staff. In the out-patient depart- 
ment a fee of from 6s.6d. to 13s. for attendance is paid to 
the doctor, who retains ıt. Another hospital under the 
Management of the same county council is at, Karlskoga 
(30,000 population), and commended itself to many of the 
visitors as one of the best examples of modern hospital 
practice in the country. ‘It is a hospital of 207 beds, each 
ward containing three or six beds. Here again-doctors are 
always on the premises during normal working hours, but 
they see private patients at a fixed scale of fees during the 
afternoon, and they themselves pay fees for the use of 
hospital equipment. i 

Convalescent homes are said to be few and far between in 
Sweden. One of those visited was at Norrtuna in a fairly 
modern country mansion, exquisitely furnished, and taking 
26 patients, who normally stay a month. The cost is 12s. 6d. 
a day, to which the patients contribute between 2s. 6d. and 
3s. This hospital belongs to the county council. 

The place at which the visitors assembled was the new 
Dental University at Malm3, the only dental training school 
in South Sweden. It is said to be a magnificent building, 
Government owned and administered. Comment is made on 
the considerable number of young women being trained as 
dentists or chairside assistants. The cost of the building was 
about £7m. and of the equipment approaching £2.5m. There 
are six floors, and the equipment for central reception, pre- 
liminary consultation, oral surgery, prosthetics, operative 
dentistry, and orthodontics is declared to be “ superb in every 
detail.” 


Swedish Medical Practice 


The report includes further observations, mainly gathered 
by the World Medical Association, on Swedish medical prac- 
tice. Sweden is divided into about 450 districts, each with a 
public health medical officer employed on a full-time basis 
and paid a salary by the State. His duties are very much the 
same as those of such an officer in the United Kingdom 
except that he is permitted to treat sick persons at his surgery 
or in the home and to make a small charge in accordance 
with an official schedule, though in the cities the scheduled 
fees may be charged only to persons in municipal employ- 
ment and those who cannot afford private fees. 

The central Government maintains university hospitals, 
two large general hospitals, mental hospitals, and institutions 
for the mentally deficient. Local authorities maintain central 
general hospitals and smaller institutions, hospitals for infec- 
tious diseases and the chronic sick, and sanatoriums, but 
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these local-authority hospitals are subsidized by the Govern- 
ment. Very few hospitals are provided by private enterprise. 
The hospitals are administered by lay boards, which some- 
times include medical members. t> 

The term “consultant” is not used in Sweden. Specialist 
practice is independent of State control, though the specialist 
must possess recognized qualifications and may not announce 
his specialty without permission of the Swedish Medical 
Association. The heads of hospitals and of departments 
are almost always specialists appointed by the Government 
or the local authority. Hospital specialists are usually 
allowed private practice. r 

Health insurance schemes are chiefly administered by 
private sick funds, which receive large subsidies from the 
Government. Membership is voluntary and contributions 
are low. Benefit includes all hospital ‘expenses in public 
wards and two-thirds of private doctors’ fees. The principles 
of free choice of doctor, freedom of prescription, and pro- 
fessional secrecy are observed. - 

General practitioners receive their income direct from 
patients. Sales of practices are governed by the same regula- 
tions as pertain. to other transactions. Many industrial firms 
employ medical officers on a salary or capitation fee basis. 
The statutory medical board which, under the Ministry of 
the Interior, supervises public health administration has in 
preparation a plan which may change the basis of general 
practice. The proposal is that the Government shall pay 
a certain proportion of the doctor’s remuneration, and that 
the fees charged by the doctor directly to the patient shall 
be kept at a low level. The result will be that the doctor 
will become a part-time Civil Servant. It'is an old tradition 
in Sweden that both health and illness are matters of public 
concern. 








GENERAL MEDICAL SERVICES 
- COMMITTEE ` , 

The General Medical Services Committee, which was 
unable to finish its work at its meeting on December 14, 
met again on December 21, with Dr. S. Wanp in the chair. 
A draft model distribution scheme, which it is proposed 
should be issued, with local adaptations, by each executive 
council in its area, after approval by the Ministry of Health, 
was considered in detail and a number of recommenda- 
tions for amendment were made. One point to which the 
Committee drew attention was payment for emergency 
treatment. No provision was made in the model scheme 
for a local medical committee to disallow ‘an emergency 
claim, and it was considered that words should be inserted 
giving the committee such a power—subject to the usual 
safeguards for hearing the practitioner orally or in writing. 

Jt was agreed that in this model scheme all references to 
the amount of the fees for emergency treatments should be 
omitted, with the explanation that it was for each executive 
council, after ‘consultation with the local medical com- 
mittee, to fix its own scale of fees. 


Maternity Payments 


A letter had been received from the National ‘Insurance 
Advisory Committee, of which Sir Will Spens is chair- 
man, inviting an opinion, from the point of view of the 
general practitioner, on the adequacy of .the monetary 
maternity benefits available to women. The Advisory 
Committee is receiving evidence on this subject. The 
G.M.S. Committee’s view was that there should be some 
modification in the payment of maternity benefit when the 
woman was confined in hospital as a National Health Ser- 
vice patient. It was stated by members from various parts 
of the country that hospital beds were increasingly used 


. for normal maternity cases, solely on social and economic 


grounds, to such an extent in some places that midwives 
on the district were left with far too little to do. The 
problem was tied up, not so much with cost as with the 
shortage of nurses and hospital beds, and there was a feel- 


ing that there should be a little less financial encouragement 
in normal cases which went into hospital. A further point 
was that owing to this increasing hospitalization both doctors 
and outside midwives were losing experience. 

It was agreed, with one dissentient, that evidence should 
go forward in this sense, that there should be some differ- 
ence in payment as between the patient who was confined 
at home and the patient who was confined in hospital at 
the expense of the Service. 


Inflation of Lists i 


A long discussion took place on the question of mfa- 
tion of lists, which is one of the matters under discussion 
with the Ministry’of Health. The Ministry is proposing to 
issue a letter on the subject to executive councils, if possible 
early in January. A Middlesex representative said that for 
the past year or more his county had received the same 
amount of money each quarter in spite of the fact that 
some 10,000 more people had come into the area. Although 
there was admittedly a considerable degree of inflation, no 
adjustment had been made for this true increase in the 
number of persons at risk. The Ministry had agreed that 
purging of lists was necessary, but the process of purging 
would take some time, and meanwhile it was obvious that 
one area could not be allowed to be paid on the purged list 
and another on the unpurged list. Therefore some method 
of freezing, not of numbers but of percentages of population, 
was necessary. 

The CHAIRMAN said that the Distribution Committee was 
going to look into this matter, and it would be for that 
body to make a decision. The general principle of freezing 
was approved, but the attention of the Ministry should be 
drawn to anomalies following any substantial true increase 
or decrease of population in an area. The Committee was 


satisfied that whatever percentage an area got out of the - 


pool should continue to be paid, but that there should be 
a larger pool each quarter by reason of population increase. 


Remuneration : The Profession’s Case 


A document was placed before the Committeé setting out 
succinctly the profession’s case on remuneration. It had 
already received the general approval of the executive 
committee of the British Medical Guild, and it was 
proposed that it be sent to every practitioner as soon as 
possible, . 

Other Business 


A statement was made on matters which had been dis- 
cussed by the chairman and other members with the 
Ministry. On the question of appeals against the refusal 
of an executive council to grant basic salary—on which 
the Annual Conference had expressed a strong view—the 
Ministry had agreed to look into the suggestion that as a 
first step the Medical Practices Committee should be con- 
sulted in these cases even if the power to hear appeals were 
not passed over to that body. Subsequently, however, the 
Ministry had declined to meet the point. 

The Ministry had undertaken to look into certain 
questions raised by the Committee in connexion with the 
procedure on change of doctor. On the question of 
remuneration of general practitioners attending cases of 
dental haemorrhage the difficulty appeared to lie in obtain- 
ing Treasury sanction for increasing moneys. It was 
promised that representatives of the Ministry would again 
approach the Treasury, if necessary at the highest level. 


eee ee 
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PUBLIC HEALTH SALARIES 


Committee C of the Whitley Council—that is, the public- 
health committee—will meet on January 25 so that the 
staff and management sides may formally receive the. 
Industrial Court’s award and consider the matters which 
the Court suggested should be the subject of further 
negotiation, a 


` 
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COMPENSATION IN NORTHERN IRELAND 


The following statement has been issued by the Ministry of 
Health and Local Government of Northern Ireland : ` 


The following cfasses of persons are eligible to claim 
compensation for the loss of the right to sell the goodwill of 
the practices concerned: 


{1} Doctors whose names were on the medical list of the 
Northern Ireland General Health Services Board on July 5, 1948, 
and who were practising as principals immediately before that 
date. 

(2) Doctors who retired from practice, or the personal repre- 
sentatives of doctors who died, between the passing of the Act— 
February 4, 1948—and July 5, 1948, and whose practices have not 
been sold in whole or in part. 


The Ministry will endeavour to issue claim forms to all 
e persons believed to be eligible to claim, but if any person 
who considers that he has a title to compensation does’ not 
receive a claim form within fourteen days after the issue 
of this notice he should apply to the Ministry of Health and 
Local Government, Stormont, Belfast, or to the Northern 
Ireland General Health Services Board, 27, Adelaide Street, 
Belfast. 

The statutory time limit for the submission of claims is 
February 28, 1951. The Ministry has a limited power of 
extension in any case where a personal representative of a 
deceased practitioner has not been appointed in time to allow 
of submission by this date. 

December 23, 1950. 


+ 








Correspondence 








General Practitioners and Hospitals 


Sm, —On January 1, 1951, I took up an appointment with 
the Newcastle-upon-Tyne Regional Hospital Board as an 
assistant administrative medical officer specially to establish 
a close liaison between general practitioners and hospitals. 

I would be glad to receive at 79, Hutton Avenue, West 
Hartlepool, Co. Durham, any points that any G.P. considers 
of particular importance in tbis liaison. I am not prepared 
to start a correspondence with anyone òn this topic, but will 
be very glad of opinions on what is best to be done.— 
I am, etc., - 
' J. A. MCKEON. 


Distinction Awards 


See Chneatiletions to Dr. C. W. Shepherd (Supplement, 
December 30, p. 263) on voicing the sentiments of so many 
of us. ‘To use his descriptive word, this scheme stank from 
its conception, and that is why Dr. F. M. R. Walshe and 
other distinguished medical men refused to be associated 
with such a doubtful procedure. Apart from its unpleasant 
secrecy, the gross injustice to the general practitioners should 
have killed it at birth. Nothing could have been more 
effective in splitting the profession than this wedge which the 
Minister, in connivance with others, has driven between the 
consultants and the ‘general practitioners. 

The latest treatment of the registrars has surely brought 
medicine in the N.HLS. to an all-time rock bottom. It will 
be interesting to see how the favoured part-time consultants 
react to the plight of these men.—I am, etc., 

London, N.W.3. H. V. Deakin 


Public Health Salaries 


Sm,—How ironical that after protracted frustration, 
negotiation, and finally arbitration the pathetically inade- 
quate salary scales for public health medical officers should 
be announced at this, the festive season. “ Merry Christ- 
mas |” said Scrooge, “ What right have you to be merry ? 
What reason have you to be merry ? Yov’re poor enough.” 

The revised scale for assistant medical officers is, to say 
the least, an insult and a travesty of justice, and, if it is 
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supposed to be linked to Spens, I fai] to see it. Was it for 
this pittance that I, in common with others, after demobiliza- 
tion from, the Services, sacrificed a year's income to take the - 
D.P.H. and a further year as 1esident medical officer in a 
sanatorium ? 

It is useless to .blind oneself to the fact that the vast 
majority of medical officers in the public health service are 
employed in the assistant grade and that the opportunities 
for advancement are limited. Are we then to be condemned 
to a maximum which is £600 less than the S.H.M.O. grading, 
which was the minimum status conferred on our erstwhile 
colleagues taken over by the N.H.S. ? 

Iam only too well aware that the decision of the Industrial 
Court must be accepted—but not, I sincerely hope, without 
strong protest by the B.M.A. at the highest level. I shall 
be interested to discover the views of my colleagues and 
any explanation: which our appointed representatives can 
offer.—I am, etc., z 

ASSISTANT MEDICAL OFFICER. 








Association Notices. 


VISITS OVERSEAS 


Dr. E. Grey Turner, Assistant Secretary, will visit the 
following Branches of the Association on the dates stated: 


Gibraltar .. od Ra ae March 1 
Egyptian .. es a a March 6 
Sudan a s RS ss March 8 
Aden es vi si March 11 
Egyptan .. ys a Ša March 14 
Mesopotamian .. See fu March 17 
Palestine .. ws March 24 
Cyprus ik s3 March 26 
Malta š April 1 


Diary of Central Meetings 
JANUARY 


9 Tues. Amending Acts Committee, 2 p.m. 

10 Wed. Chairman’s Advisory Subcommittee, 2 p.m. 

10 Wed Finance Co ee, 2 p.m, 

10 Wed. Film Catalogue Subcommittee, 4 p.m 

11 Thurs Caml e Consultants and Specialists “Committee, 
12 Fri Ophthalmic Group Committee, 2 p.m. 


i British Medical Gulld Meetings to be Held 


West Sussex.—At Court Room Town Hall, Worthing, 
Sunday, January 14, 3 p.m., meeting of all medical ‘practitioners 
in the area to establish a Committee of the Guild, and hear an 
address by Dr. D. P. Stevenson (Deputy Secretary, B.M.A.), 


Branch and Division Meetings to be Held 
CHELSEA En FULHAM Division.—At Chenil Galleries, Chelsea 


Town Hall, kings Road, London, S.W., Monday, January 8, 
8.30 p.m., BM Lecture by Dr. C, H. C. Toussaint: “The 
Pathogenesis, Diagnosis, and Management of Early Phthisis” 
To be illustrated by lantern slides and x-ray films. discussion 
will follow. 

GUILDFORD Drvision.—At St. Lukes Hospital, Guildford, 
Tuesday, January 9, 8.30 p.m., Medical F. : (1) "The Treat- 
ment of a Normal Breech Presentation ” ; () “s Management of 


Normal Labour,” by Dame Louise Melifoy wien “ Labour with 
Uniovular Twins,” by Professor H. Beckwi tehouse 

Henpon Diviston.—At Hendon Hall Hotel, Ashley Lane, 
London, N.W., Tuesday, January 9, 8.30 p.m., Dr. C. J. C. 
Britton : “ Allergy.” 

MONMOUTHSHIRE Drvision.—At St. Mellons County Club 
(Club entranoe), Thursday, January il 8 for 8.30 p.m., dinner 
meeting. Address by Lard Horder: “ Medicine and the Welfare 
sialo, ”»” Members are invited to ee their wives or other guests 


OCHESTER, THAM, veg dee Division.—At 

St. Bartholomew's Hospital, Rochester ursday, January 11, 

8.30 p.m., lecture by Dr. G nias Advances in 
Chemotherapy." 

SourH Essex Drvision.—At Nurses’ Lecture Theatre, Old- 

- church Hospital, Romford, Friday, January 12, 9 p.m., fecture 


by Dr. S. Locket: “ Some Drugs, New and Old, and “Their Value 
in Clinical Medicine Today.’ 
SWANSEA Drvision.—At orriston Hospital, Swansea, Thurs- 
day, January 11; 8 p.m., clinical meeting. 
UNBRIDOE Waris Drvision.—At Kent and Sussex Hos ital, 
Deanegday, January 10, 8.30 p.m., Professor J. H. Burn: “ New 
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CENTRAL CONSULTANTS AND SPECIALISTS COMMITTEE (SCOTLAND) 
ANNUAL REPORT, 1949-50 


1. Membership 


Membership of the Central Consultants and Specialists 
Committee (Scotland) for the session 1949-50 was as follows: 


Member of Consultants and Specialists Standing Committee 


Appointed by Grouped Scottish Representatives, —Dr. A. Smith, 
East Kilbride. 

Members appointed by the Scottish Committee (4)—Dr. 1. D. 
Grant, Glasgow; Dr. I. Simson Hall, Edinburgh (chairman); 
Dr J. G. M. Hamilton, Edinburgh; Dr. A. Scott, Ayr. 

Members Engaged Exclusively or Predominantly in Consultant 
and Specialist Practice Appointed by Each of the Regional C. and 
S. Committees in the Following Proportions: 

Western Region (7)—Mr. Enc Gerstenberg, Glasgow; 
Mr G J. Cleland, Mauchline; Dr. J. Gibson Graham, Glasgow; 
Dr. A. Smith, East Kilbride; Dr. Hector MacLennan, eae 
Mr. T. Murray Newton, Glasgow (deputy chairman); Mr. W 
Mack, Glasgow 

South-eastern Region (4).—Mr. 
burgh; Dr W Card, Edinburgh; Dr. J. B. King, Edinburgh; 
Dr. C. W. Graham, Edinburgh. 

Northern Region (2)-—Mr. Hugh Miller, Inverness ; Dr. A. R. 
Wilson, Inyerness 

North-eastern Region (2). ~—Dr A. Lyall, Aberdeen ; Me. N. J. 
Logie, Aberdeen. 

Eastern Region (2)—Dr. R. P. Mathers, Dundee; Dr. I. D 
Easton, Glencarse. 

1 Member (or his Deputy) Appointed by Each of the Scottish 
Medical Corporations: 

Royal College of Physicians, Edinburgh —Dr. W. D. D. Small, 
Edinburgh; deputy, Dr. Ian Hill, Edinburgh. 


Royal College of Surgeons, Edinburgh —Dr. G. Ewart Martin, 


‘Edinburgh, ard subsequently Mr. Leslie Stewart, Edinburgh. 

Royal Faculty of Physicians and Surgeons, Glasgow —Dr. J. H. 
Wright, Glasgow; deputy, Dr. Archibald L, Goodall, Glasgow. 

1 Member (or hus Deputy) Appointed by the Royal College 
of Obstetricians and Gynaecologists (Scottish Committee) — 
Dr. Dougias Miller, Edinburgh. 

I Member (or his Deputy) Appointed by the Medical Faculties 
of the Scottish Universities: 

Edinburgh.—Professor G, H. Percival, Edinburgh; deputy, 
Mr. G. I. Scott, Edinburgh. 

Glasgow -—-Professor L. J. Davies, Glasgow; deputy, Dr. J. B. 
Rennie, Glasgow 

St. Andiews-—-Professor R. B Hunter, Dundee; deputy, Pro- 
fessor W. J. Tulloch, Dundee. 

Aberdeen.—Professor John Cruickshank, Aberdeen; deputy, 
Professor John Craig, Aberdeen. 


W. A. D. Adamson, Edin- “ 


1 Member (or his Deputy) Appointed by the R.M P.A. (Scottish 
Division) —Dr. W. M. McAlister, Bangour; deputy, Dr. E. J. C. 
Hewitt, Rosslyn Castle. 

I Member {or his Deputy) Appointed by the Scottish Branch of 
the Society of Medical Officers of Health—Dr. Stuart I. Laidlaw, 
Glasgow; deputy, Dr. J. Riddell, Edinburgh. 

1 Member (or his Deputy) Appointed by the Medical Superin- 
tendents’ Society (Scotland).—Dr. Loudon MacQueen, Glasgow. 

Co-opted Members. —Dr. John Marshall, Glasgow’ Dr. George 
J. Summers, Edinburgh : 


2. Meetings of Committee 
The main Committee met on four occasions during the 
session, the average attendance being 21. 


3. Meetings of Subcommittees 

Chairman's Subcommittee —This subcommittee, which deals 
with matters requiring attention in the intervals between meetings 
of the main Committee, met on three occasions. 

Joint Tuberculosis Subcommittee—Following discussion in 
June, 1949, between the Central Consultants and Specialists Com- 
mittee (Scotland) and the Tuberculosis Society of Scotland, it 
was decided to set up a joint committee to investigate and report 
on the effect of the introduction of the National Health Service 
on the tuberculosis service generally, with particular reference to 


* the question of specialists within that service. This special com- 


mittee met 17 times and drew up the report which was published 
in the British Medical Journal of July 8, 1950, 

Ophthalmic Services Subcommittee. This subcommittte held 
six meetings and had one interview with representatives of the 
Department of Health for Scotland. During the course of the 
session a new constitution for the subcommittee was agreed upon 
and the members are now elected according to this constitution. 

Joint Subcommittee with the General Medical Services Sub- 
committee (Scotland)——This committee was formed jointly with 
the GM.S. Subcommittee (Scotland) to investigate and report 
on the position of general practitioners working in hospitals, and 
bas met three times. X 

4. Joint Committee for Consultants and Specialists 
(Scotland) 

This committee was appointed as the counterpart in 
Scotland of the U.K. Joint Committee to represent the views 
of the consultants and specialists to the Department of 
Health for Scotland on matters concerning consultants and 
specialists, it being left to the committee to decide what 
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business it should delegate to the appropriate constituent 
bodies. The committee-works ın close liaison with the U.K. 


Joint Committee regarding matters of national interest, but. 


negotiates direct with the Department of Health and the 
Secretary of State for Scotland regarding purely Scottish 
matters. The Central Consultants and Specialists Committee 
(Scotland) has four representatives on the Scottish Joint 
Committee, the other seven members of the committee being 
two representatives each from the Royal Scottish Medical 
Corporations and one from the Royal College of Obstet- 
ricians and Gynaecologists (Scottish Committee), 

The Scottish Joint Committee has met on five occasions 
and has had four interviews with the representatives of the 
Department of Health for Scotland, at which items specifi- 
cally affecting consultants and specialists in Scotland have 
Deen discussed. : 

l ‘ 
5. Status of Regional Consultants and Specialists Committee 


Following representations from the Central Consultants 
and Specialists Committee (Scotland) and the Scottish Joint 
Committee, the Department of Health has on two occasions 
issued instructions to the regional hospital boards to the 
effect that they should make use of the specialized knowledge 


,of the Regional Consultants and Specialists Committees , 


when considering matters affecting the specialist service. 
The relevant extracts from the cirtulars issued by the 
Department are as follows: 


December, 1948 (R.H.B. (S) (48) 34).—**. . . The board may 
find it helpful to consult with the appropriate Regional Con- 
sultants and Specialists (including Hospitals) Committee recently 
set up by the Briush Medical Association (Scottish Branch). 
This body is largely composed of consultants and specialists with 
a few members representative of the general practitioners, the 
medical officers of health, and the medical superintendents of 
hospitals in the region. Its main function 1s to represent the 
views of the profession on the hospital and specialist 
services... .” 

December, 1949 —". . The Secretary of State thinks it desir- 
able that for this reason, and generally, it would be an advantage 
for regional hospital boards to consult freely with the Regional 
Consultants and Specialists Committee on all general questions 
affecting. the specialist service. The board will recall that in 
Memorandum R.H B. (S) (48) 34 they were invited to consult 
with these bodies when setting up their review committees and 
in carrying out the reorganization of the specialist services and 
the grading of hospital medica] staff. It is the Secretary of State’s 
wish that this contact should be maintained during the process 
of developing the comprehensive specialist service which it is his 
duty to provide. While the board are, and must remam, solely 
responsible to the Secretary of State for the provision of the 


CONSULTANTS AND SPECIALISTS IN SCOTLAND 


- certain consultant appointments on a whole-time basis. 


specialist services in their area, the Secretary of State is confident’ 


that they will recognize the advantages of making use of the 
expert advice which such a representative body can offer.” 


, 


6. Financing of Regional Consultants and Specialists 
Committees 


The British Medical Association, having undertaken to 
defray the clerical and administrative expenses of Regional 
‘Consultants and Specialists Committees, the problem arose 
of meeting the travelling and subsistence expenses of 
members of the committees. After full discussion of the 
question and after consultation with the Regional Com- 
mittees themselves it was agreed that a levy of Is. should be 
deducted in respect of each complete £100 from the 
romuneration of all consultants and specialists in Scotland 
of the grades of S.H.M.O. and consultant. This levy is, of 
course, only deducted with the full consent of individual 
‘consultants, and each consultant should have been asked to 
sign a form of mandate authorizing the deduction. The 
regional hospital boards have kindly agreed to arrange for 
this deduction to be made from the remuneration of con- 
sultants who have indicated their willingness to contribute 
to the levy. The total levy thus collected is forwarded to 
the Central Consultants and Specialists Committee (Scotland) 
by the various regional hospital boards. The consultants 
throughout Scotland have to date contributed a total of 
£362 14s. 10d. to defray the expenses of their representatives 
on the Regional Committees. 


7. Medical Whitley Council 


The Committee was considerably exercised on account of 
the fact that, although arrangements wefe going ahead for 
the ‘Whitley Council machinery to become operative, no 
mention had been made of the appointment of Scottish Com- 
mittees parallel to Committees A, B, and C. It was known 
that on the U.K. Committee B the Joint Committee for 
Consultants and Specialists was acting as the staff side. The | 
Scottish Central Consultants and Specialists Committee’ 
therefore considered it was reasonable to suggest that the 
Joint Committee for Consultants and Specialists (Scotland) 
would be the appropriate, body to represent the Scottish 
consultants on any equivalent committee which may require 
to be set up under the Scottish Advisory Committee of thi 
Whitley Council. , 


'8. Special Distinction Awards 


Discussion of the clause in the Terms and Conditions 
of Service for Hospital Medical and Dental Staff regarding 
special distinction awards appeared to indicate that there 
existed considerable misgiving concerning these awards and 
particularly as to the procedure,to be used in distributing 
them. In view of this, the matter was once more referred to’ 
the Regional Committees for an expression of opinion. The 
replies from all the regions proved that the general view was 
that the introduction of special merit awards should be 
agreed to in principle. This opinion was therefore trans- 
mitted to the Central Consultants and Specialists Committee. 


` 9. Whole-time Consultant Appointments 


‘The Committee’s attention was drawn to the fact that 
some regional hospital boards were proposing to make 
In 
some instances these appomtments had previously been held 
on a part-time basis and consultants holding the posts did 
not desire to become whole-time employees under the N.H.S. 
The Committee considered that this policy, if pursued, would 
inevitably lead to junior and less experienced men being 
appointed to senior posts in hospitals, It also appeared to 
the Committee that this policy was contrary to the provision 
of Section 12 of the National Health Service (Amendment) 
Act, 1949 (regulations not to require specialists to be 
employed whole-time). It was therefore resolved to request 
the. Scottish Joint Committee to express to the Department 
of Health the Cominittee’s grave concern over the tendency 
of certain regional hospital boards to appoint whole-time 
officers in charge of hospital departments where these 
appointments had hitherto been held by senior consultants 
on a patt-time basis. j 

At a meeting between the Scottish Joint Committee and 
representatives of the Department of Health the Depart- 
ment’s representatives stated categorically that it was no part 
of the Department's policy to eliminate private practice. 

Under the Act a great deal of autondmy had been vested in 
the regional hospital boards, which were largely free, within 
the general policy laid down by the Department, to admin- 
ister the Service as they thought best. If. however, the 
Department had reason to believe that a particular regional 
hospital board was acting contrary to any basic point of 
policy, then the Department could and would take appro- 
priate action. There were, however, circumstances in which ° 
a whole-time appointment was justified and desirable. They 
agreed, however, that the question of whether an appointment 
should be whole- or part-time should be discussed with 
representatives of the consultants in the regions. 

‘The Department then undertook to bring to the attention 
of regional hospital boards the advantages of full consulta- 
tion with appropriate specialist opinion through the medium 
of the Regional Consultants and Specialists Committees 
before decisions were taken to create new anpointments or 
alter the status of old ones. A letter to this effect was subse- 
quently issued ‘to all regional hospital boards by the 
Department on December 20, 1949 (see para. 5). 
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10, Relative Value of Higher Qualifications of England and 
Scotland 


The South-eastern Registrars’ Association drew the Com- 
mittee’s attention to the fact that many hospital authonties 
in England and Wales, when advertising vacant hospital 
appointments, are stipulating that applicants must hold 
English higher qualifications. This proviso debars practi- 
tioners with Scottish higher qualifications from applying for 
the appointments, and it is felt that the stipulation has the 
effect of lowering the value of the Scottish qualifications. 
The Committee considered that this position was most 
unsatisfactory and that action to rectify it should be taken 
by the profession in Scotland. In the view of-the Committee 
the necessary action can best be taken by the Scottish Royal 
Medical Corporations through their representatives on the, 
U.K. Joint Committee for Consultants and Specialists, and 
the problem has therefore been submitted to the Corpora- 
tions for any action they consider to be desirable. 


11. Period of Notice to be Given by Hospital Staff before 
Leaving thé Service of a Regional Hospital Board 


Following a suggestion from the Department of Health 
that hospital medical staff should be required to give a 
reasonable period of notice to regional hospital boards when 
they intended to leave the employment of the board, “the 
Committee agreed that hospital medical staff should be 
required to give three months’ notice to the board. This 
provision brings the hospital medical staffs into line with 

ythe general practitioners, who have to give three months’ 
notice of resignation-to an executive council. 

Unintelligent interpretation of the Department’s instruc- 
tions in this matter by certain regional hospital board staffs 
gave rise to some temporary annoyance, when several con- 
sultants were informed that their contracts would be termin- 
able at three months’ notice on either side. This error, 
however, was quickly corrected. 


12. Medical Superintendents in Scotland under the National 
Health Service 


Despite the strong case put forward by the Committee for 
a betterment of the salary scale for medical superintendents 
in Scotland and its sympathetic reception by the Department 
of Health, the Government’s statement on personal incomes 
almost completely obstructed progress towards a favour- 
able settlement. Eventually the Department announced that 
it could proceed no further in independent discussions with 
the Treasury on this matter. and that future discussions in 
connexion with the remuneration of medical superintendents 
in Scotland would have to be referred to the Whitley 
Council. In order, therefore, that some scale of salary, 
however unsatisfactory to the medical superintendents, 
should be introduced in Scotland, the Department produced 
R.H.B. (S) (50) 12. This memorandum was. discussed fully 
by the Department representatives with the Scottish Joint 
Committee before it was published. The Scottish Joint Com- 
mittee indicated that the salary scales proposed were con- 
sidered to be inadequate and that representations through the 
Whitley Council machinery would certainly be made for 
their alteration. Meantime the Committee raiged no objec- 
tion to the Department issuing, on its own responsibility, the 
memorandum promulgating the scales of salary to be paid to 


medical superintendents in Scotland. The following scale of | 


salary is therefore now in operation: 

@) Medical Superintendent.—Where the group of hospitals is 
rated at over 30 points: £1,400 by £50 to £1,750. Where the 
group is rated under 30 points: £1,240 by £35 to £1,450. 

GD Assistant Medical Superintendent —Where a medical officer 
is appointed as assistant medical superintendent of a group or if 
charge of a particular hospital in a group: £950 by £30 to £1,100. 


13. Administrative Medical Officers of Regional Hospital 
: Boards 
Following representations from the administrative medical 
‘officers of the regional hospital boards in Scotland that they 
should be included within any negotiating machinery set up 
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for the hospital staffs in Scotland, the Central Consultants 
and Specialists Committee (Scotland) asked the Scottish Joint 
Committee to take up this matter with the Department of 
Health for Scotland. This question was therefore discussed 
at a meeting between-the-Scottish Joirft Committee and repre- 
sentatives of the Department of Health. 

At the interview it was stated categorically by the Depart- 
ment’s representatives that they were not in a ‘position to 
discuss this problem, which was one which would be dealt 
with by Whitley Council machinery. The Scottish Joint 
Committee then asked if the administrative medical officers 
in Scotland could be placed in Committee B of the Func- 
tional Council of the Whitley Council.. It was understood 
by the Joint Committee that in England it was proposed that 
they should be included in Committee C (local-authority 
officers). They, however, felt strongly that administrative 
medical officers, as regional hospital board employees, should 
be treated as hospital medical staff and included under the 
heading of “consultants and specialists.” The Department 
agreed that special circumstances pertaining in Scotland 
justified the inclusion of the administrative medical officers 
within Committee B for the purpose of negotiations. 


14. Position of General Practitioners in Hospitals under the 
National Health Service 


During the past year the position of general practitioners 
in relation to hospital work has’ become increasingly a 
matter of concern as it has come to be realized that, if 
present trends continue, general practitioners may eventu- 
ally be excluded from any form of employment in hospi- 
tals. The Central Consultants and Specialists Committee’ 
(Scotland) and the General Medical Services Subcommittee 
(Scotland) therefore formed a joint subcommittee to investi- 
gate and report on this problem. This matter had also 
been referred by the Secretary of State to the Scottish Health 
Services Council, and.the joint subcommittee was invited 
to give evidence, written and oral, before a special com- 
mittee of three of the Standing Advisory Committees of 
the Council set up to consider the relationship of the 
general practitioner to the hospital and specialist services. 
- Following the submission of an interim report, the joint 
subcommittee hag been asked by the Health Services 
Council to amplify its report on certain ‘specific points. 
These were concerned with the extent of the employment 
of general: practitioners in a specialist capacity in hospitals 
the availability of the hospital laboratory services to the 
general practitioner, accommodation-in cottage hospitals 
for the treatment of their own patients by general practi- 
tioners, and the methods to be used to ensure that general 
practitioners are kept in touch with the consultants on the 
hospital staffs in the area and the general developments in 
medicine and surgery. ` 

The subcommittee has considered all these points, and 
its final report will be submitted to their parent com- 
mittees before being forwarded to the Secretary of State 
for Scotland. s ‘ ; 


Š 


15. Position of Laboratory Staff under the National Health 
Service E 


The Committee’s attention was drawn to the unsatisfactory 
position of many members of laboratory staffs, especially 
in the‘ South-eastern Region. It was shown that, because 
of the arrangement whereby the university was responsible 
for providing pathological services for the region, the labora- 
tory staff were employees of the university and were accord- 
ingly paid at the university’s scale of salary. A consultant 
pathologist in the National Health Service could attain to 
a maximum salary of £2,750, whereas in university employ- 
ment the maximum permitted salary to a lecturer would 
be £1,750. : 

This disparity in remuneration was causing much dis- 
satisfaction, and already certain members of the Edin- 
burgh University pathological staff had resigned. Apart 
altogether from the remuneration issue, the absence 
of a pathologist definitely appointed to a hospital with 
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consequent continuity of service was unsatisfactory from the 
point of view of the clinician. . Furthermore, the primary 
functions of a university laboratory staff were teaching and 
research, but owing to the amount of routine reporting 
work required of the*staff they had no time to carry out 
research work. If the universities were to be the only 
employing body for pathologists private laboratory, work 
would become extinct. 

The Committee felt, therefore, that there should be dual 
appointments, part- -time to the university and part-time to 
the hospital service, with remuneration in proportion to the 
time spent in the two services. If this was impracticable, 
the university salary should be approximated to that of the 
regional hospital boards for consultants of similar status 
and responsibility, and honorary appointments made where 
appropriate. 

*Following representations on the above lines to the Scot- 
tish Joint Committee, this matter was raised with the Depart- 
ment of Health. Subsequent to a very full discussion of 
the problem the Department’s representatives agreed that 
the present position was' most unsatisfactory and under- 
took to discuss the whole situation with the regional hospital 
boards. 


16. The Tuberculosis Service in Scotland under the National 
Health Service 


The joint subcommittee set up by the Central Consultants 
and Specialists Committee (Scotland) and the Tuberculosis 
Society of Scotland, in preparing its report, considered the 
trend of development of the tuberculosis service, and, in 
association with this, the number of hospital beds which 
would be required for an optimum service, and the staff 
establishment which would be necessary to operate such 
an optimum service. Consideration was also given to the 
training appropriate for specialists in the tuberculosis ser- 
vice and the relationship of these specialists to the medical 
officers of health. The subcommittee prolonged its dis- 
cussions in order to consider the problems inherent in the 
present situation in the management and control of tubercu- 
losis in Scotland, and made a number of suggestions as to 
how this crisis might be overcome. The final report was. 
published in the British Medical Jounal, July 8, 1950, and 
reprints are ‘available at the Scottish House of the B.M.A. 


17. Registrars and Domiciliary Consultations 


The Committee’s attention was drawn to the fact that 
certain registrars had been asked,-in their contracts with 
the regional hospital board, to undertake domiciliary con- 
sultations. This matter was accoidingly taken up with 
the Department of Health and an assurance received that 
it is. not the Department’s intention that registrars should 
be under contract to carry out domiciliary consultations and 
that an error had been made in the contracts in question. 

There 1s, of course, no objection to a registrar taking part, 
for training purposes, in a domiciliary consultation with a 
consultant, provided that this arrangement is left to the 
discretion of the consultant concerned. 

\ P 
18. Retrospective Payment of Registrars 


Early in the year the Committee was informed that many 
officers who had been employed on*the same work since 
July, 1948, had been offered contracts as registrars’ but 
informed that their retrospective payment would be at the 
junior hospital medical officer’s rate of remuneration. This 
question was therefore discussed with the Department of 
Health, which stated that the policy it had adopted was that, 
where a man had been holding a substantive post—i.e., a 
post necessarily part of the establishment of the hospital— 
and now obtained a registrar appointment in the same 
department, retrospective adjustment of his remuneration 
should be made ag though the present terms and conditions 
’ of service had been in operation during the period of his! 
tenure of the post. Where, on the other hand, the doctor 
now appointed to a registrar post had previously held a 
Class III appointment, which was essentially a super- 


t 


numerary one to sata blishment, and therefore primarily held 
for the benefit of the doctor concerned, retrospective pay- 
ment on this basis would not be justified. 

The Committee agreed with the Department’s decision,. 
which it considered to be an equitable solution to the 
problem of retrospective payment. 


19. Hospital Staffs—Charges for Emoluments for Staffs 


The attention .of the Committee was drawn to the instruc- 
tions issued by the regional hospital boards regarding charges 
for emoluments to hospital’ staffs and the retrospective pay- 
ment thereof. It was understood that these charges had been 
decided upon by the Chairman’s Committee of the regional 
hospital boards and not by the Department of Health. It 
was reported to the Committee that many members of . 
hospital staffs would have to repay considerable sums of 
money if the charges were made retrospective, and this fact 
was causing anxiety among the staff concerned. It was, 
however, also stated that many boards of management were 
declining to deduct retrospective payment for emoluments 
and were taking up the matter with their regional hospital 
boards. In view of this the Committee decided to await 
further information regarding the implementation or other-° 
wise of the instruction before taking any definite action in 
the, matter: 


20. The Permanent Eye Service under the National Health 
Service 


The Ophthalmic Services Subcommittee has discussed with 
the Department of Health the proposals for setting up a 
permanent eye service under the National Health Service. 
These proposals have to be worked out on a long-term pro- 
gramme, as there are not sufficient ophthalmologists or 
opticians at present to provide such a service. The sub- 
committee emphasized that in a satisfactory permanent 
service the work of the optical staff must be recognized to be 
ancillary and carried out under the direction of the ophthal- 
mological staff. In the view of the subcommittee it will be 
very difficult to introduce a really efficient permanent cye 
service for at least five to ten years. 


21. The School Eye Service under the National Health 
i Service 


The Ophthalmic Services Subcommittee had a long discus- 
sion with thé Department of Health on the- implications of 
paragraph 4 of R.H.B. (S) (49) 20 on the school eye service 
under the permanent eye service. The subcommittee 
unanimously agreed that the proposed arrangement whereby 
the bulk of sight-testing of school-children was to be carried 
out by ophthalmic opticians was contrary to expressed 


' ophthalmological opinion and policy. © ` 


Following this discussion the Department issued an amend- 

ent to their circular making it clear that the initial exam- 
ination of the school-child is to be carried out by an ophthal- 
mologist. The optician will be responsible, under the super- 
vision of the ophthalmologist, for thé dispensing of 
spectacles when required, including fitting and adjusting. and 
can undertake such refraction work as may be delegated to 
him by the ophthalmologist. 


2. Basic Ophthalmic Equipment Required for a Hospital 
Eye Department 

At the request of the Department of Health for Scotland, 
the Ophthalmic Services Subcommittee submitted a list of 
ophthalmic equipment which it considered would be required’ 
as a minimum for a hospital eye department consisting of a 
unit of six members of staff under the permanent eye service 
of the National Health Service. This list was accepted by 
the Department. 


23. Certification of Blindness 


It has always been the opinion of the Scottish ophthalmo- 
logists that 1t was highly important to secure standardization 
of certification and co-ordination in the prevention and cure 
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of blindness. For this reason special arrangements had been 
‘established in Scotland for the certification of blindness, and 
this was carried out in special clinics. During the discussions 


of the Scottish Negotiating Committee with the Department , 


of Health prior to the introduction of the National Health 
Seryice the Ophthalmic Services Subcommittee of the 
Scottish Negotiating Committee urged that these arrange- 
ments should not be altered. i 

Recently, however; the attention of the Ophthalmic 
Services Subcommittee of the Central Consultants and 
Specialists Committee (Scotland) was drawn to the tendency 
to decentralıze this work. This was being done at the- 
request of local authorities for the greater convenience of the 
individual patients concerned. 

The subcommittee was, however, strongly of opinion that 
only by retaining a few central boards could the required 


. standard of uniformity of certification be maintained. This 
opinion: was- accordingly transmitted to the Department of 


Health, and it was agreed that, where necessary, regional 
hospital boards would be ‘advised against permitting decen- 
tralization’ of the certification boards. 


24. Public Health Medical Officers Employed by Regional 
Hospital, Boards 


The Public Health Subcommittee of, the Scottish Com- 
mittee of the B.M.A. requested the Central Consultants 
and Specialists Committee (Scotland) to consider the ques- 
tion of the ‘status and grading of medical officers in ‘the 
public health service in Scotland who undertake duties for 


a regional hospital board. The Committee agreed with the 


contention of the Public Health Subcommittee that when a 
medical officer of health carries out clinical work for a 
regional hospital board he should be paid for it at the rate 
appropriate to his grading in the hospital and specialist 
service. It is understood that the subject of dual appoint- 
ments has been. referred to the Medical Functional Council. 
of the Whitley Council. 


25, Senior Hospital Medical Officer Advertisements from 


Scottish Regional Hospital Boards 


During the course of the session the Committee discussed 
at\length the policy of the Council of the B.M.A. that 


pending the final settlement of the ‘terms of service for > fo the treatment of normal cases and that there was conse- 


hospital medical staff ‘the Editor of the British Medical 
Journal be requested not to accept for , publication any 
advertisement of a hospital appointment involving specialist 
duties which directly or by-implication offers the possibility 
that the successful applicant might be graded as a senior 
hospital medical officer.” 

The Committee agreed that it was difficult to reconcile 
this advertisement procedure with the Committee’s policy 
of fostering liaison between the regional committees and 
the regional hospital boards. ‘It was therefore suggested 


that the difficulty might be met by making it a condition ` 


of acceptance Of any advertisement for a S:H.M.O. post 
in Scotland that it be approved by the Regional Consultants 


‘and Specialists Committee concerned as being a post not 


involving consultant duties. No final décision on this matter 
had.’ however, been taken when it was announced that a 
decision ‘regarding the S.H.M.O. grade was imminent. It 
was therefore decided to suspend any further, action 
regarding the advertisement policy. ` 


26. Payment`of Lectures to Nea 


This matter was originally discussed with the Department 
of Health in ‘April, 1949, when the attention of the Depart- 
ment’s representatives was drawn to the-fact that in certain 
instances the fee paid to Jecturers had been reduced during: 
the course of the series of lectures without any prior notifica- 
tion. 


series of lectures remained, however, at £1. The Depart- 
ment suggested that the setting up of the new training bodies 
under the Nurses (Scotland) Act, 1949, would afford another 
opportunity to, the profession to discuss the adequacy of 
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this fee.’ The Committee therefore agreed to await the 
setting’ up of these bodies before pursuing’ this matter 
further. 

However, information was received that various boards. 
of management in England were paying sums varying from 
1 to 5 guineas to lecturers,/and it was considered that the 
Committee should make application now for a review of 
the remuneration of lecturers in Scotland. The matter is. 
therefore still under active consideration by the Committee. 


127. Restriction of Hospital and Specialist Services to 
. Particular Regions - 

As there appeared to be some doubt whether patients. 
in one area could be referred to a hospital in another area 
this problem was referred’ to the Department of Health. 
The following extract from a communication from éhe 
Department makes it quite clear that the region, as.such, 
is primarily a convenient administrative unit and there is 
no restriction in transferring patients from one region to. 
another, 

“ (2) The area of the regional board is the area within which ` 
the board are responsible (i) for the administration of the 
hospitals and similar’ institutions located in it, and (ii) for the 
provision of hospital and specialist services for’ the people in the 
area. The region, therefore, is primarily a convenient administra- 
tive unit. The boundaries do not in’ themselves, however, imply 
any restriction (g) on the admission of a patient from one region 


~'to a hospital in another, (b) on the provision of consultant 


services from ‘one region for a patient in another, or (c) on pro- 
vision for undergraduate ,or postgraduate medical teaching of 
students front one university being made jn a hospital in a region 
associated with another university. Such arrangements can be, 
made either generally between two regional hospital boards or in 
a particular case under (a) or ) ae the patient and the 
appropriate hospital authority.’” ; 


3 ` 28. Grade 2 Hospitals 

The Western Regional Hospital Board has classified the 
maternity hospitals in its region into three grades. In this 
connexion the question has been raised of the recognition 
of service in Grade 2 maternity hospitals as qualification 
for training forthe M.R.C.O.G. It was-pointed out that 
the difficulty in recognizing Grade 2 hospitals for training 
purposes was that~these hospitals were devoted in the main 


quently not available a sufficient volume of material for the 
training. of prospective candidates in abnormal and emer-. 
gency conditions. It was suggested that a ‘possible solution 
might be the integration of staff between Grade 2 and 
Grade 1 hospitals for training purposes. The Committee 
agreed, howevet, that it would be best to obtain the opinion 
of the Scottish Branch .of the Royal College of Gynaeco-~ 
logists and Obstetricians, and this opinion is now awaited. 


29. Reception. and Welfare of Hospital In-patlents 


At the invitation of the Scottish Committee of. the B.M.A, _ 


the Committee appointed a representative to serve on a 
subcommittee which has been set up to prepare evidence on 
the reception and welfare of in-patients in hospitals, Writter 
evidence-has now been’ prepared and has been submitted to 
a special subcommittee of the Standing Advisory Committee 
on Hospital and Specialist Services. It is expected that the 
subcommittee will be asked to amplify this evidence orally. 
. C , 
TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade ‘uniom 
or other organization: ' 
County Council—Durham. f 
Metropolitan Borough' Councils. —Bethnal Greet Ful~ ’ 
ham, Hackney, Hammersmith, Poplar; Southwark, Stoke 
Newington. 
Non-County Borough Councils.—Crewe, Dartford. 
Urban District Councils-—Denton, Droylsden, Houghton- 
le-Spring, avon Rey 
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THE G.M.S. COMMITTEE MEETS. 
THE M.P.U. 


At a meeting of the General Medical Services Committee 
held on December 14, 1950, a report of which appeared 
in the Supplement of, December 30, 1950 (p. 259), a deputa- 
tion representing the Medical Practitioners Union attended 
to discuss co-operation between the Union and the G.M.S. 
Committee. The deputation consisted of Dr. M. Beddow 
Bayly (president), Dr. I. M. MacAlister (vice-president), and 
Dr. Bruce Cardew (general secretary). 

Dr. BayLy began by saying that the deputation had come 
in no spirit of hostile criticism. The aim and object of 
everyone present was to secure better conditions of work 
and livelihood and remuneration for general .practitioners. 
The M.P.U. felt that it bad serious and perhaps valuable 
contributions to make on ways and means of achieving their 
mutual object. They might differ on points of policy, but 
that should enrich their discussion and lead to more practi- 
cal and universally accepted conclusions. It was in the 


' gpirit of co-operation that his council wished him to bring 


f 


forward this -matter, and he was confident that in suc 
spirit of good will all difficulties would vanish. . 

Dr. Cardew began by referring to the representation of 
medical practitioners under~the Health Service. The staff 
side of the negotiating machinery was represented from 
the local medical committees. These were democratically 
elected bodies not concerned with membership of any 
medical organization. They represented all doctors. But, 
he said, all local medical committees were formed for local 
purposes, and it was difficult for one of them to initiate a 
national policy. He referred to a proposal by a delegatión 
from_the G.M.S. Committee made in October, 1949, that 
the M.P.U. should accept nomination on the G. M.S. Com- 
mittee in the same way as the Society of Medical Officers 
of Health or the Medical Women’s Federation ; at the\same 
time they would have had the opportunity of” being repre- 
sented on Committee A (general practice) of ‘the Whitley 
Council. At that time:the council of the M.P.U. had put 
great store on being on the main functional Whitley Council, 
but since then they had seen that that body would have a 
very small part to play in determining remuneration and 
other conditions. They had seen that the really important 
thing was to be representéd on this Committee, which deter- 
mined policy, and rightly so, and also on that part of the 
Whitley Council which dealt with general practitioners’ 
remuneration. Having had this in mind they had signified 
it, and had-told.the Minister so. 
Dr. Hill, and Dr. Hill had said that, so far as he knew, 
the offer was still open. Dr. Cardew had met Dr. Stevenson 
two weeks previously for a short preliminary discussion, 
and as a result the deputation was here to-day. 


a 


Dr. Cardew then discussed the obligations the Union 


would have to accept if taken on to the Committee. The 
M.P.U. would have to keep secret anything heard in the 
Committee. Secondly, this Committee rightly determined 
the policy to be pursued in the Whitley Council, and if it 
came to decisions here these would be binding on the 
Whitley A Committee. It would therefore bé impossible 
for the M.P.U. to object to a policy here, and then, if the 
objections were overruled, to continue to do so in the 
Whitley Council. The objections would have to be made 
in this Committee and not in the Whitley Council. 

He adverted then to the constitutional difficulty of nomi- 
nation to the G M.S. Committee, but suggested a temporary 
alternative—namely, co-option. If the M.P.U.. were co- 
opted until the Annual Conference it would give a pre- 
liminary time’ for seeing how matters worked out. The 
Committee might decide that it did not wish to proceed 
or the M.P.U. might decide likewise. The Conference 
would not be.committed to do anything about it. The 
M.P.U. was not fundamentally concerned with voting, but 
rather with being able to express the point of view of 
their organization to this Committee. He referred to past 
hostility between the M.P.U. and other médical bodies, and 
fo the accusation that the M.P.U. was unwilling to work 


x > ` 


The Minister had seen- 


` 


with ‘the B.M.A. There was no machinery for collabora- 
tion, but the M.P.U. felt that if it came on this Committee 
that difficujty would largely be got out of the way. The 
M.P.U. was most anxious to work with all other organiza- 
tions: for the good of the profession. 

Dr. MACALISTER supported the previous speakers. i 

Members of the Committee then put some ‘questions to 
the deputation. 

Dr. J. A. PRIDHAM put the hypothesis that the Committee 
might decide to advise the conference to call.for withdrawal 
from the Service, but_the M.P.U. might decide not to advise 
its members to join int what would be the position of its 
representatives on this Committee, who had heard highly 
confidential discussions in the Committee? What would 
the M.P.U. do if it differed on a really serious point from 
the decision of this Committee and of the Conference ? 

Dr. CARDEW replied that it was bound to depend to a 
large extent on the good will shown on all sides. -He 
admitted that once the M.P.U. had come on to the Com- 
mittee it would have very definite restrictions ‘placed on 
its future action, but the M.P.U. must retain some freedom 
as an individual organization. It had always taken the 
view over withdrawal that the steps should not be taken, 
except with the fullest regard to all the facts. It had backed 
up,the British Medical Guild, but the, M.P.U. did not want 
anything precipitate or any action taken without full know- 
ledge of the facts. Anything heard in this Committee would 
have to be treated as confidential. The M.P.U. could give 
them a definite assurance in writing, but a relationship lke 
this would have to be to a certain extent -one, of trust 
“Where there was a continuing difference of viewpoint, 1 
think we must reserve the right—I mean with-regard to the 
official public policy of the G.M.S. Committee—to say 
publicly what we think, that the Committee has not taken 
the right decision, and we shall try through local medical 


_committees to put forward what we believe to be the right 


policy. Weshall not attempt at any time to undermine 
this Committee.” 

The CHAIRMAN (Dr. S. Wand) asked whether; if the GMS. 
Committee recommended practitioners to withhold service 
and the M.P.U. decided not to support that, the M.P.U 
would advise its members to act contrary to the decision 
of the Committee. 

Dr. Carpew replied, “ Definitely no.” The M.P.U. would 
retain the right until the moment came of taking the final 
decision.” When the decision had been taken the M.P.U. © 
would back it up loyally. 

Dr. STEVENSON (Deputy Secretary) cited the M.P.U%s 
pamphlet on remuneration, and asked what the M.P.U. 
would do if that pamphlet was thrown out completely by 
this Committee. Would the M.P.U. continue to push that 
policy through local medical committees in order to influ- 
ence the Conference against the advice of -this Committee ? 

Dr. Carpew pointed out that the Committee was the 
executive of, the Conference. It was not foisting a con- 
sidered view on doctors but taking the decisions of the 
Conference and crystallizing them. The M.P.U. must retain 
the right to advocate changes of policy, but it would back 
up the G.M.S. Committee in negotiations with the Ministry. 
“We might, however, say that we could look forward in 
years to come to a change. I do not think we should ever 
be asked to refrain from putting forward a view as to future 
changes in remuneration.” 

Dr. WAND said that often sensei started in this Com- 
mittee and went to the periphery for approval or qualifica- 
tion. If the M.P.U.’s representatives in the Committee dis- 
agreed with the policy, would they express their disagree- 
ment in the M.P.U. periodical, for example, with a view 
to the policy being altered at the periphery ? 

Dr. CARDEW said they would have to allow comment in 
its journal to the effect that the M.P.U. considered that such , 
policy could be modified with advantage in some directions. 
It would be wrong for the profession not to. havg all the 
possibilities before them for discussion. 

In reply to Dr. J. C. ARTHUR and Dr. WAND, Dr. CARDEW 
gave an assurance that anything which the Committee 


, 
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decided should be treated confidentially to any required 


degree would be so accepted and regarded by the M.P.U. 


Dr. Wand asked whether the M.P.U. would still retain 
the right to approach the Mjnister direct on a matter undér 
discussion by the Committee. 

Dr. Cardew Said that the Whitley Council was going to_ 
deal with remuneration. The Minister would not see the 
M.P.U. or the Committee on remuneration. 
matters, such as terms of service, the M.P.U. would not 
approach the Minister at any stage after it came on to 
the Committee. “The only time I can conceive our going 
to the Minister is on a very long-term policy, but I do 
oot think even that would arise.” 

Dr. FRANK Gray asked whether, if the Committee arrived 
at a policy with which the M.P.U. did not agree, the M.P.U. 
would circularize general practitioners against .the policy 

_ which the Committee had accepted. 

Dr. CARDEW replied that it would not do so. Though 
the M.P.U. could never’ renounce its right to circulanze 
members of the profession on, points of topical interest, 
he could assure the Committee that such a procedure would 
not be used to discredit the G.M.S. Committee or to create 
disunity in the profession. \ 

In reply to a question from Dr. STEVENSON, Dr. CARDEW 
said that the M.P.U.’s claim for representation on the 
Medica] Functional Council was in-abeyance. If later the 
M.P.U. had a considerable number of consultants or medi- 
cal officers of health as members it could then apply for 
membership upon the appropriate Whitley committees. 

Replying to Dr. Rose, Dr. Carpew said that they had 
a preliminary idea that three members would be adequate 
representation on the Committee, but numbers were not 
important. 

Dr. GoopMaNn asked what would be the attitude of 
M.P.U. representatives in view of the trade-union status 
of their organization towards thé Guild. Would the’M.P.U. 
agree that the Guild had the power to safeguard the interests 
of general practitioners ? B 

Dr. Carpew replied that he would never agree with 
anything which was incorrect. “Whether the Guild has 
power remains to be seen. From a trade-union point, of 
Niew we point out its weaknesses. But we are advising our 
“members to take part in the Guild deliberations, and in the 
event of withdrawal of service we should support the Guild, 
although we believe personally that the legal structure of 


the Guild is something that could be very well exchanged - 


with advantage.” 

Replying to Dr. Howre Woop, Dr. CARDEW said that 
the M.P.U. was not committed to a whole-time salaried 
service. Its council could not be committed to any policy, 
_for any subsequent council could change that policy. 
Whether such a service was desirable or not in the dim 
and distant future, it could not be brought into being 
without a complete change in the medical structure of the 
country. 

Dr. A. BeaucHaMp asked whether representation on the 
Committee would: be analogous to-an M.P.U. member’ on 
a local medical committee. 

Dr. Carpew replied that the local memiJer spoke only 
as an individual, but a representative on the Committee 
‘would put forward the considered ‘viewpoint of the Union. 

The CHAIRMAN thanked the deputation for coming, and 
its members withdrew. 





LUNCH AT B.M.A. HOUSE 

For a period of six weeks from January 22 the kitchen 
at B.M.A. House will be out of use because of alterations 
being made to it. It will not then be possible to provide 
members ‘with lunches as at present, but there will be a 
buffet’ service—i.e., tea, coffee, rolls, butter, and. cheese, 
sandwiches, ete., and possibly soup. The inconvenience to 
members is regretted, but when the kitchen is reopened on 
March 5—by which time the work should be completed— 
the service will be more efficient and the quality of the meals 
improved. ` 


On other 


\ 


CENTRAL ‘COUNCIL OF THE REGISTRARS 
GROUP 


The appointment of representatives to the Central Group 
Council is now almost completed. The present members of 
the council are as follows: 


Newcastle—C. B. Henderson (General Hospital, Newcastle- 
upon-Tyne); I. N Maciver (General Hospital, Newcastle-upon- 
Tyne); I. H. Stokoe (Cumberland Infirmary). 
` Leeds —P. R. R Clarke (County Hospital, York); T. S 
Matheson (Royal Infirmary, Hull); W. S. Suffern (General 
Infirmary, Leeds). 

Sheffield—A. J. S. Bell-Tawse (Harlow Wood Hospital. 
Mansfield); J. N. Harris-Jones (Royal Hospital, Sheffield); J 
McClemont (Royal Infirmary, Sheffield). 

East Angila-—A. B. Backus (Peterborough Memorial Hospita®, 
R. Ramsay (Norfolk and Norwich Hospital); One vacancy. 

North-west Metropolitan —J H. Friend (Middlesex Hospital, 
London, W.1); R. Harrison (Hillingdon Hospital, Uxbridge), 
F. T. Page (Middlesex Hospital, London, W.1) 

North-east Metropolitan—C. C. Bowley (North Middlesex 
Hospital, London, N.18); H. W. Bunje (London Chest Hospital, : 
E.C.2); A. Dolphin (Mile End Hospital, E.1). 

South-east Metropolitan-—-D. M. Bell (St. Bartholomew’s 
Hospital, Rochester); D, M. Carnegie (Guy’s Hospital, S.E.1); 
W. Sewell (Farnborough Hospital, Kent). > 

South-west Metropolitan —G. P. Baker (St. George's Hospital, 
S.W.1); P. G. Keates (Royal South Hants and Southampton 
Hospital); A. Poteliakhoff (St. Mary Abbots Hospital, W.8). 

Oxford—S. E. M. Bates (General Hospital, Northampton); 
J M. Rice-Oxley (Radcliffe Infirmary, Oxford); A. M. M. Wilson 
(Stoke Mandeville Hospital, Aylesbury). 

South-western—J. H. E. Bergin ‘Royal Hospital, Bristol); 
A. Hulme (Frenchay Hospital, Bristol); I, Tovey (Southmead 
Hospital, Bristol). 

Wales-—D. L. Arnold (General Hospital, Neath); H J. Fisher 
(Royal Infirmary, Cardiff); G. M. L. James (General Hospital, 
Swansea). D 

Burmingham.—Three vacancies. 

Manchester-——R..M_ Forrester (Royal Manchester Children’s 
Hospital); T. F. Redman (St. Mary's Hospital, Manchester); J 
Sharp (Royal Infirmary, Manchester). 

Liverpool—S. E. Keidan (Alder Hey Hospital, twverpeol)s 
C. S. McKendrick (Royal Southern Hospital, Liverpool) ; 

Ogilvie (Royal Infirmary, Liverpool). 

South-east Scotland:-—C., A. Falconer, Marjory -A Keith, 
J. T Randolph Russell (Royal Infirmary, Edinburgh). 

Western Scotland—A. B. MacLean (Royal Alexandra 
Infirmary, Paisley); R. A. Shanks (Royal ‘Hospital for Sick 
Children, Glasgow); J. D. Thomson (Royal Infirmary, Glasgow) 

Northern Scotland—A. Adam (Raigmore Hospital, Inverness) 

Eastern Scotland —A. Hughes (Maryfield Hospital, Dundee); 
J. H. Murdoch (ridge of Earn Hospital); ‘J. Rogers (Royal 
Infirmary, Dundee). 

North-east Scotland—C. J. B. Anderson (Royal Infirmary, 
Aberdeen); P. Brunnen (Woodend Hospital, Aberdeen); A. A. C 
Ross (General Hospital, Aberdeen). 

. Northern -Ireland—J. M. Barber (Royal Victoria Hospital, 
Belfasty; A. S. Ramsey (Royal Victoria Hospital, Belfast); J 
Watson (City Hospital, Belfast). x 


The constitution of the council provides for three repre- 
sentatives from each region, at least one of whom must be 
from a teaching hospital and at least one from a non- 
teaching hospital. The Registrars Group in the Northern 
Scotland region has decided that the number of registrars 
in the region does not justify more than one representative 
on the council. 


a 





LONDON MEETING OF REGISTRARS 
IMPRACTICABLE SCHEME 


About 160 registrars of the -North-west Metropolitan Region 
met on December 5, 1950, to discuss the Ministry of Health 
Circular R.H.B. (50) 106. They considered that the scheme 
was impracticable and will lead inevitably to deterioration 


12. Jan. 13, 1951 
of the hospital services in both quality and quantity. The 
following reasons for this judgment were advanced: 


(a) In many hospitals the present number of trained hospital_ / 


cal personnel is insufficient to give immediate attention to` 
out-patients, and as a Tesult many working man-hours are lost 


to the country by needless delay. Much of this work is done by, 


the registrars, and the propased reduction in their number would 
severely worsen the present unsatisfactory state. There will have 
to be fewer out-patient sessions in many hospitals. 

(b) The number of in-patients that hospitals are able to treat 
would in many places be greatly reduced, with a corresponding 
delay In'admission to hospital. This delay i is already considerable 


in many hospitals. Beds in many places will have to be closed | 


down. 

(c) Emergency work would suffer. 

(d) Dndergraniar and postgraduate ican Dea of which 
is performed by registrars, would be curtailed, with nace 
repercussions 6n the standard of British medicine. 

(e) Opportunities for clinical research, which the Goodenough 
Report declared to be an integral part of the training of every 
specialist, would be severely limited if the number of registrars 
is not sufficient even for routine work. 


The meeting agreed with the Minister that the scheme 
‘is not an ‘economy-measure. The proposed alternatives 


4 


, Were rejected as unworkable, it being considered that the 


- 


work of 800 senior registrars and 300 registrars cannot be 
carried out by senior house-officers and general practitioners. 

The meeting considered that the circular should’ be 
rescinded. In view of the large amount of consultant 
work now being done by registrars, the consultant service 
must be increased to mett the needs of the public, ‘As 
new consultant posts are filled the proper ratio of-registrars 
to consultants might be attained. Severe and unwarranted 
hardship would be inflicted on the displaced registrars if 
the present scheme were implemented. 

All registrars are urged to conthet their individual M.P.s 
and bring home to them the effects of this circular on their 
constituents. : ` 

à Ls 1 





. . HOUSES FOR DOCTORS 
‘The difficulties that doctors have in finding suitable houses 
are the subject of a circular sent from the Ministry of Health 
to local authorities, The circular points out that: 
“ The responsibility for obtaining suitable accommodation 
rests in the first instance on the incoming doctor. He is 


expected to take all normal steps to provide himself with 
accommodation. Where a vacancy has been caused by death 


or’ retirement, the incoming doctor will often secure the: 
‘premises occupied by his predecessor. 


“If the doctor wishes to build his own house, the Minister 
hopes that local authorities will be ready, when the applica- 
tion is supported by the executive council, to consider the 
issue,of a licence, Further, it would be helpful if in suit- 
able cases they would be able to agree to provide a site by 


F sale or lease. It migbt be appropriate for the local authority 


technical staff of the Ministry will be available, and they 


to make a site available far the purpose on -their larger 
estates. 

“ Similarly, should a doctor apply to the local authority 
to rent one of their houses, the Minister trusts that the 
application will receive sympathetic consideration when it 
is supported ‘by the executive council. ` 


Doctors’ Houses on Housing Estates : 

“Loécal ‘authorities will appreciate the great advantages 
to tenants on their larger housing estates of having ready 
‘access on the estates to the services of doctors, and in 
planning their estates they will doubtless bear in mind the 
desirability of including Housing provision for doctors who 
will undertake general ‘medical practice for the residents’ of 
the estate. Where it is intended to make provision of this 
kind in their housing schemes, the local authority should 
take account of the special professional needs which require 
to be satisfied in houses of this type—e.g., adequate pro- 
yision should ' be made for a surgery, waiting-room, and 
other.ancillary accommodation. The services of the regional 
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will be glad to advise local.authorities on the nature of the 
essential: accommodation. i 

“ When local authorities are considering the allocation of 
the tenancy of a house intended for occupation by a doctor, 
the executive council should be informed so that it can, if 


necessary, advertise the vacant practice under the normal | 


statutory procedure, While the selection: of a tenant for 


such a house will, of course, be a matter for the local’ 


authority, it would no doubt: normally be prepared to select 


‘the applicant whom the Medical Practices Committee deems 


most suitable to fill the vacancy, and on this matter the 
housing authority-would be advised by the executive council. 


- , Local Authorities and Executive’ Councils 
‘“Tt will’ be appreciated that the statutory functions ‘of 
executive councils may be impaired unless there is the fullest 
possible co-operation between them and the local housing 
authorities. Executive councils have been invited to enlist 
the co-operation of local housing authorities wherever diffi- 
culties occur, and the Minister hopes that housing authori- 

ties will give them as much help as is possible.” 





EXCESSIVE COST OF GLASSES 
Néw ‘regulations provide that, where an ophthalmic medi- 
cal practitioner, or an ophthalmic optician incurs an exces- 
sive cost to the Health Service by prescribing additional 
lenses or glasses to those necessarily required by the patient, 
the Minister of Health may have the matter investigated 
and a sum deducted from the remuneration of the practi- 
tioner or optician. These regulations come into operation 
on February 1 (National Health Service (Supplementary 


Ophthalmic Services) Amendment No; 2) Regulations, 


1950). 
es 


EXCHANGE VISITS WITH CANADA AND | 


: U.S.A. 


The Bank of England has approved the following scheme 
submitted by the B.M.A.' for exchange visits between 


members of the American, British, and Canadian Medical ' 


Associations. ; ; 

Exchanges. with Canada— Two doctors from Britain may visit 
Canada cach: year in exchange for two doctors from Canada. 
Fach doctor from Britain will be required to make all his own 
travel arrangements and will also be required to deposit £200 with 
the B.M.A, in London. ,On arrival in Canada He will be met 
by a representative of the Canadian Medical Association, who 
will present him with the equivalent of £200 in Canadian dollars. 
Similarly, each Canadian doctor on arrival in Britain’ will be met 
by a representative of the B.M.A., who will present him with 
£200 sterling. 

Exchanges with ‘thé U.S.A. —Three doctors from Britain .may 
Visit the U.S.A. each year in exchange for three doctors from the 
U.S.A. Each doctor from Britain will be required to make all his 
own travel arrangements and will also be ‘required to deposit 
£200 with the B.M.A. in London. On arrival in the U.S.A. he wil 
be met by a representative of the Medical ‘Society of the State 
of New York, who will present him with the equivalent of £200 
in U.S. dollars, Similarly, each U.S. doctor on arrival in Britain 
will be met by a representatiye of the B.M.A., who will present 
him with £200 sterling. 

The duration of the visits is léft to the discretion “of the 
doctors concerned. The American, British, or, Canadian 
Medical Association cannot accept any responsibility for 
a doctor who allows his visit to outlast the money placed 
at his disposal. 

Applications are invited from members of the B.M.A. to 
take part in such exchanges in 1951. Each applicant must 


. furnish details of professional visits which he wishes to make 


or of a branch of medical practice which he wishes to investi- 
gate. Medical practitioners in all branches of the profession, 
including general practice and public -health, are eligible. 


Applicants should also give approximate dates of the visit’ 


desired. (Successful applicants will in due course be required 
to furnish exact dates and details ‘of travel)” Applications 
must be received by the’ Secretary of the 'B.M.A. by March 1. 


` 
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Guests from Overseas 


About 300 guests attended the Christmas “At Home” 
of the Empire Medical Advisory Bureau held at B.M.A.. 
House on December 21. They were received by the Chair- 
man of Council and Miss Gregg. Nearly 250 of the guests 
were overseas visitors and their wives from the Dominions 
and Colonies. Officers of the Association and distinguished 
medical men and women from the London area met them. 
During 1950, at Edinburgh, Liverpool, and-London, more 
than 1,500 overseas visitors have come to the “ At Homes ” 
held by the Bureau and met at these friendly functions 
some 600 distinguished guests from the United Kingdom. 
Many old friendships have been revived and new mendshins 
made. , > 


Medicine on Show in 1851 


The Festival of Britain will apparently differ from it 
1851 prototype in having no comprehensive assembly o 
industries. The Great Exhibition’ of 1851 showed the 
industries of all nations divided into 30 classes. One of 
these was devoted to surgical instruments and “ misċel- 
laneous philosophical apparatus applied to the investiga- 
tion and treatment of disease,” and another to medicine 
and pharmacy. Medicine and pharmacy took about 
100 prize medals and 72 honourable mentions, and the 
surgical instruments about 30 medals. One of the prizes 
went to Dr. J. Arnott for a method-of applying cold as 
a novel therapeutic agent. Another went to a Frenchman 
for the great ingenuity and admirable workmanship of 
several instruments for operations on the eyes. Many 
artificial limbs were shown, and there were anatomical 
models in abundance, including a model of the human 
figure consisting of pieces which might be detached at 
pleasure, and which also was “calculated to stand heat 
and tropical climates.” The pharmaceutical and chemical 
preparations included cantharidin, aloin, valerianates, zinc 
oxide, and red phosphorus. Although the exhibition was 
described as international, nearly all the prize-winning 
exhibits were British. 


` 


A Picture with a Message 


The Section of General Practice of the Royal Society of 
Medicine has got quickly into its stride, and at its first 
regular meeting there were so many who wanted to partici- 
pate in the discussion that the hour of closing had to be 
made later. Most of those who came to the rostrum were 
inclined to be autobiographical, but their contributions were 
none the less interesting on that account. Some of the 
subjects to be discussed at future meetings will be the 
“acute abdomen,” headaches, and the diagnostic unit in 
general practice. The idea is that each discussion shall 
be opened bya general practitioner, followed by the com- 
ments of two specialists. On this first occasion three or 
four of the speakers referred with gratitude to the old type 
of family practitioner whom they had succeeded, and two 
spoke about the inspiration they had derived from the well- 
known picture called “The Doctor.” One of them, how- 
„éver, attributed it to the Hon. John Collier. It was, of 
course, by Sir Luke Fildes, and was the great attraction of 
the Royal Academy of 1891. 


The Busy Doctor 


It was a little strange to hear a dozen general practitioners 
from different parts of the country talking about general 
practice and not a word said about the overworked doctor. 
One might have gathered from some of the speeches that 
general practice was a leisurely avocation, But, as one 


. practise from it; 


general practitioner remarked to us afterwards, “It is all 
very well for them to talk ”—they had been talking about 
ideals—" but with 200 calls from patients in a day it cannot 
be done.” In spite of what one hears about new entrants 
to general practice unable to find eneugh to do, there is no 
doubt that some general practitioners are at the moment 
over-driven. One of them said at a committee the ofher 
day that in his house the ‘phone was hardly ever silent, 
that the calls began before breakfast, and that on some 
days he never sat down to a meal. The provision of time 
for recreation and leisure is not merely‘a kindness to the 
practitioner, it is a necessity to his practice. 


Closed Shop 


It was rather astonishing to hear Mr. Michael Foot, M.P., 
who appears in the television feature “in the News” every 
Friday night, in discussing the Durham incident, suggest 
that ‘the medical profession had no right to complain, 
because it had a “closed shop” of its own. Apparently 
Mr. Foot considers that professional registration, which 
comes at the end of a long period of training and the 
passing of examinations, is on “all fours” with what trade 
unionists understand by the “closed shop.” The fact is, 
of course, that the so-called “ closed shop**of the medical 
and an increasing number of other professions is instituted 
for the protection of the public and not at all for the pro- 
tection or advancement or professional comfort of the mem- 
bers of the profession concerned, who are often put at a 
disadvantage by it and sometimes grievously restricted. ` It 
is only playing with words to suggest a parallel between the 
two things. The “closed shop” as the unions understand it 
is for the benefit of the unions themselves and their mem- 
bers. It does not imply the maintenance of any standard 
of craft or skill on the part of those who are inside the 
enclosure. Mr. Foot should think again before he offers 
televiewers such a facile interpretation of current events. 


` 


Peckham : A New Chapter 


The London County Council is to acquire and convert 
the Pioneer Health Centre, Peckham, with three purposes 
in view: the establishment of health services, including an 
antenatal centre and some physical-recreation facilities ; the 
eventual setting up of a general-practitioner health centre 
for a number of doctors who ‘may express a desire to 
and the provision of a medical research 
unit. These three purposes will be fulfilled in three stages, 
and the first stage—the establishment of health and physical- 
education services—is the only one that will be proceeded 
with at present. The establishment of a general- -practitioner 
health centre, including dental surgeries, is subject to the 
agreement of the executive council and of the general medi- 
ca] and dental practitioners in the/vicinity. The matter has 


‘already been discussed with the London Local Medical 


Committee, but further consultations are necessary. The 
research unit will call for financial assistance from the 
Ministry of Health, university grants, medico-educational 
foundations, and other sources. It was a sad day when 
the Pioneer Health Centre, which had acquired a. wide 
reputation for its observation of the family as a unit, was 
forced to close its doors in March, 1950, and it is pleasant 
to feel that its work, though not under the same’ name, and 
not entirely of the same character, will be continued. 


Population Trends 


Sir Hubert Henderson, who had much to do with formu- 
lating the report of the Royal Commission on Population 
which reported in 1949, confessed to the Royal Statistical 
Society the other evening that he was not entirely happy 
about one section of the Royal Commission’s report— 
namely, that dealing with the age composition of the 
population and the prospective growth in numbers of the 
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elderly. He was disposed to think that the consequeńces 
of that change would prove more important than might 
be interpreted from reading the Commission’s report. It 
was not, he said, that the facts were stated wrongly, but 
only that the emphass was inadequate. The section of the 
population over 65 wag likely to rise from about 10% as 
it was now (or three years ago when the Commission was 
assembling its facts) to about 16% within a generation, and 
at the same time the number of adults under 40 was likely 
to decline. The conjuncture of these two probabilities 
seemed to him a prospect justifying graver disquiet than 
the report had suggested. His misgiving was increased by 
reason of two recent developments. One was the establish- 
ment of the National Health Service, upon which there 
would be a heavy demand by the elderly, the need for 
medical attention greatly increasing with declining years, 
sð that the resources of the Service would be strained. The 
other was the clouding of the international outlook and the 
demands of the defence services upon a large proportion 
of those young adults who ‘represented a diminishing 
proportion of the population, 








or 


Questions Answered 








Income-tax and Sale of Car 


Q.—Will I be liable for income-tax on the profit 1 would 
make if 1 sold my post-war car? 


A.—The questioner will be liable to assessment on the 
sale of the car, the amount of the assessment being the 
lesser of the two following sums: (a),the excess of the sell- 
ing price over the cost of the car, or (b) the aggregate 


amount of the income-tax allowances received in respect of ` 


the car. 

If the questioner is in general practice, assessment will be 
made for the year following that in which the car was sold ; 
if the earnings are from employment, and are therefore 
assessed under Schedule E, the assessment will be made for 
the year in which the sale took place. 


Hospital Appointments 


Q.—(a) Under existing regulations is it possible to secure 
an appointment as an assistant physician (consultant) or 
senior hospital medical officer before the age of 30 years? 
(b) May a senior registrar (medicine), after completion of 
his third year in a senior post at one hoSpital, step down 
to registrar (medicine) status (second year) in another 
hospital? . 


A.—(a) There is nothing in the terms of service, or in 
any regulation, that would prevent the appointment of a 
practitioner to a hospital post as a consultant before the 
age of 30. Although the main salary scale for consultants 
is linked to age 32, there is provision for a lower starting 
salary for those appointed at age 31 or earlier, and para- 
graph 1 of R.H.B. 49/115 states: “ A practitioner appointed 
as a consultant before the age of 30 should start at a salary 
of £1,400 per annum rising... .” There is no provision 
in the terms for the remuneration of a S.H.MO. below 

, the age of 32, and the intention of the Ministry, as expressed 
in R.H.B. 49/115, is that a practitioner should‘not hold an 
appointment in this grade below that age. 

(b) There is nothing to prevent a senior registrar on the 
completion of his appointment obtaining another hospital 
post in open competition in the same’ grade or in the 
registrar grade. A senior registrar subsequently appointed 
to a registrar post will be paid the higher salary appropriate 
to the registrar grade (i.e., £890 p.a.). If he obtains another 
post in the senior-registrar grade he is permitted to retain 
such seniority and increments of salary as he has already 
reached in the grade. | 


Correspondence 








Reconsideration of B.M.A. Policy 


Sm,—I am sure all thinking men and women members of 
our Association who are concerned with the future of the 
National Health Service, and how to rescue it from the 
chaos into which it is rapidly falling, must have read with 
gratitude the letter of Dr. R. Prosper Liston (Journal, 
December 16, 1950, p. 1389). It is like a refreshing breeze on 
a hot summer’s day to see a member of Council of the 


B.M.A. expressing such a deep appreciation of the situation ` 


that faces us and how to tackle it afresh. 

-It is generally realized that. one of the main causes of 
dissatisfaction with the National Health Service at present 
is the general-practitioner service—and why ? Any system 
like the present one which forces a general practitioner to 
be a “head hunter” (capitation) as his main source of 
remuneration, to, live, pay his way, and keep his wife and 


family, is wrong and bound to lead to hurried work and a’. 


tendency to shoot off as much as possible elsewhere. 

‘It is essential for the future that every general practitioner 
shall ‘be remunerated by a system which ensures that he 
has the time to examine his patients properly, the, time to 
make accurate diagnoses and take proper histories, and to 
do all those things which are, or should be, within his own 
competence and skill. If that were done you would see a 
very different picture at hospital out-patients and casualty 
departments, also the waiting-lists, From the Collings report 
onwards, in the Lancet in correspondence, and from the 
public platform men of eminence are all harping on the 
same subject, “ Give him the time.” 

How is this to be done? As Dr. Liston so rightly says, 
an entirely new approach is necessary. Let us therefore 
cease to haggle over the Spens Report, which, believe me, 
cuts no ice and will get us nowhere at all. It is not of the 
slightest interest to the public. But let us this time break’ 
fresh ground and appeal to the public, taking as our battle 
cry, “ Give the practitioner the time to do his work properly, 
the time to devote to each patient the attention he needs, 
which on this head-hunting system he has not,” and over- 
whelming support will be given us from the public, the 
Press, and the House of Commons. 

How can this be done? I would invite you all to study 
again a little pamphlet sent you in the form of a newsletter 
headed “ Remuneration Issue,” or, if you wish, to go further 
back to the Lancet of March, 1947, where there are pro- 
posals in detail for a new approach to the subject. Some 
have said that the solution is a graduated capitation fee ; 
that this 1s not so was exposed in the Supplement of 
February 26, 1949 (p. 112). There is no way known which 
will increase the lower without at the same time increasing 
the higher, and that means more money, which, asked for on 
those grounds, is doomed to failure at the Treasury, where 
we should be looked on with pity. Shift your ground, how- 
ever, adopt a new approach, and say you want more money 
for general practitioners in order to enable them to have the 
time to do justice to their patients according to their needs, 
their clinical sense, and to other branches of the Service. 
and you have a case which is unanswerable and, believe me, 
would find favour with all to whom it’ was presented, 
including the Minister. ` 

If we were then refused our undeniably just demands the 
position of the profession would be so strong that it would 
sweep the country. In conclusion, may I once again thank 
Dr. Liston for so ably opening a correspondence on this 
thorny subject ?—I am, etc., 


Worthing, Sussex. j HAROLD LEESON. 


` 


Cost of Telephone Calls 


Sir,—At the last meeting of the Caernarvon and Anglesey 
Hospital Management Committee further consideration was 
given to the matter of the cost incurred by general practi- 


tioners in telephoning from their surgeries to hospitals and 


‘ 


-= 


` 


. attention of 


- Danielli, J. F.: Cell Physiology and Pharmacology. 


—I am, etc. : 
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consultants, Owing to the widespread nature of this group, 
the cost of these calls—which are necessary in order to 
arrange for the admission of patients to the hospitals—often 
amounts to several shillings per call. Frequently the cost 
of such telephone calls amounts to a considerable portion of 
the capitation fee received by the general practitioner. In 
many instances it is necessary that general practitioners have 
to telephone consultants regarding their patients, and such - 
calls are,a serious item of expense. ` 


- While we are aware that the capitation fee is to include the 
cost of telephone calls, this is doubtless ap equitable arrange- 
ment for London and the’ big cities, but in a rural area such 
as this the conditions merit special consideration. After 
very careful consideration it was resolved: 


“ That, having had its attention drawn to the excessive expendi- 


tue incurred by general practitioners in telephoning to hospitals , 


in the group, and consultants, the committee wish to draw the 
Minister of Health (through the Welsh Regional 
Hospital Board), the British Medical Association, and the Mem- 
bers of Parliament for Anglesey, Caernarvonshire, and Merioneth- 
shire to this serious matter, with a request that the Minister of 
Health be asked to give it his careful and sympathetic considera- 
tion, as it was felt that general practitioners are suffering an 
injustice by being caled upon to pay for such telephone calls.” 


H. Hewrrt-Cooxke,* 
T Secretary, Cacrnarvon and Angiesey Hospital 
' Management Commitee. 


POINTS- FROM LETTERS 


Good Uns 

Dr. P, D. Grirritas (Kidderminster, Worcs) writes: An old 
lady, real “ Black Country” type, was not improving, and I 
suggested she should see a ‘consulting physician, The appoint- 
ment was made, dnd I said to her, “ We are lucky, you can see 
him next Monday.” Her reply was, “ Baint seein’ ’:m.” When 
asked ‘why, she said, “ Yo waits weeks to see a good un.” 








B.M.A. LIBRARY _ 
The following books „have been added to the Library : 


Applet, LL: T Bacterial Infection. Fourth edition. 
Bach, F. (Editor): Recent Advances in Physical Medicine. 
Barsky, ‘A. J.: Principles and Practice of Plastic Surgery. 
Bell, A. C. H.: Pocket Obstetrics. Second edition. 1950. 
Bell, G. H., Davidson, J, N., and Scarborough, H.: Textbook of 
Physiology and Biochemistry. 1950. 
Boyd, W.: Pathology of Internal Diseases. Fifth edition. 
Chaussinand, R.: La Lépre. 1950. 
Christie Hospital and Holt Radium Institute: Results of Radium 
and X-ray Therapy in Malignant Disease. 1950. 
Crozier. T. H.: Aids to Medical Treatment. Second édition. 
1950. 
Dacie, LV: Practical Haematology. 1950. 
Damieshek, W., et al.: Chemotherapy of Leukemia and Leuko- 
sarcoma, 1950. 
1950. 


1950. 
1950. 
1950. 


1950. 


. Dible.and Davie’s Pathology.. Third edition by J. Henry Dible. 


1950. 
Di Rienzo, S.: Radiologic Exploration of the Bronchus. 1949. 
Duran, R. W., and Morgan, D.: Law and Ethics of Dental 
* Practice. 1950, ; oe 
Field, H. E., and Taylor, M. E.: Atlas of Cat -Anatomy. 1950. 
Frankenstein, C. (Editor): Child Care in Israel. 1950. 
Freeman, J.: Hay-fever : A Key to the Allergic Disorders. 1950. 
Galloway, L. D.:° Applied Mycology and Bacteriology.’ Third 
edition. 1950 
Gamble, J. L.: Chemical Anatomy, Physiology and Pathology of 
Extracellular Fluid. Fifth edition. 1950. 


Gamlin, R : Emergencies of “Childhood. 1950. 


_ Garven, H. S. D.: Practical Histology Class Notes. Parts I and , 


I. 1950. 
Groddeck, G.: Book of the It. 1950. 
Harrison, C. Y.: Thank God for My Heart Attack. 
Harrow, B.: Textbook of Biochemistry. Fifth edition. 
Hill, D., and Parr,'G.: Electroencephalography. 1950. 
Holmes, T. H., ef al.: The Nose. 1950. - 
Howat, R. K.: Osteology for Dissectors. 


1956,- 
1950. 


1950. 


. Read, G. D.: 


` 


+ 


Howell, T. H.: Old Age. Second edition. 1950. ° 

Ivy, A C., Grossman, M. I., and Bachrach, W.-H.: Peptic Ulcer. 
1950. > 

Krupp, M. A, et al.: Physicians’ Handbook. Sixth edition. 
1950. ‘ ‘i 

Leff, S.: Health of the People. 1950. ae 

Lemberg, R., and Legge, J. W.: Hematin Compounds and Bile 
Pigments. 1949, - 

Lian, C. (Editor): Thérapeutiques Cardiologiques Internationales. 
1950. + 

Lieb, C. W.: Outwitting Your Years. 1950. ' 

Lockhart, R. D.: Living Anatomy. Second edition. 1950. 

Maccagno, A.: L’Avviamento al Lavoro del Tubercoloso.” 1950, 

Madsen, S.: On the Classification of the Shigella Types. 1949. 

Markovits, E.: ‘Bone and Joint Radiology. 1949. 

Mercer, W.: Orthopaedic Surgery. Fourth edition. 1950. 

Methods in Medicai Reseaich. Volume 2. 1950. 

Mitchell, P. H.: Textbook of Biochemistry. Second edition. 
1950. 

Ogilvie, Sir H., and Thomson, W. A. R. (Editors): Pain and its 
Problems. 1950. aa 

Ormrod, R., and Walker, H.: National Health Service. 1950. 

Owen, C. M.: Parenthood. 1950. ‘ 

Partridge, M.: Prefrontal Leucotomy. 1950 

Philps, S.: Ophthalmic Operations. 1950. : 

Pullen, R L.: Medical Diagnosis. Second edition. 

7 Race, R. R., and Sanger, R.: Blood Groups in Man. 

Introduction to Motherhood. 1950 

parte EL: Nursery School : a human relationships laboratory. 

Reading P.: Common Diseases of the Ear, Nose, and Throat. 
1 

Savill's T of Clinical Medicine. Thirteenth edition edited 
‘by E. C. Warner. 1950. 

Schindler, R.: Gastroscopy.. Second edition. 1950. 

Schmidt, J., and Rule, H. G.: Textbook of Organic Chemistry.. 
Sixth edition revised and edited by Neil Campbell. 1950, 

Spira, L.: A Thesis entitled Fluorosis in Experimental Animals 
and Man. 1950. 

Sutcliffe, A., and Canham, J, W.: Heights and Weights of Boys 
and Girls. 1950. 

Titus,.P.: Management'of Obstetric Difficulties. Fourth edition, 
1950. 

Vering, F.: Medizinische Chemle. 1950. 

Wallis, C. J.: Practical Biology. Third edition. 1950. 

us Mas F., and Campbell, G. ʻA.: D.D.T. Second edition, 
19: d 

Wheeler and Jack’s Handbook of Medicine. Eleventh edition 
revised by Robert Coope. 1950. 

Williams’ Obstetrics. “Tenth edition by Nicholson J. Fastman, 
1950. > 

Willis, R. A:: Principles of Pathology 1950. P 

World Surgery, 1950: Edited by Stephen A. Zieman. | 

Wnght, G. P.: Introduction to Pathology. 1950. 


1950. 
1950. 


1950. 








H.M. Forces Appointments 








1 
2 ROYAL NAVY 


Saadi Lieutenant-Cómmander P, Jones hasibeen placed on 
the Emergency List. 


Acting Surgeon Lieutenant-Commanders M. P. Glanville, A. J. 
Sangster, and S. G. F. Linton to be Surgeon Lieutenant- 
Commanders. 


| Royal NAvaL VOLUNTEER RESERVE 


Surgeon Lieutenant-Commander L. Foster has retired, $ 

Surgeon Lieutenant Commanders R. A B. Rone and C. A. J. 
Sampson have been removed from the Active List, 

“Surgeon Lieutenants A. J. Fairrie, R. P, Warren, and J. H. F. 
Mundie to be Surgeon Lieutenant-Commanders. 


ROYAL ARMY MEDICAL CORPS 
Colonel J. P. Macnamara has retired on retired pay, and has 


_ been granted the honorary rank of Brigadier. 


Captains K. Greenwood and R. P Leake to be Majors. 

Short Service Commission.—Lieutenant (acting Lieutenant- 
Colonel) R. MacDonald has relinquished his commission, without 
pay and allowances, and has Testored to the honorary rank 
of Lieutenant-Colonel. 


~ REGULAR ARMY RESERVE OF OFFICERS 
Roya, Army MepicaL Corrs - 


‘Major R. P. Leake has relinquished his commission on appoint. 
ment to a Regular Army Short Service Commission. 


a 
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ar) 
War Subştantive Captains Dora J. B. Falconer and Ruth 'L. 


Henderson, from Women’s Forces employed with R.A.M.C., to 
be Captains, and have been granted the honorary rank of Major. 


‘SUPPLEMENTARY RESERVE OF Orricers: RoyaL ARMY MEDICAL ° 


‘Colonel Sir Hugh W. B. Cairns; K.B.E., has been appointed 
Honorary Colonel of a Supplementa Reserve unit. 
Colonel W. W. Crawford, T.D. irom Acuve List, TA., to 


be Mae at esi 
ajor (Honorary Co onen G. Warrack, D.S.O., o. B.E. 
T.D., from T.A.R.O., to be Malor, and has been granted the 


acting rank of Lieutenant-Colonel. 








Association Notices _ ae 


‘PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS ‘ 


The Council of the British Medical Association Í is prepared 
to cónsider the award, in 1951, of prizes to medical students 
for essays submitted in open "competition. The subject of 
the essays shall be “The Importance of Accurate History- 
taking in Diagnosis.” In their essays students will be 
expected to refer to cases within their own experience. 


The purpose of this competition is to promote systematic 
observation among medical students. In awarding the prizes due 
regard will be given to evidence of personal observation. No 
_ study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. A prze- 
winner in any year is not eligible for a second award of the prize. 

Any medical student who is a registered member. of a medical 
school in the United Kingdom and the Colonial Empire, at the 
time of submission of' the essay is eligible to compete for a prize. 
Tf any question arises in reference to the eligibility of a candidate 
or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association shali be final. In’ 
determining the number and amount of prizes‘to be awarded, 
the Council will take into consideration the number of essays 
received, In 1950 three prizes of £50 and three prizes of £20 each 
have been awarded. Should the Council decide that no essay 
entered is of sufficient ment, no award will be made. 

Essays must be typewritten. or legibly written in the English ` 
language on foolscap paper, on one side only, must be unsigned, 
and must be accompanied by a form of application which can 
be obtained from the Secretary of the British Medical Associa- 
tion. Essays must be forwarded so as to reach the Secretary not 
later than January 31, 1951. Inquiries relative to the competition 


should be addressed to the Secretary, British Medical Association, - ; 


'B.M.A. House, Tavistock Square, London, W.C.1. 


N 


P FOR NURSES 


The Council of the British Medical Association is prepared 
to consider the award in 1951 ‘of prizes of the value of 
20 guineas for the best essay, and 10 guineas for the second 
best essay, ‘submitted in open competition by each of the 
following categories of nurses: (i) Student nurses ; (ii) State-‘ 
registered nurses working i in a hospital ; Gii) State- -registered 
nurses not working in a hospital (i.e., district nurses, private 
nurses, etc.) ; (iv) State-enrolled assistant nurses. 

The subjects of the essays for 1951 are:—Category (i): 
The handling of a patient on admission to hospital. 
Category (ii): What a nurse can do in preparing a patient 
for operation—including the handling of the nervous indi- 
vidual in strange surroundings. Category (iii): The oppor- 
‘tunities of the nurse doing domiciliary work to educate the 
public in health matters. Category (iv): The special prob- 
lems of nursing the long-term cases in hospital. 

The purpose of these prizes is the promotion of systematic 
observation among nurses. In awarding the prizes due . 
regard ‘will be given to evidence of personal observation. 
.No essay-that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. 

Nurses who are undergoing -a course of ‘training at a 
hospital are eligible to compete under category (i); nurses 
registered by the General Nursing Council are eligible to 
compete under categories Gi), Gii), or Gv), whichever is 
appropriate. \ 


, 


If any question arises in reference to the eligibility of a 
candidate or the admissibility of his or her essay, the 
decision of the Council of the British Medical Association, 
shall be final. Should the Council decide that no ‘essay 
entered is of sufficient merit, no award shall be made. 

Each essay must be typewritten or legibly written in the 
English language, must be unsigned, and have attached to 
it a note containing the name and address of the candidate 
and the category into which he or she falls, Essays, which 


it is suggested should consist of from 2,000 to 5,000 words, ` 


must ‘be forwarded so as to reach the Secretary of the 
British Medical Association not later than March 31, 1951. 

Preliminary notice of entry for this competition is required, 
and a special form for this purpose is obtainable from 
the Secretary, British Medical Association, B.M.A. House, 


. Tavistock Square, London, W.C.1. 





' Diary of Central Meetings f 


5 JANUARY 

16 Tues., Remuneration Subcommittee, 11 a.m. 

17 Wed. Council, 10 a.m. 

17’ Wed. Board of Trustees, British Medical Guild, 3 p.m. 

18 Thurs. Dermatologists Group Committee, 10.30 a.m. 

23 Tues. Central Ethical Committee, 12.15. p.m. 

24 ‘Wed. Consulting Pathologists Group Committee, 

AS p.m. 

24 Wed «~ Staff Side, Committee C, 2.30 p.m 

25 Thurs. Committee on Oreanizatian of Scientific Sections 
„at Annual Meetings, 10.30 a.m. 

25 Thurs. Gefieral Medical Services Committee, 11 a.m. 

25 Thurs. Committee on Psychiatry ‘and the Law, 2 p.m. 

30 Tues. Editorial Subcommittee of Joint Formulary Com- 
mittee (at Pharmaceutica! Socis. An, Blooms- 
bury Square, London, W.C.), 2 : 

31 Wed Amending Acts Committee,. 2 ae 

. e FEBRUARY ` 
1 Thurs. International Relations Committee, 2 p.m 

‘2 Fri Public Health Committee, 2 p.m. 

8 Thurs. Nursing Subcommittee, 2 p.m. 

13 Tues. Meeting of Trustees, Dawson Williams Memorial 
Fund, H am. |: 

APRIL i 
11 Wed Private Practice Committee, 2 p.m 


Branch and Division Meetings ‘to be Held 


CHESTERFIELD Division —At Chesterfield Bog Hospital 
Friday, January 19, 8.45 p:m., Dr. H. W. Pooler: me Medical 
Characters of Derbyshire.” 

Crry Division.—At Mildmay Mission Hospital, Austiń Street, 
London, E., Tuesday, Jan’ 16, 8.30 p.m., Cases will be shown 

by surgical ' land m ie stall 

aeea AND Potters Bar Division —At Chase Farm Hospital 
The Ridgeway, Enfield, Tuesday, January 16, a3 Pm. clinical 
meeting. 

‘LAMBETH AND SOUTHWARK Drvision.—At Wingfield House, 
261, South Lambeth Road, London, | S. Ww Tuesday, January 16, 
8.13 p.m, lecture by Dr. Samuel Or: “ Some Ca adia Problems 
in General Practice.” Members and. medical friends are invi 

«Mip-Herts Diviston—~At Red Lion gorch, St, Albans, Friday, 
January 19, 8.45 p.m., Professor L. P. G : “ Antibiotics.” 

OtpHam Division.—At Oldham Hotel, ane Bank, Oldham, 
Monday, January 15, 9 p.m., lecture by Dr. H. Howat 
(Manchester). 

SOUTHAMPTON Drvision.—At Conference Room, Civic Centre, 
Wednesday, January 17, 4p m, address by Professor A. L. Banks. 


SUNDERLAND Division. —At Roya! Infi Sunderland, 
Friday, January 19, 8 p.m., address by Dr. Jes Baker: 
* Mitral Sten and its Surgical Treatment.” ^ car 


Meetings of Branches and Divisions 
MANCHESTER DIVISION 
The Manchester Division of the B.M.A. and the: Manchester 


“Local Medical Committee held a successful medical ball at Man- 


chester on December 5, 1950. aout ee members and guests 
attended. During the evening a god cigarette case, suitably 
inscribed, was presented to Dr. J. Milne, formerly honorary 
secretary of the Division for sixteen years, as a token of esteem. 
Mrs. Mi ine received a sliver salver. 7 2 
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DISCUSSIONS WITA MINISTRY ON 
REGISTRARS 3 


A deputation consisting in the Subcommittee on Registrars 
of the Joint, Committee went to the Ministry of Health on 
January 16 to discuss with officials there the recent circular 
on registrars. No report of the discussion has been issued. 

On January 8 Dr. T. F. Redman and Dr. R. M. Forrester, 
chairman and deputy chairman of the Registrars Group 
Council, had met the Subcommittee on Registrars to present. 
the views of registrars on the present situation. 








: a 
THE REGISTRAR PROBLEM _ 
CRITICISMS OF MINISTRY’S' PROPOSALS | 


A largely attended meeting of the council of the Registrars 
Group of the British Medical Association was held at 
B.M.A. House, London, on January 5, under the chairman- 
ship of Dr. T. F. REDMAN. In a full and frank discussion 
many criticisms were directed at the Ministry’s circular on 
registrars, chiefly on the ground ‘that the contemplated 
reduction ın registrar strength would leave many hospitals 
with a seriously depleted service, and that no adequate 
proposals had been made for re-employment of dismissed 
registrars. 

A full statement expressing the views of registrars was 
drawn up for submission to the Joint Committee. 

The discussion largely turned on the consultant—registrar 
ratio and the period of tenure of senior registrar posts. 
The meeting agreed on the need for flexibility in the tenure 


‘tant appointments, the. holding of senior registrars in their 
appointments or grade for a longer period than three years, 
and by ensuring that the total number of senior registrar 
appointments would’ be such: that those who ‘passed through 
them and obtained sufficient experience in them would have 
a reasonable prospect of obtaining a consultant appointment. 
Attention should also be given to facilitating entry for ex- 
registrars into general practice. 

At this pomt Dr. T. RowLanp Hur, chairman of the 
Central Consultants and Specialists Committee, attended 
the meeting, and at a request from the chair’ the views of 
the registrars’ present, so far as they had been ascertained. 
were given by Dr. R. M. Forrester. He said'that the 


` difficulty of the problem and the fact that ıt admitted of 


of senior registrar appointments. The three years which ' 
the Ministry had assumed as the maximum was too narrow,” 


and it was urged that senior registrars who showed that they 
had in them the makings of a good consultant should be 
allowed to continue, either in their present appointment or 
‘in another in the same grade, provided they gave satisfac- 
tion to the hospital board. This would enable the holders 
of such appointments to apply for and ‘obtain consultant 
appointments during the latter stages of senior registrarship. 
The determination of the ratio was also deemed of first 
importance, to ensure that any wastage of senior registrars 
on completing the period of their appointment was reduced 
‘to the minimum, There was some difference of opinion on 
a proposal that after three years’ tenure a registrar appoint- 
ment should be annually renewable in open competition. 
It was suggested that the solution to the problem should 
be explored on the following lines: an increase in consul- 


+ 


no single solution was fully appreciated. All were agreed 
on the need for a substantial expansion of the consultant 
services of the country, a view which he understood was 
supported by the senior administrative officers of . the 
regional boards. On the vexed question of the consultant- 
registrar ratio, the Registrars Group had suggested that for 
every vacant consultant post there should be between 1.0 
and 1.25 senior registrars available They agreed that there 
should always be in the selection for consultant posts an 
element of competition, but there was a feeling, neverthe- 
less, that with approaching seniority such competition should 
diminish to a certain extent—in, other words, that when a 
registrar had put in a large amount of good work over a 
sufficient period he or she should have a reasonable chance 
of securing a consultant appointment. 
p 
i Period of Tenure 

It was the opinion of the Group, Dr. Forrester continued, 
that the Ministry had ‘made a fundamental mistake in 
assuming that three years should be the maxımum tenure 
for a senior registrar. It was on this basis that the Ministry 
had worked out that the total number of senior registrars 
for England and Wales should be not more than 600—that 
is to say, an entry of 200 for each of the three years. In 
the original terms and conditions it was envisaged that a 
longer period was necessary, but three years was now set 
out as the maximum. Registrars believed that the arithmetic 
of the document should be amended on the basis of some 
longer period—say, an average of four and a half years—and 
that this would go far to solve the problem which now faced 
many senior registrars and hospital staff. On this general 
principle registrars were fairly well agreed. The holding 
of senior registrar appointments for longer and variable 
periods would maintain a sufficient number of potential 
consultants, who meanwhile would be carrying out the work 
required for the running of the hospitals. 

2400 
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On the question of the length of maximum tenure, many 
registrars felt that few ĉould with satisfaction to them- 
° selves continue in a senior registrar post for more than six 

' years, and that, uf three years were regarded as the minimum, 
six years should be regarded as the maximum. On this 
point there was not full agreement, but ıt was accepted that 
three years was the wrong multiple, and that some higher 
figure would be more correct. A multiple of 44 years 
would ,give a figure of 900 senior registrars for England 
and Wales as the figure which the country could carry 
without allowing for ‘any expansion of consultant estab- 
lishment, 

At the moment the registrar was at a disadvantage in 
trying tò find employment in fields other than the consul- 
tant service. Many registrars would willingly go into general 
practice, but there was a barrier here because registrars’ 
received unfavourable consideration for vacancies in estab- | 
lished practices owing to their lack of experience in this 
field, and to the feeling that it was better to fill the vacancy 
with a man who was primarily interested in general prac- 
tice rather than one who had taken to it as a second 
choice. Therefore, when a vacancy was advertised. the 
registrar tended to be put at the bottom of the list of 
candidates. A necessary factor in the solution of the regis- 
trar problem would be a reconsideration of the methods of 

, entry into general practice, 

The CHAIRMAN emphasized that there should be fiexi- 
bility in tenure of office and that the arrangements should 
be such as to ensure only minimal wastage at the stage at 
which the senior registrar became eligible for-a consultant 
post. The selection .of those likely to take rank as consul- 
tants should already have been made by the time they 
became senior registrars. The change from registrar to 
senior registrar would generally be made at about the age 
- of 31, and by then the direction of a man’s calling to a 
branch of his profession should have been decided. It was 
not in the man’s own interests nor in the interests of the 
Service that undue wastage should take place at the level* 
of transition from senior registrar to consultant status. 
Therefore senior registrar appointments should bear some 
fairly narrow ratio to consultant vacancies. It was also 
important to have no blockage of junior registrars coming 
up from below. 


r 


Expansion of Consultant Service 

Dr. RowLAND Hn said that there was no doubt that the 
Ministry document which had given rise to so much anxiety 
amongst registrars and others, in the Service was the product 
of very inadequate discussion with the profession. There 
was now additional evidenc@ that regional boards and boards 
of governors had already planned a large number of con- 
3ultant vacancies—probably about 800 such vacancies in 
different specialties over the next 12 months—and the 
Ministry officials were perhaps out of touch witb, these 
bodies. Registrars could rely upon consultants to press 
the need for a steady and substantial increase, far greater 
than that suggested by the Ministry. All were. agreed, 
further, that the present generation of senior registrars 
presented a special case which should have particular con- 

_ sideration, especially those who’entered registrar ranks under 
the demobilized officers. 4, 

With regard to junior staffing of hospitals, it was felt by 
consultants .that the first two years or so of registrar life 
was a good training for any kind of future work; and that’ 
it was not right to speak of the registrar during those-first 
two years as a “consultant trainee.” The Ministry would 
be told that, in the opinion of consultants, if the numbers 
of. such registrars were too much reduced the efficiency of 
the hospitals, would be damaged. There were really three ` 
aspects to the whole problem—the prevention of hardship 
‘to the present registrar generation ; the placing on a proper 
basis of the junior staffing of hospitals throughout the 
country, while doing no injustice to senior registrars ; and 
the creation of full opportunity for those who had held 
registrar posts to enter other branches of the profession. 

Dr. Rowland Hill was warmly thanked for his address. 


„severe. 





Constitution 

At the conclusion of the meeting the council reviewed its 
constitution in the light of the instruction in the Ministry's 
circular that the junior registrar grade should be abolished. 
and that appointments at £670 pér annum should in future 
be classified as senior house officer posts. It was generally 
agreed that there was no objection to this instruction, and 
it was-decided that those members of the Group who were 
‘junior registrars when they were admitted to membership 
should be allowed to continue their membership of the 
Group, but that future applications for membership from | 
senior house officers could not be considered. It was pointed 
out by the chairman that this would not preclude regional ` 
registrars groups, if they so wished, from inviting senior 
house officers to attend regional group meetings and to take 
part in their discussions. | 





REGISTRARS IN SCOTTISH HOSPITALS 
The Secretary of State for Scotland has replied to a letter 
from Lady Tweedsmuir, M.P. for South Aberdeen, about the 
proposed-reduction in the number of registrars in Scotland. 
He says that the changes contemplated are;not dictated as an 
economy measure, but there are far more registrars in 
Scotland training for specialist posts, than there are or are 
likely to be posts for them. It is in their own interests that 
this situation should be faced frankly now. In addition it is 
important to give the abler doctors of each medical genera- 
tion a fair chance to train for the higher posts. Every effort 
would be made to mitigate hardship to individuals. If the 
departure of the surplus registrars led to difficulty in main- 
taining clinical or teaching work in the hospitals, additional 
posts—but not posts carrying the implication of future con- 
sultant employment for their occupants—could be created 
where necessary. 

The letter points out that at present the medical schools 
could - produce~ only an ‘approximately fixed number of 
doctors each year. This output had to cover all branches of 
medicine, and a regular supply of men and women must be 
made available for the general-practitioner service, which: 
‘was the backbone of the whole service- While his depart- 
ment would endeavour to see that the specialist service was 
developed where necessary, it could not look to that service 
to provide unlimited opportunities for the registrars. 

There were several points which registrars might bear in 
mind: 


“ (a) The recent memorandum from the department is not a 
bolt from the blue. For more than a year it has been manifest 
to everyone taking an intelligent interest in the subject that the 
number of registrars proper would have to be reduced. 

“ (b) Long before the inception of the National Health Service 
it was customary that the training for specialist status should be 
highly competitive and the weeding-out process consequently was. 
What has happened recently is-that the increase in the 
number of trainees has risen in an excessive disproportion even 
to the increased number of spécialist posts provided by the 
National Health Service. 

“() Doctors, lke all of us, cannot always expect to find posts 
" which give them exactly the kind of career they would prefer. 
Individual preferences must be related to the needs of society, 
and this to some extent must always determine the particular 
branch of medicine which doctors are to follow. Even now there ' 
are some specialties in which the opportunities are better than 
in others and in which so far there bas not been heavy competi- 
tion for appointments. I might mention psychiatry and radio- 
therapy, where there has been some difficulty recently m filling 
som of the senior posts. 

‘ (d) There is no escaping the fact that many of those registrars 
now in posts will find soonér or later that there is not a specialist 
post for them either generally or ın their chosen specialty It 1s, 
I think, in their own interests that this situation shonilg be facad 
frankly now 

“(e) We have also to consider the position of the younger 
doctors now approaching registrar status. It is important that 
we should preserve for the abler doctors of each medical genera- 
tion a fair chance to train for the higher posts. To bar them 
simply because of their age in favour of senior men who may not 
be of the same promise would be unfair both to these individuals ’ 
and to patients and sufferers whom they would eventually treat.” 
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PUBLIC HEALTH SALARIES. 


,OLD AND NEW AGREEMENTS 


The original claim made by the staff side of Whitley Com- 
mittee C on ‘behalf of public health medical officers con- 
sisted in recommendations drawn up by a special com- 
mittee ‘of the B.M.A. and approved by the Council (Sup- 
plement, January 29, 1949, p. 45). The claim was discussed 
at four meetings of Committee C during 1950, and certain 
parts of it were agreed by both sides during these discus- 
sions. _These agreed parts were therefore excluded from the 
claim submitted to the Industrial Court for arbitration, and 
the award of the Court referred only to those parts of the 
claim put before it. 

The Court dealt with most of the material submitted to 
it, but referred back to Committee C three sections of the 
claim—namely, those on deputy medical officers of health, 
divisional medical officers, and medical officers holding 
mixed appointments. A time limit of two months has 
been set by which agreement should be reached., 

The original claim bas thus been split up into three parts, 
each dealt with differently : one part consists in the sections 
agreed in Committee C last year; the second in those sec- 
tions submitted to the Court and on which the Court gave 
its award; and the third in those sections submitted t the 
Court and which the Court referred back to Committee C. 

It is expected that, as soon as agreement has been 
reached on the material referred back to Committee C, 
a final.agreement will be drawn up to replace the present 
Askwith Agreement with its Interim Revision and the Modi- 
fication of the Interim Revision. 


` 





SCOTTISH CHEMISTS’ PAYMENT 
ARBITRATION TRIBUNAL ` - 


The following members have been appointed to an arbitra- 
tion tribunal to consider the appropriate rates of payment 
to chemists in Scotland for dispensing National Health 
Service prescriptions: Mr. L. Hill Watson, K.C., Sheriff of 
Perth and Angus (chairman) ; Sir Alexander Gray, Professor 
of [Political Economy and Mercantile Law, Edinburgh 
University; and Mr. Charles Rowcliffe Munro, chartered 
accountant, Edinburgh. / 

The tribunal has been appointed by the Whitley, Council 
Committee, which deals with the remuneration and related 
conditions of service of chemist contractors in Scotland. 


, 





HEALTH SERVICE IN GLASGOW 


According to the Glasgow Executive Council’s Report for 
the year ending March 31, 1950, the- first complete year 
since the Health Service started, there are 659 general prac- 
titioners on the council's list. The average payment to 
general practitioners in the city was £1,644. The. average 
payment to each dentist was £4,245.. The average cost per 
head of population for various services was as follows: 
medical services, including maternity services, 18s. 5d.; 
dental services 22s, 9d.; ophthalmic services, 13s. 9d. ; 
administration, 10d. The cost of administration, was 1. 1% 
of the total expenditure. 

During ‘the year 34 doctors died or resigned, and 26 were 
admitted to the list; thus there was a decrease of eight. 
Of the doctors on this list 128 have the bulk of their prac- 
tices outside the Glasgow area. 62,460 people changed their 
medical practitioners, That number is about 5.7% of the 
people on doctors’ lists. 
were removed from their doctors’ lists at the request of 
the doctors, and 33 people who had chosen doctors said 
that they no longer wished to use the general-practitioner 


part of the Health Service. There were 67 doctors employing’ 


assistants, six of them having been appointed as “ trainers.” 


t 


Also during the year 383 people 


~ 
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Correspondence `’. 


Public Health Salaries 


Sir,—While the salary-scales award of the Industrial Court 
(Supplement, December 30, 1950, p. 255) must be accepted, 
as you rightly say, since that is implicit in proceeding to 
arbitration, it is profoundly disappointing to those who have 
the interests of public health at heart. Read in conjunction 
with the. voluntary agreement between the local authority 
associations and representatives of certain chief officers other 
than town clerks, who have fared much better, the only 
essential difference to be found in our favour is that the 
“minimum minimum” for medica) officers of health is 
higher ; the possible maximum, a more significant token of 
prestige, is‘ the same. This appears to link the medical 
officers of health with other chief officers much more closely 
than with the other sections of the medical profession, a 
conclusion extremely dangerous both to public health and 
to medicine as a whole. 

Perhaps two dozen out of the 2,000 medical Sacre will 
achieve ip salary rate about what the ordinary consultant 
without merit award will automatically secure ; the compari- 
son made in para. 14 of the report is grossly misleading, 
since the medical officer of health’s promotion is not auto- 
matic but proceeds, if he is lucky, by repeated moves from 
town to town with all that that in these days entails. 
Nothing is said in the award itself of the conditions which 
are to determine the minimum point in the scale. Unless 
there is some clear understanding on this it might happen 
that 40% of county borough medical officers of health will 
end up with approximately the salary of an S.H.M.O. It is 
impossible to forecast all the possibilities until the Whitley 
Council has come to an agreement, but these are sufficient 
to indicate how even the more successful public health 
medical officers may fare compared with the rest of the 
profession. 

As for the assistants, who still form the bulk of the public 
health medical world, ‘the salary awarded will not suffice to 
maintain them and their . families in the way which every 
other section of the profession expects. How can we hope 
that young and ambitious men prepared to accept family 








“responsibilities will enter such a calling? But preventive 


medicine needs as good brains as curative medicine. 

The fact that a great number of medical officers will 
receive some financial benefit cannot be accepted, in the 
light of the almost incredibly low salaries paid up to now, 


as evidence that the value of preventive medicine through ` 


local authority service is appreciated by the local authorities 
or the public. Is it appreciated by the profession ? ‘tn 


` 1946 I said (Public Health, February, 1947, p. 93) that medi-' 


cal officers of health were doctors first and local-government 
Officers second; that is chronologically the fact and it is 
true as to their outlook. They are not, as was contended by 
the associations, administrators with a knowledge of medi- 
cine (para. 18 of the report). If the medical profession is 
not wide awake to the implications of these divergent views 
so much the worse for public health, so much the worse for 


‘the profession.—I am, etc., 


Exeter E. D. IRVINE. 


“ Confidential” ‘ 
Sir,—Recently it became necessary to approach B.M.A. 


- Headquarters to obtain information of great importance to 


a large group of members of the B.M.A, Attempts had pre- 
viously been made to obtain this information by members of 
this group, but they had been unsuccessful. The information 
when it arrived was marked “Confidential” and not for 
publication, On inquiry, I discovered that this information 
had been obtained from the Ministry and that it was the 
Ministry who had declared it to be “confidentia.” “No 
reasons were given for the.embargo on publication, and the 
B.M.A. had apparently accepted this ruling without argument 
or dissent. 
€ 
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This is not the first occasion on which information which ' 
should properly-be in the possession of members has been os Diary i Central Meetings 
. ewithheld by Ministerial ban. In the matter of compensation ++ JANUARY | 


‘of fesearch, But may be a member of H.M. Forces or may - 


eo 


txe “London, W.C.1. 
_-Mames, of three referees who are competent to speak as. 








3 “The: €oiiicil of the British Medical Assodiation is prepared 
to.recetve’applications for research scholarships, as follows: 


‘An Ernėst- Hart Memorial Scholarship, of the value of £200. ` 
-A Walter Dixon Scholarship, of the value: of £200. 
a Four Research Scholarships; each of the valbe of £150. 


These’ scholarships are given to candidates whom the 
Pera Coe of the Association recommends as quali- 
fied to undertake research in any subject (including State 
medicine) relating to the causation, prevention, or treatment 
aor disease. ‘ : ‘ V 


‘In addition, applications are invited for, the award, of the 
“following research scholarship: 


The Insole Scholarship, of the value of’ £250, for research, into 
athe causes and,euneyof v venereal disease. 






3 


, Each scholarship is terrible for one Year, commencing on 


: l” October 1; 1951. A’stholar'may be reappointed for not more ' 


than’ two" adgitional:-terms. A scholar is. not necessarily 
ired to devote the whole of his or ber time to the work 


a a junior appointment at a university, medical school, 
apita, provided the duties of such appointment will 
the opinion of the Science Committee, interfere with 
ee tor er work as a scholar. 
Ai è 3 for. scholarships must be made not Jater than 
. March’ 31,. 1951 og the ‘prescribed form; a copy of which 
x yill be su ked fd application to the Secretary, British 
Medical "ASsStiati on, B.M.A. House, Tavistock Square, 
Applicants are required to furnish the 


to their capacity for the research contemplated. — 


AREA OF WEST NORFOLK AND EAST NORFOLK 
DIVISIONS | 


Notice is hereby given by the. Council that the civil’ parish of f 


Fakenham has been transferred from the area’ of the West 
Norfolk Division to the area of the East Norfolk Division. 
A. MACRAE, > 


k i mn Secretary. 


sib 


' Impact of ‘Poliomyelitis on the Community ”: an 


“Mr. Edgar Freshman! “ Uro 


I have attempted to ‘obtain publication of figures which 23 Tues Central "Ethical Committee, 12. 15 p.m. 
should be in the possession of members and have been met 24. Wed. Assistants and Young Practitioners Subcommittee, i, 
by the same excuse. These are still not available. 2 pm. Poe } 

For a considerable period we ordinary members have been 24 Wed. Staff Side,’ Committee C, 230 pm. . a 
kept in the dark on the grounds that “ delicate ” negotiations 25 Thurs. Committee on Organization of Scientific Sections ,, 
‘have been proceeding. Now apparently the word “ confiden- at Annual: Meetings, 10.30 a.m. 
tial” is to be the obstacle between us and the knowledge 23 ‘Thurs. General Medical Services Committee, 11°a.m. 
we have every right to have.. One“ “wonders how many other a setae crane ae one = a < p. z 

torial Su ee of Joint, Formu om- 

matters ‘of ag conten a hong have, knowledge are being Toe mite sit, Pharmaceud al Sotie, v7 Blows fas- 

e BMA. Headquarters taken any steps to enable, 39 tue, Traine pine Suiits Sour ® 
intonation to be released, or is it more, convenient for oc; Se Committee, 2.15 p.m. ; M 
Headquarters:to acquiesce in the Ministerial ban ?~ Some of 31 Wed. Publishing Subcommittee, 11 am. ; 
us feel that ‘the age of “delicate” negotiations should be 31 Wed. Amending Acts ‘Committee, ‘2 
long past and that the time has come when, toughness rather ~ \ mending. AACE SROs, pan: ' r 
than tame ‘acquiescence should be the attitude. ` i. FEBRUARY oe i 

ave tere de hese aod | rod tne one of its ire ù% 1 Thurs. International Relations ,Commuttee, 2‘p. m: 
objectives sha o ensure information’ possible se 
‘shall be made available to all members of the Association ' ; oi Public Health Corhmaitte, 2 pam, 1 noen; 
at the earliest possible moment.—I am, etc., ; a 
W c. £ P -7 Wed. Maritime Subcommittee, 2 p.m. l 
8 Thurs: Nursing Subcommittee, 2 pm. 
` 13, Tues, Meeting of Trustees, Dawson Williams Memoria! 
` : f ' - Fund, 11 am. 
-£ : Association Notices 21 Wed. Private Practice Committee, 2 p.m. 
Ta : : : Ao: APRIL rı 
Doet ' S Be g 3 11 Wed Private Practice Committee, 2 p.m. 
‘SCHOL ARSHIPS IN AID OF SCIENTIFIC RESEARCH, 19 Thurs. Pemalsiogss Group Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


BOURNEMOUTH Division.—At Royal Victoria ` Hospital, 

Boscombe, Friday, January 26, 8.15- p.m., address: “ The Recent 
“ y 

Questions ? ” session, by Dr. W. H. Bradley. 

Coventry Division —Tuesday, Janudty 23, Dr. H.: Parry 
Williams: “ Tuberculosis in Young Children.” - 

East Kent DIVISION.—At Chez Laurie Restaurant, Herne Bay, - 
. Thursday, January 25, 7.30 p-m., dioner; ot p.m., lecture by 

ogy in the 

EXETER Division.—At_ Royal | arte aa Exeter ` Hospital; 
‘Thursday, January 25, 8.30 p.m., discussion of present position 
of- profession, and of ‘National’ Health PETS: to be. opened by, 
Dr. S. Noy Scott, 
oe DIVISION At Fountain Street House, Ulversto: 

uesday, January 23 3 pm, combined meeting Barrow an 
Furness ‘Clinical Society 

Harrow Drvision. At Clay ‘Pigeon Hotel Field End Road, 
Eastcote, ‘Tuesday, January 23, 23, 8.30 p.m., ad by Mr. A, F, 
Challis: “ Income-tax the’ Doctor.” Members’ ladies are 

invi 

Oxrorp Diviston.—At Maternity Department Lecture Theatre, 
Radcliffe Infirmary, Oxford, Wednesday, January 24, 8.15 p.m., 
Dr. E. Katharine Williams: “ Atomic Warfare and ‚Civilian 
Casualties.” ‘ 

SOUTH BEDFORD Division sae] Paton and Dunstable 
Hospital, Wednesday, January 24, 9 p discussion: “ Hand 
Plewa * (illustpated by two films), 5 ‘be "opened by Mr. L 

he : 
WER HAMLETS Division. —At St. Andrew’s Hospital, i 
Th Priday, January 26, 3 p.m., clinical meeting. | 


| LUNCH AT B.M.A. HOUSE 


For a period of six weeks from January 22 the kitchen ' 
at B.M.A. House will be out of use because of alterations 
being’ made to it. It will not then'be possible to provide 
members with lunches as at present, but there will be a 
buffet’ service—i.e., tea, coffee, ‘rolls, butter, and cheese, 
‘sandwiches, etc., and possibly soup. The inconvenience to 
members is, regretted, but when the kitchen is reopened on 
March —by which time the work:should be completed— 
“the service will be more caren and the quality, of the meals 

, improved, 
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British Medical Association. 


i 


A meeting of, the Council of the Association was held at 
- B.M.A. House, London, on January 17, with Dr. E. A. GREGG 
in the chair, The volume of business again was such tHat it 
"could not be completed in one day, and mafy matters were 
left over for an 1 adjourned meeting at a later date. 


Preliminary Business 


The CHAIRMAN extended the congratulations of the Council ~ 


—and in this, he said, he spoke for the entire profeasion— 
to Lord Horder on the attainment of his eightieth birthday, 
and expressed the hope that they would have -the advantage 


of his counsel and wisdom on many occasions in yearé to` 


come. Lorp Horper, in acknowledging the acclamation, 


said that -he had to apologize for taking ső long in growing . 


"up. He hoped to make amends in the near future. 


The Council received with regret the intimation of the 


deaths of five former members, These included two past 
presidents—Dr. S. Watson Smith, of Bournemouth, President, ` 
- 1934-5, and Dr. Thomas’ Fraser, of Aberdeen, President, 
1939-42. 

Congratulations ° were extended to the thirty mémbers of 
` the Association ,whose names appeared in the New Year 
Honours - List. - 

Dr. J. M. Gipson presented a resolution passed recently 
by the council of the Society of Medical Officers of Health 


‘conveying thanks to ‘the Association- and its secretariat, -in- 


particular Dr. A. V..Kelynack, Assistant Secretary, for the 


manner in which the.case for better remuneration and con-- 


ditions of service for public health medical officers had- been 


presented to the Whitley Committee and the Industrial Court. ` 


He said that not all that was hoped for had-been obtained, 
but even if nothing had been gained this resolution would 


have beeh put forward in the same cordial way. The general | 


practitioner was now more than ever a co- -partner with the 
medical officer ‘of health in his efforts to` prevent disease, 
‘and he believed that in view of this: partnership their 
achievements in preventive medicine would be- even greater 
than in the past. 

A communication was. received „from the British Medical 


- Students Association conveying its thanks~for the assistance - 
and facilities alkerted to it by the B.MAY during the past ` 


- year, 


ca . a - 


PROCEEDINGS OF COUNCIL, 


: : + “Wednesday, January 17 


-policy at the forthcoming Special Conferencé arch. 
gc 


) aas E 

The Council decided to EN for reappointyieht e 
the Central Health Services Council four medical membérs: . 
who are due -to retire on March : 3i—Dr. H. Guy Daini? 
Dr. W. G. 4: fielf"Dr. W- Nz:Pickles, and Sir Harry. z 
Platt—and also to nominate Dr. S. Wand for m mbe ip 


Committee, presented “a"-report ‘on the matter which. had 
been before the Council at its previous meeting 
the proposal, put forward at the Conference of Local Medi- 
_ cal Committees, that certificates which mig 
for the purpose of obtaining sickness, oró eb petrefits under 
the National Insurance Act, ‘1945; and: er 
should be. withheld in the event of a- 
“from the National Health Service. He ‘sdidz that his *Com- 


t bé employed 3 


eneral ‘withdfawa T° 


concerning: 7 


relevant’ Acts “ee 


7, 


of the council, It also made nominations for the various . 
. standing advisory committees of the council. “hapa te 
rr A a 
; 
exceed Withholding of Certificates- oa _ 
Dr. S. WAND, on befalt" of the General "Medical Services page 


as 


mittee, on the evidence-laid before it, was úfàble to recony-,-"” 


ménd any change from the view so forcibly éxpressed- at 
the Conference, and was satisfied that the resolution 7- 
expressed’ the feeling of the majority of géneral practi, 
tioners. It asked that the. Committee’s considered decision 
be promulgated “to the profession by the British Médica?” 


Guild, and that it be left to. the democratic machinéry a 


the profession- to initiate any modificatians“ in- jhe pe 


In reply to questions, Dr. Wand said th Is own 





area, where he had had the opportunifY of discussing thej- be 


matter with groups, he had come across'no contrary expres- 
sion of- opinion at all. Other members of Council related 
similar experiences; but others expressed considerable doubt 
whether the course proposed -did. -fepresent : the majority 
feeling. - 2 


The SECRETARY, referring to the constitutional posi- i 


tion of the Council, said that this proposal’was put for- 
ward by an autonomous’ committee speaking for general 
practitioners, and the question was whether the matter 
was one affecting general practitioners only. If ıt was 
confined to the sphere of general practice then the-CG*neral 
Medical Services Committee had autonomy, and it waż- not 
- clear that tho Council coùld havo any say in the’ matter at 
ioe 2401 


< 


4 


‘a $ 
i sh this” liaison—it was stated that legal advice on the powers 
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all. The Gerieral Medical Services Committee was in effect 
replacing the Representative Body in this particular matter: 
But, if the matter was one affecting other sections of the 
profession also, then the Council and the Representative 
Body could take final decisions, 

Mr. H. H. LanoSron said that the matter was one 
which did concern other sections very -widely. A large 
number of certificates, for example, were given by hospital 
residents. _ 

Dr. J. G. Tawarres said that he was grateful for the 
exposition of the constitutional position. In his view’ the 
whole of the profession Was involved in this matter of 
policy. He held to his strong opinion that the withholding 


‘Of. certificates.would bring the profession into disrepute. It 


might be argued that Council must accept the opinion of 
an autonofmivus-committee, but he did not see how it could 
endorse a recommendation- without first referring it to its 
fonstituents.and to the Representative Body. 

The CHAIRMAN, after some further disctission on this 
matter, said that the General Medical Services Com- 
mittee, backed by an opinion expressed at the Conference, 
had come to a certain point of view. Was the Council 
obliged to accept that point of view, make it its own, and 
instruct the Guild to that effect? Was it competent for 
the Council to do so when it had an important body to which 
it was responsible—the Representative Body? He held 
that the Council was not entitled to go behind the Repre- 
sentative Body and make a decision, on which they might 
be criticized for non-consultation. He thought that finished 
the, question so far as the Council was ‘concerned. The 


Council was asked by the General Medical Services Com- - 


mittee to promulgate something through the British Medical 
Guild. It could not promulgate it as its own view,‘but what 
it could send to the Guild was the information that_ this 
was the view of the Committee. The Council could promul- 
gate it as its own view only after the Representative Body 
had given authority. 

This statement of the position was generally accepted by 
the. Council. 

The CHAIRMAN said that the communication to the Guild 
would be so clearly worded that no one could possibly 
imagine they were sending it forward as the view of the 
Council; they were sending it forward at the request, of a 
considerable section whose opinion they valued. 

The matter then closed. 


Medical Practitioners Union 


Dr. Wand, on behalf of the General Medical Services 
Committee, asked for approval of the action of the Com- 
mittee ın the matter of co-operation with the Medical Practi- 
tioners Union, and, subject to the approval also of the 
Conference of Local Medical Committees, asked that the 
Organization Committee be instructed to prepare any neces- 
sary amendment of the constitution of the General Medical 
Services Committee which might be necessary to permit two 
members of the Union to be co-opted 

After discussion on the constitutional method of effecting 


of co-option was being sought—the recommendation was 
approved. $ ' 


ner Co-operation in the N.ELS. 


A report was placed before the Council on a meeting 
which took place on December 20 between representatives 


,of the British Medical Association and of the Society of 


Medical Officers of Health to discuss a draft memorandum 
prepared by the Society for submission to the committee 
of the Central Health Services Council on the question of 
co-operation between various branches of the National 
Health Service. Some of the Association’s representatives 
had expressed the view that the memorandum contained 
inadequate reference to the part played by the general practi- 
tioner. A suggestion was put forward that it might be 


advisable for the whole question to receive fuller considera- 


£ t 


tón by representatives of the public health service, of general 
practitioners, and of consultants and specialists. 

The CHAIRMAN said that the conclusion was reached that 
it might be a wise thing to have a round-table conference 
of representatives of all branches of the profession to work 
out a common policy, but that this should be deferred for 
a little while until certain committees of the Association 
had gathered rather more material on which such a confer- 
ence could act. æ 

Dr. Frank Gray said that it was unfortunate that the 
Central Health Services Council would for the time being 
have a report from only one of the three main sections of 
the profession. The Society of Medical Officers of Health 
could scarcely be expected to put forward the point of 
view of other sections. There were certain differences of 
opinion, but it was not impossible to smooth them out, and 
he hoped that the co-operative task would not be long 
delayed. 

The CHAIRMAN explained that he had in mind no long 
delay. Possibly by the tme of the next Council meeting 
they might be ready to set up a~“round-table conference. 

The question was postponed to the next meeting. 


"a 


Consultants and Specialists 


Dr. T. RowLanp Hit, on behalf of the Consultants and 
Specialists Committee, brought forward a recommendation 
that the Association should become a corporate member of 
the Internationa] Hospital Federation, an independent non- 
political study and research organization in the field of 
hospital service. This was adopted. 

Dr. Rowland Hill went on to mention the drastic pro- 
posals of the Ministry for reviewing registrar establishments, 
and said that on the previous day a meeting had taken place 
with Ministry of Health officials, and while the Ministry 
would not withdraw their circular on the subject they stated 
that their figures were only suggestions or target figures, and 
might be ‘modified according to the recommendations of 
regional boards and boards of governors. The Munistry 
also had agreed to begin forthwith discussions with the ` 
Joint Committee on all the principles involved in the estab- 
lishment of registrars and junior staff in hospitals. 

On a further matter, Dr. Rowland Hill said that what he 
thought was a satisfactory procedure had now been reached 
for nominating both general practitioners and consultants 
on regional boards. y g 

Dr. VAUGHAN Jones said that he was not altogether 
satisfied with the procedure for securing representation, 
of the profession on regional boards. Nominations were 
to be sought in future from local medical committees in 
the case of general practitioners and from regional consul- 
tants and specialists committees in the case of consultants. 
But he felt that the British Medical Association as such had 
a duty in this matter as well as these local and regional 
bodies. He was rather concerned at the elimination entirely 
of the B.M.A. Branch or Division as an organization which 
could make representations. 

Dr. Gray said that it was a matter for good will on all 
sides, and, given adequate time, he thought a harmonious 
working arrangement would be secured. 

It was agreed that this question, so far as it Sancerned 
general practitioners, should be referred to the General 
Medical Services Committee. 

Dr. RowLAND Huu also referred to the question of pre- 
scribing by consultants. Attention had been drawn by the 
General Medical Services Committee to the difficulty and 
embarrassment which were at times created for the general 
practitioner when a consultant gave a patient details of the 
course of treatment he was recommending to the patient’s 
doctor, when, for example, tbe practitioner had to decide 
whether a certain preparation was a drug which could be 
supplied under the Service or one which the patient must 
buy. Dr. Hill said that the view of his committee was that 
where a ‘consultant saw á patient in the absence of the 
medical attendant—in the out-patient department, for 
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instance—and referred the patient back to the general prac- 
titioner for further treatment, the consultant should not 
reveal to the patient the details of the treatment he had 
advised. It was being suggested to the Central Ethical Com- 
mittee that ethical rules might be prepared to meet the case 
of a consultant to whom a patient bad been referred by a 
general practitioner for a second opinion, the general practi- 
tioner himself not being present at the consultation. 


Hospital Admintstration 


Dr. Rowranp Hr further submitted, on behalf of his 
committee, a memorandum of evidence which it was pro- 
posed to give to the subcommittee of the Select Committee 
on Estimates setting out the view of the Association on 
hospital services, how they might be improved, and what 
economies might be made, especially in administration and 
staffing. The draft of evidence was a considerable docu- 
ment ranging over.questions of joint consultation between 
staff and administration, the democratic appointment of 
boards and committees, the method of medical staffing of 
hospitals, and private beds and charges to patients, among 
other matters. 

On this last point of charges to patients Dr. FRANK Gray 
said that he hoped the Consultants and Specialists Com- 
mittee would be prepared to say something more than 
appeared in the written evidence. There was in London and 
indeed all over the country a most serious situation as 
regards hospital beds, and one of the factors that were operat- 
ing very strongly to produce that situation was hat if an 
elderly person went into hospital there was no ‘charge to 
him or his relatives, and in many cases the relatives made no 
effort to look after him, so that it was impossible for him to 
be discharged from hospital. If there were a charge in the 
case of such long-stay patients and the relatives were called 
upon to defray it a very considerable improvement in the 
hospital situation would result. 

Dr. J. A. SrALLWoRTHY urged the omission from the docu- 
ment of a suggestion that amenity and private beds be 
amalgamated. He thought it might be misinterpreted. 

Dr. ROWLAND Hut undertook in his oral evidence to the 
subcommittee to bring out these and other points which 
were mentioned in the Council. 

The evidence was then approved. 


i 


Public Health 


Dr. J. M. Grsson, deputizing for Dr. C. Metcalfe Brown, 
introduced the report of the Public Health Committee. One 
of the matters brought forward followed from the resolution 
of the Annual Representative Meeting that representatives 
on local authorities should not be penalized because of 
membership of the medical profession. Dr. Gibson said that 
this matter had. been fully discussed with the Ministry. It 
appeared that anyone—medical practitioner or other person 
-undertaking regular remunerative work for a local 
authority was automatically debarred from membership of 
that authority. In reply to a question he said that this rule 
obtained where there was a contract of any kind, even if only 
for one sessional attendance a week or a month. But the 
receipt of an occasional fee for vaccination or other isolated 
service did not debar. 

The-Public Health Committee also reported concerning the 
award of the Industrial Court on the remuneration of medical 
officers employed by local authorities (Supplement, Decem- 
ber 30, 1950, p. 255). He said that while they had not got 
all for which they had asked they had got something. They 
were disappointed in the assistant medical officers’ scale, 
and with regard to medical] officers of health they regretted 
that the minimum commencing salary was fixed between 
such wide limits, which would encourage a tendency on the 
part of local authorities which had the option to appoint a 
medical officer to begin at the lowest scale. 

It was reported that the agreement on the remuneration 
of practitioners undertaking part-time work for local authori- 


ties would be implemented on April 1, 1951. Dr. G:bson 
said that the remuneration was agreed some time ago, but 
the date for implementation had remamed over. The 
associations of local authorities now suggested April 1, and 
the representatives of the medical committees concerned 
were in agreement on the date. (A raport of the agreement 
will be published when it 1s available.) 


Advertising by Television 


For the Central Ethical Committee Dr. J. G. THwatres 
brought forward a recommendation that an approach be 
made to the General Medical Council to discuss in general 
terms the application to sound broadcasting and television 
of the Council's warning notice concerning advertising and 
canvassing. Dr. Thwaites said that the Commyttee had 
received criticisms with regard to the acti¥ftles of some 
members of the profession in television programmes. The 
matter was tied up with the whole question of indirect 
advertising. It was thought that some approach to the 
television authorities might be helpful, but first it seemed 
desirable to discuss with the General Medical Council the 
terms of the warning notice, which was published in 1923, 
in the light of the new conditions which broadcasting and 
television had brought about. The General Medical Council 
was known to favour anonymity im broadcasting, and, the 
increasing departure from anonymity and the reference in 
announcements concerning forthcoming programmes to a 
doctor's appointments, experience, and achievements in the 
medical field were regarded as a source of danger to the 
individual concéfned and gontrary to the best traditions of 
the profession. 

The recommendation was adopted 


Arrangements for Annital Meetings 


The Council gave some consideration -to the arrange- 
ments for the Annual Meeting of 1953, an invitation from 
the North Wales Branch having been recetved. The 
Secretary, with other officers, had visited the area, and 
had found that at Bangor there was suitable accommo- 
dation for the Representative Meeting, the Scientific Sec- 
tions, and the associated functions, but that the residential 
accommodation in the town itself was short of the require- 
ment in view of the expected attendance at an Annual 
Meeting, and many visitors would have to put up in hotels 
outside the town. Moreover, there was no suitable accom- 
modation for an exhibition on the usual scale. ° 

Suggestions were made that the meeting might be held 
in Llandudno or divided between Bangor and Llandudno, 
with an adequate’ transport service between the two, towns. 

The matter was left for further report and consideration 

A report was also laid before the Council hy the Arrange- 
ments Committee for the Joint Meeting in South Africa 
in 1951. The officers of most of the Sections had been 
appointed. The Presidents of the Royal Colleges and the 


Royal Scottish Corporations had accepted invitations to,.be 


honorary vice-presidents of the meeting. Lord Horder had 
accepted an invitation to give the Popular Lecture and 
announced as his subject “ Health in the Welfare State.” 4, 

It was stated that on the’journey a break would be madv 
at Nairobi, and it was hoped that. there would be oppor- 
tunity for a brief meeting with the Kenya Branch. 


British Commonwealth Medical Conference 


A report of the second British Commonwealth Medical 
Conference,-held at Brisbane in May, 1950, was laid before 
the Council. The Chairman of Council (Dr. Gregg) attended 
as British delegate, with the Secretary (Dr. Macrae) depu- 
tizing for Dr. Charles Hill as honorary secretary-treasurer. 
The proceedings of the Conference will be reported in a 
subsequent issue of the Supplement. Dr. Gregg said that 
the meeting, which lasted three days, had proved entirely 
successful and some useful discussions had taken place. 

The Chairman of Council was appointed delegate to the 
third Conference, to be held at Johannesburg in 195], 
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preceding the joint meeting of the British and South African 
Medical Associations. 

A desire had been expressed that the fourth Conference 
should be held in India. It was the opinion of the Council 
that after 1951 these Conferences,should be held not more 
frequently than every,second year. 


Other Business 


A Ministry of Health memorandum on a proposed Dental 
Bill, following on the recommendations of the Teviot Inter- 
departmental ‘Committee on Dentistry, was considered. The 
Council did not feel that any observations were called for 
at the present stage. Dr. VAUGHAN Jones thought that a 
proposal to confer the status of “oral hygienists” on a 
certain class of auxiliary worker should be watched. 

The Council endorsed certain nominations which -had 
been made by the Chairman, at’ the request of the Home 
Office, for members representing the Association to serve 
on a Departmental Committee charged with making recom- 
mendations on the rules and forms under Sections 26 and 
27 of the Coroners (Amendment) Act, 1926. - 

The Chairman of Council and Dr. Rowland Hill were 
appointed as delegates to the Fifth-General Assembly of 
the World Medical Association to be held at Stockholm 
in September next, with Dr. S. Wand and the Secretary 
as alternate delegates. 

A report of the work of the Medical Practices Advisory 
Bureau during 1950 was laid before the Council. The 


Chairman said that there was nothing spectacular about- 


this work, -but it was a difficult job very well done, and 
Dr. Potter was to be congratulated on the work \of his 
department. 


Dr. J. W. P. Thompson, who was appointed to the 


editorial staff of the Journal in 1947, was, on the unani- 
mous recommendation of the Journal Committee, appointed 
Deputy Editor of the British Medical Journal as from 
January 1. 

It was agreed on the proposal of the ‘Staffing Committee 
that Mr. W. S. Giles, Accountant to the Association, should 
in future be designated “ Finance and Business Officer,” and 
that an assistant to him should be appointed, the holder of 
the post to be a chartered accountant. 

On the proposition of Air Vice-Marshal D’Arcy POWER, 
it was agreed to recommend the Representative Body to elect 
Surgeon Rear-Admiral O. D. Brownfield to the Council as 
the representative of the Medical Branch of the Royal Navy. 

Routine reports were presented by the Armed Forces 
Committee, the Colonies and Dependencies Committee, 
the Amending Acts Committee, and the General Practice 
Review ‘Committee. The Amending Acts Committee hoped 
to present an interim report at the March meeting of Council, 
and the Review Committee reported progress in the arrange- 
ments for its inquiry into the conditions of general practice. 

A considerable amount of business remained on the 
agenda when the meeting adjourned at 6 p.m. until 
February 7. 





ASSISTANTS AND OBSTETRIC SERVICES . 


Under the present regulations governing the Health Service 
a general practitioner providing maternity medical services 
for a patient on his list, and who wishes to employ an 
assistant for this work, is required to employ one with 
recognized obstetric experience unless, exceptionally, he 
obtains the consent of the executive council. A circular 


from the Ministry of Health to executive councils states - 


that this is an unreasonable requirement if the practitioner 
himself is not on the obstetric part of a list. The Minister 
will consider amending the terms of service. Meanwhile 
practitioners not on the obstetric part of the list may employ 
for this work an assistant who is also not on the obstetric 
part of the list. 

The Ministry has acted promptly here on a recommenda- 
tion put forward by the G.M.S. Committee. 








- 


BRITISH MEDICAL GUILD 


WITHHOLDING OF CERTIFICATES f 
A meeting of the Board of Trustees of the British Medical 


~ Guild was held at B.M.A. House, London, on January 17, 


Dr. E. A. GREGG being in the chair. 

A statement was made on the financial position of the 
Guild and on the state of the local organization. It was 
stated that out of 181 areas in England and ‘Wales only 14 
remained in which no appointment of secretary had been 
notified to headquarters. A trustee asked whether he was 
at liberty to take action in the area he represented should 
the. B.M.A. Division’ Secretary be unwilling to take the’ 
initiative in establishing the local Guild organization; 
it was decided that he would have the authority of the 
Board in so doing and that any costs incurred would be 
refunded by the Gújld. 

A memorandum was received on the origin, constitution, 


._and functions of the Guild, for distribution to Guild com- 


~ mittee ‘secretaries and group organizers, and a further memo- 
randum which had been approved by the General Medical 
Services Committee and by the Chairman of the Board, for 
issue to every general practłtioner. 

Both memoranda were approved. 

The Secretary reported that the Council of the British 
Medical Association at its meeting that day had considered 
a request from the General Medical Services Committee 
that the decision of that Committee that no mass 
withdrawal from the Service could be effective without 
withholdig« of medical certificates should be conveyed to 
the protzssion by the Guild. The Council had decided to 
report this decision to the Board, with the suggestion that 
the Board should give due weight to the opinion of the 


` Committee in considering what action it should take in the 


matter. 

The CHARMAN said that all that the Board was asked to 
do was to draw the attention of the profession to the view 
expressed by the General Medical Services Committee of 
the Association and by the Conference of Local Medical 
- Committees that without withholding of certificates mass 
withdrawal of service would not be effective. 

_ After a very brief discussion this course was agreed to, 
and the meeting of the Board terminated. 





r 


REGISTRARS 


It was reported in the Supplement of January 20 that repre- 
sentatives of the Joint Committee met officials of the 
Ministry of Health on January 16 to discuss the recent 
circular on registrars. 

A memorandum containing the Joint Committee's construc 
tive criticisms of the Ministry’s proposals and suggestions 
on how the problem might be resolved had already been 
sent to the department, and a summary of the views expressed 
is set out below for the information of the profession. 


(1) Expansion of Consultant Services 


In the Ministry's proposals, the reduced establishment of 
senior registrars is related solely to the anticipated openings 
for consultants in the next few years after allowing for only 
a modest expansion of the Consultant Service, 

The Joint Committee reaffirmed its view that in a number 
of areas considerable expansion of the consultant services is- 
already overdue, and even with existing hospital facilities the 
Ministry figures ignored both the need for an immediate 
and substantial expansion of consultant posts and the oppor- 
tunity for meeting this need now presented by the large 
number of experienced and highly qualified senior registrars 
available. The Committee therefore urged that before 
determining the senjor registrar establishment hospital boards 
should be asked to state the numbers of additional consul- 
tant appointments they estimated to be necessary in the next 
few years in order to providé a full consultant service. 


i 


` 


Jan. 27, 1951 





(2) The Functions of the Registrar Grades 


The Joint Committee pointed out that the Ministry had 
failed to recognize that registrars and semor registrars are 
essential members of the hospital medical team. The Com- 
mittee drew attention to the important duties undertaken by 
registrars and senior registrars and to some of the reasons 
for the increase in their numbers in recent years—e.g., 
increase in in-patient and out-patient work, the upgrading 
of many of the smaller hospitals, developments in medicine 
and surgery involving more complicated and elaborate pro- 
cedures (e.g, encephalography and angiocardiography), and 
the inappropriate grading as registrars for salary purposes 
of a number of medical officers who previously held posts 
of a permanent character in certain types of hospital. 

For these reasons the Committee advised the Ministry that 
any reduction in establishments which failed to take into 
account the general problem of hospital staffing was likely 
seriously to dislocate the hospital services of the country. 


(3) The Senior Regis. -n lin, 


So far as the senior registrar 1s concerned, the Joint Com- 
mittee agreed that the numbers should bear some relation- 
ship to consultant vacancies, and that inevitably this meant 
some reduction. In view. of the fact that the senior registrar 
is a key-member of the medical staff ıt was urged that the 
number of posts should not be related too closely to the 
number of possible openings for consultants, and that besides 
being related also to the hospital need they should allow 
for a proper measure of competition at the senio istrar / 
consultant level. g 

The Committee stressed that it should not be assumed that 
a senior registrar is fully tramed at the end of three years in 
the grade; m other words it felt that the three-year tenure 
should be regarded as the minimum rather than the maxi- 
mum. Especially where a- practitioner was proceeding from 
a general subject to a special field should he be encouraged 
to seek additional posts in the grade. 

The Ministry's long-term policy of replacing senior 
registrars by general practitioners acting as part-time clinical 
assistants was considered to be impracticable. The Joint 
Committee thought that while there were many hospital 
duties that the general practitioner with previous hospital 
experience could fulfil—e.g., in out-patient clinics—it could 
not seriously be held that a succession of general practi- 
tioners, non-resident, and performing one or two sessions 
per week, could effectively replace the senior registrars 


(4) The Registrar w 


Although it is proposed to reduce the numbers of registrars 
from 1,400 to 1.100 there is no alternative suggestion in the 
Ministry’s circular for making good the loss of hospital 
medica] staff. The Joint Committee expressed the view that 
any reduction in the numbers of senior registrars would be 
likely to necessitate an increase in the numbers of registrars 
Jt has therefore recommended that the numbers of 
registrars should be limited only by the needs of hospitals 
for their services. 

Following the discussions on the above proposals it 18 
possible to publish the following statement, which has been 
agreed with the Ministry of Health. 


1. The proposed future establishment of senior registrars and 
registrars set out m RHB (50)-106 is a “target figure” beanng 
in mind the needs of the hospital service and the career prospect 
of these posts 

Clearly these figures cannot be regarded as inflexible, and there 
is no intention of dictating arbitrary establishments to hospital 
boards. 
of governors jointly are considering the position in the light of 
the Ministry's proposals, and they are submitting or will at an 
early date submit their formal proposals ay to the numbers of 
registrars and senior registrars they require. At the same ume an 
independent survey of medical staffing 1s being conducted by 
medical teams throughout the country. As knowledge increases, 
the position will from time to ume be further reviewed and the 
figures adjusted as appears to be necessary 


REGISTRARS 


Indeed, at the present time regional boards and boards - 
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2 The proposals for the reduction of the numbers of registrars 
and senior registrars have been criticized for being too precipitate 
In fact the circular does not imply an immediate reduction but 
‘one spread over a period of at least 12 months. 

There is no intention of immediately displacing any registrar 
whose services are required by the hospital whether in an existing 
appomtment or as a replacement. 

3. The Ministry has agreed to enter into full discusstons with 
the Joint Committee on questions of general principle affecting 
the employment of registrars and hospital junior staffing generally, 
but its present proposals for reviewing the registrar grades cannot 
be postponed pending the outcome of these discussions 


It is hoped that the foregoing statement will go some 
way to allay the anxiety that the hospitals of this country 
are to be denuded of a large proportion of their registrars 
and senior registrars without regard to the needs óf the 
Service, and that large numbers of highly trained and 
experienced practitioners are to be thrown precipitately 
into the 
general practice. 

The Committee attaches great importance to the fact that 
the Ministry has agreed to enter into full discussions with 
1ts representatives. It is to be regretted that the proposals 
contained in RHB (50) 106 cannot- be suspended until these 
discussions are completed, but this should not give rise to 
the assumption that the Ministry has refused to depart from 
its original proposals, and that the agreement to enter into 
full discussions is of little value. 

The Munistry accepts that its regional allocations of 
registrars and senior registrar posts may require modification 
in the light of mformation now being sought. Moreover, 
the establishments prepared for the purpose of the financial 
estimates will be an overall figure to include provision for 
the replacement of registrars or for temporary appointments 
according to the hospital need. There will, therefore, be 
room for modification within the overall figure, as ‘a result of 
the discussions on principles affecting medical staffing. It 
is to be hoped that the discussions with the Ministry will 
prove fruitful in reaching a satisfactory agreement of a 
more permanent character on the whole question of the 
place of the registrar in the hospital. 





NEGOTIATIONS ON SIGHT-TESTING FEE 


For many months ophthalmic medical practitioners’ repre- 
sentatives on the Ophthalmic Group Committee have been 
in negotiation with senior officers of the Ministry of Health 
on the sight-testing fee under the Supplementary Ophthalmic 
Service. In June, 1948, the Ministry of Health agreed, on 
the inception of the National Health Service, to pay a 
fee of £1 11s. 6d. for each sight test carried out by an 
ophthalmic medical practitioner under the Supplementary 
Ophthalmic Services. In February, 1949, the following 
letter was received from the Ministry of Health: 


“ The fee paid for sight tests carried out by ophthalmic medical 
practitioners is based on the assumption that the average time 
taken to complete a sight test is half an hour Preliminary 
inquiries show that in a number of cases a shorter time 1s being 
teken After discussions with representatives of the profession 
the Minister has accordingly come to the conclusion that a pro- 
visional reduction ought to be made He accordingly proposes to 
provido that as from April 1_next the fee should be reduced 
from the present £1 Ils. 6d to £! 5s. on the basis of an average 
timing of 24 minutes 

“The Minister would propose to discuss further with the pro- 
fession what steps can be taken to investigate the time taken 
for a sight test, and if the proposed investigation should reveal 
that the reduction is not fully justified an appropriate adjustment 
would be made in the fee subsequently fixed” 


‘ The Committee recorded its strongest disapproval of the 
Minister’s action in arbitrarily reducing the fee and suggested 
that an immediate investigation be made into thé average 
time taken to complete a sight test. Subsequently the 
Department agreed to set up a working party under the 
chairmanship of Mr. William Penman, and, on learning 
that the reduction in the fee was provisional pending the 


“market” with but poor chances of entering - 
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result of the investigation, the Committee agreed to nomi- 
nate representatives to serve on the working party. 


The Penman Report 


A sample investiggtion among approximately 10% of the 
total number of ophthalmic medical practitioners taking part 
in the Supplementary Ophthalmic Service was carried out by 
the working party. It came to the conclusion that ‘the 
average time per test for the wholé sample was 25.2 minutes, 

- but that certain adjustments ought to be made, the effect of 
which increased the figure by 2.2 minutes to 27.4 minutes. 


Deputation to Ministry 


In May, 1950, a deputation from the Committee met 
representatives of the Ministry to discuss the Penman con- 
- clusions in order to secure an appropriate adjustment to 
the sight-testing fee. The deputation was informed that, 
while the Minister accepted the findings 6f the working 
party that-the-time taken for the actual sight test’was 25.2 
minutes, he was unable to accept all the adjustments referred 
to in para. (10) of the summary of the report. For example, 
he could not-agree that there should be any adjustments to 
«over the time spent in writing letters to general practi- 
tioners or to cover broken appointments. In addition he 
felt that the whole question “ ought to be considered against 
the wider background of a re-examination of the original 
basis on which the fees were fixed.” 

The Ophthalmic Group Committee was disturbed to learn 
of the Ministry’s approach to the problem, and the follow- 
ing is an extract from a letter subsequently sent to the 
Ministry: 


“The Committee cannot agree with the Minister's view that 
there should be no adjustment to cover the time taken in writing 
letters to the patient’s own general practitioner. It noted your 
letter states that the Minister agrees that on the basis of the 
working- party’s findings with adjustments for (a) and (d) the 
average time per test is 25.4 minutes. Clearly, therefore, your 
Departrhent does not dispute, the accuracy of the working party’s 
basic figure of 25.2 minutes. If this be so the Minister has, by 
implication, accepted the fact that this time includes the time 
taken for writing letters m respect of 310 completions out of 
2,011 (see para. 28 of the Report). Thus the principle of payment 
for time taken in letter-writing is already accepted. Moreover, 

~ the Committee holds to the view that the witing of doctors’ 
letters is just as much a part of the service given as, for example, 
the taking of the case history. 

* Secondly, the Committee is disturbed to learn that, although 
the Minister does not dispute the fact that the findings of the 
working party, after certain adjustments are made, show an 


increase of 1:4 minutes on the 24 minutes on which the present . 


fee was based, he 1s not prepared to make the necessary adjust- 
ment to the fee. The difference of-1.4 mmutes is equivalent in 
terms of money to 17.5d., which means a difference in the annual 
salary of the average, ophthalmic medical practitioner of some 
£150. This by no stretch of the imagination could, be deemed an 
insignificant sum 
“The Ophthalmic Group Committee reaffirms its opinion that 
the working party conducted a full and fair investigation into the 
matter, and wishes to invite the Minister’s attention to the under- 
taking, given iñ his letter of February 14, 1949, that, ‘if the pro- 
„posed investigation should reveal that the reduction is not fully 
justified, an appropriate adjustment would be made in the fee 
subsequent 1 fixed ' by making an appropriate adjustment in the 
present fee”. 


The Ministry Reply 

` In reply the Minister confirmed that he proposed to fulfil 
the undertaking in his letter of February 14 to make an 
“ appropriate adjustment in the fee subsequently fixed” 
in so far as the original reduction may be shown not to 
have been fully justified, and to give further consideration 
to the question of including an allowance to cover the 
writing of letters to general practitioners. At the same time, 
however, the Minister wished to raise the general question 
of the basis on which the future fee should be fixed, as he 
considered that this should be related to the remuneration 
of S.H.M.O.s, whose rate of remuneration had not been 
worked out at the date when the fee was first settled. _ 


in the light of this reply the Committee decided that the - 
deputation should again meet representatives of the Ministry 
to discuss the tıme taken per sight test and to hear its views 


on the general question of the basis on which the future fee 


should be fixed.. As a result of this further discussion the 
Ministry agreed to include ın the time taken for an average ` 
sight test an allowance of 1.7 minutes for time taken in 
writing letters to general practitioners, making a total time 


‘of 27.1 minutes, but maintained its opinion that the time. 


factor should not be the only consideration in adjusting 
the fee. 

It was pointed out by the Ministry that when the original 
fee had been fixed the remuneration for consultants and 
specialists had ‘not been finally decided, and a possible fee ` 
of 3 guineas an hour for the lowest grade of specialist had _ 
been taken. .When the Spens Report ‘was published “the 
lowest rate of the consultants scale of £1,700-£2,750 gave 
a considerably lower hourly rate. - The Ministry therefore 
considered that~the original fee had been wrong not only 
as regards pais ca but also in its relation to com- 
parable remuner. in the hospital service. 

In the Ministry’s view the sight-testing fee ought to be. 
related to the remuneration of S.H.M.O.s, whose status most 
closely approximated to the criteria required for admission 
to the Central Ophthalmic List. The deputation, while 
strongly contesting the, Ministry’s view, agreed to report 
back to the full Committee. 

. The Ophthalmic Group Committee agreed, after careful 
consideration, that discussions on the basis of the future 
fee should be reopened with the Ministry provided all 
relev: actors were taken into consideration and. that. 
the ister would not arbitrarily cut the existing fee , 
until. the ‘profession had been consulted. These condi- 
tions were accepted by the Ministry of Health, and on 
January 5 the deputation again met officers of the Ministry. 

After nearly three hours’ discussion, in which it .was 
suggested that probably the fairest method of comparison 
would be to take a point midway between the bottom of 
the S.H.M.O. scale and the top of the consultant incre- 
mental scale, it was agreed that the following considerations 
ought to be taken injo a account in fixing the amount of the 
future fee: 


(a) The findings of the working party, in the hght of which the 
average time taken to test sight by an ophthalmic medical practi- 
tioner would be accepted as 27.1 minutes. 

(6) The Ministers undertaking in the letter of February 14} 
1949, to make an appropriate adjustment in the fee subsequently 
fixed if the original reduction was shown not to have been fully 
justified ca the basis of remuneration then obtaining. 

(c) The ical qualifications and status of the practitioners 
engaged in the Supplementary Eye Service and the standard 
observed and proposed to be observed by the Central Professional - 
Committees ın approving qualifications. 

(d) The level of remuneration of officers with Smparable 
clinical responsibilities in the Hospital Eye Service. 


In the light of all those considerations the Ministry 
proposed that a fee. of £1 would be appropriate. 


Issues Involved 


There can be no doubt from the exchange of letters which 
preceded the establishment of the Penman Working Party 
that the Minister gave an undertaking that if the proposed 


~ investigation should reveal that the reduétion in the fee 


from 31s. 6d. to 25s. was not fully justified an appropriate 
adjustment would be made in the fee subsequently fixed. 
The Ministry has accepted the Penman figure of 27.1 
minutes, and on this basis the fee should immediately be 
restored to 28s. 3d. D 

The Ministry will not, however, agree that this is the only ` 
factor to be taken into consideration, and now holds that 
the basis on which the original fee was fixed should be 
reconsidered. Without for one moment departing from 
its view that the Ministry by its action is not keeping to 
the terms under which the Penman Committee was set up, 
the Committee feels that it is difficult to disregard the 
Ministry’s contention that fees under the Supplementary 


` 


~ 
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~ Mr.J. M. one late consulting surgeon 


` The profession has never- agreed that the ñ 
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Ophthalmic Service must bear some relation to the earn- 


ings of comparable officers in the hospital services. ‘By 
the process of hard negotiation ‘it has received an offer of 
£1 from the Ministry, and, although considerably less than - 
the fee now being paid, it does equate the-ophthalmic medi- 
cal practitioner with a consultant in the “hospital . sérvices, 
‘The Committee is satisfied*that a fee of £1 is the best that 
` can be obtained by negotiation, and has some doubts about | 
whether recourse to arbitration, in the light of all the factors 
likely to be taken imito account, would necessarily result in - 
any better figure. 

The Committee is profoundly disappointed that after all 
this time it must now inform ophthalmic. medical practi- ` 
tioners that the fee is likely to be cut again, and feels that 
before any decision is taken individual ophthalmic medical 
_ practitioners will wish to have these facts before them and - 
-` have an opportunity of ‘atten g Acal meetings which are 
. being called for the purp s discussion and instructing 
their representatives. 
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_ SCOTTISH HEALTH SERVICES COUNCIL . 
NEW APPOINTMENTS 


The Secretary of.State for Scotland has appointed. five; = 


members to the Scottish Health Services Council in place 
_ of those “who retired on December 31, 1950, and has < 
` reappointed other members whose term -of office had ` 
expired on that date: 


argh Royal 

r. W. Nicol Gray, Sutherland; Dr. G. W., Ireland, ` 

“Ford; Doren G. L. Montgomery, professor of pathology, 

_ Glasgow University; and Dr. E. Neil Reid, medical officer oł. 

` health, -Stirling County, have been appointed members - of the 

Council until December 31, 1953. 

Dr. A. D. Briggs, Sir Humphrey Broun Lindssy, Dr- R. c 3 

. Scott Dow, Miss Jean P. Ferlie, Mr. Wiliam O’Neill, Captain - 

_ Joseph Steel, and Captain J. P. Younger have been reappointed ` 
. to the’ Council until Decembar 31, 1953. 


srt P, 








HOSPITAL MEDICAL STAFF 
i „MILEAGE ALLOWANCES. 


‘hile rates laid 
down in the terms of service are adeq ito meet the 
expenses incurred by members of hospitd:..iedical staffs- 
. in using their cars on the official business of. their employ- | 
ing authorities. So far, however, - the efforts of the repre- 
sentatives of the profession to secure an improvement in 
the present mileage rātes have not been successful. The 
issue was raised with the Ministry when the terms of ser- 
vice > were under discussion, and has been raised subsequently, 
but the more.recent view: ‘ofthe Ministry has bé@h that this - 
is a'matter for negotiation in the Whitley machinery.” 

The mileage rates payable to hospital medical staffs are 
broadly the same as those for other sections of hospital 
staff, and the matter is therefore a general one, ‘not peculiar 
to medical staff-alone. This alies negotiation in’. the 
General Whitley Council. Inúeec “he staff side.has now - 
tabled a proposal for discussion ‘ux the General Whitley, 
_ Council that the car allowances and mileage rates, payable . 
. to National Health Service employees should be brought: 


In the meantime there is one aspect of the matter that ` 
. particularly affects whole-time officers—namely, income tax 
relief. These officers, who are assessed under Schedule E, 
may deduct from their taxable emoluments the travelling 
expenses which they are necessarily obliged to defray out of — 
their remuneration, for they are expenses incurred “ wholly, 
exclusively; and necessarily” “in the performance of their 
duties. But where an allowance is made by the employing 
authority- only the-excess of the necessary &Xpenditure can 
be claimed: This is where the difficulty lies, for the Inland 


~ als ee -~ ’ 2. UD 


Revenue authorities seem, to hold the view that the mileage 
rates adéquately cover the expense of a member of a hospi- 

- tal staff using his car on .“ official ”. business, and they are 
unlikely, to change their view unfil the contrary is proved, « 
The opinion of the Association's. solicitors, however, is 
that" where a whole-time officer tould prove that ‘the 
expenses incurred in discharging’ the dufies of his appoint- 
ment exceeded the payments, -made by the -employing 

_ authority: he would have ‘a good case for appeal. ~ 

.The position will be considered further by the Gentral 
Consultants and Specialists Committee at its February. 
mheeting.- 


aa 


“ 
suPERANNUATION RIGHTS ` ON 
- TRANSFER 


The Ministry of Health by direction under Section 19 (2) of 
the National Health Service (Amendment) Act, 1949, has 
made provision for the preservation, of the superannuation 
rights of medical or dental officers and nurses who within 
. 12 months of leaving N.HS. hospital employment take up 





- ey 


i appointments with the United Nations Organization or its 


Agencies - (e.g; World Health- Organization, 

World Food Organization, etc.) or other inter-governmental 
organization. approved by the, Minister (e.g., the Arab 
League), or the Government of, or a university or other 
public institution in, cértain countries in the Middle East, 
South Asia, and South-east Asia. ~~ 

-The option to continue N.H:S. superannuation under this 
plan is limited to medical and dental officers and nurses of 
the grade of ward sister, sister tutor, or any higher grade who 
take appointments of up to three years’ duration with U.N., - 
etc., in the capacity of medical or dental-officer, preclinical, 
clinical, _post-clinical teacher, nurse, or officer on administras 2 
tive duties connected with nursing. - 

The N.H.S. superannuation rights will be preserved ‘dining 
“such service provided ; 

"(a) that the officer within three months of taking up’ the new 
appointment applies to the Ministry of Health, Health Services 
Superannuation Division, Government Buildings, Honeypot Lane, 
Stanmore, Middlesex, for Form S.D.50, which, after completion, 
by the” officer and the new employer, must - be- returned to the 


_ (b) that superannuation contributions are continued throughout - 


the new employment. The onus of ‘paying these contributions is 
on the officer,-who will be required to pay both the employer's 
and employee's contribution, by sending remittances. in-’sterling 
t quarterly intervals -to the Health Services Superannuation 
' Division. Contributions will be based ‘on the remuneration . 
received at the time of leaving superannuable employment -in the 


Health Service plus normal increments as and when they would - 


have -fallen due.: : 

Provided these conditions are fulfilled, the officer will ‘be 
in exactly the same position on leaving employment with’ 
U.N., etc.; as if ‘such employment had been superannuable 


employment in the National Health Service. But if subse- . 


quently he claims a_refund of contributions (for example, on 
leaving the service before qualifying.for any benefit) he will, . 
in respect of the contributions paid during his appointment 
with U.N., etc., be entitled only to the part thereof corre- 
sponding to the employeé’s contribution. 

‘The provision ‘for the payment of contributions’to the 


- Health Service Superannuation Division will not apply to ° 


those officers in the N.H.S. who have exercised their option ’ 
to remain subject to the conditions of the Federated Super- 


“ zinto line with those applicable to local-government officers. annuation Scheme for Nurses or any other scheme approved 


“by. the” Minister, or to those officers. who have opted to 
receive payments under Regulation 46 (3) (m)* towards the 
maintenance of-their insurance policies, though in both cases 
the cost of all premiums paid must be borne by the officers 
-themselves. F.S.S.N. members should make | their own 
arrangements with the Federated Scheme. 
If an officer taking an appointment iñ the-service of U.N., 

ete., ai not to take advantage of these” arrangements to to 


National Health Service Soe Rigulations, 
1950" “ST. 1950. No. 491." 
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` preserve his superannuation rights, it will_be open`to him to 
apply under Regulation 55 (5)* for his superannuation rights 
to be put into “ cold storage” in the same way as any other 
NHS. officer who transfers to other employment approved, 
by the Minister. Officers who contemplate this course would 
be well advised to seek advice from the Health Services 
Superannuation Division to ensure that their position is not 
prejudiced. For example, if an officer subsequently enters 
or re-enters the F.S.S.N, it will not be open to him to apply 
under Regulation 55 (1)* for a“ ' transfer yalue ” ” to be paid 
by the Minister. i 
In July last similar facilities were extended to medical, 
dental, and nursing staff who left N.H.S. hospital employ- 
\ ment to undertake short-service engagements in the Colonial 
; 1 Medical Service,-the Colonial Research Service, the Queen 
Elizabeth's © Colonial Nursing Service, or otherwise in the 
, service of a Colonial Govérnment. 








NEWCASTLE „HOSPITAL. SERVICES 


According to the first report (up to March 31, 1950) of the 
Newcastle-upon -Tyne Regional Hospital Board there was a 
serious shortage of hospital accommodation when the board 
took over the hospitals “in July, 1948, and marked .inequali- 
ties in staffing, equipment, and buildings. No part of the 
. Tegion had adequate out-patient departments, and most 
x-ray departments and pathological labératories were 
inadequate. There was a serious shortage of accommoda- 
tion for cases of tuberculosis, mental deficiency, and mental 
illness. In structure and equipment a few hospitals were 
first-class, some good, many ‘bad, a few disgraceful, 
Inequalities of staffing were as great. % oe 
.To remedy this state ‘of affairs will take many years. 
For .10 years or more the board must spend much of its, 
capital allowance on improving existing accommodation. ~ 
But improvement of equipment, particularly furnishings for + 
the’ comfort of patients and staff, can be dealt with on a 
large scale within a few years. Hospital staffing can be 
ı improved immeasurably, and the report emphasizes that this 
- jis more important than accommodation and equipment. - 
Between July -5, 1948, and March 31, 1950; the time given 
by consultants and S,H.M.O.s has been increased by about 
55%. All consultants who came over to the board’s service’ 
in July, 1948, have been allowed to increasé their half-day ~ 
sessions to nine a week or become whole-time consultants. 
Apart from those holding appointments both-with the board 
and with the teachifig hospital most consultants now give 
either nine sessions a week or whole-time service, 
S.H.M.O.8 were not given increases in sessions ‘unless 
there, was an urgent need for these increases in individual 
hospitals. This was to avoid hindering, the introduction’ of 
a service of consultant quality throughout the region. The 
increase in time gained by expanding the.numbers of ses-. 
sions was-equivalent to what would be given by 18 whole- 
- time consultants. 

In addition, new consultant appointments have been made, - 
usually for nine sessions a week, sometimes full-time, the 
choice being left to the consultant. These additional cop- 
sultants are equivalent to 73 whole-time consultants. No ' 
` additional S.H.M.O. posts have been made. 
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, OPHTHALMOLOGISTS MEETING N` 


A meeting of the Narth of England Ophthalmological 
Society” will be held at the General Infirmary at Leeds -at 
2 pm. on Sunday, February 4, to consider the fees of 
ophthalmic medical practitioners under the Supplementary 
Ophthalmic Service. Non-members practising in the North 
are invited to attend. 





*The Wational Health Service enna TENTER, 
1950. S4- 1950. No. 497. 
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‘between them.” 


DISCIPLINARY CASES 
“MINISTER'S REPRESENTATIVE, 


The Minister of Health is entitled to make representations 
when cases of alleged prescribing of preparations which 
are not “drugs or ‘medicines come before local medical’ com- 
mittees. A circular from the Ministry to executive councils 
states that the Minister wishés to send a’ representative to 
' such hearings when he is entitled to.do so—namely, when 
“the practitioner. concerned is himself present and is heard, 
_ by the committee `The circular therefore asks executive . 
“ councils to give 14 days’ notice of cases of this kind, and 
a further seven days’ notice if the doctor proposes to pega 
The Minister can then “make arrangements for one of 


Ministry's medical officers to be present if necessary. 
ase, — 


Heard ‘at Headquarters 


\ 














“it a? as Multum in Parvo . 
A very welcome arrival, going straight into the pocket, 
which it exactly fits, is the Annual Handbook of the Associ- 
atioa, 1SS0-1. Its very shape and size' suggest the compact- 
ness "of information which ıs gathered within_its covers. 


This issue includes a succinct account of the British Medi- 


cal Guild,omfsich is described as a legal instrument estab- ` 
lished to en the powers of the medical profession. 
. The Council Of the Association has_been reorganized since 


` the last issue of the Handbook, and its maximum ‘member: 
-ship has increased by 10—it is now 76—and particulars of - 
all this, as well as the more important decisions, of the 
Association on questions of policy, are- neatly compiled. 
_ A list of the honorary secretaries of Divisions and Branches, 
- of the stcretaries of local medical committees, of the clerks- 
of execùtive councils, of senior administrative medical 
officers of-regional hospital boards—all this and much more, 
makes it an invaluable ‘compendium for anyone concerned 
with B. MET or indeed professional, aiis: - 
Medicine and the Law. ERN. 

The Medico-Legal Society, which is celebrating, its fiftieth. 

year of existence, had a dinner the other evening at which 


bench and- 23 well as the Chufch and medicine, were 
- represented. uch an assembly one might have expected 
both weight and\wit, but really. it proved to be a very-light- 


. hearted affair. Most of the jokes dated-at ‘least earlier than 
the Society’s origin, as, for example, when a famous K.C 
said thatthe advocate when Be had finished “his job won- , 
dered whether he had left anything out, ‘and the surgeon 
whether he had left anything in. Perhaps the best story was 
by an examiner for the Conjoint Board, who told of-a recent 
student was asked, “ What is euthanasia?” The word 
evidently had a familiar ring to him, but he could not 
exactly plate it, so he took refuge in the remark, “ Butha- 
nasia is a social problem which has been forced upon the 
medical profession by the new Health Act.” 


é 


Mixed etaphor 7 


“Those who collect mixed metaphors may like this example 
foni a recent conference arranged by the Royal College 
of. Nursing on the tuberculosis service, Said a medical 
officer of the London County Council, ‘‘ There are too many 
fingers in the tuberculous pie without sufficient cement 








SOUTH-EAST METROPOLITAN REGIONAL 
CONSULTANTS AND SPECIALISTS COMMITTEE. 
A meeting of the South-east Metropolitan Regional Con- 


sultants. and Specialists Committee will be held at B.M.A. 
House on Thursday, February 8, at 2.30 -p.m. - 


' any attempt to ventilate the subject at B.M.A. meetings 
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i ees a cae to“ re-enter the - Service, ,it-is probable that we shall find / 

Correspondence `., . + changed (and -less favourable) conditions of service- We 
—_e à > = ~ cannot -expect our old list to be restoréd to us, so we shall .« 
` be in the position of squatters, building up practices anew. 

a8 say . ` How quickly medical cards would be tought, would. depend’ 

za Counter-moves to Withdrawal t= >; chiefly on Government propaganda: left tọ themselves most 

Sm,—Before an operation ` it is ‘sual for a gurgeon to peers gould not register until they actually required 
weigh the risks of the -surgical procedure against the dis- en 
ale itis hoped to cure. P Sefbre a dramat withdrawal Courage is no doubt a fine thing, but only when tempered a 
of general practitioners from the Health Service, however, with discretidn. It requires courage to put one’s head down 
no consideration whatever appears.to be given to the risks and charge a brick wall, but the result is nevertheless 


of si 2 ,  digastrous to ths aggressor although the wall does no more 
o doing, or the “counter-moves likely to be made, and “han remain ‘all L-aubine thal ove Proposed clash wilh 


leads tó cries ‘of “Defeatist” from practitioners who one “ -the Minister-will ne just the,same result,-and for the samé -w 
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Ta thought’ would have had a more responsible~ age etc., S de Ste l v. NI coras. H 
Faced with the resignation of the majority of the general~_ i ` f i j 
practitioners in the Service, the Minister of Health is likely ™. ` Offer’ Good wit : ne E 


-to be relieved ‘rather than: worried. Without incurring any- 


- of the unpopularity that enforced cuts might lead to, he will -~ Sin,—Now that the profession has at long last been. 


n“ yet manage to save thé not'inconsidérable sum of £1,530,000 


` scheme it will be necessary to make a few new arrangements.. 


relieved of the Minister who has bedevilled the “Health ` 
Service from’ its beginning by his bitterness, doctrinaire 
hi . +t ; prejudice, and unwillingness to listen to those who- might 
ae pee esi Pe will, ec oo nothing e have helped him, it is surely important that_the chance of- 
bring the dispute to` an end. The public will in the first improving the whole atmosphere of the Service should not 


_ Place blame the doctors for the inconveniences to - which “be missed by any action or inaction on the part: of the 
~ they are subjected; and they will be encouraged in this belief doctors. We must presume i that the new Minister is anxious , 
_ by the combined propaganda machines of the Central Office ~ t9 ‘co-operate with instead of bullying those who -work the 
of Information and Transport House. I know we now have’ Service, and. we know that so many of its faults could-be 
a public relations officer, but any campaign one small depart- , put right if there were friendliness instead of hostility. 


ment wages against these two-monsters is foredoomed to ` But no man is likely to be friendly if you open your 
failure. it 7 i acquaintance by pointing a fta at him, I would therefore 


“To ensure the smooth ` ruoning of the National Insurance. Urge that the British Medical Guild and its plan to organize 
" mass resignation of general practitioners should immediately- ` 
The scheme-is already empowered to aċcept any evidence ¢ put in cold storage, and that the B.M.A. should make it 
of incapacity for work, so where “medical certificates are _ quite piain that there is now no intention of proceeding with > 


withheld it would only be necessary to allow the patient or ~ this plan. i 
a-relative to make.a sworn declaration in front of a J.P. that As The Times puts it, ‘the new Minister has to face and. 


per- week,. which will go a “long way towards keeping 


; he ‘had lost time from work as a result of illness. -To avoid cure a crisis of confidence in. the Health Service. Here is his ` 


+ 


overloading the-machinery it might be necessary to increase opportunity, if he is the man to take.it, but he can only do 
the waiting period,to a week and to make payments monthly 8° if the profession first offers him its good. will.—I am, ete., 


_instead of weekly, but with these_alterationg the National. “windsor ` $ -" D. H. "BELFRAGE. ` 
_ Insurance scheme could work perfectly. satisfactorily without . A i e 
` doctors. 3 l PE 

When the above arrangements had been made, victory for Bets Pubit Health Salaries ` ` : 
the Minister would be certain, but he would probably con- '` Sm,—Apart from the grossly unjust award of the Jidat 


sider a few additional minor-attacks as worth while. For Court on public health galaries to assistant medical officers, ' 


- instance, he could demand the return of all- N.H.S. clinical there is one sefious aspect which has been ignored in the 


~~ 


records, thus seriously. hampering the work of those practi- leading article in the Journal of December 30, 1950-(p. 1480) 
tioners_ who take record- “keeping seriously: He could also- The local authorities haVe succeeded in divorcing the public’ 


take legal action to have the B.M-.A. ‘wound up on-the health medical officers from.the rest of the profession. 1; 
grounds that through the British Medical-Guild it was acting refer to the fact*that the award is retrospective to October 1, 


y 


contrary to its articles of association. I am aware that-we 1950, and not- to the appointed-day. vert 
have counsel's opinion that the Guild is a perfectly legal , Is one to understand that the a eis “health service has - 
manceuvre, but the legality of any new venture ig mot known cessed to be part of the National Health Service ? One has 
for certain until“ tested in the courts. Lords of Appeal the recent award of £2,500-per annum to. unnamed.‘consult- 
frequently differ among themselves, so it is probable that a ants made retrospective to July 5, 1948, on the one hand, and 
minority and possible that a mony would differ'from our the Industrial Court award to October 1, 1950, on the other. g 
legal adviser. , . ‘Consider the position of an assistant ‘medical officer now 

Our position then will be that we have to live for a long due to retire. -Under the-superannuation scheme for thosè , 
period on the fees we obtain from.a small number of unwill- -engaged i in the National Health Service his pension is based 


` ing patients who regard the trouble as of our own making. ‘on a percentage of the average. of-his remuneration during 


The majority of the patients who throng our, waiting-rooms - the last three years of service: This officer has gone- through 

only want certificates, and with the: alternative arrangements the whole of the last war on a salary of £700 per annum A 
. mentioned woujd not attend. Many others would not attend (plus bonus of from 10s. to 248. per week) and through . 
ifathey .had to pay, and could’ be dealt with just as satisfac- the inflationary post-war period with a salary increase of 25%. 
torily by the district.nurse, or would respond just as well to He-now receives two months’ salary at the new maximum,’ 
a bottle of, aspirin bought from the chemists. We would _ £1,150, instead of: for the thirty months due-him, and- bis 
- be left to ‘make a living from the most severe hypochon- pension is proportionately ` reduced.~ The local-government 
driacs, from the phenobarbitone “addicts, and from the services are defined as part of the National Health Service 
telatively few. suffering from diseases requiring. active under the Act. -How can-the salaries of- two* parts ‘of the 
medical treatment. ‘It may be suggested that-we have our profession be retrospective to the appointed: day while those, 
compensation to come when we leave the Service. To this of the Cinderella service are to’ October 1, 1950? «iy | 
I-reply that we. also have our post-war credits to come, and > if the: British Medical Associatior : ` truly rep resents all 
we are just as likely to get one as the other. .When after sections of the Profession it will not tòlerate this division 


to 


_ a varying Period, depending on qur private means, we apply and’ injustice. An emergency has arisen ` which demands 


N : ; , ae 5 £ 
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i the intervention of the British Medical Guild. Every-public 
health medical officer should be withdrawn from service if 


* this discrimination has not been remedied by a specified date. 


—I am, etc, . 
Bishop Auckland, Co Dufham. Maurice B. GRIFFITH. 


'  "_Income-tax and the “Closed Shop” 


Sır, —There- 18 „one small point in connexion with- the 
Durham “closed shop” dispute. If the council does not 
rescind: its resolutiony-its employees will be entitled to 
claim that their union subscriptions gre a “ necessary 
expense” for income-tax purposes. It geems to me that the 


Durham medical officers will similarly be entitled to income-~ 
Piz tax relief on their B.M.A. subscriptions, whether the council 


takes any,further steps to implement ‘its policy .or not 
dt seems worth looking into.—I am, ete., he 
‘" Liverpool - B.S. Jarvis. 


"< An authority on income-tax-law considers that if the 
employer requires employees to be members of a particular 
professional association—or one of a group of such associa- 


tions—the ‘annual subscriptioris to the association of which” 


the employee.is required to be a member would be allowed 
as expenses. In the ‘leading case (Simpson v. Tate, K.B.D., 
1925) membership of the societies concerned was not com- 
pulsory, though admittedly customary.—Ep. B.MJ. ` 


Cost of Prescribing 


Sizn,—Like Dr. D. S. Porter (Supplement, December 30, 
1950, p. 264), my partner and I, have also been visited by 
the regional medical officer, who wasted a whole afternoon 
of our time. He complained that we also had-exceeded the 
average prescribing cost for the district. He had a number 
of our prescriptions written over a year ago, and wanted to 
know the reason- for prescribing them. He told us to 
economize in the use-of procaine penicillin, plaster-of-Paris 
banddges, sodium amytal, and “soneryl” among other 
“things, and suggested that our practice could be run quite 
well on mist. pot. brom. et nuc. vom. He was good enough 
to say that no’ action would be taken against us this time, 
but that we must in future keep our costs down to the 
average for the ‘district. 

Such interference in clinical matters is‘ quite intolerable, 
and general practice will become impossible if one has a 
continual fear of being fined for exceeding the average cost 
of prescriptions. It is to be hoped that-all practitioners will 
resist this and will continue to prescribe what they consider 
necessary for the welfare of their patients—I am, etc., 

Woldingham, Surrey. J. FABRICIUS. 


Swedish Hospitals _ 
Sir,—The report’ on. “Swedish Hospitals and Health 
Services” in the Supplement of-fanuary 6 (p. 1) called to 
* “mind a visit to Stockholm in 1948, when I stayed with a 
Swedish doctor who was on the staff of the Karolinska. He 


`- arranged for me a visit to the Karolinska and also to the 


magnificent Sddersjukhuset. This hospital, built on an 
eminence, overlooked the city and the sea beyond, while at 
the back stretched the forests almost interminably. 


My attention was directed to the way in which the hospital ` 


had been designed with the physical and moral well-being of 
the patient uppermost in the minds of its creators. In an 
` endeavour to build ideal wards, experiments regardless of 
cost were first carried out in an original unit, where, under 
everyday working conditions, ideas for improvement were 
submitted by doctors, patients, and in particular by nurses, 
and were put to the test. Based on this experience the 
présent wards, each a 32-bed unit subdivided into six rooms, 
were designed. Medical examimations of patients ın the 
wards were carried out in a room set apart. The beds were 
mounted on a pair of Jarge rubber tyres and were readily 
mobile. © 

This room was also available for patients to discuss their 
private affairs with, for example, a relative or solicito1. 

\ 





Patients were wheeled to a closet when needing the bedpan. 
The nurses themselves said this ws far less trouble than 


carrying the bedpan to and fro, while from the patient’s point 


of view it obviated the mortifying experience of using a bed- 
pan in a public ward. Any patient put on a diet was inter- 
viewed by a dietitian to ascertain any dislikes, and a suitable 
menu was arranged. 

The specialists occupied one block of the hospital and 
were available at certain set times for a conference over any - 
particular patient. This block included tke pathological 
department and the theatres ; a biopsy could be reported on 
while the operation was in progress. 

The visitors were accommodated in a palatial entrance hall 
with an arcade of shops and canteetis, and used lifts to their 
respective wards. Ambulances, casualties, and undertakers 
used rear and side entrances well away from the visitors. *, 


_.. Notwithstanding the excellent conditions which prevailed 


the hospital was beset with the difficulties of a nursing short- 
age, and apparently at times of an inflexible administrative 
board and a fickle domestic staff. i 

I spent nearly four weeks in Sweden and motored over 


~, 
. 
~ 


"2,000 mules. Most striking was the complete absence of 


squalor and indigence. The children were a sheer joy to 
behold, and it was a rarity to seé an unhealthy individual. 

One can hardly imagine the Swedish health services over-. 
burdened. —I am, etc., 


Stoke-on-Trent - RUTH ROBSON, 


E ‘Service Pay - : 

Sır, —" Disappointed R.A.F. M.O.” (Supplement, Decem- 
ber 23, 1950, p. 254) may rest assured that many others 
realize the discrimination in relation to pay between National 
Service and other Service M.O.s. The failure to grant any 
increase in basic rate is the latest reminder we have had of 
our position, but the discrimination goes much further. The 
reduced marriage allowance represents an added hardship, 
but, for those of us abroad, the failure to- grant overseas 
allowances to any National Service officer is the final blow. 

These allowances are high (between 10s. and 15s. a day ` 
tax free in the Middle East), and, realizing the Treasury's 
reluctance concerning any allowances, the high cost of living 
is obvious. Thus a married National Service MO. and'a | 
regular colleague may hold similar posts abroad for two 
years and the difference in their salaries be as much as £700. 

One may conclude that the failure to grant National 
Service doctors equal pay is based on the following: (a) A 
useful commodity is compulsorily available and therefore - 
compensation may be granted at an absolute minimum. 
(b) The relatively lucrative life of the regular officer may 
be sufficient to attract the National Service officer to apply 
for a permanent commission. Yes, indeed, the Government 
has got us where it wants us, but is it likely to keep us after 
such treatment as this ?—I am, etc., 


Se H Nava. M.O. 


Peckham. Health Centre > 


Sir,—l read the paragraph “ Peckham: A New Chapter ” 
in the Supplement of January 13 (p. 13). The Pioneer Health 
Centre, Peckham, closed last March due to financial difi- 
culties. The London County Council are to take over the 
buildings of the Pioneer Health Centre. As you say, it is 
doubtful if they will be allowed to retain its name. One 
thing, however, is certain, the Peckham experiment which 
was the Pioneer Health Centre is dead. It remains dead, 
though the idea and its influence naturally live on. 

The L.C.C. are to convert the building into a super N.B.S. 
health centre, the larger part, of which will be apparently 
concerned with the diagnosis and treatment of disease. The 
Peckham experiment was concerned with the study of what 
has come to be called “ positive health” in its physical, ` 
social, and environmental aspects—a very different thing. 
I therefore feel that to state, as the Journal did, that “ its 
work, though . .. not entirely of the same character, will 
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be continued,” is a definite misstatement. The sentence 
should have read, “ work, though of an entirely Ae 
character ”—that is the tragedy. This “new chapter” 
Peckham is obviously from an entirely different book. Â 
am, etc., 

Hull, - MICHAEL J, C. THOMSON. 


Cost of Day Nurseries 


Sm,—The following statement on Rotherham Corpora- 
tion’s accounts from the Sheffield Telegraph of January 16 
Must be of vital interest to everyone in any way connected 
with the social services and who has the privilege to be a 
taxpayer: “A child attending a nursery daily for a year 
costs £219 2s. 9d.” 

Ati is incredible that our money is being frittered away in 
his manner. As a nation I presume that we see nothing 
odd in paying £219 a year for a child to attend a day 
nursery so that his mother-can be free to earn £200 in 
some probably unproductive occupation. Where two or 
more children are parked out from the same family- the 
position becomes even wilder. 

It would seem in fact not unreasonable for mothers to 
park their children at a day nursery in order to work there 
and earn rather less than it costs to maintain the child at 
the nursery. This could eventually build up the system,of 
day nurseries until every mother became employed in some 
capacity in the nursery and a great new Government business 
were founded.—I am, ete., 


Sheffield E. C. ATKINSON. 


Economics of the N.H.S. 


Sir,—It is becoming increasingly apparent that the N.H.S. 
is doomed to failure if only on economic grounds. It is a 
Socialist experiment based not on practical politics but on 
idealism, and yet in nearly 30 years’ experience of general 
practice the only Socialists I encounter are those who want 
to practise Socialism at the expense of their fellows, never at 
their own. When sanity again prevails, the economist will 
regard the N.H.S. as another unsavoury episode in the rape 
of Britannia, on a par with the African groundnut scheme, 
perpetrated and condoned by the electorate. 


Before the inauguration of the N.H.S. 90% of doctoring -- 


“was carried out by the family doctor, while 10% of patients 

made one or more contacts with consultants or hospitals. 
Hitherto no doctor was too highly qualified or too learned 
to become a G.P. The highly qualified and highly respected 
consultant considered it an honour to be invited to share 
responsibility with the G.P. for the rarer or more difficult 
type of case. The N.H.S. has changed all this, so that the 
proportions quoted are now more or less reversed. 

The greater part of treatment costs are now expended on 
hospitalization and specialist treatment, while sign-boarding 
by the G.P. is costing the State substantially the same as 
doctoring cost the public before the advent of the N.HS. 
The shift from family doctor to specialist or hospita] has 
increased many many fold. 

Every patient in hospital means expenditure on “the 
patient’s keep, nurses, house-men, registrars, consultants, 
administrative staff, clerks, etc. The obvious remedy is to 
restore the family doctor to his former status and place—as 
physician, etc, in the home and in -the smaller hospitals. 
To do this the family doctor must have reasonable induce- 
ments and better equipment and diagnostic facilities at the 
larger hospitals and/or at the regional laboratories, 

In the past the equivalent of the present registrar did 
a round of the principal hospital departments—medicine, 
surgery, and midwifery—with a few years in dssistantships in 
general practice interspaced before he felt qualified to enter 
general practice as principal or partner. Some, indeed, took 
up practice with less experience in the poorer industrial 
districts, while a greater, number with adequate qualifications 
chose general practice in preference to consulting practice, 
as the waiting period for the latter was too long for-all but 
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those who enjoyed the ready use of adequate capital. Now 
young graduates demand remunerative posts long before 


they have proved themselves. The average G.P. earned his e 


feesinot so much from the numberof units in his practice 
as from the wide range of servicesehe was competent to 
provide. It paid to be efficient over the widest possible field. 
A return to the better type of general practice will reduce 
the waiting-lists of hospitals to reasonable proportions and 
render superfluous the cheap specialism which is now such 
a burdensome feature of hospital practice. 

Perhaps it might be argued that*the' present-day young 
graduate is not adequately, equipped to provide general 
medical services of the ‘type envisaged. If not, six years 
of undergraduate training is largely a farce and- the w» 
curriculum should be ruthlessly ‘overhauled. Modern thera- e 
peutic remedies and diagnostic facilities should render 
admission to the larger hospitals superfluous except for & 
small minority of patients suffering from rarer diseases or 
otherwise presenting unusual difficulties. What is wanted is 
a larger number of adequately trained family doctors and 


fewer and better qualified consultants. Registrars should ’ 


disappear as such from the scheme of things, for if the 
registrar does not achieve consultant status he certainly has 
not adequate training for general practice. His training has 
been in too narrow a field. The term specialist should also 
disappear. 

I have tried to prove that a main factor in excessive costs is 
the present status of the G.P. and excessive hospitalization 
of patients. There are other aspects that require careful, and 
in certain cases ruthless, scrutiny. There is overlapping and 
often reduplication of many services. A great deal of the 
erstwhile work Of the M.O.H. is now done by the regional. 
hospital boards and by the G.P. The M.O.H. has not 
reduced his medical or nursing staffs, The latter, while not 
perhaps enjoying princely salaries, are'tév often, engaged on 
luxury jobs. In country districts they are provided with cars 
at the public expense and constantly infringe on the province 
of the district nurse, the maternity nurse, and the G.P. to 
the bewilderment and annoyance of the patient. The 
maternity case in Scotland comes under three departments— 


the executive council represented by the G.P., the regional | 


hospital board by the hospital staff, the M.O.H. by maternity 
nurse and welfare nurse. 

Surely a uniform service is indicated, in which the 
medical officer can perform his work without being exploited 
by the avaricious. If the method of remuneration is devised 
so that he can say “no” to the irresponsible without risking 
his livelihood, d great deal of saving is possible. Under the 
present regime the popular doctor is the “ yes-man,” while 
the scrupulous is avoided. Again, -surely it-is only fair that 
experience and higher qualification in general practice’ 
should be recognized, if only to attract the best into general 
practice. The qualities that make for success in other walks 
of life are surely not-superfluous in general practice. If 


general practice is to remain the pivot on which the whole- t 


Service can reyolve smoothly, the pivot itself must be of the 
finest quality—I am, etc., _ 


Fraserburgh, Aberdeen. - oo - J. MACLEop. 





Representatives of local authorities, regiona) hospital boards, 
executive councils, and the Scottish Health Services Council met 
in Edinburgh recently for a conference on the co-ordination of 
the various branches of the Health Service. In the chair was. 
Sir George Henderson, secretary of the Department of Health for 
Scotland. The conference agreed that in each area in Scotland 
steps should be taken to secure that there are“readily available 
facilities for cénvenient and expeditious discussion of all diffi- 
~ culties and problems of co-ordination at all stages of responsibility 
for the Health Service. It was felt, however, that-lf should be 
left to local initiative to decide how this should best be done— 
whether by the appointment of special standing committees or 
otherwise It was also important that the form of these facilities 
for discussion should be agreed on by the three main partners in 
the Health Service and that they should be-fnade known to all 
grades of staff. $ 
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B.M.A. LIBRARY’ 
* The following books have been - -added to the Libraty: 


Ackermann, A. S. E.: Popular Fallacies. ” Fourth edition. 
Baxter, J. S.: Aids to Sy ical Anatomy. Third edition. 
Brown, J. w: con al Heart pie Second edition. 
sak pare e, F St ., and Parker, H. M.: Supervoltage 
oentgen erapy. 
aoe osed Treatment of Common Fractures. 1950. 
Ciba Laboratories, Ltd.: The Sex Hormones. Fourth edition. 


1950. ` 
D’Allaines, F., et al.: Chirurgie du Coeur. 1950, if 
Dawson, hA $.: Aids to Psychiatry. Sixth edition. 1950. - 
: Pee R a et al: a pega der Kinderheilkunde. 4/5 
` uflago hrsg, E. Rominger. ‘1950. 


Dickin insop, Ri T San “Anatomy. Second edition. 1949. 
Diseases of Children’s Eyes. Second edition. 


0. 
Donzelot, E., Milovanovich, J.-B., and Kaufmann, H.: Etudes 
®Pratiques de Yoctographie 1950. 
Duke-Eldery Sir S., and oldsmith, A.J 
Ophthalmology. Fouith edition. i651 
ej 


1950, 
1950. 
+1950, 


~ Do 


. B.: Regent Advances i in 


Earnes E. 28 r Mitchell ; įsnovėlist and q physician 1950. 
Ehalt, : Unfallchirurgie im i Köntkenbil 950. 
Ehrlich, $. S Frontal ko EEO 
Forsythe : Story of Botine Tuberculosis. 
t Frazer, KA M: ` History, of “English Public Health 834-1939. 


Gibbens, on Care of Young Babies. Third edition. - 1950. 
Gloyne, S : John Hunter, 1950. 
R Gregg, .D: Ti “Coronary Circulation in Health and Disease. 1950. 
~ Hable er, C.: Marknagelung nach Kiintscher bei Schaftbrilchen der 
langen Rohrenknochen. Zweite Auflage. 1950. 


* Harrow, B., et. al.: Laboratory Manual of Biochemistry. Third 
edition. “1950 ~ 

-Hiltoni, J.: “Pest and Pain ++ Èdjted by E. W. Walls ef'al? 1950. 

Jamieson, “TNushailitigs, oF atomy for Nurses. 
-edition.#¢ 195d: 

Knaus; iH PDE BaysiotGpie der Zong des Menschen. Dritte 

umage. 
Kretacbmen, ¿f t Medizinische Psychologie. Zehnte Auflage. 
. Merck and Ço.: Mèrck' Manual of Diagnosis ‘and Therapy. 


... 2. Eighth edition ` 1950, 
RN O ilvie, Sir H., and Thomson, W. A R. (Editors): Favourite ` 


ptions. 1950 ° A 
Noes “Plagemann, B.: My Place to Stand. 1950, ` 
sa “ Po ireccae Geral tle Minas e Servicos Geologicos: 


ae t 


Prior W. _ (Editor): Practice of Medicine. - Eighth edition. 
Rout Cullen of Baltimore. 1949. 
a Diseases. Ni edition. '1930. 
-` Stalliworthy, K. R.:' Manual of Psychiatry. 1950 
Suzuki, D. T.: Manual of Zen Buddhism. 1950. 
Lae 4 Sizuki, D. T.: Essays in Zen Buddhism. > (Second series.) 1950. 


© Suzuki Te: Livin by Zen. 1950. A 
S D. Ti AH idoses.—,Second edition. 1950. 
ag, Strapping, and Splinting 


a>. ‘Thorndike, Arr Manual Sf Baa 
Second edition: 1950. Jom ies 
W.: Children yið Mental and Physical Handicaps. 
: Die Gonorrhoe = Mannes. ~< : 1949. ` isi 
Zaosky, i b.: Pi ee des Herzens und der Grossen 
Gefa uffage 


1949-2. 
` Zimmer, E. A.: „Die Durchleuchtungstechnik der Thoraxorgane. 


Zweite Auflage . 1949, 
` " . 3 
: -` H.M. Forces, Appointments 
“nay ed 
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: Diary-of Central Meetings ` 


o JANUARY : 

30 Tues Editorial Subcommittee of Joint gat Formular Com- . 
mittee (at Pharmaceutical Jooms-, 
bury Square, London, Pai 2 pm. 

30 Tues Trainee Assistants Subcommittee, General Medical 
Services Committee, 2.15 p.m. 

31 Wed. Publishing Subcommittee, 11 am. 

31 Wed Amending Acts Committee, 2 p.m 

FEBRUARY = + t 
1 Thurs. G.M.S Chairman’s 


10.30 a m 
International Relations Committee, 2 p.m. 
“Fri. Central Medical War Committee, 12 noon. 
Fri. Public Health Committee, 2-p.m. 

Health Centre Committee, 2 p.m. 
Adjourned Council Meeting, 10 a.m. 
Maritime Subcommittee, 2 pm. 
Nursing Subcommittee, 2 p.m. , ` 


Whitley Committee B (at I 
Whitehall, London, S. W.),. 230 pm. 


r 


weonnt ANN = 
= 
& 


9 Fri.” Ophthalmic Group Committee, 2 p.m. 
13 Tues Meenas of Trustees, Dawson Wilhams Memorial 
- 11 am. ene 
14 ‘Wed. Film Committee, 2 p.m. 
15 Thurs. Central Consultants and Specialists Committee. 
1.30 p.m. 
15 Thurs. Occupational Health Committee, 2 p. m. 
16 Fri Tuberculosis and Diseases of the Chest Group 
A - Committee, 2 p.m. 
2i Wed: Private Practice Committee, 2 p.m. P 
MARCH 
15 Thurs Radiologists Group Commitiee, 2 p.m. 
x APRIL 
11° Wed. Private Practice Committee, 2 p.m. j 
` 19 Thurs. -Dermatologists Group Committee, 10.30 a.m 


Branch and Division Meetings to be Held 


DUMFRIES AND GaLLoway Division.—At Cresswell Counties 
‘addres Hospital, Dumfries, Sunda , January- 28, 3.30 
‘address by Sir James Learmonth: eripheral Vascular Emer- 
gencies in Practice.” Fa Oo oe 

KENSINGTON AND HAMMERSMITH Division.—At Postgiaduate 
School of Medicine, Ducane Road, London, W, Tuesday, 
30, 8.30 p.m., “ Surgical Brains Trust.” Those taking 


part ‘be Professor lán Aird, Mr, R. H. Frankin, Mr, Selwyn 
aylor, and Mr. Charles Gray. 


Swansza Drvision.—At Morriston Hospitel, Swansea, Thurs- 


day, February 1, 8 p.m.. symposium by senior. registrars on ` 


recent adyances. 


Meetings of Branches and Divisions 
Wesr BROMWICH AND, SMETHWICK DIVISION 


- At the annual meet of tho Division held on December 3, 
1250, qhe lors offi were appointed for 1950-1: chairman, 

ger; deputy c Dr. G. J. Garratt ; 
Fone secretary and treasurer, Dr. J. udor Lewis; assistant 
honorary secretary and treasurer, Dr. L. T. H. Mills; 1epresenta- 
tive on the Representative Body, Dr, D. Saklatvala ; representative 
the Branch Council, DE ; to the executiye and 
Ethical Committee, Dr. T Cive ‘Vectors, Dr. J. M. 








The Minister of Health bas decided that insurance of hospital- 
service vehicles, including third-party insurance, shall be stopped, 
and existing policies should not be renewed. A booklet is being 
sent to regional hospital boards explaining alternative arrange- 
_ments which have been negotiated by the Treasury solicitor. 
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_GEN ERAL MEDICAL SERVICES' 
: COMMITTFE. 


Ww ‘full-day meeting of’ the ‘General Medical Services Com- | 


< mittee was held at B.M.A. House, London, on January 25. 
Dr. S: Wanp was in the ‘chair.-- 


A weléome was accordéd by the Chaindian to two repre; ' practitioners” time in ‘fibting | 


- sentatives, of the Medical Practitioners Union -(Dr.’ Beddow., 


i _ Bayley and Dr; Bruce Cardew) attending for the first time. 


> 4 


‘ 


s 


Some debate took place on the future status of these 


- representatives of the committee. -Jt was decided by. the 


committee to recommend. to the Special Conference of, 
Local. Medical Committees, which- is to be held in March, 


“that the Medical Practitioners Union should nominate two 


+ 


representatives to the committee, who would then be full 
members, the- by-laws “to be amended accordingly, and that 
in tbe meantime” the representatives Should attend as 
“observers. . | ae 


SA request. was considered ‘from the.London. Local Medi- 


cal Committee that a deputation, should’ go to the Ministry 
to urge that immediate steps be taken’ to improve the present 
hospital bed position. Dr. M. Sorspy, in supporting the 
request, said that his committee bad- already sent to the” 
regional hospital board what it considered to be.a short- 
term -policy -for obtaining more beds. It ‘was „proposed, 

‘among other courses, that .of maternity cases only those_of 
primiparae ‘and those with complications should be admitted 

to hospital, ‘and also that extra beds should be pit in 

wherever- possible. A long-term policy involved ‘considera- 
tion of: ways and means of obtaining more nurses.: The 
appointment of: enforcement officers was also urged ; ‘their 
. job Would be immediately to accept -for admission a ‘Case 


` sent by LN practitioner -as being in urgent -need of hospital 


Pa 


‘ 


treatment.. : General practitioners shduld* be regarded as 
specialists in their branch of medicine, „and, when’ they 
decided that a-case’ ought -to » be admitted, their responsi- 
‘bility should end there, and it should become the -responsi- 
` bility of, the hospital’ service t to’ find a, bed. A. furthe: 
suggestion was that nurses should work in sectors, so that 
if one hospital had ‘more, ‘than . were ‘required the surplus 
‘would be available for other hospitals in the sector. ~- ` 
Dr. .P. J. Gmwbons` said that Liverpool was having the- 
same experience as London, It should be impreased :upon ` 


the Ministry that ‘the - district nursing’ service should be ' 


enlarged so as to ‘provide a night service for patients in 
their homes. If a niirse were available for the home, a’ 
_ hospital „bed. would , not be- necessary in many cases: 
Dt. TALBOT ROGERS “said thatit must not be supposed 
that’ the regional ‘hospital boards were doing ` nothing. , 
These various .proposals had been, considered- by his’ own” 
~board. The difficulty was “the nursing shortage, and if 


i nurses were diverted to the homes’ it would increase the 
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h aN EEO as 2 Ses Se ip etal dd y 
‘shortage in hospital, 4 Where a ‘piarde “looked: “affer môre than ` 


the’one patient wha would be her care in the-home-- 
The CHAIRMAN sdid that any deputation should urge two 


wht 


points: the provision tf hospital beds for. those who af ' 


- present had to. be left at home in acute ‘illness, and the 


setting up of some means’ of dvpiding-the: taste, of” general ` 


<, DE . GRAY. ‘said 
‘that -it" was’ neGéssary tó convey Bie Minis “the. urgency. 
of ‘this question. . People were’ eine ‘eae ey" could 
“ fot be`got into hospital ‘in ‘time. vere 
It-wus agreed to send a-deputation at one: ae iterMiaistiy, 
the ‘deputation to. consist of” Dr.- Wand: Dre ins Be 
Gibbons, Dr. _ Gray, and _Dr. Ww. bolley.: a 
aot 
~ f vie 
one ee The Ministry’s Inquiries er A 
The. Deputy Secretary (Dr. D. P: Steverison) seportéd ` 


2S af 






inquiries into practice -expenses -and income of general’ an 


practitioners. He said: that the: figures”produced by. the 
inland Revenue Department would be available to the office 
‘early’ in“the following week. The dociment—would then; 
have to, be exantined by the Association's actuary and tis?” 


te 


cussions would t ‘take place with the Ministry on the practice ;-> , 


index ratio. © Assuming èar y. agreement“on the figures, the 
-Ministry ~now “stated that itWwould: not. ‘be: pdssible before 


the erid of March to complete? the g ‘application’ ‘of ‘the index Bw! 


‘ratio to the gross” incomes, and” to complete the necessary 
tables showing how the fund was distributed.» He thought. 
and the committee‘ agreed—that the time said*to be required © 
for this task was excessiye,gnd hie reminded the committee 
that the Special Conference, in March would expect to have 
the complete results ard" “report, on discussions: with „the 
: department on‘ the profession’s ‘claim, `` >.” oot 


~ + Several members of the committee expressed iridignation i 


at! this farther prospective ‘delay, and the Deputy Secretary 
was instructed to write to the Permanent Secretary of. th i 
Ministry pointing out the ` exigencies- -of the ‘time-table,: afi 


‘ on thé present position concerning” the Ministry of Health- -- «+: 


val 


the need for the results-of the -inquiries to` be ayalgigee” rad 
for preliminary discussion in the local ne Ray 


before-the’ Special Conference. ` P 

On the question of withholding’ of certificates in the event 
of withdrawal. of service, the CHARMAN stated. that the. 
Council of the Association had reteivéd’ the report, of the, 
‘committee on this subject, and a memorandum: had- been 
circulated by the Bfitish, Medical Guild: to- eee secre- 


, taries of ‘local committees. © 


`, “ Unestablistied ” Practitioners . oe 


Dr. J. å. PRIDHAM, chairman of the Organization: Com- 
mittee of the Association, said that owing to’ pressure of 
Council Business, the report’ of! ‘his committee: was not 

ad : Ae DES I 12402 
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‘necessary on a regional basis. ' 


` 
[i 
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reached lat the recent Council meeting and would be dealt 
with at the adjourned meeting on February 7. His com- 


mittee was not recommending approval of the application; 
for the establishment of a special group of “ unestablished' 


general practitioners,” ‘but it was proposing to the General 
Medical Services Committee that the best way of dealing 
with the matter would be to set up a special subcommittee, 
to which 'representatives of these practitioners would be 
appointed through an electorate formed for the purpose, if 
It' was suggested that the 
electorate should comprise assistants in general practice, 
practitioners seeking permanent openings in general prac- 
tice who were registered with the Medical Practices Advisory 


«Bureau, and practitioners whose gross income did not exceed 


J 





£1,250 per annum. 
\ Dr. Pridham added that the representatives of the group 
who had brought forward the application had agreed to 
the proposal to have a subcommittee on these lines instead 
of a Special Group. The subcommittee would be organized 
much-in the same way as the subcommittees representing 
rural practitioners and other interests. . 

The suggestions were generally approved, and it was 
delegated to a subcommittee to make the necessary 
arrarigements and report to-the next meeting 


W 


New Committee to Study General Practice 


It was reported that the Central Health Services Council— 
a body advisory to the Government—had-set up a com- 
mittee to study general practice. In particular the committee 
was to advise upon range of work and. standards of prac- 
tice, types of practice, mode of entry, equipment and 
environment, method of remuneration, and liaison with 
other services. Sir Henry Cohen was chairmap, and’ there 
were 21 other members. 

The CHAIRMAN pointed out that methods of remuneration 
were to be considered by a body ‘at least half of whom had 
no recent working knowledge of general practice, and it 
would presumably make recommendations at a very high 
level which might have important repercussions on the 
general practitioner. 
vices Committee would be asked to give evidence, but of 
course it would have no opportunity of discussing, before 
their publication, the findings of the committee which would 
be presented to the Minister, 

It was agreed that the Ministry should be asked for an 
assurance that the deliberations of this committeé would 


not delay the discussions which would shortly take place 


No doubt the General Medical Ser-, 
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-with the corresponding preparations from -the National 


Formulary. It was stated -that this had already been done | 
in the western region of Scotland. 
» One member pointed out that the preparations’ in Te 


Ministry's list were not exactly the equivalents of ‘the . 


proprietary preparations, and the CHAIRMAN explained that 
the so-called “ equivalent” 


- drug. But if a practitioner could show that the “ equiva- 


J 


on the profession’s claim for additional moneys to: the . 


Central Pool and that the whole matter be placed on the: 


agenda for the next meeting for further consideration. 


! 
A Questions of Prescribing 


Several matters on the agenda related to prescribing. A 
letter from the Ministry was read on the question of bulk pre- 
scribing in institutions. 
required under the regulations to notify anyone that they 


institution. As a matter of administrative convenience they 
had been asked to inform the executive councils, but it was 
not necessary, nor indeed practicable, to inform the chemists. 
It might be-expected that to a chemist a bulk prescription 
would be recognizable at a glance. The chemist was not 
concerned to know whether the doctor had informed the 
executive council of his intention to use bulk prescriptions 


It was stated in the committee that consultants were still 


extensively supplying proprietary preparations at hospitals. 
The Ministry had. sent out a letter on the subject of pro- 
prietary preparations and had assumed, not altogether justifi- 
ably, that w 
in hospitals. e prescription by consultants was a cause 
of considerate embarrassment to the general practitioner, 
particularly În view of the drive for economy. : , 

It was agreed to ask the Ministry to prepare a ‘really 
comprehensive list of proprietary drugs and preparations 


It was stated ‘that doctors were not - 


i proposed to use bulk prescriptions in respect of a Particular , 


it had said on the subject’ would be observed ' 


- 


lent” did not serve the ‘purpose while the “ proprietary” 
did, he‘ would have a cast-iron defence against any charge 
of' excessive prescribing. 

It was agreed to request the siacinaont of ribbon gauze ' 
in the list of drugs ‘and'appliances prescribable by general 
practitioners in the’ National Health Service. 


Other Business ` 

Arising out of. còrrespondence on the question af 
maternity beds in hospitals: and the desirability that ‘hospi- 
tal maternity patients should be granted the right implicit 
in the National Health Service Act ‘to have .the general- 
practitioner obstetrician of theif choice, it' was stated by 
members of the committee that the proportion of confine- 
ments. in hospital in London was 75%, In Birmingham it 
was said to be more than 50%. 

It was resolved’to inform the Ministry that it was the 
desire of the committee.on the earliest possible occasion 
to discuss with them the conclusions of the Health Centres 
Subcommittee. This procédure was taken in view of an 
intimation that the London County Council would shortly 


` be approaching the London Executive Council concerning 


the’ medica] staffing of the comprehensive - health centre 
being built at Woodberry Down. ~- 

The London Local Medical Committee had ‘passed a 
resolution that the Public Relations Department of the ` 
B.M.A. should be urged,to get a suitable announcement 


prominently displayed in the Press, or, to take advertising - 


space in the Press, for advising the general public concern- 
ing late calls for visits or other demands on practitioners’ 
services, this in view of the heavy strain under which practi; 
tioners are working at present. It was the view of the 
General Medical Services Committee. that. thé local press 
might most fruitfully be used for this purpose, and that the 
matter should also be mentioned at seis of’ executive 


, councils. 


A correspondent in Lancashire wrote pointing . -out that 
in the North, of England it is a common practice to hold 
afternoon, and evening surgeries—not morning—and to ask 
the public to notify the doctor before 9 a.m. if a visit was 
required. The committee considered that this was a matter 
which should be left to local option. 








` 


THE DOCTOR-PATIENT RELATIONSHIP 
WEEK-END COURSE AT ASHRIDGE 


A week-end courge on matters concerning the conditions 
of general practice and' the doctor-patient relationship will 
be held at Ashridge’ College, ‘Berkhamsted, Herts, on 
March 9 to 12 (Supplement, November 4, 1950, p- 188). 
Practitioners who would like to attend are invited to send 
their names forthwith to the Secretary of the B.M:A. 

Accommodation is limited and will be allocated in the 
ordri, of applications received. The director of studies will 
o4famunicate with participating’ practitioners with regard to 
payment of the fee, which is £3 10s. 


The opening addiess will be\given. òn the Friday evening ' 


by Sir Wilson Jameson. On the Saturday, Mr. A. Staveley 
Gough will present the consultant's view and Dr. C” W. 


Walker the general practitioner's view. The patient’s view - 


will be presented by. a layman, who has not yet been selected. 
Each talk will be followed by meetings of discussion groups 
and by general discussions. 
Sunday evening with an address on “The Future” by 
My. Zachary Cope. 


` 


was the nearest corresponding _ 


The course will close on the 


1 


t 


Fes 3, 1951 


PUBLIC HEALTH SALARIES 
COURTS AWARD ACCEPTED 


Committee C (the public health committee) of the Medical 
Whitley Council accepted on January 25 the recent award 
of the Industrial Court in relation to the salaries of medical 
officers emplcyed by local authorities. Local authorities are 
being recommended to put the award into operation. Dis- 
cussions are proceeding on the items which were referred 
back by the Industrial Court for further negotiation. 
Committee C is meeting again on February 14. 


——————— es 


HEALTH SERVICE ADMINISTRATION - 


A conference on “Some Administrative Problems of the 
Health Services” will be held at Church House, Dean’s 
Yard, Westminster. London, S.W.J, on March 14-16. 
Mr. Henry lesser, chairman of the London Executive 
Council, will be in the chair. The speakers include 
Dr. T. Rowland Hill, Dr. W. G. Patterson, Dr.'A. Talbot 
Rogers, Dr. J. A Scott, and Dr. A. Torrie. A reception 
for conference delegates will be held on the evening of 
March 15 at BM.A. House. The conference has been 
arranged by the Institute of Public Administration, a ngn- 
political trust founded in 1922 to advance the study of 
public administration. 





Heard at Headquarters 





Catching the Eye 


The complamt is sometimes heard that documents which 
issue from Headquarters are too plain and unattractive in 
appearance. Apparently the idea is that many practitioners 
will not read a memorandum, however closely it may con- 
cern them, unless it has snappy headlines and paragraphs 
not more than three lines in length. Like conte modern 
journalism, it must be written down to the lowest strata 
of intelligence—or of attentiveness—of its public. How- 
ever, the 12-page leaflet which has been sent out to every 
practitioner from the British Medical Guild setting out the 
profession’s case on remuneration can come under no criti- 
cism on the ground of presentation With its attractive 
typography and get-up it simply asks to be read. 


Surgeon as Artist 


The various educational associations—and what a number 
of them there are—all come together at King's College, 
Strand, at the end of the year for seven days of con- 
ferences. At one of the conferences medical. officers of 
schools, and teachers and physical training instructors, got 
together to discuss postural defects in school-children. They 
enjoyed an unexpected diversion, because the lecturer, Mr. R. 
Weeden Butler, F.R.C.S., not only comprehensively surveyed 
the subject from the metatarsus upwards, but delighted his 
audience with his anatomical drawings on the blackboard 
These -were executed in perfect line and with uncanny 
celerity, and proved that Mr. Butler, should the. nation 
‘ grow so straight and supple that orthopaedics became 
unnecessary, could make a good living as a lightning 
cartoonist. His drawings redeemed a very uncomfortable 
afternoon owing to the old, primitive furniture of some 
of the halls in King's College. After the audience had 
endured cramps and contortions for a couple of hours 
someone asked Mr. Butler what would be the effect on 
posture of the sort of school desks they were sitting at, 
and his reply was, “I should think, fatal.” But King's 
College’s theatre is by no means alone among lecture 
theatres, even modern ones, for discomfort. 
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Payment for Services Rendered 


Sir.—No section of the population ıs exploited to the 
same extent as are general practitioners to-day. In no walk 
of life is any individual expected to perform services for 
fixed payments irrespective of expenses unavoidably incurred 
It is, in fact, a common experience to-day for the expenses of 
a particular service to be borne by those who use the service 
and not by those who provide it. In industry and commerce 
this is regarded as normal procedure, and it is normal also 
for the cost of a particular service to vary in direct propan 
tion to the demand made upon tt. 

In general medical practice, those who provide the service 
bear the burden of the expenses, and when these rise owing 
to circumstances beyond the control of the practitioner nv 
1ecompense is made to him. and no account is taken of th: 
demands made upon him—an anomalous state of affairs with 
which no other servant of the community has to contend 

That these circumstances call for a rise in remuneration 
cannot be denied, and for any official Government body to 
raise arguments against it would be a travesty of moral and 
social justice. Socially, general practitioners have been 
thrown back to the days of the unmerciful exploitation of ` 
industrial workers before the rise of the ipowerful trade 
unions to protect them. We are working in conditions 
which, were they to exist in industry to-day, would not be 
tolerated by the trade unions for one moment. 

These anomalies could be eradicated to a very great extent 
by a simple alteration in the system of remuneration of 
general practitioners. I believe that the capitation system 
should be completely abolished and a system of payments 
for services rendered established in its place. The details of 
such a system need not be elaborated, as it is already in 
operation in the dental and ophthalmic services of this 
country. So far as medical practice is concerned, a scale of 
fees could be drawn up for services to a patient: (1) in the 
surgery ; (2) ın the patient's own home (a) between the hours 
of, say, 9 a.m. to 5 p.m., (b) 5 p.m. to 9 a.m., the latter being 
designated “night calls” .and meriting an appropriate 
increase in the fee. 

Following logically upon the abolition of capitation pay- 
ments would be the abolition of the present so-called “ panel 
lists,” for which there is so much unseemly competition 
between doctors. There is no more need for a fixed list of 
patients for a doctor than there is for a dentist, pharmacist, 
or optician. Medical services could quite easily and 
efficiently be -provided without them, and patients’ free 
choice of doctor would exist within the true meaning of the 
words to an even greater extent than now. Without a “ panel 
list ” the extent to which a doctor would be called upon to 
provide medical services would more truly reflect his value 
to the community as a doctor, and the community’s 
appreciation of him, than hitherto. His status and dignity 
as a counsellor would be re-established, and both doctor pod 
community would benefit. 

I submit this, Sir, for the serious attention of the B.M.A. 
and all general practitioners anxious to bring about such 
improvements in the present Health Service as would 
sincerely promote the interests of doctor and patient alike. 
—I am, etc., 


St, Helens, Lancs Lours CRAWFORD 


Improvements In General Practice 


Sm,—The new Health Minister is taking over a tired,, . 
disillusioned, and resentful force of general practitioners, 
May I humbly submit that he would need ip. make these 
improvements soon, before we, the general ¥hractitioners, 
crack under the strain? I set them out overlegt, not neces- 
sarily in order of urgency. The need for every one of them 
is so pressing that each one could be placed at the top. 
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1. General practitioners must have the shilling levied on each 
item, of each prescription :n order to deter our daily visitors and 
discoulage those who send a list of requirements by messenger. 

2. If there is to be any interest taken in medical matteis in 
five years’ time, secretarial Work will have to be delegated, in pait 
at least. . 

3. With the domestic help' situation as ıt 1s, the Minister will 
have to think up some way of allowing us to leave our telephone 

_and house unattended for a few hours in the evening. 

4 Vitamin preparations should only be allowed to patients 
suffering from a limited schedule of diseases. 

5, Useless medicaments, including tonics, belladonna’ plasters, 
and most expectorant-sedative mixtures should be ruthlessly cut 
dut; they and the vitamin preparations are wasting a shocking . 
amount of the country’s resources 

6. A few patients should be penalized, when they treat their 


. “™ doctor in the heartless and selfish way they sometimes do. , 


“bod: Doctors’ remuneration should be investigated by an impartial 
y. 7 S \ 

If one were only Mr. Marquand’s doctor, and could speak 
‘to him and earnestly ask him to keep this list in his pocket- 
“wallet and read it ‘over now and again, sooner or later we 
would progress to that- happy but not necessarily opulent 
state for which the heart yearns.—I am, etc., Sz ‘ 


Conn McCLUSKEY 
+ 
= 


Dungannon. Tyrone. 


~ 


a. - | + Ophthalmologists’ Fees 


Sir,—Most O.M.P,s will have heard of the new fee cut 
without surprise. The Ophthalmic Group Committee must 
have been heavily handicapped by the knowledge that a 
threat to-resign would have left the Minister unmoved, since 
80% of sight tests are already done by ophthalmic opticians, 
and they could presumably do them all. if necessary. We 
are in a weak bargaining position, and if we stay there 
further cuts are likely to follow in due oourse. 

The purpose of this letter is to suggest that the interests 
of the increasing number of ophthalmologists who wish the 
~suppleméntary service to continue will best be served by 
accepting the principle that fees for sight tests should be 
negotiated jointly with the ophthalmic opticians: There is 
no doubt where the opticians’ interests lie, for the chair- 
man of*the Association of Optical Practitioners stated on 
January 17 that if the supplementary service were to be 
discontinued 50% of the opticians in the British Isles would 
be put out of business without compensation. A policy 
of separate discussions on the fee question benefits no one 
except the Minister, who is able to play 
off against the other. 

While the opticians are protected to some extent by ‘their 
- Whitley. Council, they are evidently not too happy. about 
- “the future, and would, I believe, respond favourably to 
an invitation from us to explore the advantages of a system 
of collective security. There jis a long-standing (though 
happily obsolescent) prejudice against any sort of co- 
operation with ophthalmic opticians. But to-day, when 
private practice is, for the great majority of us, almost 
- dead, an old feud should not be allowed to blind either 
side to. the value of a united front against further arbitrary 
action by the State fy am, etc., 


Birmingham. J. H. Ausmn., 





TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 


stood to require employees to be members of a trade’ union . 


or other organization: 
County Council Durham. 


Metropolitan Borough Councils. —Bethnal Green, Fuk 
ham, Hackney, Poplar, Southwark, Stoke Newington. 


Non-Coufity . Borough Councils —Crewe, Dartford. 


Urban Distflct Councils. —Denton, Droylsden, enaa 
le-Spring, Huyton-with-Roby. 


x 
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, ‘Association Notices 


Diary of Central Meetings =. 
FEBRUARY | ; i 


- 6 Tues Health Centre Committee, 2p m` 


6 Tues \ Registrars’ Group Executive Committee, 2 p.m- 
-7 Wed. Adjourned Council: Meeting, 10°a.m. 
© 8 Thurs ‘Nursing Subcommittee, 2 p.m 4 
8 Thurs” Whitley Committee’ B (at ‘1. Richmond Terrace, 
‘ Whitehall, London, S.W.), 2.30 p.m. 
9° Fn oe Group Committee, 2 p.m. 
3° Tues eting of of Tristecs, Dawson Williams Memonal 
14 Wed. . stat Side ‘whitiey Committee C (at ra of 
é Health, Whitehall, London, S 9.45 am 3, 
a Full Whitley Committee È (at 1, ‘Richmond 


Terrace, Whitehall, London, S.W M 12 noon 
A 


14 Wed. Film Committee, 2 p.m. 

15 Thurs. Central Consultants and Specialists Committee: 

‘ 1.30 p.m. 

15 „Thurs. International Relations Committee (date čhanged 
' from February 1), 2 pm. . 

15 Thurs Occupational Health Committee, 2 p.m 

16 Fri . Tuberculosis and Diseases of the Chest” Group 

Committee, 2 pm. ' > . 

21 Wed. Private Practice Committee, 2 pm 

«28 Wed. General Practice Review Committee, 2 p.m. 

28 Wed. Maritime Subcommittee, Private Practice Com- 


mittee (date changed from February 7), 2 p-m 


Branch and Division Meetings to be Held. P 
BoLron Division.—At Bolton Royal Infirmary, Tuesday, 
February 6,.8 30 p.m lecture by Professor Ian Aird: “ Experi-_ 
ences in a Tumour c.” 
Coventry DIVISION —Tuesday, 
medical films 
GuLDprFORD DIVISION —At Royal Surrey County, Hospital, 
Guildford, Thursday, February 8, 7.30 p.m., clinical meeting. 
Hampsteap Drvision.—At New End Hospital, Hampstead, 
London, N W., Wednesday, February 7, 850 p.m., talk by 
Dr. Geoffrey Evans: “ The Physical Basis of Functional Disease 
All medical practitioners in the area of the Division are invited. 
NORTH OF ENGLAND BraNcH.—At New Lecture Theatre, Royal 
Newcastle-upon- yed Thursday, February 8, 
7.15 pm., clinical demonstration by McGuckin and staff 
of Ear, Nose, and Throat: Department: “ The Modern Approach 
to Otitis Media and Some Examples of Post-cricoid Carcinoma 
address b; Mr C. J. L. Thurgar: “Some Medical Aspects o} 
a are.” = r Pad 
NUNEATON AND TAMWORTH DIVISION ae the Red Lion Hotel, 
Atherstone, Tuesday, February 6, 845 p.m., address by 
Dr. Stephen Tibbits: “ The Coroner and the Doctor.” , 
Reicate Drvision.—At Redhill County Hospital, 


February 6, Cree nine of 


Tuesday, 


February 6, 8.30 p.m., talk by Mr. A. Lawrence Abel: “ Some 
mon of the Rectum and Anal Canal”; 9.30 pm.. 
colour film: “ Abdomino-perineal Excision of the Rectum.” ` 


Tunsriogs Waits Division.—At Kent and Sussex Hospital, 
Saturday, February 10, and Sunday, February 11, week-en 
refresher course. (1) Lectures by Dr. R. A. Trevethick: 
“ Industrial First Aid” (with coloured film); Professor R. S 
Pilcher: ‘Infections of the Hand” (with: M.A. Film); Sir 
John Parkinson: “ Angina Pectoris’; Dr. Geoffrey Todd: “ The 
Problem of Tuberculosis.” 2) Medical films. (3) Brains Trust— 
Professor R. S. Pilcher, Dr. R. A. Trevethick, Sir John Parkinson, 
and Dr. Geoffrey Todd. - ` } Sioa tx 


` British Medical Guild- Meetings to be . Held 


MARYLEBONE.—At Medical Society of London,’ Chandos 
Street, London, W., Friday, February 9, 330 pan. eee of all 
a 


medical practitioners in the area to discuss test developments 
of the British: Medical Guild; Dr. D. P, Stevenson ‘(Deputy 
Secretary, B.M.A.) will answer questions S , 








é/ t « 

Correction.—An incorrect reply was given in the Supplement 
of January 13 (p. 14) to a reader asking whether he would be 
liable for :ncome tax on the profit he would make if.he sold his , 
post-war car. Our income-tax expert states that ‘“ Section 17 of 
the Income Tax Act, 1945, applies the balancing charge to the 
excess of the amoumt received from the sale of the car over ‘ the 
amount, if any, of the said expenditure still unallowed at the time 
of the event ’—in common parlance, over the written-down value 
of the car.” : 
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BRITISH COMMONWEALTH MEDICAL . 
CONFERENCE l 
THE BRISBANE MEETING 


A report on the British Commonwealth Medical Confer- 
ence, held in Brisbane in May last, was presented -to the 
Council at its January meeting. This was the second of 
these Conferences, the first having been held at Saskatoon 
in 1949. N 

At Brisbane Sir Victor Hurley, president of the Federal 
Council of the British Medical Association in Australia, 
presided. Dr. E. A. Gregg, Chairman of Council, repre- 
sented the mother Association, and delegates were present 
from the Medical Associations of Australia, Canada, New 
Zealand, South Africa, Southern Rhodesia, India, and 
Pakistan. Dr. A. Macrae was deputy honorary secretary- 
treasurer, and Dr. J. G. Hunter local organizing secretary, 
and a number of men prominent in medical organization 
in Australia attended as observers. 

The first proposal was from Pakistan, urging the adop- 
‘tion of a proceduie whereby the countries of the Common- 
wealth as a single’ unit would come to the help of any 


member-country in an emergency, such as a severe epidemic, | 


earthquake, or military action by another country, the help 
taking the form of the supply of drugs and medical equip- 
ment, the sending of medical missions, or an approach 
through other international bodies. The Conference was 
fully sympathetic to this proposal, and felt that member- 
countries would do all in their power in such circumstances, 
-but that the Conference, having no executive, could lay 
down no procedure, and that the provision of such help 
was mainly the concern of such bodies as the W.H.O. and 
the W.M.A. 


National Health Services — 


The first day was devoted’ to the subject of national 
health services, and the Conference was honoured by a 


visit by Sir Earle Page, Minister of Health of the Common- + 


wealth of Australia, who put forward, for consideration 
the ideal of a National Health Service based on a combi- 
nation of Government aid and voluntary insurance, with 


automatic checks and controls on costs, on any abuse of | 


the time and skill of doctors, and on any uneconomic use 
of hospital beds. There would be no interference, he’ said, 
with the doctor-patient relationship, and as much of the 
administration and control of the system as possible would 
be left in professional hands. Attempts in various countries 
to nationalize medical treatment, providing it free at the 


taxpayer’s expense, had proved administratively wasteful 
and disastrous in their effect on quality of treatment. He 
was followed by Dr. H. R.. Grieve, of the Federal Council 
who recounted the history of proposals and. legislation in 
Australia: during the last 12 years, pointing out that’ the 
National Health Service Bill imtroduced in 1949 was an 
enabling measure only. - * 

Mr. H. K. Pacey, honorary general secretary of the New 

-Zealand Branch, said that the profession in New Zealand 

favoured a system whereby the patient paid the doctor for 
each service and claimed the refund, and this was one of 
the alternative schemes proposed by the Government to 
which the profession had agreed. A scheme for specialist~ 
services had been prepared and abandoned, mainly owing 
to the high cost of social security already and the lack of 
Interest among the specialists themselves. ~ 

Dr. A H. Tonkin, medical secretary of the Medical 
Association of South Africa, said that although there ‘had 
been discussion of a scheme for the under-privileged, no 
such scheme had been introduced in the Union. The policy 
was to subsidize provincial governments for the provision 
of free hospital services. In the Transvaal’there was a free 
medical service, and there were whole-time salaried medical 
officers, but as a result pf a decision of the Supreme Court 
the Government had been forced to introduce a Bill pro- / 
viding, among other matters, for free choice of doctor, and 
this system, although costly, appeared to be working satis- 
“factonly. Dr. Harris McPhedran, chairman of the General 
Council of the Canadian Medical Association, said that 
medical aid schemes had been tried in Canada with a 
certain measure of success, but had not solved the problem 
of the lower income groups. Dr. G. A. Jamieson, of 
Southern Rhodesia, said that an expansion of medical aid 
schemes was being discussed. 

Dr. Gregg, Chairman of B. M.A. Council, asked Common- 
wealth representatives not to suppose the medical profession 
of Great Britain was defeated. Even while the Minister was 
introducing his Bill he was obliged to continue consultations 
with the medical profession and to promise an amending 
Act before the original Act came into operation. Long 
before the National Health Service came in the B.M.A. 
had prepared a plan of a general ‘medical service for the 
nation. Many of the Government proposals had been taken- 
from Association reports; there were others which did not 
command professional approval. The Ministgy was con- 
stantly being reminded that doctors were npt prepared to 
contmue service irrespective of conditions forced upon 


them iy 
> C 2403 
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Medical Education 


Another principal discussion was on medical education. 
e Dr. J. K. Maddox, past president of the New South Wales 
Branch, outlined the system of undergraduate medical 
education in Australi#, with its four medical schools in 
Six States. Academic inbreeding, he said, had been a 
potential danger, but arrangements for a constant stream 
of overseas lecturers were now in operation for both under- 
graduate and postgraduate education. The B.M.A. in 
Australia, with its State libraries, was making a major 
contribution. Colonel A. M. McIntosh, chairman of ‘the 
Australian Postgraduate Federation for Medicine—a body 
formed in 1948 to co-ordinate activities in this sphere 
‘amh ro Ugh out Australia—described the work of that organıza- 
tion, which included correspondence courses and general- 
practitioner revision and week-end courses. Dr. S. C. Sen, 
hénorary secretary of the Indian Medical Association, said 
that in his tour of different countries he had found that 
many practitioners possessed a multiplicity of diplomas, 
which, was confusing to the public and the profession ; 
he wished to see one minimum standard’and one uniform 
degree for doctors throughout the Commonwealth. 

| Dr. Mervyn Archdall, editor of the Medical Journal of 
Australia, gave an interesting account of 100 years of medi- 
cal journalism in Australia. His own journal was owned 
indirectly by the six Branches of the B.M.A.; it was not 
their official organ, but by general consent the policy in 
medico-political matters was that of the Federal Council. 

Sir John Newman Morris, president of the Medical Board 
of Victoria, addressed the Conference on the Australian 
system, of registration, and Dr. Macrae gave an account of 
the new ‘Medical Act in Great Britain. 

The Conference listened to an inspiring account of the 
“Flying Doctor” service, “which, by combining medicine, 
aviation, and radio, has brought to Australian “ backs” a 
service comparable to that enjoyed by suburban resi- 
dents. An account of the public hospital system of Queens- 
land was also given. A completely free service, with the 
exception of domiciliary visiting, is offered to every member 


s 


of the community, and the honorary system of service has, 


been replaced by a method of staff payment. Tt was stated 
that payment of visiting staff had not resulted in any 
diminution of influence or status. 

The organızation of the medical profession in Australia 
was explained by Dr. W. F. Simmons, member of the 
Federal Council. In State matters the Branch is autono- 
mous ; in matters of Commonwealth significance the Federal 
Council speaks on behalf of the whole profession. 

The delegates remained to participate in ‘the seventh 


Australian Medical Congress (B.M.A.), which was held in, 


Bnsbane immediately following the meeting. They 
enjoyed the hospitality of various official and professional 
bodies during a thoroughly successful visit. 








LEASEHOLD PROPERTY BILL 


[From a SPECIAL CORRESPONDENT] 


The Landlord and Tenant Act, 1927, made no provision 
for conferring security of tenure on tenants who carried 
on a profession. The doctor or the surgeon who carried 
on a private practice in his home was therefore left to 
make such arrangements as he could with his landlord with 
regard to an extension of his tenancy. ` 
When the Leasehold Property Committee made their 
report last year, one of their proposals was that the 
benefits of this should be extended to persons who carried 
on a profession. Consideration of these proposals how- 


ever has, been shelved and the Government's intentions at, 


the present moment are merely to pass a standstill measure 
which will have temporary effect for a period of two years 
until such time 3 the more substantial proposals for the 


r 


amendment of the general law of landlord and tenant can 
be considered. 

The new Leasehold Property Temporary Provisions Bill, 
which was debated by Parliament in Committee last week, 
will confer some measure of benefit on doctors and surgeons 
who live on the premises where they carry on their prac- 
tices, but no protection will ‘be afforded by this Bill to such 
of them who rent surgeries and consulting-rooms merely. 

Let us examine for a moment what the Bull proposes to 
do. The Bill will have a hmited application. It will apply 
only to leases granted for terms exceeding 21 years, and 
in the case of such terms the Bill will operate only (subject 
to what is said later) where the term expires on a date 
falling within the period of two years, which, will begin 
to run as from the date when the Bill passes into law 

If the tenancy will end at some time within the two-year 
period above mentioned, the tenant will become entitled 
automatically to continue as a tenant until the expiry of 
such two-year period. He will also enjoy a similar right 
if the tenancy happens to expire before the date when the 
Bill becomes an Act (ie., where he is holding over under 
the tenancy at the date when the Bill becomes law). 

It will be an essential condition to enjoy the right to this 
extension that the tenant himself, or a member of his 
family, should be living on the premises at the date when 
the tenancy thus normally comes to an end within the two- 
year period. In cases, however, where the tenancy comes 
to an end before the Bill becomes law, the right to an 
extension will not be enjoyed unless the tenant or a 
member of his family was living in the property on the 
expiration of the tenancy and continues to so live in the 
property up to the date when the Bill becomes law (1.e., 
holding over under the expired tenancy). 

In cases falling within the provisions of the Bill the lease 
will be automatically extended for the period above men- 
tioned and so as to expire at the end of the two-year period, 
and a tenant who does not wish his tenancy to be con- 
tinued in this way will be required to serve the landlord 
with notice to that effect. Indeed, by a curious provision 
in the Bill such notices may even be served now before 
the Bill comes into operation (i.e. at any time after 
November 21, 1950). The Bill provides that the -tenant 
who does not desire any automatic extension of his tenancy 
must serve the landlord with notice to that effect not later 
than one month before the date on which his tenancy is 
due to expire. Furthermore, if the tenant desires’ to enjoy 
limited rights of extension he can do so by serving a notice 
on his landlord stating the: date as at which he desires the 
extended tenancy to come to an end. In the latter case, 
however, the notice may not bring the extended tenancy 
to an end until at least one month has expired as from the 
date of the notice. 

During this statutory extension of the tenancy held by 
the tenant the landlord is not entitled to enforce any right 
of forfeiture or re-entry or any right against the tenant to 
damages for breach of covenant in the lease except in so 
far as they relate to non-payment of rent and failure to- 
insure, the premises. Thus, for example, no proceedings. 
with regard to dilapidations can be instituted by the Jand- 
lord against the tenant, and if the tenant’s own landlord. 
1s himself a tenant any action taken by the superior land- 
lord for the purpose of forfeiting the head lease because 
of, for example, the premises not being repaired according 


_to the terms of the head lease would be entirely inoperative 


as far as the sitting tenant himself is concerned. 


The Bill, it seems, will also confer some measure of 
protection on a subtenant, who (or a member of whose 
family) is living on the premises immediately before the 
superior lease comes to an end and whose tenancy is for 
a term of less ‘than 21 years, provided that he holds directly 
or indirectly under a lessee who himself has been granted- 
a’ tenancy for upwards of 21 years. 

If any such head lease, being for a term of more than: 
21 years, comes to an end before the expiry of the two- 
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year period above mentioned, then the occupying sub- lord cannot enforce his rights, except for the rent (and 

tenant, it seems, will enjoy some measure of:protection presumably the rates, where he has agreed to pay them), 

against eviction during this, two-year period. and except for the premium in respect of the insurance of 

` | Where the tenant is in occupation of the premises under the property. But once the two-year period comes to dn - 
the terms of the extended tenancy to be conferred on him end the. landlord, it appears, will be at liberty to enforce 

by the Bill, the terms on which he will hold the premises all the obligations to which the terfant would be subject 

in substance will be similar to the terms contained in the by virtue of his extended tenancy. Thus at the end of the 

original tenancy which has expired. Thus he will pay the two-year period the landlord would be entitled to enforce 

same rent and he will be subject to the same rights and a dilapidations claim against the tenant, notwithstanding 

obligations as those contained in it, with the qualification that during the two-year period he could ‘not enforce his: 
(above mentioned) that during the two-year period his land- right to do so. ` , 

i x 7 


- \ CONSULTANTS AND REGISTRARS / ee 


The following figures, prepared by thie Ministry of Health, show the numbers of consultants, senior registrars, and registrars 
in the hospital service in England and Wales at December 31, 1949. ; 


Taste I—Numbers and Age Distribution of Consultants in England and’ Wales 
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PUBLIC HEALTH COMMITTEE - 
i AWARD OF INDUSTRIAL COURT 


A meeting of the Public Health Committee of the B.M.A. 
was held on February 2, with Dr. C. METCALFE BROWN 1D 
the chair. The members stood in silence as a tribute to their 


‘late member, Dr. C. O. Stallybrass, and the-chairman spoke 


of his distinguished service in many fields. 2 

The award of the Industrial Court relatıng to remuneration 
and conditions of service of medical officers employed by 
local authorities was formally laid before the Committee. 
The Chairman said that the award in some respects was satis- 
factory, but less so in others, and it would be necessary to 
aml Onsider | the reopening of discussions at.a later date with 
m egard to certain categories, He also gave an oral réport 
on the recent meeting of Committee C and the recent 
negotiations on those matters which have been referred' back 
by the Court. 4 


Sessional Remuneration : 1947 Agreement 


The Committee went on to consider the desirability of 
revising the agreement with the associations of local authori» 
ties on the remuneration of medical practitioners engaged 
on a sessional or case basis. The question was considered 
in its Widest aspects, and from the point of view of the 
sessional rates now being paid by various Ministries to 
members of their various panels or medical boards, and also 
the rates payable to consultants undertaking part-time 
services, the salaries of such consultants being determined in 
relation to the whole-time salary scale by using the “ Spens 
formula.” The agreement with the local authorities, which 
was made in 1947, has been superseded as to some of its 
items as a result of the coming into force of the National 
Health Service Act. l 

The question of proposed revision had been deferred pend- 
ing the conclusion of the claim before the Industrial Court. 
The Committee decided, after some consideration, to defer it 
again for a short time, until present\negotiations on the 
remuneration of whole-time medical officers in the public 
health service are concluded, and then to bring it forward 
as new business for consideration and negotiation in 
Committee C. 


Trade Union Membership 3 


The Committee had before ıt certain correspondence 
relating to the Durham “closed shop” incident. The 
honorary secretary of the Durham Division’ had reported 
that the county council’s resolution remained on the minute 
book, but that there had been no dismissal of any employee 
who did not belong to a trade union. The matter was also 
the subject of a Jetter from the Medical Women’s Federation 
stating that the executive had reaffirmed its policy, which 
was identical with that of the B.M.A. and the Society of 
Medical Officers of Health—namely, that the requirement by 
a local authority that its medical officers must belong to a 
trade union or a professional organization as a condition of 
employment was objectionable and unacceptable. Counsel’s 
opinion on the Durham dispute was also placed before the 


‘ Committee. 


It was the opinion of the Committee that no further action 
was called for at the moment. 

The, Committee received reports regarding those local 
authorities who, it 1s understood, require all employees to be 
members of a trade union or other organization. The Com- 
mittee was also informed that there are still three local 
authorities paying unequal bonus or unequal consolidated 
addition to salary. 

A special meeting of the Public Health Committee was 
arranged provisionally for March 15 at.11 a.m, when the 
main business will be consideration of the memoranda to be 
presented to the Amending Acts Committee of the 
Association. 

Following the meeting of the Public Health Committee 
there was a formal meeting of the Trustees of the Public 
Health Service Defence Trust. 


N.O.T.B. ASSOCIATION 
The thirteenth meeting of the committee of the N.O.T.B. 


‘Association was held on January 12. Reports have been 


received of cases being referred to the hospital service for 


sight test with Form O S.C.1 instead of a doctor's letter, and - 


the following resolution was passed for reference to the 
Ophthalmic Group Committee: 

That the attention of general practitioners be drawn to the 
fact that, while the supplementary ophthalmic service is in opera- 
tion, and so long as hospitals are unable to deal with these cases, 
it ıs undesirable to refer cases to hospital with Form O.S.C.1 


Reports from the subcommittees were received and also 
letters from medical members on the question of the views 
expressed by the Faculty on the’criteria for admission to the 
Central Professional List. The committee was glad to learn 
that the Ophthalmic Qualifications Committee had not 
supported the resolution put forward by the Faculty. 

The committee has been following the recent negotiations 
between the profession and the ‘Ministry of Health on the 
sight-testing fee with great interest and through its member- 
ship on the Ophthalmic Group Committee is doing all it can 
to support the interests of ophthalmic medical practitioners. 
The medical membership at December 31, 1950, was 654. 





PUBLIC HEALTH SALARIES 
RECOMMENDATION TO LOCAL AUTHORITIES 


The following letter has been sent by the joint secretaries 
of Whitley Committee C (public health committee) to all 
local authorities in England, Wales, and Scotland: 


“ We have to advise you that the recent award of the Industrial 
Court in regard to the salaries of medical officers employed by 
local authorities in Great Britain was considered by Committee C 
of the Medical Whitley Council at a meeting held on January 25 
The committee accepted the award and recommend all local 
authorities to put it into operation. 

“Certain matters (the salaries of deputy medical officers of 
health, divisional or area medical officers, and medical officers 
holding mixed appointments) were referred back by the Industrial 
Court for further negotiation between the two sides of the com- 
mittee. Discussions on these items, and on a number of other 
points arising out of the award, are now proceeding 

“ Small burghs in Scotland with part-time medical officers of 
health should note that the remuneration of these officers is still 
under discussion. 

“Copies of the Industrial Court award (No 2285) may be 
obtained from H.M. Stationery Office (1s. 3d ).” 


Dr F. Hall has been elected chairman of Committee C. 





‘ a proms 


FACULTY OF OPHTHALMOLOGISTS 


At a meeting of the council of the Faculty of Ophthalmo- 
logists held on January 12 it was decided to nominate 
Mr O. M Duthie ‘and Mr. R. Affleck Greeves for re- 
election to the Standing Ophthalmic Advisory Committee, 
set up under the National Health Service Act. 

A letter from the British Medical Association on modifica- 

tions in the ocular section of the National Formulary follow- 
ing a suggestion that it should be available for use at hospi- 
tals had been referred to a member of the council, and his 
suggested modifications were agreed. 
' A member of the Faculty had. written about the lack of 
amino-glaucosan, the importation of which he understood 
was banned. by the Board of Trade. It was' agteed to’ get 
in touch with the Ministry of Health regarding supplies of 
this drug 

‘The annual general meeting will be held on Wednesday, 
March 28, at 2.30 p.m. 











Dangerous Drags Act: Withdrawal of Authority 


The Home Office announces that Dr. Arthur Crowley (London) 
1s no longer, authorized to, be in possession of or to prescribe 
those drugs to which the Dangerous Drugs Regulations apply. 
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~ 
Graduates of Glasgow ` ; 


The celebration by Glasgow University of the five- hundredth 
anniversary of its charter sent us to the University Matricu- 
lation Album for the period 1728’ to 1858. This contains 
brief annotations about each of the 17,000 Glasgow students: 
who matriculated during those 130 years. During that time 
‘the university gave 64 judges to the bench, 143 moderators 
“to the general assembliés, and 28 members to the university 
court. In medicine, 29 of the university graduates became 
presidents of the Faculty of Physicians and Surgeons of 
. Glasgow. One of these was Joseph Blatk` (matriculated 
1746), described as the ‘discoverer of latent heat; another 
was Jacob Watson (1802), whd.became the first representa- 
tive of the faculty on the General Medical Council -at its 
formation in 1858; he was the father of another president™ 
of: the faculty, Ebenezer ‘Watson (1837). The “first repre- 


_sentative of the universities of Glasgow and St. Andrews , 


on the General Medical Council was also a Glasgow gradu- 
ate, Jacob Lawrie (1813). One early name’is Matthew 
M‘Alester (1731), an ancestor of Sir Donald MacAlister, 
whose long presidency of the Council is still remembered. 
In the same year as Matthew M’Alester appears the name 
of William Hunter, and a generation later his nephew 
Matthew Baillie. There is another medical William 
Hunter, a surgeon in the Coldstream Guards,’ who went 
‘through the Battle of Waterloo; and had matriculated. at 
Glasgow in 1806. The list includes David Davis (1798), 
physician accoucheur to the Duchess of Kent at the birth 
of Queen Victoria ; and six physicians and surgeons to the 
Queen. Some of the entries m the album suggest that the 
* compiler liked a tilt at the medical profession. Thus one 
Glasgow graduate, John Dickie, 1s said to have died “47 
years after eminent’ physicians had declared that there was 
absolutely no hope of his surviving another year,” and 
another, Jacob Gibson, who resigned his “living in 1834 
with a similar despairing outlook, “survived for 32 years 
more.” e4 
' Telling M.P.s 
The Lincoln Division-of the B.M.A. has decided to invite 
local Members of Parliament to meet three elected general 
_ practitioners from the area to discuss present problems of 
' the Health Service. The honorary secretary of tko Lincs 
(Lindsey) Local Medical Committee recently suggested that - 
„this might be done throughout the country (Supplement, . 
“December 2, 1950, p. 230), and the Division has endorsed 
the idea. This seems“to be a good way of telling M.P.s 
about the problems of the Health Service, and it will be 
interesting to see how they react to it 


- Comings and Goings - 


.» 1951 is a great year for international congresses. Two 


. which are to meet in London during the Festival of Britain 
are the first International Congress.of Clinical Pathologists 
in July, with an expected attendance of 800, and the Inter- 
national Conference of Anaesthetists in September, with 
about 500 delegates.. Fach of these will be given a recep- , 
tion at B.M.A. House. Then in midsummer the B.M.A. 

` hopes to hold its joint meeting in South Africa, preceded 
in Johannesburg by the’ British Commonwealth. Medical 


; Conference, and at Stockholm in. September there is the 


fifth general assembly of the World Medical Association: 
‘Medicine is. certainly becoming every year more extended 
internationally. 

- Bis State ‘of Mind’ 


The Joint Committee on Psychiatry and 
appointed by the B.M.A. and the Magistrates Association, 

” has produced a memorandum on the adolescent delinguent 
boy. Young criminals themselves are now getting psychia- 
trically minded. The writer attended quarter sessions in 


oy A 
t 


‘ 


a provincial city the other day when a young lad was 
brought forward for larceny: When he*committed the 
offence he had just been put dn. probation after conviction 
for a similar misdoing, and he had several previous convic- 
tions and wanted other Offences to be taken into considera- 
tion. In his statement in court he said, “There myst be 
something wrong with me. I was not drunk, and yet I 


took the stuff. Perhaps my state of mind ought to be - 


examined by a doctor.” How much more robust and hope- 
ful is the prodigal’s “I have sinned” than the modern 
young fellow’s “ My state‘ of mind wants looking into.” 
He got three years’ corrective deténtion. ’ 





Correspondence 








General Practitioners and Hospitals 


Sir,—The ‘report of the B.M.A. Council on “ The General 
Practitioner and Hospital Work ” as approved by the Repre- 
sentative Body (Supplement, July 22, 1950, p. 56) will be 
read by many general practitioners with great pleasure. It 
affords a vision of medical service which should prove accept- 
able both td doctors and to the community they serve. This 
vision will be realized only if general practitioners will work 
for it, and my appeal is for doctors in all ‘districts to 
endeavour to bring it to pass. 

The general-practitioner service is recognized as the basis 
of a satisfactory health'service. To establish a standard for 
this must be largely the work of the doctors themselves. 
They must take every opportunity of amending the 


A 


administration to secure such freedom and initiative as will ` 


enable them to give of ‘their best to their patients. i 
Many reports are produced at great cost of time and study 

and relegated to the dustbin. We must endeavour to have 

the recommendations of this report implemented, and that 


speedily, if the "general-practitioner service is to be saved’ 
from decay. The following are the recommendations of í 


the report: 

A. That the’ smaller- generapractitoner and cottage hospitals 
should be retained by the general practitioner and, in addition; 
that certain wards ın the district hospitals should be set aside for 
the treatment of patients by general practitioners, 

B. That for educational purposes clinical assistantships should 
be set up (1) allowing for periods of approximately two years 


at least in any particular specialty ; (2) allowing for short periods, 


in two or three specialist departments, 

C. That part-time appointments should be established and held 
by ‘general practitioners, 

D. That in rural areas the appointment of ‘part-time general- 


`t practitioner specialists should be retained and encouraged. Such: 


appointments will both benefit the Service and absorb practi- 
tioners who, having had specialist training; are reluctant or unable 
‘to obtain consultant appointments. General practice in these 
localities should be no bar to the holding of a specialist 
appointment 

“E. ‘That the’ attendance of general practitioners at hospitals 
should, be welcomed for the purposes of consultation, ward 


rounds, clinical and scientific meetings, and inclusion.in the 


hospital teams. 


The report should be circulated widely. Ali general prac- 
titioners should have an opportunity to study it. Regional 
hospital boards and boards of management should be 
acquainted with its proposals so that when they are asked for’ 


. their co-operation they may be informed and knowledgeable. 


the Law, < 


I feel sure they will welcome the assistance of the profession 
in developing a closer’ association of the general practitioner 
with the hospitals. Ny 

It should, be studied by small committees of doctors 
interested and alive to its importance. They would study 
how the various suggestions might be applied to their area, 
which doctors would be interésted in their development, and 
devise ways and means to implement them, - 

Many doctors who are more interested in financial matters 
may scoff at such schemes, but I am convinced that their 


‘ 
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early development will prove their value not only to the 
doctor but to his patients. A measure of good will towards 
the substance of the report-of the B.M.A. committee has 
been shown by the Ministry of Health and the Department 


_ of Health for Scotland, so that friendly consideration of 


proposals for the implementation of its récommendations 
can be anticipated. 

It is known that some members of hospital boards desire 
to encouragé the association: of general practitioners with 
hospitals, and they desire,to have practical schemes proposed 
by ‘the doctors which will serve to improve -the Health’ 
Service. The area groups suggested in the organization of 
the British Medical Guild would find useful and profitable 
work in tackling this problem. In any case, the , general 


«sepractitioners must get busy, and that quickly, tọ reap the. 


fruit of this most excellent report. 


Many doctors are still rather dubious about the British ` 


Medical Guild. They do not recognize that it is an organiza- 
tion to secure the unity of the medical: profession in their 
endeavour to achieve a satisfactory health service.. This 
surely is an object worthy of our best traditions and should 
have our whole-hearted support. The provision of area 
groups in the machinery of the British Medical Guild gives 
an opportunity for doctors in the periphery to consider their 
conditions of service and to evolve desirable improvements, 
of which their association with ‘hospitals is of great 
importance. 

Failing the early development of these area groups, a small 


committee should be appointed by local medical committees , 


or B.M.A. Divisions to study the report with à view to imple- 
menting its recommendations in their area as soon and as 
fully as possible. They should ascertain those doctors who 


would desire to take’ part in hospital work,and the form of 


such service. . 

In addition to medicine and surgery there is much scope 
for general ‘practitioners in assisting at specialist work—e.g., 
anaesthesia, E.N.T., and ophthalmic—as there is a definite, 
shortage in some departments at present. After a period of 
such work definite appointments would relieve the staffing 
problems of the hospital boards. 

The problem of general- practitioner hospitals or wards in 
general hospitals is one of great value in improving the 
standard of general practice. This will require detailed study 
with hospital authorities and the local medical profession. 
J am convinced that the evolution of schemes whereby local 
practitioners can treat their own patients in hospital will 
materially improve the standard of general practice. The 
responsibility of a doctor to treat his own patients in hospital 
when specialist treatment is not required could be encouraged 
with great benefit to the practitioner and with considerable 
relief to the pressure on beds in general hospitals. 

Many graduates who become registrars will desire to enfer 


, general practice. This may be accomplished by getting an 


assistantship with partnership to follow. The association 
with hospital work will ‘provide valuable opportunities for- 
developing an improved service to the partnership and the 
community ` which it serves. 

There is a growing proportion of the medical profession 
who are desirous of greater efforts being made to improve 
the conditions of the Health Service quite 'apart from 
remuneration, although they recognize that without satis: 
factory terms of payment it would be futile to expect the 
standard of service we desire. 

For example, in the maternity service the general practi- 
tioner must be allowed, nay, encouraged, to play his full part 
in domiciliary and in hospital midwifery so far as normal 
cases are concerned. Specialist assistance will always be 
welcomed when required, but it is not always unmediately 
available, and general practitioners must have as much 
experience as possible, There is a definite field in midwifery 
for which the general practitioner can be made responsible 
with great acceptance to his patients, Obstetrical specialists 
need not and shouid not be allowed to intrude in that field.-— 
i amvetc., : ‘ ` 

GEORGE MAcCFEAT. 


i and | others have. 


e Certification 
Sm,—Dr, E. A. R. Evans raises a point of great importance 
in his letter on certification. (Journal, January 27, p. 191), 
Probably half the long working-day of a G.P. is spent in 
meeting demands for certificates and prescriptions. I need 


- not enumerate the hunddred'and one certificates quite -legiti- 


mately sought by our! patients, each representing to the 
patient a certain material benefit, but to the doctor yet 
another subtraction from the time ‘available for the care of 
those who are: really ill. . 

Since the Health Service began, the demand for’ prescrip- 
tions has’ reached immense proportions, resulting in over- 


‘crowded surgeries, With no time, to examine anybody 


properly, and a shortening of the time available for visit- 
ing. We cannot be good doctors if half our time is frittered 
away doing work that could be done just as well by a clerk 
or a welfare officer. So to waste the time of trained pro“ 
fessional men is ‘both stupid'and inefficient. Our profes- ' 
sional organizations should . take’ this matter up, for the 
nature and quality of the work we do are vastly more impor- 
tant than the exact fee we receive for doing it. I would 
join with Dr. E. A. R. Evans:in suggesting that a “ certifi- 
cation officer,” perhaps a retired school-teacher (for women) 
or a retired warrant officer (for men), might be appointed 
to each district’ to certify the genuineness of the patients’ 
incapacity. And might pot chemists be allowed to repeat 
cheap and innocuous mixtures without a doctor's signature ? 

Certification and prescription together form a monstrous 
burden with which the Health Service has saddled, us. Until 
we are relieved of this burden we cannot possibly give our 
best to our patients in our true capacity as healers.—I am, 
etc., 


Crowthorne, Bake EDWARD CHAPMAN. 


X 


ot Doctors on Service Reserves 


Sir,—As it seems likely that so many of us in the Class Z 
and other reserves will be called up during 1951, I feel that 
certain points should be made to ensure reasonable fairness. 

First, the Services naturally prefer to recall medical 
officers. with more experience, as it eases their task. of 


‘training. This training is of much less importance in the 


case of medical officers than other’ branches. Class Z and 
other reserve medical officers should not therefore be 
recalled until all practitioners who have qualified since the 
war or, who were so essential that they did not serve in the 
last war and are in the age groups ‘concerned have been 
called up for training. | 

Secondly, as a great deal of the work will consist in the 
examination of trainees, and presumably it will all take place: 
in this country or Europe, there seems no reason why any 
practitioner, whether unfit for overseas service last time or 
invalided out, who has since been able to undertake the much 
more .arduous work of general or consultant, practice in 
peacetime, should not be called up for service in this country. 

Thirdly, although those of us who served in the last war 
will naturally be fully’ prepared to do our bit in the next, 
it should be realized that there will not be the same uncritical 
enthusiasm as in 1939. If medical morale is to be main- 
tained, there should therefore not be the indiscriminate 

call-up of medical officers vastly in excess of reqmrements ' 
and the holding of them in frustrated pools. 

Fourthly, there is evidence that, although information 
regarding Service commitments was asked for by the 
regional hospital boards a year ago, the medical depart- 
ments of the Services have not integrated these lists with 
those they hold from the last war. A large number of then 
graded specialists have not become peacetime consultants 
It should therefore be made clear 
that no consultant should be called up to be pooled or used 
on general duties (except in so far’as is necessary in any 
Service appointment) and that a mass call-up with a possible 
and—knowing Service- methods—long-delayed sorting out 
afterwards should not be'permitted. sit 


te 
, 


P 


Feb. 10,,1951 


CORRESPONDENCE 


i 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL - 43 





It is clear that, if serious trotble should arise, the avail- 
able medical man-power will be adequate only if every man 
is efficiently used in his own type of work, and that the time 
sp organization is now and not at the moment of crisis.— 

am, etc.. 


r C 
t 


RNR. 


Public Health’ Salaries k 

SR,—The recent award appears to confirm the view that 
the medical officer of health is an ‘administrator with 
. medical knowledge.” This has long been made obvious by 
thé demand for persons holding ‘such high administrative 
qualifications as the D.C.H. or B.Obst.R.C.O.G. to fill. posts 
as assistant medical officer. It is unfortunately true that few 
public health medical officers as yet hold the M.D. in 
administration; and that ‘no steps have yet been taken to 
.draft regulations for the M.R.C.P.(Admin.). One trusts that 
in carrying out such duties as intelligence testing and 
examination of candidates for superannuation schemes we 


shall bear in mind our status as administrators. There aré . 


three points which require urgent attention: 


(1) Senior public health appointments should be confined to 

persons who have passed the Local Government Officers’ 
, Promotion Examination. 

(2) The present anomaly by which hygienists in the Services are 
classed as specialists should be corrected, 

(3) -It should be considered whether it is proper that app®int- 
ments for these -hybrids, “‘ administrators with medical know- 
ledge,” should be published in the Journal with advertisements for 
medical appomtments. 


Hybrids are sterile, and it may be that the strange cross 
produced’ “ by administration out of doctor” will not be 
perpetuated in future generations. One looks forward with 
some interest to /see how the Journal will describe -the 
prospects in the public health service in the next Educational 
Number.—I am, ete., 
© Todmorden, Lancs R. C. WÈBSTER. 

Clinical Freedom : 
-The new disciplinary regulations of the supplemen- 
ophthalmic: services‘ (Supplement, January 13, p. 12) 
prove that, the fears of many of us that'a State ‘medical 
service would interfere with our clinical freedom were far 
from groundless. Surely, the one person who can judge 
whether spectacles are necessary, or whether an alteration in 
the lens, however small, should ‘be made is a qualified 
medical practitioner who is skilled in the art of refraction. 


While a small refractive error may be the cause of head-. 


aches in a shorthand typist’or a draughtsman, an ophthalmic 
surgeon will advise a patient in a less exacting occupation 
to seek elsewhere for the. cause of his symptoms. I am 
speaking for the ophthalmic medical practitioner, who can 
have no interest in the sale of spectacles, although the case 
of the ophthalmic optician may be different in that he 
receives a higher~fee for fitting the frames than he does 
for the prescribing of the lenses, but this is not my concern. 
Surely the answer to the problem 1s the immediate estab- 
lishment. of the permanent eye service, in which both the 
eyes and the finances will,be under close and expert super- 
‘vision. Here is an opportunity for the new Minister of 
Health to prove his worth—I am; etc., ‘ 
Camberley, Surrey. LESLIE HARTLEY. 


‘Reconsideration. of B.M.A. Policy 


Sr,-—I 'welgome Dr. Harold Leeson’ s letter (Supplement, 
January 13, p. 14). The Spens Report deals with the incomes 
doctors should receive regardless of how much or how little 
‘they work ; ‘and from there one progresses to global sums 
meaningless to` physicians and laymen blike. } 


Remuneration on whatever: basis should be uniform” ae 


not variable as is the present capitation fee; and it seems 
absurd to say that the Treasury cannot budget ‘otherwise than 
on a fixed sum in a. pool. Few estimates are likely to vary 
80 little as the general practitioner fund. - , 


o 


An Item-of-Service System.—Such a system, based on the 
average number of items of service performed per patient 
per annum, seems to me a more understandable basis for 
remuneration. Ag ‘an ‘initial assumption I doubt if anyone 
could’ deny five items per annum. 

Ratio of Visits to Consultations —fThis is , possibly one to 
three. One needs to differentiate items thus and to claim, 
again initially, that 5 items = 1 visit + 4, consultations. 

Assessment of Items-—The fees paid, by the Services td 


i; civilian ‘Medical practitioners, surely never régarded as exces- 


sive, suggest themselves as the indicator and can also be 
compared to Post Office fees. ' A visit is worth 7s, 6d, and a 
consultation 5s. ‘Thus we should have 5 items = 1 visit + 
4 consultations = 78. 6d. + 5s. x 4 = 27s. 6d. per annum. 


‘ Superannuation Deduction —8% of net has to be deducted 


if net = two-thirds. I think one finds'less than 1s. 6d. per 
annum should be deducted an this account, leaving a capitg- 
tion fee of 26s, per: annum. The above figures of 5s. and 
7s. 6d. are understood by anyohe and can be compared to, 
say, solicitors’ feés or chiropodists’ fees, and one can readily 
ask oneself and others if they are fair.or not. 4 

‘ Terms of Service-—The above should cover all consulta- 
tions at regular surgeries, all follow-up visits, and fresh calls 


' received between 8 a.m. and 10 a.m. i ; 


Extra -Service Charges—It is necessary to cope with the 
completely thoughtless patient, and other calls should be 
paid by the patient—e.g.,. night call 8 p.m. to 8 a.m; 15s. ; 
calls after 10 a.m., 5s. ; and calls after 2.30 p.m., 7s. 6d. 


Method of Payment.—Forms like the midwife’s “aid note ”- 


would be required to'be signed by the patient or-his represen- 


‘tative. Payment would be made in cash (a) on the spot or 


next day, (b) otherwise claimed from the local executive 
council, which will then collect; claiming a 2s. collection fee. 
Such a system would in no way interfere with the principle 
of a medical service free from financial worry, and, in the 


unlikely necessity of one such extra service in any ‘particular — 


family in one year, the cost to them would be less than a 
week's‘ cigarettes. Old-age pensioners might claim relief on 
presentation of the form. 


Practitioners’ Remuneration Under the Scheme.—If the, 
average number of patients per doctor is 2,000 to’2,500, then, © 


if equally divided, doctors would earn £2,600 to £3,250 per 
annum. On such a figure one could suggest. that this should 
be the limit óf any doctor’s' earnings in the scheme, and 
if he still liked to look after 4,000 patients for the same sum 
that would be his eccentricity. But if he looked after fewer 
patients the capitation would automatically reduce his earn- 
mgs. Such a system would in general automatically reduce 
large lists. 


Country practice would require a, lower, maximum of ` 


remunerable patients and therefore a higher capitation rate 


. than the one mentioned to produce a comparable income 


with the abolition of mileage, although this would need to 
be considered in- extra service, charges.. The additional cost 
of this, to return to global sums, would be a figure like 
£18m., remembering mileage has gone out. 

Principle of Zoning.—By this I mean the division of towns 
or districts into areas containing the average number of 
patients per doctor—e.g., 2,500. Each doctor to have such 
an area his responsibility.. Free choice is largely illusion, 
a matter of habit. Villagers do not worry unduly about their 
lack of choice of doctor, and in many practices a proportion 
of patients remains contentedly | under the care of an endless 


. series of assistants with never a thought of changing to 


another doctor. And how many pregnant women Choose 
their district midwife ? 

` The advantages of zoning Would be increased efficiency, 
a saving of doctors’ and patients’ time, and a not unimportant 
saving of petrol. More important, it is a complete answer 
to practice protection in 4 state of emergency, Neighbouring 


` doctors could then temporarily look after the zone ‘equally ; 


grouping . of doctors in any system is to be encouraged.— 
Lam, etc, 
Rochdale, Lancs 


L McAskir. ‘ 


` 








Nurses who are. undergoing a course of training,at a 
hospital are eligible to compete under category (i); nurses 
registered by the General Nursing Council are eligitle to 
compete under categories (ii), (it), or (iv), whichever 18 
appropriate. ; 

If any question arises in, reference to the eligibility of a 
candidate or the’ admissibility of his or her essay, the 
decision: of the Council of.the British Medical Association 
shall be final. Should the’Council decide that no essay 
entered is of sufficient merit, no award shall be made. 

Each essay must be ‘typewritten or legibly written in the 
English language, must be unsigned, and have attached to 
it a note containing the name and address of the candidate 
and the category into which he or she falls. Essays, which 
it is suggested should consist of from 2,000 to 5,000 words, 
must be forwarded’ go às to reach the Secretary of the 
British MedicalttAssociation not later than March 31, 1951. 

Preliminary, notice of entry for this competition 1s required, 
and a ‘special form for this purpose is obtainable from 


the Secretary, British Medical Association, B.M.A. House, < 


Tavistock Square, London, WC 1 


wy 





Diary of Central Meetings 
: FEBRUARY 


12 Mon. 


Committee of Reference, 10.30 a.m. 
- 13 Tues Joint Committee for Consultants, 10.30 am 
13 Tues. Meeting of Trustees, Dawson Williams Memorial 
Fund, 11 a.m. 
i3 Tues. Building Committee, 2 pm 
14 Wed. 


Staff Side Whitley Commuttee C et Ministry of 

‘ Health, Whitehall, London, S.W.), 9.45 a.m.; 
Full Whitley Committee È (at 1, Richmond 
i ; Terrace, Whitehall, London, S.W.), 12 noon. 

14 Wedv».: B.M A- and Royal College of Nursing Liaison 

ee ; Committee, 2 pm. i 

M4 Wed Film Committee (meeting cancelled) | 

15> Thurs. Central Consultants and Specialists Committee, 

set 1.30 p.m. i 

15 Thurs. International Relations Committee (date changed 

ee from February 1), 2 pm. a 


15 Thuis. Occupational Health Committee, 2 p.m 


15 “Thurs. Compensation and Superannuation Committee, 
ets 230 p.m. š 

1%" Fri. Amending Acts Committee, adjourned meeting, 
rs p.m. 
+ 16 Fn. Tuberculosis and .Diseases of the Chest Group 


Committee, 2 pm 


44 Fes. 10,1951 |. |. -ASSOCIATION NOTICES a 
1 w a A 
oe . A ; G: 19 Mon. Adjourned meeting aot piliena Subcommittee, 
` 7 mmittee (a arm 
i Association Notices - Socety. 17," Bloomsbury Square, London, 
a aera W.C), 2 pin 
. oe 19 Mon. Armed Forces Committee, 2 p.m. 
R PRIZES FOR NURSES - 19 Mon Psychological Medicine Group Committee, 2 p.m. 
The Council of the British Medical Association is prepared 20 Tues. Amending Acts Committee (all-day meeting), 
to consider the award in 1951 of prizes of the value of oo > 
20 guineas for-the best essay, and 10 dinean forthe ena’ 2i Wal Health Centre Committee (date changed from 
best essay, submitted ın open competition by each of the 21 Wed. ~ Private Practice Committee, 2 p.m. 
following categories “df-nurses: i) Student nurses ; (i1) State- 22 Thurs. General Medical Services Committee, 11 a.m 
registered nurses working m a hospital; Yii) State-registered 23 Fri, Colonies and Deperidencies Committee, 2 p.m. 
nurses not working in a hospital (i.e., district nurses, private 26 Mon. Amending Acts Committee, 2 p m. 
nurses, etc.); (iv) State-enrolled assistant nurses. ` 28 Wed. Committee re -Organization of Scientific Sections 

The subjects of the essays for 1951 gre: —Category (i): at Annual Meeting, 10.30 a.m. 

e handling of a atone dhs Daon to hospital. 28 Wed. Assistants and Young Practitioners Subcommittee, 
Category (ii): What a nurse can do in preparing a patient General Medical Services Committee, 2 p.m. 
for operation—including’ the’ hatadtin sae 28 Wed. General Practice Review Committee, 2°p.m 

Ene ee eee ing phy ~paisdtin sot the nervous indi 28° Wed Manitime Subcommittee, Private Practice Cont 
vitlual in strange surroundings.‘ Gategory (iii):. The oppor- mittee (date changed from February 7), 2 p ™ 
tunities of the nurse goig domiciliary work to educate the 
public in health matters. Category (iv): The special prob- r Marca 

- lems of nursing the long-term ces in hospital. 2 Fri Science Committee, 2 p.m 

The purppse of these prizes is the promotion of systemati¢ 8 Thurs. Committee on Psychiatry and the Law, 2 p.m. 
observation among nurses. In awarding the prizes due 15 Thurs Radiologists Group Committee, 2 pm 
regard will be given to evidence of personal observation. APRIL 

\ No essay that has previously appeared in the medical press 11 Wed. Private Practice Committee, 2 p.m 
or elsewhere wilk bé-Congidered eligible for a prize. 19* Thurs. Dermatologists Group Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


BLACKPOOL anp Fyipe Drvision—At Savoy Hotel, Gyon 
Square, Blackpool, Wednesday, eet t3 7.15 p-m., dinner ; 
8.15 p.m., lecture by Professor W. F. ford: “Care of the 
Newborn.” Kon 

Burney DIVISION.—At the Swan and Royal Hotel, Clitheroe, 
Tuesday, February 13, dinner-dance. ' 

Crry Division —At Finsbury Health Centre, Pine Street, 
London, E.C., Tuesday, February 13, 8.30 p.m., meeting. 

ENFIELD AND Porrers Bar Diıvision.—At St | Michael's 
Hospital, Chase Side Crescent, Enfield, Friday, : February 16, 
8.45 p.m, address by Dr. Robert Forbes: ‘“ Legal Hazards in 
Medical ctice.”” g 

Henpon Diıvision.—At Hendon Hall Hotel, Ashley. Lane, 
London, N.W., Tuesday, February 13, 8.30 pm, Dr. W J 
O'Donovan: “ Drug Eruptions.” 

Rocupatz Division—At Rochdale Infirmary, Monday, 
February 12, 8.30 p.m, address by Mr. R. Stewart Scott: 
“ Ophthalmic Emergencies ” 

ROCHESTER, ‘CHATHAM, 
St. Bartholomew’s Hospital, 
830 pm. lecture by Mr. T. 
Lungs.” 

SouTH-weEsT Essex Division —At Thorpe Coombe Maternity 
Hospital, 714, Forest Road, Walthamstow, E., Wednesday, 
February 14, 830 p.m, lecture by'Dr. O. A. Savage: “New 
’ Aspects in the (Chronic Rheumatic Diseases.” To be illustrated 
by lantern slides. 

SUNDERLAND Division.—At Royal Infirmary, Sunderland 
Fnday, February 16, 8 p m., clinical demonstration by Dr. Conrad 
Bremer, Dr. J C. Heycock, and Mr.‘Bowen Wright. 

West SuFFOLK Drviston.—At Everard’s Hotel, Tuesday, 
Febru 13, 8.30 pm., annial general meeting. Address by 
Dr. D. P. Stevenson (Deputy Secretary, B.M.A.) on general policy 
of the B.M.A., with special reference to remuneration. i 

Woorwics Division.—At St Nicholas’ Hospital, Plumstead, 
London, S.E , Tuesday, February 13, 8.30 p.m., meeting 


British Medical Guild Meetings to be Held ` 
CAMBERWELL AND BgermonpseY.—At St Giles’ Hospital 
Bòndon, S.E., Friday, February 97 8.30 p.m., meeting of al 
medical practitioners in the area. Dr. H Alexander will open 
- the discussion. 


AND GILLINGHAM Drvision.—At 
Rochester, Thursday, February 15, 
Holmes Sellors: “ Neoplasm of the 





A circular from the Ministry of Health to hospitals says that 
during the next few weeks the fuel position is likely to be very 


serious indeed and power cuts affecting hospitals frequent. | 


` Hospitals should ask their local electricity boards to exempt 


them from power cuts when this is possible If satisfactory 
arrangements cannot be made, hospitals should consider install- 
ing emergency lighting ın the principal operating departments. 


, Since power cuts may be, necessary for several winters yet, 


hospitals should consider what measures they can take to meet 
the difficulties of future years. 
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eee ` British Medical. Association ~~~ 
PROCEEDINGS OF COUNCIL.- : 


KA . - Wednesday, February 7 ss 


The adjourned meeting of Council to complete~the busi- 3 


ness left over from January 17 was held on February 7. 
Dr. E. A. Greco was in the chair. 

The SECRETARY read correspondence ‘which had~ been 
received from South Africa -the previous day concerning 
the arrangements for the proposed Joint Meeting of the 
Medical Association of South Africa and the British Medi- 
cal Association at Johannesburg in 1951. In view of a press 
report of developments of Government policy the Medical 
Association had_ been concerned to learn the position as 
regards passport visas for B.M.A. members desiring to 
attend. In a letter to the Minister of the Interior, the 
Medical ‘Secretary of the Medical Association -of South 
Africa had asked for an assurance that no difficulty would 
be placed. in the way of any member of the British Medi- 
cal Association from any part of the world- desiring to attend 
the meeting, and that such members would have easy entry 
into the Union for this purpose. The Minister had replied 
that he could not give this assurance. ~ 

In these circumstances the Coun¢il felt that it had no 
alterndtive to cancelling the acceptance of the invitation 
to participate in the Joint Meeting. The Council, however, 
fully recognized the“efforts which the Medical Association 
of South Africa had made to render such a meeting possible, 
and that, acknowledging no racial bar itself, it had done 
everything it could have done to ensure ‘that all members 
who proposed to. attend would receive the same welcome. 
This unfortunate occurrence had in no way impaired rela- 
tions-with the Association in South Africa. d 

Jt was pointed out also that when at Southport this qués- _ 


tion wag discussed in Council and in the Representative _ 


Meeting it had not been in the mind of anyone who had 
spoken that some members’ might be denied entrance into 
the Union. 

Sir HENRY COREN,- President of the Association, formally 
moved: 


k 
“ That as an assurance cannot be given that all members of the 
B.M A. will be free to enter.South Africa for the proposed Joint 
Meeting of the B.M A. and the Medical Association of South 
Africa, which they had agreed to hold in Johannesburg next 
July, the Council of the B.M.A. greatly 1 regrets that it cannot nów 
participate in the Joint Meeting. 4 


This resolution was carried without a dissentient, 
ra 


S 


AST St 


The Presipenr further moved that the President-elect, 
Dr. A. W. S. Sichel, of Capetown, be invited to accept the 
Presidency of the British Medical Association, 1951-2, and 
this was supported by Dr. H. G. Darn and carried unagi- 
, mously. It was further resolved to extend a warm invita- 
“ tion to Dr. Sichel to come to this country to be installed as 
President at the Annual General Meeting, held at the time 
of the meeting of the Representati tiys Body in June, and to 
deliver a presidential address. -~ Ler 
It was further agreed that the next British@éthmonwealth | 
Medical Conference, which had been arrangesdfor J ohannes-”. 
burg to be held immediately before the Joint Meeting, 
should also be cancelled, and that the next such Confer- 
ence should be held, subject to the agreement of the overseas 
Branches and Associations concerned, in India»in 1952. 
It was the view ofrthe Council that no attempt should be 
made to hold a scientific meeting in Eondon this year. 


Ministry Committee to Study General Practice 

The CHAIRMAN said that the Central Health Services Coun- 
cil—a body advisory to the Minister of Health—-had set 
up a committee to study general practice in its ‘various 
aspects. Some members of Council and others had expressed 
. anxiety with regard to this committee and desired to know 
how it came into existence and what it was all about. a 

Dr. Damn, a member of the new committee, said thatthe 
late Minister of Health, not being satisfied that the condi- 
tions of general practice were such as to enable the practi- 
‘ tioner to give his best service to the public, asked the Centr)» 
Health Services Council to look into the problem and advise 
him what steps should be taken to explore thé position. The 
, council thereupon set up a committee which was ‘to take 
' evidence. The membership included a number of people 
.who had no personal knowledge of general practice, but a 
number of general practitioners were also members. 

, Dr. H. ALEXANDER said that members of the B.M.A. Coun- 
cil who were responsible to their constituents had been 
asked by them for more information. There had been no. 
consultation with the General Medical Services Committee, 
a body which, since the inception of the Service, had been 


gh 


. responsible for all negotiations with the Ministry in the 


general-practice field. The new-committee’s terms of refer- 
ence were wide in the extreme, and it was to make 
i : 2404 ~ 


` 


` 
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" recommendations to`the Ministry. Therefore the repercus- 


sions upon general practice might be considerable. The 
“question of remuneration ‘was among the terms of reference. 
Did this mean that the application of the results of the 
current inquiries would be delayed ? What was the posi- 
tion of the Association’s own General Practice Review 
Committee and its Amending Act Committee ? 

Sir Henry Conen said that the committee would report, 
not directly to the Minister, but to the Central Health Ser- 
vices Council. It was the constitutional right of the Minister 
to set up any committee he desired. The Central Health 
Services Council already had several committees—one, for 
example, concerned with the external and another with the 


_‘eméniternal administration’ of the hospital system, another with 


N 


-food and drugs. The members of tbe committee under dis- 
cussion had been chosen for their individual suitability ; 
‘they were not representatives or delegates. There were, he 
-thought, 13 general practitioners in .the committee of 22, 
though he -agreed it was doubtful whether one: or two 
of those described as general practitionefs should be so 
designated. There were four or five_consultants, and there 
were also lay people, for there were problems in the 
Service which called for lay advice. The question of 


- remuneration in general practice was to be considered by. 


the committee only in respect of methods; not at all with 
the absolute ranges of remuneration, which were matters 
for special machinery and negotiation. He thought they 
might rest assured that the Ministry was well aware ‘of the 
existence of the General Practice Review Committee of the 
Association and was hoping to obtain from it valuable infor- 
mation. There were a number of organizations at the 


moment engaged in inquiries affecting general practice, inclu- , 


ding the ‘Nuffield Foundation, the Medical Research Council, 
and the Registrar-General’s Office. ‘The new committee was 
not beginning its work with any bias whatsoever; it was 
hoping to bring-to bear upon the conditions of general prac- 

~ tice an objective -outlook, and if the existing arrangements 
were capable of improvement, as everyone agreed, it would 
endeavour to bring them nearer to the ideal. He added that 
fie was speaking purely in his personal capacity. 

Dr. S. Wanp said that the General Medical Services 
Committee, -before deciding to give evidence to the new 
_committee, had asked the Ministry concerning the relation- 
ship between the committee and the discussions on 
remuneration. The reply was that the discussions shortly 
to take place between the General Medical Services 
Committee and officers of the department about the 
remuneration of the general practitioner would not be 
delayed on account of the-new committee’s work. S 

Asked whether the report of the committee would be 
published, Sir HENRY CoHEN said that it was for the Central 
Health Services Council to. decide about publication. , 

In response to questions about the method of choosing 
persons to serve on the commitfee Dr. Dark explained how 
the names had been selected. The matter was referred to 
the Committee of Chairmen of Standing Committees (to~ 
which his name had been added). This committee discussed 
the names of suitable persons to serve on the Ministry’s 
general practice committee, and then referred its list to the 
Central Health Services Council. The whole thing had been 
done in an ordinary way, and indeed he could not imagine 
the Central Health Seryices- Council dealing, with the 
Minister’s ‘request in any other way. 

- In further discussion Dr. HaLg-W5ITE regretted that the 
‘Association, which was representative of general practice 
in this‘country, had not been consulted, either through its 
Council or its committee which was concerned with general . 
medical services. Mr. Apex said that Sir Henry Cohen’s 
full and frank statement was much appreciated. It was 
necessary that practitioners should feel confidence im this 
committee, but it should be made perfectly‘ clear to the 
profession that.the Associdtion had not been consulted, 

At a later stage in the Council proceedings Dr. Gray 
moved ‘that the General Medical Services Committee- be _ 
asked to report to the Council on the issues raised by the 
appointment of this new committee. He thought the Council 
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would wish to have the views of that body before coming 
to any conclusions. Dr. Jope seconded. Dr. Wanp, chair- 
man of the General Medical Services Committee, said that 
he had his own individual views on the subject, but he could 
not speak for his, committee in advance of its discussion. 

It was agreed to defer furthér consideration of the matter 
until the General Medica] Services Committee had reported. 


Organization | 
Dr. J. A. PRIDHAM introduced the report of the Organiza- 
tion Committee. ‘A recommendation for the amendment of 
the Articles of- Association to make it clear that the term 
of office of members of Council was from the conclusion 


the next was adopted. 

The provisions of the new Medical Act in regard to the 
provisionally registered practitioner were considered, and a 
recommendation was put forward that membership of the 
Association should be extended to include those persons 
who possessed a registrable_ medical qualification and 
obtained ‘provisional registration under .the Medical Act, 
and also to those who, after the “appointed day” under 
the Act, obtained a registrable qualification but did not 
avail themselves of the provisions of Section 2 (that is, 
that.before final registration they must-have been employed 


~of one Annual Representative Meeting to the conclusion of’ 


in a resident medical capacity in an approved hos;tal and- 


granted a certificate of satisfactory service). The people 


-in view included those who proposed to. work in the field 


of medical research and who would probably not apply for 
provisional registration. 

Dr. R. Forses said that he thought the latter part of 
this recommendation was dangerous. It~concerned those 


who had passed their final examinations but chose of their — 


own volition not to have themsélves registered. They would 
remain outside the discipline of the General Medical 
Council, and might do many things contrary- to the ethics 
of the profession and the warning notices of the Council; 
yet it was proposed to have them as members of the Associa. 
tion. There were others, of course, who would not go intọ 
the practice of medicine in the ordinary sense, and they 
might be dealt with in some other way. 

Dr. PRoHaM said that it was the view of his committee 
that if these people came into the Association they would 
be amenable to the ethical rules; otherwise they would be 
free from discipline except-for the law of the land. 

After some further discussion the point with regard to 


these qualified but unregistered persons was referred back 


to the committee. 

The committee was not in favour of the application for 
the formation of'a Group of “ unestablished ” general practi- 
tioners, but thought that the most appropriate way of deal- 
ing with such members would be by the appointment of a 
special subcommittee of the General Medical-Services Com- 
mittee, to which representatives of the “ unestablished ” 
practitioners would be appointed through an electorate set 
up for the purpose, organized if necessary on a regional 
basis. Representatives of the “ unéstablished ” practitioners 
had agreed in principle with this suggestion, and the recom- 
mendation was adopted by the Council. 

Dr. PRIpHAM reminded the Council that there had been 
a difference of opinion between the Scottish Committee and 


-the Organization Committee on the interpretation of the 


resolution of the Representative Body concerning the elec- 
tion of Scottish members to Council on whether or not 


‘the number of directly elected representatives for Scotland 


was thereby increased. A meeting had been arranged 
between the legal advisers and the representatives of the 
two committees to decide the legal interpretation of the 
Representative Body’s decision, The legal advice was to 
the effect that the resolution did in fact increase the total 
number of directly elected members of Council to 40, and 
as‘a- consequence the number of elected representatives for 
Scotland had been increased from six to seven. 

Dr. Frank Gray moved to instruct the Organization Com- 
mittee to prepare amendments to the articles and by-laws 


` 
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‘reducing the number of members of Council elected by the 
Scottish representatives from two to one. The matter arose, 
he said, out of an innocent mistake whereby a reallocation 
~ had been interpreted as’ an increase, and the Council ~had” 
already agreed that the-Scottish representatives were not 
entitled to the additional representation. Dr. D.- F. 
HUTCHINSON seconded. On a show of hands on the motion 
there was a tie, and the’ Cuamman declined to give a cast- 
ing vote. Dr. Gray gave notice that he would bring the 
Matter up again at the next meeting. 


` 


; Special Reports 

Dr. J. G. Tawarres, on behalf of the Committee on 
Psychiatry and the Law, submitted a memorandum on the 
adolescent delinquent boy and proposed that it be approved 
and circulated to appropriate Government departments, local 
authorities, and other interested persons and organizations. 

The motion was agreed to, and the CuarrMan, in the name 
of the Council, complimented the committee on a very useful 
publication. ‘ 

Lord Horper, on behalf of the Spa Practitioners Group 
Committee, submitted a report entitled “The Spa in Medi- 
cal Practice.” He said that with regard to spas the truth, 
as with regard to others matters, lay between two extremes. 
At the one extreme was the debunking of the spas which 
of late had been fashionable, and at the other extreme was 
the over-lauding of the virtues of spa waters, to which 
specific virtues were attached when taken internally. His 
committee, which had prepared this publication, hoped that 
as a practical and objective statement jt would be of very 
general use. He was asked by the committee to say what 
great help in its preparation had been given by Dr. E. E. 
Claxton, assistant secretary, and he proposed to include a 

. Short note of acknowledgment in the report. _ 

The Council “approved the report for publication as the 
report of a committee of the Association, and Lord Horder 
and his committee were complimented upon the production: 


International Relations 


The International Relations Committee asked that it 
should be recognized as the channel for the presentation 
to the Council of reports and recommendations on all 
matters relating to the World Medical Association. Hitherto 
any request from the W.M.A. for the opinion of the British 
Medical Association had been passed to the committee con- 
cerned with the subject matter of the request, but the Inter- 
national Relations Committee felt that it should be the 
co-ordinating body in.the first instance. Dr. J. G. THWAITES, 
with the work of the Ethical Committee specially in mind, 
considered that the appropriate’ standing committee should 
have the right to present its views directly to Council, 
whatever the matter might be. Dr. WaNp said that it was 
important that many of the matters that came up in the 
World Medical Association should not, be lost to view by 
a wide dissemination among various committees. The 
Council decided to refer the matter back to the committee 
for further consideration. : 5 

It was agreed that receptions be offered to the First Inter- 
national Congress of Clinical Pathology to be held in London 
in July and the International Conference of Anaesthetists 
in London in September. It was also agreed that the Asso- 
ciation should bear half the cost of sending to Yugoslavia, 
under the joint auspices of the Association and the British 
Council, a surgical team of three. - : 

‘A request was considered from the World Medical 
Association that a recommendation should be made to 
the British Government that it designate a representative 
of the national medical association (the B.M.A.) as one 
of the delegates to the General Assembly of the World 
Health ‘Organization, meeting in Geneva in May. At the 
last Assembly “all the ‘official British delegates were medi- 
cal or other officers in the Government service. -It was 
mentioned that in some other countries a representative of 
the national medical association was included in the official 


_ but the tribunals had never: met. 


delegation. It was agreed to take action along the lines 
requested. > - i 

‘ Other Committee Reports . 

`The principle of co-operation between the General Medi- 
cal Services Committee and the Medical Practitioners Union 
having been- approved. at the previous meeting of Council, 
Dr. Wanp on behalf of the committee brought forward a 
recommendation for the Representative Body concerning the 
manner in which this was-to be put into effect. Under this 
arrangement the Union would be-included among the bodies 
named in the by-laws as being entitled to be represented on 
the committee and would be entitled to appoint two repre- 
sentatives. The recommendation was agreed to with one 
dissentient. 7 

On the proposal of Dr. I. D. GRANT, for the Private Prac- 
tice Committee, it was agreed to request the Home Secretary 
to reappoint the tribunals, consisting of three medical prac- 
titioners, to which he can refer cases where a practitioner is 
suspected of certain offences under the Dangerous Drugs 
Regulations. Many,years ago.the Association was asked 
to nominate two practitionérs who would be prepared to 
serve on the English and Scottish tribunals, and it did so; 
It was thought that they 
would serve a useful purpose, and that view was shared by 


‘the Scottish Committee. 


It was also agreed, on the -report of the Private Prac- 
tice Committee, that a certificate of incapacity, similar to 


‘Form E.D.652, which was drawn up during the war by the 


Ministry of Labour and National Service in consultation 
with the Ministry of Health, and which the Ministry was - 


,not reprinting, should be printed by the Association and 


made available for the use of members, ` - 

On the report of the Public Relations Committee pr 
sented. by Dr. Da suggestions were made by some members 
of Council that it would be useful if a campaign of informa- 
tion were started, particularly in local newspapers, on such 
matters as food hygiene, road safety, vaccination, housing, 
and other subjects pertaining to public health. These and 
other suggestions were noted for the consideration of the 
committee. : ‘ 

Dr. R. P. Liston, for the Film Commijttee,-brought for- 
ward a report showing the increasingly wide appreciation 
of the B.M.A. film on the treatment of infections of the 
hand. The purchase of five-copies of the film for presenta- 
tion to the Medical Associations of Canada and South Africa, 
the Federal Council of the B.M.A. in Australia; the New 
Zealand Branch of the Association, and the American Medi- 
cal Association had already been approved, and it was_ 
agreed that the presentation should be made to representa- 
tives of these bodies atthe Annual Representative Meeting. 
Other films were being considered for production. 

Routine reports were made by the Scottish Committee, 
the Occupational Health Committee, the Charities Com- 
mittee, and the Building Committee. The Occupational 
Health Committee reported that it had, given further con- 
sideration to the question of occupational dermatitis in - 
relation to the National Insurance (Industrial Injuries) Act, 
1946, and had -had before it suggestions for improving the 
present procedure, but before making representations to the 
Ministry it was seeking further information. Mr. DOUGAL 
CALLANDER, for the Building Committee, submitted certain 
recommendations for alterations and improvements in the 


“Association House, which were approved. 


Personal 


` The CHAIRMAN welcomed Dr: Dain back after: his atten- 
dance at the Cambbean Conference. Information had been 
received that his visit had been a great success, and that he 
had acquitted himself in the chair as they ali knew he 


“would. His visit had given great pleasure to their colleagues 


in that part of the world. - Dr. Daw said that the confer- 
ence was representative of all the islands in the Garibbean, 
and the probléms were dealt with thoroughly and 
expeditiously. i $ * 
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On the suggestion of the CHARMAN, the Council resolved 
that, following the retirement of Dr. Charles Hill from the 
secretaryship of the Association, his portrait be painted and 
an Association dinner be held later in the year at which 
Dr. Hill would be the chief guest. Dr. O. C. CARTER, 
Dr. F. M. Rose, Dr. D. F. HutTcHInson, and other mem- 
bers spoke ın support of both projects as commemorating 
an outstanding secretaryship, and the approval was 
unanimous. 


The Council, which assembledyat 10 a.m., concluded its _ 


business at 3.45 p.m. 





HOSPITAL SERVICES 


EVIDENCE TO SELECT COMMITTEE ON 
E ESTIMATES 


Evidence on the hospital and consultant services tecénliy 
presented by the B.M.A. to the Select Committee on Esti- 
mates covers a wide field. The B.M.A. considers that 
administration has been centralized tbo much Efficiency 
and economy would-be helped by giving back to hospitals 
as much as possible the sense of local ownership, thereby 
restoring local interest. This would also make ıt easier to 
recruit the best type of member to hospital management 
committees. 

At present members of hospital management committees 
are prohibited from playing a part in the administration of 
any unofficial organization set up to raise funds to-help a 
hospital, and hospital boards may not appeal to the public 
for financial gifts. These restrictions should be swept away. 
Voluntarily given finance would be valuable in assisting 
medical research and equipment for which Exchequer funds 
would not otherwise be available. Voluntary income should 
not reduce the Government’s obligation to maintain hospitais 
but should be supplementary and at the full disposal of a 
hospital committee. 

State funds might with advantage be given in the form 
of Block grants to boards and management committees, 
maximum local responsibility being allowed in deciding 
how. best to spend them. Stich grants should be considered 
separately for capital and for maintenance purposes. At 
present inefficiency results from capital and maintenance 
expenditure having to be enclosed in one annual budget. 


Too Much Centralization 

There is much evidence of excessive waste of time and 
money from over-centralized activity, such as having to 
refer trivialities to a higher authority or another committee. 
The B.M.A. has not viewed with approval the steady increase 
in the minor administrative staff inshospitals and the multi- 
plicity of their office furniture and equipment. The pro- 
portion of hospital staff to-day directly serving the patient 
is much reduced. 

Moreover, the grouping of hospitals has not alee led 
_ to-economy and should bé re-examined. There 1s too much 
administration from a distance by directives and circulars 
on all sorts of detailed matters, while hospital authorities 
on the spot are feeling increasingly confined and frustrated 
by a distant bureaucratic hand unfamiliar with bedside prob- 
lems. The profession has been much concerned by the poor 
quality of expanding admunistrative staffs. Many of these 
are: poorly trained and qualified for their work. The 
costly and confused ambulance and transport service is an 
example ‘of waste and inefficiency through ill-considered 
administration. 

‘Appointments to regional boards and management com- 
mittees should be as democratic as possible, and there should 
be the smallest possible element of selection by the Minister. 
Selected committees fee] dependent on higher authority. A 
sense of independence based on democratic support makes 
for a strong and vigorous board or committee. Committees. 
appointed wholly by selection are liable to have an un- 
necessarily emphasized political savour, as is the case with 
hospital -boards to-day. The urge for expansion and 
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improvement should come irresistibly from the periphery, 
not by direction and circulars from a remote bureaucratic 
centre. 

Joint Consultation 


Long experience has shown- the wisdom of the medical 
profession being adequately represented ın all its branches 
on hospital boards. The B M.A. deplores ministerial policy 
to reduce that representation. The Minister has neglected 
to develop the part of joint consultation between staff and 
administration at all levels, and efficiency and economy 
have consequently suffered. -On the medical side there 
should be constant jomt consultation between the senior 
staffs of hospitals and hospital management committees on 
medical organization, policy, and development, and also 
between the profession as a whole and hospital boards on 
administration and policy. Equally important is joint 
consultation at the centre between the Minister and his 
Officials and the chosen representatives of the medical 
profession. 

The method of hospital staffing that existed in the teach- 
ing hospitals and leading consultant-staffed non-teaching 
voluntary hospitals before the war is the best, except for 
certain special types of hospital. The profession has for 
this reason repeatedly urged the Ministry to give statutory 
recognition to advisory medical committees of hospital staff 
as well as of the profession as a whole. 

The method of appointing consultants and registrars 
needs modification. In the past medical committees com- 
posed of consultants could make recommendations to 
appomting authorities on candidates for senior hospital posts. 
The Health Service has lost through the abolition of this 
right and it should be restored The highest standards and 
greatest economies can be obtained only by a readiness on 
the part of the Government to invite the fullest co-operation 
from the medical profession in hospital administration and 
in the formation of policy. 

The amenity bed should be abolished as a separate institu- 
tion, and amenity and private beds amalgamated. The main- 
tenance charge should be within the reach of most of those 
persons who desire private accommodation, and the pro- 
fession should be trusted to fix their own charges for pro- 
fessional services to patients in these beds 


Charges to Patients 


The B.M.A. considers that there appears to be a prima 
facie case for inquiring into the possible levying of a 
“hotel” charge for board—for example, on patients 
admitted into hospitals who could afford such a charge 
without hardship. It supports the principle that a contri- 
bution towards cost should be made by patients who can 
afford this for appliances supplied. Such contnbutions 
from patients would make the relationship between the 
public and the hospitals healthier than it is becoming at 
the present time and would release money that could be’ 
used for such needed purposes as the building and exten- 
sion of hospitals, provision of equipment, research, and 
release from growing economic strangulation. 

In conclusion the evidence emphasized that the profes- 
sion supports all possible extension of general-practitioner 
association with hospital work. Every care, must be taken 
to ensure that the hospital service retains an urge to 
spontaneity of development, as the best hospitals had 
before the appointed day and for which a sense of local 
freedom and independence is necessary. Hospitals without 
individual vitality, tradition, and personality organized 
passively and distantly ftom Whitehall will be inefficient, 
costly, and soulless and will be associated with a decline in 
medical standards. 








` A 
Dangerous Drugs Act: Restoration of Authority 


The Home Office announces that the authorities granted by the 
Dangerous Drugs Regulations under~the Dangerous Drugs Act, 
1920, have been restored to Dr. Chandra Shekhar Jagannath Dan 
De Kar. 
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GENERAL MEDICAL COUNCIL ELECTION 


In accordance with the Medical Acts, 1886 and 1950, the 
election of direct representatives of the medical profession 
in England and Wales, and in Scotland, to the General 
Medical Council will be held shortly. Under the Medical 
Act, 1950, there are vacancies for eight direct representa- 
tives for England and Wales, one of whom must be resident 
in Wales or Monmouthshire, and two practitioners 
‚representing registered medical ‘practitioners in Scotland. 

In these elections it is the practice of the Association to 
arrange for the nomination of those members who are 
-selected by the Association to receive its support. In accord- 
ance with the procedure laid down by the A.R.M., 1935, all 
~ the Divisions concerned were invited to submit nominations. 
Of those” nominated to represent medical practitioners 
resident in England and Wales. the following have been 


Nc selected as the candidates who shall receive’ the support of 


aie Association. > f 
an Dr. R. H. B. Barrow Dr. E. A. Gregg 


P 


Dr J À Brown Dr W. V. Howells 
Dr.O C Carter Dr J. T. Ingram 
Dr. H G. Dain Dr. N. E Waterfield 


The selection of the seven candidates resident ın England 
was undertaken by the representatives of English Divisions 


in the Representative Body ; and the practitioner resident i in, 
Wales, Dr. W. V. Howells, was selected by the Welsh Cbm-: 


mittee of the Association. 

The undermentioned practitioners, who are to receive the 
support of the Association in the election of Direct Repre- 
sentatives of the registered medical practitioners resident in 
Scotland, have been selected by the Scottish representatives 
in the Representative Body.- 


Dr. R. W Craig Dr I. D. Grant 








SCOTTISH CONSULTANTS ~ COMMITTEE 


The Central Consultants and Specialists Committee (Scot- 
land) met at B.M.A. House, Edinburgh, on January 29, 
Mr T Murray NEWTON presiding. 

The Chairman's Subcommittee drew attention to the con- 
cern of the Consulting Pathologists Group Committee over 
the complete absence of pathologists in Scotland who are 
entitled to receive remuneration for domiciliary consulta- 
tions and private work. The Group, it was stated, considers 
that this is not in the best interests of the medical service 
m Scotland. - 

Professor D. F. CAPPELL, who was specially invited to 
the meeting, said that members of the Group Committee 
were disturbed over the evident policy of the Scottish 
regional hospital boards that all pathologist appointments 
should be on a whole-time basis. There was, so far as he 
knew, no pathologist in Scotland entitled to remuneration 


under the domiciliary scheme, and it was thought that there- _ 
A difficulty. 


should be at least some part-time pathologists. 
arose in regard to clinical pathologists who were asked to 
undertake investigations by physicians and surgeons ‘on 
patients in nursing-homes. The work was done, but the 
pathologist could not receive remuneration for it, which 
was embarrassing to all concerned. 


“In the subsequent discussion the cognate difficulty which 


arises from disparity in remuneration between those in this 
field who were university staff and those who were R.H.B. 
staff was referred to by a number of speakers, with the 
suggestion that this was a much more urgent question. 


A motion was made that no action be taken, but on the | 


casting vote of the chairman it was decided to remit the 
matter to the Chairman’s Subcommittee for inquiry. 
Dissatisfaction was expressed about the procedure 
adopted in making certain consultant appointments where 
a post was advertised as optionally whole-time or part- 
time In these cases applicants had been invited to say 
at the time of interview whether they wished to be whole- 
time or part-time. In the view of the Committee this 


P = 


question should be put only to the successful applicant 
after appointment. The Committee, however, did not agree 
with the suggestion from the Western Regional Committee 
that the consultant should subsequently be entitled as a 
matter of right to alter-the basis of his appointment, though 
a change could be made by agreemeat with the board. 

Members had before them the Department of Health 
circular on the review of registrar establishments and 
appointments, and it was indicated that further discus- 
‘sions are likely to take place between the Department 
and the Joint Committee (Scotland) at an early date. The 
Committee agreed to the request of the Registrars Group 
Council for Scotland that they should be represented on 
the Committee. 





COMMITTEE ON GENERAL PRACTICE 


The General Medical Services Committee has consideréd 
the Ministry of Health's announcement on the appoint- 
ment of a committee of the Central Health Services Council 
to study general practice. The G.M S. Committee has sent 
a letter to local medical committees saying that, while 
further inquiries are being made, it would be helpful if 
local medical committees did not see fit to offer. or agree 
to give evidence direct to the general practices committee 
of the Central Health Services Council. : 

One reason for this is that the G.M.S. Committee may 
“find it preferable to co-ordinate the views of local medical 
committees in order to embody them in evidence: in due 
course. 





CARIBBEAN CONFERENCE OF BMA. 


A successful Conference of the B.M.A. Branches in the 
Caribbean was held in Trinidad on January 8-13. It was 
opened by the Governor of Trinidad, Sir Hubert Rance, 
who said in his speech: “Iam firmly of the opinion that, 
the more closely units of the British Caribbean area can 
work together, so much more will the hopes and ambitions 
of the people of this area be realized by the outside world.” 
The opening session was also addressed by the Minister of 
Health and the Director of Medical Services of Trinidad: 

Dr. H. Guy Dain presided over the business sessions of 
the Conference, and the secretary was Dr. J. A. Waterman 
(Trinidad). Thé Conference owed much of its success to 
them. Among the delegates were Dr. H. B. Morgan, 
M.P. (Council of the B.M.A.), Mr. A. G, Leacock 
(Barbados), Dr. B. B. G. Nehaul (British Guiana), Dr. L E. R. 
Parris (Jamaica), and Dr. J. H. Pierre (Trinidad). Professor 
E. K. Cruickshank, dean of the faculty of medicine of the 
new University College of the West Indies, was present as an 
observer. 

Discussions took place on the unification of the Govern- 
ment medical services in the Caribbean grea, the establish- 
ment of a Council of Caribbean Branches of the B.M A., 
the relations between the medical profession and the Press, 
salary scales of Government medical officers, medical regis- 
tration, and a number of other matters A wide measure 
of agreement was reached on all the questions discussed 
- The scientific sessions included papers on the special 
features of appendicitis in the West Indies, bagassosis, 
transorbital leucotomy, and malaria. There were demon- 
strations of preventive measures in progress and visits to 
medical institutions. The scientific sessions were open to 
all medical practitioners. 

The social functions included a reception at Government 
House in delightful surroundings, a civic reception by the 
Mayor and Corporation of Port of Spain, a cocktail party 
given by the Trinidad Branch, and, on the last night, a dinner 
party attended by about 100 delegates, doctors, and friends, 
including the Governor and Mayor. Lavish hospitality was 
shown by the local medical profession and others. 

On January 10 the delegates visited San Fernando and 
saw a number of hospitals of different types, and also the 
pitch lake and-the oilfields. 
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ISLE OF MAN PRESCRIPTIONS , 


EXEMPTIONS FROM PAYING 6d. 


A list of persons exempt from paying 6d. for every pre- 
scription form, normally recoverable by chemists under the 
Isle of Man regulations, has been issued. Those exempted 
are children up to the age at which they cease to be under 
full-time instruction at school; people incapable of work- 
becduse of illness for the preceding six months; and those 
in receipt of old age pensions, pensions for blindness or 
incapacity, and supplementary. pensions. Hospital patients 
and others at convalescent homes will also be exempt. 


-7 
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. COST OF HEALTH SERVICE 


The Civil Appropriation Accounts covering the financial , 
year 1949-50 show that the gross expenditure on the - 


Health Service in England and Wales was- £387,587,243, 
and in Scotland £48,447,900. The central pool for general 
practitioners was £41,267,603. The pool provided £1,300,000 
for mileage. payments, to which was added £500,000 by the 
Exchequer and £200,000 from the inducement fund. 

Some general practitioners also received separate pay- 
ments under the “Health Service, the main ‘items being 


£2,498,376.for maternity services and £1,247,080 for supply 


‘of drugs and appliances. In-this financial year £412,676 was 
allotted to the inducement fund; apart from the £200,000 
allocated from this for mileage allowances £42,199 was paid 
in grants. Payments to dentists amounted to £46,585,022. 


e 


OPHTHALMOLOGISTS’ FEES CUT 


The Ministry of Health has sent a circular (E.C:L. 16/51) 
to executive councils and ophthalmic services committees 
stating that the Minister of Health, “after consultation 
with the appropriate organizations,” has substituted the fee 
of £1 for £1 5s. for sight tests under the supplementary 
ophthalmic services. The reduced fee is paid for sight tests 
given on -~and after February 14. 

The Ophthalmic Group Committee “of the B.M.A.- has 
“not agreed to this cut being made. The circular was’issued 


. before the committee had had time to make known the 


views of its constituents to the Ministry. “ Consultation ” 
between the Minister and the ophthSlmologists’ representa- 
tives was therefore incomplete. Indeed, it seems to bear 
much the same meaning as was put upon it when. Mr. Bevan 
stated in. the House of Commons on November 30, 1950, 
that his circular on reducing the number of registrars had 


‘been issued “ after full consultation with the profession's 


representatives.” 





` 
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ARBITRATION ON SALARIES - 


Negotiations in Committee B of the Medical Whitley 
Council on the salaries of regional administrative medi- 


cal staffs and regional psychiatrists have broken down. - 


With the consent’ of the management side the dispute is 
to be taken to arbitration. - 


—————————————————— 


B.M.A. CONFERENCE IN EAST AFRICA 


East African 
Branches of the-B M.A. was heldin Nairobi, Kenya, on 
October 4-7, 1950. The Conference, which was opened by 
the Acting Governor of Kenya, the Hon. J. D. Rankine, 
consisted of scientific papers and discussions, a medical 


‘exhibition, ‘a display of medical films, and a number of 


highly successful social functions, including a civič reception 


-by the Mayor of Nairobi, whose wife, Dr. Mary Harris, is 
>, president of the Kenya Branch. 


-scription -is justified. 


.Correspondence- 








Public Health Salaries 


Sır, —I have been waiting to see if any member of the pro- 
fession other than those engaged in public health would 
voice a protest at the recent salary award for tbat branch. 
So far I have seen none. Is the profession as a whole really 
so blind to the peril which threatens ? 

My purpose in writing is not to rail at a disappointing 
award, but to indicate the danger of that award to the whole 


profession: where the local authorities have succeeded the’ 


Government will follow. Ere long we shall see a reduction 
in merit awards for consultants, The argument will be that, 
if 1% of preventive experts receive £2,750, or more, there is 
no justification for rating 34% of curative experts. 


highly. Then there will be a relative reduction in the salaries ` 


of consultants, probably effected by refusing to raise them as 
the cost of living adyances. 

Greater use will be made of the S.H.M.O. grade, on the 
ground that in preventive-medicine the career offers a reason- 


able chance of reaching an income of £1,650, and that in the_ 


curative branch an expectation of £1,750 is equally reason- 
able and therefore adequately attractive. The Civil Sérvice 
medical officer, whose salary rates are still uridetermined, 
will also bea sufferer, and so in time will be the general 
practitioner, probably by having his permitted list reduced 
without addition to his capitation fee. 

The argument for equal pay in the various branches of 
‘medicine has been taken to court and has failed to secure 
elevation of the less-well-off-section. It is only a matter 


of time until ıt is used in reverse, to bring down the better . 


off to the level secured by arbitration. Perhaps the best 
reason for this application of the argument is the demand for 
places in the medical schools. In the eyes of the public our 
tiches may vary but we are all very well off, Whatever we 
may think ourselves. 

There is another aspect of the matter which causes-me-to 
worry at the apathy of the profession to the lot of the 
preventive practitioner, and it is this, The cry ot the pro- 
fession is all for better services, more hospitals,-more beds, 


„more staff, more work—and more pay. At £10 per head per 


annum, which the Health Services are now costing, the 
Government has called a halt—and not before time, says the 
man in:the street. Let us depart from the standpoint ‘of 

“ more services for the sick,” and try that of “ less sick for 
the services.” ..This is where preventive medicine comes- in. 
Under present conditions the preventive expert has been 
given a little play-pen in the corner and been told not to 
worry daddy while he gets on with the really important job 
of making people better. The scope of preventive medicine 


. is wider than that of curative medicine and its successes as 


real, though usually less dramatic, and no restrictive circum- 
‘If he is not to be snowed under by 
the sick, the curative practitioner, genera] or special, must 
take an intelligent and active interest in preventive medicine 
and those who dedicate themselves to its practice—I am, ètc., 


Bigio, Moray. ` I. C. Monro.- 
7 ` Self-respect ` 
. Sin—I am writing this letter within minutes of reading 
that of Dr. J. W. Nicholas (Supplement, January .27, p. 29). 
At first I thought, “ Here is a strategist, a tactician. who is 
reminding us not to underestimate our enemy.” I appreci- 
ated the reasons for the warning, and agreed that it is always 
well that at least one should cry “Woe! Woe!” in the 
wilderness, But that last paragraph, Dr. Nicholas—are we 


‘to digest it without qualm ? 


By all means let. us weigh the strength of the forces 
opposed. to us, let us try to anticipate the weapons and 
strategy likely to be used. .in the coming fight. But the 
charging of brick walls is a national trait, and this appar- 
ently suicidal pastime has, if Dr.: Nicholas will, reread his 


£ 


7 
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history books, produced the civilization’ which (rightly or 
wrongly) we take pride in to-day. 3 ier i 

If every battle must be.preceded by a written guarantee 
of success, and the lack of opposition strength take priority 
over the cause for which we fight—well, we would be a 
bunch of heroes, would we not ? ; 

Surely the point is not a new one. Only consider, Are 
we in the right? If so, I for one say, Fight! At least we 
will still have our self-respect—I am, etc., - 

Liverpool. ` Feux WILLE, 


Functions of Coroners 


Sm,—May I ask what action the B.M.A. intends to take 
(if any) with regard to the statement of the Birmingham 
City Coroner as reported in the. Daily Telegraph of January 
9: “You don’t expect a very high standard from some 
doctors. ...” For some time I have been urging the 
B.M.A. to inquire into the duties and functions of coroners, 
etc. If the B.M.A. intends to take no action in the matter, 
as usual, I intend to place. the facts before the Ministry of 
Health and the Fellowship for Freedom in Medicine, etc.—I 
am, etc., = 


West Kirby, Cheshire. E. S. A. ASHE. 


_  “ A Government committee on which the B.M.A. is 
represented is at present considering amendments to, the 
Coroners Acts. The B.M.A. published a-report on this 
subject in 1948 (Supplement, April 10, 1948, p. 84).—Ep.. 
BMJ. 
School Health Service and the G.P. 


Sm, —As one who has received the B.M.A.’s circular letter 
(January 5) on this subject, I think a few comments upo 
it are called for. z S 

Omission to invite the observations of all M.O.H.s 
and S.M.O.s on the principles advocated before asking them 
to put them into practice seems to me a tactical error to say 
the least. Questionaries on less important matters are fre- 
quently circulated, so consultation in this way would have 
been easy. There is~too much centralization of authority 
already in other places without having it in the B.M.A. too. 

Now for the principles. If they are approached in a truly 
co-operative spirit and not construed as giving the G.P. the 

. right to demand consultation or have the final say, all will 
be well. If not, they must be rejected by all L.A.M.O.s with 
any self-respect and sense of responsibility for child welfare. 

Furthermore, I submit that the consent of the family 
doctor is not always necessary or desirable before referring 
a child to a specialist—for example, in query cases of 
tuberculosis or V.D. where a specialist’s opinion is desired 
as a first step. I have known G.P.s when consulted in such 
cases to refuse-their consent and also in cases of query ring- 
worm of the scalp, etc. There are cases, too, where opinions 


may differ widely—e.g., on the need for refnoval of tonsils ` 


and adenoids. In all of these instances it seems preferable 
in the interest of the child for the L.A.M.O. to be able to 
refer the case directly to a specialist in the first place for his 
opinion and only to approach the G.P. if and when it 
becomes necessary to trouble him with it. 

Encouragement of the closed-shop principle between G.P. 
and specialist is not in the best interests of the patient 
or.the L.A.M.O., who should be given as ready access to 
specialist opinion as the G.P.—I am, etc. 

Goaport. : G. W. FLEMING. 


*. The Secretary of the B.M.A. writes: The circular 
referred to contained the joint policy of the B.M.A. and 
“the Society of Medical Officers of Health. . 


Offer Good Will? 


Sm,—In the Supplement of January 27 (p. 29) Dr. D. H. 
Belfrage advocates a policy of good will to the new Minister, 
who “has to- face and cure a crisis of confidence in the 
Health Service.” Surely we have had enough experience 
of the results of such a policy, results which cannot entirely 
be attributed to the prejudices of the former Minister ? 
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Now is the time to negotiate from strength and not to beg 
for a few crumbs in-return for our good will. It is obvious 

_ that our only efféctive weapon is the threatened withdrawal 
from the scheme.—I am, etc., 
Colwyn Bay. D. Yy. SPURRELL EVANS. 


” 
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No Hope 


Sm, —How we have shuddered at the thought.of a State 
medical service | How we have sworn to fight against it to 
our last breath! But what have we? We are not free: 


our old standards have gone; we are part of an inefficient 


- machine. Maybe the flu epidemic has induced a wave of 
“self-pity, but have we not nearly all the disadvantages but 
none of the advantages of State service ? 
Would,a State servant be allowed to work so many hours 

a week, to see so many patients in a day, to have no certain 
prospect of an annual leave (or even a “48 hours”), fo 
have no hope of promotion, to have no hope of lessening 
of even physical work with increasing age, to have no hope 
at all ?—I am, etc., 
Kidderminster, Worcs. P. D. GRIFFITHS, 


Elementary Mathematics 


Sm,—It appears that Dr. J. Fabricius and his partner 
(Supplement, January 27, p. 30) are among the latest defen- 
dants on fhe extraordinary charge of “ exceeding tlie-average 
prescribing cost for the district.” But surely, Sir, an aver- 
age must be exceeded—and elsewhere fallen short of-—to 
exist at all. Where, then, is the offence committed ? 

_ If, as would appear, the official mind cannot distinguish 
an average from a maximum, it might well devote itself 
for a time to the- problems of general practice and let a 
few G:P.s try their hands at elementdry mathematics.—l 
am, etc., 
Westgate-on-Sea 


G. M. ADDISON. 


` 


Advice Wanted . i 


Sir,—] am a final-year student and hope to qualify in two 
months’ time. In view of this, I should be grateful if the 
hospitality of your columns would allow me to present my 
problem—and incidentally that of most of my friends. 

J embarked on a medical course in 1945, when the 
National Health Service was still in embryo. Everyone was 
agreed, however, that some reform of our organization for 
medical care was overdue. The war had just ended, a new 
Government had come into power, and idealism was not yet 
considered incompatible with common sense. 


My studies I tackled with enthusiasm, and I looked for- 


ward to the day when I might work, not, as did often my 
predecessors, single-handed in a dark, cramped outpost of 
medicine in a gnm nineteenth-century industrial district, but 
rather as one of a team centred on a newly built, bright, airy 
health centre, equipped with all the resources of modern 
medicine. I would be a particular expert in some line of 
family practice, my colleagues in others, and together, sharing 
our problems and resources, we would work for the good 
of all. In more mundane.matters, we would share a secre- 
tarial staff and have a rota for night work, etc. In short, in 
the sphere of our professional work we would lead fuller, 
more useful lives than the G.P.s of the past, and approach 
nearer than they to the true ideals of medicine. 3 

- Six years have passed and my dream seems as far off 
reality as ever. After a period of National Service in 1953 
I too will be at the crossroads, right-at the outset of my 
journey. $ 


~ 


a 


7 A consultant’s position I do not think I could attain. The 


registrar’s future is even now in the melting-pot. Nor, 
indeed, do I feel pleasure at the prospect of a hospital career. 


- The practice of worthwhile family medicine is still my goal. - 


Your correspondence columns are filled with the plaints 
of the G.P.s of to-day, and the picture seems dominated by 
disillusion and frustration. Behind all this, I wonder, hardly 

_ daring to hope, are there thousands of contented doctors 
who never write to you, but who daily take pleasure in 


a 
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a kindness, Sir, may I haye the help 
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family practice, doing reaf goo 
achieving the satisfaction of, a full: 
e Theo only medical men I meet 
‘a hospital staff, and so cannot help 4 : : 
d iie of» "thet G.P., 
of Britain—and only Britain, for% have‘ no desire : to 
emigrate eS am, etc., ite at 
Leeds. iors La ESR eae thes 2, i @. “WATSON. 


- Economics of the 


Sir,—I should like to express. mj preement with ‘the’. 

- sentiments expressed by --Dr. J. g (Supplement; 
January 27, p. 31). He Saye, “The? 
i huimbe 


erage GP. ‘garned 
ahis fees not so much ifpi 7-pf units in his prac-'’ 











tice as from the v dba Ae cap he “was ‘competent 
to provide.” He suggests. a ministrative. and -financial 
changes should be: apes ove, the Service in this and 
other ways. “as 

Apart from aoe onie 0 of higher qualification, 


which should be easy, and experieng » Which would be 
impossible, he does not say what chi nges he suggests. 
‘Treatment is the difficult question in this case, and if he or 
others have any ,¥< concrete, guggestions to make on: _this T 


for one should So a6. toxkabw them.—I'am, etċ; a 
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SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 
The Council of the British- Medical Association is prepared 
to receive c applications for research scholarships, as follows: 

An Emest Hart Memorial Scholarship, of the vahier of £200. 

A Walter Dixon Scholarship, of the value of £200. ' 

Four Research Scliolarships, each of the value of £150. 

These scholarships* åte given to _ candidates whi 
Science Committee -qf the A&ociation recommends 4 ate 
fied to undertake’ fesdarcli dn any subject (including State 
medicine) relating tb! the, causation, prevention, oy treatment 
of ‘diseasé.-~ - d aap 

-In addition, application at are. ‘invited for the award: of the 
following research -echolarship : As 


The Insole Scholarship, of the value of £250, for restarch into 


ti - the causes and cure. of yenereal disease. z 


Each scholarship is tenable for one year, commencing on 
-~ October 1, 1951. A scholar may be reappointed for not more 
than two ” additional ferms.' A scholar is not necessarily 
required to devote thé whole of his or her time to the work 
of research, but may be a member of H.M. Forces or may 
hold a junior appointment at a university, medical school, 
-OF hospital, provided the duties of such appointment. will 
net, in the opinion of the Science Committee, interfere with 
“his or her’ work as a scholar. ’ 
Applications for scholarships must be made not later than 
` March 31, 1951, on the prescribed form, a copy of which 
will,be supplied on application to the Secretary, British - 
„Medical ‘Association, B.M.A. House, Tavistock Square,, 


a “London, W.C.. „Apflicants are required to fùrnish, the - 


‘names of three reférées who are competentsto s k as 
to’ their capacity for the research contemplated, l ` 
€ : 
Diaryof Central Meetings 
toy: 7 i FEBRUARY 
19. Mon. Adjourhed meeting of Editoriaí Subcommittee 
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Boscon be, Friday, February 23 


CHESTERFIELD 
Royal Hospital, Frida 
Lecture 


Saturday, February 17, 8.30 p.m., film: 
and Management.” 


Monday, February 
(Manchester): 


London, W.C., Friday, February 23, 8.30 p.m., B.M.A. 
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Wed. Health Céhtre Committee (date changed from 

K Feb: uar$ 6), 2pm , a 

21 Wed! , Private Pragtice Committee, 2 p.m. + 

22 Thurs. General Medical Services Committee, 11 a.m. 

23 Fri. >- Golonies antl Dependencies Committee, 2 p.m. 

\26 Mon. , Amending Acts Committee, 2 p.m. 

27 Tues. Central Ethical Committf, 2 p.m. 

, 28 Wed.. Committee~re Organizats tign. of Scientific Sections 
yo at Annual Meeting, 10.3) a.m. s 
28 Wed. Assistants and You Practitioners Subcommittee, 
General Mahal es Committee, 2 p.m 

28 Wed. General Practice Review Committee, 2 p.m. 

‘28 Wed. Maritime Subcommittee, Private Practice Com- 
. mittes (date changed from Fébruary 7), 2 pm. 
ain Marca 7 

Fri. Services Committee, 10 a a.m, 
Fri Lib Subcomimittee; Science Committee ` 
7 12 noon. 


Science, Committee, 2. p.m. 
Organization Committee, 2 p.m. 


Committee on Psychiatry and the Law, 2 p.m 
Journal Committee, 2 p.m. 

Council, 10 am 

atgis Group Committee, 2 p.m 
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re Branch and Division Meetings to be Held i 


EMOUTH DIVISION TA Royal Victoria Hospital, 
, 8 for, 8.15- p-m., address by 
“ Pain in the Arm.” 


Bo 


. Graveson : 
FULHAM DIVISION—At Postgraduate Medical 


CHELSEA AND 
School, Hammersmith Hospital, Ducane Road, London,’ 
Friday, February 23, 8.30 p.m., general meeting. 
invit 


„Frien 5 are 


» Drvision.—At Out 
ay, I February: 23, | 


J. Nattrass: 
DARTFORD Dyvision-—At Joyce 


tient Hall, Chesterfield 
a p.m., B.M.A. Annual, 
e by Professor Epilepsy.” 

r Poliomyelitis —Diagnosis 


Division.—At ‘the rand Hotel, | Grange-over-Sands, 


FURNESS 
Friday, February 23, annual dance. 


Mip-Herts Division. —At Chest “Clinic, Ostérhills Hospital, 
Friday, February 23, 8.45 p.m., meeting. 


OLDHAM Drivision.—At Oldham Hotel, Rhodes.Bank, O 


9, 
Tu DD diey and the General Practitioner.” 


St. Pancras Drvision.—At B.M.A. House, Tavistock’ Square, 


by Dr. ‘Doris Odum: 


Practice.” 


y Psychologica] Aspects of General — 
ieee ee “Division —At War Memorial Hospital -Scun- 
Wednesday, February 21, 8.30 p.m., Dr. . Savage: 
pe Sal Dermatitis.” 

SourH BEDFORDSHIRE DIvISION.—At Luton and Dunstable 
Hospital, Friday, February 23, 9 p.m., Dr. I. Martin-Scott: “A 
Dermatological bigest. ? A discussion will follow. 

Swansga Drvision.—At Osborne Hotel, Langland, Thursday, 
February 22, 7.30-p.m., B.M.A. Lecture by Mr. Č. Price Thomas, 

Tower Hamers Division—At St. Andrew’s Hospital, Bow, 
E., Friday, February 23, 3 p.m., clinical meeting. 

WANDSWORTH Division.—At See Miniature X-ray Unit, 
Grove Hospital, Tooting Grove, London, S.W., Sunday, February 
25, 10.30 a.m., clinical meeting and demonstration: * The Early 
Diaghosis of Pulmonary Tuberculosis.” i 

West BROMWICH AND SMETHWICK Division.—At “The Red 
Cow,” High Street, Smethwick; Friday, February 23, 
dinner-dance (dinner at 9 p.m.). 


British Medical Guild Meetings to be Held 


Dorser.—At Old Shire Hall, Dorchester, Thursday# “February 
22, 8.30 p.m., meeting of all medical practitioners in the area. 
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oint Formul Committee (at Aeaee —— 
Society, ie Joomsbiry Square, London, 
W.C), 2 p The Ministry of Health has sent to executive councils a circular 
‘19 Mon. Armed Forces SAE 2 pm. telling them that the numbers of patients on general practitioners’ 
19 Mon. ological Medicine Group Committee, 2 p.m. peann zA lists must be ee aes ee te Koneen has 
Tues. A Committee li-da: ecting), prepared to carry out this operation, an ter hopes 
. 5. SC mendis ding c (e ake it Will be completed by September 30. 
ry lished by” the sre ors, the pie Medical Association, - Tavistock iae: London, Wel and printed by Fisher, Kalght & Co., Ltd., 
T v a Galnbotgral Press, Sf, Albans. Printed in Great Britain. Entered as Se at New York, U.S.A., Post Office. 


Staffing, Committee, 10.30 a.m. - ony 


Green Hospital, Dartford, ' 


9 pm., Professor E. W. Anderson’, 


8 pm. 
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CENTRAL CONSULTANTS AND . 
SPECIALISTS COMMITTEE 
MEDICAL ADMINISTRATION IN ae 


A considerable proportion of the time of ‘the Central 
Consultants and Specialists Committee at its meeting on 
February 15, under the chairmanship of Dr. T. ROWLAND 
Hin, was ‘occupied with the consideration of the evidence 
to be given on the following day to the Central Health 
Services Counctl’s committee which is inquiring into hospital 
admunistration. 

A memorandum of evidence had already been submitted, 
after approval by the Council, and the particular 5 


ny 


of the Committee was to brief its representatives who Wold 
present the evidence orally on the views of the Commdjifee 
These views were crystallized as an appendix to the Council's 
memorandum and reinforced those already outlined empha- 
sizing the consultants’ approach. A point on which the 
Committee was insistent was the right of representation 
of the medical committee on the management com- 
mittee of the hospital. It was felt that the inclusion of 
members of the senior medical staff on such a committee 
was of fundamental importance in promoting maximum 
hospital efficiency. Several members also urged that medi- 


cal staff advisory committees should be given statutory* 


recognition at hospital management committee level, and 
this was the general view. Views were also expressed that 
the same consideration should apply at hospital level 
Another point stressed was thet the staff committee should 
be in a position to proffer advice on its own initiative, not 
merely to tender advice when solicited. 


The Medical S«perintendent 


In its memorandum of evidence the Committee had laid 
it down that the member of the medical staff responsible 
for the day-to-day administration of the hospital should be 
the colleague of the staff, not their senior, and that he should 
sit on the medical committee and participate in the collective 
advice which that committee gave to the board. 

The CHAIRMAN said that in giving oral evidence the interest 
of the clinician in administration would be made clear. He. 
corsidered that it was more important to do that than to 
state definitely whether there should or should not be a 
hospital administrator. As to the question of the medical 
administrator in the hospital, many speakers emphasized 
that it was not a question of a lay administrator versus a 


~ 


medical administrator, but of the need for one or the other- 


according to the type of hospital, etc. In many hospitals or 
areas certain traditions had grown up where one or other 
method proved to be ideal in the particular circumstances, 
and the Committee could not say that either was appropriate 
Or mappropriate as a general principle. $ 
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It was generally recognized that the position in a PSS 
Hospital where there „wag, a larte Ahat staff 
ously honorary) was entirely’ iret Galt emer 
. specialized hospital with-a clinical. d and a specialist staff. 
The introduction of a lay administfatér over the clinical 
head in the one case would be as unrworka the intro- 
duction of a medical superintendent in the’ otter. an 


The Registrar ‘Gada a 

Attention was drawn to the statement published in `ihe 
Supplement of January 27 on the discussions between the 
Jomt Committee and the Ministry concerning the latter's 
proposals for the review of appointments to the registrar 
grades. Thè CHAIRMAN said that the Mifustry’s circular 
had now become a matter of common interest, and reminded 
the Committee that what had previously béen put forward in 
the circular was not to be regarded as ay instruction to hospi- 
tal boards, but merely in the light of sGggestions. In other 
words, the Ministry had withdrawa from the rigidity of its 
former attitude. He himself thought that the most impor- 
tant thing: to do now was to”þrėsent to the Ministry the 
views of consultants on the junior staffing of- hospitals. 

The CHAIRMAN added that the liaison committee with the 


General Medical Services Committee*hdd also considered R 
It felt that one of the most diffi- 


the Ministry's circular. 
cult problems arising from the Ministry’s proposals would 
be the absorption into general practice of the larger number 
of practitioners annually leaving the hospital service. The 
liaison committee was agreed that as a high priority steps 
should be taken to facilitate théentry of these practitioner# 
mto general practice, and, wherever possible, to allow th 

to continue their association with hospital work. TheSe 
views had already been brought to the notice of the Ministry 
by the Joint Committee. 


Hospital Medical Staffs Defence Trust 

The proceedings of the Committee were interrupted to 
permft of a meeting of the Hospital Medical Stdfis Defence 
Trust. Dr. Rowland Hill was elected«chairman of that, 
body, Mr. Holmes Sellors treasurer, and Dr. E. E. Claxton, 
Assistant Secretary of the B.M.A., secretary. A copy of an 
appeal- which it, was proposed to send to all members of 
hospital medical staffs above the grade of house- officer was 
examined and, after some slight ‘amendments, approved. 
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ABEL called attention to the desirability of obtaining income- 
tax concessions on the anual contributions in the same way 
as, he believed, the general practitioners had done for many 
years in respect of their levy, whether voluntary or a ee 
sory, for the National Insurance Epfence Trust. He also 
suggested that a form of banker’s otter shod go out with 
the appeal, and this was agreed to. The banker’s orders 
should be sent to the treasurer at B. Ba Hotse. 
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\ Residential Qualification for Appointments 


A member of the Committee drew attention to a case in 
~ which a regional board was’seeking to terminate the appoint- 


i . ment of a consultant*on the ground that he no longer lived 


in the vicinity of the hospital. The Ministry stated, when 
the case-was brought to its attention, that the consultant in 
question was appointed to a hospital in a town some 18 
miles from London, in which town he was resident, but 
after his appointment he moved to London. It was pointed 
out by the Ministry that the regional board had-a duty to. 
provide an adequate specialist service, and it was not un- 
reasonable that it should call in question the Oe de 
removal of the specialist whom it had appointed with 


= knowledge and intention that he would be able to protide 


a local service.” 

e The Committee felt that the general principle of: place 
of residence in relation to the consultant’s hospital was 
worthy of cohsideration, and the matter was remitted to 
the regional committees for examination and report, and 
will come before the Committee again. 


f Incidental Expenses 

Amohg many ‘other matters on the long agenda was the _ 
question of the rent of a telephone where the medical officer 
-in charge of a sanatorium or similar institution lived some 
distance away. Formerly the local authority usually pro- 
vided a telephone in such circumstances and patd the rent 
of it; but under the new Service this practice no longer 
prevails. The Committee decided to make representations 
to the Ministry that whole-time medical officers responsible 


for beds ‘but living away frorn the hospital should be on: 
_ the telephone and that the rental of such telephone should, 


be defrayed by the employing authority. 
that in isolated cases‘ this already happens. 


‘Study Leave 


It is understood 


Several questions relating to study leave alsa briefly~ 


occupied the Committee. At a previous meeting it had 
been ‘decided to make representations to the Ministry that 
‚regional boards should 'be advised to seek the guidance of 
their medital advisory committees on applications for study 
_ leave. Some question had arisen on the selection of pro- 
fessional bodies in respect of whose courses of instruction 
or scientific meetings study leave might be granted. The 
‘view of the Ministry was that boards might for their own 
convenience have a list of such professional bodies, and so 
long as the list was not exclusive and all other applications 
were considered on their merits the method was unobjection- 
able. A regional hospital board circular had stated, inter 
alia, that boards should seek the advice of their medi- 
cal committees‘on the nature, purpose, and value of pro- 
posed courses’; also that in dealing with applications for 
study leave, the board or committee and its medical advisory 
committee should take into consideration the views of other 
boards with whom the applicant was in contract. It appeared 
that some boards took a too narrow’ view of ‘the facilities 
available. 

-7 Another matter concerned a regional board circular issued 
by the Ministry of Health with regard to applicátions for 
foreign currency for visits abroad of Hospital medical ‘staff. 
One provision was thought to be unduly restrictive—namely, 


. that “such approval cannot be: given simply because -posi- 


tive advantages can ‘be urged in favour of a visit, but only 
where’ serious disadvantages would seem likely ‘to result ' if 
the visit’ were not made.” It was agreed to approach the 
Ministry urging a positive rather than a negative approach 
to the problem. , - 


The: Withholding of Certificates 
- The'Committee had before it a number of comments from 
‘its regional committees on the question of support for 
general practitioners in a policy of withholding certificates 
in the event of a withdrawal from the National: Health 
Service. The comments were all in favour of such support 
ı béing ‘accorded by consultants and specialists, but in two or 
9 s 7 i Foi 
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, three cases the question was raised concerning’ the position 
of junior medical staffs who, it was thought, might find 
themselves in some difficulty if instructed to issue certifi- 
cates by a hospital management committee. . 

The Committee was in ’general agreement with a raol: 
tion from the South-western Region, that, in the event of 
general practitioners deciding to withhold certificates, . 
medical certificates should be refused by ‘consultants and 
specialists, who should recommend junior hospital medical 
staffs-to do likewise, the term “ medical certificate ” to be 


’ interpreted in the manner in which general practitioners / 
‘have themselves interpreted it—namely, as medical certifi- 


cates for the purpose of ‘the National Insurance Act.. 
Other matters dealt with in'the course of the proceedings 
included a further complaint from the South-west Metro- 
politan Region concerning the manner in which the 
Ministry’s survey of medical staff’ was ‘being conduct 
requests for the views of the Committee from other com- 
Mittees of the: Association, and resolutions from regional , 
commiees on a number of subjects. =  . ve 





" REGISTRARS IN SCOTLAND . E e 


Thesreceptly formed Registrars Group Council for Scotland 
met at B.M.A. House, Edinburgh, on January 9. ‘ 

Up'to September of last year opportunities for the:express- 
ing of views of Scottish registrars were confined to the U.K. 
Council, and in view of the separate Health Service Act it 
was felt, that problems peculiar to Scotland might best be 
resolved by ‘the establishment within the framework of the 
group organization of a separate Scottish Council. Prelimin- 
ary steps were taken by an exploratory committee which led , 
finally to the setting up of the Registrars Group. Council for 
Scoti nd. 

© obiect ofthe Scottish Council is laid down in the 
con tion as “to represent within the framework of the 
Registrars Group of the British Medical ‘Association the™ 
views of all hospital registrars in Scotland.” Each of the 
five Scottish areas is represented, the total membership being 
14. The Council ‘will have representation on the Consultants. 
‘and’ Specialists Committee (Scotland). ; 

Dr.’ Gavin Shaw, Glasgow, has been appointed chairman ; 
Dr. Randolph Russell, Edinburgh, vice-chairman ; and 
Dr. R. .A. Shanks, Glasgow, secretary. 

Dr: E. R. C. Walker, Scottish Secretary to the B.M.A., 


_ explained to the ‘meeting the relationship between the 


Ministry of Health and the Department of Health. He said 
that the latter was not, as might be supposed from some 
written and spoken statements, a department of the former 
but of the Scottish Office, and as such was responsible to- 
the Secretary of State for Scotland, who in- turn was the 


. Minister responsible to Parliament for the Health Setvice 


in Scotland. Since both were departments of the same 
Government they were ‘naturally governed by theGsame 
policy considerations,’ and there was continuous liaisor 
between them. 

On the profession’s side there was, first, the United King- 
dom Joint Committee for Consultatits and Specialists, which 
had the double function of dealing with both departments om 
matters of Government’ policy and With the Ministry of 
Health on matters relating to ‘England and Wales; and, 
„secondly, the Scottish Joint Committee, which dealt with the 
' Department of Health on matters relating to Scotland. The 
document issued by the Department to regional hospital _ 
‘boards in Scotland on the review of registrar establishments. © 
had been-the subject of discussion—though not agreement— 
between the Department and the Scottish Joint Committee, 
er discussions were contémplated on this ‘and: 
possibly,on the wider issue of the whole medical estiblish: 
ment of ‘hospitals... ‘ 

After a full-discussion of the’ present position ‘it was décided k 
not to`adopt a suggestion from ‘the North-eastern Region 
that a public reply should be made to the recent Press 
statement of the Secretary of State for Scotland. 
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» recommend that the annual contribution should be voluntary and 











' 


. NEW DEFENCE TRUST ` " at the rate òf £1 for every £500 gross of the income derived from 
‘ i ; a your hospital appointments. , t i 
FUND FOR HOSPITAL STAFFS ` i “Añ approach is being made centrally to the Commissioners 


‘ .of Inland Revenue to ask that practitieners contributing to the 
pic Practitioners have for many years had their own “Trust should be- permitted to claim their contributions as an 
efence fund, and it has grown to a substantial size. Similar: allowable expense, and if thig request is granted you will be 
funds haye now been started by the other two main branches notified in due course. 
of the profession—hospital staffs and public health medical “It would no doubt be far more convenient for members of 
officers. The British ~Medical Guild: will provide the hospital staffs to have thelr contributions deducted at source in 
machinery for organizing the profession or any branches of the same way as genera! practitioners. This possibility is being 
it in a dispute, but the three main: branches of the profession ¢XBlbred, but there are certain difficulties, and for the present 


1 para it is thought better to ask that: contributions or banker’s orders 
will collect se te funds and make them available to the should be sent direct to the Honorary Treasurer ‘of the Hospital 


Guild wher necessary e ’ „Medical Staffs Defence Trust, B:M.A. House, Tavistock Square; 
an) X l London, W.C.1. For the majority of practitioners a banker’? œ 
Hospital Medical Staffs Defence Trust $ order may prove the most convenient method, and a blank form, 


` is therefi ttached. P. yments hould be made t H U 
This is to collect money from all hospital staffs above Medical Stats Defence Trust, ; f a eR 
the grade of house-officer in the National aith Ser- ' “Those” practitioners who “contribute to the Hospital Medical 
vice. ~ The trustees are the members of the CY£sral Con- . Staffs Defence Trust are not asked to make direct contributions 
'sultants and Specialists Committee. The chairman of the to the funds of the British Medical Guild.” 
. trustees is sending the following letter to members of hospital ae yo ` r 








medical staffs: z 
“ For some years there has been a growing conviction among pi : j ` | 
members of the profession that with changig conditions there is 4h T 


a need for more adequate machinery for organizing collective WEEK-END i IRS H RID e 
action in tha profession to deal with bany situation that might co E AT AS 7 


arise. During the first two years of the National Health Service A few vacancies remain for the week-end course at Ash- 
the experiences’ of various branches of the ‘profession in ridge on the conditions of general practice and the doctor- . 
endeavouring to secure satisfactory conditidns of service have patient relationship. The following is the-timetable so far i 
but served to illustrate the need for such machinery. ' ` as.it is at present known: 


. “To put the profession ina trong Position in pressing for fair 
conditions of service or in resisting unfair conditions ‘imposed Plies ee ee Pee Opening Address by Sir Wilson- 
upon it two things are needful: (a) machinery for organizing p ting Poops- , 
collective action, and (b) money—money not only to finance, the Saturday, March 10.—9 a.m.: Chapel. 9.30 a.m.: “A Con- i 
necessary machinery but also to assist those who might suffer  sultant’s View,” by Mr. A. Staveley Gough. 10.30°a.m.: Break. 
as a result of any collective’ action. 11 am: Discussion groups. 11.45 am Cail peeso. 

“The British Medical Association is sériously limite in any 2:15 p-m.: “A General Practitioners View,” by 
action it might take in a dispute involving the profess§/<“4s it Walker, 6.15. p.m.: iets groups. 830 pm.: General 

- is. prohibited by its constitution from taking part in what might discussion. 
be called trade union activities... It cannot legally organize or . Sunday, March H 9.20 a.m.: Chapel. 2 p.m.: “ A Patient’s 
finance collective resistance to unsatisfactory terms-and conditions View. ” 3 p.m.: Discussion groups, 3.45 p.m.: General discus- ” 
of service—for example, by a mass withdrawal from the National sion. 5.15 p.m.: Closing Address: “The Future,” by Mr. V. 
Health Service by one or more sections of the profession. Neither Zachary Cope. , 
‘can it use its funds to compensate or assist individual practitioners r : i 
who suffer financial bardship through loyally supporting its policy. 

“It was for this reason that`in 1948 some members pressed 


strongly for the Association to be converted into a -trade union. ' OPRTHALMOLOGISTS? FEES CUT 
+ i 


Lengthy investigation showed that such a conversion „was neither 
desirable nor practicable. The Association's legal advisers gaye The following statement has been issued jointly by the ` 


their opinion that the profession could acquire the desired addi- ‘yp... A A 
tinal power by setting up the British Medical Guild, which could British Medical Association and the Ministry of Health: 


act for the whole profession. Accordingly, the Guild was estab- The fee for doctors testing sight, under the supplementary’ 
lished in 1949 following a resolution of the a Body eye service is to be reduced from, 25s. to £1: In making 
of the Association, this reduction account was taken of: 


“The British Medical Guild, therefore, with its central board ' Penman 
of trustees and local committees throughout the country, will « ad pany pe taken tô Working Party, in the Hight 
provide me ‘necessary machinery for ‘organizing the profession medical practitioner was accepted as 27.1 minutes. (The time on 
MRD APHIS 1N; which the original (1948) -fee of 31s. 6d. was based was 30 
“The collection of moneys will, for the most part; be the minutes.) 


responsibility of separate defence trusts for the three main 
branches of the profession (general practitioners, hospital medical (b) The Minister’s undertaking in February, 1949 (when the 


staffs, and public health medical officers), and from these trusts original fee of 31s 6d. was provisionally reduced to 25s.), to make 
grants will be made to the Guild as and when required In a 40 appropriate adjustment in the fee subsequently fixed if the 
dispute affecting hospital medical staffs or any/other branch of’ original reduction were shown by the Working Party’s investiga- 
the profession the funds of the Guild could, be made available to tion not to have been folly justified on the basis of remuneration 


assist any medical practitioner who suffered financial hardship then obtaining. 


> 





` 


through loyalty to the policy of the profession : a ' (©) The clinical qualifications and status of doctors in the 
“ General practitioners, because of ‘their longer association with supplementary eye service. 
' a State service, have for many years subscnbed to a defence fund, - (d) The level of temuneration of dgetors with comparable 


and have substantial-funds from which grants have already been 

made to the Guld The Hospital Medical Staffs and Public clinical fesponsibilities in: the hospital -eye eerie, ' 

Health Service Defence Funds have now been established so that In the light of thesé considerations the» Ministry pro- 

practitioners in these fields may play their part in building up posed a fee of £1. The professional organizations were 

funds to aid the profession in the ways indicated. , consulted throughout, but, afier consulting their’own local 
E am Se ee to you a a ee employa committees, felt unable to recommend this reduction to 

in the hospital.and specialist services to contribute towards individùal ophthalmic medical practitioners.‘ The Ministry, 

newly established Hospital Medical Staffs Defence Trust, which -hile appreciating the ‘position of`the organizations, felt 


will, of course, be ‘solely at the disposal of the trustees—j.c. s rS 
members of the Central Consultants and Specialists Committee— that ‘the feé of £1 was thé^most that could: be’ justified. 


and available for any géneral or local dispute and for any other - The reduced fee is to apply to tests carried out on and 
purpose that‘ they might deem appropriate. The trustees after February 14. ` 
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HOSPITAL COSTS IN SCOTLAND -> 


*. The Secretary of State for Scotland said recently that, of 


the ‘typical £1 of hogpital running costs, 3s. 10d. goes in 
patients’ food, clothing and laundry, drugs, dressings, 
surgical appliances, and so on; 3s. 4d. on fuel, light and 
“power, domestic repairs, and maintenance of buildings and 
grounds; Is. on transport, rent and rates, travelling ameni- 
tres, training services, and administration; and lis. 10d: 
(about 55%) on salaries and wages and staff feeding, laundry, 
and uniform. Expenditure on salaries of people solely con- 
cerned with the admunistrative and clerical work of the 
hospitals amounts to about 6d. in the £1, or 2}%. He said 


= that it was surely apparent that no very great saving could 


be made here. 


~~ 





\ 2 
EVIDENCE ON CORONERS 
SUGGESTIONS ASKED FOR 


The Coroners Rules Committee, which has been appointed 
by the Lord Chancellor and the Home Secretary (Journal, 
February 17, p. 369) to make recommendations on the rules 
to be made under Section 26 of the Coroners (Amendment) 
Act, 1926, and the forms to be prescribed under Section 27, 
includes two nominees of the B.M.A., Dr. R. Forbes, who 
. was chairman of the B.M.A. Committee on the Coroners 
Acts, and Dr F. E. Camps. 

The Association has accepted an invitation to submit 
evidence to the Coroners Rules Committee, and a meeting 
for the purpose of preparing a memorandum of evidence 
will be held at B.M.A. House on Wednésday,. February 28. 
If medical practitioners have any points they would like to 
raise regarding practice and procedure at or in connexion 
with’ inquests and post-mortem examinations which might be 
of assistance in the preparation of evidence, the Association 
would welcome them. Letters should be addressed to the 
Secretary of the BMA 


` 
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‘PUBLIC HEALTH SALARIES 
DISPUTE REFERRED TO COURT 


A full meeting of Whitley Committee c was held on. 


February 14 to continue discussion and negotiations on those 
sections of the original claim by the-staff side which were 
referred back by the Industrial Court to Committee C. A 
clause of the award dealt with these sections and is quoted 
below -~ 


“The salary scales | for deputy medical officers ‘of health, 


divisional or area, medical officers, and for officeis holding mixed ' 


appointments shall be determined by joint negotiation and agree- 
ment between the parties, and in the event of failure to reach 
agreement on this matter within a period of two months from 
the date hereof either party shall be at liberty to report sych 
failure to the Court, and the Court will afte: hearıng the parties 
determine the matter in dispute.” 4 


At this meeting it was not possible for the two sides to 
reach agreement. Therefore under the award of the Court 
the staff side has informed the Court of this failure to reach 
agreement and has requested the Court to take the necessary 
action, 


ae 





THE B.M.A. IN WEST AFRICA 


A general meeting of members of the B.M. A: resident 10 
Nigeria was held on January 12 in the General Hospital, 
‘Lagos, with Dr. B. S. Jones in the chair. The meeting 
decided that a Branch of the Association should be formed 
in Nigeria and proceeded to elect officers and to adopt rules. 
Professor O. A. Ajose was elected president and Dr. B. S. 
Jones was elected honorary secretary The new branch has 


applied for forma] recognition by, the Council of the - 


Association. ax te i 


, continue 


COMPENSATION CLAIMS 
LAST DATE IS FEBRUARY 28 


The last date for the submission of late claims for assessment 
is February 28. Claims must be received by the Ministry 
of Health on or before that date properly certified in accord- 
ance with regulations in the prescribed form Under no 
circumstances can claims receiyed after February 28, 1951, 
be considered. Ñ 





GENERAL PRACTITIONERS’ 
~ REMUNERATION 
DEPUTATION TO MINISTER j 
A deputation from the Gereral Medical Services’ Committee 
is going.to :néet the Minister of Health on February 28 to 
s negotiations on increased - remuneration for 
general practitioners. ‘ 
Special Conference F 
A special conference of Representatives of Local: Medical 
Committees will be held at B.M.A. House on Thursday, 
March 29, at 10am The business of the Conference will 
be: -* 


ad To receive a report from-the G.M S. Committee on the i 
negotiations with the Ministry of Health regarding the remunera- 


‘tion gt general practitioners in the National Health Service 


(7, To consider the following recommendation of the G M S. 
Committee: 
That the constitution of the General Medical Services| Com- 
` mittee be altered so as to include representation of the Medical 
Practitioners Union; and that the Union be entitled to two 
representatives on the Committee 


It is uot expected that the Committee's report will be 
availa§e before March 9. Secretaries of local medical com- 
mitteed\have trerefore been asked to arrange to hold meet- 
ings m ùe week beginning March 11. ¥ 

The agenda of the Special Conference will be issued on 
March 22, and motions for inclusion in it must be received 
at B.M.A. House not “later. than first post on Monday. 
March 19. 

Representatives of local medical committees who were 
appointed to attend the Annual Conference.in October will 
be deemed to be the representatives who will attend the 
Special Conference on March 29 unless an intimation to the 
contrary is received from the secretary. Deputies who 
attended 4he October Conference are not regarded as the 
appointe, representatives. Where deputies are appointed to 
act for r' presentatives who cannot attend, their names should 
be sent &; Dr. D. P. Stevenson, Deputy Secretary, not later 
than Saturday, March 17. ya 





DOMICILIARY CONSULTATION 


Some chaàges in the arrangements for domiciliary consulta- 
tion under the Health Service are outlined in a circular 
from the Ministry of Health (R.H.B. (51) 11). Regional 
boards are asked to assume responsibility for all domiciliary 
consultations. Boards of governors will therefore cease to 
take part in this scheme. AJl contracts for domiciliary con- 
sultations, whether the consultant is otherwise in contract 
with the regional board or not, should be offered and ‘made 
by the regional board, but contracts should be made only 
with .consultants holding hospital appointments in the 
National Health Service Each consultant should be under 
contract yvith only one regional board for domiciliary con- 
sultations—namely, the board for the region in which the 
bulk of his practice lies—being paid by that board whether 
the consultation is given inside the area or outside it. 


Direct Application by Family Doctor 
Experience has shown that the best arrangement 1s for 
the family doctor to apply directly to the ‘consultant he 
wishes to call in. Regional boards_should organize their 


_-> FEB. 24, 1951, 


* for domiciliary consultation. 
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“services accordingly. | Boards should therefore keep general 
practitioners informed óf the names of consultants available 
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CONSULTATION BETWEEN CONSULTANTS: 
AND GENERAL’ PRACTITIONERS 


A Joint Subcommittee of the Central Consultants and 
Specialists Committee and the General Medical Services 
Committee was. set up last year to~ help, solve problems 
that concern both consultants dnd general practitioners. 
One that came before the subcommittee recently concerned 
domiciliary consultations. There was sard to-be an increas- 
ing’ tendency for these to be conducted, without the general 


- practitioner being,present, and the subcommittee agreed that 


. ideally both consultant.and general practitioner. should be 
present at the consultation. It therefore passed the follow- 
ing resolution: “-That in the opinion of’ the subcommittee 
a domiciliary consultation should be a consultation with 
both the general practitioner and consultant present, and 


that only in exctptional circumstances should a consultant 


_ conduct such a consultation in the absence of the general 


practitioner.” : : y 
° , -What to Tell the Patient ee 


A delicate situation has atisen sometimes wher a consul- 
tant, seeing a\ patient referred to him by a general practi- 
tioner, has told thé patient. that he is advising the ordering 
of a particular preparation for treatment. Sometimes the 
-preparation has proved to be one that cannot be prescribed 
-under the National Health Service, but one which the patient 
must pay for. The general practitioner is in an invidious 
position when he has to explain this to the patient. The 
Central “Consultants, and Specialists Committee therefore- 
agrees that when a consultant Sees a patient in the absence 
of his general pra¢titioner—for instance, in the out-patient 
department—he should not reveal to the patient the details 
iof the treatment’ that he is advising for him. 


VE Out-patient Priorities - k 
At a méeting on December 6, 1950, the Central Consul- 
tants and .Specialists Committee resolved that; where 2 
hospital out-patient “appointment system is in operation, 
“arrangements should’ be made for urgent cases to receivé 
‘priority on the recommendation of the general ‘practitioner. 
During discussion of the subject- the view was expressed 


that it might’ be desirable that requests for priority treat- af 


ment should be granted on the authority-of a medical 
member of the hospital staff’ as distinct from a lay. clerk. 
‘The Joint Subcommittee has endorsed thé resolution of the 
Central Consultants and Specialists Committee ‘with the pro- . 
viso that, requests for urgent out-patient appointments may. 
have to.be scrutinized by a member of the hospital medical ` 
staff in certain circumstances. » r °F 





PART-TIME NATIONAL SERVICE _ 


` On‘completion of their period of whole-time service medi- , 


cal officers are liable to be called upon to perform the 
period of ‘part-time service provided for in the, National- 
Service Acts, 1948-50. The maximum training obligation * 
during the  three-and-a-half-year period of part-time ser- 
vice is 60 days, not-more than 21 days’ training being per- 
mitted ‘in any one year. Except for periods of training, in 
“respect of which a training notice is issued, one,day 1s 
defined as any period between 6 and” 24 consecutive hours, 
but. hourly training periods may be aggregated at ‘the rate 


of fdur such periods to a day. yo, 

The actual training requirements for.medical officers, vary 
cons:derably between the three’ Services.. The Armed Forces 
Comimittee of the B.M.A. has represented to the Ministry 
of Defence that the requirements should be made more 
similar, but, the Department has replied that- this is not 


rR x i 
$ 
4 


„possible owing to differences in organization and training | 


“between the three Services. The present requirements, which 


` are, not final and which may be altered at any time, are set * 


out’ below. A f = 


i @ re 7 

Royal Navy.—National Service medical Sfficers are expected to 
join the permanent R.N.V.R “Officers of the Medical Branch, 
R.N.V.R., must do 14 days’ training every other year. This 
training will be performed ın a Naval hospital or Naval~depot, 
or in a suitable ship, at the discretion of the Admiralty. Medical 
Officers also have certain duties, at divisional headquarters in 
cance with the examination of recruits for the Reserve and 
drafts. . ? . A 

Army —As a general rule National Service. medical officers 
will perform their part-time National Service m the Terntoral 


Army They will be required to attend three 15-day annua «e 
- camps and five days of other training or hourly training periods 


in lieu. , A - Pan e 

R.A.F.—National Service medical officers will perform their 
part-time service in the Restrve of Air Force Officers (National 
Service List). At present such officers are not recalled for reserve 
training, but a recommendation 1s under consideration that they 
should be recalled for one short refresher course during their 
„period of liability, to keep them in touch with Royal Air Force 
administrative procedure, etc. ne 5 

“4 


’ 


4 2 General 


Medical officers will, receive full rates of Service pay for 
r complete’ days of part-time National Service training, but 
they will receive -6s. a day less than the full Tate of mariage 
allowance, which is not payable to National Service officers. 
In the case of doctors employed by-hospitals, the Ministry 
of Health has laid down that special leave without pay must 
be granted for the necessary training period, unless the 
officer prefers the period of absence to count in whole or 
in. part against his annual leave entitlement. A general practi- 
tioner (principal) in the National Health Service is required 
to provide a deputy during his absence: Although this is 
an expense which could hardly have been visualized by the 
Spens Committee when it framed its recommendations, the 
Ministry of Health and ‘the Service Departments, in reply 
to representations by the General Medical Services Com- 
mittee, have declined to make any financial adjustment to 
meet it. - yo D ees 
This statement does not refer to doctors recalled for 
training with the Class Z and Class G reserves. ~ 


oe 








Heard at Headquarters : 








: Scientific Meetings . f 
One of the regrettable consequences of the abandon- 
ment of the'South African Joint Meeting is that there will 
be no scientifi¢ meeting of the Association this year. The 
: greater the pity, Because the scientific meetings at Cambridge, 
Harrogate, and Liverpool- were so well attended in com- 
parison with pre-war days and reached such a high level of 
interest., Indeed, one of the features of the time which 
comes home to anyone who has watched medical societies 
over many years is the revival of interest in scientific meet- 
ings. This is seen conspicuously at the Royal Society of 
Medicine. Before.the war nearly all its Sections found the 
small hall sufficient to accommodate their nieetings, but naw 
nearly every Section has to move,into the Barnes Hall, .which 
is twice the size of the other. Moreover, the discussions, in 


which only a few select individuals used to join, now extend : 


_ beyond the customary hours, and presidents of Sections, 
- instead of having to implore members to get up and speak, 


- have sometimes : to discourage them. The.other night a - 


meeting of the United Services Section, with the Section’ of 
‘Surgery, discussed the treatment of burns, and went on for 
almost three hours. The’same is true of the Medical Society 

` of London, at whose meetings often some members have to 
stand throtighout the proceedings. Moreover, these scientific 
discussions are no longer restricted to consultants; many 
‘general practitioners fiom all parts. of London and outsids 
participate. a N 
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KE Charges for Private Beds, = “7 
~ SR—At its last meeting. the council of the Regional 


Hospitals Consultants and Specialists Association passed the , 


x 


following resolution? 


The council of this -association has noted with concern the 
rising, maintenance charge for private patients in hospital. As 
every patient is entitled under the National Health Service Act 
to accommodation and maintenance, the council is of the opinion 
«that the private patient should only have to pay the surcharge 


‘e efor, a private bed in addition’ to the medical fees. 


The double burden that is borne by the private patient 
ander the present system of payment for private beds is a 
deterrent of no mean order, and the council has felt that the 
publication of this resolution might- stimulate local opinion 
to direct further pressure, both through medical advisory 


committees and through hospital management committees, - 


upon the Minister with a view to some modification on the 
lines suggested in the council’s resolution.—I am, etc., 


pn NIGEL CRIDLAND, 
Hon Sec, Regional Hospitals bee am and 
- Specialists Amociation 


Payment for ‘Services Rendered’ 


Sm,—The “simple alteration in the system of remunera- 
tion” suggested by Dr. Louis Crawford . (Supplement, 


. 


February. 3, p. 35) will awaken memories in some ‘of the. 


older practitioners. . 

` When, in 1911, Lloyd George’s 
fruit ” and“ 
ment then was not per capita but for itemized’ services. 
Doctors had to submit their monthly accounts to the com- 
mittee, and I remember the size of the folios which over- 
flowed my desk-top: they were about three feet by eighteen 
inches, with an enormous amount of tabular detail. All the 


“rare and refreshing 


. services tó the patients as outlined by your correspondent, 


together with others, were provided for. The grand total in 


monetary figures looked fairly satisfying in thé eyes of- 


beginners, for sure money supplanted many doubtful private 
bills. 

I was one of the many who kept faithful account of such 
services rendered, but, let it be recalled in hushed tones, 


, ‘there were some doctors who visited anaemic servant girls 


thrice: daily (Ob yes, there were servants in those days) and 
ran up fine big bills, even if they did not actually cook the 
books, Needless to say, the insurance committees could-not 
-stand'the racket, and, 1f memory serves me right,.after the 
first or'second quarter payment by capitation was enforced. 


ninepence for fourpence ” was introduced, pay-. > 


have been degraded to otice-boyi for prescriptions , and 
certificates, we are ‘forced to send patients;with septic fingers, 
varicose ‘veins, and other minor ailments, which could be 
treated in our surgery, to the hospital out-patient department 
because we are too busy collecting panel cards. 

Dr. Crawford is quite right when he says that there is no 
need for‘a fixed list of patients. . What we need in this so 
rapidly changing world is an entirely different system of 
remuneration. 
efforts and not by the number of panel cards we or our pre- ` 
decessors were “fortunate ” to collect. 

This new ‘system of payment, taking into account the work 
we do, will go far to raise the standard and reputation of 
the general practitioner, at present in danger of being lowered 
still further by this old-fashioned and unworthy capitation., 


„Payment: : 
” Details of such a new plan could sodn be worked ont ‘ 


and forwarded to the B.M.A. for consideration if supported 
bya large’ number of general; practitioners; —I am, ètc., 
Southend-on-Sea CAESAR RUMMELSBURG. 
: nN / ‘ 
So ny Service Pay’ © i ~vi 


` 


Sm,—In spite of the lerigthy discussion (e: 8-5 Supplement, 


_ January- 27, p. 30) which, has appeared in your columns, — 


and the negative’ response which the efforts yof the B.M.A.: 


We want to be paid for our skill and our | 


I 


have evoked from the Defence, Departments’ of the Govern- “` 


ment, there are still some points iù connexion with ‘the’ pay 
of National Service doctors which,, I feel, are worthy of 
mention. 

The general impression oné receives. is” that by far the 
greater part of the “G.P.” work in the Forces is being 
carried out by N.S. medical ‘officers, and one cannot assume 
otherwise than that these people-are so much cheap labour 


so far as the Government, is concerned ; and by what sudden. ' 


enhancement of their productivity dọ ‘they, become éligible, 
for the Regular’s pay after serving an “apprenticeship ” of 
18 months ? The new pay scheme is obviously being grossly 
misapplied in the case: of N.S. medical officers. 

Secondly, one might ask what. incentive there is for a 


: general duty medical officer to sign on, either for a short 


What a fool I was not to have made my fortune in those ; 


brief six months. History tended to repeat itself at the 
start of the present dental service, which has already, seen 
drastic cuts even for itemized work.. 
The above musings are quite apart from the joaeedelayéa 
decision on what'is actually fair, payment for the general 
. practitioner.—I am, etc., 


_ Petts Wood, Kent B. TAON BILLINGS 


SRI ahakar agree with Dr. Louis Crawford’s 
letter (Supplement; February 3, p. 35) suggesting an altera- 
tior in thè systèm of remuneration for general practitioners. 


He advocates the abolition of the panel-list systēm, which . 


should be replaced by a system ‘of payments ‘for individual 
services rendered. . 

I firmly believe. with him that this system of capitation 
fees, which might:have been appropriate 50 years ago, is out 


- of date and unworthy of our profession. I also believe it 


is responsible for thé great uneasiness and deep feeling of 

frustration, particularly, among the younger generation ‘of 
` Rae practitioners. 

- The art of general medical practice has been | going though 

“a very sèvere crisis for some time, especially so since the 

introduction of the National Healti: Service in 1948. ‘We 


A 


tà 


service commission or as a Regular. Having no specialist 
qualifications, he is condemned’ to -one of, two courses: 
either to continue with the dreary, and at times. exceedingly 
tiresome, routine of an M.I. room or station sick quarters, ' 
or else to pass ‘into the administrative sphere, where he will, 
‘certainly receive rapid promotion but at ate same time say 
good-bye to his medicine. y 

” Finally, might one ask if the Defence Departmènts have’ 


-any idea of the financial commitments of N.S. doctors ? 


Many have family responsibilities, most have personal 
insurance policies to keep up, and a good proportion are 
still paying their contributions to. hospital superannuation 
schemes. Nearly all will wish to keep up -their subscrip- 
tions to scientific journals, and all have to belong” to a 
‘defence society. In my own case, which I think is average, 
the total of all , these payments amounts to two months’, pay 
each year. 

It is,to be hoped that all channels are not yet closed 
to further negotiation on this subject by the Armed Forces 


«Committee of the B.M.A—I am, etc. . 


1 NATIONAL | SERVICE MEDICAL OFFICER , 


Ophthalmologists’ Feés 


Sr—I think Dr, J. H. Austin’s suggestion (Supplement, 
February 3, p. 36) that the ophthalmic medical practitioners 


' should negotiate jointly with ophthalmic opticians will 


receive as little support from the profession as a whole as'‘it 
did at the meeting of ophthalmologists. held in London on 
February 2. Personally, I feel that one of the reasons for 
the cut in the fee is due to the fact that ophthalmic medical 
practitioners have been working on the premises of dispens- 
ing opticians} and I think it is yery unwise for medical men 
to be mixed up-with trade in any way. When the original 


‘fee of £1 lds. 6d. was negotiated, it was understood that , 


Be ia E 


one-third of this fee was for the expenses of the ophthalmic 


, i 
ve ` 
, 


1 
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surgeon’s consulting-room and his secretarial ‘assistance. I from his regular ‘colleague: first; à rate of pay which was, 
do not know of any general practitioner who has a - considered inadequate in 1920; secondly, a greatly reduced’ 
consulting-room in a chemist’s shop, and I think the two marriage allowance; thirdly, no overseas allowance what-e 
instances are parallel soever ; fourthly, reduced periods of leave identical with | 
The first mistake was that the profession, as a whole, those -of a conscript under training? and, lastly,” a uniform | 
turned a deaf ear to those of us who made. the obvious allowance reduced to £14. At the same time the M.O.’s 
suggestion that the terms should be negotiated and that a expenses, such as mess subscriptions, are based on the 
definite contract should be obtained before the doctors agreed increased pay of regular officers. : i 
to enter the Service at all. The second mistake was that, The argument that the National Service M.O.’s pay is 
having failed to do this, the Negotiating Committee, when- comparable to that of a hospital appointment is entirely 
they agreed to a fee of £1 11s. ‘6d. for ophthalmic medical irrelevant and in most cases even untrue. A hospital 
practitioners, made no contract to the effect’ that this fee appointment is a stepping-stone in a career, whereas 
should be in force until the permanent eye service was insti- National Service, with a very few exceptions, is a serious 
tuted. This last cut from £1 5s. to £1, which followed as a: handicap to a career at ‘a most important time. Since the : 
result of the Negotiating Committee’s efforts to have the fee M.O. accepts this handicap through a sense of duty, it is 
/ restored to the ‘original amount, makes our plight almost as intolerable that he should be subjected to absolutely unz 


` sad as that of poor Oliver Twist.—I am; etc., » , ` justified financial hardships —l] am, etc., 
Camberley, Surrey, : } LESLE HARTER R.A.F. M.O. 
Charges on Prescriptions ` ** We understand that National Service officers receive 


th licable to le regular officers. 
Sir,—It is thought by many that a charge of a flat sum, the ov grr E oo a sing st 





say Is., on every prescription would reduce a great deal of ' : . 
` = 
a unnecessary prescribing that the general practitioner is : 
ily called upon to perform, lighten his task, and reduce ' intm f 
the cost to the nation. There appears to have been doubt H.M. Forces Appointments ior, 
about the administrative possibility of doing this. f = 


May I suggest that this could be simply overcome by mia tad i rf 


the patient sticking a 1s. postage stamp in the top left-hand ' ROYAL NAVY ' a 
comer of the E.C.10 prescription form. The chemist will. Sueo Commander L ra Grad tote Surgeon Captain. 


not dispense this prescription if there is no stamp affixed. Acie cüng Interim Surgeon Commanders i H. Murchison, OBE, 
Having dispensed a prescription bearing the 1s. stamp, hê epbum Ellis, O.BE., G. H. C. R Critien, J, P. T. 


supeyimposes his rubber stamp over the 1s. stamp. Excep- pe liw wood, G fa Hardman, B . M. Goldsworthy, and §. Miles to 


tions must be made in the case of. pensioners, on whose - Acting Interim Surgeon Lieutenant-Commander J. C. - Biggin 
prescription the practitioner will make an appropriate son has been transferred to the Permanent List. ~ $ 

mark, and initial it, in the top left-hand corner ;also in some Rov Nawik Von dave: 
‘cases of emergency in the night or late evening, when a 3 ‘ rgeon 
_ 1s. stamp cannot, be purchased. T this case a different mark 'Captai Surgeon Commander HM, Willoughby, VRD. t0 DoS 


“could be made by the practitioner and initialed. - TERON Commander‘ F E. D, Halon, V.R.D. has been 
For those patients op a' doctor's dispensing list a card removed from the Active List at his own request. 


could be produced with spaces for 1s. stamps.’ Every time ee PuB Moroney, V.R.D., has “been ` 


ı a mixture was dispensed, either during a consultation at the Surgeon Lieutenant-Commanders J. A. Shepherd V.RD., 
surgery or at the patient’s home, the card could be produced P. d B: Torte. V. RD. nA F. M. Barron, and D. J N. McNab 
properly stamped and the stamp endorsed by the doctor. ‘to be Surgeon Commanders À 

This system would not involve either the doctor” or the Surgeon: F Lieutenant-Commander R. B King, VRD., hasi, 


chemist in any monetary calculations and would ensure that , Surgeon Lieutenant-Commander M. D.. Messent has been 
only those genuinely in need of medical attention sought the removed from the Active List, 
services of, the general practitioner. —I am, Ete., g ROYAL AIR FORCE ° 
Bridawa : J. HANw. EALE. : 
RUST ax B Air Commodore J MacC, Kilpatrick, O.BE., has been granted 
: g P ' 7 ' the-acting rank of Air Vice-Marshal. : 
i National Service M.O.s i . Group Captam (Acting Air Cémmodore) F. B. Lipscomb to bo 
i : Air Commodore. 
Sm,—The low pay and short leave, periods granted to Wing Commanders O. S. M. Wilhams and T. C. MacDonald, 
National Service personnel are in keeping -with generally A.F.C., to be Group Captains, : 


accepted principles. The expensive training of the National yoguadron Leaders R. Maycock, A.F.C., J. P, bard al R. O. 
Service conscript is hardly completed before he is due for ' Yeh bury, eS: Nabes G Mo ea "0, Ric ei 
release, and it 1s reasonable, therefore, that while under Flight a TH: s. Burns ns resigned his commission, 
training he should not be paid at the rate of a regular, and retaining the' rank o FS ron er 
i : “2 Flight Lieutenant P. A. W. Lea has relinquished his temporary 
that his training should not be interrupted by. frequent- n Plight Lie retaining the rank ‘of Squadron. Leader. P 
periods' of leave. The country appreciates his position and ` J, E. Malcolm to be Squadron Leader (permanent). 
grants him increased pay and extra leave during his, last Peis tLentenaots D. G. Jarman and J. K. F. Mason to be 
uadron ers 
T months of Pe by ae 2 he is or some se 10's Pe ea Officer Employed wi the Medical Branch of the 
country as a fighting uñi A.F.—Mary Robertson to be Squadron Leader (permanent). 
It is incredible that these principles should be applied to, Fight Lieutenant M. H. Power has relinquished her, temporary 


the National. Service M.O —a fully qualified professional ` commission, retaining the rank of Squadron Leader. , 


man with postgraduate “hospital experience. The, only, - 
~expense to which the country’ is put in training “him is the- The: fol COLONIAL MEDICAL SERVICE sai ee 
provision of a one-month. period’ at a’ training establish- o- 10. a PS appointments have been announ : 
ment. After this course the National Service M.O. is’ Abbott, BBa BiS È. PH Deputy pieste S., of Medial PET 
expected not only to ‘undertake work identical to that of Assistant Director eh Medical see Nyasaland ;. T. L. Lawson, 
his. regular colleague but to acquiesce.in the same incon- M.B., M.Ch.,“F.R or Specialist. Nigeria ; = 
venience of posting. For example, one National Service Maceo ee T AD. Unen, ND Naa D. oe 
M.O.,of my acquaintance was posted four times in a fort- | Griffith, L:R.C.S.. Medical Officers, Federation of Malaya; B. A. 
night, a liberty, which would never have been maken with “Ranier, MB, Diset Medical oe Windward, p pms 
any conscript | other than a doctor. . nan ica cer (temporary), Britis 
The R.A.F. shows its appreciation of this’ state of affairs cue Hohenbalken, M.D peice Ocoee (temporar), 
by making five distinctions in a National Service M.O.: Honduras; J. Sekanina, M.D., ‘Medical Officer, Tanganyika. \ 
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Association. Notices 
e va at 
A’ PROPOSED NIGERIA BRANCH 
Notice -is hereby given by~the Council of a proposal’ to 


‘ r 


form a Nigeria Branch comprising the Colony and Pro- _ 


,tectorate of Nigeria and the Cameroons under United 
Kingdom Trusteeship. - 


_‘7, Any member affected by this proposal and objecting 
`. thereto should write to the Secretary of the Association 


` 


$ 


1 


m SA A. MACRAE, ’ 
se A E ee Secretary.. 
i <| Diary of Central Meetings >`. 
a ee A _ FEBRUARY rr ye ' 
26 Mon. Amending Acts Committee, 2 p.m: i 
26 Mon. Office Committee, 4.30 p.m. S 
27 Ties. Whitley Committee B—Staff Side, 10.30 a.m. - 
> 27 Tues. . Central Ethical,Committee,-2 p.m. 
28 Wed. Committee re Organization of Scientific Sections 
: : at Annual Méeting, 10.30 am. on . 
28, Wed. Assistants and Young Practitioners Subcommittee, 
“General Medical Services Committee, 2 p:m. 
' 28 Wed. General Practice Review Committee, 2 p.m. 
28 Wed. Maritime Subcommittee, Private Practice Com- 
g mitteg (date changed from February 7), 2 p.m 
` a f , MARCE n 
2 Frl Services Committee, 10 a.m. ; 
A 2 Fri -Library Subcommittee, Science Commutttes, 
ee ` 12 noon. i 
2 Fri ~- Science Committee, 2 p.m. > ig ' 
. 6 Tues Organwation Committee, 2 p.m. E 
7. Wed ` -Staffing Committee, 10.30 a.m. , i 
7 Wed Finance Committee, 2 pm a 
“7 Wed Assistants and Youhg Practitioners Subcommittee 


\ 


` with Barrow and Furness Clini 


not later than March 20, 1951. 





% General Medical Services Committee, 2 p.m 
8 “Thurs. Journal Committee, 2 p.m. a 
8, Thurs . Committee on Psychiatry and the Law, 2 p.m. 
14 Wed Council, 10 a.m f ear 

‘ 45 Thurs. Radiologists Group Committee, 2 p.m. a 
29 Thurs. Special Conference of Representatives of Local 


N 


Medical Committees, 10 a.m. 
vo , ~~~" APRIL P 
11° Wed. Private Practice Committee, 2-p.m. . r 
19 Thurs. Dermatologists Group Committee, 10.30 a.m > 


= ` 


: - Branch and Division Meetings to bé Held 
Coventry Division —Tuesday, Februa ) 
“ Auricular Fibrillauon—Its Causes and Treatment.” 4 
Fıcuey Division.—At Finchley, Memorial Hospital, Friday 
‘March 2, 8.30 p.m., Mr. Guy Blackburn. “ Some Urological 
Problems of Common Interest.” + : 
North Lons- 


Furness Division.—At Orthopaedic Departmen 
dale Hospital, Tuesday, February eu A p-m., combined meeting 


` 


Harrbw Drvision.—At Clay Pigeon Hotel, Field End Road, 
Eastcote, Ruislip, Tuesday, February 27, 8.30 p.m., meeting. 

Soutn-east Essex Division.—At Nurses , Hall, Rochford 
Hospital, Friday, March 2, 8.30 p.m., annual B.M.A. lecture by 
“Mr. Aleck W. Bourne, “The Patient as an Individual.” Wives 
of: members, the local Dental Society, and nursing staffs of local 
hospitals are invited. : ` 


SrockrortT Division —At Stockport, Infirmary, Tuesday, 
February 27, 8.30 p.m., address by Professor A. M. Boyd 
“ Arferjal Deficiency in the Lower Limbs.” , = 7 

Srockport Diviston.-;At Lyme Hall, Disley, Thursday, 


March 178 for 8.30 p.m, annual dinner and dance. 


Sutton CoLpFiaip Division.—At Sutton Coldfield “ Hospital,” 
Friday, March 2, 9 p.m , address by Dr. Clifford Parsons: “ The 
Virus Pneumonias.”- 3 


- not change with the passing of 


“ Dr. Walshe, said what a privilege it ha 


21, Dr. A.J. Wilson: _ 


a yus 

= , s a 

5 Meetings of Branches and Divisions 
. +. NORTH oF“ENGLAND BráncH ` . 

The first, of the autumn senes of scientific meetings of the North 
of England Branch of the British Medical Association was held 
on September 21, 1930. The first half of the evening was taken’ 
` by a demonstration of. tumours of the ‘intestinal tract. 
Mr. John Gilmour gave figures showing the results for a number 
of cases surveyed over several years. He emphasized the necessity 
for earlier and more accurate diagnosis, and pointed out the poor 
prognosis of cases of cancer of the stémach. He showed a 
number of patients; some before ‘operation and some after 
operation, and included in his demonstration many interesting 
pathological specimens of all types of growths, = §. | , 
| Mr. J. D. Rose dealt with tumours of the oesophagus. ‘He dis- 
cussed the diagnosis of dysphagia and demonstrated an interesting 
‘case of carcinoma of the oesophagus, where the growth had been 
successfully removed and the patient discharged from 
fit and well, : i Ee, 

Mr.J. D. T. Jones then read a paper on tumours of the small: - 
and large bowel, which was particularly appreciated by the large 
number of general.practitioners present. ; ee zt ' 
~ During the second half -of the evening-Dr. F. M. R, Walshe 

ve an address entitled “ Is there a Philosophy of Medicine ? ” 

r. Walshe began his lecture with a definition ‘of. the subject 
and a discussion of its four separate sources from which its study 
arises He gave as his opinion that doctors may soon be regarded - 
as pure technicians making people well as it were mechanically 
and that this concept had been found wanting in that jt tend 
to be too matenalistic. There was the necessity for a philosoph 
of medicine to give us a better understanding of what we thin 
„or, do, and after. discussing the relationship of philosophy to 
scientilic studies he put forward the thesis that philosophy is the 
supreme science. ` si í . 

Dr. Walshe stressed the need for philosophic thinking in the 
study of the investigation of a case, so that ‘it could be decided 
what method ‘of approach was indicated, first, what laboratory 
methods to use and what to discard. He did not mean that we 
should not use laboratory _methods,: but the’ clinical approach 
was the first step and there was no substitute for the clinical 
approach. He also stressed the need for accurate language, and 
pointed out that accwate language meant accurate thinking. He 
mentioned the Hippocratic oath and moral pone which did 

a or with the increase in know- ' 
ledge, and he emphasized the dangers of departing from a moral 
Philosophy: | ‘ 

Professor F. J 


[A 


a vote of thanks to 
Been to have him in 
Newcastle to sponke He remarked that there may have been 
occasions when he disagreed with Dr. Walshe on some particulars, 
but that night he had been in full agreement with everything that’ 
had been said. The vote of thanks was greeted with acclamation.’ 

On October 19, 1950, the second scientific meeting of the 
British Medical Association was-held, when Mr. F. Brathwaite‘ 


. Nattrass, in proposing ' 


. 


and his staff gave a,most.illuminating demonstration of a host ` 


of different cases showing the results of plastic surgery. 
The second half of the evening was taken'up by a film demon- 
stration given by Mr. L. W. Plewes, of Luton, followed by a full 
discussion, He first showed the B.M.A. film Infections of the 
Hand, producea zat University’ College Hospital, This was 
followed by a short film of his own showing his method of- dress- 
ing septic hands under a bath of ultra-violet light and his method 
of treating suppurative tenosynovitis aspiration and replace- 
‘ment by small amounts of penicillin. e film, and particularly 
the method of carrying out ifcisions under local block analgesia 
led io a lively discussion in which many members took part, and 
the experiences of the local hand clinic were mentioned. 
-~ Mr. Gilmour proposed a very cordial vote of thanks to 
Mr Plewes, and this was carried with acclamation: 

. On November 23, 1950, the third meeting of the course was 
taken up by the presentation of a film and an` address by 
Professor A. M. Claye, of Leeds. His address was.on the second 
stage of labour, and it was much appreciated by the large number 
-of general practitioners present rofessor Claye dealt first with 
the diagnosis of the second.stage, and emphasized the symptoms 
which should be obvious before a physical examination was made. 
He then discussed the cause of delay in the second stage and how 
it should be remedied, and went on to consider the question of 
episiotomy ey : x i : - 
_ Professor Farquhar Murray proposed a vote of thanks in his 
usual exhilarating manner, and this was responded to enthusiasti- 
cally by the audience, f : 


` 
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Dangerous Drugs Act: Withdrawal of Authority ~ 
The Home Office announces that Dr. Henry Joseph Constanune 
* Churchill (London) is no longer authorized to be in possession of 
or to’ prescribe those drugs, to which the Dangerous Diugs ~ 
Regulations apply Pas ee 
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GENERAL MEDICAL’ SERVICES COMMITTEE current ‘inquiries to be completed in ample time for local 


An all-day meeting of the General Medical Services Com- 
mittee was held at B.M.A. House, London, on February 22,- 
with Dr. S. Wano in the chair. The Committee heard with’ 
. regret of the death of two former members—Dr. G. 
McGowan, of Manchester, who was for many years’ dn the 
Insurance Acts Committee, and Dr. Norman Stewart, of 
Edinburgh—and aie a vote of condolence with their 
families. 1 


me Practice Expenses | 

The Committee had before it a summary prepared by the’ 
Inland Revenue authorities showing the results of the 
inquiries into the \practicel expenses of general practitioners. 
This had been undertaken with a view to arriving at the 
‘ appropriate expenge ratio to be considered in arriving at, 
. general-practitioner net remuneration. The number of cases’ 
which could be used in the sample was small, and both the 
Government, actuary and the Association actuary agreed 
, that some modifications“ would be necessary. - After long 
. discussions in a. conference between the Chairman's Advi- 
sory Subcommittee and the officers of the Ministry, at which 
both’ actuaries were present, the view of the Association 
actuary was that the overall expense ratio should be 37.5%, 


but the Government actuary considered that the figure. 


should be 36.5%. It was not possible at the discussion to 
agree on the mean figure of 37%. 

At a later stage of the meeting a letter was received from 
‘the Ministry. stating that it adhered to the figure of 36.5%. 
The Committee decided, with the support of its actuary, to 
contest this figure when the deputation from the Committee 
meets the Minister on, February 28 to continue negotiations ' 
on increased remuneration. 

The deputation to meet the Minister was constituted as 
follows: Dr. Wand (Chairman of Committee), Dr. W. Jope 
(Chairman of Conference), Dr. BE.’ A. Gregg (Chairman of' 
Council), Dr. H. H. D. Sutherland (Chairman of Amending 
Acts Committee), Dr. A. Campbell, Dr. H. G. Dain, 
Dr. A. B. Davies, Dr. F. Gray, and Dr. W. “M. Knox, 


with the actuary, Mr. R. C. Simmonds, F.I.A. ~The CHAIR- . 


MAN mentioned the great indebtedness of the Committee to 
Mr. Simmonds, and an appreciation of his services was duly 
minuted. 

The SecreTiry ‘of the Committee (Dr. D. P. Stevenson) 
reported: that he had‘had an interview with the Permanent 
Secretary of the Ministry® of Health, upon whom he had 
urged the exigencies of the Committee's programme in view 


or the Special Sonterence on March 29, and the necessity for, 


medical committees to instruct their- representatives. Cer- 


tain undertakings had been given by the Ministry about 
information which would be available by a certain ‘date, 
enabling some of the necessary calculations to be made.. 

‘It was ‘explained : that the current discussions would be 
without prejudice to a’ further inquiry into the difference 
in expenses attaching to practice which had arisen since 


- 1949. The Board of Trade would inform both sides on 


the’ broad divisions in which expenses were ‘grouped, and 
in each division there would-be inserted such modifications 
as appeared to have taken place during the last two years. 
The Chairman asked members to work out their own 
expenses under the various headings, setting them out as 
percentages of the total expenses. 

Tt was agreed to hold an emergency meeting of the Com- 
mitteé on March 6 to consider the result of its deputation’s 
discussion with the Minister. 


i 1 Alternative Service 


The Committee considered a memorandum prepared by 
Dr. G. L. McCulloch, secretary of the Isle of, Ely Branch 
of the British Medical Guild, which suggested that there 


should! be organized, area by area, a temporary general- 


practitioner service calculated to bring a steady income to 
the doctor during any lengthy period of dispute and to insure 
the public against the burden of heavy costs in sickness or 
accident. The example of the Public Medical Services. set 
up by the profession on a voluntary contributory basis in 
many parts of the cointry between the wars was instanced. 

It was agreed to set up an ad hoc committee to examine 
possible schemes, the Chairman's Advisory Committee to 
look at the matter ‘in the first place. . 


Central Health Services Council ` 


“The Committee resumed, from its previous meeting the 


consideration of its attitude to the composition and terms 
of reference of the committee which has been set up by 
the Central Health Services’ Council to study general prac- 
tice.’ A letter was réad from the Ministry of Health’ stating, 
inter alia, “ Whatever arrangements may be in operation at 
the time when the Committee reports may well need to be . 
reviewed in the light of their recommendations, and we 


shall on both sides be aware of the possibility of “future” 


alterations when the forthcoming discussions take place, 
but those need not delay an interim settlement on the 
matters likely to be, covered by the discussions.” 
+ ' a ` 
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‘Fhe CHAIRMAN said that it t doula be necessary to decide 
whether to give evidence to this: Committee.‘ One’ essential 


e preliminary was that they should håve an opportunity of, 


consulting with the Ministry ‘before the Minister decided 
to accept its findings.°  ' 

Dr. Dain, a member of the new committee, repeated the 
statement he had made to the B,M.A. Council on February 7. 
. The chairman of the Central Health Services-Council had 
had a letter from the then Minister of Health stating that 
he would be glad of the Council’s views whether there were 
any features of the National Health Segvice Jikely to pre- 
1 vent the general practitioner from@ving his bst service to 
his patients. He (Dr. Dain) had poposed that as this was 
æ 4 medical problem it should: go to the Mediéal Advisory 
Committee, but this was net accepted, on the ground that 
lay people were also interested in this subject, and it was 
remittted to the Chairman's Standing Committee; to which 
‘he himself was co-opted, t@ suggest names.. The names 
suggested, with few or no changés, were accepted by the 
Central Health Seryices Council. All the medical members 
of the Council itseff were included, together with a number 

of other practitionegs who were known to be interested. 
The National Health Service Act stated that standing 


committees” of the Central Health Services Council should - 


consist “ ‘partly of persons, whether members of the Council 
or hot, Appin by the Minister after consultation with 
representative organizations.” In this case there had been 
no consultation with the G.M.S. Committee. Dr. Dain, 
however, pointed out that the new committee was not a 
standing committee, and would not have the power of a 
standing committee of reporting directly to the Minister ; 
it would report to its Council.- It'was finally decided that 
the Committee should seek an interview with the Minister 
to discuss the general principles involved. 


The M.P.U. and the New Committee $ 

‘Dr. Howm Woop’ drew attention to a statement im ‘the 
Medical Practitioners Union News Letter of January 30 
to the effect that the Union had,asked the Minister to set 
up such a committee as had now been set up by the Central 
Health Services Council, and-that “ the Union has rendered 
good servicé“to the profession by helping to get it set up.” 
He’ was surprised that when, on: January 28, the G.M.S. 

- Committee was discussing at length the setting up of this 

-.mew committee the representatives of the M.P.U. had not 
taken them into their confidence and told them that it was 
the Union which had taken the initiative. 

Dr. Bruce Carpew said that any silence on his part on 
the previous occasion was not due to lack of frankness. It 
was very easy to claim for any individual body that its 

“ representations had borne fruit. It was on May 18 of last 
year that the Union wrote to the Minister on the subject, 
and there was no reason to suppose that it was solely due 
to its request that the thing was brought about. He had 
not wanted to jump up and take particular credit. : 


that the future of general practice had been committed 
into the hands of a body which might have been somewhat 
different ‘in persopnel had the G.M.S. Committee, as the 
body representative of general practitioners and responsible 
for all negotiations, in the general practitioner field, been 
consulted. He reminded, the Committee that when the 
Céntral Health Services Council was set up it was con- 
sidered that it would be a body which would deal, not 
with terms and conditions of service, but with the academic 
side of medicine, and it was on that basis that nominations 
were originally made on behalf ofthe. profession. ‘ 

After further discussion it was agreed that an interview 
should be sought with the, Minister to discuss the general 
principles, involved, 


1 Discussions with the 
The CHAIRMAN “Feported on various matters which had 
been discussed between! “Ministry , officials and representa- 
tives of the Cegnmittee at a “not unsuccessful” meeting 
on February 1.°"On the question of change of doctor the 


On the main question the CHAIRMAN said that he felt | 


ane l 
Committee had stressed the necessity of retaining on Form 
E.C.1 provision for the patient to apply for transfer to 
another doctor when the medical card was missing, and the 
Minstry’s representatives had agreed that the argument had 
force and promised that Form E.C.1 would be redrafted 
with this in mind. and submitted again to the Committee 
in the near future 

The problem‘ of the fee in cases of dental. haemorrhage 
appeared to be on the way to sdlution. The Ministry had 
been exploring the possibility of requiring the dentist to 
attend cases of dental haemorrhage personally or make 
_ arrangements for their treatment in his absence. The doctor 
would be empowered to receive a fee`from the. dentist as 


in the case of a dental anaesthetic, the dentist claiming the. 


fee from the executive council. 

. The department had promised to look into the question 
of using health visitors and child-welfare centres as propa- 
ganda mediums to discourage frivolous and unjustified emer- 
gency calls on doctors, and the Committee had undertaken 
to prepare a number of slogans which it was hoped would 
be suitable for broadcasting. 


General Practitioners and Hospital Work 

A report was made of a meeting between representatives 
of the Committee and officers of the Ministry concerning 
ways and means of relieving the present shortage of beds 
in hospitals and improving the machinery for securing admus- 
sion of emergency cases. Dr. WooLLey, who had attended 
the meeting, said that the officers of the Ministry were 
evidently fully in sympathy with the cutting down of hospi- 
tal beds used for normal midwifery cases, but they thought 
it would be a very difficult thing, to bring into operation 

Dr. M. Sorsgy, who had also attended the meeting as 
‘representing the Committee, ‘said that the Ministry's officials 
wanted to arrange an administrative right for patients to 
receive hospital treatment ; in his view this should be, not 
an administrative, but a statutory right. Unless there was, 
a statutory right to receive hospitalization the whole scheme 
would break down in an epidemic. 

The CHAIRMAN hoped the Committee would not attach 
too much importance to the word * ‘ statutory.” If the 
Minister was required to provide a service which could 
-be dealt with administratively the method should be given 
a trial before they sought to incorporate something on these 
lines into an amending Act. 

Among much other business the ‘Committee agreed to 


ask for the addition of gelatin sponges to the list of appli-~’ 


ances prescribable by general practitioners in the Service, 
also for 3-in. zinc oxide and rubber adhesive plasters-to be 
prescribable on Form E.C.10. ’ ‘ 

Various items on the agenda were postponed to_the special 
meeting of the Committee on ‘March 6. 








The Minister of Local Government and Planning (Mr Dalton) 
and the Minister of Health (Mr. Marquand) met the Welsh 
Parliamentary Party recently and discussed the effect of the recent 
redistribution of Ministerial duties on the Welsh Board of Health.’ 
Mr. Dalton said that these changes would not in any way weaken’ 
the position of the Welsh Board of Health. On the contrary, 
‘he proposed that the members and officers of the Welsh Board of 
Health who dealt with those functions now transferred to him 
should contimue to have direct access to him He proposed, if 
the Welsh members agreed, to take administrative measures forth- 
with to give effect to this decision Further, he proposed, again 
gubject to the agreement of the Welsh members, that the former 
regional officer of the. Ministry- of Town and Country Planning in 
Wales should similarly “in respect of these important duties have 
direct access from Wales to the Minister himself in Whitehall. 
The Minister of Health said that for his part no difficulties arose 
and that the Welsh Board of Health would continue to exercise, 
for health functions, all its existing powers. The Welsh M.P.s 
welcomed these proposals, it being understood that any questions 
of further changes, whether administrative or legislative, were 
not prejudiced ‘The two Munsters explained that they could 
give no commitments on any further changes beyond those now 
indicated by them The chairman of the Council for Wales and 
Monmouthshire has been consulted and expressed satisfaction 


-with the new arrangements. 
‘ 


r 


r 


aa 
- 


Lt 
ie pe 


HOW INTEL ELIGENT 
ARE YOUR PATIENTS? 


Ho" cay precious hours a week do you sad FA patients Sho do not eoeperate 
as they should, and who because of fear, ignorance, a haa add to your 
burdens and delay their own recovery ? : 


Every patient who has more than the most elementary Bre of what you 
are trying to do, and why you are doing it, helps to save you timé and trouble. 


INFORMED CO-OPERATION 


7 


AMILY DOCTOR, the new monthly 

magazine published by the British 
Medical Association, is a health 
magazine. Its aim is to interest, in- 
struct, and enlighten the public — by 
bringing direct to the ordinary reader 
from the medical profession simply 
presented and well-illustrated informa- 
tion on hygiene, preventive medicine, 
simple anatomy and physiology, diet, 


and other things that affect the well 
being of the individual. b: 


: FAMILY DOCTOR will try to help, 


everyone to lead a fuller life by telling 
them in a friendly easy-to-read manner 
what will enable their families and 


themselves to be healthier and happier. ` 


Your own family will find much to 
interest them in FAMILY DOCTOR—and 
so may you. 


A NEW LINK BETWEEN DOCTOR AND PUBLIC 


B’ a combination of simply written 
articles and interesting illustra- 
tions, FAMILY. DOCTOR will also include 
the features of a home magazine—such 
as cookery, sport, mothercraft—written 
with authority. This is no instructor 
in self-medication, but a dependable 


guide to an understanding of health 
and hygiene. 
it to- your patients with confidence ; 
you'll find it worth keeping. a COPY x: 
in your waiting-room. And you can 
read it yourself with interest and 
refreshment. 


You can recommend - 


OUT TUESDAY MARCH 20th 1/- 


Family Tretorn i i 


THE NEW MONTHLY HEALTH MAGAZINE PUBLISHED BY THE BRITISH MEDICAL ASSOCIATION 


At all good bookstalls and newsagents on the 20th of each month. “In case of difficulty write to Circulation 
Manager, FAMILY DOCTOR, B.M.A. House, Tavistock Square, London, W.C.1. Annual subscription 
(12 monthly issues) 14s., including postage. 

CIRCULATION MANAGER, ‘FAMILY DOCTOR’, B.M.A. HOUSE, TAVISTOCK SQUARE, 
` LONDON, W.C.1 


Please send me : Familiy Doctor for one year beginning with the current. issue. My remittance for 14/- 


(12 monthly issues including postage) is enclosed. 


OR HAND THIS FORM IN TÖ YOUR OWN NEWSAGENT 
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OCCUPATIONAL HEALTH 


REMUNERATION OF INDUSTRIAL MEDICAL 
' OFFICERS 
A meeting of the Occupational Health Còmmittee of the 
Association was held on February 15 with Dr J. A. 
VauGHAN ones in the chair. .The recent award of the 
[ndustrial -Court comgerning salaries for public health 
medica] officers was erved. The Committee then con- 
sidered the question of th e implementation and application 
of the B.M.A. Par EE A regarding the remuneration 
of industrial medical officers. 

It was pointed out that at present there is no ,official 
negotiating body of employers, although on the side of the 
officers themselves their salary scale is part of the official 
policy of the British Medical Association, and thus the 
Association would be the appropriate body to undertake 
any negotiations. Onè member of the Committee stated 
that the situation was very much the same as it was five 
or even ten years ago in that the Committee had the salaries 
position continually under review, but there was no official 
body on the other side covering the whole of industry with 
whom discussions could take place. P 

The scales of salaries for industrial medical officers were 
accepted by the Annual Representative Meeting, 1950, and 
thus became B.M.A. policy. This policy is applied * with 
regard to advertisements submitted for publication in the 
_ Journal and is constantly referred to when giving advice to 
individual ‘employers or employing bodies well as to 
industrial medical officers seekmg help and advice. This 
of course referred particularly to new appointments, but 
as matters stood at the present it was difficult to obtain a 
review of the salaries of the holders of present appointments. 

It. was moved that, in view of the practical difficulties, 
no action be taken for the present to negotiate these scales 
widely with employers, but that, on the request of an indi- 
vidual industrial medical officer or of a group of such 
officers, the Association should take the appropriate action 
on his or their behalf. This was ‘carried, and in addition it 
was agreed that any matters ansing in this connexion should 
receive the attentiod of the Remuneration Subcommittee. 

A revised draft statement on terms of service for industrial 
medical officers was considered and, after some slight amend- 
ments, recommended to the Council for adoption. It was 
explained that it had been prepared for the guidance of 
medical practitioners who were offered, or applied for, 
appointments as medical officers in industrial and com- 
mercial undertakings, private or nationalized, and special 
reference was made to the fact that in some industries it 
was necessary to provide a service to cover all emergencies 
within the 24 hours. 


Shipping Federation 

The Committee received and discussed an improved scale 
of salaries recently published by the Shipping Federation, 
to date from January 1, 1951. For a medical officer with 
one or more assistants the starting salary was £1,400, and 
the maximum £2,000; for a single-handed medical officer, 
respectively £1,200 and £1,800; and for an assistant medi- 
cal officer with four years’ professional experience, respec- 
tively £1,000 and £1,500; the annual increments being £50 
in each case. The Committee was glad to see the improve- 
ments made in the new scale, but it was agreed to bring 
to the attention of the Shipping Federation certain. discre- 
pancies between the new scales and the B.M.A.’s 
recommendations. 

The Committee devoted some time to considering various 
documents and proposals dealing with the salaries of nurses 
employed in industrial establishments, including a wage 
investigation carried.out by a large commercial firm. It 
also received a report from its Nursing Subcommittee on 
suggested amefidments to Form 923 and the Statutory Rules 
and Orders concerning first-aid boxes, together with sugges- 
tions for recasting the form put forward by Dr. J B. Wrathall 
Rowe. The opinion of the Association of Industrial Medical 
Officers is being sought on these and other matters., 
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S.H.M.O. SALARIES 


Committee B of the Medical Whitley Council has agreed® 
that, when senior hospital medical officers are first appointed 

after the age of 32, the hospital, board shall have discretion 

to fix the starting salary at any Of the next four incremental 
points in the scale (£1,300 by £50 to £1,750) by reason of 
special experence and beeen provided that the start- E 
ing salary shall not be higher than the S.H.M.O. would 
receive on age alone. 
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NATIONAL INSURANCE 


REPORT ON FIRST FINANCIAL YEAR 


There are nearly 234 million contributors to the National 
“Insurance scheme, according to the first interim report by ` 
the Government Actuary on the National Insurance Act 

of 1946. Of these, nearly 214 million are employed per- n 
sons, a little under 14 million are self-employed, and about 
chalf a million are ,non-employed. ese figures seem to 


. show that there has been a considerable shift from the 


eo 


classes of self-employed and non-employed persons to the 
class of employed persons since pre-war days. - 

In the financial year 1949-50 about £40m. was collected ~ 
om behalf of the National Health Service, and the income 
of the National Insurance fund was about £525m. In that 
year expenditure was about £140m. less than income, mainly 
because òf the low unemployment. Of the expenditure on 
benefits, one-sixth was on sickness benefit and two-thirds on 
retirement pensions. The expected cost of sickness benefit 
for the financial year was £77m., while the actual cost was Bee 
£66m. But a number of factors are not yet known precisely 
and it cannot be assumed that the average sickness per 
person was six-sevenths of the expectation 
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HEALTH SERVICE COSTS 
SLIGHT RISE `: S 
According to the Vote on Account presented to Parhament - 
on February 21 for the year 1951-2, the cost of the Health - 
Service will bè about £398m., an increase of about £6m. The 
estimate for the Health Service in England is £351.5m. 
and in Scotland £41.4m, Other items include £3.7m. for 
the Ministry of Health and £1.7m. for the Department’ of 
Health for Scotland. ~ 





ENTRY INTO GENERAL PRACTICE 
HELP GIVEN BY ADVISORY BUREAU 


The report of the B.M.A.’s Medical Practices Advisory gf 
Bureau for 1950 shows thdt the Bureau’s work continues 
to increase at all the three main branches in London, 
Manchester, and Edinburgh. The demand for assistant- 
ships with a view to partnership or succession continues 
to be much greater than the number of vacancies, though 
the number of appointments ‘filled through the Bureau 
increased from 235 in 1949 to 276 in 1950 

The number of practitioners registered with the Bureau 
who are seeking to establish themselves as principals tends 
to increase, but of an average of 750 only about 10% are 
actually without an appointment at any one time. This 

reentage is probably no higher than in years before the 
Health Service started. The Bureau is bound to work within 
the limits of what principals require and what applicants 
are seeking. Principals always require special criteria to 
be fulfilled ; conversely many applicants claiming that they 
cannot find suitable appointments dc not apply, for reasons 
best known to themselves, for openings which appear most 
attractive. 
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The Bureau has found no inctdse in deliberate exploita- 
tion of assistants by failure to f¥Ifil promises. The evi- 
-dence suggests that in onl '3% (5% at most) ‘Of. cases the 

“views” 
ship because of evasien. 
fail to materialize for valid reasons. 


‘The number of assistantships without ' view obtained ^ 


- through the Bureau increased considerably in 1950. AS | 
‘the report points out,. this is not due to a falling off in’’ 
‘the number of. permanent vacancies’; the increase seems to, 
indicate that many doctors, now realize that! the more time 
spent in gaining experience of general practice, the better 

` the opportunity of a good permanent opening later. 

The demand for locums is seasonal and difficult to satisfy 

The chiéf reason for failure to find a 
- holiday ‘locum is the insistence of the principal that the 

, losum should provide a car. 


‘ A register has been established to bring together practi-. 


tioners who- wish to move from one area to another, and 
over 200-have sought an exchange. The results have so 
fai been disappointing 

hoe ‘ 1 








_ GENERAL PRACTITIONERS AND 
' ‘HOSPITALS 


‘ ‘ PERTH EXPERIMENT >: > æ 


An experiment in the closer association between general 
practitioners and teaching hospitals has started in the Perth 
area. It was mitiated by the staff of the medical unit ,of 
the hospital. 
- Board will appoint two practitioners at a time to the staff 
of-the medical charge of Perth Royal Infirmary. The first 
four appointments have been made and the first two practi- 
tioners have taken up their duties. 

There are 60 beds here, staffed by a physician, assistant 
physician, -and registrar. 
for the University of St. Andrews, 
hold his appointment for four months in the first instance 
during the experimental period. 

Each practitioner’ will undertake responsibility for the 
diagnosis and treatment of six patients to be selected by 
the physician, and ans attempt will be made to provide 
approximately equal numbers of emergency and waiting-list 
cases. He will ‘attend a weekly -staff-round of the full 
charge, and take some part in the undergraduate teaching. 
He should try to attend certain follow-up out- patient clinics. 
* While it 18 not obligatory to attend emergencies on admis- 
sion, he will be informed of such admissions and given_the 
opportunity of attending if he wishes. The practitioner 
will submit comments at the end-of his period of service 
on the, value of the scheme and make suggestions for its 
The appointments carry a salary of £350 per 





THE N.O.T.B. ASSOCIATION { 
The N.O.T.B. Association does useful work in fostering a 
close liaison betweén medical men practising ophthalmo- 
logy and dispensing opticians. 
day-as the National Ophthalmic Treatment Board, it has 
always upheld the importance of a medical eye examina-. 
tion. While gnizing that a patient must have complete 
freedom of chdjce, it“has set- ‘up a number of mettyal eye 
centres throughout the’co where the public may have 
their eyes examıneg under best possible conditions. The, 
supplementary opéhalmi rvice is unlikely to be super-' 
seded By the pern ihent hospital eye service for some time, 
and the N.O.T.Bi Association is-playing its part ın main- 
~ taining the higigsst possible ‘standards under the present 
arrangerents. , 

% 2 Fee for Sight Tests, 


Its fourteenth m ng was held on February 9. The 
committee received the income and cxpenditare account and 
\ D 3 $ 
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ENTRY INTO GENERAL PRACTICE 


offered by the Bureau did notsJead” tó partner: , 
Many prospective partnerships; 


a 


During 1951 the Eastern Regional Hospital: 


Clinical teaching is carried out! 
Each practitioner will - 


Known before the appointed + 
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‘balance-sheet as at December 31, 1950, and ‘noted the recom- 
mendations of the finance suocominas in er to 
increasing membership. 

The ter, part of the meeting was spent in discussing 
the proposed fee for medical examination through the 
supplementary ophthalmic service. The committee reached - 
the unanimous conclusion that it could not accept the 
validity of a reduction in ‘the fee to £1 and passed the 
following resolutions for consideration by the. Ophthalmic 
Group Committee in the afternoon, 1 

D The Ophthalmic Group ‘Committee should inform the 
Ministry that any, fee below’ 25s. is inequitable and would not 
be accepted save under duress. 

(2) That urgent steps be taken to’ secure an immédiate interview 
with the Minister himself. ` 

~ (3) If the Minister pursues the policy of cutting the fee below 
25s the Ophthalmic Group Committee should: (a) institute a 
publicity campaign ; (b) seek a legal opinion as to the profession 3) 


, claim to back payment. 


(4) If the Minister agrees to meet the sittin and to reopen ~ 
the question, we should: (a) offer to accept a cut of the fee 
from its present level to 25s.,per case“and forgo claim for 
arrears; (b) request that this offer be acknowledged publicly as 
a Ppatiotic, gesture to help “the social services; (c) offer’ to 
co-operate with the Minister in suggesting other: possible 


‘economies in the Health Service 


THe N.O.T.B. A aiet is “circularizing all its ‘medical 
members‘ giving full particulars. of the stand taken‘ and-the- 
findings of the Ophthalmic Group Committee, © 
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CANCELLATION OF JOINT MEETING 
- . IN, JOHANNESBURG 


CORRESPONDENCE WITA THE MINISTER OF THE 
INTERIOR 3 





-On January 12 the medical secretary of the Medical 


Association of South Africa- wrote as follows fo the 
Hon. T. E. Donges, Minister of the Interior: { 


“t As you may be aware, it is proposed to hold a Joint Meeting 
of the British Medical Association and the “Medical Association 
\of South Africa in Johannesburg in July, 1951. 

„“ It bad originally been intended to hold this meeting in 1940, 
but the world situation at that tme made such a meeting tmpos- 
sible. The meeting at present being arranged has been looked 
forward to by both Associations since that year, and active 
preparations for the meeting and the reading of a large number of 
important scientific papers have been receiving the attention of 


_ the Organizing Committee in Johannesburg throughout the last 


year A 

: “ Considerable preparations have also taken place at the head- 
quarters of the British Medical Assoctation in London and a 
large number of members of that Association have indicated therr ' 
intention to attend the Joint Meeting. | 

“As you will be fully aware, the science of Medicine acknow- 
ledges no boundaries of race, colour, or creed, and both Medical 
Associations have members of all races’ and creeds ` It is thus 
possible that applications for entry ‘into the Union for the 
purpose of attending ‘these scientific meetings may be received’ 
from members of the Bntish Medical Associàiion of various races, 
colours, and creeds ; 

“ At present there seems to be some is in the minds of . 
officials of the British Medical Association as to whether visas 
would be allowed to all its members who might apply for entry 
for this purpose. This has apparently resulted from the pyblica- 
tion of a press report in London which originated in the Union 

“ Towards the end of the last session of Parliament a deputa- 
tion from this Association called on the Hon ithe Minister of 
Health and was assured by Dr. Stgls of the co-operation of the 
Government in so far as its policy would allow Dr Stals also. 
arranged that the Union Government would present to the Chair- 
man of the Council of the British Medical Association a National 
Flag of the Union of South Africa, which was to be hung in the. 
Great Hall of British Medical Association House mm London. 

“In' view of the present doubt and fincertainty, the Medical 
‘Association of South Africa respectfully requests that you, as the 
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responsible Munister, should assure us that, rather than any 
possible difficulty being placed in the way of the holding of the 
Joint Meeting, assistance will be given to any member of the 
British Medical Association from any part of the world, who may 
wish to attend these Joint Scientific Meetings, to have easy entry 
into the Union for this purpose. Naturally this Association does 


not expect any relaxation of the laws by which certam classes ' 


of persons might be legally excluded, but rather an assurance that: 
all others will be given every assistance in making their visit both 
possible .and pleasant. 

“Should you consider it necessary to talk over this matter 
with representatives of the Association, a deputation can meet 
you at any time and place which you may arrange z 


The following reply, dated February 1, was received from 
the Minister’s private secretary: 

“I am directed by the Hon. the Minister of the Interior to 
acknowledge receipt of your letter dated January 12, 1951, but 
handed over to him by Dr. J S. du Toit on January 24 

“ In reply I am directed to state that the Hon. the Minister can- 
not in advance waive the right to refuse admission to South Africa 
to any individual or group of individuals Such right is exercised, 
apart from specific legislative requirements, in the light of, inter 
aha, the international situation, our relationships with any 
particular country, and considerations personal to the applicant. 
My Minister therefore regrets that he cannot give you the wide 
assurance asked for.” 


A leading article on this subject, which appeared in the 
South African Medical Journal (February 17, p. 108), „was 
ie in the British Medical Journal of February 24 
(p. 412). See also the British Medical Journal of February 
17 (p. 342). 
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ais £865 to £1,590; 


COLONIA] MEDIGAL SERVICE SALARIES 
BETTER PAY 


The following futher improvements in remuneration in the 
Polonial Medicah Service can now be* announced. 


Kenya.—Medica! officers holding approved higher qualifi- 


x . 


‘cations will be known as Special Grade Medical Officers and- 


will be on the scale £1,050 to £1,590. The new specialist 
salaries are: specialists, £1,600 by £50 to £1,700; sentor 
specialists, £1,800. 

Malaya and Singapore.—The new scale for medical officers 
1s £742 to £1,400. Expatriate medical officers receive 
expatriation pay, which brings the scale up to £952 to £1 652. 

Northern Rhodesia-—The new scale for medical officers 
senior medical officers, £1,650 

Nyasaland.—Special Grade Medical Officers receve 
£1,050 to £1.590. The new scale for specialists is £1,600 by 
£50 to £1,700. 

Tanganyika.—Special Grade Medical Officers receive 
£1,050 to £1,590. The new scale for specialists is £1,600 by 
£50 to £1,700. 

Uganda —The new scale for specialists is £1,600 by £50 
to £1,700. 

Zanzibar—The new scale for medical. officers 1s £865 to 
£1,590. Special Grade Medical Officers receive £1,050 to 
£1,590. The new scale for specialists ts £1,650 by £50 to 
£1,700. Senior medical officer-in-charge receives £1,685. 
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THE MEDICAL WAR RELIEF FUND 
ANNUAL REPORT FOR THE YEAR 1949-50 


The committee of the Medical War Rehef Fund, at a meeting 
at B.M.A. House on January 23, received and approved a 
report submitted by the Distribution Subcommittee on its 
work during the twelve months from September 1, 1949, to 
August 31, 1950. This showed that the subcommittee had 
held eight meetings during the year and had made 26 awards, 
of which 23 were gifts and 3 were loans. A majority of the 
awards were for the purpose of assisting in the education of 
children whose fathers had been killed in the war. In other 
eases help was given to doctors who had suffered financial 
hardship as a direct result of the war and had found difficulty 
in re-establishing themselves in practice 

The audited statement of accounts for the twelve months 
ending August 31, 1950, is appended to this report. It will 
be seen that a fairly substantial balance still remains in the 
Fund. While it is expected that some of the beneficiaries. 


, STATEMENT OF ACCOUNTS FOR THE TWELVE MONTHS ENDED AUGUST 31, 


To Balance Brought Forward. t sd ÈE os d 
£5,500 3% Savings Bonds, 1955/65 .. 5,500 0 0 
£10,000 248 Savings Bonds, ere .. 9,985 18 9 
£960 3 e fence Bonds (P O Issue) 960 0 0, 
500 National Savings Certificates .. 375 0 0 
Balance at Bank on Current Account 1,215 16 3 
Cash ın Hand 2 8 i 
i 18,039 “3 1 
Add: Amount due for dividends outstanding 125 0 0 
18,164 3 1 ` 
Less. Amount due to Görmmissoners oF 
\ Inland Revenue... I 5 0 
’ * ___—-__ 18,152 18 1 
» Donations 4 y aie 65 2 6 
» interest on Investment ` 398 16 0 
Nore: Sincetheinception of the Fund loans 
to tho total of £19,024 have been voted, of 
this sum £2,984" was repaid pror to 
August 31, 1950, and loans amounting to 
£800, have been ‘written off following the 
death of the borrowers 
, aotun 
£18,616 i6 7 


Examıned with the books and vouchers and jound conect. 


especially the younger children who have received educa- 
tional grants, will need continued help in the future, the 
committee thinks it unnecessary for the time being to invite 
further contributions to the Fund. 

The committee has accepted with regret the resignations 
of Dr. C. L. Batteson, honorary treasurer of the Fund, and 
Dr. A. Macrae, honorary secretary. It has appointed 
Mr, F. A Juler as honorary treasurer and Dr. A. V. 
Kelynack as honorary secretary. G 

Once again the committee wishes to express its gratitude 
to the Royal Medical Benevolent Fund for its mvaluable 
co-operation ; to Mr. E. C Pennefather, honorary secretary 
of the Distribution Subcommittee, for his most efficient 
services ; and to Messrs, Price, Waterhouse and Company 
for the contmued assistance they have so generously given as 
honorary auditors. E. A. GREGG, Chairman. 





1950 F 
t sd te a Fk 
By Loans Advanced during Year 1185 0 0 ; 
Less Repayments during Year Š 671 0 0 4 
> ——————- SL 0 
Gifts(incladmg £982 38 3d to be administered F. 
by the Royal Medical Benevolent Fund) . 2,227 3 3 ! 
Less: Ausonnt cancelled Sa 
2,218 12 9 
« Potty Cash 28 1 
»» Honoranum to” Secretary of Distribution 
Ea yore 200 0 0 
ef E3400 3% on Transfer of 38% ‘Savin Bond: 2 6 
% eae ile of £3 % Savings Bonds. 1335 5/65. af : 
3,000 0 Oy ` 
Less amount realized . » $ 2,910 0° 0 
a 
Losé on Sale © % 0 Q 
» Balanoe carried forward at A cji, 1950" oa 
2,500 3% a Savings Bonds, 1 wey 2,500 o 0 
Ao 3 h Savings Bonds, 19 i 9,985 18 9 
£960 3% Defence Bonds (P O 960 0 0 
500 National Savings EA, 93375 0 0 
Balance at Bank or Current Account? 1, 14 6 


) 
+, (At 15,591 133 
ite 5 s 


" & 


£18,616 16 7 


Price, Waterhouse & Co, 3, Fredenck’s Place, Old Jewry, onai BC2 


November, 1950 


Chaytered Accfipntants, 
Honora y Auditors 
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- “Advice Given - y 
Sm,—In reply to your correspondent, Mr.‘P. G. Watson 


poy 


_ own impressions and experience. 


Like him, as a student, and fired with enthusiasm by Sir 


James Mackenzie, I found my way into “general_practice, 
where I have remained for nearly 30 years, working first 
as assistant and then as partner in one practice. These 
years have been very happy, and I have been fortunate in 
my partners (all Scotsmen}—one deceased years ago and 
ane now working with me. 

.° My contentment lies mainly in the daily ‘mete of con- 
neni colleagues in a central headquarters where we consult 
together, sharing our knowledge and experience and the 
interesting cases that come our way. At the same time we 
share the humour of our patients as it arises and share the 
work, so that none of us becomes overburdened. We work 


` a rota for nights and week-ends and cover one another for 


holidays without the need for locums, and are Helped by 
: a secretary, dispenser, and accountant. 
Time has been found for postgraduate work and higher 


qualifications, and. life under the N.H.S. is sweetened by” 


- 


re ce and other appointments and specialties. 


After 26 years’ practice under the old regime, the advent” 


of the N.H.S. brought its difficulties, irritations, and frustra- 
tions, many of which still exist, especially in the hospital 
service. But adjustment to the ‘new conditions leads me to 
` feel that ultimately many of these will disappear and condi-. 
tions of service and remuneration will be settled more in 
keeping with the aims and principles ‘of the body of medical 
opinion. 

As I seach middle age and offset a` greater measure of 
security against certain things I have lost in the changed 


contractual relationship with my patients, I return.to my. 


early convictions that Medicine is still an absorbing hobby 
afid that “human beings remain an entertaining study, and 
that it is possible to have the satisfaction of achieving~a 
full -and useful life ın spite of the N.H.. 

My advice to ‘your correspondent would be: Make the 
choice of your Colleagues your primary concern ; become 
an assistant with view in an old-established partnership 
of three or four where some ‘of the old traditions are 
retained, and preferably where there are central/consulting- 
rooms. Determine-at an early age not to become a slave 


to your work ; leave time for keeping alive your professiona! ' 
_ hfe by reading. and postgraduate work, and. endeavour at. 


“ the ‘same time to live your personal life in other pursuits. 


And above all continue throdghout to be interested ‘in the. 


whole man and seek to learn how to restore him and his 
family to that harmony of\body, mind, and spirit wherein 
alone true -happiness lies.—I am, etc., 

London, S.W 19. 5 P E. G. Houspen. 

? . 

Sm,—Mr. P. G. Watson (Supplement, February 17, p. 51) 
as gravely apprehensive of his future as he sees his hopes 
of practising in a Utopia of his own imagining fading away 
as hisstime for qualification draws near. His confident 
expectation that he and his contemporaries were automatic- 
ally destined to, dive fuller-and more useful lives than the 
G.P. of the past strikes me as presumptuous, as the work 
a man does, is not dependent on how. ideal’ his surround- 
ings may be: on the | contrary, the very difficulty of fighting 
against adverse €pnditions should bring out the-besf there 
is in’bim. Much as I admire the younger generation, this 
lette? of Mr. Watson's does throwup into sharp relief their 
ingenucus assumption that everything was going to be 
handed to them-on-.a plate without any eftort on their 
part—with none of the financial anxieties-and struggles of 


their predecessors or the constant fight to harmonize the ° 


very different circumstances’ of Private | practice with what 
, they had learnt and been taught in hospital. } 


` -Watson (Supplement, 


7 


: My advice to Mr. Watson—as I have been in practice 
now for 40 years I feel that I have an excuse for answér- 
ing his letter—is first of all to shed What 1 might calf 
the “ marble-hall mentality,” the idea which he and his 
colleagues share that a 40-hour week and ideal conditions 

‘with every facility already found for them are going to 
nake them, without further effort, good general practi- 
tioners. Let him rather concéntrate on learning all, he can 
of as much as he can of, human nature and the types of 
disease which he will most commonly encounter. “Then, 
wherever fate may locate him, whether in an industrial slum 
or on a desert island, in the fashionable West End or at 
the South Pole, he wil find himself resourceful and self- 





reliant, -with such -a knowledge of his own, limitations as - | 


will make him of'‘real use to his patients and achieve- for. : 
him, in his own words, “ the satisfaction of a full and useful 
life.” —I am, etc., 
„Bridlington, Yorks 'C, J. Gorpon’ TAYLOR. 5 
\ A : 
< SR —On behalf of my partner, my trainee assistant, and 
myself, may I assure Mr: P. G. Watson (Supplement, 
February 17, p. 51) that we are “contented doctors” who. 
“daily take pleasure” in our work and achieve “ the satis- 
faction of a full and useful life.” ` 
We should be pleased if he would care to visit us ‘and see 
for himself that What I sa is true.—I am, etc., ` 


York. ,F. CHARLOTTE Naish. 


Sizn,—I feel very sorry for Mr. P. G. Watson (Supplement, 
s February 17,, p. 51), who has so obviously got the right 
ideals, and who asks for help'and advice on how he can do 
good work as a general practitioner under reasonable condi- 
tions in this country. I think he wants to know if the picture 
of general practice in the N.H.S. which he gleans from your 
pages and from the letters ‘of your correspondents i is-a-true > 
picture of conditions as they exist. ‘I think it is. 

If thére are thousands of contented G.P.s in the N. h. S., 
‘I havé not met any of them. There may be a very few whọ 
have not as yet been forced by economic pressure into the 
N. H.S. who are still leading the life Mr. Watson desires, but 
‘his Ghances,of becoming-one of their numbers are, I fear, 
slight. The only hope I can seé for him is to try for a 
permanent commission in one of the Forces... He will find 
reasonably good conditions of work and the team spirit, 
although the financial rewards are not, great. 

I spent 18 happy years’in the. LM.S. I have also been 
in private general practice in this country, worked for many 
years in a ‘voluntary hospital, held a- professorial appoint- 
ment abroad, ahd am now ap N.H.S. consultant. I) can 
claim to have tried most types of medical practice, and 
therefore I ‘have ventured to offer ‘Mr. Watson advice.— 
Jam, etc., 5 


Southport Lancs. 


R.R. M. PORTER 


: Sir.—How.refreshing it is to hear of a PEES TA P. 'G. 
February 17, p. 51}—who has a 
genuine desire to become a general practitiońer. Such was ` 
my ambition during my student life, and, having realized this 
ambition, I hasten to reassure him and, I hope, to dispel ” 
some of the gloom with which he seems to face his future. 

‘After three years’ experience as the junior partner of two 
in a country practice I can assure him that, although the 
occasional disillusionment and frustration does exist—and 
surely will always exist outside Utopia—general practice can 
bg a very full, happy, and satisfying life. I find it so. 

He writes of being one of ‘a‘team ima bright, airy health 
` centre, etc. Whether or nof this>1s such an ideal atmo- 
sphere in which'to practise family. medicine is, in my opinion, 
stila matter for conjecture. Nevertheless, I feel certain that 
it will be many years before he has the opportunity of 
enjoying such facilities. In the meantime, he will at least 
Have the satisfaction of knowing that- his: practice is what 
he himself can make it.. -J 

It is of the utmost~ importance that he should decide at 
the outset, rf possible by doing locums. etc., where he wants 
.to practise. A country over.in a town can be most 
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unhappy, and of course,the reverse 1s equally-true. However, 
I can recommend a rural area as being one where he can 
still practise worth-while family medicine. From, his letter 
I would advise him ‘to look for a partnership rather than bé 
single-handed. This enables a satisfactory ‘duty rota to be 
arranged and allows time for revision and, what is more 
important, recreation.’ A combination of ‘secretary and dis- 
penser ig possible with ofly a small personal financial sacri- 
fice, and one which is more than justified by the-relief from 
“the more mundane matters which he mentions. 


He writes of the plaints with which your columns are ~> 


filled, Surely these bre made by G.P.s who are not all 
necessarily unhappy ins their work but who are trying to 
improve a Health Service which still unquestionably leaves 
much room for improvement. However much we may 
blame our Governments and Ministers.for the shortcomings 
of the Health Service, I am still convinced that it is in 
the power of the G.P. to make order out of the chaos, and 
am optimisti¢ enough to believe’ that one day we will succeed. 

In.conclusion I would say to him, if, ‘as it seems, he Vis 
really keen to become a G.P., “ Go ahead *—he will not be 
disappointed—I am, etc., 

Clehonger Hereford D. A. CHANDLER. 

Sir,—As a country-town doctor fòr 40 years I would like- 

‘to reply to the arresting letter headed ,“ Advice Wanted” 

(Supplement, February 17, p. 51) from-a budding Dr. Watson, 

who, wants to be a real old-time family doctor and does not 

-want to leave his native land. (Stout_ fellow | 

“plenty to do here.) Well, my advice to Such a young man 
“ would be to try to join a country firm as assistant first and 
partner afterwards if all goes well and he feels happy in 
the work, place, and, &bove all, the ‘people. + 

By Custom and necessity almost all medical cases, however 
serious, are treated at home, as algo minor and not-so-minor 
surgical cases. Difficult labour, miscarriages, etc., ate simi- 
larly treated at home. All this work, scattered over many 
miles of sometimes Tough country, calls for a high standard _ 
of professional zeal and ability. - 

Dr. Watson would get-all the clinical work he wanted— , 
„and more! He would know everybody personally, and he 
_ would be welcomed into every social activity of the country- 

side. He would have to give more for his money- than his 

town brother. His house would ‘be the local hospital, if 


. deep in the country, where all accidents are brought: His ° 


position, even to-day, would be that of a guide, trusted” 
friend, and counsellor, as country ‘people do not change 
from their English way of life and thought, He would 


still be “looked up to,” if good enough. He would get av 


' bit- of cottage-fed pork sometimes. 

Y have little knowledge of town life now, but I should’ 
imagine that the big lists and the- get-all-you-can attitude 
of people must be disheartening and. almost’ overwhelming, 
. leaving little time for clinical contemplation.—I am, etc., 

_ Meole Brace,” Shrewsbury ALBERT E. NICHOLLS. 


Sir,—Mr. P. G. Watson's letter tarni February 17, 


."p. 51) cértainly calls for a reply. In my opinion .general 


practice always has‘ been, and in spite. of the N.H.S. still is, 
what the G.P. makes it. We can be merely signposts point- 
‘ihg all,and sundry to consultants‘ for their backaches, 
their insomnia, their circumcisions, and the like, doling out 


certificates and placebos to speed ‘them on their way, or, ` 


what 1s vastly more. attractive} we can diagnose, and treat 


< our patients as in, the good-old days. After: all, tpost people - 


prefer treatment from the doctor of their choice to being 
* wafted off to the unknown ofthe hospital. “And now, as 
never before; the G.P. has a free hand to treat the patients 
with the drugs of his, not the patients’, choice regardless of 
expense provided they are really. necessary. Before the’. 
N.HSS. this UY was only possible to the rich and the 
panel -` 

Perhaps: I am ily in, the West Country, but in my 
opinion few patients make unreasonable demands or send 
frivolous calls. Human nature Has not’ changed, and the 
patient who is a thorn in the flesh now in tine cases out 
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\ 
of.ten is the, same ‘thorn which flourishéd- in our own flesh 
or that of our colleagues before 1948. ‘Night work has not 
increased. Maternity work. has, and seven guineas a Con- » 
finement’is more than we used to charge our not-so-well-off 
patients before the N.H.S. Then, too, apart from the vex- 
ing questions of vaccinations and immunizations, Bevan has 
paid us our’cheques on the dot and there are no bad debts. 
` I see 40 to 80 patients a day accordisig to the time of the’ 
year. Perhaps I am slightly worse off than before the Health 
Service started, but I still have the time’ and opportunity — 
to practise medicine, and I enjoy it—L am, etc., ` 
Exmouth) Devon. : E. A. NETTELL. 


Sm,—I am writing to reassure Mr. P: G, Watson (Supple ` æ 
ment, February 17, p. 51). Let him take “stock of himself. 
If he is interested in people as well as Jo their diseases, in 
their everyday lives, furniture, pictures, and hobbies, he wili-, 
not regret going into practice. It will be his business 
to think for himself dnd then to make his thoughts 
intelligible to his patients. He will see how the poor help 
the poor, how difficult it can -be to persuade some to stay 


-away*from work and others to- go back. Having to be his 


own nurse and almoner will inevitably bring him ‘into closer 
contact than would otherwise be possible. 

Ablér pens than mine have stressed: some of the disad- 
vantages of general practice to-day, but, if Mr. Watson 
retains his interest in human beings and a sense of humour, 
he will find it brings its compensations.—I am, etc.,- 

Léndon, N.1 D. M. BLEND. 


» X 
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Possibilities for Registrars 


Smr, —The Supplement for February 10 (p. 39) quotes some 
interesting figures prepared by the Ministry, of Health in 
regard to the numbers of consultants and registrars working 
in the National Health Service, A‘few simple calculations 
tender these figures even more interesting. Thus, it will be 
seen that of all practising consultants 346 are in their 65th or 
subsequent years. -There are a further 57 whose ages are 
- unknown, bringing the possible total'to 403. Of these, 184° 
are in their 69th year or older—that is, during this year they 
will enter their 70th year. 

The same document reveals that, in the senior registrar 
class, of those in their third or subsequent year—i.e., those 
who'are to mature as consultants during the year, there are . 
325 whole-time and 136 part-time appointments, making a 
total of 461 in all. It would thus seem that, if consultants 
over 65 were regarded as supernumerary to establishment (as 
they might reasonably be without detracting in any way 
from the valuable contribution many of them are rendering 
to the Health Service), then all but 58 potential consultants 
might expect to’ achieve consultant rank during the year. 
This would, of course, solve almost completely the present 
impasse over establishments, quite apart from any of the 
increases in consultant’ posts that have been recommended. 

These figures refer to December, 1949. It would be 
interesting to know how many of the more glaring incon- 
sistencies have already been removed. It would'also be 
interesting to know whether the number of senior hospital 
medica] officers aspiring to consultant status would have any 
matked influence on these deductions.—-I am, etc., 

J. H, BERGIN, 


Honorary Secrethry, 
sw. Region Registrars Group. 
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i i Time: for. Action 


Sir,—-I notice that the Ministry inquiries into expenses and 
income of general practitioners are not likely to be com- 
pleted -by the time of the Special Conference of Local 
Medical Committees this month. This’ is, what we expected. 
The Ministry will earn no medals by increasing the pay of 
the general practitioner. For two years a few astute bhains . 
at the Ministry’have been playing very successfully for time 
at the expense of 21,000-general practitioners, — 

The public look on a actor as half samt, half simpleton. 
' Thé saint-half does the sweated drudgery, the ‘simpleton-half 
endures the terms of service. 
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'. Our leaders merit fully the scant consideration given to 
them by the Ministry, and the- general practitioner deserves 

> ‘his leaders. A little of the backbone of a dentist, optician, 
or pharmacist would make a difference, of course, but if we ! 
do not: possess it we must accept the portion that comes to 
“the craved., . / 

The only remedy, is a show of force and ‘determination by 
‘the general practitioners from the periphery to infuse our 
leaders with a sense of í urgency. Nothing will ever be gained 
by going to the Ministry with sweet reason unsupported by 
threat of immediate, resignation. We have waited patiently 
' for two years ; now is the time for action. —I] am, etc., 5 

Preston, Lancs. R. SLATER. 


` æ ^," The Secretary of the B.M.A. states: The G.M.S. Com- 


‘mittee is now discussing with, the Ministry the ‘results of 
> the: Government inquiry into expenses, An interview with 
~the Minister was fixed for February 28- A full report! of 
these discussions will be available to local medical com- 
mittees in time for the Special Conference op March 29. 


\ l 
E Constructive Programme ' 

Sır, —In July, 1950, “ amid applause, without dissenfient " s 
the A.R.M. passed the Winchester motion that “ the time 
[was] long overdue when the Association should formulate a 
detailed programme of reforms the profession desires to be 
adopted in relation to the’National Health Service -and ` 
instructs the Council to draw up such a list forthwith for 
_ submission to and discussion by Branches and Divisions ” 
(Supplement, July 22, 1950, p. 36). 

My committee unanimously instructed me’ on February 7 
to say that “they deplore the fact that the Amending Acts 
“Committee, formed in 1948, wili not be ready to offer such 
a detailed programme to the nation before the next Budget. 
Thus once again the Government, quite justly, will be able 
to say, ‘You wait and see, then grumble at the picture.’ ” 

Also: “ That a constructive programme which cuts out the 
bureaucratic extravagances and gives a cheaper but better 


-`~ 


. service to the public should be offered before April, thus 


placing “the onus of disproof on the Government. Theré 
must be enough evidence collected since the formation of 


this Amending’ Acts Committee nearly threé years ago ‘for g 


this to be done "—I am, ĉtc., - 
. . A. HENRY GREGSON, 
' Hoo Sec., East Norfolk Divinon 

ka “The Secretary of the B.M.A. states: The Amending ` 
Acts Committee, set up as a Standing Committee of the ` 
Association in 1950, will be presenting an interim report to 
the Council in March, and it will be included in the Council’s 

‚report to the Representative Body a June. 


Inquiries ` into General Practice 


Sm,—The appointment by the Minister of Health of yet ' 
t 


another committee ‘to inquire into general practice is 
„ regrettable for many and diverse reasons. 

(1) It would appear that this new committee by-passes our own 
General Practice Review Committee and our Amending Aots 
Committee. . 

(2) It does not contain Dr Wand, the chairman of the, General 
Medical Services Committee.: 

(3) Nor was this committee apparently directly or indirectly 
consulted or considered, which seems strange, to ay the least 


of it. 

(4) While ad dreitting!{ the right of the Minister to „appoint any 
committee he likes to consider anything he likes, it would surely 
be consistent with normal procedure and common politeness to 
consult a body such as the BM A. as to its'nominees, but it ' 
appears this was not-done; and in fact the Council was given no’ 
chance to name or to approve or disapprove of names. 

(5) The procedure of appointing this committee may be. 
“normal.” If it is so, we may feel all the greater concern, = 
the method seems to be dangerous. 

(©) It i tq take evidence, but already a plethora of nee 
fas been taken. by many committees, Will the taking of this 
evidence further delay the urgent negotiation on remuneration?. 

It is hoped that the profession will have sure and certain 


answers to thèse points. There has been too much delay 
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and shilly-shally and dilly-dally. The profession has been 
most forbearing—more so than any other profession, trade, 


-OT calling. 


, It is time we stopped arguing but ‘rd got together in 
unity with constructive proposals (and there are many) and - 
made our -démands: with courage, prepared to back’ them | 
with fortitude —I am, etc., 

Caversham, Reading. 


il 7 


Smr,—I must protest against the carping tone of your lead-. 
ing article in the Journal of February 17 (p. 343) entitled 


S. F. LOoaN DANNE. 


“Inquiries into General Practice,” which: criticizes the new , 


committee set up by the Central Health Services Council 
to advise the Minister of Health on problems of: general 
practice. The purpose of your article appears to be to 
disseminate the distrust of this committee which seems to 
have infected some members of the‘ B.M.A. -Council. ` 

The committee has as its chairman the President of the 
Association himself and includes recognized and - ‘trusted 
leaders of the profession, and is also wide enough to include 
almost every aspect of approach to the problems it has to 
It has the inestimable advantage of having been set 
up at the express request of the Minister, and if he will not 


_listen to it he will surely listen to no other committee of. 


inquiry. Is it not time that the ,B.M.A., the M-P.U., and 
the S.M.A. stopped. nagging each other and got; ogether to 
give Sir Henry Cohen and his associates their united sup- 
port? And I am sure that the whole profession would wish 
their task. This opportunity, seems to me to 
be too good to be missed if we really wish to unite with the 


_ public behind us.—I am, etc:, 


Wivenhoe, Ewex.” WALTER RADCLIFFE. - 
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Diary of Central Meetings = P 
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General Medical Services Committee, Special 
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76 Tues.. 
Meeting, 11.30 a.m.. 
6 Tues. ‘Organization Committee, 2`p.m. 
7 Wed. Staffing Committee, 10.30 a.m. 
7 Wed Finance Committee, 2 p.m. | 
-7 Wed. Assistants and Youn; Practitioners Subcommittee, ', 
General Medical Services Committee, 2 p.m 
8 + Thurs. Committee on Psychiatry and thé Law, 2 p.m. 
8 Thurs. Journal Committee, 2-p.m. w, , 
9 Fri. Adj ourned meeting of Editorial Subcommittee of 
-Joint Formulary Committee (at Pharmaceutical 
ie R msbury. Square, London, W.C), . 
14 Wed... Council, 10 a.m i 


Branch and Division Meetings to be Held: 
CHESTERFIELD Division.—At Chesterfield Royal Hospital, 
Friday, March- 9, 845 p.m., lecture by Dr. H Ww. Pooler: 
“ Some Medical Characters of Derb yshire.” 


“Furness Division.—At Sun Hotel, Ulverston, Friday, March 9, 


8 for 8715 p.m., annual dinner. ' , 

HAMPSTEAD Division —At New End Hospital, Hampstead, 
N.W., Wednesday, March 7, 8.30 Be Dr. Henry Yellowlees : 
“A Marriage Has s Been All medical practitioners in 
the area of the, Division’ are inv ted 

LANCASTER . Division.—At, Grosvenor Hotel, ` Sandylands 
Promenade, Morecambe, Saturday, March 10, 7.30 for 8 pm., 
annual dinner. ‘ 

NUNEATON AND TaMworTH DIvision.—At the Red Lion Hotel, 
Atherstone, Tuesday, March 6, 845 p.m., address by Dr. Brig 
Taylor: “ Recent, Advances in the ‘Treatment of Tuberculosis.” 

REIGATE * Division.—At Redhill ‘County. Hospital, Tuesday, 
6, 8.30 pm., clinical evening. 

SUND: ERLAND soe —At Royal, Infirmary, Sunderland, “ 
Sl a 9, 8 p.m., address by Dr. A, G. Anderson: “ The 
a body P Problem and, Its Relation to, the, ‘Practice of 


` Minipod 


WEST BROMWICH AND SMETHWICK Division.—At Hallam 
Hospital West Bromwich, Thursday, March 8, 8.30 p.m., paper 
by Dr. H. J. Sheldon: “ Maternal Obesity?” 

Wasr Somerser DIVISION.—At. Bridgwater Hospital, Thurs- 
day, March 8, 8 p.m., address by Dr bert .Forbes: “ Legal 
Hazards in Medital Practi 
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_ LOCAL WHITLEY MACHINERY 
‘PROCEDURE FOR SETTLING DISPUTES. 


Procedure for settling differences that affect doctors working 
in the hospital service has been discussed in the General 
Whitley Council, and a scheme is now m operation. It does 
not cover cases where the dispute relates to the dismissal of 
an employee or disciplinary action against an employee. 
There are four stages through which a dispute may be 
taken: 


(1) An appeal may be made by the employee to his employing 
authority 

(2) An appeal from‘a decision ‘of the “employing ‘authority’ 

.may be made, by the employee's recognized professional 
organization or trade union, to a regional appeals committee. 

(3) If the regional appea's committee fails to reach a decision, 
the appeal may be referred by ei.her party (staff organization or 
employing authority) to the appropriate Whitley Council. 

(4) If the Whitley Council fails to reach a decision, either party 
to the dispute may take the appropriate steps to have the matter 
referred to arbitration. 


There will be a regional appeals committee covering each 
regional hospital area. Management side members of the 
committee wjll be drawn from a panel composed of repre- 
sentatives of various employing bodies in the region. 
The committees will be serviced by -the Ministry, and 
officers on the regional staff of ;the Ministry will be made 
available to act as secretaries or the various management 
sides, F 

In the first appeal to the PAT authority the doctor 
has the right to appear personally, either alore or with a 
representative of his professional organization or trade 

_union, or with a friend not appearing in a professional. 
capacity. In the second stage—namely, appeal to a regional 
appeals committee—“ it shall be open to his professional 
organization or trade union (being represented on the 
Whitley Councils for the Health Services (Great Britain) or 
‘otherwise nationally recognized negotiating bodies) to appeal . 
on hig behalf” to that committee. In other words, if the 
appeal is to be taken through this second stage it is the 
professional organization that does it on behalf of the 
doctor. At present the B.M.A. has, about a dozen of these 
cases on hand. 

Appeal to the regional appeals committee must be made 
within three months of “the employee's receiving notice of 
the decision on the appeal made to the employing authority. 
Provision is made here for exceptional cases. 

The regional appeals commuttee consists of not more than 
six members (eight members when appeals by staff within the 
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purview of the ancillary staffs council are being heard) 
appointed in equal numbers by the management side and the 
staff side. 

The management ‘side will be selected from a panel representa- 
tive of the regional hospital board and the hospital management 
committees, boards of management, boards of governors, execu- 
uve councils, the Ministry of Health, the Department of ‘Health 
for Scotland, the Joint Pricing Committee (England) where appro- 
priate, the We'sh Joint Pricing Committee where appropriate, the 
Drug Accounts Committee (Scotland) where appropriate, the 
Dental Estimates Board where appropriate, the Scottish Dental 
Estimates Board where ‘appropriate, and the county councils and 
county borough councils (in Scotland, large burghs) in the area 
of the regional hospital board, by the elected chairman of the 
management panel. 


The staff side members will be selected by the appellant 
organization.’ j 


The members selected shall i in neither case includeʻany member 
or employee of the authority directly concerned in the appeal. 


An appeal will be Heard by the regional appeals cqmmittee ~ 
as soon as possible and in any event within two months 
from the date on which the appeal is received by the 
management side secretary of the committee, unless an 
extension of this period is agreed on by the management 
side secretary and the staff side secretary of the appropriate 
Council of the Whitley Council. 


The committee must reach its decision by agreement of 


both sides. If the committee fails to reach a decision, either 


party may refer the matter for consideration by the 
appropriate Council of the Whitley Council. 


Reference to the, appropriate Whitley “Council must be 
made within three months of the receipt by the parties of 
notice of the failure of the regional appeals committee to 
reach a decision on the appeal, and any reference made after 
the ,expiry of that period will not be considered unless the 
joint’ secretaries of the Council so agree. 


An appeal-referred to the appropriate Whitley Council will. 


‘be heard as soon as possible and in any event within two 


months from the date on which the reference is received i 
the joint secretaries of the Council unless an extension is 
agreed on by the joint secretaries. 


The appropriate Council of the Whitley Council, or any 
committee of the Council which the Council may designate 
for the purpose, will fully consider an appeal referred to 
the Council under these provisions. In the event of failure 
to reach a decision on the appeal, either party to the dispute 
may refer the mattbr to arbitration in _accopdance with the 
terms of any arbitration agreement which may be made by 
the General Council of the Whitley Council. 
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SCOTTISH COMMITTEE 


‘The Scottish Committee met at B.M.A. House, Edinburgh, , 
on ‘February 20, ‘Dri. D. GRANT, Glasgow, presiding. -At 
the outset he referred to, the valuable, services both to the. 
Association and to the profession of the late Dr. Thomas 
Fraser, of Aberdeen, who was President of the Association 

iù 1939-42 and chairman of the Scottish Committee -during 
the same period. ’ 

School Medical Work 


. Jt was reported by the Public Health Subcommittee that 
representations had been made to them by a, deputation of 
the Scottish Branch of the Society of Medical Officers of 
Health on the difficulties which might arise in connexion 
with, the reference’ of school-children to specialists if the 
proposals contained in the recent circular on the ‘subject 
from’ B.M.A. Head Office ‚were strictly adhered to. It was 
claimed that, generally speaking, the arrangements for'’school 
Medical work in Scotland were working harmoniously, and 





_ there seemed no obvious reason for disturbing them. There 


was agreement that the general practitioner should be 
notified of: the diagnosis when a child was referred for 


‘special investigation ynd subsequent treatment, but to apply 


in its entirety the procedure ‘laid down in the B.M.A. circu- 
lar would not only unnecessarily complicate procedure put 


_ would Tead ,to considerable delay. 


The Public Health Subcommittee was in general agree- 
ment with this view. They recommended, the Scottish Com- 
mittee to approve” ‘adoption of the principles laid.down in 


‘the circular-so far as this did not disturb existing satisfactory 


arrangements, subject’ always to the provision that, when’ 
major treatment was considered necessary, the child’s practi- 
tioner should. be given an opportunity of expressing his 
opinion, from his knowledge of-the child, on the, advisability 
of the treatment proposed. 

When the recommendation was submitted tothe Scottish 
Committee the Scottish: Secretary, Dr. E. R. C. “WALKER, 
said the obligation of a school doctor was to dor aia the 
family doctor of what was proposed. The circular did not 
mean that the school doctor need delay’ treatment indefi- 
nitely if hé.did not receive the sanction- of the family doctor. 

’ The view generally expressed by the meeting was that 
there’ was no objection to the minor treatment of ‘children 
at the clinics, but that the good will already existing between 
school “doctors and. general practitioners would best be 
fostered if, in case; of contemplated specialist investigation, 
and especially. treatment,-the family doctor was given the 
opportunity effectively to influence this clinical decision. 

The Scottish Committee agreed that Dr. Walker should 
send a- letter of ‘explanation to medical: officers of health 
inviting them to consult with local medical cémmittees and 
B.M.A. Divisjons ‘on the „arrangements in their’ areas. 


Intimation was made that a licence had naw been granted to 


“proceed with alterations to B.M.A. Scottish House up to £14,000. 


Tt was pointed out that while this was only £1,000 less than the: 
original estimate, such’ parts of the scheme‘as the provision of 
kitchen facilities’and a new house for the caretaker would not 
be possible under the licence granted, owing to increasing build- 
ing Costs, Some kitchen ‘facilities would, however, be possible 
under the revised ‘scheme, although these would have to be of a 
modest nature. It was expected that it would be possible to 
start the work in October, and to complete a revised scheme-in 


about 18 months ‘thereafter. 


In‘ view of these. alterations, it was agreed that “the scheme for 
the setting up oF library facilities at Scottish House should be 
postponed | ` 

Scottish Representation % wo 

Dr. Grant drew attention to the action of. Council, to 

Whom it was represented that Scottish representation should 


“not be reduced from seven to. six as proposed. The Associa- 


tion’s solicitor, whose opinion was sought, he said, decided 

in ‘favour of, | the higher representation, and, while it had 
been decided by both sides that the decision of’ the solicitor 
would be ac(@sited, he was surprised when at the last ‘meet- 


& , fug*-of Council Dr. Gray, on behalf of the Organization 


SS Committees, moved that the Scottish representation be 


` 


+ 


‘SCOTTISH COMMITTEE 
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_ reduced to six. Dr. Gray’ claimed, explained Dr. Grant, 


i 


. Cruickshank (Aberdeen), and I 


that While .the higher’ representation might be the legal 
position, there was no doubt that the Representative Mect- : 
ing intended’ that Scotland should have : ‘only Six, seats. 
When a motion to'that effect was’ put ‘to Council, the vote 
resulted in a 17-17 division, ‘and the Chairman declined‘ 
to exercise his casting vote. Dr. Gray then intimated that 
he would, put the matter, before the next meeting of Council 
as a formal motion. 

The Committee approved the following appointment of 
representatives on the. proposed Exploratory Committee in 
connexion with the Amending Acts Committee in its -rela- 
tion to Scotland:—Consultants and Specialists ‘Committee: 
(Scotland): Messrs. T. ven Newton (Glasgow), Jobn. 
. Simson’ Hall Scapa a 
Public Health Subcommittee; “Drs. John Riddell (Edin- 
burgh), S. L A. Laidlaw (Glasgow), ‘and ‘B. R. Nisbet 
(Kilmarnock). General Medical Services : Subcommittee 
(Scotland): Drs. W. M. Knox (Glasgow), W. Jope a 
Blantyre), and J. T. Baldwin (Penicuik). ; 


‘ ai ve , 
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` PRIVATE - PRACTICE ‘COMMITTEE 


A meeting of the Private Practice Committee of. the Associa- 
vion was held on February 21; with Dr. I. D. Grant in the 
chair. A letter was read from ‘the Medical Women’s Federa- 


ation stating that it had learned with satisfaction that the ‘ 


British Medical Association would support a medical woman, 
representative ‘of her women colleagues, at. the first -by- 
election for a direct representative on the General ‘Medical 
Council: The Committee approved the first of two alterna- 


tive methods suggested by the, Federation for the, selection ` 


of a candidate—namely, to ask all women members of the 
Association to nominate a woman and, should there be 
more than one nomination, to vote as to the’ name to go 
forward as the candidate sponsored by the, Association. 

the question of fees for police calls, it was pointed out 
that, following a previous decision of the Committee `to ' 
recommend to Council that the scale’ of fees payable to 
divisional surgeons in the Metropolitan Police area should» 


be adopted as the scale for England and Wales, it was dis- f 


covered that to accept the scale in its entirety, would mean 
that ‘police surgeons outside the London area would suffer 
a reduction in their’ remuneration.’ It was. suggested that 


the time had come to appoint a Police Surgeons: Sub- ' 
‘committee was told that a ‘National ` 


committee, but, the 
Police Surgeons Association had been formed or was in 
process of formation, and it was agreed that the Com- 
mittee should ‘get in ‘touch with this new body. ‘ 

It was reported that little progress had been made in 
arranging an absent-subscriber telephone. service, but the 
General Post Office was understood to be interested in an 
experimental scheme suggested for Glasgow whereby it was 
proposed that,a message bureau, for doctors ‘should: be set 
up by the Western Regional Hospital Board. It was felt 
that this scheme would afford a certain amount of help to 
practitioners, and the Department of Health for Scotland 
was also interested. ~ 


No decjsion had yet been received 'from ‘the ‘Service 7 


departments concerning the Committee's -resolution that 
fees for occasional attendance by civil medical practi- 
tioners on Service personnel could no longer be regarded 
as satisfactory in view of the increased cost of drugs now 
in common use ;'but it was-understood that the Air Ministry 
and the War Office were in consultation on the matter. 

The, Council of the Association’ had agreed that a certifi- 
cate of incapacity, similar to the old Form E.D.652 of the 
Ministry of Labour and National Service (which i is no ‘longer 
supplied), “should be provided. by the Association for the use 
of its members. The form was scrutinized by the Com- 
mittee and certain slight modifications were. approved. 

On a matter arising in the West ‘Riding County Council 
concerning examination of. prospective employees for 
superannuation purposes, the. Committee had previously 
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represented to the county council that the äppropriáte fee v was 
di 5s. 
lower fee. The Committee decided to stick to its figure, 
pointing out that the agreement-reached with the associations 
of local authorities on fees payable to general practitioners 
who performed part-time services included a fee of £1 5s. 
for the’ medical examination of employees for superannua- 
ton purposes.. 

A special committee has been set up By the Chancellor 
of the Exchequer to’ review, among other matters, the income~ 
tax law relating to superannuation funds and other arrange- 
ments made for the provision `of pensions on retirement. 
Three members of the Private Practice Committee, Dr., O. C. 
Carter, Dr. R. Forbes, and Mr. Dougal Callander, were 
aske ed to consider the matter and make observations on the 

Iness of the Association tendering evidence. 

S request was received from a Divisional secretary for 
guidance in respect of services by general practitioners who 
were called to the scene of a major catastrophe, such as an 
aeroplane crash. The general view of the Committee was 
that practitioners were at risk under the N.HLS. for.such 
services, but that emergency fees could be claimed through 
the local distribution scheme. ` 


i 


GENERAL MEDICAL -COUNCIL ° 
‘NEW DISCIPLINARY COMMITTEE | A 


A special session of the General Médical Council, mostly to 
deal with cases left over from the November, 1950, session, 


was held during the last week of February. Dr. Davip ° 


‘CAMPBELL presided. The following new members ofthe. 
Council were introduced: Dr. Henry Seward Morley (Crown* 
nominee); Miss Florence Horsbrugh, M.P., and Mr. J. B. 
Hynd, MP. (appointed under Sect. 8 (2) of Medical Act, | 


- , 1950); Dr. John Henry Biggart (as representative of Queen’s 


ca 


~ the hearing by the Council. 


University, Belfast); Dr. Arthur Peregrine Thomson (as 
representative of the University of Birmingham). 

The Council in camera considered a report from the 
executive committee on the method of appointment of the 
Medical Disciplinary Committee to be set up under the 
Medical Act, 1950, Sect."15 (1) and (2), and also the appoint- 
ment of a legal assessor to the committee. The Act provides 
that the committee shall consist of the President and 18 
other members of the Council, of whom at least six shall 
be elected members, and at.least two lay members. The 
members are to be- appointed by the Council itself and to 
hold office for such time as may be prescribed by the regula- 
tions, 
appointed to constitute the committee: 


The „Presidènt (Chairman), Dr. James Boyd, “Dr. R: J. 
Brocklehurst, Dr. JL A. oe Dr. O. C. Carter, Sir Henry 
Cohen, Dr. R. W. Craig, Dr. H.’G. ‘Dain, Sir Andrew 
Davidson, *Mr. H. B. Green, Dr. E. A. Gregg, Dr. J. P. 
‘Hedley, Miss Horsbrugh, M.P., Dr. .Frank Kane, Lord 
Nathan, Sir Sydney Smith, Mr. R. A. Stoney, Sir Henry 
Wade, Dr. N. E. Waterfield. 

‘This is an interim committee, and there may be. gome 
‘changes in personnel following the’ forthcoming election of 
direct representatives. : 


. 
` 


, Disciplinary Cases es 

The Council considered on February 27 the case. ‘of 
Frederic Syson, registered as of Horsforth, Leeds M.B., 
Ch.B. 1925, U. Glasg., who in 1948 was found: by: the’ Council 
to have been convicted. in July, 1945, at Tqdmotden petty. 


sessions of drunkenness, and later in the’ same year on two 
other occasions of misdemeanours. 


The illness of Dr. Syson had caused several postponements at 
The Council had postponed judgment 
to a later session, but the respondent’s illness had again delayed 
the disposal of the case, and now he was further charged with 
having been convicted at Leeds quarter sessions on March 27, 
1950, of incurring a debt to a Mr. Marshall and obtaining credit 
of him by means of fraud, for which he was sentenced.to be 


N Š ; 


` . 


The county council, ‘however, -was suggesting a inuch - 


It was later announced that the following ‘had been - 


imprisoned for the space of nine months. ' It was stated ‘that the 
sum concerned, £3 i5s., was a debt for the use of a çar, and 
the offence consisted i in drawing á cheque on a bank at which his 


- account had been closed. 7 
Dr Syson, in a statement to the Council, said that, at the time ` 
“of the offence he was extremely ill. "He was working for the 


pensions board, and ‘his colleagues, seeing his illness, sent him 
home. He took some phenobarbitone, which, caused him to be 
confused. Later he was taken to hospital, ‘and he was quite 
unaware of the commission of the offence until he was told of it 
in hospital some days later, and the hearing of the case at ‘quarter 


_ sessions was seven weeks after the offence. He, produced certifi- 


cates from medical men testifying to his condition at this time; 
also testimonials from professional colleagues as to ‘his co-opera- 
tiveness ‘and reliability. His wife and son gave evidence on his 
behalf. - Dr.’ Syson said that this was not a question of dryg 
addiction. This was the only occasion in many years when he 
had taken a narcotic drug, ‘and he realzed now that a drug of 


this nature was dangerous for him. There was no questioneof ' 


drunkenness; he had been almost a total abstainer since his 
original conviction for drunkenness in 1945. 


The Council found this further’ conviction proved, but 
postponed judgment until the first session in 1952, when it 
required Dr, Syson to appear and to produce further 
testimonials. 

The Council considered the case of ‘Roger St. Aubyn, 
registered as of Redcliffe Square, London, S.W.10. 


He had been summoned -on the charge that he had been con- 
yicted at the West London magistrates court on June- 16, 1949 


(after having pleaded guilty), of driving a motor- vehicle while, 
under the influence of drink to such an extent as not to have . 


proper control, and again at the same court on September 21, 
1950, of' a similar offence. On the first occasion ‘he had been 
fined £10, and on the second occasion £50, and on each occasion 
he was disqualified from holding a licence for twelve months. 

On Dr. St. Aubyn’s behalf it was stated that the convictions 
were not challenged, but it was urged in extenuation that these 
derelictiqns occurred at the end of an exhausting day, and the 
result was due as much to the exhaustion as to the effect of the 
small quantity of alcohol he had taken. 


The Council found the convictions proved but postponed 
mene until the first session of 1952. 


Unauthorized Procuring of Drugs 


The Council considered the case of Nigel Harold. Maurice 
Russell Monro, registered as of Sloane Avenue, London, 
S.W.3, M.R.CS.Eng., 1936; L.R.C.P.Lond., 1936, who 
appeared on the charge that on January 18, 1951, he was 


convicted at West London magistrates court (after having 
pleaded guilty) of two misdemeanours, each of procuring, 


30 g. of ‘diamorphine hydrochloride from a chemist when 


not authorized to do so, contrary to the Dangerous Drugs 


Regulations and the Dangerous Drugs Acts, On each 
offence he had been sentenced to three months’ imprison- 
ment, the sentences to run concurrently 


The .Council's solicitor (Mr. Winterbotham) reminded the 
Council that Dr. Monro appeared before it as recently as 
December 2, 1950 (Supplement, December 9, p. 237), when 
certain convictions were found proved against him. 

A sergeant of the Metropolitan Polce testified that on 
December 4 he went to a chemist’s in Gloucester Road, Kensing- 
ton, and there found two signed orders made out by Dr. Monro, 
each for 30 g. of diamorphine hydrochloride. He reported the 


facts to the Director of Public Prosecutions, and, under his- 
-~ instructions obtained a warrant, 
~ Dr. Monro on December 16. He was taken to the West London 


under which he. arrested 


magistrates court and remanded on- bail, but' when the case 
came on he failed to put in an.appearance and was found in 
a state of collapse, having attempted suicide. He was arrested 


„on his release from hospital on January 11, and at the hearing 


of the case on January 18 he pleaded guilty. 


Si ‘Dr. Monro, in a long statement to the Council, said-that follow- 


ing his appearance before the Council last December many news- 
paper reports of the case appeared, some of them incorrect and 
defamatory, and it was this publicity, he submitted. which had 
led to his further appearance before the Council. He had been 
concerned to get back his authonzation to supply drugs, and he 
had thought that it would be first-class eviden yo be able to 
show the' authorities “that he had actually been inJpossession of 
heroin, for a month and had put it to good use for his patients. 
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He Loa denied that there had been any desire on his part 
to revert to drug-taking. Hus intention had been to report his 
sown “crime,” to explain the reasons why he had obtained the 
heroin, to account for it in some detail in bottles of linctus 
diamorphinae, and to return what he had not used. He had 
believed that this would facilitate the restoration of his licence. 
Unfortunately, at this very tıme the daily press came out with 
accounts, some of them garbled, of his appearance before the 
Council. In the trouble and worry which ensued he had again 
himseif taken heroin. His only excuse was that he was depressed 
and in despair. He even made an attempt on his life He was 
then advised that in his appearance before the magistrate for 
obtaining drugs it would be of no use, in view of his attempt 
on his life and his admission as regards having taken the drug, 
to make a defence on the lines he had hoped. His only defence 
fas to ask the magistrate to exercise his powers under the new 
Act and let him go to hospital, Two psychtatrists gave evidence 
ın support of this plea, which, however, was not accepted by the 
migistrate, who sentenced him to three months’ imprisonment. 
He begged the Council to treat his case sympathetically. He had 
had a short temporary relapse ın an illness from which he had 
practically recovered, and this relapse was precipitated by the 
circumstances he had described. He had not béen guilty of 
infamous conduct ın a professional respect, and he’ asked for 
understanding and clemency regarding these two misdemeanours, 
which had involved harm to no one except himself. 


After the Council had deliberated in private the President 
announced that the misdemeanours had been proved, , and 
that thé Council had directed the Registrar to erase the name 
of Nigel Harold Maurice Russell Monro. 


$ 
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“IMPROVEMENT OF THE N.HS. 
i BLACKBURN PROPOSALS 


At a meeting on February 6 the Blackburn Committee of 
the British Medical Guild had before it a memorandum 
submitted by a subcommittee. The Guild Committee 
approved the memorandum, a copy of which is being sent 
to all local medical committees and Guild committees. The 
memorandum runs as follows: 


Falllngs 

(1) The present conditior's of service of the family doctor are» 
intolerable, and the rapidly deteriorating prestige of the profes- 
sion is a menace both to the community and to the profession. 

(2) The divorcement of the family doctor from hospital 
‘facihties is endangering the maintenance of his clinical ability. 
This would be a calamity, as the family doctor is the foundation _ 
and backbone of the Health Service. 


‘ 


$ 4 Prop-sals x . 

(1) Lists to be reduced to 3,0u0 at once, with a target of 2.500 
within 10 years. A continuous adjustment of the Pool for increase 
of population and of total number of doctors to take place in 
such a way that the overall remuneration will conform with 
Spens. 

(e) The position of the elderly doctor who is unable to retire 
owing to tus financial position, due to previous underpayment 
mn the N.H I. service, to be investigated with a view to his being 
awarded a pension on his N.H I. service. ~ 

(3) The question of a semonty allowance merits consideration. 

(4) All practices with lists up to 750 should be subject to yearly 
review by a combined committee from the executive council 
and the local medical committee for the purpose of judging the 
financial position. 

(5) Very rural and difficult areas to be categorized separately 
and dealt with under a special arrangement—e.g., the Highlands 
and Islands Service. 





MEDICAL SUPERINTENDENTS 


The B.M A.’s proposals for improving the remuneration of 

medical superintendents are being negotiated through Whitley 

machinery. The management side of Whitley Committee B 

will answer ‘these proposals on March 16. 
t ` 
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INSURANCE OF MOTOR-CARS 
AN INSTRUCHON TO HOSPITAL STAFFS 


Members of hospital medical, staffs aves recently received 
a communication from their hospital board or management 
committee inquiring about their motor-car insurance policies. 
This has been prompted by an instruction from the Ministry 
of Health that boards and committees should satisfy them- 
selves that officers.and members of staffs using their own 
motor vehicles on official business have effective compre- 
hensive insurance under a policy covering all risks normally 
incurred—for example, damage to or loss of the vehicle; 
accident to the insured, including medical expenses ; bodily 
injury to or death of third parties, including passengers ; 
and damage to the property of third *parties. The instruc- 
tion also states that.the risks indicated should be covered 
in so far as they arise, and the policy should of course 
satisfy the statutory requirements to insure against third- 
party risks. 

Indemnity is sought by the board or commit’ee in the 
event of a claim being made against them as the employers, 
or to the same extent to which an officer is sured under 
the policy on the understanding that the insurers are allowed 
to retain the handling of the claim. Boards and committees 
are ‘instructed to ensure that policies are maintained in 

ration. A comprehensive list’ of companies which will 
ive the necessary indemnity is provided’ with the instruction. 


` Legal Obligations =e 
Inquiries about this ‘instruction have been received 
-at BM.A. House, particularly on whether it is legally ` 
enforcible. There is no statutory obligation on the 
member of a hoSpital staff to insure except against third- 
party risks, and the terms and conditions of service do not | 
require a member of a hospital staff to take out a compre- , 
hensive policy. But, where such an officer is using his car 
on official business of the board, there is always the possi- 
bility that the board might be held at law to be liable in 
its capacity as employer for injury or accident caused to 
the officer himself or to a third party. It is not unreason-. 
able for the board to make sure that the officer is comply- 
ing with his statutory obligation to insure against third-party 
risks and to seek indemnity from the insurance company 
against claims that might be levelled against the board as 
employer. .If the employee has a comprehensive policy ih 
addition to his third-party risk, this provision would not 
„put him to any additional expense. This has been a condi- 
tion of service for locdl-authority.employces for many years. 


. 


Liability of Boards 

It is possible that the officer himself might be injured 
and he and his representatives might seek to obtain damages 
from the board as employer, particularly if the officer was 
not covered 'for first-party msks. In such circumstances the 
board might be held to have a liability, and the Ministry 
is probably: trying to secure that the officer himself shall 
indemnify the employing authority in respect of such a 
liability at his own expense. Where, on the other -hand, 
the officer does not insure himself against first-party risks, 
some doubt can be expressed whether the board or com- 
mittee is justified i in asking him to do this at his own expense 
merely to safeguard them against a liability which they 
might have in their capacities of employers. But the 
employing authority might well consider that, if the ‘officer 
was not prepared to insure himself under a comprehensive 
policy, they. would not be prepared to accept the risk of his 
using his car on their business. This would cause diffi- 
culty when an officer’s car was necessary to the efficient 
discharge of his duties. 

Further clarification is necessary, and the matter is being 
explored. As most regular car users consider it wise to 
be covered comprehensively, only a few officers are directly ~ 
affected by the Ministry's instruction. 
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` PUBLIC HEALTH SAEARIES . 


Under the award of the Industral Court (Supplement, 
December :30, 1950, p. 255) certain matters were referred 
back by the Industrial Court for further negotiation between 
the two sides of the Whitley Committee C. These are 
the salaries of deputy medical officers of health, divisional 
or area medical officers, and medical officers holding mixed 
appointments. Agreement has not been reached, and these 
points are therefore being brought before the Industrial 
Court again on April 6. 


’ 


í 





INSURANCE SICKNESS BENEFIT 


The Ministry of National Insurance has issued a statement 
on the claiming of sickness benefit when the doctor, because 
of his work, cannot see the patient without some delay. 
A person prevented by illness from working should give the 
local Nationa] Insurance office written notice of incapacity 
within the first three days. 


“To avoid loss of benefit a person who 1s prevented by illness 
from working should give the local National Insurance office 
Written notice of incapacity within the first three days This 
notice 1s normally given on the First Medical Certificate (Met. 1) 
issued by the doctor when he first attends the patient; but where 
exceptionally the patient has not been seen by the doctor within 


the first three-days, a note written by or on behalf of the patient, 


is accepted as notice. Where notice has been given without a 
medical certificate, the formal claim on the doctor’s First Medical 

, Certificate should follow as soon as the doctor has been seen, 
and in any case within ten days of the start of the illness . . 

“Tf the doctor’s examination has been delayed and he wishes 
his certificate. to cover any earlier period of incapacity, he can 
give a Supplementary Certificate (Med. 5) or he can make a 
suitable note in the ‘Remarks’ space on the First Medical 
Certificate.” 


‘ 








“Z” RESERVISTS 


The Central’ Medical War Committee, and the Scottish 
Central Medical War Committee have been informed that 
they may consider appeals from doctors who, as members 
of “Z” Reserve, receive a warning notice of recall for 15 
days’ training and consider that their withdrawal for this 
period would jeopardize the civil medical services in their 
areas, 

Appeals should be addressed to the secretary of the 
Central Medical War Committee at B.M.A. House, Tavi- 
stock Square, London; W.C.1, or, in Scotland, to the secre- 
tary of the Scottish Central Medical War Committee at 
7, Drumsheugh Gardens, Edinburgh. . These committees 
cannot deal with any question of personal hardship, which 
is a matter for the Service Department. 


` 
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KINGSTON HOSPITAL DISPUTE 


The Minister .of Health has informed Mr. J. A. Boyd- 
. Carpenter, M.P. for Kingston-on-Thames, that the South- 
west Metropolitan Regional Hospital Board's decision to 
convert Kingston Victoria Hospital into a gynaecological unit 
waè right (The Times, March. 3). The, Minister says that he 
recognizes there are perfectly reasonable arguments which 
can be and have been adduced in criticism of the board’s 
proposals for the future use of the hospital, but having 
examined the, situation he agrees with the board’s. decision, 
which he states was made after expert medical as well a lay 
advice had been received. . ' r 


The board’s proposed arrangements would provide a total of 


67 additional hospital beds, “ clearly a thoroughly sensible and . 


practical step to improve available services in days when a new 
hospital building in the area is for the time being to be ruled out." 
é 
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He upholds the plan as a wise and mght one, and thinks the 
new facilities at the Surbiton annexe should give reasonable 
alternative beds for ordinary general-practitioner work, particu- 
larly if the doctors co-operate with the board in carrying out some 
of the details of the arrangement of ghe new accommodation 
at their hospital. He had been assured by the chairman of the 
board that the board intends to see not only that clinical assistant- 
ships are made available to the genera! practitioners, but that 
every encouragement is also given to the ordinary doctor to keep 
in contact with his own patients and their treatment when patients 
are in specialist/hands in the hospitals. 


Mr. Boyd-Carpenter is reported to have said that the 
Minister mate no reference to patients who in the ordinary 
way would be treated at the Victoria nor to the overwhelm- 
ing expression of local opinion on the proposed destructiof 


of the hospital built by and for local people 50 years ago, 


which holds „a high’ place in their affection. . 








‘Heard. at Headquarters 
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Films and Filmstri ps j 


The B.M.A. Film Department 1s going steadily ahead 
obtaining films for its library after due appraisal by mem- 
bers of the Film Committee. One of the new features 
which is being suggested is a filmstrip library, in view of 
the increasing appreciation of the filmstrip as an important 
medium in medical teaching, more useful to the teacher 
sometimes than the film itself. Information regarding film- 
strips which are’ available in’ this country is being sought. 
Another piece of work which is proceeding is the cataloguing 
cof the films in the library. The B.M.A. film on the treat- 
ment of infections of the hand has found considerable 
favour wherever it has been shown, and copies of it have 
been made for presentation to the Medical Associations of 
Canada and of South Africa, the Federal Council of the 
B.M.A. in’ Australia, the New Zealand Branch of the 
Association, and the American Medical Association. 





Colour Scheme’ 


Sometimes visitors from the Continent to our. medical 
schools surprise us by their knowledge’ of English, even of 
colloquial English and American. One little instance 
occurred recently. A Swiss doctor visiting London was 
shown a case in which there was extensive ecchymosis 
around the eye—in other words a “black eye ”—and the 
demonstrator jocularly remarked, ^“ Autumn tints,” where- 
upon the foreign visitor said instantly, “ But after the fall.” 


‘ Half-century 

The controversy on how the. century—and the half- 
century—should date is neatly compromised by’ the appear- 
ance at the end of 1950 in book forin of the symposium 
“Fifty Years of Medicine,” which appeared in the Journal 
at the beginning of 1950. It makes a handsome volume. 
This is no‘place to review its substance, but a word may be 
said in praise of the printers and bookbinders, and those 
responsible for the colourful jacket and the attractive letter- 
ing. The medical student, or the doctor for that matter, 
could hardly find a better exchange for the book ‘token 
which was given him at Christmas and which he has been 
in danger of forgetting” The typography 1s excellent, and 
so are the illustrations. Two of them, by the way, show 
operations “then ” and “now.” “Then” was in Rutherford 


Morison’s time at Newcastle Royal Infirmary. The date _ 


given is 1906, and it is noteworthy that none of the dozen 
onlookers at the operation in the theatre was weanng a 
gown. Yet the writer of this note recalls that in 1909 he 
was admitted to witness an operation in a London theatre, 
and the surgeon in charge insisted that he and everybody 
else present should wear an overall. Some stgange tales of 
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early—or not so early—operations, by the way, were told 
at a recent meeting of the Medical Society of London. One 

e speaker recounted how on one occasion, many years ago, 
such was the press of students that the woman anaesthetist 
in charge of the patient was actually ,muscled away from 
the table and was eventually discovered sitting on the floor 
ın a distant part of the theatre. 


“The R.M.O.’s Certificate 


An interesting and important point was brought before 
the General Medical Services Committee the other day by 
the National Association of Local Government Officers. It 

mcerned an appeal to the' local appeals tribunal of the 

inistry of National Insurance by a woman whose sickness 
benefit had been discontinued as the result of a certificate 
of a regional medical officer that, she was fit to resume work. 
“The certificate was challenged, but the appeal was weakened 
“by the fact that her own doctor had also issued a ‘final 
certificate on the strength of the findings of the R.M.O. 
It appeared that the woman's doctor had taken the line that 
he had. no alternative to issuing the certificate, although 
he was, still of opinion that the woman was unfit to go 
back to duty. The chairman of the tribunal expressed him- 
self rather strongly on this point. He said that far, too 
many general practitioners were under the false impres- 
sion that they were obliged to accept the report of the 
R.M.O. in cases such as this. It was their duty, he said, 
to disregard completely the opinion of the Ministry's medi- 
cal officers when such opinion was clearly at vanance with 
their own findings. We should have thought that was the 
plain sense of the subject. A practitioner's certificate repre- 
sents: his own opinion on the facts of the case, and should 
not be modified unless his opinion also has changed. To 


issue a certificate contrary to his own opinion, as the result 


of a pronouncement by some official person, is surely con- 
trary to the spirit of medical practice and encourages 
the setting up of a medical hierarchy, which is to be 
deprecated 








z : Questions Answered 








Gratuity on Retirement 


Q.—l am entitled to receive a gratuity after ten .years 
service in the Colonial Medical Service. Is this sum subject 
to United Kingdom income tax? I am how resident in this 
country. 

A.—lIt ıs understood that United Kingdom income tax does 
not attach to a gratuity received on retirement after ten years’ 
service in the Colonial Medical Service. 


Selling Fruit 


Q.—Included in the premises from which I practise is a 
garden containing half an acre of fiuit trees, the produce 
from which I sell at wholesale rates to retailers., The pro- 
duction of this fiuit entails expenditure on fertilizers, etc, 
Should the income received from such’ regular sales be 

' included in my normal returns of income for taxation assess- 
‘ment? If it is so included, can relief be claimed on the 
expenditure in respect of fertilizers, etc. ? 


A.—Section 10 of the Finance Act, 1941, defines a market 
_ garden as “land occupied as a nursery or garden for the sale 
oe e the produce,” and it would seen that the questioner would 
be liable to tax on profits made from his fruit trees—and, 
on contra, entitled to claim relief in respect of any losses 
incurred. In Mlculating the profits or losses, expense 
incurred in fertilizers cost of pruning, harvesting, etc., 
should certainly be brought into the account. The amount 
of the profit made in the previous year should pe declared as 
part of the tot l income, 
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Correspondence ' 


Seen from America ` 


Sm,—Reading through the flood of medico-political letters 
appearing currently in the correspondence columns of the- 
Journal from this more remote side of the Atlantic, one 


‘is struck by the fact that, while in many instances the 


individual writer may argue his particular point well and 
sometimes with fervour, nevertheless the point under con- 
sideration, when stripped of the verbiage, in its nakedness 
often reflects (if the letters give the true picture) something of 
the atmosphere of frustration and disillusionment amounting 
to bitterness which would seem to pervade the entire field of 
British Medicine. Indeed, as in most chronically neurotic 
patients, this abundant frustration and disillusionment 
would appear to dim proper insight, and, taken as a whole, 
many of these letters suggest that the patient (British Medi- 
cine) is passing into a more serioùs phase of the illness, for 
many of these letters are suggestive of a sort of “ persecu- 
tion complex.” This, in addition to blinding some writers 
to what may be good taste,- is certainly -befogging their 
common sense and is knocking reason off balance. 

Having pondered the problem many times in the last 10 
years, and especially since crossing the Atlantic, one cannot 
help feeling that a sizable part of this built-up frustration 
and bitterness, which in Great Britain takes the form of 
chronic grumblings against the system and innumerable 
sighs for the past, and in America a feverish tenseness 
and the determination to fight ıt (socialized medicine) at . 
all costs, is inherent in the very origins of modern medical 
practice. One wonders whether not all the advances are 
in the scientific ‘field, while in the medico-politica], the 
medico-social, and the medico-economic fields there has 
been a considerable lag in making an adjustment to the 
times. 

There is in medicine a high degree of traditionalism and 
resulting in some narrowness of’ 
outlook, has tended to prevent it from making this proper 
and necessary adjustment. Even the necessary growth of 
specialism maythave gone astray and, instead of serving 
its proper ends (the patient), has rather created a class of 
individuals ever-present in all professions who seek self- 
aggrandizement and material rewards no matter what the 
cost. The patient, at last rebelling (even here in America), 
has retaliated by condoning, if not demanding, a new 
system, which contemptuously we refer to as “socialized 
medicine.” s 

It is possible that some traditionalism ts inevitable in any 


' organized profession, but ‘in medicine, as in law, the fact 


that the years of preparation are costly has tended to make 
certain that only candidates from privileged groups (the 
rich) have. been able to take it up. This was so and in 
most countries continues to be so. With this preponder- 
ance of recruits to the profession largely coming from such 
privileged groups, ın most countries medical society has 
tended td favour the pomp, circumstance, ritual, and 
precedence beloved of such groups. Is it thereture not 
possible that it 1s this fact which has militated against 
the profession in making a proper. adjustment to “the 
age of the common man"? Just as, in countries like 
Great Britain, the feudal system has been tolerated as a 
compromise with, the past, and allowed to dwindle and die: 
slowly, is it not possible that the leaders of the profession 
have also continued to enjoy these archaic attributes and 
privileges which, even in America, “the land of indepen- 
dence, and the free,” have by no means disappeared in the 
structure of her social orders ? 

Might it not also be the case that it 1s not only the pres- 
sure of scientific advance, and accumulation of knowledge, 
which has forced this age to breed a new class of individual 
we, term the “specialist” or “consultant,” but also the 
attraction to. the individual that, coincident with his accep- 
tance as a “ board ” man, there are the advantages of position 
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_ and power, .besides the larger financial rewards ? Trying 
to review the matter.as dispassionately as possible: Is the 
Specialist any more important a cog’in the machine than 
the general practitioner ? Does his supposedly „superior 
knowledge in a branch of the art' and practice of medicine 
really entitle him to these inflated gains and larger prestige ? 
‘That the “lad o’, parts” in any system should secure ‘some 
recognition most will agree. But who defines what is fhe 
“lad o’ patts” 2 Jt would appear that the glittering fagade, 
albeit a little’ tarnished, which adorned the old has been 
fastened, somewhat flimsily no doubt, on the new system. 
Hence such odious and contemptible devices as distinction’ 
awards and the like. oa : 

The gap which had been growing for many years between “' 
the ' specialist, and the general practitioner has not been 
narrowed by the passing of the new health enactment. 
Indeed, it is widening further and further, to the detriment 
of the profession as a whole and the general practitioner 
in ‘particular. Certainly in platitude,he is still. referred to > 
as the backbone of. the profession, but is there not a slight 
wrinkle at the nose of the “leader” who says it? 


Should not all groups re-examine their’ own feelings in these ’ 
important matters and ask themselves the question, if they are 
in the specialist group: “Am I really entitled to my position 
and the rewards that go along with tt; and should, in relationship 
to my position and earnings, my brother practitioner in general 
practice have to work so much harder for so much poorer a 
reward ? ” ~ DEE: 

The general practitioner, on the other hand, may well ask him- 
self: “Why am 1 being pushed into a corner? Stripped of 
former nghts? Not allowed to walk the wards of the local 
hospital, as I did formerly to attend my own patients?‘ Why 
do my ‘superior’ brother practitioners in the specialist group 
get these greater privileges, and try to-lord it over me (they tried 
before tHe Act) under the law? Are the latter not somewhat 
enjoying the process ? ” g 

Having honestly reviewed, these matters m thew minds, and 
accepting the thesis that fhe social changes now going on 
throughout the world are irreversible, should not the final 
question be asked: 

“ Must not all these: differences. of a traditionalistic nature be’ 
finally dropped and mght and proper adjustments in the light of 
these social’ changes made, including particularly a great lessen- ' 
ing of the gap between the general practitioner and the specialist ` 

“so that each,as a member of the team ‘may get fitting and’ 
prop-sionale reward for work well done?” ‘ 


The best modern medical, care is a luxury item in all 
‘countries which few individuals, can afford. Specialist 
services of a blanket type have become’ more and more 
the order of the day (perhaps, some believe, too much s0). 
This with the increasing tendency to utilize the “ blunderbuss 
approach ” to the examination and clinical evaluation of the 
patient has come to mean that even the wealthy have come. 
to dread a visit to the doctor—not as in the old days lest 
the latter find something seriously wrong, but because of 
the enormous cost. Medical men everywhere would do well 
to re-weigh this fact. British Medicine, with its proud tradi- 
tion of'a fine service to the public, should reorient itself 
aud make’ up its mind, that, although political dogma forced 
a bad situation on it, giving it an enormous task to. do— 
without the proper facilities, sufficient and modern tools, 
and with far too few personnel—it will show the world 
and do the job better than anyone could have dreamt 
` possible. š E - 
Whatever may be in store for us in this second half of 
the twentieth century in.a world ill at ease with itself, there 
is no doubt that the social changes which took place in the 
first half will' be consolidated and deepened. It is time, ' 
‘therefore, in enlightened countries for the individual medi- 
cal man and woman to realize that the days of privilege 
as formerly understood are numbered, and that fior the sake 
of the patient and, the reputation of medicine he should 


. “communal feeding centres.” 


‘ designation hospital management committee, linked with © 


, 


make up his: mind that, as always, the best reward ‘anyone ` 


can get in this.world is the satisfaction in the knowledge 
of work well ,done—done in the spirit whichis depicted so 
well in Sir Luke Fildes’s famous picture——I am, etc., 


Milim, Massachusetts; U.S.A. ‘  .. KENNETH I. E. Macteop. 
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Naming Hospital Management Committees 
Sm,—Whenever a large organization is brought into 


existence, one of its- characteristic features is-that its initial? e 


terminology is purely utilitarian. Før instance, in 1940 we 
had “local defence volunteers,” and, the horror of horrors, 
I humbly record that ıt 
required no less than the linguistic genius of Mr. Churchill 
to condemn, in a broadcast oration, these atrocities against_ 
the language, and to have them changed to “ Home.Guard ”, 
and “British Restaurants !’-respectively. ..,~ AS 
The passing of the National Health -Service Act was, 
followed by the setting up of a large number of administra- 
tive bodies called * hospital management.committees.” The 


a town or district, conveys nothing more than stereotyped 
postal addresses, giving a definition’to their own technieal 
'structure rather than a name to.the hospitals which they 
serve, and-it tends to overemphasize the-administrative side 
(Of the hospita] services. Has not the time come to reconsider 
‘the position and to make an effort to replace this 
pukely geographical austenty terminology by one combining 
individuality with dignity? . os . ; 

To clarify my point: I am working all day in the shadow 

of the house in which William Gilberd, physician to Queen 
Elizabeth, was born, lived, practised, and wrote one of the 
-world’s greatest classics—-De Magnete. Yet we call our- 
selves “ The Colchester Group Hospital Management Come 
mittee,” when we could justly honour ourselves and a great 
man who lived and worked in this part of the country 
by calling ourselves “The William Gilberd Hospitals, 
Colchester.” 

The history of (medicine is full of British contributions, 


` i 7 : : 
‘and no hospital management committee in any corner of 


these isles could fail to erect a permanent memorial to one 
of our predecessors, to whom mankind owes a debt,’ by 
adopting his or her name, and it would provide a splendid 
opportunity to get away from these utilitarian descriptions 
by adding dignity, human: touch, and some local colour to 
the 'name by which a certain group of hospitals ought to be 
known and remembered. Owing to lack of space | will give: 
only one other illustration out of a large number of possi- 
bilities, and would ask my colleagues whether, in their: 
opinion, “The William Withering Hospitals, Birmingham,” 
would not be preferable to, “ Group 25,; Birmingham (Selly 
Oak) Hospital Management Committee ” ?—I am, etc., 
Colchester. ir ” -FRANCIS KELLERMAN. 


" 


Payment for Services Rendered 


Sm, have read with interest fhe recent correspondence 
in the Supplement on the subject of “ Payment for Services 


` Rendered.” For „some time past I have given careful con- 


sideration to this matter, and it 1s my growing conviction 
that the ‘only way to re-establish the status of thé general; 
practitioner, and to maintain a high standard of work, 1s to 
introduce payment for service in some form. 

Recently I have discussed this question with several cok 
leagues, who agree that under the present system the Service 


\ !s.grossly abused: ‘One doctor told me he had been visiting . 


till midnight—another’ till 11 p.m.—night after night. 
Neither of these has a list even approaching 4,000 ; neither’ 
can afford a partner; both give conscientious service. } 

We meet, in practice, two types of patient from whom 
some payment would be advantageous. The first, recogniz- 
ing the inadequacy of our remuneration and the burden of 
work involved, waits to call us until he is seriously ill; if he- 
were free to make some payment he would send for us more 


quickly and his illness might be shortened. The second types’. 
thas little consideration for his doctor and does‘ not -value’” 


what he receives free at the time: he makes no attempt tC) 


send requests ‘for visits before 10 a.m., nd summons the > ‘ 


‘doctor at all hours, often for <rivialities. One doctor 
received a call at about 6 p.m.; she visited the patient after 


“ surgery, about 9.30 p.m., to be told on arrival: “Oh; mother 


is better, thank you, but we thought you might as well call, 


n 
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just the same.” Another doctor was asked to visit a child: 
on arrival, he was requested to see four children, not one of 
« whom was ill. 

The old doctor-patient relationship has been largely 
destroyed by the presefit system. Our services are obtained 
for the asking and are therefore held cheap. Advice and 
treatment so easily gained are necessarily coming to be 
regarded as inferior in quality, and so there is an increased 
demand for hospital and specialist attention, often before 
any advice has been sought from the G.P. “Doctor, I 
should like a letter for the hospital,” may be a patient's first 
request on entering the surgery. Some look upon us as 
automata who are there to provide prescriptions for free 
rgedicine, ‘Doctor, I only want a prescription for X’s 
Asthma Cure” was a demand made to me last week. When 
I refused; not knowing the content of the “ cure ” in question, 
thë patient was annoyed. `She retired without either com- 
planing of any symptom or seeking any advice. 

Apart from the above considerations the therapeutic valug 


of a fee paid by the patient to the doctor seems to havi) 


been completely overlooked. Even token payments—e 8., JS 
in surgery, 2s. for call before 10 a.m., ranging up to 10s. 4% 
for night call—in addition to a basic capitation fee at about 
the present rate, would go far to improve matters. This 
would impose no burden on the Treasury and no hardship 
_on the patient (old-age pensioners might be exempted) It 
would also provide an answer to the objection raised by 
Dr. B. Richardson Billings (Supplement, February 24. p. 58) 
In the field of education we encourage every child to 
attend school, and therefore it is appropriate to abolish 


school fees. In a health service, if we abolish fees, are we- 


not thereby encouraging every citizen to visit either doctor 
or hospital, and so fostering an attitude of mind which 
pursues disease rather than health ?—I am, etc., 


Stanmore, Middlesex H. B. Woopnouse.. 
a 1 


Sir,—l am writing this letter spurred on by that of 
Dr. Louis Crawford (Supplement, February 3, p. 35) advo- 
cating payment im the N.H.S. for services rendered rather 
than by a salaried scale. ` 

It seems that no one in authority has any idea how many 
vistts we in our practice do or how large are our surgeries. 
We have to apologize to the patients for our hurry owing 
to the large number of calls on our time, yet no one knows 
when the work will prove too much except ourselves 

If, instead of the patients’: registering with a doctor, we 
were paid as the dentists are, we should undertake only what 
commitments we could fulfil, and any extra could be tele- 
phoned ın an emérgency to a local central bureau, just as 
anyone can now’ "telephone for an ambulance if there is no 
doctor available. This central bureau would be responsible 
for filling the gap by request to local doctors or, if neces- 
sary, by inviting help from a central pool of mobile doctors. 
How .much better would thig system’ control an epidemic. 
At present we meet an epidemic by limiting the number of 
times each patient is visited Surely it would be preferable 
to meet it by introducing more doctors, It may not be 
possible to control all epidemics with only one visit to each 
. patient. 

It seems to me that the Health Service, which has a fixed 
income and fluctuating demands, has much the same problem 
to face as an insurance firm, whose stability depends on its 
dealing in very large numbers. Surely, then, there would be 
léss discrepancy between the constant income and fluctuating 
demand if, instead of the gap beirg bridged within each 

| practice with relatively small numbers of patients, it'-were 
_ bridged by areas, the additional demand for services’ being 
met not by the practitionér but by central supply of more 
doctors to the area. This is a National Health Service, and 
it is not the responsibility of the employees to bridge the 
gap, but of the Minister. 

Under these circumstances it is “9 be a | that the 
cievtors will certainly undertake all_ he calls that they can in 

times of c-idemic, since the patients will naturally choose.a 
doctor on. whom they ce“'rely at such timés in preference 


~ 
* 


to one who hands over his patients to a Stranger when they 
really need him. Before we were controlled by a Minister 
the nation’ never found the profession unready to answer a 
call, particularly if no one else was available, nor were we 
ever uncooperative or afraid of work. Would not payment 
‘for services rendered give us a,chance of returning to that 
freedom which is essential in a doctor’s relations with his 
patients 7?—I am. etc., 


Plyniouth ANTHONY HANSEN 


- Payment of Doctors and Dentists | , 


Sm,—In the Journal of February 17 (p. 343) you state in a 
leading article that 9,500 dentists are costing the country 
£46.6m. a year while 19,000 general practitioners are costing 
the country £45.8m. a year. 

May I point out that payments to dentists are not made, 
on the same basis as are payments to general practitioners? 
To take one example: a doctor prescribes a truss, corset, 
or spectacles, and payment for these articles ıs paid by the 
Government to the optician or surgical instrument maker. A 
dentist prescribes a dental appliance and the dentist pays the 
technician out of the £46.6m: In my own practice the cost 
of this item alone amounts to 35% of my gross turnover.— 
I am, etc., 


Surtyton, Surrey J) W MAYER 


Less Pay for More Patients 
Sır, —I have been surprised that so far no comment. has 
been made in your columns on the rate of payment m 
Middlesex for the quarter ending December 31, 1950. In this 


„quarter there were apparently 2.410,107 patients, excluding 


r 


temporary residents, and £463,047 was allotted, „By the 
Ministry. After various deductions this worked out to a 
capitation fee of,3s. 8 93894. Now, in the previous quarter 
£477,412 was allotted Yor 2,400,661 patients, producing a 
capitation fee of 3s. 10.969d. This elementary arithmetic 
sbows that 9,446 more patients were at risk for £14,365 
less remuneration. 

There may be some good Ministerial reason for this state 
of affairs, but I cannot see any other profession or trade than 
ours sitting down under it. ‘Whether any amelioration can 
be obtained by negotiation with the new Minister I do not 
know, but I do think that every possible effort should be, 
made in this direction, because I am regretfully of the 
opinion that any mass resignation, át the present critical , 
state of the country’s affairs, would merely bring the medical 
profession into great disrepute, and I am very doubtful’ 
whether any satisfaction would be obtained by it.—I am, etc, 


Harrow M.ddlecex J. E. S. STEPHENS. 


Leadership Needed $ 


Sır —After two and a half years of the N.H.S. it is 
becoming increasingly apparent that hopes of a just settle- 
ment of general practitioners’ rémuneration are slipping 
away I know that the Association and the G.M.S? Com- 
mittee have asked politely for better terms for us and that 
the powers that be have refused in equally polite fashion. 


/Or if they have not actually refused they have used one 


delaying device after another to put us off. Can anyone 
doubt that further talk is useless and that the only possible . 
course left is to withdraw our services ? 

Why, then, do we not go ahead and withdraw without 
further ado? Perhaps the answer is—fear: fear that 
withdrawal will bë a “flop? ,,fear that the fellow down 
the street will stay on and collar our patients. Sucly fear | 
is not unreasonable, since the Association ‘does not appear 
to have taken any steps to reassure us on this important 
point. Any association worthy of the name will see to it 
that we shall ‘not lose a single patient. It will make it a 
sine qua non that transfers must be frdzen during the 
withdrawal and ‘that doctors will not resume until this has 
been made effective. 

At this time, what we need most of all i is leadership. We 
need to know, beyond any doubt, that at te head of affairs ` 


y 


f 
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there is a burning passion to have our wrongs righted and Ministry to make payments direct to Whitehall. Signifi- 


an uncompromising determination not to shrink from 
using the only means we can now use to achieve this 
end. A vigorous lead from Headquarters could transform 
general practitioners from a disjointed collection of cons 
fused and frustrated units into a confident and determined 
body-—confident in the justice of their cause and determined 
to carry it through to a just settlement ; 

It would be ungracious to end. without paying tribute to 
those who have given freely of their time and energy on 
our behalf. They have expended themselves, perhaps more 
than we shall ever know, in a prolonged and honest 
endeavour to help us, and I trust we shall not easily 
forget them. Doctors, as reasonable men, had ‘hoped 
that these endeavours would have met with more success, 
but there can be no doubt now that we have not even a 
slender hope of getting a fair deal short of mass withdiawal 
“Let us go to it—I am, etc., 


Beltan . H. J. CRONHELM, 


Time for Doing Something . 


Sm,—And so another inquiry is to be held into the condi- “ 


tions, etc., of general practice. One would think that the 
time for inquiring is“over and that the time for doing 
something about the whole sorry business is overdue. e The 
. Government, Parliament, the people, the profession—all 
know- that the state of the general practitioner continues 
to go from bad to worse, and that what ıs needed 1s 
essentially adequate time for a medical man to do his 
medical work and @ proper return for doing that work 
When oné remembers: 7 


(1) that a deftist usually earns three to four times as much as 


a doctor—and sometimes much more; 
(2) that he does so with much less arduous work and with léss 
responsibility ; 
(3) that many dentists earning these amounts are doing so 
without having had a university training; 
(4) that an optician can earn about £4,000 a year working a 
40-hour week and taking one hour for refraction; 
(5) thatan optician does not have to undergo a long, expensive 
“university course ; 
(6) that a very common ‘two-guinea consultant's” fee was 
doubled at July 5, 1948; 
`(D that for one “ domicihary’ a consultant, gets five times 
what a G.P. gets for one patient for one year, 
(8) that the salaned service which the consultants enjoy pro- 
vides a welcome and important factor in their income; 
(9) that they were given assistants paid by the State to meet 
the mecreased work, and paid locums; 
{10} that the G.P. has to pay for both out of his own pocket; 
(11) that, because he is forced to be a “head-hunter” in 
order to live, he has to pander to the caprice-of the thoughtless, 
1 the fnvolous,, and the greedy ones-when they take the notion to 
demand his services: 


(12) that he is thus left at the mercy of the whim of every 
‘Tom, Dick, or Harry at any hour of the 24, seven days a week; 


when one, as { say, remembers such things as these, one 
feels a sense of despair about a mere inquiry. But perhaps 
‘Yam forgetting something. Were I cynical enough’! might 
feel that another investigation might serve somebody's pur- 
pose It could of course keep us quiet in-our serfdom for 
two more years, after which time someone else could always 
start another hare —I am, etc., 


Beitast Pump J McGarry. 


' 
S v.. 


Hospitals and Covenants, 


Sm.—The action -which led to the Ministry of Health 
offending generous-hearted people who covenanted subscrip- 
tions to voluntary hospitals was ill-considered, to say the 
least of it Journal. February 10, p. 290) 

The Bristol Hospitals Fund recently received an inquiry 
from a public authority in the West of England which had 
covenanted a subscription to its Idcal hospital. Whether this 
covenant has been completed or pot I do not know, but 
the authority was indignant at being instructed. by the 


a ‘ 


cantly enough this authority has now sent a gift to the Bristol 
Hospitals Fund in this Funds capacity as a “league of, 
hospital friends ” and-as an independent trust corporation, 
with instructions to send the gift toethe local hospital. 

This Fund ıs increasingly receiving inquiries from 
solicitors on behalf: of clients who wish to benefit hospital 
patients, but who desire to act through an intermediary trust 
which can ensure that gifts and legacies are used for the 
purposes desired by the donors. —I am, etc., 


i ` Joun DoDD, - , 
Bristol . Secretary Bristol Hospital Fund , 


Clinical Freedom in Ophthalmic Service , e. 


Sm.—I agree strongly with.Mr. Leshe. Hartley’s strictures 
(Supplement, February 10, p. 43) on thesnew regulations,of 
prescribing in the supplementary ophthalmic service. If the 
new regulations are interpreted too zealously they may well 
interfere with the clinical freedom of ophthalmic medical 
practitioners and ophthalmic opticians. I was very surprised, 
however, to find Mr Hartley advocating the introduction of 
the permanent eye service as the remedy. Surely this remedy 
would be worse than the disease, as the permanent eye 
service would mean the extinction of nearly all individual 
practice by ophthalmic medical practitioners and ophthalmic 
opticians.—I am. etc., 

Henley-on-Thames S 


S BraçK 


~ 


Co-operation witb: M.P.U. 


~ SR —l agree with the last paragraph of Dr. Bruce 
Cardew’s letter (Journal, February 24, p 417). Iam nota 
member of the M.P.U., but feel at this time that there is no 
reason why the B.M.A. and the M.P.U. could not co-operate. 
It is this failure of unity in the medical profession which 
weakens its case in dealings with theeMinistry of Health and 
has led‘to the present grave dissatisfaction among general 
practitioners. > Cannot the medical profession for once go, 
forward, united to oppose this hateful and strangling 
bureaucracy ?—I am, etc., | 


Worsborough Dale.“ Yorks D. W MAYMAN. 


1 


4 Medical Superintendents 


Sır—The administration of hospitals ıs now under review, 
and it is greatly to be hoped that the Central Specialists 
Committee will proffer no advice until it has fully consulted 
members of hospital medical staffs and others, concerned. 
Medical superintendents have long been appointed in some 
areas and in some special hospitals, and under present 
circumstances there may be a case for a very limited exten- 
sion of this practice, but any general system of appointing 
such officers to hospitals or hospital groups would be most 
unfortunate. 

' Hospital groups are, im general, not large ; a medical man 
appointed as administrator would not be fully employed 
unless he were to serve several adjacent groups, which would ~ 
involve undesirable separation from individual hospitals. 
Moreover, a Medical man acting as administrator would be 
wasting his special ability and special training, or his special 


1 knowledge might tempt him`to take action where a lay 


administrator would seek advice from an individual member 
of the medical staff. Hospital consultants would lose much , 
of their Present influence, and would find themselves in this 
respect in a position similar to that of assistant medical 
officers in pre-war public authority hospitals. 

A medical superintendent (whether whole- or part-time) 


would be appointed and paid by a regional board o>, 


hospital management committee ; he would be a servant of 
that body. He would not have that confidence which comes 
to a chairman of a medical staff committee by reason of his” 
election by his colleagues and the voluntary nature of his 
work. Experience hag shc“vn that good_resv'ts cab be 
achieved by trained lay adniinistrators, of good - bility and 
personality, working in fullest consultati on and c 2-operation 
with members of medical staffs anc their electec committee 


Coos 


~- 


. to discourage or prevent this voluntary service, which ‘has ke 
. $0 long béen the'practice in the best hospitals.—I am, etc., Brentwood, Essex ae op. T. Mactay. 
Canterbury ~~ T. A. CLARKE, 5 z 
ž = ` ‘ 
- i * ` 7 ; s ; 
i "Schóol Health Service and the G.P. B.M.A. LIBRARY | 
eSm,—Dr. G. W. Fleming’s letter (Supplement, February The following books have been added to the Library: _ 
17, p. 51) raises an important question of principle. Unfor- Année Thérapeutique en Ophtalmologie. Tome Il. 1950.5 °t 
tunately I can only disagree with him profoundly. He Babkin, B Secretory Mechanism of the Digestive Glands. 
suggests that school médical officers should be able to refer paver W. giton 0. M Dò 1950 $ 
cases for specialist opinion without the consent of, or even * Bawden, F C.: Plant Viruses and Virus Diseases. Third edition. 
reference to, the child’s G.P., only approaching the G.P. if’ ` 1950. 
and when necessary. He speaks of a “ closed shop,” between Pensands, R sand Qurd P.’ Les Hémorr oides et leur Traitement. 
the G.P. and the specialist, and’ then goes on to call for a Binet, A 
“closed shop ” between the school medical officer and the “19 gobs serve ae pone eee 
specialist. Babin R: Korm und Wachstumsgesetze Dnisenbildender 
I appreciate, Sir; his difficulties and his desire to do the’ nome a 
very best for the children he sees, but,such by-passing of the Bouin, Re a vier a Mitosis. aoe 
family doctor cannot possibly be in their. interests, In an Cazaban, R : (L’Arachnordite Optique Canaliculaire et Orbitaire. 
organization many times vaunted as being built round the nee ; 
G.P., where in taking patients on his list ‘a G.P. accepts full Cannot P t M, Era R Ue AOON. OF 50. 1990. 
responsibility for them, all other services within that Comfort, À.: Sexual Behaviour in Society 1950. °/ > 
‘organization must’be ancillary to and not separate from him. Davidson, J Eae i): Meddal; of the Nuclis Acids. 1950. 
If we are’ not to know when our patients are being referred / ẸYans, or Ica! treatment ; 
to tuberculosis, V.D., or dermatological specialists, we may Feinberg,- S Mig » and Femberé, A. Ri ate Ant; 
as well give up. We shall have no responsibility to our Feldmann, H.: Contribution a la Thérapeutique Biologiquo de 
påtients, no interest inf our work, and our patients no faith l'Alcoolisme Chronique. Je t 
in us. Dr. Fleming's letter can only*represent the thin end Frey, Bu and ATS , J : Die Funktionen der gesunden und kranken 
‘ of a wedge which must prise our responsibility from us. Fudaila, S. G.: Die fokale Erkrankung des Kò 1950.’ `’ 
r mentions the vexed question of tonsils. Í must take Geten, D., Ha and . parrer Brown, L.: Public ealth and Soçial 
m up on this. Who in your opinion, Sır, is the bėst judge TVICES. L zon 
of the need for tonsillectomy,? The school M.O., who sees Oy nde iton: The Ted ot peter Griffiths (the Diack bura 
i hypertrophied tonsils at a single examınation, the E.N.T. Gou Tot Dermatologe. Séptitme édition. 1950. 
specialist, who in his assessment of the case largely relies on Gration, k. M, and Holland, D. L.: The Practice of Nursing. 
the G.P.s letter and history, or the G.P., who sees the glid ediuon, 1950. O eoati. ° 1549. o 
acute attacks and follows up the cases later ? i Groen, J.: shina Bronchiala seu Nervosum: een Psycho- s 
.r Finally, Sir, I would say that I have never refused a - Somatische Studie. 1950. 
réquest by a school medical officer to refer a child to a Grosser, O Vorlesungen über topographische Anatomie, 1950. 
specialist. “It is a, matter, as always, for co-operation, but oag” Inet ål.: Symposium de Hemstologia y Hemoterapia— 
ithe decision must rést with the family doctor, to whom the Gumpert, M.: You are Younger than you Think. 1950. i 
; _ghild and the parents: shave been taught to look. : Hervouet, D. Sse de, la Tuberculose, Oxyaminothérapie, 
“And, incidentally; is a specialist opinion’ always the right ergie et ; 
one? Despite Dr. Fleming’s faith, I still believe a G.P.’s can Holbrook, M 1950 pend Hill, Pee Manual, oE Ronee 
sometimes be as good.—I am, etc., l A fe Damany, P yia dyrangn Congéoitale de la Hanche. 1950. 
$ : i uciani, izi della trale. 
Meriden, Warwickshire MICHAEL C? PLATTEN. McLachlan, A E .W.:' Handbook of Diagnosis and Treatment 
E j AER a oe ai 
- ox ee ? 4 a .: Practical Fo ecti ition. 
pT : Advice Given Moi volumes, 1950. on in, ? ae 
" sir—Your correspondent Mr. P. G. Watson (Supplement, - a ree ddition, “1956. Bananite ia aki 
Fetiniaiy | 17, p. 51) is a final-year student who is dismayed Momizzi Q < i L 5pilepsie Expaimeniale. 1950 isi. 
y the. prospects of present-day general practice and yet he~ aO T poas pu poremen ose. 
wishes to devote his life to the service of his country in the piena i Ee Ses iones- Dermatologicas en Homepaje al Profesor 
‘field of general practice. There is no single. answer to his Ponsold, A.; Lehrbuch der gerichtlichen Medizin 1950. 
problem, the solution of which must be found along several Società ‘di Medicina Sociale: Atti del 11° Convegno—La Piaga 
different avenues, and space will not allow me to explore ase Froatitunone, 1950. : 
ystery of Dredms. 1950. 
these with him in your columns, Vallery-Ratiot, P (Editor).: Allergie 48. 1949, 
estan however, the Health Service is going to bé Vilas a ra Dissociation . Auriculo-Ventriculaire dans- 
hat medical men make it. : Mr. Watson is presumably a mAn o Py Dacia, 1 
© „young man, and what better aim can he have than just the beh ideneiierungen deren Verhütung ue Bellen 
- ‘determination in time to achieve for himself and one or two ’ Watson, J A. F : The Child and the Magistrate. Revised edition. 
` colleagues a partnershirsin general practice such as he once . 1950. 
dreamt of ? His initial *hsk, as I see it, is to find congenial Wilkins; D: Di Diagn agnons ana Treatment of Endocrine Disorders in 
4 colleagues in whose area an opening exists and with whom Wilkinson, DE iL: Ionization Chambers and, Counters. 1950. 
h- he can build up this ideal health centre, nor should he be ae. ee „end Wetherill; G, G.: Personal and Community 
disepp. sinted even if a year or two are spent in chopping and ygiene App! 
. hêng; before the right soil is found: As a beginning bat rene B A Handbook on ‘Diseases of Children Sixth 
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and chairman. If we seek improvement it must be by 

insisting: upon this practice of consultation and co-operation, 
œ if necessary by Ministerial instruction. ` 

It is easy to exaggerate, the amount of truly medical prob- 

lems occurring in day-to-day hospital administration, ‘and 

it is still’ possible in many areas to find members of hospital 

medical staffs willing to accept election as chairman (or’as 

t members) of medical committees and to undertake the duties 

and responsibilities which follow. No action should be taken 
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i 
would, if I may, suggest to him that, after passing the final 
examination, he should endeavour to have interviews witb a 
number of general practitioners who are practising under 
varying .circumstances and represent different shades of 
opinion. It would be well worth while to include interviews 
with one or.two laymen, and nothing but good cbuld.come - 
‘from hearing the views of a practising psychiatrist, for the , 
work of the latter! obliges him to give weighty ' consideration 
to every point of view, every mood, and évery experience. 
—I am, etc., ’ 
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_ ELECTION OF MEMBERS OF COUNCIL E 
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Notice is hereby given that nomination of candidates “for 
election as members of Council, 1951-2, (a) by the following 


Divisions and Branches, (b) by public heal 
“bers, and’ (c) by women members must 
writing so as to reach me not later than Saturday, ai 7, 


1951. 


Forty Members by Branches in’ Great Britaia and Northern 


Group 


T. 
2, 
3 
4 


. Lyne’; 


. Divistons in Cheshire; 


. Derbyshire 


Ireland 


service mem- 
e forwarded in 


‘ No. of Members 
of Council to be 


| 
England and Wales 
North of England Branch ; Tees:side Branch 
East Yorkshire Branch ; Yorkshire Branch 
orth Lancashire and Westmorland Branch / 
Birkenhead and 
Wirral ; Chester ;'Crewe ; Hyde ;--Maccles- 
field and East Cheshire ; Mid-Cheshire ; 
Stockport; Wallasey .. 


. Lancashire Divisions of Merseyside Branch: 


Liverpool ; St. Helens ; Southport ; War- 


rington ; Isle of Man Branch 


. Lancashire Divisions of South recurs 


and East: Cheshire Branch: Ashton-under- « 
Bolton ; Bury ; Leigh ; Manchester ; 
Oldham ; Rochdale ; Salford ; Wigan .. 
Branch; Nottinghamshire 
Branch; Lincolnshire Branch; Leicester 
and. Rutland Branch ... Pa 


. Midland Branch . 


Staffordshire Branch; Worcester: and 
Hereford Branch ‘ 

Berks, Bucks, and Oxford Branch; "North: 
amptonshire Branch 


Cambs and Hunts Branch: Norfolk’ 


‘ Branch ; Suffolk Branch .. 

2 Metropolitan Counties Divisions in Middlesex 
.. Marylebone Division ..° 
. Tower Hamlets Division ; City Division; 


Stratford ~ 
Division 
Hampstead Division ; St Pancras Division; 


‘Division; South-west Essex 


_ Westminster and Holborn Division . 


_ ford Division ; 


. Bath, 


Kensington and Hammersmith Division ; : 


2 
3 


Elected PA 
Group-, 


ol 


a) 


! 


Paddington Division ; ; ‘Chelsea and Fulham . 


Division 

Camberwell Division ; ‘Greenwich and Dept- 
Lambeth and Southwark 
Division ; Lewisham Division ; oy Woche 
Division ; Wandsworth Division `; 


. Hertfordshire Branch ; Essex Branch ; 
Bedfordshire Branch z 
Surréy Branch. . aes IP Sees nee 
Kent Branch ., 


Sussex Branch `- : 
Southern Branch ; Dorset and West Hants 
Branch . 

Bristol. ‘and "Somerset 


Branch ; ; 
Gloucestershire Branch ; 


- Wiltshire Branch 


. South-western Branch 
. North Wales Branch ; Shropshire and Mid- 


Wales Branch .. 
South Wales and Monmouthshire Branch.. 
` Scotland 
. Aberdeen Branch; Dundee Branch ; 


Northern Counties ‘of Scotland Branch ; 
Perth Branch .*. 
Edinburgh and South- -east 
Branch ; Fife Branch .. 
Glasgow ‘and West of Scotland | ‘Branch 
(Glasgow Division) 


. Glasgow and West of ' Scotland. ‘Branch + 


(County Divisions) ; Border Counties 
‘Branch ; Stirling Branch si . 


Northern Ireland 
Northern Ireland Branch... 


` 


“of Scotland . 
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Toure 


Public Health Service ‘Members 
\ Two members of Council are nominated and elected by . 


members of: the Association employed in the public health 
service as defined ‘in By-law’ ! (3).* Candidates must be 
members of the public health service as so defined. . 


s 


D 


r 


One Woman Member 


One woman member of Council is nominated and elected | 
by women members of the Association. 


‘Nominations z 


The nominations must “be on the prescribed forms, copies 
of which can be obtained on application to me. A pee 
will be published by the Council in the British Medi al 


Journal, Supplement on April 21, 


nomina! 


1951, of ‘the candidates 


Where contests occur, voting papers will be 


issued on April 28, 1951, containing the names of al] duly 
nominated candidates, from the Head Office, British Medical 


Association, . Tavistock Square, London, W.C.1, 


to each 


member in the Group, or to the public health seryice mem- 
bers, or to women members. A notice will be ‘published 
by the Council in the Supplement of May 19, 1951, giving 
_the results of the elections where there have been contests. 


, ANGUS MACRAE, 


_. Secretary. 
ES 3 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


i The Council of the British Medical Association is prepared - 
give applications for research scholarships, as follows : 


to 


An Ernest’ Hart Memorial Scholarship. of ‘the value of £200. 
A Walter.Dixon Scholarship, of the value of £200 
Four Research Scholarships, tach of the value, of £150. 


“These scholarships are given to candidates whom the 


Science Committee of the Association recommends as quali- 
fied to undertake research in any subject (including State 
medicine) relating to the causation, prevention, or treatment 


of disease. 


‘ In addition, applications are invited for the award of the 
following research scholarship: 


The -Insole Scholarship, of the value of £250, ‘tor research into 
` the causes and cure of venereal disease. 


Each scholarship is tenable for one year, commencing on. 


October 1, 
more~ than” two additional terms. - 


A scholar may be reappointed ‘for not` 
A scholaf is not necés- 


sarily required to devote the whole of ‘his or her time to 

` the work of research, but.may ‘be a member of H.M. Forces , 

or may hold a junior appointment at a university, medical” 

school, or hospital, provided ‘the duties of such appoint- 

ment will not, in the opinion of the Science Committee, 
‘interfere with his or her work as a scholar. 

Applications for scholarships must be made not ‘later 


than March 31, 


1951, on the \prescribed‘ form, a copy of 


which will be supplied on application to the Secretary, 


Briti 


Medical ° 
} Square, London, W.C.1. 


Association, B.M.A. House, Tavistock 


Applicants are required to fur- 


nish the names of three referees who are competent to speak 
‘as to their capacity for the research contemplated: ‘ 


r 


on 


(i REGISTRARS | GROUP OF THE B.M.A. ` 


The Association’s Registrars Group, which was formed at 
the beginning of 1950, has become very active during the ~- 


past year. 


Tt is endeavouring to, promote and protect the 


professional interests and well- -being of hospital registrars.* | 
The membership of the Group now exceeds 1,600 A Cen- 
tral Group Council has been appo™ted comprising three 
representatives (teaching and non-te& hing) of each regional 


. Registrars Group. 


Many subjects concerning: registrars . 


have been discussed and vigorous action has been, ‘aken 
-centrally and regionally -on^ various mailers, particularly 
on the Ministry of Health's proposals to reduce the\rambst 
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of registrars, These proposals are now being strongly ` con- 


tested in’ negotiations with the Ministry by the Jomt Com- 
mittee of the Royal Colleges, the Royal Scottish Corpora-; 


tions, and the Consultants „and Specialists Committee, the 


recognized negotiating body for hospital medical staffs. - 


Members of the B.M.A. who are registrars of séniog. 


registrars and have not yet joined the Registrars Group 
are urged to do'so, and the application form below should 
be completed and sent to the Secretary of the Association 


“ without , delay. 


/ 


mo re Form of Application for Membership i ‘ 
‘Ty the ' e afd Division Meetings to be Held 
British Medical Association, g - Try. DiyisIoN At Finsb Health Centre, Pme Street, 
‘ BMA. ‘House, r, UTS A NE ‘ London, E.C., Tuesday, March {3, 8.30 pm., Miss Gladys Hill:, 
Tavistock Square, = ` : ` “Vaginal Bleeding during Pregnancy.” 
London, W.C.1. DARTFORD Division.—At Stone House Hospital, Stone, Dart- 
z ford, Friday, Marcy 16, 8.30 p.m., talk illustrated by slides, by 
I wish to apply tor membership of the Registrars Group- of Dr..F. E. : “The Disposal of the Body.” 
the’ Association, and. understand that the inclusion of any indi- ENFIELD Oe, “Porters Bar Division—At Demonstration 
vidual member within the Group is at the discretion of the Group ‘ rete. Eastern Gas Board Offices, Palace Mansions, Sydney 
Council subject to appeal to the Council of the Association Road. d, Enfield, Wednesday, March 14, 8.30 p.m., meeting. 
I am a member of the Association, and am engaged . as a GUILDFORD Diviston.—At Royal Surrey Count Hospital, 
hospital registrar. ' Co ae Friday, March 16, 8.30 p pm, Mr.T J. Millin: “ Sur- 
- . Sou es of the Prostate.” ` 
Name (IN BLOCK CAPITALS); ORE eee eens Hee, Spades kE cave: N DIVISION — Àt Hendon Hall Hote! Ashley ‘Lane, Lon- 
Qualifications: 2... eccee ec ce eee e scene ens OEE R gon Na Tuesday, March 13, 8 30 pm . Dr. Keith Simpson: 
STEN ' “ Foul Play.” 
Date of Qualification: .............008 fers ata tie ele A Age ...... eso Axe dg pov Hn Division: cn Ra Post, praduatė 
R è 5 e o0 cəne Road, London ursda arc A 
`A Present Appointment : seestet sro seneserererreseeermrressee 830 p.m., meeting in conjunction on, A West London Medico- 
(State name of hospital and depart- ne Seo a fad Chirurgical Society. 
ment, ahd whether Registrar or ` oo viaoa D bra sient At, New Lecture, yi Royal 
ctoria rma ewcastle-upon-Tyne, Thursda arch ı 
Senior Registrar) ....... EEAS ATT osean s+ 4.45 pam, clini cal demonstration by DEA nurday M “Pneu. 
Specialty s oe e 92.0 iira aa iaai be monia and its Treatment 1948-50”; is p-m., address by 
I, Dr. Gavin Muir: “Tbe Patient’ and the Practitioner.” i 
Regions 0.64 Does e a e a S Norra MIDDLESEX Drvision.—At North Midd'esex Hospital, ’ 
Signed ... ` Edmonton, N., Tuesday, March 13,8 45 `p.m., B.M.A Lecture 
F smeesessesserssereseseercesrenees gene - by Dr. William Evans: ‘Things that may Mislead in the Diag- 
Address... ee. eee eee eee A ETET EA nosis of Heart Disease.” 
= ` „PADDINGTON Division.—At St Mary's Hospital Praed Street 
sesse ee “Paddington, London, W., Thursday, March 15, 8.45 p.m., neral- 
r _meeti Discussion on the ‘ Status and Income of the General 
B o s TO S ee ee eee ee AETR TTS ` Practi oner,” to be opened by Dr. M M. Mehta $ zs 
Date ........ (else wielets ciate steve mete ` 5 Swansea Division —A! Osborne Hotel, Langland, Thursday, 
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v AREA OF LEEWARD ISLANDS BRANCH 


Notice is hereby given by ‘the’ Council to all concerned 
. that as from the date of this notice the islands of Dominica 


and: Eustatius are excluded from the area E the ‘Leeward 
Islands Branch. i ' 
J February 28, 1951. ' À Macaan i 


Diary of Central Meetings ME 
Marcu 


Joint Committee for Consultants (at Royal College 
: of Physicians, of London, Pall Mall East, S.W.). 
14 Wed. Council, 10 a.m. . 
14 Wed Board of Trustees, British Medical Guild; 3 p.m 
15 Thurs. Public Health Committee, 11 a.m. 
15 Thurs. Radiologists Group Committee, 2' p.m. 
16 Fri. Staff TAE of Whitley Committee B, 10.30 a.m. ar 
B.M A. House), 
16 Fri. Whitley. Committee B, a m. (at 1, Richmond 
Terrace, Whitehall, Wh 
19 Mon Proprietary Medicine Sees Joint Formu- 
i lary Committee of B.M.A. and Pharmaceutical 
S Society (at Pharmaceutical Society, 16, Blooms- 
a bury Square, London, W.C), 2 pm. 
20 Tues. Rural Practices Subcommittee, General Medical - 
5 Services Committee, 2 p.m. 
21 Wed: hfraince Assistants Subcommittee of’ General 


Medical Services Committee, 2.15 p m. 
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Registrars Subcommiites ‘of Joint Commies 


22 Thurs. 
Su 10.30 am t Ministry of Health Office, 23, 
a Savile Row, V <). 
29 ' Thurs. Special Conference of Representatives of Local 
Medical Committees, 10 a.m. 
30 Fri. Committee re Maladjusted aes 2 pm 
4 Wed. . Film Catalogue Sübesmmitiek; 2.15 pm. 
5 Thurs. Committee of Management, .Empire Medical 
Advisory Bureau, 11.15 a.m 
6 Fn. Services Committee, 10 a.m. f 
1} Wed. Private Practice Committee, 2 p.m. 
; 13 Fri. Committee on Organization of Scientific Sections ' 


- at „Annual Meetings, 10.30 a.m 


March 15, 7.30 p.m. lecture by Mr. A Dickson Wn ght., 

Tunsringe WELLS Division —At Kent and Sussex Hospital, 
Wednesday, March 14, 8.30 p.m. Dr. A. R. Thompson: 
s “ Rehabilitation ? ? {with coloured film) i 


Meetings of Branches and Divisions 


ot 
BIRKENHEAD AND WIRRAL DIVISION . à 


‘ 


"A meeting of the pirkeahead and Wirral Division was held at — l 
~- Moreton on 


1950. With Dr. J: A. Elbot in the 
chair, 31 members bea together, and four members joined 
the meeting after dinner! In accordance with a previous resolu- 
p fioa, a discussion on “ Current Affairs’ was'held, 
H. C. W Baker surveyed the history leading up to the 
imation of the British Medica! Guild, described ‘its aims and 
ln and outlined the composition of the’ central and local 
tions. He made a special a | appeal, for loyalty to the Guild. 
r. T. E. Lennon, in discussing the relations between the con- 
‘sultant and the general eral. practitjoner, depiecated the tendency to 
treat patients as di icated the tendency to refer to 
hospital more. patients 1m nein thei industrial areas, praised the cottage- 


{ hospital tradition, and advocated the principlé of the domiciliary 


Nisit. He informed members that the obstetne flying squad had 
not yet been called. 
- Dr Dorothy Griffiths, in describing the present role of © the 
penera practitioner as a welfare officer, reminded her audience of 

one-time status as a guide, philosopher, and friend, and drew 
a comparison with his present position as a sort of human finger- 

post, directing his supplicants by certification along the ane 
Gash, and corset routes. She made a strong point in discussin: 
present-day standards of honesty, and, in blaming all oa 
mdicated that general | practitioners must take -ther share 
responsibility. - 

n a full discussion on.each item the following took part: 

; er, Dr. B. Carruthers, 

Dr. W. M. Farr, Dr: H. L. Garson, Dr. D. Griffiths, Dr T i S 
‚Henderson, ‘Dr. R Johnston, Dr. W. Grant McAfee, Dr. H. Ss 
Pemberton, Dr. P Spence, the chairman, and the: ‘secretary. 
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GENERAL MEDICAL SERVICES COMMITTEE ' 


REPORT TO SPECIAL CONFERENCE OF REPRESENTATIVES OF LOCAL MEDICAL 
, COMMITTEES, MARCH 29, 1951 | 


REMUNERATION OF GENERAL PRACTITIONERS 
L. Historical Review 
1946 


On July 272, ‘1946, the following promise was given on the 
basis’ of which general practitioners agreed to enter the 
National Health Service. “The Minister desires to make 
his attitude to the Spens Report quite clear. He fully 
accepts the substance of the recommendation’ .. . upon 
the general scope and range of remuneration which general 
practitioners should enjoy in a public service.” 


\ 1948 

The Annual Conference of Local Medical Committees in 
October, 1948, instructed the G.M.S. Committee to take 
steps “to secure an adequate overall increase in the capita- 
tion fee in order to relieve serious hardship resulting from 
the new Service.” 

In December, 1948, as a first step, urgent representations 
were made to the Ministry to improve the financial position 
of rural practitioners. The Ministry -acted promptly and 
increased the mileage fund from £1.3m. to £2m. by pro- 
viding £500,000 from the Exchequer and diverting £200,000 
from the Special Inducement Fund. 


1949 
Early in 1949 the Committee examined the adequacy of 
general-practitioner remuneration in the.light of an expert 
economist’s report on the changes in the cost of living of 
professional classes between 1939 and 1948. The Committee 


-concluded at that time that the Central Pool should be. 


approximately £55.5m., based ón (1) the application of a 
betterment factor of 70%, and (2) the fact that the number 
of principals in the Service was substantially greater than 
the number upon whicb the recommendations of the Spens 
Committee were based. The Committee recommended that 
any additional money „made available should be devoted 
entirely to an augmentation of the capitation fee for the 
first thousand patients on all practitioners’ lists. 

The Committee’s memorandum was approved by the 
Conference in March, 1949, and submitted to the Ministry 


of Health A month later the Ministry announced -that 
insufficient information was available upon which to assess 
how far the Spens recommendations were being imple- 
mented, and that it had been decided to institute a compre- 
hensive inquiry into the amount each doctor was receiving 
from National Health Service funds. The result of this 
inquiry was expected’ to be available by the middle of 


t 


May, but ıt was\ later learned that there would be a very 


considerable delay. 

June 2, 1949.—The Committee had an interview with the 
Minister. The Minister, after hearing the Committee's case, 
insisted that before any comparison could be made with the 
Spens Committee’s recommendations it would be necessary 
to know what each doctor was earning from all National 
Health Service sources. 

“August 18, 1949.—The result of this inquiry, orginally 
promised for May. was not received until August, and the 
calculations, together with the inferences drawn from them, 
were challenged at a meeting with officers of the Ministry. 
The Ministry undertook to redraft the document, but this 
was not available before the Annual Conference on October 
27. At that Conference resolutions were passed deploring 
the delay and demanding that the proper calculation of the 
amount of the Central Pool, mcluding an adjustment for 
any tocrease in the number of doctors, should be under- 
taken without waiting for the Ministry’s redraft of the 
document. ^ 

Novémber 14, 1949 —The Ministry furnished a statement 
setting out the calculations made before the appointed day, 
which gave a figure of £40.57m. for the Central Pool, based 
upon an assumption of a 20%, betterment on net’ income, 
and estimating that approximately £7.5m. would be paid 
out during the financial. year 1949-50 under other head- 


ings (maternity medical services, additional mileage money, . 


the Inducement Fund, exchequer contribution to super- 
annuation, etc.). 
available during, the financial year 1949-50 a ‘total sum of 
approximately £48 8m., some £7m. less than the £55.5m. 
Which the Committee claimed. This estimate was accom- 
panied by a letter stating that it did not provide a reason- 
able case for any increase in the total remuneration of 
general aeii nor could it be substantiated that 
P i 2408 


It was estimated that there would be -- 


x 
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general practitioners ag a group were inadequately ‘paid. 
The Committee was informed that its proposals must be 
seen against the background of the general economic situa- 
tọn, and that under such conditions it became even more 
apparent that it would be impossible for the Minister to 
justify any increase for general practitioners at that time. 
December 1, 1949.—The Committee informed the Ministry 
„that it was dissatisfied with the Minuster’s latest statement, 
and an assurance was sought that the Central Póol would 
be continuously adjusted so as to tain in the futuré— 
whatever the changes necessitated by the heavy burden of 
‘work falling on general racka and whatever the 
Increase in the number of doctors—the levels of remunera- 
tion recommended in the Spens Report, which were accepted 
eby the Government 
December 22, 1949.—A further interview took place with 
officers of the Ministry, and in a written reply the Ministry 
agreed that the total remuneration provided for general 
practitioners must be considered in relation to the’ number 
of doctors in the Service, but the Ministry was not willing 
' to indicate what it considered should. be the global sum 
necessary to implement the recommendations in the Spens 
Report. The reply ended by reiterating a previous state- 
ment that “the Minister is satisfied that at the present time 
no reasonable case can be made for any increase in the total 
remuneration of general practitioners.” Further correspon- 
dence followed, but ‘the only assurance forthcoming was 
that the total. amount provided for general-practitioner 


remuneration would be continuously watched and adjusted: 


from time to time, as may be necessary. 
i 


1950 ‘ 


A pril 3, 1950.—At a further interview with the Minister 
attention was drawn to the long delay in settling the pro- 
fession’s claim. The Minister, however, drew ‘attention to 
the Government's “ wage freeze” policy and stated that he 
was not prepared to make any increase in the Central Pool 
on the facts then before him. He asked for the co- 
operation of the profession in undertaking further 
inquiries into practice income and expenses in respect of 
a tomplete year since the inception of the National Hedlth 
‘Service. Despite its disappointment at the Ministry’s atti- 
tude, the Committee agreed to the above investigations pro- 
vided (1) that they were completed by November | ; 
the Spens Report, accepted by both the Minister and general 
practitioners, remained the basis of general-practitioner 
remuneration until, after appropriate notice, any new basis 
was agreed between the Minister and the profession’s repre- 
sentatives; and (3) that, if the investigations revealed 
inadequacy of* general-practitioner remuneration’ or an 


_excessive Margin between their remuneration and that of . 


other comparable professions within the National Health 
Service and other appropriate branches of the medical pro- 


(2) that ` 


fession, the Minister would make available to general practi- . 


tioners any money Necessary to remedy the inadequacy or 
to narrow the margin. . 

The Ministry replied to the effect that every effort would 
be made to complete the proposed investigations as soon as 
possible, and that the Spens Report would remain the basis 
of the remuneration of general medical practitioners until 

' such time as, after the usual consultations, some other basis 
is ‘substituted. 2 
` June 29,,1950.—A further’ Special Conference of Repre- 
sentatives of Local Medical Committees was held at which 
a report of the negotiations during the preceding 18 months 
was considered. The Conference passed the following 
resolutions : 2 

. That the Conference places on record the fact that at no time, 
either before,or since the appointed day, has the remuneration of 
general practitioners been agreed. 

That the Conference is seriously disturbed at the repeated 
hold-ups and prolonged delays in the negotiations on general- 
practitioner remuneratioa, and calls upon the Minister of Health 
to state immediately what global sum should, in his opinion, be 
in the Central Pool’to implement the recommendations in the 
Spens Report. ~ 3 


That the PAPEN deplores the failure of the Minister of/ 


‘Health to give an unqualified assurance that negotiations on. 
conducted : - 


general-practitione remuneration will always be 
through Whitley machinery. 

That the Conference, recognizing that an ‘equitable extsiied 
of the remuneration issue may be influenced by early and accurate 
information on general-practitioner income from National Health 


Service sources and practice expenses is willing to participate in 


_the proposed inquiry. EN 


That the Conference instructs the General Medical Services 
Committee to make preparations forthwith for the termmation 
of contracts by general medical practitioners in the National 
Health Service. 

That if and when it bema evident that there 1s no prospect 


- of a‘ satisfactory’ settlement .of the claim, a Conference ‘be-called 


to name a date on which’ general practitioners are advised to end 
their contracts with local executive councils; and that in any case 
a Conference be called to consider the ‘position in December, 
1950, if a settlementchas not been reached by that time. 

That the preparations for withdrawal referred to above should 
be put in hand at once and planned in full practical detail, 
including adequate attention to the public relations aspect. 

Although it was hoped that the ‘results of the two inquiries 
would ‘be available in time for further negotiations before 
the proposed December Conference, circumstances which 
were agreed to be largely outside the Ministry's control 
destroyed any probability of this happening. The Annual 
Conference consented to postpone the Special Conference 
until March, 41951. 


“1951: 
2 The Ministry’s Inquiries into Practice Income and 
_ Expenses 
(D The Practice Expenses Inquiry 


The Inland Revenue figures relating to practice expenses 
became available at the end of January, For various reasons 
the number ta returns which could be-used was disappoint- 
ingly small. | 

Out of a total random sample of 3, 145 practitioners, a 
large number,of doctors had not completed their returns 
for income-tax, while others could not be included because 
their accounts did not correspond with the years selected for 
the inquiry. 

In all, only 1,066 returns were available. The Committee’ s 
actuary, however, agreed after consultation with the Govern- 
ment, actuary that this limited number could be: used for 
the purposes of the inquiry, provided adjustments were made 
to offset any distortion of the sample. 

The Committee’s actuary recommended that adjustments 
should be made for 
« @ the disproportionate size of some of the groups of income 
in the returns (a high proportion of large incomes and a low 
proportion of small incomes), and (b) ‘any arrears of N.H.J. and 
NHS. payments which were included in doctors’ returns for the 
year under review. ` ; 


After consultation- the two actuaries were able to narrow 
the margin of disagreement as to the adjustments necessary 
to 1%. ` 

The Committee, on the advice of its actuary, claims that 
37.5% would be a reasonable. figure for practice expenses 
in the year ending March 31, 1950, but the Ministry, on the 
advice of the Government actuary, maintains, that there i is 
no case for a higher figure than 36.5%. ~ 


r - G) Practice Income Inquiry 


It became apparent some weeks ago that, although the 
total ‘remuneration paid ‘to all general practitioners in the 
year ended March 31, 1950, would -be available before 
the end of February, the detailed distribution figures could 
not be completed before'the end of March. The Committee 
pointed out that, $0 long as the global figure, the precise 
number of principals in practice at March 31, 1950, and the 
practice expense ratio werg known, it was a matter of simple 
calculation to determine the. gross and net remuneration 
received and so to determine the present deficiency if the 
Central Practitioners’ Pool after a proper adjustment for 
“ betterment " had been agreed. 


$ 
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_ It was therefore arranged that these figures would be 
a's made available in time for the Committee’s representatives 
‘ to meet the new Minister on February 28. 

The Ministry's figures are set out below: 


() Remuneration in the year ended March 31, 1950 
Ghee + £ 


41 268 m. 


Pool 
Inducement Fund F = Per 0.413 
Additional mileage money ....’ a. 0.500 ’ 
Payments for maternity medical services -2.498 
Payinent for the provision gE aruis »» 1.247 
Payments for sight- testing = . +. 0.208 
Payments for training assistants .. .. 0.202 
Payments from cottage hospitals ~.. > .. 0.176 p 
46.512 m. 
Less estimated amount for doctors with 
restricted lists, etc. s ~- 0.130 
; ` 46.382 m. , 
Excheguer ol aaa iin contributions 2.1 
` : 7 a 48. 482 m. 


(2) No. of Principals ¥ 
The number of principals in unrestricted practice at: 
March 31, 1950, was 19,039. 3 


3.*Meeting with the Minister : 
The Committee's representatives met the new Minister of 


Health, Mr. Marquand, and the Secretary of State for Scot- 


land, Mr. Hector McNeil, on February 28. 
The Committee’s claim for an adjustment of the Central 
Pool was presented’ and reference was miade to the difficul- 


ties of general practice, the general dissatisfaction of doctors, 


over the protracted negotiations, and a comparison drawn 
between the remuneration of general practitioners and other 
sections of the medical profession and other professions in 
the Health Service. 

An assurance was given on behalf of the Committee that 
if the Minister would provide additional moneys a detailed 
examination of the distribution of the pool would be. made 
in order to achieve the best kind of service and one which 
would continue to attract the best type of practitioner. 

The deputation emphasized that the future of general 
practice in the N.H.S. was at stake, and urged the Minister 
to seize this opportunity of placing it' on a sound founda- 
tion. .It was the Committee’s hope that the Minister and 
the profession would work together as partners with a 
common aim-—thé creation of the best possible Service. 
The Minister seemed not unsympathetic with the Com- 
mittee’s statement of the ĉase, and he agreed that a com- 
parison of the remuneration of the various professions 


working in the Health Service was not favourable to the - 


general practitioner. /He laid emphasis, however, on the 
Government's difficulties at the present time in making 
additional money available for the Health Service. The 
present economic situation, the financial position at this 
period. of the year, the impact of rearmament—all' these, 
he said, were factors which, the Committee would appreci- 
ate, he could not disregard. He was therefore unable to 
promise any settlement of the Committee's claim as a result 
, of this first meeting, and in any case he would wish to see 


the detailed distribution tables before expressing a final , 


- view. He would undertake, however, to meet the deputa- 
tion again before the end of April. 
Subsequently the following letter (March ‘1, 
received: 
“I am, directed by the Minister of Health to refer to the 
meeting between representatives of the General Medical Services 


1951) was 


Committee and the Secretary of State for Scotland and himself on ` 


February 28 and to say that the Minister himself is already con- 

vinced, as a result of his first discussion with the representatives 

—and the Secretary of State for Scotland agrees—that there is 
- h good prima facie case for their reviewing, as a matter of 

urgency, both the adequacy of the total remuneration of general 

practitioners and its’ distribution.. They will look without deley 

at the best way of speeding up that review. 

A further meeting will be arranged before the end of April.” 
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' `. 4 The Case Before the Conference 


The Committee hoped.that the Minister’s final reply on 
the remuneration issue would be available for the Confer-° 
ence in March, and is conscious that the facts now available 
are incomplete. Nevertheless, it is thought that the Confer- 
ence would wish to have this factual statement of recent 
events, though it will be appreciated that the most crucial 
stage in the negotiations is now approaching. For a number 
of reasons it is still not possible to give the Conference an 
exact computation of the profession's claim. For example, 
the betterment figure of 70% was based on 1948 figures and 
the appropriate figure to-day is undoubtedly higher; the 
final figure for practice expenses which it is agreed will 


require modification in the light of changes which hawe e 


taken place in the last two years; the inclusion of some 
of the items in the Ministry’s letter set out above which gre, 
open to challenge, and the increasing burden of work fall- ' 
ing upon igeneral pracHtioners: All these points are stit 
under discussion. 

, It is relevant however, that the Minister has only recently 
assumed office with a legacy of a dispute unresolved since 
and, in particular, that for the first 

time it has been conceded that a good prima facie case 
exists for a review of the adequacy of general-practitioner 
remuneration. 

Although this report is concerned “with the remuneration 
of general practitioners, their status and the present, diffl- 
culties of general practice were stressed by the Committee 
“in its recent discussion with the Minister. The Committee 
insisted that remuneration and status are inseparable, and 
has emphasized to the Minister that, provided additional 
moneys can be made available, it will ‘be possible not only 
to make a more equitable distribution of the pool but to _ 
improve the conditions under which general practitioners 
work. In this connexion the Minister’s attention is being 


' drawn to the following patagraph which appears in the 


Spens Committee’s Report: 


“We would, however, rest the argument for an increase of 
expenditure on general practice léss on any particular considera- 
tion than on the importance of such practice in a publicly. 
organized health service. General practice is the foundation on 
which all else is built. If its recruitment is not maintained—alike 
in quantity and quality—both as against other professions and as 
against other branches of the medical profession, no other health 
service, specialist or hospital service, however excellent, can make 
good the Joss or even play successfully the part it should play.” 


The Committee therefore recommends : 


That the Conference welcomes ithe Minister’s recognition that 
there is a good prima facie case for reviewing, as a matter of 
urgency, the adequacy of the total remuneration of general prac- 
titioners, and instructs the General Medical Services Committee 
to proceed with the promised negotiations and to report the 
outcome to a further Conference as soon as possible, or 
immediately it becomes evident that the discussions seem unlikely 
to lead to a satisfactory settlement; and that in the meantime 


. the preparations for terminating the contracts of general practi- 


‘tloners referred to in the Conference resolution of June; 1950, be 
continued. . \ 


Co-operation with Medical Practitioners Union 

Local medical committees will have seen, from the 
reports of proceedings of meetings of the General Medi- 
cal Services Committee in the Supplement, that considera- 
tion has been given to a proposal that the Medical 
‘Practitioners Union should be represented on the Com- 
mittee. The proposal originated from a claim put forward 
by the M.P.U. for representation on the Staff Side of the 
Medical Whitley Council. While not'admitting the validity 
jof the Union's claim for such direct representation, the. ` 
Committee is anxious that the Minister of Health should 
not feel. that he is obliged to consult bodies other than 
those represented on the Whitley Council on major issues 
affecting general practitioners’ conditions and terms of ser- 
It was felt, there- 
fore, that it would be in the best interests of the profession 
if a solution could be found by friendly co-operation ` 


‘ 


» 
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between the two bodies. Assurances have been given that 
the Union recognizes that the proceedings of 'the G.M.S. 
„ Committee are confidential and no attempt would be made, 
at any time, to undermine the policy adopted by the Com- 
mittee ; that in any dispute with the Government the Union’s 
support would be forthcoming from the moment the final 
decision was made, even if the Union, as such, held an 
opposite view up to that time ; and that no separate approach 
would be made to the Minister of Health by the’ Union on 
any matter affecting the terms of service of general practi- . 
tioners under the National Health Service. 

The Committee’s proposal, which has been approved -by 


the Council of the B.M.A. and will be submitted to the’ 


Representative Body of the Association, is that the M.P.Uz- 
‘Mall be given two representatives on the Committee, to be- 
chosen by the Union. Pending approval of this proposal 
by the Conference and Representative Body of the B.M.A., 
the Union has been invited .to send two of its members to 
meetings of the G.M.S. Committee ag observers. 


Recomimendation: That the constitution of the General Medical 
Services Committee be altered so as to include representation of 


y the Medical Practitioners Union and that the Union be entitled to 


two representatives on the Committee. 


t 





GENERAL MEDICAL SERVICES | 
` COMMITTEE 


i ' MEETING WITH THE MINISTER 
A meeting of the General Medical Services Committee was 


© r 


- held on March 6, under the chairmanship-of Dr. S. WAND, 


. when the Chairman and others who had formed the deputa- 
tion to ‘the Minister of Health and the Secretary of State 
for Scotland on February 28 gave a réport on the results 
of the interview. ` 
The CHAIRMAN said that both Ministers had appreciated the 
arguments and claims put forward on behalf of the profes- 
sion, and he read a letter whith had now been received from 
` the” Ministry stating that as a result of these first discussions 
it appeared that there was a good prima facie case for review- 
ing as a matter of urgency both the adequacy of the fotal 
remuneration of general practitioners and its- distribution, 


~ and : that a further meeting would be arranged before the 


end‘of April. Dr. Wand pointed out that for the first time 
a Minister of Health had put it in writing that a good pri 
facie case existed for a re-examination of the adequa of 
the pool. ' 
Some members of the deputation expressed themselves 


‘as disappointed with the result of the deputation, while 


others, in the words of one of them, were “cautiously 
optimistic but always prepared to be disillusioned.” One 
member, who, although attending the interview, had taken- 
no*‘part in the ‘presentation of the case, said that the 


- 


case could not have been better presented than it was by. 


_ Dr. Wand and the other spokesmen.. 


Should the Conference be Postponed ? 


The Committee then turned to consider the advisability 
of adheriag to the original date—March 29—for the hold- 
ing of the Special Conference.of Local Medical Committees. 
Several members urged that the Conference be postponed 
until after ‘the. further interview with thé Minister. The 
CHAIRMAN said that it was unfortunate that the facts before 
the Conference would inevitably be incomplete and no, final 
decision coùld be taken until the promised further discus- 
sions had taken place. In what was placed before such a 


. Conference held at the present juncture a great deal must 
Had the Special Conference not been - 


remain indeterminate. 
fixed for the end of \March no one would think at ‘that 


moment, in view of the altered situation, of holding -it at | 


that date. It- might be urged that nothing had been gained 
in the. form of an additional sum in the pool, but it was 
necessary. to remember that there was a new set of 


» 4 u 


r 
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circumstances—a new Minister, and for the first time a: 
promise to review the adequacy of general-practitioner . 
remuneration. 

‘Other members stated that" they saw no advantage in a 
Conference being held at the end of March, and believed 
that in view of the Ministry's letter the profession would 
understand the reasons for postponement. Others, however, 
considered that on balance there was a good deal to be 
gained by holding the Conference as originally fixed. To 
postpone the date’ would be to break ‘faith with their 
constituetits, who' were awaiting a report of’ recent negotia-- 
tions, Repeated postponements were disheartening, and 
the Committee shouldvhave the backing of the Conference 
for holding up resignations until the Minister’s decision was 
made. It-was reported that the Scottish Subcommittee was 
unanimously in favour of postponement. The CHAIRMAN OF 
Council’ (Dr. Gregg) thought that'on the whole it would be 
a wise thing to hold the Conference as arranged, although, 
of course, a further Conference would be necessary when 
the complete picture was available. 

After further discussion it was decided to hold the Confer- 
ence onxthe date originally fixed. 

The report and recommendations (see page 81) to- be laid ° 
before the Conference were considered. It was agreed to 
recommend the Conference to welcome the new attitude of 
the Minister in his statement that a prima facie case existed 
for reviewing the adequacy of general-practitioner remunera- 
tion, and to instruct the Commitfee to proceed with the pro- 
mised negotiations and to report the Outcome to a further 
‘conference. Meanwhile the preparations for possible with- 
drawal from service would continue. 


Future of Medical Practices Committee 


Dr. SUTHERLAND, chairman of the Amending Acts Com-- 
mittee, brought forward‘ certain resolutions of that body: 


. for the opinion of the General Medical Services Committee. 


One resolution was put forward in the form of two alterna- 
tives, esther that the Medical Practices Committee should be ` 


v 


abolished, the power to appoint to practices being left in | 


the hands of the executive councils after consultation with 
local medical committees, br that the Medical Practices Com- 
mittee should be left to manage its own affairs, and that the 
tenure of office Gf members, once laid down, should not be 
subject to. arbitrary variation. He explained that a good 
many ‘members of the profession had felt that the Minister 
had on occasion overridden the Medical Practices Committee 
and that local executive councils had insufficient discretion in 
the matter of fillmg practice vacancies. He and some other . 
members of the Committee felt that the best plan would be 
to follow the Scottish procedure—that-is, the executive coun- ` 
cil should make the decision on the filling of vacancies, with 
right of appeal by the paeanone to the Medical Practices 
Committee. , 

"Dr. J -A. PRIDHAM, a member of the Medical Practices 
Committee, said that he for his part, speaking as.a member 
of the General Medical Services Committee, would like to 
see the whole country open, and he thought there was-a lot 
to be said for that ; but if ıt was said that certain areas must 
be closed and that this was for the time being at least the 
most helpful way of distributing doctors, then there must' 
be some central body to deal with the situation, and such 
central body could hardly be better composed than of their 
own colleagues. 

Dr. J. C. PEARCE, also a member of the Medical Practices 
Committee, considered that to abolish the committee would 
be a reactionary step. The Medical Practices‘ Committee 
was a, buffer between the profession and the lay people who 
‘would otherwise manage tHe profession—namely, the execu- 
tive councils and the Ministry. He thought that thesknow- 
ledge of medical practice possessed by the members of the 
Medical Practices Committee had been of great use to the 
profession, as, for example, in the matter:of inducement 


‘payments. Some members of the profession had a feeling “of 


frustration because the Medical Practices Committee was in 
existence, but they would be much worse off if it disappeared. 


r 
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Dr. Damn considered that the Medical Practices Committee antı-catarrhal vaccine, and then referred her to hospital. His wife, 


. was necessary in the present set-up. If they went'back to 


free practice inside the Service it would leave it in the power - 


, of executive councils to transfer blocks of patients—a’ thing 
” they had always been against. 

Dr. Frank Gray said that if the Medical Practices-Com-- 
mittee ‘were. abolished its functions would revert to the 
Ministry, and with that in mind he would have thought 
the answer to any\proposal for abolition would be emphatic- 
ally in the negative. 

The Committee expressed a general view averse from the 
abolition of the Medical Practices Committee, and was of - 
opinion that any change should be in the direction of the 
Scottish procedure whereby the executive council made the 
decision on filling vacancies, with right of appeal by the 
-practitioner to the Medical Practices Committee? 

The Amending Acts Committee submitted a further 
proposition, again with a note of interrogation attached 
to it, that there should be oration of ownership of 
goodwill to those who desired it. After a brief discussion 
of the difficulties the General Medical Services Committee, 
in the absence of any detailed scheme showing how it could 
be worked out ın practice, found itself -unprepared to give 
any, answer on the point except, to say that as the proposi- 
tion stood it appeared impracticable. 


\ 
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' GENERAL MEDICAL COUNCIL. 


Tbe General Medical Council on February 28 considered 
the case.of Michal Mateusz Torpor-Matuszéwski, provi- 
sionally registered under the Medical Practitioners and 
Pharmacists Act, 1947, as of an Edinburgh ‘address, M.B., 
Ch.B,, 1949, Polish School of Medicine, who was summoned ` 
on the charge that he had been convicted at Durham Assizes 
in October, 1950, on six charges of indecent assault and 


one charge of attempted mdecent assault upon male per- , 


sors, and had been ordered to be imprisoned for 12 caléndar 
months on each charge, to run concurrently. The respon- 
dent was not present but was legally represented. The 
hearing took place im camera, and the President afterwards_ 
announced in public that the conviction had been proved 
and that the Registrar had been ordered to erase the name 
of Michal Mateusz Torpor-Matuszewski from'the Register. 

„On February 28 and March 1 and 2 the Council con- 
sidered the case of Ram Kissoon Nandlal, registered as of 
Green Lane, Smali Heath, Birmingham, L.M.S.S.A.Lond., 
1930, who was summoned on the charge that on dates 
unknown between June and December, 1949, and particu- 
larly on a date in the, first week of ‘September and in the 
first week of November of that year, he behaved improperly 
to and committed adultery with a married woman with’ 
whom he stood, i in professional relationship at all material 
times. 

' The husband was the complainant, and was legally represented 
by Mr. E. G H, Beresford, counsel, instructed by Messfs. Walker, 
solicitors, of Birmingham, and the respondent was represented 
by Mr. Norman Richards, instructed by Messrs. Le Brasseur and 
Oakley, solicitors, on behalf of the Medical Protection Society. 

“Mr Beresford said that Dr. Nandlal first- attended the woman 
and her family m 1947. The alleged mtimacy took place in 1949, 
and in July, 1950, the woman gave birth to a‘child who. was, 
half-caste. Dr. Nandlal in the latter part of 1949 was stated 
to have taken the woman ont some five or six times in his car, 
and had intercourse with her twice in the back of the car. In 
November, 1949, having missed a period, the woman went to the 
doctor in some distress, but he did not believe that she was preg- 
nant and prescribed for her for amenorrhoea. Afterwards the 
husband .was told by his wife what had taken place, and there 
ensued a‘conversation with the doctor of which the respondent 
and the complainant and his wife gave different versions $ 
Dr. Nandlal, in evidence on his own ‘behalf, said that he was 
aged 49 and had been m practicé since 1930 He had a wife and 
grown-up family HÉ strongly denied the allegations against-him. 
The complainant’s wife came to bim in 1949 for a catarrhal 
condition, and he gave her a course of three injections of an 


who assisted in the surgery, was always present at these visits. 
He had never taken the woman out in his car, In November she 
came again saying she feared she was pregnant; he thought her ə 
condition was one of amenorrhoea and gave her a gentian 
mixture. Later he was informed of the allegations against him. 

Dr. Hans Haas, of Edgbaston, Birmingham, was called for the 
` defence. He said ‘that Dr. Nandlal m 1938 was suffering-from a’ 
form of myelitis which had left him with pain In certain muscles 
of the leg, and when he examined him in February, 1950, his 
right leg was bent at an angle of 45 degrees. In his opinion it ' 
would be extremely difficult for Dr. Nandlal to have intercourse, ‘ 
as alleged in this instance, in the back of ‘the car. 

Other evidence was called in support of the doctor, including 
that of a ‘coloured man who declared that he had been on 
intimate terms with the woman an question, The woman stated 
that she had never even seen : 


After a short consideration in camera the decision 'of 
the Council was announced, ‘that the charges against 
Dr. Nandlal had been proved to the satisfaction of the 
Council, and that he had been guilty of infamous conduct 
in a professional respect. The Registrar was instructed to 
erase his name from the Register. 


The New Disciplinary Committee 


The President stated that this was the. last disciplinary 
ćase which the whole Council would begin and finish ; there 
remained certain cases in which judgment had been post- 
poned and which at a future session would -come ‘before 
the Council as -a whole ; otherwise the cases would come 
before the new Medical Disciplinary Committee, the first 
meeting of which, to discuss procedure, followed immedi- 
ately in private. 4 

The Council held its first disciplinary inquiry at the Royal 
College of Surgeons on August 11, 1859. The hearing of 
the Nandlal case marked the end of an era. 





PRESCRIBING IN. SCOTLAND 
CHECKING EXTRAVAGANCE a 


Measures to control extravagant prescribing of drugs and- 
appliances under the National Health Servite are outlined 
in a circular issued by the Department of Health for Scot- 
land to executive councils and local medical committees: , 
The circular has the backing of the General Medical‘Services 
Subcommittee (Scotland). A selection of, prescriptions dis- 
pensed each month will be specially examined for evidence 
of extravagance. All districts will be covered in due course. 
Local medical committees will then be given. through execu- 
tive councils a note of prescriptions which appear to be 
extravagant. 

The sort of prescriptions which may be considered extrava- - 
gant fall into two main groups The first includes pre- 
scriptions containing proprietary preparations which. „are 
advertised direct to tbe public or are not of recognized 
therapeutic value, or for which less expensive standard 
+ equivalents are available. In the second group are pre- 
scriptions for unduly large quantities of drugs or other 
items, such as lint or cotton-wool.’ ` 

- These arrangements, which have been drawn up, in the_ 
light of various recommendations of the Cohen.Committee, 
do not apply to presctiptions fof foods ‘or; -foilet prepara- - 
tions! for such prescriptions reported to.the executive council 
should be disallowed by the council,"and the appropriate, 
sum recovered from the practitioner, ‘subject to his right | 
in certain cases to have the ‘matter referred to, “he” local 
medical committee, 

According to the Department of Health, prescriptions are 
now being dispensed at a rāte of about four per head per 
year. compared with just-under three and a half a year ago, 
‘and the médical profession feel, that, this increase is partly 
due to the fact that some patients are putting pressure ‘on 
their doctor to get particular medicines _their own 
choosing.’ or, ordinary household remedies e aspirin, 
laxatives, bandages, or cotton- wool. 
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VACANCIES ON MEDICAL BOARDS 


The recall of H.M. Forces reservists for training this year 
may necessitate the establishment of additional National 
Service medical boards,in various parts of the country during 
Apni-August. The Ministry of Labour has recently 
advertised (Journal, March 3, Advertisement p. 38) possible 
vacancies on these boards, and there may also be vacancies 
on the Ministry’s disablement advisory committees and their 
` panels. A general practitioner wishing to be considered for 
such vacancies should apply to his local medical committee 


or to the Secretary, Ministry of Labour and National Service, - 


Norfolk House, St. James’s Square; London, S.W.1. From 
time to time vacancies also occur on established National 
. Service medical boards, and general practitioners wishing to 
serve on a medical board nearest to the district in which 
they reside should apply to the appropriate local medical 
committee or to the Secretary, Ministry of Labour and 
National Service, Cumberland Terrace, London, N.W.1. 








Questions Answered 








Income Tax and Travelling 
Q.—I am in whole-time radiotherapy work, and, apart 
from a mileage allowance, I get no income-tax reductions for 
my car. I am allowed expenses only from the hospital to 
other hospitals and not from home to the hospital Should 
I have other expenses free of income tax? i 


A.—It is a settled principle of income-tax law that an 
employee is not entitled to claim a deduction, for the cost of 
travelling between -his residence and the place of his work 
—as very many suburban workers know only too well. The 


‘legal point is that such expenses are incurred preliminary ` 


to and not in the course of the performance of the duties 
of the employment. 
Income Tax and Car 
Q.—1I am employed full-time by a regional hospital board. 
Can I obtain income-tax relief for the use and depreciation 
of my car in my work? What ts the position of a part-time 
employee who also has private practice? 


A.—To be allowable, expenses must have been incurred 
wholly, exclusively, and necessarily in the performance of 
the duties for which the remuneration is paid. For instance, 
the expense of travelling between the residence and the place 
where the duties are performed are excluded by the rule, as 
they have been held to be incurred as a preliminary to and 
not “ım the performance of ” the duties. Or again, if public 
transport serves the purpose a more expensive means of 
travel 1s excluded by the word “necessary.” When an 
employing authority requires a person to have a car for quick 
transport between a number of places where his work is 
done, the Revenue Department will admit a claim ; but in 
the absence of such a requirement the employee is usually 
unable to substantiate a claim. 

Where work arising from an appointment is a natural 
incident of general work, the normal procedure is to include 
the remuneration in the accounts of the general practice for 
assessment under Schedule D, the rules of which are less 
stringent on this point. 


a 


TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members ofa trade union 
or other organization: 


County Council —Durham. 

Metropolitan Borough Councils—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils——Crewe, Dartford. 
, Urban District Gouncils—Denton, Droylsden, Houghton- 
le-Spring, Huyton-with-Roby. : 
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- Heard at Headquarters 








Guide to British Spas 


A little over a year ago the Spa Practitioners Group Com- 
mittee of the Association, with the consent of the Council, 
set up a special committee under Lord Horder to draft an 
authoritative scientific statement on the medica] treatment 
available at the spas of Great Britain. A comprehensive 
booklet has been prepared. It is in two parts, the first giving 
the indications for treatment at a spa-and a general idea 
of the techniques provided, and the second containing an 
account of the eight principal British spas. Four of them 
are located in two of the hospital regions, and eight hospi- 
tal regions have no spa at all. The medicinal springs which 
determmed the site of spas were rather erratic in their 
distnbution, but of course the traditional drinking of the 
waters is no longer the principal medical treatment pro- 
vided at a spa, and modern spa practice, as this booklet 
shows, is highly developed. If the spas are to be properly 
used the medical profession generally should be made aware 
of the scope of the service available and the type of case 
most suitable for spa treatment. This compilation will assist 
to that end. 


A Case of Headache 


A discussion on headache, held at the Medical Soctety 
of London the other night, called forth some interesting 
experiences. One of them was related by a well-known 
neurological consultant. He was approached not long ago 
by a general practitioner who three years previously had 
sent him a case on suspicion of cerebral tumour. It was 
the case of a man who had suffered from chronic headache 
over a long period. “I have always wanted to ask you 
what you did to him,” said the practitioner, “ because when 
he came back from his consultation with you he, gave his 
wife a jolly good hiding and he has never had a headache 
since,” The neurologist had to reply that he had not the 
least ‘ recollection of what he had done. 


i Flowers in Tavistock Square X 


The Association is not taking any active part in, the 
Festival of Britain, but it is brightening up its own façade so 
that the visitor to London, coming from Euston, may have his 
eye caught by that striking building on the left. It has taken 
a leaf—or, rather, a flower—out of the Government's book, 
and, just as Government offices in Whitehall are gay with 
window-boxes, so the Association’s headquarters are now to 
have the window-boxes fronting Tavistock Square filled with 
appropriate flowers and plants, with three changes a year in 
charge of. expert nurserymen. The reddish stone of 


, Tavistock Square calls for a different floral treatment from 


the grey of the Ministry of Health ; perhaps the two places 
may be able to use the language of flowers in speaking to one 
another. The proposal to use the window-boxes on the Asso- 
ciation building did not go without protest. There were some 
who thought that the architectural frontage is in itself so 
impressive that flowers detract from it rather than add any- 
thing, but the flowers carried the day. The front of the 
entire building, by the way, has recently been washed, and 
now presents an unexpectedly chaste appearance 


+ 


Holiday Exchange of Houses 


The international Medical Visitors Bureau has heard 
from: a French doctor who would like to exchange his 
house, three miles from Paris, for a house somewhere on 
the Englisb coast. The exchange would be for the summer 
and begin in July. His sister-in-law, whose husband is not 
a doctor, would also like to exchange her house, 11 mules 
west of Paris, for one on the English coast. Both houses 
are commodious. Any doctor interested in following up 
either of these: offers may obtain particulars from 
Dr. H. A. Sandiford at B.M.A. House 


? — general practice have been heard, 


` 
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A General Practitioners Group 


—The following account of the formation and proceed- 
ings of a general practitioners” group’ may be of interest 
to others. 

Purpose.—After the war it was found that all the active 
practitioners in this district were of fairly equal age. Further, 
conditions had’ changed in that the older practitioners had 
ceased to practise because of death, illness, or retirement. 
Into their‘places had stepped newcomers, who again were of 


similar age groups, and whose practices were similar in type.’ 


With the coming of the N.H.S. Act it was increasingly 
felt that there was now an opportunity of forming these 
practitioners into a purely local group. With this in view 
an informal meeting attended by all the practitioners was 
held in October, 1948, and after discussion it was unani- 
mously agreed to form the South Derbyshire General 
Medical Practitioners’ Group. 


he, 
This step has never been regretted: on the contrary, it has. 


been an unqualified success. ` 
Constitution; —Membership is open to all general pratti-: 


. tioner$ in this area. ‘A chairman and honorary secretary , 


constitute the officers of the group. All the local resident. 


> practitioners are members. There are no rules, but members 


are bound by the dictates of the ethics of medical practice 
and mutual trust and co-operation. 

Meetings.—Meetings are held ‘once monthly, with the 
exception*of August and September, in the evenings, and 
for general convenience are held in a small local hostelry. . 

Objects—At the outset it' was unanimously agreed that 
the group would try to operate on the following lines: 


(1) When necessary, to “arrange rosters for the relief of night 


work. 

(2) To arrange immediate relief for members. who became ill 
suddenly. 

8) Pooling of information on local epidemics. 

8 To assist practitioners who might be recalled to war service. 

5) The presentation, when necessary, of a consolidated local 
opinion on questions concerning the local B.M.A. Division, the 
local county medical committee, the local , hospital board or 
execùtive council. 

(6) Liaison with local health authorities and industrial concerns 


“on matters of health and hygiene. 


4 


(7) When necessary, the publication ` of agreed information for 
the benefit of patients in surgeries or the local press. 

(8) Regular ““ potted ” lectures by specialists on the applica- 
tion of their specialties to general practice. 
| (9) The institution of regular social functions, such as dinners, 
etc. 


1 


“Results—Regular monthly meetings have shown an 
average of 90% attendance. The following are some of the 
matters discussed with satisfactory results: 


(1) Night telephone service. Before the G.P.O. implemented 
the system of bracketing together partnership names and alterna- 
tive numbers the group operated a system in, which an invalid 
operator (in his own house) could be informed, by a ‘practitioner 
who intended to be off duty, of the name and number of his. 
deputy for the time. 

(2) Saturday evening surgeries,’ in the case of partnerships, are 
now attended by one: partner only on a roster arranged, within 
each firm, 

(3) Sundry correspondence with the local hospital, on reports, 
etc. 

(4) Arrangements with the ‘local victuallers ‘association for 
simpler and less certification Concerning the supply of whisky, 
etc., to patients, 

(5) The presentation to the local executive council of the 
group’s obiections to ‘the opening of a surgery on a new éstate, 
and its final acceptance of the view of the group. The request 
for such a surgery originated from a parish council. . 

(6) Liaison with a loca! association in the matter of allocation 
of free radio sets to bedridden cases. 

m Restriction of certificates in respect of housing. It has 
been agreed to. issue medical certificates only to those cases when 
(a) there is long-term. infectious disease in their present unsatis- 
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tuberculosis}, or (b) where cases of insanity 
for in similar unsatisfactory „accommodation 
talks on speciai subjects applicable to 
these: being followed by free 


factory house (eg. 
or idiocy are cared 
(8) Talks.. Fourteen 


discussion. `, 
(9) Social. In addition to annual dingers confined to the group, 
the local district and midwifery nurses were entertained to dinner. 


- All the géneral practitioners of the district have combined | 


to form the' group for the mutual benefit of themselves and ' 


their patients. The friction and mistrust which may and 
do arise among doctors are entirely absent, Further, it is 
felt that with such a group they are unlikely to develop, and, 
given the, genuine desire to co-operate, such a group 
functions easily. —I am, etc., 
: Burton-on-Trent E. M. R. FRAZER. | 


Work in the RAM.C' , 


| Sm,—I, feel that I must correct an impression given ‘in 
“National Service Medical Officers” letter (Supplement, 
February 24, p. 58) that a’ regular officer is condemned to 
M.L. rooms or administration. If he is, it is due to either 
his personal lack of ability or laziness. 

I have over 30 years’ service in the Regular Army, of which 
26 years have been spent in the medical services. Briefly my 
experience has been as follows. I was permitted to count as 
part of my service one year spent in civilian hospital appoint- 
ments, after`which I took my M.B., B.Ch. During my first 
overseas tour I went on leave to England, where I took the 
Primary Fellowship. Later, after completion of the Seniér 
Officers Course, which is ‘almost entirely professional work, 
. I: succeeded in getting my Fellowship. During my early 

service I was employed mainly in surgical wards, admittedly 
‘in addition to doing duty in M.I. rooms, etc. After becom- 


. ing a Fellow I was employed continuously as a surgeon until 


early in the last war, when at my own wish I went into 

administration. At the end of the war 1 could have returned 

to surgery had I wanted to do so. 

r ‘The various examination fees were at my-own expense, 

but the Fellowship course which I attended at the London 
~ Hospital was paid for from Army funds. 

At present an ‘officer, while serving as a regular, can 
obtain higher qualifications and practice in his specialty up 
to and including the rank of lieutenant-colonel. I believe 
that since the last war officers’ examination fees are paid for 
by the Army under certain conditions, but, as I am not in 
possession of the regulations which govern, such’ payments, 
I cannot give details. If the writer of the letter is interested’ 
in this, he could approach the A.D.M.S., who would be able 
~to get full information from the War Office, if he had not 
already got it. Pat 

Of, course to get higher qualifications while doing one’s 
normal Service duties and earning one’s living requires a lot 
of hard work and determination, but I should imagine that 


- it would be easier to do this in one of the Services than it ` 


would be while. engaged in general practice. Many young 
doctors fall by’ the wayside because they take on the 
responsibilities of marriage before getting well on in their 
higher qualifications. 

In conclusion I would say that I received every encourage- 
' ment and assistance from my senior officers.<-I am, etc., 

Gibraltar. K. FLETCHER- -BARRETT. 

+ ` 
' The, Sight-testing Fee 

Sr,— —I have been waiting for more able pens than mine 
to voice the protest of ophthalmic medical practitioners 
throughout the country against the most. dictatorial notice 
(with immediate effect) of a reduction in their: fee of at 
least 20%. ' 

The original fee of 31s. 6d. was calculated’ on the assump- 
tion that the examinations would take approximately half 
an hour. This was cut by the arbitrary action of the recent 
Minister of Health to 25s.‘on ‘April 1, 1949. The working 
party subsequently set up to establish the facts found that 
the average time taken’ was 27.4 minutes per case. It is con- 
tended that this is approximately half ar. hour and one can 
still see only two patients per “hour, r 
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Now, instead of acknowledging the error in reducing the 
fee, and restoring it to at least 30s., the Minister dictates 
‘that the fee shall be £1 only. This, from the figures given 

* for the county of Surrey over the past year, represents a 
reduction in the-cost of the service to the nation of no more 
than 2% compared with 20% of our income. In justifica- 
tion he argues that the new rate makes it equivalent to that 
of the consultant in the hospital service. This is in itself an 
erroneous comparison, since the consultant in the ‘hospital 
service has no comparable expenses, and the ophthalmic 
medical practitioner has no superannuation or pension benefit 
and receives no compensation for unkept appointments. 
At this stage the Ophthalmic Group Committee arranged 
a series of meetings throughout the country to obtain the 
wews of the individuals’ At the meeting in B.M.A. House 
which I attended on February 2 a most detailed and reasoned 
plan of action was proposed and vigorously supported, 
including an approach to the new Minister and, if necessary, 
a claim for arrears of back pay. The Ophthalmic Group 
Committee at its meeting on February 9 to consider all these 
views has found itself unable to do anything further than 
to deplore the situation and recommend individual action by 
ophthalmic medical practitioners according to their own 
lights. Was there ever such a travesty of leadership in the 
- face of ddversity ? Was there ever a more profound lack of 
guidance ? In what other section of the community would 
one find such complete apathy and resignation towards our 
own fates ? f 

I suggest that the Ophthalmic Group Committee should 
resign at once and that the matter be taken up by the 
N.O.T.B. Association as being thë body most fitted to act in 
unison with the opticians (whose future will surely otherwise 
also be in jeopardy). 

If the new rate of pay is all that can be obtained from ‘this 
Government, then at least let us take steps to secure (through 
the courts, if need be) our just arrears of pay for every 
case seen since April 1, 1949 Finally, I suggest that every, 
ophthalmic medical practitioner in the country should make: 


it his duty to put the matter before his own M.P; for truly ` 


has it been said that the country to-day 1s divided solely into 
' the strikers and the stricken —I am, etc., 


Rediull, Surrey ÈJ CURTIS. 


POINTS FROM LETTERS 
The Railway Workers 


Dr E. S A. ` AsH (Meols, Cheshire) writes: The fact that 
Mr. Aneurin Bevan has given in to the demands of the railway 
woikers suggests (a) lack of guts at BMA Headquarters in 
pressing our demands, (b) lack of union in the medical profession, 
and (c) the Grape, of a strong trade union in the medical 
profession. ` s 








Association Notices 


PRIZES FOR NURSES 


The Council of the Briush Medical Association is prepared 
to consider the award in 1951 of prizes of the value of 


20 guineas for the best essay, and 10 guineas for the second' 


best essay, submitted in open competition by each of the 
following categories of nurses: (i) Student nurses ; (ii) State- 
registered nurses working in a hospital ; (iii) State-registered 
nurses not working in a hospital (i.e., district nurses, private 
nurses, etc.); (iv) State-enrolled assistant nurses. 
The subjects of the essays for 1951 are:—Category (i): 
2 The handling of a patient on admission to hospital, 
Category (ii): What a nurse can do in preparing a patient 
for operation—including the handling of the nervous indi- 
vidual in strange strroundings. Category (iii): The oppor- 
tunities of. the nurse doing domiciliary work to educate the 
public in health matters. Category (iv): The special prob- 
lems of nursing the long-term cases in’ hospital. 
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, Thè purpose of these prizes is the promotion of systematic 
observation among nurses. In awarding the prizes due 
regard will be given to evidence of personal observation. 
No essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. 

Nurses who are undergoing a.course of training at a 
hospital are eligible to compete under category (i); nurses 
registered by the General Nursing Council are eligible to 
compete under categories (ii), (ii), or (iv), whichever is 
appropriate. 

„If any question arises in reference to the eligibility of a 
‘candidate or the admissibility of his or her essay, the 
decision .of the Council of the British Medical Association 
shall be final. Should the Council decide that no essay 
entered is of sufficient merit, no award shall be made. 

Each essay must ‘be typewritten or legibly written in the 
English language, must be unsigned, and have attached to 
ıt a note containing the name and address of the candidate 
and the category into which he or she falls. Essays, which 
it is suggested should consist of from 2,000 to 5,000 words, 
must be forwarded so as to reach the Secretary of the 
British Medical Association not later than March 31, 1951. 

Preliminary notice of entry for this competition is required, 
and a special form for this purpose is obtainable from 
the Secretary, British Medica] Association, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Diary of Central Meetings — 
MARCH 


19 Mon Proprietary Medicines Subcommittee, Joint 
Formulary Committee of B.M.A. and Pharma- 
counen] Society (at Pharmaceutical Society, 16, 
Bloomsbury Square, London, W C.), 2 p.m. 

20 Tues Rura! Practices Subcommittee, General Medical 


/ Services Committee, 2 p m. 


21 Wed Trainee Assistants Subcommittee of General 
Medical Services Committee, 2.15 p.m. 
22 Thurs. Registrars Subcommittee of Joint Comes 
10.30 a.m (at Ministry of Health Office, 23, 
i ‘Savile Row, W.1). 
28 Wed Publishing Subcommittee, 11 a.m. 
29 Thurs. Special Conference of Representatives of Local 
Medical Committees, 10 a m. 
30 Fri. Subcommittee on Constitution and Procedure of 
Medical Service Committees, General Medical 
Services Committee, 10.30 a.m. 
30 Fri. Committee re Maladjusted Children, 2 p.m 
APRIL ` 
4 Wed. Chairman’s -Adviso Subcommittee, General 
Medical Services Committee, 10.30 a.m. 
4 Wed. Fılm Catalogue Subcommittee, 2.15 p m. 
5 Thurs. Committee of Management, Empire Medical 
Advisory Bureau, 11.15 a m 
-6 Fri Services Committee, 10 a.m. 
11 Wed Private Practice Committee, 2 p m 
13 Fri Committee on Organization of ‘Scientific Sections 
i at Annual Meetings, 10.30 a.m 
19 Thurs. Dermatologists Group Committee, 10 30 a.m. 
19 Thurs. International Relations Committee, 2 p.m. 


sa Branch and Division Meetings to be Held 


Coventry Diviston.—Tuesday, March 20, Dr. J. C Heather 
and Mr. J. Leigh Collis: “ Early Diagnosis and Treatment 
of Carcinoma of the Bronchus ” 

NortH-gaST Essex Division —At 14, Popes Lane, Colchester, . 
Sunday, March 18, 3 p.m., annual general meeting 

O1saam Drvision.—At Oldham Hotel, Rhodes Bank, Oldham, 
Monugy, March 19, 9 p.m., Dr. A. Morgan Jones (Manchester): 
“Recent Advances in the Treatment of Heart Disease.” 

SOUTHAMPTON Division.—At Royal South Hants and South- 


ampton Hospital; Wednesday, March 21, 830 p.m., ordinary 
general meeting. 
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" DOCTOR AND PATIENT 
WEEK-END COURSE AT ASHRIDGE 


` [FRoM a SPECIAL CORRESPONDENT] 

An unusual week-end course was held at Ashridge on\ 
» March 9 to 11, attended by about 50 medical practitioners 
and 50 lay people. The discussion, both at the main confer- 


ence and in ‘the smaller groups, ranged widely over the _ 


ground covered by the addresses. Many of the non-medical: 
members made useful contributions, but it was widely felt 
that the lay representation was not as strong as it might 
have been, with the result that discussion tended to slide 
off the set subject of the doctor-patient relationship on 
: to professional topics and-problems of administration. None 
the less, the conference was generally agreed to have been 
a useful experiment. 

The hospitality provided im the stately surroundings of 
Ashridge, ‘together “with the’ welcome extended by the 
. authorities there,.from Admiral Sir Denis Boyd. down- 
wards. were warmly appreciated by everyone. 


Opening Address a l 


Sir WILSON JAMESON, in his opening address, traced the 
history of public medical services from their first develop- 
ments under the early Romdn, Empire. Of the National 
Health Insurance Service, as introduced to Britain in 1913. 
he said that it altered the doctor-patient relationship in 
two ways. It altered it for good, in that people of small 
means—or at least soine of them—could get medical advice 
without paying for it at the timè of need, while doctors in 
poor areas were assured ‘of a better income. A less happy 
effect was that surgeries became more and more crowded 
and the “bottle * of “medicine” habit became .more 
pronounced. 

Speaking of the planning of the National Health Service, 
he said that it was generally recognized to be inevitable that 


in. the management of the Service there would be a con- / 


- siderable lay element. The problem to be faced was how 
to combine this with the essential personal, professional 


relationship between doctors and their patients. The motives ° 


and intentions of those who planned the National Health 
Service were good—however much they might have been | 
distorted in the wrangling that took place subsequently. 
Generally speaking, doctors did obtain the conditions in 
the Service they. felt to be necessary if proper doctor-patient 
relationships were to be maintained. But all was not well. 
Of the general practitioner Sir Wilson said: “ As things have 


turned out, life has been made much easier for the young 
consultant than it used to be and much more difficult for 
the young G.P. This is most unfair, for, as things are in 
this country, the family doctor is the most important mem- 
ber of the medical team, and general practice shotild there- 
fore attract, by and large, just as good young people.as 
does hospital work.”: 


Some Questions on General Practice — : 


Su Wilson put a number of questions for the conference ' 
to consider. 


" Some people are really very unreasonable in the demands they 
make,on their doctors. Yet, though a patient may make the most 
trivial complaint about his doctor, a doctor has no redress agaifist 
real misbehaviour on the part of a patient—save to have his name 
removed from his list. Do you think this is fair ? 

“Do you agree with the principle of having a family doctor 
through whom all specialist services are obtained, or would you 
prefer the American system under which the public tend to go 
to the specialists they think best able to deal with their conditions 
—e.g., to paediatricians, gynaecologists, etc. ?' ~. 

“ Is there really a great deal in this business of ‘ free choice’ by 
patient and by doctor in general practice ? Do not most people 
go to the doctor nearest their homes or to one whom a friend 
or neighbour recommends ? People don’t change their doctor 
very often. 

“ Has the attitude of the public to their doctors changed under 
the N.H.S.?- Are they less considerate than they used to be? 
Does all the publicity that is given to medical matters in the 
Press and on the ‘radio make patients more difficult to deal with ? 
Does the average citizen think he is paying for medical care 
through his insurance contributions and is therefore anxious to 
get as much as he can for his money. ? 

“Would the imposition of some charge for medicine and 
appliances and for the so-called ‘ hotel costs’ in hospital make 
any difference to the patient-doctor relationship ? Would ‘such 
ee prevent the Service being used Pe people who really 
need it 

“Do the public have more confidence in a group of doctors 
practising together with some degree of ‘specialization among 
themselves—though of course every person must still have one 
member of the group as his own, special family doctor ? 

“ Would people, when they are`really ill, prefer to remain at 
home rather than go to hospital, if they could get adequate help 
from visiting nurses and from ‘home helps’? Apart from 
housing difficulties, are the public becoming more willing ‘to go 
to hospital ? Is this so in the case of norma! confinements ? Or 


‘ig this just because a confinement is cheaper in hospital than at 


home? Hospital costs are getting so high that some sort of 
check must be placed upon too free, admission: to hospital beds. 
“ Are general practitioners as a class really ‘desirous of having 
some form of hospital connexion ? Does such a connexion help 
with the doctor-patient relationship ? 
2409 
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standing of the doctor. In the years since he started as a 
medical student in 1900 he “had seen, decade by decade, 
the status of the doctor nising.” 
thought, was that the doctor had earned -public confidence 
because he was increasingly able to “speak with authority ' 
on many diseases which a hundred years ago left him help- 
less.” “I have seen a greater advance in medicine and 
`t surgery in my lifetime than ever in the world before.” It 
the same period socialization had made tremendous advances. 
This country had undergone a revolution of the kind which 
in other countries had: been accompanied by bloodshed.. 
There had been mutch equalizing of incomes, and with this, 
he thought, a greater degree of fellowship which had brought 
patient and doctor closer together. The means of com- 


The essential reason, he, 


munication had been transformed, and medical treatment , 


which 50 years ago was regarded as a luxury had become 
a necessity. i 

What of the 50 years ahead ? Preventive medicine must 
continue to develop. “If we do educate people to come to 
the doctor at the earliest sign of disease, surely we cannot 
now blame them for coming.” There would be a large: 
number of co-operative practices. The doctor would have 
to fix some priority in the class of case he took. The 
valetudinarian would not get treatment under the National 
Health Service. ‘Private practice, however, “should be 
encouraged.” The G.P. was the king-pin of the whole 
Service. What could they do to help him? “ĮI am certain 
G.P.s should have some connexion with hospitals—how close’ 
a connexion I do not-know.” He thought they certainly 
had a part to play as clinical assistants in out-patient depart- 
ments. Local authorities also might well hand some clinics 
back to competent G.P.s in the district. Of popular health 
education, he said he had no doubt ‘the patient needed it. 
The Government could not do the educating ‘because it’ 
would create odium, but the doctors themselves could do 
it. If patients were properly educated there would be a 
lessening of the doctors’ feelings of frustration. 








Questions Answered 








‘Admission Fee , 


Q.—i have just passed the M.R.C.O.G. examination, l 

understand that entrance fees for the examination kre not 

` allowed as expenses‘ for income-tax purposes, but that the 

annual subscription (£3 3s.) is. What is the position with 

regard to the £15 15s. admission fee payable after passing 
and before election? 


A.-—-The admission fee of £15 15s. is regarded as a payment | 


of a capital sum—ie., as an amount paid for benefits to 


accrue over a tract of future. time—and is accordingly not ' 


- * allowable for income-tax purposes. The annual subscription 
is allowable as an annual expense, 


- Attending Conferences 


Q.—l am a specialist with a part-time contract with the 
regional hospital board. Am I entitled to income-tax relief 
on my expenses for attending professional conferences ? 


` 











‘A.—It is adinitted that practitioners who are assessable 
under the rules of Schedule D—and that is apparently the 
case here for at least a part of the total earnings—are entitled 
to claim as deductions money spent on books, membership 
nf professional associations, etc., when ‘the purpose of that 
‘xpenditure is to maintain professional knowledge at an up- 
te standard. The same principle seems to, apply to the 
t of attendance at professional conferences, On the 
ption that the purpose of such attendances is the main- 
of a proper. standard of knowledge and skill the 
e should, in our opinion, be allowed. 


’ 


- conveniently than it can be done by a demonstrator. 


| Heard at Headquarters 








The Periphery 


Just a quibble about a word, ‘A word which has come 
more and more into use at Headquarters lately is the word: 
“ periphery.” It has been heard much in committees and has. 
even invaded the Council chamber. “ We must consider what 
the periphery will think about this.” “This document must 
be sent to the periphery.”’ Now, “ periphery ” means the 
boundary of a rounded surface ; it means the profile, < 
edge, the outline of anything. It would-be allowable, eW 
suppose, to spéak of the Divisions of Orkney and Shetland 
as the periphery, or, in a wider’ circle, the Branches of 
Barbados or Nyasaland, but surely not of Birminghan? or 
Manchester. The word “ periphery,” too, suggests not only, 
a geographical location but a certain aloofness or detach~, 
ment from the main body—something which is just on the 
brink and may fall off—which is not at all true of what is. 
intended by the expression, the periphery of the Association 
We badly want some other word to indicate the world out- 
side Tavistock Square. Shall we fall back on Parliamentary: 
usage and speak of the “electorate”? , 

` + 

The “How to Do It” Film - 

At the meeting of the Scientific Film Associatiom 
where, the discussion was on the film in medical teaching. 
Dr. P. Cardew said that the Americans divided their films 
into the “ Why ? > and the “ What?” and ‘the “How?” 
But he suggested that there were two types of the “ How? ” 
film, one being the “ This is how it is done” film, and the- 
other the “ How to do it” film. Very few films come into. 
this latter category. The former, the “ How it is done ” film, 
can be made to appeal to a wide audience, can be shown*to. ' 
junior students and nurses to give them a preview of the, 
‘subject, and to senior students and postgraduates i in order to - 
review the technique. General practitioners can use it to 
refresh their memory of a procedure. It can even be viewed 
by the public on the television screen, But the one audience, 
with which it cannot be successful is of people who have to 
be taught to carry out the procedure in question. Some of 
the material is too elementary, some too complex. The 
"How to do it” film must have for its object to teach a. 
group of students a technique as efficiently as and more 
Its. 
maximum length should be ten minutes, and only procedures, 
brief and simple in themselves should be dealt with. By 
using long shots, close-ups, slow motion, and the animated: 
diagram it can rapidly show different aspects of a single idea. 


i 
The Doctor in the Ring 
We have been studying a form proposed for the medica) 
examination of boxers. Boxing is a dangerous occupation, 
and it is only right that the boxer should be medjcally 
examined before he puts on the gloves. The form of 
examination proposed is nothing if not thorau It covers 
every system of the body—respiratory, rdiovascular, 


’ muscular, nervous; skeletal, and so on—but it also goes. 


rather deeply into psychology. The examiner is asked to 
state whether there is any evidence of change of character, 
whether the boxer has a good memory for recent events. 
whether he can give an accuraté account of-the recent past, 
whether there is any reason to suppose that he has a 
tendency,to violence outside the ring, whether he can follow 
an ordinary conversation with intelligencesgnd, perhaps most 
forbidding of all, whether he shows sfgns of” becoming. - 
punch-drunk. It is something of a problem for the medical . 
certifier to satisfy himself on all these points in a short. 
examination. Perhaps the best way to answer quite a 
number of questions would be to have a friendly bout with. 
the boxer himself. But for that purpose a bumper fee would: 
be necessary, gud also an indemnity. i 
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| Correspondence 








Inquiries info General Practice 


‘Sin, —The appointment of a committee to study general 
practice under the Nationa] Health Service has so far excited 
precious little comment in your correspondence, despite your 
provocative leading article (Journal, February 17, p. 343). 
The’récent influenza epidefflic may well be the chief cause of 
this absetice of criticism. Ever, since the hasty acceptance 
of the National Health Service Act in“1948 by our leaders, 

e general practitioners have been impatiently waiting for some 
satisfactory information about the terms and conditions of 
service. ' It now looks as if we shall have to wait for several 
morg frustrating years before even the grosser faults are 
remedied, for, as you pertinently infer in your leading article, 
the terms of reference to this committee are sọ wide that it 
is unlikely that they will issue a report for several years, and 
a further period will have to elapse. before any of their 

récommendations are likely to become effective. By that 
time the general practitioner will have become more dis- 
heartened and disillusioned, and it is more than likely that 
some at least of this committee will be either dead or 
completely senile and ineffectual. 

I suggest that an attempt be made at once to improve the 
working conditions- of the general practitioner. It should 
not be difficult for the General Medical Services Committee 
of the B.M.A. to ascertain quite rapidly through local 

_medical committees what are the main causes for dissatisfac- 
tion among the working doctors, and suggest to the Ministry 
ways of improving the Service. I would personally ‘suggest 
that the following points are worthy of immediate attention: 

(1) It is-quite impossible for a doctor to cope with the urgent 
and intransigent demands of 4,000 exacting patients lacking in the 
elementary principles of health education. The immediate remedy 
for ‘this can only lie in the lowering of the maximum figure 
allowed, in urban areas at least. I am not competent to speak 
for rural areas. This point is closely wrapped up with the present 
demand for an increased capitation fee or preferably an improved 
method by which our pay is made up. 

(2) It is becoming quite impossible for a doctor to provide an 
adequate 24-hour service so long as a proportion of the public 

- continue to take little or no notice of the efforts to impress them 
with the necessity of calling the doctor early in the day and of 
avoiding frivolous calls. Despite the excellent co-operation of the 


` doctors in my own area in a week-end rota the number of ridicu- 


lous and thoughtless calls on Saturday and Sunday are increasing 
rather than decreasing. An immediate investigation into the 
regulations gaverning a 24-hour service is justified, together with 
recommendations for their jmprovement. a 

(3) At present there is no allowance made for increasing know- 
ledge obtained through age and experience. A doctor with 
mereasing family responsibilities has either to take on more 
patients than he can fairly look after or to seek outside appoint- 
ments.. This is a matter which should be looked into and 
remedied at an early date. 

There are many other practical suggestions which could 
easily’ be correlated ‘by the G.S.M. Committee if only an 
inquiry of this kind could be/set up; it would have the 
great advantage of the evidence being. provided by working. 
G.P.s,.and the assessment of their evidence would also be 
made by experienced ‘doctors in active practice.—I am, etc., 

Handsworth, Birmingham "R. C. L. BURGES. 


: An Instrument of Government 
Sm,—If anything more had been needed to demonstrate 
the love borne by the late Minister for the general-practi- . 
tioner section of the profession,. surely» the contrast between 
his parting bequest to the profession of -yet another 
committee to study general practice, and his “on arrival” 
gift of an immediate settlement with the railwaymen over a 
week-end, must satisfy all inquirers. Your lucid leading 
article (Journal, March 10, p. 515) and, Dr. S. F. Logan 
Dahne’s letter (Supplement, March 3, p. 68) set dut the 
_ Position as it concerns the‘committee and its members very 
: clearly : and, although the apologists for the Minister stress 


r 
a i 
' ’ 


that “ method of remuneration.” is only one of the aspects . 
of general, practice into which the committee is empowered . 
to inquire, the mere fact that remuneration is a matter for . 
inquiry by a committee that cannot possibly report for, a 
‘ considerable time makes one suspicious of the raison d être 
of such 2 committee. 7 
Is this committee simply another hurdle for the G.P.s to 
overcome before théy can get to grips with the Minister ? 
The fact that the new Minister agrees that a prima facie case 
has been made out for a review of G.P. remuneration does 
not affect the position. It has long: been evident that such 
a review was essential. ANG Sy 
We certainly agree that in a democracy the Minister has 
the right to appoint his own committee to advise him, but 
when the findings of that committee must affect to a con- 
siderable extent the lives of a large number of the citizens 
it is. but right that the committee should also have -the 
, confidence of these same citizens. The Central Health’ 
Services Council is appointed entirely by the Minister; the 
committee of inquiry is appointed entirely by the C.H.S. 
Council ; in effect the committee of inquiry consists entirely 
-of the Minister’s nominees.” 
Individually not all the members of the committee are 
above suspicion. Those of us in the West recall that at 
leastrone of them is an avowed advocate of a full State 
medicgl service. He has lifted up his voice too often in, 
the open in-the past for many of us to regard him in, any 
way as an impartial inquirer. All evidence goes to show, that 
the leopard does not change his spots however, often he,may 
shift his ground. We can with confidence, therefore, look 
forward to majority and minority reports on this point of 
method of remuneration alone which will effectively destroy 
the value of the inquiry. à - 
Taking it by and large, one is left with the suspicion that, 
whereas normally a committee of this kind is the normal 
mechanics of government, in this case the committee ' 
represents merely an instrument of Government.—l am, etc., 
Bristol :, R. M. Courtney. 
i À 


Charges for Private Beds 


Sir,—-May I support Dr. Nigel Cridland and the Regional 
' Hospitals Consultants and Specialists ‘Association in their 
demand for w fair deal for the -hogpital private patient 
(Supplement, February 24, p. 58)? And while I may not 
“altogether agree that the double burden of ‘having to pay 
twice acts as a deterrent, because so many patients seem to. 
make a financial sacrifice in their determination to obtain 
admission to a private ward, this does not lessen the inequity. 
of the existing regulations. i È 

Unfortunately for such patients, the fact that they receive 
no benefit towards their expenses whatsoever from their com- 
pulsory contributions to the hospital service is only part of © 
the story: > They are-called upon to pay a charge-purporting 
to be-the maintenance cost. What means have they of 
ascertaining the correctness of this figure, and on what basis 
is the actual cost calculated ? And is the-basis, if one exists. 

_uniformly accepted and operated at every hospital ? 

Unléss this is so, there seems to be:a danger that, even 
under the present unfair system, some patients. may now be 
paying more than necessary to cover the cost figure on which 

‘the charge is based. Of course it is appreciated that the 
difficulty of installing a costing system for this purpose may 
„be that the expense of the system either would not be justified- 
on.economic grounds or would add to the already heavy 
cost per day chargeable to the patient. ‘ i 

Be that as it may, common justice dictates that every, step 
should be taken to ensure that no patient is charged at a rate 
that cannot be substantiated ; and, if there is the slightest 
doubt, a suitable reduction should be made until the result 
of an accountant’s investigation‘had been received. 

One simple solution, which might help to prevent am, 

-sense of unfairness from arising in the ‘mind of the patie, 
could be a standard charge, fixed at, say, 10 to.14 guine; 
-week and applicable to all hospitals in each area. It 
also be likely to reduce administration expenses. This > 
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» PUBLIC HEALTH SALARIES 


Under the award of the Industrial Court (Supplement, 
December -30, 1950, p. 255) certain matters were referred 
back by the Industrial Court for further negotiation between 
the two sides of the Whitley Committee C. These are 
the salaries of deputy medical officers of health, divisional 
or area medical ‘officers, and medical officers holding mixed 
appointments. Agreement has not been reached, and these 
points are therefore ee brought before the Industrial 
Court again on April 


i 





“INSURANCE SICKNESS BENEFIT’ 


The Ministry of National Insurance has issued à statement 
on the claiming of sickness benefit when the doctor, because 
of his work, cannot see the patient without some delay. 
A person prevented by illness from working should give the 
local National Insufance office written notice of incapacity 
within the first three days 


“To avoid | Joss of benefit a person who ts prevented by illness 
from working should give the local National Insurance office 
written notice of incapacity within the first three days., This 
notice is normally given on the First Medical Certificate Mei. D 
issued by the doctor when he first attends the patient; but where 
exceptionally the patient has not been seen by the doctor within 


the first three-days, a note written by or on behalf of the patient_ 


is accepted as notice. Where notice has been given without a 
medical certificate, the formal claim on the doctor’s First Medical 

. Certificate should follow as soon as the doctor has been seen, 
and in any case within ten days of the start of the illness . . 

“If the doctor's examination has been delayed and he wishes 
his certificate to cover any earlier period of incapacity, he can 
give a Supplementary Certificate (Med. 5) or he can make a 
suitable note in the ‘Remarks’ space on the First Medical 
Certificate.” 


r 








“Z” RESERVISTS 


The Central Medical War Committee, and the Scottish 
Central Medical War Committee have been informed that 
they may consider appeals from doctors who, as members 
of “Z” Reserve, receive a warning notice of recall for 15 
days’ training and consider that their withdrawal for this 
periód would jeopardize the civil medical services ın their 
areas. 

Appeals should be addressed to the secretary of the 
Central Medical War Committee at B.M.A. House, Tavi- 
ftock Square, London W.C.1, or, in Scotland, to the secre- 
tary of the Scottish Central Medical War Committee at 
7, Drumsheugh Gardens, Edinburgh. . These committees 
cannot deal with any question of personal hardship, which 
is a matter for the Service Department. 
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KINGSTON HOSPITAL DISPUTE 
The Minister of Health has informed Mr. J. A. Boyd- 


Carpenter, M.P. for, Kingston-on-Thames, that the South- - 


west Metropolitan Regional Hospital Board’s decision to 
convert Kingston Victoria Hospital into a gynaecological unit 
was right (The Times, March 3). The Minister says that he 
recognizes there are perfectly reasonable arguments which 
can be and have been adduced in criticism of the board’s 
proposals for the future use of the hospital, but having 
examined the situation he agrees with the board's decision, 
which he states was made after expert medical as well ası lay 
advice had been received. X ‘ 


1 
The board's proposed arrangements would provide a total of 


67 additional hospital beds, “‘ clearly a thoroughly sensible-and . 


practical step to improve available services in days when a new 
hospital building in the area is for the time being to be ruled out.”’ 
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He upholds the plan as a wise and nght ane and thinks the 
new facilities at the Surbiton annexe should give reasonable 
alternative beds for ordinary general-practitioner work, particu- 
larly: if the doctors co-operate with the board in carrying out somè 
of the details of the arrangement of ghe new accommodation 
at their hospital. He had been assured by the chairman of the 
board that the board intends to see not only that clinical assistant- 
ships are made available to the general practitioners, but that 
every encouragement is also given to the ordinary doctor to keep 
in contact with his own patients and their treatment when patients 
are in specialist/hands in the hospitals 


Mr. Boyd-Carpenter is reported to have said that the 
Minister made no reference to patients who in the ordinary- 
way would be treated at the Victoria nor to the overwhelm- 


a 


ing expression of local opinion on the proposed destructiofi © 


of the hospital built by and for local people 50 years ago, 
which holds.a high-place in their affection, sr 
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‘Heard at Headquarters 
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Films and Filmstrips 7 


The B.M.A, Film Department is going steadily ahead 
obtaining films for its library after due appraisal by mem- 
bers of the Film Committee. One of the new features 
which 1s being suggested is a filmstrip library, in view of 
the increasing appreciation of the filmstrip as an important 
medium in medical teaching, more useful to the’ teacher 
sometimes than the film itself. Information regarding film- 
strips which are’ available in’ this country 1s being sought. 
Another piece of work which is proceeding 1s the cataloguing 
of the films in the library. The B.M.A. film on the treat- 
ment of infections of the hand has found considerable 
favour wherever it has been shown, and copies of it have 
been made for presentation to the Medical Associations of ,, 
Canada and of South Africa, the Federal Council of the 
B.M.A. in’ Australia, the New Zealand Branch of the 
Association, and the American Medical Association 
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Colour Scheme 


Sometimes visitors from the Continent to our. medical 
schools surprise us by their knowledge’ of English, even of 
colloquial English and American. One little instance 
occurred recently. A Swiss doctor visiting London was, 
shown a case in which there was extensive ecchymosis 
around the eye—in other words a “ black eye "—and the _ 
demonstrator jocularly remarked, ^ Autumn tints,” where- a 
upon the foreign visitor said instantly, “ But after the fall.” 

f 


‘ Half-century 

The controversy on how the 'century—and the half- 
century—should date is neatly compromised by: the appear- 
ance at the end of 1950 in book form of the symposium 
“ Fifty Years of Medicine,” which appeared in the Journal 
at the beginning of 1950. It makes a handsome volume. 
This is no’ place to review its substance, but a word may be 
said in praise of the printers and bookbinders, and those 
responsible for the colourful jacket and the attractive letter- 
ing. The medical student, or the doctor for that matter, 
could hardly find a better exchange for the book‘ token 
which was given him at Christmas and which he has been 
in danger of forgetting” The typography is excellent, and 
80 are the illustrations. Two of them, by the way, show 
operations “then ” and “now.” ‘“ Then” was in Rutherford 
Morison’s time at Newcastle Royal Infirmary. The date 
given is 1906, and it is noteworthy that none of the dozen 
onlookers at the operation in the theatre was wearing a 
gown. Yet the writer of this note recalls that in 1909 be 
was admitted to witness an operation in a London theatre, 
and the surgeon in charge insisted that he a id everybody 
else present should wear an overall Some strange tales of 
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early—or not so early—operations, by the way, were told 
at a recent meeting of the Medical Society of London. One 

e Speaker recounted how on one occasion, many years ago, 
such was the press of students that the woman anaesthetist 
in charge of the patient was actually muscled away from 
the table and was eventually discovered sitting on the floor 
in a distant part of the theatre. 


“The R.M.O,’s Certificate 
An interesting and important point was brought before 


the General Medical Services Committee the other day by 
the National Association of Local Government Officers. It 

cerned an appeal to the' local appeals tribunal of the 

inistry of National Insurance by a woman whose sickness 
benefit had been discontinued as the result, of a certificate 
of a regional medical officer that, she was fit to resume work. 
“he certificate was challenged, but the appeal was weakened 
by the fact that her own doctor had also issued a ‘final 
certificate on the strength of the findings of the R.M.O. 
‘Tt appeared that the woman’s doctor had taken the line that 
he had no alternative to issuing the certificate, although 
he was still of opinion that the woman was unfit to go 
back to duty. The chairman of the tribunal expressed him- 
self rather. strongly on this point. He said that far too 
many general practitioners were under the false impres- 
sion that they were obliged to accept the report of the 
R.M.O. in cases such as this. It was their duty, he said, 
to disregaid completely the opinion of the Ministry’s medi- 
cal officers when such opinion was clearly at variance with 
their own findings. We should have thought that was the 
plain sense of the subject. A practitioner’s certificate repre- 
sents his own opinion on the facts of the case, and should 
not be modified unless his opinion-also has changed. To 
issue a certificate coritrary to his own opinion, as the result 


of a pronouncement by some official person, is surely con-" 


trary to the spirit of medical practice and encotrages 
ethe setting up of a medical hierarchy, which is to be 
deprecated 








: ; Questions Answered 








Gratulty on Retirement 


Q.—l' am entitled to receive a gratuity after ten years 
service in the Colonial Medical Service. Is this sum subject 
to United Kingdom income tax? I am how resident in this 
country, 


A.—lt is understood that United Kingdom income tax does 


not attach to a gratuity received on retirement after ten years’ ' 


service in the Colonial Medical Service. 


Selling Fruit 


Q.—Included in the premises from which I practise is a 
garden containing half an acre of fruit trees, the produce 
from which 1 sell at wholesale rates to retailers., The pro- 
duction of this fruit entails expenditure on fertilizers, etc, 
Should the income received from such’ regular sales be 

included in my normal returns of income for taxation assess- 
ment? If it ıs so included, can relief be claimed on the 
expenditure in respect of fertilizers, etc.? 


A.—Section 10 of the Finance Act, 1941, defines a market 

_. garden as “ land occupied as a nursery or garden for the sale 

., of the produce,” and it would seem that the questioner would 

be liable to tax on profits made from his fruit trees—and, 

Oper contia, entitled to claim relief in respect of any losses 

incurred. In œ&uculating the profits or losses, expense 

incurred in fertilizers,- cost of pruning, harvesting, etc., 

should certainly be brought into the account. The amount 

of the profit made in the previous year should be declared as 
part of the tot .1 income, 
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Seen from America 


Sm,—Reading through the flood of medico-political letters 
appearing currently in the correspondence columns of the 
Journal from this more remote side of the Atlantic, one 


“is struck by the fact that, while in many instances the 


individual writer may argue his particular point well and 
sometimes with fervour, nevertheless the point under con- 
sideration, when stripped of the verbiage, in- its nakedness 
often reflects (if the letters give the true picture) something of 
the atmosphere of frustration and disillusionment amounting 
to bitterness which would seem to pervade the entire field of 
British Medicine. Indeed, as in most chronically neurotic 
patients, this abundant frustration and disillusionment 
would appear to dim proper insight, and, taken as a whole, 
many of these letters suggest that the patient (British Medi- 
cine) is passing into a more seriotis phase of the illness, for 
many of these letters are suggestive of a sort of “ persecu- 
tion complex.” This, in addition to blinding some writers 
to what may be good taste,-is certainly -befogging their 
common sense and is knocking reason off balance. 

Having pondered the problem many times in the last 10 
years, and especially since crossing the Atlantic, one cannot 
help feeling that a sizable part of this built-up frustration 
and bitterness, which in Great Britain takes the form of 
chronic grumblings against the system and innumerable 
sighs for the past, and in America a feverish tenseness 
and the determination to fight it (socialized medicine) at 
all costs, is inherent in the very. origins of modern medical 
practice. One wonders whether not all the advances are 
in the scientific ‘field, while ın the medico-political, the 
medico-social, and the medico-economic fields there has 
been a considerable lag in making an adjustment to the 
times. ; , 

There 1s in medicine a high degree of traditionalism and 


“conventionalism which, resulting ın some narrowness of’ 


outlook, has tended to prevent it from making this proper 
and necessary adjustment. Even the necessary growth of 
specialism maythave gone astray and, tnstead of serving 
its proper ends ‘(the patient), has rather created a class of 
individuals ever-present in all professtons who seek self- 
aggrandizement and material rewards no matter what the 
cost. The patient, at last rebelling (even here in America), 
has retaliated by condoning, if not demanding, a new 
system, which contemptuously we refer to as “ socialized 

medicine.” ` 4 

It is possible that some traditionalism ıs inevitable in any 
organized profession, but ‘In medicirie, as in law, the fact 
that the years of preparation are costly has tended to make 
certain that only candidates from privileged groups (the 
rich) have been able to take ıt up. This was so and in 
most countries continues to be so. With this preponder- 
ance of recruits to the profession largely coming from such 
privileged groups, in most countries medical society has 
tended to favour the pomp, circumstance, ritual, and 
precedence beloved of such groups. Is it thereture not 
possible that it is this fact which has militated agaist 
the profession in making a proper adjustment to “the 
age of the common man”? Just as, in countries like 
Great Britain, the feudal system has been tolerated as a 
compromise with the past, and allowed to dwindle and die’ 
slowly, is it not possible that the leaders of the profession 
have also continued to enjoy these archaic attributes and 
privileges which, even in America, “the land of indepen- 
dence, and the free,” have by no means disappeared in the 
structure of her social orders ? 

Might it not also be the case that it is not only the pres- 
sure of scientific advance, and accumulation of knowledge, 
which has forced this age to breed a new class of individual 
we, term the “specialist” or “consultant,” but also the 
attraction to. the individual that, coincident with his accep- 
tance as a “ board ” man, there are the advantages of position 
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_ and power, besides the » ‘larger financial rewards ? Trying 
to review the matter.as dispassionately as possible: Is the 
specialist any more important a .cog’in the machine than 
the „general practitioner? Does his supposedly superior 
knowledge in a branch of the art and practice of medicine 
really entitle him to these inflated gains and larger prestige ? 
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‘That the “lad o’ parts” in any system should secure’some | 


recognition most will agree. But who defines what is fhe 
“lad o’ pafts” ? It would appear that the. glittering façade, 
albeit a little tarnished, which adorned the old has been 
fastened, somewhat! flimsily no doubt, on the new system. 
Hence such odious and contemptible devices as distinction’ 
awards and the like. + © 

The gap which had been growing for many years between '' 
the ‘specialist, and the general practitioner has not been 
narrowed by the passing of the new health enactment. 
Indeed, it is widening further and further, to the detriment 
of the profession as a whole and the general practitioner 
in fparticular. Certainly in platitude:he is still. referred to > 
as the backbone of the profession, but is there not a slight 
wrinkle at the nose of the “leader” who says, it? 


Should not all groups re-examine their! own feelings m these‘ 
important matters and ask themselves the question, rf they are’ 
in the specialist group.: Am I really entitled to my position 
and the rewards that go along with ıt; and should, in relationship 
to my position and earnings, my brother practitioner in goneral 
practice have to work so much harder for so much poorer a 
reward ? ” 

The general practitioner, on the other hand, may well ask: him- 
self: “Why am `l being pushed into a corner? Stripped of 
forme: rights? Not allowed to walk the wards of ‘the local 
' hospital, as I did formerly to attend my own patients? ° Why 
do my ‘superior’ brother practitioners ın the specialist group 
get these greater privileges, and try to.lord it over me (they tried ` 
before tle Act) under the law? Are the latter not somewhat 
enjoying the process ? ” 

Having honestly reviewed, these matférs in their minds, and 
accepting: the, thesis that fhe social changes now going on 
throughout the world are irreversible, - should not the. final 
question be asked: 

“ Must not all these: differences. of a traditionalistic nature be’ 
finally dropped and right and proper adjustments in ‘the’ light of 
these social’ changes made, including particularly a great lesstn- ` 
ing of the gap between ‘the general pracutioner and the specialist 
so that each,as a member of the team ‘may get fitting and’ 
propetionate reward for work well dona?” 


. The best modern medical, care is a luxury item in all 
‘countries which few individuals, ` can afford. Specialist 
services of a blanket .type have ‘become’ more and more 
the order of the day (perhaps, some believe, too ‘much so). 
This, with the increasing tendency to utilize the “ blunderbuss 
approach” to the examination and clinical evaluation of the 
patient has come to mean that even the wealthy have come: 
to dread a visit to the doctor—not as in the old days lest 
the latter find something seriously. wrong, but’ because of 
the enormous cost. Medical men everywhere would do well: 
to re-weigh this fact. British Medicine, with its proud tradi- 
tion of .a fine service to the public, should reorient itself 
and make’ up its mind that, although political dogma forced 
a bad situation on it, giving it an enormous task to. do— 
without the proper facilities, sufficient and modern tools, 
and with far too few personnel—-it will show the world 
and do the job better than anyone could have dreamt 

possible. , 

Whatever may be in store for us. in this second half of ~ 
the twentieth century in a world ill at ease with itself, there. 
is no doubt that the social changes which ,took place i in the 
first half will’ be consolidated and deepened. It, is time, ' 
‘therefore, in enlightened countries for the individual medi- 
cal man and woman to realize that the days of privilege 
as formerly understood are numbered, and that for the sake 
of the patient and, the reputation of medicine he. should 
make up his mind ‘that, as always, the best reward’anyone 
can get in’ this world is the satisfaction in the knowledge 
of work well ,done—done in the spirit whichis depicted so 
well in Sir Luke Fildés’s famous picture—I am, etc., 


Millis, Massachusetts, US A. ©. KenneTa I. B. Mactzop. 
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existence, one of its characteristic features is 


> PR RE 
Naming Hospital Management Committees `, 

Sirn,—Whenever a large organization is brought into A 
-that its intial 
terminology is purely, utilitarian, Fer instance, in 1940 we 
had “local defence volunteers,” and, the horror of horrors, 

“communal feeding centres.” I humbly record that: ıt 
required no less than the linguistic genius of Mr. Churchill 
to condemn, in a broadcast oration, these atrocities against_ 


„the language, and to have them ‘changed to “ Home Guard ”, 


and “British Restaurants :’- respectively. .. 

The passing of the National Health Service Act “was, 
followed by the setting up of a large number of, administra- 
tive bodies called “ ‘hospital management. committees.” The’ 


‘ designation hospital management committee, linked with - 


s 


a town: or district, conveys nothing more than stereotyped 
postal addresses, giving a definition” to ‘their own technieal. 


ištructure rather than a name to .the hospitals which they 


serve, and it tends to overemphasize the - administrative side 


“of the hospital services. Has not the time come to reconsider ` 


- world’s greatest classics—De Magnete. 


‘the position .and to make an effort to’ replace this 
py ely geographical austenty terminology by one combining 
in dividuality with dignity oe ' 

To clarify my point: Iam working all day in ‘the shadow 
of the house i in which William Gilberd, physician to Queen 
Elizabeth, was “porn, lived, practised, and wrote one of the: 
Yet we call our- 
selves “' The Colchester Group Hospital Management Com; 
mittee,” when we could- justly honour ourselves and a great 
man who lived and worked in this part of the country 
by calling ourselves “The William Gilberd Hospitals; 
Colchester.” 

The history of dnedicine is: full of British contributions, 


“and no hospital management committee in any corner of 


these isles could fail to erect a permanent memorial to one 
of our predecessors, to whom mankind owes a debt,’ b 

adopting his or her name, and it would provide a splendid 
opportunity to get away from these utilitarian descriptions 
by adding dignity, human touch, and some local colour to. 
the 'name by which a certain group of hospitals ought to be 
known and remembered. Owing to lack of space I will give: 


‘ only one other illustration out of a large number of possi- 


bilities, and would ask my colleagues whether, in their- 
opinion, “ The William Withering Hospitals, Birmingham,” 
would not be preferable to, “Group 25, Birmingham (Selly 
Oak) Hospital Management Committee ” ?—I am, etc., 
Colchester, F ’ - FRANCIS KELLERMAN. 


_ Payment for Services Rendered 


Sm, — 1 have read with interest fhe recent correspondence 
in the Supplement on the subject of “ Payment for Services 
Rendered.” For ,somé time past I have given careful con- 
sideration to this matter, and it is my growing conviction 
that the only way to re-establish the status of thé general; 
practitioner, and to maintain a high standard of work, is to 


- introduce payment for service in some form. 


` surgery, about 9.30. p.m., to be told on arrival: “ 


- Recently I have discussed this question with several col- 
leagues, who agree that under the present system the Service 


\ is. grossly abused, One doctor told me he had been visiting . 


till midnight—another till 11 p.m.—night after night. 
Neither ‘of these has a list even approaching 4,000 ; neither ` 
‘can afford’ a partner ; both give conscientious service. ; 

We meet, in practice, two types of patient from whom 
some payment would be advantageous. The first, recogniz- 
ing the inadequacy of our remuneration and the burden of 
work involved, waits to call us until he is seriously ill ; if he- 
were free to make some payment he would send for us more 
quickly and his illness might be shértened. The gecond typer”, 
„has httle consideration for his doctor and does^not value ™ 


. what he receives frec at the time: he makes no attempt tO 


send requests for visits before 10 a.m., ånd summons the 
‘doctor at ‘all hours, often for ‘<rivialities. One doctor 
received a call at about 6 p.m. ; she visited the patient after > 
Oh, mother. 
is better, thank you, but we thought you might as well call, 


F 


, 
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just the same.” Another doctor was asked to visit a child: 
on arrival, he was requested to see four children, not one of 
a whom was ill. 

The old doctor-patient telationship has been largely 
destroyed by the presefit system. Our services are obtained 
for the asking and are therefore held cheap. Advice and 
treatment so easily gained are necessarily coming to be 

_ regarded as inferior in quality, and so there is an increased 
demand for. hospital and specialist attention, often before 
any advice his been sought from the G.P. “Doctor, I 
should like a letter for the hospital,” may be a patient's first 


, Tequest on entering the surgery. Some look upon us as 


automata who are there to provide prescriptions for free 
medicine. “Doctor, I only want a prescription for X's 
Asthma Cure” was a demand made to me last week. When 
I refused, not knowing the content of the “ cure ” in question, 
thè patient was annoyed. ‘She retired without either com- 
plaining of any symptom or seeking any advice. 

Apart from the above considerations the therapeutic valug 
of a fee paid by the patient to the doctor seems to have" 
been completely overlooked. Even token payments—e.g., JS 
in surgery, 2s. for call before 10 a m., ranging up to 10s 4a 
for night call—in addition to a basic capitation fee at about 
the present rate, would go far to improve matters. This 
would impose no burden on the Treasury and no hardship 

_on the patient (old-age pensioners might be exempted) It 
would also provide an answer to the objection raised by 
Dr. B. Richardson Billings (Supplement, February 24. p. 58) 

In the field of education we encourage every child to 
attend school, and therefore it is appropriate to abolish 
school fees. In a health service, if we abolish fees, are we- 
not thereby encouraging every citizen to visit either doctor 
or hospital, and so fostering an attitude of mind which 
pursues disease rather than health ?—I am, ete., 

Stanmore. Middicsex H. B. WOODHOUSE 

a i 


Sm,—I am writing this letter spurred on by that of 
Dr. Louis Crawford (Supplement, February 3, p. 35) advo- 
cating payment: in the N.H.S for services rendered rather 
than by a salaried scale. ` 

It seems that no one in authority has any idea how many 
visits we in our practice do or how large are our surgeries. 
We have to apologize to the patients for our hurry owing 
to the large number of calls on our time, yet no one knows 
when the work will prove too much except ourselves. 

If, instead of the patients’ registering with a ‘doctor, we 
were paid as the deñtists are, we should” undertake only what 
commitments we could fulfil, and any extra could be tele- 
phoned in an emérgency to a local central bureau, just as 
anyone can now’telephone for an ambulance if there 1s no 
doctor available. This central bureau would be responsible 
for filling the gap by request to local doctors or, if neces- 
sary, by inviting help from a central pool of mobile doctors. 
How .much better would this system’ control an epidemic. 
At present we meet an epidemic by limiting the number of 
times each patient is visited Surely ıt would be preferable 
to meet it by introducing more doctors. It may not be 
possible to control all epidemics with only one visit to each 
. patient. ; 

It seems to me that the Health Service, which has a fixed 
income and fluctuating demands, has much the same problem 
to face as an insurance firm, whose stability depends on its 
dealing in very large numbers. Surely, then, there would be 
léss discrepancy between the constant income and fluctuating 
demand if, instead of the gap beirg bridged within each 
| practice with relatively small numbers of patients, it-were 
„bridged by areas, the additional demand for services’ being 
“met not by the practitionér but by central supply of more 
doctors to the area This is a National Health Service, and 
it is not the responsibility of the employees to bridge the 
gap, but ot the Minister. 

Under these circumstances it is ‘9 be SPARE that the 
devtors wii! certainly undertake'all ‘he calls that they can in 
times of evidemic, since the patients will naturally choose a 
doctor on. 'vhom they caf "rely ‘at such timés in preference 


} 
as 
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„that we shali 'not lose a single patient. 


to one whe hands over his patients to a stranger when they 
really need him. Before we were controlled by a Minister 
the nation never found the profession unready to answer a 
call, particularly if no one else was available, nor were we 
ever uncooperative or afraid of work. Would not payment 
‘for services rendered give us a chance of returning to that 
freedom which is essential in a doctor's relations with his 
patients ?—I am. etc., 

Plymouth ANTHONY HANSEN 


- Payment of Doctors and Dehtists | , 


Smr,—In the Journal of February -17 (p. 343) you state in a 
leading article that 9,500 dentists are costing the country 
£46.6m. a year while 19,000 general practitioners are costing 
the country £45.8m. a year. 

May I point out that payments to dentists are not made. 
on the same basis as are payments to general practitioners? 
To take one example. a doctor prescribes a truss, corset, 
or spectacles, and payment for these articles is paid by the 
Government to the optician or surgical instrument maker. A 
dentist prescribes a dental appliance and the dentist pays the 
technician out of the £46.6m. In my own practice the cost 
of this item alone amounts to 35% of my gross turnover — 
I am, etc., 


Surtyton, Surrev 


Less Pay for More Patients 


Sır, —1 have been surprised that so far no comment has 
been made in your columns on the rate of payment m 
Middlesex for the quarter ending December 31, 1950. In this 
Quarter there were apparently 2,410,107 patients, excluding 
temporary residents, and £463,047 was allotted..by the 
Ministry. After various deductions this worked ut toa 
capitation fee of 3s. 8.9389d. Now, in the previous quarter 
£477,412 was allotted for 2,400,661 patients, producing a 
capitation fee of 3s. 10.969d. This elementary arithmetic 
shows that 9,446 more patients were at risk for £14,365 
less remuneration. 

There may be some good Ministéria] reason for this state 
` of affairs. but I cannot see any other profession or trade than 
ours sitting down under it. ‘Whether any amelioration can 
be obtained by negotiation with the new Minister I do not 
know, but I do think that every possible effort should be 
made in this direction, because I am regretfully of the 


j. W. MAYER. 


opinion that any mass resignation, át the present critical , 


state of the country’s affairs, would merely bring the medical 
profession into great disrepute, and I am very doubtful’ 
whether any satisfaction would be obtained by it.—I am, etc., 


Harrow Middlesex J. E. S. STEPHENS 


Leadership Needed 


a et ~ 

Sır —After two and a half years of the N.H.S. it is 
becoming increasingly apparent that hopes of a just settle- 
ment of general practitioners’ rémuneration are slipping 
away. I know that the Association and the G.M.S! Com- 
mittee have asked politely for better terms for us and that 
the powers that be have refused in equally polite fashion. 


fOr if they have not actually refused they have used ‘one 


delaying device after another to put us off. Can anyone 
doubt that further talk is useless and that the only possible _ 


_course left is to withdraw our services ? 


Why, then, do we not go ahead and ithäraw without 
further ado ? Perhaps the answer is—fear: fear that 
withdrawal will bé a “flop,” . fear that the fellow down, 
the street will stay on and collar our patients. Suchy fear 
is not unreasonable, since the Association does not appear 
to have taken-any steps to reassure us on this important 
point. Any association worthy of the name will see to it 
It will make it a 
sime qua non that transfers must be frézen during the 
withdrawal and‘that doctors will not resume until this has 
been made effective. 

At this time, what we need most of all 1s leadership. We 
need to know, beyond any doubt, that at the head of affairs > 
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there is a burning passion to have our wrongs righted and Ministry” to make payments direct to ‘Whitehall. Signifi- 


an uncompromising determination not to shrink from 
using the only means we can now -use to achieve this 
end. A vigorous lead from Headquarters could transform 
genera] practitioners from a disjointed collection of con- 
fused and frustrated units into a confident-and determined 
body—confident in the justice of their cause and determined 
to carry it through to a just settlement 

It would be ungractous to end without paying tribute to 
those who have given freely of their time and energy on 


our behalf. They have expended themselves, perhaps more ` 


than we shall ever know, 
endeavour to help us, 
forget them. Doctors, 


in a prolonged and honest 
and I trust we shall not easily 
as reasonable men, had ‘hoped 


that these endeavours would have met with more success, F 


but there can be no doubt now that we have not even a 
slender hope of getting a fair deal short of mass withdrawal 


* "Let us go to it—I am, etc.. : ' 


Beltast ; M 


I 


H. J. CRONHELM, 


Time for Domg Something i 


\ x 7 ` 
Sm,—And so another inquiry 1s to be held into the condi- 


tions, etc., of general Practice. One would think that the 
time for inquiring is“over and that the time for’ doing 
something about the whole sorry business is overdue. » The 
. Government, Parliament, the people, the profession—all, 
know- that the state of the general practitioner continues 
to go from bad to worse, and that what is needed is 
essentially adequate time for a medical man to do his 
medical work and a proper return for doing that work. 
When one remembers : 


- 


(1) that a defitist usually earns three to four times as much as: 


a doctor—and sometimes much more; 

(2) that he does so with much less arduous work and with léss 
responsibility ; 

G) that many dentists earning these amounts are doing so 
without having had a university training; 

(4) that an optician can earn about £4,000 a year working a 
40-hour week and taking one hour for refraction ; 

(5) thatan optician does not have to undergo a long, expensive 
- university course; 

(6) that) a very common two-guinea consultant's tee \was 
doubled at July 5, 1948; 

` (D that for one “domicthary ” a consultant gets five times 
what a G.P. gets for one patient for one year; 

(8) that the salaried service which the consultants enjoy pro- 
vides a welcome and important factor in their mcome; 

(9) that they were given assistants paid by the State to meet 
the mcreased work, and paid locums; . 

(10) that the G.P. has to pay for both out of his own pocket; 

(11) that, because he ıs forced to be a “ head-hunter" m 
order to live, he has to pander to the caprice of the thoughtless, 
Ithe frivolous, and the greedy ones when they take the notion to 
demand his services: 

(12) that ‘he ts thus left at the mercy of the whim of every 
Tom, Dick, or Harry at any hour of the 24, seven days a week; 


~ 


when one, as I say, remembers such things as these, one 
feels a sense of despair about a mere inquiry. But perhaps 
` am forgetting something. Were I cynical enough'I might 
feel that, another investigation might serve somebody’s pur- 
pose It could of course keep us quiet in-our serfdom for 
two more years, after which time someone else could always 
start another hare.—I am, etc., +. 


Belfast Puitre J} McGarry. 


\ ve. 


Hospitals and Covenants, 


Sm.—The action -which led to the Ministry of Health 
offending generous-hearted people who covenanted subscrip- 
tions to voluntary hospitals was ill-considered, to say the 
least of ıt (Journal. February 10, p. 290). 

‘The Bristol Hospitals Fund 1ecehtly received an inquiry 
from a public authority ın the West of England which had 
covenanted a subscription to its Idcal hospital. Whether this 
covenant has been completed or mot I do not know, but 
the authority was indignant at being instructed. ' by the 


G 


cantly enough this authority has now sent a gift to the Bristol 
Hospitals Fund in this Funds capacity as a “league of, 
hospital friends” and-as an inde; endent trust corporation, 
with instrictions to send the gift toethe local hospital. 

This Fund 1s increasingly receiving inquiries from , 
solicitors on behalf of clients who wish to benefit hospital 
patients, but who desire to act through an intermediary trust’ 
which can ensure that gifts and legacies are used for the 
UR desired by the donors: —I am, etc., 


JouN DoDD, - . 


Bristo., | Secretary Bristol! Hospital Fund . 


i 
‘Clinical Freedom in Ophthalmic Service , 


Sm.—I agree strongly with.Mr. -Leslie. Hartley’s strictures 
(Supplement, February 10, p. 43) on the`new regulations,of 
prescribing in the supplementary ophthalmic service. 
new regulations are interpreted too zealously they may well. 
interfere with the clinical freedom of ophthalmic medical 
practitioners and ophthalmic opticians. I was very surprised, 


-however, to find Mr. Hartley advocating ‘the introduction of 


© 


the permanent eye service as the remedy. Surely this remedy 
would be worse than the disease, as the permanent eye 
service would mean the extinction of nearly all individual 
practice by ophthalmic medical practitioners and ophthalmic 
opticians.—I am. etc., i 

Henley-on-Thames we i S Brack 


~ 


Co-operation with M.P.O. 


~ Sin.—l agree with the last paragraph of Dr. Bruce 
Cardew’s letter (Journal, February 24, p. 417). Iam nota 
member of the M.P.U., but feel at this time that there is no 
reason why the: B.M.A. and the M.P.U. could not co-operate. 
It is this failure of unity in the medical profession which 
weakens its case in dealings with theeMinistry of Health and 
has led‘to the present grave dissatisfaction among general 
practitioners.» Cannot the medical profession for once goy 
forward, united to _oppose this hateful and strangling 
bureaucracy ?—I am, etc., 


Worsborough Dale. Yorks  ' D. W MAYMAN. 
r : 


> 


a , Medical Superintendents 


Sir,—The administration of hospitals is now under review, 
and it is greatly to be hoped that the Central Specialists 
Committee will proffer no advice until ıt has fully consulted 
members of hospital medical staffs and others. concerned. 
Medical superintendents have long been appointed: in some 
areas and in some special hospitals, and under present 
circumstances there may be a case for a very limited exten- 
sion of this practice, but any general system of appointing 
such officers to hospitals or hospital groups would be most 
unfortunate. 

' Hospital groups are, in general, not large ; a medical man 
appointed as administrator would not be fully employed ` 


If the ~ 


È 


unless he were to serve several adjacent groups, which would ~~ 


involve undesirable separation from individual hospřals. 
Moreover, a medical man acting as administrator would be 
wasting his’special ability and ‘special training, or his special 
knowledge might tempt him`to take action where a lay’ 
administrator would seek advice from an individual member 
of the medical staff. Hospital consultants would lose much , 
of their present influence, and would fiid themselves in this 
respect in a position similar to that of assistant medical 
officers in pre-war public authority hospitals. g 7 
A medical superintendent (whether whole- or, part-time) 


would be appointed and paid by a regional board or^, 


hospital management committee ; he would be a servant of 
that body. He would not have that confidence which comes 
to a chairman of a medical staff committee by reason of his” 
election by his colleagues and the voluntary nature of his 
work. 
achieved by trained lay administrators, of good -bility and s 
personality, working in fullest consultati om and c --operation 

with members of medical staffs anc their elected committee 
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and chairman. If we seek improvement it must be by 
insisting: upon this practice of consultation and cooperadon, 
if necessary by Ministerial instruction. ' 

It is easy to exaggerate, the amount of truly medical ‘prob; 
lems occurring in day-to-day hospital administration, ‘and 
it is still possible in many areas to find-members of hospital 
medical staffs willing to accept election as chairman’ (or’as 
members) of medical committees and to undertake the duties 
and responsibilities which follow. No action should be taken 


to discourage or prevent this voluntary service, which has 1 


, so lon been the practice in the best hospitals.—I am, etc., 


Canterbury ~ T. A. CLARKE. 


i = s 
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School Health Service and the cn 


‘SR, —Dr. G. W. Fleming’s letter (Supplement, February 
17, p. 51) raises an important question of principle. Unfor- 
tunately I can only disagree with him profoundly. He 
suggests that school médical officers: should be able .to.refer ' 
cases for specialist opinion without the consent of, or even 
reference to, the child’s G.P., only approaching the G.P. if’ 
and when necessary. He speaks of a “ closed shop,” between 
the G.P. and the specialist, and’ then goes on to call for a 
“closed shop” between the school medical officer and the 
specialist, 

I appreciate, Sir; his ‘difficulties and: his desire to do the’ 
very best for the children he sees, but such by-passing of ‘the 
family doctor cannot possibly be in their. interests. In an 
organization many times vaunted as being built round the 
G.P., where in taking patients: on his list a G.P. accepts full 
responsibility for them, all other services within that 
“organization must-be ancillary to and not separate from him. 
If we are not to know when our patients are being referred 
to tuberculosis, V.D., or dermatological specialists, we may 
as well give up. We shall have no responsibility to our 
patients, no interest in our work, and our patients no faith 
in us. Dr. Fleming's letter can only*represent the thin end 


. \of a wedge which must prise our responsibility from us. 


He mentions the vexed question of tonsils. ‘1 must take , 


.him up on this. Who in your opinion, Sir, is the best judge, 
of the need for tonsillectomy;?. The school M.O., who sees - 


f hypertrophied tonsils at a, single examination, the E.N.T. 


specialist, who in his assessment of the case largely relies on 
the G.P.’s letter and history, or-the G.P., who sees the 
acute attacks: and follows ` up the cases later ? 


» Finally, Sir, I would say that 1-have ‘never refused a 


request by a school medical officer to refer a child to a 
specialist. “It is a, matter, as always, for co-operation, but ‘ 
the decision must rest with the family doctor, to whom the 


. child and the parents-have. been taught to look. 


j. pkar medical men make it. 


” 


. And, incidentally, isa specialist opinion always the right 
one? Despite Dr. Fleming’s faith, I still believe a G.P.’s can 
sometimes be as good.—I am, etc., 


Meriden, Warwickshire _ MICHAEL c? PLATTEN 


meet Advice Given 

Siz,—Your correspondent Mr. P. G. Watson (Supplement, - 
February’ 17, p. 51) is a final-year student who is dismayed 
by the. prospects of present-day general practice and yet he- 
wishés to devote his life to the service of his country in the 
‘field of general practice. There is no single, answer to his 
problem, the solution ‘of which must be found along several 
different avenues, and space will not' allow me to explore 
these ‘with him in your columns. 
` Ultimately, however, the Health Service is`going to be 
Mr. Watson is presumably a 
young man, and what better aim can he have than just the 
‘determination in time to achieve for himself and one or two ° 
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would, if -I may, suggest to him that, after passing the’ final 
examination, he should endeavour to have interviews with a 
number of general practitioners | who are practising under 
varying. circumstances and represent different shades: of 
' opinion. It would be well worth while to include interviews 





with one or-two laymen, and nothing but good cbuld come - 


‘from hearing the views of-a practising psychiatrist, for the , 
work of the latter’ obliges him to give weighty consideration 
' to every point of view, every mood, and èvery experience. 
—I am, etc., z 


“Brentwood, Essex, i “ees ` E D. T. MAacLAY. 
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B.M.A. LIBRARY 


The following books have been added tọ the Library: 


Année i gate en Ophtalmologie. Tome 1. 1950... 7 ' 

Babkin : Secretory Mechanism of the Digestive Glands. 
Second edition 1950. \ 

, Bauer; W. W.: Santa Claus, M D> 1950. 

"Bawden, F.C.: Plant Viruses and Virus Diseases. Third edition. 

Bensaude, R., and Ory P.: Les Hémorroides et leur Traitement. 
Troisiéme edition $50 


g 


Binet, A. La Vie Sexuelle ‘de la Femme. Quatritme édition. 

Bohmig, R Form und Wachstumsgesetze Drisenbildender 
Ka@rzinome. 1959 

Boulin, R.: Le Diabète Sucré. Deuxième édition. 1950. 

Butler, J. A. V.: Man is a Microcosm 1950. 

C R: „L'Arachnoidite Optique Canaliculaire et Orbitaire. 

Chalnot, P. (Editor): Le cancer du Corps Utérin. 1950. . 

Chiray, M., “and Stieffel, R : La Constipation. 1950. : 

Comfort, À.: asexual Sa in Society 

Davidson, J. N.: Biochemistry of the Nucleic Aad. 1950. 

/ Eyans, G Editon ‘Medical Treatment. 1951. a 

Feinberg, «a Malkiel, S., and Feinberg, A. RE The Anti- 

histamines. Mast 


Feldmann, H . Contribution a la Thefapentiaue Biologique de 
T'Alcoolisme Chronique. 1950. 
Frey, E., and Frey, J: Die Funktionen der gesunden ad kranken 


Niere. 1950: - $ 
Fudalla, S A Die fokale Erkrankung des Körpers. 1950. 
Geffen, OR and Farrer-Brown, L : Public ealth and Social 
< Services. Third edition. 1949. 

Godwin, G. (Editor): The Trial of Peter Griffiths (the Blackburn 

~ baby murder) 1950. 

Qougerot, H Dermatologie. Séptitme édition. 1950, : 
Gration, H. M, and Holland, D. L.: The co of Nursing. 
Third ediuon. 1950.- f 5 

, Greco. G.: Spleniti e Spleno-epatiti. “1949, ‘ 

Groen, J: thma Bronchiale seu Nervosum: een Psycho- 
somatische Studie. 1950 

Grosser, O : Vorlesungen uber topographische Anatomie., ` 1950. 

Guesch, i YA al.: Symposium de Hematologia y' Hemoterapia— 

J 

Gumpert, M.: You are Younger than you Think. ` 1950. 


Hervoyet, D.: core de, la Tuberculose, Oxyaminothérapre, 


Alle: gie et BCG. 
Holbrook, W. P. ana. Till, D. F.:‘ Manual of Rheumatic, 

Diseases 5 
Le ‘Damany, P : La Luxation’ Coneéaltaie de Ja Hanche. 1950. 
Luciani, A.: I ‘Vizi della Mitrale. 
McLachlan, A E W.: Handbook’of Diagnosis and Treatment 
‘ of venereal Diseases. Fourth edition. 1951. 

: Practical Food Inspection. Fourth edition 


2 values: 1950. 

_ Monnerot-Dumaine, M.: Tous les Diagnostics et tous tes Traite- 
nients Troisiéme édition 1950 ; 

Moruzzi, G.: L’Epilepsie Expérimentale 1950. 

Moser, A: Die Prans der modernen Narkose. 1951. 

Pierini, L E.:/ Sai 3 Dermatologicas en Homenaje al Profesor 
Luis E. Pierini. 

'Ponsold, A.: ey “der gerichtlichen Medizin. . 1950. 

Società di Medicina Sociale: Atti del ue Convegho—La Piaga 
Sociale della Prostituzione. 1950. ' 


Stevens, W O.: The Mystery of Drema: ` 1950. : 
Vallery-Radot,, P Eton: Allergie 48. 1949, 

Vialard, R.: Dissociation Auriculo- Ventriculaire dans: 
zi ers du Meese 1950. 


ss, O. : Pyramideneiterungen’ deren Verhutung und ‘Behandlung. 
Watson, J’ A. F,: The Child and the Magistrate Revised edition. 


, 


` 


~ 


' colleagues a partnershin.jn general practice such as he once | „1? Di 
dreamt of ? His initial ¢ Rsk, as I see it, ig to find congenial Wilkins, L.: Diagnosis and Treatment at Endocring oo 


> , colleagues in whose area an opening exists and with whom Wilkinson, D. H.: Ionization Chambers and, Counters. 1950. 
“l-t he con build up this ideal health centre, nor.should he be Williams, J. F., and Wetherill, G. G.: Personal and Community 
` discppdinted even if a year or two are spent in chopping and Hy gene Applied. 195 1950. 
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| Association Notices ` ni 


_ ELECTION OF MEMBERS OF COUNCIL 
Notice is hereby given that nomination of candidates for 
election as members of Council, 1951-2, (a) by the following 
Divisions and Branches, (b) by public health service mem- 
bers, and’ (c) By women members must be forwarded in 
writing s0 as‘to reach me not later than Srey: April 1, 
1951, 


Forty Members by Branches in’ Great Britain and Northen 
Ireland 


a 
e 


’ No. of Members 
of Councll to be 
: , Elected by 
Group England and Wales Group- , ef 
1. North of England Branch ; Tees-side Branch E 
2. East Yorkshire Branch ; Yorkshire Branch 3 
3. North Lancashire and Westmorland Branch; : 1 
. 4, Divisions in Cheshire: Birkenhead and ji 


Wirral ; Chester ; Crewe ; Hyde ;-Maccles- \ 
field and East Cheshire ; Mid-Cheshire; > \ 
© Stockport; Wallasey . iy i 


5 Lancashire Divisions of Merseyside Branch: 
, Liverpool ; St. Helens ; Southport ; War- y 
rington ; Isle’ of Man "Branch ` ae 1. 
6 Lancashire Divisions of South Lancashire ‘ 
and East: Cheshire Branch: Ashton-under- - = 
_ Lyne ; Bolton ; Bury ; Leigh ; Manchester ; Fa 


` Oldham ; Rochdale ; Salford ; Wigan .. 1 
7. Derbyshire Branch ; Nottinghamshire 
Branch: Lincolnshire Branch; _ Leicester 
and.Rutland Branch .. 2 
8. Midland Branch . . MI 
9 Staffordshire Branch ; Worcester and sy 


Hereford Branch x L. 
10 Berks, Bucks, and Oxford Branch; "North- 
, amptonshire Branch .. 
“11 Cambs and Hunis Branch ; 
\ * Branch ; Suffolk Branch . 1 
12 ‘Metropolitan Counties Divisions i in Middlesex 2 
“13 . Marylebone Diviston .. Te 
14 Tower Hamlets Division; City Division; ; 
Stratford ‘Division; South-west -Essex , 
Division 1 
15 Hampstead Division; St Pancras Division; 
' Westminster and Holborn Division .. 
,16° Kensington and Hammersmith “Division ; ; 
E Paddington Division ; ; Chelsea and Fulham í 
~ Division 1 
17 Camberwell Division‘; ‘Greenwich and Dept- 
. ford Division ; Lambeth and Southwark 
`` a , Division ; Lewisham Division ;, Woolwich ; 
Division ; Wandsworth Division i; 1 
718. Hertfordshire Branch ; . Essex Branch ; 


“Norfolk ` 


Bedfordshire Branch .. = oe Jo gael 
_ 19 Surrey Branch‘. wes ee ms Set Se 2 ` 
a 20 Kent Branch ., ae ae 1 
21 Sussex Branch Ns oN 


~ 22. Southern Branch; Dorset and West Hants 
Branch .. 
23. Bath,- Bristol. “and “Somerset Branch ; ; N 
g Gloucestershire Branch ; - Wiltshire Branch 2 
Y 24. South-western Branch l 
25 North Wales Branch ; Shropshire and Mid- : 


Wales Branch .. l 
26 South Wales and Monmouthshire Branch. 1 
Scotland Ae 
2. Aberdeen Branch; Dundee > Branch ; 


Northern Counties of Scotland Branch; >` 
Perth Branch .. Ea oe, el 
*°28. Edinburgh and South-east “of Scotland 
+ Branch ; Fife Branch . l 
29 Glasgow and West of Scotland ‘Branch Wou 
(Glasgow Division) .. ott 
, 30. Glasgow and West of Scotland | “Branch f 


(County Divisions) ; Border Counties Pia oF 
‘Branch ; Stirling Branch . 4 2 
be Northern Ireland 


31 Northern Ireland Branch... s 


` 
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‘| ASSOCIATION NOTICES ` 


' Association, Tavistock ' Square, London, W.C.1, 


‘than March 31, 
which will be supplied ‘on application to the Secretary, , 
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Public Health ‘Service “Members 


- Two members of Council are nominated and elected by . 


‘Cineaiberk of the Association employed in the public health - 
service as defined in By-law 1- (3). * Candidates must be 
members of the public health service as so defined 


+ 


X One Woman Member 


- One woman member of Council is nominated and elected r 
by women members of the Association. 


a ‘Nominations 7 

The nominations must be on the prescribed forms, copies ‘ 
of which can be obtained on application to me. A notiçe 
will be published by the Council in the British Medical 
Journal, Supplement on April 21, 1951, of the candidates 
nominated. Where contests occur, voting papers will be 
issued on April 28, 1951, containing the names of all duly 
nominated candidates „from the Head Office, British Medical 
to each - 
member in the Group, of to the public health service mem- 
bers, or, to women members. A notice will be ‘published 
by the Council in the Supplement of May 19, 1951, giving , 


the results of the elections where there: have been contests. | 


: ve , ANGUS Macrag,. 


Secretary. 
t l 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 

The Council of the British Medical Association is prepared 

to re¢give applications for research scholarships, as follows: 
An Ernest Hart Memorial Scholarship. of ‘the value of £200. 


A Walter Dixon Scholarship, of the value of £200 
Four Research Scholarships, each of the value, of £150. 


These scholarships are given to’ candidates whom the 
Science-Committee, of the Association recommends as quali-- 
fied to undertake research in any subject (including State 
medicine) relating to the causation, preveñtion, or treatment. 
of disease. 

-In addition, applications are invited for the award of the: 
following research scholarship: 

The Insole Scholarship, of the value of £250, for research "into 
the causes and cure of venereal 

Each scholarship is tenable for one year, commencing on | 
October 1, 1951. A scholar may be reappointed - for not 
more: than two additional terms.. A scholar is hot. necés- 
sarily required to devote the whole of his or her time to 
the work of research, but.may ‘be a member of H.M. Forces , 
or may hold a junior appointment at a university, medical: 
school, or hospital, provided the duties of such appoint- 
ment will not, in the opinion of thé Science Committee, 
interfere with his or her work as a scholar. 

Applications for scholarships’ must be made not later 
1951, on the tprescribed‘ form, a copy of 


British Medical ` Association, B.M.A. House, Tavistock 
Square, London,.W.C.J. Applicants: are required to fur- 
nish the names of three referees who are competent to speak 
as to their capacity for, the research contemplated «. | 


‘ 
` - ad ` 


“REGISTRARS | GROUP or THE B.M.A. 


‘The Association's "Registrars Group, ' which was formed at 


the beginning of 1950, has become very active during the 
past: year. 
professional interests and well-being of hospital registrars... _ 


The membership of the Group now exceeds 1,600 A Cen- , 


tral Group Council has been appo'ated comprising ‘three 
representatives (teaching: and non-tea:ning) of each regional 
Registrars Group. ,Many subjects concerning. registrars , 


p 


-It is endeavouring to, promote and protect thef 


have been discussed and vigoroús action has beem, taken — 


-centrally and regionally -on~ various maiters, particularly” 


on the Ministry of Health's proposals io reduce the iz: ae at 
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z of registrars, These proposals are now being strongly con~ 
~ ` >` tested in negotiations with the Ministry by the Joint Com- 
Pee mittee of the Royal ‘Colleges, the Royal Scottish Corpora-, 
tions, and the Consultants,and Specialists Committee, the 

; recognized negotiatırg body for hospital medical staffs.. 
— + Members of the'B.M.A: who are’ registrars of senior 
registrars and have not yet joined the Registrars Group 
_are urged to do‘ so, and the application form below should 


be completed and sent to the Secretary of the Association 


i without delay. 


Nyt 


BRITISH MEDICAL ASSOCIATION 
/ REGISTRARS GROUP 
> œ 
t "Ty the Secretary, ` 
‘British Medical Association, , z 
B.M.A. House, ur : ; 
Tavistock Square, 7 ` 
London, W.C.1. g 


I wish to apply for membership of the Registrars Group-of 


- the Association, and: understand that the inclusion of any indi- - 


vidual member within the Group is at the discretion of the, Group 
Council “subject to appeal to the Council of the Association. f 

I am`a mémber of the-Association, and am engaged as a 

. hospital registrar. ‘ -7 

~ Name (IN BLOCK CAPITALS); ...7.°..... ena stare Aeris 
Qualifications: 62... es eee cece eee cee tees alias ates . 
-Date of Qualification: ...,.... 0... eeepc eeees Age Ses 

\  Presėnt Appomtment: ...... Sera, sak ile AR oa niee 
(State name of hospital and depart- 


ment, ahd whether Registrar” or ot . 
_Senfor Registrar) A E es E, 





< AREA OF LEEWARD ISLANDS BRANCH 
Notice is hereby given by, ‘the: Council to all concerned ` 
. that as from the date of this notice the islands of Dominica 
and Eustatius are excluded from. the area of ‘the ‘Leeward © 
Islands Branch.. 
- February 28, 1951. - "A en 


Diary of Central Meetings ‘ 
3 t Marcu 
= 13 Tues, Joint Committee for Consultants (at Royal College , 
; : oe. of London, Pall Mall East, S.W.), 
E 14 Wed. Coen D 10 a.m ° 
14 Wed. Board of Trustees, British Medical Guild; 3 p.m 
15 Thurs. Public Health’ Committee, 11 a m. 
15 Thurs. Radiologists Group Committee, 2’ p.m. 
+ -7 16 Fri. Staff Side of Whitley. Committee B, 10.30 a.m. a 
_ B.M A. House) 
16 Fri. Whitley, Committee B, 230 p.m. (at 1, Richmond 
x Terrace, Whitehall, S W.1). 
19 Mon. Proprietary Medicine Subcommittee, Joint For mu- 
RAT lary Committee of B.M.A. and Pharmacentica!l 
yas Society (at Pharmaceutical Society, 16, Blooms- 
E bury Square, London, W.C.), 2 p.m. 
20 Tues. Rural Practices Subcommittee, General Medical - 
f Services Committee, 2 p.m. 
21 Wed: rainee Assistants Subcommittee of General 
Medical Services Committee, 2.15 pm. ~i x 


t 


` Form of Application for Membership roa 


22 Thurs. Registrars Subcommittee ‘of Joint Committee, 
4 Sa 0.30 am (at Ministry of Health Office, B. 
i “Savile Row, W.1).+ 
29 ‘Thurs Special Conference of Representatives of Local 
. Medical Committees, 10 a.m. 
30 Fri. Committee re Maladjusted Children, 2 p.m 
- y 
aa , > APRIL: : 
4 Wed. Film Catalogue Subcommittee, 2.15 p.m. 
5 Thurs. Committee of Management, .Empire Medical 
Advisory Bureau, 11.15 a.m 
6 Fn. Services Committee, 10 am. '- 
1 Wed. Private Practice Committee, 2 p.m. 
3 


Fri. Committee on* Organization of Scientific Sections ` 
i at Annual Meetings, 10.30 a.m. lo aay 


Branch and Division Meetings to be Held 
Diviston.—At Finsb’ Health Centre,. Pine 


: Street, 
: Landas, E.C., Tuesday, March 13, 8.30 pm., Miss Gladys Hill: 


” Vaginal Bleeding during Pregnancy.” 
DartFrorD Diviston.—At Stone House Hospital, ‘Stone, Dart- 


ford, Friday, March 16, 8.30 pm. talk illustrated by slides, by 
F. E. Camps: 


Dr. : “The Disposal of the Body.”, 

ENFIELD AND Porters Bar Division.—At Demonstration, 

sphere Eastern Gas Board Offices, Palace Mansions, Sydney 
d, Enfield, Wednesday, March 14, 8.30 pin ee = 
ayaa Division.—At Royal Surrey Co unty H al, 

Guildford, Friday, March 16, 8.30 p.m., Mr. T. J. Min: omi Sur. 
gery of the Prostate.” } 

Henpon Division.—At Hendon Hall Hotel, Ashley Lane, Lon- 
'don, N.W., Tuesday, March 13,-8.30 pm., Dr. Keith Simpson: 

“ Foul Play. ” 

KENSINGTON AND HAMMERSMITH Division. —At P duate ’ 
Medical School, Ducane Road, London, W , Thursday, March 15, 
8.30 p.m., meeting in conjunction’ with West London Medico- 
Chirurgical Society. 


> 


NortH or ENGLAND Brancu —At New Lecture Theatre, Royal ‘ 


Victoria Infirma Newcastle-upon- Tyne, | Thursday, March 15, 
7.45 Pm., clini “demonstration b Ogilvie: “ Pneu- 
monia. and its Treatment 1 Mer Bs is? pm., address 
Dr. Gavin Muir: “The Patient’ and the Practitioner ” = 
NorrH Mippiesex Division.—At North Midd'esex Hospital, 
Edmonton, N., Tuesday, March 13, ,8.45 ‘p.m., B.M.A. Lecture 
by Dr. William Evans: Things that may Mislead in the Diag- 
nosis of Heart Disease.” 
, ‘PADDINGTON DIVISION. —At st Mary’s Hospital, Praed shee 
“Paddington, London, W., Thursday, M March 15, 8.45 p.m., ral 


’ meeting. Discussion on ‘the “ Status and Income of the Sere! 


“Practitioner,” to be opened by Dr. M M. Mehta. 
Swansea Division.—At Osborne Hotel, Langland; Thursday, 
March 15, 7.30 p.m., Iecture by Mr. A. Dickson Wri ght. 4 
Tunsripeg Weis Division —At Kent and Sussex Hospital, 
Wednesday, March 14, 830 pm. Dr. A..R Thompson: 
“ ” Rehabilitation ” (with. coloured film). 3 


Meetings of Branches and Divisions f 
‘BIRKENHEAD AND Wirral DIVISION pare 


" A meeting of the Birkenhead and Wirral Division was held at `` i 
- Moreton on Decémber 9, 1950 With’ Dr. J: A. Eibot in the 


chair, 31 members dinéd together, ‘and four members joined 


tho meeting after dinner: ‘In accordance with a previous resolu- 
; tion, a discussion on “ Current Affairs ’’ was-held. s 


C. W. Baker surveyed the history leading up to the 

Pes a of the British Medical Guild, described ‘its aims and 
jects, and outlined the composition of the central and local 
nizations. He made a special appeal for loyalty to the Guild 

r. T. E. Lennon, in discussing | the relations between the con- 
‘sultant and tho general practit tjoner, depiecated the tendency to 
treat patients as diseases, indicated the tendency to refer to 
hospital more. patients in the industrial areas, praised the cottage- 


ý hospital tradition, and advocated the principle of the domiciliary 


sit. He informed members that the obstetric flying squad had 
‘pot yet been called. 
- Dr. Dorothy Griffiths, in describing the present role of the 
ae practitioner as a Stare officer, reminded her audience of ` 
one-time status as a guide, Philosopher, and friend, and drew 
a comparison with his present position as'a sort of human finger- 
post, directing his supplicants by certification along the coal, 
cash, and corset routes. She made a strong poni in discussing , 
present-day standards of honesty, and, in blaming all cla 


“ indicated ‘that general | practitioners | must take - their share 


ei 

a full discussion on each item fhe following took part: 

Dr. E. S. A. Ashe, ‘Dr. H.,C. W. Baker, Dr. B. Carruthers, 
Dr. W, M. Farr, Dr_H. L. Garson,“Dr. D Gniffiths, Dr.T L.C. 
„Henderson, Dr S Johnston, Dr. W. Grant McAfee, Dr. H. S. 
Pemberton. Dr. P. Spence, the chairman, and the-secretary. 
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REPORT TO SPECIAL CONFERENCE OF REPRESENTATIVES OF LOCAL MEDICAL 
COMMITTEES, MARCH 29, 1951 | 


a ae OF GENERAL PRACTITIONERS 


. Historical Review 
1946 


On July 22, ‘1946, the following promise was given on the 
basis ' of which general practitioners agreed to enter the 
National Health Service. “The Minister desires to make 
his attitude to the Spens Report quite clear. He fully 
accepts the substance of the recommendation’ . . . upon 
the general scope and range of remuneration which general 
practitioners should enjoy in a public service.” 


+ 


\ 1948 


The Annual Conference of Local Medical Committees in 
October, 1948, instructed the G.M.S. Committee to take 
steps “to secure an adequate overall increase in the capita- 
tion fee in order to relieve serious hardship resulting from 
the new Service.” 

In December, 1948, as a first step, urgent representations 
were made to the Ministry to improve the financial position 
of rural practitioners. The Ministry -acted promptly and 
increased the mileage fund from £1.3m. to £2m. by pro- 
viding £500,000 from the Exchequer and diverting £200,000 
from the Special Inducement Fund. 


1949 
Early in 1949 the Committee examined the adequacy of 
general-practitroner remuneration in the light of an expert 
economist’s report on the changes in the cost of living of 
professional classes between 1939 and 1948. The Committee 


-concluded at that time that the Central Pool should be. 


approximately £55.5m., based on (1) the application of a 
betterment factor of 70%, and (2) the fact that the number 
of principals in the Service was substantially greater than 
the number upon which the recommendations of the Spens 
Commiftee were based. The Committee recommended that 
any additional money „made available should be devoted 
entirely to an augmentation of the capitation fee for the 
first thousand patients on all practitioners’ lists 

The Committee’s memorandum was approved by the 
Conference in March, 1949, and submitted to the Ministry 


of Health. A month later the Ministry announced -that 
insufficient information was available upon which to assess 
how far the Spens recommendations were being imple- 
mented, and that it had been decided to institute a compre- 
hensive inquiry into the amount each doctor was receiving 
from National Health Service funds. The result of this 


inquiry was expected‘ to be available by the middle of - 


May, but it was\later learned that there would be a very 
considerable delay. 

June 2, 1949--The Committee had an interview with the 
Minister. The Minister, after hearing the Committee’s case, 
insisted that before any comparison could be made with the 
Spens Committee's recommendations it would be necessary 
to know what each doctor was earning from all National 
Health Service sources 

~August 18, 1949.—The result of this inquiry, originally, 
promised for May. was not received until August, and the 
calculations, together with the inferences drawn from them, 
were challenged at a meeting with officers of the Munistry. 


The Ministry undertook to redraft the document, but this - 


was not available before the Annual Conference on October 
27. At that Conference resolutions were passed deploring 
the delay and demanding that the proper calculation of the 
amount of the Central Pool, including an adjustment for 
any increase in the number of doctors, should be under- 
taken without waiting for the Ministry’s redraft of the 
document, ` 
November 14, 1949 —The Ministry furnished a statement 
setting out the calculations made before the appointed day, 
which gave a figure of £40.57m. for the Central Pool, based 
upon an assumption ‘of a 20%, betterment on net’ income, 
and estimating that approximately £7.5m. would be paid 
out during the financial. year 1949-50 under other head- 
ings (maternity medical services, additional mileage money, . 
the Inducement Fund, exchequer contribution to super- 
annuation, etc.). 
available during. the financial year 1949-50 a total sum of 
approximately £488m., some £7m. less than the £55.5m, 
Which the Committee claimed. This estimate was accom- 
panied by a letter stating that it did not provide a reason- 
able case for any increase in the total remuneration of 
general practitioners, nor could it be substantiated that 
P 7 A 2408 


It was: estimated that there would be -, 


Ve 


. vided (1) that they were completed by November 1 ; 
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general practitioners as a group were inadequately paid. 
The Committee was informed that its roposals must be 
seen against the background of the general economic situa- 
tion, and that under such conditions it became even more 
apparent that it’ would be impossible for the Minister to 
justify any increase for “general practitioners at that time. 

December 1, 1949.—The Committee informed the Ministry 
„that it was dissatisfied with the Minister’s latest statement, 
and an assurance was sought that the Central Póol would 


be continuously adjusted so as to melee in the futuré— ` 


whatever the changes necessitated by the heavy burden of 
‘work falling on general practitioners and whatever the 
increase in the number of doctors—the levels of remunera- 
tion recommended in the Spens Report, which were accepted 
eby the Government,’ 
December 22, 1949.—A further interview took place with 
officers of the Ministry, and in a written reply the Ministry 
Agreed that the total remuneration provided for general 
practitioners must be considered in relation to the number 
of doctors in the Service, but the Ministry was not willing 


‘to indicate what it considered should be the global sum 


necessary to implement the recommendations in the Spens 
Report. The reply ended by reiterating ‘a previous state- 
ment that “the Minister is satisfied that at the present time 
no reasonable case can be made for any increase in the tgtal 
remuneration of general practitioners.” Further correspon- 
dence followed, but ‘the only assurance forthcoming was 
that the total. amount provided for general-practitioner 


remuneration would be continuously watched and adjusted: 


from time to time, as may be necessary. 
t 


1950 k 


` April 3, 1950.—At a further interview with the Minister 
attention was drawn to the long delay in settling the pro- 
fession’s claim. The Minister; however, drew ‘attention to 
the Government’s “ wage freeze” policy and stated that he 
was not prepared to make any increase in the Central Pool 
on the facts then before him. He asked for the co- 
operation of the profession in undertaking further 
inquiries into practice income and expenses in respect of 
a complete year since the inception of the National Hedlth 
Service. Despite its disappointment at the Ministry’s atti- 
tude, the Committee agreed to the above investigations pro- 


the Spens Report, accepted by both the Minister and general 
practitioners, remained the basis of general-practitioner 
remuneration until, after appropriate notice, any new basis 
was agreed between the Minister and the profession’s repre- 
sentatives; and (3) that, if the investigations revealed 
inadequacy of’ general-practitioner remuneration’ or an 
excessive margin between their remuneration and that of , 
other comparable professions within the National Health 
Service and other appropriate branches of the medical pro- 
fession, the Minister would make available to general practi- 
tioners any money necessary to remedy the inadequacy or 
to narrow the margin. . 

The Ministry replied to the effect that every effort would 
be made to complete the proposed investigations as soon as 
possible, and that the Spens Report would remain the basis 
of the remuneration of general medical practitioners until 
such time as, after the usual consultations, some other basis 
iis “substituted. 
` June 29,,1950.—A further Special Conference of Repre- 
sentatives of Local Medical Committees was held at which 


a report of the negotiations during the preceding 18 months ~ 


was considered. The Conference passed the following . 
resolutions : ` 

` That the Conference places on record the fact that at no time, 
either before or since the appointed day, has the remuneration of 
general practitioners been agreed. 

Thar the Conference ıs seriously disturbed at the repeated 
hold- -ups and prolonged delays in the negotiations on general- 


practitioner remuneratioa, and calls upon the Minister of Health - 


GENERAL MEDICAL SERVICES COMMITTEE ` 


(2) that ° 


` 


to state immediately what global sum should, in his opinion, be- 


in the Central Pool’ to implement the recommendations in the 
Spens Report. ; “s : 


That the Conference deplores the failure of the Minister of/ 
` Health to give an_unqualified assurance that negotiations on 
general-practitioner -remuneration will always be 
through Whitley machinery. 

That the Conference, recognizing that an ‘equitable cailenent 
of the remuneration issue may be influenced by early and accurate 
information on general- -practitioner ıncome from National Health 
Service sources and practice expenses is willing to participate in 
„the proposed inquiry. 

That the Conference instructs the General Medical Services 
Committee to make preparations forthwith for the termination 
of contracts by general medical practitioners in the National 
Health Service. 

That if and when it eee evident that there ig no prospect 

-of a satisfactory’ settlement of the claim, a Conference ‘be called 
to name a date on which’ general practitioners are advised to end 
their contracts with local executive councils; and that in any case 
a Conference be called to consider the ‘position in December, 
1950, if, a settlementzhas not been reached by that time. 

That the preparations for withdrawal referred to above should 
be put in hand at once and planned in full practical detail, 
including adequate attention to the public relations aspect. 


Although it was hoped that the results of the two inquiries 
would ‘be available in time for further negotiations before 
the proposed December Conference, circumstances which 
were agreed to be largely outside the Ministry's control 
destroyed any probability of this happening. The Annual 
Conference. consented to postpone the , Special Conference 
untH March, 11951. 


ç 1951 . 
2. The Ministry’s Inquiries into Practice Income and 
Expenses 
(O The Practice Expenses Inquiry ` 
The Inland Revenue figures relating to practice expenses , 
became available at the end of January, For various ‘reasons 


the number of' returns which could be used was disappoint- 
ingly small. - - 


conducted ` . 


Out of a total random sample of 3,145 practitioners, a ' 


large number of doctors had not completed their- returns 
for income-tax, while others could not be included because 
their accounts did not correspond with the years aai for 
the inquiry. , 

In all, only 1,066 returns were available. The Committee’ 8 
actuary, however, agreed after consultation with the Govern- 
ment actuary that this limited number could, be: used for 
the purposes of the inquiry, provided adjustments were made 
to offset any distortion of the sample. 

The Committee’s actuary recommended that àdjustments 
should be made for 


y (a) the disproportionate size of some of the groups of income . 


in the returns (a high proportion of large incomes and a low 
proportion of small incomes), and (6) ‘any arrears of N.H.I, and 
NHS. payments which were included in doctors, returns for the 
year under review. 


After consultation-the two actuaries were able to narrow 
the margin of disagreement as to the adjustments necessary 
to 1%. ` 

The Committee, on the advice of its actuary, claims that 
' 37.5% would be a reasonable. figure for practice expenses 
in the year ending March 31, 1950, but the Ministry, on the 
advice of the Government actuary, maintains, that there is 
no case for a higher figure than 36. 5%. - i 


4 ’ (i) Practice Income Inquiry 


..It became apparent some weeks ago that, although the 
total remuneration paid to all general practitioners in the 
-year ended March 31, 1950, would “be available before 
the end of February, the detailed distribution figures could 
not be completed before'the end of March. The Committee 
pointed out that, so long as the global figure, the precise 
number of principals in practice at March 31, 1950, and the 
practice expense ratio werg known, it was a matter of simple 
calculation to determine the. gross and: net remuneration 
received and so to determine the present deficiency if the 
Central Practitioners’ Pool after a proper adjustment for 
“ betterment ™ had been agreed. 
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It was therefore arranged that these figures would be 
made available in time for the Committee's representatives 
to meet the new Minister on February 28. 

The Ministry’s figures are set out below: 

(1) ‘Remuneration in the year ended March 31, 1950 

£ 


tig? 








Pool g 41 268 m. 
Inducement Fund a oy 0.413 
Additional mileage money...’ .. 0500 
Payments for maternity medical services 72.498 
Payinent for the provision ‘ef drugs . 1.247 
Payments for sight-testing a tis .. 0.208 
Payments for training assistants .. +» 0.202 
Payments from cottage hospitals .. - O17 | 
46 512 m. 
Less estimated amount for doctors with 
restricted lists, etc. ł as -. 0.130 
46.382 m 
Exchequer superannuation contributions .. 2.1 
' 48.482 m. 


(2) No. of Principals 
The number of principals in unrestncted practice at 
March 31, 1950, was 19,039. 


3.*Meeting with the Minister . 


The Committee’s representatives met the new Minister of 
Health, Mr. Marquand, and the Secretary of State for Scot- 
land, Mr. Hector McNeil, on February 28. 

The Committee’s claim for an adjustment of the Central 
Pool was presented and reference was miade to the difficul- 


ties of general practice, the general dissatisfaction of doctors. 


over the protracted negotiations, and a comparison drawn 
between the remuneration of general practitioners and other 
sections of the medical profession and other professions in 
the Health Service. 

An assurance was given on behalf of the Committee that 
if the Minister would provide additional moneys a detailed 
examination of the distribution of the pool would be. made 
in order to achieve the best kind of service and one which 
would continue to attract the best type of practitioner. 

The deputation emphasized that the future of general 
practice in the N.H.S. was at stake, and urged the Minister 
to seize this opportunity of placing it on a sound founda- 
tion. .It was the Committee’s hope that the Minister and 
the profession would work together as partners with a 
common aim—thé creation of the best possible Service. 
The Minister seemed not unsympathetic with the Com- 
mittee’s statement of the case, and he agreed that a com- 
parison of the remuneration of the various professions 
working in the Health Service was not favourable to the 
general practitioner. .He laid emphasis, however, on the 
Government's difficulties,at the present time in making 
additional money avatlable for the Health Service. The 
present economic situation, the financial position at this 
period. of the year, the impact of rearmament—all these, 
he said, were factors which, the Committee would appreci- 
ate, he could not disregard. He was therefore unable to 
promise any settlement of the Committee’s claim as a result 
of this first meeting, and in any case he would wish to see 
the detailed distribution tables before expressing a final 
view. He would undertake, however, to meet the deputa- 
tion again before the end of April. 

Subsequently the following letter (March 1, 
received : 

“YI am directed by the Minister of Health to refer to the 
meeting between representatives of the General Medical Services 


1951) was 


Committee and the Secretary of State for Scotland and himself on ' 


February 28 and to say that the Minister himself is already con- 
vinced, as a result of his first discussion with the representatives 
—and the Secretary of State for Scotland agrees—that there 1s 


- & good prima facie case for their reviewing, as a matter of 


urgency, both the adequacy of the total remuneration of general 
Practitioners and its distribution. They will look without delay 
at the best way of speeding up that review. 

A further meeting will be arranged before the end of April.” 


4. The Case Before the Conference 


The Committee hoped that the Minister’s final reply on 
the remuneration issue would be available for the Confer-* 
ence in March, and is conscious that the facts now available 
are incomplete. Nevertheless, it 1s thought that the Confer- 
ence would wish to have this factual statement of recent 
events, though it will be appreciated that the most crucial 
stage in the negotiations ts now approaching. For a number 
of reasons it is still not possible to give the Conference an 
exact computation of the profession's claim. For example, 
the betterment figure of 70% was based on 1948 figures and 
the appropriate figure to-day is undoubtedly higher; the 
final figure for practice expenses which it 1s agreed will 


require modification in the light of changes which hawe æ 


taken place in the last two years; the inclusion of some 
of the items ın the Ministry’s letter set out above which gre, 
Open to challenge, and the increasing burden of work fall-| 
ing upon ‘general practitioners All these points are still 
under discussion. 

. It is relevant however, that the Minister has only recently 
assumed office with a legacy of a dispute unresolved since 
the appointed day; and, in particular, that for the first 
time it has been conceded that a good prima facie case 
exists for a review of the adequacy of general-practitioner 
remuneration. ~ 

Although this report is concerned with the remuneration 
of general practitioners, their status and the present, diff- 
culties of general practice were stressed by the Committee 
in its recent discussion with the Minister. The Committee 
insisted that remuneration and status are inseparable, and 
hag emphasized to the Minister that, provided additional 
moneys can be made available, it willbe possible not only 
to make a more equitable distribution of the pool but to 


improve the conditions under which general practitioners ` 


work. In this connexion the Minister's attention is being 


' drawn to the following paragraph which appears in the 


Spens Committee’s Report. f 


“We would, however, rest the argument for an increase of 
expenditure on general practice less on any particular considera- 
tion than on the importance of such practice m a publicly 
organized health service General practice ts the foundation on 
which all else is built. If its recruitment is not mamntarned—alike 
in quantity and quality—both as against other professions and as 
against other branches of the medical profession, no other health 
service, spectalist or hosprtal service, however excellent, can make 
good the loss or even play successfully the part it should play.” 


The Committee therefore recommends : 


That the Conference welcomes the Minister’s recognition that 
there is a good prima facie case for reviewing, as a matter of 
urgency, the adequacy of the total remuneration of general prac- 
titioners, and instructs the General Medical Services Committee 
to proceed with the promised negouations and to report the 
outcome to a further Conference as soon as possible, or 
immediately it becomes evident that the discussions seem unlikely 
to lead to a satisfactory settlement; and that in the meantime 
the preparations for terminating the contracts of general practi- 
tioners referred to in the Conference resolution of June, 1950, be 
continued. ' 


Co-operation with Medical Practitioners Union 


Local medical committees will have seen, from the 
reports of proceedings of meetings of the General Medi- 
cal Services Committee in the Supplement, that considera- 
tion has been given to a proposal that the Medical 
Practitioners Union should be represented on the Com- 
mittee. The proposal originated from a claim put forward 
by the M.P.U. for representation on the Staff Side of the 
Medical Whitley Council. While not admitting the validity 


jof the Umion’s claim for such direct representation, the. 


Committee is anxious that the Minister of Health should 
not feel that he is obliged to consult bodies other than 
those represented on the Whitley Council on major issues 
affecting general practitioners’ conditions and terms of ser- 
vice under the National Health Service. It was felt, there- 
fore, that it would be ın the best interests of the profession 
if a solution could te found by friendly co-operation 


i 
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between the two bodies. Assurances have been given. that 
‘ the Union recognizes that the proceedings of ‘the G.M.S. 
„ Committee are confidential and no attempt would be made, 
° at any time, to undermine the policy adopted by the Com- 
Mittee ; that in any dispute with the Government the Union’s 
support would be forthcoming from the moment the final 
decision was made, even if the Union, as‘such, held an 
Opposite view up to ‘that time ; and that no separate approach 
would be made to-the Minister of Health by the Union on 
any matter affecting the terms of service of general” practi- 
, tioners under the National Health Service. 

The Committee’s proposal, which has been approved by 
the Council of the B:M.A. and will be submitted to the’ 
Representative Body of the Association, is that the M.P.U- 
- 8fall be given two representatives on the Committee, to be 
chosen by the Union. Pending approval of this proposal ° 
by the Conference and Representative Body of the B.M.A., 
the Union has been invited to send two of its members to 
meetings of the G.M.S. Committee ag observers. 


Recommendation: That the constitution of the General Medical 

Services Committee be altered so as to include representation of 

- the Medical Practitioners Union and that the Union be entitled to 
two representatives on the Committee 





x, 


GENERAL MEDICAL SERVICES 
$ ` _ COMMITTEE l 
- ' MEETING WITH THE MINISTER 
A meeting of the General Medical Services Committee was 


- held on March 6, under the chairmanship-of Dr. S. WAND, 


, When the Chairman and others who had formed the’ deputa- 
tion to ‘the Minister of Health and the Secretary of State 
for Scotland on February 28 gave a réport on the results 
of the interview. - ` 

The CHATRMAN said that both Ministers had aporecuted the 
arguments and claims-put forward on behalf of the profes- 
sion, and he read a letter which had now been received from 
» the” Ministry stating that as a result of these first discussions 
it appeared that there was a good prima facie case for review- 
ing as a matter of urgency both the adequacy of the total ' 
remuneration of general practitioners and its- distribution, 

` and that a further meeting would be arranged before the 
end‘of April. Dr. Wand pointed out that for the first time 
a Minister of Health had put it in writing that a good prima 
facie case existed for a re-examination of the adequacy” of 
the pool. 

Some members of the deputation expressed iene 
‘as disappointed with the result of the deputation, while 
others, in the words of one of them, were “cautiously 
optimistic but always prepared to be disillusioned.” One 
member, who, although attending the interview, had taken 
no*‘part in the ‘presentation of the case, said that the: 

+ case could not have been better presented than it was by 
_ Dr Wand and the other spokesmen 


5) 
Should the Conference be Postponed ? 


. The Committee then turned to consider the advisability 
of adhering“ to the original date—March 29—for ithe. hold- 
‘ing of the Specjal Conference of Local Medical Committees. 
Several members urged that the Conference be postponed 
until after ‘the. further interview with thé Minister. The 
CHAIRMAN said that it was unfortunate that the facts before . 
the Conference would inevitably be incomplete and no final 
decision coild be taken until the promised further discus- 
sions had taken place. In what was placed before such a 
Conference held at’ the present juncture a great deal must 
remain indeterminate. Had the Special Conference not been - 
fixed for the end of \March no one would think at’ that 


moment, in view of the altered situation, of holding -it at _ 


, that date. It-might be urged that nothing had been gained 
‘in the. form of an additional sum in the pool, but it was 
necessary. to remember that there was a new set of 


P 


a 5 


circumstances—a new Minister, and for the first time a. 


promise to review -the adequacy of general-practitioner - 


remuneration. ea, 

Other members stated that they saw no advantage in a 
Conference being held at the end of March, and believed 
that in view of the Munistry’s letter the profession would 
understand the reasons for postponement. Others, however, 
considered that on balance there was a good deal to be 
gained by holding the Conference as originally fixed. To 
postpone the date - would be to break faith with their 
constituents, who' were awaiting a report of’ recent negotia- 
tions. Repeated- postponements were disheartening, and 
the Committee should’have the backing of the Conference 
for holding up resignations until the Minister's decision was 
made. It-was reported that the Scottish Subcommittee was 
unanimously i in favour of postponement. The CHAIRMAN OF 
Councit’ (Dr. Gregg) thought that'on the whole it would be 
a wise thing to hold the Conference as arranged, although, 
of course, a, further Conference would be necessary when 
the complete picture was available. 

After further discussion it was decided to hold the Confer- 
ence onthe date originally fixed. 

The report and recommendations (see page 81) to’ be laid 
before the Conference were considered. It was agreed to 
recommend the Conference to welcome the new attitude of 
the Minister ‘in his statement that a prima facie case existed 
for reviewing the adequacy of general-practitioner remunera- 
tion, and to instruct the Commitfee to proceed with the pro- 
mised negotiations and to report the outcome to a further 
conference. Meanwhile the preparations for possible, witha, 
drawal from service would continue. , 


` 


Future of Medical Practices Committee , 4 


Dr. SUTHERLAND, chairman of the Amending Acts Com- 
mittee. brought forward! certain resolutions of that body - 
for the opinion of the General Medical Services Committee. 
One resolution was put forward in the form ‘of two alterna- 
tives, either that the Medical Practices Committee should'be ` 

abolished, the power to appoint to practices being left in j 
the hands of the executive councils after consultation with 
local medical committees, br that the Medical Practices Com- 
mittee should be left to manage its own affairs, and that the 
tenure of office “of members, once laid down,'should not.be 
subject to arbitrary variation. He explained that a good 
many ‘members of the profession had felt that the Minister 
had on occasion overridden the Medica! Practices Committee 
and that local executive councils had insufficient discretion in 
the matter of filling practice vacancies. He and some other - 
members of the Committee felt that the best plan would be 
to follow the Scottish procedure—that is, the executive coun- ` 
cil should make the decision on the filling of vacancies, with 
right of appeal by the pracdiions to the Medical Practices | 
Committee. , 

“Dr. J.-A. PRIDHAM, a member of the Medical Practices 
Committee, said that he for his part, speaking as a member 
of the General Medical Services Committee, would like to 


- see the whole country open, and he thought there was a lot 


to be said for that ; but if ıt was said that certain areas must 
be closed and that this was for the time being at least the 
most helpful way of distributing doctors, then there must’ 
be some central body to deal with the situation, and such 
central body could hardly be better composed than of their 
own. colleagues. 

Dr. J. C. PEARCE, also a member of the Medical Practices 
Committee, considered that to abolish the committee would 
be a reactionary step. The Medical Practices’ Committee 
was a buffer between the profession and the lay people who 


‘would otherwise manage tHe profession—namely, the execu- 


tive councils and the Ministry. He thought that theyknow- 
ledge of medical practice possessed by the members of the 
Medical Practices Committee ‘had been of great use to the 
profession, as, for example, in the matter: of inducement 


- payments. Some members of the profession had a feeling of 


frustration because the Medical Practices: Committee was in 
existence, but they would be much worse off if it disappeared. 


| 


“ 
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Dr. Dain considered that the Medical Practices Committee 


. Was necessary in the present set-up. If they went back to 
free practice inside the Service it would leave it in the power ~- 
_ Of executive councils to transfer blocks of patients—a thing 


they had: always been against. 


Dr. Frank Gray said that if the Medical Practices-Com-- 
“mittee were. abolished its functions would revert to the 


Ministry, and with that in mind he would have thought 
the answer to any. proposal for abolition would be emphatic- 
ally in the negative. 

The Committee expressed a general view averse from the 
abolition of the Medical Practices Committee, and was of - 
opinion that any change should be in the direction of the 
Scottish procedure whereby the executive. council made the 
decision on filling vacancies, with right of appeal by the. 
-practitioner to the Medical Practices Committee? 

The Amending Acts Committee submitted “a further 
proposition, again with € note of interrogation attached 
to dt, that there should be restoration of ownership of 
goodwill to those who desired it. After a brief discussion 
of the difficulties the General Medical Services Committee, 
in the absence of any detailed scheme showing how it could 
be worked out in practice, found itself unprepared to give 
any, answer on the point except. to say that as the proposi- 
tion stood it appeared impracticable. z 


$ i . 





GENERAL MEDICAL COUNCIL. 


The General Medical Council on February 28 considered 
the case. of Michal Mateusz Torpor-Matuszéwski, provi- 
sionally registered under the Medical Practitioners and 
Pharmacists Act, 1947, as of an Edinburgh ‘address, M.B., 


Ch.B,, 1949, Polish School of Medicine, who was summoned -` 


on the charge that he had been convicted at Durham Assizes 
in October, 1950, on six charges of indecent assault and 


one charge of attempted ‘indecent assault upon male per- , 


sons, and had been ordered to be imprisoned for 12 caléndar 
months on each charge, to run concurrently. The respon- 
dent was not present but was legally represented. The 


hearing took place in camera, and the President afterwards _ 


announced in public that the conviction had been proved 
and that the Registra had been ordered to erase’ the name 
of Michal Mateusz Torpor-Matuszewski from 'the Register. 

. On February 28 and March 1 and 2 the Council con- 
sidered the case of Ram Kissoon Nandlal, registered as of 
Green Lane, Small Heath, Birmingham, 1L.M.S.S.A.Lond., 
1930, who was summoned on the charge that on dates 
unknown between June and December, 1949, and particu- 
larly on a date in the, first week of September and in the 
first week of November of that year, he behaved improperly” 
tọ and committed adultery with a married woman with 
whom he apes 2 in professional Telationship at all material 
times, 

The husband was the complainant, and was legally represented 
by Mr. E. G. H. Beresford, counsel, instructed by Messfs Walker, 
solicitors, of Birmingham, and the respondent was represented 
by Mr. Norman Richards, instructed by Messrs. Le Brasseur and 
Oakley, solicitors, on behalf of the Medical Protection Society. 

“Mr, Beresford said that Dr Nandlal first- attended the’ woman 
and her family in 1947. The alleged intimacy took place in 1949, 


and in July, 1950, the woman gave birth to a child who was. 
Dr. Nandlal in the latter part of 1949 was stated , 


half-caste, 
to have taken the woman out some five or six times in his car, 
and had intercourse with her twice in the back of the car. In 
November, 1949, having missed a period, the woman went to the 
doctor in some distress, but he did not believe that she was preg- 
nant and prescribed for her for amenorrhoea. Afterwards the 
husband .was told by his wife what had taken place, and there 
ensued a‘conversation with the doctor of which the respondent 
and the complainant and his wife gave different versions. ž 
JDr. Nandlal, in evidence on his own behalf, said that he was 
aged 49 and had been in practice since 1930. He had a wife and 
grown-up family. HÉ strongly denied the-allegations against-him. 
The complainant's wife came to bim in 1949 for a catarrhal 
condition, and he gave her a course of three injections of an 


‘ equivalents are available. 


anti-~catarrhal vaccine, and then referred her to hospital. His wife, 
who assisted in the surgery, was always present at these visits. 
He had never taken the woman out in his car. In November she | 
came again saying she feared she was pregnant; 
condition was one of amenorrhoea and gave her a gentian 
mixture. Later he was informed of the allegations against him. 

Dr. Hans Haas, of Edgbaston, Birmingham, was called for the 
defence’ He said that Dr. Nandlal in 1938 was suffering- from a 
form of myelitis which had left him with pain im certain muscles 
of the leg, and when he examined him in February, 1950, hus 
right leg was bent at an angle of 45 degrees. In his opinion it 
would be. extremely difficult for’ Dr. Nandlal to have intercourse, f 
as alleged in this instance, in the back of the car. 


Other evidence was called in support of the doctor, including - 


that of a coloured man who declared that he had been on 
intimate terms with the woman in question The woman stated 
that she had never even seen him. , 

After a short consideration in camera the decision ‘of 
the Council was announced, ‘that the charges against 
Dr. Nandlal. had been proved to the satsfaction of the 
Council, and that he- had been guilty of infamous conduct 
in a professional respect. The Registrar was instructed to 
erase’ his name from the Register. 


The New Disciplinary Committee 


- The President stated that this was the. last disciplinary 
ase which the whole Council would begin and finish ; there 
remained certain cases in which judgment had been post- 
poned and which at a future session would -come ‘before 
the Council as a whole ; otherwise the cases would comé 
before the new Medical Disciplinary ‘Comunittee, the first 
meeting of which, to discuss procedure, followed immedi- 
ately in private. 

The Council held its first disciplinary inquiry at the Royal 
College of Surgeons on August 11, 1859. The hearing of * 
the Nandlal case marked the end of an era. : 








PRESCRIBING IN SCOTLAND 
CHECKING EXTRAVAGANCE 


Measures to control extravagant prescribing of drugs ‘and* 
appliances under the National Health ‘Servite are outlined 
in a circular issued by the Department of Health for Scot- 
land to executive councils and local medical committeés: 
The circular has the backing of the General Medical Services 
Subcommittee (Scotland). A selection of prescriptions dis- 
pensed each month will be specially examined for evidence 
of extravagance. All districts will be covered in due course. 
Local medical committees will then be given through execu- 
tive councils a note of prescriptions which appear to be 
extravagant. ‘ 

The sort of prescriptions which may be considered extrava- 
gant fall ınto two main groups. The first includes pre- 
scriptions containing proprietary preparations which are 
advertised direct to the public or are not of recognized 
therapeutic value, or for which less expensive standard 
In the second group are pre- 
scriptions for unduly large quantities of drugs or other 
items, | such as lint or cotton-wool, ,! ~ 

These arrangements, which have been drawn up-in the 
light of various recommendations of the Cohen -Cofnmittee, 
do not apply to prescriptions for foods or :téilet_ prepara- 
tions! for such prescriptions reported to. the executive council 
should be disallowed by the council,’and the appropriate 
sum recovered from the practitioner, ‘subject to his right 
in certain cases to have the ‘matter referred to ‘the local 
medical committee. 

According to the Department of Health, prescriptions are 
now being dispensed at a rate of about four per head per 
year. compared with just-under three and a half a year ago, 
‘and the médical profession feel that, this increase is partly 
due to the fact that some patients dre putting pressure on 
their doctor to get particular medicines x their own 
choosing.’ or. ordinary household remedies like aspirin, 
laxatives; bandages, or cotton-wool. 


z 
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VACANCIES ON MEDICAL BOARDS <‘ 


. The recall of H. M. Forces reservists for training this year 
* may necessitate the establishment of additional National 
Service medical boards,in various parts of the country during 
April-August. The Ministry of Labour has recently 
advertised (Journal, March 3, Advertisement p.‘ 38) possible 
vacancies on these boards, and there may also be vacancies 
on the Ministry’s disablement advisory committees and their 
panels. A general practitioner wishing to be considered for 
' such vacancies should apply to his local medical committee, 
or to the Secretary, Ministry of Labour and National Service, - 
Norfolk House, St. James’s Square, London, S.W.1. From 
time to time ‘Vacancies also occur on established National 
. Service medical boards, and general practitioners wishing to 
serve on a medical board nearest to the district in which 
they reside should apply to the appropriate local medical, 
committee or to the Secretary, Ministry of Labour and 
National Service, Cumberland Terrace, London, N.W.1. 








Questions Answered 








Income Tax and Travelling 

Q.—I am in whole-time radiotherapy work, and, apart 
from a mileage allowance, I get no income-tax reductions for ` 
my car. I am allowed expenses only from the hospital to 
other hospitals and not from home to the hospital. ‘Should 
I have other expenses free of income tax?’ ` 


A.—It is a settled principle of ıncome-tax law that an 
employee is not entitled to claim a deduction for the cost of 
travelling between -his residence and the place of his work 
—as very many suburban workers know only too well. The 


- jegal point is that such expenses are incurred preliminary” 


to and not in the course of the performance of the duties 
of the employment. i 


Income Tax and Car 

Q.—I am employed full-time by a regional hospital board. ' 

Can I obtain income-tax relief for the use and depreciation 

of my car in my work? What is the position of a part-time 
employee who also has private practice? 


A.—To be allowable, expenses must have been ‘deiered 
wholly, exclusively, and necessarily in the performance ‘of 
the duties for which the remuneration is paid. For instance, 
thé expense of travelling between the residence and the place 
where the duties are performed are excluded by the rule, as 
they have been held to be incurred as a preliminary to and 
not “ın the performance of ” the duties. Or again, if public 
transport serves the purpose a more expensive means of 
travel is excluded by the word “necessary.” When an 
employing authority requires a person to have a car for quick `, 
transport between a number of places whére his work is 
done, the Revenue Department will admit a claim ;_ but in, 
the absence of such a requirement the employee is- usually 
unable to substantiate a claim. 

Where work arising from an appointment is a natural 
incident of general work, the normal procedure is to include 
the remuneration in the accounts of the’ general practice for 
assessment: under Schedule D, the rules of which are less 
stringent on this point. i 
a 


TRADE UNION MEMBERSHIP 


The following is a list of local authonties which are under- 
stood to require employees to be members of a trade union 
or other organization: ` OA 


X 


County Council~—Durham. 

Metropolitan Borough Councils —Bethnal Green, Ful- 
tam, Hackney, Poplar, Southwark, Stoke Newington. 

Non-County Borough Councils —Crewe, Dartford. 

Urban District Gouncils. Denton, Droylsden, Houghton- 
le-Spring, Huyton-with-Roby. 
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-Heard at Headquarters 
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t 
’ Guide to British Spas i 


A little over a year ago the Spa Practitioners Group Com- 
mittee of the Association, with the consent of the Council, 
set up a special committee under Lord Horder to draft an 
authoritative scientific statement on the medical treatment 
available at the spas of Great Britain. A comprehensive 
booklet has been prepared. It is in two parts, the first giving 
the’ indications for treatment at a spa and a general idea 








of the techniques provided, and the second containing an - 


account of the eight principal British spas. Four of them 


-are located in two of the hospital regions, and eight hospi- 


tal regions have no spa at all. The medicinal springs which 
determined the site of spas were rather erratic in ‘their 


. distribution, but of course the traditional drinking of the 


waters is no longer the principal medical treatment pre- 
vided at a ‘spa, and modern spa practice, as this booklet 
shows, is highly developed. If the spas are to be properly 
used the medical profession generally should be made aware 
of the scope of the service available and the type of case 
most suitable for spa treatment. This compilation will assist 
to that end. 


A Case of Headache 


A discussion on headache, held at the Medical Society 
of London the other night, called forth some interesting 
experiences. One of them was related by a well-known 
neurological consultant. He was approached not long ago 
by a general practitioner who three years ‘previously had 
sent him a case on suspicion of cerebral tumour.. It was 
the case of a man who had suffered from chronic headache 
over a long period. “I have always wanted to ask you 
what you did to him,” said the practitioner, “ because when 
he came back from ‘his consultation with you he, gave his 


„wife a jolly good hiding and he has never had a ‘headache 


since,” The neurologist had to reply that he bad not the 
least “recollection of what he bad done. 


Bos lone io Tavistock Square 2 


The Association is not taking any active part in, the 


Festival of Britain, but it is brightening up its own façade so 
that the visitor to London, coming from Euston, may have his 
eye caught by that striking building on the left. It has taken 
a leaf—or, rather, a flower—out of the Government's book, 
and, just as Government offices in Whitehall are gay with 
window-boxes, so the Association’s headquarters are now to 
have the 'window-boxes fronting Tavistock Square filled with 
appropriate. flowers and plants, with three changes a year in 
charge of expert nurserymen. | The reddish stone of 
Tavistock Square calls for a different floral treatment from 


_the grey of the Ministry of Health ; perhaps the two places 


may be able to use the language of flowers i in speaking to one 
another. The proposal to use the window-boxes on the Agso- 
ciation building did not go without protest. There were some 
who thought that the architectural frontage is in itself so 


impressive that flowers detract from it rather than add any- - 
- thing, ,but the flowers carried the day. The front of the 


entire building, by the way, has recently been washed, and 
now presents an unexpectedly chaste appearançe: 


Holiday Exchange of Houses as 


' The International Medical’ Visitors Bureau’ has heard 
from: a French doctor who would lke to exchange his 
house, three miles from Paris, for a house somewhere on 
the English coast. The exchange would be for the summer 
and begin in July. His sister-in-law, whose husband is not 
a doctor, would also like to exchange her house, 11 miles 
west of Paris, for one on the English coast. Both houses 
are commodiots. Any doctor interested in following up 
either of these: offers may obtain particulars from 
Dr. H. A. Sandiford at ‘B.M. A. House. 
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A General Practitioners’ Group 


Sm,—The following account of the formation and proceed- 
ings of a general practitioners’ group’ may be of interest 
to others. 

Purpose—After the war it was found that all the active 
practitioners in this district were of fairly equal age. Further, 
conditions had changed in that the older practitioners had 
ceased to practise because of death, illness, or retirement. 
Into their ‘places had stepped newcomers, who again were of 
similar age groups, and whose practices were similar in type. 

With the coming of the N.H.S. Act it was increasingly 
felt that there was now an opportunity of forming these 
practitioners into a purely local group. With this in view 
an informal meeting attended by all the practitioners was 
held in October, 1948, and after discussion it was unani- 
mously agreed to form the South Derbyshire General 
Medical Practitioners’ Group. 


This step has never been regretted: on the contrary, it has. 


been an unqualified success. 

Constitution.—Membership is open to all general practi- 
tionerg in this area. A chairman and honorary secretary 
constitute the officers of the group. All the local resident 
practitioners are members. There are no rules, but members 
are bound by the dictates of the ethics of medical practice 
and mutual trust and co-operation. 

Meetings——Meetings are held once monthly, with the 
exception of August and September, in the evenings, and 
for general convenience are held in a small local hosteiry. 


Objects—At the outset it was unanimously agreed that ` 


the group would try to operate on the following lines: 


n When necessary, to ‘arrange rosters for the relief of night 
wor 
(2) To arrange immediate relief for members who became ill 
suddenly. 
G) Pooling of information on local epidemics. 
0) To assist practitioners who might be recalled to war service. 
5) The presentation, when necessary, of a consolidated local 
opinion on questions concerning the local B.M A. Division, the 
local county medical committee, the local , hospital board or 
execùtive council. 
_. (6) Liaison with local health authorities and industrial concerns 
on matters of health and hygiene. 
(7) When necessary, the publication of agreed information for 
the benefit of patients in surgeries or the local press. 
(8) Regular “ potted "’ lectures by specialists on the applica- 
tion of their specialties to general practice. 
(9) The institution of regular social functions, such as dinners, 
etc. 


Results—Regular monthly meetings have shown an 
average of 90% attendance. The following are some of the 
matters discussed with satisfactory results: 


(1) Night telephone service. Before the G.P.O. implemented 
the system of bracketing together partnership names and alterna- 
tive numbers the group operated a system m which an invalid 
operator (in his own house) could be informed, by a practitioner 
who intended to be off duty, of the name and number of his 
deputy for the time. 

(2) Saturday evening surgeries, in the case of partnerships, are 
now attended by one partner only on a roster arranged within 
each firm 

(3) Sundry correspondence with the local hospital on reports, 
etc 

(4) Arrangements with the local victuallers association for 
simpler and less certification Concerning the supply of whisky, 
etc., to patients. 

(5) The presentation to the Jocal executive counci] of the 
group's obrections to the opening of a surgery on a new éstate, 
and its final acceptance of the view of the group. The request 
for such a surgery originated from a parish council. 

(6) Liaison with a local association in the matter of allocation 
of free radio sets to bedridden cases. 

(D Restriction of certificates in respect of housing. It has 
been agreed to issue medical certificates only to those cases when 
(a) there is long-term, infectious disease in their present unsatis- 


factory house (e.z., tuberculosis), or (b) where cases of insanity 
or idiocy are cared for in similar unsatisfactory accommodation 
(8) Talks., Fourteen talks on special subjects applicable to 
general practice yhave been heard, these: being followed by free, 
discussion. 
(9) Social. In addition to annual dingers confined to the group, 
the local district and midwifery nurses were entertained to dinner. 


All the general practitioners of the district have combined | 
to form the group for the mutual benefit of themselves and 
their patients, The friction and mistrust which may and 
do arise among doctors are entirely absent. Further, it is 
felt that with such a group they are unlikely to develop, and, 
given the, genuine desire to co-operate, such a group 
functions easily —I am, etc., 

Burton-on-Trent E. M. R. FRAZER. 5 


Work in the R.A.M.C.’ 


Sm,—I feel that I must correct an impression given “in 
“National Service Medical Officer’s” letter (Supplement, 
February 24, p. 58) that a regular officer is condemned to 
M.L rooms or administration. If he is, it is due to either 
his personal] lack of ability or laziness. 

I have over 30 years’ service in the Regular Army, of which 
26 years have been spent in the medical services. Briefly my 
experience hag been as follows I was permitted to count as 
part of my service one year spent in civilian hospital appoint- 
ments, after which I took my M.B., B.Ch. During my, first 
overseas tour I went on leave to England, where I took the 
Primary Fellowship. Later, after completion of the Senior 
Officers Course, which is almost entirely professional work, 
> I succeeded in getting my Fellowship. During my early 
service I was employed’ mainly in surgical wards, admittedly 
in addition to doing duty in M.I. rooms, ete. After becom- 
ing a Fellow I was employed continuously as a surgeon until 
early in the last war, when at my own wish I went into 
administration. At the end of the war I could have returned 
to surgery had I wanted to do so. 

The various examination fees were at my:own expense, 
but the Fellowship course which I attended at the London 


\ 


- Hospital was paid for from Army funds. 


At present an ‘officer, while serving as a regular, can 
obtain higher qualifications and practice in his specialty up 
to and including the rank of lieutenant-colonel. I believe 
that since the last war officers’ examination fees are paid for 
by the Army under certain conditions, but, as I am not in 
possession of the regulations which govern such payments, 
I cannot give details. If the writer of the letter is interested’ 
in this, he could approach the A.D.M.S , who would be able 
to get full information from the War Office, if he had not 
already got it. 

Of, course to get higher qualifications while doing one’s 
normal Service duties and earning one’s living requires a lot 
of bard work and determination, but I should imagine that 
it would be easier to do this in one of the Services than it 
would be while engaged in general practice. Many young 
doctors fall by the wayside because they take on the 
responsibilities of marriage before getting well on in their 
higher qualifications, 

In conclusion I would say that I received every encourage- 
ment and assistance from my senior officers.—I am, etc., 

Gibraltar. K. FLETCHER-BARRETT. 


The, Sight-testing Fee 


Sir,—I have been waiting for more able pens than ming 
to voice the protest of ophthalmic medical practitioners 
throughout the country against the most dictatorial notice 
(with immediate effect) of a reduction in their fee of at 
least 20%. . 

The original fee of 31s. 6d. was calculated on the assump- 
tion that the examinations would take approximately half 
an hour. This was cut by the arbitrary action of the recent 
Minister of Health to 25s. on April 1, 1949. The working 
party subsequently set up to establish the facts found that 
the average time taken was 27.4 minutes per case. It is con- 
tended that this is approximately half ar hour and one can 
still see only two patients per hour. > 
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Now, instead of acknowledging the error in reducing the 
fee, and restoring it to at least 30s., the Minister dictates 
that the fee shall be £1 only. This, from the figures given 
for the county of Surrey over the past year, represents a 
reduction in the-cost of the service to the nation of no more 
than 2% compared with 20% of our income. In justifica- 
tion he argues that the new rate makes it equivalent to that 
of the consultant in the hospital service. This is in itself an 
erroneous comparison, since the consultant in the hospital 
service has no comparable expenses, and the ophthalmic 
medical practitioner has no superannuation or pension benefit 
and receives no compensation -for unkept appointments. 

At this stage the Ophthalmic Group Committee arranged 
a series of meetings throughout the country to obtain the 
wews of the individuals At the meeting in B.M.A. House 
which I attended on February 2 a most detailed and reasoned 
plan of action was proposed and vigorously supported, 
including an approach to the new Minister and, if necessary, 
a claim for arrears of back pay. The Ophthalmic Group 
Committee at its meeting on February 9 to consider all these 
views has found itself unable to do anything further than 
to deplore the situation and recommend individual action by 
ophthalmic medical practitioners according to their own 
lights. - Was there ever such a travesty of leadership in the 
face of adversity ? Was there ever a more profound lack of 
guidance ? In what other-section of the community would 
one find such complete apathy and resignation towards our 
own fates ? 

I suggest that the Ophthalmic Group Committee should 
resign at once and that the matter be taken up by the 
N.O.T.B. Association as being the body most fitted to act in 
unison with the opticians (whose future will surely otherwise 
also be in jeopardy). 

If the new rate of pay is all that can be obtained from this 
Government, then at least let us take steps to secure (through 
the courts, if need be) our just arrears of pay for every 
case seen since April 1, 1949 Finally, 1 suggest that every, 
ophthalmic medical practitioner in the country should make: 


it his duty to put the matter before his own M.P., for truly ` 


has it been said that the country to-day 1s divided solely nto 
the strikers and the stricken.—I am, etc., 


Redhill, Surrey F. J Curtis. 


POINTS FROM LETTERS 
The Railway Workers 


Dr. E S A. Asune (Meols, Cheshire) writes: The fact that 
Mr. Aneurin Bevan has given in to the demands of the railway 
workers suggests (a) lack of guts at B.MA. Headquarters in 
pressing our demands, (b) lack of union in the medical profession, 
and (c) the desirability of a strong trade union in the medical 
profession. ` : 


w 








Association Notices 


PRIZES FOR NURSES 
The Council of the British Medical Association is prepared 


to consider the award in 1951 of prizes of the value of’ 


20 guineas for the best essay, and 10 guineas for the second' 
best essay, submitted in open competition by each of the 
following categories of nurses: (i) Student nurses ; (ii) State- 
registered nurses working in a hospital ; Gi) State-registered 
nurses not working in a hospital (i.e., district nurses, private 
nurses, etc.) ; (iv) State-enrolled assistant nurses , i 

The subjects of the essays for 1951 are:—Category (i): 
The handling of a patient ‘on admission to hospital, 
Category (ii): What a nurse can do ın preparing a patient 
for operation—including the handling of the nervous indi- 
vidual in strange shrroundings. Category (iii): The oppor- 
tunities of. the nurse doing domiciliary work tó educate the 
public in health matters. Category (iv): The special prob- 
lems of nursing the long-term cases in hospital. 
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The purpose of these prizes 1s the promotion of systematic 
observation among nurses. In awarding the prizes due 
regard will be given to evidence of personal observation. 
No essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. 

Nurses who are undergoing a.course of training at a 
hospital are eligible to compete under category (1); nurses 
registered by the General Nursing Council are eligible to 
compete under categories (ii), (iii), or (iv), whichever is 
appropriate. 

„If any question arises in reference to the eligibility of a 


‘candidate or the admissibility of tus or her essay, the 


decision of the Council of the British Medical Association 
shall be final. Should the Council decide that no essay 
entered is of sufficient merit, no award shall be, made. 

Each essay must be typewritten or legibly written in the 
English language, must be unsigned, and have attached to 
it a note containing the name and address of the. candidate 
and the category into which he or she falls. Essays, which 
it is suggested should consist of from 2,000 to 5,000 words, 
must be forwarded so as to reach the Secretary of the 
British Medical Association not later than March 31, 1951. 

Preliminary notice of entry for this competition is required, 
and a special form for this purpose is obtainable from 
the Secretary, British Medical Association, B.M.A. House, 
Tavistock Square, London, W.C.1. ` 


Diary of Central Meetings ~ 
MARCH 


19 M Propriet Medicines Subcommittee, Joint 
fig Formular Committee of B.M.A. and Pharma- 
ceutical Society (at Pharmaceutical Society, 16, 

Bloomsbury Square, London, W.C.) 2 p.m. 
20 Tues Rural Practices Subcommittee, General Medical 


d Services Committee, 2 p m 


21 Wed. Trainee Assıstants Subcommittee of General 
Medical Services Committee, 2.15 p.m. 
22 Thurs. Registrars Subcommittee of Joimt Committee, 
10.30 am (at Ministry of Health Office, 23, 
x Savile Row, W.1). 
28 Wed. Publishing Subcommittee, 11 a.m 
29 Thurs. Special Conference of Representatives of Loca) 
Medical Committees, 10 am 
30 Fri. Subcommittee on Constitution and Procedure of 
P Medical Service Committees, General Medical 
Services Committee, 10.30 a m. 
30 Fri. Committee re Maladjusted Children, 2 p.m 
APRIL g 
4 Wed Chairman's -Advisory Subcommittee, General 
Medical Services Committee, 10.30 a.m 
4 Wed. Film Catalogue Subcommittee, 2.15 p.m. 
5 Thurs Committee of Management, Empire Medica} 
Advisory Bureau, 11 15 am. 
“6 Fn Services Committee, 10 a.m. 
11 Wed. Private Practice Committee, 2 pm 
13 Fri Committee on Organization of ‘Scientific Sections 
ŠA at Annual Meetings, 10.30 a.m 2 
19 Thurs., Dermatologists Group Committee, 10.30 a.m 
19 Thurs. International Relations Committee, 2 p m. 


-'\ Branch and Division Meetings to be Held 


Coventry Division—Tuesday, March 20, Dr, J. C. Heather 
and Mr. J Leigh Collis: “Early Diagnosis and Treatment 
of Carcinoma of the Bronchus.” , ; 

Nortu-zast Essex Diviston.—At 14, Popes Lane, Colchester, 
Sunday, March 18, 3 p m., annual genera! meeting. 

Oz uaM Drvision.—At Oldham Hotel, Rhodes Bank, Oldham, 
Monday, March 19,9 pm., Dr A Morgan Jones (Manchester): 
“Rectnt Advances in the Treatment of Heart Disease.” 

SourHampTon Drviston.—At Royal South Hants and South- 
ampton Hospital; Wednesday, March 21, 830 p.m., ordinary 
general meeting. 
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‘DOCTOR AND PATIENT , 
WEEK-END COURSE AT ASBRIDGE 


` [From 4 SPECIAL CORRESPONDENT] 

An unusual week-end course was held at Ashridge ons 
. March 9 to 11, attended by about 50 medical practitioners 
and 50 lay people. The discussion, both at the main confer- 


ence and in ‘the smaller groups, ranged widely over the | 


ground covered by the addresses. Many of the non-medical: 
members made useful contributions, but it was widely felt 
that the lay representation was not as strong as it might 
have been, with the result that discussion tended to slide 
off the set subject of the doctor-patient relationship on 
to professional topics and-problems of administration. None 
the less, the conference was generally agreed tó have been 
a useful experiment. 

The hospitality. „provided in the stately surroundings of 
Ashridge, ‘together “with the’ welcome extended by the 
. authorities there,. from Admiral Sir Denis Boyd down- 
wards, were warmly appreciated by everyone 


Opening Address ; T 


Sir WILSON JAMESON, in his opening address, traced the 
history of public medical services from their first develop- 
ments under the early Romdn Empire. Of the National 
Health Insurance Service, as introduced to Britain in 1913. 
he said that it altered the doctor-patient relationship in 
two ways. It altered it for good, in that people of small 
means—or at least some of them—could get medical advice 
without paying for it at the timè of need, while doctors in 
poor areas were assured ‘of a better income. -A-less happy 
effect was that surgeries became more and more crowded 
and the “bottle ‘of “medicine” habit became more 
pronounced. 

Speaking of the planning of the National Health Service. 
he said that it was generally recognized to be inevitable that 
in. the management of the Service there would be a con- 
siderable lay element. The problem to be faced was how 
to combine this with the essential personal, professional 
relationship between doctors and their patients. The motives 
and intentions of those who planned the National Health 
Service were good—howevér much they might have been 
distorted in the wrangling that took place subsequently. 
Generally speaking, doctors did, obtain the conditions in 
the Service they. felt to be necessary if proper doctor-patient 
telationships were to be maintained. But all was not well. 
Of the general practitioner Sir Wilson said- “ As things have 
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turned out, life has been made much easier for the young 
consultant than it used to be and much more difficult for 
the young G.P. This is most unfair, for, as things are in 
this country, the family doctor is the most important mem- 
ber of the medical team, and general practice should there- 
fore attract, by and large, just as good young people as 
does hospital work.” : 
Some Questions on General Practice a 

Su Wilson put a number of questions for the conference 

to consider: ` 


“Some people are really very unreasonable in the demands they 
make,on their doctors. Yet, though a patient may make the most 
trivial complaint about his doctor, a doctor has no redress agaist 
real misbehaviour on the part of a patient—save to have his name 
removed from his list. Do you think this is fair ? 

“Do you agree with the principle of having a family doctor 
through whom all specialist services åre obtained, or would you 
prefer the American system under which the public tend to go 
to iR e specialists they think best able to deal with their conditions 

, to paediatricians, gynaecologists, etc. ?' ~ 

ey Is there really a great deal in this business of ‘ free.choice’ by 
patient and by doctor in general practice ? Do not most people 
go to the doctor nearest their homes or to one whom a friend 
or neighbour recommends ? People don’t change their doctor 
very often, ` 

“Has the attitude of the public to their doctors changed under 
the N.H.S.?- Are they less considerate than they used to be ? 
Does all the publicity that is given to medical matters in the 
Press and on the radio make patients more difficult to deal with ? 
Does the average citizen think he is paying for medical care 
through his insurance contributions and is therefore anxious to 
get as much as he can for his money, ? 

“Would the imposition of some charge for medicine and 
appliances and for the so-called ‘ hotel costs’ in hospital make 
any difference to the patient-doctor relationship ? Would such 
charges, preveni the Service being used by. people who really 
n it 

“Do the public have more confidence in a group of doctors 
practising together with some degree of ‘specialization among 
themselyes—though of course every person must still have one 
member of the group as his own. special family doctor ? 

“Would people, when they are’ really ill, prefer to remain at 
home rather than go to hospital, if they-could get adeguate help 
from visiting nurses and from ‘home helps’? Apart from 
housing difficulties, are the public becoming more willing to go 
to hospital ? Is this so in the case of normal confinements ? Or 


'' is this just because a confinement is cheaper in hospital than at 


home ? Hospital costs are getting so high that some sort of 
check must be placed upon too free admission: to hospital beds. 
“ Are general practitioners as a class really ‘desirous of having 
some form of hospital connexion ? Does such a connexion help 
with the doctor-patient relationship 9 
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“Can practice ina wholly. industrial area be run’ on the same 


family doctor basis as can rural or suburban residential practice ? 


Ought we'to accept as inevitable the sort of converted shop 


eurgery found so frequently in the poorer quarters of all large 


towns ? . 
“Do the personal health® services” provided by local health 
authorities—antenatal care, child care, the school medical service’ 


' —dnterfere withthe doctor-patient relationship ?' The Govern- 


ment’s intention was that these services should be continued but 
that they should be staffed so far as possible by general ‘practi- 
tioners, with some special training in these subjects, working on 
a part-time basis under the general administration of the medical 
officer of health. Can general practitioners really provide in‘their 
- practices all the sort of general supervision and educational work 
that has been provided with such ‘good results by local health 


sautherities during the past a years?” ' 


oÅ. CA Consaltanť’s View - i a 

Mr. A. STAVELEY GoucH gave “A Consultant's “View ” 
He traced the development of specialization, „pointing out 
that in the carly part.of this century.-the-word “ consultant ” 
was “particularly applied to -the physician and surgeon of 
wide experience; and as these ‘were relatively few in number. 
they possessed an exceptional position of prestige and 
enjoyed much of the family ‘medical adviser’s position, as 
the G.P. could and should enjoy to-day.” The number of 
consultants practising general medicine and general surgery 
had diminished rapidly, and. few consultants could now 


v claim to enter much into the “family doctor,’ family con- 


sultant ” position which was not uncommon up to 25 years 
ago. There had been a change from the general consultant 
to the super-specialist,- Medicine was moving towards the 
hospital. There was a tendericy for the general’ practitioner 
to lose in prestige. 

Where was medicine going? “I can only say,” said 
Mr. Gough, “that I think the family doctor of to-day is 


going to take ‘the part of the family consultant of 50 years ` 


ago.” The mortality in many diseases depended not on the , 
consultant but on the G.P. It depended on the delay in the’- 
patient going. into hospital. The. G.P. must be a man who’ 
would receive a high degree of training and enjoy a high, 
degree of confidence ‘with his patients. He must keep 
abreast with’ changes in treatment. Everything. to-day 
tended to cut off the G.P. from the hospital. 

So far as.consultants were concerned, they had a different 
task ahead of them. They had “to avoid becoming institu- 
The' public itself must also watch that the 
development of- medicine in the hospital. did not become 
dehumanized. The small details were important. Waiting- 
rooms should be made more comfortable and‘there should 
be more privacy for consultations. “Many patients have 
been worried for the rest of their lives by things half-heard 
in hospital out-patient departments.” In general; there must ' 
be much more understanding for the human semiat 


, 
f. 


'A General Practitioners View es 


‘Dr. C. W. Walker, giving “A General Practitioner's 
View,” said that the authority. of the ‘G.P. was on a fall- , 
ing tide, and the rate of falling had been accelerated by the 
National Health Service. Hospitals and specialists were 
„encroaching on him on every. side. So were the local 
Paediatricians, ‘geriatricians —- specialists of’. 
every kind—‘were entering ` the swim. ‘ Nearly three- 
quarters of the mothers of the country were being con- 
fined in , hospital, and'the remainder who were-confined at 
“jealously guardet! by midwives, who. have been 
taught to despise general-practitioner obstetrics.” Variety, 
as the spice of life to the G.P., was disappearing. 

Responsibilities 5 certification were being placed on the 
G.P. “without an cknowledgment or a by-your-leave, let 
alone “a thank you.”, Many Government r lations were > 
so unjust as to be unworkable without the saving clause of 
a doctor's certificxte, yet no practitioner -bad ever received 
one word of thanks for all this work from any Government. 
Had the G.P., then, any future? No Government“ would 
allow him to disappear, because he was so useful. ` But - 
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there were‘more solid public reasons for allowing the general 
practitioner to survive, in the continuity, flexibility, , and 
economy of his services. 





` 


Dividing the populatioù by the number of G.P.s gave an , 


-average of 2,250 patients to a doctor: Was it possible foi 


a G.P. to be a good family doctor with an average list of . 


"2,250.2 “I believe that'he'can; With a well-equipped and 
well-staffed hospital accessible to both patients-and doctor, 
2,000 or more is not too large’a list- for efficiency.” “ Look- 
ing at G.P.s in the country to-day,” said Dr..Walker, “1 am 
quite sure that they are happier than most of their urban 
colleagues. Some have very ‘large lists. .. They feel 
“adequately paid. They enjoy doing their work as: it 
should be done. Some are’ experimenting . with group 
-practice.” There was feeling that it was “impossible to 
practise medicine properly or decently in industrial towns.” 
The feeling might be right or wrong, but it was present 
and would have to be removed before they would get the 
best type of G.P. in the place they: wanted him. 
+ It was becoming increasingly obvious that the flat rate 
of x shillings per head did not make a satisfactory induce- 
ment to the best general practice.: It encouraged scrambling 
for patients,` and allowed notbing for experience, either 
specialist experience or lexperience of age. “Judging by 
the interest people are taking in the G.P. and the number 
of comynittees carrying out investigations on him, one might 


think that he was stranded on the beach.” “But,” concluded , 


Dr. Walker, “it is because I think that the general practi- 
tioner, being less specialized, has more survival value than 


_ @ specialist, rather than because I have faith in the power 


cof committees or Governments, that I think the tide has 
‘turned and the G.P. will, be recognized as an essential 
member of the community Whatever the future holds in 
store.” aon AS 
a A Patients’ View. ; , 
Mrs. C. R. CRESWICK-ATEINSON, & Stoke” Newington 


borough councillor and a member of thé headquarters staff . 


of the W.V.S., addressed the conference on “A Patient’s 
View.” She said that a newspaper office had provided her 
witha mass of facts on what ‘patients thought about doctors. 


From these it was evident, she said, “ that the great majority . 


‘felt for their doctor, as they always did, respect, affection. 
and complete confidence.” The ‘thread, running through 
most of. the letters was, “My doctor has not changed.” 
„Only a small proportion of -the letters were in the least 
critical. However ‘small the minority, it. was worth analys- 
ing. Some'patients resented the fact that their doctors had 
not the time to listen to “ interminable’ monologues- on their 
bodily conditions”; some were utterly selfish; a few—a 


very few—looked on the doctor as “ the man ‘behind the . 


counter.” 

Speaking of hospital conditions, Mrs. Creswick-Atkinson 
asked if doctors could not do" something to make things 
easier for patients when they had to go into hospital. She 
suggested that there should -be a pamphlet or pamphlets 
setting out in simple words something about hospital routine. 
In her experience many patients were “scared stiff”, of 
hospital. 
‘it really necessary for doctors, and students to bandy medi- 
cal’ terms ovér one’s luckless head ?”- Again, surely ‘‘a 

patient ‘should be treated as,a human „being and not as. a 
Tnild--and a not very intelligent child at that.” She thought 
that the whole question of thé reception and treatment of 
patients in hospital should be reviewed “from the human 
` relations side.” “When I left hospital no one.told me 
what I should do and what 'T should -not dó”? «Speaking 


Regarding in-patient treatment, she asked, “ Is | 


- from her experience in ,local government, she referred to, 


“the number of ‘housing applicants who brought with them 
“Itis sò „unkind ‘of doctors to give 
them certificates showing they are suffering from, ‘ nervous 
debility’ or wine of that kind. Pe 
3 “The Fais ia á 
Mr. ZACHARY COPE, winding up the conference, spoke on 
“ The Future.” He did not share the pessimism about. the 
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standing of the doctor. In the years’ since he started as a 
medical student in 1900 he “had seen, decade by decade, 
the status of the doctor rising.” The essential reason, he 
“thought, was that the doctor had earned -public confidence 
because he was increasingly able to “speak with authority ' 
on many diseases which a hundred years ago left him’ help- 
less.” ,“I have seen.a greater advance in medicine and 
` surgery in my lifetime than ever in the world before.” In 
oe the same period socialization had made tremendous advances. 
This country had undergone a revolution of the kind which 
in other countries’ had: been accompanied by bloodshed., 
There had been much equalizing of incomes, and with this, 
he thought, a greater degree of fellowship which had brought 
patient and doctor closer together. The means of com- 


DOCTOR AND PATIENT ' 


munication had been transformed, ‘and medical: treatment , 


which 50 years ago was regarded as'a: luxury had become 
a necessity. EN ` 
What of the 50 years ahead ? Preventive medicine. must 
continue to develop. “If we do educate people to come to 
the doctor at the earliest sign of disease, surely we cannot 
now „blame them for coming.” There’ would be a large: 
number of co-operative practices. The doctor. would have 
to fix.some priority in the class of case he took. The 
valetudinarian would not get treatment under the National 
Health Service. ‘Private practice, however, “should be 
encouraged.” The G.P.-was the king-pin ‘of the whole 
Service. What could they do to help him? “I am certain, 
G.P.s should have some connexion with hospitals—how close’ 
a connexion | do not-know.” He thought they certainly 


- i x r . ‘ 


r 


SUPPLEMENT to mu“ . Qf 
ne BRITISH MEDICAL JOURNAL i 


Heard at Honn 











e 


The Periphery ' 

Just a quibble about a'word., ‘A word which has come 
more and more, into use at Headquarters lately is the word: 
“periphery.” It has been heard much in committees and has 
even invaded the Council chamber. “ We must consider what 
the periphery will think about this.” “This document must 
` be sent to the periphery.” ` Now, “periphery” means the 
boundary of a rounded surface; it means the profile; the 
edge, the outline of anything. It would-be allowable, wwe 
suppose, to spdak of the Divisions of Orkney and Shetland 
as the periphery, or, in a wider’ circle, the Branches of 


` Barbados or Nyasaland, but surely not of Birminghanf or 


Manchester. The word “ periphery,” too, suggests not only, 


a ‘geographical location but a certain ‘aloofness or detach-., 


ment' from the main body—something which is just on the . 


brink and may fall off—which is not at all,true of what is. 


- intended by: the. expression, the periphery of the Association, 


had a part to play as’clinical assistants in out-patient depart- > 


ments. Local authorities also might well hand some Clinics 
back to competent G.P.s in the district. Of popular health 
education, he said he had no doubt the patient needed it. 
The Government could not do the educating because it’ 
„would create odium, but the doctors themselves could do 
‘it’ If patients were properly educated there would be a 
lessening of ‘the doctors’ feelings of frustration. 


` 
’ 





> Admission Fee, 

Q.—l have just passed the M.R.C.O.G. examination. I 
understand that entrance fees for the examination ure not 
allowed as expenses for -income-tax purposes, but that the 
annual subscription (£3 3s.) is. What is. the position with 
regard to the £35 I5s. admission fee payable after passing 
and before election? 


' ? x 


‘ 


(Of a capital sum—ie, ag an amount paid for benefits to 
accrue over a tract of future. time—and is accordingly -not 
_ allowable for income-tax purposes. The annual subscription 
is allowable as an angual expense. 


ERA Conferences z 


Qi ama ; specialist with a part-time contract with the 
regional hospital board. Am l entitled to income-tax relief 
™ on my expenses for attending” professional conferences 7 
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A.—It is adinitted that practitioners who are. assessable 
under the rules of Schedule D—and that is apparently the 
case here for at least a part of thé total earnings—are entitled 
to claim as deductions money spent on books, membership 
f professional associations, etc., when the purpose-of tbat 
‘xpenditure is to maintain professional knowledge at an up- 
-date standard. The same principle seems to, apply to the 
t of attendance at professional conferences, On the- 
ption that the purpose of such attendances is the main- 
of a proper. standard of knowledge and skill the 
| should, in our opinion, be allowed, 


'. Questions Answered. ` 


ee —The admission fee of £15 15s. is regarded as a cpanel ; 
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3 conveniently tban it can be done by a demonstrator. 


We badly want some other word to indicate the world out~- 


side Tavistock Square. Shall we fall, back on Parliamentary 
usage and, speak of the “ electorate ” N 
Na, ot 
i . Thé “How to Do it” Fim - 

At the meeting of the Scientific Film Association: 
where, the discussion was on the film'in medical teaching. 
Dr.-P. „Cardew said that the Americans divided their films 
into ‘the “ Why ? ° and the “What?” and the “How?” 
But he suggested that there were two types of the “ How ? ” 
film, one being the “ This is how itis done” film, and the 
other the “ How to do it” film. Very few films come into. 
this latter category. ‘The former, the “ How it is done ” film, 


` 


can be made to appeal to a wide audience, can be shown’to. : 


junior students and nurses to give them a preview of the, 
‘subject, and: to senior students and postgraduates i in order to 
review the technique. General practitioners can use it to 
refresh their memory of a procedure.’ It can even be viewed 
by the public on the-television screen. But the one audience 
with which it cannot'be succéssful is of people who have to 
be taught to carry out the procedure in question. Some of 
the material is too elementary, some too complex. The 
" How to doit” film ‘must have for its object to teach à 
group of students a technique as ‘efficiently as and more- 
Its. 
maximum length should be-ten minutes, and only procedures. 
brief.and simple in themselves should be dealt: with, By 
using long shots, close-ups, slow motion, and the animated: 
diagram. it can rapidly show difteri aspects of a single idea. 
h g f : ; 
The Doctor in the Ring 

We have been studying a form proposed for the medica 
examination of boxers. _ Boxing is a dangerous occupation, 
and it- is only right: that the boxer should be thedjcally 
examined before he puts on the gloves. The form of 
examination proposed is nothing if not.thorough. It covers 
every, system of the body—respiratory, c&rdiovascular,. 
muscular, nervous, skeletal, and so on—but it also goes. 
rather deeply into psychology. The examiner is asked to. 


state whether there is any evidence of-change of character, , 


whether the boxer. has a good memory for recent events, 
whether he can give an accurate account of- the: recent past, 
whether there is any treason to suppose that he has a 
tendency, to violence: outside the ring, whether he can follow 
an ordinary conversation with intelligen nd, perhaps most: 
forbidding of all, whether he shows: of becoming: 


puuch-drunk. It is something of a problem for the medica! . 


certifier to satisfy ‘himself on all these points in a short. 
examination. Perhaps the best way to.dnswer quite a 
number of questions would be to have a friendly bout with. 
the boxer himself: But for that purpose a bumper fee would 
be necessary, and also an indemnity. 1 
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Inquiries info General Practice 


Sin,—The appointment of a committee to study general 
practice under the National Health Service has so far excited 
precious little comment in your correspondence, despite your 
provocative leading article (Journal, February 17, p. 343). 
The recent influenza epiderftic may well be the chief cause of 
this absence of criticism. Ever since the hasty acceptance 
of the National Health Service Act in 1948 by our leaders, 

e gengral practitioners have been impatiently waiting for some 
satisfactory information about the terms and conditions of 
service. It now looks as if we shall have to wait for several 
moré frustrating years before even the grosser faults are 
remedied, for, as you pertinently infer in your leading article, 
the terms of reference to this committee are so.wide that it 
is unlikely that they will issue a report for several years, and 
a further period will have to elapse before any of their 
recommendations are likely to become effective. By that 
time the general practitioner will have become more dis- 
heartened and disillusioned, and it is more than likely that 
some at least of this committee will be either dead or 
completely senile and ineffectual. 

I suggest that an attempt be made at once to improve the 
working conditions of the general practitioner. It should 
not be difficult for the General Medical Services Committee 
of the B.M.A. to ascertain quite rapidly through local 
medical committees what are the main causes for dissatisfac- 
tion among the working doctors, and suggest to the Ministry 
ways of improving the Service. I would personally suggest 
that the following points are worthy of immediate attention: 

(1) It is quite impossible for a doctor to cope with the urgent 
and intransigent demands of 4,000 exacting patients lacking in the 
elementary principles of health education. The immediate remedy 
for ‘this can only lie ım the lowering of the maximum figure 
allowed, in urban areas at least. I am not competent to speak 
for rural areas. This point is closely wrapped up with the present 
demand for an increased capitation fee or preferably an improved 
method by which our pay is made up. 

(2) It is becoming quite impossible for a doctor to provide an 
adequate 24-hour service so long as a proportion of the public 
continue to take little or no notice of the efforts to impress them 
with the necessity of calling the doctor early in the day and of 
avoiding frivolous calls. Despite the excellent co-operation of the 

` doctors in my own area in a week-end rota the number of ridicu- 
lous and thoughtless calls on Saturday and Sunday are increasing 
rather than decreasing. An immediate investigation into the 
regulations governing a 24-hour service is jusufied, together with 
recommendations for their improvement. s 

(3) At present there is no allowance made for increasing know- 
ledge obtained through age and experience. A doctor with 
mcreasing family responsibilities has either to take on more 
patients than he can fairly look after or to seek outside appoint- 
ments. , This is a matter which should be looked into and 
remedied at an early date. 


There are many other practical suggestions which could 
easily be correlated by the G.S.M. Committee if only an 
inquiry of this kind could be/set up; it would have. the 


great advantage of the evidence being provided by working. 


GP.s, and the assessment of their evidence would also be 
made by experienced doctors in active practice —I am, etc., 
Handsworth, Birmingham “R. C. L. BURGES. 


' An Instrument of Government 


Sır—H anything more had been needed to demonstrate 
the love borne by the late Minister for the general-practi- 
tioner section of the profession, surely the contrast between 
his parting bequest to the profession of yet another 
committee to study general practice, and his “on arrival” 
gift of an immediate settlement with the railwaymen over a 
week-end, must satisfy all inquirers. Your lucid leading 
article (Journal, March 10, p. 515) and Dr. S. F. Logan 

~ Dahne’s letter (Supplement, March 3, p. 68) set out the 
position as it concerns the committee and its members very 
clearly : and. although the apologists for the Minister stress 


that “ method of remuneration” is only one of the aspects 
of general practice into which the committee is empowered 
to inquire, the mere fact that remuneration is a matter for 
inquiry by a committee that cannot possibly report for a 

‘ considerable time makes one suspicious of the raison d être 
of such a committee. 

Is this committee simply another hurdle for the G.P.s to 
overcome before they can get to grips with the Minister ? 
The fact that the new Minister agrees that a prima facie case 
has been made out for a review of G.P. remuneration does 
not affect the position. It has long been evident that such 
a review was essential. 

We certainly agree that in a democracy the Minister has 
the right to appoint his own committee to advise him, but 
when the findings of that committee must affect to a con- 
siderable extent the lives of a large number of the citizens 
it is but right that the committee should also have the 
confidence of these same citizens. The Central Health 
Services Council is appointed entirely by the Minister ; the 
committee of inquiry is appointed entirely by the C.HS. 


Council ; in effect the committee of inquiry consists entirely - 


~of the Minister’s nominees, 

Individually not all the members of the committee are 
above suspicion. Those of us in the West recall that at 
least-one of them is an avowed advocate of a full State 
medical service. He has lifted up his voice too often in 
the open in the past for many of us to regard him in any 
way as an impartial inquirer. All evidence goes to show, that 
the leopard does not change his spots however, often he may 
shift his ground. We can with confidence, therefore, look 
forward to majority and minority reports on this point of 
method of remuneration alone which will effectively destroy 
the value of the inquiry. 

Taking it by and large, one is left with the suspicion that, 
whereas normally a committee of this kind is the normal 
mechanics of government, in this case the committee 
represents merely an instrument of Government.—I am, ete., 

Bristol $ - R. M. COURTNEY. 


Charges for Private Beds 


Sır, —May I support Dr. Nigel Cridland and the Regional 

' Hospitals Consultants and Specialists ‘Association in their 
demand for a fair deal for the hospital private patient 
(Supplement, February 24, p. 58)? And while I may not 
‘altogether agree that the double burden of ‘having to pay 


twice acts as a deterrent, because so many patients seem to. 


make a financial sacrifice in their determination to obtain 
admission to a private ward, this does not lessen the inequity 
of the existing regulations. 

Unfortunately for such patients, the fact that they receive 
no benefit towards their expenses whatsoever from their com- 
pulsory contributions to the hospital service is only part of 
the story. They are called upon to pay a charge purporting 
to be the maintenance cost. What means have they of 
ascertaining the correctness of this figure, and on what basis 
is the actual cost calculated ? And is the basis, if one exists. 
uniformly accepted and operated at every hospital ? 

Unless this is so, there seems to be a danger that, even 
under the present unfair system, some patients may now be 
paying more than necessary to cover the cost figure on which 

‘the charge is based. Of course it is appreciated that the 

difficulty of installing a costing system for this purpose may 
,be that the expense of the system either would not be justified 
on.economic grounds or would add to the already heavy 
cost per day chargeable to the patient. 

Be that as it may, common justice dictates that every step 
should be taken to ensure that no patient is charged at a rate 
that cannot be substantiated; and, if there is the slightest 
doubt, a suitable reduction should be made until the result 
of an accountant’s investigation‘had been received. 

One simple solution, which might help to prevent am 
sense of unfairness from arising in the ‘mind of the patie’ 
could be a standard charge, fixed at, say, 10 to 14 guine 
-week and applicable to all hospitals in each area. It v 
also be likely to reduce administration expenses This: 


+ 
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at any rate put a stop to the fantastic ‘stories now circulating ambition or ability will consider it as a career. The future 


which, often erroneously, “ talk ” charges up to 25 guineas a 
week, and would remove uncertainty from the minds of 
those concerned.—l am, cete; 

T. W. PLACE, 


Secretary. 
London Association for Hospital Services 


Cost of the Health Service 
Sr, —lt 18 refreshing to note that at last some interest 15 


~ London WC,1 


being: taken in the cost of the National Health Service. 


(Journal, March 3, p. 462). If Britain has its financial back 
to the wall anda defence programme of unimaginable magni- 
tude, economies must be made in all directions and some 


luxuries must be reduced even in the N.H.S. Most general ° 


practitioners are sad: witnesses to a scale of expenditure 
which would be regarded as extravagant even if we were at 
the height of our national prosperity instead of at its lowest 
trough. 

In my opinion the following economies-would be welcomed 
by the majority of general practitioners who preserve a sen 
of responsibility to the State as well as to their patients: 

Ban on the-prescription of all proprietary drugs for which there 
18 a National Formulary equivalent. 

National Formulary equivalents to be made for all proprietaries 
approved by a suitably constituted pharmacological committee. 

Cotton-wool, dressings, bandages, etc., to be paid for by the 


patient. Doctois and nurses to be adequately :provided with 


dressings. 

All expensive drugs (say over 5s. a bottle or box) to be clearly 
marked with the price so that the patient may know what he is 
consuming—e.g., chioramphenico] capsules at £2 10s. per dozen. 
How many doctors know the cost of this ? 

Ban on all oral penicillin preparations as largely ineffective and 
wholly uneconomic. 

Ban on all prescriptions for proprietary aperients and vitamin 
preparations. 

All patients_to produce containers or pay deposits on same 
Surely this is no hardship ? 

Part of cost of spectacles and dentures to be paid by all not in 
receipt of the dole or public assistance. 

Issue of wigs to cease forthwith. 

Volunteer car poo! to be reintroduced for taking sitting patients 
to hospital; otherwise taxis would be cheaper than ambulances. 

All senior administrators of the N.H.S. to be attached to 
general practitioners or district nurses for a period of three 
months before commencing office activities. 


There are doubtless many other ways in which economies 
could be effected. A big effort should be made to tighten 
up certificates for sick benefit, although I cannot suggest 
any means to do it. Perhaps you will open your columns, in 
the national interest, to suggestions for reducing the expendi- 
ture of the taxpayer’s money.—I am, etc., 
* Sheffield, E. C. ATKINSON. 


Capabilities of General Practitioners 


Sin,—In a letter dated March 2, 1951, the Leeds Regional 
Hospital Board informs us that “ authorized ” general practi- 
tioners should no longer be expected to make a diagnosis of 
venereal disease, to give a decision on the adequacy of tests 
of cure, or to’ advise courses ‘of treatment, but should refer 
all’ new cases to treatment centres for diagnosis and advice 
before any treatment is commenced. 

General practitioners who were “authorized,” to partici- 
pate in.the V.D. service in 1943 all took a course at an 
approved V.D. centre, and for the last eight years have been 


` 


diagnosing and treating V.D. ‘cases, calling on the V.D.’ 


' specialists for consultation when necessary, Now they are 


. refuse to continue to participate in the general-practitioner - 


considered to be incapable of diagnosis and treatment of 
venereal disease, except to give a few intravenous or intra- 
muscular injections as directed. Js the hospital board quite 
sure that we are capable of doing this part ? 1 will definitely 


venereal-disease service under these conditions, and I con- 
sider this decision to be an insult and a reflection on one’s 
professional ability. 

The future of general practice is rapidly deteriorating, 
and if allowed to go further no new entrants’ with any 


` 


G.P. will be a medical orderly ; the G.P. of the past was a 
sound medical man who frequently became a consultant og- 
specialist. Can the rot which has set in be checked and so 
save the whole Health Service ?—b am, etc., 


Wetherby, Yorks. S. T. Pysus 


Discipline in the N.HLS. 


Sir,—In Time and Tide of March 3 there is an important 
article by a distinguished lawyer (Mr. C. K. Allen, K.C.) 
dealing yith disciplinary: measure for the punishment of 
dentists who offend against the regulations of the N.H.S. 
As these are virtually the same ‘in the case of doctors. 
perhaps one may be allowed as a mere “unit” in a lagge 


organization to make some comment on what intimately , 


concerns each one of us individually should we run foul of” 
these regulations. ` 
There must be few doctors who, like myself, do not feel 


ʻa sense of burning indignation when they read’ that so much 


has been deducted by way of penalty from a doctor’s 
remuneration ; not that one would necessarily have acted in 
similar circumstances as the particular doctor did, but 
because: the system of punishment is quite foreign to our 
British sense of justice, and is so often out of all proportion 
to the kind of penalty which would be inflicted in a criminal 


court, We read in the article in question that the Minister © 


has the power to deduct anything from £10 to £1,000, and 
that his “final and conclusive” penalties have actually 


ranged between these two figures. And the writer warns . 


his readers of the’ ominous and significant trend towards 
totalitarianism which is implied by this, to me, savage and 
vindictive expression of power. 

One finds it hard to -forgive our representatives in the 
B.M.A. for this and much else which they let us in for on 
July 5, 1948.- Even in the days of the panel the doctor 
was almost invariably worsted in a conflict with a patient. 
To say that there is one law forthe rich and another for 
the poor is as-nothing compared with the favouritism shown 
to the patient when he and his doctor fall foul of each other. 
It is now high time that the patient should be made to 
suffer in equal ratio when he unnecessarily exhausts, the 
doctor’s time and powers of endurance and squanders the 
resources of the State for frivolous and unwarranted reasons. 

May. one therefore express the hope that our representa- 
tives will continually bear this question of discipline in mind. 
so that what was once a free and honourable profession may 
not go further down the slope towards becoming an amy of 
dispirited helots ?—I am, etc., ` 

Bnghton oZ G. L. Daves , 


Pay of National Service M.O.s 


Sır —The Army authorities are to be congratulated on 
their decision to withhold any increase’in pay for the con- 
script ‘medical officer (during the first eighteen months), 
together with married quarters, accommodation allow- 
ances, etc. This will clearly save money and encourage 
recruitment into the Regular Army. It is just possible that 
there may be some risk that the whole abominable attitude 


‘of mind which actuates ‘such decisions will so disgust the 


conscript that any inclination he may have had to make the 


Army his career is utterly stifled at birth, but this is a risk ‘ 


which is being faced with the placid equanimity for which 
the Army authorities are noted. 
As a case in point, the married graded specialist is told 


‘that he is not yet trained and therefore can receive no 
‘Increase in pay before -his last six months; that he must 


retain the same rank as newly qualified medical officers 
irrespective of his ability,’ experience, and higher qualifica- 
tions; that his wife must require only two-thirds of the 
regular marriage allowance to support her, and that even 
if she joins him abroad at his own expense all quarters and 
local living allowances will be withheld from her. -Is it 
illogical to’expect that he may harbour a pang of resent- 


ment? A resentful officer is a bad officer, and bad officers * 


mean a bad medical service —I am, etc., 
: ` Overseas M.O 
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Doctors and Dentists, ` 
¢ SiR, —I think most - people ' will agree with Dr.-P. ‘Se 


` 


. _ McGarry (Supplement, March 10, p. 77) when he says that it 


is time general practitioners did-something about the Health, 


` Service rather than take part in further discussions. If we 


are capable of it, I think we should organize a mass with- 
` drawal at the earliest possible date quite regatdless of what 
-discussions are pending. If we are not capable of’ it, we 
might as well settle down to our serfdom and say no more 
. dbout it. 

I do not agree, however, with Dr. McGarry in his attitude’ 
towards the dentists. I am a general practitioner holding a 


`e demtal-diploma who has practised dentistry and I have not 
up to the present succumbed to the temptation of joining > 


the,dentists in their supposed Utopia. I often wonder who 
started this extraordinary propaganda campaign’ against the 
dentists. I have read many quite absurd comparisons, 
between general practice and dentistry, but for the moment 
L will confine myself to Dr. McGarry’s s remarks. 


QA dentist does not make threé or four tlmes as much as , 


or more than a doctor. ~The average fee for a dental filling, is 
about 16s., and the fees for fillings are as good as or better than 
any other "branch of dentistry., How many of these could the 
average conscientious dentist do in a day assuming that he did 


nothing else? About 20 to 25 is’ the answer if the dentist , 


wishes to reach his allotted span‘ of three-score years and ten. 
Knock off 50% for expenses, which; believe me, is no exaggeration, 
and you have his daily income. ‘Only a highly skilled, rapidly 


working man+could attain this figure, which is of course above - 


the average of dentists, doing N.H.S. work only. I would be 
very interested to hear explained how some dentists attain to the 
astronomical incomes one reads, about. Of course there are diś 
honest dentists just as there are dishonest doctors, but’ it is 
unreasonable to single them out and point to them as the average. 
That sort of thing is more appropriate in the Jay than in the ` 
‘medical press; and for doctors to complain about the supposed 


's. good fortune of dentists cannot „possibly help os in any way. 


(2) Dentistry is not less arduous than general practice. On the 


` contrary, general practice is a rest cure compared with dentistry, ' 


during ithe actual hours of work. That is why I do not consider 
it possible for a dentist to work more than nine hours a day for 
five and a half days a week—at least, not for Jong. I agree there 
is less responsibility in dentistry. 


_ (3) There are still a certain number of unqualified dentists with- 
out a university training.. ‘They, are men who got on the Dental 
Register under the 1921 Act. Most of them must be feeling ‘the 
Hers by now, and another decade will see them all out of active 
practice, 


ý 
Wo, Sir, dentistry is not the Utopia it is painted. Let me 
emphasize, however, that-I.am not suggesting that genera! 
practice under the N:HLS, is ‘satisfactory. On the contrary. 
I, think the time for\ drastic action is long overdue—t. 
am, étc., 
"London, $.W.15.) ` 


rA 


J. A; SINCLAIR 


_. POINTS FROM LETTERS. 
‘Retrospective Pay — 


Dr. C. K. Dunstan’ (London, W.4) | writes : ‘As the platen B 


fee for general practitioners has never yet been fixed and is still 
under negotiation after' more than two and a half years, any 


~ decision which is reached must obviously and automatically apply 


from July 5, 1948, otherwise the repeated postponements and pro- 


longed delays would amount to a not very subtle form of robbery. | : 
i ‘ : t ee R 4 
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POSTS IN’ AUSTRALIA 


It is understood that the salaries of senior university posts 
in Australia are, as in this ‘country, often considered’ inade- 
quate. Anyone thinking of taking up an appointment in’ 
, Austraiia of this nature would be wise to communicate:. 
* with the Secretary of the Federal Council of the: B.M.A. in 
Australia. >, 
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B.M.A. LIBRARY, “ 
The fottowing books have been added to the Library: 


Austin, J, H.: Handbook of Ophthaimolo 1951. . s 
Bedoya Go Tumores cos. 1950 
Bonham, H. ids to Botany. Third edition. 
Borst, M=, ‘Puiholomeche Histologie. Vierte' Auflage. 
‘Brui Medical Journal: Fifty Years of Medicine. 1950. i 
russelle, A. G., et al.: Bad Gleichenberg: seine Heilquellen und 





Poe 


1950: 
Burchett, J. H.: Lip Reading: a handbook of visible speech. 


Cyriax, J.: Textbook of Orthopaedic Medicine. Vol. 2. Treat-' 
ment by Manipulation and p Massage. Fourth edition: 

Effects of Atomic Weapons. 1950. : nid 3 

Fortschritte der Geburtshilfe und Gynäkologie. Pt, I. 1950 


* Gedenkboek , der. Koninklijke Nederlandse rs Maatschappij tot 


Bevordering der Geneeskunst., 1950. 
Graham, H.: Eternal Eve. 1950. °° 
Halse, E: Heparin und Heparinoide Dicumarol. 1950. 
Harris. S. :' Woman's Surgeon : ‘the life story of J. Marion Sims: 


1950, 

Isotopenkommission der Schweizerischen Akademie der medizin- 
isc Wissenschaften :, Beiträge zur Anwendun ung der Isotopen- 
technik, ia Biologie, Klinik und Therapie. 195 


Jamieson, E. B.: Companion to Man k Piactical Anatomy. 
Seventh edition. 1950. 
Kaufma: R.: Os et Tuberculose. 


Kibler, Segment-Therapie bei *Geteakerkrankubgen und 
panieron Krankheiten. 1950. 
A.: Synopsis of Parsee Second, edition. 1950. 
keim T J. N., an eet C : Pharmacopoeia for 


M 'chiropodists. Fifth E 
Lhotsky, J.: Der Film als Experiment und Heilmethode. 1950, 
McGregor, A. L.: Synopsis of .Surgical Anatomy. Seventh 


edition. 1950 


ne. W.: Gliedmassehamputationen und Gliederersatz. 
Oebike, B.: Wesen -und Herkunst endogener Pigmente. 1950. 
Parker, R LC.: Methods of Tissue Culture. Second edition. 


Parsons, Sir L. (Editor): Modem Trends in Paediatrics. 1951. 
Paulin, C.: : amportarice du Thermalisme et du 'Climatisme en 
Pécunia; A.. L.:' Massage. 1950. 

1950. 


g. _ 1950. 
e und Praxis. ; 
+ Allgemeine Konstitutionsiehre. 1950, 
lesa Grundriss der chemischen Physiologie. 
Seitz, L.: “Die endpsychologie. des Lebens. 1950. : 
Stern, E.: Jugendpsycholo: oo ‘Auflage. 1950. 
Tratado Argentino Kinesiologie. Tomo III. Primera Parte. 
Kinesiterapia, Technica, 1950. 
, Treves, Sir F.: Student's Handbook of Su gical Operations. 
Ninth edition, revised by Sir C.. P. G. Wakeley. 1950. 
Trumpp, R.: ive gstherapie bei inneren Erkrank- 
ungen. 
Tzanck, A., and Sidi, E.: Les Dermatoses Allergiques. 1950. 
University of Rochester: The $0 1950 a TEVEN of the 
"1950, 
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von Weizsäcker, Wr De Vierte Auflage. 1950.. 

Zieve, I. E.: Alds to ‘Orhopae Surgery and Practures: 
-edition, 1950: 
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i a pamphlet on “ ‘The £ s'd. of thé National Health 
the. Socialist Medical Association suggests some 
economies. and .reforms that should be ‘introduced,’ mainly ‘in’ 
the hospital service. The S.M.A. considers that no compulsory 


` charge. for’ accommodation: or treatment should be made 


“Among the more obvious economies ” are those relating to 
salaries and fees of consultants, dental fees,.and the heavy costs 
of medicines. ‘The short answer to the problem of consultants’ 
pay “is a -service of whole-time officers . . . pald exciusively 
by salary.” The dental fees have been “a scandal, ” and a whole- 
time service is necessary for dentists: Prescriptions should be 
more carefully controlled; a centralized formulary and committee 


' control maybe necessary; long-term policy should envisage the 
' nationalization of the drug industry and the State. manufacture 
‘ of certain articles such as spectacles. Among proposals for 


„hospital finance is the suggestion that.capital expenditure should. 
be financed ‘over five-year or longer periods. Approved expendi- 
ture of major works would therefore not be restricted to particular 
years as at present. Full departmental’ costing based on ‘a 
functional analysis should be introduced. The present elaborate 
system of committees should be simplified and their membership 
pruned of “dead wood.” A special committee of the Central 
Health Services Council to deal with all'technical financial aspects 
is considered to be an “immediate necessity 


i 
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MOTIONS FOR SPECIAL CONFERENCE 


SUPPLEMENT TO THE 95 
BRITISH MEDICAL JOURNAL 





SPECIAL CONFERENCE OF REPRESENTATIVES OF 
LOCAL’ MEDICAL COMMITTEES : MARCH 29 


Mations Received From Local. Medical Committees 


“Amendment by Bury: That the, recommendation of the G.M.S 
Committee is not sufficiently strongly worded in that it allows of 
farther procrastination, and suggests thet a maximum effort to 
Procure a settlement with the Ministry be made at the earliest 
opportunity following the Conference, the preparations for 
termination of contracts to be continued. 


' Motion by LANCASHIRE: That this Conference advises that in 
the event of a settlement not having been agreed by May 31 
resignations be tendered immediately. 


M tion by BUCKINGHAMSHIRE: That a readjustment of the 
central pool should be carried out by the profession itself within’ 
the terms of its present constitution before any action be taken 
by the profession to secure more money for the pool from external 
sources. 


Motion by Easr Ripina: That, apart from the question of any 
increase in the global sum, a scheme be evolved for distributing 
more equitably the moneys already available : 


Motion by BuckincHamsume: That the decision reached by 
the Special Conference of Local Medical Committees held on 
March 3, 1949, which agreed that any increase in the pool be 
devoted to the raising of the capitation fee for the first 1,000 
patients ón a doctor's list, be rescinded; and that when ‘any 
increase is obtained as a result of the present negotiations the 
G.M.S. Committee be instructed to consider and if necessary 
to take action for the raising of the capitation fee for that part 
of a doctor’s list between 500 and 1,500. 


Motion by READING: That whatever the result of the negotia- 
uons with the Minister there should be increased remuneration 
for the 500th to the 1,500th patient on a doctor’s list. 


Motion by BucKINGHAMSHIRE: That a readjustment of .the 


central pool should be carried out by the profession itself within _ 


the terms of its present constitution irrespective of any action 
which may be taken by the profession to secure more money. 
from external sources. 


Motio by LEICESTERSHIRE AND "RUTLAND: That this Conference 
regrets that the General Medical Services Committee failed to 
consult local medical committees before giving its approval to 
the reduction, in certain instances, of the average number of 
persons allowed per doctor, as evidenced by the patient-principal' 
ratio being reduced from ‘the statutory number (4,000) to that 


~ of 3,000, and affirms that, if such reduction is to be acceded to, 


a corresponding increase in the capitation fee is essential. 


Motion by East Sussex: That this Conference deplores the 
present state of public relations and urges a more energetic 
campaign by all possible means of propaganda to air the follow- 
ing grievances: (1) the lowering in status of the general practi- 
tioner; (2) the abuse by a minority of patients of the, Service 
and ignorance of their own responsibilities. 


s 


Amendment by East Sussex: That this Conference, while fully 
agreeing that friendly relations between the British Medical 
Association and the Medical Practitioners Union should be firmly 
established, is of the opinion that the constitution of the General 
Medical Services Committee should be amended so as to empower 
the General Medical Services Committee to co-opt two further 
members of the profession from societies or bodies other than 
the British Medical Association. 


Motion by MIDDLESEX : That in the opinion of the Conference 


` jt is essential that a retrospective adjustment of remuneration 


from July, 1948, be made, since only in this manner can Spens be 
impiemented. 


Motion by Presron: That this Conference regrets that an 
equitable'settlement of the claims for increased remuneration for 
practitioners has not yet been achieved; and that the Conference 
instructs the G.M.S. Committee to proceed forthwith with the 
arrangements for the collection of resignations of general medi- 
cal practitioners from the N.H.S.. such resignations to take effect 
on July 31, 1951, if an equitable settlement on remuneration has 
not been arrived at in the intervening period. 


Because of Easter we have had ito go to press before the 
last date on which motions and amendments may be received 
at B.M.A. House, and unavoidably some may have been 
omitted from this list. 


N 


H.M. Forces Appointments 7 


SS ee A 


ROYAL NAVY 
Acting: Interim Surgeon ‘Lieutenant-Commander W. Stephen to 
be Surgeon Lieutenant-Command cr. 
Rovat NAVAL VOLUNTEER RESERVE 
Surgeon Lieutenant A. J. es to be Surgeon Lieutenant- 
Commander. 


ROYAL CANADIAN. NAVY (RESERVE) ; 


Suigeon Commande: R. K. C. Thomson S be Sur, shri, BSC Captain 
Surgeon Lieutenant-Commander G, P. to be 
Surgeon Commander. ° 


ARMY 


Major-Generals W. E. Tyndall, C.B., C.B.E., M C., K.H.S., ang 
J. Bennet, K.H.P., late R.A.M.C,, have | on retired pay. 

Brigadier (Local Major-Gen A. J. Beveridge, O.B E., MC.. 
has been appointed a Director Medical Services, and has been 
granted the temporary rank of Major-General 

arr (temporary Major Genera) R. D. Cameron, C.B.E., 

late R.A.M.C., Maj or-General. : 

MGolonels G. È. MacAlevey, C E., DS.O., M.C, and W. R. D. 
Hamilton, O.B E., late R.A.M.C., to be Brigadiers. 

Colonel J. P. MacNamara, late R.A.M.C., has retired on 
retired pay and has been ted the honorary rank of Brigadier 
(Substituted for the notification in a Supplement to the London 
Gazette dated December 29, 1950.) 

Colonel R. S. Dickie, late R.A M. C., has retired on retired pay 

Colonel C. P. Chambers, late R.A.M.C., has retired on retired 
pay, on account of Car ee 

ieutenant-Colonels W. A. R. Ross, E. M. Hennessy, O.B.E., 
and K. McNeill, O.B.E., from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 


Major-General O. W, McSheehy, C.B, D.S.O., O.B.B. 
R.AM.C, retired, has relinguished the appointment of Colonel 
Commandant. 

Majors C. W. Maisey, O.B.E., T. M. W. D'Arcy, and K. H. 
Harper to be Lieutenant-Colonels, 

J. Leslie-Spinks has 


Short Service Comniission~—Major A. 
retired, receiving -a tuity, and has been granted the honorary 
rank of Colonel. ajor ? F. Hooton has retired on account of 

rank of Lieutenant- 


disability, and has been granted the hono: 


Colonel. Major J; B. Dancer has retired. ptain (War Subéstan- 
tive Major) T. H. Baillie has retired, receiving a tuity, an and has 
been granted "the honorary rank of Major. ptam L. C. F. 


Chevens to be Major. 


i 
REGULAR ARMY RESERVE OF OFFICERS 


Colonels (Honorary Brigadiers) Q. V. B. Wallace, C.B.E., M.C., 
and R, F. Walker, C.B.E., M.C., late R.A.M.C,, having exceeded 


.the age Umit of ability t to recall, have ceased to belong to the 


Reserve of Office: 

Colonel ‘C. D 'M. Buckl y, M.C., late RA.M.C., having 
exceeded the age limit of lability to recall, has ceased to belong 
to the Reserve of Officers. ` 


ROYAL ARMY MEDICAL CORPS 
Lieutenant-Colonel (Honorary Colonel) W. J. Moody, formerty 


I.M.S., to be Lieutenant-Colonel. 
Major (Honorary Lieutenant-Colonel) W. Evans, O.B.E 
M.C., T.D., from T.A.R.O., to be Major, an has been granted 


the acting rank of Colonel. 

Majors I. B. Pirie, M.B.E., G. C. Steel, and H. V. Corbett 
have ceased to belong to the ‘Reserve of Officers. 

Captains Katherine I. Liebert and Marie D. Kelleher, from 
Women’s Forces employed with the x to be Captains, 
and have been granted the honorary rank of Major. 

‘Honorary Major Dora J. alconer, formerly Women’s 
Forces employed with the R.A.M.C., to be Captain. (Substituted 
for tho notification in a Supplement 'to the London Gazette dated 


soar yer Sutetantive Captain Christine M. Rendall, from Women’s, 
Forces employed with R.A.M.C., to be Captain, and has been 
granted the honorary rank of Major. 


SUPPLEMENTARY RESERVE OF See: RoyaL Army MEDICAL 
RPS 


Major G. S. N, Hugbes, D.S.O., to be acting Colonel. 


TERRITORIAL ARMY 
i RoyaL Army MepIcAL Corps 


Lieutenant- a olone R. L. Turner, O.B.E., T D. (supenmumer- 
ay), and G. A. Kane, O.B.E., T.D. (supernumerary), to be Brevet 
one 
Major (Honorary. Coonen J. B. Forsyth, T.D., from T.A.R.O.,, 
to be Major, and has been gened i the acting rank of Colonel. 
Lieutenant C. Helm, D.S. M.C., to be Major, sad 
has-been granted the acting rank of dicen! onel 


e ra 
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Major J. F Bereen has resigned his commission. 
Major E. i P. Smith, T.D. rom T.A.R.O., to be Majo 
Captain (acting Major} P : M. Davies to be Major. 


t 
Captain P. T. Cooper, MBR. iom n EARO, to He Major 
' AH EmalieS Di 


Captains mith D. Finnegan Mason, 
M.B.E., A. L. H. Smith,,T RW. Millar, an oa Tonge to 
be Majors. 


Captains R, C. Webster, J. ‘c. Coates, R. P. Harwood, J R 


_ Horler, and D. O'Brien to be acting Majors. 


Na 


Captain W. I. C.‘Morris has relinquished his commission and 
hag been granted the honorary rank of Major. 
ieutenants E. R. Cole, E. C. Fear, and G. J. Cunningham. 
M: BE, to be captans, and have been granted the acting rank 
of Major.’ 


TERRITORIAL EFA RESERVE OF OFFICERS: ROYAL ARMY MEDICAL 


Colonel H. F. Apthorpe-Webb, T.D., from Active List, to be 


Colonel. 
Lieutenant-Colonel (Honorary Brigadier) F. A, E. Crew, T D., 
R S., has been restored to the rank of Brevet Colonel on ceasing 


K to-belong to the T.A.R.O. 


Lieutenant-Colonéls (Brevet Colonels) R. L. Turner, O.B.E.. 
T.D. and G. A. Kane, O.B.E., T.D., from Active List (Super- 
numerary to Establishment), to be Lieutenant-Colonels and Brevet 

one 

Lieutenant-Colonels E. F. Hill and J. D. Wade, from Active 

to be Bye ates ed 

ajors T. Macgregor Gibson, T.D., G.-S. Midgley, Boa de 
Soldenhoff, M. C. L. Smith, M.C., and K. C. Hutchin, fro 
Active List, to be Majors. 

Major G D. Steven has ceased to belong to the T.A.R.O. 

Captain (Honorary Major) B. Portnoy has relinquished his com- 
mission. retaining the honorary rank of Major. 

Captain G. J. Dixon, from Active List, to be Captain, and has 
restored to the honorary rank of Lieutenant-Colonel. 
Captain G. W.,Pinder, from Active List, to be Captain, and has 
been F ranted the honorary rank of Lieutenant-Colonel. ` 
Captain {acting Major) H. Gilbert, from Active List, to be 

Captain, and has been ee ws honorary ra Tank a Ma or. 


Captains tains. (Honorary Majors) M pine 
G. B. Ebbage, C. St. Johnston, Pé E Langlands, T 
W. RS aaar ves, G. M. Goodwile, D. W. Tis YD 
DN Noia Aono: and R. A Vardy have ceased 1 to belong to 
e A 


, REGULAR -ARMY: EMERGENCY COMMISSIONS 
* RoyaL Army MeDpICAL Corps 
, Captain (War Substantive Major) G. S, Mayer has relinquished 
his commission and has been granted the honorary rank of 
Lieutenant-Colonel.” 
en P. R. A. May has relinquished his commission and 
nted the honorary rank of Major. 
vers Substantive Captains K. R. Hill and J. G. Clothier have 
relinquished- -their commissions and have been granted the 
honorary rank of Major. 
Lieutenants (War Substantive Captains) G. Dempster and V 
Blackman have relinquished their commissions and have been 
granted the honorary rank of Major. 


; ‘ROYAL AIR FORCE 
*Flight Lieutenant R. C. Rylance to be Squadron Leader 
` DENTAL BRANCH 


Squadron Leader W. O Baird, M.BE, M.R.CS. LRCP. 
to be Wing Commander. 


as ` ROYAL AUXILIARY AIR Force ' 


T ‘light Lieutenant J A. - Chalmers has been granted the honorary 
nk of Squadron Lea 


4° Royat Am Forces VOLUNTEER RESERVE 
Flight Lieutenant T. M. Chalmers has relinquished his com- 


“mission, on appointment to the reconstituted R.A.F V.R., retain- 


mg they rank of Squadron Leader 


INDIAN MEDICAL SERVICE 


~ Lieutenant-Colonel G. B. W. Fisher has retired =~ 

Major M. S. Purvis, O.B.E., has retired, and has been granted 
the honorary rank of Colonel, 

Majors J. Guthrie and W. H. G. Reed have retired and have 
been -granted the honorary rank of Lieutenant-Cólonel 


} 








REGISTRARS GROUP 


The Second. Annual General Meeting of the Regstrars 
Group of the Western Region of Scotland will be held 
in the Lister Theatre of the Glasgow Royal Infirmary on 
Wednesday, March 28, at 7.30 pm. 


~ 


28 Wed. 
28 Wed. 


29 Thurs 
30 Fri 


30 Fr 


Tues 
Wed 


aw 


Wed. 
Wed. 
Thurs 


Aa 


S Thurs 


6 _ Fri. 
1Q Tues 
10 Tues. 
11 Wed 
13 Fri. 


13 Fn. 
13 Fri 


19 Thurs. 
19 Thurs. 
19 Thurs 
27 Fri. 


1 


Committee on Maladjusted Children, 2 p.m 


` Association Notices ` 





z 


Diary of Central Meetings 
j Marcu 

Publishing Subcommittee, 11 a.m. 

Liaison Subcommittee, Central Consultants wad 
Specialists—-General Medical Services Com- + 
mittees, 3 p.m. 

Special Conference of_ Representatives of Local 
Medical Commuttees, 10 a.m 


„Subcommittee on Constitution and Procedure of 
edical Service Committees, General Medical 
Services Committee, 10.30 a.m? 


tý 


APRIL 

Amending Acts Committee, 2 pam. 

Chairman's Advisory Subcommittee, Genera! 
Medical Services Committee, 10.30 a.m 

Public Relations Committee, 2 p.m. 

Film Catalogue Subcommittee, 2.15 p.m. 

Committee of Management, Empire Medical 
Advisory Bureau, 11.15 am. ~ 

Central Consultants and “Specialists Committee. 
11.30 a.m. 

Services Committee, 10 a.m. 

Scholarships Subcommittee, Science Committe, 
11.30 asm. 

Central Ethical Committee, 2 p.m. A 


. Private Practice Committee, 2 p.m. 


Committee on Organization of Scientific Sections ~ 
at Annual Meetings, 10.30 a.m. ` 

Charities Committee, 2 p.m. 

Editorial Subcommittee, Joint Formulary Com: 
mittee, 2 p.m. 

Dermatologists Group Committee, 10.30 a.m 

International Relations Committee, 2 p.m 

Joint Formulary Committee, 2 p m. 

Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 


BLACKBURN Division-—At Queen’s Park Hospital, Blackbur; 
Wednesday, March 28, 8.15 p.m., lecture by Dr. R. Gibb- 
“Medical Aspect of Atomic Warfare.” All medical practitioners 


_in the area of the Division are invited. 


CHESTERFIELD Division.—At Chesterfield . Royal Hospital. 


‘Friday, March 


30, 8.45 p.m., lecture by Mr. A. G.G . Melville: 


“ Medical Aspects of the Atomic Bomb.” 
Harrow Division.—At Golden Lion Hotei, Western Avenue, 
Hillingdon, Uxbridge, Tuesday, March 27, 8. 30 p m., address by 


„Boyes 
Practice.” 
MID-HERTS 


Korkis: “Common Ear Problems in General 


Division At Ashwel) “House, Verulam "Road. 


St. Albans, Friday, March 30, 8:30 tor 8.45 Bo B.M.A. Annual 


Lecture by Professor Andrew Topping: 


© Lighter Side of 


International Health.” 
“Torquay DIVISION. At San Remo Hotel, Thursday, March 29 
8 30 p.m., supper dan 


` 


Meetings of Branches and Divisions 
ROCHESTER, CHATHAM, AND GILLINGHAM DIVISION 
A lecture was given at St. Bartholomew’s Hospital, Rochester, 


on January 11 
Chemotherapy.” 
Longford was 


by Dr. G. M. Findlay on “ Recent ‘Advances in 
Forty members were present, and Dr. W. U. D 
in the chair. 


Dr. Findlay outlined the history of chemotherapy from its 
earliest beginnings in folk medicine through the introduction of 


organic aie 
amides. This 
the' treatment 


s by Ehrlich to the discovery of the sulphon- 
roun of drugs now had a limited field of use in 
of cerebrospinal fever, chancroid, and bacillary 


dysentery. Sulphones, however, were still the drugs of choice for 


leprosy. He then 


discussed the big five antibiotics—penicillin. 


streptomycin chloramphenicol, aureomycin, and terremycin and 


considered 
duce resistant 


eir bacterial spectra, toxicity, and tendency to, 


strains. Jn the chemotherapy of tu osis 


streptomycin, despite certain disadvantages, was the most active 
compound, though its combination with p-aminosalicylic acid 


and possibi 


thiacetazone reduced the tendency “for resistant 


strains of tubercle bacilli to-develop. Certain implications of the 
control of acute infectious diseases by chemotherapy were 
mentioned. A discussion followed. 

At the end of the meeting a cordial vote of thanks was extended 


4o Dr. Findlay. 
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ae a - Chairman ,of Council 


1. Dr- E. À. Gregg was appointed Chairman of Council 
for the years 1950-2. 


~ 


Cancellation of Joint Meeting with Medical Association of 
South Africa i 


2. The Council regrets to report fhat it has found it 
necessary to ‘cancel the acceptance of the invitation to 
participate in a Joint Meeting with the Medical Associa- 
tion of South Africa in July next. In accordance with ‘the 
decision of the A.R.M. at Southport, the Council proceéded 
with the arrangements for the Joint Meeting, including the 
appointment of officers of the scientific sections. It was 
subsequently learned that there had been further develop- 
ments of Government policy in South Africa concerning 
the admission to the Union of non-Europeans; and the 
Medical Secretary of the ‘Medical Association of South 

i j x 


x 


| Africa sought an assurance that no difficulty would bé 
placed in the way of any member of the B.M.A. from any 
part of the world desiring to attend the Meeting, and that 
such members would have easy entry into the Union for 
this purpose. „The Minister of the Interior was unable to 
give this assurance. z 
The Medical Association of South Africa recognizes no ` 
distinction of race and fully understands the decision of the 
Council, which has ın no way impaired the friendly rela- 
tions between the two Associations: The Council is glad to 
-report that Dr. A. W. S. Sichel, of Capetown, who was 
elected President of the Association for 1951-2, has accepted 
this office and that his induction as President will take 
„place at the Annual General Meeting to be held in Tondon 
in June. 
Annual Scientific Meeting, 1951 


3. It will not be possible for the ordinary Annual Scientific 
Meeting of the Association to be held this year, The Council 
1s considering, however, whether a scu ntific nee’ “ng in a 


; a 2410 
ne 
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< Representative Meeting. 


matter will be made as soon as possible. ae 
C 1 


' Annnal Representative Meeting, 1951’ 


4; The Annual, Representative , Meeting will be held | at 


B.M. A. House, Tavistock Square, London, from ‘Wednesday, 

June 13, to Saturday; June 16, 1951. AS the meeting takes 

' place during the period of the Festival of Britain the Council 

5 hopes that every, overseas constituency will appoint a repre- 

sentative. Representatives of all constituencies should be 

appojnted as soon as>possible in view of the difficulty in 

` obtaining hotel accommodation. The Council has reserved - 

some hotel accommodation in London for members of the 

3 Representative Body, and it is important that these reserva- 
"tions should be taken up without delay. 


a E Annual General Meeting, 1951 


5, The Annual’ General Meeting of the Association will , 
be held on Friday, June 15, at 1230 pm. The President ` 
will give his address at the Adjourned Annual General 

A Meeting in the evening, or the same day. ' 


` 


"| Award of Gold Medal fo Dr. E. A. Gregg 
6. The Council has decided to award the Gold ‘Medal ‘of 
the Association to Dr E. A. Gregg in recognition of his’ 
, distinguished services to the Association and the profession. 
The presentation of the Gold ~Medal will take place at the 
Adjourned, Annual General Meeting. 4 


4 


2 t 
: 


x p 3 The gecnštariis ` an 
“7. Dr. Charles ` Hill, who has been a member of the - 


Secretariat since 1932 and has occupied the post of Secre- 
‘ «tary of the Association since January, 1944, has resigned 
his appointment as Secretary, and the Council, with great 


regret, has accepted tie resignation as from November 1,! 


1950. 

The Council has placed on record its warm appreciation 
of the faithful 'and brilliant services rendered by Dr. Hill 
to’ the Association. The’ Council has decided to make 

. arrangements for a portrait of Dr. Hill to be painted, and 
Jater in the ýear a dinner will be organized at which Dr. Hill 
will be the guest of honour. 

' Dr. Angus Macrae, Deputy Secretary, was appointed 
Secrétary of the Association as from November 1, 1950. 

In order to maintain the establishment of the Secretariat 

Dr. W. P. Hedgcock has been appointed aaa Secretary. 


` ‘The Finance and Business Officer — 


8. In view of the increase in the membership and activi- 
ties of the Association and the completion of the new wing 
in Tavistock House South, the Council has reviewed the 
work of the Association’ s Accountant: It has come to the 

conclusion that a chartered accountant should’ be appointed 
to assist Mr. W. S. Giles, and the necessary steps to’ this , 
end are being taken. Mr. Giles will in future be’ designated ` 
as Finance and Business Officer of the Association, as the, 
title. of Accountant does not #ppropriately indicate the 
scope of his duties. . ' 


x ‘Lord Horder : Dr. a. Guy Dati 


9. The Council has conveyed its cordial congratulations : 
` to Lord Horder and to Dr. H. Guy. Dain, both of whom 
have attained their 30t birthday. 


hatt * ` 


cry i 


Deaths, 


10. The Council regrets .to record the deaths of 632 


members during the year 1950. \ 


;... GENERAL MEDICAL SERVICES 
Co-operation with the Medical Practitioners Union 


© iL The Council has considered a ‘proposal by the General 


Medical Services‘ Committee to provide a liaison between 


4 


F pe ` 
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modified form can be’ held in the week following, the. 
‘A further announcement om this 


SUPPLEMENT to TRE 
i Barrish MEDICAL JOURNAL 


. that Committee and the Medica] Practitioners Union. The 
' proposal originatéd in a‘ claim put forward by the M.P.U. 
for 1epresentation on the staff side of the Medical. Whitley 
‘Council. The Committee, 'whilst not admitting the validity 
of the Union’s’ claim for such direct representation, is 
anxious to. ensure that the Minister‘is given mo oppor- 
tunity of consulting bodies other than those represented 
on the Whitley ‘Council on .major issues affecting : general 
, practitioners’ terms and conditions -of service under the 
‘National Health Service. It was felt, therefore, that it 
would ‘be in the best interests of the profession if a solu- 
z tiòn, could ‘be .found by friendly co-operation between. the “ 
two bodies. 

Assurances have been given that the Union recognizes 
that the proceedings of the G.M.S. Committee are confi- 
dential and no attempt would be made, at any time, to 
undermine the policy adopted by the Cornmittee ; that in 
any dispute with the Government the Union’s support would 
be forthcoming from’ the moment’ the final ‘decision was » 
made, even if the Union, as such, held an opposite view up” 
to that time ; and that no separate approach would be made 

, to the Minister - of Health by the Union on any matter 
affecting the terms'of servicé of general practitioners under 
the National Health Service. | 

The Committee’s proposal, to which the Council does not 
take ‘exception, is that'the M.P.U. shall be given two repre- 
sentatives on the Committee, to be chosen by the Union. 
Pending approval of this ‘proposal by ‘the Representative 
Body and the Conference. of Local Medical’ Committees, 


- the Union‘thas been invited to send two'of its members to 


meetings of the G.M.S. Committee‘as observers. 


Recommendation : ‘That, the Medical - Practitioners 
Union be. included among’ the bodies named in the 
Schedule'to the By-laws as being entitled: to be repre- 

~- sented’ on the General Medical Services Committee ; and 

~- that the Union be entitled to appoint two representatives 
on the Committee. ` . i: ‘ 
(See also para. 151 of this Report.) 


i$ 
r 


Remuneration - : 


» +12, “The Council regrets to-report that, despite continuous , 

negotiations, it has not yet been possible to effect a settle- 
ment: of the general practitioners’ claim for satisfactory 
remuneration under the National Health Service. In thé last 
report: to the Representative Body reference was “made to 
two inquiries: into actual payments from N.H.S, sources to 
each general practitioner in‘the year ended March 31, 1950, 
and into the practice expenses of general practitioners ina 
full year’s working of the Service. The results of these two 
inquiries were expected to be available in November, 1950, 
but circumstances which were agreed by the Committee to 
_be beyond the control of the Ministry made this impossible, 
and a Special Conference planned for December, 1950, was 
postponed, until March, 1951. 

- The Inland, Revenue figures relating to practice expenses’ 
became available at the.end of January, but the number of 
retúrns which, could be used was disappointingly small— . 
1,066 out ofa “sample” of 3,145 practitioners. The reason , 
for this was that a large number of the practitioners selected 
had not completed their returns for income tax, while others 
could not be- included because their accounts did not corre- 
spond with the year selected for {the i inquiry. ‘It' was decided, 
however, to use the returns obtained, provided ‘that adjust- 
ments were made to offset any distortion of the “sample,” 
After consultation, the actuaries representing ‘the two ‘sides 
were able to narrow to 1% the margin ot disagreement 
- conternidg the adjustments, 

It became apparent that -the figures snui to mcome 
would not be available in detail before ‘March 31. It was 
decided, therefore, to begin discussions on the basis of the 
total' amount of remuneration paid to general practitioners 
from all N.H.S. sources, and the representatives of the 
G.M.S. Committee met the pew Minister of Health ‘on 
February 28. The ‘Ministry had furnished the Committee 
with a statement showing (1) that the fotal amount received 
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py general practitioners from N.H.S. sources (including the 
Exchequer superannuation contributions) during the year 


» ended March 31, 1950, was £48.482m., and (2) that the 


number of principals in unrestricted practice in the Service 
at March 31, 1950, was 19,039. . . co 
When the Committee’s representatives met the new 
Minister (Mr. Hilary Marquand) and the Secretary of State 
for Scotland (Mr. Hector McNeil) the claim for an adjust. 
ment of the Central Pool was presented, and reference was 
made to the difficulties of general practice, and the general 


dissatisfaction regarding the „protracted negotiations. A , 


‘comparison was drawn between the remuneration of general 
practitioners and that of other ‘sections of the medical 
profession and other professions in the Health Service. 
An assurance was given on behalf of the Committee that, 
if the Minister would increase the amount of the Central 
Pool, the Committee would be willing to discuss the method 
of distributing the additional money in such a manner as to 

-achieve the best kind of Service and-one which would attract 
the best kind of practitioner. The deputation emphasized 
the fact that the future of general practice.in the N.H.S. was 
at stake and urged the Minister to seize this opportunity of 
placing it on a sound foundation. It was the Committee’s 
hope ‘that the Minister and the profession would work 
together as partners with a‘common aim—the creation of 
the best possible Service. _ 7 


tye 
i + 


The Minister seemed ndt unsympathetic towards the Com- . 
mittee’s statement of the case, and he agreed that a compari- 
~ son of the remuneration of the various professions working 


‘in the Health Service was not favourable ‘to the general 
practitioner. He laid emphasis, however, on the Goyern- 





! Ed * 

and the percentage of the population who still, wish to 
remain .as private- patients. ; 

The ‘Maniatry is denak an extensive purge of doctors : 
lists, and, the Committee for its part is endeavouring ito 
secure an accurate estimate of the amount of private practice 
still remaining. Pending the outcome.of these two investiga- 
tions j has been agreed that there should be no modification 


of the}95% figure. 








Shortage of Hospital Beds Por 

. Discussions have taken place between representatives 
Pe G.M.S. Committee and officers of the Ministry of 
Health{ on ways and means of relieving the present shortage 
of bedk in hospitals and improving the existing machinery, 
for. thg: admission of emergency cases’ to hospitals, It a 
pointed out that general practitioners were at present spend- 
ing aj great deal of their-time endeavouring to secure mhe. 
idsion to hospital of acute medical cases. In an-epidemic 
dime is ill afforded and would more appropriately be 
ed towards the care of other patients. It was extremely 
t to, secure beds for elderly people who required 
ing and whose home conditions were unsuitable. Prior 
ly, 1948, it was possible to obtain the help of pibhe 
ance officers in securing beds, which saved a great d 
% doctor’s time. aan 
Wo esiions made for alleviating the present unsatisfactory 
b were that chronic cases should, wherever poea $ 
be nurs&ed-in their own homes ; that hospital staffs pout 
be aske@i to work longer hours; that the number of be : 
reserved @for maternity cases should be reduced and normą 














direc! 
diffi 
nurs 


, confinem#ents should not take place in hospital ; that private 


ment’s difficulties at the present time in making additional | urses angid nursing orderlies should be employed in increas- 
-money available for the Health Service. The present ing numbers, and nurses should be freely interchangeable ; 














économic, situation; the financial. position at this period of that « ploken time” for nursing staffs should be aaa 
the year, the impact of rearmarhent—all these, he said, were 4 jt gA- rise to frustration ;, that repair and_redecoratio 
factors which he could not disregard. He undertook to: of wa hould not be carried out, unless urgently neces- 


‘meet the deputation again before the end.of April, by which ` 
time he would have had an opportunity of examining the 

detailed distribution of income tables.’ Subsequently, the ` 
following letter was received from the Ministry: 


“T am directed by the Minister of Health to refer to the meet- 
ing between representatives of the General Medical Services _ 
e Commutee and the Secretary of State for Scotland and himself 
on February 28 and to say that the Minister himself is already 
convinced, as a result of his first discussion with the representa- 
tives—and the Secretary ‘of State foh Scotland agrees—that there 
is a good prima facie case for their reviewing, as a- matter of 4 
urgency, both the adequacy of: the total remuneration of general . Dent 4 
~ ` practitioners and its distribution. They will look without delay i 
at the best way of speeding up that review - C 
“ A further meeting will be arranged before the end of April.” 


’ It is significant that, for the first time, the Minister has 

i stated that a good prima facie case exists for reviewing the 
adequacy of general-practitioner remuneration.~ . 

Although, the, G.M.S. Committee is to have further dis- 

cussions with the Minister and his officers in April,, it was 

decided to proceed with” the Conference already arranged 

for March 29, so that local medical committees, through 

their representatives, might have an opportunity of receiving 

and discussing a report on the present situation. 


a i ; j odation 
the winter months; that specjal accomm € 
be provided for elderly people who do not require 
nursing ; and that the practicability of providing a 
night-nursing service and a daytime home-nursing 

e should be explored. $ 


4 


It would also provide a channel through 


i f i d could more speedily be 
the regional hospital boar ‘cil these suggestions 


i that as a patient f 
e Committee ointed : I 
aw no “constitutional right” to a hospital bed ane 
public assistance officer’ has disappeared, it is imp A 
that there should be in every Hospira ee 
1 : 
itt e officer to whom a general prac „in 
iaoee on hand over responsibility for the admis 


ae an d pmergency, “A ini has agreed to 
The G.M.S. Committee has expressed agreement with the of a patient to hospital. an Met 
| opinion of the Conference of Local Medical Committees ` ` hine this suggestion. . > : 
. that no mass withdrawal from the National Health ‘Service cil—Committee 0 Study 
.  cduld,be effective without the withholding of medical certifi- entral Health Services A Practice Ki ' 
~ cates. The Council has conveyed this considered opinion of Genera! - 


the Committee to,the Board of Trustees of. th 
Medical Guild. - 


ti 
f 


ced’ that the Central Health 


i omen lices Council had, at fhe request of the former Minister 


3 ` 


~- ao s 

, Central Practitioners Fond—Basis of Calculation 

€ 13. In 1948- it was agreed that the population factor in 
“the calculation of the Central Practitioners Fund—95% 
of the population—should hold good for two years. -Dis- 
cussions have takén place with the Ministry of Health in 
-order to determine ‘whether any modification is necessary 
‘in the light of changed conditions. The major points of 


: A “general 
‘disagreement are the degrée of ‘inflation of doctors’ lists of general practice ; (3) mode of entry into ‘gen 


r = a? seg 
2 a ver N i 
‘ 
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practice ; (4) non-medical help ; (5) equipment and environ- 
ment ; (6) method of remuneration ; (7) liaison with hospital 
and specialist services; (8) liaison with. local authority 
services.” The Chairman of the Committee is Sir Henry 
Cohen, and the membership includes, among others, some 
lay persons and all the general-practitioner members jof the 
Central Health Services Council. ‘ oO 
The Minister’s right to ask the Central Health Services 
Council for its views on certain aspects of the National 
Health Service is not disputed, nor is there any 






is felt, however, that the General Medical Servi 
mittee of the Association, which is the, executive j of the 
“Conference of Local Medical Committees and the) recog- 
nized negotiating body on behalf of all general practit\ioners, 
. enight have been asked for its views on the consti tion, 










































a deputation to discuss-the future position regarding con}sulta- 
l ay tka matters affecting terms and, conditions of s ic 
which are customarily discussed by direct negotiati 
in Whitley Council. i 

; Maternity Medical Services 
(a) Fees for Complications Arising out of Pregna 


subject to an overriding maximum of the Part. 
each occasion upon which he treats for any of 

tions a woman for whom he has not undertaken to 
maternity medical services. Examples of such inte 


pregnancy. ; ‘ 

The Ministry is being asked to introduce similar aria 
ments in the case of those general practitioners whg 
called to attend patients who, having been co 
hospital and having had no previous antenatal trea! 
from the practitioner, after discharge from hospital dg 
complications during the first 14 days of the puerp 
such as pyrexia, breast abscess, abdominal pain 
haemorrhage. 


(b) Form E.C.24 


Form E.C.24 has now been amended : i 

: i to bring ıt ih 
with the explanatory circular letter on the pon 
vice which was issued by the Ministry in February 
A number of lines have also been printed on the 


cover of th 
an inden. e pads of these forms for use by docto 


(c) Patients’ Atterided by More than One Doctor 

R Executive councils have been asked to help in a 

ous the fee in cases where a patient is attended By 
an one doctor during the course of pregnancy. 


ppor- 
more 


(d) Antenatal Treatment 


Agreement has been reached with the Mi is! 
cases where a doctor is prevented from Smee P 
maternity medical services owing to the removal f 
woman to another area, a fee of 10s. 6d. (or 7s 6d 
antenatal examination, with a maximum of 34 ji 
24 ema should be paid, es 

Cases - ave also „arisen where. arrange 
made with the general practitioner o e aly 
medical services but the patient is. referred to hospi 
the confinement following the discovery of cone: 
mality late in pregnancy. The Munistry. has been | 
that the full comprehensive fee shall be payable 1 
circumstances, subject to the following conditions: ¢ 


4 
ry 


the practitioner is responsible for most of the antenatal’ 
care ; (2) that the local obstetric committee is satisfied that 
the case is in fact a genuine emergency ; (3) that the practi- 
tioner ts responsible for the postnatal care. i 


(e) Maternity Outfits 


An effort is being made to secure an extension: of the . 


arrangements -for the provision of free maternity outfits to: 
include women who are confined in private pursing-homes. 
The Ministry has so far been unwilling to extend the 
scheme, partly because half of the cost is borne by local 
health authorities. ‘ i d 

A number of suggestions have also been made for the 
revision of the contents of the outfits, but the view of the , 
Ministry is that, as its circular letter of. October 2 to local 
authorities sets out only the minimum rêquirements, any 
area which feels dissatisfied should take up the question. 
locally with the local health authority. ‘ 


(f) Anaesthetics in Midwifery 

Agreement has been reached with the Ministry that, 
exceptionally, a doctor administering more than one anaes- 
thetic at a confinement should be entitled to claim a fee 
for each administration. Rather than modify the existing 
regulations, the Ministry prefers that each case should be 
dealt with on its merits. 


(g) Institutional Maternity Work 


t 
r 


The attention of the Ministry has been drawn to a number ý 


of „difficulties which have arisen in various parts of the 
country as a result of its decision not to allow general 
practitioners to attend their own patients who wish to be 
confined in hospital. Discussions are proceeding on this 
problem. ' 


(h) Employment of Assistants.in Maternity Medical Services 
The Ministry has agreed that ‘a principal not on the: 
Obstetric List should be allowed to employ a locum with- 
out special obstetric experience for the purpose of providing 
maternity medical services for patients on the’ principal’s 
own list, and to rec¢ive payment at the appropriate rate- 
Hitherto the Ministzy maintained that the locum’s obstetric 
experience had to be approved in the usual way before he 
could provide maternity medical services for persons on his 
principal's list. ° : f i - 


Basic Salary—Appeals 


17. Continued representations have been made to the 
Ministry in support of the profession’s view that appeals 
against the decision of the local executive council not to 
grant basic salary- should be referred to the Medical Prac- 
tices Committee, and not to the Minister. The Ministry 
was asked that, even if it could not take this step, the Medi- 
cal Practices Committee should act as an advisory body 
on these occasions. The Ministry is reluctant to use the 
Medical Practices Committee for this purpose, partly because 
it is felt that the committee not infrequently woyld have a 
direct interest-in the Munister’s decision It has undertaken, 
however, to consider the possibility. of asking practitioners 
on the Advisory Panel to act in an advisory capacity to the 
Minister in basic salary appeals. i 

g p 

- t 
Trainee. Assistants Scheme 

18 A special subcommittee of the G.M.S. Committee is 
carrying out a review, of the Ministry's scheme for the train- 
ing of assistants in the light of experience gained in the: last 


24 years. 


1 


- 


Employment of Assistants 


19. The. Ministry has agreed that when consent to the 
employment of an assistant is given by an executive coun- 


cil such consent is given In principle, and not in respect of 


Previously the Ministry ruled that 


any individual assistant v 
for each assistant, 


fresh: consent was necessary 


` 


1 


t 


’ 21; As a result of continued 
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. Proposal for a B.MLA. Group of “ Unestablished m 
Practitioners oe of 
20. An application has been received from representatives 


‘ 


of a number of “ unestablished ” general practitioners seek-- 


ing the formation of a special group within the A’ssociation ' 
to represent their interests. Considerable thought had already 
been given to finding‘ways and means by which assistants 
and young practitioners could make their views known, and 
. the Assistants Subcommittee, which was appointed last year 
‘by the G:M.S. Committee, had been reconstituted to allow 


. for the representation: of newly established principals as well 
ag assistants. Nevertheless, it was felt that a case existed . 


for providing $ special representation for 
practitionérs. 

In view of the, difficulty of defining the various grades, 
of “ unestablished ” practitioners it was'felt that the most' 
appropriate method of‘dealing with the: request would be 

» the appointment of a special subcommittee by the G.M.S. 


“unestablished * 


* Committee, to include, in addition to assistants and young 


practitioners, representatives of the “unestablished” prac- 
titioners appointed through an electorate set up for the 
purpose and organized, if ee OT a regional basis. 
This subcommittee will esistants and 
Young Practitioners Subcc| it has been 





















suggested that the elector the follow- 
ing, who should not necessa the Associa- ‘ 
tion: (1) assistants in ge practitioners 
, seeking permanent openin: ice who are 


' registered with the Medir 
(3) practitioners whose gros 
per annum . , 


. | v Inflation 


ry Bureau; 


has agreed to carry-out a cl 
registers to eliminate the inflatio 
lists. .A comparison will -be ma 
registers with those maintained for purpose of national- 
registration. -The clearance is bein iéd out in alpha- 
betical orderand, to obviate any hardship to doctors in 
areas where any particular letter*-of the alphabet might. 


predominate, it has been agreed ‘that the percentage of popu- 7 


' Jation on doctors’ lists in each area—which 1s a factor jn 
the distribution of the Central Pool—should be “ frozen ™ 
on the basis of the percentage obtaining on January 1, 1951. 
The amount of the Central Pool! itself will be adjusted ‘to. 
meet any fluctuation:in the overall population. >. 

The Ministry is conscious of the need for a Central Index: 
Registry to reduce the possibility of inflation in the future, 
and it is understood that it is taking, steps to establish such 
a ii i i : 

a l k 
Ki Second Report, of the Medical Practices Committee ‘ 


23. The Medical Practices Committee, on completing its 
survey of general practice ‘in England and Wales as: at 
January 1, 1950; has” published its Second Report, which _ 
deals with ‘the classification of-areas throughout the country. 

“Following criticisms which were -levelled at the Minis- 
try’s action in asking executive councils. to implement 
the recommendations of the Medical Practices Committee’s 


First‘Report, the Ministry sought the advice of the Asso- . 


_ ciation on the action which executive councils might take 
to secure additional doctors in areas where they are most 
urgently needed. A number of suggestions put forward, 


which arose on the previous occasion. 


’ = Filling of Vacancies 
23. Discussions are taking place’ with representatives of 
the ‘Ministry and of the Medical Practices Committee with 
; a view to solving ‘the difficulty created where a successful 


applicant for'a practice vacancy ‘finds that the’ practice 
premises have been secured by another doctor ‘who‘ was 


\ r OEN 


t exceed £1,250 





employed in' the prcti as.a locum or who has joined 
the medical list in an open area, 
The Ministry suggested that the terms of service should: 


` be amended to provide that, apart from a successful appli- 


cant, no doctor‘ would be able to provide general medica] ser- 
vices from the practice premises for a certain period without 
the consent of the Medical Practices Committee. This solu- 
ition did not appeal to the G.M.S. Committee, which felt 
‘that it placed an undesirable restriction on the owner of 
the house. Discussions . are continuing. — ` aa 
ee Definition of a Partnership 

24. Agreement has been reached with the Ministry og 
what constitutes a partnership for the purpose of regulating 
the maximum number on a doctor’s list. For this purpose 
a doctor, will not be deemed to be carrying on in practice 
in ' partnership unless he is in the position -of a principal . 
in connexion ‘with the practice andis’ entitled to a share.- 
of the profits which is not less than ofe-third of the share’ 
of the profits of the partner with the’ largest share, ‘" 


‘ ' ’ į 1 

` Change P Doctor 
. 25. The revised arrangements for persons who wish to 
change their doctor came into operation on October 1, 1950. 
They provide for change of doctor (1) immediately by 
obtaining the consent of the patient's present doctor, or 


(2) at the end of 14 days after giving notice ‘to the executive 
, council of a desire to change to another doctor, ' ` 


Raney Committee on Certification 
- 26. The Interdepartmental Committee. on Certification 
(Safford Committee) recommended inter. alia that a joint 
committee representative of medical and other interests be 
established to advise and give assistance in preparing new 
forms of certificate. Drs. Wand, Jope, Arthur, and Woolley, 
together with Dr. R. Cc. Hamilton, representing Scotland, 
have been nominated to serve on the committee. 
`y es t Z » 9 ‘ + 
ti ; Prescribing’ by Consultants ,, .~ 

‘27, Attention has been drawn to the difficult. position in 


- which general practitioners are placed’ when’ a: consultant 


informs a patient that he is advising a particular prepara- 
tion for his treatment. “This applies particularly to pre- , 
parations which may be classified as foods for N.H.S. pur- 
poses. It is felt that the consultant’s report on the case, 
including his advice with regard to the prescribing of pro- 
prietary preparations, should be transthitted to the patient's’ > 
doctor under -cdnfidential cover. The matter has been 
referred to the Central Consultants ' and Specialists 
Committee. ij ‘ C , 


Testing’ of Drags and Tomai 

128. As a result of protests froma number of general prac- 
“éittoners against the requirement. in the terms of service that, 
a doctor should give prescriptions‘ for test, purposes, the’ 
matter was discussed with representatives. of the Pharma- 
ceutical Society and. the ,Central’ N-H.S. (Chemist-Contrac- 
tors) Committee, without whose support it would, of course, 
be impossible to obtain an amendment of the terms of 


’ service. a ie 
and adopted by the Ministry, should obviate the difficulties ' z 


The considered opinion of the pharmacists is that so long 
as a scheme designed 'to test the nature:'and quality of drugs 
and appliances supplied’ under tbe National Health Service 
is required by the Ministry of Health, the scheme at present 
‘in being is less open to pharmaceutical objection than any 
other- so far proposed. . The pharmacists’ ¿representatives 
felt that any’ action taken by general practitioners to pre- 
vent the operation'of the present scheme would not assist 
in the solution of the problem, and it was therefore decided 
to take no' further action on the matter. 


ree ie a 
tet a 
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G 2 i i - names of any suitable practitioners which the Ministry has 
Specially Expensive Drugs and Appliances .in mind will be submitted to the local medical committee ` 


29. The Ministry has agreed that the following items for its observations, and at the same time the Ministry 
should be included in the list of specially expensive drugs will be prepared to consider additional names put forward . 
for the supply of, which dispensing doctors paid by capita- by local medical committees. 
tion fee receive payment over and above such fee: Strepto- ý 


r 


mycin and preparations of streptomycin; dihydrostrepto- ' : ; ` 
mycin and preparations of dibydrostreptomycin ; para- Health Centres 
aminosalicylic acid. ' 35. The General Medical Services Committee has 


It has also been made dlear that vitamin Bəs, ıs covered approved a report by a special subcommittee which 
by the item “Liver Extracts and the active principles of deals with a number of practical pomts in connexion with 
liver ” in the special ligt. ‘ the establishment,, administration, and ‘staffing of ‘health 

Further representations have been made in favour ,of the ‘ centres. Among the problems which have been examined 
inclusion of crépe bandages, a number of medicated gauzes „are those of protecting doctors ‘from encroachment; the 
fparticularly penicillin gauze),, “riddobron,” “penicillin “method of selection and mode -of entry to “practise in a 
nonad tulle,” chloramphenicol, and ‘the more expensive health centre; the form of co-operation between doctors in ‘ 

es of pessaries, These items are still under considera- a health centre; and practitioners’ terms Of service. - 


‘tion by the Ministry. . ; : . Consideration has also been given to the action which a 
» a - doctor entering a health centre can take to terminate his 
Specifications for Prescribed Appliances : existing practice liabilities without mcurring financial Josses, 


and under the guidance of the Association's solicitors a 


30. Amending regulations have been issued by the mode] contract has been prepared for use by those entering 
Ministry which include a revised schedule of drugs and health centre practice 


apphances and a requirement that the: appliances set out The repo er discussion with officers 
in the schedule shall conform to specifications to be included of the Min = 
in the Drug Tariff. This amendment has the merit that new 
appliances can be added to the specifications without amend-. | = 
ing the Regulations, as was Previously necessary. ~ 

The Ministry’s intention is to make the specifications in 36. Follov t reached with the local 
the Drug Tariff as wide as possible so that everything that authorities’ 
could normally and reasonably be regarded as covered by for vaccinatio 
the Schedule will be included. The Ministry has asked the - which Jocal aut 
advice of the Association generally on the question of speci- of vaccination 
fications. These will include a certain number of proprietary of patients on 
articles; although not -by their proprietary names 


+ whether or n is on the doctor’s list, and has 
Economy in Prescribing _ undertaken to authorities in this sense in any 


31. Discussions have tdken place with the Ministry on tases of dificult arise m, future- The Ministry has 


intervened su all cases which have been brought 
ways and means of effecting economies -in prescribing tto its notice. i - ; i 


costs. The Ministry is now in-the process of implement- 














ion, cases have arisen in 
icted payments for records 
to those, received in respect 
S. list. .The Ministry 1s of, 


ing a ‘number of suggestions which have been put for- : a li ` l, 
ward, involving, inter alia, a greatly, extended propaganda Publicity ie: Disċip Cases 
campaign ; the publication of a quarterly, booklet on pre- 37. Some concern has been expressed at the publicity 


scribing costs generally ; and the issue of a comprehensive given to decisions of the “Tribunal appointed under the Act ` 
list of proprietary drugs and preparations with their reputed to hear “ representations ” against doctors, dentists, chemists, 
therapeutic equivalents. f and opticians. Representations have been made to ‘the 
i A Ministry that, except in those cases in which the decision is 
to remove the doctor's name from the medical list, the 
F rivolous and Unjustified Emergency Calls identity of the doctor should not be divulged i in the published 
32 Persistent representations have been made to the decision of the Tribunal. 
Ministry to reintroduce rules for the conduct of patients 
similar to those which were in force under the N.H.L Act. j A . 
The Ministry has said that, at this stage, ıt can do no f Review of National Insurance Benefits 


more than undertake to consider the point in’ connexion 38. In respgnse to an invitation from the National | 
with any future legislation, and that the question will again {Insurance Advisory Committee, the G.M.S. Committee has 
be raised at the highest level. expressed its views on questions relating to the adequacy of 


The Ministry has also been urged to’ extend its publicity the monetary benefits available to women under the ‘National 
campaign to prevent frivolous and unjustified calls upòo “Insurance Act. In particular, ıt has-been suggested to the 


medical practitioners ~ Committee that there should be a difference between the 
i l t amount of benefit paid to women who are confined in their 
Reports to Régional Medical Officers own homes and that paid to women who are confined in 


hospital or elsewhere at the public expense. 

It has also been suggested to the Advisory ,Committee, 
in connexion with a review which that committee is under- 1 
taking of the time limits for claiming, benefit under the 
National , Insurance Aet, that sympathetic consideration 
should be given to the admission of evidence signed by a 
doctor that the patient had been unable to follow his nor- 
mal occupation from a date which had already expired. 


\ ~ 


33. Up to the present, practitioners have been allowed 
only two days in which to complete and return reports ` 
concerning patients who have been referred to regional 
medical officers of the Ministry. As a result of the diffi- 
culties which have been experienced in completing and , 
returning these reports within the prescribed time,’ it has 
been agreed that the report form willibe reworded so as 
to make it clear that in exceptional circumstances an exten- 


` sion of the period of two days will be allowed. y N 
i : Remuneration for Attending a Case of Dental Haemorrhage 
Appointnient of Part-time Regional Medical Officers ‘ 39. Continued representations have been made’ against 


34. In future local medical committees will be con- the present unsatisfactory pogition in regard to payment for ,_ 
sulted by the Ministry of Health in connexion with the , cases of dental haemorrhage. Thè Ministry is: at present” 
appointment of part-time regional medical officers. The | exploring the possibility of requiring the dentist to attend 

i $ i } 
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cases of dental haemorrhage personally, or to make arrange- 
ments for their treatment in his absence. Should this pro- 
posal be adopted the doctor would be empowered to receive 
a fee from the dentist, as in the case of a dental anaesthetic, 
and the -latter would claim the fee from the executive 
council. It is hoped that this long-standing grievance will be 
rectified in the very near future. 


Fees for Dental Anaesthetics 


_40. Following consultations with the British Dental Asso- 
ciation, a strong protest was made to the Ministry of Health 
about the reduction in fees paid for dental] anaesthetics as 
a result of a general cut in dental remuneration. The 
Ministry, however, adheres to the view that, as tne respon- 
sibility for providing anaesthetics in connexion with dental 
treatment rests. with the dentist, the fee is purely a matter 
of private arrangement between the practitioners concerned, 
and that:any increase in dental remuneration is out of the 
question atthe present time. The co-operation of the B.D:A> 
is being sought in cases where the fee has been reduced by 
more than 10%. 


Protection of Practices of Doctors Called Up in an 
Emergency 

41. The G.M.S. Committee has established a gub- 
committee to examine the methods of protecting the 
practices of those doctors who may be called up in the 
event of a national emergency, and a number of: proposals 
have been discussed with the Ministry of Health. Pend- 
ing the Government’s decision on the general question of 
making up civilian pay, the Ministry is at present unable 
to do more than undertake to examine the stheme in detail. 

Briefly, the proposals which have been made include: 


(a) Making good from the Central Practitioners Fund the differ- 


ence between a doctor’s Service pay and allowances and his - 


former net income from N H S. capitation fee sources. 

<b) Reimbursing the absentee practitioner for any continuing 
expenses which arise directly from the continuance of his practice 
by other doctors, i 

(c) “ Freezing” doctors’ lists at the commencement of the 
oo and permitting patients to transfer‘only on a temporary 

A more urgent problem was the position of practitioners 
liable to recall in consequence of the war in Korea, and, 
following representations, the Ministry issued a statement 
to the effect that the absentee doctor’s name will be retained 
on the medical list of, the executive council. The doctor 
himself is ‘required to make deputizing arrangements, by 
the appointment of a locumtenent or otherwise, to enable 
his practice to be continued during his absence. 


Supplementary Ophthalmic Services—Reference of Patients 
. to Hospital by, Opticians 

42. As a result of complaints from a number of areas 
the Ministry was asked to amend the Supplementary 
Ophthalmic Services Regulations so that ophthalmic opti- 
cians and ophthalmic medical practitioners would be 
required to refer patients requiring ophthalmic treatment 
other than refraction back to their own practitioner instead 


-of direct to hospital. Although this is the intention of the 


existing regulations, it was found, on examination, that there 
are technical difficulties in the way of framing new regula- 
tions to make such a requirement compulsory in_all 
circumstances. The, Ministry has undertaken to remind 
ophthalmic opticians and ophthalmic medical practitioners 
of their obligations on this point under existing regilations. 


Refresher’ Courses f -= 


43. In consequence of a resolution passed by the 1950 
A.R.M., the Ministry was asked to extend the present 
arrangements for general-practitioner refresher courses to 
full-time assistants in general practice. The difficulty in 


` 


the way of this proposal is that the amount available for 
` these grants is strictly limited by the Treasury, and the 
inclusion of assistants at the present time would mean a 


reduction in the number of courses available for principals. , 


The Ministry has, however, undertaken to give to assis- 
tants any places which are not required by principals and 
to give ‘the question favourable consideration when the 
financial position is not so difficult. 

Application was made for the grant for “ short” refresher 
courses to be extended to include the week-end refresher 
courses organized by a,number of hospitals in London and 
elsewhere. The Ministry has agreed that these week-end 
courses should qualify for the grant provided that: (a) the 
course consists of not less than three sessions; (b) it is 
approved by the university concerned; and (c) the practi- 
tioner complies with the criteria laid down by the Ministry 
for attendance at “short” refresher courses. 


x . 


Handbook for General Practitioners 


44. The Ministry has issued to every general practitioner 
in the N.H.S., through executive councils, a copy of a 
Handbook for General Practitioners. i 


, me 9 
SUPERANNUATION AND COMPENSATION 


_ Practices Compensation 
- 45. During the year the work of assessing the annual 
value of the goodwill of general practices has continued, 
and the Association, through its representatives on the Prac- 
tices Compensation Committee, has been able to watch the 
progress of this work. 

The Council has protested about the delay in formulating 
the regulations dealing with the procedure for claiming com- 
pensation under the National Health Service (Amendment) 
Act, 1949. It-has also discussed with the Ministry the ques- 
tion of advance payments to practitioners who have retired 
or who have claimed on hardship grounds because of out- 
standing loans. : 

There are still a number of appeals to arbitration await- 
ing hearing, but it is hoped that it will be possible to 
announce later in the year the final rate, expressed in years’ 
purchase, at which compensation will be payable. 

The Council will continue.to take all possible steps to 
bring this matter to a conclusion. 


Poor Law Medical Officers 


46, The Council has considered the following resolution 
of the A.R.M., 1950 (Minute 209): i 
“That Council be requested to approach the Ministry .to 
implement the pension rights of those Poor Law medical 
officers who have had superannuation contributions deducted 
in the past.’’- ` 


No action appeared to the Council to be necessary on 
this resolution, as the National Health Service (Superannua- 
tion) Regulations already entitle practitioners, subject to 
certain conditions, to pension in respect of previous service 
in Poor Law superannuable medical officer appointments. 
Pension is payable when. N.H.S. pension becomes payable. 


General Practitioners and Qualifying Service 

47. The Council has taken up with the Ministry the two 
matters referred to in A.R.M., Minute 111 of 1950—namely, 
the counting of service under N.H.1. as qualifying service 
for N.H.S. superannuation purposes, and the payment of 
the employer’s 8% contribution to practitioners, or their 
dependants, in the case of retirement or death before the 
requisite 10 years’ qualifying service has been completed. 

' i 2 3 
Widow’s Pension 

48. The Ministry, in making the National Health Service 

(Superannuation) Regulations, 1950, agreed that the exclu- 


` 1 


oe 
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sion of the wife who has‘a pension in her own right from 
the widow’s pension provision should not apply to a woman 


` who has earned her pension as a practitioner. 


‘ 


Locumtenent 


49. Normally appoirftments as a locumtenent are outside 
the scope of the N.H.S. superannuation scheme, but cases 


have arisen where such an appointment is’ of rather longer . 


duration than usual, and it is desirable for the service to be 
recognized for superannuation purposes. 

This position has been raised with the Ministry, and it 
has found a solution which will enable a practitioner in these 
circumstances to continue contributing, thus preventing a 
disqualifying break in service. 


1° Ag 


Part-time Hospital Medical Officers 


"50. The Council has drawn the Ministry’s attention to 
the anomaly that practitioners who go from a superannuable 


appointment to a part-time appointment in the hospital ser- i 


vice are not covered for superannuation purposes in respect 
of the latter, as part-time hospital appointments (other 
than consultant) are outside the scope of the superannua- 
tion regulations. As a result the Ministry has agreed to 
remove the anomaly ‘by making part-time appointments— 
for example, part-time registrarships—superannuable. 


REVIEW OF GENERAL PRACTICE 


51. The Council reported last year (paragraph 75) that it 
was about to appoint a special Committee to study the con- 
ditions of general practice. This Committee has now been 
appointed with the following terms of reference: 

“To review the present position in general practice, its diffi- 
culties and its trends, both generally and with reference to the 
two years’ experience of the National Health Service Acts, and 
to the B.M.A. Report on ‘ General Practice and the Training of 
the General Practitioner,’ and to make recommendations.” 


The Chairman is Dr. C. W. Walker, of Cambridge, and, 
the members include practitioners from all types of general 
practice, some consultants, and a medical officer of health. 


When the Committee began its work it had before it, on. 


the one hand, the Association’s recently published report on 
“ General Practice and the Training of the General Practi- 
tioner,” which offers a standard of comparison with existing 
conditions of practice, and, on the other hand, memoranda 
by individual members of the Committee, expressions of 
opinion about present-day general practice collected from 
the medical journals, and information on the attitude of the 
public towards general practitioners. Discussion of this 
material quickly showed that, if the results of the review 
were to have significant value, the Committee’s inquiries 


“must be on a large scale, and, further, that it must seek its 


information from general practitioners” themselves—from 
the men and women in practice whose voices might not be 
heard through the columns of the medical journals or in 
evidence before committees. z 

The Council accordingly decided to invite assistance from 
the whole body of general-practitioner principals in the 
National Health Service and in private practice, Some 200 
of them will be visited personally by the secretary of the 
Committee, and the remainder will be communicated with 
by post.: In order that there may be no doubt about the 
statistical soundness of the inquiry, the Council has enlisted 
the advice and assistance of Professor Bradford Hill in 
arranging the investigation and interpreting the results. 
Practitioners need not fear that they will receive a long 
questionary to answer. The inquiry is being arranged in 
such a way that, while the investigation as a whole will cover 
a wide field, each individual practitioner will be put to a 
minimum amount of trouble. The personal visits are already 
in progress. The postal inquiry will take place in a few 
weeks’ time. 

In addition, Divisions are being encouraged to form Study 
Groups to study the report on “ General Practice and the 
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Framing of the General. Practitioner,” to, discuss matters 
relevant to the Committee’s terms of reference, and to submit 
their views to the Committee. Study Groups have been 
given a list of headings under which the Committee is organ- 
izing its discussions, so that all may proceed on a uniform 
basis, 

From the material tbus collected the Council hopes to be 
able to build up an, objective and truly representative picture 


. of general practice. as it is to-day. It will then compare this 


picture with the ideals set forth in “ General Practice and the 
Training of the General Practitioner,” consider its merits and 
its faults, estimate the difficulties of general practice and 
their causes, attempt to discover the scope and trend of 
modern general practice, and make recommendations for 
improvement, taking into account the ‘interests of both 
patients and practitioners. 


HEALTH CENTRES 


52. The Council has not yet circulated to local health 
authorities its report on Health Centres, which was com- 
pleted in 1949, as it seemed: likely that owing to present 
conditions, which have precluded any general provision of 
health centres, the Report would be regarded as of purely 
academic interest and would not receive due attention. 

The Council continues to keep the question under con- 
sidesation, and although there appears now to be less 
enthusiasm for health centres than there was four or five 
years ago, it still believes that the highest standard of practice 
could be provided from the type of centre envisaged in the 


` Report. It is of the opinion that a properly equipped and 


staffed centre would be not only a convenient place for 
group practice but essentially a means of bringing together 
general practice and thé local authority clinic services. 

In the Report emphasis was laid on the’ desirability of 
experimenting with different types of health centre in vary- 
ing areas, and the Council is pleased to note that, in spite 
of present difficulties, in one or two areas centres are being 


' provided, These to some extent will provide the experi- 


mentation which is needed and will demonstrate the degree 
cf usefulness of health centres. 

The: Council feels that interest in health centres may be 
reawakened when the Health Centres Committee of the 
Central Health Services. Council issues its report in due 
course, and it proposes to make this an opportunity for 
circulating its own report, which should then be of more 
than mere academic interest to local health authorities. 


CONSULTANTS AND SPECIALISTS 
General Statement on Policy 


53. The main task of the Central Consultants and 
Specialists Committee during the year has been to keep 
in touch with consultants throughout the country by means 
of its regional organization, and to represent the views of 
all consultants to the Ministry through thé Joint Committee 


- with the Royal Colleges and the Royal Scottish Corpora- 


tions. The Committee has closely collaborated with the 
Joint Committee in all aspects of its task of negotiation, 
and through its six representatives on that Committee has 
played: an active part in discussions with the Ministry and 
in the medical Whitley machinery which has now come into 
operation. 

For the future, matters affecting terms and conditions of 
service, will be dealt with by discussion with the Manage- 
ment Side in Committee B of the Medical Whitley Council 
and not, as' formerly, by negotiation with the Ministry. 

The Joint Committee will, however, continue in regular 
consultation with the Ministry direct on questions of policy 
—for example, m medical advisory machinery, private beds, 
and professional grading. One of the outstanding examples 
of successful consultation between the Ministry and the pro- 
fession’s representatives during the year has been the settle- 
ment of the problem of the use of the S.H.M.O. grade in 
hospital medical establishments (see para. 61). 
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Select ANER on Estimates 


_ 54. In December last an invitation to the Association to 
submit a memorandum of its views on the hospital services 
was received from a subcommittee of the Select Committee 
on Estimates which was inquiring into the estimates for the 
hospital, specialist, and ancillary services of the National 
Health Service. The Association was asked for its views 
not only-as to economies which could be effected but also 
regarding administration and staffing. The matter was 
referred by the Council to the Central Committee, and the 
wide terms of reference enabled the Committee to express 
its views very sully on the administration of the hospital 
services, 

The statement of evidence presented to the subcommittee 
of the Select Committee is set out in Appendix H to this 
Report. ‘ 


Hospital Administration 


55. Early in 1950 the Central Health Services Council 
appointed a special committee to study the internal adminis- 
tration of hospitals, with the following terms of reference : 

“ To consider and report on the existing methods of administra- 

tion in individual hospitals with particular reference to: 


“dii) the extent to which administrative duties should be 
., undertaken by medical and nursing staff.” 


The Association and the Central Consultants and Special- 
ists Committee were both invited to submit evidence to this 
committee, and the statement of written evidence presented 
to the committee of the Central Health Services Council is 
set out in Appendix III to this report. This statement of the 
views of the profession was supported by oral evidence. 

It will be noted that the emphasis upon the importance 
of medical' advisory machinery is in line with the views 
expressed by the Representative Body in 1950, 7 


i 


Regulations Relating to the Appointment of Consultants 
and S.H.M.0.s 


56. In July, 1950, the’ Minister laid before Parliament, 
regulations regarding the appointment ‘of consultants and 
S.H.M.O.s which came into effect on September 1, 1950, 
revoking the earlier regulations made in 1948. Some nine 
months previously the Ministry had indicated to the Joint 
Committee the nature of certain amendments which it was 
proposed to make to the original regulations, but the amend- 
ments embodied in the new regulations differed in many 
respects from those suggested earlier, The Joint Com- 
mittee protested to the Ministry at this lack of adequate 
consultation. 

The new regulations preserve the Advisory Appointments 
Committee procedure, and the principal changes of interest 
to the profession are those relating to the alterations in the 
composition of these committees. $ 

In the case of appointments to non-teaching hospitals the 
total membership of the committee (seven), and the members 
nominated by the board and hospital Management committee 
_ (five and two respectively) remain as before. But of these 

seven members it is now laid down for the first time that two 
(one nominated by the board and one by the hospital manage- 
ment committee) must be laymen. Hitherto the hospital 
management committee was free to nominate two medical 
practitioners as its representatives on the advisory appoint- 
ments committee, and where two hospital management com- 
mittees were concerned in the appointment it was possible for 
each to appoint a medical representative. This will not now 
be possible. Under the new regulations the hospital manage- 
ment committee is obliged to nominate a member of the 
medical staff of the hospital concerned as one of its repre- 


sentatives, but this was the common practice under the old ' 


regulations. 

In the case of an siege toa teaching hospital the 
total membership of the advisory appointments committee 
has been increased from seven to eight, and the representa- 
tion of the university has be¢n increased from two to four, 
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bringing it into equality with that of the board of governors. 
Here again there, is an obligation to appoint two laymen 
upon the committee. e 

Previously the board of governors had the “ direct ” nomi- 
nation of four members, its fifth representativè being nomi- 
nated after consultation with the regional hospital board of 
the area. Now the board has only the direct nomination of 
two members, the third being nominated after consultation 
with the regional hospital board, and the fourth after con- 
sultation with the “appropriate” Royal College. Of the 
two members directly nominated by the board of governors 
one mist be a layman, the other a member of the medical 
staff of the hospital concerned. The net result of these 
changes is that this last member may be the only represenéa- 
tive of the hdspital medical staff on the committee, although 
it is of course open to the university to nominate member of 
the medical staff among its three professional nominees, 

Provision for the appointment of two consultants in the 
specialty concerned has been retained in the case of teaching 
hospital appointments, although this representation has been 
reduced to one in the case. of the non-teaching hospital 
appointment. 

Where the teaching hospital is associated with the Univer- 
sity of London it is provided that the university shall con- 
sult the appropriate medical school in regard to the nomina- 
tion of two of its professional members. 

Upon the recommendation of the Central Committee the 
Joint Committee has made representations to the Ministry, 
deploring the increase in lay representation upon advisory 
appointments committees, and urging the further amend- 
ment of the regulations to provide that the medical staff of 
the hospital concerned shall have at least three representa- 
tives on the advisory appointments committee, and also that 
where the appointment is to two or more non-teaching hos- 
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- pital groups the medical staff of each group shall be repre- 


sented. In addition arrangements should be made to secure 
that the hospital medical committee has an opportunity of 
expressing its views on the candidates. It has also been 
recommended that’the obligation upon the university to 
consult the medical faculty should be extended to the 
provinces. 


Review of Registrar Appointments 


57. In November, 1950, the Ministry issued proposals for 
a review of appointments to the registrar grades (Circular 
R.H.B. (50) 106, Supplement, November 18, 1950), with the 
object of relating the number of registrar and senior regis- 
trar appointments to the number of consultant openings 
likely to occur in the next few years in the National Health 
Service, the medical schools, the Colonial Service, research, 
etc. The Ministry estimated that the total number of con- 
sultant vacancies was unlikely for some years to come to 
exceed 150 annually, and, so far as the hospital service was 
concerned, the estimate was based on wastage by retirement 
or death plus a small allowance for additional posts, 

In order to achieve this objective the Ministry proposed 
that the present numbers of registrars and senior registrars 
—i.e., approximately 1,400 in each grade—should be reduced 
toa ‘total of 1,100 registrars and 600 senior registrars for 
all the hospitals of England and Wales. These figures were 
reduced to a regional basis, and regional boards and boards 
of governors, acting ‘jointly in each region, were instructed 
to consider what posts in the two grades should be provided 
in each specialty within the maxima laid down, and where 
they should be held, and to submit their joint proposals for 
the approval of the Ministry by January 1, 1951. 

The boards were also instructed to review each registrar 


at the end of his first year and each senior registrar at the, 


end of his first or second year, reappointing these officers 
for a further year only so far as could be done within the 
proposed new establishments. The appointments of those 
officers who had completed two years as a registrar or three 
years as a senior registrar were to be terminated. 

No provision was made in the circular for dealing with 
the hospital staffing problem that would. inevitably arise as 
a result of the reduction-in the numbers of registrars. In 


ay 
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the case of senior registrars, however, where the proposed 
reduction was nearly 60% of the present, establishment, ıt 
was proposed as a temporary measure that where necessary 
a hospital board might offer a displaced senior registrar a 
temporary appointmentefor one year, but that as a long- 
term policy boards should employ in substitution for senior 
registrars suitably experienced general practitioners as part- 
time clinical assistants. 

The previous Minister of Health suggested in the House 
of Commons that these proposals had been issued after full 
consultation with the representatives of the profession. This 
was true in so far as the proposals were discussed between 
the Ministry and the Joint Committee, but the implication 
that the proposals were issued with the approval of the Joint 
Committee was false, for the Committee had expressed in 
the strongest terms its disagreement with them. 

The fundamental objections of the Central Consultants 
and Specialists Committee and the Joint Committee to the 
Ministry’s proposals were (a) that whereas there was evidence 
of a need for a substantial addition to the existing number 
of consultant appointments, which was in fact supported by 
the Ministry’s own memorandum on the development of the 
consultant services, the proposals were based on the present 
establishment, with but a meagre provision for additional 
posts. Thus the proposals would virtually bring any expan- 
sion of the consultant services to a standstill for some years 
to come, and forgo the opportunity for expansion now 
presented by the large numbers of experienced registrars ; 
(b) that the Ministry, in regarding registrar and senior regis- 
trar appointments primarily as training posts, had failed to 
take into account the fact that these officers were an essen- 
tial part of the hospital team, and that the alternative staffing 
arrangements suggested did not seriously touch the “ man- 
power’ problem that would be ee by the proposed 
reduction in establishments. 

Early in January the Joint Committee again discussed 
the proposals with the Ministry, and on this occasion the 
Ministry stated that the proposed future establishment of 
registrars and senior registrars set out in R.H.B. (50) 106 was 
a “target figure,” and'should not be regarded as inflexible. 
The Ministry added that there was no intention of dictating 
arbitrary establishments to hospital boards, and that the 
boards were considering the position in the light of the 
Ministry’s proposals with a view to submitting their own 
_ formal proposals as to the numbers required in each grade. 
“| At the same time an independent survey of medical staffing 


“was being conducted by medical teams throughout the 


country, and as information increased the position would 
be further reviewed from ime to time and the figures 
adjusted as appeared to be necessary. 

The Ministry drew attention to the fact that, contrary to 
the suggestion that had been widely expressed, the proposals 
did not involve the immediate dismissal of large numbers 


of registrars and senior registrars, and any reduction result- 


ing it the review would be spread over a period of at 
least fg months. Moreover, there was no intention of imme- 
diately displacing any registrar whose services were required 
By the pital, whether in an existing appointment or as a 
replacemént. 

The Ministry’ agreed to enter into full discussions with the 
Joint Committee on questions of general principle affecting 


_the employment, of registrars and junior medical staffing 


generally, but it could not agree to postpone its existing 
p-oposals for reviewing the registrar grades pending the 
outcome of these discussions as requested by the Joint 
Committee. 

Nevertheless the Ministry had already accepted that its 
original proposed establishments ‘might require modification, 
and it was understood that the hospital establishments which 
were being prepared for the purpose of financial estimates 
would be an overall figure to include provision for the 
replacement of registrars or for temporary appointments 
according to the needs of hospitals. 

Gt will therefore be possible further to modify the estab- 
lishments within the overall figure, as a result of the pro- 
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posed discussions, and the Joint Committee is hopeful that 
the discussions will prove fruitful in reaching a satisfactory 
agreement of a more permanent character on the -whole 
question of the place of the registrar in the hospital. 

The Central Committee has had the position under review 
throughout the discussions between the Joint Committee 
and the Ministry, and in “ briefing” its representatives on 
the Joint Committee it has taken note of the views expressed 
by the Representative Body in 1950, and those put forward 
by the Registrars Group. 

Remuneration of Regional Administrative Medical Staff, 
Medical Superintendents, and Regional Psychiatrists 


58. The first matter referred to Committee B of the Medica] 
Whitley Council by the staff side (i.e., the Joint Committee) 
was the question of the remuneration of medical superin- 
tendents, regional administrative medical staff, and regional 
psychiatrists, and the management side agreed to a proposal 
from the staff side that the Committee should ‘discuss the 
matter initially as a subcommittee in order that representa- 
tives of the three groups affected could be co-opted and 
thus take an active part in the discussions. ; 

The staff side put forward proposals for a ‘revision of 
remuneration covering the three groups early in July, but | 
in September the management side asked for further time 
in which to consider the staff side’s proposals, - 

At a subsequent meeting, held in December, the manage- 
ment side submitted counter-proposals regarding the salaries 
of regional administrative medical staff and regional psychia- 
trists, which, after consideration, the staff side felt to- be 
unacceptable. Shortly afterwards the award of the Indus- 
trial Court on the remuneration of medical officers of health 
was published, and further discussions took place with the 
Management side in the light of this award. The manage- 
ment side, however, refused to modify its proposals in any 
respect, and finally the discussions broke down. The staff 
side thereupon sought and obtained the consent of the 
management side to resort to arbitration, and an application 
is being made to the Minister of Labour to refer the dispute 
to the Industrial Court for a settlement. 

So far as the position of medical superintendents is con- 
cerned, the management side originally adopted the attitude 
that it could not approach the question of remuneration 
until the committee set up by the Central Health Services 
Council to study hospital administration had issued its report. 
The management side now recognizes, however, that this 
would involve an altogether unreasonable delay, and it has 
therefore promised to reply to the staff side’s proposals, - 
or to put forward alternative proposals as a basis for 
discussion ' / ’ 


Grading of Hospital Medical Staff. Review of S.H.M.O.s 


~- 59. The Committee has had before it the following resolu- 
tions adopted by the Representative Body in 1950: 


(1) That this meeting is not satisfied with the composition of 
former Grading Committees. Too many mistakes have been 
made. It recommends that another body, including general prac- 
titioners, be set up forthwith to rehear appeals with a view 
to rectifying existing anomalies ; and urges the Central Consultants 
and Specialists Committee to take all possible steps to ensure that 
the promised review of gradings is carried out in agreement with 
it upon the methods and personnel. 

_Q) That this meeting regrets that thé review of grading of 
hospital medical staff does not include general-practitioner 
specialists as defined under terms of service, para. 10 (b). Since a 
number of practitioners graded thus are still ufdertaking con- 
sultant .duties, this meeting urges that the position of this type 
of practitioner should be included in the review equally with 
those graded S.H.M.O. 


As previously reported to the Representative Body, the 
Ministry has undertaken to carry out, in the latter half of 
1951, a review of practitioners graded as S.H.M.O., and 
bearing this in mind the Committee considered that it would 
be impracticable to press the Ministry to reopen questions 
of individual grading before this general-_review. 
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The Ministry has already indicated that it will discuss 
the machinery for the 1951. review with the Joint Committee, 
and it has been recommended to the Joint Committee (a) that 
any review committee appointed on a regional basis should 
include representatives of the appropriate Regional Con- 
sultants and Specialists Committee, or alternatively that any 
national review committee should ‘include representatives of 
the Central Consultants and Specialists Committee; and 


(b) that where the status of a general practitioner under- 


taking hospital work is under review there should be a 
general-practitioner consultant upon the review committee. 
The Committee endorses the View of the Representative 
Body that the review should be extended to cover practi- 
tioners working in hospitals under the provisions of para- 
graph 10 (b) of the Terms of Service, and also J.H.M.O.s, 


' and has urged the Jomt Committee to make representations 


to that effect. 


The Ministry has been asked to announce the actual date 
of the review without further delay 


Grading ‘of Medical Officers of Health in Relation to their 
Hospital Work 


60. When the professional grading committees were 
appointed in 1949, regional boards were instructed by the 
” Ministry that, in addition-to two physicians, two surgeons, 
and’ one obstetrician and gynaecologist, the commuttees 
should include two representatives of the specialty under 
review. It appears, however, that in certain regions this 
instruction was -not followed when the status of medical 
officers of health who were also medical superintendents of 
isolation hospitals was under review. 

In reply to a protest by the Committee the Ministry offered 
the explanation that in the regions concerned-the treatment 


, of infectious diseases was regarded as a branch of general 


medicine and not as a separate specialty. For this reason, 
and on the ground of the lapse of time, the Ministry excused 


_itself from intervening in the matter. 


The Committee could not accept this explanation ın view 
of the fact that both the Ministry and the profession had 
recognized the diagnosis and treatment of infectious diseases 
as a separate specialty. Nor “could the Committee agree 
that the lapse of time relieved the Ministry or the regional 
boards from responsibility to rectify any injustices that 
might: have resulted: from the irregularities which had 
occurred, 

Further’ representations have accordingly been | made to 
the Ministry that; so far as the medical officers ‘of ‘health 
in question are concerned, the 1951 review of S.H.M.O.s 


- should be retrospective in its effect to July 5,_1948 


r 
i 


: Future Use of S.H.M.O. Grade , 


61. In October, 1950, the Ministry issued instructıőns to 
hospital. boards on the extent to which hospital ‘establish- 
ments should include -posts in the S.H.M. O. grade (Circular 
R.H.B. (50) 96). - 

The circular provides that there shall be no S.H.M.O 
post in general medicine, general surgery, obstetrics. and 
gynaecology (practised together), cardiology, dermatology, 
otolaryngology, neurology, neurosurgery, plastic surgery, and 
thoracic surgery, and in the remaining specialties the type 
or types of post in which the grade may be used are limited 
by definition. 


The principle is also established that a consultant póst ` 


shall not be filled by an S.H.M.O. except where, after adver- 
tisement, no candidate is forthcoming who is regarded as of 
consultant status by the advisory appointments committee, 
and where the needs of the service demand that the vacancy 
be filled. If such exceptional circumstances arise the board 
may not offer the vacancy to one of the candidates as an 
S.H.M.O., but is advised to consider whether the field of 


applicants of ‘consultant status can be extended by a re-. 


arrangement. of the duties of the PE es g., by offer- 


~ 


ing a'whole-time appointment as two part-time appointments. 
If this course is unsuccessful or impracticable, the vacancy 
may be readvertised as in the, S.H.M.O. grade. 

The provisions of the circular are not retrospective, and 
thus do not affect the personal grading of existing officers. 


This circular followed prolonged and detailed discussions | 


between the Ministry and the Joint Committee, and, in the 
view of the Committee, is an illustration of the good results 
‘of close collaboration with the representatives of the 
profession. 7 


Remuneration of Medically Qualified Teachers ` 


tion of the recommendations of the Spens Committee to all 
full-time medically qualified salaried workers not remuner® 
ated wholly through the N.H.S,”. In its deliberations this 
Committee paid special attention to the position of whole- 


62. Early in 1949 the Council appointed a special com, - 
mittee to consider “ the best methods of securing the applica- 


time teaching staff, as it was apparent that in order to attract © 


suitably qualified and experienced practitioners to this branch 
of professional work the remuneration should be comparable 
with that obtaining in the hospital and specialist services. 

Concurrently, the University Grants Committee, having 
recognized the implications of the Spens,report, informed 
universities that provision would be made in the 1949-50 
financial estimates to cover the adjustment of the salaries 
of the holders of whole-time posts in medical and dental 
schools, within the following limits : 


- Clinical Posts (Full-time) , 


Revised salaries to operate ` from, a date not earlier than 
April 1, 1949. 


Professors: Salaries ranging on £2,250 to £2,750 a year. 


Lecturers: Scales of salary rising from £600 a year to maxima 
ranging from £1,500 to £2,000 a year (or in the case of lecturers 
holding posts of special responsibility, such as the headship of 
independent departments, £2,500 a year) 

Readers: Salaries within the range of the maxima indicated 
above for lecturers. 


Preclinical Posts (Full-time) 


Revised salaries to operate from a date not earlier than 
October 1, 1949. 


Professors: Salaries ranging from £2,000 to £2,500 a year 


Lecturers: Scales of salary rising from £600 a year to maxima |’ 


ranging from £1,200 to £1,800 a year. 


Readers: Salaries within the range of the maxima Indicated. 
above for lecturers. 


It was evident that the action taken by the U.G.C. would 
enable universities to do much to remove the disparity which 
then existed between whole-time academic medical staff and 
their colleagues in the hospital service, but, that at the same 
time this would depend upon the manner in whichj’ the 
U.G.C.’s “recommendations” were implemented. f 

In particular the Committee was concerned that the.U.G.C.. 
had only specified the maxima and minima salaries that 
would be recognized for the purpose of grant, leaving it to 
the individual universities to fix salaries at varying points 
within the ranges indicated, or to “ break down” the non- 
professorial range into a variety of grades, differing from 
university to university. 

The Committee, therefore, being anxious that there should 
be some measure of uniformity, with safeguards to ensure 
that medically qualified teachers were placed on salary scales 

+-comparable with those applicable to hospital staff of similar 
status, put forward recommendations for four grades of 
medical teaching staff with salary scales within the maxima 
and minima ranges of the U.GC, together with criteria for 
determining into .which grade individual teachers should 
appropriately be placed. 

These recommendations, which are set out below, were 
subsequently ‘approved by the Council, together with a. 
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number of other recommendations designed to secure greater 
uniformity between teaching posts and those in the hospital 


Proposed Salary Scales 


services : 


Grade A 
(e.g., Professor) 


Grade B 
(e.g., Senior Lecturer 
or Reader) i 


Grade C 
(0.8g Lecturer), 
» 


e Grade D 
(e.g., Demonstrator 
and Assistant Lec- 


e Clinical Posts 


£2,250 by £125 annu- 
ally to £2,750 


£1,500 by £125 annu- 
ally to £2,500 


As for Senior Regis- 
trar—i.e., £1,000 by 
£100 annually to 
£1,300. 


i 
As for Senior House 
Officer or Registrar 
Range, £670 to £890. 


Non-clinical Posts 


£2,000 by 4 annual 
increments of £125 
to £2,500. 


£1,350 by 6 annual 
increments of £125 


and 1 of £150 to 


£2,250. 
As for clinical post 


, 


As foi clinical post 


turer) = 
Proposed Criteria 

Grade A As determined by the university. 

(e.g., Professor) 

Grade B 

(e.g., Senior Lecturer 

or Reader) 


Posts in the permanent establishment 
normally obtained at or over the 
age of 32, after not Jess than six 
years’ university or equivalent experience. 
This grade should include (a) deputies 
(i.c., the second in seniority of small 
departments, and deputies and heads of 
sections in large departments). (b) All 
‘clinical teachers graded as consultants by 
the board of governors or regional board 
_ in respect of their hospital work, who 
‘ should proceed to the maximum of 
£2,500. (c) “ Readers "—i.e., both those 
who come within the scope of (a) above 
and research scholars so designated. 
Posts obtained normally not less than 
four years after registration as a medical 
practitioner and held normally for three 
ycars—l.e., temporary in character. ` 
Posts obtained normally not less than one 
year after registration as a medical prac- 
titioner and held normally for three years. 
Subject to satisfactory service Demonstra- 
tors and Assistant Lecturers should 
» proceed to Grade C upon reaching the 
maximum of the lower scale, 


Meanwhile the various universities had implemented new 
salary scales which for the most part fell short, in the higher 
non-professorial grades, of those approved by the Council. 

An approach was made to the U.G.C., which, however, 
pointed out that the actual salary scales implemented by a 
particular university was a matter in which the U.G.C. 
could not intervene. 

The Committee is now considering an approach to the 
Vice-Chancellors’ Committee and to individual universities. 


Grade C\ 
(e.g, Lecturer) 


Grade D 
(¢.g., Demonstrator 
or Assistant Lec- 
turer) 7 


Hospital Medical Staffs Defence Trust 


63. A defence fund for members of hospital medical 
stdffs, vested in the members of the Central Consultants and 
Specialists Committee as trustees under a trust deed, has 
now been established, and an appeal for contributions “is 
being made to all members of hospital medical staffs above 
the grade of house officer. 


. o 
Tuberculosis and the National Health Service `. 


64. The Tuberculosis and Diseases of the Chest Group 
Committee, which is very concerned at the inddequacy of the 
present provision for the diagnosis, treatment, and aftercare 
of tuberculos:s in this country, has prepared a report which 
outlines its policy for dealing with the present dilemma. 
The report makes recommendations on the organization of 
the chest service, including staffing of clinics and sanatoria, 
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and on measures for prevention of tuberculosis and the 
social welfare of patients suffering from tuberculosis. A 
slightly abridged version of the report was published in the 


` British Medical Journal on December 16, 1950, and copies 


of the report were sent to the Ministry of Health, regional 
hosp:tal boards and hospital management committees, local 
health authorities, and other interested bodies. A press 
conference was held and wide publicity subsequently given 
in both the national and the provincial press. 


Study Leave 


65. Experience has shown that hospital boards are adopt- 
ing varying standards in dealing with applications for study 
leave, particularly over the payment of expenses, and in 
June, 1950, the Ministry issued a circular (R.H.B. (50) 49) 
giving guidance to hospital boards on the subject. _ 

The Committee has suggested to the Ministry that there 
should be greater co-ordination between the various employ- 
ing authorities in considering applications from consultants 
in contract with two or more boards, or—preferably—that 
the decision should be left to the board with whom the 
consultant is predominantly employed. ' 

The Committee bas also suggested: to the Ministry that 
the preparation of lists’ of professional bodies for whose 
courses of instruction or scientific meetings study leave 
should normally be granted—a -practice favoured by some 
boards—shotild be deprecated as such lists tend to betonie 
exclusive. The Committee has urged that hospital boards 
should be advised to seek the guidance of their medical 
advisory committees on individual applications for study 
leave, which should be decided on their merits. 

The Ministry has also issued a circular on the question 
of applications for foreign currency in connexion with visits 
abroad by members of hospital medical staffs (R.H.B. (50) 
79). All such applications made to the Bank of England are 
apparently referred to the Ministry for approval, and the 
Ministry states in its circular that approval cannot be given 
“ simply because positive advantages can be urged in favour 
of a visit, but only where serious disadvantages would seem 
likely to result if the visit were not made.” 

The Committee is alarmed at this unduly restrictive atti- 
tude of the Ministry and is urging that the Ministry should 
adopt a more positive and progressive approach to the 
problem. ; ‘ 


Mileage Payments 
66. The Committee has noted the following resolution of 


_the Representative Body: 


That this meeting urges‘the Central Consultants and Specialists 
Committee to’ press for an increase in the mileage fees paid 
to specialists in the National Health Service. 


The rates of mileage allowance payable under the terms 
of service have been the source of continued complaint 
during the past 12 months, and it will be remembered that 
the Committee has never accepted the present rates as ` 
adequate. 

‘Repeated representations to the Ministry for an increase 

in the allowances have met with no success, and ‘the fact 
that ‘the allowances are- applicable generally to N.H.S. 
employees has made it the more difficult to raise in Whitley 
Committee B, which deals with medical staff only. The 
staff side of the General Whitley -Council, however, now 
Proposes to press for the adoption of the scale of allow- 
ances approved by the National Joint Council for local 
authorities’ administrative, professional, technical, and cleri- 
cal services ; and this proposal has the support,of the staff 
side of Committee B. 
_ This “local authority” scale provides for varying allow- 
ances depending on the mileage covered and the horse-power 
‘of the officer’s car, with a guaranteed minimum annual 
payment to “ essential users ” varying with the age and horse- 
power of the car, \ 

A number of whole-time officers have endeavoured to 


- obtain some relief of income tax in respect of the expenses 


of travelling in the service of their employing authorities. 


x 
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They are, of course, entitled only to the excess of the actual 
expenditure over the allowances paid by the hospital board, 
but income-tax inspectors are rejecting claims for relief on 
the ground that the mileage payable under the terms 
adequately covers the expenses of travelling on official busi- 


‘ness. It is understood that this ruling is being challenged 


by an appeal to the Income-tax Commissioners, and the 
Committee is watching the position closely. 


National Conference of Consultants ' 


67. The Committee has given consideration to a sugges- 
tion that a national conference of representatives of con- 
sultants and specialists should be held, either annually or 
at such times as might appear to be desirable, and in this 
connexion it has noted the following motion of the Repre- 
sentative Body, which was referred. to the Council for 
consideration : : : 


*, That a Conference of Representatives of Group Medical Com- 


mittees should take place annually and additionally-at any time 
when a subject of national importance affecting consultants, 
specialists, and general practitioners is under consideration. 

The Committee recognizes that such a conference might 
have a very real value in focusing attention on matters of 
outstanding importance, or as a means of disseminating 
information to and obtaining the views of the general bod 
of consultants, è 

At the same time, the Committee feels that the scope and 
functions of such a conference must necessarily be limited. 
‘It is of course aware of the organization in the general- 
practitioner field, which includes a Conference of Represen- 
tatives of Local Medical Committees. The organization 
in the consultant field is, however, essentially different, for 
whereas the Conference of Local Medical Committees’ is the 
policy-making body, with the General Medical Services 
Committee acting as its executive and negotiating ‘body, the 
Central Consultants and Specialists Committee is itself a 
policy-making body, with the Joint Committee acting as 
a negotiating body for consultants. The introduction of a 
national conference of consultants into the present machinery 
might well create an anomalous and difficult situation. 

The present: regional consultants organization appears to 
be operating smoothly and_ efficiently, and the Committee is 
satisfled that its constitution, which provides for the repre- 
sentation of consultants in every. region, secures’ that the 
views of the general body of consultants are available to 
it. Accordingly it feels that the possible disadvantages of 
a national conference outweigh its obvious but limited merits. 
The Committee does not propose at the moment, therefore, 
to take steps to organize a national conference, but has 


prepared a draft scheme for the holding of such a confer- ` 


ence should it appear to be desirable at any ‘time. 


Withholding of Certificates 


68. The Committee has noted the resolution of the 
Conference of Representatives of Local Medical Com- 
mittees expressing the view that, no mass withdrawal from 
the National Health Service could be effective without the 
withholding. of the, medical certificates required for the 
purposes'of the National Insurance Acts. AO: 

After seeking the views of the general body of consul- 
tants through its regional organization the Committee has 
agreed that, in the event of general practitionets deciding 
to withhold these certificates, consultants and‘ specialists 
‘engaged in the hospital service should likewise refuse to 
give such certificates, and that junior members of hospital 


Medical staffs- should also be advised to follow this policy.’ : 


J.H.M.O. ‘Appointments 
69. Under the terms of service the J.H.M.O. post is an 
appointment of indefinite tenure, but the Committee has 
noted a tendency on the part of some hospital employing 
authorities in recent months to ativertise J.H.M.O. appoint- 
ments for limited periods. In view of the possibility that 
this practice is being adopted to overcome staffing difficul- 
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ties occasioned by the Ministry’s proposals for the reduc- 
tion of registrar appointments, and in order not to prejudice 
the discussions on hospital junior medical staffing between 
the Ministry and the Joint Committee, ‘the Council has 
decided that, for the time being, advertisements for 
J.H.M.O: posts with a limited tenure should not be accepted 
for publication in the British Medical Journal. 


‘Domicillary Consultations: Maximam Payment 


70. The Committee has considered the. resolution of the ` 
Representative’ Body (1950) urging the ‘abolition of the 
limitation on payment for domiciliary consultations. 

It will be remembered that representations to this effect 
were made to the Ministry both during the interim period 
and when the terms of service were under discussion, and ' 
although the maximum payment under the interim arrange: 
ments was increased when the terms were introduced, the 
Ministry refused to waiye the maximum altogether. 

The Committee considers, therefore, that it would be 
impracticable to press this- issue further. 


` Determination, of Starting Salaries of Consultants 


7i. A number of disputes have arisen between individual 
consultants and -their employing authorities as to the appro- 
priate salary on the consultant scale which they should 
receive as from the appointed day. The majority of these 
disputes have been satisfactorily disposed of by negotiation 
with the boards concerned, or,,in some cases, with the 
Ministry, but a few cases remain where no settlement has 
been reached, and where ‘the consultant would appear to 
have a just cause for complaint. 

Where such an impasse is reached there is only one course . 
open to the consultant—that is, an appeal to the regional 
appeals committee set up under the Whitley machinery, 
which is described in paragraph 78 of this Report. Steps 
are being taken to support a number of cases of appeal 
through this machinery. i 


Non-resident Officers on Night Duty i 

72. Following discussions in the Whitley machinery it 
has þeen established that where a non-resident officer is 
required periodically to stay in his hospital overnight while 
on-duty no charge should be made for accommodation on 
these occasions. Any meals supplied, however, should be 
paid for in the usual way. - . ' 


Maternity Medical Services :; Ansesthetists 
. 724. The domiciliary consultation arrangements are not 
generally applicable to patients in private maternity homes, 
but the Ministry has agreed that the services of an 
obstetrician or paediatrician shall be available in emer- — 
gency to a mother or her child in a private maternity 
home. A general practitioner, however, who is ‘attending 
a patient in a private maternity home, either as a private 


. patient or under the maternity medical services, is debarred 


from calling upon the services of a consultant anaesthetist 
(although he may do so if the patient is in her own home), 
and the only way in which he may obtain the help of a 
consultant anaesthetist is by first calling in a consultant 
obstetrician. i - o 

Repeated representations have been made to the Ministry 
to reverse its decision, but sò far without success. 


Consultants Acting as Locumtenents ` 
73. Following discussions in Whitley Committee B it 
has been agreed that where a practitioner of consultant 
status is engaged as a locumtenent in the place of an 
S.H.M.O. he shall be remunerated at the rate of 5 guineas 
per notional half-day, or'45 guineas per week where the 
duties‘are whole-time or exceed 28 hours per week. Previ- 


` ously the payment was 34 guineas per notional half-day. 
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Starting Salary of S.H.M.O. 


74. Following discussions in Whitley Committee B it has 
° been agreed that officers newly appointed to posts in the 
S.H.M.O. grade (at or,after the age of 32) shall start at the 
minimum of the scale, “irrespective of age, a discretion being 
given to hospital boards to advance the salary up to four 
points on the incremental scale by reason of the special 
experience or qualifications of the candidate. This brings 
the position for S.H.M.O.s broadly into line with that which 
already obtains for consultants. 


- Whole-time Officers: Rental of Telephones ` 


ə 75. Under. the terms of service members of hospital medi- 
cal staffs are entitled to reimbursement of the cost of 


-telephone calls incurred in the service of the employing 


authority, but not apparently to any proportion of their 
telephone rental. 7 

The Committee has represented to the Ministry that the 
relevant provision of the terms should be interpreted in 
such a way that where a non-resident whole-time officer 
has a responsibility for beds or other duties which necessi- 
tate his being on call, the rental of his telephone should 
be borne by the employing authority. 


Cottage Hospitals: Staff Fund 


76. Representations have been made to the Ministry in 
support of the following resolution of the Representative 
Body (1950): 

That this meeting is of opinion that where a certain proportion 
of beds in a cottage hospital are allocated to the charge of con- 
sultants, no corresponding decrease in the £25 per occupied bed 
payments should occur, 


The Munistry has row clarified the: position by issuing 
instructions to hospital authorities that in determining the 
general-practitioner staff fund beds should be included in 
the computation where, in the absence of the consultant, 
responsibility for attending the patients is shared by the - 
general-practitioner staff, but that they should be excluded 
from the calculation if one or more general practitioners 
or other hospital medical staff hold contracts with the 
hospital-management committee for the purpose of attend- 
ing patients in those beds under the direction of the 
consultant. 


Superannuation 
77. It was reported to the Representative Body in 1950 


‘that those members of hospital medical staffs who were 


transferred to the employment of hospital boards or manage- 
ment committees on the appointed day, and who immediately 
before July 5, 1948, were-employed “solely or mainly” at 
or for the purposes of a hospital which was taken over by 
the Minister under the Act, are entitled to reckon their 
previous hospital service for the purpose of determining 
their title to a pension. The Ministry has stated that it 
regards “mainly” as meaning anything over 50% of the 
practitioner’s time. 

This principle applies irrespective of whether the practi- 
tioner was previously engaged on a salaried basis or in an 
honorary capacity. It does not affect the amount of pen- 
sion, but is of particular importance to those practitioners 
who, by reason of their age, on-July 5, 1948, would other- 
wise be unable to complete the necessary 10 years to qualify 
for a pension. 

The Committee has now suggested to the Ministry that 
practitioners who ‘before the appointed day gave more than 
25% but less than 50% of their time to hospital work 
should be permitted to reckon their preyious hospital service 
proportionately as “qualifying” service according to the 
amount of the service involved. 

f ) 


: 1 
Procedure for Settling Differences 


78. Machinery has now been created, through the 
Whitley Council, to deal with disputes between individual 
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officers and their employing authorities—for example, upon 
the local application of national terms and conditions of 
service. 

The arrangements provide, first, that an officer who is 
aggrieved at a decision of his- employing authority regard- 
ing his conditions of service shall have a right of appeal 
to the ‘authority, including a right of personal appearance 
before the authority. Where the dispute continues, a pro- 
fessional organization represented on the Whitley Council 
may appeal on the practitioner’s behalf to a regional 
appeals committee, comprised jointly of representatives of 
the management and staff sides in equal numbers, none of 
whom shall be members of the employing authority con- 
cerned or of its own staff. If the regional appeals com- 

. mittee fails to reach agreement the appeal may be referred 
by either party to the appropriate Whitley Council, and if 
no agreement 1s reached there the dispute may be referred 
to arbitration. . 

The procedure does not apply in the case of disputes 
involving dismissal or disciplinary action, or concerning the 
question of professional grading. 


' Regional Consultants and Specialists Committees 

79. .The Representative Body in July last referred to 
Council for consideration a proposal that general practi- 
tioners working in hospitals under the provision of para- 
graph 10 (b) of the terms of service should be included 
in the electorate of Regional Consultants and Specialists 
Committees, 

.The. Committee is of opinion that the interests of these 
practitioners can adequately be -safeguarded through the 
liaison subcommittee of the Central Consultants and 
Specialists and the General Medical Services Committees 
It does not consider, however, that these practitioners— 
who are not graded as consultants or S:H.M. O.s—can rightly 
claim to be a part of the electorate “of regional committees 


4 
: Registrars Group 
D 80. The Registrars Group of the Association, which was 
formed at the beginning.of 1950, has become most active 
during the current session. The membership of the Group 
now exceeds- 1,600. A Group Council comprising three 
representatives (teaching and non-teaching) of: each regional 
Registrars Group has been appointed to-succeed the Interim 
Executive Committee ‘of the Group. The Group’s repre- 


: sentatives are carefully watching the professional interests 


and well-being of hospital registrars, and have prepared 
memoranda; of the views of registrars generally on the 
proposals in the Ministry of Health circular of November 6. 
1950, on “Review of Appointments to Registrar Grades.” 
These memoranda have been submitted to the Central 
Consultants and Specialists Committee and to the Joint 
Committee. The opinions expressed have greatly assisted 
the Joint Committee in its negotiations with the Ministry 
by emphasizing“the point of view of the registrars. 


A 


i 


Complaints by Patients 

81. During the past year the Committee has had occa- 
sion to protest to the Ministry regarding the procedure 
adopted by a hospital management committee for dealing 
with complaints made by patients against members of the 
hospital medical staff. 

The Committee feels that it is extremely probable that 
other hospital authorities may seek to initiate machinery 
for investigating complaints by patients, and this is a matter 
in which members of ‘hospital medical staffs have a lively 
interest not only because of ‘the possible repercussions on 
their personal or professional character, but also because 
the Ministry has advised hospital authorities not to under- 
take the legal defence of medica] staff. 

The Committee is strongly of the opinion that it would 
be advantageons if at an early stage agreement could be 
reached with the Ministry on a uniform and satisfactory 
machinery, rather than that hospital authorities snould 

“adopt varying procedures which might be prejudicial to the 
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interests of the profession. As a first step, therefore, the 
Committee is investigating the problem, in collaboration 
with the Medical Defence Union, with a view to approach-’ 
ing the Ministry with a ‘suggested form of machinery. ' 


Prescribing by Consultants _ 

82: The attention of’the: Committee has been drawn to 
the difficulty and embarrassment which ‘on occasions is 
created for the general practitioner when a consultant gives» 
a patient details of the course of treatment he is recom- 
mending to the general practitioner. A typical example is 
where the practitioner has to decide whether a certain. pre~ 
paration recommended by the consultant ig a drug which 
can be supplied under the service or a food which the 
patient must buy. 

The Central Committee agrees that where a consultant 
sees a patient in the absence of the patient’s medical atten- ' 
dant (as for instance in a hospital out-patient department), 
and refers the patient back to the practitioner for further 
treatment, the consultant should not reveal to the patient 
details of the treatment he has advised the general practi- 
tioner to adopt. - i 


Ministry Survey of Hospital Medical Staffing 


/ 83. The Ministry has appointed medical teams to con- 
duct a survey of hospital medical staffing throughout the 
country, and a number of complaints have reached the 
Committee on the manner in which this survey has béen 
carried out in certain-areas. It appears that in some hospi- 
tals there has been little, if’ any, contact with the senior 
medical staff, and information regarding the duties of the 
consultants at the hospital has been obtained by question- . 
ing house-officers and registrars. 

In other respects the methods adopted give rise to con- 
siderable anxiety as to the value to be attached to the 
survey, and the Committee is raising the whole matter with 
the Ministry. 


Local Medical Committees as Advisory Bodies 


84. Representations have been made to the Ministry in -- 


support of the following resolution of the Representative 
Body, 1950: 


That this meeting recommends that the Minister should instruct 
hospital management committees to recognize and employ local 
medical committees as advisory bodies in relation to- general 
practitioners and their work. a 


ros 


International, Hospital Federation 


_ 85. An application has been made for membership of the 
International Hospital Federation, which is an independent 
non-political study and research organization in, the fleld of 
hospital service. 

Among its activities the Federation’ provides an informa- - 
tion service for the benefit of those engaged in hospitals 
throughout the year, and assists them to establish contact 
with colleagues in other countries. It also organizes inter- 
national congresses and study tours in various countries. 

It is hoped that this liaison will prove of mutual advan- 
tage to the Association and the Federation. 


Vacant Hospital Appointments 


86. The Committee has'recommended to the Joint Com- 
mittee: that: representations be made to the Ministry that 
candidates for consultant appointments should be given a 


and Specialists Committees as defined in the Supplementary 
Report of Council in respect of the year 1950-1; but declares that , 
the autonomous powers of these Committees, ‘in so far as they. ‘ 
derive from the Representative Body, shall require to be specifi- 
cally renewed by successive Annual Representative Meetings. 


The Council recommends: 

Recommendation : That the Autonomöús powers of the 
General Medical Services Committee and the Central Con- 
sultants and Specialists Committee be renewed in respect 
of the year 1951-2. 


` 


REFORM OF THE NATIONAL HEALTH SERVICE 


88. The Representative Body in 1950 decided that gn 
Amendipg Acts Committee should be appointed as a 
Standing Committee of the Association. It also adopted 
the following resolution (Minute 39): ° 

“39. Resolved (nem. con.): That this meeting considers the 
time long overdue when the B.M.A. should formulate a detailed 
programme of reforms the profession desires to be adopted in 
relation to the National Health Service, and instructs Council to 
draw up such a list forthwith for submission to, and discussion 
by, Branches and Divisions.” 

The Council referred this resolution to the Amending 
Acts Committee, which has devoted much time and energy 
to’ its formidable task and has now prepared an interim 
report. The Council is awaiting the comments of certain 
other Standing Committees on this report. It considers the 
matter to be so important as to call for discussion as the 
sole business of a special meeting of the Council. Such a 
meeting will be arranged at the earliest possible date. The 
Council will then publish a report which, after discussion in 
the Divisions, will be considered at a Special Representative — 
Meeting. 

The Council submits im para. 154 of tbis report a 
recommendation for an amendment 'of the Schedule to 
the By-laws which will formally constitute the Amending 
Acts Committee as a Standing Committee of the Association. 


OCCUPATIONAL HEALTH 


Remuneration of Industrial Medical Officers 


89. The ‘Council has considered methods of securing the 
acceptance by employers of the revised scale of-salaries for 


industrial medical officers approved by the Representative _ 


Body at its Adjourned Meeting in September, 1950. 

Advertisements for new appointments are accepted for 
publication in the Journal only if the commencing salary 
offered conforms with the mmimum starting salary in the 
Association’s recommendations, but no approach has so far 
been made to employers’ organizations to obtain agreement 
to and application of the new scales over the whole field 
of occupational health. It is dot considered appropriate 
for such action to be taken until a final settlement on 
salaries for whole-time public health medical officers has 
been reached. 


Terms of Service for Industrial Medical Officers 


` 90. The Council bas prepared the following statement 
on the relationship of the industrial medical officer with 
his employing organization, which should be of particular 
assistance to the officer in his first appointment. 


This memorandum js presented for the guidance of medical . 


practitioners who are offered, or who apply for, appointments 


period of four weeks from the date of publication of the ? as medical officers in industrial or commercial undertakings, both 


vacancy in which to apply for the appointment. 


RELATIONSHIP OF AUTONOMOUS BODIES TO 
THE ASSOCIATION 
87. The Council has considered the following Minute 27 
of the A.R.M, 1950: 


27. Resolved: That this Meeting confirms the composition’ and 
status of the General Medical Services and Central Consultants 


’ 


private and nationalized. 

The Duties and Ethical Rules for Industrial Medical Officers 
have been published and form the basis of the work of the 
medical practitioner in an occupational health service. The needs 
of occupational groups vary very considerably from group to 
group, and it is not possible to lay down hard and fast rules to 
cover all groups, but it is possible to enumerate certain funda- 
mentals. 

The medical officer should, whether his work is full-time`or 
part-time, be directly responsible for the organization, administra- 
tion, and staffing of the service to which he is appointed. In 
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those organizations in which more than one medical officer is 
employed he would obviously be responsible to the principal 


medical officer. With this exception, the medica] officer should: 


be responsible only to the highest level of management. 
The questions of salagy, hours of work, holidays, study leave, 
research, and the publication of medical papers are matters 


which can best be discussed of a mutual basis to the satisfaction ` 


of both parties. In some industries it is necessary to provide a 
service to cover all emergencies within the 24 hours. This would 


be a matter which would require special arrangements, for while _ 


a doctor would not expect to cease work at the end of the 
" working day’’ he could not be expected to cover the whole 
day. 
In any agreement entered mto between a doctor and ‘an 
employer it would be desirable to have an arrangement whereby 
ether may terminate the agreement within a specified and 
reasonable: time. = 

The practice of medicine in industry or commerce necessitates 
the closest co-operation with other professional and non- 
professional men and women, and the success or failure of a 
doctor in such an appointment will depend very largely on his 
ability to work with them. i 


Occupational Dermatitis 


91. The Council has continued its consideration of prob- 
lems connected with the diagnosis of occupational derma- 
titis, one of the ‘prescribed diseases under the National 
Insurance (Industrial Injuries) Act, 1946. 

One of the questions it has considered concerned the 
notification of the employer, as a matter of routine, when 
a case of occupational dermatitis occurred in the firm, in 
order that appropriate preventive measures might be taken. 
As, however, there appeared to be ethical objections to 
this procedure, the Council has decided not to pursue the 
matter. g 

Form B.I.91, which is completed by the examining medi- 
cal practitioner when examining claimants for industrial 
injury benefit, and the procedure connected with its use 
under the National Insurance (Industrial Injuries) Act, 1946, 
have also been examined, : 

As a large number of claims for industrial injury benefit 
are in respect, of occupational dermatitis, representations 
were made to the Ministry of National Insurance that a 
separate form should be used in such cases, and that arrange- 
ments should be made for examining medical practitioners 
to receive a copy of the form where re-examination of the 
patient was carried out. The Ministry is, however, unwill- 
ing to accept the suggestion of a separate form as it does 
not wish to multiply the number already in use. It also 
stated that copies of Form B.1.91 were in fact supplied to 
the examining medical practitioner when a patient was 
referred for a second or subsequent examination, but this 
statement is not regarded as satisfactory in the light of 
information obtained from examining medical practitioners, 
and this matter is being pursued with the Ministry 


Joint Councils on Industrial Health 


92. A model constitution for Joint Councils on Industrial 


' Health is in course of preparation by the Council. 


PUBLIC HEALTH 


Salaries in the Public Health Service 
93, Negotiations in Committee C of the Medical Whitley 


Council on the remuneration and conditions of service. 


of medical practitioners employed by local authorities 
reached an impasse in July, 1950, and the matter was 
referred by mutual consent to the Industrial Court for 
arbitration. 

The award of the Court, which is applicable in Great 
Britain, was made known in December, and covered the 
remuneration of medica] officers of health, senior medical 
officers, and assistant medical officers. 

A report on the award of the Industrial Court was given in 
the Supplement to the British Medical Journal of December 
30, 1950 (p. 255) i , t 
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The award has been accepted by Committee-C, and local 
authorities throughout the country have been recommended 
to put it into operation. a 

_ The Council's proposals for revised salarfes and condi- 
tions of service for public health medical officers were 
originally submitted to the Ministry in July, 1948, and the 
arbitration award, although disappointing in certain respects, 
will mean that many. medical officers will ‘be receiving a 
long overdue increase in salary. 

_ The Industrial Court referred back for further negotia- 
tion in Committee C the question of the remuneration of 
‘deputy medical officers of health, divisional (or area) medi- 
cal officers, and medical officers holding mixed appointments 
—that, Is, medical officers of health undertaking addi- 
tional local authority duties such as those of divisional 
(or area) medical officers or assistant county medical 
officers. f 

Subsequent discussion in Committee C revealed funda- 
mental differences between the staff and management sides, 
and the remuneration of these classes of medica] officer will 
also be determined by the Industrial Court, as a result of 
the staff side’s decision to refer the matter for arbitration 
without further delay. 


The staff side representatives on Committee C are: 
C. Metcalfe Brown, J. M. Gibson, F. Gray, F. Hall, J. A. 
Ireland, A. Macrae, Jean Mackintosh, Wyndham - Parker, 
J. A. Stirling, J. A. Struthers, W. G. Clark, G. V. T. 
McMichael, and J. Riddell 
also been appointed. 


i 


Advertisement Policy 


94. The Council has decided that as from May 1, 1951 
no advertisements relating to medical officers in those’ sec- 
tions of the public health service on which the Industrial 
Court ruled in December, 1950, will be accepted for publica- 
tion in the British Medical Jéurnal unless the remuneration 
offered is in accordance with the award of the Industrial 
Court. All local authorities have been informed of this 
proposed action. ' 

Information has “been received by the Council that 
Northern Ireland Ministry of Health and Local ee 
has laid down salary scales for divisional and assistant 
medical officers which differentiate between existing Northern 
Ireland medical officers and others. Under these salary 
scales a lower rate of remuneration applies to existing medi- 
cal officers in Northern Ireland. This matter is being dealt 
with locally in the course of discussions between the Ministry 
and the Northern Ireland. Branch of the ‘Association. In 
the meantime advertisements from local authorities ın 
Northern Ireland will not be published in the British 
Medical Journal if there is any differentiation in the 
matter of salary. ` . 

The Society of Medical Officers of Health and the Medi- 
cal Women’s Federation support the view of the Associa- 
tion that it is undesirable for any local authority. to require 
its employees to be members of a trade union or other 
professional organization, and the Council is glad to acknow- 
ledge the whole-hearted co-operation of these two bodies in 
connexion with the recent dispute with the Durham County 
Council. 5 : ‘ 

As. a result of the prompt action taken by the 
Association in advising medical officers to ignore the instruc- 
tions issued to them in regard to compulsory membership 
of a trade union or professional organization, parallel action 
was taken by other professional bodies, and it appears likely 
that the Durham County Council will not take any definite 
action to implement its “closed shop” resolution, 

The Council will continue its policy of declining to accept 
advertisements from any authority which seeks to impose a 
i closed shop ” policy upon its employees, and the Council 
will similarly refuse to publish advertisements from the 
three authorities who are still known to'be differentiating 
against female medical officers in the matter of bonus or 
consolidated salary. 


A panel of deputies’ has | 
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Revision of Sessional Scales 


95. Consideration has been given by the Council to the © 


desirability of revising the 1947 agreement with the associa, 
tions of local authorities on_the remuneration of medical 
practitioners employed by local authorities on a sessional 
„or case basis. The Council has decided to review this prob- 
lem when the new scales for whole-time medical officers in 
the public health service have been finally determined. 


Fees Payable by Local Authorities for Part-time Work 


96. Agreement was reached with the associations of local 
authorities in November, 1949, on the appropriate fees pay- 
able to medical practitioners in respect of various part-time 
services which were not covered by any existing national 
scale. 

Delay occurred in the implementation ot this agreement 
on account of the Government's policy on personal incomes. 
The Council has continued to press for an early implementa- 
tion of the agreement, and now reports that the agreed,scale 
will become operative on April 1, 1951. The full range of: 
services covered by this agreement will be dealt with in the 
Council’s Supplementary Report. 

A 


Dual Appointments ° 


97. The position of medical officers holding appointments 
under both local authorities’and hospital authorities has con- 
tinued to ‘receive the close attention of the Council. 

In its desire to safeguard the superannuation position of 
such medical officers and to preserve the security of tenure 
of certain medical officers of health, the Council favotred 
a single contract. The Council has continued to press the 
Ministry to examine at an carly date all problems associated 

with dual appointments, including contracts and remunera- 
tion. 

Steps have now been taken for this matter to be investi- 
gated through Whitley machinery. The staff sides of the 
appropriate committees have already nominated their repre- 
sentatives to examine the whole position with regard to dual 
appointments, but the management side hás not yet expressed 
its readiness to take part in the discussions. 


The School Health Service and the General Practitioner 


98. The following resolution of the Annual Representa- 
tive Meeting, 1950 (Minute 238), has been circulated to all 
medical officers of health with a view to securing harmonious 
relations between the school health service and the general 
practitioner in those areas where satisfactory arrangements , 
did not exist: 

1. Where, in the opinion of a medical officer employed by a 
local authority, a child needs special investigation (other than 
an ophthalmic examination) or treatment, he should send the 
child to a specialist only after pridr consultation with the child’s 
own doctor, upon whom rests the responsibility for general 
medical care.’ 

2. In consulting the general practitioner, the medical officer 
should give him the opportunity to make the arrangements for the 
consultation or to agree—by. replying or in the absence of a 
reply—that the arrangements should be made by the medical 
officer. 

3. A copy of any special report on the child received by the 
medical officer should be sent to the child's own doctor, 


The Council is particularly anxious to secure the closest 
possible co-operation between those who are jointly 
responsible for the health of school-children, and the 
procedure suggested above will be kept under constant 
review. 

. Certification of Contacts 

99. ‘Medical officers of health are to be asked by local 
officers of the Ministry of National Insurance to issue 
certificates in cases in which `a' contact or carrier of infec- 
tious disease submits a claim for sickness benefit after a 
certificate of exclusion from work has been issued by a 
general practitioner. 
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Notification of Pneumonia 


100. The Ministry of Health, after consideration, has 
decided to make no change at present in ‘the regulations 


governing the notification of pneumoraa. F 


Vaccination and REPETE 


101. The Counci! has given consideration to the desir- 
ability of intensified propaganda for the public on the ques- 
tion of vaccination and immunization. The Council is 
mindful of the value of personal propaganda conducted 
by general practitioners ‘and health visitors, and realizes 
the importance of full co-operation between the medical, 
officer of health and the general practitioner in this matter 

An approach has been made to the Ministry of Health 
regarding the desirability of suitable publicity. 


Membership of Council or Committee of a Local Authority 


102. The position of medical practitioners in regard to 
membership of the council or committees of a local authority 
has been taken up with the Ministry, and it has been ascer- 
tained that medical practitioners are in this regard in the 
same position as other members of the community. Any 
person, whether medical or other, who undertakes regular 
remunerative work for a local authority is automatically 
debarred from such membership. 


i Notification of Infectious Diseases 


103. The Council, appreciating the necessity for simplify- 
ing the present procedure in regard to the notification of 
infectious diseases, has made representations to the Ministry 
of Health. A single composite form to be used in notifying 
cases of infectious disease and food-poisoning has been 
, drafted.by the Ministry, and this should facilitate notification. 


1 
Puerperal Pyrexia Regulations 
104, At the request of the Ministry of Health consideration 
as been given to draft regulations to replace the existing 
Puerperal Pyrexia Regulations, 1939, 
The Council has suggested certain minor amendments to 
the draft regulations. 


MEDICAL ETHICS 7 


Loan of Case Papers to Government Departments 


105. Requests by Government Departments for the loan 
of patients’ case papers have given rise to anxiety in the 
minds of hospital medical staffs, and the Council is fully 
appreciative, of the uneasiness which is bound to arise in 
cases in which there may appear to be any infringement 
of the rule of professional secrecy. 

The Council has, in particular, considered the circum- 
stances in which it may be necessary for patients’ case papers 
to be lent to the Ministry of Pensions for the purpose of 
determining -a person’s entitlement to a disability pension 
and to the. Ministry of National Insurance in connexion 
with claims arising out of industrial injuries. 

The Departments concerned have been most co-operative 
in taking all reasonable precautions to safeguard profes- 
sional secrecy, and the consent of the patient is always 
obtained to the disclosure ,of information contained in the 
case papers. The Ministry of Health has taken steps to 
draw the attention of hospital medical staffs to the possi- 
bility’ of their reports on individual patients subsequently 
being made available to the Ministry of Pensions and the 
Ministry of National Insurance. 


I Television 
106. The Council has‘noted with concern the laudatory 
references sometimes made to medical practitioners in 
announcements regarding forthcoming television pro- 
grammes and also in the actual performances. 


t 


ra 


14 Mar 31, 1951 





7 


In the view of the Council the increasing departure from 
anonymity and the rèferençes to appointments, experience, 
and achievements. in the médical field are a possible source 
of danger to.the individual concerned and contrary to the 
best traditions of theeprofession. The Council will shortly 


’ discuss this problem with the General Medical Council. 


Norsing-homes ‘ 


107. The Council has approved the following statement of 
policy in regard to nursing-homes and kindred therapeutic 
and physiotherapeutic institutions. 

This statement contains, in comprehensive form, four 
earlier resolutions of the Representative Bbdy and is in 
mo way a departure from previous policy. 


Advertising in the lay press of nursing-homes and kindred 
institutions where medical advice or treatment is not provided, 
is a custom in which the profession has for a long time acquiesced 
and no objection need be taken to such advertising. 

There is similarly no objection to the practice of advertising 
in the medical press, or in other publications primarily intended 
for the medical profession, institutions professing to provide 
medical advice or treatment. Such advertisement may include 
the names and qualifications of the resident and attending medical 
Officers, but there should be no laudatory statement of the form 
of treatment given or the address of the consulting-rooms or 
the hours of a member of the medical staff at which he sees 
private patients. i 

Further, no exception need be taken to the association of 
registered medical practitioners with an instituton for the treat- 
ment of patients by physiotherapy and electrica! methods, pro- 
vided the following essential conditions are strictly conformed to: 

(a) That the institution is not in any way advertised to the 
lay public. 

(b) That the treatment of all patients is under the direct 
control of a registered medical practitioner who accepts full 
responsibility for their treatment. 

(c) That the relation between the medical officer of the insti- 
tution and private practitioners conforms to the usual ethical 

~ procedure between consultant and, private practitioner. 


If a medical „practitioner has a financial interest irivolving his 


possible pecuniary gain in any institution to which he refers a 


patient it is desirable that he should disclose this fact to the 
patient. 


Euthanasia 


108. The Council has expressed its agreement with a 
resolution passed by the council of the World Medical 
Association at Copenhagen in April, 1950, condemning the 
practice of euthanasia under any circumstances, 

The council of the W.M.A. expressed the view that the 
practice of euthanasia was contrary to the public interest 
and to medical ethical principles as well as to natural and 
civil rights. 

Patenting á 

109. The ethical aspects of the linking of a medical practi- 
tioner’s name with an invention have been considered by 
the Council and its view is that, in normal circumstances, 
it is not improper for a medical practitioner's name to be 
associated with an instrument or appliance ‘that he has 
invented? „although there would be no justification for the 
linking of the name of an individual Practitioner with drugs 
or medicines., : S 


` ' Doctor-Chemist Relationships ‘ 


110. The following principles were approved by the 
Councils of the Association and the Pharmaceutical, Society 
in 1949: 


1. It is undesirable that a a doctor and a pharmacist should carry 
on a practice from the same premises, unless each practice has 
a separate address and there are separate means of access to the 
two addresses. 

2. It is undesirable that a doctor should have a 
in directing his patients to a particular chemist 
other chemists in the area. 

3.4In order to preserve the principle of free choice and to avoid 
abuse, it is undesirable ihata doctor should recommend a particu- 
lar, chemist. or a chemist a particular doctor, unless he i 
specifica 7 asked to do so by the patient. 
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There is close co-operation between the offices of the 
Association and the Pharmaceutical Society in regard to 
any cases in which there has been a departure from any 
of the above principles. e G 


‘Ethical Rules 


111. The Revised Rules of Procedure for the conduct. of 
ethical inquiries by Divisions, Division-Branches, and 
Branches, which were approved by the Representative 
Body in September, 1950, are being circulated to local units 
of the Association throughout the country with a view to 
adoption. 


PRIVATE PRACTICE 


Certificates of Incapacity 


112. During the last war a certificate of incapacity (Form 
E.D. 652), which was in a form approved by the Council, 
was issued by the Ministry of Labour and National Service 
for use primarily in connexion-with the Control of Engage- 
ment?Order. The form was so worded that it could be 
used by any practitioner who was asked by a patient for 
a certificate of incapacity for presentation to an employer. 
Now that ‘the Control of Engagement Order has been 
revoked, supplies of the certificate are no longer available. 
The Council has decided to publish a similar certificate 
which will be supplied to members of the Association for 
a nominal charge to cover printing costs. Copies of the 
certificate will be available shortly. 


Preferential Delivery. of New Cars 


113. The special department established to help doctors 
to obtain preferential delivery of new cars has dealt with 
many thousands of appeals, and everything possible is being 
done to shorten the waiting period, which under present. 
conditions is inevitable. 

The scheme agreed between the Association and the 
Society of Motor Manufacturers and Traders is kept con- 
stantly under review, and has recently been modified with 
the object of checking abuses and assuring that the most 
urgent cases receive priority. 

The principal manufacturers and the- majority of distribu- 


' tors continue to give satisfactory co-operation, but the 


success of the scheme is limited by the’ quotas which 
distributors and dealers receive from the meagre supply 
of cars to the home market. This remains utterly 
inadequate, and there seems little hope that in the near 
future supply will meet demand. 


e 


Coroners: Post-mortem Reports 


114. The Annual Representative: Mteting recommended 
that coroners should be asked to send to doctors the 
report of the post-mortem examination on their patients. 
A similar recommendation was contained in the Council’s 
Report on the Working of the Coroners Acts which is now 
An the hands of the Home Office. No information is yet 
available as to the action the Home Office proposes to take 
as a result of this report. 


Coroners : Notification of Death to Coroner 


‘115. The Annual Representative Meeting recommended 
that, when a doctor gives a death certificate and the death 
is reported to the coroner by the registrar, the doctor should 
be informed. , The Council agrees that such action is desir- 
able and has referred the atte to the Home Office. 


Dangerous Drugs Regulations: Tribunals 


116. Under the Dangerous Drugs Regulations, 1937, the 
Home Secretary has power to appoint tribunals, consisting 
of three medical practitioners, to which he can refer cases 
where a practitioner is suspected of certain offences under 
the regulations. The regulations lay down that there shall 
be separate tribunals for England and Scotland, and that 
one of the members on each tribunal shall be appointed 
‘on the nomination of the Association. In response to a 
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request from the Home Office, nominations were made by 
the Council in 1926, but the tribunals have never met. The 
Council Considers that these tribunals would serve a very 
useful purpose and has requested the Home Secretary to 
arrange fgò them to be reappointed. { 


Cremation © ' 


117. A copy of the Report of the Interdepartmental Com- 
mittee on Cremation has been ‘received from the Home 
Office with a request for the comments of the Association 
on the proposals contained therein. Among the proposals’ 
‘made by the Interdepartmental Committee the following 
recommendations appear: 


@ The certificate in Form B should require further and more 
explicit details, as follows: 


(a) Where the medical attendant has consulted the coroner 
the fact and the result should be stated on the form. 

(b) It should be stated whether or not a post-mortem 
examination has been made, and, if so, by whom it was made, 
and the result. 

(c) Particulars should be given of the date of any operation 
during the final illness or within a year before death. 

(d) The present question No. 13 should make it clear that 
the reference here is to private narsing. 

(e) The medical attendant giving the certificate should furnish 
his address and telephone number. 


(f) Dual questions should be'set forth as separate questions 


(i) A confirmatory certificate should be retained in the crema- 
tion procedure and this certificate should serve the “dual purpose, 
of confirming Certificate B and authorizing. cremation, combining 
the present functions of Forms and F, 

(ii) The combined confirming and authorizing certificate should 
be given by the medical officer of health of the county or county 
borough In which the death occurred; the medical officer of 
health of a county to have power to delegate in appropriate cases 
to medical officers of health of county districts. . The medical 
officer of health should be assisted by a pane! of medical practi- 
tioners, chosen by the local authority in accordance with Rules to 
be made by the Secretary of State. (in Scotland, the alternative 
system of placing responsibility for giving the combined certificate 
.on the hospital service as estabhshed under the National Heaith 
Service Act may be preferred.) 

G v) The Secretary of State should be empowered to lay dowi 
maximum standard charges for Certificate B, where it is appro- 
priate that a charge should be made, and for Certificate C. 


The Council views with concern the proposal to fuse 
Certificates C and F, and it considers that it would be 
dangerous to abolish medical referee appointments. It is 


felt by the Council that cremation should be authorized by* 


independent practitioners and that these practitioners need 
not necessarily have any connexion with local authorities. 
It is also considered that it would be a mistake to limit the 
number of practitioners allowed to complete ‘Certificate C 
to a panel chosen by the local authority. 


In the opinion of the Council the present regulations are 
adequate for the purpose for which they are intended, and 
representations to this effect have been made to the Home 
Office. 


With regard ‘to recommendations (i) and (iv) “above; the 
Council has informed the Home Office that no objection 
would be raised to the proposed amendments to Certifi- 
cate B, and that a suitable fee for the completion of either 
Certificate B or Certificate C is £2 2s., plus a mileage allow- 
ance, where applicable, of 1s. per mile, or part of a mile, 
each way, outside a radius of two miles’ 


‘ 


Civilian Medical Practitioners: Remuneration of 
Re-employed Retired Officers 


118. The attention of Council has been drawn to the fact 
that the salary of a retired officer in receipt of a pension 
who is re-employed as a civihan medical practitioner is 
restricted to a maximum of £428 per annum in addition to 
his pension. In certain cases the effect of this provision is 
to bring the total remuneration of the re-employed officer 


` accepted by the Federation. 





to considerably less than a practitioner not in receipt of a , 


pension would receive for the same appointment. The 
Council has taken up this matter with the War Office. 


Allowances to Witnesses j 


119. Further attention has been given to the allowances 
payable to professional and expert witnesses who are 
required to give evidence in courts. The Council has 
come to the conclusion ‘that in no circumstances should ` 
a medical practitioner be granted an allowance of less than 
£2 10s. for attending to give professional evidence at a 
criminal court, and that this minimum allowance should 
be paid whenever a practitioner is detained away from his 
practice for less than four hours. In addition, it is con- 
sidered that where a medical witness to fact is asked® for 
an opinion on, or inference to be drawn from, facts pre- 
sented,.he should be treated as an expert witness and paid 
as such. These points have been taken up with the Home 
Office. 


Air Ministry : Examination of Auxiliary and Reserve Forces 


120. Following representations made to the Air Ministry, 
the Department decided that, as from August 12, 1950, the 
fees. payable to civilian medical practitioners for the exami- 
nation of entrants to the Auxiliary and Reserve Forces 
would no longer be subject to a daily maximum. In view 
of the comprehensive nature of the examination and report 
required, the Air Ministry has, however, instructed com- 
manding offiters of the units concerned that arrangements 
are not to be made for more than 10 examinations to be 
carried out in any one day, or more than 25 in any one 
week, by any one practitioner. The Council welcomes the 
removal of the daily maxima, which restricted the amount 
the practitioner could be paid, no matter how many exami- 
nations were undertaken; and agrees that no exception should 
be taken to the restrictions imposed on the number of 
examinations to be carried out by any one practitioner. 


Occasional Attendance on Service Personnel 


12i. The Service Departments have been informed that 
the fees payable to civilian medical practitioners for occa- 
sional attendance on Service personnel can no longer be 
regarded as satisfactory in view of the increased cost of 
drugs now in common use. Further attention will be given 
to this matter when the replies of tie Service Departments 
are available. 


4 
Shipping Federation : Remuneration of Part-time Medical 
Officers 


122. An agreement reached between the General Medical 
Services Committee, the Ministry of Health, and the Shipping 
Federation provides that merchant seamen requiring vacci- 
nation and immunization ‘will no longer be taken on as 
temporary residents by the part-time medical officers 
employed by the Federation. Agreement was also 
reached on the amount to be paid to the Federation by 
the Ministry of Health for these services, iff being left 
the Federation to make individual paymentsīto its medical 
officers. The Federation submitted a proposed scale of fees’ 
which included a reduction in the amount of the fees after 
the first 10 Cases. 
but the counter-proposals made by the Council were 
The new arrangements came 
into effect as from October 1, 1950.’ 


Trinity House : Fees for Medical Reports 


123. In response to representations made by the Council, 
_the Trinity House Corporation has agreed to increase the 
“fee for the medical examination of candidates for various 
appcintments within the Trinity House Service from 10s. 6d. 
to 25s. The Corporation has also agreed to increase the 
fee for the annual examination of seamen divers from 5s. 
to 10s. 6d., and to pay a fee of £2 2s. for periodical 
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examinations of workmen’s compensation cases instead of a 
fee of 5s. as heretofore. “The Council regards these increases 
as satisfactory. 


Ministry of Pensions Form M.P.M. 38 Revised 


. e 

124. The Ministry of Pensions has recently enlarged Form 
M.P.M. 38 (application for an invalid chair or tricycle), and, 
in response to representations as to the inadequacy of the 
present fee of 12s. 6d., has offered to increase the fee to 
17s. 6d. The Council has informed the Ministry that, as 
the form now stands, a fee of £1 11s. 6d. would be appropri- 
ate, but that the Council would be prepared to discuss the 
fee for the remainder of the report if the Ministry were to 
delete from the portion of the form to be completed by the 
medical practitioner those questions which can be answered 
by a layman. ‘The further revision of the form is now 
being considered by the Ministry. 


Medical Reports on Civil Servants in Cases of Respiratory 
Tuberculosis 


125. The Treasury has agreed that a minimum fee of 
10s. 6d. will be paid when a general practitioner is asked 
to complete a short medical report in respect of a Civil 
Servant receiving treatment’ for respiratory tuberculosis. 
Previously no set fee was laid down, add the new arrange- 
ment is regarded as satisfactory. i 


Absent Subscriber Service 


126. The Council was asked by the Representative Body 
to re-explore the possibilities of obtaining a suitable absent 
telephone-subscriber service. The proposal made by the 
General Post Office, that“doctors should have an alternative 
telephone number -published in telephone directories, was 
considered inadequate. 

In response to inquiries, the General Post Office has 
reaffirmed that the shortage of labour and equipment will 
not allow it to extend immediately the absent subscriber 
facilities which are already available to a limited degree. 
It is, however, the policy of the G.P.O. not only to increase 
the transfer facilities available whenever an exchange is 
enlarged, but also to have every exchange fully equipped. 
It is not possible for the G.P.O. to say when adequate 
facilities will be available all over the country. 

The Council has now considered a scheme proposed by 
the Glasgow Local Medical Committee whereby a message 
bureau will be set up by the Western Regional Hospital 
Board of Scotland. It is suggested that this bureau should 
be provided with a list of doctors in the area and that these 
practitioners, before going off duty, should give the bureau 
information as to how long they will be off duty and the 
name of the doctor who will be available to deal with any 
telephone calls. This information will be noted at the 
bureau, 

When a cae can obtain no reply from his doctor's 
number, be will telephone the bureau. The clerk will be 
able to fell the caller whether the doctor is off duty or not, 
and, if he is, the proposed duration of his absence, and 
the name, address, and telephone number of the deputy. 
The caller will be advised, if unable to await his own 
doctor’s return, to make a direct approach to the deputy. 
If the doctor has not intimated that he is off: duty, the 
inquirer will be so informed and advised to try the number 
again, if necessary with the assistance of the operator. It 
is hoped that an easily remembered number, such as 
“DOCtor 1212,” will be available for the bureau and that 
press, radio, and poster publicity will be given to the scheme 
before it comes into operation. The Western Regional Hos- 
pital Board has agreed to afford facilities for the bureau 
within the framework-,of its hospital admission bureau, 
provided that separate’ telephone lines are installed. 

Negotiations are still in progress between the local medi- 
cal committee, ‘the regional hospital board, and the Post 
Office representatives in Glasgow, and it is understood that 
these negotiations are being watched- with interest by 
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the G.P.O. representatives in London. ‘The Council con- 
siders that if this scheme is successful similar arrangements 
could, with advantage, be made in other parts of the country. 


Protection of Private Practice © 


127. The problem of the protection of private practice in 
the event of an emergency 1s receiving the attention of the 
Fees for Police Calls 


128. The attention of the Council has been drawn to the 
scale/of fees for payment to divisional police surgeons in 
the Metropolitan Police aréa. This scale allows for the 
payment, in special circumstances, ‘of fees which are con- 
siderably higher than those contained in the scale approved 
at the Annual Representative Meeting in 1947. The Coun- 
cil considers that the scale recommended by the Association 
for payment to practitioners called in by the police should 
be amended to include a provision for the payment of 
similar fees. 

The Council recommends: 


Recommendation: That the Representative Body approve the 
revised scale of fees for payment to practitioners called in by 
the police, as follows: 


Where a medical practitioner is called in by the police in one 
of the following circumstances a fee of not less than that stated 
below should be paid (see also para. (f) below re special fees) : 


{a) To examine a person charged, or who may be charged, with 
being in charge of a motor vehicle, whilst under the influence of 
drink or a drug to such an extent as to be incapable of having 
proper control of the vehicie; 


For the examination : 


Between, the hours of 9 a.m. and 8 p.m. 
» » § p.m. and 9 a.m. 
For Teport to the prosecuting solicitor 


df the examination takes an unusually long 
time, or the practitioner is required to remain at 
the police-station for longer than three-quarters 
of an hour in order that the defendant’s own 
medical attendant may be called, a supplementary 
fee of £1 is. should be paid.) 


(b) To examine a witness or person charged with, or suspected 
of, sexual offences: 
For the examination: 
Between the hours of 9 a.m. and 8 p.m. 
» » 8pm. and 9 a.m. 
Exclusive of "the collection and examination of 
pathological specimens for which a higher fee 
should be paid. 
For report za i ir ss POS | 


8. 


-h a Th 


d. 
1 0 
2 0 
1 0 


s. d. 
0 
0 


Noe th 


1 
2 


1 0 


“(c) To examine ‘a witness or person charged, or who may be 
charged, with common assault: 
For the examination: 
Between the hours of 9 a.m. and 8 p.m. 
» » Spm.and9am. .. 1 


lf a special’ report is required, an additional 
fee of £1 1s. should ‘be paid therefor. 


(d) To. examine a witness or person charged, or who may be 
charged, with assault with intent to commit grievous bodily harm ; 
including suspected murder or manslaughter: 


For the examination : £ s. d. 
Between the hours of 9 a.m. and 8 p.m. 110 

A now 8 pa: and 9 a.m, 2.2 90 

For report Bh ` 110 


(e) To confirm, for police purposes, that a body is dead; to 
render assistance or advice to any police officer who requests 
medical assistance or advice on the execution of his duty; to 
render emergency treatment to a prisoner confined in the cells; 
and, where the doctor Is not in the National Health Service, to 
render emergency treatment to a person taken ill in the street. 
£ s. d. 

12 6 
150 


Between the hours of 9 a:m. and 8 p.m. 
» s» » 8pm and 9 a.m, 
For a report to the police as ‘to the nature of. 
the deceased's Injuries, or an opion ag to 
the cause of death .. 150 


` 
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The payment of the appropriate ‘fees fdr the foregoing services 
should: be ‘irrespective of any subsequent action, and should not 


be combined with, or included in, the fee for attendance at court., 


(f) When payment by the normal fees as stated in paras. (a) to 
(e) above is-not considered to be fair remuneration, the practi- 
tioner may claim a special fee, as follows: 

(1) For attending one or more persons, at Jeast one of whom 
is a case where the attendance is prolonged, or involves-special 
examination, or is related to a possible charge of a serious 
nature, a special fee of not more than: 

£3 3s. Od. between the hours of 9 a.m. and 8 pm. 
£4' 48. Od. » » 9 Of 8 p.m. and 9'a.m. 

(2) If the time the practitioner is actually engaged in 
making his examination and giving treatment exceeds one hour, 
‘excluding the time spent in travelling to and from the place 
of treatment, or waiting there, a special fee of not more than: 

£5 5s. Od. between the hours of 9 a.m. and 8 p.m. 
£7 7s. Od.-,, ” » of 8 p.m. and 9 a.m. 

(g) To examine and report upon police officers whose periods 
of absence from duty owing to illness appear io be excessive; to 
advise the Chief Constable on any matter upon which he requires 
medical advice in connexion with his appointment: : F 

s ed. 

For a short report tie ie ; si 10 6 

‘For a detailed report zs S za 11 06 
(h) For the examination of candidates for the Police Force, 

not less than: £1 5s. 7 

(D For the examination of police officers for pension purposes, 
not less than: £1 5s. 

Mileage should be paid at the rate of 1s. per mile-or part of 
a mile (each way) outside a radius of two miles. 


“BRITISH MEDICAL JOURNAL” 


129. Although this account appears under the heading 
British Medical Journal, it really is a brief statement of the 
activities of what is now the largest medical periodical pub- 
lishing business in this country, In addition to the Journal, 


` the Association is now publishing sixteen other periodicals ` 


of varying frequency. The bulk of these other journals 
is composed of the quarterly journals devoted to various 
medical specialties. These have a high and growing reputa- 
tion, not only in this country but also abroad. This is oné 
of the ways in which the Association may carry out its first 
object under the Memorandum of Association, which reads: 
“To promote the medical and allied sciences and to main- 
tain the honour and interests of the ‘medical profession.” 
* Publication of these quarterlies, under editors of established 
repute in their special branches, does much to maintain and 
enhance the prestige of British medicine both at home and 
overseas. 

The two monthly abstracting journals covering the general 


fields of medicine and surgery, published by the Association, _ 


are now well established, and the slowly increasing circula- 
tion is a measure of the appreciation with which they have 
been‘received. One new quarterly journal has been added 
to our list for 1951—-namely, Medical and Biological Ilustra- 
tion. This is a new venture, and should do much to bring 
together all those who are engaged in increasing numbers 
in this country in presenting medical information by visual 
aids. It should also be of general interest to those who teach 
and also to those who have to use illustrative material in the 
articles they publish’ in the general medical and scientific 
press. 

The matter which hag most engaged the attention of the 
Journal Committee and of its Publishing Subcommittee 
during the past year has’been the new popular health journal 
Family Doctor, the first number of which appeared on 
March ‘20. It is published monthly at the price of 1s. 
and is intended for the general public as a method of 
informing them of, all those matters which concern healthy 
living. It can be bought direct from newsagents and book- 
stalls, or on direct application to the Publishing Manager 
of the British Medical Journal.. This is the first time the 
Association has issued a periodical for the non-medical 
reader, and its success will to some extent depend upon the 
interest taken in it by members of the Association. It is 
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, much to be hoped that general ‘practitioners in particular 


will draw the attention of their patients to this new magazine, 
one which, incidentally, should be of some interest to the 
medica] reader as well. 

The Association has also, through its 'Joninal Committee, 
recently undertaken to publish the proceedings of inter- 
national congresses in response to requests that have been 
made to ıt. It has published in book form the historical 


survey of Fifty Years of Medicine which made up the 


British Medical Journal of January 7, 1950. A small volume 
of selected “ Any Questions ? ” is now being issued, and by 
the time this report appears we shall be well on our way'to 
bringing out a volume of articles which have appeared under 
the heading.of “A Refresher Course for Genera! Practi- 
troners,” this, too, in response to requests received on many 
readers. 

All this work has put a heavy burden on the adito, 
managerial, and advertisement departments of the journal 
side of the Association’s business. 
made any easier by the problems that have affected all those 
engagéd in publishing. The printers’ strike in the autumn of 
1950 led to the inescapable delay in the publication of some 
of the quarterly journals and of the monthly British Journal 
of Ophthalmology. The steep increase in the price of paper 
since November, 1950, has added to the anxieties of those 
responsible for the conduct of the publishing side of the 
Association’s work. In last year’s report it was stated that 
the circulation figure for the British Medical Journal had 
for the first time reached 73.000. Nevertheless the circula- 
tion continues to rise steadily, and the number now 
printed weekly is just on 77,000. One effect of this 
growing circulation, and therefore growing readership, is 
that more and more contributors are seeking space fot their 
original communications inthe Journal. This means that 
with only a limited space available more and more con- 
tributors have to be disappointed and also that some delay 
in reaching a decision is inevitable. The work grows, but 
the day still contains only twenty-four hours. 


FINANCE 
130. As the audit of the Association’s accounts was not 
completed in time for the meeting of the Council in March, 
the usual statement relating to the Association’s finances: will 


appear in the Council’s Supplementary Report, to be pub- 
lished in May. 


BUILDING 


131. The rection of the North and South extensions of 
Tavistock House, which was begun in 1938, was completed 
in September, 1950, when the new South Wing was occupied 
by tenant organizations. This opening marks the final stage 
of the plans for the development of the Tavistock Square 
site approved by the Council in 1926. 

The Association now possesses a building occupying an 
area of approximately two and a half acres and providing 
accommodation for between 30 and 40 medical and pro- 
fessional societies in addition to the Association departments. 

The attention of the Building Committee has been actively 
directed towards schemes for improving the amenities of 
B.M.A. House. Work is in progress on a reconstruction of 


. the Hastings Hal] and Pillar Room, which, when completed, 


will provide a spacious and comfortable lounge for the use 
of members and their guests visiting the House. In his 
design for the new lounge the architect has retained the 
main features of the existing hall and has utilized the greater 
part of the valuable mahogany panelling. The present 
Common Room will be used exclusively as a dining-hall 
in which a luncheon, tea, and bar seryice will be available. 

To meet .the needs of members travelling to London by 
overnight services it is proposed to provide bathrooms with 
showers and dressing-room accommodation for both sexes 
by reconstructing a part of the basement in the Garden 
Court Wing, which was originally designed as a decontami- 
nation unit. 


Matters have not been - 


\ 


my 
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~ Extensive alterations to the basement kitchens and canteen 
have been carried out and modern kitchen. equipment has 
been installed. The Council hopes:to improve the range 

‘and quality of the meals served in the Common Room, 
and to be ın a position fo provide a breakfast service if the 
demand justifies its introduction. The canteen used daily 
by the clerical staff has been enlarged and greatly improved 
by an attractive scheme of redecoration. 

Licences have been secured dumng the past session for 
the repair, painting, and cleansing of the exterior of the 
building. The Portland stone and brickwork of the whole 
of the building has been washed, with a marked improve- 
ment in the general appearance of the building. 

Seating for an additional 12 mémbers of Council has been 
provided in the Council Chamber without any major disturb- 
ance of the original proportions of the room. 

@ontracts have been placed for the paving of the Council 
Gardens and the planting and maintaining of appropriate 
floral decoration in the window-boxes on the, north and 
south front elevations of the building. 

/ The Council has under consideration the heating, ventila- 
tion, and lighting of the Great Hall, and is continuing its 
inquiries into the possibility of leasing additional land in 
Burton Street, with a view to providing sleeping accommoda- 
tion for members from: the Provinces. 


SCIENCE 
Association Prizes 


D 


Sir Charles Hastings Clinical Prize 


132. The Sir Charles Hastings Clinical Prize was estab- 
lished to stimulate observation, research, and record in 
general practice. It consists of a certificate and a cheque 
for 50 guineas. , : 

The 1951 Prize has been awarded to Dr. Arthur F. Martin, 
of Shipley, Yorks, for an essay on “ An Obstetric Odyssey— 
Notes on 30 Years’ Midwifery in General Practice.” 


Charles Oliver Hawthorne Clinical Prize 


The late Dr. C. O. Hawthorne bequeathed £2,000 to the 
Association. upon trust for the foundation of an annual 
prize to be called the “Charles Oliver Hawthorne Clinical 
Prize” for the’ essay recognized by the examiners in the 
Sir Charles Hastings Prize Competition as ranking next in 
excellence to the best essay submitted in that competition 

The 1951 Prize, consisting of a certificate and a cheque 
for 40 guineas, has been awarded to Dr. Charles E. B 


, 


Lynch, of Burnley, for his essay on “Peptic Ulceration in . 


General Practice—1930-50—A Review.” 


The Katherine Bishop Harman Prize 


The Katherine Bishop Harman Prize is awarded biennially 
to encourage study and research directed to the diminution 
and avoidance of the risks to health and life that are apt 
to arise in pregnancy and child-bearing. z 

The Prize consists of a certificate and a cheque for £75. 
The 1951 Prize has been awarded to Dr. A. W. Woodruff, 
of London, for bis essay on “ Anaemia of Pregnancy among 
Africans in Nigeria.” Dr. James K. Russell, of Newcastle- 
upon-Tyne, has been commended for his essay on “ An 
Appreciation of the Maternal and Foetal Hazards Associ- 
ated with Twin Pregnancy, with special reference to the 
steps which might be taken to reduce these hazards.” 


Nathaniel Bishop Harman Prize 


This 1s a biennial prize which alternates with the Katherine 
Bishop Harman Prize, and under the regulations drawn up 
in accordance with the wishes of the late Mr. Bishop Harman 
any member of the* Association who is a member of the 
consultant staff of a hospital not attached’ to a medical 
school may compete. 

The changes resulting from the coming into operation of 
the National Health Service Act and from the fact that more 
and more hospitals are being used by the universities for 


the teaching of medical students have raised difficulties in 
relation to eligibility for entry to the competition. In order 
to clarify the position the Council has amended the regula- 
tions so as to provide that. any registered medical practi- 
tioner who is a consultant member of the staff or S.H.M.O 
of a hospital in Great Britain or Northern Ireland, and who 
is not a member of the staff of a recognized undergraduate 
or postgraduate medical school, is eligible to compete. 


Prizes for Medical Students 


The subject chosen by the Council for the Association’s 
1951 Prize Essay Competition for Medical Students was 
“ The Importance of Accurate History-taking in Diagnosis.” 
The Council has altered the conditions of the competition 
to allow medical students from Colonial medical schools 
to submit essays. 

A list of the prizes awarded in the 1951 competition 
will be pubbshed in the Supplementary Annual Report of 
Council. 


Prizes for Nurses 


The Association’s Prize Essay Competition for Nurses is 
divided into four categories ; a certificate and a cheque for 
20 guineas and 10 guineas respectively, for the best and 
second best essays received are’ awarded in each category. 

The following are the categories and subjects of the essays 
set by the Council for the 1950~1 competition: 


Category @) , (Student nurses) “The handling of a 
patient on admission 
~ to hospital.” 
(State -registered “‘ What a nurse’can 
nurses working in a do in preparing a 
hospital) i patient for operation 
—including the 
handling of the 
nervous individual 
ın strange surround- 
ngs,” = 


Category (ii) 


Category (u1) 


(State -registered’ “The opportunities 
nurses not working of the nurse doing 
in a hospital—~i.e., domiciliary work to 
district nurses, pri- educate the public in 
2 vate nurses, etc.) health matters.” 
Category Gy) (State-enrolled assis- “The special prob- 


tant nurses) 


lems of nursing the 


long-term cases in 
hospital.” . 
The list of prizewinners will be published in the Supple- 
mentary Annual Report of Council. 


Occupational Health Prize 


The Occupational Health Prize, first instituted in 1951 
and to -be awarded biennially, has as its object the 
encouragement of interest and research in the field of 
occupational health. Candidates are allowed to select 
their own subject. 

This competition has acted as a ‘stimulus to doctors 
engaged in this branch of medicine to present an account ’ 
of their work; but the wide diversity of contributions pre- 
cluded the possibility of selecting one outstanding essay. 
The Council has accordingly divided the prize equally 
between Dr. James Gregory, of Preston, for his essay on 
“The Removal of Radioactive Contaminated Materials 
from the Hands,” and: Dr. G. O. Hughes, of Orpington, for 
his essay, “The Footplate—A Study in Occupational 
Health.” The. Prize in each case will consist of a certifi- 
cate and a cheque for £25. : 


E Middlemore Prize à: 


. The Middlemore Prize is awarded every three years for 
the best essay or work on any subject selected by the Council 
in any department of ophthalmic medicine or surgery. The 
Prize consists of a certificate and a cheque for £50. The 
subjects selected by the Council for the next award in 1952 
are“ The Influence of Heredity in Glaucoma” or, “ The 


p . 
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Influence of Heredity i in Cataract.” Candidates may submit 
an essay on either subject. 


Melbourne Chess Cup Competition 
133. The “ Melbourne Chess Cup” was presented to the 


‘Association “in 1935 by the late Dr. C. E. Douglas for’ 


award annually to the winner of a progressive chess’ com- 
petition between members of the Branches ôf the‘ Associa- 
tion in the British Isles. It was intended that the final 
rounds of this competition should be played off during 
the Annual Meetings of the Association. In practice, how-, 
ever, it has been found impracticable to arrange the com- 
petition on this basis, and the Council has accordingly 
organized the competition on a Branch ‘y. Branch basis, 
unconnected with the Annual Meeting. 
The Council hopes to announce the winner of the com- 
petition in the Supplementary Annual Report of Council. 


any 


B.M.A. Lectures $ 


134. With a view to promoting the scientific interests of 
members of the Association throughout the country the 
Council invite’ prominent medical men and women to lec- 
ture to Branches and Divisions on subjects on which they 
are acknowledged authorities. Each Division and Branch 
is entitled to one “B.M.A. Lecture” during the coutse of 
a year. 

The -Council has extended the “B.M.A. Lectures” to 
include, medical student bodies. 

The Council thanks the following, who ‘had given “B.M.A. 
Lectures ” during the period March 1, 1950, to February 28, 
1951: Mr. A. Lawrence Abel, Dr. Peter Bishop, Professor 
A. M. Boyd, Mr. Aleck Bourne, Professor Le Gros Clark, 
Dr. W. S. C. Copeman, Dr. Macdonald Critchley, Dr. Mary 
Crosse, Dr. David Currie, Mr. A. L.. d’Abreu, Professor 
D. M. Dunlop, Mr. Harold C. Edwards, Mr. F. Fahmy, 
Professor L. P. Garrod, Professor W. Gaisford, Professor 
John Glaister, Dr. Stephen Gold, Dr. J. A. Gorsky, Dr. Noel 
Harris, Dr, S. J. Hartfall, Professor Sir Geoffrey Jefferson, 
Mr. Geoffrey Keynes, Mr. O. V. Lloyd-Davies, Sir Archibald 
McIndoe, Dr. H. R. MacLennan, Mr. W. McKĶKissock, 
Professor J: W. McNee, Sit Edward Mellanby, Mr. P. H. 
. Mitchiner, Professor A. A.‘ Moncrieff, Professor F. J. 
Nattrass, Dr. Charles Newman, Dr. W. J. O’Donovan, 
Sir Heneage Ogilvie, Dr. A. A. Osman, Dr. R. S. Bruce 
Pearson, Dr. W. Pickles, Dr. E. Pochin, Dr. J. R. ‘Rees, 
Dr. Lloyd Rusby, Dr. B. Schlesinger, Dr. F. R. “Selbie, 
Mr. T. Holmes Sellors, Professor H. L. Sheehan, Dr. Wilfrid 
Sheldon, Dr. Keith Simpson, Professor Sir Sydney Smith, 
Professor Sir James Spence, Dr. Donald Teare, Mr. C. 
Price Thomas, Mr. G. E. Thomas, Dr. R. ʻA. Trevethick, 
Surgeon Commander o `D. Wedd, -Dr. Leslie Williams, 
Sir Lionel Whitby, Mr. A. Dickson Wright. ` 


The Library 


134A. The increase in the use of the Library has continued. + 
The structural work on the South Wing of B.M.A. House 
has beeh completed, and there is now a direct entrance fo 
the Library from Tavistock Square. An additional special 
staircase has been installed between the mezzanine and first 
floors for the use of members. Membership of the Medical 
Library Association has been continued with much benefit. 
During the year the number of members who used the 
Library was nearly 5,000. ` 

The Library endeavours to cater for the practical every- 
day needs of the practising doctor. Important new books 
are added as ‘published, and more than a thousand were 
added during 1950. Reference copies of standard textbooks 
are also available. A Recordak Microfilm sender is installed 
and may be used by any member. 


pea 


The Medical Problems of Atomic Warfare 


134B. The Council understands that arrangements are being 
made to inform medical practitioners of: the recommended 
methods of dealing with the medical problems likely to 








atise in atomic warfare. f Appropriate . lectures may be 
arranged, if desired, through the regional hospital boards. 
or in consultation with the Home Office. i 


Worcester. Festival 


134C. The Council, with the co-operation of the Worcester 
and Bromsgrove Division, has-arranged.a Festival inshonour 
of the Founder of the Association. The Festival will be 
held in Worcester on May 30, 1951, and will include a 
Memorial Service in Worcester Cathedral, and a Founder's. 
Lecture, to be delivered by Dr. W. H. McMenemey, author 
of The History of the Worcester Royal Infirmary., 

The Council hopes to arrange similar lectures, not 
necessarily in Worcester, on appropriate occasions. ° 


> 


Research Scholarships š .' 


134D. The following Association scholarships, tenable for 
12 months beginning October 1, 1950, have been awarded : 


Walter Dixon Memorial Scholarship (£200).—H. J. C. Swan, 
M.B., BS., M.R.C.P., of London, ‘for his research into (a) the 
effects of sympathectomy on the circulatory response to 
adrenaline and noradrenaline; (b) the mode of action of benzo- 
dioxane (F933). This drug is at present used in the diagnosis of 
phaeochromocytoma. ° 

Ernest Hart Memorial Scholarship (£200). —R. M. McGregor, 
M.B., Ch B., of Hawick, Roxburghshire, for his research: (a) a 
yearly analysis of.the diseases and complaints treated in generak 
practice; (b) a detailed investigation -of particular conditions 
which provide scope in family practice. 

Ordinary Scholarships (£150 each)—R. Dallachy, M.B., Ch.B.,. 
of Paisley, for his research in histology and cytochemistry of the 
suprarenals, 

E. L. Feinmann, MB., Ch.B., M.RC.P., jot Salford, Lancs, fo: 
‘his research into the problems of the culture, in vitro, of himam 
bone-marrow 


N. E. France, M.D. B.Ch., B.Sc. of London, for a study- 


of the neonatal tung from post-mortem and clinical material. 

W. K. Metcalf, M.B., B.S., of Bristol—A technique has been. 
developed for detecting by microspectrographic methods the 
presence of haemoglobin in tissue bands down to 0.5 p. 
proposed to apply this method to an analysis of the haemoglobin 
content of, human bone-marrow, to determine at what stage im 
the process of red-cell formation haemoglobin actually begins tœ 
appear. . 


PUBLIC RELATIONS 


National Health Service 


135. In the medico-political field the year has been domi- 
nated by the protracted negotiations with the Ministry of” 
Health on general-practitioner remuneration. The Confer- 
ence of Local Medical Committees in.October, 1950, decidedt 
to postpone a decision on withdrawal from the Service until 
the results of the Ministry’s inquiry into general-practitioner- 
remuneration and practice expenses were known. Prepara- 
tions were, however, made and kept under constant review 
for a full-scale public relations campaign should the decision- 
to withdraw take effect. In the meantime continual efforts. 
were made by the Public Relations Department to put the- 
general practitioner’s case prominently before the Press and: 
the public. The difficulties under which the profession was 
labouring in the new Health Service, particularly the burden: 
of work and unsatisfactory remuneration, were emphasized‘ 
on every possible occasion. This was the predominant theme 
in the work of the Public Relations Department during the- 
year. 

The attention of the Press and the B.B.C. was also drawn 
to examples of misuse of the Service by, certain sections of 
the public; and some effective publicity was secured. 

A further campaign undertaken during the year was aimed* 
at clearing up the continuing misuifiderstanding about the- 
proportion of the worker’s weekly contribution to National 
Insurance which is allocated to the Health Service-in general’ 
and to the general practitioner in particular. The Committee 
decided to have prepared and printed for public display a. 
double-crown poster-in colours under the title “ Where Your- 
Money Goes.” It was arranged that a copy of this poster 
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should be sent free and post free to every general practi- 
tioner whose name appeared on the list of a Local Executive 


„Council, 


‘Sir Charles Hastings Lecture 


136. The Sir Charles Hastings Lecture for the general pub- 
lic, which from 1927 until 1939 was recognized as an annual 


. event in the Association’s activities, was held, for the first | 


time since the war, on November 22, 1950, at B.M.A. House, 
London. The lecturer was Sir Liondl Whitby, who chose as 
his subject “ Can Disease be Prevented?” ‘The chair was 
taken by Dr. Charles Hill. Widespread publicity by means 
of posters and through the Press, as well as by direct invita- 
tion, was given to the Lecture, and the demand for tickets 
was exceedingly heavy. The Great Hall was filled to capa- 
city, and the occasion was universally agreed to have been 
a’ great success. 


. B.M.A. Book of Medical Scholarships 


137. Work continued during the year on the preparation 
of the B.M.A. Book of Medical Scholarships. It was hoped 
that this reference book would be published early in April, 
1951. A complimentary copy of the reference book will be 


. sent to medical schools and certain other public bodies. The 


help and co-operation received from the universities and 
other awarding bodies in the collection of information have 
been’ much appreciated. 


Other Publicity Activities 
138. Close and friendly relations have been maintained 
between the Public Relations Department and the Press. 
Several useful press conferences have been held and many 
official statements issued on the Association’s work, includ- 


ing statements on the Durham County Council “closed ` 


shop” policy, the difficulties of obtaining hospital beds, the 


' Kingston Victoria Hospital dispute, the reduction in the 


number of registrars, and the Council's decision regarding 


` the Joint Meeting in South Africa. 


A particularly successful press conference, attended by 
the Chairman and other members of the Tuberculosis Group 
Committee, was held in connexion with the publication of 
the Association's Report on “ Tuberculosis and the National 
Health Service.” This resulted in widespread publicity in 
the national and provincial press for the Report and the 
Association's views. 


Information Service 
139. The Information. Service has become more widely 
kKoown during the year, and there has been a marked 
increase in the number of press reporters, freelance 
journalists, students, and foreign visitors who make 'per- 
sonal visits to the Information Department, either to refer 
to medical publications or to obtain information on general 

questions connected with the profession. 


A further development has been the increased demand ' 


for the lists ef international medical conferences issued by 
tué department. These lists are now sent to the chief travel 
agencies, air lines, press agencies, and other organizations. 
Frequent applications are received for additional copies for 


overseas departments. hs 


The- number of telephone and postal inquiries now being 
received from the Press and other organizations averages 
500 a month. 


Public Relations in Scotland 


140. In 1949 it was decided to appoint a part-time Press 
Officer to assist the Scottish Committee and the Scottish 
Office. This arrangement has proved to be of considerable 
benefit in presenting fhe views of the profession in Scotland. 


ARMED FORCES 


Pay of Service Medical Officers 
141. The protracted discussions with the Defence Depart- 


‘ments on Service medical officers’ pay, which included at 
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the beginning of this session a meeting at the House of 
Commons with the four Defence Ministers, culminated in 
the announcement in November of new rates dating from 
September 1, 1950. Details are given below. 

The new rates for general duty medical officers represent 
an increase of 10% over previous remuneration and a lead 
of 8-10% over corresponding civilian general-practitioner 
remuneration. This, though modest, is not considered un- 
reasonable and should help to compensate medical officers 
in the armed Forces for the unavoidable expenses and 
disadvantages of a Service career. 

Less satisfactory, however, are the new rates for specialist 
medical officers, which approximate much more closely to 
the senior hospital’ medical officer. scale than to the con- 
sultant scale in the National Health Service, and in ‘the 
Council’s view will fail to secure the highest standard of 
specialist service in, the armed Forces. 

The Ministry of Defence has been made aware of this 
view. 


New Rates for General Duty Medical Officers 








Rank 
(Only Army Ranks 
bown) 
; sd £ 
Lieutenant 26 6 484 
ar ee 33 6 a8 
After 2 years 
"3 n 38 0 694 
E wary! 41 0 748 
» 6 oy 440 803 
Major 50 0 913 
After 2 years 53-0 967 
nå, 56 0 1,022 
» On 59 0 1,077 , 
Taeitenint Colonel & ; 1303 
ex 2 years 
nés 72 0 1,314 
» » 15 0 1,369 
» u 78 0 1,424 
OF, SE: 
cr 2 years ' 
ee e 0 1,661 
» 6 o L716 
Brigadier 0 1,770 
Major-General 0 2,190 
Lieutenant-General 0 2,738 





* Ths higher rate of $s a day in the Navy ıs accounted for b 
specialist pay In this Service is paid only while a doctor is ho: 
appointment, 

‘the R.A.F. specialist qualifications continue to be recognized by a system 
of accelerated promotion. 


the fact that 
a specialist 


Local Overseas Allowances g - 


142. These allowances are regarded as an important factor 
ın overcoming. the disadvantages of Service life, and the 
Council has called attention to the need for them to be 
frequently and expeditiously reviewed in order to keep them 
in line with local conditions. 7 


Civilian Specialists with the Army 


143. In May, 1950, the Council decided to refuse publica- 
tion in the British Medical Journal of advertisements for 
civilian specialist appointments at salaries greatly in excess 
of pay received by Army specialists. 

Among the factors which influenced the Council in faking 
this decision were the absence of any action to, improve 
medical officers’ pay and a ban on retirement which was 
exclusively applied to medical and dental officers. ~ 
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Subsequently the announcement of improved rates of pay 


and the fact that the ban on retirement was extended to all ° 


officers in the Service altered the situation, and the Council 


has now decided to remove its ban on the advertisements 
referred to. 


Part-time National Service 


144. In the Royal Navy there is no officer reserve for 
National’ Service part-time personnel, and for this reason 
medical officers are invited to join the permanent R.N.V.R. 
without, however, an assurance of automatic release at the 
end of their statutory period of part-time National Service. 
Following representations that a special reserve or list should 
be established in which Naval National Seivice medical 
officers could perform their part-time service, the Council 
has been informed by the Admiralty that consideration is 
being given to the possibility of ‘replacing the indefinite 
obligation of the permanent R.N.V.R. by a firm ‘obliga- 
tion limited to the statutory period of part-time training. 


` 


International Boreau of Military Medical Documentation 


145. The Council has réplied to a questionary circulated 
by the World Medical Association to all member national 
medical associations on the relief of medical and religious 
personnel held with prisoners of war, and on the identifica- 
tion of medical personnel. The information was required 
in order to assist the W.M.A. to,make recommendations on 
these subjects at the request of the International Bureau 
of Military Medical Documentation, which is carrying out 
certain inquiries: in connexion with the revision of the 
humanitarian conventions. 

In giving the required information the Council has had 
the benefit of advice on particular points from the British 
Red Cross Society, the British Dental Association, the Royal 
College of Nursing, the Pharmaceutical Society of- Great 
Britain, and the Chaplain-General to the Army. 


Thirteenth International Congress of Military Medicine 
and Pharmacy i 


146. The Council has appointed two delegates to the 
Thirteenth International Congress of Military Medicine 
and Pharmacy to be held in Paris in June, 1951. 


ORGANIZATION 


Association Membership 


147. The Council submits the following report upon the 
membership of the Association for 1950: 


` 





New members ; ov 3,962 
Resignations withdrawn. Slee at 99 
Reinstated .. ° . . .. A i3 22 4,083 
Removed in arrears 2,004 

Less paid arrears 1,132 872 
Deaths 632 
Resignations 1,045 2,549 


A Increase 1,534 
Membership, December 31, 1949 62.653 
Membership, December 31, 1950 64,187 


The membership of the Association in the United’ King- 
dom represents 77% of the total profession and 85% of 
the working profession. The membership on March 17, 
1951, was 63,569. 


\ 


Honorary Secretaries 


148. The Council, on behalf of the general body of mem- 
bers of the Association, desires to express its grateful thanks 
to honorary secretaries of the Divisioris and‘ Branches, 
without whose loyal co-operation the Association could not 
function as an efficient organization. 3 
. pa 





Recognition of Outstanding Services Ë 
149. In 1949 the A.R.M. adopted the following resolution . 
Minute 125. Resolved: That this meeting recommends that. 
the Council consider ways in which Division$ could honour 


members who have rendered outstdnding services on their 
behalf, 


The Council has andere this matter on a number of 
occasions and, in order to test the feeling of the general 
body of Division secretaries, arranged for the matter to be 
discussed at the Conference of Honorary Secretaries of Divi- 
sions and Branches on May 11, 1950, which was attended 
by 125 secre:artes. The general feeling of the Conference 
was that any Division or Branch which wished to honour 
one of its members who had rendered outstanding servicts. 
could, and usually did, do so by making the member Chair- 
man of the Division or President or* Vice-President of the-. 
Branch, and this was generally accepted by the members. 
concerned as suitable. 


In the circumstances the Council has decided to take no, 
action. 


The. Provisionally Registered Practitioner and “ 
Membership of the Association 


150. Under the Medical Act, 1950, provision is made- 
whereby after the “Appointed Day” under the Act all 
persons who qualify will be required to undergo-a period. 
of training in hospital before final registration. - During 
this interim period such persons will be provisionally regis-- 
tered, and the Council is of opinion that they should be ' 
eligible for membership of the Association, At present the 
Articles and By-laws of the Association do not permit of 
such persons being admitted to membership, and it is there- 
fore necessary for appropriate amendments to be made. 

A recommendation regarding this matter 1s submitted 


below. 4 


Amendment of Articles and. By-laws 


151. The A.R.M. in July, 1950, adjourned before it had 
concluded all its business. As a result, the meeting of the- 
Council held on July 17, 1950, was held to be irregular, 
since the technica! effect of adjourning the A.R.M. was to 
postpone the beginning of the term of office of newly elected 
members of Council to the end of the Adjourned Meeting,. 
whereas the membership of those retiring, having held office- 
for one year, was terminated. The Council, accordingly 
decided that it was necessary to amend the Articles and- 
By-laws to make it clear that the term of office of members. 
of Council should be from the conclusion of the Annual 
Representative Meeting held in the ‘year of election until the- 


. conclusion of the: next succeeding Annual Representative- 


Meeting. 

Proposals are made in other paragraphs of this Report 
concerning the constitution of the General Medical Services. , 
Committee, the Colonies ‘and Dependencies Committee; and 
the Amending Acts Committee, and concerning provisionally- 
registered practitioners under the Medical Act, 1950. es, 

The recommendations of the Council on the above mattei” 
involve amendment of Articles 3, 10 (c), 38, and 41, and of 
By-laws of the Association. 

The Council recommends: 


Recommendation : That the Articles and By-laws of the 
Association be altered in the manner shown in Appen- 
dix IV, and that the Council be instructed to submit the- 
amended Articles to an Extraordinary General Meeting of* 
the Association. 


“ The Medical Practitioners’ Handbook” 


152. A new edition of this Handbook,has been published”, 
by the Association. When the Handbook was first issued’ 
many years ago it was intended to serve mainly as a guide ' 
to practitioners newly qualified, but its basis has now been 
broadened to form a useful book of reference for estab- 
lished practitioners in the day-to-day running of their 
practices. 


` Glasgow. In 
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The Handbook, which consists of 240 pages, with a 
comprehensive index, includes an outline of the National 
Health Service; a statement of the opportunities for a 


“career in fields of medical work outside the National 


Health Service, with a summary of the available post- 


graduate facilities; information on the steps to be taken’ 


for entry into practice and on the essentials of agreements 
between practitioners, whether as assistants, principals, or 
partners. Other sections deal with practical aspects of 
medical work, and answers to many questions which arise 
from time, to’ time in practice, including a summary of 
the ethical code of the profession. 


Thus the Handbook covers a field of information G51 


readily available from other sources and is invaluable to 
all practitioners. 

The’ Handbook is on sale at 5s. per copy, but a concession 
is granted to final-year medical students and practitioners 
within three months of qualification, who can obtain it at 
half-price. 


Regional Development _ l i 


153. The Council's policy of establishing regional offices 
in various parts of the country to provide clerical facilities 
for the honorary secretaries of Branches and Divisions and 
for the Regional! Consultants and Specialists Committees is 
a continued success. 

New regional offices have. been set up in Cardiff and 
addition there are regional offices at 
Birmingham, Cambridge, Leeds, Liverpool, Manchester, 
Oxford, and Sheffield. The services provided have been 
of the greatest use to honorary secretaries. 

The arrangement whereby each Assistant Secretary hasa 
special interest in the. Branches and Divisions in a particu- 
lar region has also continued. There is no doubt that the 
establishment of personal relationships between Assistant 
„Secretaries and officers of Divisions and Branches, and 
“personal contact with individual members, is of great value. 


, The Association and Medical Students 


' 154, The Council has ‘always taken an interest in the 
activities of medical students. It believes that the special 
facilities granted to them, such as the purchase of the 
British Medical Journal at reduced rates and the facilities 
for borrowing films, and for B.M‘A. lectures, are much 
appreciated by student associations and by individual 
students. : 

-The Council, on the representations of the British Medi- 
cal Students’ Association, is studying the Medical Act, 1950, 
as it affects newly qualified practitioners. ~The Council is 
indebted to those Divisions and Branches which hold Tecep- 
tions to new medical graduates, as it considers that this is 
an excellent- method of introducing the’ newly qualified to 
local members of the profession and to the activities of the 
Association. 


7 Areas ab mande and Divisions 


155. One new Branch and one new Division have been 
formed during the year—namely, the Nigeria Branch and 
the Enfield and Potters Bar Division. 

A number of minor changes of areas of Divisions have 
been m ~de, the tendency being to relate local units to centres 
of medical population rather than to administrative areas. 
In all cases the Council acts in accordance with the wishes 
of the members or units concerned. 


` 


K SCOTLAND ` 


1 
Chairman and Deputy Chairman of Scottish Committee 


156. Dr. T. D. Grant and Dr. J} G. M. Hamilton were 
appointed Chairman and Deruty Chairman respectively of 
the Scottish Committee for the session 1950-1. 


Press Officer to the Scoftish Office 


157. Mr. George Donaldson, Parliamentary sub-editor of 
the Scotsman, has -been reappointed part-time Press Officer 


` 





‘to the Scottish Office for a further period of one year, 


ending June, 1951. During the past year there has been a 
considerable increase in all branches of Mr. Donaldson’s 
activities, with a resulting increase in press publicity for 
the work of the Association in Scotland. An endeavour 
will be made during the forthcoming year to establish closer 
relations with ¢he local press in Scotland. 


` 


Glasgow Regional Office 


158. The Glasgow Regional Office of the Association has 
been operating at 234, St. Vincent Street, Glasgow, since 
September, 1950, uncer the charge of the Assistant Scottish 
Secretary, Dr, J. T. McCutcheon. The accommodation there 
will shortly ‘be extended. The’ work of the office has 
been concerned mainly with the personal problems of 
practitioners in the area, both by interview and in corre- 
spondence. Dr. McCutcheon is also engaged in‘ visits to 
Divisions and local medical committees within the West 
of Scotland Branch. The Regional Office has also under- 
taken administrative and office work for the Gldsgow and 
West of Scotland Branch and its Renfrewshire Division, the 
local Guild committee, the Western Regional Consiltants 
and Specialists Committee, and the newly formed Registrars’ 
Group, Western Region of Scotland. 


° Scottish House 


159. The Council in its last Annual Report drew atten- 
tion to proposals for major alterations to the Scottish 
House at Nos. 6 and 7, Drumsheugh Gardens, Edinburgh, 
to provide common-room, reading-room, and writing-room 
accommodation for members,’ adequate cloak-room and 
storage accommodation, catering facilities, and increased 
accommodation for the staff. The application for the neces- - 
sary permits and licences to proceed with the work was 
rejected by the Licensing Officer in Scotland in view of 
recent Government decisions restricting capital inyestment. 
An application for a modified plan to begin as from 
October 1, 1951, has, however, been successful. The modi- 
fied proposals embody the essential features of the original 
plan, and the remainder of the work will be proceeded with 
as conditions allow. Proposed reference library facilities 
for members in the Scottish House have been deferred pend- 
ing the completion of the building operations. 


Medical Whitley Council Machinery in Scotland 


160. The constitution of the General Whitley Council pro- 
vides for the establishment of a Scottish Advisory Com- 
mittee.to which certain of the functions of the Council may 
be-delegated. This committee, which has now been formed, 


_ is empowered to establish standing subcommittees, also with 


delegated functions. These subcommittees, which include a 
medical subcommittee, are in process of formation. The 
constitution of the medical subcommittee provides that it shall 
consist of 11 members, three members each (with deputies) 
appointed by the three groups representing public health, 
general medical services, and consultants and specialists, 
together with the two medical representatives on the staff 
side of the Scottish Advisory Committee. This constitution 
has received the approval, as meeting Scottish needs, of the 
Scottish Committee of the Association, the General Medi- 
cal Services Subcommittee (Scotland), and the Central Con-- 
sultants and Spedialists Committee (Scotland). The sub- 
committee has power to appoint sectional subcommittees, 
but, impressed by the urgent need to harmonize the. interests 
of the various sections of the profession, all the above 
representative committees have expressed the view that it 
is desirable that any matter referred, whether from Com- 
mittee A, B, or C of the Medical Functional Council, should 
be dealt with by the Medical Subcommittee as a whole: 


Amending Acts Committee in its Relation ‘to Scotland 


161. The relationship of Scotland to the Amending Acts 
Committee has been under careful consideration. It has 
been suggested that, while it is essential that there should 


se 
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be close liaison between the two countries in respect of 
amendment of the National Health Service Acts; there should 
be established a separate Amending Acts Committee for 
Scotland. As a preliminary to a decision in this matter an 
ad hoc exploratory committee has been appointed by the 
Scottish Committee, in consultation with the General Medi- 
cal Services Subcommittee (Scotland) and the Central Con- 
sultants and Specialists Committee (Scotland), to review the 
position and make recommendations regarding the procedure. 
necessary to achieve any changes in the Service considered 
desirable by the profession. The Committee is composed of 
representatives of the Scottish Committee, the General Medi- 
cal Services Subcommittee (Scotland), the Central Consul-’ 
tants- and Specialists Committee (Scotland), and the Public 
Health Subcommittee of the Scottish Committee, and has 
power to co-opt additional members at its discretion. 


Nominations for Appointments to, and Medical 
Representation on, Statutory Bodies — 


162. The_ procedure in respect of nominations for con- 
sideration by the Secretary of State for Scotland for appoint- 


ment tô statutory bodies under the National Health Service, - 


(Scotland) Act is under consideration. The question of the 
adequacy of the medical’ representation on these ` bodies is 
also under discussion. 5 


General Medical Services Subcommittee (Scotland) 


163: Resulting from discussion between-representatives of 
the subcommittee and of the Scottish local authority asso-- 
ciations under the chairmanship of the Secretary of the 
Department of Health, agreement has now been reached on 
the question of fees payable by local authorities for part- 
time- services rendered by general medical practitioners in 
Scotland, including the fee for reports on, vaccination and 
ummunization. The terms of this agreement, though not. 
identical with, are similar to the agreement reached with 
the loca! authorities in England and Wales. The agreement 
in réspect of fees for vaccination and immunization reports 
(5s. per report) is retrospective to July 5, 1948. Negotia- 
tions-are proceeding with the Scottish local authority asso- 
ciations to secure that the remainder of the-agreement shall 
be implemented as from the date agreed in respect of 
‘England and Wales—namely, April 1, 1951. , 

The procedure to be adopted in respect of vaccination 
arising from future outbreaks of “smallpox in Scotland is 
under discussion with representatives of ‘public health medi- 
cal officers in Scotland. The question of the, appropriate 
fee to’ be paid for vaccination records in such circumstances 


will be the subject of discussion with the Scottish local . 


authority associations when the’ procedure has been decided. 

Complaints of irregular certifjcation and extravagant and 
ignorant prescribing under the National Health Service have 
been discussed with the Department -of Health. Measures 
to ‘check these irregularities through the local medical 
committees ‘are now being adopted> i ‘ 

The question of the dispensing capitation fee in | Scotland 
has been the subject of consideration by a special subcom- 
mittee. As a result of the deliberations of. this subcommittee 
it is considéred that a valid’case can be made out for a 
substantial increase in the dispensing capitation fee in 
Scotland, and‘ the matter is- being geopen with the 
Department of Health.’ 

Action, has been: taken’ by the © Department of Health, ` 
in consultation with the subcommittee, to bring practitioners’ 
lists’ within the permissible limit under the Scottish Act and 
its Regulations. Following representations by the subcom- 
mittee, steps Have been taken to alter the procedure in 
respect of change of doctor. Change will now be allowed 
only after a fortnight’s ` notice to the executive council, 
except where the patient changes-his address or both doctors 
consent -to the transfer. The Servces Committee ‘and 
Tribunal Regulations under the Scottish Act are ‘at the 
present time under discussion with the Department of Health, 
and a-number of other questions affecting ‘the General 
Medical Services in, Scotland have also been discussed with 
the: Department. =< 


~ to ‘mine-workers, 


© 


A special subcommittee has been considering, in consulta- 
tion with the legal adviser to the Association in Scotland 
and counsel, questions in respect of partnership agreements 
under the National Health Service. A memorandum Of , 
guidance for issue to practitioners | contemplating partnership 
agreements under-the Service hasbeen prepared. . 

An ad koc committee to discuss with the Scottish Medi- 
cal Practices Committee matters which could with advan- 
tage be the subject of discussion between the two bodies. 
has been appointed. Subjects sô far discussed: include the 
power of the Medical Practices Commitiee in respect of` 
admissions to the Medical List; the basis for determining 
the adequacy of service in an area ; the existing maximum 
of 4,000 for a single-handed practitioner under the Service ; ; 
the effect which the fixed annual payment might have ine 
inducing a young practitioner to apply for admission to 
the list of an area. 

The position of the general practitioner in respect of the 
examination of claimants for industrial disable:nent beńefit 
on the instructions of the Regional Medical Officer of the 
Ministry of National Insurance is the subject of discussion 
with officials of that Ministry.” « 

Discussions are also proceeding with representatives of 
the’ Coal Board and the Mine Workers Union in Scotland 
on questions relating to emergency calls to mine accidents; 
death and disablement benefits, fees for services rendered 
and notification of practitioners, in 
pheumoconiosis’ post-mortem cases. : 


` 


Maternity Services 

164. A number of matters affecting the maternity services 
under the National Health Service have’been discussed with 
the Department of Health by the Maternity Services Sub- 
committee of the Scottish Committee (which acts in this 
matter on: behalf of both the Scottish Committee and the 
General Medical Services Subcommittee (Scotland) ). -These 
“matters include: the introduction of a standard maternity 
record form in Scotland; antenatal care by general practi- 
tioners of hospital confinement’ cases mise the patient ‘is’ 
living at a distance from the hospi i; the form of 
application and claim for .paymient’ for Maternity medical 
services (E.C. 24 Scotland), and variation by executive coun- 
cils of the fees scheduled on the form ;.the provision of a 
standard maternity pack ; fees for administration of anaes- 
thetics in midwifery cases in which two entirely separate 
anaesthetics have'to be given. 


Central Consultants and Specialists Committee (Scotland) 


165. The following is a brief note of some of thé-activities 
of this Committee during the year. 

The question of the grading of laboratory staff under the 
NILS. is under’ discussion with the Department of Health. « 
who agree that the position is unsatisfactory and has under- 
taken-to discuss the matter with regional hospital boards. 

The attention of the Scottish Royal Medical Corporations ' 
has been drawn to the action of certain hospital authorities 
in England in stipulating in their advertisements that appli- 
cants must hold English higher qualifications. It is felt 
that this discriminating stipulation might in the long run ' 
prove derogatory to the status of Scottish higber qualifica- 
tions and the practitioners holding these qualifications. The 
_ Report on the Tuberculosis Service in Scotland under the 
National Health Service prepared by the Joint Committee 
of the Central Consultants and Specialists Committee 
(Scotland) and the Tuberculosis Society of Scotland has 
been adopted by the Committee. This x$port was published 
in the British Medical Journal of July 8. 1950 (page 61). 
and was well received by the lay press. Many requests for 
it have been made by interested authorities. “An annual 
report of the Committee's activities .has’ been issued to all 
consultants and specialists in Scotlard, is report was 
published in the Supplement to the British Medical Journal 
of January 13. -1951 (p. 5). 

+ Regional Consultants ant. Spec'alists Committees have 
been advised as to- the step$ wh'ch should ‘be, taken to 
integrate specialist group representation within the represen- 


$ 
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tative organization of consultants and specialists in Scotland. 
The procedure in respect of claims by boards of manage- 


ment for retrospective payment of emoluments has also’ 


been considered in consultation with the Department of 
Health. Matters tinder copsideration also include the future 


application of the S.H.M.O. grade in Scotland; the pro-. 
posals of the Department of Health for Scotland for , 


reducing the registrar establishments ; and the position of 
-pathologists and radiologists under ‘the National ‘Health 
Service. 
- At the request of the Subcommittee of the Standing 
Advisory Committee of the Scottish Health Services Coun- 
cil on Hospital and Specialist Services, a statement of evi- 
dence on the reception and welfare of hospital in-patients 
ehas been submitted to that subcommittee. 
The Ophthalmic Services Subcommittee has held several 
meetipgs with the Department of Health to discuss various 
aspects of the supplementary ophthalmic service and the 


future permanent eye service, g 


Public Health 


166. The policy laid down in Minute 238 of the Represen- 
tative Body, 1950, in ‘respect of the reference of school- 
children by school medical officers to the family doctor has 
been the subject of discussion with representatives of the 
Society of Medical Officers of Health in Scotland. Concern 
had been expressed on behalf of the medical officers of 
health that the procedure outlined in the minute of the 
Representative Body might be detrimental to satisfactory 
arrangements which already existed in Scotland. It is, how- 
ever, considered that any difficulty could be avo‘ded by 
discussion of the arrangements in individual areas between 
the medical officer of health and the local medical com- 

‘mittee or Association Division. ` 7 

The question of the retiral age of women medical officers 
employed by the Glasgow Corporation (60 as compared 
with 65 for males) has been raised with the Corporation 


with a view to bringing them into line with their, male . 


colleagues. 

The scales of remuneration for male and female medical 
officers employed by the National Committee for the Train- 
ing of Teachers in Scotland are the subject of further repre- 
sentations to the National Committee. The Committee is 
being urged not only to apply the principle of equal pay 
to its female medical officers but to amend its scales of 
salaries so that its medical officers will receive remunera- 
tion commensurate with that of practitioners engaged in 
comparable work under the National Health Service. 

The position in Scotland in respect of the administration 
of children’s homes under the Children’s Act, in so far as 
this affects the Department of the Medical Officer of Health, 
does not appear to be entirely satisfactory. While in the 
majority of areas the arrangements for co-operation between 
the local authority officer responsible for the administra- 
tion of these homes and the medical officer of health are 
adequate, in some areas the arrangements are the respon- 
sibility of the children’s officer, and co-operation with the 
medical officer of health is either non-existent or depends 
entirely on the personal relations between the two officers 
The matter is under discussion with the Scottish Home 
Department with a view to the posit'on ,being regularized 
throughout the, country. Similar discussions have been 


taking place with the Department of Health regarding the ' 


registration and supervision of disabled and old persons’ 
homes. , 

The number of dual appointments in ‘Scotland held by 
medical officers of health under the local authority and the 
regional hospital board is limited. The terms and condi- 
tions of these appointments do not appear to be satisfactory, 
and they have therefore been referred to the Joint Subcom- 
mittee of Standing Committees B and C (Whitley) for 
investigation. 
~ Inquiries have been made of medical officers of health 
in Scotland regarding those authorities which have adopted 
resolutions requiring all employees of the authority to pro- 
duce evidence of membership of a trade union or pro- 
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fessional organization. The replies indicate that on the 
whole the position ïn the country is satisfactory. 


. 


WALES 


1167. A Regional Office for Wales has now been opened in 
Cardiff. There is accommodation for meetings and for 
members to meet informally. 

The, Welsh Committee, which includes representatives 
of all the Divisions and Branches in Wales and Mon- 
mouthshire, meets in Shrewsbury under the chairmanship . 
of Dr. H. R. Frederick and provides opportunities for the 
discussion of all matters’ affecting Welsh members. 

Under the Medical Act, 1950, the number of Direct Repre- 
sentatives of the profession in England and Wales on the 
General Medical Council has been increased from five to 
eight, one of whom must be resident in Wales or Monmouth- 
shire. The Council authorized ‘the Welsh Committee : to 
artange for the selection of the Welsh nomince, who will 
receive the full support of the Association in the forthcoming 
election. Dr. W. V. Howells, of Swansea, has. been 
nominated by the Association. ' 


X 


OVERSEAS 


Constitution of Colonies and Dependencies Committee 


168. The Colonies and Dependencies Committee, whose , 
terms of reference are “to consider questions specially 
relating to the Branches not in Great Britain or Northern 
Ireland,” consists of the members of Council who represent 
Branches not in Great Britain or Northern Ireland, two 
members appointed by the Representative Body, two 
members appointed by the Council, and one member 
appointed by the Organization Committee. With this con- 
stitution it can happen that an important overseas area is 
not represented. At present, for example, the Committee 
has-no member who has experience of West Africa, which 
is one of the four principal areas of the Colonial Empire. 

Again, the Committee is often concerned with matters 
affecting the smaller Colonies, and it would be an advantage 
if the Committee could when necessary include a member 
with particular experience of small Colonies. In the Coun- 
cil's view a satisfactory solution of this problem could be 
found by conferring a limited power of co-option upon the 
Committee, and a recommendation covering this point will 
be found in para. 151. 


New Branch in Nigeria ‘ 

169. The Council has noted with satisfaction the decision 
by the members in Nigeria to form a Branch of the Associa- 
tion in that territory. The Bomeo Branch, formed in 1950. 
is making satisfactory progress. 


; Colonial Medical Service 


170. The Council is happy to report’ that new salaries 
negotiated with the Colonial Office for medical officers, 
senior medical officers, and senior administrative medical 


Officers have been introduced, by the Governments of Kenya, 


Northern Rhodesia, Nyasaland, Tanganyika, Uganda, and 
Zanzibar. Improved salaries have,also been introduced in 
Malaya and Singapore. 

The Council is also happy to:report considerábiei improve- 
ment in the salaries of clinical specialists in East and Central ” 
Africa. In some territories a special grade has been insti- 
tuted for medical officers possessing certain approved higher 
qualifications. Negotiations about specialist salaries in these 
and other areas are not yet completed. 

Negotiations have been started with the Colonial Office 
about remuneration in the smaller Colonies, and „satisfactory 
progress has been made. ' 


Caribbean Conference ' 


171. The Conference of B.M.A. Branches in the Caribbean, 
which was proposed by the Council, was held in Trinidad 
from January 8 to 13, 1951, presided over by Dr. H. Guy 
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Dain and attended also by Dr. H. B. Morgan, the repre- 
sentative of the Carıbbean Branches on the Council. With 
ne exception all the Branches sent delegates. The Confer- 
ence was opened by the Governor of Trinidad. 

The main business was consideration of the ‘quéstion of 
unifying the Government medical services in the Caribbean. 
The Conference agreed that unification was desirable and 
that there should be uniformity of basic salaries and ‘other 
conditions of service. It was decided to suggest the appoint- 
ment of a medical services commission to work out a 
detailed scheme. 

The Conference also decided: that steps should be taken 
to set up a Caribbean Council of B.M.A. Branches and to 
‘secure its recognition as the sole negotiating body for the 
medical profession”in the Caribbean. 

A full programme of business sessions, scientific sessions 
with medical films and clinical demonstrations, and social 
functions was successfully carried through. 


A African Branches 


172, Dr. P. C. C. Garnham, representative of the African 
Branches of the Association on the Council, visited the East 
African and Mauritius Branches in August, 1950. Tbe East 
African Branches held an Inter-territorial Conference, com- 
prising scientific and social functions, at Nairobi in October. 


British Commonwealth Medical Conference 


‘173, The second meeting of the British Commonwealth 
Medical Conference was held in Brisbane in May, 1950, at 
the invitation of the Federal Council of the B.M.A. in 
Australia. The chairman was Sir Victor Hurley, President 
of the Federal Council, and delegates from Australia, 
Canada, Great Britain, India, New Zealand, Pakistan, 
South Africa, and Southern Rhodesia were present. The 
delegates from Great Britain were Dr. E. A. Gregg, Chair- 
man of Council, and Dr. A. Macrae, who acted as deputy 
honorary secretary-treasurer in place of Dr. Charles Hill, 
who was unable to attend. 

The Conference followed the pattern of that held in 
Canada the ‘year before. Papers read on different aspects 
of the medical and health services in Australia provided 
the basis of informal discussions in whick delegates ex- 
changed views and experiences. The subjects covered 
included national health services, the discussion of which 
was opened by the Rt. Hon. Sir Earle Page, Minister of 
Health of the Commonwealth of Australia; medical 
education, both undergraduate and postgraduate; medical 
journalism ; tropical diseases and the Australian native ; the 
flying doctor service, the talk on which was illustrated by 
films and the recording of a radio-consulting session ; the 
public hospital system in Queensland; the care of child 
health ; medical registration ; and professional organization. 
A report of the meeting was published in the Supplement 
to the British Medical Journal of February 10, 1951. The 
delegates remained in Brisbane for the ~7th- "Australasian 
Medical Congress, B.M.A., which. immediately followed the 
+ Commonwealth Conference. 

The Conference demonstrated once more the similarity 
of professional interests and problems throughout the 
Commonwealth, and the value of these occasional repre- 
sentative meetings for the exchange of views. It decided 
to hold its next meeting in July, 1951, in Johannesburg, 
immediately before the Joint Meeting of the B.M.A. and 
the Medical Association of South Africa, and to ask 
constituent associations and units to consider the fre- 
quency of future meetings. The Indian Medical Associa- 
tion extended an invitation to the Conference to hold. its 
meeting in India in 1952 or 1953. 

The Council of the B.M.A. recommended that after the 
meeting in Johannesburg meetings should be held in alter- 
nate years, the invitation ‘of the Indian Medical Association 
being accepted for 1953. 

The Council has reported elsewhere that the Joint Meet- 
ing in Johannesburg has now been cancelled. This entails 
the cancellation also of the Commonwealth Conference. 
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The constituent associations and units are being consulted 
on the suggestion that the next meeting should be held in 
India in 1952. ° 


Empire Medical Advisory Bureau i 


174. The Empire Medical Advisory Bureau was opened ın 
July, 1948, to provide a personal advisory service to medical 
practitioners visiting this country from overseas, particularly 
from the Dominions and Colonies. 4 

The Committee of Management has met ‘regularly during 
1950 in connexion with the organization ‘and development 
of the Bureau. This is now well established, and ‘its work 
is steadily increasing year by year. 

The Advisory Committee held its third annual meeting 
on April 27, 1950. The attendance of members and their 
help throughout - the year in the. solution of individual 
problems of visitors. is much appreciated. 

There is evidence that the Bureau is receiving beneficial 
publicity overseas, due to reports of visitors returning to 
their own countries ; the co-operation of editors of over- 
seas journals in publishing information concerning the 
More than half the 
inquirers sought information about various aspects of 
postgraduate education and experience, including informa- 
tion on courses of instruction, examinations, appointments 
in and visits to hospitals, and medical registration. z 

The “ Summary of Regulations for Postgraduate Diplomas 
and of Courses of Instruction in Postgraduate Medicine,” 
compiled and published by the Bureau, has been revised, 
reprinted, and dispatched overseas to all Branches of the 
Association, affiliated associations, deans of medical facul- 
ties, postgraduate committees, and editors of medical journals. 
Many tributes to its usefulness for reference purposes have 
been received by ihtending visitors. The summary has 
been completely reproduced in the handbook of the New 
Zedland Branch. Extracts from it have also been ‘published 
in the Medical Practitioners’ Handbook (B.M.A., 1950). 

Through the kindness and co-operation of port health 
officers, increasing numbers of visitors have been met on 
their first arrival in this country‘by a fellow medical man, 
and are most appreciative of this welcome. Letters of wel- 
come have been sent to all overseas visitors who are known 
to be in the United Kingdom and who haye not previously 
been in touch with the Bureau. 

The Bureau has been able to help an increasing number 
of visitors to find somewhere suitable to live in spite of 
continuing difficulties in this field of activity, and in all 
cases accommodation ready for the visitor’s arrival has been 
arranged when requested. 

Social functions, at which overseas visitors have the 
opportunity of meeting fellow practitioners from other 
parts of the British Commonwealth and members of the 
profession in this country, including some of our leading 
physicians and surgeons, are a regular feature of the Bureau’s 
During 1950 nearly 1,500 doctors: and wives 
from overseas attended “At Homes” arranged by the 
Bureau. During the year the policy of holding “At 
Homes” at those centres outside London where the num- 
bers of overseas poStgraduates permit this was continued, 


_and “ At Homes” were held at Edinburgh and Liverpool. 


Many expressions of appreciation have been received 
from overseas visitors for help received from ‘the Bureau, 
and the Council is glad to feel that its-services are helping 
to make the visits of our .overseas fellow practitioners . 
pleasant and successful. 


WORLD BELA TIONS 


World Medical Association 


175. The Fourth Annual Meeting of the General Assembly 
of the World Medical Association was held in New York 
in October, 1950, under the presidency“’of Dr. E. L. 
Henderson, President of the American Medical Associa- 
tion. Twenty-four countries were represented, the British 
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~ delegates being the Chairman of Council and Dr. S. Wand. 
Dr. J. A. Pridham attended as a member of the Council 
of the W.M.A., and Dr. H. A. Clegg took part in a confer- 
ence of medical.editors. An article on the meeting appeared 
in the British Medicab Journal of November 4, 1950. 
Among the business of the Assembly were reports from 
the Council on pharmaceutical practice in 24 countries, 
social security schemes in 13 countries, standard nomen- 
clature, an international’ pharmacopoeia, and medical 
education. 

The Fifth Annual Meeting of the General Assembly will 
be ‘held in Stockholm in September, 1951, under the presi- 
dency of Dr. Dag Knutson. The British delegates will 
be the Chairman of Council and Dr. T. Rowland Hil, 
with Dr. S. Wand and Dr. A. Macrae as alternate 
delegates. è 

The subjects on which the national medical associations 
have been asked to provide information during the past 
year for international investigations have included the stan- 
dards of medical education, the registration of practitioners 
‘with foreign qualifications, and medical ethics. : 

They have also been asked to state their attitude towards 
the admission to membership of the World Medical Associa- 
tion of the Japanese Medical Association and the Western 
German Medical Association. After careful consideration, 
the Council has informed the W.M.A. that if either of these 
Associations applies for membership the British Medical 
Association will raise no objection to its admission. 





Visit of Surgical Team to Yugoslavia 


176. The Council has collaborated with the British Council . 


in sending to Yugoslavia a surgical team headed by Mr. Price 
Thomas. The visit was arranged in consequence of a sugges- 
tion by one of the leading tuberculosis specialists in Yugo- 
slavia that a British team should spend two P in the 
country iù February, 1951, to demonstrate in suitable centres 
modern techniques in thoracic surgery. 


Good-will Medical Mission to South America 


177. The Council considered a proposal, which originated 

- in the Cuban Medical Association, for, sending, under the 
auspices of the British Medical Association, a team of 
British medical practitioners to South America as a good-will 
mission to spread the knowledge of British medicine and to 
raise British prestige in South America A visit to Trinidad, 
where hospitality has been offered by the B.M.A. Branch, is 


to be included. The team comprises Dr. F. Bach, Dr. A. I. - 


Parry Brown, Dr. T. M. Ling, and ‘Mr. T. Holmes Sellors. 
All the members will lecture and, in addition, Mr. Holmes 
Sellors will demonstrate operations on the chest and heart, 
with the assistance of Dr. Parry Brown as anaesthetist., 

The mission is being financed by certain public-spirited 
business firms. There will be no commercial advertising in 
connexion with it. 

The Council, believing that such a mission would be of 
great value in promoting the prestige of British medicine, 
has been happy to grant the auspices of the Association to 
the mission. N o 


v/ 
Exchange Visits with Canada and the U.S.A. 


178. The Council considered the practicability of arranging 
annual exchanges of doctors between the B.M.A. and the 
Canadian and American Medical Associations. A scheme 
has been agreed between the three Associations, and’ the 
„approval of the Bank of England has been obtained. Details 
were published in the Supplement to the British Medical 
Journal of January 13, 1951. 


_ B.M.A. Receptions to International Congresses 


179. The Council has offered receptions to members of 


the following International Congresses to be held in London 
during 1951: the International Conference of Anaesthetists 
in September, and the first International Congress of ci 
re / cal Pathology in July. 


t 
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International Medical Visitors Bureau 


180. The International Medical Visitors Bureau was set up 
by resolution of Council on November 16, 1949, to pro- 
vide a personal advisory service for medical practitioners 
visitng the United Kingdom from countries outside the 
British Commonwealth and Empire. 

The Committee of Management of the Empire Medical 
Advisory Bureau,” with the addition of two members of 
the International Relations Committee, was appointed to 
organize and develop the Bureau, the direction of which 
was entrusted to the Medical Director of the Empire Bureau 
The joint use of staff, premises, and general facilities for 
the two Bureaux, while being most economical, does not 
blur their separate identities but enables the Asscciation to 
assist visiting medical practitioners from other countries to 
a much greater degree than formerly. 

The Committee of. Management has met regularly during 
1950. 

The formation of the Bureau was notified to member: 
associations of the World Medical Association and, as a 
result, inquiries have been received from some 31 countries. 
Nearly half of the inquiries related to some aspect of post- 
graduate instruction—information being requested about 
courses of instruction, diplomas and examinations, and 
facilities ‘for visits to hospitals and clinics. . 

The arrangement of visits to hospital departments and 
special clinics takes up a_good deal of time, often involv- 
ing many letters, phone calls, planning of the visitor’s time, 
direction to hospitals, etc., but has been uniformly success- 
ful, owing to the willingness _ of consultants and heads of 
departments to find time to receive their visitors kindly and 
hospitably. This courteous co-operation has been much 
appreciated. 

Accommodation was found in hotels and boarding-houses 
for all visitors who requested it, and in a few cases suitable 


~ 
¥ 


` accommodation was suggested in several places in the United 


Kingdom for visitors touring by car and combining business 


. with pleasure, 


Information on a wide variety of general subjects was 
requested by many inquirers, and there can be little doubt 
that help in these fields was much appreciated. . 

Following requests received from the Organisation : 
Française d’Accueil du Corps Médical Mondial, efforts 
were made to place doctors from the United Kingdom 
in touch with French confrères with a view to arranging 
holiday visits or excbanges of members of their families. 
Such exchanges are not easily brought about owing to time 
and place difficulties, but a start was made during 1950, 
and it is expected that this activity will develop further. 

Many expressions of appreciation have been received from 
visitors to the Bureau, and the Council looks forward to the 
further development of its activities. ` 


MEDICAL FILMS 


181. During the past year a number of films have een 
added to the Association’s Film Library by presentation 
and by purchase, and increasing use is being made of the 
facilities available to Divisions and Branches of the Asso- 
ciation, hospitals, medical schools, individual doctors, nursing 
associations, and medical- auxiliaries. From time to time 
lists of films added to the Library are published m the 
British Medical Journal. p 

An official catalogue of films in the Library is now being. 


‘produced, and pending its publication an unclassified list of 


the films is available to prospective borrowers. 

The B.M.A. film on “The Treatment of Infections of 
the Hand,” which was made at the Hand Clinic of Univer- 
sity College Hospital by Realist Film Unit, through the 
courtesy of Glaxo Laboratories Ltd., has proved to be a 
most popular film and is in very heavy demand. It was 
first shown during the Association's Annual Meeting, at 
Liverpool in July, 1950; the London preview was held at 


‘B.M.A. House on October 4, when representatives of many 


medical associations, organizations, and publications were 
present. sch 3 
/ 
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The Chairman of the Film Committee, Dr. R. P. Listo `ï 


`. represented the Association at the Film Sesvion of the Inter- 


” 


nationa? Medical Corgress held in Vercha at the end of 
July, 1350. He illustrated his address to the Congress by 
showing the B.M.A. ‘film on “The Treatment of Infections 
of the Hand,” and it was later announced that the film‘ 
bad been awarded the Premio Giovanni Di Bernardo Silver 
Cup for “the best film on medical matters.” In January, 
1951, a copy of the film was,taken to Trinidad by Dr. H. Guy 
Dain for showing at the BIM.A. Caribbean Conference. ` 

This film has been well received at all showings, and the 
Council has decided to present copies to the Canadian 
Medical Association, the Medical Association of South 
Africa, the Federal Council of the B.M.A. in Australia, the 
New Zealand Branch of the Association, and the American 
Medical Association. . 

Continued efforts have been made to facilitate the acquisi- 
tion of medical films from hard-currency areas, particularly 
from the United States of America, but little progress has 
yet been made in this direction. The Association is repre- 
sented on a special panel of interested organizations which 
has been set up by the Central Office of Information to 
deal with the problem of obtaining instructional films from 
overseas, 

A Filmotion Viewer has been added to the equipment of 


the B.M.A. Film Library, as this is an essential instrument ~ 


for checking, editing, and viewing films. 

The Council is deeply indebted to the‘following, who have 
generously given films to the B.M.A. Library during the 
current session, and also to those members of the profession 
who have kindly assisted in appraising films: Mr. W. L 
Phillips, F.R.C.S., of Capetown ; Hoffmann La Roche, Ltd.. 
of Basle; Imperial Chemical Industries, Ltd., of London . 
T. J. Smith and Nephew, Ltd., of Hull;,E. R. Squibb and 
Sons, of New York. 


PSYCHIATRY AND THE LAW 


182. The Council has received from the Joint Committee 
of the Association and the Magistrates Association a 
memorandum entitled “The Adolescent Delinquent Boy.” 
The memorandum draws attention to some of the more fre- 
quently found characteristics of the younger adolescent 
delinquent boy and demonstrates the complexity of the prob- 
lem of adolescent crime. The recommendations made cover 
both long- and short-term policies for the removal of the 
causes of delinquency in the adolescent. The memorandum 
is being printed in pamphlet form and a summary will 
appear in the British Medical Journal. : 


s 


OTHER ASSOCIATION ACTIVITIES. 


Election of Direct Representatives on General Medical 
Council 


183. There will shortly be an election of Direct Repre- 


sentatives of the profession to the General Medical Council 
Under the Medical Act, 1950, the number of Direct Repre- 
sentatives to be elected has been increased to 10: eight for 
England and Wales (of whom one must be resident in Wales 
or Monmouthshire), and two for Scotland. In accordance 
„with the procedure laid down by the Representative Body, 
nominations of candidates were invited from Divisions. 
A postal vote was conducted among representatives of 
constituencies in England and in Scotland to select from 


‘those nominated by Divisions the candidates who were to 


receive the support of the Association. The Welsh Com- 
‘mittee was authorized to select one candidate from those 
nominated by Divisions in Wales and Monmouthshire. 
As a result of this procedure the following candidates 
have been selected to receive the support of the Association: 


Dr. R. H. Balfour Barrow, Dr. I. D. Grant, Glasgow 
Winchester Dr. E. A. Gregg, London 

Dr. J. A. Brown, Birmingham Dr. W. Y. Howells, Swansea 

Dr. O. C. Carter, Bournemouth Dr. J. T. Ingram, Leeds 

Dr. R. W. Craig, Edinburgh ` Dr, N.`E. Waterfield, Little 

Dr. H Guy Dain, Birmingham Bookham 
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The Council has considered the question of the repre- 
sentation of women practitioners on the General Medical 
Council. The Medical Act, 1950, lays down that there shall 
be eight Direct Representatives for England and Wales, on 





‘of whom shall be resident in Wales or Monmouthshire. 


the opinion of the Council, one of the remaining seven 
Direct Representatives should be a woman practitioner, and 
the first available opportunity should be taken to nominate 
a woman practitioner for election to the G.M.C. i 

The Council recommends: 

Recommendation: (1) That, in selecting the candidates who 
shall be supported by the Association in future elections of eight 
direct representatives on the General Medical Council, the follow- 
ing procedfire be adopted: 7 

. (a) One candidate to be selected by the Welsh Committec ; 

(b) One candidate to be selected by the women members 
of the Associauon resident in England and Wales; 

(c) Six candidates to be selected by the Representatives 
of English Divisions in the Representative Body. . 

(2) That, in the event of there being a by-election before ‘the 
next election of eight direct representatives ia due in 1956; the 
Association shall support the candidature of a woman practi- 
tioner selected by the women members of the Association resident 
in England and Wales. ' 


Medical Practices Advisory Bureau 


184. There has been a substantial development in the work 
of the Medical Practices Advisory Bureau during the year, 
and the Council is glad to note that the facilities of ,the 
Bureau are being used to an increasing extent by members 
of the Association. ' 

Apart from its functions as a medical agency, the Bureau 
offers an advisory service mainly concerned with personal , 
problems associated with entry into, and conduct of, prac- 
tice. During the year help has been sought on a very large 
number of individual problems covering a wide range, and 
advice has been given on questions concerning agreements 
and relationships between principals, assistants, and partners. 


The Coroners (Amendment) Act, 1926 


185. A Departmental Committee has been set up by the 
Lord Chancellor and the Home Secretary to make recom- 
mendations as to the rules to be made under Section 26 of 
the Coroners (Amendment) Act, 1926, for regulating the 
practice and procedure at or in connexion with inquests 
and post-mortem examinations, and as to the forms to be 
prescribed under Section 27 of the Act. The Council was 
invited by the Home Office to suggest the names of practi- 
tioners to serve on this Committee, and the Council reports 
that two of its nominees, Dr. Robert Forbes and Dr. F. B. i 
Camps, have been appointed as membersaof the Depart- 
mental Committee. : 


Co-operation in the National Health Service | 


186. The Council will shortly convene a round-table con- 
ference consisting of representatives of the General Medical 
Services Committee, the Central Consultants and Specialists 
Committee, the Public Health Committee, and the Society of 
Medical Officers of Health to consider and report on 
questions of co-operation between the various branches of 
the National Health Service. The Council hopes to report 
further on this matter in its Supplsmeataiy Report 


Conference on the Administration of the Health Services 


187. An invitation from the Institute of Public Administra- 
tion for the co-operation of the Association in organizing a 
three-day conference on the administration of the Health 


“Service has been accepted, and Dr. T. Rowland Hill, 


Dr. A. T. Rogers, and Dr. P. A. Tyser were nominated by 
the Council to represent the Association. The conference 
was held at Church House, Westminster, from March 14 
to 16. 7 A a 
The Spa m Medical Practice 

188. In view of the difficulty general practitioners find in 
obtaining authoritative information about the medical 


- * \ 
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treatment available at British spas, the Spa Practitioners 
Group Committee proposed to the Council that the Associa- 
tion should undertake the production of a concise scientific 
statement on the subject, addressed primarily to general prac- 
titioners. A Special Committee under the chairmanship of 
Lord Horder was appointed to prepare such a statement, 
and this will sHortly be published under the title of “The 
Spa in Medical Practice.” 

The first part of the handbook contains a sketch of the 
‘history and development of British spas, a survey of the ` 
functions and prospects of the modern spa, some notes on 
the indications for treatment at a spa, and a brief descrip- 
tion of the forms of treatment given. In the second part 
some general- notes on the method of referring patients to 
spas are followed by details about each of the British spas, 


including situation, climate, facilities for treatment offered, - 


and social amenities. 


A War Memorial 


189. The Council has pleasure in reporting that the appeal 
for funds to all members of the Association, both at home 
and overseas, to meet the cost of the Memorial to members 
who lost their lives in the 1939-45 war, has been sufficiently 
satisfactory to justify commencement of the work. The 
total donations received up to February 28, 1950 from 
approximately 4,500 subscribers was £8,700. Some mem- 
bers requested that their subscriptions, totalling £325, 
should be earmarked for scholarships. A list of subscribers, 
together with amount of subscriptions, is being prepared 
for publication in the British Medical Journal. 

With the object of securing as great a response as possible 
and obtaining sufficient funds,’ over and above the amount 
required for the Memorial, to enablé scholarships and 
bursaries to be granted for assisting the education of the 
sons and daughters of those who fell in the war, the Council 
will, if necessary, issue further appeals for funds. 

The Council is considering the wording of a Dedicatory 
Inscription’ for the Memorial and would appreciate any 
appropriate: suggestions from members. 


: 


Maladjusted Children : Departmental Committee of Ministry 
of Education 


190. The Minister of Education has appointed a com- 
mittee to inquire into and report upon the medical, educa- 
tional, and social problems relating to maladjusted children. 
with reference to their treatment within the educational 
system, and the Council has been invited: to give evidence 
to this committee. The Psychological Medicine Group Com- 
mittee has been authorized to deal with this matter through 
a specially appointed subcommittee which will include 
persons who aré not members of the Group. 


National Formulary 


191. The Formulary Committee, which was appointed 
jointly by the Association and the Pharmaceutical Society, 
is at present engaged in the revision of the National Formu- 
lary issued in 1949. The Council is informed that it is 
proposed to publish a revised edition of the Formulary later 
in, the’ year. 


Medical Act, 1950 


192. The Council reports that many of the recommenda- 
tions made by the Association in conjunction with the Medi- 
cal Defence Societies were incorporated in the Medical Act, 
1950. The recommendations so incorporated, or which were 
the subject of promises made by the Munister, include the 
following: 

@ A period of professional experience in an approved hospital 
after qualification and before registration. 

Gi) Appropriate scales of remuneration for interns for the first 
si’ months and for the second’ six months. . 

Gi An increase in the number of directly elected representa- 
tives on the G.M.C. 

Gv) Two separate dnd distinct disciplinary committees, with 


provision for the administration of oaths and the issue of writs. Sopen 


of subpoena. : 
a he 
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ı (v) The rules of procedure and of evidence to be submitted to 
bodies representing medical practitioners. à 

(vD Papers not to be sent to the Disciplinary Committee of the 
G.M.C. where a practitioner is acquitted by a tribuna: set up 
under the National Health, Service Acts. , 

(vii) A legal assessor to sit with the Disciplinary Committee 
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a APPENDIX I 
. HOSPITAL AND SPECIALIST SERVICES 


Memorandum of Evidence Submitted to Subcommittee E 
of the Select Committee on Estimates 


lt is not surprising that many difficulties and fresh prob- 
lems have arisen in the administration of hospitals in 
this country when the drastic nature of the change that 
took place on ‘the appointed day in 1948 in the ownership 
and administration of hospitdls is remembered. In order 
to assist the Select Committee on Estimates the Associa- 
tion submits the following statement of its views. 


Administrative Considerations 


The problems of efficient hospital administration are 
complex and intricate, especially in the case of highly 
developed consultant-staffed hospitals. These problems, 
which. vary from hospital to hospital and from one part 
of the country to another, were all dealt with locally before 
\the appointed day, the managing committees or boards of 
hospitals shouldering ‘all the responsibility of both owner- 
ship and administration. The responsibilities of ownership 
have now been entirely removed from the local health 


authorities and from the old voluntary hospital boards of. 


management. Many administrative difficulties have there- 
fore arisen through the centralization of administration 
that has taken place. A 


Over-centralization ' 


Centralization of administration carries ‘with it 
dangers of insufficient local knowledge and interest in hos- 
pital matters. Before the war hospital administration was 
greatly helped by the sense of ownership which the local | 
communities felt for their hospitals, and by the keen co- ` 
operation of large numbers of people in the work of run- 
uing and maintaining these institutions. Any ‘steps that could 
be taken to give back to hospitals as much as possible of 
the sense of local ownership would, help efficiency and 
economy by restoring local interest, making administration 
more flexible, ahd rendering it easier to recruit the best 
type of mémber to hospital Management committees, 


, 


Voluntary Finance 


At the present time hospital boards can accept finan- 
.cial gifts: from the public, but must not appeal for them. 
This appears an unnecessary restriction. It has been’ car- 
ried further by the present Minister, who has instructed 
hospital boards that in order to avoid what he calls “ mis- 
understanding ” no member of a hospital management com- 
mittee should play a part in the administration of any 
unofficial organization set up for the purpose of raising 
tuinds to help a hospital. These restrictions should be swept 
‘away. Hospital management committees should be per- 
mitted freely to associate with unofficial organizations set 
up for the assistance of their hospitals, There is no reason 
why hospital management committees should not be per- 
mitted to organize appeals by all the familiar machinery of 
pre-war days to supplement public funds. Restoration of this 


right, even in these days of stringency, would undoubtedly | 


take the edge off the strict economies necessary in the Ser- 
' vice; permit of some initiative and enterprise by hospital 
Management committees for the support of which public 
funds could not be' given, and increase loca] interest and 
responsibility. Such an arrangement would help the re- 
plenishment of hospital free moneys. Some of this volun- 
tarily given finance would be valuable to assist medical 
research and equipment’ for which Exchequer funds would 
not otherwise be available. The right to make appeals for 
funds would do something to restore a sense of ownership 
to hospital management committees. It is not suggested 
that a voluntary income should reduce the Government’s 
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obligation to maintain its hospitals, but that it should be / 
a supplementary income at the full disposal of a hospital 
committee.’ 


Block Grants o 


. 
It is suggested that State fugds for hospital purposes 

might with advantage be given in the form of block grants - 
to boards and management committees, permitting thereby 
maximum local responsibility in deciding how best to expend 
these grants. It is also suggested that such grants should 
be considered separately for capital and for maintenance 
purposes. A grant for capital expenditilre might be given 
for use over a period—such as, for example, five years. 
At present, inefficiency results from capital and maintenance 

expenditure having to be enclosed within one annual budget. . 

s e 


Examples of Waste and Inefficiency w 


Any steps of this kind reducing the, necessity for 
minute detailed central scrutiny of hospital boards’ and 
committees’ work is desirable. Our -profession has, much 
evidence’ of excessive waste in time and money from such 
over-centralized activity. The daily necessity ‘to refer trivi- 


alities to a higher authority or another committee, or to 


devote much time and energy to answering minor ‘inquiries 
from above, compare unfavourably with the smooth rapidity 
of decision ‘and execution in the pre-war hospital, We have 
not viewed with approval the steady increase in the number `. 
of minor administrative staff in hospitals and the multipli- 
city of their office furniture and equipment. The proportion ‘ 
of hospital staff to-day directly serving the patient is much 
reduced, We consider that economies and efficiencies would 
follow a systematic re-examination of the policy of group- 
ing hospitals under a common management committee for ' 
a number of hospitals. There is evidence that in many 
instances this is working expensively and inefficiently. It. 
has not always proved the case that grouping of hospitals , 
means economy. If, for instance, it means that, when a 
small repair is needed in a hospital, a lorry has to be sent, 
with personnel from group headquarters, 25 miles away, 
when before the war the local staff would do the job, this, | 
is wasteful’; and we have much evidence of the occurrence 
of this sort of thing. A recent request from the Ministry 
of Health was made to a board of governors, asking them 
to inquire into whether or not all the cars of their staff 


i 


_ were properly insured. When the board protested at the 


cost of this i inquiry (apart from the waste of time) -they. were 
informed that it would be met from public funds. 

The growing practice of administering “from a distance 
by directives and circulars in all sorts of detailed hospital 
matters is proving not only wasteful in time and money but 
irksome and inefficient. “Hospital authorities on the spot 
are feeling increasingly confined and frustrated by a distant ’ 
bureaucratic hand, unfamiliar with bedside problems. As 
a particular instance consideration should be given to the 
position of the so-called “ Western Area ” of the South-west 
Metropolitan Regional Hospital Board., It is particularly 
apparent that administration of this Area centrally from 
London is giving rise tó inefficiency and delay from lack’ 
of local knowledge and unnecessary expense oft public 
moneys. Consideration should be given either to the giving - 
of greater autonomy to the subcommittee of the board 
administering this area or to the division of this region 
into two under separate boards. 

It is understood the Ministry already.has a memorandum 
in its possession on this subject approved by the Western 
Area Subcommittee of the South-west Metropolitan Regional 
Hospital Board. 

Our profession has been much concerned by the poor 

quality of expanding administrative staffs. Many of these 
are defectively trained and qualified for their work. .We 
regard the whole policy of the Government, as régards 
administration in the Hospital service as in need of com- 
plete overhaul and thorough scrutiny. 

An example of waste and inefficiency through ill- 
considered administration is: thé, costly and confused 
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ambulance ‘and hospital transport service. This is un- 


coordinated between district and district,- ambulances; 


travelling excessive distances when better 
ordination would have prevented this. 


local co- 


stration as a whole. , 


, Hospital Boards and Committees 

It is desirable to cousider how to make the appoint- 
ment of regional hospital boards and hospital management 
committees as democratic as possible. We feel that the 
principles that operate should contain the smallest possible 
element of selection by the Minister. 

Selected committees are found to have a feeling of depen- 
dence on higher authority. A sense of independence based 
on democratic support, on the other hand, is an asset to 
the strength and vigour of a board or committee. It will 
be recalled that when the Minister's first appointments to 
regional boards were publicly announced the shock was so 
great that the,Prime Minister was questioned on the matter 


in Parliament. Few would admit that the overall quality ` 


of regional boards is really satisfactory. Committees 
appointed wholly by selection are so- liable to have an 
unnecessarily emphasized political flavour, as is the case 
with hopital boards to-day. Whilst in a publicly financed 
service the Government must have the last word on the 


membership of such committees, to a far greater extent 
than is the case now, these committees should be in some’ 


way chosen locally rather than munisterially selected after 
inviting large numbers of nominations that give the Minister 
a wide choice for his fancies. 

Local autonomy, in other words, should be restored in 
maximum degree to our hospitals. Only in this way will 
our great hospital and medical traditions, upon which all 
our work ‘to-day is based, be cherished with the preserva- 
tion of a power of spontaneous growth and flowering in 
our hospital development. The urge to expansion and 
improvement should come irresistibly from the’ periphery, 
not by- direction and circulars from a remote, coldly 
bureaucratic centre. 

Long experience has shown the wisdom of our profes- 
sion being adequately represented in all its branches upon 
hospital boards. We deplore the Ministerial policy to reduce 
our representation. For many generations the presence of 
members of the senior medical staff on hospital boards ‘has 
been accepted as necessary to efficiency. There is no doubt 
that the profession as a whole should have proper repre- 
sentation on such boards. It is important, however, that 
the representatives should be those desired by the profession 
rather than those selected by the Minister. We deplore 
the recently evident tendency to reduction in medical 
membership of boards. 


7 Joint Consultation 
The Minister has neglected to develop the principle 
of joint consultation between the staff and administration 
at all levels in the National Health Service, and efficiency 
and economy have suffered in consequence: The principle 
of joint consultation between staff and administration :is 
now accepted as a fundamentally sound one throughout the 


whole field of industry, and in a complex organization such ` 


as a hospital service, where highly expert staffs are neces- 
sary, such joint consultation is absolutely essential to 
efficiency. and economy as well as to the maintenance of 
good spirit and morale. On the medical side there should 
be constant joint consultation between the senior staffs of 
hospitals and hospital management committees on medical 
organization, policy, and development, and also between 
the’ profession as a whole and hospital boards on all rele- 
vant matters of adminisfration and policy. This constant 
jqint consultation should take place, in addition, between 
regional hospital boards and the senior medical staff in 
contract With them (as well as with the profession as a 
whole in the region), such consultation to take place on the 
regional development of the consultant and hospital services. 
If, for example, regional hospital boards depend solely for 


« 
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their expert medical guidance on medical officials such as 


“senior administrative medical officers, or upon the very 
“small number of medical men appointed by the Minister 
However, this? izo be members of, such_boards, the efficiency of the regional 
example is but typical of the state of hospital admini-. 


‘constdtant services will unquestionably suffer. The right 


‘spirit of vitality and co-operation will'be absent from, 


regional board services, and the proper degree of mutual 
understanding and co-operation between the regional’ board 
and its expert staff will not be attained. _ 

Of extreme importance ‘is the same principle of joint 
consultation at the centre, between the Minister and his 
officials and the chosen representatives of the medical pro- 
fession. The Central Health Services Council does not fulfil 
all the requirements of such joint consultation, in that it is 
in the main an appointed body as distinct from a body 
representative of the staff—that is, a body composed of the 
elected spokesmen of the medical profession. Continuous 
joint consultation should be taking place between the 
Minister and his officials and the chosen spokesmen of. the 
profession on the medical development of the Service. This 
would be an organization rather parallel with the Whitley 
machinery concerned with the terms and conditions of ser- 
vice of staffs. It is not suggested that the joinf consultative 
machinery on policy and administration should have the 
same statutory powers as the Whitley machinery, but it 
should be roughly parallel. Since the appointed day, the 
Ministar, so far as the hospital services are concerned, has 
tried to administer this enormous, intricate organization at 
the centre by a handful of administrative Civil Servants, 
inexperienced in hospital life and administration. „These 
officials have had as their source of advice a small number 
of whole-time medical officers of the Ministry of Health, 
also not-representative of the authority and experience of 
our profession, particularly in hospital matters.’ 

Quite apart from the troubles of general-practitioner 
negotiation, consultants have been from time to time 
given an opportunity: to express theif views to the 
Ministry, but this has been of an interrupted and irregu- 
lar nature, often too brief or too superficial, and many 
troubles—such, for example, as the registrar crisis—have 
resulted from the inadequacy of joint consultation before 
decisions were taken by the Ministry. ` 


Medical Staffing of Hospitals ` 


The method of hospital staffing that existed in the - 


teaching hospitals and leading consultant-staffed non- 
teaching voluntary hospitals of before the war is funda- 
mentally the best except for general-practitioner and cer- 
tain other special types of hospital, such as long-stay 
institutions è 


Hospital Medical Staff Advisory Committees 


It ıs for this reason that the profession has repeatedly 
urged the Ministry to give statutory recognition to.advisory 
medical committees of hospital staff, as well as of the pro- 
fession as a whole, such committees being the normal source 
of professional advice to hospital management committees 
on the medical side of their work. It is also the reason why 
the profession has repeatedly urged upon the Ministry, with 
incomplete success, the necessity, if the terms of the Act 
are to be implemented fully, to enlarge the consultant estab- 
lishment so that the whole country 1s adequately served. 

Broadly speaking, the fundamental principle of hospital 


_ staffing, which is the only satisfactory one at the present 


time with’ the exceptions mentioned above and which has 
existed during the last century in British, hospitals, is -that 
of consultant charge of all beds and patients in hospitals, 


- covering the various branches of medicine and surgery, the 


junior or supporting staffs of hospitals consisting of regis- 
trars and bouse-physicians. It is important to realize that 
the intermediate grade of medical officer in hospitals— 
the registrar—is not just or even primarily some sort of 
“training” grade for consultants, but has-been for the 


last century an essential one-in the daily work of hospitals” 


replaceable only at the expense of efficiency The past 


in 
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century’s experience has shown that, whilst the consultant’s’ ’ 
-sion to these beds is prohibitively high; nor should this 


is a permanent appointment, the junior appointments of 
house-officers and of the intermediate grade of registrar 
should both be temporary. Efficiency (and therefore- 
economy) falls off if the tenure of house-officer and registtar 
posts is made too long. ~ A 

Complete discretion should be permitted to employing 
authorities to appoint as consultants those applicants who 
seem most fitted to the posts. Normally, employing authori- 
ties will appoint the consultants of the future, as in the past, 
from the ranks of suitably qualified and experienced regis- 
trars. As in the past, however, they must be free to use 
their judgment and responsibility ‘in selecting whomever 
they think best for consultant vacancies, and their hands 
should not be tied in any way. The customs and traditions 
of the last hundred years in regard to the making of con- 
a appointments should be permitted to continue in the 
uture. 

A damaging mistake has been made by the Ministry, 
through lack of adequate joint consultation with the pro- 
fession and inexperience in hospital matters, in regarding 
the intermediate hospital grade (that of the registrar) as 
essentially some sort of supernumerary training post for 
consultants, It is important to realize that the attainment 
of consultant rank in hospitals should be a wholly competi- - 
tive matter, and that the registrar establishment throughout 
the country should be guided by hospital need and by no 
other consideration. The substitution of consultant, regis- 
trar, or house-officer grades ‘by any other type of medical, 
officer, such as a permanent subordinate officer as distinct 
from a temporary one, will cause loss of efficiency and 
mcreased expense. It is essential to’ the maintenance of 
hospital efficiency that these principles of ‘junior hospital 
staffing should be firmly understood by all concerned, 
especially in view of recent grave mistakes and misunder- 
standings. . > 


Appointment of Consultants 


The method for the appointment of consultants, and 
also of registrars, at present in operation is in need of 
considerable re-examination and modification, In the past 
medical committees composed of consultants always had the 
opportunity to make recommendations regarding candidates 
for senior hospital posts to appointing authorities. The 
Service has lost through the abolition of this right, and 
it should be restored. f - 
` The views of the medical profession on the problems of 
hospital organization, administration, and economy could 
be summed up in these words: that the highest standards 
and greatest economies can be attained ‘only by a readiness 
on the part of the Government to invite the fullest co- 
operation from the medical profession in hospital adminis- 
tration and in the formation of policy. The Service is stand- 
ing at the parting of-the ways at the present time. Either 
the hospital service will develop in the direction of increased 
joint co-operation and consultation between hospital medical 
staffs and hospital administrative authorities, or else it will 
proceed on the other, downward, path of increasing separa- 
tion between hospital administrative authorities and their 
expert: staffs. Such separation can lead only to mutual dis- 
trust, friction, a sense of frustration, inefficiency, and loss 
éf economy. It is felt by the profession that at the present 
time the most strenuous efforts possible should be made to 
establish thorough joint consultation and co-operation, be- 
tween the profession and the administrative authoritfés in 
the hospital service. Not least between the profession and 
the Minister a change of spirit is required, so that advice 
from the profession is considered on its merits and accepted 
if sound, To-day it seems that the Ministry and other hos- 
pital administrative bodies only too often give but perfunc- 
tory attention to medical advice they express willingness to 
receive ; and finally ignore -it. ‘ - 


Private Beds 


‘It is in' the public interest that the private and amenity 
bed arrangements be altered. There is little point in trying 


i 





to continue private beds if the maintenance charge for admis- 


charge vary from district to district. It is desirable that the 
pre-war practice of keeping the maintenance charges of 
private wards ın hospitals’ at as reasonable a level as pos- 
sible should be’ restored. It would probably be best if 
amenity and private beds were amalgamated. The main- 
tenance charge should be made within the reach of most of 
those persons who desire private accommodation, and the 
profession should be trusted to fix their own charges for 
professional services to patients in theses beds. An attempt 
at a detailed restricted schedule of charges should not be 
made. It is ineffective and time-wasting. ‘The amenity bed 
appears to be a fad of the present Government, and should 
be abolished as a separate institution. 
. e 

' Charges to Patients 
There appears to be a prima facie case for inquiring 
into the possible levying of a “hotel” charge for board 
—for example, upon patients admitted into hospitals who 
could afford such a charge without hardship. We. support 
the principle that a contribution towards cost should be 
made by patients who can afford this for appliances sup- 
plied. Such contributions from patients would make the 
relationship between the public and the hospitals healthier 
than it is becoming at the present time and would release 
money that could be used for such needed purposes as the 
building and extension of hospitals, provision of equipment, 
research, and release from growmg economic strangulation. 


General Practitioners and Hospitals < 


The profession supports all possible extension of general- 
practitioner association with hospital work and has long 
had this under consideration, both in its own counsels and 
in discussion with the Ministry of Health. One~impor- 
tant aspect of this is to solve the probleni of the entry into 
general practice and the obtaining of suitable hospital work 
by the registrar of some years of experience. 

Finally, to summarize,'every care must be taken to ensure 
that the hospital service retains an urge to spontaneity of 
development, as the best hospitals had before the appointed 
day and for which a sense of local freedom and independence 
is necessary. Hospitals without individual vitality, tradition, 
and personality that are organized passively and distantly 
from Whitehall will be inefficient, costly, and soulless and 
be associated with a decline in medical standards. The hos- 


- pital service will become rigid and umadaptable and the 


progress of medicine imperilled 


/ 
APPENDIX MI 
MEDICAL ADMINISTRATION IN HOSPITALS 


Statement of Evidence: Submitted by the Association to the 
Committee of the Central Health Services Cooncil 


A hospital is essentially a medical institution, and its 
primary purpose is the care of the sick and injured, their 
medical treatment and nursing. 

Its administration, and particularly that of a large hospi- 
tal or related group of hospitals, is an extremely complicated 
matter, involving in addition to the clinical work under- 
taken questions of supplies, finance, maintenance of fabric 
and equipment, catering and laundry, supervision of various 
types of staff—e.g., clerical, manual, domestic, office routine. 
‘etc. The,daily execution of these various functions is nor- 
mally and rightly in the bands of jaymen, trained specifically 
for the purpose. . reas 

Undue concentration on the business side of a hospital, 
however, may operate to the ultimate disadvantage of the 
patient’ and a lack of co-ordination between the various 
departments or of a co-ordinated policy, ‘and above all a 


, 


-132 Marca 31, 1951 ` 





_— 


sense of rivalry or trial of strength between the heads of 
different departments can only damage the effectiveness of 
the hospital in its service to the community. A lack of 


‘ appreciation of the medical needs may lead to faulty organi- 


zation and a disproportionate allocation of the moneys 
available for the hospital’s work. 

The ultimate responsibility for the administration of the 
hospitals in a region rests with the regional board through 
the hospital management committee acting as its agent: 
in a teaching hospital group the governing body, is the 
board of governors. The responsibilities of all these bodies 


- are delegated to them by the Minister of Health, who exer- 


cises a-general overall policy expressed mainly through the 
issue of Ministerial regulations and circulars. 

On each of these bodies some members of, the medical] 
profession are appointed, but only in the case of the board 

‘of governors is the senior medical staff of the hospital 
agequately and directly represented. In the case of the 
board of governors the. medical staff is actively and continu- 
ously consulted in matters of the policy, development, and 
administration of the hospital, but this is often not the case 
in non-teaching hospitals. 

Bearing in mind that the primary function of the hospital 
is a medical one, whereas the governing body is predomi- 
nantly a Jay one, it is essential that in the actual administra- 
tion of the hospitals under its control it should seek and 
accept medical advice, from its own staff, and also from the 
profession generally, as has been traditional in all our 
leading hospitals. 

At hospital management committee level, and where the 
staff desire it at individual hospital level, medical staff com- 
mittees should be established and officially recognized as 
a vital link in the administrative machinery. 

In addition, elected medical advisory committees should be 


recognized in relation to boards of governors, regional hos- ‘ 


pital boards, and hospital management committees, and these 
committees should be representative of the medical staff and 
other sections of the profession—-e.g., general practice and 
public Health. They should have access to hospital boards 
and committees for the purpose of tendering professional 
advice to those bodies on the work and administration of 
hospitals. At regional board level not less than 50% of the 
members of such ‘advisory committees should be elected 
by consultants in the region, and other sections of the pro- 
fession—e.g., general practice and public health—should be 
adequately represented. 

The establishment of;such machinery would secure that 
in deciding the interna] administration, of the hospitals in 
their control hospital boards and committees received pro- 
fessional advice trom those most competent to give it, the 
spirit and vigour of the hospital would be benefited, and the 
interest and devotion of the medical staff be stimulated. 

The second consideration should be that the day-to-day 
administration of the hospital(s) should be the responsi- 
bility of a special member of the medical staff, appointed 
for the purpuse, ‘ 

He should be regarded as a colleague of the hospital staff, 
not, their senior. He should sit on the medical committee 
ahd participate in the collective advice this gives to the 
board. He should not replace the medical committee as 
adviser in medical matters to the board. 

It may be argued that it is possible, by suitably designed 
courses of training in hospital administration for laymen, 
to inculcate the amount of medical understanding necessary 
for day-to-day medical administration. Bearing in mind 
the essentially medical nature of most of the important prob- 
lems of hospital administration, it is difficult to believe that 
this can really be achieved. In the running of any major 
hospital purely medical problems must frequently arise 
which involv, decisions hich can properly be taken only 
by a qualified”medical man. i 

Moreover, in the ex-voluntary hospitals, where the senior 
exccutive officer was normally a layman, the chairman of 
the reedigal committee often acted in the capacity of a 
medical admihivtrator. So often did a senior member of 
the junior staff, frequently called, for example, the “ R.M.O.” 


ANNUAL REPORT OF COUNCIL 


SUPPLEMENT 10 THE 
BRITISH MEDICAL JOURNAL 


There is no reason why this position, where it still exists 
in! the teaching hospitals and some of the larger and fully 
staffed non-teaching hospitals, should be disturbed, but in 
many general hospital groups and hospitals to-day the time 
involved would prevent the chairman of the medical’ com- 
mittee undertaking these duties unless he were in effect to 
become predominantly an administrator and not a clinician, ~ 
and in other hospital groups where thé consultant staff are 
not in regular ‘daily attendance it would not be practicable. 

In the mental and infectious disease hospitals, M.D. inst- 
tutions, and T.B. sanatoria traditionally there has been a, 
medical administrator, who is also a clinician, and this officer 
has been the chief executive officer of the hospital. This 
system, which has been dictated by the special needs of these 
hospitals—and, in the case of mental hospitals, by legal 
requirements-—should continue. 

Wherever they manifest themselves all problems in a hos- 

pital are at source medical problems, and can best be 
assessed and related to the medical needs of the hospital by 
a medical practitioner trained and experienced in hospital 
administration. Specialized functions, such as accountancy, 
are the immediate concern of the appropriate departmental 
head, but for the smooth and efficient running of the hospital 
the co-ordination of the hospital under the hospital board 
or committee, experience shows, should be assisted by 
co-operation with the medica] staff advisory committee 
and*the employment in many instances of a medical 
administrator. 2 . 
‘` Bearing in mind also that a hospital or hospital group 
functions as part of a regional system, it is valuable that 
there should be in' each hospital or group a senior officer 
medically qualified with whom the S.A.M.O., the chief 
executive officer of the board, can communicate and make 
inquiries or to whom he can transmit information, etc., 
from the board. 

In conclusion the Council cannot allow the oppor- 
tunity to pass of stressing the importance. of representa- 
tive medical influence of an advisory character in the 
hospital service from the highest level downwards. 

The complexity of the present nation-wide service should 
impress upom the Ministry itself the necessity for availing 
itself fully and regularly of expert professional and technical 
advice from its hospital medical staff or their chosen repre- 
sentatives. Past hospital experience in this country has 
shown abundantly that, if hospital boards encourage their 
medical staffs to act as their advisers, take them into their 
confidence on administrative and policy matters, and develop 
full co-operation with them, then a vigorous and happy 


‘hospital with reserves of strength and power of spontaneous 


development results. 


Appendix Containing Views of Central Consultants and 
Specialists Committee G 


1. Consultants wish to stress the primary administrative 
ımportance of direct contact between hospital medical staffs 
and committees of management. 

2. For many generations the leading hospitals in England 
and Wales have been administered by the system of a 
management committee flanked by an advisory medical com- 
mittee or council composed of the senior medical members 
of the staff. ` 

3. This system, evolved over a long period, has stood the 
test°of time and produced hospitals unsurpassed in the 
world for medical and administrative efficiency and fọr a 
spirit of happiness and progress. 

: 4. The medical committee has always had direct access to 
the management committee, and usually a state of confidence 
and mutual respect has been present between them. 

5. All administrative mattets with a medical aspect were 
referred by the management committee for the views and 
advice of their medical committee and vice versa. 

6. Management committees preserved intact their executive 
autonomy, and medical committees were always no more 
than advisory. g 
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7.'In an efficient hospital, with a competent staff, the 
management committee usually found. it possible to accept 


their medical committee's’ advice as their sole guide on . 


medical matters, but management committees always had 
complete power of decision as to whether or not they 
should accept it. 

8. An extremely efficient and yet very happy and demo- 
cratic administrative arrangement was produced in this way. 
Many people in the hospital felt that they were making 
responsible contributions to the hospital's administration. 
Feelings of frustration and oppression were minimized. The, 
dangers associated with the arbitrary administration of hos- 
pitals by single individuals or small or powerful groups 
were reduced, ; 

9. Consultants must emphasize that senior medical staffs 
are not merely interested in practising the technical side 
of their crafts. They are equally interested in hospital 


‘development and the administrative framework in which. 


their professional work is carried out. 

"10. Consultants would view with disapproval a system 
by which administrative medical officers were created with 
a monopoly of medica! administration and tendering of 
advice and all administrative responsibilities removed from 
clinicians, 

11. Consultants consider that the main authoritative views 
on medical administration can come only from the authori- 
tative clinicians. Any other medical men speak with lesser 
authority. A surgeon, in other words, is not merely’ con- 
cerned with the technique of surgery but also with the 
administrative set-up of a surgical service, and no one can 
give more authoritative advice on such a matter than a 
surgeon. 

12. Consultants warmly support the committee method of 
hospital administration as distinct from that of administra- 
tion by individuals. Except in certain special hospitals— 
mental, M.D., infectious diseases—consultants consider 
medical administration better handled ‘under the guidance 
‘of the medical committee than by a medical administration 
offic.ally independent of such a committee. There may be 
room in the hospital service for both medical and/or lay 


- administrative officers, and. the views of the medical staff 


should be sought on the policy to be adopted. 


13. Experience over many years showed that co-operation 
between management and medical staff was helped by the 
presence on the Management committee of representatives 
of the medical staff. The whole consultant profession con- 
siders such representation to be of fundamental importance 
and essential to the maximum efficiency of the hospitals. 


14. So great is the importance attached by consultants to 
the administrative machinery described that they have recom- 
mended to the Ministry of Health that representative medi- 
cal staff advisory committees be given statutory recognition 
at regional board and hospital management committee level 
and still hope that this may soon be the case. 


15. In some busy and efficient hospitals many of the day- 
to-day executive functions of medical administration have 
been very efficiently performed by medical officers of regis- 
trar or similar rank. Examples of such functions are the 
day-to-day supervision of admissions and discharges, the 
initial administrative handling of emergency cases, and super- 
vision of house-officers. Administrative decisions demand- 
ing greater professional authority‘ must, in contrast, be 
guided by the advice of the senior medical staff sitting in 
committee, 

16. Consultants would emphasize that administrative offi- 
cers appointed to carry out committee decisions must be of 
the highest quality, and consider that this point needs empha- 
sizing in view of developments since the appointed day. It 
is a false economy and a sacrifice of efficiency to employ 
administrative officers on inadequate terms. 

17. So far as the general administration of hospitals is 
concerned, as distinct from the purely medical, consultants 
are anxious ‘about the tendencies towards increasing cen- 
tralization. They believe the best administrative results 
follow.maximum delegation of autonomy to the periphery 


ANNUAL REPORT OF COUNCIL 





SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


133 





and are of the opinion that both in general and in médical 
administration the increasing spread of centralization (not 
always of increased efficiency) is a’ matter- for urgent 
examination, 

18, The function of the medical advisory committee estab- , 
lished in British hospitals since the eightegnth century is 
merely one feature of what should, be carefully set up in 
our hospital service—namely, a system of joint consultation 
between staff, especially expert and responsible staff, and 


' the administrative authorities. Inefficiency and bad morale 


will certainly develop if the administrative arrargements in 
the hospital service become too authoritative with too many 
administrative officials with overriding powers and too little 
opportunity for staffs to influence administration by being 
given free opportunity to advise and co-operate with 
administrative authorities in the formation of policy. 





APPENDIX IV’ 
AMENDMENT OF ARTICLES AND BY-LAWS 


Amendment of Articles 


1. By adding after the words “The Medical Practitioners 
and Pharmacists Act, 1947” in Article 3, the words “ and 
any person provisionally registered under Section 6 of the 
Medical Act, 1950.” ~ i 

2. By ‘adding at the end of Article 10 (c) the words “ or 
(vi) in the case of a person eligible for membership by virtue 
of provisional registration under Section”6 of the Medical 
Act, 1950, upon his ceasing so to be registered unless he has 
become or then becomes eligible for membership under any 


-other provision hereof.” ; 


3, By adding at the end of paragraph (3) of Article 38 the 
words: í , : 
“which may provide that on any specified business a 


particular section of the members shall not be etititled to ` 


vote.” ; \ 

4. By substituting in Article 41 for the words in brackets 
“during the year immediately following his period of office 
as Chairman of Council” the words “until the close of the 
Annual Representative Meeting held in the year following 
the year in which he ceased to be Chairman of Council.” 


Amendment of By-laws . 

l. By adding at the end of paragraph (3) By-law 45 the 
words “Provided that they shall not be entitled to vote 
except as authorized by By-law 49.” 

2. By substituting in By-law 51 for the words “from day 
to day” the words “from time to time and from place to 
place.” ; f 


3. (i) By substituting in paragraph (1) of By-law 60 for. the 


words “for one year” the words “until the close of the 
Annual Representative Meeting in the year succeeding the 
year of election.” (if) By substituting in paragraph Po 
By-law 60 for the words “ for three years 3 the words jot 
the close of the Annual Representative Meeting in the third 
year after the year of election.” (ili) By substituting iv 
paragraph (2) of By-law 60 for the words,“ for such period 
not exceeding three years ” the words “ until the close of the 
Annual Representative Meeting in the third year after the 
year of election or /such lesser period.” (iv) By deleting 
paragraph (3) from By-law 60. . . ) 

4. By substituting in By-law 68: (i) For the words “at 
the next Annual Representative Meeting” the words “on 
his installation at the next Annual Representative Meeting.” \ 
(i) For the phrase “ year of office” in both places where it 
occurs the phrase “ term of office.” (iii) For ‘the words “ for 
one year” the words “ until succeeded by the next retiring 
President.” ae 

5. By substituting in By-law 69 for the woids “by a deputy 
elected in the manner provided by By-law'i3 ”4he words 


i 


{ 
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“by "his deputy | elected under By-law 43 and a further 
deputy to act for his deputy shall be elected under tiat 
By-law.” .. 

6. By substituting in By-law 70 for the words.“ for one 


e year thereafter” the words “ until the close of the first 


Annual Representative Meeting held after he vacates office.” 
7. By substituting in By- -law 71 for the words “ for three 
years” the words “until the close of the Annual Repre- 
sentative Meeting in the third year after his election. He 
shall be eligible for re-election.” X 


Amendment of Schedule to By-laws 


1. In the Schedule to the By-laws, relating to the General 
Medical Services Committee in the column headed ‘6 Other- 
wise Appointed ” substitute “45” for “43” in line 19, and 
add at the end the words “two to be nominated by the | 
Medical Practitioners Union.” 


2. In the Schedule to the By-laws relating to the Colonies 
and Dependencies Committee in the column headed “ Duties, 
Powers, etc.” add at the end the words: “The Committee 
shall have power to co-opt up to two members, if necessary, 
to secure representation of areas not otherwise represented 
on the Committee.” ~ 


N 


3. In the Schedule to the By-laws add the following before 
| Armed Forces ”: 


$ + 







Appointed Members 





Duties, Powers, etc 


Otherwise 
Appointed 










of Toconsider whether, 

“Acts each of the fol- and if so what, 
loving commit- c are i 

able in the Na- 

Medical Ser- tional Health Sor- 

vices; Central vice Act, 1946, the 
Consultants and onal Health 


; Pub- 
re Health 


Amendment) Acts 
949, and any Acts 
amending or re- 
placing such Act, 
or any of them or 








and to make re- 
commendations 





+ aerate estan 
a a a Aa. aes 


POSTS IN AUSTRALIA ` 


It is understood that the salaries of senior university posts 
in Australia are, as in this country, often considered inade- 
quate. Anyone thinking of taking up an appointment in 
Australia of this nature would be wise to communicate 
with the Secretary of the Federal Council of the B.M.A. in 
Australia. 


The Armed Forces Committee of the B.M.A. has considered 
two questionaries from the World Medical Associaton on relief 
of medical and religious personnel held with prisoners of war, 
and on identification of medical personnel. The questionaries 
were sent to the World Medical Association by the International 
Bureau for Military Medical Documentation on the instructions 
of: the International Committee of the Red Cross, which was 
requested by the Diplomatic Conference, meeting at Geneva in 
1949, to revise the humanitarian conventions The Armed Forces 
Committee has prepared answers to the questionaries with the 
general assistance of the Medical Adviser to the British Red 
Cross Society, and with assistance on specific questions from the 
British Dental Association, the Royal College of Nursing, the 
Pharmaceutital ‘Society, and the Chaplain-General to the Forces. 


PROCEEDINGS OF COUNCIL 
Wednesday, March 14, 1951 


A meeting of the Council of the Association was held at 
B.M.A. House on March 14, with Dr. E. A. Greco in the 
chair. -Tbe Chairman remarked on the large amount of 
business before the Council and said that' only by the 
strictest application would it be possible to complete the 
agenda. At the interval the new Minister of Health, 
Mr. H. A. Marquand, met the members at a fork luncheon. 

The Council learned with regret of the death of two 
former members, Major-General Sir Percy Tomlinson and 
Dr. H. M. Stanley Turner. Reference was also made to 
the death of a prominent worker for the Association, though 
never a member of Council, Dr. R. G. McGowan. 

It was announced that Dr. A. W. S. Sichel had cabled 
from South Africa that he would be proud to accept the, 
invitation to be President, 1951-2, and that he woiild attend 
the Annual Representative Meeting in London and would 
deliver a presidential address. This event was fixed for the 
evening of June 15. Other arrangements for the Annual 
Representative Meeting were approved. 

Dr. C. Metcalfe Brown and Dr. J. M. Gibson were 
appointed the Association's delegates to the Royal Sani- 
tary Institute Congress at Southport in April. 

Annual reports of the Empire Medical Advisory Bureau, 
and of the International Medical Visitors Bureau were sub- 
mitted by Mr. A. M. A. Moore, who commented on the 
excellent and increasing work of these bodies. He -men- 
tioned with regret that Sir Hugh Lett, who was the founder 
of the Empire Bureau, had felt that the time had come to 
relinquish the offices he held in connexion with it. Mr. L. R. 
Broster had been elected chairman of the Committee of 
Management and Sir Lionel Whitby chairman of the 
Advisory Committes.’ 


The Gold Medal of the Association 


Dr. J. A. BROWN took the chair while a report of the 
Office Committee was presented with the recommendation - 
that the Gold Medal of the Association be awarded to 
Dr. E. A. Gregg in recognition of his distinguished services 
to the Association and to the profession. Dr. Brown said 
that there was no need to catalogue Dr. Gregg’s services, 
which had included the chairmanship of the Insurance Acts 
Committee, of the Representative Body, and of the Council 

The proposition was carried by the members of Council 
rising in their places and applauding, but the rules require , 
a vote by ballot ;:48 members of Council were present, and 
when the ballot papers were collected 48 were found to be 


» marked “ Aye.” 


Dr. Greca said that he was overcome by their generosity 
and kindness. He could not think of any services he had 
rendered which deserved such recognition. He could only 
say that he valued this honour most highly. Of nothing 
was he more proud than of his connexion with the British 
Medical Association. 


, Remuneration in Public Health Service i 


Dr. C. METCALFE Brown, chairman of the Public Health 
Committee and of the staff side of Committee C, brought 
forward a special report of the staff side of Committee C 
of the Medical Whitley Council. The award of the Industrial 
Court concerning the claim of the staff side on the remunera- 
tion of medical officers employed in the public health service 
had been accepted by Committee C and its implementa- 
tion recommended to all local authorities. It was stated. 
however, that certain authorities were raising the question 
of the enforcement of the award; it was known that the 


„management side were informing such authorities that non- 


acceptance of the award would be deprecated. 

The Council agreed that on and after May 1 no advertise- 
ment relating to medical officers in those sections of the 
public héalth service on'‘which the Industrial Court had 

i 
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ruled’ should be accepted for publication in the British 
Medical Jounal unless the remuneration offered was in 
accordance with that laid down by the award, and that 
all local authorities be informed accordingly. 


JH.M.O. Appointments ' 


Dr. T. Rowand Hı, for the Central Consultants and 
Specialists Committee, moved, and ıt was agreed, that, pend- 
ing the outcome of discussions between the Joint Committee 
and the Ministry on questions affecting the employment of 
registrars and junior hospital medical staff generally, adver- 
tisements for appointments of junior hospital medical 


Officers on a limited tenure be not accepted for publica- 


tion in the Journal. It was explained that the Committee 
was strongly opposed to any widespread use of the J.H.M.O. 
‘grade, holding that junjor appointments generally should be 
-of a temporary character, but it was also opposed to any 
use of this grade as a temporary post which might prejudice 
‘the discussions now taking place between the Jomt Com- 


Mittee and the Ministry on the principles of junior hospital 


‘staffing, 


General Practitioners’ Remuneration 


Dr. S. WAND presented reports of three™ meetings (already 
fully reported in the Supplement) of the General Medical 
Services Committee, and stated the position concernmg the 
negotiations on remuneration ' He said that the Cammittee 
had felt bound to adhere to its undertaking to call the Special 
‘Conference of Representatives of Local Medical Com- 
mittees on March 29, but the form of resolution to be 
submitted had had to be modified in view of the altered 
position following upon the acknowledgment by the new 
Minister. of Health that a good prima facie case existed for 
a review of the adequacy of general-practitioner remunera- 
tion and the fact that the conversations were to be continued 
an April. 


Private Practice f 
Dr. L D. Grant submitted the report of the Private 


Practice Committee with a recommendation, which was - 


approved, concerning. the method to be adopted in select- 
ing candidates to be supported by the Association in the 
election of direct representatives on the General Medical 
‘Council. A revised scale of fees for payment ‘of practi- 
tioners called in by the police was also approved for 
recommendation to the Representative Body. 


. Occupational Health 


On the motion of Dr. J. A. L. VAUGHAN Jones, chairman 
-of the Occupational Health Committee, a statement on terms 
-of’ service for industrial medical officers was approved. 

Dr. Vaughan Jones reported that an invitation had. been 
received from the Ministry of Agriculture and Fisheries to 
participate in discussions on the.implementation of a report 
on toxic chemicals used ın agriculture The report was that 
of the Zuckerman Working Party, part of whose. terms of 
reference was to make recommendations for the promo- 
tion of the safety of workers in the agricultural use.of 
substances such as dinitro-ortho-cresol (D N.O.C) and 
-organo-phosphorus compounds, commonly used as sprays, 
which are toxic or harmful to human beings. 

It was agreed that the possibility of cases of poisoning 
from these compounds occurring in areas where spraying 
was in operation should be brought to the notice of the 
sprofession by an individual letter to general medical 
-practitioners, medical officers of health, and consultants, 
and by appropriate publicity in the British Medical Journal. 
Dr. .Vaughan Jones, said that in previous years there had 
been a number of cases, including a few fatalities, and that 

` qt was important for the medical profession to be aware of 
the problem and to be informed of the details of the latest 





`The Court had referred back for further discussion and 
‘negotiations in Committee C the sections dealing with remunera- 
-ton of deputy medical officers, divisional or area medical ‘officers, 
-and medical officers holding mixed appointments. j 


t 


- 


treatment. He felt that the profession would undoubtedly 
undertake a national responsibility ın this respect. Dr. HL B. 
MoRGaN suggested that this was a matter on which the 
Association might usefully collaborate with the T.U.C. 


Organization 4 


Dr. J. A Pripwam, chairman of the Organization Com- 
Mittee, brought forward a recommendation for the payment 
of subsistence allowances to members of the Association 
attending centrally arranged meetings. A schedule for this 
purpose was worked out. Exception was taken to the pro- 
posal by the TREASURER, who said that he was not concerned 
with the principle involved, but only with the financial 
position of the Association. Last year the Association had 
only a narrow balance of income over expenditure. In 
view of increasing costs and future heavy commitment he 
suggested that this new proposal should be postponed for 
a year. Dr. WaND pointed out that in 1950 central meetings 
expenses amounted to over £18,000, nearly all of which 
represented railway fares, which would increase, so that he 
thought it time to start retrenchment: Dr. O. C. CARTER, 
chairman of the Journal Committee, spoke of the beavy 
expenses in- connexion with journal production, particularly 
the enormous rise in the cost of paper. 
that this proposal called for further discussion, and it was 
teferred to the Finance Committee to bring upa report., 

On other organizational matters it was agreed to extend 
membership of the Association to those persons possessed 
of a registrable medical qualification who obtained pro- 
visional registration under the Medical Act, 1950. A previ- 
ous proposal to include those who qualified but did not 
become professionally registered was not pursued; it had 
been pointed‘out that-such persons would not be under the 
discipline of the General Medical Council. j 

In giving the figures of Association membership (63,253 


“an the middle of February), Dr. Pidham drew attention to 


the high percentage—85—of members of the working pro- 
fession in the United Kingdom (that ^s, excluding retired) 
who were members of the Association. 

Dr. Frank Gray moved a resolution, of which he had 
given notice, to reduce by-one the number of members of 
Council elected by Scottish representatives at the Annual 
Representative Meeting, and consequently to reduce the 
total of Council members by one. The Council. however, 
negatived the resolution ` 

Key 
Ethical Questions 

Dr, R. FORBES submitted a recommendation from the 
Ethical Committee that a circular be sent to Divisions 
advising them that it was undesirable that a lay hypnotist 
should be invited to give lectures or demonstrations at local 


units of the Association, as had been done in at least one 


instance. This was carried. 

The Council agreed to forward to the Governi a 
resolution of the General Assembly of the ‘World Medical 
Association strongly deprecating recommendations of the 
International Bureau of Military Medicine and the Medical 
Jundical Council, in Monaco concerning the establishment 
of a code of medical principles which would prevail over 
the medical profession in peace as well as in war. It was 
pointed out that the World Medical Association had 
already established a code of ethics, and that a military 
or semi-military organization or a governmental or semi- 
governmental organization should have no part in estab- 
lishing any moral regulations for the civil medical profession 


ın peacetime. ` ] 


The Council approved certain revised regulations which 


the Ethical Committee had drawn up regarding the inserticn i 


in the Journal of notices concerning appointments, 


Changes Desired in the N.H.S. Acts r 


Dr H. H D SurmrLND, chairman of thf Amending 
Acts Committee, which was set up by the Cotincil on the 
recommendation of the last Annual Representative Meeting, 


, 
i 


‘It was suggested | 
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submitted a long and detailed interim report setting- 
out proposals for certain reforms which were thought tò be 
desirable, in the light of experience, in the National Health 
Service Acts apd the regulations and orders made under 
them. Dr. Sutherland said that 11 was hoped to put forward 
further reports and by 1952 to have covered all aspects of 
the Service. The present report included some of the more 
Important and urgent items, such as a modification of the 
powers of the Minister. He hoped that as much as possible 
of this report might be circulated to the Divisions in time 
for them to instruct their representatives for the Annual: 
Representative Meeting. No doubt much of the report 
would need to be examined by the General Medical Services 
Committee, the Central Consultants and Specialists Com- 
mittee, and the Public Health Committee, and various 
constructive amendments or riders might be forthcoming. 

The Amending Acts Committee had met on nine occa- 
sions and had cdvered a great deal of ground. The pro- 
posals and recommendations which it now presented, though 
formidable at, first sight, were in many cases merely a 
recapitulation of the expressed policy of the Association in 
1944-6, when the White Paper and the Bill which afterwards 
became the National Health Service Act were under discus- 
sion. On behalf of the Committee he acknowledged the 
debt they were under to Dr. Stevenson, Deputy Secretary, 
for looking up records, interpreting various points, and 
arranging the vast amount of material for presentation, and 
also to the Winchester Division for a very careful memo- 
randum ‘and other assistance 

The CHAIRMAN said that he was in some difficulty in 
advising the Council on the way in which it should deal 
with this comprehensive report. There were large parts of 
it which called for the observations of the three standing 
committees mentioned by Dr Suthefiand, and st would be 
unwise of the Council to come to firm decisions before 
receiving those comments. 

-Mr. H. H. Lanaston said that, while appreciating the 
excellence of the report, he felt that it should go without 
delay to the Divisions Could it not be circulated, not as 
a document as yet approved by the Council, but purely for 
discussion ? Dr S. F. L. Danne said that many Divisions 
had clear ideas on what should be done in the way of 
amending the Acts, and it was important to have their 
views, Dr. METCALFE BROWN suggested that the first step 
was consideration by the three standing committees. Dr. S 
Wand thought that it would be desirable to separate out 
from the report the points of major importance and send 
these to the standing committees. Dr. HALe-WHITE 
suggested that the report should be published in the 
Journal as an interim report of the Amending Acts Com- 
mittee, with a note to the effect that the Council, considered 
it of such importance that it should be brought at once to 
the notice of Divisions in view of the approaching Annual 
Representative Meeting. Dr. Darn pointed out that if it 
was published in the Journal it would inevitably be regarded 
by the public,as expressing the considered policy of the 
Association. Lorp Horper considered that the report 
should be passed to the Divisions and concurrently to the 
three standing committees. The Council in that way would 
be fulfilling the mandate it had received from the Repre-. 
sentative Body 

In the course of further discussion Dr. VAUGHAN JONES 
moved, and Dr. A. Brown seconded, that the report be 
referred back to the Amending Acts Committee in order 
that the basic principles might be underlined and that then 
a special meeting of Council be called to consider it, and 
that later a Special Representative Meeting be called for 
the same, purpose. 

The CHAIRMAN said that the wisest course was that this 
admirable report should first be considered by the three 
standing committees concerned, that a special meeting of 
Council should be called to deal with it, and that the Annual 
Represent live Meeting be informed of this action and of 
the fact that a Special Representative Meeting would later 
be sumnioned. 

This course was agreed to. 








Health Centres 


Dr D F Hurtcuinson brought forward the question of 
the Council's report on health centres, the publication of 
which had been deferred until the views of local medical 
committees had been obtained. After consideration of the 
replies. which showed no striking preponderance of opinion 
in any one direction, the Health Centre Committee reported 
that it did not wish to press for the cjrculation of the report 
at this stage, but considered that when the report of the 
Central Health Services Council on the subject was issued 
later in the year it might be an appropriate moment for 
circulating the B.M.A. report, which then quite possibly 
would be of more than academic interest to local health 
authorities. 

A recommendation to that effect,was agreed to. 

Dr. SuTHERLAND said that they had been informed that 
the Woodberry Down (L.C.C.) Centre would be opened 
early m 1952. At the moment it was not known what 
standards might be laid down or what surgeries might be 
closed on account of the centre. There was need for the 
clarification of this matter by considering the safeguards 
which should be arranged for the practitioner going into a 
health centre 

Dr. A. BRowN presented an interim report on the pro- 
gress and work of the General Practice Review Committee. 
This was a progress report, not for publication 

On'the motion of Mr STAVELEY GOUGH, a report on the 
association of the general practitioner with hospital work 
was approved for submission to the Representative Body 
and also for immediate circulation to regional boards, who 
were understood now to be considering the question of 
hospital appointments. 


The Caribbean Conference 


On a motion to approve the resolutions of the Caribbean 
Conference held recently in Trinidad, Dr. H. G Dain, who 
was appointed by the Council to preside over the conference, 
said that for many years there had been a movement for the 
federation of the West Indian Colonies into a single body, 
and two Government commissions had considered the 
problem and made recommendations, which, however, had 
been pigeon-holed. The doctors in that region were very 
anxious to get together with some method of unification of 
Government medical services m the Canbbean, and a very 
interesting and useful conference had taken place, with a 
large degree of unanimity. Three things in particular had 
been approved the unification of medical services , the 
establishment of a council of B.M.A. Branches for the 
Caribbean area , and the appointment of a commission con- 
sisting mainly of the directors of the medical services of the 
chief Colonies as an.advisory body, without any powers of 
executive action. which would function in respect of appoint- 
ments, transfers, promotions, and various other matters. It 
was hoped to get a service established there on a more 
uniform plan, with basic salaries agreed and stabilized ; and 
it would be for the Colonies and Dependencies Committee 
in London to persuade the Colonial Office to accept increases 
in remuneration which would bring the Caribbean into line 
with other Colonies where increases had been agreed and 
also to approve the establishment of the Caribbean Unified 


“Medical Services Commission, 


The Council unanimously approved the report. 


International Relations 


Dr. J. A. PripHaM, chairman of the International Rela- 
tions Committee, stated that the World Medical Association 
had asked whether the B.M.A. would approve the admission 
of the Japanese Medical Association and the Western 
German Medical Association to membership of the W M.A. 
The German question had been deferred With regard to 
Japan, the B.M A. units in Australasia and South-east Asia 
had been consulted, and the rephes so far received were 
generally favourable 
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The Council agreed that if the W.M.A. should receive an 
application for admission to membership of the Japanese - 
Medical Association the B.M.A. should be prepared to 

- approve such admission ; also that if an applicaton were 
received ‘frém the Western German Medical Association it 
should be supported.’ i 

A proposal originating in the Cuban Médical Association 
was brought forward’ for sending ‘a team of Britisk medical 
practitioners to South America as a good-will mission to 
spread the knowledge of British medicine and to raise British 
prestige in South America. The team was to consist of four 
well-known medical men, all of whom would lecture; it 
would include a surgeon and an anaesthetist’ who would 
demonstrate operatiors." 

It} was agreed that the Council grant’ the auspices of , 
the British Medical Association to the proposed good-will 
medical mission to South America. It was understood ‘that , 
no cost would fall on the Association’s funds. ' 


Other Reports 


The TREASURER (Mr. A. M. A. Moore) presented the 
draft annual financial statement for 1950 and gave an 
analysis of' the various accounts and items. He again drew 
attention to the greatly increasing Expenditure of ` ine 
Association. 

Mr. L. DOUGAL CALLANDER reported for the Building C m- 
mittee and Dr. O. C. CARTER for the, Journal Committee, 
both reports containing only routine matters.’ 

‘It was stated that the War Memorial Committee had’ 
instructed the sculptor, Mr. James Woodford, and’ ‘his 
co-architect, Mr. Rowland.Pierce, to proceed with the work 
on the war memorial in collaboration with the Association’s 
architect. The total amount received to the end of February 
was £8,700 from 4,500 subscribers. 

Dr. I. D. Grant, for.the Scottish Committee, reperted with 
pleasure that the grant of the’ necessary building cence to 
carry out a modified scheme of alterations to the Scottish 
House in Edinburgh had been authorized, and that the work 
would begin in October. 

The report of the Science Committee, presented by 
Dr! R. P. Liston, contained recommendations for tke awards 
of the Association prizes, all of Which were approved. It 
was ‘also agreed that a‘ committee should be appointed to 
revise and bring up to date the Association reports, pre- 
pared many years. ago, on tests for drunkenness and on 
the relation of alcohol to road accidents, 

For the Public -Relations Committee it was stated that a 
new poster had been prepared to illustrate the very minor 
proportion of the weekly insurance contribution which was 
allocated to the National Health Service—a matter on which 
there has been widespread popular misunderstanding. These 
posters would be distributed as soon as possible to all general 
practitioners whose’ names -appear on the lists-of 2xecutive 

. councils, with a.reauest that they should be displayed in 
‘their surgeries and waiting-rooms. 

On a recommendation of the Armed Forces Committee, 
Major-General J. C. A. Dowse and Surgeon-Ceptain A: 
Robinson Thomas were appointed as the Assaciation’s 
delegates to attend the 13th International Corgress of 
Military Medicine and Pharmacy, to be held in Paris in 

` June. 

Progress reports from the Committee on Psych.atry and 
the Law and from the Compensation and Superennuation 
Committee were received. 

It was stated that two nominees of the Assocation, 
Dr. R E. Camps and Dr. R. Forbes, had been appointed ° 
to the departmental committee which is to mak= recom- 
mendations on the regulations of practice and procedurę 
in connexion’ with inquests and post-mortem examinations 
under the Coroners (Amendment) Act, 1926 A stazement of ` 
evidence to be given of behalf of the Association “has. been 

‘drafted. a ` 

After interviewing t two candidates the Council appointed 
Dr. W. P. Hedgcock, of Sdi an Assistant Secretary 
of the Association. ; 

\ 


! lawyers. The G.M.S. Subcommittee (Scotland) accepted ‘the 


, 
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It was intimated that an invitation had been received to X 
hold, the Annual Meeting of the Association in 1952 in ' 
Dublin. The invitation nee be considered at, the next | 
meeting 

The Council rose at 6.30 on having Sat since 10.a.m. 


a 


BREDIS MEDICAL GUILD 


‘On March 14 a meeting of the Board of Trustees’ of the 
British Medical’ Guild was held, Dr. Gregg presiding. State- 
ments setting out the present position as regards the. local 
organization of the Guild and a summary of reports received 
from local secretaries were presented and considered. 





` ~ ‘ “ A = ‘ + e 
, G.M.S. SUBCOMMITTEE, (SCOTLAND) 
Many items of Scottish interest were considered” by the 
General Medical Services Subcommittee (Scotland) at a 
meeting at B.M.A. House, Edinburgh, on March’ 1, 
Dr. W. M. Knox presiding. Ro ye 


‘ Partnership PERSERIS 
The Partnership Shares Subcommittee submitted a memo- 
randum on the terms of partnership agreements under, the 
National Health Service; It was emphasized that the aim 
of the subcommittee had been to produce a document which 
would be useful asa gnide to intending partners and their 


recommendations in general, the main controversial clause 
being that dealmg with the time to be served before parity 


‘might be reached between partners. The G.M.S, Sub- 


committee had slight difficulty in deciding ‘on the period 
in which parity should be reached and referred this clause | 
back to the, Partnership Shares Subcommittee for further 
consideration. 

Dr. A. C. BLAIR, chairman of the Partnership Shares Sub- 
committee, stated that they had taken counsel’s opinion ón 
whether a restrictive clause in a partnership agreement under 
the National Health Service would be enforçeable, and the 
opinion of counsel was that it would be, provided that the 
‘provisions of stich a clause were reasonable. Thè G.M.S. 
Subcommittee thanked Dr. Blair and his subcommittee for 
their work ın prepafing such a valuable document. 

“Tt was" reported that the question of ‘investigation into 
alleged “ eXtravagant prescribing” had been raised by the 
Department of Healtb. Dr. KNox explained ‘that the sub- 
committee had informed the Department’s representatives 
that they were willing to co-operate in an endeavour to‘stop, 
‘such extravagant prescribing. ° They were in general agree- - 
ment with the spirit of the draft circular on! the subject | 
(Supplement, March 17, p. 85). The Department had under- 

taken to consider issuing advice to hospital staffs on pre- 
scribing of proprietary medicines. .It had also’ agreed that 
some form of general publicity dealing with the public’s 
| in this matter should be undertaken. 


-= | The MPU. ap , 
'''The Subcommittee discussed a letter from the secretary 
of the Scottish Branch of the Medical Practitioners. Union 
seeking representation of. the Union on thé G.M.S. Sub- 
cémmittee (Scotland)-on the lines of the arrangement arrived 
at in England and Wales., Dr. Knox pointed out that the 
` G.M.S. Committee had agreed to two members of the. Medi- 
cal Practitioners Union attending its. meetings as observets, . 
pending a, decision by the Conference of Local Medical 
Comthittees and the Representative Body on the proposal 
that representatives .of the ‘Medical Practitioners Union 
should be included ' in the membership of the committee, 
The question to be considered was, whether the position 
was the same in Scotland ‘as in England. “It Was pointed 
out that, unjike.in England, the Scottish Subcommittee 
included a representative from every loca] med cal’, com- 
mittee, so that every practitioner], .in Scotland giving general 
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medical services- under the National Health Service had an | Aoo on 5 A gn! ed v 
Opportunity of expressing his opinion to the G.M.S. Şub- Te uestions Answer 
‘committee (Scotland) through his local,medical committee. ____ Questions Answered | 
e "In these circumstances ‘it was agreed that no action should’ ro 48 af aa . 
be taken. `, Š r 
The CHAIRMAN intimafed that discussions had been taking _ Health Service Pensions 


place between representatives of the subcommittee and of _ Q.—W hat are “ihe. official anangements in the ‘National 
` public health medical officers under the chairmanship of Health Service with regard to pension and widow's pen- 


Dr. Peters, of the Department of Health, tegarding the sion for medical _ Practitioners engaged in full-time general 
procedure to'be adopted for vaccination and notification practice ? ` - 


of vaccinations in future outbreaks of smallpox. H A.—The arrangements are those in the National Health 
' Service (Superannuation) Regulations, 1950. Practitioners 
i RE to`the: scheme 6% of their net remuneration 
4 ava calculated on total payments received for general medical 
, Heard at Headquarters services, less practice expenses (35%) and the amount of 
; approved remuneration paid to any assistants. ~ Benefits 
include aj pension of 14% of total net remuneration over 
j the whole period -of service not exceeding 45 years, payable ey 
on retirement at or after 60 years of age on completion of 
Handbook for the: Newly Quatited ~ at least 10° years’ service; (2) retiring allowance—that is, 
That first- ~rate—indeed, “ indispensable” ıs not too strong lump sum equal to three years’ pension, or one year's 
a word—compilation, the Medical Practitioners’ Handbook, pension -where-a widow's pension may become payable ; 
recently got out by the Association, is to be made available | (3) widow's pension, payable if the practitioner had com- 
to final-year medical students and to graduates within three pleted af Jéas{ JO years’ service, of one-third of the pension 
months of qualification at a charge of a half-crown, whichis received-by the practitioner or the pension he would have ' ~ 
half, the full charge for the volume, and, full charge-or- half received- had -he retired the day before he died. 
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was distrıbuted free to gráduates at the special receptions 7 
for them held, by the Divisions. But the British Medical _ - oTi Insurance Contributions 
Students Association, which is certainly not- out td -raid Q.—Does- a- permanently erippled patient have to pay 





‘will be placed upon the book by its owner if he has-to pay months “contributions as selj-employed, claim cash sickness 


-a small sum for it than if it is merely handed to him like'a benefits ? . eo 
tract. ; A.—If “permanently crippled” implies iat the patient 
` is incapable of work of any kind, a contribution would be 
The Film in Physiology `- payable-for-each' week as a non-employed person unless 
’ The word “ “ beautiful » is often oddly applied ia medicine, . either the patient claimed exception on grounds of small 
but it had the right connotation the other evening at a joint income or, .as.a-result of previous employment, was entitled 
meeting óf the Scientific Film Association, and the Royal , t° have contributions credited. ; 
Society of Medicine, when Professor K. J. ’ Franklin, of If the crippled person is working, contributions would 
St. Bartholomew’s, showed a colour cinematograph record, Uormally be payable as an employed Qr self-employed 
made for him by Mr. Douglas Fisher, ‘of the movements of person, depending on the ae of work. ë 
the alimentary canal of the rabbit. Professor Franklin said If genuinely self-employed, payment of 26 contri utions 
that all physiological activities, he thought, were accom- , would give title-to benefit for a limited period of incapacity, 
panied by movement of some sort, but they were hot all but this implies that, following a period of self-employment, 
accompanied by very obvious movement. ‘But when move- there has been some deterioration in his condition which 
ment was the major feature of the activity it’was, in his prevents him from following that employment. The Act 
experience, of great beauty, The coloration’ of the parts provides, moreover, that employment engaged.in sey or 
usually contributed to the beauty and also in most cases to mainly in order to obtain benefit shall be disregard 
` the distinctness of the changing ‘picture. When, therefore, ' à 
a photographic record of a physiological process was made it : Research Grants and Income. ‘Tax 
was often best as.a moving film, for it had to portray move- ,Q.—I. am to receive an annual addition to my salary- ed 
ment, and it was better in' colour because coloration was the form of a personal grant for a.part of my research 
natural and helpful, and it should be as artistic as possible work. This addition cémes from a private research organiza- 





because the subject itself was inherently, beautiful. tion whose purpose is to 'support such work for charitable 
= se ‘ ' reasons. .Can I claim income-tax relief for it? ' 
. Presentation - A.—The grant is apparently given for services rendered, ` 


and I can find no ground for advising that it is not liable to . ° 
A group of practitioners representative of the whole of income-tax.- It cannot be brought within the statutory 
Northumberland recently entertained to dinner Mr. J. B. exemption as a whole-time “scholarship,” and-no other 
Hannay, who, until his retirement in December, 1950, was statutory - provision seems to assist. The. questioner is 
clerk of the Northumberland Executive Council and presumably entitled to the one-fifth allowance for earned . 
formerly clerk of the Northumberland Insurance Com- income on the amount of the grant. : i 
mittee.. Dr. H. S. Brown, chairman of the Northumber- ; 
Jand Local Medical Committee, in presenting to Mr. Hannay z 5 j oe ` a 
. a cheque for £1,000, subscribed by over 200 practitioners Better facilities for discussion of Health Service problems were 
in the county, paid a graceful tribute to’ the help which discussed at Edinburgh on January 10 by a conference attended . 
Mr. Hannay had- unfailingly given to the medical men „by representatives ot local authority associations, regional hospital 
- throughout his 42- years’ association with National Health "boards, and the Scottish Association of Executive Councils. The 
vad tfation. He regretted that a Ministry age- -limit _ Conferencé ‘thought there was a need for local co-ordination at 


' two levels—namely, the executive level for day-to-day working, 
deprived the Northumberland practitioners ‘of a‘ friend on and the planning level for developing new projects. At the execu- 


whom they had for, so long relied implicitly. Others. who tive level frequent and friendly contacts were advocated between 
joined with him in expressing their appreciation included officers. of local authorities, of the hospital service, and general 
Dr. Theodore Craig, of ‘Dudley, and Dr. Hugh Dickie, “of practitioners. -At the planning level some machinery was sad > © 
Morpeth, to be neeiled; but what it should consist ın was ‘not decided, 
oo oe Sa / 
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_ . NO.T.B. ASSOCIATION 


The committee of the N.O.T.B. Association’ held -ts‘ fifteenth 
meeting on March 9, primarily to consider what action could 
be taken by the association about the reduction to £1 of 
the medical examination fee in the supplementary oph- 
thalmic service. It was regretted that the resolutions put 
forward at. the last meeting by the committee to the 
Ophthalmic Group Committee had not been accepted. 
Letters from members clearly showed the disquietude 
which was felt, and pressure was being brought to bear 
on the committee to take action. ‘Certain steps were agreed 
upon, and the problem will be freely discussed at zhe annual 
general meeting. ~ 

It was noted that the medical membership was increasing 
and that subscriptions for the current year were being paid 
promptly. 

The next committee meeting 1s being held on March ‘30 
prior to the annual general ‘meeting, which takes place at 
‘330 p.m. in B.M.A. House, Tavistock aS London, 
W.C.1. 


N 


l 





FIRST-AID OUTFITS IN CIVIL 
AEROPLANES . 


It has come to the notice of the B.M/A. that some practi- 
' toners have ‘been asked by aviation companies to authorize 
the supply of dangerous drugs for use in the first-aid outfits 
of civil aeroplanes. As the, Dangerous Drugs Regulations 
stand at present, medical practitioners cannot authorize the 
supply of any dangerous drugs to aviation companies. It is 
suggested that any members who are asked to make such 
arrangements should advise the company concerned to make 
a written application to the Drugs Department of the Home 
Office, giving details of the drugs required. 





Correspondence 








` 


Payment for Services Rendered 


Sm,—lt would seem that the efficiency of the general- 
practitioner service is to be sacrificed in order that a slogan 
offering “free” medicine might be fulfilled. If those who 
control the affairs of general practice cast aside the dogma 
that all the general practitioner’s work must be done without 
any payment from the patient they will in large measure 
have solved the problems which afflict general practics. 

Several of your correspondents have suggested scales of 
fees, If the doctor did charge these fees: 


(1) Those hundreds of patients who are “out to get their 
money’s worth ” regardless of the doctor’s total absence of leisure 
would be thinned out. This would: at least jgive the doctor 
time to deal with those who really need his help, and a little 
time which he might call his own would increase the stimulus 
to high-quality work, and would so improve the doctor-patient 
relationship, which in all conscience is at a low ebb. 

(2) The cost of the National Health Service would be -educed 
in two ways., In the first place, a reduction would be nade m 
the vast sums of public money spent on expensive drugs, lavishly 
prescribed to placate the constant visitor to the surgery (and every 
surgery must know dozens). A small charge would discourage 
the constant visitor 

In the second place, a small charge would in some neasure 
meet the gross inadequacies of salary with which the general 
practitioner contends. In this way ‘the Exchequer would be 
spared the job of finding more salary for the doctor 


It seems strange that there should be reluctance to make 
a small charge for medical attention when one sees the zest 
with which the prices of coal, rail fares, etc.,.are increased. 
These factors are as essential as medical treatment, end, if 
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money can be found for them, surely it will be found if a 
family really needs the doctor, and none who need attention 
will lack it—I am, ete., 


Crickhowell, Breconshire., , .R. C. HUMPHREYS. 


\ ` a - 

Sm,—A statement by Dr. B. Richardson Billings (Supple- 
ment, February 24, p. 58) requires qualification.. In most 
districts per capita payment .was adopted at the outset of 
N.H.L in 1913. `The areas which adopted ‘ * payment for 
services” abandoned the method, for the reason given by - 
Dr. Billings: ; a 

According to the book National Health Insurance, 
by G. F. McCleary, “before 1927 there were two areas, 
Manchester and Salford. |in which the doctors chose to be 
paid on an attendance basis.”"—I am, etc., / 

Rochdale L. KIROE. 


Advice Given . 


Sm,—In reply to your correspondent Mr. P. G. Watson 
(Supplement, February 17, p. 51), I consider Dr. R. R, M. 
Porter (Supplement, March 3, p. 66) has given him the best 
advice, which ] venture to qualify further. - If Mr. Watson 
has one spark of individualism and -believes in the freedom 
of the individual and freédom in medicine, then avoid the 
N.H.S. of to-day. 

Dr.: H. J. Cronhelm (Supplement, March 10, p. 16) has 
stressed the lack of leadership in the B.M.A. It is this 


defiçiency in men who do not understand the: meaning ‘of - 
the word freedom, and have shown no inclination to fight y 


for it, which has led to the deplorable state of general 
practice in the N.HS. to-day. To bea part-time consultant 
is to have the bést of all worlds; and in private practice 
medicine is practised as it should be, though it is‘ not such 
a happy, full life as some of us knew. Unfortunately the 
latter is limited and almost impossible to attam for a young 
man to-day. ' 

In the Royal Naval Medical Service he will have a good 
life, and after a period of probation there is scope for a keen 
man on the specialist side. Otherwise I suggest emigration, 
and Australia to-day has great possibilities. 

The new Minister of Health in Australia is’a distinguished 
member of the profession, and his proposed new health 
service sounds an excellent proposition for both patient and 
doctor alike. - Abuse of the benefits will be controlled by 
the patient still paying part of the doctor's fee, and this 


, Should be the rock on which any health service is founded. 


The Australians are great lovers of freedom, and the 
Australian Medical Association has resisted in the past all 
attempts by a Socialist Government to impose upon them an 
unsatisfactory health service. 

There are other assets too—a healthy climate and a 
generous diet—I am, ii 


London, N W 3 7 - H. V. DEAKIN. 


Appointment of Consultants 


Sm,—One of the most serious defects of the N.HS., 
unforeseen by the Minister and little commented on up to 
now, is the appointment ‘of consultants by 1egiona] boards. 
Formerly these were appointed by hospital committees, 
which generally appointed men'who they knew would be 
acceptable to the local G.P.s, for otherwise the success of 
the consultant would be doubtful. Nowadays private prac- 
tice is dwindling, and the consultant ıs more independent of 
the G.P. and of the arid of earning a living through 
private practice. 

The regional board niay appoint a consultant in all godd 
faith by his paper qualifications. However, the value of his 
work is a thing that mainly the G.P. and the public judge, 
whereas formerly a consultant who generally fafied to cure 
his patients was after a while deprived of his private practice 
by the G.P.s, who were judging his ability all the time, and 
so was forced'to resign his appointment. I am afraid that 


nowadays this very necessary safeguard ıs denied to the 


t 


i 
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public. The unsuccessful consultant can - flourish without 
regard to the opinion of the patients or the local doctors. 
. I write this because an old friend of mine whọ has worked 
as a surgeon for twenty years with full consultant status has 
lately been informed that his appomtments snow rate as 
senior hospital medica] officer. This specialist has never 
been anything else but a specialist and never was in general 
practice at any time Also, he joined the N.HS. at its 
inception with full consultant rank. 
_ trying either to save money or to deprive the local G.P.s of 
hts services if they force him to seek employment elsewhere. 
but apparently the local doctors have no say in the matter. 
The opinion of the general public, for whom I know he 
has done the very best work, has also never been considered. 
Whereas the old hospital committees knew very well that 
_ the consultant they appointed would, if he were a bad one, 
soon have to depart, nowadays the regional boards have no 
such safeguard. I am afraid Mr. Bevan never foresaw this 
position.—I_ am, etc., : 


Hampton Hill, Middlesex. I. E. D. McLean. 


g 


: r _ Colonial Medical Service 


Sm,—A recent recruit to the Colonial Medical Service, I 
cannot allow the letter of Mr. J. L. Gilks Journal, January 
27, p. 188) to go unanswered. To state that remuneration 
in the service compares favourably with the N.H.S. in Great 
Britain is misleading to a degree, and any unestablished 
practitioner or displaced registrar taking Mr. Gilks’s advite 
lays himself open-to a severe shock. bg 

The comparison with assistant medical officers of heath 
may perhaps be just, but I hardly think that those officers 
would agree that their remuneration compares favourably 
with that of general practitioners, who themselves are 
dissatisfied. Other points I would raise are: 


Leave and Study Leave—-Admittedly generous. However, the 
pay does not cover the cost entailed in the incidentals of travel 
and the cost of hotel or furnished room charges in U.K. 

Postings —There ,can be no guarantee that frequent postings 
may not occur in any one tour, each one accompanied by greater 
or lesser expense in charges or replacements of damaged 
furniture, etc, x 

Cost of Living-—This is by no means as low as one might 
expect. Cost-of-living bonuses have recently been awarded, 
but are admitted to be about half or less of the estimated crease. 
Costs are still rising rapidly. 

Accommodation —Flat rates are charged as a percentage of 
salary for a house, if available. The amount charged bears no 
relation to the type of house supphed. If accommodation is not 
available—a frequent occurrence—a hotel allowance is paid for 
ten days only in respect of a man, but not for his wife or 
children, 

Had Furrdshings——Again supplied at a flat rate based on a 
percentage of salary. These are scanty and of inferior quality. 
Capital 1s essential to provide the necessities for reasonable 
comfort. 

Pilvate Practice-—This thorny problem must be settled, and 
quickly. Opportunities for private practice occur occasionally 
to medical officers, but much more frequently to the better-paid 
specialists—an obvious injustice which must be rectified. 


The work is here and is all that Mr. Gilks says it is, but 
the Colonial medical officer, like his brethren in the other 
branches of the Colonial Service, finds difficulty in making 
ends meet.—I an}, etc., ` 


MEDICAL OFFICER. 
> 


i Underpayment in N.HLL 


Sir,—I notice under proposals by the Blackburn Committee 
of the British Medical Guild (Supplement, March 10, p. 72) a 
proposal to take into account the position of “the elderly 
doctor who is unable to retire owing to his financial pos.tion, 


due to previous underpayment in the N.H.I. service.” My 
position is that I could retire if I were pranted such a pension. 
I think this matter needs ventilationi—I am, etc., 

Glasgow. be 7+ E. R. Wem. 


2 


The board may be’ 
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` . Diary of Centrai Meetings 
‘ APRIL 


‘i 3 ‘Tues. Amending Acts Committee, 2 pm. 
4 Wed Chairman's Advisory Subcommittee, General 
Medical Services Committee, 10.30, a m 
4 Wed Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m.) es wy 
4 Wed. Public Relauons Committee, 2 pm 
4 Wed. Film Catalogue Subcommittee, 2.15 p.m _ ai 
5 Thus. Committee of Management, Empire Medical 
Advisory Bureau, 11.15 am. _ 
5 Thurs Central Consultants and Specialists Committee, 
11.30 asm. - 
5 Thurs Planning Subcommittee, Occupational Health 
F Committee, 2 p.m. ~ 
6 Fri. Servicds Committee, 10 a m. 
10 Tues Scholarships Subcommittee, ` Sence Committee, 
11.39 a.m, 
10 Tues Central Ethical Committee, 2 p m, 
11 Wed Assistants and Young Practitioners Subcommittee, 
Geneial Medical Services Committee. 2 pm 
11 Wed Private Practice Committee, 2 p.m. 
13 Fri, Committee on Organization of Scientific Sections 
at Annual Meetings, 10.30 a.m. ' 
13 Fri Charities Committee, 2 p m. ` 
13 °Fri Colomes and Dependencies Committee, 2 p.m. 
13 Fri Editertal Subcommittee, Joint Formulary Com- 
mittee, 2 pm. 
18 Wed.: Film Committee, 2 p.m. 
19 Thurs Dermatologists Group Committee, 1030 a.m 
19 Thurs. International Relations Committee, 2 p.m 
19 Thurs. Joint Formulary Committee, 2 pm 
19 Thurs Occupational Health Committee, 2 pm 
19 Thurs Staff Side Committee C, 2.15 p.m 
27 Fa. 


Committee on Psychiatry ang the Law, 2 pm 


Branch and Division Meetings to be Held 


BIRMINGHAM Division.—At 154, Great Charles Street, Birming- 
ham, Tuesday, April 3, 8.30 p.m, B.M.A. Lecture by Mr. A 
Dickson Wright: “ Surgical Experiences in Hypertension ” 


BOURNEMOUTH Drevision.—At Ballroom, The Pavilion, Bourne- 
mouth, Friday, April 6, 8 p.m. to 1 a.m, annual dance and 
buffet supper. 3 


CAERNARVON AND ANGLESEY Division —At Roya! Oak Hotel, 
Bettws-y-Coed, Thursday, April 5, 2.30 pm. speaker, Dr S. J. 
Hadfield (Assistant Secretary, B.M.A.). 


CHELSEA AND FuLHAM Drvision.—At Fulham Town Hall, 
‘London, S.W., Friday, April 6, 8.45 p.m., annual general meeting. 


Crry Drviston.—At Finsbury Health Centre, Pine Street, 
London, E.C., Tuesday, April 3, 8.30 p.m., Dr. Donald Teare: 
“ Murder,” illustrated by lantern slides. 


CoveENTry Division —At Pilot Hoel, Tuesday, ‘April 3, Supper 
Meenng: Address by Mr. Baron Rose: “ Thirty Years’ Experi- 
ence of Malignant Disease.” ' 


East Herts Division.—At Haymeads Hospital, Bishop's Stort- 
ford, Thursday, April 5, 8.15 p.m., address by Dr. Brian Russell: 
“The Changing Face of Dermatology” To be illustrated by 
lantern slides, : 


Furness Division.—At North Lonsdale Hospital, (1) Monday, 
April 2, 8 p.m., extraordinary general meeting. Report on 
“General Practice and the Training of the General Practitioner,” 
etc. ; 2 Tuesday, April 3, 8 p.m., combined meeting with Barrow 
and Furness Clinical Society. 


HampsreaD Division.—At Hampstead General and North-west 
London Hospital, Haverstock Hill, London, NW, ‘ednesday, 
April 4, 8.30 p.m., lecture by Dr. J. C. Hawksley: ‘ Gastritis.” 


NO?TTINGHAMSHIRE BrancH.—At 64, St James's Street, Notting- 
ham, Wednesday, April 4, 8 30 p.m, lecture by Dr. F, H. Cross” 
“Medical Aspects of Atomic Warfare” (with sides). All 
medical practitioners in the area of the Division are invited. 


NUNEATON AND TAMWORTH Division.—At ‘the Red Lion Hotel, 
Atherstone, Tuesday, April 3, 845 pm., B.M.A. Lecture by 
Dr. Geoffrey Bourne: “ Angina of Effort.” 


SHEFFIELD Division —At University Library,»-Tuesday, April 3, 
8.30 pm., annual general meeting. Agenda: Consideration of 
Annudl Report of Council and instructions to Representatives, 
etc ` 


WANDSWORTH Drviston—At Sopth London Hospital for 


Women and Children, South Side, Clapham Common, London, 
S.W., Sunday, April 1, 10.30 a.m., clinical meenung . 
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SPECIAL CONFERENCĘ OF REPRESENTATIVES OF 
; LOCAL MEDICAL COMMITTEES 


` THE REMUNERATION 
‘The Special Gian of Representatives of Local Medi- 


cal Committees was held in the Great Hall of B.M.A. 
House, London, on Thursday,. March 29. In June, 1950, at 
a previous Special Conference, ıt had been agreed that a 


Conference should be called in December if a settlement ` 


of the general-practitioner claim on remuneratié&{ had not 
been reached by that time. Later it became evident that 
the results of the two inquiries into practice income and 
expenses, in which the Minister had asked for the co- 
operation of the profession, would not be available in time 
for further negotiations before the December Conference, 
and the ‘Annual Conference in October agreed fo a post- 
ponement until March. 

Dr. W. Jore, of Blantyre, Lanarkshire, occupied the chair, 
and practically all committee areas in Great Britain and 
Northern Ireland were represented. 

The CHAIRMAN said‘that some motions had been received 
which did not come within the business set out in the notice 
convening the Conferénce and were therefore not in order. 
They would be returned to-the committees which had sent 
“them and would be considered, if the committees ‘desired. 
vat the Annual, Conference. / 


Remuneration: The Story Up to Date N 


Dr. S. Wanp, chawman of the General Medical Services 
Committee, submitted to the Conference the report of his 
Committee on the remuneration of general practitioners. 
This report wag in part a historical review of the subject 
since 1946; when the promise was made on the basis on 
which general practitioners agreed to enter the National 
Health Service, and in part an account of the recent meeting 
with the Minister. 

He said that the Committee felt that this Conference, 
having been postponed once, should take place as planned 
in order to receive a progress report and discuss the present 
position. Here they were, nearly three years after the 
appointed day, with their reasonable claim for remunera- 
tion unsatisfied The Conference had approved of two 
inquiries which bad taken place. 
expenses, had been completed. Knowing the delay in the 
preparation of accounts, they’ had warned the department 
that the numbers obtained would be much smaller than 


was anticipated by them, apd so it had proved Officially, ` 


however, the accounts were drafted in a number of tables. 


The first, on practice | 


ISSUE — 


A composite figure for the whole field of practice expenses 
showed something in the nature of 34%. The Committee 
claimed—and in this it received a tremendous amount of 
help from its actuary, Mr. Simmonds—that, because of the 
size of the sample and the loading in the direction of 
practices with certain types of income and of other fac- 
tors, the figure should be more than 34%; the Govern- 
ment actuary agreed that it should be- 36. 5%, and their 
own actuary was prepared to accept 37.5%. The Govern- 
ment was still determined on its figure of 36.5%. That, 
however, was not the figure which would be applied in 1951, 
and it had been made clear that such expenses as were 
applicable in 1949 were not to be accepted as applicable 
for the present year. The price of petrol, for example, 
had gone up, and other expenses had increased It would 
be necessary—and thé Government had agreed—that there 
should be a discussion on doctors’ accounts so as to deter- 
Mine to what extent practice expenses had gone up since 
1949, There must be a proper loading of the expense figure 
in respect to those items which had increased if cost and 
that figure would be applied to the present year, 

The other ingujry relating to incomes was néw complete 
and figures would be available very soon , 
On February 28, Dr. Wand continued, they met the 
Minister They pointed out to him all the factors now 
known so well—that Spens was not being implemented, that 
Spens showed that doctors had been underpaid for many 
years prior to the publication of the Report, and that they 
were not prepared to accept a position in which general 
practitioners’ remuneration was always falling behind what 
should be the real figure. The increasing frustration in the 
profession was impressed on the Minister., The amount of 
work and the difficulties under which practitioners laboured 
were stressed. It was pointed out that, however old a 


-doctor was, whatever his physical condition, and even, if 


he had only a few patients on his list, he had to respond 
to calls at all hours of the day and night Tf he did night 
work he was expected next day to be as courteous, alert, 
and efficient as ever, and, if a patient’ made a claim that 
he had not been courteous, alert, and efficient, hé might have 
fő appear before a medical service committee; and that com- 
mittee would not take the excuse that he had had a lot of 


` night work. Surely if they required any comment on the 


effect of night work the proceedings in the House of 
Commons during a recent fortnight provided it. 7 
4 : 2411 
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Prior to July, 1948, the capitation fee had to be assessed 
on a number of imponderables. They had to guess—and it 
was impossible for anybody to guess correctly-—about all 
the factors involved. Therefore in July, 1948, the capitation 
fee could be fo more than an estimate. They were told 
by Mr. Bevan that they would have an opportunity of 
re-discussing it. That being so, he thought also that they 
could not properly assess distribution in advance. 


The New Minister 


He had found the new Munister very willing to listen. 
He was a man who understood the professional standpoint. 
Many changes had recently taken place at the Ministry. 
Not only was there a new Minister, but the Ministry had lost 
one of its main sections. There was also á change, actual 
or impending, at the head of the permanent staff. It would 
be in the minds of many of those present that they were 
getting very close to Budget Day. This was not a very easy 
time of year to press this matter, but ih spite of that, for the 
first'time, they had got a positive statement from the Minister 
that there was a prima facie case for reviewing the adequacy 
of general-practitioner remuneration. (Applause.) There- 
fore they could assume that some progress had been made 
in that direction. They had also the Minister’s promise 
that he would see a deputation again in April. The opinion 
of the Committee .was that the new Minister should be given 
a reasonable time to make himself informed on this very 
complicated problem. Some representatives might ask why 
they had not put forward in a document the specific figures 
of their claim. There was a reason for that. The figure 
that the Ministry had set out as the total remuneration for 
general practitioners might be the subject of challenge con- 
cerning the validity of the inclusion of certain items. There 
was dispute about the exact figure for practice expenses. The 
number of principals which was set out as at March, 1950, 
might now be a different figure. There were several factors, 
such as burden of work, which had not been discussed in 
detail with the Ministry. It would be seen, therefore, that 
they could not put a precise figure on the claim. : Betterment, 
of course, was one of the most important of the factors, 

The claim accordingly was for a sufficient sum in the 
pool to carry out the full intention of ‚Spens, including 
betterment, status, and incentive, and the opportunity of 
a reasonable life for the general practitioner. (Applause.) 

What were they to do now? It was very difficult for 
him, after all these Conferences, to say to the present one 
that once more a little patience should be exercised. But, 
after all, they had got a new Minister and a new statement 
from him. Let them see what happened in April and what 
flowed from it. It might become obvious to them that 
further procrastination could only do harm. He hoped 
that the Conference would trust its Committee to come back 
and report what progress or lack of progress had been made. 
Meanwhile they should continue to make their preparations. 
This was not the moment to decide whether they should 
hand in resignations or not. When a new Minister had put 
out a statement of the kind he had quoted he did not think 
the proper answer was to put a pistol at his head. Time 


-should be given to the new man, who had been left by his 


predecessor a legacy of tremendous dispute. (Applause.) 


Termination of Contracts 


Dr. Wany then moved: 

That the Conference welcomes the Minister’s recognition that 
there is a good pnma facie case for reviewing, as a matter of 

ency, the adequacy of the total remuneration of general prac- 
fitioners, and instructs the General Medical Services Committee 
to proceed with the promised negotiations and to report the out- 
come to a further Conference as soon as possible, or immediately 
it becomes evident that the discussions seem unlikely to lead to 
a satisfactory settlement; and that in the meantime the prepara- 


‘tions for terminating the contracts of general practitioners referred 


to in the Conference resolution of June, 1950, be continued. 
This might be called) he said, an interim resolution. It 

was designed to give the Committee a reasonably free hand, 

not in decision but in negotiation, and the Committee would 
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come back to another Conference with the results of its 
labours. If these were positive results, so much the better ; 
df they were not, then the battle had got to go on In the 
meantime he expressed the hope that moderation and good 
counsels would prevail so that they might reach a proper 
remuneration and distribution for the general practitioner, 
who wouid then be able to face his work with the feeling 
that he was no longer the Cinderella of the Service. 
(Applause.) 

Dr. E. H. Lrvineston (Stoke-on-Trent) moved: 

That this Conference instructs the Committee that, if the 
Minister does not come forward at his proposed meeting in 
April with some definite advance in his proposals satisfactory to 
the profession, practitioners should then be advised, without 
further delay, to terminate their contracts. 


In moving this amendment she said that she did not feet 
they had any reason whatever to trust the Ministry. The 
story which Dr. Wand had told them was very familiar. 
The Minister, however willing he might be, was limited by 
the Treasury in what he cquid do. This fight had beer 
going on for much longer than the period of the National 
Health Service, it had been going on for at least 20 years 
and the procrastination was having a bad effect on the pro- 
fession. It was causing frustration and was deflecting them 
from their real work. 

Dr. Noy Scorr (Devon and Exeter) hoped that the Confer- 
ence’ would throw out the Stoke-on-Trent amendment. 
Dr. Wand had really answered it when he asked that the 
Committee should be given a free hand in negotiation, 
not in decision. It was easy for members of the Confer- 
ence, all of whom were members of their local medical 
committees, to know the feeling in their areas, and to pass 
amendments like that of Stoke-on-Trent would be throwing 
a spanner into the works. 

Dr. Lrvingston replied that the amendment would 
enable th Committee to feel that the whole profession 
was behi'd it. l 

Few hads were held up in favour of the Stoke-on-Trent 
amendment, which was lost by a very large majority. 


f A Question of Timing 

Several. resolutions were on the agenda concerning the 
date at which resignations should take effect if an equitable 
settlement had not been arrived at in the intervening period. 
Preston suggested July 31 ; Caernarvonshire September 30; 
and Lancashire that, if a settlement had not been agreed 
by May 31, resignations be tendered immediately. 

Dr. M. J. FLYNN (Preston) said the feeling in his area 
was that procrastination had gone on’ far too long. If 
the negotiations failed they would then be faced with the 
necessity of organizing resignations, which could not be 
done for at least a month after such failure. The pro- 
feasion found itself in the same position as at the former 
Special Conference, and they would never get anything if 
they did not show themselves willing to act. Preston wanted 
to ensure that their resignations became effective at the 
earliest possible date if such resignations were necessary. 

The amendment by Preston was also lost by a large 
majority. 

Dr. Owen (Lancashire) moved that in the event of a 
settlement not having been agreed by May 31 resignations 
be tendered immediately. He said that Dr. Wand was deal- 
ing with a pohtician, “and they are all alike.” In Lanca- 
shire they thought that the only way was to send in resigna- 
tions. There were three‘ months ın which to carry out 
negotiations, and if they could not get a settlement in three 
months they never would. 

The Lancashire amendment was also lost 

Dr A. Mappock-Jones (Caernarvonshire) moved that in 
the event of lack of agreement the three months’ notice 
of withdrawal be given so as to terminate agreements on 
September 30. They had all heard the arguments so often 
that his Committee felt that they should take a definite 
decision. 

Dr, G. P. WuLums (Anglesey) gipoorted the amendment 
For years he had been coming to that hall and listening to 





' himself completely with the Minister. 
amendment, the policy of the Committee and thé Çonference ' 
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various leaders in their reasonableness asking for delay after 
delay. They went back to their constituents, and the reaction 
they were now getting when they tried to whip up a little 
enthusiasm was a shrug of the shoulders. Dr. Wand had 
said that the Minister was a reasonable man. There were 
a few of them in the hall who were fellow-students with 
Mr. Marquand, and ‘hey agreed with Dr. Wand that he 
was a reasonable man. But he was not a “boss.” There 
were others who would tell him what the policy must be. 
However reasonable-a Minister might be, the only thing 
these others understood ‘was a threat. Practitioners would 
be in the same position two years hence unless they pre- 
sented the Government with a threat of resignation that 
they meant to carry out. 

Dr. W. H. Hayes (Bristol) said that there’ were two objec- 
tions to making the deadline which this amendment pro- 
posed. One was_that it tied the hands of the Committee, 
and the other that it would take effect in the middle, of 
summer when many people were on holiday. “If we are 
going ‘to have a fight let us choose our own time.” 

Dr Wanb said that he wanted to make good an omission 
from his original’ statement. When they met the Minister 
they met the Secretary of State for Scotland, who was also 
comparatively new to these negotiations, and he associated 
With regard to the 


concerning resignation stood. ‘There could be no "doubt 
about that. They would not strengthen their case by saying, 
“We will resign ifi——" because they had already said it. 
The next time they said they would resign, they should 
resign. The Minister had promised to meet them in April, 
and to put forward at this juncture\a time limit of any kind 
might in the long run prove embarrassing to their case. 
Their \next resolution on resignation must be to resign. 
(Applause) 

The Caernarvonshire amendment was los by an over- 
whelming majority. + 


The Effective recently 2 
Dr.R. W. McConner (Buckinghan#zSe) moved that 


before mass withdrawal from the Service was effected 
95% of Guild committees should report that 80% of 
practitioners in their areas had agreed to resign. 

Dr. A. G. HoLman (Norfolk) said that this amendment 
was sabotaging any chance of success for their proposed 
resignations. If they came back to 60% or if they had 
a mere majority in favour of resignation it would be effec- 
tive, but to insist on 80% as Buckingha ire was doing was 
asking , for trouble. 

Dr. WAND said that he left a decision this kind to the 
Conference. The whole machinery for ‘withdrawal would 
form the subject of a communication to the profession 
should the resignation issue become effective, and it would 
be presented to a Conference, when his Committee, would 
put forward proposals. 

The Buckinghamshire amendment was lost ,by a very large 
majority. e 

Dr. MacLeop (Inverness) moved the deletion. from the 
orginal motion by the Committee of the'¥giiowing words, 
“|, . and that in the meantime the gations for 
terminating the contracts of general practitYoders referred 
to: in‘the Conference resolution of June, 1950, be con- 
tinued.” It was the intention of this amendment, he said, 
to put themselves right with their patients and with the 
Minister. Their patients had always thought they were not 
the sort of people. to do this kind of thing. There was 
among the people generally a sense of uneasiness and ten- 
sion with regard to this matter. This was a state of affairs 
which doctors should seek to prevent and not to cause. He 
thought ıt would be a very bad thing in view of the new 
circumstances prevailing, such as the ,advent of a new 
Minister, that there should be any reference in such a 
resolution to withdrawal from service. 


Dr. A. Scotr (Ayr) supported the amendment. He thought 


the sentence was a superfluous addition to the original, 


motion. 


simple as'‘the last speaker had suggested. 





Dr. Wanp considered that the omissioh of these words 
would weaken the resolution. It was necessary to indicate, 
quietly, as they had done, that they were still indignant at 
this continued procrastination. After nearly three years 
they could not hold out an olive branch in sne hand without 
having in the other a weapon in réserve. 

Dr. H. H. GoopMan (Newcastle-upon-Tyne) considered 
that there were no grounds for undue optimism. The 
„Minister decided only that there was a strong prima facie 
case for reviewing the position What else had they been 
doing during the last two and a half years but reviewing 
the adequacy of the central pool?, The late Minister had 
said that ıt was adequate, or even, on one occasion. more’ 
than adequate 

The amendment to delete the last words of the motion 
was lost, and the motion’ ıtself was then put to the meeting 


unamended and was cartied without dissent. Š 


The First Thousand ‘ 
- Dr. R. W. McConnex (Buckinghamshire) moved to rescind 


` the decision of the Special Conference of March, 1949. that 


any increase in the pool be devoted to raising the capita- 
tion fee for the first 1,000 on the doctor's list, and that the 
Committee ‘should consider, and if necessary take action to 
secure, the devotion of any increase to the raising of the 
fee for that part of the doctor's list between 500‘and 1,500. 
He presented this motion in two parts, moving first of alt 
that the decision of the Special Conference of March, 1949, 


` be rescinded. He said that he thought the Conference should 


think again about this question after two years’ experience 
Some practitioners in residential districts were doing very 
well in private practice, and he thought that they should” 
not have the weighting for the small list. 

Dr. Tarsor ROGERS (Bromley) pointed out that if this 


‘ resolution were rescinded it would be a reversal of the 


policy of the Conference. 

Dr. Barsara Wooprouse (Middlesex) opposed the 
Buckinghamshire motion If ,an increased remuneration 
were available in respect of the first 1,000 patients on a 
doctor’s list it would be possible to do away with one of 
the curses of the National Health Service—namely, the 
basic salary. 

Dr. F. M Rose (Preston) hoped that the former resolu- 

tion would be-rescinded. At the time it was passed two 
years ago the method of distributing the extra money seemed 
quite reasonable, but they had pow had time to consider it 
and some of them felt that it would not achieve what had 
been hoped, or at Jeast that their aim could be achieved in 
a better way if the Committee were given a freer hand than 
it had at the moment. Some redistribution would have to 
be undertaken, and he asked that the Committee should be 
left to consider the best ways of using the new money. 
‘ Dr. A. C. Henpry (Aberdeen) hoped that the motion to 
rescind the previous resolution would be thrown out. In 
single practice, whether a man had 500 or 1,000 or 3,000 
persons on his list, his overhead expenses were virtually 
the same. Therefore the effective capitation fee with the 
small list was much lower than with the large. If a practi- 
tioner had 1,000 on his list he got, allowing for expenses, 
an. effective capitation fee of 8s. 6d., whereas if he had 
4,000 on his list his effective capitation fee was approximately 
13s. 6d 

Dr. J: C. ARTHUR (Gateshead) asked the Conference to’ 
reject the Buckinghamshire motion. As their policy at 
present stood they had a perfectly simple issue. Spens 
was not implemented ; some practitioners were under : 
Therefore, if any more money were available it shoullu‘be , 
given to practitioners with lists of below 1,000. It was 
desirable that the issue should be kept simple from the 
point of view of putting the case to the Ministry and to 
the public. 

Dr. Wanp said that this problem might. not be quite so 
It was not 
impossible that the Minister might come forward with a 
suggestion for the introduction of new moneys into the 


f 
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pool and, combined with this, with a suggestion that they 
should look again at distribution. The figures shown by 
the practice expense inquiry for the various mcome groups 
and for the rural, urban, and semi-urban groups would be 
shown in 36 separate categories, and ıt would then be known 
approximately what were the net incomes having regard 
to practice expenses. The Committee and the negotiators 
would Jook at‘every method of redistribution that was, 
brought to their notice, and it might be that the method 
which would have to be brought back to the Conference 
for approval would be different from the one originally 
agreed to. In the meantime he urged the Conference not 
to alter the present policy. If they decided not to attach 


the moneys to the first, 1,000 it would cause dismay in the . 


tanks of young practitioners, and until they had a definite 
alternative to put forward such a course would be unwise. 
The methods ‘set out in the Buckinghamshire and other’ 
motions would be considered, even without any Tesolutions 
on the subject. He asked that they all be referred to the 
Committee for consideration. 

“Drs McConneL said that the view of the Buckingham- 
shire Committee was that small practices should be con- 
sidered individually, not automatically. Moreover, he 
thought that the Conference should not refer back to the 
Committee a motion to rescind a previous resolution. 

The motion to rescind the decision of the Special Confer- 
ence in 1949, on being put to the vote, received almost no 
support, and the other part of the Buckinghamshire motion 


. as well as other motions fell to the ground. 


Dr. J. C. ARTAUR (Gateshead) moved that the increase in 
capitation fees for the first 1,000 be provided solely from 
new moneys coming.into the fund and not by reduction , 
in the capitation fee of lists in excess of that number. There” 
was a sound case for-an overall increase,.and the Minister 
might say, “Put it right yourselves.” Spens.was their 
charter, but, after all, it was not a law of Nature, and:he 
did not think thé profession should do the Minister’s work 
for him Further, in this fight they were dependent upon 
the support and good will of a large body of practitioners 
who were not particularly dissati8fied with their own situa- 
tion, though they were ready to join with the general body 
of the profession ; but if these practitioners were asked to 
cut down their remuneration irrespective of the new moneys 
obtained from the Government, what would they think of 
the Committee? The policy should be to provide for the 
smaller practitioner by new money only. 

Dr. McCCoNNEL condemned the Gateshead motion as 
unkind and unjust. 

Dr. P. C. McKInLay (East Riding) said that the Confer- 
ence would be agreed that it was unreasonable. that a practi- 
tioner in order to earn an adequate living should attempt the 
medical care of 4,000 persons. They were being paid on 
the basis of mass-produced medicine. The profession would 
strengthen its case and not weaken it by trying to put its 
own house in order, and that would not lessen in any way 
their demand for a fair increase in the global sum. 

Dr. WaND said that he was sorry Gateshead had persisted 
in this motion. Distribution had to be looked at again, and 
carefully, but Gateshead insisted on providing the whole of 
the increase for thé first 1,000 from new money. He did 
not say that was right or wrong, he was pointing out only 
that © method of distribution might be evolved which would 
not fit in with that formula. He protested against adaman- 
tine resolutions of this kind. This and subsequent motions 
of the same nature might well be withdrawn and discretion 
left to the Committee in, ‘he light of what had been said at 


“the Conference. 


A motion to pass to thë next business was carried. 


Other Remuneration Proposals / 

Dr. H. SIMPSON (Burnley) moved that serious considera- 
tion be given to the proposals for revised remuneration of 
general practitioners and the distribution thereof, as pro- 
pounded by the Medica? Practitioners Union, and that if 
such proposals were approved in principle by the. Confer- 
ence the Committee be instructed to investigate and to incor- 


å ` ` 


porate them ‘in their forthcoming discussions with the 
Minister. Burnley, he said, was not out to weaken B.M.A. 
policy but to strengthen it. In the Medical Practitioners 
Union there were 4,000 members, and it would surely be 
a good thing if some measure of support were given to 
these people. What was needed in any fight was unity. 
The M.P.U. scheme had an expense factor, which would 
do away with basic salary. It also brought in a length-of- 
service factor, and there was nothing they could object to 
in that. He was not asking acceptance for-the ‘M.P.U. 
proposals, but only for consideration of them as a basis 
of distribution. 

Dr. WAND said that his Committee had also looked at 
the Proposals and had asked the actuary to comment on 
them, but ‘it hdd not come to a decision. It was awaiting 
the offer of the Government before going into full details 
of any method of distribution. Burnley was asking for 
approval of these proposals in principle. They would be 
considered with all other proposals for redistribution at the 
appropriate time and when the appropriate money appeared. 

It was agreed to refer ithe motion to the Committee. 

Dr. J. G. MACQUEEN (Denbighshire and Flintshire) moved: 


That having regard to the expressed dissatisfaction of general 
practitioners with their remuneration, this Conference strongly 
recommends that the capitation fee payable to general practi- 
tioners sh? z4d be ‘ymediately increased to £1 5s. per person, and, 
with & + Sy to preventing any deviation from the consideration 
by the Confe~.’ ce of the main issue, the questions of redistribu- 
tion of the “ool and the status of practitioners be left in 
abeyance for the present. 


This motion was not a question of distribution ; ıt merely 
said that the capitation fee should be raised to 25s, or, as 
he would prefer to put it, as being better understood by 
people at large, 53d. per person per week. 

Dre WANQ..reminded the Conference that their claims 
related to Th tie- “up had worked to their advan- 
tage in the fiist fer “years, raising the capitation fee from 
12s. 6d. to 1 immediately. But as all their argu- 
ments in the pW had been based on Spens he thought it. 
was not possible o accept a resolution of that kind. He 
felt that if they did get an offer from the Ministry it would 
be tied up with the necessity of discussing with them the 







s 


„question of distribution. 


It was agreed to pass tc the next business. : 

Dr. R. Rose (Berkshice}:moved that as the number of 
principals in unrestric.ed practice on March'31, 1950, was _ 
19,039. a figure maš higher than the original 17,900, the 
amount of the py Eould be directly related to the number “ 
of princip: ls at time in the Service. The figures were 
already a wy “oW of date, and a similar increase might well 
be reckoned\ior the year now closing. Not only should the 
pool be related to the number of doctors in the Service, but 
it should fluctuate as the result of regular and freqùent 
reviews. 

Dr. F- Gray (London) suggested that the motiom would 
be strengthened if, it merely iad that the amount of the 
pool should “ce directly related to the number’ of principals 
at any tim: in # Service. They wanted it made plain that 
this most fisa: ental principle applied at all times and with 





y 


The Berkshire motion was simplified as Dr. Gray had , 
suggested, and in that form was carried nemine contradicente. 

Dr. K. C. Maorice-Smira (Isle of Ely) requested the Com- 
mittee to consider methods of ensuring that, in the event of 
any unsettled dispute with the Ministry leading to mass 
resignation, ‘the general- practitioner service should be organ- 
ized in such a ‘way as to give security to sick, injured, and 
aged members € the public from undue hardship, and at 
the same time to provide a rehable source of income for 
general practitioners who had sacrificed their individual 
security for fhe common good of their fellows. Four or 
five years ago certain alternative forms of service were 
sent down from Headquarters and discussed. He felt that 
these should now be reconsidered. Possibly if some con- 
crete suggestions were put forward it might sway waverers 
who were against taking direct and drastic action 


i 
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Fhe, motion was referred to the'Committee, which, its 
_ chairmap said, was looking at the machinery of withdrawal. 


, Wider Issues 
Dr. A. C. E. Breach (Kent and Canterbury) moved: 
That this Conference believes that stronger support would be 
obtained for the proposed withdrawal of service if the issue were 


widened to include other matters than remuneration, especially 
arbitration. 


\ 

His committee was anxious to organize the utmost sup- 
port for any withdrawal of service on which the Conference 
mught- decide, but this would be easier were the issue a 
wider one, and a useful addition would be. arbitration. 
Simply to ask doctors to withdraw from service on the 
ground of pounds, shillings, and pence was perhaps a mis- 
take It might well be, however, that the General Medi-\, 
cal Services Committee regarded itself as committed to deal 
only with remuneration. But it seemed worth while raising 
the question because he knew from inquiry in his county 
and from contacts elsewhere that there were a large number 
of doctors who would be more inclined to take this drastic 
step if the issue were a little wider than remuneration. 

Dr. WAND pointed out that it was unlikely that the ques- 
tion of arbitration would come up on any other matter than 
pounds, shilling, and pence. In Whitley they had been try- 
ing to work out—and had been quite’ unsuccessfifl—an 
arbitration machinery which would provide not only for! 
general practitioners but for all the health workers in the 
Service. Would the profession resign because the arbitra- 
tion machinery had not been hammered out? He doubted 
whether that would be regarded as an issue of sufficient 
importance. 

Dr. Breach said that he had wanted to air the subject so 

‘that if there were other representatives who had found that 
colleagues in their own areas were reluctant to face what 
was solely a remuneration issue they should say so now 
before it was too late for the issue to be broadened. 

-The motion was carried i 

7 Public ‘Relations 

Dr. A. M. MAIDEN (Lindsey) had a motion proposing that 
each local medical committee should bring to the notice of 
Members of Parliament the present grievances of general 
practitioners, and that a request be made to all such com- 
muittees to that effect. By this means something might be 
done to improve public relations If a wide dissemination 
of the facts of their case caused any possible harm, then 
ther case could not be a just one. He described meetings 
with Lincoinshire Members of Parliament which had proved 
to be very successful. 

Dr. WAND said that these matters had to be taken on the 
broadest possible basis. In some areas it had been diff- 
‘cult to get Members of Parliament together for the purpose 
of hearing members of the local medical committee. The 
material from which Members of Parliament were to be 
informed should be prepared at Headquarters. (“ No.”) 
The present’moment, in the opinion of his Committee, 
was not opportune for a nation-wide campaign, but such 
an occasion might arise later. He hoped that areas pro- 
posing to embark on such a scheme would first get in touch 
with the Public Relations Officer of the Association. 

Dr. Maen said that all he advocated was really a form 
of lobbying, in which he could see no possible harm and 
much possible good. 

The Lindsey motion was carried. 

Dr. R. Green (East Sussex) asked the’ Conference to 
express its regret at the present state of public relations 
and to urge a more energetic campaign by all possible 
means of propaganda to air grievances concerning the 
lowering of status of the general practitioner and also the 
abuse of the Service by a minority of patients. The pro- 
fession was facing possibly a critical moment in its history, 
and it would be well to consider whether its propaganda: 
had been efficacious There was undoubtedly a widespread 
feeling that it had been inadequate or at least had failed 
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` to keep a considerable próporüön of the population fully 


informed of the major causes of dissatisfaction. The Press 
had done comparatively little to enlist the sympathy of the 
public for-the general practitioner. Some widely circulated * 
newspapers displayed little or no sympathy at all with the 
general practitioner. The B.B.C. might be asked ‘to put on 
a discussion on the subject. Members of Parliament on 
both sides of the House were extraordinarily ignorant of. 
the facts. It should be emphasized in any propaganda that 
it had no political bias. The publicity put forth on behalf 
of the medical profession had not emphasized that the work 
of practitioners now was much harder than in 1948. In 
their emphasis on Spens this fact had been overshadowed. 
Little had been done to suggest to patients the approach 
which they should make for the doctor’s services. Too many 
thought they ‘were entitled to make demands on, the doctor 
which he had no right to refuse. It was a matter of urgency 


> that public opinion should be on the side of the profession ; 


otherwise, if they were driven to resignation, they risked 
antagonizing the public But if the sympathy of the public 
was to be enlisted the public must know the facts of the 
case. They should be provided with this knowledge through’ 
every possible channel of communication. 

Dr. W. Wooley (Bristol) said that he agreed with the 
last speaker, who, however, had made. no ’ suggestions 
how what he wanted could be done. -How was it possible 
to persuade editors of widély read papers to insert points of 
view from which they were averse ? No one could dictate 
to editors. But in the B.M A, Divisions there were in most 
areas public relations committees, which might make far 
more use of the jJocal’Press. In Bristol they had not got 
a bad Press. The local Press was always ready to put the 
doctors’ peint of view. But they must not expect the centre 
to do all the publicity. 


Dr. T. W. MORGAN (Surrey) said that publicity could be - 


got comparatively easily if there was a live issue. Certainly 
in Kingston-on-Thames they had no reason to complain of 
the volume of excellent publicity attending the matter of 
the Victoria Hospital . But it was well for focal committees 
to get expert advice before they embarked on a complicated 
and difficult campaign : 


An Understanding Press 


Dr Wanp said that the timing of publicity was impor- _ 


tant. Publicity should not be wasted by being put in hand 
at the wrong time. The Press in many important quarters 
had shown recently a very sympathetic understanding of 
the doctors’ case. He thought, however, it was not for the 
doctors to bring to the notice of the public the abuse of the 
Service by some patients ; that was the job of the Ministry. 
Nor was it politic to tell the public that the doctors’ status 
had been lowered: To suggest that the present state of , 
public relations was “deplorable” was unreasonable. It 
was a reflection on the Public Relations Department, which 
had done a valuable piece of work. He’ repeated that a 
publicity campaign on a nation-wide basis was something 
to be undertaken at the proper time, but with negotiations’ 
in their present stage it-did not seem that the present time 
was appropriate. 

Dr. H. Guy Dain (chairman of the Public Relations Com- 
mittee) said that the East Sussex resolution put forward a 
wrong attitude. In the Association they were on excellent. 
terms with most of the Press. They were able always to 
interest the Press in matters in which the public was 
interested. The attitude of the public and the Press alike 
towards the general practitioner*was one of: considerable 
sympathy. The work of educating Press and public opinion 
on medical problems was steadily going on. 

Dr Green replied that whatever the Public Relations 
Committee had done it had not got down to large sections 
of the public, that is to say, to the working class and lower 
middle class, who did not read some of the papers from 
which Dr. Wand had quoted, but did read papers of vast 
circulation. Now was the time to prepare public opinion 
for what their negotiators should say to the Ministry. 

The East Sussex motion was lost. 


Z 
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Dr. A. C. E. Breaca (Kent and Canterbury) moved: 
That this Conference requests the Public Relations Committee 
» tO give publicity to the feeling that on matters of remuneration 
and status the profession 1s ın a position by direct action to 
compel prompt setulemegt of its demands; ıt has deliberately 
forgone this tight in the public interest and is therefore 
entitled to look to the pubhc for support in obtaining a reason- 
able settlement of its just claims. 


He said that the profession had set aside the right to form 
a trade union and by that act of self-denial had entitled itself 
to a proper consideration of its claims. Its case should not 
be weakened in the public mind by the fact that it had so 
denied itself 

Dr. WAND said that he was prepared to accept this motion 
to be passed to the Public Relations Committee, and this 
was agreed to. i 

eA motion by Newcastle-upon-Tyne was in the following 
terms: 

That this Conference 1s of the opinion that our present request 
for an increase in the central pool and its proposed method of 
distribution 1s intimately bound up with the future status of the 
general practitioner. 


The mover was met with cries of “ Agreed,” and the 
motion was carried without a speech. 


Co-operation with the M.P.U. 

Dr Wanp moved, on behalf of the Committee, that the 
constitution of the General Medical Services Committee be 
altered so as to include representation of the Medical Practi. 
tioners Union, and that the Union be entitled to two repre- 
sentatives on the Committee. He said that he was glad to 
put this resolution before the Conference as indicating the, 
desire of all bodies of general practitioners to work in 
complete harmony ` 

Dr. A. W. Garpner (East Sussex), while fully agreeing 
that friendly relations between the B.M.A. and the M.P.U. 
should be firmly established, moved that the constitution 
of the General Medical -Services Committee-should be so 
amended as to empower the Committee to co-opt two 
further members of the profession from societies or bodies 
other than the B.M.A. He said that certain assurances had 
been given on behalf of the Council of the M P.U., but the 
present Council might not be re-elected and it could not 
bind the future. It was unwise to alter the constitution of 
the Committee so that it was compelled to have two mem- 
bers of the M.P.U. on it. The best way to get this favour- 
able relationship established would be to give the Committee 
power to co-opt two members, and, so far as he was con- 
cerned as a member of the Committee, those two members 
would be members of the M.P.U. for as long as the present 
amity continued. The two members concerned had attended 
recent meetings of the Committee and had made very useful 
contributions. But there might come a time when the 
M.P.U. would revert to the attitude of a few years ago. 

Dr. F M. Rose (Preston) hoped the Conference would 
have nothing to do with this amendment. He believed 
that the bringing in of the M.P.U. was one of the biggest 
advances in the unity of the profession which had taken 
place for years. Formerly the breach with the M.P.U. had 
been a difficulty in their dealings with the Ministry. He 
asked that this new membership might be endorsed in the 

. most generous manner possible. The idea of making certain 
reservatiois was entirely wrong and contrary to the spirit 
of a generous profession 

Dr. Frank Gray (London) endorsed what Dr. Rose had 
said Their first object was to secure the unity of the 
profession, and this was not to be done by half-hearted 


- measures, They had believed it was the right thing to give 


the M.P.U., specifically by nomination, two seats on the 
Committee, not just the possibility that they might be co- 
opted thereon. Their colleagues believed that they were 
prepared to work with them whole-heartedly. 

The East Sussex amendment was lost, and the motion by 
Dr. Wand altering the constitution of the Committee to 
allow òf this inclusion was carried with about three 
dissentients. 


Dr. Bruce CarDew (general secretary of the M.P.U.} 
thanked the members for the extremely cordial way in which 
this resolution had been received, and he assured them on 
behalf of his organization that they had every intention of 
working the most loyal spirit with the General Medical 
Services Commitee, The representative of Burnley had 
spoken earlier of the M P.U proposals with regard to 
remuneration, and he had used the argument that the 
consideration of them might further persuade the M.P.U. 
to work with the Conference. He assured them that 
whatever they did wıth any scheme put forward by his 
organization, whether ıt was accepted or rejected, it would 
not alter their determination to work whole-heartedly with 
the Committee and the Conference and to abide by every 
undertaking they had already given. (Applause.) 

Dr Beppow Bayty (president of the M P.U.) endorsed 


“what his colleague had, said. He regarded this as a very 


auspicious occasion. 

This concluded the business before the Special Conference. 
Dr. W WooLtey,*in proposing a vote of thanks to the 
Chairman, congratulated him on his apparently perfect 
recovery from a Jong illness. Dr. Jope, in reply, jocularly 
said that he would let them into a secret—he did not call 
in medical advice until he was getting better. 

The Conference, which had assembled at 10 a.m., ended 


at 3.45 p.m. a 





THE B.M.A. IN THE MIDDLE EAST 


A meeting of members of the Mesopotamian Branch, and 
doctors from neighbouring areas, was held on March 18 
at the Basra Petroleum Company’s hospital, Basra, Iraq. 
Twenty-four doctors attended. Lieutenant-Colonel C. J. A. 
O'KeLLY (Basra) was elected to the chair. Dr. E. Grey 
TURNER (Assistant Secretary, BM A., London) addressed 
the meeting. He brought greetings from the President 
and Council, and said they fully realized that the 14,000 
members outside the United Kingdom expected the Associa- 
tion to take as much interest in their affairs as was expected 
by the members ın Britain. Dr. Grey Turner outlined the 
present-day structure of the Association, emphasizing its 
world-wide links with the Dominions and Colonies and with 
foreign medical associations, such as the American. He 
described the current scientific, ethical, and medico-political 
activities of the Association, and outlined the facilities 
available to membets. 

Discussing the Mesopotamian Branch, Dr. Grey Turner 
said that the primary function of an overseas branch was 
to be a local medical society, in which doctors of all races 
could meet regularly for scientific, clinical, and social pur- 
poses. Its secondary function was to be a local agency on 
which the Council of the Association could rely for informa- 
tion and advice. Dr. Grey Turner read extracts from the 
minutes of the inaugural meeting of the Mesopotamian 
Branch in 1921, and referred briefly to its subsequent 
history up to the warlof 1939-45. In the war the Branch 
had become inactive, but he had felt that a unit of tthe 
Association could still play a useful part in the Persian 
Gulf area, and accordingly in 1949 he had entered into 
discussions with the medical departments of the principal 
oil companies, and with other doctors concerned, with a 
view to resuscitating the activities of the Branch. The 
outcome of these discussions was the present general meet- 
ing. There was clearly a need for a local medical society 
in each individual area, such as’ Abadan, Kuwait. and 
Bahrein, but it was equally clear that there was a need 
for a wider organization to unite the medical profession 
of the whole Persian Gulf area. 

The secretary of the meeting, Dr. J. J Toop Morrison 
(Basra), reported that a number of letters of support had 
been received from doctors who were unable to be present. 

There followed a wide general discussion, after which it 
was unanimously resolved that the activities of the local 
Branch of the Association should be revived It was ther 
resolved unanimously that the area of the Branch should 
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be enlarged to cover all the territories surrounding the 
Persian Gulf and that the title of the Branch: should be 
changed to “ Middle East Branch.” \ 

Rules were adopted, and the meeting then proceeded to 
elect the following officers and Branch Council: 


Lieutenant-Colonel C. J. A. O’Kelly (Basra). 
Dr J J Todd Morrison 


President ; 

Honorary Secretary and Treasurer: 
(Basra). 

Members of Coviheil : Dr, P. C. C. Garnham (London), ex 
officio (representative of the Branch on the Council of the 
Association), Dr. A. Andersoh (Abadan), Dr. J. Brebner 
(Abadan), Colonel W. J. Moody (Bahrem), Dr. S. T. Nakib 
(Basra). One vacancy. It was resolved to ask the Kuwait 
Medical Society to fill this seat. f 


On the evening following the meeting a most successful 
dinner was held at the Port Club, Basra. The guests included 
Dr. Mohammed Ali Fatta, Director of-Medical Services of 
Iraq: Ports and Navigation, and Mr. and Mrs. R. Keight 
(British Council). 
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GENERAL ‘MEDICAL COUNCIL ` 
ELECTION OF DIRECT REPRESENTATIVES 


Practitioners in England and Wales will receivè within, the 
next few days voting papers for the purpose of electing seven 
Direct Representatives of the profession to the General 
Medical Council. The practitioners chosen as the Associa- 
tion’s candidates have issued an election ‘addréss which is 
set out below. All members of the Association are asked to 
cast their votes for the signatories to this Address: 


Election Address ' { x 


Dear Sir or Madam, 

We, the undersigned medical practitioners, are offering 
ourselves for election as Direct Representatives of the pro- 
fession‘on the General Medical Council. 

We believe that the best qualifications for a candidate 
for the office of Direct Representative are a long and wide 
experience in the practice of medicine and a souhd know- 
ledge “of the many. difficult and varied problems which 
confront: the profession. We are-of the opinion that the 
nature of these problems makes it important to you" person- 
ally,\and to the profession vas a whole, that the Direct 
Representatives should be in a position to express, with the 
fullest possible authority and knowledge, the views of the 
general body of practitioners. 

The Medical Act, 1950, has introduced changes in the c con- 
stitution, functions, and procedure of the General Medical 
Council, and we submit that our expertence will enable us, 


if elected, to. make a useful contribution, within the body of . 


the Council itself, to the discussions on the operation of the 
new Act. 

We are all keenly ‘interested in matters affecting medical 
education and registration, and the five who are at present 
serving as Direct Representatives on the General Medical 
Council already have a thorough knowledge of the discus“ 
sions which took place befoye the new Medical Act was 
presented in Parlament, Our experience should be of 
special value in connexion with the regulations to be pre- 
scribed by the Council regarding the provisional registration 
of those who have passed a qualifying examination. 

If elected, we shall use our influence in maintaining 
the best traditions and methods of general and consulting 
, practice. Our experience and qualifications are summarized 
below, and we hope you will feel that, through us, the views 
of practising doctors will be adequately and forcefully 
expressed in the General Medical Council. 

ReginaLp HucH Batrour, Barrow, M.D., 37, St. Cross, Road, 
Winchester. Secretary of the Southern Branch of the British 
Medical Association for the past six years. Chairman of the 
Hampshire Ophthalmic Services Committee for the past three 
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years. Formerly President of the Southem Branch and Secretary 
and Chairman of the Winchester Division of the British Medical 
Association. Member of the Council and of the Central Ethical 
Committee of the British Medical Association for six years. s 

JAMES ALEXANDER Brown, M.D., 1,437æ Pershore Road, 
Stirchley, Birmingham Direct Representative on the: General 
Medioa! Council since 1947. Chairman of the Representative 
Body of the British Medical Association, 1949-50. Membe: of 
Council of the British Medical Association 

Ocravius CYRIL Carter, MB, BS, MRCS. L.RB.C.P., 
Hursley, Poole Road, Bournemouth Direct Representative on 
the General Medical Council since 1949. Member of Council 
of the Bntssh Medical Association. Secretary, Bournemouth , 
Division of the British Medical Association, 1922-45. 

Harry Guy Darin, M.D., F.R.G.S., Bournbrook House, Selly 
Oak, Birmingham 29 Direct Representative on the General 
Medical Council since 1934. Chairman of the Representative 
Body jot the Bntish Medical Association, 1937-42. Chairman of 
Council of the British Medical Association, 1943-9. . 

EDWARD ANDREW Greco, MD. LRC.P&S(, 14, Oakley 
Square, London, N.W 1. Direct Representative on the General 
Medical Council since 1942. Chairman of the Representative 
Body of the British Medical Association, 1948. Chairman of 
Council of British Medical Association ,since 1949. Chaitman . 
of the Insurance Acts Committee, 1937-48. 

Jonn THornTON INGRAM, M D., -FR C.P., 27, Park Square, 
Leeds. Chairman of the Leeds Division of the British Medical 
Association, 1941-4. Chairman of'the Leeds Joint Council of 
Chnical Sub-dean, Leeds Mee 
School, since 1945. 

Nogt Everarp WATERFIELD, O B.E., M.B., BS, FRCS. 
Birchwood. Guildford Road, Little Bookham, Surrey. Direct 
Representative on the General Medical Council since, 1945. 
Chai:man of the Central Ethical Committee of the British Medicak 
Association, 1935-47; and of \the: Surrey Local Medical Com- 
mittee since 1346. Member of Council ot Medical Defence 
Union. g 


Our candidature has’ been endorsed by the appropriate 
Divisions of the British Medical Association. ` 

We give you an assurance that if we are elected we shall 
devote to your service whatever time and energy may be 
necessary to the proper fulfilment of our duties as Direct 
Representatives. 

We ask you to ‘accord us your vote, sade we shall be grate: 
ful for your active assistance in securing the votés of your 
colleagues. 


R. H. BALFOUR BARROW. E. A. GREGG 
J. A. BROWN. J. T. INGRAM. ; 
O. C. CARTER. N. E. WATERFIELD 


H Guy Dan. 








HELP IN PRACTICES OF “Z” 
RESERVISTS 


The suggestion has been. made by one of the Branch 
Councils that the Association might assist in arrangements 
for catrying on the. work of practitioners recalled for 15 
days’ training as members of * Z ” Reserve, It is obviously 
important that adequate arrangements should be made for 
the practices of such men to be conducted during their 
absence. The circumstances of individual cases wili differ, 
but. it may be found practicable in some instances for help 


‘to be provided, where desired, by neighbouring colleagues. 


The Divisions may like to consider the possibility of 
arranging such assistance in suitable ‘cases, 











Correction 


We mistakenly reported in the Supplement of March 31 (p. 136), 
that the report on the association of the general practitioner with 
hospital work was approved by the Council at its meeting on 
March 14. In fact, the report was withdrawn so that it could 
be considered by the Central Consultants ‘and . Specialists 
Committee and the GMS. Commies. zt 
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LOAN OF HOSPITAL RECORDS 


An inquiry has recently been 1ecerved from'a hospital about 
*the propriety of hospital records being lent to the Ministry 
of National InStrance without an officer of the hospital 
~~having actually seen the patient’s written consent. The 
` Central Ethical Committee has examimed the procedure in 
' consultation with the’ Ministry of National Insurance, and 
is oaen that the wntten assurance of the regional medi- 
1 officer of the Ministry that the patient’s consent has 
ae obtained in writing should be regarded as authentic. 
The consent is given on the form used by the patient in 
submitting his formal claim, and it ıs thought that it would 
complicate the procedure unnecessarily if an additional con- 
sent form were provided for separate completion and trans- 
mission to the hospital. 
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Correspondence ` 








Deéctors and Patients 


Sirn,—In a report in the Sunday Times (March 11), Mr. J. E. 
MacColl, Labour M.P. for Widnes, is said to have referred 
to “a growing estrangement betweer doctors and patients.” 


“The patient reads his newspaper, he has become aware of 
the cleavage between the specialist and the general practitioner., 
More and more he finds himself referred to hospital in any 
culty, and he has,come to expect it. He notes how little attention 
seems to be paid there to his doctor's opinions and that confirms 
what he reads, that the general practitioner is a second-rate, 
only to’ be trusted in the simplest matters.” - 


I feel that this is the most important observation I have 


` seen made since the introduction of the N.H.S. It is only. 


too true and is serious. I know that many men now feel so 
frustrated that if they could give up they would. The matter, 
1 feel, should be considered at the very highest levels, for I 
believe that Goverhment circles must bear the blame. Their 
public pronouncements over many years have led the public 
to expect what is not possible. -The newspapers also have 
much to be blamed for as well as radio and T.V. There is 
a lmit to public exhibition of human ailments. —1I am, etc., 
London, ON 6. ` i W. L. TEMPLETON. 


Doctors and Dentists \ 


Y 
’Sin,~In answer to Dr. J A. Sinclair’s letter (Supplement, 
March 24, page 94): regarding paragraph (1), supposing a 
dentist does 20 fillings a day at 16s. a filling, then with 
expenses at 50% He is making over, £2,000 per annum net, 
and that with only a 5-day week. I am sure most general 


practitioners would be only too delighted to make this figure: 


net ; in fact I am quité certain that most general practitioners 
‘dre making far short of this*figure. 

In paragraph (2) Dr. Sinclair states that general practice 
is a rest cure compared with dentistry. I am absolutely 
dumbfounded, all the more so when, last night, I had to get 
out of a warm bed at 11.30 p.m., dress, get out the car, and 
go to a case three miles away—and again at 8.a.m. to-day 
Does Dr. Sinclair `realize that single-handed G.P.s are on 
duty 24 hours of the day the whole year round? We are 
unable to knock off work at 6 p.m. until 9 a.m. the following 
morning, have week-ends off and all public holidays (J have 

“had to do 15 visits to-day—Good Friday). 

Regarding paragraph (3) in his letter, I think it is perfectly 
disgraceful that an unqualified dentist should take financial 
precedence over a general practitioner who has worked hard 
for a university degree. 

In conclusion I should like to say that-I bear my friends 

' the dentists no grudge, but please, Dr. Sinclair, let us be 
fair —I am, etc., . 


Alfriston, Sussex. ‘. 


W. D. G. Troup.’ 


- Association Notices ; 


NIGERIA BRANCH | 
Notice is hereby given that the Council has formed a Nigeria 
Branch comprising the Colony and Protectorate of Nigeria 
and the,Cameroons under United Kingdom trusteéship 
A. MACRAE, 3 
r Secretary. 


Diary of Central Meetings 


p APRIL 
10 Tues. Scholarhip Subcommittee, Science Committee, 
í 
~ 10 Tues Central Ethical Committee, 2 p.m. 
11 Wed Assistants and Young Practitioners Subcommittee, 
; General Medical Services Committee, 2 p.m. 
11 Wed. Private Practice Committee, 2 p.m. 
12 Thurs. „General Medical Services Committee, 11 a.m. 
12 Thurs. Journal Committee, 2 p m. 
13 Fri. Committee on Organization of Scientific Sections 
at Annual Meetings, 1030 am , j 
B Fi. Charities Committee, 2 p.m. : 
13 Fri Colonies and Dependencies Committee. 2 p.m 
13 Fri. Editorial Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 
13 fr. Ophthalmic Group Committee, 2 p.m. 
16 on Armed Forces Committee, 2 p.m 
16 Mon Joint Committee, Subcommittee on Merit Awards, 
: p.m. 
17 Tues, Organizaton Committee, 2 pm. 
18 Wed Joint Committee, Subcommittee on Registrars (at 
Ministry of Health), 10.30 a.m. 
18 Wed Film Committee, 2 p.m. 
’ 19 Thurs. Dermatologists Group Committee, 10.30 a.m. 
19 Thurs International Relations Committee, 2 p.m. 
19 Thurs. Joint Formulary Committee, 2 p.m. 
19 Thurs. Occupational Health Committee, 2 p.m 
19 Thurs. Staff Side Committee C, 2.15 p.m. 
+ “20 Fri Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m. 
20 Fri. Public Health Committee, 2 p.m. i 
23 Mon. . Conference of Regiona] Officers, 2 p.m. 


Branch and Division Meetings to be Held - 


BIRMINGHAM Division.—At Grosvenor Rooms, Grand Hotel, 
ah Row, Birmingham, Fuesday, April 10, 830 p.m., annual 


DONCASTER Drvision.—At Parkinson's Cafe, Hi Street, 
, Doncaster, puday, April 10, JAS p.m. dinner, followed by 
address by Dr erer: 0)“ Anaemias ”; (2) “ Antibiotics.” 


Exeter Drvision.—At Library, - Royal Devon, aad Exeter 
Hospital, Thursday, April 12, 8. 3.30 p.m., (1), Dr. Irvine: 
“The Relationships of Medical Practitioners vith Re Public 
Health Service”; (2) ee to Representatives at Annual 
Representative Meetin 


SCUNTHORPE DIVISO. —At the Ro Hotel, Scunthorpe, 


. Thursday, April 12, 7.30 for 8.45 p.m., address b fessor R. S. 

Iingworth : “ Some Common haviour Problems of Child- 
P? x 

Sours BEDFORDSHIRE Division.—At Nurses’ Lecture Room, 


. lecture by 


‘Luton and Dunstabie ospital, „Friday, Apri! 13, 9 p.m., Annual 
M.A, Lecture b Mitchiner : “Memories of the 
YETA East ” Gilustrated). 
Sune West oon Drviston.—At Clinic Hall, Thorpe Coombe 
714, Forest Road Walthamstow, E., 
ednes y, Aba at, 8 30 p.m.. lecture by W. Pointon Dick: 
“ Wrens rculosis Vaccine Clinical Trials”; lecture b 
Dr. Hugh Ramsay ' “Some Practical Aspects of BCG. 
Vaccination.” 
Swansea DIVISION.—At Cimla Hospital, Thursday, April 12, 
8 p.m., clinical meeting. 
Tunsringg WELLS DIVISION: Ż—At Kent and Sussex Ho 
Wednesday, April 11, 8.30 p.m., lecture by Dr. T. Rowland 
Wesr Herts DIVISION: —ÀAt Nurses’ Home E nuteford House), 
Peace Memorial Hospital, Watford, Friday, 13, 8.30 p.m., 
Mr. Patrick Clarkson: “Mi a Rope of Atomic 


sey hon Ciy 


ital, 


Warfare. 

WESTMINSTER AND HOLBORN Division.—At Westminste: 
Hall, Charing Cross Road, London, W.C., Tout 
8 pm., ordinary meeting. 
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REMUNERATION OF MEDICAL PRACTITIONERS UNDERTAKING PART- TIME 


WORK FOR LOCAL 


Che following memorandum of recommendations was agreed 
-to at conferences held at the Ministry of Health under the 
chairmanship of Mr. E. M. T. Firth at which representatives 
of the County Councils Association, the Association of 
Municipal Corporations, the Urban District Councils 
Association, the Rural District Councils Association, the 
London County Council, the Metropolitan Boroughs Stand- 
ing Joint Committee, and the British Medical Association 
were present. 


L/ Medical Certificate under the Lunacy Act, 1890 
A fee of £2 2s, should be paid in respect of a certificate 
under the Lunacy Act, other than a certificate under Sections 
55 (8) or 335 of the Act, which is given free of charge. 


il! Medical Certificate ander the Mental Deficlency Act, 1913 
A fee of £2 2s. should be paid 


1H. Recommendation under the Mental Treatment Act, 1930 


A fee of £2-2s. should be paid in respect of a recom- 
mendation under Section 5 of the Act, and a fee of £1 5s. in 
_ respect of a recommendation under Section 1 (2) of the Act. 
Nore: The foregoing fees in I, I, and IN should be paid in all 
cases where the practitioner has carried out the examination, 
irrespective of whether or not be is able to complete the certificate 
or recommendation, or of whether in I and I an order in respect 
of the patient is subsequently made by the Justice. 


4V. Visiting Medical Officers to Establishments Maintained 
by Local Authorities 


(1) The types of establishment covered by this scale are 
as follows: 


(a) ven nurseries Accommodating children aged 0-5. 


(b) Nuney schools accommodating children from 2 to 5 yaa: 

{c) Residential special schools accommodating handicapped 
children of various types. 

{d) Local authority boarding schools. 4 

(e) Remand homes. 

(f) Children’s reception centres (short-stay cases) 

(g) Mother-and-baby homes. 

(A) Institutions accommodating healthy and/or infirm men 
and/or women'(old Public Assistance Institutions), 

(N Rest homes for aged healthy/infirm men and for women 


` 


‘ peri 


AUTHORITIES 


Q) Reception centres accommodating “ casuals.” 
(k) Hostels for homeless blind persons. 
(D Children’s homes. 


(2) Remuneration for regular and routne attendances 
should be by annual salary or sessional fee at the discretion 
of the local authority. Where the sessional basis is adopted, 
the appropriate fee laid down in the agreement of February, 
1947, should be paid. Where the ‘salary basis is adopted. 
the remuneration should be based on the number of hours 
per week spent at the establishment, and should be at the 
following rate: 


Hours per Week ‘Annual Salary 
r ; £ 
ae . 15 
2 ‘ i 125 


with an addition of £50 for each hour over tWo 


(3) The number of hours per week to which the annual 
salary is related shall be a matter for agreement from time 
to time between the local authority and the practitioner 
concerned, it being understood that agreements embodying 
of half an hour or any other period of less than an 
hour (with proportionate rate of payment) are not precluded 

(4) A practitioner remunerated by annual salary will be 
responsible for providing a locum, at his own expense, when 
he is unable to carry out the duties himself. 

(5) An emergency visit (being a visit made at the special 
request of the institution, and outside the regular and routine 
attendances) which is not covered by National Health 
Service arrangements should be paid for as follows: 

£s d 

Visits between the hours of 9 a.m. and 8 pm . ! 10 6 

Visits between the hours of 8 pm. and 9 am. .. 1 1 0 

(6) The fees for visiting medical officers as set out above 
refer to services not covered by the National Health Service 
Act, 1946, and are in addition to normal capitation fees under 
the Act, it being understood that every effort should be made 
to relate the arrangements to work done over and above trat 
carried out under the National Health Service. 


vV. Boarded-out Children 


A fee of £1 5s. should be paid to practitioners undertaking 
the initial medical examination of children committed to the 
care of or received into care by a local authority and 


‘boarded out under the Children, and Young Persons 


‘2412 


` 
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(Boarding Out) Rules, 1946. For the subsequent annual 
examinations a fee of 12s. 6d. should be paid. These 
fees include both examination and report. 


VI. Medical Qfficers to Fire Brigades 
The following fees should be paid: 


Examination of a new candidate for the Fire 
Brigades, with report sé Z Soo We 23-0 
Report—e.g., on a sick man, by own medical 
attendant : 10 6 
Examination and special 
referee es oe oe ? 
Examination of an officer with a view to 
selection for a higher appointment as oll 


report by independent 
< 1 5 0 
5 0 


Vir. Medical Examination for Superannuation 
e 
Where a medical examination is carried out for super- 


annuation purposes a fee of £1 5s. should be paid. Thus - 


fee includes a report. 


3 VII: Lectures 


For giving courses of elementary lecturės to the lay public 
on first aid to the injured, home nursing, child care, and 
hygiene a fee of £1 11s. 6d. should be paid in respect of 
each lecture of one hour’s duration. 


IX. Mileage Allowance 
In all the foregoing cases, a mileage allowance should 
be paid af the rate of 1s. per mile each way for every mile 
travelled outside a radius of two miles (or, in the case of 
urban areas, such other radius as may have been agreed 
locally between the Jocal executive council and the local 
medical committee as the normal area of practice), the 
mileage being reckoned from the practitioner’s home or from 
any centre from which he practises, whichever is the less, 
subject to a maximum allowance of 20s. for the return 
journey ; provided that no such allowance shall be payable 
in respect of any distance travelled for which the practitioner 
receives or has claimed an allowance otherwise, or in respect 
of any visit or attendance for the purpose of rendering 
general medical services under the National Health Service 
Act, 1946. 
X. Advisory Committee 
Committee C of the Medical Whitley Council of the 
Whitley Councils for the Health Services (Great Britain) 


shall hear and advise upon any application for the settlement 


of differences or the clarification of points, of obscurity. 


XI. Saving for Better Conditions 


Nothing in these recommendations shall prevent a medical 
practitioner from continuing his present contractual arrange- 
ments with a local authority, taken as a whole, in lieu of 
those enumerated above, provided that in determining 
whether the foregoing arrangements are less favourable to 
the practitioner the remuneration now being received for 
general medical services under the National Health Service 
Act, 1946, should also be taken intọ «account where 
appropriate. 

XU. Date of Operation 

It is recommended that these arrangements should be 
adopted with effect from April 1, 1951. The arrangements 
shall be subject to review at any time after 12 months from 
that date at the instance of any of the parties thereto on 
three months’ notice being given. 





PRACTITIONERS IN PRIVATE PRACTICE 


The B.M.A. is at present preparing a list of practitioners 
who are engaged wholly in private practice. A number 
of these. practitioners are already known as a result of 
replies received to a questionary sent to individual practi- 
tioners. “It would be very helpful, however, if other mem- 
bers who are so employed would forward their names to 
the Secretary for inclusion in the list. 





N 


PRESCRIBING BY CONSULTANTS 


As has been stated ın the Annual Report of Council (Supple- 
ment, March 31) the Central Consultants and Specialists 
Committee has expressed the opinion that, in order to pre- 
vent possible embarrassment to the general practitioner, a 
consultant should refrain from revealing to a natient details 
of any treatment he has advised the general practitioner to 
adopt. i 

The point has now been brought to the notice of the 
Central Ethical Committee, which considers that the posi- 
tion is largely covered by Rule 6 of the Rules as to the 
Ethics of Medical Consultations, approved by the Repre- 
sentative Body last year. 

Rule 6 reads as follows: 


If for any reason the practitioner consulted and the attending 
practitioner cannot examine the patient together, the attending 


„practitioner should send to the practitioner consulted a brief 


history of the case. After examining the patient the practitioner 
consulted shall forward his opinion together with any advice as 
to treatment he may advise in a sealed envelope addressed to the 
attending practitioner, and he may. give to the patient or to the 
patient’s representatives such information as he judges appropriate 
to the position. 


In order to make the position quite clear, the Central 
Ethical Committee proposes to recommend a modification 
of the wording of Rule 6 when these rules are again reviewed 





CENTRAL CONSULTANTS AND 
SPECIALISTS COMMITTEE \ 
(SCOTLAND) 


The Central Consultants and Specialists Committee (Scot- 
land) met at B.M.A. House, Edinburgh, on March 19, with 
Mr. Murray NEwTon in the chair, The Committee had 
before it a request from the Scottish Branch of the Medical 
Superintendents Society that the Committee should reaffirm 
its support for the continuance of the traditional system of 
Scottish hospital administration, under which the medical 
superintendent is the thief executive officer in the hospital. 
The society drew attention to the fact that the Central 
Health Services Council for England and Wales would 
shortly be reporting on medical administration in pitals, 
and there was anxiety among the medical superintendents 
in Scotland lest this might lead to the adoption in 
Scotland of the English system of administration by a lay 
secretary. 

The Secretary, Dr. E. R. C. WALKER, in reply to a ques- 
tion, stated that he had no reason to believe that the Depart- 
ment of Health for Scotland had altered its view that. the 
system of medical administration at present obtaining in 
Scotland was the most satisfactory and should be preserved. 
The Committee unanimously agreed to reaffirm the views 
expressed in the report prepared in 1949 by the special sub- 
committee on the position of medical superintendents in the 
National Health Service. $ i 

The CHAIRMAN reported that the Committee’s opinion in 
favour of the establishment of an intermediate grade within 
the consultant scale had been referred to the Joint Com- 
mittee for Consultants and Specialists (Scotland) at its meet- 
ing on March 12. There had been unanimity of agreement 
on the necessity for the introduction of such a grade, but 
there had been some divergence of opinion on the proposal 
that appointments to the new grade should be permanent. 
Eventually the Committee had resolved to ask the Depart- 
ment of Health to meet them at an early date to discuss 
without prejudice the whole problem of hospital medical 
establishment. 2 


Laboratory Services i 


The Committee gave further consideration to the position 
of laboratory staff in Scotland and to the question of labora- 
tory services for private patients at home or in nursing-homes 
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The Committee had previously agreed that if such services 
were not to be given free to private patents then the full- 
time pathologists should not be~precicded from claim- 
ing 'fees for private work undertaken, and should be 
entitled to carry out remunerated domiciliary consultations. 
In reply, to an-inquiry on the subject, the Department of 
Health had stated that private patients were entitled to free 
laboratory services, but if they were anxious to pay for this 
service there was no objection to a fee being paid to the 
regional hospital board. There could, however, be no 
question of the fee being paid direct to the whole-time 
pathologists. ` 

It was agreed that the members of the Committee, should 
ascertain by personal inquiry if the pathologists in Scotland 
held strong views on their being precluded from undertaking 
private work. 

The Committee also considered the anomalies in the 
remuneration of pathologists in the employment of the 
universities and their colleagues in contract with regional 
hospital boards, ‘It was agreed that this matter should be ` 
remitted to the Scottish Joint Committee for discussion with~ 
the Department of Health. 


LMAN 


MEDICAL PRACTICES COMMITTEE 


The following amendments in classification of areas have 
been made by the Medical Practices Committee: - 

Schedule II! —Deletions: Cornwall: Camborne, Helston. Kent 
and Canterbury: delete the words “except St. Panl’s Cray and 
St. Mary Cray” after the Urban District of Chislehurst and 
Sidcup, and the words "with the exception of the Poverest 
“Ward” after the Urban District of Orpington. Sussex (West): , 
West Wittering. Glamorganshire: Whitchurch and Rhiwbina 
(Cardiff Rural District). 

Schedule HI Additions: Cornwall: Camborne, Helston, 
Praze. Glamo : Rhiwbina and Whitchurch (Cardiff 
Rural District). Deletions: Devon and Exeter: Torrington. 
Oxford County and City: Chipping Norton. - 

Schedule IV Additions: Devon and Exeter: Torrington. 
Oxford County and City: Chipping Norton ~ Sussex West: 
Wittering and Itchenor Districts. Deletions: Kent and Canter- 
bury: St. Paul’s Cray, St. Mary Cray, and the Poverest Ward of 
Orpington Urban District. 


St 


CONTROL OF MEDICAL MAN-POWER 


STATEMENT BY CENTRAL MEDICAL -WAR 
COMMITTEE 


Many doctors, and in particular those who have reserve 
commitments to the armed Forces, have expressed anxiety 
about their position and possible liability for active service 
in the event of war. For a long time the Central Medical 
War Committee has been urging the Government to set 
up suitable machinery for the provision of advice on the 
availability for recall in an emergency of individual doctors 
with reserve commitments. The committee is now author- 
ized by the Ministries concerned to publish the information 
given below. 

During the Jast war the allocation of medical man-power 
between the various Services was arranged on the advice 
of a professional committee, the Medical Priority Com- 
mittee, while the actual recruitment of doctors into the 
Services was undertaken by other professional committees— 
namely, the Central, Medical War Committee, the Scottish 
Central Medical War Committee, and the Committee of 
Reference, with the advice and assistance of local. medical 
war committees. .The Medical Priority Committee, the 
Central Medical War Committees, and the Committee of 
Reference have continued, since the end of the war, to 
organize the recruitment of doctors with National Service 

, obligations. f ie 


A 


7 


Discussions have now’ been proceeding for some time 
between the representative medical organizations and the 
Ministries on the establishment of new machinery of con- 
trol designed to take account of the changes in the structure*- 
of the health services brought about by the*National Health 
Service Acts. Under these new afrangements the contro] 
machinery will be broadly similar to that now existing ; 
new area committees will be established to deal with the 
various branches of the medical service—that is, the general 
practitioner service, the hospital service, and the public 
health medical service. It is hoped that the new machinery 
will be fully established within the next two or three months ` 


- Screening of Doctors 

In the meantime it has become necessary for the Service 
Departments to begin reviewing the position of doctors with 
reserve commitments and to earmark those who would” be 
the first to be recalled to the colours in the early stages of 
any future war. This procedure is part of a wider review 
which covers reservists in all walks of life'and is not con- 
fined to doctors. Arrangements have been made for the 
doctors concerned to be “screened ”—that is to say, for 
their commitments in civil life to be reviewed so that, if 
the recall of a particular doctor in the early stages of a. 
war appeared likely to prejudice some important branch of 
the civilian medical service, cancelfation or deferment of 
the recall could be considered. 

It has now been decided, after consultation’ with the 
Central Medical War Committee and the General Medical 
Services Committee, that the Central Medical War Com- 
mittee will undertake the interim “screening ” of reservists 
who are general practitioners, and that the local medical 
committees established in accordance with Section 32 of 
the National Health Service -Act, 1946, should be invited / 
to assist the Central Medical War Committee in this work, 
a lay member nominated by the executive council being 
co-opted to the local medical committee for this purpose 
In Scotland similar arrangements are being made for the 
“ screening ” to be carried out by the Scottish Central Medi- 
cal War Committee with the co-operation of the local medical 
committees, 

Purely as a stop-gap measure, provisional “ screening ”, 
of doctors in other branches of the medical profession has 
already been carried out by medical officers of the Health 
Departments. This “screening” will be reviewed by the 
appropriate professional committees as- soon as agreed 
machinery for local consultation has been set up. 

The “screening ” procedure described above is concerned 
solely with the question of the effect of recall on the civilian 
medical services. It is not, concerned at all with any ques- 
tion of personal hardship, which in the case of a reservist, 
whether a medical man or layman, is a matter for the 
consideration of the Service Departments, to which appeals 
may be made at the time of recall. . 








SIR CHARLES ` HASTINGS MEMORIAL 
: FESTIVAL 


This festival will be held on Wednesday, May 30, at 
Worcester, and the first Sir Charles Hastings Memorial 
Lecture will be given’ by Dr. W. H. McMenemey. 

A memorial service will be held in the cathedral at 
12 noon, the address being given by the Bishop of 
Worcester, Dr. W. Wilson Cash. Visitors will assemble 
for robing at 11.30 to 11.45 a.m. 

The Memorial Lecture will be delivered at the Guild Halt 
at 3 p.m. 

Tea is to be proyided at Worcester Royal Diii at 
4.30 p.m., and there will be an exhibition of relics of Sir 
Charles Hastings in the board-room there. N 

- Further details will be given in a subsequent issue. 
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‘CENTRAL CONSULTANTS AND 
. SPECIALISTS COMMITTEE 


~ 
PROPOSED FESTIVAL SCIENTIFIC MEETING 


A meeting of the Central Consultants and Specialists Com- 
mittee was held on April 5 under the chairmanship of 
Dr, T. RowLanp HLL. 

The CHAIRMAN said that he had felt it to be very un- 
fortunate that, owing to the late cancellation of the South 
African visit, there should be no scientific meeting in associa- 
tion with the Annual Meeting this Festival of Britain year. 
„The Council had agreed to invite this Committee and the 
Science Committee to explore the possibility of holding such 
a scientific meeting in conjunction with the Annual Repre- 
senfative Meeting in June. It was then found that the Royal 
Society of Medicine was planning something along the same 
lines, and it had accordingly been suggested that it should 
be made a joint occasion. The arrangements were under 
discussion, ut in general what was proposed was a series of 
symposia on subjects of general medical interest. 

The Committee indicated its warm concurrence with the 
proposal, 

The Committee went on to consider action to be taken to 
support the Commonwealth obligations of the Association, 
in particular the arrangements which it was possible to make 
when a request was received for the attendance of a delegate 
at a congress or annual meeting of a Branch or Federated 
Association in the Dominions and Colonies, The Secretary 
explained the manner in which delegates had so far been 
appointed. 

The CHAIRMAN oF Counci (Dr. Gregg) said that the 
British Commonwealth Medical Conference, of which two 
meetings had been held, one in Canada and the other in 
Australia, had proved highly successful, but it imposed no 
light financial burden on the Association, especially if it 
were held annually. A biennial conference had been 
suggested, the next to be held in 1953, but owing to the 
cancellation of the proposed conference to be held at 
Johannesburg this year it was now thought that the date 
of the next Conference, to be held in India, should be 
brought forward to 1952. 

He added that the Association had taken the initiative in 
Commonwealth relations and proposed to continue to do 
so, but it had to bear in mind the warning which the 
“ Treasurer had given to the Council at its last meeting con- 
cerning the Association’s growing expenditure. 


i 


Joint Consultations 


Attention was drawn to a recent statement by the new 
Minister of Health, declaring himself a profound believer in 
joint consultation and desirous of developing it to the maxi- 
mum extent in the Health Service. He wanted everyone in 
the Service to feel that they were partners in a national 
enterprise, and said that their ideas and suggestions would 
be welcomed and considered and their co-operation be highly 
valued, 

It was felt that this statement was very welcome, and it 
was agreed to transmit it to the Joint Committee with the 
suggestion that it be pursued. 

The CHAIRMAN gave an oral account of the work of the 
Joint Committee and Committee B of the Medical Whitley 
Council. 

One point in discussion concerned appointments of medi- 
cal staff. Mr. KINDERSLEY urged that it was absolutely 
necessary that, the moment the regional board sanctioned 
a medical appointment of any sort whatsoever, the board 
itself should be responsible FOr the finance involved and 
not the management committee. He thought that was a 

„point to be taken up with the Ministry. The Committee 
indicated its agreement. 
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Liaison with General Practitioners 


The Committee further considered the repdrt on the 
association of thè general practitioner with hospital work. 
It had before it the recommendations of the Miaison Com- 
mittee of consultants and general practitioners. Of one or 
two criticisms made by that committee of the main docu- 
ment the principal was an objection to the use of the pro- 
posed term “ associate’ specialist,” which was thought to be 
inappropriate in view of the fact that the use of the word 
“ specialist’ had been discontinued by the Ministry. 

Certain members of the Committee, however, approved 
the new term, preferring it to “assistant,” holding also that 
a new grade of “assistant” might constitute a difficulty in 
negotiations. Mr. KINDERSLEY said that an “associate 
specialist” was essentially a’ general practitioner who had 
had experience in a specialty. His work would be done, not 
in large hospitals, but mainly in district or cottage hospitals. , 
He urged that in these smaller hospitals someone should be 
recognized as being of functional value in certain special- 
ties—certainly in surgery, anaesthesia, and orthopaedics— 
and it was here that these “associate specialists ” came in, 
performing a registrar or super-registrar function. 

After some discussion, however, it was agreed by a 
majority, on the motion of Mr. NorTHFIELD, that the 
term ¥ associate specialist” was inapprdpriate. The general 
comments of the Committee on the report will be given to 
Council. 


Conditions of Service of Whole-time Consultants 


A deputation from the Association of Whole-time Salaried 
Specialists was received, consisting of Mr. Rufus THomas 
(president), Dr. J. Duncan White (hon. treasurer), and 
Dr. C. Allan Birch (hon. secretary). 

The deputation drew attention to the disparity which continues 
to exist under the terms and conditions of service as between part- 
time and whole-time consultants. They pointed out that the 
difference in remuneration as between the two classes of con- 
sultants was equivalent only to payment for one and a half 
sessions, or in terms of cash on the basis of the top grade of 
salary, £375 a year, and to offset this difference the part-time con- 
sultant had private practice, payment for domicillary consultations 
up to a certain amount, the right to claim mileage allowance for 
journeys to hospital, and mcome-tax relief in respect of many. 
items for which the whole-time consultant could not claim. 

One point which they felt required clarification concerned the 
content of whole-time service. For the purposes of remunera- 
tion it was classed as 11 sessions. If this was accepted as the 
standard of the amount of time expected to be spent in clinical 
work it meant a 38-hour week, exclusive of any time taken in 
travelling, and many whole-time consultants put in far more time 
than this. The principle of equal pay for equal work tended 
to be overlooked. Other questions which they thought should be 
considered were car allowances and telephone rentals. They 
asked for the support of the Central Committee in their claim 
made to Committee B of the Medical Whitley Council. 


The CHAIRMAN said that several of the points brought for- 
ward were now under consideration in Committee B. On the 
motion of Professor T. H. Oliver it was agreed to support 
whole-time officers in relation to car and telephone allow- 
ances and subscriptions to learned societies. 


Farther Business 


The Commuttee considered the recent Ministry circular on 
the provision of consultant service in the patient’s home 
Discussion took place on what constituted a consultation, 
The model form attached to the statement was the subject 
of some criticisms and certain modifications were suggested. 

It had previously been reported to the Committee that 
machinery had been established for the settlement of dis- 
putes on conditions of service between individual officers and 
their employing authority (see Supplement, March 10, p. 69). 
This provided for an appeal on behalf of the officer by his 
professional organization represented in the Whitley Council, 
the regional appeals committee consisting of an equal number 
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of representatives of the management and the staff sides. 
Committee B had agreed that the appointment of the staff 
side representatives should be delegated to the Central Con- 


sultants and Specialists Committee. It was reported that the 


machinery was working quite satisfactorily. 

A question had been raised by. the Committee concerning 
the action of one regional board in inviting S.H.M.O.s to 
undertake domiciliary consultations, The Ministry had 


replied that there were areas in which S.H. M.O.8 must be. 


used owing to lack of consultants—a condition which would 
gradually lapse as the S.H.M.O.s concerned retired and con- 
sultants replaced them. It was not intended in future that 
S.H.M.O.s, should undertake domiciliary consultation. It 
was added that, owing to an original misunderstanding, there 
had not been discrimination between areas with and with- 
out consultants, but the contracts had now been signed, and 
it would be rather difficult to insist on varying them. .The 
reply was regarded as satisfactory in the circumstances. 

The Committee received sympathetically a memorandum 


from the executive committee of the Registrars Group. One. 


point strongly urged ‘was that the selection of potential con- 
sultants should take place mainly at the senior-registrar- 
registrar level—in other words, that the wastage should take 
place mainly at this stage. 
be 30-31 years of age and would have done three to four 
years’ specialist work, which should be sufficient tọ show 
their worth. 

Among other business various resolutions from Group 
Committees of the Association and from Regional Con- 
sultants and Specialists Committees were considered. 








` 


Heard at Headquarters 








Penny a Week for the Doctor ` 


The confusion between National Insurance and the 
National Health Service is difficult to eradicate from the 
public mind, probably’ because insurance and health were 
linked together for a generation. But the result is to lead 
Many people to suppose that the doctors are making a: big 
hole in the weekly wage packet. Only the other day an 
intelligent man said to us, “This Health Service costs me 


. —just me—over £12 a year, and up to now I have not got 


anything in return.” The Association has issued leaflets, 
posters, and statements in the Press to set forth the’ actual 
position, but it is the kind of ‘correction that needs to be 
made over and over again. The Public Relations Depart- 
ment has now got out an attractive coloured poster, for 
display in waiting-rooms and surgeries, telling the reader 
that out of the 4s. 11d. taken from the pay of the adult 
male worker, together with the 4s. 2d. taken from the 
employer weekly, making 9s. Id. in all, only 10d. goes to 
the National Health’ Service, and that 10d. goes towards 
the cost of hospitals, nurses, dentists, chemists, ambulances, 
opticians, and much else, leaying the family doctor with just 
about one penny. The thing has been said before, but it 
needs to be said again. 


Where Planning is Needed 


Another aspect of the cost of the Health, Service was 
brought home by Mr. Lafitte, chairman of the P.E.P. Health 
Group, in his address to the, recent conference on the 
administrative 
He pointed out that a 
wholly inadequate amount is being spent on the “ front-line ” 
services as compared with the services at the rear. By 
front-line services are meant general practitioners, mid- 
wives, district nurses, and so forth. If the services were 
rationally planned the front-line services would be built 
up so as to screen away from the hospitals and other 
services at the rear the greatest possible amount of work. 
Yet in fact, if dental, ophthalmic, and ambulance services 


s 


These people would ordinarily ` 


problems of the Service, which was briefly / 
- reported in the, issue of March 31. 


eee 


be omitted; the front line now gets only £1 for every £2 
spent on the rear services, and, moreover, that ‘£1 includes 
a heavy charge for prescriptions. Mr, Lafitte very properly ' 
asked whether this meant the most efficient and cconomnicdl 

balance of expenditure. He was in faySur of charges to 
patients—2s, 6d. for an ambulance’(except in accident cases), 
a guinea for spectacles or dentures, and a charge for repairs 
and replacements of these appliances unless the patient can 
prove that he is not to blame for their damage or loss. 
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r Consultation with Family Doctor . 


Sin,—On every side one hears of the falling status of the 
family doctor and general practitioner. With this it would 
appear that a gulf which is widening rapidly has developed 
between the hospital Pe and his colleague in general 
practice. The causes for this situation are no doubt multiple 
and different, but the effect upon medical practice in the 
future cannot be anything short of disastrous. 

Many of the immediate difficulties are no doubt related 
to ‘finance, and many of the suggestions’ which have been 
made, suggestions which would go far to improve the present 
situation, are impracticable. I refer particularly to facilities 
whereby general practitioners would be able to continue 
the treatment of certain of their own cases in general hos- 
pital beds. The impossibility of realizing this aim for the 
time being should not deter us from doing what can be done. 
to relieve the threatening situation.: With this end in mind 
I have wondered whether it might not be’ possible for con- 
sultants and specialists to be placed in the position in which 
they would be able to request a consultation with the 
patient’s family doctor, the consultation to take place in 
the hospital wards or out-patients department.. Such an 
arrangement would frequently be of great value to the 
patient, and would at the same time introduce the general 
practitioner to the inside activities of the hospital. Before 
long he would be welcomed by sisters and nursing staff, 
who would realize, to their own great benefit, the important 
position which should be held in the general pattern of ill- 
pie its investigation, and its treatment by the family 

octor. 

To put such consultations upon a firm da proper basis 
it would be necessary to pay the general practitioner a 
suitable fee for his services. The total cost of stich an 
arrangement would be fully justified, and would before,long 
be paying big dividends in, the all-round improvement 
which would result, not only in the care of the patient but 
in the happy relationship which would ensue between 
specialist and general practitioner. $ 

One would like to go even further than this, and hope 
that an arrangement might be possible whereby the attend- 
ance of general practitioners at domiciliary consultations 
was ‘also adequately remunerated. It is surely no part of 
the busy and overworked doctor’s terms of service that he 
should devote an hour of his time watching his hospital 
colleague carry out aù extensive neurological investigation 
on one of his patients. The value of such attendance is 
obvious enough, but the sacrifice in time should be 
remunerated. Would it be even worth reducing by, say, 
25% the consultant’s fee in order to pay the family doctor 
—if the money cannot be found in any other way ? 

, The threat to Medicine by the present difficulties is real 
and great. Unless we are prepared to make some sacrifice 
in order to neutralize this threat we may find that we are 
too late. 

These suggestions are ‘put . forward with hesitation and 
humility for the consideration of your readers. They appear 
to be practicable and likely to go some way to- safeguard _ 
the profession for the future—I am, etc., 


\ 
‘ KENNETH ROBERTSON. f 


t 


Winchester ; ‘ 
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r Welsh Dinner e e G.P; will be informed of positive findings 


` Si—Following the successful dinner at Southport, the 
Welsh Committee decided to make the function a feature 
of future Annual Repregentative Meetings. A dinner has 
therefore been arranged to take place at Londonderry House, 
Park Lane, London, W.1, on Thursday, June 14. 


In October, 1939, a dinner for old Cardiff students was- 


scheduled to take place in London, but it had to ‘be 
abandoned on account of the outbreak of hostilities, Many 
‘old Cardiffians resident in the London area have expressed 
a desire to be associated with this event. Accordingly, the 
Welsh Committee most cordially invites them, with their 
ladies, to join all Welsh representatives and members of the 
A.R.M., with their ladies, to be present on June 14. 

For general convenience, an inclusive charge of £2 per 
head will cover the cost of the dinner and wines. Tickets 
are now available, and early application—the number being ' 
strictly limited to 150—should be made to T. W. Morgan, 
“Roselawn,” New Malden, Surrey —We' are, etc., 

: H. R. FREDERICK, 
~ A Chairman, Welsh Committee 
T. W. MORGAN, 
, Dinner Secretary 


-`` Doctors and Dentists 


~ Sm—While I have no wish to pursue the extraordinary 
propaganda campaign against dentists, I do feel that 
, [ cannot allow Dr. J. A. Sinclair's remarks (Supplement, 
' March 24, p. 94) to pass unchallenged. , . 
, Mathematics has never been my strong point, but I did 
‘ake the trouble to work out on his suggestions the dentist’s 
average daily income, Assuming the dentist to do 25 fillings 
daily at 16s. per filling, for a five-and-a-half-day week, this 
' brings him a weekly income of £110. ‘Very roughly, this 
brings him in £5,500 a year. I will not argue at all with 
the 50% practice expenses, and so we can safely assume 
that our average dentist has a net income of £2,500 a year. 
To compare the doctor's income is perhaps a trifle super- 
fluous, but, in case Dr. Sinclair should be one of the more 
‘fortunate of our practitioner brethren and not know how 


~ the average dector has to exist, I will give him my estimation. 


of the average doctor’s income. The average doctor can 
only have a list of 2,250 patients, for which, in the Middlesex 
area, he receives a capitation fee of about 15s. 4d. per year. 
This, I believe, gives a gross income of £1,725. If we now 
subject this to a division of two-thirds (334% being allowed 
for practice expenses) we arrive at the net income. of the 
average doctor of £1,156 per annum. 

Unfortunately, unlike Dr. Sinclair, I do not have a dental 
diploma, but if I did I can assure him that I would take 
the chance of not reaching my allotted span of “ three- 
score years and ten,” but would prescribe for myself one 
pair of elastic stockings and one pair of arch supports and 
get stuck by the chair-side for as long as I could stay 
awake—I am, etc., 

Hayes, Middlesex. S. EDELMAN. 


The School ‘Health Service and the G.P. 


SR,—I fear Dr. Michael C. Platten-(Supplement, March 
10, p. 78) has misunderstood my letter (Supplement, Febru- 
ary 17, p. 51). I said “the local authority medical officer 
should be given as ready access to specialist opinion as the 
G.P.” Surely that is not calling for a “closed shop.” The 
reasons I gave for “by-passing” the family doctor were 
two: one, to save troubling him with query cases, and the 
other when he refused to agree to the case being referred 

’ to a specialist. The first is for his benefit and the second 
for the patient’s. Does Dr, Platten really believe that it 
“cannot possibly be in their interests” for the G.P.’s 
patients to have access to another opinion when he with- 
holds his\consent ? If he does he has a lot to learn: So 
long as we mortals are fallible the patient’s right to a’second 
opinion cannot and should not be denied when desired and 


and can then take charge of the patient, If the findings are 
negative he won’t bé worried. Fair enough surely and far 
from prising responsibility from him. The local authonty 
medical officer and patient will be satisfied and so should all 
but the too possessive G.P. 

As regards tonsillectomy, Dr. Platten asks who is the best 
judge on the need for tonsillectomy—the school medical] 
officer, specialist, or G.P.? The answer is that it all depends 
on their knowledge and experience and their willingness to 
wait and see. ‘I have no faith in any opinion not so based, 
be it ‘of school medical officer, specialist, or G.P. ' 

Iam glad to note that he admits referring a patient to a 
specialist is a matter for co-operation, but would remind him 
that the decision on whose advice shall be sought and taken 
rests finally with the patient or parent and not the family 
doctor as he claims. It was-against just such exclusiveness 
: I warned G.P.s in my first letter, if the co-operative spirit 

fis to be kept alive and the principles advocated put into 
practice. ‘Dr. Platten has shown my warning was needed 
—I am, etc., ` 
Gosport, Hants. : G. W. FLEMING. 


A Dangerous Precedent 


. SR—A few months ago „the Industrial Court recom-. 
mendet for assistant medical officers of health salaries of 
£850 to £1,150. A few days ago it was announced that 
‘salaries paid to local authority dental officers from October, 
1950, would be £800 to £1,250. If we accept that a full- 
time dentist should be paid more than a full-time doctor we 
acquiesce in the creation of a dangerous precedent which 
can later be used to the detriment not only of local- 
authority doctors but of the whole profession. The fact 
that the assistant medical officer of health is a doctor with 
a postgraduate qualification makes the anomaly greater and 
the precedent more dangerous. 

‘The payment of these salaries to dental officer alters the 
situation from that on which the Industrial Court gave its 
findings. In the interests of the whole medical profession 
the B.M.A. must present to the Whitley Council a demand 
for immediate increase in the maxima of assistant medical 
officera of health, and must be prepared to support that 
_ demand, if necessary, by the “sanction” of ‘refusal of 
" advertisements. —TI am, etc., 

Former M.O.H 
\ 
Betterment and Compensation 


Sir,—Since the prolonged discussions on the Spens and 
betterment factors have been in our minds, I have seen no 
reference to the betterment factor being applied to the out- 


, Standing compensations due. If it is a fact that the purchas- 


ıng power of the pound has deteriorated—and there is abso- 
lutely no doubt that it has since 1948—then it is only fair 
to expect that compensation be paid when it is due at a figure 
varying with the cost-of-living index. I am due for my 
compensation at retirement or at 65. Who knows but that 
at that time the pound will have dwindled to a value of one 
` shilling, and at the present rate of price rises it may well be. 
—JI am, etc., 


Burmmgham G. JACOBS 


\ National Service M.O.s 


Sm,—As a National Service R.A.F. Medical Officer may I 
whole-heartedly agree with everything stated in the two 
letters by medical officers in the Supplement of February 24 
(pp. 58 and 59)? Perhaps they and many other National 
Service medical officers would be interested to know that 
the Ain Ministry, with Government sanction, now advertises 
for the post of civilian medical officers at certain R.A.F. 
stations at a salary of £1,000 to'£1,250 per annum for doing 
work which presumably would be the same as that of a 
National Service medical officer on an R.A.F. station. This 
illogical, unprincipled sequence of events on the part of the 
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Government shows the amount of consideration the Govern- 
ment is prepared to give to any claims on thej part of 
conscript Service medical officers for getting British justice. 
—I am, etc., 
‘ R.A.F. NATIONAL SERVICE. 
' Sm,—I most emphatically concur with remarks made in 
recent correspondence, concerning the woeful lot of the 
‘National Service doctor. Surely it is plain for all to see 
that glaring anomalies dnd injustices -exist? Constant 
reiteration in your columns will in 
grievances: 
to press urgently and without ceasing for redress. 
During the time’that I have been in the R.A.F. I have 
become acquainted with several score of medical officers. 


| We are as one, filled with dissatisfaction at the ‘cavalier 


fashion in which the Government handles its medical man- 


, power during the two-year mark-time which afflicts us. 


It is of interest to note- that the Air Ministry is offéring 


£1,000 to „£1,250 a year ‘to civilian practitioners willing to - 


serve as temporary full-time M.O.s: This is a salary two 
and a half to three times that of a newly conscripted medical 
officer. Allowing for the obvious discrepancies in status, , 
‘experience, ages, etc., which will doubtless exist—that the 
R.A.F. is obliged to offer this salary in order to attract 
civilian doctors into the Service, shortly after pay increases 
have ostensibly brought earnings in the Services up tb par 
„with those in civilian life, i is a fact which will raise a certain 
amount of comment and inquiry. 

Again I insist that the just demands of conscript doctors. 
be voiced with unceasing vigour until someone with a sense 
of right and wrong in | the State hierarchy sees a to act- 
I am, etc., 

ANOTHER SERVICE M0. 


m 


The Sight-testing Fee F 

Sm,—I entirely agree with Dr. F. J. Curtis’ s letter (Suppl 
‚ment, March 17, p87). I was myself present at the meeting 
‘at B.M.A. House on February 2. If the B.M.A. has.sunk 
so low that all it can do is to advise individual action by 
its members, then it is high time some other body took over 
the leadership of the profession. It is this failure to realize 
the necessity for unity and joint action which has led to the 


_ humiliation and degradation of the profession. 


The last Minister very soon spotted the weakness, which 
enabled him to exploit the doctors as he liked. If one section 
1s insulted, the whole profession is insulted and should be 
prepared to take action accordingly. —Iam,ete;  / 


London, W.1. J. E MACGOWN. — 


BMA. Poster 


Sir,—-In company with other practitioners I have just 
received a poster from the B.M.A. which I am asked to 


_ display in my waiting-room. The poster is designed to help 


clear up the confusion in the public mind between National 
Insurance and the National Health Service. That this con- 
fusion exists there is no doubt, and it is most important that 


there should be propaganda to dispel it., Nevertheless this _ 


poster, like previous posters distributed by the B.M.A. on 
this subject, is, I feel, quite unsuitable for display in a 
doctor’s own waiting-room. 

The facts printed on it are all true énough, but the whole 


' story leads up to what appears to be the main point, which 


is that the -doctor is receiving a miserably small fraction 
from the individual’s contribution. To my mind certain 


_ things should be private, even in this publicity-minded age, 


and speaking for myself I have no intention of advertising 
my financial affairs to other people, particularly when they 
come to me in trouble hoping to find me interested and 
ready to give unbiased advice. I cannot help imagining my 
feelings were I to`go to see my bank manager in his office, 
and observe on his wall a notice to the} effect that, if only 
the bank charges were raised, he would be able to lead a 
much more comfortable life at my expense. 


t 
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itself. not settle 
it.is for the Association as representative body . 
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I would suggest that this poster would be effective if 
displayed in railway stations and post offices, not in the one 
place‘ where it is hoped personal financial matters may ‘be 
forgotten. If it is desired to use our waiting-rooms for a 
propaganda, the’ facts should be so presented that the 
doctor’s income appears as one ofethe many items to be 
considered, ‘not as one which must necessarily interest the 
patient most.—I am, etc., 

Newport, Essex., 


` 


} . Medical Superintendents 


Sm,—I sae cannot allow Mr. T. A. Clarke’s letter 
(Supplement, March 10, p. 77) regarding the question of 
medical superintendents to pass unchallenged. One cannot 
help wondering if he has ever worked in a hospital admin- 
istered by a medical superintendent, or if he is writing 


ARTHUR G. SALAMAN. 


' 


entirély from hearsay. On considering his remarks one must ' 


suspect the latter. I feel he might revise his opinion, and 
possibly broaden his outlook were he to avail himself of the ` 


opportunity of observing the administration of the larger g 


university teaching hospitals in Scotland—for instance,` the 

Edinburgh Royal Infirmary, Glasgow Royal and Western, 

Aberdeen Royal, and Dundee—-which have béen admin- 

istered by medical superintendents for-very many years, and , 

note the advantages which are to be derived*from this system. 

I think he would agree these are among the best hospitals. 

—I am, ete, ` 

Margate, Kent ~ 

| \ 

Pay in Armed Forces 


Sm,—In answer to a question raised in the House of 
Commons recently as to why a National’ Service medical 
officer should receive a marriage allowance of 12s. 6d. per 
day instead of the 18s. 6d. per day granted to a regular, the 
Minister replied to the effect that the regular officer's, 
expenses were greater. Surely the marriage allowance is to 


J. Owen RED. 


, 


Nee 


cover the extra expenses of being married, not the expenses ' 


incurred by one type of commission or another. However, — 
even if this is not the case I strongly dispute the statement 
that a regular officer’s expenses are more than a conscript’ s. 


I have set out below a comparison of what I believe are the . 


main expenses of each group, trusting that I have not 
omitted any obvious factor in either case. I take a flying 
officer as example. _ 





*National Service 
Officer 





ood e a. 
Clothing of family 


Identical 
National Insurance. 3 
Accommodation .. | Small hope of married Posnbility- of M.Q. rent 
quarters less 
Uniform Service dress not essen. Service "res essentials 
tial; £14 uniform al- £80 uniform allowance; 
lowance; £20 tax free £20 tax free p.a. 
p.a. i 
Risk ‘of posting .. | Cost of moving house |\£30 grant towards cost 
i ‘| _ paid by individual ~ of 
Superanriustion .. | Probably paid _ 


My impression is that the National Service officer has 
more expenses on the whole, but I would be very glad to 
have the views of a regular officer—I am, etc., 

\ P _ CONSCRIPT 


Charges for Private Beds 


Sm —May I add a few words to Mr. T. W. Place’s letter 
(Supplement, March 24, p. 92)? Although hospital private 
patients suffer a double burden, the regulations contained in 
Statutory Instrument, 1948, No. 1490 (paragraph 6), provide 
for a deduction from the standard daily charge on account of 
the private employment by the patient while in hospital of 


specialists or general practitioners. If sucha deduction can 
. \ 


ad 
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be made on account of medical fees why cannot an 
allowance be made on account of maintenance ? 

Patients have no means of ascertaining the correctness of 

» the figure they are charged for maintenance, and the amount 
of the charges, which vary so widely, would appear to 
depend on the particular finance officers interpretation of 
the regulations. Whether or not his calculations are subject 
to critical examination by the Government auditors is not 
known. 

” Whether or not standard charges throughout the country 
could be arranged, common justice would:appear to require 
that private patients should be credited with the amount 
saved the Exchequer by the non-exercise of. their right to 
treatment in a general-ward bed. ‚Unfortunately, general- 
ward beds and private beds in some hospitals are so hard to 


, 18 Wed Film Committee, 2 p.m. 
come by that patients with a right to “free” treatment are i 
driven to accept treatment in nursing-homes entirely at their ee Sar eer ama @ p-m (followed: (by: Oflice 
ono expense ; for such there ees appeaftto be no redress : 18 . Wed Finance Committee, 230 p.m. 
at all. > 19 “Thurs Chairman's Adv so Subcommittee, G i 
Summed up, the situation appedts to indicate inability of Medical Services Committee, 10.30 aim. eT 
the National Health Service ta provide the beds, plus a well- 19° Thurs Dermatologists Group Committee, 10 30 a.m 
understood policy of our present ‘legislators to “soak the 19 Thurs. Jomt Formulary Committee, 2 p.m 
(alleged) rich."—I am, etc, asc- eno 19 Th A 
Jonn Dopp, urs. Occupational Health Committee, 2 p.m 
Bristo! +. Secretar, Western, Provident Association for 19 Thurs Staff Side Committee C, Z.15 p.m. 
` Hospjual and Núraing Home Services, Lid 20 Fri Full-time Non-professorial Medical Teachers and 
‘ «" * Research Workers Group Committee, 2 p.m 
20 Fri Public Health Committee, 2 p.m. 
‘New Source of Money ‘23 Mon. Conference of Regional Officers, 2 p.m. 
Sir,—One of the difficulties of the Minister in meetinge. 25 Wed."- Welsh Committee (at Raven Hotel, Shrewsbury). 
what all must recognize as legitimate demands for increase’ a 215 p.m. 
of the central pool js the necessity for asking the Treasury 26 Thurs. Publishing Subcommittee, 1] a.m. 
for more funds, when the utmost restraint has been urged 26 Thurs General Medical Services Committee, Deputation 
by the Chancellor, I am wondering if in fact the demands the Ministry of Health, 3 p.m 
can be met without any apparent increase in the Health 27 Fri. kendine Acts Committee, 2 p.m 
Service expenditure. 27 Fri. Committee on Psychiatry e Law, 2% m 
No one can doubt that a large proportion of the general 27 Fri Venereologists Group Co , 2.30 pm 
practitioner's work is done for the Ministry of National 
Insurance. It is also a fact that in the past six years this . Situa May 
Ministry has shown a surplus of £700m. Would it not 2 Wed Council, 10 a m. 
therefore be logical to ask that the extra money which the 3 Thurs. Otolaryngologists Group Committee, 2 p.m 
profession is demanding should be taken from the Ministry 3 Thurs. Conference of Otolaryngologists Group, 3 p.m 
of National Insurance?, Let it be assumed that there are 7, Mon. Amending Acts Committee, 2 p.m ` 
twelve million contributors (I believe it is in fact greatly 9 Wed. Public Relations Committee, 2 p m. 
in excess.of this), then 24d. per week from the contributions 18 Fn. Amending Acts Committee, 2 p.m 


would realize over £64 m. a year. 
It may well be that this solution has been already explored, 
ut it would appear to relieve the embarrassment of raising 
, eXtra taxes, and even if the 24d. did have to be added to 
the existibg contribution it would be no worse than the 
previons ‘threat of a shilling per prescription, which was 


estimates to raise £10m.—I am, etc., ma aye 


Nowport Pgýcl--Bucks, A. A. CLAY. 
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Standing Together 


Sin,—When the National Health Insurance Act Medical 
Benefit began, one of the commissioners remarked, “ You 
doctors could get anything you wanted if you all stood 
together, but, thank goodness, yoti don’t.” There is no 
reason to think things have changed in this respect. So long 
as doctors clamour for new patients, and accept all who 
come, the Minister of Health has some justification for 
thinking the remuneration is adequate. 

As for penalizing patients who treat their doctor heart- 
lessly, the doctor can ask for their removal from his list, a 
procedure which will have more weight with the Minister 
than any other, the doctor treating the patient with courtesy 
in the interval. 

There would be some economies if the purchase tax were 
paid by the patient, and things like aspirin forbidden except 
for patients seen personally, and then the number limited to 
two dozen.—I am, etc., 

Wubpshire, near Blackburn 
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Association Notices 


Diary of Central Meetings 
APRIL 


16 Mon Armed Forces Committee, 2 p.m. 

16 Mon font Committee, Subcommitiee on Merit Awards 
p.m. 

17 Tues Building Committee, 2 pm 

17 Tues Organization Committee, 2 p m. 

18 Wed Jomt Committee, Subcommittee on Registrars (at 


` Ministry of Health), 10.30 am. 


Branch and Division Meetings to be Held 


CAMBRIDGE AND Huntinapon Division.—At Lecture Room, 
Addenbrooke's Hospital, Cambridge, Friday, April 20, 2.45 p m.. 
annual general meeting. 


Coventry Division —Tuesday, April 17, general practitioners 
evening. 


GuiLprorn, Division.—At St. Peter’s Hospital, Chertsey 
Friday, April 20, 730 p.m., clinical meeting. 


MONMOUTHSHIRE Division.—At St. Mellons County Club, 
Thursday, Apul 19, 7.45 for 815 pm., dinner; annual B.M A 
eere y Robert Forbes: “ Legal Hazards in, Medical 
ractice.”” 


NORTH oF ENGLAND BraNcH.—At New Lecture Theatre, Royal 
Victona Infirmary, Newcastle-u one .Thursday, April 19, 
7.15 pm., chnical emonsiration r. W'A. Hewitson: “ Cases 
of Rectal Haemorrhage ”; 845 p a Me ires by Mr. A. Dickson 
“ Varicose eins and Their Treatment.” 


Sr. Pancras Division—At B.M A House, Tavistock Square, 
London, W.C., Friday, April 20, 8.30 p.m., lecture by Dr. Alistair 
French: “ Legal and Ethical Aspects of Medical Practice.” 


STRATFORD Drvision.—At Queen Mary’s Hospital Stratford, 
Tuesday, April 17, 8.30 p m., Dr. Willam Evans: * Unwarranted 
Cardiac Invalidism.” 


WanoswortH Division.—At Bolingbroke Hospital, Boling- 
broke Grove, Wandsworth Common, London, SW, Sundgy, 
April 22, 10 30 a. m, clinical meeting. 





Correction 


In the Supplement of March 10 (p. 80) we inadvertently 
referred to the island of St. Eustatius as Eustatius. 
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ruled’ should be accepted for publication ın the British 
Medical Journal unless the remuneration offered was in 
accordance with that laid down by the award, and that 
all local authorities be informed accordingly. 


> 


3.H.M.O. Appointments 


Dr. T. Rowand Hint, for the Central Consultants and 
Specialists Committee, moved, and it was agreed, that, pend- 
ing the outcome of discussions between the Joint Committee 
and the Ministry on questions affecting the employment of 
registrars and junior hospital medical staff generally, adver- 
tisements for appointments of junior hospital medical 
officers on a limited tenure be not accepted for publica-" 
tion in the Journal. It was explained that the Committee 
was strongly opposed to any widespread use of the J.H.M.O. 
grade, holding that junjor appointments generally should be 
‘of a temporary character, but it was also opposed to any 
use of this grade as a temporary post which might prejudice 
the discussions now taking place between the Joint Gom- 
mittee and the Ministry on the principles of junior hospital 
staffing. 


General Practitioners’ Remuneration 


Dr. S. WAND presented reports of three meetings (already 
fully reported in the Supplement) of the General Medical 
Services Committee, and stated the position concerning the 
negotiations on remuneration. ‘He said that the Committee 
had felt bound to adhere to its undertaking to call the Special 
‘Conference of Representatives of Local Medical_Com- 
Mittees on March 29, but the form of resolution to be 
submitted had had to be modified in view of the altered 
position following updn the acknowledgment by the new 
Minister of Health that a good prima facie case existed for 
a review of the adequacy of general-practitioner remunera- 
tion and the fact that the conversations were to be continued 
an April. 


Private Practice 
Dr. I D. Grant submitted the report of the Private 


Practice Committee with a recommendation, which was . 


approved, concerning. the method to be adopted in select- 
ing candidates to be supported by the Association m the 
election of direct representatives on the General Medical 
‘Council. A revised scale of fees for payment'of practi- 
toners called in by the police was also approved for 
recommendation to the Representative Body. 


Occupational Health 


On the motion „of Dr. J. A. L. VAUGHAN Jones, chairman 
-of the Occupational Health Committee, a statement on terms 
-of service for industrial medical officers was approved. 

Dr. Vaughdn Jones reported that an invitation had been 
received from the Ministry of Agriculture and Fisheries to 
participate in discussions on the-implementation of a report 
on toxic chemicals used in agriculture. The report was that 
of the Zuckerman Working Party, part of whose terms of 
‘reference was to make recommendations for the promo- 
tion of the safety of workers in the agricultural use of 
‘substances such as dinitro-ortho-cresol (D.N.O.C.) and 
organo-phosphorus compounds, commonly used as sprays, 
which are toxic or harmful to human beings. 

It was agreed that the possibility of cases of poisoning 
from these compounds: occurring in areas where spraying 
was ın operation should be brought to the notice of the 
‘profession by an individual letter to general medical 
-practitioners, medical officers of health, and consultants, 
and by appropriate publicity in the British Medical Journal. 
Dr. Vaughan Jones said that in previous years there had 
been a number of cases, includifig a few fatalities, and that 
it was important for the medical ‘profession to be aware of 
the problem and to be informed of the details of the latest 





The Court had referred back for further discussion and 
“negotiations m Committee C the sections dealing with remunera- 
-tion of deputy medical officers, divisional or area medical officers, 
-and medical officers holding mixed appointments 2 





treatment. He felt that the profession would undoubtedly 
undertake a national responsibility in this respect. Dr. H. B. 


“MORGAN suggested that this was a matter on which thę 


Association might usefully collaborate with the T.U.C. 
e 
Organization ' 

Dr. J. A. PRIDHAM, chairman of the Organization Com- 
mittee, brought forward a recommendation for the payment 
of subsistence allowances to members of the Association 
attending centrally arranged meetings, A schedule for this 
purpose was worked out. Exception was taken to the pro- 
posal by the TREASURER, who said that he was not concerned 
with the principle involved, but only with the financial 
position of the Association. Last year the Association had 
only a narrow balance of income over expenditure. In 
view of increasing costs and future heavy commitment, he . 
suggested that this new proposal should be postponed for , 
a year. Dr. WaNnpb pointed out that in 1950 central meetings 
expenses amounted to over £18,000, nearly all of which 
represented railway fares, which would increase, so that he 
thought it time to start retrenchment. Dr. O. C. Carter, 
chairman of the Journal Committee, spoke of the heavy 
expensés in connexion with journal production, particularly 
the enormous rise in the cost of paper. ‘It was suggested | 
that this proposal called for further discussion, and it was 
referred to the Finance Committee to bring upsa report., 

On other organizational matters it was agreed to extend 
membership of the Association to those persons possessed 
of a registrable medical qualification who obtained pro- 
visional registration under the Medical Act, 1950. A previ- 
ous proposal to include those who qualified but did not 
become professionally registered was not pursued; it had 
been pointed ‘out that-such persons would not be under the 
discipline of the General Medical Council. ; 

In giving the figures of Association membership (63,253 
in the middle of February), Dr. Pridham drew attention to 
the high percentage—85—of members of the working pro- 
fession in the United Kingdom (that is, excluding retired) 
who were members of the Association. 

Dr. Frank Gray moved a resolution, of which he had 
given notice, to reduce by one the number of members of 
Council elected by Scottish representatives at the, Annual 
Representative Meeting, and consequently to reduce the 
total of Council members by one. The Council. however, 
negatived the resolution 


` 


A 


Ethical Questions 


Dr, R. Forbes submitted a recommendation from the 
Ethical Committee that a circular be sent to Divisions 
advising them that it was undesirable that a lay hypnotist 
should be invited to give lectures or demonstrations at local 
units of the Association, as had been done in at least one 
instance. This was carried. 

The Council agreed to forward to the Government a 
resolution of the General Assembly of the/World Medical 
Association strongly deprecating recommendations of the 


, International Bureau of Military Medicine and the Medical 


Juridical Council. in Monaco concerning the establishment 
of a code of medical principles which would prevail over 
the medical profession ın peace as well as in war. It was 
pointed out that the World Medical Association had 


‘already established a code, of ethics, and that a military 


or semi-military organization or a governmental or semi- 
governmental organization should have no part in estab- 
lishing any moral regulations for the civil medical profession 
in peacetime. ` \ 

The Council approved certain revised regulations which 
the Ethical Committee had drawn up regarding the inserticn 
in the Journal of notices concerning appointments, 


Changes Desired in the N.H.S. Acts - 


Dr. H. H. D SuTHeRLAND, chairman of he Amending 
Acts Committee, which was set up by the Council on the 
recommendation of the last Annual Representative Meeting, 
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' submitted | a long and Hetailed interim report setting ` 
out proposals for certain reforms which were thought fo “be 
desirable, in the light of experience, in the National Health, 
" Service, Acts apd the regulations and orders made under’ 
‘them. Dr. Sutherland said that it was hoped to put forward , 
further reports and by 1952 to have covered all aspects of *: 
the Service. The present report included some of the’ more 
‘important and’ urgent items, such as a modification of ‘the 
powers of the’ Minister. He hoped that as much as possible i 


’ of this report might be cırcùlated to the Divisions in time - 


‘for, them to” instruct “their representatives for the Annual’ 
Representative’ Meetirig. No doubt ‘much of the report . 
would need to be examined by the General Medical Services 
Committee, the Central Consultants and Specialists Com- 
mittee, and the Public Health Committee, and various 
constructive amendments or riders might be forthcoming. 
The Amending Acts Committee had met on nine occa- 
sions and had covered a great deal of ground. ` The pro- 
posals and recommendations which it now presented, though 
formidable at, first sight, were in many cases merely a 
recapitulation of the expressed policy of the Association in ‘ 
1944-6, when the White Paper and the Bill which afterwards 
_ became: ‘the National Health Service Act ‘were unden discus- 
‘sion. On-behalf of the Committee he acknowledged the + 
debt they were under to Dr. Stevenson, ‘Deputy Secretary, 
for looking ' up records, interpreting various points, and 
arranging {Re vast. amount of material for presentation, and 
„also to the Winchester Division for a very careful memo- 


_ randum and other assistance. 


The ‘CyarrMAaN said that he was in some difficulty in 
advising the Council_on the way in which it should deal 
_with this comprehensive report. There were large parts of 
it which called’ for. the observations of the three standing 
- committees mentioned by Dr Sutheriand, and it would be 
unwise of the Council. to. come to firm decisions before 


. receiving those comments. 


\Mr. H. H. LANGSTON said, that, while äppréciating the 
excellence of the report, he felt that it should go without 
delay to the, Divisions. Coyld it not be circulated, not as 
‘a document as yet approved by ‘the Council, but purely for: 


. discussion’? .Dr. S. E. L. Danne said that’ many Divisions 


had clear idéas on what should be done in the, way of 
amending the Acts, and it was important to have their 
views. Dr. METCALFE, BROWN suggested that the first step 

was consideration by the three standing committees. Dr. S. 

Wanp thought that if would be desirable to separate out 
from the report the points of major importance and send 
these ‘to the standing committees. Dr. HaLe-Warre. 
“suggested that the report should be published in the 
Journal as an interim report of the Amending Acts Com- 
mittee, with a note to the effect that the Council, considered 

it of such importance that it should be brought at once to 
the notice of Divisions in view, of the approaching Annual 

Representative Meeting. “Dr. Dain pointed out that ‘if it 

was published in the Journal it would inevitably be regarded 
by thé public\as expressing the considered policy, of the 

Association. Lorp ‘HorDER considered that the report- 
should be passed to ‘the Divisions and concurrently to the. 
three standing committees. The Council i in that way would 

be fulfilling the mandate it had received from the Repre-. 
sentative Body. ‘ 

‘In the’ course of further discussion Dr. "VAUGHAN, Jones 
moved, and Dr. A. BRown seconded, that the report be 
referred back to the Amending Acts Committee in order’ 
that the basic principles might be underlined and that then’ 
a special meeting of Council be called to consider it, and 
that: later a Special Representative Meeting be called for 
the same, purpose. 

The CHAIRMAN said: that the wisest course was that this 


. admirable report should first be considered by the three 


_ standing committees concerned, that a special meeting of 
Council should be called .to deal with it, and that the Annual 
Re resent tive Meeting 'be' informed of this action and of 
, the’ fact that a Special Representative Meeting would later 
be’ summoned. 

This course was agreed to. ' 
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Health Centres. j x 


Dr. D F. Hurcninson brought forward the question of 
the Council's ‘report -on health centres, the publication of 
which had been deferred until the views of local medical 
committees had been obtained. After“consideration of the 


` `. replies, which showed no striking prepondérance of opinion 


im any one direction, the Health Centre Committee reported 
that it did not wish” ‘to press for the circulation of the report 
at this stage, but considered that when the report of the 
Central Health Services Council on the subject was issued 
later in the year it might be an appropriate moment for 
circulating the B.M.A. report, which then ‘quité possibly 
would be of more than academic interest to local health . 
authorities. 

A recommendation to that effect, was agreed to. 

Dr. SUTHERLAND said that they had been informéd that 


the’ Woodberry Down (L.C.C.) Centre would be opened 


early in 1952. At the moment it was not: known what 
standards might be laid down or what surgeries might be 
closed on account of the centre. There was’ need for the 
clarification of, this matter by considering the safeguards 
which should: be arranged for the practitioner going into a 
health centre. ~ 

Dr. A. Brown presented an interim report’ on the pro- 
gress and work of the General Practice Review Committee. 


. This ‘was a progress report, not for publication. , 
. On’the motion of-Mr. STAVELEY GOUGH, a report on the 


association of the general practitioner with hospital work 
was approved for submission to the Representative Body 
and also for immediate circulation to regional boards, who 
were understood now to be considering the question of 
hospital aes oe 22 y 
P Ne? ; 
; The Caribbean Conference 


Ona motion to approve the resolutions of the Caribbean 
Conference held recently in Trinidad, Dr. H. G. Darn, who 
was appointed by the Council to preside over the conference, 
said that for many years there had been a movement for the 
federation of the West Indian Colonies into a single body, 
and -two Government- commissions’ had considered ` the 
problem and made recommendations, which, however, had 


£ been pigéon-holed. The doctors in that region were very 


anxious to get togethér with some method-of unification of 
Government medical services in the Caribbean, and a very 
interesting and useful conference ‘had taken place, with a . 
large degree of ‘unanimity. Three thjngs in particular had 
been approved: the unification of medical services ; the 
establishment of a council of B.M.A. Branches for the 
Caribbean area ; and the appointment of a commission con- 
sisting mainly’ of the directors of the medi¢al services of the 
chief Colonies as an,advisory body, without any powers of 
executive action, which would function in respect of appoint- 
ments, transfers, promotions, ‘and various other matters. It 
was hoped to get a service established there 6n a more 
uniform plan; with basic salaries agreed and stabilized ; and 
it would be, for the Colonies and Dependencies Committee 
in London to persuade the Colonial Office to accept increases 
in remuneration which would bring the Caribbean into line 
with other Colonies where increases had been agreed and 
also to approve: the establishment of ‘the Catibhean Unified 


' Medical Services Commission. f 


The Council unanimously approved the report. 


‘ International Relations ` 


Dr. J. A. Pripaam, chairman of, the International’ Rela- 
tions Committee, stated that the World Medical Association 
had asked whether the B.M.A. would approve’ the admission 
of the Japanese Medical Association and the Western 
German Medical Association to membership of the W.M. A. 
The German question had been deferred. With regard to 
Japan, the B.M.A. umts in Australasia and South-east Asia 
had been consulted,'and the replies so fdr received were 
generally favourable. 
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The Council agreed that if the W.M.A. should receive an 
application for admission to membership of the Japanese >, 
Medical Association the B.M.A. should be prepared to 
approve such adimission ; also that if an application were 
received frdm the Western German Medical Association it 
should be supported. 

A proposal originating in the Cuban Medical Association 
was brought forward’ for sending ‘a team of British medical 
practitioners to South America as a good-will ‘ mission to 
spread the knowledge of British medicine and to raise British 
‘prestige in South America. The team was to consist of four 
well-known medical men, all of whom would lecture; it 
“would include a surgeon and an anaesthetist’ who would 
demonstrate operations.’ 
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It was agreed that the Council grant‘the auspices of , 


the British Medical Association to the proposed good; will 
medical mission to South America., It was’ understood that 
. no cost would fall on the Association’s , funds. 
‘ \ 

Other Reports 


The TREASURER (Mr. A. M. A. Moore) needed the 
draft annual financial statement for 1950 ‘and gave an 
analysis of' the various accounts and items. He again drew 
attention to the greatly inereasmg expenditure of ` the 
Association. 

Mr. L. DouaaL CALLANDER reported for the Building Com- 
mittee and Dr. O. C. CARTER for the Journal Committee, 
both reports containing only routine matters. ' 


It was stated that the War Memorial Committee had’ , 


instructed the sculptor, Mr. James Woodford, and: ‘his 
co-architect, Mr. Rowland Pierce, to proceed with the work 
on the war memorial in collaboration with the Association’s 
architect. The total amount received to the end of February 
was £8,700 from 4,500 subscribers. 

Dr. I. D. Grant, for the Scottish Committee, reported with 
„pleasure tbat the grant of the' necessary building licence to 
carry out a modified scheme of alterations to the Scottish 
House in Edinburgh had been authorized, and that the work 
would begin in October. 

„The. report of the Science Committee, presented by 
Dr. R. P. Liston, contained recommendations for the awards 
of the Association prizes, all of which were approved. It 
was also agreed that a' committee should be appointed to 
revise and bring up to date the Association reports, pre- 
pared many years ago, on’ tests for drunkenness „and „on 


‘* the, relation of alcohol to road accidents. 


For the Public Relations Committee it was stated that a 
new poster had been prepared to illustrate the very minor 
proportion of the weekly insurance contribution which was 
allocated to the National Health SerVice—a matter on which 
there has been widespread popular misunderstanding. These 
posters would be distributed as soon as possible to all general 
practitioners whose names appear on the lists-of executive 

- councils, with a reauest that they should. be displayed in 
‘their’: “surgeries and waiting-rooms. 

On a recommendation of the Armed Forces Committee, 
Major-General J. C A. Dowse and Surgeon-Captain A: 
Robinson Thomas were appointed as the Association’s 
delegates to attend the 13th International Congress of 
Military Medicine and Pharmacy, to pe held in Paris in 

` Juné.’ 

Progress reports from the Committee on Psychiatry and 
the Law and from the Compensation and Superannuation 
Committee were received. 

It was stated that two nominees. of the Association, 
-Dr. R. E. Camps and Dr. R. Forbes, had been appointed 
to the departmental committee which is to make recom- 
mendations-on the regulations of practice and procedure 
in connexion’ with inquests and, post-mortem examinations 
cate the be pire (Amendment) ‘Act, 1926 A statement of ` 
evidence to ven on behalf of the Associati 
-drafted gl on has been 

After interviewing two candidates the Council appointed 

_Dr. W. P. Hedgcock, 
ofthe Association. „of Cambridge, an Assistant Secretary 


' š \ 


. mènt with the spirit of ‘the draft circular on 
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- - 
It was intimated that an invitation had been received to 
hold the Annual Meeting of the Agsociation in 1952 in ' 
Dublin. The invitation would be considered atthe next ’ 
meeting x 

The Council rose at 6.30 p.m., paving Sat since 10 am. 


A m 


` BRITISH MEDICAL GUILD 


On March, 14 a meeting of the Board of Trustees of the 
British Medical Guild was held, Dr. Gregg presiding. | State- ` 
ments setting out the present position as regards the local 
organization of the Guild ‘and a summary of reports received 
from local secretaries were presented and considered. 


t 





‘ 


_. G.M.S. SUBCOMMITTEE (SCOTLAND)” | 


Many items of Scottish interest were considered’ by the 
General Medica] Services Subcommittee ' (Scotland) at a 
meeting at B.M.A. House, Edinburgh, on March 1, 
Dr. W. M. Knox presiding. K J : 


` 


f 


ERa 
` 


Partnership Agreements 

The Partnership Shares Subcommittee submitted a memo- 
randum on the terms of partnership agreements under the 
National Health Service, It was emphasized that the aim . 
of the subcommittee had been to produce a document which 
would be useful as a guide to intending partners and their 
lawyers. The G M.S. ‘Subcommittee (Scotland) accepted the - 
recommendations in general, the main controversial clause : 
being that dealing with the time to be served before parity 
‘might be reached between partners. The G.M.S. Sub-' 
committee had slight difficulty in deciding ‘on the period 
in which parity should be, reached and referred this clause 
back to the Partnership Shares Subcommittee for futher ` 
consideration. 

Dr. A. C. BLAR, chairman of the Partnership Shares Sub-" 
committee, stated that they had taken counsel’s opinion on | 
whether a restrictive clause i in a partnership agreement under 
the National Health Service would be enforceable, and the 
opinion of counsel was that it would be, provided that the 
provisions of such a clause were reasonable. The G.M.S. 
Subcommittee thanked Dr. Blair and his subcommittee for 
their work in preparing such a valuable'document. . 

“Tt was` reported that the question of investigation into 
alleged “extravagant prescribing” had been raised by the 
Department of Health. Dr. KNox explained ' that the sub- 
committee had informed „the Department’s representatives 
that they were willing to co-operate in an endeavour to‘stop . 
such extravagant prescribing. ‘They were in general agree- : 
' the subject 
(Supplement, March 17, p. 85). The Department had under-1 
taken to consider issuing advice to hospital staffs on pre- 
scribing of proprietary medicines. .It had also agreed that 
some form of general publicity dealing with the public’s 
responsibility in this matter should be undertaken. 


t 


The M.P.U. " i 

' The Subcommittee discussed a Jeter from the aeiy 
of the Scottish Branch of the Medical Practitioners, Union ' 
seeking, representation of the Union on thé G.M.S. Sub- 
committee (Scotland) -on: the lines of the arrangement arrived 
at in England and Wales., Dr. KNox. pointed out that, the 
G.M.S. Committee had agreed to two members of the. Medi- 
cal Practitioners Union attending its meetings as observets, . 
pending a, decision by the Conference of Local Medical 
Committees and the Representative Body on the proposal 
that representatives of the Medical Practitioners Union 
should be included in the membership of the committee. 


The, question to! be considered was, wheiher the postion 
was wo ee as in England, J is wine 
nae the Sotish Site nls 


included g 
ERO bien) redhead adv 


mittee, 9 tha at entative 
' YY biota 
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medical services under. the National Health Service had an. ” -4 i‘ É v` 


, opportunity of expressing his opinion to the G.M.S. Sub- u i 

’ committee (Scotland) through his local_medical committee. : Q estions Answered 
reer 

‘In these circumstances it was agreed that no action should’ - 


4 $ z A 
be taken. Á 
The CHAIRMAN intimafed that discussions had been taking , _ Health Service Pensions 
place between representatives of the subcommittee and of Q.—W hat are “ihe oficial arrangements in the National 
` public health medical officers under the chairmanship of Health Service with regard to pension and widow's pen- 


Dr. Peters, of the Department of Health, tegarding the sion for medical piactitioners engaged in full-time general 
procedure to be adopted for vaccination and notification practice ? © 
of vaccinations in future outbreaks of smallpox. 











‘A.—The arrangements are those in the National Health 
Service (Superannuation) Regulations, 1950., Practitioners 
contribute to the! scheme 6% of their net remuneration 








calculated on total payments received for general medical Í 


‘ “ 7 
Heard at Headquarters services, less practice expenses (35%) and the amount of 
approved emuneration paid to any assistants. Benefits 
j i include (1) pension of 14% of total net remuneration over 
a the whole period of Service not exceeding 45 years, payable 
Handbook for the. Newly ‘Qualified on retirement at or after 60 years of age on completion of 
at least 10 years’ service; (2) retiring allowance—that is, 
That first- -rate—indeed, “ indispensable ” is not too strong 


3 lump sum equal to three years’ pension, or one year's 
a word—compilation, the Medical Practitioners Handbook, pension where a widow’s pension may become payable ; 
recently got out by the Association, is to be made available 


c a , 3) widow’s pension, payable if the practitioner had com- 
to final-year medical students and to graduates within three ` pleted at least 10 years’ service, of one-third of the pension 


months of qualification at a charge-of a’half-crown, whichis received by the practitioner or the pension he would have 
half, the full charge for the volume, and, full charge or half received had he retired the day before he died. ~ 
charge, the book is a good bargain., Formerly the Handbook h 

was distributed free to graduates at the special receptions g ~- KENES z: 

for them held. by the Divisions. But the British Medical Insurance Contributions i 
Students ‘Association, which is certainly uot- out to raid ° Q.—Does a permanently crippled patient have to pay 
stůdents’ pocket money, has itself suggested that more value National Insurance contributions? Can he, by paying six 
will be placed upon the book by its owner if he has to pay months contributions as self- employed, ‘claim cash sickness 
-a small sum for it than us it is merely handed to him like a benefits ? 
tract. 








v 


i f A.—If “ permanently crippled” implies that, the patient 

/ is incapable of work of any kind, a contribution would be 

_ The Film in Physiology payable for each’ week as -a non-employed person unless 

' The word “ beautiful ” is, often oddly applied in medicine, - either the patient claimed exception on grounds of small 

but it had the right connotation the other evening at a joint 42come or, as a-result of previous employment, was entitled 
. meeting of the Scientific Film Association and the Royal , to have contributions credited. 


Society of Medicine, when Professor K. J. Franklin, of If the crippled person is working, contributions would ` 


St. Bartholomew’s, showed a colour cinematograph record, poy be bp dated a an employed oF self-employed 
made for him by Mr. Douglas Fisher,”of the movements of Person, epending on the type of work. i 
the alimentary canal of the rabbit. Professor Franklin said ” lf genuinely self-employed, payment of 26 contributions 
that all physiological activities, he thought, were accom- > would give title-to benefit for a limited period of incapacity, 
panied by movement of some sort, but /they were not all but this implies that, following a period of self-employment, 

accompanied by very obvious movement: But when move: there has been some deterioration in his condition which 
ment was the major feature of the activity it’was, in his ate him from ee that employment pii Act 
experience, of great beauty. The coloration of the parts provides, Moreover, t employment engaged-m solely, or, 
usually’ contributed to the beauty and also in most cases to mainly in order to obtain benefit. shall be disregarded. 


` the distinctness of the changing picture. When, therefore, 


a photographic record of a physiological process was made it 
was often best as a moving fim, for it had to portray move- Q. 
ment, and it was better in’ colour because coloration was 
natural and helpful, and it should be as artistic as possible 
because the subject itself was inherently. beainifuk, 


Research Grants and Income “Tax i 





zin: 
the form of a is grant for a.part of my research 
work. This addition cémes from a private research organiza- 


VAP reasons. Can I claim income-tax relief for it? 


. Presen . A.—The grant is apparently given for services rendered, 

tation and I can find no ground for advising that it is not liable to 

A group of practitioners representative of the whole of -income-tax. It cannot be brought within -the statutory 
Northumberland recently entertained to dinner Mr. J. B. exemption ‘as a whole-time “scholarship,” and no. other 
Hannay, who, until his retirement in December, 1950, was statutory - provision seems. to assist. The. questioner is 


‘clerk of the Northumberland Executive Council’ and presumably entitled to the one-fifth allowance for earned 


formerly clerk of the Northumberland Insurance Com- income on the amount of the grant. ı 
mittee.. Dr. H. S. Brown, chairman of the Northumber-  ————__._- 











land Local Medical Committee, in presenting to Mr. Hannay 5 Z s Te 
a cheque for £1,000, subscribed by over 200 practitioners Better facilities for discussion of Health Service problems were 


a 


tion whose purpose is to 'support such work for charitable ` 


in the county, paid a graceful tribute to' the help which discussed at Edinburgh on January 10 by a conference attended . 


Mr. Hannay had- unfailingly given to. the medical men by representatives ot local authority associations, regional hospital 
- throughout his 42- years’ association with National Health Panid, aa dis Seona panty meee comet ae 
administration. „He regretted that a Ministry age-limit , conference g was & n c co-ordination a 
deprived the Northumberland practitioners 'of a’ friend on ‘ two levels—namely, the executive level’ for day-to-day working, 


licitly, Oth ho.” and the planning level for developing new projects. At the execu- 
whom they had for so long relied implicitly. ers WhO tive level frequent and friendly contacts were advocated between 


joined with him in expressing their appreciation included officers of local authorities, of the hospital service, and general 
Dr. Theodore Craig, of Dudley, and Dr. Hugh Dickie, of practitioners. At the plannidg level some machinery was said 
Morpeth. to be needled, but what it should consist in was not decided. 

í ; 


x 


"\ 


as, 


‘530 p.m. 


Marcu 31, 1951 


_ . N.O.T.B. ASSOCIATION ; 


The committee of the N O.T.B. Association’ held its’ fifteenth 
meeting on March 9, primarily to consider what action could 
be taken by the association about the reduction to £1 of 
the medical examination fee in the supplementary oph- 
thalmic service. It was regretted that the resolutions put 
forward at, the last meeting by the committee to the 
Ophthalmic Group Commuttee had not been accepted. 
Letters from members clearly showed the disquietude 
which was felt, and pressure was being brought to bear 
on the committee to take action. ‘Certain steps were agreed 
upon, and the problem will be freely discussed at the annual 


~ general meeting. . 


It was noted that the medical membership was increasing 
and that subscriptions for the current year were being paid 
promptly. 

The next committee meeting is being held on March 30 
prior to the annual general ‘meeting, which takes place at 
in B.M.A. House, Tavistock Square, London, 


~ ‘ 
' 


WC.l. 


` 





FIRST-AID OUTFITS IN CIVIL 
AEROPLANES . 
lt has come to the notice of the B.M/A. that some practi- 


' tioners have ‘been asked by aviation companies to authorize 


the supply of dangerous drugs for use in the first-aid outfits 
of civil aeroplanes. As the Dangerous Drugs Regulations 
stand at present, medical practitioners cannot authorize the 
supply of any dangerous drugs to aviation companies. It is 
suggested that any members who are asked to make such 
arrangements should advise the company concerned to make 
a written application to the Drugs Department of the Home 
Office, giving details of the drugs required. 








Correspondence 





: Payment for Services Rendered 

Sir,—It would seem that the efficiency of the general- 
practitioner service is to be sacrificed in order that a slogan 
offering “free” medicine might be fulfilled. If those who 
control the affairs of general practice cast aside the dogma 
that all the general practitioner’s' work must be done without 
any payment from the patient they will in large measure 
have solved the problems which afflict general practice. 

Several of your correspondents have suggested scales of 
fees, If the doctor did charge these fees: 


(1) Those hundreds of patients who are “out to get their 
money’s worth ” regardless of the doctor’s total absence of leisure 
would be thinned out. This would: at least jgive the doctor 
time to deal with those who really need his help, and a little 
time which he might call his own would increase the stimulus 
to high-quality work, and would so improve the doctor-patient 
relationship, which in all conscience is at a low ebb. 

(2) The cost of the National Health Service would be reduced 
in two ways., In the first place, a reduction would be made in 
the vast sums of public money spent on expensive drugs, lavishly 
prescribed to placate the constant visitor to the surgery (and every 
surgery must know dozens). A small charge ‘would discourage 
the constant visitor i 

In the second place, a small charge would in some measure 
meet the gross inadequacies of salary with which the general 
practitioner contends. In this way ‘the Exchequer would be 
spared the job of finding more salary for the doctor. 


It seems strange that there should be reluctance to make 
a small charge for medical attention when one sees the'zest 
with which the prices of coal, rail fares, etc., are increased. 
These factors are as essential as medical treatment, and, if 
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‘money can be found for them, surely it will be found if a 


family really needs the doctor, and none who need attention 
will lack it—I am, etc., 


Crickhowell, Breconshire. _R. C. HUMPHREYS. 
Ha 


\ $ ' a . 

Sm,—A statement by Dr. B. Richardson Billings (Supple- 
ment, February 24, p. 58) requires qualification. In most 
districts per capita payment .was adopted at the outset of 
N.H.L io‘ 1913. The areas which adopted “ payment for 


services ” abandoned the method, for the reason given by - 


Dr. Billings.’ i X 
According to the book National Health Insurance, 
by G. F. McCleary, “before 1927 there were two areas, 
Manchester and Salford, in which ths doctors chose to be 
paid on an attendance basis.” —I am, etc., / 
Rochdale f L. KILROB. 


Advice Given ° 


Siz,—In .reply to your correspondent Mr. P. G. Watson 
(Supplement, February 17, p. 51), I consider Dr. R. R. M. 
Porter (Supplement, March 3, p. 66) has given him the best 
advice, which I venture to qualify further. If Mr. Watson 
has one spark of individualism and -believes in the freedom 
of the individual and freédom in medicine, then avoid the 
N.H.S. of to-day. 

Dr.: H. J. Cronhelm (Supplement, March 10, p. 16) has 
stressed the lack of leadership in the B.M.A. It is this 
defigiency in men who do not understand the. meaning “of 
the word freedom, and have shown no inclination to fight 
for it, which has led to the deplorable state of general 
practice in the N.H.S, to-day. To bea part-time consultant 
is to have the bést of all worlds; and in private practice 
medicine is practised as it should be, though it is' not such 
a happy, full life as some of us knew. Unfortunately the 
latter is limited and almost impossible to attain for a young 
man to-day. 

In the Royal Naval Medical Service he will have a good 
life, and after a period of probation there is scope for a keen 
man on the specialist side. Otherwise I suggest emigration, 
and Australia to-day has great possibilities. 

The new Minister of Health in Australia is’a distinguished 
member of the profession, and his proposed new health 
service sounds an excellent proposition for both patient and 
doctor alike. - Abuse of the benefits will be controlled by 
the patient still paying part of the doctor's fee, and this 


, Should be the rock on which any health service is founded. 


The Australians are great lovers of freedom, and the 
Australian Medical Association has resisted in the past all 
attempts by a Socialist Government to impose upon them an 
unsatisfactory health service. 

There are other assets too—a healthy climate and a 
generous diet —I am, etcen 


London, N.W.3 i - H. V. Deakin. 


Appointment of Consultants 


Sirn—One of the most serious defects of the N.HS., 
unforeseen by the Minister and little commented on up to 
now, is the appointment ‘of consultants by regional boards. 
Formerly these were appointed by hospital committees, 
which generally appointed men who they knew would be 
acceptable to the local G.P.s, for otherwise the success of 
the consultant would be doubtful. Nowadays private prac- 
tice is dwindling, and the consultant is more independent of 
the G.P. and of the areng of earning a living through 
private practice. 

The regional board may appoint a consultant in all good 
faith by his paper qualifications. However, the value of his 
work 1s a thing that mainly the G.P. and the public judge, 
whereas formerly a consultant who generally failod to cure 
his patients was after a while deprived of his private practice 
by the G.P.s, who were judging his ability all the time, and 
so was forced: to resign his appointment. I am afraid that 
nowadays this very necessary safeguard is denied to the 
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public. The unsuccessful consultant scan «flourish without 
regard to the opinion of the patients or the local doctors. 
, I write this because an old friend of mine whọ has worked 


as a surgeon for twenty years with full consultant status has 


* lately been informed that his appointments jnow rate as 


senior hospital medica] officer. This specialist has never 
been anything ¢lse but a specialist and never was in general 
practice at any time. Also, he joined the N.H.S. at its 
Inception with full consultant rank. The board may be 


_ trying either to save money or to deprive the local G.P.s of 


~ 


his services if they force him to seek employment elsewhere, 
but apparently the local doctors have no say in the matter. 
The opinion of the general public, for whom I know he 
has done the very best work, has also never been considered. 

Whereas the old hospital committees knew very well that 
the consultant they appointed would, if he were a bad one, 
soon have to depart, nowadays the regional boards have no 
such safeguard. I am afraid Mr. Bevan never foresaw this 
position.—I am, etc., ' 


Hampton Hill, Middlesex, I. E. D. McLean. 


g 


_Colonial Medical Service 


* SRA recent recruit to the Colonial Medical Service, I 
cannot allow the letter of Mr. J. L. Gilks (Journal, January 
27, p. 188) to go unanswered. To state that remuneration 
in the service compares favourably with the N.H.S. in Great 
‘Britain is misleading to a degree, and any unestablished 
practitioner or displaced registrar taking Mr. Gilks’s advite 
lays himself open to a severe shock. 

The comparison with assistant medical officers of health 
may perhaps be just, but I hardly think that those officers 
would agree that their remuneration compares favourably 


s t 


‘with that of general practitioners, who themselves are 


dissatisfied. Other points I would raise are: 


Leave and Study Leave —Admittedly generous. However, the 
pay does not cover the cost entailed in the incidentals of travel 
and the cost of hotel or furnished room charges in U.K. a 

Postings-—There ,can be no guarantee that frequent postings 
may not occur in any one tour, each one accompanied by greater 
or lesser expense in charges or replacements of damaged 
furniture, etc 

Cost of Living—This is by no means as low as one might 
expect. Cost-of-living bonuses have recently been awarded, 
but are admitted to be about half or less of the estimated increase. 
Costs are still rising rapidly. 

Accommodation.—Flat rates are charged as a percentage of 
salary for a house, if available The amount charged bears no 
relation to the type of house supplied If aocommodation 1s not 
available—a frequent occurrence—a hotel allowance is paid for 
ten days only in respect of a man, but not for his wife or 
children. 

Hard Fiuirtshings—Again supplied at a flat rate based on a 
percentage of salary. These are scanty and of inferior quality. 
Capital is essential to provide ‘the necessities for reasonable 
comfort. 

Private Practice-—This thorny problem must be settled, and 
quickly. Opportunities for private practice occur occasionally 
to medical officers, but much more frequently to the better-paid 
specialists—an obvious injustice which must be rectified 


The work is here and is all that Mr. ‘Gilks says it is, but 
the Colonial medical officer, like his ‘brethren in the other 
branches of the Colonial Service, finds difficulty in making 
ends meet.—I am, etc, 

MEDICAL OFFICER. 


D 


Underpayment in N.H.. 


Smr,—I notice under proposals by the Blackburn Committee 
of the British Medical Guild (Supplement, March 10, p. 72) a 
proposal to take into account the position of “the elderly 
doctor who is unable to retire owing to his financial pos. tion, 
due to previous underpayment in the N.H.I. service.” My 
position is that I could retire if I were granted such a pension. 
Į think this matter needs ventilation] am, etc., 

E. R. WER. 


Glasgow. ; 
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‘Association Notices 


è ; o e aA t 
‘ oe Diary of Central Meetings 
ae APRIL 
re 3 Tues Amending Acts Committee, 2 p m. 
4 Wed Chairman’s Advisory Subcommittee, General 
Medical Services Committee, 10.30, a m 
4 Wed Assistants and Young Practitioners Subcommittee, 
General Medical Services, Committee, 2 p.m 
4 Wed. Public Relations Committed, 2 p.m 
4 Wed Film Catalogue Subcommittee, 2 15 p.m. 
5 Thuis Committee of Management, Empire Medical 
Advisory Bureau, 11.15 a.m 
5 Thurs Central Go Consultants and Specialists Committee, 
5 Thurs’ Planning " Gaipeaniieieas Occupational Health 
. Committee, 2 p.m 
6 Fri. Services Committee, 10 a m. 
10 Tues Scholaiships Subcommittee, Sditnce Committee, 
11.30 am 
- 10 Tues Central Ethical Committee, 2 p m. 
11 Wed Assistants and Young Practitioners Subcommmntee, 
Geneial Medical Services Committee, 2 p.m 
11 Wed Private Practice Committee, 2 p.m. 
13 Fn. Cormittee on Organizanon of Scentific Sections 
at Annual Meetings, 10.30 a.m 
13 Fn. Charities Committee, 2 pm 
13 °Fri. Colonies and Dependencies Committee, 2 p.m 
13 Fri Editerial Subcommittee, Joint Formulary Com- 
mittee, 2 pm, 
18 Wed.: Film Contfmittee, 2 p.m. 
19 Thurs Dermatologists Group Committee, 10.30 a.m. 
19 Thurs International Relations Committee, 2 p.m 
19 Thurs Joint Formulary Committee, 2 p.m 
19 Thurs. Occupational Health Committee, 2 pm 
19 Thurs Staff Side Committee C, 215 p.m. 
27 Fn. 


Committee on Psychiatry ang the Law, 2 p.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Division.—At 154, Great Charles Street, Birmin ng- 
ham, Tuesday, April 3, 8.30 p.m., B.M.A Lecture by Mr. 
Dickson Wright: “ Surgical Experiences in Hypertension.” 


BOURNEMOUTH Drvision.—At Ballroom, The Pavilion, Bourne- 
mouth, Friday, April 6, 8 p.m. to i a.m., annual dance and 
buffet supper. $ 


CAERNARVON AND ANGLESEY Division —At Royal Oak Hotel, 
Bettws-y-Coed, Thursday, April 5, 2.30 pm. speaker, Dr S J. 
Hadfield (Assistant Secretary, B.M.A,). 


CHELSEA AND FuLHAM Division.—At Fulham Town Hall, 
‘London, S.W., Friday, April 6, 8.45 p m., annual general meeting. 


Crry Drviston——At Finsbury Health Centre, Pine Street, 
London, E.C., Tuesday,-Apml 3, 8.30 p.m., Dr. Donald Teare: 
“ Murder,” illustrated by lantern slides. 


Coventry Division —At Pilot Hoel, Tuesday, Apni 3, Supper 
Meeting. Address by Mr. Baron Rose: “ Thirty Years’ Experi- 
ence of Malignant Disease ” 


East Herts DIVISION At Haymeads Hospital, Bishop's Stort- 
ford, Thursday, Apnl 5, 8.15 p.m, address b Dy. Brian Russell: 
“The Changing Face ‘of Dermatology “ o be illustrated by 
lantern shdes. 


Furness Diviston.—At North Lonsdale Hospital, (1) Monday, 
April 2, 8 pm., extraordinary general meeting. Report on 
“ General Practice and the Training of the General Practitioner,” 
etc ; (2) Tuesday, April 3, 8 p.m., combined meeting with oW 
and’ urness Society. 


HamestreaD Division.—At Hampstead Genera] and North-west 
London Hospital, Haverstock Hill, London, N.W, Wednesday, 
April 4, 8.30 p.m., lecture by Dr. J. C. Hawksley * “ Gastritis.” 


NOTTINGHAMSHIRE BrancH.—At 64, St James’s Street, Notting- 
ham, Wednesday, April 4, 8.30 p.m. ‘lecture by Dr. F. H. Cross: 
“ Medical Aspects of Atomic arfare" (with slides) 
medical practitioners in the area of the Division are invited 


NUNEATON AND TAMWORTH Diviston.—At ‘the Red Lion Hotel, 
Atherstone, Tuesday, April 3, 8.45 p.m., B.M.A Lecture by 
Dr Geoffrey Bourne: “ Angina of Effort. Ms 


SHEFFIELD Division.—At University Library,-Tuesday, April 3 
830 pm., annual general meetin Agenda: Consideration of 
Annual Report of Council and instructions to Representatives, 
etc. 


WanpswortH Drvis NAi South London Hospital for 


Women and Children, South Side, Clapham Common, London, 
S.W., Sunday, April i, 10.30 a.m., clinica! meeting. 


Pod 
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SPECIAL CONFERENCĘ OF REPRESENTATIVES OF 
; = LOCAL MEDICAL COMMITTEES 


: THE REMUNERATION ISSUE — 


g 


The Special E SANTE of Representatives of Local Medi- 


cal Committees was held in the Great Hall of B.M.A. 
House, London, on Thursday,.March 29. In June, 1950, at 
a previous Special Conferencé, ıt had been agreed that a 


Conference should be called in December if a settlement ` 


of the general-practitioner claim on remunerati®& had not 
been reached by that time. Later it became evident that 
the results of the two inquiries into practice income and 
expenses, in which the Minister had asked for the co- 
operation of the profession, would not be available in time 
for further negotiations before the December Conference, 
and the Annual Conference in October agreed fo a post- 
ponement until March. 

Dr. W. Jore, of ‘Blantyre, Lanarkshire, occupied the chair, 
and practically all committee areas ın Great Britain and 
Northern Ireland were represented. 

The CHAIRMAN said’ that some motions had been received 
which did not come within the business set out.in the notice 
convening the Conference and were therefore not ın order 
They would be returned to-the committees which had sent 
‘them and would be considered, if the committees ‘desired, 
at the Annual Conference. ' 


N 


Remuneration : The Story Up to Date 


Dr. S. WAND, chauman of the General Medical Services 
Committee, submitted to the Conference the report of his 
Committee on the. remuneration of general practitioners 
This report was in part a historical review of the subject 
since 1946; when the promise was made on the basis on 
which general practitioners agreed to enter the National 
Health Service, and in part an account of the recent meeting 
with the Minister. 

He said that the Committee felt that this Conference, 
having been postponed once, should take place:as planned 
in order to receive a progress report and discuss the present 
position Here they were, nearly three years after the 
appointed day, with their reasonable claim for remunera- 
tion unsatisfied. The Conference had approved of two 


inquiries which had taken place The first, on practice | 


expenses, had been completed. Knowing the delay in the 
preparation of accounts, they had warned the department 
that the numbers obtained would be much smaller than 
was anticipated by them, and so it had proved. Officially, 
“however, the accounts were drafted in a number of tables. 


A Pemposite figure for the whole field of practice expenses 
showed something in the nature of ‘34%. The Committee 
claimed—and ın this it received a tremendous amount of 
help from its actuary, Mr. Simmonds—that, because of the 
size of the sample and the loading in the direction of 
practices with certain types of income and of other fac- 
tors, the figure should be more than 34%; the Govern- 
ment actuary agreed that it should be- 36.5%, and their 
own actuary was prepared to accept 37.5%. The Govern- 
ment was stil determined on its figure of 365%. That. 
however, was not the figure which would be applied in 195t, 
and it had been made clear that such expense as were 
applicable in 1949 were not to be accepted as applicable 
for the present year The price of petrol, for example, 
had gone up, and other expenses had increased. It would 
be necessary—and the Government had agreed—that there 
should be a discussion on doctors’ accounts so as to deter- 
mine to what extent practice expenses had gone up since 
1949. There must be a proper loading of the expense figure 
in respect to those items which had increased iA cost and 
that figure would be applied to the present year, 

The other inquiry relating to incomes was ndw complete 
and figures would be available very soon i i 

On February 28, Dr. Wand continued, they met the 
Minister They pointed out to him all the factors now 
known so well—that Spens was not being implemented, that 
Spens showed that doctors had been underpaid for many 
years prior to the publication of the Report, and that they 
were not prepared to accept a position in which general 
practitioners’ remuneration was always falling behind what 
should be the real figure. The increasing frustration in the 
profession was impressed on the Minister., The amount of 
work and the difficulties under which practitioners laboured 
were stressed. It was pointed out that, however old a 


“doctor was, whatever his physical condition, and even if 


he had only a few patients on his hist, he had to respond 
to calls at all hours of the day and night. Jf he did night 
work he was expected next day to be as courteous, alert, 
and efficient as ever, and, if a patient made a claim that 
he had not been courteous, alert, and efficient, he might have 
fo appear before a medical service committee, and that com- 
mittee would not take the excuse that he had had a lot of 
night work. Surely if they required any comment on the 


* effect of night work the proceedings in the House of 


Commons during a recent fortmght provided it. 
« a 2411 


n f 


1 


` 
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Prior to July, ' 1948, the capitation fee had to be assessed 
on a number of imponderables. They had to guess—and it 





‘was impossible for. anybody to guess correctly—about all 


the factors involved. Therefore in July, 1948, the capitation 
fee could be fo more than an estimate, They were told 
by Mr. Bevan that they would have an opportunity of 
re-discuasing it. That being so, he thought also that they 
could not properly assess distribution in advance. 


The New Minister 
He had found the new Minister very willing to listen. 


~ He was a man-who understood the professional standpoint. 


Many changes‘ had recently taken place at the Ministry. 
Not only was there a new Minister, but the Ministry had lost 
one of its main sections. Thére was also 4 change, actual 
or impending, at the head of the permanent staff. It would 
be in the minds of many of those present that they were 
getting very close to Budget Day. This was not a very casy 
time of year to press this-matter, but ih spite of that, for the 


first'time, they had got 'a positive statement from the Minister - 


that there was a prima facie case for reviewing the adequacy 
of general-practitioner remuneration. (Applause.) There- 


„fore they could assume that some progress had been made 


in that direction. They had also the Minister’s promise 
that he would see a deputation again in April. The opinion 
of the Committee was that the new Minister should be given 
a reasonable time to make himself informed on this very 
compficated problem. Some representatives might ask why 
they had not put forward in a document the specific figures 
of their claini. There was a reason for, that. The figure 
that the Ministry had set out as the total’ remuneration for 
general practitioners might be the subject of challenge con- 
cerning the validity of the inclusion of certain items. There 
was dispute about the exact figure for practice expenses. The 
number of principals which was set out as at March, 1950, 
might now be.a different figure. There were several factors, 
such as burden of work, which had not been discussed in ~ 
detail with the Ministry. It would be seen, therefore, that 
they could not put a precise figure on the claim. «Betterment, 
of course, was one of the, most important of the factors. 
The claim accordingly was for a sufficient sum in the 
pool to carry out the full intention of Spens, including 
betterment, status, and incentive, and the opportunity of 
a reasonable life for the general practitioner. 
What were they to do now? It was very difficult for 
him, after all these Conferences, to say to the present one 
that once. more a little patience , should be exercised. But, ` 
after all, they had got a new Minister and a new statement 
from him. Let them see what happened in April and what 
flowed from it. It might become obvious to them that 
further procrastination could only do harm. He hoped 
that the Conference would trust its Committee to come back 
and report what progress or lack of progress had been made. 


‘Meanwhile they should continue to make their preparations. 


This was not the moment to decide whether they should 
hand in resignations ‘or not. When a new Minister had put 


out a statement of the kind he had quoted he did. not think, 


the proper answer was to put a pistol at his head. Time 


-should be given to the new man, who had been left by his 


predecessor a legacy of tremendous dispute. (Applause.) 


Termination of Contracts 
Dr. -Wanw then moved: 


‘That, the Conference welcomes the Minister’s recognition that 


there is a good prima facle case for reviewing, as a matter of 
race the adequacy af the total remuneration of, general prac- 

tioners, and instructs the General Medical Services Committee 
to proceed with the promised negotiations'and to report the out- 
come to a further Conference as soon as possible, or immediately 
it becomes evident that the discussions seem unlikely to lead. to 
a satisfactory settlement; and that.in the meantime the prepara- 


‘tions for terminating the contracts of general practitioners referred 


to in the Conferénce resolution of June, 1950, be continued. 


This might be called, he said, an, interim resolution. 
was designed to give the Committee a reasonably free hand, 


„not in decision but in negotiation, and the Committee would 
D a ‘ 
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come back to another Conference with the results of its 
labours. If these were positive results, so much the better ; 
if they were not, then the battle had got to go on. In the 
meantime he expressed, the hope that moderation and good 
counsels would prevail so that they might reach a proper 
remuneration and distribution for the general practitioner, 
who would then be able to face his work with the feeling - 
that he was no longer the Cinderella of the Service. 
(Applause.) 
Dr. E. H. Lrvinaston (Stoke-on-Trent) moved: 

That this Conference instructs the Committee that, if the 

Minister does not come forward at his proposed meeting in 
. April. with some definite advance ın his proposals satisfactory to 

the profession; practitioners should then be advised, without 

further delay, to terminate their contracts. f 

In moving this amendment she said that she did not feel 
they had any reason whatever to trust the Ministry. The 
. story which Dr. Wand had told them was very familiar. 
The Minister, however willing he might be, was limited by 
the Treasury in what he cauld do. This fight had beer 
going: on for much longer than the period of the National 
Health Service, it had been going on fôr at least 20 years 
and the procrastination was having a bad effect on the pro- 
fession. It was causing frustration and was deflecting them. 
-from their real work. i 

Dr. Noy Scorr (Devon and Exeter). hoped that the Confer- 
ence’ would throw out the Stoke-on-Trent amendment. 
Dr. Wand had „really answered it when he asked that the 
Committee should be given a free hand in negotiation, 
not in decision. It was easy for members of the Confer- 
ence, all_of whom were members of their local medical 
committees, to know the feeling in their areas, and to pass 
amendments like that of Stoke-on-Trent would be throwing 
a spanner into the works. 

Dr. Lrvincston replied that the amendment would 
enable thg® Committee to feel that the whole profession 
‘was behir'd it. . 7/7 

Few hatds were held up in favour of the Stoke-on-Trent 
, amendment, whigh was lost by a very large majority. 


; ‘A Question of Timing 
Several -resolutions were on the agenda concerning the 
date at which resignations should take effect if an equitable 
settlement had not been arrived at in the intervening period. 
Preston suggested July 31; Caetnarvonshire September 30; 
and Lancashire that,’if a settlement had not been: agreed 
by’ May 31, resignations be tendered immediately. 
‘Dr. M. J. FLYNN (Preston) said the feeling in his area 
was that procrastination had gone on’ far too long. If 
' the negotiations. failed they. would then be faced with the 
‘necessity of ‘organizing resignations, which could not be 
done for at’ least a- month after such failure. The pro- 
fession found itself in the same position as at the former 
‘Special Conference, and they would never get anything if 
they did not show themselves willing to act. Preston wanted 
to ensure ‘that their resignations became effective at the 
earliest possible date if such resignations were necessary. 
The amendment by Preston was also lost by a large 
majority. y 
» Dr. Owen (Lancashire) moved that ih the event of @ 
settlement not having been agreed by May 31 resignations 
be tendered immediately. He said that Dr. Wand was deal- 
ing with a politician, “and they are all alike” In Lanca- 
shire they ‘thought that the only way was to send in resigna- 
tions. There were three’ months in which to carry out 
negotiations, and if they could not get a settlement-in three 
months they never would. i ‘ 
The Lancashire amendment was also lost. _ ` 
Dr. A. Mappocx-Jones (Caernarvonshire) moved that in 
the event: of lack of agreement “the three months’ notice 
-of withdrawal be given: so as to terminate agreetnents om 
September 30. They had all. heard the arguments so often 
that his - Committee felt that they should take a definite 
decision. + 
Dr. G. P. Waring (Anglesey) supported the amendment. 
For years he had been coming to that hall and listening to 


+ 
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‘ himself completely with the Minister. 
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+ sion with regard to this matter. 
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various leaders in their reasonableness asking for delay after 
delay. They went back to their constituents, and the 1eaction 
they were now gciting when they tijed to whip up a little 
enthusiasm was a shrug of the shoulders. Dr. Wand had 
said that the Minister was a 1easonable man. There were 
a few of them in the hall who were fellow-students with 
Mr. Marquand, and they agreed with Dr. Wand that he 
was a reasonable man. But he was not a “boss.” There 
were others who would tell him what the policy must be. 
However reasonable a Minister might be, the only thing 
these others understood ‘was a threat. Practitioners would 
be in the same position two years hence unless they pre- 
sented the Government with a threat of resignation that 
they meant to carry out. 

Dr. W. H. Hayes (Bristol) said that there were two objec- 
tions to making the deadline which this amendment pro- 
posed. One was that it tied the hands of the Committee, 
and the other that it would take effect in the middle of 
summer when many people were on holiday. “If we are 
going ‘to have a fight let us choose our own time.”: 

Dr Wano said that he wanted to make good an omission 
from his original statement. When they met the Minister 
they met the Secretary of State for Scotland, who was also 
comparatively new to these negotiations, and he associated 
With regard to the 
amendment, the policy of the Committee and the’ Svonference 
concerning resignation stood. "There could be no "doubt 
about that. They would not strengthen their case by saying, 
“We will resign if——” because they had already said it. 
The next time they said they would resign, they should 
resign. The Minister had promised to meet them in April, 
and to put forward at this juncture\a time limit of any kind 
might in the long run prove embarrassing to their case. 
Their ,next resolution on resignation must be to resign. 
(Applause. ~ 

The Caernarvonshire amendment was losP by an over- 
whelming majority. ' G g 


The Effective Percen r 

Dr.’ R. W. McConneL (Buckinghan#:2.) moved that 
before mass withdrawal from the Service was effected 
95% of Guld committees should report that 80% of 
practitioners in their areas had agreed to resign. 

Dr. A. G. HoLMAaAN (Norfolk) said that this amendment 
was sabotaging any chance of success for their proposed 
resignations. If they came back to 60% or if they had 
a mere majority in favour of resignation it would be effec- 
tive, but to insist on 80% as Buckingha@@bire was doing was 
asking for trouble. 

Dr. WAND said that he left a decision @f this kind to the 
Conference. The whole machinery for withdrawal would 
form the subject of a communication to the profession 
should the resignation issue become effective, and it would 
be presented to a Conference, when his Committee would 
put forward proposals. 

The Buckinghamshire amendment was lost,by a very large 
majority > 

Dr. MacLeop (Inverness) moved the deletion from the 
onginal motion by the Committee of the ¥Mlowing words, 
“|... and that in the meantime the tions for 
terminating the contracts of general practitforiers réferred 
to: in‘the Conference resolution of June, 1950, be con- 
tinued.” It was the intention of this amendment, he said, 
to put themselves right with their patients and with the 
Minister. Their patients had always thought they were not 
the sort of people. to do this kind of thing. There was 
among the people generally a sense of uneasiness and ten- 
This was a state of affairs 
which doctors should seek to-prevent and not to cause. He 
thought it would be a very bad thing in view of the new 
circumstances prevailing, such as the advent of a new 
Minister, that there should be any reference in such a 


` resolution to withdrawal from service. 


Dr. A. Scotr (Ayr) supported the amendment. He thought 


the sentence was a superfluous addition to the original, 


motion. 


Dr. Wann considered that the omission of these words 
would weaken the resolution. Jt was necessary to indicate, - 
quietly, as they had done, that they were still indignant at 
this continued procrastination, After nearly three years 
they could not hold out an olive branch in @he band without 
having in the other a weapon in réserve. 

Dr. H. H. GoopMan (Newcastle-upon-Tyne) considered 
that there were no grounds for undue optimism, The 
„Minister decided only that there was a strong pnma facie 
case for reviewing the position. What else had they been 
doing during the last two and a half years but reviewing 
the adequacy of the central pool?, The late Minister had 
sard that it was adequate, or even, on one occasion. more’ 
than adequate 

The amendment to delete the last words of the motion 
was lost, and the motion itself was then put to the meeting 


unamended and was carried without dissent. : 


0 


The First Thousand ` 


- Dr. R. W. McConneL (Buckinghamshire) moved to rescind 
the decision of the Special Conference of March, 1949, that 
any increase in the pool be devoted to raising the capita- 
tion fee for the first 1,000 on the doctor's hst, and that the 
Committee should consider,.and if necessary take action to 
secure, the devotion of any increase to the raising of the 
fee for that part of the doctor's list between 500'and 1,500. 
He presented this motion in two parts, moving first of all 
that the decision of the Special Conference of March, 1949, 


` be rescinded. He said that he thought the Conference should 


think again about this question after two years’ experience. > 
Some practitioners in residential districts were-doing very 
well in private practice, and he thought that they should” 
not have the weighting for the small list. 

Dr Tarsot Rogers (Bromley) poimted out that if this 


‘ resolution were rescinded it would be a reversal of the 


.given to practitioners with lists of below 1,000. 


.simple as‘the last speaker had suggested. 


policy of the Conference. 

Dr. Barsara Woopuouse (Middlesex) opposed the 
Buckinghamshire motion. lf an increased remuneration 
were available in respect of the first 1,000 patients on a 
doctor’s list it would be possible to do away with one of 
the curses of the National Health Service—namely, the 
asic salary. 

Dr. F. M. Rose (Preston) hoped that the former resolu- 

tion would be rescinded. At the time it was passed two 
years ago the method of distributing the extra money seemed 
quite reasonable, but they had now had time to consider it 
and some of them felt that it would not achieve what had 
been hoped, or at least that their aim could be achieved in 
a better way if the Committee were given a freer hand than 
it had at the moment. Some redistribution would have to 
be undertaken, and he asked that the Committee should be 
left to consider the best ways of using the new money. 
” Dr. A. C. HENDRY (Aberdeen) hoped that the motion to 
rescind the previous resolution would be thrown out. In 
single practice, whether a man had 500 or 1,000 or 3,000 
persons on his list, his overhead expenses were virtually 
the same. Therefore the effective capitation fee with the 
small list was much lower than with the large. If a practi- 
tioner had 1,000 on his list he got, allowing for expenses, 
an. effective capitation fee of 8s. 6d., whereas if he had 
4,000 on his list his effective capitation fee was approximately 
13s. 6d. 

Dr. J: C. ARTHUR (Gateshead) asked the Conference to’ 
reject the Buckinghamshire motion. As their policy at 
present stood they had a perfectly simple issue. Spens 
was not implemented; some practitioners were underpaid. 
Therefore, 1f any more money were available it shoulu”be , 
It was 
desirable that the issue should be kept simple from the 
point of view of putting the case to the Ministry and to 
the public. 

Dr. WAND said that ‘this pioblem might. not be quite so 
It was not 
impossible that the Minister might come forward with a 
suggestion for the introduction of new moneys into the 
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pool and, combined with this. with a suggestion that they 
should look again at distribution. The figures shown by 
the practice expense inquiry- for the various mcome groups 
and for the rural, urban, and semi-urban groups would be 
shown in 36 segarate categories, and it would then be known 
approximately what were the net incomes having regard 
to practice expenses. The Committee and the negotiators 
would look at‘every method of redistribution that was, 
brought to their notice, and it might be that the method 
which would have to be brought back to the Conference 


' for approval would be different from the one originally 


agreed to. In the meantime he urged the Conference not 
to alter the present policy. If they decided not to attach 
the moneys to the first 1,000 it would cause dismay in the . 
ranks of young practitioners, and until they had a definite 
alternative to put forward such a course would be unwise. 
The methods ‘set out in the Buckinghamshire and other’ 
motions would be considered, even without any resolutions 
on the subject. He asked that they all be referred to the 
Committee for consideration. 

DA McConnex said that the view of the ‘Buckingham- 
shire Committee was that small practices should be con- 
sidered individually, not automatically. Moreover, he 
thought that the Conference should not refer back to the 
Committee a motion to rescind a previous resolution. 

The motion to rescind the decision of the Special Confer- 
ence in 1949, on being put to the vote, received almost no 
support, and the other part of the Buckinghamshire motion 
as well as other motions fell to the ground. 

Dr. J. C. ARTHUR (Gateshead) moved that the increase in 
capitation fees for the first 1,000 be provided solely from 
new moneys coming: into the fund and not by reduction , 
in the capitation fee of lists in excess of that number. There 
was a sound case for-an overall increase,.and the Minister 
might say, “Put it right yourselves.”. Spens.was their 
charter, but, after all, it was not a law of Nature, and. he 
did not think thé profession should do the Minister’s work 
for him. Further, in this fight they were dependent upon 
the support and good will of a large body of practitioners 
who were not particularly dissatisfied with their own situa- 
tion, though they were ready to join with the general body 
of the profession ; but if these practitioners were asked to 
cut down their remuneration irrespective of the new moneys 
obtained from the Government, what would they think of 
the Committee ? The policy should be to provide for the 
smaller practitioner by new money only. 

Dr. McConnet condemned the Gateshead motion as 
unkind and unjust. 

Dr P. C. McKInLay (East Riding) said that the Confer- 
ence would be agreed that it was unreasonable that a practi- 
tioner in order to earn an adequate living should attempt the 
medical care of 4,000 persons. They were being paid on 
the basis of mass-produced medicine. The profession would 
strengthen its case and not weaken it by trying to put its 
own house in order, and that would not lessen in any way 
their demand for a fair increase in the global sum. 

Dr. Wand said that he was sorry Gateshead had persisted 
in this motion. Distribution had to be looked at again, and 
carefully, but Gateshead insisted on providing the whole of 
the increase for thé first 1,000 from new money. He did 
not say that was right or wrong, he was pointing out only 
that < method of distribution might be evolved which would 
not fit in with that formula. He protested against adaman- 
tine resolutions of this kind. This and subsequent motions 
of the same nature might well be withdrawn and discretion 
left to the Committee inthe light of what bad been said at 


“the Conference. 


A motion to pass to thé ‘next business was carried. 


Other Remuneration Proposals / 

Dr. H. Sımrson (Burnley) moved that serious considera- 
tion be given to the proposals for revised remuneration of 
general practitioners and the distribution thereof, as pro- 
pounded by the MedicaP Practitioners Union, and that if 
such proposala were approved in principle by the Confer- 
ence the Committee be instructed to investigate and to incor- 


` ` 








porate them in their forthcoming discussions with the 
Minister. Burnley, he said, was not out to weaken B.M.A. 
policy but to strengthen it. In the Medical Practitioners 
Union there were 4,000 members, and it would surely be 
a good thing if some measure of support were given to 
these people. What was needed‘ in any fight was unity. 
The M.P.U. scheme had an expense factor, which would 
do away with basic salary. It also brought in a length-of- 
service factor, and there was nothing they could object to 
in that. He was not asking acceptance for~the ‘M.P.U. 
proposals, but only for consideration of them as a basis 
of distribution. 

Dr. WAND said that his Committee bad also looked at 
the proposals and had asked the actuary to comment on 
them, but it hdd not come to a decision. It was awaiting 
the offer of the Government before going into full details 
of any method of distribution. Burnley was asking for 
approval of these proposals in principle. They would be 
considered with all other proposals for redistribution at the 
appropriate tıme and when the appropriate money appeared. 
- It was agreed to refer the motion to the Committee. 

Dr. J. G. MACQUEEN (Denbighshire and Flintshire) moved © 


That having regard to the expressed dissatisfaction of general 
practitioners with their remuneration, this Conference strongly 
recommends that the capitation. fee payable to general practi- 
tioners sh Bid be }mmediately increased to £1 5s. per person, and, 
with A + Iw to preventing any deviation from the consideration 
by the Confer ‘ce of the main issue, the questions of redistribu- 
tion of the Sool and the status of practitioners be left in 
abeyance for the present. 


This motion was not a question of distribution ; 1t merely 
said that the capitation fee should be raised to 25s., or, as 
he would prefer to put it, as being better understood by 
people at large, 53d. per person per week, 

Dr- Wana. reminded the Conference that their claims 
related to Tha tie-up had worked to their advan- 
tage in the ~ “years, raising the capitation fee from 
12s. 6d. to 1 immediately. But as all their argu- 
ments in the pE had been based on Spens he thought it 
was not possible to accept a resolution of that kind. He 
felt that if they did get an offer from the Ministry it would 
be tied up with the necessity of discussing with them the 
question of distribution. 

It was agreed to pass tc the next business. 

Dr. R. Rose (Berkshire) moved that as the number of 
principals in unrestri¢ed practice on March'31, 1950, was 
19,039, a figure nyu higher than the original 17,900, the 
amount of the pu Enould be directly related to the number 
of princip: ls at time in the Service. The figures were 
already a i “oÑ of date, and a similar increase might well 
be reckonedtor the year now closing. Not only should the 
pool be related to the number of doctors in the Service, but 
it should fluctuate as the result of regular and fréqùent 
reviews. 

Dr. E. GRAY (London) suggested that the motiom would 
be strengthendd if it merely 1-ad that the. amount of the 
pool should ‘ox directly related to the number’ of principals 
at any tim: int Service. They wanted it made plain that 
this most fir ental principle applied at all times and with 
no vartatiot 

The Berkshire motion was simphfied as Dr. Gray had 
suggested, and in that form was carried nemine contradicente. 

Dr. K. C. Maurice-SmitH (Isle of Ely) requested the Com- 
Mittee to consider methods of ensuring that, in the event of 
any unsettled dispute with the Ministry leading -to mass 
resignation, the general- practitioner service should be organ- 
ized in such a way as to give security to sick, injured, and 
aged members -€ the public from undue hardship, and at 
the same time to provide a reliable source of income for 
general practitioners who had sacrificed their imdividual 
security for fhe common good of their fellows. Four or 
five years ago certain alternative forms of service were 
sent down from Headquarters and discussed. He felt that 
these should now be reconsidered. Possibly if some con- 
crete suggéstions were put forward it might sway waverers 
who were against taking direct and drastic action. 
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Fhe. motion was referred to the'Committee, which, its 


. chairmap said, was looking at the machinery of withdrawal. 


_ Wider Issues 
‘Dr. A. C. E. Breacu (Kent and Canterbury) moved: 
That this Conference believes that stronger support would be 


‘obtained for the proposed withdrawal of service if the issue were 


widened to include other matters than remuneration, sspeanlly 
arbitration. 


His committee was anxious to organize the utmost sup- 
port for any withdrawal of service on which the Conference 
might- decide, but this would be easier were the issue a 
wider one, and a useful addition would be. arbitration. 
Simply to ask doctors to withdraw from service on the 
ground of pounds, shillings, and pence was perhaps a mis- 
take It might well be, however, that the General Medi-\ 
cal Services Committee regarded itself as committed to deal 
only with remuneration. But it seemed worth while raising 
the question because he knew from inquiry in his county 
and from contacts elsewhere that there were a large number 
of doctors who would be more inclined to take this drastic 
step if the issue were a little wider than remuneration. 

Dr. Wanp pointed out that it was unlikely that the ques- 
tion of arbitration would come up on any other matter than 
pounds, shilling, and pence. In Whitley they had been try- 
ing to work out—and had been quite unsuccessfifl—an 
arbitration machinery which would provide not only for! 
general practitioners but for all the health workers in the 
Service. Would the profession resign because the arbitra- 
tion machinery had not been hammered out? He doubted 
whether that would be regarded as an issue of sufficient 
importance. 

Dr. Breacw said that he had wanted to air the subject so 
that if there, were other representatives who had found that 
colleagues in their own areas were reluctant to face what 
was solely a remuneration issue they should say so now 
before it was too late for the issue to be broadened. 

The motion was carried 


2 Public 'Rekations 


Dr. A. M. MAIDEN (Lindsey) had a motion proposing that 
each local medical committee should bring to the notice of 
Members of Parliament the present grievances of general 
practitioners, and that a request be made to all such com- 
mittees to that effect. By this means something might be 
done to improve public relations. If a wide dissemination 
of the facts of their case caused any possible harm, then 
their case could not be a just one. He described meetings 
with Lincolnshire Members of Parliament which shad proved 
to be very successful. 

Dr. WAND said that- these matters had to be taken on the 
bioadest possible basis. In some areas it had been diffi- 


“cult to get Members of Parliament together for the purpose 


of hearing members of the local medical committee. The 
material from which Members of Parliament were to be 
informed should be prepared at Headquarters. (“ No.”) 
The present ‘moment, in the opinion of his Committee, 
was not opportune for a nation-wide campaign, but ‘such 
an occasion might arıse later. He hoped that areas pro- 
posing to embark on such a scheme would first get in touch 
with the Public Relations Officer of the Association. 

Dr. Marpen said that all he advocated was-really a form 
of lobbying, in which he could see no possible harm and 
much possible good. ` 

The Lindsey motion was carried. 

Dr R. Green (East Sussex) asked the’ Conference to 
express its regret at the present state of public relations 
and to urge a more energetic campaign by all possible 
means of propaganda to air grievances concerning the 
lowering of status of the general practitioner and also the 
abuse of the Service by a minority of patients. The pro- 
fession was facing possibly a critical moment in its history, 
and it would be well to consider whether its propaganda: 
had been efficacious. There was undoubtedly a widespread 
feeling that it had been inadequate or at least had failed 

OK 


x g 4 


\ : : 
` to keep a considerable proportion of the population fully 


“a 


informed of the major causes of dissatisfaction. The Press 
had done comparatively little to enlist the sympathy of the 
public for.the general practitioner. Some widely circulated” 
newspapers displayed little or no sympathy at all with the 
general practitioner. The B.B.C. might be asked ‘to put on 
a discussion on the subject. Members of Parliament on 
both sides of the House were extraordinarily ignorant of 
the facts. It should be emphasized in any propaganda that 
it had no political bias. The publicity put forth on behalf 
of the medical profession had not emphasized that the work 
of practitioners now was much harder than in 1948. In 
their emphasis on Spens this fact had been overshadowed. 
Little had been done to suggest to patients the approach 
which they should make for the doctor’s services. Too.many 
thought they ‘were entitled to make demands on the doctor - 
which he had no right to refuse. It was a matter of urgency 
that public opinion should be on the side of the profession ; 
otherwise; if they were driven to resignation, they risked 
antagonizing the public. But if the sympathy of the public 
was to be enlisted the public must know the facts of the 
case. They ‘should be provided with this knowledge through 
every possible channel of communication 

Dr. W. Wooley (Bristol) said that he agreed with the 
last speaker, who, however. had made. no ‘suggestions 
how what he wanted could be done. -How waè it possible 
to persuade editors of widely read papers to insert points of 
view from which they were averse? No one could dictate 


to editors. But in the B.M.A, Divisions there were in most 


areas public relations committees, which might make far 
more use of the local Press. In Bristol they had not got 
a bad Press. The local Press was always ready to put the 
doctors’ peint of view. But they must not expect the centre 
to do all the publicity. 

Dr. T. W. MoRGaN (Surrey) said that publicity could be - 
got comparatively easily if there was a live issue. Certainly 
in Kingston-on-Thames they had no reason to complain of 
the volume of excellent publicity attending the matter of 
the Victoria Hospital.. But it was well for local committees 
to get expert advice before they embarked on a complicated 
and difficult campaign. 


An Understanding Press ‘ 

Dr Wanp said that the timing of publicity was impor- 
tant. Publicity should not be wasted by being put in hand 
at the wrong time. The Press in many important, quarters 
had shown recently a very sympathetic understanding of 
the doctors’ case. He thought, however. it was not for the 
doctors to bring to the notice of the public the abuse of the 
Service by some patients ; that was the job of the Ministry 
Nor was it politic to tell the public that the doctors’ status 
had been lowered: To suggest that the present state of . 
public relations was “deplorable” was unreasonable. It 
was a reflection on the Public Relations Department, which 
had done a valuable piece of work. He’ repeated that a 
publicity campaign on a nation-wide basis was something 
to be undertaken at the proper time, but with negotiations’ 
in their present stage it-did not seem that the present time 
was appropriate. 

Dr. H. Guy Dain (chairman of the Public Relations Com- 
mittee) said that the East Sussex resolution put forward a 
wrong attitude. In the Association they were on excellent. 
terms with most of the Press. They were able always to 
interest the Press in matters in which the public was 
interested. The attitude of the public and the Press alike 
towaids the general practitioner*was one of- considerable 
sympathy. The work of educating Press and public opinion 
on medical problems was steadily going on. 

Dr. GREEN replied that whatever the Public Relations 
Committee had done it had not got down to large sections 
of the public, that is to say, to the working class and lower 
middle class, who did not read some of the papers from 
which Dr. Wand had quoted, but did read papers of vast 
circulation. Now was the time to prepare public opinion 
for what their negotiators should say to the Ministry. 

The East Sussex motion was lost. 


t 
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Dr. A C. E Breacu (Kent and Canterbury) moved: 
That this Conference requests the Public Relations Committee 
e 10 give publicity to the feeling that on matters of remuneration 
and status the profession is in a position by duect action to 
compel prompt settlemegt of its demands; it has deliberately 
forgone this ght in the public interest and is therefore 
entitled to look to the public for support in obtaining a 1eason- 
able settlement of its just claims 


He said that the profession had set aside the right to form 
a trade union and by that act of self-denial had entitled itself 
to a proper consideration of its claims. 
be weakened in the public mind by the fact that it had so 
denied itsélf 

Dr Wanp said that he was prepared to accept this motion 
to be passed to the Public Relations Committee, and this 
was agreed to. j 

eA motion by Newcastle-upon-Tyne was in the following 
terms 

That this Conference 1s of the opinion that our present request 
for an increase in the central pool and its proposed method of 
distribution 1s intumately bound up with the future status of the 
general practitioner. 


The mover was met with cries of “ Agreed,” and the 
motion was carried without a speech. 


Co-operation with the M.P.U. 

Dr. Wanp moved, on behalf of the Committee, that the 
constitution of the General Medical Services Committee be 
altered so as to include representation of the Medical Practiz 
troners Union, and that the Union be entitled to two repre- 
sentatives on the Committee. He said that he was glad to 
put this resolution before the Conference as indicating the 
desire of all bodies of general practitioners to work in 
complete harmony ` 

Dr. A. W Garpner (East Sussex), while fully agreeing 
that friendly relations between the B.M.A. and the M.P.U. 
should be firmly established, moved that the constitution 
of the General Medical Services Committee-should be so 
amended as to empower the Committee to co-opt two 
further members of the profession from societies or bodies 
other than the B.M.A. He said that certain assurances had 
been given on behalf of the Council of the M P.U., but the 
present Council might not be re-elected and it could not 
bind the future. It was unwise to alter the constitution of 
the Committee so that it was compelled ‘to have two mem- 
bers of the M.P.U. on it. The best way to get this favour- 
able relationship established would be to give the Committee 
power to co-opt two members, and, so far as he was con- 
cerned as a member of the Committee, those two members 
would be members of the M.P.U. for as long as the present 
amity continued. The two members concerned had attended 
recent meetings of the Committee and had made very useful 
contributions. But there might come a time when the 
M.P.U would revert to the attitude of a few yeais ago. 

Dr. F M. Rose (Preston) hoped the Conference would 
have nothing to do with this amendment. He believed 
that the bringing in of the M.P.U. was one of the biggest 

. advances in the unity of the profession which had taken 
place for years. Formerly the breach with the M.P.U. had 
been a difficulty in their dealings with the Ministry. He 
asked that this new membership might be endorsed in the 
most generous manner possible. The idea of making certain 
reservations was entirely wrong and contrary to the spirit 
of a generous profession. 

Dr. FRANK Gray (London) endorsed what Dr. Rose had 
said. Their first object was to secure the unity of the 
profession, and this was not to be done by half-hearted 

- measures They had believed it was the right thing to give 


Its case should not. 


the M.P.U., specifically by nomination, two seats on the. 


Committee, not just the possibility that they might be co- 
opted thereon. Their colleagues pelieved that they were 
prepared to work with them whole-heartedly. 

The East Sussex amendment was lost, and the motion by 
Dr. Wand altering the constitution of the Committee ‘to 
allow Of this inclusion was carried with about three 
dissentients. 


“what his colleague had, said 


Dr. Bruce Carpew (general secretary of the M.P.U.} 
thanked the members for the extremely cordial way in which 
this resolution had been received, and he assured them on 
behalf of his organization that they had every intention of 
working in the most loyal spirit with the General Medical 
Services mmuttee. The representative of Burnley had 
spoken earlier. of the M.PU. proposals with regard to 
remuneration, and he had used the argument that the 
consideration of them might further persuade the M.P.U. 
to work with the Conference. He assured them that 
whatever they did with any scheme put forward by his 
organization, whether it was accepted or rejected, it would 
not alter therr determination to work whole-heartedly with 
the Committee and the Conference and to abide by every 
undertaking they had already given. (Applause.) 

Dr. Beppow Bayty (president of the M.P.U.) endorsed 
He regarded this as a very 
auspicious occasion. 

This concluded the business before the Special Conference. 
Dr. W. Woo.rey,*in proposing a vote of thanks to the 
Chairman, congratulated him on his apparently perfect 
recovery from a long illness Dr Jore, in reply, jocularly 
said that he would let them into a secret—he did not call 
in medical advice until he was getting better. 

The Conference, which had assembled at 10 a.m., ended 


at 3.45 p.m. . 


THE B.M.A. IN THE MIDDLE EAST 


A meeting of members of the Mesopotamian Branch, and 
doctors from neighbouring areas, was held on March 18 
at the Basra Petroleum Company’s -hospital, Basra, Iraq. 
Twenty-four doctors attended. Lieutenant-Colonel C. J. A. 
O’KELLy (Basra) was elected to the chair. Dr. E. Grey 
TURNER (Assistant Secretary, B.M.A., London) addressed 
the meeting. He brought greetings from the President 
and Council, and said they fully realized that the 14,000 
members outside the United Kingdom expected the Associa- 
tion to take as much interest in their affairs as was expected 
by the members in Britain. Dr Grey Turner outlined the 
present-day structure of the Association, emphasizing tts 
world-wide links with the Dominions and Colonies and with 
foreign medical associations, such as the American. He 
described the current scientific, ethical, and medico-political 
activities of the Association, and ‘outlined the facilities 
available to membeis. 

Discussing the Mesopotamman Branch, Dr. Grey Turner 
said that the primary function of an overseas branch was 
to be a local medical society, in which doctors of all races 
could meet regularly for scientific, clinical, and social pur- 
poses. Its secondary function was to be a local agency on 
which the Council of the Association could rely for informa- 
tion and advice. Dr. Grey Turner read extracts from the 
minutes of the inaugural meeting of the Mesopotamian 
Branch in 1921, and referred briefly to its subsequent 
history up to the war ‘of 1939-45. In the war the Branch 
had become inactive, but he had felt that a unit of the 
Association could still play a useful part in the Persian 
Gulf area, and accordingly in 1949 he had entered into 
discussions with the medical departments of the principal 
oil companies, and with other doctors concerned, with a 
view to resuscitating the activities of the Branch. The 
outcome of these discussions was the present general meet- 
ing. There was clearly a need for à local medical society 
in each individual area, such as Abadan, Kuwait, and 
Bahrein, but it was equally clear that there was a need 
for a wider organization to unite the medical profession 
of the whole Persian Gulf area. 

The secretary of the meeting, Dr. J, J Topp Morrison 
(Basra), reported that a number of letters of support had 
been received from doctors who were unable to-be present. 

There followed a wide general discussion, after which it 
was unanimously. resolved that the activities of the local 
Branch of the Association should be revived. It was then 
resolved unanimously that the area of the Branch should 


- 
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‘be enlarged to cover all the territories surrounding the 
‘Persian Gulf and that the title of the Branch should be 


changed to “ Middle East Branch.” \ 
Rules were adopted, and the meeting then proceeded to 
elect the following officers and Branch Council: 


President: Lieutenant-Colonel C. J. A. O'Kelly (Basra). 

Honorary Secretary and Treasurer: Dr J. J. Todd „Morrison 
(Basra). + 

Members of Covell: Dr. P. C. C. Garnham (London), ex 
officio (representative of the Branch on the Council of, the 
Dr. A. Andersoh (Abadan), Dr. -J. Brebner 
(Abadan), Colonel W, J. Moody (Bahrein), Dr S. T. Nakib 
(Basra). One vacancy. It was resolved to ask the Kuwait 
Medical Society to fill this seat. |} 


On the evening following the meeting a most successful 
dinsier' was held at the Port Club, Basra. The guests included 
Dr. Mohammed Ali Fatta, Director of-Medical Services of 
Iraqi Ports and Navigation, and Mr. and Mrs. R. Keight 
(British Council). : 


` 





! Pora l’: 


GENERAL ‘MEDICAL COUNCIL a 
ELECTION OF DIRECT REPRESENTATIVES 


Practitioners in England and Wales will receive within the 
next few days voting papers for the purpose of electing seven 


| Direct Representatives of the profession to the General. 


Medical Council. The practitioners chosen as the Associa- 
tion’s candidates have issued an ‘election ‘address which is 
set out below. All members of the Association are asked ‘to 
cast their votes for the signatories to this address; 


` Election Address 


Dear Sir jor Madam, \ 

We, the undersigned medical practitioners, are offering 
ourselves: for election as Direct Representatives of the pro- 
fession'on the General Medical Council. ` 

We believe that the best qualifications for a candidate’ 
for the, office of Direct Representative are a long-and wide 


' experience in the practice of medicine and a souhd'’ know- 


ledge of the many difficult and varied problems which . 


confront: the profession. We are~of the opinion that, the 
nature of these problems makes it important to you"person- 
ally, \and to the profession -as a whole, that the Direct 
Representatives should be in a position to express, with the 
fullest possible authority and knowledge, the views of the 


' general body of practitioners. 
The Medical Act, 1950, has introduced changes in the c con- . 


stitution, functions, and procedure of the General Medical 
Couricil, and we submit that our experience will enable us, 


F 7 x 
years. Formerly President of the Southern Branch and Secretary 
and Chairman of the Winchester Division of the British Medical 
Association. Member of the Council and of the Central Ethical 
Committee of the British Medical Association for six years. « 

James ALEXANDER Brown, M.D., 1,437g@ Pershore, Road, 


‘ Stirchley, Birmingham. Direct Repsesentative on the: General 


if elected, to make a useful contribution, within the body of . 


the Council itself, to the discussions on the operation of the 


. new Act. 


We are all keenly interested in matters affecting- medical 
education and registration, and the five who are at present 
serving as Direct Representatives on the General Medical 
Council already have a thorough knowledge of the discus“ 
sions which‘took place before the new Medical Act was 
presented in. Parliament, Our experience should be of 
special value in connexion with the regulations to be pre- 
scribed by the Council regarding the provisional registration 
of those who have passed a qualifying examination. 

If -elected, we shall use, our influence in maintaining, 
the best traditions and methods of general and consulting 
practice. Our experience and qualifications are summarized 
below, and we hope you will feel that, through us, the views 
of practising doctors will be adequately ' ‘and forcefully 
expressed in the General Medical Council. ' 

ReamaLp Huan BALFOUR, Barrow, M.D., 37, ‘St. ‘Cross, Road, 
Winchester. Secretary of the Southern Branch of the British 
Medical Association for the pagt six years.‘ Chairman of the 
Hampshire Ophthalmic Services Committee for the past three 


' 


Medical Council since 1947. Chairman of the Representative 
Body of the British Medical Association, 1949-50. ‘Member of 
Council of the British Medical Association. 

Ocravius Cyr Carrer, MB. BS, M.R.CS., L.R.C.P., 
Hursley, Poole Road, Bournemouth Direct Representative on 
the General Medical Council smce 1949. Member of Council 
of the British Medical Association. Secretary, Bournemouth ' 
Division of the Brush Medical Association, 1922-45. > 

Harry Guy Damn, M.D., F.R.G.S., Bournbrook House, Selly . 
Oak, Birmingtiam 29 Direct Representative on' the General 
Medical Council since 1934, Chairman of the Representative 
Body of’ the British ‘Medical Association, 1937-42. Chairman of 
Counéil of the British Medical Association, 1943-9.. ° 

EDWARD ANDREW Greco, M D.; LR.C.P.&S.@, 14, Oakley - 
Square, London, N.W.1. Direct Representative on the General 
Medical Council since 1942. Chairman of the Representative 
Body of the British Medical ‘Association, 1948. Chairman of 
Council of Bntish Medical Association ,since 1949. Chairman . 
of the Insurance Acts Committee, 1937-48. 

' JOHN THORNTON IncRaM,, M.D., ERCP., 27, Park ‘Sauer, 
Leeds. Chairman of the Leeds Division of the British Medical i 


‘Association,- 1941-4. Chairman of! the Leeds Joint Council of 


Industrial Medicine, 1942-7. Chica! Sub-dean, Leeds Medical 
School, since 1945. 

Nog. Evsrarp Warerrie.p, O.B.E., M.B., B.S, 'ERCS, 
Birchwood, Guildford Road, Little, Bookham, Surrey. Direct 
Representàtive on the General Medical Council since 1945. 
Chairman of the Central Ethical Committee of the British Medical 
Association, 1935-47; and of sthe:Surrey Local Medical Com- 
mittee since 1946. ‘Member of Council ot Medical Defence 
Union, ` \ 


Our candidature has: been endorsed'by the äpproptiate 


’ Divisions of the British Medical Association. 


We give you an assurance that if we are ‘elected we shall 
devote to your service whatever time and energy may be 
necessary to the proper fulfilment of our duties as Direct 
Representatives, 

We ask you to accord us your yote, and we shall’ be grate! 


‘ ful for your active assistance in securing the votés of your 


colleagues. 
R. H. BALFOUR BARROW. E. A. GREGG. ` : 
J. A. BROWN. ‘J. T. INGRAM. i 
O. C. CARTER. N. E. WATERFIELD. 


H. Guy DAN. 





HELP IN PRACTICES OF “Z” 
RESERVISTS \ 


The suggestion has been, made by one of the Branch 
Councils that the Association might assist in arrangements 
for carrying on the, work of’ practitioners recalled for 15 
days’ training as members, of “ Z” Reserve. It is obviously 
important that adequate arrangements should be made for 
the practices of such men to be conducted during their 
absence. The circumstances of individual cases wili differ, 
but it may be found practicable in some instances for help 
to be provided, where desired, by neighbouring colleagues. 
The Divisions may like to ‘consider the possibility of 
arranging such assistance in suitable ‘cases. 4 





t g y . 
Correction ; 

We mistakenly reported in the Supplement of March 31 (p. 136) , 
that the report on the association of the gtneral practitioner with 
hospital work was approved by the Council at its meeting on 
March 14. In fact, the report was withdrawn so that it could . 
be considered by the Central Consultants ‘and. p Specialist 
Committee and the G.M.S. Committee.. i 


~ 
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LOAN OF HOSPITAL RECORDS 


An inquiry has recently been 1eceived from a hospital about 
*the propriety of hospital records being lent to the Ministry 
of National InSirance without an officer of the hospital 
~~having actually seen the patient's written consent. The 

‘ Central Ethical Committee has exammed the procedure in 
consultation with the Ministry of National Insurance, and 
it considers that the written assurance of the regional medi- 
cal officer of the Mimistry that the patient’s consent has 
been obtained in writing should be regarded as authentic. 
The consent is given on the form used by: the patient in 
submitting his formal claim, and it is thought that it would 
complicate the procedure unnecessarily if an additional con- 
sent form were provided for separate completion and trans- 
mission to the hospital. 


penner 
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Correspondence 








Déctors and Patients 


Sır, —ln a report in the Sunday Times (March 11) Mr. J. E. 
MacColl, Labour M P. for Widnes, is said to have referred 
to “a growing estrangement between doctors and patients.” 

“The patient reads his newspaper, he has become aware of 
the cleavage between the specialist and the general practitioner. 
More and more he finds himself referred to hospita] in any diffi- 
culty, and he has come to expect it He notes how little attention 
seems to be paid there to his doctor’s opinions and that confirms 
what he reads, that the general practitioner is a second-rater, 
only to be trusted in the simplest matters.” - 


I feel that this is the most important observation I have 
seen made since the introduction of the N.H.S. It is only 
too true and is serious. I know that many men now feel so 
frustrated that uf they could give up they would. The matter, 
I feel, should be considered at the very highest levels, for I 
believe that Government circles must bear the blame. Their 
public pronouncements over many years have led the public 
to expect what is not possible. .The newspapers also have 
much to be blamed for as well as radio and T.V. There is 
a limit to public exhibition of human ailments—I am, etc., 

London, N 6. W. L. TEMPLETON. 


Doctors and Dentists \ 


X: 

‘SirR,—In answer to Dr. J. A. Sinclair’s letter (Supplement, 
March 24, page 94): regarding paragraph (1), supposing a 
dentist does 20 fillings a day at 16s. a filling, then with 
expenses at 50% he is making over, £2,000 per annum net, 
and that with only a 5-day week. I am sure most general 
practitioners would be only too delighted to make this figure 
net ; in fact I am quite certain that most general practitioners 
are making far short of this*figure. 

In paragraph (2) Dr. Sinclair states that general practice 
js a rest cure compared with dentistry. I am absolutely 
dumbfounded, all the more so when, last night, I had to get 
out of a warm bed at 11.30 p.m., dress, get out the car, and 
go to a case three miles away—and again at 8.a.m. to-day 
Does Dr. Sinclair~realize that single-handed G.P.s are on 
duty 24 hours of the day the whole year round? We are 
unable to knock off work at 6 p.m until 9 a m. the following 
morning, have week-ends off and all public holidays {i have 
had to do 15 visits to-day—-Good Friday). 

Regarding paragraph (3) in his letter, 1 think it is perfectly 
disgraceful that an unqualified dentist should take financial 
precedence over a general practitioner who has worked hard 
for a university degree. 

In conclusion I should like to say that I bear my friends 
the dentists no grudge, but are Dr. Sinclair, jet us be 
fair—I am, etc., 

Alfriston, Sussex 


S 


W. D G. Trove. 


Association Notices 


NIGERIA BRANCA 
Notice is hereby given that the Council has formed a Nigeria 
Branch comprising the Colony and Protectorate of Nigeria 
and the, Cameroons under United Kingdom trusteéship 
A. MACRAE, ` 
r ; Secretary. 


- Diary of Central Meeting? 


` APRIL 
10 Tues. ‘Scholarships Subcommittee, Science Committee, 
(11.30 a.m. 
10 Tues. Central Ethical Committee, 2 p.m. 5 
11 Wed. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m. 
11 Wed. Private Practice Committee, 2 p.m. 
12 Thurs. General Medical Services Committee, 11 a.m. 
12 Thurs. Journal Committee, 2 p m. 
13 Fri. Committee on Organization of Scientific Sections 
at Annual Meetings, 1030 am _ ., J 
13 Fri. Charities Committee, 2 p.m. ‘ 
13 Fri. Colones and Dependencies Committee, 2 p-m 
13 Fri. Editorial Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 
13 pi. Ophthalmic Group Committee, 2 p.m. 
16 Mon , Armed Forces Committee, 2 p.m 
16 Mon J oint Committee, Subcommittee on Merit Awards, 
p.m 
17 Tues. Organization Committee, 2 p.m. 
18 Wed. fonte Committee, Subcommittee on Registrars (at 
Ministry of Health), 10.30 a.m. 
18 Wed.. Film Committee, 2 p.m. 
‘ 19 Thurs Dermatologists Group Committee, 10.30 a.m. 
19 Thurs. International Relations Committee, 2 p.m 
19 Thurs. Joint Formulary Committee, 2 p.m. 
19 Thurs. Occupational Health Committee, 2 p.m 
19 Thurs. Staff Side Committee C, 2.15 p.m. 
: 1200 Fri. Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m. 
20 Fri Public Health Committee, 2 p.m. 
23 Mon Conference of Regional Officers, 2 p.m. 


' 


Branch and Division Meetings to be Held 


BIRMINGHAM Drvision.—At Grosvenor Rooms, Grand Hotel, 
Colmore Row, Birmingham, Tuesday, April 10, 8.30 p.m. annual 


Doncaster DIVISION.—At Parkinson’s Cafe, 
Doncaster, ery pada, A pril 10, 7.45 pm. dinner, mi lowed by 
address erer: ay  Anaemias ” Antibiotics.” 
sarl Drvision.—At ieee - Royal bevon and Exeter 
Hospital, Thursday, April as 0 pm., (1) Dr. E. D. Irvine: 
* The Relationships of Medical Practitioners with the Public 
Health Service”; (2) Instructions to Representatives at Annual 
Representative Meeting. 

ScunTHores Drvision.—At the Royal Hotel Scunthorpe, 
Thursday, y, April 12, 7.30 for 8.45 p m., address b Professor R. S. 
h Mingworth “ Some Common ehaviour Problems of Child- 
00 


. SOUTH BEDFORDSHIRE Division,—At Nurses’ Lecture Room, 
Luton and Lele oie Hospital, Friday, April 13, 9 p.m., Annual 

B.M.A. Mitchiner: “ Memories of the 
Middle Fast ” d) cd 

Sourn-West Essex Division.—At Clinic Hall, Thorpe Coombe 
Maternity Hospital, 714, Forest Road, Wal althamstow, 

Wednesday, April-11, 8.30 p m., lecture by Dr. W. „Pointon Dick: 
“ Anti-Tuberculosis "Vaccine. ical Trials ” 
Ramsay’ “Some Practical Aspects “a Rod 


Swansea Division.—At Cimla Hospital, Thursday, April 12, 
8 p.m., clinical meeting. 
sa 


Street, 


Tunsripog Wetts Division.—At Kent and Sussex H 
Wednesday, April 11, 830 p.m., lecture by Dr. T. Rowland 


. West HERTS Division. —At ‘Nurses? Home Ceautstord House), 
Peace Memorial Hospital, Watford, Friday, 13, 8.30 pm., 
, lecture e by Mr. Patrick Clarkson: “M aneas of Atomic 


Warf 

Wesntiusria AND HOLBORN Division.—At Wi 
Hall, Charing Cross Road, London, W.C., Thue, 
8 p.m., ordinary meeting. f 


i 


City 
April 12, 
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Medical Practices Committee - oe Ue 


Branch and Division Meetings to be Held - 
i > 





REMUNERATION OF MEDICAL PRACTITIONERS UNDERTAKING PART- TIME 


WORK FOR LOCAL 


Che following memorandum of recommendations was agreed 
to at conferences held at the Ministry of Health under the 
chairmanship of Mr. E. M. T. Firth at which representatives 
of the County Councils Association, the Association of 
Municipal Corporations, the Urban District Councils 
Association, the Rural District Councils Association, the 
London County Council, the Metropolitan Boroughs Stand- 
ing Joint Committee, and the British Medical Association 
were present. 


L/ Medical Certificate under tite Lunacy Act, 1890 
A fee of £2 2s. should be paid in respect of a certificate 


under the Lunacy Act, other than a certificate under Sections 
5 (8) or 335 of the Act, which is given free of charge. 


n Medical Certificate under the Mental Decency Act, 1913 
A fee of £2 2s. should be paid. 


{IL Recommendation under the Mental Treatment Act, 1930 


A fee of £2 2s, should be paid in respect of a recom- 
mendation under Section 5 of the Act, and a fee of £1 5s. in 
respect of a recommendation under Section 1 (2) of the Act. 

Norse: The foregoing fees in I, H, and III should be paid in all 
cases where the practitioner has carried out the examination, 
irrespective of whether or not he is able to complete the certificate 
or recommendation, or of whether in I and II an order in respect 
of tho patient is subsequently made by the Justice. A 


1V. Visiting Medical Officers to Establishments Maintained 
by Local Authorities 


(1) The types óf establishment covered by this sale are 
as follows: 


(a) Residential nurseries ‘accommodating . children aged 0-5. 


years. 

(b) Nursery schools accommodating children from 2 to 5 years. 

(c) Residential special schools accommodating ‘handicapped 
children of various types. 

{d} Local authority boarding schools i. 

(e) Remand Homes. 

(f) Children’s reception centres (short-stay cases) , 

(g) Mother-and-baby homes. 

(h) Institutions accommodating healthy and/or infirm meh 
and/or women (old Public Assistance Institutions). 

(N Rest homes for aged healthy/infirm men and for women 


‘boarded out under the 


AUTHORITIES 


(jf) Reception centres accommodating “ casuals.” 
(k) Hostels for homeless blind persons 
(D Children’s homes. 


(2) Remuneration for regular and routine attendances 
should be by annual salary or sessional fee at the discretion 
of the local authority. Where the sessional basis is adopted, 
the appropriaie fee laid down in the agreement of February, 
1947, should be paid. Where the ‘salary basis is adopted. 


. the remuneration should be based on the number of hours 


e 


per week spent at the establishment, and should be at the- 


following rate: ; 
Hours per Week Annual Salary 

> £ 

l ; . B 


s2 
with an addition of £50 ‘for each hour over two 


(3) The number of hours per week to which the annual 
salary is related shall be a matter for agreement from time 
to time between the local authority and the practitioner 
concerned, it being understood that agreements embodying 
peri ds of half an hour or any other period of less than an 
hour (with proportionate rate of payment) are not precluded 

(4) A practitioner remunerated by annual salary will be 
responsible for providing a locum, at his own expense, when 
he is unable to carry out the duties himself. 

(5) An emergency visit (being a visit made at the special 
request of the institution, and outside the regular and routine 
attendances) which is not covered by National Health 
Service arrangements should be paid for as follows: 


' ` s à 
Visits between the hours of 9 a.m. and 8 p.m. .. ! 10 6 
Visits between the bours of 8 p.m. and 9 am. .. 110 


(6) The fees for visiting medical officers as set out above 
refer to services not covered by the National Health Service 
Acf, 1946, and are in addition to normal capitation fees under 
the Act, it being understood that every effort should be made 
to relate the arrangements to work done over and above trat 
carried out under the National Health Service.’ 


Vv. Boarded:out Children 


A fee of £1 5s. should be paid to practitioners undri 
the initial medical examination of children committed to the 
care of or received into care by a local authority and 
Children and Young Persons 

‘2412 


N 
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(Boarding Out) Rules, 1946. For the subsequent annual 


examinations a fee of 12s. 6d. should be paid. These 
fees include both examination and report. 
VI. Medical Qfficers to Fire Brigades 
The following fees should be paid. 
' £s d 
Examination of a new candidate for the Fire 
Brigades, with report sa ss - 150 
Report—e.g., on a sick man, by own medical 
attendant . vi ie a z 10, 6 
Examination and special report by independent 
referes ech a ie wae 6 ok 5,0 
Examination of an officer with a view to 
selection for a higher appointment a Le $0 


Vil. Medical Examination for Superannuation 


Where a medical examination is carried out for super- 
annuation purposes a fee of £1 5s. should be paid. This 
fee includes a report. . 

VII. Lectures : 

For giving courses of elementary lectures to the lay public 
on first aid to the injured, home nursing, child care, and 
hygiene a fee of £1 11s. 6d. should be paid in respect of 
each Jecture of one hour's duration. 


IX. Mileage Allowance 


In all the foregoing cases, a mileage allowance should 
be paid at the rate of 1s. per mile each way for every mile 
travelled outside a radius of two miles (or, in the case of 
urban areas, such other radius as may have been agreed 
locally between the local executive council and the local 
medical committee as the normal area of practice), the 
mileage being reckoned from the practitioner's home or from 
any centre from which he practises, whichever is the less, 
subject to a maximum allowance of 20s. for the return 
journey ; provided that no such allowance shall be payable 
in respect of any distance travelled for which the practitioner 
receives or has claimed an allowance otherwise, or in respect 
of any visit or attendance for the purpose of rendering 
general medical services under the National Health Service 
Act, 1946. 

X. Advisory Committee 


Committee C of the Medical Whitley Council of the 
Whitley Councils for the Health Services (Great Britain) 


shall hear and advise upon any application for the settlement 


of differences or the clarification of points, of obscurity. 


XI. Saving for Better Conditions 


Nothing in these recommendations shall prevent a medical 
practitioner from continuing his present contractual arrange- 
ments with a local authority, taken as a whole, in lieu of 
those enumerated above, provided that in determining 
whether the foregoing arrangements are less favourable to 
the practitioner the remuneration now being received for 
general medical services under the National Health Service 
Act, 1946, should also be taken intg -account where 
appropriate. 

XIL Date of Operation i 

It is recommended that these arrangements should be 
adopted with effect from April 1, 1951. The arrangements 
shall be subject to review at any time after 12 months from 
tbat date at the instance of any of the parties thereto on 
three months’ notice being given. 








PRACTITIONERS IN PRIVATE PRACTICE - 


The B.M.A. is at present preparing a list of practitioners 
who are engaged wholly in private practice. A number 
of these, practitioners are already known as a result of 
replies -received to a questionary sent to individual practi- 
tioners. “It would be very helpful, however, if other mem- 
bers who are so employed would forward their names to 
the Secretary for inclusion in the list. 


PRESCRIBING BY CONSULTANTS 


As has been stated in the Annual Report of Council (Supple- 
ment, March 31) the Central Consultants and Specialists 


_ Committee has expressed the opinion that, in order to pre- 


vent possible embarrassinent to the general practitioner, a 
consultant should refrain from revealing to a patient details 
s any treatment he has advised-the general practitioner to 
adopt. 1 

The point has now been brought to the notice of the 
Central Ethical Committee, which considers that the posi- 
tion is Jargely covered by Rule 6 of the Rules as to the 
Ethics of Medical Consultations, approved by the Repre- 
sentative Body last year. 

Rule 6 reads as follows: 


If for any reason the practitioner consulted and the attending 
practitioner cannot examine the patient together, the attending 
practitioner should send to the practitioner consulted a brief 
history of the case. After examining the patient the practitioner 
consulted shall forward his opinion together with any advice as 
to treatment he may advise in a sealed envelope addressed to the 
attending practitioner, and he may give to the patient or to the 
patient’s representatives such information as he judges appropriate 
to the position. 


In order to make the position quite clear, the Central 
Ethicdl Committee proposes to recommend a modification 
of the wording of Rule 6 when these rules are again reviewed. 





CENTRAL CONSULTANTS AND 
SPECIALISTS COMMITTEE \ 
(SCOTLAND) pe 


The Central Consultants and Specialists Committee (Scot- 
land) met at B.M.A. House, Edinburgh, on March 19, with 
Mr. Murray NEWTON in the chair, The Committee had 
before it a request from the Scottish Branch of the Medica} 
Superintendents Society that the Committee should reaffirm 
its support for the continuance. of the: traditional system of 
Scottish hospital administration, under which the medical 
superintendent is the chief executive officer in the hospital 
The society drew attention to. the fact that the Central 
Health Services Council for England and Wales would 
shortly be reporting on medical administration in hospitals, 
and there was anxiety among the medical superintendents 
in Scotland lest this might lead to the adoption in 
Scotland of the English system of administration by a lay 
secretary. 

The Secretary, Dr. E. R. C. WALKER, in reply to a ques- 
tion, stated that he had no reason to believe that the Depart- 
ment of Health for Scotland had altered its view that the 
system of medical administration at present obtaining in 


. Scotland was the most satisfactory and should be preserved. 


The Committee unanimously agreed to reaffirm the views 
expressed in the report prepared in 1949 by the special sub- 
committee on the position of medical superintendents in the 
National Health Service. á i 

The CHARMAN reported that the Committee’s opinion in 
favour of the establishment of an intermediate grade within 
tbe consultant scale had been referred tọ the Joint Com- 
mittee for Consultants and Specialists (Scotland) at its meet- 
ing on March 12. There had been unanimity of agreement 
on the necessity for the introduction of such a grade, but 
there had been some divergence of opinion on the proposal 
that appointments to the new grade should be permanent. 
Eventually the Committee had resolved to ask the Depart- 
ment of Health to meet them at an early date to discuss 
without prejudice the whole problem of hospital medical 
establishment. d 


Laboratory Services á 

The Committee geve further consideration to the position 
of laboratory staff in Scotland and to the question of Jabora- 
tory services for private patients at home or in nursing-homes 


$ 
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The Committee had previously agreed that if such services 
were not to be given free to private patients then the full- 
time pathologists should not be-preciaded from claim- 
ing ‘fees for private work undertaken, and ‘should be 
entitled to carry out remunerated domiciliary consultations. 
In reply. to an inquiry on the subject, the Department of 
Heaith had stated that private patients were entitled to free 
laboratory services, but if they were anxious to pay for this 
service there was no objection to a fee being paid to the 
regional hospital board.» There could, however, be no 
question of the fee being paid direct to the whole-time 
pathologists. \ 

It was agreed that the members of the Committee, should 
ascertain by personal inquiry if the pathologists in Scotland 
held strong views on their being precluded from undertaking 
private work. i 

The Committee also considered the anomalies in the 
remuneration of pathologists in the employment of the 
universities and their colleagues in contract with regional 
hospital boards. `It was agreed that matter should be 
remitted to the Scottish Joint Committee for discussion with~ 
the Department of Health. i 





MEDICAL PRACTICES COMMITTEE’ 


The following amendments in classification of areas have 
been made by the Medical Practices Committee: - 

Schedule I1-—Deletions: Cornwall: Camborne, Helston. Kent 
and Canterbury: delete the words “except St. Paul’s Cray and 
St. Mary Cray” after the Urban District of Chislehurst and 
Sidcup, and the words “with the exception of the Poverest 
“Ward” after the Urban District of Orpington. Sussex (West):, 
West Wittering. Glamorganshire: Whitchurch and Rhiwbina 
(Cardiff Rural District). 

Schedule HI— Additions: Cornwall: Cambome, Helston, 
Praze, Glamorganshire: Rhiwbina and Whitchurch (Cardiff 
Rural District). Deletions: Devon and Exeter: Torrington. 
Oxford County and City: Chipping Norton, 

Schedule 1V.—Additigons: Devon and Exeter: Torrington. 
Oxford County and City: Chipping Norton. ~ Sussex West: 
Wittering and Itchenor Districts. Deletions: Kent and Canter- 
bury: St. Paul’s Cray, St. Mary Cray, and the Poverest Ward of 
Orpington Urban District. 


nd, 


CONTROL OF MEDICAL MAN-POWER . 


STATEMENT BY CENTRAL MEDICAL -WAR 
COMMITTEE 


Many doctors, and in particular those who have “reserve 
commitments to the armed Forces, have expressed anxiety 
about their position and possible liability for active service 
in the event of war. For a long time the Central Medical 
War Committee has been urging the Government to set 
up suitable machinery for the provision of advice on the 
availability for recall in an emergency of individual doctors 
with reserve commitments. The committee 1s now author- 
ized by the Ministries concerned to publish the information 
given below. 

During the last war the allocation of medical man-power 
between the various Services was arranged on the advice 
of a professional committee, the Medical Priority Com- 
mittee, while the actual recruitment of doctors into the 
Services was undertaken by other professional committees— 
namely, the Central. Medical War Committee, the Scottish 
Central Medical War Committee, and the Committee of 
Reference, with the advice and assistance of local, medical 
\war committees. .The Medical Priority Committee, the 
Central Medical War Committees, and the Committee of 
Reference have continued, since the end of the war, to 
organize the recruitment of doctors with National Service 
obligations. i 


Discussions have now’ been proceeding for some time 
between the representative medical organizations and the 
Ministries on the establishment of new machinery of con- 
trol designed to take account of the changes in the structure’ 
of the health services brought about by the*National Health. 
Service Acts. Under these new afrangements the control 
machinery will be broadly similar to that now existing ; 
new area eommittees will be established to deal with the 
various branches of the medical service—that is, the generat 
practitioner service, the hospital service, and the public 
health medical service. It is hoped that the new machinery 
will be fully established within the next two or three months 


- Screening of Doctors 

In the meantime it has become necessary for the Service 
Departments to begin reviewing the position of doctors ‘with 
reserve commitments and to earmark those who would” be 
the first to be recalled to the colours in the early stages of 
any future war. This procedure is part of a wider review 
which covers reservists in all walks of life'and is not con- 
fined to doctors. Arrangements have been made for the 
doctors concerned to be “screened ”—that is to say, for 
their commitments in civil life to be reviewed so that, if 
the recall of a particular doctor in the early stages of a 
war appeared likely to prejudice some important branch of 
the civilian medical service, cancelfation or deferment of 
the recall could be considered. 

It has now been decided, after consultation’ with the 
Central Medical War Committee and the General Medical 
Services Committee, that the Central Medical War Com- 
mittee will undertake the interim “screening” of reservists 
who are general practitioners, and that the local medical 
committees established in accordance with Section 32 of 
the National Health Service -Act, 1946, should be invited 


- to assist the Central Medical War Committee in this work, ‘ 


a lay member nominated by the executive council being 
co-opted to the local medical committee for this purpose. 
In Scotland similar arrangements are being made for the 
“Screening ” to be carried out by the Scottish Central Medi- 
cal War Committee with the co-operation of the local medicat 
committees. 

Purely as,a stop-gap measure, provisional “screening ” 
of doctors in other branches of the medical profession has 
already been carried out by medical officers of the Health 
Departments. This “screening” will be reviewed by the 
appropriate professional committees as soon as agreed 
machinery for local consultation has been set up. 

The “screening ” procedure described above is concerned 
solely with the question of the effect of recall on the civilian ' 
medical services. It is not concerned at all with any ques- 
tion, of personal hardship, which in the case of a reservist, 
whether a medical man or layman, is a matter for the 
consideration of the Service Departments, to which appeals 
may be made at the time of recall. 


L 





SIR CHARLES HASTINGS MEMORIAL 
a FESTIVAL 
This festival will be held on Wednesday, May 30, at 
Worcester, and the first Sir Charles Hastings Memorial 
Lecture will be given by Dr. W. H. McMenemey. 

A memorial sevice will be held in the cathedral at 
12 noon, the address being given by the Bishop of 
Worcester, Dr. W. Wilson Cash. Visitors will assemble 
for robing at 11.30 to 11.45 am. 

The Memorial Lecture will be delivered at the Guild Hal! 
at 3 p.m. 

Tea is to be proyided at Worcester Royal Infirmary at 
4.30 p.m., and there ‘will be an exhibition of relics of Sir 
Charles Hastings in the board-room there. v 

Further details will be given in a subsequent ï issue. 
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CENTRAL CONSULTANTS AND 
. SPECIALISTS COMMITTEE 


~ 
PROPOSED FESTIVAL SCIENTIFIC MEETING 


A meeting of the Central Consultants and Specialists Com- 
mittee was held on April 5 under the chairmanship of 
Dr. T. RowLanp Hint, 

The CHARMAN said that he had felt it to be very un- 
fortunate that, owing ‘to the late cancellation of the South 
African visit, there should be no scientific meeting in associa- 
tion with the Annual Meeting this Festival of Britain year. 
-The Council had agreed to invite this Committee and the 
Science Committee to explore the possibility of holding such 
a scientific meeting in conjunction with the Annual Repre- 
sentative Meeting in June. It was then found that the Royal 
Society of Medicine was planning something along the same 
lines, and it had accordingly been suggested that it should 
be made a joint occasion. The arrangements were under 
discussion, but in general what was proposed was a series of 
symposia on subjects of general medical interest. 

The Committee indicated its warm concurrence with the 
proposal, 

The Committee went on to consider action to be taken to 
support the Commonwealth obligations of the Association, 
in particular the arrangements which it was possible to make 
when a request was received for the attendance of a delegate 
at a congress or annual meeting of a Branch or Federated 
Association in the Dominions and Colonies. The Secretary 
explained the manner in which delegates had so far been 
appointed. 

The CHAIRMAN oF Counci (Dr. Gregg) said that the 
British Commonwealth Medical Conference, of which two 
meetings had been held, one in Canada and the other in 
Australia, had proved highly successful, but it imposed no 
light’ financial burden on the Association, especially if it 
were held annually. A biennial conference had been 
suggested, the next to be held in 1953, but owing to the 
cancellation of the proposed conference to be held at 
Johannesburg this year it was noW thought that the date 
of the next Conference, to be held in India, should be 
brought forward to 1952. 

He added that the Association had taken the initiative in 
Commonwealth relations and proposed to continue to do 
so, but it had to bear in mind the warning which the 
Treasurer had given to the Council at its last meeting con- 
cerning the Association's growing expenditure. 


Joint Consultations 


Attention was drawn to a recent statement by the new 
Minister of Health, declaring himself a profound believer in 
joint consultation and desirous of developing it to the maxi- 
mum extent in the Health Service. He wanted everyone in 
the Service to feel that they were partners in a national 
enterprise, and said that their ideas and suggestions would 
be welcomed and considered and their co-operation be highly 
valued. 

It was felt that this statement was very welcome, and it 
was agreed to transmit it to the Joint Committee with the 
suggestion that it be pursued. 

The CHAIRMAN gave an oral account of the work of the 
Joint Committee and Committee B of the Medical Whitley 
Council. 

One point in discussion concerned appointments of medi- 
cal staff. Mr. KinpersLey urged that it was absolutely 
necessary that, the moment the regional board sanctioned 
a medical appointment of any sort whatsoever, the board 
itself should be responsible for the finance involved and 
not the management committee. He thought that was a 

jpoint to be taken up with the Ministry. The Committee 
indicated its agreement. ' f 
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Liaison with General Practitioners 


The Committee further considered the report on the 
association of the. general practitioner with hospital work. 
It had before it the recommendations of the ‘iaison Com- 
mittee of consultants and general practitioners. Of one or 
two criticisms made by that committee of the main docu- 
ment the principal was an objection to the use of the pro- 
posed term “associate specialist,” which was thought to be 
inappropriate in view of the fact that the use of the word 
“ specialist” had been discontinued by the Ministry. 

Certain members of the Committee, however, approved 
the new term, preferring it to “assistant,” holding also that 
a new grade of “assistant” might constitute a difficulty in 
negotiations. Mr. KINDERSLEY said that an “associate 
specialist” was essentially a/general practitioner who had 
had experience in a specialty. His work would be done, not 
in large hospitals, but mainly in district or cottage hospitals. 
He urged that in these smaller hospitals someone should be 


“recognized as being of functional value in certain special- 


ties—certainly in surgery, anaesthesia, and orthopaedics— 
and it was here that these “ associate specialists ” came in, 
performing a registrar or super-registrar function. 

After some discussion, however, it was agreed by a 
majority, on the motion of Mr. NORTHFIELD, that the 
term ¥ associate specialist” was inappropriate. The general 
comments of the Committee on the report will be given to 
Council. 


Conditions of Service of Whole-time Consultants 


A deputation from the Association of Whole-time Salaried 
Specialists was received, consisting of Mr. Rufus Thomas 
(president), Dr. J. Duncan White (hon. treasurer), and 
Dr. C. Allan Birch (hon. secretary). 

The deputation drew attention to the disparity which continues 
to exist under the terms and conditions of service as between part- 
time and whole-time consultants. They pointed ont that the 
difference in remuneration as between the two classes of con- 
sultants was equivalent only to payment for one and a half 
sessions, or in terms of cash on the basis of the top grade of 
salary, £375 a year, and to offset this difference the part-time con- 
sultant had private practice, payment for domiciliary consultations 
up to a certain amount, the right to claim mileage allowance for 
journeys to hospital, and income-tax relief in respect of many. 
items for which the whole-time consultant could not claim, 

One point which they felt required clarification concerned the 
content of whole-time service. For the purposes of remunera- 
tion ıt was classed as 11 sessions. If this was accepted as the 
standard of the amount of time expected to be spent in clinical 
work it meant a 38-hour week, exclusive of any time taken in 
travelling, and many whole-time consultants put in far more time 
than this. The principle of equal pay for equal work tended 
to be overlooked. Other questions which they thought should be 
considered were car allowances and telephone rentals. They 
asked for the support of the Central Committee in their claim 
made to Committee B of the Medical Whitley Council. 


The CHAIRMAN said that several of the points brought for- 
ward were now under consideration in Committee B. On the 
motion of Professor T. H. Oliver it was agreed to support 
whole-time officers in relation to car and telephone allow- 
ances and subscriptions to learned societies. 

i 


Further Business 


The Committee considered the recent Ministry circular on 
the provision of consultant service in the patient’s home 
Discussion took place on what constituted a consultation. 
The model form attached to the statement was the subject 
of some criticisms and certain modifications were suggested. 

It had previously been reported to the Committee that 
machinery had been established for the settlement of dis- 
putes on conditions of service between individual officers and 
their employing authority (see Supplement, March 10, p. 69). 
This provided for an appeal on behalf of the officer by his 
professional organization represented in the Whitley Council, 
the regional appeals committee consisting of an equal number 


~ it would be rather difficult to insist on varying them. 
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of representatives of the management and the staff sides. 
Committee B had agreed that the appointment of the staff 
sido representatives should be delegated to the Central Con- 
sultants and Specialists Committee. It was reported that the 
machinery was working quite satisfactorily. 

A question had been raised by. the Committee concerning 
the action of one regional board in inviting S.H.M.O.s to 
undertake domiciliary consultations. The „Ministry had 


replied that there were areas in which S.H.M.O.s must be. 


used owing to lack of consultants—a condition which would 
gradually lapse as the S.H.M.O.s concerned retired and con- 
sultants replaced them. It was not intended in future that 
S.H.M.O.s, should undertake domiciliary consultation. It 
was added that, owing to an original’ misunderstanding, there 
had not been discrimination between areas with and with- 
out consultants, but the contracts had now been signed, and 
„The 
reply was regarded as satisfactory in the circumstances, 

The Committee received sympathetically a memorandum 


from the executive committee of the Registrars Group. One. 


point strongly urged ‘was that the selection of potential con- 
sultants should take place mainly at the senior-registrar~ 
registrar level—in other words, that the wastage should take 
place mainly at this stage. These people would ordinarily 
be 30-31 years of age and would have done three to four 
years’ specialist work, which should be sufficient tọ show 
their worth. 

Among other business various resolutions from Group 
Committees of the Association and from Regional Con- 
sultants and Specialists Committees were considered, 








` 


Heard at Headquarters 








Penny a Week for the Doctor ` 


The confusion between National Insurance and the 
National Health Service is difficult ‘to eradicate from the 
public mind, probably: because insurance and health were 
linked together for a generation. But the result is to lead 
many people to suppose that the doctors are making a big 
hole in the weekly wage packet. Only the other day an 
intelligent man said to us, “This Health Service costs me 


. —just me-—over £12 a year, and up to now I have not got 


g 


anything in return.” The Association has issued leaflets, 
posters, and statements in the Press to set forth the actual 
position, but it is the kind of ‘correction that needs to be 
made over and over again. The Public Relations Depart- 
ment has now got out an attractive coloured poster, for 
display in waiting-rooms and surgeries, telling the reader 
that out of the 4s. 11d. taken from the pay of the adult 
male worker, together with the 4s. 2d. taken from the 
employer weekly, making 9s. 1d. in all, only 10d. goes to 
the National Health’ Service, and that 10d. goes towards 
the cost of hospitals, nurses, dentists, chemists, ambulances, 
opticians, and much else, leaying the family doctor with just 
about one penny. The thing has been said before, but it 
needs to be said again. 


Where Planning is Needed 

Another aspect of the cost of the Health, Service was 
brought home by Mr. Lafitte, chairman of the PEP. Health 
Group, in his address to the, recent conference on the 
administrative problems of the Service, which was briefly 
teported in the issue of March 31. He pointed out that, a 
wholly inadequate amount is being spent on the “ front-line ” 
services as compared with the services at the rear. 
front-line services are meant general practitioners, mid- 
wives, district nurses, and so forth. If the services were 
rationally planned. the front-line services would be built 
up so as to screen away from the hospitals and other 
services at the rear the greatest possible amount of work. 
Yet in fact, if dental, ophthalmic, and ambulance services 


\ 


be omitted; the front line now gets only £1 for-every £2 
spent on the rear services, and, moreover, that £1 includes 
a heavy charge for prescriptions. Mr. Lafitte very Properly 
asked whether this meant the most efficient and economica 

balance of expenditure. He was in favOur of charges to 
patients—2s. 6d. for an ambulance’ (except in accident cases), 
a guinea for spectacles or dentures, and a charge for repairs 
and replacements of these appliances unless the patient can 
prove that he is not to blame for their damage: or loss. 


i Correspondence 


eee 
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-Consultation with Family Doctor | « 


Sır —On every side one hears of the falling status of the 
family doctor and general practitioner. With this it would 
appear that a gulf which is widening rapidly has developed 
between the hospital doctor and his colleague in general 
practice. The causes for this situation are no doubt multiple 


. and different, but the effect upon medical practice in the 


By, 


future cannot be anything short of disastrous. 

Many of the immediate difficulties are no doubt related 
to ‘finance, and many of the suggestions which have been 
made, suggestions which would go far to improve the present 
situation, are impracticable. I refer particularly to facilities 
whereby general practitioners would be able to continue 
the treatment of certain of their own cases in general hos- 
pital beds. The impossibility of realizing this aim for the 


time being should not deter us from doing what can be done. 


to relieve the threatening situation. With this end in mind 
I have wondered whether it might not be possible for con- 
sultants and specialists to be placed in the position in which 
they would be able to request a consultation with the 
patient’s family doctor, the consultation to take place in 
the hospital wards or out-patients department. Such an 
arrangement would frequently be of great value to the 
patient, and would at the same time introduce the general 
practitioner to the inside activities of the hospital. Before 
long he would be welcomed by ‘sisters and nursing s 


who would realize, to their own great benefit, the important 7 


position which should be held in the general pattern of ill- 
ness, its investigation, and its treatment by the family 
doctor. 

To put such consultations upon a firm and proper basis 
it’ would be necessary to pay the general practitioner a 
suitable fee for his services. The total cost of such an 
arrangement would be fully justified, and would before,long 
be paying big diyidends in the all-round improvement 
which would result, not only in the care of the patient but 


in the happy relationship which would ensue between 


specialist and general practitioner. s 
„One would like to go even further than this, and hope 
that an arrangement might be possible whereby the attend- 
ance of general practitioners at domiciliary consultations 
was also adequately remunerated. It is surely no part of 
the busy and overworked doctor’s terms of service that he 
should devote an hour of his time watching his hospital 
colleague carry out an extensive neurological investigation 
on one of his patients. The value of such attendance is 
obvious enough, but the sacrifice in time should be 
remunerated. Would it be even worth reducing by,- say. 
25% the consultant’s fee in order to pay the family doctor 
—if the money cannot be found in any other way ? 
. The threat to Medicine by the present difficulties is real 
and great. 
in order to neutralize this threat we may find that we are 
too late. 

These suggestions are ‘put. forward with hesitation and 
humility. for the consideration of your readers. They appear 
to be practicable and likely to go some way to- safeguard 
the Profession for the future —I am, ete., 


Winchester t ‘ KENNETH ROBERTSON. ‘ 


x 


Unless we are prepared to make some sacrifice 


i 
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, : desirable. The G.P? will be informed of positive findings 


y Welsh Dinner 


Sm,—Follpwing the successful dinner at Southport, the 
e Welsh Committee decided to make the function a feature 
of future Annual Repregentative Meetings. A dinner has 
therefore been arranged to take place at Londonderry House, 
Park Lane, London, W.1, on Thursday, June 14. 


In October, 1939, a dinner for old Cardiff students was- 


scheduled to take place in London, but it had to be 
abandoned on account of the outbreak of hostilities. Many 
old Cardiffians resident in the London area have expressed 
- a desire to be associated with this event. Accordingly, the 
Welsh Committee most cordially invites them, with their 
ladies, to join all Welsh representatives and members of the 
AR M., with their ladies, to be present on June 14. 
For general convenience, an inclusive. charge of £2 per 
head will cover the cost of the dinner and wines. Tickets 
are now available, and early application—the number being 


and can then take charge of the patient. If the findings are 
negative he won't be worried. Fair enough surely and far 
from prising responsibility from him. The local authority 
medical officer and patient will be satisfied and so should all 
but the too possessive G.P. - 

As regards tonsillectomy, Dr. Platten asks who is the best 
judge on the need for tonsillectomy—the school medical 
officer, specialist, or G.P.? The answer is that it all depends 
on their knowledge and experience and their willingness to 
wait and see. ‘I have no faith in any opinion not so based, 
be it ‘of school medical officer, specialist, or G.P. 

Tam glad to note that he admits referring a patient to a 
specialist is a matter for co-operation, but would remind him 
that the decision on whose advice shall be sought and taken 
rests finally with the patient or parent and not the family 
doctor as he claims. It was: against just such exclusiveness 
I warned G.P.s in my first letter, if the co-operative spirit 


strictly limited to 150—should be made to T. W. Morgan, ‘is to be kept alive and the principles advocated put into 


“ Roselawn,” New Malden, Surrey.—We are, etc., 
ë H. R. FREDERICK, 
~ 7 Chairman, Welsh Committee 
T. W. MORGAN, 
Dinner Secretary 


y 


‘ Doctors and Dentists 


. Sm,—Wbhbile I have no wish to pursue the extraordinary 
propaganda campaign against. dentists, I do feel that 
,1 cannot allow Dr. J. A. Sinclair’s remarks (Supplement, 
' March 24, p. 94) to pass unchallenged. _ 
, Mathematics has never been my strong point, but I did 
‘take the trouble to work' out on his suggestions the dentist’s 
average daily income. Assuming the dentist to do 25 fillings 
daily at 168. per filling, for a five-and-a-half-day week, this 
' brings him a weekly income of £110. Very roughly, this 
brings him in £5,500 a year. I will not argue at all with 
the 50% practice expenses, and so we can safely assume 
that our average dentist has a net income of £2, 500 a year. 
To compare the doctor's income is perhaps a trifle super- 
fluous, but, in case Dr. Sinclair should be one of the more 
fortunate of our practitioner brethren and not know how 


~ the average dector has to exist, I will give him my estimation ~ 


of the average doctor’s income, The average doctor can 
only have a list of 2,250 patients, for which, in the Middlesex 
area, he receives a capitation fee of about 15s. 4d. per year 
This, I believe, gives a gross income of £1,725. If we now 
subject this to a division of two-thirds (334% being allowed 
for practice expenses) we ‘arrive at the net income. of the 
average doctor of £1,156 per annum. 

Unfortunately, unlike Dr. Sinclair, I do not have a dental 
diploma, but if I did I can assure him that I would take 


the chance of not reaching my allotted span of “three-, standing compensations due. 


score years and ten,” but would prescribe for myself one 
pair of elastic stockings and one pair of arch supports and 
get stuck by the chair-side for as long as I ‘could stay 
awake,—I am, etc., 

Hayes, Middlesex S. EDELMAN 


The School Health Service and the G.P. 


sm,—I fear Dr. Michael È. Platten-(Supplement, March 
10, p. 78) has misunderstood my letter (Supplement, Febru- 
ary 17, p. 51). I said “the local authority medical officer 
should be given as ready access to specialist opinion as the 
G.P.” Surely that is not calling for a “closed shop.” The 
reasons I gave for “ by-passing” the family doctor were 
two: one, to save troubling him with query-cages, and the 
other when he refused to agree to the case being referred 
/ to a specialist. The first is for his benefit and the second 
for the patient’s. Does Dr. Platten really believe that it 
“cannot possibly be in their interests” for the G.P.’s 
patients to have access to another opinion when he with- 
holds his\consent ? If he does he has a lot to learn: So 
long as we thortals are fallible the patient’s right to a’second 
opinion cannot and should not be denied when desired and 


practice. ‘Dr. Platten has stove my warning was needed 
—I am, etc., 
Gosport, Hants. G. W. FLEMING. 


A Dangerous Precedent ; 
Sir—A few months ago „the Industrial Court recom- 
mendet for assistant medical. officers of health salaries of 
£850 to £1,150. A few days ago it was announced that 
salaries paid to local authority dental officers from October, 
1950, would be £800 to £1,250. If we accept that a full- 
time dentist should be paid more than a full-time doctor we 
acquiesce in the creation of a dangerous precedent which 
can later be used to the detriment not only of local- 
authority doctors but of the whole profession. The fact 
that the assistant medica] officer of health is a doctor with 
a postgraduate qualification makes the anomaly greater and 
the precedent more dangerous, 
‘The payment of these salaries to dental officers alters the 
situation from that on which the Industrial Court gave its 
findings. In the interests of the whole medical profession 
the B.M.A. must present to the Whitley Council a demand 
for immediate increase in the maxima of assistant medical 
officers of health, and must. be prepared to support that 
, demand, if necessary, by the “sanction” of refusal of 
` advertisements.—I am, etc., 
Former M O.H 
\ 
- Betterment and Compensation 


Sir,—Since the prolonged discussions on the Spens and 
betterment factors have been in our minds, J have seen no 
reference to the betterment factor ‘being applied to the out- 
If it is a fact that the purchas- 
ing power of the pound has deteriorated—and there is abso- 
lutely no doubt that it has since 1948—then it is only fair 
to expect that compensation be paid when it is due at a figure 
varying with the cost-of-living index. I am due for my 
compensation at retirement or at 65. Who knows but that 
at that time the pound will have dwindled to a value of one 
` shilling, and at the present rate of price rises it may well be. 
—I am, etc., 


Bimmghan G. JACOBS 


\ National Service M.O.s 


Sir,—As a National Service R.A.F. Medical Officer may J 
whole-heartedly agree with everything stated in the two 
letters by medical officers in the Supplement of February 24 
(pp. 58 and 59)? Perhaps they and many other National 
Service medical officers would be interested to know that 
the Air Ministry, with Government sanction, now advertises 


‘for the post of civilian medical officers at certain R.A.F. 


stations at a salary of £1,000 to £1,250 per annum for doing 
work which presumably would be the same as that of a 
National Service medical officer on an R.A.F. station. This 
illogical, unprincipled sequence of events on the part of the 


t 
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Government shows the amount of consideration the Govern- 
ment is prepared to give to any. claims on the; part of 
conscript Service medical officers for getting British justice. 
—I am, etc., 
R.A.F. NATIONAL SERVICE. 

" Sm—I most emphatically concur with remarks made in 
recent correspondence concerning the woeful lot of the 
‘National Service doctor. Surely it is plain for all to see 
that glaring anomalies dnd injustices -exist ? Constant 
reiteration in your columns will in itself. not settle 
grievances : 
to press urgently and without ceasing for redress, 

During the time’that I have been in the R.A.F. I have 
become acquainted with several score of medical officers. 
.We are as one, filled with dissatisfaction at the ‘cavalier 
fashion in which the Government handles its medical man- 
, power during the two-year mark-time which afflicts us. 

It is of interest to note that the Air Ministry is offering 
£1,000 to £1,250 a year to civilian practitioners willing to 
` serve as temporary full-time M.O.s. This is a salary two 
and a half to three times that of a newly conscripted medical 
officer. Allowing for the obvious discrepancies in status, 
‘experience, ages, etc., which will doubtless exist—that the 
R.A.F. is obliged to offer this salary in order to attract 
civilian doctors into the Service, shortly after pay increases 
have ostensibly brought carnings in the Services up th par 
with those in Civilian life, i is a fact which will raise a certain 
amount of comment and inquiry. 

Again I insist that the just demands of conscript doctors 
be voiced with unceasing vigour until someone with a sense 
of right and wrong in the State hierarchy sees fit-to act— 
T am, etc., 


$ 


ANOTHER SERVICE M:O. 


The Sight-testing Fee 


Sm,—I entirely agree with Dr. F. J. Curtis’s letter ( (Supple- 
„ment, March 17, p87). I was myself present at the meeting 
at B.M.A. House on February 2. If the B.M.A. has sunk 
so low that all it can do is to advise individual action by 
its members, then it is high time some other body took over 
the leadership of the profession. It is this failure to realize 
the necessity for unity and joint action which has led to the 
humiliation and degradation of the profession. 

The last Minister very soon spotted the weakness, which 
enabled him to exploit the doctors as he liked. If one section 
is insulted, the whole profession is insulted and should be 
prepared to take action accordingly. —I am, etc., , 


London, W.1, J. €. MACGOWN. . 


BMA. Poster 


Sm—In company with other practitioners I ie just 
received a poster from the B.M.A. which I am asked to 
display in my waiting-room. The poster is designed to help 
clear up ‘the confusion in’ the public mind between National 
Insurance and the National Health Service. That this con- 
fusion exists there is no doubt, and it is most important that 


it.is for the Association as representative body , 


CORRESPONDENCE 


` 


there should be propaganda to dispel it., Nevertheless this _ 


poster, like previous posters distributed by the B.M.A. on 
this subject, is, I feel, quite unsuitable for display in a 
doctor’s own waiting-room. 

The facts printed on it are all true énough, but the whole 
' story leads up to what appears to be the main point, which 
is that the -doctor is receiving a miserably small fraction 
from the individual’s contribution. To my mind certain 
things should be private, even in this publicity-minded age, 
and speaking for myself I have no intention of advertising 
my financial affairs to other people, particularly when they 
come to me in trouble hoping to find me interested and 
ready to give unbiased advice. I cannot help imagining my 
feelings were I to go to see my bank manager in his office, 
and observe on his wall a notice to the) éffect that, if only 
the bank charges were raised, he would be able to lead a 
much more comfortable life at my expense. 


r 
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I would suggest that this poster would be effective if 
displayed in railway stations and post offices, not in the one 
place‘ where it is hoped personal financial matters may be 
forgotten. If it is desired to use our waiting-rooms for 
propaganda, the facts should be so presented that the 
doctor’s income appears as one ofethe many items to be 
considered, not as one which must necessarily interest the 
patient most.—I am, etc., 

Newport, Essex., 


} Medical Superintendents 


Sm,—I really cannot allow Mr. T. A. Clarke’s letter 
(Supplement, March 10, p. 77) regarding the question of 
medical superintendents to pass unchallenged. One cannot 
help wondering if he has ever worked in a hospital admin- 
istered by a medical superintendent, or if he is writing 
entirély from hearsay. On considering his remarks one must 
suspect the latter. I feel he might revise his opinion and 
possibly broaden his outlook were he to avail himself of the 


ARTHUR G. SALAMAN. 


g 


opportunity of observing the administration of the larger ` 


university teaching hospitals in Scotland—for instance, the 
Edinburgh Royal Infirmary, Glasgow Royal and Western, 
Aberdeen Royal, and Dundee—which have béen admin- 
istered by medical superintendents for-very many years, and 
note the advantages which are to be derived’from this system. 
I think he would agree these are among the best hospitals. 
—I am, ete, ` 

Margate, Kent. ~ J. OWEN RED. 
t 


Pe 


Pay in Armed Forces 


Sin,—In answer to a question raised in the House of 
Commons recently as to why a National’ Service medical 


officer should receive a marriage allowance of 12s. 6d. per- 


day instead of the 18s. 6d. per day granted to a regular, the 
Minister replied to the effect that the regular officer's 
expenses were greater. Surely the marriage allowance is to 


cover the extra expenses of being married, not the expenses ' 


incurred by one type of commission or another. However, 
even if this is not the case I strongly dispute the statement 
that a regular officer’s expenses are more than a conscript’s. 

I have set out below a comparison of what I believe are the 
smain expenses of each group, trusting that I have not 
omitted any obvious factor in either case. I take a flying 
officer as example. 








Regular Officer 






Annual income for 
“identical work: 


Pay ae yi 
Marriage allowance 


i 


£802 
pa 






26s. per day 
18s. 6d per day 


22s. per day ha 


12s. 6d. per day 


Clothing of family 





National Insurance. 
Accommodation Possibility: of MQ. rent 
es p.a. 

Uniform Servi Service dress essential, 

tial; £14 uniform al- (£80 uniform allowance; 
: i tax fros '£20 tax froe p.a. 
Risk of posting .. Cht of moving houso grant towards cost 
i | paid by individual of moving 
Superannuation i. | Probably paid Nu 


My impression is that the National Service officer has 
more expenses on the whole, but I would be very glad to 
have the views of a regular officer.—I am, etc., 

\ CONSCRIPT 


Charges for Private Beds 


Smr,—May I add a few words to Mr. T. W. Place’s letter 
(Supplement, March 24, p. 92)? Although hospital private 
patients suffer a double burden, the regulations contained in 
Statutory Instrument, 1948, No. 1490 (paragraph 6), provide 
for a deduction from the standard daily charge on account of 
the private employment by the patient while in hospital of 
specialists or general practitioners. If such a deduction can 


ta 
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be made on account of medical fees why cannot an 
allowance be made on account of maintenance ? 

Patients have no means of ascertaining the correctness of 

» the figure they are charged for maintenance, and the amount 

, of the charges, which vary so widely, would appear to 
depend on the particular finance officer's interpretation of 
the regulations, Whether or not his calculations are subject 
to critical examination by the Government auditors is not 
known. 

” Whether or not standard charges throughout the country 
could be arranged, common justice would: iappear to require 
that private patients should be credited with the amount 
saved the Exchequer by the non-exercise of. their right to 
treatment in a general-ward bed. ,Unforttinately, general- 
ward beds and private beds in some hospitals are so hard to 
come by that patients with a right to “free” treatment are 
driven to accept treatment in nursing-homes entirely at their 
ofn expense ; for such there, hae appëaftto be no redress 
at all, i 

Summed up, the situation apar to indicate inability of 
the National Health Service ta proxide . the beds, plus a well- 
understood policy of our preserf legislators to “soak the 
(alleged) rich.”—T am, etc., 


awn ny 


JOHN Dopp, 
~, Secretar; Wessern Provident Association for 
Hospjtal and Nursing Home Services, Lid 


Bristol. 


‘New Source of Money 


Siz,—One of the difficulties of the Minister in meetinge. 


what all must recognize as legitimate demands for increase: 
of the central pool is the necessity for asking the Treasury 
for more funds, when the utmost restraint has been urged 
by the Chancellor. I am wondering if in fact the demands 
can be met without any apparent increase in the Health 
Service expenditure. 

No one can doubt that a large proportion of the general 
practitioner's work is done for the Ministry of National 
Insurance. It is also a fact that in the past six years this 
Ministry has shown a surplus of £700m. Would it not 
therefore be logical to ask that the extra money which the 
profession is demanding should be taken from the Ministry 
of National Insurance?. Let it be assumed that there are 
twelve million contributors (I believe it i$ in fact greatly 
in excess.of this), then 24d. per week from the contributions 
would realize over £64m a year. 

It may well be that this solution has been already explored, 

ut it would appear to relieve the embarrassment of raising 

. extra taxes, and even if the 24d. did have to be added to 
tha existing contribution it would be no worse than the 
previous ‘threat of a shilling per prescription, which was 


_ estima to raise £10m.—I am, etc., a, BS 
Newport Pisaci “Bucks A. A. CLAY. 
ty Ba 5 sa 


Standing Together l 


Sm,—When the National Health Insurance Act Medical 
Benefit began, one of the commissioners remarked, “ You 
doctors could get anything you wanted if you all stood 
together, but, thank goodness, yot don't.” There is no 
reason to think things have changed in this respect. So long 
as doctors clamour for new patients, and accept all who 
come, the Minister of Health has some justification for 
thinking the remuneration is adequate. 

As for penalizing patients who treat their doctor heart- 
lessly, the doctor can ask for their removal from his list, a 
procedure which will have more weight with the Minister 
a than any other, the doctor treating the patient with courtesy 
` in the interval. 

There would be some economies if the purchase tax were 
paid by the patient, and things like aspirin forbidden except 
for patients seen personally, and then the number limited to 
two dozen.—I am, etc., 


Wilpshire, near Blackburn ARTHUR H. GREGSON. 
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Association Notices 


Diary of Central’ Meetings 
APRIL 


16 Mon Armed Forces Committee, 2 p.m. 

16 Mon Joint Committee, Subcommittee on Merit Awards 
p.m. 

17 Tues Building Committee, 2 p.m. 

17 Tues Organization Committee, 2 p.m. 

18 Wed Joint Committee, Subcommittee on Registrars (at 


` Ministry of Health), 1030 a.m. 


18 Wed Film Committee, 2 p.m. 

18 Wed Staffing Committee, 2 pm (followed by Office 
Committee) 

18 , Wed Finance Committee, 2 30 p.m. 

19 Thurs Chairman's, Advisory Subcommittee, General 
Medical Services Commuttee, 10.30 a.m 

19 Thurs Dermatologists Group Committee, 1030 am 

19 Thurs ‘Joint Formulary Committee, 2 p.m. 

19 Thurs. Occupational Health Committee, 2 pn 

19 Thurs Staff Side Committee C, 2.15 p.m. 

20 Fr. Full-time Non-professorial Medical Teachers and 


‘ A Research Workers Group Committee, 2 p m 


20 Fri. Public Health Committee, 2 p m. 
-23 Mon Conference of Regional Officers, 2 p.m. 
25 Wed.`- Welsh Committee (at Raven Hotel, Shrewsbury) 
z 2.15 p.m. 
26 Thurs. Publishing Subcommittee, 11 a.m. 
26 Thurs. General Medical Services ae Deputation 
to the Ministry of Health, 
27 Fn. Amending Acts Committee, 2 sah i 
27 Fr. Committee on Psychiatry Law, 2¥m 
27 Fri ; Venereologists’ Group Co , 230 pm 
Y 
oe es May 
2 Wed. Councll, 10 a.m. 
3 Thurs. Otolaryngologists Group Committee, 2 p.m. 
3 Thurs. Conference of Otolarynigologists Group, 3 pm 
7, Mon Amending Acts Committee, 2 p.m. 
9 Wed. Public Relations Committee, 2 p.m. 
18 Fri. Amending Acts Committee, 2 p m. 


Branch and Division Meetings to be Held 


CAMBRIDGE AND HUNTINGDON Drvision.—At Lecture Room, 
Addenbrooke's Hospital, Cambridge, Friday, April 20, 245 p m.. 
annual general meeting. 


Coventry Diviston.—Tuesday, April 17, general practitioners 
evening. 


Guitprorn Division.—At St Peter's Hospital, Chertsey 
Friday, April 20, 7.30 p.m., clinical meeting. 


MONMOUTHSHIRE DIVISION.—-At St. Mellons County Club, 
Tharsday, April 19, 745 for 8.15 pm., dinner; annual B.M.A 
lecture y Dr. Robert Forbes’ “ Legal Hazards in. Medical 
racuce " 


NORTH oF ENGLAND BraNcH.—At New Lecture Theatre, Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, April 
7.15 p m., clinical demonstration by Mr W. fat) aes 
of Rectal Haemorrhage ; 845 pm., address by Mr. A. Dickson 
“Varicose Veins and Their Treatment.” 


St. Pancras Division.—At BM.A House, Tavistock Square, 
London, W C., Friday, April 20, 8.30 p m., lecture by Dr. Alistair 
French: “ Legal and Ethical Aspects of Medical Practice.” 


StratTForpD Diviston.—At Queen Mary's Hospital, Stratford, 
Tuesday, Aprl 17, 830 p.m., Dr. Wilbam Evans: “* Unwarranted 
Cardiac Invalidism.” 


WanpswortH Division.—At Bolingbroke Hospital, 
broke Grove, Wandsworth Common, London, S.W., 
April 22, 10.30 am, clinical meeting. 


Boling- 
Sunday, 





Correction 


In the Supplement of March 10 (p. 80) we inadvertently 
referred to the island of St. Eustatius as Eustatius. 
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SPECIAL “CONFERENCE OF REPRESENT ATIVES OF 
LOCAL MEDICAL COMMITTEES 


` THE REMUNERATION 


e wee 


The Special Conference of Representatives of Local Medi- 
cal Committees was held im the Great Hall of BM.A. 
House, London, on Thursday, March 29. In June, 1950, at 
a previous Special Conference,.i1t had been agreed that a 
Conference should be called in December if a settlement 
of the general-practitioner claim on remunerati@® had not 
been reached by that time. Later it became evident that 
the results of the two inquiries into practice income and 
expenses, in which the Minister had asked for the co- 
operation of the profession, would not be available in time 
for further negotiations before the December Conference, 
and the ‘Annual Conference m October agreed fo a post- 
ponement until March. 

Dr. W. Jore, of ‘Blantyre, Lanarkshire, occupied the chair, 
and practically all committee areas ın Great Bnitain and 
Northern Ireland were represented. 

The CHAIRMAN said that some motions had been received 
which did not come within the business set out in the notice 
convening the Conference and were therefore not in order. 
They would be returned to-the committees which had sent 
them and would be considered, if the committees ‘desired. 
at the Annual Conferénce. / 


Remuneration: The Story Up to Date 5 


Dr. S. WAND, chairman of the General Medical Services 
Committee, submitted to the Conference the report of his 
Committee on the remuneration of general practitioners, 
This report was in part a historical review of the subject 
since 1946, when the promise was made on the basis on 
which general practitioners agreed to enter the National 
Health Service, and in part an account of the recent meeting 
with the Minister. 

He said that the Committee felt that this Conference, 
having been postponed once, should take place as planned 
in order to receive a progress report and discuss the present 
position. Here they were, nearly three years after the 
appointed day, with their reasonable claim for remunera- 
tion unsatisfied. The Conference had approved of two 
inquiries which had taken place. 
expenses, had been completed. Knowing the delay in the 
preparation of accounts, they had warned the department 
that the numbers obtained would be much smaller than 
was anticipated by them, and so it had proved Officially, 
however, the accounts were drafted in a number of tables. 


The first, on practice | 


+ 


ISSUE ` 


A Xomposıte figure for the whole field of bcte expenses 
showed something in the nature of '34%. The Committee 
clamed—and in this it received a tremendous amount of 
help from its actuary, Mr. Simmonds—that, because of the 


` size of the sample and the loading in the direction of 


practices with certain TR of income and of other fac- 
tors, the figure should be more than 34%; the Govern- 
ment actuary agreed that it should be- 36. 5%, and ther 
own actuary was prepared to accept 37.5%. The Govern- 
ment was still determined on its figure of 365%. That, 
however, was not the figure which would be applied in 1951, 
and it had been made clear that such expenses as were 
applicable in 1949 were not to be accepted as applicable 
for the present year. The price of petrol, for example, 
had gone up, and other expenses had increased. It.would 
be necessary—and thé Government had agreed—that there 
should be a discussion on doctors’ accounts so as to deter- 
mine to what extent practice expenses had gone up since 
1949, There must be a proper loading of the expense figure 
in respect to those items which had increased if cost and 
that figure would be applied to the present year, 

The other inquiry relating to incomes was ndw complete 
and figures would be available very soon. ` 

On February 28, Dr. Wand continued, they met the 
Minister. They pointed out to him all the factors now 
known so well—that Spens was not being implemented, that 
Spens showed that doctors had been underpaid fot many 
years prior to the publication of the Report, and that they 
were not prepared to accept a position in which general 
practitioners’ remuneration was always falling behind what 
should be the real figure. The increasing frustration in the 
profession was impressed on the Minister., The amount of 
work and the difficulties under which practitioners laboured 
were stressed. It was pointed out that, however old a 
doctor was, whatever his physical condition, and even, if 
he had only a few patients on his list, he had to respond 
to calls at all hours of the day and night. If he did night 


‘work he was expected next day to be as courteous, alert, 


and efficient as ever, and, if a patient made a claim that 
he had not been courteous, alert, and efficient, he might have 
tO appear before a medical service committee, and that com- 
mittee would not take the excuse that he had had a lot of | 
night work. Surely if they required any comment on the 


- effect of night work the proceedings in the House of 


Commons during a recent fornia provided it. Pa 


2411 
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_Dr. A. C. ʻE. 'Breacn {Kent and Canterbury) moved: 

That this Conference requests the Public Relations Committee 
to give publicity to the feeling that on matters of remuneration 
and status- the profession is in a position by direet action to 
compel prompt settlemegt of its demands, it has deliberately 
forgone this right) m the public interest and ‘is therefore 
entitled to, look to the public for support in obtaining a reason- 
able settlement of its just claims 


\ He said that the profession had set aside the right to form 
a trade union and by that act of self-denial had entitled itself 
to a proper consideration of its claims. Its case should not 


' . be weakened in the public mind by. the fact that it had so 


denied itself: 3 

Dr. WaNp said that he was prepared to accept this motion 
to be passed to the Public Relations Committee, and this 
was agreed to. met 

eA motion by Newcastle-upon-Tyne was in the following 
terms: i : ` 

That this Conference is of the opinion that our present request 
for an increase in the central pool and its proposed method of 
distribution ıs intimately bound up with the future-status of the 
general practitioner. ” : 

The mover was met with cries of “ Agreed,” 
motion “was carried without a speech. 


. . Co-operation with the M.P.U. 
Dr! Wanp moved,;on behalf of the Committee, that ‘the 
constitution of the General Medical'Services Committee be 
altered so as to include representation of the Medical Practia 


and the 


. tioners Union, and that ‘the Union be entitled to two repre- 


: contributions. 


_have nothing to do with this amendment. 


sentatives on: the Committee. He said that he was glad to 


¢ 


put this resolution before the Conference as indicating the, 


desire of all bodies of genera! practitioners to work in 
complete harmony. , IN : 
Dr. A. W. GarRDNER (East Sussex), while fully agreeing 


‘that friendly relations between the B.M.A. and the M.P.U. 


should be firmly established, moved that the’ constitution 
of the General Medical ‘Services Committee-should be so 
amended as tò, empower the Committee to co-opt two 
further members of the profession from societies or bodies 
other than the B.M.A. He said that certain assurances had 
been given on behalf of the Council of the M.P.U., but the 
present Council might not be re-elected and it could not 
biħd the future. It was unwise to alter the constitution of 
the Committee ‘so that it was compelled to have two mem- 
bers of the M.P.U: on it. The best way to get this favour- 
able relationship established would be to give the Committee 
power to co-opt two members, and, so far as he was con- 
cerned as a member of the Committee, those two members 
would be members of the M.P.U. for as long as the present 
amity continued./ The two members concerned had attended 
recent meetings of the Committee and had made very useful 
But there might come a time’ when the 
M.P.U. would revert to the attitude of a few years ago. 
Dr. F M. Rose (Preston) hoped the Conference would 
He believed 
that the bringing in of the M.P.U. was one of the biggest 


_ advances in the unity of’ the profession which had taken 


x 


- allow 
. dissentients. 


place for years. Formerly the breach with the M.P.U. had 
been a difficulty in their dealings with the Ministry. He 
asked that this new membership might be endorsed in the 


: most generous manner possible. The idea of making certain 


reservations was entirely. wrong and contrary to the spirit 
of a generous profession. 

Dr. Frank Gray (London)'endorsed what Dr. Rose had 
said. Their first object was to secure the unity of the 
profession, and this was not to be done by half-hearted 
measures. They had believed it was the right thing to give 


the 'M.P.U., specifically by nomination, two seats on the _ 


Committee, not just the possibility that they might be co- 
opted thereon. Their colleagues believed’ that they were 
prepared to work with them whole-heartedly. 

The East Sussex amendment was lost, and the motion by 
Dr. Wahd altering the constitution of the Committee to 
Of sthis inclusion was carried with about three 


+ 


Dr. Bruce Carpew (general secretary of the M-P.U.} 
thanked the members for the extremely‘cordial way in which, 
this resolution had been received, and he assured them on 
behalf of‘his organization that they had every intention of 
working in the most loyal spirit with the General Medical 
Services Cannie. The representative of Burnley had 
spoken earlier.'of the M.P.U. proposals with regard to 
remuneration, and he had used the argument that tbe 
-consideration of them might further persuade the M.P.U. 
to work with the Conference. He assured them that 
whatever they did with any ‘scheme’ put forward by his’ 
organization, whether it was accepted or rejected, it would 
not alter their determination to work whole-heartedly with 
the Committee and the Conference and to abide by every 
undertaking they had already given.. (Applause.) 

Dr. Beppow ‘Bayty. (president of the M.P.U.) endorsed 


“what his colleague had said. He regarded this as a very ° 


auspicious occasion. , 5 

This concluded the business before the Special Conference. 
Dr. W. WooLLey,*in proposing a vote of thanks to the 
Chairman, congratulated him on his apparently perfect 
recovery from a long illness. Dr. Jope, in reply, jocularly 
said that he would let them into a secret—he did not: call 
in medical advice until he was getting better. 

The Conference, which had‘ assembled at 10 a.m., ended 


at 3.45 p.m. . 


THE B.M.A. IN THE MIDDLE FAST 


A meeting of members of the Mesopotamian Branch, and 
doctors from neighbouring areas, was held on March 18 
at the Basra Petroleum Company’s hospital, Basra, Iraq. 
Twenty-four doctors attended. Lieutenant-Colonel C) J. A. 
O’KELLy (Basra) was elected to the chair. Dr. E. Grey 
TURNER (Assistant Secretary, B.M.A., London) addressed 
the meeting. He brought greetings’ from the President 
and Council, and said they fully realized that the 14,000 
members outside the United Kingdom expected the Associa- 
tion to take as much interest in their affairs a’ was eapected 
‘by the members in Britain. Dr Grey Turner outlined the 
-present-day structure of the Association, emphasizing its 
world-wide links with'the Dominions and Colonies and: with 
foreign medical. associations, such as the American. He 
described the current scientific, ethical, and medico-political 
activities of the Association, and ‘outlined the facilities 
available to membets. : ' 

` Discussing the Mesopotamian Branch, Dr. Grey -Turner 
said that the primary function of: an overseas branch was ' 
to be a local medical society; in which doctors of all races’ 
could meet regularly for scientific, clinical, and social pur- 
poses: Its secondary function was to be a local agency.on. 
which the Council of the Association could rely for informa- 
tion and advice. Dr. Grey Turner read extracts from the 
minutes of the inaugural meeting of the Mesopotamian 
Branch in 1921, and referred briefly to its subsequent 
history up to the war lof 1939-45. In the war the Branch 
had become inactive, but he had felt that ‘a unit of ithe 


‘Association could still play a ‘useful part in the Persian 


Gulf area, and accordingly in: 1949 he had entered into 
discussions with the medical departments of the principal 
oil companies, and with other doctors concerned, with a 
view to resuscitating the activities.of the Branch. The 
outcome of these discussions was the present general meet-, 
ing. There was clearly a need for à local medical society 
in each individual area, such ası Abadan, Kuwait. and 
‘Bahrein, but it was equally:clear that there was a need 
for a wider organization’ to unite the medical profession 
of the wholé Persian Gulf ‘area. i 

_ The’secretary of the meeting, Dr. J. J., Toop Morrison 
(Basra), reported that a number of letters of support ‘had 


- been received from doctors who were unable to-be present. 


There followed a- wide general discussion, after which it 


. was unanimously resolved that the activities of the local 


Branch of the ‘Association should be revived. It was ther 
resolved unanimously that the area of the Branch should 


_ Medical Council. 
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be enlarged to cover all the territories surrounding the 


` Persian Gulf and that the title of the RUNS RS “be 


changed to “ Middle East Branch.” 
Rules were adopted, and the meeting then proceeded to 


` elect the following officers and Branch Council: 


President: Lieutenant-Colonel 'C. J. A. O'Kelly (Basra). 

Honorary Sectetary and Treasurer: Dr J. J. Todd „Morrison 
(Basra) > 

Members of Covficil: Dr. P, C. C. Gamham (London), ex 
officio (representative of the Branch on the Council of the 
Association), Dr. A. Andersoh (Abadan), Dr. J. Brebner 
(Abadan), Colonel W. J. Moody (Bahrein), Dr. S. T. Nakib 
(Basra) One vacancy. It was resolved to ask the Kuwait 
Medical Society to fill this seat. f 


On‘the evening following the meeting a most successful , 
dinner’ was held at the Port Club, Basra. The guests included 
Dr. Mohammed Ali‘Fatta, Director of-Medical Services of 
Iraqi Ports and Navigation, and Mr. and Mrs. R. ‘Keight 
(British Council). 
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GENERAL \MEDICAL COUNCIL Í 
ELECTION OF DIRECT REPRESENTATIVES i 


Practitioners in England and Wales will receive within the 
next'few days voting papers for the purpose of electing seven 
Direct Representatives of the profession to the General 
The practitioners chosen as the Associa- 
tion’s candidates have issued an 'eléction ‘addréss which is 
set out below. All members of the Association are asked to’ 


cast their votes for the signatories to this address. 


" Election Address ` \ : 
Dear Sir or Madam, 

We, the undersigned medical practitioners, are offering 
ourselves for election as Direct Representatives of the pro- 
fession‘on the General Medical Council. X 

We believe that the best qualifications for a candidate’ 
for the office of Direct Representative are a long-and wide 
experience in the- practice of medicine and a souhd know- 
ledge: of the many, difficult ‘and varied problems which 
confront the profession. We are-of the opinion that the 


nature of these problems makes it important to _youperson- 


ally,\and to the profession -as a whole, that the- Direct 
Representatives should be in a position to express, with the 


. fullest possible authority and knowledge, the views of the 


general body of practitioners. ' 
The Medical Act, 1950, has introduced changes i in the con- 


‘stitution, functions, and procedure of the General Medical. 


Council, and we submit that our experience will enable us, 
if elected, to make a useful contribution, within the body of 
the Council itself, to the discussions on the operation of the 
new Act. 

We are ali keenly "interested in matters affecting medical 
education and registration, and the five who are,at present 
serving as Direct Representatives on the General Medical 
Council already ‘have a thorough knowledge of the discus- 
sions which took place befone the new Medical Act was 
presented in Parliament, Our experience should be of 
special value in connexion with the regulations to be pre- 
scribed by the Council regarding the provisional registration 
of those who have passed a qualifying examination. 

If elected, we shall use, our, influence in maintaining, 
the best traditions and methods ‘of general and consulting 
practice. Our experience and qualifications are summarized 
below, and we hope you will feel that, through us, the views 
of practising doctors will be adequately ‘and forcefully 
expressed in the General Medical Council. 

RearnaLp Huo BaLrour, Barrow, M.D., 37, St. Cross Road, 
‘Winchester. Secretary of the Southern Branch of the British 
Medical Association for the past six years. Chairman of the 
ers Ophthalmie Services Committee for the past three 


te ae u 


g" `‘ 
ycais. Formerly President of the Southern Branch and Secretary 
and Chairman of the Winchester Division of the British Medical 
Association. Member of the Council and of the Central Ethical 
Committee of the British Medical Association for ‘six years. , 

JAMES ALEXANDER Brown, M.D. 1,437g Pershore Road, 
’ Sturchley, Birmingham. Direct Repsesentative on the General 
Médical Council since 1947, Chairman of the Representative 
Body of the British Medical Association, 1949-50. Member of ' 
Council of the British Medical Association. 

Ocravius CYRIL Carter, M.B. B.S, M.RC.S., L.R.C.P., 
Hursley, Poole Road, Bournemouth Direct Representative on 
the General Medical Council since 1949. Member of Council 
of the Bntish Medical Association, Secretary, Bournemouth . 
Division of the Brush Medical Association, 1922-45. ° i 

Harry Guy Dam, M.D., F.R.C.S., Bournbrook House, Selly š 
Oak, Birmingham 29 Direct Representative on’ the: General 
Medical Council since 1934. Chairman of the Representative 
Body of the British Medical Association, 1937-42. Chairman of 
Council of the British Medical Association, 1943-9, . : 

Epwarp ANDREW Greco, MD.; L.R.C.P.&S.@, 14, Oakley: 
Square, London, N.W.1. Direct Representative on the General 
Medical Council since 1942. Chairman ‘of the Representative 
Body of the British Medical ‘Association, 1948. Chairman of 


Council of British Medical Association „since 1949. Chairman . ` 


of the Insurance Acts Committee, 1937-48» 
JoHN THORNTON Ingram, M.D., FR.CP., 27, Park Square, 
Leeds. Chairman of the Leeds Division of the British Medical . 
‘Association, 1941-4. Chairman of! the Leeds Joint Council of 
Industrial Medicine, 1942-7. Clinical Sub-dean, Leeds Medical 
' School, since 1945, aa 
Nokt EverarD WaATERFIELD, O.B.E, M.B., B.S., 'FR. C.S., 
Birchwood. Guildford Road, Little, Bookham, Surrey. Direct 


« Representative on the General Medical Council since 1945. 


Chairman of tbe Central Ethical Committee of the British Medical 


Association, 1935-47; and of the: Surrey Local Medical Com- 
mittee sce 1946. Member of Council of Medical Defence 
Union. r 


Our candidature has’ been endorsed'by the appropeiate 
Divisions of the British Medical Association. 

We give you an assurance that if we are elected we shall 
devote to your service whatever time and energy may be 
necessary to the proper fulfilment of our duties as Direct 
Representatives, pone 

We ask you to ‘accord us your vote, and we shall be grate+ 
ful for your active assistance in securing the votes of your 
colleagues. 


R. H. BaLrgur BARROW. E. A. GREGG. AN 
_J. A. BROWN. J. T. INGRAM. ` 
_O. C. CARTER. N. E. WATERFIELD. 


H. Guy DAN. ae = 





HELP IN PRACTICES OF 
RESERVISTS 


The suggestion has been, made by one of the Branch 
Councils that the Association might assist in arrangements 
for carrying on the.:work of practitioners recalled for 15 
days’ training as members of “ Z” Reserve, It is obviously 
important that adequate arrangements should be made for 
the practices of such men to be conducted during their 


s7”. 


absence. The circumstances of individual cases wili differ, 


but it may be found practicable in some instances for help 
to be provided, where desired, by neighbouring colleagues. 
The Divisions may like to consider the possibility of 
arranging such assistance in suitable ‘cases. 


ù 








: A , .* y 
Correction 
We mistakenly reported in the Supplement of March 31 (p. 136) , 


that the report on’ the association of the general practitioner: with 
hospital work was approved by the Council at its meeting on 


March 14. In fact, the report was withdrawn. so that it could a. 


be considered by the Central Consultants ‘and , Specialists 
Committee and the G.M.S. Committee, ? 


> 
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LOAN OF HOSPITAL RECORDS 


An inquiry has recently been received from a hospital about 

*the propriety of hospital records being lent to the Ministry 
of National InStrance without an office: of the hosprtal 

~~having ‘actually seen tRe patients written consent. The 

` Central Ethical Committee has examined the procedure in 
consultation with the Ministry of National Insurance, and 
it considers that the wntten assurance of the regional medi- 
cal officer of the Ministry that the patient’s consent has 
been obtained in writing should be regarded as authentic. 
The consent is given on the form used by the patient in 
submitting his formal claim, and it 1s thought that it would 
complicate the procedure unnecessarily if an additional con- 
sent form were provided for separate completion and trans- 
mission to the hospital. 


e > 








Correspondence ` 








Doctors and Patients 


Sirn,—lIn a report in the Sunday Times (March 11) Mr. J. E. 
MacColl, Labour M.P. for Widnes, is said to have referred 
to “a growing estrangement between doctors and patients.” 


“The patient reads his newspaper, he has become aware of 
the cleavage between the specialist and the general practitioner. 
More and more he finds himself referred to hospita] in any i 
culty, and he has,come to expect it. He notes how little attention 
seems to be paid there to his doctor's opinions and that confirms 
what he reads, that the general practitioner is a second-rater, 
only to be trusted in the simplest matters.” - 


I feel that this is the most important observation I have 


` seen made since the introduction of the NWS. It is only | 


too true and is serious. I know that many men now feel so 
frustrated that if they could give up they would. The matter, 
I feel, should be considered at the very highest levels, for I 
believe that Government circles must ‘bear the blame. Their 
public pronouncements over many years have led the public 
to expect what is not possible. .The newspapers also have 
much to be blamed for as well as radio and T.V. There is 
4 limit to public exhibition of human ailments.—I am, etc., 
London, N.6 ‘ W. L. TEMPLETON. 


Doctors and Dentists y 


` Sır, —lo answer to Dr. J. A. Sinclair’s letter (Supplement, 
March 24, page 94): regarding paragraph (1), supposing a 
dentist does 20 fillings a day at 16s. a filling, then with 
expenses at 50% be is making over. £2,000 per annum net, 
and that with only a 5-day week. I am sure most general 
practitioners would be only too delighted to make this figure’ 
net ; ın fact I am quite certain that most general practitioners 
dre making far short of this>figure. 

In paragraph (2) Dr. Sinclair states that general practice 
is a rest cure compared with dentistry. I am absolutely 
dumbfounded, all the more so when, last night, I had to get 
out of a warm bed at 11.30 p.m, dress, get out the car, and 
go to a case three miles away—and again at 8 a.m. t y. 
Does Dr. Sinclair`realze that single-handed G.P.s are on 
duty 24 hours of the day the whole year round? We are 
unable to knock off work at 6 p:m until 9 a.m. the follówing 
morning, have week-ends off and all public holidays (I have 
had to do 15 visits. to-day—Good Friday). 

Regarding paragraph (3) in his letter, I think it is perfectly 
disgraceful that an unqualified dentist should take financial 
precedence over a general practitioner who has worked hard 
for a university degree. . 

In conclusion I should like to say that I bear my friends 
the dentists no grudge, but please, Dr. Sinclair, let us be 
fair—I am, etc., A i 

Alfriston, Sussex, ` W. D. G. Troup. 


` 





` Doncaster, Tuesday, April 10, 7.45 


‘Luton and Dunstable Hospital, Friday, 
. HA. it 


. lecture 


Association Notices 


NIGERIA BRANCH ; 
Notice is hereby given that the Council has formed a Nigeria 
Branch comprising the Colony and Protectorate of Nigeria 
and the, Cameroons under United Kingdom trusteéship 


. A. MACRAE, 
G 3 š Secretary. 
Diary of Central Meetings 
10 Tues. Scholarships Subcommittee, Science Committee, 
(11.30 a.m. R 
, 10 Tues. Central Ethical Committee, 2 p.m. 2 
11 Wed. Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 2 p.m. 
11 Wed. Private Practice Committee, 2 p.m. 
12 Thurs. General Medical Services Committee, 11 a.m. 
12 Thurs. Journal Committee, 2 p.m. 
13 Fri. Committee on Organization of Scientific Sections 
at Annual Meetings, 1030 am , ; 
13 Fri Charities Committee, 2 p.m. 
13 Fri Colonies and Dependencies Committee, 2 p.m 
13. Fri. Editorial Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. : 
13 pi Ophthalmic Group Committee, 2 p.m. 
16 on. Armed Forces Committee, 2 p.m. 
16 Mon Jont Committee, Subcommittee on Merit Awards, 
p.m. , 
47 Tues. Organization Committee, 2 p.m 
18 Wed Joint Committee, Subcommittee on Registrars (at 
Ministry of Health), 1030 a.m. 
‘18 Wed Film Committee, 2 p.m. 
/ 19 Thurs. Dermatologists Group Committee, 10.30 a.m. 
19 Thurs International Relations Committee, 2 p.m. 
19 Thurs. Joint Formulary Committee, 2 p.m. 
19 Thurs. Occupational Health Committee, 2 p.m. 
19 Thurs. Staff Side Committee C, 2.15 p.m. 
-20 Fri Full-time Non-professorial Medical Teachers and 
Research Workers Group Committee, 2 p.m 
20 Fri. Public Health Committee, 2 p.m. ’ = 
23 Mon. . Conference of Regional Officers, 2 p.m 


Branch and Division Meetings to be Held - 


BIRMINGHAM Drvision.—At Grosvenor Rooms, Grand Hotel 
Cohtiore Row, Birmingham,- Fuesday, April 10, 8.30 p-m., annual 
Doncaster Division.—At Parkinson’s Cafe, Hi Street, 
p.m., dinner, followed by 
address by Dr. H. Lederer: (1) “ Anaemias ”; (2) “ Antibiotics. 
Exerer Drvision.—At Library, -Royal Devon and Exeter 
Hospital, Thursday, April 12, 830 p.m., (1) Dr. E. D, Irvine: 
“The Relationships of Medical Practitioners with the Public 
Health Service”; (2) Instructions to Representatives at Annual 
Representative Meeting. 
SCUNTHORPE Division.—At the Royal Hotel 
Thursday, April 12, 7.30 for 8.45 p.m., address by Brofessor R. S. 
Pagan: “Some Common Behaviour Problems of Child- 
fey ki 


Scunthorpe, 


SOUTH BEDFORDSHIRE Division.—At Nurses’ Lecture Room, 
April 13, 9 p.m., Annual 
B.M.A. Lecture by Mr. chiner: “ Memories of the 
Middle East” (illustrated). $ tz 

Sourn-Wesr Essex Drvision.—At Clinic Hall, Thorpe Coombe 
Maternity Hospital, 714, Forest Road althamstow, E., 


Wednesday, April-11, 8.30 p m.. lecture by Dr. W. Pointon Dick: 
“ Anti-Tuberculosis Vaccine. Clinical Trials”; lecture b 
Dr. Hugh Ramsay’ “Some Practical Aspects of BCG. 
Vaccination.” ' 


Swansea Division.—At Cimla Hospital, Thursday, April 12, 
8 p.m., clinical meeting. 

Tunsripce Wetts Drvision.—At Kent and Sussex Hospital, 
Wednesday, April 11, 830 p.m., lecture by Dr. T. Rowland Hil. 
. West Herts Drvision.—-At Nurses’ Home (Knutsford House), 
Peace Memorial Hospital, Watford, Friday, April 13, 8.30 p.m., 

by Mr Patrick Clarkson: “ Medical of Atomic 

Warfare.” ʻ 

WESTMINSTER AND HOLBORN DIVISION. —At Westminster City 
Hall, Charing Cross Road, London, W.C., Thursday, April 12, 
8 p.m., ordinary meeting. Py $ 
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REMUNERATION OF MEDICAL PRACTITIONERS UNDERTAKING PART- TIME 


WORK FOR LOCAL 


Che following memorandum of recommendations was agreed 
to at conferences held at the Ministry of Health under the 
chairmanship of Mr. E. M. T. Firth at which representatives 
of the County Councils Association, the Association of 
Municipal Corporations, the Urban District Councils 
Association, the Rural District Councils Association, the 
London County Council, the Metropolitan Boroughs Stand- 
ing Joint Committee, and the: British Medical Association 
were present. 


1./ Medical Certificate under flte Lunacy Act, 1890 
A fee of £2 2s. should be paid in respect of a certificate 
under the Lunacy Act, other than a certificate under Sections 
i (8) or 335 of the Act, which is given free of charge. 


a Medical Certificate under the Mental Deficiency Act, 1913 
A fee of £2 2s. should be paid 


if. Recommendation under the Mental Treatment Act, 1930 


A fee of £2-2s. should be paid in respect of a recom- 
mendation under Section 5 of the Act, and a fee of £1 Ss. in 
_ respect of a recommendation under Section 1 (2) of the Act. 
Nota: The foregoing fees in I, II, and III should be paid in all 
cases where the practitioner has carried out the examination, 
irrespective of whether or not he is able to complete the certificate 
or recommendation, or of whether in I and Ti an order in respect 
of the patient is subsequently made by the Justice. 


1V. Visiting Medical Officers to Establishments eel ad 
by Local Authorities 


(1) The types of establishment covered by this aig are 
as follows : 


(a) Residential nurseries ‘accommodating . children aged 0-5, 


years 

(b) Nursery schools accommodating children from 2 to 5 years 

(c) Residential special schools accommodating handicapped 
children of various types., 

(d) Local authority boarding schools. 

(O) Remand homes. 

(f) Children’s reception centres (short-stay cases) 

(g) Mother-and-baby homes. + 

(h) Institotions accommodating healthy and/or infirm men 
and/or women'(old Public Assistance Institutions). 

(N Rest homes for aged healthy/infirm men and for women 


1 


4 


AUTHORITIES 


@) Reception centres accommodating “ casuals.” 
(k) Hostels for homeless blind persons 
{D Children's homes. 


(2) Remuneration for regular and routne attendances 
should be by annual salary or sessional fee at the discretion 
of the local authority. Where the sessional basis is adopted, 
the appropriate fee laid down in the agreement of February, 
1947, should be paid. Where the ‘salary basis is adopted. 


. the remuneration should be based on the number of hours 


per, week spent at the establisliment: and should be at the 
following rate: $ 


Hours per Week 
fixe sed T 


<2 
with an addition of £50 ‘for each kaa over tWo 


(3) The number of hours per week to which the annual 
salary is related shall be a matter for agreement from time 
to time between the local authority and the practitioner 
concerned, it being understood that agreements embodying 
periods of half an hour or any other period of less than an 
hour (with proportionate rate of payment) are not precluded. 

(4) A practitioner remunerated by annual salary will be 
responsible for providing a locum, at his own expense, when 
he is unable to carry out the duties himself. 

(5) An emergency visit (being a visit made at the special 
request of the institution, and outside the regular and routine 
attendances) which is not covered by National Health 
Service arrangements should be paid for as follows: 


å 
Visits between the hours of 9 a.m. and 8 p.m. . 0 6 
Visits between the hours of 8 pm. and 9am... 1 1 0 


(6) The fees for visiting medical officers as set out above 
refer to services not covered by the National Health Service 
Act, 1946, and are in addition to norma! capitation fees under 
the Act, it being understood that every effort should be made 
to relate the arrangements to work done over and above that 
carried out under the National Health Service - 


V. Boarded:out Children 


A fee of £1 5s. should be paid to practitioners undertaking 
the initial medical examination of children committed to the 
care of or received into care by a local authority and 


boarded out under the Children, and etic Persons 
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GENERAL MEDICAL SERVICES `” 
COMMITTEE =. 
THE PROMISED NEGOTIATIONS 


An all-day meeting of the General Medical Services Com- 
mittee was held on April 12, Dr. S.-WaANp presiding. - 
Tt was reported that no date had as yet been fixed by the 
Minister for the resumption of the discussions on the review 
“of the remuneratie position. The CHAIRMAN remarked that 
the Minister musf ABw bé aware of the feeling of the profes- 
sion, as expressed at the recent Special Conféfence, con- 
cerning any further delay. ‘ It was left to the Chairman and 
Secretary to contact the Minister with a view to arranging 
a definite date for the promised further discussions. , 

a Action was taken on the various resolutions passed at the 
Special Conference. With regard to the Lindsey mation, 
which proposed that local medical committees should bring 


” to the notice of local Members of Parliament the present 


grievances of. general practitioners, it was the feeling of the 
Committee that in the few cases in which meetings with 
M.P.s had been arranged the local medical committees 
should be sent a précis of the Chairman's remarks at the 
meeting with the Minister, which would serve as a back- 
ground of information; but that local medical committees 
ım general should be informed that the Committee was taking 
note of the Conference instruction and was, „preparing a 
dogumept, and that it should be suggested to them that 
further steps be not taken until the document had been 
received. . 

The Committee had before it a voluminous report, pre- 
pared by the Cheshire Local Medical Committee, ‘on the 
effect of the application of the proposals of the M.P.U. 
with respect to thé remuneration of general practitioners 
in that county. Cheshire was thanked for a highly detailed 
and factual report, which it was resolved should be for- 
warded to the Chairman’s Advisory Committee. Dr. BRUCE 
CarpEw. secretary of the M.P.U., said that Cheshire was 
to be complimented on undertaking this piece of research, 
and at the same time ‘on avoiding the pitfall of drawing any 
u.ferences from it 

Rural Practice 


Dr. C. F. R. Kick, chairman of the Rural Practic2 
Subcommittee, presented a report on various matters, one 
of which concerned medical attendance on persons stationed 
in lighthouses. The arrangements proposed by the Ministry 
for the payment of mileage in such cases were approved in 
general terms, on the understanding that the scheme should 


r 


be reviewed after 12 months, that boat transport needed by 
practitioners should be provided by the lighthouse authori- 


: tps, that the special fee should be paid as a first charge on 
-„ the mileage fund, and that the fees proposed per visit— 
* which range from 14 to 24 guineas according to the situa- 


tion of the hghthouse—should be subject to a time limit 
for each visit. 

The subcommittee had also been considering the question 
of the dispensing capitation fee, and had come to the conclu- 
sion that the present was not a suitable time to seek an 
increase in this-fee, although it was generally agreed that the 
present fee was inadequate in comparison with what was 


- received by the chemist and also by the dispensing doctor, 
-who was paid on the basis of the drug tariff. 


It was felt 
that this very proper demand should be held over until] the 
general remuneration question was settled, and that where. 
practitioners found “it impossible to provide, gn efficient 
dispensing service=gp ‘the capitation fee” basis they should’ 
be advised to chants over to the drug tariff system. The 
main Committee agreed- with these suggestions. . 


The Central Practitioners’ Fund.: A ; 
A report was presented by the Chairman's Adyjaory Cém-. 


ianitted’on the calculation of the Central Practitfonergsund. 


This calculation was basedziwal9 
tion. It was stated that the” 
actual percentage of the population on doctors’ lists Was 
less than this, owing to list inflation. On the other hand, 
the representatives of the Committee on the limited informa- 
tion available considered that 97 or 98% would be a more 
appropriate figure. The recommendation of the Advisory 
Committee, in which the main Committee concurred, was 
that no further action should’ be taken in the matter at 
present, the percentage remaining at 95, though at the 
appropriate time, when the clearance of lists which was 
now taking place was complete, the question should again 
be considered. x J 

Dr. W M. Knox, chairman of the G.M.S. Subcommittee 
(Scotland), reported that co-operation between the sub- 
committee and the M.P.U. in Scotland had been discussed, 
but a proposal to include a representative of the latter body 
on the subcommittee had been negatived. Dr Knox 
explained that the reason for this decision was ` that, 
unlike the position in England and Wales, each local 
medical committee in Scotland had a directly elected repre- 
sentative on the subcommittee. Dr. Carpew said that he 


on 95%. of; te ‘popula- 


was sorry the Scottish subcommittee had taken this view. 
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The request of the M.P.U. to have representatives on the 
main committee was not based on any inadequacy of local 
-or regional representation, and he hoped that Scotland would 
have second thqughts on the subject. 
Dr. Knox further reported that in Scotland the necessary 
machinery was being set up for the scrutiny of alleged exces- 
` sive prescribing. A procedure was also being worked out 
whereby certain cases of alleged irregular certification would 
be sent direct to the local medical committee, which would 
investigate them and deal—preferably. by way of education 
—-with the practitioners concerned. __ S 


Medical Service Committees 


Dr. H. G Dam, chairman of the subcommittee which has 
‘heen considering the constitution and procedure of medical 
‘_ service committees, reported that his committee, had met in 

the hope of receiving the Ministry’s reply to the observa- 
tions on the draft handbook on.Service Committee pro- 
cedure, but learned from the Ministry that much of the work 
on the preliminary draft had been done and that it was 
hoped to complete it in the near future The subcommittee 
had also received a deputstion on a scheme proposed by the 
Kent Local Medical Committee, involving new machinery, 
substantially legal in: character, for Service Committee pro- 
cédure.. In his view most of the Kent proposals could be 
dealt with under the existing procedure, with slight modifica- 
tions, but further discussion with the Kent representatives 
was to take place after it had been learned how certain 
unsatisfactory aspects of the present arrangement would be 
dealt with according to the new handbook referred to, 

It was resolved to obtain legal opinion on a Ministry 
ruling, in reply to an executive council, that in the event 
of a complaint not being lodged within the six weeks allowed 
-by regulations the chairman and clerk of the Service Com- 
mittee were empowered to allow the prescribed extension to 
two months or, if necessary, to make application to the 
Minister for his consent to an investigation. In the Minister’s 
opinion this did not contravene the regulations. 

_The Committee felt that there was a very important 
principle .behind this ruling. If this interpretation at 
Ministry level was upheld legally, the Chairman said ‘that 
they must seek to have the regulation altered. 

It was decided to hold a special meeting of the General 
Medical Services Committee to consider. the long and 
detailed report of the Amending Acts ‘@pmmittee. The 
date was left to the decision of the Chaifman. 


aye Assistants and Young Practitioners 


Dr. FRANK Gray, chairman of the Assistants and Young 
Practitioners Committee, which had met on the previous 
day, brought forward cegtain resolutions of that body. One 
of them, which was endarsed by the main Committee, was 
that no permanent assistant should be employed full-time by 
a general practitioner in the Service at a salary less than that 
which applied to a trainee assistant, and that it be recom- 
mended to the Council that advertisements for assistants 
offering remuneration less than that applicable to trainees 
“s." should not be accepted for the British Medical Journal. 

Another resolution asked that the intention of the new 
regulation concerning change of doctor should be made clear 
to the public. Dr. Gray said that he thought some clear 
and authoritative statement on this point would allay a good 
deal of the present misunderstanding. The CHAIRMAN added 
that when the young practitioners first asked for the forma- 
tion of a specidt’group they were insistent that the old 
regulation on this point should be restored. They had 
now begun to realize that the recent change did give them, 
onge they were even slightly established, some measure of 
protection which they had not enjoyed before. But it did 
not seem unreasonable that a factual statement should go 
out, as there were a considerable number of patients who 
did not realize the present position. This resolution was 
endorsed by the main Committee. 

Dr. Gray further moved that one member of the Assis- 
_tants and Young Practitioners Subcommittee should be co- 


opted on to the Committee. This was seconded by 
Dr. Hurcainson, who mentioned that the Central Con- 
sultants and Specialists Committee had co-opted two 
registrars, who had proved of great value. 

Discussion centred about the definition of “ young practi- 
tioners.” It was stated that an electoral roll was being 
prepared which would designate them. After some discus- 
sion it was agreed to defer the matter until the next meeting, 
when it would be possible-to state something more definite 
about the electoral roll. 


The Committee to Study General Practice 


A long discussion took place on correspondence with the 
Ministry of Health concerning the special committee which 
has been set up by the Central Health Services Council to 
study general practice. Exception had previously been taken 
to the manner in which the members of the committee had 
been appointed without consultation with the General Medi- 
cal Services Committee or the British Medical Association. 
A note on the submission of evidence was now presented 
which -set out at considerable length the points on which 
the Committee invited the opinions of witnesses. The first 
section concerned the proper range of work for a general 
practitioner. 

Dr. J. A. PripHam took strong exception to the first 
question—namely : 

“Is it accepted that [the proper range of work for a general 
practitioner] should normally include (a) diagnosis and manage- 
ment of illness and early assessment of a patient’s condition $0 
that, where necessary, reference may be made to hospital or 
specialist- sources for purposes of either treatment or diagnosis ? ” 


It showed, he said, the conception of general-practitioner 
work which was in the minds of the people who compiled 
the document. They saw it only from the angle of refer- 
ence to the consultant and specialist. Several other mem- 
bers of the Committee deprecated the form of the question- 
ary. Dr. Tarsor Rocers, one of the members of the 
special committee, said that the general-practitioner mem- 
bers of it were just as conscious as anyone else of the wrong 
impression conveyed by the questionary, but he thought 
that if evidence were given on behalf of the General Medi- 
cal Services Committee and they expressed themselves 
plainly on these matters they would be listened to in a way 
which would not obtain in the case of any lay body. 

The CHAIRMAN pointed out that the questions, with their 
consultant bias, might shape evidence which would seriously 
affect the whole future of general practice. A deputation 
to meet the permanent Secretary of the Ministry on the 
general question of consultation by the Minister on ques- . 
tions affecting the profession had been arranged for April 26, 
and until the result of that interview was available hethought 
the General Medical Services Committee should postpone its 
decision whéther to give evidence or not. 

Dr. J, A. Brown, another member of the special com- 
mittee, said that there had béen no influence on the side 
of the Ministry at all in the selection of personnel. In a 
committee with a total] membership of 22 there were, accord- 
ing to his count, 11 general practitioners, and’ the chairman 
of the committee was Sir Henry Cohen, who, though not 
himself a general practitioner, had shown remarkable under- 
standing of general practice in his chairmanship of two 
Association committees concerned with the training of the 
doctor and with postgraduate education. The special com- 
mittee was looking to the B.M A. and to the General Medi- 
cal Services Committee for evidence which would be of the 
utmost value—probably the. only evidence on the conditions 
of general practice which would be of any value at all. 

The. Committee decided again to advise local medical 
committees not to submit evidence, direct or indirect, pend- 
ing further discussions on major principles which would 
take place when the deputation met the Ministry at the end 
of April; to request the Council to send out similar advice 
to the Divisions and Branches; and to defer a decision on 
giving evidence centrally until the outcome of the discussions 
was available. The opinion was also expressed that medical 
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members of exevutive councils should not only take no part 
in the preparation of evidence at the present stage but inform 
their councils of the reason for this attitude in the hope of 
preventing the councils themselves from precipitate action. 
It_was also agreed to explain the position to the Executive 
Councils Association. `> 


The National Formulary ‘ 


The Joint Formulary Committee, a body representing the 
General Medical Services Committee and the Pharmaceutical 
Society, presented through its Editorial Subcommittee three 
recommendations: that a therapeutic index be included in 
the Formulary immediately following the monographs ; that 


- a complete alphabetical index indicating drugs and their pre- 


parations be included at the end; and that English titles 
be added to the Latin titles of the preparations. The second 
and third of these’ were agreed to; the first was tegarded 
as unnecessary. 

Another recommendation from the same source was that, 
in order to reduce the frequency of the prescribing of 
proprietaries when suitable alternatives are available, a list 
of equivalents should be published in the Formulary, and 
this was accepted. 

A large number of items still remained on the agenda of 
the General Medical Services Committee, including notably 
the resumed consideration of the final report on the asocia- 
tion of the general practitioner with hospital work. Arrange- 
ments for calling a special meeting to do this were left in 
the hands of the Chairman and Secretary. The Committee 
then proceeded to dispose of a number of minor items. 








PRIVATE PRACTICE COMMITTEE 


A meeting of the Private Practice Committee of the Associa- 
tion was held on April 11, with Dr. I. D. Grant in the chair 
The Chairman repofted that, with the Assistant Secretary 
(Dr. Potter), he had interviewed the Director-General of 
“Medical Services of the Ministry of Pensions and had 
suggested that where a treatment session was undertaken 
by a doctor single-handed the fee should be increased 
from 24 guineas to 3 guineas. It was unusual for a practi- 
tioner other than an Acting Deputy Commissioner to make 
other than a clinical examination, but it had now been agreed 
that a sessional medical officer, who, in addition to making 
a clinical report, made recommendations for treatment, 
should receive a fee of 3 guineas. It was understood that 
these sessions were usually carried out by an Acting 
D.C M.S. 

At its last meeting the Committee was informed that a 
doctor had been asked to examine a boxer applying for a 
licence from the British Boxing Board of Control and that 
a fee had been suggested which the Committee considered 
to be quite inadequate. On inquiry it had been ascertained 
that, except where re-examination was carried out at the 
request of the Board, the fee was a matter for arrangement 
between the applicant and his doctor., The Committee has 
sought assurances that, in accordance with the policy of 
the Association, no fee shall be suggested to the doctor 
or included in the report form. 

Arising out of previous discussions, information was 
placed before the Committee concerning the medical 
examination of children before adoption. It appears that, 
in general, the mother is responsible for the fee for the 
first medical report required by the adoption society, and 
that the adopters are responsible for the second medical 
report required for the information of the court. The Com- 
mittee decided that, as the fees for medical reports on adop- 
tion are a matter for private arrangement, no recommenda- 
tion be made about an appropriate fee. The Committee is 
also drawing to the attention of adoption societies the fact 
that the completion of a report of this kind is not included 
in the terms of service of a general practitioner under the 
National Health Service. 





Dangerous Drugs Regulations Tribunal 


The Home Office is reconstituting the special tribunal set 
up under the Dangerous Drugs Regulations. One of the 
members of the tribunal and twq deputies are appointed 
on the nomination of the British Medical Association. The 
Committee nominated Dr. Robert Forbes, with, as substi- 
tutes, Dr. H. Guy Dain and Dr. J. A. Gorksy, It also 
agreed to transmit to the Home Office certain recommenda- 
tions with a view to bringing the procedure of the tribunal 
more closely in line with that of a court of law. 

The War Office had been asked by the Committee to 
consider a more equitable system of remuneration of officers 
in receipt of retired pay who, on re-employment as civilian 
medical practitioners, suffer a restriction on their total 
income under the royal warrant for pay. It was stated: 
thatthe War Office appeared to recognize the anomaly and’ 
the matter was being reconsidered. 

When R.A.F. personnel are examined by a civilian medi- 
cal practitioner prior to release a medical report has to be 
completed, as well as a later certificate. The fee for the 
first part of the form has hith rto been 7s. 6d.; it is now 
to be increased to 10s. 6d., but the R.A.F. authorities pointed 
out that the civilian medical practitioners concerned are 


already under contract with the department to attend R.A,F. ` 


personnel, and the fees are in the nature of an addition «to 
payments made for general attendance. _ 

The Chairman reported that, following correspondence 
with the London Electricity Board, the Board. had inti- 
mated that it was prepared to pay a fee of 25s. for the 
examination of prospective employees for superannuation 
purposes 

The-Committee agreed that the payment on a sessional 
basis to a visiting medical officer of a children’s home should 
be in accordance with the scale agreed with the associations 
of local authorities for medical officers to the establishments 
which such authorities maintain 

The Committee has agreed to a proposal made by the 
New Zealand Government that a fee of 5s be paid to 
medical practitioners who make a brief examination and 
report on infants who are proceeding with their parents to 
New Zealand under the Emigration Scheme. It was suggested 
that the report need consist only of a certificate to the effect 


that the child is “in normal health and free from congenital 


disease. i tae. 








CORONERS’ RULES Moo y 


aa” 


EVIDENCE OF B.M.A. 


On April 2 the B.M.A. submittedsevidence, to the Coroners’ 
Rules Committee.of the Home Office. One of the B.M.A.’s 
recommendations Concerned questions on civil liability which 
may arise in the ordinary course of a coroner’s duties. The 
B.M.A, maintains strongly that the scope of the coroner’s 
inquiry should not be extended unduly, and civil liability 


should not be explored further than is necessary to enable, -* 
the coroner and the jury to reach a conclusion on how, when, > 


and where the deceased met his death. Accordingly, expres- 
sions of opinion by the coroner or jury on liability (not 
amounting to criminal negligence) or exoneration from blame 
should not be made at the inquest. Nor should adverse com- 
ments be made on the conduct of people who come under 
notice at the inquest. The verdict shouJ:be framed to avoid 
any suggestion of the determination Of questions of civil 
liability. 

The B.M.A. also recommended that all medical evidence 
of the cause of death should be given by the medical practi- 
tioner himself orally. In cases of death associated with 
supposed abortion, when the woman died as the result of 
her own efforts to cause abortion the verdict should be 
“ self-induced abortion” if she “was pregnant or “acci- 
dental death” if she was not. When the death was due 
to abortion effected by a registered medical practitioner 
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for therapeutic purposes the verdict must be “death by 
misadventure.” 
, Among other recommendations were the following 


* Necropsies undertaken at the request of the eoroner should 
be performed by &ompetent practitioners who have the requisite 
professional -experience and training and have at their disposal 
the facilities of a pathological laboratory.’ The coroner would 
select the practitioner. When practicable the practitioner previ- 
ously attending the deceased person, and any practitioner repre- 
senting a person who may be affected by the result of the 
necropsy, should be allowed by the coroner to attend it. 

Sometimes witnesses are questioned by police officers, and the 
inference is that evidence 1s being obtained by the police for use 
in subsequent proceedings. This practice seems to the B.M A. 
to be inappropnate to the coroner’s court, except in cases where 
the conduct of a police officer 1s called in question. It recom- 
mends, therefore, that, subject to this exception, police officers 
should not be allowed to question witnesses at inquests. 

e 
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REGIONAL HOSPITAL BOARD’ 
APPOINTMENTS 


New appointments to fill vacancies in the five Scottish 
regional hospital boards have been made by the Secretary 
„of State for Scotland. The vacancies arise from the statu- 
tory requirement that one-third of members should retire 
annually. The members reappointed or newly appointed 
are as follows: \ 


Noithen Regional Hospital Board.—Reappointed “Members: 
Mr. James South (chairman); Mr. A. J. C Hammion New 
Members: Mr. Ian S Campbell; Mr. D M. Kennedy; Dr. D C. 
WILSON. 

North-eastern Regional Hospital Board——Reappointed Mem- 
bers: Dr. May D. Baird (chairman); Professor Davip CAMPBELL ; 
Professor JoHN CRUICKSHANK; Mr. A. Fraser; Dr. Moore 
wee New Members: Miss I. Rockingham; Bailie George 

o 

Eastern Regional Hospital Boarå.—Reuppointed Members: 
Councillor William Hughes (chairman); Mr, D. F. Craig; Mr. 
J. C. Dougall; Professor ADAM PATRICK. New Members: Rev. 
Harry Andrew; Councillor J. M. Small; Professor W. J. 
TULLOCH. 


South-eastern Regtonal Hospital Board. -~Reappointed Mem- 


beas: Charman: appointment deferred. Mr. J. Allan; Bailie 
J.. G. Banks; Lady Fraser; Mr. R K. Henderson; Mr. D. B. 
Martın. New Members: Dr, E. A. Cormack ; Miss A. Hankey ; 
Rt: Hon. George Mathers, M.P. 

Western Regional Hospital Board.—Reappointed . “Mêmbérs: 
Sir ALEXANDER S. M. Macarecor (chairman); Professor C. F. W. 
ILLINGWORTH ; Mr, James Jack New Members: Dr. A. C. BLAM; 
Bathe Granys M. Dewar; Councilor G. W. Lindsay. New 
Members: Dr. Hecror R. MacLennan; Mr. John McMenamin; 
Miss I. B H. Renton. `X 


In addition, Mr. William McLaughlin has been appointed to 
fill a casual vacancy in the Western Regional Hospital Board. 





REGIONAL APPEALS MACHINERY 
FIRST APPEAL ALLOWED 

The first case in which the regional appeals machinery has 
come into operation for members of hospital medical staffs 
was heard recently. The appellant, a consultant venereolo- 
gist, was dissatisfied with the determination of his starting 
salary by the regional hospital board. He had held a hospi- 
tal staff appointment with full clinical responsibility since 
1938. He was graded as consultant, but the permanent con- 
tract offered to him was at the bottom of the consultant 
scale. He rejected this and appealed to -the board for the 
implementation of paragraph 12 (a) of the Terms and 
Conditions of Service Paragraph 12 (a) states: 

Assuming there has been no break in service (other than one 
occasioned by war service or National Service on call-up), the 


salary payable from July 5, 1948, shall be the salary which the 
officer would have been receiving on that date had the above 


, 


system of remuneration been in operation since the date on which 
he first accepted a hospital staff appointment with full clinical 
responsibility. ` 


The board rejected this appeal but offered him two years’ 
seniority on the consultant scale. This in turn was rejected 
by the appellant, who again appealed for the implementa- 
tion of paragraph 12 (a). The board again disallowed the 
appeal, and the matter was then brought—as it must be— 
to the appellant’s professional association—-namely, the 
B.M.A., which is represented in the Whitley machinery. 
In accordance with thé procedure laid down the case was 
referred to the regional appeals committee. 

This committee met and heard the evidence of both sides, 
the appellant being called as a witness, The appellant's 
grading was undisputed, and evidence was brought to show 
that he had in fact accepted a hospital staff appointment 
with full clinical responsibility in July, .1938. 

While admitting that he held a hospital appointment and 
had clinical responsibility, the board alleged that such an- 
appointment and responsibility was not of the nature of 
a consultant appointment, since the appellant's name did 
not appear in the list of the hospital honorary staff. 

It was pointed out that, being a venereologist remunerated 
by the hospital, which in its turn received payment from 
the county council, the name of the officer concerned * 
naturally was not included in the list of honorary staff. 

Co atory evidence was heard, .and the staff and 
management sides of the regional appeals committee 
recorded their unanimous decision to allow the appeal. 


ee 


DENTISTS’ SALARIES 


The Dental Whitley Council (Local Authorities) have agreed 
on salaries and conditions of service for whole-time dental 


officers employed by local authorities in Great Britain. . 


These new scales, which are recommended by the council 
to local authorities, operate from October 1, 1950; and are 
as follows: i 
Dentai Officers : 
£800 per annum, rising by annual increments of £50 to 
a maximum of £1,250 per annum, the employing authority 
having discretion to allow one increment for each ‘year of 
experience in practice up to a maximum of five years. 


Chief Dental Officer 









Not Populatı a Salary Scales a 


£1,250, rising by one increment of £50 to a maximum of 


150,000 £1,250, slag by annual increments of £50 to 2 maximum 

250,000 £1,259, Tising by annual increments of £50 to a maximum 

400,000 £1,250, ‘ales by annual increments of £50 toa maximum 

600,000 £i, 250, Tising by annual increments ol £50 to a maximum 
Over 600,000 At discretion 





PUBLIC HEALTH SALARIES 


Some doctors have expressed disquiet that under recent 
awards the salaries of assistant medical officers of health rise 
to £1,150 while the salaries of assistant dental officers rise to 
£1,250 per annum. But the assistant medical officer of 
health has the likelihood of promotion within the service 
to higher appointments, such as senior medical officer, 
deputy medical officer of health, and medical officer of 
health, while the dentist is likely to make his career in 
the appointment of a dental officer. In the words of the 
Whitley Council’s recommendation, “dental officers, as 
compared with assistant medical officers in the local 
authority service, have not the like prospect of proceed- 
ing to a higher post, and they therefore sought to provide 
a career grade” 
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A VISIT TO THE MIDDLE EASTERN 
1 BRANCHES - 


0 BY 


E. GREY TURNER, M.C., M.A., M.R.CS., L.R.CP. 
Assistant Secretary, B.M.A. 


The Mediterranean and Middle Eastern group of Branches 
of the Association ıs not only the most scattered but the 
most heterogeneous. It extends from Gibraltar to the 
Persian Gulf and Aden, and is difficult to cover in a short 
space of time. Eleven days 9f this tour were occupied with 
travelling, vand in the 1emaining 24 days 14 centres were 
visited. This may convey some idea of the intensity of the 
programme. g 


tr 


The Fortress Colonies 


My first port of call was Gibraltar. The Branch there 
owes much of its success to Dr. J. A. Durante, who has 
been its secretary for 12 years. I met the Colonial Secre- 
tary. the chief medical officer, and all the doctors, and visited 
„all the hospitals—Service and civilian. The chief problem 
at Gibraltar is integration. There afe four separate medical 
services, provided respectively by the armed Forges, the 
Colonial Government, the municipality, and the private 
- practitioners, in a tiny territory with a population of about 
35,000. I hesitate to express an opinion after a visit of 


only 36 hours, but it seems to me that the Government ~ 


and municipal (preventive) health services might well be 
combined under one authority, as in Malta and Aden. 

My visit to Malta can appropriately be described next, 
although it was in fact the end of the tour. I had the great 
pleasure of staying with Sargeon Rear-Admiral T. Madill at 
Bighi. The historic Royal Naval Hospital ‘was heavily 
damaged ın the war and is far from fully restored. The 
huge military hospital at Imtarfa and the lavishly constructed 
St. Luke (civil) Hospital were also visited. I spent some 
time at the department’ of the Chief Government Medical 
Officer, and at the Royal University with the rector, Pro- 
fessor J. A. Manché. This ancient seat of learning suffered 
heavy damage in the war, and the rector is anxious to obtain 

-anatomical and pathological specimens for the museum, and 
medical books for the library, in order to replace losses 
from enemy bombing ' 

I was most hospitably entertained at a number of social 
functions, addressed the Malta Branch, and addressed a 
meeting of medical officers of the armed Forces at the Union 
Club, at which considerable dissatisfaction was expressed 
with the recent increases in Service pay. Service medical 
officers are compulsorily retired at a relatively-early age, 
and in the days when small and pleasant practices could 
be bought by retired officers on pension this was probably 
an advantage. The National’ Health Service has changed 
all this, however, and early retirement now looks like 
becoming a serious disadvantage. The Malta Branch is 
anxious to obtain advance information about distinguished 
medical men passing through the island, in order that they 
may be invited to lecture. The same applies to many other 
overseas Branches. . 

At Aden my host was the Director of Medical Services, 
Dr. E, Cochrane. I interviewed the acting Chief Secretary 
and the Air Officer Commanding, addressed the R.A.F. 
medical officers and the Aden Branch, visited the large 
R.A.F. hospital, the Civil Hospital, the Keith Falconer 
Mission Hospital, the prison, and other institutions, and 
made a short journey into the Protectorate. The public 
health service is most efficiently organized by Dr. N. M. 
Hodivala, The Aden Branch entertained me to dinner on 
the roof of the Crescent Hotel. - 

One of the chief problems at Aden is the influx of patients 
from the Yemen. More than half the patients in all the 
hospitals are Yemenis, which imposes a severe strain upon 
the Colony’s resources, but the Adenis are reluctant to 
exclude any brothe: Muslims. 
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Egypt and the Sudan 


. From Aden I went to Cairo, where | was most kindly ° 
entertained by the president and secretaty of the Egyptian 
Branch, Drs. F. Maxwell Lyons dnd W. H. Hamilton. The 
Branch has ‘come to an arrangement with the British Council 
whereby the Association’s publications (which are sent to 
the Branch) are deposited for the use of members in the 
British Institute. ` x 

At the invitation of the Director of Medical Services, 
Middle East Land Forces (Major-General A. J. Beveridge), 
I visited the Suez Canal zone.and addressed a large gather- 
ing of Army and R.A.F. medical officers at Fayid. The 
British military cantonments along the shores of the Canal * 
are a remarkable sight, but they illustrate some of the 
hardships of military life overseas, . 

The Sudan Branch resembles the Egyptian in that it is 
also in a foreign country. At Khartum I met the Minister 
of Health, Dr. Ali Bedri, and spent much time with the 
retiring Director of the Sudan Medical. Service, Dr. E. P. 
Pratt, and his successor, Dr. C. B. Drew. The principal diffi- 
culty at present facing this admirable service is recruitment. 
1 had an interesting interview with the Mills Public Service 
Commission, and met the, officers of the Sudan Medical 
Association, which is a “ trade union ” of Sudanese doctors, 
and also a private practitioner who is endeavouring to found 
a Sudan medical and pharmaceutical association. The emer- 
gence of these bodies is significant, and at my suggestion ' 
our members in the Sudan are about .to review the structure 
and activities of their Branch. 


~ 


The Middle East 


From the Nile Valley 1 flew to Basra and stayed with 
Dr. J. J. Todd Morrison, area medical officer of the Basiah 
Petroleum Company. The company has a first-rate small 
hospital, completely air-conditioned and netted against 
insects, and very well equipped.. in the much larger 
Maude Hospital Lieutenant-Colonel C. J. A. O'Kelly and 
his colleagues are doing their best in much less favourable 
circumstances. 

An account of the general meeting of members of the 
Mesopotamian Branch and members from surrounding 
areas was published in the Supplement of April 7 (p. 146). 
The centre of gravity of this Branch has shifted from 
Bagdad to the Persian Gulf, around which the oil com- 
panies employ a considerable number of ‘doctors. There 
is undoubtedly a need for an active unit of the Association 
in the Persian Gulf area, where the doctors, though work- 
ing in relatively small and widely separated groups, have 
many interests in common. : k 

Two days were spent at Abadan as the guest of the Anglo- 
Iranian Oil Company. I addressed the Abadan Medical 
Society, and with Mr. A. C. Turner had the opportunity 
of seeing the hospitals and the excellent, medical service 
which the company provides for its employees and. for the 
surrounding Iranian population. The company’s clinics, or 
health centres, are the fulfilment of a general practitioner's 
dream. Altogether, Abadan must be one of the best cared- 
for industrial communities in the world. 

After Abadan I paid a fleeting visit to Kuwait. 
Kuwait Oil Company’s medical service 1s less developed . 
than that at Abadan, but also reaches a remarkably high -s : 
standard. Jt was a great pleasure also to be able to visit 
the State Hospital at Kuwait, which is expanding very 
rapidly under the active leadership of Dr. Parry » 

From the Gulf I flew to Bagdad and stayed a night with 
Dr. Gordon,Pringle, of the Directorate of Endemic Diseases, 
who introduced me to other British doctors working in Iraq, 
notably Lieutenant-Colonel W. R. M. Drew. 

‘At Beirut I spent two nights with Dr. W. M. Ford 
Robertson, director of the Lebanon Hospital for Mental 
and Nervous Disorders at Asfuriyeh, which has for long 
been the pioneer of up-to-date psychiatric treatment in the 
Middle ‘East. Asfuriyeh is extremely beautiful and weil 
conducted. ~I paid a very brief visit to Amman and drove 


~ 


The 


“ably with medical remuneration in such places as Zanzibdr 
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over to Jerusalem on Easter Day, arriving just in time to 
_. attend matins at St. George's Cathedral. Afterwards 
Nr. Norman “Manson, of the Order of St. John, had kindly 
arranged a party,,at which | met all the doctors of Arab 
Jerusalem, They are thigsting for contact with the medical 
world outside, and are anxious to maintain their link with 
the B.M.A., but the partition of Palestine has greatly inter- 
fered with, all forms of communication and has made the 
~ efficient conduct of a local branch impracticable. 
‘I was stormbound at Amman, and in a desperate attempt 
to catch my connexion for Cyprus hired a car and raced 


across Syria and the Lebanon to Beirut, But for the 


exasperating checks and searches by the customs and police 
at several points on the route I would have succeeded in 
my endeavour, but in fact I missed the Cyprus plane and 
was obliged, with great difficulty, to charter a small plane 
the enext morning. My tour included several other break- 
downs and mishaps, which are an irritating but inevitable 
accompaniment of air travel in remote parts. 


Cyprus 


Cyprus is an island of growing importance, and the Cyprus 


Branch had arranged an extremely full and interesting pro- 
gramme. I met the Governor, the Colonial Secretary, the 
Director of Medical Services (Dr. H. M. Shelley), and the 
Mayor of Nicosia, Dr. T. Dervis, who is also leader of the 
political party which advocates union with Greece. Among 
a very large number of social functions, I must mention 
the huge reception given by the Cyprus Branch, at which 
I met doctors from all over the island, a dinner given by 
the Government Medical and Dental Officers’ Association, 
a cocktail party given by the Hippocratic Medical Society 
of Nicosia, and a luncheon given by the Government medi- 
cal officers at Limassol. At many of these functions I had 
the good fortune to be accompanied by Professor W. 
Melville Arnott, of Birmingham, who was on a visit to 
the island sponsored by the British Council. 

I was taken to Kyrenia to call on Sir Courtney Manifold, 
who at 88 is the doyen of the local profession. Dr. Arnold 
Rose, the president of the Cyprus Branch, kindly showed 


me the excellent little hospital of the Cyprus Copper Mines - 


at Pendayia, and I spent a night at Kyperounda Sanatorium 
with Dr. C. E. Bevan, who is creating something like a 
miniature Papworth village settlement. (He and I per- 
formed a post-mortem examination and removed a speci- 


men which later caused some excitement in the Italian ` 


customs.) I visited the British Miltary Hospital, the 
Government hospitals at Limassol and Larnaca, and the 
‘Nicosia General Hospital. 

The hospitals of Cyprus are of a high standard. The 
culture amd: outlook of the population, of the island are 
essentially! European, and this, coupled with the fact that 
Cyprus includes a large number of private practitioners 
qualified at European universities, imposes upon the Govern- 
ment medical service the necessity of maintaining a very 
high standard. The service is constantly under exacting 
scrutiny and competition. Having regard to these factors, 
it ig astonishing to have to report that the salaries paid by 
the Government to its medical officers are practically the 
lowest in the Colonial Empire. They compare -unfavour- 


“and the Windward Islands, which are far smaller and poorer 
islands than Cyprus. The salaries of the medical officers 
even compare unfavourably with those of other Govern- 
ment servants. 

A higb proportion of Cypriot doctors qualify at Athens 
and at ofher Continental universities, and it is urgenfly 
necessary that the achievements of British medicine should 
be publicized i in Cyprus. 

It is difficult to draw any general conclusions from a 
kaleidoscopic inspection of eight very different Branches. 
To me the tour was extremely instructive, and valuable in 
establishing a large number of personal contacts. To the 
Branches I hope that it demonstrated once again that the 
Headquarters of the Association is anxious to take a 
personal interest in the affairs of the overseas members, how- 
ever few or remote they may be. There is a widespread 


demand ın the Middle East for closer contact with the best 
of British medicine, and if we allow the demand to remain 
unsatisfied it may turn elsewhere. I must conclude by 
expressing my most grateful thanks to all those officers 
of Branches and members from whom I received-so much 
help and kindness, 








Correspondence 








The Budget 


Sm,—The Chancellor of the Exchequer in his Budget 
speech made reference to the fact that the new Ampositions 
were equal and fair throughout the community. 

With regard to the increased purchase tax on cars and the 
extra tax on petrol, these expenses come very hard on the 
general practitioner, far more so than on any other branch 
of the medical profession. The general practitioner who 
visits his patients conscientiously will find his costs rise con- 
siderably. The practitioner with widespread commitments 
will be very severely hit. In these days when it is impos- 
sible to hire a car when one’s car is out of action it is almost 
essential for a general practitioner to own two cars. Where- 
as in industry facilities have always been given for the 
tE ja to carry on their work efficiently, no priority has 
been given to a doctor to possess two new cars, and many ` 
doctors find that they have one new car and have to pay a 
high rate of tax on the second car. The capital outlay for 
two new cars, even if they were obtainable, would be almost’ 
too much for any practitioner to bear. All transport com- 
panies and farmers are able to get relief from the petrol 
tax either by being able to buy at a cheaper rate or by 
passing the cost on to their customers. This also applies to 
most other concerns who use motor-cars a good deal. The 
general practitioner, however, must bear the entire cost him- 
self, as it is quite impossible to pass it on to any of his 
patients. It is fully time that a negotiating committee looked 
into this matter —I am, etc., 

Reading. Berks STANLEY ALCOCK. 


** The Secretary of the B. M.A. states: Motor expenses 
are "part of a doctor’s expenses and any increase must form _ 
part of the profession's claim for an equitable settlement 


Importance of the Family Doctor 


Sm,—It is a view widely and justifiably held that the 
family doctor has lost under the National Health Service 
many of the joys which hitherto mace his life an arduous 
but pleasant one—the satisfaction of doing well a worth- 
while job, the respect of his friends and neighbours as well 
as of his patients, and 4 modicum of leisufe to pursue some 
recreative pastime. 

What are the main causes which. have produced this 
deterioration in the position of the family doctor? It is a 
process which has been growing for years, even before 
July 5, 1948, but has been greatly accelerated since the 
passing of the Act. Several causes come to mind: 

(1) A certain section of the public, perhaps not very great 
numerically, thinks that now for the first time its members hold 
the whip-hand of the doctor, and can demand what they will-— 
belts, elastic stockings, special shoes, proprietary medicines, certifi- 
cates, etc—holding over his head the threat of withdrawal of 
medical cards, not his own only, but those also of his family and 
friends 

(2) There is the question of remuneration, as much by reason 
of unjust distribution as by insufficiency of the total pool. This, 
in my experience, affects more the general practitioners in the 


. populous urban areas than those In the country. The former. are 


denied the benefit, recently increased, of the mileage fund, and to 
a large extent also fees coming from the practice of midwifery, 
now to a considerable degree in towns a hospital service. It. 
should be remembered, too, that under present conditions thete 
can be very little increase of remuneration from ripening age 
and experience, not to mention the intolerable fact that there are 
no distinction awards for the general practitioner, however dis- 
tinguished his work may be from the point of view of the public. 
I can see no fundamental difference between consultant and 


XS 
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general practitioner to warrant this discrimination in the rewards- 
of efficient service. I can, of course, appreciate that there would 
be great inherent difficulties in making the awards, just as there 
are in the case of the consultant, but if the principle’ were 
approved I am sure-it would not be beyond the wit of the 
authorities at the higher levels to develop a niethod of selection. 

(3) But is the general practitioner wholly blameless in the lower- 
ing of status? With the growth of -hospitals and increase of 


ancillary aids to diagnosis, and the emphasis’. ~an, these in the- 


final examination, I fear that even before 1948*:.: doctor was 
beginning -to lose the ability and habit of making an ordinary 
clinical examination. It can no doubt be said to-day that this 
is largely due-to the time factor, and to some extent this is prob- 
-ably true It could be rekeved by reduction in the size of 
doctors’ lists, but more, I think, by getting rid of triviallties which 
have grown out of all reason since the Act came into force. These 


were curtailed considerably by the threat of a shilling on each - 


prescription, and I think the time has now come for the threat 
to be implemented. If lists could be abbreviated and trivial 
complaints abolished, and if the general practitioner could be 
prevailed upon to make a clinical examination of every patient 
before sending him to hospital, it would make out-patient depart- 
ments manageable, we would hear less of patients going to hospital 
to get a “proper” examination, and the general practitioner 
would gain much in prestige. 


After three years of working the Health Service Act many 
mistakes have become obvious, especially as it affects the 
standing and efficiency of general practice. A halt,must be 
called to the present period of drift. If it is postponed, 
further deterioration. in the Service must ensue. The 
importance of the family doctor must be recognized by the 
public, for he is the first person to see the sick patient, and 
upon his prompt diagnosis often rests the life of the patient 
or alternatively the immediate return to good health or an 
indefinite period of chronic invalidism. i 

Let us therefore press upon our respective Governments to 
proceed at oġce with an amending Bill, based on the valuable 
practical experience of three years’ work. Otherwise I can 
foresee a_ serious collapse of the whole structure of the 
scheme. Most’of all, the general practitioner, must be con- 
verted into a contented and self-respecting workman. This 


alone will restore what he has lost, and without it the whole ` 


population must inevitably suffer—I am, etc., 
Belfast, S. T. IRWIN. 


x Adyice Given 

Sr, —I have not made any close study of the correspon- 
dence which Mr. P. G. Watson initiated (Supplement, 
February 17, p. 51), but perhaps I have understood 
sufficient to enable me to add my advice to that of the 
others. oe 

I qualified in 1937, and I recall that in my first-house job 
my colleagues regarded general practice as the rubbish- heap, 
the grim fate of those who could not obtain a higher-qualifi- 


cation or who through financial reasons could accept no | 


alternative. They were wont, therefore, to regard with pity 
and scorn any young doctor “tied up with a girl.” 

Later I did a locum, and my principal tried to make me 
become an assistant with a view, stating that general prac- 
tice was the only branch of medicine that had any money 
in it. He was a good, hard-t¥orking doctor with a fairly 
large -panel practice. he ie 

I suppose in those days the attitude of many was that 
practice was-a mug’s game whose one redeeming feature 
was immediate and reasonable remuneration. This picture 
is, of course, very inadequate and perhaps misleading, but 
it does serve to show that long before the present health 
service general practice was by no means universally held in 
high esteem by members of our own profession. 

In spite of the advice which I had received at the beginning 
of my career I returned from India in 1946 with the inten- 
tion of equipping myself physically and mentally for general 
practice. I did not know much about it, but I felt that-the 
job was worth while. As I was timid about buying a prac- 
tice in those uncertain years I spent the time scrubbing up 
my knowledge, sitting an exam, doing locums and assistant- 


ships, and, it must be confessed, wasting my time. My wife” 


and four children were meanwhile parked with my 
parents. - : 

In July, 1948, I was shaken by the discovery that I Wase 
going to find it very hard to get a permanent job. Now, 
you may not remember that one ®f the reasons our brethren 
were against the Health Service, one of the stated reasons, 
was thatthe number of doctors available was inadequate. 
Well, you would not have thought so if, in those early days, 
you had accepted the advice of the executive councils. I 
corresponded with quite a few, and I know. From Lothians’ 
pleasant land to Preston’s murky sky the answers flowed _ 
the same. By- September, however, I realized that my 
experience of life had just begun.. I realized that I had 
to keep my own counsel, make my own decisions, and e 
use my own judgment. I bought a house, adequate only 
in position, and the same day thie local committees blessed 
the transaction by turning down my application to practise. 
Jt was not unexpected. Although the labour exchange could 
not offer me anything, I hoped the factories in the locality 
might be able to offer me employment of a sort. The 
administrators of the local hospital were unhelpful, for they 
considered me psychotic, which at one time, perbaps,. I 
nearly was. -- > 

We are, however, perhaps wandering from the point. It 
was a timè of great anxiety which I hope few will be called 
upon to experience. For I could not see then that tw 


_ years ahead I should have a panel of over 3,000 and that 


I would be looking for a partner. I wished to show 
Mr. Watson, however, that conditions of service and 
adequacy of remuneration are not all that he may be called 
upon to consider. His difficulty may be to get a practice 
at all. The situation is, however, so-thoroughly bad that 
I should imagine Whitehall will soon do something about 
it. The B.M.A. is largely maintained by and stands for the 
established: practitioners, who naturally regard the pool of 
under-employed as at best a convenience and at worst as 
a potential threat to their income. g 
Nevertheless, my- experience tells me that if. Mr. Watson 
gets a house-in ‘a suitable position in an area, where the 
average panel list is about 3,000 he will have no difficulty in 
getting a reasonable panel within a period of about two 
years (though a recent regulation has made it,a little more 
difficult). All he needs in addition is the a plication of 
what he learnt as a student and the practice of just those 
ideals in which he believes. Moreover, I think he will 
agree that the practice of those ideals should be uncgndi- 
tional; for only thus can we maintain the nobility of our 
profession, the integrity of our own individbal characters, and ` 
the strength to face the unknown storms ahead.—I ain, etc., 
Cartisle. MARTIN LUDLAM. 


Reducing Inflation 


Sm,—I am receiving an increasing number of Forms 
R20c from the executive council informing me that certain 
patients’ names will be removed from my list if their latest 
address is not communicated to the executive council within 


six months. It seems that we are now expected to under- 
take the work of keeping the register of addresses up to 
date. ` a ae aoa 


I can find nothing in the National Health Service Att" 


which empowers an executive council to terminate the con- 
tract between patient and doctor in this: way. Correspon- 
dence with the clérk of the council concerned has elicited 
a reply that “he is acting in accordance with instructions 


received from the Ministry of Health, who bave- agreed ` . 


upon this procedure with representatives of the medical 
profession.” There seems to be some idea of reducing 
inflation of the lists by making doctors errand boys for 
the council's clerks. j ; 

I do not agree that the contract to patients can be broken 
in this manner, and I am considering taking legal action 
against executive councils who continue to issue instruc- 


. tions which seem to have no proper basis.—I am, etc., 


H. G. Howrrt. 


` 


London, S.E 24. 


` Lancashire Divisions of South 
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i M Association Notices 


COUNCIL PF THE B.M.A. 


Election of 40 Members by Grouped Branches in the British 
Isles, of 2 Public Health Service Members; 
and of 1 Woman Member 


The following have been elected unopposed for the session 
1951-2: 


North of England and Tees- J. C. Artbur, Low Fell 


side Branches. Weldon Watts, Newcastle- 
upon-Tyne. 
© East Yorkshire and Yorkshire L. Dougal Callander, Don- 
Branches : caster 


: ‘ W E. Dornan, Sheffield. 
j ‘ Ian G. Innes, Hull. x 
Divisions in Cheshire——Bırken- 
head and Wirral: Chester; 
Crewe; Hyde; Macclesfield 
and East Cheshire; Mid- 
Cheshire; Stockport; 
Wallasey : 
Lancashire 
Merseyside 


D R Owen, Chester 
Divisions of 

Branch—Liver- 2 n> OF 
pool; St. Helens, South- 
port, Warrington—Isle , of 

Man Branch: David Brown, Liverpool. 
Lancashire and East 

, Cheshire. Branch—Ashton- 
undei-Lyne; Bolton; Bury; 
Leigh; “Manchester; 
Oldham; , Rochdale; Sal- 
ford; Wigan: 

Midland Branch- 

Staffordshire and Worcester 
and Hereford Branches: 

Berks. Bucks, and Oxford and 
Northamptonshire Branches: 

Cambs and Hunts, Norfolk, 
and Suffolk Branches: 

Metropolitan Counties 
Divisions in Middlesex: 

Marylebone Division : 

Tower Hamlets, City, Stratford, 
and South-West Essex 
Divisions : 

Kensington and Hammersmith, 
Paddington, and Chelsea 
and Fulham Divisions : 

Camberwell, Greenwich and 
Deptford, Lambeth and 
Southwark, Lewisham, 
Woolwich, and Wandsworth 
Divisions : 

. Hertfordshire, Essex, and Bed- 
fordshire Branches : 

Sussex Branch : 

Southern and Dorset and West 
Hants Branches :, 

South-Western Branch - 

North Wales and Shropshire 
and Mid-Wales Branches: 
South Wales and Monmouth- 

shire Branch: 

Aberdeen, Dundee, Northern 
Counties of Scotland. and 
Perth Branches: 

Edinburgh and S.E of Scot- 
Jand and Fife Branches: 

Glasgow and West of Scot- 
land Branch (Glasgow 
Division): 

Glasgow and West of Scotland 
Branch (County Divisions); 


J J. I. Milne, Manchester. 


D. S. Pracy, Atherstone. 
A. V. Russell, Wolverhampton. 
S. F. Logan Dahne, Caver- 
sham. 
Alexander Brown, Linton. 
~ D. F. Hutchinson, W.C.1. 


Angus Weston, Greenford. 
R. Hale-White, N.W.1. . 


J A~Moody, Ilford. 


H H. D. Sutherland, W 10. 


H. Alexander, S.W.18. 


A. Staveley Gough, Watford. 
J. G Thwaites. Brighton 


Ronald Gibson, Winchester 
S. Noy Scott, Plympton. 


L W. Jones, Llanfairpwll. 
J. W. Tudor Thomas, Cardif. 


Mary Esslemont, Aberdeen. 
J. G. M. Hamilton, Edinbuigh 


W M. Knox, Glasgow. 


The following candidates have been nominated: 


North Lancashire and West- 
. morland Branch: 
Derbyshire, Nottinghamshire, 
Lincolnshire, and Leicester 
and Rutland Branches: 
Hampstead. St. Pancras, 
Westminster 
Divisions : 
Surrey Branch: 


and 
and Holbom 


Kent Branch: 


Bath, Bristol and Somerset, 


Gloucestershire, and Wilt-. 


F. M Rose, Preston. ' 

G D. Thompson, Morecambe. 
J. Cottrell, Grimsby 

E. C. Dawson, Derby. - 

W Dodd, Nottingham 


J A Gorsky, S.W 1. 

F. Gray, W.C 1. 

T W. Morgan, New Malden. 

R. R. Powell, Reigate. 

J. O. M. Rees, Guildford 

A. Barker, Whitstable. 

R P Liston, Tunbridge Wells. 

H. G. Dowler, Churchdown, 
Glas. 


shire Branches: H. M. Golding, Bristol 


- J Nicholson-Lailey, Taunton. 
- Voting papers will be issued to the members of these 


Groups on April 28, 1951. 


No nominations” have been received for Group 31 
(Northern Ireland Branch) N 


Public Health Service 
The following have been elected unopposed: C. Metcalfe 
Brown (Manchester), J. M. Gibson (Huddersfield): 


Woman Member qa 
Annis Gillie, London, W.2, has been elected unopposed 


ANGUS MACRAE, 
Secretary. 


Diary of Central Meetings 


P APRIL 
23 Mon. Conference of Regiona! Officers, 2 p-m. 
24 Tues. Grini Subcommittee, Organization Committee, 
p-m. 
25 Wed. Welsti Committee (at Raven Hotel, Shrewsbury), 
p.m 
«25 Wed. .Committee on the Association of the General 
5 Practitioner with Hospital Work, 2.30 p-m. 
26 Thurs. Publishing Subcommittee, 11 a.m. 
26 Thurs. General Medica! Services Committee, Deputation 
o the Ministry of Health, 3 p.m, 

27 Fn. een Acts Committee, 2 p.m 

27 Fr. Committee on Psychiatry and the Law, 2 p.m 

27 Fri. Venereologists Group Committee, 2.30 p.m. 

May 
1 Tues. Remuneration Subcommittee, Occupational Health 
7 Committee, 10.30 a.m 
1 Tues Advisory Committee, Empire Medical Advisory 
Bureau, 4 p.m. 

2 Wed. Conncil, 10 am 


Branch and Division Meetings to be Held ' 


ENFIELD AND Porrers Bar Drvision.—At St. Michaels 
Hospital, Chase Side Crescent, Enfield, Wednesday, April 25. 
9 p.m., meeting. 


-LANCASTER DIVISION.—At t Store Institute, Marker Street, 


Lancaster, Saturday, April pr . Lecture 
Professor M. Lae vee ester) : “ Intermittent 
a ad | 


oannege At 26, Portland Place, London, W., 
wedneadese "April 25, 8.30 p.m. annual general meeting. 

NORFOLK BraNcu.—At Nurses’ Lecture Hall, Norfolk and 
Norwich Hospital, Wednesday, April 25, 3.30 p.m. A, 
Lecture by Dr. Geoffrey Evans: “ Modern Aspects” of Medical 
ce Surgical Treatment of Disorders of the Autonomic. Nervous 

ystem.”” 

Sutron CoLDFEÆLD Division.—At Sutton Coldfield Hospital, 
Thursday, April 26, 9 pm., Dr J. F Bromley: “ First Aid in 
Atomic Warfare.” 

Tower HAMLETS Division.—At St Andrew's Hospital, Bow, 
London, E., Friday, April 27,3 pm, Dr B D.R Wilson : 
oe Children’ s Diseases.” 

‘Wiaan Drvision.—At The Hollies, Wigan Lane, 


Wigan, 
Thursday, 


April 26, 8 15 p-m., paper by Mr. A. Kirk Wilson: 





Stirling and Border Counties W Jope, Blantyre. “The Acute Abdomen” An ordinary general meeting will 
Branches : One vacancy. follow. ; 
t 
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THE ANNUAL’ REPRESENTATIVE MEETING 


7 


"The Annual Representative Meeting: will be held at 
B.M.A. House, London’, from June 13 to 16. The Annual 
Meeting proper, which normally follows the A.R.M., will 
not be held in the usual form this year, but the Annual 
General Meeting and the Adjourned Annual General Meet- 
ing, usually held after the conclusion of the A.R.M., will take 


place on this occasion during the period of the A.R.M. The 


Annual General Meeting, at which Dr. A. W. S. Sichel, of 
Capetown, will be installed ‘as President of the Association 
for the year 1951-2, will be held at B.M.A. House on Friday, 
June 15, at 12.30 pm. The Adjourned Annual General 
Meeting. at which the President’s Address will be delivered, 
will be held on the evening of the same day at the Central 
Hall, Westminster, and will be followed by the President's 
Reception in the samé building. 

Admission.to the Adjourned Annual General Meeting 
(that is, the Presidents’ Address) and to the President’s 
Reception will be by ticket So far as space permits, these 
functions will: be open to members of the -Association 
“generally and their ladies. Members wishing to be present 
are invited to apply to the Secretary of the Association .at 
B M.A. House, stating the number of tickets desired (a) for 
the President’s Address and (b) for the President’s Reception. 
Evening dress with decorations and academic robes will be 
worn at both functions. Academic robes’ may be hired from 


Messrs. Ede and Ravenscroft Ltd., 93, Chancery Lane,, 


London, W.C.2. 
The time-table of the Annual Representative Meeting and 
the associated functions is given below. 


PROVISIONAL TIME-TABLE—A.R.M., JUNE, 1951 
i Tuesday, June 12 


830 p.m —Cocktail Party (by invitation of the Council of the 
Metropolitan Counties Branch), South Wing, B.M.A 
House. 

$ Wednesday, June 13 

9.00 a.m.—A.R.M. Inquiry Office opens—Room A. 

9.30 am.—Ladies’ Club opens-—-B.M.A Inquiry Office. 

10.00 a.m-—A.R.M, opens—Great Hall. 

7 for 7.30 p.m.*—Representatives’ Dinner, Dorchester Hotel 
Ticket, 30s. (excluding wines). 


E for 730 p.m.*—Repiesentatives’ Ladies’ Dinner. 
Hotel. Ticket, 30s. (excluding wines). 
930 p.m "e Representatives Dance, Dorchester Hotel 
10s ° ' 
: P Thursday, June 14 = z 
9.00 am.—Council Meeting, Council Chamber * t 
10.00 a.m.—AR.M.—Great Hall . i 
12.45 for 100 pm.—Overseas Luncheon—Russell Hotel. 
7.30 p m.——Edinburgh Graduates’ Dinner—Savoy Hotel 
Glasgow Graduates’ Dinner—Mayfair Hotel. 
Welsh Dinner—Londonderry House, Park Lane. 


Friday, June 15 
9.30 am.A.R.M.—Great Hall. ` 
12.30 p.m.—Annual General Meeting—Great Hall ` 


8.00 p.m.t—President’s Address (Adjourned A.G. M. )—Central 
Hall, Westminster. 


9.15 p m.t—President’s Reception—Central Hall. 


Saturday, June 16 


9.30 a.m.—A.R M.—Great Hall 

2.00 p.m.—Council Meeting (at conclusion of A R M )—Council 
Chamber 

3.30 p.m.—-Overseas Conference—Council Chamber. 


- *Evening dress 
tEvening dress with decorations and academic robes should be 
wom . 


Dorchester 


Ticket, 


Westminster, 


A 





FESTIVAL SCIENTIFIC MEETING 
PROVISIONAL PROGRAMME 
Jolntiy Sponsored by the Royal Society of Medicine and the 
British Medical Association 


At its last meeting the Council of the B.M.A. discussed the 
possibility of arranging a scientific meeting in connexion 
with the Festival of Britain. It was subsequently learnt that 
the Royal Society of Medicine ‘had cone far in arranging a 


` similar meeting. Those who aré planning ‘the two pro- . 


grammes met and quickly agreed that such a Festival 
scientific meeting for Medicine should be sponsored jointly 
by the two organizations. Printed below is a time-table of 
this joint meeting, sponsored by the Royal ae a 
241 
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Medicine and the British Medical Association, which will be 
held in the House of the Royal Society of Medicine and be 


‘e -*open to all members of the profession, whether or not fellows 


of the R.S.M. There will be no registration fee, but admis- 

sion to each meeting wifl be by ticket only. (Further details 

will be announced later.) There will be a symposium on each 

of the subjects listed below. Sir Henry Dale has consented. 
.to give the Festival lecture in the Great Hall of B.M.A. 

House on the evening of June 20. 


JUNE 
Date and Time Subject Convener or Chairman 
Mon., 4; 2.00 .. The Peripheral Nervous Sir Henry Dale 
System ` 
ues, 3 ze ; — . 
Sh 10.30 Otorhinolaryngology i Mr. W M. Mollison 
an . 
Ther, 7; 2.13 Antibiotics . ae aa ir Ajexander Fleming 
Fr, 8; 4 . Vascular System (Clinical) Prof G W. Pickenng 
Mon., 11; 2.30 Ophthalmology .. ee Sir Stewart Duke-Elder 
Tues, 12; 10.30 Plastic Suigery a Sir Harold Gillles 
and 2,30 ` 
Wed , 13 _ — 
Thurs., 14; 2.00 Central Nervous System .. Dr. W, Russell Brain 
Fa., 15; 4 .. Anaesthetics aa a Dr. I. W. Magill 
-» 18; 10.00 Poltomyelitis ta os Dr. F. M, R. Walshe 
—" 215 -- Endocnnology (Clinical) .. Dr. R. D. Lawrence - 
Tues, 19; 10.00 The Decline ofInfant Mortality Sir Allen Daley 
5.00 wa é ? . Dil L Colebrook 
Wed., 20; 10.00 Peptic Ulcer ae ate Sir Henry Coben 
21 . Endocrinology (Expenmental) Dr. A. S. Parkes 
Thurs , 21; 10.00 Nutrition andthe B Vitamins Lord Horder 
2. ae acer tat ee Ea Sir Hugh Cairns 
Fri, 22, 10.00 Cards ar Disease ip To be announced later 
an Ageing Population 
ss 2S .. Orthopaedics x“ 7 Mr. S L Higgs 
Mon, 25; 10.00 Cortusone and A.C.T.H. .. Prof G R. Cameron 
4 Vascular armen (Physiology) Lord Horder 
Tues.,26; 4.30.. Tropical Medicine .. 5 Sir Neil Hamilton 
arrie, 
Wed , 27 ; 4.30 Epidemiology A Dr. W H Bradley > 
Thurs., 28; 1600 Carcinoma of the-Lung .. Mr. T. Hotmes Seliors 
2.15 Thoracic Surgery 5 Mr. R. C. Brock 
Fri , 29 ~ — 
JULY - 
Mon., 9; 4.00.. Odontology 


Sir William Kelsey Fry 


4 PEt 








LECTURES ON HYPNOTISM 


On the instruction of the Council, the Secretary of the 
B.M.A. has sent a letter to Divisions and Branches pointing 
out that it is inappropriate that lay hypnotists should give 
demonstrations at Division meetings. At least one Division 
has had a stage hypnotist to give a demonstration. In the 
opinion of the Council it is unnecessary to go outside the 
medical profession when seeking a suitable lecturer to 
explain the uses of hypnosis or to demonstrate the procedure. 





TRADE UNION MEMBERSHIP. 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: . 


County Council —Durham. i 


Metropolitan Borough Councils.—-Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 


Non-County Borough Councils:—Crewe, Dartford. 


Urban District Councils—Droylsden, Houghton-le-Spring. 
Huyton-with-Roby. : 


————————  ————————S——ESE—————————— EE, 


Tho Minister of Health has recently designated part-tme 
registrars so that their pay becomes superannuable in their part- 
time capacity The same designation includes all other part- 
time doctors entering the service of a hospital board within 
twélve months of leaving general practice or other superannuable 

„work in-the Health Service. The purpose of this arrangement 
is to ensure that any doctor who gives up general practice, for 
example, to join the hospital service in a part-time capacity in 
order to return to general practice better equipped or to become 
a registrar shall not lose any superannuation rights he may have 
acquired in, his previous work. 
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CHARGES FOR DENTURES AND 
SPECTACLES 


The National Health Service Bill, 1951, which was published 
on April 17 (Journal, April 21, p. 896) authorizes the making 
of charges for dentures and spectacles supplied through the 
National Health Service. It applies to England and Wales 
and to Scotland. Charges will be made for dentures and 


- spectacles supplied direct to their patients by dentists and 


opticians under the “family practitioner services” or to 
hospital out-patients ; no charge will be made to in-patients 
in hospitals. Charges cannot be made under the Bill for 
sight tests or for dental treatment. i 

The amounts of the charges, which correspond to roughl 
half the cost to the Exchequer, are set out below: i 


Dentures 


Single dentures : 
1, 2, or 3 teeth i sà HO 
4 to 8 teeth .. . re is 
9 teeth or over .. a; AP os 


The patient will not have to pay more than £4 5s. for any 
denture, but if he wants a metal denture which is not clinically 
necessary he will have to pay in addition to the £4 Ss the whole 
extra cost of the metal denture 


Spectacles 

£1 a pair plus the cost of the frames, which ranges from 3s .4d. 
to 15s 1d., according to the type-of frame selected. 

The cost of the frames is set out in the “ Statement of Fees and 
Charges” already in operation under the supplementary eye 
service. The patient will in future have to pay the whole cost of’ 
the frame he selects as: shown in-that statement, whether at present 
payable by the executive council or partly by the council and 
partly by the patient If a patient wants special lenses—e g., 
curved lenses of a type not clinically necessary—he will have to 
pay the whole extra cost in addition to the normal charge 

In the comparatively rare cases where special frames (not 
included in the “ Statement of Fees and Charges “) are supplied 
under the hospital service for reasons of clinica} necessity, the 


5 Es d 
Full upper and lower denture .. . 4 5 0 
2 0 
2 0 


- charge will be determined by the appropriate Minister. 


Children’s glasses in the standard type of children’s frame will 


` be free of all charge 


The charges will come into operation as. soon as 
regulations can be made following the passing of the Act, 
and they will apply to all dentures where the patient is 
accepted by the dentist on or after the date when the regula- 
tions come into force and to spectacles supplied following 
a sight test on or after that date. The same date will apply 
in the hospital service The charges will be paid direct by 
the patient to the dentist or optician under the family prac- 
titioner services (or to the hospital authorities), and the fees’ 
payable by the executive council to the dentist or optician. 
will be correspondingly reduced. 

The charges will not apply to the replacement of dentures 
and spectacles following loss or ddmage. where the position 
will continue to be governed by the present Act. Thus a 


_ patient who has- been careless will be required to pay the 


full cost or such proportion as the executive council decides, 
but a patient who has not contributed to the Joss by careless- 
ness will have the loss or damage made good free of charge. 
In the’case of spectacles, however, whether there has been 
carelessness or not, the full cost of the spectacle frames 
(which -is dependent on the patient’s choice) will be payable. 
Patients who cannot afford to pay the charges will be able 
to apply to the National Assistance Board for help in the 
ordinary way even if in full-time employment. The Board 
will deal with their applications on the usual assistance 
standards. 

The charges may be vaned by an Order in Council subject 
to an Affirmative Resolution in both Houses of Parliament. 


Tuberculosis Treatment Abroad 
The Bill also empowers the Minister of Health and the 
Secretary of State for Scotland to make arrangements for the 
treatment in other countries of patients suffering from 
respiratory tuberculosis (see Journal, April 21, p. 891). 
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_ OCCUPATIONAL HEALTH 

A meeting of the Occupational Health Committee of the 
Association was held on April 19, with Dr. J. A. L. VAUGHAN 
JONES in the chair. The report of the Industrial Health 
“Services Committee (the Dale report), Joint Councils on 
industrial health, and the question of making occupational 
dermatitis a notifiable disease were among matters discussed. 

The Committee received a report that the Council ‘had 


adopted the recommended terms of service for industrial ~ 


medical officers (Supplement, March 3, p. 63). Under these 
terms, in organizations in which more than one medical 
officer is employed, the medical officer would be responsible 
to the principal medical- officer; with this exception, the 


médical officer should be responsible only to the highest _ 


level of management. 

The Planning Subcommittee is to hold an all- -day meeting 
on May 24 to consider the Dale report on industrial health 
Services, and a special meeting of the Committee will be 
held when the subcommittee has reported. It was the feel- 
ing of the Committee that the Dale report was a “step ‘on 
the way,” but that there was much to be done by the 
Association and other bodies, and it was felt that the Occupa- 
~ tional- Health Committee should take a lead. One member 
” spoke of apathy in indusiry about the report, and suggested 
-that if organizations outside medicine could be interested in 


the document the Planning Subcommittee would have more. 


views to consider. 

It was agreed that the revised model constitution for 
joint councils on industrial health should be circulated to 
existing joint councils and also to Divisions and Branches 
with a, view to stimulating local interest. The chief changes 
in the revised constitution are that these councils should be 
known as Advisory Councils on Occupational Health, that 
they should appoint representatives (not delegates) to annual 
or special_meetings of a Conference of Advisory Councils, 
- and that a council should include representatives appointed . 
` by trade councils, It was also decided that the Occupational 
Health Committee, on behalf of the Association. should 
sponsor a conference of these councils in 1952, the CHAR- 
MAN remarking that it was an opportunity to show trade 
unions and employers alike that it was to their advantage 
to have more doctors in industry and that co-operation 
between -industry and the medical profession could only 
result in benefit to all concerned. - 


Notifiability of Occupational Dermatitis 

The Committee spent some time discussing a suggestion 
that occupational .dermatitis should be included in_the list 
of -notifiable diseases. - Dr. Sysm Horner, Deputy Chief 
Medical Inspector, Factory Department, Ministry of Labour 
and ‘National Service, attended in place of Dr. E. R. A. 
Merewether, Chief Medical Inspector. Members of the 
Committee stressed the preventive aspect of the. problem. 
At present the Ministry of “National Insurance did not 
notify employers when a case of occupational dermatitis_ 
occurred. If this were done it would enable industrial 
medical officers to take preventive measures. ‘Occupational 
dermatitis is known to be one of the chief causes of claims 
under the National Insurance (Industrial Injuries) Scheme. 
Members stated that there was no machinery at present for 
trying to reduce this incidence. One suggested that the 
“method of notification might be for the examining practi- 
tioner to notify the. Factory Department of the Ministry at 
the same time as he notified the Ministry of National Insur- 
ance, but practical difficulties with regard to this were pointed 

` out. 

Dr. Horner said that the question of compulsory notifica- 
tion had been discussed from~time to time from the point of ~ 
view of prevention. There was, however, a system of volun- 
tary notification, and in 1946 a letter was sent to every 
industrial medical officer giving advice on the prevention of 
industrial dermatitis and asking, him to notify cases on a 
voluntary basis. There were to be discussions between the 
Ministries of National Insurance and of Labour with a 
view to closer liaison in connexion with prescribed diseases. 


The. Committee agreed finally to make a general repre- 
sentation to the Ministry of National ‘Insurance urging that 
the Ministry of Labour should be made aware of the 
information collected about industrial dermatitis, with a 
view to prevention. 


A letter was read from the secretary of the Industrial.. 
Injuries Advisory Council asking whether the Association , 


wished to submit evidence, preferably by May 1, to a sub- 


. committee of the council at present considering the method 


of prescribing pneumoconiosis under the National Insur- 
ance (Industrial Injuries) Acts. The Committee was informed 
that this subcommittee had access to the same sources of 
information as the Association would explore. It therefore 


- decided that no useful purpose would be served even if it 


were possible to submit evidence before the required date. 
A suggestion which had been made by the Committee that, 
an industrial medical officer might be co-opted to ethical 
committees brought a reply from the Central Ethical Com; 
mittee that the revised Ethical Rules. made no provision for 
the co-option of any particular type of practitioner, and any 
such suggestion might apply equally to, other branches of 
the profession. , Any “alteration of rules to make this 
possible would first have to be approved by the Repre- 
sentative Body. A member of the Occupational Health 
Committee, Dr. J. A. A. MEKELBURG, said that he would pre- 
pare a memorandum for consideration at a later date, 








REMUNERATION OF MEDICAL 
PRACTITIONERS UNDERTAKING PART- 
TIME SERVICES FOR LOCAL. AUTHORITIES 


SCOTTISH AGREEMENT 


The Scottish local authority associations and the Scottish 
Branch of the British Medical Association have now agreed 
that the revised fees for certain part-time services by general 
medical practitioners, which- have been the subject of recent 
negotiations, shall be payable by local authorities to practi- 
tioners rendering such services on and-after April 1, 1951. 
(This is also the date from which revised fees will be paid in 
England and Wales.) 
associations, the department has undertaken to advise local 
authorities of the nature of the services-and the amount 
of the fees which were the subject of negotiation, and 
particulars are set out below. . 

I. Fee to be Paid by Local Health Authorities for the Cernfica- 
tion of Persons of Unsound Mind under Section 112 (1) of the 
Lunacy (Scotland) Act, 1857, as Amended by the Ninth Schedule 
of the National Health Service (Scotland) Act, 1947.—A fee of 
two guineas shall be paid. 

Il, Fee to be Paid by Local Health Authorities For the Certifica- 
tion of Mental Defectives under the Mental Deficiency (Scotland) 


Acts, 1913 and 1940, as Amended by Section 51 and the Ninth ` 


Schedule of the National Health Service (Scotland) Act, 1947.—A 
fee of two guiñeas shall be paid. 

The fee of two guineas under I and IT will be payable in all 
cases where the practitioner has carried out the examination, 
irrespective of whether or not he is able to complete the certificate. 


UI. Visiting Medical Officers to Establishments Maintained by 
Local Authorities a) The remuneration of visiting medical 
officers to establishments maintained by local authorities for 
services not already covered by the practitioner's terms of service 
under the National Health Service (Scotland) Acts, 1947 and 1949, 
shall be a matter for local arrangement between the parties 
concerned. (b) There was no evidence to suggest that it was 
necessary at this stage to negotiate a fee for emergency visits by 
practitioners to establishments maintained by local authorities. 
Where an emergency visit is required for purposes other than the 
treatment of patients, loca] health- authorities will normally 
provide the service through their own medical. stat If, in the 
light of later experience, general medical practitioners were asked 
to undertake emergency visits for purposes other than the treat- 
ment of patients, an appropriate: fee would be the subject of 


-later negotiation. 


IV. Boarded-out Child:en-and Boaided oui Mental Dejectives. 
—A standard fee of- 12s. 6d shall be paid to practitioners 
undertaking medical exammations. of boarded-out children or 


At the request of the respective, 


. 


Ñ 
` 
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boarded-out mental defectives This fee shall include both the 
medical examination and \the report, and shall apply equally to 
initial examinations and reports and to all subsequent examina- 
tions and reports 


V Medical Officers to Fire Brigades — The following fees shall 
be paid ` 3 

- i 3 Ł s 
Medical exammation of a member of a Fire 

- Brigade or of a candidate for recruitment 1 
Special report on a fireman by his own doctor 
Examination of officer with a view to selection 

for higher appointment .. s . 150 


VI Medical, Examination for Superannuation—Where a 
medical, examination is carried out for superannuation purposes 
a fec of £1 5s. shall be paid This fee includes a report. 


VII. Mileage Allowance-—No mileage allowance shall be paid 
p a practitioner performing services for local authorities within 
he boundaries of a city or a bufgh. In all other areas-a mileage 
allowance shall be paid for services performed by practitioners 
under I to VI inclusive of this agreement The mileage allowance 
shal} bo at the rate of Is. per mile each way for every mile 


d \ 


5 90 
10 6 


travelled outside a radius of two miles, the mileage.being reckoned . 


from the practitioner's home or from any centre from which 
he practises, whichever is the less, subject to a maximum of 20s. 
for the return journey; provided that no mileage allowance shal! 
be payable in respect of any distance travelled for which the 
practitioner has received or has claimed an allowance otherwise or 
in respect of any visit or attendance for the purpose of rendering 
general medical services under the National Health Service 
(Scotland) Acts, 1947 and 1949. : 

~ 
ee ae 


= 





PUBLIC HEALTH. SALARIES 
INDUSTRIAL COURT MEETINGS 


The Industrial Court has now met on three occasions to 
consider certain matters referred to it by Whitley Committee 
C. The hearing was concluded on April 18. The subjects 
considered were the salaries of deputy medical officers of 
health, of divisional or area medical officers, and of medical 
officers -holding mixed appointments. Under the original 
award of the Industrial Court (Supplement, December 30, 
1950, p: 255) these matters had been referred for further 
negotiation between the two sides of Whitley Committee C. 
Agreement was not reached and they were therefore again 
brought before the Industrial Court. 





REPORTS TO REGIONAL MEDICAL ` 
D OFFICERS 


As a result,of the difficulties which have been experienced 
in completing and returning reports to regional medical 
officers within the period of two days allowed by the 
Ministry, the Department has agreed that Form*’R.M 2 
will be’ reworded so as to make it clear that, in excep- 
tional circumstancesy an extension of the period will be 
allowed. Form R.M.2 is being suitably amended,’ but it 
will be some time before existing stocks of the form are 
used up. R.M.O.s have been informed of the change in 
arrangements and will allow the period to be’ extended in 
suitable cases 


—— >> ——————_—____ 





\ 

Tho Secretary of State for Scotland has directed the Ayrshire 
executive council to recover £1,000 from a dentist who was found 
by the Dental Service ,Committee to have failed to employ a 
proper degree of skill and attention in treating six of his patients. 
His offences included failure to undertake necessary fillings, and 
Proposals to carry out multiple extractions and to provide full 
dentures in excess of the treatment required. Four of the six 
patients he, failed to advise on the whole treatment necessary He 
also failed to produce records when asked for them by a Dental 
Officer of the Department of Health for Scotland, and admitted 
at the meeting of the-Dental Service Committee that all his 
records had been destroyed. i 


F £ ` 
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Festival Preview 


“Each pavilion,” said the guide, “ provides a chapter in a 
story.” Unfortunately, on the day of the Press preview of 
the South Bank exhibition, a fortnight before the declared 
opening of the Festival, many of the chapters were headings 
only. This was true of the health pavilion, a large building 
situated almost under an arch of Waterloo Bridge. Here. it 
was stated, the importance of the individual in the com- 
-munity would be emphasized, “for Britain still leads the 
world in the individual attention ‘given to the sick.” It is 
promised that in this section there will be illustrated out- 
standing contributions in medicine, surgery, public health, 
and nursing, from Harvey’s studies on the circulation of the 
blood 300, years ago to present-day research on the nervous 
system. The pavilion, however, on preview day was only 
to-be entered at the peril of life and limb from girdcrs and 
other obstructions, and no sign of what it would contain was 
visible. The same was true of the adjoining section, which 
is to show the equipment for schools and universities, 
including class-rooms and laboratories. Another section is to 
show the practical solutions the architect has to offer to the 
problems encountered in dual-purpose rooms—rooms which 
serve as kitchen and dining-room combined—and in the 
nursery which grows up with the child. The main theme 
of the South Bank exhibition is British achievements in 
science and technology, and most of these are housed under 
the Dome of Discovery, a canopy 365 ft. in diameter, out- 
spanning the domes of St. Peter’s and of the British Museum 
reading-room. Here the triumphs of British science are to 
be demonstrated, from Newton to Rutherford; also geo- 
graphical discovery and British enterprise overseas, particu- 
larly in the’ combat of disease and difficult. living conditions. 
Altogether, there are 30 or more buildings ,in the exhibition, 
and one’s impression, even in its far from finished state, was 
one of modernity and gaiety in outline and colour. 


Personal Calls 


Those two new and useful departments at B.M.é&. House, 
the Empire Medical Advisory Bureau and the International 
Medical Visitors Bureau, have had a busy year. Apart 
from their heavy mails, the Empire Bureau in .1950 received 
personal calls from 1,065 visitors from overseas, and the 
International Bureau, which was only just settling down, 
159. The Commonwealth ‘visitors came mostly from 
Australia, South Africa, and India; the international 
visitors chiefly from the U.S.A and Germany. In both 
cases about half of those who came wanted to know some- 
thing about postgraduate education facilities in this country, 
but a number inquired about the possibility of securing 
medical employment, or registration with a view to such 
employment. : Apart from this, there are all sorts of minor 
questions which the Bureaux are asked—about cars, cus- 
toms, and hotels, and so on. The Empire Bureau costs the 
Association about £5,000 a year and the International Bureau 
about £750, but they are performing ‘Services which add 
greatly to the reputation and usefulness of the B M.A., with 
its Branches and affiliations all over the Commonwealth 
-and its many links with the medical profession in foreign 
countries. ' 


Lighter- Reading 


It is`interesting—though sometimes embarrassing—to be 
reminded of one's former self. Dr. Joseph Garland, who 
is the editor, of the New England Journal of Medicine, at 
‘the recent General Assembly of the World Medical Associa- 
tion showed that he had been studying the early volumes 
of the British' Medical Journal. At the time the Journal 
first became known by that name—the mid-’fifties of the 
last century—it took a wide field of subjects, including many 


` 
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which were not strictly medical. There is a touch of melan- - 
choly in recalling that in 1857 the British Medical Journal Correspondence : 
had a panegyric on the roast beef of Old England, with notes eee eee eee nee e 
on proper and improper methods of fattening it. More Tia 
suitable to the present times was an article on “ Frugal 


Marriages.” Another article was on sea-bathing in the 
Serpentine, a proposal that the water in Hyde Park should 
be replaced by salt water for the purpose. One speaker in 
the same discussion, by the way, computed that there are 
now in the world between 8,000 and 10,000 journals devoted 
to medicine and the related sciences. Seventy years ago 
John Shaw Billings estimated that there were 864 medical 
journals 


Call an Ambulance 


A doctor writes to say that his breakfast was interrupted the 
other morning by the following telephone message from a 
patiert evidently wishing to miss nothing of the beauties 
of spring in the countryside: “ Would you please phone the 
hospital and order an ambulance with a window tn it, as my 
sister wants to look out of the window on the way.” At 
lunch-time he recetved another telephone message, this time 
from the proprietress of a public house: “ Mrs. X would 
like an ambulance to take her home from the Z public house 
after a party last night.” . 








Questions Answered 








i Services of Wife 


Q.—What am I allowed fo: the services of my wife as 
receptionist, etc., in income tax? fs she liable for income 
tax? 


A.—The only guidance.that can be given is that the 
amount paid to the wife for services as receptionist, etc., 
and treated as an expense for income-tax purposes, 
should be a reasonable amount having regard to the 
nature of the services and the time spent thereon The 
amount so paid is a part of the joint incomes of husband 
and wife, and must be included as such in the declaration 
of total income, but the wife is entitled to have her separate 
personal allowances set against the amount of her earnings. 
The allowances in question are those applicable to a “ single" 
individual. 


Domiciliary Consultations 


Q.—lV am a whole-time senior hospital medical officer 
employed by a regional hospital board. If I am cglled 
upon to undertake a domiciliary consultation, am I allowed 
to claim a relevant fee? 


A.—No. It is stated in the-terms and conditions of ser- 
vice of hospital medical and dental staff that no additional 
payment shall be made for domiciliary consultations -by 
whole-time officers. They are considered to be within the 
normal duties of such officers. 


, 


Travelling to Test Equipment 


Q.—Is the following a justifiable claim under my comé 
tax? In order to test out essential medical equipment I 
travelled to Glasgow and back, incurring an expense of 
about £10 


A.—On the facts stated it seems that the cost of travelling 
to test the equipment can reasonably be regarded as part of 
the total cost of its acquisition. That cost would be allow- 
able if incurred to maintain the professional equipment— 
e.g., to replace an out-of-date apparatus—but not if it was 
incurred to add to the equipment. In the latter case the 
expense represents capital outlay. 


First Then and. Now 


Sm,—The statement on “ Control of Medical Man-power ay 
(Supplement, April 14, p. 151) must have been read with the 
utmost disquiet by those who were unfortunate enough not 
to serve with the Forces during the last war, for it mplies 
that so-called reservists will be recalled first in the event of 
emergency. This seems grossly unfair when one remembers 
the bitter resentment expressed by those retained, in the 
E.M.S.. and similar appointments, at their inability to join 
the Forces. Many of these men have proudly demonstrated 
since that their disabilities, where present, would have stood 
the strain of active service adequately; nor have their 
comments on the selfishness of their seniors been lacking. 

We feel, Sir, that no “ reservists "excluding those keenly 
desirous of returning to the Services—should this time 
prejudice the chances of the non-reservists, and that any 
“ screening ” process should automatically consider the latter 
before the former group. So far as training is concerned 
in specialist duties, a couple of hours’ tuition in Service 
returns is probably adequate ; for general duties admittedly 
a longer period is necessary—say an extra hour —-We are, 
etc., 

A. B. Hay (ex-Army) 
J. RowALD (ex-Navy). 
H. M.: URQuHaRT (ex-R A F.). 


Inverness 


pa 


The Budget 


Sm, —The increase in purchase tax on cars together with 
the extra 44d. on a gallon of petrol raises in an acute form 
the question of mileage allowances for country practitioners, 
Since I am not myself in the State Service, having opposed 
it with the utmost vigour since returniùg from abroad late in 
1945, I am in a position to observe its peculiar machinations 
from the outside. I find it remarkable that a person per- 
forming a service on behalf of the State, for instance, should 
be called upon to pay the State for the privilege of so doing. 

In a practice that I know of in a semi-rural district I 
have calculated that every visit done entails the payment of* 
nearly Is. to the Government in taxes on petrol, oil, tyres, 
etc., and to the local authority for road fund tax, In this 


. particular practice, which runs three cars a total distance of 


twice the circumference of the globe every year, transport 
expenses, allowing for depreciation, cannot well total less 
than £1,200 a year, yet the mileage allowance received from 
the executive council amounts to just over £40., 

Doctors in such a situation are placed upon the horns of 
a dilemma. It would not surprise me in the least if some 
are seriously thinking of giving up the practice of medicine 
in favour of some less arduous, less responsible, and better- 
paid employment, such as sweeping the roads.—I am, etc, 

Denham, Bucks EUSTACE SHIPMAN. 


The Day’s Work p 


Sir,—About once a week my day’s work begins (if it has 
not already begun in the early hours) with a telephone con- 
versation, of which this morning’s is typical. “ Good 
morning, Doctor. Now this is what I want this morning: 
Hyd. ammon. dil., 1 1b.; olive oil, 8 oz. Ob yes, and the 
arsenic medicine Ted was having last year. Just write it 
out for me, will you, and I'l! call for it later on.” 

I then do a morning surgery averaging perhaps two hours, 
during which J see, if I am lucky, a dozen patients who really ' 
require the attention of a doctor, Thé* remainder want 
certificates (many of which are unnecessary), and a miscel- 
laneous collection of wants—liquid paraffin, a cough bottle 
for the baby (who is not brought, and whom I am not 
expected to examine), corn plasters, bandages, cotton-wool, 
and so on. All this, and much more, is, of course, old news, 
and has been ventilated in your columns on numerous 
occasions, but how many of us ever stop to think in the 
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middle of a surgery, as I do sometimes, “ Good heavens, 
what on earth am I doing, wasting hours a day on this sort 
of thing ? ” . “1 

It should not be beyong the powers of the official mind 
to devise a scheme whereby these requests could be dealt 
with by the chemist, without bothering us and taking from 
us that vital time necessary for attending to those who really 
need us and for keeping abreast of the latest advances in 
medicine. = $ 

It is more than a temporary phase of aggravation which 
causes me to write this; it is, ın fact, a cri de ceur. 1 am 
a comparatively young, and once enthusiastic, general prac- 
titioner. Every day my energy is sapped by nonsensical calls 
upon my attention, and daily I feel my interest in my calling, 


‘and in my patients, waning. At times I feel genuine mental 


angiash when J think of what I will become in-ten years’ 
time if this sort of thing is allowed to persist. . 

Almost every G.P. to whom I speak is boiling over with 
the same type of complaint. I do not know what our leaders 
are doing to improve these appalling conditions of service, 
but I wonder if they are really aware of how great is our 
discontent —I am, etc., 

Blaydon-on-Tyne. B. M. C. Harris. 


Charge on Prescriptions 


Sr, —Many probably noticed, as I did, the slump in ~ 


surgery attendance by N.H.S. patients when the Is. charge 
per prescription was threatened. Surely if patients were 
required to affix a 2d or 6d. stamp, according to the value 
represented, to each prescription it would provide that small 
help to the Exchequer which seems to be needed, as well 


as that slight deterrent which certain patients seem to need. ` 


The chemist could put his stamp over the postage stamp 
and either stock them or let patients get them from the 
G.P.O.—he would know best probably in each case.—l am, 
etc., 


Gloucester. Jonn HARLEY. 


Sm,—Some time ago it was suggested that a charge of one 
shilling should be made for each National Health Service 
prescription, but it was difficult to see how the idea could 
be put into practice without some complicated and trouble- 
some system for collecting the money and passing it on to 
the right quarters. I therefore suggest the following system. 

Each chemist buys from his local post office a supply of 
ordinary shilling postage stamps. He affixes one of these 
stamps to the corner of each prescription as it is received, 
being immediately reimbursed by the person handing it in. 

Having been dispensed, the prescriptions are sent by the 
chemist to the appropriate executive councils in the usual 
way, and the executive councils then cut off the shilling 
stamps from the prescriptions, present the stamps to the 
post office, and receive a sum of money equal to the valué 
of the stamps. 

No doubt certain modifications to this system would be 
necessary, but I think it is to be commended in principle for 
its simplicity.—I am, etc.. 

Birmingham 


C. E. D. TAYLOR. 


Farmers’ Success 


Sır,—Would it be quite impossible for our leaders, and 
more particularly for those who negotiate on our behalf 
with the Government, to learn some lessons from the 
National Farmers’ Union ? According to the issue of the 
Economist of Apuil 7 an extra £43m. a year will be paid 
out in higher prices to safeguard the farmers against rising 
costs. The total gross payments to general practitioners for 
the year 1951-2 is only £5.4m. higher than this increase 
which the farmers have gained, yet we are told that in the 
present state of the country it would be impolitic to ask for 
any substantial extra payment. 

In regard to our remuneration the Economist, which may 
surely be thought to take an objective view in this matter, 
said last week, “7. . . and the Ministry of Health can hardly 
maintain any longer its fiction that the betterment factor to 


be added to the Spens Committee's recommendations~—which 
were made in terms of pre-war valués—should be only 20%.” 

I suggest that we are entitled.to consider a betterment 
factor m terms of food costs, in relation to which the 
Economist states that the farmer is getting “on the average 
five times his pre-war income for less than one and a half 
times his pre-war output.” We may not be paying this 
increase in direct payments for food, but we must as tax- 
payers foot the bull for it. - 

The whole article in the Economist is inspiring inasmuch 
as it shows what a considerable body of men have been able 
to wring from the Govemment apparently as a result of 
courageous, tenacious leadeiship.—I am, ete., 

Launceston, Cornwall. DonaLp M. O'CONNOR. 


Local Resignation 


Sm,—By their threat of resignation Durham teachers 
speedily roused the Minister of Education to intervene in 
their dispute on the “closed shop” attitude of Durham 
councillors. Our medical leaders should consider organiz- 
ing a local resignation of all G.P.s ‘in a disgruntled area 
(such as Liverpool and Birkenhead) to rouse the Minister 
of Health. 

The organizing of one group of dissatisfied doctors would 
be quite as effective for speeding up our negotiations and 


much easier to effect and cheaper to finance than organizing - 


the whole profession—I am, etc., 
Broingham. Wm Watson NEWTON. 


Discipline in the N.H.S. 


Sır —Dr. G. L. Davies (Supplement, March 24, p. 93) 
speaks of the grievous severity of the penalties inflicted on 
doctors for “ breaches of the terms of service,” as they say. 
But let us never forget the first stage of the process, m 
which an accused man has to stand his trial before a group 
of his*own local medical rivals. This is grossly unfair, since 
such people are absolutely certain to be biased one way or 
the other. They should instead be practitioners who work 
outside the accused’s area, and should be presided over by 
a trained lawyer. af 

The present method is also well calculated to foster feel- 
ings of distrust and resentment between men who might and 
should consider themselves sufferers together under this 
juggernaut of a system. Consequently they will be the less 
inclined to combine together for mutual protection. Is this 
a piece of Machiavellian design? It may well be. 

Underpayment is only one of our grievances: this is 
another, as is also our expropriation from the ownership of 
our practices. We can upset all these nefarious plans if we 
will only combine. Keep them constantly in mind.—I am, 
ete., 

Doncaster. W. R. WILSON. 


Doctors and Dentists 


Sır, —May I as a genera] dental surgeon reply to the letter 
of Dr. W. D. G. Troup (Supplement, April 7, p. 148)? 
Dr. Troup in his last paragraph says, “ Let us be fair.” ‘Well, 
let us. 

Dr Troup asks that we do 20 fillings per day at 16s. per 
filling—this to give us a net income of over £2,000, per 
annum. At present value of money this is a sum which I 
cannot accept as being even a reasonablé remuneration for 
any professional man working full-time. But let us examine 
what Dr. Troup is asking us to do. This in fact would 
Tequire some 30 visits per day, and on a basis of half-hourly 
appointments would require some 15 hours’ chairside time or 
some 17 hours’ actual working time. Hardly worth while 
getting into the warm bed which Dr. Troup expressed 
teluctance to leave. 

It might be as well here to state my full sympathy with 
the doctors in their efforts to secure a bigger capitation fee, 
but to compare their case with the dentists’ achieves less 
than nothing. Indeed, I look around and see my general 
practitioner friends enjoying a higher standard of life than 


-N - - . we “i gi j a 
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? l can enjoy, buying and running better cars, and apparently this, that, and the other. Wéare trying to negotiate about 
able ‘to give their children a Better education than can the ~ 1,000 different things at once, when all we want in reality 


oe dental surgeon, and I can only wonder how if is > is adequate pay for the work we are doipg now and likely * 
one, a f 


So press on.and give your full support, Dr. Troup, to your 
efforts to secure a higher remuneration. You at least have 
my moral support. Can we not have yours ?—I am, etc., 

~ Newcastle-upon-Tyne, 2 ~~ J. ARNOTT BROWN. 


Consultation with Family Doctor 


Sır, —in reply to Dr. Kenneth Robertson’s letter (Supple- 
ment, April 14, p. 153) I agree wholeheartedly with 
Dr. Robertson's desire to maintain and improve the 
standard of medicine in general practice, which undoubtedly 
has been jeopardized in many ways over the past few years. 
I cannot, overrate ihe value to the general practitioner of 
easy and frequent contact with the consultant, and I believe 
there is no more satisfactory way of achieving this than at 
the bedside-in a domiciliary consultation. 

I would, however, oppose to my utmost on ethical grounds 

. the payment of a fee to the general- practitioner regarding 


> such consultations, And, further, I could never agree to 


the division of a”consultant’s fee as suggested by Dr. Robert- 
son, who will not, I am sure, upon reflection fail to appreciate 
this as an approach.to “dichotomy.” In my opimion we 
should safeguard our status far more by retaining these 
opportunities for voluntary medicine. if only for the benefit 
of our own imagination.—I am, etc., 2 ; 
Bromsgrove, Worcs. 7 » BRIAN GAUNT. 


Spens, Past ‘and Future 
SıR;-—On reading the report of the Conference of Local 


~ Medical Committees (Supplement, April 7, p. 141) it is diffi- 


cult to avoid the conclusion that the profession is in a 
greater muddle than ever with regard to adequate pay for 
G.P.s and that the attitude of the executive : 
appeasement of the Ministry. 

The only concrete motion relative to remuneration was 
that of Denbigh and Flint calling for a real capitation fee 
.of 53d. per week per person, which was contested by 


- Dr.~Wand for the madequate if not absurd. reason that 


“our claims related to Spens,”_and-the “ tie-up had worked 
to our advantage in the first few years, raising the capitation 
fee from 12s. 6d. to 15s. 6d. immediately.” According to 
Dr. Wand, because all our arguments in the`past have been 
based on Spens, our arguments in the present_and future 


` must be based on Spens. This reasoning is patently invalid 


if not absurd if only because the conditions which-obtained 


when Spens .reported have changed enormously,-and_the- 


most characteristic feature of Spens is that nobody but our 


. executive seems to have taken any notice of Spens.~ ` 


The most futile and unsatisfactory way of paying workers, 
surely, is that of taking a count of them on a certain date 
and ‘placing a sum of money to be divided among them, for 
each individual or group to try to grab as much as he can 

>from the kitty. : i ; - 

To my mind fhe only just and common-sense method of 
paying the G.P.s for what we are doing in the way of work 
is a real, fixed, and adequate capitation fee of x shillings 
per person on the doctor's list at the end or beginning of 
each quarter for services within the competence of, and im 
practice usually given by, G.P.s. 
representatives fo, fight for this basic principle of remunera- 

.tion we-shall never know what they or we are fighting for 
and we shall get less and less pay for more and more work. 

An considering this basic fee I would like to suggest that. 
there be a different fee for thése up to 10 or 12 years old 
and for those ‘over 60 or- 65. 
‘opinion, after many many years’ experience in -various 
types of practice as a G.P., 1s that to-day a fair capita- 
tion fee would be Ss. per quarter per person on list aged 


11 to-60, 6s. up to age 10, and 7s. for those aged 60, or. 


65 if you like, and over. 9 P - 
We are ‘being humbugged with questions of redistribution 
of pools, betterment values, length of practice experience, 


` 


is, one of 


If we do not instruct our 


My personal considered | 


to go on doing for a few years. An adequate fee would solve 


_ the problems of’ the ‘small list-and the over-large list and 


most.of our complexities. - ~, 

The question of remuneration has been for some reason 
made unnecessarily complex, and the most menacing con- 
tent of the complex is the camouflaged means test which-is 
being made the important consideration: for the- redistribu- 


tion of the pool. If we go-on playing in this poof we shall ~ 
. ( - 


be drowned.—I am, etc., g 


St Osyth, Essex R. E. CLARKE. 


Doctors and Patients ` 


Sm,—Dr. W. L. Templeton, in quoting Mr. J. E. MacCéil’s ` 


statement reported in the press (Supplement, April 7, p. 148), 
draws attention to a state of affairs never yet denied and ` 
one of immense and increasing gravity. He'refers to doctor- ` 
patient estrangement, and to the recent and iapid deteriora- 
tion in the status of the G.P. is 
Admittedly a certain type of rich man has always sought 
to go “over the G.P.’3 head” to the specialist, the very 
poor direct to the out-patient door. These cases have been 
the rarest exceptions to a gevieral rule. No barrister would 
dream of undertaking one’s cause without the benefit of his 
instructing solicitor’s staff work: he would not -be permitted 
so to do unless it were that singular anomaly the “ dock 


` brief.”. Medical etiquette is to the like effect, and the best 
type- of consultant knows that ‘professional ethics and his - 
- patient’s interests alike demand his closest co-opetation with 


s 


the G.P. at every stage of the case. 
We are now faced with a national disaster” The younger 
graduates are simply not going into general practice if any 
other course is open to them, for all that they might do so, 
to-day unmortgaged and free of risk in a commercial sense. 
I suggest that, were it not for a large influx-of our foreign 
colleagues, general practice in England to-day would be most 
dangerously “ undermanned”; enormous -surgeries indicate ; 


that the position is dangerous as it is. a 


I note, however, that the G.P. is often far better academic- 
ally qualified tham his present (largely clerical) work strictly 
emands; he may prove the stuff of which fine consultants 
in every specialty are made; and I mightsadd that I 
personally know many who have successfully studied and 
specialized. Yet, bad as things are forthe G.P., I doubt 
whether even study and specialization often prove worth 
while to-day. Such pointers as the- reduction in numbers 
of hospital registrars make one doubt whether it is worth 


- while for a G.P. to hitch his wagon to the star of consul- 


tant rank. The worst crime now is to seek to better 
oneself—it ıs stringently discouraged. In my own circle oÑ 
medical friends far more specialists than G.P.s have left-thé 
profession, the country, or both: I can Gnly guess at the 
number of G.P.s whom “chill penury ” keeps at work and 
at home. I would therefore advise no one to ‘encourage 
his or her son or daughter to embrace the career of medi- 
cine ať all, even though it appeared that the child had the 
talent and fhe parent the money to render it morally certain 
that the former could secure the status of a specialist, 

Clinical rarities call for investigation or-treatment in large 
and well-equipped centres. For the rest I would personally 
be content to entrust my health of body and mind to a 
junta of experienced G.P.s such as we-anticipated (or rather. 
were falsely ‘promised) to operate health centres under the 
Act—I am, etc., oe 


London, E.C.4 PETER Parry. 


POINTS FROM LETTERS 
Higher-Fee for Care of Children ` ` Ps - 
Dr. G. W. Garpe-(London, W.6)- writes: 1 would like to 
suggest that the capitation fee for children be raised to three times 
its present value. They have a sickness liability rate far in excess 


-of the adult, require much, labour to attend when' ill, and are a 


responsibility out of all proportion to the financial return. 


~ 
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Ñ 


ROYAL NAVY r 


Surgeon Lieutenant-Commander W. A. Burnett has been trans- 
.ferred to the permanent list ın the rank of Surgeon Lieutenant- 
Commander. ‘ 


4 A nis 


Royat NAVAL VOLUNTEER Reserve 


’ Sùrgeon Lieutenant-Commande tired) R. T. Jones, V:R.D., 
has been removed from the Reti 


Surgeon Lieutenant-Commander ‘T. McEwan has been removed’: ` 


“from the Active’ List. 
Surgeon: Lieutenant-Commander R. A. Mogg has retired. | 


ARMY 


Colonel L. Handy, late R A.M.C, having attained the age umit : 


for «retirement, is retained on the Active List supernumerary- ‘to 
establishment. 

Lieutenant-Colonet H. B. Knott, O.B.E., from R.A.M.C., to be 
Colonel . 
: T ROYAL ARMY MEDICAL CORPS 


Major M. F. Kelleher, M C, to be age yer ton progres og 

Captain (War. Substantive Major) J. S. T. Goldie to be Major. 

Captains R. Fuller and L. F. Q. Maclaine to be Majors. 

Short Service Commissions-—Captains C. F. Lyons and 
R M D.-Morrell, M.B.E., to be Majors. 

Short “Service Commission (Type “ B”)>—-Cap tain G. 
Goddard has retired and has been granted the honorary rank 4 

ajor 


REGULAR, ARMY, RESERVE OF OFFICERS 
Lieutenant-General Sir Wiliam P. MacArthur, K.C.B., D .S.0., 
O.B.E., late R.A M.C., having exceeded the age limit of Jisbility 


to recall, has ceased to belong to the Reserve of 
Major-General H. M. J Perry, C.B., C.BE., late RAM.C. 


’ . having attained the agé limit of liability to recall, -has ceased to 


belong to the Reserve of Officers. 

Colonel (Honorary Major-General) J. -Walker, C.B.E., M.C., 
lato R.A.M.C., having attained the age limit of liability. to recall, 
has ceased to “belong to_the Reserve of Officers 

Colonel one Bnei Brigadier) G. S. McConkey, O.BE., late 
'R.A.M.C., -having attain od the age limut of liability’ to recall, has 
ceased -to ‘belong to the Reserve of Officers. = 


Rovat Army MepicaL Corps - 
onion G. , MacPherson has ceased to belong to the Reserve of 
fficers 
War Substantive Captain Tamsin M. Wynter, from Women’s 
Forces Employed with the R.A.M.C., to be Captain, and has been 


“granted the honorary rank of Major. 


Š ` TERRITORIAL ARMY : 
Sha RoyaL ARMY MEpitaL Corps vo 
Colonel J. Kinnear, O.B.E , T.D , bas been appointed Honorary 
Colonel of a T.A. unit, in stiocession to Colonel A. R. Moodie, 
T D., whose tenure has expired 
Lieutenant-Colonels C Arnot, O.BE., M.C TD, and 
Co H poung, O.BE., have been granted the acting rank of 
one 
‘ Major M. L. Sutcliffe, T D., having exceeded the age limit, has 
feti „and has been granted the honorary rank of Lieutenant- 
olone 
cpenten (Honorary Major) Cc S. Nicol, from T.A.R.O., to be 
ajor 


‘ptain (Acting Mayor) J. F. Philip has relinquished the acting. 


rank of Major. ~ 


Lieutenant (Acting Major) A H. Alexander -has relinquished 
the acting rank of Major. 
L% +27 4 + ROYAL AIR FORCE” 


* Royal Air Forces VOLUNTEER RESERVE } 


` 


Squadron Leader S. Bender has relinquished his commission 
on appointment to the reconstituted R.A.F V.R., retaining ‘his 


Flight Lieutenant R. V. [mundi has relinquished his commission 
on appointment to the reconstituted R.AF.V R., retaining the 


- rank of Squadron Leader 


i Mind 


‘ > in - 


` COLONIAL MEDICAL SERVICE 


‘The tollowing appointments have been announced: E 
Christianson, M. edical Officer, Dori Boreo ; H. C. Foster, 
: T.M., and G. .P. Merson, M B., Ch B., CPH, Senior 
Medical ones Tanganyika ; S S. L. å inuwi, O1 B.E., M.D, 
F Sr S., Director Medical Services, Nigeria ;‘ J D Reiss 
Ch.B., D.P.H. Senior, Patholo ist, Sierra Leone; R. D. 
MRCS, LRCP. osenwald, M.B., D.P.H., 





~ April 29, 11.15 a.m., annual general meeting. 


and G. K. Laxton,- MBe Medical Officers, Kenya; i de a 
D. . O'Hare, 





Hurman, : Rosanelli, M.D., and H. 
L.R.C.S., Medical - Officers, Tanganyika; A. J. M. Stevenson, . ~~ 
MRCS. and G. 'F. Conway, Ba Medica! Officers, Nigeria, ~ 
Miss J. A. Dawson, M.B., C.Ö G , Lady Medical Officer, 
Gold Coast ; I. N. H. Tick LRCS, Government Medical 
Officer, British Guiana; G. T D. “Murray, BREES OG: 
District Medical Olficer, Windward Islands; 2. Trepiak, M 
* District Medical Officer (temporary), Windward Islands. 
- Association Notices 
ter A a Soe a r a 
a Diary of Central Meetings - 
May | 
1- Tues Remuneration Subcommittee, Occupational Health” v 
2 Committee, 10.30 a.m. 
1 Tues Advisory ee Empire Medical. Advisory 
4 Bureau, 4 
2 Wed. Council, 10 ai m z $ 
-3 Thurs. Children’s- Preparations and Flavouring” Subcom- = 
. mittee, Joint Formulary Committee (at Pharma- 
i ceutical Society, 17, Bloomsbury Square, - 
`` London, W.C.), 2 p.m. ee 
3,~Thuis. Otolaryngologists Group Committee, 2 p.m. - 
3 .-Thurs. Conference of Otolaryngologists, Group, 3 p.m 
4 Fn. Services Committee, 10 aim. - 
7 Mon Amending Acts Committee, 2 pm > ` i = 
- 8 Tues Whitey Committee B, Staff Side, 10.30-a.m. (at 
B.M A. House). = 
8' Tues Whitley Committee B; 2.30 p.m. fat Richmond- 
fas Terrace). 
9 Wed Chairman's Advisory. Subcommittee, General 
Medical Services Committee, 11 a.m. i 
9 Wed Public_ Relations ‘Committee, 2 p.m. - 
10 Thurs. Joint ‘Committee for Consultants, 10 a.m. (at 
i Royal College of Physicians of Edinburgh). 
11 Fri. Library “Subcommittee, Science Committee, 12 ’ 
noon. fee j 
11 Fri.~ Science Committee, 2 pm. ~ 
16 Wed. Assistants and Young Practitioners Subcommittee, 
5 . ` General Medical Services Committee, 3 p.m. 
{7 Thurs. Conference of Honorary Secretaries, 11.30 a.m. 
18 Fri. Amending Acts Committee, 2 pim : s 
18- Fri. Tuberculosis and Diseases of the Chest Group - 
ý Committee, 2 p.m. a 
21 Mön. Subcommittee on Maladjusted Children; Psycho- 
« logical Medicine Group Committee, 2 p.m. 
24 Thurs. Planning Subcommittee, Occupational Health ` 


` Committee, 11 am: 


Branch and Division’ Meetings to be Held 


Bremincuam Diviston.—At 154, Great Charles Street, Birming- 
ham, Wednesday, May. 2, 2.30 p.m , annual general meeting. 
BLACKBURN Drvision —At Royal ‘Infirmary, Blackburn, Sunday, 


BRISTOL DIVISION. —At Main: Physics Lecture Theatfe, Royal ' 
Fort, Bristol, . Wednesday, May a 8.30 pm, annual general ` 


~ meeting. ds 


CAMBERWELL Diviston.—At Dulwich Hospital, East Dulwich 
Grove, “London, S.E., Tuesday, May 1, 8.15 p.m., annual general 
meeting; address by’ Sir George Abbiss: “ Police Organization, 
Past and Present, with Some Reminiscences of Scotland Yard.” 

Coventry Drvision.—Tuesday, May 1, annual general.meeting. 
a Dartforp. Division.—At Joyce’ Green Hospital, Dartford, 
Thursday, May 3, 2.45 p.m., clinical meeting. 

KENSINGTON AND HAMMERSMITH Division.—At St. Mary 
Abbots Hospital, Marloes Road, London, W., Friday, May, 4, 
8.30 p.m., annual general meeting. 

Mip-Herts Division —At Red Lion Hotel, St. Albans, Ffiday, 
May 4, 8.45 p m., annual general meeting. 7 
NortH BEDFORDSHIRE Division.—At South Wing, “Bedford 
General Hospital,’ Friday, May 4, 830°p.m., annual general 

meeting. 

. SoutH. MIDDLESEX Division.—At Public Health Clinic, Bath 
Road; Hounslow, Monday, April 30, 9 p.m., annual general 
meeting. ` 

SWANSEA Division —Aft Pennard Golf Club, Saturday, May 5, 
competition for the Cellan-Jones Golf Trophy. A 

WanpsworTH Division.—At St. James Hospital, Ouseley Road, 
Batham, London, S.W. » Friday, May 4, 8.30 p.m., annual general - 
meeting. 
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MEDICAL GUIDE TO BRITISH SPAS 


REPORT OF ASSOCIATION COMMITTEE. 


Another report has lately been added to the many which 
thave been issued under the authority of the Council of the 
British Medical Association. This is a,little compilation of 
fewer than a hundred pages entitled The Spa in Medical 
Practice: The Repoit of a Committee of the Association. 
A year or more ago the Spa Practitioners Group suggested 
to the Council that, in view of the difficulty which many 
general practitioners experienced in obtaining authoritative 
information about the medical treatment avatlable at British 
spas, the Council should undertake the, production of a 
concise statement. es 

‘A special committee was set up with, as ‘its chairman, 
Lord Horder, who is himself the president of the British 
Spas Federation. Of the 15 members of the committee 
10 were physicians practising at spas or consultants- at spa 
hospitals: Six British spas—Bath, Buxton, Cheltenham, 
Droitwich, Harrogate, and Leamington—were represented 
in the membership of the committee. t 

The report briefly sketches the history and development 
of British spas, descmbes the typical modern spa, and then 
goes on to the indications for spa treatment and the various 
forms of treatment -obtainable. In the second part some 
information is given about each of the eight principal spas 
in England and Wales—namely, the six mentioned above, 
with Llandrindod Wells in Wales and Woodhall in Lincoln- 
shire. A note is made of their history, their situation and 
surroundings, their season and climate, their soil and waters, 
their hospitals and bathing establishments, and their resi- 
dential accommodation and social amemties. 


In and Out of Fashion 


Perhaps no branch of medicine has seen Such fluctuations 
in professional and popular favour as spa treatment. Some- 
times exaggerated claims have been made and believed for 
the efficacy of the waters; at other times spas have suffered 
from scepticism and undeserved neglect. The traditional 
drinking of the waters is no longer the main medical treat- 
ment provided at a spa. Mr. Pickwick may still drink a 
quarter of a pint of Bath water before breakfast, and then 
walk up a full, and another quarter of a pint after breakfast, 
and then walk down a hill, and declare he feels better, but 
in fact in this country, except at two spas—Cheltenham and 
Liandrindod Wells—the local waters are used mainly for 
external application But the compilers of this book say. 
that “ the daily administration of from one to four pints of 
bland fluid may be of considerable value in the treatment 
of a patient.” 


Spa Development’ 


It was the -presence of medicinal springs which determined 
the site of spas. But the spas have other properties, some 
of them an endowment of nature and others man-made. 
Most of them are in the midst of pleasant scenery, and they 
have a climate which ıs ether tranquil or exhilarating, or 
both. Moreover, the spas have attracted medical men inter- 
ested in methods of physical treatment, and hydrothera- 
peutic units have been set Up and many forms of treatment 
instituted, some of them distinctive to the spa concerned 
and making the most of the characteristics of its waters. 

It was with the treatment of complaints of the rheumatic 
group and metabolic disorders of all typés that the spas 
came into prominence, and it 1s in this field, as the present 
report shows, that spa treatment is still making its most 
effective contribution. But those seeking treatment at spas 
have come to include sufferers from various types of cardio- 
vascular disease, infections of the urinary tract, pelvic condi- 
tions in women, diseases of the nervous system, and so on 
Any condition in which physical therapy, combined with 
change of environment and a medically supervised mode of 
living. is indicated can most usefully be treated at a spa 


New Occasions 


A new chapter in the history of Bntish spas opened with 
the National Health Service, though it should be said that 
many if not all the spas for many years past have offered 
special facilities for the rehabilitation of patients from the 
ranks of industry—the victims of accident or illness—and 
in the wars they all set aside provision for military 
casualties. 


Under the Health Service the special spa hospitals, after 
transfer to the Ministry of Health, have been incorporated 
in regional plans for consultant and specialist services. Here 
the compilers of this report stress the need for avoiding, on 
the one hand, excessive conservatism on the part.of local 
authorities and of medical practitioners at spas, and, on the 
other, the making of too sharp a break with tradition by 
the Ministry of Health “and the regional ‘hospital boards. 


“If the spas are to make their most effective contribution to 
the medical services of the country, they must be allowed to 
retain and develop their distinctive characterstics, their cultural 
activities, and therr concentration of equipment for a wide range 
of physical therapy The adaptation of treatment to the indi- 
viduality of the patient should be recognized as a fundamental 
principle Most patients sent 10 a spa require a particular com- 
bination of several therapeutic procedures, and an individual and 
closely supervised regimen of diet, rest, relaxation, and recreation 
The automatic application of a certain type of treatment to a 
labelled condition 1s both unscientific and a waste of a spa's 


resources" -~ 
2415 
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` The hope is expressed that some of the rehabilitation 
facilities to be established under the National Health Seryice 
will be in the form of long-stay annexes to the special 
hospitals at the, spas. The use of spas for convalescence 
is anothêr adaptation pf their long-established services to 
modern requirements. Patients convalescing from respira- 
tory infections and other acute medical conditions, surgical 
operations of many types, and long-stay neurosurgical, 
‘diseases may all derive benefit from a period of residence 
at a spa. 

A warning is given against sending patients to spas indis- 


. criminately, for this country has not many spas, and most 


f 


-and lodging away from home. 
_ choice of hospital is provided under the Act, but in practice 


of them are small. Selection must be on the ground of 
medical need. The former exclusive elegance must give 
place to a wider service. 

It ıs most desirable, too, that the spa should be linked 
with university medical research. Some of the spas are in 
close touch with universities, and in that way through their 
hospitals and laboratories have made valuable contributions 
to medical knowledge. Thus the Devonshire Royal Hospital 
at Buxton has been associated with the Rheumatism Centre 
at Manchester University. A rheumatism research unit 
has been set up at Bath.” The association of spas with uni- 
versities and‘ teaching hospitals will promote continuity of 
treatment and standardization of technique of investigation 
and follow-up. It may also, result in the adoption of an 
accepted classification of rheumatic diseases, the absence of 
which hitherto has been a handicap to research. 

The présent report states, in the section devoted to each 
of the spas, in what manner application is to be made for 
National Health Service treatment, and what arrangements 
are available for in- and out-patients. A patient may obtain 
treatment under the Service asan out-patient at any spa 
hospital, though he must himself bear the cost of travel 
For in-patients freedom of 


° 


regional hospital! boards and hospital management commit- - 
tees tend to give priority of-admission to patients living 
within the region. Eight of the 14 regions of England and 
Wales have .no spa within their borders. Thus large sec- 
tions of the community in regions without a spa may 


-be denied necessary treatment. The committee urges that 


administrative arrangements should ensure that admission 
to spa hospitals is related mainly to medical and not only to 
geographical considerations. 


t 


Scientific Progress 
Before giving a brief account of the treatments available 


at the modern spa, the development of British spas is lightly 
sketched. From the departure of the Romans, with whom 
the baths were refinements of civilized living rather than 
for medical treatment, the spa seems to have been disregarded 
_until the latter part of the sixteenth century, and the golden 
“age of Bath, Buxton, and Cheltenham did not begin until 


the eighteenth. Richard Steele might satirize the doctors of 


* Bath, who in a week cured him of “more distempers than 


I ever had in my ‘lifé,” but by his time Bath was becoming 
the gracious city we know to-day, and from then onwards 
Bath and the other spas were producing. notable physicians 
who were developing spa treatment on increasingly scientific 
lines. With the present century the application of electricity 
in medicine and the developments in physics brought new 
opportinities for the spas. Nevertheless, what gives character. 
to a spa is its waters, and it must not be taken for granted = 
that all spa waters are more or less alike. As the report 
points out, the testimony of practitioners who have sent 


- patients to spas is that in many instances the treatment at 


one spa may prove ineffectual, while good. progress can be 
made at another. 

Among the indications for treatment, articular rheumatism 
of the rheumatoid type is of special interest to spa physi- 
cians at almost all stages of its variable course. Chronic 
progressive arthritis of the- osteoarthritic type can be very 
favourably influenced. Muscular, fascial, and fibrositic 
rheumatism are conditions which do exceedingly well.” 

kd 


Rheumatic fever and rheumatoid carditis in the subacute 
or acute stages are not suitable for treatment at a spa. 
Two metabolic conditions benefited by treatment at a spa 
are obesity and gout. Hypertension and hypertensive cardiac 
and cardio-renal conditions are often benefited. The diuretic ` 
properties of certain waters may be beneficial in treating 
disorders of the urinary tract and diminish the possibility 
of calculus formation. Finally, the wide range of therapy 
available at the spas ìs of proved value in chronic neuro- 
logical conditions, and patients with chronic or relapsing” ` 
psychoneurosis, so often exhausting and. unsatisfactory to - 
the family doctor,-may be assisted by a course of spa | 
treatment. r 
Physical Treatments 


A list is given of the more important baths and techniques 
employed at British -spas under the general heading of 
physical treatments. These include, among non-medicated 
baths, the pool, used for patients requiring active exercises 
in water ; the Hubbard tank, which is used to give patients 
the benefit of full immersion -while the attendants stand 
outside the bath and direct the necessary movements ; the 
reclining bath, for. prescribed active and passive exercises , 
and the under-water douche for relieving spasm. Medicated 
baths include those using carbon dioxide after the Nauheim 


‘method, now more limited in -its application than formerly ; 


brine baths (Droitwich); foam baths ; and peloid baths, in 
which mud or peat is used. The various douches, Aix and 
Vichy, the Scotch douche, andethe needle douche, are 
described. Among local baths are the whirlpool, said .to » 
be of some value in the treatment of peripheral vascular 
disorders, and the Berthollet bath, which has proved succeéss-~ 
ful in osteoarthritis’of the knee-joint. Colonic lavage is no 
longer regarded by informed medical opinion in this country 
as a therapeutic measure. 

The three types of massage commonly employed with - 
hydrotherapy—namely, effleurage, petrissage, and tapote- 
ment—are mentioned ; also the various forms of remedial 
gymnastics in a pool, which are said to benefit cases „of 
chronic arthritis of lower and upper motor neurone disease, 


- and certain orthopaedic ‘conditions requiring post-operative 


rehabilitation. Remedial exercises are contraindicated. in 
cases of tuberculosis of bones and joints, in the active phase 
of acute infections Of bones and joints, in myocardial failure, 
and in pulmonary infections. In discussing electrotherapy 
it is pointed out that the best practical classification of the 
various ways in which electricity can be applied to produce: 


_ a desired result is based on the physical- effect produced 


rather than on the type of current. 
To sum up, in the opinion of the committee the medical - 
profession in general tends to underestimate the value and 
scope of the. facilities available at spas and the progress 
made in recent years at these’ centres. 


“ Physical treatment has there been developed to a very nigh 
standard, and the results- of recent work in many fields, such as 
nutrition, psychotherapy, and the medical aspects of recreation, 
have been utilized in the care of patients undergoing treatment at“ 
spas. ... In the view of the committee the actual and potential 
value of this kind of treatment is so great that it would be a 
disservice to medicine ‘to take any steps which would impair the 
ability of the spas to continue their natural line of development ” 


“The report is obtainable from the Association, at B.M.A. 


House, Tavistock Square, London, W.C.1, price 3s. 6d? 
S 
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š TRADE UNION MEMBERSHIP 


* The following is a list of local authorities which are under- 


stood to require employees to be members of a trade union 
or other organization : 


County Council—Durham. ~- 


+ Metropolitan Borough Councils—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. : 


Non-County Borough Councils.—Crewe, Dartford. 


- Urban District Councils.—Droy)sden, Houghton- le-Spring, 
Huyton- -with-Roby. 


` 
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B.M.A. WELSH HOUSE ; 
T | OPENING AT CARDIFF `- 


{From A SPECIAL CORRESPONDENT] 


B.M.A. House (Wales), 195, Newport Road, Cardiff, was 
officially opened on April 26 at 3 p.m. by the Chairman 
of Council, Dr. E. A. Gregg. For years past it had been 
felt that a Welsh House for the -Association would be an 
asset and a great help in the Principality. In the last few 
years the policy of establishing a regional headquarters had 
been under active consideration and had received the 
approval of the Welsh Committee of the B.M.A. and of 


the Council of the Association.” _ 
_ The house is conveniently sityated in a main thorough- 


_! fare of Cardiff, rather less than half a mile from the Cardiff 


Royal Infirmary and about one mile from the city centre. 
It is a semi-detached house, and it has-been altered and re- 
designed for its present use. On the ground floor there is 
an entrance hall, a general office (occupied by the Medical 
Insurance Agency), and a secretary’s office, which will be 
used by a member of Headquarters staff’ when visiting the 
Welsh House. ‘The back room has been converted into a 
very comfortable common-room, with french doors open- 
ing on to the garden. It is carpeted and nicely furnished 
with comfortable easy chairs and fireside chairs. On the 
first floor there is a committee-room, which would. easily 
hold a committee of 20 or 30 menibers, and a lecture hall, 
which can seat, 100. On the top floor there is the caretaker’s 
flat, together with one or two extra bedrooms. 

The invitations for the opening ceremony were sent to 
the members of the Welsh Committee and -their wives, and 
to certain other officials in the Divisions throughout Wales, 

“as well as to a number of prominent peoplé who had close 
links with the medical profession in Wales. A representa- 
tive gathering was present, and many letters of apology and 
messages of good wishes were received from those unable 
to be present. Members of Headquarters staff who" were 
present 
Dr. Potter, Dr. Hadfield, Mr. Giles, and Mr -Pringle 
(Public Relations Officer) a . 


or 


Chairman’s Address 


- B.M.A. WELSH HOUSE 


at -the opening ceremony were Dr. Macrae,” 


+ 
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generously allowed £10,000 towards the purchasing and furnishing 
of a họuse. That decision was made before we had a single house 
to consider, but fortunately we had a talent scout. I refer with 
very grateful thanks to Dr. Frank Y. Pearson, who acted like a- 
Sherlock Holmes in pursuit of a suitable houses and we owe this 

~ house particularly to his careful search all through the suburbs 
and centre of Cardiff. We have had various houses in view, and 
eventually decided upon 195° Newport Road. This house was 
formerly a nursing-home, and during-the war it became very 
dilapidated. The plans for its alteration and conversion to its 
present use were.drawn up by the architect, Mr. Hughes, whom 
I am glad to see with us this afternoon, and‘ I think that we 
can feel very pleased with his efforts in this direction. Our 
intention had been to try to get the house open on” March 1, 
St. David’s Day, which would haye been a very appropriate day 


for the opening of the Welsh B.M.A. House, but that proved to 


be impossible, as so much work had to be done before it could 
be completed. 

“In order to bring about the state of affairs which you «see 
before you to-day, we owe a great deal‘to many important helpers. 
I have-mentioned Mr. Tudor Thomas, I have mentioned | 
Dr. Pearson, I have mentioned the architect to you, and I imagine 

. that when a question of furnishing is concerned it is necessary 
to have the advice and co-operation of the ladies. The tasteful 
decorations which you see around you}-and the general attractive- 
ness~of the place, owe their inspiration entirely to Mrs. Tudor 
Thomas, to whom we extend our most hearty thanks. Associated 
with her is Mrs. J. D. Williamson, an able collaborator, whom 
we also thank most sincerely. I must also acknowledge the 
generosity of the Council of the Association, and to it we 
extend Gur most grateful thanks, Yesterday, at! the meeting of 
the Welsh Committee in Shrewsbury, I was able to move-from 
thé ‘chair a resolution which embodies the thanks and appreciation 
of the Welsh Committee - +. 

“It is a pleasure to all of us, Dr. Gregg, to have you here 
with us to-day. You are the distinguished head of the Council 
of our great Association, to which you have rendered such long ‘ 
and distinguished service. I ask you, sir, on behalf of the. pro- 
fession in Wales, to declare this building open, for -the use of 
doctors, members. and all those who may wish to come here.” 


` A A . 

House Opened by Dr. Gregg : 
Dr. E. A. Gregg said-he felt it was a very great privilege 
that it had been accorded to him, as occupying for the time 


, beirig the position of Chairman of Council of the Associa- 


tion, to be allowed to.come to Cardiff on this occasion. It 
must be an occasion of great rejoicing to all of them. Prob- 
ably one of the most important matters associated with the 
life of our country was that of housing. It was one of the 


The party “assembled. in the lecture -hall, under the; most difficult subjects with which we had got to deal. It 


. chairmanship of Dr. H. R. Frederick, of Port Talbot’ 


“(chairman of the Welsh Committee), who opened the pro- 
ceedings by addressing the meeting as follows: . 


“ My first words, Mr. Chairman of Council, must be to extend 

to you a very warm, and truly Welsh, welcome. I do not know 

„whether this is your first visit, but I hope we shall see you hert 
again, with Miss Gregg as well. You will remember, Mr. Chair- 

man of Council, there was a wireless programme which opened 

with the song ‘A Great Day for the Irish.’ Well, you are in 

- the land of song here. This is a great day for Wales. This is a 
great day for the British Med 

before you, ladies and gentlemen, a dream come true—partly 

JTealized, at any rate. The result that you see before you is the 
realization of. many years of thought in the minds of the Welsh 

members. Prior to the war, steps were being considered to build 


‘a suitable house, and it was my view anyway that we ‘should 


have a building situated in the beautiful city of Cardiff—I hope 
soon to be the capital city of Wales—a building worthy of the 


Association that we could all be proud of. Unfortunately the war” 


came, and the project had“to be dropped. Shortly after the war 
ended, the question of providing a B.M.A. House in Wales was 
raised, in the first place by the Cardiff Division on the suggestion 
of Mr. Tudor Thomas, and it is largely due to his active interest 
in the matter that the B.M.A.-House in Wales came into 
being. 3 

““The Cardiff Division gave the house its active support, and 
the Welsh Committee endorsed the proposals as they came along, 
so that the house had the warm support of the British Medical 
Association throughout Wales. I as a member of the Council had 
the privilege of putting to the Council the case for a Welsh House, 
and to the very great gratification of all of us the Council most 


\ 


ical Association in Wales. You see - 


was the one that had given most anxiety in governing circles 
~and in the private homes of people. “You solved your 
housing problem here, so far as you are concerned as a 
Medical Association, in the most admirable way, and on 
behalf of the Association we want to thank you. -Do not 


` thank us for the £10,000 ; we look upon it as a good invest- 


ment, and we know it is going to, produce ‘rich dividends. 
We know that it is one of those things that the work of 
the Association can’ best be directed to, that of establishing 
useful -centres in which the local profession may lead.” 

He remembered, many years ago, a Welsh-friend telling 
him of a Welsh custom that they had. Moving from one 
house to another, they took some-of the glowing embers 
from the hearth, and they brought them with them to the 

«new house, and they were able to tell their friends that they 
had brought the fire with them. He did not know exactly 
how they had carried on in the past. They were able to 

‘find a home on their own, but he was sure it must have 
been with a good deal of enthusiasm.on the part of a great 
many of those members of our profession in Wales; he was 
sure there was a warm centre of glowing fire in their hearts, 
and he-had nota shadow of doubt that they had brought 
the fire with them, and that in this place :they had estab- 
lished a warm centre around which they could develop the 
family life. : 

They had a very great respect and admiration for their 
representatives on the Council, Dr. Frederick and Mr. Tudor 
Thomas. He well remembered their old representative, 

S 3 
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Dr. W. E. Thomas. “He had ‘been fairly quiet as a rule, 
but when anything concerning Wales arose Dr. Thomas 
_ was there; he was always speaking up for Wales. 

“The opening of this new house, you know, is like launch- 
ing a ship, and f remember that when a ship is launched 
there are certain words that are used, which I might apply 
now: ‘God bless this ship and all who sail in her. I have 
the greatest pleasure, on behalf of the British Medical 
Association, in declaring this house open.” 

Dr. Frederick called upon Professor Picken, a past 


member of Council and Vice-President of the Association.. 


Professór R. M. F. Picken said it was a pleasure to see 
Dr. Giegg there. He was a man who had had enorm- 
ous eXperience in the British Medical Association, and 
was truly a man of great force. They knew the quality 
of the Council of the British Medical Association, and it 
wasta very great pleasure and an honour when men like 
Dr. Gregg came down fo visit them in Wale} He had 
heard with much gratification that Dr. Gregg was to become 
a gold medallist of the British Medical Association. That 
was a signal honour which he very much deserved. 

Speaking for Wales as a Scot after 30 years’ residence 
in Wales, he said that he had become very attached to 
Wales, and anything which brought good to Wales gave 
him considerable pleasure. -“ The coming of this house is 
one of those things, and it is, so to speak, a place where 
we can rest and work, while, maintaining our norma! full 
support and interest in the Association and in our London 
Headquarters. I should like personally to pay my tribute 
to Mr.‘Tudor Thomas for the part that he has played in 
bringing about the establishment of this house.- May I 
congratulate you, sir, as Chairman of the Welsh Committee, 
on your efforts, and again say what a pleasure it is that 
Dr Gregg is’ here with us to-day?” , 


Healthy City _ 


Alderman James Griffiths said he would like to convey 
the apologies of the Lord Mayor for his unavoidable 
absence. He~had asked him to express his good wishes 
to them all “ You know, sır, that it is contemplated that 
Cardiff will become the capital city of Wales, and we-are 
glad to see that in the British Medical Association you have 
decided to establish your Welsh House here.” Cardiff was 
one of the most beautiful cities iñ the British Isles; it was 
ofe of the most healthy cities ın the British Isles; it was 
one of the cleanest cities in the British Isles ; and they had 
some of the finest hospitals of any in the British Isles. He 
had for some time been chairman of the Health Committee 
of Cardiff Corporation, and looking back along the years 
he appreciated. what the skill of the medical profession had 
done in the cure and prevention of disease and in extending 
the possibilities of life. They were pleased, for instance, to 
note that in Cardiff they, had not had a single’ death from 
diphtheria for the last three years, and this was an indica- 
tion of the progress that had been made. “We are 
glad to see this B.M-A. House established in Wales. It will 
be a centre for medical men to congregate in, and will no 
doubt offer its hospitality to medical visitors from all parts 
of the world. It will be a tremendous asset, and I would 
like to wish it all success.” 


Vote of Thanks 
The Chairman then called upon Dr. Oscar Williams, of 


Llanelly (president of the South Wales and Monmouthshire , 


Branch of the B.M.A.), to propose, and Mr. J. W. Tudor 
Thomas fo second, a vote of thanks to Dr. Gregg. 

"Dr. Oscar Williams said ıt was a great honour to be asked 
to propose a vote of thanks to Dr. Gregg for coming to 
Cardiff to open Welsh House. It was an honour’ also 
to speak on behalf of the South Wales and Monmouth- 
shire Branch, which had for a long time been looking for- 
ward to the establishment of this house, and to-day they 
were rewarded by having it officially opened Dr Gregg 
was well known to many of them, and had done a tremen- 





dous amount of work in the medical and in the political 
spheres of the Association, which had earned the gratitude 
of all. .They were very pleased to have him with them, 
and it was with much pleasure that he proposed this vote 
of thanks. 

Mr. J. W. Tudor Thomas said it was a very great pleasure, 
and indeed an honour, to speak seconding this motion of 
thanks to Dr. Gregg, which he knew they all felt to be most 
thoroughly justified. Dr. Gregg had occupied, and was 
occupying, very high office-in the Association. That impled 
that one had to be familiar with all matters with which 
the B.M.A. was concerned, coming sometimes as resolu- 


from committees covering a vast range of subjects, wit 
which the Chairman of Council had to deal, and o 


. ° . a 
tions or recommendations, and sometimes as long a 


which he required to have full knowledge. 

“ For us in Wales this is ‘a great day: wé have for a long 
time been looking forward to having our own Welsh home, 
I want to stress one point, and that is that I appreciate, 
and I think many of us do, that good stnse of, national 
well-being that has made our members throughout Wales 
join together. One could imagine, if you carry history back 
a bit, rivalry between the North and the South and the West, 


_ but there has been whole-hearted support. for the establish- 


ing of this house in Cardiff from all parts of Wales, the 
North, the West, South Wales and Monmouthshire. It 
would be quite easy to extol the praises of Dr. Gregg at con- 
siderable length, but in all sincerity we are very pleased to 
see him here to-day, and, if I may say so, very pleased to 
welcome Miss Gregg, who accompanies him. I‘have very 
great pleasure in seconding this vote-of thanks.” 

The vote of thanks was then put to the meeting by. the | 
Chairman and carried with enthusiasm 


1 


Welsh Logic 
Dr. Macrae, Secretary of the B.M.A., said he.was always 


' yery pleased to see Wales getting into the limelight, and the 


opening of the Welsh House of the British Medical Associa- 
tion to-day was an-important event in the medical life of 
Wales. They were accustomed to receiving reports from the 
Welsh Committee of the B.M.A., and such was the- force of 


`> 


Welsh logic that these reports always seemed to commend ` 


themselves to the Council in such a way that they were passed 
and approved almost automatically. “We know quite well 
what a lot of good work has been done in the Welsh 
{Divisions and Branches, and it is a Very real pleasure for me 
to be here this afternoon. The Secretariat of Tavistock 
Square are hoping that, with the excellent facilities afforded 
by this delightful house, the Association in Wales will go 
rom strength to strength. It is our wish, and it is our con- 
stant endedvour, to give you the fullest co-operation ir 
future, and to do all we possibly can to promote our mutual 
strength. It is a great pleasure to me, and to my colleagues, 
to be here with you to-day." 

Sir David Rocyn Jones (honorary treasurer of the South 
Wales and Monmouthshire Branch) then rose to propose 4 
vote of thanks to Dr. Frederick for presiding at the opening 
ceremony. He pointed out that, although a Scotsman, 
Dr. Frederick had so attached himself to’ the country in 


which he had now for many years lived that he had acquired . 


the characteristics-and the interests of a Welshman in many 
ways. He expressed the belief that the B.M.A. House in 
Cardiff would be a great asset to Wales, and while con- 
fratulating Dr. Frederick'on the successful establishment of 
the house he wished also to express thanks on behalf of all 
present to Dr. Frederick for so ably presiding at the opening 
ceremony. 

Dr. Frederick responded briefly. 

An excelient tea was then provided, and the guests 
wandered about as they pleased to inspect the house and the 
garden. Many old acquaintanceships were renewed and new 
acquaintances made, until the company- dispersed at the end 
of a most pleasant afternoon which was indeed a historic 


occasion. 
Pa 


` 


` 
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TERMS OF SERVICE FOR INDUSTRIAL 
MEDICAL OFFICERS 


This memorandum is` presented for the guidance of medi- 
cal practitioners who are offered or apply for appointments 


INDUSTRIAL MEDICAL OFFICERS ` i 


as medical officers in ‘industrial or commercial ee: 


both private and nationalized. 

The Duties of and Ethical Rules for Industrial’ Medical 
Officers have been published (Supplement, April 2, 1949, 
. P- 200) and form the basis’ of the work of the medical 
practitioner in an occupational health service. The needs 
of occupational groups vary very considerably from group 
to group, and it 1s not possible to lay down hard and fast 
rules to cover -all groups, but it is possible to enumerate 


` certain fundamentals. 


The medical officer should, whether his work is full-time 
or part-time, be directly responsible for; the organization, 


administration, and staffing of the service to which che i- 


appointed. In those . organizations in which more’ than 
one medical officer is employed he would obviously be 
“responsible to the principal medica] officer. -With this 


- exception the medical officer should, be tepore only 


to the highest level of management. 

The, questions of salary, hours of work, holidays; study 
leave, yesearch, and the publication of medical pers are 
matters which can best be discussed on-a mutual basis to 
< “the satisfaction of both parties. In some industries it is 
necessary to provide a service to .cover all emergencies 
within the 24 hours. This would be-a matter which would 


require special arrangements, for while a doctor would not ` 
working day” he. 


expect to cease work at the end of the “ 
could not be expected to cover the whole day. 

In any agreement entered into between a doctor and an 
employer it would be desirable to have an arrangement 
whereby: either may terminate the agreement within a 
specified -and reasonable time. - 

The practice of medicine in industry or commerce fecessi- 
tates the; closest co-operation with other professional and 
non-professional men and women, and the success.or failure 
of a doctor in such an appointment will depend very largely 
on his ability to work with them nt 


x 


ft 
REMUNERATION ° ~ 
Whole-time Officers 
A whole-time industrial medical officer who has had three 
years’ experience in the practice of his profession after 


obtaining a registrable qualification should receive, when | 


first appointed, a starting salary within thé range of £1 000 
to £1,800 per annum according to the ‘degree of responsi- 
bility entailed by the appointment ; provided that i 


(Da whole-time industrial medical officer whd holds a 1 higher 
professional qualification or has had special postgraduate training 
in industrial medicine or more than three years’ professional 
experience should receive, when first appointed, a starting salary 
at a suitable incremental point above the minimum which ‘would 
otherwise be appropriate ; 7 

(2) a whole-time industrial “medical officer “sn harge" should 
receive; when first appointed, a starting salary not as than £1,200 
per annum, 


Note.—The ‘description "s medical officer in charge ” refers to 


the medical officer who has charge of thè medical services`of a. 


firm or (in the case of a large firm) h one of its constituent units. 


The starting “salary. should. be increased by. regular annual 
increments, each increment being not less than 6% of the 
existing salary. 

The annual increments should be continued until the salary 
reaches a maximum, normally-within the range of £1,800 to 
£2,700,; provided that a maximum salary in excess of £2,700 
should be paid when the’appointmenf entails exceptional 
responsibilities, _ 

The introduction of this salary scale should in no circum- 
stances result in the reduction of the existing salary of any 
industrial medieal officer already appointed. — 


re 


7) art-time Officers : 
Part-time industrial pain officers should receive oo 
salaries, based on the average number,of hours’ work 
week, ‘at rates not lower than those set out in the following 
table « i > 


D Minunum ~- Miınımum 
Annual f Annual 
Hours Per Week Salary | Hours Per Week 
Up to ! hour £75} 9 to 10 hoors £600 
l w 2 £150 | 10 ,, El, £650 
2» 3 £225 | 11 m 12 n ae £700 
34 404 £300 | 12 p Bon oe £750 
44 So. 3 £350 | 13 p 14° 4, o £800 
Sn 6 v £400; 14 ,, Ion . £850 
Ba ES ae ae £450 | 15 ,, I6 ,, £900 
Pg ey a p £500 | 16 a 18 „ £950 
Sn F n a Ci £350 | 18 „ 20 ,, -£1,000°° 


The above scale is intended to include work inside and 
outside the industrial establishment, and covers no only 
routine work, but also telephone consultations, preparation 
of memoranda, advice on Government publications, etc. 

Where a part-time industrial medical, officer is required to 
travel beyond‘ a radius of two miles in the course of his 
duties, a mileage rate of 1s. a mile each way should be paid. 





_. PUBLIC HEALTH ` COMMITTEE 
SALARIES IN PUBLIC HEALTH SERVICE 


A meeting of the Public Health Committee was held on 
April 20. with Dr. C. METCALFE Brown in the bhair. 

A report_was madg to the Committee on the extent to 
which the first award of ‘the Industrial Court, relating to medi- 
cal officers of health, senior- medical officers, and assistant _ 
- medical officers, is being implemented. The Committee. was : 
informed that legal opinion was being sought with regard 
.to the steps, other than the refusal of advertisements, which 
dould be taken to secure the ` full- implementation of the 
award by local authorities.- 

The Committee was gratified to learn that the Lancet, the. 
Medical Officer, Public Health, and the Medical World are 
giving their full co-operdtion to the policy of the Associa- 
tion as fromi May 1, 1951, in \withholding advertisements 
from authorities who are not „fully implementing the first . 
award of the Industrial Court. * 

It was reported that the’hearings of ‘the Industrial Court 
relating to those sections in the public health service which - 
had not’been covered by the original award had now been 
completed, and it was expected that the second award- would 
be published within the course of the next few weeks. 

„Asa result of representations made to the Ministry of 
Health and Local Goverment, Northern Ireland, the award 
of the Industrial Court has now been recommended by the 
Minister for acceptance by Health Committees there. 


Trade Union Membership 

The “closed shop” issue in County Durbam was again 
considered by the Committee‘and the situation will continue 
-to be closely watched, especially any effect on the medical 
staff of e e county council. f ; 

$ Conditions of Employment 

The Committee was informed that prospective applicants 
for an appointment as assistant medical officer had been 
asked by the employing authority to state whether they were 
in receipt of a pension from any source, The Committee 
took the view that this question should be restricted solely to 
a.pension under á statutory superannuation scheme. The first 
year’s probationary service under this authority was stated . 
to be terminable without notice in the event of the holder 
of the post being reported as unsuitable. The view was 
expressed by the Committee that the termination of the - 
appointment should be subject to the usual notice of one 
month. ,. - 

The Committee welcoñed the” action of another employing 
authority, with a view to the protection of children from 
pulmonary tuberculosis, whereby assistant medical officers 
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would be required to submit themselves to an annual x-ray 
examination ag a condition of their continued employment. 

annua) x-ray examination was strongly recommended 
in Ministry of Health circular 64/50.) 


. 
Medical Superintendents of Isolation Hospitals 
Steps were taken by the Committee to ensure that, in the 
. course of the forthcoming review of S.H.M.O. gradings, it 
was clearly understood that any adjustment made in the 
remuneration of medical officers in the public health service 
who are also medical superintendents of isolation hospitals 
shall be ‘made retrospective. The Committee was similarly 
anxious that the grading of all medical officers in this cate- 
egory should be carried out at an early date, and it was 
regarded as essential that the membership of the Committee 
undertaking the reviews should jnclude a specialist in 
infectfbus diseases. 
Other items reported to the Committee included the rela- 
tionshin between the school health service and the general 
. practiuoner, the reports of the Cope Committees relating to 
the proposed ‘registration of medica] auxiliaries im the 
National Health Service, and local publicity campaigns 
concerned with diphtheria prophylaxis. 
A formal meeting of the trustees of the Public Health 
Service Defence Trust took place at the conclusion of the 
meeting of the Public Health Committee 


Heard at Headquarters 








tnt » 
Heavy Agenda ‘ 

` The Council at its March meeting was faced, with prob- 
ably the heaviest agenda in its history. The Chairman 
stated that he had hesitated about making it a two-day 
meeting, but he hoped that with application and restraint 
and willingness of members to stay late the business might 
be compassed in one day. A dozen printed or cyclostyled 
documents, each of them running to several pages, one of 
them to 50 pages, lay on the desk before each member. 
There were reports from 30 committees, as well as 20 other 
items. One committee report alone contaimed 16 recom- 
mendations to be considered» separately, and- another con- 
tained 12. ‘This was the last meeting of Council before the 
publication of the Annual Report and Financial Statement, 
and every year at this time a large amount of business has 
to be completed in time for discussion by the Divisions and 
the instruction of representatives at the Annual Representa- 
tive Meeting. In the words of the elder Weller, the work 
of the Association is “a-swellin’ wisibly before my wery 

eyes,” and time, unfortunately, is not similarly expansible. 

Porcine Pituitary ú 

On the way to the Hunterian Society’s dinner party the 
other night, when rheumatoid arthritis was under discus- 
sion, we noticed a paragraph stating that porcine pituitary, 
which used to be 8 dollars a pound, is now 40 dollars 
because of the increased demand for A.C.T.H. The 
Hunterian discussion, however, made one feel that there 


was something to`be said for the old treatments after all - 


Dr. W. S. C. Copeman, who opened, said that the average 
rheumatoid arthritic was really no better off than he was 
five years ago, despite the coming of the steroid hor- 
mones ; but he was very much better off than he was 15 
years ago, when nobody bothered very much about these 
diseases. He went on to say that the basic treatment—rest 
in the acute stage, gold salts (which can put a large pro- 
` portion of patients in remission if used properly and for a 
proper period), exercises, and so forth—the ordinary treat- 
ment from the general physician’s point of view—gave a 
good result in about 70% of cases. By intelligent medical 
-and orthopaedic attention, viewing the patient as a whole, 
even without the assistance of these problematical steroid 
hormones, a fairly satisfactory result can be-obtained in 
- most cases. 


_ present it is very distorted in practice. 


Correspondence ~ 








+ 


Committee to~Study General Practice 


Sir „—May I add a word of comment reinforcing the con- 
demnation of Dr. Pridham and others (Supplement, April 21, 
p. 158) of the first sentence in the memorandum of the 
Central Health Services Council committee to study general 
practice ? It is difficult to understand how leading lights 
m the B.M.A., let alone others, concocted or allowed it, 
for it reads, “ is it accepted that [the proper range of work 
for a general practitioner} should normally include (a) diag- 
nosis and management of illness and early assessment of a 
patient's condition so that, where necessary, reference may 
be made to hospital or specialist sources for purposes of 
either treatment or diagnosis?“ This implication that the ° 


-main function of a G.P. is to act as a signpost to specialists, 


etc., i the one thing above all that the B.M.A. has been 
fighting against ever since the National Health Service was 
first mooted. Now it is apparently to be accepted as the 
prime basis of a G.P.’s work, and the rest of the memo- 
randum shows the same bias. 

I do not think thaf any satisfactory definition of tbe work 
of a G.P. „has ever been given, and perhaps ıt is impossible 
to define,’ but as the result of over 35 years’ experience I 
would suggest the following: =a ae 


A general practitioner is a fully quahfied and competent doctor, 
and his duties are—largely in the following orde: of importance: 

(1) To examine, diagnose, and treat his patient, and give him 
such advice and help in his personal, home, and working con- 
ditions as shall lead to his greater efficiency and comfort and 
. enable him to fit mto the society to which he belongs 

(2) To keep such records as shall enable another doctor, m 
his absence or his place, to comprehend the patient's medical 
background or complaint. 

(3) To keep himself fit physıcaily and mentally by taking such 
relaxation, recreation, and further study (including reading current 
literature) as shall conduce to that end. 

(4) He should endeavour to take part in the life of the com- 
munity in which he lives so that he will be able to look on his 
patients as individuals and not simply as medical cases. 

(5) When he considers that further help is required in diagnosis 


‘or treatment or from the ancillary services—remedial, environ- 


mental, or soctal—he should put his patient in touch with those 
qualified to heip and furnish all information and assistance 
necessary to enable his patient to benefit from them 


I believe that this definition—if such it can be called— 
puts things in approximately the right perspective, though at 
It emphasizes that the 
G.P.’s first duty is to make himself responsible for the treat- 
ment and care of his patient, and not to push off that respon- 
sibility on to someone else. This involves the duty of ensur- 
ing that, so far.as possible, those who succeed or supplant 
him shall have the benefit of his knowledge of his patient for 
that patient’s good. 

Next, his duty is-to keep himself active and well informed 
so that he can give of his best to those whose vitality has 
failed. It is often the ability and willingness to communicate 
something of his own healthiness of mind or body that is 
the G.P.’s greatest asset—intangible but very real. An out- 
sider can seldom do this. so the GP. must be willing to 
share in the life of his patients. - 

Tt is only when the G.P, has done all that he can for his 
patient by knowledge, influence, and skill that he begins to 
call in outside agencies—hospital, specialist, or otherwise— 
all valuable, all at times essential, but all essentially ancillary 
and subordinate. This puts general practice where it should 
be—the backbone of the profession, integrating the members 
and supporting even the head: the main stem from which 
all the specialties branch out, and cut off from?which they 
wilt and wither. 

This is the great tradition of British medicine—broad, 
sane, human, and humane, neither neglecting nor dazzled 
by the marvels of science and discovery. It emphasizes that 
the great laboratory of the G.P. 1s' people in all their aspects 
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and Activities In it he will see things never seen in hospital 
and learn lessons never taught by specialists or technicians. 
If a doctor feels called to the confines of a specialty, then 
general practice 1s not for him. But, if he feels the urge to 
lead a wider and fuller life and make use of the knowledge 
that scientists have gained, then general practice will open 
to him an illimitable field of service (unless the committee 
to study general practice shuts it) where, at the worst, he 
can find an absorbing interest, and where he might even 
join the ranks of immortal G.P.s like Jenner and Sir James 
Mackenzie.—1 am, etc., 


Winsford, Chesh re - W. N. LEAK. 


General Practitioners and Hospitals 


Sin,—The fear ts expressed frequently that general prac- 
titroners are losing touch with the hospitals and their hospital 
colleagues. It has been suggested that practitioners should 
work in hospitals as clinical assistants and attend for medical 
discussions and instruction. In my view hospital work 
and general practice are quite different and require a different 
approach. In the hospital the field has been narrowed and 
attention can be concentrated. In general practice cases of 
serious illness have to be sifted from a mass of less serious 
disorders. 

Another most important feature is that of time. time ıs 
very short even for doctors whose lists are not unseasonably 
large. For example, two doctors in a rural area with 5,000 
patients between them will be kept fully occupied the whole 
year round. ~ 

I am not opposed to a general practitioner doing a real 
appointment at a hospital, but I do not think there 
is time for such frills as are loved by planners. More- 
over, one is in daily contact with hospital staffs by letter 
and telephone about one’s patients ; one learns what they 
are thinking and doing about them, and I for one do not 
feel any gulf between us. 

I concur most heartily with one of your correspondents, 
who said that the best way of keeping oneself in touch’ with 
current treatment and advances in medicine was by a study 
of the journals. 

With regard to the availability of special investigations. 
I can get done any x-ray or pathological investigation that I 
want without any trouble whatsoever Is there really any 
need for health centres? Surely what we want is a little 
more money so that we can afford to build or acquire better 
premises for ourselves, History-taking and clinical examina- 
tion, knowledge. and experience are the things that matter 
most. 

I agree with Professor Platt’s view that to-day the responsi- 
bility of the practitioner has increased, not diminished, as the 
range of specific remedies has widened and the call for their 
use has become more urgent. Over the course of years the 
whole field of medicine is spread out before the general 
practitioner. I do not think his status will decline. I am 
not conscious of any gulf between me and my hospital 
colleagues ; I would like to continue working in my own 
surgery and not in a health centre.—I am, etc, 

Stansted Essex, R. T. Gass. 

Sirn,--I have just spent two years in the United Kingdom 
on a postgraduate visit from my home country, Perhaps a 
few comments may be of interest to your readers. May I 
at the outset express my great appreciation of the courteous 
and generous treatment I received on all sides during my 
visit ? 

The fundamental problem in medicine to-day would 
appear to be the decline and fall of the “old style ” family 
doctor and the vigorous growth of specialization. These two 
concurrent changes are no doubt the result of the tremen- 
dous advances which have been made in medicine as a 
branch of applied science. In Britain, as in many other 
countries, these changes have been accompanied by the 
mushroom growth of what are comparatively minor changes 
—viz., national health services, benefit societies, health 
msurance schemes, ard the like 


May l, with the knowledge that I am now safely back 
home, 7,000 miles away from the hornets’ nest which I am 
very probably stirring up, make a suggestion which to me 
seéms the obvious step to complete the picture? 1 sugges% 
that all general-practitioner appointments should be central- 
ized under the regional hospifal-boards. In this way all 
G.P.s would become employees of the hospital serving their 
area. The detailed changes radiating from this prime move 
can be worked out in legion To mention a few: 


(D The GP tetains contact with a hospital and with his 
patients he sends to hospital. He would even be attached to 
various “ firms ” and would have access to the various specialists 
to whom his more serious cases pass. 

(2) He can take fuller advantage of the laboratory services 
offered by hospitals. 

(3) The G.P. should run the out-patient department of the. 
hospital and the conventional consulting-room should disappeat— 
except perhaps as an outlying out-patients departmenteof the 
hospital . 

(4) He would have at his disposal the clerical sta of the 
hospital 

(5) A rota with his colleagues would erfsure adequate leisure 
hours at week-ends and so on (a much-neglected-aspect of the 
G P’s life at present). 

(6) The G.P.’s wife would cease to be the slave of the 
telephone: all messages could be sent direct to the hospital. 


] leave it to others to complete the picture, to add perhaps 
darker hues to the brighter ones I have drawn above. With 
best wishes to my overseas colleagues, —I am, etc., 


PO Komgha, South Africa y TERENCE LYNCH. 


Time to Decide on Resignation 


Sir, —Two significant points arise out of the report of the 
General Medical Services Committee to the Special Confer-. 
ence of Representatives of Local Medical Committees on the 
subject of remuneration (Supplement, March, 17, p. 81): 


G) “The Minister seemed not unsympathetic with the Com- 
mittee’s statement of the case, and he agreed that a compalison 
of the remuneration of the various professions working in 
the Health Service was not favourable to the general practuioner ” 

(2) “ For the first time it has been conceded that a prima facie 
case exists for a review of the adequacy of general-practitioner 


remuneration.” t j 


These statements get us nowhere, General practitioners 
have been fully aware of them since the inception of the 
National Health Service, and they are utterly sick of repeated 
delays in settling the issue of remuneration and the status 
of the medical profession, and it seems that they will still 
go on waiting for a multitude of other “necessary” and 
concoéted reasons. We welcome Mr. Marquand as the new 
Health Minister: could we fail to welcome any new Health 
Minister ın the light of our past experience of the non- 
co-operation of Mr. Marquand’s predecessor ? 

We appreciate sympathy, but it rather reminds us of the 
tramp’s reply to the benevolent old lady who apologetically 
turned him away without giving him a crust of bread. 
“Your sympathy does no good, madam,” is a retort the 
doctors may well repeat in thei present plight. 

The fundamental point in Mr. Marquand’s reply to the 
Committee's representatives was this subsequent passage: 
“ He laid emphasis, however, on the Governments difficulties 
at the present time in making additional money available for 
the Health Service.” Does this suggest a change of heart 
towards the just demands of the general practitioner 7 

Just supposing there is a remote chance that our fears are 
unfounded and the Ministry agrees to an increased capitation 
fee. we must be wary, hungry as we are, not to be enticed 
by a few miserable crumbs cast before us and sufficient only 
to satisfy the immediate needs of a disheartened and 
disillusioned profession. We fairly deserve consideration 
not only in our present difficulties but for services faithfully 
tendered and poorly rewarded over the past three years. 
No, Sir, the time has come for us to decide the date for 
resignation —I am, etc., 


Birmingham G. A. PoweLL-Tuck. 


- ‘eby-leading members of the profession ? 


_ De Ouervain, F.: 


~ Highfield, “M. E.: 
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‘Allegation 


"SR, ain the Sunday Observer dated April 29 there 
‘ippeared a character sketch of Mr. Aneurin Bevan. In 


the course of this sketch ghe writer “made the following 
observation : 


a Ke 7 
- “Much the most solid and constructive effort of his political 


career is, of course, the. establishment of the National Health -` 


Service . It is easy to see how his early raining had equipped 


. him to out-mancuvre the doctors—he qurned their flank and 


captued them by playing to the calloused appetite joi powe: and 
money of some great consultant physiclans ? (my italics) 


What does this mean? Have we indeed been betrayed 
What action does 
the B.M.A. propose to take about this allegation ?—I 
am, ete., 

Winchester 


n 


C. J, PENNY. 
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” B.M.A. LIBRARY 


The following books have been added to the Library: 
Adler, F. B: Physiology of the Eye. 1950. ` 
Altschul, R : Selected Studies on Arteriosclerosis. 1950 
Balfour, M C., et al.> Public Health and Demography in the Far 


East, 1950.- 
po iea > P, et al.: Virus and Rickettsial Diseases 


osis. Second edition 


1950 
he Eye- Injuries. 1950 

» D. A., Riddell, B., and MacNalty, Sir A. S.: 

Eyes n Ind 1951, 


_ Chwalla, R.: Urologische Endokrinologie. 1951. ` 
Practical Section Cutting and Staining. ~ Second> 


Caffey, J.: Pediatric,X-ray Dia 
han "AL: Sines of the 


" Clayden, E C.: 
edition. 1951 
Cowdry, E. V.:. Textbook of Histology, Fourth edition ` 1950 


Pee H. (Editor). : Lehrbuch der inneren Medizin Band L 


Auflage. 1950. 
Dudley, a S. F.: The Four Pillars of Wisdom. 1950. ' 
Eeiling, A A. (Editor): Modern Trends in Neurology. 1951 

Fisher, A;: Statistical, Methods for Research Workers 
Eieren edition. 1950.5 
“Furniss, A-: Heñdbook of Child Health. ` 1950. 

Geikie-Cobb, I.: Guide to Medicine. 1950. 
Gnudi, M. T., and Webster, J. P : Life and Times of Gaspare, 

Tagliacozzi 1950 
Grundy, F > Preventivé Medicine and Public Health. 1951 

D. T., Gilding, H P., and A 

Experimental- Physiology.: Fifth edition. 1951. 

‘ Education of Backward Childrén 

~ edition. 1951. 


Hone, C; i Life of Dr. John Radcliffe; 1652-1714. 
and Smelt, G.-J.: Bronchograpby. 1950.— 

er Pesan ip Medical Photography. 1950. 

Jackson, C 1950 


anda Jackso jee aägology. 
Janney, J. ©.: Medical  Givtecolony. tion. 1950. 
G-E et sine Vide Nowe et ses. Trowbles. 1950. 
VAG: Clinical {Use oe Radioactive Isotopes. , 1950 
ck, J. V.: Bone ‘and Joint Disea 1950. 
Macintosh, R. R.: Lumbar Ponéture at and Spinal Analgesia 1951. 
_ Meduna, L. J.: “Garbon T ioxide Therapy. 1950 
° Ministry of Labour: National Service: Industrial Lung 
Diseases of Iron and- Pel Foundry Workers. 1950. 
Nevole, S., and Ruzicka, K.: Bibliographia Medica Cechoslovaca 
Vol, If—-1948. 1950. isso: 


Ninard; B.: Tumeurs du Foie.- 2 Nolumes. = 
Oakes, L: Tilustrations of. Bandaging and First-Aid. Fourth 


Revised 
1950 ` 


edition, 1950. 

Perrin, P.: T Acoolisme 1950.. z 

Russ, S., Clark, L. and Pelc. S R : Physics in Medical | 
Radiolday. Shere edition. 1950. oy sea ae 

Scott, J. A~ Cooper; D. J.'B, and Seuffert, “Ss: National Health 
Service Kets. 1950. 

Smith, : Clinical Orthoptic Proceduré 1950. ’ 

` Sorsby, A.: Genetics’in Ophthalmology 1951. 

Stekel, Auto-erotism. 1951. 

„Vlasto, Mi: Nose, Ear, and Throat for Nurses and Dressers 
Fourth Bg oo 1950 

Watson, F.: Dawson of Penn. 1950. \ / : 


Wright, H.: Contraceptive Technique 1951. aan 
Young, J.’ Textbook of Gynaecology. Eighth edition. 





Zechmeister, L : Progress in Chromatography, TASEN “1950. 
Published by the Propnetors, th 
~ The` Gainsborough Press, St Albans, Printed in Great Britain 


‘ 
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Association Notices = ; 


Diary ‘of Central Meetings a 
Mayo : 


7 Mon. Amending Acts Committee, 2 p.m 
8 Tues. Whitley Committee B, Staff Side, 10.30 a.m. (at 
3 e B.M.A. House). 
8 Tues Whitley Committee B, 2.30 p.m. (at Richmond 
5 , Terrace) 
9 Wed. . Public Relations Committee, 2 p.m. é 
10 Thurs Joint Committee for Consultants, 10 am. (at - 
Royal College of Physicians of Edinburgh) 
n Fri Library Subcommittee, Science Committee, 12 
n noon \ 
1 Fn. Science Committee, 2, p.m. 
~ 16 Wed Whitley Committee C, Staff Side. 10.30 a.m (at 
Ministry of Health, Whitehall, $.W.1). 
16 Wed Whitley Committee C, 12 noon (at Ministry of 
` Health, Richmond Terrace,.S.W ). 
~ 16 Wed Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 3 p m 
17, Thurs Conference of Honorary Secretanes, 11.30 a m 
17 Thurs Journal Committee, 2 p.m. l 
18 Fn Amending Acts Committee, 2 p.m. ~ : 
18 Fn° ` Tuberculosis and Diseases of ihe Chest” Group 
= - Committee, 2 p.m. 
21 Mon Subcommittee on Maladjusted Children, Psycho- 
logical Medicine Group Committee, 2 p m. 
23 Wed Central Consultants and Specialists Executive 
- y Committee, 2 p.m. ` 
23' Wed © Festival Scientific Meeting Committee, 2 p- m’ a 
24 Thurs Planning Subcommittee, Occupational- Health 
` Committee, 11 a.m. 
24 Thurs. Editorial Subcommittee, Joint Formul Com- 
ae -~ mittee (at Pharmaceutical Society, 17, Blooms- 


bury Square, London, W C ), 2 p.m. : 


\Branch and Division Meetings to be Held 


CHESTERFIELD Division.—At eter Royal | Hos ospital, 

Mak May 11, 8-45 p.m., paper by DEN ome 
edical Characters in Derbyshire.” 

Finsbury Health Centre, Pine Street, 

8, 830 pm. Professor J. M. 


p Division ~At 
London, E.C,.Tuesday, Ma 
Robson: “ The New Antibiotics.’ 


East Norrotx Division.—At Museum, Norfolk and Norwich 
Hospital, Wednesday, May 9, 2.30 p.m., annual general meeting. 


GuiLprorD Drvision—At Ro oyal Strrey County Hospital, 
Guildford, Thursday, May 10, 8.30 p.m., address by Mr. Patrick 


Clarkson: “ Medical Aspects of Atomic Warfare.’ 

HAMPSTEAD Division.—At Centra) Library, Finchley Road 
London, N.W . Wednesday. May 9. 8.30 p.m., annual ual general 
meeting. 7 ots j 

Division.—At St. Mellons Count Club, 


MONMOUTHSHIRE 
Thursday, May 10, 7.45 for 8.15 p.m., dinner 
be given b rs. T. A. Brand and Morag L 
Extremes of Life.” 7 


Norra MmpLesex Drvision.—At North Middlesex Hospital,, f 
Edmonton, London, N , Wednesday. May 9, 8.45 p.m. annual 
general meeting 


Joint address to 
Insley: “ The 


Reaping DIVISION. —Thursday, May 10, (1) 3 Berkshire Club, 
Blagravo Street, Reading, 7 for 7.1 > pis © er; (2) at Large 
Ghemistry Lec ture Theatre, Reading niversi 8.30 pm., annual 
BMA cture by-Dr. Keith Simpson : ex v. igh—The 


Acid Bath Murders * 


` Era . ` 
a o » 
Meetings of Branches and Divisions 
` Bucks Division - 


was held at Aylesbury on’ April 20. 


The Arial Meeting 


Officers were elected for-the following year, the chairman being 


Dr. H. D Findlay, of Slough. Reports were made on scientific 
and social meetings held during the year, and suggestions for > 
future meetings welcomed. ' 

“A proposed motion for the A.R M. on encouraging vaccination 
produced a lively discussion, and was eventually passed by a smali 
majority. 


, Knight & Co.. Ltd. 
Post Office.” 
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PRELIMINARY 
Annual Meeting, 1952 


193. The Council has accepted the invitation of the Insh 
Medical Association to hold a Joint Annual Meeting of the 
British Medical Association and the Irish Medical Associa- 
tion in Dublin in July, 1952. 


Festival Scientific Meeting z 


194. As reported in para. 3 of the Annual Report of 
Council, in view of the cancellation of the Annual Scientific 
Meeting which was to have been held in South Africa in 
June, the Council felt that it was desirable to arrange a 
scientific meeting in London to mark the occasion of the 
Festival of Britain. 

The Council has much pleasure in reporting that, in con- 
junction with the Royal Society of Medicine, which had 
already made plans for such a meeting, arrangements have 
been made for a joint Festival Scientific Meeting to be held 
throughout June. The meetings will take place in the Barnes 
Half, Royal Society of Medicine, 1, Wimpole Street, W.1. 
The Council of the Association is indebted to the Council 
of the R.S M. for providing these facilities. 

The meetings will consist of symposia, introduced by 
eminent authorities in their special fields, on subjects of 
special interest under the general heading of “ Médicine in 
Britain in the Festival Year, 1951—Its Achievements and 
Its Future.” The symposia will be under distinguished 
chairmanship, and it is hoped that the subjects chosen 
will have a wide appeal to the profession. 

The tume-table of the meeting is set out below. The full 
programme was published ‘in the British Medical Journal 
of May 5 (p. 1033) and will be reprinted at intervals before 


and throughout the meeting. The Hoe are open to all 
medical practitioners. There will be no registration fee, but 
admission to the meetings will be by ticket, obtainable only 
from the Secretary of the Association. 


Time-table of Meetings 


woe 
Date and Tune Chairman 
Mon , 4; 2.00 The Peripheral eioi System Sır Henry Dale 
Wedi Si 10.30 Oto-rhino-laryngology r . W. M. Mollison 
Thurs., 7, 2.15 Antibiotics Sır Alexander Fleming 
Fri,8; 400 . Vascular System nee) . Sir John Parkinson 
Mon , 11; Ophthalmology Dr. A W. S Sichel 
Tues., 12, 10.30 Plastic Surgery m ass Sir Fordon Gordon- 
aylor 
2 Plastic Surgery (cont) ,. a Sir James Paterson Rosa 
Thurs, 14, 200 The erties Nervous System Dr W, Russell Brain 
Fri, 15; 4.30 . Anaesthetic Dr. I. W. Magill 
Mon., 18; 10 00 Poliomyelitis - Dr E M, R; Walshe 
2.15 as logy (Clinical) ` Re D_ Lawrence 
Tues, 19; 10.00 Tho D Tesline of Infant Mor- g Mien Daley 
500 » Dr. Leonard Colebrook 
Wed, 20; 1000 Peptic ee Sir Cohen 
.. Experimental Endocrinology Dr. A. S. Parkes 
Thurs., 2f7 f000 Nutrition andthe B Vitamins Lord Horder 
200 Neur Sa Sir Hugh Cairns 
Fri,22; 1000 Cardiovascu Disease in Dr. J. H. Sheldon 
an Ageing Population 
2.15 7 Orthopaedics .. Mr. S. L, Higgs 
Mon, 253; 1000 Cortione and A CTH . Professor G. R. Foameron 
400 .. The Physiology of the Vas- Lord Horder 
cular System ‘ 
Tues, 26; 10.00 The Diagnosis and Manage- Dr. Desmond Curran 
-~ Ment of Early Mean! r 
Disorders . . 
aw Tropical Medicine k Sir r Philp Mansor-Bahr 
Wed, 27; 1000 Reactions in General Prac- Abercrombie 
tice to CSelentitic 
i Advances 
“430 Epidemiology Dr. W. H Bradi 
Thurs , 28; 10.00 Carcmoma of the Lung Mr T. Holmes Sellors 
1S Thoracic Surgery .. Mr. N R Barrett 
JULY 
Mon ,9; 400 Odontology .. + Sir William Kelsey Fry 
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Arrangements have been made for a Festival, Lecture to 
be delivered in the Great Hall, B.M.A. House, at 6.30 p.m. 
an Wednesday, June 20. Sir Henry Dale, O.M., F.R.S., 
has kindly agreed to give this Lecture, the title being 
“Medicine Yesterday -and To-morrow.” 


The, Annual Scientific Meetings of the Association 


195. The Council has given consideration to the organiza- 
tion of .the Annual Scientific Meetings of the Association. 
lt appears to be generally agreed that the existing organiza- 
tion of the scientific meetings is unsatisfactory.” Only 1% 
of the members of the Association attend the meetings, 
apart from the officers of Seétions. Of the members present 
at the meeting, less than 10% attend any one Section. It is 
ah rave that the appeal of the discussions is too limited - 
and that 30 or 40 Section meetings, confining therr discus- 
sions to 15 or 20 special branches of medicine, do not 
attract the interest of the large non-specialist n majority of 
the profession. 


The Council has come to the conclusion that steps must 
be taken to reorganize the Annual Scientific Meetings to 
make them attractive to the great majority of-the profession, 
but not so as to destroy their interest for specialists. 

With these ends in view, the Council considers that the 
first three mornings of the Scientific Meeting should be 
“devoted exclusively to plenary sessions, at- which large sub- 
jects of universal interest would be discussed. A plenary 
session could be arranged as a symposium of papers by 
eminent authorities on one of the growing points of medi- 
cine, or, alternatively, as a panel discussion in which half 
a dozen experts would speak for 10 minutes each upon a 
particular subject and then answer questions for two hours. 
The primary object of these plenary sessions would be to 
synthesize or integrate medical knowledge and advances, 
and to counteract the present-day tendency towards 
fragmentation. 

The Council considers that the remainder of the meeting 
(two afternoons and one whole day) should be devoted to 

, ee of separate Sections in a suitable number of special- 
‘hOwever narrow. Sections would still be enabled to 
held combined meetings, if desired. 
- ‘The Council proposes also to organize a scientific exhibi- 
- uon at Annual Meetings, on the lines of the exhibition 
arranged by the American Medical Association. The 
Council believes that an Annual Scientific Meeting 
orgamzed upon these lines would make a much wider 
appeal to the . profession. 

The proposals of the Council raise important practical 
problems upon which it will report in detail to the A.R M., 
1952. In the meantime the Council will endeavour to give 
effect to the proposal, of plenary sessions at the Annual 
Meeting to be held in Dublin next year. 7 


‘ 


Good-will Visit of Dr. G. Loverdos 


196. The Council has had the pleasure of receiving Dr. G. 
Lovérdos, who is_on a good-will tour of Western Europe 
representing the Greek medical profession. Dr. Loverdos 
brought with him, as a symbol of the good will of the 
doctors he represents, a sprig of the plane tree of 
Hippocrates at Cos. This was planted in the Garden of 
B.M.A. House on Wednesday, May 3, in the presence of 
His Excellency the Greek Ambassador, Sir Gordon Gordon- 
Taylor (representing the British Council), and the members 
of Council. 


Gift of a Letter written by Dr. Jenner in 1800 


197. The Association has accepted with warm thanks a 
gift from Mr. J. B. Sanford, of Lymington, Hants, of a 
letter written by Dr. Jenner, dated May 6, 1800, and 
addressed to Mr. Sanford’s great-grandfather,- Mr. John 


Sanford, surgeén, of Wimbledon, enclosing vaccine material 
and giving directions for its use. 


Service Representatives on Council 


198. Surgeon Vice-Admiral Sir Sheldon Dudley, who was 
elected in 1950 as the representative of the Medical Branch, 
Royal Navy, on the Council, has been compelled to resign 
on health grounds. 


Recommendation: That Surgeon Rear-Admiral O. D. 
Brownfield, C.B., O.B.E., be elected as the representative 
of the Medical Branch, Royal Navy. on the Council untit 
1952. 


The terms of office of the present representatives of the 
R.A.M.C. and the Medical Branch, Royal Air Force, on 
the Council expire at the end of this session. á 


Recommendation : That the following be elected as the 
representatives of the R.A.M.C. and the Medical Branch, 
Royal Air Force, on the Council for the penod 1951-4: 
R.A.M.C., Major-General J. C. A. Dowse, C.B., C.B.E., 
M.C.; Medical Branch, R.A.F., Air Vice-Marshal Sir Alan 
Rook, K.BE., C.B. . 


> 


GENERAL MEDICAL SERVICES 


, Remuneration 


(Continuation of para. 12 of Annual Report} 


199. The Special Conference of Local Medical Committees 
on March 29, referred to in the penultimate sentence of 
paragraph 12 of the Council’s Report, passed the following 
resolution: 


Resolved—That the Conference welcomes the Minister’s 
recognition that there 18 a good prima facie case for reviewing, 
as a matter of urgency, the adequacy of the total remuneration 
of general practitioners, and instructs the General Medical Services 
Committee to proceed with the promised negotiations and to 
report the outcome to a further Conference as soon as possible, 
or immediately it becomes evident that the discussions seem 
unlikely to lead to a satisfactory settlement; and that in the mean- 
time preparations for terminating the contracts of general prac- 
titioners referred to in the Conference resolution of June, 1950, 
be continued. -` 


At the time of preparation of this Supplementary Report, 
the Committee is expecting to meet the Minister again at a 
very early date, and is engaged in formulating the general 
principles which, in its opinion, should govern the distribu- 
tion of any new money added to the Central Pool. 


Co-operation with the Medical Practitioners Union 
(Continuation of para 11 of Annual Report) ` 


200. The Conference of Representatives of Local Medical 
Committees has agreed to the proposal that the constitution 
of the General Medical Services Committee should be altered 
so as to include two representatives of the Medical 
Practitioners Union. 


Medical Service Committee and Tribunal Procedure 


‘201. The Council referred the following resolution of the 
1950 A.R.M. to the G.M.S. Committee: 


66. Resolved~—-That the Ministry of Health be pressed to amend 
the Medical Service Committee and Tribunal Regulations, 1948, 
in consultation with the Council of the B.M.A., and that the 
Council be requested to undertake at once a full investigation 
of the status, composition, procedure, and functioning of the 
Tribunal and Medical Service Committee, to hear evidence, to 
take Jegal advice, and to publish a report before the end of this 
year. 


Before this resolution was passed the G.M.S. Committee, 
through a special subcommittee, had already carried out an 
extensive review of the Service Committee and Tribunal 


. 


May 12; 1951 - 


w 


SUPPLEMENTARY REPORT OF COUNCIL ` 


G 


SUPPLEMENT TO THE, 
BRITISH *183 


MEDICAL JOURNAL 


Regarding the substance of the regulatiqn authorizing 


Regulations and had put forward a number of ‘proposals for 


their amendment. These proposals -were discussed’ with 
officers of the Ministry of Health, who thought that present 
and future- improvements in the machinery for ‘considering 
complaints could be secured more easily and effectively: by 
issuing a handbook to all concerned. A draft of the pro- 
posed handbook was prepared and a number of points raised 
by the Committee were incorporated in it. The Committee, 
after consultation with representatives of the pharmacists and 


„~ dentists; submitted its further comments on the handbook to 


the Ministry and is now waiting to see a revised draft. 
The Conimittee wishes to assure the Representative Body, 
through the Council, that its constant aim is to’ improve 


the Service Committee and Tribunal machinery, and it will, - 


examine every proposal with this object in mind. One 
suggestion which is being exdmined is that entirely new 
machinery, substantially legal in character, should be ‘substi- 
tuted for the present Service Committee procedure. 

The whole subject covers a very wide field and the views 
of the representative organizations of pharmacists and 
dentists must be obtained before any changes can be made. 
Inevitably, this has taken a great deal of time, and the Com- 
mittee is unable at this stage to present a detailed report. 
Such a report will, however, be available for the 1952 A.R.M. 


Shortage of Hospital Beds 
202. Further meetings have taken place between repre- 


sentatives of the G.M.S. Committee and officers of the: 


Ministry of Health concerning ways and means of relieving 
the present shortage of beds in hospitals and improving the 
machinery -for securing admission of emergency cases to 
hospitals, Eu a 


“Representation of General Practitioners on Regional 
Hospital Boards 


203. Representatives of the G.M.S. Committee have again 


discussed with. officers of the Hospital Division of the 
Ministry of Health the question of representation of general 
practitioners at all levels of hospital administration. Atten- 


‘ tion was drawn to the assurance given a year ago that con- 


` 


sideration would be given to nominations obtained in á 
constitutional “manner—that is, through Local Medical 
Committees—but there was evidence that certain nomina- 
tions had not been accepted and that some boards still do 


not include in their membership a single general praçti- | 


tioner. The Ministry -has promised to give sympathetic 
consideration to the Committee’s representations. 


’ 
š 


a Certification i 
204. The 1950 A.R.M. passed the following resolution : 


118. Resolved.—That this Meeting views with. grave disquiet 
the absolute power possessed by the “ determining authority ” 
under Section 43 (3) of the National Insurance Act, 1946, and 
Clause 2 (1) of $.1.1948, No. 1175, to accept certificates or ‘other 
evidence of incapacity | for work for alckness benefit claims from 
persons other than registered medical practitioners. . That such 
procedure does not allow for any safeguards against abuse,” that it 
lowers the status of registered medical practitioners, and is conz 
trary to and inconsistent with Section 37 of the Medical Act of 
1858, 


This ceiolution was brought to the notice of the Ministry 7 


of National Insurance 'and. its reply has recently been 
received. The Ministry states that it is legally advised 
that the regulation empowering the determining authority 


` to accept evidence of incapacity other than a certificate 
t given by a registered medical practitioner does not contra- 


. vene the provisions of Section 37 of the Medical Act, 1858. . 
On this point the G.M.S. Committee is seeking counsel’s 


opinion, which it is hoped will be available for the Annual 
Representative Meeting. 


- 


the acceptance of evidence other than a medical certificate, 
the Ministry points out that it is a long-standing provision 
Swhich™ covers those who are genuinely ‘incapacitated and 
have conscientious objection to orthodox. medical treatment, 
‘and also fhe claimant who has for’ some: good reason been 
unable to consult a registered medical practitioner. during 


some part or all of his incapacity. The regulation“enables ` 


the statutory -authoritiés to accept other reliable évidence 
(e.g., an employer’s certificate) in cases of this kind, but 
, the statutory safeguards- provided affect claimants in this 
category no less than- those who are undergoing orthodox 
medical treatment. ~ -* - 

The suggestion that an unqualified practitioner is not sub- 
ject to any penalty for certification offences is answered by 
reference to Section 52 of the National Insurance Act, which 
provides heavy penalties, including imprisonment, for any 


person who makes false statements or representations, or . 


4 


furnishes false documents or information false in any 
material particular, for any purpose connected with the 
Act. Additional safeguards~are provided administratively 
in that, as under the old N.H.L Act, those concerned are 


required to exercise strict scrutiny and special scoping 


in .cases where non-medical evidence of incapacity i 
submitted. - 

In view of the very real nature of the safeguards pro- 
vided under the Act and \Regulations, the Ministry of 
National Insurance regrets that the statutory authority’s 
powers to accept non-medical evidence of incapacity should 
have received. so much publicity without reference being 
made to the safeguards specifically ' provided. 

Thus the Ministry of National Insurance is standing not 
only on the legal advice it has received but on -the principle 
that special provision must be.made for persons not elect- 

_ ing to avail themselves of orthodox treatment. `- 


General-pracitioner V.D- Service 


205. The Ministry of Health has been informed” that the . 


G M.S. Committee takes strong exception to a letter whith 


was sent recently by a regional hospital board to an “ thar-. 
aut 


ized” general practitioner who had taken a full course’ in 
venereal diseases and their treatment. The letter stated 
that the board was in agreement with the view expressed 


practitioners “should no longer be expected to make the 
diagnosis of venereal disease, or to give a decision on the 


adequacy, or otherwise of tests of cure, or to advise  poursl - 


of treatment.” The letter went on to say that ~ general 


practitioners should refer any new cases to the nearest treat- 


-ment ceptre for consultant diagnosis or advice before treat- 
ment is commenced. , 
A meeting with officets of the Ministry is being arranged 


‘so that thé: Whole matter may be discussed. 


< ‘Minimum Salary for Assistants ~ -~ 


206. On the recommendation of the G.M.S. Committee 
the Council has decided to exclude from the British Medi- 


cal Journal any advertisements for a full- -time assistant where | 


the remuneration is stated to be less than that applicable to 
trainee- assistants—that is, £700 per annum (indoor), plus a 
car allowance, where necessary, up to £150 per annum. 
National Service Medical Boards: i 

207. Inquiry ‘is being madé‘of the Ministry of Labour 
and National Service whether it~would be practicable to 
arrange for information concerning, a person's unfitness for 
National Service to be ‘passed on to the person’s own doctor. 
It is understood that it is not uncommon for a man who 
has been rejected for National Service ón health grounds to 


visit his doctor with a view to obtaining treatment for the. 
_ condition which rendered him unfit for service. 


-by its specialist services advisory committee that general ` 


x 
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Change of Doctor 


208. There ıs reason to believe that the new change of, 


-9 


doctor procedure, is not properly understood by the public 
and that even some doctors are not aware of the detailed 
` procedure, Change of doctor can be-effected i in two ways: 


Y 


1. Traasfer With the Consent of the Patient’s Present Dottor i 


Untit new medical cards are available, the patient’s present 
doctor endorses page 3 of the card with the words “ I consent-to 
the transfer ” and signs and dates the endorsement. The patient 

< then takes the card to the new doctor of choice and, if accepted, 
can obtain treatment from him from the date of acceptance. 
The new doctor completes Part A or B of the card and sends it 
to the executive council, who will return it in due course to the 
patient. if an old N.H.J: medical card is still in use it will contain 
a ‘panel providing for transfer by consent, which the doctor 
can complete; the endorsement mentioned above ig not then 

‘ necessary. 


A 2. Ordinary Transfer - 


` The patient sends his nf€dical card to the executive council ` 


with a letter wnforming thé council of his intention to_ transfer. 
The council. will fetufh she card with a slip (Form E.C.4B) 
affixed at the top-of page’ 3 showing the, earliest ‘date (fourteen 
days from the date on ich the, council received the patient's 
fetter) on which transfer become effective. The slip will be 
valid for one month. -The doctor accepting the Patient signs the 
slip, sends the card with the slip attached to the executive council, 
and it. is returnéd to the patient in due course. - 
If the patient has lost or mislaid his card, he will tere sent 
” Form E.C. 12—application. for @ duplicate medical card—and 
he will be given a duplicate medical Card with a slip (Form 
= E.C. 4B) attached. If E.C. 12 is returned within seven days after 
his original letter, he will stil be able to transfer on the date 
fourteen days after the executive council received his original 
letter. 


'- The Committee „feels that, in order to avoid misunder- 
standing, more detailed: publicity should have been given 
when the present arrangement was, introduced. 

A fs > t 
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’ CONSULTANTS AND SPECIALISTS - - 


Chairman :of Joint. Committee i 


So ia 

TRN 

UR ta 
yan 


. theJoint -Committee of the Royal Colleges, the Royal 
Scottish “Corporativiie, and, the Central Consultants and” 
Specialists Committee, sine its inception in December, 1948, 

‘has resigned the chair upon his nomination as Vice- 
~ Chancellor of Cambridge University. 

. The Joint Cominittee has elected Dr. W. Russell Brain, 
President of the Royal colle: of Physicians, as its new 

~Chairman. ear s 


we a 


e 
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wane Joint Consultation Sah 
Ri Ma os No 


210: The ‘Comittee has noted with approval a statement 
y the new*Minister of Health that he is a profound believer 
in joint | consultation, and in the light of this expression of 

‘the Mi iews has asked the Joint Committee to do 
all in its PO velop consultative’ arrangements with 
ae “the” Preigesion at all layels of the” hospital = specialist 


oe ~ Fema Ce ch ` g5 


Ki, 
ce 
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Ministry Saty of Hospital Medical Staffing" 


241. As: tepoyted'in ` para. 83 of the. Annus- Report, A great 
deal of; atisfaction hasbeen expressed regarding the 
manne which the Ministry’s survey of ‘hospital staffing 

œ> - „throughout the country has been conducted. Although the 
s Ministry. has undertaken to“look into specific cases where 
_lregularities are alleged to have occurted, the Committee is 
‘alarmed that the Ministry might take action on information 


which the Committee considers may ın many respects be ` 


os * unreliable. It has therefore asked the Joint Committee to 


` 


‘ 


209. ‘Sir Lionel’ Whitby, who has been the Chairman of ’ 





` seek an assurance-from the Ministry ‘that the reports of the 


sprvey teams will bé discussed’ with the Joint Committee. 
before any action is takenthepron. > 


SS, 
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wo “en a we 
Remuneration ‘of Regional Adinitistrative Medical Staff, ` 
Medical Superintendents, arid Regional Psychiatrists 
(Continuation of para. 58 of, Annual Report) 
212. The dispute between the staff and management sides - 
of the medical Whitléy machinery regarding the remunefa- 


tion of regional administrative medical staff and ‘regional. 
psychiatrists was referred to: the ‘Industrial Court for arbi? 


` tration on April 25. The hearing is continuing, ~- 


It is now known that only a very small number of medical ` 


ef 


superintendents ‘are employed solely on adminla ti deka 


at their preappointed-day salaries, or the appropriate admiħi- “ 


ea 


strative salary, and that most medical: superinténdents-; are ae 


engaged on a mixture of clinical and administrative duties* 
Of these, all except a very small number are in fact-receiving 
the full clinical salary appropriate to’ their’ grading- without 
any apportionment in respect of their administrative work, 
and the larger number are graded and paid as consultants. 


2 


. Merit Awards for ¢inical Teachers ` 


213 Under the terms and conditions of Jovice clinical 
teachers holding honorary hospital contracts are eligible for 
distinction awards, on the basis that where’ the. ‘teaching 
appointment is whole-time the full amount sf e merit ` 
-award shall be paid and that in other cases'a ‘fraction of the 
award shall be paid corresponding to the proportion paid to 
the teacherby the university or school of the salarg-he, would | 
receive if his post were a whole-time one. | 

After considerable delay the Ministry is proceedin india . 
the payment of distinction awards to cliriical- teache Se 







-r3 
t ee 


£ 





in doing so has indicated that it considers thatthe presént: + ce 


basis of payment gives rise to a number of ‘anomalies. eae 
payistents ‘are therefore to be regarded, sear an 
t to review as to the future, pending 


1 - 


te 


Domiciliary Consultation tena? 


214. The Ministry has recently issued a circular bringing 
up to date the arrangements for domiciliary consultations 
(R.H.B. (51) 11). . The circular ‘embodies the arrangement 
with the Ministry that a general practitioner should be 
entitled to contact the consultant of his choice direct instead 
of through the hospital, as hitherto. 

Further efforts have been made, but’ without success, to 
persuade the Ministry that general practitioners attending 
their own patients in private maternity homes should be able 


where nectssary to call upon the services of a consultant 
anaesthetist. 


“It was suggested to the Ministry shat a standardized form 
of domiciliary consultation certificate, to be completed by \. 
the consultant, should be recommended to all regional ` 
boards. ‘The Ministry has adopted this suggestion, but the 
form of certificate recommended by ‘the Ministry requires 
the counter-signature of the general practitioner and the 
disclosure of the diagnosis. The Committee considers that _ 
neither is necessary and has asked the Joint Committee to” 
make representations to the Ministry for the modification ` 
of the certificate. me 


` 





Multiple Domiciliary Consultations 
215. Following `discussions in the Committee B of the 


Medical Whitley Council, it has been agreed that where a. 
part-time consultant called for a domiciliary consultation 


in-fact sees several cases: on the same occasion in the same 


‘ a ; 
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#esidencg or. titution, a reduced consyltation fee shall.be the Ministry that the Schedule to paragraph 14 of the terms 
“paid for the~ second and subsequent, cases, with an overall of service (which discriminates between those duties which 
_ maximum fee. of 10 guineas. se A _ come’ within the Service and those in respect/of which fees > 
eee we RE i \ may be charged) should be substantially modified bý trans- ar) 
Oo i ferring those examinations and reports °which are not 
s'Domiciliary ‘Consultations, Additional Fee for Use of Own required iff connexion with the treftment of the patient— 
: ' -` Anaesthetic Apparatus . e.g., the examinatiom of persons referred by medical recruit- 


216. Consultants using thei own eledtrocardiograph ae ing boards of the Ministry of Labour and National Service 


portable x-ray apparatus at domiciliary consultations are - —to the category of services for which fees may be received. 
ae ‘entitled under the terms of service to'an additional fee of The Ministry has so far refused to accept the contention, of 
2 guineas over and above the consultation fee. Efforts the Joint Committee that this work is outside the scope 
have been made, through the Whitley-machinery, to secure of the Service, as laid down in the Act, though it recognizes 
the extension of this principle to anaesthetists using their that the examination at out-patient clinics of persons referred 
own appatatus. \ to the hospital in this way might seriously affect'the normal. - 
pata : $ Ka : ate 
. Evidence showed that the average number of domiciliary oe of wedges Seabee _ The erat peasy - 
‘#eeGonsultitions by anaesthetists was less than two per annum, ment Depariments concerned to see whether it is practicable | 
c S e 
-ide ne eee eee oe an © pe ae for these cases to be grouped together and dealt with out- 
baat esthetists at domicihary consultations could e aao side the usual out-patient. sessions. If this could be achieved 


it would materially assist towards ,making a proper assess- 
TA et oa shot is issuing instructions to ment of the time involved in termsagf notional half-days for 


purposes of payment. In the-meantime the Joint Committee > 
= is continuing its representations,to the Ministry that certain 
Condifiess of ‘Whole-time Consultants of the exaniinations and reports in the “free” list should ee 
~ not be regarded as coming within the scope of the Service. 

7 217. At the” ‘request of the. Association of Whole-time : AO 
Salaried Specialists the Comiiiittée has looked into the *posi- a 
tion of whole-time consultants, with the result that it is 
asking-the. Joint Committee to press once again for the pay- National Hospital PETE (Civil Defence) Reserve 

~ ment of adequate allowances to ‘these officers (in the light of 221. Representations have beèn made to the Ministry that 

_ the Spens? inijttee Report) to cover car and telephone the medical examination of recruits to the National Hospital 
expenses, § ipfions to leatned societies, and the purchase Service (Civil Defence) Reserve should not be regarded as 
of oe oo and periodicals. coming within the scope of. the Service. E 


; ž . + ‘The Ministry's view, however, is that these recruits are 1 


7 


` 


potential employees, and that where they are examined by 
Lectures to Nurses a member of the medical staff at the hospital concerned the + 
s asion are now taking place through the Whitley examination is within the scope of the officer’s contract as 
“machinery regarding the fee which, should be paid to con- defined in the-terms. In other cases the Ministry has’ , 


‘ ` plants | for lectures given to student nurses, i approved a fee not exceeding £1 1s. tó be paid by the- | : 
F The’fee propgige by the Committee is £3 3s. a lectuiré*" hospital authority. E ; 
kg- Fam Eain E Ps es, poe Fy are, 
pen ea coeieaiaity of Hospital Management Committees ‘ i Mileage hiaai zm aa wot ns 
“219. Some time ago the Ministry advised regional boards ‘~~ (Continuation of para. 66 of Ayinual Report) 
` that in filling vacancies on hospital management committees, ‘ 222. It has now been learnt that a w ole-time consultant* 


officers of hospital management i committeés should not be has failed in his appeal against: thebdeg sion of his’ income- 
appointed as members of those bodies. It was not thought tax inspector that the ‘mileage payments made under the 
that ‘this decision would affect consultants and S.H.M.O.s, terms of service adequately covered the expense of travel- = 
who are, of course, in contract with the board and not the: ling incurred by him in the, business of his employing -‘ | 


hospital management committee. ; : authority. Following this decision an inquiry was received ; 

- Recent experience has shown; however, that in some cases Whether the Association would support an action in the ee 7 
regional boards are interpreting the Ministry’s advice to mean Court as a test case. In view of the fact that, even r 
that an officer employed whole-time at one hospital or ‘ Association successfully. supported such dn’ actionit might, 

. within one hospital group shall be ineligible for membership not provide a general precedent, and that subsequent ‘cases; pe 


of the hospital management committee irrespective of would have ‘to be ‘dealt with on their merits, the.Council, felt rages 
whether his duties are clinical or administrative or of whether that the Association should not t bear the expense involved ing; go 


his contract is with the management committee or the board. # High Court action., , j 5 : 
This would appear to go far' beyorid the guidance given by : ' sd io ~ 
the Ministry, and would debar a substantial proportion of i p ER y * i 
hospital medical staff from membership of hospital manage- 5 < OPHTHALMIC ae cae Coy tg. 
ment commuttees, The Committee has therefore raised a = Terms of Beeviee “te. ; sags 
number of specific cases with ‘the Ministry. \ 


. 223. Following the publication of the fin ~ Of the 
The Committee does not dissent from the view that an dines 
‘ officer whose responsibility to the management committee of _ Beg Wok Party, set-up tar Mer of Health i 
his hospital is wholly or predominantly administrative 0 10VeSūgate the average time taker for sight-testing by 


ophthalmic mecical „practitioners, an. Approg¢}i, Was made 
ee SA be a, nember of the hospital manage - to the Ministry : of Health to secure" á restoratigntZof the ` 


. a i cut in the sighitesting fee, which had previdusty> “been 


ie vt - a ‘reduced from £1 11s. 6d. to £1 58.,0n the ground that the. es 
i ` Modification of the Schedule to Para. 14 of the time taken was considerably Jess “than the halfshour, on * ; 
T of Semice = ` _ which the originalfee had been fixed. The Ministry, “whilst fae 


accepting the findings of the Renman Working Party, yas 
220. Upon the recommendation of the Central Consultants - unwilling to agree, that the timè taken per sight-test should-- 
and, Specialists Committee, the Joint Committee has urged be the only factor’taken into consideration when fixing the ay 


’ 


- i f 3 < 


. Should be £1. 


_ thalmie Service. 
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future sight-testing- fee, and held that the basis on which 
the original fee had been fixed should be reconsidered. The 
Ministry maintained that, in addition to the time factor, the 
fee should be related to the recommendations of the Con- 
sultants and Specialists ` Spens Report, which had not bee 

published when the orginal fee was fixed, and‘also to the 


bualificstions and status of the practitioners engaged in the . 
‘ Supplementdry Ophthalmic Service. 


The Ministry, having 
regard to all these factors, proposed that the future fee 
Whilst it was difficult to disregard the 
Ministry's contention that fees under the Supplementary 
Ophthalmic Service should bear some relation to the 
remuneration of\ comparable officers ‘in the hospital ser- 
vice, it was considered that a further reduction in the 
existing fee of £1 5s. was not justified. ' 

A. full report was made to ophthalmic medical practi- 
tiphers and local meetings were held:to enable them to 
discuss the'matter. The Ministry of Health. was subse- 
quently informed that the Council could not recommend 
the profession to accept, a fee as low as £1 and that this 
position. must be made’ clear if the Minister decided to 
proceed with the cut.- 

“Ophthalmic medical practitioners who have individual 
contracts with executive councils were advised to make 
their’ own decision on whether they would continue to give 
service under the Supplementary Ophthalmic Service, and 
the fee of £1 for sight-testing by ophthalmic medical practi- 
tioners subsequently came into operation on ; February 14, 
1951. 


Cases Referred to Ophthalmic Medical Practitioners 
by Nationdl Service Medical Boards 


The Ministry of Labour has announced that, in, view of 
the decision by the Minister of Health to cut the fee for 
sight-testing to £1, it is proposed to make a similar cut in 
the fee paid for the eye examination of a ‘person referred to 
an ‘ophthalmic medical practitioner by a National Service 
Medical Board. As, however, the Ministry of Labour 
requires a full examination and report, which ‘not infre- 
quently discloses a pathological eye condition, the service 
can be given only by a medical practitioner and is not 
comparable to sight-testing under the Supplementary Oph- 

Representations have been made to the 
Ministry of Labour on the matter. ; 


The Future of the Supplementary Ophthalmic Service’ 


The Council bas under consideration a number of short- 
term modifications of the Supplementary Ophthalmic Ser- 
vice pending the establishment of the Permanent Eye Service. 
It is intended to discuss the whole question with the Ministry 
of Health in the near future. 


Excessive Prescribing of Glasses 


In order to prevent the over-prescribing of glasses under 
the Supplementary Ophthalmic Service, the Minister of 
Health, in consultation with the profession, has. amended 
the National Health Service (Supplementary Ophthalmic 
Service) Regulations; 1948. The amended Regulations give 
executive councils power to investigate cases where it appears 
that there has been unnecessary prescribing, either by oph- 
thalmic medical practitioners or by ophthalmic opticians. 
Where an executive council is satisfied that over-prescribing 
has occurred it may recommend to the Minister the with- 
holding of money. Provision has also been made in the 
Regulations for appeal against such a decision before a 
direction for the withholding: of money is given. 

yoi 


Central Ophthalmic List 


A ‘new Central Professional Committee consisting of 
representatives appointed by the B.M.A. and the Faculty of 


i 


Ophthalmologists has been set up to consider applications 


for admission to the Central Ophthalmic List of practitioners’ 
entitled to participate in the Supplementary Ophthalmic Ser- 
Vice. This Committee has prepared revised criteria for this . 
purpose, and these have been. submitted to the Ministry of . 
Health for incorporation in Regulations. 


4 > 
Opticians in the Hospital Eye Service 


The Ministry of Health has reaffirmed assurances given 
in 1946 that when the Supplementary Ophthalmic, Service 
is superseded by the Permanent Hospital Eye Service, which 
can only be by a gradual process of development, ophthalmic 
eh dispensing opticians will be employed on a whole-time 

sis, 


OCCUPATIONAL HEALTH. 
Joint Comells on Industrial Health 
, (Continuation of para. 92 of Annual Report) 


t 

_ 224. The Council has now approved a revised model 
constitution, which is set out in Appendix V to this Report, 
for Joint Councils on Industrial Health, which it recom- 
mends should in future be known as Advisory Councils 
on @ccupational Health. It has agreed that this model 
constitution shall be sent to B.M.A. Divisions and Branches 
with a view ‘to encouraging the Stablisiment of more of 
_ these organizations. 

Occupational Dermatitis 
(Continuation of paja. 9I of Annual Report) 

225. ‘The Council has considered the suggestion that 
occupational dermatitis, in addition to being a prescribed 
disease under the National Insurance (Industrial Injuries) 
Act, should also be included in the list of notifiable diseases. 
It understands, however, that discussions are to take place 
between the Factory Department of the Ministry of Labour 
and NationalsService and the Ministry of National, Insur- 
ance with a view to obtaining a closer liaison between the 
two Departments on problems in connexion with prescribed 
diseases, of which occupational dermatitis is the most com- 
mon. ‘As it does not wish to prejudice these discussions, 
which it hopes will result in the Fa ctory Department obtain- 
ing information enabling it to take further preventive 
measures, the Council has decided not to pursue, this 
suggestion at the present time. 

Other problems in connexion with occupational derma- 
titis, in relation to the National Insurance (Industrial . 
Injuries) Act are stil] under consideration. 


r 


Report of the Industrial Health Services Committee 


226. The Report of the Industrial Héalth Services Com- ` 


mittee (Dale Committee), set up by the Prime Minister in 
1949 to examine the relationship between the general health ' 
services and the industiial health services, has been published 
and is now being considered by the Council in detail in 
relation to its plans for a future comprehensive occupational 
health service. 


PUBLIC HEALTH ` ` 
Advertisement Policy 
(Continuation of para. 94 of Annual Report) 


227. The Council is pleased to acknowledge the full co- 
operation of the Lancet, the Medical Officer, Public Health, 
and the Medical World in regard to the Association’s policy 
on the withholding of advertisements from local authorities 
who are not fully implementing the 1950 award: of the 
industrial court. 
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Public Health Salaries in Northern Ireland 


228. As a result of representations made to the Ministry 
of Health and Local Government, the award of the industrial 
court has been recommended by the Minister for acceptance 
by health committees in Northern Ireland. As from July 1, 
1951, advertisements from local authorities in Northern 
Ireland who are not fully implementing the 1950 award of 
the industrial court will be withheld from publication. 


Grading of Public Health Medical Officers who are 
Superintendents of Isolation Hospitals 


229. The Council has continued to press for the rectifica- 
tion of any anomalies which may have arisen in connexion 
with the grading of public health medical officers who are 
also medical superintendents of isolation hospitals. 

So far as medical officers in this class are concerned, the 
Council is seeking to ensure (a) that in the 1951 review of 
S.H.M.O. gradings any adjustments in remuneration shall be 
made retrospective to July 5, 1948 ; or to the date of appoint- 
ment, whichever is the later ; (b) that immediate steps be 
taken to secure the grading of such officers where this action 
has not already been taken ; and (c) that a specialist in infec- 
tious ‘diseases should be present when the grading of such 
officers is under review. 


. 
e 


Fees Payable by Local Authorities for Part-time Work 


230. The Memorandum of Recommendations agreed 
between the British Medical Association and the associa- 
tions of local authorities, relating to the remuneration of 
medical practitioners undertaking part-time work for local 
authorities, has`been circulated to all local authorities in 
England and Wales. This agreement was published in full 
in the Supplement to the British Medical Journal of April 14, 
1951 (p. 149). i 


PRIVATE PRACTICE 
Dangerous Drugs Regulations: Special Tribunals 
(Continuation of para. 116 of Annual Report) 


231. The Home Office has now decided to reappoint the 
Dangerous Drugs Tribunal for England, and the Council 
has nominated Dr. R. Forbes as thé representative of the 
Association on the tribunal, with Dr. H. Guy Dain and 
Dr. J. A, Gorsky as substitute members, 
` In reconstituting the tribunal the Home Office has asked 
for the comments of the Council on the rules which were 
framed in 1928 to cover proceedings before the tribunal. 
The Council is in general accord with the rules, but has 
requested the Home Office to amend them to take the fol- 
lowing points into account: 

(1) The tribunal should be empowered to take evidence on 
oath. 

(2) The evidence to be accepted by the tribunal should only, be 
such as would be admissible in a court of law. 

(3) Each party ought to have the right to obtain from the 
other copies of any documents it is proposed to use at the hearing. 

(4) The rules should provide for the minimum notice which 
can be ere to a practitioner of the date of hearing beforo the 


` Absent Subscriber Service 
(Continuation of para. 126 of Annual Report) 


232. The Council understands that the arrangements for 
the introduction of an absent subscriber service in Glasgow 
are now complete, but that the Post Office authorities in 
Glasgow are unable to proceed with the introduction of 
this service until they receive authority, from the head- 
quarters of the General Post Office in London. The Council 
is pressing the General Post Office to give the necessary 
authority at an early date. 


4 


Protection of Priyate Practices 
(Continuation of. para. 127 of Annual Report) è 


233. Now that the majority of general practices are pre- 
dominantly contract practices, it $ the opinion of the Coun- 
cil that the small amount of private ‘practice remaining 
would not justify, either on the grounds of: expense or 
practicability, a nationally administered scheme With legal 
sanctions similar to that in force during the last war. 

In view of the fact that the number of practitioners 
engaged in private practice varies considerably throughout 
the,country, and that, with some exceptions, ‘the areas where 
there is a considerable amount of private practice will be 
reception areas, the Council considers that the best method 
of dealing with this problem will be to ask Divisions to 
review the position in their areas and to adopt meagures 
appropriate to local conditions. It is’ not proposed to ask 
Divisions to undertake this review until such time as details 
of the proposed scheme for the protection of Natonal 
Health Service practices have been circulated, but general 
guidance will then be given to Divisions on the methods by 
which the protection of private practices can be attained and 
the basis on which receipts from practices sl should be dealt 
with. 


i 


¢ 
Income Tax: Initia] Car Allowance 


234, The Council bas considered a request from a firm of 
accountants for legal aid in connexion with an appeal to 
the Special Commissioners on behalf of a member of the 
Association, The case concerns the initial allowances to be 
granted on a car purchased by the member for £1,800. The 
accountants have claimed the normal capital allowances, 
restricting the same by one-tenth ‘for’ private use; but the 
Inland Revenue have contended that personal choice and 
pleasure entered into the member’s selection of a car, and 
they propose to restrict to £1,200 the capital cost on which 
the allowances are to be given. The Council has decided 
that legal aid can be granted only if a principle is involved 
which would affect the profession generally. The opinion 


`~ of counsel is being obtained. i 


Ministry of Pensions : Treatment ‘Sessions 


235. Complaints that some practitioners were paid a fee 
of only £2 12s. 6d. for attendance at treatment sessions on 
behalf of the Ministry of Pensions, whereas when similar 
work was undertaken by an Acting District Commissioner 
of Medical Services the fee paid was £3 3s., have been 
investigated by. Council. 

Following discussions at the Ministry of Pensions, it was 
ascertained that the sessions undertaken by Acting D.C.M.S.s 
include certain administrative duties, but that when other 
practitioners are required to undertake a clinical examina- 
tion for a fee of £2 12s, 6d, the administrative work is 
performed by an acting D.C.M.S. at a later stage. 

As a result of representations made by Council the Minis- 
try has now decided that the administrative procedure fol- 
lowing a clinical examination shall be done by the medica] 
officer who examines the applicant. When the revised pro- 
cedure is fully, operative, treatment sessions will be under- 
taken either by a full-time medical officer of the Ministry 
or by an experienced sessional medical officer who for this 
purpose will be regarded as an acting D.C.M.S. The fee 
of £2 12s. 6d. will then cease to be applicable, and a fee 
of £3 3s. will be payable for each session. The Council 
regards this arrangement as satisfactory. $ 


Adoption Societies: Fees for Medical Reports 


236. Inquiries have been made by the Council on the posi- 
tion with regard to the medical examination of children ‘prior 
to adoption where the adoption is arranged through an 
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idoptioù society. From the results of these inquiries it is 
clear that, in general, the mother is responsible for the fee 
for the first medical report; required by the adoption society, 
amd that the adopters are responsible for the second medical 
report, required fpr the information of the court. -The 
Council has agreed thats as the fees for reports of this 
_ nature are a matter for private arrangement, no recommen- 
dation should be made on the apprdpriate fee. The 
Council, ehowever, is drawing the attention of adoption 
societies to the fact that the provision of these reports is 
not covered by the terms of service of general practitioners 
‘under the’ National Health Service and that the charging of 
a fee is not precluded when the report is completed in the 
course, of, general practice. . i 


London - Electricity Board; Pre-employment Examinations 
» - 

237. Following correspondence with the British Electricity 
Authority regarding the fee for the examination, for super- 
annuation purposes, of prospective employees of the London 
Electricity Board, the: Board has agreed to pay a fee of 25s. 
The Council regards this fee as satisfactory. 


g 4 


War Office: Examipation of Auxiliary and Reserve Forces 


238. In March, 1947, the War Office laid down a daily 
maximum payment which could be allowed to civilian 
. medical practitioners in respect of the medical examination 
of entrants to the Auxiliary and Reserve Forces. On 
numerous occasions since that date the Council has asked 
that this maximum should be removed, and the War Office 
has now agreed to the abolition of the daily maximum with 
effect from May 1, 1951. 
ae f 


- FINANCE 


239. The Balance Sheet and Income and Expenditure 

Account for the year 1950 are set out in Appendix VI. The 

\financial position disclosed by the accounts shows clearly the 

need for the increase in-the membership subscription rates 

which became effective on January 1, 1950. It is therefore 

- a matter of considerable satisfaction that the increase has not 
resulted in any loss in the membership of the Association. 


4 

\ 
Balance Sheet j X 
During the year expenditure of a capital nature has been 
„heavy, but this has added materially to the value of the fixed 
assets. The largest of these is represented by the leasehold 
premisés in Tavistock Square, which have now been com- 


pleted, and from which a substantia] rental income is derived - 


from accommodation let to medical and professional 
organizations. 

Altogether over £100,000 was expended on capital items, 
and this sum was provided in part by an overdraft from the 
bank for the closing weeks of the year. By accepting this 
accommodation the Council was able to defer the sale of 
the investments set aside for building purposes until a more 
favourable market presented itself. 

Apart from the provision for loss on the collection and 
transfer of subscriptions, no addition has been made this 
year to the General Reserve Funds, but it has again been 
considered prudent to provide a Reserve of £11,000 for the, 
possible liability of the Journal surplus for income tax and 
profits tax for the past year. ` 


Income and Expenditure Account 


The receipts and payments for the year reached a level 
which was anticipated when the annual budget was pre- 
pared It was estimated that the increased revenue would 


` 


"meet thé total Association expenditure, including, tħe trans- 
fer to Reserves and Provisions. When making this estimate 


-the surplus arising on the Journal Publications Account was 


ignored. Although expenditure of a non-recurring nature 
was met in addition to that anticipated, the Estimates were 
closely realized. | ; 

i 


Expenditure 


There was a small reduction in Central Meeting Expenses. 
ın spite of the additional cost of Special Representative 
Meetings. ' ` ' 

The General Expenses include items such as the Medical 
Practices Advisory Bureau and the Film Library, on both 
of which there has been increased expenditure as the work 
of these departments has developed. Following the success 
of the Empire Medical Advisory Bureau, the Council | 
approved the setting up of the International Medical Visitors 
Bureau to provide a personal advisory service to medical 
practitioners from countries outside the Commonwealth. 

The cost of maintaining the Premises is rising, and notice 
has been given of further increases in rates, electricity, gas, 
and fuel. The amount to be set aside for general repairs and 
upkeep must necessarily be greater as the building is 
developed. 

Direct expenditure on Local Organization increased by 
over £4900 as the services of the Regional Offices are more 
widely used. In October last a Regional Office was opened 
in Glasgow, under the direction of an Assistant Scottish 
Secretary. 

Library Expenditure was on a higher scale than that of 
the previous year. The lbrary'no longer makes a charge 
for the postage incurred when books are borrowed from 
the Lending Department, 

A sharp rise in the cost of paper and’ printers’ charges 
has had to be met on the Association’s Miscellaneous Print- 
ing and Stationery expenditure, The Postage Account, is 
indicative of in ed central activities. 

2 the British Medical Journal and the 
referred to in greater detail under the, 
appropriate Said In spite Of the substantial increase 
in the cost of ‘paper and printing, a net surplus has been 
ferred fromthe Journal Account, amounting to £21,657, 
of which £11,000 has been set aside as a provision for 
possible tax liability. ` 






Income j i 

" At the close of 1950 the membership of: the Association’ 
reached 64,187, with the introduction of the new rates- of 
Subscriptions, the revenue from which reached over £193,000. 
The income from Rents in the past year was slightly in excess 
of the previous year. ‘The full effect of the new lettings will 
be shown in the accounts for 1951. 


ai p7 \ 
Trust Funds 


The quinquennial revaluation by the Actuary of the Office 
Staff Superannuation Fund has been completed and has con- 
firmed the sound financial position of the Fund. The 
Actuary’s calculations disclosed a surplus of £15,700. The- 
income of the Trust Funds has been sufficient to meet the 
cost of the normal awafds. The Charitiés Trust Fund has 
continued’ to stimulate support to the existing Benevolent 
Funds. Although the amounts received from legacies has 
fallen, the subscriptiots and donations, either earmarked 
‘for the Funds or placed at the disposal of the:Charities Trust 
Fund for distribution at their discretion, were increased 
during the past year. 


Estimate of Receipts and Expenditure for the Year 1951 ~ 


240. The following estimate of the probable income and 
expenditure for the current year is based on the accounts for 
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1950 1951 * 
RECEIPTS A be Hstimated 
Subscriptions 123 197,000 
Investments Rents, and Sundries Oe ‘710 31,500 
Pear aes 
£218,833 £228,500 
i) 
EXPENDITURE ' 
` £ = £ 
“ Central Meeting expenses ” 18,370 500 decrease 17,870 
General expenses... : 31,446 a 31,000 
Z !Premses expenses... 22,956 944 increase 23,900 
Tapiation grants ‘.. 33,511 m 35,511 
Library 5,879 621 h Z s 
Central staff expenses | š 72,022 5,478: ,, ks 77,500 
Printings, postages, ¢ s 11,585 415° ,, es 12,000 
Clerk oF of monks and architect's 
foes, otc. 631 270 decrease 361 
4 ar aaa appeal and fees 2,028 028 “e _ 
12,975 2,500 merease 15,475 
Provision for loss of subscrip- 
tions 3,667 333, r 4,000 _ 
Depreciation and, amortization 11,707 157 decrease 11, 349 ~ 
~ £226,777 £235,657 
Less Man towards cost of 
C.MLW.C, .S aie os 7,000 7,000 
‘ £219,777 á £228,657 








(No provinon has been made in this Estimate of Receipts and Expenditure 
for the alane c on the Journal Publications Accounts ) 


Financial Inquiry Committee 


241. The Council has appointed a special Committee to 
consider the present level of expenditure of the Association, 
tcluding expenditure on the publishing activities of the 
Association, and cognate matters. The Council will report in 
due course upon its investigations. 


3 
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Expenses of Members attending Meeting 


242. The Council ‘has considered the following Minute 277 
of the Annual Representative Meeting, 1950: 
< § 277, Proposed by Doncaster (R. W. L. Ward).—That, in view 
Of the changed circumstances, it is now time to reconsider the 
payment of adequate subsistence allowances to members when 
attending B.M.A. ` Council, Committee, or Representative 
Meetings. 


The Council has approved in principle the‘ payment of 
subsistence allowances to members of the Association attend- 


“Ing centrally arranged meetings. In view, however; of the ‘ 


“ present financial position of the Association the Council 
considers that it would be wise, for the time being, to defer 
implementing its policy on this matter. The Council will 


make a further report to a subsequent meeting of the 


Representative Body. 


`y 


SCIENCE COMMITTEE 
Association Prizes - 
‘(Continuation of paras. 132-134D df Annual Report) 


243.`'The Council thanks the following, who have assisted 
in judging the awards for the Association Prizes made in 
1951: Dr. Janet Aitken, Dr. G. O. Barber, Dr. Lindsey W, 
Batten, Professor F. J. Browne, Miss M. H. Cordirier, Pro- 
fessor C. F. W. Illingworth, Professor R. E, Lane, Dr. J. C. 
Matthews, Miss E. J. Merry, Dr. C. G. Newman. Miss Agnes, 
Pavey, Miss B. Price, Dr. Donald Stewart; Dr. E. Scott 
White, Dr. Marjory Warren, and Dr. James Young. The 
Association also thanks those who have visited and reported 
on the Association’s Research Scholars—namely : Professor 
S. L. Baker, Dr. D. F. Cappell, Professor J. Gough, Mr. J. B. 
Kinmonth, Dr. J. B. Miller, and Professor Dorothy Russell 


` (Continuation of para. 144 of Arual Report) 

244, The Council is now able to report that its representa- 
tions to the Ministry of Defence that arrangements should 
be made for Naval National Service medical! office» to serve 
their statutory period of part-time training/ without neces- 


' sarily having to enter the permanent R.N.V.R., in which 


there is no assurance of release at the end of such period, 
have been successful. 

In future all commissions granted to Naval National Ser-. 
vice officers will be temporary commissions in the R.N.V.R. è 
limited to the statutory period of National Service. Present 
holders of permanent commissions granted during National 


Service’ will be allowed to transfer to temporary status. 


Officers wishing to remain in, or to transfer to, the perma- 
nent R.N.V.R. will be permitted to do so. ` 


Service Medical Officers in the Middle East 


During the course of a tour of B.M.A. Branches in the’ 
Middle East (reported under ‘the heading “ Overseas"): the 
member of the Secretariat concerned took the opportunity, 
of addressing meetings of Service medical officers at Gib- 
raltar, Malta, the Suez Canal Zone, and Aden. ; 

These meetings were well attended, and a number of ques- 
tions relating to pay and Service conditions’ were raised. 

Appreciation was expressed-by medical officers of the 
amendment of the constitution of the Armed Forces Com- 
mittee approved by the Representative Body last year, which 
provides for directly elected representation of Service medi- 
cal officers on the Committee. 

g WALES 

245. In response to the desire ‘of the profession in Wales 
the Council has established a B.M.A. Welsh House at 195, 
Newport Road, Cardiff, This is an extension of the Council’s 
policy of establishing regional offices of thé Association, and 
this office will undertake clerical and other duties for all 
the Divisions and Branches in Wales and Monmouthshire. 
There is also provision for holding meetings. The House 
was Officially opened on April 26, 1951,'by the Chairman 
of Council. The Council hopes that the Divisions an 
Branches in Wales will make the fullest possible use 
the facilities available. 

The 1951 Welsh Dinner will be held at Londonderry 
House on Thursday, June 14. It is being arranged jointly 
with Old Cardiffans. ' 


OVERSEAS 
Caribbean Conference’ 
(Continuation of para, 171 of Annual Report) 


246. The Council has requested the- Colonial Office to 
receive a deputation to discuss the proposals made by the 
Caribbean Conference relating to a unified medical service 
in the Caribbean, 


Tour of Branches in Middle East 


247. A member of the secrętarjat has visited the B.M.A. 
Branches in Gibraltar, Malta, Cyprus, Palestine, Mesopo- 
tamia, Aden, Sudan, and Egypt, and action is being taken 
ona nutiber of recommendations made by him, the principal 
object of which is to provide overseas members with the 
means of keeping in closer touch with British medicine, and 
to give the Branches encouragement and stimulation. 

The Council has received many proofs in the last three 
years of the benefit which is, derived by the overseas 


Branches from visits by representatives from me parent 


i 


` 
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body. It is deeply conscious of the fact that nearly one- 


third of the members'of the Association reside outside the 
United Kingdom. i 


Private Practice by Colonial Medical Officers 


` < 248, Some time ago, in view of the lack of uniformity and 


the confusion in the Colonial Medical Service with regard 
to private practice by Colonial medical officers, the Council 
represented to the Colonial Office that new principles should 


be laid down for the guidance of Colonial Governments.. i 


‘ Discussions with the Colonial Office are still in progress on 
this difficult and important subject. 


MEDICAL BENEVOLENCE 


249. The sum of £9,803 18s. 3d. was received during 1950 
for the Charities Trust Fund of the Association for medical 
charifles, and’ the following statement shows the amounts 


collected and distributed during the twelve months: \ 


1950 
i £ 
Subscriptions and Donations collected for .— oo 
(a) Distribution at the discretion of B MLA. ae 
y Trost Fund .. a 4,61f 1 0 
b) R Royal Medica] Benevolent Fund `. i 3,655 12 3 
Royal Medical Foundation eeu psom College '868 2 0 
Royal Medical Ponevolent T und Society of Ireland eo 3 0 
ts’ Dates and allocated. to casing apace 
ties eo 0 0 
x $ £9,803 18 3 
1950 
£E s d £ , s d 
{a) Reval Medical Benevolent Fund— , 
(1) Allocated from BM A Charities 
Trust Fund for General Fund . 2,261 18 2 
) Allocated from ests ae 50 0 0; 
3) Earmarked for Fun .- 3,655 12, 3 
——————— 5,967 10 5 
(@) R Medical Foundation of Epsom 
G) Allocated from B M.A. Charities : 
Trust'Fund for General Fund. 2087 18 0 ' i 
Allocated from Bequests 50 0 0 
Allocated from B.M A. Charities s 
Tus Fund for Sherman Bigg 4 
174 0 1 
f 9 pea for General Fund 836 17 6 
35) Earmarked for Sherman Bigg Fund 3t 4 6 
3,180 0 1 
’ (c) Royal Medi Medical Benevolent Society of 
' Earmarked for Fund 69 3 0 
(3 Baia Sir haries Hastings Fund 24 5 4. 
\ à 62 19 5 
Ceana tnallioaied ce Descauber st. 1950* 500 0 0 
£9,803 18 3 


o ` . 
* Subsequently allocated to the Sur Charles Hastmgs Fund. 


The amounts received through the fund are gratifying 
and showsthat the interest in the medical ‘charities is being 
maintained. The medical charities are constantly receiving 
demands on their funds, and the Council hopes that members 
of the profession will do all they can to help. 


CONTROL OF MEDICAL MAN-POWER 
250. The Council has been consulted by the Ministry of 


Health-ahout a scheme for the control of medical man-power ` 


in a national emergency and, in common with other profes- 
sional bodies, the Association has been represented at con- 
ferences at the Mmistry at which this scheme has been 
discussed. 

It is. proposed to set ip a National Medical Man- -power 
Committee with functions comparable with those of the 


‘ existing Medical Priority Committee, and two Central 


Recruitment Committees similar to, the present Central 
Medical War Committee and’ Scottish Central Medical War 
Committee. Because of the changes brought about by the 
National Health Service, local recruitment committees based 
on the areas of the Divisions of the Association, and dealing 
with all. categories of medical practitioners, are no longer 
thought to be appropriate. It is therefore proposed that 
separate Area Recruitment Committees should be established 
for the three main sections of the profession—general prac- 


titidners, hospital and university medical officers, and public, 


health medical officers. : 
\ i 2, oF a 


` 
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The Council, which appointed a special committee to 
examine the scheme, has seen no reason to take exception , 
to the proposals regarding the constitution of the various 
committees. These proposals are now under cbnsideration ` 
by the Ministers concerned. It is hoped that it will be 
possible to publish full details shortly, and that the new 
machinery, which is intended to function in peace as well as 
in war, will be set up within the next few months. \ 

In view of these developments it has been decided that 
the time has come for the existing Local Medical War Com- 
mittees to be disbanded. In conjunction with the Central 
Medical War Committee, the Council has expressed warm 
thanks to these committees for the work they have carried 
out so admirably during atid since the war. ~ 

With the concurrence of the Council, the Central Medical 





‘War Committee has agreed to undertake the taskof recon- 


Stituting the emergency register of the profession on the 
basis of information supplied voluntarily by the doctors of 
the country. For this purposé a questionary’ will be issued’ 
shortly to all members of the profession.in Great Britain. 

The Council has offered to defray the expenses of the 
proposed new central and area recruitment committees pro- 
vided that, as in the past,,a substantial proportion of the cost 
is refunded by the Government in the form of an annual 
grant. 

Meantime, the central ‘Medical War Committee and the 
Scottish Central Medical War Committee have undertaken 
the “screening ” of those general practitioners with reserve 
commitments who have been earmarked ‘by the Service 
Departments for recall to the Services in the early stages of — 
any future, war. The Local Medical Committees have been 
invited to co-operate in this task, a lay: nominee of the 
executive council being co-opted for this .purpose to the 
local medical committee. The object of the “ screening” is 
to determine ‘whether cancellation or deferment of recall 
should be recommended in individual cases because of the 
civilian medical. commitments of the doctors concerned. ~ A 
statement on this subject was published in the Supplement of |, 
April 14 (p. 151). ' 

The Council has recommended to the Ministry of Defence 
that, so far as practicable, practitioners with little or no - 
previous service in the Forces, should be recruited in any 
future emergency in advance of those who served for longi 


periods, i 


OTHER ASSOCIATION ACTIVITIES 
Coroners Rules 


- 251. At the beginning of the year the Council, at the 
invitation of the Home Office, nominated medical practi- 
tioners for membership of a committee (the Coroners Rules 
Committee) appointed by the Lord Chancellor and the Home 
Secretary to make recommendations on the rules to be 
made under section 26 of the, Coroners (Amendment) ‘Act, 
1926, for regulating the practice and procedure in connexion 
with inquests and post-mortem examinations, and recom- 
mendations on the forms-to be prescribed under section 27. 

Subsequently, at the Committee’s invitation, the Council 
submitted a memorandum of evidence, based largely on the 
Council’s Report on the working of the Coroners Acts, 
which was approved 'by the Representative Body in 1948. 

Oral evidence in support of the memorandum was given 
by J. A Gorsky and W. B. A. Lewis. | 


Election: of Direct Representatives on the General Medical , 
Council 


; ; 
(Continuation of para. 183 of Annual Report)’ 


252. The Council has pleasure in reporting that all the 
candidates selected to receive the support of the Associa- 
tion in the Election of Direct Representatives have been 
clested-a as members of the General Medical Council. 


E A. GREGG, 
Chairman. 


Nor 
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APPENDIX V 
MODEL CONSTITUTION FOR ADVISORY COUNCILS 
ON OCCUPATIONAL HEALTH 
Name 


1. The Organization shall be known as the... . .............. 
Advisory Council on Occupational Health and is hereinafter 
referred to as “The Advisory Council.” 


Objects 
(2) (i) The Advisory Council is established for the purpose 


of encouraging the study of occupational health, by afford-, 


ing employers, employees, and the medica! profession 
opportunities for the discussion of all aspects of the subject. 
(ii) Its terms of reference shall be: 

(a) To consider all matters affecting the health and 
welfare of the workers in industry, with particular 
emphasis on conditions obtaining in the area covered by 
the Advisory Council. 

(b) To co-operate with other advisory councils on matters 
of mutual interest, and to appoint representatives to the 
Annual or Special Meetings of the Conference of Advisory 
Councils, | 

(c) To co-operate with other organizations having — 
objects. 

(d) To publish in the local press agreed reports of the 
Advisory Council’s proceedings, provided that only unani- 
mous decisions of the Advisory Council shall be published. 

(e) To submit recommendations to the Conference of 
Advisory Councils and to the Joint Committee of the 
British Medical Association and the Trades Union 
Congress, 

Note—TIn no circumstances shall the Advisory Council 
make direct representations to any Government Depart- 
ment. 


Constitution 


(3) (i) The Advisory Council shall consist as to one-third 
of its members of delegates appointed by the ...:...........00.... 


Division of the British Medical Association, as to one-third - 


of its members of delegates appointed by the Employers’ 


Organizations, and as to one-third of its members of delegates 


appointed by Trade Unions and/or Trades Councils. 


(i) The Advisory Council shall have power to co-opt addi- 
tional persons whose membership of the Advisory Council 
would, in the unanimous view of the appointed members, be 
helpful to their discussions. These co-opted members, how- 
‘ever, shall not be taken into account in the calculation 
referred to in the previous paragraph. 

(iii) The Advisory Council shall have power to invite 
persons with expert knowledge to attend meetings of the 
Advisory Council for the purpose of discussing particular 
matters. 


i 


Finance 


å O TBO sins ie ates iiad arestite Division of the British 
Medical Association and Employers’ Organizations and 
Trade Unions appointing representatives to the Advisory 
Council shall subscribe to the Advisory Council, for each 
year or part of a year during which they appoint representa- 
tives, £1 for each representative so appointed, unless other- 
wise resolved by the Advisory Council. 

(ii) The funds of the Advisory ‘Council shall be applied 
solely in carrying out the objects of the Advisory Council. 

(iii) The Honorary Treasurer of the Advisory Council shall 
hold the funds of the Advisory Council and keep a record 
of all income and expenditure. He shall present a Balance 
Sheet, duly audited at each Annual Meeting of the Advisory 
Council. No money shall be paid out except with the 
approval of the Advisory Council. 

Gv) The Advisory Council shall not make, directly or 
indirectly, any dividend, gift, or bonus of money unto ‘or 
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between any of the members of the Advisory Council, pro- 
vided that nothing herein contained shall prevent the pay- 
ment in good faith of expenses incurred by a member of the 
Advisory Council in carrying out the wishes or instructions 
of the Advisory Council. å 

Meetings ° 

- 5. (i) The Annual Meeting of the Advisory Council shall 
be held not later than April 30 in each year, unless otherwise 
resolved by the Advisory Council. 


(ii) Other meetings of the Advisory Council shall take place 
at intervals of not more than .. ......... calendar month(s) 
throughout the year. 


(iii) A third of the members shall form a quorum at an, 


Annual Meeting or other meeting of the Advisory Council. 

(iv) The Chairman shall preside at each meeting of the 
Advisory Council and in his absence the Advisory Counsil 
shall elect a member present as Acting Chairman before 
proceeding with other business. 


Officers š 

6. (I) At the Annual Meeting in each year the Advisory 
Council shall elect a chairman, an honorary treasurer, and 
two honorary secretaries. One of the honorary secretaries 
shall bea member of the ...........cccseesseeees Division of the 
British Medical Association. - 

(ü) Any casual vacancy among the officers occurring from 
whatever cause shall be filled by the Advisory Council at 
its next following meeting. 


Committees 

7. © The Advisory Council may appoint such com- 
mittees and subcommittees as appear expedient for the 
conduct of the business of the Advisory Council: 

Gi) No decision of a committee or subcommittee shall be 
binding on the Advisory Council until it has been submitted 
to and approved by the Advisory Council. 


Voting Powers 

8. (i) Each member of the Advisory Council shall have 
one vote and one vote only, except as hereinafter provided. 

Gi) Voting by proxy shall not be permitted. 

Gii) ‘Votes shall be taken on a show of hands. 

(iv) In all cases the chairman of a meeting, of the Advisory 
Council shall have the right of vote and may also exercise 
a casting vote in the case of an equality of votes. 


Dissolution ` 

9. (i) The Advisory Council may at any time be dissolved 
by the consent of two of the three groups appointing repre- 
sentatives to the Advisory: Council. Such consent shall be 
obtained in writing. 

Gi) In the event of dissolution, any funds remaining after 
the winding up of the affairs of the Advisory Council and 


. payment of the debts of the Advisory Council shall be 


repaid to the subscribing organizations in the proportions 
that the subscription of each subscribing organization bears 
to the total subscriptions received by the Advisory Council 
during the year in which dissolution takes place. 


Amendment of Rules 


10. No new rule shall be made, nor shall any of the rules 
herein contained or hereafter to be made be amended or 
rescinded, unless with the consent of a majority of the 
members present at a meeting of which not less than 28 
days’ notice has been given specifying such intention to 
propose such new rule or amendment. ~ 


Interpretation 


11. In these Rules, unless the contrary intention appears, 
(a) Words in the singular shall include the plural and words 
in the plural shall include the singular. (b) Words impart- 
ing the masculine gender only shall include the feminine. 
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PROCEEDINGS OF COUNCIL 


. l l Wednesday, May 2, 1951 


e 

. ° 

` A meeting of the Council of the Association was held on 
May 2, Dr, E. A. GREGG presiding. : 


, @ 


Future Annual Meetings 


Dr. P. J. DELANEY, Medical Secretary of the Irish Medical 
Association, attended to present an invitation to the B.M.A. 
to hold its ‘Annual Meeting conjointly with that of his own 
association in Dublin in July, 1952. He said that his Irish 
colleagues wished greatly to welcome their friends from the 
other side of St./ George’s Channel and to have the oppor- 
tunity “of expressing the great gratitude they felt to the 
B.M.A. In Ireland they were not often unanimous, but they 
were unanimous over this. 

The CHARMAN OF CouNcit moved the cordial acceptance 

, of the invitation, and this was carried. 

The Council devoted some time to considering the arrange- 
ments for the proposed Annual Meeting in North Wales in 
1953. Bangor was the centre originally proposed, but ıt 
appeared that there was a shortage of hotel accommodation, 
\Llandudno was better provided in this respect; but there 
the accommodation for the meetings was less. satisfactory. 
Dr..H. R. Freperick said that the Welsh Committee, and 


indeed the members in Wales generally, were anxious that ‘ 


the meeting should be held somewhere in the Principality in 
that year. 

It was agreed that further i inquiries be made about possible 
means of overcoming accommodation difficulties. 

An invitation from the Glasgow Division to hold the 
Annual Meeting of 1954 in Glasgow was received, and was 
gratefully accepted by the Council. Here again it was stated 
that the hotel position might be somewhat difficult, though 
in other respects the accommodation for the meeting was 
adequate. Ñ 


X Festival Scientific Meeting 


Dr. T. RowLanp Har described the proposed. series. ae 
special Festival Scientific Meetings'to be held in June under 
the joint auspices of the Association and the Royal Society 
of Medicine. They were indebted, he said, to the Royal 
Society of Medicine for its ready co-operation in this matter. 
The joint programme included a series of symposia which 
would be of interest to a wide range of members of. the 
profession. 

A proposal to endorse the joint arrangements was agreed 
to unanimously. It was also, agreed that arrangements 
should be made for a Festival Lecture, to which the public 
would be admitted; to be given by Sir Henry Dale at B.M.A. 
House on June 20, and for a reception to be arranged by the 
Association for the following evening. 

Dr. ANNIS GILLIE raised the question of a Festival flag for 
the Association. While it was felt that the time did not 
permit of any elaborate design, it was agreed that an effort 
should be made to produce a flag with a representation of the 
B.M.A. badge, probably worked out in gold on a dark 
blue ground. 


` 


Organization of Scientific Meetings 


The PresipeNT (Sir Henry Cohen) presented the report of 
a special committee, over which Professor L. P. Garrod 
had presided, on the organization of scientific sections at 
Annual’ Meetings. He said that some of the recommenda- 
tions might appear revolutionary, but they had been made 
after very serious consideration. A relatively small pro- 
, portion of members of the Association attended the scientific 
‘side of the Annual Meeting, and at some of the Sections 
the attendance’ was poor. One reason for this was thought 
to be that many of the. subjects: chosen for discussion in the 

I 


‘ 


Sections were unduly spécialized. It was therefore felt that - 


, More subjects of general interest should be taken, and on 


the basis of a four-day scientific meeting it was proposed that 
plenary sessions be held on three of the mornings and that 
sectional meetings be held on two afternoons and during 
the whole of one day. A further proposal was that a 
scientific exhibition should be held, somewhat on the lines’ 
of that which was arranged at annual meetings of the 
American Medical Association, at which there would be 
refresher demonstrations of subjects of current medical 
interest. i 

This arrangement might entail the holding of annual meet- 
ings at only a few large centres in the country——perhaps not 
more than half a dozen—where suitable accommodation 
could be found. It would also have its repercussions on the 
future choice of Presidents, who, instead of being nominated. 
from the area in which the next annual meeting was to be 
held, would be elected on a national basis. He moved the 
first of several recommendations, that plenary scientific 
sessions be held on the first three mornings of the meeting. 

Dr. E. €C. Dawson suggested that various causes contri- 
buted to the relatively small attendance at scientific meetings. 
It was questionable whether July was the best time of year 
to hold them; it was on the eve of the summer holidays, 
and the dates ‘often conflicted with those of other medical 
organizations. Mr. A. M. A. Moore hoped that in any 
rearrangement the value of the trade exhibition would not be 
overlooked, 

The first recommendation was adopted, and the organiza- 


tion was remitted to a laison committee representing the . s 


Science; Journal, Central Consultants and Specialists, General’ 
Medical Services, and other interested committees, with 
power to co-opt. The proposal for one whole-day and 
two afternoon meetings of Sections was also approved. 
On the proposal for a scientific exhibition,, Mr. LAWRENCE 
ABEL described such exhibitions as he had seen them in the 
United States, where they were undértaken in a very 
thorough-going fashion. Lord Horner supported the recom- 
mendation, though he thought it should go forward on British 
and not entirely on American lines. Dr. S. WAND,said how 
much those who had visited America last year in connexion 
with the World Medical Association Conference had been 
struck by these American innovations. 

An offer by Mr. Abel, who said that he was visiting 
America later in the year, to ascertain full details of the 
American organization and to report back to the Council, 
was accepted with thanks, 

The proposal to hold the Annual Meeting only in centres 
where there would be facilities for these reformed arrange- 
ments was referred to the Organization Committee for its 
opinion, and certain of the other more detailed proposals 
were referred to the Finance, Science, and other committees. 


“Family Doctor” \ 

Dr. O. C. Carrer, in presenting the report of the Journal 
Committee, said that there’ was appended to the report a 
memorandum by the Editor of the Journal detailing the diffi- 
culties and frustrations on the printing and publishing side 
which, had attended the first issue of Family Doctor. He 
felt that the Council would wish to thank Dr. Harvey Flack, 
the Editor of the new periodical, who had done a magnificent 
job. (Applause.) 

Lord Horner said that every member of the Council would 
join in congratulating all concerned with Family Doctor 
on its enormous success. It might have turned out to be only 
indifferently good, but it had turned out to be very good, 
and he believed that it had made a big contribution to the 
prestige of the Association. The Association had many 
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critics, but he had not found any critic subtle or clever, 
enough to discover faults in Family Doctor. t 

Dr. MercaLre Brown, chairman of the Public Health 
Committee, also extended his congratulations. He said that 
it was part of his job to take an interest in health publicity, 

. and he felt unreservedly that this was the best thing of the 
_ kind he had seen. ' 





Heavy Publishing Costs a 

Dr. CARTER drew attention to the anxieties which were 
experienced by those responsible for the Association publica- 
tions owing to the steep rise in the cost of paper. In recent 
years the British Medical Journal bad shown handsome 
amounts on the right side of the account, but owing to rising, 
costs a change was now coming over the situation. In 
January of last year the cost of the paper‘used for the Journal ; 
was 54d. a pound; by October it had risen to 94d., which 
meant an additional cost of £25,000 a year, and now it stood 
at Is. 2d. a pound, which meant something like another 
£25,000. The situation could not be met by raising the. 
price, as in the case of other journals, because the Journal 
was part of the return to members for their subscription 
Nor could the Journal cut down the number of copies issued ; 
indeed, the number continuously increased with the increas- 
ing membership. The cost of printing and other services’ 
had also increased. 

While he believed that the publications were performing a 
bigger service to the profession at large than any other 
activity of the Association, he felt that they must be run by a 

. proper businesslike organization. During recent months the 
Journal Committee, the Publishing Subcommittee, and all 
concerned, in particular the Editor, had been subjected to 
great strain, and in the memorandum by the Editor to which . 
he had already referred there was a note to the effect.that it 
was essential to make a complete review of the business 
organization. The Association, said Dr. Carter, was now 
a big publishing concern, and the organization should be 
commensurate with the responsibilities and finance entailed. 
It was unfair to impose so heavy a burden’on the Editor , 
indeed, it was not his job. i 3 

Lord Horper said that it was a matter for-the Council 
whether the present machine was adequate for a load of. 
these dimensions. He made not the slightest reflection on 
those who had up to the present supervised these matters 
and served them so well, but it did seem that an experienced 
business organization should be set up. 

After a long discussion it was agreed that the Publishing 
Subcommittee should be asked immediately to make investi- 
gations and suggestions, reviewing the ,business organization 
of all the publications with a view to discovering what 
changes of methods of working were urgently required. A 
report should be made to the next meeting of Council. 

The Council agreed to a proposal to raise as from 
January 1, 1952, the annual subscription to Annals of the 
Rheumatic Diseases, British Heart Journal, British Journal 
of Industrial Medicine, British Journal of Social Medicine, 
British Journal of Venereal Diseases, Journal of Clinical 
Pathology, Journal of Neurology, Neurosurgery and 
Psychiatry, and Thorax to £2 2s., and the annual subscrip- 
tion to Archives of Disease in Childhood and British Journal 
of Pharmacology and Chemotherapy to £3 3s, The present 
subscription to all these journals is £1 10s. ¢ ` 

Permission was granted to the Royal Blind School, Edin- 
burgh, to reproduce each copy of Family Doctor in braille, 
and to sell copies at one shilling each. J 


Association Finance / 


Mr. A. M. A. Moore, Treasurer, presented the quarterly 
financial statement and also submitted an estimate of the prob- 
able income and expenditure for the current year. He called 
attention to the rising costs in almost every department of 
activity, and said that the financial position, disclosed by the 
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accounts for the past year showed clearly the 'need for the 
increase in the membership subscription rates which became 
‘effective in January last. d 

Dr. WAND said that-it seemed to him that the ‘Association e 
had got to a point where it had to ask concerning each 
demand entailing additional expenditure, “Do we need it? 
ds, it worth it? Can we do it more cheaply?” He felt 


. that the Association and Journal finance should be dealt 


with by an ad hoc committee. Mr. Dougal CALLANDER 
associated himself with Dr. Wand’s-remarks. During the 
post-war years the curve of expenditure had risen with 
extraordinary steepness. Every department of the Associa- 
tion should be scrutinized from the point of view of cost. 

The TREASURER welcomed the suggestion. It was essential 
that costs be slowed down; The idea of having an ad hoc 
committee to look into the whole financial position of the 
Association and of its journals was to be commended. Lord 
Horper spoke to the same effect. They should sit down and 
consider what sections of work of the Association were best 
worthy of support and cut their cloth accordingly. 

It was agreed that an ad hoc committee be set up, and it 
was constituted with some ten members. 
`- The TREASURER resisted on financial grounds the payment 
of subsistence allowances at the present time to members 
attending centrally arranged’ meetings. 


t 


` t 


General Medical Services Committee 


Dr. WAND, in presenting a report from the General 
Medical Services Committee, referred to the special com- 
mittee to study general practice which had been set up by , 
the Central Health Services Council. To this committee, . 
with regard to the setting up of which there had been no 
consultation with the recognized representatives of the pro- 
fession, the Association had been asked to give evidence. 
Dr. Wand said that the General Medical Services Com- 
mittee would be considering this question on the following 
day. Local medical committees had been asked for the 
time being not to accede to any invitation, given directly 
or indirectly, to submit evidénce until the G.M.S. Committee 
bad had a further opportunity of considering the general” 
principles involved, and he hoped that Branches and 
Divisions might be requested by the Council also to refrain. 

The CHAIRMAN said that he thought the G.M.S. Committee 
might well be left to handle this, and the Council would 
be prepared to be guided by whatever views it arrived at on 
the morrow. : , 

‘Dr. WAND also'stated that he had bad an interview with 
the Minister of Health, and that the discussions with the 
Minister would be resumed on May 9, when a full deputa- 
tion on practitioners’ remuneration would be received. 

On ways and means of relieving the shortage of hospital 
beds he thought they had come close to agreement with 
officers of the Ministry. A document would be issued which 
the Central Consultants and Specialists Committee would 
have an opportunity of considering thoroughly before it was 
implemented. ' 

Dr. RowLanp Hiu said that the time had come when 
they had to look at this matter of shortage of hospital beds 
and also at another matter which figured in, the report— 
namely, the representation of general practitioners or 
regional hospital boards—not from a parochial point of view 
but from the point of view of the profession as:a whole 
Consultants wished to work with general practitioners in all 
these matters of common concern. 


£ 


Public Health Committee 


Dr. C. METCALFE Brown, chairman of the Public Health 
Committee, said that a considerable number of authorities 
had not yet paid full attention to the 1950 award of the 
Industrial Court, and a small' number had refused to imple- 
ment it. On the recommendation of'the Committee the 
Council agreed that for the time being the refusal of 
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<a seeedsonatnts should be the only form of pressure exercised 
to secure implementation of the award. The hearings of the 
Industrial Court relating to those sections of the public 
~fiealth' service not covered by the 1950 award had now been 
completed, and the Committee considered it desirable: to 
await the second award of the Court before again discussing - 


the desirability. of taking action to report the existence of a 


dispute? 

He added that as a result of representations made to ‘the 

` Ministry’ of Health and Local Government of Northern 
Ireland the award had been recommended by the Ministry 
for acceptance by health committees there. 
“The Committee had placed on record its complete satis- 
faction with the manner in which the case was presented 
before the Industrial Court and had expressed its apprecia- 
tion of the work of the secretariat. ` 


° i} t 
. ! PTR and Specialists Committee 


Dr. RowLanp Hi presented the report of this committee, 
which contained some 20 items reporting action taken. , He 
referred. in particular to the Ministry survey of hospital 
medical staffing, which was likely, he said, to prove an 
important issue when the survey, teams had completed their 
work. No approach was made-to the representatives of 
consultants to propose or approve nominations for such 
teams. A great deal of dissatisfaction had been expressed 


regarding the manner in which the. Ministry’s survey of 
hospital staffing throughout the country had been conducted., 


any-action-was taken. 


\ The Ministry has been asked to give an assurance that-the 
© reports would be discussed with the Joint Committee before 


The Committee had referred the interim report of the 
Amending Acts Committee to its regional committees for 
their urgent consideration and comment, and its views would 


be submitted to an early meeting of Council. ~ 


Mr. H. H. LANGSTON referred to a statement in the Press 


that the Minister proposed to decrease the number of private 
. beds_and increase the number of amenity beds because the 
former were, not being taken up. Dr. RowLAND HIL said 

t it would be a breach of faith if any such measure were 
introduced without consultation with the Joint Committee. 


The matter had not been before the Joint Committee at all 


` 


Other Committees t 


Dr. J. A. L. VAUGHAN Jones, chairman of the Occupa- 
tional Health Committee, presented on behalf of that body a 
model constitution for adoption by local joint councils on 
industrial health. It was proposed that these organizations, 
representing doctors, employers, and employees, should in 


future be known as advisory councils on occupational health. 


The Council approved the model constitution and ordered it 


to be circulated to existing joint councils e also to 


Divisions and Branches. 


Dr. I. D. Grant, in presenting the report of the Private 
Practice Committee, asked for—and received—the approval 


of the Council for bringing ‘before the Commissioners of 


Taxes, if this seemed advisable after counsel’s opinion had 
been taken, the action taken by the Inland Revenue against a 
The car had been pur- 


practitioner in relation to his car. 


chased for £1,800, and the Inland Revenue had contended 


that personal choice - and pleasure entered into its selection 
and proposed to restrict to £1,200 the capital cost upon 
which allowance could be given without any restriction for 


private use. 
Dr. J. G. Tawarres, for the Central Ethical Committee, 


said that the General Medical Council had intimated its 
willingness to participate in discussions with representatives 
of the Association on the application to radio and television 
of the appropriate paragraph in the Warning Notice. A 


Ý 


memorandum on this subject had beeù prepared and a meet- 


ing with representatives of the General Medical Council was 


being arranged, 


A 
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Dr. H. R. Frepericx, chairman of the Welsh Committe 
expressed sincere appreciation to the Council concerning : 
action in making the funds available for the purchase of t 
B.M.A. House for Wales, at 195, Newport Road, Cardi 
The official opening took place on April 25. 

The Chairman of Council mentioned that when he sale 
Secretary visited Cardiff for the opening of the Welsh Hot 
they took occasion to.call upon Sir Ewen Maclean,a Vic 
President and a former Chairman of the Representative Boc 
They found him in good health and conveyed to him t 
good wishes of the Council; and he sent his kind reme 
brances in return. 

Dr. Pu T. O’'FARRELL, on behalf of the Colonies a 
Dependencies Committee, expressed appreciation ‘of t 
particularly good work done by the Assistant Secreta 
Dr. E. Grey Turner, in his recent visit to the Branches 
Gibraltar, Malta, and the Middle East. The Committee, 
said, was deeply conscious of the fact that nearly one-th: 
of the members of the Association—that is, about 20,00€ 
resided outside the British Isles, and felt that the, time h 
come when Overseas Branches stiould’'be visited in a regu 
cycle by representatives—not necessarily member of t 
secretarial staff—of the parent body. ~ 

Dr. H. M. GoLDNG submitted the report of the Charit 
Committee, with a recommendation, which was, agreed 
sthat the sum of £3,500 received in subscriptions’ and. star 
ing to the credit ‘of the B.M.A. Charities Trust Fund shot 
be divided. equally between‘ the ‘Royal Medical Benevol: 
Fund and the Royal Medical Foundation of Eps 
College. 

Dr. R. P. LISTON, chairman of the Film Committ 
presented a report on the use of the Film Library and otl 
activities of the Committee, and a recommendation, wh 


mas agreed to, that the Film Committee should have pov 


to co-opt to its membership a member of the Medi 
. Committee of the Scientific Film Association. 

The report of the Building Committee, presented 
Mr. L. DouGaL CALLANDER, dealt with alterations to 
Hastings Hall, the development of property to the rear 
B.M.A, House in London, and alterations to the Scott 
House. 

A memorandum of evidence, based on the Council’s rep 
on the Working of the Coroners Acts, for submission to ' 
Home Office Committee which is sitting on this subj 
was approved. 


~~ 


Personal 


The Councit instructed that a letter of grateful thanks 
sent to Sir Henry Souttar, who had represented the Asso 
tion at the Pakistan Medical Conference at Karachi. 
Henry Souttar had sent to the Council an interesting rep 
of the occasion. 

A resolution from the ‘Federal Council of. the Medi 
Association of South “Africa was reported, express 
appreciation of the action of the B.M.A. in inviting the So 
African President, Dr. Sichel, to continue in office as 
President for the year 1951-2. On the cancellation of 
Joint Meeting in South Africa Dr. Sichel tendered his re: 
nation, but before it could have ‘been received in Lon 
the invitation for him to continue Ba office arrived 
Capetown.” 

On the recommendation of the ER Forces Commi 
it was agreed that the following be nominated to the Re} 
sentative Body -for election to the Council as D 
representatives: Major-General J. .C. A. Dowse ( 
R.A.M.C.) and Air. Vice-Marshal Sir. Alan Rook (Méd 
Branch, R.A.F,). 

Dr. Annis: Gillie was appointed a representative of 
Association on the Central Council ‘for\ District Nursing 
London, and the Council endorsed the Chairman’s nomi 
tion of Dr. J. A. Moody for membership of the Stant 


. Dental Advisory Committee of the Central Health Serv 


Council. 
The Council, which had assembled at 10 a.m., conclu 
its business at 6.15 pam. 
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eas ae '» i not bemiised by the supernatural. They re 
FROM COS TO B.M.A. HOUSE `. in the Hippocratic Collection: “ As for-thq 


CUTTING FROM HIPPOCRATES’ TREE divine [i.e., epilepsy], surely it too has its n 
A cutting from the gigantic Oriental plane tree on the island whence it originates, just like other diseaseg 
of Cos,-under whose branches Hippocrates is reputed to by meahs comparable to their cure.” e 
have taught his pupils and held his open-air clinic, was -emulate his inductive method, all bè mor, 
planted in the Council garden at B.M.A. House, Tavistock because he was surrounded by speculatori 
Square, on May 2. The cutting had been brought to this school, and they sought also to emulate hi 
country by Dr. G. Loverdos, a Greek, physician, as aigood- experience the opinions which they exp 
will gesture from the doctors of Greece. He had planted they who practised medicine were motiy 
similar cuttings in Paris—in the gardens of the Medical. ness—the humanity—of Hippocrates, 4 
School—Rome, Berne, and Madrid. It was accepted on in those obligations and responsibilitj 
behalf of the Association by the President, Sir Henry cratic Oath, which until quite re 
Cohen, and the brief ceremony was attended by the Greek at every graduation ceremony” 
Ambassador in London, M. Leon Melas, by Sir Gordon universities. For over 2,000 
Gordon-Taylor, representing the British Council, by the basis of their professional 
Chairman. and a full muster of the B.M.A. Council, who Hippocratic; precepts 2 
z were ae meeting that day. was love of ma 









medicine. 
In these d 
in conclusion 
precepts. Th 
brotherhood. 
although th 
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datemiens ‘has been issued by the General, 

‘Committee. 


Bered that the Special Génterende’ of 
nmittees at its meeting on Thursday, 
-med of the Minister’s undertaking to- 
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the remuneration of general practi- 
f April. Owing to preoccupation | 


would-be the issue of regulations mas Section 66 &f the Act. 
' The Ministry stated that no regulations have so far been 


made, since it has been hoped to persuade hospital boards to 


' comply ‘by administrative action. As some have not done so, 


the making of regulations, is being considered. 
. Defects have been found in the arrangements for paying 
wages or salaries at some hospitals. . The Ministry told Sir 


Frank Tribe that it relied on the departmental auditors to ` i 


draw attention to defects of this kind, but that it proposed 

to include’ the. subject in a general financial circular to 

hospital authorities. ` ` 
A number of hospitals were still found to be failing to 


maintain adequate store accounts and inventories, in spite : 


of criticism on this point in Sir, Frank Tribe's previous 
report. Some latitude has had to be-allowed here because of 
shortage of staff. The Ministry has not yet found it prac- 


ticable to extend its powers of central purchase to goods in - 


general’use other than specialized equipment and some scarce 
or costly drugs. The Ministry does not expect early develop- 
ments from its discussions with -the Ministry of Food ‘of the 
terms of supply of rationed and controlled foodstuffs. 


f The accounts include receipts totalling £2,332,035 from ; 
accommodation set aside under Section 5- of the Act for 


patients undertaking to pay charges—designed to cover the 
full cost of treatment. Sir Frank Tribe found that charges 
, af some hospitals were still not being based on current costs 


in 1949-50. In January of this year the Ministry informed | 


him that the situation would be watched. 

Pricing of prescriptions is considerably in 
, substantial payments on account are made io the chernists 
” pending final settlement. 

The Ministry’s auditors had drawn attention to a number 
of payments which had been made‘to ophthalmic medical 
ractitioners, ‘although the tests had been carried out at 
pitals at which the practitioners were employed ‚by the 


try informed Sir Frank Tribe that some of these pay- 
3 have been recovered and that others are’ under investi- 
Any necessary recoveries will be made'as soon as 


ities of this kind in future. ' 


arrear, and 


ital boards under contract as part-time consultants, The . 


Administrative action had been taken to'prevent © 
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A VISIT TO AFRICA 


Dr, Douglas Guthrie, lecturer on the history of medicine at 
the University of Edinburgh, has recently returned from a 
four-months journey in Africa from Capetown to Khartum. 
‘He went to stimulate interest in medical history, by means 
of lectures at various cultural centres, and to collect informa- 
tion on native African medicine. 

At the University of Capetown on January 17 Dr. Guthrie 
gave an account of “History in Medical Education.” This 
meeting had been arranged jointly by the University, the 
South African Medical Association, and the Postgraduate 
Association. Principal Davie, who occupied the chair, 
referred to the growing interest in the subject, and reference 
was also made to the “ History of Medicine in South Africa,” 
a work being written by Colonel Graham Botha at the 
request of the South African Medical Association. 

On January 26, in the University of Witwatersrand, 
Johannesburg, Dr. Guthrie discussed the history of research. 
Principal Raikes presided. Three days later he delivered a 
lecture on “Lord Lister in the Light of Modern Surgery ” 
in the hall of the South African Medical Association, under 
the presidency of Dr. Alice Cox, the president of the 
Southern Transvaal Branch, and this lecture was repeated 
in the University of Pretoria to the Northern Transvaal 
Branch. The visit to Pretoria was of particular, interest, 
since it marked. the inauguration of a medico-historical 
library which : is beipg established, largely owing to the 
energies of Dr. L. Klein and Dr. Neil Murray. Dr. Guthrie 
took occasion to present to the library, which is intended 
for South Africa in general and not merely for Pretoria, a 
copy of the fourth edition of Sir Thomas Browne's Religio 
Medici, and he spoke of the baie influence of this 
work. 

In the General Hospital or Bulawayo, Rhodesia, 
Dr. Guthrie addressed a large gathering of medical men 
and nurses, under the auspices of the Matabeleland Branch 
of the B.M.A., on February 5, Dr. Standish White presiding, 
and on March 2 at Nairobi‘he lectured to the Kenya Branch 
of the B.M.A., the president being Dr. G. Nevill. 
Dr. Guthrie explained that his visit was quite unofficial, 
but that he felt sure that the parent body of the B.M.A. in 
London would be glad to hear of the flourishing condition of 
the branches in Rhodesia and in Kenya. Uganda was no less 
enthusiastic in its support of the B.M.A., as was evident 
when Dr., Guthrie was the speaker at a meeting held in 
Mengo Hospital, Kampala, at which Dr. Williams presided, 
A further address, on “ Responsibility in Medicine,” was 
delivered by Dr. Guthrie to the medical students of Makerere 
College, Kampala, where Dr. Alexander Galloway is dean 
of the Medical School. 

The tour came to an end at Khartum. On April 5 
Dr. Guthrie lectured on “ Lord Lister ” to the Sudan, Branch 
of the B.M.A. The newly elected president, Dr. Gelsthorpe, 
appealed for more members and for stronger support,of an 
organization which is so important to the medical profession 
of the Sudan. As the temperature was well above 100° F., 
the meeting was held in the garden of the Kitchener Medical 
School, which it is hoped will become a faculty of medicine 
when the Gordon Memorial College is raised to the status of 
a university college. The Bill to sanction this change has 
just been approved, by the Legislative Assembly. The 
absence of a colour bar in the Sudan has greatly facilitated 
many of the problems of native education. 


————————————————— ——————————————————————————————— — 


Travelling and other allowances for members of hospital boards 
and committees have been modified by the National Health Service 
{Travelling Allowances, etc.) Amendment Regulations, 1951, 
which came into operation on April 1. Mileage allowances will 
vary according to the size of the car. The scale is set out in the 
regulations; for cars of up to and including 10 h.p. 64d. a mile is 
allowed for the first 2,000 miles in any financial year, and for cars 
of over 10 h.p the figure is 8d. Smaller allowances are paid 
for distances over 2.000 miles. Details of the changes are also 
given in Ministry of Health circular R.H.B. (51) 35. 
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CONTACTS WITH INFECTIOUS DISEASES 


The General Medical Services Committee has discussed with 
the Ministry of National Insurance difficulties which some» 
times arise after a patient has been certffied by his doctor as 
incapable of work because he ‘thas been in contact with a 
case of infectious disease. Under the National Insurance 


` regulations a person can be treated as incapable of work in 


these circumstances only if he is excluded from work on the 
certificate of a medical officer of health of a local authority. 

A patient who asks his dactor for a certificate because he 
has been in contact with a case of infectious disease should 
therefore be advised to apply at once to the M.O.H. But, if 
such a patient claims benefit on a certificate signed by his 
own doctor, arrangements have been made with the Ministry * 
of National Insurance local offices under which they will, in 
order to avoid delay, send the relevant particulars Jo the 
M.O.H. and ask him whether he will consider the issue of 
the necessary certificate. The patient’s own doctor and the 
patient himself will be informed of the action taken and will 
also be informed if the medical officer of health withholds a 
certificate 





THE WELSH HOUSE — 


Attractively furnished inside, the new B.M.A. Welsh House 
at Cardiff, which was opened on April 26, includes a 
common-room, a committee room which will seat 20 or 30 
members, and a lecture hall which can seat about 100. The 
common-room and lecture half are illustrated below 
(photographs by Castle Studios, Cardiff). 
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GENERAL MEDICAL COUNCIL Heard at Headquarters % 
ELECTION OF 11 ELECTED MEMBERS UNDER sen van Ee 
THE MEDICAL ACTS, 1886 AND 1950 . \ 
The results of the recent election of 11 elected members' . The Mayo Clinic À 
Ser oe under the Medical Acts, 1886 and 1950, were, Guy’s students were enthralled—and perhaps made a little 


bit envious—by the story which Dr. Howard Gray, of the 
e England and Wales (Eight Members) Mavo Clinic, told Me aron that institution, helped ‘out 

(1) Election of Member as a Person Resident in Wales ag the story- was by his own colour photographs of 
(including the County of Monmouth).—The only candidate Rochester, Minnesota, and its environs. Rochester is 
duly nominated was Mr. Wilfred Vivian Howells, M.B., who quite a small town, with a permanent population of only 
was. accordingly elected in pursuance of subsection (2)'of 30,000—a good thing, said Dr. Gray, for the staff ina large 
section 10 of the Act of 1950. city would not have the same camaraderie. ‘The great bronze 
(2) Election of Seven Other Members.—The number of doors of the Mayò Clinic have been closed-only once in its 
history: that was when President Roosevelt visited his son, 
„Tho number of valid votes received by each of the candidates a patient there, and ‘the secret police took charge of the 


Was as follows. 7 building. In the new structure there are 24 passenger 
Ne \ Number of Valid \ elevators, with provision for six more if necessary. Last. 
i Name Votes Received = year Mayo had 143,000 patients. .The late William J. 
Dr. John Thornton Ingram. : -= 16253 Mayo's home, with a lovely assembly-room, is now used 
. Dr. Reginald Hugh Balfour Barrow |. - |. 15,601 y ome, y y , ; 
Dr. Harry Guy Daina .. = - -. 15,544 for teaching purposes and the meetings of the various 
Dr. Octavius Cyril Carter .. 7 í .. 15,300 societies. Dr. Gray spoke with great affection of William 
Dr. Edward Andrew Gregg i .. ..7 15221 .- and Charles Mayo, and of their invariable phrase, “ My 
Dr. Noel Everard Waterfield .. |. . 14,851 , brother and I,” which is the inscription below their statue 
Dr. James Alexander Brown . s ' 14,669 . in the institution. ‘They and their father were three of the 
Dr. Thomas Beaton . -= 6,884 most remarkable men in American history 
The seven candidates sho rosived the greatest sue a x 
valid votes were accordin in pursuance of subsection j 
\ of section 10 of the Act of 1950. Independent of State Aid 


DN as 


x 


ny F : Perhaps people on this side do not understand that there, 
i t Scotland (Iwo Members) are three\Mayo institutions—namely, the Clinic, the Founda- 

The only candidates duly nominated were Dr. Robert tion, which is more or less equivalent to the Médical Faculty 
v Craig and Dr. lan Dingwall Grant, who were -'of the University of Minnesota, and the Mayo Association, 
rdingly elected in pursuance of subsection (J) ôf section” which is the financial corporation. This last is a' Aon-profit- 


10 of the Act of 1950. making organization governed by a board, which until lately 
*, has consisted only of members of the ‘Mayo staff. Within 
Ireland (One Member) _ recent weeks, however, three outside members have been 


The ‘only candidate duly nominated was Dr. Frank Kane, introduced to represent the public, because the funds belong- 
who was accordingly elected in pursuance of subsection (1) ing to the Mayo Association enjoy a tax-free status, and it 
of section 7 of the Act of 1886. is not desired to give the impression that Mayo is a closed 

The term of office of the members of the Council so corporation. Everyone working at the Mayo Clinic is on 
elected is five years from April 30, 1951. a a salaried basis. Even William and Charles Mayo, though 
: < they threw their fortune into it, received a salary until the 

`, a_a - end of their lives. Asked ‘by one of the students whether 
Mayo received any help from the State, Dr. Gray said that 
PART-TIME MEDICAL OFFICERS OF : it bal not had a dollar from the Government, though he 
. HEALTH i a aa did not know for how long that might continue. He could 
\ : ' see no objection, if the Federal Government asked for a 
The award of the Industrial Court made on Décember 8, .. particular piece of work to be done in the laboratories, to 
1950. covered part-time medical officers of health th addition miS 3 
the acceptance of payment, provided’ there were no strings 
to assistant medical officers, senior medical office cof health, ~ ; z 
and whole-time medical officers of health. Unde) the terms attached, but even for its services to the Government during 
of the award the remuneration of part-time medical officers the war it had received nothing. So far`as funds for running 


of health is to be “in accordance with the Spens formula'in the institution were concerned, it never would consent to 





respect of the consultants.” The application of this formula receive any. 
to part-time medical officers of health is on the following Tobacco: An Indictment 
basis: | * The effect of tobacco-smoking on health was the subject 


x z , of a lively debate at the Medical Society of London: The 
— of the appropriate salary according to population for a subject was opeued by Professor J. H. Burn, who spoke of 

ul y the possibility of smoking causing some degree of coronary 
whole-time medical officer of health plus + oe — or tof constriction, and by the time he had finished cigarettes were 
> bolig stubbed out right and left. Then came Dr. Richard 





“whichever i is the less, where devoted t the naber of half-days Doll with some suggestive- curves appearing to thow a 


Per fweek or their equivalent devoted to the appointment, -ev relationship between the increase of cigarette-smoking and 

“Under the award of the Industrial Court the minimum of the- rising incidence of lung carcinoma, and when he had 
the salary scale for a whole-time ‘medical officer of jhealth: ` finished there was not a cigarette alight. One speaker men- 
of a local authority whose population does not exceed 75,000 , . tioned 237: bronchitics, of whom all but 30 were smokers, 
is between £1,450 and £1,650. A part-time medical officer, ¢zand 60% of them agreed that smoking aggravated their 
of health devoting three half-days a week to’ his duties)“ condition. - Then there were the ophthalmologists, who 

ould Tecejve a minimum annual salary of £494. If he, spoke abou. tobacco amblyopia, and the “internists,” who 
devoted six half-days, his minimum annual salary would be ‘mentioned*in increase of pain in peptic ulcer as the result 
£956. i 5 of smoking. And there was a doctor from Ceylon who 

. In cases wheré the award has not yet been implemented, _ declared thet since giving up smoking—and he had been 
practitioners holding appointments as part-time medical a heavy smoker—he had not had óne bronchial attack, to 
officers of health should communicate with their employing which he had previously been very subject, and not only 80, 
authority at once. 5 but.his renal colic had surprisingly cleared, up. The oniy 
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attack renal~colic he had had since his new abstinence 
followef a svtfeit of asparagus~and strawberries, But the 
non-smokers ‘did not have it’ all'their own way. -. Some 
speakers argued that it was not the tobacco, it was some 
impurity in it which was responsible for tribulations it 
brings. There was one member who said that the guilty 
element was not the tobacco at all but the lighter. The 
constant re-lighting of cigarettes, which appears to be the 
chosen amusement of a large part of the population, might 


result in some of the products of combustion of the hydro- 
carbon being inhaled. 
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“ Centralization of Control : 


Sin,—The Annual Report of Council (Appendix ID 
(Supplement, March 31, p. 129) indicates some of the prob- 
lems that have arisen from the centralization of administra- 
tion that has taken place in the Health Service. There is 
general agreement that detailed but remote financial control 
by the Ministry makes for financial irresponsibility at hospital 
group level and that a nationalized Health Service will only 
succeed provided it is accompanied by decentralization and 
devolution of responsibility to local hospital committees. 
It is not, however, so widely appreciated that these argu- 
ments advanced in regard to administrative contro] are 
equally true of the professional side. 

The non-teaching hospitals situated ‘peripherally in the 
large Metropolitan regions are centres of considerable rural 
areas. Their problems and difficulties are different in degree 
and in kind “from those which face metropolitan centres. 


Such hospitals have developed by vigorous local initiative : Transport House and Bevin was due to preside. But he did ` 


and enterprise to meet local requirements. They have been 
supported in the past by local benefaction stimulated by 
appreciation of services rendered. It is of great importance 
that a robust institution with these antecedents should not 
become merely a tail wagged by a preoccupied Metropolitan 
dog. From being self-reliant pioneers in the field of health 
these hospitals are in danger of accepting the inferior role 
of “remittance men” depending on Metropolitan financial 
grants. ‘ : 

Many of us on the medical staffs of such hospitals 
who have worked there before the Health Service will 
have noted, along with very substantial benefits, a per- | 
ceptible decline in morale and in the sense of personal ’ 


™ responsibility. It is very remarkable that on the professional 


side there is absolutely no liaison -between the group and 
regional headquarters. There is no professional contact at 
all, and there can therefore be no method by which the 


-~ quality of work done in outlying groups can be assessed. I 


have said no method,” but there is in fact one method, 
which is the accumulation and correlation of fragmentary 
information picked up in casual conversation when profes- 
sional contacts do occur. a 

This is a familiar but undesirable feature of remote 
bureaucratic control where no direct contact exists and 
would be unnecessary given some restoration of local 
autonomy. In particular the deprivation of any effective 
control in the appointment of colleagues to their own staff _ 


has been a major mistake. There are two aspects of this” 


problem. From the recipients’ angle the staff are presented © 
with a colleague with whom they’ have to work in intimate 
contact for the rest of their professional lives. This is more 
than merely assessing- professional competence. . It is a 


“all. 


will and capacity for helping themselves, on the analogy that 
if you .wash’a cat it is said that it will never again wash 
itself. It isto be hoped that in considering any modificatiog 
of the structure of the Health Service these important con- 
siderations will be borne in mind.—I am, ete., ” 


Sudbury, Suffolk. H.- BATHURST NORMAN. 
z w 
a ° 


Exnest Bevin 


Str,—So Ernest Bevin has passed.- Perhaps the following 
account of my meetings with him many years ago, long 
before he was ever thought of as a Member of Parliament, 
still less as a great Minister, a statesman of international 
renown, may be of interest. The Council of the British 
Medical Association, of which I:was ‘then a member, had 


arranged joint meetings of the B.M.A. and the Council ofthe ` 


Trades Union Congress. The joint committee consisted of*. 7*7 


six members from both sides, and we met alternately at- 
B.M.A. House and Transport House. The chairman was 
appointed fon the day according to the building at which 
the meeting was held. The joint secretaries were Dr. J. D. 
Anderson for the B.M.A. and Walter (now Lord) Citrine for 
the Congress.” Bevin was chairman of the Congress. The 
meetings were for consideration of questions in which the 
B.M.A. and the Congress were mutually, interested. 

We found Bevin eminently reasonable and just. His only 
anxiety was to find a solution fair to both sides of the knotty 
questions which often arose. I formed a very high opinion 
of Bevin, indeed a genuine liking and admiration, not only 
for his fairness but for his humour. Often he poured oil on 
very troubled waters, and even at that time so long ago he 
Showed a sturdy independence which in these later-years 
has made him an outstanding figure in international politics. 

An example of this occurs to me. We were meeting at 


not appear till the meeting was half over. For some reason 
or other a section of his own supporters had“taken umbrage 
at something he had said or done and they besieged him in 
his own offices. Eventually he turned up—had got out, I 
believe; through a back door. I said to him, “ So they’ve-let 
you out, have they ?” His answer was a humorous wink 
and, “ Yes, I got out as you see.” A trivial incident per- 


haps, but altogether in keeping with that independence and . 


disregard of sectional interests which has left its mark on the 
British Commonwealth and indeed on all nations—a pointer 
towards -the ‘future. —I am, etc, 


. Ashover, Derbyshire H. W. Poorer 


`~ 4 
- 
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a - Entering General Practice 

Sık —When the National Health Service was being thrust 
down our throats I seem to remember that much was said 
about the intolerable burden of debt and the great difficulty 
experienced by young doctors entering general practice. That 
made very good propaganda, but had little or no foundation 
in fact ; we all knew that, but little was said at the time to 
deny it. - `a Ai : 

Now that we are nationalized and everything proceeds 
on oiled wheels (the usual, square ones of nationalization), 
it has become almost impossible to enter. general practice at 
” Z recently came across a ĉase where a practice wase 
advertised and over 50 doctors applied for it. Of these a 
short list-of, About eight wag selécted by the’ [odal.committee, 
and their fares paid from all quarters of the U.K. to come 


Xor an interview. A shorter list of three was selected, and 


question of personalities. One would as soon delegaté to a .of- these one was offered the “practice - and proceeded 
regional board the choice of a wife as the selection of a, “with his local negotiations over the house, etc. Three weeks 


‘ professional colleague. On the donor’s side, one recalls the 


well-recognized practice of recommending personrel for pro- 
motion in order tó ensure their posting to another unit, 
In practice, if the necessity for self-help is removed from 


these hospitals they will lose quickly and permanently the , 


eos i a 


later the Medical Practiceg Committee in London reversed 
the decision of the local committee, and all eight of the 


woy 


applicants, or should I say supplicants, were summoned, at -- 


the taxpayers’ expense again, to appear in London, this time 
before a committee who presumably feel more competent 


\ 


x 
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and better versed in local conditions to make a choice. 
While all this incredible nonsense is going on I have no 
doubt that the practice is being rapidly absorbed “by the 
Surrounding doctors in the town just to add to the fantastic 
‘procedure. 

This is only one example, but I have recently met a large 
number of young doctors trying vainly to get into practice, 
pathetically anxious, ‘and being faced with a series of these 
time-corfsuming applications and interviews with committees, 
and all the while becoming more and more embittered and 
cynical. The position is rapidly becoming completely 
bureaucratic and impersonal, approaching more nearly the 
cold pseudo-efficiency of the system in force in Nazi 
Germany and Soviet Russia, on which our present rulers 
model most of their procedure: 

Can the B.M.A. not try to do something to stop the rot 
and cut out such a cumbersome, expensive, and heartbreaking 

. system ? Many of us could see the writing on the wall in 
1948, and it has become all too clear since. What was a 

_noble profession is fast becoming a Government department. 
Sic transit gloria mundi-I am, etc., 


Pontetract, Yorks J. S. LAURIE 


\ 


Payment for Child Patients 


Sirn,—I note with interest that in the Supplement of April 
28 (p. 171) two of your correspondents advocate a higher 
capitation fee for children. Dr. R. E. Clarke would like the 
fee for children to be 20% .higher than for adults, while 
Dr. G. W. Garde suggests that the present capitation fee 
for children should be trebled. Perhaps your readers would 
be interested in the figures below, which were obtained from 
my own practice. 

When a child has spent two birthdays consecutively as a 
registered patient, as part of a study in paediatric morbidity 


the number of items of service (visits and/or consultations) > 


provided between the birthdays is recorded. The first 


` column of the table below shows the two birthdays con- 


cerned, the second shows the total number of children of that 
age group included in the investigation, while the third 
column shows the average numbers of items of service for 
each child. The last column represents the remuneration per 
item of service, assuming that the capitation fee is 16s. 6d. 





Age Group Items 


per Item 





These figures, of course, do not demonstrate the facts 
that children need more visiting and are responsible for more 
night calls than adults. They do, however, indicate the 
hazards of the first year at school. Above the age of 12, 
my figures refer to too small a° number of- children for 
quotation, but there is a falling away in demand on the 
Service. 

From the accepted fact that children require more medical 


-~ attention than adults, two interesting conclusions follow. ~ 


at 


Once is that, despite the B.M.A.’s approval of equal pay 
between the sexes, it is probable that our lady colleagues 
have to work harder for their money, as most lady prac- 
titioners of my acquaintance have a high proportion of 
children on their lists, Secondly, the “housing estate 
doctor,” who is supposed to be making a good thing out of 
the Service, probably has to. work harder than his city 
colleagues. While the proportion of children under the age 
of 15 in the population at large is about 20%, on a housing 
estate this figure may rise to 40 or 50%. 


t 





e 
The answer to this problem, like that of so many other 
anomalies of remuneration, is a system of payment graded to 
the amount of work done—ic¢., a fee-for-service system.— 
I am, etc, ~ 


Bristol. NORMAN J,-Cook. 


The Hastings Memorial Festival 


SmR,—lt has been brought to my notice that the profession 
generally is -unaware that they are eligible to attend the 
Hastings Memorial Festival in Worcester on May 30. Ishall 
be grateful if you will allow me to explain that the Festival 
is a national affair, sponsored by Headquarters and organized 
for them by tbe Worcester and Bromsgrove Division. 

Anticipating, as we had, an attendance in the region of 
400 visitors to the Festival, I am disappointed that at this 
juncture there are ‘only 220 who have signified their intention 
to attend, a large proportion of Whom are members of my 
Division. 

May I remind members of the Association that the Festival 
begins with the arrival for robing prior to the procession 
to the Cathedral at 11.15 a.m., the service at 12 noon, lunch 
(£1 1s. each individual, inclusive of wines) at 1.15 p.m., and 
the Hastings Memorial Lecture at 3 p.m. at the Guildhall 
delivered by Dr. W. H. McMenemey, and followed by tea 
as guests of the Division at Worcester Royal Infirmary at 
4.30 pîn. Items of historical interest connected with Sir 
Charles Hastings will be on exhibition in the board-room, 
where he delivered his inaugural address. 

My Division will be delighted to welcome anyone who 
wishes tp attend all or any of these functions, and assures 
them of an enjoyable time. 

Applications for tickets should be addressed to Dr. M. P. 
Martin, 109, Langherne Road, Worcester, on- or before 
May 28, including remittance.—I am, etc., 


W. D. STEEL, 


Chairman Worcester and Bronrgrove Division of 
the British Medical Association ^ 


*.” For programme of the Festival see p. 197 —Ep., BMJ 


' Status of General Practice- 


Sır, —lIt is distressing to read so many letters from general 
practitioners dissatisfied with the type of work they feel it 
necessary for them to do and for which they blame the 


~ National Health Service. So many letters, too, deplore’ the 


‘fall in the status of the general practitioner both i in relation 


T to his specialist colleagues and to his patients. 


I think it is necessary to present a differing point of 


“view, which must be widely held. In the three years since 


the inception of the N.H.S. I personally have found only 
slight deterioration in the patient-doctor relationship from 
the preceding fourteen years when I was in private and 
N.ELI. practice. It must be that the majomty of general 
practitioners are in a similar situation to my own. The 
patients are the same people and the doctor the same one 
who has had them in his care. I write because this majority 
has remained so silent. 

People do not change their behaviour because of an Act of 
Parliament, and patients who are demanding and arrogant 
are very few if the doctor has always been firm and in 
control of his work and, through this, in control of his 
patients. One gets very tired of reading how Dr. A does 
. twenty visits (or it may be thirty) on Bank Holidays and 
Sundays, hardly ever gets a night’s rest, and deals with 
hordes of patients in surgery hours of fantastic duration. 
This is not my experience, and my practice is of the size that 
we aim at as an ideal. 

Now as to the type of work: I find this*more absorbing 
than ever, and know quite well that there is no substitute for 


„the general practitioner. Who else could deal with a typical 


“surgery” composed this morning of: (1) recurrent 
tonsillitis—? removal of T.s and A.s; (2) herpes zoster— 
presented in the history like an acute abdomen ; (3) anxiety 
neurosis ; (4) deep -infection of the hand; (5) bronchitis ; 
(6) varicose ulcer ; (7) arthritis ; (8) seborrhoeic dermatitis ; 


hero 
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(9) certificates, etc. ? ‘Who else is to give a responsible and 
confident opinion on such a variety of disease? Why‘call 
ourselves sortjng-clerks and overworked hacks wheñ there is 


such wide opportunity and skill for relieving suffering and 
distress ? 





Of course we are not adequately paid, for the work is so ` 


important and demands such a high degree of skill and 
constant vigilance and application, but we present our case 
for higher pay in a very poor light if we constantly denigrate 
our own work and status.—I am, eto., 

Gt Missenden, Bucks H. D. ROBINSON. 


Some American Evidence 


Sm, —The Daily Telegraph of April 27 has an article by 
their Special Correspondent in Chicago entitled “ Legacies 
Test for British Hospitals.” The First National Bank of 
Chicago as trustee for the estate of the late Stanley Holland, 
who died in Chicago in June, 1936, and left various bequests 
to’ various British hospitals, is asking the Supreme Court to 


decide “ whether hospitals in Britain ceased to be ‘charitable, 


in nature’ when they were nationalized.” 

Dr. Morris Fishbein, former editor of the J.A.M.A., has 
been allowed to give “advance evidence” for the trustees. 
He has testified “on the basis of his medical experience 
and his observations in Britain ” (1) that the quality- of the 
general practitioners’ service in ‘Britain had deteriorated and 


that the normal personal relationship between the patient and , 


doctor had been’ destroyed; (2) that hospitals were so 
crowded that the Government might soon appoint political 
officers to allot beds ; (3) that doctors were hopelessly bogged 
down with red tape. 

Jf the Daily T elegraph’s report is correct, I can only 
deplore that anyone in Dr. Fishbein’s position should 
publicly have made (on oath ?) such statements about his 
British colleagues. I can only assume that he has been 
unfortunate in his professional contacts in this country. 
Any general practitioner whose service has deteriorated and 
whose doctor-patient relationship has been destroyed is, in 
my opinion, incompetent to practise his profession and a 
disgrace to medicine. The second statement 1s too ludicrous 
to require an answer. As regards the third, it can. only 
refer to the most incompetent of our colleagues.—I am, etc., 

Walthamstow, E 17 Sr. Grorce B. DELISLE GRAY. 


Manipulations 


Sm,--Mr. Aneurin Bevan stated in the debate on the 
National Health Service Bill that there was-more abuse by 
specialists in the manipulations of fee-paying beds in 
hospitals than in any other part of the Service. It has been 
the subject of much comment that Socialist Ministers, includ- 
ing Mr. Bevan, always use the fee-paying beds for them- 
selves and their families. Can it be that Mr. Bevan is 
being manipulated against his will by some of the very, men 
whom he manipulated to drive their unwilling colleagues into 
the National Health Service? Or is it that these private 
rooms do not contain fee-paying beds, but rather amenity 
beds reserved for the E 7—I am, etc., 

Camberley, Surrey LESLIE HARTLEY. 


POINTS FROM LETTERS 


Frivolous Calls 

Dr. J. Horg Poor (Newcastle-upon-Tyne) writes: At 2.50 a.m. 
I was called to see a man who had had “ wind for a week and 
it was now so bad he thought it would blow his brains out ’’—and 
he was not my patient. 


Purchase Tax on Cars 

Dr. D. H. Perricrew (Sheffield) writes: As yet I have read no 
word of protest from our leaders against the increased purchase 
tax on new cars.... My remedy, Su, is quite simple. The 
B.M.A. already asks the dealers to give preferential delivery to 
those doctors who are in urgent need of a car. If the B.MA. 
undertakes the responsibility of vouching for the doctor’s own 


statement of the necessity for a car, surely it is possible for our~ 


leaders to put forward a sufficiently- strong case for the cars so 
obtained “s be free of purchase tax... . 
Neo 
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Association Notices 


SCOTTISH COMMITTEE 
1951-2 Session 
Election of three representatives by the Group of eight 
Divisions comprising Orkney, Shetland, Caithness,” Suther- 


land, Inverness, Outer Islands, Ross and Cromarty, and 
Argyllshire. 


In accordance with the Standing Orders of the Scottish 
Committee nominations for these three vacancies shall be 
in yriting and may be made (a) by a Division or (b) over 
the signatures of not less than three members in the grouped 
Divisions. Nomination under (a) does not invalidate nomi-- 


pation under (b) or vice versa. Nomination forms have 


been sent to the honorary secretaries of the Divisions in 


‘the Group, and can also be obtained on application to the 


Scottish Office. If more than three members are nominated, 
the election shall be by voting papers sent by post from the 
Scottish Office to each member of every Division in the 
Group. Nominations should be sent to me at Scottish 
Office, 7, Drumsheugh Gardens, Edinburgh, not later than 
Saturday, May 26, 1951. 
- 4 E. R. C. WALKER, 
Scottish Secretary. 


ARMED FORCES COMMITTEE - š 
Election of Direct Representatives 


There are six vacancies on the Armed Forces Committee 
for 1951-2 to be filled by election. One vacancy is allotted 
to each of the following: 

Medical Branch, Royal Navy 

Royal Army Medical Corps 5 

Medical Branch, Royal Air Force 

Medical Branch, RN., VR. 

RAM.C, T. A) 

Medical Branch, RA F.V.R. 

Members of the Association at present serving on the 
‘active lists of each of the above six branches and corps 
are invited to nominate a retired medical officer (who must 
also be a member of the Association) of their own branch 
or corps as a candidate for election. 

Nominations, on forms to be obtained from me, must 
‘reach me by Saturday, June 9. 

Voting papers will be issued where more than one candi- 
date is nominated. 

ANGUS MACRAE, 
Secretary. 


MESOPOTAMIAN BRANCH 
Notice ıs hereby given. by the Council of the Association 
to all concerned of the following proposed alteration of the 
area of the Mesopotamian Branch which has been approved 
by the Branch: 
(1) That the area of the Branch shali be as follows : 


Iran, Iraq, Syria, Lebanon, Jordan, and the territories 
adjoining the southern shore of the Persian" Gulf, including 
Kuwait, Bahrein, Dhahran, Trucial Coast. 


(2) That the’ title of the Branch shall be the Middle East 


-Branch. 


Any member affected by this proposal and objecting 
thereto is requested to write to the Secretary of the 
Association by May 31, 1951. 


PALESTINE BRANCH Ta aean 

Notice is hereby given by the Council of the Association 
to all concerned that it is proposed to dissolve the Palestine 
Branch and to incorporate its members in the Migdig East. 
Branch. 

Any member affected by” this proposal and objecting 
thereto is requested to write to the Secretary of the 
Association by May 31, 1951 


s 
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‘ PROPOSED CHANGE OF NAME OF THE - 
. CAERNARVON AND ANGLESEY DIVISION ' 
Notice is hereby given by the Council of the Association 


to all concerned that it proposed to change,the name of . 


the Caernarvon and Anglesey Division to the North-west 
Wales Division. . 

Any ‘member affected by this proposal and objecting’ 
thereto is requested to write to the secretary of the 
- Association by May 31, 1951, 


, A. MACRAE, 
Secretary. 
“Diary of Central: Meetings 
y May 5 
16 Wed. Whitley Committee C, Staff Side wip a.m. (at 
` r+ Ministry of Health, Whitehall, $.W i 
16 Wed Whitley Committee €, 12 noon (at ne of 
: Health, Richmond /Terrace, S.W). 
16 Wed Assıstants and Young Practitioners Subcommittee, 
f General Medical Services Committee, 3_p m. 
16 Wed Subcommittee on Future Eye Service (Ophthalmic 
Group Committee), 6 p.m. 
17 Thurs. Publishmg Subcommittee, 11 a.m. ` ` 
17 Thurs. Conference of Honorary Secretaries, 1130 a.m. 
18 Fri Public Relations Committee (date changed from 
y May 9), 10.30 
18 Fri. Amending Acts Committee, 2 p.m. as 
18 Fri. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. . 
2! Mon. Subcommittee on Maladjusted Children, Psycho- 
logical Medicine Group Committee, 2 p.m. 
"22 Tues Registrars Group Council, 2 p.m. 
23 Wed Central Consultants and Specialists - Executive 
Committee, 2 p.m. : 
23 Wed Festival Scientific Meeting Committee, 2 p.m. 
24 Thurs. Planning Subcommittee, Occupational Health 
Committee, 11 a.m. 
24 Thurs Editorial Subcommittee, Joint Formul Com-, 
. mittee (at Pharmaceutical Society, 17, Blooms-* 
bury Square, London, W.C.), 2 p.m. 
25 Fri Registrars’ Subcommittees (Joint Committee for 
ea at Ministry of Health, 10.30,a.m.~ 
28 Mon Psychological Medicine Group Committee, 12 
: noon. 
28 Mon Psychological Medicine Group Conference, 2 p m 
29 Tues $.H.M.O. Subcommittee (Joint Committee for 
Consultants), at Ministry of Health, 10.30 a.m 
31 Thurs Journal Committee (meeting postponed oom May 
17, 2 p.m. 
‘, JUNE 
13. Wed. Annual Representative Meeting, 10am 
14 Thurs, Council, 9 a.m. 
14 Thurs. Annual Representative Meeting, 10 a.m 
15 Fri. Annual Representative Meeting, 9.30 a.m 
15 Fri Annual General Meeting, 12.30 p.m. 
15 Fn Adtourned Annual General M and Presi- 
_Mlent’s Address (et Central Hall, Westminste:, 
$ Londi n, S.W.), m. 
16 Saet. Annual Representative Meeting, 9.30 a.m 
16 .Sat. Counci (at conclusion of A.R.M.). 
16 Sat Overseas Conference, 3.30 p.m. 


Sy Branch and Division Meetings to be Held 
East Herts Drviston—At County Hospital, Hertford, 
Tuesday, May 15, 8.30 p.m., annual general meeting. 


EAST SUFFOLK Division.—At Seckford Hall Hotel, near Wood- 
bridge, Thursday, May 17, 830 pm., annual dinner. 


ENFIELD AND Porrers Bar Drvision.—At St. Michael’s 
. Hospital, Chase Side Crescent, Enfield, Friday, May 18, 8.30 p.m, 
first annual general meeting. 


=... 








Henpon Division.—At Hendon Hali Hotel, Eondon, N.W., 
Friday, May 18, 8.30 p.m., annual general meeting. 
NORTH-EAST SUFFOLK Division. At the Hotel Victoria, 


8.45 p.m., meeting. 


PADDINGTON ` DIVISION.—At Paddington Town Hall, London, 
W., Wednesday, May 16, 9 pm., annual general meeting. 

ROCHDALE Drvision.—At Red Lion Hotel, Lord Street, 
Rochdale, Monday, May 14, 8.30 p.m., annual meeting 

Sr. Pancras Division.—At B.M.A. House, Tavistock Square, 
London, W.C., Friday, ‘May 18, 8.30 pm., annual business 
meeting. 

SOUTHAMPTON Drvision.—At Royal South Hants and South- 
ampton Hospital, Wednesday, May 16, 830 p m., annual general 


meeting. 

SOUTH SHIELDS DIVISION.—At South Shields General H tal, 
Friday, r, May 18 8 p.m., general meeting ; 1; symposium by Dr. 

diac Fai ailure in General Practice.” 

nein ae Drvision.—At Kent and- Sussex Hospital 
Tunbridge Wells, Wednesday, May 16, 8.30 p.m., 45th annual 
general meeting; 9 p.m., Divisional meeting. ' 

Wesr Sussex Drvision.—At the Clinic (back of Town Hall), 
Worthing, Sunday, May 20, 3.30 p.m., annual meeting. 


` 


B.M.A. LIBRARY 
The following books have been added to the Library: 


tos, G. P.: Early Smallpox Epidemics im Europe and the 
day ens Flago a after Thucydides. (Greek text with English 


` summary.) 
Barnett, A.: The “Tome Species: A Biology of Man. 1950. 
Baum T Physiologie und Pathologie des Bilirübinstot; 
sels als Grun lagen der Ikterusforschung.~ -195 
Bell, E, T.: Renal Diseases. Second edition. 1550 
Bergouignan, P.: Traitement des *“ Lassitudes” ou Inconnu 
amilier. 1951. 


Bourgeois, P. (Editor): Techniques et Thérapeutiques en 
Pneumologie, 195 

Cameron, G iisas. Culture Technique. Second edition. 1950. 

be eae I, “and Mann, W. N.: Medical Works of Hippocrates. 

Deutsch, E.: Die Hemmk&rper-Hamophilie. 1950. 

Dewberry, E. B.: Food Poisoning. edition. 1950. 

BB Text Book of the Principles and Practice of 

Medicine. 50 


19 
Doderlein, A.: Leitfaden. für den Geburtshilfiichen Operations- 


Aufia 
Evans POR and M ws fans Infant Pedag and Feed 
an aci : an in 

Difficuities” 1951. s A 

_ Falk, P.: Einführung in die Hals- Nasen- Ohrenheilkunde. 2, 
Auflage, 1950. 

Fischér, E : Au enheilkunde. 1951, 

om der wichtigsten Infektionskrankheiten 


8 Fyes and Industry. Second edition. 1950. 

ous ¥, Cs and Souto, E A re Maladies des Coronaires. 1950. 
ac A at o Ben, 

MR chardon. io. = i pe y of Sir jamin Ward 
ajor, R. ca o Fourth editi 1951, 

March of Medicine, 1949 ; Disgo Future in in Medicine. 1950, 

Morgan, C. T., and Stellar, E.: Physiological Psychology 

of Conduct. 1950. ! 


Second ‘edition. 1950. 
paean 2 ie Si of Cepia 

on athologie Te à "Int 

Pathol iode Abdomen, ogie Gh cale ernat. Fasc I. 

enealogy. o: Gynaecolo Second edition. 1950. 

Rodd, L L. H.: James Lind: Founder of Nautical Medicine. 
Rostock; P.: Untersuchungstechnik des Chirurgen 1950. : 
Samuels, S. S: Management of Peripheral erial Diseases. 
pear sa W. E. J.: Lungen- und Ocesophagus-resektionen 
Schumann, H. : Der Moskelstoffwechsel des cr ieee 1950. 


Schwarz, H.: " Arztliche Weltanschauung. 195 
Sheldon, W. H.: Varieties of Delinquent Youth, 1949, 








Correction.—The following corrections have been made to the 
provisional programme of the Festival Scientific Meetings : 


Tuesday, June 26. The title of the symposium shopld be “ The 
Diagnosis and Management of Early Mental Disorders ” (not 
“Early Diagnosis of Mental Disorders ”’). 

Thursday, June 28. Symposium oh “ Thoracic Sargery" The 
chairman is Mr. N. R. Barrett (not Mr. R. C. Brock). 
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PRACTITIONERS 
MEETING WITH MINISTER 


A deputation fiom the General Medical Services Committee 
had a full day’s meting with the Minister of Health and the 
Secretary of State for Scotland on May 9. Following these 
discussions the Ministers undertook to forward .their pro- 
posals in writing to the deputation, and a letter ıs expected 
within the next seven days. 

An emergency meeting of the General Medical Services 
Committee will then be called to consider the Minister's 
proposals. 

The members of the deputation were Drs. S. “Wand, W. 
Jope, H. Guy Dain, A. Campbell, A. B. Davies, F. Gray. 
W M. Knox, and H. H. D. Sutherland, together with the 
Secretary, Scottish Secretary, Deputy Secretary, and Assistant 
Scottish Secretary of the B.M.A.. and Mr. R. C. Simmonds, 


actuary. 





GENERAL “PRACTICE IN LONDON 
WORK OF LOCAL MEDICAL COMMITTEE 


Some idea of the large amount of administrative work done_ 


by doctors in the Health Service is given in the report of 
the London Local Medical Committee for the two years 


~“ 1949-50. The committee has 82 members, and many sub- 


committees have been formed to deal with special aspects 
of Health Service administration. Elections take place every 
third year in June, the next one being in June this year. 
The chairman is Dr. C. L. Mason, a representative of 
St. Pancras, and the secretary 1s Dr. F. Gray. 


Drugs and Prescribing 


A subcommittee has. powers delegated to it to determine 
whether a substance prescribed 1s or 18 not a drug. Its 
decision is made on the facts of each individual case, and 
it has sometimes held that the same substance was on one 
occasion a drug and on another not. “ Where it 1s obvious 
that a prepdration has been ordered for its food or cosmetic 
value, and there is no question of a therapeutic effect, it 
cannot be found that the substance was a drug, and in such 
circumstances the doctor concerned is surcharged with its 
cost. The fact that the substance, as a food, was beneficial 
to the patient does not make that patient entitled to it under 
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that came before the subcommittee the substance in ques- 
tion was considered to be a dtug, in 45 it was considered 
not to be, and 2 cases wefe withdrawn. 

The local medical committee has not yet been called 
upon to conduct any investigations into excessive prescribing. 
certification, or record keeping. But as regards alleged 
excessive prescribing, ‘ ‘the present quietude will probably 
be disturbed in the near future.” 

Out of 814 claims for payment for emergency treatment, 
534 were passed and paid fromthe local pool, 86 were 
passed and paid from a doctor's remuneration, ‘and 42 were 
disallowed ; 122 were withdrawn, 19 were not admitted for 
consideration, and 11 are still being considered. No addi- 
tional money is’ brought ın to pay these claims, which come 
out of the pocket either of one doctor or of all the doctors 
in London, so the committee urges doctors, so far as 
possible, to do each other’s emergency work and not claim 
fees. Only in emergency may a Service patient apply for 
the services of a doctér other than the one with whom he 
is registered. 

Applications to general practitioners for test prescrip- 
tions are now sent by post by the executive council. Some 
doctors have protested at being required to supply test 
prescriptions, but it is one of their obligations under the 
terms of service, and representatives of the chemists do not 
wish to alter the present arrangements 


Failure to Get Cases into Hospital 


The committee has been active in considering ideas for 
improving the Health Service, and has been particularly 
vigorous in pressing the Ministry of Health to do something 
about the difficulty of getting patients into hospital. Confer- 
ences have been held as well as meetings with Ministry 
Officials. Last winter, when the incidence of illness was 
exceptionally high, the committee was appalled by the 
number of emergency cases which could not be got into 
hospital. “It was-apparent that the warnings of the past 
two years had not been sufficiently heeded, and that the 
Ministry and the hospitals were not adequately prepared to 
deal with an epidemic The committee immediately called 
for emergency measures to meet the crisis.” The committee 
learnt from its members of patients who had died because 
a hospital bed could not be found for them in time. It 
has no doubt that many of the deaths in 1951 were due 
to the lethargy of the Ministry in 1949 and 1950, and it 
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is determined not to let the Ministry relax until it is satisfied 
that -this tragic story will not be repeated. 

From discussions on health centres it became clear to the 
committee’ that protection was necessary for the doctors 
practising frofi.a health centre, which could best be given 
by temporarily closifg an area round the centre, and that 
a more precise definition must be made of the arrangements 
for health centre practice. Representations were made to 
the General Medical Services Committee of the B.M.A., and 
this committee made. detailed proposals, which are being - 
discussed with the Ministry of Health. 


Aos 7 

3 5 . Other Work : 
The local medical committee has urgéd on the Metro- 

< poltan regional hospital boards that general practitioners 
eshould have direct access to pathological and x-ray depart- 
ments. There has been some improvement in this respect 
during the last 42 months, though financial stringency is 
limiting developments. The matter will be kept under review. 

The committee has often been asked to support applica- 
tions for accommodation., In view of the serious housing 
situation the committee decided to support only those 

z applications where the needs of the patients required it, and 
‘four have in fact been supported. 

_Forty-four general practitioners have’ asked that their 
pensionable age shall be extended to 70. Apart from one 
case referred elsewhere for further consideration, the com-? 
mittee recommended that all should be granted. 

‘The. ethical subcommittee consideis complaints made to it 
by any medical practitioner against another practitioner in 
the- area involving any question of the efficiency of the 
general medical services. Only four cases have come before 
the subcommittee in the [wo years under review. ‘After con- 
sidering-the reports of the subcommittee, the local medical- 
committee found that the complaint Was not substantiated 
in two cases; in one it was substantiated, but the com- 
mittee took no further action; and im one case the com- 
mittee found the complaint substantiated and severely 
censured the respondent practitioner. 

A joint committee with the University of London decides 
which doctors shall be approved as trainers of assistants 
Out of 120 applications to be approved as trainers, 51 were 
placed on the approved list and 69 were not 


- 
' 
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-TRANSFER FROM N.H.S. TQ COLONIAL 


MEDICAL SERVIC 


Several recent advertisements for the /Colonial Medical 
Service have included references to “secondment from the 
National Health Service.” It ıs necessary to point out that 
the use of the word “ secondment `“ in these advertisements 
is not strictly accurate. “ Secondment” is a military expres- 
sion meaning the removal of an officer temporarily from his 
regiment for erhployment in some extra-regimental appoint- 
ment. The officer remains a member of his regiment and 
is reabsorbed into it at the end of the period of secondment. 

It is understood that a medical officer entering the Colonial 
Medical Service from the National Health Servite on a tem- 
porary engagement ceases to be a member of the National ’ 
Health Seryce (although his N H.S superannuation rights 
can be preserved) and enjoys no guarantee of reabsorption 
into the'N.H.S. on return from the Colonial Medical Service 
He, may apply for transfer to the Colonial Medical Service 
at any time, if he so wishes. If he does not transfer and has 
maintained: his superannuation contributions in the N.H.S. 
during his period of employment under a Colonial Govern- 
ment, and re-enters the service of an employing authority in 
the United Kingdom within twelve months of termination 
of his Colonial service, his superannuation rights will be 
treated as continuous. ‘On the termination of Colonial] 
employment a resettlement grant is payable. 


’ ` 


— 


DOCTOR BARRED 
NAME REMOVED FROM MEDICAL LIST 


The first case has occurred of a doctors name being 
removed from the medical list of an executive council, and 
of his name being debarred from inclusion in any corre- 
sponding list kept by | any other executive council under 
Part IV of the National Health Service Act, 1946. The 
decision was reached after inquiry: by the National Health | 
Service Tribunal and confirméd by the Minister of Health 


. after appeal by the doctor. 


On September 23, 1949, Gunner Snik arrived home on 
leave from the Army.’ He found his wife in good health 
and spirits, and the following morning they did some 
somewhat strenuous housework together, At 4.45 p.m, 
-on September 28 Mrs. Smith complained to her husband 
of pains in her right side. 


Poa 


Death of Patient 


About 6 p.m the same evening the pains became more 
severe, and (according to her husband) she “went rigid.” 
Gunner Smith thereupon went and saw the doctor at his sur- 
gery and told him about the deceased's pains, that she had, 
that day eaten two ripe pears and an apple, and that her 
meastrual period was due. The respondent doctor gave 
Gunner Smith a prescription for mist. kaolin., which the 
latter on his way home caused to be made up by a chemist. 
Gunner Smith reached home about 7 p.m. and gave his wife 
some of the medicine and also some hot water, which the 
doctor had also advised him to do, According to Gunner 
Smith, his wife got progressively worse and kept fainting. In 
the early hours of the next morning—2.30 a.m. on Septém- 
ber 29—Gunner Smith went out and telephoned to the doctor 
from a pubhc call-box. >` 

The doctor did not visit Mrs. Smith following upon this 
telephone conversation. Gunner Smith returned home and 
continued to administer to his wife the medicine and hot 
water, as again directed by the doctor. Mrs. Smith fell 
asleep and apparently died about 3.30 a.m. dunng that night. 
She died lying on her nght side with he: knees drawn up. 

Gunner Smith woke up at 8.20 a.m., went and saw the 
respondent doctor again at his surgery (just after 8 30 am.), 
and told him of the death of his wife. The doctor later - 
examined the body and certified the cause of death as 
(a) cardiac failure and (b) myocardial degeneration. In the 
course of his evidence the doctor told the Tribunal that 
he had had no doubt ın his mind about the cause of death- 
and had had no hesitation in issuing the certificate which 
he did , although he was not expecting the deceased’s death, 
her sudden death did not surprise him ; he saw no need for 
a-post-mortem examination, and he said it never occurred 
to bim that it might be advisable to have an inquest. 

The doctor stated ın evidence before the Tribunal that on 
a Saturday morning in September, 1949, the deceased had 
consulted him at his surgery; that he had then examined ^ 
her and found that her heart was not sound. He did not 
then (so he told the Tnbunal) form the opinion that she 
was likely: to die at any moment. He gave her on that 
occasion a prescription for mist. digitalis and advised- her 
to have reasonable rest and not to overwork herself for * 
some little tıme. z 

The Tribunal considered ıt highly ımprobable that the 
deceased woman would have consulted the respondent 
doctor on`the first morning of her husband’s leave with- 
out telling him about it, and could see no feason why 
Gunner Smith should have withheld that information from 
the Tribunal 1f he knew about it. It was satisfied that on the 
morning of Saturday, September 24, he and his wife were 
turning’ out and scrubbing the floors of two of their bed- 
rooms. There was no record of the respondent having 
‘prescribed anything for Mrs. Smith in 1949 except the mist. 
kaolin. on September 28. In view of other evidence the 
Tribunal thought it likely that the doctor had confused this 
Mrs. Smith with, another Mrs. Smith on his list. The 


` 
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Tribunal “could not accept, the responden{’ doctor's statement 
that the deceased woman consul'ed him on a Saturday moin- 
ing in September, 1949, or his statement that he, at about 
that time, prescribed mist. digitalis for her and gave he: 
specific advice on an ordered life ` 
' Gunne: Smith and his mother believed that the patient 
died of appendicitis, but the Tribunal did not accepi that 
opinion The Tribunal found no evidence that the cause 
of death was not cardiac failure, and on the material avail- 
able coricluded that some form of cardiac failure was the 
cause of death. The Trivunal considered that the :espon- 
dent doctor ought to have reported the death to the coroner, 
when no doubt a post-moitem examination would have 
been made. 

, No Negligence i 

The unanimous opinion of the Tribunal was that the 
deceased did not die as a result of any negligence or lack 
of professional skill on the part of the respondest. There 
was no failure on the part of the respondent to give such 
treatment as might have saved Mrs. Smith’s life. The 
doctor’s failure to visit her did not cause or contribute to 
her death. 

The Tribunal inquired into Gunner Smith's telephone 
conversation with the doctor at 2.30 am. on September 29 
According to Gunner Smith the doctor refused to go and 
visit Mrs. Smith, despite Gunner Smith’s repeated requests 
that he should do so and statement that she was writhing 
In pain and fainting. According to the doctor Gunner Smith 
told him that Mrs. Smith was still ın pain, but denied that 
Gunner Smith said she was writhing in agony or that she 
was fainting. The doctor said he asked if Gunner Smith 
wanted him to go and see her, to which the 1eply was “ No, 
sii.” The doctor said that Gunner Smith then asked about 
a medical certificate to cover himself against overstaying 
his military leave on account of his wife's condition. (Gunner 
Smithy admitted in cross-examination that he did ask for 
such a ‘certificate.) The doctor said on the telephone that 
he would see Mrs Smith in the morning and that Gunner 
Smith ought to come for his medical certificate in surgery 
hours. . 


Decision of Tribunal 


After considering all the fagts of the case the Tribunal 
concluded that the doctor did not ask if it was desired 
that he should then and there visit Mrs. Smith, and that he 
refused to visit her when asked by Gunner Smith if he 
should do so. The Tnbunal was unanimously of the opinion 
that, having regard to the particular facts and circumstances 
of this case, the doctor ought to have visited Mrs. Smith 
when asked to do so by her husband and that he had no 
reasonable excuse for not doing so. It also took into account 
three previous cases against him. z 

The Tribunal directed that the doctor's name should be 
removed from the medical list of the executive council, that 
his name should not be included in any corresponding list 
kept by any other executive council under Part 1V of the 
N&tional Health Service Act, 1946, and that he should pay 
to the complainant a sum not exceeding 50 guineas in respect 
of costs. , The doctor appealed to the Minister, who, after 
considering the case, dismissed the appeal. 


' 





NATIONAL SERVICE MEDICAL BOARDS 
` MILEAGE ALLOWANCES 


The Ministry of Labour and National Service has agreed to 
modify the arrangements for paying mileage allowances to 
doctors attending National Service medical boards. A doctor 
is now-entitled (he was not previously) to claim a mileage 
allowance in respect of two return journeys on the same day 
when the following conditions are fulfilled. when there is 
an interval of three hours or more between the-ending of 
thé first session and the beginning of the second and in the 
interval he returns home to attend to his practice. 
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HASTINGS MEMORIAL FESTIVAL 
PROGRAMME ve 
+ Wednesday, May. 30 * - 


Cathedral Memorial Service at 12 noon. Address by the 
Right Reverend the Lord Bishop of Worcester, Df. W 
Wilson Cash, D.S.O. . 

Those taking part in the procession should be at College 
Hall, King’s School, not later than 11.15 a.m., bringing then 
robes, È 

All those not in the procession should be in their seats mm” 
the cathedral by 11.15 am. They will be shown to then 
seats by stewards on production of their tickets. 

After the service visitors should make their own way to 
the Guildhall as quickly as possible. ë 


Luncheon at the Guildhall will be ‘at 1 for 1.15 p.m. 
There are four types of luncheon tickets—white, blue, green, 
and red—and guests should ascertain the appropriate dining- 
hall from the stewards. -> ` 


Hastings Lecture.—The first Sir Charles Hastings Memorial 
Lecture will be delivered by Dr. W H. McMenemey ut 
approximately 3 p.m. 


Tea at Worcester Infirntary.—Tea will be served at 
Worcester Royal Infirmary at 4.30 p.m., when exhibitions 


-of relics of Sir Charles Hastings will be on show in the 


board-room. Z 


~ 


Any member of the Association may attend this festival 
Application for tickets for lunch, which is open to wives oi 
other relatives. should be made to Dr. M. P. Martin, 109, 
Langherne Road, St John’s, Worcester. The price of the 
lunch is £1 Is., inclusive of wines. Tea will be provided. 








Association Notices 


+ EXTRAORDINARY GENERAL MEETING 


Notice is hereby given that an Extraordinary General Meet- 
ing of the British Medical Association will be held in the 
Great Hall, B.M A. House, London, W C.I. at 12:30 in the 
afternoon of Friday, June 15, 1951, or as soon thereafter 
as the Annual General Meeting of the Association shall be 
terminated, when the following resolution will be proposed 
as a Special Resolution: - 
A : 


Resolution 
That Articles 3, 10, 38, and 4] be altered in the manner 


‘following: ° 


, words. 


1 By adding afler the words “ The Medical Practitioners and 
Pharmacists Act, 1947,” in Article 3, the words “and any person 
provisionally registered under Section 6 of the Medica! Act, 
1950.” 

2. By adding at the end of Article 10 (c) the words “or (vi) 
in the case of a person eligib!e for membership by virtue of pro- 
visional registration under Section 6 of the Medical Act, 1950, 
upon his ceasing so to be registered unless he has become or then 
becomes eligible for membeiship under any othe: provision 
hereof.” ` 

3. By adding at the ënd of paragraph (3) of 
$e 

“which may provide that on any specified business a par- 
ticular section of the members shall not be entitled to vote” 


a 
4 By substituting in Arucle 41 for the words In “btackets 
“during the year immediately following his period of office as 
Chairman of Council” the-words ‘* until the close of the Annual 
Representative Meeting held in the year following the year in 
which he ceased to be Chairman of Council ” 


. By order of the Council, 
A. MACRAE, 
Secretary. 


Article 38 the 


f 
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‘| ELECTION OF MEMBERS OF COUNCIL - 
Notice is nae given that nomination of candidates’ for 
er eclection as m ie eas of Council, 1951-2, by the following 
-Branches must forwarded in writing so as to reach me 


i ee not later than SaturdaysJune 2, 1951: i 
i No. to be elected 
Group 30 (Glasgow _ and West. of Scotland Branch 


(County Divisions); Border Counties Branch; ~ 
Stirling Branch) ae Ger w | 
Group 31 (Northern Ireland Braich) a we e 2 
á % Nonfinations ` 


_ `_ The nominations must be on the prescribed form, copies 
`. - of which can be obtained on application to me. A notice 
e` will be published by the Council in the British Medical , 
Jounal Supplement on June 9, 1951, of the candidates 
nominated. Where contests occur, voting papers will be 
en- ued on June 9, 1951, containing the names of all duly 
r-u nominated candidates, ‘from the Head Office, British Medical 
7 Association, Tavistock Square, London, W.C.J, to each 
„member in the Groups. A. MAÇRAE, . 


a 


ELECTION OF COUNCIL 


The following are the results of the election of members of 
Council by those Groups where there were contests: 


* Group 3 (North Lancashire and Westmorland) 


F. M. Rose (Preston) ©.. 229 Elected 
as G. D. Thompson (Morecambe) 139 - 
a No. of voting papers issued “ 898 
No. returned... D OP ve i 368 
-- ap paper ... 1 
Group (Derbyshire, Nottinghamshire, a? i 
aeae, and Leicester and muam “a 
. J. Cottrell (Grimsby) n . 464 Elected 
` E. C^Dawson (Derby) T493 Elected~ 
W. Dodd (Nottingham) 417 
No. of voting papers issued 1,797 
No, returned .. « DI 
Spoiled papers .. a 2 


ai 5 


„Group 15 (Hampstead, St. Pancras and West- 
minster and Holborn Divisions). 


J. A. Gorsky (London, S.W.1) 113 g 
- F. Gray (London, W.C.1) . ; .- 140 Elected - 
No. of voting papers issued . l7 1,070: 
No. returned ee 253 
Grotip 20 (Kent) - 
A. Barker (Whitstable) a ae oe 260 i 
a R. P. Liston (Tunbridge Wells) .. - pa, 4 W: 
EAIA No. of voting papers issued ., . FA 
= No. returned ; eis a 
Spoiled papers | Dosw. f t T, ` 


Group 23 (Bath, Bristol and “Somerset, - 
3 Gloucester and Wiltshire} f ae 


H; G. Dowler (Churchdown, Glos) 266, 2% ` 
A ` H. M. Golding (Bristol) .. 494 Elected 
eS J. R. Nicholson-Lauley, gunton)._ 490 Elected 
3 _ No. of voting papers isstret-2* eg, "SH 1,673 
Tg “No, returned... i 7 alts 


. EA iawa ge went 


- , Spoiled papers” 


published in the Supplement of June 2, 1951 


ey CRAE, * 
= Ps Paes Secretary. 
Sp : ANNUAL GENERAL MEETING n 


_Notice.is hereby g given ‘that the Annual Genéral Mesting of: 


the Association will be held in the Great Hall, B-M.A. House, 
Londén, W’C.1, on Friday, June 15, 1951, at- J2. 30- p.m. 
Busitiess: (1) Minutes of last meeting held on Jyly 17, 1950; 

{2) Induction of President, 1951-2; (3) Balance Sheet and 
Income and, Expenditure . Account ior the year ending 


December 31, 1950 ; (4) Appointment of Auditors. ` y 
ee x AL MACRAE, 
ie ; A ry Secretary. 
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MEN pga Division —At Maternıt 


2 The result -of the voting ‘in- Group 19 reeni F be 
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Diary of Central Meetings - : 
TER May h s 
- 21 Mon Subcommittee on Maladjusted Children. Psycho” 
A logical Medicine Group Committee, 2 p.m. 
22 Tues Registrars Group Council, 2 p.fn 
23. Wed Central Consultants and Specialists: Executive 
_ Committee, 2 p.m: 
23° Wed’ Festival Scientific Meeting Committee, 2 p.m 
-724 Thurs. Planning Subcommittee Occupational Health 
j Committee, 11 a.m 
24 Thurs 


Editorial Subcommittee, Joint Formulkry Com- 
muttee (at Pharmaceutical Society, 17 Blooms- ° 
bury Square, London, W.C ), 2 p.m. 

x 25 ~Fri. Registrars’ Subcommittee, Joint Committee for 
i nsultants, at Ministry of Health, 10 30 a m- 


- 


28 Mon. Psychological Medicine Group OTE ees, 12 
z noon 

28* Mon. Psychological Medicine Gioup Conference, 2 pm 

294 Tues. Senior .Hospital Medical Officers Subcommittee, 
oS Joint Committee,for Consultants, at Ministry of 
bie Health, 10.30 a m. = 

31‘ Thurs. Journal Committee (meeting . postponed from May 

17), 2 pm. 

31° Thurs Subcommittee on S Returns, Radiologists 
s Group, 2.30 p.m. 

ie Jun 

13 Wed. Annoal Representative Meeting, 10 a. m 

14 Thurs. Couneil, 9 a.m i x 

A4 .Thurs. Annual Representative Meeting, 10 a.m 

15 Fr. Annual Representative Meeting, 9 30 am. 

15 Fri. Annual General Meeting, 12.30 pm 

l5 Fii. Adjourned Annual General Meeting and Presi- 

ý dent’s -Address estminsier, 


ES Central Hall, 
y . London, S.W.), 


16 Sat. Annual Representative Meeting, 9 30 a.m. = ~* 
16 ` Sat. 'Couneil (at conclusion of A.R.M ) 
16 Sat. Overseas Conference, 3.30 p.m. - 


— Branch and Division Meetings to be Held 
Crry Division.—At Finsbury Health Centre, Pine Sireet, 


mas London, E.C., Tuesday, May 22, 8 30 p.m., meeting. 


Kent Brancy:—Thursday,-May 24, (1) at Old Council Hall, 


Brora Road, Beckenham, 11.45 a m., annual pner! rating ; 
or 


(2) at Public Hall, 12.15 
_ 1230 p.m., lunch. 


MACCLESFIELD AND East CHES 


Bromley Road, Becken 


HESHIRE Division.—At West Paik 


m sve Macclesfield, Sunday, May 27, 12 noon, annual general 


Department Lecture Theatre, 
Radcliffe Infirmary, Oxford, Wednesday, May 23, '8 15 p.m., 
-Dr. K. N Irvine and Dr. A. Q. Wells : ‘t Immunization against 


` Tuberculosis.” 


RBEIGATE DIVISION At Redhill .County Hospital, 
May 22, annual general meeting. 


Soura BeprForpsHIRE Diyision.—At Liton and Dunstable 


Luesday, 


` Hošpital, Friday, May 25, ? p.m., business meeting. 


Sussex Branqu —At the Grand Hotel, Eastbourne,Wednesday, - 


` May 23,-1 p.m., annual meeting and luncheon, 


Wanosworta Division —In South-west Miniature X-ray Unit, 
Grove"Hospital, Tooting Grove, Lower Tooting, London, S.W., 
Sunday, May 20, 10.30 am., clinical meeting on the Domiciliary 
Management and Treatment "of Pulmonary Tuberculosis. 


< ~ WEST’ MippiksEx Drvision.—At Nelson Room, Ealing Town 


Hall, London, W., Thursday. May 24, 8 p.m, annual geneal 
meeting J 





About a year ago a joint subcommittee of the Central and 
Scottish “Health Services, Councils, under the chairmanship ot 
Sir Henry Cohen, issued a report giving guidance to medical 
practitioners on what preparations are regarded as foods or drugs 
for prescribing in the National Health Service. Among the sub- 
stances classified as foots were “salt substitutes’’ The sub- 
committee has now deleted these salt substitutes from the category 
of foods and clagsified them as drugs. ` 
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PUBLIC HEALTH SALARIES’ 
SECOND AWARD OF INDUSTRIAL COURT 


The Industrial Court has now made its award on certain 
salaries in the public health service which remained in | 
dispute. After the first award had been made (Supplement, 
December 30, 1950, `p. 255) these matters were referred 
back - for negotiation’ between,.the staff and management 
sides of Whitley Committee C. Agreement was not reached, 


so they were brought before the Industrial Court for arbitra-. 


tion. The terms and salaries in dispute were those of deputy 
medical officers of health, divisional.or area medical officers, 
and medical officers holding mixed appointments. The 
Court heard the evidence of the parties on April 6, 13, 
and 18. 

An important point established by the Court’s new award 
is that deputy medical officers of health shall receive a start- 
ing salary which is 664% of the minimum scale adopted by 
the employing:authority for the post of medical officer of 
health, with annual increments equivalent to those of the 


M.O.H. ‘These salaries are thus firmly linked with the “4; 


salaries of medical officers of health and not with „the 
salaries of non-medical employees of local authorities. 
Divisional or area medical officers have had their sédlé 
of salaries laid down, again independently of the salary, , 


, scales of non-medical employees. The management side’ ” 


system of grading, which did not find favour with the 
medical profession, was not accepted by the Court. The 
Spens formula for consultants’ salaries, together with a pro- 
portion of the £100 addition for combined appointments 
{see 1950 award), is to be used in determining the salaries 
of medical officers holding mixed appointments. 

An extract of the Industrial Courts document, including 
the recommendations made by the staff and management 
sides and the Court's award, is set out below. 


“Recommendations of the Staff Side G 
I. Deputy Medical Officers of Bealth 


(a) Definition.—These are medical officers employed 
primarily as administrative‘ deputy medical officers \ of 
health. 

(b) .Remuneration—A deputy medical officer of health 
shall receive a commencing salary which’ is 75% of the 
minimum of the scale selected by the employing authority 
for the medical officer of health within the appropriate range 
as awarded for medical officers of health by the Industrial 
Court on December 8, 1950, with increments as awarded for 
medical officers of health within that range. ' 
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The appropriate scale is set out below: . 
Local Authority © Minimum of Annual ` 

Population Salary Scale ' Increments 
Not exceeding Between. 

75,000 £1,087 10s. and £1,237 10s 4 of £50 

100,000 £1,162 10s. and £1,387 10s. 5 of £50 

150,000 | . £1,312 10s: and £1,537 10s 5 of £50 

; {2 of £100 

250,000 £1,462 10s. and £1,687 10s. i af £50 

400,000 £1,650 and £1,875 $ oey , 

600,000 £1,725 and £2,025 3 of £100 l 

Over 600,000 At discretion ‘ At discretion 


The saJary of a deputy medical officer of health shall be 
not less than‘that of any senior medical sl employed 
by the same authority. 


Il. Divisional or Area Medical Officers 


(a) Definition—These are medical officers, not acting as 
county district medical officers of health, appointed by local 


bale authorities for divisional admunistration of, the health , X 
i 


ces (including the school medical service). 
= (b) Rerhisheratipn.—The salary scale for these ` medical 
officers shall be, as for senior medical officers, £1,250 50- 
£1,650, withthe following additions: 


Population of ‘Area Scale z 
Covered by Him Additon Minimum Maximum 
” E £ ip 
Under 150,000 .. 1300 — ` 11A. 
150,000-250,000 o ve ry oo 1400 — A 
_ 250 "000 20800 os a 1,500 — 1,900 
-#00,000-600,000 1,600 — 2,000 
-QUe 600, 000° “at “422 in At discretion ` At discretion 


Ul. Medical Officers “Holding Mixed Appointments 


(a) Definition—These are county district medical officers 
of health who: act.in addition as assistant county medical 


A 

af 

Eea 
- 


“6fficers or divisional (or area) medical officers, or who per- , 


form certain work for a county council in respect of which 
the counfy-council makes paynient’to the county district. 
(b) Remuneration—Where an assistant medical officer or , 
divisional (or area) medical officer under.a county council’ 
acts as a district medical officer of health (either for a single 
district or for combined districts) for a definite proportion 
of his time, such officer shall receive--hy, } way of total salary 
„not less than the appropriate salary of a Whole-time medical 
` officer of health, as indicated by the population of the district 
or combined districts in the award made by the Industrial 
Court on December 8, 1950. Annual increments shall be as 
set out in the above-mentioned award, 
2418 


rs 
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Proposals of Management Side 


1.. The management side propose that there should be 
troduced a series of, scales applicable to: (a) deputy medi- 
cal officers of health ° (b) divisional or area medical officers ; 
(c) officers holding mixed appointments. 

2. Local‘authorities should be required as a first step to 
place officegs falling within (a) and (b) above into a scale 
_ they consider appropriate to the post and the person occupy- 
‘ing it. Any officer considering himself to be unjustly dealt 
with should be entitled to appeal under the, provisions of 
General Council Circular No. 18. 

3. The management side, reinforced in their view that 
, doctors employed by local) authorities have, as regards 
Salariés and’ conditions of service, an affinity with other 
local authority employees rather than with medical practi- 
tionersy propose scales which they are discussing in other 
negotiating machinery. In such negotiations it is being 
proposed that deputies and all other officers of local authori- 
ties ‘receiving a salary with a maximum salary of £1,000 a 
year (save clerks and the four designated classes of chief 
officers already dealt with by the two joint negotiating com- 
mittees) should be placed on the following scales: 


Minimum Maximum Increments 
i a £ £ 
1 925 1,075 3 of £50 
2 950 1,150 4 of £50 
3 1,050 1,250 4 of £50 
4 1,150 1,350 4 of £50 
5 1,250 1,450 4 of £50 
6 1,350 1,600 5 of £50 
7 1,500 1,750 5 of £50 
8 1,650 1,900 5 of £50 
9 1,750 2,000 Not less than £50 


Salanes ie pate above this level to be at the discretion of 
employing authorities. 


4. The second of these scales happens to be the same as 
that for assistant medical officers, save that the minimum is 
. £100 higher. This measure of similarity i is mere coincidence, 
for the management side are only putting forward in their 
entirety scales which are being considered elsewhere. The 
management side mention this because they do not wish it 
to appear that they have it in mind that for certain medical 
officers a salary scale of £950-£1,150 would be appropriate. 
Substantially the management side are proposing scales with 
a minimum commencing salary of £1,050. In other words, 
the management side are proposing scales of salaries ranging 
from a mmimum of £1,050 without any ceiling figure, with 
aggregate increments of £200-£250. 

5. This proposal is easy of application not only to all 
medical officers remaining to be dealt with, but to all those 
other appointments not covered by the current clam. 
A refinement of this series of scales is necessary in the 
case of mixed appointments. Here the management side 
propose that as regards the salary relating to county council 
work the appropriate proportion of the scale salary should 
be paid, plus the appropriate proportion of the salary fixed 
for county district medical officers of health as the award 
of the Industrial Court and a similar proportion of £100 (the 
sum awarded by the Court in the case of combined appoint- 
ments), On this, the Court is also referred, for a definition 
of mixed appointments, to the previous offer of the manage- 
ment side. 


Fixed Scales or Grading 


6. On behalf of the staff side of the Whitley Councils for 
the Health Services (Great Britain) Medical Council “C” 
it was submitted that the issue between the parties was 
whether in respect of the public health medical officers con- 
cerned there should be a fixed salary scale for each descrip- 
tion of officer, which was what the staff side contended for, 
or whether, as the management side contended, there should 
be a system of grading applied to the officers enabling the 
local authorities to choose within very wide limits which 
grade to put each officer into. It was submitted that the 
principle involved in the issue had already been determined 
by the Court in respect of other grades of officers in the 





public health service by their award No. 2285 uc, the 
award previously made). In support of this submission 
reference was made to the staff side claim and to the 
management side offer set out in that award to the con- 
tentions of the. parties with regard to the remuneration of 
assistant medical officers, senior medical officers, and medi- 
cal officers of health, and to the Court’s award in respect of 
them. It was pointed out that the Court found against a 
system of grading and in favour of fixed scales for assistant 
medical officers and senior medical officers and considerably 
reduced the discretionary range of salary limits for medical 
officers of health. It was therefore submitted that by 
implication the remuneration of the officers concerned in 
the present reference should be determined in a like manner 
and that it would be impracticable to have fixed salary 
scales for two categories of medical officers and a system 
of grading for other categories. 

7. As against the management side’s proposals it was 
contended that they were undesirable, unworkable, and un- 
necessary. Undesirable because they would make the local 
authorities judges in their own cause, the test would be 
“subjective,” and the right of appeal would be of no use 
to an employee because there was no “ objective ” test which 
he could cite ; and’ moreover there is at present no arbitra- 


` tion body to which such matters could be referred for settle- | 


ment. The proposals were unworkable because they do not 
fit into the framework which has been established by the 
main award. In this connexion attention was. drawn to the 
fact that the scales proposed were stated to be scales which 
were under discussion in other local authority negotiating 


- machinery. They were clearly not designed specifically for 


the medical officers, and, furthermore, they did not coincide 
with the scales already awarded. The proposals were un- 
necessary because it was not true to say, as the management 
side had said, that in relation to these officers the hierarchy 
of responsibility could not be precisely laid down to the 
extent to which by reference to population and function it 
had been determined for other medical officers, and conse- 
quently authorities must make their individual assessments 
of remuneration. The attention of the Court was drawn to 
the returns furnished by local authorities during the pro- 
ceedings preceding the issue of award No. 2285, and it was 
pointed out that for a very high percentage of the officers 
concerned in the present claim there was complete regularity 
and uniformity of functions and that the “ odd lots” with 
variant functions represented less than 2% of the 2,000 con- 
cerned. With the exception only of divisional officers the 
categories now under consideration were defined and their 
remuneration was determined in the Askwith Agreement of 
June 24, 1929., 

8. In support of the recommendations of the staff side set 
out it was submitted that it was appropriate to fix the salary 
of the’ deputy medical officer of health as a percentage of 
that of his chief. This was one'‘of the features of the 
Askwith Agreement, and the percentage claimed was sup- 
ported by reference to the existing salary relationships 
between medical officers of health and their deputies and 
by reference to the salary relationships between the chief 
medical officer and his deputy: in certain Government 
Departments. 

With regard to the divisional or area medical officer as 
defined in the recommendation, it was submitted that he 
has a more responsible task than the senior medical officer, 
a responsibility which is comparable to, although not equal 
to, that of the medical officer of health or his deputy. It 
was submitted that it was reasonable that he should be paid 
the scale of the senior medical officer with certain addi- 
tional amounts according to the population of his division 
or area, There were at present a very small number of 
officers appointed solely as divisional or area medical officers, 
and some of these would receive no increase if the staff side 
claim were conceded. ‘ 

As to the medical officers holding mixed appointment, it 
was submitted that as they are in fact district medical officers 
of health for at least a part of their time they should be 
remunerated as medical officers of health ana should not be 
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paid less because for part of their time they do other public 
health work as well. This principle was embodied in the 
Askwith Agreement.. 

Evidence on the effect the concession of the claim would 
have on the remuneration of officers in post was put 
before the Court, and it was submitted that the average 
increases would be comparable to average increases in the 
remuneration of assistant medical officers, senior medical 
officers, and medical officers of health resulting from award 
No, 2285. ' 3 

i Implications of the Salary 


9, On behalf of the management side of the Whitley 
Councils for the Health Services (Great Britain) Medical 
Council “C” it was submitted that the main issue between 
the parties when they were before the Court in 1950 was 
whether the doctors in local health services should be 
treated for payment by the “rate for the job” principle 
within the hierarchical conception or whether they should 
be related to general practitioners and consultants. The 
management side’s contention was then, as it is now, 
that the basis of assessment of a medical officer’s pay 
should be according to his responsibilities—that is, his 
place in the hierarchy., It was submitted that this principle 
was adopted in the award of the Court and that what has 
now to be done is to fit the intermediate ranks’ into the 
framework established by the Court. Whereas, however, 
the medical officer of health, the senior medical officer, 
and the assistant medical officer were readily identifiable 
descriptions of officers, the descriptions of the officers now 
under consideration follow no regular pattern, and their 
position and degree of responsibility in the hierarchy in 
relation to those above or below them vary enormously, 
and therefore the “rate for the job” principle cannot be 
predicated merely by their description. The internal 
organization of local authorities varies according to their 
functions, the size of their population, the size and nature 
of their area, the extent to which other authorities, district 
authorities, come within the area, and the extent to which 
hospital organization may be in, or available to, the area. 
Evidence in support of this statement was put before the 
Court, and it was submitted that the only method of deal- 
ing with the problem of applying national rates of pay to a 
multiplicity of permutations and combinations of local con- 
ditions is by grading, which has been adopted in other 
branches of local authority administration. A note by the 
management side on grading was put before the Court. 

10. As against the recommendations put forward by the 
staff side it was pointed out that some officers described in 
the returns furnished by, local authorities as deputy medical 
officers are in fact receiving the same or less or very little 
more than assistant medical officers. The title is adopted in 
order that they may perform certain statutory functions on 
behalf of the medical officer of health, but they do not 
occupy a full deputy position. Others so described were 
deputies in the full sense of the term, sharing fully with the 
medical officer of health the day-by-day functions and 
responsibilities of a medical officer of health. The manage- 
ment side regarded the definition contained in the recommen- 
dations as unsatisfactory and preferred that used in the 
Askwith Agreement. As to the salaries claimed for deputy 
medical officers of health, it was shown that under the Askwith 
Agreement they received 60% of the minimum commencing 
salary of the scale for the medical officer of health. The 
claim was therefore an inflated one ; moreover, the percentage 
would exceed 75% at the maximum of the scales, and the 
deputy would be given the benefit of a part of any remunera- 
tion which the medical officer of health! might receive by 
reason of his personal qualifications. Ih the view of the 
management side it would be preferable, ıf a system of 
grading was not to be adopted, to remlunerate the deputy 
by an addition of, say, £100 to the salalry which he would 
be receiving as an assistant medical officer or senior medical 
officer as the case might be. As to hk dıvisional or area 
medical officers, it was stated that thee were very few of 
these who did ot also carry out other functions, including 
those of district:medical officers of hgalth—-that is to Say, 
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did not hold mixed appointment of one sort or another. If 
a grading system was not adopted a very precise definition 
was essential because of the great variation in the functions 
of these officers under different authorities., The salary claim 
for the divisional or area medical officer was higher than that 
awarded to the senior medical officer whose appointment was 
restricted to areas of over 250,000 population, yet the claim 
contemplated divisional officers in areas or divisians with 
less than that population which were a part only of a local 


_ authority area. 


As to the claim in respect of mixed appointments, it was 
pointed out that if an assistant medical officer spent a mere 
fraction of his time as a district medical officer of health he 
was to be paid the full scale of a district medical officer of 
health. It was true that this was the position undér the 
Askwith Agreement, but at that time there were very few 
mixed appointments, and the functions of district medtcal 
officers of ‘health were then much more important and 
approximated to those of the medical officer of health. 
Their duties at present are more purely environmental, and 
they are not now responsible for the personal services, such 
as the school medical, ambulance, midwifery, care of the 
blind, etc. In these circumstances the claim was demon- 
strably excessive. 

11. In support of the management side’s proposal it was 
pointed out that for the purposes of the officers concerned 
1n the present proceedings the scales numbered 1 and 2 were 
not relevant and the scales with a minimum above £1,000 
would be applicable to medical officers of one kind or 
another at present under consideration. The scales numbered 
5 and 6 are together roughly the equivalent of the senior 
medical officer scale already fixed by the Court. There must 
be provision for officers who fit in between the assistant 
medical officer scale and the senior medical officer, scale and 
for officers who come in above the senior medical officer 
scale and below the medical officer of health scale. There 
are cases where officers are doing more responsible work 
than assistant medical officers but less responsible than that 
of senior medical officers, and some provision ought to be 
made for them. Similarly, there should be provision between ‘ 
the senior medical officer scale and the highest scale to accom- 
modate officers whose functions exceed in importance those 
of senior medical officers but are less than medical officers of 
health in higher population areas. It was contended in 
regard to deputy medical officers of health that this method 
of fixing the salary provides the maximum flexibility to 
accommodate varying conditions. The scales proposed for 
grades 3 and 4, being above the assistant medical officer and 
below the senior medical officer, would be available for local! ‘ 
variations for deputy medical officers in the lower popula- 
tion ranges, and grades 5 and 6 above the senior medical 
officer would be available for the higher population areas. 

It was demonstrated from returns furnished by local 
authorities that the officers concerned in the present claim 
have different functions under different local authorities, 
and therefore the only appropriate way of fixing their salaries 
according to their responsibilities—i.e., “the rate for the 
job "—-would be to provide a number of scales as the 
management side proposed among which each local 
authority could choose the appropriate one for each of their 
officers in the categories under consideration, with a right 
of appeal for any officer who, considered he had been 
wrongly graded. It was not accepted by the management 
side that the machinery for appeals was ineffective, as the 
staif side had contended. It was pointed out that the pro- 
cedure provided that a person dissatisfied with his grading 
could first of all apply to the employing authority. If dis- 
satisfied with their decision, he could go to a regional appeals 
committee consisting of equal numbers of management and 
staff. If the matter was not agreed there it could go to the 
Medical Whitley Council, and finally it could be referred to 
arbitration. In answer to the staff side’s objection that no 
arbitration agreement had been made by the General Council 
of the Whitley Councils for the Health Services, an under- 
taking was given that the management side would agree to 
arbitration before an independent body. 
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12. In the course of the hearing it was confirmed by both 
parties that any scales of salary awarded by the Court as the 
eresult of these: proceedings would apply in the same way as 
, those awarded upder award No. 2285 as regards their date 
of operation and the assimilation of officers in post. 


; , The Award ; 7 

13. The Court have given careful consideration to the 
evidence and submissions made on behalf of the parties and 
award as follows: 

(a)y Medical officers duly appointed as deputy medical 
officers of health in the general administration of the public 
health service and the carrying out of the various Acts, 
by-laws, orders, ‘rules, regulations, etc., required to be or 
usually administered by the medical officer of health, shall 
receive a commencing salary which is 664% of the minimum 
of*the scale adopted by the employing authority for the post 
of medical officer of health in accordance‘ with award 
No, 2285, with annual increments equivalent to those of the 
medical officer of health. 

(b) Medical officers, not acting as county.district medical 
officers of health, duly appointed as divisional or area 
medical officers for divisional administration of the health 
services (including the school medical service) shall receive a 
commencing salary of £1,250 per annum rising by annual 
imcrements of £50 to £1,650 with the following additions 
according to the population of the division: 


£ 
Not exceeding 150,000 =a xi . 50 
3 $e ,000 ees 158 
` 400,000 250 
Over 400, 000 Atdiscretion 


(c) Medical officers, being sisaiatiat medical officers or 
divisional or area medical officers under a county council, 
acting as district medical officers of health (either for single 
or for combined districts) for a definite proportion of their 
time shall receive as regards the salary relating to county 
council work the appropriate proportion (calculated in 

‘accordance with the Spens formula in respect of the con- 
sultants) of their salary as assistant medical officers, 
divisional or area medical officers, as the case may be, plus 
the appropriate proportion of the salary fixed for county 
district medical officers of health under award No. 2285, and 
a similar proportion of £100. 

(d) The scales of salary herein awarded shall be applied as 
from October 1, 1950, in like manner to those awarded in 

. award No. 2285. 

(Signed): G. C. Honeyman, Chairman. 

G. Maurice Hann. 
Wo. E. C. LAZENBY. 
N. W. COLEMAN, Secretary. 


ACCEPTED BY COMMITTEE C 


Whitley, Committee C (the public health committee) has . 


accepted the Industrial Court’s award, and has recommended 
all local authorities to put it into operation. The committee 
has sent the following letter to all local authorities in 
England, Wales, and Scotland. 


“With reference to M.D.C. Circular No. 1 dated January 29, 
1951, jwe have to advise you that, as the further negotiations on 
the salaries of deputy medical officers of health, divisional or 
area medical officers, and medical officers holding mixed appoint- 
ments failed to result in agreement, the matters in dispute were 
referred back to the Industrial Court for determination. The 
resulting award (No. 2321) of the Industrial Court, a copy of 
which is enclosed for information, was considered by Committee 
C òf the Medical Whitley Council at a meeting held on May 16, 

‘ 1951. The committee accepted the award and recommend all 
local authorities to put ıt into operation. 

“ Local authorities concerned are asked to note that, for the 
time being, the salaries set out in paragraph 13 (b) of the award 
should be regarded as applicable only to divisional or area 
medical officers whose responsibilities cover the whole range 
of the health services including the school medical service. The 

_ position of divisional or area medical officers whose responsibili- 
ties are of lesser extent is still under discussion by Committee C. 

“Pnnted copies of the Industrial Court award may be obtained 

from H.M. Stationery Office.” 


i 


. cants appealed t 


GENERAL PRACTITIONERS’ 
REMUNERATION i 
A meeting of the General Medical Services Committee was 
arranged for May 24 ın order to discuss the expected state- 


ment from the Ministry of Health on general practitioners’ 
remuneration, 





“HOSPITAL MEDICAL STAFF - 
TERMS AGREED BY WHITLEY COUNCIL 


The Medical Whitley Council Committee B has considered 
various matters affecting the terms and conditions of service 
of hospital medical staff and has reached the following 
agreements: 


Locumtenents Arrangements —Where a practitioner other 
than a consultant does ditty as a locum for a consultant, the 
appropriate fee shall be 34 guineas. 

Domiciliary Consultations——Where a part-time officer 
called for a domiciliary consultation sees several cases on the 
same occasion in the same residence or institution, a reduced 
fee of 2 guineas shall be paid for the second and subsequent 
cases, with an overall maximum of 10 guineas. 

Medical Examination on A ppointment-—A candidate for 
appointment who fails to pass the medical examination shall, 
if he so desires, be given the opportunity of undergoing a 
second medical examinatidn conducted. by’ one or more 
doctors approved by the appointing authority, any fee for 
the second examination being payable by the candidate 
concerned, 








GENERAL PRACTICE IN SCOTLAND 
MORE DOCTORS NEEDED ` 


According to the Second Report of the Scottish Medical 
Practices Committee, the number of doctors in Scotland 
providing general medical services and maternity medical 
services in the National Health Service was 2,030 at July 1, 
1950, as compared with 2,006 at December 1, 1949. Also 
at July 1, 1950, there were 290 doctors providing only 
genetal medical services, 5 providing only maternity medi- 
cal services, and there were 84 on medical lists for limited 
purposes. 

During the past year the committee granted 134 applica- 
tions to be placed on medical lists. One hundred and fifteen 
practices became vacant by the death or resignation of the 
doctor. Of these, 25 were filled by the selection of a new 
doctor following advertisement of the vacancy and 17 by 
the assumption of a new partner, either immediately or 
after a waiting period, or by the selection of a successor 
without advertisement of the vacancy. Of the remaining 
73, which were considered to be too sinall to attract a new 
doctor to the area, 39 were transferred to another doctor 
(or doctors) already on the medical list of the area, and in 
the other 34 the patients were advised to choose another 
doctor from the area list. - 

In six cases the committee rejected applications to join 
a medical list on the grounds that the number of doctors 
undertaking to provide services in the ared or part of the 
area concerned already adequate. Three of these appli- 
the Secretary of State against the còm- 

Two appeals were dismissed, while the 
maining case is still awaited. 
three appeals were made to the Secretary 


mittee’s decision. 
decision in the 
During the yea 


» of State against |t} e committee’s decision to select a particu- 


lar doctor to fill a}practice vacancy. In none of these cases . 
was the appeal a ama 


‘Difficulties of eis 


The committee clonsiders that a successful and enduring 
partnership can besit be formed only after an initial period 
of association and 5 ciate the status of principal and 


` 
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assistant being the most satisfactory form of pre-partnership 
arrangement. There has. beèn no influx of medical practi- 
tioners into areas where the need for additional doctors was 
said to be clearly established. The committee points out 
that there may be two causes for this—first, the financial 
stringency to which a doctor is subject unless: there is a 
nucleus of practice to which he succeeds, and, secondly, ‘the 
great difficulty of getting adequate accommodation. In view 
of the high prices of houses “the initial cost of starting a 
practice may well be an intolerable burden to a young 
practitioner.” The committee would like to see more 
partnerships formed to mitigate these difficulties. It 
suggests that the “executive council and local medical 
committee of areas which offer most scope for - new 
entrants should consider the matter, and that efforts 
should be directed to attracting new doctors by methods 
which will secure that they shall have their knowledge 
ability brought immediately into ne service of the. 
unity. 


Areas Needing More Doctors 


The committee does not regard any area as “closed,” 
and it has provided the following lists of places where the 
need for additional doctors would appear to be either 
established or desirable. 


Executive Council Areas, or Parts Thereof, Where thé Need for 
Additional Doctors Would Appear to be Established 


County of Dunbarton Dumbarton; Alexandria/Renton. 


County of Fife Buckhaven, Methil, and East Wemyss; 
Dunfermline, Rosyth, Inverkeithing, 
Charléstown; Cowdenbeath, Lochgelly, 
Lochore, Glencraig, Kelty, Cardenden, 
Crossgates. A 

Galloway Stranraer. - + E 

County of Lanark | Airdrie, Bellshill. 

Lothians and Peebles Musselburgh ; “Bathgate. 

County of Orkney Kirkwall. 

County of Renfrew Paisley ; Johnstone; Port Glasgow. 

County of Ross and Barvas. 7 


Cromarty - 
Counties of Stirling 
and Clackmannan 
{ 
Executive Council Areas, or Parts Thereof, ‘Where Additional 
Doctors Would Appear to be Desirable 


Counties of Aberdeen Laurencekirk; Ellon. 
and Kincardine 


Bannockburn ; Falkirk; Grangemouth. 


County of Angus ` - Forfar. 
County of Caithness Wick. 
County of Dumfries Annan; Dumfries. í 
County of Dunbarton Clydebank. 
Galloway Whithorn. 
County of Inverness + Inverness. 
Lothians and Peebles- Armadale; Bo’ness ; Haddington ; 
Tranent. 
Counties of Perth and Blairgowrie; Stanley and Bankfoot. 
Kinross 
County of Ross and Ullapool. 
Cromarty : i 
Counties of Rox- Galashiels - 
burgh, Berwick, and , 
Selkirk 


Counties of Stirling Aloa; Kilsyth; Stirling. 
and Clackmannan 


County of Zetland Lerwick and the Island of Bressay. 


1 
These lists are not regarded ás comprehensive; many 
industrial districts should have more doctors, and there 
are also other parts where additional, medical strength 


. would be beneficial. 


Housing difficulties, the committee reports, seem to be 
inevitable in the framework of the present Health Ser- - 
vice. Now that the sale of goodwill is forbidden, the com- 
mittee finds there is no incentive for a retiring doctor to sell 
his house to an incoming one, and the penal clauses of the 
Act may tend to dissuade representatives of a, deceased 
doctor from selling the house to the suécessor. The com- 
mittee urges executive councils to consider how best they 
_ can overcome the difficulty. 7 





MEDICAL JOURMAL 
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'y Remote Districts. 


There has been some difficulty about selecting the right 
type of doctor for vacanéies in remote districts with only £ 
limited population. Applicants. for this type of vacancy 
have in general been fairly young with relatively little 
experience in general practice. The committee feels that 
if a young doctor is appointed to an isolated practice where 
the volume of work is limited he should not be encouraged | 
to stay too long. But practices of this type might appeal to ` 
older and more experienced doctors, who after a term of ' 
busy practice might like to change, to one less arduous. 
The committee suggests that executive councils and local 
medical committees when arranging to. fill less remote 
vacancies should give special consideration to applications 
from doctors already serving in remote districts. 

The members of the Scottish Medical PracticeseCom- 
mittee are Dr. A. F. Wilkie Millar (chairman), Dr. J. R. 
Anderson, Dr. Ian D. Grant, Dr. Walter Jope, Sir William 
Marshall, and Mr. H. A. Shewan, hue 


t 





REGIONAL . APPEALS MACHINERY 


MORE SUCCESSFUL APPEALS n 


There has been more success in regional appeals, and 
two were heard last week. Both were concerned with 
the determination of the starting salary of consultants. 

One, a gynaecologist, was afforded seniority from the 
date of his first’ appointment in the region in which he 
now serves. In actual fact he had accepted a hospital staff 
appointment with full clinical responsibility three years 
before in another part of the country, and the dispute 
centred round the question whether this was an appoint- 
ment of that nature. Evidence was submitted to the effect’. 
that it was, and the regional appeals committee decided 
unanimously to allow the appeal. E 

. The second case concerned the seniority of a consultant 
pathologist, and this was a most difficult decision, for the 
question of full clinical responsibility when applied to a 
pathologist is hard to determine. However, evidence was 
brought to show that this consultant was one of undoubted 
seniority and had received wrong assessment; and the com- 
mittee again unanimously: decided to allow the appeal. 

A third case was brought up in another region, but before 
it could be considered by the appeals committee the regional 
board reversed its previous decision, and the appropriate 
adjustment was afforded. 

These successful regional appeals have given considerable 
satisfaction not only to the individuals themselves but to 
their colleagues in the region. ý 


, 
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EXAMINATION -UNDER LUNACY ACT í 
FEE MAY BE CLAIMED 

A general practitioner may claim a fee when he is called 
in by a justice of the peace under Section 16 of the Lunacy 
Act, 1890, to examine an alleged lunatic. He may claim 
fee even though the person examined is on his medical 4 
Thig duty is not considered to'be part of the National 
Service. The Ministry of Health has agreed to t 
ment in response to representations made by, 
Medical Services Committee. 

















PSYCHOLOGICAL MEDICINE 
A discussion on “ Aims’ of Future Legis 
Health ” will be held at the annual me 
logical Medicine Group on Monday, 
B.M.A. House. Dr. J. B. S. Léwis 
Dr. C. Kenton will open the discu 
as many members of the Group as 
attend, and non-members of the 
` f 
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CONFERENCE OF HONORARY 
SECRETARIES |» 

. THE EXTENDING WORK OF. THE ASSOCIATION 
Honorary secretaries of BeM.A. Divisions and Branches 
` gathered for a day at Headquarters on May 17 under the 
i chairmanship of Dr. J. INGLIS CAMERON (Glasgow). Most 
of the day’ was devoted to a conference, and there was an 

‘+ informal dinner in the evening. 
In the Chairman of Council’s enforced absence, Dr. J.: A. 
PripHaM, chairman of the: Organization Committee, wel- 


comed the visitors. During the last 12 months, he said, , 


the composition of the Council and the method, of election 
jethereto had been’ considerably altered. The main change 
was that constituencies were made smaller for the purposes 
of election and the number of directly elected members was 
4% increased. ' This was designed to bring members of Council 


/ + more closely into contact with members in the Divisions. 


“We expect you to make use of your member of Council, 
to let him have the agenda of your meetings, and to send 
him specific invitations.” 

Dr. Pridham went on to sketch the work of the “ autono- 
mous ” committees. In the General Medical Services Com- 
mittee the question of remuneration of general practitioners 
in the National Health Service had overshadowed everything 
else. The conversations with the Minister had now reached 
an ‘important stage. Another matter which had engaged the 


` serious attention of the committee was the setting up by the ~ 


Central Health Services Council, without any consultation 
with or reference to the body representative of general 
practitioners, of, a special committee to study the condi- 
tions of general’ ‘practice, including methods of remunera- 
tion. This step was viewed with much dubiety, and until 
the situation cleared it was hoped that local medical com- 
mittees and Divisional executives would refrain from proffer- 
ing evidence.’ The Central Consultants and Specialists Com- 
mittee had also had a busy year, occupied, among: other 
subjects, with the position of registrars and with the 
S.H.M.O.. grading. On the Public Health Committee 
remuneration had again been a principal subject. He 
reminded the Conference of the vigorous action taken 
in support of the doctors in Durham in face of the “ closed 
shop” policy of the county council. Finally he referred 
to the British Medical Guild. The areas where there was 
no local Guild organization were now very few. 


, The Work at Headquarters 

Dr. A. Macrag, who received a special welcome on this 
the first occasion on Which he had addressed the Conference 
as Secretary of the Association, gave some indication of the 
very diverse matters which reached the Association every 
day, and went into the portfolios of one or other of his 
secretarial colleagues. The work in the office was split up 
on a committee basis. The Secretary of the Association 
himself did as little detailed committee work as possible, 
ı but was supposed to keep himself informed of all that was 
going on in all the committees. Each secretary was 
responsible for a group of committees. But although the 
work was departmentalized, each member of the staff was 
required to have, in addition to his own specialized know- 
dge, a general knowledge of what was.going forward, 
ecially in the medico-political field. The more impor- 
spondence circulated around the office day by day, 
onference was held once a Week. Much time 
in giving individual help and guidance to 
ide range of professional and personal prob- 
pdical staff was helped by clerks and personal 
fone of the things which had impressed him 
time he came into the office 16 years ago 
ich the clerical staff absorbed the B.M.A. 

d a real enthusiasm for their work. 






















hommittee, now approaching its jubilee. 
s, and the number of committees 
ith the Scottish office in one way or 
e utmost endeavour was made to 


KKER, Scottish Secretary, spoke of the © 


co-ordinate the work in London and in Edinburgh. Dr. J. T. 
McCurcHeon, Assistant ttish Secretary, said he spent 
half his tıme at the regional office in Glasgow, on the affairs ' 
of the Glasgow and West of Scotland Branch, and the other 
half in Edinburgh, where he was secretary of the General 
Medical Services (Scottish) Subcommittee. ' 


yy 


The General Medical Services Committee 


Dr. D. P. STEVENSON, Deputy Secretary, then gave some 
account of the work of the General Medical Services 
Committee—an enormous committee, alike in size and pro- 
ductivity. It met frequently, often at intervals of less than 
a month. Its subcommittees were concerned, among other 
matters, with rural practice, the training of assistants, disci- 
plinary machinery, general practitioners in cottage hespitals, 
and “unestablished ”. practitioners. 

He referred to the recent conversations with the Minister. 
A letter was expected from the Ministry embodying the 
results, and the matter must be regarded as confidential 
pending a special meeting of the committee. Various ques- 
tions were asked with regard to the remuneration position, 

„and Dr. Stevenson pointed out that the general practitioner 

was the only member of the professional side of the National 
Health Service to whose remuneration a ceiling was attached. 
In reply to one member who'had expected that the £23m. 
saved on*the Service as the result of the Chancellor's’ pró- 
posals concerning dentures and spectacles might have been 
used to put general practitioners’ remuneration on a proper 
basis, Dr. Stevenson replied that, as he understood the posi- 
tion, this additional money was required for the hospital 
service. Asked whether hope had been abandoned of making 
any increase retrospective, Dr. Stevenson replied ‘that that 
was part of their claim. 

Dr. A. C. E. BReacu (Bromley) said that he felt that they 
were all, like the General Medical Services Committee itself, 
too much bogged up in detail. Surely they agreed to enter 
the Service on the promise of a square deal. Had they 
received it ? 


Division Finance 


Dr. L. S. Porrer gave an account of his work in onnenn 
with the Organization and Private Practice Committees. 
Concerning the former, he mentioned the Grants Subcom- 
mittee, which allocated the capitation grants to Branches, the 
Branches in turn allocating to Divisions. He impressed upon 
secretaries the need for taking-into account the amount of 
money which was standing to the credit of Divisions, He 
had found that something like £10,000 of Association money 
was lying more or less frozen in divisional accounts. There 
had been a tendency for Divisions to accumulate credit , 
balances. In six Divisions with a total membership of 3,000, 
no less than £1,100 of Association money was lying idle. 

Some discussion ensued om the question of stimulating 
attendances at Division meetings. One secretary had found 
that clinical meetings at the local hospital brought a good 
attendance, and members remained for medico-political dis- 
cussion. Other suggestions were more mundane. One 
secretary said that he found a cocktail party ensured an 
almost 50% attendance, 

Asked what was going to happen to divisional accounts 
when regional offices got fully into! operation, Dr. Potter 
said that they were gradually learning to what extent diver- 
sions were likely to take place. For example, one Division 
which had a regional office in its area showed £82 expenses 
in 1949 and only £16 in 1950. It was in that order that 
things were working out. 

As secretary of the Private Practice Gommittee, Dr. Potter 
said that the number of practitioners in the United Kingdom 
who were engaged only in private practice was 556. 

The other Assistant Secretaries had an equally full and 

‘interesting story to tell, but as it was already early evening 
they had to do it ‘under pressure of time. They were 
Dr. AGNES KELYNACK, who descnbed her work with the 
Public Health, Occupational, and Charities Committees ; 

- Dr. E. E. CLAXTON, principally the Central Consultants and 
Specialists Committee ; Dr. E. Grey TURNER, bringing into 


a 
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. 
view wider horizons, with his visits to Overseas Branches and 
his contact with Commonwealth and international affilia- 
tions; and Dr. S. J. HADFELD, secretary to the Central 
Ethical Committee, who gave an account of its work. 


Dr. F. E. Goutp (Birmingham) asked why the head office had 
waited so long before asking Divisions to put into operation the 
revised ethical rules which were passed at the last Annual Repre- 
sentative Meeting, and whether a special general meeting of 
Divisions was necessary. The Secretary replied that the rules 
were approved at the adjourned A.R.M. in September. The delay 
had been largely caused by printing difficulties. The rules formed 
a very long and detailed document which had to be examined 
very carefully, and it was only during the last ten days or so 
that the final print could be sent out. There was no need for a 
special general meeting to be called for the adoption of the rules ; 
they could be adopted at any general meeting. The Representative 
Body had said that it would not take responsibility for any 
ethical proceedings after July 31 of this year except under the 
revised rules, but in view of the delay in getting them out to 
Divisions he thought a pomt could be stretched. It was in 
only three or four Divisions each year that a case arose in which 
an inquiry had to be undertaken. 


Recruitment of Doctors 


The North of England Branch brought forward the 
question of the recruitment of doctors in the event of a 
national emergency. It was felt in this area that the work 
done by the old Local Medical War Committees was beyond 
reproach, and that these should not be supplanted by untried 
organization. 

The question of the introduction of a lay element into the 
local medical war committee brought forward diverse 
opinions, but the Conference was averse from taking any 
vote on the subject. One speaker wanted an assurance that 
the new scheme would impose more or less equality of 
sacrifice as between practitioners in different areas “and as 


“between general Practitioners and other members of the 


profession. 





THE PRESIDENT'S ADDRESS 


It is hoped that many members of the Association, apart 
from those attending the Annual Representative Meeting, 
will honour the new President, Dr. A. W. S. Sichel, of 
Capetown, by their presence at the Adjourned Annual 
General Meeting on Wednesday, June 15, when Dr. Sichel 
will deliver the President’s Address. 

The meeting will be held in the Central Hall, Westminster, 
at 8 p.m., and will be followed at 9.15 p.m. by the Presi- 
dent’s Reception in the same building. Both functions are 
open to members of the Association and their ladies, so 
far as space permits. Admission will be by ticket, and 
members wishing to be present should apply to the Secre- 
tary of the Association at B.M.A. House, stating the number 
of tickets desired (a) for the President’s Address and (b) for 
the President’s Reception. 
and academic robes will be worn. 





ASSOCIATION DANCE 


A dance open to all members of the Association and their 
ladies will be held at 9.30 p.m. on Wednesday, June 13, at 
the Dorchester Hotel after the Representatives’ Dinner. 
Light refreshments will be served, and dancing will con- 
tinue until 12.30 am. Members are invited to apply for 
tickets (10s. each) as soon as possible to the Secretary, 
B.M.A. House, Tavistock Square, London, W.C.1. 


Correction.—Minimum Salary for Assistants: In paragraph 206 
of the Supplementary Annual Report of Council (Supplement, 
May 12, p. 183) the word “ (indoor) ® should be deleted. 
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Evening dress with decorations ' 


Correspondence 








Barred from Medical Lisfs 


Sir,—I am genuinely alarmed and worried by the findings 
of the Tribunal as reported in the Supplement of May 19 
(p. 206) and I do hope that at least some discussion will take 
place on the point I wish to raise. The Tribunal had 
unanimously decided that there was no negligence on the 
part of the doctor and that the deceased did not die as a 
result of any negligence or lack of professional skill on the 
part of the respondent. There was no failure on the doctor’s 
part to give such treatment as might have saved Mrs. Smith’s 
lıfe. The doctor’s failure to visit her did not cause or 
contribute to her death. Yet, Sir, after considering all the 
facts of the case the Tmbunal was unanimously of the 
opinion that the doctor ought to have visited Mrs. Smith 
when asked to do so by her husband and that he had no 
reasonable excuse for not doing so. 

While the harsh (and novel) sentence may or may not have 
been properly deserved—there were three previous cases 
against the doctor taken into account—I fail to see how any- 
body could reconcile the sentence with the first part of the 
Tribunal’s findings, and how the Minister could dismiss the 
appeal in the face of such a glaring incongruity of the two 
parts. It would be interesting to know what would have 
been the Tribunal’s verdict if Mrs. Smith had not died. 

If the first part was true (?), then in future which doctor 
will ever be safe to refuse a visit, however frivolous, trivial, 
and unnecessary, for fear of being barred from practising 
medicine under the National Health Service from Land’s 
End to John o’ Groats? There are other extraordinary 
and inexplicable features in this case: that call for clarifi- 
cation and that make one Tegret that the doctors did not get 
the “reference to courts” granted by the Act. May we 
hope, Sir, that some editorial expression of opinion will be 
forthcoming on this most disquieting position that has now 
been created ?7—I am, etc., 


London, W 10 GEORGE DE SWIET. 


i The Prices Spiral 

Sm,—As the prices of commodities essential to general 
practice (petrol, cars, and soon’ telephones and postage, etc.) 
continue to rise in a sharp spiral, the G.P. himself is slowly 
being crushed out of orthodox practice. Unlike any other 
trade or profession he is unable to meet these new price, 
increases by increasing his fees, which are of course in the 
main fixed by the Government. The G.P., therefore, if 
he wishes to keep out of ever-increasing debt must effect 
economies which greatly lower his standard of practice. 

Owing to the increased cost of transport and its main- 
tenance patients who live at any great distance will be visited 
at the barest minimum or asked to transfer to a more local 
man, which of course nullifies the free choice of ‘doctor. 
The great increase in the clerical costs of practice—i.e., 
telephones, postage, and printing—will, when their effects 
are fully felt, necessitate essential economy in any secre- 
tarial assistance, and so a decline of a very important adjunct 
to general practice will ensue (adequate and efficient records, 
etc.). The maintaining of an adequate standard of comfort 
in surgeries and waiting-rooms is almost precluded by the 
increased costs of repairs and renewals to furniture and 
interior decorating, and heating Must of necessity be kept 
to the minimum. \, 

The replacing of essential instruments is becoming a 
luxury, and one is even forced into making uncomfortable 
economies on such items as hypodermic needles. New medi- 
cal methods and improvements such as are advertised in 
the Journal are looked at with envy, and the annual holi- 
day so necessary to prevent mental, staleness is nothing but 
an increased financial burden if a locum has to be found 
at 14 guineas a week plus. 

These, then, are some, but certainly not all, of the items 
that are ‘contributing insidiously to the deterioration of 
general practice, and no amount of platitudes by the 
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Minister and our responsible leaders can save the situa- 
tion. Immediate action is called, for, if we are not $0 
e become oppressed “ third-raters.” 

We should fylly appreciate the attitude of ear 
Ministers, one of whom, is reported as having said at Oxford 
recently that doctors are to blame for costly prescribing. 
Guilty men, we were called. This is typical of the complete 
lack of insight into the G.P.’s problems, where costly pre- 
| scribing has been inevitable during a severe winter and 


.- an influenza epidemic with the added stress of rationing and 


„poor. heating. 
I beleve that the Sonais that be are not fully aware of 


‘> the gravity of-the ’situation, and Dr. G. A. Powell-Tuck’s 


~ 


. excellent ser ae May 5, p. 179) calls for deep 
considerations: am, ste 
Shupley, Yorks , J, A. FRAIS. 
. * v 
af 


‘dines Addresses f T 


consider to be due tọ, them- following the šolemń ` Sen 20 Wed 
“Area. later meeting it was yi 


taking givént by the- Minister: 


my view no publicity campaign by the B.M.A., which inci- 


to achieve anything approaching the success which could 
be hoped for as the result of legal action. The cost incurred 
would be well worth it, and in any event considerable sums 
would .be necessary to publicize effectively our position: 
Furthermore, whatever the result of legal action, it would, 
I think, make the Minister hesitate should he have any 
further ‘designs pn our fees. Finally, I feel that few, if any; 
of the O:M.P.s would have the slightest hesitation: in 
supporting a fund for the purpose of instituting the action 
sugeestéd. +I am, etc., 

London, he. ot 1 
ter i. i í 


S. CHAPLIN. 
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Sir,~—Dr. H. G. Howitt (Supplement, April 21, ~p. 163) | Weep a ; 
draws attention to a very real grievance in that doctors are HI Ag Diary of Central Meetings 
being compelled, under threat of financial penalty, to keep Bae <5 May i 
up to date executive council registers of patients’ addresses. 28 „Mon. Psychological Medicine ‘Group Committee 12 
I would applaud his spirited attitude of taking legal action ~ ; noon. : 
against his executive ‘toyncjl, for this high-handed behaviour. 28 Mon. Psychological Medicine Group Conference, 2 p.m. 
It is depressing, however, to note that you ‘pth his letter 39 „Tues Senior Hospital Medical Officers Subcommittee, 
without editorial ,cofnmient of any kind. Who ‘are thege Joint Committee for Consultants, at Ministry of 
“ representatives of the medical profession” whd appear so : Health, 10.30 a.m. 
ready to agree with the Minister of Health: that’ ‘doctors may , 31 Thurs. General Medical Services Committee, 11 am. 
be messed about and made to actas messenger boys? =: > 31 Thurs. Jonna es (meeting postponed from May 
From time to time`I have received from executive councils’ oe 17), 2 
documents containing: -instractions to the-public qn National’ *" 31 Thorns. Ae cache ee on Statistical Returns,. Radiologists 
Health and National Insurance matters with a request that <. Group, 230 pm. . 
they be displayed pn my waiting-FOdm wali, I have written ~ Jom | i 
to the councils concerned suggesting that the PoS of ‘oat! Fri. Services Committee, 10 a.m. „5 
for the use of my wall spa¢s*would’ netpe unwelcome, bu : 
have been told ia: reply that no autori eo the pay- ` Fn: Eo T Medical Se Comte 
ment of rent, and allusion is maffe- efg th e mysterious “ répre- 10.30 a.m. > 
sentatives of the medical profession, whe,,2s usual, agree. 1 Fri. ARM. Agenda Committee, 11.15 a.m. 
with the Minister.—I am, etc., $ 1 Fri. Staff Side Committee C, 2 p.m. 
Birmingham. l W. M. ‘Fug ON. . 5 * Tues P Formular Freparations Subcommittee, Joint 
"The Secretary of the BAA” states; tid in the Society, 17, Bloomsbury ee e Lone WC, 
docto > best interests that! lists, so, far as is possible, are 2p ig 3 
, free from inflation. Under the preset arrangements - ~ the 6 Wed. Aena Subcommittee, 10.30 a.m. 
, practitioner is given an opportunity tracing the where-: 6 Wed. Amending Acts Committee, 2 p.m. 
* abouts of a patient before.his name. is removed from the 7 ‘Thurs, Central Consultants and Specialists Committee, 
-doctor’s- list; 3 Ex f 11.30 am. 
` 3 1 Ess Wed. Annual Representative Meeting, 10 a.m. 
` {E14 Thurs. Council, 9 a.m, ` 
- Supplatientary Ophyhaimic Service “14 Thurs. Annual Representative Meeting, 10 a.m. 
' Sr—The events leading up to the present situation in 1$ Fyi. Annual Representative Meeting, 930 am. 
"regard to the ophthalmic “exami ten exh ed coh : “1S, Fir, Annual General Meeting, 12.30 pm. 
well known to all At oe ration. : e gpt i 
present aim Petraes fa’ REE reeni ae i i >l Adjourned. Anaal Ga eem Meeti aad pre- 
' ophthalmic médical -ptàctitioners get a square deal; pet London, SW); Spam 
the Minister of Health, “attd at:a- recent meeting 6 Vine - igi Sat. _ Annual Representati Meeting, 9.30 a.m. : 
ophthalmic profession it jas bioposed that action bel ikea « iG Sat. Comneil (at‘cpdciusi¢h of AR.M)). 
in the courts to tty- td fécgverkees which the O:M.P.s "HE Sat. Overseas Corfewvenc3 30 p.m. A 


Assistants and Young Practitioners Subcommittee, 
General Medical Services Committee, 3 p-m, 


stated that the Ophthalmic Group Committee had arrived at an 7 


the conclusion that it was unlikely. to succeed. in: such an , 


action. 

This may or may not be the case. It was thought that - 
publicity would be more likely to achieve some result, but 
what better publicity coyld one have than legal action against ` 
the Minister? The reports ‘of the proceedings would be- 
meat and drink to the Press. 


The average man in the street is not interested in the ` 


‘slightest degree whether the examination fee is 25s. or 1s., 
but what he.is concerned with is fair play and a square deal, 
honesty of purpose, and the sanctity of the spoken promise, « 
especially when made by a Minister of the Crown. And in 


'y Branch dnd Division Meetings to he | Held 


BOURNEMOUTH Drvision.—At Royal Victoria Hospital, ~Bos- 
combe; Friday, May 25, 8. 15 p.m., address by Dr. Keith Simpson: 
s Crime: Reconstruction.” 


Co OVENTRY DIVISION —At Copt Heath Golf Club, Knowle, 
Thursday, May 31, annual golf competition. 


Norru-kast SuFFOLK Drivision.—At Lowestoft and North 

’ Suffolk Hospital, Sunday, June 3, 3 p.m., annual general meeting. 

SUTTON COLDFIELD Division.—At Beau Desert Golf Club, 
Sunday, June 3, 2 pm., annual golf meeting. 


Swansea Drvision.—At Osborne Hotel, Langland, Thursday, 
May 31, 7.30 pm, annual meeting. 
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dentally shows no indication of being initiated, is likely ` 


“a 


` 


k _ BRITISH MEDICAL J OURNAL 


4 


p> 


\ 


SUPPLEMENT TO THE 


LONDON SATURDAY JUNE 2 1951 p 





‘CONTENTS ues 





General Practitioners’ Remuneration -^ - ÈÌ% 217 N.S. in London - à - -* TES > 222 
Spi ha Comicl- - - = +) = oe Tuberculosis and the N.H.S. $ - ox = nie + 222 
o - - - -t> resi i =- = `e = p 222 
Teaching Hospital “Appointments - - <3. 20 peng ny Aires and Reception -, < g. 7 
Appointments to Regional Hospital Boards `- ` - 220 , 3 EO es a 8 
Review of S.H.M.0O.s ee tg ag A ‘A.R.M., 1951: Motions«and Amendments: - .- 223 
Review of Registrar Appointments - - -*~"." 221 Correspondence - - - - - = - 227 
Public Health Salaries - - - - - - 221 Association Notices - - - => ~ - 228 
i LE, ie. 


B GENERAL PRACTITIONERS’ a a 


REMUNERATION 2 


The General Medical Services Committee at its emergency 
meeting on May 24 received a report of the interview 
between the Committee’s representatives and the Minister- 
of Health and Secretary of State for Scotland on May=9, 


., and also the Ministers’ written proposals on the remunera- 
raar, tion of genera] practitioners in the National Health Service. 


The Committee felt unable to accept the proposals in the 
form presented. The Committee’s observations have been - 
sent.to the Ministers with a request for an immediate reply, 


my 


The sudden: and unexpetted™uféath of Sir Leonard Parsons ` 
.* shad removed from the Council one of their best-beloved 


members. {Brilliant in professional lachievement, he had 
brought tor every problem an honesty and simplicity of 
purpose and clarity of thought which won for him the 
admiration ‘and' affection of ‘all who knew him, 
‘Emeritus Professor Johfi Alexander, Nixon, who had died 
. on ‘March 17, had never béen a member of their society, 
but his eminent, serpes tö- medical education and to the 
Council as inspector of qualifying examinations in medicine 


- during the secgnd. world’.weit entitled him to a high place 


among théserswio-had assisted the Council to discharge their 


As soon as it is received the Committee will be called: duty to maintain the standard of proficiency required of 


together again to consider the situation in the light of the 


Ministers’ reply and to prepare a full report of the position 7 


for the information of the profession. 





GENERAL MEDICAL COUNCIL 
FIRST MEETING OF RECON D BODY 
The 185th session of the General Medical Council, which 
opened in London on May 22 under the presidency „of 
Professor David Campbell, was the first meeting of íhe 
Council as fully reconstituted under the Medical Act, 1850. 
The Council now consists, without counting those co-opted 
for dental business, of 48 members, exactly double the 
number of the first Council, which met on Néyember 23, 


1858. There are eight Crown nominees, includis¢-turee lay ~ + 
persons, of whom one is a woman, instead of five as- thetq.-tdord ee sil” 


were before the new Act, and the number of elected 
members has been increased from 7 to H. uses 


The first two days xof tié; session were occupied with , 


disciplinary cases left:,ovef from previous sessions, with’ 


candidates for, entry” TÒ the profession. 
Nev, he thought, had the President had to 1ecord in 


, any addys dhe accession of nine new members to the 


Council. in“Febragry they had welcomed Miss Florence 
Horsbrugk; MLP., Mr.“J. B. Hynd, M.P., and Dr. H. S. 
Morley as Crown pominees. In February, too, he had 
Welcomed Dr. Ji‘ H. Biggart, professor of pathology in 
Queen’s Universit¥, Belfast, and Dr. A. P. Thomson, pro- 
fessor of therapeptiqs in the*University of Birmingham, to 
succeed, respectively, Sir William Thomson and Sir Leonard 
Parsons. 7 


` 


Sınce they- last Flet, practitioners „io England, Scotland,. 


Ireland, and,, for. 


Copneil. In the Cehtrifsdimtries tho čhoice was unanimous ; 
only “in Bheland, was, ‘there acontést. It was pleasing to 

er eOtléagues had retained the confi- 
dence of those whom they, represented yand he offered 
a cordial greeting to the “iiew. members——Mr.~° Howells, 
representing the practitioners „in ‘Wales, Dr. Barrow and 


Dr. Ingram, the pradtrtioners th-Byvgland, and Mr. Ian 


certain educational busines’; and with the election of the... Grafffthe-practittonérs in Scotland. The Council would, 


Medical Disciplinary Committee of 18 members. This com- 
mittee began the hearing of disciplinary cases under the new 
procedure on May 24. . = 

The following new members were introduced: Dr. R. H. B. 
Barrow (by Dr. Waterfield), Dr. W. V. Howells (by Dr. Dain), 
Dr. J. T. Ingram (by Dr. McLeod), and Dr. Ian D. Grant 
(by Mr. Allison). š 

President’s Address 

The PRESIDENT said that since their last meeting their 

former colleague, Dr. Thomas Fraser, had passed away. He 


-had belonged to a generation which found the transition 


from general to specialist practice umhedged by serious 
difficulties, and his experience both as a teacher and as 
a general practitioner was of gredt value in their~work. 


- 


he was sure, join, hift in“offeting warmest Congratulations 
to’Dr. Boyd on the ‘honour conferred on him by His 
Majesty. It was. ‘a fitting recognition for the 
work he had done for “the public health of Northern 
Ireland. “ : ; 

Referring to “ the new epoch in the history of the Council 
which is beginning under the Medical Act, 1950,” he said 
-that since February 23 the legal name of the Council had 
been “The General Medical Council.”- This was the first 
meeting of the Council as fully reconstituted under the Act. 
When the Council first met on November 23, 1858, the first 
occupant of the chair, Sir Benjamin Brodie, presided over 
23 colleagues. Now there were 47 members of the Council 


> for medical business. There were eight Crown nominees, 


2419 


ya 
w 


ids, ‘fiat time as a separate constituency,*. 
Wales had exercised their. right to appoint members to the- 


fine ` 
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, inciuding three Jay persons, of whom one was a woman, 
instead of five, of Whom only óne was a layman , the Royal 
Cojlege of Obstetricians and Gynaecologists was separately 
"represented by another woman ; and the number of elected 
mémbers was increa$ed on April 30 from 7 to 11. 


The crucial date on and, after which persons who had’ 


“passed qualifying examinations would be required to go- 
tprough a, period of satisfactory service as house officers 
“before they could be fully registered had not yet been fixed. 


«3, ° But the Council were not hkely to be censured if they - 


v^ prepared the ground for that change with deliberate care 
>.. The’ members would be invited at this session to make 
‘sregufations -which (subject to the approval of the Privy 
Council and „to Parliamentary scrutiny) would fix the period 
Ge of service to be Tetjuired ; and to make further :egulations 
“which would determine how much of the whole period was 
Ees jọ bè spent in, the practice of medicine and how much in 
hè „practite of surgery ; how far time spent in the practice 
| of ‘atkiwifery might be counted as time spent in one of the. 
other-t&o main subjects; and what was the maximum time 
spent tù a health, centre within the meaning of the National 
_ Health Service Acts in the provision of general medical 
services or of certais out-patient services ‘which might be 
similarly reckoned ,towards the completion of the pe iod 

‘Spent in the practice of medicine or of surgery. . f4 a 
The assiduity of the first members of the Medical Disci- 


plinary Committee, ` appointed on February 2% ‘andjthe _ 


shelpfulness of the professional bodies whom ,they had 
thought it requisite to consult under Section 16 (3):of the 
Act, had enabled the Medical Disciplinary Committee 
(Procedure) Rules, 1951, to be made -by the ‘cofnmit 

on April 3, approved by Order of the Privy Council pil 


April 17, and brought into operation on April 18. THe 


_ .-Order, to which the Rules were scheduled, was now beets 
Parliament. 

Under Section 16 (2) (a) of the Act and the’ Procedtive 
Rules the Penal Cases Committee of the Council had becor 
a statutory body. The first meeting of the committee, consti- 
tuted in accordance with the Rules, had been held ‘on 
‘April 24; and the first disciplinary cases referred by them 
. to the Medical Disciplin Committee for ingtiry would 
‘bé heard by that Committee ‘on May 24. Except, there- 
-fore, for the remanet of old .disciplinary cases reserved ‘to 
the Council, the transfer of cases to the Medica] Disci- 
plinary Committee was. complete;*and on April 14. the 
committee had also become’ responsible for dealing with 
applications for restoration to.the Register after ‘disciplinary 
erasure. The Council had appointed their legal assessor, 
Mr.- C. P. Harvey, K.C., to act as an assessor to the 
“committee. gud t 
“Miscellaneous provisions of the Act which the Council 
had.-m#de operative were Section 24,- under ‘which, with 
effect from October 11,, 1950, they determined that the 
nprmal fee for registration should be 11 guineas, instead 
of £5, the amOurit-fixed- with effect from January 1, 1859; 
and Section 23, under which an Addendum to the British 
Pharmacopoeia, 1948, “was _ publish on Aptil 19 with a 
statement inserted in every ‘copy of the date, renia: ‘A, 
as from which it was to have effect!" 

Finally, ‘he announced with. great tègret , that this was ‘the 
last session at which their` Registrar would sit. “No presi- 
„dent could ‘have had an abler adviser and no council a 
more loyal and devoted servant. Mr. Michael Heseltine 
was appointed to his post in 1932. The work he has done 
since he took office-in the followmg year and the splendid 
“service he has given the Council have proved in abundant 
measure the wisdom of that choice.” After the end of June 
the office of Registrar passed into the hands of Mr.‘ Pyke- 
Lées, but Mr.: Heseltine would continue to work on the 
historical, educational, and legal aspects of the activities of 
the Council, researches'which had been his interest for many 
years ‘and which he was so well. fitted to do. 

A vote of thanks was actorded to the President on the 
motion of Sir SyDNEY Smrrn, seconded by, Dr. Hapiry. 


` 
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à Dental Business ma 

On a report from the Dental Board, the name of Daisy 
Rachel Venediger, “dentist, 1921,” of Clapham, was ordered 
to Se, erased from the Dentists Register following a com- 
plaint of direct or indirect advertising with a view to attract- 
ing patients. 

The names of Robert Stuart Smith and Frederick Wakeling 
were restored to the Dentists Register. 


The Medical Disciplinary Committee 


The Council proceeded to elect by ballot the members 
of the Medical Disciplinary Committee, 1951-2. - It was 
required that one-third (i.e., six) of the members should be 
directly elected representatives, four from England and 
Wales, one from Scotland, and one from Ireland. ‘Those 
elected were Dr. J. A. Brown, Dr. O. C. Carter, Dr: H. G ` 
Dain, Dr. E. A. Gregg, Dr. R. W. Craig, and Dr. Kane. It 
was also required that there should be two lay members, 
and Lord Nathan and Miss Florence Horsbrugh, M.P., were 
elected. The remaining 10 members were chosen from the 
rest of the Council, five from England and Wales) three 
from Scotland, and two from Ireland The following were 
elected: Dr. Russell Brain, Dr., Brocklehurst, Su Henry 
Cohen, Mr. Green, Sir Cecil Wakeley, Dr. Kerr, Sir Sydney ` 
Smith, Sir Henry Wade, Dr. Boyd, and Mr. Stoney. 

It was agreed that the committee should hold office until 
the end of the May session, 1952. 

The Executive Committee of the Council was elected by 
ballot-as follows: Dr. Brocklehurst, Dr. Clark, Sir Henry 
Cohen, Dr. Dain, Dr. Hedley, Sir Cecil Wakeley, Mr. Alli- 
son, Sir Sydney Smith, Sir Henry Wade, Dr. Boyd, Dr. Moor- 
head, and Mr. Stoney, with Dr. E. W. Fish for dental matters 
Sir Sydney Smith was re-elected chairman of business. 


Adjourned Cases 


A number of practitioners against whom certain facts 
had been found proved at previous sessions, but in whose 
cases judgment had been postponed, again appeared before 
the Council. 

Thomas Dunbar, registered as of Finlay Diive, Glasgow, had 
been found to have been convicted on two occasions, in 1949 and 
1950, of driving a motor vehicle while under the influence of 
drink. He now appeared with testimonials, and the President 
announced that the Council did not see fit to erase his name, 
and that this closed the case. 

Peter Augustine Smith, registered as of Lillie Road, London, 
S.W., had been found to have been convicted on two occasions,. 
in 1947 and 1949, of being under the influence of drink while 
in charge of a motor vehicle. He also now appeared with testi- 
monials, and the Council did not see fit to erase his name, and 
closed the case. 

Garden Hepburn Swapp. registered as of ae Street, Stone- 
haven, had been found to have been convicted on three occasions, 
in 1945 and twice in 1949, of being in charge of a motor-car 
while under the influence of drink. When this case came forward 
it was stated that, there had been a further conviction on January 
31, 1951, under the Road Traffic Act, 1930, sect. 15, and that 
Dr. Swapp had appealed and the appeal was to be heard on the 
followmg day. The Council thereupon postponed judgment 


- further until the November session. ` 


Stanislaw Gerlecki, provisionally registered as of Cromwell 
Road, London, S.W., had been found to have been convicted in 
March, 1950, of a misdemeanour In February, 1951, the Council 
postponed its judgment. On the case coming forward again at 
this session, the hearing took place ın camera, and afterwards the 
President announced that the Counci) had directed the Registra 
to erase the name of Stanislaw Gerlecki from the Register. 

Michael Kelly, registered as care of the British Medical Bureau, 
Manchester, had been found te. haje been convicted, in 
1942, 1946, and 1950, of being under the infiuence of drink while 
in charge of a car, in 1949 of being drunk on the highway, and 
in 1950 of assaulting a police constable Certificates were 
received stating thet Dr Kelly was at present in hospital and 
unable to appear. The Cc.mcil, postponed its judgment further 
until its November session. _ 2 ) 


GENERAL MEDIGAL COUNCIL ěć ; 


v; - "7 


e 219 


’ 


SUPPLEMENT To THE ` 
BRITISH MEDICAL JOURNAL 














Misleading Certification — 


mcil considered the case of Gurdit Singh Malik, 
as‘of Hailey Road, New Delhi, M.B., B.S. 1927, 
., who was summoned on the charge that in: 1948 
gave an international certificate of inoculation against 
yellow fever when in fact he had not inoculated the person 
to whom the certificate was given. 

Dr. Malik did not appear, nor was he represented, but 
letters from him were read. 


Mr. Winterbotham, solicitor to the Council, said that on June 
15, 1948, Dr. Malik gave the following certificate to Mrs. Edill 
Sydney Smith, of New Delhi: , 

“ This is to certify that Mrs. S. Smith: (Age 43, Sex Female) 
whose signature appears below has this day been inoculated 
against yellow fever (one injection). Origin and Batch No. of 
vaccins Haffkine No. 426. Signature of inoculating officer, G. S. 

alik” 

The certificate bore no date in the place where the date should 
bo inserted, but it was stated: ‘‘ This certificate.is not- valid . . . 
for more than four years from the date of the last inoculation 
+ 15-56-48 ” The certificate was forwarded to the Director- of Health 

Services, Delhi, under the regulations of the Government of 

India relating tọ the storage and administration of vaccines, and 

there it aroused the suspicion of the officials. On mquiry 

Dr. Malik stated that a certificate of inoculation against yellows 

fever had been given to Mrs. Smith at a British field hospital 

by an Army medical officer on March 31, 1947. Dr. Malik told 
her that this held good for four years and that there was no need 
d for a -fresh inoculation, but for convenience in carrying the 
ness certificates on an air journey she desired him to give her a fresh 
certificate, which he did without inoculating her. No such batch 
as Haffkine No.-426 had been issued. In a further statement to 
the Council Dr. Malik wrote that Mrs. Smith was a patient of his 
who came to him in June, 1948, for anti-cholera injections as 
thero- was a cholera scare in the city. Later she came to him 
again as she was going to Europe. She‘had had alreddy a yellow. 
fever moculation given her by an Army officer, but ‘she insisted ` 
on having a certificate written in the book containing her other. 
papers. Knowing that she was protected, he gave her the certifi- 
cate. He had explained -the matter to the Director of Health 
Services and had understood that no action was to be taken 
against him Mr. Winterbotham said that a serious view was 
taken by the Indian Government of such breaches. In this case 
the certificate might have had the effect of extending the lady’s 
period of certified protection for fifteen months beyond the four 
years for which such certificates were valid. The Government 
~had taken very elaborate precautions against yellow fever and 
the issue of such certificates defeated the object ia view 
Dr. Mahk expressed regret at bis inadvertence.- 

After private deliberation the Council found the facts proved 
to its satsfaction, and that in relation thereto Dr. Malik had 
been guilty of infamous conduct in a professional respect, and 
directed the Registrar to erase his name from the Register 


a 
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Television 7 


The President reported correspondence with the British 
Medical Association following upon a paragraph in the 
Annual Report of the Council of that body (Supplement, 
March 31, p. 113) concerning the laudatory references some- 

* umes made to, medical practitioners in announcements of 
Nua television programmes. The B.M.A. Council had deprecated 
the increasing departure from anonymity as a possible source 
of danger to the individual concerned and as being contrary 
to the best interests of the profession. The Secretary of the 
Association wrote to inform the G.M.C. that his Council had 
decided to seek an opportunity of discussing with the latter in 
‘general terms the appropriate paragraph of the Warning 
Notice with particular reference to telévision and sound 
broadcasting, and asked the G.M C. to agree to this proposed 
discussion. | 
The President said ‘that he had replied that such a discus- 
sion would be welcomeę&:bwi) that in the circumstances ‘it, 
followed from the operation of the new Medical Act that 
it was not at the moment clear to him how that co-opera- 
tion could be most beneficially interpreted for the purpose 
of any such discussion. He felt that the G,M.C. as a whole 
would not be the proper body, ‘and that the members who 
could most usefully Panariaa would be the members of the 


4 
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Medical Disciplinary | Cerin and of the Penal Cases 
Committee sitting jointly. The Secretafy of the B.M.A. had 
replied that it must, of course, be left to the G.M.C. to 
` decide which of its members would be the proper persons fo 
discuss the matter, and-that a memorandym of the views of 
the Council of the Association would be forwarded very 
shortly. 

The remainder of the meeting will be reported. in the ' 








Supplement next week. 7 tem, 
FOOD OR DRUG? | E e 


DOCTOR'S PRESCRIBING ‘UPHELD oe ae 


wie ted 


A recent case in the National Health Service discipliaary | 
machinery establishes that a preparation classed. asa Pood”: 
by the Definition of Drugs Subcommittee may yet be legiti- 
mately prescribed as a ‘drug ‘if ithe circumstances of. the case 
warrant it. ;` ta 

In February, 1949, a doctor attendéd ' an elderly Patient 
suffering frbm peripheral neuritis of nutritional origin, and 
prescribed» aneurin hydrochloride. The next month he , 
obtained a second opinion on the case, and the consultant, ` 
confirming}the diagnosis, suggested, among other things, the 
administration of “marmite” as specific treatment for the 
condition, addıng that it bad considerable food value as well, 
Acting. on this ‘advice, the doctor prescribed' marmite for his 
patient at‘ the rate of, rather less than + oz. (15 g.) a day 
until July, 1949, The consultant - ‘saw the patient again and 
saif there had been a slow improvement,-.and recommended 
that the treatment be continued, which it was until February, 
1950. 

At this point the executive council infoimed the doctor 
that idid. not-consider marmite. to be a drug. The doctor 
therefore gave ` another! preparation instead of the marmite, 
but. considered that the improvement.in his patient’s condi- 
tion was somewhat retarded. . The doctor had the matter 
referred to the local medical committee, and in April, 1950, 
that committee notified him that, the marmite was not a 
drug to be prescribed under the: “pharmaceutical services of 
the’N.H.S. In May the ‘doctor appealed to the Minister of 
Health, and a board was ‘set up to- inquire ińto the matter. 

The, secretary of the? local medical ‘committee told the 
board that in the view, of his gomphittée marmite was Be 
food, ordinarily used as‘a food, and classified as a “ con- 
pound food of specified vitamin’ content "un the’ first report 
of the Definition of Drugs’ Subcommittee, sof. the Central `; 
and Scottish Health Services Councils (Suppkement, May AN z 
1950, p. 231). This committee recommendedthat “ 

_ plex or compound preparations of which the main .con- - 
stituent or constituents 4re foods shall.be classed as, fSods _ 
even when they form e yeliicle for “drugs or medicinal ` 
agents.” s$ 
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Recommenthitions Not Binding 


The board did not consider that the recommendations of- 
this subcommittee were mtended to be binding on the board 
or on executive cauncils- The board regards the classifica- 
tion as a warning to doctors to show clearly the medicinal | 
purpose in view when they feel bound to prescribe prepara- ` 
tions which might be used as food and as a guide to execu- 
tive councils indicating the preparations which should be 
specially scrutinized when they appear in prescriptions. 

The local medical committee considered that if the doctor 
wished to administer vitamin B he should have prescribed 
capsulae: vitaminorum or aneurin hydrochloride,- and that 
it was unnecessary to prescribe marmite as. well. The 
doctor's reply’ to this was that the alternative drugs recom- 
mended contain less vitamin B thai’ miatmite. The patient 
required not only vitamin .B: but also proteins. “The marmite 
was, iff the circumstances of this case, the best vehicle for 
administering vitamin B. The ‘aneurin -hydrochloride was 
supplementary. ‘ x 
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By Sections 33 and 38 of the Act the executive councils 
are to provide personal medical services and proper and 
spfficient drugs and medicines. The board held that the 

è regulations may define the medical services, but there is 
nothing in the Act or the regulations to show how drugs 
and medicines are to be dfstinguished from other substances, 
and nothing to say that what would otherwise be considered 
to be a proper drug or medicine is not to be so considered 
becayse it might also be used as food. It thought that the 
Act intended to draw a distinction between drugs and medi‘ 
cines on the one hand and pther forms of treatment pre- 
scribed by doctors,-such as special diet or change of climate, 
on the Gther. To make the distinction in any particular 
cage is a question of fact, depending upon intention, and.in 

* the board’s opinion the intention to be looked at is that of 
the doctor. 


Purpose of the Prescription 


According to the board, where a qualified practitioner 
recommends a substance for a pharmacological purpose— 
that is, as a Specific remedy for a specific pathological condi- 
tion—that substance must prima facie be taken to be a 
proper drug,or medicine in that case, unless it can be shown 
that there. was some improper ulterior purpose, or that the 
recommendation was so inconsistent with the present state 
-of medical knowledge that no reasonable practitioner would 
have made it. If in any case an executive council intends 
to act on its opinion that a substance prescribed is not to 
be considered as a drug forming part of the pharmaceutical 
services provided under the Act, it should state its reasons 
both to the practitioner who prescribed it and to the board 
of referees ‘if the question is referred to it. 

The board was satisfied that the doctor prescribed marmite 
medicinally, being honestly of opinion that in all the 
circumstances this was the best vehicle for conveying vitamin 
B to the patient. According to the board, the food value of 
the marmite in the quantities prescribed was in fact insigni- 
ficant. For these reasons it held that the marmite prescribed 


in the circumstances of this case was a drug forming part _ 


of the pharmaceutical services provided under the Act. 
The Minister of Health upheld the doctor’s appeal. 

. The doctor's case was conducted by the Medical Defence 

Union and Messrs. Hempson, solicitors. f 





»* + 
TEACHING HOSPITAL APPOINTMENTS 


Appointments, mainly to fill vacancies caused by the retire- 
ment in rotation of one-third of the members, have been 
made to the boards of governors of the ten provincial teach- 
ing hospitals in England and Wales. Out of 102 appoint- 
ments, 78 are reappointments of retiring members. There 
are three appointments outstanding. Among those 
reappointed are nine women members, and there are five 
women, among the new appointments. Members of these 
boards serve in a voluntary capacify. Tenure of office will 
be for three years—until March 31, 1954. Another one- 
third of the members will retire on March 31, 1952. Total 
membership of the ten- boards, excluding chairmen, is 280. 
Those reappointed or newly appointed for each board are as 
follows, the names “of medical members being in small 
capitals: i 

United  Newcastle-upon-Tyne Hospitals. — Reappointed- 
Mr. Robert , Muckle, now appointed chairman. Viscount 
Allendale; The Rt. Hon. Lord Eustace Percy; Viscountess 
Ridley; Sir Walter Thompson; Mr. William Allen; Alderman 
P..S. Hancock; Mrs. I. Horn. New Member:—Proféssor B. W 
Abrahart (Newcastle-upon-Tyne). 

United Leeds Hospitals —Reappointed: (Chairman, Sir George 
Martin); Professor Dicpy CHAMBERLAIN; Mr. M. R. Hollings; 


Mr. J. C. Hunter; Mr. W. L. Lawton; The Rév Canon A S ~ 


Reeve; Mr. W. S Hill; Mr. W. W. Powell; Mr. R. Wheater; 
Alderman J. Wilkinson. ot 

United Sheffield Hospitals—Reappointed: (Chairman, A 
Ballard) ; Mr. J. L. A. Grour ; Lieutenant-Colonel N Gervis 








Pearson; Mr. G. F. Young; Mr. J. V. Bib 
Stephenson. New Members: Miss Anne Wend 
Mr. D. J. Haggie (Sheffield); Mr. J. E. Sracex 
Mr. Jack Ford (Rotherham). One appointment ou 

United Cambridge Hospitals —Reappomted: 
Mr. Thomas Knox-Shaw); Mrs. H. A. Adrian; Mrs. o 
Charvet; Mr. W. M. Francis; 3 
Mr. R. H. Parker; Mrs. E. Parsons; Mr. A. S. H. WALEORD, 
Mr. T. G. P. Spear, New Member: Miss J. BOTTOMLEY 
(Cambridge). : 

United Oxford Hospitals—Reappointed: Sir David Lindsay 
Keir, now appointed chairman; Mr. E. M. Buzzard; Professor 
A. D. Garpyer; Mrs. G. Hewitson; Mr. A. W, H. Booth King; 
Mr. J. C. Scorr; Mr. E. A.Smewin; Dr. Janer VAUGHAN; 
Mrs. M. A. Johnson. New Members: Dr. Gorpon Scorr 
(Shipton-under*Wynchwood, Oxon); The Rev. John Lowe 
(Oxford). 

United Bristol Hospitals.-Reappointed : (Chairman, Mr. C. C 
Clarke); Professor R. J. BROCKLEHURST ; Professor A. V. NEALE; 
Mr. G. T. Bullock; The Rev. K. L. Parry. New Members: 
Mr. J. W7 E. SNawpen (Clifton Down, Bristol); Mr. W. A. 
JackMan (Clifton, Bristol); Miss G. M. Morgan (Bristol): 
tae J. Munslow (Bedminster, BristoJ); Mr. Philip Hopkins 

at a 

United Cardiff Hospitals. —- Reapposnted: (Chairman, 

Mr. G. D. Shepherd); Sir Davi Rocyn Jones; Professor G. 1. 
Srracuan; Alderman the Rev, W. Degwel Thomas; Alderman 
Sydney Jones; Alderman Mrs. D. M. Rees; Alderman R. G. 
Robinson; Mr. Ernest Tear; Sir I. B. Thomas. New Members: 
Dr, J.*D. SPILLANE “ (Cardiff), One appointment outstanding. 
Mr. Lewis Lewis (Blackwood, Mon.) appointed for the period 
ending March 31, 1952, vice Sir W. Reardon Smith (deceased). 

United Birmingham Hospitals—Reappointed: (Chairman, 

Mr. S F. Burman); Mr. C. L. Chatwin; Mr A. L. D’Asreu; 
Alderman W. L. Dingley; Mr. V. W. Grosvenor; Mr. W. H. 
Newton; Mr. E. A. Norton; Mr. W, J. Simpson; Mr. T A. 
Hamilton Baynes, New Members: Councillor A. Shanks 
(Moseley, Birmingham); Mr. R. P. Scorr Mason (Edgbaston, 
Birmingham). 

United Manchester Hospitals—Reappointed: (Chairman, $ 
Mr. C. M. Skinner) ; Mr. Percy Chadwick ; Mr. T. M. Larrad ; 


- Professor Sir Harry PLATT; Professor W. H. Semple; Professor 


W. I. C. Morris; J. Sillavan New Members: Dr. F. G. R. 
FERGUSON (Manchester); Mrs. C. M Spafford (Withington, 
Manchester); Mr. W. J. Curley (Salford). One appointment 
outstanding. ~ 

* United Live: pool Hospitals:—Reappointed;: (Chairman, Mr. T 
Keeling); Mr. A. N. Denaro; Professor W. M. Frazer; Professor 
T. N. A. JEFFCOATE ; Mr. J. T. Morrison; Professor E. A. Owen. 
New Members: Mr. L. H. Buckley (Heswall, Cheshire); Mrs. J. 
Bingham (Liverpool); Mr. B. J McFarland (Liverpool); 
Mr. T. J D. Large (Liverpool). 





APPOINTMENTS TO REGIONAL 
` HOSPITAL BOARDS - 


Appointments, mainly to fill vacancies caused by the retire- 
Ment in rotation of one-third of the members of the 14 
regional hospital boards set up under the National Health 
Service Act in England and Wales, have been made by the 
Minister of Health, Mr. Hilary Marquand Out of a total 
of 121 appointments 90 are reappointments of retiring mem- 
bers ; eight appointments are still outstanding. Among those 
reappointed are 10 women, and of the new appointments 
sıx are women. $ 

Tenure of office will be for three years—until March 31, 
1954. Another one-third of the members will retire on 
March 31, 1952. Total membership of the boards, excluding 
chairmen, is 364. 

Those reappointed or newly appointed for each board are 
as follows, the names'of medical members being in small 
capitals: ` 

Newcastle-upon-Tyne.—Reappointed: Mr. A. J. Best; 
Mr. Leslie Bird; Mr. Jack Cohen; Mr. Peter S. Hancock; 
Mr. T. B Harston; Dr. R. R. Jowerr; Professor F. J. Natrrass. 
New Members: Mr. S. Hills (Monkseaton, Northumberland); 
Mr, A. C. R. Punnett (Carlisle), One appointment outstanding. 

Leeds——Reappointed? Mr. S. Clayton Fryers; Mrs. N. Fien- 
burgh; Mr. J. C. Hunter; Mrs. I. Barbara Shaw; Alderman 
R. E. Smith; Mr. Donan Watson. New Members: Dr. R. A. 


: Murray Scorr (Leeds); Mr. P. J. Morr (Leeds), appointed vice 











~ 


. Davies; Mr. R. L. NEWELL; Professor HARRY PLATT. 


HOSPITAL BOARD APPOINTMENTS 


Á 
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T until March 31, 1952, One appointment 


eappointed: Mrs. Gladys Buxton; Mr. E.-F 
. J. L. A. Grout; Mr. W. B: Jarvis; Lieutenant- 
. Gervis Pearson; Mr. G. H. Round; Mr. W. Scholey, 
embers: Dr. HuGH Tempe Tare (Mansfield, Notts); 
s. Clark (Saxilby, Lincoln); Mr. John Roberts (usthorpe, 
ewark, Notts), appointed vice Mrs. O. Deer until: March 31, 
1952; -One appointment outstanding. : 

East Anglian-——Reappointed: Professor A. Lism Banks; 
Mr. R. W. Burer; Mrs. N. R. Dow; Mr. C. Dudson; Mr. R. B. 
Keefe; Miss C. McCall; Sir Cecil Oakes; Mr. W. H. York. 
New Member: Professor T. G. P. Spear (Cambridge). - 

North-east Metropolitan—Reappointed: Mr. H. W. Butler; 
Dr. G. Granam; Dr. R. Poors; Mr. R. W. -Reb y Alderman 
C. H. Simmons; Mr. W. V. Wakefield; Mrs. A. Hollingsworth. 

North-west Metropolitan—Reappointed: Mr. F. J. Ballard; 
Dr. G. B. Jeffery; Dr. K. C. Ltoyp-Wruiams; Alderman H. R. 
Neate; Mr. A. C. de Rothschild. New Members: Mr. V. 
ZacuaRY Core (Hampstead); Mr. A. E. Ward (Slough); 
Mr. Frederick Lawrence (London); Mr. Kenneth Robinson 
(London). One appointment outstanding. 

South-east Metropolitan—Reappointed: Dr C. W. Brook; 
The Hon. Ruth Buckley; Sir Wittiam Kersey Fry; Mr. S. C. 
Harris; Mr. J. B. Hunter; Dr.. W.~G. Masprirp New 
Members: The Hon. Mrs. Sylvia Fletcher Moulton (Barcombe, 
Sussex); Alderman J. C. Maclean (Welling,- Kent); Mr. E. J. 
Mount (Nackington, Canterbury), appointed vice Mr. Bowes 
until March 31, 1953. ; ey A 

South-west Metropolitan.—Reappointed: Mr. E. F Cnitndwell; 
Mr. A. G. Linfield; Dr. Davo Starx Murray; “Mr. Richard 
Sargood. New Members: Dr. Grorrrey S. Topp (Midburst, 
Sussex); Alderman Mrs, V. King (Southampton); Colonel-C 
Chieveley Williams (Wimborne, Dorset); Alderman W. A. J. 
Case (Bowerchalke, Salisbury, Wilts); Mr. H. E HARDING 
(London). 

Oxford —Reappointed: Dr. Janer VAUGHAN (reappointed chair- 
man); Mr. H. A. Goddard; Sir David Lindsay Keir; Mr. W. R. 
Robins; Sir George Schuster. New-Member: Mr. J. E. S. Clapp 
(Chesham, Bucks). One appointment outstanding. . 

South-western.—Reappointed: Professor R J. BROCKLEHURST; 
Mr. Victor Collins; Dr. C. J. FULLER; Alderman Mrs. J. 
Marshall; Mr. G. G. Gilmour-White; Professor R. MILNES 
Waker. New Members: Mr. W.-N. Scott (Patchway, near 
Bristol); Lady Katherine McNeille (Chippenham, Wilts); 
Mrs. D. E. King (Pewsey, Wilts); Alderman F. A. Parrish 
(Bristol), appointed vice Brigadier J. Morrison until March 31, 
1953. s 


Welsh—Reappointed: Captain W. J. Canton; Mr. Huw T.' 
Edwards; Alderman T. Evans; Mr. William Evans; Mrs. K. W., 
Jones-Roberts; Mr. Thomas McDonald;, Mr. J. T. Morrison; 
Professor R. M. F. Picken; Mr. J. H. O. Ronerrs;, Mr. Roy 
Tuomas; Alderman the Rev. W. Degwall Thomas. 

Birmingham.—Reappointed: Alderman A. F. Bradbeer; Major 
L. E. Bury; Alderman W. T. Bowen; Alderman W. L. Dingley; 
Mr, V. W. Grosvenor (appointed chairman); Mr. C. O. Langley; 
Dr. J. H. SmæLDoN; Professor A. P. Tuomson; Mr. A. J. 
WATSON. , 7 ; z 
- Manchester-—Reappomted: Mr F. Bussy; Mr. W Allison 
New 
Members: Mr. C. C. Sumner (Heaton, Bolton, Lancs); Sir 
James Lythgoe (Wilmslow, Manchester); Councillor A. M. 
Watson (Offerton, Stockport); Mr S. H. Hampson (Pendleton, 
Salford); Mr. A. C. C. Robertson (Oldham), appointed until 
March 31, 1952, vice Alderman T. H. Adams (deceased). Two- 
appomtments outstanding. E 

Liverpool —Reappointed: Councillor E. A. Ashton; Alderman 
N. Birch; Professor W. M. Frazer; Professor J. T. Morrison; 
Mr. J. Taylor. New Members: Mrs. Annie Cain (Liverpool). 
One appointment outstanding - 





mi 


REVIEW OF S.H.M.O.s 


The Ministry has now submitted to the Joint Committee its 
proposals on the review. of the status of practitioners at 
present graded as S.H.M.O.s which the Ministry promised 
should be carried out in the latter half of 1951. The pro- 
posals have been considered by the Joint Committee, and 
will be discussed with the -Ministry in the course of the 
next few days.- ` - 


REVIEW OF REGISTRAR -APPOINTMENTS 
After discussions between the Joint Committee and the 
`~Ministry on tbe Ministry’s propogals (Supplement, 
November 18, 1950, p. 204) fay reviewing the number 
of registrar and senior registrar posts (Circular RH.B. 50/ 
106), a statement agreed with the Ministry was published 
in the Supplement of. January 27 (p. 24). It was made clear 
there that it was not the intention of the Ministry that the 
future establishment of registrars and senior registrars set 
out in R.H.B. 50/106 should*be regarded as inflexible, or 
that any registrar whose services were required by the hospi- 
tal, whether in an existing appointment or as a replacement, 
should be displaced immediately. >- i E 
The Ministry also`indicated that the positon would be 
subsequently reviewed and the figures adjusted as might be 
necessary in the light of the proposals on their requiremtnts 
which regional boards and boards of governors (acting 
jointly) had been asked to submit, and in the light also of 
the reports of the independent teams which were condiict~ 
ing a survey of hospital medical staffing on Behalf of the 
Ministry. . 
In the meantime discussions have been continuing between 
the Ministry and the Joint Committee on the principles that 
should govern the employment of registrars and hospital 
junior staffing generally. It 1s expected that the Ministry 
will soon have the necessary information from hospital. 
boards and its survey teams which will enable the discus- 
Sions to~be taken to a-more definite stage. 
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PUBLIC HEALTH SALARIES 
' ‘THE NEW AWARD ~ 


The following letter. (M.D.C. Circular No. 4) has been sent 
by the joint secretaries of Whitley Committee C to all local 
authorities in England, Wales, and Scotland: 


“We have to advise you that Committee C of the Medical 
Whitley Council have had under consideration the question of 
‘the application of the new (award) salary scales in the case of, 

~ medical officers who’ commenced duty in a first or new appoint- 
ment on or after October 1, 1950, and have reached agreement 
on the following arrangements which they recommend all local 
authonties to put into effect. ` 

“(1) Officers who commenced duty after September 30, 1950, 
but before the date of the first award of the Industrial Court 
- December 8,-1950) should have the new salary scales applied 
to them in the same way as to officers in post on September 30. 
1950—i e., as laid down in Section III of Appendix B tọ. M.D C. 
Circular No. 2. ore i 

* (2) Officers who commenced duty on or after December 8, 
1950, but before April 1, 1951, should be dealt-with as follows: 


(a) for the period from the date of taking up duty to 
March 31, 1951, they should receive the salary at which they 
were appdinted ; 

_ (b) from April 4, 1951, onwards they should receive in full 
the new salary payable under the award ; 

(c) increments should be paid as laid down in Clause (ii) of 
Section HI of Appendix B to M.D.C. Circular No. 2. 


“ (3) Officers commencing duty on or aftef April 1, 1951, should 
be paid the new (award) salary in full from the date of taking up 
du 


s (4) Where arrangements more favourable to the officer than 
(1) and (2) above have already been adopted by the authority 
those arrangements should remain in force.” 








The non-medical members of the scientific staff of the Medical 
Research Council have won a claim put before the Industrial 
Court to have salary increases from the same date on which 
medical staff had increases. The scientific research staff of ‘the 


- MRC. consists of 149 medically qualified staff and 184 scientific 


staff not medically qualified, Before this award the medical staff 
had received salary increases from April 1, 1949, and the non- 
medical staff only from October 1, 1950 The claim was submitted 
to the Industrial Court by the Association of Scientific Workers. 
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` o NES. IN LONDON: F 
© COSTS OF GENERAL MEDICAL SERVICES 


A recent report of the London Executive Council compares 


the cost of certain services under the N.HLS. in 1950-1 with 
‘those in 1949-50. “The costs per person are set out in the 
Table below. 








TUBERCULOSIS AND THE N.H.S.` 
STATEMENT FROM MINISTRY 


In December, 1950, the B.M.A:; -published a report on 
Tuberculosis ahd the National Health Service drawing atten- 
tion to the inadequacy of the facilities for tuberculosis. This 
T received wide publicity in the national and provincial ‘press 
and is under consideration by hospital authorities through- 
Gut the country. The report has been carefully studied by 
the Ministry of Health, and the Association has been 
informed that for the most part the views and recommenda- 
tions it contains are to the same effect as those in a confiden- 
_tial memorandum prepared by the Standing Tuberculosis 
Advisory Committee endorsed by the Central Health Services 
Council. x ne 
The Ministry’s letter continues : j 


“Both reports suggest the lines upon which the Ministe: would 
broadly agree the tuberculosis services should be developed within 
the National Health Service. He has already taken steps towards 
the implementation of recommendations concerning the provision 
of more in-patient beds; centralized control of admissions and 
discharges; the possibilities of combining domiciliary and in- 
patient treatment; the secondment of student nurses to sanatoria 
and the safeguarding of the health of tuberculosis nurses; improv- 
ing the efficiency of chest clinics and securing greater attention 
by chest physicians to case-finding, prevention, and aftercare ;, the 
use of mass radiography; and the occupational reHiabilitation of 
the tuberculous Further steps on some of these matters are 
being taken, and reports are being obtained from hospital boards 
on progress so far made in providing additional beds. At the 
same time--the Minister has emphasized the necessity for the 
closest co-operation between hospital boards and local health 
authorities, and the importance of the part to be played by 
.general practitioners, in order that the tuberculosis service in all 
its aspects -may work efficiently as an essential entity. 

“The Association will appreciate that in considering other 
recommendations it is necessary to have regard to the inevitable 
limitations which present circumstances impose’on many measures 
that are most desirable for improving and expanding the hospital 
and specialist services generally—for example, immediate capital 
works on hostels and night sanatoria, as mentioned in paragraphs 
50 and 66 of the Association’s report and as also recommended 


by the Standing Tuberculosis Advisory Committee. The Minister’ 


has, however, indicated to local health authorities, at the incep- 
tion of the National Health Service, that provision of this kind 
should ‘have its place in the ne of the preventive and 
aftercare service under the Act.. 

“ The Association will not need to be assored that the Minister 
is auxiously concerned to do everything possible, subject only 
to the means and resources available, in combating tuberculosis. 
Substantial progress has been made since the National Health 
Service began, and it is his wish to sustain and accelerate this 
progress as far as practicable along the general lines of the 
Association’s report.” 


The Tuberculosis and Diseases of the Chest Group Com- 
mittee has expressed its Satisfaction that the Minister is in 


_ -agreement with the main recommendations of the report 


~ three names to the Register. 








` ` 

and that it is his wish to sustain and acc 
far as practicable along the general lines reco 
Committee hopes that this progress will be cos 
that every effort will be made to increase the pro 
the diagnosis, treatment, and aftercare of tuberculos 





PRESIDENT’S ADDRESS AND RECEPTION 
Dr. A. W. S. Sichel, of Capetown, will deliyer his J Presidential 
Address to the British Medical Association in the Central _ 
Hall, Westminster, at.8 p.m. on Friday, June 15 (not Wednes- 
day, as stated last week). The Address will be followed at 
9.15 by the President’s Reception in-the same building. 
These functions- are open to all members and their ladies. 
Admission will be by ticket obtainable from the Secretary at 
B.M.A. House. Early application for tickets is advisable. 
Evening dress should be worn, with decorations and 
academic robes if convenient. - 


Heard at Hallam Street 








Festivity 


The austere offices of the General Medical Council in Hallam 
Street, asSociated with so many melancholy and tragic stories, 

and with stern judgments passed on erring practitioners, 

betame a place of festivity on the first evening of the 
Council’s recent session. The President, Professor David 
Campbell, received a large company of guests, including 
representatives of the Ministry of Health (the Minister him- 


` self was unable to be present) and the British Medical 


Association, and many others prominent in medicine and in 
public affairs. The reason for the celebration was two- 
fold. In the first place, it was desired to-commemorate the’ 
completion of the repairs and renovations to the Council’s 
home. Ten years ago almost to the night the building 
suffered in a bombing raid which destroyed the Queen’s Hall 
close by‘and many surrounding buildings. , The Council was 
for a time -driven from its home and took refuge with its 
neighbour; the Royal Institute of British Architects. But it 
soon returned and carried on its work in a building whose 
upper floors were in a sad state of ruin. -Thanks to a grant 
from the War Damage Commission, together with an expen- 
diture of some thousands by the Council itself, the premises 
are now: once again worthy of their tenants. The chamber 
itself has been redecorated, the portraits of past presidents 
are all in place, and on the third floor there are some pleasant 
rooms where members of the ‘Council relax after their 
duties. 


New Disciplinary Procedure 


The other occasion for celebration was the first sitting 
of the Council under the new procedure created by the 
Medical Act, 1950. This has brought about some interest- 
ing changes. Instead of the disciphnary cases being heard 
by the whole body of 47 members, a compact committee of 
19, of whom six are from the members directly elected to 
the Council and two are lay members, sits in judgment. One 
noticeable change is the administration of the oath to wit- 
nesses. Hitherto witnesses who appear before the Council 
have not been sworn. It seems likely that under the new 
arrangement more frequent penal sessions will be held— 
perhaps four instead of“two a year. Indeed; the next has 
already been fixed for as early as July. -The new committee’s 
first completed act was not erasure but the restoration of 
Applicants for restoration now 
appear before the full committee, the hearing is in camera, 
but the fact of his restoration is announced to the appli- 
cant in public. In none of the-eight or nine penal cases on 
its first programme did the committee proceed to erasure. 
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MEDICAL ASSOCIATION 


UAL emcee faite MEETING, 
51 l 


OTIONS AND AMENDMENTS BY DIVISIONS 
AND. BRANCHES 


The Annual Representative Meeting will be held at B.M.A. 
House, Tavistock Square, beginning on Wednesday, June 13, 
and continuing:on the following days. 

The motions and amendments printed below haye been 
submitted by Divisions and Branches for consideration by 
the meeting: The remaining motions and amendments will 
be published in the Supplement on June 9. i 


` I 
GENERAL MEDICAL SERVICES + 
Remuneration 1 
Motion by MANCHESTER: That, failing a satisfactory reply 
from the Minister of Health by June 30, 1951, that the 
question of increased remuneration for general practitioners 
has been settled, this Meeting urges the profession to submit 
their resignations from the National Health Service forthwith. 
< Motion by WESTMINSTER AND HOLBORN: That any extra 
moneys representing increases of capitation>fee and other 
allowances to general practitioners under the N.S. which 
may in future be conceded by the Ministry of Health shall 
be calculated to apply retrospectively. è 
Pa Motion by LANCASTER: That, as general’ practitioners in 
the N.H.S. are asking for the implementation of the Spens 
Committee Report and not for an increase of any agreed 
remuneration, this- Meeting reiterates its demand that any 
adjustment of remuneration should be retrospective to July_5, 
1948, i 
Motion by BeLrast: That this Meeting again draws atten- 
„tion to the inadequacy of the general-practitioner pool and 
instructs its negotiators that the question of redistribution of 
the pool shall not be considered until sufficient additional 
moneys are forthcoming. 
Motion, by GLascow: That a fundamental requirement to 
~secure a satisfactory status for the general practitioner, and 
thus to improve the Service, is a reduction in the maximum 
number of patients permitted, with a corresponding increase, 
F if necessary, in the capitation fee to implement Spens. 


Basic ‘Salaries 


Motion by CAMBRIDGE AND HUNTINGDON: That basic 
salaries should be abolished, and that the whole problem of 
financing new practices should be fully investigated. g 

5 Mileage `- - 
Motion by East NorfoLK: That, in view of the rising cost 
- of travelling expenses, especially the doubling of purchase 
tax on cars and the big increase in the cost of petrol and 
tyres, the question of increasing the mileage payment very 
„adequately should be treated as a matter of urgency. ' 
* Motion by Ourer- Ises: That, in view of the double 
purchase tax on new cars and the increased tax on petrol, 
there be a general increase in the mileage grant; and that, 
in view of the high freight charges to the Outer Islands, the 
exceptionally bad roads, and consequent rapid deterioration 
of cars, special consideration be given to the mileage grants 
in the Islands. 
Temporary Residents 


Motion by BoLToN: That members of H.M. Forces on 


leave requirmg medical attention should be treated as tem- 
porary residents under the N.H.S. 


Capitation Fee to Dispensing Doctors 


Motion by Norta-zast Essex: That the rising cost of 
dressings and drugs now justifies a request for a substantial 
increase in the capitation fee paid to dispensing doctors and 
in the payment for drugs and dressings which other doctors 
‘are required to supply in emergencies: 
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Central Practitioners F und—Basis of Calculation 


Motion by GATESHEAD: That, as the factors which led to 
the adoption of the pool method of remuneration have no 
largely ceased to exist, the fixed capitation fee method is to 
be preferred. > ° : 

Motion by LANCASTER: That the capitation fee should be 
a National one ; and that all other payments—e.g., for-tem- 
porary residents, basic, salary,.etc-—should come out of a 
separate pool or pools. : - ` 


Shortage of Hospital Beds 


Motion by WESTMINSTER AND HOLBORN: That in every 

hospital group administrative district there should bè a 
medical officer available at all times who shall bave authority 
to visit patients in their homes when application for hęspital 
adntission has been sought and refused, ‘and that the said 
medical officer shall be empowered to instruct an appropriate 
hospital within his group to accept such cases as seem to 
him to merit immediate_priority. . 
‘ Motion by Torquay: That this Meeting is seriously con- 
cerned at the present difficulties encountered by general 
practitioners in trying to find suitable institutional accom- 
modation for certain types of chronic geriatric cases for 
which management at home is impossible. The Council is 
urged to give serioys consideration to the solution of this 
problem in consultation with the Government Departments 
concerned. 

Motion by Rejcatse: That this Association would approve 
of financial measures to discriminate in favour of the care 
of the aged and chronic sick in their own homes. 

Motion by PappincTon: That; in order that moré beds be 
made available in hospitals for acute medical cases, measures 
should be taken to transfer aged and infirm patients to more 
suitable homes and institutions. pP ` 

Motion by Mip-Essex: That this Méeting deplores the 
shortage of hospital beds, particularly for gynaecological 
cases and permanent beds for mentally defective children; 
and suggests, as a partial remedy, that elderly homeless 
people should no longer occupy hospital beds but be pro- 
vided for in other ways. is 


-_ 


Central Health Services Council: Committee to Study 
: General Practice 


Motion by CHELSEA AND FULHAM: That thig Representa- 
tive Body takes a grave view of the fact that the Minister 
omitted to ask the G.M.S. Committee, as the recognized 
negotiating body on behalf of all general practitioners, for 
its views on the constitution, terms of reference, and 
membership of the committee set up by the Central Health 
Services Council to study general practice. 


Maternity Medical Services 


Motion byBRoMLEY: That a woman who is booked to be 
confined in hospital should have the right to go to her own 
doctor, should she and, he so wish, for her antenatal treat- 


. Ment. 


Motion by Harrow: That a woman going,into hospital 
for her confinement should have the right to go to her owr 
doctor, should she so wish, for`her antenatal treatment. 

Motion by BROMLEY: That the General Medical Services 
Committee be urged to demand the right of general practi: 
tioners- to attend those of their patients who wish to bt 
confined in hospital, and the provision of suitable accommo: 
dation for the purpose if not already available. 

Motion by Bristo:: That this Meeting instructs Counci 
to impress upon the Minister, as a matter of extreme 
urgency, the necessity for taking immediate measures tc 
keep open efficient private maternity homes, thus addin; 
to the efficiency and economy of the Service. 

Motion by GATESHEAD: That urgent consideration bi 
given to the methods of grading and the obligations o: 


. practitioners in the maternity medical services. 
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Medical Service Committee and Tribunal Procedure 


Motion by DartForp: That this Meeting strongly depre- 

- Gates any censure of a doctor by a local medical committee, 
_with its adverse pregs publicity, as a result of any and 
every trifling complaint made by a patient. It is further 
deplored that a doctor cannot claim remuneration for loss 

of time and locum expenses from the patient concerned, 
when the complaint is eventually proved to be unjustifiable. 


s 


Certification 


Motion by Mip-Cuesmre: “That this Meeting, while 
- welcoming’ the proposal to improve the form of medical 
certificates, urges the need to familiarize both doctors and 
public with the conditions governing certificates, especially 
the initial certificate. 


£ Economy in Prescribing 


Motion “by Mip-Essex: That this Meeting views with 
dismay the mounting drug bill of the nation, and advocates 
a charge on prescriptions, 

. Motion by Mrp-CHESHIRE: That this Meeting (considers 


‘that, In order to economize in prescribing, a proviso be over- ` 


printed on Form E.C.10 to the effect that the precise equiva- 
lent of proprietary preparations be dispensed, unless that 
proviso be deleted by the doctor and initialled by him. 
Motion by Lrverroo.: That the General Medical Services 
Committee, as a matter. of urgency, renew pressure upon 
the Minister to authorize the ordering of drugs and dress- 
ings for the use of doctors in their surgeries on Form 


E.C.10 instead of the present, entirely inadequate, capita- ~ 


tion fee of 2s. 6d. per 100 patients. — . 


” y Filling of Vacancies 


Motion by SOUTHAMPTON: That this Meeting is greatly 
concerned with the suggestion that in an open area limita- 
tion of practice may be imposed in respect of an individual 

~ by any “authority, and urges the General Medical Services 
Committee to continue to oppose any such suggestion. 


Fees for Dental Anaesthetics ` 


Motion by GREENWICH AND DerrtFordD: That this Meet- 
ing urges thaf agreement be reached between the dental 
organizations and the Association regarding the fees to be 
paid for dental anaesthetics. When this has been agreed 
the A.R.M. authorizes the negotiating Committee to take 
this matter up direct with the Ministry of Health, since this 
has now become a matter for medical practitioners only. 


a 
Representation of General Practitioners in 
Hospital Administration : 


Motion by SourHaMPTON: That after a further 12 months 


4 experience of the National Health Service this Meeting 
repeats its Motion passed at the Annual Representative 
Meeting, 1950, namely : 


“ That jt is of the utmost importance that ceneri practi- 
tioners be represented ifhevery regional hospital board and that 
‘at least one be elected ‘to medical advisory committees of 
hospital management committees.” 


Motion by Mip-Cuesaire: That this Meeting protests 
against the policy of excluding general practitioners from 
hospital- management committees, and considers that there 
is a good case for them being included also in regional 
hospital boards. 

Motion by Tynesipe: That an effort should be made to 
obtain direct representation of B.M.A. units at Divisional 
level on National Health Service statutory committees, and 
in particular on local executive councils and hospital board 
and management committees. 


Protection of Piactices of Doctors Called Up in 
Emergency. Class “Z” Réservists 


Motion by SourH WARWICKSHIRE AND RuGsBy: That it is 
impracticable and unjustifiable to require a practitioner when 


- “ betterment factor ” 











~called (or recalled) to the Services in a nationa 
to find his own deputy for continuing his practice. 
hensive arrangements to meet any such emergend 
be put in hand at once. 

Motion by MANCHESTER: That, in regard to the 
up of the Class “Z” Reservists, the Association sho 
circularize all practitioners with a view to fostering a spirit 
of friendly co-operation between them and their absentee 
colleagues. 

Motion by MANCHESTER: That, in view of the urgency of 
the international situation, this Meeting demands that a 
scheme be immediately devised “so that in the’ event of” 
mobilization the medical care of the civilian population 
will be adequately safeguarded, and that close co-operation 


_ between the authorities and the local medical committees 


be ensured with a view to protecting the practices of absentee 
practitioners. 


Provision of Diagnostic Facilities 


Motion by ‘BristoL: That this Meeting deplores that 
general practitioners lack direct approach to physiotherapy 
facilities within the N H.S., and recommend that such direct 
approach be established. 

Motion by West Sussex: That this Meeting desires the 
B.M.A. to urge the Minister to make directly available to 
general psactitioners pathological and radiological examina- 
tions through the hospital services in those -areas where 
such facilities do not already exist. : 

a \ 
Reference of Patients to Hospital 

Motion by KENSINGTON AND HAMMERSMITH: That in 
the N.H.S. provision should be made for a suitable form 
for the use of general practitioners when referring a patient 
to hospital. 

Postage : 

Motion by KENSINGTON AND HAMMERSMITH: That this 
Meeting considers that under the N.H.S. the postage 
incurred by the medical practitioner for the registration 
of patients with executive councils should be borne by 
the State. 

“Motion by KENSINGTON AND HAMMERSMITH: That this 
Meeting considers that under the N.H.S. the postage 
incurred in the transfer of medical records of patients 
should be borne by the State. 


SUPERANNUATION AND COMPENSATION 
Practices Compensation 


Motion by Dartford: That this Meeting urges that a 
related to future fluctuations in the cost 
of living be applied to the compensation figures payable to 
general practitioners. Younger practitioners fear that in 
the abSence of such a safeguard the value of the compensa- 
tion may well gravely diminish before their retirement, or 
_ death, in 20-30 years’ time. 

Motion by East NorFo.k: That, as the Government has- 
to all intents and purposes arbitrarily invested our compen- 3 
sation money, it should at least pay an annual rate of 
interest equal to the mean obtainable on dated Government 
securities during the previous year. ' 

Motion by East NorFo.k: That this Meeting is seriously 
concerned at the delay in settling the amounts of individual - 
compensgtion and at the miserable rate of interest allowed ° 
on it. 

Motion .by East Herts: That steps should be taken to 
procure an amendment to the National Health Service Act to 
authorize immediate payment on demand of all moneys due 
to general practitioners as compensation. 


General Practitioners and Qualifying Service 


Motion by East Norrork: That this Meeting regrets 
that no decision has. been reached ọn the question of the 
counting of service under NHI as qualifying service for 
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nnuation purposes and the payment of the 
% contribution to practitioners or their depen- 
e case of retirement or death before the requisite 
(N.H.S.) qualifying’service has been completed. 


HEALTH CENTRES 


Motion by SuHerrmtp: That this Meeting should now 
consider and restate its attitude to health centres as 
envisaged in Part II of the National Health Service Act, 
1946. A 

Motion by GREENWICH AND DEPTFORD: That this Meet- 
ing is of opinion that the full financial liabilities must 


be ascertained in the first place before doctors are invited, 


to join any health centre. 

Motion by GREENWICH AND DEPTFORD: That practice 
at health centres must not be used as a lever for the ‘intro- 
duction of any full-time salaried service. 

Motion by the Chairman of the Health Centres Com- 
mittee: That the Annual Report of Council under “ Health 
Centres ” be approved. 


CONSULTANTS AND SPECIALISTS 
Grading of ‘Hospital Medical Staff: Review of S.HM. Os 


Motion by Bromiey: That immediate arrangements be 
made for reviewing the grading of S.H.M.O., IHM. O., and 
others, in the 10 B group, and that, as many of these are 
working as part-time general practitioners, the reviewing 
committee’ should contain not less than 20% of general 
practitioners. 

Motion by LIVERPOOL: That this Meeting considers that, 
in fairness to applicants, the majority of members of a 
reviewing committee should consist of individuals who had 
not assessed grading of candidates’ on previous occasions. 

Motion by NUNEATON AND TAMWORTH: That this Meet- 
ing is of opinion that there are senior members of hospital 
staffs ‘who have been unjustly treated both in status and 
financially. by the actions of the grading committees in 
placing them in the S.H.M.O. category. It instructs the 
appropriate committee to inquire into the claims of such 
persons to consultant status and afterwards to take such 


action in suitable cases with the Ministry of Health and/or~ 


with regional boards as will ensure that the inappropriate 
grading is corrected and that the salary scale of such persons 
is adjusted and made retrospective to July 5, 1948. 


Regulations Relating to Appointment of Consultants and 
S.H.M.O.s x 


Motion by M-Sussex: That the strongest support 
should be given to the Joint Committee’s representation to 
the Ministry with regard to the appointment -of` hospital 
consultants. : 


Review of Registrar A ppointments ' 


Motion by GREENWICH AND DEPTFORD: That this Meet: 
ing is concerned at the possibility of the dismissal of large 
numbers of senior registrars from the hospital service. It 
is of the opinion that, m the public interest, use must be 
made of their knowledge, and all avenues must be explored 
to ensure that their services-continue to be used. 


Remuneration of Medical Superintendents 


Motion by Dersy: That Council takes steps to imple- 
ment the special salary scale -for certain medical superin- 
tendents which was accepted policy prior to acceptance of 
the terms of service by the profession as a whole. Such 
a scale should be retrospective to the appointed day. 


Ministry Survey of Hospital Medical Staffing 


Motion by West SuFFOLK: That the Association should ~ 
press for the publication of the Ministry Survey of Hospital 
Medical Staffing as soon as this is available. 5 


Clinical Assistantships 


Motion by CHELSEA AND FuLHAM: That paid clinical 
assistantships should be established as soon as possiblé in ~ 
suitable hospitals on an experimental basis. 


ag È . 
Select Committee on Estimates: Hospital Administration 


Motion by Dersy: That this Meeting welcomes the 
matter contained in Appendices II and MI ot Council’s 
Report of 1950-1, and records its appreciation of the feelings 
expressed therein. 


Regional Medical Advisory Committee ; 
Motion by GreeNwicH AND DEPTFORD: That this Meet- - 
ing declares that all regional medical advisory committees *_ 
be‘elected on a democratic basis with powers of co-option. 
° 

RELATIONSHIP OF AUTONOMOUS BODIES TO“THE ASSOCIATION 
Motion by the Chairman of Council, on behalf ‘of. the 
Council: That the following recommendation be*ddopted: 
Recommendation: That the autonomous powers of the. 
General Medical Services Commuttee and the Central Con- 


sultants and Specialists Committee be renewed in respect of the 
year 1951-2. 


Amendment by BROMLEY: That the recommendation be 


-amended by adding the following rider: 


The R.B. looks to its Committets to ensure (1) that no action 

' ig taken by either which may. prejudice the interests of another 

part of the profession without full prior consultation with the 

appropriate interests; and (2) that their autonomous powers 

will be used so as to expedite and not to delay the work of the 
Association. 


REFORM OF THE NATIONAL HEALTH SERVICE 


Motion by MARYLEBONE: That this Meeting urges the 
Council to consider the report of the Amending Acts Com-. 


-mittes at the earliest possible date, so that their findings can 


come before a special meeting of the Representative Body 
called before December, 1951. 

Motion by BirMiNGHAM: That no amending Act be 
accepted unless it provides for free medicines for private” 
patients’ and reasonable charges for private’ patients’ beds 
in“hospifals. ~ 

Motion by BmKENHEAD AND WIRRAL: That the members 
of this Representative Body are thoroughly dissatisfied with 
the present National Health Service. They consider that the 
B.M.A. ds constituted 1s powerless to deal effectively with 
any Government unless the Association can enforce the 
opinions of the majority. The British Medicaléruild ‘should 
be constituted so as to sony out effectively the will of the 
“majority. 


Remainder of Report under “ Reform of the National’ Health . 
Service” 


Motion by the Chairman of the Amending Acts Com- 
mittee: ‘That the Annual Report of Council under “ Reform 
of the National Health Service” bg,approved. ` 

Motion by MARYLEBONE : That this Meeting records that, 
although general practitioners are referred to as “the back- 
pone of the profession,” their opportunities for clinical work 
in the National Health Service have diminished. This 
seriously imperils their status and is contrary to the public - 
interest. It is reflected in the proportional cost of the 
general-practitioner service, which now stands at 10. 2% of 
the total cost of the whole National Health Service. The 
Meeting urges the General Medical Services Committee to . 
bring continually to the notice of the Ministry on every 
possible occasion the need for increasing the scope of the 
general- practitioner services. , 

Motion by HAMPSTEAD: That, since private practice 
supplies an indispensable element in this country’s medical 
services, the Private Practice Committee should press 
urgently and insistently for the removal of the disabilities 
imposed by regulations -under the National Health Service 
Act on-private practitioners and their patients. 
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Motion by Sour WARWICKSHIRE AND Rucpy: That 
reasonable opportunities should be available to general prac- 
titioners, interested in a particular. branch of medicine, to. 
gain*adequate additional experience therein, with a view to 
their becoming consujtants. 

, Motion by Harrow: That,the principle of getting “ some— 
~- thing for nothing” is thoroughly bad and this meeting 
., therefore; holding that cases of hardship and high necessity 

can be deal? with otherwise than by saddling the community 

with’ ‘an overall excessive cost, approves of small charges 
being, made under the National Health Service in order to 
provide a deterrent against misuge and abuse of the ‘Service. 

Motion by Mr-Cuesmire: That this Meeting regrets 
the virtual agence, in the Report of Council of any refer- 
ence to the work of general practitioners in hospitals— 

Boge cottage hospitals—and urges the Council to take 

, much more vigorous steps to assert the right of doctors to 

| do work i in hospitals and even to get paid for their services. 


i Pusiic HEALTH . 
Salaries intg Public Health Service f 


“ Motion by KENSINGTON AND HAMMERSMITH: That this 
Meeting deplores ‘the inadequacy of the award of the arbitra- 
tion to assistant medical officers engaged by public health 
authorities. 

' Motion by BOLTON : “That; if local health authorities do 

not implement the recent Industrial Court awards to medical 

officers ‘of health, then general practitioners should give full 

support to the medical offiders even to the extent of refus- 

ing to undertake any, local, health ` authority appomaeal 

until such awards are iimpleshented: `, ; 

à BE ae 2 us i = 

Vaccination and Immunisation 2 

"Motion by, Bucks: That information a thé ‘advisability 
of vaccination should be issued nae on a the regi tion. a 
of a birth. © G A 


MEDICAL ETHICS 


wos 


pt 


~ 


N 


” 


at pO a Professional Secrecy 


* Motion by LIVERPOOL: That this. Meeting “ay with 
appreliension the Ministry of“ *Health instruction “relating 
ta loan of case papers to Government departments, and ' 
corfsiders ‘that the effects of its implementation could only 
be "to undermine the. basis ‘of medical secrecy ‘and the 
réléfionship between patient and docter. - 


4 
A BRITISH MEDICAL Journa” | : 
-7 Motion by` Grasğow: ‘That this Meeting, deprecat the 
~ practité of the British Medical Journal fn" publishing the 
estates of deceased doctors. That no -useful rpose 1s 
served by: this practice, which can have po, \Televant beijing 
protesico merit or stàtus., E ee Wee ipy FY p 


` 


ORGANIZATION 
Recognition of Outstanding Services 
Amendment by GREENWICH AND DEPTFORD: Tha 
Teference to paragraph 149 of the Annual Report of Co 
this Meeting ‘deplores Council’s action in view of the res 
lution adopted at the 1949 A.R.M., and requests that further 
consideration to. this matter be given with a-view to enab- 
ling Divisions and Branches to honour members who have 
rendered outstanding services locally. 
f 


CONTROL OF MEDICAL.«MAN-POWER 


q 

Motion ‘By! Mrp-CuesHre: That this Meeting considers 
that the method of selection of medical recruits should 
approximate as closely as -possible to that adopted by the 
former local Medical War Committees and that comfnittees 
equivalent to those be constituted entirely of medical men 
based, as forinerly, on small areas. ` 


‘ 


cei Morons BY DIVISIONS AND BRANCHES 


Moton- by Harrow: That every registered medical prac- - 
titioner is primarily a person qualified in medicine, surgery, 
and obstetrics, and what particular branch of the profession 
that! person chooses to follow is only, , Secondary 
importance. 

Motion by BoLTON: That in the interests ‘of er prac- 
titioners the system of new car priorities in existence during 
the last?war should be restored. E 
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“TRAVEL BUREAU AT B.M.A. HOUSE 


For the benefit of B.M.A, members and their friends the Shirley 
„Ames Travel Service Ltd. bas opened a bureau jin the entrance 
hall of the new South Wing at B.M.A. House. The agency is 
‘under the personal supervision of Mr. Shirley H. James, who 
` has undertaken travel arrangements for members of the Associa- 
tion for many years. The agency can arrange for All forms of 
transport to any part of the world, obtain tickets for theatres and 
exhibitions. and assist in, the reservation of hotel accommodation. 
The address of the bureau is Entrance “ D,” Tavistock House 
South, Tavistock Square, London, Ww. C1 (telephone, Euston 5930). 
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B.M.A. LIBRARY 


The following books have been added to the Hae 


Smillie, I. S. “Injuries of the Knee Joint. Second edition. 

Sodeman, W. A. (Editor): Pathologic Physiology. 1950. 

Stemndler, A.: Postgraduate Lectures on Orthopedic Diagnosis 
and Indications. Vol. 1. 1950. : 

Sweet, R H. Thoracic Surgery. 1950. 

Tole AE tye, fg Gastroenterologia. 


r 


1951. 


r 


“No “1. 1950. 


ee "Bre ee h os vs ete V8lgyest, ’  Hypnosetherapie und psychosomatische Probleme. 
F ce F ooo a j 1950, + 
i a FINANCE, | ie ns h ‘. Way, S : Malignant Disease of the Female Genital Tract. 1951. 
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Brnaze Fog Meribers ‘Atténding Meetings z 
2 Amendment by EA X, pie.. That this’ ‘Me ngs i 
agrees’ thats thettpitive Á sie bs EI 


Htomance expense: 
members of' Council! attending. meetings of Council hind fnd 


-Standing Committees in ‘London’ bė ea, ut of the ae hae of 


the Association. Ree a f 


=. 
\ v a ; PuBLic RELATIONS, y, aa 
Motion by Reapina® That this Meeting is ot ‘sd isfied 
with the work “of the-Public Relations Department and 
requests that a report of this department be delivered’ o the’ 
, Annual Representative Meeting each year. : 
Motion by Harrow: That the present ad hoc Public 
Relations Committee ‘replaced by a Standing Committee 
~ which shall include representation from -at lease the’ three 
main branches of ‘the profession. ~ 
l Motion by REIGATE: That the Public Relations’ Com- 
mittee be enlarged and strengthened to ‘represent all views. 


`‘ 
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« Whitacre, F.,E., and Jones, E. W.: Maternity’ Care in Two 
_ Counties: * Gibson County, Tennessee, and Pike County, 
“wees: 1940-41, 1943-44, 1950. ~ 





F. G:: The Inner World of Man. 195p. Í 
` T 
, : 


TRADE UNION MEMBERSHIP / 


-The following is a list of local authorities which are under- - - 


stoad to require employees to be members of a trade union 
or other organization : ` 


County Council. —Durham A 


Metropolitan Borough Councils.—Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. ` 


‘Non-County Borough Councils——Crewe, Dartford. 


Urban District Councils —Droylsden, Houghton-le-Spring, 
Huyton-with-Roby. _ N ; 
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Varying Capitation Fee 8 


Sr.—Dr, R. E Clarke’s letter (Supplement, April - 28, 

171) contains more`than one point worthy of considera- 
thon I- was particularly interested by his suggestion of a 
differential capitation fee for the young, the not so young, 
-and the aged. 

To appreciate the sieniin of the suggestion it, is ‘neces- 
sary to consider whether the present method of remuteation 
in the N.HLS. tends.to encourage, and give adequate material 

~ reward for, conscientious endeavour, energy, high clinical 
standards, and such other professional virtues as in the past 
Se to result in the growth of a practice and its good- 
wi 
- dies, I ey Bon eb encouraged high standards of 
practice. In Y slum and industrial areas, for example, 
Poverty was all too often the governing factor. . 
claim that what follows applies equally to every part of the 
country. Nevertheless, in populous districts, where some 
: freedom of choice of doctor prevailed, in private practice the 
material reward of those doctors who were more sought after 
than others did bear some relationship: to the efforts they 
s i made, The system was a competitive one, and while some 
; "+ “features of it may have been undesirable it did generally 
UN stimulate a man to give of his best. Now under the N.H.S., 
Poles though the system ıs still competitive, it is my belief that 
: - the.method of remuneration by a uniform capitation fee does 
- ~- not stimulate high endeavour. y 
g It, has’ frequently been suggested that the maximum size 
-- of practitioners’ lists should be further restricted, and, while : 


CORRESPONDENCE 


I do not wish to suggest that in the days before-the. - 


Nor do I*- 
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` fees from the unfortunate acquisition of thè same patients under 
N.H.S. would be insufficient to pay even the salary of a seere- 
tary In this dilemma few doctors with family commitments 
practice expenses, and taxation increasing, and - “remuneration o 
‘inadequate anyway could afford the considerable loss of income 

- entailed in/employing an-assistant. «Most would just have to- 
‘struggle on, until, altogether disillusioned, they refuse to accept 
more patients, or perhaps find that their declining reputation has 
at last stemmed the flow. Could a greater tragedy befallsany able 
and vigorous man ? we 

No, there can be no doubt about it, under'the present system ye 

in most districts hard work does not. pay, and ind the greatest 
misfortune that can befall a busy practitioner in the N.H.S. is to , 
have patients broadcastgpraises of his work. 


To a degree all this argument is, of ‘course, highly con- . 
jectural. The N.H.S has not yet been in operation long. 
enough for the effects to be obvious, At the moment it is 
merely a hypothesis that the method’ of payment by, a 
uniform capitation fee must inevitably reverse completely 
the tendency of all normal competitive.systems to favour the , 
success and survival of the more able, energetic, , and con-_ 
scientious competitors. If I am right that there ıs a prima. 
facie case for the argument, then the "matter would’ appear | 
to warrant, investigation, and if should not be impossible to 
obtain statistical evidence to support or'refute it. Perhaps 
the rot has afready set in. Tt should not be necessary to 
wait for the whole structure to crirhble-before taking action. -~e 

The idea’ of-a differential capitation feeseems to me to 


‘F be one which would’go a Jong «vay to. aie the problem 


by reason of the fact that the age. -distfibutio of the patients 
on practitioners’ lists must be .one’ of ‘the main causes of: 
variations in sickness rates. ’ It is no, angwer to - say that the 
uniform capitation fee worked reas aren wea under N.H.I. 
At that time thesection? df the’ comnmutity ‘at’ isk was, on 
the whole, the relatively fit section, which had,got over all. 

e ‘inevituble siékness"and infections. of childhood, and any 


` the present maximum is almost certainly too high, variation ` 
Ea, in the constitution of lists does not appear to have been- -efects -wefé- doubtless obscured by the, relative vdiunte of 
fae given the attention it merits. It is conceivable that, as a Private practice, whiokimay, as Sonie believe, have subsidized 
bos result of open competition in private practice over many panel ,practice. "Looking back, -it is (6 me now, quite incom- 
years, the sickness rates in different practices in the same area prehensitile that in J uly, 1948, having not long before secured 
(where conditions are thus roughly comparable) may vary What then appeared to be a reasonable capitation fee for the 
very considerably. Thus one practice may entail mach less -care of the relatively fit, we “should have been so stupid and 
work than another of approximately the same size, yet-both Unbusinessliké as ‘to undertake tht care of the pest of atic . 
are remurierated equally. community, embracing most of tHe elderly and chronic sick, 
M Furthermore, this is not a static condicon or one which will ` i a Sapnon i Monte ie only oe coppers.* - x, 
‘ < somehow be put right in due course. On the contrary, I believe n CORCIUSION wou ike to a just one point to 
; the- present system will tend to promote’ discrepancies between Dr. Clarke's suggestion. , } have-a feeling tat a reasonable +a, 
- the sickness rates in different practices For, when a patient now ` capitation fee for the care of the elderly may well be con- ° 
transfers from the list of one doctor to that of another in the siderably higher than’ he thinks; possibly 35s. ‘or even £Z ` 
same district, it s-probable that more often than not that patient may be nearer the mark. | would suge¢st that the relative 
requires treatment, and in many cases regular treatment. If the  item-of-s€rvice rates. for „thoathree grdups should be investi- 
i patient~doės not require treatment, there is indeed no reason, gated in various types Of practice. Armed with this informa- 
i% jes vy he ce botter ato gir cid particularly T he now has to tion, we coukt the® demonstrate-to thè Minister of Health + 
p` put himself to quite a of trouble o so. Inan area which- is 
Ae ae is more or less fully developed the effect in the course of time -how  Wiitrupulously we we hee being. exploited: iat, etc., sn 
ee must surely be for the doctors who acquire a reputation far: dood’ Riad Lana  * Ks “HEAP... ™ 
aie service to acquire along With it a medical list with a steadily rising ,, . - weet tates ssa cael ta, ine 
sickness rate. Now, much as one-may deprecate the assessment = ‘Barber Surgeons eo mee 
of humanity in terms of shillings and fractions of pence, let, us icul ty 
be practical and honest, and admit that; when some’ fussy old Si,—The trade or profession.of ' barbérsgurgcon, ‘which =- 
. chronic for whom we have done the best we could now forsake „ . fldurished. two-.or three, centuries ago, ceased to exist as guch ‘ 
Ee us for a neighbouring colleague, no elegy is‘uttered, no tears are when the law interyenedaandslonbliste Meenractign of bidod” * 
cae AS shed, ue hea anaua pE aes Bren « letting bY it#enterprising members, and so any close associa- 
more than the price of two pa of cigarettes. An riata 
ce the other hand, on discovering” that. one. tias acquired such a bated ne the raat th mee teat pina Gee eae aa 
patient on the same terms presumably the hymns of praise are th See 
i also rarely audible. tween the two forms of art. be Ta 
, , The effect of this state of affairs is bad for both the doctor _ _ A barber, or, as he likes, to be called. now, a haindrbsser, 
f- ae > who loses and,the one who gains patients in this way. For if ft. ‘charges ‘..'6d." per caput haircut, and this operation can 
' .. is repeated often enough the one must lose some of his pro-` be repeated at monthly intervals, giving an-annual capitation et 
i fessional pride and conscience, while the other must eventually ‘fee of 18s. My hairdresser tells me he can average five hair- 
3 7 lose his hope and high ideals, To the ‘lattér, burdened: witha ‘cuts an hour, and on this’ basis it can be easily calculated 
j > large list with the proportion of ‘the chronic sick and the elderly ' that he can control a- panel of 1,000 clients by working 48 
RË n, increasing, no course will'be open ultimately but to devote less  nours per week and 50 weeks’a year.“ Now.a G.P. working 


and less time to each patient, thereby almost inevitably lowering 
i G the standard of bis work. Whereas in private practice the fees 
i ` from, say, 200 patients requiring regular attention would ' 
~ pey the salary of an assistant, thus making the maintenance of the 


“o 


N , 7 samo standard of work a possibility, the increment in capitation - 


48 hours a week in a semi-rural area cannot look after more 
- than about 1,500 patients properly, and òf course has to 
put up with night calls, unremunerated overtime, and ° 
interrupted Sundays, His overhead expenses are much 


t 
A. 


a “S RepreBiatirip >the? value= “of guiya 
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heavier, to say nothing of his responsibilities, as compared ott : i 
with his brother at the shop, Assuming that tips and quick | lation Notices PR 
gales on the one hand balance extras like maternity and Ed 
Special examination fees on the other, we can arrive at the i ON OF COUNCIL BA 
PA that the net incomes in the yo pears! are VII E The following is thg result of the election of two -members> > 
It is a sober thought for the young practitioners of, the of Council by Group 19 (Surrey Branch): a i 
future. „I hope our Ministers of Health will not exploit too Ky w Morgan ew Malden) : v pa Electe a 
Been medical men and women have for their calling OM Reef (Guildford) ee wh 498 Elected» k 
> t A ns A. Macrae, s, 
Formby, Lance . A. K. P. TOBN, Na Ù > a Secretary. A 
7 i 5 E . a oS $ a 7 
v4 Free Sight-testing n Sa Diary of Central Meetings - p pi 
Sm.—it, pa not appear to have been sufficiently T ree H a ate £ aoe 
to the public, or to the general practitioners whb are Mon, ommittee OF ASLETENOR, 
advisers, that the new regulations providing for a char 5 Tues Pr Formular Pepa ies Spee, Ja É 
spectacles do not affect the privilege of free sight-testingg Rohr Society, | 1, Bloomsbury Square, London: -W W. 
of a free test at an interval after glasses have beef h a f 
A patient should not be deterred from having his sight te d 5 atures Gena’ Medical Services Subcommatee “on We | š 
on account of @ charge, which is not made except for glas Remuner aton. of see $ 
I feel that a statement to this effect in the Press by: ‘the 6 Wed. Publishing Subse ilies 1038 am. ` ae re 
B.M.A. would save hardship to patients arfd answgring of 6 Wed. Amending Acts Committee, 2 p.m : 
many questions” by genéral practitioners, who, may í sur 7 Thurs Central Consultants and Specialists Comite, 


patients that in cases of genuine hardship free glass w 









x 11.30 a 


still be provided. The” feally “ hard-up ” persons | aré?in, ki 11 Mon Dual Appoiniieni Joint Subcommijtee of Staf 
experience often’ the most diffident and patient, in enducit . Sides of Committees B and C, 11 ay. » 
hardship and the last to exploit any free service. ~I am, etes 12 Tues  Stèffing Committee, 5.30 p m. er 
12 Tues Office Committee (following Staffing’ ‘ Committee). 
Ruthia, Denbighshire Pa - TREVOR Eee 13 Wed. Annual Representative Meeting, 10 a'm Pa 
- e. E 14 Thurs. Council, 9 a.m. b 
: eet 14 Thurs. Annual Representative’ Meeting, 10 a.m. ae 
” Registration of Opticians i 8 - é tS Fri. Annual Representative Meeting, 930 amit sire e 
Sir,—The Government has now made a desperate a ffer t n a ce oe eigen Nee a acs K 
to curtail expenditure on fhe ‘sipplementaty, o i n ournedy Annual Gen ecting reg gets 
scheme, but has‘saddied the spa with thiststh Or Aai na a Cental Hali, Westmirigter, & 
at least another ie years. No permanent ose 16 Sat. Annal Representative Meeting, 9.30 a.m., : eo 
_ present envisaged» -It is obvious that ‘thes indney" on” j 16 Sat Council (àt conclusion of A.R.M.). © -ẹ f 
“unnecessary frames and lenses wenld have ‘èq tps or. 16 Sat Overseas Conference, 3.30 p.m. f is 
clinics. The story would hyve ‘heen VETY: ° aigerents f the 20 Wed Assistants and Young Practitioners Subcommittee, <a 
registration of ophthajmmic optician As dispénsers- ‘ortfe ac- i General Medical Services Committee, 3 pm. P 
tionists with the seri professfb ra codes: x ethics; had 26 Tues Deimatologists Group Committee, 2 p.h- -anD 
preceded any- a hema 26 Tues Conference of Dermatologists Group, 2.30 p.m. 7 
overdue and ER. a 27 .Wed. Amending Acts Committee, 2 p.m ° A A 
—I am, etc., ~*~ AUGUST ; l 
j i 2 Thurs Subcommittee on Maladjusted Children, Psych- .* 
Eneou ES CA logical Medicine Group sted Chis 2pm. ~ 
*" The Sectetary es aan ; 
fi Branch and Division Meetings to be Held 





T 
of opticians ig,at geen ing eat 
Committee. — . . ; 


ea 


e 






. ye gas: = are 
SiR in 194 unde iurèig we'Were. fórced to sell Ebod- `- 

vull offour P ea a YEG a pyice. t act, 
_ figurë nik erotiyet know, N ae 
‘sgettingsgnte n ihai gece at ee ssent actual}? 

‘a payment pats the | € is fixed), This int 
crate fixed ‘aim the day in“thy he art Se 
and is aot in betord with, présent-day val 
as a result of ag ae Which Ne have ndffontr p - 
„the other -partiga, hargainsamay “have; 7 flation fs 


pial Tf We. are ho of 
7ailway, Cedtticity, or dther iofal@ation; Stocks: wel arg at 
least free-agents. ’to. try to safeguard . .our, oa pital for income 
by transferring ‘it: elsewhere if.” we * think fit. Ida E 

Both the price And the ibterest tate were : di ctated to us, 
and as such we are adder no, moral obligation’ fo regard them 
as matters finally settled and invapabje of imBrovemens -- 
view of the deteriorating monetary > situation we must are 
sider how to prevent the freedom of the profession being 
further restricted by the sapping of-its financial foundations 
—I am, etc., 


R.S y. TE 


Wolverhampton 





Furness Division.—At Orthopaedic Outpatient, Department, 
pert Lonsdale Hospital, Monday, June 4, 8 30 Pma annual 
ing. 7 
Diviston.—At Royal Surrey County Hospital. 
yiJune 8, 8.30 p.h., annual meeting. “Ùt AG, 
Horano? Dyr RA Peacock arid Royal Hotel, Boston, 

p.m., annual meeting; 7 for 8 p.m., dinner. 
ae AND Rurtanp Brancu. -— Nurses’ Home, 
er’ pY l Infirmary, Thursday June 7, 8.45 p.m., annual 
a Address by Dr. E. Grey Turner (Assistant Secretary, 






iB E 
Pe TAA Division.—At Newport Golf Club, Roger- 
gbne, Sunday, June 3, Spring golf meeting. 
NORTH LANCASHIRE AND. WESTMORLAND BRANCH.—A t Grosvenor 
- Hotel, _Sendiands PrSinerade Morecambe, Wednesday, June 6, 
-12 45 for 1 Tupéhoon followed by second annual meeting 
Presidential address, by. Dr. T. L Dowell 
Sourn Essex Driiston~.—At Nurses’ Lecture Theatre, Old- 
church Hospital, Romford, Tuesday, June 5, 9 p.m, ; annual 
general meeting. ` < 
~ :SOUTH LANCASHIRE AND East Cmesuime BrancH.—At Mere ` 
"Golf and Country Club, Mere, Knutsford, Wednesday, June 6,, 
2.15 p.m, second annual meeting 
r SURREY BraNcH.—At Guildhall, Kingston-upon-Thames, Wed- 
nesday, June 6, 2.15 p.m, annual meeting Presidential address 
by Dr. T. W. Morgan 
Tower Hamers Division.—At Mile End Hospital, Bancroft 
Road, London, E., Friday, June 8, 3 p.m, Miss G. Dodds. 
” Gynaecology. r 
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_ REHQRT OF THE GENERAL MEDICAL: ‘SERVICES COMMITTEE TO 
l SPECIAL CONFERENCE. OF REPRESENTATIVES OF LOCAL 


= Se 5 


1, Introduction | 


‘Int March of this year the General Medical Services Com: 


mittee, issuéd a report (M.20) to local medical committees ~ 
setting out the histórical backgroùnd of its dispute withe, 
the Government on the remuneration issue and an account” 


“- of a meeting between its representatives and the Ministers 
` (Minister of Health and Secretary of State for Scotland) 


on February 28, 

It is assumed that reference by local medical committees 
to this recent document makes it unnecessary now to recapi- 
tulate the; various steps which have been taken by the Com-,” 
mittee over the past 24 years to bring the dispute to a; 
satisfactory conclusion. N 

It will be’ necessary, | however, to refer: again to thé): 
Ministry’s inquiries into practice income and expenses, on 
which the Committee’s information is now more complete; 
and to the account of the interview with the Ministers on 
February 28, to which the Conference * in PS eerie, 


- ` 2. The Special Conference, March 29; PLISI So. 


Although the discussions with the new Minister of ion 

n, February 28 produced no specific offer of ansmitréate 
fSeneral -practitioner remuneration, the “Conference hha s 
before it a letter in the following terms: r 


“Tam directed by the Minister of Health, to refer to the meet. 
ing beiween representatives of thé’. Gerjéfat Medical Services 
Committee and the Secretary -of State’ for Séotland and himself 
on February 28 and to say that the Minister himself 1s already 
convinced, aS a result of his first discussion with the representa- 
uves—and the Secretary of State for Scotland agreés—that, there 
ıs a good prima facie case for their reviewing, as a matter of 


we 


., Urgency, both the adequacy of the total remuneration of general 
“practitioners and its distribution 


They will look Without @lay 
yat the best way of speeding up that review. 

SEA: further meeting will be arranged before the end of Agni, a 
© The Conference, recognizing that the Minister had only 
.recently assumed office, and that for the first time it had 
*been conceded that a good prima mane case existed for a 


MEDICAL COMMIT-EEES, - JULY 19 z 
syer . REMUNERATION OF GENERAL PRACTITIONERS ` 


viownot the’ ‘adequacy: Hof ‘géfieral- practitioner remuneration, 
danéluded’ on ‘balance that it was not unreasonable to 
aythdrize, e Committeė™ to proceed with the promised 
creel atic the following fecomnféndation was iene 
ura 

2 


Medioas Services Committee 
otiati 


ttioners, and; ae _ Gen 

to r “promised. and’ to report the 
oujcome: ta.‘ er feren: 

ately at afer atytle. diş 


š-soon ‘possible, or immedi- 

ssions seem unhkely to 

. leat» tga A. em and that m the meantime the 

* preparations for nta@eis of general practitioners 
referred togii the | 

continga A y 


igpnterence lution of June. 1950, be 
k a 


wi csi ti prikgiia May 
Anii tt oui? fit nggessary to remind 


Bas s ana h 7 bef 
the: Minister. omise to} the scussions ore. 
the end ofs Er A i ma ince ingly apparent 
„Anat the. deilt ape of 8 fon “ari8ing opt; of the 
clices income snquify wot d A bedfhaila iein time. 
fg * Further, in spife of gnee etitg®? between’ ‘the ci mmitteê’s 


Actuary aed the- Governmentfactuary, | itthad nof- seen pót- 
“sible: té*agree upon A final efigurer for,“practigehexpenses ; 
` the: ‘Ministry insisting « sihat. ‘no c “had- been made for a 
iaee higher than 365%. ‘Failure, to: *réach, agreement: on: 

the--dyerall. figure ‘Thevita bly: délayed the -‘actuarigs: from con- 
\iadrine, ‘the’ , Practic€ expense figures to be applied to the “ 
varigus "iypešsof pråctioe=re g; rural, “urban, maxiniuin list, 
medium lists: “etc.—and ulfimately the Committee's“ “actuary, 
iñ order to,ayoid further delay, was-agked to calculate these 
figures on; ‘the : basis of an “overall figüre of 36.5%, without 
in ‘arly way ‘prejudicing the Committee’s claim for 375%, 


2 figure which it then and ‘Still maintains is a reasonable * 


one to adopt. 

Towards the middle ‘of April the Committee suggested 
to the’-Ministry that it should nevertheless be possible for 
the Minister to determine the deficiency in the GP. pool 
2421 


A 
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in the light of the information then available, leaving the 
detailed distribution of any new moneys until the results 
of the practice income inquiry were known. The Com- 
emiftee authorized its Chairman and Secretary to meet the 


, Minister on a date*to be fixed before the end of April. 


This meeting subsequently took place on April 25, and 
the Minister expressed his regret that preoccupation with 
matters arising out of the Budget had prevented him from 
‘meeting te Committee’s representatives before the end*of 
April as he had intended to do. He repeated that he was 


_ anxious for a comprehensive review of the adequacy and 


distribution of general-practitioner remuneration, and did 
not rule out the possibility of additional money being pro- 
vided. He intimated his desire to meet the. Committee's 


e representatives as soon as possible, and a further meeting 


-claim was fairly examined on its merits 


was arranged for May 9. 


At'this meeting, which lasted approximately six hours, the, 


Comfuittee’s representatives pointed out that they regarded 
it as a continuation of the previous discussion which had 
taken place on February 28, and in view of the fact that 
the Chancellor’s Budget proposals were known they felt 
entitled to ask what progress had been made towards an 
examination of the profession’s claim. 


The Minister reminded the Committee that although the, 


Budget had not directed that no further improvements in 
the remuneration of any section of the community shoul 
take place, the Chancellor had made it quite clear that thefe 
was. still need for general restraint. Further, he (the 


-Minister) wanted to make it clear that in the recent debate. 


in the House of Commons on the N.H.S. Amending Bill 
he had given an undertaking to Parliament that a “ ceil- 
mg” would be imposed on N.H.S. expenditure. The 
Minister and the Secretary of State for Scotland were, he 
said, under a pledge to Parliament not to exceed the sum 
of £400m., which represented the limit to which N.H.S. 
expenditure could go. The Minister added-that, although 
he still did not rule out the possibility of new money, he 
was limited in this direction by what was available within 
the £400m. ceiling, which would operate until 1954 In 
any case, he thought there. was room for modification m 
the present system of remuneration which might include a 
reduction in the maximum number of persons on doctors’ 
lists. The Minister also suggested that there should be 
some redistribution of remuneration to assist the entry of 
new practitioners to under-doctored areas where it could 
be shown that they were genuinely contemplating N.HLS. 
practice, and that this might mean a reduction in the income 
of other practitioners. Finally he stated that the provision 
of additional money to the pool must be contingent upon 
an assurance to the Ministers concerned of a resolute attempt 
to reduce the size of the drug bill. With these objects in 
view he proposed that a working party of members of the 
‘Committee and officers of the Ministry be set up to examine 
the practical details of a scheme. , 
The Committee’s representatives strongly objected to this 
attempt to limit their claim to an artificial ceiling. They 
also objected to extra money being provided only on con- 
dition that savings were made in the pharmaceutical service. 
This could be interpreted by the public only as an attempt 
‘on the part of doctors to.profit at their expense. The Com- 
mittee would do all it could to co-operate in a working 
party, but, unless it knew in advance that its efforts would 
not be hampered by an arbitrarily imposed ceiling, it would 


be impossible to evolve a practical scheme of redistribution.’ 


‘The general practitioners’ claim fo: 1mproved remuneration 


‘shad been known to the Ministry for nearly three years, and 


it was only too clear that no provision had been made for 
‘meeting this claim when the present ceiling was fixed. The 
Minister could not expect general- practitioners after all this 
tume to be satisfied with what was left of the £400m 
after other sections of the Service had been satisfied. The 
Committee had a duty to the profession to see that their 
This meant that 
the total moneys available for general practitioners must 
be related to the recommendations of the Spens Report 


, 
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after appropriate adjustments had been made for any 
increase in practice expenses, any increase in the number - 
of general practitioners in the Service, and the obvious 
increase in the cost of living between the years 1939 and 
1951. 

Until these factors had been examined it was impossible 
to compute the proper size of the pool. Certainly ıt was 
unreasonable to ask the Committee to discuss a predeter- 
mined plan of distribution, or indeed to agree to any radi- 
cal changes in distribution unless they had some assurance 
that .the pool could be made sufficient to allow of an 
equitable method of redistribution. 

No final conclusions were reached at the meeting, but the 
Minister undertook to let the Committee have his offer in 
writing within the next few days. 


4. Exchange of Letters with the Ministry of Health 


(i) The Ministry sent the following letter to the Committee 
on May 23 


“ At their meeting with representatives of the General Medical 
Services Committee on May 9 the Minister of Health and the 
Secretary of State for Scotland undertook to put in writing for 
consideration by the Committee certain proposals affecting the 
remuneration of general practitioners ın the National Health 
Service. 

“At the previous meeting on February 28 last the Ministers 
accepted what there was a good prima facie case for reviewing, 
as a matter of urgency, both the adequacy of the total remunera- 
tion of general practitioners and its distribution. Careful ‘and 
sympathetic consideration has been given to the further repre- 
sentations which have been made, in the light of the difficulties 
which’ many doctors are known to be experiencing, and the 
Ministers can now confirm that in their view a measure of 
improved remuneration is justified for practitioners with lists in 
the lower and middle ranges, but they do not consider that justi- 
fication for additional remuneration extends to practitioners with 
lists of more than 2,500 patients. In arriving at this view the 
Ministers have not overlooked the importance of maintaining a 
proper relationship between remuneration obtainable by general 
practitioners and by specialists. 

“The Ministers accordingly propose that a working party, 
composed of representatives of the General Medical Services 
Committee and officers of the Government Departments con- 
cerned, should be asked to suggest methods of distributing 
the central practitioners’ pool of remuneration with special 
reference to: 


(a) the need to make it easier for new doctors to enter general 
practice, especially in under-doctored areas, by providing an 
assured income for genuine new entrants in the initial years; 

(b) improving the position of practitioners with lists of the 
order of 1,000 to 2,506; 

(c) the importance of diminishing the incentive for practi- 
ttoners to build up unduly latge lists and of stimulating group 
practice 


“The, working party might proceed on the assumption that 
some additional Exchequer money would be available if satis- 
factory methods of distnbution were proposed by the working 
party and found to be acceptable to both sides. The Ministers 
would, however, feel able to recommend Parliament to, provide 
such funds only if agreement were reached on significantly lower 
effective maximum numbers of patients which practitioners gener- 
ally would not in future be permitted to exceed (while allowmg 
individual practitioners now above those limits to maintain their 
lists at their existing levels). They would also need to be satis- 
fied that the Committee was taking all possible steps open to 
it to eliminate extravagance in prescribing (of course without 
detriment to patients) 

“While the Ministers recognize that to attain the objects in 
view additional Exchequer money will have to be found, the 
profession will be aware of the rearmament programme and of 
the present fir ancial stringency and it would not be useful for , 
the working party to make suggestions which would involve 
additional funds in excess of £2m. a year under present 
circumstances.” 


Gi) The Committee sent the following reply to the 
Ministry on May 25- 


“The. General Medical Services Committee at its meeting 
yesterday considered your létter dated May 23 conveying the 
Ministers’: proposals about the remuneration of general practi- 
tioners in the National Health Service. 
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“ After a detailed examination of the proposals the’ Com- 
mittee concluded that the Ministers, having admitted that there 
was 2 good prima, facie case for reviewing as a matter of urgency 
both the adequacy of the total remuneration of general practi- 
tioners and its distribution, an admission to which a great deal 
of weight was attached by the profession, had none the less pro- 
posed to set up a working party which should be limited by an 
arbitrarily predetermined ceiling and by a preconceived plan of 
distribution. This would make it impossible for the case to be 
examined on its merits and is indeed a departure from the under- 
taking given by the Minister in his statement on February 28. 

“ Moreover, it is fair and reasonable that the size of the pool 
should depend upon the number of doctors in the Service. No 


provision for this is made in the scheme put forward in your: 


letter, although the Ministers’ proposals for making it easier for 
new doctors to enter general practice mean in effect that any 
additional remuneration required for ‘practitioners entering the 
Servicé can be found only at the expense of their colleagues. 
Again, it is unreasonable that G.P. remuneration should be pre- 


judged by an arbitrary sum of money which is all that can be , 


made available after other sections of the Service have been 
satisfied. Above all the Committee holds that professional 
remuneration should be determined solely on -its merits. It 
reiterates its view that the profession’s first duty is to its patients 
irrespective of other circumstances, and that it is improper that 
the amount of professional remuneration should be made depen- 
dent upon economies in prescribing. 

“ For these and other reasons I am instructed by the Com- 
mittee to say that it could not take part in the woyking party 
on the terms proposed in your letter. 

“The Committee for its part would*be prepared to enter a 
working party empowered to explore freely ‘the best way of 

_improving the general-practitioner service available to the public, 
and to examine the Committee’s claim on its merits in the light 
of all the available information, including the recommendations 
of the Spens Report already accepted by both sides. In other 
words, let both sides get together and look at the merits of the 
case knowing that there is common desire to apply new moneys. 
where the shoe pinches most. - 

“The Committee hopes that the Ministers will find it possible 
to meet this reasonable basis for discussion, and I would be glad 
if you would convey the contents of this letter to them immedi- 
ately. If this offer cannot be accepted, the Committee will feel 
bound to inform the profession that after nearly three years of 
protracted negotiations the Government declines to allow the 
Commitiee’s case to be examined on its merits. 

“The Committee has arranged to meet on Thursday, May 31, 
to decide its further action, and I am to ask that a reply to this 
letter may be made’ available before then.” ; 


Gii) The following reply was received by the Committee 
on May 30: 
“ In reply to your letter of May 25 I am to say that the sugges- 


tion for a limited investigation by a working party was made 
because the Ministers understood that the General Medical Ser- 


vices Committee attached great importance to an early settle- ` 
ment to meet the known difficulties of certain types of practice. + 


The wider discussion now ‘suggested would presumably take a 
good deal longer, but the Ministers would have no objection to 
these wider questions being discussed in the light of the results 
of the investigation into practice expenses and the distribution 
of remuneration among general Practitioners, the Provisional 
results of which are now available. 

“The Ministers feel that they ought to make it clear, however, 
that they could approve proposals which would involve addi- 
tional Exchequer money only if they covered the points men- 
tioned in the leiter of May 23 and that the maximum amount 
of additional funds which can be made available under present 
circumstances is £2m., a year.” 


5. The Present Position 
The recent exchange of letters with the Ministry shows 


clearly the widely divergent view held by the Government | 


and the Committee on the method of approach to the remu- 
neration issue. The Committee for its part is willing to take 


part in discussions which will lead to a full, unfettered, and ' 


speedy investigation of its claim. This is the Committee’s 
interpretation of the Minister’s statement that a prima facie 
case exists for reviewing as a matter of urgency both the 
adequacy of the total remuneration of general practitioners 
and its distribution. The Ministry, however, has constantly 
refused to say what in its view should be the total amount 
of money necessary to implement the recommendations of 
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„the Spens Committee, and now declines to examine the case 
‘on. its merits. It offers instead a working party to examine 
the problem with a limit of £2m. additional money, and 
then only if it is allotted on a preconceived, basis of distrf- 
bution and savings are made in the pharmaceutical service, 
Put at its simplest, the Ministets are prepared to make £2m. 
available—the residue of the N.H.S. financial vote—after 
all other. sections of the Service have been satisfied and 
after Ministers are satisfied that prescribing costs will be 
kept as low as possible. The Committee is confident that 
the increase in practice expenses over the last two years will 
be found to absorb most if not all of the £2m. now proposed. 

The Committee cannot lightly disregard the’ implications 
of this proposal. 

Although additional money is promised after nearly three” 
years’ negotiation, the offer, if accepted, could in no way 
be related to the profession's claim and would plac» Spens 
in the discard for all time. Even had the Ministers’ offer 
been substantial the Committee would have hesitated to. 
recommend its acceptance in the absence of a proper investi- 
gation of its claim and the maintenance of Spens as the 
yardstick of general-practitioner remuneration. ` 


6. The Committee’s Case 
‘A recent pamphlet issued by the British Medical Guild to 
évery general practitioner explained that on the incomplete 
information then available the pool was deficient by approxi- 
‘mately £7m. The pamphlet went on to say that “ this figure 


_of approximately £7m. is not—cannot be—a final one ;’the 


final figure must depend on complete information which is 
not yet available ”—for example : F 


@ The final figure must be affected by the result of the 
Government inquiry into practice expenses. Clearly, since the 
recommendations of the Spens -Report are in terms of net 
remuneration, the results of this Government inquiry will have 
an important bearing on the amount of the final sum claimed. 

Gi) The final figure must take account of the number of 
‘principals in the Service. It is fundamental that the size of the 


' pool should be adjusted, from time to time, to take account of 


the number of doctors sharing in the pool. The Government _ 
inquiry into practice income will establish the precise number 
on which the size of the pool can be calculated. 

Gif) The cost of living has increased since the original calcu- 
lations were made. 

(iv) It is beyond dispute that the amount of professional “work 
has increased. 


The Committee has again looked at those factors upon 
which further information is now available. 


7.. Practice Expense Inquiry 

After prolonged negotiations the Government admit that 
a case has been made for a figure of 36.5% to represent that 
percentage of a practitioner’s income which is expended on 
practice expenses. The*Committee maintains, on the advice 
of its actuary, that a proper and reasonable figure would be 
37 5%. 

“In any case, these figures refer to the year ended March 31, 
1950, and the Government has promised a further inquiry 


„into the increase in expenses which has taken place since 


that date. Certainly a figure of 37.5% was reasonable two 
years ago, and, bearing in mind the very heavy increase in 
the cost of petrol and tyres, the proper figure to-day is 


appreciably higher. 


8. Number of Principals in the Service 

The Ministry’s estimate of the number of principals in 
unrestricted practice at March 31, 1950, was 19,039. An 
accurate assessment of the position to-day must be agreed 
with the Ministry and the appropriate adjustment made to 
the pool. 

9. The Cost of Living 

Evidence is available to the Committee that between the 
years 1939 and 1951 the cost of living has increased by a 
little over 100%. The ‘Committee, however, has had to 
bear in mind the assumption in Spens that cost of living must 
be related not only to estimates of the change in the value 


`~ 


, £2m. had been added to it. 
offer could be effective only ıf general practitioners as a. 
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of money but also to the increases which bave in fact taken 
place since 1939 in incomes of other professions. 

Nevertheless the betterment factor is the missing link in 
Spens, and it is clearly impossible to proceed further with 
‘a calculation of the’ size of the pool until the appropriate 
figure to-day has been d&termined. The Spens Report 
decided to “leave to others the problem of the necessary 
adjustment, to present conditions,” and probably the only 
effective way of securing an sate figure is to refer the 
point to arbitration. 


10. Amount-of Work 
It is common knowledge that the amount of work done 
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~ body resigned from the Service. The Committee has con- 


by a general practitioner has increased considerably. In . 


. order to earn the income to which a professional man of 
his standing is entitled he must at present be prepared to 
workevery long hours. This is not in the best interests of 
himself or his patients. 


11. The Chim E 

In order that the Ministers’ proposals may be seen in 
their proper perspective it is necessary to- consider certain 
broad assumptions on which the Committee's claim is based. 
They are (i) that in order to implement Spens it is’ necessary 
to adjust the pool by a percentage which adequately reflects 
both the change in the value of money and the increase 
which has in fact taken place since 1939 in incomes of 
other professions ; (ii) that the pool must be related accu- 
rately to the number of practitioners in the Service and 
reviewed from time to time ; (iii) that, as in the opinion of 
the Committee’s actuary a reasonable interpretation of the 
Government inquiry into practice expenses for the year 
endéd March, 1950, showed a figure of 37. 5%, it is not un- 
reasonable to assume that the promised review into practice 
expenses since that date will show that the proper figure 
to-day is at least 40%. 

The settlement of the profession’s claim is dependent upon 
so many constantly changing factors that it is impossible for 
the Committee to state the exact amount of the claim at 
this juncture. From the mformation before the Committee 
and allowing for only a modest increase in practice expenses, 
together with the betterment figure which was used in nego- 
tiations in 1949, it appears to the Committee that there is 
every justification for a claim several times the maximum 
that might be obtained if the Ministers’ proposal with all 
its accompanying undesirable features were accepted. 

5 12. The Issue before the Profession 
The issue before the profession is at last clear. After 
nearly tbree years a proposal has been made by the Minister 

which clearly, in the light of his final letter dated May 30, 

represents the limit to which he is prepared to go under 

present circumstances in meetingsthe Committee’s claim. 
‘It might appear at first’sight that this offer must be either 
accepted with such reservations as the Committee is able~to 
secure or rejected out of hand. The Committee has exam- 


~ ined both courses of action. 


To accept the offer would mean that the claim was being 
settled on expediency and not on its merits; that an arbi- 
trary -ceiling determines the award and not a "realistic appl- 


cation of Spens ; that Parliament must be satisfied that the- 


profession is making determined efforts to economize in 
prescribing before any additional moneys cat’ be made 
available ; that the. Government and not the profession is 
to have the last word on the distribution of its‘own pool, 
and that there was insufficient overlap between the incomes 
of consultants and general practitioners. For these con- 
siderations alone the Committee finds itself unable to recom- 
mend acceptance of the offer. 

On the other hand, to reject the offer might mean that 
the Minister would either leave matters as they now ‘stand 
or, more probably, impose some new form of distribution 
either within the existing pool or after a sum not exceeding 
In any case rejection of the 


sidered carefully whether it should recommend such resigna- 


tion, but it has had to bear in mind that under existing legis- - 


lation a dispute of this character between the profession 
and the Government must be referred’ to the Minister of 


Labour, who in turn must satisfy himself that every effort . 


has been made to secure a settlement through such con- 
ciliatory machinery as is available. Moreover, any settle- 
ment of the dispute with or without withdrawal of service 
must in the end be effected through the medium of some 


‘conciliatory machinery. 


On balance the Committee feels that nothing would be 
lost by recourse to arbitration now. Such a step would 
at least ensure a detailed examination of the Committee's 
claim and would establish once and-for all the proper size 
of the pool at present-day values of money. Once tbe size 
of the pool has been determined it should speedily be pos- 


sible to devise a practical scheme of distribution. The Com- 


mittee therefore recommends: 


(a) That, as the Ministers’ proposals set out in the 


Ministry’s Tetter of May 23 are unacceptable, in that no 
provision is made for the profession’s claim to be exam- 
inedion its merits, the Conference, calls upon the Minister 
to refer the determination of the proper size of the central 
pool, having regard to the recommendations of the Spens 
Reports and present-day money values, to arbitration, 
such arbitration to, be arranged without further delay ; 

(b) That, once the proper size of the central pool has 
been determined by arbitration, the General Medical Ser- 
vices Committee be authorized to resume discussions with 


the Minister in order to apply a form of distribution which, 


is in accordance with the recommendations of the Spens 


Committee and which will enable the best possible medical - 


Service to be available to the public. 
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REGIONAL HOSPITAL BOARD 
MEDICAL OFFICERS 
AWARD OF INDUSTRIAL COURT 
The claims of headquarters medical staff of regional hospi- 
tal boards have been negotiated through Medical Council B 
of the Whitley Council Agreement was not reached, and 
they were therefore referred to the Industrial Court for 
arbitration. The document including the Court’s award is 
set out below. The following were the terms of reference: 
“To determine a difference between the management and staff 
sides of Committee B of the Medical Council of the Whitley 
Councils for the Health Services (Great Britain) arising out of 
the staff side's proposals for revised salary scales for the head- 


“quarters medical staff of regional hospital boards.” . 


1. The matter was referred.to the Industrial Court for 
settlement in accordance with the provisions of the Industrial 
Courts Act, 1919. The parties were heard in London on 
April 25 and May 22 and 23, 1951. 


Present Salaries 


2. The headquarters medical staff of regional hospital 
boards concerned in the claim are senior administrative 
medical officers, deputy senior administrative medical 
officers, and regional psychiatrists. 

At present senior administrative medical officers are 
remunerated by way of a fixed salary, the amount of 
which varies according to the region. The actual figurés 
are as follows: 


£2,500: The four Metropolitan Regions, Birmingham, Liver- 
pool, Manchester, and the Western Region (Glasgow) in Scotland. 

£2,250: Bristol, Leeds, Newcastle, Sheffield, Wales, and the 
South-eastern Region (Edinburgh) in Scotland. 

£2,000: East Anglia and Oxford. 

£1,850: The Eastern (Dundee) and Wairani (Aberdeen) 
Regions in Scotland. 

£1,750: The Northern Regon (nverticss) in Scotland. (Here 
the senior administrative medical officer is also secretary of the 
regional hospital board and so is engaged part-time on purely lay 


administrative dines 2 ' i 
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These salaries were fixed in 1947 by the Minister of Health 
and the Secretary’ of State -for Scotland after consultation 
with representatives of the profession, and it was accepted 
on behalf of the Ministers at that time that the salaries were 
provisional in the sense that they would need to. be looked 
at again in the light of the Spens recommendations for 
consultants (not then known) and other relevant salaries. 
Thé management side recognize the obligation to review 


the salaries of senior administrative medical officers in the y 


light of statements made when the present salaries were 
adopted. 

Deputy senior medical officers are considered to be neces- 
sary only in the largest regions, and such officers therefore 
do not form part of the normal administrative medical 
hierarchy pf regional hospital boards. The present position, 
which has obtained ever since the boards were set up in 
1947, is that the appointment of deputy senior medical officer 
may be made only in special circumstances and with the 


prior approval of the Minister of Health or the Secretary ` 


of State for Scotland. The existing salary scale for the post 
of deputy senior medical officer, where authorized, is £1,550 
by £50 to £1,750, plus a weighting of £50 in the case of 
officers employed in the Metropolitan area, making the 
London scale £1,600- by £50 to £1,800. 

The present salaries of regional’ psychiatrists in England 
and Wales: were laid down by the Minister of Health in 
1947 after consultation with representatives of the profes- 
sion. They are fixed salaries of varying amounts as follows: 


£2,000: The four Metropolitan Regions, Birmingham, 
Manchester, Liverpool. 

£1,900: Newcastle, Leeds, Sheffield, Bristol, Wales. 

£1,800: East Anglia, Oxford. 


The position in regard to a subsequent review of these 
salaries is similar to that in the case of senior administra- 
tive medical officers. Although salaries have been provided 
for all regions in England and Wales, not all regional 
hospital boards have considered it necessary to make an 
appointment of this kind. Regional psychiatrists are not 
employed by any of the Scottish regional hospital boards, 
and ‘no salaries for such posts have been laid down by the 

` Secretary of State. 


Staff Side Proposals 
| 3. The staff side proposals were as follows: pi 
i + 
I. Senior Administrative Medical Officers 


That the salary scales for the senior administrative medi- 
cal officers of the 19 regional hospital boards in England, 
Scotland, and Wales should be: 


' i 
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Regions Salary Scales í 
Each, of the four Metropolitan £1,875 per annum, ‘rising to _ 
Regions,* Birmingham, £2,625 by annual incremegts > 
Liverpool, Manchester,* of £150. 
and the Western Region of 
Scotland_ e 
(8 Regions) - 


Bristol, Leeds, Newcastle,* 
, Sheffield,* Wales,* and the 
South-eastern Region of 


£1,687 10s. per annum, rising 
to £2,437 10s. pereannum by 
annual increments of £150. 


Scotland 
(6 Regions) . 
East Anglia, Oxford £1,500 per annum, rising to 
- (2 Regions) £2,250 per annum by annual 


increments of £150, 
(Notse: At the present time there are medical officers designated e 
and remunerated as deputy senior administrative medical officers 
only tn the regions marked *, there being two officers so designated 
in the South-west Metropolitan Region, making a total of fine.) 
(b) That the foregoing scale proposed for deputy senior 
administrative medical officers should apply to any admini- 
strative medical officer’ fulfilling the functions of a o 
senior administrative medical officer irrespective of his 
designation. 
II. Regional Psychiatrists 
(a) That the salary scales for regional psychiatrists in 
England and Wales should be: 


Regions 
All Regions in England arid 


Wales, except East Anglia. 
and Oxford 


Salary Scales 
£2,250 per annum, rising to 
£2,750 per annum by annual 
increments of £125. 


Regions 

Bach of the four Metropolitan 

, Regions, Birmingham, Liver- 
pool, Manchester, and West- 
ern Region of Scotland 

(8 Regions) 

Bristol, Leeds, Newcastle, 
Sheffield, Wales, and South- 
eastern Region of Scotland 

(6 Regions) 

Fast Anglia, Oxford, Eastern 
and North-eastern oy 
of Scotland 

(4 Regions) 

Northern Region of Scotland 

(1 Region) 


Salary Scales 
£2,500 per annum, rising to 
£3,250 per annum by annual 
“increments of £150 


£2,250 per annum, rising to 
£3,000 per annum by annual 
increments of £150 


£2,000 per annum, rising to, 


£2,750 per annum by annual 
increments of £150 


£1,750 per annum, rising to‘ 


£2,250 per annum by annual 
increments of £100 


II. Deputy Senior Administrative Medical Officers 
(@) That the minimum commencing salary for any deputy 


senior administrative ._ 


-edical officer in any region herein-_ 


after named shall be “15% of the minimum commencing” 
salary proposed for the senior administrative medical officer 
for the same region, with the same increments—namely : 


_ East Anglia and Oxford 


Northern Region of Scotland 


(12 Regions) 
East Anglia and Oxford £2,000 per annum, rising to 
(2 Regions) £2,750 per annum by annual 


increments of £125. 


(b) That where a regional psychiatrist devotes a propor- 
tion of his time to clinical work he should be eligible for a 
Merit award, for that fraction of his work. 


IV. General Conditions 


(a) That existing officers should enter the Penne salary 
scale at the point they would have reached if the scales 
had been in operation on the date of appointment to their 
present post. 

(b) That the proposed salary scales should be implemented 
with retrospective effect to July 5, 1948. 

(c) That regional hospital boards shall have discretion to 
fix the commencing salary of any officer at any of the four 
incremental points next above the minimum _commericing 
salary: 

@ by reason of age, special experience, and qualifications; or 

Gi) by reason of age alone, where seniority has been lost because 
of service with H.M. Forces, 

(d) That the operation of the proposed salary scales shall 
not in any circumstances result in reducing the salary of 
any existing medical officer. 


Management Side’s, Offer 


4. The management side offer was as follows: 
I. Senior Administrative Medical Officers 
Regions - Salary Scales 
The four Metropolitan £2,500 by £100 to £2,800 
Regions, Birmingham, Liver- f 
pool, Manchester, and the ’ 
Western Region of Scotland 
(8 Regions) 
Bristol, Leeds, Newcastle, 
Sheffield, Wales, and the 


‘ 


£2,250 by £100 to £2,550 


South-eastern Region of j 
Scotlánd 
(6 Regions) 


£2,000 by £100 to £2,300 
(2 Regions) 
Easten and North-eastern: 
Regions of Scotland 


. (2 Regions) 


£1,850 by £100 to £2,150 


£1,750 by £100/50 to £2,000 
(1 Region) 


' ” 
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Il.-Deputy Senior Administrative Medical Officers 


administrative duties as regional psychiatrists. Where a 
whole-time officer is appointéd on the basis that He will 
deyote part of his time to administrative work as regional 
psychiatrist and the remainder of his time to clinical work 
as a member of the clinical staff of a hospital his total 
‘remuneration should be the aggregate of the respective pro- 


tive work) and of the clinical salary appropriate to his 
professional status as a clinician’ (for the ‘clinical work). 


IV.. Date of Operation of New Scales and Assimilation 

(a) The revised salaries should be’ brought into payment 
from a current date in accordance with the usual practice. 

(b) Existing staff should enter the new salary scales at the 
point ‘they would have reached if those scales had -been in 
operation from the date of appointment to their present 
post. ‘Officers at present on. an incremental scale should 
retain: their existing incremental date. Officers at present 


anniversary of the date of appointment to their present post. 


( Evidence of Staff Side 

5. On behalf of the staff side of the Whitley Councils 
for the Health Services (Great Britain) Medical Council B 
information was put before the Court on the functions 
of regional hospital boards acting as the agents of the 
Minister of Health or Secretary of State for Scotland in 
the administration of hospital and specialist services cover- 
ing the whole field of physical and mental health. It was 
pointed out that members of the boards are part-time-unpaid 
voluntary workers, many of whom are not members of the 
medical profession. Evidence was also put before the Court 
on the qualifications, functions, and responsibilities of senior 
administrative medical officers who are the chief officers of 
the boards, of deputy senior administrative medical officers, 
and of regional psychiatrists. 


` Senior Administrative Medical Officers 

In support of the claim in respect of senior administra- 
tive medical officers it was contended that the nature, extent, 
and general importance of their duties are such that they 
are entitled to full parity of status with the average con- 
sultant and to broadly equal pay. Such parity of status was 
necessary because they work with, organize, and control 
numerous consultants in the exercise of their functions and 
must command their respect. Unless adequate salaries ate 
offered, persons suitably qualified for the posts of senior 


They are the key men in the regional hospital system and 
. their functions and responsibilities are more important than 
those of some consultants. ` Evidence in support of these 
contentions was put before the Court, including statements 


1 


.In explanation of the term “average” consultant, refer- 
ence was made to the Report of'the Interim. Depart- 
mental’ Committee on the’ Remuneration of Consultants 
and Specialists, which recommended in addition to a 
salary scale the payment of special. distinction awards 
amounting to £2,500, £1,500, and £500 per annum respec- 
: tively to 4, 10, and- 20% of specialists of staff status. The 

present salary scale for consultants appointed at age 32 or 
; 


` . 


l . 


eofficers employed in the Metropolitan area. ey oy 
t © MI, Regional Psychiatrists 3 ZATA 
Regions ° ; “Salary Scales , 
The four Metropolitan Regions, £2,000 by £100 to £2,300 , 
Birmingham, Manchester, ‘ s 
- and Liverpool 
(7 Regions) f 
Newcastle, Leeds, Sheffield, £1,900 by £100 to £2,200 | 
Bristol, Wales (oa 
' (5 Regions) Napa fe VE 
East Anglia and Oxford £1,800 by £100 to £2,100 
(2 Regions) 


These scales relate to medical officers engaged wholly on 


portions of the salary proposed above, (for the administra- ' 


‘made by nine of the chairmen of regional hospital boards.. 
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£1,550 by £50 to £1,900 with a London weighting of £50 ‘for, 


t 


on a fixed salary should take as their incremental, date the ` 


i 
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‘over is £1,700,by £125 to £2,075 by £150 fo £2,375 by £125 


jto £2,750, and 34% of them receive these distinction awards 
in addition to salary. Thus the average consultant receives 


“<, . a maximum salary of £2,750, plus a better than one~in-three 


-chance of a' distinction award. 
It was submitted that the salaries claimed for senior 


. administrative medical officers taken over all broadly consti- 


tute not more than equal salaries with the average consul- 
tant.: They also compare reasonably and properly with 
‘those of medical officers of. health, if such comparison is 
regarded as. relevant. In fact five of the present senior 
administrative medical officers had previously been medical 
officers ‘of health. In this cofmexion it was pointed out 
that the chief officer of a local authority, with whom the 
chief officer of a regional hospital board may properly be 
compared, is the town clerk, who is higher than the medical 
officer of health. As to the management side’s criticism of 
the length of the scales claimed, it was stated that the staff 
side were not concerned 80 much with the starting point as 
with the finishing point. In any case, the scale claimed was 
not ås long as that of the consultant. > ‘ 


Deputy $.A.M.0.s ; 

As to the claim in respect of deputy, senior administrative 
medical officers, it was submitted that the proper salary for 
this king of officer is an appropriate percentage of his chief's 
salary and that the appropriate percentage is 75% having 
regard, infer alia, to the very narrow field of promotion in 
this service. The amount of the increments should be the 
same as those of the senior administrative medical officer 
as in the case of the deputy medical officer of health vis-d- 
vis the medical officer of health in the public health service. 
It was contended that such a scale should be paid not only 
to officers designated as deputies but also to those who are 
in fact true deputies fulfilling the functions of deputy senior 
administrative medical officers although not so designated— 
that is to say, they’ should receive “the rate for the jgb” 
they are doing irrespective of title. It was accepted that a 
man primarily a departmental assistant medical officer’ who 
for a few weeks in the year when the chief takes a holiday 
acts for himi only on such occasions should appropriately 
be remunerated by a plussage of, say, £100 to ‘his salary as 
an assistant medical officer. It was stated that the i i; 
in fact, no persons holding the office of deputy in the Basteta 





. and North-eastern Regions of Scotland, and the staff side 


were not asking the Court to make any award in respect o 


` deputies in those regions. 


administrative medical officers will not be forthcoming. ' 


Regional Psychiatrists ; , 

As to the claim in respect of regional psychiatrists, it was 
pointed out that the same maximum is claimed for all of 
them—namely, the maximum of an’ ordinary consultant. I 
was submitted that prior to their appointment as officers of 
the regional hospital boards they were_all psychiatric consul- 
tants doing ordinary clinical consultant work and in receipt 
of consultants’ pay. The Ministry of Health had said that 
the mental health services’ in- each region were of such 
magnitude and importance that there ought to be appointed 
a special regional psychiatrist to organize the mental health 
services in each region, and they had also said that the 
person appointed ought to retain some of his ordinary 
, consultant work.. ' - 
In consequence, in most of the regions one of the 
psychiatric consultants working in the hospitals has beer 
given the job of regional psychiatrist. He continues to dc 


‘ some of his ordinary clinical work in all cases except one. 


In so far as he is still doing ordinary psychiatric consultan! 
work he gets the proper consultant salary. In so far as-he 
is doing the more important and eminent task of organizing 
the work of himself and other consultants in the menta 
health services of the region he is at present getting lowe 
pay. It was contended that when a man, being a psychiatric 
consultant, is especially singled out for his eminence, tact 
and ability not only to do his own work but the work of 
organizing other consultants, such promotion and functions 
should not involve a reduction in remuneration in respect 


i 
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of the administrative and co-ordinating work which is mani- 
festly a higher function than that of a clinical psychiatrist. 

As to the general conditions contained in Part IV of the 
staff side proposals, it was stated that there was no dispute 
between the parties about the method of application of any 
new scales arising out of the award to officers at present 
in post, 

Retrospection 

As to the claim for retrospection, the attention of the 
Court was drawn to extracts from agreed records of meet- 
ings between representatives of the Ministry and the Hospital 
and Specialist Services Subcommittee of the Negotiating 
Committee of the medical profession and of a meeting 
between representatives of the Ministry and the Mental 
Health Services Subcommittee of the Negotiating Com- 
mittee of the medical profession. It was pointed out that 
these meetings took place early in 1947 before the Spens 
Consultants Report had been issued. 

The maximum salary fixed at that time for senior admini- 
strative medical officers—viz., £2,500—compared favourably 
then with the remuneration of many consultants. It has 
come to be out of line owing to further developments on the 
consultative side. It was submitted that it would be fair, 
reasonable, and right that senior administrative medical 
officers should be completely on a parity with gonsultants 
and should have their pay increased retrospectively from 
July 5, 1948. The agreed records of these meetings were 


their length and the magnitude of their increments. So far 
as the management side were aware, salary scales of the 
length proposed by the staff side are not met with at» thig 
level in public employment in the figld of administrative 
work, medical or otherwise. „^ 

The management side did not underrate the duties' and 
responsibilities of the senior administrative medical officers, 
but they were of opinion that these posts did not warrant 
maximum salaries of the order claimed. If analogies are 
to be sought they should be found among administrative 
medical posts in local government service and the Civil 
Service. : : 

It was submitted that the Court's award in respect of 
medical officers employed by local authorities had an impor, 
tant bearing on the present case in the matter of the length 


, Of the scale and the size of the increments. The manage- 


ment side came to the conclusion that they would hot be 
Justified in agreeing to scales longer than £300 (£250 for the 
Northern Region), the maximum being reached by three 


annual increments. Under their proposals the position of 
. senior administrative medical officers would not be ‘less 


relied upon to support the claim for back-dating for, 


both senior administrative medical officers and regional- 


psychiatrists. 

As to the claim that regional hospital boards should have 
discretion to fix the commencing salary of any officer above 
the minimum of the scale, it was stated that this provision 


was desirable, in view of the length of the scales, to enable _ 


the boards to offer a salary higher than the minimum where 
it was justified in exceptional cases by reason of age, 
experience, or qualifications. , 


Evidence of Management Side i 


6. On behalf of the management side of the Whitley 
Councils for the Health Services (Great Britain) Medical 
Council B it-was stated that the senior administrative medi- 
cal officer is an administrative officer, and in considering 
the appropriate level of his remuneration clinical rates of 
remuneration have no direct relevance. It was submitted 
that the promised review of the salaries of senior admini- 
strative medical officers must take place in the administrative: 
sphere and the relevant considerations were the levels of 
salaries paid to other administrators, both medical and non- 
medical. In this connexion it was pointed out that in the 
presentation of the claim in respect of medical officers 
employed by local authorities the staff side of Medical 
Council C had contended for parity of status with the two 
other branches of the medical profession—namely, general 
practitioners and consultants. On that occasion the manage: 
ment ‘side maintained that as public health medical officers 
form part of the hierarchy of local authorities’ administra- 


tive offices their:salaries should be related to those of local ` 


authority officers carrying comparable responsibilities and 
not by reference to any particular level of clinical remunera- 
tion. It was submitted that the staff side’s contention in 
that instance was not upheld by the Court in their Award 
No: 2285, and the management side were unable to accept 
the staff side’s contention in the present case that the salaries 
of senior administrative medical officers should be tied to 
those of consultants. r 


Senior Administrative Medical Officers 


The two sides of Medical Council B were in agreement 
in regard to the starting point of the salary scales for senior 
administrative medical officers, except in respect of the posts 
in the Eastern and North-eastern Regions of Scotland. The 
management side could see no justification for treating 
these particular posts exceptionally. Apart from this it 
was contended that the scales claimed were excessive in 


favourable than the position of medical officers of health 
under that award. Senior administrative medical’ officers 
in the largest regions would under the management side’s 
proposals be equivalent to medical officers of health with 
populations exceeding 600,000, of whom there are only 17 
in England, Wales, and Scotland. As regards the Civil Ser- 
vice, the ‘maximum proposed by the management side for 
senior administrative medical officers in the largest regions 
(£2,800) is but little below the salary of the two deputy 
chief medical officers of the Ministry of Health (£2,850) and 
of the chief medical officer of the Department of Health 
for Scotland (£2,800) even after due allowance has been 
made for the difference in superannuation contributions. It 


, was accepted that these salaries are at present under review 


+ 


by the Howitt Committee. / 


Deputy S.A.M.0O.s 


As to the deputy senior administrative medical officers, 
the management side thought it appropriate to remunerate 
them by a responsibility allowance of £100 on top of the 
salary of the grade below—i.e., the assistant senior medical 
officers—whereas the staff side had claimed for them a per- 
centage of the grade above—ie., the senior administrative 
medical officer. Moreover, the claim related not only to 
authorized deputies but to other medical officers fulfilling 
the functions of deputies. 

It was pointed out that there are authorized deputies 
only in the two groups of the largest regions, and it was 
contended that the scales awarded should be limited 
to these and be expressed as actual scales, not as a per- 
centage of any other scale. In this connexion it was stated 
that in both the hospital management committees and the 


‘teaching hospitals there are deputy posts for which the salary 


scales are almost exactly two-thirds of the scales of. chief 
administrative officers. The claim of the staff side was 
therefore out of line with other comparable cases and with 
the Court’s award in respect of deputy medical officers of 
health. The length of the scale claimed was also excessive. 
The management side considered three increments of £100 
or four of £75 would be appropriate. 


P Regional Psychiatrists 


In regard to regional psychiatrists, it was emphasized that 
in carrying out their duties as members of the headquarters 
medical staff of the regional hospital boards they are per- 
forming administrative and not clinical functions. The 
proposition that clinical salaries should attach to admini- 
strative medical posts was one the management side were 
quite unable to accept. The proper course would be to 
determine ‘their position in the administrative medical 
hierarchy of the board in appropriate relationship with 
the salaries of the senior administrative medical officers. 
This was the basis of the management side’s offer, and it 
was pointed out that the scales offered are all within the 


-range for consultants. 
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' Retrospection 
Š AS | to the general conditions embodied in the claim, the 
management side weye quite unable to agree that payment 
of the revised salaries shquid be made retrospective to 
_ July 5, 1948. The position: in this respect in regard to 
consultants differed fundamentally from that of the staff 
of the regional boards. At July 5, 1948, no salaties had 
i been determined for consultants and discussions had not 


' 


? in fact commenced. A specific pledge had been given that. 


Yoo they would not be prejudiced by the length of the negotia- 
tions which were to be undertaken, and in the meantime 
interim contracts were to be arranged.. -The salaries of 

esenior administrative medical officers and regional psychia- 
trists, on’ the other hand, were fixed in 1947. They were 
not and were never intended to be interim salaries in the 
sense f being payment on account of final salaries to be 
determined following negotiations, and no such pledge was 

~given as was given in the case of consultants. 
It was pointed out that salaries may be open to review if 


- circumstances have changed since they-were fixed, but that . 


does not mean that any revised salaries have effect from 
the original date. What had taken place in the case of the 

, senior administrative medical officers and regional psychia- 

: trists was a normal operation of reviewing existing salaries 
¢ in the light of present circumstances and not, as in the case 
of the consultants, one of making an initial determination 
„of salary to replace and absorb interim payments made 
while discussions were proceeding. The management side 
accordingly asked the court to reject the claim for retro- 
spection to July 5, 1948, and to award with effect only from 
a current date. 

It was submitted that there was no case’ for regional 
hospital boards to be given discretion in ‘fixing the com- 
mencing salary of any officer above the minimum, and the 
Court was asked to reject this claim also. 
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The Awari 


4 7. The’ Court have given careful consideration to. the 
evidence and statements made-on behalf of the parties and 
award as follows: 


. (a) The scales of salary of senior administrative medical officers 
of the regional hospital boards in England, Scotland, and Wales 


shall be:— 


Regions 
Each of the four Metro- 
politan Regions, Birming- 
3 ham, Liverpool, Manchester, 
and the Western Region of 
Scotland 
Bristol, Leeds, Newcastle, 
, Sheffield, Wales, and the 
South-eastem Region of 
Scotland $ i ` 
East Anglia and Oxford £2,000 per annum, rising by 
rae annual increments of £150 to 
£2,750 þer annum. ¥ 
£1,850 per annum, rising by 
annual increments of £125 to 
£2,475 per annum. 
£1,750 per annum,. rising by 
annual increments of £100 to 
£2,250 per annum, 


(b) The scales of salary of deputy senior administrative medical 
officers shall be:— 


Regions 

Each of the ‘four Metropolitan 
Regions, Birmingham, Liver- 
pool, Manchester, and the 
`N. + + Western Region of Scotland 
Bristol, Leeds, Newcastle, 
Sheffield, » Wales gnd the 
South-eastern Region of 

Scotland 
„East Angla and Oxford £1,550 per annum, rising. by 
’ five annual increments of 

3 £100 to £2,050 per annum, 


Salary Scales 
£2,500 per annum, rising by 
annual increments of £150 
to £3,250 per annum. 


£2,250 per annum, rising by 
annual increments of £150 to 
£3,000 per annum. 


: Eastern and- North-eastern 
r Regions of Scotland 


- Northern ‘Region of Scotland 


, Salary Scales 
£1 ,650 per annum, rising by 
five annual increments of 
£100 to £2,150 per annum. 


£1,600 per annum, rising by 
five ‘annual increments of 
£100 to £2,100 per annum. 
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The foregoing“ sčales shali apply to any administrative medical 
offcer fulfilling the functions of a deputy senior administrative 
medical officer whether or not so designated. 


(c) The scales of salary of regional psychiatrists shall be: 


Regions Salary Scales ' 

Éach of the four Metropolitan £2,000 per ‘annum, rising by 
Regions, Birmingham, Liver- annual increments of £125 to 
pool, -and Manchester £2,625 per annum, 

Bristol, Leeds, > Newcastle, £1,900 per annum, rising by 

` Sheffield, and Wales annual increments of £125 
to £2,525 per annum. 

£1,800 per annum rising by 
annual increments of £125 

AS “to £2,425 per annum. 


The foregoing scales relate to medical officers engaged wholly 
on administrative duties as regional psychiatrists. Where a whole-, 
time officer is appointed on the basis that he will devote part of 
his time to administrative work as regional psychiatrist and the 
remainder of his time to clinical work as a member of the clinical 
staff of a hospital his total remuneration shall be the aggregate 
of the respective proportions of the above-mentioned salary (for 
the administrative work) and of the clinical salary appropriate 
to his professional status as a clinician (for the clinical work). 

(d) Officers ‘at present in post shall enter the salary scales set out 
above at the point they would have reached if the scales had been 
in operation from the date of appointment to their present post. 
Officers at present on an incremental scale shall retain their 
existing inéremental dates and officers at present on a fixed salary 
shall take as their incremental date the anniversary ‘of the date , 
of appointment to their present post. 

(e) The scales of salary herein awarded shall be applied as from 
October 1, 1950. ; 

(f) The operation of these scales shall not in any circumstances 
result in reducing the salary of any officer in post. 


8. ‘Except as provided heren the Court find against the. 
claim by the staff side and the offer by the management side 
and award accordingly. 


East Anglia and Oxford 


TERRINGTON, Chairman. 
G. Maurice HANN. 

; Wm. E. C. LAZENBY. 
N. W. COLEMAN, Secretary. ` 





PUBLIC HEALTH AWARDS 


. ADVERTISEMENT POLICY 


The following statement of policy with regard to advertise- 
ments submitted for publication in the British Medical 
Journal bas been sent by the Secretary of the B.M.A. to 
all local authorities in England, Wales, and Scotland. 


“I have to refer to my letter, reference D.28, 1950-1, of ` 


March 22, 1951, which dealt with the 1950-award of the Indus- 
trial Court, No. 2285, and the policy of the British Medical 
Association regarding advertisements submitted for publication 
in the British Medical Journal. 

“You will have received a further communication from the 
Joint Secretaries of Committee C of the Medical Whitley 
Council informing you of the acceptance by this committee of 


the further 1951 Award, No. 2321, which deals with the salaries 


of deputy medical officers of health, divisional or area medical 
officers, and medical officers holding mixed appointments. 

“I am instructed to inform you that on and after September 
1, 1951, no advertisements referring to medical officers in those 
sections on which the Industrial Court ruled on May 7, 1951, 
will be accepted for publication in the British Medical Journal 
unless the remuneration. offered is in accordance with that laid 
down by the award and both awards have been fully implemented 
by the autherity submitting the advertisement.”, 


Interpretation of Award 5 
The correct interpretation of the second award of the 

Industrial Court has been doubtful to some medical officers 

in the public health service. Certain matters are still being 

discussed in the Whitley Council, and a full statement will 

be published as soon as agreement is reached. Meanwhile 

any doctor requiring further information after studying the 

award should write to the Staff Side Secretary of Whitley 
Committee Ç; Dr. A. Kelynack, at B.M.A. House. 


Me 
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CENTRAL CONSULTANTS’ AND > 
HOSPITAL ADMINISTRATION AND STAFFING 
An all-day meeting of the Central Consultants and Specialists 
Committee was held at B.M.A. Headquarters on June 7, 
with Dr. T. RowLanp' Hix presiding. ' The resignation of 
Mr. R. L. Newell, owing to public business, from his repre- 
sentation of the Committee on the Joint Committee was 
accepted with much regret and a warm acknowledgment of 


his past services. It was decided that the representation on 


the Joint Committee should continue to be evenly balanced 
between teachers and non-teachérs (three òf each), and, 
Mr. Newell’s resignation creating a vacancy on the teacher 
side, Mr. D. W. C. Northfield was elected in his place. 
Mr. Newell also resigned from the Executive Committee, 
and Mr, H. H. Langston was elected to fill the vacancy. 


The Registrar Position 
The CHAIRMAN reported on the activities of the Joint 
Committee and of Committee B of the Medical Whitley 
Council. A vote of thanks was accorded to him for what 
the proposer described as one of the most informative 


reports the Committee had received for a very long time. , 


The report covered questions concerning registrars and 
junior hospital staff, the review of the S.H.M.O. grade, and 
the recent survey of hospital medical staff (on which the 
Joint Committee, had asked the Ministry for an assurance 
that no action would be taken following upon the survey 
before the Committee had had an opportunity of discussing 
the matter with the Ministry), and on- the policy. of the 
Ministry in relation to amenity beds, among other matters. 
On the registrar position, Mr. R. H. Forrester, chair- 
man and representative of the Registrars Group Council, 
said that it appeared now that too many registrars were 
being asked for. It was important that the registrar should 
be regarded as ‘a trainee; his tenure should not be rigid, it 
might be three, five, or six years. according to the circum- 
stances of the individual and the place. It ought not to be 
forgotten that the registrar took his place in order to gain 
experience and usually to work for a higher qualification. 


The post should: carry sufficient working responsibility to” 


make it a worthwhile job. It was unjustifiable to have a 
registrar “to look nice on paper” when the consultant and 
the senior house officer between them could do the job. 
He protested against the creation of registrar posts to bolster 
up an inadequate consultant service. Further, once the 
registrar establishment of the country was laid down, it 
should not be lightly departed from owing to local pressures. 


t S.H.M.0. Grading , 


On the question of S.H.M.O. grading the CHAIRMAN said ' 
. that the Ministry would not agree to any general inquest 


on the grading of two years ago. Something had been 
gained in talks with the Ministry, but not everything that 
was wanted. 


The Future of Regional Hospital Boards 
A number of comments from regional committees and 


special groups on the interim report of the Amending Acts 
-Committee were considered. The CHAIRMAN drew attention 


. in particular, to a recommendation from the Livérpool 


Regional Committee which govered a number of resolutions 
from several regional committees: 

“The considered opinion of the committee is that there should 
be, at the present time, no radical change in the structure of the 
National Health Service so far as it concerns hospital administra- 


` tion, but that democratic election should be encouraged, particu- 


larly in the case of medical representatives on the various bodies. 


There should also be an increasing delegation of executive and- 
_ financial authority to hospital aie aa committees within the - 


framework of the block grant. . 


He thought that this Cpe a principle which the Com-. 


mittee might well adopt as'its own. A representative of 
the South-west Metropolitan Region said that the view of 
his constituents was that the regional hospXal board was, 
functioning quite satisfactorily and -that it should not be 


a 


é 


disturbed. They would like the board to remain as it was, 
and also the appointment of consultants to be made by the 
board and not by the management committees. But t they 
also thought that there should be some liaison committe? 
at regional’ level to co-ordinate the tree’ branches of the 
Service, at‘ present under differefit authorities—general prac- 
tice, consultant service, and public health. va 

Mr. C. E. KINDERSLEY, speaking personally, said that he 
could not think that the Amending Acts Committee’s_ 
proposal to establish regional health boards would bring 
the administration any nearer to the hospital or the con- 
sultant. It, would mean the creation of some vast machine 
which would become more and more impersonal ; further, 
it would necessitate delegation to a committee which would 
in effect be again a regional hospital board to deal with © 
hospital matters. It was the medical profession itself which 
asked for regionalization of hospitals, and to sacrifice that 
principle would be a grave mistake. He considered that 
regional boards on the whole had worked pretty well. To 
bring fesponsibility'down to hospital management committee 
level might be suitable in some regions, but in others the 
hospital management committees. might be found to be 
covering merely groups of cottage hospitals. The best 
method would be to set up a recognized statutory liaison 
committee to see that all the branches of the service worked 
together. 

It was also strongly urged, and agreed, that democratic 
election of hospital regional boards, instead “of being 

“encouraged,” as the Liverpool note had it, should be 
insisted upon. P : 

Other members spoke in favour of the retention of the 
present set-up. Medical staff, one member put it, should .' . 
not be left either to the mercies of local committees or to 
those of a distant Minister; there was need for something 
in between, and an effort should be made to improve the 
constitution of regional hospital boards, 

The wording of the Liverpool opinion above quoted was - 
generally accepted, subject to making it clear that democratic 
election should be insisted upon, particularly on regional 
hospital boards (including the election of the ,chairman), 
and that there should be.a liaison committee at regional 
level to integrate the work of regional hospital boards, local 


- executive councils, and public health authorities. The Liver- 


pool suggestion’ for: an increasing delegation of authority to 
hospital management committees within the framework of 
the block grant was accepted, subject to the addition of the 
words after “ block grant,” “ spread over a period of years.” 


A Comphint-- 

One matter considered by the Committee was a complaint 
on behalf of the part-time consultant staff at a hospital. The 
staff, who undertake teaching duties at a medical school, 
have been transferred to the employment of the school (at 
university rates of remuneration), and the consultants con- 
cerned were never consulted in the matter. The action 
taken was considered by the Committee to ‘be at variance 
with the terms of service, which clearly implied that part- 
time consultants engaged primarily in clinical work, though 
with teaching duties, should be employed by the hospital 
board and remunerated: separately by the board and the 
university for the clinical and teaching work. It was decided 
to recommend to the Joint Committee that as a matter of 
principle immediate representations should be made to the 
Ministry. 

B.M.A. Scientific Meetings S 


The Committee considered the resolutions of the Council 
concerning the organization of plenary sessions at annual 
scientific meetings. The Committee had been invited to be 
one of the partners in a joint committee to undertake the 
task of orgamzation. It was felt that the Consultants and 

ecialists Committee, as also the General Medical Services 
Cites in view of their special interests, could claim 
the larger share.in-the personnel of the new committee, and 
it was decided to represent this view to the Council. 

Some question having been raised on what was meant 
‘by “ plenary sessions,” Mrs: LAWRENCE ABEL described what 
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he had seen at scientific meetings of the American Medical 
Association, where, in addition to small sectional meetings, 
very large assemblies were held in which every aspect of a 
given subject was expounded. He- hoped that something 
of this kind might’ be developed at future scientific meet- 
ings of the British Medicat Association, which had hitherto 
been entirely occupied by sectional meetings, each attracting 
a relatively small number of members. 


Mental Health Officers 
A resolution from the South-west Metropolitan (Eastern 
Area) Regional Committee asked that those mental health 
officers who, before the appointed day, had the option of 


. continuing in their appointments until the age of 65 should 


be allowed to retain it. 
Defence Fond 


Aflother metropolitan regional committee proposed that | 


the Central Committee should arrange a mass meeting of 
consultants and specialists in London in order that the 
necessity for and objects of the Defence Fund for hospital 
medical staff should be expounded, and what was described 
as the current :gnorance and apathy dispelled. Such a meet- 
ing, it.was urged, could present documented facts which 
would enable propagandist work on behalf of the fund to 
be carried on in hospital committees and elsewhere among 
their colleagues. The matter was deferred pending the 
ascertainment of the exact amount of support for the fund 
so far forthcoming. It was also pointed out that it was 
equally necessary to arouse interest in the provinces. 





GENERAL MEDICAL SERVICES 
COMMITTEE 

>- ‘TRAINERS AND TRAINEE ASSISTANTS 
Later in the meeting of the General Medical Services Com- 
mittee held on! May 31, an account of the first part of which 
appeared in the Supplement of June 9 (p. 233), a report of 
a subcommittee appointed in November last to review the 
trainee assistants scheme was laid before the Committee. 
The, principal point on which discussion took place con- 
cerned the machinery for appeal when an application for a 
trainee assistant had been rejected by the subcommittee of 
the local medical committee set up for the purpose. The 
recommendation was that any such appeal should be heard 
by another group of the local medical committee, small in 
number, and assisted by university representatives. 

This was objected to by some members on the ground 
that any appeal should be heard by a different body, not by 
almost the same body or a body deriving its authority in 


the same way as the original.selectors; On the other hand, 


a member who had had experience of the method said that it 
worked exceedingly well, and considered that it was better 
to have the appeal heard in this ‘way than to transmit it to 
another body with no local knowledge at all. 

More than one member expressed the view strongly that 
no appeal at all was necessary in these cases. Non-setection 
as a trainer conveyed no stigma, and the applicant could 
apply again. It was pointed out that the word “appeal” in 
this connexion had no legal significance ; it was used in the 
sense of reconsideration. One member moved the rejection 
of the report on the ground that he objected to the whole 
trainee scheme, but he found no seconder, and the report 
was approved subject to the substitution of the word 
“reconsideration ” for “ appeal.” : 


Health Centres 

A report was given of a recent meeting of representatives 
of the Committee with officials of the Ministry on the 
question of health centres. It was stated that this matter 
was becoming one of some urgency in view of the proposed 
opening of a London health centre next April and of another 
in Bristol at about the same time. A view put forward on 
behalf of the Ministry was that an alteration should be made 
in the terms of service whereby a doctor should not be per- 
mitted to practise from premises vacated by doctors who had 
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gone into the health centre. This would not be as effective 
as closure of the area, but it was agreed that it went some 
way to meet the difficulty. 

The question of doctors’ obligations concerning the leasing 
of premises was discussed.. The principle was accepted by 
the Ministry that the rent payable might be reasonably com-; 
puted according to what it cost the doctor to provide 
comparable accommodation and facilities to practise from 
his own surgery in the neighbourhood. A difficulty arose 
concerning the period for which the rent was to be fixed. 
The rent must include not only accommodation but also 
services provided, and it was felt that the position could not 
be maintained whereby ‘the rent was absolutely fixed for a 
long time ahead in view of the changing and at present 
generally rising:cost of services, 


Medical Service Cases 
The Committee had its attention drawn to a case'in which 
a doctor, accused of neglecting to visit a patient, had been 
brought before the Tribunal, which found that his name 


. ought to be removed from the list, and his subsequent appeal 


had been dismissed by the Minister. The Committee was 
not concerned with the facts of the complaint, but only with 
the inordinate delay which had taken place in disposing of 
the case. As long as one year and nine months had elapsed 
between, the time of the incident which gave rise to the 
complaint and the final decision. It was pointed out that if 
the practitioner was guilty of what was alleged against him 
it was unfair to the public that the case should have dragged 
on for so long a time, and if he was innocent it was unfair 
to the practitioner. 

The CHAIRMAN (Dr. Dain) said that any instance of ' 
inordinate delay such as this should be made known as 
widely as possible to the public. He also complained that 
the Tribunal in delivering its judgment had departed from the 
facts in the particular case and had made generalizations as 
to what a doctor should or should not do. The Tribunal 
should address‘itself strictly to the case in hand and not make 
general remarks. 

This view was endorsed by ‘the Committee. 


Control of Medical Man-power in War 


It was reported that some local medical committees had 
taken exception to the proposal that ‘they should co-opt a 
lay member to assist them in screening medical reservists. 
The G.M.S. Committee again considered this point. The 
present arrangements were agreed with the Government 
departments concerned only after prolonged discussions. It 
was stated. that in some areas local medical committees had 
welcomed the proposal in the light of their experiénce during 
the last war. In the circumstances the Committee reaffirmed 
its opinion that it was not objectionable to include a lay 
member in a committee of this character. . 


a t 
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HIGH COST OF PRIVATE BEDS 


ACT’ NOT BEING IMPLEMENTED 
The Central Consultants and Specialists Committee (Scot- 
land) at a meeting % at B.M.A. House, Edinburgh, on May 28, 
considered the increasing: cost of private beds. The meet- 
ing was presided over by Mr. T. Murray NEWTON. 

The matter arose on a minute of a „meeting of the Joint 
Committee referring the question to the Central Consultants 
and Specialists Committee (Scotland), and in which the 
view was expressed that, although the U.K. Joint Commit- 
tee had met With no success in their approaches in this 
respect to the Ministry of Health, there was no reason why 
the issue should not be raised with the Department of 
Health, which might adopt a different attitude to that of 
the Ministry. 


When the minute was submitted for approval, Dr. 


"MACLENNAN pointed out that.the Western Regional Hospital 


Board had been inquiring why greater advantage was not 
being taken of private beds and threatened to reduce the 
number. The obvious reason, he said, was the excessive~. 
cost of such facilities. There was, he claimed, a major 
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principle involved in that the National Health Service scheme 
intended that there should be private beds, whereas, owing 
to costs, the intention of the Act in this respect was not 
being implemented. i } ‘ 

Dr. MacLennan also argued that it was inequitable that 
private patients had to pay twice over, no credit being 


given for contributions already made compulsorily under’ 


the general Health Service scheme. 

Complaint was also made of the discrepancies in the 
standard of accommodation provided, varying from a 
screened-off corner in a public ward to a private room. 

The Scorrish Secretary (Dr. E. R. C. Walker), pointed 
out that, before private patients could be credited with 
compulsory contributions towards the provision of private 
beds, an amendment of the Act would be required. There 
was no reason why this should not be done, but he dis- 
agreed with Dr. MacLennan that the amendment of regula- 


“tions would be sufficient. i 


Dr. J. G. M. HAMILTON pointed out that conditions and 
fees appeared to vary, ‘and on his suggestion it was agreed 
that before deciding on a line of action the regional com- 
mittees should be asked to supply factual information on 
the circumstances prevailing in their areas. i 


Balance of Expenses Fund 

On behalf of the Finance Subcommittee Dr. HAMILTON 
ieported that the Expenses Fund now showed a balance of 
£980. The Committee had in mind the reduction of members’ 
subscriptions or, alternatively, a moratorium, but meantime 
they were of opinion that members of regional committees 
should be. pressed to submit legitimate claims for travelling 
and subsistence allowances. : 

The Finance Subcommittee also wished to have the views 
of the Committee on whether the fund should be used to 
pay members subsistence expenses in respect of attendance 
at meetings in Edinburgh of the Central Consultants and 


Specialists Committee (Scotland), the B.M.A. continuing to’ 


pay travelling expenses. After several members had spoken 
in favour of the fund also bemg called upon to meet sub- 
sistence allowances in respect of attendance at London meet- 
ings, and of meetings of subcommittees, the general principle 
was accepted and it was remitted to the Finance Subcom- 
mittee to work out the details. 


Whitley Appeals Procedure 

The Committee spent some time discussing the applica- 
tion ın Scotland of the Whitley Council regional. appeals 
procedure. The Secretary reported that there were several 
cases in which the consultant concerned would almost 
certainly wish to invoke this procedure, and there was at 
least the possibility that there might be many more in the 
public health field. He was exercised as to how and by 
whom the staff side members of the regional appeals com- 
mittees were to be selected in these cases. It was agreed 
that it would be useful to have, even unofficially, a panel 
selected by the profession itself, and decided that Regional 
‘Consultants and Specialists Committees should be invited 
to submit names for inclusion on such a panel. 








REGISTRARS IN SCOTLAND 
PROVISIONAL ESTABLISHMENTS 


‘The Department of Health for Scotland has published pro- 


visional establishments of senior registrar and registrar posts 
(R H.B. (©) (51) 7). Total establishments in the various 
‘specialties are as follows, the first figure being senior registrar 
posts and.the second registrar posts: general medicine and 
chest medicine, 39, 53 ; medical paediatrics, 6, 7; dermato- 
logy, 5, 6; general surgery, 30, 39; orthopaedics, 9, 11; 
otolaryngology, 8, 10; obstetrics and gynaecology, 14, 19; 
psychiatry, 15, 18: anaesthetics, 11, 14; radiology and radio- 
therapy, 12, 10; ophthalmology, 11, 12; total, 160, 199. 
The training period for registrars is assumed to be two 
years, that of senior registrars four years instead of the 
present three—a change to be discussed with the universities 
and the profession. In some specialties the training period 
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will be longer. These establishments exclude some unl- 
‘versity posts. There will be some flexibility in the estab- 
lishments to enable registrars to do research or to work 
abroad. Establishments will be reviewed each spring. e 

Supernumerary registrars may be retaingd to meet staffing 
difficulties, and senior registrars may be supernumerary while 
seeking higher posts. Regional boards will make appoint- 
ments within this establishment from October J next. Super-, 
numerary posts may also then be offered for one year if 
necessary. Senior registrars who have completed training 
will be retained for the tume being. Senior registrars who 
have not completed training and who cannot find a place 
in the authorized establishment should have their appoint- 
ments terminated. Senior registrars about to complete 
training may remain supernumerary up to one year. $ 
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SCOTTISH CHEMISTS’ REMUNERATION 
RESULT OF ARBITRATION 


The following award has been made by a Tribunal appointed 
“to determine a difference between the management side and 
staff side of Committee B of the Pharmaceutical Whitley 
Council’ about the appropriate rates of payment for chemists 
in contract with Scottish Executive Councils ”: 

An average dispensing fee of Is. 6d. per prescription and 25% 
on-cost of drugs and appliances without limitation from July 5, 
1948. 

Containers to be paid for at the rate of 2d. for each item on a 
prescription from the date of this award. 

Parties to adjust a revised tariff on the basis of this award and 
to settle other claims of the staff side's claim within a period of 
three months from the date of this award Failing adjustment 
and settlement within that period these questions to be submitted 
to the Tribunal’ 


_In the evidence submitted the chemists asked for an 
average dispensing fee of Is. 6d. per prescription from 
July 5, 1948, to May 11, 1950, and 1s. 9d. from May 12, 
1950, onwards. The dispensing fees paid at present average 
is. 3d. per prescription. j i 

An on-cost allowance is given to chemists in addition to , 
the payment made to them for ingredient costs of prepara- 
tions supplied—based on the wholesaler’s price. The on-cost 
allowance is intended to cover overheads, including a profit 
margin, and is at present 33$%, with a limitation in the case 
of certain expensive preparations. 

The fee paid for containers was originally 24d. per 
prescfiption ; this was reduced to 14d, as from October 1, 
1949, { 

The other items of- the chemists’ claim ‘related to pay- 
ments for rota service, “ out-of-hours ”“dispensing of urgent 
prescriptions, and the cost of delivery of medicines in rural 
areas, f 
. The award has now to be considered by Committee B of 
the Pharmaceutical Whitley Councfl. 








SOME PRESCRIBING COSTS 
15s. 6d. A PERSON 
According to the report for the year ending March 31, 1951, 
of the ‘Joint Pricing Committee for England, about 188 
million prescriptions were dispensed by chemists during 
1949, the last year for which complete statistics are 
available. The total cost was just over £28m. . 
The average ingredient cost, inclusive of on-cost allow- 
_ ance, was 21.88d., and the average dispensing fee 12.08d., 
making a total of 33.93d. per prescription exclusive of con- 
tainer allowance. The number of persons for whom doctors 
prescribed is given as 36,448,553. On this figure each per- 
son had an average of 5.17 prescriptions at a cost per person 
of 15s. 6d. ' 

So far as the committee can judge, the average ingredient 
cost per prescription, inclusive of on-cost, has now risen to 
about 2s., though from May 1, 1950, the on-cost allowance 
was reduced from 33% to 16%. This reduction is subject to 
arbitration by the Whitley Council: 5 
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General_ Practitioners on Hospital Boards 


Sır, —Regarding the Supplementary Annual Report of 
Council, 1950-1, paragraph 203 concerning the representa-. 
tion of general practitioners on regional hospital boards 
(Supplement, May 12, p. 183): the position of the general 
practitioner on these boards 1s most unsatisfactory. In fact 
very few general practitioners have been appoimted, though 
the hospital division of the “Ministry of Health gave an 
assurance about a year ago that consideration would be 
given to nominations obtained through the local medical 
committees. 

No such consideration has been given, and on.the whole 
such nominations have not been accepted. Competent 
genéral, practitioners would be most valuable on the boaids 
Their advice would be most useful and worth-while. 

J think the time has come when this matter must be 
tackled in a realistic way and the general practitioner given 
his proper place on the boards.—I am, etc., 

Fareham, Hants P J. Fitoss. 


Brunt of the Work 


A 

Sin,—The London Executive Council is to be compli- 
mented on the reduction of costs during the year 1950-1 
(Supplement, June 2, p. 222). It is interesting to note, how- 
ever, where the economies have-been effected. The ‘dental 
and ophthalmic services have dropped ls. 7d. and 4s, 4d. 
per person respectively, As these costs represent payments 
for work done, ‘this implies a falling off in the demand for 
such services, 

This last winter has seen an unprecedented demand for 
medical services, which is reflected in the increase of 8d, 
in the cost af the pharmaceutical services. We then find that 
the cost of medical services has fallen by $d. per person, 
while the cost of administration has risen by }d.- 

Does this herald the dawn of a new era when, in times of” 
epidemics, those who bear the-brunt of the work are to 
receive a drop in income, while those who send out the paper 
work from offices obtain an increase ?—I am, etc., 

Seven Kjngs: Essex. I. M. SEGAL. 


POINTS FROM LETTERS 


Income-tan Relief 

Dr. E. A. Leak (Bradford) writes: It seems improbable in the 
present state of the country’s finance that we shall get any matenal 
back-pay. Could we not be put on the same basis as barnsters— 
i.e., no mcome tax payable on the last year before retirement ? 
This would cost very little in any one year and would give very 
considerable help to each practitioner in turn. 











Association Notices 


MIDDLEMORE PRIZE 


The Middlemore Prize, which consists of a cheque for £50 
and an illuminated certificate, was founded in 1880 by the 
` late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic medi- 
cine or surgery The Council of the British Medical 
Association is prepared to consider an award of the prize 
in the year 1952 to the author of the best essay on “The 
Influence of Heredity in Glaucoma,” or “ The Influence of 
Heredity in Cataract.” 

Essays submitted in competition must reach the Seére- 
tary, British Medical Association, British Medical Associa- 
tion House, Tavistock Square, London, W.C.1, on or before 
December 31,, 1951. Each essay must be signed with a 
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motto and accompanied by a sealed envelope masked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit, the prize will not be awarded in 1952. 


Diary of Central Meetings 
JUNE 


16 Sat. Annual Representative Meeting, 9.30 a.m. 
16 Sat. Council (at conclusion of A.R.M.) 
16 Sat Overseas Conference, 3.30 p m. 
20 Wed. Assistants and Young Practitioners Subcommittee, 
7 General Medical Services Committee, 3 p.m. 
26 Tues. Dermatologists Group Committee, 2 p.m 
26 Tues. Conference of Dermatologists Group, 2.30 p.m. 
27, Wed. Amending Acts Committee, 2 p.m. , 
27 Wed Catalogue Subcommittee, Film Committee, 
z p.m. 
28 Thurs. Editorial Subcommittee, Joint Ea wince. 
mittee (at Pharmaceutical Society, 17, Blooms- 
_ bury Square, London, W.C.), 10.30 a m. 
28 Thurs. General Medical Services Committee, 11 a.m 
~ Jury , ye 
3 Tues Joint Committee for’ Consultants—Pay-bed Sub- 
committee, 11 a.m. f} 
3 Tes. Jomt Committee for Consultants Merit Awards 
Subcommittee, 2 pm. 
4 Wed Whitley Committee B, 2.30 p.m. 
5 Thurs Empire Medical Advisory Bureau, Committee of 
Management, 11.15 a.m. 
6 Fn. Services Committee, 10 a m. 
9 Mon Committee on Psychiatry and the Law, 2 pm 
10 Tues. Joint Formulary Committee, 2 p.m. 
18) Wed Conference of Tuberculosis and Diseases of the 
Chest Group (at Taylor Institution, Oxford), 
5.30 p.m 
19 Thurs. Special Conference of Representatives of Local 
- Medical Committees, 10 a.m. 
19 Thurs. Staff Side, Whitley Committee C, 10.30 a.m. (at 
Room 105, Sub-ground floor, Ministry. of 
Health, Whitehall, S.W.). 
19 Thurs. Whitley Committee C (full committee), 12 noon 
(at Í, Richmond Terrace, Whitehall, S W ). 
26 Thurs, Radiologists Group Committee, 2 p.m. 
26 Thurs. Conference of Radiologists Group. 3 p.m. 
27 Fri. Venereologists Group Committee, 11.30 a m. 
27 Fri. Conference of Venereologists Group, 2.30 p.m. 


Branch and Division Meetings to be Held 


BLACKPOOL AND FyLpe Division.—At Victoria Hospital, Black- 
pool, Wednesday, June 20, 8.30 p.m., annual meeting. 

Coventry Division.—At Coventry and North Warwickshire 
Cricket Ground, Binley Road, Thursday, June 21, 230 pm., 
cricket match: Division v. The Clergy. 

Iste oF WicHr Division—At St Mary’s Hospital, Newport, 
Friday, June 22, annua! general meeting. 

METROPOLITAN Counties BrancH—At B.M.A House, 
Tavistock Square, London, W.C., Tuesday, July ie 30 p.m., 
annual general meeting. President’s address by M Lawrence 

e 

SUFFOLK BRANCH.—At King’s Head Hotel, Beccles, Wednesday, 


-June 20, 11 a.m., annuali general meeting. 


p TOWER Hamers DIVISION. ig St. Andrew’s Hospital, Bow, 
E., Friday and Saturda lay, J guie z and 23, week-end course. 
June 22, 8 to 10 p.m., Mr. F. Elison Nash: “ Urinary Infec- 
tions in Children »? Dr. W. G Smith: “ Antibiotics ” 
June 23, 2 to 5 p.m, Dr w J. O'Donovan: “ Skin Diseases in 
General Practice”; Dr. B: R. Wilson. “ Paediatrics ';°8 to 
10 p.m., Mr. E T. Bailey: Re Common Ailments of the Feet my 

Mr. N. Asherson: “ The unning Ear.” 


WemBLEY Division.—At Wembley Hospital, Tuesday, June 19, 
9 pm, clinical meeting. Lecture by Dr. W A. H. Stevenson: 
“The Uses of Hypnosis in Clinical Medicine” 
Wincuester Drviston.—At Wonston Grange, Sutton Scotney, 
Thursday; gme 21. 6 pm, special meeting to adopt revised 
ical Rules 
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ANNUAL REPRESENTATIVE MEETING, LONDON, 1951 


The Annual Representative Meeting was held in the Great 
. Hall of B.M.A. House, London, from June 13 to 16, The 
chair was taken by Dr. J. A BROWN (Birmingham), with 
Dr. S. Wand in the deputy chair, and on the platform were 
Dr. E. A. Gregg (Chairman of Council), Sir Henry Cohen 
(President), Mr. A. M. A, Moore (Treasurer), and Dr. 
A. W. S. Sichel (Capetown), the President-elect. The 
number of representatives or acting deputy representatives 
appointed was 434, and the main agenda embraced 216 
items. The principal’ documents before the meeting were 
the Annual and Supplementary Reports of Council, which 
appeared in the Supplements of March 31 and May 12 
respectively. Overseas business was taken on the morn- 
ing of June 15. The representatives of overseas constitu- 
encies present numbered 27. 


WEDNESDAY, JUNE 13 
, The meeting opened at 10 a.m., with a full attendance, 
some of the representatives being accommodated in the 
gallery. 


PROCEDURE 

The CHAIRMAN said that the Agenda Committee had 
selected certain motions as “starred” motions on which 
the discussion of other motions in the same groups might 
take place. Suggestions had been received that the ‘num- 
ber of motions or amendments from a particular Division 
should be limited, and that speakers should be limited to 
a definite number of speeches during the meeting, but in 
the Committee’s view it was undesirable to impose such 
restrictions, The Committee was exploring the possibility 
of revising the present time-table to permit earlier publica- 


tion in the Journal of the printed agenda, and proposed to ' 


submit a report and recommendations on this subject to the 
Special Representative Meeting which is to be convened 
lawer in the session for the consideration of the Amending 
Acts Committee’s report on the reform of the National 
Health Service, so that a rearranged time-table may be 
brought into operation: for the Annual Representative 
Meeting, 1952. 


PRELIMINARY 
The President-elect 


The CHARMAN introduced the President-elect (Dr. A. W. S. 
Sichel) who was received with applause’ He thanked him 
for coming all the way from Capetown to be with them 
at that meeting. 

Dr. SIcHEL said that in view of the heavy agenda he would 
content himself at that juncture with only’ a féw words. 
He had come by invitation to accept a very high office. 
It was an honour which he greatly appreciated. He was 
interested personally to see’ as much as he could of that 
meeting, as he had for the past six years had to preside 
over a comparable body, though of nothing like the same 
size. He thanked them for their welcome, and extended to 
the meeting the good wishes of the Medical Association of 
South Africa. He trusted that the happy relationship that 
had always existed between the two bodies would be main- 
tained and strengthened. 

The CHAIRMAN oF Council (Dr. Gregg), in moving the 
reception of the prelimmary paragraphs of the Annual 
Report, said that it was a great regret to' them all that 
the joint meeting planned for South Africa had had to 
be abandoned. They were all pleased that Dr. Sichel had 
been able to accept the invitation to be President. The 
agenda had affected the scientific meeting, but, thanks to 
the activity of the Consultants and’ Specialists Committee, 
and particularly its chaman, Dr. T. Rowland Hill, it had 
been found possible to link up with the Royal Society of 
Medicine, and a magnificent programme had been produced 
„and was in operation at the moment. 

He added that this was the first Annual Representative 

) Meeting since the departure of Dr. Charles Hill from the 
secretaryship. ‘They had followed his career with great 
interest and believed that he would go far. It was also the 
first meeting at which Dr. Angus Macrae had been with 
them as Secretary. He also welcomed Dr. W. P. Hedgcock 
to the secretariat. The representatives would wish to 
associate themselves with the congratulations of the ae 
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to Lord Horder and Dr. H. Guy Dain on the attainment of 
their cightieth birthdays. (Applause.) 

The CHAIRMAN OF Council then moved that Dr. P. T. J. 
O'Farrell, of Dublin, be elected President of the Association, 
1952-3. A 

This motion was "carrigd with applause. 


The Abandoned South African Visit 


Dr. C. P., WALLACE (Guildford) said he wished to draw 
attention to-the manner in which the decision of the Repre- 
sentative Body on this subject had been reversed. The 
Representative Body, after hearing all the arguments put 
forward on both sides, had come to a defihite conclusion 
that the Annual Meeting should be held in South Africa 


_ this year. 


The CHAIRMAN pointed out that the Report of the Council 


` under the heading of “Preliminary,” which was the part in 


which this question was dealt with, had now been passed 
and, Dr. Wallace was therefore out of order. 

“Dr. WALLACE protested against this ruling, on the ground 
that he had been approaching the platform to speak when 
the motion was put. 

A vote was then taken on a motion that Dr. Wallace be 
heard, and the motion was carried by 138 to 137. 

Dr. Warlace, continuing his remarks, said he believed 
that a considerable number of members of the Representa- 
tive Body agreed with him in feeling that every difficulty 
in the way of the Assaciation going to South Africa 
this year should have been overcome. 
bers condemned anything in the nature of a colour bar, 
and there was no question of the Representative Body or 
any members of the Association condoning colour discrimi- 
nation, He was sure there were many who agreed with 
him that it would have been better for the Association to 
go to South Africa and show its good will than to stay 
at home and sit in judgment on those who were endeavour- 
ing to govern in peculiarly difficult circumstances. 

The CHAIRMAN or Counc said he was sorry that_ 
Dr. Wallace had found it necessary to make his speech. 
He himself had been in favour of the Association visit- 
ing South Africa this year, and all the preparations for that 
visit had been made, but it had then been learned that there 
had been a further development of Government policy in 
South Africa concerning the admission to the Union of 
non-Europeans, and the Medical Secretary of the Medical 
Association of South Africa had then sought an assurance 
that no difficulty would be placed in the way of any mem- 
ber of the British Medical Association from any part of 
the world entering the Union for the purpose of attending 
the meeting of the Association there. The Minister of the 
Interiot had been unable to give that assurance, and the 
Council of the Association had been reluctantly obliged to' 
come to the conclusion that the proposed visit must be 
abandoned. They would not allow, any of the members 
to be subjected to any indignity in South Africa. (Applause.) 
It had also been a matter of the very greatest regret that the 
Commonwealth Conference which was to have been held 
after the joint meeting had also had to be abandoned. 

He hoped that in the not far distant future it would be 
possible for the Association to visit South Africa with the 
knowledge that no member would be subjected to the 
slightest indignity in -that country. (Applause.) 

Dr. A. C. E. Breaca (Bromley) expressed his gratitude 
to Dr. Wallace for raising this question, because he thought 
that it iovolved an important constitutional point, in that 
the Council had taken a decision which was directly contrary 
to the decision taken by the Representative Body last year 
at Southport, after the most careful consideration, and the, 
Council had taken that decision without reference to the 
Representative Body. Emergencies might arise which made 
it necessary for the Executive to reverse the policy decided 
upon by the Representative Body, but he would like to have 
an assurance from the Chairman of Council that such action 
on the part of the Executive would be taken only in very 
exceptional cases. 


- 
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The CHARMAN OF Counci pointed out that Dr. Breach 
had spoken without taking cognizance of the facts of the 
case. As he had already said, a new situation had arisen 
after all the arrangements to visit South Africa had been 
made,.and that new situation had made it necessary to 
abandon the visit. There had been no time to call a 
meeting of the Representative Body to discuss the matter, 
and the Council had taken the only decision which could . 
be taken. . 

Dr. H. W. Poorer (Chesterfield) said that he had visited 
Capetown and Durban at this time last year and had found 
that the medical profession in South Africa were then in 
favour of the Association visiting that country this summer, 
and expected it to do so, but since -then the attitude of the 
Malan Government towards coloured members of the pro- 
fession had made it impossible for the visit to take place. 

Dr. WaLtace, in replying to the discussion, said that 
he was not condoning the Malan Government and he had 
no sympathy with it. What he had wished to make clear 
was that the conditions in South Africa had been fully 
known last July—{(cries of “No”}—or at any rate by 
If they 
were not known then they could at least have - been 
envisaged by any intelligent person, and he thought that 
the Council should have mentioned them at the adjourned 
meeting. 

On a*motion from the body of the meeting it was resolved 
to pass to the next business. 


OCCUPATIONAL HEALTH 


Dr. J. A. L. VAUGHAN Jones, chairman of the Occupa- 
tional Health Committee, introduced the reports of Council 
under “ Occupational Health.” In doing so, he said that it had 
not been easy, owing to the structure of industry, to imple-” 
ment the new salary scales which had been agreed last year, 
but a start had been made in one of the major nationalized 
industries, and that would probably give an impetus to the 
implementation of the new scales in other industries. © It 
was necessary for industry to be convinced of two funda- 
mentals : first, that the contribution made by medicine to 
industry was a major one in relation to production, and, 
secondly, that doctors engaged in occupational health work 
must be adequately paid for their work. 

With regard to the Advisory Councils on Occupational 
Health, the Representativé Body was asked to approve a 
model constitution for these councils, which was set out in 
Appendix V of the Supplementary Report. There were now 
ten councils in .active existence and seven in process of 
formation. Two had been formed and had since died of 
inanition. In some areas the apathy of members of the. 
Association had been directly responsible for the, fact’ that 
councils had not been started. Nothing but good could 
come from getting doctors, employers, and employees to 
sit round a table in a spirit of co-operation. That was not 
so difficult as might at first appear, and it was amazing how 
frequently unanimity could be achieved provided that the 
approach to a problem was not a sectional one. The func- 
tion of the councils was mainly educational; their object 
was to improve the health of the workers, and if that was 
done both production and human relations would improve. . 
He hoped that Divisions in industrial areas would try to 
get these councils started as soon as possible. There was 
no reason why they should not be started by Branches, but 
he thought that those which had already been started had 
been formed at Divisional level and had been in the main 
supremely successful. Doctors migl | learn something about 
negotiation from their association with industry. 

With regard to the Dale Report, which had been pub- 
lished at the end of February this year, his own view was 
that the report was disappointing, because it failed to give 
occupational health’ the impetus that had been expected, 

and it appeared to be a compromise~between two widely 
conflicting views. The.major recommendation in the report 
was that a Standing Joint Advisory Committee on Industrial 
Health Services should be set up, which would include 
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represeħtatives of Government Departments,’ employers, 
workers, doctors, and nurses. Jf occupational health was 
to progress as it should the committee must be set up at 
an early stage, so that the piecemeal and haphazard develop- 
ment which had characterized other sections of the Health’ 
Service might be avoided, 


Ethical Rules / T 

In relation to the Ethical Rules it was stated in the Dale 
Report that observance of the British Medical Association’s 
Ethical Code was a safeguard against overlapping, but it 
was also stated in the Report that continued medical treat- 
ment at the place of employment was justified as benefiting 
productivity. It should be clearly understood that continued 
treatment at the factory, other than first aid, should take 
place only with the full approval of the patient’s own 
National Health Service doctor. (Applause.) Such approval 
should not be unreasonably withheld, and he hoped that 
general practitioners would co-operate with industrial medi- 
cal officers in this respect. There had unfortunately been 
some cases in which they had not done so, and there had also 
been cases in which industrial medical officers had carried 
on treatment which should have been given by the general 
practitioner. The two must work in harmony if any pro- 
gress was to be made, but it must be recognized that general 
practitioners had full responsibility- for the treatment of their’ 
patients under the National’ Health Service Act, and they 
should not lightly pass on that responsibility to anybody 
else. (Applause.) 

The Ethical Rules which had been agreed in 1949 had 
been passed in the interests of the patients as well as in the 
interests of the sections of the profession which were con- 
cerned, and he hoped that the Representative Body at its 
present meeting would reaffirm those Rules as the policy of 
the Association. (Applause.) 

This-section of the report was approved. 


_“ BRITISH MEDICAL JOURNAL” 


Dr. O. C. CARTER, chairman of the Journal Committee, in 
introducing the Annual Report under “British Medical 
Journal,” said that in addition to the Journal the Association 
was responsible now for a large number.of special journals, 
all of them of a high standard. These had increased both in 
circulation and in prestige during the year and formed a 
valuable contribution to current medical literature. The 
publishing activities had grown so quickly that the 
machinery set up a few years ago to direct this work was 
now no longer sufficient for the duties to be performed. 
Investigations were being made into the organization of 
the publishing and recommendations would be made to 
Council. 

Since last year there had been a phenomenal rise in the 
cost of paper. In January, 1950, the cost of the paper used 
for the Journal was 54d. per lb.; it now stood at 1s. 23d. 
per lb. Daily newspapers and other journals were able to 
increase their „price, but the price of the Journal could not 
be increased because it was part of the return for members’ 
subscriptions. This year each week they were publishing 
4,000 more-copies of the Journal than in the corresponding 
week last year. He feared, therefore, that there must be a 
deficit on the Journal account this year. The circulation had 
reached 77,000 copies, which was the second largest circula- 
tion of any medical journal in the world, the first place being 


` taken by the Journal of the American Medical Association. 


It must be borne in mind that the Journal wis not in any way 
a specialist paper ; it hadjto cater for all practitioners. 

During the past year-the Association had entered the field 
of book publishing. The symposium Fifty Years of Medicine 
had been published in volume fprm and had been well 
received. It was expected that a first serles of selections 
from “ Any Questions ? ” would be published in, October. 
Another book would be a collection of articles from 
the Journal headed- “Refresher Courses for General 
Practitioners.” 
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The newest publication was the Family Doctor. This made 
its first appearance in April this year and now appeared 
regularly each month. Dr. Harvey Flack, under the able 
guidance of the Editor of the British Medical Journal, had 
produced a ‘really fine magazine. (Applause) It was? 
intended pritnarily for the lay public as a means of giving 
authoritative information on health matters. The launching 
of a national magazine of this sort was a difficult undertaking, 
Nearly a quarter of a million copies of the firsteissue were 
sold, which had created a record in the Tavnehips. of a 
national magazine. 


° \ 


7The Future of the “Supplement ” 

Mr. H. H. LANGSTON (Winchester) proposed » ‘that: the | 
Supplement be recast as a new weekly publication under ° 
lay editorship, to deal with medical politics and non-scientific: 
matters, and should be issued with the Journal. He saki that 
in March, 1950, the Representative Body passed certain 
measures which resulted in a considerable reform in:the 
constitution of the ‘Council. The object of the reform was 
to reconstitute the Councilin such a way that it was in better 
touch with the periphery. These reforms had led to a much 
need d and useful reorganization at the centre. As a neces- 
sary corollary it was important to improve the channels of 
information through which the policy of the Executive could 
be made known to the profession and, where they desired it, 
to the public. The Supplement—what a name! It was a 
complete misnomer, for it supplemented nothing. ‘At the 
moment the profession was divided, dangerously weak, 
because of its divisions and perhaps its latent antagonisms. 
Yet it had every cause to be a united profession, determined 
to preserve its freedom and to protest against an ever- 
encroaching bureaucracy. 

It was weak largely because one section had not a clue 
to the aims and ambitions of another section. Divisional 
meetings , were poorly attended, but most people at least 
glanced through the Journal, and if there was included an 
attractively produced digest dealing with medico-political 
matters he believed it would be of very great value. The 
present Supplement was a sort of official gazette and was 
almost unbelievably dull. What was wanted was something 
corresponding to a leader in a daily paper, with critical 
articles, possibly by laymen, and frequent concise summaries 
and letters commenting on medical politics. He might be 
told that a good deal of the matter must be confidential, but 
a great deal could be done in preparing the ground for news 
which was to follow later. 

Dr. R. Hare-Warre (Marylebone), in supporting the 
motion, said that the Representative Body with the Council as 
its Executive was just managing to hold the profession 
together, and if there was a better Supplement with short 
leading articles it would assist towards greater unity. There 
had been changes recently in the way in which medicine was 
presented to the public, nearly all of them bad. They had 
to become far more politically minded if they.were to 
prevent themselves from being “ bossed ” about by people 
who knew little or nothing of medicine. 

Dr. J. A. PripHAM (Council) imagined that the chairman 
of: the Journal Committee would wish to refer the Winchester 
resolution to the Council. He himself took exception to the 
words “lay editorship.” It would take a great deal to 
convince him that lay editorship was the right solution. He 
dissented from Mr. Langston’s statement about the disunity 
of the profession. He felt that there should be no defeatism 
on this subject. 

Dr. J. H. Lankéster (Reigate) proposed and Dr. L. A. 
Grspons (Reigate) seconded the deletion of the words “ “Jay 
editorship.” 

Dr. J. B. W. Rowe (Harrow) pointed out that if a lay 
editor was appointed it would be constantly necessary for 
him to refer to one of the medical editors, and it would be 
a long time before he got the requisite background. 

Dr. C. P. WaLLace (Guildford) was also against the sugges- 
tion of lay editorship and said how very fortunate the 
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` “under lay editorship,” was carried, 
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Association had been to`have an Editor both of the Journal 


“and the Supplement with whose impartiality and integrity 
they could always be satisfied, (Applause.) 7 : 
dt was agreed that the words “under lay editorship.” 


* should be omitted. , 


Mr."A. LAWRENCE ABEL {Marylebone} moved to insert the 
words “ under its own editorship.” This Association had the 
‘best Editor that any journal oft its sort possessed in the 
country to-day. He thought, nevertheless, that there should 
be an upgrading of the Supplement. This meeting should 
take the responsibility of saying to Dr. Clegg that the 
Supplement should have its own Managing Editor. 

Dr. CARTER said‘that one of the Assistant Editors, Dr. 
T. D. V. Swinscow, was primarily concerned with the Supple- 
ment. He did not believe that any man could be employed 
on the Supplement as a whole-time job.” Dr. Swinscow had a 
‘close liaison with ‘the secretariat. He would not oppose an 
additonal member of the staff if this were thought necessary. 
He was prepared to accept the motion as a reference to 
Council. 

The Marylebone amendment to inseft the words “ under 
its own editorship ” was lost. i 

Dr. Guy Dam said that he was interested in this problem 
from the point of view of public relations. He hoped the 
Council would not rule out any variety of editor who might 
be considered necessary and that the*Council would be 
instructed from that meeting to consider the resolution in the 
widest possible form. 

Dr. Carter said Mr. Langston had objected to the word 
“Supplement” and preferred apparently such a term as 
“ Digest.” | But “ Digest” would be a misnomer because it 
implied a potted version of what was published elsewhere. 
* Supplement ” was the right word ; the publication was in a 
line with the supplements which appeared with The Times. 
He dissented from the implicatiori that an effort should 
be made to follow the methods of popular lay newspapers, 
which depended largely on “ hot news,” sensationalism, and 
inspired or uninspired speculation. As to “hot news,” much 
of the committee proceedings and discussions with the 
Ministry were confidential. He did not know how they 
could put medical news under the banner headlines of 


popular newspapers. As for speculation, if they wrote . 


speculative articles which indicated what was going, on they 
were liable to break confidence, and if they wrote specula- 
tive articles \which misled their readers they were again 
doing wrong. What Winchester was asking for was open 
diplomacy, but the Minister would never agree to open 


diplomacy concerning matters under discussion, There was ` 


nothing perfect in this world, and he was not ‘going to 
pretend that the Supplement was perfect. If this matter was 
referred to Council he promised that it would receive very 
careful consideration. But basically the criticism was not 
against the Journal, it was an expression of frustration by 
those who wanted to know what was going.on and unfortun- 
ately could not be given the information. 

The Winchester motion, with: the deletion of the words 


r 


y 


Doctors’ Estates 


Dr. Baa HARROWwER (Glasgow) asked the meeting to 
deprecate the practice of the Journal in publishing the estates 
of deceased dectors, no useful purpose being served by this 
practice, which could have no relevant bearing on profes- 
sional merit or status. She said that this motion was passed 
last year but had not been acted upon. The publication of 
doctors’ e’tates gave an erroneous impression to the general 
public. She was all for publishing charitable bequests, but 
such bequests had little to do with the amount of money 
anyone left. É ` 

Dr. CARTER _pointed out that the Editor had absolute 
discretion in this matter, but it had been decided only to 


publish particulars of those wills in which there were - 


bequests to medical charities or other medical causes. 
The Glasgow motion was carried. 


‘ ASSOCIATION FINANCE ° 


The Treasurer (Mr..A. M. A. Moore) submitted the. . 


report under “ Finance” and the financial statement for 


. 1950: He said that the year 1950 was a heavy one for 


capital outlay, but this had been anticipated and investments 
had been previously set aside. The market, however, was 
not favourable for the realization of investments, and the 
Finance Committee had taken advantage of a bank over- 
draft to find the necessary money and so defer the sale of 
investments until a more favourable time. They had already 
begun to carry out this sale. The Finance Committee was 
watching the position very closely. \ 

Another item was the reserve for current and future 
income tax, Negotiations were begun in 1938 and renewed 
in 1950 with regard to the liability of the Association for 
tax on the surplus accumulations of the Journal and other 
publications. ` On expert advice it appeared that there was! 
a liability. The Association had accordingly accepted 
liability and -paid income tax and profits tax on what were 
believed to be favourable computations. 

The total cost of central meetings showed a small reduc- 
tion, though this position could not be expected to continue 
over the present year, The average cost of railway fares 
for a meeting of the Representative Body was £1,400. | 

He proceeded to discuss the sectional accounts in detail. 
General expenses were up and Premises Account was down. 
The .expenditure on capitation grants, etc., had increased, 
and, as the regional officers developed, so would their cost 
increase. Subscriptions were up from £151,141 in 1949 to 
£193,321 in 1950. The office had prepared a budget for 
the year 1951 which was set out in para. 240 in the Supple- 
mentary Report of Council (Supplement, May 12). It was 
his duty as Treasurer‘to warn the Association that it was 
spending all the money it received and he must recommend 
a policy of consolidation before new items of expenditure 
were embarked upon. The Council had appointed a special 
committee on this subject. 

He concluded his statement by saying how very grateful 
he was to Mr. W. S. Giles, the Finance and Business Officer, , 
and ‘his staff for their magnificent work during the year. 
(Applause) - aa 


Expenses of Members Attending Meetings 


Dr. R. R. Smrson (East Yorkshire) asked the meeting 
to agree that the travelling and maintenance expenses of 
members of Council attending Council and standing com- 
mittee meetings in, London should be met out of the funds 
of the Association, He said that if they were going to 
encourage young men to seek election to the Council they 
must mitigate the expense which attendance at Council 
meetings involved. | 

Dr. I. D. Grant (Council) said that the payment of the 
small subsistence allowance suggested in the Council's 
Report would do nothing whatsoever to encourage young 
members, to offer themselves for this service. Those of 
them who had the honour to be elected to Counci! went 
there from pure‘love of the work. . Í f 

Dr. J. A. L. VAUGHAN Jones (Leeds) pointed out that this 
issue was decided at the Representative Meeting last year 
and that the Council had already accepted thé principle of 
the payment of travelling and maintenance expenses. The 
Treasurer had told them that he could not make provision 
for it, but every Treasurer said that he could not make 
provision, although he made provision for other things. It 
was the. duty of treasurers to be gloomy, yet the capital 
assets of, the Association in the year had been raised by 
£84,000. He begged of them to see that this decision of the 
Representative Body last year was implemented forthwith. 

Dr. J. A. IRELAND (Shropshire and Mid-Wales) supported 
the East Yorkshire amehdment. He mentioned the difficul- 
ties of members who lived at a distance from London and 
attended’ meetings which necessitated a night away from 
home». ' i 

The TREASURER said that he was very sympathetic to this” 
proposal, He pointed out, however, that by the wording of 
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the East Yorkshire amendment it appeared to apply ‘only of a. favourable character. ‘The matter was still under ' 
-~ `+ , to members of Council attending Standing Committee meet- . discussion between the Association and the Ministry of 





r ings and not to other members of those committees. An Health, and it now seemed that the anxiety with regard 
ad hoc ‘committee was looking into the whole question of to the registrar position would be definitely mitigated in the 
oy the finance of the Association, and he hoped the meeting near future. (Applause.) - t 
‘would allow him to take this as a reference to Council with . Arbitration with regard to'the terms of sérvice of regional T 
Me aiey to referring, it to that committee, administrative medical officers þad proyed very successful, 
IRELAND moved that the words “of Council” be and the case that went to arbitration had had a satisfactory 


deleted. As he saw this proposal it was intended to ‘cover outcome. as 
roe . all members attending meetings of! the Association, including . Discussions on the grading of hospital medicalestafts were 


/ TA - the Representative Meeting. still going on between the Association and the Ministry, 
oy a t -After some further discussion Dr. S, WAND (Deputy. and there would be much to report on this matter in the 
MR Chairman) said that'they were making very heavy weather near ‘future, probably withiit a week or so. The review, of 
\ over'this. The Representative Body had already passed this S.H.M.O.s would take place at the end of this year or at 
| on principle. ‘The Council had set up a ‘committee to look the latest in the first months of 1952. The composition of 


„ „~ into the whole question of the expenses: of the Association. the review committees would. be drastically modified, and 
es it‘a wise thing to enter deliberately upon this expendi- at least 50% of the members would be-consultants ‘appointed ° 
.tiiré whilst that committee was in session? Could it not be not by the authorities but by the profession from outside. 


ya 
$ $ left to the good sense of the Council and await the report of (Applause) The Royal Colleges and 'the Central Gongul- 
> “thé committee ? He. suggested that the proper thing-to do- tants and Specialists, Committee would consult together 
was to refer the minute of the last Representative Meeting about the appointment of these external representatives.. He 
; to Council and for Council in the light of the findings of was well aware of the anxic¢ty felt on this matter ; but things 
„the new committee to make a report to the Representative were going very well at the moment, and he would urge 
“Meeting next year. those concerned to have a little patience. The Representa- 
‘ The TREASURER undertook that very careful considera- tive Body would be glad to hear that certain categories of 
tion should be given to this matter by the ad hoc com- people graded at present under 10 (by in the Terms of Ser-,`, 
Z mittee and the Council at the earliest possible time, and on vice would be able to appeal for a review of their status— 
this understanding the amendment by East. Yorkshire was “i.e. if a doctor graded under 10 (b) felt that the work he 
ce withdrawn, did in his hospital was ‘that of a consultant he would be able 
ae: Pa to appeal\to be considered for upgrading. ' rs ae 
E ahi With regard to the paragraph in the Report g with | 
pay 8 CONSULTANTS AND SPECIALISTS, a National Conference of Consultants, it had been decided 
Š i Dr. T. RowLanp HIL, chairman of the Central Consul-. to put certain recommendations on this matter before the 
tants and Specialists Committee, submitted the report under Council. The nation-wide regional organization of çon- 
; “Consultants and Specialists.” He thanked the Representa- sultants had proved its worth, but some consideration should 
` „tive Body for continuing certain autonomous powers granted now be given to the strengthening of its organization. 
‘to his committee ; he. wished also to take the opportunity of The Festival scientific meetings now- taking place bad 
oF paying his tribute to the Joint Committee of Consultants been organized by the ‘Association and the Royal Society of 
: which had worked -hard throughout the last year in con- Medicine and were proving very successful. He thought ` 
stant contact and discussion with fhe Ministry of Health they must‘be one of the greatest scientific congresses ever 
on many different matters concerning hospital staffs. He held in this country. (Applause.) He wished to ‘thank, the 
was satisfied with the progress made during the past year, Royal Society of Medicine for its co-operation in this con- 
and he had every confidence that they were on the right nexion, also the staff who had helped so greatly with the 
_ lines in the ‘Joint Committee and that there would be in Festival meetings. He also wished to thank’ the Joint Com-- 
f the future an acceleration of speed in obtaining what they mittee and the Central ‘Consultants and Specialists Com- 
y wanted from the Ministry of Health. He added that some- mittee for their work -thrõughout the past year. 
times hard things were said about the Royal Colleges, but he Sir Lionel Whitby, on becoming Vice-Chancellor of the. 
was glad of this opportunity quite sincerely to thank the Royal University of Cambridge, had resigned the chairmanship 
Colleges for their loyal co-operation during the last 12 months, of the Joint Committee, and he had been succeeded by 
and he was sure that the Representative Body would agree Dr. Russell Brain, who had already acquitted himself ina 
that these conversations would give a greater sense of unity most statesmanlike manner as the leader of the consultants. 
` among them all. Everything possible that could be done He (Dr. Rowland Hill) had been elected Vice-Chairman of 
j -to unite the interests of the general practitioner, the public the Joint Committee. (Applause.) 
health officer, and the consultant in the various committees = - i 5 Lg 
d - under the umbrella of the Association should be done. Grading of Hospital Medical Staff 


In Appendix H of the Report there was set out a memo- F p . . 
rendum, of evidence which the Association had submitted to D" J, C. Wisearr Bromiley) moved: `~ 
a subcommittee of the Select Committee orf Estimates, and . That immediate arrangements be made for reviewing the grading ; 
representatives of the Association had given oral evidence of S-H.M.O:, J.H.M.O., and others in the 10 ©) group, Aa tae 
in support of the memorandum. In the final paragraph of 25 many of these are working as ait 3 Aa dan 20% of 
f the memorandum it was stated that every care must be the reriewinig commineeny should contain not-less 
taken tò ensure that the hospital service retained an urge 8° p / 
ion to spontaneity of development, and he would ‘point, out that- He. reminded the Representatives that last year they had 
` ` that could be attained only if the autborities made the medi- passed a resolutioñ urging that there should be a review of 
cal profession partners in the hospitgl service, instead of _ -the grading of practi oners undertaking hospital duties, in 
’ regarding the members of the profession as subordinates. particular the senior-hospital medical officer group—i.e., the 
The Association had also submitted a memorandum of general practitioners who were undertaking consultant work 
` evidence to a committee of the Central Health Services in hospitals and had not achieved any grading. or recogni- _ 
Council and had given oral evidence before that committee tion whatsoever. Special attention had been drawn to the 
on two occasions. lmm that memorandum the Association’ composition* of the former Grading. Committees, and the , 
emphasized ‘the importance: of co-operation between the Consultants and Specialists Committee had been urged to 
medica] profession. and the ‘hospital authorities, a co- press for an immediate review of grading. A year had 
dperation which so far had not been adequately developed faced, and no progress had been made in the matter. 
in the National Health Service. , The Consultants and Specialists Committee stated in its 
With regard to the review of registrar appointments, since report that it had commended to the Joint Committee the 
the Report had been printed there had been developments views of the Ree Body on the composition of 


& 





‘ 


x 


258 June 23, 1951 


Grading Committees, but had those views been accepted by 
ae Joint Committee, and, if so, had the Minister agreed to 
em ? 
It seemed to him that the paragraph dealing with a grading 
ercview might be a smoke screen ‘put up by the Consultants 
and Specialists Committee to blind the Representative Body 
to the fact that there was ne chance of a review as requested 
‘by the Representative Body last year. The practitioner who 
had been graded senior hospital medical officer had no 
assurance ‘that his appeal would be heard by a panel, as 
suggested by the Representative Body last year, and the 
practitioner who had been relegated to the 10 (6) class did 
not yet know whether he had an opportunity of applying 
again for grading ; in the meantime he was uncertain whether 
to devote his energies to his practice or to his work in hos- 








e Pital. This, he thought, was a great injustice and a disservice 


to medicine. : ‘ 

Dr. S. F. L. Damne (Reading), in supporting the motion, 

said fhat there was an additional reason for supporting it 

. in that it was the general practitioners who really knew 
whether a doctor was in fact capable of doing specialists’ 
work. They knew that from their experience of sending 
their patients to him. 

Dr. H. S. Howe Woop (sle of Wight) also supported 
the motion. It did not appear, he said, that attention had 
invariably been paid to the views of genefal practitioners 
when the orginal grading had been carried out, but if they 
were sitting on the board which did the reviewing they would 
at least have the right to be heard. 

He would like to ask whether the Central Consultants and 
Specialists Committee had given up as hopeless the question 
of the part-time specialists who fulfilled all the criteria of 
the Association on July 5, 1948, but did not succeed in 
obtaining a satisfactory grading at the first review or on 


appeal. The Representative Body had been informed year 


after year that this small body of practitioners would have 
their position safeguarded and their interests looked after, 
but they seemed to have been quietly dropped. Were any 
efforts going to be made on their behalf ? 


General-practitioner Consultants 


Mr. J. R. Nicuorson-Lamgy (Council) moved as an 
amendment the deletion of the words “not less than 20% 
of general practitioners” and the substitution of the words 
“ general-practitioner consultants.” 

He wished to refute the suggestion that the Central Con- 
sultants and Specialists Committee was not whole-heartedly 
ım favour of the proposed regrading. That Committee had 
felt for a long time that the S.H.M.O.s and many others 


had been wrongly graded, and it was due to the continual’ 


pressure of the Committee that regrading was now being 
undertaken, 

The general-practitioner consultant was the person who 

, knew about the posts in question. Neither the general prac- 
titioner alone nor the specialist alone knew all the diffi- 
culties and problems involved. The general-practitioner 
consultant was a very important person in some areas of 
the country, and many’ general-practitioner consultants were 
wrongly graded. 

Dr. W. WoorrLey (Bristol) expressed the view that the 
amendment would destroy the whole object of the motion. 
All that the Review Committee had to do, he said, was to 
decide whether certain people were people to whom general 
practitioners would send their patients—in other words, 
whether they were fit to be consultants. The question 
whether they were capable of doing the hospital work was 
an -entirely different matter. There must, he thought, be 
general practitioners as such on the Review Committees. 

Dr. J. C. WisaarT (Bromley) said that, as the mover of 
the motion, he opposed the amendment. The person who 
could judge the capabilities of a man as a consultant was 
the ama practitioner, who saw the results of the man's 
work. 

Dr. RowLanp Hitt asked the Representative Body to look 
at the matter from the point of view of the consultant him- 
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self. In the Central Consultants and Specialists Committee, 
in the Joint Committee, and in the discussions with the 
Ministry he had detected a constant sympathy with the class 
of practitioner referred to in the motion by Bromley and 
a desire to see that they were properly graded. The Cen- 
tral Consultants and Specialists Committee had accepted 
the principle that, when a general practitioner who worked 
in a hospital was under review for promotion or grading 
as a consultant, there should be on the Reviewing Board a 
general practitioner who was already graded as a consultant. 
He personally could not accept the suggestion that practi- 


- tioners who were not themselves graded in any way should 


aid in assessing the qualifications of the people concerned. 
The Central Consultants and Specialists Committee wanted 
‘to help the general practitioner in hospital and would con- 
tinue to do so. He hoped that the Representative Body 
would accept the amendment. 

Mr. J. Ewart Purves (Bromley) said that until 1948 a 
specialist did not have patients ; he had customers—namely, 
the general practitioners—and his living had depended on 
the impression that he made on the general practitioners. 
The-National Health Service Act had entirely destroyéd that 
relationship. 


The object of the motion was twofold—namely, to bring 


the Grading Committee out into the open and to give the 
people who were finally in a position to judge the work 
of those who came before the Grading Committee a voice in 
their selection and promotion. (Applause.) There was a 
danger of specialists becoming a bunch of technicians who 
knew more and more about less and less. 

On large building sites one saw a notice giving in large 
letters the name of the main contractor and in very small 
letters underneath the names of the subcontractors. That 
was the true position of the general practitioner and the 
super-specialist of to-morrow. The general practitioner was 
the main contractor, and he was in a position to judge 
the subcontractors; and, of course, he should be paid 
accordingly. 

Dr. A. C. E. Breaca (Bromley) said that the Represen- 
tative Body was concerned with a matter of high principle 
—namely, the status of the general practitioner and the 
calibre of the type of man who would be attracted to general 
practice. One of the best types of men who came into 
general practice hoped to cross the gap later and take a 
hand in hospital work, and everything possible should be 
done to provide him with a bridge by means of which he 
could cross the gap. He hoped the meeting would support , 
the motion. 7 

Mr. J. R. Nicworson-Lamzy (Council) said he had not 
been convinced by any of the speakers that his amend- 
ment was wrong. The people who were going to be re- 
graded were people who for many years had been doing 
hospital work, and what was going to be done was to assess 
them at their true value. The general-practitioner consultant 
had been regarded as a useful person for doing the dirty 
work in hospitals, and when there was any paid consultant 
work to be done it had been handed over to a consultant - 
in a far-distant centre. Many general-practitioner consul- 
tants had carried very heavy burdens for very many years, 
and they should now be put on a proper footing and their 
work in the past should be recognized. If they were to be 
regraded there must be some general-practitioner consultants 
on the Committee. oa’ 

The amendment moved by Mr. Nicholson-Lailey was 
lost. x 

Dr. ROWLAND Hix said that he himself was in favour 
of a bridge being provided between the general practitioner 
and the doctor in hospital. He was anxious that distrust 
between them should disappear and that they should hold 
hands across the bridge. 

As Chairman of the Central Consultants ‘and Specialists 
Committee he could assure the Representative Body that 
it was his desire to see the status of the general practitioner 
raised to the highest possible level. The Central Consultants 
and Specialists Committee would do all in its power to 
help in that direction, and the Committee was anxious that 
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consulfants and general practitioners should work together 
for the purpose. 

Dr. G. P. Wittiams (Caernarvonshire and Anglesey) asked 
what was the composition of the present committees which 
graded specialists, and who selected or elected the members 
of those committees. 

Dr. RowLanp Har said that 50% of the members of 
the new Grading Committees would be representatives 
elected by the profession—i.e., by the three Royal Col- 
leges—-after discussion with the Central Consultants and 
Specialists Committee. There was no reason at all why 
some of those representatives should not be doctors who 
held hospital appointments and were also in general prac- 
tice. It was even possible also that there would be 


some general practitioners among the members who were’ 


appointed by the regional boards and the boards of gover- 
nors. That had happened in the past, and he himself had 
been graded by a grading committee which had contained, 
two general practitioners appointed from the regional board 
side. 

Dr. WILLIAMS said he understood that general practitioners 
had no right to be on the grading committees but might be 
there through the kindness of other bodies. 


The CHAMAN said they had no right to be there, but 


they might be there. 
The Bromley motion was carried. 


The Reviewing Committee 


Dr. BARBARA ABERCROMBY (Liverpool) moved that, in fair- 
ness to applicants, the majority of members’ of a reviewing 
committee should consist of individuals who had not assessed 
grading of candidates on previous occasions, 

In putting forward the motion, she said, Liverpool sought 
to be as fair as possible to those who were appealing against 
their present grading. The Liverpool Division thought that 
practitioners who were afraid of appealing against their 
grading would be more satisfied if an entirely new committee 
heard their appeals. 

Mr. A. Lawrence ABEL (Marylebone), in supporting the 
motion, said that he knew cases of senior men, well respected 
in the profession, who had been the only surgeon of a 
hospital or the senior surgeon of a big hospital and had been 
for three years designated as S.H.M.O.s simply because they 
were also: general practitioners. He had spoken on their 
behalf on many occasions, but the injustice to them still 
continued. The Representative Body had been given a 
promise that all S.H.M.O.s who wished to appeal would be 


regraded during 1951, but that had not yet been done and he - 


did not think it would be. When the Representative Body 
met next year there would probably still be S.H.M.O.s who 
had not been honestly and faithfully dealt with. 

Dr. Rowland Hill had said that half the members ‘of the 
Grading Committee were to be appointed by the Royal 
Colleges, but that did not mean that they were to be appointed 
by the whole profession, and he felt that the profession as 
a whole should have a much bigger voice in the matter. For 
that reason he was very glad that the motion by Bromley 
had been passed. 

Dr. Row.Lanp HILL, in accepting the Liverpool motion, 
said that the Association’s representatives had done all they, 
could to persuade the Ministry to issue a firm statement that 
nobody who had been connected with previous grading 
should be on the Review Committees, but it was not always 
possible to make Government officials agree to everything 
that was demanded of them. 

He was personally most anxious that justice should be 
done, and he was satisfied with the way in which the new 
review was going to be carried out and with the personnel 
chosen for the purpose. The review would in fact be carried 
out this year. The Ministry had recently stated in writing 
that they hoped to put the Review Boards’ decisions into 


operation by January 1, 1952. 


The Liverpool motion was carried. 
Dr. G. O. Barger (Mid-Essex) moved that the strongest 
support should be given to the Joint Committee’s’ representa- 
ra r £ XN 


tion to the Ministry with regard to the appointment’ of 
hospital consultants. ' 

When the National Health Service Act was passed, he 
said, a warning had been given of the danger of giving the 
Minister power to make regulations, and that danger was 
now being shown in regard to the machinery for the appoint- 
ment of new consultants, because in July last the Minister 
had made.a regulation altering the procedure to the extent . 
that fresh people were going to be brought. in, and mainly 
lay ones. Mid-Essex thought that the Joint Committee had 
done a very good piece of work in calling attention to‘ this 
tendency, and that it was mst important that the Representa- 
tive Body should pass a motion approving the action of the 
Joint Committee in making representations to the Ministry 
on the subject. 

Dr. ROWLAND Hix said how glad he was to sée the reso» 
lution supporting one of the representations of the’ Joint 
Committee. This was a matter on which the Joint Com- 
mittee had fallen “just short of fisticuffs " with the Ministry 
of Health officers. 

she motion was carried. i 


Review of Registrar Appointments 
Dr. S. Smita (Tower Hamlets) moved: 
That this meeting protests against the decision to whittle down 


the appointment of registrars to hospitals as a retrograde step 
which. will not improve the standard of the Service. 


It would appear that the Ministry had seen fit to disregard: 
the needs of the Service and in particular of hospital work 
It had failed also to give opportunity to suitable individuals 
to become specialists. It seemed to him that this was the 
thin end of the wedge of an economic drive. 

Dr. W. Sma (Greenwich and Deptford) supported the 
motion. The Ministry appeared to have forgotten that all 
registrars did not become consultants and. also that registrars 
themselves were an essential part in hospital organization. 
They had overlooked the hardship caused to many members 
of the profession. He felt that the profession could not 


.afford to lose the help of these hard-working people, and it 


was the duty of the Association to protect them to the utmost 
of its ability. 

Mr. J. H. Maver (Tunbridge Wells) spoke to the same 
effect. People who had held senior registrarships for three 
years or more should not have their appointments terminated 
out of hand, These were people who had the greatest expen- 
ence and ability., It was the Ministry of Health itself which 
increased the number of registrarships after the war: and 
accepted the Spens recommendations that they should be 
called not registrars but trainees. 

The mofion was carried. 


Ministry Survey of Hospital Medical Staffing 


Dr. H. G. ST. M. Regs (West Suffolk) asked that the 
Association should press for the publication of the Ministry 
survey of hospital medical staffing as soon as available. 

Mr. H. H. Lanaston (Winchester) said that this resolution 
had its dangers, and he moved it in a modified form: 

That the Association should press for the report of the Ministry 
survey of hospital medical staff to be referred to the Association 
for comment before publication or transmission -to regional 
hospital boards. 

This survey was most unsatisfactory from the point of 
view of consultants. Consultants were called upon at short 
notice to answer, questions, the purport of which they did 
not know, in front of Jay secretaries of hospitals, 

Dr. Row.anb HILL supported Mr. Langston’s amendment. 
The important thing was that the profession should be able 
to examine thé results of the survey before, publication. 

The Winchester amendment was carried, i 


: Clinical Assistantships 


Dr. C. Watney Rog (Chelsea and Fulham) called for 
the establishment of paid clinical assistantships as soon. as 
possible in suitable hospitals'on an experimental basis. 
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Dr..S. WAND hoped that the Representative Meeting would 
decide to take no action on this for the present. At the 
‘last Representative Meeting a report was presented on the 
assqciation of the general practitioner with the hospital. 
What report was referred back and considered by a joint 
committee of the Geheral Medical Services and Consultants 


< and Specialists Committee, Which made certain recommenda- 


tions. The General Medical Services Committee had con- 
sidered the report as amended and had raised certain objec- 
tions of a fundamental nature. No decision had been 
reached, but one of the members had been asked to pre- 
pare a memorandum which woujd be considered at the next 
meeting of the Committee. It was hoped that this subject 
would form one of the matters for debate at the Special 
Representative Meeting to be called later in the year. If 


ethey were going: to have any experiments on the ways in 


which general practitioners should go into hospitals it would 
be mugh better to have them started on a plan with which 
they were all in agreement. 

It was agreed, the mover consenting, to refer this to 
Council. 


Hospital Administration 

Dr. L A. Marriotr (Derby) had a resolution welcoming 
the matter contained in Appendices H and IN of Council’s 
Annual Report (Supplement, March 31, p. 129 et seg. 
“ Hospital and Specialist Services” and d Medical Admini- 
stration in Hospitals”) and recording appreciation of their 
contents. 

Dr. Marriott begged them to get away from the ruth- 
less inflexibility of hospital budgets and from the over- 
administration under which administrative staffs were 
swollen beyond all reason.. The care of the patient, 


after all, was the first consideration. Let the Ministry be- 


taught that nobody knew more about hospitals than the 
doctors. 
The motion was carried. 


Regional Medical Advisory Committees 


Dr. W. Smita (Greenwich and Deptford) called for all 
regional medical advisory committees to be elected on a 
democratic basis, with powers of co-option. 

This motion had been sent in by his Division in the hope 
that ultimately something would be done to enable regional 


medical advisory committees to be elected:on a democratic , 


basis. At present these committees were nominated. An 
elected committee might have deficiencies in certain respects, 
but these could be overcome ~by invoking the power of 
co-option. 

The motion was carried. 

Mr. J. T. Rice-Epwarps (Monmouthshire) moved that 
all part-time hospital appointments should be listed at Head- 
quarters and should “not be advertised in the Journal as 
full-time appointments without prior consultation with the 
medical staff of the hospitals concerned. 

He said that this resolution spoke for itself. There did 
not seem to be any safeguard in consulting practice at all. 
Their chief method of preventing a whole-time salaried ser- 
vice was by holding up advertisements of these appoint- 
ments in the Journal. 

Dr. T. R. Bryant (Monmouthshire) said that what his 
Division was anxious about was that any part-time appoint- 
ment already in existence should not have its category 
changed when the appointment became vacant. 

Dr. RowLAND HILL supported the motion and sajd that 
the matter therein had been discussed with the Govern- 
ment for a considerable time past. The Consultants and 
Specialists Committee and the Joint Committee were not 
at all satisfied with the way in which hospital appointments 
were made, nor were they sure that part-time as distinct 
from whole-time appointments were adequately safeguarded. 
This was a matter which would not be allowed to rest. He 
was in complete agreement with the spirit of the motion. 

The motion was carried. 
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ILLNESS OF THE KING A 

. The CHAIRMAN OF CoUNCIL at this point said that it had 
been a matter of concern to the profession, in common with 
the whole country and the Commonwealth, that some 
anxiety should have been expressed concerning the health 
of H.M. the King, and it was felt that it would be only 
appropriate that that gathering should pass ‘the following 
resolution: ` 

That this meeting, composed of representatives of the British 
Medical Association from the United Kingdom and from the 
British Commonwealth and Empire, tenders to His Majesty the 
King, Patron of the Association, an expression of its loyal duty, 
and its sincere wish for His Majesty’s speedy restoration to health. 


The resolution was carried by the representatives standing 
in their places. 


MEDICAL ETHICS 7 


Dr. J. G. Tawartzs, chairman of the Central Ethical Com- 
mittee, moved the section of the report under “ Medicat 
Ethics.” He said that the brevity of the report gave no 
idea of the extent of the work of the Committee, nor indeed 
of the great amount of office work which ethical matters 
entailed., Much of the work might be described as of a 
preventive kind. They were continually getting problems 
some of which seemed to break new ground, and the modern 
structure of medical practice was continually creating new 
and interesting problems. Earlier in the day Dr. Vaughan ` 
Jones had referred to the ethical rules concerning industrial 
medical officers. Medical, practice was extending into all 
manner of new branches which had no direct contact with 
the work in the field, and 'in many cases medical employ- 
ment was governed by departmental or other rules and’ 
regulations. Unless they were very careful there would be 
a natural tendency for some practitioners to forget that they 
were doctors in relation to other doctors. Therefore it was 
necessary every now and then to call attention to the ethical 
rules. - 
= Practitioners and Broadcasting 


Dr. R. Forses (Hendon) moved: 

That while recognizing that public education on selected health 
matters is eminently desirable, this meeting is of opinion that: a 
close liaison should -be established between the B.M.A, and the 
B.B.C. to control the selection of subjects and the scope of 
material presented to ‘the public, and that practitioners 
approached to appear in such programmes, whether for sound or 
visual broadcasting, should insist on anonymity as part of the 
contract. 


Dr. Forbes said that a considerable change had come 
over the ethics of the profession so far as this affected 
doctors who broadcast or appeared onthe television screen. 
The old order was changing and giving place to new. It 
must be recognized that there was a field in which medical 
practitioners might quite properly give assistance to the 
public in matters felating to health, but in so doing they 
were often stepping on dangerous ground unless they paid 
respect to the need to avoid unprofessional advertising. 
When practitioners appeared before the public either through 
articles written in the Press or through platform speeches 
or on the radio they must clearly take steps to avoid attracting 
attention to themselves. It was found that as a result of 
certain broadcasting presentations some of the people who 
had appeared in these capacities had been approached by 
members of the public to ascertain whether they would 
accept them as patients. 

e it must be recognized that some change was inevit- 
able and that practitioners had to play their part in this 
scheme of affairs, any material of this kind should be care- 
fully examined before it was placed before the public. Some 
subjects were wholly unsuitable for discussion in the Press, 
on the platform, or on the radio. It was most desirable that 
there should be some link between the B.M.A. and the B.B.C. 
to ensure that only suitable subjects were presented and that 
these were presented in a way which would not give offence 


, to the ethical standards to which the profession was attached. 


It was desired to avoid any unduly laudatory remarks in 
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preseatation, and that could be secured only by making from time to’ time to see that there was no further under- ' 
anonymity part of the contract. ; mining of ‘the relationship. ` ing 
Dr. THWAITES said that he was a little unhappy about the On this’ understanding a motion on the subject was 
wording ‘of this motion. The first part of it dealt with the agreed to. - * ` 
relationship of the Association with the B.B.C., both of them f a, 2 ; TE 
independent ies, and the word “control” was rather a aa ` 
strong one to use. The B.B.C. was rightly jealous of its , „ GENERAL, MEDICAL SERVICES : 
independence. Such co-operation could not be. forced. Dr. Wano,- Chairman of the General Medical Services 
Neither the B.B.C. nor the Association wanted to have any- Committee, in presenting.this part of the report, said that , 
thing rigid or official. Informal contacts had taken place he would leave until the next morning the question of 
already. He asked the meeting to refer this part of the general practitioners’ remuneration. He proceeded to give 
motion to Council as indicating some guidance to which the a brief review of the othes work of the Committee ‘during 
Council could refer in any contacts it made on this matter. the past 12: months. A subcommittee had been set up to 
The second part of the motion concerned the discipline of serve the interests of “ unestablished” practitioners. Meet- 
the profession, and was not.a-matter for the B.B.C. at all. ings had taken place with various bodies, and progress and - 
The Association was about to have talks with the appropriate better understanding in many matters achieved. A numba 
committees of the General Medical Council on the subject of drugs had been added to the special list. He believed © 
of indirect advertisement. This part also, he thought, might they were approaching the solution of the problem that 
be referred to Council. It was not so much the anénymity arose when a doctor appealed against the refusal of an 
that mattefed but whether there was any self-advertisement executivo council to grant a basic salary. Many of the 
in the material of the broadcast or in the way in which’ it- problems arising from the inflation of doctors’ lists were 
was announced or built up. ; now being dealt with. A new médical certificate for people 
Dr. S. Noy Scorr (Council) remindéd the meeting that not “unfit for work had been devised ; ‘this had the effect of 
many years ago anonymity with regard to press articles was‘ eliminating a large number of the certificates they had to 
insisted upon, but that proved absolutely impossible. If-this use at present. There was a good deal of anxiety on the / 
motiow were passed as it’stood it would tie the hands of part of doctors who were asked to take part in the testing 
broadcasters. Broadcasting was relatively new, and it was Of drugs as a means of checking pharmacists’ dispensing. 
not possible to lay down any strict rule. They were anxious not to be thought guilty of “ snooping,” 
Dr. Forses said that the liaison between the B.B‘C. and’ but after a long talk with the pharmacists it was felt that 
the B.M.A. was nothing more than a liaison: it did not tie on balance it was preferable to carry out the present regula- ` / 
either ‘body. The fact that contact had already been made tions concernifig drug testing. There was now sitting an 
with the B.B.C. surely foreshadowed that such liaison would interdepartmental committee on mileage. Jt would take a 
be brought into being. This wa’ the time to intervene, to long time to complete its work, but as mileage had never’ 
establish what was considered to be the fit and proper thing “really been investigated thoroughly it was desirable that, 
for doctors to do when appearing in public under the aegis however long this committee might take over its delibera- 
of that body. With regard to anonymity, Hendon was only tions, the, work should be properly completed. The draft 
re-endorsing what for many years was the successful policy -distribution scheme had been seen by-the Committee, which 


ra 


. in ethics in their organization. ` had sent its comments back to the Ministry. On economy 
The Hendon motion was carried with a few dissentients. in prescribing they had made certain suggestions for more 

’ . SaS ` economical ways of dealing with the pharmaceutical prob- 

: lem, and the Ministry was implementing some of them. 

Professional Secrecy | Continuous representations had been made to the Ministry 


Dr. D. Brown (Liverpool) asked: the meeting to express about the need for bringing home to the public that it was’ 
its apprehension at the Ministry of Health instruction rela- in the public’s own interest that the doctor should be used ‘ 
ting to loan of case papers to Government departments, fairly, and a statement had been received from the Ministry 
considering that ‘its effect could only be to undermine the Which indicated that it had taken quite considerable action © 
basis of medical secrecy and the relationship between patient ‘along these lines. With regard to the tribunal, in the past 
and doctor. He hoped that the Ethical Committee would it had been the custom to publish the name of the doctor + 
further investigate the matter and act in safeguarding both ’ even when found not guilty; the Minister had now 
the patients and their own interests. ` renounced the intention’ to publish such a name. Repre- 

Mr. H. H. Lancston, (Winchester) said that this was a -sentations had been made asking that assistants should take 
thing they had to press and press again. This line of action part in refresher courses. On the shortage of hospital beds 
by Government departments should be stopped. If only tbey had had a series of conferences at the Ministry and had 

. patients knew that what they had told them in confidence made representations on two main points—namely, the need 
was being passed to Government departments and read by for more hospital, beds, and the need for easing the diffi- 
lay officials a great deal more.support would be forthcoming culties of practitioners in getting cases into hospital. 
for action in the matter. : Machinery: had been devised which seemed to him to be 

Dr. THWAIES said that one could not help feeling sym- getting close to what was aimed at. This would have to 
pathy with this motion, but the position was not without ` be discussed with their friends on the consultant side. 
ie difficulties, because here the patient was claiming some- g ' 
thing—pension, compensation, or whatever it might be— 
from State funds, and the limits of the patient’s cl@im had ‘ Co-operation with M.P.U. z 
to be assessed y a manoal or board, neas must have full Dr. Wanp went on to move: , ; 
information. e information was withheld the patient’s ; : 
interests suffered. What must be done was to see that the ion Sas ee ae EREN koa ee aia ject pain dig p 

. patient’s interests were safeguarded to the fullest possible be represented: on the General Medical Services Committee; and 
extent. .The patient’s consent to the disclosure of his case -that the Union be entitled to appoint two representatives on the 
records was obtained, and obtained in ‘writing, and they Committee. i . 
could not really go further than that. True, the patient He said that this arrangement had been approved by the 
might not understand the implications of the matter, but Conference of Local Medical Committees. It would doa , 
‘he usually had some body, such as the British Legion, to great deal to cement the profession. The representatives of 
advise him. He added that the first approach on this matter the Medical: Practitioners Union had made, it abundantly 
came from the Government itself, which was concerned clear that they would loyally stand by and’ support any 
with the ethical aspects of the question. decision that was made by the General Medical Services 

Dr. Brown said that he would be satisfied if the Committee. . : R 
Ethical Committee would keep the matter under review `~ The motion was carried without discussion or dissent. - 
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Proposed Abolition of Basic Salaries 


Dr. A. BRown (Cambridge and Huntingdon) declared that 
basic salaries should be abolished, and the whole problem 
It was an 
almost Gilbertian situation, jhe said, that the other doctors 
in an area were expected fo finance out of the pool any 
practitioner ‘who liked to come in and set up in opposition to 
them: If the Medical Practices Committee considered that 
an area was under-doctored any financial aid to a new prac- 
titioner ‘should come, not out of the general pool, but out 
of some special fund—the Indueement Fund—or other. 


Dr. WAND said that they were in the middle of a discus- - 


sion on remuneration and a large part of that discussion 
would be concerned with distribution. He himself was 
always in favour of any reasonable investigation into any 
problem, but Dr. Brown had put the cart before the horse. 
The proper thing to do was first to investigate the problem 
of financing new practices and then to decide in the light of 


that investigation whether basic salaries should or should 


not be abolished. 

Dr. Brown accepted the deletion of the words * basic 
salaries should be abolished,” and a motion was then carried, 
“That the whole problem of financing new practices should 
be fully investigated.” 


G 


Shortage of Hospital Beds = 


Dr. J. L. McCatitum (Westminster and Holborn) had a 
long resolution, the purport of which was that in every 
hospital group there should be a medical officer available at 
all times to visit patients in their homes when an applica- 
tion for hospital admission had been sought and refused, and 
with“ power to instruct an appropriate hospital to accept 
such cases as seemed to him to merit immediate priority. 
The part of the motion which he stressed, however, was 

That the statutory right of a patient to a bed in hospital should 
be restored immediately by an Amending Act. 

Dr. J. A. Gorsxy (Westminster and Holborn), in support- 
ing, said that before 1948, under the old Poor Law, later 
amended by the Local Government Act, 1929, every patient 
had a statutory right to be admitted to hospital. That statu- 
tory right should be restored. 

Dr. F. M. Rose (Preston) said that he could foresee that 
if this were actually carried out in practice it might in time 
become thé only method of admission to a hospital at all. 

It was agreed to refer this to the Council, and a further 
motion referred to Council was one by the City of London 
calling the attention of the Ministry of Health to the almost 
complete breakdown of the admission of patients to hospital 
during the last epidemic, and demanding an overhaul of 
the system in order to avoid similar chaos in the future. ` 


Accommodation for Chronic Geriatric Cases 


Dr. P. A. McCatium (Torquay) moved a resolution 
which was an amalgam of half a dozen resolutions on the 
agenda as follows: 


That this meeting is seriously concerned at the present diffi- 
culties encountered by general practitioners in trying to find 
institutional accommodation for certain types of chronic geriatric 
cases. In order to provide accommodation for more necessitous 
cases the.Council is therefore urged to discuss with the Ministry 
the possibility of providing financial measures to discriminate in 

, favour of the care of the aged and chronic sick in their own 
homes if the transfer of such patients to more suitable homes and 
institutions is not possible, 


The provision for the adequate care of old people was a 
matter of increasing urgency in view of the age trends of the 
population, and the responsibility seemed to belong to no 
one in particular. Hospital beds were in short supply, and 
general hospitals were averse from taking cases which would 
block their beds for some time ; many of the cases, more- 
over, were unsuitable for treatment in a general acute 
hospital, As a result of the appointment of geriatric 
specialists in many areas beds in institutions were being 
particularly reserved for the type of case believed to be 


` 


capable of rehabilitation. The result was that doctors were 
at their wits’ end to know what to do with this kind of case. 
Many such cases might be looked after in their own bomes. 
There was great need for better co-operation between the 
various departments concerned. 

Dr. J. H. LANKESTER (Reigate) said that if it were so 
arranged that there was no financial disadvantage in nursing 
a patient at home there would be some easement of the 
hospital shortage. At the present time the State paid ten 


‘guineas a week to maintain a patient in a hospital ward, and 


some part of that might well be diverted to home nursing 
and home assistance. , 

Dr. G. DE Swiet (Paddington) supported the motion. In 
order that more beds be made available in hospital for 
acute medical cases measures should be taken to transfer the 
aged and infirm to more suitable homes and institutions. 

Dr. P. Y. LYLE (Southport) said that there were patients 
who were not suitable cases under Part ID of the Act and 
for whom there was no provision. A movement which he 
commended was for the establishment of half-way houses for 
such cases, and he desired to bring it before the Council 
for consideration. 

Dr. H. S. PaAsMorg (Kensington) also spoke of the difficulty 
of dealing with chronic sick cases which were just not well 
enough to be looked after at home but were blocking a bed 
in the main hospital. 

The CBwIRMAN suggested that instead of the word “necessi- | 
tous, = which had a certain statutory connotation, the word 

“urgent” should be used in the motion. 

With this amendment the motion was carried. and the 
meeting was adjourned at 5.30 p.m. 


THURSDAY, JUNE 14 
GENERAL MEDICAL SERVICES 


The Remuneration Issue 


The meeting reassembled at 10 a.m., under the chairman- 
ship of Dr. J. A. BROWN. . 

Dr. S. Wanp, chairman of the General Medical Services 
Committee, who had brought forward certain parts of the 
report under “General Medical Services” the previous 
evening, proceeded to make an important statement on 
remuneration. 

He reminded the meeting -that last year the Committee 
had agreed to an inquiry into practice expenses and the 
net incomes of doctors in the National Health Service. At 
that time the Minister stated that he agreed that the Spens 
report should remain the basis of general-practitioner 
remuneration until such time as, after the interim consulta- 
tions, some other basis was substituted for it. He stated also 
that he contemplated that any alteration of remuneration 
would normally be a matter for negotiation. Later in the - 
year, for reasons outside the Minister’s control, the Special 
Conference of Local Medical Committees, due to take place 
at the end of the year, was postponed, and it had taken, 
place at the beginning of this year., In the meantime impor- 
tant changes had taken place. Mr. Bevan had left the 
Ministry of Health. (Applause.) There had been a change 
in the Chief Permanent Sécretary of the Ministry, and there 
had been a change in the status of the Ministry. 

On February 28 representatives of: the General Medical 
Services Committee met the Minister, and as a result received 
a letter indicating that there was a prima facie case for an 
inquiry. On March 29 the Conference decided that it would 
welcome the suggestion and authorized the Committee to 
carry out negotiations unless, in the opinion of the Com- 
mittee, those negotiations proved likely to be unfruitful. 

In April and May of this year the result of the income- 
tax inquiry into practice expenses was received. There: was 
a dispute, and there still was a dispute, between the two 
sides as to whether the figure for the year ended March, 
1950, ‘should be 36.5% or 37.5%. 

Then came the decision about payment for teeth and 
spectacles, and then came the Budget, and Mr. Bevan retired 


June 23, 1951 


from the Government. (Applause.) In fact, there had: been 


almost a crisis in the Government. The Minister, having ' 


been preoccupied with matters arising out of the Budget, 
could not meet the full deputation at the time when he had 
promised to do so, but he had met the Deputy Secretary 
and himself (Dr. Wand), and it then became evident that 
some new moneys were likely to become available. 


The Deputation to the Minister 


On May 9 the full deputation met the Minister, and three 
important points then arose: first, that the Chancellor had 
placed a ceiling of £400m. on the National Health Service ; 
secondly, that the Ministry was concerned to effect some 
redistribution of the pool; and, thirdly, that the Ministry 
was anxious to secure some reduction in the drug bill, and 
it was proposed that there should be a working party of 
the two sides to consider the details of this. The repre- 
sentatives of the Committee offered to the Ministry the 
Committee’s fullest co-operation in providing the best 
possible service to the public. (Applause) They said 
that, in spite of the dispute, the members of the medical 
profession had from the appointed day played their part 
loyally and had earned the right to a just settlement. 
(Applause.) They pointed out that it had been quite clear 
from the Spens Report that the general practitioner had 
been underpaid for a number of years. It was obvious that 
the remuneration fixed at the appointed day had had to be 
fixed without a complete knowledge of what was going on, 
and it was only fair that a reasonable inquiry should be held 
to see what had actually happened. The general practitioner 
had a responsibility second to that of no other section of 
the community. 


his 24-hour day and his seven-day week, his long prepara- 
tion, the devotion which he had to give to his work, and 
the fact that he had to possess a good physique whatever 
age he might be. 

The Spens Committee made certain recommendations in 
its report, and it made those recommendations in net terms 
and at 1939 values. He did not think the public realized 
, that about 40% of a doctor’s income went in expenses, and 
he did not think they realized that less than 24d., per week 
of every capitation fee went into the doctor’s pocket, and 
that, of course, was subject to tax.’ Also, he did not think 
the public realized that as expenses’ went up so the net 
remuneration of the doctor went down. In the Spens Report 
it was recommended that a certain proportion of general 
practitioners should earn upwards of £2,500’at 1939 values, 
that there should be an incentive to go into general prac- 
tice, and that a general practitioner should have a life which 
would enable him to give his best to the community, and 
should therefore have ample time for study and leisure. 

The representatives of the Committee told the Ministry 
that they were very anxious in the discussions to look at 
the various problems ; in particular, the difficulties of the 
young man getting into practice and his difficulties when he 
had just’ entered practice, the question of financial incen- 
tive, the need for the status of the general practitioner to be 
Maintained and for an adequate overlapping with the con- 
sultant section of the profession. They mentioned that there 
was considerable frustration on the part of both the young 
general practitioner and the general practitioner who was 
established and had a full list. Above all, they indicated 
that the prestige of the general-practitioner section of the 
profession had in the past been good, and they -were anxious 
that it should remain good, and they said that the Minister 
should see that there was not such frustration in the ranks 
of general practice as would make it Jess good than ıt 
should be. f 

There had been certain correspondence ‘between the 
Minister and the General Medical Services Committee, and 
he proposed to read parts of it to the meeting. The first 
was the letter from the Ministry after the deputation of 
February 28, in which it was stated: “The Minister him- 


self is already convinced, as a result of his first discussion : 


. with the representatives—and the Secretary of State for 
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(Applause.) The representatives of the. 
Committee /referred to the general practitioner's difficulties, 
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Scotland agrees—that there is a good prima facie case for - 
their reviewing, as a matter of urgency, both the adequacy . . 


ef the total remuneration of general practitioners and its 
distribution, They will look without delay at the best ‘way 
of speeding up that review.” eh a 

Dr. Wand -then read the letter from the Ministry which 
was received on May 23, proposing a working party, the 
reply of the Committee which was sent on May 25, and’the 
rejoinder from the Ministry which was received*on May 30. 
All this correspondence was quoted in full in the décument 
which was published in the Supplement of June ‘16, 


The Prima Facie Case 


In making a critical analysis of those letters, Dr. Wand 
pointed out that in the first place the Minister had said that 
there was a prima facie case for full investigation, but the 
Minister had offered an inquiry with two prejudgments—the 
first on the amount of the sum to be made available, and 
the second on the distribution of that sum. The offer was 
a maximum of £2m., with conditions. The sum of £2m. 
was roughly 11% of the present practice expenses. That 
was in the year ended March, 1950, and since then every- 
thing had increased in cost. When the Committee had 
entered the inquiry on practice expenses the Ministry had 
given an undertaking that there would be a further inquiry 
to bring the figures up to date. As a result of that further 
‘inquiry was it unlikely that it would be found tbat the 
increased practice expenses were very far away from the 
£2m. offered ? (Cries of “ No.) If practice expenses proved 
to be higher than the £2m., general practitioners would be 
„actually worse off, and the £2m. was the maximum offer. 

With regard to the ceiling figure of £400m., a letter had 
appeared in the Press containing a statement by the Minister 
that to provide all that the hospitals asked for and to go 
om spending as usual on the other parts of the Service would 
require a sum of £423m., that the hospital service must be 
maintained, and that the necessary saving of £23m. must 
be made on dentures and spectacles. An important point 
to be noted was that the ceiling of £400m. was set in April; 
"1951, and it was known at that time that the Minister had 
made his statement about there being a prima facie case; 
and it was known in Government circles that the ‘Committee 
had a claim pending. ‘Did not it appear that the Govern- 
ment had no intention in any circumstances of attempting 
to meet any just claim? (Applause.) A cut had been’made 
in the remuneration of dentists, but, if the accounts that 
came in from dentists were in excess of the estimates, surely 
the Government would have to,pay them; and the same 


applied to the pharmacists. If there was an epidemic which 


necessitated the use of a large number of expensive drugs 
and extra hospital beds, the cost of the hospital service and 
of pharmacy would increase, and everyone would be doing. 
more work and getting more pay, with the exception of the 
general practitioner. f 

On distribution there hàd been a prejudgment, The 
Minister had indicated the lines on which he wished the 
working party to carry out its task. If this suggestion was 
carried out there would be a widening of the gap between 
the general practitioner and the consultant—in other words, 
a further downgrading of the general practitioner. It was 
true that the young general practitioner might be better off 
at the beginning, but he should have some incentive; and 
it appeared that general practitioners in established practice 
would get no less work but would certainly get less money 


Might not the suggested distribution be the first step towards ` 


a levelling which would have the effect of producing ulti- 
mately a full-time salaried service? Might not the effect 
be’ even to produce some form of split in the profession ? 

With regard to prescribing costs, it would be remem- 
bered that the Minister had said in his letter that he would 
“need to be satisfied that the Committee was taking all 
possible steps open to it to eliminate extravagance in pre- 
scribing (of course, without detriment to the patient).” It 
was known that the £2m. was. contingent on two factors— 
distribution and the’ prescribing problem. What would the 
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taking of steps to eliminate extravagance mean in practice ? 
He considered that it could-only mean a positive reduction 
in dispensing costs, owing to the increase in the cost of drugs 
aad the fact that some of the new drugs were very expen- 


_sive. They were, however, of very great benefit to the 


patient, and it was the duty of the doctor to prescribe them. 
It seemed to him, therefore, that, when prescribing, the 


‘doctor would have to consider whether an item in a par- 


ticular prescription would affect his own personal income, 
and, rightly or wrongly, the public would feel very anxious 


about this. z 
A Niggardiy Offer r 


It appeared that the Government, having plunged head- 
long, against the advice of the medical profession, nto a/ 
Comprehensive medical service, felt that the general prac- 
titioners should be the people to carry the burden, and he 
could not see why the niggardly offer which had been made 
should be open to the interpretation that the general prac- 
titioner’s remuneration might depend on depriving the patient 
of necessary medicaments. In’ general, doctors were careful 
in prescribing, and there was disciplinary machinery in exis- 
tence for dealing with those who were not. Doctors them- 
selves took part in that machinery and saw that those who 
were unnecessarily extravagant in prescribing had appro- 
priate reductions made in their remuneration. This machi- 
nery had been set.up a long time ago. K 

With regard to the Committee’s claim, it wanted a work- 
ing party to be set up, and it wanted to know what the 
Ministry’s “reasonable limits ” were, because the other side 
would know that when they came into the working party ; 
and the way in which the distribution took place must 
depend on a knowledge of the sum that was available. 
The Committee wished to take part in a settlement, because 
it would be in the public interest. It was difficult to state 
a precise figure for the amount of the claim. The state- 
ment of receipts by doctors up to March, 1950, was avail- 
able, but not the statement of those receipts up to March, 
1951. The number of doctors in March, 1950, was known, 
but not the number to-day. The exact interpretation of the 
income-tax figures for the year ended March, 1950, was still 
in dispute. The figure in dispute was 1%, but it was not 
known how much practice expenses had gone up since then. 
Moreover, the amount of betterment was not known, A 
recent computation indicated that, whereas the claim was 
originally for 70%, the figure now was probably in excess 
of 100%. It had been stated quite clearly by the Spens 
Committee in its report that its recommendations would be 
subject to betterment, and that it would be for others to 
determine what the amount of that betterment should be, 
so if the Committee asked for arbitration on this issue it 
was primarily asking for arbitration on betterment. The 
Committee was asking for some body other than the 
Ministry to determine what the amount of the betterment 
should be. Excluding any reference to extra work and 
taking a moderate increase for practice expenses and for 
betterment, there was no doubt that the claim was several 
times the amount of the maximum offer made by the 
Ministry. 

There had been inquiry after inquiry and delay after 
delay. There had been mention of wage freezes and ceilings 
and rearmament. All the time the general practitioner bad 
been doing his work loyally, without relation to hours of 
work or his physical well-being, and the public Rnew that 
he had had a raw deal. Now the general practitioner Was 


. offered a sum which was probably barely the increase in 


practice expenses since March, 1950, and that offer was 
tied up in such a way as not only to reduce the status of 


. the general practitioner but to induce serious distrust in 


the public mind, 


Arbitration 


Dr. Wand Ttoncluded by saying that the Committee was 
recommending that its claim should be arbitrated, and the 
arbitration must, of course, have regard to the change in 
the value, of money since 1939. 
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Whatever decision was made in the matter must of course 
be made by the representative body of those who were con- 
cerned with giving the general medical service—that was to 
say, the Conference—and the Conference was to meet’ on 
July 19. 

The recommendations of the Committee were made in the 
following words : 


(a) That, as the Minister’s proposals set out in the Ministry’s 
letter of May 23 are unacceptable in that no provision is made 
for the profession’s claim to be examined on its merits, the 
Conference calls upon the Minister to refer to arbitration the 
determination of the proper size of the central pool, having regard 
to the recommendations of the Spens Report and to present- 
day money, values ; such arbitration to be arranged without further 
delay; 

(b) That, once the proper size of the central pool has been 
determined by arbitration, the General Medical Services Com- 
mittee be authorized to resume discussions with the Minister in 
order to apply a form of distribution which is in accordance with 
the recommendations of the Spens Committee and which will 
enable the best possible medical service to be available to the 
public. 


He thought it' would be useful if the Representative Body 
pledged itself to support the general practitioners in their 
efforts to secure a fair and just decision on their case. (Loud 
applause.) 


Dr. Wanti’s statement occupied 50 minutes and at the close 


he received an ovation. 
í 


A Question of_ Standing Orders 


The CHAIRMAN said that he had received a motion from 
Dr. A. C. E. Breaca (Bromley) as follows: - 


That this meeting accepts in principle the proposed recommen- 
dations of the G.M.S Committee to the Special Conference to 
refer to arbitration the issue of general-practitioner remuneration, 
but requires the following safeguards: 

The court of arbitration must have independent status, its 
terms of reference must include as a basis the Spens recom- 
mendations, the betterment factor, and the burden of work, 
and must take into account the remuneration of the allied 
professions, the findings of the court must be binding on both 
parties, and the award must be retrospective to July 5, 1948. 


To this he had also received an amendment in the name of 
Dr. W. M. Knox (Council): . 


That this Representative Body has every confidence in the 
G.M.S. Committee and, recognizing the intricacies of’ the 
remuneration problem, pledges itself to support the Committee 
in its efforts to effect a just settlement of the remuneration of 


general practitioners. 


7 


“ Immediate Resignation ” Negatived 

Dr. J. I. Mane (Manchester) moved. 

That failing a satisfactory reply from the Minister of Health 
by June 30, 1951, to the effect that the question of increased 
remuneration for general practitioners has been settled, this meet- 
ing “urges the profession to submit their resignations from the, 
National Health Service forthwith. 


He said that for the past three years there had been 
indignation in his Division because of the vacillation and 
uncertainty with regard to remuneration. On each of the 
many occasions when their representatives had raised this 
question they had been put off on one excuse after another. 
It was slowly dawning on them that they were being “led by 
the nose,” and this had caused a frustration which was 
undermining the Service. The British Medical Guild was 
formed last year and in his Division it kindled some 
enthusiasm, but that enthusiasm had now been dissipated 
and replaced by cynicism. A faint stirring of the moribund 
pulse followed the appointment of a new Minister of Health, 
but new excuses were forthcoming, such as rearmament, and 
now doctors were being held responsible for the rising cost 
of the drug bill. He would not take up time in enlarging 
upon the Manchester motion, which was self-evident. 


~ 


“suffered from a negation of justice. 
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Dr. F. S. Carro (Manchester), in supporting the motion, 
said that the Minister expected the highest standard of trest- 
ment and ethics, to say nothing of discipline—one-way 
discipline at that—and all this time practitioners were strug- 
gling to educate their children and maintain their standards 
of life. General practitioners were the king-pin of this whole 
scheme. He begged them to keep together and fight to the 
bitter end. Their resignations would have to come some 
time in order to get justice, and the sooner the better. ‘ 

Dr. A. C. E. Breaca (Bromley) then proposed as an 
amendment to the Manchester motion the resolution which 
he had unsuccessfully tried to move at an earlier stage. He 
said that they had heard a magnificent speech from Dr. 
Wand, a speech of the utmost clarity and of amazing 
restraint. After three years of intensive work the G.M.S. 
Committee was faced with a situation which could only be 
regarded as utterly unsatisfactory. At this point the Com- 
mittee had gone yet further in reasonableness, and, instead 
of saying that the profession now insisted on having its own 
way, the Committee said, “ No, what we will do is to insist 
on arbitration.” Could any case be fairer to present to the 
public? What they were seeking to do by this amendment 
was to ensure that that arbitration should follow certain 
lines. He thought the Manchester motion, with its reference 
to a specified date, was an unwise qne, and he preferred the 
course suggested by the G.M.S. Committee, but he asked the 
Committee to pay attention to.the opinion of the Represen- 
tative Body in a matter which did not affect general 
practitioners alone but had repercussions on the whole 
profession. 

Therefore Bromley had taken pains to set out the principles 
of arbitration as given in his amendment. The point in their 
case on which they must never “ let up ” was that the dispute 
at issue was one continuous dispute dating from July 5, 
1948, and therefore the findings of the court of arbitra- 
tion must be retrospective to;that date. `“ 

Dr. A. V. RUssELL (Council), in supporting the amend- 
ment, said that they had two alternatives—one of them 
mass resignation forthwith and the other a request for 
arbitration. But the terms of reference in the arbitration 
might be so narrow as to be of no use to them at all. There- 
fore it had been thought advisable in this amendment to 
strengthen Dr. Wand’s hands by setting out the terms in 
a precise form. 

Dr. C.P4WALLace (Guildford) said that this was a sad day 
for. them all but not a day on which they need be ashamed. 
Some of them had advocated arbitration -12 months ago, 
and for some reason best known to himself Dr. Wand, 
without giving any explanation, had opposed such a course 
and succeeded in getting the suggestion of arbitration thrown 
out. He wished now to express his support for Dr. Wand’s 
present proposals; Nothing in this amendment must be 
taken as meaning,a lack of confidence in Dr. Wand or his 
ability. -They were satisfied that he was one of the ablest 
members of the Representative Body, but they had no 
confidence in the Ministry nor did they believe in the likeli- 
hood of the Ministry giving them justice unless it was made 
quite clear that they wanted independent arbitration— 
arbitration at arm’s length from.the Ministry. They had 
It was absolutely 
essential that the terms of reference to arbitration should 
be made very clear, as they were in Dr. Breach’s amendment. 

Dr. A. BEAUCHAMP (Birmingham) asked what was meant 
by “allied professions ” in the amendment. 

Dr. Breaca replied that it was felt that there might be 
advantages in relating this claim to professions outside their 
own, but primarily they had in mind dentists and other 
branches of their own profession. i 


-7 Dr. A. Barrer (East Kent) said that Dr. Breach was 


desperately keen that this arbitration should be binding on 
both parties. Under the Act, if they sought arbitration the 
Minister was not in those circumstances bound to accept the 
arbitration findings. On the contrary, if they were under 
Emergency Order 1305 and this was considered a,trade dis- 
pute, the case would go to the Minister of Labour for 
arbitration, and then the findings of that arbitration, were 
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binding on both sides. If they went under this Emergency 
Order the Minister of Labour was going to decide the matter. 
Were they to tie up the G.M.S. Committee on these points ? 
The right answer was to support the Committee. He woufd 
suggest that they passed Dr. Breach’s’ motion as an amend- 
ment because this would mean*turning down the Manchester 


. Motion, so that they would not have to hand in resignations 


on June 30, and then when Dr. Breach’s amendment was put 
as a substantive motion that in its turn should be defeated, 
and thereby they would show their confidence in the G.M.S. 
Committee. ‘ 

Dr. J. `A. Gorsxy (Westminster and Holborn) gave a close 
legal account of the position with regard to arbitration pro- 
cedure, Suppose the Minister agreed tō go to arbitration, 
was Parliament bound to award to the profession what 
the arbitration court did in fact award? A conflict 
between a statutory regulation and the award of a pational 
arbitration tribunal could not in law occur, or, alternatively, 
if it were possible in law, it would not in practice be 


„| allowed by Parliament. The essence of an arbitration court 


was an impartial body of persons, and they had at the 
moment legislation whick enabled them to insist that the 
tribunal should be such an impartial body. 

Dr. A. McGtasHan (Manchester) spoke against the 
Bromley amendment and in favour of the Manchester 
motion, The amendment and the proposal for arbitration 
was the old story—procrastination. For three years they, 
had been pushed from pillar to post, There was only one 
weapon the Minister understood, and that was the power of 
refusal to continue to serve under the contract. 

P X 


The Arbitration Procedure 


Dr. D. P. Stevenson (Deputy Secretary) explained what 
the G.M.S. Committee had in mind in arbitration. In the 
first place they would call together Committee A of the 
Medical Functional Council in the Whitley machinery for 
the whole of the services. At the first meeting of Committee 
A the staff side—which was composed of members of the 
G.M.S. Committee—would lodge a claim for a review of the 
central practitioners’ pool. The management side—on which 
the Ministry of Health was’ adequately represented—would 
no doubt immediately turn the claim down. At that point the 
staff side would ask for the matter to be referred to arbitra- 
tion. If the management side consented to arbitration the 
case with that consent could then be put to the Industrial 
Court. This was the court by which the claim of medical 
Officers of health and medical officers of regional hospital 
boards had recently been decided. At the moment there 
was under the Whitley Council no agreed form of arbitra- 
tion, and the. only way in which the profession cduld 
arrive at a process of arbitration through Whitley Council 
A would be with the consent of the management side and 
then through the Industrial Court. 

If that process failed there was still one other channel 
open, and that was through the machinery of the Emergency 
Order 1305. The Ministry of Labour had been in discussion 
with the T.U.C. and the Employers’ Federation with a view 
to amending that Order, but for the moment it was still in 
operation. Order 1305 could be invoked without the consent 
of the management side of the Whitley Council. A dispute 
would be lodged not with the Minister of Health but with 
the Minister of Labour, who must satisfy himself that every 
effort had been made to secure conciliation or settlement 
of the dispute within any existing arbitration machinery. If 
he was unable to bring about a settlement within existing 
forms of conciliation machinery then he was obliged to 
refer the case to the National Arbitration Tribunal. Whether 
the profession had its case before the Industrial Court or 
the National Arbitration Tribunal the findings were morally 
binding, but for obvious constitutional reasons they were 
not binding on Parliament. Although no one could bind 
Parliament: in advance, where a case had gone before the 
National Arbitration Tribunal the implication was that - 
Parliament would in fact find the money to give effect to 
the award. If it was decided to go to arbitration, they would 


2 


266 JUNE 23, 1951 





rather go before the Industrial Court, for the reason that the 
Industrial- Court had already looked, at the problems of 


‘medical officers of health and more recently of medical 


Officers of regional hospital Boards, and those of them who 
had had ‘dealings with the, Industrial Court were satisfied 
that if a good case was presênted they got a good hearing, 


although, hike the medical officers of health, they might not, 


get all they wanted. From the point of view of arbitration, 


` the first stép,would be the Whitley Council and an endeavour 


to get it settled through the Industrial Court, and failing that 
they would have to go through the machinery of Order 1305. 
Dr. HòBarsara WoopHouse (Harrow) asked what further 


~ delay would be occasioned in the event of the case going to 


arbitration. 


è Dr. Wand said that they had indicated that this arbitra-. 


tion’ must take place soon. He was informed that the time 
taken gver the last arbitration was four months. 

Dr. I. D. Grant (Glasgow) asked how much délay was 
likely to take place, if arbitration was not granted, before 
further action was taken on their part. 

Dr. Wano: The G.M.S. Committee and the Conference 
are fully aware of the danger of these constant delays, and 
the Committee meets monthly, or more often if necessary.. 


Dr. R. V. Goopirre (Croydon) said. that he did ‘not. 


_ think it would be right to rule out the Manchester motion 


without some regard to the question of immediacy which 


.that motion strongly put forward. There had always been 


doubt as to the unanimity of the profession, but that day 
they were faced with one of the factors necessary to pro- 
duce such unanimity. They had been met by the Ministry 
with a contumelious offer, which suggested that they should 
be content with the remains out of the pool after every- 
thing else had been satisfied. Surely’ this attitude on the 
part of the Ministry would produce something of that 
unanimity of which they stood in need. The other point 
was’ an agreed settlement of their claims. Would it not 
be possible to make an immediate payment or an immedi- 
ate interim award pending the result of the negotiations 
or the arbitration which would ensue ? - 

Dr. A. BeaucHamP (Birmingham) said that if they had 
arbitration they must insist that the court was impartial. 
There was but one body which could be regarded as inde- 
pendent of the executive—namely, the judiciary of this 
country. He quoted the words of the late Professor 
Laski: “It is difficult to overestimate the significance of 
the judiciary in the modern State . .. the judges are per- 
haps more than at any previous time the real safeguard of 
personal ‘property.” They should insist that the judiciary 
constituted the court of arbitration. 

Mr. A. SraveLey Gouan (West Hertfordshire) said that 
the Bromley améndment asked that any award must be back- 
dated to July 5, 1948. This was dangerous. One-third or 
some such part of their claim depended on actuarial figures 
relating to the year ending March, 1950, and .the court 
might say in that case that it could not accept figures later 
than 1948. 

Dr. G. O. BARBER (Mid-Essex) said that he did not like 
the wording of the Bromley amendment, and he asked the 
meeting to tum it down in order that Dr. Knox’s amend- 
ment. might be substituted. The Bromley amendment pre- 
judged’ the issue. How could they ask for arbitration if 
they said in the same breath that the following things must 


happen ? 


Dr. WaNb said that the Bromley amendment appeared to 
emphasize every point, to dot every “i,” and cross every 
“t” “He would emphasize one other point—namely, that 
the periphery had not yet considered this question. It might 
be that the periphery would decide through the Special 
Conference on some different mode of action. Surely it 
could be left to them to see that no terms of arbitration 


~ were accepted unless they incorporated bas necessary 


safeguards, 

Dr. Breaca, in reply, said that he thought. they could 
ignore the machinery under Order 1305. There were certain 
essentials in arbitration as understood in this country, but 
they had recently been overlaid by certain innovations which 
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had been ‘created by statute to deal with problems arising 


as between employer and employed. : The whole machinery 
had never taken into account the fact that one day the State 
itself would be the employer. There was one basic axiom 
to be regarded: the State must not bind the court. There- 
fore they must seek to ensure independence of status of 
any court. The suggestion that the award should be retro- 
spective had been challenged. But this was one continuous 
dispute dating from 1948, and any award must be backdated 
to that time.. That did not mean that the flat rate of 
remuneration must be so-and-so for ever. 
tion to present conditions it would be fixed at a certain 
figure or at a certain other figure in relation to a different 
betterment factor. 

It had been suggested that they should accept the 
Industrial Court. The Industrial Court fell down in this 
particular, that it made the Government in, effect the judge 
of its own case. 

The Bromley motion was lost by a large majority. 


, Confidence in the G.M.S. Committee 


Dr. W. M. Knox (Council) then moved the amendment 
already set out: 

That this Representative Body has every confidence in the 
G.M.S. Committee and; recognizing ie intricacies of the 
remuneratidh problem, pledges itself to support the G.M.S. Com- 
mittes in its efforts to effect a just settlement of the remuneration 
of the general practitioner. 


This was carried immediately with very few dissentients. 


The Pool Method 


Dr. J. C. ARTRUR (Gateshead) moved, “ That as the fac- 
tors which led ‘to the adoption of the pool method of 
remuneration have now largely ceased to exist, the fixed 
capitation fee method is to be preferred.” 

He said that no injustice would be done in any area if 
the pool method was discarded. There did not seem to be 
any real reason why that source of discontent arising from 
different capitation payments in different areas should not 
be eliminated. The capitation fee should be uniform 
throughout the country, 

Dr.-G. BARWELL (Wembley) argued that a uniform capita- 
tion fee should be instituted throughout the country in 
view, of the wide variations in the amount payable in 
different areas. 

Dr. H. A. Summers (Nottinghamshire) also stressed that 
the capitation fee should be uniform throughout the country 
and not vary from place to place. 

Dr. F. M. Rose (Preston) said that however attractive a 
fixed capitation fee might be it could only result in members 
being paid less. 

Dr. Wann asked the Representative Body to bear in mind 
that there had been quite a considerable amount of inflation 
of lists. It wag an extraordinary thing that, with a few 
exceptions, no area would admit that there was any marked 
degreq, of inflation in that particular place. The present 
method of distributing the pool was one which enabled 
them to be paid for all those at risk, but they would never 
get everybody who was at risk signing on doctors’ lists. 


Surely in rela- ' 


The only way they could get a full pook distributed was . 


by a computation, and that computation would be discussed 
with the Ministry when the results of the present purging 
of lists were known in order that ‘they’ might assure them- 
selves that everybody for whom a doctor was at risk was 
represented by a payment in the pool. 

It was agreed that the Gateshead and other similar 
motions be referred to Council. 

Dr. G. D. THompson (Lancaster) moved that the capita- 
tion fee should be a national one, and that all other pay- 
ments—e.g., for temporary residents, basic salary, etc.— 
should come out of a separate pool. 

He said that this was not quite the same as the Gates- 
head resolution. Lancaster was not asking for a? fixed 
capitation fee but for a national one. In Lancashire, with 


its large holiday population, the impact of temporary.’ 


~ 
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residents on the local pool was heavy. In fact, the doctors in 
holiday areas had to subsidize those in non-holiday areas. 
In addition, they got no payment for foreigners, of whom 
a considerable number came to Lancashire. The case for 
a national capitation fee from a pool from which nothing 
else was deducted was overwhelming. ` 

Dr. Wand said it was regarded as one of their safeguards 
that the basic salary should be determined at the periphery 
rather than at the centre. As regards temporary residents, 
he thought that the amount which passed—and it passed in 
two ways—was about 2% of the pool. He hoped they were 
going to be in a position to discuss again in due course the 
question of redistribution, and these items might be looked 
at further at that time 

The Lancaster motion also was referred to Council. 

Dr. Enm A. Hucues (West Denbigh and Flint) drew atten- 
tion to the alarming increase in practice expenses, and the 
need for this factor to receive due consideration in striving 
to secure adequate remuneration for the practitioner. 

One of the causes of this increase, she said, was the rise 
in the cost of running a car, and this applied to urban as 
well as rural practitioners. The urban doctor had no 
mileage grant for the patients whom he ‘attended, so the 
case could not properly be met by an increase in ‘mileage 
grant only 


Rural Practitioners’ Fond 


Dr A. MATHESON (Outer Islands) asked that there should 
be a general jncrease in the ‘mileage grant, in view of the 
increased cost of cars and petrol, and that special con- 
sideration should be given to the Outer Isles in the matter 
of the mileage grant owing to the high freight charges to 
the Islands, the exceptionally bad roads, and the consequent 
rapid deterioration of cars. 

Dr. J. R. BAKER (Scunthorpe) said that 1 was not always 
appreciated either by rural or by urban practitioners that 
the mileage grant was not given in respect of travelling 
expenses only; it was also given because a rural practi- 
tioner could not treat so many patients as an urban practi- 


„tioner. ` The mileage grant therefore should not be subject 


to rise or fall in accordance with the rise or fall in the cost 
of petrol or other costs in connexion with the running of 
cars. The answer to the difficulty was not to tie up the 
mileage grant with running expenses but to get a general 
increase in the capitation fee. , 

Dr. Wanp said that the average net remuneration of the 
rural practitioner was greater than the average net remunera- 
tion of the urban practitioner, so he would suggest that the 
question of a general increase in the mileage grant be 
referred to the Council. With regard to the second part of 
the motion, he could assure the Outer Isles that the problems 
to which reference was made were receiving very careful 
consideration by the Interdepartmental Comimittee ; in fact; 
one of the main purposes of that Committee was to investi- 
gate the areas of special difficulties so as to ensure a proper 
allocation of mileage funds to those places. 

Dr Wand’s suggestion was adopted 


Temporary Residents 


Dr E. P., JoHNSON (Bolton) moved that members of 
H.M. Forces on leave requiring medical attention should 
be treated as temporary residents under the N.HLS. 

The general practitioner, he said, suffered from an excess 
of form-filling, and this motion was an attempt to reduce 
the number of different forms that had to be used. The 
forms used for members of the Forces would be sent to 
the executive council and would be sent by the executive 
council to the unit concerned, instead of, as in the case 
of temporary residents, to another executive council. The 
remuneration would be the same in the two cases. 

Dr. W. Woottey (Bristol) pointed out that no‘-money went 
into. the pool for members of the Forces, and, even if the 
Minister could be persuaded to put some in for this purpose, 
practitioners would still get more money under the present 
system if they saw a Service patient three or more times. 


Dr. J. L. Orr (Glasgow), in supporting the motion, said 
that he did so particularly on behalf of doctors who did not 
do their own dispensing. . 

Dr. Wano said that the General Medical Services Conf- 
mittee was not anxious to get any more sums of money ‘into 
the pool, and it was not anxious to make an arrangement 
on a figure for temporary residents about which it knew 
nothing yet. It might be that in the present circumstances 
the existing method was the better one. The’Committee 
had considered the matter very carefully and had rejected 
the alternative, but the Committee would be quite willing to 
consider the matter again if the Representative Body wished 
it to do so. He hoped that the motion would not be passed 
in its present form. 

Mr. J. E. Purves (Bromley), in opposing the motion, said? 
that the treatment of Servicemen on leave was a small piece’ 
of private practice which was open to every practitioner, 
yet Bolton wanted to throw it away. The forms for the 
Army and the Air Force could be obtained in any number 
from the clerk to the executive council. In the case of 
the Navy, the Admiralty sent the form, and if the practi- 
tioner attended the patient more than twice the patient had 
to pay, provided there was a surgeon-agent in the district. 

The motion was lost. , 

Dr. W. RapcLirre (North-east Essex) moved: 


That the rapid increase in the price of drugs and dressings has 
made the dispensing fee on a capitation basis and the payment of 
emergency supplies to non-dispensing doctors woefully inadequate, 
and this meeting recommends that both be reviewed from time 
to time and adjusted on a sliding scale dependent on dispensing 
costs 


Rural doctors who did their own dispensing, he said, 
knew how greatly the cost of drugs and dressings had 
increased, but some of his town colleagues did not appre- 
ciate the enormous increase in’ the cost of dressings in par- 
ticular during the last two years or so. Cotton-wool had 
increased 100%, and dressings as a whole had increased 
72%. The average cost of dispensing per patient last year 
was about 6s. 6d.; to-day it was about 15s., and the esti- 
mated cost for this year would be 17s. or more; yet the 
capitation fee to dispensing doctors remained at 6s. per 
patient on his list. Some doctors could make it pay if 
they had a large enough list and could afford a dispenser 
and be paid on the script basis, but the majority of country 
doctors had to dispense themselves, and they had to buy in 
the open market. He suggested that the dispensing capita- 
tion fee should have some reference to the very rapidly 
increasing cost of the drugs and dressings which had to be ` 
supplied by doctors in rural areas. 
© Dr. END A. HucHes (West Denbigh and, Flint) pointed out 
that the cost of dressings was out of all proportion to the 
cost of drugs, and the patient was likely to suffer if the 
doctor was worried about the cost of the drugs and dressings 
which he gave his patient. This was bound to prejudice the 
quality of his work, however conscientious he might be. 

Dr. F. M. Rost (Preston) moved as an addendum to the 
motion : 


Further, that action be taken to adjust the discrepancy between 
professional discount-and chemists’ discount to those dispensing 
doctors who submit prescriptions quarterly for drugs and dressings 
supplied. 


The addendum, he said, applied to the minority of dis- 
pensing rural doctors—namely, those who used the script. 
for their prescribing—and it referred only to proprietary 
preparations. These doctors were allowed only 10% rebate 
on the retail prices, whereas the chemists were allowed a 
334% rebate. The scripts were priced on the chemist’s rate 
rather than on the doctor’s rate, so that in point of fact the 


doctors were out of pocket, or at any rate had nothing left 


to meet their other costs. If satisfaction could not be 
obtained from, the big chemical firms there should be a 
different method of pricing the prescriptions. 

Dr. Wanp said he was prepared to accept the motion 
and the addendum, The problem put forward by Preston 
had already been-taken up by the General Medical Services 
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Committee, and the Committee had now decided to take 
action on the matter put forward by North-east Essex. It 
was open to any doctor who was paid by the dispensing 
capitation fee to change over to the E.C.10 method, and, 
although that would involve the doctor in some extra cleri- 
cal work, the difference in remuneration might be so sub- 
stantial ‘as to make that worth while. 

Dr.W. RapcLIFFe said that the amount of extra work 
involved was very unecongmical for a country doctor with a 
thousand patients. 

The meeting agreed to the reference to Council. 


The Committee to Study General Practice’: B 
Members’ Participation 


©The CHARMAN (Dr. J. A. Brown) said that as he was one 
of those concerned in the immediately ensuing motions he 
felt he should vacate the Chair. Mr. A. M. A. Moore was 
voted to the Chair for the discussion of these motions. 

Dr. C.- Watney Rog (Chelsea and Fulham) moved: | 
- That the Representative Body takes a grave view of the fact 
that the Minister omitted to ask the G.M.S. Committee, as the 
recognized negotiating body on behalf of all general practitioners, 
for its views on the constitution, terms of reference, and member- 
ship of the committee set up by the Central Health Services 
Council to study general practice. 


He was sure the Representative Body would agree that any 
committee formed to study general practice should have upon 
it an adequate number of ,doctors representing that branch 
of the profession. The Minister had instructed the Central 
Health Services Council to set up a committee to study 
general practice without consulting the General Medical 
Services Committee, which represented general practitioners. 
` The motion made it clear that the Representative Body 
favoured General Medical Services Committee representation 
of any body set up to discuss general practice. It was of 
the utmost importance that the committee in question should 
have a large number of representative general practitioners 
among its members; otherwise freedom might be seriously 
jeopardized. ` 

Dr. D. L. GULLICK (East Herts) said that he sympathized 
with the proposer of the motion, but he thought that to say 
that the Representative Body took a grave view of the matter 
in question was to attach too much importance to it. He 
thought the Minister had omitted to consult the General 
Medical Services Committee because he believed he would 
get a report more in accordance with his own views if the 
Committee was dissociated from it. The Minister’s successor 
’ .could not be regarded as responsible for what had been done. 
The committee which bad been set up had very wide terms 
of reference with regard to general practice, and if it pro- 
duced a suggestion for a salaried service it might well be 
to the advantage of general practitioners that their own 
General Medical Services Committee had had no hand in it. 

Dr. J. A. PripHam (Council) expressed the hope that the 
Representative Body would take a serious view of the matter 
dealt with in the motion, and said he doubted whether the 
` people concerned in the inquiry realized the strength of 
feeling about it in the General Medical Services Committee 
and in the profession ın general. 
~ There was a small mistake in the motion, in that it was 
not the Minister but the Central Health Services Council 
that had omitted to consult the General Medical Services 
Committee. p 

. He believed that the General Medical Services Committee 
had received its first news of the inquiry through the Press, 
and it had then had to find out whether remuneration was 
includéd, the reply being that it was not. The report of the 
committee would be submitted to the Central Health Services 
Council. The General Medical Services Committee had 
asked the Minister whether it could see the report and make 
comments on it, and the Minister had replied that constitu- 
tionally it could not but that before he took any steps to 
implement it he would discuss it with the Committee. The 
report, however, would be published without any comments . 
by he Committee, 
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He thought that the Representative Body should register 
a protest. General practitioners had recently suffered a con- 
siderable number of rebuffs, and’ this was another rebuff. 
The British Medical Association had set up its own inquiry 
into general practice and was taking it very seriously, Now 
another body had been set up, without the General Medical 
Services Committee having been consulted about its member- 
ship or terms of reference, and that body was going to report 
on general practice. Al that the Committee would be able 
to do would be to comment on the report when the, Minister 
came to -implement it. 

Dr. J. A. Gorsxy (Council), in supporting the motion, 
pointed out that the committee which had been set up would 
report to the Minister and the Minister would not be obliged 
to publish the whole of the report or any section of it. 
The danger was that the whole or part of the report might 
become “Government policy before the General Medical 
Services Committee was consulted upon it, and there was the 
further danger that the Minister might withhold some section 
of the report and yet it might become Government policy. 

Dr. A. C. E. Breaca (Bromley) expressed the view that 
the matter under discussion was-a very serious and important 
one to all general ‘practitioners. When the committee which 
had beer set up produced its report, would not that report 


be presented to the public as a statement in general terms 


of what was required to make a good general practice 
service, and would not it be strengthened and appear to 
have the backing of the profession because its membership 
included prominent and important members of the British 
Medical Association ? He considered that failure to consult 
the General Medical Services Committee in the setting up 
of the committee by the Central Health Services Council was, 
little short of an insult to the profession’s negotiators. 

Dr. Wano said that the General Medical Services Com- 
mittee had felt anxious about the question of the body to 
which the Minister looked for advice on matters affecting 
terms and conditions of service of general practitioners. In 
the past those had been a matter of direct negotiation 
between the General Medical Services Committee and the 
Ministry, and when the new committeé was set up the 
General Medical Services Committee had been anxious 
about the way in which that might affect the position. A 
deputation had therefore met the Chief Permanent Secretary 
of the Ministry in order to obtain the necessary assurance. 
They had obtained a measure of assurance, but the Com- 
mittee had not been satisfied with it and had instructed them 
to get in touch with the Minister himself and obtain a 
diréct assurance from him. A communication had been sent 
to the Minister accordingly. The General Medical Services 
Committee had not'yet decided whether or not it would 
submit evidence to the committee set up by the Central 
Health Services- Council. 

Dr. G. O. BARBER (Mid-Essex), speaking as a member of 
the committee set up by the Central Health Services Council, 
said that a completely non-party method of selection had 
been adopted in its constitution. 
the committee had been invited because he was thought to 
be interested in and to have a knowledge of general practice, 
and not because he was a member of the British Medical 
Association or any other body. He believed that if Sir 
Henry Cohen, the chairman of the committee, or Dr. Dain, 
a was a prominent member of it, was present he would 

“We believe that a great deal of the strength of this 
coraiittee will lie in the fact that it cannot possibly be 
accused of having a British Medical Association flavour.” 
There were enough general practitionefs on the committee 
to make it quite certain that their views would obtain an 
adequate hearing. When the report was published for every- 
one to see, as he was quite sure it would be, it would be 
quite free of any implication that it was sponsored by the 
British Medical Association. 

In response to a request by a member of the Representa- 
tive Body the list of members of the committee appointed 
by the Central Health Services Council was read to the 
meeting. 


’ 


Each of the members of 


we 
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Dr. t. W. WALKER (Cambridge ‘and Huntingdon) said that 
he was a member of the-cọmmitteè and also had the honour 
of being Chairman- of the British Medical Association’s 
General Practice Review Committee. He found it very 
interesting to be on both committees, and he knew that the 
committee of the Central Health Services Council was doing’ 





a great deal of work for general practitioners. The Associa- .- 


tion would be able to use some of the evidence which the 


-committee had and to review the results at which it arrived. 


Dr. J. STANLEY THOMAS (Stratford), speaking as another 
member of the committee, said that he made no apology for 
accepting nomination to the committee. Nearly :all the 


members on the medical side of the committee were 


members of the British Medical Association. When the 
Association negotiated -with the Ministry, its representatives 
were on one side, trying to get the best terms they-could, and 
the ‘Tepresentatives : of the Ministry were on the other side, 
trying to give as little as possible, but on the committee of 
the Central Health Services Council there were not two sides, 
and the report which the committee presented to the Minister 
could be presented with the full, weight of the Association 
behind it ahd at the same time with the good will of the 
Ministry. f 

Dr. W. Woorrey (Bristol), in supporting ‘the motion, said 
that it had been regarded by some speakers as ah attack on 
them for being members of the committee, but that was not 
the case. The majority of the doctors on the committee 
were there because they were members of the Central Health 
Services Council. Some members of the committee had in 
brackets after their names the name of the organization from 
which they came, but the doctors on the committee who were 
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tei the General Medical Services Committee to report 
to it on the issues raiséd by the appointment of the com- 
mittee of the Central Health Services Council, and the issues 
must bè faced. He hoped the meeting would pass the motion” 
by an overwhelming majority. 

‘The motion was carried with a. few EA 
- Dr. F. A. BELAM (Guildford) asked why the Chairman . 
of Council was serving on this committee in view `of the 
fact that the General Medical Services Commiftee did not 
approve of its constitution. Did it not give the indication 
that the Association approyed of the committee, when the 
contrary was the case ? 

“As the Representative Body -had heard, there were other 
members of the committee, besides the Chairman of Council, 
who held high office in ‘the British Medical Association, 
and how could they reconcile their service on the com- 
mittee with their service on the Association? The ja- ’ 
tion represented more than 90% of the doctors” of this 
country, and it was not a political body. It should have 
been consulted about the constitution of the committee and 
have been invited to send representatives. 

Dr. C. P. Wattace (Guildford) said that the Guildford 
- Division was in complete sympathy with the General Medi- 
cal Services Committee in its critical attitude towards the 
establishment and the method of establishment, of the com- 
‘mittee of the Central Health Services Council. Hé thought 
most of the members of the Representative Body felt that 
there was no reason for such a committee to bs appointed, 
that the conditions and difficulties of general practice and 
the frustration ‘of the general practitioner were known only ` 
too well already. He thought the Ministry, realizing that 


’ 


not members of the Central Health Services Council did’ they were going to be faced with a difficult issue, had set , 


not have after their names “(B.M.A.)" or “(G.M.S.C,).” 
Objection was not taken to the fact that they, were members 
of the committee; the point was-that the General Medical 
Services Committee had not been consulted on the question 
of the people, other than the members of the Central Health 
Services Council, who should be put upon the committee. 

Dr. G. CATHERNE Evans (East Kent) supported the 
motion, on which she said East Kent felt very strongly, and 
asked how many of the members of the committee whose 
names had been read to the meeting were solely general 
practitioners. Some of them, she said, were not general 
practitioners but eminent specialists. Surely the people who 
should deal with the general practitioner’ s work were general 
practitioners. 

Dr. K. S. MAURICE-SMITH Qsle of Ely, with Peter-'.. 
borough) agreed with: Dr. Woolley that the motion was 
not a personal attack on the mémbers of the Association 
who were on the committee. The motion, he said, was 
an indication of the very great displeasure that was felt 
at the fact that the Minister of Health had seen fit to dis- 
regard completely the dignity, authority, and’ influence of 
the British Medical Association. He hoped that the motion 


would be passed unanimously, as a sign that the Repre- - 


sentative Body resented this slight to the Association. 
Dr. Frank Gray (Council) said that the matter under dis- 
cussion was a very serious one and had caused the gravest 


' embarrassment to the General Medical Services Committee. 


~ 


In the terms of reference of the committee, mention was 
made of “ methods of remuneration.” Did the Representative 


- Body realize that that might includé the question of a full- 


time salatied service ? Did they realize in that connexion 
the political complexion of some of the people (not on the 


platform at the present meeting) who were on the committee. | 
and on the Central Health Services Council? When the 


Minister received a report which he liked, he published it at 
once and intimated that he accepted it. When he received 
a report which he did not like but which might be what the 
‘Association had been asking ‘for, he found it impossible 
to put it into effect at once. The ‘Minister had selected his 
advisers himself, and from their advice he chose just what he 
wanted to put into effect, Personally he was quite sure that 
the whole question of the Ceneral Health Services Council 
must be investigated. The Council of the Association -had 


‘ : S 


up the committee with a view to delaying matters. The 
members in Guildford had the greatest respect’ for the 
Chairman of Council, but phe that he should re.’ 
consider- his position and, in view of the decision ‘taken . 
on the last motion, decide that his membership of the 
committee under the present conditions was. inappropriate. 

The CHAIRMAN OF Counci said that he had not had the 
smallest desire to be a member of this committee. His 
membership arose through their own action as an Associa- 
tion. When ‘the Central Health Services Council was formed © 
one of the things they as an Association put forward was 
that the Association should be recognized and that one of 
its officers should be on the council ex officio. He happened 
to be on it because of the office he occupitd. ' Incidentally, 
he did not know why Guildford should refer only to the 
Chairman of Council,and not to other prominent members 
of the Association who were also members of, this com“ 
mittee. In the appointment of the committee he had had 
no part whatever ; in fact he was not present at the council | 
when he was appointed, and the first thing he knew about 
it was what he read in an evening paper. Some of his 
colleagues would say that he’ had been making himself a , 
nuisance on this committee which was under dispute. He 
was fully prepared to come off the committee, but looking ` 
at it objectively he did not think that would be a wise action 
to.demand. There were eight general practitioners on the 
committee of whose attitude he thought they might be 
pretty well sure. They were people who had fought for 
the ‘Association and who had been their leaders and advo- ` 
cates om many occasions. There were others, not general 
practitioners, of whose support they could also be sure, 
It was true that there were other members with’ whom he 
was not in sympathy, but all the- members had been selected - 
on their own merits. If the meeting liked to say that in its 
opinion those connected with the Association should not be 
on this Committee he would personally be quite delighted, 
it would save him a, lot of trouble. But again, speaking 
objectively, he doubted whether it would be wise. There 
was a good deal to be said for having friends on this 
committee, and _ they had got many very good friends. 
(Applause.) 

Dr. W. Jorg (Council) asked the Chairman to accept a. 
motion to proceed to the next business, and, the Chairman 


t 
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having accepted it, the motion ŝo to proceed was carried 
with the necessary majority. 
Dr. J. A. Brown then resumed the chair. 


s 


Maternity Medical Services 


Dr. C. R. BARRINGTON (Bromley) moved that a woman 
who was beoked .to be confined in hospital should have the 
right to go to her own doctor, should she and he so wish, 
for her antenatal treatment, 

Mr. J. C. McMaster (West Somerset) moved to add to 
the motion: - 


. This should not prevent the obstetrician responsible for the 
delivery from having the opportunity to make such antenatal 


examination as he deems necessary. 
t 


It was a cardinal principle of obstetrics that the person 
responsible for the delivery should conduct the antenatal 
examinations. Only in that way could continuity of treat- 
ment be obtained, Therefore the obstetrician should have 
the opportunity of seeing the woman at least once, or more 
than once, if he so decided. 

.Dr. H. Barsara WoopHouse (Harrow) said that in her 
own area if a woman wished to go into a hospital for her 
confinement she would attend once and be seen by the 
obstetrician, but instead of being continued in the antenatal 
care at the hospital ‘she was sent to an antenatal clinic, where 
a deputy medical officer of health was responsible for ante- 
natal care. This short-circuited her own general practi- 
tioner and introduced a third doctor into the case. This 
practice seemed to many of them to be most undesirable 
An emergency would have to be dealt with by the general 
practitioner, who perhaps might know nothing’ about the 
woman in her pregnant condition. She felt that a woman 
going into hospital for her confinement should have the 
right to go to her own doctor, should she so wish, for her 
antenatal treatment. 

Dr. G. CATHERINE Evans (East Kent) said that she was 
„rather shocked at Bromley bringing up this resolution. If 
she had a pregnant woman on her list she considered it her 

_ duty and ‘privilege to keep an eye on her throughout the 
whole of the nine months. It was a tragedy that so 
many completely normal confinements were dealt with in 
hospital. 

Dr. C. WARNER (Liverpool) said that patients were being 
forced to`have their confinements in hospital, whether they 
wanted to or not, by the sheer force of economic circum- 
stances. He thought it was wrong that a woman should 
be forced to attend the hospital antenatal clinic if she wanted 
to be attended by her own family doctor.. If he was her 
family doctor the time to attend her was surely when she 
was having a family. 

Dr. F. E. Goutp (Birmingham) said that the present posi- 
tion was satisfactory in Birmingham and had been so for 
two years. The local medical committee, after discussions 
with the local health authority and the regional hospital 
board, had arranged that the continuity of treatment should 
be perfectly covered. The patient was given a continuation 
card which she brought back from the hospital to the 

. general practitioner. If the patient went back to hospital, 
perhaps at the 36th week, or earlier if there was any abnor- 
mality, to see the obstetrician, any remarks by the general 
practitioner were entered on the card and the consultant 
then entered his own remarks thereon. The system worked 
well, ; 

Dr. S. G. Brook (Barnstaple) said that in his part of the 
country patients went to the hospital and stayed under its 
care the whole time. They had tried sending them back 
and found that incidents did occur which would have been 
avoided if one individual had been in charge of the patient. 
He supported the scheme mentioned by Dr. Gould. 

After some further discussion the mover, Dr. BREACH, 
said he fully accepted the addendum which Dr. McMaster 
had proposed, and he thought in that form there was every- 
thing to be said for the proposal, which provided for con- 
tinuity of treatment by the family doctor. 


4 

The motion— 

° That a woman who is booked to be confined in hospital should 
have the right to go to her own doctor, should she and he so wish, 
for her antenatal treatment, but this should not prevent the 
obstetrician responsible for the delivery from having the’ oppor- 
tunity to make such antenatal examination ‘as he deems necessary. 
was carried with a few dissentients. 


, Dr. C. R. BARRINGTON (Bromley) further moved that the 
G.M.S. Committee be urged to demand the right of genera} 
practitioners to attend those of their patients who wished 
to be confined in hospital, and the provision of \suitable 
accommodation for the purpose, if not already available. 

He said that since 1948 many good nursing-homes had 
been closed or taken over by the hospitals, and confine- 
ment at home often presented extreme difficulty from the 
domestic point of view, so that the patient was often forced 
against her will to go into hospital and be treated by 
strangers. The Committee, should demand the right of 
general practitioners to attehd ‘those of their patients who 
wished to be confined in hospital, and the provision of suit- 
able accommodation was an urgent necessity. 

Dr. Wanp said that a circular was going out from 
the Ministry suggesting the provision of more general- 
practitioner maternity beds, but, of course, the regional 
hospital boards were autonomous. 

Dr. A.G. Heron (Bristol) asked the meeting to instruct’ 


‘the Council to impress upon the Minister as a matter of 


extreme urgency the necessity of taking immediate measures 
to keep open efficient private maternity homes, thus adding 
to the efficiency and economy of the Service. He said that 
really efficient maternity homes were faced with the neces- 
sity of having to close. These homes had been accustomed 
to deal with up to 250 cases per annum. They had general- 
practitioner beds. In many cases they were the only general- 
practitioner beds remaining. The cost of a free bed in hos- 
pital was about £20 a week. If a grant-in-aid to the extent 
of, say, less than half this amount was made it would keep 
these nursing-homes alive and add to the efficiency and 
economy of the Service. Surely something of that kind 
could be tried. 

This was referred to Council. 

Dr. J. C. ARTHUR (Gateshead) ‘moved that urgent con- 
sideration be given to methods of grading and the obliga- 
tions of practitioners in the maternity medical services. He 
said that there had been certain difficulties in deciding who 
should be on the selected list and who should not., Standards‘ 
had varied widely as between different areas. In connexion 
with the obligations of practitioners, practitioners could say 
whether thty wished to be called in by municipal midwives 
who needed doctors in emergency and also whether they 
wished to be called in only for their own cases or’for all 
cases. The difficulty had been to satisfy the needs of the 
municipal midwives in emergency. There should be some 
clearly defined order of priority and settlement of obligation 
concerning doctors who were on the emergency list. The 
whole situation was in need of review, and a more precise 
definition of the obligations of doctors on the list was’ 
required. 

Dr. WAND said he wondered whether Gateshead would 
not prefer to leave this matter alone at the moment. The 
arrangements might not be perfect, but long discussions on 
this subject might not be ultimately to their general advan- 
tage. They should let the matter go on for a l: Longer time 
before they started to interfere. 

It was agreed to pass to the next business 


“ Unestablished ” Practitioners 


Dr. L. S. Woor (Hendon) took exception to one point in 
the proposal for a B.M.A. Group of “unestablished ” prac- 
titioners. One of the proposed qualifications for member- 
ship of the electorate of the special subcommittee for this 
group was a gross income not exceeding £1,250 a year. 
Hendon proposed that å limit of £850 a year be substituted. 

Dr. Frank Gray (Council) said that this cut at the roots of 
a very important proposal. One of the great difficulties was 


` 
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. the difference of outlook and to some extent of interest as 


between young and unestablished practitioners and the rest 
of the profession in general practice. The G.M.S. Com’ 
mittee, recognizing the difficulties, tried to meet them last 
year by setting up a special subcommittee, but it had itself 
to select the representatives of the assistants. This year 
the unestablished practitioners came to the Committee and 
asked for special representation. They put forward a scheme 


- whereby they could choose, their own representatives, and 


it was they who drew up these proposed qualifications for 
membership. If they did what Hendon proposed they would 
deprive the representation of that class with incomes of 
between £850 and £1,250. It must be remembered that 
young practitioners were not a permanent division: they 
were only “ unestablished” temporarily. 

Dr. E. C. Dawson (Council) also expressed himself against 
the Hendon proposition, and Dr. Woolf, in view of these 
expressions of opinion, withdrew his motion. 


Trainee Assistants 


Mr. E. E. T. Taytor (Northamptonshire) asked that the ` 


Council be urged to press for the abolition of the trainee 
assistants scheme. The scheme had been devised with the 
best intentions, but it was very unpopular for various 
reasons. 

Dr. H. S. Howe Woon (isle of Wight) said that the G.M.S. 
Committee had received complaints about the working of 
this scheme, but action’ had already been taken, towards 
the remedying of the graver abuses, and the whole thing 
was being thoroughly examined. 

Mr. TayLor withdrew a motion he had put down on the 
subject. 


Medical Service Committee Procedure 


Dr. A. C. E. Breach (Bromley) had a motion regretting 
the delay in giving effect to the resolution of the Annual 
Representative Meeting last year asking the Council to 
undertake a full investigation of the status, composition, 
procedure, and functioning of the Medical Service Com- 
mittee and the Tribunal, to hear evidence, to take legal 
advice, and to publish a report before the end of 1950. 
The motion went on to insist upon the urgent need for a 
complete review of the disciplinary procedure. -He said 
that what was required was not a tinkering with petty regula- 
tions, but a sweeping examination of the whole problem. 

Dr. H. Guy Daw said that the Representative Body 
might regret that its wishes had not been fulfilled in the 
time given, but in fact a great deal of time had been given 
to the subject during the past year. The functioning of 
medical service committees and of tribunals had been care- 
fully considered, and it had been agreed with the Ministry 
that as a first step at any rate a booklet on procedure should 
be issued to local executive councils. They had had to wait 
months for the draft, and when it came some time was 
spent in considering it. The draft had been agreed and it 
would give direction and help to local executive councils in 
regard to’their disciplinary machinery. The year had not 
been without effort or without result. 

The Bromley motion was lost. ‘ 

Dr. J. A. Gorsxy (Westminster and Holborn) moved: 

That this meeting views with grave disquiet the recent findings 
of certain medical service committees and the Tribunal. It 
demands that the procedure shall be overhauled and reiterates the 
principle that there must be a right of appeal to the sourts. 


He said that this arose out of a case reported in the 
Supplement of May 19 (p. 206) in which the Tribunal 
directed that a doctor’s name should be removed from 
the medical list, with 50 guineas costs, and the Minister 
had dismissed the appeal. Whilst he held no brief for 
the doctor whose namie was removed he wanted to draw 
attention to certain dangerous and disquieting features of 
such a case. He pointed out that they had now a new 
disciplinary body for doctors within the General Medical 
Council, and from this there was a right of appeal to the 
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Privy Council, but there was no right of appeal for the 
doctor whose name was removed fromthe medical ‘list 


, except.to the Minister, who was the judge in his own case. 
, Under the new Medical Act anybody who was found guilty, 


of infamous conduct and removed fror the Register might 
ask to be reinstated, but no such right appeared in tribunal 
cases, and it might cause professional death to a doctor 
whose name was removed from the list for a less offence 
than came under the jurisdiction of the General Medical 
Council. The Representative’ Body should- ask again for 
the right of appeal to the courts from a decision of the 
Tribunal. The Tribunal was an administrative body which 
gave decisions, but the decisions could not be questioned, 
nor could the reasons’ be demanded, nor could the admini- 
strative tribunal he asked to state a case. 

Dr. Doris OpLuM (Bournemouth) said that they were * 
gravely disturbed by the fact that a man could be deprived of ' 
his livelihood on the finding of such a tribunal, hie only 
appeal being to the Minister. It was vitally important that 
every possible legal safeguard should be taken, so that he 
should not be subject to loss of status or income, and indeed 
that the community should not be deprived of his services, 
owing to what might have been ‘a not very important lapse. 

Dr. G. DE SWIET (Paddington) said that a most disquieting 
precedent had been created, and yet so far there had been 
no official reaction to it on the part of the profession. 

Dr. WAND said that the G.M.S. Committee had considered. 
the report in the particular case mentioned by Dr. Gorsky, 
and had decided on certain points to: make representations 
to the Ministry. 

The Westminster and Holborn motion was carried 
unanimously. ; 

Dr. D. Taomson (Dartford) had a motion strongly depre- 
cating any censure of a doctor by a local executive council, 
with its adverse press publicity, as a result of any and every - 
trifling complaint made by a patient. He further deplored 
the fact that a doctor could not claim remuneration for loss 
of time and locumtenent expenses from the patient concerned 
when the complaint was eventually proved to be unjustifiable. 

Dr. Frank Gray (Council) pointed out that it was not 
justifiable to say that a doctor might be censured “ as a result 
of any and every trifling complaint.” This was a most unfusti- 
fiable accusation, directed against members of their own 
profession. They had their own representatives on medical 
service committees. This resolution was unfair to people 


- in their profession who, sitting on these bodies, had the 


hardest and most responsible and often unpleasant work to 


*do. “Trifling complaints * were indeed sent in, but the great 


majority never got to the service ‘committee at all, and 
those that did were mostly dismissed, without publicity of 
any kind. > 
Dr. ALISTAIR R. Frenca (Harrow) said that it was not quite 
true to suggest that complaints referred to medical service 
committees did not receive publicity ; they must do so. 
The Dartford motion was carried. 


Certification 


Dr. W. N. Leak (Mid-Cheshire), while welcoming the 
proposal to improve the form of medical certificates, urged 
the need to familiarize both doctors and public with the 
conditions governing (especially initial) certificates. He: said 
that there were still a large number of doctors in the country 
who did not know that it was not essential in connexion 
with these certificates for the doctor to see the patient with- 
in the first two days. There was no need to send for the 
doctor, perhaps late at night, on the second day of the ill- 
ness in order to obtain there and then a certificate. 

‘The motion was carried. 


The Chair of the Representative Body 


It was announced .that Dr. S. Wand had been elected 
Chairman of the Representative Body, and Dr. I. D. Grant 
Deputy Chairman, in both cases as the result of a contest. 
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absorbing, and complex subject. What did the* general 
practitioner do, how well did he do it, and how varied 
*was his job? They really did not know much about it, 
, but they intended to find out, and they hoped to present a 


, Message from H.M. the King 
The following telegram was read : 
Tho King sincerely thanks you and all members of the Repre- 


sentative Body of the British Medical Association for the kind Teport to Council before the Annual Representative Meeting - 


and loyal terms of your message which His Majesty as Patron of next year. 
your Association warmly appreciates. Private Secretary. The report was approved, 
The meeting adjourned at 5.30 p.m. . l ' / 
-* ; SCIENCE 
FRIDAY, JUNE 15 4 Mr. J. R. NicHorson-Lamgy, on behalf of the Science 
The meeting reassembled at 9.30 am., with Dr. J. AS Committee, presented the report under “ Science.” He said 


ir. Certai that the examiners had expressed their appreciation of the 
Brow- mthe chair, ENOL reports were firsttiken. high standard of the entries sent in for Association prizes. 


He also spoke of the increasing work of the library. 
This report was approved. 


‘N 


' MEDICAL FILMS $ 
Dr.. R. P. Lisron, chairman of the Film Committee, 
` moved the report undér “ Medical Films.” He said there 


had Been slow but gradpal progress alike in obtaining films GENEI I VICES 


from various sources, increasing co-operation, and i | increasing The consideration of the report under “ General Medical 
_ demand for medical ‘films. l Services” was resumed. 


The report was approved. ‘ i 
: omy in Prescribing : Proposal for Token Payment 
2 WALES \. M. Mamen (Lincoln) moved: 


Dr. H. R. Freperick, chairman of the Welsh Committee, That fin the interest of national economy and in order to 
presented the annual and supplementary reports” under miniis both abuse of the Service and of general practitioners’ 
“Wales,” time, this» meeting favours the imposition of a token payment 


He said that he was happy to announce that on April 26, for every prescription or similar service rendered by a practitioner, 


thanks ‘to the great generosity of the Council, the new a confirming the decision previously made by H.M. 


Welsh House in Cardiff was opened. ‘They had also been 
fortunate this year for the first time in having an elected The time had come for a little “ truculent common sense.” 
member of the General Medical Council representative of His Division asked the meeting to consider this matter once 
Wales. ‘ again for five reasons: (1) This proposal would act as a 
The report was approved. 


overfiment. 


service ; (2) it would save the labour of doctors; (3) no 
new principle was involved in introducing this into the 
ù g National Health Service, for already they had the precedent 

Dr. H. M. Goroma moved the’ report under “Medical <f a partial charge for dentures and spectacles ; (4) it would 
Benevolence!” He put in a plea for the sick, aged, and joe a great saving in national expenditure ; (5) it would 
broken-down members of the profession and for doctors’ - make for economy while not discouraging the doctor from 


widows. It was for such people that the Charities Com- 48 
mittee made some effort to provide. The Charities Com- ie plates whatever Ite felt to be necessary for the patient's 


mittee was a distributing agency. The stories which reached ~- in argum . : ate A 

it were often very distressing. He urged representatives to` „The main arg ent against tis Was the adn Dees 

Ge: : : : difficulty, especially in the case of the dispensing doctor, 

bring medical benevolence to the minds of the members in A > ; 

their Divisi The Charities Coñ did mind but it was not beyond the wit of man to devise a method 

mee AEE cas eee nas ae in diei i for overcoming this. One would have to exempt old-age 

worked in close touch with the Royal Medical Benevolente PC2SiOneTS, but they presented no particular problem of 

Pund and with Epsom College: There waa no profesdion identification. It would also be necessary to exempt school- 
; p children: and infants, but there again there would be little 


which had such a record of benevolence to the public, whom difficul 
ty. The third category was the chronic invalid, and 
it helped both with money and with service, but whilst they in that respect difficulties might arise, but it would not be 


were giving charity to these he hoped they would bear in beyond the powers of a capable administrator to find a 
“th those be of os own profession who needed it. Satisfactory solution. They had been accused by the 
C-TODOTE WAS: APpIrOV Ministry, by implication, of over-presezibing, and in the 
daily press that morning a direct accusation of over- 

j REVIEW OF GENERAL PRACTICE . prescribing was made against doctors. But, as was rightly 
Dr. C. W. WALKER, on behalf of the committee charged pointed out the previous day by Dr. Wand, the new drugs, 
with the review of general practice, submitted the part of the antibiotics, the specific remedies were often very expen- 
e report dealing with that subject. He said that the com- sive indeed, and in many cases not only the efficient treat- 


MEDICAL BENEVOLENCE 


Att Ol 





ittee was largely composed of general practitioners. It ment of the patient but it might be life or death was at 
E ie on found that it would be necessary, partly perhaps stake, and no economy consideration was possible in those 
nee o refute a certain report which gained some circumstances. They felt in Lincoln that this token pay- 
Aleyo o conduct a fairly extensive field inquiry into ment was a sensible suggestion from which nothing but 

ge i ‘practi tice. That inquiry was well under way. They good, even to the patient himself, could come. 
A rae At least 200 practices would have to be visited. Dr. G. O. BarBER (Mid-Essex), in supporting the motion, 
cs rd of these had been covered. On the whole, said that according to certain sections of the Press the 
ton mae wh o were picked at random, had been people of this country were rapidly degenerating into a 
gest amyestigator and had given him every nation of drug addicts. Was that the fault of the producer, 
Beat SP the safne time they were sending out to the consumer, or the poor overworked doctor? Part of 
every general practitioner a questionary embodying only the late Minister of Health’s propaganda was that the 
two questions, and it was hoped that these would be’ chemist’s shop should be open free to the nation; all that 
abner Sea cover a very large field people had to do was to sign a form, and there was nothing 


4 fae 


a Bradford Hill it was hoped they could not have, provided that it had a bearing on 
HB 38 idence. health as opposed to appearance. The Government was 
eee Sane y that everything was now grumbling because the bill was coming in and it was 


ae ide, it was an interesting; _ found that 17s. 6d. a year was being spent per head of 
: L 


deterrent to those who sought to exploit this so-called free’ 


i 
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population on drugs alone. The Government now said that - the general medical services to the nation’s héalth—namely, 


if the family doctor wanted a little more per head he must 
give fewer drugs, the onus being on the doctor. That was 
absolutely unfair. (Applause.) f u 

In the-National Health Service the Minister had destroyed 
what was left of the public conscience. It was interesting 
to know what the layman thought about these matters, and 
in that connexion he would like to quote from a leader in 
The Times that morning, in which it was stated: “ How- 
ever much ‘ medical shopping’ the public may wish to do, 
the Service puts on the doctor a plain duty to prescribe 
only such medicaments as he believes are necessary -for 
treatment.” Why should the doctor have the duty of sort- 
ing out the public’s shopping list into the things which they 
really needed and the things which they merely thought 
might do them some good? The leader went on to say: 
“If the Minister were to go further and make the patient 
pay 6d. for each bottle which is not returned to the chemist, 
he would make it easier for the doctors.” 


“ Medicine-Bottle Tasting Parties ” . \ 

He did not believe that doctors could take on the task 
of educating the public on the subject of their conscience. 
Unless their pockets were touched the public would not do 
anything about it. (Applause.) In the country districts 
there were such. things as medicine-bottle tasting parties, 
and he himself had been the unwitting provider of the 
necessary beverages at those parties. He was a country 
doctor, and in the long winter evenings there was not a. 
great deal of night life in the villages, so anything that 
helped to pass the time was welcom ‘At a medicine- 
bottle: tasting party the guests brought es of medicine 
and everyone had a taste, and if a certain medicine was 
approved of the owner of the bottle was asked: “What 
were you complaining about to get that from the doctor?” 
(Laughter.) ; 

The course proposed in the motion would not only help 
the doctor; it would also help the publie to realize that 
going to the doctor was a serious T. A token pay- 
ment would be no hardship to thydatient and it would 
help to restore the proper relationship 
patient. 

Dr. S. SMr (Tower Hamlets), in opposing the motion, 
said. that the token payment suggested would act as a 
deterrent only to those who were in a low category eco* 
nomically. (Cries of “ No.”) He believed that every general 
practitioner present would agree that cases of otitis media 
and mastoiditis had definitely decreased since the Service 
‘began, and he believed that this was due to the early arrival 
of the child at the surgery and the early institution of treat- 
ment. He would: suggest that if a shilligg was charged for 
every prescription there would be a m to the bad old 
days when a mother put sweet oil into a ‘child’s ear and did 
. not bring the child to the doctor until the condition had 

become so serious that elaborate treatment was necessary, 

which would offset any possible saving of expenditure by 
the charge of a shilling per prescription. The shilling charge 
was already on the statute book, but it had been proved to 
be impracticable. Who would collect the shillings? The 
doctor certainly would not, and the chemists had already 
said that they would not. 
‘' Dr. ANNIS Gitte (Council), speaking as a doctor who 
had been in private practice as a general practitioner before 
the coming into force of the National Health Service Act, 
and half of whose patients were still private patients, the 
remainder being insured patients most of whom had pre- 
viously been her private patients, supported the motion, 
which seemed to her. to be.of very great importance, not 


between doctor and 


` 


only on account of its direct result in the saving of national . 


money and the doctor’s time, but also because of its indirect 
result on the doctor-patient relationship. She believed that 
so long as the doctor was regarded to the extent that he 
was at present, as a, potential signer of E.C.10s, his true 
position as a professional adviser would -be subtly but 
` really obscured. (Applause.) The great contribution of 


p; 


< 


free professional advice based on the professional experi- 
ence and skill of the 20,000 general practitioners in the 
country—had been devalued in the public mind, even jf 
unconsciously. A small token payment would do a great 
deal. to restore the correct relationship of the doctor to 
the patient as a professional adviser, and the position of 


drugs and appliances as merely a means of carrying out the , 


doctor’s advice would be restored. i: 
Dr. H. Guy Dain (Council), in supporting the motion, 


said that he thought the token payment could easily be, 


collected by means of a sixpenny stamp being put on each 
prescription when it was presented to the chemist. It would 
be easy for the chemist to determine the people who were 
exempt from payment, such as old-age pensioners. Th 
Government had already got the shilling payment on the 
statute book and could put it into operation to-morrow if 
it saw fit. ` , aed 

Dr. Wano reminded the Representative Body that for 
many years they had said that there should be no financial 
barrier between the patient and all necessary treatment. 

H would not emphasize the administrative difficulties 


-in connexion with the proposed charge, but there would be 


difficulties in its collection, particularly in the rural areas, 
and in the decision as to which should be the -specially 
excluded groups. ` 

He did not think that the proposal should come from the 
Representative Body, because of its political and public 
relations aspects. His view was that the Representative 
Body should not give an expression of ‘opinion on the 
matter; it should either refer it to the Council or pass to 
the next business. He would ask the meeting, as a body of 
practising doctors, not to get involved in something which 


> at the moment was red-hot politics. 


Dr. A. BeaucHamP (Birmingham)-opposed the motion and 
supported the views expressed by Dr. Wand. The Represen- 
tative Body, he said, should not touch the red-hot political 
issue which was now, before it. If the suggestion in the 
motion came from the Minister of Health the Representa- 
tive Body might look at it again, but the-suggestion should 


-come from the Minister and not from the Representative 
Body. i ars 


` He himself, as a general practitioner (and he hoped’that he 
was speaking for other general practitioners also), would not 
allow himself to be. made the agent of a means test. Would 
general practitioners agree to decide who should have the 
benefit of free medicine and who should pay ? The-solution 
of the problem was an adequate capitation fee, so that practi- 
tioners could run their practices properly. ~ ` 

He thought the right way to deal with the motion would 


be to refer`it to the Council for consideration if and when “ 


the Government proposed the payment. s 

Dr. H. D. Fwpray (Buckinghamshire) said that the 
Government had intr6duced the National Health Service with 
its eyes open, having thrust aside as perverted and partisan 
political propaganda the honést doubts expressed by reason- 


able and well-meaning ‘people on the score of expense., 


There was now a gigantic drug bill and the-pigeons were 
coming home to roost, and the politician was anxious to 
escape the inevitable defilement of roosting pigeons, A 
scapegoat had to be found, and what better scapegoat could 
there be than dear old Dr. Dogsbody ? He could press for 
a tax on prescriptions so as to reduce the drug bill, and at 
the next election the politician could take his place on the 
hustings and show that his hands were comparatively ¢lean. 
With crocodile tears he could say that it was the wicked 
doctors who had charged grandpa a shilling for his bottle 
of cough medicine and who had docked grannie’s linctus 
in order to raise his own capitation fee. The motion before 
the meeting played the politician’s game for him and would 
bring public odium on the general practitioner. 

“The Government had nationalized the medical services of 


this country without taking ‘the obvious and logical step of 


nationalizing the essential sources of supply- of the drug 
houses. He was not suggesting that those should be 
nationalized (nothing in the nationalized industries had given 


* 
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him any hope that nationalization would reduce costs), but 
. he wanted to emphasize that the problem of reducing the 
drug bill was a problem to be tackled by the Minister and 
got*by the medical profession. He did not admit that there 
was excessive prescribing. There was an excessive number 
of people coming for prescrjptions, but that was a different 
matter. The. Minister should institute bulk buying under 
,. contract from the drug houses, to ensure that only drugs 
; and preparations issued by the Ministry would be used in 
the Health Service ; then there would be no proprietaries and 
no problems. 
` He suggested that anything that was done about cutting 
down the drug bill must be done by the Minister and the 
responsibility for it must be borne by the Government. He 
hoped that the meeting would reject the motion. 

Dr. Maen, in replying to the discussion, denied that the 

proposed charge’ would be a deterreńt to those in need, How 
` coùuld* charge of sixpence or a shilling be a deterrent to 
people who were earning £6 or £7 a week and who some- 
times spent as much as £1 a week on football pools ? 
With regard to the contention that the suggestion was 
impracticable and that the doctors and chemists would not 
implement it; he was convinced that it could be put into 
force without any burden of work falling on the shoulders 
of the doctors, and he was very glad to hear that Dr. Dain, 
having thought about the matter, conturred with him in that. 
He thought that those sections of the profession that’ were 
interested in private practice should support the motion, 
because it placed a certain responsibility on the patient for 
his own well-being, and that was a vitally important thing 
` to the moral fibre of a human being. (Applause.) f 
. Dr. Wand had emphasized that the Representative Body 
had always sald that no financial barrier should be placed 
between the patient and his treatment, but surely things had 
come to such a.pass now that expediency might have to be 
considered first. 

The Lincoln motion proposing a token payment was lost. 


/ Proprietary, Preparations 


Dr. W. N. Leax’ (Mid-Cheshire) suggested that. in order 


to economize in prescribing a proviso be overprinted on 
‘Form E.C.10 to the effect that the precise equivalent of 
proprietary preparations be dispensed, unless that proviso 
be deleted by the doctor and initialled by him. It was very 
seldom, he said, that there were precise equivalents of pro- 


prietary preparations, but, when there were, they were, of ` 


course, very much cheaper. It would be easy forthe doctor 
to scratch out the proviso if he did not agree with it. He 
thought the motion might be referred to the Council, if that 
was the wish of the meeting. i % 

Dr. Wano said that the General Medical Services Com- 
mittee was in sympathy with thé idea put forward in the 
motion, and it would not take away from the doctor the right 
to prescribe anything he chose, but so many of the new 
drugs had such elaborate names that it was very difficult for 
‘the doctor to remember them and it was much easier to 
remember the proprietary names. For that reason many 
doctors would welcome the right being retained to prescribe 
the’ proprietary preparation. The Committee had been 
informed that there were some, legal difficulties in the pro- 
posal put forward in the motion, and the matter was being 
explored. If the motion was referred to 
exploration would be continued. 

Dr. O. C. Carter (Bournemouth) thought that the method 
of economizing in the drug bill that was suggested in the 
motion had serious ultimate implications. “The drug firms 
which produced new therapeutic agents spent very large 
sums of money on research. Many of the products were 
found, after much money had been expended on them, to 
be of no value, and that made the drugs which proved to 
,be of value very expensive. If the Representative Body 
supported a form of piracy and prescribed equivalents which 
were produced by houses that spent no money in research 
on therapeutic agents, those houses which were doing this 


valuablé research work would go: ont of business, and in ` 


' 
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course of time there would be no' new products of British 
origin. He thought the motion should be referred to Council. 
for further consideration. i 

The motion was referred to Council. 

Dr. F. A. BELAM (Guildford) moved that, while full free- 
dom should be allowed in general practice to prescribe 
whatever drug the general practitioner considered suitable 
for the treatment of his. patient, the Meeting saw, no reason 
why the practitioner should not, if he so desired, add “or 
National Formulary equivalent” when specifying a pro- 
ptietary drug, if he felt that that equivalent would be equally 
efficacious. . i 
- In the opinion of the Guildford Division, he said, some 
saving might be effected by the use of the National Formu- 
lary as an alternative to a'proprietary drug, but the Division 
wished to emphasize that that should be done at the discre- 
tion of the practitioner. ` i 

This -motion also was referred to Council. 


Penalties for Patients 


Dr. A. M. MAweEN (Lincoln) asked the meeting to express 
the opinjon that there should be rules governing the conduct 
of National Health Service patients, and that some penalty 
should be imposed in cases of flagrant and persistent break- 
ing of such rules. 

Giving finstances of such cases, Dr. Maiden said that a 
friend of his had been called out at half-past six in the 
morning fo see a child alleged to be ill, but found that all 
he was réquired to do was to certify whether or not the | 
child was in a fit condition to go on a day trip to a 
neighbouring 'sgfie resort. General practitioners did not 
out at any time if the patient and his 
relatives were worried, even if there was no real illness, 
but they objected to being called out and finding that the 
-patient had gone out. BeTa o ; 

The motion, was carried. 7 $ 


' . 
ao er M 


i Ng, è 2 
ra on ap - 
; ang of Vaciincies 73" 

Dr. G. H. BareNpr®¥Southampton) was anxious that the 
meeting should express its great concern at the suggestion 
that in an open area limitation of practice might be imposed 
in respect of an individual by any authority, and that the 
Committee should be urged.to continue to ‘6ppose. any such 
suggestion. DA es i ` 

The case in Southampton which had given rise to the 
motion was, he said, that a certain general practitioner bad 
employed an assistant and had given notice to the executive 
council that he wished to retire from the Service, and the 
assistant, thinking that he would be appointed as successor 
to the principal;-Rought the principal’s house. The execu- 
tive council, howler, did not follow the advice of the local 
medical committee but declared a 


z 

aa 
z 

- 


ancy, and the Medical 
Committee filled the va¢ancy by appointing a 
newcomer to the district. The assistant’ appealed but lost his 
appeal, and he then applied in the ordinary way, as the area. 
was an open one, for permission to practise. - The executive 
council created an artificial period of at least a month before 
acceding to the assistant’s application to be placed on the 


‘ list of practitioners in the district. The Southampton Divi- 


sion considered that.in an open area neither the executive 
council nor any other body should have a right to refuse > 
an application from a duly qualified medical practitioner ~ 
to practise there. ` ; i 

Dr. R. P. Liston (Tunbridge Wells) said that this matter 
came befdre his Division as the result of an unfortunate 
local experience. It was felt that nothing should be done 
„by regulation or direction to interfere in any way with the 
right of the widow to dispose of her house as she: thought , 
fit. But it did not appear fair that a doctor working in the 
practice of a deceased doctor should be allowed to obtain 
possession of the deceased doctor’s house before a successor 
was. appointed by the executive council. If this occurred 


the incoming ‘doctor who was : e 
without a house. appointed might find himself: 


I 
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Dr. H. H. GoopmMan (Newcastle-upon-Tyne) hoped that 
this motion would be turned down. Should the vacancy 
occur rather suddenly there must be some authority with 
power to dispose of the practice and safeguard the interests 
of the patients. They had been troubled in Newcastle in 
the past by those who came into a practice by simply pur- 
chasing the surgery premises, probably the only accommo- 
dation in the area, and by this means the authority of the 
medical list committee was undermined. These “ pirate” 
doctors paid exorbitant prices for the premises. The present 
position in Newcastle and elsewhere was farcical. The 
medical list committee continually met and made a short 
list and chose an applicant, but they knew full well that 
they had not the power to implement their own decision. 

Dr. WaNp said that this was a most complicated problem. 
Although they had explored many methods of dealing with 
it, so far they had not beem able to find a single one which 
did not create still more restrictions. They might, however, 
yet be able to find a suitable solution, and he asked that 
this should be referred to Council. 

It was agreed to refer the motion to Council. 





Fees for Dental Anaesthetics 


Dr W. Smita (Greenwich and Deptford) had a: motion 
urging that agreement be reached between the dental organ- 
izations and the Association regarding the fees to. be paid 
for dental anaesthetics, and that, on such agreement, the 
negotiating committee should be authorized to~take the 
matter up with the Ministry of Health. In his Division 
members were put almost in a position of humiliation. The 
fees were undetermined. When medical ‘men gave anaes- 
thetics they should be permitted to negotiate their fees direct 
with the people ultimately responsible for their payment. 
The first step should be agreed with the dental organization 
and then the medical profession should negotiate direct with 
the Ministry. : 

Dr. H. F. Hiscoces (South-East Essex) supported. He 
said that they did‘ not want this question of dental anaes- 
thetics to become, like some others, a hardy annual. They 
pressed for-this point to be investighted. It was only right 
that the Ministry should see to it that the matter was fairly 
adjusted now. This seemed to be another example of 
anything being good enough for the general practitioner. 

Dr. S. G. Brook (Barnstaple) said that the Ministry had 
advised that negotiations should be conducted on a local 
basis. That, however,-was often impossible because B.M.A. 
Divisions did not coincide with local dental areas. Further- 
more, it was wrong that they should have to conduct nego- 
tations with the dental organization. 

Dr. WAND said that the discussions they had had with 
the B.D.A. had been fully reported, and the strongest pos- 
sible representations had been made to the Ministry unavail- 
ingly. On this point they would continue to press. 

The motion was carried. 


Representation of General Practitioners in 
Administration 


“Several motions on this subject were combined ın the 
following motion: 


That this meeting deplores the tendency towards the replacing 
of doctors on regional hospital boards, boards of governors, and 
hospital management committees by laymen. It urges the 
Minister to reverse this tendency, to maintain an adequate medical 
representation on all such bodies, and to take steps to overcome 
the difficulties existing between hospitals and general practitioners, 
including a greater general-practitioner representation at all levels 
in the National Health Service 


Dr. J. A. Gorsky (Westminster and Holborn) was about 


Hospital , 


' to move this but was met by cries of “Agreed” and did 


not proceed with his speech. 

The motion was carried unanimously. 

Dr. MAUREEN HENDERSON (Tyneside) moved that an effort 
be made to obtain direct representation of B:M.A. units at 
Divisional level on N.HLS. statutory committees, and in par- 
ticular on local executive councils and hospital boards and 
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management committees. “She said that the average practi- 
tioner had no idea whatever of the matters under discussion 
by local statutory bodies. . 
Dr. H. S. Howe Woop (Isle of Wight) said that he was 
entirely in favour of having professional. representation on 
these statutory bodies, but he hoped the mover of the resolu- 
tion would accept the addition of the words “or local 
medical committee representatives.” Thereby «their point 


would be gained, and what they did not get under one : 


heading they might very well obtain under the other. 

Dr. WaND said that the strength of the Association had 
been such that it was usually a B.M.A. representative who 
did get the nomination, but it would not be consistent with 
their general policy to suggest that it should be the B.M.A, 
who would have the direct representation. 
order to avoid the necessity for rewording the resolution in 


. the middle of the meeting, would be prepared to agcept a 


reference to Council in the sense he had indicated, he would 
be glad to accept the matter for consideration by his 
committee. yt 

This course was agreed to. 

Dr. L. S. WooLF (Hendon) proposed that, the time allowed 
for the completion of the return of the report to regional 
medical officers concerning referred patients should be 
extended from two to four days. 


If Tyneside, in? 


Dr. Wand pointed out that they had only recently come. 


to an agreement on this matter, and he suggested that the 
agreement remained for at least a period of 12 months in 
order to see how the procedure worked. 

° The Hendon amendment was withdrawn. 


Protection of Practices 


Dr. R. P. Henpry (Rugby (with South Warwickshire) ) 
urged that it was impracticable and unjustifiable to require a 
practitioner when called or recalled to the Services in a 
national emergency to find his own deputy for continuing his 
practice. Comprehensive arrangements to meet any such 
emergency should be put in hand at once. He deplored the 
tendency to abolish one thing before another had. been 
definitely worked out and set up. With regard to making 
arrangements for attendance on patients during the prac- 
titioner's absence, he thought that they should give the 
practitioner the right to make his own arrangements or 
merely to notify the executive council of his absence and 
leave them to notify his patients, when, failing other 
arrangements, the patients would be reallocated. 

Dr. D. F. Hutcainson (Council) said that the G.M.S 
Commitee were as alive to the necessity of getting this prob- 
lem settled as any one of them. The scheme they had in 
mind was as simple and fair as could be devised. In the 
event of emergency the net rate of remuneration at which 
they had been assessed for superannuation purposes during 
the last quarter before being called up would be taken as the 
basic rate, and their Service pay would be made up centrally 
throughout their service. In the last war doctors’ incomes 
diminished steadily owing to the removal of names from 
their lists. It was desired to avoid this in any future emer- 
gency. These payments should be made ‘a first charge on 
the central pool. Jt was intended that all lists should be 
frozen at the beginning of the emergency and that at the 
end of hostilities the patients who were temporarily on 
other practitioners’ lists should be re-transferred. This 
should cover not only doctors in the armed Services but'those 
who Were required to undertake civil service elsewhere 

A motion in accordance with the Rugby (with South 


\ Warwickshire) speech was carried. 


ACTION SHOULD ARBITRATION BE REFUSED 


At this point Dr. A. V. Russet. (Council) desired 
to ask Dr. Wand a question arising from the debate on the 
previous day. Would Dr. Wand care to state what action 
his committee would recommend to the profession in the 
event of arbitration being refused by the Minister ? 

Dr. Wand replied as follows: From this morning’s news- 
papers it is evident that our suggestion for arbitration is 


r 
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welcomed as a proper'course of action. I may quote from 
the leading article of. The Times: 

Their representatives are demanding, f: 
right ” size of, the “pool” should be determined by 
It is high time that this question, among others, 


arbitration. 


should be publicly investigate%l by some body capable of taking - 


an umpartial view. 

The ‘profession bas an inalienable right to an immediate 
impartial inquiry into its claim for a correct settlement, 
It ıs inconceivable that the Minister should decline to accept 
this reasonable request. Shoutd it become clear that the 
Minister does decline either to examine the case -on its 
merits or to refer the matter to arbitration, a new situation 
would arise which would be immediately considered by the 
Committee, If such a situation arose the Committee would 
have seriously to consider recommending that general prac- 
titionérg had no alternative but to withdraw their services 
from the National Health Service. (Prolonged applause.) 


THE ASSOCIATION OVERSEAS 


Professor J. S. ENGLISH, chairman of .the Colonies and 
Dependencies Committee, presented the reports under 
“Qverseas.” He briefly summarized the matters contained 
in the Annual Report under this heading, referring ın particu- 


_ lar to the negotiations with the Colonial Office concerning 


2 


new salaries for medical officers, the Caribbean Conference, 
the Commonwealth Medical Conference, and the usefulness 
of thé Empire Medical Advisory Bureau. He said how 
happy they were to see Dr. Grey Turner, the secretary of the 
Committee, with them that morning after his illness. During 
the past year he had been not only to the Caribbean but 
to the Mediterranean, Egypt, and the Middle East. 

By previous arrangement the representatives of Overseas 
Branches were welcomed by the Chairman and a number 
of them conveyed greetings from their areas. ~ 

Dr. R. S. McExroy brought the cordial greetings of Kenya 
and other East African Branches. Dr. R. K. BROOKS 
(Mashonaland) said that the proposed union of Northern 
and Southern Rhodesia and Nyasaland was in his opinion 
-the only hope for British territories ın South-east Africa. He 
commented on the interesting fact that the Prime Minister 
of Southern Rhodesia, Sir Godfrey Huggins, was a member 
of the medical profession. Dr. F. L. G. SeLBy (Nigeria) 
thought that his was the youngest Branch of the Associa- 
tion; tt had only been in existence for two months but had 
nearly 140 members. Dr. D. J. M. Mackenzie (Nyasaland) 
said that although his was a small and isolated Branch they 
were fully appreciative of the interest taken at Headquarters 
in the affairs of overseas Branches. Dr. M. C. F. EASMON 
(Sierra Leone) said that his was a very small Branch, but it 
had been in existence for thirty years and was in fact the 
first Branch in British West Africa. Dr. G. F. West (Central 
Malaya) spoke of problems in his area, and said that frank 
discussion with representatives from Headquarters would go 
a long way to their solution. „Colonel W. J. Moopy (Middle 
East), who described himself as “a voice crying in the 
desert,” said how much the recent visit of Dr. Grey Turner 
bad been welcomed. Thanks to this the Middle East Branch 
had been organized, and it was hoped, despite its vast aréa, 
to hold meetings more or less regularly. : 

Dr. L. R. MALLEN (South Australia) conveyed the greet- 
ings, also of Dr. E. F. Tomson (New South Wales), Dr. 
Joyce Sroso (Queensland), and Dr. A. E. Brown (Victoria). 
They in Australia had strongly opposed any form of 
nationalization of medicine. They had at least 99% of their 
members behind the Federal Council, and they knew that the 
majority of the public did not want nationalization. Dr. J. A. 
WATERMAN (Trinidad and Tobago) brought greetings from 
the various Branches of the West Indies. He also spoke of 
the pleasure with which they had received, as chairman of 
the recent Caribbean Conference, Dr. Guy Dain; who had 
won the hearts of them all. He asked why the Colonies 
should not be invited to attend the Commonwealth Confer- 
ence. At present attendance at the Conference was restricted 
to areas having Dominion status. Dr. A. J. Craig (Malta) 


` 


reasonably enough, that, 


EE ed 


spoke with appreciation of the Empire Medical Advisory 
Bureau. Finally, Dr. M. Witiams (Wellington, N.Z.) 
brought the greetings of the New Zealand Branch, an active 
member of the Association. ' : 

The CHAIRMAN expressed the congratulations of the meet- 
ing to the overseas representatives. 


GENERAL MEDICAL SERVICES ‘ 


Protection of Practices of Called-up Doctors 


Dr. C. V. Brown (Manchester), in view of the inter- 
national situation, demanded that a scheme be immediately 
devised so that in the event of mobilization the medical care 
of the civilian population would be adequately safeguarded, 
and that close co-operation between the authorities and the 
local medical committees be ensured with a view to pro- 
tecting the practices of absentee doctors. 

Dr. A. McGLasHaNn (Manchester) said that an elabora- 
tion of the scheme which obtained during the last war would 
be entirely farcical. The condition that a man should be 
rewarded according to the number on his Hst was quite 
wrong: he should be rewarded on the basis of his income- 
tax return. 7 

Dr. D. F. HurcHinson (Council) suggested that it would 
be appropriate to discuss this matter at a later stage when 
the question of medical man-power in war came forward, 

The Manchester resolution was accepted as a reference 
to Council. . 

On the proposition of Manchester it was agreed that with 
regard to a calling up of Class Z reservists the Association 
should circularize all practitioners in order to foster a spirit 
of friendly co-operation between thein and their absentee, 
colleagues. s ‘ 


Emergency Drugs and Dressings 

Dr. C. WARNER (Liverpool) urged the Committee to renew 
pressure upon the Minister to authorize the ordering of 
drugs and- dressings for the use of doctors in their surgeries 
on Form E.C.10 instead of maintaining the present entirely 
inadequate capitation fee of 2s. 6d. per 100 patients. 

Dr. WAND said that they had agreed in principle with the 
Ministry concerning .stock orders, but the pharmacists were 
in dispute with the Ministry on the question of cost. Until 
they got the question of cost -settled, stock orders were 
likely to be held up. In the meanwhile, in view of the 
delay, representations would be made to the Ministry on 
the question of the capitation fee of 2s. 6d. per 100 patients, 
but that would not alter their policy on stock orders. 

Mr. J. Ewart Purves (Bromley) supported the ‘motion 
and protested against the imputation that the increased drug 
expenditure was due to the carelessness of doctors. 

A sone in harmony with the Liverpool speech was 
carried. 


Diagnostic and Ancillary Facilities 


Dr. H. C. C. TAYLOR (West Sussex) desired the Associa- 
tion to urge the Minister to make directly available to 
general practitioners pathological and radiological exami- 
nations through the hospital services in those areas where 
such facilities: do not already exist. He said ‘that this was 
a hardy annual. The only hope of keeping up the stan- 
dard of medicine was for the worker to have the necessary 
facilities. He hoped that for the third year in succession 
the meeting would support in the strongest terms a:proposal 
of this nature. n A 

The motion was agreed to. 

Dr. A. G. Heron (Bristol) had a motion deploring that 
general practitioners lacked direct approach to physiotherapy 
facilities within the N.H.S., and recommending that such 
direct approach be established. All general practitioners, ` 
he said, knew how valuable the opening of physio- 
therapy departments to them would be. In Bristol 
they were very fortunate in ving had, since 1948, 
voluntary mobile physiothera units, which last’ year 
had made 5,717 visits,,,but se, of course, were all to 
bedfast or housefast paliou? The experience had served 
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remuneration, the State would give them a net income, and, 


physiotherapy departments were open to the general practi- » sq far as the general practitioner was concerned, that might 


tioner for ambulatory cases. At present it took three weeks 
or more to gét an appointment for a patient with a con- 
sultant, and it was another three weeks or more before 
treatment was started. The ambulatory group of patients 
contained a considerable number of people who were 
engaged in active work, and the delay in their treatment 
meant that they had to suffer not only prolonged pain and 
disability but also loss of work, with the consequent expense 
to the National Insurance fund and to the drug fund. The 
sister in charge of a hospital physiotherapy department had 
said that she would welcome cases direct from general 
practitioners, as she felt that they could be cured more 
quickly and more effectively. 

The motion was carried. 

Dr. Enip A. HucHes (West Denbigh and Flint) moved that 
Service personnel should be automatically restored to their 
former doctor’s list on discharge from the Services unless 
they had removed from their former district. 

It appeared, she said, that many people were under the 
impression that they were automatically restored to their 
former doctor’s list on their return from a term of National 
Service, as insured persons had been before the introduc- 
tion of the National Health Service. In many cases it was 
found that such people did not re-register until an accident 
~or illness obliged them to do so. 

Dr. Wand said that the proposal put forward in the 
motion had been taken up with the Ministry a considerable 
time ago, but the Ministry had rejected it owing to the fact 
that the large extra staff which would be required were not 
then available. The matter had recently been taken up 
again with the Ministry, becayse it was felt that the posi- 
‘tion with regard to staff was now easier, and the matter was 
to be discussed with the Ministry next week. He would 
‘therefore accept the motion. 

The motion was carried. 

Dr. Ets Warren (Kensington and Hammersmith) moved 
that in the National Health Service a suitable form should 
be provided for general practitioners to use when referring 
a patient to hospital. 

Dr. H. H. D. SUTHERLAND (Kensington and Hammersmith) 
said that the point of the motion was to get a suitable piece 
of paper for correspondence between general practitioners 
and consultants. When he had to send a note to a consul- 
tant he used a Form E.C.10 for the purpose, on which there 
was room for all the essential details about a patient. $ 

Dr. R. M. S. McConaceey (Torquay) expressed the 
pinion that for correspondence between doctors a letter 
was the proper thing to use. (Applause.) 

Dr. C. Watney Roe (Chelsea and Fulham) agreed with 
Dr. McConaghey and said he knew that many specialists 
did not take as much notice of a form as of a letter. Also, 
forms were very liable to be lost. He thought that an 
ordinary piece of paper inside a special envelope would 
«meet the case very much better. ; 

“Dr. F. E. Goutp (Birmingham), in opposing the motion, 
said that the National Health Service Act should not be 
allowed to interfere with inter-professional decencies, A 
letter was the correct thing to use when doctors communi- 
ated with one another. 

The motion was lost. 

Kensington and Hammersmith also desired that the 
postage incurred in the transfer of medical records of 
patients and in the registration of patients with executive 
councils should be borne by the State. 

Dr. Wann, in opposing this motion, said that the general- 
practitioner service was not a salaried service. General 
‘practitioners received a capitation fee, however inadequate 
‘it might be, and they paid their own expenses. Should they 
press that some of their expenditure should be paid on their 
behalf by the State? It was only a small amount, but it 
might prove to be the thin end of the wedge. He warned 
the Representative Body that, if they had computations made 
of such items in the deciding of capitation fees and 


- come very close to a salary. . 


- The meeting negatived the suggestion of Kensington and Y 


Hammersmith. E 


- Removals from Doctors’ Lists 


Dr. Entp A. Hucues (West Denbigh and Flint) moved that 
persons going out of the country for periods of less than 
three months should not be removed from doctors’ lists. 

It was apparently a fact, she said, that persons who went 
to Ireland or the United States, for instance, for six weeks’ 
holday had their names: automatically removed from the 
lists of the doctors with whom they were registered. They 
did not know that their names had been removed and there- 
fore did not re-register on return. Her Division suggested 
that the time limit should be three months instead of one 
month. 

Dr. Wanp said that the time limit was in fact three months 
now, and people who were out of the country for less than 
three months should not have their names removed. 

Dr. R. Cove-Smita (Marylebone) said that people who 
were out of the country for less than three months did in 
fact have their names removed, and people in his area had 
complained to him about it. 

Dr. W. Jore (Council) said that as a result of discussions 
at the Ministry the Association had been informed that if 
people left the country for a period of less than three months 
their names would not be removed from their doctore’ lists. 
If they were removed, it was due to an error on the part of 
some over-officious person. ‘ 

Dr Huowes said that if this mistake did not occur 
in her area she would not have been instructed to bring 
the matter to the notice of the Representative Body. She 
thought that it should be made clear to doctors, by a state- 
ment in the Journal; that persons who were abroad for less 
than three months should not have their names removi 

The motion was carried. > 


Diminishing Opportunities for Clinical Work 


-Dr. R. Cove-SmITH (Marylebone) had a resolution regretting 
that the general practitioner’s opportunities for clinical work 
had diminished under the N.H.S., thus seriously imperiling 


` his status, as well as being contrary to the public interest, 


This was reflected in the proportional cost of the general- 
practitioner service, which now stood at 10.2% of the total 
cost. He urged the Committee to bring continually to the 
notice of the Ministry on every possible occasion the need 
for increasing the scope of the general-practitioner services 

The Government, he said, pleaded poverty and asked what 
ıt could do if it had not more money. There were a 
dozen things that it could do, all honest but all costing 
public money and likely to lose votes, so the Government 
probably would not do them, but would content itself 
with giving the general practitioner what was left after other 
people had been paid. It seemed ridiculous that 20,000 
highly trained general practitioners should receive only 
10% of the total cost of the National Health Service, If 
the Government could be shown that that was uneconomic it 
might have some effect on it, and he suggested that it 
was uneconomic, The more lowly the general practitioner 
was made the less efficient he tended to become, the less 
attractive his job became, the poorer the personnel was apt 
to be, and more and more work would have to be done at 
hospitals. That meant that a greater amount of time was 
wasted and there was an unnecessary expenditure on work 
that could well be done by the majority of general prac- 
titioners. Saving money on the general-practitioner service 
might eventually result in increasing the cost of the whole 
of the National Health Service and also disturbing the 
balance of the Service. It would be to the benefit of the 
country if some of the capital outlay was devoted to the 
general-practitioner service and the home care of patients 
rather than to the hospital and consultant services, which 
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used: the cottage hospitals and so kept up their surgical 


„tion was not being given, for instance, to the Brereton of | e skill. The use of the cottage hospitals lessened the demands 


„iness or to the school medical service. 
The motion was, carried. 


Facilities for Practice 


Mr. H? H. Lancston (Winchester) moved to instruct the 
Council to press the Minister to provide for the general 
practitioner employed in the N.HS. facilities to practise 
similar to those provided for*other branche’ of the profes- 
sion, the provision to include : consulting-room and waiting- 
room; necessary equipment; secretarial and recepticn 
assistance ; telephone, stationery, and postage; travelling 
expenses ; dispensary facilities (where necessary) ; adequate 
annual leave, 

The motion had been brought before his Division, he 
said, by a small group of consultants, who felt that the 
Representative Body should ask’ for the general practitioner 
all those things which the consultant enjoyed but which the 
general practitioner did not receive. They suggested that 
that, would lessen the gap between the consultant and th: 
general practitioner and also take from the general practi- 
tioner’s shoulders the burden of. some of the expenses that 
he had to bear at the moment. ‘The Winchester Division 
hoped that, if the motion was considered too detailed to be 
passed as a. whole, the meeting would refer it to the Coun- 

` cil for possible transmission to the Amending Acts Com- 
mittee for consideration. 

Dr. WAND said that Winchester had omitted another item 
an their lists—‘ Salary |” 

De. ‘H. BaRBARA WoopHouse (Harrow) said that she 
regarded the motion with considerable suspicion, as evidently 
the Chairman of the General Medical Services Committee 
also did. If general practitioners received from the State all 
or any of the things in the list, would not they be giving up a 
considerable amount of their independence? The motion 
suggested to her mind the idea of the health centre, and for 
some time past it had seemed to her that to join a health 


` centre would be very much akin to putting one’s head still _ 


note amy into the Government noose. 

LANGSTON, referring to Dr. Wand’s remark, said 
hae ‘ihe consultants had ali the things set out in the list, 
and the fact that they were allowed travelling expenses, 
for instance,-did not make them whole-time servanis of the 
State. 

The motion was lost. 


Association of General Practitioners with Hospitals 


Dr. W. N. Leax (Mid-Cheshire) moved regretting the 
virtual absence from the Annual Report of any reference 
to the work of general practitioners in hospitals—especially 
cottage hospitals—and urging the Council to take much 
more vigorous steps to assert the right of doctors to do 
work in hospitals and even to get paid for their services. 


He thought that the Representative Body should stress - 


the importance of the cottage hospitals and the doctors 
‘who worked jn them. . They were of great value to the 
patient, because the patient was attended by his own doctor, 
with much less disturbance and expense to himself and his 
relatives than they would sustain if, he had to go away to 
a large hospital. In the case of élderly ‘patients, if they 


were taken to the cottage hospital to which they were accus- . 


tomed they stood it very well, whereas if they went to one 
~of the large hospitals their lives were often in danger, in 
spite of the skill with which they were treated and the 
` wonderful appliances which the large hospitals possessed. 
The use of the cottage hospital often shortened illnesses, as 
the patients were willing to go there at a much earlier stage 
than that at which they would be willing to go to a large 
‘hospital. When doctors continued to treat their patients 
in cottage hospitals they learned to interpret the signs of 
disease very much earlier, and, whereas 20 years ago emer- 
gencies were of common occurrence, they were very seldom 
seen now, owing to the increased skill of the doctors who 
nS if 


on the beds in the larger hospitals, and so helped the general 
hospital service. If patients could not have their own 
doctors to attend them in the smaller hospitals, they said: 
“We will have the best and go to a large hospital.” 
With regard to the cottage hospital in his own area, two 
years ago general practitioners had been almost excluded 
from it, with the result that the hospital had become practi- 
cally empty, but now that general practitioners were work- 
ing there again it was full. In the last 12 months general 
practitioners had carried put 353 of the 480 operations done 


+ at the hospital, and for that, incidentally, they had not been 


paid at all. 

Dr. J. M. ALSTON (City of London), in PEE T the. 
motion, said that he was chairman of the house committee 
of a cottage hospital in Middlesex, where the regional board 
had persistently tried to make the general practitioners who 
sent patients to the hospital look after them under a con- 
sultant appointed by the regional board, so that the generaj 
practitioners had to take orders from the consultant for the 
treatment of their own patients. That, of course, must be 
resisted. He believed that it was still going on all over the 
country, and the support of the Association was required to 
put an end to it. 

The argument used by the regional board was that they 
were responsible for the treatment given in the hospital and 
the general practitioners were not under contract to them, 
whereas the consultants weré; therefore they must put the 
consultant in charge of the patients. He contended, that 
that was an administrative difficulty which it was the duty 
of the Ministry to clear up as between the regional boards 
and the general-practitioner section of the Health Service. 
The Ministry must find a way by which general practitioners 
could keep control of the treatment of their patients in 
cottage hospitals. 

„ Dr. A. C. E. Breaca (Bromley) suggested that the word 

‘even ” in the motion should be deleted. General practi: 
tioners working i in hospitals, he said, had a right to eRe paid 
for their services. 

IDr. Leak agreed to delete the word,“ 

The motion was carried. 


even.” 


i 
Acting President 

The CHATRMAN oF Councit said that the President would 
be obliged to return to South Africa very soon, and it would 
be necessary for someone to act in his place on various 
occasions. He asked the’ Representative Body to give 
authority to the Chairman to invite the immediate Past- 
President to serve as Acting President. 

This was agreed with applause. ' 


Chairman of the Representative Body 


The CHAIRMAN OF COUNCIL asked the Representative Body 


to agree that, as its Chairman (Dr. Brown) had served as 
“ Acting Chairman ” during the year 1949-50, it should be 
stated on the panel in the Council room that he had been 
Chairman of the Representative Body for the two years 
and not for one year only. 

This also was agreed with applause. 


SUPERANNUATION AND COMPENSATION 


Dr. S. Wand moved on behalf of the Council the Report’ 
under “ Superannuation and Compensation.” These matters, 
he said, had been delayed somewhat and there had been a 
good deal of criticism for that delay, but he would remind 
the Representative Body that the causes of the delay were 
Matters which were in the interests of practitioners. First, 
at the request of the Council, an Amending Act had been 
passed to give those doctors who had decided at first not 
to come into the National Health Service a second oppor- 
tunity to do so. Secondly, the Council had tried to get 
the time limit for, claims extended as far as possible, so 


that everyone would have the longest possible time in which 


t 


vs a 
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to put În a claim. Thirdly, in order that everyone would 
feel that he had been dealt with fairly, there had been an 
' elaborate machinery for arbitration, which had taken a con-° 
siderable time to do its work properly. Only about 50 cases 
now remained for arbitration, and probably all those would 
have been dealt with by the late autumn. ` 

He was able to tell the Representative Body now that the 
figure for years’ purchase was likely to be between 1.5 and* 
1.6 and would probably be nearer 1.6 than 1.5. ` 

During the last session the Council had made representa- 
tions for an increase in the payments made on hardship 
grounds and to retired doctors, and in cases of death. The’ 
Council had succeeded in some measure. On the com- 
pensation issue the very fullest information would be pro- 
vided at the earliest possible moment. The Superannuation 
and Compensation Committee was still considering the main 
issues arising on superannuation and would continue to press 
for the improvements which were believed to be necessary 
in the superannuation position. Practitioners with part-time 
hospital non-consultant appointments had not been super- 
annuable, but during the past year representations had been 
made that they should be, and they had now been brought 
into superannuation. 

The report was received. 

Dr. J. W. McCartuy (Hendon) moved that, in view of the 
grave inflation with which the country is confronted, steps 
be taken to represent to the Minister the need for*the pay- 
ment forthwith of all moneys to general practitioners as 
compensation. 

He said that the sum of £66m. which had been agreed in 

1946 as a suitable sum to be paid to general practitioners 
for the loss of their right to sell their practices was not 
worth as much now as it had been in 1946, and the members 
of the Hendon Division wondered what it would be worth 
by the time that some of them got their share of it, Other 
nationalized undertakings had received their compensation 
forthwith. It might be said that an Act of Parliament would 
be required to give practitioners their compensation now, 
but that should not be an insurmountable obstacle, especially 
as the Association had an Amending Acts Committee whose 
duty it was to deal with Parliamentary business that con- 
cerned the British Medical Association. 
+ There were several reasons why practitioners wanted their 
compensation now. First, they felt that the amount set aside 
-for the purpose was shrinking in value every day ; secondly, 
many doctors found it difficult to make ends meet'on the 
small remuneration which they were receiving at present and 
they had to dip into capital ; ‘and, thirdly, they would like 
to invest the money as they thought fit. 

Dr. H. F. Morrrr (North Glamorgan and Brecknock) said 
that there was a definite case for the payment of compen- 
sation to a doctor’s widow or a doctor’s executor imme- 
diately probate had been taken out. 

Dr. G. O. Barser (Mid-Essex) said that many practi- 
tioners who were paying school fees for their children found 
it difficult to do that out of income, and they needed their 
compensation now for that purpose. It was their money and 
they ought not to have: to prove hardship before they could 
get it. 3 A 

The motion was carried: 

Dr. D. THomson (Dartford) urged that a betterment factor 
related to future fluctuations in the cost of living be applied 
to the compensation figures. Younger practitioners feared 
that in the absence of such a safeguard the value of the com- 
pensation might well gravely diminish before their retirement 
or death.. 

A motion to this effect was carried. 

East Norfolk urged that the Government, which had to all 
intents and purposes arbitrarily invested the compensation 
money, should pay an annual rate of interest equal to the 
mean obtainable on dated Government securities. 

This was also agreed to. 

East Norfolk had a further resolution expressing regret 
that no decision had apparently been reached on the question 
of counting service under National Health Insurance as 


qualifying service for N.H.S. superannuation purposes, or 
on the payment of the employers’ 8% contribution to prac- 
titioners or their dependants in case of retirement or death 
before’ the requisite ten years’ N.HLS. service had been, 
completed. . 

This was carried. 

This completed the portions "of the agenda for which 
Dr. Wand, as chairman of the Committees concerned, was - 
responsible, and on leaving the platform, after flearly two 
days’ handling of the business, he was accorded a specia] 
round of applause. 


í HEALTH, CENTRES 

Dr. A. "BEAUCHAMP, chairman of the Health Centres Com- 
mittee, in moving this part of the report, said that the 
Council was keeping the matter of health centres under its 
closest consideration. 

Dr. R. C. Burton (Sheffield) moved that the meeting 
should now consider and restate its attitude to health 
centres as envisaged in Part DI of the Act. He said that 
the value of health centres seemed very problematical, 
Were they of the type that was wanted, and were proper 
ancillary services likely to be provided? He wanted the - 
Association to restate its attitude to health centres. There 
appeared to have been a change of mind during the past year 
or so. Dr. Burton described circumstances which had arisen 
in Sheffield. The scheme there in ‘the end seemed likely to ` 
boil down to nothing more than a communal consulting- 
room. Was that the kind of health centre they would like 
to see? 

Dr. W. SMITH (Greenwich and Deptford) asked the meet- 
ing to express the opinion that the full financial liabilities 


.must be ascertained in the first place before doctors were 
. invited to join any health centre. Surely also there was 


a great danger that practice in health centres could be used 
as a lever to introduce a full-time salaried’ service. 

Dr. H. Barpara WoopHouse (Harrow) agreed that there 
had been a widespread change of feeling on this matter in 
the profession. Health centres were not so popular as they 
were, but there was one type of health centre which she 
believed would make a very strong appeal—ndmely, a health 
centre which was in effect a hospital to which the general 
practitioner could admit and treat his own patients. This 
would form a nucleus for group practice. . 

Dr. D. L. Guru (Bast Herts) also agreed about the 
change of feeling with regard to health centres. He thought 
that the meeting, by throwing out the Winchester resolution 
earlier in the day, which instructed the Council to press the 
Minister to provide for the general-practitioner facilities in 
practice such as consulting-rooms and waiting-rooms, ‘had 
already negatived the proposal with regard’to health centres. 
They had only to change the reference to the “ Minister” 
in the Winchester resolution to the “local authority” and 
their opinion on the matter was sufficiently expressed. 

Dr. W. E. Dornan (Council) said that there was definite 
evidence to show that the feeling of doctors had changed 
since 1948. They had seen the operation of the National 
Health Act and having seen the proppsals of local authorities 
who were intending to start health centres they had become 
steadily more resistant to the idea. He doubted also whether 
there were more than a handful of doctors in established 
practice who had any real sympathy with health centres, 
It was time that the Association had a look at this question 
again and restated its policy. 

Dr. FRANK Gray (Council) said that before the Act came in 
the Negotiating Committee had stated its policy that there 
should be a few health centres as an experiment. The build- 
ing situation had prevented this development, though there 
were actually some health centres approaching completion, 
one in North London and another, he believed, in Bristol. 
Doctors would be asked to go into these health centres and 
would be carrying out an experiment on behalf of the rest 
of the profession. The G.M.S. Committees was in the pro- 
cess of negotiating with the Ministry on the arrangements 
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to be made for doctors to practise in these buildings. The 
Sheffield motion would cause the greatest embarrassment to 
the representatives of the G.M.S. Committee who were deal- 
-ing with the Ministry. He hoped they might be left to do 
their best. 

Dr. A. BEAUCHAMP (Birmingham) pointed out ie: at the 
moment there were very few health centres being built, and 
it would be a long time before they appeared in any number, 
The Sheffield motion would put the clock back a good many 
years. 

Dr. BURTON said that he was grateful for the assurance 
that had been given that certafn safeguards for doctors going 
into health centres would be. ensured. Nevertheless, he felt 
that the whole question should be reconsidered. 

The Sheffield motion was lost, 

Greenwich and Deptford was anxious that practice at 
health centres should not be used as a lever for the intro- 
ducfion of any full-time salaried service, and a motion to 
this effect was agreed to. 


a 


THE AUTONOMOUS BODIES 
The CHAIRMAN OF COUNCIL moved: 


That the autonomous powers of the General Medical Services 
Committee and the Central Consultants and Specialists Committee 
be renewed in respect of the year 1951-2. 


Dr. A. C. E. Breaca (Bromley) moved to amend the 
“recommendation by the addition of the following rider: 


The Representative Body looks to these Committees to ensure 


(1) that no action is taken by either which may prejudice the. 


interests of another part of the profession without fall prior con- 
sultation with the appropriate interests, and (2) that their autono- 
mous powers will be used so as to expedite and not to delay 
the work of the Association, 

He said that this was a statement of prihciples: 

Both the recommendation and the rider were adopted. 

Dr. J. A. Gorsky (Westminster and Holborn) moved : 

That this meeting considers that, in the ght of recent events, 
the obvious disadvantages which have accrued from the autonomy 
of certain standing committees of the Association have created 
situations which are detrimental to the interests of the profession, 
and calls upon these autonomous bodies to act strictly in accord- 
ance with by-law 82 of the Articles of Association, 1950— 
namely, “ All standing committees shall report to and act under 
instructions of the Council.” 

The underlying reason for this motion and for the demand 
for a review of the position was the apprehension that this 
autonomy might become prejudicial to the interests of the 
profession. When the Act came into being he pointed out 
one danger, that the Minister himself had already com- 
menced the fragmentation and fissuring of the profession by 
dividing “it into three separate parts—namely, consultants 
and specialists, general practitioners, and public health off- 
cers. There was no co-ordination in the Act. The Repre- 
sentative Body itself continued that same fragmentation by 
allowing the consultants and specialists to break away from 
the Negotiating Body, which was one mouthpiece, and join 
with the Royal Colleges to form a Joint Committee. 

At Harrogate in 1949 the Representative Body gave com- 
plete autonomy to consultants and specialists. There was a 
great danger that the autonomous bodies, owing to the com- 
plexity of the situation, might increase unwittingly any split 
in the profession. 

Mr. S. F. LoGan Damne (Council) said that the autonomy 
of certain Standing Committees meant divided authority, 

_ divided counsel, devolution of power, and delay in action. 
These autonomous bodies were Standing Committees of the 
Association’ and the Representative Body should be the sole 
giving authority, with the Council as its instrament. To-day 
its power was rather whittled away, and this in his view was 
wrong. They were all members of one profession and 
ought to act together. Unity was strength. The Represen- 
tative Body should be the sole controller of their affairs. 
It was essential to have this unity and that the Representa- 
tive Body should get back its proper power and function 
as the governing body of the Association. 
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Dr. E. C. WARNER (Marylebone) drew attentioh to the 
problem which would arise later this year when the Amend- 
ing Act Committee Report was to be considered. If the 
present motion were not accepted who was going to carry 
through these negotiations? The Ministry was only too 
ready to play off one part of the profession against another. 
There must be a single mouthpiece to the profession. 

Mr. H. H. Lanaston (Winchester) supported the West- 
minster motion. He had realized as a member of both Com- 
mittees how divergent the policies of the G.M.S. and the 
Consultants and Specialists Commuttees could be and how 
necessary it was that autonomy should be precisely defined, 

Dr. Wano said that the Representative Body must not get 
the impression from the last two speakers that there was any 
split between these Committees. It was true that the Com- 
mittees did not see eye to eye on every occasion, but if they 
were not autonomous that would still be true. They did 
their’ best, however, to walk side by side and support each 
other. He appealed to the Representative Body, whose 
common sense he had always respected, to see that it did 
not make a ion which would produce a much worse 
situation. In the past they had been faced with the opposi- 
tion of the Ministry, who wanted to find out who represented 
the general practitioner. Had it not been for the fact that 
theSG.M.S. Committee was the executive body of the Con- 


. ference, which in its turn was elected democratically, their 


positio would have been impossible, and some other organ- 
ization would have been the negotiating body. Westminster 
and Holborn were making too big an issue of this. 

The CHAIRMAN OF Council hoped the Representative Body 
would act wisely in this matter. These Standing Committees 
were not things that set- themselves up; the Association was 
responsible for them. The old Insurance Acts Committee, 
over which he presided for a number of years, represented 
an extremely wide constituency. He had been struck with 
the fact that on all occésions when they had gone to the 
Ministry the Ministry had never said, “ You are representa- 
tives of the doctors of the country,” what they had said was, 
“You are the BMA” 

During the present meeting they had had a full discussion 
on the work of the G.M.S. Committee and had been over- 
whelming in their approval of it. Why? Because it was 
to all intents and purposes under the influence of the B.M.A. 
in every way. Its chairman had been elected at that very 
meeting as Chairman of the Representative Body. “What 
are you worrying about?. There is no truth in all this 
talk about a cleavage. The Central Consultants and 
Specialists Committee is nearer to an Association in every 
way than it was before.” 

Dr. E. C, WARNER : Does the Chairman consider that the 
B.M.A. is able to represent the views of the Association 
through the Joint Committee of Consultants, on which Joint 
Committee the B.M.A. has only six out of seventeen 
members ? 

The CHAIRMAN: Quality tells as well as quantity. 
(Laughter.) 

Dr. T. RowLanp Hu, chairman of the Consultants and 
Specialists Committee, said that he had admired greatly the 
machinery which the Representative Body agreed to in rela- 
tion to his Committee. It had worked brilliantly in face 
of very great difficulties, It had worked nearer and nearer 
to the Association and not away from it. He was confident 
that autonomy had not been abused, but it did enable them 
to include a proportion of members who were not yet wise 
enough to join the B.M.A. On the other hand, it had 
enabled them’ to say to the Ministry, “We represent all 
consultants.” It had gained from the Colleges a very satis- 
factory and straightforward co-operation. 

Dr. Warner’s question was of a rhetorical as well as of a 
tendentious character. The British Medical Association sec- 
tion of the Joint Committee undoubtedly played a great part 
in that Committee, and it was significant that he, a B.M.A. 
man, had been elected vice-chairman. 

Dr. Gorsky in reply said that they had gone a long way 
to solve the problem.of unity by electing the Chairman of 
the G.M.S. Committee as Chairman of the Representative 
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Body. ft had been said that there was a split in the pro- 
fession, but this motion by Westminster and Holborn had 
been put forward to prevent a split. 

-On a show-of- hands the. Westminster and Holborn motion 
was carried. 

There voted: In favour, 131; against, 96. 

After the taking of this vote Dr. WAND pointed out that 
the Representative Body had renewed the autonomous bodies 
for a year. What was now the position, under the articles’ 
and by-laws of the B.M.A., of the General Medical Services 
Committee in relation to the Conference of Local Medical 
Committees, of which it ‘was the executive ? 

Mr. LOGAN Damne said that the situation was. unchanged 
except that an instruction had been given to Council to pro- 
duce a solution within a reasonable time. 

The CHAIRMAN said that by the passing of the recommen- 
dation moved by the Chairman of ‘Council, autonomy had 


been confirmed for a further year, and the position was the | 


same as before, ' 

Dr. L. S. WooLr (Hendon) invited the ‘Council i give 
special consideration to the steps to be taken to maintain 
the prestige and efficiency of the Branches and Divisions.of 
the Association in view of the enlarged activities and powers 
of local medical committees. 


Dr. D. F. Hurceinson (Council) said that in-his area— - 


Middlesex—there was the closest co-operation between the 
_ Divisions and the local medical committee. He thought this 
had better be left to be dealt with at local level. A motion 


such as Hendon’s, which suggested a split between Divisions, 


and local medical committees, was very unwise indeed. 

Dr. J. A. PRIDHAM “(Council) said that if this motion had 

“come under the section “Organization” he as chairman 

of the Organization Committee ‘would -have accepted it. 
What it asked to be done was being done ali ithe time. 

The motion was carried. 

Dr. Wanp at this point took the chair, and presided for the 
remainder of the sitting. 


REFORM OF THE N.HS. 

Dr. H. H. D. SUTHERLAND, chairman of the Amending 
Acts Committee, presented the annual report under “ Reform 
of the National Health Service.” 

He reminded thé meeting of his committee's terms of 
reference. The Committee had appreciated the magnitude 
of the task entrusted to it. Nearly three years had elapsed 
since the appointed day, and the shortcomings of the Service 
had been revealed. The Committee had found:it impossible 
to cover the whole ground of its wide remit by the time 
of the present meeting. It had produced an interim report, 
which had been referred by Council to the-interested com- 
mittees. He described the work of his committee and the 
ground so far covered. It held nine meetings before present- 
ing the interin report, had met five times: since then, and 
was to hold two or three more, meeting in June and July. 
A special meeting of the Council would be called to consider 
the main points of the report, with a view to sending the 
revised report to Divisions and Branches, and after they 
had given it consideration a Special Representative Meet- 
ing would be called, “probably at the end of November or the 
beginning of December. There had been no absence of good 
will on the part of'the profession, ‘and it was not unreason- 
able to expect some reciprocity on the part of the Govern- 
ment, and that Parliamentary time would be spared for the 

-consideration of amendments. The endeavour had been at 
all points to ensure that a democratic pattern was evolved 
in the National Health Service. He indicated the principal 
matters on which the Committee had so far reported, includ- 
ing the powers of the Minister, the safeguarding of private 
practice, and-many other respects on which it seemed to the 
Committee that amendment might be profitably pursued. 

Finally he paid a tribute'to the help the Committee had 
received from its secretary, Dr. D. P. Stevenson. 

Dr. N. J. P. HewLmas (Oxford), after saying how much 
the work of Dr. Sutherland and his committee was to be 
appreciated, desired to expedite the report, and asked that 
it be available for a Special Representative Meeting by the 
middle of October. Dr. E. C. WARNER (Marylebone) pointed 
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out the work which had to be done, and the need,, among 


_ other things, to in¢orporate the views of other bodies in the 


* profession, so that a meeting as early as October might well 
prove impracticable. - . 

Ultimately it was agreed ‘that the meetipg should take place * 
not later than December, 1951. , 


a The Trade Union Issue ` 
Dr. A. v. J. RussELL (Birkenhead and Wirral) moved: ~ ' 


That the members of this Representative Body are thoroughly 
dissatisfied with the present National Health Service. They con- -~ 
sider the ‘B.M.A. as constituted is powerless to deal effectively ` 
with any Government unless the Association can enforce the 
opinions of the majority. The British Medical Guild should be/ 
constituted so as to“carry out effectively the will of the majority. 


He doubted whether the Guild would be an effective © 


weapon if resignations were called for on the morrow. He 
had every respect for the splendid devotion of the Coyncil,. 


‘the autonomous bodies, and the other standing committees, 


but he felt that a trade union organization was necessary 
to ensure full effectiveness. 
The CHAIRMAN of Counci said that this was the: -Tesurrec- 


` tion of dead bodies. There was only one way by which 


the adherence of their people to the wish of the majority 
could be ensured, and that was by. patient and painstaking 
work. “Let us get away from this everlasting dragging in 
of trade unionism. It is of no use to us. The Guild will 


' give us all we require if we work jit, and nothing will give 


us anything we require if we don’t-work it” ~ 

The Birkenhead and Wirral motion recerved -almost no 

support. 
= Freedom for Private Practice - 

Dr. A. E. J. ETHERIDGE (Hampstead) moved: 

That since private practice supplies an indispensable element 
in this country’s medical services the Private Practice Committee 
should press urgently and insistently for the removal of the 
disabilities imposed by the National Health Service Act on 
private practitioners and their patients, AS, ae ts 

That private practice was one of the barriers against the 
monopoly of State service was obvious. The G.M.S. Com- 
mittee -carried their entire support, but he asked’ them to 
bear in mind that that Committee had achieved but little in 


' the way of tangible results. The Ministry was not prepared 


to consider favourably the suggestions put forward by the, 
Committee. The preservation, of private practice was of 
vital importance as affording a mode of continuing- their 
practice and preserving their livelihood should they cease 
to be in the Service. 

Dr. LD. Grant (Council) had PREE with the 


‘motion, but the matters it referred to bad already been 


considered by the Private Practice Committee, which was 
constantly making endeavours to-overcome the evident dis- 
abilities imposed on private -practice by the Ministry. 

Mr. A. LAWRENCE ABEL (Marylebone) spoke of the enor- 
mous amount of work put in by Dr. Sutherland and his 
committee. It was not orfly doctors who were affected by 
these proposed reforms in the National Health Service, but 
every patient. It was the lower-middle-income class of 
people whom the Government was “doing down” by its 
arbitrary action in putting, up the, cost of private beds, in. 
some cases to as much as £20 a week, but only in Govern- 
ment hospitals. The Government was injuring the very 
people it was supposed to represent. 

The Hampstead resolution. was carried, apparently, without 
dissent. 

Dr. R. P. Hgenpry (South Warwickshire and Rugby) 
and it was agreed, that 
reasonable opportunities should he available to general 
practitioners in a particular branch of medicine to gain ° 
adequate additional experience therein, with a view to their 
becoming consultants. . 


Durham “ Closed Shop ”. 


The debate on ‘the ‘reform of the Health Service was 
interrupted to permit Dr. C.-M Brown, chairman 


of the Public. Health Committee, to make a statement on ‘the 
position in Durham. ‘In November of last year the Durham , 
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County Council passed a resolution making it a condition of 


service for all employees that they must be members | 


of a trade union or other professional organization. 
He recounted the subsequent proceedings, the prompt 
statement of the policy of the Association, the ‘interview 
which he and a member of the secretariat had had with the 
medical officers in Durham (at which it was agreed that no 
officer would conform to the demands of the county council), 
‘and the support given by other bodies. As recently as this 
week they had been informed that the Durham County 
Council had inserted in a local paper an advertisement for 
four medical officers for their school health department. 
They had not offered the advertisement to the medical press, 
and he could feel no surprise about that. The Durham 
County Council had failed to implement the Industrial 
Court award, and therefore on two counts the British Medi- 
cal Journal would not be prepared to accept advertisement 
of tke appointments. . 

He wanted to ask the Representative Body to confirm the 
policy of the Association already laid down, that the Associa- 
tion would defend the position of the medical profession, 
that any attack on any section of the medical profession 
would be regarded as an attack on the whole, that they 
would defend their right to associate or not associate as 
they thought fit, without reference to any other body, and 
any medical officer who suffered as a result of adhering to 
these principles would have the financial support of the 
British Medical Guild. .(Loud applause.) ` 

The mesting, without a dissentient, and with acclamation, 
endorsed Dr. Metcalfe Brown’s remarks. 

Adjournment took place at 5.30 p.m. 


SATURDAY, JUNE 16 


The Annual Representative Meeting resumed at 9.30 a.m, - 


Dr. J. A. Brown presiding. The first business was to take 
motions by Divisions and Branches which were not related 
to matters in the Annual Report. 

Dr. J. B. W. Rowe (Harrow) moved: 

That every registered medical practitioner is primarily a per- 
son qualified in medicine, surgery, and obstetrics, and what, par- 
ticular branch of thé profession that person chooses to follow is 
only of secoridary importance. 


He said that in recent proceedings before the Industrial 
Court the management side had contended that an admini- 
strative medical officer was an administrator ‘with medical 
knowledge rather than a medical officer with administrative 
duties. The staff side, of course, contended the opposite, 
and the court, by its award, could be said to have rejected 
theclaim of the management side and upheld the other. 
This motion, however, had repercussions in other fields, 
notably in connexion with medical superintendents, who 
were administrators in hospitals. 

The motion was -carried. 


The Training of the General Practitioner : 
‘Dr. F. A. Betam (Guildford) moved: 


That this meeting, having carefully considered the B.M.A. 
Committee’s interesting Report on general practice and the 
training of the general practitioner, sis opposed to any suggestion 
of any further compulsory training for the young medical man, 
especially in view of the recent Act, which has added ‘one year 
to the period of compulsory training, 


y 


He considered that the whole Report, otherwise adie 


able, was full of regimentation. Why not leave more to 
voluntary initiative? Why make it compulsory? The 
ordinary medical school curriculum was the curriculum 
for general practice. It was said that the extra period of 
compulsory training would increase the status of the 
general practitioner. But how would it increase status? 
Who was to know about it? 

Dr. C. P. WALLACE (Guildford) said that the Representa- 
tive Body should declare itself in no uncertain way with 
regard to the further compulsory training of the young 
medical man. 
impaired. it was due, not to lack of qualification, but to 
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the difficulties of the Service to-day. As to culture, if the 
culture of medical practitioners was deficient it was due to 

*the early specialization of the boy at school, as emphasized 
by the Headmaster of Eton in an address he gave not long 
ago to the Royal Society of Medicine. 

Dr. F. M. Rosge,(Preston) could not agree with the state- 
ment that the qualification of the doctor when he took his 
degree was sufficient for general practice. This had been 
regarded as the basic training of every medical man, and on 
to that had to be added particular training for the ‘form of 
practice he proposed to follow. A period of tutelage, either 
as assistant or ın some other way, was needed and the 
Report mentioned in the motion indicated how it might be 
done. 

The CHAIRMAN OF COUNCIL pointed out that the Report 
on general practice would come up to be dealt with at the 
next Representative Meeting and it might be unwise to 
‘start passing resolutions in advance of that consideration 

It was agreed, to pass to the next business, , 

Dr. H. J. Browne (North Staffordshire) moved: 

That when apy trade, industrial, or professional agreement 13 
being made, necessitating the presentation of a medical certificate, 
or a medical opinion, the medical profession must be repre- 
sented while the matters are.under discussion. 


This was carried. 


SERVICE BY MEMBERS ON MINISTRY ` 
COMMITTEES 


Mr. H. H. Lanasron (Winchester) moved that the 
Council be instructed to request members of the Associa- 
tion not to serve on Ministry Committees concerning medical 
matters, either formally or informally, without the know- 
ledge and consent of the Council. 

He said that this arose out of a recent survey carried out 
by the Ministry on medical staffs of hospitals. Without 
prior consultation with the Association, the Ministry asked 
certain eminent and perhaps somewat ageing consultants to 
conducta review of the staff of hospitals. This survey was' 
carried out on most unorthodox and, they were inclined 
to think, unethical lines. Consultants were summoned to 
appear before these reviewers without warning. They were 
examined about their work on the basis of statistics pro- 
vided by boards and committees of management of which 
they had no prior knowledge and which in some cases were 
inaccurate, The examination, which was sometimes very 
personal, was ‘carried out in the presence of lay secretaries 
who were sitting in: on the committees. The purpose of 
the survey was no doubt to advise ultimately a reduction 
in sessions. Once again they had medical men being used 
as stalking-horses by the Ministry. It was desirable to 
ensure in future that before anybody joined in such a sur- 
vey they should approach the Association or the appropriate 
committee and see whether it approved. 

Dr. S. Smrra (Tower Hamlets) said that this motion 
implied that before anyone could accept any job on a 
, Ministry committee they must get the consent of the B.M.A. 
It destroyed the independence of members. He suggested 
the deletion of the words “and consent.” 

Dr. C. F. Mayne (Plymouth) said that Winchester was 
making a generalization which was a little unfair to some 
of the: eminent consultants who carried out the survey. So 
far as his own region was concerned the meetings between 
the staffs and the visiting consultants were of “the friendliest 
and most pleasant character. 

The CHAIRMAN OF Councr said that he saw one diffi- 
culty in connexion with this question. If an individual who 
might be of considerable use to them' felt that he was 
obliged to hesitate before accepting a certain position 
because he wished to consult certain people, the position 
might be filled by someone else. There was such a thing 
as missing the tide. / 

The Winchester motion was carried in a revised form: 

That the Council be instructed to request members of the 
Association not to serve on committees concerning 


medical matters, either formally or informally, without the know- 
ledge of the Council. 0 
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chester had a further motion instructing the Council 
to ice ish the names of all persons recommended by the 
Association to serve on committees of the National Health 


Service or those convened by any Government departments,” 


but this was lost. 
: Dr. Avice E. N. Guey (Westminster and Holborn) asked 
the meeting to affirm that all patients of a practitioner, 
whether receiving treatment privately or under the N.H.S,, 
are entitled as a right to receive all the facilities of the hos- 
pital services free of charge, and further to say that the 
action of certain regional hospital boards in discriminating 
between the private and N.H.S. patients of general practi- 
tioners is illegal. 

This was agreed to. 


PUBLIC HEALTH 


Dr. C. MEYCALFE Brown, chairman of the Public 
Health Committee, submitted the section of the report 
under that heading. He mentioned that the Durham County 
Council appointments had become this week the subject of 
an Important Notice. With regard to the, award of the 
Industrial Court concerning the remuneration of medical 
officers of health, the new award came into force at once 
so far as they were concerned, but no advertisements of 
appointments not in accordance with the award would be 
accepted by the Journal after September 1. The Minister 
of Health of Northern Ireland had agreed that the award 
be accepted in that country. He added that the Council 
was continuing its policy of declining to accept advertise- 
ments from authorities which differentiated against female 
medical officers. 


i 
Salaries in the Public Health Service 


Dr. J. H. Weir (Kensington and Hammersmith) moved: 


That this meeting deplores the inadequacy of the award of 
the arbitration to assistant medical officers engaged by public 
health authorities. 

He submitted that the salaries offered to entrants should 
be both attractive and adequate. Did the Public Health 
Committee propose to take any further action in this 
respect ? 

Dr. METCALFE BROWN said he welcomed this motion. They 
agreed that the award was inadequate, particularly as con- 
cerned assistant medical officers. Indeed, the court itself 
had made a statement that the award was made in the light 
of the situation as it existed at present. It obviously envis- 
aged a further application. 

The motion was agreed to. 

Dr. W. F. A. Heron (Darlington) moved that in the event 
of any authority having failed to implement the award in 
full by September 1 next the matter should be referred to 
the Ministry of Labour, and if still the award was not 
implemented the Association should take action and advise 
medical officers employed by the defaulting authorities to 
withdraw their service. He suggested that the action recom- 
mended in his motion should be taken now. It was the only 
action, they considered in Darlington, which ‘would bring 
the dictators in Durham to heel. 

Dr. E. P. JoHNSON (Bolton) said that he associated 
himself with Darlington. They must back up the public 
health service. He reminded the meeting of a famous 
saying, “If we don’t hang together we are going to hang 
separately,” 

Dr. METCALFE BROWN said he appreciated the motives 
which had inspired Darlington to bring forward this motion, 
but quite frankly it would not be helpful at the moment, 
They would not know by September 1 how many authorities 
had implemented the award. He preferred a motion which 
estood in the name of Bolton, that if local health authorities 
did not implement the recent awards then general practi- 
tioners should give full support to the medical officers, even 
to the extent of refusing to undertake any local health 
authority appointments until such awards were implemented. 

The resolution in the name of Bolton was agreed to. 
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Information on Vaccination 


Dr. H. D. Fmworay (Buckinghamshire) called for the issue 
to parents, on the registration of a birth, of information on 
the advisability of vaccination. The object of the motipn 
was to secure for vaccination the same position as was° 
accorded to diphtheria immunization. 

The motion was carried. 


PRIVATE PRACTICE . 


Dr. I. D. Grant, chairman of the Private Pracuce Com- 
mittee, submitted the report under “ PriVate Practice.” He 
said that despite the attempt of Mr. Bevan during the last 
three years to bring about their death from malnutrition 
the Private Practice Committee was in pood health and good 
heart. He drew attention to certain items in the report «e 
Speaking in particular of what had been done by Dr. Potter 
and his department since 1945 in connexion with doctors’ 
cars, they had been instrumental in securing by their éfforts 
the delivery to members of just over 20,000 new cars. 
(Applause.) These deliveries had meant a lot of work by 
investigation and correspondence, and a real debt of gratitude 
was owing to Dr. Potter and his staff. He also expressed 
their indebtedness to Lord Horder for helping in the discus- 
sions on cremation certificates. He thought ıt could be said 
that they would get a fee of 2 guineas for the completion 
of the cremation certificates, and they were going to take up 
definitely with the authorities the suggestion that certifieation 
should be done from a selected panel of doctors nominated 
by the medical officer of health. In their opinion this was 
entirely wrong. The completion of the second certificate 
should, as in the past, continue to be done by any practi- 
tioner with the requisite years of experience. He added that 
they, hoped within the next week or two to put into effect 
the absent subscriber telephone service scheme proposed by 
the Glasgow Local Medical Committee. 


l Allowances to Witnesses 


Dr. R. Forses (Hendon) moved that the time had again 
arrived to make fresh representations to the Home Office 
for an increase of the fees payable to professional witnesses 
appearing in criminal courts, and that in so doing an effort 
should be made to secure the substitution of minimal for 
maximum allowances. He said that the regulations had 
proved to be unsatisfactory. As the fees stood at present 
they did not compensate the medical witnesses for their time 
and effort. He hoped that they might succeed in having 
minimal fees substituted for the maximum fees. The sum 
awarded to the witness lay within the discretion of the clerk 
of the Court or the Bench, and that often operated to the 
disadvantage of the witness. 

The motion was agreed to. 


Fees for Police Calls 


Dr. I. D. Grant (Council) moved as a recommendation 
of Council the approval of the revised scale of fees for 
payment to practitioners called in by the police. The scale 
was published in the Supplement of March 31 (p. 116) 

The recommendation was adopted. 


Car Priorities 


Dr E P. JoHNsoN (Bolton) moved that in the interests of 
general practitioners the system of new car priorities in 
existence during the Jast war should be restored. He 
thought that the onus should be placed on a Department 
of the Government instead of on a trading association. It 
seemed to him that in that way they could get more satis- 
factory results. The results under the arrangement obtaining 
at the end of the last war were a great deal better than at 
present. 

Dr. GranT said he could not accept this motion. First 
of all, in the Private Practice Committee they were not con- 
cerned wholly with general practitioners ; they endeavoured 
to obtain cars for all sections of the profession. The present 
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method whereby the claims of medical men were put for- 
ward separately was, he thought, much to be preferred to 
what had obtained previously. Their contacts with motor 
traders and manufacturers were exceedingly friendly ‘and 
e favourable. 
The Bolton motion was lost. 

® 


THE ASSOCIATION BUILDINGS 


Mr. L.° DougaL CALLANDER, chairman of the Building 
Committee, presented the report under “ Building.” He said 
that the south wing extension had been completed, and only 

„that week they had been able°to let all the accommodation 
under leases which would produce a considerable increase 
in income during the coming year. Some of the stonework 

e just above the main entrance which had been found to be 
defective had been replaced. The washing of the building 
had been completed, and the painting of a part of it was 
now in progress. In the Council’s garden a wall had been 
built consisting of the actual bricks which formed the house 
lived in by Charles Dickens on this spot exactly 100 years 
ago, and a suitable inscription had been put up. The base- 
ment kitchens and canteens had undergone considerable 
improvement. A complete new drainage system had been 
installed with the most modern equipment. Further sitting 
accommodation had been provided in the Council chamber. 
Certain improvements had been made in the Scottish House, 
and the Welsh House had been opened. The improvement 

‘of ventilation, heating, and lighting of the Great Hall was 
still under consideration. The time had now arrived when 
the Association should give more facilities for members. 
Although it was now over five years since the war ended they 
were still not able to do what they liked until they received 
licences, which were often not easy to obtain. 

Dr. W. N. Leak (Mid-Cheshire) asked what was the posi- 
tion with regard to the war memorial. 

Dr. H. Guy Daw said that the war memorial had been 
approved, the contract accepted, and the sculptor was at 
work. By this time next year there would be signs of it in 
the courtyard, if it was not actually finished. The work of 
preparing the models took a long time. The suggestions 
made at last year’s meeting: were passed to the sculptor, and 
he had accepted a number of them. 


PUBLIC ‘RELATIONS 

. Dr. H. Guy Dam, chairman of the Public Relations Com- 
mittee, gave a report on the work of the department. He 
said that a great deal, had been done, although obviously 
much of it was not apparent, They could only realize what 
had been done if they recalled the change which had taken 
place in the relations between the Association and the Press 
now and as they were a few years ago. Formerly, most 
people, while appreciating their own doctor, were inclined 
to denigrate the profession as a whole. One of the duties 
of the Public Relations Committee had been to break down 
that prejudice and now most of the newspapers had become 
very sympathetic. The Public Relations Officer had made 
himself ready to answer questions on any medical subject, 
and the department received a constant stream of visitors. 
It did not work only for practitioners but made efforts to 
present to the public the work of the other sections of the 
profession. It was most important that their public relations 
should be directed to enhance the prestige of the Association 
in its work for the public. 

One -matter which the department had in hand was a 
unique production—a book of medical scholarships. The 
department was only a small one, but they were learning 
and making progress, They were very conscious of the 
difficulties under which the Press ‘laboured at present, par- 
ticularly the shortage of paper, which itself was at the 
bottom of the difficulty in getting more publicity for the 
Association. 

Dr. J. H. LANKESTER (Reigate) moved that the Public 
Relations Committee be enlarged and strengthened to repre- 
sent all views. He was not entirely satisfied with the work 

N 


of the Committee. One felt that public relations cane rather 
at the end of things. Reigate wanted the Committee enlarged 
to embrace all views. There was no public health represen- 
“tative on the Committee, nor, he believed, was the Central 
Consultants and Specialists Committee officially represented. 


He did not feel that when untrue and uncomplimentary | 


remarks about the profession were made in the newspapers 
such remarks were met as completely and promptly as they 
might be ; 

Dr. F. E. Goutp (Birmingham) said that he appreciated 
the difficulties with which the Press had to contend, but he 
was not convinced that the Press was being given material 
which they could understand and “ put across.” 

Dr. Dar said that he did not oppose the motion that the 
Committee be enlarged and strengthened, though enlarge- 
ment did not necessarily mean greater strength. The real 
weakness in public relations was the inefficiency in this 
respect in the Divisions. 

The Reigate motion was carried. 


Represeptation on Public Relations Committee 


Dr. J. B. W. Rowe (Harrow) moved that the present 
ad hoc Public’ Relations Committee be replaced by a 
standing committee, to include representation from at least 
the three mam branches of the profession. The Committee 
ought to have a wider representation and to be elected more 
democratically. Dr. R. Geson (Council) felt that the 
lack of information conveyed to Divisions from Heads 
quarters was a fundamental fault, and that with an 
adequate Public Relations Committee this would be 
remedied. Dr. H. BARBARA WoopHouse (Harrow) suggested 
that the Public Relations Committee was of such paramount 
importance as a handmaid and supporter of the Amendin 
Acts Committee that the former should be reconstituted 
on the most efficient basis and be got to work as soon as 
possible in order that the work of the Amending Acts 
Committee might be made known to the public. cee 

Dr. F. M. Rose (Preston) said that the composition of 
‘the Committee at the moment might not be ideal, but its 
representatives were chosen for their knowledge ‘of the 
subject, and if it was made a standing committee some useful 
people might be excluded because they were already 
membeis of other standing committees. Dr. Frank Gray 
(Council) pointed out that it was no part of the duty of the 
Public Relations Commuttee to determine policy, and for 
that reason it should not be a standing committee. What 
was needed was a technical committee to implement 
decisions which the Council or Representative Body had 
reached. 

- Dr. W. Woo ey (Bristol) pointed out that no members 
were elected to the Committee from the Representative 
Body. Dr. DAN suggested that, having passed the Reigate 
motion, the meeting might be satisfied to leave the question 
of a standing or a non-standing committee to the considera- 
tion of the Council. Dr. Rows objected that to refer the 


= 


matter to Council would mean a delay for one or perhaps ~ 


two years. Public relations was of such wide application 
that he considered the Representative Body had a right to 
be represented on it. 

The Harrow motion was lost. 


Mr. H. H. Lanaston (Winchester) moved as a reference ` 


to Council a proposal which, he said, would give the 
Council some indication of the sort of committee the 
Representative Body would like to see. Its reference should 
be to deal with relations between the B.M.A. organization 
and its members, between the B.M.A. and the Government, 
and between the B.M.A. and the public. In addition to 
the principal officers of the Association it should consist of 
six members elected by the Representative 'Body, and six 
by the Council, with one representative from the Genera 
Medical Services Committee, one from the Public Health 
Committee, and one from the Consultants and Specialists 
Committee, and with the Public Relations Officer, the 
Editor, and other officers in attendance. Its reference would 
be to correlate all items of current news of interest to the 
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profession and disseminate it with ‘the preateat speed ‘through 
all possible channels ; to maintain continuous contact with 
Branches, Divisions, executive councils, and local ~com- 
Mittees ; to enstire adequate and effective "publicity in regard 
to the “Association's” relations with the Government, and 
through the Jocal organizations to make contact with Mem- 
bers of Parliament whenever necessary, and to take all steps 
necessary to keep the doctors’ case constantly before the 
public. Winchester also held that the Committee should’ be 
responsible for the publication of the Supplement. 

This was agreed to as a reference to Council. , 


ARMED FORCES 


Air Vice-Marshal D'Arcy Power, chairman of the Armed 
Forces Corhmittee, presented the report under “ Armed 
Forces.” He said that the question.of increases of pay for 
medical officers in the three Services had been:under dis- 
cussion with the Ministry of Defence since 1949. A fairly 
satisfactory increase for general duty medical officers had 
been obtained, but for specialist officers the position was far 
from adequate. Their new rates were comparable only with 
the remuneration of S.H.M°0.s in the National Health Ser- 

_ vice, but in order to obviate still further delay in settlement 
the Committee felt that they must be accepted for the time 
being. The Committee had also made representations to tlie 
defence departments about the pay of reserve’ officers on 

‘mobilization to full-time service. Such officers at present” 
received in respect of their years -of part-time service no 
increments of pay. It had.been suggested to. the defence 
departments that medical officers of the reserve, on mobili- 
zation, should receive rates of pay based on their total ser- 
vice, both whole-time and part-time, If this suggestion 
were adopted it would help to mitigate the serious fall in 
income suffered by many doctors, particularly consultants, 
on mobilization. Finally he desired to offer to Dr. E. Grey 
Turner, secretary of the Committee, their sincere thanks for 
his services. 

. This part of the report was approved. 


, < ORGANIZATION ` 


Dr. J. A. PRDRAM, chairman of the Organization Com= 
mittee; presented the report under “ Organization.” He 
drew attention ‘to the continuous increase in membership, 
and to the fact that in the United Kingdom the membership 
represented 77% of the total profession and 85% of the 
working profession. Due recognition must be given to’ the 
work done by Branch and Division secretaries; without 
them the Association would fade away. 


Recognition of Outstanding Local Services . 


Dr. W. Suara (Greenwich and Deptford) regretted the 
decision of the Council to take no action on the resolution 
adopted last year which had asked the Council to consider 
ways in which Divisions could honour members who had 
rendered outstanding services on their behalt. He asked that 
the matter be reconsidered. 

Dr. W. B. DORNAN (Council) took up a remark of the pro- 

p poser, that this was a local problem, ‘not.a national one, 
whereby he had answered himself. In other words, if any 
Division or Branch desired to ‘honour any of its local mem- 
bers it” was perfectly at liberty to do so. 

' Dr. PRDHAM remarked that this question had been. put 
to the- Secretaries’, Conference, which was almost 
unanimous in saying that it desired the matter to be left 
alone in order that it might be dealt with locally. 

Dr. H. W. Poorer (Chesterfield) did not think this pro- 
posal was at all necessary. He had been honorary secretary 
ọr had held other offices over a long period, and he had 
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Dr. Sean said ‘that it was a titular thing—honorary 
membership or something of the kind—they wanted to 
bestow., They knew they could give tangible things, and, 


” of cotrie, that had already been done. 


The motion was lost. ' | ° 
ü I 
A “Roll of- Freemen ” 

“Dr. R. GIBSON ` (Council) moved ` a resolution regretting 
the absence of any form of recognition . of those who had 
rendered outstanding and meritorious services .in the - 
Branches, and Divisions, and instructing the Council ‘to 
institute a “Roll of Freemen” of the Association, the 
“freedom” to take the form of honorary life membership 
and to be presented with the same ceremony as was attached 
to the presentation of the Gold Medal for distinguished 


services in the central work of the Association.’ The final ° 


recommendation for the inclusion of names on the roll 
should lie with the Organization Committee in the case ' 
of home members and with the Coloniés and Dependencies - 
Committee ın the case of overseas members. 

Mr. A. LAWRENCE ABEL (Marylebone) thought that Win- 


‘chester had got something here which might quite likely 


increase'the prestige of the Association. It would upgrade 
the status to have some means of recognizing service apart 
from the highest award of the Gold Medal. If such a roll 
Were instituted the first names on it should be those of the 
present Gold Medallists. 

Mr. A. STAVELEY GoucH (Council) feared that there ist 
be a tendency for Divisions to maintain in office men who, 
had done great ‘service but -who should give way to other 
men. Awards in the Association should be very infrequent 
and restricted to the Gold Medal. i 

The motion, in the ferm of an instruction to Council, 
was lost by a large majority. 


= Splinter Bodies ” . 
The next motion was.in the name of-North Glamorgan 
and Brecknock: “That in future all candidates for election 
to the Council should declare, on nomination, membership ‘ 
of other medical political ,organizations, and that such 
declaration should be included on the ballot paper.” Before 
it was moved Dr. J. A. Gorsxy asked for a definition -of 
“ medical political organizations.’ The mover (Dr. H. F. 
Morrir) said that his Division had in mind the Medical 
Practitioners Union, the Socialist Medical Association, and 
the Fellowship for Freedom in Medicine. They wanted to 
know where‘ the candidate’s loyalties lay. Was he for the 
B.M.A. or merely a fellow-traveller?. This was an inter- 
ference with no one’s liberty. “ We want 100% B.M.A.-ers, 
and no splintering.” Dr. Gorsxy and Dr. C. METCALFE 
Brown spoke ‘against the motion as an interference with 


liberty. 
The motion ‘was lost. 


Dr. I. D. Grant, chairman of the Scottish Committee, 
in moving the part of the report referring to Scottish affairs, 
said that public relations in Scotland were working exceed- 
ingly well. He paid a tribute to the work-of Mr. George 
- Donaldson, part-time press officer in Scotland. The Glas- 
gow regional office was performing a most useful piece 
of work for the Association, assisting members in the West 
of Scotland. 


-The report under “ Scotland” was approved. 


~ 


A Reference to Council 
At this point Dr. J.-A. Gorsxy raised a matter on the 


never failed to get recognition in very solid form from his - minutes of the previous day’s proceetiings concerning the 
Division—a golden wedding present and several other articles resolution which he had moved calling upon the autonomous 


of value were in his house and on his wrist a gold watch, 
‘all given to him by his Division. -The Division could do 
what it wished in the matter. ' 5 i 


bodies to act strictly in ‘accordance with by-law 82, to report 
to and act under the instructions of the Council, which was 
carried by 133 to 96. He asked whether this motion—it 
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was not so stated in the minutes—was referred to Council 
for appropriate action. 
The CHAIRMAN: It stands referred to Council as it is. - 
Dr. W. Jore asked whether ıt was the duty of the ‘Chair- 
man to interpret what the Representative Body had done. 
The CHAIRMAN fepeated that this was referred to 
Council. There was no nged to alter the minutes of the 
previous day’s proceedings to make this clear; it would be 


enough to incorporate his ruling in the present minutes 
° 


WORLD RELATIONS 


Dr. J A. PripgaM, chairmaa of the International -Rela- 
tions Committee, moved the report under “World Relations.” 
Very useful work was being done in many directions by 
the World Medical Association, of which the B.M.A. was 
a member, He referred to ‘the Bulletin published by 
the W.M.A., and to the forthcoming assembly in Stockholm, 
when,one of the principal subjects to come forward would 
be a report on medical education, the work of a committee 
of which he was chairman. The W.M.A. was -going to 
sponsor an international conference on medical education. 
Finally, he pointed to a flag which decorated the Great 
Hall and which had been presented to the Chairman of 
Council as representing the Association at the meeting held 
in America last year. The flag was intended to mark the 
meeting of the Assembly in London in 1949. 

This part of the report was approved. 

Dr. Doris OpLuM, on behalf of the Joint Committee on 
Psychiatry and the Law, presented the section of the report 
under that heading, and drew attention to the recent 
pamphlet “ The Adolescent Delinquent Boy.” 


CONTROL OF MEDICAL MAN-POWER 


Dr. D. F. Hurcamson (Council) made a confidential state- 
ment on the control of medical man-power in war, enlarging 
upon the reference to this subject in the Supplementary 
Report of Council. 

Dr. S. Sma (Tower Hamlets) moved : 

That this meeting views with great alarm the decision of the 
Central Medical War Committee to disband the local medical war 
committees and asks that this decision be rescinded. . 


It was too great a responsibility for any member of a 
local medical committee to decide the fate of his colleagues. 
His Division felt that the local medical war committees 
appointed by B.M.A. Divisions would have been much more 
effective because of their greater knowledge of the local 
situation. The democratically elected representatives in the' 
form of a B.M.A. group were best fitted to decide who should 
go and who should stay. ` There would, of course, be no dis- 
crimination against a doctor in the locality who might not 
be a member of the Association. The committees would 
do their work without fear or favour as they did before. 

Dr. O. C. CARTER (Council) said that he had a great deal 
of sympathy\,with the Tower Hamlets motion. He feared 
that the arrangement proposed would tend to exterminate 
private practice. With the local Division and its local 
medical war.committee the claim of the man engaged in 
private practice was less likely to be disregarded. 

Dr. FRANK. Gray (Council) deplored the suggestion that 
there was any antagonism between local medical committees 
and B.M.A. Divisions. Throughout the whole of London 
they worked in the closest harmony, and he was delighted 
to acknowledge the help which the local medical committee 
had had from this source on every occasion it had asked 
for it. The maintenance of the general medical services was 
strictly ‘the “business of the executive council; the’ recruit- 
ment position had been handed over to local medical com- 
mittees, with one co-opted lay nominee of the executive 
council, whom they should welcome. 

The CHAIRMAN OF Counci said he started as an advocate 
of the retention of the old type of local medical war com- 
mittees, but he had been driven by arguments to the, conclu- 
sion that the arrangements suggested were fair ones and 
would work out on similar lines. ` 


Dr. D. F. Wurraker (Guildford) said that his Division 
had confidence in its old medical war committee and would 
like to have that committee continued, The local doctors 
tad confidence in that committee, which was elected by 
the whole profession in the district. 

Dr. W. N: Leax (Mid-Cheshire) asked for some more 
enlightenment as to why they must accept this co-opted 
lay nominee of the executive council. Why were the com- 
Mittees not to be constitutéd entirely of medical men? He 
felt also, as representing a widespread area, that unless they 
had small areas for this purpose a good deal of injus- 
tice would be done through failure to appreciate local 
circumstances. 

Dr. A. C. E. BreacH (Bromley) said that the proposals 
took insufficient account of the more scattered areas. They 
appeared to have: been based on urban conditions. The 
local medical war committees, on,the whole, did their work 
well, and he desired to see a return to the old system. 

Dr. D. S. SAKLATVALA (West Bromwich and Smethwick) 
said that the intention behind the Tower Hamlets motion 
was in fact being carried out in large parts of the country 
under-the new . arrangement. 

Dr. HUTCHINSON, taking up Dr. Carter’s reference to the 
private practitioner, and other references in the discussion, 
said that there was a desire on every hand to ensure not 
only that justice was done but that it should be seen to be 
done. The lay co-opted member from the executive council 
would bea man with specialized knowledge from the admini- 
strative. point of view and might be very useful. A point 
had been made about democratic election, but surely Joca! 
medical committees were democratically elected. Any diffi- 
culty arising from large areas could be dealt with by means 
of subcommittees. 

The Tower Hamlets motion was lost by a large majority. 


7 ' ELECTIONS 
During the meeting the following elections took place 


Chairman.—Dr. S. Wand. 

Deputy Chairman.—Dr, I. D. Grant. 

Treasurer—Mr. A. M. A. Moore. 

Ten Members of Council by Representative Body as a 
whole-—Mr. A. Lawrence Abel, Dr. A. C. E. Breach, Dr 
O. C. Carter, Dr. H. Guy Dain, Dr. R. Forbes; Dr. J. A 
Gorsky, Lord Horder, Dr. J. A. L. Vaughan Jones, Mr 
H. H. Langston, Dr. R. P. Liston. 

Two members of Council by representatives of Scottish 
constituencies-—Dr. G. W. Ireland, Dr. J. C. Macarthur. 

One member of Council by representatives of constituen- 
cies in Wales (including Monmouthshire) —-Dr. H. R 
Frederick. 

Service representatives on Council——Surgeon Rear- 
Admiral O. D. Brownfield, representing Medical Branch. 
Royal Navy ; Major-General J. C. A. Dowse, representing 
R.A.M.C. ; Air Vice-Marshal Sir Alan F. Rook, represent- 
ing Medical Branch, R.A.F. 


i ; 
. Votes of Thanks 


The CHAIRMAN expressed the thanks of the representatives 
to Dr. Alistar R. French, chairman of the Metropolitan 
Counties Branch Council, and to the Branch Council, for the 


` highly enjoyable entertainment provided at the Branch recep- 


tion on Tuesday evening; also their thanks to the Ladies 
Committee, and especially to Miss Gregg, the daughter of 
the Chairman of Council, for their untiring and successful 
efforts to ensure the comfort of the ladies accompanying 
representatives. Dr. French, in acknowledgment, said that 


, the success of the M.C.B. Council reception was very largely 
due to Mr. W. S. Giles, who had organized the whole thing 


Dr. C. W. WALKER (Cambridge and Huntingdon) moved g 
vote of thanks to the Chairman (Dr. Brown) for his con- 
duct of the chair, piloting the meeting with skill and firmness 
through a complicated programme of business for four days. 
This vote of thanks was enthusiastically carried, and Dr. 
Brown on his part thanked the secretarial and office staff 


-, x . r , 
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. for thé hard work they had put in to facilitate the business 


` 


of the meeting and the catering manageress and her staff 
for the excellent catering arrangemènts. ` 
The meeting terminated at 1.0 p.m. 





119TH ANNUAL GENERAL MEETING 


The Annual General Meeting was held in the Great Hall 
of B.M.A. House, London, on Friday, June 15, 1951. 
Sir Henry Comen, the President, occupied the, Chair. 

The SECRETARY read the notice convening the meeting, 
and the minutes of the last meeting, held at Southport on 
July 17, 1950, were taken as read ‘and confirmed. 


Introduction of President 

Sir Henry Comen then inducted the new President, Dr. 
A. W. S. SICHEL, of Capetown, as President for the coming 
year. 

Sir Henry said that the circumstances of this induction 
might well be unprecedented, but they served only to add 
to the warmth of their welcome to Dr. and Mrs. Sichel. 
Dr. Sichel was no stranger to this country. After a pre- 
liminary skirmish with the classics in South Africa, in 
which he was the victor, he came over to this country and 
graduated with great distinction in the University of 


‘Edinburgh. After the usual appointments he undertook 


special training in ophthalmology and served during the 


. first world war. Later he surmounted the obstacles of the 


higher diplomas in Oxford and elsewhere and in 1921 he 
settled as an ophthalmic specialist in‘Capetown, where he 
had practised ever since. 

Dr. Sichel had reached the highest distinction in his own 
specialty. He had been President of the Ophthalmological 
Society of South Africa. But they knew him to-day as one 
who had given untiring and unparalleled service to the pro- 


, fession in his own country, and any object which had behind 


it the betterment of the lot of his professional brethren had 


. his untiring support. 


It gave the speaker great pleasure to introduce Dr. 
Sichel as President of the Association, because many of his 
own students and some of his own colleagues were now in 


‘South Africa and were personal friends and colleagués of 


Dr. Sichel. They were satisfied that the Association could 
have no more illustrious figure either in this country or 
overseas as its head during this coming year. 

Dr. SicHEL, having been invested with the badge of 
office, said that the high honour which was conferred on 
him was unique in that he had been invited to assume 
the Presidency of the B.M.A. despite the abandonment of 
the Joint ‘Meeting which was to have been held in 
Johannesburg this year. It was an honour, he felt, which 
was being conferred on the Medical Association of South 
Africa and on the profession in the Union. The gracious 
and Statesmanlike action of the B.M.A. would go far to 
consolidate the good relationship between their respective 
Associations and do much to create ‘a better understanding 
between the two countries as members of the Common- 
wealth. He thanked them most sincerely for electing him 
to be their President. He would endeavour to act with 
dignity and sincerity. 

Finally, he conveyed to the meeting the cordial greetings 
and good wishes of the ‘Medical Association in South 
Africa. 

The TREASURER (Mr. A. M. A. Moore) moved that the 
Balance Sheet and Income and Expenditure Account for the 


*year ending December 31, 1950, be approved, and this was 


carried. 

On the motion of Dr. H. Guy Dam, seconded by Lorp 
Horper, Messrs. Price, Waterhouse and Co., were re- 
appointed Auditors ‘of the British Medical Association until 
the next Annual General Meeting at a fee of 750 guineas. 


A 
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The Presmenr reported that Dr. P., T. O'FARRELL, of 


Dublin, had been elected by the Representative Body as . 
“President of the „Association, 1952-3. -> 


Vote of Thanks to Past President 


The CHAIRMAN OF COUNCIL, in moving that the hearty 
thanks of the Annual General: Meeting: be given to: the 
retiring President, Sir Henry Cohen, for -his *services ‘as 
President, 1950-1, said that Sir Henry did mot come into the 
office of President as an unknown person to them. They 
had already been placed untier a considerable debt of grati- 
tude to him for many services. When he became President ' 
he added something more to that debt. Presidents were of 
all kinds and differed according to their personality. He, 
ventured to say. that there had not been one’ who had” 
endeared himself to all of them to a greater extent ‘than 
Sir Henry Cohen, and when he passed from this grea? office 
he only passed on to a continuing regard and esteem, and, 
they hoped, to a multiplicity of further services on the 
Association’s behalf. 

They proffered to him their very warmest thanks for the 
splendid service he had done as President during the past 
year. ‘ 

The motion was carried with acclamation, and the meeting 
then adjourned until the same evening at Central Hall, West- 


‘minster, when the new President delivered his address. 


t wi 





EXTRAORDINARY GENERAL MEETING 


An Extraordinary General Meeting followed the Annual | 
General Meeting in the Great Hall’ of B.M.A. House, ` 
London, on Friday, June 15, 1951, the PRESIDENT, Dr. 
A. W. S. Sichell, occupying the Chair. 

The Meeting received the Notice corivening the Meeting, 
which appeared in the Supplement of May 19, 1951. 


Notice is hereby given that an Extraordinary General Meeting 
of the British Medical Association will be held in the Great 
Hall, B.M.A. House, London, W.C.1, at 12.30 in the afternoon 
of Friday, June 15, 1951,-or as soon thereafter as the Annual 
General Meeting of the Association shall be terminated, when the 
following resolution will be proposed as a Special Resolution : 


ş 


Resolution 


That Artiċles 3, 10, 38, and 41 be altered in the manner ‘follow- 
ing: 

1. By adding after the words “ The Medical Practitioners and 
Pharmacists Act, 1947," in Article 3, the words “and any 
person provisionally registered under Section 6 of the Medical 
Act, 1950.” 

2. By adding at the end of Article 10 (c) the words “or 
(vi) in the case of a person eligible for membership by virtue 
of provisional registration under Section 6 of the Medical Act, 
1950, upon his ceasing so to be registered unless he has become, 
or then becomes eligible for membership under any other' 
provision hereof.” 

3. By adding at the end of paragraph (3) of Article 38 the 
words: “which may provide that on any specified business a 
particular section of the members shall not be entitled to 
vote.” 

- 4, By substituting in Article 41 for the words in brackets 
“ during the year immediately following his period of office as 
Chairman of Council” the words “until the close of the 
Annual Representative Meeting held in the year following the 
year in which ‘he ceased to be Chairman of Council.” 


By order of the Council—A. Macrae, Secretary. 


The President mdved from the Chair “ That this Extra- 
ordinary General Meeting amend the Articles of Associa- 
tion of the British Medical Association in the manner above 
indicated.” ` 

The'resolution was carried cannon and the meeting 


$ 


‘terminated. 


, 


` 


, 
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ADJOURNED 119TH ANNUAL GENERAL 

MEETING ` 
“the Adjourned Annual General Meeting was held at 
Central Hall, Westminister, on Friday evening, June 15, 1951. 
There was a large assembly df members, nearly all of whom 
were wearing academic dress. ' The chair was taken by the 
President of the Associatién, Dr. A. W. S. Sichel, who was 
accompanied by Sir Henry Cohen, Immediate Past President, 
and the principal officers. 


Introduction of Overseas Representatives 
The CHARMAN OF Counci (Dr. E. A.’ Gregg) introduced 


t0 the President the following overseas representatives : 


Dr. R. S. McElroy (Kenya); Dr. R. K. Brooks (Mashona- 
land); „Dr. F. L. G. Selby (Nigeria) ; Dr. P. F. S. Court 
(Northern Rhodesia) ; Dr. D. J. M. Mackenzie (Nyasaland) ; 
Dr. M. C. F. Easmon (Sierra -Leone); Dr. P. W. Hutton 
(Uganda) ; 


<° Mr. S. J. Campbell, Dr. D. R. McPherson, and Dr. G. F. 


West (Malaya); Dr. H. P. Vaishnava (United Provinces) ; 
Colonel W. J. Moody (Middle East) ; 

Dr. E. F. Thomson (New South Wales) ; Dr. L.’R. Mallen 
(South Australia); Dr. A. E. Brown. (Victoria) ; Dr. Joyce 
Stobo (Queensland) ; Dr. A. C. B. Biggs (New Zealand) ; 


Dr, A. J. Craig (Malta); Dr. J “A. Waterman (Trinidad ; 


_and Tobago). 
President's Lady’s Badge 
Sir HENRY COHEN, as Immediate Past President, invested 
Mrs. Sichel with the President’s Lady’s Badge. % 


>Y% ra 


Presentation of Prizes 


The PRESIDENT then presented-the Association Prizes to 
the following recipients: 
‘Dr, A. F. Martin, of Shipley, Yorks—the Sir Charles 
Hastings Clinical Prize for an essay entitled “An Obstetric 
Odyssey. ” 4 
~ Dr. C. E. B. Lynch, of Burnley—the Charles Oliver 


` Hawthorne Clinical Prize for an essay on “ Peptic Ulceration 


in General Practice.” PE 
' Dr. A. W. Woodruff, of London—the Katherine Bishop 
Harman Prize for an essay on “Anaemia of Pregnancy 


- Among Africans in Nigeria.” 


‘N 


£ Award of Gold 
In conformity with the resolution of the Council of March . 


_ Dr. James Gregory, of Birmingham, and Dr. G. O. 
Hughes, of Orpington—Occupational’ Health Prizes for 
essays respectively on “The Removal of Radioactive Con- 
taminated Materials from the Hands” and “ Thé Footplate 
—a Study in Occupational Health.” 

Dr. Harold K. Waller, of Tunbridge Wells—the- Dawson 
Williams Prize, in recognition of his original contributions 
to the clinical study of lactation and infant feeding. 

Prizes were also presented to the following nurses for 
essdys: Student nurses—Mary Dickinson (Hammersmith) 
and Joyce P. J. Smith (Sheffield); State-registered ` nurses 
working in hospital—Daphne Bonnett (Bedford), Hilary 
Herbert. (Taplow); State-registered nurses not working in 
hospital—Edith Shaddick (Patchway, Glos), Annie Barker 
(London); State-enrolled nurses—Nora' Antwis (Frodsham), 
Grace Hollands (Worthing). 

Prizes for essays were also awarded to students as follows: 


Robert G. Pledger (St. Thomas’s), Michael F. Dixon (St. 
George’s}, Eric Wilkes (St. Thomas’s), and’ Mr. “Asea 
c (Makerere College, Kampala, Uganda). 


edal to Dr. Gregg 


14 last the President presented to Edward Andrew Gregg 
the Gold Medal of the Association with the accompanying 
testimonial: a ` 
To Epwarp ANDREW Geco, M.D., L.R.CP.&SL 
It is with much pleasure that the Council of the British 
Medical Association, ; in recognition of your great-ser- 


` "$ 


? Xi d yo 
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vices to the Association and the medical profession, #wards 
to you the Gold Medal of! the Association for Distin- 
° guished Merit. 
Your unremitting labours on its behalf over a long period 
- of time have placed thé profession deeply in your, debt. 


' Before your election to the high offices in the Association . 


which you have lately held, you gave loyal and devoted 
service for many years, especially in. the interests of 
general practitioners. From 1919 to 1949 you served as 
a member of the London Local Medical and Panel Com- 
mitteo and of the Local 'Medical Committee which 
succeeded it under the National Health Service Act; and 
between 1936 and 1949 you acted as Chairman of these 
committees. In 1934 you were elected Vice-Chairman, 
‘and in the following, year Chairman, of the London 


Insurance: Committee.’ You took an active part in the - 
establishment of the London Public Medical Service, of . 


whichýyou were’Chairman for a number of years. You. 
bean 2, member of the Insurance Acts Committee of: 
the 


ation in 1920, and by your masterly chairman- 
ship of this important committee from 1937 to 1948 you 
made an out8tanding contribution to the work of the 


Association. The other central committees of the Asso- i 


ciation to which you have given valuable assistance are 
too numerous to be detailed here. 
Since 1942 you have served as one of the Direct Repte- 


sentatives of the profession on the General Medical y" 


Council. You were elected Chairman of the St. Pancras“ 


Division of the Association in 1942, and President of the - 


Metropolitan Counties Branch in 1947. You have been 
a member of the Representative Body of the Association 
since 1937 and of the Council since 1938. Your ‘colleagues 
in the Representative Body showed their confidence ‘in 
your capacity and judgment when they elected you Deputy 
Chairman in 1945 and Chairman in 1948. From the latter 
office you were called in 1949 to the highly responsible 
‘ and. onerous position which you now occupy as Chairman 

of Council. 
It is by no means only in the medical sphere that your 


high abilities and sterling qualities of character have ~ 


been recognized and rewarded. In particular your election 
_as Mayor of St. Pancras in 1925 brought honour both: to 
yourself and to. the profession which it has been your 
delight’to serve, 
It is not without a generous subordination of personal 
interests to the claims of public duty that you have com- 
bined active medical practice with vigorous and unceasing 


effort on behalf of the Association and the profession, A` 


. true son of Ulster, you have ever been a determined 
fighter in a just cause ; and your Irish charm and humour 
have served you well -in the gentler art of diplomacy. 
Intolerant only of hypocrisy and humbug, you have exer- 


cised authority with patience and benevolence ; and high- 


honours have not taken from you your essential humility. 
-All who have been privileged to work with youshive’ held 
you in the highest regard as a man of wisdom, òf fortitude, 
and of warm friendliness ; a man pre-eminent in faithful 
and effective service to the profession and to the com 
munity ; a man of Distinguished Merit. + 

In admiration, i in gratitude, and in affection, the Council 
of the Association now asks you to accept the highest 
distinction within its gift. 


` 


`The Presrenr, in handing the award to Dr. Gregg, sid: 
I have much pleasure at the commencement of my term of 
office in presenting to you the Gold Medal accompanied by 
an illuminated testimonial in which are recorded’ your out- 
standing services to the Association and the medical pro- 


fession. This is the highest honour which the Council has ' 


it in its power to confer, and it is never conferred save for 
outstanding services. It is accompanied by the good wishes, 


“of all the members, and I congratulate you most heartily. 


è 


President’s Address 


Dr. SıcHEL then proceeded to deliver his Address, which 
is printed in this mene Journal. 


L 
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Dr’ J. A. Brown, Chairman of the Representative Body, 
on behalf of all those present thanked the President for his 
most interesting address. In happier circumstances the 
address would have been delivered in South Africa. They 
regretted the circumstances which led to the abandonment 
of the South African meeting, but the South African loss- 
was their own gain in that they had had Dr. Sichel here 
to deliver his address in London. Dr. Sichel’s presence 
would strengthen the link which bound them to South 
Africa, and they would be able to tell them in South Africa 
how much they had enjoyed his company. The Association 
was accustomed to a high standard of presidential addresses 
and Dr. Sichel’s address matched up with its predecessors. 
In listening to him he thought it would be a good plan if 
the British Government kept him in this country to start a 
campaign in favour of fewer spectacles! It would save 
millions to the Exchequer. E 

After the proceedings in the large hall the President and 
Mrs. Sichel were host and hostess at a reception in the 
smaller halls of the building. Kee 





[j 


PROCEEDINGS OF COUNCIL 
Thursday, June 14 é 


Thé last meeting of the outgoing Council was.held on June 
14, on the second day of the Annual Representative Meet- 
ing. Dr, E. A. GREGG presided. À 

The death was reported of a former member of Council, 
Dr. A. C. Farquharson, and the Council authorized a letter 
of condolence to be sent to bis relatives. F 

The Council endorsed the action of the Chairman in 
nominating Lord Horder to represent the Association at 
the Annual Cremation Conference to be held in London, 
and in nominating Dr. T. Rowland Hill for membership 
of the committee of management of the International Hos- 
pital Federation. Dr. Clark Trotter was appointed delegate 
to the conference of the National Smoke Abatement Society, 
and Dr. J. A. L. Vaughan Jones and the Editor of the Family 
Doctor delegates to a congress to be held in London by the 
Royal Society for the Prevention of Accidents. Dr. H. G. 
Dain was again nominated as a co-opted member of the 
council of the Royal College of Surgeons. 

The Science Committee made recommendations, which 
. were adopted, for the awards of the Association prizes for 
nurses and for medical students, and for appointments to 
the Ernest Hart and Walter Dixon memorial scholarships, 
the four ordinary research scholarships, and the Insole 

` scholarship. It was also agreed that the amount of the 
Ernest Hart and Walter Dixon memorial scholarships should 
be increased from £200 to £250, and of the four ordinary 
scholarships from £150 to £200. 

The Council set up an ad hoc committes to revise and* 
bring up to date the Association reports on the relation 
of alcohol to road accidents and on tests for drunkenness. 

It was agreed that Lord “Boyd-Orr be invited to deliver 
the 1951 Sir Charles Hastings lecture. 

Dr. S. WAND presented a report from the General Medical 
Services Committee. Its principal contents appeared in 
reports, of recent meetings of the Committee in the 
Supplement, except for the latest developments on the 
remuneration issue, which were announced by Dr. Wand 
also to the Representative Meeting later in -the morning 
(see supra). : ; 

Dr. T. RowLanp Hix reported on action taken by the 
Consultants and Specialists Committee. These matters again 
appeared in the proceedings of that Committee already 
published in the Supplement. 

* Dr. O. C. Carrer presented the report of the -Journal 
Committee, which dealt with routine matters, and Dr. H. 
Guy Daw presented a short report on behalf of the Public 
Relations Committee. 

_ On the motion of Dr. C. METCALFE BROWN it was agreed 
ithat, with a view to securing the fullest possible measure 


of implementation of the awards of the Industrial Court 
on salaries of public health medical officers, the associa- 
tions of local authorities should be asked’ at the appropriate 
time to co-operate where necessary by a direct approach w 
any of their constituent authorities which failed to put.both 
the awards into operation. e 

Mr. L. DouGaL CALLANDER, chairman of the Building 
Committee, reported that a lease on favourable terms had 
been arranged for the tenancy. of the ground and mezzanine 
floors of’ the new south wing of the Association House. 
` Saturday, June 16 t 

The first meeting of the new Council was held on June 16, 
immediately following the close of the Annual Representa, 
tive Meeting. 

The Cmamman (Dr. E. A. Gregg) welcomed the new 
members, some of whom had returned to the Cound after 
an interval, and they were introduced to the meeting 
individually. rene > 

On the proposition of Mr. LAWRENCE ABEL, the Council 


, passed unanimously and with applause a vote of apprecia- 


tion to Dr. J. A. Brown on the termination of his two years’ 
service as Chairman of the Representative Body. The vote 
was a recognition not ‘only of his outstanding conduct of 
the Chair, but of his ices throughout the period as one 
of the principal officers’of the Association. 

A message of sympathy was sent to Dr. H. Alexander, 
a member of the Council, in his illness. 

The Council proceeded to elect the Council members of 
standing committees, and to consider the reappointment:and 
composition of the special committees. 

Dr. F. Gray and Dr. J. A. Ireland were reappointed repre- 


‘sentatives on the council of the Society of Medical Officers 


of Health. ' 

On the recommendation of the Staffing Committee, and 
after being interviewed by the Council, Dr. F. K. Kessel 
was appointed Assistant Editor of Medical Abstracts. 

Discussion took place on the arrangements for the Annual 
Meeting, 1953, which it is hoped to hold in North Wales. 
Welsh representatives on the Council reported on the facili- 
ties available at Bangor and at Llandudno, but some doubt 
remained as to adequacy of accommodation for the meet- 
ing. Ultimately the matter was deferred until the next” 
meeting of Council, when, the CHAIRMAN said, final decisions 
must be reached. It was stated that the North Wales 
Branch, with its 102 years’ continuous history, was extremely 
anxious to entertain the Association. 


a 








THE BRITISH MEDICAL GUILD 


At a formal meeting of the trustees of the British Medical 
Guild on June 15, standing orders were adopted, the Execu- 


' tive Committee was reappointed, and a report was received 


on the progress of the Hospital Medical Staffs Defence 
Trust. An appeal has been issued by the chairman of the 
Trust for contributions by members of hospital medical 
staffs at the rate of £1 for every £500 of gross income 
derived from hospital appointments. So far the amount 
received is about £2,000. 





REPRESENTATIVES’ DINNER 


At the conclusion of the first day of the Annual Repre- 
sentative Meeting, June 13, the representatives dined together 
at the Dorchester Hotel, under the chairmanship of Dr. J, A. 
Brown. Afterwards the representatives, joined the ladies, 
who were also dining at the hotel, for dancing. 

In proposing the health of the Chairman of the Repre- 
sentative Body, Dr. H. SKINNER Brown (Morpeth) said that 


t 


` 
s 


oe him week by week, almost day by day, 


4 
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the North of England Branch, to which he belonged, desired 
to do honour to the Chairman. They all greatly admired 
Dr. Brown for his sincerity of character, his weighty speech, 
and the firmness: and restraint of his chairmanship. The 
Association had always been fortunate in the,choice of its 
chairmen for its representative assemblies, and Dr. Brown 
had fully maintained the standard set by his predecessors. 
He also congratulated him on his recent re-election as a 


- ‘direct repr€sentative to the ‚General Medical Council. 


Dr. J. A. Brown, who was enthusiastically received, said 
how sensible he was of. the honour of being Chairman of 
the Representative Body. It wAs a great regret to him that 
he felt he could not offer himself this year for, re-election. 
In his position as chairman he had had the opportunity 
e during the past year or two of se¢ing the British Medical 

Association at work. The pile of documents which reached 
ve him a new 
insight into the amount of labour which was carried out 
on behalf of the profession. He had the opportunity of 
attending the recent Hastings Festival at Worcester, and he 
was grateful to the Worcester and Bromsgrove Division for 
staging and carrying into effect the arrangements for that 
function, which must have been an inspiration to all who 
attended. Hastings was a wonderful man, a man ahead 
of his time both as a physician and as a reformer. 

Why had the Association which Hastings founded gained 
such influence in the United Kingdom and in the Common- 
wealth? Partly it was due to the impressive figures of 


REPRESENTATIVES’ DINNER. 


` 


membership, also to the hard and often unrecognized work ` 


`~ of the honorary secretaries of Divisions and Branches. The 


work of the Council and its standing and special committees 
was a great factor, and behind them stood the Representa- 
tive Body, keeping a watchful eye, and always prepared to 
criticize and even reverse a decision without a qualm. 
Finally there was the Secretariat and the Journal under the 
able leadership respectively of Dr. Macrae and Dr. Clegg. 
- But there was more than mere organization—there was the 
spirit of the Association, fearless in its pursuit of what it 
believed to be right, in face of criticisms or blandishments 
or whatever it might be. 2 
Without: the help of the ‘British Medical Association the 
National Health Service could never have beem a workable 
proposition. Mr. Bevan had cast himself in various roles 
in connexion with the Service, but the latest was that indi- 
cated by Dr. Summerskill when she proclaimed herself the 
midwife. Did Mr. Bevan, then, claim to be the father? 
At all events, they as doctors had been left to hold a baby 
of apparently doubtful paternity. The bias of the Service 
was towards the hospitals, with the result that the general 
practitioner had been left in neglect, and he would still 
be neglected were it not for the efforts of the Association 
to restore him to his proper place in the Service. An 
example of the value of the general practitioner was afforded 
by the recent influenza epidemic. The brunt of the work 
was done by the. overworked and underpaid general practi- 
tioner, and, whatever credit there was for coping with 
the epidemic this year should go to him. In conclusion 
Dr. Brown thanked the Association for the support given 
to him-in the recent G.M.C. election. 





PUBLIC HEALTH AWARD 
NOT IMPLEMENTED BY MANCHESTER 


Manchester has advertised in the lay press a vacancy for 
an assistant school medical officer in terms that fail to 
implement the Industrial Court award, for the public health 


` service. An advertisement’ sybmitted to this Journal has 


been refused, and Manchester is the subject of an “ Impor- 
tant Notice” in our advertisement pages this week. 

As reported last week, Durham has also advertised 
vacancies the terms of which do not conform with those 
laid down by the Industrial Court. 
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Senfor Speakers 


The honours went again to the seniors. The younger 
representatives were not there, or at least not vocal. It 
was the accustomed voices that were heard aver and over 
again. Moreover, they were English voices, and Southern 
English at that. The voice of Wales, except for Denbigh 
and Flint, was seldom heard. Scotland scarcely spoke at 
all. Young representatives—young either in years or in 
experience of the Representative Body—who came to the 
microphone charged with motions from their Divisions made 
the mistake of reading written speeches, and reading them 
at a great rate, fearful, perhaps, of the time recorder and 
the red signal and chairman’s hammer. But written speeches 
antagonize the Representative Meeting—a meeting imme- 
diately responsive to direct utterance, such as the Chairman 


J 


- 


of Council so effectively employs, but impatient of the. 


prepared speech, and making no bones about showing; its 
impatience. ta 
e ~" £ N 


- No Bellowing 


in our Press colleagues. If in certain newspapers the only 


reference to the day’s meeting concerned the stamping on - 


the floor at the mention of the name of Mr. Aneurin Beyan 
or the description of village medicine-tasting parties, well, 
that is`a thing which no Public Relations: Comntitee, 
however carefully constituted, can prevent. Ry ae osha \ 


F J > < 
_Composite Motions _ >> : 

Dr. J. A. Brown deserves a high tribute for the firmness 
and courtesy with which he ruled the meeting, steering it 
through complicated agenda, and finishing just to schedule 
time, with no speaker hustled and no mation or amendment 
remaining undebated. He was litlped by, the new procedure, 
begun experimentally last year, whereby ẹ number of simi- 
lar motions are stàrred and TS the movers’ 


$ 


consent. into a composite motion. AMbute should also 
be paid to Dr. Wand, who, urtler the shadow of a recent 
bereavement, bore the brunt of the búsiness,, as chairman 
and spokesman of the cominittee concefhed, for two days 
or more, After he had delivered his Speech dn Thursday 
morning, occupying fifty minutes, in ich he sgid that a 
recommendation would be made to thefforthcoming Special 
Conference to ‘request arbitration of‘ the remuneration 
issue, there were demands from representativeggthat a verba- 
tim report should be made available, arid this was presented 
to representatives next morning A latér speech of his, 
lasting only one minute, in which, in reply fò a,question, 
he said what would „happen if arbitration should be 
refused, evoked the most prolonged applause“in the whole 
meeting. Ta 


< tion. 
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PUBLIC HEALTH AWARD 
INTERPRETATION OF CERTAIN CLAUSES 


After the publication of the first award by the Industrial 
Court the two sides of Whitley Committee C (public health) 
. brought before the Court certain questions of interpreta- 
The interpretation required was on: 

(1) the application of the assimilation clause of the award 
in so far as it relates to officers who were originally 
appointed at a salary in excess of the Asquith minimum 
, then current’; 

(2) the position of senior medical officers in authorities 
with populations below 250,000. , 


Court’s Ruling 


The Court, after receiving written evidence, has given the 
following ruling: 

(1) The true meaning and intention of the award so far 
as it relates to the scales of salary of medical officers of 
health is that each local authority shall ‘first determine, 
- within the limits set in the award, which scale is appropri- 
ate having regard to their population, other local factors, 
and the functional responsibility of their medical officer of 
health pest, and then assimilate their medical officer of 
health to that scale in accordance with the assimilation 
clause of the award. 

(2) The scale awarded in respect of senior medical officers 
is to apply, irrespective of population, to all senior medical 
officers in post at the date of the award—viz., December 8, 
1950 (and so long as they remain in the posts, then occupied) 
—and to senior medical officers appointed after December 8, 
1950, by local authorities with populations exceeding 250,000. 





DOCTORS’ PRESCRIPTIONS 


INVESTIGATION BY MIDDLESEX COMMITTEE 


The Medical Service Committee of the Middlesex Executive 
Council recently reported to the council on a question 
teferred to it by the Finance and General Purposes 
Committée for preliminary investigation. It concerned the 
dispensing of prescriptions by a company of chemist- 
contyactors which was on the local list of pharmacists. The 


presétj tions ‘had been issued by two doctors, father and 
son, Who weré-included on the-council’s medical list or had 
recenfly resigned from it. The father was at the time in 
questfén a dirééfor of the chemist-contractor company. 


The. father ‘wis notified by the Committee of their investi- 
gation; he madea written communication, but did not 
attend béfore it. |7, 

The- committee ‘Fported that, of 1,920 prescriptions dis- 
pensed by the company ‘during the four months under 
review, 1,153 hadsbeen issted by the father and son, who 
did not practise if’ ‘the county area in which the company 
did its business, ou in the. adjoining area some six miles 
away. 

Twenty people ir PENE of whom prescriptions had been 
issued attended and ‘testified.before the committee. 

In hbis communfeation to ‘tht committee the father said 
he had given up hfgirectorship of the company during the 
first month under seyiew, and that it was now controlled by 
another person beaifng the same surname. He had never 


practised in partnership with his son, though they had acted , 


as locum fog each- other. He had no financial interest in 
the compaty“ resignation from the medical list had 
nothing to do with the subject-matter of the investigation. 
* He said ħa had always made a habit of providing medi- 
cines for his patients: he often did so himself and recouped 


himself by means of prescriptions issued by him, which was. 


an advantage to his patients and of no financial gain to 
himself. At times he might have drawn medicaments from 
chemists and decided not to use them, in which case he 


z 
r 





used the surplus material for other cases, He was not aware 
that he had acted. illegally. 

The committee reported that, on the evidence before M, i 
was apparent that expensive proprietary substances appea 
on the prescriptions which the patient had never received 
and that quantities were ordefed on prescriptions far in 
excess of those which the patients said they had had from 
the doctor. It was clear that father and son were in the 
habit of deputizing for each other, and prescriptions were 
often signed by each with his own name with seldom a 
reference that he was acting as deputy for the other in 
prescribing for the other’s patients, contrary to the require- 
ments of Clause 8 (7) of the „terms of service for general 
practitioners. 

The committee regarded the ‘facts disclosed as most” 
serious, and, being of opinion that the executive council had 
insufficient powers under the National Health Service Acts 
and regulatioris, recommended that the «executive council 


should ask the advice of the Minister of Health on the 
matter. ' o 





i: N.O.T.B. ASSOCIATION 
ANNUAL GENERAL MEETING 


The Annual General Meeting was held at the end of March, 
when the report, including a statement of account, on the 
work of the N.O.T.B. Association. during 1950 was 
considered. 


Membership 


The report showed a medical membership of 655 at 
December 31, 1950, the dispensing members numbering 92 
firms representing 419 branches. Membership in both 
sections has already increased during 1951. 


x Incorporation of N.O.T.B.A, 


The proposal that the association should be incorporated 
as a company limited by guarantee and not having a share 
capital was unanimously adopted by the meeting. ' 


` Status of O.M.P.s ! 


The reduction in the examination fee for ophthalmic : 
medical practitioners in the supplementary ophthalmic 
service was fully discussed. Recommendations were con- 
sidered which showed widely differing views on ways and , 
means of improving the status of the ophthalmic medical 
practitioners in the service. ' It was unanimously agreed that 
the N.O.T.B.A. proposal to the Ophthalmic Group Com- 
mittee of the B.M.A. for the setting up of a‘special joint 
committee -to consider all aspects of the supplementary 
ophthalmic service was an important step to take. This com- 
mittee has now been formed with members from the Faculty, 
Ophthalmic Group Committee, and the N.O.T.B.A. to con- 
sider all aspects of the eye services! i in hospitals and the’ 
supplementary ophthalmic service. The first meeting was 
held on May 16. 

A letter, has been issued by the B.M.A;‘to all ophthalmic 
medical practitioners whose names appear on the Central 
Professional List asking for information which will not only 
assist this special committee in its deliberations but will be 
of great help in future negotiations with the Ministry. The 
N.O.T.B.A. hopes that medical members will answer fully 
all the questions. ‘The information given will be, treated 
confidentially. 

'' N.O.T.B. Medical Eye Centres 

Some additions and amendments clarifying and amplifying 
the association’s rules regarding N.O.T.B. medical eye 
centres were recommended to the meeting and unanimously 
adopted. ` 

A vote of thanks was extended to the chairman in 
appreciation of his work for the association, 


t 
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Correspondence 


; . 
Freedom arfd Responsibility 

Sir,—The frequent repetition of such phrases as “ lowering 

of the st&tus of the general practitioner” and the lke 

makes one reconsider what the function of the GP. and his 

place in society are. Can anyone lower the status of the G.P. 





. ASSOCIATION NOTICES ‘ 


except himself ? Is it not whatea man is in himself, and how - 


he lives and works, that settles the status of a man—or a | 
.GP.? Our thinking may be out of focus. 

Treatment of established disease in hospital is the least, 
perhaps, of the privileges of medicine. To treat people as 
part of their family unit, and to keep them fit to accomplish 
the Highest they sce, surely transcends this? In general 
practice ,we have-a vocation which we love. We come to 
know people personally as individuals in their own homes 
and family units. We know their joys, sorrows, ambitions, 
and character, and can assess the factors affecting health. 
In becoming a friend and counsellor we see that the secret of * 
happiness is as important as housing, and that morale and~ 
health are largely affected by a person’s attitude to life and 
his relationships to others- 

As G.P.s we are the only free, body of men and women— 
free, that is, to act or to speak as our conscience guides, 
unaffected by thoughts ‘of promotion or of dismissal: The 
responsibility, therefore, upon us is great, the privilegesthigh. 
What about the future? It may not lie along traditional 
lines. It is a more personal thing. When individual doctors 
begin to accept responsibility for what is happening in the 
world, and to bring a solution to their own personal prob- 


lems of fear, resentment, greed, and ambition, then and then ~ 
only will Medicine find the answer to its own problems and, 


the answer to the needs of the world. Without this answer, 
the G.P., and with him the rest of the profession, wiil,, 
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Association Notices 


Diary of Central Meetings 
: ! - JUW 
26 Tues. p Dermatologists Group Committee, 2 p.m. 
26 Tues. : Sppference of Dermatologists Group, 2.30 pm. 


27 Wed. . Amending Acts Committee, 2 p.m. 


27 ‘Wed. jlalogue Subcommittee, Film Committee, 
p.m. 
28 ipo Eéftonal Subcommittee, Joint Formulary Com- 
mitee (at elt, Pharmaceutical Society, 17, Blooms- ' 

le a bury Square; London, W.C.), 1030 a.m. 

28 Thurs. General Medical Services Committee, 11 am. 
? : S ‘Jury 
; 3 Tues, Joint Committee for Consultants—Pay-bed Sub- 
: committee, 11 a.m. 

3' Tues. Joint Committee for Consultants—Merit Awards 


» Subcommittee, 2 p.m. 


t'e Wed, Whitley Committee B, 2.30 p.m. 
i “5 Thurs. Empire Medical Advisory Bureau, Committee oe 
VA Ea Management, 11.15 a.m. 
("56 Fri, Services Committee, 10 a.m. 
i 9 Mon. Committee on Psychiatry and the Law, 2 p.m. 
` 10 Tues. Joint Formulary Committee, 2 p.m. 
i 11 Wed. Planning Subcommittee, Occupational Health ` 
` Committee, 11 a.m. 
18 Wed. Conference of Tuberculosis and Diseases of the 
, 1 Chest Group (at Taylor Institution, Oxford), 
ee i 5.30 p.m. 
. I9 Thurs. Special Conference of Representatives of Local 
q i si Medical Committées, 10 a.m. 
19 Thurs < Staff Side, Whitley Committee C, 10.30 a.m. (at 
à 4 * Room "105, pub ground floor, Ministry 
ea “| Health, Whitehall, S.W.). 
` 5, Thurs. bie Committee C (full omn z noon 
(at 1, Richmond Terrace, Whitehall, S.W). - 


assuredly lose his freedom. But with it we can reshape the `.. 
at 


kind of world we want to live in—I am, etc’, 


at 


London, S.W.4. j M. STEWART. ° 


Prolonged Injustice 


Sir,—The fact that the overall Cost of the National Health! 


Service has been so high is surely no argument against a. 
favourable adjustment of the central pool for general prac- 
titioners. It only serves to throw into relief the inadequacy 
and injustice of the general practitioner’ s femuneration, an 
makes him feel that he is looked * upon as the Cinderella off 
the Service. 

In my opinion it js wrong*to suggest’ that the present gue 


26" Thurs... -Radiologists Group Committee, 2 is 
26 Thurs. “'Conference of Radiologists Group, 3 pm. 
27} Fri, 3 eologists Group Committee, 11.30 a.m. 
E Fri. Cpterence of Venervologists Group; 2.30 p.m. 
; 
{ 


Branch ‘and Division Meetings to be Held 
COVENTRY Division.—At The Dra 


rs’ Club, Bayley Lane, 
Coventry, Saturday, June 30, 6.30 to 8.30 p.m., reception ‘at the 
invitation of Dr. and Mrs. James Ballantine. 

METROPOLITAN CouNTIBS BrancH.—At B.M.A. House, 


Tavistock Square, London, W.C., Tuesday, Sd au 231 2.30 pm, 


-annual general meeting. President s Address by 


of national economics should in any.way excuse such al 


prolonged injustice. The modest sum over which we- have: 
been negotiating for nearly three years’ is HO, more, ‘than a 
drop in the ocean of national expenditure. ¿In any, case, 






a financial readjustment could be madé within the Service 
itself. After ‘all, the general practitionérs are the stone 
joe the Service. nd bear its main burden. How muc eae 


are they expedttd to carry this burden, harassed by 


ties, postponeiuéats, injustices, and, in many cafes, 
of income gnd.financial hardship 21 am,ete., 
London, N.W.4™, "Ry, ee L, K. ‘Don ; 
tae, t y ` fe? , ee 
POINTS «FROM ‘LETTERS "ý 
No Question ` : i 
Dr. TRRENCE LYNGS Gohannesberg, South’ Africa) rit ites : In 
the Supplement of May 5 (p. 179) you print a letter of e with 


a ? after the sentence “ May I express my 
the .courteous and generous treatment I received on all sides 
during my visit.” The ? should not be there. I would like to 
uke i this ea to reaffirm my thanks to colleagues in 


appreciation for 


* Wednesday, June 27, clinical meetin 


Abel. - 
OXFORD Prvision.—At Churchill ull Hospital, Headington, Oxford, 
B. 
SOUTHAMPTON Drvision.—At ‘ Locksley,” Lock Road, Lock’s 
Heath, pe agia Sunday, ' July 1, 1, 6.30 p.m., cocktail party; 
8 pp m., 8) ae sper general mecting; 8.15 p.m., ordinary meeting. 


E} geat Queen’s Hotel, , Farnborough Saturday, 
une i Ey 3 pm. 7 th annual meeting. Presidentia Address by 


Apii be ir ep 


tt fFondon, E 


X 


ih 
G | The second annual meetin 


» her son, 


5 


A film 


TOWER laa rie Division.—At St, Andrew's Hospital, Bow, 
, Friday, June 29, 3 p.m., clinical meeting. 

7 TUNBRIDGE Watts DIVISION —At Kent and Sussex Hospital 
\ Tunbridge Well Thursday, June 28, 8.45 p.m., special general 


, Meeting. 
Meetings of Branches and Divisions 


SOUTH LANCASHIRE AND EAST CHESHIRE BRANCH 


of the South Lancashire and East 
‘Cheshire Branch was held at Mere Golf and Country Club, Mere, - 
Knutsford (by the kind invitation of .the Mid-Cheshire Division), 
on June 6. Dr. W. N. k (Winsrorg) was appointed president 
tfor the coming year and Drs, J. Boyd Fulton and Booth 
(Northwich) ' were elected , vice-presidents. The members were 
received by Alderman Mrs. Bromley-Davenport in the absence of 

eutenant-Colonel W. Bromley-Davenport, M.P., on 
Parliamentary duties. A golf competition took place and many 
of the members visited a salt mine at Winsford. 


: i Visit to Borneo and Singapore.” 
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THE ASSOCIATION OVERSEAS ` 


CONFERENCE OF DOMINION AND COLONIAL. 
REPRESENTATIVES ha 


The representatives of Overseas Branchés who had attended i 


the Annual Representative Meeting met -in codferencé,, at” 
B.M.A. Headquarters on June 16, Dr. E. A. GREGG, Chaire , 
man of Council, presiding. The President, Dr, Ay w S. 

Sichel, also attended. 

’ The Conference was addressed by Dr. E. GREY Tafa, 

Segretary of the Colomes and Dependencies ‘Committeé of!” 
the Association, who- ‘yeferred first to the compositiqn of = 
that committee. In order to ensure that alt jarge areas of? 
tke Colonial Empire were represented a proposal had Been 
approved for the co-option of one or two additional mem- 
‘bers. The dverseas members of the Assotiation numbered ; 
something like 20,000, but well over half*pf these wefe in 


the great Dominion Branches and largelyarranged their own“ 


affairs. It was with the interests of the 33 Branches in the 
Colonial Empire that the Committee was chiefly occupied. 


Pay of Colonial- Medical Officers er: 
Perhaps the most important item of the Committee’s deo 


said Dr. Grey Turner, had been the continuance of the nego- . 


tiations started two and a half years ago with’a view. to 
bringing the remuneration of Colonial medical officers’ into 
line with the levels of remuneration obtaining in,the United . 
- Kingdom under the National ‘Health Service. ‘The difficulty 
was that in the areas of the 33 Branches concerned therg’, 
. were great differences in conditions of service; ranging from 


Bermuda, where there was ‘prattically no Government ‘sex | 


vice, to the Sudan, where there was almost.a, whole-time 
Government service, from Kenya, where the’ specialist ser- 
vice was highly developed, to some of the West Indidn 
islands, where there was no- true specialist service at all 
The kind of figure which it was ‘decided to endeavour 16 
make general was, for junior medical officers, a scale begin- 
ning at £850 and running up to £1,600, and “for senior meui-. 
éal officers a salary, in the region of £1 ,650: The A.D.M.S. 
` should be at £1,700 or thereabouts, the D.D.M.S. at about 
£1,800, and the salary óf the director should be the same 
eas that of the Attorney-General or the Financial Secretary 
of the Colony. It had been agreed that junior specialists 
on appointment should receive the same salary as the senior 
- medical officer, with, in addition, consulting practice, and 
the senior specialist the same as the deputy director, again 
with consulting practice. 3 


s 7 
4 


The difficult problem arose with the smaller Colonies, It 
was not reasonable to expect a tiny island like St. Lucia to 


. c offer the same salaries to its medical. officers as the great 


_ territory of Nigeria. Each Colony had to be looked at by 
‘ itself and an endeavour made to, group it with some con- 
tiguous area- Zanzibar and “Aden, ‘for example, with East 
Africa. À . 4 

The Problem ‘of Private: Practice - 


A perennial problem was that of private practice’ by medi- 
-cal officers in the Colonial Service., In the case of doctors 
employed whole-time by. local authorities or universities in 
the home country, of course, nobody had suggested that 
+, they should be allowed to earn’ private fees, and-some years 


_ ago the Colonial Office:decided that the practice should be , 


z’ abolished in the Colonies: But-in many parts of the world 
# where, for example, there. were not the resources in medical 


4 man-power available to cover the mercantile community who - 


ere not Government officials, such abdlition was impracti- 
„cable. The Colonial Office had ‘drafted a memorandum on 
“the subject, and -the ‘Association had made comments ; but 
<for the present these must be regarded as confidential. 

à One point to be taken’ up ip future negotiations was ‘the 
y difficulty which Colonial medical officers experienced in 
having’ their childrea educated: The suggestion had been 
made for a special school in this country for the purpose, 
‘but the segregation of ‘the chifdren would be unfortunate. 
More. to be,"tommiended was ‘the.suggestion that special 
places be sef aside in boarding schools for children of over- 
seas fsa The natter of interchange with the National 
Health Service had been broached; but while there was 
1 sment if principle it bristled with practical difficulties. 
en there wag, the problem ; of- early retirement. Formerly 
inet medical officer retiring with & “substantial pension at 
45e6r 50 was able to edme, back-to this. country and sup- 
plement his pension by income“ fiom a Bought: practice. 
But’ practices Were now no longe? purchtisable, and the 
man who had’ ‘given the.best years of his Tife to the Colonies 
was} apt not to” be regarded favqurably as..a candidate for a 
vacaney in the ational Health Service. Early retirement 
from. the Colonial ‘Setvice, once, an attraction, waf now a 
disadvantage, : 

Turning to Branch affairs Dr. Grey Turner said that a 
model set of rules for overseas Branches had been formu- 
lated. It was desired to have in each ‘Branch area a first- 
class local agency’on which Headquarters could rely for 
information and action: Efforts were being made to improve 
the service to overseas members stil further. Many overseas 

3 i ” 2423 
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members would be eee to have the ase of the lending 
library, but the appropnate committees had decided reluc- 
tantly, on the ground of the ume which would bel taken for 
ethe transport of books, that this was not possible, A scheme 
*had been devised’ with a well-known medical circulating 
Ld 
library by which group subscriptions could be taken out on 
behalf of overseas mremrberapbut.the scheme cost money, and 
at the moment the Finange fommittee was fooking askance 
Al new expenditure. 


pee 
A World Toure.: 


F 
Finally the speaker took his hearers on,a sapjd world tour. 
In Fij there was conevrp about the status of locally licensed - 

practituoners, The Hong Kong "Branch was thriving despite 
the troubles im Chika ald Kotex. Thenew Borned Branch 
e was setting down-well Malaya was ‘the biggest colonial s 
Branch, Vut did no} sypgply much news, Thea new Middle 
East Branch would, have a grear part 16 play. The Sudan 
was Passing through 4 „diffigyl; phase’ Cyprus wag an area . 
~of developing heal See with a*medical service" very badly 
paid. The, Eqs} and C giral African, Branthes were in good 
shape He had High’ *hepesuhatse: Branch would be estab- 
lished in the Gold Coast this yegr  ‘Si€fra*Ltone, after a ^ 
period aÈ quiescench We snow starting tts'më¥etings again 
The ‘confgrence of the Cgnbbean Branches held last 
January under the | ‘pregigency of Dr., H. Guy Dain was a 
great success and a number of important proposals were 
brought forward**atd these’ fad been received sympatheti- 
cally by the Colgpial Office. A council of the Caribbean 
Branches was lọ be set up-and- would hold its first meeting 
m Jamaica ih the’ datumn of this year He also mentioned 
the “unattached” memUérs’’of the Association—in*-the 
Seychelles, in, Somaliland, and elsewhere - The fact that 
there was no Branch in their area did not mean that they” 
were forgotten - Headquarters took the same*active interest 
im their affanrs. i 


owe y 
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Discussion fuss , 

Dr. P. W HOTON (Uganda), after expressing ‘the gratitude: 
of his Branch for what had been done by the Committee ir 
effecting improvement of: salary scales, mentighed: sofe of 
the difficulties of liaison between, Branches in the, Calpnies 
and the parent‘body It would be a goad idea if eae 
so far as possible let the parent body habigivhall way of 
their members were on leave. : 

Dr D. J. M. Mackenzie (Nyasaland) sai 
had wished him to bring up, the question..o 





at his'Bfancit > 
e'u low 


salary scale of newly jomed medical offictisgesomAef these ya 


ae 
men had a difficult unte iy makahg ‘eags macy ees 
question of private practice was jied u sta 


ed apewith sal 
mahe “discrey 


ta 








Dr. Grey TuRNER said that there were three argwmen 
which could be used to justify’ an expatriation allowance}, 
The first was that an officer working away from, his cduntr’ 


4 
¢ 
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of domicile was put to a greater expense thpsj- an sflicer ý. - 
working in his own country. The secénd-was de Lan cae 
was entilled to some rgwhrd. oc compenga tioffory 


rose out ok kihe „ma the 
E it. Sugh 


E 
lan ai 


takıng to be mobile. The third’ a 
value of doctors, which;'wasshoi f 
world The Committee ahowevelwvoukt net É 
discrimination in pay solely on the rounds of 4 
Dr F L. G SELèY ( 1geria) spoke about m% 
in his aréa. Dr. R Kg poo Nashoni 








that the Government in‘ “Southe Rhoesant on inga. 
Jhe preparation of a regier of SPayalists, ahg ea nok Vp J it 
Moopy (Middle East) ant Dr $, F. THomsoNtfNew Sosih wY 
Wales) confined themselyes to,complimediar . oe > ; 
The CHAIRMAN OF COUNCIL sdah, pa HR y int recent A 

















times. the British Medical As a Fev 
interest in the concems of its me 

that opportunities for personat? 

‘spoke with pleasure of his ow 

-hechad visited during his tour ti Niat ang, 
" thë previous year. He had hope this year 
of the African Branches during ,th 

- the Johannesburg meeting, b ‘ 
-ıng had prevented him from hagi 
„he drew tention to the wor 
"sory Bureau, whose director. 4 
ready to advise and help-% 


: Kingdom, particularly, mi o -Da tee 
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Colonies, 
“On the second diy or the At 

‘Hune 14) a Ifncheon was~#ven 

at the Russelk Hotel, when Drs. J. A 

of the Representauve Body, welcomed. t 

Dr. A. W. S ‘Sichel, President- Fecr, 








AIMS .OF FUTURE LEGI 
a: Conference *of he Psychologie “Medi 
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In his area private pracwce d n ofA, Dr BS” LEWIS -Sajfeiha! aes 
the D.M.S. In the circumstan i the Calppy th Pisang yatida, 1S, 7 pouRiry kisla ha cee 
not enough private practitigqners toserve the: Lato: ulaf 3% irëgi ` rowatae Ainacy afd meptal dclicigacy- hete á : 
tion Therefore, apart from” Nor Vee S as a thad |] ee no leg tion for mentkl heafit. * All i slayon~ | ae 
concentration of non- Goveinment* dogtdrs, y Rad? ) touch! Fort psydkuitry. shi Ida,be >one ihitepraied * ee. - en 
to be döne by medical officers trjhe servic S akihe ole that th e ka of ne an er of cerjqan” of patenis ca 
“unattached ” members, he megg call mieleen, ‘agbeing a Ha sd that. among- “tAterested Ys 
in the High Commission teyritarie “y he an Min ment al de iena h aai o bjeçtion to, term “gigatal i 
Dr D R. McPHERSON (Cenlfal’ Milya) Ahna Tiiethe Gdgtective; an hae brett to be for a Wange 
increases in salary received borg? lyaayysmajy relation, to tg, nante. . Un r Wiriern Ireland “lepsslagtg th ses 


the increase in cost of living, esthef at e on | in Malaya, °, 
and many of the’ increases were ensfopiabl ve Tha? fect 
of political developments was init ritel felling Colanies 3 
such us Malaya It had not brought ther carears to a_pre- 
mzture conclusion but they felt da ‘political detofiments “H 
were being given undue wergbt when thei# claims i oF, beng 
considered. 

Dr. M. C. F. FASKON (Sierra Leone) referred ith thé, ex- 
patriation allowance, and said that o was,a Behtg in , 
West Africa that, owing to this allowance, men yho were “ 
equally qualified “did not get the same amount of pay for 
the same work. In his own éarly days no children of 
European officers were born in West Africa, but now n 
was very different. The young medical officer came out 
with his wife and children and was not maintaining two 
homes Thus the argument for the expatnation allowance 
fell to the ground, 


` 
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were siwd" Y those of ‘hrres¥d or incgriplete - 
ment Ynd thé Fhe Nile person snes 7 aes 


Lor 7 socially ‘inefficie 
i large Body df opt A ocabuerc hat eresia wri See e 

1 sect ut 
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Hoh for hramtatning ur gřades of mental 
he point which-struck the Jayman in this 

absap ce ye. provision for Véluntary admissione’; S Sad 
ihera not "be tenfporary care for the vrrentally % eras 
well as for those.of unsound mind ? Sir David Hendérson 
had stated that he could see no agaist: régspn why the 
procedure governing certification shodld be different in the 
case of mental defectives from what it was in*The’tase of the, 
person suffering from menta) disorder The.two.conditions— 
were part and parcel of the’same problem—imability because 
of dysfunction of the mind to adapt to the ardinary condi-, 
tions of social lfe The Mental Treatment’ At might be 
apphed equally to the mental defective. 
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{omge to ‘the question of mental illness, he said the Dr. -B. Ht Kman held that the certification of mental 
ch gories for admission were four: voluntary, temporary, ‘defectives tinder the dge of`5 should be abolished com- 
. Sertified,, and “Broadmoor.” Were these adequate ? Were pletely. There was no advantage in such classificatioi, e 
there Mot some who; just as “ patients,” might enter and which must be merely on thè ground of their antecedents. 
zlcayesgititeentals hospital in-the sameway as patients went -Occupational services with special schools should be the 
“ito: and, ouf pt a_general. hospital? As for voluntary responsibility of the*.education -authoritys as should the 
~fpatichts; ome. advocated: * that *nbdice to leave should be educational provision for residential patients, 
x sie eli ‘Hiree tè soveri Ways,:dad others that patients | 
- ca u tor minima -geriod; af detention. He was’ 
ie Mew pain ng ae a se-it would _ithpair the voluntary principle. Mental Hospital- Beviors ‘and Outspa tient Work 
ží 3 Conc rid ileal patients, a lead : yas given by Northern Dr. T. P. Rees asked td what extent, the present short- 
pee elangségis Been serereby tcporary: patients came in for comings were due to faulty legislatign ‘Gr“to the fact that 
F is yearn which ‘egyig be gxtended. In Northern: . full use was not ma mee pf existing legislation. Before any 
7 Eralrelatg too, Sly. one thed{c&¥,certificate was required, but.» treatment under the Mental Tyeatrhen Act.could be worked 
ChE two Sica ye greater ptotectian to the patient on the - Successfully it “was desirable that the. same “doctor, ‘should 
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too we leg - set NE ee 





“sc one band. een “the doctr- the other. do out-patiéit Work-in the area and work"in the hospital. 
"4 Sax arks oe reg fse mental hospitals was concerned, Some people had suggested the’ abolition öf -the voluntary - 
od acres, a at dealt to he said for simplification of class of patients. He had madeit a practice before giving 
Sor TERU Friant be done to modify the ordeal-7/a voluntary. patient a prolonged insulin course of asking 
t SGP etitiaats A daher relatiggs of an interyjew with the “him fo give an undertaking to ¿Stayin hospital until the 
Mischarg committee, CEA r e _. treatment was tompletedy - He “Woiild hesitate befpre doing 


ae agthodbh cf{minal psychiipaths were a relatively small away with the. yoluntarycategory altogether. “With an 

_ class, h ge ht that- es provision should be made adequate out-patient service, and the hospital: staff, dttend- 

O F. for thorh É ocita at ecient fn--Denmark, but ing the out-patient clinics, there-was no diffleulty in getting 
a he was Ņ wh@ther the P itish public would accept the patients to enter the mental hospital’ as voluntary patients, 

7! what wie INHI W an- Tiefer ate sentence. Bet some provided they were told what was going to happen to them 
E a in statutory Epron "i sHóuld be made for psycho- in hospital. For the past six years over 90% of the admis- 
ak oa ga and. 1 gpeciticdlly for*sextal’ Gffenders. He hoped that sions at his-hospital had been on a voluntary basis. When 
ao nee’ Ac ef avout: recpgtijze. that sexyal. offenders were a all was, said and done, certifieation was a - very small prob- 

jp- psychiasgitieproblem. Some differgnffation’ s should be made, lem... ‘He would make certification a little more difficult” 
in homosexual cases between offences” between, adults and _ If there was one way in’ which they could lose public confi- 

<< £ “one chifartn? “Eé doubted whether they “dence it was- by taking on their own shoulders thè certifica- 

ag yet in a, ayposition to Jayé#down anything definite about tion of, patients, 

i 


$ prevent aspects of „mental healthy: they could ` Dr. SAWLE THOMAS said that ` ‘one- of the. difficulties in 
pene pious, ho opes ay 3 see we money = set apart getting- patients intd ‘mental -hospitals in the time required 

_* for fipstigat ARY ~ was the-complicatién of the methods of admissidn. These 
Fim S £ Sigs e =- + #° , should be reduced to a minimum., With régard to meital 
ly ie z Vo iba Patient $ . deficiency, coyld not children be‘ admitted bythe sdme 







“a PÈ. Le sajd that he would” perpetrate a drastic ` procedure as- for Voluntary Patients under 16, on’ the 
ae operation” on t & existing Lunacy and ` Mental Treatment- applicatfon -of whoever was responsible for the hild? . 
Pog Acts, 4 He thou tthe only clauses, suitably amended, in = "Dr. A- TORRI said that certain differences of opinion 
Ra a present Acts whist! were “quired to ensure that patients’ ‘ which had mani stod thémselves in that discussion showed 
(4 $, trebtihent på p -those „which _ would “bring unwilling: that they, should: jake a leaf out of the book of the social 
: > Panis fly patients without- Volition under treatment if: __ scientist „and have*ah adeguate’ survey made to show where 
e` they. needed tit >/He “` “wouk? retain voluntary ` treatment --the gaps “ahd the- plessures «were; * and then, having. made 
7. 7 amer a Mental Treatment; Act forthdse-patiens whe? Äheir plan,;they “sHotild give-it a.ttial run. 
i wished for such’. treatment For.thosewho had no`wvoli- <- Ig the cpurs€“of*futther: discuśsion Dr. Doris ODLUM 
. tiot:gind’nedded™ indoor “Hospital” tredtmeént he “would “use drew attention To ther memorandum on, sexual offenders 
Ra at teniporary wtredtmeérnt clause in: ‘th Moentak ‘Treatment - épublishtthdast yéar by the. Joint Coininittée on Psychiatry 
Fexct-aqt he would Have oñly ‘Une: medica} certificate, for “ang the Law, in“which maity*of the oe raised by speakers 
Staya was a ‘little hafd in ‘rirralareas to find two practitioners that afferridon ‘were , discussed. “ WILLOUGHBY CLARK 
one .of w! om. must’ be approved by the Rodd of Control- _ contested “the suggestion that” out-patient clinics should be 
For thos patients, mho- had valititi whto were cerfainly ~ ¿kun by -the ' dottérs in’ aat hospitals, He also thought 
-g tf need o£ mental hospital tredtment but declined tavtake that nozdoctorvshould. be wed ¢ to stay inside a mental 
it, he- -would use fsection 11: provisional -trgenty ‘order —" hospităk for nire than five. . Years jat a stretch; he should 
that iste pm would be admitted-pnly on ‘ohe medi~ -Ahen EE far$wo Yearsinto genéral practice. Dr. PETER 


‘e 


ù cal e, grid, that. would last fop æ certain term and 7, Caarcroysthou t that the„bùilding up of a good domiciliary 
there A be authdrity for further cofsidetation. - service, with be duf+pafient clinics in' association with the 
@-resfil€ inza. ‘high: vohintary &dmission rate. 


As‘ for, _patients-Already i in cea urgdez temporary ctin fospitaky wou 
7 cate IÈ Qegenoysbrder | and who r quired furthe ecu nt; - Dr. RUBENSTEIN, Dr. "M. Sp, Dr. Harris, and others made 
eta keep them, under cffftifictte By the metlieal officer `. brief contribisttons to the discussion. 

A for g etiods to be determined? “So far ps. pgucho- ‘7 The CHARMAN DË Masofield), in summing wp, said that 

"Bag € ntefned,, he was-very unha ppy;aboug, treating > he still adyocated therincreaSed use of temporary admissions 

the psycho h ppader i any legislatiojt-at the present moment. withotit the hedging round-of volition’ or -hon-volition. He 

Publig. inip Wag»net ripe for ‘jt, and nót enough was Wanted to see all ‘Patients who were non-voluntary admitted 

known “about the, „psychopath. It was not right to bring in as temporary patients. He; said’this because the admission 

legislation committing People i in some cases to indeterminate of a panien! wis a;‘medical matter; he wanted tò see the 

sentences. = - A justices ouf of it. He remembered: many of the comments 

Mental defectives should surely. only be admitted to ‘made by responsible people when the 1930 Act was passing 

: colonie’’ if the colony could provide, the kind of training through Parliament. There were hospitals which, very soon 

z required and onl¥ to’ be given theré, or at least could start after that Act had come into force, were admitting 40 or 

; them in training, which could be carried on ia the com- 50% of their patients as temporary patients. 

munity. He MBuld not see why the institutional training of - While he agreed that not all-out-patient work should be 

the defectives should be under a differtit authority! from done by the doctors in mental hospitals, he did not think 

the onggresponsible for the training of the defective who such doctors should be debarred from working extramurally. 
was not institutionalized. DA Š After all, they, .were the pioneers. 
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e MERIT “AWARDS ` aa 

eo” INFORMATION SENT. _TO COMMITTEE, ; 
Spécial forms are kept by every hospital board “by. means 
of -which congultants mgy send information about their 
qualifications, . appointments, publications, and any other- 
activities in their” career to-the Merit Awards Comniiftge. 

- These forms were sent to every consultant,when the Awards 
“Committee: started work, and they are sent to all new con- 


_, sultants on appointment. ~The information is of great impor-~ 


. tance to the Awards’ Committee, which: wishes to be_kept 
, informed of up-to-date information about consultants’. 
careers, - ` 


e Every cohsultant has free access at any time to'the Awards 


“1 ° Gommittee, and all information,, advice, or complaints will 


be received readily . by` the committee. Communications 


’ shdtld be. addressed to the secretary, Distinction Awards 


Committee, Ministry of Health, 23, Savile Row, London, 
“WA i . : 


of ee ee x 





Cs. TEACHING HOSPITAL. APPOINTMENTS 


x ‘ bers. 


~ 


‘Appointments, mainly to fill vacancies caused by the retire- 
ment in rotation of, one-third of the members, have been 
`. made to the boards of governors of the 26 London teaching 
. hospitals by the Minister of Health. Out of a total of | 
~ 240 appointments 209 are reappointments of,retiring mem- 
There are nine ‘appointinents outstanding. Members 
of these boards all serve in a voluntary capacity. Tenure 
*_ of ‘office will be for three years—until March 31,1954. 
~ Another one-third .of the members will’ retire on ~ 
March 31, 1952. Total’ membership of the boards, exclud- 
ing: chairmen, is 643. Those _reappointed or; newly 
appointed for each board are aş follows, the names of 
medical members being in ami capitals: cr 
Royal Hospital of St. Bartholomew = Reappointed: = 

- George Aylwen (chairman); Dr. Gporag Granam; Dr. 

- Harris; Mr. J. B. Hume; Lord Huntingfield; hue S 
Halpin; Mr. R. C.-Hammett; Mr. H. K. Eaton Ostle; Mrs. 
_ A.L. Reeve; Alderman C. H. “Simmons. New Member : 
Professor A. Wormali (London). 

: . London Hospttal—~Reappointed: Sir John Mann (chaifman); 
_,, Mr. A. G. Allen; Professor J. D. Boyp; Mr. S. F. Johnson; 
“Mr H. R- Hobson; Mr. F. T. Baldock; Mr. 'T. O'Leary; Sir 

- Albert Stern. New Members: Mr. V. J. F. Lack (London); 

Mr. T.- Aitken (Goodmayes, Essex). One appointment out- 

standing. 

Royal Free Hospital —Reappointed: Mr. Geoffrey Bostock 
(chairman); Lady Lucan; Mr. Jobn Bruce; Mr. B. M. L. Fynn; 
Miss Guapys Hui; ‘Dr. T. J. Hoskin; ,Miss A. M, C: 
Macpuerson; Alderman E. A. Minter; Sir Frank , Newnes; 
Miss E. M. SCARBOROUGH ; Mr. W. R. H. Steer. 

University College Hospital —Reappointed : Sir Alexander 
Maxwell (appointed chairman vice Sir Harold Wernher); Sir 
Hasairon FamLeyY; Sir ARCHIBALD Gray; Miss S. GRIFFITES ; 
Mr. George Mitchell; Dr. ANprew Torrmwa; Miss D. E. 
Westmacott. New Members: Lady Iris Capeli ndon); Mr. 
W. Robinow (London); Mr. B. H, Russell (London). 

Middlesex Hospital —Reappointed : The Hon. J. J. Astor 
(chairman); ` Mr. Ronald Chamberlain; Mr. W. Holmes; Sir 
Desmond Morton; Alderman H. R. Neate; Mr. Ernest T. 
Thornton-Smith ; Sir Hugh Turnbull, ‘New Members; Professor 
` RW. (London); -Professor A. Kexwick (London); 

Dr. D. E. rorb (London); Mr. Paume Woes (London). 

Charing Cross Hospital—-Reappointed: Lord Inman (chair- 
man); Mr. John Adamson; Mr. W. H. Bateman; Mr. W. N. 
Chellingworth; Mr. E. A. Croox; Mr. .A// O. Gray; Dr. 
BERNARD HOMA; Miss Kathleen Proud; Dr. E. C. WARNER; 
Miss E. S. Laing. New Member: Dr. E. “Grunpy (Wembley). 

S George's Hospital—Reappointed: Sir Walter Monckton 
(chairman); Mr. Anthony Greenwood; Mr. E. K. H. Hilleary ; - 
Mr. P. J. Jory; Mr. R7 MaRNHAM ; Mrs. A. I. M. Adams; Mr. 
Ivor Back - [singe deceased]; Mr. A. H Clarke ; Mr. L F. 
Salmon. One appointment outstanding. 

Westminster Hospital.—Reappointed: Lord Nathan of Churt . 
(chairman); Mr. A. Lawrence ÁBEL; Mr.' B. P. BROCKMAN ; 
Mr. H. E.~Harpina; Mr. A. G. Linfield ; Professor R. J. 
PuLvtrTAaFT; Mrs. Jane Lesser ; Miss M. C. Robertson; 
Mr. R. B.,C. Ryall; Sir Geoffrey Shakespeare; Alderman T. 
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St. Mary's Hospital. e appointed r Mr., Anthony G. de- 
* Rothschild (chairman); Mr. V. ZacHarY:Corg; Alderman Mrs. 
E. Daniels; Mr..H. Floyd; Dr. G. B.. MITCHELL-HEGGS ; Dr. 
S. L. Snapson; Mr. H. B. Verey; Sir Adrian Carton de Wiart; 
New Members: Professor. R. CRUICKSHANK (London); Professor 
C7 G. Ros (London); Mr. J. F. Snaeson (London). 

Guy’s Hospital—Reappointed: Lord Cunldfe (chairman); 
Mrs. G, M. Barlas; Mrs. Iris Brook; Dr. J. M. H. Camp- 
” BELL; C. J. Conway; Sir Patrick ‘Ashley Cooper; Sir 
WInLins KELSEY Fry; Mr. O. Gaver Moraan; Mr. F. J. O. 
Prescott; Mr. L. B. Wimble, New Member: Mr. R. J. Mellish 
(London). ae ‘ 

King's College . Hospital—Reappointed: ‘ Marquess of 
Normanby (chairman); Mr. T. H. Barr; Mr. P. R. Colville;° 
Mr. L. M. E. Dent; Mr. M. V. Ely; Viscountess Hambleden; 
The Hop. Mrs. S. L. Henley; Sir Csc Waxssy. New- 


a“ 





“— 


Member: Mr. W; I: Dacosrr (London): One appointment out- |: 


stand 
St an Hospital—Reappointed: The Hon, Arthur J. P. 
ca (chairman); Mr. E. F. Crondwell;“Mr. F. H. Elliott; 
Mr. W. G. R. Boys; Sir Jack Benn Brunel Cohen; Mr. J. R. 
~ DICKINSON; Professor T. Pomerer Kinnear; Mr. A. H. Mont- 
gomery ; Mr. &. H. O. B. Rositson; Mr. L. H. Simmons. New 
Member: Sir Caartes Max PAGE (Faversham, Kent). ` 

Hainmersmith, West London- and St. Marks Hospitals-— 
Reappointed: Dr. SomerviLıý Hastings (chairman); Mr. G., F. 
GRANT BATCHELOR; Sir ALIEN DALEY ; Judge J. Norman Daynes; 

Dr. CurmserT E. Dukers; Sir FRANCIS- Fraser; Mr, Geoffrey 
Huddle Mr. T. H. Jones; Mr. A. E. Tyler. One appointment 
outstanding. _ ‘sy 

The Hospital for Sick Children—Reappointed : Mr: T. H. 
Bischoff (chairman); Sir ALLEN ‘Datzy; Mr. T. TWISTINGTON 
Hiceiss; Mr. C.H. Hodge; Mr. Patrick Kirkman Hodgson ; 
Mr. Eric Ivan Lioyp; Mr. A. E. Middleton; Dr. Groras 
Newns; Dr. B. SCHLESINGER. New Member: Professor T. H. 
Marshall (London). 

National Hospital jor Nervous Diseases .~Reappointed : Sir 
Ernest Gowers (chairman); Dr. W. RusseLL Beam; Dr. E. A. 
CARMICHAEL} Sir ARCHIBALD Gray; Mr. A. C. Longland; Lady 
Milverton; Mr. P. D. Power. New Members: Mr. 
Wareham (London); Mrs. O. Deer (London). - 

Royal National - Throat, 
appointed: Mr. E. E. Taylor (chairman); Mr. F. R? Hiloart; Mrs. ~ 
-Mary Haydn Davies; Mr. G. H. Howsiis; Mr. W. Humphrey ; 
Mr, R..N. Wright. New Members : Mr: M. P. Ertis (London); 

Mr1J. C. Hose (London). 

Moorfiel Westminster and Central \Eye Hospital. = 

Reappoin' : Lord Luke (chairman); Mr. E. P, Carter; Mr. `A. 


F. C. 


: Gorman; Mrs. A. L. Hollingsworth; Mr. George Parker-Jervis; - i 


Earl of Rothes; Mr. G. C. Stanley. New Members: Dr. Frink 
ELLIOTT (London); Mr. Harry Hutchinson (London). . 

Bethiem and Maudsley Hospitals—Reappointed:: Dr. C. 'P. 
BLacKkeR; Mrs. Kathleen Wilson ; Alderman’ T. E. Morris; Mrs. 
N. C. Runge; “Dr. E. F. SCOWEN. :New Members: Lady 
Norman (London); Lieutenant-Colonel G. J. C. Welch (Lon- 
don); Alderman J.C. Maclean (Welling, Kent). 

St. John’s Hospital. for Diseases of the Skin —Re- 
appointed: Mr. I. A. M. Ellison-Macartney (chairman); Mr. A. 
Franklin; Dr. G. B. Mrrcnei1-Hecos; Mr. A, D. Long; Miss. 


Dorothy Fox; Dr. SEYMOUR Cocurane _Smanxs; Mr. S. I, 
Salmon. . \ 
Hospitals for Diseases of the Chest—Mi. Widdrington- 


Stafford has been appointed chairman for the rest of the period’ 
of his office—that is, to March 31, 1952. Reappointed: Mr. R. C. 
Brock; Sir John. Little Gilmour ; ‘Dr, J. L. LIVINGSTONE; Mr. 


H. K. Eaton Ostle; Mr. V. C. Taompson; Mrs: Sarah Candy: i 
Mrs. Marguerite Watsoń. New Member: Dr. Grorce Smo — 


(London). Three appointments ‘outstanding. 
Royal -National Orthopaedic Hospital. S Reappointed : Mr. 
(Louis Fleischmann (chairman); Sir Henry R. K. Floyd; Mr. W. 


Morgans; Mr. H. C. Willig; Miss M. Joan Wood. New 


Member: Dr. REGINALD ' NASSIM London: One appointment 
outstanding. ° 

National Heart Hospital. —Reappolnted Mr.: J. 
(now appointed chairman); Mr M. F. Cohen; Dr. T. F. 
Corton; Sir FRANCIS FRASER; Dr B. T. Parsons-SMira. New 
Member: Mr. E. G. Gooch (London). B 

St. Peters and St. Pauls Hospitals. —Reappointed ?, Mr. 
L. E. D. Bevan (chairmán); A. McN. Farquhar; Sir Bertram 
Galer; Mr. A. R. C. HIGHAM; Mr. J. Russel Kelly; Mr. L. G. 
Mitchell-Innes ; Mr. H. Short; Mr. H. P., Winssury-WarTs. 
One*appointment outstanding. ‘ 

Royal Cancer Hospital: —-Reappointed : Sir Edward Stewart ` 
Cripps (chairman); Professor lan Amp; Dr: P. E. THOMPSON 
Hancock; Mr. G. L. Jacob; Professor W. V. Mayneord; Mrs. 


t ~ 


Nose! and Ear Hospital.—Re- 
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Noel Patrick; Mr. G. Č. Stanley; Mr. Claude S. Harvey; Dr. - 
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E. A. CARMICHAEL. =. . 


Queen Charlotte's and Chelsea Hospitals —Reappointed: Sir 
Frederick Minter (chairman); Mr. H. G. E. Arrsure; Mr. A. 
Goopwyy ; Viscountess Jowitt; Mr. E Musgrove; Dr. CHARLES 
Newman; Mr. A. M. Niven; Lady Ogilvie; Mr.` Alan Sains- 
bury; Mr. G. Whiffen. z 

Eastman Dental Hospital—Reappointed: Sir Frank Hillyard 
Newnes (chairman); Brigadier R. A. Bropericx; Sir “WILLIAM 
Kerssy Fry; Mr. B. M. Lindsay Fynn; Mr G. Meekcoms; 


Mr. W. R, Young. New Member: Mr. G. J. Parrrtr (Reading). 
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PUBLIC HEALTH AWARD 


“SUPPORT BY GENERAL PRACTITIONERS 


An important extension of-B.M.A. policy has been made in 
order to ensure that public health medical officers are sup- 
ported by general practitioners in gaining implementation 
of the Industrial Court award. This was expressed in the 
following resolution passed at the Annual’ Representative 
Meeting on June 16: 

That, if local health authorities do not implement the recent 
Industmal Court awards to medical officers of health, then 
general practitioners should give full support to the medical 
officers even to the extent of refusing to undertakegany local 
health authority appointments until such awards are implemented. 
= In the past general practitioners have been asked to sup- 
port: their public health colleagues by not applying for or 
accepting work usually undertaken by a whole-time medical 
officer. General practitioners are now asked not to under- 
take any new work for local authorities not yet implemént- 
ing the first award of the Industrial Court. 


` Advertisement Policy : 


Any advertisement of a whole-time or part-time appoint- 
ment submitted for publication in the British Medical 
Journal by an authority failing to implement the first 
award will be refused. On and after September 1 similar 
action will be taken with reference to the second award. 


Present Contracts 
General practitioners already in contract with local 


authorities for part-time work under the sessional agree- 
ment of 1947 or the part-time agreement of 1951 are not 


¢ 


affected by the resolution passed at the A R.M. and should’ 


not withdraw their services. 

A letter setting out the position has been sent by the 
Secretary of the B.M.A. to the honorary secretaries of all 
Branches and Divisions in the U.K. 


` 
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COST OF PRESCRIBING 
A SPECIAL INVESTIGATION UNIT 


We learn that about a year ago a'spećial unit was set up 
by the Ministry of Health to investigate. prescribing in 
general practice. During the year ending March 31, 1951, 
the unit investigated the prescribing ‘of 151 doctors (in 95 
practices). The Ministry's regional medical officers visited 
126 of the doctors, and warning letters were sent to 106. 
Second investigations were made into the prescribing of 31 
doctors. The Ministry found that there was a remarkable 
improvement in nearly all the cases investigated. 

In general the doctors are said to have been surprised at 
the cost of their prescribing and grateful for the manner 
in which it was drawn to their attention. The visits and 
advice of the regional medical officers seemed to be genér- 
“ally welcomed. ~ The Ministry considers these results 
encouraging. sie . 

Of the 151 doctors whose sribing was investigated 
only one was brought before Fs local medical committee. 
The Ministry emphasizes the ready co-operation of -the 
doctors when their attention was drawn to the fact that 
the cost of their prescribing was relatively high. 
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CLOSED SHOP’ AT‘ DURHAM 
. , B.M.A. DEMANDS ACTION- ve 


~ ~. 

The’ B.M.A. has asked the Minister of Education to take 
action with the Durham County Council in the closed- . 
shop dispute. After its recent dispute with the teachers 
in the area, Durham County Council has given an assiirance 
that the cldsed-shop policy will -not be applied to the 
appointment of teachers. The B.M.A. has attempted, 
without success, to obtain ‘a similar assurance regarding 
medical officers employed by the Council. ° 

The Durham Council has not rescinded its closed-shop 
resolution, under which it is a condition of employment 
that a medical officer employed by the Council shall be 
a member of a trade union or professional organization. 

The B.M.A. has accordingly placed the facts befor® the 
Minister .of Education and has asked him to take the 
necessary action, since he is the Minister responsible for 
the school medical service. The Minister of Health has 
also been informed. R - , 

Since, Durham’s closed-shop policy contravenes thé» 
policy of the B.M.A., an “Important Notice” appears in 
our advertisement columns, asking doctors not to apply for 
four vacant posts for assistant school medical officers under 
the Durham County Council ‘without first communicating 
with the Secretary of the B.M.A. 

i 





X-RAY EXAMINATIONS FOR GOVERNMENT 
DEPARTMENTS ` 
REVISED FEES 


+ 
The , Radiologists Group Committee of the B.M.A. has 
been undertaking negotiations with Governmeént depart- 
ments in respect of fees for x-ray examinations. The 
Ministry of Pensions and the Ministry of National Insurance . 
have agreed that the existing’scale of fees, fixed some 
10 years ago, should be revised, in view of the increase of 
the cost of x-ray apparatus and materials. 


The new scale of fees, which operates from 
January 1, 1951, is as follows: 
Group No I.—Extremities (one area); teeth, one area; 


foreign body, demonstration of; gall-bladder, plain; spine, one 7 
area; jaws; abdomen, plam; salivary glands; pelvis;' chest, 
without screening: £2 29. ` g 

Group No. 2—Foreign body, localization of; all teeth; 
extremities, several areas; chest, with screening; urinary ‘tract, 
plain; pregnancy; pelvimetry; cephalometry; mastoid and 
petrous temporal bones; sinuses; skull; cystography; urethro- - 
abdomen, screening; cholecystography; cholangio- 
graphy; fistula, injection of contrast medium: £3 3s.. ` 

Group No -3.—Localization of foreign body in eye; spine, 
more than one area; tomography; kymography; barium meal, 
oesophagus; banum meal, stomach. and duodenum; barium 
enema; hystero-salpingography;~ arthography; malography; in- 
travenous urography: £4 4s. 

Group No.’ 4.—Full barum ,meal; angio-cardiography ; 
arteriography; venography; bronchography; ‘ventriculography ; 


encephalography; myelography: £5 5s. 5 


This scale-is to” be régarded as the standard for all x-ray 
examinations undertaken at the request of Government 
departments other than as part of the hospital and specialist 
services of the National Health Service. It therefore 
applies to examinations undertaken for the Ministry of 
Labour and National’ Service, but’ in this case the’new fees 
are payable from May 1, 1951. 

This scale of fees does not apply to examinations in- 
cluded in Category 1 of the Schedule to paragraph 14 of 
the Terms and Conditions of/Service of Hospital Medical 


‘Staff. The fees set out above are therefore not chargeable 


in respect of examinations and reports on persons referred 
from medical boards of the Government departments 
céoncerned where these are undertaken in hospital. 


zy 
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REVIEW OF GENERAL PRACTICE _ ’ 


ee _ EVIDENCE INVITED See 
- A special committee of the B.M.A—the General Practice 


„e inquiries in order to obtain information. 


` 


Review Committee—is carrying out a large survey of general 
practice, It would like to hear evidence from general prac 
titioners. «The Secretary of the B.M.A. therefore invites 
, Reneral practitioners to submit to him a memorandum on 
matters about which they wish to give evidence. ; 
N e 
Main Inquiries ; 
The committee is also carrying out two large-scale 
The secretary 
- of+ the committee is travelling round the country studying 
at fyst hand about 200 practices selected by a random 
method. - Questionaries are also being sent to all general 
practitioners. The investigation is under Caper statistical 
supervision. - 4 


tite 


-~ ~ 





NEW CERTIFICATE OF INCAPACITY: 


The B.M.A. has produced a certificate of incapacity based 
on the certificate E.D.652, which was previously supplied 
by the Ministry of Labour and National Service. The 
certificate is designed for use when a patient requests 
evidence of incapacity for presentation to his employer or 
for a ‘similar purpose. 

The new certificate is made up in books of 50, and 
supplies may be obtained on application to the Finance and’ 
Business Officer of ‘the. Association. In order to cover the 
cost of paper, printing, and postage, 1s. 6d. is being charged 
for each book of. 50 certificates. , 





AUXILIARIES’ HIGHER PAY 


- INDUSTRIAL COURT AWARD 


The Industrial Court has awarded that the present TA 
- scales of medical auxiliaries shall be increased by £50 at all 
points as from April 1. S 

The medical auxiliaries concerned are almoners, occupa- 
tional therapists, orthoptists, physiotherapists, psychiatric 
social workers, remedial gymnasts, speech therapists, and 
therapeutic dietitians, . 

The Court noted that the present salaries had been in 
operation since 1948 or earlier—in some cases since 1946. 
The claim was negotiated through the Whitley Council, 
both sides of which agreed that the present: salaries needed 
revision. 





TRADE UNION MEMBERSHIP 


The following is a list of local authorities which ‘are under- 
stood to require employees to be members of a trade union 
. or other organization: 
County Council—Durham. 
Metropolitan Borough Councils, —Bethnal Green, Ful- 
ham, Hackney, Poplar, Southwark, Stoke Newington. 
Non-County_ Borough Councils-—Crewe, Dartford. 


Urban District Councils.—Droylsdep, Houghton-le-Spring, 


Huyton-with-Roby. 








Correction.—In our report of the Annual Representative Meet- 
ing (Supplement, June 23, p. 253) we erroneously stated at p. 281 
that Dr. A. V. J. Russell moved the motion on “The Trade 
Union Issue.” In fact it was moved by Dr; R. W. L. Pearson 
Girkenhead and Wirral). 
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The Credulous Iconoclast ~ 
The spate of books about G.B.S. which have followed 
his death`have shown what an enemy he was to preten- 
sions “and shams in medicine-as in other spheres. But on 
reading the book by Miss Patch, who was his secretary for, 


1 * 30- years, one is startled to find how credulous was this 


‘icoroclastic philosopher when it came to a question of treat- 
ment of himself. Anything, however preposterous, was wel- 
comed by him so long as it had not anything to do with 
the orthodox medical profession. He was treated five or 
six times by Abrams’s box, a device which many years ago 
had.a great vogue in the United States. He had heard 
fromi a Scandinavian who claimed to be able to treat all 
ailments by natural methods. Said Shaw, “There is no 
harm in finding out what this naturopath has to say at 
my expense.” Miss Patch tells us that Shaw’s most fan- 
tastic “cure” was one which he passed on, with perfect 
seriousness, to an actress of his acquaintance for loss of 
sight. His idea was that loss of sight which was due to 
shock cuged itself by means of another shock, and he gave 
‘explicit directions how that shock--was to be administered. 
It appears that Shaw, who left a third of a million, wrote 
to the National Health Service authorities inquiring „how 
he stood- for registration under the Act, as he wished to 
have a “national” doctor in case he was unable to afford 
a private one. 


i Health and Beauty 2 

From a doctor's letter: “I have. been asked for many 

things under the National Health scheme, but here is the 

latest request. A woman put down her medical card and 

demanded to have her ears pierced for ear-rings. I declined.” 
i \ 


i a Sport Section _ 


A doctor writes to say that when he answered his’ tele- 
phone the other day a voice.said: “Oh, doctor, this is 
A.B. speaking. “When my ‘mother comes to surgery this 
morning will you ask her to wash my white flannels 
to-day ?” The doctor did not commit his reply to paper, 
~but apparently the man’s mother did not~turn up. 


The Spa Handbook 


Many messages of appreciation have been received of the 
B.M.A. handbook on The Spa in Medical Practice. -ïn 
particular the British Spas Federation, believing that the 
handbook will be useful to all concerned with the treat- 
ment of patients at spas, has expressed the hope that all - 
doctors will obtain, a copy. In order to encourage them 
to do so the Federation has generously offered to ‘defray 
the cost of a second printing for free distribution. ` The 
offer has been gladly accepted, and copies of the handbook. 
are available to members of the profession free of charge. 
They are obtainable on application to the Publishing 
Manager at B.M.A. House. 


Something Wrong 
A doctor writes that the following conversation was over-. 
heard recently in his surgery waiting-room: - $ 
lst Old Gentleman: Hallo ! What’s wrong with you ? 


2nd Old Gentleman: Why, nothing. . 
Ist Old FoF you woultags be silly. There must be some- 


thing wrong or you woul here. . 
2nd Old Gentleman: > t like to come occasionally ‘for 
a bottle of medicine, After all, it’s all free. 2 


He asks who is responsible for this attitude of, mind—the 
Minister or, the profession ? 


« x 
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Questions Answered 








Journeys from Home 
Q.—I hold an honorary contract as a consultant with 


both the regional hospital board and the board of governors; . 


my headquarters is in the teaching hospital. Am I entitled 
to travelling expenses from the regional hospital board for 
Journeys between my home and the teaching hospital while 
I am on call for emergencies which may occur in the regional 


board hospital ? x 


A.—Whole-time officers of hospital boards are’ not 

normally entitled to mileage in respect of journeys between 
home (or consulting-room) and hospital. In the case of a 
part-time officer such journeys are regarded as being in the 
board’s service and therefore rank for the payment of mile- 
age allowance, provided that no expenses are allowed for 
any journeys which would have been undertaken by the 
officer irrespective of his employment with the board. 
- It is difficult to understand how a regional hospital board 
could be assumed to be responsible for the~ payment of 
travelling expenses in respect of journeys undertaken on the 
business of a board of governors, and the ansWer to the 
questioner would appear to be “ No.” But if the questioner 
is under contract with the board of governors for part-time 
services there would appear to be no reason why he should 
not claim mileage for the journeys between hjs home (or 
consulting-room) and the teaching hospital. The holders 
of honorary contracts are entitled to expenses on the same 
basis as other officers. x 


5 Superannuation Deductions 


Q.—Questions arise from time to time owing to the fact 
-that the superannuation deductions of 6% from the fees 
received urider the National Health Service are credited to 
a practitioner on the basis of the number of patients on his 
list and net ón the basis of the sharing arrangements between - 
the partners. Are there any statutory arrangements for 
adjusting this anémaly, and can a practitioner require a local 
executive council to divide up the superannuation contribu- 
tions between the partners on the basis upon which they 
Share profits ? 


A.-~It is possible for practitioners in paítūership to notify 
the executive council that they wish superannuation to be 
related to their respective shares. The position is covered 
‘by a proviso to Regulation 46 (2) (b) of the N.H.S. Super- 
annuation Regulations, 1950, which is as follows: 


“If the practitioner is a party with any other -practitioner or 
practitioners to a partnership agreement, his remuneration shall, 
if such practitioners assent by notice in writing given to the 
executive cquncil, be deemed to be such proportion of the total 
remuneration of such practitioners as the proportion of his share 
in the partnership profits bears to the total proportion of the 
shares of such practitioners in those profits.” 


! 


. Locum Registrar. 


Q.—! am shortly to be offered a locumtenent appointment 
as a senior registrar for about a month. I have not been a, 
locum before, and would be pleased if you would give 
me some information. (1) Can I claim travelling expenses at 
the appropriate rate for my journey to the town in which 
the hospital is situated ? (2) Should I, as a locum, be 
remunerated at the highest: grade of the scale—i.e., £1,300 
«per annum—or not? (3) Should the hospital find accommo- 
dation for me or should’f do it, and do I pay for this out of 
my earnings ? 

A.—(1) Although a locum is entitled to travelling expenses 
for journeys incurred.in carrying out his duties, in accord- 
ance with the Terms of Service, there is no provision for the 
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“payment of the expenses incurred in taking up the appoint- 


ment. (2) A locum in the senior registrar grade should be 
remunerated at the rate of salary of the officer whom Ire ig 


replacing. (3) The -question whether the -hospital authority 


provides accommodation is a matter for mutual arrangement, 
Ta any event the salary`is gross? and if the locum is resident 
a charge for board and lodging is deducted from Ais 
remuneration. 


Whole-time or Part-time 


Q.—Is a whole-time consultant anaesthetist under any 
obligation to give anaesthetics to a surgeon's private (fee- 
paying) patients if there is no part-time anaesthetist in the 
immediate area? $ e 


A.—The model form of contract for consultants render- 
ing whole-time service contains a clause requiring the con- 
sultant to provide treatment to patients occupying private 
beds in so far as they have not made privaté arrangements ` 
for. such treatment under Section 5 (2) of the Act. Indi- 
vidual consultants are free to accept this condition or to 


delete it from their contract; but, where there are no part- .-.. 


time consultants available in the specialty concerned (as in 
this case), it would not be unreasonable for the hospital 
authority to insist on the retention of the clause in order | 
to secure the provision of an adequate service. In brief, 
therefore, the answer to the AE depends upon the 
terms of his contract. 


‘ 


5 Board and Accommodation - 


Q.—I have a contract with a regional hospital board as 
whole-time consultant. The terms of my contract require 
that I shall reside in accommodation provided by the hospital 
management committee at a charge fixed by the committee 
and approved by the board. Is there an income-tax allow- 
ance of the charges for board and accommodation ? 


A.—Payments for board and accommodation made in 
accordance with the contract of service are payments for 


personal benefits and cannot be regarded as “wholly, -, 


exclusively, and necessarily” incurred in the performance 
of the duties, They cannot be deducted for income-tax 
purposes from the amount of the emoluments. 3 





B.M.A. FILM LIBRARY 


The following films have been added to the film ‘library: 


“ Varicose Ulcers and Eczema.” By T. J. Smith and Nephew, 
Ltd. Colour, silent, 35 minutes. 1950. (Film presented by T. J. 
Smith and Nephew, Ltd.) 

“Thrombosis and. Embolism.” 
Ltd. Monochrome, sound, 37 minutes. 
by Hoffmann-La Roche Co., Ltd.) 
~ “ Haemorrhagic Diathesis. h By Hoffmann-La Roche Co, Ltd. 
Monochrome, sound, 25 minutes. 1949. (Film presented by 
Hoffmann-La Roche Co., Ltd.) 

“Chiropodial Technique.” By F. R. Wilde, F.R.C.S., and 
Miss D. Grant Nisbet, M. Ch.S. 1950. (Copy of film purchased 
by Association.) = 

“ Streptomycin Drugs in the ‘Treatment of ‘Tuberculosis.” By 
E. A. Squibb and Sons, New York. Colour, sound, 30 minutes. 
1950. (Film lodged with the Association on indefinite Joan.) 

“Tho Lymphatic System.” By Imperial Chemical Industnes, 
Ltd. Colour, sound, 45 minutes. 1950. (Film presented to the 
Association by Imperial Chemical Industries, Ltd.) 

-“ Functions of Carotid Sinus and Aortic Nerve.” By Imperial 
Chemical Industries; Ltd. Colour, sound, 38 minutes. 1950. 
(Film presented tothe Association by Imperial Chemical Indus- 
tries, Ltd.) 

“ Blectroencephalographic Control of Anaesthesia.” By Dr. 
Courtin, Mayo Clinic, U.S.A. Colour, silent, 275 ft. 1950. - 
(A copy of the film purchased by the Association.) 

* Treatment of Tuberculous Epididymitis.” By J. Cosbie Ross, 
F.R.C.S. Colour, silent, 275 ft., 1 reel. 1950. (A copy of the 


By Hoffmann-La Roche Co., 
1948. (Film presented 


film purchased by the Association.) 


’ 
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z ‘any giyen‘ time Spens was being applied would be directly 

4 ENA Correspondence X ~ ahswered by anyone and with little fear of disagreement. 


ae ‘The actual application- of Spens would be practically 
- automatic except on rare occasions when revision of ‘the 
a Ren eration of General P xctitio formula itself might be indicated.—I am, etc., : 


gn —The Q1 MS: Committee was of, ‘course abundantly. vg BTE, Soffolk: < ` J. SHACKLETON BAILEY. 
right to. re ‘to accept any basis of G.P. remuneration ` g - 
- other- than that recommended in the Spens Report and’ - - The Mileage Firid 
already. accepted by both the Government and the profes- © Sm,—I should like to’ point out that the allocation of 
sion. The account of the protracted negotiations and your mileage fund which`came into operation with the National 
excellent leading -article (Journal, June 16, p. 1372) make Health Service is both inadequate and unfair: inadequate 
it clear that we, must fight for the full implementation of inasmuch as it covers but a very small portion of expenses 
ethe Spens findings whatever the cost. If any member of: incurred in -travelling within a distance of more than two 
the profession still has any doubt about that, nothing Ican miles, and unfair because a doctor residing in a rural area 





s 


say is likely to be of any avail.. ,My purpose is to emphasize ' may claim mileage for attendance on patients living in an - 


an.asBect of the matter to which I have previously drawn- urban area more than two miles from his house. But a 
attention and which has not, in my view, received due doctor practising in an urban area who may have to see 
tőnsideration. ` . < , patients living more than two miles away in the same area, 


It seems to me that whatever the outcome of remunera- many of them even ag much as four miles from his house, _ 


fion negotiations the advantage under present conditions is | may not claim ahy mileage grant at all, the distance covered 
invariably with the Government. One way or another they being exactly the same whether he visits patients living in the. 
can‘ postpone a decision for so long that, apart from any. surrounding rural area or within the-same urban area as he 


: possibility of a-retrospective award, the doctors are deprived does. cs 
-of any income increase for several years. If at some future What With die increased cost of petrol, minor repairs to’ 
datea reduction in our remuneration was indicated we have car, mainfenancé,. g and polishing, etc., and'the so 


‘little reason to expect that the Government of the day far unrealized expe tion of an, increased capitation fee, I 
” would -display a compensatory dilatoriness« over.a decision submit that the present allocation of the mileage fund should 
to withdraw money from the pool. Moreover, examination be revised,so thata medical ‘man may be encouraged to 
-of the various factors affecting our income: -péveals no pros- accede to the requests of patients who once lived within two 
pect of such a juncture. On the contrary, everything points miles of bis House and who are anxious to coptinue being 
towards, our being involved in a long series of struggles his patients when they have témoved to some other locality 
to` rectify a steady decline in our finances relative to those as much as‘ four or five miles from his house, without 
of other groups. At present this decline is so steep and the -harbouring any sense of grievance on grounds of financial 
machinery for dealing with it so tardy that fresh claims for loss. The distance travelled in the course of a doctor's 
increase in-our renfuneration have to be lodged~before any work should be the only thing that matters in deciding the 
decision is reached on those outstanding. Ministers of propèr allocation of any fund intended to cover—even if 
Health come and go; Governments will rise and fall. If inadequately—the cost of travelling, and not whether a- 
we stand firmly on Spens there will indéed be-a moment medical-man lives in an urban area or not. 
of time when the profession may consider itself justly paid, I trust that the B.M.A. may consider this question and take _ 
’ But with existing negotiating machinery, even if the Spens_ some sort of action to obtain redress for those’. who need it,” 
-Report ig not lost sight of altogether, the further we look —I dm, etc., 
back on, it over the years, the, greater will be the observed Greenhithe, Kent. à D. W. STANDLEY. 
discrepancy between what br have actually received and zy The Secretary of the ,B.M.A. states: The whole 
the DE of remuneration laid down therein. 4 question of the distribution of the mileage fund is now being 
Absolute insistence on accurate interpretation and appli- Considered by a Government committee on which- the pró- : 


' cation of the Spens findings as the only possible outcome fi 
of the present negotiations is a sine qua non. But'I have fession is well represented by practitioners. 


' 


endeavoured.to show that prevailing currents and the present 
rectifying machinery will nevertheless permit Governments ' . ‘Dispensing Capitation Fee 
~to maintain an adverse discrepancy in our standard of life: Sm,—I am sure that the majority of medical practitioners 


In practice Spens alone is not enough. Some machinery are unaware that a number of their colleagues are stili being 
must be devised that will ensure constant application of the paid a capitation fee of 6s. 6d. per annum for the supply 
Spens yardstick. of drugs and dressings to patients Who live more than a mile 
$ At first sight it would appear that remedy lies in insistence from a chemist: This figure was fixed—provisionally be it 
upon all awards being made retrospective. But for many noted—at the start of the N. HLS. It was specifically stated’ 


reasons that is not practical politics. Moreover; even if it. that the figure would’be amended when experience of the.. 


were possible by this means to ensure ultimate’ equity, we „Service gave the actual cost per ‘head per annum.- Since 
should still be faced with the appalling prospect’ of a, then the cost of drugs and of dressings has soared, and the 
chronic state of discontent and conflict only momentarily costs are still rising. The cost per head has proved to be 
, Telieved ‘every three or four years. It is intolerable ‘that over five times the 6s. 6d. still being paid to dispensing 
with. a standard of remuneration already virtually settled doctors ‘ provisionally.” 

we should have nothing better to look forward to than a - In defending itself against a chargevof- failing to remedy- 
running fight to maintain “it “against relatively highly an obvious injustice there are two arguments that the 


organized ~and powerful opponents. Our reluctance to- Ministry of -Health could use. The first is that,the prac- ' 


„resort to extreme measures would always turn the odds titioner can, if he-wishes, elect to be paid for tah script in ` 
against us; and, Whereas Governments liye to fight another the same way as the chemist. en 30, be mus., do this for all 


day, one defeat for us in a fight to uphold ‘the Spens standard his patients for whom he dispenses. Jy actual practice ‘the , 


will probably“spell our doom. Like nations we must realize extra work, particularly the clec work of, costing each 
that without winning a peace you cannot ultimately ‘win script and returning them sorted eash, month,- makes this» 
a fight. . method impossible without employing a dispenser or clerk. 

The best chance of permanent stability Would now more.’ The second argument is that theie is infadditional payment 
than ever appear to lie in reducing the Spens generalizations for “ expensive” drugs om a special list. This- líst is very 
to a formula correlating all the factors—e.g., monetary ; short and although it includes penicillin and all sulphon- 
values, number of G.P.s and patients. Once such a formula amides it does not include any dressings or vitamitt’} prepara- 
had been -devised and agreed, the question of whether at ‘tions or any of the commonly_used ‘drugs. ae 
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The- unfairness of the present drug capitation fee. is 5 national finatices;” where: „thousands“ arë: _frittered away, on. 
obvious that one. had hoped the Ministry of Health would’ needless adniinistration: ‘That nothing is‘done is due rgely 
increase it spontaneously. There is no indication that it to the intransigence and- the cheese-paring attitude of the 
intends to-do so. Unfortunately: there is no sign that the Government (only towards professional employeés). Thé 
B.M.A. is moving in the matter either. Could not the B.M.A. is discussing the regigtrar cut, and-rightly so, -but | 
representatives at-present negotiating with the Minister bring let us also make a stand for à full and honest implementation 
this forward ? If they do, they should press for the increase, . of the Spens Report, along with-our G.P. colleggues. ‘Polite - 
the case for which is unarlswerable, to be made retrospective. requests to the Government are useless, for the latter only 
The drug. bills for this last winter have been, without- 1 understands trade union’ methdds, where force is always vail- 
exaggeration, crippling —I am, etc., able to gain desired objectives. We-must be prepared to 
Blackwood, Mon. ; EDWARD J. Jones: fight for ourselvés, and we must stick together as a profes- 
** The anol ha BMA. tales: The Rural Pas as id en do not hang together we will hang nee 
tices Committee „has in its possession sufficient evidence to 








-justify an increase in the dispensing capitation fee. Represeh- Slough, . ` i A. Up- Ri fae 2 
tations to the Ministry-had previously been postponed pend- ` ; 
ing a settlement of the general remuneration question. Jn _The P osition of Registrars . 


view of recent developments, however, the General Medical - Sm,—In the Supplement of June 16 ©. 249) you were 
Services Committee at its last meeting authorizéH the Rural 


good enough to quote some remarks ‘of mine on the registtdr _ 
Practices Committee to negotiate with the Ministry for a situation. 


I should be grateful'if, to avoid any misunder- 
higher dispensing TPA fee. ., RE standing, you would print this brief amplification of the ’ 
y : views of the Registrars Group Council. 
. ` t 
a - Juir H i 1 Staf - i It is the senior registrar whom'we regard as the “ trainee,” 


It is for him that we have suggested flexibili ty of tenure, ^- 
Sm,-—May I make, another plea fot Jls OE he hospital staff, and we believe that the senior,registrar establishment should” - 


many of whom now find themselves ingat peraæ position ? » be governed bý prospects of eventual specialist employment 
These practitioners have never had.a aquare deal under the (allowing for a reasonable méasure of competition). 
‘N.H‘S., for their betterment factor was never adequate. In As far. as the registrar is concerned, we-are -agreed that 
1948 this was put at'20%-+(which inclyded superannuation) the future’ establishment must be governed by the needs of 
ata time when wages were at 120% above pre-war figures. the hospital service. We are agreed that the idea of a 
The position is far worse now that wages are rising rapidly . “training ladder” based’on a definite ratio df" registrars to 
and that the cost of living is increasing steeply every month. senior registrars is no longer tenable. It is also clear that 
For many of us the position is getting desperate. The only in future the majority of registrars must find their way into 
thing left for many young doctors to-day, if they wish to general practice. Despite this, we are concerned that all 
follow-their true vocation; is to run themselves heavily into , posts bearing the title “registrar” should carry adequate 
debt, and this is happening on a large scale. work and responsibility. and’ should ‘give their holders suffi- 
ei The B.M.A. rightly takes an interest in the troubles of the cient experience to enable them to’ sit for their higher 
T G.P. It does not, however, appear able.to do anything tó examinations if they so wish. We are anxious that inflation - 
alleviate the hardships of-young doctors jn hospital jobs: Of registrar- establishments shall not - occur, and we have 
Many of these are living very near subsistence level, drawn attention to the following dangers: . 
especially ex-Servicemen with families, some of whom are (a) The appointment of registrars to bolster up an inadequate ` 
having to live, almost on standards rejected by manual _ consultant service. ° 


workers, (b) The creation of registrar posts Whero consultants and 
The argument is often advanced that this sort of thing senior house officers could pence th them do the work. 


continues only for a year or two, and therefore should be (c) The labelling of junior posts as s + registrar ” in order’ to 

tolerated: without complaint. ` This is totally untrue in the attract applicants. 

case of a man who wishes to specialize. He cannot get over These’ views have been expressed in much more detail! - 
- £890 per annum unless he has been qualified four years at in two memoranda submitted to the Joint Committee, and ' 

least; and-unless he-has passed the very high standard “it is the intention of the Registrars Council that they shall 

requiréd for entry to the Royal Colleges. Up to this stage pe pressed when our representatives meet members of the 

- he has had to.stand intense competition to obtain and td hold Joint Committee next month.—I am, etc, ~ 

è training post, and after he bas obtained his higher qualifica- 


~ 


‘tion this competition is still further intensified. If he is again Vemar Group Couns R. M. FORRESTER.. 
lucky $ he may earn £1,000 a year, subject always to annual ` 
- review. 
Even now, however, thete i is no guarantee whatsoever ane Shameful Injustice 


- he-will ever-become a specialist, and thus be able to recoup > SmR,—I recently put forward a seriès of claims to the ’ 
himself for years’ of scraping and penury. He has after his medical officer of health, L.C.C., in respect of fees owing: - 
three years as senior registrar the option -of going into both to my anaesthetist. and myself for emergency atterfd- 
general -practice as an assistant and starting at the bottom ances at different maternity cases. The M.O.H., in rejecting ` 
of the ladder again, or changing to an allied specialty, in same, replied to the effect that, while sympathizing with me. 
which case he must drop. his grading to that of junior in every way, he‘ regretted that he had no power to meet 
registrar at a salary ‘which he was earning one year after He my claims, as I had unfortunately omitted-to submit them 
- qualified, a drop which the Spens Report, as accepted by the within the statutory limited period of three months from 
profession, nev novisaged.- We are playing-a game of the date on which I was called in by the midwives-concerned. 
snakes ff | , only there are very many snakes and He further stated that any. such payment under the circum- 
very fora í ; stances would be illegal, and that the council’s officers 
In no.other walk of life is a man expected to move his might be surcharged when the accounts were audited. . 
entire kme every year or two, entirely at his own expense. _ As this ruling meant that we should be very much out 
« The acute ,housing shortage makes at inconvenience intoa of pocket I sought advice on the matter from the secretary 
- great hardship, for he cannot sign a lease or buy a house, of my local medical committee and also from the Medical 
and in ‘the-London 2 area it-is far worse, as there is’ no salary Defence Union. Both authorities confirmed the legal cor- 
weighting as in many other professions. rectness of the M.O.H.’s decision and were able to offer me 
Nothih ihg is done, however, and eur sufferings continue: nothing more than their’ sympathy. : 
ates sion has ‘the power and the moral right to enforce It seems to mé a-shameful injustice that a ` dočtor who, 
Ipa xdemands, without detriment’ to the patient ‘or the owing to pressure of overwork, “has inadvertently delayed 


4 
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the submission of his claim for, fees earned, should. be so 
meanly treated. That my anaesthetist should suffer is an 
agdetl embarrassment 1 should be grateful if you would 
kindly give this subjecj the publicity it deserves —] am, etc, 


London, N 4 °. H. R. CLINE. 


, Remuneration of House-men 


Sir,—I have read with great interest of the recent activities 

of the General Medical Services’ Committee in their fight 
for reasonable conditions of semuneration for general 
practitioners. Perhaps it would be timely for me to draw 
attention to the state of affarrs appertaining to certam rather 
more jumor members of the profession. 
* You will agree that ıt is of considerable value to the young 
doctor to obtain a post in his own hospital, possibly ine 
more sp as the compulsory year's resident appointment 
comes into force. Among the applicants for these posts is 
an increasing number of men who saw fit to serve their 
country in a combatant role during the recent war, many 
of whom are married and with families to support. Such 
was my case when I was appointed to a resident post in 
my own hospital. I have had to resign from this post, my 
reasons being solely financial. 

May I, Su, remind you of the financial .position of the 
ex-Servjce student who “qualifies with no private means at 
his disposal? Prior to’ qualification “he has managed on 
a grant from the Ministry of Education, made up of a 
maintenance grant,” ‘marriage allowance, and graded 
children’s allowance; which, if he kas iwo children, amounts 
to approximately £420 } per annum, tax free, with no liability 
for superdanuation or insurance contributions: On obtain- 
ing a house job “he gets £350 per annum from the Ministry 
of Health,.which the Ministry of, Education is generously 
prepared to make up to a. gross figure of approximately 
£420 per-annum. Even this means that, with the standard 
deductions’ öf £100 per annum for residential emoluments, 
superannuation, and insurance, he is roughly £130 per 
annum worse off than when a ‘student, Running expenses 
for the family remain virtually unchanged, And a cheque 

.for £18 dr so for the month does-djttle to keep a home 
going. Is this what the late Minister of Health meant when 


he proudly told the House‘of the young doctor embarking , 


on his professional career free ftom financial worry ? 
Considering the situation from the point of view of hours 


of work, the ‘hotise-man’ is in fact - -earning abopt le. 5d." 


an hour. J wofider ‘what the Minister of Health pays: his 


charlady ? And as-for excusing this'on the pretext that” 
this post is a part of a doctor's education, this is “Sheer” 


nonsense! Once a man’s name is on the Register he $huild 
be paid as a professional man_ ‘and not, as an overgrown 
schoolboy. . 

Finally, it is ‘surely tied iniquitous | that the newly 
qualified practitioner should ‘ave the tHoice’ between a 
house job at £250 per annum (allowing for residential 
emoluments) and ‘an “assistantship in general practice at 
£1,000 per annum. Believe me, Sir, I am ‘tot ungratefal for 
the help I have had meted out to me since I returned from 
the war, but I feel most “strongly that to be foreéd out?of 
a coveted post by the gross inadequacy ‘of what mas- 
querades as a salary is a state of affairs that Should’ be . 
recognized by the profession as a: whole—I am, étc.,’ 


London, S.W 5. „ JOHN K. PATERSON.“ 


Prescribing in General Practice eS 


Sm,—Some of my colleagues may be interested, and 
intrigued by the workings of the Ministry of Health. 

I refer to the letter by the Ministry dated May 23, pub- 
lished in the Supplement of June 16 (p. 242). This letter 
points out the fact, among other conditions, that unless 
steps are taken to eliminate “unnecessary” prescribing 
further money will not be forthcoming.: 

Some months ago we had a letter from Mr. Bevan asking 
for our co-operation in reducing the „drug bill. In reply 
to this letter I wrote to the Ministry of Health pointing out 
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that, unless the Ministry took the trouble to educate the.- 
public to stop asking for unnecessary or pointless drugs and , 
appliances, excessive and unnecessary prescribing smust 
continue, or else part of our patients will: take - their,. 
“ goodwill.” to a more “ willing” ‘Colleague: “To, my 
delighted surprise a doctor‘efrom the Ministry: telephionéd 
me to say he was keen to come and “sit in” ofte of my, 
surgeries (a facility which I had offered in my. letter). `The 
day arrived, with jt the doctor—and the surgery commenced. 
When I pointed: out at the end of the surgery that at, 
least half the prescriptions issued -during, sts course were’: 
unnecessary, I received the reply, “ But. 
people all feel better for getting attention and lheit medicine 
from you.” 
- Can then the Ministry not give us a letd instead of 
threatening us with the big stick? -As things are at present 
I would be able to save at least £250 per annum on.my 
patients’ drug bill (my list is upder 3:800 -patients) without 
detriment to any of my patienfs,,but in doing so 1 am 
convinced I shall, lose at least 
three months anc” Mase, 20% Within a year, My surgeries 
would last three ug soe „isté id of, 14-hours, 1 would have 
to explain w! ab Fe. . utbnesessary to give, Mrs. 
sodium amy. - ie ch “have done her neighbour 


wet 


so much % Boe ru nee aot dirbione’ tablets: woald do her 
` just as my on “gh they ‘Fé much cheaper, and, 
why it ve. in oOo p> Án iÈ- she denot rely où ‘fablets 
at all Jyt woe on - mealainstead, .0f iting. on” ted ‘ånd 
cigareti goab Ee 
a ; a A Cae 


Ewell, Surrey> | 


ea te o- = aac 
Reporting to Sie aa % Zek 


Sir ih iy the Gtistém of some consultants fo ask a patient 
to come to'see them again or to report to tiem "direct This 
is genera}ly-undesirable, and when if is an attempt tp by-pass 
the gendral practytiohtr if not-only-harms the cqhsultant but 
it May cause aired „relations between the patient’ and his - 


doctor. “St 


all the same, these s 


But what reghlawhen hospitals adopt this practice 7 „Let ~ 


me give you a‘sntadl series of examples. 


(I) A gentlemén’ Who had % injured his foot was, taken toa 
hospıtal where a plostgyof-Paris heot :was- aþplied. ‘He was, sent 
home by ambulance % p Iger, to the casualty officer of the 

to ‘whe as tq repoplythe next morning | 
. down lus three” 
flights of stairs and he cquid-nat ‘spnysbn an_ ambulance. 
Who was to advise“him, amrut necessary treat him, during the?” 
four weeks before he wastig; wD 


local hospital, 


0% of my patients within - e 


ae 


be 


laster boo 
‘removed ? Why should he pave to po ade merely’ “to hanes thie ” 


: “done 2 


= Q) lady whom E had looked. afte? for gies og% wa Fes N nm 
jng from endartepitis ain gai avert oe E 
ander contro], On, the dvi a consy $ tt apy 
to hospital, lon ‘her discharge, ‘stilt Sa sak ke ind 
‘subyect to times of great pain, Shan A 
the out-patient department in a m ? MER 
istrict ‘nurse was instructed to: Tisitther, ae gh iactyeap 7 
‘nurse gould work only uñder-wmy’ dir ilon. eanwhile I had- ; 
arranged for the Patent gy oe a. pif K A I, was unlucky y: 
not to'be present when’ they m fen | rota@tell agains" ; 
order tò a to h Aa geks, if mly beca ee ail g s 
‘the suffering which ‘the journey "woulgzeause, th usk re 
ee the ngt exactly flatterifrg reply, it was n ary, for them i 

o see whether theré‘Should be gy c it A ge Ñ ihe | Ant. “ : 

43) A slady had multiple mètåst which a aie to be 
qurescent.- Cons¢quént on my A pe s d Coi 
Board had given her a generous a ud go to 

o south "of France for a change: oft rg F puttin 

n a little weight, feeling better: in eve + a tee >» 4 
happy break, when she suddenly,’ i ` as due «+ , 
to report at hospital, Immedsately gear 4 
took the first available plane home. ¢ he v G $, Tare ¢ ., 
to be repaid.) Althoogh -ragi a a 30 the +? 
poor woman was never fit to comple Š 

(4) A woman threatehed With complge bhe home 
without any note for me. She told me thti “no ' 
more injections and that she was not to rept . <. : 
As the case had not been referred back to me it ` È id 
sary for me to continue to attend. But when I yh ‘ 


ate 
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“is 7 Fà ei, 
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P 


frendi way I found the eyes so much worse that r ‘gave her a 
note.and arranged for her to go to the next session in two days’ 
ume 


But The would not have “ troubled " me. 
to wait ‘unul the four weeks were up 


SCastis like {hese must be happening all the time On the 
other Hand hundreds of patients, often at the greatest incon- 
venience iq-therhselves and their triends, not to mention the 
expense, and, loss of edrilings, ‘are’ visiting hospitals to, show 
that clean’ wounds still heal by first-intention, that anticipated 


She would have tried 


recoveries continue to take place, and to repért thé ordinary: 
variation of chronic disease—visits of ng value to them-_ 


shiv! or anyorie* èlse. hejr cases are seldom used for: 
_ leaching and their fecords are never read or referred 1o, 
This ts true probably of not less than 90% of tHe old patients 
who are throngung the out-patient depariments 
l suggest that the results of the present system are. 


(1) The hospitals” are ‘assumuttg an impossible respopsibility 


r 


Q) The family doctor is berg excused from a 'rešpõnsibilný 


which“Hé alone can carry. . 

(3) The prestige and work #e{ the general practitioner are 
* Inevitably degraded and bejfttled, with yeenthal, déterioration of 
the whole standard of Medicina wantin * 


eSurely it should be the nuleiipr fre ae ient "fo be returned 
to the care of his doctor, an tte Should decide 
whether it was desirablagynae £ patignt -should- attend at 
hospital again, (l ally: its would “djmyush ‘the 
pfessure-oh the nota P ‘surgeon or physician 
_ can send a-patient do nly by admitting him ; the family 
doctor can /sénd” hie tor Bed: at hame.) ` Cases of special 
` -importance canTrde_ „nquired ‘about by the 
department =. "23. 

Although I dm- drawn apteation to“ excessive—I might 
*almos#*say morally illegitimate—control frofn the centre, | 
would like to add that I haye-nothing buf grender host 
generous and willig help. from members of t 

"every hospital with which i have had, contact ; 
same skill ang kindness whigh the ‘patients r 
make thent so loyal and sorwilling, at whate al Crifice, to 
report, an the appointed dgy..‘dt is the rarest event, too, for 
the registrar or bişichief to fail to’send me agdidited report, 
even if sometimes belated, on’the case of eysryepatient who 
has been, seen in sie s or has been admi adto he wards 

- —l am. tle? rete ¿ 
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She was promptly recommended for early readmission. 


~ follow-up ms 


cee 


- “Psychotherapie ein Lehrbuch fur Studierende und 
cit Auflage 
ie P: „Selecyonė Thérapeuuques 1951 







1, M. E : Psychology Principles and Applications. 1950 
De Ductug Arteriosus 1951 . 
Pratt, CA: Your Chiidrenis Feet 1951, 
Raymond, V., and Vallaud, L’Oxyde wde Carbone et Oxy- 
. _ Carbonisme_ 1950. ef 
Reich, W.: Character, Analysis. 1950 j 
Sigerist, H_ E.: History of Medicine Volume ! 1951 
Sleeman, Ca and Silkin, S C (Editors). Tnal of Sumyda Haruzo 
and Twenty Others 1951 
Stolzenberg, J: Psychosomatics and--Stggestion Therapy in 
Dentistry 1950. 
Tietze, A , and Kuhne, Coe): Akwelle "Fiagen der mneren 
Medizin Band I, Tel ? eranderung dei Reakuionslage 
im Krankheitsverlauf 1951. 
and Viéville, R Allergie et ‘Tranement Sclérosant 


Tournay, R, 
95t - 


US Arr Force. ‘German Aviation Medicine in World War II, 
2 volumes 1950 

Wolff Pathology of the Eye. Third edition. .1951 

Woodside, M Sterilbzation in North Carolina 1950- e 
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CTU ROYAL NAVY ae: 


Surgeon Captain C N Ratcliffe, K H.P , has reured ’. 
Ácung Intenm ` Surgeon Lieutenant-Commanders R S 
McDonald and G. H .Gunson jo he Surgeon Licutepant-' 

Commanders . 

Acting Interim Surgeon Lieuienant- Comrtiander A: P. M Nicol 
has been, transferred to the Perinanent List of RSN , im tiiesrank 7 
of Acting Interzm Surgeon Lieutenant- -Commander 


Ye , 


. Rovat Naval. Nokunreer’ RESERVE * i 


Surgeon LieutenantsCommander C P. Hay has beeh removed 
nom the Active List.. 
Surgeon Lieutenant- Commander C, P Nicholas. V-R D.. has 
retire 
Surgeon Lieutenants E ¥ B` Morion, P Pattison, frid W P. 
Small to be Surgeon Licutenant- Commanders N- 


~ 


+ 


a ARMY 


Brigadier He Ty Findlay, K.HP, Tate RA M c', has retired 
on reliréd poy 

Colonel H C. Pryn,.ate RA MC, on completion’of four 
years, in the rank, is.retairied op the Active List supernumerary 
to establishment. 


Colonel G, O F Alley, MC, late RAMC.,, hos retired on 
reured pay” nes 

Lietttenant-Colanels L R H’ Keaunge, OBE, and W D 
Hughes, from RA M. Ç : 9 be Colonels + “US 


‘ROYAL ARMY. MEDICAL, CORPS 


. Lievtrertint-' Colonel c B R Pollock has retired on account of 
disability, ” 

*-Majors"R S Hunt, PL Coleman, and K F Stephens to be 
*Lieutenant-Colonels - 
2 Mayor N H, Stewart, 
*mission), to be Major ° 

$ Captains J J, Vollez, D Gill, and A A Gregory-Dean io be 


Majors . P 


it REGULAR ARMY RESERVE- or prera 


MavoriGeneral A D. Fräser, DSO, lte RAMC, 
i aha g attained the age limit of hatility v kal has ceased to 


j sbel ng to the-Reserve of Officers ` 
Ba qe pi late RAMC, faving atamed 


tigadier D Fettes, C BE., 
‘ihe age hmt of hability to recall, has ceased to belong 10 the 
“Reserve. of Officers 
Colonel {Honormry Major-General) JR. N ' Warburton, MC, 
” tate RAM,C, having attained the age limit of lability to recall, 
has-deaged*to belong to the Reserve i Officers 
Colonels (Horlordty Brigadier R G Shaw, OBE, MC „and 
R RG Atkins, OBE, me RAM C. having attained 
~ the age limit of ‘Trability to ea have ceased to belong to the 
+ Reserve of Officers 
- Colonels D W Beamish, MC, G D Harding, A C Jebb, 
‘and C O Shackleton, O.B.E , late "RAM.C , having attained the 
age lmu of liability to recall, have ceased to belong to the 
Reserve of Officers: r 


from ‘Short Service (Specialist Com- 


u 


' RoyaL Army MepicaL CORPS 

The following Majors (Fonoi: Li ie Colonels) have 
ceased to belong to.the Reserve of Officers A. C Stevenson, 
E H fiavers, A W D Leishman, D Perk, D A Lowe 
K. E A Hughes, MBE, W. R. M. Morton, W. A Oliver, 


` 


ee ae 
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M B.E., G F. Wnght, T G Fatlkner-Hudson, A.L I 4 
O.BE, C_H_Stuart-Harris, J. M. Black, A, E Franc. + 
Handley, OBE, N. M.L Lund, and R. G. M. Longndg Y. 
The following Majors have ceased to belong to the Rese: : of 
eOMicers: W. H D. Priest, J. A, Brocklebank, J. N. Heales, 
M.B.E., R. F. Lawrence, S. D. Loxton, A N Fergus, P. W, G. 
Baxter, J. B, McCalfum, S .T. Irwin, R. A Binning, D W. 
Ashcroft, E. Carew-Shaw, EeR. Dansie, G A Fowler, P. B. 
Barker, W. G; France, I P. J Macnaughtan, R A. Tennent, 
M BE, R. R. Gordan, MC, L. C. de R Epps; D. H. Sandell, 
J. R Blackburne, A St. C. Robertson, B. L Williams, S H. C 
Clarke, J H. Chambers, W. M. Macleod, E H. C Harper, P. H. 
Newman, D.S.O., M.C, C. M. Frase, G Loiriman, M.B.E., 
T. J. Fairbank, A. L. Wiliams, W. MacLeod, H I C Maclean, 
and A, W. F. Catto. e 
_ Captam A. H. W. Fleming, having exceeded the age limit of 
liability to recall, has ceased to belong to the Reserve of Officers, 
and has been granted the honorary rank of Major 









© SUPPLEMENTARY RESERVE OF OFFICERS: Royal ARMY MEDICAL 
ORPS 


Magor (Honc rary Colonel) G. M, Frizelle, T D., fom TARO, 
to be Major, and has been granted the acting 1ank of Colonel. 

Major Honorary Lieutenant-Colonel) A D. Briscoe, T D , from 
T A.R.O.,,to be Major. . 

Honorary Major W. F. Jepson, OBE., formerly Emergency 
Commission, to be Lieutenant. 


TERRITORIAL ARMY 
ROYAL ARMY MEDICAL Corps 


Major (acting Lieutenant-Colonel) J. S. H? Wade, M.C, has 
relinquished the acting rank of Lieutenant-Colonel. 

Maji F J G Slater, M.C., T.D., to be acting Lieutenant- 
Colonel, ` 

Captain (acting Major) T. F Redman to be acting Lieutenant- 
Colonel = 

Captain J. A, Dudgeon. M.C., T D., 
Colonel. 3 

Captains (acting Majors) C. Giles, K. C. MatKelvie, J. V 
Todd, and C. Cameron to be Majors. 

Captains A. S. Davie, T. I. Palmer, P. S. Barclay, M.C., R. 
West, R. H. Baird, C R. Tilly, M.C , and A. A G. Flemming, 
O B.E.. to be Maois 

Captains J. C. Campbell and A. A. Guild to be acting Majors 
wae A. J. M Reese has been granted the acting rank of 

ajor. n S 

Lieùtenants D. E Sharvill and J McL. Ross, M.B.E , to be 
Captains, and have been granted the acting rank of Major 


to be acting Lieutenant- 


TERRITORIAL ARMY RESERVE OF OFFICERS 


Colonel J. Kinnear, OBE, TD, RA.M.C., has ceased to 
belong to the T.A R.O 


INDIAN MEDICAL SERVICE 
Lieutenant-Colonel J C. Drummond has retired 


COLONIAL MEDICAL SERVICE 


The following appomtments have been announced’! R. B Baird, 
M.B., M.R.C.P.. Jumor Specialist, Pathology, Medical Depart- 
ment, Nyasaland; R H. Bland, M.D., .RCP., Assistant 
Director EY Contact), Nigeria; D. A. Cannon, M.B, 
DTM &H., Assistant -Director of Laboratory Services, Nigena ; 
I J_Chnstodoulides, M.D., District Medical Officer, Cypius; 
T Evans, M.R.CS, D P.B., Assistant Director of Medical 
Services, Northern Rhodesia; . . Fowler, M.R.CS, 
D.T.M.&H , Senior Medical Officer, Tanganyika; H P. Graham, 
M.B, B.S, Medical Officer, Sarawak; A. Kertesz, M.B., B.S, 
Pathologist, Nigeria; 'S. L. A. Manuwa, M.D. F.R.CS, 
D.T.M &H, Director of Medical Services, Nigeria; A. S. Moodie, 
M.B. Ch $, D P.H., Tuberculosis Specialist, Hong Kong, 
W. J. L. Neal, M.B., B Ch., Director of Medical Services, North 
Borneo; J I Rerne, M.R.CS, D.P.H, Senior Medical Officer 
(Health), Jamaica; C M. Ross, M B., B.Ch., D,T.M, Senior 
Leprosy Officer, Nigena; G. H Wattle A MD, M.R.CP , 
RTM &H., Medica Officer, Grade A, Trinidad; W. J. S. 
Wilson, M.D. M.R.C.P., Medica}. Specialist, Jamaica; W. E. 
Anwyl, M.R C.S., Medical Officer {Surgical Duties), Somaliland 
Protectorate; J. V. Fitzpatrick -B, Medica] Officer, North 
Borneo; H. N: Mansfeld, M.B., M.R.C.O.G., Special Grade 
Medical Officer, Kenya; L_J. Topham, M.B, Medical Officer 
(Spora Grade), Nigeria; Z W. Skomoroch, M.D., Medical 
Officer (temporary), General Hospital, Barbados; M. R. Whitney, 
M.B., BS., Medical Officer (temporary), Gambia; H, Trapl 
DTM.&H , District Medical Officer (temporary), Leewar 
Islands; R A, Ingles, L R C.P.&S Ed., F. O, J. Shaw, M.RCS., 
and L R Whittaker, M.R.C.S, Medical Officers, Kenya; A. 
Gerada, M.D., I. Rizzo, M.D., and K D B. Thomson, M.B., 
Medical Officers (temporary), Ni era; J. H. Comty, M.B., B.S, 
and D. S. Liu, M.B., Medical O rs, Mauritius. 


ae 


IN NOTICES: 





4 


* 


SUPPLEMENT tO miL 
BRITISA MEDICAL JOURNAL 


= ° 





į Association Notices ' 





SCOTTISH COMMITTEE ° 

ii Session 1951-2 

Election of three representatives by the Group of Eight 
Divisions comprising Orkney, Shetland, Carthness, Suther- 
land, Inverness, Outer Islands, Ross and Cromarty, and 
Argyllshire. 

More than three nominations having been received for the 
above election, voting papers have been sent out to all 
members of the Group of Eight Divisions. As a result of 
this vote the following practitioners have been elected to 
fill the three Yacan_ic on the Scottish Committee for the 
session 195J-" J. k — nderson (Fortrose), W. Nicol Gray 
(Helmsdaix), no D Vgon (Inverness). 


AUA Gate 7S COMMITTEE 
EFtectizna . rre Representatives , 
The following ív -~ a et ad to the Armed Forces 
Committee for ,19° = 
Brigadier D € P wr Ta., FRCS.Ed., to represent the 
RAM.C * i ` 
- Surgeon Captain l b. Abc, ombie, VRD., K.HP. to 
represent the Medical uranchpig \ ° 
No candidates wer... o'renat u 
sentatives of the follow..g ` 
Medical Branch, Royal Maey F 
RAMC. (T.A). * 
Medical Branch, Royal An Fore 
» Medical Branch, R.A.F.V R 


election as the repre- 


k A. MACRAE, . 
T ` ; Secretary. 
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Foata “pa “od ‘Suber -rmittee, Joint Committee for Con- 
ate ri ats, Tart 
3 Ta “Fup Aa ia hcommittee, Joint Committee for 
We So 
4 Wed o Néfsebe .. B Staff Side, 11 a.m. (B.M A. 
A 2a 
4 Wed. a È © mug? B. 2.30 pm (at Richmond 
ny i ee voaa, o W). 
5 Thus. Ei gs “-chel Acwsory Bureau, Committee of 
he ere ‘liStam | + r 
5 Tbus Spee, ¢ Sub iutiie o, Rural Piactinoners 
F Subu miu. Ocna $M dical Services Com- 
nuttee Via K 
6 Fry. Services y e eieo 109 ms ; 
9 Mon. Committee t.: n t "he Law, 2 p.m. 
10 Tues Registrars = xon... ap ose! Committee for 
nsultants I teim’ innt. House). 
10 Tues Joint Formulai, Cge t2. per 
11 Wed Registrars Subert mur Anom ruon mittee fer 
Consultants, 10 3am Dh MES ofh ath 
Savile Row). Nr 
11 Wed Planning Subcomnuttc., AY booth 
Comurde, lam ;? X., œ -t 
12 Thurs. Publishing Subcommitwe. X g> = UF, 
{13 Fri. Ophthatnic Group EE Fae 
13 Fri. Ophthalmic Quahfications Comy Pen, tolas 
Ophthalmic Group Committe . lc 
18 Wed Assistants and Young Praçtitioneă mb.om ' 
“oS General Medical Services Comis, 7 | 
18 Wed International Relations Committe, , © u 


Branch and Division Meetings to b ‘a 

East Kent Division —At_ Chez Laurie Rest =" i 
Way, Herne Bay, Thursday, July 5, 7.30 p.m., dir 
annual general meeting. 

METROPOLITAN Counties BrancH —At B.M.A, may 
tock Square, London, W.C , Tuesday, July 10, 2.3 
general meeting President’s Address by Mr. A. 1 

West Mipp.iesex Division.—At Ealing Town 7 ' 
Road, Ealing, Thursday, July 5, 8.30 p.m. Subject J 
uon.” All medical practitioners in the area of th ‘ 
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